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as  powerful  as  the  narcotics 
in  cough  suppression... 
but  much  longer  acting 


NON-NARCOTIC 


S YR  U P 


one  teaspoonful  affords 
4 to  8 hours’  freedom 
from  cough  distress 


ULO  maintains  its  maximal  cough-suppressant 
effect  undiminished  for  4 to  8 hours,  thus  calling 
for  fewer  daytime  doses  and  usually  providing  free- 
dom from  cough  distress  through  the  night. 


notable  safety  There  are  no  known  contraindications.  Free  from 
the  undesirable  side  actions  of  narcotics.  Side  effects 
such  as  nausea  and  transient  dizziness  occur 
infrequently. 

extensive  clinical  Used  in  thousands  of  patients  with  acute  cough 

from  any  cause,  ULO  has  proved  as  effective  as 
narcotics  but  superior  to  them  in  duration  of  action-. 

Write  for  Physicians’  Reference  Brochure  with  full 
bibliography. 


IN  COLDS  AND  SINUSITIS- 

THE  RIGHT  AMOUNT  OF  INNER  SPACE 


Neo-Synephrine  hydrochloride  relieves  the  boggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 

Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 


RIGHT  AWAY 


LABORATORIES 
New  York  18,  N.  Y. 


NEO-SYNEPHRINE 

(Brand  of  phenylephrine  hydrochloride) 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
V%%  to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly. 
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when  the  patient 
needs 

increased  bile  flow... 


AN  AMES  CLINIQUICK 


HOW  MAY  A PATIENT 
BE  REASSURED 
THAT  REMOVAL 
OF  HIS  GALLBLADDER 
WILL  NOT  SERIOUSLY 
IMPAIR  HIS  DIGESTIVE 
ABILITY? 

He  may  be  told  that,  among  animals 
of  similar  dietary  habits  and  digestive 
processes,  some  have  a gallbladder 
and  some  do  not.  Among  the 
herbivores,  the  cow  and  sheep  have 
one,  the  deer  and  horse  do  not; 
among  the  omnivores,  the  mouse 
has  one  but  the  rat  does  not. 

Source:  Farris,  J.  M.,  and  Smith,  G.  K.: 

M.  Clin.  North  America  4i:1133  (July)  1959. 


(dchydiocholic  acid.  Ames) 

‘Constant  loss  of  bile  [from  relaxation 
of  sphincter  of  Oddi  following  cholecyst- 
ectomy] reduces  the  amounts  available 
for  lipid  absorption  after  meals,  with 
resulting  clinical  symptoms  apparently 
relieved  by  bile  acid  administration." 
Source:  Popper,  H.,  and  Schaffner,  E: 
Liver:  Structure  and  Function,  New 
York.  McGraw-Hill  1957,  p.  309. 

Available:  Dechoun  Tablcis:  (dchydiocholic 

acid.  Ames)  3’4  gr.  (2.S0  mg.).  Bodies  of  lOd. 
.SOO.  and  1 .000. 

and  for  hydrocholeresis  plus 
spasmolysis . . . 

- ULLLADOtw... 

(dchydrocholic  add  with  belladonna.  Ami  si 

Available:  Dechoun  Belladonna  Tablets; 
Decmolin  (dchydrocholic  acid.  .Amis)  gr. 
i2.s()  mg.)  and  e.xtracl  of  belladonna  ' (.  gi  . ( 10  mg.). 
Bottles  of  100  and  .sOO. 


AMES 

COMPANY,  INC 
Elkhort  • Indiono 
Toronto  • Conodo 
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After  a history  and  a physical  ruled  out  organic 
disease,  the  physician  diagnosed  the  case  as  recurring 
states  of  anxiety.  To  relieve  these  symptoms  for  this 
busy  housewife,  he  prescribes  Meprospan-400,  the 
only  meprobamate  in  sustained-release  form. 


Calm  and  relaxed,  the  patient  is  no  longer  upset 
by  the  pressures  and  irritations  met  in  everyday  life, 
nor  is  she  likely  to  be  incapacitated  by  autonomic 
disturbances,  drowsiness,  ataxia  or  other  untoward 
reactions. 


As  directed,  the  patient  takes  one  Meprospan-400 
capsule  at  breakfast.  Her  symptoms  of  tension  and 
nervousness  are  soon  relieved,  and  she  will  not  have 
to  remember  to  take  another  capsule  until  dinner- 
time. 


Alert  and  attentive,  the  patient  participates  in  a 
P.T.A.  meeting,  following  her  second  capsule  of 
Meprospan-400  taken  with  the  evening  meal. 
Meprospan-400  does  not  decrease  her  mental 
efficiency  or  interfere  with  her  normal  activities  or 
behavior. 

most  widely  prescribed  tranquilizer  . . . 
most  convenient  dosage  form 

ONE  CAPSULE  LASTS  12  HOURS 

Meprospan-400 

400  mg.  MILTOWN®  SUSTAINED-RELEASE  CAPSULES 

Usual  dosage:  One  capsule  at  breakfast  lasts  all  day, 
one  capsule  with  evening  meal  lasts  all  night.  Supplied: 
Meprospan-400,  each  blue-topped  sustained-release 
capsule  contains  400  mg.  Miltown.  Also  available: 
Meprospan-200,  each  yellow-topped  sustained-release 
capsule  contains  200  mg.  Miltown.  For  children:  Cap- 
sules can  be  opened  and  the  coated  granules  mixed  with 
soft  foods  or  liquids. 


Peacefully  asleep,  the  patient  enjoys  beneficial  rest 
. . . Meprospan-400  has  relieved  the  tensions  that 
previously  prevented  sleep  or  kept  her  tossing  and 
turning  throughout  the  night. 


Both  potencies  in  bottles  of  30. 

Samples  and  literature  available  on  request, 

WALLACE  LABORATORIES  / Cranbttry,  N.  J. 
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In  trichomonas  vaginitis 
. . permanent  CURES  in 
84.6%”'  ■ "...  symptomatic 
and  bacterioiogic  CURES” 
in  100%^  ■ "symptomatic  CURE 
was  obtained  in  100%,  and 
bacterioiogic  CURES  in  82.5%”® 
in  moniliasis  "symptomatic  CURE 
was  effected  in  about  80%”“ 
in  mixed  infections  "complete 
symptomatic  and  bacterioiogic 
CURES  in  92%”® 
in  endocervicitis  75%  "were 
clinically  and  bacteriologically 
(as  indicated  by  vaginal 
smears  and  cultures)  CURED”^ 


ATT^  STOPS  THE  TORMENT 
XjLV  V>  DESTROYS  THE  CAUSE 


Vaginitis  (trichomonal,  monHial,  nonspecific).  Cervicitis 


References:  1.  Angelucci,  H.  M.:  Am.  J.  Obst.  & Gyilec.  50:336,  1945.  2.  Hensel,  H.  A.:  Postgrad.  Med.  8:293, 
1950.  3.  Cortese,  J.  T.:  Clin.  Med.  2:45,  1955.  4.  Dill,  L.  V.,  and  Martin,  S.  S.:  M.  Ann.  District  of  Columbia  17:389, 
1948.  5.  Horoschak,  A.,  and  Horoschak,  S.:  J.  M.  Soc.  New  Jersey  43:92,  1946. 
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Alcohol  5% 
Amigen  5%, 
Levugen  10% 
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per  liter) 
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and  after  surgery 
you  can  get  faster  tissue  repair  with 


AMIQBN 


AMIGEN  affords  complete  protein  nutrition  postoperatively  (or  in  any 
state  where  complete  rest  of  the  alimentary  tract  is  indicated).  AMIGEN, 
a calorie-sparing  protein,  helps  correct  protein  deficiency  and  prevents 
further  ioss  of  body  protein.  It  restores  nitrogen  baiance;  provides 
principal  electrolytes  in  maintenance  amounts. 
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NEURITIS 


FIBROSITIS 


MYALGIA 


SCIATICA 


RHEUMATIC 

DISORDERS 


BURSITIS 


RELIEVE  SYMPTOMS  WITH 

MEPHOGEN  capsules 


Mephenesin,  skeletal-muscle  relaxant,  in  combination  with  clini- 
cally effective  Sodium  Salicylate  — Sodium  Gentisate  (the 
“double  salt”  analgesic)  assures  sustained  muscle  relaxation  and 
safe  analgesia. 

The  prolonged  pain  relief  improves  joint  mobility,  as  does  the 
increase  of  endogenous  cortisone-like  activity  of  the  “double  salt” 
— which  is  further  potentiated  by  Para-Aminobenzoic  Acid,  per- 
mitting higher  analgesic  blood  levels  with  relatively  low  dosage. 


In  addition  Mephogen  provides:  Ascorbic  Acid  for  prevention  of 
degenerative  changes  in  connective  tissues;  Sodium  Nucleate  and 
Glutamic  Acid  — both  synergistically  effective  enzymes  to  aid  the 
intermediary  metabolic  conjugating  mechanism.  There  are  no  real 
contraindications  to  the  use  of  Mephogen. 


Each  Mephogen  Capsule  contains: 

Mephenesin,  N.N.R 250  mg. 

Sodium  Salicylate  200  mg. 

Sodium  Gentisate  100  mg. 

Potassium  Para-Aminobenzoic  Acid 60  mg. 

Ascorbic  Acid 50  mg. 

Sodium  Nucleate 12.5  mg. 

Glutamic  Acid  12.5  mg. 


DOSAGE:  One  or  two  Me- 
phogen capsules  every 
three  or  four  hours  given 
preferably  after  meals  or 
with  a little  milk. 
Supplied  at  all  pharma- 
cies in  bottles  of  100  and 
1000  capsules. 


Write  for  physicians’  samples  for  clinical  trial. 


BARROWS  BIOCHEMICAL  PRODUCTS  CORP. 


BARROWS 


INWOOD.  LONG  ISLAND.  NEW  YORK 


Blochemicals  • Manufacturing  Chemists  • Pharmaceuticals 
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Proven 

in  over  five  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

• simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

• no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

• does  not  produce  ataxia,  change  in  appetite  or  libido 
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• does  not  impair  mental  efficiency  or  normal  behavior 
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meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  or  as  meprotabs*— 400  mg.  unmarked,  coated  tablets. 

WALLACE  laboratories/ Cranbury,  N.  J. 

0M-205S  \Aw  ‘ *TRAO£-MAI»K 
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on  the  pathogenesis 
of  pyelonephritis: 

“An  inflammatory  reaction  here  [renal  papillae] 
may  produce  sudden  rapid  impairment  of  renal 
function.  One  duct  of  Bellini  probably  drains 
more  than  5000  nephrons.  It  is  easy  to  see  why  a 
small  abscess  or  edema  in  this  area  may  occlude 
a portion  of  the  papilla  or  the  collecting  ducts 
and  may  produce  a functional  impairment  far  in 
excess  of  that  encountered  in  much  larger  lesions 
in  the  cortex.”^ 

The  “exquisite  sensitivity”^  of  the  medulla  to 
infection  (as  compared  with  the  cortex),  high- 
lights the  importance  of  obstruction  to  the 
urine  flow  in  the  pathogenesis  of  pyelonephritis. 
"There  is  good  cause  to  support  the  belief  that 
many,  perhaps  most,  cases  of  human  pyelone- 
phritis are  the  result  of  infection  which  reaches 
the  kidney  from  the  lower  urinary  tract. 


to  eradicate  the  pathoge7is  no  matter  the  pathway 

FURADANTIN 

brand  of  nitrofurantoin 


High  urinary  concentration  • Glomerular  filtration  plus  tubular  excretion  • Rapid  antibacterial 
action  • Broad  bactericidal  spectrum  • Free  from  resistance  problems  • Well  tolerated— even 
after  prolonged  use  • No  cross  resistance  or  cross  sensitization  with  other  drugs 
Average  Furadantin  Adult  Dosage:  100  mg.  tablet  q.i.d.  with  meals  and  with  food  or  milk  on  retir- 
ing. Supplied:  Tablets,  50  and  100  mg.;  Oral  Suspension,  25  mg.  per  5 cc.  tsp. 

References;  1.  Schreiner.  G.  E. : A.M.A.  Arch.  Int.  M.  102:32,  1958.  2.  Freedman,  L.  R.,  and  Beeson,  P.  B. : Yale  J.  Biol.  & 
Med.  30:406.  1958.  3.  Rocha.  H.,  et  al.:  Yale  J.  Biol.  & Med.  30:341,  1958. 


fNiTROFURANS— a Unique  class  of  antimicrobials 

EATON  LABORATORIES,  DIVISION  OF  THE  NORWICH  PHARMACAL  COMPANY,  NORWICH,  N.  Y. 


Bone  section:  erosion 

and  purulent  exudate  ' 


Upjohn 


your  broad-spectrum 
antibiotic  of  first  resort 


am 


Therapeutic 

confidence 

Panalba  is  effective  against 
more  than  30  commonly 
encountered  pathogens 
including  ubiquitous 
staphylococci.  Right  from 
the  start,  prescribing  it  gives 
you  a high  degree  of 
assurance  of  obtaining  the 
desired  anti-infective  action 
in  this  as  in  a wide  variety 
of  bacterial  diseases. 

Supplied:  Capsules,  each 
containing  Panmycin* 

Phosphate  (tetracycline 
phosphate  complex ) , 
equivalent  to  250  mg. 
tetracycline  hydrochloride, 
and  125  mg.  Albamycin,* 
as  novobiocin  sodium,  in 
bottles  of  16  and  100. 

"Trademark,  Reg.  U.  S.  Pat.  Off. 


The  Upjohn  Company 
Kalamazoo,  Michigan 


I 

1 
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The  1961  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New 
York  will  meet  from  May  8-12  in  the 
interesting  and  centrally  located  city 
of  Rochester.  This  city  of  inter- 
nationally known  cultural  and  sci- 
entific institutions  will  welcome  the 
Society  meeting  for  the  first  time  in 
many  years.  It  is  suggested  that 
members  make  early  plans  to  attend 
what  promises  to  be  one  of  the  most 
stimulating  meetings  ever  held  by 
the  Society. 


IG 
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ACUTE  BRONCHITIS 


SYNCILLIN 
250  mg.  t.i.d 


H.F.  45-year-old  white  female.  First  seen  on 
Aug.  24,  1959  with  acute  bronchitis  of  3 days' 
duration.  Culture  of  the  sputum  revealed  alpha 
hemolytic  streptococci.  A 250  mg.  SYNCILLIN 
tablet  was  administered  3 times  daily.  Another 
sputum  culture  taken  on  Aug.  27  showed  no  growth 
On  Aug.  30,  the  patient  appeared  much  improved 
and  SYNCILLIN  was  discontinued,* 

Recovery  uneventful. 


THE  ORIGINAL  phenethicillin 


SYNCILLIN 

(phenoxyethyl  penicillin  potassiumF 

aRST  SYNTHESIZED  AND  MADE  AVAILABLE  BY  BRISTOL  LABORATORIES 


\ dosage  form  to  meet  the  individual  requirements  of  patients  of  all  ages  in  home,  office,  clinic,  and  hospital ; 
5yncillin  Tablets -250  mg.  (400,000  units )...Syncillin  Tablets -125  mg.  (200,000  units) 
pyncillin  for  Oral  Solution  — 60  ml.  bottles  — when  reconstituted,  125  mg.  (200,000  units)  per  5 ml. 

Syncillin  Pediatric  Drops  — 1.5  Gm.  bottles.  Calibrated  dropper  delivers  125  mg.  (200,000  units) 

Itreptococcal  infections  should  be  treated  for  at  least  10  days  to  prevent  the  development  of  rheumatic  fever 
{nd  as  prophylaxis  against  bacterial  endocarditis  in  susceptible  patients. 


^mplete  information  on  indications, 
^aage  and  precautions  is  included  in  the 
rcular  accompanying  each  package. 


BRISTOL  LABORATORIES,  Div.of  Bristol-Myers  Go.,  SYRACUSE.  N.Y.* 


Armour 

Pharmaceutical  Company 
extends  its  thanks 
to  the  profession 


In  the  several  months  since  the  introduc- 
tion of  our  new  oral  systemic  anti-in- 
flammatory enzyme  tablet,  Chymoral,  we 
have  received  some  very  encouraging  com- 
ments from  the  profession  regarding  its 
clinical  success  in  the  enzymatic  manage- 
ment of  inflammatory  processes.  We  would 
like  to  extend  our  thanks  to  those  who 
have  already  used  and  commented  on 
Chymoral.  Since  we  are  deeply  interested 
in  extending  our  knowledge  of  the  thera- 
peutic range  of  this  new  product,  we  will 
welcome  any  further  comments  you  may 
want  to  make.  To  those  who  have  not  yet 
used  Chymoral,  we  extend  an  offer  to  give 
it  a therapeutic  trial. 

The  therapeutic  and  prophylactic  effects 
of  Chymoral  include  anti-inflammatory, 
antiedematous  and  mucolytic  activ- 
ities.i-®  It  liquefies  thick  secretions  in 


bronchitis  and  in  asthma  with  bronchi- 
tis; eases  the  racking  cough  of  emphysema 
and  increases  elimination  of  bronchial 
secretion;  cuts  healing  time  in  accidental 
or  surgical  trauma;  is  a useful  adjunctive 
therapy  in  inflammatory  dermatoses;  en- 
courages healing  in  gynecologic  conditions; 
reduces  pain  and  swelling  and  thus  pro- 
motes faster  healing  in  urologic  conditions; 
and  reduces  the  extent  of  inflammatory 
changes  in  ophthalmic  and  otorhinolaryn- 
gic  conditions. 

We  are  very  pleased  indeed  that  the  prod- 
uct has  found  a useful  place  in  the  range 
of  therapeutic  tools  available  to  the  doctor 
for  management  of  the  inflammatory  proc- 
ess. Armour  feels  that  enzymes  are  a new 
and  exciting  development  in  anti-inflam- 
matory therapy;  one  which  may  well  carry 
chemotherapeutics  forward  a long  step. 


Robert  A.  Hardt 
President 


I.  Beck,  C.;  Levine,  A.  J.:  Davis,  0.  F.,  and  Horwitz,  B.:  Clinical 
Studies  with  an  Oral  Anti-inflammatory  Enzyme  Preparation.  Clin. 
Med.  7:519,  1960.  2.  Billow,  B.  W.;  Cabodeville,  A.  M.;  Stern,  A.;  Palm, 
A.;  Robinson,  M.,  and  Paley,  S.  S.:  Clinical  Experience  with  an  Oral 
Anti-inflammatory  Enzyme  for  Intestinal  Absorption.  Southwestern 
Med.  41:286, 1960.3.  Teitel,  L.  H.;  Seigel,  S.  J.;  Tendler,  J.;  Reiser,  P., 
and  Harris,  S.  B.:  Clinical  Observations  with  Chymotrypsin  in  306 
Patients.  Indust.  Med.  & Surg.  29:150, 1960.  4.  Clinical  Reports  to  the 
Medical  Dept.,  Armour  Pharmaceutical  Company,  1959.  5.  Reich,  W. 

J. ,  and  Nechtow,  M.  J.:  Scientific  Exhibit,  A.M.A.  Meeting,  Miami, 
Florida  (June)  1960. 6.  Taub,  S.  J.;  Chymotrypsin  Therapy  of  Bronchial 
Asthma.  Clin.  Med.  7:2575,  1960. 
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ARMOUR  PHARMACEUTICAL  COMPANY  • KANKAKEE,  ILLINOIS 
Armour  Means  Protection  risso,  a.  p.  co. 


w^o  cOu^gtLed? 


WHENEVER  COUGH  THERAPY 
IS  INDICATED 


THE  COMPLETE  Rx  FOR  COUGH  CONTROL 

cough  sedative  / antihistamine 
decongestant  / expectorant 


■ relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■ effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains: 
Hycodan® 

Dihydrocodeinone  Bitartrate  . . 5mg.1 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  . . 1.5  mg.J 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals  and  at 
bedtime.  May  be  habit-forming.  Federal  law  permits  oral 
prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


■U.S.  Pat.  2.630,400 


Introducing . . . 

Miluretic’ 

MILTOWN®  + HYDROCHLOROTHIAZIDE 


new  therapy  for 

hypertension 


and 

congestive 

faiinre 


For  samples  and  complete  literature,  write  to 

WALLACE  LABORATORIES/Cranbury,  N.  J. 


*Tradc-mark 


lowers  blood  pressure 
drains  excess  water 


calms  apprehension 

Created  especially  for  those  patients  whose 
emotional  condition  complicates  the  treatment 
of  hypertension  and  congestive  failure 


Now  the  most  widely  prescribed 
diuretic-antihypertensive,  hydro- 
chlorothiazide, is  combined  with  the 
most  widely  prescribed  tranquilizer, 
meprobamate.  Called  “Miluretic”, 
it  constitutes  new,  effective  therapy 
for  hypertension  and  congestive 
failure— e5pecra//y  when  emotional 
factors  complicate  your  treatment. 

What  does  Miluretic  do?  Both  com- 
ponents are  of  proven  value  in 
hypertension.  And  in  congestive 
failure,  Miluretic  induces  smooth, 
continuous  diuresis.  Miluretic’s 


biggest  advantage  is  that  it  tran- 
quilizes  hypertensive  and  edema- 
tous patients  safely  and  quickly. 

Avoids  side  effects  of  other 
antihypertensive  agents 

Antihypertensive  agents  derived 
from  Rauwolfia  often  cause  reac- 
tions such  as  depression  and  nasal 
congestion;  Miluretic  does  not. 

Miluretic  is  a highly  effective,  safe 
combination  that  gives  the  physi- 
cian new  convenience  in  the  treat- 
ment of  hypertension  and  congestive 
failure. 


new 

MILTOWN  -f  HYDROCHLOROTHIAZIDE 

Composition:  200  mg.  Miltowii  (meprobamate. 
Available  Wallace)  -|- 25  mg.  hydrochlorothiazide 

at  all  Dosage:  For  hypertension,  1 tablet  four  times  a day.  For 

pharmacies  congestive  failure,  2 tablets  four  times  a day. 

Supplied:  Bottles  of  50  white,  scored  tablets 


Give  to  the 
school  of  your  choice 
through  AMEF 


To  train  the  doctors  of  tomorrow, 
the  nation’s  medical  schools  must  have 
your  help  today.  It  is  a physician’s  unique 
privilege  and  responsibility  to  replenish 
his  own  ranks  with  men  educated 
to  the  highest  possible  standards. 

Invest  in  the  future  health  of  the  nation  and 
your  profession.  Send  your  check  today! 


American  Medical  Education  Foundation 


535  North  Dearborn  Street 
Chicago  10,  Illinois 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories 

Ames  Laboratories,  Inc . . 2 

Armour  Pharmaceutical  Company  22 

James  M.  Arnold HO 


Barrows  Biocliemical  Products  Corporation 9 
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Brigham  Hill 167 

Bristol  Laboratories 17,  IS,  19,  20  21,  36 

Burroughs  Wellcome  & Company  Inc HI 


Chatham  Pharmaceuticals,  Inc 40 


Eastern  School  for  Physicians’  Aides 107 
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Endo  Laboratories 23 


Geigy  Pharmaceutical  Company 33 
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Holbrook  Manor 107 
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Pinewood  Sanitarium 167 
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A.  H.  Robins  Company,  Inc 39 

William  H.  Rorer,  Inc 42-43 
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Upjohn  Company 14-15 
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West  Hill 167 

Westwood  Pharmaceutical  Company 27 
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helps  remove 
blackheads 
penetrates 
and  softens 
comedones, 
unblocks  pores 
and  facilitates 
removal  of  sebum 
plugs. 


- 1 


dries  and  peels 
the  skin 
removes  papule 
coverings  and 
permits  drainage 
of  sebaceous 
glands. 


Patients  like  Fostex  because  it  is  so  easy  to  use. 
They  simply  wash  acne  skin  2 to  4 times  a day 
with  Fostex  Cream  or  Fostex  Cake,  instead  of 
using  soap. 

Fostex  contains  Sebulytic®,*  a combination  of 
surface-active  wetting  agents  with  remarkable 
antiseborrheic,  keratolytic  and  antibacterial  ac- 
tions . . . enhanced  by  sulfur  2%,  salicylic  acid 
2%,  and  hexachlorophene  1%. 

*$odium  lauryl  sulfoacetate,  sodium  alkyl  aryl  polyether  sul- 
fonate and  sodium  dioctyl  sulfosuccinate. 

Fostex  is  available  in  two  forms 


FOSTEX 

CREAM 

In  4.5  oz.  lars 


FOSTEX 

CAKE 

in  bar  form 


Fostex  Cream  and  Fostex  Cake 
are  Interchangeable  for  thera* 
peutic  washing  of  the  skin. 
Fostex  Cream  is  approximately 
twice  as  drying  as  Fostex  Cake. 
Fostex  Cream  Is  also  used  as  a 
therapeutic  shampoo  in  dan* 
druff  and  oiiy  scalp. 


Write  for  samples 

WESTWOOD  PHARMACEUTICALS 

Buffalo  13,  New  York 
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THE  AMERICAN  CANCER  SOCIETY 

is  dedicated  to  saving  lives  from  cancer  and  spear- 
heads the  fight  against  cancer  quackery.  Its  Com- 
mittee on  New  or  Unproved  Methods  of  Treatment 
of  Cancer  has  a membership  of  physicians,  lawyers, 
educators,  and  public  relations  specialists.  This 
committee  has  been  a prime  mover  in  developing 
constructive  action 


Inspired  by  model  legislation  formulated  by  this 
committee  with  the  active  cooperation  of  the  Cali- 
fornia Medical  Association,  California,  Kentucky 
and  Nevada  recently  passed  bills  providing  the  first 
effective  means  of  fighting  cancer  quackery  at  its 
base  of  operations— in  the  local  community. 

To  keep  both  the  public  and  the  medical  profession  ? 

informed,  the  Society  has  established,  in  its  national  ] 

office,  a central  repository  of  material  on  new  or  < 

unproved  methods  of  cancer  diagnosis,  treatment 
and  cure— a principal  source  of  such  information  | 

in  this  country.  j 


The  American  Cancer  Society,  in  this  as  in  all  its 
efforts,  serves  both  the  private  citizen  and  the  prac- 
tieing  physician— and  is,  in  turn,  served  by  both. 


THE  AMERICAN  CANCER  SOCIETY 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Bravisol  has  a gentle,  graded  abrasive 
action  that  attacks  the  acne  lesion 
simply  and  directly.  Helps  open 
plugged  pores,  reduce  postules  and 
blackheads,  control  oiliness. 
Outstanding  success  on  thousands 
of  acne  cases.  Brasivol  (pat. 
pend.)  contains:  mild  abrasive 
(ALO3),  hexachlorophene 
1 % , drying  soap-and- 
detergent  base. 

Write  for  samples  and  literature. 


'ABRASION  THERAPY  FOR  ACNE 
in  certain  countries  Brasivol  available  as  DENCO-BRAS"^ 


Logical  Dermatologlcals — since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N .Y. 

Canada:  Winley*Morris  Cq..  Ltd.,  Montreal  21 


Fine  Mrdiuni  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  the  more  acute  cases. 


( STIEFEL) 


Ilosone  (Eli  Lilly  <fe  Company) 46 

Koagamin  (Chatham  Pharmaceuticals.  Inc.) 40 

Maalox  (W'illiam  H.  Rorer,  Inc.) 42-43 

Mephogen  Capsules  (Barrows  Biochemical  Products 

Corp.) 9 

Meprosan-400  (Wallace  Laboratories) 3 

Methedrine  (Burroughs  Wellcome  & Company  Inc.) . ...  31 

Miltown  (Wallace  Laboratories) 11 

Miluretic  (Wallace  Laboratories) 24-25 

Neo-Synephrine  (Winthrop  Laborarories) 1 

Novahistine  LP  (Pitraan-Moore  Co.) 3rd  cover 

Panalba  (I'pjohn  Company) 14-1."> 

Pro-Banthine  w/Dartal  (G.  D.  Searle  A-  Company) 71 

■•'oma  (Wallace  Laboratories) 44-4.5 

Soma  Compound  (Wallace  Laboratories) 34-35 

Staphcillin  (Bristol  Laboratories) 17.  18,  19.  20 

tlyncillin  (Bristol  Laboratories) ...  21 

Tetrex  (Bristol  Laboratories) 36 

I'LO  (Riker  Laboratories) 2nd  cover 


When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connection, 
or  anything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 
associates,  use  the  classifleid  sec- 
tion of  the  New  York  State 
Journal  of  Medicine,  750  Third 
Ave.,  New  York  17,  N.  Y,  Your 
ad  will  pay  you  well  in  replies. 
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when  it  comes  to  your  malpractice  protection 

ANY  COMPROMISE  WITH  QUALITY  CAN  BE  COSTLY 


You  cannot  afford  less  than  the  best  professional  liability  insurance.  Most  members 
of  your  State  Medical  Society  insure  in  the  Society’s  Group  Plan  because  it  cannot 
be  equalled  in  quality.  Among  its  unique  features: 

Feature  #1:  All  questions  concerning  your  coverage  in  the  Group  Plan 

are  referred  to  your  fellow  doctors  on  the  Society’s  Malpractice  Insurance 
and  Defense  Board,  which  supervises  the  Group  Plan,  rather  than  to  an 
impersonal  insurance  company. 

GROUP  PLAN  OF  MALPRACTICE  INSURANCE  AND  DEFENSE 

2 Park  Avenue,  New  York  16,  N.Y.  MUrray  Hill  4-3211 

JAMES  M.  ARNOLD  FRANK  W.  APPLETON 

Indemnity  Representative  Asst.  Indemnity  Representative 

H.  F.  WANVIG,  Inc.,  broker 

EMPLOYERS  MUTUAL  LIABILITY  INSURANCE  COMPANY  OF  WISCONSIN  , carrier 
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minimize  care  and  eliminate  despair  with 

METHEDRI 


' « 

brand  Methamphetamine  Hydrochloride 

Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  “our  drug  of  choice  has 
been  methedrine  . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized 
or  entirely  absent.”'  Literature  available  on  request. 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

■ Douglas,  H.  S.:  West.  J.  Surg.  59:238  (May)  1951. 


URROUGHS  WELLCOME  &X0^(U.  S.A.)  INC..  Tuckahoe.  Newjork 


How  to  give  him  4 years  of 
college  for  the  price  of  3 


Give  him  his  chance  at  America’s 
opportunities.  He  needs  a peaceful 
world  to  grow  in.  Every  U.  S.  Sav- 
ings Bond  you  buy  helps  assure 
peace  by  keeping  our  country  strong. 


You  save  more  than  money 
with  U.  S.  Savings  Bonds 


If  your  money  and  your 
youngster  grew  up  together, 
it  would  certainly  help  meet 
college  costs,  wouldn’t  it? 
That’s  exactly  how  it  works 
when  you  save  for  his  edu- 
cation with  U.  S.  Savings 
Bonds.  For  example,  if  you 
start  with  $6.25  a week  when 
he’s  2 or  3,  you’ll  have  put 
in  $4900  when  he  reaches 
college  age.  Then  cash  the 
Bonds  as  you  need  them, 
and  you’ll  get  back  about 
$6900— enough  for  a fair 
share  of  4 years  at  State. 

WHY  U.S.  SAVINGS  BONDS  ARE 
SUCH  A GOOD  WAY  TO  SAVE 

You  can  save  automatically 
on  the  Payroll  Savings  Plan, 
or  buy  Bonds  at  any  bank 

• You  now  earn  3^%  to 
maturity,  3^%  more  than 
ever  before  • You  invest 
without  risk  under  a U.  S. 
Government  guarantee 

• Your  Bonds  are  replaced 
free  if  lost  or  stolen  • You 
can  get  your  money  with 
interest  anytime  you  want 
it  • You  save  more  than 
money — you  buy  shares  in 
a stronger  America. 


This  advertising  is  donated  by  The  Advertising 
Council  and  this  magazine. 


Proved  by  a decade  of  experience 


New,  more  effective  analgesic 


stops  tension 


For  neuralgias,  dysmenorrhea,  upper  respiratory  dis- 
tress, and  postsurgical  conditions ...  new  compound 
kills  pain,  stops  tension,  reduces  fever  — gives  more 
complete  relief  than  other  analgesics. 


Soma  Compound  is  an  entirely  new, 
totally  different  analgesic  combination 
that  contains  three  drugs.  First,  Soma;  a 
new  type  of  analgesic  that  has  proved  to 
be  highly  effective  in  relieving  both  pain 
and  tension.*  Second,  phenacetin:  a 
“standard”  analgesic  and  antipyretic. 


Third,  caffeine:  a safe,  mild  stimulant 
for  elevation  of  mood.  As  a result,  the 
patient  gets  more  complete  relief  than  he 
does  with  other  analgesics.  Soma  Com- 
pound is  nonnarcotic  and  nonaddicting. 
It  reduces  pain  perception  without  im- 
pairing the  natural  defense  reflexes.’ 


NEW  NONNARCOTIC  ANALGESIC 


soma*  Compound 


Composition; 

Soma  (carisopiodol),  200  mg.; 
phenacetin.  160  mg.; 
cafTeine.  32  mg. 

Dosage:  1 or  2 tablets  q.i.d. 
Supplied:  Bottles  of  50 
apricot-colored,  scored  tablets. 


NE_W  FOR  MORE  SEVERE  F.\IN 

somaf  Compound^  codeine 

BOOSTS  THE  EFFECTIVENESS  OF  CODEINE:  Soma  Com- 
pound boosts  the  efTectiveness  of  codeine.  Therefore,  only  'A  grain  of 
codeine  phosphate  is  supplied  to  relieve  the  more  severe  pain  that 
usually  requires  Vi  grain.  Composition:  Same  as  Soma  Compound  plus  'A  grain 
codeine  phosphate.  Dosage:  1 or  2 tablets  q.i.d.  Supplied;  Bottles  of  50  white,  lozenge- 
shaped tablets;  subject  to  Federal  Narcotics  Regulations. 


*References  available  on  request. 


\?/WALLACE  LABORATORIES  • Cianbury,  N.  J. 


etJ  -d  • 


for  acute 


upper  respiratory  infections 


The  Original  Tetracycline  Phosphate  Complex  u.s.  pat.  no.  2,791,609 


capsules 


effective  control  of  pathogens... with  an  unsurpassed  record  of  safety  and  tolerance 


BRISTOL  LABORATORIES,  Syracuse,  new  york 

Olv.  of  Bristol-Myers  Co. 


SUPPLY;  TETREX  Capsules -tetracyclins  phospis 
complex  - each  equivalent  to  250  mg.  tetracycline  HI 
activity.  Bottles  of  16  and  100. 


TREX  Syrup  - tetracycline  (ammonium  polyphosphii 
rffered)  syrup -equivalent  to  125  mg.  tetracycline  H(] 
tivity  per  5 ml.  teaspoonlul.  Bottles  of  2 II.  oz.  and  1 pinU 


IN  SINUSITIS,  COLDS  AND  UPPER  RESPIRATORY  DISORDERS 

DIMETAPP  Extentabs 

LET  YOUR  PATIENTS  BREATHE  EASIER! 

* 


In  sinusitis,  colds  and  other  upper  respiratory  and 
allergic  disorders,  new  dimetapp  Extentabs  offer 
more  useful  decongestant  therapy. 


UNSURPASSED  RELIEF  OF  NASAL  CONGESTION; 

In  DIMETAPP  Extentabs,  the  unexcelled  antihista- 
mine, Dimetane,  and  two  outstanding  decongest- 
ants—phenylephrine  and  phenylpropanolamine  — 
promptly  dry  secretions  and  reduce  edema  and 
congestion  in  the  nose,  the  sinuses,  and  the  upper 
respiratory  tract. 

CLEAR  BREATHING  FOR  12  HOURS  ON  1 TABLET: 

. Long-acting  dimetapp  Extentabs  offer  up  to 
12-hour  relief  on  just  one  tablet.  Easier-to-use 
DIMETAPP  reaches  into  areas  which  nose  drops  or 


sprays  can't  touch  — without  rebound  congestion. 
EXCEPTIONAL  FREEDOM  FROM  SIDE  EFFECTS: 

DIMETAPP  Extentabs  are  exceptionally  free  of  side 
reactions.  Dimetane  offers  a high  percentage  of 
relief  with  only  drowsiness  as  a possible,  infrequent 
side  effect.  Small,  fully  efficient  dosages  of  decon- 
gestants minimize  overstimulation. 

DIMETAPP  Extentabs  contain  Dimetane®  (parabromdylamine  [bromphen- 
iramine] maleate)  12  mg., phenylephrine  HCl  15  mg., and  phenylpropanol- 
amine HCl  1 5 mg. 

DOSAGE;  Adults  — 1 Extentab  q.8-12  hours.  Children  over  6—1  Extentab 
q.  1 2 hours.  Administer  with  caution  to  patients  with  cardiac  or  peripheral 
vascular  diseases  and  hypertension,  and  to  those  sensitive  to  antihistamines. 
See  package  insert  for  further  details  and  bibliography. 

A.  H.  Robins  Co.,  Inc.,  Richmond  20,  Virginia 
ETHICAL  PHARMACEUTICALS  OF  MERIT  SINCE  1878 


Acts  within  minutes— Y.OKGKMm,  unlike  other  hemostatic  agents,  acts  quickly  in  minimal 
dosages.  Working  on  the  late  phases  of  the  clotting  mechanism,  koagamin  does  not  require 
massive  and  prolonged  pre-  or  postoperative  dosages  to  control  capillary  and  venous  bleeding. 

Acts  with  predictable  safety  — In  20  years  of  clinical  use,  no  toxic  or  side  actions  have  been 
reported  with  koagamin.  Bleeding  is  arrested  without  danger  of  thrombosis,  and  because 
KOAGAMIN  contains  no  protein  or  alkaloid,  it  can  be  administered  without  danger  of  sensi- 
tization or  untoward  reactions. 


Acts  effectively  in  a broad  range  of  indications —Because  of  its  unparalleled  safety  and 
outstanding  effectiveness,  koagamin  has  been  successfully  employed  in... hemorrhagic  dis- 
eases, abnormal  bleeding,  blood  disorders,  surgical  cases  and  trauma. 

KOAGAMIN,  an  aqueous  solution  of  oxalic  (5  mg.  per  cc.)  and  malonic  (2.5  mg.  per  cc.)  acids  for  parenteral 
use,  is  supplied  in  10-cc.  diaphragm-stoppered  vials. 

CHATHAM  PHARMACEUTICALS,  INC  • NEWARK  2,  NEW  JERSEY 

Distributed  in  Canada  by  Austin  Laboratories,  Limited,  Guelph,  Ontario 

BEFORE,  DURING  AND  AFTER  SURGERY 

KOAGAMIN 

(parenteral  hemostat) 

controli 
bleeding 
with 
minimal 
dosage  and 
maximum 
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' yoocantprescnbeamore 
effective  antibiotic  than 

ERYTHROCIN 

Erythromycin,  Abbott 
How  much  “spectrum”  do  you  need  in  treat- 
ing an  infection?  Clearly  you  want  an  anti- 
biotic that  will  show  the  greatest  activity 
against  the  offending  organisms  and  the  least 
activity  against  non- pat  ho  genic  gastro-intes- 
tinal  flora. 

Weigh  these  criteria  — and  make  this  com- 
parison — when  treating  your  next  coccal 
infection.  Erythrocin  is  a medium- spectrum 


antibiotic,  notably  effective  against  gram- 
positive organisms.  In  this  it  comes  close  to 
being  a “specific”  for  coccal  infections— 
means  it  is  delivering  a high  degree  of  activ- 
ity against  the  majority  of  common  infection- 
producing  bacteria. 

And  against  many  of  the  troublesome  “staph” 
strains  — a group  which  shows  increasing  re- 
sistance to  penicillin  and  certain  other  an- 
tibiotics — Erythrocin  continues  to  provide 
bactericidal  activity.  Yet,  as  potent  as  Eryth- 
rocin is,  it  rarely  has  a disturbing  effect  on 
normal  gastro-intestinal  flora.  Comes  in  easy- 
to-swallow  Filmtabs®,  100  and  250  mg.  Usual 
adult  dose  is  250  mg.  every  six  hours. 
Children,  in  proportion  to  age  and 
weight.  Won’t  you  try  Erythrocin? 
®Filmtab— Film-sealed  tablets,  Abbott. 
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NO  TASTE  FATIGUE 
EXCELLENT  RESULTS 
NO  CONSTIPATION 

the  most  widely  prescribed  and 
most  Mcearable  of  ail  antacids 

suspension  tablets 


Put  your  low-back  patient 
back  on  the  payroll 


Soma's  prompt  relief  of  pain  and  stiffness  can 
get  your  low-back  patients  back  to 
work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  . . . help 
give  your  patient  the  two  things  he  wants 
most:  relief  from  pain  and  rapid  return  to 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  with 
higher  dosages.  Soma  is  available  in  350  mg. 
tablets.  Usual  dosage  is  1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  WallaceJ 

Wallace  Laboratories,  Cranbury,  New  Jersey 


How  you  can  help  save 
your  patients  a month’s  pay 

Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  patients 
required  an  average  of  41  days  for 
full  recovery  (range:  3 to  90  days). 
The  addition  of  Soma  therapy  in  this 
comparative  investigation  reduced 
the  average  to  11.5  days  (range:  2 to 
21  days).  With  Soma,  patients  aver- 
aged full  recovery  30  days  sooner. 


an  antibiotic  improvement 
designed  to  provide 
greater  therapeutic  effective 


now 


^ Pulvules^ 

Ilosone 

(propionyl  erythromycin  ester  lauryi  sulfate,  Lilly) 


in  a more  acid-stable  form 

assure  adequate  absorption  even  when  taken  with  food 


Ilosone  retains  97.3  percent  of  its  antibacterial  activity  after  exposure 
to  gastric  juice  (pH  1.1)  for  forty  minutes.^  This  means  there  is  more 
antibiotic  available  for  absorption — greater  therapeutic  activity.  Clin- 
ically, too,  Ilosone  has  been  shown^  ^ to  be  decisively  effective  in  a 
wide  variety  of  bacterial  infections — with  a reassuring  record  of  safety.'^ 

Usual  dosage  for  adults  and  for  children  over  fifty  pounds  is  250  mg.  every  six  hours. 
Supplied  in  125  and  250-mg.  Pulvules  and  in  suspension  and  drops. 

1.  Stephens,  V.  C.,  et  al.:  J.  Am.  Pharm.  A.  (Scient.  Ed.),  48:620,  1959. 

2.  Salitsky,  S.,  et  a/.:  Antibiotics  Annual,  p.  893,  1959-1960. 

3.  Reichelderfer,  T.  E.,  et  al.:  Antibiotics  Annual,  p.  899,  1959-1960. 

4.  Kuder,  H.  V.;  Clin.  Pharmacol,  i Therap.,  in  press. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.S.  A. 

032C4« 
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IN  MEMORIAM 

Laurance  David  Redway,  M.D. 


Medical  Society  of  the  State  of  New  York  lost  a great  and  good 
servant  in  the  sudden  death  on  November  18,  1960,  of  the  editor  of  this 
Journal.  Dr.  Redway  served  as  literary  editor  of  the  Journal  from 
1940  until  he  succeeded  the  late  Dr.  George  W.  Kosmak  as  editor  in  1952. 
Dr.  Redway  enlarged  the  scope  of  the  Journal,  secured  an  authoritative 
board  of  associate  editors,  and  tirelessly  worked  toward  improving  the 
scientific  worth  of  the  articles  presented.  He  constantly  moved  about  the 
State  spurring  on  contributors  who  had  work  of  value  to  report.  The 
Journal  is  a strong  and  vital  means  of  communication  because  of  his 
efforts. 

Born  in  Cincinnati,  Ohio,  on  March  26,  1890,  Dr.  Redway  prepared  for 
college  at  St.  George’s  School,  Newport,  Rhode  Island,  where  he  became 
first  prefect.  He  graduated  from  Harvard  Medical  School  in  1916.  He 
then  trained  in  pathology  and  ophthalmology.  He  entered  the  country’s 
service  in  World  War  I,  going  to  France  in  April,  1918,  and  was  assigned 
to  a mobile  bacteriologic  unit  which  operated  out  of  Dijon.  In  this  work 
he  was  associated  with  Dr.  Hans  Zinnser.  Following  the  war  he  came  to 
practice  ophthalmology  in  Ossining  and  at  this  time  did  pioneer  work  in 
eye  photography  with  the  late  Dr.  George  Wheeler  at  the  Eye  Institute 
in  New  York  City. 

Throughout  his  professional  life  Dr.  Redway  always  made  the  time  to 
interest  himself  in  civic  affairs.  He  worked  among  the  prisoners  at  Sing 
Sing  Prison  and  at  Bedford  Reformatory,  he  worked  for  his  local  school 
board,  he  founded  an  eye  clinic  at  the  poor  house,  and  was  an  early  staff 
member  at  the  Westchester  County  Hospital  at  Grasslands.  Dr.  Redway 
founded  the  Westchester  Medical  Bulletin  and  was  president  of  the  West- 
chester County  Medical  Society  at  the  time  of  World  War  II. 

A man  of  catholic  interests.  Dr.  Redway  was  a gifted  writer  and  his- 
torian, having  compiled  the  histories  of  both  the  Medical  Society  of  the 
State  of  New  York  and  the  Medical  Society  of  the  County  of  Westchester. 
He  was  constantly  on  the  lookout  for  medical  history  that  could  be  pub- 
li.shed  in  the  Journal.  Dr.  Redway  was  an  etcher  and  musician  of  compe- 
tence. He  played  the  violin  and  cello  in  several  chamber  music  groups  and 
orchestras.  He  drew  spiritual  strength  from  his  church,  where  he  was 
.senior  warden  for  many  years  and  also,  when  required,  directed  the  music. 

An  outstanding  characteristic  of  Dr.  Redway  was  his  staunch  and  vibrant 
love  for  his  country.  Beyond  military  age  at  the  time  of  World  War  II 
he  enlisted  in  the  New  York  State  Guard,  where  he  served  with  distinction 
as  medical  officer  to  the  56th  Infantry  Regiment.  At  the  time  of  his 
death  he  was  on  the  reserved  list  with  the  rank  of  Lieutenant  Colonel. 
Throughout  the  war  the  flag  flew  proudly  from  the  top  of  the  flagpole  in 
his  front  yard. 

What  can  we  his  associates  say  of  this  many-sided  colleague  whose  loss 
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we  feel  so  poignantly — that  he  was  a great  and  gifted  scholar,  cloaked  in 
modesty,  a jolly  companion,  and  a fine  friend.  He  would  not  want  us  to 
wax  sentimental  about  his  passing.  His  advice  to  us  would  be  “fill  up  the 
ranks.”  He  liked  reveille  better  than  taps. — William  Hammond,  M.D. 

RESOLUTIONS 


Board  of  Trustees,  Medical  Society  of  the  State  of  New  York 

Whereas,  the  Medical  Society  of  the  State  of  New  York  has  suffered 
distinct  loss  in  the  sudden  death  of  Laurance  David  Redway,  M.D.,  on 
November  18,  1960;  and 

Whereas,  Dr.  Redway’s  unselfish  devotion  and  able  leadership  in  the 
affairs  of  this  Society  were  outstanding;  and 

Whereas,  his  long  and  skillful  service  in  editorial  capacity  to  the  New 
York  State  Journal  of  Medicine  and  to  the  Medical  Directory  of  New 
York  State  has  reflected  great  credit  upon  this  Society  not  only  in  this  State 
but  throughout  the  country ; and 

Whereas,  his  scholarliness  and  gentlemanly  fairness  leaves  an  unfilled 
place  in  our  lives;  now  therefore  be  it  hereby 

Resolved,  that  the  Board  of  Trustees  of  the  Medical  Society  of  the  State  of 
New  York  record  its  profound  sorrow  in  the  passing  of  Laurance  Redway 
and  that  a copy  of  this  resolution  with  the  expression  of  deepest  sympathy 
be  conveyed  to  Mrs.  Virginia  L.  Redway. 

Renato  J.  Azzari,  M.D.,  Chairman 


Council,  Medical  Society  of  the  State  of  New  York 

Whereas,  the  Medical  Society  of  the  State  of  New  York  has  suffered 
grievous  loss  in  the  untimely  death  of  its  honored  member  and  editor  of  its 
Journal,  Laurance  David  Redway,  M.D.;  and 

Whereas,  Dr.  Redway  had  faithfully,  diligently,  and  capably  served  the 
Society  since  1940,  first  as  literary  editor  and  subsequently  as  editor  from 
1952  until  the  day  of  his  death ; and 

Whereas,  Dr.  Redway’s  sound  scholarship  and  critical  judgment  contrib- 
uted immeasurably  to  the  authority  of  our  Journal;  and 

Whereas,  Dr.  Redway’s  wise  and  prudent  counsel  in  the  affairs  of  the 
Publication  Committee  will  be  sorely  missed;  and 
Whereas,  his  influence  was  felt  in  all  the  county  medical  societies  of  the 
State  as  well  as  that  of  his  own  County  of  Westchester;  and 

Whereas,  in  all  his  endeavors  both  professional  and  civic  he  exemplified 
the  “good  physician” ; now  therefore  be  it  hereby 

Resolved,  that  the  Council  of  the  Medical  Society  of  the  State  of  New 
York  hereby  records  its  deep  sense  of  loss;  and  be  it  further 

Resolved,  that  these  words  be  recorded  in  the  minutes,  expressing  our 
sympathy  for  his  family,  and  that  a copy  be  sent  to  his  widow,  Virginia  L. 
Redway. 

William  L.  Wheeler,  Jr.,  M.D.,  Secretary 
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Publication  Committee,  Medical  Society  of  the  State  of  New  York 

Whereas,  the  Publication  Committee  of  the  Medical  Society  of  the 
State  of  New  York  was  grieved  by  the  sudden  death  on  November  18,  1960, 
of  Dr.  Laurance  D.  Redway,  esteemed  editor  of  the  New  York  State 
Journal  of  Medicine  for  many  years;  and 

Whereas,  under  his  splendid  guidance  the  Journal  has  won  unique 
distinction  among  medical  publications  and  has  been  a worthy  symbol  of 
the  important  place  of  the  Medical  Society  of  the  State  of  New  York;  and 
Whereas,  his  magnificent  achievements  will  always  be  a challenge  and 
inspiration  to  those  who  guide  the  destiny  of  the  Journal;  now  therefore 
be  it  hereby 

Resolved,  that  this  expression  of  our  great  sorrow  be  spread  upon  the 
minutes  of  this  Committee ; and  be  it  further 

Resolved,  that  Dr.  Redway’s  family  be  informed  of  this  Committee’s 
deep  sense  of  loss. 

Alfred  P.  Ingegno,  M.D.,  Chairman 


Medical  Society  of  the  County  of  Westchester 

Whereas,  Dr.  Laurance  D.  Redway  died  on  November  18,  19(50,  in  the 
Phelps  Memorial  Hospital  after  a brief  illness;  and 

Whereas,  Dr.  Redway  started  his  practice  in  Ossining,  New  York,  and 
became  a member  of  the  Medical  Society  of  the  County  of  Westchester  in 
1920.  His  active  leadership  in  the  Society  began  in  1935  when  he  became 
chairman  of  the  Public  Relations  Committee.  Other  committee  activities 
included  Workmen’s  Compensation,  Public  Health,  and  Special  Com- 
mittees on  Hospitals,  Endowment,  Medical  Preparedness,  and  War  Par- 
ticipation. He  became  a delegate  to  the  State  IMedical  Society  in  1937  and 
served  through  1945;  and 

Whereas,  one  of  Dr.  Redway’s  major  interests  was  in  the  field  of  medical 
writing  and  medical  publications  and  perhaps  his  outstanding  contribution 
to  the  Westchester  County  Medical  Society,  and  later  to  the  Medical 
Society  of  the  State  of  New  York,  was  in  this  sphere.  He  became  Editor 
of  the  Westchester  Medical  Bulletin  in  1938  and  served  as  a member  of  the 
editorial  board  until  his  death.  He  was  a firm  believer  in  the  publication 
of  fearless,  provocative  editorials,  even  though  they  might  be  in  conflict  with 
the  philosophy  and  attitudes  of  certain  branches  of  organized  medicine; 
and 

Whereas,  in  the  field  of  writing  Dr.  Redway  was  also  interested  in  medi- 
cal history.  He  became  the  Historian  of  the  Society  in  1947  and  wrote  the 
history  of  the  Westchester  County  Medical  Society  which  was  published 
that  year  and  distributed  on  the  occasion  of  the  150th  anniversary  celebra- 
tion held  at  the  Waldorf-Astoria  Hotel  in  New  York  City  on  November  17, 
1947.  This  book,  which  incorporated  the  history  of  the  Society  up  to  the 
125th  anniversary  in  1922,  as  prepared  by  Dr.  Henry  T.  Kelly,  the  former 
Historian,  involved  a monumental  job  of  research  and  study  and  is  still  the 
authentic  record  of  the  oldest  Society  in  the  State  of  New  York,  which  was 
organized  in  1797 ; and 
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Whereas,  Dr.  Redway  served  as  an  outstanding  president  of  the  Society 
during  the  year  1945,  which  was  a transition  period  in  the  administrative 
offices  and  personnel  of  the  Society;  and 

Whereas,  later  he  pursued  his  interest  in  medical  publications  on  a much 
broader  scale,  serving  as  Literary  Editor  of  the  New  York  State  Journal 
OF  Medicine  until  1952  when  he  was  made  Editor  and  continued  to  fill  this 
office  with  distinction  until  his  death ; and 

Whereas,  Dr.  Redway  was  always  known  as  a thoughtful,  forward- 
looking  leader  in  medicine  with  a delightful  sense  of  humor,  a broad  spread 
of  interests  and  knowledge,  and  a warm,  congenial  manner  in  his  relation- 
ships with  associates  and  staff  members.  He  was  always  interested  in 
promoting  their  advancement  and  welfare,  but  he  himself  was  quiet, 
humble,  and  self-effacing.  It  can  truly  be  said  that  Larry  Redway  was 
everybody’s  friend;  now  therefore  be  it  hereby 

Resolved,  that  the  Westchester  County  Medical  Society  express  its 
grief  and  sorrow  at  the  death  of  its  esteemed  member.  Dr.  Laurance  D. 
Red  way;  and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be  placed  upon  the  minutes  of  this 
Society  and  a copy  thereof  sent  to  his  family. 

Boyden  Roseberry,  Executive  Secretarn 


Medical  Society  of  the  County  of  Schenectady 

Whereas,  in  the  untimely  death  of  Dr.  Laurance  D.  Redway,  the  Medi- 
cal Society  of  the  State  of  New  York  has  lost  a distinguished  colleague. 
Beloved  and  respected  by  all  who  knew  him,  Dr.  Red  way  exemplified  the 
highest  tradition  of  the  medical  profession.  He  was  a gentleman  of  the 
first  order,  and  was  held  in  high  esteem  by  all  of  his  associates ; and 

Whereas,  Dr.  Redway  gained  international  prominence  as  Editor  of  the 
New  York  State  Journal  of  Medicine,  and  as  a result  of  his  untiring* 
efforts  the  New  York  State  Journal  of  Medicine  became  one  of  the 
leading  medical  publications  in  the  country.  Throughout  his  life,  he  was 
characterized  by  his  unfailing  devotion  to  his  work  and  to  the  scientific 
advancement  of  the  Journal;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  County  of  Schenectady  express 
its  sorrow  on  the  death  of  this  distinguished  physician,  and  that  a copy  of 
this  resolution  be  spread  on  the  minutes  of  this  Society,  and  that  a copy  be 
sent  to  his  bereaved  family  and  to  the  Medical  Society  of  the  State  of  New 
York. 

Joseph  B.  Cortesi,  M.D.,  Secretary 


Physicians’  Home 

Whereas,  Dr.  Laurance  D.  Redway  has  been  a member  of  the  Board  of 
Directors  of  Physicians’  Home  for  a number  of  years;  and 
Whereas,  Physicians’  Home  has  been  enriched  by  his  judgment  and 
wise  counsel,  and  his  fellow  directors  have  enjoyed  the  companionship  of 
his  attendance  at  the  regular  meetings  of  the  Board  of  Directors;  and 
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Whereas,  a large  portion  of  his  time  and  ability  were  devoted  to  the 
advancement  of  the  medical  profession  and,  as  a physician,  he  dedicated  his 
life  to  the  betterment  of  the  practice  of  medicine;  now  therefore  be  it 
hereby 

Resolved,  that  we  extend  our  sympathy  at  our  inestimable  loss  to  his 
family,  particularly  to  his  wife,  Mrs.  Virginia  Larkin  Redway. 

David  J.  Kaliski,  M.  D.,  President 
Chas.  Gordon  Heyd,  M.D.,  Chairman, 
Board  of  Trustees 


Phelps  Memorial  Hospital  Association 

Whereas,  Dr.  Laurance  D.  Redway  was  an  active  member  of  the  Medi- 
cal Staffs  of  the  former  Ossining  Hospital  and  Tarrytown  Hospital  for 
many  years  prior  to  consolidation ; and 

Whereas,  he  was  a member  of  the  Honorary  Staff  of  Phelps  Memorial 
Hospital  since  its  inception ; and 

Whereas,  he  was  a valued  member  of  the  Country  and  State  Medical 
Societies  and  one  of  the  foremost  medical  writers  of  our  county;  and 

Whereas,  his  ability  and  skill  as  a physician  made  him  a valued  member 
of  the  communities  and  his  passing  has  deprived  them  of  the  services  of  a 
competent  physician  and  valued  friend;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Board  of  Phelps  Memorial  Hospital  Associa- 
tion express  its  deepest  sympathy  to  the  family  of  Dr.  Redway  by  reason  of 
their  loss  and  a copy  of  this  resolution  be  forwarded  by  the  Secretary  of  the 
Medical  Board  to  his  widow. 


American  Medical  Writers’  Association 

Whereas,  we  have  this  day  sadly  learned  of  the  untimely  death  of  Dr. 
Laurance  D.  Redway,  Editor  of  the  New  York  State  Journal  of  Medi- 
cine, a member  of  the  American  Medical  Writers’  Association,  who  was 
scheduled  to  be  with  us  tomorrow  as  a featured  speaker  on  our  program; 
and 

Whereas,  Dr.  Redway  had,  by  long  service  to  the  cause  of  accurate, 
effective  medical  communication,  won  the  respect  and  admiration  of  his 
many  coworkers  in  this  field ; now  therefore  be  it  hereby 

Resolved,  that  we  memorialize  his  name  and  his  contributions  by  this 
resolution  of  condolence  to  his  family  and  do  hereby  express  a deep  sense  of 
loss  that  his  keen  judgment,  gentle  manner,  and  earnest  devotion  to  medical 
journalism  are  taken  from  us. 

Harold  Swanbero,  M.D.,  Secretarij 

November  18,  I960 

American  Legion,  Ossining  Post  506 

Whereas,  Dr.  Laurance  D.  Redway  was  one  of  the  original  founders 
and  first  Commander  of  this  Post  some  forty  years  ago;  and 
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Whereas,  Dr.  Red  way  has  remained  an  active  and  outstanding  member 
of  this  Post  continuously  from  the  time  it  was  founded  until  his  recent 
untimely  death;  and 

Whereas,  through  the  years  of  his  membership,  said  Dr.  Redway  was,  in 
substance,  the  backbone  of  this  Post,  taking  part  in  all  of  its  important 
activities,  giving  it  guidance  and  the  benefit  of  his  wisdom,  experience,  and 
loyalty ; and 

Whereas,  said  Dr.  Redway  was  beloved  by  the  entire  membership  of 
this  Post  for  his  humor,  friendliness,  warmth  of  spirit,  and  love  of  his  fellow 
man;  and 

Whereas,  this  Post  has  sustained  a deep  and  irreplaceable  loss  by  his 
recent  passing;  now  therefore  be  it  firmly  and  unanimously 

Resolved,  at  this  regular  meeting  of  November  22,  1960,  that  American 
Legion  Post  #506  pay  tribute  to  the  Honorable  Dr.  Laurance  D.  Redway  for 
his  outstanding  and  meritorious  service  to  this  Post  and  to  each  and  every 
member  thereof ; and  be  it  further 

Resolved,  that  his  Post  shall  henceforth  honor  and  respect  his  memory, 
and  further  extend  its  sincere  and  heartfelt  condolences  to  his  beloved 
widow,  Virginia,  and  to  his  family. 

Frank  S.  Cornell,  Commander 
John  J.  Haggerty,  Adjidant 


New  York  State  Guard — 56th  Infantry  Officers  Association 

Whereas,  the  Executive  Committee  of  the  56th  Infantry  Officers  Associ- 
ation, which  Association  is  composed  of  the  former  officers  of  the  56th 
Infantry,  New  York  State  Guard,  a unit  of  the  Militia  of  the  State  of  New 
^'ork  organized  and  activated  in  1940  (deactivated  in  1947)  for  State  ser\-ice 
along  the  Hudson  Valley  from  Yonkers  to  Catskill,  New  York,  to  assume 
the  State  armory  and  area  militia  responsibilities  of  the  units  of  the  National 
Guard  of  the  State  of  New  York  called  into  TYderal  service  for  the  period  of 
the  national  emergency  of  World  War  II,  have  pursuant  to  the  Articles  of 
the  Constitution  and  Bylaws  of  the  Association,  assembled  in  special 
meeting  on  this  Twentieth  Day  of  November,  1960;  and 

Whereas,  the  Executive  Committee  having  learned  with  profound 
regret  and  deep  individual  personal  sorrow  of  the  sudden  death  on  the 
Eighteenth  of  November,  1960,  at  Tarrytown,  New  York,  of  its  esteemed 
and  beloved  member.  Lieutenant  Colonel  (Doctor)  Laurance  D.  Redway, 
Medical  Corps,  State  Reserve  List  (Retired) ; and 

Whereas,  the  Executive  Committee,  in  taking  official  cognizance  of  this 
sad  event  for  the  records  of  the  Association,  desires  also,  for  and  in  behalf  of 
the  entire  membership  of  the  Association,  to  enter  on  its  records  the  very 
high  regard  and  respect  which  the  members  wholly  and  individually  held 
the  late  Colonel  Laurance  D.  Redway,  representing  a bond  formed  early  in 
their  association  with  him  during  his  active  service  as  a senior  medical  officer 
of  the  56th  Infantry  Regiment,  New  York  State  Guard,  during  the  period 
of  its  activation  between  the  years  1940  to  1947,  and  further  cemented  during 
Colonel  Redway’s  active  participation  in  the  56th  Infantry  Officers  Associa- 
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tion  as  a chai’ter  member  from  its  organization  in  1947,  as  a permanent 
member  of  the  Executive  Committee  of  the  Association,  as  President  of  the 
Association  1952-1953,  and  as  Historian  of  the  Association  fi’om  1953  to  the 
present  time ; and  further,  to  pay  tribute  to  this  member  who  contributed 
so  much  of  his  busy  life  to  the  organization,  the  activities,  and  the  conduct 
of  the  56th  Infantry  Officers  Association;  to  acknowledge  here  the  high 
degree  of  capable,  conscientious  and,  withal,  friendly  professional  service 
and  advice  rendered  by  him  in  the  loyal  and  best  traditions  of  the  Service 
and  of  the  Regiment  of  which  he  was  a part;  to  express  our  gratitude  for 
having  had  the  opportunity  and  the  privilege  to  meet  and  to  know  and  to 
benefit  from  our  association — all  too  brief  and  limited,  as  it  was — with  a 
most  gracious  gentleman  with  the  warm  and  friendly  smile  “on  or  off  duty’’; 
and  to  humbly  and  reverently  offer  our  thoughts  and  our  prayers,  with 
those  of  his  family  and  his  host  of  friends,  to  the  Maker  of  all  of  us  that  this 
“Old  Soldier,”  having  served  his  earthly  tour  of  duty  well  and  faithfully, 
may  now  “retire”  to  the  more  rewarding  and  lasting  service  of  the  Final 
Eternal  Command;  now  therefore  be  it  hereby 

Resolved,  that  this  resolution  shall  be  entered  in  the  minutes  of  the  next 
annual  meeting  of  the  Association,  and  a copy  of  such  resolution  be  sent  by 
the  secretary  to  the  family  of  the  late  Lieutenant  Colonel  Laurance  D. 
Redway,  together  with  appropriate  expressions  of  sympathy  and  condo- 
lences from  the  Association  membership. 

Joseph  A.  Zuzzolo,  Major,  S.  R.  L.,  President 

Edw.\rd  M.  Joy,  Major,  S.  R.  L.,  Secretary 

TRIBUTES 


During  the  time  Laurance  Redway  was  associated  with  the  New  York 
St.\te  Journal  of  AIedicine  great  changes  occurred  in  that  publication, 
most  as  a result  of  his  stewardship.  As  assistant  to  Dr.  George  W.  Kosmak 
he  demonstrated  to  the  editorial  board  and  the  publication  committee 
that  medical  journalism  was  a dynamic  discipline.  Just  as  teaching 
methods  change  in  medical  schools  from  decade  to  decade,  so  does  the 
method  of  written  presentation.  As  more  medical  graduates  were  aware 
of  the  scientific  approach  because  of  modern  undergraduate  teaching 
methods,  Dr.  Redway  showed  that  scientific  evaluation  of  the  clinical  trial 
should  become  the  basis  for  reporting  clinical  research. 

As  editor  of  the  Journal  Dr.  Redway  kept  two  principles  in  the  minds 
of  the  editorial  staff:  One,  quality  was  foremost;  and  two,  if  quality  were 
present  but  the  material  was  presented  in  a manner  incompatible  with  ac- 
cepted .standards.  Dr.  Redway,  the  kindly  man  he  was,  encouraged  the 
author  to  rewrite  giving  the  sugge.stions  of  the  reviewers  as  a ba.sic  guide. 
In  this  way  many  embryo  authors  were  not  lost  to  medical  writing  because 
of  a total  rejection. 

This  gentle,  generous  man  with  both  intellectual  capacity  and  intellectual 
integrity  gave  his  all  for  this  Journal  and  for  the  Aledical  Society  of  the 
State  of  New  York.  Few  people  there  are  who  can  match  his  devotion  to 
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duty  and  respect  for  quality  or  his  subtle  humor  and  insight  in  human 
relations.  Laurance  D.  Redway  was  strongly  motivated  to  follow  onl}' 
high  principles  of  journalism  even  if  it  meant  reduced  copy  temporarily. 
His  dedication  to  postgraduate  medical  education  was  evident  in  the  great 
effort  he  made  to  stimulate  hospital  staffs  to  hold  clinicopathologic  con- 
ferences and  report  them  for  publication  in  the  Jourx.\l.  Thus  he  ac- 
complished upgrading  of  hospital  staff  members  and  readers  of  the  Journ.\l 
with  the  same  material. 

I am  proud  to  participate  with  mj^  colleagues  in  this  memorial  issue  to 
the  memory  of  a great  editor,  a fine  citizen,  an  accompli.shed  ophthalmol- 
ogist, an  understanding  hmsband,  devoted  father,  and  an  unsurpas.sed 
worker  for  the  Medical  Society  of  the  State  of  New  York. 

Norm.^n  S.  iMooRE,  President 

Medical  Society  of  the  State  of  New  York 

Dr.  Redway  was  a fine  capable  person  with  a good  sense  of  humor  and 
great  humility.  Most  e^"er3mne  who  had  contact  with  him  felt  a warm 
sense  of  friendship.  He  truly  was  dedicated  to  his  fellow  man. 

John  M.  Galbr.\ith,  iM.D.,  President-Elect 
Medical  Society  of  the  State  of  New  York 

It  was  with  great  distress  that  I learned  of  the  death  of  a very  dear 
friend,  Larrv  Redwa.v.  It  was  my  privilege  to  truly  get  to  know  this  fine 
gentleman  intimatelj^  during  the  years  that  I have  been  active  in  JMedical 
Society  affairs.  I can  recall  with  satisfaction  the  maiw  times  we  sat  down 
together  and  I listened  to  his  words  of  wisdom.  Lariy  was  a very  under- 
standing person,  highh^  ethical,  whose  uppermost  thoughts  were  always  for 
what  was  best  for  our  profession. 

Self-effacing  as  he  was,  he  did  everything  possible  to  see  to  it  that  his 
friends’  needs  were  met.  His  was  a type  of  personalitj^  that  we  do  not 
find  too  often  today  in  this  world  of  tension  and  turmoil.  I will  always 
remember  him  as  a disciple  of  the  old  school  of  medicine — the  romantic 
age  of  our  profession — which  he  and  I discussed  so  often. 

There  is  no  doubt  that  all  of  us  who  knew  him  will  miss  his  ever-present 
smile  and  his  graciousness.  It  is  said  that  no  man  is  indispensable — but  we 
can  ill  afford  to  lose  colleagues  such  as  Larry  Redwaj".  Of  course,  words 
can  not  really  e.xpress  how  deeply  we  feel  about  this  great  loss.  Here  we 
had  a dedicated  doctor  of  medicine,  a true  human  being  with  feeling  for 
his  fellow  man,  an  outstanding  medical  editor,  and  a true  friend  to  all  who 
were  honored  to  come  in  contact  with  him. 

Henry  I.  Fineberg,  M.D.,  Past  President 
iMedical  Society  of  the  State  of  New  York 

Those  of  us  in  the  New  York  State  Health  Department  were  .saddened  to 
hear  of  the  death  of  Dr.  Duirance  Redwa3^  As  editor  of  the  Journ.\l  for 
the  past  eight  years,  he  has  done  much  to  infuse  public  health  physicians 
and  private  plwsicians  with  a deeper  sense  of  common  purpose. 

Under  his  editorship,  the  Journ.\l  and  the  State  Health  Department 
jointly  produced  several  features  on  themes  of  mutual  concern  to  private 
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medicine  and  public  health.  I refer  to  such  Jourx.\l  features  as  “The 
Doctor  in  Civil  Defense”  and  the  series  on  cancer  diagnosis. 

Print  fades  and  paper  crumbles  with  age;  the  only  real  eulogy  is  a man’s 
life  work;  this  lives  on.  The  kinship  of  public  health  and  private  medi- 
cine fostered  by  Laurance  Redway  has  already  become  part  of  a great 
tradition  in  our  State.  It  will  stand  as  an  enduring  reminder  of  a dedicated 
physician-editor. 

Herm.\n  E.  Hilleboe,  M.D.,  Commissioner 

Thank  you  for  this  opportunity  to  pay  tribute  to  the  memory  of  my 
friend,  the  late  Laurance  D.  Redway,  M.D. 

Intimately  associated  with  Dr.  Redway  for  fourteen  years  in  our  work 
for  the  Medical  Society  of  the  State  of  New  York,  it  was  my  good  fortune 
to  learn  his  sterling  qualities  as  a gentleman  and  editor.  Reared  and 
educated  under  the  finest  traditions  of  our  times.  Dr.  Redway  developed 
ability  as  a citizen,  an  ophthalmologist,  and  a medical  editor  second  to 
none.  His  interest  in  public  affairs,  his  professional  dexterity',  and  his 
literary  ability  marked  him  as  a leader  in  our  profession.  He  carried  on 
and  improved  the  forward  strides  of  his  predecessor  editor,  the  late  George 
W.  Kosmak,  ]\I.D..  in  giving  the  New  York  St.xte  Journ*.\l  of  Medicine 
its  present  acknowledged  stature. 

Dr.  Redway ’s  retentive  memory,  his  wit,  and  his  desire  for  accuracy 
made  him  a delightful  companion.  His  tireless  efforts  made  him  an  ad- 
mired member  of  his  community,  and  his  literary  ability  shone  in  his 
every  page. 

J\Iy  deep  sympathy  for  Dr.  Redway’s  family  is  expressed  with  condolence 
and  is  shared  by  his  many  friends. 

W.  P.  Anderton,  M.D. 

Another  chapter  in  the  hi.story  of  the  IMedical  Society  of  the  State  of 
New  York  and  of  the  New  York  State  Journal  of  IMedicine  has  been 
brought  to  a close  with  the  demise  of  Larry  Redway. 

He  was  a physician  skilled  not  only  in  the  art  and  science  of  medicine, 
but  he  combined  with  it  an  unu.sual  editorial  ability. 

A busy  ophthalmologi.st,  he  nevertheless  gave  up  a tremendous  amount 
of  his  time  to  the  State  Society,  fir-st  as  Literary  Editor  and  in  recent  years 
as  Editor. 

Under  his  leadership  the  New  York  State  Journ.ll  of  ^Medicine 
made  notable  progress  in  its  scientific  content  and  the  prestige  of  the 
Journal  was  considerably  enhanced. 

He  frequently  published  articles  on  socioeconomics,  which  were  of  a 
controversial  nature,  and  invited  critical  comments  on  them. 

The  Medical  Society  of  the  State  of  New  York  is  the  richer  for  his  serv- 
ices and  in  laying  him  to  a well-deserved  rest  can  well  say,  “Well  done, 
thou  good  and  faithful  servant.” 

Louis  H.  Bauer,  M.D. 

I first  began  to  know  Larry  Redway  intimately  about  ten  years  ago. 
I began  to  realize  that  in  his  quiet  unassuming  way  he  was  making  steady 
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progress  in  improving  the  caliber  of  the  State  Journal. 

On  the  Council  from  ’52  to  ’55  I saw  more  of  Larry  and  heard  him  de- 
scribe his  many  efforts  to  enhance  the  reputation  of  the  Journal  as  a 
really  worth-AA'hile  medical  periodical.  And  he  was  succeeding. 

From  1955  to  1957  I was  a member  of  the  Publication  Committee  and 
then  I really  discovered  his  imagination,  attention  to  detail,  and  his  in- 
ten.se  enthusia.sm  for  our  Journal.  INIany  times  we  had  lunch  together  at 
the  little  restaurant  on  27th  Street  Avith  John  Masterson  and  Norm  Moore 
before  the  meeting  of  the  committee  at  one  o’clock.  AhA-ays  Larry  aa'RS 
bubbling  OA’er  Avith  ideas  for  further  development  of  the  Journal. 

He  made  many  trips  through  the  State  during  the  summers,  seeing  large 
and  small  up.state  centers  and  talking  AA’ith  many,  many  doctors,  seeking 
ideas  for  the  editorial  policy  and  outstanding  medical  articles.  He  almost 
ahvays  stayed  OA^er  a night  or  tAA'O  in  CooperstoAvn  and  aa'o  Avere  fortunate 
enough  to  corral  Larry  and  Virginia  for  enjoyable  eA'enings,  discussing 
eA'ery  imaginable  subject,  but  almost  alAA’ays  spending  the  majority  of  the 
time  on  the  A-arious  phases  and  problems  of  the  Journal. 

I missed  Larry  at  the  last  meeting  of  the  Council.  I do  not  remember 
AA’hen  he  eA’er  missed  this  meeting  before.  I was  told  he  was  in  the  hos- 
pital, but  apparently  recoA’ering.  It  Avas  a great  shock  to  hear  the  next 
daA^  that  he  had  succumbed. 

I understand  this  issue  of  the  Journal  is  to  be  a memorial  to  LarrAL 
Fine  as  that  idea  may  be,  he  does  not  need  it.  For  those  of  us  Avho  worked 
with  him,  and  the  numbers  are  great,  the  St.\te  Journ.\l  aatU  remain  a 
memorial  to  Laurance  D.  RedAAaA"  for  many  years  to  come. 

James  Greenough,  M.D. 

To  those  AA'ho  Avere  intimately  accjuainted  AA'ith  Dr.  Laurance  D.  RedAvaj'^ 
his  sudden  demise  has  left  a real  Amid  in  our  liAms. 

I first  became  accjuainted  AAuth  Dr.  Redway  many  years  ago  Avhen  he 
was  Editor  of  the  Westchester  County  Bulletin.  I aa’us  on  the  maihng  list 
of  that  Bulletin  and  Avas  greatly  impre.ssed  AAuth  his  first  editorials  and  the 
OA'er-all  excellence  of  the  Bulletin. 

Later  as  a member  of  Publication  Committee  of  the  State  Medical 
Society  and  as  chairman  of  the  committee  I came  to  knoAv  Dr.  RedAvay 
quite  Avell.  I Avas  greatly  impressed  Avith  his  sterling  character,  rugged 
honesty,  pleasing  personality,  genial  di.sposition,  and  kind  and  gentle  manner. 

His  burning  ambition  AA'as  to  make  the  Journal  of  our  Society  the  best 
state  journal  in  the  country  and  to  that  end  he  gave  unstintingly  of  his 
time,  energy,  and  talents.  He  was  well  on  the  Avay  in  accomplishing  that 
goal  as  eAudenced  by  the  striking  improAmment  in  the  Journ.a.l  under  his 
inspiring  editor.ship. 

In  the  passing  of  Dr.  RedAV’ay  our  Journal  has  lo.st  a faithful  Editor 
and  our  Society  a loyal  and  conscientious  member,  intensely  interested  in 
our  profession  and  the  public  Acm  serAm. 

John  J.  Masterson,  M.D. 

A light  has  gone  out  for  those  of  us  who  kneAV  Larry  Redway. 

With  his  passing,  our  AAmrld  has  lost  a man  Avhose  A'aried  talents  enriched 
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all  that  he  touched. 

Eminent  in  his  chosen  field  of  ophthalmology,  he  yet  found  time  for  ac- 
tivities as  churchman,  author,  editor,  musician,  artist,  and  inventor. 

He  was  possessed  of  a personality  rich  in  learning  and  in  a keen  apprecia- 
tion of  humor. 

His  friendship  was  cherished  by  a host  of  people,  and  the  memory  of  his 
life  and  achievements  will  always  remain  bright  in  their  hearts. 

Walter  W.  Mott,  M.D. 

I would  like  to  pay  tribute  to  Dr.  Laurance  Redway  in  simple  words — 
.simplicity  and  modesty  were  characteristic  of  the  man. 

His  devotion  to  the  Journal  and  to  the  Medical  Society  of  the  State 
of  New  York  was  so  unmistakable  that  his  face  sparkled  when  there  were 
words  of  praise  for  either.  As  a member  of  the  Publication  Committee,  I 
can  testify  to  the  fact  that  the  editorship  was  a labor  of  love  for  Larry. 
The  growth  and  increased  recognition  of  the  Journal  during  his  adminis- 
tration are  testimonials  to  his  tremendous  vitality  and  interest  in  progress. 
Yet  such  was  his  modesty  and  gentleness  that  he  was  prone  to  minimize 
his  own  contributions  and  to  magnify  those  of  others. 

During  the  five  years  that  it  was  iny  privilege  to  have  frequent  contact 
with  Larry,  I was  impressed  with  his  perpetual  youth.  He  was  constantly 
searching  for  new  ideas  and  fre.sh  talent.  He  was  always  receptive  to  sug- 
gestions for  improvement,  and  more  than  willing  to  give  serious  thought 
to  criticism,  which  was  rarely  lacking,  particularly  at  the  annual  meetings 
of  the  Editorial  Board. 

As  Larry  passes  on  to  join  the  Supreme  Author,  he  leaves  behind  a friend- 
liness and  smile  that  will  be  long  remembered  by  his  colleagues  and  staff. 

Albert  H.  Douglas,  M.D. 

It  is  with  deep  regret  and  with  a sense  of  a very  real  personal  loss  that  I 
note  the  passing  of  Dr.  Laurance  D.  Redway,  the  distinguished  Editor  of 
our  New  York  State  Journal  of  Medicine. 

In  my  association  with  Dr.  Redway,  first  as  a member  of  the  Journal’s 
Associate  Editorial  Board  and  more  recently  as  a member  of  its  Publica- 
tion Committee,  I have  been  continually  impressed  with  his  unstinting  and 
conscientious  devotion  to  the  Journal.  No  task  was  too  onerous,  and  no 
job  too  time-consuming  for  Dr.  Redway  if  he  felt  it  would  benefit  the 
Journal  and  its  readers. 

Not  only  Dr.  Redway’s  as.sociates  on  the  Journ.^l  but  all  physicians  in 
the  State  owe  Dr.  Redway  a debt  of  gratitude  for  the  faithful  service  which 
he  rendered  to  us  all.  His  faith  in  the  Journal  and  his  devotion  to  it  can 
but  serve  as  a challenge  to  the  Journal’s  staff,  board,  and  committee  to 
carry  out  the  plans  which  Dr.  Redway  had  developed  to  continue  the 
program  of  Journal  improvement  which  he  began  when  he  a.ssumed  the 
Editor’s  chair. 

All  of  us  associated  with  the  Journal  have  lost  a warm  personal  friend, 
an  admired  colleague,  and  a devoted  leader,  who.se  memory  we  will  long 
cherish. 

(Iranville  W.  Larimore,  M.D. 
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It  has  been  my  pleasure  to  have  known  Dr.  Redway  professionally  for 
some  twelve  years.  In  that  time,  first  as  a contributor  to  the  Journal 
and  subsequently  as  Associate  Editor,  I came  to  find  his  counsel  and  ad\’ice 
invaluable.  His  kind  encouragement  in  the  preparation  of  manuscripts 
for  the  Journal  always  left  me  that  feeling  of  accomplishment  and  service 
to  the  profession  so  rewarding  to  an  author. 

During  his  stewardship,  the  Journal  has  grown  in  stature  as  a medium 
of  both  scientific  and  clinical  communication.  It  is  unfortunate  that  he 
will  not  be  able  to  witness  the  fruits  of  his  more  recent  plans  for  further 
improvement  of  the  Journal. 

1 shall  certainly  miss  Dr. Redway — a feeling  which  I am  sure  will  be 
shared  by  all  of  his  colleagues. 

Anthony  A.  Albanese,  Ph.D. 


Dr.  Redway  was  a fine  man,  an  imaginative,  exceedingly  able  person, 
with  many  talents  in  many  areas.  His  loss  will  be  felt  deeply  by  his  great 
host  of  friends  and  by  uncounted  others  who  have  benefited  from  his 
scientific,  medical,  and  educational  endeavors. 

Dr.  Redway’s  enthusiasm  for  living  was  infectious  and  he  shared  this 
gift  with  all  who  were  with  him — he  made  one  feel  that  any  problem, 
scientific  or  other,  was  tolerable  and  challenging.  He  enjoyed  people  and 
people  invariably  enjoyed  him. 

It  was  a privilege  for  me  to  work  with  him  on  and  for  the  New  York 
St.\te  Journal.  Obviously  he  loved  the  Journal  and  he  had  an  intense, 
persuasive  desire  to  make  it  better.  His  one  goal  for  the  Journal  was 
that  it  be  considered  the  best  in  this  country,  and  he  worked  indefatigably 
to  achieve  for  it  this  eminence.  I am  virtually  certain  that  his  acceptance 
of  extra  responsibilities,  taken  exclusively  toward  this  aim,  contributed 
significantly  to  his  final  illness.  But  this  was  as  he  desired,  and  he  would 
have  had  it  no  different.  The  Journal  was  immeasurably  better  because 
of  his  efforts.  With  less  of  a man  as  editor,  the  Journal  could  have  de- 
teriorated and  it  did  not;  its  quality  rose  impressively  during  his  leader- 
ship. The  present  Journal  will  always  remain  a monument  to  his  very  per- 
sonal relations  with  it.  I highly  suspect  that  most  physicians  do  not  recog- 
nize the  work  which  he  expended  for  the  Journal.  He  traveled  widely 
over  the  State  in  an  effort  to  search  out  and  get  more  scientific  material 
for  it.  His  endeavors  often  were  frustrating,  freciuently  unrewarding,  but 
slowly  and  inevitably  he  published  a journal  which  was  increasingly  more 
educational  for  his  beloved  medical  colleagues  in  every  science  of  medicine. 
Physicians  in  the  State  can  be  grateful  for  his  untiring  and  dedicated  ef- 
forts to  provide  them  with  modern,  practicable  and  scientific  information 
through  his  Journal.  Medical  care  in  the  State  is  better  because  of  suc- 
cesses in  these  endeavors.  He  undertook  an  arduous  and  responsible 
position  in  beoming  editor  of  our  Journal — he  made  it  better. 

All  who  knew  him  loved  him,  admired  and  respected  his  sincerity  and 
wisdom,  and  were  grateful  for  his  friendship.  He  will  be  long  remembered 
for  his  perseverance  and  imagination. 

I have  lost  a favorite  colleague  and  teacher — a valued  friend.  I was 
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saddened  by  his  untimely  passing  and  I shall  miss  him. 

Paul  A.  Bunn,  M.D. 

It  is  a singular  honor  to  submit  this  brief  testimonial  to  the  late  Dr. 
Laurance  D.  Redway.  As  author,  physician,  medical  statesman,  and 
student,  he  served  with  distinction  as  Editor  of  the  New  York  State 
Journal  of  Medicine  from  1952  until  his  untimely  death  on  November  18, 
1960.  As  an  officer  he  served  his  country  overseas  in  World  War  f,  and 
in  World  War  II  with  the  56th  Regiment  of  the  New  York  State  Guard, 
retiring  with  the  rank  of  Lieutenant  C'olonel.  He  later  served  as  historian 
to  that  association.  As  past  president  of  the  Medical  Society  of  the 
County  of  Westchester,  Editor  of  the  Westchester  Medical  Bulletin,  and  a 
member  of  its  editorial  board  until  the  time  of  his  death,  and  as  chairman 
or  member  of  a variety  of  committees  at  local.  State,  and  national  lev^els, 
he  both  preached  and  practiced  his  philosophy  of  a free  medical  society. 
He  was  a strong  advocate  of  self-discipline  as  opposed  to  imposed  regula- 
tion, and  although  conciliatory  of  ideals  in  medical  practice  and  adminis- 
tration he  was  capable  of  firmness  and  reproach  of  an  adversary. 

I was  privileged  to  know  Dr.  Redway  as  friend,  teacher,  personal  physi- 
cian, patient,  humanitarian,  and  a medical  leader  with  high  ideals  and 
scrupulous  ethics  in  medical  practice,  education,  and  the  promotion  of  re- 
search. He  possessed  a unique  ability  to  develop  policies  and  programs  at 
the  grass-roots  level,  which  he  carefully  nurtured  until  accepted  by  or- 
ganized medicine  at  State  and  national  levels.  Among  his  nonmedical 
interests  were  music,  history,  and  philosophy,  and  one  of  his  hobbies  was 
uncannily  to  identify  an  individual’s  native  locale  by  dialect.  He  was 
always  interested  and  actively  participated  in  local  civic  affairs.  Not  only 
medicine  at  all  levels,  but  the  entire  community  of  Westchester,  where  he 
lived  and  labored,  suffered  the  loss  of  a distinguished  kindly  physician 
and  a good  neighbor.  We  shall  all  miss  Larry. 

WiLLi.A,M  G.  Childress,  M.D. 

It  was  with  deep  sorrow  that  I received  the  news  of  the  untimely  death 
of  our  editor,  Dr.  Laurance  D.  Redway. 

Although  my  association  with  the  Journal  has  been  of  relatively  short 
duration,  I had  learned  to  hold  Dr.  Red  way  in  the  highest  esteem.  He 
had  the  happy  faculty  of  making  every  one  feel  at  ease,  and  his  adminis- 
trative contacts  were  always  pleasurable  and  rewarding.  Dr.  Redway  was 
equally  receptive  as  a listener,  and  as  a lesser  member  of  the  staff  I had 
no  qualms  or  hesitancy  in  expressing  my  views  and  opinions  frankly. 

The  Journal  has  lost  one  of  its  most  loyal  and  dedicated  servants,  and 
his  guiding  manner  and  guiding  spirit  will  be  keenly  missed. 

Alfred  A.  Hartm.\nn,  M.D. 

It  was  with  a great  sense  of  loss  that  I received  the  news  of  Dr.  Laurance 
Redway’s  death.  We  will  be  hard  put  to  find  an  editor  of  his  caliber  and 
devotion.  His  loyalty  to  and  his  interest  in  the  New  York  State 
Journal  were  an  inspiration  to  many  of  us  who  are  a bit  inclined  to  com- 
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plain  about  inconsequential  things.  He  had  a scope  and  breadth  of  vision 
about  editorial  matters  that  is  rarely  seen.  We  have  made  real  progress 
during  his  editorship  and  under  his  aegis  we  achieved  publication  of  the 
clinicopathologic  conference.  I shall  miss  this  kindly,  quiet,  hard-work- 
ing, patient  man.  May  our  high  memory  of  him  contribute  to  his  ever- 
lasting rest. 

Louis  M.  Hellman,  M.D. 


Members  of  our  State  Medical  Society  are  greatly  in  the  debt  of  Dr. 
Laurance  D.  Redway.  He  served  well  as  Editor  of  the  New  York  State 
Journal  of  Medicine  and  should  be  credited  as  chiefly  responsible  for 
the  continued  improvement  in  the  quality  of  the  Journal  during  the  past 
few  years. 

Possessed  of  superior  talents.  Dr.  Redway  exercised  excellent  judgment 
in  the  many  difficult  decisions  he  was  called  upon  to  make.  He  worked 
indefatigably.  His  leadership  was  effective  because  his  earnestness  was 
genuine  and  his  aims  unselfishly  motivated.  He  was  most  considerate  of 
his  colleagues,  quick  to  credit  accomplishments  by  others,  but  at  all 
times  kept  uppermost  his  determination  to  raise  the  standards  of  the 
Journal  well  above  the  level  common  to  many  state  society  publications. 

A gracious,  highly-esteemed  gentleman  has  passed  our  way.  To  nu- 
merous friends  he  has  left  a lasting  impression  of  dedication  to  a fine  pur- 
pose within  a spirit  of  friendliness  and  good  fellowship.  Larry  Redway 
truly  epitomized  the  finest  attributes  of  the  physician. 

George  M.  Lewis,  M.D. 


It  is  difficult  for  me  to  realize  that  I am  writing  this  letter  in  memory  of 
Larry.  He  was  so  active  and  appeared  to  be  in  such  good  health,  just  a 
month  ago,  on  the  last  occasion  when  it  was  my  privilege  to  see  him  alive. 

Although  he  was  not  an  intimate  friend,  as  a professional  associate  for 
many  years  he  had  been  a good  friend.  A friend  whom  I respected  and 
looked  up  to,  who  gave  me  advice  when  I needed  it  and  encouraged  me  in 
many  ways.  Larry  always  had  time  to  send  a personal  word  of  greeting 
and  to  practice  inspiring  self-assurance  in  others  and  self-effacement  in 
his  person. 

The  Medical  Society  of  the  State  of  New  York  has  lost  more  than  a good 
Editor  of  the  Journal  of  Medicine.  It  has  lost  a distinguished  member 
of  the  Society — ^one  who,  I know  through  personal  experience,  was 
dedicated  to  the  work  of  the  Journal  and  of  the  Society,  and  to  furthering 
the  cause  of  the  individual  and  the  medical  profession. 

The  editorial  board  and  staff  who  have  had  the  privilege  of  knowing 
him  more  intimately  and  who  have  worked  with  him  and  for  him  will  feel 
the  loss  of  his  close  friendship,  his  kind  personal  touch,  and  his  wise  and 
generous  counsel. 

We  can  be  comforted  by  knowing  that  he  died,  as  he  would  prefer, 
active  in  his  work  to  the  last. 

Margaret  M.  Loder,  M.D. 
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It  certainly  was  a shock  to  me  to  learn  of  Larry’s  death.  My  association 
with  Larry  had  been  a bright  spot  in  my  life.  He  was  a gentle  soul,  philosoph- 
ical— and  yet  gave  good  practical  advice  in  regard  to  editorial  matters. 
He  accepted  suggestions  readily,  and  he  and  his  staff  gave  me  complete 
cooperation  whether  it  was  a paper  submitted  to  the  Journ.\l  for  pub- 
lication or  a request  for  information. 

Arthur  M.  Master,  M.D. 

It  was  with  great  sorrow  that  I learned  of  the  sudden  death  of  Dr. 
Laurance  D.  Redway.  The  excellence  of  the  New  York  State  Journal 
OF  Medicine  owes  a good  deal  to  his  editorship. 

My  association  with  him  has  been  a happy  one.  The  informality  of 
his  guidance  and  the  gentle  way  in  which  he  handled  exasperating  corre- 
spondence from  the  multitude  of  persons  seeking  publication  of  their  papers 
deserves  special  commendation.  I trust  that  the  benefits  of  his  influence 
will  continue  for  many  more. 

George  E.  Moore,  M.D. 

Following  many  years  of  personal  friendship  and  professional  association, 
it  is  indeed  difficult  to  realize  the  loss  of  Dr.  Redway.  It  seems  unfor- 
tunate that  a man  with  such  vibrant  and  enthusiastic  interest  could  not  go 
on  and  on.  We  all  certainly  realize  the  long  and  devoted  service  he  has 
rendered  to  medicine,  the  State  Society,  and  the  Journal,  and  feel  grate- 
ful for  the  inspiring  work  which  he  has  done.  However  sudden  his  demise, 
it  must  have  been  a great  satisfaction  for  him  to  have  been  able  to  see 
“his  Journal”  grow. 

Enjoying  the  friendship  of  and  having  worked  with  Dr.  Redway  has 
been  a rewarding  experience.  I take  this  opportunity  of  joining  in  an 
expression  of  deepest  sympathy  and  the  recognition  of  the  great  loss  of  this 
inspiring,  devoted  man. 

Henry  J.  Noerling,  M.D. 

In  the  untimely  death  of  Dr.  Laurance  D.  Redway  the  Medical  Society 
of  the  State  of  New  York  has  lost  a distinguished  colleague.  Beloved  and 
respected  by  all  who  knew  him.  Dr.  Redway  exemplified  the  highest 
tradition  of  the  medical  profession.  He  was  a gentleman  of  the  first  order 
and  was  held  in  esteem  by  all  of  his  associates. 

Dr.  Red  way  gained  international  prominence  as  Editor  of  the  New 
York  State  Journal  of  Medicine,  and  as  a result  of  his  untiring  ef- 
forts, the  New  York  State  Journal  of  Medicine  became  one  of  the 
leading  medical  publications  in  the  country.  Throughout  his  life  he  was 
characterized  by  his  unfailing  devotion  to  his  work  and  to  the  scientific 
advancement  of  the  Journal. 

To  those  of  us  who  were  closely  associated  with  him  in  the  publication 
of  the  Journal,  we  shall  always  remember  him  as  a true  friend  and  devoted 
servant  of  the  Medical  Society. 

Arthur  Q.  Penta,  M.D. 

It  was  shocking  to  receive  the  news  of  the  death  of  Dr.  Redway.  It 
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seems  only  a brief  moment  ago  when  we  all  had  dinner  with  him  and  were 
discussing  ways  and  means  of  improving  the  Journal.  He  will  be  sorely 
missed  by  those  associated  with  the  Journal.  I know  I shall  miss  his 
ready  smile  and  his  helping  hand. 

Dr.  Redway  was  unusually  kind  to  me,  giving  me  much  of  his  time  when 
the  series  on  allergy  was  apearing  in  the  Journal.  He  also  encouraged  me 
while  I struggled  to  convert  the  “series”  into  book  form;  whenever  there 
was  a problem  he  was  always  there  to  help.  He  practically  shared  the 
“labor  pains”  in  getting  the  book  published.  With  each  favorable  review 
there  was  exaltation  mutually  shared,  and  when,  it  seemed  to  us,  one  re- 
viewer was  unnecessarily  harsh  in  his  criticism  Larry  consoled  me  as  though 
I were  one  of  his  kin. 

Larry  was  completely  dedicated  to  the  task  of  making  the  Journal  the 
finest  in  the  land.  I can  see  no  better  way  of  paying  tribute  to  his  memory 
than  by  exerting  all  effort  in  the  pursuit  of  his  worth-while  goal. 

Samuel  J.  Prigal,  M.D. 


Dr.  Laurance  D.  Redway ’s  death  is  a severe  blow  to  the  New  York 
State  Journal  of  Medicine  and  to  our  Medical  Society. 

He  maintained  a high  standard  for  the  publication  and  most  important 
he  understood  the  problems  that  confront  the  Journal  and  had  excellent 
plans  for  its  improvement. 

Other  members  of  our  Publication  Committee  and  on  the  editorial  staff 
who  have  known  him  for  a longer  period  of  time  than  I did  can  attest  to  his 
loyalty  and  conscientious  endeavors,  but  I wish  to  pay  tribute  not  to  his 
past  accomplishments  but  to  his  potentialities  which  unfortunately  will  no 
longer  be  available  for  us  except  as  an  inspiration. 

I trust  that  Laurance  D.  Redway  will  be  remembered  in  such  a way  that 
those  who  follow  him  will  be  inspired  to  carry  out  his  plans  and  his  hopes 
for  the  future  of  our  Journal. 

P.vuL  Reznikoff,  i\LD. 


Shakespeare  aptly  stated  in  his  play  ('ymbeline,  “By  Medicine  life  may 
be  prolong’d,  yet  death  will  seize  the  doctor  too.” 

The  memory  of  Larry  carries  with  it  not  only  that  of  a physician  who 
was  a success  in  his  own  specialty  of  ophthalmology  but  w'as  a dedicated 
idealist,  who  felt  that  the  Medical  Society  of  the  State  of  New  York  and 
its  members  needed  a constant  reminder,  through  its  mass  media,  of  their 
responsibilities  as  practitioners. 

He  was  a modest,  unassuming  (piiet  gentleman,  conscientious  in  the  dis- 
charge of  every  duty  as  a citizen,  and  was  singularly  free  from  those  vices 
and  infirmities  which  sometimes  smirch  the  more  brilliant  characters  in 
life. 

He  brought  into  the  practice  of  his  profession  and  into  the  zeal  of  his 
editorial  genius  an  intelligence  and  perseverance  worthy  of  the  success 
he  achieved. 

We  honor  him  for  the  courtesy  to  his  confreres,  for  his  integrity,  and  as 
a man  without  reproach. 
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To  quote  Sir  Edwin  Arnold : 

Farewell  friends!  Yet  not  farewell, 

Where  I am,  ye  too  shall  dwell. 

I am  gone — before  your  face, 

A moment’s  time — a little  space! 

John  F.  Rogers,  M.D. 

I have  just  returned  from  a mission  in  the  Near  East  and  learned  of  our 
great  loss  in  the  death  of  Dr.  Laurance  D.  Redway. 

Not  only  was  he  a great  editor,  but  a friend,  a true  gentleman,  and  a 
scholar.  He  stood  for  everything  good  in  medicine  and  dedicated  his  life 
to  the  education  of  our  profession. 

His  loss  is  irreparable,  but  his  influence  for  the  good  of  medicine  will 
always  live. 

Howard  A.  Rusk,  M.D. 

To  have  worked  with  Larry  Red  way  over  the  years  on  the  Journal  is 
to  have  known  a thoughtful,  kind,  and  determined  man  and  an  earnest, 
enthusiastic,  and  effective  editor.  When  the  series  of  review  articles  on 
recent  advances  in  medicine  and  surgery  was  projected,  he  was  receptive 
to  the  idea  and  eager  to  see  it  developed.  His  keen  insight  into  projects 
to  improve  the  Journal  lead  to  many  other  special  series  and  to  manj'’ 
outstanding  results. 

Larry  Redway  was  not  a militant  editor  but  inspired  in  his  associates 
the  desire  to  “come  through”  with  the  best  no  matter  how  much  time  and 
work  were  involved.  And  always  he  found  time  to  commend  a job  well 
done,  to  show  his  appreciation,  and  to  extend  his  congratulations  when  some 
honor  was  bestowed  on  another.  His  editorship  was  not  impersonal  but  a 
warm  dynamic  leadership.  I consider  myself  fortunate  to  have  been 
privileged  to  participate  in  Journal  activities  during  his  “era.” 

Robert  Turell,  M.D. 

1 consider  it  a great  honor  to  have  known  Dr.  Redway  and  to  have 
worked  with  a man  of  such  broad  interests.  I am  sure  that  all  of  us  will 
miss  him  greatly. 

James  H.  Wall,  M.D. 

I have  just  received  the  news  of  the  sudden  death  of  Dr.  Redway.  Dr. 
Redway  and  my  father  were  great  personal  friends  over  many  years.  Dr. 
Redway  has  been  very  kind,  indeed,  to  me  since  the  passing  of  my  father, 
and  in  the  first  shock  of  my  own  loss  his  sympathy  was  greatly  appreciated. 
Recent  correspondence  indicated  a trip  to  Rochester  and  I looked  forward, 
with  great  anticipation,  to  his  company. 

Dr.  Redway  was  a great  man.  He  contributed  deeply  to  medicine  with 
complete  lack  of  selfishness  regarding  his  own  personal  time  and  effort. 
I feel  a distinct  personal  loss.  Please  convey  my  deepest  sympathy  to  his 
immediate  family. 

Philip  M.  Winslow',  M.D. 
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In  the  passing  of  Dr.  Lauranee  D.  Redway  the  medieval  library  profession 
has  lost  a valued  friend  and  an  ardent  supporter.  His  interest  in  medical 
history  and  literature  produced  the  special  sesquicentennial  issue  of  the 
New  York  State  Jour.val  of  Medicine  in  1957,  which  is  an  excellent  and 
comprehensive  source  of  information  about  medicine  in  New  York  State 
unavailable  elsewhere,  and  which  throughout  the  years  will  undoubtedly 
remain  a classic  on  New  York  medical  history. 

Wesley  Draper,  Librarian 

On  my  own  behalf  I wish  to  convey  to  the  family  of  Dr.  Redway  my 
sincere  sympathy  and  condolences  upon  their  great  loss.  He  was  a learned 
man,  a talented  person,  and  one  of  the  highest  integrity  for  whom  I had  the 
deepest  respect  and  affection.  His  work  as  editor  of  the  Journal  was 
outstanding  and  improving  with  each  issue.  It  will  be  most  difficult  for 
the  Medical  Society  of  the  State  of  New  York  to  replace  him,  and  he  will 
be  sorely  missed  in  the  counsels  of  this  Society  and  in  the  direction  of  the 
Journal.  I have  lost  a dear  friend.  May  his  soul  rest  in  peace. 

David  J.  Kaliski,  M.D. 

While  it  is  the  special  privilege  of  every  physician  to  make  life  more 
durable,  it  was  one  of  Larry  Redway’s  many  gifts  that  he  could,  and  did, 
make  the  human  situation  more  endurable.  His  was  a gallant  spirit,  and 
the  world  is  a better  place  because  he  was  among  us. 

Larry’s  incisive  mind  and  penetrating  wit  were  always  tempered  by  a 
delightful  sense  of  the  ironic  and  an  unfailing  kindliness.  His  powers  of 
expression  were  the  envy  of  his  friends  and  the  despair  of  those  whose 
prejudices  or  stupidities  he  delighted  to  lampoon. 

For  more  than  a decade  I was  privileged  to  work  with  him  in  the  vine- 
yards of  Westchester  medicine.  It  is  not  too  much  to  say  that  his  intel- 
lectual leadership  and  his  editorial  inspiration  and  expressions  created  a 
whole  new  climate  of  opinion  and  thought  among  the  profession  in  West- 
chester. He  awakened  the  County  Society  to  its  public  responsibilities 
and  he  helped  mobilize  the  talent  and  will  to  meet  them.  Under  his  leader- 
ship, the  Westchester  Medical  Bxdletin  was  twice  cited  as  the  outstanding 
county  society  publication  in  the  United  States. 

Larry  once  wrote  of  our  relationship  that  it  was  “a  shirtsleeve  affection 
born  of  hard  work  and  intimate  contact.”  For  me,  the  friendship  of  Larry 
Redway  was  a happy  blessing,  the  value  of  which  I could  never  have  repaid 
him. 

James  E.  Bryan 

Until  a little  less  than  a year  ago,  he  was  known  to  me  only  by  name. 
I met  him  a few  days  after  I joined  the  staff  of  the  Medical  Society  of  the 
State  of  New  York,  when  he  entered  my  office  and  extended  his  hand  to  me 
in  sincere  and  heartfelt  welcome,  launched  into  a discussion  of  mutual 
interests  and  areas  of  cooperation  between  our  two  offices,  and  offered  his 
help  whenever  I might  need  it.  I was  especially  taken  by  his  gentle  manner 
and  by  his  genuine  concern  over  matters  affecting  medicine  and  society  in 
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general. 

Since  our  first  meeting  we  had  many  brief  discussions,  all  in  the  same  air 
of  friendliness  and  geniality  which  made  me  look  forward  to  them  with 
great  joy.  In  a cool  and  factual  atmosphere  he  was  able  to  create  an  island 
of  warm  and  human  relationship  which  stood  out  like  an  oasis  in  the  desert. 

I shall  miss  our  encounters  and  the  wisdom  of  his  advice  which  he  offered 
so  selflessly.  I shall  always  remember  him  for  his  friendliness  and  the 
source  of  comfort  and  inspiration  he  was  to  me. 

Robert  Katz,  M.D.,  Director 
Bureau  of  Industrial  Health 
and  Workmen’s  Compen.sation 

Fight  the  good  fight  with  all  thy  might. 


Lay  hold  on  life  and  it  shall  be 

Thy  joy  and  crown  eternally. — Monsell 

To  characterize  Larry  Redway  as  a fighter  may  seem  to  some  a bit  in- 
appropriate. Yet  in  my  almost  fifty  years  acquaintance  with  him  I found 
it  a fitting  epithet.  In  medical  school  Larry  was  of  a quiet,  studious  nature. 
It  was  in  his  later  years  as  a writer  and  ultimately,  on  Dr.  Kosmak’s  death, 
as  editor  of  the  New  York  State  Journal  of  Medicine  that  he  showed 
his  real  fighting  qualities  in  defending  the  principles  of  free  enterprise  in  the 
practice  of  medicine.  The  physicians  of  the  State  of  New  York  owe  much 
to  Larry  Redway’s  keen  analytical  mind  and  to  his  ability  to  formulate 
in  words  the  sense  of  responsibility  he  felt  for  developing  an  enlightened 
profession. 

To  these  qualifications  I must  add  another.  The  little  volume  entitled 
History  of  the  Medical  Society  of  the  County  of  Westchester,  1797-1947  speaks 
for  itself.  Not  every  medical  journal  editor  possesses  an  interest  in  the 
past,  and  not  every  one  with  such  an  interest  combines  an  ability  to  make 
his  story  interesting. 

Although  we  met  too  infrequently,  usually  at  A.M.A.  meetings  or  gather- 
ings of  kindred  groups,  we  were  friends.  How  could  it  be  otherwise  for 
we  were  both  nurtured  by  the  wisdom  of  some  of  Harvard  Medical’s  great — 
Cannon,  Bremer,  Warren,  Councilman,  Peabody,  Homans,  Christian,  and 
Cushing,  to  name  a few.  To  those  of  us  who  continue  to  serve  our  fellow 
men,  his  example  remains  as  an  inspiration  and  an  incentive  to  unselfish 
service. 

Stanley  B.  Weld,  M.D. 

It  is  a privilege  and  a deep  honor  to  be  asked  to  contribute  a few  thoughts 
about  the  career  of  Dr.  Redway  as  a medical  editor.  One  leaves  to  others 
mention  of  his  distinguished  professional  attainments  in  ophthalmology, 
his  years  of  interest  and  leadership  in  his  county  medical  society  of  West- 
chester, and  his  military  service. 

It  is  the  mark  of  the  man  that  Dr.  Redway  served  the  New  York  State 
Journal  of  Medicine  as  literary  editor  under  Dr.  George  Kosmak  for 
many  years,  and  in  unseen  and  often  unrecognized  or  unrewarded  ways,  for 


January  1,  1961 


6 


IN  ME  MORI  AM 


it  is  the  pattern  of  journalism,  including  medical  publication,  that  the 
editor  has  the  ultimate  responsibility  for  both  the  faults  and  the  virtues  of 
any  publication. 

A lesser  man  might  have  long  since  moved  on  to  other  activity,  for  it 
takes  no  small  measure  of  understanding,  loyalty,  and  diligence  to  con- 
tinue when  others  get  the  credit.  But  Laurance  D.  Redway  did  not  take 
this  path.  Instead,  when  he  became  editor  in  1952  he  revitalized  this 
great  medical  journal  and  devoted  almost  his  total  energies  in  roaming  the 
State  to  assure  superior  articles  on  scientific  medicine.  He  succeeded  well, 
and  almost  all  too  well  for  other  editors  who  followed  after  him  for  other 
publications  and  who  found  that  Dr.  Redway  had  already  worked  out  the 
details  of  publication  for  clinicopathologic  conferences  across  the  State. 

Few  realize  that  Dr.  Redway’s  career  in  medical  journalism  extended 
far  beyond  the  pages  of  his  publication.  As  a long  time  member  of  the 
American  Medical  Writers’  Association  he  was  active  in  this  professional 
organization.  But  he  did  much  more  through  his  multiple  contacts  among 
the  executive  secretaries  of  both  county  and  state  medical  societies  across 
the  nation  who  came  to  him  for  advice,  as  a friend,  and  whom  he  guided 
with  kindly  wisdom  and  forbearance. 

One  maj^  close  with  a short  paragraph  received  by  his  widow  after  his 
death,  “.  . . . Every  person,  in  his  own  life,  comes  to  realize  that  out  of 
thousands  of  people  one  meets  there  are  just  a few — a handful  perhaps — 
who  truly  help  to  guide  others.  This  is  how  I regarded  Larry  and  he  truly 
influenced  my  career.” 

I am  honored  to  have  written  those  words,  and  herewith — IMark  30. 

Robert  D.  Potter,  Editor 

New  York  Medicine 

The  Committee  on  Publications,  the  Editorial  Board,  and  the  medical 
staff  of  the  New  England  Journal  of  Medicine  join  in  expressing  their  sym- 
pathy over  the  recent  death  of  Dr.  Laurance  D.  Redway. 

As  Editor  of  the  New  York  State  Journal  of  Medicine  and  a member 
of  the  committee  that  publishes  it  he  had  maintained  the  Journal  at  a 
consistently  high  level.  Dr.  Redway  was  admired  and  respected  through- 
out the  field  of  medical  journalism,  as  is  the  publication  to  which  he  had 
devoted  so  much  of  his  time  and  thought. 

Joseph  Garland,  iVLD.,  Editor 
New  England  Journal  of  Medicine 

The  staff  of  the  Pennsijivania  Medical  Journal  would  like  to  offer  its 
sincere  sympathy  in  the  loss  of  your  distinguished  Editor,  Dr.  Laurance 
D.  Red  way. 

It  is  possible  to  see  beyond  the  sad  gap  created  by  his  absence  from  your 
group  a very  serious  deficiency  in  the  ranks  of  those  devoted  to  medical 
communication  and  organized  medicine.  The  death  of  Dr.  Redway  is  a 
sad  and  serious  loss  to  the  New  York  State  Journal  of  IMedicine  and 
to  the  Medical  Society  of  the  State  of  New  York. 

Because  his  absence  will  be  felt  by  all  American  physicians  we  humbly 
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offer  this  expression  of  the  sympathy  of  his  Pennsylvania  colleagues. 

Carl  B.  Lechner,  M.D.,  Editor 

Pennsylvania  Medical  Journal 


Those  who  must  carry  on  his  work  are  not  by  any  means  alone  in  feeling 
keenly  the  loss  of  Dr.  Redway.  We  who  were  not  privileged  to  work  with 
him  but  knew  him  as  an  associate  in  medical  journalism  also  know  that 
we  have  lost  a friend  whose  uniciue  place  cannot  be  filled. 

It  was  always  a great  pleasure  to  see  him  at  meetings  and  to  chat  with  ) 
him  even  if  for  only  a moment.  Each  such  occasion  seemed  to  add  some- 
thing of  his  essential  kindness  and  generosity  to  my  understanding  of  him. 

Because  it  applies  to  so  few  individuals,  I cannot  help  being  reminded 
of  something  said  by  the  minister  who  conducted  services  for  another  old 
friend,  several  years  ago.  It  has  been  recurring  in  my  mind  frequently 
since  Dr.  Redway’s  death.  The  minister  said,  “He  was  a good  man.” 

I really  cannot  think  of  a more  fitting  description  for  Laurance  Redway. 

I think  anyone  who  has  ever  known  him,  or  who  may  have  met  him  only 
briefly,  must  have  realized,  as  I always  did — that  he  was  a good  man.  You 
may  use  many  other  words,  and  a few  superlatives,  for  he  merited  them, 
but  none  mean  (piite  as  much  or  seem  to  fit  him  quite  so  well. 

H.  L.  Hartley,  M.D.,  Editor 

Northwest  Medicine 


I'or  some  we  loved,  the  loveliest  and  the  best 
That  from  his  Vintage  rolling  Time  hath  prest. 

Have  drunk  their  cup  a Round  or  two  before, 

And  one  by  one  crept  silently  to  rest. — Omar  Khayyam 

His  hand  raised  jauntily  over  his  head  in  a gesture  of  salute.  Dr.  Redway 
left  the  editorial  office  one  day  in  November  with  a cheery,  “Be  seeing 
you.”  There  will  be  no  such  meeting  now.  No  such  meeting,  no — but 
w'e  will  be  “seeing”  Dr.  Redway  for  a long  time  to  come. 

We’ll  be  seeing  him  come  through  the  door  in  the  morning  and  watch 
him  bow  slightly  from  the  waist  as  he  calls  out,  “Good  morning,  ladies, 
good  morning!”  We’ll  see  him  on  rainy  days  carrying  on  his  running  feud 
with  Miss  Casey  as  to  whether  or  not  he  should  wear  his  rubbers  home  and 
watch  him  emerge  victorious  as  he  stalks  from  the  office  with  the  rubbers 
in  his  briefcase. 

We’ll  see  him  hard  at  work  with  Miss  Lewis  and  Dr.  Hammond  and  watch 
with  amusement  as  he  sheds  his  businesslike  air  and  prepares  for  lunch 
with  “the  boys.”  We’ll  see  his  expression  of  satisfaction  and  hear  the 
note  of  pride  in  his  voice  when  the  Journal  receives  kudos  from  an  admirer. 
We’ll  watch  the  determined  set  of  his  jaw  as  he  set  out  to  win  some  new 
benefit  for  the  staff  and  we’ll  remember  with  affection  all  the  cards  and 
gifts  he  sent  us  when  he  was  away  on  trips. 

Yes,  we’ll  see  him  at  our  parties,  our  picnics,  at  the  convention — in  a 
dozen  different  places  and  from  a hundred  different  views.  But  no  matter 
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where  we  see  him  we  will  see  him  with  the  eyes  of  love,  for  there  never  was 
a gentler,  kinder,  merrier,  or  more  considerate  man. 

The  Journal  Staff 

William  Hammond,  M.D.,  Assistant  Editor 

Alvina  Rich  Lewis,  Executive  Editor 

Charles  L.  Baldwin,  Director  of  Advertising 

Joseph  A.  Mullaney,  Advertising  Representative 

Frances  E.  Casey 

Camille  M.  Marra 

Elizabeth  C.  Smith 

Nele  Lape 

Joan  V.  Hughes 

Marcia  Werbin 

Anne-Marie  Fanshaw 

Olga  Mielke 

Molly  Jacob 
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NEW  FILM  ON  DEPRESSIONS 


the  diagnosis  and  treatment  of 


DEPRESSIONS 


in  private  practice 


Prepared  and  narrated  by  S.  Bernard  Wortis,  M.D.,  Dean  of 
the  School  of  Medicine  and  Post-Graduate  Medical  School, 
Chairman  and  Professor  of  the  Department  of  Neurology  and 
Psychiatry,  Netv  York  University  Medical  Center 


This  timely  teaching  film  is 
now  available  for  showing  to 
interested  professional 
groups. 

The  film  describes  and 
illustrates  the  signs  of  de- 
pressions commonly  seen  in 
general  medical  practice,  and 
outlines  suggested  plans  of 
treatment  by  the  family  phy- 
sician, Suggestions  are  given 
on  methods  of  handling  sui- 
cide risk,  referral,  treatment 
in  consultation  with  a spe- 
cialist, and  hospitalization. 


The  film  is  black  and 
white,  sound-on-film,  runs 
about  20  minutes  and  con- 
tains no  commercial  material. 

To  arrange  for  a group 
showing,  please  write  the 
date  you  wish  to  show  the 
film  (list  alternate  dates,  if 
possible)  and  the  number  of 
physicians  expected  to  at- 
tend. Mail  your  request  to: 

Professional  Services  Dept. 
WALLACE  LABORATORIES 
Cranbiiry,  N.  J. 


\^/®WALLACE  LABORATORIES 

Cranbury,  N.  J./ producers  of  Deprol'^ 


SCIENTIFIC  ARTICLES 


The  Value  of  Bone  Marrow  Examination  for  the 
Diagnosis  of  Obscure  Malignant  Conditions 


HENKY  F.  HOSLEY,  M.D.,  WILLIAM  B.  SCHARFMAN,  M.D.,  AND  SIMON  PKOPP,  M.dT) 

ALBANY,  NEW  YORK 

{From  the  Departments  of  Hematology,  Albany  Hospital  and  Veterans  Administration  Hospital) 


Tumor  metastases  in  the  bone  marrow 
and  the  syndromes  which  they  produce 
have  been  recognized  for  over  a centiiryd“*^ 
Metastatic  tumor  was  noted  in  a marrow 
aspiration  by  Reich'^  in  1935.  The  first 
large  study  reported  was  that  of  Rohr  and 
Hegglin^^  in  1936. 

Many  clinics  have  studied  marrow  aspira- 
tions to  detect  metastatic  spread  in  patients 
with  known  tumor  or  for  diagnostic  purposes 
in  patients  suspected  of  having  cancer. 
Tumor  has  also  been  encountered  when  the 
marrow  has  been  used  as  an  aid  in  the  diag- 
nosis of  obscure  problem  cases,  often  be- 
lieved to  have  primary  hematologic  disease. 

The  following  aspects  of  tumor  metastases 
deserve  re-emphasis:  the  diagnostic  value  of 
the  marrow  in  obscure  malignancy  and  the 
value  of  the  marrow  in  the  selection  and 
evaluation  of  cancer  therapy.  Other  aspects 
need  further  development : in  particular,  the 
clinical  picture  and  prognosis  associated 
with  bone  marrow  metastases  and  the  value 
of  tumor  cytology  in  locating  the  primary 
source. 

The  bone  marrow  has  a unique  value  in 
diagnosing  an  obscure  malignant  condition. 
The  marrow  and  the  lung  act  as  filters  for 
malignant  cells  from  tumors  that  metasta- 

Presented  at  the  I54th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Medicine,  May  11.  1960. 


size  hematogeneously.  The  lung  does  not 
lend  itself  to  simple  biopsjL  The  marrotv 
does  and  is  the  logical  site  for  biopsy  or 
aspiration  when  a disseminated  malignant 
condition  is  suspected  and  no  primary  tumor 
is  readily  available.  Many  clinics  have  ad- 
vocated marrow  biopsy  prior  to  radical  re- 
section of  primary  tumors.  A positive 
marrow  would,  in  some  coses,  indicate  the 
futility  of  radical  surgery.  If  the  primary 
tumor  can  be  diagnosed  from  the  marrow 
aspiration,  then  a proper  choice  of  chemical 
radiation  or  hormone  therapy  can  be  made. 
If  tumor  is  known  to  exist  in  the  marrow, 
then  repeated  biopsies  can  be  made  to  note 
the  effect  of  treatment  at  a cellular  level. 
The  marrow  aspiration  is  commonly  em- 
ployed as  a guide  in  the  management  of 
marrow  depressant  therapy. 

The  question  has  naturally  arisen  con- 
cerning the  prognosis  of  patients  with 
metastatic  tumor  in  the  marrow.  Is  this 
growing  tumor  or  dying  filtered  cells? 
Does  it  imply  that  a curative  primary  re- 
section would  not  be  successful?  Is  it 
possible  to  determine  the  primary  site  of  a 
tumor  from  the  metastatic  cells  noted  in  an 
aspirated  marrow? 

During  the  past  twelve  years  metastatic 
tumor  in  the  bone  marrow  has  been  en- 
countered in  45  cases  in  the  Albany  Hospital 
Hematology  Department.  Approximately 
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TABLE  1. — Diagnostic  Problem 


Tumor 

Cases 

Diagnosis 

by 

Marrow 

Known 

Under  1 year 

3 

1 

Over  1 year 

12 

10 

Suspected 

16 

15 

Hematologic  dis- 

ease  undiagnosed 

11 

8 

No  diagnosis 

3 

3 

2,500  marrow  aspirations  have  been  per- 
formed during  this  period  by  the  Depart- 
ment. This  article  will  describe  our  clinical 
and  pathologic  experience  in  the  diagnosis  of 
a malignant  condition  by  marrow  studies. 

Method 

Sternal  marrow  is  obtained  by  aspirating 
it  into  a syringe  containing  a small  amount  of 
dilute  heparin. If  a satisfactory  specimen 
is  not  obtained  from  the  sternum,  we  then 
aspirate  from  the  postei’ior  iliac  crest.  If 
x-ray  fihns  have  detected  a bone  lesion,  we 
may  aspirate  the  marrow  directly  from  this 
site.  Occasionally  a sternal  trephine  biopsy 
is  performed  to  confirm  an  aspiration  con- 
taining only  a few  tumor  cells.  From  the 
marrow  aspirate  we  select  from  8 to  10 
particles  to  smear  individually  on  cover 
slips.  The  remainder  of  the  marrow  is 
centrifuged  in  a Wintrobe  hematocrit 
tube,  and  four  or  more  smears  are  prepared 
from  the  buffy  coat.  Even  if  no  particles 
are  obtained,  we  still  pi’epare  concentrate 
smears.  The  smears  are  stained  with  a 
9:1  mixture  of  Wright’s  and  of  Giemsa 
stains.  Imprint  smears  are  prepared  from 
trephine  biopsy  material  and  are  stained 
similarly.  The  tissues  are  fixed  in  Zenker’s 
solution  with  5 per  cent  of  glacial  acetic 
acid  and  stained  with  Giemsa  and  hema- 
toxylin and  eosin  stains. 

Particles  were  obtained  in  21  of  45 
cases,  and  they  showed  positive  results  in  18 
cases.  Concentrates  were  obtained  in  41 
of  45  cases,  and  they  revealed  positive 
findings  in  35  cases.  Eleven  trephines  were 
done  and  all  showed  positive  results.  Five 
Turkel  needle  biopsies  were  done  and  3 


TABLE  II. — .\ge  of  Patients 


Age 

(Years) 

Cases 

0 to  20 

2 

20  to  40 

7 

40  to  60 

14 

Over  60 

22 

TABLE  III. — Symptomatology  of  Patients 

Complaints 

Cases 

Cough 

5 

Weight  loss 

20 

Bone  pain 

34 

.\norexia  and  weakness 

41 

indicated  positive  results.  Malignant  con- 
ditions were  confirmed  in  42  of  45  cases  b}' 
tissue  from  sources  other  than  the  marrow 
aspiration.  This  included  17  autopsies  per- 
formed at  Albany  Hospital. 

Clitiical  Picture 

The  diagnostic  problems  presented  by 
these  cases  based  on  the  admitting  clinical 
features  and  routine  laboratory  tests  are 
categorized  in  Table  I.  In  15  cases  the 
diagnosis  of  malignant  disease  had  been 
made  previously,  in  3 cases  it  had  been  made 
in  less  than  a year,  and  in  12  cases  it  had 
been  made  more  than  a year  prior  to  the 
positive  results  of  the  marrow  aspiration. 
The  problem  was  whether  or  not  the  malig- 
nant condition  had  recurred.  In  16  cases 
the  diagnosis  of  cancer  was  suspected.  In  1 1 
ca.ses  a primary  hematologic  di.sease  was 
suspected.  Three  cases  presented  obscure 
problems  undiagnosed  previously  by  ex- 
tensive laboratory  and  x-ray  investigation. 
On  the  hospital  admission  when  the  positive 
results  of  a marrow  were  obtained,  the  mar- 
row aspiration  provided  the  first  tissue  diag- 
nosis in  37  cases. 

Table  II  summarizes  the  ages  of  patients 
liy  twenty-year  increments.  Two  four- 
year-old  girls  are  included  in  the  first  cate- 
gory. There  were  7 cases  in  the  twenty  to 
forty  age  group,  14  cases  in  the  forty  to 
sixty  age  group,  and  22  cases  in  the  sixty 
and  over  group. 
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'I'ABLE  IV. — Physical  Examination 


Physical  Findings 

Cases 

Fever 

23 

Palpable  mass 

16 

.Adenopathy 

12 

Central  nervous  system 

signs 

12 

Hepatomegaly 

1 1 

Bone  tenderness 

5 

Splenomegaly 

4 

Table  III  summarizes  the  sympto- 
matology of  the  patients.  The  most  com- 
mon complaints  were  those  of  anorexia  and 
weakness,  and  the  second  most  common 
complaints  were  pain  of  skeletal  origin. 
Almost  half  of  the  group  had  a significant 
weight  loss  usually  of  10  pounds  or  over  in 
the  three  to  six  months  prior  to  admission. 
In  5 cases  cough  was  particularly  trouble 
some. 

Table  IV  summarizes  the  pertinent  physi- 
cal findings.  Occasionally  no  objective 
signs  of  disease  could  be  detected.  The 
commonest  sign  was  a low-grade  variable 
fever  of  from  100  to  101  F.  In  16  cases  a 
mass  was  palpable,  such  as  a breast  or 
prostate  nodule,  or  an  abdominal  mass. 
In  12  cases  there  was  a significant  lymphad- 
enopathy.  Twelve  patients  demonstrated 
important  neurologic  signs.  The  liver  was 
palpable  in  11  cases.  Bone  tenderness  was 
recorded  in  only  5 cases,  possibly  because  it 
was  not  carefully  sought.  Four  patients 
had  a palpable  spleen.  The  presence  of  a 
scar  was  an  important  clue  that  a primary 
tumor  had  been  removed. 

Laboratory  Data 

Table  V summarizes  the  admitting  lab- 
oratory data.  The  two  most  important 
initial  laboratory  studies  were  the  complete 
blood  count  and  the  phosphatase  determina- 
tions. We  have  chosen  arbitrarily  a level  of 
hemoglobin  and  hematocrit  that  would 
generally  be  accepted  for  an  anemia.  Thus, 
there  were  28  cases  with  a hemoglobin  under 
11  Gm.  per  100  ml.  together  with  a hemato- 
crit of  35  or  less.  Six  patients  had  a leu- 
kopenia under  5,000  white  cells  per  cubic 


TABLE  V.— Laboratory  Data 


Factors 

Involved 

Results 

Cases 

.Anemia 

Hemoglobin  under  11  Gm. 

per  100  ml. 

Hematocrit  under  35 

28 

Leukocytes 

Under  5,000 

6 

Over  10,000 

15 

Platelets 

Under  200,000;  indirect 
count 

7 

Blood  smear 

N ucleated  ervthrocytes 

12 

Immature  granulocytes  , 

Lymphocytes  over  40  per 
cent 

21 

6 

Monocytes  8 per  cent  or 
over 

11 

Phosphatase 

.Alkaline  over  3 mm.  units 

15 

Acid  over  2 units 

7 

millimeter.  The  lowest  counts  were  1,250  in 
a case  of  Hodgkin’s  sarcoma  and  3,500  with  a 
case  of  primary  tumor  site  undetermined, 
possibly  neuroblastoma.  There  were  15 
cases  with  a leukocytosis  over  10,000  per 
cubic  millimeter.  Two  cases  had  counts 
over  20,000.  A case  of  prostatic  carcinoma 
had  a count  of  23,000.  However,  the  pe- 
ripheral blood  smear  was  filled  with  smudge 
cells  as  seen  in  leukemia,  and  these  cells  were 
thought  to  represent  degenerating  tumor. 
The  marrow  aspiration  in  this  case  yielded 
dense  necrotic  tumor  masses.  A case  of 
melanoma  had  a count  of  21,200.  Seven 
cases  had  a thrombocytopenia.  This  con- 
dition occurred  with  3 cases  of  prostatic 
carcinoma,  1 case  of  neuroblastoma,  1 case 
of  Hodgkin's  sarcoma,  1 case  of  gastric 
carcinoma,  and  1 case  in  which  the  primary 
site  was  undetermined,  but  was,  possibly, 
prostate.  Immature  granulocytes  and/or 
nucleated  red  cells  were  noted  in  the  pe- 
ripheral blood  smear  in  24  cases.  Immature 
granulocytes  were  noted  in  21  cases,  and 
nucleated  erythrocytes  were  noted  in  12 
cases.  Six  cases  had  a differential  white 
blood  count  with  over  40  per  cent  lympho- 
cytes. Eleven  cases  had  a monocytosis  of 
8 per  cent  or  greater.  Fifteen  out  of  31 
cases  that  had  an  alkaline  phosphatase  de- 
termination were  over  3 millimol  units 
(normal  level  is  under  2.5  millimol  units). 
In  12  of  these  15  cases  there  was  associated 
bone  pain,  and  in  13  of  these  15  cases  there 
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Fig.''1.  (A)  Bronchogenic  carcinoma  in  the  concentrate  smear  of  sternal  marrow  aspiration  (Wright’s 

stain  X 360).  (B)  Amelanotic  melanoma  in  a concentrate  smear  of  sternal  marrow  aspiration  (Wright’s 

stain  X 360). 


TABLE  VI. — X-Rat  Findings 


Type  of 
Finding 

Cases 

Positive 

Tumor 

Per 

Cent 

Chest 

37 

20 

53 

Skeletal 

38 

26 

62 

Gastrointestinal 

Intravenous 

18 

1 

6 

pyelogram 

13 

1 

8 

Myelogram 

4 

2 

50 

was  a skeletal  x-ray  film  showing  positive 
results.  Seven  cases  were  considered  to 
have  a significant  elevation  of  acid  phos- 
phatase. 

X-Ray  Data 

Table  VI  summarizes  the  x-ray  findings  of 
43  cases.  Thirty-eight  of  the  43  cases,  or 
88  per  cent,  had  one  or  more  x-ray  films 
taken  showing  positive  evidence  of  tumor. 
There  were  50  x-ray  films  out  of  the  110 
taken  that  indicated  positive  findings. 


Thirty-seven  cases  had  x-ray  films  of  the 
chest  taken,  and  20  cases  showed  positive 
results.  Thirty-eight  cases  had  skeletal 
x-ray  films  taken  with  26  films  showing 
positive  results.  Eighteen  cases  had  gas- 
trointestinal films  taken,  and  one  fihn  in- 
dicated tumor.  One  barium  enema  demon- 
strated an  extrinsic  mass  in  a case  of 
prostatic  carcinoma.  Thirteen  cases  had 
intravenous  pyelograms  of  which  1 indicated 
positive  results.  This  was  a case  of  neuro- 
blastoma involving  the  right  kidney.  Four 
cases  had  lumbar  myelograms,  2 cases 
showed  a block  in  the  subarachnoid  space,  1 
case  indicated  carcinoma  of  the  ovary,  and 
another  case  showed  carcinoma  of  the 
kidney.  Occasionally  skeletal  x-rjiy  films 
are  reported  as  showing  diffuse  osteoporosis 
with  or  without  vertebral  collapse.  On 
other  occasions  osteoporosis  was  noted  in 
addition  to  osteolytic  or  osteoblastic  lesions. 
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Fi(i.  2.  (.1)  Femoral  node  siiction  originally  interpreted  as  malignant  lymphoma  hut  found  to  be  neuro- 

i hlastoma  (hematoxylin  and  eosin  stain  X 300).  (B)  Neurobla.stoma  in  the  concentrate  smear  of  sternal 

' marrow  aspiration  (Wright’s  .stain  X 360). 


Profino.sis 

As  of  April  1,  1900,  42  out  of  the  45  cases 
have  died.  One  case  each  of  prostatic 
carcinoma  and  of  primary  site  undetermined 
are  still  alive  at  from  three  to  six  months. 
One  case  of  carcinoma  of  the  breast  is  alive 
‘ at  twelve  months.  Once  tumor  is  aspirated 
from  the  marrow,  the  prognosis  is  poor. 
Forty-one  of  the  45  (iases  were  dead  within 
fifteen  months  of  the  positive  aspirations. 
One  case  of  carcinoma  of  the  prostate  sur- 
vived six  years  and  four  months  on  diethyl- 
stilbestrol  therapy.  Bony  metastases  may 
appear  ten  years  after  a primary  tumor  has 
been  removed,  for  example,  carcinomas  of 
the  breast  and  thyroid.  The  implication  is 
that  these  cases  had  bony  metastases  at  the 
time  of  radical  resection.  However,  we 
[ (luestion  whether  cells  recognizable  as  tumor 
coidd  have  been  aspirated  from  the  marrow, 
j We  are  fairly  familiar  with  the  types  of 


tumors  where  removal  of  the  primary  tumor 
is  associated  with  a regression  of  its  me- 
tastases. It  would  seem  that  radical  resec- 
tion of  the  primary  lesion  is  only  indicated 
with  these  particular  tumors,  in  the  face  of 
known  skeletal  metastases. 

Cytology 

The  investigation  of  metastatic  tumor  in 
bone  marrow  smears  incorporates  the  study 
of  histology  as  well  as  of  cell  morphology. 
Individual  scattered  abnormal  cells  can 
only  be  suspected  of  being  metastatic  tumor. 
However,  when  a syncytium,  or  clump  of 
tumor  cells,  is  noted,  the  diagnosis  of  a 
malignant  condition  is  considered  definite. 
In  no  instance  have  we  misdiagnosed  cancer 
when  a syncytium  of  cells  was  present. 

The  accurate  diagnosis  of  tumor  in  the 
marrow  depends  on  three  essential  elements; 
(1)  a thorough  knowledge  of  the  normal 
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Fig.  3.  Carcinoma  of  the  kidney  in  the  particle 
smear  of  sternal  marrow  aspiration  (Wright’s  stain 
X 360). 


marrow  and  its  artifacts,  (2)  technically 
well-prepared  specimens,  and  (3)  the  degree 
of  contrast  between  normal  marrow  and 
tumor  cells. 

Many  different  tumors  metastasize  to  the 
marrow,  but  we  do  not  have  examples  of  all 
of  them.  As  a consequence,  the  value  of  our 
conclusions  regarding  tumor  in  the  marrow, 
and  its  utility  in  determining  the  primary 
sour(!e,  has  limitations.  The  subject  needs 
development  beyond  our  present  scope. 
However,  there  are  distinctive  features 
about  the  cells  from  some  tumors  and,  if 
they  prove  constant,  this  may  allow  identifi- 
cation with  experience. 

Figures  1 through  6 are  photomicrographs 
of  metastatic  tumor  found  in  the  bone  mar- 
row. Figure  lA  illustrates  the  marrow 
spread  obtained  from  a patient  with  broncho- 
genic carcinoma.  The  large  mononuclear 
cells  are  the  tumor  cells  and  can  be  seen 


infiltrating  the  marrow  diffusely.  Figure 
IB  depicts  a peroxidase- Wright  stained 
marrow  smear.  The  cells  with  dark  granules  * 
are  the  granulocytic  cells  of  the  marrow. 
The  tumor  cell  is  of  the  amelanotic  mela- 
noma variety  and  is  seen  to  have  a regular 
round  nucleus  and  pale  cytoplasm. 

A twenty-five-year-old  white  female  pre- 
sented with  a mass  in  her  right  groin. 

A chest  x-ray  film  revealed  mediastinal  1 
adenopathy.  The  mass  was  biopsied  and  | 
was  reported  as  malignant  lymphoma  (Fig. 
2A).  A sternal  marrow  aspiration  (Fig.  2B) 
was  obtained,  and  the  diagnosis  of  neuro-  ! 
blastoma  was  suggested  and  concurred  in  by 
the  pathology  department. 

Figure  3 illustrates  the  large  syncytii  of 
a tumor  obtained  in  a sternal  marrow  as- 
piration from  a patient  with  carcinoma  of 
the  kidney.  • * 

A thirty-one-year-old  white  female  pre- 
sented with  retrosternal  chest  pain  radiating 
into  her  arms.  A chest  x-ray  film  revealed 
hilar  adenopathy.  Clumps  of  foreign  cells 
were  noted  in  her  sternal  marrow  aspirations 
(Fig.  4A).  A thoracotomy  revealed  a 
malignant  thymoma.  The  tumor  cell  is  a 
large  circumscribed  cell  with  an  oval  nucleus 
at  the  periphery  and  dark  cytoplasm  with  a 
perinuclear  halo. 

Figure  4B  is  a spread  of  tumor  cells,  the 
only  one  found  in  this  marrow,  located  at  the 
edge  of  the  slide.  A tendency  to  acinose 
formation  may  be  noted.  The  patient  had  a 
papillary  adenocarcinoma  of  the  thyroid. 

A clump  of  tumor  cells  (Fig.  5A)  was  seen 
in  the  marrow  from  a seventy-six-year-old 
white  female  with  a previously  undiagnosed 
illness,  characterized  by  weakness  and 
weight  loss.  Figure  5B  is  a sternal  trephine 
biopsy  obtained  from  this  patient.  Nests 
of  malignant  cells  surrounded  by  fibrous 
tissue  have  replaced  the  intertrabecular 
spaces.  The  primary  tumor  site  was  never 
determined. 

An  elderly  male  was  admitted  to  the  ,| 
hospital  with  weakness,  chest  pain,  and  i 
dysuria.  The  blood  count  revealed  a pro- 
found anemia  (hemoglobin  of  3.5  Gm.  i 
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Fig.  4.  (^)  Malignant  thymoma  in  the  concentrate  smear  of  sternal  marrow  aspiration  (Wright’s  stain 

X 360).  {B)  Thyroid  carcinoma  in  the  particle  smear  of  sternal  marrow  aspiration  (Wright’s  stain  X 

360). 


per  100  ml.).  The  sternal  marrow  aspiration 
yielded  a few  tumor  cells  but  no  bone 
marrow.  A sternal  trephine  biopsy  (Fig. 
6)  revealed  replacement  of  the  marrow  with 
fibrous  tissue  interspersed  with  tumor  cells. 
This  section  illustrates  the  cause  for  diffi- 
culty in  aspirating  marrow.  In  general, 
if  we  are  unable  to  aspirate  marrow  from 
one  or  more  sites,  we  suspect  that  such  a 
pathologic  condition  may  be  present. 

Summary 

Many  primary  tumors  deliver  their  cells 
to  the  bone  marrow  mainly  by  the  vascular 
route.  The  presence  of  tumor  in  the  marrow 
may  be  attended  by  various  hematologic 
abnormalities  which  may  be  confused  with 
blood  dyscrasias  or  by  a normal  peripheral 
blood.  The  patients  in  this  study  ranged  in 
age  from  four  to  eighty-one  years.  The 
most  common  symptoms  were  anorexia, 


weakness,  bone  pain,  and  weight  loss. 
On  physical  examination,  a low-grade  fever, 
palpable  mass,  lymphadenopathy,  neuro- 
logic signs,  hepatomegaly,  bone  tenderness, 
and  splenomegaly  were  the  characteristic 
findings.  In  some  cases,  the  signs  and  symp- 
toms were  minimal.  An  x-ray  film  showing 
positive  results  for  tumor  was  obtained  in  88 
per  cent  of  the  cases  studied.  Malignant 
conditions  were  confirmed  in  42  of  45  cases  by 
tissue  other  than  the  marrow  aspiration. 
The  prognosis  associated  with  metastatic 
tumor  was  survival  of  less  than  fifteen 
months.  In  our  series  the  most  valuable 
marrow  preparation  for  the  diagnosis  of 
tumor  was  the  smear  prepared  from  ma- 
terial obtained  by  centrifuging  the  aspirate. 
This  is  termed  the  concentrate  smear. 
The  complete  blood  count  and  phosphatase 
determinations  were  the  important  routine 
laboratory  studies.  Cytologic  studies  of 
metastatic  tumor  in  bone  marrow  aspiration 
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Fig.  5.  (A)  Metastatic  malignant  condition,  primary  site  undetermined,  in  the  concentrate  smear  of 

sternal  marrow  aspiration  (Wright-Giemsa  stain  X 360).  (B)  Sternal  tn'phine  section;  metastatic 

malignancy,  primary  site  undetermined  (Giesma  stain  X 360). 


may  occa.sionally  give  a valuable  clue  to 
the  ttimor’s  primary  source. 

It  is  thought  that  bone  marrow  aspiration 
should  be  considered  as  an  aid  in  the  diag- 
nosis of  obscure  illness.  Further,  it  can  be 
utilized  for  the  complete  evaluation  of  the 
patient  suspected  of  having  a malignant 
tumor  or  as  an  additional  measure  to  help 
plan  the  management  of  a patient  with  a 
known  malignant  condition. 
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Fig.  6.  Sternal  trephine  section,  carcinoma  of  the 
prostate  (hematoxylin  and  eosin  stain  X 360). 


Photographs  have  been  supplied  through  the 
courtesy  of  the  Medical  Illustration  Service,  Veterans 
Administration  Hospital,  Albany,  New  York. 


16.  Weisberger,  A.  S.,  and  Heiiile,  R.  W.;  Study  of 
fixed  tissue  sections  of  sternal  bone  marrow  obtained  by 
needle  aspiration.  I.  Method  and  the  morphology  in 
various  conditions,  Am.  J.  M.  Sc.  215  : 170  (1948). 

17.  Lanier,  P.  F.:  Sternal  marrow  in  patients  with 

metastatic  cancer,  A.M.A.  Arch.  Int.  Med.  84:  891 
(Dec.)  1949. 

18.  Rubinstein,  M.  A.,  and  Smelin,  A.:  Superiority 
of  iliac  over  sternal  marrow  aspiration  in  recovery  of 
neoplastic  cells,  ibid.  89 : 909  (June)  1952. 

19.  Clifton,  J.  A.,  Phillip,  R.  J.,  Ludovic,  E.,  and 

Fowler,  W.  M.:  Bone  marrow  and  carcinoma  of  the 

prostate.  Am.  J.  M.  Sc.  224:  121  (Aug.)  1952. 

20.  Amy,  H.  E.,  and  Jainet,  C.  H.:  Tumour  cells 
in  the  bone  marrow  smear,  Canad.  M.A.J.  69 : 424  (Oct.) 
1953. 

21.  Hyman,  G.  A.,  and  Harvey,  J.  L.;  A compari- 
son of  bone  marrow  aspiration  and  skeletal  roentgeno- 
grams in  the  diagnosis  of  metastatic  carcinoma.  Cancer 
8 : 576  (May-June)  1955. 

22.  Jaimet,  C.  H.,  and  Amy,  H.  E.:  Cancer  diag- 
nosis by  bone  marrow  smears,  Ann.  Int.  Med.  44:  617 
(Apr.)  1956. 

23.  Kingsley  Fillers,  E.  M.,  Marks,  J.,  and  Mitchell, 
J.  S.:  The  bone  marrow  in  malignant  disease,  Brit.  J. 
Cancer  10:458  (Sept.)  1956. 

24.  Bond,  W.  H.,  and  Rohn,  R.  J.:  Hodgkin’s  dis- 

ease of  the  bone  marrow,  J.  Lab.  & Clin.  Med.  48 : 787 


(Nov.)  1956. 

25.  Agress,  H.:  Comparative  study  of  spreads  and 
sections  of  bone  marrow.  Am.  J.  Clin.  Path.  27 ; 282 
(Mar.)  1957. 

26.  Sandberg,  A.  A.,  Moore,  G.  E.,  Crosswhite,  L. 

H.,  and  Schubarg,  J.  R. : The  frequency  of  tumor  cells 

in  the  bone  marrow  and  blood.  Cancer  11 : 1180  (Nov.- 
Dee.)  1958. 

27.  Rubinstein,  M.  A.,  and  Smelin,  A.:  Neoplastic 

cells  in  bone  marrow  aspiration,  Acta  haemat.  5 : 292 
(May)  1951. 

28.  Haagensen,  C.  D.:  Diseases  of  the  Breast, 

Philadelphia,  W.  B.  Saunders  Co.,  1956,  p.  574. 

29.  Propp,  S.:  An  improved  technic  of  bone  mar- 

row aspiration,  Blood  6 : 585  (July)  1951. 

Discussion 

Arthur  Sawitsky,  M.D.,  Jamaica,  New  York  — 
The  number  of  tumor  cells  released  into  the 
peripheral  blood  daily  from  a primary  tumor  or 
tumor  metastases  must  range  in  the  hundreds  or 
thousands.  The  factors  governing  the  release  of 
these  cells  into  the  blood  stream  are  not  known. 

It  has  been  attested  to  that  these  cells  pass 
through  the  pulmonary  capillary  network  since 
we  have  been  able  to  identify  malignant  cells  in 
approximately  43  per  cent  of  the  peripheral  blood 
of  patients  with  a known  malignant  condition. 
Other  researchers  have  found  positive  residts  in 
peripheral  blood  preparations  in  half  of  the 
specimens  e.xamined.  The  larger  the  primary 
tumor,  the  more  widespread  the  metastases; 
and  the  more  advanced  the  disease,  the  higher  is 
the  rate  reported  of  cells  recovered.  Specimens 
drawn  from  veins  draining  tumor  sites  almost  uni- 
formly show  positive  results. 

Therefore,  it  is  not  surprising  that  bone  mar- 
row should  prove  to  be  a readil}^  accessible  site 
for  tumor  cell  recovery.  Indeed,  it  would  prob- 
ably be  of  greater  significance  were  those  factors 
known  that  are  responsible  for  decreasing  bone 
marrow  tumor  "takes.” 

Where  a malignant  condition  is  suspected,  we 
employ  a minimum  of  two  aspiration  sites  rou- 
tinely, the  sternum  and  the  iliac  crest.  As  has 
been  reported,  during  the  past  sixteen  months  we 
too  have  found  marrow  specimens  showing  posi- 
tive results  in  12  patients  of  a total  of  33  in  whom 
malignant  conditions  were  suspected  and  aspirate 
was  performed  for  diagnostic  purposes.  In  half  of 
these  patients  a positive  marrow  was  the  first 
positive  indication  of  a malignant  condition  in  the 
patient. 

Breast,  lung,  and  prostate  showed  the  highest 
incidence  of  demonstrable  metastases  to  the 
marrow.  It  should  be  re-emphasized  that  skele- 
tal x-ray  film  reports  showing  negative  results  are 
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frequently  observed  in  tlie  face  of  positive  results 
of  cytologic  marrow  metastases.  Although,  in 
general,  metastatic  cells  in  marrow  aspirate  is  a 
poor  prognostic  sign,  in  carcinoma  of  the  breast 
and  carcinoma  of  the  prostate  we  have  seen  an 
occasional  patient  remit  and  clear  most  of  the 
tumor  from  the  bone  marrow  after  endocrine 
therapy. 

^^’e  would  agree  that  a search  of  the  bone  mar- 
row for  metastases  should  be  made  in  all  cases 
where  the  lesions  appear  to  be  localized  and  be- 
fore radical  resection  is  undertaken.  It  is  also 
important  to  re-emphasize  that  where  a “dry” 
tap  is  obtained  with  initial  marrow  aspiration, 
reaspiration  in  another  site  or  by  a method  other 


than  needle  (by  trephine  or  open  biopsy)  is  in- 
dicated, since  massive  tumor  hyperplasia  will  fre- 
quently produce  a mass  of  cells  that  will  resist  the 
“usual”  negative  pressure  of  the  syringe  and  pro- 
duce a false  “dry  tap.” 

I wonder  if  Dr.  Hosley  and  Dr.  Scharfman 
have  had  any  experience  in  the  isolation  of 
malignant  cells  from  the  peripheral  blood  and 
whether  they  have  any  data  correlating  this  type 
of  examination  with  bone  marrow  infiltration  by 
tumor. 

In  the  few  cases  we  have  studied,  the  pe- 
ripheral blood  has  more  frequently  shown  posi- 
tive results  where  the  bone  marrow  showed 
negative  results  rather  than  the  converse. 
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Comparative  Studies  of  Phenazocine  and 
Dextromor  amide 

Synthetic  Narcotics 

ERWIN  LEAR,  M.D.,  REMEDIOS  SUNTAY,  M.U.,  AND  IRVING  M.  PALLIN,  M.D.,  BROOKLYN, 

NEW  YORK 

(From  the  Department  of  Anesthesiology,  Jewish  Hospital  of  Brooklyn,  and  Queens  General  Hospital, 

Jamaica,  New  York) 


IN  RECENT  years  several  new  narcotics  have 
been  synthesized  in  an  attempt  to 
isolate  compounds  of  high  analgesic  potency 
with  minimal  side-reactions.  A number  of 
such  compounds  have  been  screened  in  our 
department  as  adjuncts  to  the  anesthetic 
management  of  surgical  patients.  Two 
of  the  more  promising  agents  are  the  sub- 
ject of  this  report. 

Dextromoramide* *  is  a substituted  di- 
phenylpropylamine.  It  was  synthesized  by 
Janssen  at  the  laboratories  of  Eupharma, 
Belgium  in  1956.^  The  analgesic  activity 
of  the  diphenylpropylamines  is  marked  when 
the  COHNR'  on  the  number  one  carbon 
contains  an  N-pyrrolidine  ring  at  R',  a 
methyl  group  is  placed  on  the  alpha  car- 
bon, and  the  tertiary  amine  is  replaced  with 
a morpholino  ring.  Methylation  of  the 
alpha  carbon  in  the  propyl  chain  produces  an 
asymmetry.  The  racemic  mixture  is  a 
weaker  analgesic  than  the  d-isomer.  The 
chemical  structure  of  dextromoramide  is 
shown  in  Figure  1. 

The  second  compound  to  be  discussed  is 
phenazocine.  t Phenazocine  is  a benzomor- 
phan  derivative  synthesized  by  May  and 
Eddy^  at  the  National  Institutes  of  Health 
in  1958.  This  synthetic  analgesic  is  struc- 
turally related  to  morphine,  although  its 

Presented  at  the  154th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York.  New  York  Cit>', 
Section  on  Anesthesiology,  May  10,  1960. 

* Originally  supplied  as  SKF  5137  and  currently  avail- 
able as  Palfium  (G.  F.  Harvey  Co.,  Saratoga  Springs, 
New  York). 

t Phenazocine  (SKF  6574,  NIH  7519)  currently  avail- 
able as  Prinadol  (Smith,  Kline  & French,  Philadelphia, 
Pennsylvania) . 


Fig.  1.  Skeletal  structure  of  diphenylpropyl- 
amine.  The  pyrrolidine  ring  at  the  number  1 car- 
bon, methyl  group  at  the  alpha  (a)  carbon,  and 
morpholino  ring  at  the  terminal  nitrogen  produce 
the  potent  analgesic  dextromoramide.  Asymmetry 
is  produced  by  the  methyl  group  on  the  alpha  (a) 
carbon.  The  dextroisomer  is  the  most  active  com- 
pound. The  racemic  mixture  is  a weaker  analgesic 
and  a relatively  severe  respiratory  depressant. 


configuration  is  somewhat  less  complex. 
The  chemical  structures  of  phenazocine  and 
of  morphine  are  shown  in  Figure  2. 

Dextromoramide  and  phenazocine  were 
found  to  be  more  potent  than  morphine  on  a 
milligram  weight  basis,  while  at  the  same 
time  their  addiction  liability  is  significantly 
lower  than  that  for  morphine.  Preliminary 
information  also  indicated  that  the  incidence 
of  undesirable  side-reactions  with  these 
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Fig.  2.  Comparative  chemical  structure  of 
phenazocine  and  morphine.  Phenazocine  is  aj>- 
proximately  four  times  as  potent  as  morphine  on  a 
milligram  dose  basis. 

compounds  should  be  less  than  with  meperi- 
dine or  morphine.  Therefore,  phenazocine 
and  dextromoramide  were  studied  in  the 
anesthetic  management  of  the  surgical 
patient. 

Pilot  Studi  es 

At  the  onset  of  the  clinical  investigation  of 
these  compounds,  ventilation  and  circulation 
studies  were  carried  out  on  volunteers,  and 
the  drugs  were  administered  as  unknowns. 
Minute  volumes  and  tidal  volumes  were 
obtained  with  the  Monaghan  ventilation 
meter  after  control  levels  had  been  estab- 
lished. Cardiac  activity  was  monitored 
with  a Cambridge  Simpli-Scribe.  Venous 
pressures  and  circulation  times  were  studied 
in  a limited  number  of  subjects,  since  these 
tests  were  noted  to  interfere  with  the  ventila- 
tion readings.  Twelve  subjects  received  2 mg. 
of  phenazocine  and  10  subjects  received  4 mg. 
of  dextromoramide  intramuscularly.  Cross- 
over studies  were  also  carried  out  with  a 
morphine  derivative  as  the  third  narcotic. 

The  onset  of  respiratory  depression  oc- 
curred within  eight  to  ten  minutes  of  the 
drug  injection  with  a peak  depression  at 
fifteen  to  twenty  minutes.  Significant  re- 
spiratory depression  oitcurred  with  both 
compounds  and  persisted  for  sixty  to  ninety 
minutes.  The  respiratory  rates  did  not 
exhibit  marked  slowing.  The  subjects  were 
discharged  from  the  studies  after  three  hours, 
and  although  they  appeared  clinically  free 
from  drug  effects  (fully  alert  with  stable 
blood  pressures  on  standing),  final  ven- 


L  1 DEXTROMORAMIDE  4MG/70KGM 

PHENAZOCINE  2 OMG/  70KGM 
( ;j  narcotic  “o"  ismg/  7okgm 

( LORFAN  I 0 MG  / 70  KGM  ) 

I I NARCOTIC  "0"  I 5 MG/ 70  KGM 


100 


25MIN  60MIN  90MIN 


TIME  POST  NARCOTIC  ( I M ) 

Fig.  3.  Averaged  data  of  volunteers  who  re- 
ceived the  narcotics  indicated.  Ventilation  was 
monitored  for  three  hours  following  drug  administra- 
tion. Readings  were  made  at  three-  to  five-minute 
intervals.  Note  that  all  narcotics  tested  produced 
significant  depression  of  “three-minute”  volumes  in 
apjiroximately  equivalent  doses. 

tilation  readings  still  indicated  a residual 
degree  of  respiratory  depression.  To  ob- 
tain comparative  data,  cross-over  studies 
were  conducted  with  a number  of  subjects 
using  a morphine  derivative  (Narcotic 
“O”.  This  is  oxymorphone — 1-14  hydroxy- 
dihydromorphinone  hydrochloride.).  The 
data  suggest  that  phenazocine  and  dextro- 
moramide produce  less  profound  depression 
than  the  morphine  derivative,  in  equally 
potent  doses.  Figure  3 is  a summary  of  the 
respiratory  data. 

The  blood  pressures  remained  stable  in 
the  supine  subjects,  and  there  were  no 
electrocardiographic  abnormalities.  There 
was  no  significant  alteration  in  pulse  rates. 
A transient  rise  in  venous  pressure  and  an 
increase  in  circulation  time  were  noted 
during  the  peak  of  respiratory  depression. 
While  these  values  were  altered  from  indi- 
vidual control  levels  during  the  studies, 
they  did  not  depart  from  the  over-all  range 
of  normal  values. 

The  subjects  reported  sensations  of 
“heaviness  of  the  extremities,”  generalized 
feelings  of  warmth,  and  blurring  of  vision 
which  were  most  marked  and  prolonged  with 
the  morphine  derivative.  Drowsiness, 
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COMPARISON  OF  PHENAZOCINE  AND  DEXTROMOR AMIDE 


ADEQUATE  PREOPERATIVE  SEDATION 


DRUG 

NO  PTS. 

% OF  SERIES 

DEXTROMORAMIDE 

102 

49,5 

PHENAZOCINE 

104 

55.0 

MEPERIDINE 

150 

65.5 

MORPHINE 

80 

69.5 

Fig.  4.  Narcotics  were  given  one  hour  prior  to 
surgery  in  the  following  dose  ranges;  dextro- 
moramide,  1.25  to  5 mg.;  phenazocine,  0.5  to  2 
mg.;  morphine;  5 to  10  mg.,  and  meperidine,  25  to 
100  mg. 

which  was  common  following  administration 
of  the  morphine  derivative,  was  (juite 
transient  with  phenazocine  and  dextro- 
moramide.  Nausea  and  emesis  did  not 
occur  with  phenazocine  and  dextromoramide 
but  did  occur  in  cross-over  studies  with  the 
morphine  derivative. 

Clinical  Studies 

The  remainder  of  the  study  was  concerned 
with  the  clinical  use  of  phenazocine  and 
dextromoramide  as  adjuncts  to  the  anes- 
thetic management  of  the  surgical  patient. 
The  drugs  were  used  as  preoperative  nar- 
cotics for  sedation,  they  were  employed  as 
adjuncts  to  nitrous  oxide  anesthetic,  and 
they  were  administered  in  the  recovery  room 
for  postoperative  pain  relief. 

J’remedication. — One  hundred  two  pa- 
tients ranging  in  age  from  fifteen  to  ninety 
years  received  preoperative  dextromoramide 
in  doses  of  1.25  mg.  to  5 mg.  Phenazocine 
was  administered  to  104  patients  in  doses  of 
0.5  to  2 mg.  Comparative  data  also  were 
obtained  from  150  patients  who  had  been 
given  25  to  100  mg.  of  meperidine  pre- 
operatively.  All  medications  were  admin- 
istered intramuscularly.  The  age  and  case 
distribution  was  similar  for  all  groups.  The 
patients  were  evaluated,  and  the  data  were 
recorded  on  special  check-off  sheets.  Pre- 
medication was  under  the  supervision  of  a 


research  fellow  to  maintain  a degree  of  con- 
stancy. The  patients  were  classified  ac- 
cording to  their  preoperative  state  (Fig.  4). 
All  patients  received  atropine  as  the  drying 
agent  to  avoid  the  sedation  or  restlessness 
often  noted  when  scopolamine  is  employed 
in  premedication.  A review  of  the  data 
indicates  that  phenazocine  and  dextromora- 
mide produce  a lesser  degree  of  adequate 
sedation  than  meperidine  or  morphine. 
This  is  in  agreement  with  observations  in  the 
pilot  studies  where  drowsiness  was  notably 
transient  when  phenazocine  or  dextromora- 
mide was  employed  as  the  study  drug. 

Data  also  were  obtained  as  regards  the 
effect  of  phenazocine,  dextromoramide,  and 
meperidine  on  preoperative  blood  pressure. 
The  patients  were  divided  into  four  age 
groups  to  analyze  blood  pressure  changes. 
These  age  groups  were  from  sixteen  to 
forty,  forty-one  to  fifty-five,  fifty-six  to 
seventy,  and  seventy-one  and  over.  Blood 
pressure  falls  of  40  mm.  Hg  and  greater  were 
included,  since  they  represented  changes  of 
25  per  cent  or  over  as  compared  with  the 
patient’s  baseline  pressure.  Significant  hy- 
potension occurred  in  8 per  cent  of  each 
study  group ; one  half  of  this  figure  was  con- 
tributed by  the  patients  over  fifty-six  years 
of  age.  The  experimental  use  of  chlorpro- 
mazine  or  triflupromazine  in  conjunction 
with  halved  doses  of  the  three  narcotics  in- 
creased markedly  the  incidence  of  preopera- 
tive sedation,  but  the  incidence  of  hypoten- 
sion increased  significantly.  There  was  no 
preoperative  nausea,  vomiting,  or  disorien- 
tation with  phenazocine  or  dextromora- 
mide. 

During  Surgery. — Phenazocine  and  dex-  . 
tromoramide  were  employed  as  adjuncts  to 
nitrous  oxide  anesthesia  in  a combined 
series  of  380  patients.  Patients  were  anes- 
thetized with  a thiobarbiturate  and  placed  on 
nitrous  oxide  (4  L.  to  2 L.  of  oxygen). 
Succinyl  choline  was  used  when  intubation 
was  to  be  accomplished.  Dextromoramide 
0.5  to  1 mg.  then  was  administered  intra- 
venously and  was  repeated  throughout  the 
procedure  as  required  on  the  basis  of  clinical 
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judgment.  Since  dextromoramide  did  not 
produce  muscle  relaxation,  an  intermittent 
drip  of  0. 1 per  cent  succinyl  choline  was  used 
with  the  necessary  attention  to  ventilation. 
The  maximum  amount  of  dextromoramide 
required  during  surgery  was  7.5  mg.,  but 
the  usual  range  was  found  to  be  from  2.5  to 
5 mg.  The  larger  amounts  were  required 
for  intra-abdominal  surgery,  such  as  gas- 
trectomy and  colectomy. 

Phenazocine  was  employed  in  the  same 
way  as  dextromoramide  except  that  the 
starting  dose  was  from  0.2  to  0.4  mg.  The 
largest  amount  required  was  7 mg.  for  an 
hemicolectomy.  However,  the  average  dose 
range,  including  that  for  abdominal  and 
thoracic  surgery,  was  found  to  be  from 
2 to  3 mg.  Aside  from  the  variation  in  dose 
between  phenazocine  and  dextromoramide, 
the  clinical  management  of  the  patients  was 
similar,  so  that  the  anesthesiologist  was 
unable  to  distinguish  between  the  drugs 
when  they  were  given  as  premixed  un- 
knowns. Both  compounds  differed  from 
meperidine,  however,  in  that  patients  were 
more  responsive  at  the  conclusion  of  sur- 
gery. This  is  a clinical  observation  with  no 
statistical  method  available  to  confirm  or 
negate  the  observation. 

Recovery  Room  Period. — Phenazocine 
and  dextromoramide  were  evaluated  in  the 
immediate  postoperative  period  for  pain 
relief.  One  hundred  fifty  patients  received 
dextromoramide  intramuscularly  in  doses  of 
from  1.25  to  5 mg.  Two  hundred  fifteen 
patients  received  phenazocine  intramuscu- 
larly in  doses  of  from  0.5  to  2 mg.  A third 
group  of  160  patients  received  meperidine  as 
the  postoperative  narcotic  in  doses  of  from 
25  to  100  mg.  The  mean  onset  of  pain  relief 
was  determined  for  each  drug  as  was  the 
duration  of  pain  relief.  Patients  also  were 
observed  for  blood  pressure  changes,  nausea, 
vomiting,  and  restlessness  following  the 
administration  of  the  narcotic  drugs.  The 
observations  were  made  by  the  recovery 
room  nursing  staff  and  the  information  was 
charted  on  special  check-off  sheets. 

The  onset  of  detectable  pain  relief  fol- 

8(1 


lowing  phenazocine  administration  was 
found  to  be  in  the  range  of  eight  to  ten 
minutes.  Dextromoramide  also  exerted  a 
noticeable  action  within  the  same  time  pa- 
rameters, while  meperidine  required  fifteen 
minutes  before  there  was  detectable  pain 
relief.  Dextromoramide  exhibited  the  short- 
est mean  duration  of  action  with  its  ef- 
fectiveness becoming  less  pronounced  after 
the  second  hour.  Meperidine  and  phenazo- 
cine were  effective  for  up  to  three  hours  with 
a marked  fall-off  for  meperidine  beyond  this 
time.  Phenazocine  was  noted  to  produce 
significant  pain  relief  beyond  four  hours. 
Despite  its  greater  duration  of  action,  phena- 
zocine was  associated  with  a 4 per  cent 
incidence  of  hypotension  of  20  mm.  Hg  or 
greater  as  compared  with  dextromoramide, 
5.5  per  cent,  and  meperidine,  8.5  per  cent, 
in  the  recovery  room  patient. 

The  narcotic-induced  nausea  and  vomiting 
in  the  postoperative  patient  was  lowest  with 
phenazocine  (2  per  cent);  dextromoramide 
exhibited  a 3.5  per  cent  incidence,  while 
meperidine  was  associated  with  an  incidence 
of  8 per  cent. 

Comment 

The  search  for  pain-relieving  drugs  of  the 
potency  of  morphine  has  led  to  the  synthesis 
of  several  promising  agents  during  the  past 
few  years.  Two  of  these  compounds  are  the 
subject  of  this  report.  The  drugs  are 
phenazocine,  synthesized  at  the  National 
Institutes  of  Health,  and  dextromoramide, 
which  was  synthesized  in  Belgium.  With 
the  introduction  of  each  drug  into  experi- 
mental studies,  preliminary  data  suggested  a 
lowered  addiction  liability  as  compared  with 
morphine.  The  impetus  afforded  by  these 
preliminary  observations  led  to  more  wide- 
spread studies  in  medicine  and  surgery. 

As  dextromoramide  and  phenazocine  were 
investigated  early  in  their  development,  pilot 
studies  were  carried  out  with  each  com- 
pound, involving  the  same  hospital  popula- 
tion. Data  were  obtained  as  previously 
mentioned  with  regard  to  pulmonary  and 
cardiovascular  effects  of  the  compounds  in 
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NARCOTIC  ADJUNCT  TO  NITROUS  OXIDE  ANESTHESIA 


DRUG 

INITIAL  DOSE 

MAINTENANCE  DOSE 

LORfAN  RATIO 

PHENAZOONE 

0 2mg-04m6iv. 

02  MG  IV 

2 5/1 

DEXTROMORAMIDE 

0 Smg- 1 Omgiv. 

0 5m6  iv 

5/1 

MEPERIDINE 

I0m6-20mgi.v. 

1 0 MG  LV 

lOO/l 

P'lG.  5.  Narcotic  adjunct  to  nitrous  oxide  anes- 
thetic. 


normal  individuals.  Cross-over  experiments 
also  were  carried  out  with  a limited  number 
of  volunteers  to  better  relate  the  collected 
data  to  a third  compound  derived  from  the 
morphine  series  and  currently  under  con- 
tinuing investigation. 

Phenazocine,  dextromoramide,  and  the 
morphine  derivative  disturbed  circulation  in 
similar  ways,  with  increased  venous  pres- 
sures and  circulation  times  dependent  on  the 
degree  of  sedation  and  respiratory  depression 
caused  by  the  respective  drugs.  The  first 
indication  of  onset  of  drug  action  was  noted 
within  eight  to  ten  minutes  after  the  drug 
administration  and  was  observed  as  a fall  in 
minute  volume  below  the  volunteers’  control 
levels.  Peak  depression  was  noted  from 
fifteen  to  twenty-five  minutes  following  the 
intramuscular  injection  of  the  study  drugs 
and  persisted  for  one  hour.  Phenazocine 
and  dextromoramide  produced  similar  pat- 
terns of  depression,  but  both  compounds 
were  associated  with  a less  severe  reduction 
in  minute  volumes  when  compared  with 
the  morphine  derivative. 

Since  there  was  minimal  sedation  accom- 
panying the  use  of  phenazocine  and  dextro- 
moramide in  the  volunteers,  it  would  seem 
that  the  additional  ventilatory  depression 
accompanying  the  use  of  the  morphine 
derivative  might  well  be  a result  of  the 
heavier  sedation  noted  with  the  use  of  the 
compound.  The  supplementary  role  of 
sedation  to  analgesia  will  be  discussed  sub- 
sequently. 

The  use  of  phenazocine  and  dextro- 
moramide as  preanesthetic  medication  in 
surgical  patients  emphasized  the  lack  of 
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INCIDENCE -DURATION  OF  POSTOPERATIVE  PAIN  RELIEF 

F'lCi.  G.  Distribution  graph  for  the  incidence- 
duration  of  postoperative  pain  relief.  Peak  action 
for  dextromoramide  is  approximately  two  hours. 
Within  one  to  two  hours  meperidine  exhibits  sig- 
nificant activity  which  is  sustained  for  a total  of 
three  hours  following  administration.  Phenazocine 
exhibits  peak  activity  at  two  hours  with  a greater 
e.xtension  of  action  beyond  this  tune  as  compared 
with  meperidine  and  with  dextromoramide.  .Age 
distribution,  case  load,  and  anesthetic  technic  were 
similar  for  each  study  group.  Drugs  were  ad- 
ministered in  random  fashion  as  unknowns. 

sedative  properties  inherent  in  those  com- 
pounds as  was  previously  noted  with  the 
volunteers.  It  would  seem  that  these  com- 
pounds may  have  limited  value  as  premedi- 
cants  in  the  pain-free  patient  because  of  mini- 
mal nausea  and  vomiting,  lack  of  dysphoria 
and  disorientation,  and  the  less  severe  degree 
of  ventilatory  depression.  The  pilot  studies 
suggest  that  it  would  be  best  to  administer 
the  preoperative  narcotic  one  and  one-half 
hours  rather  than  one  hour  prior  to  surgery 
to  avoid  the  period  of  peak  respiratory  de- 
pression which  frequently  impedes  cyclo- 
propane inductions.  In  the  event  the  pre- 
operative narcotic  is  administered  one  and 
one-half  hours  before  surgery,  dextromora- 
mide would  be  less  satisfactory  than  phena- 
zocine because  its  effectiveness  diminishes 
after  two  hours,  while  that  of  phenazocine  is 
significant  beyond  three  hours. 

The  narcotics,  when  tested  as  adjuncts  to 
nitrous  oxide  anesthetic,  (Fig.  5)  revealed 
little  advance  over  previous  compounds,  such 
as  meperidine,  except  that  patients  were  less 
drowsy  at  the  conclusion  of  surgery.  The 
analgesic  action  of  phenazocine  was  noted  to 
extend  longer  into  the  immediate  post- 
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operative  period  than  that  of  either  meperi- 
dine or  dextromoramide. 

Recovery  room  data  confirmed  a more 
rapid  onset  of  action  for  phenazocine  and 
dextromoramide  as  compared  with  meperi- 
dine. The  duration  of  action  was  shortest 
with  dextromoramide  and  longest  with 
phenazocine,  while  meperidine  occupied  an 
intermediary  position  (Fig.  (>). 

The  use  of  meperidine  was  accompanied 
by  significant  drowsiness.  Subsequent  dis- 
cussion with  individuals  who  had  received 
meperidine  postoperatively  revealed  that 
they  were  still  aware  of  pain  but  that  a 
“drugged  sensation”  prevented  them  from 
complaining  of  their  pain.  With  meperi- 
dine, sedation  apparently  plays  a role  in 
altering  the  objective  response  to  pain. 
Patients  who  had  received  phenazocine  or 
dextromoramide  were  no  longer  aware  of 
pain  regardless  of  whether  or  not  they  slept 
subsequent  to  drug  administration.  Gen- 
erally, these  patients  were  less  drowsy  fol- 
lowing administration  of  the  narcotic,  thus 
implying  more  potent  analgesic  action  in 
the  absence  of  any  supplementary  role  con- 
tributed by  sedation. 

Summary 

Two  synthetic  narcotics,  phenazocine 
and  dextromoramide,  were  studied  in  volun- 
teers and  in  patients  undergoing  surgery. 

Pilot  studies  with  volunteers  indicated 
that  the  use  of  these  compounds  was  associ- 
ated with  minimal  undesirable  side-effects 
(nausea,  vomiting,  disorientation,  and  hy- 
potension) . Respiratory  depression  was  sig- 
nificant with  both  compounds,  although  less 
severe  than  with  a morphine  derivative  used 
in  cross-over  studies. 

Clinical  studies  revealed  that  phenazocine, 
compared  with  dextromoramide,  produced 
prolonged  postoperative  pain  relief,  and 
both  drugs  were  characterized  by  a rapid 
onset  of  action  when  compared  with  meperi- 
dine. 
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Discussion 

Raphael  W.  Robertazzi,  M.D.,  Brooklyn,  New 
York. — Someone  once  said  that  authority  is 
the  power  or  capacity  to  be  believed.  The  authors 
of  this  piece  of  clinical  investigation  speak  with 
this  air  of  authority.  The  work  reported  is  well 
concei\a*d  and  excellently  exi'cuted. 

The  investigation  of  new  drugs  always  poses  a 
challenge  to  the  investigator.  The  challenge  is 
even  greater  when  a clinical  evaluation  of  a new 
flrug  is  undertaken,  since  this  poses  the  problems 
of  determining  not  only  equally  jiotent  dosages 
but  an  evaluation  of  the  desirable  and  unde- 
sirable side-effects.  What  are  some  of  the 
parameters  that  should  be  investigated  and 
evaluated?  I believe  that  a new  drug  should  be 
studied  and  judged  by  the  following: 

1.  Chemistr}'  and  ph}’sical  properties. 

2.  Pharmacology — both  animal  data  and 
available  human  experiences. 

3.  Analgesic  potency.  Does  it  produce  a 
certain  amount  of  euphoria? 

4.  Effects  on  respiration.  To  date  with  all 
synthetic  drugs  that  have  been  investigated  it  has 
not  been  possible  to  dissociate  respiratory  depres- 
sion from  analgesic  potency. 

5.  Cardiovascular  effects.  The  study  of 
cardiovascular  effects  are  of  prime  importance  to 
anesthesiologists,  since  these  drugs  maj"  add  to 
anesthetic  and  surgical  cardiovascular  derange- 
ments. Their  additive  role  should  be  assessed. 

6.  The  antitussive,  emetic,  and  antiemetic 
effects.  The  antitussive,  emetic,  and  antiemetic 
effects  should  be  investigated  and  recorded. 

7.  Reversal  effects.  Do  the  available  an- 
tagonists reverse  the  dejrressant  effects  of  the 
drugs  being  studied? 

8.  Acute  and  chronic  toxicity  studies.  Tox- 
icity studies  are  most  important. 

9.  Dependence  and  addiction  tendencies. 
The  fact  that  these  two  new  compounds  are  classi- 
fied as  synthetic  narcotics  would  seem  to 
imply  that  they  possess  addictive  properties. 
Physical  dependence  on  NIH  7519  (Phenazo- 
cine) develops  more  slowly  and  less  intensely 
when  dosages  equivalent  to  morphine  are 
administered  chronically  over  a period  of  thirty 
days.  Let  us  not  be  premature  in  expressing  anj' 
opinions  regarding  dependence  and  addiction.  I 
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can  recall  when  meperidine  was  introduced  and 
what  was  then  published  regarding  its  addictive 
powers.  How  wrong  we  were! 

The  study  of  new,  synthetic,  pain-relieving 
drugs  should  continue  until  we  find  the  drug  that 


can  relieve  pain  without  nausea,  vomiting,  cardio- 
vascular depression,  or  respiratory  depression, 
and  with  mild  euphoria  and  no  addictive  or  de- 
pendent properties.  Well-planned  studies  such 
as  this  one  will  lead  us  to  such  a compound. 
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Use  of  Relaxin  During  Parturition 

Clinical  Observations* 

ROBERT  E.  L.  NESBITT,  JR.,  M.D.,  F.A.C.S.,  AND  GEORGE  CIRIGLIANO,  M.D.,  ALBANY,  NEW  YORK 
(From  (he  Department  of  Obstetrics  and  Gynecology,  Albany  Medical  College  of  Union  University) 


The  potential  importance  of  relaxin  in 
endocrine  physiology  is  evident  when 
one  peruses  the  basic  literature  devoted  to 
the  subject.  It  is  apparent  that  a variety 
of  effects  may  be  ascribed  to  the  action  of 
this  nonsteroid  hormone,  at  least  in  many 
mammalian  forms;  and  it  is  reasonable  to 
hypothesize  that  it  should  have  clinical 
usefulness  in  the  human  being.  The  eager- 
ness with  which  this  hormone  has  been 
accepted  into  the  obstetric  armamentarium 
is  understandable;  nevertheless,  its  intro- 
duction into  clinical  practice  has  been 
stormy  and  controversial.  Only  recently, 
after  several  years  of  extravagant  claims, 
subjective  appraisals,  and  conflicting  clinical 
reports,  has  critical  sifting  of  experimental 
and  clinical  data  evoked  a healthy  skepti- 
cism concerning  the  clinical  use  of  this 
hormone. 

Experimental  Basis  for  Clinical  Use 

Abundant  experimental  work  has  shown 
that  relaxin-induced  effects  may  be  pro- 
duced in  mammary  glands,^  uterus,  and 
cervix  and  that  the  function  of  this  hormone 
is  not  related  exclusively  to  the  softening 
of  the  pelvic  ligaments  during  pregnancy.^ 
Steinetz,  Beach,  and  Kroc^  have  presented 
evidence  suggesting  that  relaxin  conditions 
the  response  of  the  pregnant  uterus  to 
oxytocin,  may  be  responsible  for  the  in- 
creasing dilatability  of  the  rat  cervix  with 
advancing  gestation,  and  may  play  a role 
in  placental  detachment.  Relaxin,  estro- 
gen, progestogens,  and  perhaps  other  hor- 

*  The  Cervilaxin  used  in  this  study  was  provided  by 
The  National  Drug  Company,  Philadelphia,  Pennsyl- 
vania, and  the  work  was  supported  in  full  by  a grant- 
in-aid  from  that  company. 


mones  interact  in  altering  uterine  and  cer- 
vical weight,  chemical  composition,  and 
physical  properties.^  It  has  long  been 
known  that  estrogen  priming  is  a pre- 
requisite to  the  optimal  effects  of  relaxin. 
The  exact  functions  of  relaxin,  particularly 
during  the  earlier  phases  of  pregnancy, 
remain  unclear;  but  its  progesterone-spar- 
ing action®’^  and  the  ability  of  this  hormone 
to  inhibit  spontaneous  uterine  motility  in 
vivo  or  in  vitro  in  experimental  animals® 
would  suggest  a role  in  the  maintenance  of 
pregnancy.  The  biologic  action  of  relaxin 
in  softening  the  tissue  of  the  uterine  cervix 
in  the  rat,^  "cow,^^  and  sow^®is  also  pertinent 
as  a possible  basis  for  the  clinical  usefulness  of 
this  hormone.  The  administration  of  re- 
laxin by  injection  induces  a dose-propor- 
tional increase  in  cervical  softening  in 
spayed  pregnant  rats  on  adequate  estrogen- 
progesterone  therapy  and  restores  the  cer- 
vical water  concentration  to  normal  or 
above.  This  hormone  apparently  modifies 
the  existing  connective  tissue  from  a firm 
to  a spongy  consistency  by  causing  extra- 
vasation of  blood  and  depolymerization  of 
the  glycoprotein  ground  substance.  Re- 
cently, Boucek'®  and  his  associates  have  re- 
ported the  effects  of  relaxin  on  the  histology 
and  chemistry  of  sponge-biopsy  connective 
tissue  obtained  from  the  rat  dorsum.  These 
include  changes  in  mast  cells,  collagen, 
water,  and  cholesterol  synthesis. 

Suggested  Clinical  Uses 

The  physiologic  properties  of  relaxin  in 
experimental  animals  suggest  the  use  of  this 
hormone  in  a variety  of  complex  problems 
of  human  reproduction.  Moreover,  safe 
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administration  and  apparent  compatibility 
with  other  drugs  commonly  used  in  obstetric 
practice  have  made  it  feasible  to  explore  the 
clinical  applicability  of  this  hormone  on  a 
broad  scale.  The  action  of  relaxin  as  an 
inhibitor  of  spontaneous  uterine  contractions 
has  suggested  its  use  in  the  treatment  of 
dysmenorrhea and  in  the  prevention  and 
treatment  of  abortion  and  premature 
labor. Paradoxically,  the  ability  of 
relaxin  to  depolymerize  the  ground  sub- 
stance of  connective  tissue  and  soften  the 
pelvic  structures,  including  the  cervix, 
vagina,  and  vulva,  of  certain  experimental 
animals  has  been  applied  obstetrically  to 
produce  relaxation  of  the  rigid  cervix  in  an 
effort  to  shorten  the  anticipated  length  of 
natural  as  well  as  of  stimulated  labor, 

This  physiologic  property  has  suggested  the 
use  of  the  hormone  also  as  an  adjuvant  in 
the  induction  of  labor  at  term,  in  conjunc- 
tion with  oxytocin,^  and  as  a means  of 
testing  labor  before  deciding  on  cesarean 
section  as  the  definitive  method  of  delivery 
in  selected  cases  of  borderline  cephalopelvic 
disproportion.^^  In  this  brief  review  of  the 
theoretic  clinical  uses  of  relaxin  we  shall 
confine  our  remarks  to  some  observations 
concerning  the  value  of  this  hormone  during 
parturition  in  patients  at  term. 

Physiologic  and  Pharmacologic  Consid- 
erations 

The  confusion  that  has  grown  out  of  the 
clinical  trails  of  relaxin  may  be  attributable, 
at  least  in  part,  to  one  basic  misconception, 
namely,  that  any  single  hormone,  admin- 
istered on  a semi-empiric  basis  without 
regard  for  other  constituents  in  an  intricate 
endocrine  system,  is  likely  to  solve  any  partic- 
ular reproductive  abnormality  or  to  bring  the 
hormonal  milieu  into  proper  balance.*  The 
experimental  evidence  of  synergism  between 
relaxin,  progesterone,  and  estrogen,  as  well 
as  the  delay  in  pharmacologic  response  to 
the  administration  of  relaxin,  suggest  that 
there  are  balanced  levels  of  these  hormones 
and  that  the  action  of  relaxin  may  be  in- 


direct.** Moreover,  the  clinician  should 
bear  in  mind  the  fact  that  the  essentiality  of 
this  hormone  to  parturition  in  many  ex- 
perimental animals  does  not  necessarily 
mean  that  it  is  a prerequisite  to  labor  in 
human  beings,  even  though  relaxin  is  found 
in  the  blood  serum  of  pregnant  women.*® 

Undoubtedly,  the  conflicting  reports  con- 
cerning the  clinical  usefulness  of  relaxin 
are  attributable,  in  large  measure,  to  the 
lack  of  standardization  of  extracts  used  by 
different  laboratories.  The  presently  avail- 
able commercial  forms  of  relaxin  are  rela- 
tively pure,  although  none  is  chemically 
homogeneous  because  the  hormone  has 
never  been  isolated  or  characterized  in  a 
pure  form.*®  It  apparently  has  a poly- 
peptide structure  capable  of  forming  dif- 
ferent linkages  and  of  showing  significant 
species  variations.^^'^®-*^  The  bioassay  of 
relaxin  uses  its  ability  to  separate  the  sym- 
physis pubis  of  the  guinea  pig,  but  this 
crude  method  lacks  the  sensitive  end  point 
that  is  required  for  precise  pharmacologic 
investigation. 

Clinical  Considerations 

Marked  softening  is  the  purported  char- 
acteristic of  the  cervical  response  to  re- 
laxin, but  the  drug  will  not  dilate  or  efface 
the  cervix.  To  achieve  this  end,  coordi- 
nated uterine  contractions  are  required; 
and  this  implies  the  need  for  oxytocin, 
either  endogenous  or  exogenous.  The  prop- 
erty of  cervical  softening  is  difficult  to 
evaluate  clinically  in  the  human  being. 
Labor  itself,  various  analgesics,  rupture  of 
the  membranes,  and  oxytocin  frequently 
will  soften  the  cervix  quite  independent  of 
possible  relaxin-induced  effects. 

In  evaluating  the  efficacy  of  relaxin  as 
a means  of  softening  the  cervix  in  antici- 
pation of  a shortened  labor,  it  is  important 
to  keep  in  mind  that,  even  in  susceptible 
animals,  this  propensity  of  the  hormone 
requires  large  doses  and  is  not  attainable 
for  several  days.**  It  is  difficult  to  reconcile 
this  observed  experimental  fact  with  the 
purported  rapid  reaction  time  and  prompt 


January  1,  1961 


91 


NKSHITT  AND  CIRIGUANO 


speeding  of  parturition  attributed  to  this 
hormone  when  it  is  administered  to  human 
beings.  It  is  even  more  difficult  to  under- 
stand how  one  could  anticipate  a predict- 
able response  in  labor  merely  by  improving 
the  consistency  of  the  cervix,  since  the 
latter  factor  is  only  one  of  many  capable 
of  influencing  the  outcome  of  labor.  The 
effectiveness  of  this  physiologic  mechanism 
is  dependent  on  a ho.st  of  interrelated  psy- 
chologic, medical,  endocrinologic,  and  ob- 
stetric factors.  Significant  obstetric  con- 
siderations include  size  and  morphology  of 
the  bony  pelvis,  presentation,  position, 
station  and  size  of  the  fetus,  moldability  of 
the  fetal  head,  and,  particularly,  the  char- 
acter of  the  powers  of  labor.  These  factors 
are  difficult  to  define  and  to  control  in 
statistical  data. 

Since  the  cervix  in  many  patients  with 
dystocia  fails  to  dilate  or  efface  satis- 
factorily, the  assumption  is  often  made, 
particularly  in  recent  years,  that  some  type 
of  cervical  problem  must  be  the  primary 
factor  impeding  the  progress  of  labor. 
On  this  basis,  any  drug  or  procedure  that 
improves  the  consistency  of  the  cervix 
should  promote  effective  labor.  This  con- 
cept is  not  in  keeping,  however,  with  most 
clinical  observations  during  labor,  nor  is  it 
borne  out  by  recent  researches  in  uterine 
physiology.  Ordinarily,  when  mechanical 
obstruction  can  be  excluded,  the  tardy 
dilatation  of  the  cervix  is  the  direct  result 
of  faulty  contraction  patterns  of  the  uterus. 
Frequently,  these  myometrial  dysfunctions 
are  characterized  by  a complete  reversal  of 
gradient,  whereby  the  midzone  of  the  uterus 
contracts  with  equal  or  greater  force  than 
the  fundus  or  by  an  apparent  lack  of  syn- 
chronism in  the  fundus.  This  type  of 
uterine  dy.sfunction  is  particularly  apt  to 
occur  in  the  early  pha.se  of  labor.  One 
should  not  expect  relaxin,  by  merely  soften- 
ing the  cervix,  to  expedite  labor  in  these 
patients  to  any  appreciable  extent.  Only 
rarely,  when  the  cervix  has  been  partially 
amputated,  chronically  infected,  and/or 
i-epealedly  cauterized,  is  rigidity  of  the 


cervix  of  primary  concern. 

It  should  be  borne  in  mind  that  the  term 
dystocia  implies  only  that  a cessation  of 
progress  in  labor  has  occurred;  it  does  not 
infer  a specific  causative  factor.  Although 
subnormal  or  abnormal  uterine  forces  are 
the  most  common  causes  of  dystocia,  it  is 
imperative,  nevertheless,  to  exert  every 
effort  to  exclude  the  possibility  of  abnor- 
malities in  the  size  or  character  of  the  birth 
canal  as  well  as  faulty  presentation  or 
abnormal  development  of  the  fetus.  Every 
type  of  evidence  possible,  including  a sterile 
vaginal  examination  and  x-ray  film  study 
of  the  pelvis  and  fetal  skull,  should  be 
utilized  in  establishing  a definitive  diagnosis. 
Any  aggressive  therapeutic  approach  with- 
out first  establishing  the  precise  cause  of 
the  difficulty  is  likely  to  be  hazardous  to  the 
mother  and  to  the  fetus. 

The  clinician  should  suspect  an  inco- 
ordinated  uterine  contraction  pattern  when 
the  patient  complains  of  pain  which  is 
greatly  in  excess  of  the  severity  of  the  con- 
tractions. If  the  diagnosis  is  established 
by  careful  clinical  evaluation,  appropriate 
sedation,  hydration,  and  an  expectant 
attitude  is  the  preferred  treatment,  at  least 
initially.  Delivery  will  not  occur  until  an 
effective,  coordinated  labor  is  established, 
regardless  of  the  dilatability  of  the  cervix. 
A common  mistake  is  to  try  to  “push” 
labor  in  such  cases  by  administering  oxyto- 
cin alone  or  in  combination  with  relaxin. 
This  method  of  management  can  only  pre- 
dispose the  patient  to  possible  trouble  by 
aggravating  the  uterine  dysrhythmia  and 
interfering  with  fetal  oxygenation.  More- 
over, to  consider  as  an  indication  of  true 
dystocia  the  failure  to  effect  delivery  within 
one  hour  after  relaxin-o.xytocin  infusion^^  is 
unthinkable  in  the  light  of  the  many  com- 
plex factors  that  may  be  imolved  in  this 
obstetric  problem. 

Technics  of  Therapy  and  Current 
Trends 

Apparently,  relaxin  is  purported  to  have  a 
predictable  respon.se  in  .shortening  labor 
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only  when  it  is  administered  to  patients  in 
active  labor,  in  fact,  oxytocin-stimulated 
labor.  Birnberg  and  AbitboP'’  estab- 
lished the  following  criteria  for  the  effec- 
tive use  of  this  hormone:  (1)  75  per  cent 
effacement  of  the  cervix,  (2)  3-cm.  dilata- 
tion of  the  cervix,  (3)  ruptured  membranes, 
and  (4)  regular,  strong  contractions.  Thus, 
it  would  appear  not  only  that  the  patients 
should  be  in  well-established  labor  but  also 
that  it  is  necessary  to  stimulate  the  uterus 
artificially  if  one  is  to  take  full  advantage 
of  the  softened  cervix  in  speeding  parturi- 
tion. We  have  found  it  necessary  to  ex- 
pedite labor  in  only  a small  minority  of 
such  cases,  particularly  if  it  entails  the  use 
of  oxytocin.  In  fact,  one  wonders  if  in- 
tervention of  this  type  is  not  often  meddle- 
some obstetrics  which,  in  some  cases,  sub- 
jects both  the  mother  and  the  fetus  to  a 
number  of  unnecessary  risks. 

We  note  with  considerable  concern  the 
expanded  utilization  of  oxytocin  and  the 
liberal  indications  set  for  its  current  use  in 
clinical  obstetrics.  This  hormone,  admin- 
istered alone  or  in  combination  with  relaxin, 
has  become  a popular  method  for  inducing 
labor  on  an  elective  basis  in  normal  pa- 
tients, of  expediting  slow  labor,  and  even,  in 
selected  cases,  of  testing  labor  in  cases  of 
borderUne  mechanical  dystocia.  Presum- 
ably, the  view  is  widely  held  that  relaxin, 
when  it  is  administered  in  combination  with 
oxytocin,  mitigates  the  hazards  and  liberal- 
izes the  use  of  the  latter  agent.  Time- 
honored  precautionary  measures  and  strict 
therapeutic  indications  that  have  been  set 
for  the  clinical  use  of  oxytocin  stimulation 
are  being  put  aside  at  an  alarming  rate. 

We  note  with  equal  concern  that  many 
investigators  point  with  obvious  pride  and 
enthusiasm  to  the  rapid,  often  precipitous, 
labors  induced  in  their  patients  by  ad- 
ministering intravenously  a combination  of 
relaxin  and  oxytocin.  Birnberg  and  Abit- 
boP^  reported  a shortening  of  the  first  stage 
to  approximately  thirty  minutes  in  mul- 
tiparas and  to  sixty  minutes  in  primigravidas 
following  the  administration  of  a relaxin- 


oxytocin  infusion  to  a series  of  patients  in 
early  labor.  One  might  argue  that  the 
relaxation  of  maternal  soft  parts  minimizes 
the  risk  of  birth  injury  of  the  fetus  in  its 
rapid  transit  through  the  bony  pelvis. 
Nevertheless,  there  can  be  little  doubt 
that  tumultuous  uterine  contractions  may 
interfere  with  placental  circulation  and  the 
proper  oxygenation  of  the  fetal  blood. 
Likewise,  they  may  potentiate  any  pre- 
existing hypoxic  effects  arising  from  other 
causes.  Moreover,  the  complications  of 
uterine  rupture,  placental  abruption,  and 
rupture  of  cord  vessel  are  relatively  un- 
common but  nevertheless  significant  hazards 
of  tumultuous  labor. 

Current  knowledge  concerning  the  etio- 
logic  factors  in  sublethal  components  of 
perinatal  morbidity,  namely,  cerebral  palsy, 
epilepsy,  and  mental  retardation,  has  in- 
criminated even  minor  degrees  of  intra- 
uterine hypoxia  as  a cause  for  concern. 
It  follows  that  a basic  understanding  of 
uterine  physiology,  careful  selection  of  suit- 
able candidates,  and  close  observation  of  the 
patients  are  prerequisites  to  the  safe  adminis- 
tration of  oxytocin,  with  or  without  combined 
relaxin  therapy.  Oxytocin  should  be  used 
only  in  bona  fide  medical  or  obstetric  com- 
plications; and  even  under  these  circum- 
stances one  should  adhere  to  a rigid  set  of 
criteria  and  intervene  actively  only  when 
the  risks  of  further  delay  outweigh  those  of 
aggressive  therapy.  It  is  apparent  that  the 
potential  risks  of  stimulation  by  oxytocin 
are  not  to  be  minimized,  and  that  standard 
precautionary  measures  must  continue  to  be 
rigidly  enforced. 

Objectives  of  Current  Study 

If  artificial  uterine  stimulation  is  restricted 
to  cases  which  meet  the  usually  cited  rigid 
criteria  prescribed  for  its  safe  use,  oxytocin 
will  be  employed  in  the  course  of  labor  in 
only  about  4 per  cent  of  the  cases  managed. 
Thus,  if  relaxin  is  employed  to  expedite 
labor  in  more  than  this  small  minority  of 
cases  treated  with  oxytocin,  it  should  be 
effective  in  augmenting  spontaneous  labor 


January  1,  1961 


9:t 


NESBITT  AND  CIRIGLIANO 


TABLE  I. — Duration  of  Labor  Following  Infusion  of  Relaxin  or  Placebo  According  to  Parity 
AND  Cervical  Dilation  at  Time  of  Administration 


• — Relaxin , . Placebo 

Cervical  Dilation  Number  of  Hours  of  Labor  (Average)  Number  of  Hours  of  Labor  (Average) 
(Time  of  Infusion)  Patients  First  Stage  Second  Stage  Patients  First  Stage  Second  Stage 


Primigravidas 

3 to  4 cm. 

8 

8.2 

> 4 cm. 

6 

6.6 

Multiparas 

3 to  4 cm. 

13 

5.0 

> 4 cm. 

22 

1.4 

Totals 

49 

0.91 

7 

6.5 

0.48 

0.84 

9 

5.2 

1.00 

0.43 

11 

4.8 

0.35 

0.37 

26 

1.8 

0.35 

53 


under  the  influence  only  of  endogenous 
pitocin.  Moreover,  it  should  be  effective 
in  slow  or  inert  labor  occurring  in  patients 
who  are  not  suitable  candidates  for  artifi- 
cial uterine  stimulation.  It  is  in  the  latter 
cases,  particularly,  that  the  clinician  needs 
a safe,  effective  means  of  speeding  parturi- 
tion, thereby  sparing  the  mother  the  risk 
of  possible  abdominal  intervention  and  the 
fetus  the  embarrassment  of  intrauterine 
hypoxia.  Finally,  it  would  be  worth  while 
to  shorten  somewhat  the  period  of  dis- 
comfort and  the  tedious  period  of  waiting 
even  in  normal-term  labor,  if  this  could  be 
achieved  through  the  rather  indiscriminate 
administration  of  a physiologic  agent  that  is 
known  to  be  completely  innocuous  to  both 
the  mother  and  to  the  fetus. 

The  hypothesis  that  the  use  of  relaxin 
may  be  the  method  of  choice  in  achieving 
these  several  desiderata  is  the  basis  for  the 
current  study.  We  have  conducted  in  our 
clinic  a carefully  controlled  study  of  a 
purified  brand  of  relaxin  (Cervilaxin)  in 
an  effort  to  determine  its  effect  on  normal 
term  labor.  This  double-blind  study  was 
designed  specifically  to  test  the  hypothesis 
that  relaxin  softens  the  cervix  and  thereby 
facilitates  delivery  and  shortens  time  in 
unstimulated  labor. 

Material  and  Method 

One  hundred  and  two  presumably  normal 
parturient  women,  who  had  established 
labor  spontaneously,  were  selected  at  ran- 
dom from  the  clinic  population  when  they 
were  admitted  to  the  labor  suite.  The 
consistency,  effacement,  and  dilatation  of 


the  cervix  were  determined  by  sterile 
vaginal  examination  in  each  case.  The 
status  of  the  membranes  did  not  influence 
the  selection  of  cases.  All  patients  were 
examined  by  the  same  investigator  to  rule 
out  differences  in  the  interpretation  of  the 
status  of  the  cervix.  Relaxin  (2  ml.  or 
40  mg.)  or  a placebo  was  administered  in- 
travenously as  soon  as  normal,  strong, 
rhythmic  contractions  were  established  and 
effacement  (approximately  75  per  cent)  and 
dilatation  (3  cm.)  of  the  cervix  were  far 
enough  advanced  to  rule  out  ’prodromal 
labor.  Patients  who  were  admitted  in  a 
more  advanced  stage  of  active  labor  were 
treated  in  a similar  manner.  The  content 
of  the  vial  under  study  was  added  to  an  in- 
fusion of  250  ml.  of  5 per  cent  sterile  dextrose, 
and  the  flow  rate  was  adjusted  to  administer 
the  total  quantity  within  ten  minutes. 
The  progress  of  labor  was  followed  meticu- 
lously by  a single  observer  who  made  the 
necessary  examinations  and  recorded  the 
pertinent  data  without  knowledge  of  the 
specific  contents  of  the  infusion.  The 
over-all  management  of  cases  was  kept  as 
nearly  uniform  as  possible.  In  almost  all 
cases  analgesia  was  obtained  with  Demerol 
hydrochloride,  50  or  75  mg.,  and  Phenergan 
hydrochloride,  25  mg.,  given  intram uscularl}' 
when  the  patients  complained  of  pain. 
The  anesthesia  for  delivery  was  the  same 
as  we  generally  use,  primarily  pudendal 
block  and  nitrous  oxide  and  oxygen  as 
required.  The  incidence  of  forceps  de- 
liveries was  essentially  the  same  in  the  studj' 
and  control  groups,  namely,  about  10  per 
cent. 
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Results 

Table  I shows  the  duration  of  labor  in 
102  normal  parturient  women  at  term  fol- 
lowing the  infusion  of  relaxin  or  a placebo 
according  to  parity  and  cervical  dilatation 
at  the  time  of  administration.  In  the  dosage 
administered  and  under  the  experimental 
conditions  set  for  this  clinical  study  it  can 
be  seen  clearly  that  relaxin  is  not  effective 
in  speeding  parturition  in  patients  at  term, 
regardless  of  parity  or  of  cervical  dilata- 
tion at  the  time  of  administration.  In 
fact,  the  converse  may  be  true.  These 
data  are  at  least  suggestive  that  relaxin 
may  actually  have  an  inhibitory  effect  on 
the  uterus  of  the  primigravida  during  the 
first  stage  of  unstimulated  labor.  We  have 
not  administered  oxytocin  in  conjunction 
with  relaxin  in  these  normal  patients  in 
an  effort  to  test  the  effect  of  this  combina- 
tion on  the  course  of  labor,  nor  would  we 
consider  it  ad\'isable  to  do  so  in  the  absence 
of  specific  obstetric  indications. 

The  study,  as  carried  out,  was  completely 
innocuous  to  the  mothers  and  their  fetuses. 
Xo  side-effects  of  the  hormone  were  noted, 
and  there  were  no  obstetric  complications 
in  this  series.  There  were  no  immediate 
or  delayed  sensitivity  reactions  to  the  ad- 
ministration of  relaxin.  Information  con- 
cerning a possible  immunologic  response  to 
a second  dose  of  relaxin  is  not  ascertainable 
from  this  study,  since  all  patients  received 
single  injections. 

Comments 

This  experience,  as  well  as  the  use  of  re- 
laxin in  selected  cases  of  slow  or  inert  labor, 
has  not  encouraged  us  to  pursue  these  studies 
further.  The  additive  value  of  relaxin 
in  combination  with  oxytocin  is  difficult 
to  evaluate  because  the  response  to  the  latter 
hormone  is  notably  unpredictable.^^  X’ever- 
theless,  we  have  not  been  convinced  that  the 
combination  is  superior  to  oxytocin  alone 
when  oxytocin  is  administered  in  properly 
selected  cases.  A definite  softening  effect 
on  the  cervdx  has  been  described  when 
relaxin  is  administered,  but  the  quantita- 


tion of  this  effect  is  unsatisfactory  in  our 
hands.  Moreover,  we  have  not  been  able 
to  take  advantage  of  this  propensity  of  the 
hormone  to  enhance  greatly  the  effective- 
ness of  medical  induction  of  labor  or  to  make 
delivery  possible  in  certain  patients  with 
cervices  which  examination  had  shown 
would  not  respond  favorably  to  this  agent. 
The  latter  clinical  impressions  are  admit- 
tedly based  on  limited  experience,  but 
others  have  concluded  similarly.*’  ®* 

Clinicians  would  appreciate  a safe  med- 
ication of  this  type  that  would  help  the 
progress  of  labor;  but  it  would  appear,  at 
least  from  these  observations,  that  relaxin 
as  it  was  employed  in  the  present,  study  is 
valueless  for  this  purpose.  This  hormone 
has  demonstrated  nothing  of  clinical  value 
that  justifies  its  continued  use  during  labor. 
Investigative  time  would  be  spent  more 
profitably,  at  least  for  the  present,  in 
exploring  the  fundamental  role  of  relaxin  in 
human  reproduction.  Perhaps,  when  its 
precise  chemical  nature  and  mode  of  action 
are  better  understood  and  a more  sensitive 
end  point  of  bioassay  has  been  achieved, 
the  clinical  usefulness  of  this  hormone  will 
become  clear. 

Summary 

1.  At  least  two  biologic  effects  of  relaxin, 
(Cervilaxin),  namely,  the  inhibition  of  spon- 
taneous uterine  contractions  and  the  sof- 
tening of  the  cervix,  form  the  experimental 
basis  for  the  clinical  trial  of  this  hormone 
in  obstetric  practice. 

2.  Some  of  the  contradictions  concerning 
relaxin  are  explainable  by  the  fact  that 
relatively  impure  commercial  preparations 
have  been  utilized  in  the  past  and  that 
current  bioassay  methods  lack  the  sensitive 
end  point  that  is  required  for  precise  pharma- 
cologic investigations. 

3.  The  essentiality  of  this  hormone  to 
parturition  in  many  mammalian  forms 
does  not  necessarily  mean  that  it  is  a 
prerequisite  to  labor  in  human  beings. 
The  delay  in  pharmacologic  response  to  the 
administration  of  relaxin  and  the  synergism 
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between  relaxin,  progesterone,  and  estrogen, 
suggest  that  there  are  balanced  levels  of 
these  hormones  and  that  the  action  of 
relaxin  may  be  indirect. 

4.  Marked  softening  is  the  purported 
characteristic  cervical  response  to  relaxin, 
but  it  will  not  dilate  or  efface  the  cervix. 
The  consistency  of  the  cervix  is  only  one  of 
many  factors  capable  of  influencing  the 
outcome  of  labor.  Delivery  will  not  occur 
until  an  effective,  coordinated  labor  is 
established,  regardless  of  the  dilatability  of 
the  cervix. 

5.  Relaxin  is  purported  to  have  a 
predictable  response  in  shortening  labor 
only  when  it  is  administered  to  patients 
in  active  labor — in  fact,  pitocin-stimulated 
labor.  The  authors  have  viewed  with 
alarm  the  expanded  utilization  of  oxytocin 
and  the  current  tendency  to  induce  rapid, 
often  precipitous,  labors  by  this  technic 
without  strict  therapeutic  indications. 

6.  The  relaxin-treated  patient  is  not 
immune  to  any  of  the  infrequent  but 
occasionally  serious  accidents  of  oxytocin 
stimulation.  These  risks  are  not  to  be 
minimized,  and  standard  precautionary 
measures  for  such  therapy  as  well  as  le- 
gitimate indications  must  be  rigidly  en- 
forced. 

7.  If  relaxin  is  to  be  employed  to  expedite 
labor  in  more  than  the  small  minority  of 
cases  in  whom  oxytocin  is  strictly  indicated 
(approximately  4 per  cent  of  patients 
managed  in  labor),  it  should  be  effective  in 
augmenting  spontaneous  labor  under  the 
influence  of  only  endogenous  pitocin.  This 
double-blind  study  was  designed  specifically 
to  test  the  hypothesis  that  relaxin  softens 
the  cervix  and  thereby  facilitates  delivery 
and  shortens  time  in  unstimulated  labor. 

8.  In  the  dosage  administered  (2  ml.  or 
40  mg.)  and  under  the  experimental  condi- 
tions set  for  this  clinical  study  (102  normal 
patients  in  active  spontaneous  labor  at 
term),  relaxin  is  not  effective  in  speeding 
parturition,  regardless  of  parity  or  of 
cervical  dilatation  at  the  time  of  admin- 
istration. Cervical  softening  is  noted  clin- 


ically, but  the  quantitation  of  this  effect  is 
un-satisfactory.  In  the  authors’  experience, 
albeit  limited,  this  propensity  of  the  hormone 
did  not  increase  the  predictable  efficacy  of 
oxytocin,  greatly  enhance  the  effectiveness 
of  medical  induction,  or  make  delivery 
possible  in  certain  patients  with  cervices 
which  examination  had  .shown  would  not 
respond  favorably  to  this  agent. 

9.  Relaxin  has  demonstrated  to  us 
nothing  of  clinical  value  that  justifies  its 
continued  use  during  labor.  Until  a sensitive 
bioassay  has  been  achieved  and  its  precise 
chemical  nature  and  mode  of  action  are 
better  understood,  investigative  time  would 
be  spent  more  profitably  in  exploring  the 
fundamental  role  of  this  hormone  in  human 
reproduction. 

Addendum 

Since  this  work  was  submitted  to  the 
publisher  a much  larger  study  on  the  effect 
of  relaxin  on  the  laboring  human  uterus 
has  been  reported  by  Mengert  and  Slate. 
These  authors  concluded  that  Releasin 
utilized  in  1,000  women  in  labor  in  no  way 
affected  the  labors,  as  contrasted  with  those 
of  1,000  women  in  labor  in  a similar  group 
serving  as  controls. 
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Life  Span  of  Multiple  Sclerosis  Victims 


The  life  span  of  persons  afflicted  with  multiple 
sclerosis  may  be  much  longer  than  commonly 
believed,  according  to  Patterns  of  Disease,  a Parke, 
Davis  & Company  publication  for  the  medical 
profession.  In  fact,  some  patients  live  more  than 
sixty  years  after  onset  of  the  disease.  And  about 
half  the  patients  followed  in  one  study  lived  from 


ten  to  thirty  or  more  years  after  onset.  However, 
the  life  span  of  patients  varies  greatly.  In  acute 
cases,  duration  of  life  may  be  only  a few  weeks 
after  onset  of  the  disease.  With  the  great  majority 
of  patients,  though,  progress  of  multiple  sclerosis  is 
gradual.  In  nearly  7 out  of  10  cases,  incapacitation 
does  not  develop  until  the  tenth  year  after  onset. 
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Osteochondrosis  Deformans  Juvenilis  Dorsi* 


ARTHUR  A.  MICHELE,  M.U.,  F.A.C.S.,  BROOKLYN,  NEW  YORK 

(From  the  Department  of  Orthopedic  Surgery,  Flower  and  Fifth  Avenue  Hospitals,  Neio  York  City,  and  the 
United  States  Public  Health  Service  Hospital,  Staten  Island) 


A N AFFECTION  of  the  Spine  which  is  com- 
monly  found  between  the  ages  of  five 
and  ten  years  as  a localized  kyphos  of  the 
dorsolumbar  region,  is  often  accompanied  by 
pain  over  the  site  of  the  kyphos  radiating 
around  the  abdomen,  and  clinically  re- 
sembles tuberculosis  of  the  spine  very 
closely. 

Etiology 

Over  the  years  much  effort  has  been  de- 
voted to  the  etiology  of  osteochondrosis 
deformans  juvenilis  dorsi,  and  with  the  pas- 
sage of  time  it  has  acquired  several  other 
names,  such  as  Scheuermann’s  disease,  ju- 
venile kyphosis,  vertebral  epiphysitis,  dor- 
sum rotundum,  and  juvenile  round  back. 

Scheuermann,  1 writing  in  1921,  believed 
the  condition  to  be  brought  about  by  the 
bulging  disk  herniating  into  the  soft  sub- 
stantia spongiosa.  There  is  a resultant  loss 
of  the  shock-absorbing  action  of  the  disk, 
and  in  weight-bearing  and  bending  the  nor- 
mal process  of  endochondral  os.sification  is 
disturbed.  The  weight-bearing  axis  of  the 
dorsal  spine  is  transferred  anteriorh^,  growth 
is  defective,  and  wedging  ensues. 

SchmorP  states  that  vertebral  epiphysitis 
is  due,  in  part  at  least,  to  nucleus  pulposus 
material  penetrating  through  the  cartilagi- 
nous end-plates  of  the  disks  into  the  .spon- 
giose  substance  of  the  vertebrae  (Schmorl’s 
nodes)  together  with  degenerative  changes  of 
the  annulus,  with  resulting  kyphotic  devi- 
ations of  the  dorsal  spine. 

Creyssel  and  Schnepp,®  reporting  a study 
of  14  adolescent  and  preadolescent  cases, 

♦ Based  on  Scientific  Exhibit,  '‘Iliopsoas  Syn- 
dromes— Development  of  Anomalies  in  Man,”  pre- 
sented at  the  154th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City, 
May  7 to  13.  1960. 


wrote,  “there  is  little  histologic  information, 
because  the  disease  is  benign.  Theories  of 
traumatic  and  inflammatory  origin  ad- 
vanced by  some  authors  cannot  be  sub- 
stantiated.” 

Reviewing  the  x-ray  film  and  clinical  find- 
ings, the  authors  in  this  same  report  were  of 
the  opinion,  “that  in.stead  of  regarding  epi- 
physeal dystrophy  as  a disease  of  the  mar- 
ginal line  it  appears  that  the  initial  process 
should  be  sought  in  the  subjacent  tissue,  i.e., 
the  metaphysis  when  the  central  portions  of 
the  superior  and  inferior  vertebral  surfaces 
are  involved,  and  the  subjacent  ossifying 
cartilage  instead  of  the  marginal  rim. 
Further,  that  vertebral  epiphysitis  is  re- 
lated etiologically  to  disturbances  of  endo- 
chondral ossification  and  should  be  con- 
sidered a simple  osteochondral  dysfunction 
of  undetermined  cause.”  The  conclusion 
was  that  the  lesions  appear  to  result  from 
dystrophy  during  growth,  but  the  cause  of 
the  disturbance  is  not  known. 

Pathogenesis 

The  writer’s'*'®  belief  is  that  the  exciting  or 
initiating  factor  is  the  stress  phenomenon  of 
the  iliopsoas  musculature;  that  the  condi- 
tion is  insidious  and  due  to  a lag  in  the  elon- 
gation of  the  iliopsoas  during  the  spurt  of 
the  rapid  vertical  growth. 

The  anterior  tilt  of  the  pelvis  and  an 
acutely  exaggerated  lumbar  lordo.sis,  par- 
ticularly at  the  lumbosacral  level  where  the 
anterior  disk  is  increased  in  size,  produce  a 
compensatory  exaggerated  dorsal  kyphosis. 
If  the  imbalance  of  the  lumbar  lordosis  is  in 
effect  over  a prolonged  period  of  time,  there 
must  inevitably  be  adaptive  changes  of  the 
dorsal  vertebrae  to  maintain  the  continual 
compensation  that  is  necessarj-  to  keep  the 
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compression  of  the  anterior  portions  of  the 
dorsal  vertebral  bodies,  with  maximum 
stress  exerted  at  the  centrum  of  the  dorsal 
arc.  When  unrelating  pressure  is  trans- 
mitted to  the  epiphyseal  ring,  there  is  dis- 
turbance of  endochondral  ossification. 

Pathology 

There  is  inhibition  of  the  chondrocytes 
caused  by  the  compression  force  (aseptic 
necrosis).  The  epiphyseal  plate  thickens, 
with  impairment  of  the  maturing  cartilage; 
this  (causes  deceleration  in  the  rate  of  growth 
proportional  to  the  distraction  of  the  iliopsoas 
and  the  superincumbent  weight  of  the  in- 
dividual, resulting  in  irregularity  of  the  final 
bone  end-plates.  According  to  Wolff’s  law, 
or  the  law  of  adaptation,  there  is  a lag  in  the 
anterior  longitudinal  growth  of  the  vertebra. 
Following  wedging  of  the  vertebra  the  acute 
curvature  remains  fixed,  owing  to  loss  of  the 
intercartilaginous  disk  which  has  been  re- 
placed in  part  by  fibrous  tissue. 

Clinical  Picture 

The  condition  is  insidious,  occurs  at  the 
age  of  from  five  to  ten  years,  but  is  usually 
noted  at  puberty.  It  has  been  the  writer’s 
experience  that  it  is  often  associated  with 
strenuous  sports  wherein,  it  is  to  be  noted, 
there  is  constant  assault  by  the  iliopsoatic 
force  in  situations  accentuating  the  in- 
dividual’s vulnerability. 

The  patient  complains  of  indefinite  pain 
in  the  mid-  or  lower  thoracic  region,  with  the 
pain  often  radiating  into  the  loins  and  groins 
(the  course  of  the  iliopsoas).  Relief  is  ob- 
tained through  bed  rest. 

A dorsum  rotundum  or  kyphosis  of  the 
mid-  and  lower  thoracic  cage  is  noted.  An 
infantile  t}'^pe  of  curvature  of  the  dorsal 
spine  blends  in  with  that  of  the  upper  lumbar 
and  lower  cervical  spines.  In  the  adolescent 
there  is  anterior  sagging  of  the  shoulders, 
and  the  head  inclines  forward  (Fig.  1). 

Roen  tgeno  grams 

Early  x-ray  film  findings  are  equivocal.  In 


Fig.  1.  Postural  attitude  in  the  late  stages  of  os- 
teochondrosis deformans  juvenilis  dorsi. 

stance  of  the  body  in  its  natural  relationship 
! to  the  center  of  gravity.  The  indirect,  im- 
mense pressure  stress  and  strain  engendered 
by  the  iliopsoas  cause  cephalad  and  caudal 
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Fig.  2.  Scheuermann’s  t3’’pe,  adolescent  kyphosis. 
(4)  Age  ten  years,  narrowing  of  sixth  and  seventh 
thoracic  vertebrae,  notched  deformity  evident 
(k3’’phosis).  {B)  Progressive  change,  age  twelve 
years.  (C)  Advanced  change,  age  fourteen  years. 

the  infantile  type  of  the  condition  (from  five 
to  ten  years)  there  is  no  evidence  of  sec- 
ondary ossification  and  no  calcification  of 
epiphyseal  plaipies,  but  the  upper  and  lower 
edges  of  the  vertebrae  show  abnormalities; 
instead  of  a fine  regular  line  there  is  an  h- 
regular  wavy  line  corresponding  to  a juxta- 
metaphyseal  (ihondrodystrophy  of  the  verte- 
bra, and  if  the  lesions  progress  the  meta- 
physis  itself  is  involved,  appears  widened, 
and  seems  to  jut  out  over  the  diaphyseal 
portion  of  the  vertelira.  Anterior  sinking 
may  then  appear,  and  healing  will  be  slow, 
with  dense  shadows  indicating  the  deformi- 
ties. The  adolescent  type  corresponds  to  the 
classic  description,  with  epiphyseal  plaques 
on  the  upper  and  lower  edges  and  areas  of 
secondary  ossification  (Fig.  2).  Sometimes 
osteochondrosis  attacks  a young  adult  at 
the  end  of  growth,  at  about  twenty  years; 
then  only  the  areas  of  secondary  ossification 
are  affected. 

Treatment 

Empirically,  one  would  attempt  to  elimi- 
nate the  pressure  at  the  anterior  borders  of 
the  epiphyseal  growth  plate,  .so  that  a 
greater  degree  of  uniformity  of  anterior  and 
posterior  longitudinal  growth  of  the  vertebra 
might  ensue.  This  of  cour.se  would  be 
considered  rational  treatment.  However, 


unless  the  initiating  force,  that  is,  the 
iliopsoas,  is  released  and  the  effects  of  pres- 
sure stress  and  tension  are  thus  eliminated, 
the  only  result  of  treatment  directed  toward 
the  end  result  may  be  the  elimination  of 
pain  factors.  Rarely  are  the  nature  and 
extent  of  the  curvature  influenced  by  bracing 
or  hyperflexion  casting.  In  view  of  the 
pathologic  picture,  treatment  focused  solely 
on  the  dorsal  spine  has  little  to  offer  in 
changing  the  wedge  appearance  of  the 
vertebrae. 

One  must  consider,  therefore,  the  basic 
source  of  the  pathologic  condition,  the  lower 
back,  to  which  the  dorsal  kyphosis  has 
adapted  itself  in  obedience  to  the  aforemen- 
tioned continual  compensation  with  respect 
to  the  line  of  gravity.  Brisement  through 
graduated  stretching  exercises  of  the  iliop- 
soas, or  if  necessary  release  of  the  tense  fixa- 
tion of  the  distal  iliopsoatic  pole,  should  be 
carried  out  in  conjunction  with  or  prelimi- 
nary to  an  attempt  to  extend  the  dorsal 
spine.  The  poor  posture  or  exaggerated 
lordosis  may  be  ameliorated  by  various 
methods  of  iliopsoatic  elongation  and  ap- 
propriate exercises,  relieving  in  turn  the 
stress  effect  on  the  dorsal  vertebrae. 

If  treatment  is  instituted  early  in  the 
malady,  before  adaptive  changes  of  the 
vertebrae  o(;cur,  there  is  a reasonable  ex- 
pectancy of  reversing  the  anterior  wedging. 
Once  adaptive  secondary  changes  have  taken 
place  at  the  spine  and  thorax,  treatment  of 
either  the  iliopsoas  structure  or  the  dorsal 
spine  is  futile.  Later  changes  are  best  left 
alone,  and  when  there  is  ossification  with 
fusion  onto  the  bodies,  attempted  correction 
is  useless.  If  the  individual  has  com- 
pensated to  correlate  his  kyphosis  and  the 
line  of  gravity  and  is  asymptomatic,  there 
are  no  recommendations  for  treatment. 

Conclusion 

The  author  presents  a kinesiologic  and 
anthropologic  expression  as  to  the  etiology  of 
osteochondrosis  deformans  juvenilis  dorsi, 
with  a rationale  of  treatment  based  on  this 
concept. 
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purely  experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and 
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Demonstration  of  Superior  ''Specific'  Prophylactic 
Effect  of  Scopolamine  on  Postanesthetic  Emesis 
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ANTHONA',  M.D.,  AND  JOSEPH  KATZ,  M.D.,  BROOKLYN,  NEW  YORK 

(From  the  Departments  of  Anesthesiolog,y,  Cumberland,  Adelphi,  Unity  and  Brooklyn  Women's  Hospitals) 


^ I ^HE  literature  is  replete  with  claims  of 
antiemetic  potency  for  a large  number  of 
drugs,  usually  of  the  two  varieties  loosely 
termed  antihistamines  and  ataractic  drugs. 
The  vast  majority  of  studies  have  not  satis- 
fied our  critical  appraisal  because  of  one  or 
more  of  the  following  defects: 

1.  The  omission  of  a control  drug,  such  as 
pentobarbital  sodium,  to  permit  evaluation 
of  an  antiemetic  effect  nonspecifically  related 
to  the  hypnotic  property  of  many  anti- 
histamines and  phenothiazines,  claimed  to  be 
specific  antiemetics.* 

2.  The  use  of  widely  heterogeneous  groups 
of  patients  with  great  diversity  of  age,  weight, 
site  of  operation,  duration,  type  and  technic 
of  anesthesia,  and  many  more  variables  re- 
lated to  postoperative  emesis.  The  valid 
statistical  comparability  of  crude  groups 
influenced  by  a multitude  of  factors  is  im- 
probable even  when  the  patients  number 
several  thousand. 

3.  The  inclusion  of  nausea  as  a parameter 
in  the  study  of  emesis.  Nausea  is  a subjective 
experience  requiring  a double-blind  method  of 
investigation  which  could  contribute  nothing 
more  than  the  simple  observation  of  retching 
and  vomiting  would  demonstrate.  Nausea 
may  be  a misleading  parameter,  since  it  is 
primarily  related  to  a portion  of  the  brain 
not  affected  by  “specific”  antiemetic  drugs 
which  act  primarily  on  the  labyrinth,  cere- 
bellum, chemoreceptive  trigger  zone,  or 
vomiting  center.  Nausea  can  occur  without 
emesis  and  vice  versa.  Scopolamine  and 
promethazine  significantly  diminish  the  in- 

Presented  at  the  154th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  Section  on  Anesthesiology,  May  10,  1960.  The 
initial  data  and  results  formed  a scientific  exhibit, 
which  won  honorable  mention  in  the  Section  on 
Anesthesiology  of  the  American  Medical  Association 
Convention,  Atlantic  City,  June,  1959. 


cidence  of  vomiting  but  not  of  nausea  induced 
by  apomorphine.**-^ 

4.  The  failure  to  consider  the  unsuspected 
contribution  to  antiemesis  by  scopolamine  in 
the  premedication  of  groups  studied  for  the 
prophylactic  value  of  other  drugs. 

The  purpose  of  our  study  was  to  determine 
the  influence  of  drugs  employed  by  an- 
esthesiologists on  the  incidence  of  retching 
and  vomiting  in  a test  population,  as  ho- 
mogeneous as  possible,  under  circumstances 
containing  the  minimum  of  emetogenic  and 
antiemetic  factors  other  than  those  being 
investigated. 

Procedure 

The  subjects  were  a consecutive  series  of 
females,  eighteen  to  sixty  years  of  age,  weigh- 
ing 100  to  150  pounds,  in  good  general  condi- 
tion, and  without  recent  feeding.  They  were 
patients  for  elective  uterine  curettage,  with 
or  without  cervical  dilatation,  under  very 
light  cyclopropane  anesthesia  (without  as- 
sisted respiration  to  avoid  gastric  inflation) 
for  fifteen  to  thirty  minutes.  Patients  with 
an  abnormal  test  cough  response  indicative 
of  bronchitis  were  not  included,  since  retch- 
ing or  vomiting  is  facilitated  by  coughing, 
which  may  be  induced  by  excessive  irrita- 
bility or  secretions  in  the  respiratory  tract. 

Retching,  even  only  once,  was  considered 
significant  and  was  equated  with  vomiting; 
we  disregarded  the  volume  of  gastric  con- 
tents raised.  The  number  of  retching  or 
vomiting  episodes  was  not  counted  to 
avoid  undue  weighting  of  results  by  the 
accidental  inclusion  of  an  unusually  sensi- 
tive patient  who  might  retch  or  vomit  a 
great  many  times. 
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We  recorded  observations  during  the 
patients’  emergence  from  anesthesia  and  dur- 
ing the  first  hour  in  the  recovery  ward,  before 
the  incidence  of  emesis  could  be  influenced 
significantly  by  postoperative  pain,  narcotics, 
upright  changes  in  body  position,  gastric 
intake,  emotional  and  psychologic  factors 
associated  with  full  consciousness,  or  visitors. 

We  also  recorded  the  arterial  hypoten- 
sion and  respiratory  depression  during  and 
after  anesthesia  and  the  degree  of  drowsiness 
at  the  end  of  the  first  hour  after  anesthesia. 
Hypotension  was  regarded  as  significant 
when  systolic  blood  pressure  fell  20  per  cent 
or  more  below  the  preanesthetic  level. 
Respiratory  depression  was  diagnosed  when 
the  rate  fell  to  12  or  less  per  minute. 

An  oropharyngeal  airway  was  inserted 
only  when  it  was  necessary;  it  was  removed 
as  soon  as  anesthesia  was  discontinued  to 
permit  recovery  without  the  pharyngeal 
stimulation  of  retching.  Pharyngeal  suc- 
tion was  avoided  for  the  same  reason.  The 
intravenous  administration  of  an  ergot  drug 
was  avoided  because  of  its  emetogenic  in- 
fluence. When  an  oxytocic  agent  was  re- 
quired, oxytocin  administered  by  vein  or  an 
ergot  drug  administered  by  subcutaneous 
injection  was  employed  because  our  pre- 
liminary trials  had  found  these  agents  not 
to  be  emetogenic. 

Emetogenic  stimulation  by  a medium  or 
large  adult-size  oropharyngeal  airway  or  by 
intravenous  ergotamine,  ergonovine,  or 
methylergonovine  was  employed  deliberately 
in  some  patients  to  test  the  value  of  scopol- 
amine and  certain  of  the  antiemetic  agents 
in  preventing  emesis  caused  by  a pharyngeal 
tactile  stimulus  and  by  intravenous  ergot. 
We  evaluated  scopolamine  also  in  prophy- 
laxis of  morphine-induced  emesis  after  meas- 
uring and  comparing  the  emetic  tendencies 
of  seven  narcotics. 

Control  and  drug-tested  patients  were 
chosen  at  random  by  only  one  of  us  (B.A.G.) 
who  spread  the  conduct  of  any  one  of  the 
drugs  tested  among  the  several  anesthesi- 
ologists briefed  for  this  study  and  over  many 
months  while  other  drugs  were  studied 


simultaneously. 

The  only  uncontrollable  factor  that  we 
recognized  was  labyrinthine  stimulation  by  a 
horizontal  motion  of  the  head  during  re- 
covery. It  was  undoubtedly  present  in  all 
patients,  but  its  extent  or  frequency  could 
not  be  standardized  by  interference  with  the 
patient’s  rotation  of  her  head. 

All  patients,  except  those  tested  with 
scopolamine  hydrobromide,  received  atro- 
pine sulfate  0.4  mg.  by  subcutaneous  injec- 
tion forty-five  to  ninety  minutes  before  the 
induction  of  anesthesia.  The  gases  were 
administered  without  compression  of  the 
rebreathing  bag  through  a closed  circuit  with 
circle  absorption  of  carbon  dioxide.  The 
need  for  assisted  respiration  disqualified  a 
patient  from  this  study  except  when  the  test 
drug  was  a narcotic.  Scopolamine,  when 
substituted  for  atropine,  also  was  injected 
subcutaneously  forty-five  to  ninety  minutes 
before  anesthesia. 

All  drugs  tested  for  an  antiemetic  effect 
were  slowly  injected  intravenously  five  to 
twenty  minutes  before  the  start  of  anesthesia, 
except  atropine  and  scopolamine,  which 
were  administered  as  stated  previously,  and 
pentobarbital  sodium  which  was  given  to 
two  groups  of  patients  in  a 100-mg.  oral  dose 
two  hours  before  anesthesia.  Pentobarbital 
sodium  in  other  test  groups  was  injected 
intravenously.  In  certain  groups  vomiting 
was  aggravated  by  0.2  mg.  ergotamine 
tartrate,  ergonovine  maleate,  or  methylergo- 
novine maleate  injected  intravenously  five 
minutes  before  the  end  of  anesthetic  admin- 
istration. 

Anesthesia  was  terminated  abruptly  by 
the  removal  of  the  face  mask.  Sudden  re- 
covery from  anesthesia  augments  the  in- 
cidence of  emesis,  permitting  relatively  small 
groups  of  patients  to  show  statistical  signifi- 
cance. 

Patients  were  not  removed  from  the 
operating  table  until  oral  reflexes  had  re- 
turned. Frequently  patients  were  respon- 
sive to  questions  and  were  able  to  move 
themselves  to  a stretcher. 

A blank  placebo  or  double-blind  method 
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TABLE  I. — Characteristics  of  Control  and  Antiemetic  Drug  Groups 


Drug  Group 

Amount 
of  Drug 
(Mg.) 

Number 
of  Cases 

Atropine  control 

0.4 

39 

Atropine-diphenhydramine  hydrochloride 

50 

10 

Atropine-diphenhydramine  hydrochloride 

100 

23 

Atropine-chlorprothixene 

10 

22 

Atropine-prochlorperazine  dimaleate 

10 

20 

Atropine-dimenhydrinate 

50 

21 

Atropine-dimenhydrinate 

100 

18 

Atropine-cyclizine 

50 

29 

Atropine-pipamizine 

5 

13 

Atropine-mepazine 

50 

17 

Atropine-pentobarbital 

50 

26 

Atropine-pentobarbital 

100 

35 

Atropine-promethazine 

25 

20 

Atropine-promethazine 

50 

20 

Atropine-promazine  hydrochloride 

25 

20 

Atropine-thiopental  sodium 

Eyelash  reflex  t 
dose 

30 

Atropine-chlorpromazine 

10 

12 

Atropine-chlorpromazine 

25 

11 

Atropine-trimethobenzamide  hydrochloride 

200 

16 

Atropine-perphenazine 

5 

22 

Atropine-triflupromazine 

10 

19 

Atropine-hydroxyzine  pamoate 

50 

28 

Scopolamine 

0.4 

45 

Scopolamine 

0.6 

42 

Scopolamine 

0.8 

21 

Scopolamine  (0.4  mg.)-pentobarbital 

50 

16 

Scopolamine  (0.4  mg.)-pentobarbital  (oral  two  hours  preopera- 
tively) 

100 

23 

Scopolamine  (0.4  mg.)-pentobarbital  100  mg.  (oral  two  hours  pre- 
operativelyj-thiopental  sodium 

Eyelash  reflex  f 
dose 

24 

Scopolamine  (0.4  mg.)-promethazine 

50 

8 

Scopolamine  (0.4  mg.)-thiopental  sodium 

Eyelash  reflex  f 
dose 

10 

Scopolamine  (0.4  mg.)-chlorpromazine 

10 

14 

* This  table  does  not  include  groups  subjected  to  emetogenic  stimulation  by  ergot  drugs  or  oropharj  ngeal 
airway. 

t Eyelash  reflex  dose  is  the  amount  of  thiopental  sodium  required  only  to  abolish  the  eyelash  reflex. 


was  unnecessary  because  patients  were  un- 
aware of  the  study  and  the  drugs  given  and 
because  observers  were  recording  simple  ob- 
jective data,  namely,  retching,  vomiting, 
and  state  of  consciousness.  Drowsiness  was 
defined  as  marked  in  the  patient  uncoor- 
dinately  sleepy  when  questioned  sixty 
minutes  after  operation.  Mild  drowsiness 
meant  a coordinate  but  sleepy  response.  In 
an  alert  patient  any  trace  of  drowsiness  was 
absent,  even  without  vocal  stimulation. 

An  active  control,  in  contrast  with  an 
inactive  or  placebo  control,  was  necessary 
and  was  employed.  It  permitted  the  mensu- 
ration and  comparison  of  antiemetic  effects 
nonspecifically  due  to  simple  sedation.  In- 
travenous pentobarbital  sodium  50  mg., 
pentobarbital  sodium  100  mg.,  and  thio- 


pental sodium  induction  only  to  the  loss 
of  the  eyelash  reflex  (median  dose  5 mg.  per 
kilogram)  served  to  provide  three  active 
control  groups. 

The  equipotency  of  doses  was  based  on 
findings  in  the  literature  and  on  our  experi- 
ence. With  some  drugs  two  different  doses 
were  tried  for  reasons  which  will  be  described 
later. 

Results 

The  mean  age  of  patients  in  each  drug  group 
ranged  from  thirty-three  to  forty  years 
among  the  groups.  Mean  weights  ranged 
from  127  to  136  pounds,  and  mean  durations 
of  anesthesia  ranged  from  nineteen  to  twenty- 
three  minutes.  The  corresponding  stand- 
ard deviations,  standard  errors,  and  “t” 
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PROPHYLACTIC  EFFECT  OF  SCOPOLAMINE  ON  POST  ANESTHETIC  EMESIS 


TABLE  II. — Incidence  of  Emesis  due  to  Emergence  from  Cyclopropane  Anesthesia  (arranged 

IN  ASCENDING  ORDER) 


Group  Drug  (Mg.) 

Per  Cent 

X* 

Probability 
(Per  Cent) 

Scopolamine-pentobarbital  100  (oral)-thiopental. 

0 

34.8 

<0.1 

eyelash  reflex  dose 

Scopolamine-chlorpromazine  10 

0 

22.3 

<0.1 

Scopolamine-promethazine  50 

0 

13.2 

<0.1 

Atropine-promethazine  50 

5 

26.3 

<0.1 

Scopolamine-thiopental  sodium,  eyelash  reflex 

9 

15.3 

<0.1 

dose 

Scopolamine-pentobarbital  100  (oral) 

13 

23.2 

<0.1 

Scopolamine-pentobarbital  50 

13 

16.4 

<0.1 

Atropine-diphenhj^dramine  hydrochloride  100 

17 

28.1 

<0.1 

Atropine-chlorpromazine  25 

18 

12 

<0.1 

Atropine-promethazine  25 

20 

16.7 

<0  1 

Atropine-thiopental,  eyelash  reflex  dose 

20 

9 

<1 

Scopolamine  0 . 6 

21 

25 

<0.1 

Scopolamine  0 . 8 

24 

15.4 

<0.1 

Atropine-triflupromazine  10 

26 

13.3 

<0.1 

Atropine-pentobarbital  100 

33 

11.2 

<0.1 

Atropine-dimenhydrinate  100 

33 

8.7 

<1 

Atropine-cyclizine  50 

34 

4.6 

<5 

Atropine-chlorprothixene  10 

36 

9.7 

<1 

Scopolamine  0 . 4 

38 

13.1 

<0.1 

Atropine-promazine  hydrochloride  25 

45 

5.2 

<5 

Atropine-chlorpromazine  10 

50 

Not  significant 

Atropine-diphenhydramine  hj^drochloride  50 

50 

Not  significant 

Atropine-pentobarbital  50 

52 

Not  significant 

Atropine-perphenazine  5 

59 

Not  significant 

Atropine-mepazine  50 

59 

Not  significant 

Atropine-prochlorperazine  dimaleate  10 

60 

Not  significant 

Atropine-dimenhydrinate  50 

63 

Not  significant 

Atropine-hydroxyzine  pamoate  50 

64 

Not  significant 

Atropine-pipamizine  5 

77 

Not  significant 

Atropine  control 

79 

Atropine-trimethobenzamide  hydrochloride  200 

88 

Not  significant 

Incidence  in  each  group  is  compared  statistically  wdth  that  in  the  atropine  control  group. 

Probability  of  1 per  cent  or  less  indicates  a highly  significant  result,  very  probably  more  than  chance. 

Probability  of  5 per  cent  indicates  a significant  result,  probably  more  than  chance. 

Not  significant  represents  probability  greater  than  5 per  cent  (x*  less  than  3.84)  indicating  the  absence 
of  proof  of  more  than  chance  occurrence. 

X^  calculations  include  Yates’  “correction  for  continuity”  applicable  to  small  groups. 

Eyelash  reflex  dose  is  the  amount  of  thiopental  sodium  required  only  to  abolish  the  eyelash  reflex. 

Atropine  and  scopolamine  were  always  administered  subcutaneously  forty-five  to  ninety  minutes  before 
anesthesia.  The  dose  of  atropine  and  scopolamine  always  was  0.4  mg.,  except  when  higher  doses  of  scopol- 
amine were  tested  and  designated  above. 


ratios  demonstrated  that  the  groups  were 
equally  homogeneous  and  reliably  compa- 
rable in  age,  weight,  and  duration  of  an- 
esthesia. These  statistical  details  have  been 
omitted  from  the  tables  to  facilitate  their 
presentation. 

Table  I lists  the  drugs,  dosages,  and  num- 
bers of  patients  in  the  control  groups  and 
the  patients  who  were  given  antiemetic 
drugs  who  were  permitted  to  recover  from 
anesthesia  without  stimulation  by  an  oro- 
pharyngeal airway  or  an  intravenous  ergot. 
These  groups  are  rearranged  to  show  the 
absolute  and  relative  prophylactic  values  ot 


the  test  drugs  against  emesis  during  emer- 
gence from  anesthesia  (Table  II)  and  the 
first  hour  of  recovery  (Table  III). 

Proof  of  Validity  of  Method  as  a 
Measure  of  Emetic  and  Antiemetic 
Factors.® — The  sensitivity  of  our  method  of 
study  in  revealing  emetogenic  stimuli  that 
caused  vomiting  during  the  emergence  (V*) 
from  anesthesia  and  the  first  hour  of  re- 
covery (Vhr)  is  indicated  first,  by  the  high 
frequencies  of  retching  and/or  vomiting  in 
the  Atropine  Control  group  (Table  II)  and 
in  the  groups  tested  with  narcotics  (Table  IV) 
and  second,  by  the  significant  and  con.sistent 
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TABLE  III.* — Incidence  of  Emesis  During  First  Hour  After  Cycloprof.we  Anesthesia  (arranged 

IN  ASCENDING  ORDER) 


. j 

Group  Drug  (Mg.) 

Per  Cent 

X' 

Probabilitj' 
(Per  Cent) 

Atropine-promethazine  50 

0 

7.4 

<1.0 

Atropine-triflupromazine  10 

0 

6.8 

<1.0 

Scopolamine  (0 . 4 mg.)-pentobarbital  sodium  100 

0 

8.6 

<1.0 

(oral)  thiopental  sodium,  eyelash  reflex  dose 

Scopolamine  (0.4  mg.)-chlorpromazine  10 

0 

5.8 

<5.0 

Scopolamine  (0.4  mg.)-pentobarbital  sodium  50 

6 

4.1 

<5.0 

Scopolamine  0 . 4 

7 

8.6 

<1.0 

Atropine-cyciizine  50 

7 

5.9 

<5.0 

Atropine-diphenhydramine  hydrochloride  50 

9 

3.9 

5.0 

Atropine-chlorpromazine  25 

9 

Not  significant 

Atropine-chlorpromazine  10 

9 

Not  significant 

Scopolamine  0 . 6 

10 

6.1 

<5.0 

Atropine-promazine  hydrochloride  25 

10 

Not  significant 

Atropine-diphenhydramine  hydrochloride  50 

10 

Not  significant 

Atropine-dimenhydrinate  50 

11 

Not  significant 

Scopolamine  (0.4  mg.)-promethazine  50 

13 

Not  significant 

Scopolamine  (0 . 4 mg.)-thiopental,  eyelash  reflex 

14 

Not  significant 

dose 

Atropine-promethazine  25 

15 

Not  significant 

Atropine-prochlorperazine  dimaleate  10 

15 

Not  significant 

Scopolamine  (0.4  mg.)-pentobarbital  sodium  100 

16 

Not  significant 

(oral) 

Atropine-dimenhydrinate  100 

17 

Not  significant 

Atropine-pipamizine  5 

17 

Not  significant 

Atropine-mepazine  50 

18 

Not  significant 

Atropine-pentobarbital  100 

18 

Not  significant 

Atropine-trimetbobenzamide  hydrochloride  200 

19 

Not  significant 

Scopolamine  0 . 8 

20 

Not  significant 

Atropine-thiopental  sodium,  eyelash  reflex  dose 

23 

Not  significant 

Atropine-perphenazine  5 

25 

Not  significant 

Atropine-chlorprothixene  10 

27 

Not  significant 

Atropine-pentobarbital  sodium  50 

29 

Not  significant 

Atropine-hydroxyzine  pamoate  50 

32 

Not  significant 

Atropine  0 . 4 (control) 

35 

* See  footnotes  of  Table  II. 


increments  in  incidence  of  emesis  induced 
deliberately  with  intravenous  ergot  (Table 
V)  and  an  oropharyngeal  airway  (Table  VI). 

Sensitivity  in  demonstrating  the  anti- 
emetic  potency  of  drugs  is  evident  from  the 
consistently  downward  trend  of  the  in- 
cidence of  emesis  in  Tables  II  and  III  in  rela- 
tion to  an  increase  in  dosage  of  pentobarbital 
sodium  from  50  mg.  to  100  mg.,  of  prometha- 
zine (Phenergan)  from  25  mg.  to  50  mg., 
of  diphenhydramine  hydrochloride  (Bena- 
dryl) from  50  mg.  to  100  mg.,  of  dimen- 
hydrinate  (Dramamine)  from  50  to  100  mg., 
and  of  chlorpromazine  (Thorazine)  from  10 
to  25  mg. 

The  high  order  of  sensitivity  permitted 
statistically  valid  use  of  small  numbers  of 
patients  in  most  of  the  test  groups  and  facili- 
tated the  testing  of  a broad  spectrum  of 


drugs  and  drug  combinations. 

Prophylactic  Value  of  Scopolamine 
IN  Emesis  due  to  Emergence  and  Recov- 
ery FROM  Cyclopropane  Anesthesia. — In 
order  of  antiemetic  effectiveness  during 
emergence,  as  listed  in  Table  II,  the  drugs 
and  intravenous  dosages  with  statistically 
significant  effects  in  patients  premedicated 
with  atropine  were:  promethazine  50  mg., 
diphenhydramine  hydrochloride  100  mg., 
chlorpromazine  25  mg.,  promethazine  25 
mg.,  induction  dose  of  thiopental,  tri- 
flupromazine  (Vesprin)  10  mg.,  pento- 
barbital sodium  100  mg.,  dimenhydrinate 
100  mg.,  cyclizine  (Marezine)  50  mg., 
chlorprothixene  10  mg.,  and  promazine 
(Sparine)  25  mg.  Scopolamine  hydrobromide 
0.4  mg.  was  as  effective  or  better  than  all 
the  atropine  drug  groups  except  prometha- 
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TABLE  IV. — D.\ta  of  Groups  Tested  with  a Xarcotic  as  E.metogenic  Stimulus 


Drug  Group 

Mg. 

Number 

of 

Case.® 

Vomit- 
ing on 
Emer- 
gence 
(Per 
Cent) 

Vomit- 

ing 

During 

First 

Hour 

(Per 

Cent) 

Alert 

.After 

First 

Hour 

(Per 

(jent) 

Drowsiness  After 
First  Hour 
Mild  Marked 
(Per  (Per 

(jent)  Cent) 

Side-Effects 

Levorphaii  tartrate 

1 

20 

80 

50 

55 

40 

5 

Respiratory  depres- 
sion in  5 per  cent 

-Methadone  hydro- 
chloride 

5 

20 

70 

60 

40 

50 

10 

Apnea  in  15  per  cent 
for  three  to  six 
minutes 

.Morphine 

5 

20 

70 

60 

47 

42 

11 

None 

Meperidine  hydro- 
chloride 

50 

21 

62 

29 

57 

29 

14 

None 

( Ixymorphone 

0.75 

20 

55 

60 

60 

47 

5 

Apnea  in  10  per  cent 
for  three  to  five 
minutes,  respira- 
tory depression  in 
5 per  cent 

.\nileridine  hydro- 
chloride 

20 

25 

52 

52 

84 

12 

4 

.Apnea  in  64  per  cent 
for  two  to  six 
minutes,  respira- 
tory depression  in 
4 per  cent 

.Alphaprodine  hydro- 
chloride 

:{() 

19 

44 

37 

47 

47 

6 

.Apnea  in  32  per  cent 
for  Hve  1.0  ten 
minutes,  respira- 
tory depression  in 
16  per  cent 

Scopolamine  (0.4 
mg.)-morphine 

5 

18 

22 

0 

18 

59 

23 

.Apnea  in  6 per  cent 
for  two  minutes, 
respiratory  de- 
pression in  6 per 
cent 

Scopolamine 

0.4 

45 

38 

7 

73 

22 

5 

None 

Atropine 

0.4 

39 

79 

35 

90 

10 

0 

None 

Atropine  0.4  mg.  was  subcutaneously  injected  forty-five  to  ninety  minutes  before  anesthesia  in  all  patients 
except  those  who  received  scopolamine. 

Narcotics  were  injected  intravenously  in  one  to  three  minutes  and  preceded  cyclopropane  anesthesia  by 
five  to  twenty  minutes. 

Statistically  significant  differences  are  stated  in  the  text. 


I zine  50  mg.  Only  the  latter  showed  statis- 
tically significant  improvement  (X^  = 5.81, 
p < 5 per  cent).  Scopolamine  0.(3  mg.  was  as 
good  or  better  than  all  tested  antiemetic 
drugs.  The  difference  between  the  pro- 
methazine 50  mg.  and  the  scopolamine  0.6 
mg.  groups  was  not  significant. 

In  antiemetic  effectiveness  during  the  first 
hour  of  recovery  (Table  III)  scopolamine 
0.4  mg.  was  as  effective  or  better  than  all 
antiemetic  drugs  tested  in  patients  pre- 
medicated with  atropine.  There  was  no 
statistical  significance  in  the  difference  be- 
tween the  effects  of  scopolamine  0.4  mg.  and 
triflupromazine  10  mg.  or  promethazine  50 
mg.  Scopolamine  0.6  and  0.8  mg.  were  not 
significantly  more  protective  than  0.4  mg. 


Scopolamine  0.4  mg.  with  chlorpromazine 
10  mg.  or  pentobarbital  sodium  50  mg.  was 
more  effective  than  chlorpromazine  25  mg. 
or  pentobarbital  sodium  100  mg.  with 
atropine. 

Scopolamine  0.4  mg.  so  potentiated  the 
effect  of  oral  pentobarbital  sodium  100  mg. 
that  no  statistically  significant  difference 
existed  between  its  antiemetic  protection 
during  emergence  and  that  obtained  with  any 
antiemetic  drug  in  patients  premedicated 
with  atropine. 

The  antiemetic  value  of  thiopental  sodium 
was  evident  in  any  group  in  which  it  was 
used,  especially  when  the  patient  had  re- 
ceived scopolamine.  The  commonly  recom- 
mended combination  of  subcutaneous  scopol- 
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TABLE  V. — Data  of  Groups  Tested  with  Ergot  Drugs  as  Emetogenic  Stimulus 


Drug  Group 

Mg. 

Number 

of 

Cases 

Vomit- 
ing on 
Emer- 
gence 
(Per 
Cent) 

Vomit- 

ing 

During 

First 

Hour 

(Per 

Cent) 

Alert 

After 

First 

Hour 

(Per 

Cent) 

Drowsiness  After 
First  Hour 
Mild  Marked 
(Per  (Per 

Cent)  Cent) 

Ergot-atropine 

0.4 

12 

92 

67 

87 

13 

0 

Atropine 

0.4 

39 

79 

35* 

90 

10 

0 

Ergot-atropine-pentobarbital  sodium 

50 

44 

93 

50 

67 

33 

0 

Atropine-pentobarbital  sodium 

50 

21 

52* 

29 

55 

45 

0 

Ergot-atropine-chlorpromazine 

25 

15 

67 

29 

40 

60 

0 

Atropine-chlorpromazine 

25 

11 

18t 

10 

25 

50 

25 

Ergot-scopolamine 

0.4 

21 

52 

10 

52 

24 

24 

Scopolamine 

0.4 

45 

38 

7 

73 

22 

5 

Ergot-scopolamine 

0.6 

9 

33 

22 

67 

11 

22 

Scopolamine 

0.6 

42 

21 

10 

38 

45 

17 

Ergot — above  four  groups  combined 

101 

75 

38 

62 

Nonergot — above  four  groups  com- 

158 

44* 

17* 

61 

Ergot-atropine 

0.4 

12 

92 

67 

87 

13 

0 

Ergot-scopolamine 

0.4 

21 

52** 

10* 

52 

24 

24 

Ergot-atropine 

0.4 

12 

92 

67 

87 

13 

0 

Ergot-scopolamine 

0.6 

9 

33** 

22 1 

67 

11 

22 

Ergot-atropine 

0.4 

12 

92 

67 

87 

13 

0 

Ergot-scopolamine 

0.4 

30 

47 1 

29* 

57 

20 

23 

Ergot-scopolamine 

0.6 

Atropine  dose  was  alwa3’^s  0.4  mg.  Ergot  was  given  as  ergotamine  tartrate,  ergonovine  maleate,  or 
methylergonovine  maleate,  0.2  mg.  intravenously,  five  minutes  before  the  end  of  anesthesia. 

Statistical  significances  relate  to  the  groups  in  each  pair. 

‘Indicates  very  high  significance,  P < 0.1  per  cent;  f significant,  P < 5 per  cent;  **  P almost  5 per 
cent  (x*  = 3.66). 

All  other  differences  not  statistically  significant. 


amine  0.4  mg.  and  oral  pentobarbital  sodium 
100  mg.  as  a preanesthetic  medication 
followed  by  thiopental  sodium  induction  was 
highly  protective. 

Effect  of  Scopolamine  on  Emesis 
Aggravated  by  Ergot. — Intravenous  0.2 
mg.  ergotamine  tartrate,  ergonovine  maleate, 
or  methylergonovine  maleate  (Methergine) 
infrequently  stimulates  emesis  in  normal 
individuals,  a fact  we  confirmed  in 
many  preliminary  cases. ^ However,  emesis 
during  emergence  and  the  first  hour  of  re- 
covery from  light,  brief  cyclopropane  an- 
esthesia was  common  after  any  of  these  ergot 
drugs  had  been  given  within  five  minutes 
prior  to  the  abrupt  termination  of  anesthesia. 
Proof  of  ergot  emetogenicity  in  our  tests 
was  the  more  frequent  emesis  in  groups 
treated  with  ergot  (Table  V)  than  in  com- 
parable groups  not  receiving  ergot;  the 
increase  was  statistically  significant  in  the 
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groups  premedicated  with  atropine  and  pre- 
treated with  chlorpromazine  25  mg.  or 
pentobarbital  sodium  50  mg.  In  contrast 
with  these  drugs,  scopolamine  0.4  and  0.6  mg. 
significantly  prevented  the  high  frequency 
of  emesis  provoked  by  ergot  in  three  groups 
of  patients  piemedicated  with  atropine. 

Effect  of  Scopolamine  on  Emesis 
Stimulated  by  an  Oropharyngeal  Air- 
way.— The  data  in  Table  VI  show  that  an 
oropharyngeal  airway  during  the  emergence 
from  anesthesia  of  patients  who  had  re- 
ceived only  atropine  did  not  increase  the  al- 
ready high  frequency  of  emesis  but  did  aug- 
ment emetic  incidence  in  groups  pretreated 
with  chlorpromazine  10  or  25  mg.  as  com- 
pared with  the  frequency  obtained  without 
chlorpromazine.  In  contrast  with  chlor- 
promazine, scopolamine  protection,  mani- 
fested by  a significant  reduction  in  emetic 
incidence  of  from  79  per  cent  to  38  per  cent 

New  York  State  J.  Med. 


PROPHYLACTIC  EFFECT  OF  SCOPOLAMINE  ON  POST  ANESTHETIC  EMESIS 


TABLE  VI.* — Data  of  Groups  Tested  with  Oropharyngeal  Airway  in  Situ  as  Emetogenic  Stimulus 
During  Emergence  from  Cyclopropane  Anesthesia 


Drug  Group 

Number 
of  Case.s 

- Eme.sis  In( 
x' 

Per  Cent 

Probability 
(Per  Cent) 

Atropine-airway 

22 

77 

Not  .significant 

Atropine 

:i9 

79 

Scopolamine-airway 

12 

42 

Not  .significant 

Scopolamine 

45 

38 

Atropine-chlorpromazine  10  mg.-airway 

10 

70 

Not  significant 

Atropine-chlorpromazine  10  mg. 

12 

50 

Atropine-chlorpromazine  25  mg.-airway 

9 

100 

9.8 

<1.0 

Atropine-chlorpromazine  25  mg. 

11 

18 

Atropine-chlorpromazine  10  to  25  mg.- 

19 

85 

airway 

8.3 

<1.0 

Atropine-chlorpromazine  10  to  25  mg. 

23 

35 

Atropine-chlorpromazine  10  to  25  mg.- 

19 

85 

airway 

4.5 

<5.0 

Scopolamine-airway 

12 

38 

Atropine-chlorpromazine  25  mg.-airway 

9 

100 

4.5 

<5.0 

Scopolamine-airway 

12 

38 

Atropine-airway 

22 

77 

Scopolamine-airway 

12 

38 

3.1 

Slightly  >5.0 

* See  footnotes  of  Table  II. 


in  patients  without  an  airway,  was  not  nulli- 
fied by  the  presence  of  the  oropharyngeal  air- 
way. A firm  conclusion  from  the  data  in 
Table  VI  is  that  in  the  absence  of  an  oro- 
pharyngeal airway  subcutaneous  scopol- 
amine hydrobromide  0.4  mg.  diminishes  the 
frequency  of  emesis  in  patients  emerging 
from  anesthesia  more  effectively  than  intra- 
venous chlorpromazine  10  mg.  and  about  as 
well  as  chlorpromazine  25  mg.  In  addition, 
scopolamine  is  more  effective  than  either 
dose  of  chlorpromazine  in  preventing  an 
oropharyngeal  stimulus  from  increasing  the 
frequency  of  emesis. 

The  antiemetic  advantage  of  scopolamine 
over  atropine  in  the  presence  of  an  oro- 
pharyngeal stimulus  is  suggested  strongly. 
More  cases  are  requii'ed,  however,  before  the 
clinically  significant  reduction  of  “emergent” 
emesis  from  77  per  cent  in  the  22  cases  of 
the  atropine  airway  group  to  38  per  cent 
in  the  12  c$ac8  of  the  scopolamine  airway 
group  could!  acijuire  statistical  significance 
(at  least  at  the  5 per  cent  level,  = 
3.84). 

EfFKCT  of  SrOPOL.\MINF,  ON  Nahoottc- 
Iniutcki)  Kmksis. — None  of  the  seven  nar- 


cotics tested  (Table  IV)  significantly  in- 
creased the  frequency  of  emesis  on  emer- 
gence from  anesthesia  above  the  79  per  cent 
of  the  atropine  control  group.  A pertinent 
fact  is  that  morphinedid  not  really  differ  from 
any  of  the  six  other  narcotics  in  emetogenic 
effect  during  emergence.  The  only  signifi- 
cant difference  among  the  seven  narcotics 
in  “emergent”  emesis  was  the  80  per  cent 
incidence  with  levorphan  tartrate  (Levo- 
Dromoran)  and  the  44  per  cent  incidence 
with alphaprodine  (Nisentil)  (x^  = 4.4,  p<5 
per  cent).  On  the  other  hand,  alphaprodine 
and  anileridine  (Leritine)  reduced  the  in- 
cidence of  “emergent”  emesis  by  a significant 
difference  (x^  = 6.5,  p < 5 per  cent  for 
alphaprodine:  x*  = 4.2,  p < 5 per  cent  for 
anileridine).  This  antiemetic  effect  was 
probably  due  to  greater  central  depression 
produced  by  alphaprodine  and  anileridine, 
as  indicated  by  the  high  frequency  of  respira- 
tory depression  noted  with  these  two  drugs 
(see  side-effects  in  Table  IV).  The  22  per 
cent  incidence  of  “emergent”  emesis  in  the 
scopolamine-morphine  group  was  very  sig- 
nificantly lower  (x^  = 14.4,  p < 0.1  per  cent) 
than  the  70  per  cent  in  the  atropine-mor- 
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pliiiie  group,  proving  the  antiemetic  value 
of  scopolamine  even  in  the  presence  of  mor- 
phine. 

With  respect  to  retching  or  vomiting  in 
the  first  hour  of  recovery,  all  narcotics  but 
alphaprodine  and  meperidine  hydrochloride 
tended  to  increase  its  incidence.  None  did 
so  to  a significant  degree,  however,  confirm- 
ing the  absence  of  a real  difference  in  emeto- 
genic  effect  between  morphine  and  any  of  the 
six  other  narcotics  in  the  doses  studied. 
The  depressant  effect  of  alphaprodine  and 
anileridine  that  we  noted  on  “emergent” 
emesis  was  not  prolonged  sufficiently  to  re- 
duce the  incidence  of  emesis  during  the 
first  hour  of  recovery. 

The  complete  absence  of  retching  and 
vomiting  during  the  first  hour  of  recovery 
in  the  scopolamine-moi’phine  group  was  very 
significantly  lower  (x^  = 13.2,  p < 0.1  per 
cent)  than  the  60  per  cent  incidence  in  the 
atropine-morphine  group,  reconfirming  the 
antiemetic  value  of  scopolamine  in  the 
presence  of  morphine. 

In  both  the  emergence  and  first-hour  pe- 
riods the  incidence  of  emesis  in  the  morphine- 
scopolamine  group  tended  to  be  even  lower 
than  in  the  scopolamine  group  without  mor- 
phine. While  these  differences  were  not 
statistically  significant,  their  trend  per- 
mitted two  inferences.  First,  morphine  in 
the  presence  of  scopolamine  did  not  favor 
vomiting,  and  second,  the  addition  of  a cen- 
tral depres.sant  drug  to  scopolamine  was 
valuable  in  antiemesis,  even  when  that  de- 
pre.ssant  was  morphine,  which  is  commonly 
emetogenic  in  normal  individuals.® 

Relationship  of  Nonspecific  Central 
Depression,  as  Measured  by  Drowsiness, 
TO  Antiemetic  Effectiveness. — By  ob- 
serving the  patient’s  sensorium  at  the  end  of 
the  first  postoperative  hour  and  because  of 
the  light,  brief  anesthesia  of  our  subjects, 
we  avoided  significant  residual  effects  from 
cyclopropane  and  thiopental  sodium.  This 
was  proved  bj^  noting  a 90  per  cent  incidence 
of  alertness  in  patients  managed  with 
atropine  and  cyclopropane,  with  or  without 
thiopental  .sodium  induction.  Since  our 


observations  were  recorded  before  patients 
i-eceived  postoperative  medication,  a signifi- 
cant mental  change  at  the  end  of  the  first 
postoperative  hour  could  be  related  reliably 
to  test  drugs  used  prior  to  the  end  of 
anesthesia. 

The  sensitivity  of  our  method  of  evaluating 
the  degree  of  sedation  was  demonstrated  by 
the  consistently  upward  trend  of  incidence 
and  degree  of  drowsiness  in  relation  to  incre- 
ments in  dosage  of  promethazine,  chlor- 
promazine,  pentobarbital  sodium,  and  when- 
ever scopolamine  was  substituted  for  atro- 
pine. 

We  have  examined  our  data  for  a rela- 
tionship between  antiemetic  and  sedative 
properties.  First  we  separated  from  Tables 
II  and  III  the  intravenous  drug  groups  with 
a statistically  significant  degree  of  anti- 
emetic effect  without  scopolamine  premedica- 
tion. The  list  of  drug  groups  meeting  these 
criteria  is  the  following:  promethazine  50 
mg.,  diphenhydramine  hydrochloride  100 
mg.,  chlorpromazine  25  mg.,  promethazine 
25  mg.,  triflupromazine  10  mg.,  pento- 
barbital 100  mg.,  dimenhydrinate  100  mg., 
cyclizine  50  mg.,  chlorprothixene  10  mg., 
and  promazine  hydrochloride  25  mg.  We 
then  eliminated  from  this  list  the  groups  that 
had  shown  significant  differences  from  the 
atropine  control  group,  as  arranged  in  Tables 
VII  and  VIII,  in  incidence  of  alertness  or 
marked  drowsiness  at  the  end  of  the  first 
hour  of  recovery.  The  remaining  drug 
groups  were  diphenhydramine  hydrochloride 
100  mg.  and  dimenhydrinate  100  mg.  These 
were  the  antiemetic  drugs  which  could  not 
be  correlated  with  a significant  degree  of 
nonspecific  widespread  depression  of  the 
brain,  as  indicated  by  drowsiness. 

Scopolamine  0.4  mg.  also  met  the  criteria 
by  which  we  selected  diphenhydramine 
hydrochloride  100  mg.  and  dimenhydri- 
nate 100  mg.  These  three  drugs  in  the 
stated  dosages  reduced  the  incidence  of 
emesis  equally  and  significantly  during 
emergence  and  the  first  hour  of  recovery  and 
did  not  affect  alertness  (Fig.  1). 

Whenever  scopolamine  was  substituted  for 
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TABLE  VII.* — Incidence  of  Alertness  at  End  of  First  Hour  After  Cyclopropane  Anesthesia 

(arranged  in  descending  order) 


T . j 

Group  Drug  (Mg.) 

Per  Cent 

Probability 
(Per  Cent) 

.\tropine-trimethobenzamide  hydrochloride  200 

100 

Not  significant 

Atropine  0.4  control 

90 

Atropine-thiopental,  eyelash  reflex  dose 

90 

Not  significant 

Atropine-diphenhydramine  hydrochloride  50 

80 

Not  significant 

.\tropine-dimen  hydrin  ate  50 

79 

Not  significant 

Atropine-diphenlij'dramine  hydrochloride  100 

74 

Not  significant 

Scopolamine  0 . 4 

73 

Not  significant 

Atropine-dimen  hydrin  ate  100 

67 

Not  significant 

Scopolamine  (0.4  mg.)-pentobarbital  100  (oral)- 

67 

Not  significant 

thiopental  sodium,  eyelash  reflex  dose 

Atropine-h,ydroxyzine  pamoate  50 

64 

Not  significant 

Atropine-mepazine  50 

63 

Not  significant 

Atropine-cyclizine  50 

62 

4.9 

<5.0 

Scopolamine  (0.4  mg.)-pentobarbital  sodium  100 

60 

5.8 

<5.0 

(oral) 

Atropine-promethazine  25 

58 

5.0 

<5.0 

Scopolamine  0 . 8 

56 

5.8 

<5,0 

Atropine-pentobarbital  50 

55 

6.3 

<5.0 

Atropine-pentobarbital  100 

51^ 

5 . H 

<5.0 

Atropine-perphenazine  5 

5H 

Not  significant 

Scopolamine  (0.4  mg.)-pentobarbital  sodium  50 

.50 

Not  significant 

Scopolamine  (0.4  mg.) -thiopental  sodium. 

50 

Not  significant 

eyelash  reflex  dose 

Atropine-promethazine  50 

45 

8.3 

<1 .0 

Scopolamine  0 . 6 

38 

17.5 

<0.1 

Atropine-promazine  hydrochloride  25 

35 

12.8 

<0.1 

Atropine-pipamizine  5 

33 

11.9 

<0.1 

Atropine-chlorprothixene  10 

32 

16.6 

<0.1 

Atropine-chlorpromazine  10 

25 

21.7 

<0.1 

Atropine-chlorpromazine  25 

25 

21.7 

<0.1 

Atropine-prochlorperazine  dimaleate  10 

15 

25.0 

<0.1 

Scopolamine  (0.4  mg.)-promethazine  50 

13 

15.9 

<0.1 

Atropine-triflupromazine  10 

11 

26.7 

<0.1 

Scopolamine  (().4  mg.)-chlorpromazine  10 

0 

14.1 

<0.1 

* See  footnotes  of  Table  II. 


atropine  in  chlorpromazine,  promethazine, 
and  intravenous  pentobarbital  sodium 
groups,  increased  antiemetic  potency  was 
associated  with  increased  hypnotic  effect. 
The  only  drug  groups  that  did  not  follow 
this  rule  closely  were  those  in  which  either 
pentobarbital  sodium  100  mg.  was  ad- 
ministered orally  two  hours  before  anesthesia, 
or  a thiopental  sodium  induction  dose 
was  given,  or  both  were  used  in  the  same 
group.  These  exceptions  could  be  explained 
by  the  time  relationship  that  pei-mitted 
these  drugs  to  be  effective  at  the  end  of  the 
brief,  light  anesthesia  employed  in  this 
study  without  preventing  most  of  the 
patients  from  being  alert  at  the  end  of  the 
first  hour  after  operation. 

Trimethobenzamide  hydrochloride  (Tigan), 
the  only  drug  associated  with  100  per  cent 


incidence  of  alertness  one  hour  after  opera- 
tion, proved  to  have  no  hypnotic  effect  even 
when  the  originally  recommended  100  mg. 
dose  was  doubled  for  our  final  trials. 

The  drugs  and  dosages  that  were  rela- 
tively potent  hypnotics  but  relatively  poor 
antiemetics  were  triflupromazine  10  mg., 
prochlorperazine  dimaleate  (Compazine) 
10  mg.,  pipamizine  (Mornidine)  5 mg., 
promazine  hydrochloride  25  mg.,  chlorpro- 
thixene  10  mg.,  and  chlorpromazine  10  mg. 

A trend  of  positive  correlation  between 
hypnotic  and  antiemetic  properties  was 
evident  with  the  larger  doses  of  prometha- 
zine, pentobarbital  sodium,  chlorpromazine, 
and  scopolamine.  The  increased  incidence 
of  marked  drowsiness  (Table  VIII)  with 
larger  doses  more  clearly  revealed  the  in- 
creased hypnotic  effect.  No  such  correla- 
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TABLE  VIII. * — Incidence  of  Marked  Drowsiness  at  End  of  First  Hour  After  Cyclopropane 

Anesthesia  (arranged  in  ascending  order) 


, 

Group  Drug  (Mg.) 

Per  Cent 

Probability 
(Per  Cent) 

Atropine-promethazine  25 

0 

Not  significant 

Scopolamine  0.8 

0 

Not  significant 

Scopolamine  (0.4  mg.) -pentobarbital  sodium  100 

0 

Not  significant 

(oral)-thiopental  sodium,  eyelash  reflex  dose 

Atropine-perphenazine  5 

0 

Not  significant 

Atropine  pentobarbital  sodium  50 

0 

Not  signihcant 

Atropine-mepazine  50 

0 

Not  significant 

Atropine-dimenhydrinate  50 

0 

Not  significant 

Atropine-dimenhydrinate  100 

0 

Not  significant 

Atropine-diphenhydramine  hydrochloride  50 

0 

Not  significant 

Atropine-diphenhydramine  hydrochloride  100 

0 

Not  significant 

Atropine-trimethobenzamide  hydrochloride  200 

0 

Not  significant 

Atropine  0.4  control 

0 

Atropine-cyclizine  50 

3 

Not  significant 

Atropine-thiopental  sodium,  eyelash  reflex  dose 

3 

Not  significant 

Atropine-hydroxyzine  pamoate  50 

4 

Not  significant 

Scopolamine  0.4 

5 

Not  significant 

Scopolamine  (0.4  mg.)-pentobarbital  50 

6 

Not  significant 

Scopolamine  (0 . 4 mg.)-pentobarbital  100  (oral) 

7 

Not  significant 

Atropine-pipamizine  5 

9 

Not  significant 

Atropine-chloi  promazine  10 

9 

Not  significant 

Atropine-promethazine  50 

10 

Not  significant 

Atropine-prochlorperazine  dimaleate  10 

10 

Not  significant 

Atropine-pentobarbital  100 

12 

Not  significant 

Scopolamine  0.6 

17 

3.8 

5.0 

Scopolamine  (0.4  mg.)-thiopental  sodium. 

17 

Not  significant 

eyelash  reflex  dose 

Atropine-chlorpromazine  25 

27 

5.3 

<5.0 

Atropine-promazine  hydrochloride  25 

30 

7.2 

<1.0 

Scopolamine  (0.4  mg.)-promethaz'ne  50 

38 

8.1 

<1.0 

Atropine-chlorprothixene  10 

41 

12.2 

<0.1 

Atropine-triflupromazine  10 

47 

14.2 

<0.1 

Scopolamine  (0.4  mg.)-chlorpromazine  10 

100 

27.8 

<0.1 

* See  footnotes  of  Table  II 


tion  held  for  the  increased  dosages  of  di- 
phenhydramine hydrochloride  and  dimen- 
hydrinate. 

The  trend  of  positive  correlation  between 
hypnotic  and  antiemetic  effects  persisted 
even  when  scopolamine  and  chlorpromazine 
protection  was  tested  against  ergot  emeto- 
genesis  (Table  V)  and  when  scopolamine  pro- 
tection was  tested  with  the  morphine  group 
(Table  IV).  However,  the  reduction  in 
vomiting  was  relatively  far  greater  than  the 
degree  of  increase  in  hypnosis. 

The  significantly  less  frequent  emesis  seen 
with  scopolamine-morphine  as  compared 
with  atropine-morphine  (VeX^  = 6.8,  p < 1 
per  cent),  (VhrX^  = 13.2,  p < 0.1  per  cent) 
was  not  accompanied  by  a comparable  in- 
crease in  sedation;  the  difference  in  alertness 
between  the  groups  was  not  statistically 


significant  (x^  = 3.4,  p > 5 percent).  On 
the  other  hand,  when  scopolamine-morphine 
was  substituted  for  scopolamine  alone  in 
comparison  with  atropine  alone  (Table  IV), 
increased  antiemesis  was  relatively  small 
and  statistically  insignificant,  but  increased 
drowsiness  was  pronounced  and  very  highly 
significant  (x'^  = 19,  p < 0.1  per  cent). 

Undesirable  Side-Effects. — Drowsiness 
has  been  considered  separately  and  is  there- 
fore not  included  in  this  section  of  our  report. 
No  complications  were  observed  with  the 
following  drugs  and  dosages:  scopolamine 
0.4,  0.6,  and  0.8  mg.;  dimenhydrinate  50 
mg. ; cyclizine,  pipamizine,  mepazine  (Paca- 
tal),  pentobarbital  sodium  50  and  100  mg. 
intravenous  and  100  mg.  oral ; or  prometha- 
zine 25  and  50  mg.,  promazine  hydrochloride, 
perphenazine  (Trilafon),  and  trifluproma- 
zine. 
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Fig.  1.  Data  of  Tables  II,  III,  VII,  and  VIII  for  comparison  of  all  the  "significant”  antiemetics  to 
select  the  least  hypnotic  drugs.  Clear  bars  below  "levels  of  alertness”  indicate  statistically  significant 
reduction  in  alertness  compared  with  atropine  control.  Compare  groups  with  due  regard  for  statistical  signifi- 
cance of  differences. 


Noteworthy  complications  were  detected 
in  the  remaining  groups.  Diphenhydramine 
hydrochloride  50  and  100  mg.  stimulated 
coughing  in  more  than  50  per  cent  of  patients 
during  intravenous  injection.  One  patient 
complained  of  “burning  in  the  chest,”  and 
another  was  markedly  restless  immediately 
after  anesthesia.  Chlorprothixene  10  mg. 
caused  respiratory  depression  and  marked 
hypotension  in  2 patients.  Prochlorperazine 
dimaleate  10  mg.  produced  significant  hypo- 
tension in  1 patient.  Dimenhydrinate  100 
mg.  was  frequently  associated  with  an  un- 
usual amount  of  respiratory  tract  secretions; 
3 patients  complained  of  severe  headache, 
and  another  was  quite  restless  after  an- 
esthesia. Pipamizine  5 mg.  and  chlor- 
promazine  10  and  25  mg.  each  significantly 
depressed  the  blood  pressure  of  2 patients. 
Trimethobenzamide  hydrochloride  200  mg. 
stimulated  marked  salivation  and  coughing 


during  recovery  in  6 patients.  Hydroxy- 
zine pamoate  (Vistaril)  50  mg.  was  asso- 
ciated with  marked  restlessness  after  opera- 
tion in  3 patients.  These  complications 
were  only  temporarily  troublesome,  but 
coughing,  excessive  salivation,  and  hypo- 
tension were  unexpected  and  undesirable  in 
view  of  the  minor  operation  and  good  physi- 
cal condition  of  our  subjects. 

Comment 

At  the  outset  we  direct  attention  to  a point 
which  emphasizes  the  validity  of  our  ob- 
servations. The  order  of  groups  arranged 
according  to  the  descending  incidence  of 
vomiting  in  patients  emerging  from  an- 
esthesia matches  the  order  of  groups  similarly 
arranged  by  incidence  of  vomiting  during 
the  first  postoperative  hour  (see  Tables  II, 
III,  V,  and  VI.)  This  correspondence  indi- 
cates first,  that  vomiting  on  emergence  from 
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anesthesia  did  not  reduce  the  likelihood  of 
vomiting  later  (as  would  be  tme  if  vomiting 
were  caused  solely  by  a very  transient 
stimulus,  for  example,  gastric  contents),  and 
second,  that  vomiting  on  emergence  from 
anesthesia  and  vomiting  during  the  first 
hour  were  parallel  responses  to  the  same 
central  emetogenic  factor  or  factors  and 
Avere  similarly  affected  by  the  drugs. 

The  first  finding  of  this  study  was  that  a 
large  number  and  variety  of  drugs  were 
significantly  antiemetic.  Second,  and  more 
important,  none  Avas  specific,  that  is,  pri- 
marily blocking  the  emetic  mechanism  Avith- 
out  depressing  cerebral  functions,  such  as 
alertness  and  consciousness.  Our  measure 
of  droAvsiness  indicated  that  in  most  in- 
stances antiemesis  Avas  more  or  less  a function 
of  nonspecific  central  sedation.  All  the 
drugs  except  trimethobenzamide  hydro- 
chloride could  be  made  to  shoAv  a significant 
degree  of  antiemesis  if  the  dosage  and/or 
number  of  cases  in  each  group  Avere  suffi- 
ciently increased.  In  such  instances,  sta- 
tistical significance  Avould  not  necessarily 
imply  clinical  significance  and  usefulness. 

The  third  result  of  our  drug  comparisons 
was  the  generalization  that  antiemetic  and 
hypnotic  properties  usually  Avere  directly 
correlative  (Fig.  1).  Both  markedly  anti- 
emetic and  hypnotic  Avere  chlorpromazine, 
promethazine,  triflupromazine,  and  chlor- 
prothixene.  Trimethobenzamide  hydro- 
chloride, hydroxyzine  pamoate,  perphena- 
zine, and  mepazine  Avere  not  significantly 
antiemetic  or  hypnotic.  Exceptions  to  this 
rule  occurred  in  both  directions,  that  is,  pro- 
mazine hydrochloride,  prochlorperazine  di- 
maleate,  and  pipamizine  Avere  only  mildly 
antiemetic  but  quite  hypnotic.  On  the 
other  hand,  the  drugs  Avith  antiemetic  po- 
tency disproportionately  greater  than  central 
sedation  Avere  scopolamine  0.4  and  0.0  mg., 
diphenhydramine  hydrochloride  100  mg., 
dimenhydrinate  100  mg.,  cyclizine  50  mg., 
and  pentobarbital  100  mg. 

The  most  important  conclusion  Ave  reached 
Avas  that  the  agents  most  effectively  anti- 
einetic  AAuthout  excessive  sedation  in  doses 


customary  to  clinical  practice  Avere  scopola- 
mine hydrobromide  0.4  and  0.6  mg.  by 
subcutaneous  route  and  pentobarbital  so- 
dium 100  mg.  by  vein. 

The  high  effectiveness  of  diphenhydramine 
hydrochloride  100  mg.  in  this  study  con- 
firmed the  conclusions  of  Warrington  et  al.'-* 
based  on  a less  critically  constructed  experi- 
ment using  50  and  100  mg.  intrav^enous  doses 
Avith  a Avide  variety  of  anesthetic  agents  and 
technics.  We  did  not  find,  as  they  did,  that 
the  major  side-effect  Avas  droAvsiness  and 
that  certain  patients,  particularly  those  Avith 
cerebral  arteriosclerosis,  reported  brief  visual 
hallucinations.  These  differences  Avere  un- 
doubtedly due  to  variations  in  premedica- 
tion, type  and  duration  of  anesthesia,  and 
the  choice  of  patients  between  the  two 
studies.  The  relative  ineffectiveness  of  the 
50  mg.  dose  of  diphenhydramine  hydro- 
chloride in  our  experience  verified  that  of 
Warrington  et  al. 

Our  good  results  with  cyclizine  50  mg.  Avere 
comparable  to  those  reported  in  other 
studies,  of  which  all  but  one  employed  meth- 
ods subject  to  the  criticisms  expressed  in  the 
introduction  of  our  report.  Bellville,  Bross. 
and  HoAvland’”  investigated  triflupromazine 
and  cyclizine  carefully  in  subjects  influenced 
by  far  more  variables,  especially  in  an- 
esthetic drugs  and  operations,  than  Avere  our 
patients.  They,  too,  found  cyclizine  and 
triflupromazine  significantly  antiemetic  and 
triflupromazine  more  potent  and  more 
soporific  than  cyclizine.  We  regret  that 
the  authors  did  not  include  an  active  con- 
trol, for  example,  pentobarbital.  The  only 
comparison  of  cyclizine,  dimenhydrinate, 
and  chlorpromazine  has  been  the  rough  ap- 
proximation as  equally  effective  by  Dripps 
et  al}'^  Didier  et  compared  diphen- 

hydramine hydrochloride,  cyclizine,  pro- 
methazine, and  chlorpromazine  in  the  in- 
travenous doses  that  AA-e  employed;  100, 
50,  50,  and  25  mg.,  respectively.  They  con- 
cluded that  in  the  first  thirty  minutes  after 
ether  anesthesia  all  four  drugs  reduced  the 
incidence  of  vomiting  significantly  but  that 
cyclizine  and  diphenhydramine  hydrochlor- 
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ide  were  equally  and  markedly  more  effec- 
tive than  promethazine  and  chlorproma- 
zine  whose  antiemetic  potencies  were  equal. 

Dimenhydrinate  100  mg.  by  vein  was 
proved  by  us  to  be  a superior  antiemetic 
agent  but  not  significantly  better  than 
intravenous  pentobarbital  sodium  100  mg. 
This  appeared  to  disagree  v/ith  the  report 
of  Knapp  and  Beecher^  that  intramuscular 
dimenhydrinate  100  mg.  and  pentobarbital 
100  mg.  were  ecpially  ineffective  but  that 
intramuscular  chlorpromazine  50  mg.  and 
pentobarbital  sodium  150  mg.  weie  ecpially 
and  significantly  antiemetic  and  hypnotic 
during  the  first  four  hours  after  nitrous 
oxide-ether  anesthesia.  The  differences  l)e- 
tween  their  conclusions  and  ours  disappear 
when  one  realizes  that  an  intramuscular 
dose  of  100  mg.  of  a drug  usually  is  ecpiiva- 
lent  to  50  mg.  by  vein.  Knapp  and  Beecher’s 
smaller  dose  groups  are  therefore  comparable 
to  our  50  mg.  groups  of  dimenhydrinate  and 
pentobarbital  sodium  which  we  also  found 
were  equally  insignificant  in  effect  on  emesis 
and  hypnosis.  Knapp  and  Beecher’s  in- 
vestigation is  important  for  two  reasons. 
First,  it  introduced  an  active  control,  pento- 
barbital sodium.  Second,  they  concluded, 
as  we  did,  that  antiemesis  with  chlorproma- 
zine in  postanesthetic  patients  resulted  from 
generalized  depression  of  the  brain  rather 
than  limited,  that  is,  specific  depression  of 
the  vomiting  center  or  chemoreceptive  emetic 
trigger  zone. 

Our  data  (aside  from  our  favorable  find- 
ings for  scopolamine)  closely  support  the 
recommendation  by  Conner  et  in  their 
extensive  appraisal  of  all  agents  available 
in  1956  that  diphenhydramine  hydrochlor- 
ide, dimenhydrinate,  and  cyclizine  were  par- 
ticularly suggested  for  postoperative  anti- 
emesis. 

Anesthesiologists  have  neglected  or  o\^er- 
looked  the  antiemetic  potency  of  scopol- 
amine; it  never  has  been  especially  evalu- 
ated as  a postanesthetic  antiemetic.  This 
omission  is  incomprehensible  in  the  light  of 
past  evidence  suggesting  its  value.  For 
many  years  the  antihistamines  and  scopol- 


amine have  been  useful  in  the  prevention  of 
motion  sickness,  and  their  efficacy  has  been 
definitively  related  to  anticholinergic  effects. 
The  etiologic  influence  of  labyrinthine 
stimulation  on  postanesthetic  vomiting  has 
long  been  recognized.*^’'®  The  favorable 
results  in  treating  motion  sickness  with  di- 
menhydrinate, cyclizine,  and  meclizine  hydro- 
chloride (Bonamine)  led  to  their  trial  as 
preventive  agents  in  postoperative  vomiting, 
but  scopolamine,  an  ecpially  likely  or  better 
prospect  on  this  basis,  has  remained  un- 
tested until  now.  Apropos,  scopolamine  hy- 
drobromide 1 mg.  by  mouth  is  significantly 
more  protective  against  motion  sickness 
than  an  oral  dose  of  cyclizine  50  mg.  which 
in  turn  is  better  than  perphenazine  8 mg.  and 
meclizine  hydrochloride  25  mg.;  the  latter 
two  drugs  are  no  more  active  than  a 
placebo.'®  Also  supporting  the  possibility 
that  scopolamine  might  be  superior  to  chlor- 
promazine as  a postanesthetic  antiemetic 
agent  is  the  inefficacy  of  chlorpromazine  to 
protect  man  from  motion  sickness.  *''  Sco- 
polamine hydrobromide  0.75  mg.  by  mouth 
reduces  apomorphine-induced  vomiting  in 
man  more  successfully  than  oral  prometha- 
zine 50  mg. Scopolamine  might  be  pre- 
sumed to  protect  also  against  morphine- 
induced  emesis,  since  morphine,  like  apomor- 
phine,  stimulates  the  chemoreceptor  trigger 
zone.*^  We  readily  determined  this  infer- 
ence to  be  true. 

Scopolamine  is  employed  by  dentists  to 
prevent  gagging  and  vomiting  during  the 
initial  period  of  use  of  new  dentures.'*  At 
the  Mayo  Clinic  since  1950  scopolamine 
hydrobromide  0.3  mg.,  atropine  sulfate  0.3 
mg.,  and  pentobarbital  sodium  50  mg.  com- 
bined in  a capsule  have  been  administered 
preoperatively.'®  On  clinical  impressions 
alone  this  combination  is  claimed  to  be 
highly  antiemetic.  Drill*  lists  scopolamine 
as  an  agent  with  which  a hyperactive  vomit- 
ing center  may  be  depressed. 

We  demonstrated  that  scopolamine  0.4 
mg.  was  not  only  as  antiemetic  as  any  drug 
tested,  except  the  50  mg.  dose  of  prometha- 
zine, and  more  antiemetic  than  most,  but  also 
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that  it  was  more  protective  than  intrave- 
nous chlorpromazine  25  mg.  against  emeto- 
genic  stimulation  by  an  oropharyngeal 
stimulus  and  an  intravenous  ergot  oxytocic 
agent.  Furthermore,  scopolamine  strikingly 
reduced  the  occurence  of  emesis  associated 
with  morphine.  Clearly,  scopolamine  pro- 
tected against  a wider  range  of  stimuli  than 
even  a 25  mg.  intravenous  dose  of  chlorpro- 
mazine, generally  regarded  as  the  prototype 
and  most  potent  of  antiemetic  drugs. 

The  0.6  mg.  dose  of  scopolamine  usually 
was  more  protective  in  most  test  situations 
than  0.4  mg.  but  at  the  cost  of  a moderate 
increase  in  drowsiness.  When  the  latter 
would  be  clinically  desirable,  the  0.6  mg.  dose 
should  be  employed.  Scopolamine  sedation 
per  se  does  not  depress  respiration  and 
circulation.  The  0.8  mg.  dose  was  not 
increasingly  effective.  This  observation  co- 
incides with  failure  of  oral  scopolamirie  1.5 
mg.  to  increase  the  protection  afforded  by 
oral  0.75  mg.  against  apomorphine-induced 
vomiting.^ 

The  great  variety  of  possible  emetogenic 
stimuli  and  primary  loci  of  action  in  relation 
to  postoperative  vomiting  permits  many 
drugs  with  widely  different  types  of  phar- 
macologic effects  to  reduce  the  incidence  of 
vomiting  (Table  IX).  F'ntil  the  truly 
specific  antiemetic  agent  is  found,  the  drug 
that  approximates  it  most  closely  at  pi'esent 
is  scopolamine.  While  only  mildly  diminish- 
ing some  cerebral  functions,  it  potently 
blocks  the  effects  of  labyrinthine  stimulation, 
markedly  raises  the  threshold  of  the  chemo- 
receptor  trigger  zone,  and  prevents  salivary 
and  tracheal  secretions  from  forming  and 
stimulating  the  oropharyngeal  and  upper 
respiratory  tracts. 

The  application  of  our  conclusions  to  other 
t3^pes  of  anesthetics,  operations,  and  patients 
is  tempting  but  may  not  be  valid. An 
entirely  new  investigation  would  be  re- 
quired to  be  certain  of  the  best  choice  of 
antiemetic  drug  or  drug  combination  for  a 
new  situation.  Nevertheless,  the  results 
of  studies  by  other  investigators  cited  in  this 
discussion,  based  largelj'  on  anesthetic  drugs 


TABLE  IX. — Possible  Emetogenic  Stimuli  and 
Loci  of  Action  in  Postoper.ative  Emesis 


Loci 


Stimuli 


Cerebral  cortex 
Hypothalamus 
Intracranial  vascular 
insufficiency 

Chemo receptor  trig- 
ger zone 


Labyrinth 

Phar\mgeal  sensory 
nerves 

Visceral  nerves 


Sight,  smell,  pain 
Fear,  anxiety 
Arterial  hypotension,  in- 
creased intracranial 
pressure 

Digitalis,  apomorphine, 
morphine,  meperidine, 
ergot,  recovery  from 
anesthesia  (?),  acidosis 
(?),  bacterial  toxins  (?) 
Motion,  narcotics,  fenes- 
tration, inflammation 
Pharyngeal  secretions, 
airway,  suction 
Gastric  or  intestinal 
stimulation  by  trac- 
tion, food,  infection, 
antibiotics 


(particularly  ether),  operations,  and  patients 
varying  markedly  from  ours,  correspond 
well  with  our  findings  in  relevant  trial  drug 
groups.  Unlike  antihistamines  and  pheno- 
thiazines,  scopolamine  can  and  should  be 
employed  in  the  vast  majority  of  anesthesias 
and  patients.  Therefore,  it  is  valuable  and 
comfortable  knowledge  that  scopolamine, 
which  is  so  generally  desirable  in  anesthesia 
for  many  other  reasons,  has  the  wide  anti- 
emetic  potential  demonstrated  bj'^  this  in- 
vestigation. Although  it  is  still  true  that 
“no  completely  reliable  antiemetic,  free  of 
undesirable  side-effects,  is  j'et  available 
for  clinical  use,”*  scopolamine  per  se  and 
scopolamine  potentiation  of  small  doses  of 
other  antiemetic  and  sedative  drugs  can 
greatly  and  safely  increase  the  likelihood 
of  postanesthetic  recovery  without  retching 
and  vomiting. 

The  scopolamine  potentiation  of  anti- 
emetic  and  hypnotic  potencies  was  evddent 
in  our  study,  particularly  in  conjunction  with 
oral  pentobarbital  sodium  100  mg.  dose 
groups  and  the  intravenous  pentobarbital 
sodium  50  mg.  dose  groups  where  antiemetic 
efficiency  was  raised  relatively  more  than 
hypnotic  effect.  These  findings,  plus  the 
tendency  of  the  scopolamine-morphine  group 
to  be  associated  with  less  frequent  vomiting 
than  the  scopolamine  group  and  the  marked 
potentiation  of  sedation  by  scopolamine 
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added  to  small  doses  of  pentobarbital 
sodium,  meperidine  hydrochloride,  or  di' 
phenhydramine  hydrochloride^  ‘ — all  of 
these  evidences  of  pharmacologic  re-enforce- 
ment vitiate  conclusions  regarding  the  value 
of  a touted  antiemetic  agent  combined  with 
a narcotic,  barbiturate,  sedative,  or  scopola- 
mine, uidess  the  antiemetic  agent  has  been 
studied  with  controls  for  each  possible  con- 
tributory drug,  especially  scopolamine. 

We  may  not  have  obtained  the  most 
advantageous  combination  of  scopolamine 
with  a supporting  drug.  Further  study  may 
yet  show'  that  scopolamine  wdth  half-doses 
of  diphenhydramine  hydrochloride,  dimen- 
hydrinate,  or  cyclizine  w'ill  afford  as  good 
prophylaxis  with  less  drowsiness  and  ftnver 
side-effects,  as  w'as  found  by  Chinn  and  his 
associates'^  for  drugs  in  the  prevention  of 
motion  sickness.  The  drug  combinations 
that  w'e  have  evaluated  are  preferred  in  the 
following  order,  judged  by  statistically 
significant  degrees  of  antiemetic  effective- 
ness and  one  hour  postoperative  alertness: 
(1)  scopolamine  0.4  mg.  and  oral  pento- 
barbital 100  mg.  with  or  without  thiopental 
induction,  (2)  scopolamine  0.4  mg.,  (d) 
atropine  and  intravenous  diphenhydramine 
hydrochloride  100  mg.,  (4)  atropine  and 
intravenous  dimenhydrinate  100  mg.,  (5) 
atropine  and  intravenous  cyclizine  50  mg., 
(6)  atropine  and  intravenous  promethazine 
25  mg.,  and  (7)  atropine  and  intravenous 
pentobarbital  100  mg. 

Summary 

We  observed  and  correlated  the  incidence 
of  retching  and  vomiting  during  emergence 
from  anesthesia  and  the  first  hour  of  re- 
covery after  the  administration  of  test  drugs 
to  a controlled,  randomized  series  of  991 
patients  undergoing  elective  uterine  curet- 
tage with  cyclopropane  anesthesia  under 
conditions  designed  to  eliminate  uncon- 
trollable factors.  The  incidence  and  degree 
of  drow'siness  at  the  end  of  the  first  post- 
operative hour  was  employed  as  a guide  to 
the  nonspecific  depressant  potency  of  the 
drugs  tested.  Oral  pentobarbital  sodium 


100  mg.  and  intravenous  pentobarbital 
sodium  50  and  100  mg.  served  as  active 
control  drugs. 

The  relative  antiemetic  and  hypnotic 
potencies  of  the  following  drugs  and  dosages 
w'ere  compared  and  evaluated  statistically: 
subcutaneous  scopolamine  0.4,  0.6,  and  0.8 
mg.;  intravenous  diphenhydramine  hydro- 
chloride 50  and  100  mg.,  chlorprothixene  10 
mg.,  prochlorperazine  dimaleate  10  mg., 
dimenhydrinate  50  and  100  mg.,  cyclizine 
50  mg.,  pipamizine  5 mg.,  mepazine  50  mg., 
promazine  hydrochloride  25  mg.  (thio- 
pental sodium  induction  dose),  chlorpro- 
mazine  10  and  25  mg.,  trimethobenzamide 
200  mg.,  perphenazine  5 mg.,  triflupromazine 
10  mg.,  hydroxyzine  pamoate  50  mg.;  and 
combinations  of  subcutaneous  scopolamine 
0.4  mg.  with  each  of  the  follow'ing — thio- 
pental induction  dose,  oral  pentobarbital 
100  mg.  with  and  w'ithout  thiopental  in- 
duction dose,  intravenous  promethazine 
50  mg.,  chlorpromazine  10  mg.,  and  pento- 
barbital 50  mg.  With  the  previously  men- 
tioned drugs  subcutaneous  atropine  0.4  mg. 
w^as  the  premedicant  employed  whenever 
scopolamine  was  not  tested. 

The  antiemetic  protection  of  subcutaneous 
scopolamine  0.4  and  0.6  mg.  was  compared 
with  that  of  intravenous  pentobarbital 
sodium  50  mg.  and  chlorpromazine  25  mg. 
against  vomiting  aggravated  by  an  intra- 
venous ergot  oxytocic  agent.  The  anti- 
emetic efficacy  of  subcutaneous  scopolamine 
0.4  mg.  also  was  compared  w'ith  that  of 
intravenous  chlorpromazine  10  and  25  mg. 
against  vomiting  aggravated  by  an  oro- 
pharyngeal airw'aJ^  In  these  test  situations 
scopolamine  w'as  most  effective. 

We  measured  and  compared  t he  emetic 
effects  of  equipotent  intravenous  doses  of 
the  following  narcotics:  morphine,  meperi- 
dine, levorphan  tartrate,  methadone,  oxy- 
morphone  (Numorphan),  anileridine,  and 
alphaprodine.  The  antiemetic  value  of 
scopolamine  0.4  mg.  W'as  evaluated  in  the 
presence  of  intravenous  morphine  5 mg.  and 
found  to  be  highly  protective. 

Our  preferences  among  the  individual 
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drugs  or  combinations  tested  under  the 
described  circumstances  are  the  following  (in 
descending  order) : (1)  scopolamine  0.4  mg. 
and  oral  pentobarbital  100  mg.  with  or 
without  thiopental  induction,  (2)  scopol- 
amine 0.4  mg.,  (3)  atropine  and  intravenous 
diphenhydramine  hydrochloride  100  mg., 
(4)  atropine  and  intravenous  dimenhydrinate 
100  mg.,  (5)  atropine  and  intravenous 
cyclizine  50  mg.,  (6)  atropine  and  intra- 
venous promethazine  25  mg.,  and  (7) 
atropine  and  intravenous  pentobarbital 
100  mg. 

Scopolamine  hydrobromide,  in  0.4  or  0.6 
ing.  dose  subcutaneously  injected  forty-five 
to  ninety  minutes  before  anesthesia,  proved 
to  be  one  of  the  most  effective  of  individual 
drugs  for  antiemesis  during  emergence 
from  anesthesia  and  the  first  hour  of  re- 
covery from  cyclopropane  anesthesia.  Of 
all  drugs  tested  it  most  closely  fulfills  the 
criteria  of  the  still  undiscovered  specific 
antiemetic.  Because  of  its  proved  anti- 
emetic effectiveness,  particularly  by  hypo- 
dermic route  in  clinically  acceptable  dosages, 
its  lowest  cost,  and  absence  of  side-effects, 
scopolamine  is  the  drug  of  first  choice, 
individually  or  in  combination,  for  post- 
anesthetic antiemesis. 
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Discussion 

Louis  R.  Orkin,  M.D.,  Bronx,  New  York. — 
The  beautiful  ladies  of  the  “belladonna”  drugs 
.show  many  faces  to  the  clinician  and  the  pharma- 
cologist. The  dictionary  states  that  the  dried 
leaves  of  Atropa  belladonna  contain  0.3  per  cent 
of  mt'driatic  alkaloids;  mydriatic,  narcotic,  and 
anodyne,  and  are  u.<ed  to  check  secretions. 
Scopolamine  is  identical  or  isomeric  with  hyo.scine 
and  is  also  used  in  the  treatment  of  mania  and  as 
a In'pnotic.  These  jiroperties  liave  been  known 
for  many  decades,  and  the  drugs  have  been  em- 
ployed in  the  therapy  of  hiccups  or  intestinal 
spasm,  to  dry  the  mouth,  or  to  dilate  the  pujiil. 
Recently,  new  drugs  have  challenged  the  jilace  of 
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these  two  drugs  in  medicine  not  because  they  are 
better  but  because  specificity  of  action  is  now- 
possible.  In  anesthesiology,  such  specificity  may 
not  be  desirable  or  may  be  even  disadvantageous. 

My  interest  in  scopolamine  was  first  aroused  in 
1947  when  children  treated  with  atropine  prior  to 
tonsillectomy  proved  irksome  and  agitated.  A 
double-blind  study  between  atropine  and  scopol- 
amine demonstrated  that  in  85  per  cent  of  the 
trials  a resident  in  anesthesiology  could  guess 
correctly  as  to  which  drug  had  been  administered. 
The  major  factors  influencing  their  judgment  were 
whether  the  children  were  sleeping  and  whether 
their  mouths  were  dry.  If  these  conditions  pre- 
vailed, the  drug  was  scopolamine.  In  1950,  I 
reported  that  scopolamine  reduced  by  about  30 
per  cent  the  amount  of  thiopental  sodium  neces- 
sary to  produce  unconsciousness.  This  is 
roughly  equivalent  to  50  mg.  of  meperidine 
hydrochloride.  In  that  experiment,  each  of  12 
subjects  (residents)  reported  greater  subjective 
dryness  and  increased  dilation  of  the  pupil  with 
scopolamine.  In  these  and  subsequent  studies  on 
preoperative  medication  by  Marx  and  Orkin^’  and 
many  others,  scopolamine  is  rated  as  producing 
more  sedation,  more  drying  with  amnesia,  but 
less  vagal  blockade.  Only  recently  has  evidence 
indicated  that  scopolamine  blocks  in  the  retic- 
ular activating  system,  and  atropine  does  not 
produce  such  blockage  but  does  show  indication 
of  cerebral  agitation. 

To  these  well-demonstrated  properties  of  sco- 
polamine, Dr.  Greene  and  his  associates  wish  to 
add  a specific  antiemetic  property.  In  attempting 
to  do  so,  they  are  in  direct  contradiction  to  Bell- 
ville  et  alA^  who  report  “no  significant  difference 
in  the  incidence  of  nausea  and  vomiting  among 
patients  who  received  scopolamine  as  compared 
to  those  who  received  atropine  premedication.” 
Dr.  Greene  has  selected  a specific  group  of 
patients  with  a specific  criteria  of  retching  and 
emesis  with  a yes  or  no  rating  and  without  re- 
gard to  severity.  His  results  therefore  may  be 
limited  to  females  undergoing  uterine  curettage 
with  cyclopropane  anesthesia,  .\lthough  he 
l)oints  out  that  others  with  a greatc'r  diversity 
of  patient  groups  may  introduce  additional  vari- 
ables, his  own  limitation  of  patients  may  make 
his  results  applicable  to  a narrow  .segment  of  the 
population.  Methods  of  analysis  by  co-variance 
reported  by  Wilkins  et  al*  allow  for  evaluation 
of  many  factors,  and  the  reshuffling  of  data  in  both 


Greene  or  Bellville’s  studies  lead  to  interesting 
possibilities.  Dr.  Greene’s  study  has  groups  of 
less  than  40  subjects  and  does  not  lend  itself 
readily  to  such  manipulation.  The  statistical 
problem  with  Dr.  Greene’s  study  is  the  compari- 
son of  each  small  group  to  the  atropine  group 
of  31  retchers  in  39  patients  and  also 
between  other  equally  small  groups.  If  the  re- 
sults of  the  control  group  are  biased  by  some 
unknown  factor,  the  entire  interpretation  is 
jeopardized.  I would  not  expect  an  incidence  of 
retching  or  emesis  in  8 of  10  patients  anesthetized 
with  cyclopropane,  although  35  per  cent  is  a 
reasonable  incidence  of  emesis  in  the  first  hour. 
Perhaps  our  criteria  differ. 

Undoubtedly  certain  drugs  are  emetogenic, 
but  again,  actions  in  the  surgical  patient  may 
differ.  However,  both  Bellville  et  alA^  and 
Didier  et  al.^^  found  less  nausea  and  emesis  follow- 
ing morphine  administration  than  after  meperi- 
dine premedication.  One  can  emphasize  the  view 
that  much  of  the  reduction  of  nausea  and  emesis 
found  with  pentobarbital  is  due  to  the  hypnotic 
tendencies  and  that  this  is  augmented  by  scopol- 
amine. Many  observations  of  apparently  un- 
related anesthetics  indicate  that  patients  experi- 
ence less  nausea  with  slow  emergence  from 
anesthesia.  There  are  undoubtedly  many  other 
factors  not  fully  explored  or  understood.  Bell- 
ville*'’ indicates  a higher  incidence  with  mask 
anesthesia  than  with  endotracheal  anesthesia, 
implicates  hormonal  influences,  the  depth  of 
anesthesia,  and  hypotension. 

This,  indeed,  is  so  difficult  a study  to  design 
and  follow  through  that  I must  diagree  with  the 
tlesign  of  and,  therefore,  many  of  the  conclusions 
in  Dr.  Greene’s  paper.  I wonder  what  role 
the  reticular  activating  system  plays  or  all 
the  other  effects  of  scopolamine?  However, 
1 think  he  is  to  be  congratulated  on  his  obser- 
vations. He  has  presented  three  challenges; 
first,  to  himself  to  extend  his  findings  to  a 
variety  of  surgical  patients  and  procedures, 
second,  for  others  to  corroborate  or  disprove, 
and  third,  to  all  to  explain  both  the  mecha- 
nisms of  nausea  and  emesis  and  their  therapy. 


♦Wilkins,  D.  S.,  CuUen,  S.  C.,  and  Brotman,  M.: 
Intravenous  supplementation  during  nitrous  oxide 
anesthesia;  application  of  multiple  covariant  analysis 
to  the  comparison  of  demerol,  morphine,  and  a new- 
potent  analgesic  drug  (15431),  Anesthesiologi'  12:  145 
(Mar.)  1951. 
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Treatment  of  Muscle  Spasm  with  Physical 
Therapy  and  a Central  Relaxant  (Chlormezanone) 

EUGENE  J.  KOGERS,  M.D.,  BROOKLYN,  NEW  YORK 


^ I ''he  search  for  an  ideal  muscle  relaxant 
continues.  The  claims  which  have  been 
available  for  some  muscle  relaxants  have 
often  been  enthusiastic,  but  prolonged 
clinical  use  has  often  proved  disappointing. 
Clinical  assessment  is  complicated  by  the 
multiple  factors  that  affect  the  muscle  func- 
tion, tone,  spasm,  and  spasticity.  The 
amount  of  pain  present,  the  emotional 
make-up  and  reaction  to  the  situation  by 
each  patient,  and  the  basic  etiology  of  the 
disorder  all  have  an  effect  which  is  variable 
with  each  patient.  Yet  the  relief  of  muscle 
spasm  by  the  interruption  of  abnormal  motor 
responses  and  the  breaking  of  “the  vicious 
cycle  of  spasm  and  pain”  is  of  proved  value 
in  allowing  muscle  re-education,  increased 
function,  and  the  prevention  of  disuse  de- 
formity. 

Since  the  specific  conditions  associated 
with  muscle  spasm  may  be  complicated  by 
anxiety,  a factor  tending  to  prolong  and 
aggravate  muscle  spasm,  it  follows  that  cure 
and  an  amelioration  of  the  symptoms  re- 
quire multiple  therapy  which  may  not  be 
available  in  a single  pill.  The  evaluations 
of  muscle  relaxants  have  been  primarily 
subjective,  since  even  electromyographic 
studies  may  vary  with  emotional  and  other 
changes  in  the  status  of  the  patient.^  These 
multiple  factors  help  to  explain  in  part  the 
variable  results  reported  with  studies  in 
this  field.  This  study  attempts  a clinical 
evaluation  in  the  field  of  rehabilitation  of 
a new  muscle  relaxant  and  tranquilizer, 
chlormezanone  (Trancopal),  as  an  adjunct 
medication. 

Fifty  patients  with  skeletal  muscle  in- 
volvement associated  with  a variety  of 
conditions  including  fibrositis,  myositis, 
myalgia,  arthritis,  bursitis,  cervical  and 
lumbosacral  involvement,  parkinsonism. 


and  hemiplegia  were  treated  with  physical 
therapy  with  or  without  adjuvant  drug 
therapies.  Statistical  evaluation  was  com- 
plicated by  the  not-uncommon  finding  in 
clinical  practice  of  more  than  one  condition 
being  present  simultaneously  in  the  same 
patient,  so  that  50  patients  presented  82 
separate  indications  for  treatment.  In 
view  of  the  symptomatic  approach  in 
therapy,  this  statistical  analysis  is  based 
on  the  amelioration  of  complaints. 


Pharmacology 

Chlormezanone  is  the  first  of  a group  of 
substituted  metathiazanones  to  be  used  in 
clinical  medicine  and  it  is  unrelated  chemi- 
cally to  other  muscle  relaxants.  Chemically, 
it  is  2-(4-chlorophynyl)-3-methyl-4-metathi- 
azanone-l-dioxide,  with  the  structural 
formula : 


t/ 


> 


,N— CHs 


C— Cl 


First  prepared  by  Gesler  and  Surrey,^ 
chlormezanone  appears  to  have  a suppres- 
sant effect  on  excess  motor  activity  by  action 
on  the  polysynaptic  subcortical  reflexes, 
and  it  has  a tranquilizing  effect  which  re- 
duces emotional  re-enforcement  of  motor 
spasm  impulses. 

A comparison  of  chlormezanone  with 
known  central  nervous  system  depressant 
drugs  such  as  phenobarbital,  meprobamate, 
and  chloral  hydrate  has  been  made  in  a 
variety  of  species  of  animals.  Chlormez- 
anone was  found  to  Ik*  two  or  three  times 
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TABLE  I. — Physical  and  Muscle  Relaxant  Therapy  Results  in  50  Patients 


Chlormezanone  and 

Placebo  Plus  Chlormezanone  Plus  Aspirin  Plus 
- — Physical  Therapy — Physical  Therapy — -• — Physical  Therapy — • 
Conditions  Associated  Number  of  Satis-  Unsatis-  Satis-  Unsatis-  Satis-  Unsatis- 


with  Muscle  Spasm 

Symptoms 

factory 

factory 

factory 

factory 

factory 

factory 

Fibrositis,  myositis,  and 

32 

18 

14 

26 

6 

29 

3 

myalgia 

Arthri  tides 

26 

17 

9 

21 

5 

24 

2 

Bursitis 

12 

8 

4 

10 

2 

11 

1 

Radicular  involvement. 

8 

5 

3 

6 

2 

6 

2 

cervical  and  lumbo- 
sacral 

Parkinson  syndrome 

2 

1 

1 

1 

1 

1 

1 

Hemiplegia 

2 

1 

1 

1 

1 

1 

1 

Totals* 

82 

50 

32 

65 

17 

72 

10 

Per  cent 

100 

61 

39 

79 

21 

87 

13 

* Fifty  patients  had  82  separate  complaints  of  muscle  spasm. 


more  potent  than  meprobamate  or  chloral 
hydrate  in  preventing  maximal  electric 
shock,  chemoshock  death,  and  as  an  hypo- 
thermic agent.  Phenobarbital,  on  the  other 
hand,  was  more  effective  as  a sedative,  but 
it  was  also  more  toxic  and  no  more  effective 
than  chlormezanone  against  strychnine 
death  or  in  producing  hypothermia. 

Other  comparative  studies  in  animals 
with  such  central  muscle  relaxants  as  metho- 
carbamol and  zoxazolamine  emphasize  the 
profile  of  action  of  chlormezanone  as  a potent 
though  less  toxic  muscle  relaxant. 

Materials  and  Method 

An  evaluation  was  undertaken  with  50 
ambulatory  adult  patients  using  chlor- 
mezanone in  100  mg.  caplets,  placebo  cap- 
lets,  and  a tablet  containing  a mixture  of 
chlormezanone  50  mg.  and  acetylsalicylic 
acid  300  mg.*  There  were  23  females  and 
27  males,  their  ages  ranging  from  twenty 
to  eighty-two  years.  Patients  were  selected 
from  cases  seen  in  private  practice  on  the 
basis  of  complaints  referrable  to  the  ar- 
ticular, muscular,  and  allied  neurologic 
.systems  (Table  I).  Since  there  was  a pro- 
nounced multiple  symptomatology  in  a sub- 
stantial number  of  cases,  an  evaluation  was 

* Chlormezanone  (WIN  4692),  100  mg.  caplets, 
chlormezanone  (50  mg.)  and  aspirin  (300  mg.)  combina- 
tion tablet  (WIN  4692-S),  and  placebo  100  mg.  caplets 
were  supplied  by  Winthrop  Laboratories,  New  S'orU 
Cit.v. 


made  on  the  effect  of  medication  on  each 
major  sign  or  symptom  to  which  physical 
therapy  was  directed.  On  this  basis  there 
were  82  symptoms  in  the  50  patients. 

Complete  physical  examinations  and 
hemoglobin  and  urinalysis  tests  were  per- 
formed initially  and  were  repeated  at  two- 
week  intervals  or  sooner,  if  indicated. 
Symptoms  of  muscle  spasm  or  spasticity  had 
been  present  for  from  two  days  to  as  long 
as  seven  years.  Twenty  patients  were  given 
chlormezanone  100  mg.  three  or  four  times 
a day,  10  patients  were  started  on  placebos 
three  or  four  times  a day,  and  20  patients 
were  given  chlormezanone-aspirin  with  the 
same  frequency.  Physical  therapy  was 
utilized  as  appropriate  in  all  cases.  Medica- 
tion was  changed  in  sequence  each  week, 
and  the  duration  of  therapy  for  each  medica- 
tion was  from  one  to  fifteen  weeks  with  an 
average  duration  of  therapy  of  more  than 
two  weeks. 

Results  were  recorded  as  satisfactory  or 
unsatisfactory.  Clinical  impressions  of  satis- 
factory improvement  were  judged  by  a sig- 
nificant change  in  the  ability  to  work,  in 
performing  domestic  tasks,  in  increased 
mobility  of  the  patient  or  affected  part,  and 
by  complete  or  substantial  alleviation  of 
pain.  Unsatisfactory  results  were  noted 
whenever  symptomatic  relief  did  not  persist 
after  the  initial  dose,  when  there  was  no 
improvement,  and  when  side-effects  pre- 
cluded continued  medication. 
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Results 

Analyses  of  the  differential  effectiveness 
of  these  therapies  on  the  various  clinical 
symptoms  are  not  significant  statistically 
because  of  the  small  number  of  patients 
involved.  All  patients  received  physical 
therapy  plus  medication.  It  is  seen  in  Table 
I that  the  response  was  most  satisfactory 
with  the  chlormezanone-aspirin  combina- 
tion with  improvement  of  87  per  cent  of 
symptoms  associated  with  muscle  spasm; 
chlormezanone  alone  gave  satisfactory  re- 
sults in  a high  percentage  of  symptoms  in 
79  per  cent.  Those  patients  who  received 
the  placebo  medication  with  physical 
therapy  experienced  improvement  in  61  per 
cent  of  the  complaints. 

Tranquilization,  as  evidenced  by  a relief 
of  tension  and  anxiety  without  a clouding 
of  consciousness,  was  reported  by  58  per 
cent  of  the  patients  receiving  chlormezanone 
medication,  by  64  per  cent  receiving  chlor- 
mezanone-aspirin, and  by  20  per  cent  re- 
ceiving a placebo.  The  sleep  pattern  in 
those  professing  tranquilization  improved 
understandably.  The  value  of  chlormeza- 
none to  hemiplegic  and  parkinsonian  pa- 
tients was  chiefly  in  its  tranquilization  effect. 
Having  no  specific  action  on  the  neurologic 
deficiency,  the  effect  of  chlormezanone  on 
the  spasticity  is  questionable,  but  in  the 
tense  and  anxious  patient  its  tranquilizing 
action  had  beneficial  effects. 

The  side-effects  reported  were  primarily 
drowsiness,  dizziness,  weakness,  and  nausea. 
These  side-effects  occurred  in  3 cases  when 
the  patients  took  placebos,  in  5 cases  when 
the  patients  took  chlormezanone.  and  in  6 
while  the  patients  took  chlormezanone- 
aspirin.  The  placebo  reactors  were  also 
medication  reactors.  In  1 instance  drow- 
siness was  so  severe  that  the  patient  dis- 
continued medication  and  refused  placebos, 
so  that  a possible  reaction  to  the  inert  in- 
gredient was  unobtainable. 

Comment 

This  study  reaffirms  the  effectiveness  of 


various  types  of  physical  therapy  for  the 
treatment  of  muscle  spasm.  In  a blind 
placebo  crossover  study  the  addition  of 
muscle  relaxant  medication  with  chlor- 
mezanone or  chlormezanone-aspirin  in- 
creased the  percentage  of  satisfactory  relief 
of  symptoms  from  61  per  cent  to  79  per  cent 
and  87  per  cent  respectively.  In  addition, 
the  tranquilizing  effect  of  chlormezanone 
also  seemed  to  improve  the  sleep  pattern 
of  most  patients,  although  this  is  almost 
impossible  to  quantitate. 

Routine  laboratory  follow-up  studies  have 
shown  no  deviations  from  normal  findings, 
as  have  other  reports.®-^  No  major  side- 
effects  were  noted  and  the  minor  side- 
effects  were  drowsiness,  dizziness,  weakness, 
and  nausea  occurring  in  3 cases  receiving 
placebos.  5 cases  receiving  chlormezanone, 
and  6 cases  receiving  chlormezanone-as- 
pirin. 

The  addition  of  a potent,  safe,  and  well- 
tolerated  central  muscle  relaxant,  chlor- 
mezanone, to  physical  therapy  is  a useful 
adjuvant  in  the  treatment  of  muscle  spasm. 

Summary 

The  use  of  a central  muscle  relaxant, 
chlormezanone  (Trancopal)  has  been  studied 
in  a placebo-controlled  blind  study  as  an 
adjuvant  to  physical  therapy  in  the  treat- 
ment of  skeletal  muscle  spasm  in  50  patients 
with  conditions  such  as  myalgias,  fibrositis, 
bursitis,  arthritides,  and  radiculitis.  In 
increasing  order  of  effectiveness  in  re- 
lieving symptoms  of  painful  spasms  and 
in  the  restoration  to  normal  function  were 
physical  therapy  (61  per  cent  satisfactory) 
plus  chlormezanone  (79  per  cent  satis- 
factory) or  plus  chlormezanone-aspirin  (87 
per  cent  satisfactory) . Patients  received 
all  three  therapies  in  random  order  with 
approximately  equal  numbers  starting  with 
each  one.  Chlormezanone  appears  to  act 
by  suppressing  excessive  nerve  discharges  in 
the  brain  with  a dampening  effect  on  the 
pain  of  increased  muscle  spasm  plus  a mild 
tranquilizing  action.  It  therefore  has  a 
definite  rationale  as  a useful  adjunct  to 
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physical  therapy  by  increasing  the  factors 
promoting  recovery  and  mobility,  thus  de- 
creasing the  tendencies  to  muscle  wasting 
and  deformity.  Patients  taking  chlor- 
mezanone  i-eported  an  improvement  in  the 
sleep  pattern. 

References 

1.  Sohlesinger,  E.  B.;  Th(>  value  of  niusclo  rclaxants 


in  disorders  of  muscle  tone,  Ann.  New  York  Acad.  Sc. 
67:  833  (May  9)  1957. 

2.  Gesler,  R.  M.,  and  Surrey,  A.  R.:  The  central 
depressant  profile  of  some  substituted  metathi- 
azanones,  J.  Pharmacol.  & Exper.  Therap.  122:  517 
(Apr.)  1958. 

3.  Lichtman,  A.  L.:  New  developments  in  muscle 
relaxant  therapy,  Kentucky  Acad.  Gen.  Pract.  J.  4 : 
28  (Oct.)  1958. 

4.  Idem:  Relief  of  Muscle  Spasm  with  a New  Cen- 
tral Muscle  Relaxant.  Chlormezanone  (Trancopal), 
Scientific  Exhibit  of  the  International  College  of  Sur- 
geons, Miami  Beach,  Florida,  January  4-7,  1959. 


Protein  Deficiencies  Major  Problem  for  Growing  World 


A shortage  of  protein  is  one  of  the  great  health 
problems  facing  the  peoples  of  Asia,  Africa,  and 
Latin  America.  Inadequate  protein  consumption 
constitutes  a major  killer  particularly  among  the 
youngest  age  groups  and,  among  those  not  overtly 
stricken,  drains  the  productive  efficiency  on  which 
the  survival  and  vitality  of  the  new  nations  depends. 

According  to  Nutrilion  Reviews,  the  situation  is 
becoming  increasingly  critical.  There  are,  for 
example,  40  to  50  million  additional  people  each 
year  to  compete  for  the  food  supplies  of  this  planet. 

Although  the  employment  of  improved  methods 
of  agricultural  technology,  increased  irrigation  and 
drainage,  selection  of  crops  to  produce  a greater 
yield  per  acre,  and  the  eradication  of  plant  disease 
and  pests  will  lead  to  greater  production  of  food- 
stuffs, there  is  doubt  whether  such  methods  can 
meet  the  increased  demand  for  food. 

The  gravest  scarcity  is,  and  will  probably  con- 
tinue to  be,  in  the  realm  of  protein.  The  foodstuffs 
that  are  easiest  to  produce,  yield  large  amounts  of 
calories  but  supply  inadequate  amounts  of  protein. 
Moreover,  when  foodstuffs  are  limited  in  supply,  the 
use  of  animals  for  converting  plant  protein  into 
animal  protein  is  too  inefficient. 

Even  though  beefsteak  diets  may  be  a long  way 
off  for  the  peoples  of  these  nations,  nutritional 
science  is,  however,  trying  to  find  immediate  means 
to  provide  sufficient  high  quality  protein. 

One  of  the  most  promising  approaches  in  several 
years  of  research  has  been  developed  by  the  Insti- 
tute of  Nutrition  of  Central  America  and  Panama. 
Working  under  grants  from  the  United  Nations, 


the  Rockefeller  Foundation,  the  Williams- Waterman 
Fund,  the  Nutrition  Foundation,  and  the  Kellogg 
Foundation,  the  Central  American  research  body, 
headquartered  in  Guatemala  City,  has  developed  a 
high  protein  food  from  locally  available,  and  cheap, 
grain  products. 

A blend  of  corn  meal,  sorghum  flour,  cottonseed 
flour,  leaf  meal,  or  vitamin  A and  3 per  cent,  “In- 
caparina”  has  a promising  protein  score — 67  per 
cent. 

Another  possibility,  recently  reported  at  Cornell 
University  is  based  on  the  prospect  of  using  syn- 
thetic amino  acids — the  “building  blocks”  of  protein. 

Intensive  work  is  now  being  done  to  synthesize 
two  of  the  most  important  amino  acids,  lysine  and 
methionine.  If  this  can  be  accomplished  at  a suffi- 
ciently low  cost,  the  synthetics  might  be  blended 
with  locally  available  grains — rice,  wheat,  corn,  and 
sorghum — to  create  important  new  food  supplies 
for  the  nations  now  short  of  protein. 

On  another  tack,  N.  W.  Pirie,  writing  in  the 
British  medical  publication.  Lancet,  tells  of  a technic 
of  extracting  protein  from  leaves. 

It  works  this  way:  Fresh  green  leaves  are  pulped 
and  the  juice  is  extracted  from  the  mass.  The 
juice  is  then  heated,  coagulating  the  protein. 

After  a number  of  filtering  steps,  the  protein  is 
finally  formed  into  cakes.  Although  a deep  green, 
because  of  the  chlorophyll  still  present,  the  cakes 
have  proved  to  be  a good  source  of  protein,  being 
on  a par  with  fish  meal.  In  terms  of  appeal  to  the 
eye  and  palate  the  cakes  are  far  from  perfect,  how- 
ever, because  of  their  color  and  flavor. 
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Osteolytic  Lesions  in  the  Humerus  and  Ilium 


Case  History 

Furman  M.  Jones,  Jr.,  M.D. : A fifty- 
five-year-old  Negro  male  truck  driver  was 
admitted  to  Knickerbocker  Hospital  on 
May  2,  1960,  complaining  of  pain  in  his  right 
shoulder  of  approximately  three  months 
duration.  Prior  to  the  three  months  before 
admission,  the  patient’s  health  had  been 
good.  At  that  time  he  began  to  have  a 
persistent  dull  pain  in  the  right  shoulder. 
The  pain  remained  localized  and  was  ag- 
gravated by  motion.  It  was  persistent  and 
was  associated  with  a progressive  limitation 
in  motion  of  the  right  shoulder.  He  denied 
any  swelling  or  redness  of  the  shoulder  joint 
or  any  joint  symptoms.  There  were  no 
chills  or  fever.  There  was  no  history  of 
trauma.  He  admitted  to  anorexia  and  a 
10-pound  weight  loss  over  the  three-month 
period.  The  patient  denied  any  hi.storj'- 
of  hemoptysis,  chronic  cough,  dyspnea  on 
exertion,  or  chest  or  abdominal  pain.  There 
was  no  history  of  nausea,  vomiting,  or 
change  in  stool  color,  caliber,  or  consistency. 
He  also  denied  pruritus,  dysuria,  hematuria, 
urgency,  or  change  in  the  size  and  force  of 
his  stream.  The  family  history  was  non- 
contributory. 


Examination  revealed  a normally  devel- 
oped male  who  did  not  appear  acutely  or 
chronically  ill  and  showed  no  evidence  of 
weight  loss.  The  skin  was  normal  with  no 
evidence  of  pallor,  jaundice,  or  purpura. 
The  blood  pressure  was  126/70,  pulse  96 
and  regular,  respirations  20,  and  tempera- 
ture 98.6  F.  The  eyes,  ears,  nose,  and 
throat  gave  findmgs  within  normal  limits. 
There  was  no  cervical,  axillary,  supraclavic- 
ular, or  inguinal  adenopathy.  The  thyroid 
gland  was  small,  slightly  firm,  smooth,  and 
did  not  contain  any  nodules.  The  lungs 
were  clear,  and  the  heart  was  within  normal 
limits.  The  liver  and  spleen  were  not 
palpable,  and  there  w’as  no  abdominal  mass 
or  tenderness.  Rectal  examination  re- 
vealed a normal  prostate  and  no  intralu- 
minal masses.  The  testes  were  normal. 

There  was  diffuse  palpable  tenderness 
over  the  right  shoulder  joint  with  no  evi-  - 
deuce  of  redness  or  swelling.  There  was  | 
marked  limitation  of  motion,  both  adduction  i 
and  circumduction.  The  arm  could  not  III 
be  elevated  more  than  45  degrees.  There  | 
was  no  clubbing  of  the  nails.  Muscular  j' 
atrophy  over  the  right  shoulder  was  minimal.  1 

The  admission  laboratory  examination 
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revealed  a urine  with  a specific  gravity  of 
1.014,  alkaline  reaction,  1 plus  albumin,  1 to 
I 3 red  blood  cells,  and  1 to  3 white  blood 
’ cells.  The  hemoglobin  was  10  Gm.,  and 
the  red  cell  count  was  3.46  million.  The 
! white  cell  count  was  4,900  with  54  per  cent 
polymorphonuclear  leukocytes,  42  per  cent 
, lymphocytes,  2 per  cent  eosinophils,  and 
j 2 per  cent  monocytes.  The  sedimentation 
rate  was  50  mm.  per  hour.  The  serology  pro- 
duced negative  findings,  and  there  was  no 
Bence  Jones  protein.  The  fasting  blood 
sugar  was  137  mg.  per  100  ml.,  nonprotein 
: nitrogen  34  mg.  per  100  ml.,  calcimn  10.2, 

phosphorus  4.4,  alkaline  phosphatase  2.6  and 
2.55,  acid  phosphatase  4.2  (normal  0 to  4), 

I total  serum  protein  6.45  with  4.34  albumin 
and  2.1  globulin,  and  serum  amylase  314 
units  (normal  80  to  180  units). 

The  stool  examination  gave  negative 
findings  for  occult  blood.  An  electrocardio- 
gram revealed  tall  R waves  in  V4  to  V5  but 
otherwise  was  within  normal  limits.  A 
chest  x-ray  examination  revealed  slight 
blunting  of  the  left  costophrenic  angle  with 
slight  generalized  cardiac  enlargement. 
There  also  was  marked  uncoiling  of  the 
aorta.  The  right  shoulder  revealed  a 
marked  area  of  bone  destruction  involving 
i the  humeral  head  and  neck  (Fig.  1).  The 
area  of  destruction  extended  down  the  hu- 
meral shaft,  and  a second  area  of  destruction 
I was  noted  several  centimeters  distal  to  the 
first.  A complete  bone  series  was  performed 
and  gave  negative  results  except  for  a large 
j area  of  bone  destruction  involving  the  right 

I iliac  bone.  The  intravenous  pyelogram  was 

j within  normal  limits.  A gastrointestinal 

series  revealed  a small,  inconstant  filling 
! defect  along  the  greater  curvature  of  the 

I prepyloric  region.  This  was  thought  to 

represent  a small  area  of  ectopic  pancreatic 
tissue.  The  results  of  a barium  enema 
were  within  normal  limits.  A proctoscopy 
was  performed  and  was  entirely  within 
normal  limits. 

During  hospitalization  the  patient  re- 
mained afebrile  and  despite  analgesics 
continued  to  have  pain  and  limitation  of 


Fig.  1.  X-ray  of  humerus  showing  osteolytic 
lesion  destroying  the  head  of  the  humerus  and  an  os- 
teolytic lesion  lower  in  the  shaft. 


movement  in  the  right  shoulder.  On  the 
tenth  day  of  hospitalization  an  operation 
was  performed. 

Discussion 

Maxwell  S.  Gelfand,  M.D.:  Today’s 
problem  deals  with  pain  in  the  right  shoulder 
in  a fifty-five-year-old  Negro  male.  The 
pain  was  localized,  persistent,  aggravated  by 
motion,  and  accompanied  by  progressive 
loss  of  function  in  the  joint.  There  was  no 
redness  or  swelling.  However,  anorexia 
and  a 10-pound  weight  loss  developed  over 
the  three-month  period  of  symptoms.  He 
previously  had  been  in  good  health,  and 
there  was  no  history  of  trauma.  Physical 
examination  was  not  helpful;  as  one  might 
expect,  the  shoulder  was  tender,  and  motion 
was  limited.  There  was  minimal  atrophy 
of  the  muscles  overlying  the  joint. 
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The  laboratory  furnishes  little  help.  Mild 
anemia,  a tendency  to  leukopenia,  a fasting 
blood  sugar  slightly  above  normal,  elevated 
serum  amylase,  and  an  elevated  sedimenta- 
tion rate  do  not  point  toward  any  specific 
picture.  The  negative  findings  are  more 
useful.  The  negative  serology  findings, 
normal  blood  calcium,  phosphorus,  acid  and 
alkaline  phosphatases,  normal  plasma  pro- 
tein level  with  a normal  albumin-globulin 
ratio,  and  absence  of  Bence  Jones  protein  in 
the  urine  make  diagnoses  of  gumma  of  bone, 
parathyroid  disease,  Paget’s  disease,  me- 
tastatic prostatic  carcinoma,  and  multiple 
myeloma  unlikely. 

The  important  evidence  comes  from  the 
.x-ray  films,  and  I would  like  to  ask  Dr. 
Aloynahan  to  discuss  them. 

Joseph  M.  Moynah.an,  M.D.:  The  first 
film  shows  the  lesion  in  the  right  shoulder 
(Fig.  1).  There  is  an  extensive  area  of 
destruction  in  the  head  of  the  humerus  in- 
volving the  epiphysis  and  the  upper  part  of 
the  diaphysis.  There  is  a pathologic  frac- 
ture at  the  medial  aspect.  A few  inches 
below  there  is  another  osteolytic  lesion. 
When  we  saw  this  picture,  a complete  bone 
survey  was  advised.  It  disclosed  a large 
osteolytic  lesion  in  the  right  iliac  ala  which 
may  have  extended  into  the  sacrum.  There 
also  is  some  questionable  bony  resorption  in 
the  body  of  the  twelfth  dorsal  vertebra. 
An  intravenous  pyelogram  gave  negative 
findings;  I could  see  nothing  to  suggest  a 
retroperitoneal  mass.  The  stomach  showed 
a small  filling  defect  along  the  greater  curva- 
ture in  the  prepyloric  region  which  I would 
interpret  as  a small  focus  of  ectopic  pan- 
creatic tissue.  Peristalsis  was  present  in  the 
area  so  involved. 

Dr.  Gelfani)  : And  what  does  the  radio- 
logic  evidence  add  up  to  as  interpreted  by 
the  radiologist? 

Dr.  Moynahan:  A malignant  process 
that  is  destroying  bone;  whether  primary 
or  metastatic  I cannot  say,  nor  would  I 
commit  myself  to  a primary  site  if  the  latter 
possibility  is  proved. 

Dr.  Gelfano:  In  patients  over  the  age 
12() 


of  forty,  such  lesions  are  more  likely  to  be 
metastatic  than  to  represent  primar3^  bone 
tumors.  Also,  the  polyostotic^  di.stribution 
of  the  lesions  suggests  metastatic  disease 
in  the  skeleton.  The  only  notable  exception 
would  be  multiple  myeloma.  It  would  have 
been  desirable  to  know  if  the  gamma  globulin 
fraction  was  increased  or  whether  a myeloma 
globulin  was  present.  Since  this  is  not 
mentioned  in  the  protocol,  I assume  that  it 
was  not  done. 

Dr.  Jones:  That  is  correct. 

Dr.  Gelfand  : In  this  patient  the  lesions 
are  in  the  humerus  and  the  ilium.  There 
were  no  lesions  in  the  skull,  and  the  minimal 
resorption  in  the  body  of  the  twelfth  dorsal 
vertebra  is  not  enough  for  me  to  be  sure  that 
it  is  part  of  the  same  process.  In  the  ab- 
sence of  typical  punched-out  lesions  in  these 
areas  there  simply  is  not  enough  to  support 
a diagnosis  of  myeloma.  The  distribution 
of  lesions  would  be  atypical,  and  there  are 
no  supporting  data  relating  to  an  abnormal 
protein  in  the  serum  or  the  urine.  There 
isn’t  even  enough  evidence  in  the  urine  to 
suggest  the  so-called  “myeloma  kidney.” 

I would  like  to  speculate  on  possible 
sources  for  what  I must  perforce  classify  as 
metastatic  tumor  in  bone.  The  most  com- 
mon primary  site  for  metastatic  bone  cancer 
is  the  breast,  the  female  mammary  gland 
predominating  over  the  male  by  about  100 
to  1.  The  bones  most  frequently  involved 
are  the  vertebrae,  pelvis,  femur,  skull,  ribs, 
and  humerus,  and  the  average  interval  be- 
tween radical  mastectomy  and  roentgeno- 
graphic  demonstration  of  osteolytic  lesions  is 
about  two  j^ears.  Pain  is  the  symptom  which 
instigates  search,  but  in  the  early  stages  it 
often  is  difficult  to  demonstrate  the  osteo- 
l3dJc  lesions.  In  this  patient  we  have  no 
hi.story  of  breast  cancer,  and  I am  unwilling 
to  conjure  up  the  unlikely  picture  of  a 
silent  cancer  in  the  male  breast  which  has 
produced  such  obvious  metastases. 

The  next  most  likely  source  is  the  pro.state. 
The  protocol  tells  us  that  the  prostate  was 
normal.  The  acid  phosphatase  was  not  ele- 
vated. Although  the  patient  is  fifty-five 
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years  old,  this  is  a bit  on  the  youthful  side 
for  the  disease.  I might  point  out  that  meta- 
static prostatic  carcinoma  usually  shows  a 
combination  of  osteolytic  and  osteoplastic 
lesions.  It  is  not  common  to  see  a case  in 
which  the  entire  roentgenographic  appear- 
ance is  purely  either  one  or  the  other.  The 
osteoblastic  activity  which  accompanies  the 
' usual  metastases  from  prostatic  carcinoma 
I is  accompanied  by  an  increased  alkaline 
I phosphatase  level  as  well  as  an  increa.sed 
acid  phosphatase.  Incidentally,  I do  not 
think  that  4.2  King-Armstrong  units  is 
really  elevated,  although  the  normal  range 
is  given  as  0 to  4 units. 

A third  possible  source  of  the  tumor  might 
be  the  thyroid  gland.  In  spite  of  the  fact 
that  the  thyroid  is  so  readily  palpable,  one 
does  see  cases  of  small,  occult  carcinoma  in  it 
from  time  to  time.  One  of  the  less  frequent 
forms  of  thyroid  cancer  is  called  the  non- 
encapsulated  sclerosing  carcinoma,  and  I am 
told  that  a fairly  large  percentage  of  them  are 
less  than  1 cm.  in  size.  One  could  easily  fail 
to  palpate  such  a tumor  on  examination.  To 
be  sure,  one  usually  thinks  of  thyroid  cancer 
as  presenting  as  an  enlarged  or  nodular  gland, 
often  with  palpable  cervical  lymph  nodes  lat- 
eral to  it.  This  is  not  the  picture  we  have  in 
this  case,  but  the  fact  that  a given  thyroid  is 
not  enlarged  and  not  nodular  does  not  exclude 
the  possibility  that  it  harbors  a small  cancer 
that  already  may  have  metastasized.  Skele- 
tal metastases  do  occur  in  25  to  30  per  cent  of 
the  cases  of  thyroid  cancer,  and  the  bones 
involved  are  the  skull,  ribs,  sternum,  verte- 
brae, and  humerus. 

Carcinomas  of  the  lung  and  kidney  are 
about  equal  in  their  ability  to  produce 
osteolytic  lesions  in  bones.  Here,  too,  the 
primary  lesion  may  be  occult,  and  the 
patient  seeks  medical  attention  because  of 
symptoms  associated  with  the  distant  metas- 
tases. The  conventional  syndrome  of 
cough,  hemoptysis,  and  chest  pain  may  be 
absent  in  the  former,  and  the  characteristic 
painless  hematuria  and  mass  in  the  flank 
may  be  absent  in  the  latter.  Symptoms 
referable  to  a metastasis  in  the  brain  may  be 


the  first  clue  that  a patient  has  cancer  of  the 
lung.  So  also  may  be  the  sudden  appear- 
ance of  clubbing  of  the  fingers  without  a 
heart  murmur.  Likewise,  a varicocele  on 
the  left  that  does  not  disappear  when  the 
patient  lies  down  or  the  development  of 
polycythemia  may  be  the  first  herald  of  a 
nephrogenic  tumor.  We  have  no  such  hints 
in  the  case  at  hand,  but  Dr.  Ober’s  findings 
at  autopsy  may  surprise  us. 

Actually,  bony  metastases  have  been  de- 
scribed in  association  with  tumors  from  prac- 
tically every  site  in  the  body,  including  such 
diverse  sites  as  the  stomach,  pancreas,  rec- 
tum, testis,  nasopharynx,  and  skin.  Even 
rather  specialized  varieties  of  tumor,  such  as 
retinoblastoma,  melanoma,  choriocarcinoma, 
or  mixed  tumor  of  salivary  glands  may 
metastasize  to  bone.  Indeed,  even  Ewing’s 
sarcoma  and  osteogenic  sarcomas  may  me- 
tastasize to  other  bones.  By  the  same  token 
we  should  not  overlook  lymphomas,  such  as 
reticulum  cell  sarcoma  or  Hodgkin’s  disease, 
which  may  metastasize  or  arise  multicen- 
trically  in  a bone. 

For  the  sake  of  completeness  let  us  con- 
sider briefly  some  of  the  primary  bone  tu- 
mors. Ewing’s  tumor  is  an  osteolytic  lesion, 
and  it  can  occur  in  the  humerus  and  parts  of 
the  innominate  bone.  However,  it  is  seen 
almost  exclusively  in  individuals  under  the 
age  of  forty.  Constitutional  signs,  such  as 
fever,  leukocytosis,  and  anemia  often  are 
present.  I think  it  an  unlikely  possibility  in 
this  patient. 

Likewise,  a true  osteogenic  sarcoma  may 
be  a purely  osteolytic  lesion,  and  indeed  it 
may  involve  more  than  one  bone.  However, 
it  too  almost  never  occurs  after  the  age  of 
forty,  and  I will  exclude  it.  Giant  cell 
tumors  of  bone  occur  in  individuals  between 
the  ages  of  twenty  and  forty.  Over  60  per 
cent  of  them  occur  at  the  lower  end  of  the 
femur  or  upper  end  of  the  tibia,  although  the 
head  of  the  humerus  is  not  an  improbable 
site.  However,  they  rarely  involve  the  ilium, 
and  they  usually  are  not  malignant.  I 
doubt  that  this  patient  has  what  usually  is 
thought  of  as  a giant  cell  tumor  of  bone. 
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Fig.  2.  Photomicrograph  of  needle  biopsy  of  the 
tumor  showing  patternless  aggregation  of  small  to 
medium  “round”  cells  suggesting  malignant  lym- 
phoma. 

Reticulum  cell  sarcoma  of  bone  is  known  also 
as  atypical  Ewing’s  sarcoma.  It  may  occur 
at  any  age,  usually  between  twenty  and 
fifty,  and  has  a predilection  for  long  bones. 
Mild  to  moderate  pain  usually  is  the  first 
symptom.  Fever  and  leukocytosis  usually 
are  absent.  Pulmonary  metastases  are  com- 
mon. Reticulum  cell  sarcoma  and  other 
lymphomas  may  be  found  in  bone  as  part  of 
a generalized  lymphomatosis.  The  x-ray 
films  show  bone  breakdown  with  no  new 
bone  formation. 

From  what  I have  said  it  is  clear  that  I 
cannot  consider  the  diagnosis  of  a primary 
bone  tumor  as  a strong  possibility.  I believe 
that  we  are  dealing  with  a metastatic  tumor 
with  multiple  areas  of  skeletal  involvement. 
As  to  the  primary  site,  I would  list  the  possi- 
bilities in  this  order:  (1)  stomach,  (2)  a 
silent  urogenital  tumor,  (3)  an  occult 
bronchogenic  carcinoma,  and  (4)  a cryptic 
thyroid  cancer.  In  any  event,  the  primary 
cancer  in  this  patient  certainly  did  nothing 
to  attract  attention  to  itself.  I think  we 


have  to  keep  in  mind  Jaffe’s  statement  that 
a definitive  diagnosis  of  a bone  tumor  can  be 
made  only  by  a good  biopsy. 

Diagnoses 

Clinical. — (/)  Malignant  tumor,  bone,  meta- 
static (f) 

Dr.  Gelfand. — Metastatic  carcinoma  to 
bone  from  (i)  stomach  {?)-,  {2)  xtrogenital 
tract  {?)]  (3)  bronchus  {?)■,  and  (4)  thyroid 

{f). 

Anatomic. — {!)  Malignant  lym'phoma, 

bone. 

Pathologic  Report 

William  B.  Ober,  M.D.  : Today  the  shoe 
is  on  the  other  foot,  and  instead  of  coming 
out  with  a clear-cut,  unequivocal  answer,  I 
shall  present  some  ambiguous  observations 
and  offer  a diagnosis  by  exclusion.  The 
only  justification  I shall  offer  for  this  is  the 
fact  that  in  the  day  by  day  practice  of  medi- 
cine— and  pathology  is  the  practice  of  medi- 
cine, more  of  an  art  and  less  of  a science  than 
we  usually  care  to  admit — one  does  not  al- 
ways have  the  opportunity  to  arrive  at  firm 
diagnoses  that  admit  of  no  alternative  and 
announce  them  pontifically  in  a clear,  ring- 
ing voice. 

The  operation  done  on  the  tenth  hospital 
day  was  a needle  aspiration  of  the  lesion  in 
the  humerus.  A small  fragment  of  tissue 
about  3 mm.  long  by  about  1 mm.  wide  was 
obtained.  Needless  to  say,  any  pathologic 
inferences  made  on  such  a piece  of  tissue 
must  be  limited  in  their  scope  by  the  actual 
size  of  the  sample. 

The  microscopic  appearance  was  that  of 
a malignant  tumor  composed  of  a pattern- 
less growth  of  small  to  medium  “round”  cells 
with  small,  dark  nuclei  and  rather  scanty 
cytoplasm  which  exhibited  no  special  proper- 
ties (Fig.  2).  At  no  point  was  there  any 
evidence  of  any  epithelial  pattern.  There  is 
no  doubt  that  the  process  is  a malignant 
neoplasm.  The  next  question  is  whether  the 
tumor  is  primary,  metastatic,  or  multicen- 
tric. 

In  the  absence  of  an  epithelial  pattern  I 
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cannot  make  the  diagnosis  of  metastatic 
tumor  from  the  kidney  or  thyroid,  tumors 
which  commonly  metastasize  to  bone.  In 
these  conditions  one  almost  invariably  sees 
a pattern  suggesting  the  primary  site.  The 
same  would  be  true  also  for  a carcinoma  of 
the  prostate  or  of  the  breast  if  this  were  a 
woman.  Metastatic  lung  tumors  also  will 
exhibit  an  epithelial  pattern  most  of  the 
time;  the  only  exception  is  an  oat  cell  car- 
cinoma of  the  lung,  but  the  cells  of  this 
tumor  are  not  oat  cells;  they  are  too  round. 
Of  course,  statistics  favor  the  diagnosis  of 
a metastatic  tumor  from  a small,  silent, 
occult  primary  carcinoma,  but  I cannot 
make  this  diagnosis  in  the  absence  of  any 
sign  of  epithelial  pattern. 

As  for  a primary  sarcoma  of  bone,  one  that 
would  arise  in  the  head  of  the  humerus  and 
metastasize  to  the  ilium,  or  conversely,  this 
is  an  entity  which  has  yet  to  be  described. 
Of  course,  I have  no  positive  knowledge  that 
the  Ijdic  lesion  in  the  ilium  is  histopatho- 
logically  the  same  as  the  one  in  the  hu- 
merus, but  the  chance  that  this  represents 
two  different  lesions  is  so  remote  that  I can- 
not consider  it.  If  this  were  a primary  sar- 
coma of  bone,  it  would  have  to  be  either  a 
reticulum  cell  sarcoma  or  a Ewing’s  sarcoma. 


or  possibly  a neuroblastoma.  I would  ex- 
clude the  latter  two  possibilities  on  the  basis 
of  the  patient’s  age,  the  radiologic  appear- 
ance of  the  lesion,  and  the  fact  that  the  tu- 
mor cells  don’t  look  like  the  cells  usually 
seen  in  Ewing’s  sarcoma  or  in  neuroblas- 
toma. (There  are  no  rosettes,  but  in  a small 
sample  that  would  be  an  unexpected  gift  of 
the  gods.)  I cannot  really  exclude  a reticu- 
lum cell  sarcoma  on  the  basis  of  age  or  radio- 
logic  appearance,  but  this  is  more  likely  to  be 
monostotic. 

Actually,  the  cells  in  question  look  more 
like  neoplastic  large  lymphocytes  than 
reticulum  cells,  although  an  occasional 
reticulum  cell  is  seen  in  the  tumor.  There- 
fore, I offer  the  diagnosis  of  malignant 
lymphoma,  multicentric  in  bone,  and  leave 
open  the  question  as  to  what  other  locations 
may  be  involved  by  this  tumor. 

So  much  for  the  negative  side  of  things. 
We  must  ask  ourselves  now  what  positive  in- 
formation we  gained  from  the  needle  biopsy. 
This  is  a practical  question,  and  fortunately, 
we  got  a practical  answer.  First,  we  estab- 
lished bejmnd  any  doubt  that  the  lesion  was 
malignant.  Second,  it  appeared  to  be  the 
sort  of  malignant  process  that  probably 
would  respond  to  x-ray  treatment. 


Color  Index  for  Nutrition 


The  dark  green  hues  of  broccoli,  spinach,  turnip 
greens,  and  kale  are  a sign  of  the  valuable  amounts 
of  vitamin  A contained  in  these  vegetables,  the 
Nutrition  Foundation  reports.  A good  gauge  for  the 
meal  planner,  the  depth  of  green  indicates  carotene, 
a substance  which  the  body  converts  into  vitamin  A. 
The  vitamin  is  of  prime  importance  to  sound  health 


by  helping  the  body  fight  infection,  maintain  vision, 
and  build  strong  bones  and  teeth.  The  dark  green 
vegetables  are  also  good  sources  of  vitamin  C. 
Expert  word  from  the  Foundation,  therefore,  is  that 
dark  green  vegetables  are  to  be  considered  a “must” 
for  the  family’s  diet  and  should  be  served  several 
times  a week. 
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^|"^HE  original  concept  that  diabetes  and 
pregnancy  are  incompatible,  which 
existed  prior  to  the  advent  of  insulin,  is  now  of 
only  historic  significance.  Today,  the  abor- 
tion rate,  the  incidence  of  sterility,  and  the 
maternal  mortality  rate  of  the  diabetic 
individual  are  similar  to  that  of  the  non- 
diabetic individual.  However,  the  problem 
of  fetal  salvage  still  remains  a challenge,  and 
the  question  of  how  to  further  decrease  fetal 
wastage  has  yet  to  be  answered. 

Pregnancy  in  the  Recognized  Diabetic 
Subject 

The  increased  gluco-corticoid  production 
and  the  possible  increased  degree  of  insulin 
inactivation  by  the  placenta  as  pregnancy 
progresses  leads  to  the  detection  of  diabetes 
long  before  it  becomes  apparent  in  the  non- 
pregnant state. 

Experience  has  shown  that  the  increased 
perinatal  loss  commences  in  diabetic  women 
many  years  prior  to  clinical  recognition  of 
the  metabolic  disturban(«,  and  that  for 
several  years  prior  to  its  detection,  the  fetal 
loss  is  identical  to  that  of  the  known  diabetic 


woman. Furthermore,  the  embryopathy 
exhibited  by  the  infants  of  these  mothers  is 
similar  to  that  exhibited  by  infants  of  known 
diabetic  mothers.*”^ 

Management. — Decreased  perinatal  mor- 
tality has  been  accompli.shed  as  a result  of 
the  cooperative  efforts  of  the  obstetrician, 
the  internist,  the  patient,  and  the  pediatri- 
cian working  as  a team.^  This  is  essential 
since  poor  patient  cooperation  or  inadequate 
management  of  the  mother  or  the  newborn 
infant,  either  medically  or  obstetrically, 
only  results  in  increased  fetal  wastage. 
The  concept  of  the  value  of  patient  coopera- 
tion in  obtaining  the  best  medical  results  is 
not  of  recent  origin.  It  was  recognized 
in  the  fourth  century  B.C.  by  Aristotle 
who  deplored  patient  apathy  and  resistance 
to  medical  advice.  Unfortunately  it  is 
only  in  recent  years  that  the  need  for  patient 
adherence  to  the  physician’s  advice  is 
beginning  to  receive  as  much  emphasis  as 
the  actual  therapy  prescribed. 

The  need  for  more  intensive  prenatal 
supervision  has  been  attested  to  by  all 
investigators  in  this  field. It  is  essential 
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that  the  patient  be  seen  by  the  internist  and 
the  obstetrician  at  regular  intervals  through- 
out pregnancy.  A good  routine  is  weekly 
visits  to  the  obstetrician  and  medical  super- 
vision by  the  internist  every  two  to  four 
weeks.  Thus,  deviations  from  the  normal 
will  either  be  prevented  or  detected  during 
their  incipiency  and  will  be  promptly 
treated.  The  value  of  frequent  visits  as 
pertains  to  the  patient  is  twofold.  First, 
it  helps  to  establish  the  proper  rapport 
' between  patient  and  physician,  and  second, 
it  encourages  proper  habits  early  in  the 
course  of  pregnancy  so  that  carelessness 
does  not  occur  at  a time  when  it  will  have  a 
deleterious  effect  on  the  fetus.  The  little 
extra  time  spent  by  the  internist  and  the 
obstetrician  at  the  initial  visit,  explaining 
the  concept  of  management,  results  in  a 
I degree  of  patient  cooperation  generally 
not  attainable  in  the  patient  in  the  non- 
pregnant state. 

The  patient  is  instructed  to  test  her  urine 
twice  daily,  in  the  morning  and  in  the  eve- 
ning, for  sugar  and  acetone.*  Thus,  clini- 
cal acidosis  with  its  attendant  high  fetal 
mortality  can  be  prevented  by  prompt 
treatment  of  the  chemical  acidosis.  As  a 
result,  the  danger  of  antepartum  fetal  death 
from  this  complication  is  minimized. 

All  patients  should  have  eyeground  exami- 
I nations  routinely,  and  those  exhibiting  pro- 
teinuria or  hypertension  should  have  kidney 
function  tests  performed  and  an  evaluation 
I made  of  their  cardiovascular  system.  In 
all  patients  with  vascular  damage  or  dia- 
betes of  long  duration,  an  x-ray  film  of  the 
abdomen  should  be  taken  to  detect  the 
presence  and  degree  of  calcification  of  the 
uterine  vessels. 

Diet  and  insulin  requirements  are  indi- 
vidualized to.  satisfy  the  nutritional  and 
metabolic  needs  of  the  patient.  Caloric 
values  may  vary  between  1,000  and  3,000 
calories  or  more,  with  the  obese  patient 
receiving  relatively  fewer  calories  than  the 
underweight  patient.  Common  to  all  such 
diets  is  a high  protein  content  ranging  from 
between  IV2  and  2 Gm.  per  kilogram  of 


body  weight  and  with  a low  sodium  con- 
tent. 

The  aim  of  the  physician  should  be  to 
keep  the  patient  under  good  diabetic  con- 
trol throughout  her  pregnancy.  In  some 
cases  it  is  difficult  to  maintain  a sugar-free 
urine,  particularly  as  the  pregnancy  ad- 
vances, without  precipitating  hypoglycemia. 
In  these  instances  small  amounts  of  sugar 
in  the  urine  are  harmless,  but  it  must  be 
borne  in  mind  that  the  majority  of  pregnant 
diabetic  women  can  be  kept  in  good  carbo- 
hydrate balance  with  proper  therapy  and 
cooperation.  This  means  that  the  diet  and 
insulin  dosage  may  require  adjustment 
from  time  to  time  during  the  course  of  the 
pregnancy.  A laissez-faire  or  defeatist  atti- 
tude should  not  be  accepted.  The  physician 
must  realize  that  flexibility  in  the  manage- 
ment of  the  patient  as  an  individual  is  more 
important  than  treating  the  disease  alone. 

Edema  is  best  treated  by  the  newer  oral 
diuretic  agents  such  as  chlorothiazide  or  its 
equivalent.  Chlorothiazide  in  daily  doses 
of  500  to  1,000  mg.  has  been  employed  with 
considerable  effectiveness  in  most  instances. 
Meticulous  prenatal  care  will  tend  to  de- 
crease the  incidence  of  preeclampsia  and 
leads  to  its  early  recognition  and  prompt 
treatment. 

At  present  NPH  and  lente  are  the  insulins 
of  choice,  although  all  preparations  are 
effective.  Occasionally  the  long-acting  in- 
sulins must  be  supplemented  by  unmodified 
insulin.  In  the  majority  of  patients,  the 
need  for  increased  dosage  begins  in  the 
second  trimester  and  reaches  a peak  at  the 
time  of  delivery.  This  increased  need 
parallels  the  increased  gluco-corticoid  pro- 
duction and  the  possible  placental  inac- 
tivation of  insulin  as  the  pregnancy  ad- 
vances. With  this  changing  carbohydrate 
tolerance  it  can  be  appreciated  readily  how 
essential  it  is  for  the  patient  to  be  seen  by 
the  internist  at  frequent  intervals. 

The  use  of  oral  hypoglycemic  agents 
during  pregnancy  cannot  be  considered  a 
substitute  for  insulin  at  this  time.  These 
drugs  must  still  be  evaluated  and  any  defini- 
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tive  statement  has  to  await  further  experi- 
ence. Since  keto-acidosis  occurs  more  fre- 
quently in  the  pregnant  than  in  the  non- 
pregnant state,  insulin  remains  the  drug  of 
choice  since  it  normalizes  the  blood  sugar 
and  is  antiketotic. 

Severity  of  Diabetes. — The  severity  of 
diabetes  as  judged  by  insulin  reciuirements 
bears  little  if  any  relationship  to  fetal  risk 
during  pregnancy.  Likewise  the  duration 
of  diabetes  per  se  does  not  influence  the 
fetal  outcome. 

It  is  only  the  sequelae  of  diabetes  of  long 
standing  that  have  a deleterious  effect  on 
fetal  salvage.  These  sequelae,  atherosclero- 
sis of  the  uterine  vessels,  coronary  artery 
disease,  retinopathy,  or  renal  disease,  result 
in  an  increase  in  both  fetal  and  maternal 
risk.  These  conditions  even  in  the  non- 
diabetic individual  carry  the  identical  poor 
prognosis.  All  patients  manifesting  these 
degenerative  lesions,  regardless  of  the  age  at 
onset,  duration  of  diabetes,  or  insulin  needs, 
have  an  increased  fetal  and  maternal  risk. 

Therefore  it  would  appear  preferable  to 
classify  pregnant  diabetic  women,  on  the 
basis  of  the  risk  involved,  into  two  groups; 
favorable  and  unfavorable.  The  favorable 
group  includes  all  diabetic  individuals  who 
are  free  from  these  degenerative  lesions.'^ 
The  development  of  recurrent  or  progressive 
keto-acidosis  or  preeclampsia  increases  the 
fetal  risk  in  both  the  favorable  and  unfavor- 
able groups. 

Therapeutic  interruption  of  pregnancy 
may  be  indicated  occasionally  in  some  pa- 
tients in  the  unfavorable  group.  In  these 
instances  the  abortion  should  always  be 
accompanied  by  bilateral  tubal  ligation 
since  the  degenerative  changes  in  the  vas- 
cular system  and  kidneys  are  progressive 
and  no  amelioration  can  be  anticipated. 

Time  of  Delivery. — The  majority  of 
antepartum  fetal  deaths  occur  after  the 
thirty-sixth  week  of  gestation.  Therefore, 
the  optimum  time  for  delivery  in  women  who 
menstruate  regularly  is  approximately  eight- 
een to  twenty-two  days  prior  to  the  esti- 
mated date  of  confinement.  In  patients 


who  menstruate  irregularly  the  optimum 
time  of  delivery  is  based  on  the  clinical 
evaluation  of  the  stage  of  pregnancy  at  the 
initial  visit  and  re-evaluation  as  the  preg- 
nancy approaches  term.  Adherence  to  this 
procedure  results  in  an  increased  fetal  sal- 
vage because  the  complication  of  prema- 
turity with  its  high  incidence  of  hyaline 
membrane  disease  is  not  added  to  that  of 
diabetes.  Earlier  delivery  is  indicated  only 
when  the  pregnancy  is  complicated  by 
preeclampsia,  repeated  bouts  of  acidosis, 
or  x-ray  visualization  of  a severely  edema- 
tous infant  (halo  sign).  In  these  instances 
the  additional  complication  of  prematurity 
is  not  as  hazardous  as  the  risk  of  antepartum 
fetal  death  occurring  in  the  maternal  toxic 
environment.  If  preeclampsia  develops,  ter- 
mination of  pregnancy  should  be  effected 
within  seventy-two  hours  of  clinical  recogni- 
tion. 

Mode  of  Delivery. — No  categorical 
statement  can  be  made  as  to  what  consti- 
tutes the  ideal  mode  of  delivery  for  the 
pregnant  diabetic  woman.  Each  case  must 
be  individualized  and  evaluated  on  its  own 
merits.  The  important  thing  is  to  utilize 
the  method  which  will  best  effect  premature 
delivery  with  minimal  deleterious  effects  to 
the  fetus.  If  induction  of  labor  with  vaginal 
delivery  is  feasible,  it  should  be  utilized, 
otherwise  elective  cesarean  section  should 
be  performed.  It  is  appreciated  that  in 
many  patients,  particularly  primigravidas, 
the  optimal  conditions  for  induction  of  labor 
and  vaginal  delivery  will  not  be  present  and 
delivery  by  the  abdominal  route  becomes 
the  treatment  of  choice.  Elective  cesarean 
section  should  be  employed  also  in  breech 
presentation  or  where  there  is  a history  of 
a previous  fetal  loss  or  traumatic  vaginal 
delivery.  Prior  to  performing  any  elective 
cesarean  section,  a roentgenogram  of  the 
abdomen  is  taken  to  rule  out  skeletal  ab- 
normalities and  as  an  aid  in  attempting  to 
confirm  the  gestational  age. 

On  the  day  of  operation,  no  prolonged  or 
intermediary  acting  insulin  is  given.  An 
intravenous  infusion  of  1,000  cc.  of  5 per 
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cent  glucose  in  distilled  water  is  started  in 
the  operating  room  prior  to  the  administra- 
tion of  the  anesthesia  (usually  conduction 
or  occasionally  local).  When  the  incision 
is  made,  unmodified  insulin  is  given  either 
subcutaneously  or  added  to  the  infusion  in 
the  ratio  of  1 unit  for  every  3 Gm.  of  glucose. 

During  labor,  the  patient  is  given  nothing 
by  mouth  and  her  metabolic  needs  are  satis- 
fied by  an  infusion  and  insulin  dosage  identi- 
cal to  that  given  during  cesarean  section. 
The  patient  should  not  receive  more  than 
3,000  cc.  of  intravenous  fluids  in  twenty- 
four  hours. 

Following  delivery,  either  vaginally  or 
abdominally,  an  indwelling  catheter  is  left 
in  the  bladder  for  at  least  twenty-four  hours 
to  facilitate  diabetic  control.  After  de- 
livery, there  is  usually  a sharp  fall  in 
maternal  insulin  requirements,  from  the 
peak  reached  just  prior  to  delivery  to  either 
less  than  or  to  that  of  the  prepregnant  state. 
Since  the  gluco-corticoids  do  not  fall  to 
prepregnant  levels  for  at  least  seventy-two 
hours  post  partum,  this  precipitous  drop  in 
insulin  requirement  possibly  can  be  ex- 
plained on  the  basis  of  the  removal  of  the 
placental  anti-insulin  factor.^*  Thus,  be- 
cause of  the  uncertainty  of  insulin  needs 
and  dietary  intake,  it  is  advisable  for  the 
first  forty-eight  to  seventy-two  hours  to 
regulate  these  patients  on  the  basis  of  frac- 
tional urines  and  the  utilization  of  short- 
acting  insulin.  This  regimen  will  minimize 
the  occurrence  of  hypoglycemic  episodes. 
Long-acting  insulins  may  be  employed  sub- 
sequently as  soon  as  the  patient  shows 
stabilization  of  her  diabetes. 

Care  of  Newborn  Infant. — The  new- 
born infant  must  be  treated  as  premature 
regardless  of  its  weight  or  gestational  age, 
for  its  physiologic  development  does  not 
correspond  to  its  size. 

Pediatric  care  commences  in  the  delivery 
room  immediately  following  birth.  It  con- 
sists of:  (1)  clearing  of  the  upper  respiratory 
passage  ways,  (2)  aspiration  of  gastric 
contents,  (3)  postural  drainage,  and  (4) 
placement  of  the  newborn  infant  in  a hu- 


midified compressed  air  incubator.  If  the 
need  for  more  oxygen  exists,  it  should  be 
employed  in  a concentration  of  less  than  40 
per  cent. 

In  view  of  the  considerable  edema  of 
most  infants,  oral  feedings  are  withheld  in 
all  cases  for  thirty-six  hours  and  even  longer 
in  the  more  edematous  babies.  Feedings 
are  then  begun  in  the  usual  manner. 

Administration  of  subcutaneous  glucose  is 
rarely  necessary  in  the  newborn  infant  and 
should  be  limited  to  those  babies  who  mani- 
fest the  clinical  symptomatology  of  hypo- 
glycemia. It  should  not  be  given  solely  on 
the  basis  of  a low  blood  sugar,  for  this  is  a 
normal  finding  in  the  newborn  child. 

Pregnancy  in  the  Unrecognized 
Diabetic  Subject 

Suspicion  that  an  abnormal  carbohydrate 
state  exists  can  be  aroused  by  the  past 
obstetric  history  or  by  the  course  of  the 
current  pregnancy.  Unexplained  antepar- 
tum fetal  death,  recurrent  episodes  of  pre- 
eclampsia, oversized  infants  (4,000  Gm. 
or  more),  a baby  who  is  large  for  the  period 
of  gestation,  habitual  abortions,  and  glyco- 
suria during  pregnancy  should  lead  to  the 
investigation  of  carbohydrate  metabolism. 
A family  history  of  diabetes  enhances  this 
suspicion.  The  presence  or  absence  of 
abnormal  carbohydrate  tolerance  can  best 
be  determined  by  a postprandial  blood 
sugar  or  glucose  tolerance  test. 

Reliance  should  not  be  placed  on  fasting 
blood  sugars  or  urine  samples  for  they  may 
be  within  the  normal  range,  as  is  the  case 
in  many  known  diabetic  individuals.  The 
fetal  salvage  in  this  group  can  only  be  im- 
proved by  early  recognition  and  adequate 
management.  Thus,  simple  laboratory  pro- 
cedures, readily  available,  will  serve  as  the 
important  diagnostic  tool  to  detect  the 
presence  of  diabetes  during  pregnancy. 

In  the  past  and  unfortunately  not  too 
infrequently  in  the  present,  the  diagnosis  of 
diabetes  has  not  been  made  until  after  a 
fetal  loss  has  occurred.  The  significance  of 
glycosuria  during  pregnancy  is  still  not 
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generally  appreciated.  It  is  attributed  to  a 
lowering  of  the  renal  threshold,  which  is 
common,  or  to  lactosuria,  which  rarely 
occurs  prior  to  delivery.  Although  in  the 
vast  majority  of  patients  the  glycosuria  is 
renal  in  origin,  it  is  essential  that  all  these 
patients  have  a glucose  tolerance  test,  in 
order  to  find  the  unsuspected  diabetic  pa- 
tient. Prospective  diagnosis  and  adequate 
management  will  result  in  a lowering  of 
fetal  mortality. 

Abnormal  carbohydrate  metabolism  may 
be  adequately  controlled  by  diet  alone  or 
with  the  addition  of  insulin.  The  need  for 
insulin  therapy  is  determined  by  two-hour 
postprandial  blood  sugar  tests  performed 
every  two  to  four  weeks.  This  surveillance 
is  necessary  for  it  may  reveal  that  diet 
alone  is  no  longer  adequate  because  of  the 
increased  gluco-corticoid  production  as  preg- 
nancy progresses.  A two-hour  postprandial 
blood  sugar  level  exceeding  120  mg.  per  100 
ml.  by  the  Nelson-Somogyi  method,  or  140 
mg.  per  100  ml.  by  the  Folin-Wu  method 
is  an  indication  for  insulin  therapy.  It  has 
been  demonstrated  that  patients  so  treated 
have  smaller  babies  than  a similar  group 
treated  by  diet  alone. The  prenatal 
care  of  these  patients  is  similar  to  that 
described  for  the  known  diabetic  patient. 

The  time  and  method  of  delivery  of  the 
patient  who  shows  abnormal  response  to  the 
glucose  tolerance  test  are  dependent  on  the 
past  obstetric  history  and  the  current  preg- 
nancy. Premature  delivery  by  the  abdomi- 
nal or  vaginal  route  fourteen  to  twenty-two 
days  prior  to  the  estimated  date  of  confine- 
ment is  indicated  in  all  patients  with  a poor 
obstetric  history,  abnormal  postprandial 
blood  sugar,  and  recurrent  episodes  of 
acidosis,  or  in  those  in  whom  a roentgeno- 
gram reveals  a definite  halo  around  the 
fetal  skull.  If  preeclampsia  develops,  de- 
livery should  be  effected  within  seventy-two 
hours  of  its  recognition.  In  all  others,  labor 
may  be  induced  whenever  the  cervix  is 
favorable,  or  the  onset  of  .spontaneous  labor 
may  be  awaited.’’ 

The  outlook  for  the  patient  with  the  ab- 


normal glucose  tolerance  curve  is  variable 
and  unpredictable.  Some  will  develop  frank 
diabetes  as  pregnancy  continues,  while  in 
others  the  abnormal  glucose  tolerance  curve 
will  persist  after  delivery.  However,  in  the 
majority  of  patients  the  curve  returns  to 
normal  during  the  puerperium  only  to  show 
a recurrence  of  disturbed  carbohydrate 
metabolism  under  stress  such  as  subsequent 
pregnancies,  infections,  steroid  abnormali- 
ties, or  psychic  trauma.  The  interval  of 
time  that  must  elapse  before  these  patients 
develop  clinical  diabetes  is  not  definitely 
known.  Nevertheless,  we  must  realize  that 
pregnancy  is  a stress  that  will  cause  a tem- 
porary or  permanent  hyperglycemia  in 
individuals  with  deficient  pancreatic  islet 
reserve. 

Summary 

1.  A simplified  method  for  classification 
of  diabetes  complicated  by  pregnancy, 
based  on  fetal  and  maternal  risk  is  re- 
emphasized (a  favorable  group  and  an 
unfavorable  group). 

2.  By  adherence  to  the  principles  of 
management  as  outlined,  it  is  possible  to 
effect  a considerable  improvement  in  fetal 
salvage  in  the  known  diabetic  subject. 

At  the  Jewish  Hospital  of  Brooklyn  the  5 
viable  fetal  loss  has  \been  reduced  from  22 
per  cent  to  less  than  10  per  cent  in  the  250  j 
cases  treated  by  this  regime  during  the  v 
pa.st  decade. 

3.  Early  recognition  and  adequate  treat-  i 
ment  in  the  unrecognized  diabetic  subject  j 
also  have  prevented  needless  fetal  deaths.  ' 

4.  Further  improvement  in  fetal  salvage  | 
may  be  anticipated  as  education  of  the  | 
laity,  in  relation  to  pregnancy,  increases. 

This  must  be  as  intensive  as  the  efforts  | 
now  being  directed  toward  diabetes  detec- 
tion. 

5.  Awareness  that  the  patient  plays  an 

important  and  essential  role  in  the  successful 
management  of  pregnancy  can  result  only 
in  a degree  of  cooperation  that  is  generally 
not  attainable  in  the  majority  of  pregnant  i 
diabetic  women  at  the  present  time.  I 
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XI.  Protection  of  Houses  Against  Btast  and  Fire 
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^ I ''he  concern  over  a possible  hydrogen 
bomb  attack  has  led  to  increasing  in- 
terest in  the  design  of  houses  which  will  give 
some  protection  against  the  effects  of  the 
bomb.  Various  designs  have  been  devel- 
oped by  industries  whose  products  would 
be  incorporated  into  such  houses.  Ex- 
amples are  the  Structural  Clay  Products 
Research  Foundation  and  the  Portland 
Cement  Association. 

It  is  a good  idea  to  incorporate  some  pro- 
tective features  into  new  homes  under  con- 
struction, but  it  is  important  to  have  a 
realistic  understanding  of  the  degree  of 
protection  offered. 

First,  it  should  be  clearly  understood  that 
for  protection  against  radioactive  fallout, 
the  major  hazard  of  a hydrogen  bomb,  thick 
earth  or  poured  concrete  is  needed.  Real- 
istically, no  one  is  likely  to  build  houses 
with  walls  and  ceilings  of  20-inch  poured 
concrete  or  3 feet  of  earth.  Therefore, 
protection  from  radiation  will  be  incomplete 
and  often  inadequate  in  the  blast-resistant 
house,  as  compared  with  a basement  or 
underground  bomb  shelter. 

* United  States  Public  Health  Service  Senior  Re- 
search Fellow,  SF-11. 


Indeed,  if  one  had  a choice  between  a blast- 
resistant  house  without  a basement  shelter 
and  an  ordinary  house  with  a shelter,  the 
latter  would  be  much  safer.  On  the  other 
hand,  if  a blast-resistant  house  does  have  a 
basement  shelter  also,  it  offers  extra  pro- 
tection which  may  be  quite  worth  while. 

Protection  Against  Blast 

How  much  extra  protection  can  a blast- 
resistant  house  give?  There  are  practical 
limits  to  the  strength  which  can  be  built 
into  these  houses.  If  any  attempt  were 
made  to  give  them  the  strength  to  resist 
blast  pressures  of  100  or  even  30  pounds  per 
square  inch  (14,440  or  4,320  pounds  per 
square  foot),  the  costs  would  become  ab- 
solutely fantastic.  One  of  the  major  prob- 
lems is  window  areas.  Windows  increase 
the  blast  resistance  of  the  rest  of  the  house 
because  they  break  easily,  allowing  the 
blast  pressure  wave  to  go  through  the  house 
instead  of  collapsing  it.  However,  how 
much  would  this  benefit  the  occupants? 
It  is  possible  to  design  a house  which  is 
blast  resistant  because  of  large  window 
areas.  After  an  explosion,  the  house  might 
remain  standing,  but  the  occupants  might 
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well  be  dead. 

On  the  other  hand,  if  window  space  is 
reduced,  the  blast  pressure  wave  would 
exert  more  force  on  the  walls,  and  would  be 
more  likely  to  demolish  the  entire  structure. 

Thus,  care  must  be  used  in  referring  to 
blast  resistance  in  housing.  It  would  be 
well  to  understand  exactly  how  blast  re- 
sistant a particular  house  happens  to  be. 

In  general,  it  appears  that  no  reasonably 
priced  above-ground  structure  is  likely  to 
resist  pressures  over  10  pounds  per  square 
inch  (1,440  pounds  per  square  foot).  Most 
buildings  in  the  United  States  will  collapse 
at  pressures  of  2 pounds  per  square  inch 
(288  pounds  per  square  foot).  Therefore, 
the  blast-resistant  house  protects  in  the 
range  of  2 to  10  pounds  per  square  inch. 

This  range  may  seem  small  at  first  glance, 
but  it  actually  involves  a considerable  degree 
of  protection.  The  reason  is  that  when  a 
20-megaton  bomb  explodes,  the  area  in 
which  blast  overpressures  are  10  pounds 
per  square  inch  or  greater  is  approximately 
82  square  miles.  The  area  in  which  over- 
pressures are  between  2 and  10  pounds  per 
square  inch  is  approximately  643  square 
miles.  Thus,  increasing  blast  resistance 
from  2 to  10  pounds  per  square  inch  in- 
creases the  survival  chances  of  the  house 
about  87  per  cent.  It  will  increase  survival 
chances  of  the  occupants  provided  there  is 
protection  against  flying  glass  and  a good 
fallout  shelter  which  they  can  get  into  within 
ten  minutes.  The  cost  of  a house  which 
protects  against  blast  up  to  about  10  pounds 
per  square  inch  will  usually  be  about  20  per 
cent  more  than  the  cost  of  a house  of  stand- 
ard construction.  There  are  other  ad- 
vantages to  blast-resistant  houses  which 
should  be  considered  too.  They  are  re- 
sistant to  tornadoes  and  can  be  made  fire- 
proof readily.  A two-car  garage,  designed 
to  protect  automobiles,  also  adds  about 
10  to  20  per  cent  to  the  cost  of  a house. 
Thus,  people  who  are  more  concerned  about 
their  families  than  about  their  cars  should 
consider  a blast-resistant  house  without  a 
garage,  but  with  an  attached  shelter. 


There  are  several  w'ays  of  building  blasU 
resistant  houses.  The  exterior  walls  may 
be  made  of  poured  concrete,  concrete  block, 
or  brick.  In  any  case,  they  must  be 
properly  reinforced  wdth  heavy  steel  rods. 
The  construction  details  are  available  in  a 
series  of  pamphlets  published  by  the  in- 
dustries concerned.  ’ 

Probably,  few  families  will  be  willing  to 
spend  the  money  necessary  for  both  a good 
underground  shelter  and  a blast-resistant 
house.  However,  there  are  things  which 
can  be  done  in  house  construction,  which 
do  not  add  appreciably  to  cost,  and  which 
will  increase  survival  chances. 

Protection  Against  Fire 

Next  to  fallout  radiation,  the  greatest 
hazard  from  a hydrogen  bomb  is  not  blast 
but  heat.  Houses  may  catch  fire  up  to 
25  miles  from  ground  zero.  Thus  the  area 
of  vulnerability  to  fire  is  over  1,900  square 
miles.  When  compared  with  the  area  of 
725  square  miles  subjected  to  blast  over- 
pressures of  2 pounds  per  square  inch  or  over, 
it  can  be  seen  that  fire  is  more  than  twdce 
as  great  a hazard  as  blast. 

Houses  probably  cannot  be  made  com- 
pletely fireproof,  since  they  contain  in- 
flammable furniture  and  other  items.  How'- 
ever,  their  susceptibility  to  fire  can  be  re- 
duced greatly  with  an  accompanying  in- 
crease in  survival  chances  of  any  occupants. 

Whenever  possible,  fireproof  materials 
should  be  substituted  for  inflammable  mate- 
rials in  house  construction.  The  term  fire- 
resistant  is  not  the  same  as  fireproof.  Fire- 
resistant  materials  exposed  to  a hydrogen 
bomb  flash  might  burn  very  much  like 
ordinary  inflammable  materials. 

The  most  important  part  of  the  house  from 
the  standpoint  of  fire  is  the  exterior.  iMost 
homes  have  wood  exteriors.  Obviously, 
they  will  catch  fire  readily.  If  nothing  else 
can  be  done,  it  would  be  advisable  to  paint 
the  wood  white,  since  light  colored  things 
reflect  the  heat,  and  are  therefore  somewhat 
less  likely  to  burst  into  flame.  If  possible, 
it  would  be  better  to  substitute  a fireproof 
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exterior.  There  are  many  choices,  including 
brick,  stone,  artificial  stone,  asbestos  board, 
asbestos  shingle,  and  aluminum.  These 
are  all  fireproof  and  good  choices.  Brick, 
stone,  and  poured  concrete  cost  somewhat 
more  than  wood  exteriors.  However,  as- 
bestos and  aluminum  usually  cost  less,  and 
•are  excellent  choices  where  funds  are  limited. 

The  second  most  important  consideration 
is  the  roof.  Ordinary  roofing  can  burn  in 
intense  heat.  Fireproofed  roofs  can  be 
made  of  aluminum,  slate,  or  tiles  in  many 
types  of  houses.  In  the  blast-resistant 
house  designed  by  the  Portland  Cement 
Association,  the  roof  is  made  of  reinforced 
concrete,  which  is,  of  course,  completely 
fireproof. 

Other  very  vulnerable  furnishings  in  the 
house  are  the  curtains,  draperies,  and  blinds. 
The  radiant  energy  from  a hydrogen  bomb 
blast  readily  penetrates  window  glass  at  a 
distance  of  20  to  25  miles,  causing  any 
inflammable  material  to  burst  instantly 
into  flames.  For  protection  against  this 
hazard  some  simple  steps  are  recommended. 
Replace  inflammable  curtains  and  draperies 
with  others  made  of  glass  fiber.  This  mate- 
rial is  completely  fireproof.  All  blinds 
should  be  replaced  with  Venetian  blinds 
made  of  steel  or  aluminum.  These  offer 
some  extra  protection  in  addition  to  being 
fireproof.  If  a blast  wave  shatters  the 
windows,  the  Venetian  blinds  will  keep  most 
of  the  glass  fragments  from  striking  the 
occupants. 

Although  the  points  outlined  above  are 
the  most  important  steps  in  making  a house 
fire-resistant,  it  is  worth  while  to  reduce  as 
much  as  possible  the  amount  of  inflammable 
material  in  the  house. 

In  most  American  homes,  the  sheathing 
is  inflammable.  It  may  be  wood  or  some 
sort  of  composition  board  which  serves  also 
as  insulation.  The  composition  board  may 
be  treated  to  make  it  fire-resistant,  but  it 
isn’t  fireproof.  A better  choice  is  sheathing 
made  of  gypsum  which  is  completely  fire- 
proof. 

It  would  be  advisable  also  to  have  fire- 


proof insulation.  Either  rock  wool  or 
Fiberglas  are  satisfactory. 

The  framework  of  the  house  can  be  wood. 
If  the  exterior,  sheathing,  insulation,  and 
interior  walls  are  made  of  fireproof  materials, 
the  heat  from  the  bomb  cannot  reach  the 
wood  framework  in  sufficient  intensity  to 
make  it  ignite. 

Inflammable  trash  should  never  be  kept 
in  an  area  where  it  might  ignite. 

Finally,  it  should  be  borne  in  mind  that 
open  space  is  a good  protection  against  a 
fire  storm. 

If  possible,  try  to  have  your  home  in 
an  area  where  at  least  82  per  cent  of  the 
land  (including  roads)  is  not  covered  by 
buildings  or  by  inflammable  trees.  Ever- 
greens tend  to  be  more  inflammable  than 
deciduous  trees. 

Summary 

The  preceding  recommendations  may  be 
summarized  briefly  as  follows; 

A house  already  built  may  be  made  safer 
by:  (1)  painting  it  white,  (2)  replacing 

window  shades  with  steel  or  aluminum 
Venetian  blinds,  (3)  replacing  curtains  and 
draperies  of  inflammable  materials  with  new 
ones  of  Fiberglas,  and  (4)  clearing  up  all 
accumulations  of  inflammable  rubbish. 

A wood  house  which  is  to  be  remodeled 
could  have  its  siding  replaced  with  or  cov- 
ered by  a fireproof  material,  such  as  alumi- 
num, asbestos,  brick,  or  stone. 

In  new  house  design,  the  following  features 
increase  protection  from  fire  without  in- 
creasing cost:  (1)  exteriors  of  fireproof 

material  (aluminum  or  asbestos),  (2)  roof 
of  fireproof  material  (aluminum),  (3)  sheath- 
ing of  gypsum,  (4)  insulation  of  Fiberglas 
or  rock  wool,  and  (5)  elimination  of  wood- 
paneled  interiors. 

In  new  house  design,  the  following  features 
increase  protection  from  fire  at  a moderate 
increase  in  cost:  (1)  exterior  of  brick  or 
stone,  (2)  roof  of  slate,  tiles,  or  reinforced 
concrete,  and  (3)  large  areas  of  lawn. 

In  new  house  design,  the  following  features 
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increase  protection  from  blast  at  a moderate 
increase  in  cost:  (1)  walls  of  reinforced 

poured  concrete,  steel  reinforced  concrete 
block,  or  steel  reinforced  brick,  and  (2)  roof 
of  poured  reinforced  concrete  or  clay  tile 
roof  beams. 
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Shark  Attacks 


The  first  world-wide  census  of  shark  attacks  shows 
.36  unprovoked  attacks  on  swimmers  during  1959, 
including  13  which  resulted  in  death,  according  to 
the  Shark  Research  Panel  of  the  American  Institute 
of  Biological  Sciences. 

Professor  Perry  W.  Gilbert,  Cornell  University 
zoologist,  chairman  of  the  panel,  said  “sharks  are 
unpredictable.  There  always  is  risk  involved  for 
persons  who  cavort  with  them  or  remain  in  the 
water  when  sharks  are  near.  Death  results  in  30 
to  40  per  cent  of  all  cases  of  shark  attack.” 

Professor  Gilbert  points  out  that  of  the  300 
living  species  of  sharks  the  Great  White  Shark 
(Carcharodon  carcharias),  commonly  referred  to  as 
the  “man  eater”  is  only  one  of  about  30  which  are 
known  to  be  dangerous  to  man. 

The  Shark  Research  Panel  issued  this  advice  to 
skin  and  Scuba  divers:  “Always  dive  with  a com- 
panion. Do  not  provoke  small  or  seemingly  harm- 
less sharks.  Place  speared  fish  in  a boat  or  dinghy; 
do  not  tow  them  or  tie  them  to  your  waist. 

“As  a rule,  a shark  will  circle  several  times  before 
attacking;  get  into  a boat  quickly  after  sighting  a 
circling  shark;  use  a regular  beat  with  your  feet 
and  do  not  make  an  undue  disturbance  in  the  water 
as  you  move  toward  the  boat. 

“If  there  is  no  time  to  reach  a boat,  you  can  some- 
times discourage  a shark  by  releasing  bubbles,  or, 


at  close  range,  by  hitting  it  on  the  snout  with  a 
club.  Hit  a shark  with  your  bare  hand  only  as  a 
last  resort.  Shouting  underwater  sometimes — 
but  not  always — will  discourage  a shark.” 

The  members  of  the  shark  panel  added  this  ad- 
vice for  all  bathers  and  swimmers:  “Never  swim 
alone.  Avoid  swimming  at  night,  or  in  turbid  or 
dirty  water.  Do  not  enter  or  remain  in  the  water 
with  a bleeding  wound.  Do  not  remain  in  the  water 
if  sharks  are  sighted.  If  an  attack  does  occur, 
make  all  possible  effort  to  control  hemorrhage — 
even  before  the  victim  reaches  shore.” 

Professor  Gilbert  and  the  panel  noted  that  sharks 
are  found  in  all  oceans  of  the  world,  and  many 
species  cover  great  distances. 

“Most  shark  attacks,  however,  occur  between  40 
degrees  north  latitude  and  40  degrees  south  latitude. 
Attacks  may  occur  at  any  time,  but  especially  when 
water  temperatures  reach  65  to  68  degrees  or  higher.” 
These  are  the  areas  and  the  water  temperatures 
which  coincide  with  the  largest  crowds  of  human 
swimmers. 

Areas  along  the  coastline  of  the  United  States 
which  may  be  considered  “prime  shark  territory” 
include  the  Gulf  Coast,  the  East  Coast  from  Florida 
to  New  York,  and  the  coast  of  California;  Australia, 
South  Africa,  the  Philippines  and  Japan  also  are 
frequent  attack  areas. 
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Mishap  in  Moving  an  Anesthetized  Patient* 


T T IS  obvious  that  care  is  necessary  when 
J-  an  anesthetized  patient  needs  to  be 
moved.  It  is  known  that  circulatory  and 
respiratory  disturbances  may  be  produced 
when  an  anesthetized  patient’s  position  is 
changed  from  the  supine  to  the  lateral, 
prone,  or  head-up  position.'”^  Whenever 
possible,  it  is  advisable  to  position  a patient 
for  a certain  operative  procedure  before  the 
induction  of  anesthesia.®’®  In  a previous 
Clinical  Anesthesia  Conference  a case  was 
presented  in  which  cardiac  arrest  was  ob- 
served immediately  after  an  anesthetized 
patient  was  moved  and  jolted  abruptly.’ 
Thoracotomy  and  manual  cardiac  con- 
tractions resulted  in  recovery.  In  the 
following  case  report,  which  was  kindly 
supplied  by  Joseph  E.  Campbell,  M.D., 

Discussed  at  a conference  held  at  Bellevue  Hospital, 
New  York  City,  November  7,  1960.  Clinical  Anesthesia 
Conferences  are  held  on  the  first  Monday  of  every 
month. 

* Presented  by  Joseph  E.  Campbell,  M.D. 


cardiopulmonary  arrest  following  movement 
of  an  anesthetized  patient  proved  fatal. 

Case  Report 

A seventy-seven-year-old  man  was  admitted  to 
a hospital  because  he  developed  bowel  obstruc- 
tion. His  previous  history  revealed  that  he  had 
undergone  an  abdominoperineal  resection  of  the 
colon  for  carcinoma  ten  years  previously.  The 
day  before  admission  he  developed  shooting, 
cramp-like  abdominal  pains  and  nausea  following 
a bowel  movement  from  his  colostomy.  Later, 
pain  became  more  severe,  and  he  began  to  vomit. 

The  patient  appeared  to  be  poorly  nourished. 
He  was  67  inches  in  height  and  weighed  121 
pounds.  Physical  examination  revealed  that  his 
arterial  blood  pressure  was  206  mm.  Hg  systolic 
and  90  diastolic.  His  temperature  was  98.6  F. 
His  pulse  rate  was  66  beats  per  minute,  and  his 
respiratory  rate  was  22  respirations  per  minute. 
He  was  somewhat  dyspneic,  and  there  were  oc- 
casional moist  rales  at  the  lung  bases.  There 
was  hyperactive,  high-pitched  peristalsis  with 
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moderate  distention  of  the  abdomen  and  slight 
pain  in  the  left  portion  of  the  abdomen.  The 
electrocardiogram  and  roentgenogram  of  the 
chest  produced  normal  findings.  Laboratory- 
studies  of  the  blood  showed  that  this  patient’s 
hemoglobin  was  12.5  Gm.  per  100  ml.  The 
hematocrit  was  41.  The  white  blood  count  was 
8,850  per  cubic  milliliter  with  86  per  cent  poly- 
morphonuclears.  The  blood  urea  nitrogen  was 
15  mg.  per  100  ml.  The  fasting  blood  sugar  was 
99  mg.  per  100  ml.  The  sodium  was  137, 
chlorides  were  94,  and  potassium  was  4.8  mEq. 
per  liter.  Laboratory  studies  of  the  urine  showed 
a specific  gravity  of  1.021.  There  was  a trace  of 
protein.  A roentgenogram  of  the  abdomen  showed 
moderately  distended  intestinal  loops,  probably 
in  the  small  bowel,  with  a small  amount  of  gas  in 
the  right  colon.  The  right  kidney  was  thought  to 
be  smaller  than  average.  The  left  kidney  was 
not  clearly  seen. 

Between  the  time  of  his  admission  and  surgical 
intervention  the  patient  was  given  65  mg.  of 
codeine  and  10  mg.  of  prochlorperazine  (Compa- 
zine) by  intramuscular  injection.  He  also  was 
given  2,000  ml.  of  5 per  cent  glucose  in  water 
with  2 mg.  of  vitamin  B and  20  mg.  of  vitamin  C 
added  to  it  by  intravenous  infusion.  A Levin 
tube  with  Wangensteen  suction  was  inserted. 

Seven  hours  after  admission  the  patient  was 
given  preanesthetic  medication  consisting  of  8 
mg.  of  morphine  and  0.4  mg.  of  atropine  by  intra- 
muscular injection.  On  arrival  in  the  operating 
room  a half  hour  later,  the  patient’s  arterial  blood 
pressure  was  200/90  with  a pulse  rate  of  88  beats 
per  minute.  Anesthesia  was  induced  by  the 
intravenous  infusion  of  thiopental  sodium  in  a 
0.5  per  cent  concentration.  This  was  followed 
by  nitrous  oxide  and  oxygen  in  a semiclosed 
carbon  dioxide  absorption  inhalation  system. 
Succinylcholine  was  administered  by  the  in- 
travenous infusion  of  a 0.2  per  cent  concentration 
to  facilitate  endotracheal  intubation  and  to  en- 
hance muscular  relaxation  of  the  abdomen. 

The  small  bowel  was  found  to  be  greatly  dis- 
tended from  its  origin  to  about  30  cm.  from  the 
ileocecal  valve,  the  remaining  portion  being  small 
and  collapsed.  There  were  approximately  1,000 
ml.  of  clear,  yellow  fluid  in  the  peritoneal  cavity. 
The  point  of  obstruction  arose  at  the  adherence 
site  of  the  small  bowel  to  the  dilated  portion  of 
sigmoid  immediately  under  the  colostomy  stoma. 
Efforts  to  free  the  point  of  adherence  without 
damage  to  the  sigmoid  colon  necessitated  re- 


section of  36  cm.  of  small  bowel.  End-to-end 
anastomosis  was  performed.  The  operative 
procedure  lasted  three  hours.  During  this  time 
the  patient  had  received  500  mg.  of  sodium 
thiopental,  800  mg.  of  succinylcholine,  1,000  ml. 
of  5 per  cent  glucose  in  water  by  intravenous 
infusion,  and  500  ml.  of  whole  blood.  At  the 
end  of  the  procedure,  tracheobronchial  aspiration 
was  pei’formed  through  the  endotracheal  tube, 
and  the  tube  then  was  removed.  At  this  time, 
the  patient’s  arterial  blood  pressure  was  150/80, 
pulse  rate  80  beats  per  minute,  and  respiratory 
rate  20  respirations  per  minute.  He  was  carried 
from  the  operating  table  onto  his  bed,  and  it  was 
observed  that  the  patient’s  respiratory  move- 
ments ceased.  Endotracheal  intubation  was  per- 
formed again,  and  artificial  respiration  with  oxy- 
gen was  instituted  and  maintained  for  fifty 
minutes  without  recovery.  He  was  pronounced 
dead  without  further  attempts  at  resuscitation 
being  deemed  advisable. 

At  autopsy  it  was  found  that  there  was  a 
fracture  of  the  intervertebral  disk  between  the 
fifth  and  sixth  cervical  vertabrae.  The  anterior 
annular  ligament  at  that  area  was  ruptured  with 
collagenous  degeneration  of  the  nucleus  pulposus 
with  focal  hemorrhages.  The  cervical  spinal 
cord  had  many  focal  hemorrhages  in  both  anterior 
horns. 

Comment 

This  case  illustrates  a condition  which  is 
becoming  more  acute  as  shortage  of  medical 
personnel  increases.  The  present  practice 
of  moving  an  anesthetized  patient  from  the 
operating  table  onto  another  carriage 
at  the  end  of  a surgical  procedure  is  fraught 
with  such  dangers  as  occurred  in  this  case 
when  it  is  deemed  necessary  that  the  per- 
sonnel of  the  operating  team  perform  this 
task.  Not  infrequently,  there  is  no  orderly 
available  to  assist  in  this  physical  effort. 
Often,  one  or  more  members  of  the  surgical 
team  “run  off”  to  avoid  this  task,  leaving 
only  two,  and  sometimes  just  one,  of  these 
people  with  the  anesthetized  patient  still 
lying  on  the  operating  table.  In  certain 
instances  the  movements  of  the  individuals 
involved  are  uncoordinated  so  that  the 
person  pulling  the  patient’s  body  does  so 
before  the  one  entrusted  with  the  patient’s 
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head  is  ready.  In  some  instances  the  level  of 
the  operating  table  and  that  of  the  patient’s 
bed  is  unequal,  and  the  patient  either  has  to 
be  carried  up  higher  or  dropped  lower. 
When  a patient  is  conscious,  he  or  she  can 
tell  if  an  improper,  pain-producing  position 
is  assumed.  When  the  patient  is  anesthe- 
tized, an  immediately  fatal  cervical  fracture 
with  cervical  spinal  cord  lesion  can  be  pro- 
duced. 

To  prevent  such  a serious  complication  it 
is  important  to  have  sufficient,  well-trained 
personnel  when  an  anesthetized  patient 
must  be  moved  from  one  bed  to  another. 
Lacking  this,  it  is  recommended  that  the 
patient  be  left  on  the  operating  table  and 
not  moved  until  he  is  conscious.  Since  the 
recovery  room  is  now  located  near  the 
operating  suite  in  most  hospitals,  it  might 
be  well  to  consider  rolling  the  operating 


table  with  the  anesthetized  patient  on  it 
directly  into  the  recovery  room  after  having 
applied  side  railings  on  either  side  of  the 
table. 
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Millions  Rely  on  Laxalives  They  Don  I Need 


At  least  100  million  Americans  have  become 
addicted  to  unnatural  elimination  aids  because  of 
unfounded  worry  over  “regularity,”  according  to 
Today's  Health  magazine. 

In  an  article  appearing  in  the  October  issue  of  the 
American  Medical  Association  publication,  Charles 
W.  Hook,  M.D.,  Augusta,  Georgia,  said:  “Old- 
fashioned  habits,  half-truths,  incorrect  beliefs,  and 
today’s  advertising  have  brainwashed  the  American 
public  to  accept  the  idea  that  a daily  bowel  move- 
ment is  a necessity  for  everyone.  Your  doctor 
knows  nothing  could  be  further  from  the  truth!” 

The  idea  of  regularity  “has  been  swept  down  the 
ages  on  a tide  of  patent  medicines,”  Ur.  Hook  said. 
“While  the  patent  medicine  men  have  had  their 
field  day  selling  laxatives  and  purgatives,  the  chi- 
ropractors, naturopaths,  and  food  faddists  have  found 
a new  wealth  in  the  American  worry  over  regu- 
larity,” he  said. 

Americans  spent  more  than  ,|148  million  for  lax- 


atives and  elimination  aids  in  1958. 

Genuine  constipation  is  generally  caused  by 
overactivity  of  the  digestive  tract.  Worries  and 
anxieties  often  cause  the  bowel  to  move  too  fast  and 
go  into  spasm  or  cramp,  causing  constipation.  If 
the  bowel  moves  too  fast  but  does  not  go  into  a 
spasm,  diarrhea  usually  results. 

Real  constipation  (hard,  dry  bowel  movements) 
should  be  brought  to  the  attention  of  the  family 
physician,  Dr.  Hook  cautioned.  He  will  make  certain 
there  is  no  associated  organic  disease  and  prescribe 
a simple,  effective  treatment,  he  said. 

Dr.  Hook  warned  against  the  dangers  of  self- 
medication,  sajdng  that  long  use  of  elimination  aids 
makes  the  bowel  lazy  and  dependent  on  such  aids. 
He  said  some  physicians  believe  up  to  90  per  cent 
of  their  patients  had  become  addicted  to  such  aids 
and  were  using  them  to  extremes. 

The  public  should  be  advised  “to  leave  their 
digestive  and  elimination  systems  alone,”  he  said. 
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Atypical  Myocardial  Infarction 


JOSEPH  S.  FEIBUSH,  M.D.,  F.A.C.P.,  AND  DAVID  L.  CROWELL,  M.D.,  F.A.C.P.,  BRONX,  NEW  YORK 


{From  the  Department  of  Medicine,  Lebanon  Hospital) 


Myocardial  infarction  is  not  usually  thought 
of  as  a disease  which  masquerades  under 
various  clinical  syndromes.  For  the  most  part, 
myocardial  infarction  presents  a rather  charac- 
teristic history  and  course.  Occasionally,  how- 
ever, the  presenting  complaints  may  be  sudden 
heart  failure,  sudden  dypsnea,  sudden  hemi- 
plegia, persistent  nausea  and  vomiting,  or  even 
abdominal  rigidity  associated  with  the  picture 
of  perforated  peptic  ulcer.  In  such  cases  the 
diagnosis  of  myocardial  infarction  becomes  an 
important  problem.  Frequently  the  diagnosis 
may  be  overlooked  because  its  presence  is  never 
suspected  by  the  physician.  The  following  cases 
are  presented  together  with  an  analysis  of  the 
literature  to  call  attention  to  the  incidence  and 
importance  of  painless  and  bizarre  manifestations 
of  myocardial  infarction. 


Case  Reports 

Case  1. — A fifty-two-year-old  white  female 
was  seen  in  her  home  on  October  5,  1951,  com- 
plaining of  severe  pain  in  the  head.  This  pain 
had  started  suddenly  and  was  not  associated 
with  any  pain  in  the  chest  or  arms.  A physical 
examination  revealed  a patient  with  gray  pallor, 
cold  sweat,  and  a blood  pressure  of  120/90. 
There  was  a history  of  preexisting  hypertension. 
Despite  the  bizarre  symptoms,  a diagnosis  of 
probable  myocardial  infarction  was  made,  and 
the  patient  was  admitted  to  Lebanon  Hospital 
on  October  6,  1951. 

An  electrocardiogram  showed  the  typical 
picture  of  acute  posterior  myocardial  infarction. 
The  patient’s  hospital  course  was  a stormy  one, 
characterized  by  congestive  heart  failure  and 
pulmonary  infarctions.  Serial  electrocardiograms 


Fig.  1.  Case  1. — Electrocardiograms  showing  the  characteristic  changes  of  an  acute  posterior  wall  infarc- 
tion in  the  standard  limb  leads. 
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Fig.  2.  Case  3. — Electrocardiograms  of  patient. 


(Fig.  1)  showed  the  characteristic  changes  of 
progressive  acute  posterior  wall  infarction. 
With  anticoagulants,  antibiotics,  and  digitalis 
the  patient  finally  recovered  and  was  discharged 
from  the  hospital  in  good  condition  on  November 
8,  1951. 

Case  2. — A fifty-six-year-old  neurotic  white 
female  was  admitted  to  Lebanon  Hospital  on 
August  16,  1952,  complaining  of  severe  pains  in 
the  lower  posterior  neck  and  the  upper  dorsal 
back,  particularly  on  motion.  Apparently  these 
symptoms  were  moderately  severe,  occurred 
from  two  to  three  times  daily,  and  lasted  from 
two  to  twenty-five  minutes.  The  patient  had 
been  seen  previously  by  several  physicians  and 
had  been  treated  for  “cervical  arthritis”  with 
medication  and  local  heat.  However,  because 
of  the  persistence  of  symptoms,  she  was  hos- 
pitalized. A physical  examination  revealed 
an  extremely  nervous  woman  complaining  bitterly 
of  pain  in  the  upper  dorsal  back  and  neck.  No 
abnormalities  of  the  heart  or  lungs  were  found. 
The  blood  pressure  was  140/70.  There  was  some 
tenderness  in  the  right  paravertebral  area  at  the 
level  of  the  fourth  to  the  fifth  dorsal  vertebrae. 
The  admission  diagnosis  was  severe  psycho- 
neurosis with  probable  myositis  of  the  lower 
cervical  and  upper  dorsal  regions. 


An  x-ray  film  of  the  spine  merely  showed 
hypertrophic  changes.  The  blood  Wassermann 
test  indicated  negative  results.  The  sedimenta- 
tion rate  was  59  mm.  per  hour.  A routine 
electrocardiogram  on  August  18,  1952,  showed 
S-T  segment  depression  in  leads  I,  II  and  V5; 
small  Q waves  were  present  in  leads  II  and  III, 
and  inverted  T waves  were  noted  in  leads  V2 
and  V3.  Another  electrocardiogram  taken  several 
days  later  revealed  serial  changes  characteristic 
of  acute  anteroseptal  myocardial  infarction. 
On  August  21  the  patient  left  the  hospital  against 
advice  and  returned  home.  Serial  electrocardio- 
grams at  home  demonstrated  the  characteristic 
changes  of  acute  anteroseptal  myocardial  in- 
farction. The  pains  in  her  neck  and  upper 
back  subsided  completed  and  she  made  an 
uneventful  recovery. 

Case  3. — A fifty-nine-year-old  white  male 
was  admitted  to  Lebanon  Hospital  on  December 
12,  1952,  complaining  of  belching  and  persistent 
burning  pains  in  both  elbows.  These  symptoms 
had  begun  on  the  day  of  admission  and  were 
followed  by  a feeling  of  warmth  and  sweating. 
There  was  no  pain  in  the  chest,  shoulders,  or 
neck.  When  examined  at  home  the  blood 
pressure  w’as  160/80.  The  heart  sounds  were  of 
fair  muscular  quality,  and  numerous  extrasys- 
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Fig.  3.  Case  4. — Electrocardiograms  showing  the 
elevated  S-T  segments  in  the  precordial  leads  of 
January  10.  These  segments  then  change  to  deeply 
inverted  symmetric  T waves  by  January  31,  and 
Q waves  appear. 


toles  were  present.  Bibasal  moist  rales  were 
also  present. 

On  admission  to  the  hospital  the  blood  pressure 
had  fallen  to  110/80.  Serial  electrocardiograms 
(Fig.  2)  showed  the  characteristic  changes  of 
acute  anterolateral  myocardial  infarction.  The 
patient  was  discharged  from  the  hospital  on 
January  10,  1953,  in  good  condition. 

Case  4. — A forty-four-year-old  white  female 
had  been  treated  with  reserpine  for  two  months 
because  of  hypertension.  Her  blood  pressure 
had  been  about  220/110  before  treatment  but 
fell  to  normal  levels  of  approximately  130/80 
while  on  medication.  On  January  8,  1957, 
she  was  found  on  the  bathroom  floor  of  her  home 
with  a complete  right  hemiplegia  and  aphasia. 
Her  blood  pressure  was  160/90.  She  was  ad- 
mitted immediately  to  Lebanon  Hospital.  Four 
hours  after  admission  the  right  hemiplegia  was 
replaced  by  a right  hemiparesis,  but  the  aphasia 
continued  unchanged.  A positive  right  Babinski 
reflex  was  present.  On  the  following  day  she 
was  able  to  move  her  extremities  fairly  well, 
although  clumsiness  and  partial  aphasia  were 
still  present.  The  following  laboratory  tests 


were  obtained:  a normal  blood  count,  a normal 
sedimentation  rate,  a serology  study  showing 
negative  results,  a urinalysis  study  indicating 
normal  results,  blood  sugar  of  105  mg.  per  100 
ml.,  and  blood  urea  nitrogen  of  8 mg.  per  100  ml. 

On  January  10,  1957,  a routine  electrocardio- 
gram unexpectedly  revealed  an  acute  myocardial 
infarction  involving  the  apical  portion  of  the 
heart.  Serial  electrocardiograms  (Fig.  3)  showed 
the  characteristic  changes  of  acute  anterior  wall 
myocardial  infarction.  Under  conservative 
management,  without  anticoagulants,  the  patient 
improved.  After  an  uneventful  course,  she  was 
discharged  and  walked  out  of  the  hospital  on 
Februar}’  4,  1957. 

Case  5. — A sixty-three-year-old  white  female 
was  first  seen  at  home  on  the  morning  of  August 
9,  1951,  complaining  of  frequent  vomiting 

episodes  of  eighteen  hours  duration.  Her  past 
history  revealed  no  previous  illness,  although  she 
had  noted  a gradual  weight  loss  of  45  pounds  dur- 
ing the  preceding  three  years. 

On  physical  examination,  the  patient  did  not 
appear  to  be  ill.  Her  blood  pressure  was  180/120. 
Tachycardia  was  present.  The  heart  sounds 
were  of  fair  muscular  quality.  No  abnormalities 
were  observed  in  the  lungs,  abdomen,  or  extremi- 
ties. Although  not  a ki)own  diabetic  patient,  her 
urine  was  examined  immediately  and  showed 
marked  glycosuria  and  ketonuria.  On  direct 
questioning,  she  recalled  being  aw'akened  from 
sleep  at  1 : 00  a.m.  on  August  9 by  a moderately 
severe  pain  in  the  right  shoulder  radi- 
ating to  the  right  anterior  chest.  The 
pain  was  not  associated  with  nausea  or 
vomiting  and  slowly  disappeared  in  about  ten 
hours  after  the  onset.  Her  frequent  vomiting 
episodes,  for  which  she  sought  medical  attention, 
had  then  begun  insidiously  several  hours  after  the 
disappearance  of  the  pain.  An  electrocardio- 
gram (Fig.  4)  was  taken  immediately  and  showed 
changes  strongly  suggestive  of  acute  posterior 
infarction  with  some  intraventricular  block 
and  a marked  depression  of  the  S-T  segments  in 
the  precordial  leads.  The  patient  was  admitted 
to  Lebanon  Hospital  the  same  day. 

On  admission  she  had  a 4 plus  ketonuria  and 
glycosuria,  a blood  sugar  of  288  mg.  per  100  ml., 
and  a carbon  dioxide  combining  power  of  45 
volumes  per  cent.  The  blood  pressure  was 
158/104,  and  the  leukocyte  count  was  10,000. 
The  patient  had  no  complaints  throughout  her 
stay. 
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Case  5. — Serial  electrocardiograms  of  patient. 


AVith  only  40  units  of  regular  insulin,  the  ke- 
tonuria  cleared  rapidly  in  eight  hours.  The 
patient’s  temperature  which  was  98  F.  on  ad- 
mission, rose  to  100.6  F.  the  next  day  and  be- 
came normal  thereafter.  The  sedimentation 
rate  gradually  rose  to  81  mm.  (obtained  by  the 
Westergren  method)  and  then  declined  before 
discharge  to  61  mm. 

The  patient  was  treated  with  bed  rest,  seda- 
tion, and  regular  injections  of  insulin.  Serial 
electrocardiograms  were  taken,  and  they  con- 
firmed the  clinical  impression  of  myocardial 
infarction.  After  a thoroughly  uneventful  course 
without  bishydroxycoumarin  (Dicumarol),  the 
patient  was  discharged  on  August  30,  1951. 

Case  6. — A seventy-two-year-old  white  male 
was  extremely  neurotic  and  hypochondriac.  All 
his  life  he  had  been  complaining  of  “heart 
attacks.”  Repeated  physical  and  electrocardio- 
graphic examinations  always  indicated  normal 
results.  On  September  3,  1957,  the  patient  was 


seen  at  the  office  complaining  of  vague,  inter- 
mittent precordial  pains  since  August  22,  pains 
which  he  had  diagnosed  as  a “heart  attack”  to  the 
great  amusement  of  his  family.  He  had  been 
examined  a week  before  by  another  physician  who 
had  found  no  abnormalities. 

A physical  examination  revealed  a well- 
nourished,  elderly,  white  male  who  did  not  appear 
ill  and  who  appeared  to  be  enjo3^ing  the  furor 
which  his  complaints  had  created  in  his  family. 
A physical  examination  revealed  no  abnormalities. 
The  blood  pressure  was  130/78  which  was  lower 
than  liis  previous  blood  pressure  range.  An 
electrocardiogram  (Fig.  5)  revealed  the  character- 
istic features  of  extensive  acute  anterior  wall 
infarction.  He  was  immediately  hospitahzed  at 
Lebanon  Hospital.  His  course  was  thoroughlj’’ 
uneventful.  Serial  electrocardiograms  showed 
the  typical  progressive  changes  of  acute  anterior 
wall  infarction.  His  precordial  pains  were  alwaj’s 
vague  and  would  have  been  completely  dis- 


146 


New  York  State  J.  Med. 


ATYPICAL  MYOCARDIAL  INFARCTION 


Fig.  5.  Case  6. — Electrocardiogram  of  patient. 


regarded  had  it  not  been  for  the  diagnostic  elec- 
trocardiogram. After  an  uneventful  course, 
without  anticoagulants,  he  was  discharged  from 
the  hospital  on  September  22,  1957. 

Case  7.— A fifty-year-old  white  male  first 
noted  the  sudden  onset  of  sharp  episodic  pains 
under  the  chin  at  10:00  p.m.  on  December  27, 
1957.  After  about  5 such  episodes,  the  patient 
then  developed  some  pain,  tingling,  and  numb- 
ness of  the  right  arm  extending  from  the  shoulder 
down  to  the  fingers.  The  condition  subsided  and 
he  slept  through  the  night.  The  next  morning 


the  submental  pains  became  very  severe,  be- 
coming associated  with  some  pain  down  the  right 
upper  extremity,  and  a cold  sweat  developed. 
There  was  no  nausea,  vomiting,  chest  pain,  or 
fever.  Because  of  the  persistence  of  the  severe 
submental  pain,  and  for  this  reason  only,  the 
patient  called  a physician.  His  past  history  re- 
vealed a bleeding  duodenal  ulcer  in  1955  and  a 
blood  pressure  range  of  from  95  to  105/70  of 
many  years  duration. 

A physical  examination  revealed  no  abnor- 
malities, the  patient  had  a normal  temperature, 
and  the  blood  pressure  was  106/80.  He  was 
admitted  to  Lebanon  Hospital  on  December  29, 
1957.  The  temperature  curve  was  100  F.  on 
admission,  it  rose  to  101  F.,  and  it  became  normal 
on  January  2,  1958,  for  the  remainder  of  the 
hospital  course.  Serum  transaminase  was  117 
units  on  admission,  82  units  the  next  day,  and  30 
units  on  January  2,  1958.  Serial  electrocardio- 
grams (Fig.  6)  showed  characteristic  changes  of 
acute  posterolateral  infarction.  After  an  un- 
eventful course,  without  anticoagulants,  he  was 
discharged  on  January  18,  1958. 

Case  8. — A sixty-eight-year-old  white  male  had 
a sudden  episode  of  syncope  on  December  7,  1957. 
This  episode  was  not  associated  with  any  pre- 
cordial pains  in  any  part  of  the  chest.  However, 
the  next  day,  under  direct  questioning,  the  patient 
admitted  that  he  had  had  a vague  momentary 
sensation  of  “heartburn”  just  before  his  episode 
of  syncope.  When  seen  shortly  after  the  onset. 


L<;^X  


Fig.  6.  Case  7. — Serial  electrocardiograms  of  patient;  note  that  the  electrocardiogram  taken  at  home 
on  December  28  is  only  suggestive  of  an  acute  posterior  wall  infarction.  Subsequent  tracings  show  the 
development  of  Q waves  and  deeply  inverted  sjanmetric  T waves  typical  of  a posterolateral  infarction. 
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Fig.  7.  Case  8. — Serial  electrocardiograms  of  patient. 


he  had  a pulse  rate  of  22  per  minute  with  a 
systolic  blood  pressure  of  76  mm.  Hg.  His  color 
was  somewhat  grayish,  although  he  was  alert  and 
felt  no  pain.  He  was  admitted  immediately  to 
Lebanon  Hospital.  On  admission  to  the  hos- 
pital, an  electrocardiogram  (Fig.  7)  showed  an 
acute  posterolateral  wall  infarction  with  a P-R 
interval  of  0.36  second  and  a heart  rate  of  80  per 
minute.  Shortly  thereafter  his  blood  pressure 
rose  to  152/94,  and  his  color  improved  consider- 
ably. 

The  hospital  course  was  characterized  by  a 
complete  lack  of  pain.  The  serum  transaminase 
was  168  units  on  admission  and  88  units  on  the 
following  day.  The  patient’s  temperature  curve 
was  normal  on  admi.ssion,  rose  to  101  F.  on  De- 
cember 9,  and  remained  between  101  and  102  F. 
until  his  death.  On  December  7 an  electrocardio- 
gram showed  a P-R  interval  of  0.24  second  and 
serial  changes  of  posterolateral  infarction.  The 
patient  was  placed  on  anticoagulant  therapy 
with  bishydroxycoumarin.  Sudden  death  oc- 
curred at  6:00  p.m.  on  December  11,  1957.  An 
autopsy  revealed  acute  posterolateral  myo- 
cardial infarction. 

Review  of  Literulure 

The  symptoms  and  signs  of  atypical  acute 
myocardial  infarction  are  protean  and  are  sum- 
marized in  Table  I.  Apparently  dyspnea  and 
shock  are  the  most  common  symptoms.  Symp- 
toms may  vary  considerably  from  those  listed  to 


TABLE  I. — Signs  and  Symptoms  of  Onset  of 
Atypical  Myocardial  Infarction 


Shock 

Sudden  weakness 
Peripheral  arterial  embolism 
Cardiac  arrhythmias 
Syncope  or  coma 
Hemiparesis  or  hemiplegia 
Convulsive  seizure 
Dizziness 

Changes  in  pre-existent  psychotic  behavior 
Epigastric  or  right  upper  quadrant  tenderness 
and  rigidity 

Nausea,  vomiting,  and  belching 
Abdominal  discomfort  or  pain 
Pulmonary  infarction 
Pulmonary  edema 
Sudden  dyspnea  or  cough 


asymptomatic  cases  where  the  diagnosis  is  made 
on  routine  electrocardiogram  alone.  Sambhi  and 
Zimmerman  1 and  Kisch*  observed  this  latter  type 
with  changes  noted  on  routine  electrocardio- 
grams and  serial  changes  on  subsequent  tracings. 
Smith’  reported  that  in  his  series  of  500  appar- 
ently normal  patients,  12  cases  or  2.4  per  cent 
showed  signs  of  myocardial  infarction  without 
any  previous  history  of  symptoms. 

Peripheral  arterial  ambolism,  in  which  surgery 
may  be  indicated,  may  be  the  first  sign  of  a silent 
myocardial  infarction. In  another  case,  in 
which  surgery  for  a pheochromocytoma  was  con- 
templated, Boldt,  Flexner,  and  Ortner®  found  an 
unexpected  recent  myocardial  infarction  in  a 
routine  preoperative  electrocardiogram.  The 
symptoms  in  this  case  were  weakness  and  light- 
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headedness  of  the  patient  in  the  upright  position. 
Such  reports  emphasize  strongly  the  necessity 
of  a routine  electrocardiogram  prior  to  surgery  to 
avoid  catastrophic  results  in  patients  with  un- 
suspected coronary  occlusions. 

Most  clinicians  are  familiar  with  the  sudden  on- 
set of  congestive  heart  failure  without  a history  of 
pain,  which  is  secondary  to  an  acute  myocardial 
infarction.^-' However,  man}’  times  only  vertigo 
or  syncope  may  usher  in  the  acute  attack'*'^'-’  or 
perhaps  sudden  nausea  or  vomiting.^- There 
are  times  when  tachycardia  or  cardiac  ar- 
rhythmias may  be  the  first  sign  of  tla-  infarc- 
tion.Evans  and  SuttoiT'*  recorded  70 
cases  of  painless  myocardial  infarction  in  which 
21  patients  had  auricular  arrhythmias,  usually 
auricular  fibrillation . Papp*  reported  that  3.3  per 
cent  of  his  patients  had  a transient  complete  heart 
block  at  the  onset  of  the  infarction. 

Myocardial  infarction  may  be  a silent  deadly 
partner  in  the  stuporous  or  comatose  pa- 
tient^-‘^-^^“^^  and  may  be  particularly  trouble- 
some in  the  immediate  postoperative  period. 

Also,  it  may  be  the  underlying  cause  of  an  acute 
aphasia.  Occasionally  a convulsive  seizure 
may  usher  in  an  acute  myocardial  infarction. 
Bean  and  Read^”  reported  that  in  an  epileptic 
patient  the  infarction  may  be  ushered  in  by  a 
series  of  convulsions  resembling  the  usual 
epileptic  seizures. 

Hemiparesis  or  hemiplegia  are  the  most 
commonly  encountered  neurologic  manifestations 
of  acute  myocardial  infarction.  In  an  analysis  of 
the  frequency  of  cardiac  disease  in  patients  with 
strokes,  Wilson  et  al.^^  studied  542  autopsied 
patients  with  cerebrovascular  accidents.  They 
found  55  cases  associated  with  acute  myocardial 
infarction.  Of  great  significance  was  the  finding 
of  clinical  and/or  necropsy  evidence  of  coronary 
insufficiency  in  361  cases  (66  per  cent)  of  this 
series.  In  100  consecutive  autopsies.  Race  and 
Lisa^^  reviewed  the  histories  and  clinical  findings 
of  15  cases  who  were  found  to  have  a combined 
cardiac  and  cerebrovascular  disease.  In  5 cases 
without  cardiac  signs  or  symptoms  a clinical 
diagnosis  of  hemiplegia  had  been  made.  These 
patients  were  found  to  have  an  acute  myo(;ardial 
infarction  and  no  evidence  of  a cerebral  lesion. 
Bean,  Flamm,  and  Sapadin*^  reported  6 cases  in 
which  hemiplegia  was  precipitated  by  acute 
myocardial  infarction.  All  of  the  patients  had 
marked  arteriosclerosis  of  the  larger  cerebral 
vessels.  Dozzi’*®  studied  66  cases  of  cerebro- 


vascular accidents  with  electrocardiograms  and 
found  that  8 cases  had  coronary  thrombosis 
(12.1  per  cent)  without  any  cardiac  symptoms. 
In  a similar  study  several  years  later,  Glathe*'* 
also  found  that  12  per  cent  of  patients  with 
strokes  had  acute  myocardial  infarctions  without 
cardiac  symptoms.  Bc-an  and  Rc-ad^®  reported  8 
cases  of  hemiplegia  with  acute  myocardial  in- 
farction. In  none  of  these  patients  was  the 
clinical  diagnosis  of  lu-art  disease  made  or 
suspected,  and  all  of  the  cases  were  proved  at 
autopsy.  In  none  of  these  8 cases  was  throm- 
bosis or  hemorrhage  found  in  the  brain.  The 
absence  of  tlirombosis  or  hemorrhage'  in  the  brain 
is  not  uncommon  and  is  apparently  associated 
with  the  condition  of  the  cerebral  vessels  at  the 
time  of  the  heart  attack.  This  prompted  Bean, 
Flamm,  and  Sapadin^^  to  state,  “The  pattern 
of  local  arterial  disease  in  the  brain  determined 
the  clinical  signs  and  symptoms.” 

Psychotic  patients  present  a particular  prob- 
lem in  the  diagnosis  of  myocardial  infarction. 
Marchand^®  in  a critical  review  of  52  coronary  oc- 
clusions in  51  psychotic  patients  found  that  67.5 
per  cent  were  painless.  The  presenting  symp- 
toms were  varied  and  included  weakness,  dyspnea, 
change  in  psychotic  behavior,  loss  of  conscious- 
ness, pallor,  unsteady  gait,  and  malaise.  The 
author  concluded  that  the  high  percentage  in 
this  series  was  due  to  the  fact  that  the  psychotic 
patient  had  lost  the  “meaning”  of  pain  and 
therefore  interpreted  it  differently  from  the 
normal  patient. 

Does  the  presence  or  absence  of  pain  materially 
change  the  prognosis  in  myocardial  infarction? 
Bchrmann,  Hipp,  and  Heyer®  analyzed  150  cases 
of  recent  myocardial  infarction  and  felt  that  the 
mortality  rate  incn>ased  as  pain  persisted. 
Eleven  of  their  patients  had  no  pain,  but  all  of 
them  died.  However,  these  11  patients  suffered 
from  very  serious  complications  which  permitted 
no  appreciation  of  the  pain.  Five  patients  were 
in  coma,  1 patient  was  psychotic,  and  1 patient 
was  in  a diabetic  ketosis  and  was  semistuporous. 

Boas  and  Boas^''  estimated  that  myocardial  in- 
farction is  unaccompanied  by  pain  in  from  5 to 
10  per  cent  of  the  cases.  Since  many  cases  of 
painless  myocardial  infarction  never  come  to  the 
attention  of  the  physician,  it  is  likely  that  the 
incidence  may  even  be  higher  A large  series  of 
cases,  with  and  without  pain,  was  collected  from 
the  literature  since  1937  (Table  II).  There  were 
3,823  collected  cases,  and  570  of  these  were 
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TABLE  II. — Incidence  of  Painless  Myocardial  Infarction 


Author 

Year 

Total 

Cases 

. Painless . 

Cases 
Num-  Per 
ber  Cent 

Remarks 

Master,  Back,  and  Jaffe“ 

1937 

530 

8 

1,5 

Boyd  and  Werblow^’ 

1937 

127 

42 

3.3 

Gorham  and  Martin** 

19.38 

100 

42 

42 

.\iitopsy  study 

Dozzi** 

1939 

66 

8 

12. 1 

Pollard  and  Harvill'* 

1940 

375 

32 

8.5 

Fisher  and  Zukerman** 

1940 

108 

16 

14.4 

Landman,  Anhalt,  and 

1949 

255 

28 

11 

-\utopsv  study 

Angrist*® 

Behrmann,  Hipp,  and 

1950 

150 

11 

7.3 

Heyer® 

Warner'* 

1951 

200 

16 

8 

Smith* 

1952 

500 

12 

2.4 

Electrocardiogram 

study 

.\utops3^  study 

Forbes*' 

1952 

123 

37 

30 

Papp* 

1952 

150 

7 

4.6 

Rogers" 

1953 

1.36 

10 

7.3 

Roseman** 

1954 

220 

10 

4.5 

Marchand'* 

1955 

52 

35 

67.5 

Psychotic  patients 

Gould  and  Cawlev** 

1958 

588 

175 

.30 

Autopsy  studt' 

Johnson,  Achor,  Burchell, 
and  Edwards** 

1959 

113  old 
6.3  new 
143  total 

56  old  50 
25  new  40 

.\utopsy  study 

atypical  or  without  pain.  Hence,  14.9  per  cent 
of  the  cases  in  this  series  had  painless  infarctions. 
It  must  be  pointed  out  that  these  figures  should 
be  accepted  with  caution,  since  they  are  derived 
from  statistical  studies  with  many  points  of 
view.  For  example,  some  autopsy  studies  ob- 
tain their  clinical  information  from  the  records 
which  may  be  incomplete.  In  one  study,^^  40 
per  cent  (25  cases)  of  the  acute  infarctions  were 
not  diagnosed.  However,  this  high  incidence  is 
readily  understandable  when  it  is  noted  that  16 
of  the  25  patients  underwent  surgery,  and  that 
3 patients  had  cerebrovascular  accidents,  2 had 
congestive  heart  failure,  and  3 were  mentally 
confused. 

Other  studies  approached  the  problem  differ- 
ently. All  of  the  patients  with  a clinical  diag- 
nosis of  m3mcardial  infarction  were  studied  for 
the  pre.sence  or  absence  of  pain.  It  is  of  signifi- 
cance that  of  2,562  patients  (excluding  psychotic 
patients)  only  172  were  without  pain.  Thus, 
apparently  6.7  per  cent  of  clinical  attacks  are 
painless.  This  is  in  contrast  with  the  363  pain- 
less cases  (30  per  cent)  out  of  1,209  cases  in  the 
autopsy  series.  The  discrepancy  is  probably  due 
to  the  fact  that  many  histories  in  the  records  of 
the  autopsied  cases  are  inadequate  or  incomplete. 

Summary 

1.  Eight  cases  of  atypical  myocardial  infarc- 


tion without  classical  precordial  pain  have  been 
reported.  These  cases  presented  the  following 
manifestations  of  their  initial  coronary  attacks; 
severe  pains  in  the  head,  pain  in  the  posterior 
neck,  burning  sensation  in  both  elbows,  hemi- 
plegia and  aphasia,  nausea  and  vomiting,  neurosis, 
submental  pain,  and  syncope. 

2.  The  literature  on  painless  mjmcardial  in- 
farction has  been  reviewed.  It  would  appear  that 
approximately  9 to  10  per  cent  of  all  myocardial 
infarctions  occur  without  the  classical  s\’mptoms 
of  chest  pain. 

3.  The  discrepancies  between  the  various  fig- 
ures for  the  incidence  of  painless  infarction  have 
been  discussed.  Attention  is  drawn  to  the  fact 
that  the  figures  obtained  from  the  study  of  clinical 
material  represent  more  closelj"  the  true  incidence 
than  do  the  figures  obtained  from  autop.sj- 
studies. 

4.  The  necessity  for  vigilance,  a high  index  of 
suspicion,  and  routine  as  well  as  serial  electro- 
cardiograms is  stressed  to  diagnose  accurately  and 
treat  the  unusual  and  bizarre  cases  of  myocardial 
infarction. 
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Can  Treatment  Hetp  Multiple  Sclerosis  Victims? 


Can  treatment  help  the  patient  with  multiple 
sclerosis?  Yes,  according  to  findings  presented  in 
Patterns  of  Disease.  While  there  is  as  yet  no  cure 
for  the  disease,  certain  treatments  have  proved 
effective  in  alleviating  symptoms  and  avoiding 
exacerbations. 

Lowering  the  body  temperature  0.6  to  1.2  de- 
grees F.,  for  example,  has  been  found  to  improve 
temporarily  visual  acuity,  swallowing,  movement  of 


extremities,  articulation  and  deep  tendon  reflexes. 
Other  forms  of  treatment  aimed  at  alleviating  symp- 
toms include  the  use  of  vasodilators,  anticoagulants, 
vitamins,  metabolic  stimulants,  chemotherapy,  and 
psychotherapy. 

Low  fat  diets  have  also  proved  effective  in 
reducing  both  the  frequency  and  the  severity  of 
exacerbations  in  the  earlier  stages  of  the  disease. — 
Parke,  Davis  & Company 


January  1,  1961 


151 


MEDICAL  CARE  INSURANCE 

.4  series  of  articles  on  health  insurance  prepared  by  the 
Associated  Blue  Shield  Plans  of  New  York  State 

LEONARD  J.  RAIDER,  M.D.,  Editor 


Blue  Shield's  Responsibility  to  Medicine 
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{Chairman,  Board  of  Directors,  National  Association  of  Blue  Shield  Plans) 


^ I ''oDAY  we  are  all  becoming  familiar  ivith 
the  terms  of  physics.  We  remember, 
for  example,  Newton’s  concept  in  which  if 
there  is  a force  in  one  direction  an  equal 
balancing  force  will  be  required  to  keep  the 
system  in  equilibrium.  In  the  same  way 
the  debt  that  Blue  Shield  has  to  medicine 
is  balanced  by  the  debt  that  medicine  has  to 
Blue  Shield — this  is  a mutual  obligation. 
We  cannot,  in  stressing  this  obligation, 
separate  the  two.  Blue  Shield  and  medicine 
have  a sameness  in  essence  because  the 
leaders  of  Blue  Shield  are  doctors,  first,  and 
thus  are  medicine.  These  leaders  are  strug- 
gling amidst  the  realities  of  the  modern 
world  to  save  medicine  as  we  have  known  it. 

Definition  is  important  if  we  would  con- 
sider effectively  the  question  of  our  in- 
debtedness. Blue  Shield  is  a locally  con- 
trolled, nonprofit  type  of  program  which 
has  come  to  be  called  the  “Doctors’  Plan.” 
There  are  those  who  challenge  this  sub- 
title because  there  is  varying  local  justifi- 
cation for  it,  but  this  does  not  mean  that 
Blue  Shield  is  not  the  “Doctors’  Plan.” 
It  is!  And  it  should  become  more  so. 
Recent  events  have  illustrated  how  in- 
creasingly necessary  this  alliance  is  in  fight- 
ing for  a common  cause.  But  in  attempting 


to  carry  out  an  idea  that  has  national  im- 
plications we  still  need  to  bolster  up  the 
weaker  local  areas  and  to  make  Blue  Shield 
the  “Doctors’  Plan”  in  reality  as  well  as  in 
theory  everywhere  that  Blue  Shield  exists. 

The  nature  of  control  that  doctors  must 
have  in  Blue  Shield  is  a control  of  enlightened 
self-interest.  We  must  be  careful  that  our 
leadership  is  not  selfishly  motivated  and 
perhaps  even  more  careful  that  it  is  not 
interpreted  by  the  public  to  be  selfishly 
motivated.  The  tragedy  of  the  medical 
profession’s  public  relations  is  that  in  those 
things  in  which  we  are  truly  unselfish  we  are 
not  effectively  communicating  our  altruism 
to  the  public.  Thus  we  are  suspected  even 
in  our  finer  moments  by  those  who,  if  they 
knew  the  true  facts,  would  be  fast  friends 
of  the  medical  profession.  Certainly  doc- 
tors do  have  friends  in  their  patients,  but 
too  often  they  are  individual  friends,  not 
collective  friends.  And  this  should  be 
considered  when  noting  the  relationships 
that  a doctor  might  have  to  an  individual 
legislator.  The  legislator  maj'^  like  and 
respect  his  own  doctor,  but  he  may  have 
entirely  different  attitudes  towards  what 
he  considers  to  be  the  profession  of  medicine 
itself. 
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The  modern  world  in  which  we  are  trying 
to  organize  our  various  means  of  influence — 
because  we  have  learned  that  individually 
we  can  do  little — is  in  many  ways  quite 
different  from  the  world  we  were  used  to. 
For  one  thing,  the  economic  characteristics 
of  today  are  such  that  no  one  can  expect 
ever  to  go  back  to  the  “good  old  days.” 
We  are  living  in  a credit  economy  which  is 
expanding  at  an  accelerating  rate.  This  is 
the  reason  that  some  use  of  insurance 
principles  or  the  pooling  of  risks  with  a pre- 
payment fund  is  not  simply  an  accidental 
achievement  of  the  past.  It  may  be  that 
there  was  some  accident  involved  in  the 
l)irth  of  Blue  Shield,  but  it  is  no  accident  at 
all  that  it  has  grown  as  much  as  it  has. 
And  it  is  certainly  true  that  we  have  gone 
so  far  down  the  prepayment  road  that  there 
is  no  longer  any  possibility  of  turning  back. 

The  acceptance  of  insurance  principles  by 
127  million  Americans  is  an  overwhelming 
accomplished  fact.  Nothing  unless  it  is 
compulsion  can  reverse  the  trend.  Those 
who  have  said  that  there  is  no  choice  but  to 
support  the  voluntary  system  that  we  now 
have,  and  support  it  to  the  hilt,  are  surely 
right  in  warning  that  the  only  alternative 
must  be  governmental  interference  and  com- 
pulsion. 

We  hear  frequently  the  criticism  that 
Blue  Shield  was  started  for  the  lower  income 
brackets  or  those  who  were  medically 
indigent  and  we  ought  to  stick  to  our 
original  objectives  and  not  try  to  spread  so 
far.  However,  the  intensified  public  drive 
for  buying  medicine,  as  other  things,  on 
credit  prevents  Blue  Shield  from  remaining 
static.  It  must  go  forward  or  be  lost  by 
the  wayside.  It  must  also  stay  big  enough 
to  work  effectively  for  the  objectives  of 
medicine  and  to  meet  those  objectives  for 
the  true  public  advantage.  Admittedly 
we  have  in  the  modern  world  entirely  dif- 
ferent attitudes  from  those  with  which 
most  of  us  were  raised.  We  have  the  aug- 
mented need  for  personal  security  which  is 
undermining  the  tendency,  so  widespread 
in  the  former  pioneer  days,  for  individuals 


to  take  care  of  themselves.  Nowadays 
almost  everyone,  in  one  way  or  another, 
wants  some  help  from  outside  to  improve 
his  life. 

The  welfare  of  all  citizens,  then,  in  this 
general  atmosphere  has  become  a concern 
of  government.  But  the  spread  of  bureauc- 
racy, always  a danger  in  the  democratic 
process,  is  the  worst  aspect  of  the  political 
thinking  of  today,  and  it  is  part  of  the 
trouble  we  face  in  approaching  our  problem. 

These  thoughts  all  contribute  to  the 
conclusion  that  there  is  no  turning  back 
from  the  road  on  which  we  are  so  firmly 
placed — the  road  which  leads  to  the  final 
success  of  the  voluntary  system. 

With  these  preliminary  considerations  out 
of  the  way,  I can  now  turn  to  the  subject 
of  Blue  Shield’s  debt  to  medicine.  What 
should  Blue  Shield  do  to  try  to  pay  for  the 
acknowledged  parentage  of  medicine?  It 
is  true  that  Blue  Shield  is  growing  up,  that 
it  now  has  a certain  independence  of  opera- 
tion. But  this  partial  independence  is  the 
very  thing  that  enables  Blue  Shield  to  begin 
payment  of  its  debt. 

The  payment,  first  of  all,  is  to  educate  in 
every  possible  way  all  of  the  profession  and 
the  public  at  large  to  the  need  for  collective 
effort,  to  win  collective  support  for  that 
part  of  the  medical  community’s  goals 
that  can  no  longer  be  gained  by  individuals 
or  a small  group  of  professional  practitioners. 

Second  to  educative  effort  I think  we 
need  to  advance  the  local  control  that  medi- 
cine has  over  Blue  Shield.  But  we  must 
remember  that  safe  local  control  consists  in 
seeing  to  it  that  the  public  knows  that  the 
control  is  exercised  in  its  own  best  interest. 
Blue  Shield  must  never  be  known  simply  as 
a collecting  agency  or  as  a group  whose 
acquired  money  and  numbers  enable  it  to 
abuse  the  public  interest. 

The  third  step  in  Blue  Shield’s  payment 
of  the  debt  to  medicine  is  to  aid  the  medical 
profession  in  all  problems  of  information. 
This  requires  the  full  development  of  Blue 
Shield’s  national  status  so  that  it  can  be  an 
effective  spokesman  in  connection  with  the 
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medical  profession’s  relations  to  the  public 
and  the  government  on  all  levels.  Develop- 
ment of  Blue  Shield’s  national  status  hinges 
on  the  promotion  of  uniformity  among  plans 
to  the  highest  degree  possible  without  in- 
fringement on  local  options.  Thus  the 
national  side  of  the  payment  of  Blue  Shield’s 
debt  to  medicine  is  one  that  will  be  con- 
siderably enhanced  by  improvement  in  its 
physician  relations  at  all  levels  of  operation. 

To  reiterate,  the  debt  of  Blue  Shield  to 
medicine  is  a debt  to  itself,  because  Blue 
Shield  is  medicine  in  a real  sense.  Blue 
Shield,  I am  sure,  is  the  one  most  important 
stabilizing  influence  that  we  have  in  the 
field  of  health  insurance.  Without  it  the 
rest  of  the  voluntary  system  as  we  know  it 
today  would  collapse.  And  without  Blue 
Shield  the  freedom  of  organized  medicine 
would  be  lost. 

There  may  be  other  forces  that  could  in- 
fringe on  this  freedom,  but  there  is  no  force 
which  could  destroy  it  so  quickly  as  the 
medical  profession  itself,  by  curtailing  or 
damaging  the  collective  manner  in  which 
physicians  have  come  to  grips  with  the  eco- 
nomic problems  of  the  modern  world  through 
the  agency  of  Blue  Shield. 

The  ultimate  objective  of  medicine  is 
the  relief  of  human  suffering.  The  physical 
and  spiritual  services  that  this  profession 


gives  are  the  things  that  make  it  actually 
a priesthood — a priesthood  of  service  and 
not  a distorted  one  of  privilege.  The  real 
objective  of  Blue  Shield  is  a public  service 
at  the  fiscal  level.  But  both  of  these  or- 
ganized groups — doctors  and  the  close 
friends  and  coworkers  of  doctors — have  in 
a broad  sense  the  same  basic  objective.  The 
total  offering  is  good  medicine  for  the  pa- 
tient, the  preservation  of  the  individual 
doctor-patient  relationship  by  which  we 
know  this  can  best  be  achieved,  and  pro- 
tection of  the  patient’s  financial  welfare, 
which  in  today’s  world  is  so  important  a 
part  of  his  life  and  which  so  greatly  influences 
his  attitude  toward  medicine. 

Thus  the  survival  of  the  medical  pro- 
fession is  tied  to  the  success  with  which  we 
balance  our  ethical  ideals  and  our  economic 
needs,  both  as  they  relate  to  our  patients 
and  to  ourselves  as  individuals  in  the  com- 
munity and  as  the  fathers  of  families. 

Our  bond  then  is  the  common  objective 
that  the  medical  profession  and  Blue  Shield 
approach  from  slightly  different  directions 
but  with  the  same  desirable  end  point: 
Public  service  to  our  people  in  all  the  ways 
that  we  have  to  give  it,  with  the  strength 
that  is  given  to  us  to  give  it.  We  pledge 
that  this  we  will  give,  this  we  must  give, 
so  help  us  God. 


{N  umber  four  in  a series  of  special  articles  on  Medical  Care  I nsurance) 


You  plan  for  the  future,  and  suddenly  the  present  hits  you  in  the  face. — William  Feather 
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FBI  Seeks  Help  in  Finding  Criminal 


JOHN  EDGAR 
FINDLAY,  who  is 
wanted  by  FBI  and 
may  be  under  medical 
treatment  in  the  New 
York  area. 


John  Edgar  J'indlay  with  aliases  of  John 
Edgar  Findley,  Jack  Findlay,  John  O’Brien, 
John  Reed,  Joseph  Reilly,  Big  Jack,  Jackson, 
Big  Boy,  Mr.  Kellogg  is  wanted  by  the  Federal 
Bureau  of  Investigation  for  violation  of  the  theft 
from  interstate  shipment  statute  and  fdi-  un- 
lawfully fleeing  the  state  of  New  Jersey  to  avoid 
prosecution  for  the  crime  of  murder.  Findlay  is 
charged  with  the  theft  of  a trailer  load  of  cigarets 
moving  in  interstate  commerce,  and  with  the 
gangland  murder  in  New  Jersey  of  Joseph  E. 
Barbito.  He  is  also  wanted  as  a material  witness 
in  the  murder  of  two  other  men  in  New  Jersey. 
He  has  been  a fugitive  since  1958. 

Findlay  began  his  criminal  career  in  1928  and 
in  1929  was  convicted  of  robbery  in  New  Jersey 
for  which  he  was  sentenced  to  five  years  im- 
prisonment. Since  that  time  he  has  been  con- 
victed of  robbery,  passing  counterfeit  money, 
receiving  goods  stolen  from  foreign  commerce, 
and  mail  theft.  He  has  spent  several  years  in 
prison.  He  was  born  in  New  Jersey  and  lived  all 
his  life  in  the  New  Jersey — New  York  Metro- 
politan area.  He  has  been  employed  at  various 
times  as  a musician,  plumber,  laborer,  dock  hand. 


and  pier  checker. 

Approximately  two  years  prior  to  his  arrest  in 
July,  1957,  he  suffered  a heart  attack  from  which 
he  has  reportedly  suffered  since.  At  times  he  has 
difficulty  breathing  and  can  not  walk  any  con- 
siderable distance  without  resting.  Findlay 
has  in  the  past  used  digitalis. 

He  is  known  to  have  lived  in  downtown  Brook- 
lyn during  the  Autumn  of  1958.  It  has  been  re- 
ported that  he  has  had  an  operation  either  for 
ulcers  or  heart  trouble  during  1959,  in  the  New 
York  area  under  an  assumed  name.  He  has 
reportedly  been  obtaining  medical  attention  from 
some  doctor  or  doctors  in  the  New  York  area. 

Findlay  is  known  to  have  been  armed  and 
should  be  considered  extremely  dangerous. 

Any  person  having  information  which  might 
assist  in  locating  this  fugitive  is  requested  im- 
mediately to  inform  the  Director  of  the  Federal 
Bureau  of  Investigation,  United  States  Depart- 
ment of  Justice,  Washington,  D.C.,  or  the  Special 
Agent  in  Charge  of  the  nearest  Federal  Bureau  of 
Investigation  Division,  the  telephone  number  of 
which  office  is  listed  on  the  first  page  of  local  tele- 
phone directories. 
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Ignatius  Aloysius  Bednarkiewicz,  M.D.,  of  Sche- 
nectady, died  on  July  22,  1960,  in  Albany  Veterans 
Hospital  at  the  age  of  seventy-six.  Dr.  Bednarkie- 
wicz graduated  in  1909  from  Jefferson  Medical 
College  of  Philadelphia.  Retired  from  the  Army 
in  1949  with  the  rank  of  major,  he  had  also  been  an 
instructor  in  anatomy,  physiology,  and  hygiene  at 
St.  John  Kanty  College,  Erie,  Pennsylvania. 

Edmund  Bernstein,  M.D.,  of  the  Bronx,  died  on 
August  5,  1960,  at  the  age  of  fifty-four.  Dr.  Bern- 
stein received  his  medical  degree  from  the  Univer- 
sity of  Vienna  in  1938. 

William  Francis  Brodhead,  M.D.,  of  New  York 
City,  died  on  July  23,  1960,  at  the  age  of  seventy- 
two.  Dr.  Brodhead  graduated  in  1911  from  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital. 

Edwin  Emma,  M.D.,  of  Flushing,  died  on  No- 
vember 26,  1960,  in  Booth  Memorial  Hospital  at 
the  age  of  forty-eight.  Dr.  Emma  graduated  in 
1939  from  Anderson  College  of  Medicine,  Glasgow, 
Scotland.  He  was  director  of  anesthesiology  at 
Booth  Memorial  Hospital,  assistant  clinical  pro- 
fessor of  anesthesiology  at  New  York  University 
Medical  Center,  and  an  attending  in  anesthesiology 
at  Bellevue  Hospital.  Dr.  Emma  was  president  of 
the  New  York  State  Society  of  Anesthesiologists  and 
a Diplomate  of  the  American  Board  of  Anesthesiol- 
ogy, a Fellow  of  the  American  College  of  Anesthe- 
siologists, and  a member  of  the  American  Society 
of  Anesthesiologists,  Inc.,  the  New  York  Academy 
of  Medicine,  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Richard  Emanuel  Gordon,  M.D.,  of  New  York 
City,  died  in  St.  Clare’s  Hospital  on  November  16, 
1960,  at  the  age  of  sixty-five.  Dr.  Gordon  gradu- 
ated in  1918  from  Columbia  University  College  of 
Physicians  and  Surgeons  and  interned  at  Beekman- 
Downtown,  French,  and  City  Hospitals.  He  was 
an  attending  physician  at  University  and  St.  Clare’s 
Hospitals  and  a consulting  physician  at  City, 
Elmhurst  General,  St.  Francis  (Port  Jervis)  Hospi- 
tals and  Eastern  Long  Island  Hospital  Association. 
Dr.  Gordon  was  a Fellow  of  the  American  College 
of  Physicians,  a Fellow  of  the  American  College  of 


Cardiology,  and  a member  of  the  New  York  Acad- 
emy of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  Powers  Kelly,  Jr.,  M.D.,  of  Carmel, 
died  at  his  home  on  November  5,  1960,  at  the  age  of 
fifty-nine.  Dr.  Kelly  graduated  in  1926  from  Co- 
lumbia University  College  of  Physicians  and  Sur- 
geons. Retired,  he  had  served  as  a coroner  for 
Putnam  County  as  well  as  a health  officer  for  the 
town  of  Carmel.  Dr.  Kelly  was  a member  of  the 
Radiological  Society  of  North  America,  Inc.,  the 
Putnam  County  Medical  Society  (a  former  presi- 
dent), the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Charles  Mauceri,  M.D.,  of  Kings  Park, 
died  at  his  home  on  November  19,  1960,  at  the  age 
of  fiffy-one.  Dr.  Mauceri  graduated  in  1934  from 
Boston  University  School  of  Medicine.  He  was  an 
adjunct  in  surgery  on  the  general  practice  staff  at 
Huntington  Hospital  and  deputy  medical  examiner 
of  Suffolk  County.  F rom  1949  to  1959  he  had  served 
as  a coroner.  Dr.  Mauceri  was  a member  of  the 
American  Academy  of  General  Practice,  the  As- 
sociated Physicians  of  Long  Island,  the  Suffolk 
County  Medical  Society,  and  the  Medical  Society 
of  the  State  of  New  York. 

Daniel  Aloysius  McAteer,  M.D.,  of  Brookljm,  died 
on  November  26,  1960,  at  Caledonian  Hospital 
at  the  age  of  seventy-eight.  Dr.  McAteer  gradu- 
ated in  1908  from  New  York  University  and  Belle- 
vue Hospital  Medical  College.  He  was  a consult- 
ant in  surgery  at  St.  Catherine’s  Coney  Island, 
Caledonian,  and  Peninsular  General  Hospitals. 
Dr.  McAteer  was  a member  and  former  president 
of  the  Kings  County  Medical  Society,  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
Brooklyn  Surgical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Myles  Ramon  Miller,  M.D.,  of  Norwich,  died  at 
his  home  on  November  14,  1960,  at  the  age  of  fifty- 
one.  Dr.  Miller  graduated  in  1934  from  Western 
Reserve  University  School  of  Medicine.  He  was  on 
the  medical  staff  of  the  Norwich  Pharmacal  Corn- 
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pany.  Dr.  Miller  was  a member  of  the  Association 
of  Military  Surgeons  of  the  United  States,  the  New 
York  State  Society  for  Medical  Research,  the 
Chenango  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Laurance  David  Redway,  M.D.,  of  Ossining,  died 
on  November  18,  1960,  at  Phelps  Memorial  Hospi- 
tal, North  Tarrytown,  at  the  age  of  seventy. 
Dr.  Redway  graduated  in  1916  from  Harvard  Uni- 
versity Medical  School.  He  was  a consultant  in 
ophthalmology  at  Grasslands  (and  founder  of  the 
eye  clinic)  and  Northern  Westchester  Hospitals 
and  an  honorary  member  of  the  staff  at  Phelps 
Memorial  Hospital.  Editor  of  the  New  York 
State  Journal  of  Medicine  and  former  president 
of  the  Westchester  County  Medical  Society,  Dr. 
Redway  was  a member  of  the  Association  of  Mili- 
tary Surgeons  of  the  United  States,  the  Westchester 
('ounty  Medical  Society,  the  Medical  Society  of  the 


State  of  New  York,  and  the  American  Medical 
Association. 

Eva  Rothmann,  M.D.,  of  New  York  City,  died  on 
July  20,  1960,  at  the  age  of  sixty-three.  Dr. 
Rothmann  received  her  medical  degree  from  the 
University  of  Berlin  in  1927.  She  was  a Member 
of  the  American  Psychiatric  Association  and  also 
held  membership  in  the  New  York  County  Medical 
Society  and  the  Medical  Society  of  the  State  of  New 
York. 

Benno  Beinisz  Tunis,  M.D.,  of  New  York  City, 
and  Newark,  New  Jersey,  died  on  July  23,  1960, 
at  the  age  of  seventy-one.  Dr.  Tunis  received  his 
medical  degree  from  the  University  of  Vienna  in 
1920.  He  was  a Diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology  and  a member  of  the 
Academj"  of  Medicine  of  Northern  New  Jersey,  the 
Essex  County  Medical  Societ}',  and  the  New  Jersey 
State  Medical  Society. 


Pernicious  Anemia  Masked  by  Multivitamins  Containing  Folic  Acid 


It  has  been  recognized  for  some  time  that  al- 
though folic  acid  may  produce  a hematopoietic 
response  in  pernicious  anemia  it  does  not  prevent 
neurologic  symptoms  and  may  even  accentuate 
them.  In  consequence,  its  use  in  the  presence  of 
pernicious  anemia  can  be  dangerous.  Since  the 
diagnosis  of  pernicious  anemia  is  often  difficult 
even  under  ordinary  circumstances,  the  hazard  is 
compounded  by  the  practice  of  including  folic  acid 
in  multivitamin  preparations.  If  such  prepara- 
tions happen  to  be  taken  by  an  undiagnosed  per- 
nicious anemia  patient  they  only  serve  to  obscure 
the  situation  further,  with  the  possible  develop- 
ment of  severe  nervous  system  damage  before  the 


correct  diagnosis  is  made.  The  author,  A.  B.  Curry 
Ellison,  M.D.,  Charleston  Memorial  Hospital, 
Charleston,  West  Virginia,  presents  2 cases  in 
which  paresthesias,  difficulty  in  walking,  and  other 
neurologic  symptoms  had  appeared.  Diagnosis 
were  finally  established  when  extensive  questioning 
revealed  that  both  jiatients  had  been  taking  such 
vitamin  preparations.  When  the  pernicious  anemia 
was  discovered  and  correct  therapy  instituted,  some 
improvement  in  the  nervous  system  involvement 
followed.  The  author  recommends  that  folic  acid 
be  made  available  in  separate  tablets  only,  and  ad- 
ministered only  for  specific  indications. — Journal  of 
the  American  Medical  Association,  May  21,  1960 


January  1,  1961 


157 


M E D 1 C A ].  ME  E T [ N (i  S 


Bronx  Pediatric  Society 

The  Bronx  Pediatric  Society  will  meet  at  Mor- 
risania  City  Hospital,  IGSth  Street  and  Gerard 
Avenue,  Bronx,  on  Wednesday',  January  11,  at 
8 : 30  P.M.  The  meeting  will  consist  of  a symposium 
on  recent  advances  in  pediatric  allergy.  Speakers 
will  be  as  follows:  Harry  L.  Mueller,  M.D.,  Boston 
Children’s  Hospital,  “Dangers  of  Steroid  Therapy 
in  Children”;  Harold  Leeks,  M.D.,  Philadelphia 
Children’s  Hospital,  “Allergic  Aspects  of  Serious 
Otitis  Media”;  Howard  Rapaport,  M.D.,  Mt. 
Sinai  Hospital,  New  York  City,  “Present  Status  of 
Repository  Treatment  in  Children”;  and  Arthur  A. 
Goldfarb,  M.D.,  Mt.  Sinai  Hospital,  New  York  City, 
“Relationship  of  Hypogammaglobulinemia  to  the 
Allergic  Diathesis.” 

For  further  information  contact:  David  L.  Mil- 
liken,  M.D.,  219  East  69th  Street,  New  York,  New 
York. 

American  College  of  Cardiology 

The  American  College  of  Cardiology  will  hold  its 
clinical  workshop  program  January  11  through  13, 
at  the  Peter  Bent  Brigham  Hospital,  Boston,  Massa- 
chusetts. 

Included  in  the  meeting  will  be  surgical  and 
medical  rounds,  medical  and  surgical  clinics,  op- 
erative demonstrations,  ward  and  panel  discussions, 
and,  on  the  last  afternoon,  a question  and  answer 
period. 

For  further  information  contact:  Philip  Reichert, 
M.D.,  Secretary,  American  College  of  Cardiology, 
Empire  State  Building,  New  York,  New  York. 

American  Group  Psychotherapy  Association 

The  American  Group  Psychotherapy  Association 
will  hold  its  fifth  annual  institute  on  Wednesday  and 
Thursday,  January  25  and  26,  at  the  Henry  Hudson 
Hotel,  New  York  City. 

The  topics  to  be  covered  at  the  meeting  are: 
“The  Schizophrenic  Psychotic  Syndromes” — 
Joseph  J.  Geller,  M.D.,  New  York  City;  “The 
Characterologic  Syndromes” — Wilfred  C.  Hulse, 
.M.D.,  New  York  City;  and  “The  Pyschoneurotic 
Syndromes” — Hyman  Spotnitz,  M.D.,  New  York 
City.  In  addition  a group  of  experienced  therapists 
have  been  invited  to  serve  on  the  staff  of  the  in- 
stitute. 

For  further  information  contact:  American 


Group  Psychotherapy  Association,  Room  516, 
1790  Broadway,  New  York,  19,  New  York. 

Clinical  Congress  of  Abdominal  Surgeons 

The  clinical  congress  of  abdominal  surgeons  will 
be  held  in  Miami  Beach,  Florida,  January  30  through 
February  3,  at  the  Deauville  Hotel.  The  congress 
is  the  only  scientific  meeting  devoted  entirely  to  the 
interests  of  the  abdominal  surgeon.  For  further 
information  and  application  write  to:  Clinical 
Congress  of  Abdominal  Surgeons,  633  Main  Street, 
Melrose  76,  Massachusetts. 

American  College  of  Allergists 

The  American  College  of  Allergists  will  hold  its 
graduate  instructional  course  and  seventeenth  i 
annual  congress,  March  12  through  17,  at  the  Statler 
Hilton  Hotel,  Dallas,  Texas. 

For  further  information  write  to:  John  D. 
Gillaspie,  M.D.,  Treasurer,  2141  14th  Street, 
Boulder,  Colorado. 

Gill  Memorial  Eye,  Ear  and  Throat  Hospital 
Spring  Congress 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hospital, 
Roanoke,  Virginia,  has  announced  that  the  dates  of 
its  annual  thirty-fourth  spring  congress  in  oph- 
thalmology and  otolaryngology  and  allied  specialties 
will  now  be  held  from  April  3 through  8,  instead  of 
from  April  10  through  15  as  was  previously  an- 
nounced. 

For  information  w'rite  to:  Elbyrne  G.  Gill,  M.D., 
Gill  Memorial  Eye,  Ear  and  Throat  Hospital,  711 
South  Jefferson  Street,  Roanoke,  Virginia. 

Fourth  International  Congress  of  Allergology 

The  fourth  international  congress  of  allergology  i 
will  be  held  at  the  Hotel  Commodore,  New  York 
City,  October  15  through  20.  The  subject  of  the  I 
meeting  will  be  allergic  diseases  and  related  fields  of  i 
immunology.  There  will  be  simidtaneous  trans-  I 
lations  of  all  papers  in  English,  French,  German,  and  1 
Spanish  at  the  main  meetings.  . 

Among  the  subjects  to  be  presented  at  the  congress  * 
are:  genetics  in  allergy;  acquired  tolerance,  trans-  J 
plantation  immunity,  drug  hypersensitivity,  contact  j 
allergy,  general  mechanisms  in  allergy,  mechanisms  U 
of  antibody  fixation,  dela3'ed  hypersensitivity,  auto-  I 
immune  processes,  steroid  therapy,  and  new  methods  I 
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in  allergy.  In  addition  to  the  scientific  program,  a 
special  program  h;is  been  arranged  for  the  physicians 
and  their  wives. 


For  further  information  write  to:  William  B. 
Sherman,  M.D.,  fiO  East  58th  Street,  New  York  22, 
New  Y'ork. 


MEDICAL  NEWS 


Postgraduate  Course  in  Internal  Medicine  at 
Maimonides  Hospital — The  Department  of  Medical 
Services  at  Maimonides  Hospital  of  Brooklyn  and 
the  State  University  of  New  York  Downstate  Medi- 
cal Center  will  present  a review  of  current  progress  in 
internal  medicine  January  3 through  March  9. 
The  course  will  be  held  from  4:00  to  6:00  p.m.,  on 
Tuesdays  and  Thursdays. 

For  information  concerning  the  course  contact: 
David  Grob,  M.D.,  Director,  Department  of  Medi- 
cal Services,  Maimonides  Hospital  of  Brooklyn, 
4802  Tenth  Avenue,  Brooklyn  19,  New  York. 

Postgraduate  Course  in  Uropathology — A post- 
graduate course  in  uropathology  will  be  given  at 
Columbia  University  College  of  Ph3'sicians  and 
Surgeons,  628  West  168th  Street,  New  York  32, 
New  York,  January  2 through  26,  1961,  Mondays 
and  Thursday’s,  from  8 :00  to  10 :00  p.m. 

The  course  will  be  given  by  Drs.  M.  M.  Melicow 
and  A.  C.  Uson,  preparatory’  for  Board  examinations, 
and  will  cover  gross  and  microscopic  pathology  of 
the  entire  urinary  tract  including  the  adrenal  gland 
and  retroperitoneum  in  adults  and  children. 

For  further  information  contact:  Melvin  D. 

Yahr,  M.D.,  College  of  Phy'sicians  and  Surgeons, 
6;i0  West  168th  Street,  New  York,  32,  New  York, 
Telephone  W.4dsworth  3-2500,  ext.  7302. 

American  Medical  Writers’  Association  Fellow- 
ships Awarded — Three  members  of  the  Metropolitan 
Chapter  of  the  American  Medical  Writer’s  Associa- 


tion were  awarded  fellowships  at  the  Association’s 
seventeenth  annual  meeting  in  Chicago  recently. 
They  are:  Arthur  Bernstein,  M.D.,  Short  Hills, 
New  Jersey’;  Harry  Wiener,  M.D.,  Brooklyn;  and 
Robert  A.  Peterman,  M.D.,  Livingston,  New  Jersey. 

California  Outstrips  New  York  in  Contributions  to 
AMEF  and  Medical  Schools — A total  of  3,831  New 
York  State  physicians  contributed  $56,972  to  the 
American  Medical  Education  Foundation  and  9,187 
New  York  State  physicians  contributed  $424,258 
directly  to  their  alma  maters  in  1959. 

In  California,  on  the  other  hand,  16,716  physicians 
contributed  $192,912  to  the  AMEF  and  4,744 
physicians  contributed  $365,620  directly’  to  their 
alma  maters. 

This  makes  a total  of  21,460  Californian  physicians 
contributing  a total  of  $558,532  to  medical  educa- 
tion as  opposed  to  13,018  New  York  phy’sicians  con- 
tributing $481,231. 

Empire  State  Award  Offered  for  Excellence  in 
Medical  Reporting — The  Medical  Society  of  the 
State  of  New  York  and  the  Annual  Health  Con- 
ference Inc.,  on  behalf  of  the  New  York  State  De- 
partment of  Health  are  again  sponsoring  the  Empire 
State  Award  for  Excellence  in  Medical  Reporting. 

The  award  serves  to  recognize  the  significant  con- 
tributions to  public  knowledge  and  understanding  of 
health  and  medicine  that  are  made  by  reporters  and 
newspapers  in  New  Y’ork  State.  The  recipient  of 
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the  award  receives  S500  and  a certificate.  In 
addition,  the  newspaper  represented  by  the  award 
recipient  receives  a certificate. 

Any  member  of  the  editorial  staff  of  any  news- 
paper published  five  or  more  times  a week  in  the 
State  of  New  York  is  eligible  for  nomination  for  the 
award.  The  reporter  may  be  nominated  for  a 
single  article  or  series  of  articles.  However,  the 
judges  will  also  consider  the  general  medical  stories 
written  by  each  nominee  during  the  year. 

Nominations  can  be  made  by  the  newspaper  em- 
ploying the  reporter,  the  county  medical  society  in 
the  area  served  by  the  nominee’s  newspaper,  or  the 
county,  city,  or  district  health  officer  in  the  area 
served  by  the  nominee’s  newspaper.  Nominations 
must  be  received  no  later  than  March  1 following  the 
calendar  year  in  which  the  nominee’s  article,  or 
series  of  articles,  was  published. 

Nominations  should  be  sent  to:  Secretary,  Empire 
State  Medical  Reporting  Award  Committee,  Office 
of  Public  Health  Education,  New  York  State  De- 
partment of  Health,  84  Holland  Avenue,  Albany  8, 
New'  York. 

One-Day  Symposium  on  Mechanisms  of  Gastroin- 
testinal Absorption — The  Johns  Hopkins  University 
School  of  Hygiene  and  Public  Health  and  the 
National  Vitamin  Foundation  will  sponsor  jointly  a 
one-day  symposium  on  “Mechanisms  of  Gastroin- 
testinal Absorption.’’  The  symposium  will  be 
held  at  the  Hotel  Sheraton-East,  New  York  City,  at 
9:00  A.M.,  on  March  7,  1961.  There  is  no  registra- 
tion fee. 

For  information  contact:  Robert  S.  Goodhart, 
M.D.,  Scientific  Director,  The  National  Vitamin 
Foundation,  149  East  78th  Street,  New  York  21, 
New  York. 

Course  in  Pediatric  Oncology  at  Memorial 
Hospital — The  Pediatric  Department  of  Memorial 
Hospital  for  Cancer  and  Allied  Diseases  announces 
that  its  annual  comprehensive  three-day  course  in 
pediatric  oncology  for  pediatricians,  general  prac- 
titioners, and  health  officers  will  be  held  April  26 
through  28,  1961. 

Current  developments  and  established  methods  in 
diagnosis,  differential  diagnosis,  and  management  of 
benign  and  malignant  tumors,  Hodgkin’s  disease, 
leukemia,  and  reticuloendothelioses  in  childhood  will 
be  included  in  the  course. 

Ward  rounds,  seminars,  demonstrations,  and 
examinations  of  children  in  pediatric,  surgical, 
chemotherapy,  and  radiotherapy  clinics  will  also  be 
a part  of  the  course. 

For  further  information  write  to:  Chairman, 

Department  of  Pediatrics,  Memorial  Hospital  for 
Cancer  and  Allied  Diseases,  444  East  68th  Street, 
New  York  21,  New  York. 


New  Audiovisual  Aids  Catalog  Available — A new 
edition  of  the  State  Department  of  Mental  Hygiene 
Audiovisual  Aids  Catalog  is  now  available  for  distri- 
bution. 

Since  the  first  catalog  was  published  in  1956  a 
number  of  new  films  have  been  added  to  the  film 
library.  Films  now  available  for  loan  include  56 
titles.  Regulations  governing  the  use  of  the  library 
and  a description  of  each  film  are  included  in  the 
20-page  booklet. 

Copies  of  the  new  catalog  may  be  obtained  without 
charge  by  writing  to:  Office  of  Mental  Health  Edu- 
cation and  Information,  New  York  State  Depart- 
ment of  Mental  Hygiene,  240  State  Street,  Albany, 
New  York. 

New  Units  for  Care  of  Narcotics  Addicts  An- 
nounced— Plans  for  the  establishment  of  two  new 
units  for  the  care,  treatment,  cure,  and  rehabilitation 
of  narcotics  addicts  have  been  announced  by  Paul 
H.  Hoch,  M.D.,  New  York  State  Commissioner  of 
Mental  Hygiene. 

It  is  not  anticipated,  however,  that  the  units  will 
be  in  operation  for  a number  of  months.  At  the 
present  time  personnel  are  being  selected  and  trained 
and  the  necessary  architectural  changes  are  being 
planned  to  accommodate  adult  narcotics  addicts  in 
the  two  units.  When  set  up,  admission  will  be 
made  on  both  voluntary  certificate  and  court  certifi- 
cation. 

Dr.  Hoch  indicated  that  an  80-bed  inpatient  unit 
to  serve  the  Greater  New  York  area  will  be  set  up 
at  Central  Islip  State  Hospital,  Central  Islip,  Long 
Island,  while  the  other,  a 20-bed  inpatient  unit,  will 
be  located  at  Utica  State  Hospital,  Utica,  and  serve 
patients  in  the  Upstate  area. 

In  addition  to  the  new  facilities,  the  Department 
of  Mental  Hygiene  operates  a 55-bed  unit  at  Man- 
hattan State  Hospital,  Wards  Island,  New  York 
City.  Established  in  1959,  this  is  the  first  full-time 
narcotics  research  unit  in  the  State  combining  labo- 
ratory, outpatient,  and  inpatient  operations. 

Ophthalmology  Residency  Fellowships  Offered — 
Six  additional  fellowships  for  residents  in  ophthal- 
mology, to  be  awarded  July  1,  1961,  have  been  an- 
nounced by  the  Guild  of  Prescription  Opticians  of 
America,  Inc.  Applications  for  these  Fellowships 
must  be  received  by  May  15,  1961. 

Each  fellowship  is  for  a total  of  $1,800,  payable  in 
monthly  stipends  over  the  period  of  a three-year 
residency.  The  grants  are  limited  to  residencies  at 
approved  institutions  where  full  three-year  resi- 
dencies are  offered,  but  residencies  which  begin 
anytime  during  the  calendar  year  are  eligible. 

For  further  information  write  to:  Fellowships, 
Guild  of  Prescription  Opticians  of  America,  Inc., 
1 10  East  23rd  Street,  New  York  10,  New  York. 
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Course  on  Surgery  of  the  Hand — A five-day  full- 
time course  on  surgery  of  the  hand  will  be  offered  by 
the  New  York  University  Medical  Center  from 
March  6 through  11,  1961,  under  the  direction  of 
William  T.  Medl,  M.D.,  and  Thomas  D.  Rees,  M.D. 
The  course  is  designed  mainly  for  general,  ortho- 
pedic, plastic,  and  industrial  surgeons. 

The  class  will  be  limited  to  40  participants.  For 
application  contact:  Office  of  the  Associate  Dean, 
New  York  University  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York  16,  New  York. 


Examinations  for  American  Board  of  Obstetrics 
and  Gynecology — The  American  Board  of  Obstetrics 
and  Gynecology  has  announced  that  the  part  1 
examinations  (written)  will  be  held  on  Friday, 
January  13,  1961. 

Applicants  with  reopened  candidatures  will  be 
required  to  submit  case  reports  for  review  thirty 
days  after  notification  of  eligibility. 

Scheduled  part  1 candidates  are  also  required  to 
submit  their  20  case  abstracts  in  order  to  complete 
the  part  1 examination. 

Current  bulletins  outlining  present  requirements 
may  be  obtained  by  writing  to:  Robert  L.  Faulkner, 
M.D.,  American  Board  of  Obstetrics  and  Gyne- 
cology, 210  Adelbert  Road,  Cleveland  6,  Ohio. 


Leukemia  Society  Announces  Long-Term  Support 
of  Investigators — The  Leukemia  Society  has  an- 
nounced a program  of  long-term  support  for  career 
investigators  in  leukemia  research  that  will  cost  as 
much  as  $450,000  in  1961. 

A major  change  in  emphasis  by  the  Society,  the 
program  is  designed  to  “support  the  man  rather 
than  the  project”  in  the  fight  against  leukemia. 
From  five  to  ten  Leukemia  Society  scholars  will  be 
selected  by  the  Society  in  1961,  and  will  be  pro- 
vided with  awards  ranging  from  $50,000  to  $75,000 
a year.  The  scholars  will  be  supported  by  the 
Society  for  five  years  at  salaries  ranging  from  $10,000 
to  $15,000  a year. 

Course  on  Law-Medicine  Problem — The  Law- 
Medicine  Center  of  Western  Reserve  University 
will  present  an  institute  on  “The  Skin:  A Law- 
Medicine  Problem”  on  PYiday  and  Saturday,  Febru- 
ary 17  and  18. 

A concentrated  study  by  lectures  and  discussion 
of  diseases  and  injuries  of  the  skin  is  planned  with 
emphasis  on  the  medicolegal  implications.  This 
program  would  be  of  especial  interest  to  physicians 
and  workmen’s  compensation  administrators. 

For  further  information  contact:  Oliver  Schroe- 
der,  Jr.,  The  Law-Medicine  Center,  Western  Re- 
serve University,  Cleveland  6,  Ohio. 


Personalities 


Appointed 

Constantine  Stamatovich,  M.D.,  Woodside,  as 
deputy  assistant  commissioner  in  the  New  York 
State  Department  of  Mental  Hygiene. 

Elected 

Leona  Baumgartner,  M.D.,  Commissioner  of 
Health  of  New  York  City,  as  chairman  of  the  United 
Nations  World  Health  Organization’s  committee 
on  child  health. 

Awarded 

Maurice  J.  Costello,  M.D.,  New  York  City,  the 
St.  Vincent  de  Paul  Medal  from  St.  John’s  Univer- 
sity in  recognition  of  “his  many  years  of  zealous 
endeavor  on  behalf  of  philanthropic  and  charitable 
activities”. . . Howard  A.  Rusk,  M.D.,  New  York 
City,  the  annual  citation  of  the  Salvation  Army 
Association  of  New  York  for  his  “adherence  to  the 
best  ethical  and  religious  principles.” 

Honored 

John  R.  Heller,  M.D.,  New  York  City,  with  a 
testimonial  dinner  in  recognition  of  his  work  as  head 
of  the  Public  Health  Service’s  Venereal  Diseases 


Division,  on  November  23  . . . Marion  B.  Sulz- 
berger, M.D.,  New  York  City,  with  a dinner  on 
November  21  at  the  Pierre  Hotel  to  commemorate 
his  retirement  last  June  as  chairman  of  the  Depart- 
ment of  Dermatology  and  Syphilology  at  the  New 
York  University  Medical  Center. 

Speakers 

James  A.  Brussel,  M.D.,  Assistant  Commissioner 
of  the  Department  of  Mental  Hygiene  of  the  State  of 
New  York,  on  the  CBS  television  program  “Eye  on 
New  York”  on  November  19,  in  a discussion  of  the 
“Sunday  bomber  case”.  . . Oskar  Diethelm,  M.D., 
New  York  City,  before  the  members  of  the  hospital 
staff  of  the  Veterans  Administration  Hospital, 
Northport,  on  November  21,  on  the  subject  “Funda- 
mental Considerations  for  Treatment  in  General”.  . . 
Irwin  I.  Lubowe,  M.D.,  New  York  City,  before  the 
Southern  Medical  Association  on  November  3,  on 
the  topic  “Treatment  of  Seborrhea  Capitis  and 
Associated  Disorders”.  . . Howard  A.  Rusk,  M.D., 
New  York  City,  at  the  Christmas  Giving  Luncheon 
of  the  Advertising  Women  of  New  York  Foundation 
on  December  6. 


January  1,  1961 


161 


Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Organization  and  Membership 


Woman’s  Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York  was  organized  in  March, 
1936,  to  (1)  assist  the  Medical  Society  in  its  program 
for  the  advancement  of  medicine  and  public  health; 
(2)  encourage  friendly  relations  and  promote  mutual 
understanding  among  physicians’  families,  and  (3) 
coordinate  and  advise  constituent  auxiliaries  con- 
cerning their  activities. 

The  Auxiliary  tries  to  be  an  asset  to  the  medical 
profession  in  view  of  the  fact  that  American  medi- 
cine is  now  a very  important  issue  in  the  changing 
socioeconomic  system  and  is  so  deeply  interlaced 
with  a number  of  legislative  proposals  which  are  at- 
tracting the  public  interest.  The  members  of  the 
Auxiliary  are  ambassadors  of  good  will  for  the 
medical  profession  and  can  serve  as  coordinators  in 
other  groups  to  which  the  message  of  medicine  is 
given.  They  can  help  in  eliminating  the  stigma  and 
prejudice  of  such  diseases  as  tuberculosis,  cancer, 
and  mental  disorders  as  well  as  help  mold  public 
opinion  in  matters  of  health  by  furnishing  accurate 
health  information.  By  working  with  other  health 
projects  the  fallacies  of  the  many  unreasonable 
complaints  so  frequently  made  outside  the  profession 
can  be  refuted.  Then  there  are  the  many  damaging 
comments  made  concerning  the  medical  profession 
which  need  answering.  As  doctors’  wives  it  is 
necessary  to  defend  and  uphold  the  high  standards 
and  achievements  of  medicine  and  uphold  with 
pride  the  integrity  of  the  profession.  The  Auxiliary 
is  united  with  members  of  the  medical  profession 
against  the  forces  threatening  its  purposes  and 


heritage. 

Evidence  that  public  relations  have  not  always 
been  of  the  best  has  motivated  the  Auxiliary  to  do 
all  within  its  power  for  an  improvement  b}'  pointing 
out  to  the  public  the  important  work  being  done  by 
the  dedicated  physicians  and  the  many  health  or- 
ganizations. 

The  members  of  the  Auxiliary  are  working  toward 
the  goal  of  the  National  Auxiliary  theme  “Preserve 
and  Enhance  the  Heritage  of  American  Medicine” 
and  the  State  theme  “Participation.”  The  achieve- 
ment of  the  goal  cannot  be  accomplished  without  an 
effective  organized  effort. 

Two  new  county  auxiliaries  have  been  organized 
this  year — Bronx  and  Tioga — and  St.  Lawrence  and 
Schuyler  have  been  reactivated.  The  membership 
has  grown  from  600  in  1936  to  approximately  5,000, 
but  there  is  a potential  of  20,000  eligible  physicians’ 
wives  w^ho  do  not  belong  and  too  many  counties  still 
unorganized.  The  activation  of  these  unorganized 
counties  and  potential  members  is  a major  project 
this  year.  With  an  enlarged  membership  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New'  York  will  be  a formidable  ally  with 
the  doctors  of  the  Medical  Society  of  the  State  of 
New  York  in  proving  the  medical  professions  sin- 
cerit3'’  and  altruism. 

Mrs.  D.  R.  Pitaro,  Chairman 
Organization  and  Membership 

14  Woodrow  Court 
Troy,  New  York 


The  only  perfect  people  are  those  we  do  not  know. — De  Boufflers 
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Albany  Medical  College 


Behavioral  Sciences — An  undergraduate  teaching 
program  in  behavioral  sciences  has  been  established 
and  will  be  administered  by  the  new  Sub-Depart- 
ment of  Behavioral  Sciences  which  is  with  the 
Department  of  Psychiatry  under  Frederick  D. 
McCandless,  M.D.,  associate  professor  of  psychiatry 
and  former  head  of  Albany  Hospital’s  psychiatric 
outpatient  clinic.  The  course  will  be  presented  to 
students  during  their  first  two  years  and  will  begin 
in  September,  1961. 


New  Appointment — John  F.  Roach,  M.D., 
professor  and  chairman.  Department  of  Radiology, 
has  been  elected  a member  of  the  board  of  trustees 
of  the  American  Board  of  Radiology.  Dr.  Roach 
will  serve  for  a six-year  term.  Dr.  Roach,  also 
radiologist-in-chief,  Albany  Hospital,  is  the  current 
president  of  the  Radiological  Society  of  the  State 
of  New  York  and  is  a consultant  to  the  State  Health 
Commissioner  on  health  matters  pertaining  to 
radiology. 


Columbia  University  College 

Simon  Baruch  Chair  of  Physical  Medicine  and 
Rehabilitation — The  establishment  of  a chair 
honoring  Simon  Baruch,  M.D.,  was  announced 
in  November  by  President  Grayson  Kirk. 


New  York  University 

Menas  S.  Gregory  Lecture — Dr.  MacDonald 
Critchley,  senior  physician.  National  Hospital, 
Queen  Square,  London,  England,  delivered  the 


of  Physicians  and  Surgeons 

Dr.  Baruch  was  credited  with  being  the  first 
professor  of  hydrotherapy  in  the  country  and  held 
the  chair  of  hydrotherapy  in  the  College  from  1907 
to  1913. 


School  of  Medicine 

Menas  S.  Gregory  Lecture  in  December.  Dr. 
Critchley’s  spoke  on  “Dr.  Samuel  Johnson’s 
Aphasia.’’ 


State  University  of  New  York  Downstate  Medical  Center 


New  Program  of  Advanced  Studies  in  Psycho- 
analysis— The  Division  of  Psychoanalytic  Educa- 
tion of  the  Department  of  Psychiatry  has  inaugu- 
rated a new  program  of  Advanced  Studies  in  Psycho- 
analysis for  the  practicing  psychoanalyst.  The 
program  is  not  intended  as  a refresher  course  but  is 
designed  to  assist  the  psychoanalyst  in  obtaining 
greater  skill  in  harmonizing  theory  and  practice; 
to  advance  his  knowledge  of  the  science  of  psycho- 
analysis; and  to  stimulate  an  active  interest  in 
research  in  this  field.  This  is  a pioneer  effort  in 
postgraduate  education  for  psychoanalysts,  in 
line  with  the  objectives  of  the  American  Psycho- 
analytic Association.  The  first  course  began  on 
November  28  under  the  direction  of  Bertram  Lewin, 
M.D.,  Director  of  the  Office  of  Education  of  the 
American  Psychoanalytic  Association  and  profes- 


sorial Lecturer  in  psychiatry  at  the  Medical  Center. 
The  title  of  the  course,  w’hich  will  be  held  once  a 
month  up  to  June,  is  “Psychoanalytic  Theory  and 
Technical  Assumptions.”  Additional  courses  will 
be  offered  in  the  fall  of  1961,  the  subject  matter 
and  content  to  be  announced  later.  The  program  is 
open  to  psychiatrists  and  scientists  in  related  fields 
who  have  graduated  from  an  approved  training 
program  in  psychoanalysis. 

Special  Lectures — Four  special  lectures  were 
delivered  by  guest  lecturers  during  November  and 
December.  On  November  7 and  21,  Dr.  William 
Mann,  Director  of  Medicine  at  Guy’s  Hospital, 
London,  England,  and  Visiting  Professor  at  the 
Downstate  Medical  Center  for  November,  delivered 
two  lectures  on  “Gall-stones  and  Biliary  Cirrhosis” 
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and  “Bright’s  Disease.”  On  November  30,  Dr. 
William  Rider,  Senior  Radiotherapist  of  Princess 
Margaret  Hospital,  University  of  Toronto,  spoke 
on  “A  Radiotherapi.st’s  View  of  Carcinoma  of  the 
Breast”  and  on  December  12  Dr.  Joseph  S.  Fruton, 
Chairman  of  the  Department  of  Biochemistry  of 
Yale  University,  delivered  the  Annual  Research 
Society  Lecture  on  “Future  of  Biochemistry  in 
American  Medical  Schools.” 

Rehabilitation  Unit  at  Kings  County  Hospital — 
A three-ward  service  under  the  Medical  Center’s 
Department  of  Physical  Medicine  and  Rehabilita- 
tion has  been  activated  in  the  Kings  County 
Hospital.  At  present  37  inpatients  are  being 
treated,  with  the  eventual  capacity  expected  to  be 
75.  In  addition,  a Prosthetic  Clinic  and  a Children’s 
Rehabilitation  Clinic  have  been  seeing  about  25  and 
15  patients,  respectively,  each  week.  An  electro- 


diagnostic unit  has  also  been  established. 

One  of  the  features  of  the  new  unit  will  be  a 
Disabled  Housewives  Training  Kitchen,  which  is 
expected  to  open  shortly.  The  kitchen  has  been 
partially  furnished  by  a grant  of  equipment  from 
the  Brooklyn  Union  Gas  Company. 

Honors  Scholarships  Awarded — Two  Honors 
Scholarships  have  been  awarded  this  year,  one  to 
Robert  Oberhand,  of  the  first  year  class,  and  the 
other  to  Harvey  Orlin,  of  the  fourth  year  class. 
The  scholarship  to  Mr.  Oberhand  was  contributed 
by  the  Class  of  1934  at  the  25th  Reunion  meeting  in 
the  spring  of  1959  and  amounts  to  $4,000  over  a 
four-year  period.  It  is  the  second  such  scholar- 
ship awarded  by  the  Alumni  Association.  Mr. 
Orlin’s  scholarship  was  provided  by  the  Dave 
Luckman  Memorial  Foundation  and  amounts  to 
$1,000  for  the  year. 


State  University  of  New  York  Upstate  Medical  Center 


Appointed — James  B.  Wray,  M.D.,  has  been 
appointed  an  associate  professor  in  the  Department 
of  Surgery  (Orthopedics)  and  Barbara  F.  Rosen- 
berg, M.D.,  an  assistant  professor  in  the  Depart- 
ment of  Pathology. 

MEND  Lecture — The  first  MEND  Lecture  of 
the  fall  semester  was  presented  on  November  30 
by  Harold  W.  Brown,  M.D.,  professor  of  parisitol- 
ogy.  School  of  Public  Health,  Columbia  University, 
who  spoke  on  “Medicine  in  the  Tropics.” 

Honored — Herman  G.  Weiskotten,  M.D.,  dean 
emeritus,  was  awarded  the  1960  Abraham  Flexner 
medal  for  outstanding  contribution  to  medical 
education  by  the  Association  of  American  Medical 
Colleges  at  their  annual  meeting  in  Hollywood, 
Florida,  in  November.  Dr.  Weiskotten  graduated 
from  the  College  of  Medicine,  Syracuse,  in  1909 
and  joined  its  staff  as  instructor.  Department  of 
Pathology  and  Bacteriology,  in  1910  and  became 
professor  of  pathology  in  1917.  He  was  also  direc- 
tor of  the  University  Hospital  of  the  Good  Shep- 
herd from  1925  to  1941,  Commissioner  of  Health  of 
the  City  of  Syracuse  from  1926  to  1928,  pathologist 


for  the  coroner’s  department  of  Onondaga  County 
in  Syracuse  from  1938  to  1956,  and  served  con- 
tinuously on  the  Governor’s  Public  Health  Council 
of  the  State  of  New  York  from  1938  to  1956. 

Postgraduate  Review  Coxu'se — A postgraduate 
review  course  was  held  in  November  and  December 
on  “Diagnostic  Hearing  Evaluation”  under  the 
direction  of  Alan  S.  Feldman,  M.D.,  assistant  pro- 
fessor, Department  of  Otolaryngology. 

Eleventh  Annual  Postgraduate  Review  Course  in 
Ophthalmology— The  eleventh  annual  postgraduate 
review  course  in  ophthalmology  was  held  in 
December.  James  L.  McGraw,  M.D.,  professor  and 
chairman.  Department  of  Ophthalmology,  was  the 
chairman  of  the  program.  Guest  lecturers  assist- 
ing in  the  program  were  John  J.  Henderson,  M.D., 
associate  professor  of  ophthalmology.  University  of 
Michigan  Medical  School,  Ann  Arbor;  Howard 
Naquin,  M.D.,  associate  professor  of  ophthalmology, 
Johns  Hopkins  Wilmer  Institute  of  Ophthalmology', 
Baltimore;  Raymond  L.  Pfeiffer,  M.D.,  associate 
professor  of  ophthalmology,  Columbia  University 
College  of  Physicians  and  Surgeons. 


University  of  Rochester  School  of  Medicine  and  Dentistry 


! 


Promoted — Gerald  Miller,  M.D.,  assistant  pro- 
fessor of  pediatrics  and  associate  in  medicine,  has 
lieen  promoted  to  associate  professor  of  pediatrics. 


Daniel  B.  Schuster,  M.D.,  assistant  professor,  has 
been  promoted  to  associate  professor  and  senior  as- 
sociate psychiatrist  at  Strong  Memorial  Hospital. 


A pound  of  worry  won’t  pay  an  ounce  of  debt. — John  Ray 
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Leukocyte  Antigens  and  Antibodies.  By  Roy 
L.  Walford,  M.D.,  Octavo  of  182  pages,  illustrated. 
New  York,  Grune  & Stratton,  1960.  Cloth, 
$6.00. 

This  monograph  will  serve  a useful  purpose  to 
workers  in  the  field.  A bibliography  of  567  papers 
gives  it  an  authoritative  status. 

In  addition  the  author  is  a recognized  pioneer  in 
the  field  of  leukocyte  immunology.  This  book 
brings  up  to  date  the  fruits  of  the  labor  of  foreign  as 
well  as  American  investigators.  In  1952  Dausset 
and  Nerra  described  a homologous  antileukocyte 
antibody  in  the  serum  of  a patient  with  agranulocy- 
tosis. In  the  same  year  Moeschlin  and  Wagner 
reported  the  association  of  leuko-agglutination  with 
pyramidon  sensitization  in  the  human.  Since 
these  reports  antigen-antibody  reactions  of  white 
blood  cells  have  assumed  the  status  of  a major  line 
of  research  activity,  particularly  in  immunohema- 
tology. 

The  L.  E.  factor  is  discussed  in  detail  and 
in  relation  to  the  latest  research  in  this  relatively 
new  subject.  The  immunology  or  leukocyte  agglu- 
tinin-antibody research  is  reminiscent  of  early  days 
of  red  cell  and  platelet  immunology. 

This  work  will  be  a must  in  the  armamentarium 
of  all  who  work  intimately  in  the  field  of  im- 
munohematolog}'. — Maurice  Morrison 

Henry  E.  Sigerist  on  the  History  of  Medicine. 
Edited  by  Feli.x  Marti-Ibanez,  M.D.  Octavo  of 
:113  pages.  New  York,  MD  Publications,  Inc., 
1960.  Cloth,  $6.75. 

This  most  dehghtful  book  consists  of  a series  of 
lectures  on  the  history  of  medicine  delivered  before 
interested  groups  over  a period  of  time.  The  sub- 
jects include  the  specialties  and  their  development 
as  well  as  the  earliest  origins  of  the  medical  arts. 
Embellishment  is  held  to  a minimum  throughout 
the  book.  The  contribution  of  laymen  to  the  ad- 
vance of  medicine  is  fully  acknowledged  in  several 
of  the  lectures. 

The  struggle  of  sound  reasoning  and  research 
over  superstition  and  folklore  has  been  a long  and 
difficult  one,  and  is  well  described  by  this  brilliant 
lecturer.  Among  the  lectures  are  some  dealing  with 
philosophical  subjects,  though  the  historical  connec- 
tion is  always  obvious.  The  book  is  most  informa- 
tive, and  is  highly  relaxing  and  rewarding  to  read. 
— Jerome  Weiss 


Drugs  of  Choice  1960-1961.  Edited  by  Walter 
Modell,  M.D.  Quarto  of  958  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1960. 
Cloth,  $13.50. 

The  glowing  reviews  accorded  the  initial  edition 
of  this  text  a scant  two  years  ago  have  been  amply 
substantiated  by  its  enthusiastic  reception.  The 
ceaseless  kaleidoscopic  changes  in  the  burgeoning 
fecund  field  of  pharmacotherapeutics  demands 
anticipatory  foresight,  constant  review,  and  fre- 
quent reevaluation.  The  editor  has  elected  to 
issue  a completely  revised  edition  of  the  text  bi- 
ennially. 

The  second  edition  of  Drugs  of  Choice  contains 
eight  new  chapters;  Physical  and  Chemical  Con- 
siderations; Local  Antiseptics;  Viral,  Spirochetal, 
and  Rickettsial  Infections;  Sedatives  and  Tran- 
quilizers; Anorexiants;  Endocrine  Dj'sfunction; 
Ophthalmic;  and  Otolaryngologic  Disorders.  Thir- 
teen new  contributors  have  been  added  “to  provide 
fresh  insights — for  different  points  of  view — es- 
pecially on  controversial  issues,”  bringing  the  total 
to  47.  The  lists  of  proprietary  and  generic  names, 
which  formerly  appeared  following  each  pertinent 
chapter,  have  been  consolidated  into  a single  index, 
thereby  eliminating  much  unnecessary  duplication 
and  repetition. 

It  is  a capable,  comforting  guide,  alerting  the 
gullible  and  enlightening  the  uninformed  of  the 
therapeutic  pitfalls  in  that  unproved  ground  over- 
grown with  the  blooms  of  unfamiliar  sprouting  buds 
of  hybrid  medicaments.  It  is  the  vade  mecum 
pharmacopoeia,  indispensible  to  the  busy  practi- 
tioner.— Milton  B.  Spiegel 

Intraarterial  Infusion  of  Procaine  in  Therapeutic 
Practice.  By  N.  K.  Gorbadei.  With  a supplement. 
The  Treatment  of  Patients  With  Hypertension  by 
Intraarterial  Infusion  of  Procaine  Solution.  By  I. 
I.  Velikanov.  Translated  from  Russian.  Octavo 
of  135  pages,  illustrated.  New  York,  Consultants 
Bureau,  Inc.,  1960.  Cloth,  .$7.50. 

This  interesting  monograph  reviews  the  literature 
of  the  effects  of  intravenous  and  intraarterial  in- 
fusions of  procaine,  and  case  reports  of  the  many 
patients  with  peptic  ulcer,  asthma,  coronary  in- 
sufficiency, arthritis,  and  hypertension  who  seem 
to  have  benefited  by  intraarterial  procaine  in- 
jections. Ten  to  40  ccm.  of  0.5  per  cent  procaine 
is  injected  into  the  femoral  artery,  usually  ever\' 
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other  day  for  8 to  10  or  even  16  doses. 

The  theoretical  basis  for  intraarterial,  rather  than 
intravenous  injections,  is  expounded,  but  not  very 
convincingly.  There  is  no  comparison  of  cases 
given  intraarterial  glucose,  or  other  agent,  nor  of 
cases  given  the  procaine  by  vein.  The  book  must 
be  read  to  appreciate  the  gap  between  most  Western 
therapists  and  our  colleagues  trained  in  Pavlovian 
physiology. — William  Dock 

A Primer  of  Electrocardiography.  By  George 
E.  Burch,  M.D.,  and  Travis  Winsor,  M.D.  4th  ed. 
Octavo  of  293  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1960.  Cloth,  .|5.00. 

This  work,  now  in  its  fourth  edition,  is  still  an 
excellent  book  for  those  beginning  the  study  of  elec- 
trocardiography and  also  for  those  who  are  using  the 
discipline  in  clinical  practice.  The  first  chapter  on 
the  Principles  of  Electrocardiography  has  been 
brought  up  to  date  and  material  concerning  vec- 
torcardiography is  included  not  only  here  but 
throughout  the  book.  The  chnical  apphcation  of  the 
electrocardiogram  is  very  clearly  and  conservatively 
explained  and  the  limitations  of  the  method  frankly 
stated.  Although  not  pretending  to  be  a reference 
work,  this  book  is  more  than  a primer.  It  should 
be  included  on  the  shelf  of  anyone  using  the  electro- 
cardiograph because  of  its  clear  and  sound  presen- 
tation of  its  subject  matter. — Edwin  P.  Maynard, 
Jr. 

Massage,  Manipulation  and  Traction.  Edited  by 
Sidney  Licht,  M.D.  Volume  five  of  Physical 
Medicine  Library.  Octavo  of  275  pages,  illustrated. 
New  Haven,  Elizabeth  Licht,  Pubhsher,  1960, 
Cloth,  $10. 

This  book  contains  13  chapters  with  each  chapter 
contributed  by  an  outstanding  specialist  from  both 
here  and  abroad.  Part  1 consists  of  8 chapters 
covering  the  general  subject  of  massage,  starting 
from  the  interesting  “History  of  Massage,”  to  the 
final  “Clinical  Applications  of  Massage.”  The 
next  three  chapters  deal  with,  as  stated  by  the 
editor,  the  “ugly  word”  of  manipulation.  It 
describes  the  standard  and  accepted  procedures  of 
manipulation  of  the  spine,  of  the  joints  of  the  ex- 
tremities, and  includes  “stretching”  procedures. 
Part  3 consists  of  two  chapters  devoted  to  “trac- 
tion.” 


This  book  is  definitely  controversial  and  the 
editor  does  not  hesitate  to  state  so  in  his  description 
of  the  volume.  It  deals  with  controversial  methods 
of  treatment  which,  if  apphed  injudiciously,  invite 
“justifiable  criticism.”  However,  as  pointed  out 
by  the  editor,  if  we  continue  to  ignore  the  definite 
medical  aspects  of  massage,  manipulation,  and  trac- 
tion we  are  no  different  from  the  ostrich  and  are 
leaving  this  aspect  of  medicine  wide  open  to  various 
cults.  No  textbook  can  teach  an  individual  how 
to  massage  or  manipulate.  It  can  merely  p>oint 
out  and  describe  accepted  methods  and  can  serve 
as  an  adequate  reference  for  specialists  in  this  field 
who  are  undergoing  or  who  have  received  prior  in- 
struction in  these  aspects  of  physical  medicine. 
One  may  not  agree  with  the  contents  of  this  volume, 
especially  the  description  of  the  newer  forms 
of  massage,  some  of  which  have  not  been 
accepted  by  organized  medicine  in  the  United 
States  but,  as  stated  by  the  editor,  “What  could  be 
less  scientific  than  to  deny  the  American  physician 
the  opportunity  to  learn  the  rationale  and  methods 
advocated?” 

This  is  the  5th  volume  of  the  Phy^sical  Medicine 
Library  edited  by  Sidney  Licht,  M.D.  The  editor 
is  an  outstanding  authority  and  dynamic  individual, 
widely  known  in  the  field  of  medical  rehabihtation 
in  the  United  States.  He  consistently  gathers 
about  him  contributing  authors  of  national  and 
international  repute,  each  well  qualified  in  their 
respective  field.  This  volume,  which  unfortunately 
does  not  come  up  to  the  standards  of  the  previous 
four  volumes,  is  essentially  a reference  volume  and  is 
recommended  for  physiatrists,  orthopedists,  trau- 
matic surgeons,  and  phy’sical  therapists. — Samuel 
G.  Feuer 


Your  Child’s  Care,  1001  Questions  and  Answers. 
By  Harry  R.  Litchfield,  M.D.,  and  Leon  H.  Dembo, 
M.D.  Octavo  of  257  pages.  Garden  City,  New 
York,  Doubleday  & Company,  Inc.,  1960.  Cloth, 
$3.95. 

This  handbook  for  mothers  is  a comprehensive 
up-to-date  pediatric  text  written  in  a convenient 
quick-reference  format.  It  covers  the  various 
problems  encountered  in  child  care  and  feeding, 
and  provides  answers  to  the  questions  most  fre- 
quently asked  by  parents. — Stanley  S.  Lamm 


il/en  do  not  fail;  they  give  up  trying. — Elihu  Root 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1H55 

Individual  psychotherapy/  occupational  and  recreational  pro- 
qramS/  shocL  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

: HALL-BROOKE  HOSPITAL  | 

• An  Active  Treatment  Hospital,  located  one  hour  from  New  York  * 

• Aettedited  by:  • 

; Tht  Central  Intpeetlm  BetH  el  the  Ameriran  PndiUtrie  AmocUiIod  . 

• Tile  Joint  CommiMlon  on  AcerediuHoo  ot  HoepiuU  ; 

• • 
I CMUK$  fAMMS.  aox  u,  COHHKTKOT  « wgawntd  CAmML  1-tm  I 

HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  O-P- 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRalalgar  7-2666 

WEST  HELM. 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the->lludson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridgt  9-8440 

PHONE  /O’*  trained  highly  qualified  personnel 

ru  2 MEDICAL  ASSISTANTS 

OR  OFFICE  SECRETARIES 
LABORATORY  • X-RAY 

1 1 TECHNICIANS 

Ib  1 N.  Y.  State  Licensed  • Day-Eve  Courses 

1 w^^Y^***  Co-Ed  {Founded  19S6) 

1 — k A request  Free  Cat.  9 
1 » gg  85  Rith  ATe.(i6th  so 

m 3 n.T. 

’ SCHOOL  FOR  PHYSICIANS’  AIDES 
AfflUated  with  CARNEGIE  INSTITUTE.  INC.  Cleveland,  Ohio 

PINE  WOOD  pfcy«c/on,,«cAor„ 

esT,  iMo  Waller  A.  Thompson,  F.A.P.A.,  Clinical  Director 

Wcstchoilcr  County  Kolonoh,  N.  Y.  Tel:  Conlitl  8-31 55 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate;  Commence  at  $125.00  per  week. 

N.  y.  City  Offices— By  AppolnImenI 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  FrI.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 

Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third 
Avenue,  New  York  17,  New  York.  Old  and  new  address 
should  be  included  as  well  as  a statement  whether  or  not 
change  is  permanent.  Six  weeks  is  required  to  effect  a 
change  of  address. 
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Office  space  available  in  attractive  suburban  Buffalo.  Ideal 
for  General  Practitioner  wishing  to  associate  with  G.P.  or 
Specialist.  Newly  opened  Community  Hospital  close  by. 
Write  Edward  W.  Bockstahler,  M.D.,  6180  Transit  Road, 
Depew,  New  York. 


Office  to  let — ideally  suitable  for  medical  specialist,  sep.  en- 
trance, sep.  wing,  reasonable,  Gr.  Cent.  Pkway  & Main  St., 
Kew  Gardens  HUls,  Call  AX  7-0419. 


For  Sale.  Fine  home  and  fully  equipped  modern  office. 
Small  town.  Southern  Tier,  urgently  needing  doctor.  One 
other  in  town.  Excellent  opportunity.  Terms.  Hospital-20 
minutes.  Many  amenities.  Box  288,  N.  Y.  St.  Jr.  Med. 


Professional  office  space  for  rent  with  M.D.  and  D.D.S.  in 
newly  built,  air  eonditioned  building  in  East  Northport, 
Long  Island.  Separate  suites.  Main  thoroughfare.  Ideal 
for  G.P.  Rapidly  growing  community.  Write  Box  285, 
N.  Y.  St.  Jr.  Med. 


Professional  Offices.  Newark  area.  Excellent  location  for 

Fediatrician.  Low  rental  introductory  period.  Surgeon  and 
nternist  in  same  building.  Write  Box  262,  N.  Y.  St.  Jr.  Med. 


For  Sale:  8 yr.  old,  69  ft.  ranch — 118  X 150 — corner;  3*/f 
room  office  with  lav.,  7 room  house  with  2 baths;  fine  sand- 
stone front  and  landscaping;  2 car  garage;  main  thorough- 
fare; Wantagh,  L.I.  SU  5-7821. 


Ocean  Parkway — Coney  Island  Hospital  vicinity;  spacious 
waiting  room  and  two  fully  equipped  examining  rooms. 
Reasonable  rent.  Ideal  for  Internist.  Box  281,  N.  Y.  St. 
Jr.  Med. 


Huntington,  L.  I.,  excellent  professional  location  in  rambling 
ranch  centered  in  large,  rapidly  expanding  community; 
'/>  acre  corner,  main  rd.,  near  hosp.,  high  school,  next  to 
site  of  planned  elem.  school.  Priced  right,  S22,600. 
HAmilton  3-8543. 


Pediatrician:  Unusual  opportunity  in  Westchester  County, 
Income  assured.  Share  physicians  modern  office.  Teaching 
affiliations  available.  Box  268,  N.  Y.  State  Jr.  Med. 


Wanted:  Associate,  general  practice,  upper  New  York; 

prefer  man  not  over  40  years  of  age,  one  who  has  had  some 
experience  in  obstetrics.  Guaranteed  income  of  $13,000  plus, 
one  months  vacation  with  pay.  Box  295,  N.  Y.  St.  Jr.  Med. 


General  Practitioner,  28,  wants  young  physician  for  partner- 
ship in  large  family  practice,  45  minutes  from  New  York 
City.  Box  278,  N.  Y.  St.  Jr.  Med. 


Internist — Large  Midwest  hospital.  Must  be  board  eligible. 
Write  Box  234,  N.  Y.  St.  Jr.  Med. 


Wanted:  Young  physician  participate  in  established  general 
practice.  Long  Island.  Due  to  health  reasons,  willing  to  ar- 
range equal  partnership  leading  to  ultimate  sale.  Fine  oppor- 
tunity. Box  292,  N.  Y.  St.  Jr.  Med. 


General  Practitioner— small  community  western  New  York — 
modern  general  hospital — four  other  physicians.  To  as- 
sociate with  young  established  General  Practitioner — salary 
open.  Reply  to  Box  299,  N.  Y.  St.  Jr.  Med. 


Wanted — General  Practitioner  to  associate  with  two  other 
G.P.’s,  18  miles  from  New  York  City.  Excellent  working 
conditions  and  hospital  facilities.  New  York  license  and 
completed  military  service  required.  Remuneration  salary 
plus  distribution.  Box  298,  N.  Y.  St.  Jr.  Med. 


Internist — Chicago.  Personnel  Health  Department  of  large 
industry.  Comprehensive  diagnostic  and  periodic  health  ex- 
aminations; Pre-employment  examinations  and  advisory  serv- 
ices. Desire  middle-aged  Internist  full-time.  Salary— open, 
depends  upon  training,  experience  and  background  of  physi- 
cian. Multiple  benefits.  Box  301,  N.  Y.  St.  Jr.  Med. 


Ideally  located  professional  suite  active  physician’s  medical 
building.  Area  needs:  Derma,  Neuro,  Neurosur,  Ophth, 

Orth,  Plastsurg,  Thorsur,  Uro.  New  Hospital  3 miles. 
Smithstown  L.  I.  area.  J.  F.  McElligott,  50  Broad  St., 
NYC  4.  WHitehall  4-1893. 


Doctors  office  unfurnished,  desirable  location,  excellent  trans- 
portation lower  Manhattan,  financial  area.  6 rooms  $150 
monthly.  Box  302,  N.  Y.  St.  Jr.  Med. 


Bklyn — We  specialize  in  Prof,  apts  in  new  buildings — AAA 
locations.  Will  alter  to  suit.  Choose  from  2-5  rm  suites  for 
$125  mo.  James.  SH  8-6600. 


PHYSICIANS  WANTED 


General  practitioner  for  Incorporated  Village,  northern  New 
York.  Dairying  and  paper  manufacturing  center.  Near 
modern  hospital.  Excellent  field.  Box  282,  N.  Y.  St.  Jr. 
Med. 


Change  of  Address 


Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 


General  practitioner  for  growing  small  city  in  Orange 
County.  Private  hospital  privileges  according  to  [ability. 
Reply  L.B.  417,  Port  Jervis,  N.  Y. 


GIVE  TO 

CONQUER  CANCER 
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Radiologist,  with  active  and  good  hospital  and  office  back- 
ground, experienced  and  currently  fully  occupied,  desires 
change,  full  or  part-time,  vicinity  Metropolitan  New  York. 
Please  submit  outline  of  requirements.  Box  279, N.  Y.  St. 
Jr.  Med. 


Young  board  qualified  internist  with  subspecialty  in  Endo- 
crinology desires  association  or  partnership  within  40-mile 
radius  of  New  York  City.  Box  283.  N.  Y.  St.  Jr.  Med 


Radiologist,  certified,  energetic,  desires  part-time  work 
preferably  mornings,  with  hospital,  group  or  practitioner 
New  York  City  area.  Box  296,  N.  Y.  St.  Jr.  Med. 


Radiologist,  certified,  well  trained,  experienced,  healthy, 
seeks  position  hospital  practice  or  association  private  practice. 
Box  286,  N.  Y.  St.  Jr.  Med. 


Lucrative  practice  for  sale.  Industrial  and  general.  Man- 
hattan East  Side.  Favorable  terms.  Box  293,  N.  Y.  St.  Jr. 
Med. 


Immediate  sale  or  rent,  office  and  practice  due  to  recent 
death  of  well  established  practitioner.  Main  thoroughfare, 
growing  community.  Western  Suffolk,  L.I.  Fully  equipped, 
self-sustained  office  in  own  new  building.  Rare  opportunity. 
Freeport  9-2121. 


For  sale — upper  west  side  of  Manhattan;  8-room  fully  fur- 
nished office,  includes  x-ray,  fluoroscope,  EKG,  BMR,  physio- 
therapy equipment.  Well  established  practice.  Reasonable 
terms.  Box  259,  N.  Y.  St.  Jr.  Med. 


MISCELLANEOUS 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


Middle  aged  Internist,  Boards,  F.A.C.P.,  desires  to  relocate. 
Would  join  partnership,  group,  or  replace  Internist  leaving  or 
retiring.  Will  consider  position  in  institution  or  industry,  or 
with  Executive  Examination  Program.  Available  on  or  be- 
fore July  1,  1961.  Box  289,  N,  Y.  St,  Jr.  Med. 


Anesthesiologist:  Board  certified,  seeks  location  or  position 
in  state  except  in  New  York  City.  Varied  experience  in- 
cludes teaching  but  interested  in  all  phases  of  specialty. 
Licensed.  Write  to  Box  287,  N.  Y.  St.  Jr.  Med. 


Otolaryngologist — Board  eligible — University  trained — seeks 
association  partnership  clinic  or  group  practice.  Write  Box 
290,  N.  Y.  St.  Jr.  Med. 


General  Surgeon  wants  solo  practice  location  in  town  with 
hospital  where  need  exists.  Willing  to  do  some  general 
practice.  Box  297,  N.  Y.  St.  Jr.  Med. 


Radiologist,  university  trained,  young,  board  eligible,  seeks 
association,  hospital,  group  and/or  private  practice.  Box  294, 
N.  Y.  St,  Jr.  Med. 


PRACTICES:  FOR  SALE  OR  RENT 


Doctor’s  home  with  office;  large  brick  corner  building; 
Northern  Boulevard,  Flushing  L.I.  Unusual  opportunity  to 
take  over  a good  practice.  Call  IN  3-2698. 


Completely  equipped  office  of  deceased  physician;  hospital 
facilities;  excellent  upstate  Finger  Lakes  Community. 
Box  291,  N.  Y.  St.  Jr.  Med. 


Pediatrician,  young,  take  over  active  practice  in  excellent 
suburban-like  Brooklyn  location.  No  cash  required.  Box 
280,  N.  Y.  St.  Jr.  Med. 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33‘/i%  less  than  3 
years  and,  50%  on  accounts  over  3 years  old.  Accounts  re- 
covered by  attorneys  and  on  the  first  ten  dollars,  regardless 
of  the  age  of  the  account.  Write  for  listing  forms — Crane 
Discount  Corp..  221  W.  41  St.,  N.Y.  36. 


Wanted — Will  purchase  used  x-ray  diagnostic  unit  plus  ac- 
cessories. No  dealers.  Phone  Hickory  5-4653,  evenings. 


Doctor's  office  available  to  share  or  part-time.  Excellent 
location,  convenient  for  any  type  of  practice.  Port  Chester. 
Write  Box  300,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED  RATES 


1 time .fl.35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
{)  Consecutive  times.  1.00  jter  line  per  insertion 
12  Con.secutive  times.  .00  per  line  per  insertion 
24  Consecutive  times.  .85  [ler  line  per  in.sertion 

MINI.MUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  .JOURNAL  OF' 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 
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Orinase  (grams I clay) 


You  can- 
and  should- 
adjust 
dosage 
with  Orinase 
just  as 
you  do  with 
insulin 


Prescribe  enough 
Orinase  to 
release  enough 
native  insulin 

A slight  upward  adjustment  of 
Orinase  dosage  is  often  the 
only  step  needed  to  establish 
or  regain  optimum  control  of 
diabetes.  The  increase  serves 
to  make  available  the  amount 
of  Orinase-released  native 
insulin  required  by  the 
patient.  The  change  may  be 
made  freely,  to  3 grams  or 
more  a day,  because  Orinase 
has  virtually  no  “ceiling” 
imposed  on  dosage  by  toxicity 
or  untoward  effects. 

To  maintain  smooth  control, 
to  avoid  needless  “secondary 
failures,”  give  sufficient 
Orinase  to  meet  the  varying 
needs  of  different  patients 
or  the  varying  needs  of  an 
individual  patient. 

>.  CASE  DATA  COURTESY  HENRY  DOLQER,  M.O. 

EACH  TABLET  CONTAINS: 

TOLBUTAMIDE 0.5  GM. 

*Trademark,  Reg.  U.S.  Pal.  Off.— tolbutamide,  Upjohn 
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Actual  doses  used  to  maintain  optimum  control 
in  patient  J.S.,  male,  age  54* 


For  those 
diabetics  who 
won’t  stick 
to  their  diets, 
add  ajijielite- 
suj>l>ressing 
Didrex\ 
(beniphetamine, 
SO  rng.  per  tablet). 

tTrademar'- 


THE  UPJOHN  COMPANY. 
KALAMAZOO,  MICHIGAN 


Upjohn 


Orinase 


mum? 


An  exclusive  methyl  ‘^governor** 
prevents  hypoglycemia 
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ROCHE 

LABORATORIES 


Division  ol  Hol(mann-La  Roche  Inc. 


Assure  balanced  nutritional  support  from  the 

very  first  days  of  life  with  V! -PENT A DROPS- 
dependable  vitamin  formulations. 

Vitamins  to  meet  their  growing  need^ 


Infectious  folliculitis  with  secondary  impetiginization  treated  with  Furacin-HC  Cream 
—6  days  later  improved  and  discharged. 


Pyodermas: 

fight 

infection, 

facilitate 

healing 


In  clinical  use  for  move  than  13  years  and  today  the 
most  widely  prescribed  single  topical  antibacterial, 
Furacin  retains  undiminished  potency  against  patho- 
gens such  as  staphylococci  that  no  longer  respond  ade- 
quately to  other  antimicrobials.  Furacin  is  gentle,  non- 
toxic to  regenerating  tissue,  speeds  healing  through 
efficient  prophylaxis  or  prompt  control  of  infection. 
Unique  luater-soluble  bases  provide  thorough  penetra- 
tion, lasting  activity  in  wound  exudates,  ivithout  “seai- 
ing”  the  lesion  or  macerating  surrounding  tissue. 


the  broad-spectrum 
bactericide  exclusively 
for  topical  use 


FURACIN 

brand  of  nitrofurazone 

in  dosage  forms  for  every  topical  need 


Soluble  Dressing  / Soluble  Powder 
Solution  / Cream  / HC  Cream 
(with  hydrocortisone)  / Vaginal 
Suppositories  / Inserts  / Furestrol® 
Suppositories  (with  diethylstilbestrol) 
Special  Formulations  for  Eye,  Ear,  Nose 

EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacal  Company 

NORWICH,  NEW  YORK 
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Toes  are  to  wiggle 


A lap  is  so  you  don’t  get  crumbs  on  the  floor 


Rugs  are  so  dogs  have  napkins 


REDISOU  is  so  kids  have  better  appetites 


Redisol  (Cyanocobalamin,  crystalline  vitamin  B12)  often  stimulates  children's  appetites  with  consequent  weight  gain. 
Tiny  Redisol  Tablets  (25.  50. 100.  250  meg.)  dissolve  instantly  In  the  mouth,  on  food  or  in  liquids. 

Also  available:  cherry-flavored  Redisol  Elixir  (5  meg.  per  5-cc.  teaspoonful):  Redisol  Injectable, 
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freed  from  anxiety  by 


Brand  of  chlormezanone 


her  daily  life 
gins  smoothly 


General  psychologic  tension  can  produce  an 
overconcern  about  one’s  self  that  may  pre- 
vent the  housewife  from  ministering  to  her 
family’s  needs  for  love  and  affection  as  well 
as  interfering  with  a host  of  necessary  daily 
tasks.  With  Trancopal,  however,  many 
patients,  who  were  previously  considerably 
restricted,  have  been  able  to  continue  their 
normal  activities. In  addition  to  being  an 
effective  tranquilizer,  Trancopal  relaxes 
skeletal  muscle. 

References:  1.  Lichtman,  A.  L.;  Scientific  Exhibit,  Meeting  of 
the  International  College  of  Surgeons,  Miami  Beach,  Fla.,  Jan. 
4-7,  1959.  2.  Kearney,  R.  D.:  Current  Therap.  Res.  2:127,  April, 
1960.  3.  Ganz,  S.  E.;  J.  Indiana  M.  A.  52:1134,  July,  1959. 


Dosage:  Adults,  200  mg.  orally  three  or  four 
times  daily;  in  some  instances  100  mg.  three 
or  four  times  daily  are  sufficient.  Relief  of 
symptoms  occurs  in  from  fifteen  to  thirty 
minutes  and  lasts  from  four  to  six  hours. 

How  Supplied:  Trancopal  Caplets® 

200  mg.  (green  colored,  scored), 
bottles  of  100. 

100  mg.  (peach  colored,  scored), 
bottles  of  100. 
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Term  Expires  1963 

(lERALD  D.  Dorman,  M.D. 
New  York 

Edward  C.  Hughes,  M.D. 
Onondaga 

Alfred  P.  Ingegno,  M.D. 
Kings 

Raymond  S.  McKeeby,  M.D. 
Broome 


7 rustees 

Renato  J.  Azzari.  M.D. . Bnmx 


Frederic  W.  Holcomb,  .M.D.  . . .Ulster 

John  J.  Masterson,  M.D Kings 

J.  Stanley  Kenney,  M.D.  . . New  York 


Leo  E.  (Rbson,  M.D Onondaga 

James  Greenougii,  M.D Otsego 

Henry  I.  Fineberg,  M.D.  . . . (Queens 

(See  paye  180  for  additional  Society  Officers) 
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trouble-free 
for  the 

hypertensive  patient 


RAUWILOIh 

alseroxylon,  2 mg. 


worry-free 
for  the 
physician 


Just 

2 tablets 
at  bedtime 


Eight  years  of  continuous  use... some  600,000,000 
patient-days  of  effective,  safe  therapy  with  RAUWILOID 
...prove  enduring  patient-acceptance  and  physician- 
satisfaction  . . . without  any  revisions  of  claims,  changes  of 
dosage,  or  additional  side  actions  encountered. 


RAUWILOID 

is  an  original  development  of 


Northridge,  California 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK  {Conlinuecl from  page  1 78) 


Presidents,  District  Branches 


First  District 

tiERALi)  D.  Dorman,  M.D.,  New  York 
Second  District 

Joseph  G.  Zimring,  M.D.,  Nassau 
Third  District 

Lee  R.  Tompkins,  M.D.,  Sullivan 
Fourth  District 

Roman  R.  Violyn,  M.D.,  Montgomery 


Fifth  District 

W.  R.  Carson,  M.D.,  St.  Lawrence 
Sixth  District 

C.  S.  Wallace,  M.D.,  Tompkins 
Seventh  District 

Philip  M.  Standish,  M.D.,  Ontario 
Eighth  District 

Clyde  L.  Wilson,  M.D.,  Chautauqua 


Ninth  District — Reid  R.  Heffner,  M.D.,  Westchester 


Executive  Director 

750  Third  Ave.,  New  York  17.  Telephone:  YUkon  G-5757 


Assistant  Director 

George  W.  Forrest,  750  Third  Ave.,  New  York  17.  Telejihone:  YUkon  6-5757 


iSetv  \ ork  State  Journal  of  Medicine,  Publication  Committee 

Alfred  P.  Ingegno,  M.D.,  Chairman 

Laurance  D.  Redw'ay,  M.D.  Maurice  J.  Dattelbaum,  M.D. 

Harold  F.  R.  Brown,  M.D.  John  G.  Masterson,  M.D. 

Henry  I.  P'ineberg,  M.D.  William  Hammond,  M.D. 

.\lbert  H.  Doiiglas,  M.D.  Granville  W.  Larimore,  M.D. 

JoH.N  J.  Masterson,  M.D.,  Adviser 


Legal  Department 


Counsel 

WiLLiA.M  P'.  Martin,  Plsq. 

355  Lexington  Avenue,  New  \'ork  17 


.\ttorne.\' 

Robert  J.  Bell,  P'.sq. 
Telephone:  OXford  7-3122 


Ant horized  Indemnity  Representative 

Ja.mes  M.  .\rnold,  2 I’ark  Ave.,  New  \’ork  16.  Telephone:  Ml^rray  Hill  4-3211 


Director,  Bureau  of  Infinstrial  Health  and  U orkmen\s  Compensation 

Robert  K.atz,  M.D.,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 


Director,  Department  of  Communications 

John  K.  Pardee,  750  'I'hird  .\ve..  New  "^'ork  17.  Telephone:  YUkon  (i-5757 


Director,  Bureau  of  Medical  Care  Insurance 
George  P.  Farrell,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 
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Each  of  the  babies  pictured  on  this  page 
was  borne  by  a mother  with  a documented 
previous  history  of  true  habitual  abor- 
tion, who  was  treated  with  delalutin 
during  the  pregnancy  leading  to  this  birth 

LIVING  PROOF  OF  FETAL  SALVAGE  WITH 

DELALUTIN 

SQUIBB  HYDROXYPROGESTERONE  CAPROATE  Improved  Progestatioiial  Therapy 


Garden  City,  N.  Y. 


Lincolnwood,  111. 


Roselle,  111. 


Seaford,  N.  Y. 


Hartford,  Conn.  East  Williston,  N.  Y. 


Norwich,  Vt. 


DELALUTIN  offers  these  advantages  over  other  progestational  agents 


• long-acting  sustained  therapy  • more  effective  in  producing  and  maintaining  a 
completely  matured  secretory  endometrium  • no  androgenic  effect  • more  concen- 
trated solution  requiring  injection  of  less  vehicle  • unusually  well-tolerated,  even  in 
large  doses  • fewer  injections  required  • low  viscosity  makes  administration  easy 


Complete  information  on  administration  and  dosage  is  supplied  in  the  package  insert 

Sti/fffly: 

V'ials  of  2 and  10  cc.,  eath  (ontaining  125  mg.  of  hydroxyprogesterone  caproate  in  benzyl  benzoate  and  sesame  oil. 


Also  availahlr : DKI.AI  U I IN  2X  in5(<.  multiple-dose  vials.  Each  cc.  contains  250  nig.  hydroxyprogesterone  caproate 
in  castor  oil.  preset \ed  uitli  benz\l  alcohol. 


SCLVIBB 


Squibb  Qiudity  — The  Priceless  Ingredient 

'OetALUTIN'®'  IS  A SQUI88  TRAOEMAAK 
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IMKDICAL  SOCItiTY  Of  THIli  STArti  OF  NEW  \ORE  {Conlinued  from  page  180) 


Section  Officers 

1960-1961 


ALLERGY 

Samuel  J.  Prigal,  Chairman New  York 

Francis  E.  Ehret,  Vice-Chairman Erie 

Harry  Leibowitz,  Secretary Kings 

Alexander  Chester,  Delegate Kings 

ANESTHESIOLOGY 

Richard  Ament,  Chairman Erie 

Louis  S.  Blancato,  Vice-Chairman Westchester 

Solomon  G.  Hershey,  Secretary Bronx 

Vincent  J.  Collins,  Delegate New  York 

CHEST  DISEASES 

Emil  A.  Naclerio,  Chairman New  York 

Henry  W.  Leetch,  Vice-Chairman PYanklin 

Harry  Golembe,  Secretary Sullivan 

Arthur  Q.  Penta,  Delegate Schenectady 

DERMATOLOGY  AND  SYPHILOLOGY 

Richard  L.  Saunders,  Chairman Niagara 

Royal  M.  Montgomery,  Vice-Chairman.  New  York 

Joseph  J.  Russo,  Secretary Albany 

David  Bloom,  Delegate New  York 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Michael  R.  Deddish,  Chairman New  York 

Victor  W.  Logan,  Vice-Chairman Monroe 

I.  Richard  Schwartz,  Secretary Kings 

Sidney  M.  Fierst,  Delegate Kings 

GENERAL  PRACTICE 

Herbert  A.  Laughlin,  Chairman Chautauqua 

Lawrence  Ames,  Vice-Chairman Kings 

Charles  R.  Harris,  Secretary Monroe 

Royal  S.  Davis,  Delegate Westchester 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Harry  A.  Hanson,  Chairman Monroe 

Raymond  J.  Murray,  Vice-Chamnan Nassau 

Marvin  L.  Amdur,  Secretary Erie 

Norman  Plummer,  Delegate New  York 

LEGAL  MEDICINE 

Henry  Siegel,  Chairman Queens 

Herbert  Lansky,  Vice-Chairman Erie 

Sidney  B.  Weinberg,  Secretary Suffolk 

Reuben  M.  Dicker,  Delegate Queens 

MEDICINE 

Albert  H.  Douglas,  Chairman Queens 

WaltcT  T.  Zimdahl,  Vice-Chairman Erie 

Aaron  P'eder,  Secretary Quec'iis 

John  R.  Williams,  Jr.,  Delegate Monroe 

NEUROLOGY  AND  PSYCHIATRY 

I'rederick  H.  Hesser,  Chairman  Albany 

-Murray  E.  Margulies,  Secretary Kings 

Harrj'  A.  Kaplan,  Delegate Kings 

OBSTETRICS  AND  GYNECOLOGY 

Bernard  J.  Pisani,  Chaim.an New  York 

Robert  E.  L.  Nesbitt,  Jr.,  Vice-Chairman . . . Albany 

Robert  S.  Milieu,  Secretary Nassau 

Richard  W.  Baetz,  Delegate Erie 


OPHTHALMOLOGY 

Ivan  J.  Koenig,  Chairman Erie 

Bernard  Kronenberg,  Vice-Chairman.  . . .New  York 

John  A.  Cetner,  Secretary Alban}' 

James  I.  P’arrell,  Delegate Oneida 

ORTHOPEDIC  SURGERY 

Carmelo  C.  Vitale,  Chairman Kings 

Crav\-ford  J.  Campbell,  Secretary Albany 

Frederick  Lee  Liebolt,  Delegate New  York 

OTOLARYNGOLOGY 

George  M.  Trainor,  Chairman Monroe 

John  F.  Daly,  Vice-Chairman New  York 

Marshall  Y.  Soldineer,  Secretary Plrie 

Daniel  C.  Baker,  Jr.,  Delegate New  York 

PATHOLOGY,  CI.INICAL  PATHOLOGY,  AND 
BLOOD  BANKING 

Theodore  T.  Bronk,  Chairman Erie 

N.  M.  Fedde,  Vice-Chairman Richmond 

George  K.  Higgins,  Secretary New  York 

John  J.  Clemmer,  Delegate Albany 

PEDIATRICS 

Hugh  F.  Leahy,  Chairman Albany 

Harr}'  R.  Litchfield,  Vice-Chairman Kings 

Samuel  Karelitz,  Secretary Nassau 

Richard  A.  Downey,  Delegate Erie 

PHYSICAL  MEDICINE 

William  H.  Georgi,  Chairman P>ie 

Joseph  G.  Benton,  Vice-Chairman New  York 

Victor  Cummings,  Secretary Bronx 

Henry  Pleck,  Delegate Bronx 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Edward  R.  Schlesinger,  Chairman Albany 

Theodore  Rosenthal,  Vice-Chairman New  York 

Malcolm  A.  Bouton,  Secretary Schenectady 

William  E.  Mosher,  Delegate Erie 

RADIOLOGY 

Paul  A.  Reimenschneider,  Chairman Onondaga 

William  B.  Seaman,  Vice-Chairman New  York 

Charles  E.  Sherwood,  Secretary Monroe 

Frank  J.  Borrelli,  Delegate New  York 

SPACE  MEDICTNE 

Constantine  D.  Generales,  Chairman . . . .New  York 

SURCiERY 

\'ernon  Weinstidti,  Chairman New  York 

Harold  G.  Barker,  Vice-Chairman New  York 

Charles  E.  ^^■iles,  Secretary Erii- 

Harry  W.  Hale,  Jr.,  Delegate  . Erie 

UROI.OGY 

Howard  T.  Thomp.son,  Chairman Monroe 

Gustavus  A.  Humiihreys,  Vice-Chairman 

New  York 

Donald  P\  McDonald,  Secretary Monroe 

E.  Craig  Coats,  Delegate New  York 


Session  Officers 

1960-1961 

HISTORY  OF  MEDICINE 

John  .A.  Benjamin,  Chairman Monroe 
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contains  everything  most  coughers  need 


. . . in  each  5 cc.  (1  teaspoonful): 


Dimetanc  2 mg. 

(Parabromdylamine  [Brompheniramine]  Maleate), 
the  antihistamine  most  likely  to  succeed. 


I — 


I 1 

j Phenylephrine  HCl  5 mg.  and  Phenylpropanolamine  HCl  5 mg.,  j_ 

I two  highly  approved  decongestants.  I 

I I 


I Glyceryl  Guaiacolate  100  mg., 

I the  expectorant  that  works  best  — 

I increases  respiratory  tract  fluid  almost  200%. 

I 


IN  DIMETANE  EXPECTORANT-DC 


j added  Codeine  Phosphate  10  mg./5  cc.(exempt  narcotic), 

I when  additional  cough  suppressant  action  is  needed.  I 


I 

I 


for  less  frequent,  more  productive  cough, 

DimetaneEimectorant-DC 

Dimctane  Expectorant  with  Codeine  Phosphate  ■ A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


to  prevent. ..to  relieve... 
post-op  distention  and  ileus 

Surgical  stress  appears  to  increase  the  body’s  pantothenic  acid  require- 
ments. ILOPAN  (d-pantothenyl  alcohol,  W-T)  provides  additional  pantothenic 
acid  to  aid  restoration  of  normal  peristalsis.  Clinical  studies  and  hundreds  of 
case  histories'' 2 attest  the  effectiveness  of  ILOPAN  against  postoperative 
retention  of  flatus  and  feces  — even  paralytic  ileus  — and  in  reducing  the 
need  for  intestinal  intubation,  or  the  period  of  intubation. 


ILOPAN  may  be  used  with  a high  degree  of  safety  — is 
not  contraindicated  even  under  conditions  of  mechanical  bowel 
obstructions,  produces  no  hyper-peristalsis  or  cramping,  no 
side  effects  — and  can  be  routinely  administered  by  the  nurse. 


1.  Kareha.  L.  G..  cJe  Queve<lo.  N.  G..  Tighe.  P.,  Kehrli,  H.  J.,  “Evaluation 
of  Ilopan  in  Postoperative  Abdominal  Distention."  Western  J-.  Surg.  Obs. 
& Gyn.,  66:220.  1958 

2.  Stone,  M.  L.,  Schlussel,  S..  Sillwrman,  E.,  Mersheimer,  W.  L.,  "The 
Prophylaxsis  and  'I’reatment  of  Postpartum  and  Postoperative  Ileus  with 
Pantothenyl  Alcohol."  Amer.  J.  Surgery,  97:191.  1958 


THE  WARREN-TEED  PRODUCTS  COMPANY 

COLUMBUS  8,  OHIO 

Dallas  Chattanooga  Los  Angeles  Portland 


2 cc.  AMPULS 
(500  mg.) 

10  cc.  VIALS 
(2500  mg.) 


yiHUN-rtfa 


A, 
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Fiorinal 


relieves  pain, 
muscle  spasm, 
nervous  tension 


rapid  action  • non-narcotic  • economic 


“We  have  found  caffeine,  used  in  combination  with  acetylsalicylic 
acid,  acetophenetidin,  and  isobutylallylbarbituric  acid,  [Fiorinal] 
to  be  one  of  the  most  effective  medicaments  for  the  symptomatic 
treatment  of  headache  due  to  tension.” 

Friedman,  A.  P.,  and  Merritt,  H.  H.:  J.A.M.A.  763:1111  (Mar.  30)  1957. 


Available:  Fiorinal  Tablets  and  Vach  contains:  Sandoptal  (Allylbarbituric  Acid  N.F.  X) 

New  Form  — Fiorinal  Capsules  ' <=affeine  40  mg.  (2/3  gr.) , acetylsalicylic  acid 

200  mg.  (3  gr.),  acetophenetidin  130  mg.  (2  gr.). 

Dosage:  1 or  2 every  four  hours,  according  to  need,  up  to  6 per  day. 


WHICH  DIABETES  THERAPY 
FOR  THE  “DIET  FAILURE”? 


Diabinese* 

BRAND  OF  CHLORPROPAMIDE 

the  oral  antidiahetic 
most  likely  to  succeed 


for  example-when  diet  alone  has  failed  because  of  poor 

i 

cooperation,  impracticability,  or  inadequate  control  of  hyper-  , 
glycemia,  consider  diet  plus  DIABINESE.  Extensive  experience 
has  shown  that  DIABINESE  can  assure  better  control  ‘dn  that 
large  segment  of  the  diabetic  population  that  does  not  fully ' 
cooperate  in  the  dietary  management.”^  Mild  cases  have  been  i 
effectively  controlled  with  a single  daily  dose  of  100  mg.  or  less."  i 

I 

l.  Handelsman,  M.  B.;  Levitt,  L.,  and  Calabretta,  M.  F. : Ann.  New  York  Acad.  Sc.  74:C32, 1959. 

1.  A.M.A.  Council  on  Drug.s:  J.A.M.A.  172:57, 1900. 

FOR  MAXIMAL  ASSURANCE  OF  CONTINUOUS  BLOOD- 
SUGAR  CONTROL  WITH  ORAL  THERAPY-  DIABINESE 


to  ensure  control  ichere  diet  alone  has  failed 
to  replace  or  reduce  insulin  dosage 
to  realize  the  full  potential  of  oral  therapy 


IN  BRIEF 

DIABINESE,  a potent  sulfonylurea,  provides 
smooth,  long-lasting  control  of  blood  sugar 
permitting  economy  and  simplicity  of  low, 
oiice-a-day  dosage.  Moreover,  diabinese  often 
works  where  other  agents  have  failed  to  give 
satisfactory  control. 

INDICATIONS : Uncomplicated  diabetes  mel- 
litus  of  stable,  mild  or  moderately  severe  non- 
ketotic, maturity -onset  type.  Certain  “brittle” 
patients  may  be  helped  to  smoother  control 
with  1‘educed  insulin  requirements. 

ADMINISTRATION  AND  DOSAGE: 
Familiarity  with  criteria  for  patient  selection, 
continued  close  medical  supervision,  and  ob- 
servance by  the  patient  of  good  dietary  and 
hj^gienic  habits  are  essential. 

Like  insulin,  diabinese  dosage  must  be  regu- 
lated to  individual  patient  requirements.  Aver- 
age maintenance  dosage  is  100-500  mg.  daily. 
For  most  patients  the  recommended  starting 
dose  is  250  mg.  given  once  daily.  Geriatric 
patients  should  be  started  on  100-125  mg.  daily. 
A priming  dose  is  not  necessary  and  should 
not  be  used ; most  patients  should  be  main- 
tained on  500  mg.  or  less  daily.  Maintenance 
dosage  above  750  mg.  should  be  avoided.  Before 
initiating  therapy,  consult  complete  dosage 
information. 

SIDE  EFFECTS : In  the  main,  side  effects, 
e.g.,  hypoglycemia,  gastrointestinal  intoler- 
ance, and  neurologic  reactions,  are  related  to 
dosage.  They  are  not  encountered  frequently 


on  presently  recommended  low  dosage.  There  j 
have  been,  however,  occasional  cases  of  jaun- 
dice and  skin  eruptions  primarily  due  to  drug 
sensitivity ; other  side  effects  which  may  be  j 
idiosyncratic  are  occasional  diarrhea  (some-  i 
times  sanguineous)  and  hematologic  reactions.  | 
Since  sensitivity  reactions  usually  occur  within  j 
the  first  six  weeks  of  therapy,  a time  when  the  j 
patient  is  under  very  close  supervision,  they 
may  be  readily  detected.  Should  sensitivity  | 
reactions  be  detected,  diabinese  should  be  dis- 
continued. 

PRECAUTIONS  AND  CONTRAINDICA- 
TIONS: If  hypoglycemia  is  encountered,  the 
patient  must  be  observed  and  treated  con- 
tinuously as  necessary,  usually  3-5  days,  since 
DIABINESE  is  not  significantly  metabolized  and 
is  excreted  slowly,  diabinese  as  the  sole  agent 
is  not  indicated  in  juvenile  diabetes  mellitus 
and  unstable  or  severely  “brittle”  diabetes 
mellitus  of  the  adult  type.  Contraindicated  in 
patients  with  hepatic  dysfunction  and  in  dia- 
betes complicated  by  ketosis,  acidosis,  diabetic  I 
coma,  fever,  severe  trauma,  gangrene,  Ray- 
naud’s disease,  or  severe  impairment  of  renal  ' 
or  thyroid  function,  diabinese  may  prolong  the 
activity  of  barbiturates.  An  effect  like  that  of 
disulfiram  has  been  noted  when  patients  on 
DIABINESE  drink  alcoholic  beverages.  ! 

SUPPLIED : As  100  mg.  and  250  mg.  scored  ; 
chlorpropamide  tablets. 

More  detailed  professional  information  avail- 
able on  request. 


Science  for  the  world’s  wcll-beAng™ 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  dc  Co.,  Inc.  Brooklyn  6,  Neiv  York 


BEST 

TEST 


...the  proof  of  the  Patrician “200” 
is  in  the  radiograph! 


When  you  choose  x-ray  for  private  prac- 
tice, look  at  performance  as  well  as  the 
price  tag.  “Economy”  that  is  gained  by 
short-cuts  in  table  design  or  a reduction 
in  power  may  mean  slow  exposures, 
blurred  radiographs  and  repeated  re- 
takes. General  Electric’s  Patrician  “200” 
combination  is  designed  with  adequate 
power  for  private  practice  — a full  200 
ma  to  stop  anatomical  movement  sharp- 
ly and  clearly.  Many  other  features 
found  in  larger  installations  are  engi- 
neered into  the  Patrician:  81"  table, 
independent  tubestand,  shutter  limiting 


and  automatic  tube  protection,  to  name 
just  a few.  And,  considering  its  uncom- 
promising G-E  quality,  this  Patrician 
“package”  is  remarkably  low  priced. 

Rent  the  Patrician  through  the  G-E 
Maxiservice®  plan  that  provides  the 
complete  installation,  including  main- 
tenance, parts,  tubes,  insurance,  local 
taxes  — everything  in  one  monthly  fee. 
Get  details  from  your  G-E  x-ray  repre- 
sentative listed  below. 


Tigress  Is  Our  Most  Important  T^r/ucf 


GENERAL 


ELECTRIC 


DIRECT  FACTORY  BRANCHES 

ALBANY 

8 Colvin  Avc.  • IVanhoc  9-4776 

BUFFALO 

960  Bust!  Avc.  • TT  3-5425 
EAST  SYRACUSE 
1937  Tcall  Avc.  • HEmpstcad  7-8438 
NEW  YORK 

Long  Island  City,  41—15  27th  St.  • EXctcr  2-5500 

ROCHESTER 

75  College  Avc.  • GRccnficld  3*9930 


RESIDENT  REPRESENTATIVES 

BINGHAMTON 

. W.  Gorski,  11  Bennett  Avc.  • RAymond  4-8471 

ELMIRA 

V.  D.  Graham,  96  Cleveland  Avc.  • REgent  2-7989 

SARANAC  LAKE 
S.  Martin,  24  Birch  St.  • Phone  2049 
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In  the  school-age  child... 


behavior  problems 
disturb 
the  family 


when  learning 
lags  behind 
intelligence 


and 


eaner-ioo 

Tablets  containing  100  mg.  deanol  as  the  acetamidobenzoate 


• Improves  alertness  and  lengthens 
attention  span 

• Facilitates  learning  and  improves 
scholastic  performance 

• Improves  social  adaptability  and 
makes  for  better  integration 

• Decreases  irritability  and 
restlessness,  improves  family 
relationships 

Does  not  interfere  with  other 
indicated  therapy 

Availability 

Scored  pink  tablets  in  bottles  of  50. 

Write  for  descriptive  literature 
and  bibliography 


Norf/irWge,  California 
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Keep  medical  education  on  th.e  march 


When  your  patient  needs  plasma,  you  make  sure  he  gets  it.  Right  now,  the 
medical  schools  of  our  nation  need  the  plasma  of  your  financial  aid— need 
it  badly — to  maintain  our  present  high  standards  in  medical  education. 

Since  the  days  of  Hippocrates,  who  declared  the  obligation  . . to  share 
my  substance  with  (the  student)  and  relieve  his  necessities  if  required,” 
doctors  have  contributed  of  their  substance  to  keep  medical  knowledge  on 
the  march.  Today  you  can  contribute  most  effectively  by  aiding  our  medical 
schools  through  gifts  to  AMEF. 

If  others  are  to  understand  this  need  and  offer  help,  the  medical  pro- 
fession must  take  the  lead  in  supporting  the  nation’s  medical  schools.  Make 
out  your  check  to  the  AMEF  today.  Every  cent  of  your  gift  will  go  to  the 
school— or  schools— of  your  choice. 

Give  to  the  American  Medical  Education  Foundation 

535  North  Dearborn  Street,  Chicago  10,  Illinois 
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desitin 

OINTMENT 


to  soothe,  protect, 
lubricate,  and  stimulate  healing  in 

rash  • chafing  • irritations 
lacerations  • ulcerations  • burns 


for  baby 
for  mother 
for  grandpa 

^ age  groups 


DESITIN  OINTMENT... 

the  pioneer  external  cod  liver  oil  therapy  for 
care  of  the  skin  in  every  member  of  the  family 

Request  samples  from  . . . 


DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R.  I. 


rational  aspect 
of  civilized  living... 
beverage  alcohol. 


TARD  COGNAC 

a celebrated  example 
of  the  French  Art. 


The  Only  Cognac  Made  and  Bottled  at  The  Chateau  de 


Cognac.  IMPORTED  OTARD  COGNAC.  V.S.O.P., 80  PROOF 
3 STAR,  84PROOF  • SCHENLEYIMPORTCO.,  NEWYORK 


LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Fine  Meiimtn  Rough 

3 grades  permii  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  the  more  acute  cases. 


ABRASION  THERAPY  FOR  ACNE 
in  certain  countries  Brasivol  available  as  DENCO-BRAS^^ 


Bravisol  has  a gentle,  graded  abrasive 
action  that  attacks  the  acne  lesion 
simply  and  directly.  Helps  open 
plugged  pores,  reduce  postules  and 
blackheads,  control  oiliness. 
Outstanding  success  on  thousands 
of  acne  cases.  Brasivol  (pat. 
pend.)  contains:  mild  abrasive 
(AhOj),  hexachlorophene 
" 1 % , drying  soap-and- 
detergent  base. 

Write  for  samples  and  literature. 


Logical  Dermatologicals—since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N ,Y. 

Canada;  WinleyMorns  Co.,  Ltd.,  Montroll  St 


(STIEFEL) 
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now!  by  mouth!  a liquid 
bronchodilator  terminates 
acute  asthma  in  minutes 
with  virtually  no  risk  of 
gastric  upset 


ELIXOPHYLLIN* 


oral  liquid 

Following  oral  dosage  of  75  cc,  Elixophyllin,  mean  blood  levels  of  theophylline 
at  15  minutes'  exceed  those  produced  by  300  mg.  aminophylline  I.V."— and 
therapeutically  effective"'  levels  persist  for  hours. 

^ No  sympathomimetic  stimulation 
^ No  barbiturate  depression 
^ No  suppression  of  adrenal  function 


Each  tablespoonful  (15  cc.)  contains  theophylline  80  mg.  (equivalent  to  100 
mg.  aminophylline)  in  a hydroalcoholic  vehicle  (alcohol  20%). 


For  acute  attacks:  Single  dose  of  75  cc.  for 
adults;  0.5  cc.  per  lb.  of  body  weight  for 
children. 

For  24  hour  control : For  adults  45  cc.  doses 
before  breakfast,  at  3 P.M.,  and  before  re- 
tiring; after  two  days,  30  cc.  doses.  Children, 
1st  6 doses  0.3  cc.— then  0.2  cc.  (per  lb.  of 
body  weight)  as  above. 


1.  Schluger,  J.  et  al.:  Am.  J.  Med.  Sci.  233:296, 
1957. 


2.  Bradwell,  E.  K.:  Acta  med.  scand. 
146:123,1953. 

3.  Truitt,  E.  B.  et  al.:  J.  Pharm.  Exp. 


Then  100:309,  1950. 
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“Man!  He's  a good  doctor  . . . he  carves  me  the  most!" 


INDEX  TO  ADVERTISED  PRODUCTS 


Aldactone  (G.  D.  Searle  Company) 217 

Brasivol  (Stiefel  Laboratories) 192 

Bronkotabs  (George  A.  Breon  & Company) 319 
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Orinase  (Upjohn  Company) : 171 
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mid  Co.) 322-323 
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Presto-Boro  (Standard  Pharmaceutical  Co.,  Inc.) 329 

Quadrinal  (Knoll  Pharmaceutical  Company) 199 
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Inc.) 329 
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Hennessey  Cognac  Brandy  (Schieffelin  & Company)... 

Otard  Cognac  (Schenley  Import  Company) 

Wine  (Wine  .\iivisory  Hoard) 

.Mecli<-ul  and  Sni"ifal  Supplies 

X-Hay  ((Jeiieial  Klectric  Company) 
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Clark  treated  31  anginal  patients  who  showed  signs  of  anxiety,  fear,  excitement  and  other  forms  of  emotional 
stress.  On  CARTRAX,  all  31  fared  better  than  they  had  on  previous  therapy ...  as  judged  both  by  subjective 
reports  and  by  reduced  nitroglycerin  requirements.* 

CARTRAX  combines  PETN  (for  prolonged  vasodilation)  with  ATARAX  (the  tranquilizer  preferred  for  angina  patients 
because  of  its  safety  and  mild  antiarrhythmic  properties).  Thus,  CARTRAX  helps'you  to  cope  with  both  com- 
ponents of  angina  pectoris-circulatory  and  emotional. 

For  a better  way  to  help  your  angina  patients  relax,  prescribe  CARTRAX.  *ciark,  t.  e.,  in  press. 


nrTMti  ATADA  V®tt  Dosage:  Begin  with  1 to  2 yellow  CARTRAX  “10” 
rC  I n T M I Ann  A tablets  (10  mg.  PETN  plus  10  mg.  ATARAX)  3 to  4 

times  daily.  For  dosage  flexibility,  CARTRAX  “20” 
(pink)  tablets  (20  mg.  PETN  plus  10  mg.  ATARAX)  may  be  utilized  at  a level  of  one  tablet 
three  to  four  times  a day.  The  tablets  should  be  administered  before  meals  for  optimal 
response.  For  convenience,  write  “CARTRAX  TO”  or  "CARTRAX  20.”  As  with  all  nitrates, 
use  with  caution  in  glaucoma.  Supplied:  In  bottles  of  100.  Prescription  only. 

t pentaerythritol  tetranitrate  TTbrand  of  hydroxyzine 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being^" 
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49  Senile  skin 

32 

13 

4 

26  Dry  Skin  in  younger 
patients  (diabetes,  etc.) 

14 

11 

1 

20  Atopic  dermatitis 

8 

10 

2 

13  Actinic  changes 

9 

4 

— 

10  Ichthyosis 

3 

4 

3 

Skin  Conditions 

Benefited 

No  Benefit 

20  Nummular  dermatitis 

19 

1 

10  Neurodermatitis 

10 

— 

Use  of  SARDO  in  118  dermatological  patients  to  relieve 
dry,  itchy,  scaly,  fissured  skin  achieved  these  excellent 
results: 


CASES 


AFTER  SARDO* 
Excellent  Good  Poor 


SARDO  acts*'2  to  (A)  lubricate  and  soften  skin,  (B)  replenish  natural 
emollient  oil,  (C)  prevent  excessive  evaporation  of  essential  moisture. 


1.  Weissberg,  G.: 
Clin.  Med.,  June 
1960. 


SARDO  releases  millions  of  microfine  water-miscible  globules  to  pro- 
vide a soothing  suspension  which  enhances  the  efficacy  of  your  other 
therapy. 

SARDO  is  pleasant,  convenient,  easy  to  use;  non-sticky,  non-sensitiz- 
ing. Bottles  of  4, 8 and  16  oz. 


2.  Spoor,  H.  J.: 
N.  Y.  St.  J.  Med., 
Oct.  15,  1958. 

•patent  pending 
T.M.  ©I960 


for  SAMPLES  and  complete  reprint  of  Weissberg  paper,  please  write  . . . 

Surdeau,  Inc.  75  East  55th  street.  New  York  22,  N.Y. 
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IF  YOUR  OWN  WIFE  WERE 
A SPONTANEOUS  ABORTER 

...WHAT  WOULD  YOU  DO,  DOCTOR? 


1,425  physicians  answered  this  question 
by  treating  abortion-prone  women  in  their  own 
families  with  Hesper-C  Prenatal.  1,248  successful 
pregnancies  (87.6%)  resulted.' 

Fetal  salvage  rates  as  high  as  95%  have  been 
achieved  when  hesperidin  complex  and  ascorbic 
acid  (as  provided  by  Hesper-C  Prenatal)  were 
administered  with  the  usual  vitamin  and 
mineral  supplementation.^  ’ 

Hesper-C  Prenatal  (hesperidin  complex,  ascorbic 
acid  plus  vitamin-mineral  supplementation) 
provides  an  established  therapy  for  the 
restoration  and  maintenance  of  capillary  integrity. 

It  thus  helps  protect  the  habitual  aborter  and 
every  pregnant  woman  against  the  decidual 
bleeding  and  spontaneous  abortion  triggered 
by  capillary  fragility. 

1.  For  further  information  concerning  this  study,  contact 
C.  R.  Stevenson,  M.D.,  Medical  Director,  The  National 
Drug  Company.  2.  Javert,  C.:  Obst.  & Gynec.  3:420,  1954. 
3.  Greenblatt,  R.  B,:  Obst.  & Gynec.  2:530,  1953. 

Hesper-C 
Prenatal 

a precaution  in  every  pregnancy 
a necessity  in  habitual  abortion 


Division  of  Richardson-Merrell  Inc. 


THE  NATIONAL  DRUG  COMPANY 

Philadelphia  44,  Pa. 


I‘. extraordinarily  effective  diuretic.”' 

Efficacy  ancf  expanding  clinical  use  are  making  Naturetin  the 
diuretic  af  choice  in  edema  and  hypertension.  It  maintains  a 
favorable  urinary  sodium-potassium  excretion  ratio,  retains  a 
balanced  electrolyte  pattern,  and  causes  a relatively  small  in- 
crease in  the  urinary  pH.^  More  potent  than  other  diuretics, 

Naturetin  usually  provides  18-hour  diuretic  action  with  just  a 
single  5 mg.  tablet  per  day  — economical,  once-a-day  dosage 
for  the  patient.  Naturetin  c K — for  added  protection  in  those 
special  conditions  predisposing  to  hypokalemia  and  for  patients 
on  long-term  therapy. 

Naturetin  Naturetin^K  £ 

Squibb  BenzydroMumethiazide  Squibb  Benzydroflumethiazide  with  Potassium  Chloride 


Supplied;  Naturetin  Tablets,  5 mg.,  scored,  and  2.5  mg.  Naturetin 
c K (5  c 500)  Tablets,  capsule-shaped,  containing  5 mg.  ben- 
zydroflumethiazide  and  500  mg.  potassium  chloride.  Naturetin 
c K (2.5  c 500)  Tablets,  capsule-shaped,  containing  2.5  mg. 
benzydroflumethiazide  and  500  mg.  potassium  chloride.  For  com- 
plete information  consult  package  circular  or  write  Professional 
Service  Dept.,  Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y. 
References:  1.  David,  N.  A.;  Porter,  G.  A.,  and  Gray,  R.  H.: 
Monographs  on  Therapy  5:60  (Feb.)  1960.  2.  Ford,  R.  V.:  Current 
Therap.  Res.  2:92  (Mar.)  1960. 
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a breathing  spell  from  asthma 

Quadrinal 

a rapid  way  to  clear  the  airway 


« stops  wheezing 
• increases  cough  effectiveness 
a relieves  spasm 


In  chronic  disorders  associated  with  obstructed  respiration,  the  dependable  antispasmodic  and  expectorant 
action  of  Quadrinal  rapidly  clears  the  bronchial  tree.  Patients  breathe  more  easily  and  acute  episodes  of 
bronchospasm  are  often  eliminated.  Quadrinal  Is  well  tolerated,  even  on  prolonged  administration.  The 
potassium  iodide  in  Quadrinal  provides  an  expectorant  of  time-tested  effectiveness  and  safety. 


Indications : Bronchial  asthma,  chronic  bronchitis, 
pulmonary  fibrosis,  pulmonary  emphysema. 

Quadrinal  Tablets,  containing  ephedrine  HCt  (24  mg.), 
phenobarbital  (24  mg.),  ‘Phyllicin’*  (theophylline-calcium 
salicylate)  (130  mg.),  and  potassium  iodide  (0.3  Gm.). 

Also  available— 

a new  Quadrinal  dosage  form  with  taste-appeal  for  all  age  groups : 
fruit-flavored  QUADRINAL  SUSPENSION  (1  teaspoonful  rr  1/2  Quadrinal  Tablet) 

KNOLL  PHARMACEUTICAL  COMPANY,  orange,  new  jersey 

^Quadrinal,  Phylllcin'8> 


Use  of  pHisoHex  for  washing  the  skin  aug- 
ments any  other  therapy  for  acne  — brings 
better  results.  Now,  pHisoAc  Cream,  a new 
acne  remedy  for  topical  application,  sup- 
presses and  masks  lesions  — dries,  peels  and 
degerms  the  skin.  Together,  pHisoHex  and 
pHisoAc  provide  basic  complementary  topical 
therapy  for  acne. 

pHisoHex,  antibacterial  detergent  with  3 per 
cent  hexachlorophene,  removes  soil  and  oil 
better  than  soap  — provides  continuous  de- 
germing  action  when  used  often.  pHisoHex  is 
nonalkaline,  nonirritating  and  hypoallergenic. 

When  pHisoAc  Cream  is  used  with  pHisoHex 
washings,  it  unplugs  follicles,  helps  prevent 


development  of  comedones,  pustules  and 
scarring.  New  pHisoAc  Cream  is  flesh-toned, 
not  greasy.  It  contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  percent,  and  hexachloro- 
phene 0.3  per  cent  in  a specially  prepared 
base.  pHisoAc  is  pleasant  to  use. 

A new  "self-help”  booklet.  Teen-aged?  Have 
acne?  Feel  lonely?,  gives  important  psycho- 
logic first  aid  for  patients  with  acne  and 
describes  the  proper  use  of  pHisoHex  and 
pHisoAc.  Ask  your  Winthrop  representative 
for  copies. 

pHisoAc  is  available  in  IV2  oz.  tubes  and 
pHisoHex  is  available  in  5 oz.  plastic  squeeze 
bottles  and  in  bottles  of  16  oz. 


pHisoHex"  and  pHisoAc  for  acne 

* * trademark 


' LABORATORIES 
New  York  18.  N.  Y. 
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no  longer 

detoured 

by 

diarrhea 


the  green  light  to  normal  activity,  through  its  fast  and  dependable 
control  of  intestinal  hypermotility. 

Each  30  cc.  (1  fl.  oz.)  of  Donnagel  contains: 


Kaolin  6.0  Gm.  Natural  belladonna  alkaloids; 

Pectin  142.8  mg.  hyoscyamine  sulfate 0.1037  mg. 

Phenobarbital  (V4  gr.)  16.2  mg.  atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide 0.0065  mg. 


also  available 


DONNAGEL  plus  neomycin  sulfate  300  mg.  (as  neomycin  base  210  mg.)  per  30  CC.  DONNAGEL  plus  powdered  opium  U.S.P.  24.0 


mg.  per  fl.  oz.  (equivalent  to  paregoric  6 ml.). 
This  is  the  usual  adult  dose. 

All  three  forms  available  in  bottles  of  6 fl.  oz. 


only  2 seconds  to  specify 


mnKimum 

qURlITV 

It  takes  only  2 seconds  to  specify 
■THYROID  ARMOUR”  on  a 
prescription  blank,  yet  these  words 
represent  the  highest  grade  thyroid 
available,  manufactured  with 
all  the  control  skills  learned  during 
three-quarters  of  a century  of 
experience  with  endocrine  products. 
THYROID  ARMOUR  is  the  original 
standard  of  comparison  for  all 
thyroid  preparations,  and  is 
regarded  throughout  the  world 
as  ^ quality  thyroid  product. 

ARMOUR  PHARMACEUTICAL  COMPANY 

KANKAKEE,  ILLINOIS  ArmouT  Meaus  Protection 

©Jan.  1961,  A.  P.  Co.  ■“ 


THYROID  U.S.P. 

Thyroid  Tablets  (Armour)  are  prepared  from  fresh 
selected  glands,  desiccated  and  standardized  by  official 
U.S.P.  method  tocontain  0.2  per  cent  of  iodine  in  thyroid 
combination.  Thyroid  Powder  U.S.P.  (Armour)  is 
standardized  and  of  uniform  potency.  USES:  Thyroid 
deficiencies,  cretinism,  myxedema,  nodular  goiter  (non- 
toxic),  non-nodular  goiter.  A variety  of  clinical  condi- 
tions will  respond  to  the  use  of  Thyroid  (Armour)  when 
subclinical  hypothyroidism  is  involved,  i.e.,  gynecologic 
conditions  such  as  functional  menstrual  disorders,  ster- 
ility, habitual  abortion ; recurring  conjunctivitis ; certain 
types  of  anemias  and  obesity:  and  certain  changes 
which  occur  in  hair,  skin  and  fingernails.  DOSAGE: 
to  5 grains  daily  as  required  by  clinical  condition. 
Therapeutic  effect  develops  slowly  and  lasts  for  two 
months  or  longer.  Thus  the  daily  dose  may  be  given  as 
a single  dose  (preferably  in  the  morning)  rather  than 
severaltimesdaily.  Patientstreated  with  thyroid  should 
be  continuously  under  the  physician's  observation. 
CONTRAINDICATIONS:  Heart  disease  and  hyperten- 
sion, unless  the  metabolic  rate  is  low.  SUPPLIED: 
Tablets— bottles  of  100,  1000  and  larger:  potencies  of 
Vi.  Vz,  1,  2 and  5 grains.  Powder— 1 oz.  4 oz..  and  1 lb. 
bottles. 
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THE  STOMACH 
FREE  OF  PAIN 


KEEPS 

THE  MIND  OFF 
THE  STOMACH 


Milpath  acts  quickly  to  suppress  pain  and 
spasm,  and  to  allay  anxiety  and  tension 
with  minimal  side  effects. 


AVAILABLE 
IN  TWO 
POTENCIES: 


Milpath-400  - Yellow,  scored  tablets  of 
400  mg.  Miltown  (meprobamate)  and 
25  mg.  tridihexethyl  chloride.  Bottle  of  50. 

Dosage:  1 tablet  t.i.d.  at  mealtime  and 
2 at  bedtime. 

Milpath-200  — Yellow,  coated  tablets  of 
200  mg.  Miltown  (meprobamate)  and  , ' 

25  mg.  tridihexethyl  chloride.  Bottle  o”  50. 
Dosage:  1 or  2 tablets  t.i.d.  at  mealt*fie 
and  2 at  bedtime. 


Milpatfr 

®Miltown  + anticholinergic  j 

/ 

/ ^ 

WALLACE  LABORATORIES  CranUury,  N.  J. 
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Dietitians  sometimes  become 
so  concerned  with  the  calorie, 
vitamin  and  mineral  aspects  of  food 
that  they  lose  sight  of  the 
psychological  effect  of  food  on  the 
patient.  He  needs  food  to  help  him 
get  well,  but  it  must  be  food  to 
intrigue  his  Interest  and  appetite. 


In  fhe  dull  and  often  unappealing  dietary  regimen  of  many  patients,  a glass  of 
wine  frequently  provides  a touch  of  interest  and  "elegance” — a psychological 
boost  of  irtestimable  value. 

Moreover,  wb^e  can  be  used  in  cooking  to  add  zest,  sparkle,  subtle  flavor  and 
appetite-appeal  to  soups,  sauces,  chicken,  meat,  fish,  eggs  and  desserts. 

By  stimulating  appetite,  supplying  quick  energy  source,  relaxing  tensions  and 
increasing  morale,  the  prudent  use  of  wine  has  been  described  as  balm  for  the 
convalescent  and  "milk”  for  the  aged. 

For  a scientific  discussion  of  the  modern  Rx  uses  for  wine  in  convalescence,  cardiology,  urology, 
geriatrics,  write  for  ‘‘Uses  of  Wine  in  Medical  Practice,”  Wine  Advisory  Board,  717  Market  Street, 
San  Francisco  3,  California. 

•Floor*,  F,  B.;  Wine  is  Fine  for  Hospital  Cookery.  Mod.  Hosp.  94jl34  (June)  1960. 
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E CEOMYCIN 


attains 
sustains 
retains 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


extra 
antibiotic 

activity 


extra-activity*>-V^ovci^\\^  attained 

DECLOMYCIN  Demethylchlortetracycline  at- 
tains—usually  within  two  hours  — blood  levels 
more  than  adequate  to  suppress  susceptible 
pathogens.  These  levels  are  attained  in  tissues 
and  body  fluids  on  daily  dosages  substantially 
lower  than  those  required  to  elicit  antibiotic 
activity  of  comparable  intensity  with  other  tetra- 
cyclines. With  other  tetracyclines,  the  average, 
effective,  adult  daily  dose  is  1 Gm.  With 
DECLOMYCIN  Demethylchlortetracycline,  it  is 
only  600  mg. 


20(i 


svenly  sustained 

DECLOMYCIN  Demethylchlortetracycline  sus- 
;ains,  through  the  entire  therapeutic  course,  the 
ligh  activity  levels  needed  to  control  the  pri- 
mary infective  process  and  to  check  the  onset  of 
3 complicating  secondary  infection  at  the  orig- 
inal—or  at  another-site.  This  combined  thera- 
peutic action  is  sustained,  in  most  instances, 
/vithout  the  pronounced  hour-to-hour,  dose-to- 
dose,  peak-and-valley  fluctuations  in  activity 
levels  which  characterize  other  tetracyclines. 


long  retained 

DECLOMYCIN  Demethylchlortetracycline  re- 
tains significant  activity  levels,  up  to  48  hours 
after  the  last  dose  is  given.  At  least  a full,  extrat 
day  of  positive  antibacterial  action  may  thus  be 
confidently  expected.  One  capsule  four  times  a 
day,  for  the  average  adult  in  the  average  infec- 
tion, is  the  same  as  with  other  tetracyclines-but 
the  total  dosage  is  lower  and  the  duration  of 
anti-infective  action  is  longer. 


DECLOMYCIN -SUSTAINED  ACTIVITY  LEVELS 


OTHER  TETRACYCLINES- PEAKS  AND  VALLEYS 


PROTECTION  AGAINST  PROBLEM  PATHOGENS  PROTECTION  AGAINST  RECURRENCE 


MYCIN 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 

207 


■ higher  activity/intake  ratio- positive  antibacterial  action 

■ sustained  activity  levels— protection  against  problem  pathogens 

■ up  to  two  extra  days’  activity- protection  against  recurrence 

CAPSULES,  150  mg.,  bottles  of  16  and  100.  Dosage:  Average  infections  — 
1 capsule  four  times  daily.  Severe  infections- Initial  dose  of  2 capsules, 
then  1 capsule  every  six  hours. 

PEDIATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with  calibrated,  plastic 
dropper. 

Dosage:  1 to  2 drops  (3  to  6 mg.)  per  pound  body  weight  per  day-divided  into 
4_doses. 

SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored),  bottles  of  2 and  16  fl.  oz. 
Dosage:  3 to  6 mg.  per  pound  body  weight  per  day-divided  into  4 doses. 


'or  the 

3dded  measure 
)f  protection 
in  clinical 
practice 


PRECAUTIONS:  As  with  other  antibiotics,  DECLOMYCIN  may  occasionally  give  rise 
to  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis  or  dermatitis.  A photo- 
dynamic reaction  to  sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN. 
Although  reversible  by  discontinuing  therapy,  patients  should  avoid  exposure  to 
intense  sunlight.  If  adverse  reaction  or  idiosyncrasy  occurs, discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility  with  DECLOMYCIN,  as 
with  other  antibiotics.  The  patient  should  be  kept  under  observation. 


E CEOMYCIN- 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River.  New  York 
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Put  your 
low-back  patient 
back  on  the 
payroll 

Soma  relieves  stiffness 
stops  pain,  too 

YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity— 
and  fast! 


I 

! The  muscle  relaxant  with  an  independent  pain-relieving  action 


HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm 


! Wallace  Laboratories,  Cranbury,  New  Jersey 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity— often 
m days  instead  of  weeks. 

Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 tablet  q.i.d. 


resistant 

staphylococci 

among 

outpatients 

emerge 

less 

frequently... 

disappear 

more 

readily 


CHLOROMYCETIN 

chloramphenicol,  Parke-Davis 
“Resistance  to  chloramphenicol  was  surprisingly  infre- 
quent (0-5%)”  among  strains  of  staphylococci  isolated 
from  outpatients  over  a 5-year  period.  It  was  impressive 
to  note  that  less  than  6%  of  310  strains  isolated  from 
patients  treated  in  the  emergency  room  were  resistant  to 
CHLOROMYCETIN.  Moreover,  it  would  appear  “...that 
chloramphenicol-resistant  staphylococci  disappear 
more  readily  after  leaving  the  hospital  environment.”^ 
Goslings  and  Biichli^  report  that  “. . .resistance  was  lost 
entirely  after  3 months...”  in  the  small  percentage  of 
patients  who  carried  staphylococcal  strains  resistant  to 
CHLOROMYCETIN.  Numerous  other  investigators  con- 
cur in  the  observation  that  staphylococcal  resistance  to 
CHLOROMYCETIN  is  of  a low  order.^'® 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  avail- 
able in  various  forms,  including  Kapseals®  of  250  mg.,  in 
bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  be- 
cause certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately  or  for 
minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient 
requires  prolonged  or  intermittent  therapy. 

Heferences:  (1)  Bauer,  A.  W.;  Perry,  D.  M.,  & Kirby,  W.  M.  M.:  J.A.M.A, 
173:475.  1960.  (2)  Goslings.  W.  R.  O.,  & Biichli.  K.;  Arch.  Int.  Med. 
102:691.  1958.  (3)  Goodier,  T.  E.  W.,  & Parry.  W.  R.:  Lancet  1:356,  1959. 
(4)  Fisher,  M.  W.:  Arch.  Int.  Med.  105:413,  1960.  <5)  Petersdorf,  R.  G., 
et  al.:  Arch.  Int.  Med.  105:398,  1960.  (6)  Glas,  W.  W.,  in  Symposium  on 
Antibacterial  Therapy,  Michigan  & Wayne  County  Acad.  Gen.  Pract., 
Detroit,  September  12,  1959,  p.  7.  (7)  Modarress,  Y.;  Ryan,  R.  & 
Francis,  Sr.  C.  E:  J.  M.  Soc.  New  Jersey  57:168,  1960.  (8)  Rebhan,  A.  W., 
& Edwards,  H.  E.:  Canad.  M.  A.  J.  82:513,  1960. 

IN  VITRO  SENSITIVITY  OF  C OAG U LAS E- POSITIVE 
STAPHYLOCOCCI  TO  CHLOROMYCETIN 
FROM  1955  TO  1959*^ 


1956 100% 


1959 


85% 


1959 


95% 


These  sensitivity  tests  were  done  by  the  disc  method  on  310  strains  of 
coagulase-positive  staphylococci.  Strains  were  isolated  from  patients  seen 
in  the  emergency  room.  It  should  be  noted  that  among  inpatients,  resistant 
strains  were  considerably  more  prevalent. 

•Adapted  from  Bauer,  Perry.  6c  Kirby'  lozso 


PARKE-DAVIS 


PARKE.  DAVIS  & COMPANY  • OETROlI  3?  MICHIGAN 


an  antibiotic  improvement 
designed  to  provide 
greater  therapeutic  effe 


now 

_ _ Pulvules^ 

Ilosone 


(propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 


in  a more  acid-stable  form 

assure  adequate  absorption  even  when  taken  with  food 

Ilosone  retains  97.3  percent  of  its  antibacterial  activity  after  exposure 
to  gastric  juice  (pH  1.1)  for  forty  minutes. ^ This  means  there  is  more 
antibiotic  available  for  absorption — greater  therapeutic  activity.  Clin- 
ically, too,  Ilosone  has  been  shown^  ^ to  be  decisively  effective  in  a 
wide  variety  of  bacterial  infections — with  a reassuring  record  of  safety. 

Usual  dosage  for  adults  and  for  children  over  fifty  pounds  is  250  mg.  every  six  hours. 
Supplied  in  125  and  250-mg.  Pulvules  and  in  suspension  and  drops. 


1.  Stephens,  V,  C.,  et  a!.:  J,  Am,  Pharm.  A,  (Sclent.  Ed.),  48:620,  1959. 

2.  Salitsky,  S.,  et  at.:  Antibiotics  Annual,  p.  893,  1959-1960. 

3.  Reichelderfer,  T.  E.,  et  at.:  Antibiotics  Annual,  p.  899,  1959-1960. 

4.  Kuder,  H.  V.:  Clin.  Pharmacol.  & Therap.,  in  press. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6.  INDIANA.  U.S.A. 

032644 
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EDITORIALS 


A New  Year  Begins 


The  invocation  given  by  the  Right 
Reverend  William  F.  Creighton,  Bishop 
Coadjutor  of  Washington,  before  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation at  their  interim  meeting  in  Washing- 
ton, D.C.,  on  November  28,  19fi0,  follows  in 
pai't: 

“Almighty  God,  who  dost  hold  us  to 
account  for  the  use  of  all  our  powers  and 
privileges,  guide  us  in  all  our  service  to 
our  fellow  men,  that  the  pain  and  grief  of 
the  world  may  be  by  that  much  lightened. 

“Lift  our  minds  abov'e  the  small  con- 
cerns that  so  easily  engage  us,  that  we 
may  learn  to  love  that  which  is  worth 
loving,  and  to  know  that  which  is  worth 


knowing,  and  to  respect  that  which  is 
worthy  of  respect. 

“Increase  in  us  the  patience  to  master 
facts,  the  candor  to  face  difficult  issues 
unafraid,  the  insight  to  penetrate 
mysteries,  the  loyalty  to  truth  already 
known,  and  courage  to  welcome  new 
truths  yet  to  be  known.” 

There  could  be  no  finer  message  than  this 
with  which  to  launch  the  New  Year  and 
Decade.  Bishop  Creighton  rai.ses  our  sights 
to  a high  plane  and  challenges  us  so  to  live 
and  work  that  we  may  measure  up  to  our 
potential. 

A very  Happy  New  Year  to  all. 


National  Foundation  Grants  in  New  York  State 


The  State  of  New  York  has  been  the  princi- 
pal beneficiary  in  the  allocation  of  March 
of  f)imes  funds  raised  in  the  State  over  the 
past  twenty-three  years,  it  was  disclosed 
recently  in  a financial  summary  prepared  by 
The  National  Foundation. 

More  than  61  cents  of  ev^ery  dollar  from 
New  York  State’s  March  of  Dimes  has  been 
put  to  use  in  aiding  the  State’s  disease  vic- 
tims and  in  research  and  education  projects 
conducted  by  New  Yoi'k  institutions.  Of  the 
remaining  69  per  cent  accruing  to  the  na- 
tional head(juarters,  a consideral)le  amount 
also  has  come  back  to  the  State  in  shipments 
of  polio  vaccine  and  gamma  globulin  and 
in  other  nationwide  services  conducted  by 
d'he  National  Foundation. 

d'he  summary  covers  the  period  since  the 
first  March  of  Dimes  was  held  in  January, 
1968,  and  compares  the  net  total  of  funds 
raised  in  the  State  with  amounts  made  avail- 
able to  New  York  through  Novemlx'r  16, 
I960. 

In  this  period.  New  "N'ork  State’s  68  chap- 


ters of  the  March  of  Dimes  organization 
raised  a net  total  of  $55,957,462.64  at  an 
average  fund-raising  cost  of  15.6  per  cent. 
Of  this  amount,  $26,719,476.42  has  been 
available  to  the  county  chapters  in  carrying 
out  their  extensive  patient  aid  programs, 
including  advances  of  $2,541,116.10  from 
the  national  office  to  meet  local  emergency 
situations. 

fn  addition,  240  grants  totaling  $7,218,- 
456.78  have  been  made  in  support  of  re- 
search and  professional  education  projects 
at  New  York  institutions. 

Principal  recipients  of  these  grants  have 
been  the  following: 


New  York  University. . 
University  of  Buffalo  . . 
Columbia  University.  . 
Mount  Sinai  Hospital.  . 
Rockefeller  Institute. . . 
University  of  Rochester 
Cornell  University.  . . . 
Knickerl)ocker  Hospital 


51 ,771 ,965 . 77 
1 ,006,185.26 
920,632.57 

918.622.45 
749,111 .47 

565 .187. 46 
463,948.76 
233,367.96 
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New  York  State  J.  Med. 


EDirnmALs, 


Xew  York  Botanical 

Garden 228,798.17 

Research  Foundation  of 

the  State  of  New  York  119 , 129 . 98 

Health  Research  Inc..  . . 59,000.59 


and  numerous  other  institutions. 

Over  and  above  the  01  per  cent  used  l>y 
institutions  and  county  chapters  in  the 
State,  The  National  Foundation  has  financed 
within  the  State  projects  such  as  the  historic 
field  trials  which  proved  the  effectiveness 
of  the  Salk  vaccine,  epidemiologic  studies, 
and  scholar.ship  oi-  fellow.ship  gi'ants  to 
New  Yoi'k  State  residents.  National  head- 
(juarters’  expenditures  for  the  vaccine  trials 


in  New  York  State  amounted  to  .11,218,- 
439.27.  In  addition,  the  national  office 
has  sent  into  New  York  $390,309.20  worth 
of  Salk  vaccine  and  1,148,272  cc.’s  of  gamma 
globulin  in  support  of  its  polio  prevention 
programs. 

Two  years  ago,  th('  National  Foundation 
for  Infantile  Paralysis  changed  its  name  to 
The  National  Foundation  in  expanding  its 
areas  of  interest  beyond  polio  to  include 
birth  defects  and  arthi'itis,  using  the  scien- 
tific knowledge  and  expc'rience  gained  in 
the  fight  again.st  polio. 

The  New  Mai’ch  of  Dimes  takes  place 
thi'oughout  tlie  month  of  .lanuaiy. 


Editorial  Comment 


How  the  Aged  Pay.  It  is  refreshing  to 
see  a serious  study  made  of  the  facts  re- 
lating to  the  status  of  the  aged  with  respect 
to  ability  to  pay  for  their  medical  service. 
To  us,  such  a study  made  by  the  \’ermont 
State  Medical  Society’s  Committee  on 
Aging,  and  reported  last  year  in  the  A.M.A. 
News*  is  highly  illuminating. 

The  rea.son  for  the  study  was  twofold: 
(1)  Vermont  has  a higher  percentage  of  its 
population  over  age  sixty-five  than  any 
other  state,  and  (2)  with  all  the  interest 
being  shown  in  the  subject  of  health  care 
for  the  aged,  the  \Trmont  Society  thought 
a survey  of  the  way  older  people  pay  their 
bills  might  well  be  in  order. 

The  .study  was  thorough,  well  planned, 
and  well  executed.  It  should  be  of  gi’eat 
interest  to  all  who  are  sincerely  intere.sted 
in  health  care  of  the  aged. 

In  reporting  its  findings,  the  Vermont 
committee  said  it  made  “no  attempt  to 
draw  any  ‘earth  shaking’  conclusions.’’ 
While  different  groups  may  interpret  the 
findings  of  this  .study  in  different  ways, 
the  facts  should  speak  for  them.selves. 

The  study  covered  5,172  persons  ranging 
from  sixty-five  to  one  hundrc'd  and  .six 
years  of  age.  The  median  was  seventy-foui'. 

* July  11,  1000,  p.  4. 


Two  women  to  every  one  man  sought  phy- 
.sician  care  in  this  age  group. 

The  sui'vey  was  made  during  January, 
1960,  with  188  private  practitioners  co- 
operating. 

Here  are  some  of  the  findings. 

A total  of  80.7  per  cent  planned  to  pay 
the  physician’s  fee  Ihrough  Blue  Shield, 
private  insurance,  from  savings,  or  with 
current  income. 

The  patients’  families  planned  to  a.ssume 
the  responsiliility  in  12  per  cent  of  the  cases. 
The  responsibility  fell  to  the  city  or  town 
in  only  5 per  cent  of  the  cases. 

Physicians  sub.sidized  in  full  2.3  per  cent 
of  the  patient  care  reported,  and  gave  “re- 
duced charges”  to  12  per  cent.  (The  study 
did  not  attempt  to  cover  the  “free  clinics” 
in  the  large  hospitals  around  the  state.) 

It  was  found  that  66  per  cent  lived  with 
spouse  or  relatives;  20  per  cent  lived  alone. 

Twenty  per  cent  of  the  group  studied 
were  still  working;  71  per  cent  were  retired. 

Fifty  per  cent  were  on  social  security 
(the  national  figure  is  60.2  per  cent);  16 
per  cent  were  on  Old  Age  A.ssistance,  and 
13  per  cent  had  other  retirement  plans. 

Blue  Shield,  which  in  Vermont  can  be 
pui'cha.sed  at  any  time  regardless  of  age  or 
physical  condition,  is  helping  to  meet  the 
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costs  of  medical  care  by  covering  40  per 
cent  of  those  surveyed.  Another  12  per 
cent  have  private  health  insurance,  making 
a total  of  52  per  cent  with  some  type  of 
prepaid  plan. 

“Perhaps  the  5 per  cent  of  those  who 
said  the  city  or  town  or  state  would  pay 
the  bill  seems  low  to  those  outside  Vermont,” 
the  committee  said  in  its  report.  “But 
Vermont  has  no  state- wide  plan  for  the 
payment  of  medical  bills  for  their  recipients 
of  public  assistance.  Vermont  sa}"s  this 
is  a town  responsibility.” 

The  committee  was  impressed  with  the 
32  per  cent  of  house  calls.  “Who  said 
doctors  don’t  make  home  visits  any  more,” 
the  committee  asked.  “Even  in  January 
in  Vermont.” 

All  of  this  makes  sense  to  us.  The  picture 
presented  is  that  of  a dedicated  segment 
of  the  medical  profession  serving  a self- 
respecting  population.  We  commend  this 
study  and  recommend  it  to  our  readers. 

Freedom  of  Choice.  The  House  of  Dele- 
gates of  the  American  Medical  Association 
has  twice  affirmed  the  belief  that  “free 
choice  of  physician  is  the  right  of  every 
individual.”  It  said  also  that  freedom  of 
choice  together  with  free  competition  among 
physicians  constitute  prerequisites  to  “op- 
timum medical  care.”  The  J .A.M  .A* 
states  that  in  so  doing  the  House  “by  in- 
ference, took  a position  in  favor  of  individual 
freedom  of  choice  in  general  and  expres.sed 
a preference  for  maintaining  a social,  po- 
litical, and  economic  framework  in  our 
society  conducive  to  the  preserv^ation  of 
such  freedom  of  choice.” 

The  Journal  says  further,  in  part;  “If 
freedom  of  choice  were  to  relate  merely 
to  the  number  of  courses  of  action  open 
to  a person,  if  would  be  more  accurately 
described  as  power  of  choice.  But  freedom 
of  choice  represents  something  more  funda- 
mental than  power;  it  represents  the  right 
of  the  individual  person  to  be  a free  agent 
in  his  interhuman  relationships,  to  make 

* J.A.M.A.  172:  942  (Feb.  27)  1960. 


his  own  decisions,  to  be  free  from  the  ar- 
bitrary authority  of  others,  and  to  be  able 
to  choose  how  he  wishes  to  use  his  services 
or  property  rather  than  to  be  subject  to 
coercion  by  others.  Freedom  of  choice 
means  that  the  person  is  able  to  choose 
his  own  course  of  action  and  his  own  pattern 
of  living,  subject  to  the  requirement  that 
he  shall  not  act  so  as  to  violate  the  freedom 
of  choice  of  others. 

“Freedom  in  this  sense,  it  should  be 
noted,  is  freedom  of,  not  freedom  from  or 
freedom  to;  the  preposition  is  of  great  im- 
portance, for  the  latter  represent  not  dif- 
ferent aspects  of  the  same  thing  but  entirely 
different  conditions.  . . . 

“The  struggle  and  debate  of  our  time  is 
intimately  related  to  this  difference  between 
freedom  of  choice  and  from  choice.  Such  a 
difference  relates  to  the  alternative  methods 
of  organizing  human  activity  and  is  not 
simply  a struggle  between  the  United  States 
and  the  Soviet  Union  or  between  the  free 
world  and  the  unfree  world.  Human  ac- 
tivity can  be  organized  so  that  the  individual 
person  has  freedom  of  choice  or  so  that  he 
has  little  or  no  choice.  . . . 

“We  live  in  a society  still  essentially 
free,  one  that  gives  to  the  individual  person 
the  right  not  only  to  choose  his  physician 
but  to  make  other  choices  as  well.  Indeed, 
we  have  even  permitted  the  individual 
person  to  choose  to  use  his  capital  and  his 
services  to  advocate  the  abolition  of  freedom 
of  choice  itself.  . . . 

“It  is  sobering  to  see  the  growing  number 
of  so-called  leaders  of  political  thought  or 
politicians  who  advocate  an  evergrowing 
governmental  assumption  of  responsibility 
for  all  sorts  of  complex  economic  and  social 
problems — full  employment,  care  for  the 
aged,  care  for  the  indigent,  government 
health  services,  subsidized  bousing,  and 
so  on  and  on.  Yet  the  moral  ethic  on  which 
our  civilization  rests  emphasizes  individual 
responsibility.  Can  such  a civilization  sur- 
vive? Perhaps,  but  only  if  it  recognizes 
the  difference  between  freedom  of  choice 
and  freedom  from  choice.” 
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A New  Major  Medical  Resource 


ALDACTONE 

(Brand  of  Spironolactone) 

For  Relief  of  Intractable  Edema 


ALDACTONE  is  a new  classic  step  forward  in  the  treat- 
ment of  severe  and  resistant  edema,  achieving  hith- 
erto unmatched  efficacy  in  relieving  this  condition. 

A typical  case  history  illustrates  the  extent  to  which 
Aldactone  can  supplement  and  advance  established 
medical  resources  for  treating  edema  and  ascites. 

Report  of  a Case* 

Mrs.  L.  S.,  44,  was  admitted  to  the  hospital  on  April 
17,  1959,  with  massive  ascites,  3-plus  edema  of  the 
legs  and  moderate  pulmonary  congestion.  Three  pre- 
vious admissions  had  established  that  she  had  rheu- 
matic heart  disease  with  cardiac  enlargement,  atrial 
fibrillation  and  mixed  valvular  lesions. 

She  was  placed  on  a regimen  of  bed  rest,  digitalis 
and  0.5  Gm.  of  sodium  daily.  On  treatment  which  in- 
cluded mercurials  parenterally,  hydrochlorothiazide, 
KCl,  NH,C1,  aminophylline,  prednisone,  acetazolea- 
mide  and  lysine  monochloride  the  patient  lost  15 


pounds,  but  her  ascites  did  not  diminish  noticeably 
and  her  weight  remained  within  the  range  of  130  to 
135  pounds  from  May  1 to  May  30. 

On  May  30, 100  mg.  of  Aldactone  q.i.d.  was  added 
to  her  regimen.  Progressive  and  continuous  diuresis 
followed.  Weight  dropped  from  130  to  107  pounds, 
her  normal  weight.  The  patient  was  discharged  on 
June  14  completely  free  from  ascites  and  peripheral 
edema. 

She  was  maintained  on  digitalis  and  hydrochloro- 
thiazide and  had  no  further  weight  gain  until  Decem- 
ber 1959.  She  was  then  given  400  mg.  of  Aldactone 
daily  for  five  days  and  again  achieved  dry  weight, 
which  was  maintained  as  of  February  1960. 
SUPPLIED : Aldactone  ( brand  of  spironolactone)  is  sup- 
plied as  compression-coated  yellow  tablets  of  100  mg. 

*KUs9,  a.:  Cur.  Ther«p.  Re«.  ^.-322  (July)  1960. 

G.  D.  SEARLE  & CO.,  Chicago  80,  Illinois 
Research  in  the  Service  of  Medicine 
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essential 
partners 
in  the 
control 
of  edema 

classic 

MERCUHYDRIN 

brand  of  incrallui  klc  sodium 

nonmercurial 

METAHYDRIN 

brand  of  irichlormethiazide 

Nozv...the  alternate  or  combined  use  of  these  two  drugs 
can  help  the  physician  meet  with  maximum  efficiency 
the  demands  of  diuretic  therapy  in  almost  any  phase  or  degree 
of  cardiac  edema— acute  or  chronic. 
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New  Drugs  in  the  Treatment  of  Allergies 


CAUL  E.  ARBESMAN,  M.D.,  AND  ROBERT  J.  EHRENREICH,  M.D.,  BUFFALO,  NEW  YORK 
{From  the  Allergy  Clinics  of  the  Buffalo  General  and  Children's  Hospitals) 


Tt  IS  known  that  the  best  method  of  eon- 
trolling  various  allergic  disorders  is  to 
find  the  etiologic  agents  (allergens),  elimi- 
nate them  if  possible,  and  prescribe  specific 
hyposensitization  therapy  when  indicated. 
Unfortunately,  the  specific  management, 
which  includes  diagnosis  and  treatment,  is 
not  always  successful,  and  frequentl}^  one 
must  resort  to  drug  therapy  for  treating 
allergic  symptoms.  In  the  last  fifteen 
years  many  new  substances  have  been 
developed  which  benefit  the  allergic  patient 
materially.  The  most  prominent  of  these 
medications  are  the  antihistamines,  the 
corticosteroids,  and  the  broad-spectrum 
antibiotics. 

The  pharmaceutical  companies  are  trying 
continually  to  improve  these  products,  so 
that  they  may  be  more  effective  and  have 
fewer  side-effects  and  toxicity.  These  sub- 
stances may  merely  be  modifications  of 
older  chemicals,  or  they  may  be  entirely 
new  compounds  with  different  pharmaco- 
logic or  physiologic  activity.  All  of  these 
compounds  are  studied  first  in  animals,  both 
for  effectiveness  and  toxicity.  However, 
the  final  answer  as  to  whether  these  new 
substances  are  of  benefit  to  the  patient  is 
by  actual  clinical  trial. 

In  the  past  two  to  three  y(>ars  we  ha\(^ 
had  the  opportunity  to  evaluate  sexeiid 
new  compounds.  These  compounds  con- 
sisted of  the  following  new  antihistamines: 

I’rescMitPci  at  tlie  154tli  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New 
^’ork  City,  Section  on  Allergy,  Mav  12,  1960. 


dimethpyrindene  (Forhistal)*  methdilazine 
hydrochloride  (Tacaryl),!  a combination  of 
an  antihistamine  and  an  ephedrine-like  com- 
pound (Actifed),**  an  antiserotonin  com- 
pound (Sa-97),tt  and  a theophylline  prod- 
uct (Clysmathane),***  injected  rectally 
with  a plastic  disposable  syringe,  ^^'e 
likewise  studied  the  allergenicity  of  a new 
type  of  penicillin  called  phenethicillin  po- 
tassium (Syncillin),ttt  as  well  as  ointments 
containing  tripelennamine  hydrochloride 
(Pyribenzamine  hydrochloride),  iodochlor- 
hydroxyquin  (Vioform  hydrocortisone),  and 
hydrocortisone,*  either  alone  or  in  various 
combinations.  Ephedrine  (Ione])hrin),**** 
an  ionic  exchange  resin  ephedrine,  was  also 
tested  for  its  efficacy  in  the  relief  of  bronchial 
asthma. 

Double-  or  single-blind  studies  with  each 
of  the  products  mentioned  were  performed 
on  allergic  patients  in  both  private  practice 
and  at  the  allergy  clinics  of  the  Buffalo 
General  Ilo.spital  and  the  Children’s  Hos- 
pital. The  chemical  structures,  side-effects, 
and  clinical  effectiveness  of  each  of  these 
compounds  will  be  reported. 

* Furnished  by  Ciba  Pharmaceutical  Products,  Inc., 
Summit,  New  Jer.sey. 

t Furnished  by  Mead  Johnson  & Company,  Kvan.s- 
ville,  Indiana. 

**  FurnisluHl  by  Burroughs  Wellcome  & Co.,  Inc., 
Tuckahoe,  New  ^'ork. 

tt  Furnished  by  Abbott  Lalioratories,  (Jhicago, 
Illinois. 

♦**  Furnished  by  C.  B.  Fleet  Co.,  Inc.,  Lynchburg, 
N'irginia. 

ttt  Furnished  by  Bristol  Laboratories,  Syracuse, 
New  York. 

****  Furnished  by  Strasenburgh  Company,  Roches- 
ter, New  York. 
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Fig.  1.  Chemical  istructure  of  dimctlipyriiulene. 

ISeiv  Aiiti histamines 

Dimethpyrindene. — Chemically  desig- 

nated as  dl-2-[l-[2-[2-(2-dimethylamino- 
ethyl)-d-indemyl]ethyl  jpyridine  maleate, 
and  the  chemical  structure  of  which  is  shown 
in  Figure  1,  dimethpyrindene  was  given  to 
133  patients  who  had  either  seasonal  or 
perennial  allergic  rhinitis.  The  patients 
were  seen  at  least  once  weekly  and  were 
given  just  enough  medication  until  their 
next  visit.  A careful  questioning  of  ea(‘h 
patient  and  an  examination  of  their  nasal 
mucosa  were  performed  at  each  visit.  The 
do.sage  varied  from  one  to  four  tablets  daily. 
Either  a 1-mg.  or  a 2-mg.  tablet  was  rec- 
ommended to  be  taken  as  needed.  Twenty- 
five  of  these  patients  recei\'ed  a 3-mg.  tablet 
which  permits  a slow  i)rolonged  release  of 
the  medication  twice  daily  (Lontabs). 
Patients  kept  records  as  to  the  lime  of 
action,  the  duration  of  action,  the  effective- 
ne.ss,  and  the  side-effects  which  might,  be 
encountered.  The  ages  of  these  patients 
varied  from  eight  to  sixty-one  years.  There 
were  57  males  and  70  females. 

Results. — Ninety  patients  with  .seasonal 
allergic  rhinitis  were  given  dimethpyrindene. 
I'orty-two,  or  4(i  per  cent,  of  the  patients 
had  good  or  excellent  relief,  and  18  of  the 
42  patients  suffering  from  perennial  allergic 
rhinitis  were  benefiti'd  (Table  I). 

Twenty-two  of  the  133  patients  had  some 
side-effects  from  dimethpyrindene.  The 
most,  prominent,  side-effect,  as  with  most 
antihistamines,  was  drow.siness  (Table  IJ). 
The  average  time  of  action  was  twenty 
minutes,  and  the  duration  of  effectiveness 
was  approximately  six  hours  for  the  un- 
coated tablet. 


TABLE  I. — Results  to  Patients  Treated  with 

1 )IMETHPYRINDENE 


Number 

of 

—Results • 

Condition  Patients 

Good 

Fair  Poor 

Perennial  allergic 

rhinitis  42 

18 

1 23 

Seasonal  allergic 

rhinitis  00 

42 

13  3.5 

Urticaria  1 

1 

Total  143 

T.4BLE  II. — Side-Effects 

OF 

22  OUT  OF  133 

Patients  Treated  with 

Dimethpyrindene 

Number  of 

Side-Effects 

Patients 

Drowsiness 

15 

Dizziness 

2 

Nausea 

1 

Diarrhea 

1 

.\bdominal  pain 

1 

Drv  mouth 

2 

Irritability 

1 

Numbness  of  faci; 

1 

Total 

24 

In  a recent  report  of  the  Committee  on 
New  Drugs  of  the  American  Academy  of 
Allergy,*  it  was  .shown  that  of  230  ca.ses  with 
allergic  rhinitis,  128  showed  beneficial  relief. 
This  figure  of  55.0  per  cent  compares  with 
our  group  of  only  45  per  cent  of  patients 
who  obtained  .satisfactory  results.  In  both 
the  C'ommit tee’s  study  and  our  findings  a 
greater  percentage'  of  patients  with  .seasonal 
all(G-gic  rhinitis  wei'e  helped  by  dimeth- 
pyrindene than  were  the  patients  who  had 
perennial  symptoms. 

The  Committee  reported  only  18  of  242 
patients  with  side-effects,  whereas  Ave  had 
22  of  133  patients  so  afflicted. 

It.  is  interesting  to  note  that  the  3-mg. 
tablet  which  permits  a slow  prolonged 
release  of  the  medication  twice  daily  was  at 
least  as  effective  as  the  plain  tablet  and  was 
longer  lasting.  Of  the  25  patients  who 
received  this  medication  none  had  sitle- 
('ffl'ctS. 

'riii*  relative  etfect  iveiu'ss  of  dinieth- 
jiyrindene  compared  with  ottu'r  “older 
ant  ihi.st  amines”  showed  that  14  ol  22 
patients  felt  that  the  older  antihi.stamines 
were  bettei',  (i  found  the  new  compound  and 
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Fig.  2.  ('hemiciil  structure  of  methdilazine  hydro- 
chloride. 

older  aiitihistiimiiies  equally  effective,  and 
only  2 claimed  that  dimethpyrindene  was 
superior. 

Summary. — Dimethpyrindene  is  an  effec- 
tive antihistaminic  drug  with  relatively 
few  side-effects.  When  used  in  the  form 
of  a lontah,  it  is  of  long  duration  and  pro- 
duces fewer  untoward  reactions.  However, 
it  is  apparently  no  more  effective  than  other 
commonly  prescribed  antihistamines. 

Methdil.\zixe  Hydkochloride. — Chem- 
ically designated  as  10  ( 1 -methyl -8-pyr- 
rolidyl  methyl)  phenothiazine  hydrochloride, 
the  chemical  structure  of  methdilazine 
hydrochloride  is  illustrated  in  Figure  2. 

This  investigation  was  set  up  as  a double- 
blind  study.  There  were  si.x  preparations 
supplied  I)}'-  the  pharmaceutical  company, 
lalielled  A through  !■'.  Capsules  A,  B,  and 
C’  were  of  the  same  size  and  color,  and  cap- 
sules 1),  F,  and  F,  also  of  the  same  color  but 
slightly  larger,  were  used  in  these  clinical 
trials.  Neither  tin*  physician  nor  tlu' 
patient  knew  what  was  in  each  capsuh*. 
The  patients  were  given  just  enough  medica- 
tion until  their  next  visit,  usually  from  one  to 
two  weeks.  The  effectiveness,  time  and 
duration  of  action,  and  clinical  effectiveness 
were  reported  at  each  session.  The  patient 
was  then  given  a different  lettered  capsule. 
We  tried  to  give  each  of  the  six  compounds 
to  each  patient. 

Results. — The  results  of  this  stud,y  are 
listed  in  Table  IlF  Compound  B,  which 
proved  to  be  8-mg.  capsules  of  methdilazine 
hydrochloride,  gave  satisfactory  relief  in 
81  of  ;)9  patients  (52  per  cent),  whereas  com- 
pound A (4  mg.  of  methdilazine  hydro- 
chloride) was  beneficial  in  85  of  75  patients 
(45  per  cent).  Compound  was  the  4-mg. 


TABLE  TIL — Results  of  a Study  Using  Meth- 
DiLAZiNE  Hydrochloride 


Number 

of 

Drug  Patients 

Excellent 

Good 

Fair 

Poor 

A 75 

3 

32 

10 

30 

B 59 

4 

27 

12 

16 

C 29 

7 

4 

18 

I)  15 

3 

2 

10 

i:  25 

12 

6 

7 

F 22 

5 

8 

5 

4 

Litiuul  5 

1 

1 

3 

TABLE  IV. — Side-Effects  of  Patients  Treated 
WITH  Methdilazine  Hydrochloride 


Drug 

Number 

of 

Patients 

Number  of  Cases 
with  Side-Effects 

A 

75 

10  (drowsiness — 4,  dizziness, 
nausea,  dry  mouth,  light- 
headedness, rash,  headache — 
1 each) 

B 

59 

8 (drowsiness- — 5,  dry  mouth — 2, 
diarrhea — 1) 

C 

29 

1 (restlessness) 

1) 

15 

0 

10 

25 

4 (dizzine.ss — 1,  drowsine.s.s — 2, 

headaclu' — 1 ) 

F 

22 

2 (tlrowsine.ss — 2) 

placebo  capsule,  yet  7 of  29  patients  (24  per 
cent)  claimed  benefits.  Three  of  15  patients 
(20  per  cent)  repoi'ted  relief  from  the  8-mg. 
placelio.  This  confirms  the  ob.servations  of 
several  investigators  as  to  the  effectiveness 
of  plaeelx)  therapy  and  the  need  for  doubh'- 
blind  studies  where  possilile.  Capsules  F 
and  F were  4 mg.  and  8 mg.  of  chlorpro- 
phenpyridamine  maleate  (CTIor-Trimeton), 
and  48  per  cent  and  59  per  cent  re.spectively 
responded  fa\'orably.  The  side-effects  of 
these  capsules  are  li.sted  in  Table  IV.  Once 
again,  one  notices  that  drowsine.ss  is  the 
most  t roulilesome  of  the  side-effects. 

The  Committee  on  New  Drugs  of  the 
American  Academy  of  Allergy ‘ also  studied 
the  clinical  effectiveness  of  methdilazine 
hydrochloride  in  4 mg.  and  8 mg.  doses. 
They  reported  that  08  per  cent  of  470 
patients  with  allergic  rhinitis  obtained 
satisfactory  results  with  the  4 mg.  dosage, 
and  72  per  cent  of  50  patients  obtained 
satisfactory  results  with  the  8 mg.  dosage. 
These  results  showed  much  better  efficacy 
than  we  obtained.  The  incidence  of  side- 
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I'ui.  3.  Chemical  structure  of  trijjrolidinc  hydro- 
chloride. 


olTects  ill  botli  studies  was  essentially  the 
same. 

Twenty-eight  patients  received  both 
methdilazine  hydrochloride  and  chlorpro- 
jihenpyridamine  maleate  at  different  times. 
Eleven  of  these  patients  felt  that  the  chlor- 
prophenpyridamine  maleate  was  more  effec- 
tive, 6 claimed  that  methdilazine  hydro- 
chloride was  superior,  and  the  balance,  11, 
found  no  significant  difference  in  the  two 
compounds. 

Summary. — iNIethdilazine  hydrochloride 
in  the  8-mg.  dosage  is  an  effective  anti- 
histamine and  is  approximately  as  bene- 
ficial as  the  4-and  8-mg.  chlorprophenpyrida- 
mine  maleate.  Methdilazine  hydrochloride 
also  had  a relatively  low  incidence  of  side- 
effects. 

Thipholidine  Hydhochloride,  Pseu- 

DOEPHEDKIN’E  HyDHOCHLOKIDE,  AND  A 
CoMBIN.\TION  OF  A.V  ANTIHISTAMINE 
AND  AN  hhniEDHINE-LIKE  COMPOUND. — Six 
different  combinations  of  drugs  labelled 
A through  E,  of  identical  size,  color,  and 
shape,  were  suiiplied  for  a double-blind 
study.  These  talilets  contained  either  an 
antihistamine,  triprolidine  hydrochloride 
( Actidil)  trails  - 1 - (4  - methylphenyl)  - 1 - (2  - 
pyridyl)  - 3 - pyrrolidinojirop  - 1 - enc  hydro- 
chloride, the  chemical  structure  of  Avhich 
is  slunvn  in  Idgure  3,  in  either  2.5  mg.  or 
5 mg.  alone  or  in  combination  with  pseu- 
doephedrine  hydrochloride  (Sudafed),  or 
the  pseudoi'phedrine  hydrochloride  alone  in 
GO  mg.  tablets,  and  a placebo. 

Again  the  same  methods  as  were  used  in 
studying  the  other  drugs  were  us(>d.  Th(‘ 
code  was  not  broken  until  the  comjiletion 
of  our  studies.  The  clinical  results  with 
these  various  compounds  are  listed  in  Table 
\'.  It  can  be  seen  quite  readily  that  tablet 
I)  was  the  placebo,  also  that  the  combination 
of  the  antihistamine  and  the  pseudoephed- 


T.\BLE  V. — Results  of  Trb.\tment  with  Tri- 
PRonDiNE  Hydrochloride,  1’seudoephedrine 
Hydrochloride,  and  a Combin.\tion  of  an  Anti- 
histamine AND  AN  EphEDRINE-LIKF:  COMPOUND 


Code 

Drug  (Mg.) 

N um- 
ber of 
Pa-  — 
tients  Good 

Results 

Fair 

Poor 

A 

B 

Triprolidine 

hydrochloride 

2.5 

Triprolidine 

hydrochloride 

2.5 

30  11 

5 

14 

Pseudoephedrine 

hydrochloride 

60 

35  18 

7 

10 

C 

Pseudoephedrine 

hydrochloride 

(it) 

21  3 

6 

12 

D 

Placebo 

23  3 

2 

18 

E 

F 

Triprolidine 

hydrochloride 

5.0 

Triprolidine 

hydrochloride 

5.0 

22  8 

5 

9 

Pseudoephedrine 

hydrochloride 

60 

28  15 

3 

10 

3'.\BLE  VI.^ — Duration  and  Time  of  Action  with 
Triprolidine  Hydrochloride,  Pseudoephedrine 
Hydrochloride,  and  a Combin.\tion  of  an 
Antihistamine  and  an  Ephedrine-like  Com- 
pound 


1 )rug 

(Mg.) 

I luration 
( Hours) 

Time 
( Minutes) 

Triprolidine  hydro- 
chloride 2 5 

.\ppro.\iiuatelj"  6 

Average  30 

Triprolidine  hydro- 
chloride 2 . 5 
Pseudoephedrine 
hydrochloride  60 

4 1/2 

20  to  25 

Pseudoeplu'drine 
hydrochloride  60 

4 1/2 

30 

Placebo 

5 

40 

Triiirolidine  hydro- 
chloride 5 0 

5 

50 

Triprolidine  hjalro- 
chloride  5.0 
P.scudoephedrine 
hydrochloride  60 

6 

30 

rine  gave  better  results  than  either  sub- 
stance alone.  J'  consisted  of  5 mg.  of  tri- 
prolidine hydrochloride  and  (iO  mg.  of  pseu- 
doi'phedrine  hydrochloride,  and  H had  thi' 
same  amount  of  pseudoephedrine  hydro- 
chloride but  only  2.5  mg.  of  triprolidine 
hydrochloride.  There  was  no  appreciable 
difference  in  time  of  action  or  duration  of 
action  of  these  various  combinations  (Table 
VI).  Approximately  1 of  eveiy  4 patients 
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TABLE  VII. — Side-E?'fects  of  Patients  Treated  with  Triprolidine  Hydrochloride,  Pseudo- 

EPHEDRINE  HYDROCHLORIDE,  AND  A COMBINATION  OF  AN  ANTIHISTAMINE  AND  AN  EpHEDRINE-LIKE  CoM- 


POUND 

Number  of 

Number 
of  Side- 

Type  of 

Drug  (Mg.) 

Patients 

Effects 

Side-Effects 

Triprolidine  hydrochloride  2 . .5 

30 

8 

1 enure.sis 
6 drowsiness 
1 nausea 

Triprolidine  hydrochloride  2.5 
Pseudoephedrine  hydrochloride  60 

35 

11 

8 drowsiness 
1 nausea 
1 irritabilitj- 
1 headache 

Psevuloephedritie  h3'drochloride  60 

21 

6 

3 drowsiness 
1 njuLsea 
1 insomnia 
1 headache 

Placebo 

23 

3 

3 drowsiness 

Triprolidine  hydrochloride  5.0 

22 

7 

6 drowsiness 
1 lightheadedness 

Triprolidine  hjMrochloride  5 . 0 
Pseudoephedrine  hydrochloride  60 

28 

7 

1 stimulated 
5 ilrowsiness 
1 lightheadedness 

..,/  \ II  CH.— CII2— OIL 

^ '\ /\  / \ 

C— N N—CIl, -21101 

/ \/  \ / 

\ / Cl  1-2 CIL 

Fio.  4.  Chomir'al  .structure  of  honiochlorcvclizine. 


had  some  mild  side-effects  (Table  VII). 

Nummary. — Triprolidine  hydrochloride  in 
either  the  2.5-mg.  or  5-mg.  dosage  alone  was 
not  as  active  as  dimethpyrindene  or  methdi- 
lazine  hydrochloride.  However,  when  com- 
bined with  60  mg.  of  pseudoephedrine  hydro- 
chloride triprolidine  hydrochloride  is  at  least 
as  beneficial  as  the  other  antihistamines  de- 
scribed. This  combination  of  triprolidine 
hydrochloride  and  pseudoephedrine  hydro- 
chloride frequently  relieved  nasal  occlusion 
better  than  the  antihistamine  alone.  The 
synergetic  action  of  ephedrine  with  anti- 
histamine had  been  reported  by  one  of  the 
authors  many  years  ago.- 

HomochIjOucyclizixe. — The  chemical 

name  of  the  antiserotonin  compound,  homo- 
chlorcyclizine,  is  N-p-chlorobenzylhydryl- 
N'-methylhomopiperazine  dihydrochloride. 
The  structural  chemical  formula  is  illus- 
ti’ated  in  Figure  4.  This  compound  was 
supplied  in  25-  and  50-mg.  tablets  to  be 
u.sed  for  clinical  evaluation  in  patients  who 
had  bi'onchial  asthma.  It  has  been  shown 


that  sei’otonin  is  one  of  the  chemical  medi- 
ators liberated  by  the  mast  cells  in  animal 
anaphylaxis. The  possibility  that  sei-otonin 
may  play  a role  in  human  hypersensitivity 
has  been  suspected  but  never  proved. 

Patients  with  bi-onchial  asthma  ranging 
in  age  from  four  to  sixty  years  were  given 
from  25  to  50  mg.  of  homochlorcyclizine 
from  one  to  four  times  daily  for  several 
Aveeks.  The  clinical  effectiveness  and  tlu' 
side-effects  Avei’e  recoi'ded  each  week,  and  the 
results  obtained  wei’e  compared  to  other' 
bronchodilating  drugs  usually  used  for  the 
symptomatic  r-elief  of  asthma.  The  results 
and  side-effects  of  this  preliminary  screening 
test  are  listed  in  Table  VIII. 

I'isherman  ct  alA  reported  on  their  results 
using  homochlorcyclizine.  They  (toncluded 
that  tiornochlorcyclizine  is  useful  in  certain 
types  of  asthma  and  aller'gic  cough  (better 
in  children),  but  it  is  not  effective  in  the 
presence  of  infection.  They  postulated 
that  the  action  of  homochlorcyclizine  may 
act  as  an  antagonist  against  the  sloAv-re- 
acting  substance.  However-,  they  r-epor-ted 
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'I'ABIyE  — Kesi'lts  of  Treatment  of  2!) 
1’atients  w ith  Homochlorcyclizine 


Re.su  Its 

Number  of 
Patients 

(rood 

8 

Fair 

4 

Poor 

17 

.'Side-EtTeets 

\aus(‘a  and  (Muesis 

2 

Insomnia 

1 

.\nore.\ia  ) 

Fre(|uenev  j- 

1 

Irritability  J 

1 trowsiness  1 

1 

Stiffness  of  legs  J 

Anorexia 

1 

Dizziness 

1 

that  between  20  to  25  per  cent  of  the  patients 
did  hav^e  side-effects,  namely,  sedation  and 
f^astrointestinal  disturbances. 

At  the  present  time  another  auf^mented 
study,  using  the  doul)le-t)lind  technic  witli  a 
placebo,  is  under  way. 

Siimmarj). — Homochlorcyclizine,  a prod- 
uct with  antiserotonin  properties,  gave 
rather  disappointing  results  in  our  hands 
in  symptomatic  relief  of  our  small  group  of 
29  asthmatic  patients. 

Ephedkixe. — An  ion  exchange  resin 
of  ephedrine  was  supplied  for  the  clinical 
evaluation  of  immediate  and  prolonged 
relief  of  bronchial  asthma.  This  material 
was  given  in  capsule  form  every  twelve 
hours  as  necessary  to  patients  with  severe 
asthma.  Each  capsule  contained  50  or 
75  mg.  of  ephedrine  resin  complex,  of  which 
14  and  21  mg.  respectively  of  ephedrine  base 
was  utilizable  in  the  first  hour.  (This  com- 
j)ares  to  19.25  mg.  of  free  ephedrine  utiliz- 
able from  a Tedral  tablet  in  the  same  length 
of  time.)  The  rest  of  the  ephedrine  was 
released  slowly  in  gradually  decreasing 
amounts  over  a three-hour  period.  In  addi- 
tion to  the  ephedrine  resin,  the  capsule  con- 
tained 50  mg.  of  tuazole  (2-methyl-5-or- 
thotolyl  (luinazolone)  which  is  a calmative 
agent  to  allay  the  usual  sympathomimetic 
.stimulation  obtained  from  ephedrine. 

Most  of  the  patients  who  were  given  this 
material  were  severe  asthmatic  patients,  and 
many  of  them  were  on  .steroid  therapy. 
I'iphedrine  was  beneficial  and  of  long  dura- 


T.\BJjE  IX. — Side-Effects  of  31  Patients 
Treated  with  Erhedrine 


Results 

Number  of 
Patients 

Excellent 

1 

Good 

12 

Poor 

18 

!side-Effects 

.\stlima  wor.se 

1 

Nausea 

2 

Shakiness 

1 

Insomnia 

1 

Urinary  difliculty 

1 

tion  in  13  of  these  31  difficult  cases.  Xine 
of  the.se  13  patients  claimed  much  better 
and  prolonged  relief  than  when  they  were 
receiAung  other  ephedrine  compounds  (Table 
IX). 

Recently,  Friedlaender'’  reported  on  the 
clinical  effect iv'eness  of  this  material.  He 
observed  that  75  per  cent  of  his  92  patients 
were  benefited.  However,  the  type  of 
asthmatic  patient  given  this  treatment  was 
not  stated.  Apparently  our  disc'repancy 
in  results  could  well  have  been  our  choice  of 
“hard-core”  patients.  Twenty-two  of  their 
92  patients  (24  per  cent)  had  side-effects  as 
compared  with  (i  of  31  (20  per  cent)  of  our 
cases  studied. 

Summary. — Ephedrine  is  an  effective 
oral  bronchodilator.  The  usual  side-effects 
of  sympathomimetic  .stimulation  are  evi- 
denced, particularly  with  in.somnia  and 
urinary  difficulty. 

Theophyllixe. — Theophylline,  consist- 
ing of  74.(58  per  cent  of  anh}^dros  theo- 
phylline and  35.32  per  cent  of  monoeth- 
anolomine,  was  supplied  for  a double-blind 
study  in  pla.stic  flexible  containers  with  a 
1.5-inch  nozzle  to  be  used  rectally.  Eour 
preparations  labelled  A,  B,  C,  and  D were 
furnished.  A and  B each  contained  37  ml. 
of  fluid  for  adults.  A contained  0.5  Gm. 
of  the  medication,  and  B contained  only 
water  which  .served  as  the  placebo.  C and 
1)  contained  2.5  Gm.  per  18  ml.  of  medica- 
tion and  water  re.spectively  for  use  in  chil- 
dren. Patients  were  giAen  either  A or  B 
for  a period  of  two  weeks,  then  switched  to 
the  other  medication.  Thej'^  were  also 
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TABLE  X. — Results  of  Patients  Treated  with  Theophylline 


Medication  Used 

Number  of 
Patients 

Per  Cent 
Improved 
(Excellent 
or  Good) 

Excellent 

- — Response 

Good  Fair 

Poor 

Theophylline  A or  0 

93 

70 

24 

41  11 

17 

Theophylline  B or  1 ) 

37 

43 

.') 

1 1 3 

18 

Suppositories 

(U 

tu 

1 1 

2S  8 

14 

TABl.E  XI.  Comparative  Results  in  the 
Same  Patients  Treated  with  Theophylline 


Number 

of 

Patients 

Theo- 

phyl- 

line 

A 

Theo- 

Iihyl- 

line 

B 

Sujijio.si-  Same 
tories  Results 

GO 

31 

17  12 

35 

17 

1 

17 

28 

3 

13  12 

TABLE  XII 
Patients 

. — Number  of  Side-Effects  of 
Treated  with  Tmeophylline 

.Medication 

Number 

of 

Patients 
Number  with 
of  Side- 

Per 

cent 

with 

Side- 

Number 

of 

Side- 

Used 

Patients  Effects 

Effect! 

s Effects 

A 

78  24 

30 

34 

B 

32  3 

10 

4 

C 

15  4 

27 

8 

Suppositories 

61  12 

20 

12 

given,  at  other  intervals,  aminophylline 
suppositories.  The  time,  the  duration 
of  action,  and  the  side-effects  for  each  medi- 
cation were  recorded. 

Ninety-three  asthmatic  patients,  from 
three  to  seventy  years  of  age,  were  treated. 
The  results  of  these  studies  are  listed  in 
Table  X. 

Results. — The  interesting  finding  was  that 
43  per  cent  of  the  patients  claimed  benefits 
from  the  tap  water  instilled  rectally.  Com- 
parison of  solution  A (theophylline)  and 
suppositories  in  the  same  patients  and 
placebo  therapy  with  each  of  these  medica- 
tions is  shown  in  Table  XI. 

Of  the  60  patients  who  received  theo- 
phylline and  aminophylline  suppositories 
at  different  times,  31  claimed  more  relief 
with  theophylline,  and  17  felt  better  after 
using  the  suppositories.  There  was  no 
choice  in  12  patients.  In  Comparing  the 
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'IWBLE  X1I1.  ~ Types  of  Side-IOffeuts  in 
Patients  Treated  with  Theophylline 


Side-Effects 

Theophylline 
AB  C 

Supposi- 

tories 

Nausea 

11  2 2 

1 

.Abdominal  pain 
and  gastro- 
intestinal dis- 
turbance 

7 ...  ... 

1 

Rectal  irritation 

4 

10 

Emesis 

4 ...  2 

1 liarrhea 

3 

Palpitation  and 
jitters 

3 . . 2 

1 Irowsiness 

1 . , 1 

Warmth  and 
faintness 

I 1 1 

Drv  mouth 

1 

Difficult  to  retain 

11  ...  1 

5 

Totals 

45  4 9 

17 

results  between  theophylline  and  the 
placebo,  it  is  interesting  to  note  that  ap- 
proximately half  the  patients  observed  no 
difference  in  action  and  1 patient  even  felt 
better  with  the  placebo  than  when  recei^dng 
the  theophylline  preparation.  Roughly,  the 
same  comparison  is  noted  between  the 
aminophylline  suppository  and  the  placebo. 
The  incidence  of  side-effects,  as  demon- 
.st rated  in  Table  XII,  revealed  that  10  per 
cent  of  the  patients  on  placebo  therapy 
re.sponded  adversely,  and  there  were  more 
reactions  to  the  theophylline  than  to  the 
suppositories.  The  t}'^pes  of  side-effects  are 
indicated  in  Table  XIII  for  each  of  the 
medications  employed  in  this  study.  The 
predominant  ill-effects  from  the  theophylline 
consisted  of  nau.sea  and  abdominal  pain  as 
well  as  difficulty  in  retaining  the  solution. 
The  primary  difficulty  with  the  suppositories 
was  rectal  irritation  which  was  not  so  pre-\m- 
lent  with  the  liquid  solution.  The  time  of 
action  was  quicker  with  the  litpiid  material 
than  the  suppositories,  but  not  as  long  in 
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D-Isomer 


L-Isomer 


Potassium 
penicillin  V 


^ Phenethicillin 
potassium 


Fig.  5.  Chemical  structure  of  phenethicillin  potassium. 


duration. 

Nummary. — Theophylline  is  an  effective 
medication  in  the  relief  of  bronchial  asthma. 
Esthethically  it  is  more  acceptable  and  is 
quicker  in  action  than  the  aminophylline 
suppositories.  Also,  it  does  not  produce 
rectal  irritation.  However,  it  is  more 
difficult  to  retain,  causes  more  nausea,  and 
does  not  give  as  long  a duration  of  relief. 

Phenethicillin  Potassium. — Phenethi- 
cillin potassium,  a new  type  of  penicillin,  is 
prepared  by  the  addition  of  a chemical  side 
chain  O-CH3  to  the  basic  chemical  com- 
pound (Fig.  5).  The  drug  is  reported  to 
have  a rapid  absorption  and  to  build  up  a 
high  blood  penicillin  level  in  a short  time. 

Phenethicillin  potassium  was  given  to  28 
allergic  patients  who  had  developed  either 
tonsillitis,  pharyngitis,  sinusitis,  or  bron- 
chitis superimposed  on  their  bronchial 
asthma  or  allergic  rhinitis.  The  dosage 
given  was  250  mg.  (one  tablet)  four  times  a 
day  for  from  five  to  .seven  days.  Although 
the  purpo.se  of  this  study  was  to  determine 
the  allergenicity  of  this  material,  it  was 
noted  that  the.se  patients  all  responded 
favorably  as  far  as  the  infection  was  con- 
cerned. Two  patients  had  to  stoii  the  drug 
after  the  first  dose,  for  this  medication 
caused  .severe  asthma.  No  effort  was  made 
to  establish  its  antibiotic  activity  with 
cultures  pre  and  post,  blood  levels,  and  .so 
forth.  Of  5 patients  who  previously  had 


allergic  reactions  to  penicillin,  3 were  able 
to  take  phenethicillin  potassium  without 
any  allergic  reactions.  However  a total  of 
5 of  the  28  allergic  patients  did  have  reac- 
tions to  this  drug.  These  reactions  con- 
sisted ot  urticaria,  serum  sickness-like  re- 
actions, erythemas,  and  pruritis  of  the 
palms  and  soles. 

Summary. — Phenethicillin  potassium  is 
reported  to  be  a very  effective  antibiotic. 
However,  despite  its  change  in  structure 
from  the  old  type  of  penicillin,  allergic 
reactions  do  occur  even  in  some  patients 
who  previously  were  able  to  tolerate  other 
forms  of  penicillin.  We  do  have  laboratory 
evidence  that  this  new  type  of  penicillin 
can  inhibit  the  hemagglutination  of  peni- 
cillinized  red  blood  cells  when  mixed  with 
the  serum  of  a patient  sensitive  to  penicillin. 

lODOCHLOIlHYDROXYQUIN,  HYDROCORTI- 
SONE, AND  TrIPELENNAMINE  HYDROCHLO- 
RIDE.— Three  different  combinations  of  io- 
dochlorhydroxyiiuin,  hjnlrocortisone,  and 
tripelennamine  hydrochloride  were  supplied 
for  a double-blind  study.  They  were 
labelled  A,  B,  and  C.  Ointment  A con- 
sisted of  3 per  cent  iodochlorhydroxyciuin 
and  1 per  cent  hydrocortisone  cream;  H 
consisted  of  3 per  cent  iodochlorhydroxy- 
(piin,  2 per  cent  tripelennamine  hydrochlo- 
ride, and  1 per  cent  hydrocorti.sone  cream; 
and  C (consisted  of  2 per  cent  tripelennamine 
hydrochloiide  and  1 per  cent  hydrocortisone 
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TABIjE  XIV. — Resclts  of  P.\tients  Treated  with  Hydrocortisone,  Iodocheorhydroxyquin,  and 

'1'ripelennamine  Hydrochloride 


Q ^ 

Re.su  Its 

C’oMtiiet 

.\topie 

C'ontiiet  Atopic 

CJontact 

.\topic 

( !()()( 1 

1 

17 

(')  1 1 

1 

!) 

F‘'air 

2 

() 

1 

Poor 

1 

2 

2 

5 

Totals 

2 

22 

8 22 

;i 

15 

cream.  All  of  these  mixtures  were  made 
up  in  the  same  base  which  consisted  of 
sterol  alcohol,  yellow  petrolatum,  sodium 
lactate  sulphate,  olyceryl  moiiosterate,  glyc- 
erin, and  water. 

I’atients  with  atopic  eczema  oi'  contact 
(kuTiiatitis  were  given  one  of  these  (com- 
pounds to  apply  locally  two  to  three  times 
daily.  After  one  week  they  returned,  and 
the  effectiveness  of  the  topical  medication 
and  the  side-effects  were  noted.  Every 
patient  was  given  each  of  the  other  two 
medications  on  subsequent  visits,  and  the 
therapeutic  results  were  recorded.  These 
materials  were  administered  to  43  patients 
from  ages  three  to  sixty.  The  results  are  re- 
corded in  Table  XIV. 

Results. — Ointments  B and  C,  each  of 
which  contained  tripelennamine  hydrochlo- 
ride and  hydrocortisone  cream,  caused  a 
stinging  or  burning  sensation,  particularly 
when  applied  to  “open”  lesions.  However, 
both  of  these  compounds  were  very  effective 
in  the  relief  of  symptoms  of  poison  ivy. 
It  could  be  assumed,  therefore,  that  the 
tripelennamine  hydrochloride  produces  the 
burning  sensation  and  also  augments  the 
hydrocortisone  in  relief.  Two  atopic  eczema 
patients  of  the  older  age  groups  (from  eight- 
een to  twenty-one  years  of  age)  complained 
of  a marked  drying  of  the  skin  with  these 
ointments.  The  iodochlorhydroxyquin 
caused  a yellow  staining  of  the  skin,  which, 
although  temporary,  was  upsetting  to  the 
patients  (particularly  to  a teenager).  Also, 
the  addition  of  iodochlorhydroxyciuin  had 
no  particular  benefit  in  those  lesions  without 
intection. 

Nine  patK  uved  all  three  jiroducts 

January 
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at  different  times.  Five  patients  claimed 
the  most  benefit  from  the  A ointment,  which 
contained  iodochlorhydroxyquin  and  hydro- 
cortisone. Two  patients  felt  that  the  C 
ointment  (tripelennamine  hydrochloride  and 
hydrocortisone)  was  best.  One  patient 
thought  that  the  B ointment,  the  combina- 
tion of  all  thn'e  materials,  was  the  most 

T.\BLE  XV. — Comparative  Results  of  Patients 
Treated  with  Hydrocortisone,  Iodochlor- 
iiydroxyquin,  and  Tripelennamine  Hydro- 
chloride 


Number 
Medication  of 
U.sed  Patients 

Equal 

A 

B 

C 

9 

5 

1 

2 

1 

A and  C 8 

2 

1 

A and  B 2 

2 

B and  C 1 

1 

effective.  One  patient  found  all  thiee  oint- 
ments of  ecpial  value  (Table  XV). 

Nummary. — Hydrocortisone,  in  combina- 
tion with  tripelennamine  hydrochloride,  is 
very  effective  when  applied  locally  in  both 
contact  dermatitis  and  atopic  dermatitis. 
However,  burning  and  drying  of  the  skin 
was  noted  in  several  patients.  Unfortu- 
nately, as  further  controls,  these  patients 
should  have  had  each  of  these  materials 
alone  and  a placebo  of  the  base  onl\’. 
Nevertheless,  the  combination  of  iodochlor- 
hydroxyquin, hydrocortisone,  and  tripelen- 
namine hydrochloride  gave  particularly 
marked  beneficial  lelief  in  b of  8 patients 
with  poison  ivy. 
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Conclusion 

II  is  interesting  to  note  the  response  that 
patients  have  to  placebo  therapy,  both  as 
to  relief  of  symptoms  and  to  side-effects. 
Approximately  25  per  cent  of  patients  on 
the  methdilazine  hydrochloride  (Tacaryl) 
])lacebo  clainn'd  a reli('f  of  symptoms,  dliir- 
1e('n  pel'  cent  of  the  jiatients  on  the  combina- 
tion of  an  antihistamine  and  an  ephedrine- 
like  compound  (Actifed)  study  stated  they 
felt  better  on  the  placebo  tablets,  and  the 
same  number  reported  side-effects.  Forty- 
three  per  cent  of  patients  obtained  good 
results  from  rectal  placebo  therapy  and  10 
per  cent  developed  side-effects  when  water 
was  instilled  rectally. 

'There  should  be  a constant  search  for 
new  remedies  which  have  fewer  ill  effects 
and  more  specific  actions.  Nevertheless, 
these  medications,  at  best,  are  only  symp- 
tomatic measures,  and  our  ultimate  goal  is 
still  the  determination  and  elimination  of  the 
etiologic  agents. 
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Discussion 

Harry  Markow,  M.D.,  Brooklyn,  Neiv  York. — 
The  authors  are  to  he  congratulated  on  the 
magnitude  of  their  undertaking  and  on  the 
excellence  f)f  their  presentation.  It  is  agreed 
that  a grt'at  numlter  of  new  drugs  are  introduced 
and  (waluated  .yearly  to  take  the  place  of  drugs 
which  have  become  obsolet(>.  From  an  editorial 
appearing  in  Medical  Science  I quote:  “Olxsoles- 
ctmee  of  drugs,  in  contradistinction  to  that  of 
automol)iles,  clothing,  and  so  forth,  is  desirable 
becausf'  it  is  based  almost  entirely  on  improve- 


ment of  products.  On  tlie  other  hand,  a few 
drugs  become  obsolete'  because  prolongi'd  use- 
.^■ie]ds  undesirable  side-effects  and  the}-  are* 
therefore  withdrawn  from  circulation.  Obsoles- 
cence is  a necessarv  consequence  of  drug  research, 
much  of  which  is  conducted  bv  the  very  ]3har- 
maceutical  firms  whose  products  are  thusly 
w ithdr.'iwn  from  thi'  markt't.”* 

.01  new  drugs  undeigo  clinical  ('valuation  as 
W('ll  as  ])harmacologic  .stud.v  before'  be'ing  dis- 
tributed to  the  medical  profession  for  clinical  use. 
There  are  several  methods  of  drug  evaluation 
currentl.v  in  \'ogue.  ^^'ith  the  so-call('d  un- 
controlled method  there'  are  no  patient  controls, 
and  jiatients  ma,^•  report  favorabl}'  on  a e^lrug 
which  later  ma.v  prove  ineffective.  In  such 
instances  the  drug  ma.v  prove  disappointing 
clinicall.v,  falling  short  of  its  advertised  claims. 
Yet  such  uncontrolled  evaluation  of  drugs  has 
been  reporte'd  in  medical  literature'  for  ve'ars. 
Y’ith  the  controlled  or  double'-blind  method  of 
drug  evaluation  this  rare'lv  happens.  If  a drug 
relieves  a j)ati'mt  of  s.vmptoms  according  to  the 
patient’s  report,  and  if  this  occurs  in  a goodl.v 
number  of  patie'nts,  the  drug  is  recommended  as 
useful.  If,  however,  a jilacebo  is  used  at  the 
same  time  without  the  patient’s  awareness  as 
to  its  identity,  a more  accurate  report  may  be 
obtained.  If  we  go  one  step  further  and  have  the 
j3atient  alternate  this  drug  with  a ])lacebo  of 
similar  appearance  and  taste,  with  both  the' 
doctor  and  the  patient  being  unaware  of  the 
identity  of  e'ither,  a more  reliable  re'port  ma.v  be' 
obtaiiK'd  as  to  the  effectiveness  of  the  drug. 
However,  in  such  a stud.v  a percentage  of  patients 
will  report  relief  with  the  i)lacebo,  and  this  ma.v 
reach  the  fantastic  figure  of  40  per  cent.  In  such 
a stud.v  the  patient  acts  as  his  own  control. 
In  another  type  of  stud.v  a group  of  patients 
taking  a drug  ma.v  be  com])ared  with  anothe'r 
group  taking  the  ])lacebo.  The  double'-blind 
study  rules  out  |)lacebo  re'actors  and  .vields  ;i 
more'  ae'curate'  clinie'al  e'valuation  eef  drugs.  .Ml 
new  drugs  sheeidel  be  se>  e'valuated. 

My  own  e'xi)e'rience'  e-eeve'rs  the  stuel.v  e>f  heemo- 
chlorc.vclizine,  triprolieline'  hvelrochleeriele,  pse'uelee- 
eplu'drine  hydreechleeriele,  and  the  combination 
e)f  a histamine  anel  an  eirhedrine-like  e-ompounel. 
As  far  as  hyelrocortisone  pre'paratieens  are  con- 
cerneel,  1 have  founel  them  satisfae-teery  in  some 
allergic  elermatologic  conditions.  However,  I 

* ICditorial : Ob.solesoence  i>  Med.  Science'  7: 

235  (Feb.  25)  1960. 
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must  rojx'iit  wliat  has  boon  said  proviously. 
With  tlio  oxo('j)tion  of  oonditions  of  known 
otiolo}>y  such  as  ivy  dormatitis.  steroids  should 
1)0  used  only  when  all  other  modioations  fail, 
always  with  the  thought  of  soarohing  for,  finding, 
;ind  romo\  ing  the  oauso. 

■\I\'  own  oxporionoo  with  the  anti.s(‘rotonin 
ooinpound  has  not  boon  as  disappointing  as  has 
l)0(‘n  reported.  In  a doubk'-blind  study,  I found 
the  drug  very  useful  in  cases  of  chronic  asthma, 
chronic  bronchitis,  and  urticaria.  Patients  with 
acute  attacks  of  asthma  did  not  n'spond  to  this 
therapy.  The  drug  was  esi)(‘cially  u.seful  in  the 
treatment  of  cough  associat'd  with  asthma  and 
chronic  bronchitis,  but  it  did  not  influence  the 
cough  with  acute  infections.  Asthma  resi)ond(>d 
promi)tly  with  the  antiserotonin  compound,  and 
H'lief  persisterl  throughout  the  period  of  study 
during  acute  infections.  In  our  studj'  of  34 
ease's,  21  of  30  case's  e>f  asthma  sheewe'el  marke'el 
improve'me'iit,  anel  4 case's  e>f  urtie'aria  cleare'el 
rapielly.  Feeur  patients,  abeeut  12  per  ce'iit  of  the 
cases  stuelieel,  pre)veel  te>  be'  ])lae'ebo  reacteers. 
Siele'-re'iie'tie)ns  were'  rnilel  anel  tnuisitory  in  9 e)f 


the  34  cases,  anel  most  of  these  case's  were  luinelleel 
by  se'elation. 

d'riprolieline  hyelreee'hlorieh',  an  antihistamine  , 
jwe'paration,  p.se'ueleK'pheelrine  hyelrochloride,  and 
a combination  e>f  both  an  antihistamine  and  an 
ephe'elrine-Iike'  e'e)mpound  were'  stuelie'd  for  their 
e'ffe'e'ts  in  hiiy  IVve'r  ;inel  asthma.  He'sults  in 
asthmei  we're'  neet  impre'ssive',  be-ing  simihir  to  that 
e)f  eereliiiiiry  e'phe'elrine.  In  h;iy  fe've'r  the*  re'sults 
we're'  abeeut  as  ge>e)el  as  with  e)thei-  antihistiimine' 
elrugs.  'I'lie  best  of  the  preparations  jwove'el  te> 
be  the  syruj)  of  the  e'ombination  e>f  both  an  anti- 
histiunine  anel  e'phe'elrine'-like  e-eempeeunel  which 
gave  exceJk'nt  re'sults  in  the'  tre'atment  eef  pe'eliatric 
allergie's,  both  e'urative  anel  preephylae'tive.  A 
high  pe're'entiige  e)f  meethers  repeerte'el  excellent 
results  with  this  combination  of  ephedrine  and 
antihistamine  in  a variety  of  pe'diatrie-  allergy 
manifestatie)ns  inclueling  asthma,  e-eeugh  e>f 
broiK'hitis,  anel  nased  allergies.  I eigre'e'  thiit 
there  must  be  a .synergism  e)f  the  effe'e't  e>f  the'se 
elrugs.  Freem  the  re'peert  give'ii  us  toelay  they 
comi)are  faveerably  with  the  drugs  currently 
available. 
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The  Ingested  Foreign  Body 

(;K()UGK  N.  SCATCHARD,  M.D.,  DIANA  O.  DUSZA^NSKI,  M.D.,  RICHARD  \V.  MUNSCHAUER,  M.D., 
AND  Y.  RAMON  PEREZ,  M.D.,  BUFFALO,  NEW  YORK 

(From  ('hildren’f<  Hospital) 


^l^His  presentation  concerns  our  experi- 
ences  with  patients  who  have  ingested  a 
foreign  body.  These  experiences  are  the 
background  on  which  we  base  our  advice 
in  the  management  of  such  patients. 
Three  sources  of  information  enter  into  our 
conclusions:  a chance  fluoroscopic  observa- 
tion by  one  of  the  authors  (G.  N.  S.);  a 
review  of  bOO  cases  seen  at  Buffalo  Children’s 
Hospital,  and  a detailed  study  of  selected 
patients  who  had  unusual  delay  in  elimi- 
nating the  foreign  body  from  the  digestive 
tract. 

Fluoroscopic  Observation 

The  fluoroscopic  experience  came  about 
when  an  adult  male  was  seen  at  another 
hospital  by  one  of  the  authors  (G.  N.  S.). 
hliis  patient  came  to  the  emergency  room 
complaining  of  inability  to  swallow  and 
of  extreme  discomfort  following  the  in- 
aih'crtent  .swallowing,  in  one  piece,  of 
approximately  half  a hot  dog.  Attempts  at 
other  hospitals  to  do  contrast  x-ray  studies 
had  not  been  succe.s.sful  because  of  the  ex- 
treme discomfort  and  consequent  resistance 
on  the  part  of  the  patient.  At  this  time, 
however,  the  patient  was  per.suaded  to  take 
a small  amount  of  iodinated  oil,  and  under 
the  fluoroscopic  screen  it  was  .seen  that  as 
the  mass  was  surrounded  by  the  oil  it  dis- 
lodged and  slid  into  the  stomach.  The 
patient  was  then  relieved. 

d'his  experience  prompted  the  u.se  of  an 
oily  medium  to  dislodge  foreign  bodies  from 
the  esophagus  and  facilitate  i)a.ssage  into 
the  stomach.  Now,  with  few  excejitions,  we 
routinely  give  V2  to  1 ounce  of  mineral  oil 

Presented  at  the  154th  Annual  Meeting  of  the  Medi- 
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(American  oil,  liquid  petrolatum)  to  patients 
having  a foreign  body  lodged  in  the 
esophagus. 

Review  of  600  Charts 

A review  of  000  cases  .shows  that  the 
foreign  object  usually  is  found  in  any  one  of 
three  regions:  the  esophagus,  the  stomach, 
or  the  large  bowel.  Infreiiuently,  it  will  be 
found  ill  the  duodenum  and  lower  small 
bowel.  This  latter  occurrence  is  of  special 
con.sequence  in  our  experience  and  will  be 
dealt  with  in  detail  in  a luture  report;  thei’e- 
fore,  it  will  be  touched  on  only  in  general 
terms  here. 

Foreign  Bodies  in  the  Esophagu.s. — The 
usual  points  of  arre.st  for  foreign  bodies 
in  the  esophagus  are  the  cricopharyngeus, 
the  arch  of  the  aorta,  the  left  main  stem 
bronchus,  and  the  lower  portion  of  the 
esophagus,  just  above  the  diaphragm.  At 
present  we  belie\'e  that  in  such  ca.ses 
a swallow  of  an  oily  innocuous  material 
should  be  given  in  an  attempt  to  help  the 
foreign  body  pass  into  the  stomach.  The 
only  exception  to  this  policy  would  be  an 
open  safety  pin  or  similar  object  with  wide- 
spread points  at  the  level  of  the  cricopharyn- 
geus or  above. 

One  hundred  forty-four  patients  presented 
with  a foreign  body  in  the  esophagus. 
Ninety-eight  of  the  objects  were  in  the 
upper  one  thii'd  of  the  esophagus.  The 
majority  of  these  were  coins.  The  re- 
mainder consisted  of  six  open  .safety  pins, 
thi  •ee  (‘hicken  bones,  two  egg  shell  fragments, 
two  whi.stles,  and  one  of  each  of  the  following: 
straight  jiin,  tack,  jack,  bottle  cap,  toy  tin 
wheel,  paper  cli{),  fish  bone,  coconut  meat, 
and  tiddly-wink.  Mineral  oil  was  given  to 
7 of  these  patients,  d’wo  coins  and  one 
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whistle  passed  the  lull  length  of  the 
esophagus  and  into  the  stomach.  One 
patient  with  the  egg  shell  fragment  gagged 
and  vomited,  and  this  occasioned  the  dis- 
lodgement  and  ejection  of  the  fragment. 
1'he  other  patient  with  an  egg  shell  fragment 
was  given  barium,  and  the  fragment  passed 
into  the  stomach.  The  If  patients  unaffected 
by  the  oil  and  all  of  the  others  were  taken  to 
surgery. 

In  26  patients  the  foreign  body  had  lodged 
in  the  midesophagus.  Again,  most  of  the 
objects  were  coins,  plus  two  bus  tokens,  an 
open  safety  pin,  a marble,  a watch  fob  pistol, 
and  a .so-called  straight  pin  which  was  bent 
into  a U-shape.  Only  2 of  these  patients 
received  oil,  the  foreign  body  in  each  case 
having  been  a coin.  In  1 case  the  coin 
passed  into  the  patient’s  stomach.  The  rest 
of  the  patients  were  taken  to  surgery.  The 
patient  with  the  marble  in  the  midesophagus 
is  of  interest.  It  was  not  possible  to  grasp 
the  marble  with  forceps,  and  the  operator 
pushed  it  into  the  stomach.  The  surgeon  re- 
ported a narrowing  of  the  esophagus  at  the 
point  of  arrest,  without  evidence  of  inflamma- 
tion or  .scarring.  It  was  thought  that  this 
rc'presented  a slight  degree  of  congenital 
narrowing  of  the  esophagus  and  was  re- 
sponsible for  the  arrest  of  a smooth  and 
.spherical  object  at  this  level. 

Twenty  foreign  bodies  w'ere  seen  in  the 
lower  end  of  the  esophagus.  There  were 
twelve  coins,  three  open  safety  pins,  two 
bolts,  one  tack,  one  piece  of  meat,  and  one 
metal  hair  b.arrette.  Two  coins  and  the 
piece  of  meat  slid  into  the  stomach  after  the 
])atients  received  oil.  Two  coins  and  the 
two  bolts  were  removed  by  e.sophagoscopy. 
’’i  hree  open  safety  pins  and  one  thumb  tack 
were  pushed  into  the  stomach  with  the 
('iidoscope  and  were  out  of  the  alimentary 
tract  in  six  days.  The  charts  of  the  other 
patients  had  no  information  as  to  how  the 
objects  got  into  the  stomach.  (We  remem- 
ber gi\'ing  some  of  these  oil  but  in  the  glow'  of 
succe.ss  apparently  failed  to  record  the  in- 
formation.) Some  objects  dislodged  spon- 
taneously while  the  patients  w'ere  awaiting 


surgeiy,  and  no  note  was  entered. 

Foreign  Bodies  in  the  Stom.vch. — The 
vast  majority  of  foreign  bodies  when  first 
seen  already  are  in  the  stomach.  The  va- 
liety  is  almost  without  limit.  Every  hos- 
pital has  its  usual  collection,  with  coins 
heading  the  list  of  objects  most  encountered. 
Then  come  safety  pins,  bolts,  bobby  pins, 
straight  pins,  nails,  marbles,  tacks,  screws, 
rings,  buttons,  and  keys,  in  order  of  descend- 
ing frequency  of  occurrence.  Next  in  fre- 
()iiency  are  such  miscellaneous  items  as  hair 
barrettes,  paper  clips,  corsage  pins,  campaign 
luttons,  religious  medals,  lockets,  chain 
necklaces,  bits  of  glass,  beads,  .sewing 
needles,  ball  bearings,  bolts,  nuts,  small 
buckles,  small  w'histles,  dog  tag  hooks,  toy 
bells,  stones,  and  the  era.ser  ends  of  pencils. 
Then  of  course,  there  is  the  once-in-a-life- 
tinie  group;  the  coiled  spring,  the  Christ- 
mas tree  light  bulb,  toy  gun,  magnet,  small 
souvenir  metal  football,  crossbones  and 
skull,  toy  hammer  head,  plastic  pacifier  base, 
adenoid  curette  cro.sspiece,  and  four  22-long 
caliber  imexploded  cartridges.  (The  patient 
with  the  last-mentioned  items  w'as  handled 
very  gingerly  after  the  x-ray  film  was  seen.) 
A few  patients  had  simultaneously  two 
different  foreign  objects,  and  3 patients  each 
ingested  foreign  bodies  on  two  separate 
occasions. 

The  time  that  the  object  remains  in  the 
stomach  A'aries.  We  know'  that  in  some 
patients  the  time  is  only  a few  hours,  since 
the  delay  between  ingestion  and  x-ray 
examination  is  only  the  length  of  time  it 
takes  for  the  patient  to  get  to  the  place  of 
examination.  The  usual  time  for  pa.s.siug 
out  of  the  stomach  is  three  to  ten  days.  A 
few  cases  .show'  a delaj'  of  several  months. 
One  of  our  patients,  a se\'en-year-old  boy, 
swallowed  a 2o-cent  piece  in  April,  lie  was 
asymptomatic  and  was  .seen  in  our  depait- 
ment  sporadically  six  times  through  Septem- 
ler  of  the  same  year.  The  coin  was  still 
in  the  stomach.  We  did  not  see  him  again 
until  .lanuary,  at  which  time  the  coin  was 
gone,  but  then  there  was  a su.spender  snaji 
buckle  in  the  .stomach.  Another  case  of 
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interest  is  that  of  a small  child  with  several 
months  delay  in  passing  a small  coin  through 
the  pylorus.  A barium  study  shows  narrow- 
ing of  the  antrum. 

Foreign  Bodies  in  the  Duodenum. — In 
a small  number  of  eases  there  is  a dela}^  of 
progress  in  the  duodenum  for  two  or  three 
days.  Tavo  foreign  bodies  in  cases  seen  by 
ns  showed  longer  delay  at  this  site,  and  opera- 
tions were  performed.  One  case  was  that 
of  a bobby  pin  that  did  not  navigate  the  turn 
of  the  duodenal  sweep,  and  the  patient  began 
to  have  abdominal  pain.  There  was  a small 
perforation.  The  patient  recovered  nicely. 
The  other  object  was  a toy  car  axle  11  cm. 
long,  which  remained  in  exactly  the  same 
situation  for  seA^eral  days,  at  the  ligament  of 
Treitz,  without  showing  any  inclination  for 
the  least  amount  of  progress.  There  was  a 
small  perforation,  and  this  patient  also  did 
well  after  surgery. 

Foreign  Bodies  in  the  Sm.xll  Bowel. — 
Less  than  o per  cent  of  the  patients  had  a 
foreign  body  in  the  small  bowel  when  first 
examined.  Unless  there  is  an  abnormality, 
transit  through  this  portion  of  the  alimentary 
tract  is  (piite  rapid.  The  only  important 
thing  to  note  here  is  that  a rechcck  of  such 
patients  several  weeks  or  a month  later 
would  be  desirable  to  make  sure  that  the 
fori'ign  body  has  Ix'cn  eliminated.  We  have 
not.  had  any  instance  in  which  thei  i*  was  de- 
laj'^  of  an  oliject  at  the  ileocecal  valve. 

Foreign  Bodies  in  the  Large  Bowel.- 
Roughly  15  per  (tent  of  the  patients  with  a 
history  of  foreign  body  ingestion  show  the 
object  in  the  large  bowel.  Two  ])atients 
(tach  had  a shot  pc'lk't  in  the  apiiendix.  One 
had  a perforation  of  this  organ  Avith  a bobb}' 
pin.  These  patients  AA-ere  operat('d  on  and 
recovered.  One  other  complication  of  the 
large  boAvel  AAas  a perforation  of  the  rectum 
occasioiHtd  by  an  attempt  to  remove  a 
bobby  pin  Avith  the  finger. 

Method  of  Treat  men  t 

d'he  hospital  and  outpatient  charts  studi('d 
span  fourteen  years.  During  the  ('arly  jiart 
of  this  studied  period  most  of  the  patients 
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AA-ere  hospitalized  for  obseiwation.  A good 
number  AA’ere  kept  in  the  hospital  until  after 
the  foreign  body  had  been  passed.  There 
Avas  also  at  that  time  a good  deal  of  anxiety 
and  pressure  to  “do  something.”  Indica- 
tions for  surgical  interA'ention  AAere  not  AA’ell 
defined.  Latelj%  management  is  more  and 
more  on  an  outpatient  basis,  and  indications 
for  definitiA-e  procedures  are  better  under- 
stood. The  records  indicate  that  over  this 
fourteen-year  period  there  has  come  a realiza- 
tion that  left  alone,  the  vast  majority  of  the 
objects  AA-hich  haA'e  reached  the  stomach  AA'ill 
pass  all  the  AA-ay  spontaneously.  Acting  on 
this  premise,  A\'e  haA-e  encouraged  the  AA-ell- 
knoAvn  method  of  Avatchful  AA-aiting.  We  uoaa’ 
have  on  record  seA'eral  cases  in  AA'hich  open 
safety  pins,  large  and  small,  have  been  pa.ssed. 
Among  these  is  that  of  a nine-year-old  boy 
Avho  Avas  seen  Avith  a history  of  having  SAval- 
loAA'ed  a hat  pin  three  days  earlier.  On  the 
morning  of  the  clinic  visit  he  had  experienced 
pain  Avhile  straining  on  the  toilet.  The  x- 
ray  film  shoAved  that  the  hat  pin  Avas  3 inches 
long  and  lying  high  in  the  rectum.  The 
house  officer  donned  a gloA'e  and  AA-ent  after 
it.  The  pin  Avas  bejaind  reach,  and  1 ounce 
of  minei'al  oil  Avas  given.  The  patient  re- 
tunu'd  on  the  following  day  by  appointment 
to  r('|)ort  that  the  pin  had  Ix'cn  jiasscxl. 
Tlu'ic  A\as  no  pain  and  no  l)l('(‘ding  at  the 
tinu'  tin;  boAAcls  inoA’cd.  All  other  cases 
have  b(>en  kd't  strictly  alone,  and  so  far  Ave 
haA-e  had  no  cause  to  regret  this  course. 
Other  objects  such  as  straight  pins,  needles, 
coins,  and  keys  al.so  pass  nxidily,  Avith  feAV 
('xc(‘ptions.  There  are  1 1 such  exceptions  in 
oui'  series,  Avhich  Avill  be  the  subject  of  de- 
tailed study  in  a future  report. 

lHiisital  Delay  in  Transit 

In  general,  it  may  be  said  that  foreign 
bodies  that  do  not  folloAv  the  general  cour.se 
of  passage  through  the  digestiA'e  tract  tall 
into  three  categories.  One  group  shoAvs  per- 
foration of  the  esophagus  during  attempts 
at  removal,  d'his  general^-  presents  no 
probk'in,  since  the  (latient  ahvady  is  in  the 
hospital,  and  antibiotics  take  care  of  the 
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situation  very  well.  Only  one  such  case 
was  complicated  by  pneumothorax.  The 
patient  was  a seven-month-old  baby  with  an 
open  safety  pin  in  the  lower  esophagus. 
The  pin  eventually  passed  into  the  stomach, 
and  after  twenty-two  days  of  waiting  it  was 
decided  to  remove  it  surgically.  The  child 
recovered  nicely. 

A second  group  is  noted  in  which  the 
esophagus  has  been  perforated  some  time 
prior  to  the  patient’s  coming  to  the  hospital. 
We  have  had  three  such  cases.  One,  a 
twenty-one-month-old  female  with  a history 
of  coughing  and  wheezing  for  eight  months, 
presented  after  having  fallen  that  same 
day  and  becoming  dyspneic  and  cyanotic. 
.\  toy  tin  car  wheel  was  found  lodged  in  the 
soft  tissues  between  the  trachea  and  esoph- 
agus at  the  level  of  the  upper  third  of  the 
esophagus.  There  was  no  defecd  in  the 
mucosa,  and  exploration  showed  that  the 
obje(d-  was  tightly  bound  by  chronic  in- 
flammatory tissue.  Apparently,  the  object 
had  been  there  for  some  time. 

Anothei'  patient  was  seen  because  of  a 
chronic  cough,  and  examination  revealed  a 
coin  in  the  middle  third  of  the  esophagus. 
At  suigery  the  coin  was  seen  to  have  ei'oded 
tlui  wall  of  the  esophagus,  and  a good  por- 
tion of  it  was  surrounded  by  granular  tissue. 

The  third  of  theses  cases  is  that  of  an 
eight-month-old  female  with  a cough  of 
three  weeks  duration  and  fever  and  dyspnea 
of  four  days  duration.  This  child  had  an 
open  safety  pin  in  the  lower  third  of  the 
esophagus,  pneumonia,  and  mediastinitis. 
The  pin  was  pushed  into  the  stomach  and 
was  passed  in  the  stool  six  days  later.  The 
child  died  three  weeks  later  with  pericarditis 
and  abscess  formation  in  the  mediastinum. 

I’erforations  of  the  alimentaiy  tract  be- 
yond the  esophagus  already  have  been  dis- 
cussed : the  bobby  pin  in  the  rectum ; 
the  bobby  pin  that  failed  to  navigate  the 
duodenal  curve;  the  long,  straight  toy  car 
axle,  which  also  had  the  same  difficulty; 
and  the  bobby  pin  in  t he  appendix. 

The  third  group  of  cases  that  did  not 
follow  the  usual  course  of  passing  the  foreign 


object  out  the  alimentary  tract  was  charac- 
terized by  unusually  prolonged  delay  at  sites 
where  there  is  no  normal  anatomic  structure 
to  account  for  such  delay. 

The  marble  mentioned  earlier  (which 
lodged  in  the  midesophagus)  represents  a 
case  in  point,  where  we  can  explain  on  the 
grounds  of  anatomic  anomaly  an  unusual 
delay  in  the  passage  of  an  object  which, 
because  of  its  very  nature,  otherwise  would 
have  been  expected  to  pass  readily  into  the 
stomach. 

The  surgeon’s  report  in  this  case  did,  as 
mentioned  previously,  support  the  sup- 
position of  anatomic  anomaly. 

Three  other  cases  belong  in  this  group  in 
which  anatomic  anomaly  accounted  for  un- 
usual delay.  It  would  seem  apparent,  then, 
that  the  object  itself  often  can  be  the  clue 
to  an  underlying,  pre-existing  condition 
which  requires  correction. 

One  case  in  point  is  that  of  the  child 
mentioned  before  who  had  a coin  in  the 
stomach  for  some  months,  and  a narrowing 
of  the  antrum. 

Surgery  confirmed  the  impression,  and  the 
surgeon  reported  a deformity  of  the  antrum 
which  narrowed  and  elongated  the  pyloric 
canal. 

Another  patient  was  seen  because*  of 
anemia,  and  a religious  medal  was  seen  to 
ha\e  remained  in  the  lower  small  bowel  for 
some  months.  Because  this  object  ap- 
peared to  be  by-passed  by  barium,  it  was 
suggested  that  a double  lumen  was  present. 
At  surgery  a duplication  of  the  lower  small 
bowel  was  found,  which  accounted  for  the 
delay  in  passage  of  the  object  and  for  the 
anemia. 

Just  recently  we  saw  a patient  with  poor 
nutrition  and  anemia.  An  amorphous, 
metallic  object  was  seen  in  the  lower  small 
bowel  and  remained  in  the  same  area  for 
many  inonlhs.  .\gain,  I la*  suggeslion  of 
anomaly  was  followed  by  sui'gery,  and  a 
stenosis  in  the  lower  ileum,  associated  with 
ectopic;  gastric  tissue,  accounted  for  the  poor 
nutrition,  anemia,  and  delay  of  passage  of 
the  foreign  body. 
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Summary 

We  feel  that  the  ingested  foreign  body 
presents  no  immediate  serious  threat  to  the 
patient.  If  the  foreign  object  is  in  the 
esophagus,  mineral  oil  or  any  similar 
lubricant  helps  to  pass  some  of  these  objects 
into  the  stomach.  The  patient  may  be 
spared  anesthesia  and  instrumentation.  If 
the  oil  is  unsucce.ssful,  endoscopy  is  per- 
formed, and  the  delay  is  not  to  the  detri- 
ment of  the  patient. 

Once  the  object  is  in  the  stomach,  suffi- 
cient time  is  allowed  for  it  to  pass  spon- 
taneously. A month  is  not  too  long.  If  the 
foreign  body  persists  in  the  stomach,  one 
should  be  alerted  to  a possible  anomaly. 

When  the  object  has  passed  the  pylorus, 
it  will  be  arrested  only  on  two  accounts. 
It  may  be  too  long  to  navigate  the  short  arc 
of  the  duodenum,  and  if  such  is  the  case  and 
the  foreign  body  hangs  in  a fixed  position  in 
the  duodenum  for  a few  days,  it  should  be 
removed.  Objects  beyond  the  duodenum 
which  remain  in  one  area  indicate  to  us  an 
underlying  anatomic  anomaly  which  needs 
correction. 

Objects  in  the  rectum  should  be  permitted 
to  pass  without  digital  interference  to  avoid 


perforation. 

Di  scussion 

Nathaniel  Finby,  M.D.,  New  York  City. — 
As  has  been  emphasized,  the  ingested  foreign  body 
is  a common  medical  problem.  There  are  jjroba- 
blj"  many  more  foreign  bodies  which  are  ingested 
and  never  come  to  medical  attention  because 
almost  alwa3's  these  swallowed  foreign  bodies 
are  passed  uneventfully. 

Radiology  plaj^s  an  important  role  in  the  diag- 
nosis and  location  of  foreign  bodies.  However, 
not  all  foreign  bodies  are  radiopaque,  and  thus  a 
survey  film  showing  negative  findings  does  not 
rule  out  a foreign  bod.v. 

Foreign  bodies  in  the  esophagus  usually  are 
s.vmptomatic  and  reciuire  attemtion.  tVe  use' 
water-soluble  contrast  media  to  study  the  esoi)h- 
agus  in  this  instance,  since  it  does  not  obscure 
the  endoscopist’s  view. 

Once  in  the  stomach  most  foreign  bodies  jiass 
without  difficultj'.  Unless  thej’  are  pointed  or 
elongated,  few  routine  (;heck-up  films  (at  from 
five-  to  ten-day  intervals)  to  check  progress  are 
necessarv.  In  most  instances  stools  can  be 
checked  for  passage  of  the  foreign  bod^v 

If  the  foreign  bod}'  is  pointed  or  elongated  or 
if  the  patient  has  symptoms  referable  to  the 
abdomen,  close  observation  and  rlaily  stud}'  may 
be  advisable. 


Kralualion  of  Mellidilazine  JlydrocliJoride  as  an  . Xnliprnrtltr  \(jenl 


MellulilMzini'  li}'(lrochlori(Ie  ('I'acaryl  R)  a new 
oral  aiitihistaniinic  agent,  brought  excellent  to  good 
relief  from  itchitig  in  :101  (80.6  per  cent)  of  878 
patients  suffering  from  various  jjruritic  dermatoses. 
Results  were  assesses!  as  fair  in  51  and  poor  in  oidy 
21.  In  some  cases  relief  was  swift  and  striking 
where  all  other  antipruritic  agents  had  failed. 
Treatment  was  not  accompanied  by  serious  side- 


effe'cts:  lh(‘  lerincije.al  associate'd  j)henomeiion  «as 
drowsine.ss,  noted  in  29  jeatii'iits.  In  some  case's 
this  (lisaj)peared  on  continueHl  therapy  without 
reduction  of  dosage;  in  the  others  it  usually  receslesl 
jeremiptly  whe'U  the  elosage'  w.as  leiwe'revl. — North 
Carolina  Medical  Journal,  May,  11)60,  Charles  M. 
Howell,  Jr.,  M .D.,  Bowman-Gray  School  of  Medicine, 
Wake  Forest  College,  Winston-Salem,  North  Carolina 
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Prednisolone  21-Phosphate  in  Intravenous 

Urography 

HERMAN  WECHSLER,  M.D.,  AND  LOUIS  L.  SPIVACK,  M.D.,  MRONX,  NEW  YORK 
{From  the  Urologic  Service,  Velcrann  Adminislralion  Hospital) 


WE  HAVE  sought  constantly  for  new 
agents  and  methods  in  an  effort  to 
reduce  the  incidence  and  severity  of  reactions 
following  intravenous  pyelography.  In  the 
past  we  have  studied  the  effect  of  the  anti- 
histamines, specifically  diphenhydramine 
hydrochloride  (Benadryl),  chlorprophenpy- 
ridaminc  maleate  (Chlor-Trimeton),  and  tri- 
pelennamine  (Pyribenzamine).'“^  The  com- 
bination of  an  antihistamine  with  one  of 
the  newer  intravenous  contrast  media,  the 
use  of  smaller  caliber  needles,  and  a slow 
rate  of  injection  have  combined  to  achieve  a 
marked  drop  in  the  number  of  reactions  as 
well  as  the  severity  of  these  reactions. 

Our  search  for  newer  agents  led  us  to 
cortisone  and  its  derivativ'es.  One  of  these, 
prednisolone  21-phosphate  (Hydeltrasol),* 
was  found  to  be  effective  when  given  either 
intravenously  or  intramuscularly.  Indeed, 
intravenous  injection  when  giv^en  rapidly 
causes  no  unu.sual  results.  When  mixed 
with  infusion  solutions,  anesthetics,  or  agents 
for  intravenous  urography,  there  was  no  loss 
of  potency,  and  with  the  1 cc.  dose  of  pred- 
nisolone 21-phosphate  no  precipitation  of 
solution  occurred.  Since  one  injection  of 
steroid  therapy  is  unlikely  to  affect  seriously 
a patient’s  disease,  we  felt  there  were  no 
contraindications  to  assess  this  therapeutic 
agent. 

To  assure  our  objectivity,  we  gave 
diphenhydramine  hydrochloride  to  all 
patients  in  the  months  of  .July  and  Septem- 
ber, llff)9,  and  prednisolone  21-phosphate  in 
August  and  October,  1959.  Thirty  cc.  of 
sodium  diatrizoate  (llypaiiue  sodium)  was 
mixed  with  1 cc.  of  diphenhydramine  hydro- 

* Hydeltrasol  was  supplied  for  this  study  by  Merck 
Sharp  & Dohme,  I’hiladelphia,  I’eiiiisylvania. 


Tj\BLE  I. — Comparison  of  Results  wrni 
Diphenhydramine  Hydrochloride  and 
Prednisolone  21-Phosphate 


Side-Effects 

Diphen- 
hydramine 
Hydrochloride 
(Per  Cent  of 
iS5  Patients 
Affected) 

Prednisolone 
21-Phosphate 
(Per  Cent  of 
215  Patients 
Affected) 

Nausea 

4 

12 

Vomiting 

1 

5 

Heat 

5 

4 

Pallor 

1 

0.5 

Fainting 

2 

0.5 

Shock 

0 

0 

chloride  (10  mg.)  or  1 cc.  of  prednisolone 
21-phosphate  (20  mg.)  and  injected  into  the 
vein  of  the  patient,  using  a number  22  or  23 
gauge  needle  and  injected  slowly  over  a 
period  of  three  to  five  minutes.  No  pre- 
liminary testing  of  any  of  these  patients  was 
done,  since  our  previous  experiences  have 
convinced  us  of  the  tiuestionable  value  of 
these  various  preliminary  tests.  All  our 
patients  were  males,  varying  in  age  from 
twenty  to  eighty-four.  These  patients  were 
a.ssigned  to  the  general  urology,  paraplegic, 
and  genitourinary  tuberculosis  ser\dces. 

In  all,  155  patients  were  given  diphenhy- 
dramine hydrochloride,  and  215  were  injected 
with  prednisolone  21-phosphate.  As  can  be 
seen  from  Table  I,  diphenhydramine  hydro- 
chloride was  superior  in  reducing  the  in- 
cidence of  nausea  and  vomiting.  The  symp- 
toms of  pallor,  sense  of  fainting,  and  heat 
were  well  controlled  by  both  diphen- 
hydramine hydrochloride  and  prednisolone 
21 -phosphate,  but  the  latter  seemed  to  be 
slightly  more  effective.  There  was  no  se- 
rious reaction  from  the  use  of  prednisolone  21- 
phosphate,  such  as  fainting,  shock  due  to  vas- 
cular collapse,  or  fatality. 
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Summary 

Prodiiisolone  in  an  injectal)le  form  was 
tested  for  its  efficiency  in  reducing  the  num- 
ber and  severity  of  reactions  in  intra\'enous 
urography.  For  comparison,  on  alternate 
months  diphenhydramine  hydrochloride 
(Benadryl)  was  combined  with  sodium  diatri- 
zoate  (Hypa(pie  sodium),  and  the  results  were 
evaluated.  In  all,  155  patients  were  given 
diphenhydramine  hydrochloride  (our  stand- 
ard procedure),  and  215  patients  were  in- 
jected with  prednisolone  21-phosphate 
(Hydeltrasol).  No  preliminary  testing  was 
done,  and  each  patient  received  30  cc.  of 
sodium  diatrizoate  with  1 cc.  of  either  di- 
phenhydramine hydrochloride  or  pred- 
nisolone 21  - phosphate.  Injections  were 
given  slowly  within  three  to  hve  minutes 


with  a number  22  or  23  gauge  needle. 

Predni.solone  21 -phosphate  was  found  to 
be  moderately  effective  in  reducing  symp- 
toms of  nausea  and  vomiting.  It  was  satis- 
factory in  lessening  the  incidence  of  heat, 
pallor,  and  sense  of  fainting.  No  severe 
shock  reactions  occurred.  While  pred- 
nisolone 21-pho.sphate  is  better  than  sodium 
diatrizoate  alone,  it  is  not  as  good  as 
diphenhydramine  hydrochloride  and  chlor- 
prophenpyridamine  maleate,  the  antihist- 
amines which  we  have  used  previously. 

Referen  ces 

1.  Wechsler,  II.:  The  u.sc  of  Benadryl  to  decrease 
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ANNOUNCEMENT 

Medical  Society  of  the  State  of  New  York 
1961  Convention 
May  8 to  12,  1961 

War  Memorial  Auditorium,  Rochester 
SCIENTIFIC  MOTION  PICTURES 

William  .1.  Sullivan,  M.D.,  Chairman,  Scientific  Motion  Picture  Subcommittee 
of  Convention  Committee,  is  interested  in  hearing  from  members  who  have  16- 
mm.  motion  picture  films  suitable  for  presentation  at  the  1961  convention. 

For  applications,  write  to  William  J.  Sullivan,  M.D.,  132  Pondfield  Road. 
Hronxville,  New  York. 
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Shoulder  Fusion  Using  Single  Screw  Fixation 


J.  WILLIAM  FIELDIXG,  M.D.,  XEW  YORK  CITY 
(From  St.  Luke's  Hospital  and  the  House  of  St.  Giles  the  Cripple) 


^ I "^HE  use  of  screws  to  provide  fixation  in 
joint  ai'throdesis  is  not  new.  This 
report  presents  5 consecutive  cases  in  whiidi 
shoulder  fusion  was  performed  using  a single 
screw  directed  to  draw  the  head  of  the 
humerus  upward  and  inward  to  obtain  a 
simultaneous  contact  with  the  glenoid 
cavity  and  under  the  surface  of  the  acromion. 

The  operative  procedures  were  peri'ormed 
through  a deltopectoral  inci.sion  extended 
superiorly  to  allow  adecpiate  exposure  of  the 
acromion,  and  extended  far  enough  inferiorly 
to  allow  iiLsertion  of  the  screw.  The  oppos- 
ing surfaces  of  the  humeral  head,  the  glenoid 
ca\'ity,  and  the  acromion  were  denuded  of 
cartilage  and  prepared  to  assure  good  con- 
tact. A pilot  hole  was  drilled  beginning  on 
the  lateral  suil’ace  of  the  humerus  about 


P/4  inches  below  the  greater  tuberosity, 
directed  upward  and  inward  into  the  scapula, 
forming  an  angle  of  about  45  degrees  with 
the  shaft  of  the  humerus.  (Many  screws 
are  available  which  would  suffice  to  provide 
fixation.  The  ones  employed  in  this  .series 
were  heavy  vitallium  wood  screws.) 

The  screw  .should  fix  the  bony  elements 
firmly  by  entering  the  glenoid  cavity  at  the 
area  of  the  base  of  the  spine  of  the  scapula 
and  extending  well  into  the  scapula. 

Fi\'e  shoulder  fusions  were  performed 
using  this  technic.  Three  fusions  were  in 
children  aged  ten  and  a half,  thirteen,  and 
fifteen  years.  The  indication  for  fusion 
was  poliomyelitis  with  flail  and  unstable 
shoulders  in  2 instances,  and  in  the  third 
iiLstance  the  indication  was  Erb’s  palsy. 


Fu;.  1.  This  patient,  a ten-and-a-half-year-old  l)oy,  had  a completely  Hail  and  unstable  .shoulder  from 
poliomyelitis  contracted  six  years  before.  A fusion  was  performed  February  .5,  1958,  and  was  considered 
solid  three  and  a half  months  later.  Note  the  position  and  direction  of  the  screw  and  the  simultaneous 
fusion  between  the  head  of  the  humerus,  glenoid,  and  acromion.  The  insert  shows  the  type  of  seew  used. 
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In  tiie  children  plaster  immobilization  was 
used  because  it  was  difficult  to  control  their 
activity.  The  fusions  were  solid  in  from 
two  to  four  and  a half  months. 

Two  of  the  5 cases  were  in  adults  aged 
htty  and  fifty-one  years.  In  1 case  the 
indication  was  a tuberculous  condition  with 
destruction  of  the  shoulder  joint  and  anterior 
dislocation.  The  other  case  had  a painful 
pseudoarthrosis  in  an  attempted  shoulder 
fusion  performed  three  years  before.  In 
the  adults  plaster  immobilization  was  not 
used  postoperatively.  The  patients  were 
kept  only  in  a sling  and  in  Velpeau’s 
bandage,  and  later  only  a sling  was  used 
until  solidity  occurred.  Fusion  occurred 


in  the  patient  with  the  tuberculous  destruc- 
tion in  three  months,  and  in  the  other  patient 
fusion  occurred  in  four  months. 

Sii  mmary 

Five  consecutive  cases  have  been  pre- 
sented in  which  shoulder  fusion  was  obtained 
using  a single  screw  directed  upward  and 
inward  to  obtain  simultaneous  contact  be- 
tween the  head  of  the  humerus,  the  glenoid 
cavity,  and  under  the  surface  of  the  acro- 
mion. In  the  2 adult  patients  fixation  was 
sufficiently  firm  to  make  plaster  immobiliza- 
tion unnecessary.  All  5 patients  now  have 
painless,  stable,  and  useful  shoulders. 
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Poliomyelitis  in  New  York  State  in  1959 


HOBKKT  M.  ALBRECHT,  M.U.,  ALBANY,  NEW  YORK 
(From,  the  Xew  )'oi'k  Slate  Deparhnent  of  Health) 


^ I ''he  increased  incidence  of  poliomyelitis 
J-  in  New  York  State  and  in  the  United 
States  in  1959  or  the  failure  of  poliomyelitis  to 
disappear  in  the  face  of  the  Salk  vaccine  has 
worried  many  people  and  has  led  some  of 
them  to  make  a hasty  conclusion  that  the 
killed  commercial  poliovirus  vaccine  is  in- 
effective and  should  be  traded  in  for  some- 
thing better.  Some  people  never  thought 
much  of  the  killed  vaccine,  and  others  think 
that  the  vaccines  may  be  losing  their  effec- 
tiveness because  they  suspect  that  the  anti- 
genic constitution  of  poliovirus  is  changing. 
Others  believe  that  the  killed  poliovirus 
vaccines  are  effective  and  that  poliomyelitis 
is  under  control.  This  report  is  an  attempt 
to  assess  the  behavior  of  poliomyelitis  as 
seen  by  an  epidemiologist  in  a state  health 
department. 

Materials  and  Methods 

In  New  York  State  ph3^sicians  are  required 
by  law  to  report  all  paralytic  and  non- 
paralytic ca.ses  of  poliomyelitis.  Detailed 
statistics  of  New  ''k'ork  City  cases  are 
retained  in  that  city,  and  this  report  deals 
solely  with  cases  occurring  in  New  York 
State,  exclusive  of  New  York  City.  The 
reporting  of  paralytic  poliomyelitis  is  be- 
lieved to  be  fairly  complete.  Physicians 
are  cooperati\’e,  and  local  health  depart- 
ments have  a number  of  ways  of  finding 
cases.  The  physician  reports  the  case  to 
the  local  health  department  which  then 
looks  into  the  accuracy  of  the  diagnosis  and 
obtains  additional  data  requested  by  this 
department  and  the  Communicable  Disease 
Center  of  the  United  States  Public  Health 
S(>r\’ice.  Results  of  laborntoty  tests  for 
virus  infections  and  autopsies  on  suspected 
cases  are  received  at  the  New  \’ork  State 
Department  of  Health  in  Albany. 


TABLE  I. — Cases  and  Deaths  from  All  Forms 
OF  Poliomyelitis  and  Rates  per  100,000  Popula- 
tion IN  New  York  State,  Exclusive  of  New 
York  City,  1951-1950 


■ ] )eaths ' 


Year  of 

- — Gas 

es 

Niim- 

Report 

Number 

Rate 

her 

Rate 

1959 

339 

3.8 

28 

0.3 

1958 

181 

2. 1 

(■) 

0,07 

1957 

139 

l.() 

4 

0.05 

195C) 

()()(> 

7.2 

23 

0.3 

1955 

1,808 

22  2 

50 

O.O 

1954 

Average 

1,491 

18.9 

52 

0 7 

1951- 

1953 

1 , 070 

22.5 

07 

0.9 

Residual  paralysis  was  classified  in  1959 
on  the  basis  of  reports  from  the  health 
officers  as  to  whether  the  case  had  recovered 
completely,  had  minor  involvement  only, 
had  significant  disability,  or  had  severe 
disability,  such  as  being  confined  to  bed, 
being  compelled  to  use  a wheelchair,  or 
having  to  wear  external  braces.  This 
classification  is  the  one  used  by  the  Com- 
municable Disease  Center  of  the  Publii; 
Health  Service. 

Incidence  of  Poliomyelitis 

When  compared  with  prevaccine  years,  the 
incidence  of  poliomyelitis  in  New  York 
State  in  1959  was  low  (Table  I).  Howevei', 
the  incidence  in  1959  was  higher  than  in 
1957  and  1958.  The  annual  incidence  of 
poliomyelitis  always  has  been  known  to 
fluctuate  widely;  for  example,  330  cases 
were  reported  in  1943,  and  4,170  cases  were 
reported  in  1944.  There  is  no  reason  to 
believe  that  this  natural  variation  .should 
disappear  under  the  influence  of  a vaiR-ine 
which  is  not  completely  effective  in  a popula- 
tion which  is  not  completely  vaccinated. 

In  comparing  the  incidence,  one  .should 
look  at  the  paralytic  cases  becau.se  non- 
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TABLE  II. — Proportion  of  Cases  Reported  as  Par.^lytic  in  New  York  State,  Exclusive  of  New 

York  City,  1951-1959 


Paralytic  Cases 


. (Per  Cent) 

^’ear  of 
Heport 

All 

Forms 

Paralytic 

Nou- 

paralytic 

Unspeci- 

fied 

All 

Forms 

and  Non- 
paralytic 

l!t.59 

339 

277 

62 

0 

82 

82 

19.58 

181 

125 

56 

0 

69 

09 

19.57 

139 

68 

71 

0 

49 

49 

1950 

000 

311 

294 

1 

51 

51 

1955 

1,808 

868 

904 

36 

48 

49 

1954 

1 ,491 

864 

561 

t)() 

58 

61 

•\verage. 

1951- 

1953 

1,676 

949 

453 

274 

57 

68 

TABLE  III.  -Vaccin.ation  Against  Poliomyeli- 
tis IN  THE  United  States  in  1959 


Status  of 
Patients 

Estimated  Vac- 
Popu-  cinated^ 

lation^*  (Per  Cent) 

Millions  of 
Persons 
Having 
Vaccina- 
tions 

Under  20  years 

67,883,000 

No  vaccine 

16  5 

11.2 

1 loses 

1 to  2 

14.8 

10.05 

3 

44.8 

30.41 

4 or  more 

23.8 

16.16 

20  to  39 

years 

46,567,000 

No  vaccine 

49.1 

22.86 

Doses 

1 to  2 

14.6 

6.8 

3 

26.4 

12.29 

4 or  more 

9.8 

4.56 

* .\s  of  .Inly  1,  1959. 


paralytic  poliomyelitis  can  be  due  to  a 
number  of  other  agents,  whereas  most 
paralytic  poliomyelitis  is  due  to  poliovirus. 
Al.so,  phj^sicians  have  become  hesitant  in 
the  past  few  years  to  report  nonparalytic 
poliomyelitis  without  laboratory  support, 
f'or  these  reasons,  the  remaining  tables  are 
based  on  paralytic  ca.ses.  Table  II  .shows 
that  the  reported  incidence  of  paralytic 
poliomyelitis  in  1959  was  much  lower  than 
in  the  period  from  1951  to  195b,  and  the 
reported  incidence  of  paralytic  di.sea.ses 
before  195b  was  understated  because  in 
many  cases  information  on  paralysis  was 
lacking. 

Tables  I and  II  give  data  by  year  of 
report ; that  is,  the  years  in  which  the  reports 


TABLE  IV. — Paralytic  Poliomyelitis  in  Per- 
sons Vaccinated  and  not  Vaccin.\ted  Ag.ainst 
Poliomyelitis  in  the  United  States  in  1959 


Par 

alvtic  Cases’ 

Kate  per 

Number 

100,000 

Status  of 

of 

Popula-  Per  Cent 

I’atients 

Patients 

tion  Decrease 

Under  20  years 


No  vaccine 

2,. 505 

22.40 

1 loses 

1 to  2 

800 

7.96 

64.5 

3 

657 

2.16 

90.4 

4 or  more 

150 

0.93 

95.9 

20  to  39  years 

No  vaccine 

787 

3.44 

Doses 

1 to  2 

131 

1.93 

43.9 

3 

86 

0 . 70 

79.7 

4 or  more 

26 

0.57 

83.4 

of  the  cases  wei'e  i-ecei\-ed  by  this  depart- 
ment. Statistics  are  tabulated  here  in 
this  manner  for  ease  and  to  permit  one  to 
compare  the  current  incidence  with  that  of 
other  years.  Data  in  other  tables  will 
generally  appear  in  the  form  of  the  year  of 
onset.  The  differences  in  the  figures  are 
generally  trivial  and  not  worth  the  labor  of 
recalculating  data  classed  by  year  of  report. 

Prevention  by  Killed  Vaccine 

Tables  III  and  R'  .show  that  the  incidence 
of  paralytic  poliomyelitis  in  the  United 
States  in  1959  was  much  lower  in  persons 
injected  with  killed  poliovirus  vaccine  than 
in  persons  not  so  \ accinated.  There  is  no 
need  to  take  into  account  the  use  of  live 
attenuated  poliovirus  vaccine  because  com- 
paratively little  had  been  used  in  the  United 
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TABLK  V. — Vaccination'  History  of  Paralytic  Cases*  in  New  York  STATEf  Compared  with  the 

United  States  with  Onset  in  1959  by  Age 


Region 

Age 

(Years) 

Number  of 
Cases 

Cent  of  Cases 
1 to  2 
Doses 

Total 

No 

Vaccine 

3 

Doses 

4 or  More 
Doses 

New  York  State t 

Under  10 

169 

100 

40 

25 

28 

7 

United  States 

;i,40l 

99 

61 

20 

15 

3 

New  York  State 

10  to  19 

40 

100 

4;i 

25 

30 

United  States 

711 

100 

.59 

15 

21 

5 

New  York  State 

20  to  :i9 

.50 

100 

71 

16 

9 

4 

United  States 

1 ,o:io 

100 

76 

Id 

8 

3 

* Excluding  cases  with  inadequate  histon-. 
t Exclusive  of  New  York  City. 


States  by  the  end  of  1959. 

In  persons  under  twenty  years  of  age  the 
incidence  in  the  population  given  three  doses 
of  vaccine  was  90  per  cent  lower  than  in 
those  persons  having  received  no  vaccine. 
The  reduction  in  persons  aged  twenty  to 
thirty-nine  years  tvas  80  per  cent.  The 
degree  of  protection  is  similar  to  that  ob- 
tained in  other  years.  These  figures  do  not 
support  the  belief  that  killed  vaccine  is 
becoming  less  able  to  produce  active  im- 
munity. 

Vaccination  in  Neiv  York  State 

Accurate  figures  on  the  proportion  of 
New  York  State  residents  vaccinated  against 
poliomyelitis  are  not  available.  However, 
it  probably  is  larger  than  the  United  States 
average  because  the  New  York  State  cases 
have  been  more  fully  vaccinated  than  the 
United  States  cases  (Table  V).  The  more  a 
population  is  vaccinated,  the  more  likely  is 
it  that  paralytic  cases  in  that  population 
give  a history  of  previous  vaccination.  If 
1 00  per  cent  of  the  population  are  vaccinated 
and  the  vaccine  is  90  pei-  cent  effective,  the 
cases  will  he  few  but  will  all  have  been  vacci- 
nated. 

An  analysis  of  the  New  York  State  cases 
shows  internal  evidence  that  vaccine  pro- 
tects inasmuch  as  nonparalytic  cases  were 
more  apt  to  be  ^'accinated  than  paralytic 
cases,  and  cases  with  a history  of  vaccination 
had  a higher  proportion  of  nonparalytic 
forms  of  poliomyelitis  than  cases  with  a 
history  of  no  vaccine.  I will  not  present 
these  data  becau.se  they  show  only  that  the 


vaccine  was  effective,  not  how  effective  it 
was. 

Proportion  of  Paralytic  Patients 

Of  all  poliomyelitis  cases  reported  in 
1959,  82  per  cent  were  paralytic  (Table  II). 
This  is  a considerable  rise  over  1958  and 
o\er  the  baseline  period  of  1951  to  1958. 
During  1951  to  1953  many  cases  were  not 
specified  as  to  paralysis,  and  probably  many 
of  the  unspecified  cases  were  paralytic.  If 
one  looks  at  only  those  cases  specified  as  to 
the  presence  or  absence  of  paralysis  (the 
last  column  headed  “paralytic  and  non- 
paralytic” in  Table  II),  it  is  clear  that  the 
per  cent  of  paralytic  cases  was  much  higher 
in  1959.  There  is  reason  to  believe  that 
in  1959  (and  in  1958  also)  the  diagnosis  of 
nonparalytic  poliomyelitis  based  only  on 
clinical  grounds  fell  into  disfavor.  This 
could  explain  the  increase  in  the  per  cent  of 
cases  which  were  paralytic. 

Age,  Sex,  and  Color 

Table  VI  shows  that  the  paralytic  1959 
cases  were  much  like  the  1951  to  1958  cases 
in  age.  The  bulk  of  the' increase  over  1958 
was  in  children.  Sixty-three  per  cent  of  the 
cases  were  male  patients  compared  with  an 
aA'erage  of  51  per  cent  in  195()  to  1958  and 
51  per  cent  in  1951  to  1958.  The  increased 
masculinity  was  seen  in  each  of  the  age 
groups,  under  ten  years,  from  ten  to  nineteen 
years,  and  at  twenty  and  more  years.  The 
reasons  for  the  increase  is  not  clear.  One 
cannot  ascribe  it  to  undervaccination  of 
males  because  it  is  doubtful  that  there  was  a 
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TABLE  VI.— Age  Distribxttion  of  Paralytic  Poliomyelitis,  1950  Comp.yred  with  1058,  and  the  An- 
nual Average  in  1951-195:1  in  New  York  State,  Exclusive  of  New  York  City  by  ^'ear  of  Report 


Age 
( Years) 

1 0^0 

Number 

Per  Cent 

Number 

Per  Cent. 

Number*  Per  Cent 

All  ages 

277 

99.9 

125 

100 . 0 

949 

100.1 

Under  5 

77 

27.8 

31 

24.8 

225 

23.7 

5 to  9 

80 

3t.O 

22 

17.6 

239 

25.2 

10  to  19 

44 

15.9 

21 

16.8 

219 

23.1 

20  to  2!) 

35 

12.6 

32 

25.6 

152 

16.0 

:io  to  39 

23 

8.3 

16 

12.8 

91 

9.6 

40  plus 

12 

4.3 

3 

2.4 

24 

2.5 

* Excludes  iin  average  of  275  cases  unspecified  as  to  jiaralysis. 


marked  shift  in  the  proportion  of  the  popu- 
lation vaccinated  by  sex  from  1958  to  1959, 
and  there  is  little  sex  difference  in  vaccina- 
tion in  childhood.  An  examination  of  data 
for  past  years  does  not  show  a relation 
between  the  number  of  cases  per  yeai'  and 
1 he  per  cent  of  cases  which  were  male. 

Thirty-six  (11  per  cent)  of  the  339  cases 
reported  in  1959  were  nonwhite,  as  compared 
with  8 to  10  per  cent  in  the  preceding  years 
and  an  average  of  2 per  cent  in  1951  to  1953. 
This  relative  increase  is  due  to  an  increase 
in  the  population  at  risk,  as  well  as  to  less 
freciuent  vaccination.  Actually  the  in- 
cidence has  fallen  in  nonwhite  patients  too, 
only  not  as  much  as  in  white  patients.  In- 
cidence rates  per  100,000  population  in 
nonwhite  patients  can  be  computed  when  the 
1 900  census  results  become  availalile.  Of  the 
158  excess  cases  reported  in  1959  over  1958, 
140  were  white  patients. 

d'he  cases  wei'e  fairly  well  scattered.  The 
only  concentrations  were  in  Erie  County  in 
Western  New  \'oT'k  and  in  Rockland  and 
Westchester  Counties  north  and  west  of 
New  York  City.  This  type  of  distribution 
is  not  unusual.  As  usual,  the  peak  month 
of  onset  was  September  with  August  a close 
second. 

Ca.se  Fatality  Rate 

The  c'ase  fatality  rate  was  fairly  constant 
in  the  period  1951  to  1958  but  increased 
.sharply  in  1959  (Table  VII).  Since  the 
case  fatality  rate  is  alTecti'd  by  the  propoi- 
tion  of  ca.ses  which  are  nonparalytic  or  which 
could  be  nonparalytic  but  are  not  classified, 
one  should  look  at  the  case  fatality  rate  of: 


TABLE  VII. — Case  Fatality  R.ate  of  Polio- 
myelitis During  1951-1959  in  New  York  State, 
Exclusive  of  New  York  City 


Per  Cent  Fatal — 


\'ear  of 
Rejiort 

All 

Forms 

Paralytic 

and 

Unspecified 

Paralvtic 

Only 

1959 

8.2 

10.  1 

10. 1 

1958 

3.3 

4.8 

4.8 

19.57 

2.9 

5 . 9 

5.9 

1956 

3.8 

7.4 

7.4 

1955 

2.8 

5.6 

5.8 

1954 

3.5 

5.6 

6.0 

Average, 

1951- 

1953 

4.1 

5.6 

7.1 

all  repol'ted 

cases,  paralytic  cases 

and  those 

not  specified  as  to  paralysis,  and  the  para- 

lytic  cases. 

In  each  of  these  categories,  the 

ca.se  fatality  rate  incr 

eased  in  1959  (Table 

VII). 

The  case 

fatality  rate  would  be  elevated 

if  deaths  due  to  other 

causes  were  charged 

to  poliomyelitis,  but  there  were  good  clinical 
grounds  for  the  diagnosis  in  the  1959  deaths. 
In  27  of  the  32  deaths  there  was  pathologii; 
evidence,  poliovirus  i.solation,  or  both. 
Four  deaths  were  not  followed  by  an  autops}' 
or  virus  studies.  One  fatal  case  was  not 
autopsied,  and  attempts  to  isolate  a virus 
failed. 

The  case  fatality  rate  would  be  elevated 
if  nonfatal  cases  were  underreported,  but 
there  is  no  reason  to  .suspect  that  this  oc- 
curred more  often  in  1959.  The  1959  ca.ses 
had  a higher  proportion  of  males,  and  the 
case  fatality  rate  was  higher  in  males  (Talile 
VIII),  so  this  would  make  for  a higher  rate, 
but,  in  addition,  the  case  fatality  rate  in 
males  seemed  to  be  increased  in  1959.  The 
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TABLE  Vni.^ — Case  Fatality  Rate  of  Paralytic 
Poliomyelitis  by  Sex,  1959  compared  with 
195U-1958  AND  1951-1953,  in  New  York  State, 
Exclusive  of  New  York  City 


Total  'I'otal 

Sex  1959*  1956-1958*  1951-1953t 


Males 

Cases  175 

Deaths  20 

Case  fatality 

rate  14.9 

Females 

Cases  1 05 

Deaths  0 

Case  fatality 

rate  5 . 7 


* By  year  of  onset. 

t By  year  of  report;  e.xcludes  825  cases  un- 
specified as  to  paralysis. 

'IWBLE  IX. — Case  Fatality  Rate  of  Paralytic 
Poliomyelitis  by  .Age,  1959  Compared  with 
1956-1958  AND  1951-1953  in  New  York  State, 
Exclusive  of  New  York  City 

Status  of 

Total 

Total 

Patients 

1959* 

1956-1958* 

1951-1953t 

All  ages 
Cases 

280 

497 

2,847 

Deaths 

32 

34 

203 

Case  fatality 
rate 

11.4 

6.8 

7.1 

Under  20  years 
Cases 

211 

312 

2,047 

Deaths 

17 

10 

97 

Case  fatality 
rate 

8. 1 

3.2 

4.7 

20  years  and 
over 
Cases 

69 

185 

800 

Deaths 

15 

24 

106 

Case  fatality 
rate 

21.7 

13 

13  3 

* By  year  of  onset. 

t By  year  of  report;  exrliules  825  cases  un- 
specified as  to  paralysis. 


251  1,455 

12  117 

4.8  8 

246  1,392 

22  8() 

8.9  6.2 


lower  ease  fatality  rate  for  males  in  19.3()  to 
1958  is  not  in  keeping  with  experience  in 
other  years,  and  I attach  no  significance  to 
it. 

The  fact  that  20  of  the  32  deaths  were 
male  is  unusual.  Ordinarily  deaths  from 
poliomyelitis  in  males  exceed  female  deaths, 
but  the  disproportion  was  never  so  large 
in  any  of  the  years  from  1930  to  1958  in 
New  York  State.  However,  variation  in  the 
sex  in  poliomyelitis  deaths  has  been  large 
enough  at  times  to  make  one  hesitate  to  say 
that  the  experience  in  1959  indicates  a basic 
change  in  the  behavior  of  the  disease. 


TABLE  X. — Bulbar  Involvement  in  Paralytic 
Cases  by  Age  and  by  Vaccine  in  New  York  State, 
Exclusive  of  New  York  City,  Onset,  1956-1959 


t’accine 

Paralvtic 

Bulbar  and 

Age  ( 1 

or  More 

C'ases 

Bulbospinal 

(Years) 

Doses) 

(All  Forms)  Number  Per  Cent 

0 to  4 

Yes 

71 

9 

12.7 

No 

112 

11 

9.8 

5 to  9 

Yes 

111 

39 

35.1 

No 

63 

20 

31.7 

10  to  19 

A’es 

48 

14 

29.2 

No 

82 

23 

28.0 

20  plus 

Y('s 

40 

16 

40.0 

No 

205 

69 

33.7 

Exclude 

paralj'sis. 

s 58  cases  unspecified 

1 as 

to  type  of 

The  case  fatality  rate  by  age  appears  in 
Table  IX.  The  rate  rose  in  1959  in  both 
cases  under  twenty  years  of  age  and  in  cases 
of  twenty  years  of  age  and  over.  We  are 
dealing  with  such  small  numbers  that  it  is 
unprofitable  to  show  the  case  fatality  rate 
Iw  age  and  .sex  and  vaccination  history,  but 
it  w'ould  be  interesting  to  see  such  an  analysis 
of  more  ample  data.  One  had  the  impres- 
sion that  poliovirus  Type  3 infections  were 
more  virulent,  and  this  Avill  be  discussed  in 
the  paragraph  “Etiologic  Agents.” 

It  is  possible  that  the  case  fatality  rate  was 
higher  because  treatment  was  poorer.  How- 
ever, 28  of  the  fatal  cases  were  hospitalized, 
and  the  other  4 deaths  had  a rather  rapid 
course.  As  in  ether  years,  the  hospitals 
utilized  varied  in  their  experience  wath 
poliomyelitis.  The  evidence,  such  as  it  is, 
does  not  suggest  poorer  treatment  as  a reason 
for  the  change  in  the  case  fatality  rate. 

Proportion  of  Bulbnr  Poliomyelitis 

Of  the  paralytic  cases  with  onset  in  1959, 
23.7  per  cent  had  bulbar  or  bulbospinal 
involvement.  In  195(5  to  1958,  29.9  per  cent 
of  paralytic  cases  had  such  involvement,  and 
in  1951  to  1953  it  was  21.(5  per  cent.  It 
seems  that  the  1959  poliomyelitis  rate  was 
about  the  same  as  in  former  j^ears  in  fre- 
(luency  of  bulbar  involvement. 

It  is  interesting  to  note  that  the  propor- 
tion of  bulbar  or  bulbospinal  paralytic  cases 
wdiich  have  bulbar  involvement  is  higher  in 
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TABLE  XL* — Bulbar  Involvement  in  Paralytic 
Cases  by  Vaccination  and  by  Age,  Chicago, 
Illinois, 


Vaccination  Bulbar 


Age 

( 1 or  More 

Paralytic 

Involvement 

( Years) 

Doses) 

Cases 

Number 

Per  Cent 

Fnder  5 

Yea 

182 

29 

15,9 

No 

357 

44 

12.3 

5 to  It 

^es 

88 

17 

19  3 

No 

101 

18 

17.8 

15  |)lus 

'I'es 

19 

4 

21.1 

No 

157 

33 

21  .0 

* Adapted  from  Table  38.^ 


those  patients  who  have  had  one  or  more 
doses  of  vaccine  (Table  X),  as  if  vaccine 
were  more  effective  against  spinal  disease 
than  against  bulbar  disease.  The  data  of 
Nathanson  ef  al^  are  also  suggestive  (Table 
XI).  The  differences,  although  not  sig- 
nificant statistically,  follow  the  same  trend. 
However,  in  the  placebo  portion  of  the  1954 
field  trial,  the  vaccine  seemed  at  least  as 
effective  against  bulbar  disease  as  against 
spinal  disease.  According  to  Table  VP 
in  the  report  of  the  1954  field  trial,  in  the 
placebo  population  there  were  101  cases 
with  spinal  involvement,  and  in  the  v^ac- 
cinated  population  there  were  30,  a reduc- 
tion of  70  per  cent  in  spinal  paralysis.  In 
the  placebo  group  there  vvT're  39  cases  with 
bulbar  inv'olvoment  and  in  the  vaiccinated 
group  there  wore  5 cases,  a reduction  of  87 
per  cent  in  bulbar  disease.  I cannot  explain 
these  differences. 

Residual  Paralysis 

Table  XII  shows  the  degree  of  spinal 
paralysis  of  unvaccinated  spinal  and  bulbo- 
spinal cases  approximately  sixty  days  after 
onset.  Thirty-six  per  cent  of  t he  cases  were 
said  to  have  had  no  or  only  minor  paralysis, 
40  per  cent  had  significant  paralysis,  and 
24  per  cent  had  severe  paralysis.  Tlu're  was 
little  difference  by  age.  In  Xew  Jersey  in 
1958,  using  the  same  classification  employed 
in  Xew  York  State  in  195f),  only  11  per  cent 
of  the  unvaccinated  paralytic  cases  were 
said  to  have  had  severe  residual  jiaralysis. 
This  could  indicate  either  that  the  Xhwv  York 
State  disease  was  more  severe  or  that  the 


TABLE  XII. — Severity  of  Spinal  Paralysis  60 
Days  After  Onset  in  Spinal  and  Bn.BospiNAL 
Cases  Given  no  Poliomyelitis  Vaccine,  by  Age 
WITH  Onset  in  1959  in  New'  York  State,  Exclu- 
sive OF  New’  York  City 


— Residual  Paralysis • 

None  or  Signifi-  Severe 
■\ge  Minor  cant  ( Per 

(deal's)  'rofal  flVr  Cent)  (Per  Cent)  Cent) 


.411  agi's 

1 18 

36 

10 

24 

0 to  4 

37 

35 

43 

22 

5 to  19 

44 

43 

32 

25 

20  and  over 

37 

30 

46 

24 

criteria  of  sev'erity  differed.  One  cannot 
compare  the  li)59  experience  in  X>w  York 
State  with  that  of  former  years  in  the  State 
because  before  1959  sev’erity  was  graded  as 
in  the  1954  poliomyelitis  vuiccine  trial,  using 
a numerical  total  of  the  scores  of  individual 
paralyzed  muscles,  and  we  do  not  know  the 
equiv’alence  of  these  methods. 

There  was  no  evddence  that  the  vaccina- 
tion decreased  the  sev’erity  of  residual  spinal 
paralysis.  This  contrasts  with  unpublished 
findings  in  New  York  State  in  1955  and 
1958,  the  findings  in  the  1954  poliomyelitis 
v’accine  field  trial,®  and  the  findings  in  Los 
Angeles,  California,  in  1950.®  Howev’er,  if 
one  compares  the  experience  of  unv’accinated 
paralytic  cases  in  New  Jersey  in  1958  with 
those  cases  receiving  one  or  more  inocula- 
tions (this  grouping  is  necessary  to  get 
sufficient  numbers),  the  residual  spinal 
paralysis  is  practically  identical  in  both 
groups.^  I can  offer  no  explanation  for 
these  seemingly  contradictory  findings. 

Etiologic  Agents 

Entc'roviruses  vv’ere  isolated  from  122 
paralytic  cases.  No  viruses  were  found  in 
32  paralytic  cases.  The  remaining  12(i 
cases  vv’cre  not  so  examined.  From  88 
cases  poliov’irus  Type  1 was  recov’cred,  in 
2 cases  poliovirus  Type  2 was  recov’ered, 
and  in  23  cases  poliovirus  Type  3 was  re- 
coveri'd.  Other  isolations  were  ECHO  (en- 
teric, cytopathogenic  human  orphan  v’irus) 
Type  14  (1  case);  Coxsackie  A5  (1  case); 
Coxsackie  B2  (1  case);  Coxsackie  B3  (I 
case) ; Coxsackie  B5  (4  cases) ; and  a com- 
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TABU->  XIII. — Vaccin.\tion  History  of  P.araly- 
Tic  Cases  from  Whom  Poliovirus  Type  1 or  Type 
:5  Was  Isol.ated  in  New  York  State,  Exclusive 
OF  New  York  City 


Poliovirus  Type  1 Poliovirus  Type  3 
Number  85  Cases  23  Cases 


of  Doses 

(Per  Cent) 

tPer  cent) 

Total 

00 

100 

None 

04 

35 

1 (o  2 

21 

22 

3 or  mori' 

10 

43 

T.4BLE  XIV.- 

Vaccination  History 

OF  F.at.al 

Cases  by'  Type 

OF  Poliovirus  Isolated  in  New 

York  St.yte, 

Exclusive  of  Neav  York  City 

Vaccine 

Poliovirus  Poliovirus 

No  Virus 

(Doses) 

Type  1 Type  3 

Isolated 

Total 

12  5 

15 

None 

8 1 

0 

1 to  2 

3 

5 

4 

1 3 

hination  of  ECHO  Type  14  and  Coxsackie 
A7  from  a single  ease. 

Whether  all  of  these  viruses  •were  related 
causally  or  only  coincidentally  to  the 
paralytic  illness  will  not  be  discussed  here. 
It  is  evident  that  most  of  the  cases  were  due 
to  polioviruses,  that  Type  I poliomyelitis 
caused  the  bulk  of  paralytic  cases,  and  that 
Type  3 caused  a goodly  share  of  them. 

The  question  arises  as  to  whether  the 
Type  1 and  Type  3 cases  in  1959  differed  in 
severity,  h'ourteen  per  cent  of  the  89 
Type  1 cases  were  fatal,  and  22  per  cent  of 
the  23  Type  3 cases  were  fatal.  The  age 
distribution  of  the  cases  was  roughly  the 
same,  but  with  such  small  numbers  one 
cannot  say  if  there  is  a difference  in  the 
lethality  of  these  two  types.  The  numbers 
were  too  small  to  decide  if  they  differed 
in  terms  of  bulbar  involvement  or  in  the 
severity  of  residual  paralysis.  The  main 
difference  was  in  vaccination  history.  The 
Tj’pe  3 cases  on  the  whole  had  more  vac- 
cination, which  suggests  that  the  vaccines 
were  less  protective  against  Type  3 than 
against  Type  1 (Table  XIII).  Of  the  5 
fatalities  from  which  poliovirus  T\'pe  3 was 
isolated,  4 patients  had  been  given  3 or  more 
doses  of  vaccine.  In  contrast,  only  1 of  the 


12  fatal  Tj’pe  1 patients  had  been  given  3 or 
more  doses  (Table  XH’).  This  agrees  with 
other  evidence,  both  the  high  proportion  of 
fully  vaccinated  poliovirus  Type  3 cases  in 
Massachusetts  in  1959*  and  serologic 
studies^ that  commercial  vaccine  may  not 
hav(‘  pi'oduced  sati.sfactoiy  immunily  to 
Type  i)  poliomyelitis.  In  1959  fheri'  were 
137  paralytic  cases  in  Massachusetts. 
Fifty- one  of  the  5(i  virus  isolations  were 
poliovirus  Type  3,  marking  this  as  a Type  3 
epidemic.  Of  49  paralytic  cases  in  the  age 
group  from  five  to  fourteen  years,  77.5  per 
cent  had  three  or  more  inoculations  of  vac- 
cine. 

Operations  on  the  ISose  and  Throat 

For  .some  years  we  have  been  obtaining 
information  on  the  past  historv  of  nose  and 
throat  operations  because  of  the  possibility 
that  these  data  might  explain  bulbar  polio- 
myelitis. The  belief  was  that  antibodies  in 
the  blood  might  not  pre\’ent  the  central 
nervous  system  invasion  if  the  virus  in  the 
oropharynx  had  access  to  the  nerve  endings 
exposed  by  surgical  procedure.  If  there  was 
no  history  of  recent  surgical  procedures, 
then  one  could  not  blame  bulbar  involve- 
ment on  such  maneuvers.  At  any  rate, 
information  has  been  obtained  as  to  tonsil- 
lectomy or  adenoidectomy ; the  extraction 
or  filling  of  teeth;  or  other  operations  or 
injections  on  the  face,  head,  or  neck  within 
two  months  of  onset.  In  1959  only  18  of 
195  spinal  cases,  3 of  2()  bulbospinal  cases, 
and  1 of  30  bulbar  cases  had  one  of  the.se 
procedures  within  two  months  of  onset. 
Thus,  such  operations  were  not  factors  in  the 
bulbar  cases.  Findings  on  the  1958  cases 
were  similar. 

A histoiy  of  past  tonsillectomy,  irrespec- 
tive of  intervals  between  operation  and 
poliomyelitis,  was  sought.  A history  of 
tonsillectomj'  sometime  during  life  Avas 
obtained  in  37  per  cent  of  27  bulbar  cases, 
24  per  cent  of  29  bulbospinal  cases,  and  11 
per  cent  of  207  spinal  cases.  This  eAudence 
AA'as  in  accord  AA'ith  the  AA’ell-knoAvn  fact  that 
the  bulbar  form  of  poliomyelitis  is  more 
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likely  in  patients  whose  tonsils  have  been 
removed.  The  difTerence  between  these 
numbers  compared  with  the  numbers  in  the 
preceding  paragraph  is  due  to  the  lack  of 
completeness  of  all  recoixls. 

Com  men  t 

This  study  was  undertaken  to  learn  if  the 
increased  incidence  of  poliomyelitis  in  1959 
in  New  York  State  represented  only  a typical 
annual  fluctuation  in  a disease  which  was 
decreasing  due  to  vaccination,  such  as  wo 
sec  in  diphtheria  and  whooping  cough,  or 
whether  poliomyelitis  was  escaping  from 
control  or  changing  basically  in  behavior. 

Tables  I and  TI  show  that  the  incitlence  of 
poliomyelitis  was  (piite  low  in  1959;  277 
paralytic  cases  wore  reported  in  contrast  to 
the  average  annual  of  94!)  in  1!)51  to  1953. 
The  latter  figure  is  falsely  low  because  in- 
formation on  the  presence  or  absence  of 
paralysis  was  lacking  in  many  cases  reported 
in  1951  to  1953. 

The  incidence  of  pcdiomyelitis  reached  a 
low  in  1957,  increased  in  1!)58,  and  increased 
further  in  1959.  Since  1957  this  increase 
has  appeared  to  some  people  as  if  polio- 
myelitis was  getting  out  of  hand.  But 
poliomyelitis  has  always  been  variable  in 
incidence,  and  there  is  no  reason  to  expect 
that  a killed  virus  vaccine  would  eliminate 
this  varialhlity,  especially  since  the  vaccine 
is  imperfect  and  since  a good  share  of  the 
population  has  not  been  vaccinated.  The 
low  incidence  of  poliomyelitis  thus  far  in 
19(50  supports  the  view  that  the  increase 
since  1957  has  been  due  to  the  intrinsic 
inconstancy  of  the  disease  lather  than  to  the 
inefficacy  of  vaccine. 

The  incidence  of  paralytic  poliomyelitis 
in  the  United  States  in  1959  in  the  popula- 
tion under  twenty  years  of  age  which  has 
been  given  three  doses  of  killed  vaccine  is 
only  10  per  cent  of  that  in  unvaccinated 
I)ersons  of  the  same  age  (Table  1\').  In 
the  ag('  group  from  twenty  to  thirty-nine 
years  the  incidence  in  the  vaccinated  (three 
doses)  is  only  20  per  cent  of  that  in  the 
unvaccinaterl.  This  comparison  is  biased  to 
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the  degree  that  the  vaccinated  cases  differ 
from  the  imvaccinated  cases  in  the  prob- 
ability of  being  reported  as  paralytic  polio- 
myelitis, in  other  ways  besides  vaccine. 
In  general,  the  vaccinated  pati('uts  are  of  a 
higher  socioeconomic  class,  and  higher 
socioeconomic  classes  are  moi’e  susceptible 
to  poliomyelitis  and  perhaps  more  likely 
to  be  reported  if  they  contract  it.  Thus 
these  socioeconomic  differences  between  vac- 
cinated patients  would  tend  to  underestimate' 
the  effectiveness  of  vaccine. 

The  proportion  of  reported  eases  which 
were  paralytic  definitely  increased.  While 
it  is  possible  that  this  indicates  a more 
virulent  infection,  there  is  a trend,  recog- 
nizable in  1958,  among  physicians  and  health 
officers  to  avoid  the  diagnosis  of  nonpara- 
lytic poliomyelitis  in  preference  to  aseptic 
meningitis  or  meningoencephalitis.  One 
cannot  confirm  this  easily  by  evaluating  the 
reported  cases  of  aseptic  meningitis  or 
meningoencephalitis  because  few  of  the  cases 
are  reported  and  fewer  still  are  studied 
etiologically. 

The  age  distribution  was  not  unusual  in 
1959.  Almost  (50  per  cent  of  the  cases  were 
under  ten  years  of  age  (Table  VI).  Most  of 
the  cases  wei’e  in  the  age  group  five  to  nine 
years,  the  age  group  which  for  many  years 
had  had  the  highest  incidence  in  the  State. 
The  increase  over  1958  was  mainly  in  child- 
hood cases.  The  normal  age  di.stribution 
and  the  rarity  of  cases  in  the  first  few  months 
of  life  confirm  that  there  has  been  no  ehange 
in  natural  immunity. 

An  unusually  high  proportion  ((53  per  cent) 
of  the  cases  were  male.  This  was  true  in  the 
young  patients,  where  there  is  little  sex 
difference  in  acceptance  of  vaccination,  as 
well  as  in  the  older  ages,  and  no  reason  for 
it  is  apparent. 

Of  the  339  cases  (all  forms)  reported  in 
1959,  303  were  white  and  3(5  (11  per  cent) 
were  nonwhite.  The  proportion  of  non- 
white cases  Avas  2 per  eent  in  from  1951  to 
1953.  It  could  be  either  that  the  ineidenee 
is  rising  in  nonwhite  patients  or  that  the 
incidence  is  decreasing  in  both  Avhite  and 
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nomvhito  patients,  but  it  is  decreasing 
faster  in  white  patients.  Since  the  number 
of  cases  in  nonwhite  patients  is  about  the 
same  as  in  the  annual  average  in  1951  to 
1953  in  spite  of  a marked  rise  in  the  nonwhite 
population  in  the  State,  it  seems  that  the 
nonwhite  rate  is  indeed  falling.  Rates 
per  100,000  population  by  age  will  settle 
this  point  when  the  1960  census  data  become 
available.  The  data  do  not  warrant  the 
belief  that  poliomyelitis  is  following  an 
unusual  trend  in  predilection  by  age  and 
color. 

The  geographic  and  seasonal  distribution 
wore  noimal  and  need  no  further  comment. 
The  case  fatality  rate  increased  sharply  in 
1959  (Table  VII).  The  increase  cannot  be 
explained,  although  one  must  admit  that  the 
numbers  of  cases  and  deaths  are  small  and 
one  would  like  to  see  what  has  happened 
elsewhere  in  1959.  The  case  fatality  rate 
of  the  paralytic  cases  in  New  Jersey  in  1958 
was  only  4 per  cent.  Of  32  deaths,  26  were 
male  (Table  VIII).  An  examination  of  the 
New  ’\'oi'k  State  deaths  by  age  and  sex 
since  1930  shows  rather  large  variations 
from  normal  levels  in  some  years,  but  never 
to  such  a degree;  I can  offer  no  explanation 
for  the  high  number  of  male  deaths  or  for  the 
high  proportion  of  male  cases.  A high  ease 
fatality  rate  could  be  an  expression  of  in- 
creased severity  of  the  disease,  and  possibly 
the  residual  spinal  paralysis  was  also  more 
severe  in  1959,  but  bulbar  inv'olvement  did 
not  seem  unusually  freciuent.  The  1959 
cases  had  a goodly  proportion  of  poliovirus 
Type  3 infections  which  pcnhaps  weie  moi'c 
lethal,  but  nevert  heless  represented  less  than 
one  quarter  of  the  viruses  isolated.  The 
simplest  possibility  is  that  the  polioviruses 
circulating  in  this  State  in  1959  were  more 
virulent  than  usual.  We  know  that  polio- 
viruses vary  in  virulence,  but  we  have  little 
or  no  information  on  the  virulence  of  polio- 
viruses in  epidemics  as  compared  with 
nonepidemic  years  in  New  York  State  in 
the  past.  Actually  before  1958,  which  was  a 
poliovirus  Type  1 year,  the  etiology  of  para- 
lylic  casses  was  not  studied  systematically. 


In  1959  23.7  per  cent  of  the  paralytic  cases 
had  bulbar  involvement  in  comparison  with 
29.9  per  cent  in  1956  to  1958  and  21.6  per 
cent  in  1959.  Thus  the  1959  cases  had  no 
unusual  bent  for  bulbai-  disease. 

Of  enteroviruses  isolated  from  paralytic 
cases  92.5  per  cent  were  polioviruses.  Of 
the  polioviruses  78  per  cent  were  Type  1, 
20  per  cent  were  Type  3,  and  2 per  cent  were 
Type  2.  Type  3 represented  a higher  pro- 
portion of  polioviruses  in  1959  than  in  1958. 
Type  3 cases  had  a higher  case  fatality  rate 
(22  per  cent)  than  did  Type  1 (14  per  cent), 
but  the  higher  rate  could  be  due  to  chance. 
The  only  fact  one  can  seize  on  with  assurance 
is  that  4 of  the  5 fatal  cases  from  whom 
poliovirus  Type  3 was  isolated  had  had  3 or 
more  doses  of  poliomyelitis  vaccine  (Table 
XIV)  and  this  and  the  vaccination  history 
of  the  cases  (Table  XIII)  indicate  that 
vaccines  in  use  were  less  effective  against 
Type  3 than  against  Type  1.  There  is 
evidence  that  the  potency  of  commercial 
poliomyelitis  vaccines  is  not  as  good  for  Type 
3 as  for  Types  1 and  2.“'‘“  It  is  more  logical 
to  ascribe  the  vaccinated  poliovirus  Type  3 
cases  in  Massachusetts  and  in  New  York 
State  to  this  rather  than  to  hypothesize  a 
change  in  the  nature  of  poliovirus  Type  3. 

Summary 

Case  reports  and  supplemental  informa- 
tion on  cases  of  poliomyelitis  reported  in 
New  York  State  (exclusive  of  New  York 
City)  in  1959  were  studied  to  determine 
whether  the  increased  incidence  in  1959  was 
due  to  a failure  of  vaccination,  to  increased 
incidence  in  any  age-sex-color  group  due  to 
a change  in  ecology,  or  to  the  cyclic  char- 
acter of  poliomyelitis.  We  can  conclude 
the  following: 

1.  The  incidence  of  poliomyelitis  in  New 
York  State  in  1959  was  low  in  comparison 
with  the  years  befon*  killed  vaccine  was  in 
use. 

2.  Three  doses  of  killed  poliomyelitis 
\-accinc  are  about,  90  per  cent  effective  in  pre- 
venting paralytic  poliomyelitis  in  persons 
under  twenty  years  of  age.  This  is  about 
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the  same  order  of  effectiveness  as  demon- 
strated in  the  past  few  years. 

3.  Poliomyelitis  in  1959  was  not  unusual 
in  terms  of  age,  color,  geographic  distribu- 
tion, season,  or  bulbar  in\'olvement.  How- 
ever, the  case  fatality  rate  increased. 

4.  Poliovirus  Type  3 infections  were  more 
common  in  1959  than  in  1958. 

5.  Commercial  poliovirus  vaccine  was 
less  effective  against  l^pe  3 than  against 
Tj^pe  1 infections. 

Acknowledgment. — The  data  are  based  on  reports 
from  individual  physicians,  liealth  officers,  and  labora- 
tories to  whose  cooperation  the  success  of  poliomyelitis 
surveillance  is  due.  The  tables  were  prepared  by  Miss 
Mary  Ryan,  Senior  Statistical  Clerk,  under  the  super- 
vision of  Mrs.  Adele  Polan,  Senior  Biostatistician. 
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C ancer  is  of  major  concern  today  because 
of  its  high  mortality  and  progressively 
increasing  death  toll.  Among  men  and 
women  of  all  ages  in  the  United  States,  it 
ranks  second  as  a cause  of  death.  Only  25 
to  30  per  cent  of  patients  with  neoplastic- 
diseases  are  salvaged  foi'  five  years  today 
with  the  currently  a\'ailable  methods  of 
surgery  and  radiation  therapy.  It  has  been 
estimated  1-hat  if  a t-horough  application  of 
existing  knowledge,  namely  early  diagnosis 
and  early  therapy,  were  more  widely  em- 
ployed, anotlu'r  25  per  cent  of  tlu'sc'  patients 
could  be  saved.  Because  of  the  limitations 
of  surgery  and  radiation  therapy  in  effecting 
a cure  for  cancer,  chemotherapy  is  being 
widely  explored. 

Chemotherapy,  the  Cinderella  of  cancer 
research,  is,  by  definition,  the  treatment  of 
cancer  with  chemical  agents  or  drugs.  Al- 
though no  cure  has  yet  been  found  for  tumors 
which  are  not  amenable  to  surgery  or  radia- 
tion therapy,  the  significant  progress  of  the 
last  fifteen  years  in  the  chemotherapy  of 
human  cancer  has  been  encouraging. 

While  a number  of  chemotherapeutic 

Bupportod  by  grants  from  the  National  Cancer 
Institute  of  the  National  Institutes  of  Health,  United 
States  Public  Health  Service,  Bethe.sda,  Marj-land, 
and  by  the  Shrine  Tuberculosis  and  Cancer  Research 
Fomulation,  Oasis  of  .Alexandria,  Desert  of  Virginia. 


agents  are  of  value  in  the  inhibition  of 
growth  of  animal  tumors,  they  may  not  be 
of  value  in  nnui.  Hence,  the  ultimate  test 
of  these  agents  lies  in  the  evaluation  of  their 
effects  in  human  beings.  The  lack  of  cor- 
relation between  the  results  of  drugs  against 
tumors  in  the  mouse  and  in  man  is  probably 
due  to  the  fact  that  the  mighty  mouse  wilt 
tolerate  .systemically  many  drugs  in  dosages 
20  times  greater  than  man  can  tolerate. 
It  is  at  these  higher  do, sage  levels  that  animal 
tumors  have  been  cured  with  drugs.  How- 
ever, it-  is  interesting  that  the  .sensit i\'ity  of 
tumors  t.o  drugs  from  man  and  mouse  is 
similar  in  ti.s.sue  culture. 

Experiences  with  chemotherapy  have  been 
report  ed  at  different  times  through  the  years. 
A statement  by  Burrows  in  1707  reads  as 
follows:  “Although  the  physicians  of  all 

nations  from  the  time  of  Hippoi'rates  to  the 
present,  have,  by  numberless  researches  and 
experiments,  made;  trial  of  everything  in 
nature,  from  the  most  innocent  drug  to  the 
most  virulent  poison,  both  in  the  mineral 
and  vegetable  kingdoms,  yet  tlu'  disease 
still  baffles  the  jiower  of  physic.” ‘ Mnong 
the  older  di\’erse  agents  used  have  been 
aconite,  acids,  alkalis,  arsenic,  belladonna, 
black  salves,  compression,  copper,  crabs, 
electricity,  pipe  clays,  red  .salves,  silver. 
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toads,  and  violet  leaves,  These  agents, 
if  they  acted,  generally  did  so  as  local  caus- 
tics orescharotics.  During  the  1800’s  arsenic 
was  one  of  the  most  frequently  emplojmd 
agents  in  the  treatment  of  human  cancer. 

In  the  early  1900’s  a variety  of  interest  ing 
attempts  at  cancer  therapy  in  man  were 
reported.  In  1912  Coca,  Dorrance,  and 
Lebredo^  employed  the  so-called  vaccination 
treatment  in  79  patients  with  the  use  of 
whole  human  tumors  crushed  through  the 
Baird  and  Tatlock  vaccine  machine  and  ren- 
dered bacterially  sterile  with  the  use  of 
formaldehyde  or  carbolic  acid.  No  retro- 
gression of  tumors  which  could  be  ascribed  to 
the  proce.ss  of  immunization  occurred  in  this 
.series.  In  1914  VaughaiB  reported  on  100 
patients  with  cancer  treated  with  serum  and 
leukocytes  from  rabbits  or  sheep  injected 
with  human  tumors.  In  general,  the  pa- 
tients recorded  as  improved  were  23  of  31 
operable  cases  where  the  “vaccine”  was  used 
in  connection  with  definitive  surgery.  Clin- 
ical trials  in  Japan  which  “carcinolysin,”  a 
substance  ol)tained  from  the  jjlant  “haisung” 
and  mixed  with  oil  were  reported  by  Matsu- 
.shita  in  1924“  to  produce  necro.sis  and  gradual 
reabsorption  of  tumors  in  some  patients. 
In  19.30  Coffej^  and  Humber®  presented  some 
clinical  notes  on  the  use  of  an  extract  of 
suin’arenal  cortex  from  sheep.  This  treat- 
ment was  reported  to  relieve  pain,  produce 
a feeling  of  well-being,  and  produce  softening 
necrosis  and  litiuefaction  in  tumors  in  man. 
From  1933  to  1930  Blumenthal  and 
Jacobs^"®  u.sed  J.B.  5,  also  called  “vallet  bin,” 
which  consi.sted  of  extracts  of  liver,  pan- 
creas, duodenum,  and  spleen  from  fre.shly 
slaughtered  animals.  Later  stomach  was 
added  to  the  mixture  and  it  was  called 
“aristrop.”  Also  in  1933  Braunstein’s'® 
“.'^plendothelan”  made  from  spleen  and 
other  reticuloendothelial  tissues  obtained 
from  rabbits,  goats,  or  ciilves  was  used. 
A series  of  24  patients  with  incurable  cancers 
was  given  splendothelan.  The  therapy 
apparently  produced  a monocytosis  and 
diuresis.  A biologic  extract  of  urine,  pur- 
poited  to  contain  the  excreted  parathyroid 
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hormone,  and  known  as  H-11,  was  intro- 
duced by  Thompson  and  a.ssociates  in  1941 
in  England. “ Bogomolets'^  in  Ilmssia  pre- 
pared in  serum  by  immunizing  horses  to 
human  spleen  and  bone  marrow  obtained 
from  fresh  human  cadavers  to  influence  the 
course  of  cancer  by  stimulating  the  connec- 
ti\'e  ti.ssue  system.  This  antiserum  was 
called  “antireticular  cytotoxic  .serum” 
(A.C.S.).  The  /Vmerican  counterpart  was 
known  as  reticuloendothelial  immune 
serum  (R.E.I.S.).'® 

Numerous  trials  with  organotherapy  were 
attempted  in  the  treatment  of  caiu!er  in  man 
in  the  early  1900’s.  The  substances  em- 
ployed were  deri\-ed  from  the  pituitary, 
thyroid,  suprarenal,  ovary,  liver,  panci’eas, 
cartilage,  muscle,  thymus,  spleen,  bone 
marrow,  blood,  embryonal  tissue,  placenta, 
and  umbilical  cord.  While  rare  cures  and 
occasional  improvement  were  reported, 
organotherapy  was  generally  ineffective." 

Trials  of  clinical  therapy  were  made  with 
the  products  of  microorganisms.  In  1868 
Busch'®  noted  that  attacks  of  erysipelas  in 
patients  with  malignant  tumors  were  some- 
times associated  with  regre.ssions  in  the  size 
of  tumors.  In  1891  Coley'®  made  similar 
obser\'ations.  Then,  inactivated  cultures 
of  streptococci  isolated  from  patients  with 
erysipelas  wei’e  used  to  treat  patients  with 
carcinoma.  His  cultures  were  called  Coley’s 
mixed  toxins.  Because  of  the  inconstant 
clinical  effects  and  the  accompanying  tox- 
icity, the  use  of  these  toxins  was  generally 
discontinued.  After  the  observation  of 
(Jratia  and  Linz'^  that  bact('rial  filtrates 
produced  hemorrhage  in  tran.splanted 
tumors  in  guinea  pigs.  Shear  and  Turner 
in  1!)43'’*  isolated  a poly.saccharide  lipid 
complex  from  a culture  filtrate  of  Serratia 
marcescens  (Bacillus  prodigiosus).  This 
substance  was  both  an  antigen  and  a tfixin. 
While  t umor  desti  uct  ion  occum'd  in  clinical 
trials,  the  toxicity  was  too  great'®""'  to 
justify  continued  use. 

Other  attempts  at  cancer  treatment  using 
heat  therapy,  c-old  therapy,  lead,  vitamins, 
and  numerous  other  modalit  ies  were  reported 
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ill  the  early  1900’s.  In  general,  these  earlier 
attempts  at  cancer  therapy  in  man  were 
ineffectual. 

The  first  report  of  a chemical  agent  that 
is  effective  when  used  systemically  was  in 
1865  when  Lissauer*^  described  marked 
improvement  in  a patient  with  leukemia 
following  the  use  of  potassium  arsenite  or 
Fowler’s  solution. 

The  modern  era  of  temporarily  effective 
clinical  cancer  chemotherapeutic  agents 
developed  after  pathologic  and  biologic 
studies  following  the  use  of  dichloroethyl 
sulfide  or  mustard  gas  on  the  night  of  July 
12,  1917,  near  Ypres  in  Flanders  during 
World  War  I. 

The  cancer  chemotherapeutic  agents  of 
value  today  in  the  temporary  control  of 
disseminated  neoplastic  disease  in  human 
beings  are  grouped  roughly  into  four  cate- 
gories: (1)  antimetabolites,  (2)  cytotoxic 
agents,  (3)  antibiotics,  and  (4)  hormones 
and  ablative  therapy. 

Antimetabolites 

An  antimetabolite  is  a substance  which 
competes  with  the  action  of  a normally 
occurring  essential  metabolite  in  the  body 
and  is  of  similar  chemical  structure.  There 
are  three  types  of  antimetabolites  of  clinical 
value  today,  namely  the  folic  acid  antago- 
nists, the  purine  antagonists,  and  the  py- 
rimidine antagonists.  Other  types  of  met- 
abolic antagonists  which  have  been  devel- 
oped, such  as  DL-ethionine,^^  an  antagonist 
to  methionine,  have  been  either  too  toxic 
for  human  use  or  ineffectual. 

Folic  Acid  Antagonists. — The  folic 
acid  antagonists  developed  by  the  late 
Subba  Row  and  coworkers  (1947)^'*  at  the 
Loderlc  Laboratories  comprise  a group  of 
, _ substances  which  arc  related  chemically  and 
have  similar  biologic  action. “ Under  the 
direction  of  Dr.  James  H.  Williams,  chemists 
of  the  Lederle  Laboratories  and  the  Calco 
Chemical  Division  of  American  Cyanamid 
Company  have  synthesized  and  have  been 
responsible  for  many  of  the  chemical  and 
biologic  developments  of  these  agents.^® 


Interest  in  the  use  of  folic  acid,  its  deriva- 
tives and  antagonists  as  chemotherapeutic 
agents  in  neoplastic  diseases,  began  with  an 
observation  by  Leuchtenberger,  Lewisohn, 
and  their  associates'^-^®  that  a fermentation 
of  the  Lactobacillus  casei  factor  inhibited  the 
growth  of  sarcoma  180  transplanted  in 
female  Rockland  mice  and  caused  regression 
in  30  to  40  per  cent  of  spontaneous  breast 
tumors  in  three  .strains  of  mice.  This 
fermentation  L.  casei  factor  was  later  found 
to  be  pteroyl  triglutamate  sodium  (Terop- 
terin)  and  was  synthesized  by  Subba  Row 
and  associates.^®  Clinical  reports  on  the  use 
of  pteroyl  triglutamate  sodium  in  human  neo- 
plasms showed  the  drug  to  have  little  effect 
in  inhibiting  the  tumor  but  to  be  mainly 
effective  in  giving  the  patients  a sense  of 
well-being  and  in  aiding  in  the  relief  of 
pain.®® 

While  the  work  with  folic  acid  and  its 
derivative,  pteroyl  triglutamatc  sodium, 
was  pursued,  the  folic  acid  antagonists  were 
developed.  The  first  antagonist  to  be  de- 
scribed was  d(-)methyl  folic  acid.®^  Sub- 
sequently, Hutchings  et  al.^*  described 
pteroylaspartic  acid  which  also  had  antifolic 
acid  activity.  The  first  of  the  more  potent 
antagonists,  4-aminopteroylglutamic  acid 
sodium  (Aminoptcrin)  was  reported,  by 
Sceger,  Smith,  and  Hultquist.®® 

Biologically,  the  folic  acid  antagonists 
oppose  the  action  of  folic  acid  in  vitro  and 
in  vivo.®‘‘'®®’®®~®^  Folic  acid  and  its  bio- 
logically active  form,  folinic  acid  (5-formyl-5, 
6,7,8-tetrahydropteroylgutamic  acid)  the 
citrovorum  factor  (Leucovorin)  consists  of 
essential  nutritional  elements  present  in  all 
tissues  but  present  in  highest  concentration 
in  tissues  in  a state  of  rapid  growth. ®®~®® 
Diets  deficient  in  folic  acid  produce  effects 
in  animals  similar  to  those  produced  by  tlu^ 
folic  acid  antagonists.  The  effects  pi’o- 
duced  in  animals  with  these  antagonists  have 
been  wholly  or  partially  reversible  by  folic 
acid  but  completely  reversible  with  the 
citro\'orum  factor.®®-®®''*^  A relationship 
between  these  drugs  and  the  adrenal  cortex 
have  been  noted. Studies  on  the  mech- 
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aiiism  of  action  of  the  folic  acid  antagonists 
indicate  that  these  substances  interfere  with 
the  nucleic  acid  synthesis.'*-’^^"^®  There 
have  been  approximately  150  folic  acid 
antagonists  developed.  The  most  popular 
one  in  clinical  use  today  is  methotrexate, 
(4-amino-N  “-methyl  teroyl-glutamic  acid) 
formerly  known  as  amethopterin. 

In  1948  Farber®^'®*  reported  his  epoch- 
making  discovery  that  the  folic  acid  an- 
tagonists produce  remissions  and  increase 
the  life  span  of  children  with  acute  leukemia. 
These  findings  were  subsequently  confirmed 
by  other  investigators.®®"®^  Prior  to  the 
use  of  these  drugs,  children  with  acute 
leukemia  lived  for  an  average  of  four  months 
and  rarely  one  year.  When  children  with 
acute  leukemia  respond  to  the  action  of 
these  drugs,  improvement  is  usually  recog- 
nized two  to  three  weeks  after  the  onset  of 
therapy  and  consists  of  a reduction  in  the 
enlarged  lymph  nodes,  liver,  and  spleen; 
a decrease  in  or  cessation  of  bleeding;  return 
to  normal  of  an  elevated  temperature; 
decrea.se  in  bone  pain;  and  return  toward 
normal  in  the  bone  marrow  and  peripheral 
blood  picture  as  manifested  in  the  red  blood 
count,  hemoglobin,  white  blood  cell  count, 
platelet  count,  and  percentage  of  blast  cells. 
In  a number  of  patients,  both  the  clinical 
and  hematologic;  picture  returns  to  normal. 

Reports  from  numerous  investigators  at 
the  Second  Conference  on  Folic  Acid  An- 
tagonists in  the  Treatment  of  Leukemia 
held  in  Boston,  Mas.sachu.setts,  on  March  11, 
1951,®®  showed  that  the  average  remission 
rate  in  children  with  acute  leukemia  was 
about  50  per  cent  in  those  treated  for  one 
day  or  longer  with  the  antifolic  acid  com- 
pounds. ALso  repoi'l.ed  were  prolongations 
in  the  survival  t ime.  Some  children  treated 
with  the  antagonists  have  lived  for  over  two 
years.  A (;ompilatIon  of  data  by  Farber®® 
from  the  expediences  of  sewen  investigators 
of  the  results  of  treatment  of  acute  leukemia 
with  the  folic  acid  antagonists  in  425  children 
and  52  adults  treated  for  fourteen  days  or 
more  showc'd  (>8.5  [K'r  (;ent  impi’ovement 
among  the  children  and  13.5  per  cent  im- 


provement among  the  adults.  The  median 
duration  of  the  complete  remissions  is  about 
eight  months. “ 

The  chronic  leukemias  and  acute  leu- 
kemias in  the  adult  generally  have  not 
responded  so  well  to  treatment  with  the 
folic  acid  antagonists  as  have  the  acute 
leukemias  in  chidren.®®’^^  In  general, 
better  results  have  been  obtained  in  the 
treatment  of  the  lymphatic  than  in  the 
myelogenous  leukemias.®® 

Partial  temporary  objective  improvement 
has  been  reported  to  occur  in  patients  with 
lymphosarcoma,  reticulum  cell  sarcoma,  and 
Hodgkin’s  disease. ®®'®*’®®’'^®'^^ 

Studies  on  the  use  of  the  folic  acid  an- 
tagonists in  neoplastic  diseases  in  human 
beings,  other  than  the  leukemias  and  lym- 
phomas, have  indicated  that  these  com- 
pounds exert  some  effect  against  certain 
solid  tumors.  In  patients  with  advanced 
carcinoma  of  the  breast,  significant  yet 
partial  objective  regressions  in  the  sizes  of 
tumor  masses  may  occur.  In  these 

cases,  soft  tissue  tumor  masses  on  the  chest 
wall  and  in  the  lungs  may  decrease  in  size, 
ulcerated  lesions  on  the  chest  wall  may  heal, 
and  osteolytic  bone  lesions  may  fill  in  as 
demonstrated  on  x-ray  films  following 
therapy  with  methotrexate.  Improvement 
is  usually  first  noted  between  two  weeks  and 
three  months  following  the  institution  of 
thei'apy.  It  has  lasted,  when  it  occurred, 
for  from  three  weeks  to  seventeen  months. 

Li,  Hertz,  and  Spencer'^®  first  described 
decreases  in  pulmonary  metastasis  and 
decreases  in  the  level  of  urinary  gonado- 
trophin in  patients  with  choriocarcinoma 
and  chorioadenoma  following  the  use  of 
methotrexate.  Subsc(iuent  studies  with  the 
use  of  this  drug  in  27  patients  with  chorio- 
(;arcinoma  and  related  trophoblastic  tumors 
in  women  resulted  in  complete  remission 
with  no  evidence  of  hormonal,  radiologic, 
or  j)hysical  evidence  of  disease  in  5,  remis- 
sion with  persistent  di.sease  in  11,  initial 
remission  and  sub.se<pient  death  in  G,  and 
no  re.sponse  in  5.  Remissions  lasted  for 
from  two  to  twenty-nine  months.®®’®' 
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111  squamous  cell  carcinomas  of  the  head 
and  neck  area,  Sullivan,  iVIiller,  and  Sikes*- 
have  achieved  tumor  regressions  with  the 
intra-arterial  use  of  massive  dosages  of 
methotrexate.  The  systemic  side-effects  are 
prevented  by  the  simultaneous  administra- 
tion of  the  citrovorum  factor  intramuscu- 
larly. From  50  to  60  mg.  of  methotrexate 
dissolved  in  2,000  ml.  of  normal  saline, 
dextrose,  and  water  are  infused  continuously 
for  twenty-four  hours  a day  for  from  five  to 
ten  days,  using  a Bowman  pump,  into  a 
catheter  inserted  in  the  external  carotid 
artery  which  supplies  the  tumor  bed.  At 
the  same  time,  from  6 to  9 mg.  of  citrovorum 
factor  are  injected  intramuscularly  every 
four  to  six  hours. 

Partial  temporary  objective  improvement 
has  been  reported  to  occur  occasionally  in 
patients  with  neuroblastoma,  rhabdomyo- 
sarcoma, seminoma,  carcinoma  of  the  pros- 
tate, carcinoma  of  the  bladder,  and  car- 
cinoma of  the  ovary  with  the  use  of  folic 
acid  antagonist  therapy. More 
recently,  striking  but  temporary  improve- 
ment with  the  administration  of  metho- 
trexate has  occurred  in  2 of  4 cases  of  ad- 
vanced mycosis  fungoides*^’*^  and  in  an 
occasional  case  of  Kaposi’s  sarcoma.®^ 

The  combination  of  methotrexate,  ac- 
tinomycin  D,  and  chlorambucil  has  produced 
temporary  regressions  of  pulmonary  me- 
tastases  in  patients  with  embryonal  car- 
cinoma and  choriocarcinoma  of  the  testis.*® 
In  advanced  ovarian  carcinoma,  significant 
remissions  of  the  disease  have  occurred  with 
the  use  of  a combination  of  methotrexate 
and  triethylene  thiophosphoramide.*^ 

The  usual  safe  oral  dosage  range  of  metho- 
trexate varies  from  1.25  to  7.5  mg.  per  day 
in  adults  and  from  1.25  to  5 mg.  per  day  in 
children.  Intramuscular  or  intravenous  in- 
jections at  the  same  dosage  levels  may  be 
u.sed.  The  tolerated  daily  dosages  vary 
greatly  between  individuals  and  may  vary 
over  periods  of  time  in  a given  individual. 
For  this  reason  one  must  be  constantly 
on  the  alert  for  toxicity  and  adjust  the 
dose  according  to  the  patient’s  tolerance. 


Usually  the  drug  is  given  daily  and  therapy 
is  continued  even  after  a complete  remission 
has  been  achieved.  Higher  dosage  schedules 
in  adults  where  from  10  to  30  mg.  are  given 
intramuscularly  or  intravenously  daily  in 
five-day  courses  have  resulted  in  greater 
toxicity.  Methotrexate  has  been  admin- 
istered to  some  patients  for  several  years 
with  no  serious  untoward  effects. 

Beneficial  effects  with  the  use  of  metho- 
trexate are  usually  noted  after  three  and 
six  weeks  of  treatment  in  children  with  acute 
leukemia  and  in  soft  tissue  lesions  of  adults 
with  solid  tumors.  In  adults  with  osteolytic 
lesions  in  the  bones,  therapy  for  from  three 
to  five  months  has  been  necessary  to  produce 
apparent  or  beneficial  changes  which  are 
noticeable  on  x-ray  films. 

The  toxic  signs  and  symptoms  which  may 
result  from  the  use  of  the  folic  acid  analogs 
are;  mucous  membrane  ulcerations,  nausea, 
vomiting,  diarrhea,  leukopenia,  bleeding 
from  the  intestinal  tract,  and  spotty 
alopecia.  Therapy  should  be  discontinued 
immediately  when  signs  of  toxicity  appear. 
Generally  the  side-effects  then  disappear 
within  one  to  two  weeks.  If  therapy  is 
discontinued  when  stomatitis,  one  of  the 
earliest  side-effects,  occurs,  hemorrhage  from 
the  intestinal  tract  and  complete  bone 
marrow  depression  will  usually  be  prevented. 
After  the  toxicity  has  subsided,  therapy 
may  be  resumed  safely  at  lower  dose  levels. 

The  use  of  the  citrovorum  factor  in  do.ses 
of  from  3 to  12  mg.  intramuscularly  will 
prevent  toxicity  by  methotrexate.”-®*  It 
will  also  counteract  the  therapeutic  effect  of 
the  antagonist.  When  methotrexate  is  em- 
ployed at  the  usual  dose  schedule  of  from 
2.5  to  5 mg.  daily  by  mouth,  serious  side- 
effects  do  not  usually  ensue.  The  few 
mucous  membrane  ulcerations  or  mild 
leukopenias  which  do  appear  usually  dis- 
appear in  fnnn  one  week  to  ten  days  after 
the  (ILscontinuation  of  therapy;  hence  it  is 
seldom  nece.ssary  to  employ  the  citrovorum 
factor. 

Puiu.VE  Axtagonists. — Another  anti- 
metabolite which  has  been  shown  to  be  of 
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clinical  value  is  G-mercaptopurine  (Purin- 
ethol),  a purine  antagonist.  Hitchings  and 
associates  at  The  Wellcome  Research  Lab- 
oratories at  Tuckahoe,  New  York,  developed 
and  described  the  synthesis  and  the  chemical 
and  biologic  properties  of  6-mercaptopurine 
and  related  antagonists  of  nucleic  acid 
derivatives.*®*®^  G-Mercaptopurine  is  a 
purine  antagonist  for  the  wild  strain  of  the 
L.  casei.  The  inhibition  in  this  bacterial 
test  system  is  prevented  by  any  one  of  four 
purine  bases,  namely,  adenine,  guanine, 
xanthine,  or  hypoxanthine.®®*®®  Tumor  in- 
hibition in  mouse  sarcoma  180  and  in  mouse 
leukemia  occurs  with  the  administration 
of  G-mercaptopurine.®®*®®  The  mechanism 
of  action  of  G-mercaptopurine  is  by  the 
inhibition  of  de  novo  nucleic  acid  syn- 
thesis.®®*®* 

In  1953  Burchenal  and  his  associates®® 
ilemonstrated  the  antileukemic  activity  in 
man  with  G-mercaptopurine.  In  a series  of 
G8  children  with  acute  leukemia  treated  at 
Memorial  Hospital  with  this  purine  analog, 
remissions  were  achieved  in  29  patients, 
partial  remissions  in  14,  and  25  were  con- 
sidered therapeutic  failures.  Of  40  adults 
with  acute  leukemia,  5 had  clinical  and 
hematologic  remissions,  G showed  marked 
clinical  benefit  and  some  hematologic  im- 
provement, and  29  were  considered  thera- 
peutic failures.®®®  At  a conference  on  G- 
mercaptopurine  April  30  and  May  1,  1954,®®* 
clinical  reports  from  a number  of  in- 
vestigators confirmed  the  fact  that  G- 
mercaptopurine  was  useful  in  the  therapy  of 
acute  leukemia.  The  conference  findings 
were  summarized  by  Bross  as  follows:  re- 
mi.ssions  occurred  in  approximately  33  per 
cent  of  the  children  with  acute  leukemia  and 
in  about  1 out  of  every  7 adults.®®®  Some 
patients  who  developed  resistance  to  metho- 
trexate may  respond  to  the  administrat  ion  cif 
G-mercaptopurine.  No  cross  resistance 
exists  between  these  antimetabolites.  In 
children  with  acute  leukemia  with  the  com- 
bination  of  G-mercaptopurine  and  metho- 
trexate, agents  affecting  the  neoplastic  cell 
by  different  metabolic  pathways,  the  results 


are  not  better  than  when  the  agents  are 
administered  separately.™  In  the  limited 
number  of  cases  of  tumors  of  other  types 
studied  in  man,  G-mercaptopurine  has  thus 
far  not  been  found  to  be  of  significant  prac- 
tical value.*®'®®® 

The  average  daily  dose  of  G-mercapto- 
purine administered  orally  is  2.5  mg.  per 
kilogram  of  body  weight.  Generally  from 
three  to  six  weeks  of  therapy  are  necessary 
to  produce  results  with  this  analog.  As 
with  methotrexate,  therapy  should  be  con- 
tinued during  periods  of  remission  to  prolong 
the  duration  of  remissions.  Clinical  re- 
sistance may  develop  after  the  use  of  G- 
mercaptopurine,  as  with  methotrexate. 

The  principal  side-effect  that  is  observed 
with  the  use  of  G-mercaptopurine  is  bone- 
marrow  depression,  although  gastrointestinal 
disturbances  may  occur.  When  therapy  is 
discontinued  at  the  first  sign  of  a side-effect, 
serious  complications  may  be  avoided. 

Other  purine  antagonists  which  have  been 
developed  and  found  to  be  active  in  man 
have  not  been  more  effective  than  the  orig- 
inal compound,  G-mercaptopurine. 

Pyrimidine  Antagonists.  — Another 
metabolic  antagonist  of  use  in  the  temporary 
control  of  some  forms  of  disseminated  car- 
cinoma in  man  is  5-FU  (5-fluorouracil)  (R.O. 
2-9757).  5-Fluorouracil  is  a pyrimidine 
antagonist  developed,  synthesized,  and  dem- 
onstrated to  be  active  against  various  mouse 
tumors  by  Heidelberger  of  the  University 
of  Wisconsin,  Duschinsky  of  Ho£fmann-La 
Roche,  Nutley,  New  Jersey,  and  their  as- 
sociates(1957).®®®“®®®  The  mechanism  of  ac- 
tion of  5-FU  and  related  fluorinated  py- 
rimidines is  presumed  to  be  by  inhibition  of 
various  processes  of  nucleic  acid  biosyn- 
thesis. It  has  been  demonstrated  that  the 
fluorinated  iiyrimidincs  inhibit  the  conver- 
sion of  dco.xyuridinc  into  DNA  (deoxy- 
ribonucleic acid)  thymine,  that  the  fluoro- 
compounds  are  incorporated  into  nuclear 
RNA  (ribonucleic  acid)  more  rapidly  than 
into  the  cytoplasmic  RNA,  and  that  5-fluoro- 
cytidine  inhibits  the  conversion  of  uracil  and 
cytidine  into  DNA  thymine  and  RNA 
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uracil. 

The  clinical  activity  of  5-fluorouracil  in  the 
treatment  of  far-advanced  neoplastic  dis- 
ease was  first  demonstrated  by  Curreri 
and  associates  (1957). Other  in- 
vestigators have  confirmed  the  temporary 
antitumor  effects  of  5-fluorouracil  in  some 
patients  with  different  types  of  disseminated 
cancer  in  man.“^“*®^  5-Fluorouracil  ap- 
pears to  exert  an  objective  effect  in  some 
patients  with  carcinomas  of  the  breast, 
large  bowel,  rectum,  ovary,  and  bladder. 
Occasional  patients  with  other  types  of 
tumors  may  respond.  A related  pyrim- 
idine antagonist,  FUDR  (5-fluorode- 
oxyuridine),  has  been  shown  by  Curreri  and 
Ansfield*®^*'*®®  to  produce  remissions  of 
disease  in  similar  types  of  carcinoma.  Bren- 
nan and  his  associates  have  stated  that 
G-mercaptopurine  apparently  potentiates  the 
therapeutic  and  toxic  effects  of  5-fluorouraciI 
in  man.“^  Hall  et  al.  have  reported  im- 
provement in  patients  following  the  com- 
bination of  5-fluorouracil  and  irradia- 
tion.^®®'^®^ 

The  present  recommended  dosage  schedule 
of  5-fluorouracil  is  in  courses  consisting  of 
15  mg.  per  kilogram  of  body  weight  (ideal 
weight)  daily  intravenously  for  five  days, 
followed  by  two  or  three  half-doses  on  al- 
ternate days  in  good-risk  patients.  Therapy 
is,  of  course,  discontinued  immediately  on 
the  occurrence  of  toxicity.  Courses  are 
repeated  at  intervals  of  from  four  to  six 
weeks.  Poor-risk  patients,  those  in  poor 
general  condition,  those  with  liver  impair- 
ment, those  with  widespread  disease  in  the 
bone,  and  those  to  whom  prior  chemotherapy 
or  radiation  therapy  have  been  given  usually 
tolerate  lower  dosages.  Hence  half  of  the 
dosages  mentioned  are  given.  As  with  the 
folic  acid  antagonists,  the  tolerated  dosages 
of  5-fluorouracil  vary  greatly  and  dosage 
must  be  adjusted  according  to  the  indi- 
vidual patient’s  tolerance.  While  many  of 
the  tumor  regressions  that  have  been  re- 
ported thus  far  have  occurred  at  dose  levels 
which  are  associated  with  toxicity,  it  is  not 
always  necessary  to  produce  toxicity 


to  obtain  antitumor  effects.®^-”®  Main- 
tenance dosages  of  5-fluorouracil  following 
an  initial  course  of  500  mg.  intravenously 
daily  for  four  days  may  be  given  safely  for 
many  months.  The  average  patient  will 
tolerate  from  500  to  1,000  mg.  intravenously 
once  per  week.®^  Therapy  is  discontinued 
when  side-effects  are  noted  and  may  be  re- 
sumed at  lower  doses  when  all  signs  of  toxic- 
ity have  subsided. 

The  toxic  effects  of  5-fluorouracil  consist 
of  nausea,  vomiting,  diarrhea,  leukopenia, 
granulocytopenia,  thrombocytopenia,  mu- 
cous membrane  ulcerations,  and  partial 
alopecia.“^'ii®'“®'^®®  The  side-effects  may 
be  noted  from  seven  to  fourteen  days  after 
an  injection.  If  dosages  are  adjusted  to  the 
individual’s  tolerance,  serious  toxicity  may 
be  avoided. 


Cytotoxic  Agents 

The  group  of  cytotoxic  compounds  com- 
prises a wide  variety  of  structures.  The 
main  common  feature  of  most  of  these  com- 
pounds is  the  ability  to  function  as  alkylat- 
ing agents  under  mild  conditions  in  aqueous 
solution.  The  biologic  activity  of  these 
agents  is  manifested  in  the  cell  by  the  one 
property  they  have  in  common — reaction 
with  nucleophilic  groups. Of  course 
there  are  many  possible  sites  for  reaction. 
Following  is  a selected  list  of  the  cytotoxic 
agents  which  are  more  widely  known  and 
used  today.  These  agents  are  of  temporary 
value  in  the  control  of  human  neoplastic 
diseases: 

Cyclophosphamide 

Nitrogen  mustard, 

methyl-bisf/3-chloro-  Ethylenimino  quinone 
ethyl)amine  (E.  39j 

hydrochloride  (HN2)  Busulfan  (GT.  41) 


Ethyleneimines 
Triethylene  melamine 
(TEM) 

Triethylene  thioplios- 
phoramide  (Thio- 
TEP.\,  TSP.\) 
Chlorambucil  (CB 
1348) 


Urethane 
Fowler’s  solution 
Demecolcin 
l,3-Bis(Ethylenimino- 
sulfonyl)  propane 
(BEP) 

Phenylalanine  mus- 
tards 
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Xitrogen  mustard  DL  form 

N-oxide 

Mannitol  mustard  L form 

(BCM) 

The  agents  in  this  category  are  increasing 
rapidly  in  number.  A wide  vaiiety  of 
newer  drugs  in  this  category  await  careful 
clinical  investigation. 

Nitrogen  Must.xrd. — The  first  com- 
pound in  the  group  of  cytotoxic  agents  is 
nitrogen  mustard.  It  was  noted  during 
World  War  I that  individuals  exposed  to 
mustard  gas  developed  leukopenia. 

At  the  start  of  World  War  II,  during  the 
search  for  more  potent  war  gases,  extensive 
studies  concerning  the  cytotoxic;  properties 
of  the  mustards  were  undertaken,  and  a 
special  affinity  of  these  compounds  for 
rapidly  growing  tissues,  including  those  of 
the  hemopoietic  system,  was  described. 
Mustard  gas  was  first  discovered  by  Ritchie 
(1854)  and  was  prepared  for  manufacture  by 
Meyer  in  1886.^^*  Gilman  and  Philips 
(1946)*^^  first  observed  and  reported  im- 
provement in  human  lymphosarcoma  treated 
with  tris  nitrogen  mustard  (tris  [|8-chlor- 
ethyl]  amine  hydrochloride).  Subse- 
cpiently,  investigators  in  clinics,  in  the 
United  States — in  New  Haven,  Chicago, 
Boston,  Salt  Lake  City,  Portland,  and  New 
York — and  in  England  found  the  nitrogen 
mustards  to  be  of  value  in  the  control  of 
cases  of  similar  neoplastic  diseases. 

The  most  extensively  clinically  tested 
nitrogen  mustard  is  the  aliphatic  compound 
mechlorethamine  hydrochloride,  methyl- 
bis  (|3-chloroethyl)  amine  hydrochloride, 
also  referred  to  as  IIN2  (Mustargen). 

When  used  systemically  mechlorethamine 
hydrochloride  is  of  established  value  in  the 
temporary  control  of  Hodgkin’s  disease, 
lymphosarcoma,  chronic  myelogenous 
leukemia,  chronic  lymphatic  leukemia,  poly- 
cythemia vera,  mycosis  fungoides,  and 
carcinoma  of  the  lung.^^'  '^®“‘^®  In  the 
lymphoma  group  of  diseases  mechloretha- 
mine hydrochloride  may  at  times  provide 
complete  remissions  of  the  disease.  Results 
in  this  group  may  commence  to  occur  as 


early  as  twenty-four  hours  after  initial 
therapy.  Improvement  lasts  for  vaiying 
periods  of  time.  Responses  may  occur  in 
those  patients  who  have  been  treated  pre- 
viously with  radiation  therapy.  The  re- 
sults of  the  effects  of  mechlorethamine 
hydrochloride  in  other  types  of  tumors  have 
been  recorded  only  sparsely.  A few  patients 
with  car(;inoma  of  the  breast,  carcinoma  of 
the  ovary,  carcinoma  of  the  nasopharynx, 
seminoma,  chorioepithelioma,  Wilms  tumor, 
and  neuroblastoma  have  been  reported  to 
respond  to  the  administration  of  mechlor- 
ethamine hydrochloride  with  objective 
tumor  regressions.  , 150. 151 

Mechlorethamine  hydrochloride  will 
control  malignant  pleural,  peritoneal,  and 
pericardial  effusions  in  some  cases,  especially 
those  in  whom  the  primary  site  of  the  ma- 
lignant condition  is  in  the  breast  or 
ovary.  152-154  when  mechlorethamine  hydro- 
chloride is  administered  for  this  purpose  it 
has  usually  been  instilled  directly  into  the 
involved  cavity.  The  results  obtained  by 
this  method  by  Weisberger  and  associ- 
ates’^^-’^^  have  compared  favorably  with 
those  obtained  with  the  use  of  intracavitary 
radioactive  gold. 

The  intra-arterial  method  of  administering 
mechlorethamine  hydrochloride  was  de- 
veloped by  Klopp  et  Regressions  of 

tumors  in  patients  with  carcinomas  of  the 
cervix,  vagina,  uterus,  ovary,  head,  and 
neck  have  been  noted  following  this  pro- 
cedure. 

Following  the  introduction  bj'’  Creech 
and  his  associates*^®  of  the  technic  of 
regional  perfusion  utilizing  an  extracorporeal 
circuit  for  the  administration  of  cancer 
chemotherapeutic  agents,  tumor  regres.sions 
have  occurred  in  patients  with  carcinoma 
of  the  uteiTis,  carcinoma  of  the  cervix, 
s(}uamous  cell  carcinomas  of  the  head  and 
neck  area,  I'habdomyosarcoma,  Kaposi’s 
sarcoma,  and  osteogenic  sarcoma,  following 
the  use  of  mechlorethamine  hydrochlo- 
ride. *•'’*“ By  the  u.se  of  this  method, 
where  the  tumor-bearing  area  is  temporarily 
isolated  from  the  systemic  circulation  and 
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porfusod  with  a chemiral  agent,  larger 
dosages  of  drugs  may  l)e  admijiistered  with 
safety  than  may  be  given  systemieally. 
I'he  limiting  factor  in  the  use  of  most  of  the 
cancer  chemotherapeutic  agents  is  the  toxic 
effect  on  normal  tissues  such  as  the  bone 
marrow  and  the  gastrointestinal  tract. 
This  .system  of  perfu.sion  is  designed  to 
make  it  possible  to  administer  large  drug 
do.sages  without  producing  toxicity. 

Cole  and  as.sociates'®''*  ha^'e  employed 
mechlorethamine  hydrochloride  for  pro- 
phylactic purposes  immediately  after  a 
definitive  resection  of  carcinoma  has  been 
done  in  the  hope  of  minimizing  the  incidence 
of  distant  metastasis.  Radical  mastectomies 
were  performed  for  carcinoma  of  the  breast 
in  the  preliminary  series  of  74  patients. 
One  half  received  nitrogen  mustard  at  the 
time  of  surgery  and  the  other  half  served  as 
controls.  There  were  no  operative  deaths  in 
the  group.  At  the  time  of  publication, 
some  three  years  after  institution  of  the 
study,  there  were  5 recurrences  and  1 death 
from  cancer  in  the  treated  breast  cancer 
patients  as  compared  with  12  recurrences 
and  7 deaths  in  their  controls.  The  results 
were  not  so  good  in  the  colon-rectal  group. 
While  the  results  of  this  tj'^pe  of  study  appear 
promising,  it  is  pos.sible  that  with  better 
drugs  the  difference  in  the  treated  and 
control  cases  may  be  even  far  more  sig- 
nificant. 

The  average  dose  of  freshly  dissolved 
mechlorethamine  hydrochloride  per  course, 
administered  generally  at  intervals  of  from 
four  to  six  weeks,  is  0.1  mg.  per  kilogram  of 
body  weight  daily  for  four  days  intra- 
venously. When  mechlorethamine  hydro- 
chloride is  instilled  directly  into  the  pleural 
or  peritoneal  cavity,  0.4  mg.  per  kilogram  of 
body  weight  is  given.  The  single  median 
lethal  dose  of  mechlorethamine  hydrochloride 
intravenously  is  estimated  to  be  about  1 
mg.  per  kilogram  of  body  weight.*^* 

The  toxic  side-effects  of  mechlorethamine 
hydrochloride  consist  of  marrow  depre.ssion, 
nausea,  vomiting,  and  localized  thrombo- 
phlebitis or  necrosis  at  the  site  of  injection. 


Chlorpromazine  or  other  antiemetic  drugs 
administered  prior  to  injection  have  been 
useful  in  reducing  the  nausea  and  vomiting. 
Although  there  are  many  new  alkylating 
agents,  nitrogen  mustard  is  still  a useful 
therapeutic  agent. 

Ethyleneimines. — The  ethyleneimines 
compri.se  a group  of  effective  substances 
including  TEi\I  (triethylene  melamine), 
Thio-TEPA  and  TSPA  (triethylene  thio- 
phosphoramide),  TEPA  (triethylene  pho.s- 
phoramide),  ODE  PA  (oxapentarnethylene 
diethylene  phosphoramide),  and  OPS  PA 
(oxapentarnethylene  diethylene  thio- 
pho.sphoramide).  The  more  widely  inves- 
tigated of  these  sul)stances  are  TEM  and 
TSPA.  Triethylene  melamine  is  a drug 
which  was  first  synthesized  in  Germany 
during  World  War  II  for  use  in  a commercial 
process  for  improving  the  fini.sh  of  rayon 
fabrics.  In  a screening  program  with  agents 
capable  of  reacting  with  amino  groups  such 
as  urethane  and  with  reactive  groups  similar 
to  the  hydrolysis  breakdown  products  of  the 
nitrogen  mustards,  Ro.se  and  associates 
(1950)’®^  found  that  TEM  has  an  out- 
standing growth  inhibitory  activity  against 
the  Walker  carcinoma  256.  In  another 
.screening  program  by  Lewis  and  Crossley,'®® 
TEM  and  related  ethyleneimine  derivatives 
were  found  to  retard  the  growth  of  certain 
transplated  carcinomas  and  sarcomas.  Other 
studies  showed  TEM  to  prolong  the  survival 
time  of  mice  with  transmitted  leukemia 
and  to  inhibit  the  development  of  sarcoma 
180  in  mice.^®®’^®^ 

Initial  clinical  trials  with  TEM  were 
reported  by  Rhoads  et  al.  (1950),^®®  Wright 
etal.  (1950),^®®  and  Karnofsky  e<  a(.  (1951).™ 
With  TEPA  the  early  clinical  reports  were 
made  by  Farber  et  al.  (1953)^”  and  Sykes 
et  al.  (1953).^^^  Shay  and  his  associates*’® 
reported  the  preliminary  clinical  trials  with 
TSPA.  The  oncolytic  effects  produced  by 
TEM,  TEPA,  and  TSPA  in  human  tumors 
have  been  confirmed  by  a variety  of  pub- 
lications.’®'*®*’*’^”®®® 

TEM  is  of  established  clinical  A^alue  in 
producing  remi.ssions  in  a majority  of 
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patients  with  lymphosarcoma,  Hodgkin’s 
disease,  the  chronic  leukemias,  and  poly- 
cythemia vera.  In  carcinoma  of  the  ovary 
approximately  50  per  cent  of  the  patients 
may  obtain  benefit  from  chemotherapy 
with  TEM  treatment.  Transient  tumor 
regressions  have  been  noted  in  a few  cases 
of  neuroblastoma,  mycosis  fungoides,  and 
lymphoephithelioma  from  the  nasopharynx. 
No  benefit  from  TEM  has  been  observed  in 
the  acute  leukemias. 

Reese  et  have  reported  encouraging 
results  in  the  treatment  of  retinoblastoma 
using  a combination  of  irradiation  plus 
TEM. 

With  TEPA  Farber  et  showed  for 
(he  first  time  a chemical  action  against  the 
human  malignant  melanoma.  TEPA  pro- 
duces important  degrees  of  improvement  in 
patients  with  Hodgkin’s  disease,  lympho- 
sarcoma, the  chronic  leukemias,  and  neuro- 
blastoma. TEPA  and  other  early  phos- 
phoramides  which  produced  results  similar 
to  those  of  TSPA  were  replaced  by  TSPA 
because  of  its  greater  stability. 

TSPA  like  TEM  and  TEPA  may  provide 
objective  improvement  in  patients  with 
lymphosarcoma,  Hodgkin’s  disease,  the 
chronic  leukemias,  and  carcinoma  of  the 
ovary.  In  disseminated  carcinoma  of  the 
breast  regressions  in  soft  tissue  tumor 
masses,  regional  adenopathy,  central  nervous 
system  lesions,  effusions,  and  bone  lesions 
may  occur  following  chemotherapy  with 
TSPA.  Varying  results  with  TSPA  in 
breast  cases  have  been  reported  as  follows: 
improvement  in  6 out  of  12  cases  (Shay 
and  Sun*®*),  25  out  of  32  (Bateman  and 
McCabe'®®),  8 out  of  36  (Wright  et  aU^), 
none  out  of  9 (Hitman  et  2 out  of  10 

(Olson®®®),  16  out  of  37  (Moore®®®),  and  4 
out  of  39  (Zubrod  et  aZ.'®').  Like  mechlor- 
ethamine  hydrochloride,  TSPA  is  another 
valuable  chemotherapeutic  agent  for  the 
control  of  malignant  pleural  and  peritoneal 
effusions.  TSPA  is  also  effective  in  pro- 
viding tumor  regressions  in  a small  number 
of  patients  with  carcinoma  of  the  bladder, 
malignant  melanoma,  seminoma,  and  oc- 


casionally in  other  miscellaneous  solid  tu- 
mors. Occasionally  it  may  be  effective 
following  radiation  therapy. 

The  usual  dosage  of  TEM  orally  consists 
of  from  10  to  15  mg.  in  divided  dosages  over  a 
period  of  one  week  with  subsecpient  weekly 
dosages  of  from  2.5  to  5 mg.  until  there  is  a 
remission  of  the  disease  or  bone  marrow  de- 
pression occurs.  The  drug  is  usually  ad- 
ministered about  one  hour  before  breakfast 
and  may  be  given  with  sodium  bicarbonate 
to  reduce  any  gastrointestinal  side-effects. 
Patients  with  chronic  lymphatic  leukemia  or 
lymphosarcoma,  those  to  whom  prior  irra- 
diation therapy  has  been  given,  or  those  in 
poor  general  condition  should  be  given  one 
half  of  the  dosage  previously  suggested. 
Because  the  sensitivity  of  the  hematopoietic 
system  of  patients  varies  following  the  ad- 
ministration of  TEM,  the  dose  schedule 
must  be  adjusted  accordingly.  VTien  TEM 
is  given  intravenously  only  one-third  to  one- 
half  the  dose  should  be  tried. 

Improvement,  if  it  occurs  following  the 
initiation  of  therapy  with  TEM,  is  usually 
observed  in  from  seven  to  fourteen  days. 
However,  therapy  should  be  continued  for 
from  four  to  six  weeks  before  it  is  decided 
that  no  benefit  will  be  derived.  In  some 
patients  with  Hodgkin’s  disease  and  lym- 
phosarcoma, complete  remissions  of  the 
disease  have  lasted  from  one  to  five  years.®' 

With  TSPA  various  dosage  schedules 
have  been  used.  The  agent  may  be  given 
orally  but  is  generally  administered  parenter- 
ally.  During  the  first  week  of  therapy, 
single  dosages  of  TSPA  varying  between  20 
and  40  mg.  may  be  administered  intra- 
muscularly, intravenously,  or  into  the  tumor, 
or  by  daily  dosages  of  from  5 to  20  mg. 
intravenously  or  intramuscularly  for  from 
two  to  five  days.  After  the  initial  dose  the 
patient  is  placed  on  maintenance  therapy 
varying  between  5 and  20  mg.  at  weekly 
intervals.  The  dosage  is  adjusted  con- 
stantly according  to  the  white  blood  cell 
level.  While  our  group  discontinues  therapy 
when  the  white  blood  cell  count  is  less  than 
5,000,  others  do  not  discontinue  therapy 
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until  the  white  blood  cell  count  falls  to  the 
4,000  or  3,000  level.  Therapy  may  be  re- 
sumed at  lower  dose  levels  when  the  white 
blood  cell  count  returns  to  normal.  If  the 
white  blood  count  is  observed  closely  and  the 
proper  dosage  is  given,  patients  may  be 
continued  safely  on  maintenance  therapy 
with  TSPA  for  one  or  more  years  without 
apparent  ill-effect.  When  intracavitary  or 
intratumoral  injections  are  given,  dosages 
of  from  10  to  30  mg.  are  employed  at  weekly 
or  longer  intervals. 

The  main  untoward  effect  of  therapy 
with  TEM  or  I'SPA  is  marrow  depression, 
usually  manifested  first  by  a decrease  in  the 
white  blood  cell  count.  If  the  leukopenia 
is  severe  then  a decrease  in  the  platelet 
count,  red  blood  cell  count,  and  hemoglobin 
may  occur  with  TEM.  An  occasional  pa- 
tient may  develop  nausea  or  vomiting  with 
this  agent.  Hcmatemesis,  increase  in  blood 
urea  nitrogen,  or  hyperuricemia  have  been 
described  as  occasional  complications  of 
TEM  therapy.  An  occasional  patient  has 
developed  an  allergic  reaction  with  the  use 
ofTSPA.*^ 

Chlor.\mbucil. — Chlorambucil  (p-  [di-2- 
chloroethylamino ] phenylbuteric  acid),  also 
known  as  CB  1348  (Leu  Reran)  is  an  aro- 
matic mustard  synthesized  by  Everett, 
Roberts,  and  Ross  (1953).“®  Because  of 
its  marked  inhibitory  effect  on  the  trans- 
planted Walker  tumor  256  in  the  rat,  it  was 
.selected  for  clinical  trial.  The  first  clinical 
descriptions  of  the  use  of  chlorambucil  on 
human  tumors  were  by  Haddow®“  (1954) 
and  Gallon  el  al.  (1955).®^^  Other  reports 
confirm  the  antitumor  activity  of  chlor- 
ambucil in  certain  tumors  in  man.“  ®’®~®®® 

Chlorambucil  is  most  useful  in  the  produc- 
tion of  complete  or  partial  remissions  of  the 
disease  in  patients  with  lymphosarcoma, 
giant  follicular  lymphoma,  reticulum  cell 
sarcoma,  Hodgkin’s  disease,  chronic  lym- 
[)hatic  leukemia,  and  carcinoma  of  the  ovary. 
It  is  only  slightly  effective  in  chronic  myelog- 
eneous  leukemia.®®®  In  patients  with  neu- 
roblastoma, rhabdomyosarcoma,  Wilms 
tumor,  and  carcinoma  of  the  breast  no 


benefit  has  been  observed  with  the  use  of 
chlorambucil.™  ®*  As  large  series  of  patients 
with  other  types  of  tumors  treated  with 
chlorambucil  have  not  been  reported,  its 
complete  spectrum  of  activity  is  not  defi- 
nitely known.  As  with  other  alkylating 
agents  (such  as  mechlorethamine  hydro- 
chloride, TEM  and  TSPA)  which  are  effec- 
tive in  the  lymphomatous  groups  of  diseases, 
chlorambucil  may  provide  improvement  in 
patients  to  whom  prior  irradiation  therapy 
or  alkylating  agents  have  been  administered. 
Likewise,  if  therapy  with  chlorambucil  or 
TSPA  fails  to  provide  improvement  in  this 
type  of  case,  subsequent  radiation  therapy 
may  achieve  remission. 

Chlorambucil  generally  is  administered 
orally  in  dosages  varying  from  0.1  to  0.2 
mg.  per  kilogram  of  body  weight  per  day  or 
from  6 to  12  mg.  daily  until  signs  of  clinical 
improvement  or  marrow  depression  develop. 
Therapy  should  be  discontinued  when  the 
white  blood  cell  count  falls  to  prevent  serious 
marrow  depression.  The  drug  may  be 
resumed  safely  at  lower  dose  levels  after  the 
white  blood  cell  count  has  returned  to  nor- 
mal. If  a patient  develops  a complete  re- 
mission, therapy  may  be  discontinued  until 
sign.-3  of  relapse  occur.  Patients  have  toler- 
ated maintenance  therapy  with  chlorambucil 
safely  for  several  years  with  no  apparent 
untoward  effect.** 

Improvement,  if  it  occurs  with  the  use  of 
chlorambucil,  generally  is  first  noted  after 
three  to  four  weeks  of  therapy.  Maximum 
tumor  regression  usually  occurs  in  from  four 
to  sixteen  weeks  of  therapy.  Remissions 
may  last  as  long  as  several  years. 

It  is  possible  to  achieve  a complete  re- 
mission of  the  disease  with  chlorambucil 
without  the  production  of  toxicity.** 

The  principal  side-effect  which  occurs  with 
chlorambucil  in  the  recommended  dose 
schedule  is  mild  leukopenia.  Thrombo- 
cytopenia and  complete  marrow  depression 
may  occur  if  dose  schedules  are  not  watched 
carefully  and  adjusted  as  necessary.  Oc- 
casional minor  gastrointestinal  disorders 
have  been  reported  following  chlorambucil 
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therapy. 

Nitrogen  Mustard  N-Oxidr.— Nitrogen 
mustard  N-oxide  (methyl  bis[d-chloroethyl]- 
amine)  also  known  as  HNa  N-oxide  (Nitromin) 
is  the  mustard  compound  which  has  been 
widely  investigated  in  Japan.  Stahmann 
and  Bergmann^^''  first  made  nitrogen  mustard 
N-oxide  in  194(5  during  a study  of  chemical 
reactions  of  the  nitrogen  mustard  gases,  by 
the  oxidation  of  nitrogen  mustard.  Ishidate, 
Yoshida,  and  associates^‘^^~^^*  studied  the 
chemical  biologic  properties  and  mechanism 
of  action  of  nitrogen  mustard  N-oxide  exten- 
sively. They  found  nitrogen  mustard  N- 
oxide  more  effective  and  less  toxic  than 
mechlorethamine  hydrochloride  on  rats  with 
Yoshida  sarcoma. 

The  early  clinical  studies  with  the  use  of 
nitrogen  mustard  N-oxide  were  reported  by 
Kimura  et  al.  (1952),^^®  Kurokawa  (1952),®-™ 
Tasaka  (1952),-^^  and  Aboul-Nasr  and  Awad 
(1954). Other  publications  have  con- 
firmed the  antitumor  activity  in  man  with 
nitrogen  oxide  N-oxide. Koyama 
and  Tokuyama  (1958),^^®  reported  on 
clinical  experiences  with  the  use  of  nitrogen 
mustard  N-oxide  from  five  hospitals,  mem- 
bers of  the  cancer  treatment  committee  of 
the  Health  and  Welfare  Ministry  of  the 
Japanese  government.  Improvement  in 
patients  with  lymphosarcoma,  Hodgkin’s 
disease,  the  chronic  leukemias,  choriocar- 
cinoma, tumors  of  the  testis,  tumors  of  the 
ovary,  and  carcinomas  of  the  breast,  lung, 
and  liver  may  occur  following  the  ad- 
ministration of  nitrogen  mustard  N-oxide. 
Occasionally  other  types  of  tumors,  such  as 
the  neuroblastoma,  may  respond  to  therapy. 

The  usual  dosages  employed  in  the  re- 
ported studies  with  nitrogen  mustard  N- 
oxide  varied  from  0.5  to  1 mg.  per  kilogram 
of  body  weight  daily  or  every  other  day, 
intravenously  or  by  mouth,  foi’  a total 
course  dose  of  500  mg.  Nitrogen  mustard 
N-oxide  has  been  administered  intra-arteri- 
ally, intrapleurally,  intraperitoneally,  and 
locally. 

Jhe  getieral  side-effects  of  nitrogen  mustaixl 
N-oxide  are  .similar  to,  but  le.ss  pronounced 


than,  those  of  mechlorethamine  hydro- 
chloride. Leukopenia  with  lymphopenia, 
then  thrombocytopenia  with  the  concomi- 
tant hemorrhagic  tendency,  may  occur. 
Nausea,  vomiting,  low-grade  fever,  and 
general  malaise  may  also  occur.  Nitrogen 
mustard  N-oxide  does  not  produce  venous 
thrombosis  or  tissue  necrosis  if  it  is  acciden- 
tally given  subcutaneously. 

Mannitol  Mustard. — The  mannitol 

mustard  (1,  6-bis[d-chloroethylamino]-l,6- 
deoxy-D-mannitol  dihydrochloride)  ab- 
breviated as  BCM  (Degranol)  was  synthe- 
sized by  Vargha  and  Dumbo vich.  Sellei  and 
his  associates  (1956)  at  the  National 
Oncological  Institute  in  Budapest,  Hungary, 
found  the  mannitol  mustard  to  be  effective  in 
man.^®^'^®*  The  drug  is  of  importance 
mainly  in  the  treatment  of  cases  of  lympho- 
sarcoma, Hodgkin’s  disease,  and  the  chronic 
leukemias.  In  single  instances  of 

other  miscellaneous  types  of  tumors,  favor- 
able results  were  noted. 

The  usual  dosages  employed  varied  from 
0.8  to  2 mg.  per  kilogram  of  body  weight 
intravenously,  given  daily  or  on  alternate 
days  to  a total  dose  of  from  800  to  1,300 
mg.  in  a course  of  treatment. 

The  side-effects  of  mannitol  mustard  are 
similar  to  those  produced  by  mechloreth- 
amine hydrochloride  namely  bone  marrow 
depression,  malaise,  nausea,  and  vomiting. 

Cyclophosphamide. — Cyclophosphamide 
(2H-l,3,2-oxazaphosphorine,  2-[bis(2-chloro- 
ethyl)amino]tetrahydro-,  2-oxide),  also 
referred  to  as  B 518,  (Endoxan  or  Cytoxan), 
was  synthesized  by  Arnold  and  Bourseaux 
(1957)^'“’’^^*  with  the  hope  of  developing  a 
compound  which  theoretically  will  have  a 
more  selective  affinity  for  neoplastic  cells. 
Neoplastic  cells  and  rapidly  growing  cells 
apparently  contain  increased  amounts  of 
phosphatases,  enzymes  which  are  active  in 
the  breakdown  of  (yclophosphamide. 

Initial  (Jinical  trials  with  cyclophos- 
phamide in  Germany  by  Gross  and 
Ijambers®'*^”-'*®  and  Petrides^''®  indicated 
that  the  drug  is  of  some  value  in  producing 
remis.sions  in  the  lymphosarcoma,  Hodgkin’s 
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disease,  the  chronic  leukemias,  and  in  an 
occasional  case  of  carcinoma. Later  stud- 
ies in  the  United  States  indicated  similar 
results  with  the  use  of  cyclophospha- 
mide.In  addition,  some  patients 
with  polycythemia,  carcinoma  of  the  ovary, 
carcinoma  of  the  breast,  and  an  occasional 
case  of  malignant  melanoma  have  been  re- 
ported to  respond. 

The  average  daily  do, sages  of  cyclophos- 
phamide given  either  intravenously  or  orally 
vary  between  100  and  200  mg.  for  a total 
dose  of  approximately  5,000  to  7,000  mg. 
For  maintenance  therapy,  dosages  of  from 
80  to  100  mg.  daily  may  be  given. 

Side-effects  which  may  occur  from  cyclo- 
phosphamide therapy  are  nausea,  vomiting, 
marrow  depression,  and  alopecia. 

Ethyleximino  Quixones. — The  ethyl- 
enimino  quinones,  among  which  are  Bayer  E 
39  and  A 139,  were  found  by  Domagk-^'^  in 
Germany  to  be  cytostatic  compounds. 
Initial  clinical  studies  with  the  use  of  Bayer 
E 39  were  reported  by  Wolf  and  Gerlich 
(1956).-*^  Improvement  with  the  use  of 
this  compound  has  been  demonstrated  in 
some  cases  of  chronic  leukemia,  Hodgkin’s 
disease,  hypernephroma,  carcinoma  of  the 
breast,  carcinoma  of  the  ovary,  bronchogenic 
carcinoma  and  occasional  miscellaneous 
carcinomas. 

Average  dosages  Avith  Bayer  E 39  have 
varied  from  10  to  50  mg.  daily  intravenously 
or  orally  for  several  days,  or  when  given  into 
the  pleural  or  peritoneal  cavity  at  varying 
intervals.  Total  dosages  ranging  from  1,000 
to  2,000  mg.  given  over  a period  of  one  year 
have  been  reported. 

The  main  untoward  effect  of  Bayer  E 39 
consists  of  bone-marrow  depres.sion. 

Busulfax. — Busulfan  ( 1 , 4-dime thanesul- 
fonoxybutane)  (Myleran)  was  discovered 
and  first  studied  by  Haddow,  Timmis,  and 
Galton  of  the  Chester  Beatty  Research 
Institute  in  London  (1950).^®^“^®®  It  was 
found  to  inhibit  the  growth  of  many  trans- 
planted animal  tumors.  Unlike  other  alkyl- 
ating agents,  busulfan  showed  a selective 
action  against  myeloid  ti.s.sues  in  the  animals 


and  did  not  affect  lymphopoiesis.  For  this 
reason  it  has  been  of  greatest  Amlue  in  the 
control  of  patients  with  chronic  myelogenous 
leukemia.  Extensive  studies  by  Galton 
and  his  coworkers  in  England  established 
the  importance  of  busulfan  in  chronic 
granulocytic  leukemia.-®*--®®  Subsequent 
reports  in  the  American  literature  indicated 
similar  results. 

In  chronic  granulocytic  leukemia,  busulfan 
usually  produces  first  a sense  of  well-being 
and  alleviation  of  constitutional  symptoms 
such  as  fatigue,  weakness,  weight  loss, 
anorexia,  and  night  sweats  occurring  from 
one  to  two  weeks  after  the  initiation  of 
therapy.  After  three  or  four  weeks  of 
therapy  the  hematologic  improvement  and 
the  regression  in  the  size  of  the  spleen  be- 
come noticeable.  Maximal  improvement 
in  some  patients  may  take  up  to  one  year. 
The  majority  of  patients  Avith  this  condition 
Avill  re.spond  to  busulfan  therapy.  Com- 
plete remissions  lasting  from  several  months 
to  four  years  have  been  reported.®™®^* 
Results  Avith  busulfan  therapy  appear  to  be 
as  good  as  those  produced  by  radiation 
therapy  in  chronic  myelogenous  leukemia. 

Busulfan  has  been  generally  ineffective  in 
acute  leukemia  and  other  forms  of  malignant 
disease. 

Related  to  busulfan  are  tAvo  other  similarly 
effective  compounds,  one  is  nonane  and  the 
other  is  a dimethyl  form. 

Busulfan  therapy  may  be  initiated  at 
dosages  betAA^een  8 and  16  mg.  daily  by 
mouth.  The  dose  should  be  reduced  by 
half  when  the  Avhite  blood  cell  level  falls  to 
50  per  cent  of  the  original  level.  When  the 
Avhite  blood  cell  count  falls  to  between  20,000 
and  30,000  the  dose  should  be  reduced  to  2 
mg.  daily  until  levels  are  from  6,000  to 
7,000.  If  the  Avhite  blood  cell  count  falls 
loAver  than  6,000  the  therapy  must  be  dis- 
continued. Maintenance  therapy  should 
be  adjusted  to  keep  the  white  blood  cell 
count  betAA^een  5,000  and  8,000.  Some  pre- 
fer to  initiate  therapy  at  from  4 to  6 mg. 
daily.  Other  busulfan  dosage  schedules 
Avith  higher  initial  doses  have  and  may  be 
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employed  in  short  courses.  Frequent  com- 
plete blood  cell  counts  must  be  performed 
and  the  dosage  adjusted  accordingly.  If 
this  is  done,  therapy  may  be  given  safely  for 
years. 

The  main  side-effect  of  busulfan  therapy  is 
bone  marrow  depression.  The  first  effect  is 
on  the  granulocytes.  With  increasing  dos- 
ages thrombocytopenia,  depression  of  eryth- 
ropoietic elements,  and  then  depression  of 
lymphocytic  elements  occur.  Other  un- 
toward effects  which  have  been  noted  in  a 
few  patients  are  permanent  amenorrhea, 
hj'perpigmentation  of  the  skin  in  women,  and 
gynecomastia  in  men. 

Urethane. — Urethane,  or  ethyl  carbam- 
ate, used  for  animal  anesthesia,  was  dis- 
covered by  Haddow  and  Sexton to  be  active 
against  animal  tumors  and  particularly  in- 
hibitory against  the  Walker  rat  carcinoma 
(1946). 

Initial  clinical  investigations  with  urethane 
by  Paterson  et  al.  ( 1 946)  showed  urethane 
to  have  effects  similar  to  radiation  therapj'^ 
in  patients  with  leukemia.  In  the  most 
favorable  cases,  a fall  to  normal  in  the  total 
white  blood  cell  count,  return  of  the  dif- 
ferential count  toward  normal,  decrease  in 
the  size  of  the  spleen  and  lymph  nodes,  and 
an  increase  in  the  hemoglobin  occur.  These 
investigators  also  reported  diminution  in 
the  size  of  lesions  in  3 of  13  patients  with 
carcinoma  of  the  breast  and  in  4 with  mis- 
cellaneous carcinomas.  While  urethane  is 
effective  in  leukemia,  especially  the  chronic 
myelogenous  form,  this  agent,  like  many 
others,  has  only  a temporary  antitumoreffect. 

In  the  therapy  of  multiple  myeloma  with 
urethane,  dramatic  results  of  improvement 
(as  compared  with  the  use  of  other  agents  in 
this  disease)  were  reported  by  Alwall 
(1947)-^''  and  by  Loge  and  Rundles 
(1949). Decrease  in  bone  pain,  de- 
crease in  fever,  improvement  in  blood  values, 
improvement  in  serum  protein  abnormalities, 
diminution  in  the  albuminuria  and  Bence 
.Jones  proteinuria,  decrease  in  abnormal 
I)lasma  or  myeloma  cells,  and  x-ray  film 
evidence  of  the  apparent  cessation  of  pro- 


gression of  osteolytic  bone  lesions  have 
been  reported  with  urethane  in  patients 
with  multiple  myeloma.^^®~^” 

The  oral  administration  of  from  2 to  4 
Gm.  per  day  of  urethane  is  the  average  do.sage 
employed.  Since  nausea  and  vomiting  de- 
velop when  this  drug  is  administered,  its 
usefulness  as  a chemotherapeutic  agent  in 
human  beings  is  limited.  As  with  other 
alkylating  agents  bone-marrow  depression 
too  may  occur  when  it  is  used. 

Fowi^er’s  Solution. — In  the  later  part 
of  the  nineteenth  century  arsenic,  in  the 
form  of  potassium  arsenite  or  Fowler’s 
solution,  was  one  of  the  most  frequently 
employed  of  the  diversified  agents  used  in 
cancer  chemotherapy.  In  1865,  Lissauer-” 
first  described  marked  symptomatic  im- 
provement in  a patient  with  leukemia  fol- 
lowing the  administration  of  potassium 
ar.senite  or  Fowler’s  solution.  The  best 
effects  with  the  use  of  this  compound  are 
seen  in  the  therapy  of  chronic  myelogenous 
leukemia ; here  remissions  may  be  produced 
temporarily. 

The  administration  of  Fowler’s  solution 
is  initiated  at  5 minims  three  times  daily  In 
mouth.  The  dosage  is  then  gradually 
increa.sed  to  the  tolerance  level.  As  in  the 
case  of  urethane,  some  patients  develop 
nau.sea  and  vomiting  and  hence  are  unable 
to  tolerate  the  drug. 

Demecolcin. — Demecolcin  (deacetyl- 

methylcolchicine)  is  a natural  alkaloid 
related  to  colchicine.  It  was  isolated  from 
Colchicum  autumnale  by  Santavy  and 
Reichstein  (1950). Moeschlin,  Meyer, 
and  Lichtman  (1953,  1954)^*^'^^  found  that 
it  inhibits  granulopoiesis  selectively  and  is 
far  less  toxic  than  colchicine.  Its  only 
reported  value  has  been  in  the  treatment  of 
chronic  myelogenous  leukemia. 

Demecolcin  therapy  is  usually  started  at 
5 mg.  daily  by  mouth.  The  dose  is  increased 
to  from  7.5  to  10  mg.  after  three  or  four  days. 
When  the  white  blood  cell  count  falls  to 
30,000  the  dose  is  then  decreased  to  from 
1 to  4 mg.  daily  by  mouth. 

Among  the  side-effects  described  from 
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demecolcin  are  bone-marrow  depression, 
stomatitis,  slight  alopecia,  and  inhibition  of 
spermatogenesis.  One  allergic  reaction  was 
reported. 

BEP. — BEP  or  l,3-bis(ethylenimino- 
sulfonyl)  propane  produces  primarily  an 
improvement  in  patients  with  chronic  mye- 
logenous leukemia  and  occasionally  in  those 
with  chronic  lymphatic  leukemia.  Clinical 
results  with  the  use  of  BEP  were  described 
by  Paterson  and  Kunkler  (1954).^®®  The 
recommended  dose  was  from  0.5  to  2 mg. 
per  kilogram  of  body  weight  daily  for  three 
days  and  repeated  at  monthly  intervals. 

The  side-effects  of  BEP  therapy  consist  of 
marrow  depression,  nausea,  and  anorexia. 

Phenylalanine  Mustards. — The  two 
phenylalanine  mustards  in  use  today  are 
the  DL  form  (Sarcolysin)  and  the  L form 
(CB  3025)  (Mephalan).  The  DL  form 
(DL  - p - di(2  - chloroethyl)aminophenyl- 
alanine  hydrochloride),  which  was  synthe- 
sized by  Larionov  et  al.  (1953),^®^  was  found 
to  have  pronounced  antitumor  activity 
against  transplantable  sarcomas  and  car- 
cinomas in  rats  and  mice.^®*’*®® 

Clinical  trials  with  the  DL  form  of  phenyl- 
alanine mustard  by  Blokhin®®®  and  his  as- 
sociates at  the  Institute  of  Experimental 
Pathology  and  Therapy  of  Cancer  of  the 
Academy  of  Medical  Sciences  of  the  U.S.S.R., 
Moscow,  have  shown  complete  tumor  re- 
gressions in  some  patients  with  seminoma  of 
the  testis  (especially  its  metastasis  in  lymph 
nodes),  reticulum  cell  sarcoma,  Ewing’s 
tumor  of  the  bone,  and  thymoma.  Remis- 
sions have  lasted  in  seminomal  metastasis 
from  one  and  a half  to  two  and  a half  years, 
in  Ewing’s  tumor  to  one  and  a half  years,  and 
in  reticulum  cell  sarcoma  and  multiple 
m3mloma  to  one  year.  Tumors  which  arc 
loss  sensitive  to  the  DL  form  of  phenyl- 
alanine mustard  but  are  responsive  arc 
mixed  tumors  of  the  testis  (seminoma  with 
elements  of  malignant  teratoma),  lymph- 
angioma and  angiocndothelioma,  multiple 
mjmloma,  and  cholangio  cell  carcinoma  of 
the  liver.  The  tumors  found  to  be  insen- 
sitive to  the  DL  form  of  phenylalanine 


mustard  are  Hodgkin’s  disease;  lympho- 
sarcoma; chorioepithelioma  and  teratoma, 
of  the  testis;  malignant  melanoma;  fibro-, 
chondro-,  and  polymorphonuclear  cell 
sarcoma;  primary  osteogenic  sarcoma; 
hepatocellular  carcinoma  of  the  liver;  hy- 
pernephroma; and  gastric,  pancreatic,  bron- 
chogenic, and  mammary  carcinoma.®®®-®®® 

The  recommended  dosage  of  the  DL  form 
of  phenylalanine  mustard  is  from  30  to  50 
mg.  orally  once  per  week  for  from  five  to 
seven  weeks.  Therapy  is  usually  started 
at  50  mg.  Smaller  doses  are  administered 
if  patients  have  undergone  intensive  radia- 
tion therapy  or  have  subnormal  hema- 
topoietic systems.  The  dosage  is  regulated 
according  to  the  patient’s  hematopoietic 
system.  Therapy  is  discontinued  if  the 
white  blood  cell  count  falls  below  3,500  or 
3,000  per  cubic  millimeter.  Repeat  courses 
of  therapy  may  be  given  after  intervals  of 
from  one  to  one  and  a half  months. 

The  main  side-effect  of  the  DL  form  of 
phenylalanine  mustard  is  bone-marrow  de- 
pression. 

The  L form  (p-di-2-chloroethylamino-l- 
phenylalanine)  the  levo  form  of  phenjd- 
alanine  nitrogen  mustard  CB  3025,  was 
synthesized  independently  in  England  by 
Bergel  and  Stock  (1953).®®®'®®® 

Holland  and  Regelson®®®  reported  sonu' 
improvement  in  2 of  16  patients  with 
disseminated  melanoma  and  complete  ne- 
crosis of  all  metastases  in  1 case  of  embryonal 
carcinoma  of  the  testis  at  autopsy  following 
the  use  of  the  L form  of  phenylalanine 
mustard.  Papac  and  her  associates®®®  re- 
ported transient  improvement  in  Hodgkin’s 
disease,  reticulum  cell  sarcoma,  malignant 
melanoma,  and  carcinoma  of  the  breast  with 
the  use  of  the  L form  of  phenylalanine 
mustard.  One  case  of  teratoma  of  the  testis 
and  1 of  prostatic  carcinoma  showed  sig- 
nificant tumor  regressions  with  this  drug. 
Patients  with  Hodgkin’s  disease  in  this 
scries  subsequently  treated  with  TEM, 
chlorambucil,  or  nitrogen  mustard  responded 
better  to  these  drugs  than  to  the  L foi'in  of 
phenylalanine  mustard.  Thus  far  the  L 
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form  of  phenylalanine  mustard  has  been 
tested  less  widely  against  the  battery  of 
human  tumors.  In  our  experience,  while 
tumor  regression  has  occurred  with  the  L 
form  of  phenylalanine  mustard  in  some 
patients  with  ovarian  carcinoma,  the  im- 
provement occurred  only  when  the  drug 
had  been  pushed  to  toxicity.  With  other 
alkylating  agents,  such  as  chlorambucil  and 
TSPA,  tumor  regression  occurred  with 
little  or  no  toxicity. 

When  the  L form  of  phenylalanine  mus- 
tard is  administered  by  the  isolation-per- 
fusion technic  to  patients  with  malignant 
melanomas,  particularly  those  located  on  the 
extremities,  Creech  et  and  Stehlin  et 

300,301  have  reported  significant  regressions 
of  tumors.  In  1 case  the  remission  had 
lasted  approximately  one  year  following  the 
perfusion  at  the  time  of  the  report.^®® 

The  L form  of  phenylalanine  mustard  has 
been  administered  daily  in  doses  between 
4 and  20  mg.  for  several  days  at  the  higher 
dosage  levels,  or  for  weeks  at  the  lower 
dosage  levels,  orally.  Intravenously,  the 
L form  of  phenylalanine  mustard  has  been 
given  in  single  doses  of  25  or  50  mg.  at  vary- 
ing intervals.  When  given  intramuscularly 
once  per  week  the  average  patient  usually 
tolerates  only  from  6.25  to  25  mg.®‘* 

The  untoward  effects  therapy  with  L 
form  phenylalanine  mustard  arc  narrow  de- 
pression, nausea,  and  vomiting. 

.intihiolics 

d'he  antibiotics  which  have  been  found  to 
oe  of  significant  established  value  in  the 
chemotherapy  of  cancer  are  actinomycin 
C and  1). 

Actinomycins. — Actinomycin  A was  first 
isolated  by  Wak.sman  and  Woodruff  in 
1 ()4()302,.303  from  a culture  of  a soil  microbe, 
Streptomyces  antibioticus.  Since  1940, 
a number  of  actinomycins-  B,  C,  1),  I, 
.1,  and  X - have  been  recognized  in  dilferent 
laboratories.’*®''  The  actinomycins  are  bright 
red  in  color  and  possess  similar  antimicrobial 
antineoi)lastic  and  toxic  effects.  Each  is 
composed  of  the  same  red  (;hromo))hore 
linked  to  a peptide  side  chain  of  from  8 to 


10  amino  acids.  This  chromophore  has 
been  elucidated  and  synthesized  by  Brock- 
mann  and  Muxfeldt.**®^  **®*  Physical  and 
chemical  differences  observed  among  the 
^'arious  actinomycins  are  considered  to  be 
due  to  variations  in  the  number,  arrange- 
ment, and  kinds  of  amino  acids  present. 

Actinomycin  D,  the  most  recently  isolated 
actinomycin,  was  found  by  Waksman  in 
1954304  iq  ij^g  most  homogeneous  in  form 
and  also  less  toxic  than  actinomycin  A. 

The  antibiotic  spectrum  of  the  ac- 
tinomycins consists  of  high  activity  on 
gram-positive  bacteria,  lesser  activity  on 
gram-negative  organisms,  and  limited  action 
on  fungi. 

In  1950,  Stock®®’^  reported  on  the  in- 
hibitory effect  of  crude  actinomycin  A on 
.sarcoma  ISO.'*®**  Hackmann,  in  Germany 
(1952),“®’®'®  found  actinomycin  C to  be 
active  on  contact  against  the  Ehrlich  car- 
cinoma and  the  Walker  rat  carcinoma,  and 
later  reported  that  actinomycin  C had  a 
cystostatic  effect  on  the  lymphatic  system. 

The  mechanism  of  action  of  the  acti- 
nomycins is  not  fully  understood.  Foley®" 
demonstrated  antipantothenate  activity 
against  lactobacillus  test  organisms. 
Slotnik®*®  using  Bacillus  subtilis  ATCC 
6051  and  DiPaolo,  Moore,  and  Niedbala,®'® 
using  tumor-bearing  animals,  did  not  find 
that  the  action  of  the  antibiotic  was  reversed 
by  pantothenate. 

Subse(iuent  clinical  trials  with  acti- 
nomycin C (or  HBF  386)®*®  in  Germany  by 
Schulte®*'*"®*®  were  undertaken  and  beneficial 
effects  in  a series  of  patients  with  neoplastic 
states  of  the  lymphatic  system,  particularly 
Hodgkin’s  disease,  were  reported.  The 
most  extensive  clinical  experience  with  the 
u.se  of  actinomycin  C (sanamycin)  has 
been  reported  by  French  and  German 
authors.  In  general,  these  reports  indicated 
that  when  adequate  dosage  was  admin- 
isterc'd,  renii.ssions  could  be  obtained  in 
Hodgkin’s  disease  and  other  lympho- 
mas.®’^"®®® In  this  country.  Field  and  his 
a, s, social  es®®®  rei)ortcd  that  actinomycin  C 
produced  significant  inhibition  of  sarcoma 
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180,  RC  carcinoma,  and  leukemia  L 4940 
in  mice,  and  in  1 case  of  neuroblastoma  and 
in  3 patients  with  Hodgkin’s  disease. 

Actonomycin  C may  be  administered 
daily  in  dosages  ranging  from  50  to  100 
gamma  per  day  intravenously  in  adults. 
Total  doses  range  from  2,000  to  5,000 
gamma. 

The  carcinolytic  action  of  actinomycin 
D was  first  reported  by  Farber  in  1955.^” 
He  found  a high  degree  of  effect  of  actino- 
mycin D on  transplanted  tumors  in  mice, 
including  S 91  malignant  melanoma,  four 
kinds  of  mammary  adenocarcinoma,  and 
both  myeloid  and  lymphoid  leukemia.  Fan- 
tini  and  his  associates®^®  reported  that  the 
most  sensitive  tumors  were  glioblastoma, 
S 91  melanoma,  and  a C3H  mammary  adeno- 
carcinoma. There  was  moderate  activity 
against  sarcoma  180  and  6C3HED  lym- 
phosarcoma. The  substance  failed  to  pro- 
long the  life  of  mice  with  L 1210  leukemia 
and  to  affect  the  granulocytic  chloroleu- 
kemia  in  the  rat.  In  animals  a reduction  in 
the  spleen  weight  occurs  following  intra- 
venous injection  of  each  of  the  actinomy- 
cins.®°^ 

In  clinical  studies  with  actinomycin  D 
Farber,  Maddock,  and  Swaffield®®®  first 
noted  important  temporary  changes  in 
children  with  rhabdomyosarcoma,  Wilms 
tumor,  and  Hodgkin’s  disease.  Moore,  Di- 
Paolo,  and  Kondo®®“  in  a series  of  67  patients 
with  advanced  cancer,  noted  dramatic  t)ut 
transitory  regre.ssions  in  3 patients  with 
carcinoma  of  the  breast,  3 with  lympho- 
.sarcoma,  1 with  gastric  cancer,  1 wdth  ma- 
lignant melanoma,  and  4 with  miscellaneous 
adenocarcinomas.  Tan  and  her  associates®®' 
obtained  their  best  results  with  the  use  of 
actinomycin  D in  cases  of  Wilms  tumor  and 
lymphomas.  In  6 of  16  patients  with 
Wilms  tumor  objective  tumor  re.sponses 
occurred.  Of  these  cases  1,  at  the  time 
of  the  repent,  had  been  free  of  disease  for  two 
years,  another  with  lung  metastases  survived 
for  twenty-seven  months,  1 had  no  recur- 
rence for  seven  months,  and  2 others  had 
regre.ssions  of  lung  lesions  lasting  for  six  and 


eight  weeks.  Some  patients  in  this  series 
with  rhabdomyosarcoma,  lymphosarcoma, 
and  Hodgkin’s  disease  also  re.sponded  to 
therapy  with  actinomycin  D.  No  results 
have  been  obtained  in  cases  of  acute  leu- 
kemia. Similar  clinical  results  with  the  use 
of  the  actinomycins  were  reported  by  dif- 
ferent investigators  at  the  New  York  Acad- 
emy of  Sciences  conference  on  the  actino- 
mycins and  their  importance  in  the  treat- 
ment of  tumors  in  animals  and  man  held  in 
New  York  on  March  31  and  April  1,  1960. 

The  effects  of  roentgen  rays  on  normal 
tissues  are  enhanced  by  the  combined  use  of 
radiation  therapy  and  intravenous  actino- 
mycin D.^”  ®®®  Clinical  reports  indicating 
the  potentiation  of  x-ray  effects  by  actino- 
mycin D on  tumors  have  been  described  by 
D’Angio,  Farber,  and  Aladdock®®®  and  Tan, 
Dargeon,  and  Burchenal.®®' 

Actinomycin  D is  administered  intra- 
venously to  patients.  It  cannot  be  given 
subcutaneously  or  intramuscularly  because 
of  the  marked  vesicant  local  effect  of  the 
material.  The  usual  dose  schedule  is  75 
gamma  per  kilogram  of  body  weight  as  the 
total  do.se  over  a five-  to  ten-day  period,  or 
100  gamma  per  kilogram  of  body  weight 
if  given  o\'er  a twenty-day  period.  Gen- 
erally a total  dose  of  approximately  5,000 
gamma  is  necessary  to  produce  a significant 
effect  on  the  tumor.  Courses  of  therapy 
may  be  repeated  after  a few  weeks  to  one 
month  if  no  toxicity  is  apparent. 

When  actinomycin  D is  administered 
combined  with  radiation  therapy,  generally 
a total  dose  of  70  to  75  gamma  per  kilogram 
of  body  weight  is  given  during  the  period  of 
radiation.  If  the  radiation  therapy  is  given 
for  metastatic  disea.se  the  do.se  of  radiation 
is  usually  cut  in  half.®®' 

The  side-effects  of  actinoin3^cin  C and  D 
are  similar  and  are  both  local  and  systemic. 
The  local  effects  are  similar  to  those  of  nitro- 
gen mustard,  namely  thrombophlebitis,  necro- 
.sis,  and  sloughing  of  the  epidermis  if  the  agent 
accidentally  is  administered  subcutaneously. 
The  systemic  effects  are  glo.ssitis,  cheilosis, 
vaginitis,  proctitis,  bone  marrow  depression, 
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and  alopecia.  The  glossitis  is  usually  the 
earliest  to  occur.  Bone-marrow  depression 
usually  affects  the  platelets  first.  Alopecia 
may  be  complete.  In  these  cases  it  gen- 
erally requires  four  months  for  a complete 
regrowth  of  hair.  Toxic  symptoms  may 
appear  toward  the  end  of  therapy  or  within 
one  or  two  weeks  following  a course  of  ther- 
apy. If  toxicity  occurs  during  therapy, 
therapy  should  be  discontinued  immediately. 
Recovery  from  side-effects  often  takes  from 
two  to  three  weeks. 

When  actinomycin  D is  given  with  radia- 
tion therapy,  the  skin  reaction  to  radiation 
may  be  more  acute  than  usual ; the  skin,  in 
areas  of  previous  radiation,  may  flare  up  as 
an  acute  radiation  skin  burn. 

Other  Antibiotics. — Other  antibiotics 
which  have  been  reported  to  have  some 
effect  on  some  patients  with  malignant 
disease  are  as  follows:  mitomycin  C,  strepto- 
nigrin,  mithramycin,  vincaleukoblastine,  and 
dihydro  E-73.  With  the  exception  of  mito- 
mycin C the  clinical  trials  with  the  other 
antibiotics  have  been  preliminary  and  lim- 
ited, hence  their  place  in  the  armamen- 
tarium of  cancer  chemotherapeutic  agents 
is  not  yet  determined.  Ilackethal  and 
Golbey^^^  noted  that  streptonigrin  produced 
regression  of  measurable  disease  in  single 
cases  of  breast  cancer,  melanoma,  and 
Hodgkin’s  di.sease.  The  best  result  was  a 
remission  of  seven  weeks  in  the  case  with 
Hodgkin’s  disease.  Curreri^^®  noted  regres- 
sions in  pulmonary  metastases  in  2 patients 
with  embryonal  cell  carcinoma  of  the  testis 
after  the  u.se  of  mithramycin  (PA  144). 
With  vincaleukoblastine  Hertz,  Lipsett, 
and  Moy®®^  noted  regressions  of  tumor  in 
women  with  methotrexate-resistant  chorio- 
carcinoma, and  Hodes,  Rohn,  and  Bond®®® 
have  obtained  remissions  in  acute  leukemia 
lasting  for  periods  uj)  to  three  months. 
Dihydro  K-7.3,  when  administered  via  lh(' 
i.solation-perfusion  technic,  has  produced 
significant  regre.<^sion  of  some  siniamous  cell 
carcinomas.®®® 

Mitomycin  C,  an  antibiotic  isolated  from 
Streptomycetes  caespitosus  by  Hata 


et  a^.®®®”®®®  has  been  found  to  have  a high 
degree  of  antitumor  activity  against  Ehrlich 
carcinoma  and  Yoshida  sarcoma.  The  first 
clinical  reports  on  mitomycin  were  by 
Shimada  et  al.  (1956)®'*''  and  Sukie,  Takeishi, 
and  Noguchi  (1957).®'*®  Extensive  clinical 
trials  in  Japan  with  mitomycin  C have 
indicated  that  it  is  active  against  chronic 
leukemias,  malignant  lymphomas,  and  some 
epithelial  tumors.®®®  An  initial  preliminary 
report  in  this  country  indicates  that  it  has 
some  activity  in  man  against  the  same 
tumors.®®^ 

Hormones  and  Ablative  Therapy 

The  hormones  and  equivalent  therajiy 
have  some  effect  against  malignant  tumors. 
Because  .some  patients  with  cancer  develop 
dissemination  of  the  disease  or  are  incurable 
at  the  onset,  palliative  therapy  constitutes 
an  important  aspect  in  the  management 
of  these  patients.  Hormone  therapy,  like 
radiation  therapy,  provides  effective  pallia- 
tion in  certain  patients  with  certain  types 
of  neoplastic  diseases. 

By  altering  the  endocrine  environment  it 
is  possible  to  produce  temporary  cessation 
of  growth  and  regression  of  disease  in  some 
patients  with  metastatic  cancer  of  the  breast, 
metastatic  cancer  of  the  prostate,  and  in  .some 
patients  with  leukemia  and  other  Ijmi- 
phomas.  Thus,  such  procedures  as  the 
administration  of  one  of  the  effect i\'e  hor- 
mones or  analogues  as  ACT  II , corti.sone, 
androgens,  or  estrogens,  or  the  removal  of 
one  of  the  hormone-producing  glands  (the 
ovaries,  testis,  adrenals,  or  pituitary)  may 
produce  significant  objective  improvement 
in  some  of  the  patients  with  these  neoplasms. 
Hormones  from  such  other  glands  as  the 
thyroid  and  pancreas  have  not  had  any  sig- 
nificant effect  on  the  progress  and  growth 
of  human  cancer. 

Hormones. — AC'I'H,  Cortisone,  and  Ana- 
logues.— The  ability  of  ACTH  and  cortisone 
to  produce  remission  in  the  acute  leukemias 
was  first  observed  by  I'arbcr  and  his  as- 
sociates in  1949.®®®’®®®  These  observations 
were  subsequently  confirmed.®®®  Both 
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ACTH  and  cortisone  are  useful  agents  in 
acute  leukemia  therapy  and  offer  some  effect 
in  the  treatment  of  lymphosarcoma,  Hodg- 
kin’s disease,  multiple  myeloma,  and  my- 
cosis fungoides.  In  most  cases  of  dissemi- 
nated cancer,  with  the  exception  of  some 
cases  of  carcinoma  of  the  breast,  these  sub- 
stances do  not  appear  to  be  of  value. 

In  a study  of  ACTH  in  32  children  with 
acute  leukemia,  Farber  noted  hematologic 
improvement  in  15  subjects  and  clinical 
improvement  in  21  cases.  With  the  ad- 
ministration of  cortisone  to  42  children  with 
acute  leukemia,  he  reported  that  hematologic 
improvement  occurred  in  52.4  per  cent  and 
clinical  improvement  in  69  per  cent.  As 
compared  with  the  remissions  produced 
with  the  folic  acid  antagonists  or  6-mer- 
captopurine,  those  produced  with  ACTH 
or  cortisone  occur  more  rapidly  and  are  of 
shorter  duration.  With  the  steroids,  re- 
missions last  only  from  two  to  thirty-six 
weeks.  The  complete  remissions  last  ap- 
proximately two  to  ten  weeks.  Because  of 
these  short  remissions,  these  hormones 
should  be  reserved  for  the  extremely  and 
acutely  ill  patient.  The  hormones  are  also 
of  value  in  their  use  by  sequence  with  the 
folic  acid  antagonists  and  G-mercaptopurine, 
where  further  prolongation  of  the  survival 
time  of  children  with  acute  leukemia  occurs. 

In  some  patients  with  advanced  dissemi- 
nated carcinoma  of  the  breast,  short-lived 
temporary  partial  remissions,  occasionally 
lasting  three  months,  may  occur  with  the 
use  of  ACTH  or  cortisone.®®^ 

ACTH  is  administered  intramuscularly 
in  daily  doses  of  from  GO  to  200  mg.,  using 
the  smaller  doses  in  children,  and,  intra- 
venously, from  25  to  50  mg.  daily.  Corti- 
sone is  given  in  dosages  of  from  100  to  300 
mg.  orally  daily  in  divided  dosages. 

The  undesirable  side-effects  which  may 
occur  with  these  hormones  in  these  dosages 
are  sodium  retention,  alkalosis,  hypokalemia, 
weight  loss,  edema,  high  blood  pressure, 
hirsutism,  acne,  and  psychic  changes. 

Androgen,  Ablative,  Estrogen,  and  Ther- 
apy.— In  the  treatment  of  carcinoma  of  the 


prostate,  androgen  control  therapy  con- 
sisting of  bilateral  orchiectomy  and/or  the 
administration  of  estrogens  has  become 
fairly  standard  practice. 

The  significant  stimulus  following  reports 
on  the  effects  of  castration  in  different 
diseases,  including  cancer,  was  the  .successful 
application  by  Huggins  and  his  coworkers^^® 
of  castration  in  the  treatment  of  advanced 
cases  of  carcinoma  of  the  prostate.  The 
rationale  for  this  type  of  treatment  rests  on 
biologic  observations  which  demonstrated 
that  malignant  prostatic  epithelial  cells  are 
in  part  dependent  on  androgen  for  multipli- 
cation and  survival. 

The  development  of  androgen  deprivation 
therapy  of  prostatic  carcinoma  was  made  by 
Huggins  who  correlated  a number  of  clinical 
and  experimental  findings  as  follows:  (1) 
Normal  adult  prostatic  epithelium  is  de- 
pendent on  androgen  for  growth  and  func- 
tion ; (2)  normal  prostatic  epithelium  is  rich 
in  acid  phosphatase;  and  (3)  malignant 
prostatic  epithelium  is  also  rich  in  acid 
phosphatase,  and  when  the  tumor  has  ex- 
tended beyond  the  confines  of  the  gland  the 
serum  acid  phosphatase  is  elevated.  On  the 
basis  of  these  facts,  Huggins  suggested  that 
prostatic  carcinoma  retains  some  of  the 
characteristics  of  normal  prostate  epithelium 
and  should  therefore  atrophy  when  the 
androgen  supply  is  decrea.sed. 

With  androgen  control  therapy  in  car- 
cinoma of  the  prostate,  relief  of  bone  pain, 
a feeling  of  well-being,  improvement  in 
appetite,  weight  gain,  improvement  in 
anemia,  decrease  in  serum  acid  and  alkaline 
phosphatase,  and  decrease  in  tumor  size 
may  occur.  Serial  biopsy  studies  have 
revealed  morphologic  changes  in  malignant 
epithelial  cells  characterized  by  pyknosis  of 
the  nuclei,  vacuolization  in  the  cytoplasm, 
and  eventual  rupture  of  the  cell  membrane. 
Scar  tissue  replaces  the  tumor.  However, 
complete  destruction  of  all  tumor  cells  does 
not  occur.  In  1946  Huggins®®^  reported  on 
his  five-year  results  of  orchiectomj'-  in  car- 
cinoma of  the  prostate.  In  this  series  of 
20  patients,  18  showed  improvement  and 
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after  five  years  4 were  alive.  In  a series  of 
untreated  or  surgically  treated  patients  with 
carcinoma  of  the  prostate,  only  1 to  14  per 
cent  survived  for  five  years.  The  average 
duration  of  untreated  carcinoma  of  the 
prostate  from  the  first  symptom  to  death 
was  about  thirty-one  months  in  the  study 
of  485  cases  by  Bumpus.^®^  The  average 
survival  following  diagnosis  in  the  series  of 
Nesbit  and  Plumb^“  was  16.9  months. 

Sufficient  experience  has  been  obtained 
to  advise  that  castration  and  the  administra- 
tion of  estrogens  be  instituted  simulta- 
neously. On  this  combined  therapeutic 
regime,  patients  with  carcinoma  of  the 
prostate  live  more  comfortably  and  longer 
than  those  not  treated  by  these  meth- 
ods. The  administration  of  testos- 

terone to  these  cases  has  been  found  to  in- 
crease the  serum  acid  phosphatase.®^*  Be- 
cause it  is  known  that  the  adrenal  cortex 
can  elaborate  androgenic  steroids,  Huggins 
^ and  associates, instituted  adrenalec- 
tomies in  patients  with  prostatic  carcinoma. 
Apparently  this  procedure  benefits  only  a 
small  percentage  of  patients  in  relapse  after 
orchiectomy  and  the  administration  of 
estrogens.®**  Likewise,  the  administration 
of  cortisone  to  patients  in  relapse  can  cause 
some  temporary  regression  of  the  disea.se 
in  some  patients.  The  use  of  hypophysec- 
tomy  in  this  disca.se  is  yet  in  the  investiga- 
tional stages. 

The  usual  do.se  of  diethylstilbestrol  ad- 
ministered to  patients  with  advanced  car- 
cinoma of  the  i^rostate  is  5 mg.  three  times 
per  day  by  mouth.  Therapy  is  continued 
for  as  long  as  the  patients  improve. 

Androgen  control  therapy  is  al.so  of  value 
in  disseminated  carcinoma  of  the  breast  in 
men.  In  these  ca.ses,  sometimes  marked 
regressions  in  tumors  may  occur. 

In  disseminated  cancer  of  the  female 
brea.st,  both  estrogen  and  te.stosterone 
therapy  have  been  of  value.  4'he  exi.stence 
of  a relation.ship  b(!tw(!en  the  ovarian  hor- 
mones and  carcinoma  of  the  breast  was  first 
demon.strated  by  Beatson  in  189(i.®*‘  lie 
reported  on  2 cases  where,  following 


oophorectom}^  regre.ssions  in  the  size  of 
visible  soft  tissue  lesions  occurred.  In  1900 
Boyd®*®  reported  a .series  of  54  collected 
cases  of  breast  cancer  in  whom  19  showed 
objective  improvement  following  oophorec- 
tomy. In  1916  Lathrop  and  Loeb®®®  dem- 
onstrated that  castration  of  female  mice 
before  the  age  of  six  months  leads  to  a 
marked  decrease  in  the  cancer  incidence  of 
these  animals.  Lacas.sagne,®®^  of  The  Ra- 
dium In.stitute  in  Paris,  following  studies 
of  the  pathogenesis  of  carcinomas  of  the 
breast,  proved  that  cancers  may  be  pro- 
duced in  animals  receiving  prolonged  treat- 
ment with  estrogens.  These  observations 
led  to  the  suggestion  that  antagonism  of 
estrogen  by  androgen  might  provide  a 
significant  therapeutic  advance  in  the  treat- 
ment of  inoperable  mammary  cancer. 

The  use  of  androgens  dates  back  to  primi- 
tive man  who  belie\'ed  that  courage  was 
enhanced  by  large  portions  of  a stew  pre- 
pared from  the  heart  and  testes  of  a lion.®** 
In  the  eighteenth  century,  John  Hunter 
first  demonstrated  the  hormonal  potency  of 
the  testes  by  experimental  methods.  An- 
drogen was  first  isolated  from  the  animal 
te,stes  in  1928  by  McGee,  Juhn,  and 
Domm.®*®  By  1934  to  1935,  following  the 
work  of  Butenandt,®®^  Ruzicka  et  and 

David  et  testosterone  was  synthesized. 

The  fir.st  clinical  reports  of  androgenic 
therapy  providing  beneficial  elfects  in 
patients  with  metastatic  or  advanced  breast 
cancer  were  by  Loeser  (1939,  1941)®™-®^^  and 
Ulrich  (1939).®^®  ®^®  Sub.scciuent  reports  by 
others  confirmed  the  fact  that  testosterone 
may  produce  regre.ssions  in  patients  with 
carcinoma  of  the  breast. ®®'*“®^*  Adair  3<r.378 
popularized  this  method  of  treatment. 

In  1951 , the  subcommittee  on  steroids  and 
cancer  of  the  committee  on  le.search  of  the 
American  Medical  Association  Council  of 
Pharmacy  and  Chemistry®’*  comi)iled  data 
on  88()  cases  of  advam-ed  mammary  cancer 
treated  with  steroid  hormones.  In  this 
study  they  concluded  that  hormonal  therairy 
is  palliative  only  and  that  the  best  curative 
measure  is  early  diagnosis  and  surgery. 
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Tlie  mean  duration  of  improvement  of  soft 
tissue  tumor  masses  treated  with  testos- 
terone is  from  ten  to  twelve  months  and  with 
bony  lesions  it  is  eleven  or  twelve  months. 
The  mean  survival  of  patients  in  this  study 
treated  with  testosterone  was  8.5  months. 
Those  patients  who  showed  improvement 
survived  twice  as  long  as  those  who  did  not. 

The  histologic  examination  of  biopsy  and 
autopsy  material  did  not  reveal  any  changes 
in  tumor  cells  or  stroma  which  would  suggest 
an  explanation  of  the  mechanism  of  action. 
In  the  premenopausal  female,  testosterone 
propionate  was  found  to  be  the  hormone  of 
choice.  When  bone  metastases  with  pain 
are  present,  testosterone  appeared  sympto- 
matically to  be  more  effective  than  estrogen. 

In  the  most  recent  report  from  the  Sub- 
committee on  Breast  and  Genital  Cancer 
of  the  Committee  on  Research,  Council  on 
Drugs  of  The  American  Medical  Association 
in  March,  1960,^“  pooled  data  from  60 
collaborating  investigators  on  a series  of 
944  patients  with  disseminated  mammary 
cancer  were  analyzed.  Of  these  cases  580 
were  treated  with  androgens.  The  fre- 
quency of  tumor  regressions  in  this  group 
was  21.4  per  cent.  Androgens  produced 
objective  regression  in  20  per  cent  of  pre- 
menopausal patients,  in  21  per  cent  of  post- 
menopausal patients,  and  in  27  per  cent 
of  those  after  the  eighth  postmenopausal 
year. 

The  usual  dose  of  testosterone  propionate 
intramuscularly  is  from  50  to  100  mg.  three 
times  per  week,  or  with  methyl  testosterone 
from  50  to  200  mg.  daily  by  mouth.  The 
larger  dosages  are  often  more  effective.  The 
minimal  effective  total  dose  appears  to  be 
3 Cm.  Patients  should  be  treated  for  at 
least  one  month  but  preferably  for  three 
months  before  it  is  concluded  that  they  will 
not  respond.  While  testosterone  propionate 
has  been  the  most  commonly  employed 
androgen,  some  of  the  newer  derivatives 
under  study  may  be  effective. 

The  undesirable  side-elfects  from  testos- 
terone therapy  include  virilism,  hirsutism, 
deepening  of  the  voice,  acne,  edema,  and 


hypercalcemia.  The  edema  is  due  to  the 
effect  of  the  steroid  on  the  renal  tubules 
causing  increased  .sodium  retention.  The 
hypercalcemia  itself  may  produce  renal 
damage. 

Estrogens  are  also  u.sed  with  success  in  the 
therapy  of  incurable  cancer  of  the  breast. 
Estrogenic  substances  were  introduced  ini- 
tially for  use  in  the  treatment  of  cancer  of 
the  breast  because  many  carcinogenic  poly- 
cyclic hydrocarbons  po.s.se.ssed  the  property 
of  retarding  growth  of  both  normal  and 
malignant  cells. 

The  estrogens  were  identified  and  isolated 
by  Doisy,  Veler,  and  Thayer^®^  and  by 
Butenandt  (1929).®*^ 

Haddow  and  his  associates  (1944)^*^  were 
the  first  to  report  regression  of  metastatic 
breast  cancer  with  the  use  of  esti’ogens. 
In  this  country  subsequent  reports  by  Na- 
thanson®*^'^®®  and  Herrmann,  Adair,  and 
Woodard®*®  on  the  use  of  estrogens  in  these 
patients  appeared.  The  data  compiled  from 
several  investigators  in  1954  by  the  Amer- 
ican Medical  Association  Council  of  Phar- 
macy and  Chemistry  on  advanced  mammary 
cancer  treated  with  estrogens  showed  that 
44  per  cent  of  patients  will  experience  ob- 
jective improvement.  The  average  dura- 
tion of  remissions  was  eight  months  with  a 
median  of  14.5  months.  In  March,  1960, 
the  report  of  the  Subcommittee  on  Breast 
and  Genital  Cancer,  Committee  on  Re- 
search, Council  on  Drugs  of  the  American 
Medical  Association,®*®  found  the  frequency 
of  regressions  among  364  patients  treated  by 
various  estrogens  was  36.8  per  cent.  The 
estrogens  were  employed  in  the  postmeno- 
pausal patients.  In  those  after  the  eighth 
postmenopausal  year,  38  per  cent  showed 
tumor  regressions.  This  report  concluded 
that:  “In  cases  with  unisystemic  dissemina- 
tion, estrogens  produced  a greater  degree  of 
control  in  soft  tissues  at  all  postmenopausal 
ages  and  were  c(}ual,  or  superior,  to  andro- 
gens for  skeletal  and  visceral  meta.stases. 
Responsive  patients  had  significantly  longer 
survival  rates  with  androgenic  or  estrogenic 
therapy,  whereas  the  unresponsive  women 
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with  either  mode  of  therapy  had  almost 
identical  average  periods  of  survival  com- 
parable to  untreated  patients.  . . . After 

the  fourth  postmenopausal  year,  estrogenic 
substances  are  the  agents  of  choice.” 

The  usual  doses  of  the  most  popular  of 
the  estrogens  employed  are,  with  diethyl- 
stilbestrol,  15  mg.  daily  by  mouth,  or  with 
ethinyl  estradiol  3 mg.  daily  by  mouth. 
Therapy  should  be  continued  at  least  three 
months  before  it  is  concluded  to  be  ineffec- 
tive. Estrogens  are  not  employed  in  the 
premenopausal  or  menopausal  group  of 
patients  because  it  is  thought  that  they  may 
accelerate  rather  than  inhibit  the  neoplastic 
growth  in  these  cases. 

With  estrogen  therapy  the  usual  side- 
effects  are  nausea,  vomiting,  edema,  hyper- 
calcemia, and  uterine  bleeding. 

The  topic  of  hormones  and  cancer  has 
been  covered  in  a variety  of  reviews.^^^“^®^ 

Ablative  Therapy. — The  ablative  meth- 
ods of  providing  hormonal  changes  which 
produce  temporary  improvement  in  breast 
cancer  are:  castration,  adrenalectomy,  and 
hypophysectomy. 

Castration:  Oophorectomy. — Castration  ei- 
ther by  surgery  or  by  roentgen-ray  therapy 
in  advanced  cancer  of  the  breast  has  been 
reported  to  produce  palliative  improvement 
in  20  to  50  per  cent  of  the  cases  treated, 
according  to  the  review  of  Gordon  and 
Segaloff.^®'  This  procedure  is  usually  car- 
ried out  in  those  premenopausal  women 
with  disabling  symptoms.  It  is  occasionally 
of  value  in  women  just  past  the  menopause. 
Oophorectomy  removes  a source  of  estro- 
gens from  the  body.  It  has  been  stated  by 
Pear.son  et  a/.®*®  that  some  patients  have 
estrogen-dependent  breast  tumors,  whereas 
others  have  nonestrogen-dependent  tumors. 
Oophorectomy  was  introduced  for  this 
disease  by  Boatson  (1890). Castration  by 
roentgen-ray  treatment  was  introduced  by 
De  Courmellesin  ]909.^®^ 

Adrenalectomy. — Remissions  in  women 
with  breast  cancer  following  adrenalectomy 
were  first  reported  by  Huggins  and  Bergen- 
stal.^®^  Reports  confirming  this  finding  have 


been  published  by  Cade,®®^  Helstrom,®®®  Hug- 
gins and  Dao,®®*  and  West  et  al.^^’’  The 
mechanism  by  which  adrenalectomy  induces 
remission  in  women  with  breast  cancer  is  con- 
sidered to  be  the  removal  of  another  source 
of  endogenous  estrogen.  Adrenalectomy 
for  advanced  carcinoma  of  the  breast  is  still 
in  the  investigational  stages  and  hence  has 
not  been  adopted  as  a routine  procedure  in 
many  institutions. 

Hypophysectomy. — Hypophysectomy,  like 
adrenalectomy,  may  produce  remissions  in 
patients  with  metastatic  mammary  cancer 
and  like  adrenalectomy  is  still  in  the  in- 
vestigational stage.  Luft  and  Olive- 
crona®®*-®®®  from  Stockholm,  Sweden,  were 
first  to  report  a remission  from  hypophysec- 
tomy in  a patient  with  advanced  breast 
cancer.  Studies  in  this  country  by  Ray 
and  Pearson'*®®  have  confirmed  the  obserx^a- 
tions. 

Conclusion 

While  there  is  still  no  cure  for  disseminated 
neoplastic  disease  in  man,  significant  prog- 
ress has  been  made  in  this  direction  xvith  the 
use  of  chemical  agents  and  hormones. 
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Renal  Failure  and  Chronic  Bright's  Disease 


Case  History 

Furman  M.  Jones,  Jr.,  M.D.:  A sixty- 
seven-year-old  white  woman  was  admitted 
to  Knickerbocker  Hospital  for  the  fir.st  time 
in  a semicomatose  state  directly  following 
a convulsive  seizure.  Her  son  said  that  .she 
had  been  in  good  health  until  one  year  pre- 
viously, when  she  first  insidiously  developed 
generalized  weakness,  nervousness,  and  pal- 
pitation. She  also  had  occasional  epi.sodes 
of  precordial  pain  and  dy.spnea  on  exertion. 
She  had  been  treated  by  her  family  doctor 
for  high  blood  pressure  with  reserpine 
(Serpasil)  and  a low  salt  diet.  This  had 
resulted  in  a diminution  of  blood  pressure, 
but  within  the  past  six  or  eight  months 
she  had  been  given  digoxin  for  increasing 
dyspnea.  She  also  had  re<!cived  ii'on  for 
anemia  thought  to  be  iron-deficiency  ane- 
mia. 

Her  j)re.sent  illness  aiipeared  to  have  begun 
a week  or  ten  days  prior  to  admission  with 
the  abrupt  onset  of  paroxysmal,  diffuse  head- 
aches which  were  more  iironounced  on  the 
l ight  side.  These  headaches  were  as.sociated 
with  nausea  and  occasional  ejiisodes  of 
vomiting,  but  there  had  been  no  paresthesia, 
vertigo,  syncope,  or  exce.ssive  lacrimation. 
d'he  day  before  admission  her  headache 


and  nausea  were  so  severe  that  she  was  seen 
by  her  family  physician.  On  the  morning 
of  admission  she  had  a coinuilsive  seizure 
that  lasted  for  about  a minute.  Following 
this  she  became  semicomatose. 

Examination  revealed  a well-developed, 
well-nourished  woman  who  responded  only 
to  painful  stimuli.  The  temperature  was 
99.8  F.,  pulse  84  and  regular,  respirations  28 
and  stertorous,  and  blood  pressure  210/120. 
There  was  no  evidence  of  cyanosis  or  de- 
hydration. There  was  no  evidence  of 
trauma  to  the  skull  and  no  nuchal  rigidity. 
The  pupils  were  miotic  and  reacted  slowly 
to  light,  but  they  were  eijual.  The  ocular 
fundi  showed  arteriolar  narrowing,  exudates 
on  both  sides,  and  an  area  of  fresh  hemor- 
rhage on  the  left.  The  disk  margins  were 
blurred,  but  there  was  no  papilledema. 
There  was  no  facial  weakness.  The  tongue 
was  in  the  midline  with  no  lacerations. 
The  neck  veins  were  flat,  and  the  lungs  were 
clear  to  percus.sion  and  auscultation.  The 
heart  was  slightly  enlarged  to  the  left;  the 
sounds  were  of  good  (luality,  and  there  were 
no  murmurs.  The  liver  and  spleen  were  not 
palpable,  and  there  were  no  abdominal 
mas.ses.  A few  ecchymotic  .spots  were  seen 
in  the  skin  over  the  abdomen.  Peristaltic 
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sounds  were  normal.  Rectal  and  pelvic 
examinations  were  unrevealing.  There  were 
no  lesions  of  the  extremities,  no  edema,  no 
lymphadenopathy.  The  deep  tendon  re- 
flexes were  diminished  but  equal.  Babinski’s 
sign  was  absent.  There  were  no  localizing 
neurologic  signs. 

On  admission  the  urine  had  a specific 
gravity  of  1.010,  4 plus  albumin,  a trace  of 
sugar,  3 or  4 red  cells,  10  to  14  white  cells, 
and  numerous  hyaline  casts.  The  hemo- 
globin was  7.8  Gm.,  red  cell  count  2.57 
million,  white  cell  count  9,300  with  73  per 
cent  polymorphonuclear  leukocytes,  25  per 
cent  lymphocytes,  and  2 per  cent  eosinophils. 
The  red  cells  exhibited  moderate  hypo- 
chromia with  anisocytosis  and  poikilocytosis. 
The  hematocrit  was  25,  platelet  count  88,000, 
and  sedimentation  rate  70.  The  serology 
produced  negative  findings.  The  bleeding 
time  was  one  minute  and  forty-five  seconds, 
clotting  time  three  minutes,  and  pro- 
thrombin time  16  seconds  (control  12 
seconds).  The  fasting  blood  sugar  was  210 
mg.  per  100  ml.,  nonprotein  nitrogen  297  mg., 
creatinine  16.5  mg.,  calcium  7.1  mg.,  phos- 
phorus 9.7  mg.,  cholesterol  408  mg.,  and 
alkaline  phosphatase  4 units.  The  total 
protein  was  6 mg.  with  3.1  Gm.  albumin  and 
2.9  Gm.  globulin.  The  serum  sodium  was 
135  mEq.  per  liter,  potassium  5.4  mEq., 
chlorides  97  mEq.,  and  carbon  dioxide  14 
millimols.  A spinal  tap  was  performed  while 
the  patient  was  uncooperative  and  agi- 
tated with  the  opening  pressure  about  250 
mm.  The  fluid  was  clear  with  13  fresh  red 
blood  cells  per  cubic  millimeter  and  137  mg. 
protein  per  100  ml.  An  electrocardiogram 
gave  normal  results.  A chest  film  showed 
moderate,  generalized  cardiac  enlargement 
and  no  pulmonary  abnormalities.  X-ray 
films  of  the  skull  were  uni'evealing. 

She  was  treated  wit  h intravenous  res(>rpine 
to  lower  the  blood  pressure  and  pheno- 
barbital  to  control  the  convulsions,  f'or  the 
two  days  following  ho.spital  entry  the  blood 
pressure  was  in  the  range  of  170/100,  then 
fell  to  about  150/90.  Shortly  after  ad- 
mission she  became  more  responsive  but 


remained  confused.  She  also  received  fluids 
in  the  form  of  glucose  and  water  and  calcium 
gluconate.  Diarrhea  developed  and  was 
treated  with  paregoric.  Amphojel  was  given 
daily  to  decrease  intestinal  absorption  of 
phosphates. 

During  the  first  twenty-four  hours  of 
hospitalization  the  urinary  output  was 
1,530  cc.,  but  this  fell  sharply  to  300  cc. 
on  the  third  hospital  day.  On  the  fourth 
hospital  day  the  output  was  75  cc.  The 
nonprotein  nitrogen  hovered  around  250 
mg.  per  100  ml.  The  serum  sodium  fell  to 
119  mEq.,  then  to  110  mEq.  The  serum 
potassium  rose  to  6.9  mEq.,  then  to  7.6  mEq. 
The  chlorides  fell  to  80  mEq.,  and  the  carbon 
dioxide  fell  to  10  millimols.  Efforts  to 
correct  this  acidosis  were  without  avail. 
Following  the  initial  clearing  of  her  senso- 
rium,  she  lapsed  into  a state  of  lethargy  pro- 
gressing to  coma  by  the  fourth  hospital  day. 
The  blood  pressure  was  at  the  level  of  138/76 
or  thereabouts  for  the  next  two  days.  She 
was  treated  empirically  with  intravenous 
corticoids,  but  her  condition  deteriorated 
progressively,  and  she  died  on  the  sixth 
hospital  day. 

Discussion 

Thomas  Silvehbeug,  I\I.D.:  It  took 
only  one  reading  of  today’s  protocol  to  re- 
mind me  of  the  truth  in  an  old  adage  which 
states  simply,  if  a little  obscurely,  that  there 
are  times  when  too  much  is  not  enough.  For 
it  hardly  could  be  more  obvious  or  docu- 
mented in  any  better  detail  that  the  elderly 
lady  whose  fate  I am  to  discuss  entered  the 
hospital  in  a state  of  florid  uremia  and  six 
days  later  died  because  of  renal  insufficiency 
brought  about  by  chronic  kidney  disease. 
We  are  given  a great  deal  of  information 
about  the  end  of  her  course,  but  how  mucli 
this  will  helj)  in  illuminating  its  beginning 
or  clarifying  its  cause  ma}'-  turn  out  to  be 
quite  another  matter. 

The  symptomatic  phase  of  our  patient’s 
illness  apparently  began  about  a j^ear  before 
her  death.  We  should  reallj'^  underline  the 
word  symptomatic,  for  many  observations 
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on  humans  and  much  experimental  work  on 
animals  has  well  established  the  point  that 
chronic  renal  disease  often  is  present  in  an 
unsuspected  form  through  much  the  greatest 
portion  of  its  course.  To  try  to  quantitate 
this  concept  in  a rough  fashion,  one  need 
merely  realize  that  over  half  the  renal 
parenchyma,  or  more  precisely,  more  than 
half  the  population  of  individual  nephrons, 
may  be  obliterated  without  producing  any 
clinical  disease,  any  impairment  of  over-all 
renal  function,  any  chemical  alterations,  or 
any  abnormalities  in  the  urine  produced  by 
a kidney  which  is  already  more  than  half 
destroyed.  So  great  is  the  kidney’s  reserve 
and  its  capacity  to  adjust  to  damage  and 
maintain  homeostasis  that  reasonable  esti- 
mates suggest  that  even  in  the  absence  of 
over  three  fourths  of  the  nephrons  there  may 
be  no  symptoms  of  disease  and  no  gross  im- 
pairment of  renal  function.  It  seems  prob- 
able that  frank  kidney  failure  and  the  clinical 
syndrome  of  uremia  usually  do  not  appear 
until  90  per  cent  or  more  of  the  nephrons 
have  been  destroyed.  These  observations 
throw  into  sharp  reUef  the  fact  that  we  are 
meeting  our  patient  only  at  the  very  end  of 
her  disease,  at  a time  when  the  studies  which 
give  us  so  much  information  are  applicable 
primarily  only  to  an  end-stage  kidney.  I 
shall  come  back  to  this  thought  again  a little 
later. 

Our  patient  had  been  in  good  health  until 
about  a year  before  she  came  to  the  hospital. 
Then  she  developed  generalized  weakness, 
nervousness,  and  palpitations.  During  the 
year  she  complained  of  exertional  dyspnea 
and  had  occasional  episodes  of  chest  pain. 
Her  doctor  had  made  two  significant  dis- 
coveries : that  she  was  hypertensive  and  that 
she  was  anemic.  He  treated  her  with 
reserpine  and  salt  restriction  for  the  high 
blood  pressure,  and  with  iron  for  the 
anemia.  Apparently  there  was  some  re- 
duction of  blood  pressure  on  this  therapy, 
but  the  patient  then  became  more  dyspneic 
and  was  on  digoxin.  It  is  not  clear  whether 
there  were  evidences  of  congestive  heart 
failure,  but  in  view  of  the  picture  that  de- 


veloped later  one  would  guess  that  the 
patient  was  probably  not  in  heart  failure. 

About  ten  days  before  admission  there 
were  ominous  indications  that  her  illness 
was  entering  a new  stage.  The  patient 
suffered  .severe  headaches,  felt  nau.seated, 
and  began  to  vomit.  On  the  day  of  ad- 
mission she  had  a brief  convulsive  seizure  and 
was  brought  to  the  hospital  in  a semicomatose 
state. 

Physical  examination  disclosed  a number 
of  significant  findings  both  positive  and  nega- 
tive. The  patient  was  unresponsive  except 
to  painful  stimuli  and  was  breathing  rather 
rapidly  and  stertorously.  Her  blood  pres- 
sure was  210/120.  Neurologic  examination 
showed  no  localizing  signs  except  for  the 
altered  state  of  consciousness,  and  was,  in 
fact,  within  normal  limits.  The  neck  veins 
were  flat,  the  lungs  were  clear,  and  there  was 
no  evidence  of  hepatomegaly  or  peripheral 
edema.  The  heart  appeared  to  be  slightly 
enlarged  but  otherwise  unremarkable.  Sev- 
eral ecchymotic  spots  were  noted  on  the 
abdominal  wall.  The  ocular  fundi  showed 
important  changes.  There  was  blurring  of 
the  optic  disk  margins  without  papilledema. 
The  retinal  vessels  showed  arteriolar  narrow- 
ing, but  no  mention  is  made  of  arterio- 
venous compression.  Exudates  were  seen 
on  both  retinas,  and  there  was  a fresh 
hemorrhage  on  the  left  side. 

Let  us  look  at  some  of  the  laboratory 
findings.  The  urine  had  a specific  gravity 
of  1.010  despite  repeated  vomiting  and  the 
usual  additional  fluid  deprivation  suffered  by 
an  unconscious  patient.  We  can  safely  re- 
gard this  as  indicative  of  a fixed  specific 
gravity.  The  urine  contained  4 plus  pro- 
tein, red  and  white  blood  cells,  and  numerous 
hyaline  casts.  The  nonprotein  nitrogen  of 
297  mg.  per  100  ml.  and  creatinine  of  16.5 
mg.  per  100  ml.  indicate  the  extreme  sever- 
ity of  the  patient’s  azotemia.  Values  like 
these  are  seen  only  in  the  final  stage  of 
chronic  kidney  disease  or  in  victims  of  acute 
and  virtually  complete  renal  shutdown. 
There  is  marked  phosphate  retention  and 
concomitant  low  blood  calcium,  reflecting 
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in  another  way  the  exhaustion  of  renal  func- 
tion. This  is  a kidney  which  no  longer 
contains  enough  functioning  nephrons  to  be 
able  to  excrete  more  than  a fraction  of  the 
phosphorus  presented  in  the  plasma  filtrate. 
Reciprocally,  the  serum  calcium  is  depressed, 
but  not  to  as  low  a level  as  is  commonly  seen. 
One  might  guess  that  this  is  because  there 
has  been  secondary  hyperplasia  and  hyper- 
function of  the  parathyroid  glands,  repre- 
senting an  attempt  to  restore  calcium  bal- 
ance and  maintain  homeostasis.  It  will  be 
interesting  to  see  what  Dr.  Ober  will  describe 
for  us  in  this  regard. 

There  is  also  a moderate  degree  of  acidosis, 
the  usual  finding  in  the  patient  with  uremia, 
which  indicates  yet  another  parameter  of 
disrupted  physiology,  whether  this  be  inter- 
preted as  due  to  exhaustion  of  the  bicar- 
bonate and  phosphate  buffering  mechanisms 
or  to  the  inability  of  the  failing  kidney  to 
furnish  hydrogen  ion  through  its  tubular 
mechanism  to  cover  the  sulfate  and  phos- 
phate anions.  The  clinical  sign  of  this 
metabolic  acidosis  and  a familiar  part  of 
the  uremic  syndrome  is  the  pattern  of  deep, 
stertorous  breathing  induced  by  hyper- 
capnia. 

A moderately  severe  anemia  is  present. 
The  hemoglobin  of  about  8 Gm.  corresponds 
well  to  the  level  usually  maintained  by  the 
patient  with  uremia.  I shall  not  attempt 
to  discuss  the  mechanisms  which  have  been 
postulated  to  explain  the  anemia  of  chronic 
renal  disease  except  to  remark  on  the  in- 
teresting finding  of  hypochromia  and  ani- 
socytosis  on  our  patient’s  blood  smear. 
This  would  point  to  an  iron  deficiency  state, 
a situation  that  does  occur  as  a variant  from 
the  more  often  encountered  normochromic 
anemia.  There  has  been  some  recent  work 
indicating  that  the  deficiency  probably  repre- 
sents a failure  to  incorporate  iron  into  the 
red  cell  during  its  formation,  since  the  hypo- 
chromia has  been  described  in  the  presence  of 
normal  serum  iron  values. 

Likewise,  the  low  platelet  count  is  a 
typically  uremic  feature,  and  to  this  prob- 
ably can  be  related  the  areas  of  ecchymosis 


noticed  on  our  patient’s  skin.  Thrombo- 
cytopenia, thrombasthenia,  and  diffuse 
impairment  of  capillary  integrity  all  may 
play  roles  in  the  hemorrhagic  tendency 
which  so  often  complicates  the  late  stages  of 
renal  disease. 

The  patient’s  history  of  weakness,  anemia, 
shortness  of  breath,  palpitations,  and  high 
blood  pressure  is  typical  of  the  insidious  on- 
set of  renal  failure.  The  sudden  acceleration 
of  symptoms — the  headaches,  vomiting, 
convulsion,  and  lapse  into  coma — marks  the 
phase  of  acute  decompensation  and  full- 
blown uremia. 

There  is  no  need  to  dwell  long  on  the  course 
from  this  point  on.  It  is  of  interest  that  the 
patient  showed  no  evidence  of  cardiac 
failure  on  physical  examination  or  x-ray 
examination  and  that  there  were  no  overt 
signs  of  failure  until  the  time  of  her  death. 
I make  this  statement  despite  a presentiment 
that  Dr.  Ober  will  triumphantly  show  us 
unmistakable  evidence  of  pulmonary  edema 
and  perhaps  of  other  visceral  congestion. 
The  patient  was  almost  anuric  for  the  last 
three  days  and  like  most  patients  who  die 
in  renal  shutdown  was  probably  hyper- 
volemic in  spite  of  the  best  efforts  to  prevent 
overhydration. 

The  last  stage  saw  the  appearance  not 
only  of  anuria  but  of  its  sinister  fellow 
travelers,  hyperkalemia  and  hyponatremia. 
The  acidosis  grew  more  pronounced,  the 
patient  went  into  irreversible  coma,  her  blood 
pressure  steadily  fell,  and  she  died.  I am 
inclined  to  think  that  the  drop  in  blood 
pressure  after  intravenous  reserpine  was 
more  a part  of  the  natural  sequence  of 
events  than  a response  to  the  drug. 

It  would  be  pleasant  to  summarize  at  this 
point  and  to  say  simply  that  the  patient 
died  of  chronic  renal  disease  and  terminal 
renal  failure.  As  a matter  of  fact,  this  may 
be  as  far  as  good  solid  ground  will  allow  us 
to  go.  For  it  is  almost  axiomatic  that  the 
end-stage  kidney  produced  by  a wide  spec- 
trum of  quite  different  diseases  is  a kind  of 
undifferentiated  entity,  representing,  so  to 
speak,  the  final  common  pathway  of  renal 
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failure.  This  may  not  be  so  for  the  path- 
ologist, but  for  the  clinician,  even  with  the 
help  of  renal  biopsies  and  the  electron  micro- 
scope, it  is  frustratingly  true  in  all  too  many 
cases  in  which  earlier  histories  either  are 
missing  or  devoid  of  clues. 

This  point  of  view  has  been  stated  most 
articulately  by  Bricker*  and  his  colleagues 
in  their  recent  review  of  the  pathologic 
physiology  of  chronic  Bright’s  disease. 
These  authors  regard  the  term  chronic 
Bright’s  disease  “as  a generic  expression  for 
all  the  chronic  pathologic  disorders  of  the 
kidney  that  lead  to  progressive  renal  failure.” 
Speaking  of  the  diseased  kidney,  they  note 
that  “the  major  parameters  of  function  are 
similar  in  all  forms  of  chronic  Bright’s  dis- 
ease, and  in  general  the  more  advanced  the 
pathologic  process  becomes,  the  less  evident 
are  the  differentiating  features.”  I feel  in 
such  close  accord  with  their  view  that  I 
would  like  to  stop  here  and  make  the  diag- 
nosis of  chronic  Bright’s  disease.  This 
would  at  least  be  an  accurate  diagnosis, 
if  not  a specific  one,  and  probably  is  a better 
diagnosis  than  the  one  I shall  make  after 
walking  on  thin  air  and  trying  to  play  the 
sleuth.  However,  a clinicopathologic  con- 
ference demands  its  victim,  and  I must  stake 
myself  out  as  the  tethered  goat  for  the 
tiger  with  the  tissue  sections. 

Perhaps  a negative  approach  will  clear 
the  ground  most  quickly  and  avoid  a long 
and  tedious  discussion  of  differential  diag- 
nostic possibilities.  There  seems  no  reason 
to  suspect  that  our  patient  had  lower  urinary 
tract  disease  or  any  element  of  obstructive 
uropathy.  Similarly,  there  is  simply  no 
ground  for  considering  the  possibility  of 
occlusive  disease  of  either  renal  arteries  or 
renal  veins.  For  lack  of  any  positive  evi- 
dence or  even  a suggestive  aroma  in  the  air 
I cannot  seriou.sly  entertain  a diagnosis  of 
multiple  myeloma,  amyloidosis,  or  a diffuse, 
systemic  collagen  disease,  such  as  dissem- 
inated lupus  or  periarteritis. 

Chronic  pyelonephritis  is  probably  the 
commonest  cause  of  the  end-stage  kidney 
we  have  been  describing  and  certainly  must 


be  mentioned  as  a definite  possibility. 
However,  in  the  absence  of  any  history  of 
urinary  tract  infection,  in  the  absence  of 
fever  or  any  signs  of  focal  infection,  and 
without  any  bacteriologic  evidence  for  such 
an  infection,  the  diagnosis,  while  possible, 
cannot  be  made.  One  must  trim  sails  and 
tack  rather  carefully  in  going  by  the  reef  of 
pyelonephritis,  for  many  a case  comes  to 
autopsy  without  displaying  either  typical 
symptoms  or  gross  pyuria. 

Excluding  anything  bizarre — and  this 
case  does  not  smack  of  the  bizarre — there 
remain  three  good  possibilities,  and  it  seems 
to  me  that  the  answer  must  lie  in  one  of  them. 
They  are  chronic  glomerulonephritis,  malig- 
nant hypertension  or  malignant  nephro- 
sclerosis, and  intercapillary  glomerulo- 
sclerosis. 

From  here  on  I must  resort  to  a kind  of 
embarrassed  logic  and  try  by  juggling  the 
evidence  to  decide  which  of  these  three  diag- 
noses seems  to  make  the  most  sense. 
Frankly,  this  makes  me  very  uneasy.  The 
one  sustaining  hope  is  that  Dr.  Jones  has 
prepared  the  protocol  in  a spirit  of  mercy  and 
that  he  has  dropped  a clue  somewhere.  To 
try  to  find  it  I must  go  back  to  some  of  the 
information  in  the  protocol  which  I delib- 
erately bypassed  until  now. 

Let  us  note  first  that  the  patient,  in  addi- 
tion to  massive  proteinuria,  also  had  an 
elevated  blood  cholesterol.  This  entitles 
me — in  fact,  forces  me — to  raise  the  question 
of  whether  we  are  dealing  with  all  or  part  of 
the  nephrotic  syndrome.  If  we  take  as 
acceptable  criteria  for  the  nephrotic  syn- 
drome albuminuria,  hypoalbuminemia,  hy- 
percholesterolemia, and  edema,  then  this 
certainly  is  not  a typical  case.  Our  patient, 
it  is  true,  showed  proteinuria  and  a high 
cholesterol,  but  she  had  an  almost  normal 
serum  albumin  and  no  edema  whatsoever. 
In  my  opinion  this  is  not  enough  to  warrant 
acceptance  as  an  instance  of  the  nephrotic 
syndrome.  Nevertheless,  the  possibility 
that  there  are  features  of  the  nephrotic 
syndrome  present,  and  the  undeniable  fact 
that  there  was  hypercholesterolemia,  may 
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furnish  a little  help  in  enabling  us  to  discard 
one  of  the  three  possibilities  from  the  list. 
The  nephrotic  syndrome  very  rarely  occurs 
in  the  rapid  course  of  malignant  hyperten- 
sion. Of  course,  hypercholesterolemia  could 
be  present  as  an  incidental  finding.  How- 
ever, the  absence  of  papilledema  and  arterio- 
venous nicking  in  the  eye  grounds,  the 
absence  of  gross  hematuria  and  red  cell 
casts  in  the  urine,  the  absence  of  signs  of 
congestive  heart  failure,  and  the  blood  pres- 
sure levels  which  are  somewhat  below  those 
usually  seen  in  malignant  hypertension  with 
encephalopathy  are  small  points  against  this 
diagnosis.  It  would  be  ridiculous  to  think 
that  any  of  these  objections,  or  all  of  them 
together,  really  exclude  malignant  nephro- 
sclerosis. They  do  not.  They  merely  sup- 
port one’s  prejudice  against  a diagnosis  that 
does  not  explain  everything,  and  this  is  the 
logic  that  belongs  peculiarly  and  happily  to 
the  clinicopathologic  conference. 

Leaving  the  cholesterol  question  un- 
settled, let  us  notice  that  on  one  and  only 
one  determination  the  patient’s  fasting  blood 
sugar  was  210  mg.  per  100  ml.  while  the  only 
reported  urine  specimen  contained  a trace 
of  sugar.  Likewise,  let  us  note  that  a 
spinal  tap  showed  an  abnormally  high 
cerebrospinal  fluid  protein  of  137  mg.  per 
100  ml.  with  relatively  clear  fluid  and  a very 
slightly  elevated  pressure.  These  two  pieces 
of  information  are  fascinating;  but  are  they 
related  and,  if  so,  how?  The  thought  has 
occurred  to  me  that  this  important  evidence 
of  hyperglycemia  might  be  an  artefact  that 
followed  one  of  the  glucose  and  water  in- 
fusions. If  so,  my  dream  castle  falls  in 
ruins.  It  looks  very  much  as  though  the 
patient  had  a cerebral  vascular  accident,  or  at 
all  events,  definite  injury  to  the  brain. 
This  is  a common  enough  complication  of 
uremia  and  may  have  been  a lesion  in  the 
mid-brain  or  hypothalamic  area  that  pro- 
duced at  least  a transient  hyperglycemia. 
Reconstructed  in  this  fashion,  the  Argument 
would  say  that  the  patient’s  basic  disease 
probably  was  chronic  glomerulonephritis 
which  reached  its  terminal  phase  either 


accompanied  by  an  unrelated  hypercholester- 
olemia, or  before  a stage  of  nephrotic  syn- 
drome was  fully  realized,  or  with  certain 
features  of  the  nephrotic  syndrome  present. 
Then  carrie  a cerebral  vascular  accident  with 
a convulsive  seizure,  with  typical  spinal 
fluid  findings,  and  with  a central  nervous  sys- 
tem type  of  pseudodiabetes. 

If  that  argument  sounds  fanciful,  let  me 
reason  in  the  other  direction.  Our  patient, 
despite  the  negative  findings  in  the  history, 
must  have  been  truly  a dial)etic.  Her 
diabetes  must  have  been  mild  to  have  gone 
undetected  and  thus,  most  conveniently, 
would  have  been  precisely  the  type  of  dia- 
betes that  is  most  often  associated  with 
the  Kimmelstiel-Wilson  syndrome  and  the 
lesions  of  diabetic  intercapillary  glomer- 
ulosclerosis. On  this  basis  the  patient 
developed  progressive  renal  failure.  The 
nephrotic  syndrome  need  not  be  invoked  to 
explain  her  elevated  cholesterol.  This  can 
be  linked  simply  to  her  diabetes.  Being 
both  a diabetic  and  a hypertensive  uremic 
patient,  she  was  doubly  prone  to  cerebral 
vascular  accidents  and  had  one.  This 
explanation  sounds  so  smooth  and  con- 
vincing that  I come  close  to  believing  it  and 
will  end  the  speculation  by  offering  it  as  first 
choice. 

Returning  to  earth,  and  to  end  on  a more 
serious  note,  the  case  we  are  considering 
offers  a good  illustration  of  chronic  renal 
disease  and  its  widespread  pathophysiology. 
It  should  most  properly  be  regarded  as  an 
instance  of  chronic  Bright’s  disease,  etiology 
unspecified. 

Diagnoses 

Clinical. — {!)  Chronic  Bright's  disease; 
{2)  hypertension  with  hypertensive  encepha- 
lopathy; {3)  cerebrovascular  accident,  type  (?) ; 
(4)  uremia. 

Dr.  Silverberg. — (i)  Intercapillary  glo- 
merulosclerosis; (2)  diabetes  mellitus,  mild; 
(3)  cerebrovascular  accident;  (4)  uremia. 

Anatomic. — (I)  Acute  renal  arteriolosclero- 
sis  with  hyperplasia  and  necrosis;  (2)  malig- 
nant hypertension;  (3)  subarachnoid  hemor- 
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Fig.  1.  Kidney  with  multiple  diffuse  petcchiae, 
the  so-called  “flea-bitten”  kidney  of  malignant 
nephrosclerosis. 


rhage,  right  occipitoparietal  area;  (4)  cardiac 
hypertrophy;  (o)  acute  pulmonary  edema,  ter- 
minal; (6)  petechial  hemorrhages,  gastric  ?nu- 
cosa;  (7)  uremia. 

Pathologic  Report 

William  B.  Ober,  M.D.;  The  observa- 
tions at  postmortem  examination  were 
straightforward.  The  heart  showed  con- 
centric hypertrophy  of  the  left  ventricle  and 
weighed  450  Gm.  The  lungs  had  a com- 
bined weight  of  1 ,130  Gm.  and  showed  acute 
pulmonary  edema,  a terminal  event,  with 
no  evidence  of  chronic  passive  congestion 
There  were  punctate  hemorrhagic  spots  in 
the  gastric  mucosa  but  no  other  signs  of  the 
effects  of  uremia  on  the  gastrointestinal 
tract.  Three  parathyroid  glands  were  found ; 


Fig.  2 (T).  Low-power  view  of  a petechia,  an 
area  of  hemorrhagic  infarction.  (B)  Low-power 
view  of  ischemic  “micro-infarct.”  Both  tubules  and 
glomeruli  show  coagulation  necrosis. 

they  showed  no  gross  or  microscopic  changes. 
Apparently  the  disordered  biochemistry  of 
uremia  had  not  been  present  long  enough  for 
hyperplasia  to  occur.  The  cerebrovascular 
accident  that  brought  the  patient  to  the 
hospital  can  be  explained  by  a small  area  of 
hemorrhagic  discoloration  in  the  pia- 


January  15,  1961 


287 


KNICKERBOCKER  HOSPITAL 


Fig.  3 (A).  An  interlobular  artery  with  fresh  thrombosis.  Its  wall  shows  slight  thickening.  (B)  X 
damaged  glomerulus  is  surrounded  by  fresh  hemorrhage  into  tubules  and  interstitial  tissue. 


arachnoid  over  the  right  occipitoparietal 
lobe;  there  was  no  actual  hemorrhage  or 
infarction  of  the  brain  substance.  This  may 
not  sound  like  a very  important  lesion,  but 
one  freipiently  sees  much  less  in  hyperten- 
sive encephalopathy. 

The  kidneys  had  a combined  weight  of 
260  Gm.  and  showed  no  real  scarring  or 
loss  of  substance.  Externally,  they  were 
typical  “flea-bitten”  kidneys  (Fig.  1)  with 
numerous  petechiae.  Microscopically,  they 
showed  a wide  range  of  vascular  lesions  of  the 
sort  we  associate  with  the  label  “malignant 
nephrosclerosis,”  involving  both  glomeruli 
and  tubules  (Fig.  2).  Presumably  these 
were  secondary  to  thrombotic  occlusion  of 
interlobular  arteries  (k’ig.  3A).  Fresh 
hemorrhage  into  tubules  (Fig.  3B)  was 
abundant.  I would  have  expected  a more 
striking  degree  of  microscopic  hematuria. 

The  characteristic  arteriolar  lesion  showed 
the  typical,  concentric,  “onion  peel”  type  of 
hyperplasia  (Fig.  4).  The  proliferation  in- 
volved both  intima  and  media  as  demon- 
strated by  an  elastic  tissue  stain  (Fig.  5). 
Equally  prominent  and  characteri.stic  was 


Fig.  4.  An  arteriole  showing  proliferation  of  its  in- 
tima and  hyperplasia  of  its  media. 
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Fig.  5.  Elastic  tissue  stain  of  a similar  arteriole 
shows  the  boundary  between  proliferated  intima 
and  hyperplastic  media. 


the  smudgy  necrosis  of  arteriolar  walls. 
The  area  of  necrosis  frequently  extended  well 
into  the  hilus  of  the  glomerular  tuft  (Fig.  6) 
and  involved  a few  interlobular  arteries 
as  well  (Fig.  7A).  The  necrotic  arteri- 
olar walls  stained  densely  black  with  the 
elastic  tissue  stain  (Fig.  7B),  and  the 
material  was  homogeneous  and  amorphous. 
Individual  arterioles  seen  in  a more  or  less 
longitudinal  plane  of  section  exhiliited  both 
hyperplastic  and  necrotizing  lesions  in  the 
extent  of  the  same  vessel  (Fig.  8). 

I would  emphasize  that  of  all  the  forms  of 
Bright’s  disease  with  terminal  renal  failure, 
this  morphologic  variety  is  one  of  the  least 
frequently  seen.  It  is  much  less  common 
than  chronic  pyelonephritis  or  chronic 
glomerulonephritis,  although  the  terminal 
course  of  many  patients  with  these  lesions 
may  be  indistinguishable.  Saphir  and 
Cohen^  have  commented  that  most  of  the 
cases  presented  clinically  as  “malignant 
hypertension”  prove  to  be  chronic  pyelo- 
nephritis lenta  at  autop.sy.  If  so,  today’s 


Fig.  G (A).  A thickened  arteriole  shows  smudgy 
necrosis  of  its  wall;  the  lesion  extends  into  the  hilus 
of  two  glomeruli  which  the  ramifying  arteriole  sup- 
plies. (B)  High  magnification  of  a glomerulus  show- 
ing smudgy  necrosis  of  the  arteriole  extending  into 
the  hilus  of  the  tuft  with  segmental  involvement  of  a 
capillary  loop. 

case  is  an  exception. 

We  can  feel  on  reasonably  safe  ground  in 
saying  that  this  patient’s  hypertension  was 
“malignant.”  It  was  first  detected  a year 
before  her  death,  and  despite  some  response 
to  antihypertensive  agents,  her  disease  pro- 
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Fig.  7(A).  An  interlobular  artery  showing  smudgy  necrosis  of  its  wall.  (B)  Elastic  tissue  stain  of  a 
glomerulus  and  arteriole.  The  smudgy  necrosis  stains  homogeneously  black. 


Fig.  8 (.4).  Section  through  a single  arteriole  showing  both  the  proliferative  hyperplastic  lesion 
and  the  necrotizing  lesion  in  successive  segments  of  its  extent.  (B)  Section  through  a single  arteriole, 
showing  diffuse  hypertrojihy  and  terminating  in  a zone  of  smudgy  necrosis. 
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gressed  remorselessly  with  increasing  cardiac 
symptoms,  a cerebrovascular  accident,  to 
death  in  uremia.  However,  and  this  is  an 
important  lacuna,  we  do  not  know  what  her 
blood  pressure  was  two  years  or  five  years 
before  her  death. 

Parenthetically,  I never  have  been  happy 
with  the  term  “malignant”  in  this  context; 
I much  prefer  the  term  “accelerated  hyper- 
tension” to  describe  the  clinical  picture. 
However,  this  is  not  an  anatomic  term. 
When  pathologists  have  to  classify  the  lesion 
seen  in  today’s  case,  I prefer  the  designation 


acute  renal  arteriolosclerosis  with  hyper- 
plasia and  necrosis. 

Question:  How  about  the  term  “flea- 

bitten  kidney?”  Doesn’t  that  suggest  that 
the  patient  had  renal  “flea-bitis?” 

Dr.  Ober  : I forgive  you. 
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Chairman  of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of 
New  York,  750  Third  Avenue,  New  York  17,  New  York. 

.\i.KKi;i)  A.  Anuuist,  M.I).,  Chairman 
Committee  on  Prize  Essays 


January  15,  1961 


291 


-Current  Concepts  in- 


DIABETES  M ELL IT US 


Sponsored  by  the  Clinical  Society  of  the  New  York 
Diabetes  Association 


Editors 


MAX  ELLENBERG,  M.D. 
HAROLD  RIFKIN,  M.D. 


Management  of  the  Newborn  Infant  of  the  Diabetic  Mother 
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{From  the  Department  of  Pediatrics,  Mount  Sinai  Hospital) 


T)ecause  newborn  infants  of  diabetic 
mothers  present  certain  problems  they 
form  a group  for  which  special  care  must 
be  provided.  Even  under  good  circum- 
stances the  neonatal  mortality  rate  is  at 
least  five  times  as  great  as  that  of  infants  of 
nondiabetic  mothers.^  For  that  reason  it  is 
advisable  for  the  pediatrician  to  be  ac- 
(juainted  with  the  course  of  the  pregnancy 
so  that  he  will  be  aware  of  any  episodes  of 
ketosis,  elevation  in  blood  pressure,  or 
unusual  weight  gain.  Such  facts  may  be 
responsible  for  changes  which  take  place  in 
the  fetus. 

Delivery 

The  delivery  of  the  baby  is  planned  for 
between  the  thirty-fifth  and  thirty-seventh 
week  of  gestation.  If  the  date  of  conception 
is  in  doubt  the  estimated  size  of  the  baby 
and  x-ray  evidence  of  the  presence  of  a 
distal  femoral  epiphysis  may  be  a guide  in 
determining  the  age  of  the  fetus.  ^ It  is 
preferable  that  the  pediatrician  be  alerted 
so  that  he  may  either  attend  the  delivery 


or  examine  the  newborn  infant  soon  there- 
after. Since  most  of  these  infants  are  de- 
livered prematurely,  even  though  they  may 
be  of  large  size  they  have  the  same  problems 
as  do  smaller  premature  babies.  There- 
fore, they  should  be  placed  in  nurseries 
equipped  for  premature  care  and  staffed  by 
graduate  nurses  who  are  proficient  in  the 
problems  of  premature  infants. 

The  infant  of  the  diabetic  mother  usually 
has  a round,  puffy  face  with  large  cheeks 
which  sometimes  droop  and  resemble  jowls.’ 
The  eyes  appear  small  because  of  the  sur- 
rounding edema.  The  infant  is  usually  over- 
weight considering  his  gestational  age.  The 
increase  in  length  is  not  as  striking  as  is  the 
body  weight.  The  increased  size  is  due  to  a 
combination  of  large  organ  size,  extra  fat, 
and  edema.  The  characteristic  appearance, 
while  not  seen  in  all  infants  of  diabetic 
mothers,  also  can  be  seen  in  some  infants 
born  to  women  who  may  be  prediabetic.'' 
We  have  seen  the  characteristic  appearance 
occur  in  infants  whose  mothers  have  de- 
veloped diabetes  suddenly  during  the  last 
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weeks  of  pregnancy.  An  increased  excretion 
of  17  hydroxycorticosteroids  was  thought 
to  be  responsible  for  the  large  size  of  these 
infants.^®  A recent  report  denies  this 
statement.’  The  cause  of  the  viscero- 
megaly is  unknown. 

Postpartum  Care 

The  nares  and  oropharynx  are  aspirated 
gently  shortly  after  birth  with  a soft  rubber 
catheter.  If  the  infant  does  not  breathe  at 
once  he  is  stimulated  manually  in  the  usual 
manner  and  oxygen  is  supplied  by  mask  if 
needed.  Fifty  thousand  units  of  aqueous  pro- 
caine penicillin  are  injected  intramuscularly 
as  an  ophthalmic  prophylactic.  Babies  de- 
livered by  cesarean  section  usually  have  an 
excess  amount  of  fluid  in  the  stomach.  F'ntil 
recently,  this  fluid  was  removed  by  soft 
rubber  catheter  and  syringe  in  the  hope  that 
respiratory  distress  resulting  from  the  vomit- 
ing and  subsequent  aspiration  of  the  gastric 
juice  into  the  lungs  might  be  avoided.®  It  is 
known  now  that  the  mechanism  which  results 
in  hyaline  membrane  formation  in  the  lungs 
is  caused  by  a transudate  of  protein  in  the 
pulmonary  circulation.  Therefore  the  re- 
moval of  stomach  contents  is  unnecessary. 

The  umbilical  cord  is  large  and  edematous. 
Bleeding  from  the  umbilical  vessels  in  the 
cord  may  occur  if  the  usual  silk  umbilical 
ligatures  are  used.  They  are  prone  to  slip 
as  the  cord  dries  and,  as  a result,  hemorrhage 
occurs.  Small  metal  clamps  now  in  use  have 
been  very  effective  in  crushing  the  vessels 
completely  and  preventing  hemorrhage.* 

An  Isolette  type  of  incubator  with  full 
humidity  and  heat  regulated  to  maintain 
body  temperature  at  96  to  98  F.  is  used  for 
all  infants  shortly  after  birth.  They  are 
transported  in  this  incubator  to  a nursery 
equipped  for  premature  care.  The  infant  is 
kept  either  in  a supersaturated  mist  pro- 
duced by  compressed  air  or,  if  the  infant  is 
cyanotic,  in  a concentration  of  ox3fgen  not 
exceeding  35  volumes  per  cent.  This  treat- 

*  Hesseltine  Umbilical  Clamp,  manufactured  by  the 
American  Coil  and  Spring  Co.,  Muskegon,  Miehigon. 


ment  is  continued  for  as  long  as  there  are  any 
signs  of  respiratory  or  cardiac  distress. 
This  period  usually  lasts  two  or  three  days, 
though  it  may  go  on  for  as  long  as  a week. 
Infants  delivered  by  cesarean  section  re- 
ceive a repeat  dose  of  penicillin  if  there  is  an>' 
suspicion  of  a pulmonary  pathologic  condi- 
tion. In  that  case  Chloromycetin  in  doses  of 
15  mg.  per  kilogram  of  body  weight  per  day 
is  added.  The  value  of  a nose  and  throat 
culture  is  limited  since  penicillin  is  given 
every  baby  after  deliveiy.  An  injection  of 
1.25  mg.  of  vitamin  K is  given  after  delivery 
and  repeated  in  twenty-four  hours.  In- 
fants are  kept  in  the  incubator  for  three  oi 
four  days  and  are  removed  only  if  all  signs 
of  respiratory  or  circulatory  distress  have 
passed. 

Since  all  premature  babies  have  a rela- 
tively larger  amount  of  fluid  content  than  do 
full-term  infants  and  since  infants  of  diabetic 
mothers  probably  have  even  more,  there 
is  no  need  to  offer  fluids  either  orally  or 
parenterally  during  the  first  few  days  of  life. 
The  infant  in  the  Isolette  is  in  a moisture- 
containing  atmosphere.  Fluid  loss  by  ex- 
piration is  therefore  to  some  extent  decreased 
since  humidified  air  is  inhaled. 

Feedings  are  always  postponed  until 
respiratory  distress  has  ceased.  Oral  feed- 
ings are  started  at  thirty-six  hours  of  age  in 
infants  who  have  had  no  respiratory  prob- 
lems, but  occasionally  we  have  waited  as 
long  as  six  days  before  offering  fluids  by 
mouth.  A polyethylene  gastric  tube  is  used 
for  feeding  infants  who  have  been  delivered 
veiy  prematurely  (thirty-two  to  thirty-four 
weeks) . 

If  the  initial  feedings  of  5 per  cent  glucose 
are  well  tolerated,  a diluted  skim  milk 
formula  (Alacta)  is  used  for  a few  days  (13 
calories  per  ounce).  This  is  later  increased 
to  18  and  then  23  calories  per  ounce  as  the 
baby  becomes  hungry.  Later  an  evaporated 
milk  formula  (Lactum  or  Enfamil)  is  sub- 
stituted. Patience  is  required  in  feeding 
these  infants  as  is  the  case  in  feeding  all 
premature  babies.  Weight  loss  usually  con- 
tinues for  at  least  six  days,  the  weight  then 
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(becomes  stationary  and  the  original  birth 
weight  may  not  he  regained  for  as  long  as 
fourteen  days  after  birth.  This  loss  results 
in  part  from  the  caution  employed  in  the 
('arly  days  of  life  and  the  subse(}uent  delay 
in  initiating  feedings.  The  weight  loss  is,  on 
an  average,  about  12  per  cent  of  the  birth 
weight  but  may  reach  18  per  cent  in  babies 
who  have  had  difficulties. 

Many  of  the  babies  are  tense  and  “jittery.” 
This  symptom  has  been  ascribed  to  hypo- 
glycemia by  some®  and  to  hypocalcemia  by 
others.  We  have  found  no  correla- 
tion between  hypertonicity  and  low  glucose 
or  calcium  levels  in  these  infants.  As  is 
well  known,  low  glucose  levels  occur  in 
many  infants,  whether  they  are  born  to 
diabetic  women  or  not^ — the  values  ranging 
from  25  to  60  mg.  per  100  ml.^^~'^  Blood 
calcium  levels  may  be  slightl}^  below  9 mg. 
per  100  ml.,  especially  in  premature  infants.'' 
Moreover,  intravenous  injections  of  calcium 
gluconate  have  failed  to  arrest  the  tenseness 
and  rigidity  which  are  seen  so  often  in  the 
hrst  days  of  life  in  infants  of  diabetic  mothers. 
y\.  case  in  point  is  cited. 

An  infant  with  convulsions  shortly  after  birth 
appeared  to  respond  temporarily  to  the  ingestion 
of  dextrose  and  subsequentlj^,  when  convulsions 
recurred,  to  calcium  gluconate.  Nevertheless, 
tremors  continued.  The  infant  died  after  six 
weeks.  At  autopsy  a cerebral  agenesis  was  found. 

Normally,  in  most  infants  the  hypertonic- 
ity and  twitching  ceases  spontaneously  after 
tw'o  or  three  da.ys  and  then  ma.y  be  replaced 
b.y  h.ypotonicity — peidiaps  a fatigue  j)he- 
nomenon.  We  have  occasionally  used 
phenobarbital  during  t he  period  of  extieme 
restlessness. 

Most  of  these  infants  are  ruddy  and 
plethoric.  Man.y  have  tachypnea  and 
tachycardia.  All  of  these  babies  are  ob- 
served closely — vital  signs  (temperature, 
pulse,  and  respiration)  are  taken  every  hour 
during  the  first  two  days  of  life.  If  enlarge- 
iiKMil  of  the  liver  and  tachycardia  occur 
cardiac  faihm'  may  be  present.  Digitalis  in 
the  form  of  a soluble  digoxin  (Lanoxin)  is 

2<)4 


then  begun  immediately  in  doses  of  50  inicrro- 
grams  per  kilogram  per  day,  one  half  of  the 
dose  being  given  subcutaneously  and  fol- 
lowed twice  in  six  to  eight  hours  with  one 
fourth  of  the  total  digitalizing  dose. 
Digitalis  is  continued  for  two  or  three  days, 
utilizing  about  one  fourth  of  the  total  digital- 
izing dose  per  day.  We  have  noted  no 
untoward  effects  from  the  use  of  digoxin  if  it 
is  administered  in  this  manner.  On  the 
other  hand,  we  are  not  certain  that  the  use 
of  digitalis  is  necessar3^  We  have  had 
patients  whom  we  considered  to  have  evi- 
dences of  cardiac  failure  and  who  recovered 
without  its  use.  Electrocardiograms  were 
always  taken  before  and  during  digitalis 
therapy.  We  have  found  no  consistently 
abnormal  pattern.  Some  observers  have 
noted  changes  presumed  to  be  due  to  hypo- 
kalemia.'® A recent,  papi'r  confirms  our 
observations  that  there  are  no  constant  or 
specific  alterations.'®  Roentgenograms  of 
the  heart  taken  at  the  bedside  to  determine 
cardiac  size  have  been  found  unsatisfactory. 
We  have  not  felt  it  desirable  to  remove  the 
infant  from  the  incubator  and  to  tran.sport 
it  for  detailed  studies,  but  have  preferred  to 
keep  the  infant  in  the  incubator  at  all  times. 
Incidentally,  visceromegaly  (heart,  liver,  and 
kidneys)  may  be  present  in  large  infants  (4 
Kg.  or  more)  without  distressing  clinical 
signs.  Decrease  in  organ  size  is  often  noted 
along  with  weight  loss  during  the  first  few 
days  of  life. 

An  increa.sed  incidence  of  blood  group  and 
Rh  incompatibilities  have  been  said  to  occur 
in  infants  of  diabetic  mothers.  We  have  not 
found  this  to  be  the  case.  There  is  of 
course  a longer-lasting  icterus  in  anj^  pre- 
mature infant  and,  since  most  of  the  infants 
w'hom  we  have  supervised  were  born  pre- 
maturely, prolonged  icterus  has  been  noted. 
Until  recently,  we  have  not  followed  in  detail 
the  height  and  duration  of  the  blood  bilirubin 
levels  in  infants  who  were  found  not  to  have 
incompatible  blood  groups  or  other  evidence 
of  hemolytic  disease.  There  has  been  con- 
cern that  ev^en  in  the  absence  of  an  unknown 
hemolytic  factor  hyperbilirubinemia  per 
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so  may  ho  a cause  for  kernicterus  and  for  a 
sul)sefiuent  cerebral  pathologic  change. 
Thus  far  we  have  noted  no  correlation,  but 
further  studies  will  have  to  be  made  be- 
fore this  question  can  be  clarified. 

Although  we  have  thus  far  mentioned 
many  of  the  complications  that  occur  in 
infants  of  diabetic  mothers,  many  babies  fol- 
low a normal  course  and  behave  in  a fashion 
similar  to  the  infants  of  nondiabetic  mothers 
who  are  delivered  at  thirty-six  weeks  gesta- 
tion. Nevertheless,  constant  supervision  is 
recpiired.  Two  infants  who  appeared  to  be 
perfectly  well  died  suddenly  within  twenty- 
four  hours  after  birth  without  any  observed 
clinical  symptoms.  At  autopsy  these  2 in- 
fants had  evidence  of  cerebral  congestion  and 
the  hyaline  membrane  syndrome. 

In  our  five-year  series  there  were  105  live 
births  with  8 deaths.  There  were  5 autopsies. 
Two  infants  died  as  a result  of  cardiac  and 
intestinal  anomalies.  Five  infants,  includ- 
ing the  2 just  mentioned,  died  of  a pulmo- 
nary condition.  All  deaths  from  respira- 
tory causes  occurred  within  twenty-four 
hours  after  birth.  This  point  is  stressed  to 
indicate  that  even  if  there  is  severe  respira- 
tory distress  the  prognosis  is  good  if  the 
infant  survives  the  first  day  of  life. 

A word  should  be  added  with  respect  to 
women  who,  because  of  the  previous  death  of 
a fetus  in  utero  or  the  loss  of  a previous 
large  newborn  infant,  a history  of  diabetes 
in  the  family,  or  possibly  the  presence  of 
glycosuria  during  pregnancy,  may  have 
latent  diabetes  which  will  be  suggested  by  a 
curve  found  in  a glucose  tolerance  test.  It 
hasj^een  our  custom  to  permit  such  women 
to  go  to  term  unless  the  usual  indications 
for  early  interruption  of  pregnancy,  such  as 
hydramnios,  hypertension,  and  so  forth, 
occur.  We  have  had  a low  neonatal  mortal- 
ity rate  in  infants  of  these  “prediabetic” 
women.  These  infants,  in  addition,  have 
had  few  neonatal  complications.  The 
weight  loss  is  less  because  they  are  fed 
earlier  than  are  infants  of  known  diabetic 
mothers.  Many  fewer  infants  have  the 
typical  pufhness  and  jowls  of  infants  of 


diabetic  mothers;  our  data  indicate  that 
although  many  of  the  mothers  of  these  in- 
fants do  not  require  insulin,  some  of  them 
become  frankly  diabetic  during  a subse- 
quent pregnancy.'* 

Summary 

An  outline  of  the  care  of  infants  born  to 
diabetic  mothers  is  given.  Mount  Sinai 
Hospital  has  had  a mortality  rate  of  7.0  per 
cent  in  the  last  105  infants  who  have  been 
tabulated.  This  figure  is  lower  than  that 
reported  from  many  other  clinics  but  is  still 
far  above  that  found  in  infants  of  normal 
mothers.  Changes  in  the  management  of 
these  infants  have  taken  place  over  the 
years.  There  is  hope  for  even  better  re- 
sults in  the  future. 
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ANNOUNCEMENT 

Medical  Society  of  the  State  of  New  York 
1961  Annual  Convention 

PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merit  H.  Cash  Prize  will  be  open  for  competition 
at  the  next  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York, 
May  8 to  12,  1961,  in  Rochester. 

The  Lucien  Howe  Prize  of  8100  will  be  presented  for  the  best  original  contribution 
on  some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a 
member  of  the  Medical  Society  of  the  State  of  New  York. 

The  Merit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original 
essay  on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members 
of  the  Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition 
are  residents  of  New  York  State. 

Essarjs  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  de- 
vice. The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the 
same  motto  or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it 
will  not  be  awarded. 

Any  es.say  that  may  win  a prize  automatically  becomes  the  property  of  the  Medi- 
cal Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1,  1961,  and  sent  to  the 
Chairman  of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of 
New  York,  T.'IO  Third  Avenue,  New  York  17,  New  York. 

Alfred  A.  Angrist,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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THE  PHYSICIAN  IN 
CIVIL  DEFENSE 


A series  of  articles  prepared  by  Solomon  Garb^  M.D., 
Secretary,  Medical  Education  for  National  Defense  {MEND) 
Committee,  Albany  Medical  College 


Survival  in  a Thermonuclear  War 

XII.  Some  Final  Considerations 

SOLOMON  GARB,  M.D.,*  ALBANY,  NEW  YORK 


T N THE  event  that  a thermonuclear  attack 
on  this  country  takes  place  it  is  axio- 
matic that  physicians  will  be  expected  to 
assume  the  leadership  in  caring  for  casualties 
and  preventing  further  morbidity.  In  the- 
ory, civil  defense  agencies  will  coordinate  and 
direct  such  efforts.  However,  communica- 
tion may  be  totally  disrupted,  and  many 
physicians  may  have  no  contact  with  ap- 
propriate governmental  agencies,  if  any  still 
exist.  Accordingly,  the  physician  may  have 
to  make  his  decisions  on  the  basis  of  his 
own  knowledge  and  experience. 

However,  certain  aspects  of  hydrogen 
bomb  warfare  have  so  changed  the  situation 
that  reliance  on  past  experience  may  be  dis- 
astrous. It  is  important,  therefore,  to 
consider  some  basic  changes  which  will  have 
to  be  made  in  our  concept  of  disaster  care. 

Basic  Changes  in  Disaster- Care  Concept 

Currently,  there  is  still  considerable 
emphasis  on  the  management  of  traumatic 
injuries,  such  as  fractures,  caused  by  blast 
and  dying  objects.  The  State  of  New  York 
is  stockpiling  vast  amounts  of  morphine  to 
be  used  for  such  casualties.  Nevertheless, 

* United  States  Public  Health  Service  Senior  Re- 
search Fellow,  SF-11. 


it  is  my  opinion,  based  on  analysis  of  the 
bomb’s  effects,  that  any  large-scale  attempt 
to  help  these  victims  will  probably  result  in 
the  deaths  of  the  would-be  rescuers. 

Traumatic  injuries  such  as  fractures,  can 
be  expected  within  about  10  miles  of  ground 
zero.  This  area  will  probably  be  covered 
with  lethal  fallout  within  fifteen  to  twenty 
minutes.  The  Emergency  Manual  Guide 
of  the  Department  of  Health,  Education, 
and  Welfare'  states,  “In  addition,  the  area  of 
damage  from  blast  would  be  contaminated  at 
one  hour  after  burst  to  a dose  rate  of  as  much 
as  5,000  roentgens  per  hour  or  even  more.” 

Since  a median  lethal  dose  is  about  450 
roentgens,  it  follows  that  persons  in  such  an 
area  will  receive  a lethal  dose  of  radiation  in 
about  six  minutes.  Clearly,  it  is  impossible 
to  go  into  such  an  area,  rescue  casualties, 
and  get  to  shelter  in  less  than  six  minutes. 

I feel  that  surviving  physicians  will  see 
relatively  few  survivors  requiring  treatment 
for  fractures,  lacerations,  and  similar  in- 
juries. 

Our  attitudes  toward  first  aid  may  have  to 
be  reconsidered  also.  The  principle  of 
“splint  them  where  they  lie”  is  a basic  one 
in  ordinary  disasters.  After  a hydrogen 
bomb  blast  it  may  add  to  the  death  rate. 


January  15,  1961 


297 


SOLOMON  GARB 


Consider  a hypothetic  situation  in  which  two 
men  are  9 miles  from  ground  zero  when  the 
explosion  occurs.  Assume  that  one  has  a 
broken  leg  while  the  other  has  minor  lacer- 
ations only.  If  the  latter  stops  to  splint 
his  friend’s  leg  before  moving  him,  both  may 
be  caught  and  killed  in  the  fallout.  The 
only  logical  step  in  this  situation  would  be 
to  drag  the  injured  man,  despite  his  broken 
leg,  into  an  underground  shelter.  There 
emergency  splinting  could  be  undertaken. 
Forty-eight  hours  later,  the  radiation  level 
might  be  low  enough  to  allow  evacuation. 

After  an  attack,  the  major  medical  tasks 
are  likely  to  be  the  management  of  radiation 
poisoning  in  millions  of  patients  and  the 
maintenance  of  some  degree  of  sanitation. 

It  is  hoped  that  there  will  be  more  discus- 
sion and  consideration  of  these  problems. 

Summing  Up 

The  information  presented  in  this  series  of 
articles  is  a summary  of  important  known 
facts  about  protection  from  hydrogen  bombs. 
Civil  defense  is  practical,  and  it  is  important 
that  physicians  take  the  lead  in  getting  it  to 
work.  Much  must  be  done  at  all  levels. 

A Need  for  Individual  Action. — At  the 
individual  level,  steps  should  be  taken  by  all 
homeowners  to  build  shelters.  There  may 
be  a tendency  to  wait  for  governmental  aid 
in  shelter  construction.  It  is  possible  that 
such  aid  may  be  provided  in  the  future,  but  it 
seems  too  risky  to  wait  for  it.  In  any  event, 
it  is  certain  that  if  governmental  aid  is 
provided,  first  priority  will  go  to  large  mass 
shelters  in  the  congested  cities,  not  to  those 
who  have  the  opportunity  of  building  their 
own  shelters. 

Anyone  who  contemplates  having  a home 
built  should  certainly  have  a shelter  in- 
cluded. 

Evacuation  Impractical. — The  ques- 
tion of  evacuation  as  a means  of  protection 
from  hydrogen  bombs  will  come  up  time 
and  again.  It  must  be  pointed  out  that 
evacuation  cannot  be  useful  unless  there  are 
two  conditions  in  existence.  An  adequate 
warning  time— usually  at  least  six  hours,  and 


for  large  cities,  up  to  forty-eight  hours — and 
adequate  shelters  for  the  evacuees  to  go  to 
outside  the  target  areas. 

Since  neither  of  these  conditions  exist 
evacuation  can  do  no  good  and  may  do  con- 
siderable harm.  A possible  exception  might 
be  evacuation  several  months  before  an 
attack.  A good  bomb  shelter  in  a rural  area 
is  probably  safer  than  a good  bomb  shelter 
in  a city.  However,  for  most  people,  it 
would  be  utterly  impractical  to  abandon 
their  jobs  and  homes  to  get  away  from  a 
target  area. 

Providing  for  Oneself  and  for  Others. 
— While  one  is  providing  for  his  own  fam- 
ily’s safety  by  building  a shelter,  he  should  be 
concerned  also  with  the  survival  of  his 
fellow  citizens.  Many  people  in  cities  and 
in  rented  homes  cannot  build  shelters. 
They  must  rely  on  governmental  action. 
It  cannot  be  overemphasized  that  the 
likelihood  of  an  attack  on  the  United  States 
will  be  lessened  by  a national  shelter  pro- 
gram. Thus,  in  addition  to  the  moral  and 
ethical  duty  to  help  one’s  neighbor,  it  will 
be  of  direct  advantage  to  see  that  others  are 
provided  for. 

How  can  a national  shelter  policy  be 
speeded?  There  are  several  things  which 
the  individual  citizen  can  do  to  help. 

Local  Action  for  Shelters. — At  the  local 
level,  he  should  press  vigorously  for  adequate 
shelters  in  all  schools.  If  there  is  reasonable 
warning  of  an  impending  attack,  or  if  a bomb 
lands  at  least  50  miles  away,  there  may  be 
time  for  school  children  and  w'orking 
parents  to  get  to  the  family  shelter.  This, 
of  course,  depends  on  local  factors,  including 
probable  traffic  congestion.  However,  if 
such  warning  is  not  available,  some  provision 
must  be  made  to  protect  children  at  school 
and  people  at  their  places  of  employment. 
This  will  take  group  action.  A few  deter- 
mined parents  who  have  the  facts  can  influ- 
ence a parent-teachers’  association,  and 
through  them  the  school  board,  to  provide 
shelters  for  the  children. 

In  many  cases,  school  basements  can  be 
converted  readily  to  suitable  shelters.  Here, 
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an  architect  is  absolutely  essential.  These 
shelters  too  should  have  supplies  of  water 
and  concentrated  food.  However,  it  is 
impractical  to  try  to  store  a six-months 
supply.  Instead,  a one-week  supply  can 
be  stored,  and  at  the  end  of  that  period  or 
less,  a parent,  suitably  covered  with  poly- 
ethylene, can  go  to  the  school  shelter,  cover 
his  children  (especially  their  shoes)  with 
polyethylene,  and  take  them  to  the  family 
shelter.  At  the  threshold  of  the  family 
shelter,  the  polyethylene  would  be  dis- 
carded. This  procedure  will  be  practical  in 
almost  every  case  because  at  the  end  of  one 
week  the  radiation  is  only  about  a five 
hundredth  of  its  level  at  the  end  of  one  hour, 
and  a single  short  exposure  will  not  be  dan- 
gerous. 

National  Action  for  Shelters. — At  the 
national  level,  one  should  make  known  to  his 
senators  and  congressmen  his  support  of  a 
national  shelter  program.  There  are  several 
aspects  to  be  considered.  It  has  been  esti- 
mated that  a national  shelter  program  would 
cost  about  20  billion  dollars.  This  seems 
like  a great  amount  of  money  until  we  recall 
that  38  billion  dollars  have  already  been 
voted  for  a highway  construction  program, 
and  more  is  to  follow.  Why  so  much  for 
highways?  Originally,  a primary  argument 
for  the  highway  program  was  that  it  would 
aid  civil  defense.^  This  argument  was 
based  on  the  concept  of  evacuation  of  cities 
and  is  now  completely  obsolete.  Evacua- 
tion is  no  longer  an  important  civil  defense 
measure,  since  there  are  no  shelters  to  which 
evacuees  can  go  to  escape  fallout  radiation. 
Thus,  the  highway  program  will  not  improve 
our  civil  defense  picture  at  all.  Indeed,  it 
appears  that  the  main  impetus  today  for  the 
enormous  expenditure  for  highways  comes 
from  the  automobile  manufacturers  who 
hope  it  will  increase  their  sales.  However, 
it  should  be  clear  by  now  that  what  is  good 
for  General  Motors  is  not  necessarily  good 
for  the  United  States. 

The  logical  course  is  to  scrap  the  highway 
program  ‘completely  and  at  once.  Of  the 
38  billion  dollars  saved,  20  billion  can  be 


used  for  shelters,  and  the  remainder  for 
strengthening  our  active  military  defenses. 

Protection  of  Food  Sukpeus. — The 
protection  of  our  food  surplus  is  of  great  im- 
portance. If  this  isn’t  done,  the  survivors  of 
the  bombing  attack  may  starve  to  death 
before  agriculture  is  restored.®  The  De- 
partment of  Agriculture  should  be  required 
to  store  its  food  surpluses  in  underground 
depots,  safe  from  fallout.  This  is  not  es- 
pecially expensive.  There  are  natural  caves 
and  deep  mines  all  through  the  country. 
The  mines  alone  contain  at  least  750  million 
square  feet,  or  over  4 billion  cubic  feet  of 
space.  This  is  enough  to  store  surplus  food 
to  feed  the  entire  nation  for  more  than  a 
year.  Some  alterations  would  be  needed, 
of  course,  but  they  would  be  relatively  cheap. 

Tax  Relief  for  Shelter  Owners. — 
Some  consideration  is  due  those  who  buil 
their  own  shelters,  thereby  relieving  the 
government  of  that  burden.  A fair  way 
would  be  to  credit  them  with  the  minimum 
cost  per  person  for  government  shelters. 
For  example,  if  the  minimum  cost  per  person 
in  the  largest  shelters  is  f 150,  then  a home- 
owner  with  a wife  and  3 children  who  builds 
a satisfactory  shelter  would  receive  a credit 
of  1750.  That  credit  can  be  deducted 
from  income  tax  payments  due  for  as  many 
years  as  necessary. 

Demanding  the  Truth. — We  should  also 
insist  on  being  told  the  whole  truth  about 
our  situation,  now  and  in  the  future,  without 
any  more  sugar  coating  of  the  unpleasant 
facts.  Americans  are  not  prone  to  panic, 
and  they  can  be  relied  on  to  face  any  danger 
in  a courageous,  realistic  fashion  if  they  know 
the  facts. 

Finally,  we  should  demand  that  all  govern- 
mental agencies  face  the  problems  of  civil 
defense  squarely. 

Other  Countries  Belter  Prepared 

Shelters  are  in  existence  and  are  being 
rapidly  expanded  in  other  countries. 

In  Sweden,  there  is  a vast,  comprehensive 
system  of  shelters.^  The  Swedes  are  a 
realistic  people,  not  easily  frightened.  Also, 


Jamiary  15,  1961 


299 


SOLOMON  GARB 


they  are  kept  fully  aware  of  the  problems  of 
fallout  by  their  government.  In  larger 
cities,  dual  purpose  shelters  have  been 
built.  In  peacetime,  they  are  used  as 
garages,  warehouses,  factories,  school  gym- 
nasiums, and  so  forth.  In  the  event  of  war 
they  become  excellent  shelters.  A single 
underground  shelter  in  Stockholm  can  pro- 
tect 20,000  people,  and  there  are  many 
shelters  in  Stockholm. 

It  must  be  noted  that  these  are  real 
shelters,  which  protect  against  fallout  and 
blast.  They  are  not  ordinary  basements 
with  “shelter”  signs  on  them  such  as  are 
seen  in  American  cities. 

Several  Swedish  factories  have  been  built 
deep  underground.  The  workers  find  them 
pleasant,  and  the  actual  costs  have  been 
found  to  be  relatively  low.  Indeed,  when 
savings  in  maintenance  and  operating  costs 
are  considered,  they  cost  the  same  as  ordi- 
nary above-ground  factories. 

All  new  houses  built  in  Sweden  are  re- 
quired to  have  suitable  shelters  and  residents 
of  older  homes  without  shelters  contribute 
to  the  cost  of  large  shelters  which  are  avail- 
able to  them  in  the  event  of  war.  The 
Swedish  program  is  continuing,  and  is  ex- 
pected to  provide  shelters  for  the  entire 
population  before  long. 

The  contrast  between  Sweden  and  the 
United  States  is  most  disturbing.  Sweden 
has  been  neutral  through  two  World  Wars. 
It  is  neutral  today.  No  one  seriously 
considers  it  a primary  target  area.  Yet  it 
provides  shelters  for  its  citizens  mainly  as  a 
deterrent  to  an  attack  and  also  as  insurance 
against  an  off-course  missile  or  unpredictable 
winds  carrying  fallout  from  a target  area. 
The  United  States  which  will  be  the  very 
first  country  hit  by  hydrogen  bombs  (we 
have  sworn  never  to  start  an  atta(;k,  only  to 
retaliate)  offers  no  protection  at  all  to  its 
citizens. 

The  costs  of  the  Swedish  shelters  range 
from  SI  10  to  SI  60  per  person.  Surely  a 
life  is  worth  at  least  that  much. 


The  Swedish  defense  forces  have  their 
own  underground  establishments.  Hangars 
and  even  runways  are  deep  underground. 
Jet  fighters  and  bombers  start  their  take-offs 
in  deep  tunnels.  By  the  time  they  emerge 
from  the  opening,  they  are  traveling  so  fast 
that  they  become  airborne  almost  at  once. 
These  planes  are  not  likely  to  be  destroyed 
on  the  ground  in  surprise  attacks. 

In  Israel,  all  houses  must  have  bomb 
shelters. 

In  West  Germany,  the  World  War  II 
shelters  are  being  modified  for  protection 
against  hydrogen  bomb  fallout. 

The  Russians  also  are  providing  shelters 
for  their  population.  The  extent  of  their 
shelter  program  is  not  known,  of  course, 
but  enough  information  is  available  to  show 
that  they  are  far  ahead  of  the  United  States.* 

A special  subway  system  has  been  built  in 
Moscow,  quite  distinct  from  the  regular 
Metro  system.  The  new  subway  is  130 
feet  underground,  making  it  safe  from  al- 
most anything  but  a direct  hit.  Large 
rooms  open  off  the  platforms. 

Similar  projects  are  in  existence,  or 
under  construction  in  other  Russian  cities. 

In  addition,  many  factories  in  Russia  are 
now  deep  underground.  This  is  true,  not 
only  of  the  newer  cities  of  Central  Russia, 
but  also  of  Moscow  and  other  older  cities. 

Don’t  Americans  deserve  an  equivalent 
degree  of  protection? 
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BRIEFS  ON  ACCIDENTAL 
CHEMICAL  POISONINGS 
. IN  NEW  YORK  CITY 


From  the  Poison  Control  Center,  Nerv  York  City  Department  of  Health 

A series  prepared  by 

HAROLD  jACOBZiNER,  M.D.,  Assistant  Commissioner,  New  York  City 
Department  of  Health;  Medical  Director,  Poison  Control  Center 

HARRY  w.  RAYBiN,  M.S.,  Technical  Director,  Poison  Control  Center 


Fatal  Salicylate  Intoxication  and  Stramonium  Poisoning 


^ I '’he  following  incidents  were  recently  re- 
ported  to  the  New  York  City  Poison 
Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

Methyl  Salicylate  92  years  Male 

The  patient  mistakenly  ingested  an  un- 
known amount  of  methyl  salicylate.  He  was 
taken  to  a hospital  where  his  stomach  was 
lavaged  with  saline.  He  was  admitted  to 
the  inpatient  service  in  a convulsive  state. 
The  urine  showed  1 plus  albumin,  1 plus 
sugar,  and  a trace  of  acetone. 

In  spite  of  therapeutic  measures,  the  pa- 
tient expired  after  seven  hours  in  the  hospi- 
tal. The  age  of  the  victim  in  this  case  is 
noteworthy. 

Incident  2 

Toxic  Agent  Age  Sex 

.1-0  Rat  Poison  1 year  Male 

The  public  health  nurse  who  visited  the 
home  reported  that  rats  were  rampant  in  the 


building  in  which  this  family  lived.  The 
father  placed  cheese  covered  with  a rodenti- 
cide  (J-0  Paste)  which  contains  1 per  cent 
phosphorus,  under  the  stove.  Before  the 
mother  went  out  with  the  other  siblings,  she 
put  the  infant  on  the  kitchen  floor  where  he 
obtained  the  cheese  with  the  rat  poison  and 
nibbled  at  it.  The  mother,  on  her  return, 
noted  the  rat  poison  in  his  hands  and  insti- 
tuted first  aid  treatment.  The  parents  at- 
tempted unsuccessfully  to  induce  vomiting 
with  warm  water  and  salt.  The  child  was 
taken  to  the  Bellevue  Hospital  emergency 
room  where  a plastic  nasogastric  tube  was 
put  in  place,  and  lavage  was  done  with  6,000 
cc.  of  normal  saline  and  4 ounces  of  mineral 
oil  placed  through  the  tube.  The  tube  was 
not  removed  at  the  end  of  the  lavage. 

The  physical  examination  on  admission 
produced  essentially  negative  findings.  The 
laboratory  data  wore  as  follows:  hemoglobin 
10.0,  white  blood  cell  count  6,900,  poly- 
morphonuclears  01  per  cent,  immature  cells 
6 per  cent,  lymphocytes  28  per  cent,  and 
monocytes  5 per  cent.  The  urinalysis  did  not 
show  any  pathologic  findings.  One  day 
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following  admission  alkaline  phosphatase 
was  13.8,  cephalin  flocculation  2,  thymol 
turbidity  1,  and  cholesterol  142. 

An  esophagoscopy  was  done  one  week 
following  the  patient’s  admission,  and  two 
small  islands  of  necrotic  tissue  were  noted  2 
to  3 cm.  below  the  esophageal  inlet.  The 
esophagoscope  was  not  passed  beyond  this 
point.  Another  esophagoscopy  was  done  a 
week  later,  and  several  small  areas  were  seen 
to  be  well  healed. 

The  patient  was  treated  with  IVIeticorten, 
6 mg.  four  times  daily,  for  thirteen  days. 
This  was  tapered  gradually  to  zero  over  the 
next  five  days.  The  child  also  was  main- 
tained for  two  weeks  on  Achromycin,  125 
mg.  orally.  After  two  weeks  of  hospitaliza- 
tion, the  patient  was  discharged  as  improved. 

To  our  surprise,  we  have  noted  that  most 
of  the  minor  ingestions  of  phosphorous  paste 
reported  to  this  Center  have  been  uneventful. 
Of  course,  the  amounts  actually  ingested  are 
always  difficult  to  estimate. 

Incident  3 

Toxic  Agent  Age  Sex 

Aspirin  5 V2  years  Male 

This  child  ingested  an  unknown  number 
of  5-grain  aspirin  tablets.  The  patient  was 
brought  to  the  hospital  emergency  room  in 
marked  hyperpnea,  but  no  history  could  be 
obtained  as  to  the  mode  of  occurrence.  The 
stomach  was  lavaged  with  saline  one  hour 
after  admission;  the  exact  time  of  ingestion 
is  unknown. 

On  admission  to  the  ward  the  patient  was 
vomiting  and  was  hyperpneic  and  stuporous. 
'The  blood  chemistry  findings  were  as  fol- 
lows; sodium  132  mEcp  per  liter,  potassium 
4.1  mg.  per  liter,  chloride  106  mEq.  per  liter, 
carbon  dioxide  9 mE(].  per  liter,  and  blood 
sugar  88  mg.  per  100  ml.  The  temperature 
on  admission  was  98.4  F.,  pulse  rate  120, 
respiration  45,  and  blood  pressure  100 
systolic  and  50  diastolic.  The  electrocardio- 
gram showed  signs  compatible  with  potas- 
sium intoxication.  The  patient  was  treated 


with  intravenous  fluids  and  symptomatic 
therapy. 

Three  hours  after  admission  the  blood 
potassium  was  4.1  mg.  per  liter.  It  should 
be  noted  that  in  the  intravenous  fluids  which 
were  administered,  potassium  chloride  was 
given  in  doses  of  3 mEq.  per  kilogram  for 
twenty-four  hours.  At  9 or  eight 

hours  following  admi.ssion,  the  blood  potas- 
sium rose  to  6.8  mg.  At  10  a.m.,  or  nine 
hours  after  admission,  the  electrocardiogram 
showed  wide  QRS  intervals  and  signs  com- 
patible with  potassium  intoxication. 

The  patient  died  after  ten  hours  of  hos- 
pitalization. The  postmortem  diagnosis  was 
salicylate  intoxication. 

It  should  be  noted  that  the  almost  univer- 
sal use  of  the  lV4-grain  aspirin  tablet  for 
children  has  greatly  diminished  the  severity 
of  aspirin  poisonings. 

Incident  4 

Toxic  Agent  Age  Sex 

Stramonium  19  years  Male 

A psychiatrist  called  the  Poison  Control 
Center  very  much  concerned  about  a patient 
who  presented  the  following  s,ymptoms: 
dilated  pupils,  disorientation,  confusion, 
marked  irritability,  agitation,  hallucinations, 
and  grimacing.  The  patient  gave  a hi.story 
of  drinking  “tea”  sixteen  hours  before. 

The  psychiatrist  also  related  that  a com- 
panion of  his  patient  had  imbibed  the  same 
fluid  and  presented  the  same  symptoms.  Be- 
cause of  the  severity  of  the  symptoms,  shock 
therapy  was  at  first  entertained  by  the 
psychiatrist,  but  the  idea  was  discarded. 
The  physician  inquired  what  current  data  on 
“additives”  in  tea  could  produce  these  symp- 
toms. It  was  suggested  that  one  of  the  bella- 
donna derivatives  might  be  implicated.  It 
was  suggested  that  a serious  attempt  be  made 
to  identify  the  exact  incriminating  concoc- 
tion. 

The  psychiatrist  then  communicated  with 
the  physician  treating  the  other  patient  and 
learned  that  the  offending  agent  was  stra- 
monium (Jimson  weed).  This  physician  re- 
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ported  thut  he  was  called  to  see  the  twenty- 
year-old  patient  at  home  by  the  young  man’s 
mother,  because  he  was  acting  in  an  irra- 
tional and  confused  manner,  and  she  feared 
that  he  was  psychotic.  On  examination  he 
was  found  to  be  hypersensitive,  glassy- 
eyed, extremely  restless,  and  confused.  His 
pupils  were  dilated,  and  his  skin  was  flushed. 
His  speech  was  peculiar,  and  his  memory  was 
clouded.  He  did  not  present  any  evidence 
of  acute  psychosis  when  seen  by  the  physi- 
cian, but  the  mother  insisted  that  he  had 
shown  symptoms  earlier. 

The  patient  admitted  having  taken  some 
“pep  pills”  and  also  having  drunk  some 
“tea”  made  from  stramonium.  The  mother 
showed  the  physician  a small  amount  of  the 
leaves  which  the  boy  still  had  on  his  person. 
The  examining  physician  rightly  referred 
the  patient  to  the  psychiatric  unit  of  a hospi- 
tal, where  he  was  hospitalized  for  eleven 
days  and  discharged  home  as  improved. 

A similar  incident  in  a nineteen-year-old 
male  was  reported  previously.^ 

An  article  reporting  three  incidents  of 
stramonium  poisoning  has  appeared  also.^ 

Stramonium  contains  0.25  to  0.45  per  cent 
alkaloid  of  the  atropine  type.  It  resembles 
the  belladonna  leaf  in  its  pharmacologic  and 
toxicologic  action.  It  has  a very  wide  mar- 
gin of  safety.  Children  are  more  susceptible 


than  adults.  Fatalities,  although  rare, 
have  been  reported.  The  most  alarming 
symptoms  are  due  to  the  marked  excitation 
of  the  central  nervous  system. 

In  general,  the  treatment  would  be  the 
same  as  for  atropine  poisoning.  Gastric 
lavage  soon  after  ingestion  may  be  effective. 
Pilocarpine  may  make  the  patient  more  com- 
fortable but  will  not  influence  the  central 
nervous  system  manifestations.  The  excita- 
tion may  be  relieved  by  small  doses  of  short- 
acting barbiturates.  If  respiratory  depres- 
sion occurs,  central  nervous  system  stimu- 
lants may  be  effective.  The  pilo(;arpine 
may  relieve  the  mydriasis.  In  the  main, 
symptomatic  therapy  is  to  l)e  employed. 

At  the  time  of  the  dictation  of  this  brief 
a telephone  message  was  received  from  a 
physician  reciuesting  information  on  the 
sniffing  of  a plastic  cement  by  a fifteen-year- 
old  high  school  student.  The  solvent  in  this 
case  turned  out  to  be  a toluene  solution  of 
polystyrene.  Although  the  reaction  from 
sniffing  trichlorethylene  plastic  cements  is 
understandable,  a similar  “kick”  from  tol- 
uene must  be  more  imaginary  than  real. 
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Medical  Civil  Defense  Stockpiles 

JAMES  H.  LADE,  M.D.,  ALBANY,  NEW  YORK 
{Director,  Office  of  Medical  Defense,  Department  of  Health,  State  of  New  York) 


The  following  is  a listing  of  medical  civil 
defense  stockpiles  in  New  York  State  accord- 
ing to  location  in  each  target-support  area. 
Included  in  the  enumeration  are  state  aid  station 
outfits  (SASO),  mobile  hospital  outfits  (MHO), 
and  blood  collection  outfits  (BCO).  Allocations 


of  other  components  of  State  stockpiles — mobile 
xeroradiograph ic  outfits,  narcotics,  dextran  and 
plasma,  antibiotics,  and  mobile  radiologic  labora- 
tories— are  also  outlined.  In  addition,  the  con- 
ditions for  release  of  these  allocated  supplies  are 
given. 


New  York  City  and  the  Nassau  County  Target-Support  Area 

Local  civil  defense  jurisdictions  within  this  target-support  area  are  the  counties  of  Nassau  and  Suffolk 
and  the  cities  of  Glen  Cove  (Nassau  County)  and  Long  Beach  (Nassau  County). 


Depots  Contents 

Central  Islip  State  Hospital,  Central  Islip,  Suffolk  County  204  SASO 

29  MHO 
12,828  BCO 

Pilgrim  State  Hospital,  Brentwood,  Suffolk  County  186  SASO 

16  MHO 

Kings  Park  State  Hospital,  Kings  Park,  Suffolk  County  182  SASO 

5 MHO 

Creedmoor  State  Hospital,  Queens  Village,  Queens  County  24  SASO 


New  York  City  Target-Support  Area 

Local  civil  defense  jurisdictions  within  this  target-support  area  are  the  counties  of  Dutchess,  Orange, 
Putnam,  Rockland,  Sullivan,  Ulster,  and  Westchester  and  the  cities  of  New  York,  Middletown,  Mount 
Vernon,  Newburgh,  New  Rochelle,  Peekskill,  Port  Jervis,  Port  Chester,  White  Plains,  and  Yonkers. 


Depots  Contents 

Westchester  County  Penitentiary,  Grasslands,  Westchester  County  10  SASO 

Sing  Sing  Prison,  Ossining,  Westchester  County  136  SASO 

10  MHO 

Rockland  State  Hospital,  Orangeburg,  Rockland  County  19  SASO 

9,000  BCO 

Letchworth  Village  State  Hospital,  Thiells,  Rockland  County  141  SASO 

Middletown  State  Hospital,  Middletown,  Orange  County  6 MHO 

7,200  BCO 

Greenhaven  Prison,  Storm ville,  Dutchess  County  117  SASO 

26  MHO 

Hudson  River  State  Hospital,  Poughkeepsie,  Dutchess  County  72  SASO 

4 MHO 
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Harlem  Valley  State  Hospital,  Wingdale,  Dutchess  County 

Wallkill  Prison,  Wallkill,  Ulster  County 
Wassaic  State  School,  Wassaic,  Dutchess  County 


23  SASO 
3,995  BCO 
2,000  BCO 
2 MHO 
2,000  BCO 


The  Capital  District 


The  Capital  District  includes  the  Albany,  Schenectady,  and  Troy  target-support  areas. 

Local  civil  defense  jurisdictions  within  the  Albany  target-support  area  are  the  counties  of  Albany,  Greene, 
and  Schoharie. 

Local  civil  defense  jurisdictions  within  the  Schenectady  target-support  area  are  the  counties  of  Schenec- 
tady, Fulton,  Montgomery,  Hamilton,  Saratoga,  and  Warren. 

Local  civil  defense  jurisdictions  within  the  Troy  target-support  area  are  the  counties  of  Rensselaer, 
Columbia,  and  Washington  and  the  city  of  Rensselaer. 

Depots  Contents 

Hudson  State  Training  School,  Hudson,  Columbia  County  4 SASO  (Albany) 

34  SASO  (Troy) 

2 MHO  (Albany) 

New  York  State  Vocational  Institute,  Coxsackie,  Greene  34  SASO  (Albany) 

County 


Saratoga  Spa,  Saratoga  Springs,  Saratoga  County 


Division  of  Veterans  Affairs,  Veterans  Camp,  Mount  Mc- 
Gregor, Saratoga  County 

Great  Meadow  Correctional  Institution,  Comstock,  Wash- 
ington County 

New  York  State  Department  of  Public  Works,  Barge  Canal 
Terminal,  Fonda,  Montgomery  County 


54  SASO  (Schenectady) 

6 MHO  (Schenectady) 

7 MHO  (Albany) 

1,055  BCO  (Capital  District) 

31  SASO  (Albany) 

3 SASO  (Schenectady) 
1,900  BCO  (Capital  District) 

6 SASO  (Albany) 

4 SASO  (Troy) 

3,760  BCO  (Capital  District) 

1 MHO  (Albany) 

2 MHO  (Troy) 


Plattsburgh  Target-Support  Area 


Local  civil  defense  jurisdictions  within  this  target-support  area  are  the  counties  of  Clinton,  Essex,  Frank- 
lin, and  St.  Lawrence  and  the  city  of  Plattsburgh. 


Depots 

Clinton  Prison,  Dannemora,  Clinton  County 
Dannemora  State  Hospital,  Dannemora,  Clinton  County 

St.  Lawrence  State  Hospital,  Ogdensburg,  St.  Lawrence  County 


Contents 
1,300  BCO 
6 SASO 
1 MHO 
10  SASO 
1,000  BCO 


Utica-Rome  Target-Support  Area 

Local  civil  defense  jurisdictions  within  this  target-support  area  are  the  counties  of  Herkimer,  Lewis, 
Oneida,  and  Otsego  and  the  cities  of  Little  Falls,  Utica,  Sherrill,  and  Rome. 


Depots  Contents 

New  York  State  Department  of  Public  Works,  Mexico,  Oswego  1 MHO 

County 

New  York  State  Teachers  College,  Oneonta,  Otsego  County  15  SASO 

New  York  State  Department  of  Public  Works,  Barge  Canal  41  SASO 

Terminal,  Fonda,  Montgomery  County  5 MHO 
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Syracuse  Target-Surport  Area 


Local  civil  dcfciiso  jurisdictions  within  this  targct-supi)ort,  area  arc;  the  counties  of  Cayuga,  Cortland, 
JelTerson,  Madison,  Onondaga,  Oswego,  and  Seneca  and  the  city  of  Oneida. 


] )epots 

Sainijson  Division,  W illard  State  Hosjjital,  Sampson, 
Seneca  County 

New  York  State  Department  of  Public  Works,  Cort- 
land, Cortland  County 

New  York  State  Department  of  Public  W'orks,  Mexico, 
Oswego  County 


Contents 

55  SASO  (Syracuse) 

4,55G  BCO  (Syracuse-Rochester- 
Binghamton) 

40  SASO 
7 MHO 
30  SASO 
0 MHO 

3,485  BCO  (Syracuse  and  Utica- 
Rome) 


Rochester  Target-Support  Area 

Local  civil  defense;  jurisdictions  within  this  targeb-supi)ort  area  are  the  counties  of  Livingston,  Monroe, 


Ontario,  Steuben,  Wa3Uie,  and  Yates. 

Depots  Contents 

Willard  State'  Hos|)it:d,  Willarel,  Seneca  County  50  SASO 

4 MHO 
2,340  BCO 

Newark  State;  Scheeol,  Newark,  W'ayne;  County  41  SASO 

Craig  Colony,  Sonyea,  Livingston  County  83  SASO 

6 MHO 
400  BCO 

New  York  State*  De'partme'nt  of  Public  W'eerks,  Newark,  16  SASO 

W^aync  County  9 MHO 


Bl.\'C!HAMTe)N  TAReiET-SuPPORT  .\rEA 

Local  civil  dcfe;nse  juriselicf ieens  within  this  target-sui)port  area  are  the  counties  of  Broome,  Chemung, 


Chenango,  Delaware;,  Schuyler,  Tioga,  anel  Tompkins. 

Depots  Contents 

Womens  Relief  Corps  Home,  Oxforel,  Chenange)  Ceeunty  10  SASO 

Tioga  Ce'iitral  Sclueed,  Tioga  Center,  Tieega  Clouidy'  6 SASO 

Newark  V’alle;y  Central  Schoeel,  Newark  Valle.y,  Tiejga  10  SASO 

County 

'remiiekins  Ce)unty  Me;morial  He)s])ital,  Ithaca,  'Penni)-  15  S.\SO 

kins  Ce)unty  5 -MHO 

Benelix  Aviation  Corp. -Scintilla  Division,  Sielney,  4 SASO 

Delaware  County 


Buffalo  Target-Support  Area 

Local  civil  defense  jurisdictions  within  this  target-support  are>a  are  the  counties  of  Allegany,  Cattaraugus, 
Erie,  and  Wyoming  and  the  cities  of  Jamestown,  Olean,  and  Salamanca. 


Depots  Contents 

State  University  of  New  York,  Agricultural  and  Tech-  6 SASO 

nical  Institute,  Alfred,  .Mlegaiiy  ('ounty 
Moorheads  Mills,  Jamestown,  Chautauqua  County  10  SASO 

Cowanda  State  Hosi)ital,  Thomas  Indian  School,  42  SASO 

Irocpiois,  Erie  County 

Erie  County  Home  and  Infirmary,  Millgrove,  Erie  43  SASO 

County  10  MHO 
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Gowaricia  State  Hospital,  Helmuth,  Erie  County  70  SASt) 

V.i  MHO 
-1,800  BCO 

Attica  Prison,  Attica,  Wyoming  County  67  SASO 

10  MHO 

0,623  BCO  (Buffalo  and  Niagara 
Falls) 

NiA(iAUA  Falls  Tarokt-Suim-ort  Area 

Ivocal  civil  defense  jurisdictions  within  this  target-support  area  arc  the  counties  of  (lenesee,  Niagara, 
and  Orleans  and  the  cities  of  Niagara  Falls  and  North  Tonawanda. 


Depots 

Contents 

Niagara  Count Home,  Lockport,  Niagara  Count 

11  SASO 

Oakfield- Alabama  Central  School,  Oakfield,  Genesee 

4 SASO 

County 

1 MHO 

•Mount  \'iew  Hospital,  Lockport,  Niagara  County 

19  SASO 
4 MHO 

.\lbion  State  Training  School,  Albion,  Orleans  County 

T(  )TALs: 

153  SASO 

State  Aid  Station  Outfits 

2,089 

Mobile  Hospital  Outfits 

200 

Blood  Collection  Outfits 

60,687 

Other  Components  ok  the  Stockpiles  in  State  Depots 


Mobile  Xeroraoiocraphic  Outfits* 

Allocated  Target-Support 
Area 

New  York  City-Nassau  Coiintj' 
New  York  City 
Troj- 
Alban>- 
Schenectad\- 
Utica- Rome 
Binghamton 
Syracuse 
Syracuse 
Rochester 
Buffalo 
Buffalo 
Niagara  Falls 


Narcotics  Stores  (Morphine  Syrettes  ‘A  grain): 


I )epot 

Quantity 

Pilgrim  State  Hospital 

37,500 

Creedmoor  State  Hospital 

.37,500 

Rockland  State  Hospital 

75,000 

New  York  State  V'ocational  Institute,  Coxsackic 

15,000 

Great  Meadow  Correctional  Institute 

15,000 

Auburn  Prison 

36,1.55 

Gowanda  State  Hospital 

45,000 

Albion  State  School 

45,000 

Total 

.306,155 

* Allocated  to  work  with  five  mobile  hospital  outfits  on  a shared  basis. 


I )epot  , Quantity 

Central  Isli|)  State  Hospital  9 

Hudson  River  State  Hospital  9 

Hudson  River  State  Hospital  1 

Wallkill  State  Prison  2 

New  York  State  Department  of  Public  Works,  P'onda  1 

New  York  State  Department  of  Public  Works,  Fonda  1 

New  York  State  Department  of  Public  Works,  Cortland  1 

New  York  State  Department  of  Public  Works,  Cortland  1 

New  York  State  Department  of  Public  Works,  Mexico  2 

Craig  Colony,  Sonyea  3 

Cowanda  State  Hospital  1 

Attica  Prison  .5 

Attica  Prison  1 


Bulk  Supply 
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Dextran  and  Plasma: 

Quantity 

(cases  of  24  bottles 

Depot 

of  dextran) 

Central  Islip  State  Hospital 

1,295 

Sing  Sing  Prison 

1,000 

Saratoga  Spa 

643* 

St.  Lawrence  State  Hospital 

25 

New  York  State  Department  of  Public  Works,  Cortland 

200 

New  York  State  Department  of  Public  Works,  Mexico 

400 

New  York  State  Department  of  Public  Works,  Newark 

470 

Attica  Prison 

947 

Total 

4,980* 

Antibiotics  (penicillin,  chloramphenicol,  streptomycin,  aureomycin,  terramycin): 

Quantity 


Depot  (cases) 

Central  Islip  State  Hospital  221 

Greenhaven  Prison  222 

Saratoga  Spa  80 

New  York  State  Department  of  Public  Works,  Mexico  105 

New  York  State  Department  of  Public  Works,  Newark  87 

Gowanda  State  Hospital  174 

Total  895 


Mobile  Radiologic  Laboratories  (6) 

Locations 

New  York  State  Agricultural  and  Technical  Institute,  Morrisville 

New  York  State  Agricultural  and  Technical  Institute,  Alfred  University,  Alfred 

Cornell  University,  Department  of  Sanitary  Engineering,  Ithaca 

Orange  County  Community  College,  Middletown 

Vassar  College,  Department  of  Physics,  Poughkeepsie 

New  York  State  Department  of  Health — Division  of  Laboratories  and  Research,  Albany 


State  Medical  Defense  Supplies  in  Local  Custody 


815  state  aid  station  outfits  are  in  the  custody  of  the  civil  defense  organizations  in  the  critical  target 
areas  in  the  State.  Within  each  target  area  the  state  requires  their  dispersal,  preferably  to  points  at  w'hich 
initial  medical  relief  operations  would  begin,  so  that  preferably  1 and  in  no  case  should  more  than  4 SASO 
be  in  any  one  location. 


Target  Area 

Quantity 
of  SASO 

New  York  City 

329 

Albany 

33 

Schenectady 

23 

Troy 

18 

Rensselaer 

4 

Syracuse 

54 

Utica 

25 

Binghamton 

20 

Rochester 

82 

Buffalo 

153 

Niagara  Falls-North  Tonowanda 

28 

Total 

769 

* In  addition,  3,000  cases  of  12  bottles  of  dried  plasma. 
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46,485  blood  collection  outfits  have  been  distributed  among  all  the  civil  defense  jurisdictions  in  the  state, 
target  and  nontarget.  Amounts  issued  to  localities  are  based  on  twenty-four-hour  quotas  for  each  juris- 
diction, as  developed  in  1953. 

Each  civil  defense  jurisdiction  has  on  permanent  loan  one  or  more  state  aid  station  outfits  for  training, 
consisting  of  replicas  of  most  of  the  SASO  supplies.  520  of  these  outfits  have  been  issued  under  the  medical 
defense  program. 


Conditions  for  Release  of 
Allocated  Supplies 

Post  Attack. — Primary  control  of  allocated 
supplies  (both  state  aid  station  outfits  and  mobile 
hospital  outfits,  rests  with  the  deputy  director  of 
the  target-support  area  to  which  they  are  allo- 
cated if  his  target  city  is  attacked.  In  that 
event,  he  is  authorized  to  communicate  directly 
with  the  depot  manager  of  the  medical  defense 
supply  depot  (institution  director,  warden,  super- 
intendent, etc.),  if  practicable,  to  direct  the  move- 
ment of  allocated  supplies.  If  the  supplies  are 
required  for  other  target  cities  which  have  suf- 
fered attack,  thej'  will  be  ordered  out  by  the 
state  civil  defense  director  at  the  State  Control 
Center,  without  reservation  of  supplies  for  pos- 
sible later  attacks  on  the  target  city  of  allocation. 

The  civil  defense  director  of  the  jurisdiction 
in  which  the  supply  depot  is  located  is  responsible 
preattack  for  locating  and  assigning  the  necessary 


number  of  trucks  required  postattack  to  move 
the  allocated  supplies  from  the  depot  to  the 
stricken  area. 

Natural  Disasters. — In  the  event  of  natural 
disasters  beyond  the  facilities  of  a New  York 
State  community,  state  medical  supplies  and 
equipment  stockpiled  at  the  medical  defense 
supply  depots  may  be  made  available  b}'  direc- 
tion of  designated  state  personnel  only. 

Standing  orders  have  been  issued  to  the  45 
State  depots  directing  that  supplies  maj'  be 
released  in  the  type  and  quantity  specified  by 
the  regional  health  director  of  the  State  Health 
Department  or  his  designated  representative,  the 
State  health  commissioner  or  his  staff,  or  the 
State  civil  defense  director  or  his  staff. 

The  State  Civil  Defense  Commission  has  been 
designated  b}^  the  Governor  as  the  official  State 
agency  for  coordinating  the  assistance  to  be 
furnished  by  the  various  State  departments  and 
agencies  in  the  event  of  a natural  disaster. 


Proposed  Policy  for  Disaster  Medicine  and  Its  Local  Application 

EDWARD  A.  BURKHARDT,  M.D.,  NEW  YORK  CITY 
(Chairman,  Special  Committee  on  Civil  Defense  and  Catastrophe,  Medical  Society  of  the  State  of  New  York) 


Editor’s  Note. — The  Division  of  Health  Mobilization  was  established  by  the  surgeon 
general  of  the  United  States  Public  Health  Service  on  May  1,  1959,  for  the  purpose  of 
implementing  the  health  activities  tlelegated  to  the  Department  of  Health,  Education, 
and  Welfare  by  the  Office  of  Civil  and  Defense  Mobilization.  Under  the  policy  direc- 
tion and  program  control  of  the  Office  of  Civil  and  Defense  Mobilization,  the  Public 
Health  Service  is  to  determine  the  medical  and  health  needs  of  the  nation  in  time  of 
emergency  and  develop  optimal  programs  that  will  assure  that  these  needs  are  met. 

A critical  survey  of  civil  defense  (especially  disaster  medicine)  in  New  York  City  as 
published  in  the  November  1,  1959,  New  York  State  Journal  of  Medicine*  attracted 
the  manpower  specialists  of  the  United  States  Public  Health  Service  and  their  contract 
agency,  a management  consultant  firm,  and  they  requested  a consultation  with  our 
chairman  of  the  Special  Committee  on  Civil  Defense  and  Catastrophe.  The  prepared 
statement  and  some  comments  follow. 


IT  IS  quite  evident  that  this  country  is  poorly 
prepared  to  cope  with  the  destructive  devices 

* Burkhardt,  E.  A.;  Disaster  medicine:  the  local 
problem.  New  York  State  J.  Med.  59:  4023  (Nov. 
1)  1959. 


that  the  enemy  could  deliver  to  our  shores.  Con- 
gressional committees,  the  armed  services,  the 
Office  of  Civil  and  Defense  Mobilization,  and 
the  American  Medical  Association  reflect  serious 
discontent  with  our  state  of  preparedness  for 
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the  protection  of  life  and  property.  The  abilit}' 
of  an  enemy  to  deliver  atomic  bombs  and  chemical 
and  bacteriologic  agents  at  supersonic  speed 
confronts  us  with  unprecedented  problems  of 
defense.  Distance  and  time  rapidly  are  ap- 
proaching the  hyi^othetic  zero.  Defense  also 
must  be  unprecedented  so  that  we  may  recover 
from  the  initial  attack.  How  are  we  to  devise 
adeejuate  “machinery”  for  civil  defense? 

This  question  cannot  be  answered  until  we 
state  the  problem  and  propose  the  solution. 

D't  us  first  examine  the  historic  events  and 
attitudes  that  force  us  into  certain  behavior 
patterns.  This  allows  us  to  examine  the  prece- 
dent that  we  so  sorely  need  in  the  guidance  of 
our  conduct. 

Individual  sur\'ival  of  the  Pilgrims  deirended 
on  group  survival.  In  this  we  see  an  early 
example  of  .self-help  and  buddy  help  in  protecting 
the  individual  from  starvation,  freezing,  and 
natural  enemies.  One  could  not  go  to  the  lumber 
yard,  hardware  store,  or  drugstore  for  supplies. 
One  could  not  buy  protection.  Cooperative 
effort  spelled  survival.  For  years  barter  served 
as  the  coin  of  the  realm.  One  could  swap  food 
for  muscle  power.  When  the  basic  needs  were 
met,  one  could  afford  the  luxury  of  money  as  a 
substitute  for  barter.  The  individual  could 
develop  some  independence  when  every  hour  was 
not  devoted  to  producing  food,  clothing,  and 
shelter.  Man  can  never  live  in  a vacuum;  he  is 
always  dependent  on  others. 

The  use  of  money  allowed  men  to  specialize 
and  thereby  barter  for  materials  produced  by 
other  individuals.  Government  became  more 
complex,  and  some  men  were  paid  to  produce 
goods  and  services  for  the  common  good.  Roads 
were  built,  government  buildings  were  erected, 
and  water  s}'stems  were  constructed.  These 
were  essential  citizen  services  produced  out  of 
taxes,  a form  of  barter.  Thus  we  learned  early 
that  services  for  the  common  good  could  be 
l)ought  out  of  tax  money.  The  individual’s 
concern  was  the  payment  of  taxes,  and  he  com- 
[)lained  little  as  long  as  his  hired  servants  de- 
livered services  essential  to  the  group.  In  a 
low-energy  civilization  these  servants  could  be 
made  up  of  almost  any  group  of  citizens.  Mis- 
takes assumed  a low  order  of  magnitude.  (One 
can  make  innumerable  mistakes  in  driving  a 
horse  and  carriage,  but  one  mistake  at  super- 
sonic speed  is  catastrophic.) 

Today  taxes  continue  to  deliver  goods  and 


ser\ices  in  areas  of  community  needs.  They 
suj)port  our  armed  services,  roads,  airports,  and 
waterways  and  {protect  us  against  crime  and  fire. 

The  increased  comple.xity  of  our  civilization 
may  restrict  our  liberties  for  the  common  good. 
We  find  it  necessary  to  have  traffic  lights,  laws 
against  acts  of  violence,  mental  institutions,  and 
health  laws.  These  institutions  jjrotect  us  from 
one  another  and  allow  us  liberties  in  other  areas. 

Community  efforts  in  solving  the  jjroblems  of 
an  individual  are  very  rare,  d’he  bilateral  am- 
putee with  10  children  whose  house  burns  down 
may  find  a gang  of  i)ublic-spirited  citizens  in  his 
yard  with  material  and  labor  to  rebuild  a house. 
One  must  not  decry  this  effort,  but  j)sycholog- 
ically  this  is  no  more  than  drop])ing  a dime  in  a 
blind  man’s  cup.  Remember,  this  house  was 
built  after  the  fire. 

Exam])les  of  citizen  participation  before  a 
catastrojfiie  are  so  rare  that  thew  are  almost 
nonexistent.  We  hire  firemen  and  policemen 
to  be  prepared  for  emergencies.  We  hire  the 
R(‘d  Cross  (a  quasi  arm  of  the  government)  with 
private  “taxes”  so  that  we  may  be  prepared. 
We  are  so  psychologicalh'  and  historical!}'  ori- 
ented that  we  cannot  perform  defensive  functions 
for  the  good  of  the  community  without  pay. 

Human  beings  throughout  the  world  succor 
people  in  distress.  This  is  highly  developed  in 
our  country.  Acts  of  heroism  in  catastrophies 
are  the  rule  rather  than  the  exception.  In  the 
disastrous  Long  Island  Riiil  Road  wreck  there 
were  more  physicians  on  the  scene  than  could  be 
used.  Rescue  is  a trait  in  human  behavior  that 
might  bo  considered  a reflex.  This  character- 
istic represents  our  greatest  reserve  in  any  dis- 
aster. Physicians  and  nurses  by  training  fre- 
quently deal  in  disaster  with  dispatch  and  ef- 
ficiency. 

This  historic,  governmental,  and  psychologic 
review  serves  to  point  out : 

1.  We  are  conditioned  to  believe  that  certain 
functions  dealing  with  community  services  are 
to  bo  conducted  by  hired  specialists  paid  out  of 
taxes. 

2.  Planning  and  preparing  for  possible  disaster 
and  defense  also  is  a function  of  the  government. 

3.  We  are  psychologically  well  prepared  to 
respond  with  heroic  measures  after  the  fait  ac- 
compli. 

The  various  agencies  of  the  government,  the 
American  Medical  Association,  and  other  volun- 
tary, defense-oriented  organizations  now  urge 
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us  to  train  and  prepare  for  possible  catastrophic 
events  of  unprecedented  magnitude.  This  train- 
ing is  relegated  to  voluntary  groups  of  specialists 
including  the  section  of  disaster  medicine. 

The  American  Medical  As.sociation  committee 
on  di.saster  medicine  recently  has  completed  a 
state-by-state  review  of  voluntary  efforts  by 
state  and  local  medical  societies  in  preparing  for 
mass  casualties.  In  general  the  state  reports 
indicate: 

1.  We  have  enormous  stockpiles  of  materials 
to  deal  with  mass  casualties.  Procuring  mate- 
rials is  a fairly  simple  procedure,  since  we  all 
realize  that  purchasing  and  planning  for  emer- 
gency supplies  is  a government  function.  In 
New  York  State  we  have  stockpiled  $18,000,000 
worth  of  medical  supplies  out  of  tax  dollars. 
These  supplies  are  well  stored  on  the  periphery 
of  target  areas. 

2.  There  is  some  degree  of  training  conducted 
by  the  state  boards  of  health.  In  general  this 
represents  the  assembly  and  operation  of  the 
improvised  emergency  hospital.  This  is  ex- 
cellent training,  and  these  courses  are  given 
approximately  40  times  a year  in  New  York  at 
various  hospitals  throughout  the  State.  Medical 
and  paramedical  personnel  participate  in  these 
exercises. 

3.  Local  disaster  medical  care  is  generally 
under  the  direction  of  the  local  boards  of  health 
and  is  directed  by  people  who  have  full-time  jobs 
in  other  health  areas.  Local  disaster  medical 
care  is  seriousl}'^  lacking  in  direction  in  our  target 
areas. 

The  problem  has  been  stated  in  detail  in 
another  report.  * 

Suggestions  for  Solution 

The  purchase  from  tax  money  of  a stand-by 
civil  defense  army  for  a catastrophe  that  may  be 
remote  seems  ridiculous.  We,  as  tax  payers, 
do  not  want  to  spend  untold  billions  of  dollars 
for  this  community  service.  So  perhaps  in  this 
atomic  age  we  can  take  a leaf  out  of  the  Pilgrims’ 
note  book  and  develop  a self-help  and  buddy 
help  on  a barter  basis.  In  essence  this  means  the 
organization  of  voluntary  specialty  groups  for 
all  functions  of  civil  defense.  We  are  concerned 
with  disaster  medicine,  but  we  depend  on  com- 
munications, on  police  and  fire  departments, 
and  on  public  health  functions  to  make  disaster 
medicine  function.  We  cannot  deliver  medical 
care  amid  chaos. 


How  can  we  efficiently  direct  our  volunteer 
organizations  in  civil  defense  so  that  we  can 
prevent  long  periods  of  apathy?  Voluntary 
organizations  without  strong  rhrection  slump  in 
their  purpose.  We  demand  direction  from  a 
consistent  and  stable  organization  with  a well- 
defined  purpose.  Our  citizens  expect  discipline 
in  ta.x-supported  .services.  The  United  States 
Public  Health  Service  is  a disciplined  organiza- 
tion with  purpose  that  is  respected  by  those 
engaged  in  the  healing  arts.  Voluntary  or- 
ganizations would  respect  purposeful  directives 
from  this  service  if  enough  tax  dollars  were  used 
to  develop  machinery  and  personnel  to  implement 
these  directives.  The  United  States  Public 
Health  Service  has  worked  for  years  with  local 
departments  of  health  in  venereal  disease  con- 
trol. Working  with  the  state  health  department 
alone  is  inadequate  support  of  disaster  medicine 
in  our  target  areas. 

This  service  must  come  into  the  state,  county, 
and  city  health  departments  and  demand  certain 
standards  of  training  for  units  in  our  civil  de- 
fense organizations  that  are  similar  to  units  in  the 
army.  Every  hospital  in  the  country  should  be 
assigned  a number,  such  as  United  States  Pubhc 
Health  Service  voluntary  hospital.  New  York, 
number  187.  The  hospital  should  be  directed 
to  submit  registrations  of  persons  who  will  fit 
into  a predetermined  chain  of  command.  When 
this  team,  and  perhaps  an  alternate  team,  is 
organized,  it  should  be  required  to  pass  standard 
tests  or  inspection  to  prove  a state  of  readiness. 
Each  hospital  also  should  be  assigned  to  another 
building  for  operation  of  the  improvised  emer- 
gency hospital.  First  aid  or  field  stations  also 
could  be  registered  with  the  United  States  Public 
Health  Service. 

We  should  standardize  procedures  at  each 
hospital  level.  Participants  could  be  given  a 
rank  or  a designated  number  in  the  chain  of 
command.  Each  unit  should  have  the  privilege 
of  giving  directives  to  its  members  through  the 
United  States  Public  Health  Service  secretaries 
and  to  utilize  their  franking  privileges.  This  of 
course  entails  many  millions  in  tax  dollars.  We 
will  need  local  directors  and  secretaries  and  ex- 
tensive printing,  mimeographing,  and  mailing 
facilities.  We  may  need  a newspaper  to  be 
distributed  periodically  to  give  directions  and  to 
publicize  meritorious  performances. 

The  larger  hospitals,  such  as  Bellevue  with 
four  teaching  services,  could  have  teams  A,  B,  C, 
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and  D.  The  letters  would  follow  the  numerical 
designation  of  a position  on  the  team. 

The  local  health  department  and  the  United 
States  Pubhc  Health  Service  could  conduct 
exercises  in  one  or  all  of  the  target  area  hospitals. 
These  exercises  must  be  well  prepared  to  make 
work  for  busy  volunteers.  Training  programs 
that  leave  volunteers  on  the  side  Unes  lead  to 
condemnation  and  rejection  of  the  exercise. 

It  is  essential  that  the  United  States  Pubhc 
Health  Service  work  with  the  local  health  de- 
partment agencies  as  well  as  the  state  department 
of  health.  Of  course,  tins  will  demand  many 
times  the  present  appropriation  of  1 million 
dollars  for  the  development  of  a national  plan  of 
disaster  medicine.  Volunteer  organizations  will 
continue  to  fluctuate  until  a respected  arm  of  the 
government  can  develop  firm  service-type  di- 
rectives. 

Comment 

The  two  employes  of  the  management  con- 
sultant firm  expressed  interest  in  this  statement 
and  beUeved  it  was  a program  worthy  of  adoption. 

The  representative  of  the  manpower  specialists, 
Division  of  Health  Mobilization  of  the  United 
States  Public  Health  Service  commented  as 
follows : 

“The  plans  regarding  the  United  States  Public 
Health  Service  coming  into  the  state,  county, 
and  city  health  departments  and  demanding 


certain  standards  of  training  of  units  in  civil 
defense  organizations  are  at  present  considerabl}' 
beyond  the  jurisdiction  of  a Federal  agency. 
Our  mission  is  merely  to  assist  in  the  preparation 
of  plans  and  to  advise  the  states  in  health  mo- 
bilization matters.  We  have  no  authority  to 
direct  any  local  or  state  operation.  Nonetheless, 
I agree  that  the  prestige  of  the  United  States 
Public  Health  Service  could  aid  immeasurably  in 
obtaining  better  health  mobilization  preparedness 
in  the  states  and  localities.” 

We  feel  that  minimal  standards  of  training  in 
disaster  medicine,  preferably  at  the  hospital 
level,  should  be  outfined  and  supervised  on  a 
national  basis  by  some  arm  of  the  Federal  gov- 
ernment. The  implied  states’  rights  provisions 
seem  to  limit  Federal  participation  at  the  local 
level.  The  United  States  Public  Health  Service 
is  not  concerned  over  state  and  local  rights  in 
their  local  participation  in  the  field  of  venereal 
disease  control. 

Our  congress  is  made  up  of  many  astute  lawyers 
who  could  write  a bill  that  would  allow  a Federal 
agency  to  participate  at  the  local  level.  This 
type  of  “war”  might  demand  a constitutional 
amendment. 

Local  civil  defense  must  be  more  than  a pa- 
tronage-distributing organization  which  excludes 
disaster  medicine.  We  need  standardized  tech- 
nics administered  by  a mihtant  Federal  agency. 


Medical  Society  of  the  State  of  New  York 

ANNUAL  CONVENTIONS 


1961 

May  8 to  12 

Rochester 

1962 

May  14  to  18 
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Physicians  are  being  urged  to  cooperate  fully  to 

get  their  states  to  participate  as  soon  as  possible 
in  the  new  Federal-state  program  for  medical  care 
of  needy  and  near-needy  older  persons. 

The  medical  profession  has  been  alerted  also  to 
the  dangers  of  relaxing  its  opposition  to  tying  in 
medical  care  of  the  aged  with  Social  Security.  It  is 
probable  that  the  Kennedy  Administration  will  try 
in  1961  to  get  Congressional  approval  of  such  legis- 
lation. 

E.  Vincent  Askey,  M.D.,  President  of  the  Ameri- 
can Medical  Association,  pointed  out  to  the  recent 
Washington  meeting  of  the  A.M.A.  House  of 
Delegates  that  proponents  of  the  Social  Security 
approach  had  a pledge  of  support  from  the  successful 
Democratic  candidate  for  President. 

“While  our  profession  clearly  may  face  a hard 
struggle  in  the  87th  Congress  on  the  issue  of  medical 
aid  for  the  aged  under  Social  Security,  there  is  no 
ground  for  defeatism!”  Dr.  Askey  said. 

“Our  cause  is  far  from  lost.  We  know  that  our 
policy  position  is  in  the  best  interests  of  all  Ameri- 
cans, the  aged  included,  and  our  willingness  to  de- 
fend this  policy  must  be  strengthened  and  main- 
tained.” 

Dr.  Askey  reminded  the  House  of  Delegates  that 
“medicine  has  many  friends  in  both  parties  in  Con- 
gress today.” 

A few  days  later.  Sen.  Harry  F.  Byrd  (D.,  Va.), 
Chairman  of  the  Senate  Finance  Committee  which 
handles  Social  Security  legislation,  reiterated  his 
opposition  to  a compulsory  medical  care  plan  under 
Social  Security.  He  said; 

“I  am  opposed  to  the  (Democratic  party)  platform 
recommendation  for  compulsory  medical  service 
and  hospitalization  under  the  Social  Security  sys- 
tem. I am  convinced  this  would  lead  to  socialized 
medicine  with  the  possibility  that  it  would  bankrupt 
the  Social  Security  trust  fund.  This  matter  came 
before  the  Finance  Committee  and  was  fought 
out  in  the  postconvention  session  of  Congress  last 
August.  The  Senate  voted  51  to  44  in  opposition 
to  the  Democratic  platform  proposal,  and  instead 
adopted  a fair  plan  for  medical  service  and  hos- 
pitalization for  those  in  need  of  it.” 

Dr.  Askey  urged  that  all  county  and  state  medical 
associations  provide  “the  medical  leadership  neces- 

Prepared  by  the  Washington  office  of  the  American 
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sary  to  implement  the  Mills-Kerr  bill  (the  new 
Federal-state  program)  as  rapidly  as  possible.” 
And  the  House  of  Delegates  adopted  such  a resolu- 
tion. 

“We  must  put  forth  a sincere  and  concentrated 
effort  during  the  coming  year  to  make  the  Mills-Kerr 
law  effective,  to  show  that  it  can,  practically  as  well 
as  potentially,  solve  the  problem  of  medical  care 
for  the  aged,”  Dr.  Askey  said. 

President-elect  John  F.  Kennedy’s  first  Cabinet 
appointment  was  Governor  Abraham  Ribicofif  of 
Connecticut  as  Secretary  of  Health,  Education,  and 
Welfare— the  official  with  primary  responsibility  for 
carrying  out  the  Federal  part  of  the  Mills-Kerr 
program. 

Ribicoff,  fifty,  was  an  early  supporter  of  Kennedy 
for  the  Presidential  nomination.  He  was  twice 
elected  governor  of  Connecticut.  Before  that,  he 
served  as  a Hartford,  Connecticut  police  judge,  a 
member  of  the  state  legislature  and  a member  of  the 
national  House  of  Representatives.  As  governor,  he 
inaugurated  a comprehensive  traffic  safety  program 
with  strong  penalties. 

* * * 

The  Sabin  oral  polio  vaccine  will  not  be  available 
in  sufficient  quantity  in  1961  for  large  scale  use. 

Leroy  E.  Burney,  M.D.,  Surgeon  General  of  the 
U.S.  Public  Health  Service,  told  the  recent  Clinical 
Meeting  of  the  A.M.A.  that  many  problems  in- 
volved in  taking  the  oral  vaccine  out  of  the  labora- 
tory and  into  mass  production  had  not  been  solved. 

In  light  of  this  fact,  both  the  A.M.A.  House  of 
Delegates  and  Dr.  Burney  urged  that  the  widest 
possible  use  of  the  Salk  vaccine  be  encouraged. 
Dr.  Burney  said  that  large  numbers  of  the  U.S. 
population,  including  almost  half  of  the  children 
under  five,  had  not  been  fully  vaccinated  with  the 
effective  Salk  vaccine. 

Dr.  Burney  said  the  problems  of  integrating  the 
oral  vaccine  into  the  present  program  of  immuniza- 
tion against  polio  “are  many  and  complex.” 

“Only  the  future  can  tell  whether  control  of 
poliomyelitis  will  be  accomplished  through  a live, 
orally  administeretl  vaccine,  the  killed  vaccine,  or  a 
combination  of  both,”  Dr.  Burney  said. 

4:  ♦ ♦ 

The  Food  and  Drug  Administration  issued  stricter 
rules,  some  effective  January  8 and  others  effective 
March  9,  governing  promotion  and  marketing  of  pre- 
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scription  drugs.  The  new  regulations  are  designed 
to  insure  safe  use  of  the  drugs. 

Under  the  new  regulations,  manufacturers  must 
disclose  hazards,  as  well  as  advantages,  of  the  drugs 
in  promotional  material  sent  to  physicians.  Manu- 
facturers can  be  denied  permission  to  market  drugs 
if  they  refuse  to  permit  F.D.A.  inspection  of  manu- 
facturing methods,  facilities,  controls,  or  records. 

The  F.D.A.  deferred  until  later  action  on  its  pro- 
posal to  require  every  package  of  drugs  sold  to 
pharmacies  to  contain  an  official  brochure  on  their 
use  and  hazards.  The  A.M.A.  proposed  instead  that 
it  be  given  the  responsibility  of  getting  such  informa- 
tion directly  to  physicians. 

* « * 


Foreign  interns  who  failed  medical  examinations 
last  September  may  remain  in  this  country  until  at 
least  next  July  1. 

In  cooperation  with  the  State  Department,  the 
A.M.A.  agreed  to  extend  for  six  months  a January  1 
deadline  for  dismissal  of  foreign  interns  unless  they 
pass  the  examinations  through  the  Educational 
Council  for  Foreign  Medical  Graduates. 

The  flunking  interns  will  be  given  another  oppor- 
tunity to  take  the  examinations  in  April.  Mean- 
time, they  must  be  taken  off  patient  care  and  their 
hospitals  must  set  up  training  programs  for  them. 

The  A.M.A.  Council  on  Medical  Education  and 
Hospitals,  said  that  this  policy  would  be  carried  out 
judiciously  and  that  occasional  exceptions  would  be 
granted  where  circumstances  warranted. 
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Beniamino  Deodati  Aquaro,  M.D.,  of  Brooklyn, 
retired,  died  on  November  23,  1960,  at  his  home  at 
the  age  of  eighty-one.  Dr.  Aquaro  received  his 
medical  degree  from  the  University  of  Naples  in 
1903. 

Joseph  Bernard  Boland,  M.D.,  of  Albany,  died 
on  November  3,  1960,  at  his  home  at  the  age  of 
fifty-three.  Dr.  Boland  graduated  in  1929  from 
•Albany  Medical  College.  He  was  a Diplomate  of 
the  American  Board  of  Pathology  (Pathologic 
.Anatomy). 

James  Griflin  Corneille,  M.D.,  of  Mount  Vernon, 
retired,  died  on  November  14,  1960,  at  New  Rochelle 
Hospital  at  the  age  of  seventy-two.  Dr.  Corneille 
graduated  in  1914  from  New  York  University  and 
Bellevue  Hospital  Medical  College  and  interned  at 
Bellevue  Hospital. 

Joseph  Philip  Essner,  M.D.,  of  New  York  City 
and  Saratoga  Springs,  died  on  October  27,  1960,  at 
the  age  of  si.\ty-four.  Dr.  Essner  graduated  in 
1920  from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  A'ork,  and  the  .American 
Medical  Association. 

Irvin  Galin,  M.D.,  of  New  York  City,  died  on 
November  13,  1960,  at  the  age  of  forty-two.  Dr. 
GaUn  graduated  in  1943  from  the  University  of 
\'^irginia  Department  of  Medicine.  He  was  super- 
= vising  psychiatrist  at  Hillside  Hospital.  Dr. 
5 Galin  was  a Diplomate  of  the  American  Board  of 
i Psychiatry  and  Neurology  (Psychiatry),  a Member 
1 of  the  American  Psj'chiatric  Association  and  a mem- 
. her  of  the  New  York  County  Medical  Society,  the 
J .Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

) 

,V  Edward  S.  Godfrey,  Jr.,  M.D.,  of  Albany,  died  on 
December  13,  1960,  at  the  age  of  eighty-one.  Dr. 

' Godfrey  graduated  in  1900  from  the  University  of 
Virginia  Department  of  Medicine.  Until  1912  he 
was  superintendent  of  .Arizona  Public  Health  and  in 
1914  became  Phoeni.x  City  Health  Officer  and  later 
■.  chief  of  the  Illinois  Bureau  of  Communicable  Dis- 
eases. During  World  War  I he  served  with  the 


American  Red  Cross  and  in  1920  accepted  a position 
as  director  of  the  Division  of  Communicable  Dis- 
eases in  New  York.  In  1931  he  became  director  of 
the  local  Health  Administration  and  in  1936  was 
appointed  State  Health  Commissioner,  a post  he 
held  until  1947.  From  1928  to  1935  Dr.  Godfrey 
was  clinical  professor  of  epidemiologj'  at  Columbia 
University  College  of  Physicians  and  Surgeons  and 
from  1939  to  1947  was  professor  of  preventive  medi- 
cine at  Albany  Medical  College.  Dr.  Godfrey  was 
a past  president  and  member  of  the  American  Public 
Health  Association  and  a member  of  the  New  York 
Academy  of  Medicine,  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Heine,  M.D.,  of  New  York  City,  retired, 
died  on  November  7,  1960,  aboard  the  S.S.  Brazil  at 
the  age  of  seventy-eight.  Dr.  Heine  graduated  in 
1905  from  Columbia  University  College  of  Physi- 
cians and  Surgeons  and  was  a member  of  the  New 
A'ork  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Louis  Lawrence  Kramer,  M.D.,  of  Yonkers,  died 
on  November  27,  1960,  at  the  age  of  fifty-one.  Di’. 
Kramer  graduated  in  1935  from  the  University  of 
Edinburgh  Faculty  of  Medicine.  He  was  an  as- 
sistant attending  physician  at  St.  Joseph’s  Hospital. 
Dr.  Kramer  was  a member  of  the  American  Academj- 
of  General  Practice,  the  Westchester  County  Acad- 
emy of  Medicine,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Emanuel  Alfred  Manginelli,  M.D.,  of  New  York 
City,  died  on  October  9,  1960,  at  Flower  and  Fifth 
Avenue  Hospitals,  at  the  age  of  sixty.  Dr.  Mangi- 
nelli graduated  in  1926  from  the  University  of 
Maryland  School  of  Medicine  and  College  of  Physi- 
cians and  Surgeons.  He  was  an  attending  in  psj-- 
chiatry  at  Flower  and  Fifth  Avenue  and  Metro- 
politan Hospitals  and  Bird  S.  Coler  Memorial 
Hospital  and  Home.  Dr.  Manginelli  was  a member 
of  the  Society  of  Medical  Jurisprudence  of  New 
York  City,  the  Association  for  the  Advancement  of 
Psychotherapy,  the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the  State  of 
New  York. 
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Joseph  Manisof,  M.D.,  of  New  York  City,  died 
on  December  18,  1958,  at  the  age  of  seventy-nine. 
Dr.  Manisof  graduated  in  1900  from  Cornell  Uni- 
versity Medical  College.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

H.  Victor  Mendelsohn,  M.D.,  of  North  Holly- 
wood, California,  formerly  of  New  York  City,  died 
on  November  23,  1960,  at  the  age  of  sixty-six.  Dr. 
Mendelsohn  graduated  in  1919  from  Fordham 
University  School  of  Medicine.  He  was  a con- 
sultant in  dermatology  and  syphilology  at  Sydenham 
Hospital.  Dr.  Mendelsohn  was  a Diplomate  of  the 
American  Board  of  Dermatology,  Inc.,  a member 
of  the  American  Academy  of  Dermatology  and 
Syphilology,  and  a Member  of  the  American  Acad- 
emy of  Allergy.  He  also  held  membership  in  the 
Society  for  Investigative  Dermatology,  the  New 
York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Gerald  Richard  O’Brien,  M.D.,  of  Brooklyn, 
died  on  November  29,  1960,  at  his  home  at  the  age  of 
sixty-four.  Dr.  O’Brien  graduated  in  1921  from 
Fordham  University  College  of  Medicine.  He  was 
an  attending  in  plastic  surgery  at  Kings  County  and 
Holy  Family  Hospitals  and  Brooklyn  Eye  and  Ear 
Hospital  Outpatient  Department,  an  attending 
surgeon  in  otolaryngology  at  the  Brooklyn  Eye  and 
Ear  Hospital,  and  an  attending  surgeon  in  otolaryn- 
gology and  chief  of  plastic  surgery  at  St.  Mary’s 
Hospital,  as  well  as  an  honorary  surgeon  of  the 
police  department.  Dr.  O’Brien  was  a Diplomate 
of  the  American  Board  of  Otolaryngology  and  a 
founder  and  Diplomate  of  the  American  Board  of 
Elastic  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the  Ameri- 
can Society  of  Plastic  and  Reconstructive  Surgery, 
the  Brooklyn  Surgical  Society,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Guy  McMaster  Parkhurst,  M.D.,  of  Bath,  died  on 
October  24,  1960,  at  his  home  at  the  age  of  seventy- 
one.  Dr.  Parkhurst  graduated  in  1915  from  Cornell 


University  Medical  College.  He  was  an  honorary 
attending  physician  in  cardiology  and  internal 
medicine  at  the  Ira  Davenport  Memorial  Hospital. 
Dr.  Parkhurst  was  a member  of  the  Steuben  County 
Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Henry  Benjamin  Sachs,  M.D.,  of  New  York 
City,  died  on  November  16,  1960,  at  the  age  of 
sixt3'-one.  Dr.  Sachs  received  his  medical  degree 
from  the  University  of  Konigsberg  in  1923.  He 
was  an  associate  in  obstetrics  and  gynecology  at 
Sydenham  Hospital.  Di'.  Sachs  was  a Fellow  of  the 
American  College  of  Obstetricians  and  G3Uiecolo- 
gists,  a Fellow  of  the  International  College  of 
Surgeons,  and  a member  of  the  Rudolf  Virchow 
Society,  the  New  York  County  Medical  Societ3', 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

J.  Frederick  Samo,  M.D.,  of  Johnstown,  died  on 
November  6,  1960,  at  his  home  at  the  age  of  fifty- 
four.  Dr.  Sarno  graduated  in  1934  Jrom  Albany 
Medical  College.  Retired  in  1957,  he  was  an 
honorary  attending  in  eye,  ear,  nose,  and  throat  at 
the  Nathan  Littauer  Hospital  in  Gloversville.  Dr. 
Sarno  was  a Diplomate  of  the  American  Board  of 
Otolaryngology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngolog3', 
the  Fulton  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Rita  R.  Spector,  M.D.,  of  New  York  City,  died  on 
November  4,  1960,  at  the  age  of  forty-eight.  Dr. 
Spector  received  her  medical  degree  from  the  Uni- 
versity of  Zurich  in  1938.  She  was  an  associate 
attending  physician  at  Harlem  Hospital. 

Alfred  John  Westlake,  M.D.,  of  Horseheads,  re- 
tired, died  on  November  14,  1960,  at  the  age  of 
eighty-two.  Dr.  Westlake  graduated  in  1900  from 
George  Washington  University  School  of  Medicine. 
He  was  a consultant  in  surgery  at  Arnot  Ogden 
Memorial  Hospital  and  an  honorary  attending  in 
surgery  at  St.  Joseph’s  Hospital.  Dr.  Westlake 
was  a member  of  the  Chemung  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


The  ingenuity  of  man  is  tested  only  by  the  complexity  of  his  problems. — Roy  A.  Foui.ke 


316 


New  York  State  J.  Med. 


MEDICAL  NEWS 


Chest  Physicians  Will  Assist  Cuban  Members — 
At  the  meeting  of  the  Board  of  Regents  of  the 
American  College  of  Chest  Physicians  held  in 
Washington,  D.C.,  on  November  28,  lOfiO,  a 
resohition  was  adopted  to  establish  a relief  fund  for 
Cuban  members  of  the  College  who  have  been 
exiled  temporarily  from  their  country.  The  Board 
of  Regents  voted  to  contribute  $5,000  to  launch 
the  fund  and  contributions  are  being  solicited  from 
college  members  and  others  who  are  interested. 
The  Cuban  Chapter  of  the  College  was  founded  in 
1940  and  now  has  74  members. 

New  York  Allergy  Society  Elects  Officers — The 
following  is  a list  of  the  recently  elected  officers  of 
The  New  York  Allergy  Society  for  1961:  Joseph  H. 
Fries,  M.D.,  Brooklyn,  president;  Sheppard  Siegal, 
M.D.,  New  York  City,  president-elect;  Murray 
Dworetzky,  M.D.,  New  York  City,  vice-president; 
Ely  Perlman,  M.D.,  New  York  City,  secretary; 
Walter  Kessler,  M.D.,  New  York  City,  treasurer; 
and  Bernard  Siegel,  M.D.,  Brooklyn,  secretary- 
treasurer. 

Columbia  Establishes  Simon  Baruch  Fellow- 
ship— Columbia  University  has  announced  that  it 
has  established  the  Simon  Baruch  Chair  of  Physical 
Medicine  and  Rehabilitation  at  the  University’s 
College  of  Physicians  and  Surgeons  in  memory  of  the 
pioneer  of  scientific  hydrotherapy  in  the  United 
[ States. 

? Robert  C.  Darling,  M.D.,  New  York  City,  will 
hold  the  first  Baruch  professorship. 

I Nassau  Hospital  Gets  Federal  Aid  for  Study — 
The  United  States  Department  of  Health,  Educa- 
: tion,  and  Welfare  has  granted  Nassau  Hospital, 
Mineola,  Long  Island,  $48,000  for  a three-year 
f period  for  its  cardiovascular  research  program. 
Joseph  L.  Mangiardi,  M.D.,  will  lead  the  research. 

Proctologic  Society  Changes  Name — The  New 
York  Proctologic  Society  has  announced  that  it  has 
officially  changed  its  name  to  the  “New  York 
Society  of  Colon  and  Rectal  Surgeons.” 

Officers  for  1961  are  as  follows:  Mans  W.  Stearns, 
i Jr.,  M.D.,  New  York  City,  president;  Con  Amore 
^ V.  Burt,  M.D.,  New  York  City,  vice-president; 
and  Norman  L.  Freund,  M.D.,  Brooklyn,  secretary- 
treasurer. 


Summer  School  of  Alcohol  Studies — Yale  Uni- 
versity has  announced  that  it  will  hold  its  nineteenth 
annual  session  of  summer  school  of  alcohol  studies 
June  2,5  through  July  20.  The  summer  session  will 
deal  with  the  interdisciplinary  study  of  problems 
of  alcohol  and  alcoholism  in  society. 

For  a prospectus  describing  the  course  write  to: 
Registrar,  Yale  Summer  School  of  Alcohol  Studies, 
52  Hillhouse  Avenue,  Yale  Station,  New  Haven, 
Connecticut. 

Karen  Homey  Award — The  Association  for  the 
Advancement  of  Psychoanalysis  has  announced 
the  annual  Karen  Homey  Award.  The  Award, 
in  the  amount  of  $150,  is  made  for  a paper  deemed  to 
have  contributed  significantly  to  the  furtherance  of 
psychoanalysis.  The  committee  is  currently  evaluat- 
ing entries  for  the  year  1961.  Authors  who  wish  to 
enter  papers  should  submit  them  no  later  than 
October  31.  The  recipient  will  be  presented  with 
the  Award  on  the  occasion  of  the  Annual  Karen 
Homey  Memorial  Lecture  in  March,  1962. 

All  entries  should  be  forwarded  to:  Louis  E. 
DeRosis,  M.D.,  Chairman,  Karen  Homey  Award 
Committee,  815  Park  Avenue,  New  York  21,  New 
York. 

Course  on  Rehabilitation — The  Department  of 
Physical  Medicine  and  Rehabilitation  of  New  York 
Medical  College  Metropolitan  Medical  Center  has 
announced  a two-week  course  on  the  rehabilitation 
of  the  chronically  ill  patient  to  be  held  at  the  Bird 
S.  Coler  Hospital,  New  York  City,  April  24  through 
May  5.  The  course  is  designed  for  registered 
nurses,  occupational  therapists,  physical  therapists, 
and  social  workers. 

For  information  contact:  Mr.  Raymond  C. 

Lerner,  Coordinator,  Postgraduate  Education, 
Department  of  Physical  Medicine  and  Rehabilita- 
tion, Bird  S.  Coler  Hospital,  Welfare  Island,  New 
York  17,  New  York. 

Pamphlets  Available  on  Wintertime  Health  and 
Safety — The  New  York  State  Department  of 
Health  has  announced  the  publication  of  several 
pamphlets  dealing  with  wintertime  safety  and  health. 
The  titles  of  the  pamphlets  are:  “The  Common 
Cold,”  “Strep  Throat,”  “Whooping  Cough,”  and 
“Influenza.” 

Copies  are  available  without  cost  to  residents  of 
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New  York  State  from  the  Office  of  Public  Health 
Education,  State  Health  Department,  84  Holland 
Avenue,  Albany  8,  New  York. 

Cerebral  Palsy  Foimdation  Sets  New  Deadline  for 
Grants — The  United  Cerebral  Palsy  Research  and 
Education  Foundation,  Inc.,  has  announced  that 
the  deadlines  for  submission  of  apphcations  for 
research  and  training  grant  support  have  been 
changed  as  follows:  Application  deadlines,  January 
15  and  July  15;  funds  available  for  such  grants, 
July  1 and  January  1,  respectively. 

Because  of  the  large  number  of  applications 
received  l)y  the  Foundation  both  for  its  fall  and 
spring  fund-granting  periods,  it  will  not  be  possible 
to  accejjt  applications  after  the  deadlines  specified 
for  the  commencement  dates  indicated.  Applica- 
tions received  after  these  deadlines  will  automatically 
l)e  held  over  for  consideration  during  the  subsequent 
fund-granting  period. 

However,  as  the  Foundation  has  allocated  a 
certain  portion  of  its  funds  as  fluid  capital  in  order  to 
consider  specific  projects  which  may  need  to  be 
supported  on  an  emergency  basis  between  the 
usual  meetings  of  its  scientific  advisers,  such 
applications  will  be  considered  for  prompt  action 
if  in  the  opinion  of  the  Foundation,  the  circumstances 
seem  to  warrant  such  immediacy. 


New  Medical  Films  Available — Eaton  Labora- 
tories, a Division  of  the  Norwich  Pharmacal  Com- 
pany, has  announced  that  three  medical  motion 
pictures  have  been  added  to  their  film  library  and 
are  now  available  to  the  medical  profession. 

The  16  mm.,  sound  and  color  films  are:  “The 
Repair  of  Vesicovaginal  Fistula:  Transperitoneal 
Transvesical  Approach,”  by  John  W.  Dorsey, 
M.D.,  and  Carl  G.  Peterson,  Jr.,  M.D.,  of  the 
University  of  California  at  Los  Angeles  School  of 
Medicine  and  Harbor  General  Hospital,  Los  .\ngeles, 
California.  Fifteen  minutes. 

“Bladder  Flap  Ureteroplastj',”  by  Michael  K. 
O’Heeron,  M.D.,  James  R.  Fish,  M.D.,  and  Julio 
Pow  Sang  Yui,  M.D.,  of  the  Department  of  Urology, 
Baylor  University  College  of  Medicine,  Houston, 
Texas.  Thirty  minutes. 

“Combined  Vaginal  Neurectomy  and  Suspension 
of  the  Uterus — a Physiologic  Approach  to  the 
Chronic  Pelvic  Congestion  Syndrome,”  by  A.  A. 
Wexler,  M.D.,  of  the  Department  of  Obstetrics  and 
Gynecology,  Baylor  University  College  of  Medicine 
and  Methodist  Hospital,  Houston,  Texas.  Eighteen 
minutes. 

For  information  write  to:  Paul  F.  MacLeod, 
M.D.,  Medical  Director,  Eaton  Laboratories 
Division,  The  Norwich  Pharmacal  Company, 
Norwich,  New  York. 


Personalities 


. iu-anleil 

Howard  A.  Rusk,  M.D.,  New  York  City,  a gold 
key  award  from  the  fashion  division  of  the  Federa- 
tion of  Jewish  Philanthropies. 

Appoin  ted 

Louis  H.  Bauer,  M.D.,  New  York  Cit}',  as  con- 
sultant to  the  World  Medical  Association.  . . 
John  Mark  Hiebert,  M.D.,  Port  Washington,  as  co- 
chairman  for  the  New  York  area  for  the  National 
Fund  for  Graduate  Nur.sing  Education.  . .Robert 
Turell,  M.D.,  New  York  City,  to  the  advisory 
board  of  The  American  Journal  of  Surgery. 

Elected 

Irving  Graef,  M.D.,  New  York  City,  as  president 
of  the  New  York  Diabetes  Association.  . .David 
Grob,  M.D.,  Brooklyn,  re-elected  as  vice-chairman 
of  the  Myasthenia  Gravis  Foundation. . .Dwight  V. 
Needham,  M.D.,  Syracuse,  as  treasurer  of  the 
R.adiological  Society  of  North  America. . .Richard 
H.  Orr,  M.D.,  New  York  City,  as  president-elect 


of  the  American  Medical  Writers’  Association.  . 
Kermit  E.  Osserman,  M.D.,  New  York  City,  re- 
elected as  chairm.an  of  the  M}uisthenia  Gravds 
Foundation. 

Speakers 

A.  W.  Martin  Marino,  M.D.,  Brooldyn,  on  the 
topic,  “Cancer  of  the  Rectum”  on  a panel  discussion 
at  the  quadrangle  meeting  of  the  Proctologic 
Societies  of  New  England,  New  Jersey,  New  York, 
and  Pennsylvania  on  Saturday,  December  3,  at 
Hartford  Hospital,  Hartford,  Connecticut.  . .Nor- 
man S.  Moore,  M.D.,  Ithaca,  at  the  monthly 
meeting  of  the  Monroe  County  Medical  Society  on 
December  20.  . .Irwin  K.  Stone,  M.D.,  Watertown, 
and  Frederic  F.  Taylor,  M.D.,  Dexter,  before  the 
Jefferson  County  Medical  Society,  on  the  subjet  t 
“Oakridge  and  Isotopes”  on  December  20.  . . 
Harold  G.  Wolff,  M.D.,  New  York  City,  before  the 
staff  of  the  Veterans  Administration  Hospital, 
Northport,  on  December  6,  on  the  topic  “Recent 
Developments  in  Research  on  Headaches — Role  of 
Neurokinetie.” 
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For  demonstrably  greater  relief  in  asthma' 


rr\ 


SUMilS  the  bronchial  tree  of  thick  mucus  and  the  bronchioles 


Bronkotabs  brought  fair  to  good  relief  from 
asthmatic  symptoms.  Asthma  relief  was  expressed 
by  ease  of  expectoration  of  secretions,  reduction  of 
bronchospasm,  and  increased  vital  capacity.  "The 
combination  of  drugs  used  in . . . [BRONKOTABS] 
, . . gave  greater  relief  in  these  patients  than  the 
conventionally  used  tablet  [ephedrine,  theophyl- 
line, phenobarbital] . . 

BRONKOTABS  DOES  MORE  FOR  THE  ASTHMATIC  BECAUSE 
IT  IS  MORE  COMPREHENSIVE  IN  ACTION.  Each  tablet  con- 
tains: Theophylline  100  mg.;  Ephedrine  Sulfate  24  mg.; 
Phenobarbital  8 mg.;  Thenyidiamine  HCI  10  mg.  and 
Glyceryl  Guaiacolate  100  mg. 

Supplied;  bottles  of  100  white  scored  tablets. 

References:  1.  Spielman,  A.  D.:  In  press.  2.  Schwartz, 
E„  et  al.:  Am.  Pracf.  & Digest  Treat.  7:585,  1956.  3. 
Ogden,  H.  D.,  and  Fuchs,  M.:  J.  Louisiana  M.  Soc. 
111:175,  1959.  4.  Drill,  W.  A.:  Pharmacology  in  Medi- 
cine, New  York,  McGraw-Hill  Co.,  1954,  p.  41. 


Bronkotabs  is  more  effective  because  it  is  more 
comprehensive  in  treatment.  First,  Bronkotabs 
dilates  bronchioles,  combats  local  edema  and 
provides  mild  sedation. 


In  addition,  Bronkotabs  decongests,  using  a most 
effective  expectorant  (glyceryl  guaiacolate)^  to 
liquefy  and  help  expel  the  thick,  tenacious  mucus 
which  is  the  cause  of  much  of  the  respiratory 
distress  in  chronic  asthma.^  Since  asthma  is  a 
chronic  allergic  disease  of  the  bronchial  tree,^ 
Bronkotabs  also  supplies  a highly  efficient  anti- 
histamine (thenyidiamine)  for  prophylactic  main- 
tenance.^ Marked  and  consistent  relief  of 
symptoms  with  minimum  side  effects  can  be 
expected  with  a dose  of  one  tablet  every 
three  or  four  hours,  not  to  exceed  five 
times  daily. 


In  a recent  studyi  of  40  patients  with 
asthma,  33  patients  (82.5%)  reported 
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New  York  Heart  Association 

The  New  York  Heart  Association  will  present  a 
conference  on  “Atherosclerosis^ — Peripheral,  Cere- 
bral” at  the  Waldorf-Astoria  Hotel,  J'iftieth  Street 
and  Park  Avenue,  New  York  City,  on  Tuesday, 
January  24. 

Registration  will  be  at  9:00  a.m.  The  morning 
session  will  begin  at  9:30  a.m.  with  A.  Wilbur 
Duryee,  M.D.,  New  York  City,  presiding.  The 
luncheon  session  will  begin  at  12:30  p.m.  with 
William  Goldring,  M.D.,  New  York  City,  presiding, 
and  the  afternoon  session  will  begin  at  3:30  p.m. 
with  Irving  S.  Wright,  M.D.,  New  York  City, 
presiding. 

Annual  Paul  Schilder  Memorial  Meeting 

The  Schilder  Society  has  announced  that  it  will 
hold  its  annual  Paul  Schilder  Memorial  Meeting  on 
Thursday,  January  26,  at  8:30  p.m.,  at  the  New 
York  Academy  of  Medicine,  Room  440,  2 East 
103rd  Street,  New  York  City.  The  scientific  se.ssion 
of  the  meeting  will  deal  with  “Experimental  Neu- 
ro.ses.”  Speaker  for  the  evening  will  be  W.  Horseley 
Gantt,  M.D.,  director  of  the  Pavlovian  Laboratory, 
Johns  Hopkins  University  School  of  Medicine. 

For  information  contact:  L.  A.  Weinroth,  M.D., 
Secretary,  1148  I'ifth  Avenue,  New  York  28,  New 
York. 

Sectional  Meeting  of  the  International  Fertility 
Association 

A sectional  meeting  on  fertility  and  sterility  of 
North,  Central,  and  South  America,  sponsored  by 
the  International  Fertility  Association,  will  be  held 
at  the  Hotel  El  Presidente,  Acapidco,  Mexico, 
January  28  through  31. 

For  further  information  contact:  Maxwell 

Roland,  M.D.,  Treasurer,  International  Fertility 
Association,  109-23  71st  Road,  Forest  Hills,  New 
York. 

Buffalo  Academy  of  Medicine 

“Present  Status  of  Treatment  of  Thyroid  Tumors” 
will  be  the  subject  of  a panel  discussion  at  the 
monthly  meeting  of  the  Buffalo  Academy  of  Medi- 
cine on  February  1.  Among  the  panelists  are  the 
following  physicians:  George  Crile,  Jr.,  M.D.,  head 
of  the  Department  of  General  Surgery,  Cleveland 
Clinic  Foundation,  Cleveland,  Ohio;  Edgar  L. 
Frazell,  M.D.,  attending  surgeon,  Head  and  Neck 


Service,  Memorial  Hospital,  New  York  City;  and 
Elmer  C.  Bartels,  M.D.,  Department  of  Internal 
Medicine,  Lahey  Clinic,  Boston,  Massachusetts. 

The  meeting  will  be  preceded  by  cocktails  and 
dinner  and  will  be  held  at  the  Medical  School  of  the 
University  of  Buffalo. 

Eastern  Psychiatric  Research  Association 

The  Eastern  Psychiatric  Research  Association 
will  hold  its  twenty-fifth  scientific  meeting  on 
Thursday,  February  2,  at  the  New  York  University 
Medical  School,  30th  Street  and  First  Avenue,  at 
8:00  P.M.  Speakers  will  be  Anthony  Sainz,  M.D.^ 
Marcy,  Theodore  R.  Robie,  M.D.,  East  Orange^ 
New  Jer.sey,  and  William  L.  Holt,  Jr.,  M.D.,  Albany 

Bronx  Pediatric  Society 

The  Brorcx  Pediatric  Society  will  meet  at  Morri- 
sania  City  Hospital,  168th  Street  and  Gerard 
Avenue,  Bronx,  on  Wednesday,  February  8,  at 
8:30  P.M.  Melvin  M.  Grumbach,  M.D.,  Assistant 
attending  physician.  Babies  Hospital,  will  deliver 
the  Doctor  William  Rost  Memorial  Lecture.  His 
topic  will  be  “Pathogenesis  and  Diagnosis  of  Ab- 
normal Sex  Differentiation.” 

American  Society  of  Facial  Plastic  Surgery 

The  American  Society  of  Facial  Plastic  Surgery 
has  announced  the  following  meetings  for  1961: 
February  9 and  10,  at  the  Hotel  Peabody,  Memphis, 
Tennessee,  and  June  28,  at  the  Hotel  Elysee,  New 
York  City. 

For  further  information  contact:  Samuel  M. 

Bloom,  M.D.,  Secretary,  123  East  83rd  Street,  New 
York  28,  New  York. 

Association  for  the  Advancement  of  Psycho- 
analysis 

“Distorted  Communication  in  the  Psychoneu- 
rotic” will  be  the  subject  of  a panel  discussion  pre- 
sented by  the  Association  for  the  Advancement  of 
Psychoanalysis  at  8:30  p.m.,  on  Wednesday,  Febru- 
ary 15,  at  the  New  York  Academy  of  Medicine,  2 
East  103rd  Street,  New  York  City. 

The  following  physicians  will  be  speakers  on  the 
panel:  Martin  Symonds,  M.D.,  Brooklj’ii;  Domi- 
nick A.  Barbara,  M.D.,  Jamaica;  and  Robert  L. 
Sharoff,  M.D.,  and  Joost  A.  Meerloo,  M.D.,  New 
York  City.  Jack  L.  Rubins,  M.D.,  New  York 
City,  will  be  the  panel  moderator. 
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Apian 
that  takes 
the  struggle 

out  of 
saving 

Setting  aside  part  of  your  money 
for  savings  isn’t  easy  these  days. 
But  there’s  one  sinre  way:  save 
some  of  it  before  you  get  it.  You 
simply  ask  the  company  where 
you  work  to  set  aside  any  amount 
you  wish  every  payday  for  U.S. 
Savings  Bonds.  The  Payroll  Sav- 
ings Plan  makes  sure  it  goes  into 
savings  before  you  can  dribble  it 
away.  And  after  you’re  in  the 
plan  for  a while,  you  don’t  even 
miss  the  amount  that’s  been  put 
away  for  you. 


You  save  without  having  to  learn  how! 

Savings  pile  up  almost  by  themselves  when  you 
buy  Bonds  on  the  Payroll  Savings  Plan. 


NOW  every  Savings  Bond  you  own — old 
or  new — earns  more  than  ever  before. 


WHY  U.S.  SAVINGS  BONDS  ARE  SUCH  A GOOD  WAY  TO  SAVE 


You  can  save  automatically  with  the 
Payroll  Savings  Plan. 

You  now  get  3^%  interest  at  ma- 
turity. 

You  invest  without  risk  under  U.S. 
Government  guarantee. 


Your  money  can’t  be  lost  or  stolen. 

You  can  get  your  money,  with  inter- 
est, anytime  you  want  it. 

You  save  more  than  money,  you  help 
your  Government  pay  for  peace. 

Buy  Bonds  where  you  work  or  bank. 


You  save  more  than  money  with 
U.  S.  Savings  Bonds 

The  U.S.  Government  does  not  pay  for  this  advertising.  The  Treasury 
Department  thanks  The  Advertising  Council  and  this  magazine  for  their 
patriotic  donation. 


‘if.  110*'' 


clinically  proven  efficacy. 

in  relieving  tension . . . curbing  hyper  motility  and  excessive  secretion  in  G.  I.  disorders 


PATHIBAMATE  combines  two  highly  effective  and 
well-tolerated  therapeutic  agents: 

Meprobamate— widely  accepted  tranquilizer 
and 

PATHILON  tridihexethyl  chloride— antichol- 
inergic noted  for  its  effect  on  motility  and 
gastrointestinal  secretion  with  few  unwanted 
side  effects. 

Contraindications:  glaucoma,  pyloric  obstruction,  and 
obstruction  of  the  urinary  bladder  necK. 


Two  available  dosage  strengths  permit  adjusting  therapy 
to  the  G.l.  disorder  and  degree  of  associated  tension. 

Where  a minimal  meprobamate  effect  is  preferred... 
PATHIBAMATE-200  Tablets:  200  mg.  of  meprobamate; 

25  mg.  of  PATHILON 

Where  a full  meprobamate  effect  is  preferred . . . 

PATHIBAMATE-400  Tablets:  400  mg.  of  meprobamate; 

25  mg.  of  PATHILON 

Dosage:  Average  oral  adult  dose  is  1 tablet 
ti.d.  at  mealtime  and  2 tablets  at  bedtime. 


Pathibamate^ 

meprobamate  with  PATHILON* tridihexethyl  chloride  Lederle 


clinically  proven  safety 

The  efficacy  of  PATHIBAMATE  has  been  confirmed  Pictured  are  the  results  obtained  with  the  PATHILON 
clinically  in  duodenal  ulcer,  gastric  ulcer,  intestinal  (tridihexethyl  iodide)-meprobamatecombinationt  ina 
colic,  spastic  and  irritable  colon,  ileitis,  esophageal  double-blind studyof303ulcerpatients,extendingover 
spasm,  anxiety  neurosis  with  gastrointestinal  symp-  a period  of  36  months.*  They  clearly  demonstrate  the 
toms,  and  gastric  hypermotility.  efficacy  of  PATHIBAMATE  in  controllingthe  symptoms. 


SIDE  EFFECTS 

TRIDIHEXETHYL 

IODIDE! 

MEPROBAMATE 

TRIDIHEXETHYL 

lODIDEt 

METHANTHELINE 

BROMIDE 

— 

ATROPINE  SULFATE 

PLACEBO 

DRY  MOUTH 

1% 

5% 

72% 

46% 

5% 

. 

STOMATITIS 

1% 

0% 

28% 

14% 

0% 

J 

VISUAL  DISTURBANCES 

0% 

0% 

50% 

34% 

1%  i 

1 

URINARY  RETENTION 

% 

0% 

0% 

18% 

11% 

1% 

DROWSINESS 

20% 

0% 

0% 

0% 

0% 

COMPLICATIONS 
OR  SURGERY 

i 

i 

HEMORRHAGE 

0% 

9% 

1 

3% 

i 

9% 

10% 

PERFORATION 

0% 

1 

0% 

0% 

6%  i 

i 

0% 

OPERATION 

0% 

5% 

5% 

14% 

2% 

RECURRENCES 

* 

NONE 

28% 

23% 

25% 

17% 

26%  1 
1 

FEWER  AND  MILDER 

67% 

62% 

52% 

CO 

I 24% 

' 1 

SAME  OR  MORE 

J 5% 

15% 

23% 

46% 

50% 

*Atwater,  J.  S.,  and  Carson,  J.  M.:  Therapeutic  Principles  In  Management  of  Peptic  Ulcer.  Am.  J.  Digest.  Dis.  4;10S5  (Dec.)  1959. 

tPATHILON  Is  now  supplied  as  tridihexethyl  chloride  instead  of  the  iodide,  an  advantage  permitting  wider  use,  since  the  latter  could 
distort  the  results  of  certain  thyroid  function  tests. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

control  the  tension  - treat  the  trauma 


MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 

155th 

ANNUAL  CONVENTION 

• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Scientific  Program 

• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Special  Events 

• Technical  Exhibits 

• Woman’s  Auxiliary 

May  8 to  12^  1961 

WAR  MEMORIAL  AUDITORIUM 
HOTEL  MANGER 
ROCHESTER 
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ST.  VINCENT’S 

240  North  Street 


HOSPITAL  OF  WESTCHESTER  COUNTY 

woodbine 7-6500  Harrison,  New  York 


A voluntary  non-profit  institu- 
tion providing  all  modern  ther- 
apies for  mental  and  emotional 
disorders  including  individual 
and  group  psychotherapy, 
pharmacotherapy,  insulin  coma 
and  electro  therapies  and  ex- 
tensive activity  programs.  All 
facilities  expanded  for  in-  and 
out-patients,  day  care  and  clinic 
service  for  children.  Acutely 
ill  and  continued  therapy  pa- 
tients admitted. 


RICHARD  D’ISERNIA,  M.D. 

Medicdl  Director 


‘Say,  I thought  this  was  a voluntary  hospital.” 
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Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS  OF  DECEMBER  1,  1960—25,362 


County 


President 


Secretary 


Treasurer 


Albany 

William  H.  O’Brien  . . 

Albany 

Allegany 

Vincent  Ciampa 

Cuba 

Bronx 

Leonard  L.  Heimoff.  . 

Bronx 

Broome 

Herbert  Bandell 

. . Binghamton 

Cattaraugus. . . 

James  F.  Durbin 

Glean 

Cayuga 

Bernard  J.  Hartnett . , 

Auburn 

Chautauqua. . . 

Alfred  D.  Heinemann 

Dunkirk 

Chemung 

Robert  E.  Good 

Elmira 

Chenango 

Primitivo  T.  Cruz . . . 

Norwich 

Clinton 

Dean  II.  Wheeler.  . . . 

. . Plattsburgh 

Columbia 

Thomas  C.  Seymour. 

Hudson 

Cortland 

William  J.  McAuliffe. 

Delaware 

Harold  W.  Hayne.  . . . 

Sidney 

Dutchess 

Barbara  B.  Stimson . . 

. Poughkeepsie 

Erie 

Kenneth  H.  Eckert . . 

Essex 

Rudolph  J.  Martin.  . . 

, .Ticonderoga 

Franklin 

Carl  P.  Sherwin,  Jr... 

Fulton 

Samuel  L.  Russell 

Genesee 

Myron  E.  Williams. . . 

Batavia 

Greene 

Jerome  Gerber 

Catskill 

Herkimer 

Daniel  C.  Sbaughnessy . . . Herkimer 

Jefferson 

Rudolph  J.  Haas 

, . . Chaumont 

Kings 

Irving  M.  Pallin 

....  Brooklyn 

Lewis 

William  S.  Reed 

LowviUe 

Livingston .... 

James  M.  Judd 

Mount  Morris 

Madison 

Wallace  B.  Nixdorf . . . 

Oneida 

Monroe 

Hobart  L.  Boyd 

. . . . Rochester 

Montgomery.  . 

Harry  Lehman 

. . Amsterdam 

Nassau 

Reginald  M.  Steen... 

Now  York . . . 

Bernard  J.  Pisaui.  . . . 

...  Now  York 

Niagara 

Courtland  Van  DeusenNiagara  Falls 

Oneida 

Theodore  J.  Kantor. 

Utica 

Onundaga .... 

Robert  1*'.  McMahon. 

Ontario 

George  H.  R.  White. 

Geneva 

Orange 

John  D.  Van  Zaudt.  . 

. Tux.edu  Park 

Orleans 

Arnold  O.  Riley 

Oswego 

Hugh  McChesney.  . . 

Pulaski 

Otsego 

Clinton  V.  Hawn 

. Cooperstown 

Putnam 

Eugene  Lusardi 

.Cold  Spring 

Queens 

Monroe  M.  Broad.  . . 

Rensselaer 

William  B.  McDonald 

. .North  Troy 

Richmond .... 

Isadore  Gordon 

. Staten  Island 

Rockland 

Paul  Ingrassi 

Sr.  Lawrence. . 

G.  Carl  Alverson,  Jr.. 

. . . Heuvelton 

Saratoga 

W.  M.  Moriarta.  .Saratoga  Springs 

Schenectady . . 

Maurice  A.  Donovan. 

. Schenectady 

Schoharie 

Robert  Greonwald . . . 

....  Cobleskil 

Schuyler 

Fritz  Landsberg 

Watkins  Glen 

Seneca 

Paul  R.  Foote 

. . Seneca  Falls 

Steuben 

Leon  M.  Roe 

Canisteo 

Suffolk 

Benjamin  L.  Feuerstein.  . Bay  Shore 

Sullivan 

Lester  Lipson 

. . . Monticello 

Tioga 

Henry  Kaiue 

Spencer 

Tompkins 

Noah  J.  Kassman . . . 

Ithaca 

Ulster 

Habeeb  Maroon 

....  Kingston 

Warron 

E.  Yale  Clarke 

. . . Glens  Falls 

Washington. . . 

C.  V.  Latimer,  Jr. . . . 

.Hudson  Falls 

Wayne 

Jacob  Sirkin 

Westchester . . 

Arthur  U.  Diedrick.. 

. Port  Chester 

Wyoming 

Warren  H.  Hanson.  . 

Yates 

Richard  J.  Harpending. . .Penn  Yan 

G.  Rebmi  Denton Albany 

George  E.  Taylor,  Jr Cuba 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicot 

Frank  T.  Frost Glean 

Donald  W.  Delahanty Auburn 

Joseph  V.  Karnes Dunkirk 

Frank  V.  Hertiog Elmira 

Paul  J.  Christenson Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Theodore  I.  Jacobus Cortland 

Marvin  Huyck Walton 

James  K.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Daisy  H.  Van  Dyke  ...  Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington.  . .Watertown 

Vincent  J.  Tesoriero Brooklyn 

Allan  S.  Ellis Port  Leyden 

G.  Emerson  Learn.  . . Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Rene  H.  Juchli Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr..  .New  York 
William  C.  Niesen.  . . . Niagara  Falls 

George  H.  Shields Utica 

Robert  O.  Gregg Syracuse 

James  A.  Stringham. . .Canandaigua 

Earl  C.  Waterburj’ Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Simmons Brewster 

Kurt  Rosenberg. . .Long  Island  City 

David  R.  Tomlinson Troy 

Sydney  Lang Staten  island 

Leo  G.  Weiehaar,  Jr Nanuet 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Jay  C.  V.  Dewell Cobleskill 

A.  Duncan  McCarthy Burdett 

Charles  M.  Smith Waterloo 

Milton  TuUy lloruell 

Jesse  W.  Mahoney Patchoguo 

Alan  R.  Fried  ...Livingston  Manor 

George  F.  Pritchard Owogo 

Robert  Broad Ithaca 

F.  W.  Holcomb.  Jr Kingston 

Robert  W.  Lineham ....  Glens  Falls 

Newton  Krumdieck Cambridge 

Vincent  J.  DeRisio Newark 

James  M.  Jones Bronxville 

Newland  W.  Fountain Warsaw 


Robert  W.  McLaughlin.  .Penn  Yan 


Arthur  J.  Sullivan Albany 

Frederick  H.  McCarty.  . . Wellsville 

Herbert  G.  Cohen Bronx 

Judson  S.  Griffin Binghamton 

Ruth  R.  Knobloch.  . . .Little  Valley 

Alfred  E.  Dooley Auburn 

C.  Otto  Lindbeck lamestown 

James  A.  Mark Elmira 

Paul  J.  Christenson Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

Francis  W.  O’Donnell  Buffalo 

Harold  J.  Harris Westport 

Daisy  H.  Van  Dyke  . . . Malone 
William  H.  Raymond  Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington  . . Watertown 

James  L.  O’Leary Brooklyn 

Allan  S.  Ellis Port  Leyden 

G.  Emerson  Learn . . . Mount  Morris 

Gareth  S.  West Chittenango 

Charles  D.  Sherman,  Jr..  .Rochester 
Robert  W.  Dunlap,  Jr..  .Amsterdam 

Robert  Park,  Jr Garden  City 

Adelaide  Romaine New  York 

Glenn  E.  Jones Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Salvatore  Dispenza Albion 

Frank  C.  Meyer Fultou 

Eugene  D.  Rames Cooperstown 

John  Del  Campo Carmel 

Victor  S.  Lait Flushing 

John  A.  Enzien Troy 

Charles  H.  Thom Staten  Island 

Paul  H.  Lef kowitz . . . Spring  Valley 

Maurice  J.  Elder Masseua 

William  H.  Moore . Saratoga  Springs 
Kurt  H.  Meyerhoff. . . .Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Mur|)hy Bay  Shore 

Alan  R.  Fried ....  Livingston  Manor 

George  F.  Pritchard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Vincent  J.  DeRisio Newark 

Wallace  M.  Sheridan. . White  Plains 
Newland  W.  Fountain Warsaw 


Robert  W.  McLaughlin.  .Penn  Yan 
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New  York  State  J.  Med, 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  aadic- 
tion  accepted. 

Geriatric  patients  given  special  consideration. 

Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  treining 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Ma^BcUooi 

Licensed  bv  the  State  of  New  York 

WEST  BELL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the^Hudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9*8440 


PINEWOOD  g;-  'lou*: 

E8T.  1930  Waller  A.  Thompson,  F.A.P.A.,  Clinical  Director 

Westchester  County  Kalonah,  N.  Y.  Tel:  Central  2-31 55 
A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate:  Commence  at  $125.00  per  week. 

N.  y.  city  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  FrI.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L,  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N,  Y.  Office;  TRafalgar  7-2666 


IN  ELMS 


A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  F sychiatrUt 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
Donald  Boudreau,  M.D.,4ss(.  P sychiatrist 
658  West  Onondaga  Street 
SYRACUSE,  N.  Y. 


massages 
pain  away 

in  musculoskeletal 
iuvolvemeuts' 

GER-O-FOAM 

(aerosol  foam) 

relieves  pain,  spasm; 
improves  function 
increases  tolerance 
to  exercise 


GER-O-FOAM's  exclu- 
sive formula  provides 
for  the  first  time  deeply 
absorbed  analgesic- 
anesthetic  agents  in 
aerosol  form— to  per- 
meate and  anesthetize 
sensory  nerve  endings. 

Relief  in  minutes,  lasting 
for  hours  in  . . . rheuma- 
toid arthritis,  osteoar- 
thritis, muscie  sprain, 
fibromyositis,  low  back 
pain  . . . even  in  chronic 
intractable  cases. 

GER-O-FOAM  combines: 
Methyl  salicylate  30%,  ben- 
zocaine  3%,  in  a neutralized 
emulsion  base,  permitting 
fast  penetration  through  the 
stratum  corneum. 


QtOmpUjii 


and  reprint  from 

GERIATRIC  PHARMACEUTICAL  CORP. 

Bellerose,  New  York 

Pioneers  In  Geriatric  Research 


1.  Gordon,  E.  E.  and  Haas,  A.: 
Industrial  Medicine  & Surgery 
28:217,  1959. 
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PHYSICIANS  WANTED 


REAL  ESTATE:  FOR  SALE  OR  RENT 


Office  space  available  in  attractive  suburban  Buffalo.  Ideal 
for  General  Practitioner  wishing  to  associate  with  G.P.  or 
Specialist.  Newly  opened  Community  Hospital  close  by. 
Write  Edward  W.  Bockstahler,  M.D.,  6180  Transit  Road, 
Depew,  New  York. 


Office  to  let — ideally  suitable  for  medical  specialist,  sep.  en- 
trance, sep.  wing,  reasonable,  Gr.  Cent.  Pkway  & Main  St., 
Kew  Gardens  Hills,  Call  AX  7-0419. 


East  54th  St.,  N.Y.C.,  space  for  laboratory  available  in 
prominent  13  story  medical  building.  Approx.  928  sq.  ft. 
Rental  $6,000.  Brett,  Wyckoff,  Porter,  Hamilton,  Inc. 
Mrs.  Rhoades,  ELdorado  5-6900. 


Garden  City,  L.I.,  ideal  for  physician.  Two  story  colonial- 
4BR;  3 bath-prof,  corner;  walking  distance  schools  & Adel- 
phi  College.  ED  3-0348. 


Ideally  located  professional  suite  active  physician’s  medical 
building.  Area  needs:  Derma,  Neuro,  Neurosur,  Ophth, 

Orth,  Plastsurg,  Thorsur,  Uro.  New  Hospital  3 miles. 
Smithstown  L.  I.  area  J.  F.  McElligott.  50  Broad  St., 
NYC  4.  WHitehall  4-1893. 


Office  and  living  quarters  in  Farmingdale,  L.I.  Good  oppor- 
tunity for  G.P.  or  dentist.  New  factories,  residential  sec- 
tion. Doctor  deceased.  Write  20  Main  Street  or  phone 
MY  4-4972. 


Professional  office  space  for  rent  with  M.D.  and  D.D.S.  in 
newly  built,  air  conditioned  building  in  East  Northport, 
Long  Island.  Separate  suites.  Main  thoroughfare.  Ideal 
for  G.P.  Rapidly  growing  community.  Write  Box  286, 
N.  Y.  St.  Jr.  Med. 


Professional  Offices.  Newark  area.  Excellent  location  for 
pediatrician.  Low  rental  introductory  period.  Surgeon  and 
Internist  in  same  building.  Write  Box  262,  N.  Y.  St.  Jr.  Med. 


For  Sale:  8 yr.  old,  69  ft.  ranch — 118  X 150 — corner;  3Vi 
room  office  with  lav.,  7 room  house  with  2 baths;  fine  sand- 
stone front  and  landscaping;  2 car  garage;  main  thorough- 
fare; Wantagh,  L.I.  SU  6-7821. 


Huntington,  L.  I.,  excellent  professional  location  in  rambling 
ranch  centered  in  large,  rapidly  expanding  community; 
'A  acre  corner  main  rd.,  near  hosp.,  high  school,  next  to 
site  of  planned  elem.  school.  Priced  right,  $22,500. 
IIAmilton  3-8543. 


Bklyn — We  specialize  in  Prof,  apts  in  new  buildings — AAA 
locations.  Will  alter  to  suit.  Choose  from  2-5  rm  suites  for 
$125  mo.  James.  SH  8-6600. 


New  Medical  Arts  Building,  Commack  Road,  Commack, 
Long  Island.  New  York.  Suites  available  for  various  special- 
ties. Rapidly  growing  community.  FO  8-1636. 


New  medical  building  with  seven  medical  doctors  has  a suite 
available  for  a dermatologist  and  an  ophthalmologist. 
Located  in  a rapidly  growing  town  in  Long  Island.  672  N. 
Wellwood  Ave..  Lindenhurst,  N.  Y. 


South  Shore  Long  Island.  New  modern  home,  2 doctors 
office,  general  practice.  Associate  wanted.  Retiring  grad- 
ually in  3 years.  Ideal,  rare  opportunity.  Medical,  ob- 
stetrical experience  desirable.  Give  curriculum,  experience, 
family  status,  snapshot  in  first  letter.  Box  306,  N.  Y.  St. 
Jr.  Med. 


Pediatrician:  Unusual  opportunity  in  Westchester  County, 
Income  assured.  Share  physicians  modern  office.  Teaching 
affiliations  available.  Box  268,  N.  Y.  State  Jr.  Med. 


Wanted:  General  Practitioner  (including  OBS)  to  join  private 
medical  group — Brooklyn.  All  facilities.  Excellent  op- 
portunity. Reply  Box  304,  N.  Y.  St.  Jr.  Med. 


Radiologist:  Interesting  opportunity  in  Central  N.  Y^. 

State.  Box  307,  N.  Y.  St.  .Ir.  Med. 


Opportunity — Anesthesia  and  General  Medicine.  Anesthesia 
administration  provides  immediate  income.  Medical  practice 
easily  developed,  privileges  in  (Obstetrics  if  qualified.  Board 
Radiologist,  and  Surgeon  are  available  for  consultations. 
Suburban  community,  modern  schools,  and  recreational  facili- 
ties available.  Box  305,  N.  Y.  St.  Jr.  Med. 


A general  practitioner  would  find  Lyndonville,  N.Y^.  an  ideal 
place  to  raise  a family.  We  have  an  urgent  need  for  him  to 
help  us  raise  ours.  Village  Board,  Lyndonville,  N.  Y. 


General  Practitioner,  28,  wants  young  physician  for  partner- 
ship in  large  family  practice,  45  minutes  from  New  York 
City.  Box  278,  N.  Y.  St.  Jr.  Med. 


Internist — Large  Midwest  hospital.  Must  be  board  eligible. 
Write  Box  234,  N.  Y.  St.  Jr.  Med 


Wanted:  Young  physician  participate  in  established  general 
practice.  Long  Island.  Due  to  health  reasons,  willing  to  ar- 
range equal  partnership  leading  to  ultimate  sale.  Fine  oppor 
tunity.  Box  292,  N.  Y.  St.  Jr.  Med. 


General  Practitioner — small  community  western  New  York — 
modern  general  hospital — four  other  physicians.  To  as- 
sociate with  young  established  General  Practitioner — salary 
open.  Reply  to  Box  299,  N.  Y.  St.  Jr.  Med. 


Wanted — General  Practitioner  to  associate  with  two  other 
G.P.’s,  18  miles  from  New  York  City.  Excellent  working 
conditions  and  hospital  facilities.  New  York  license  and 
completed  military  service  required.  Remuneration  salary 
plus  distribution.  Box  298,  N.  Y.  St.  Jr.  Med. 


Internist — Chicago,  Personnel  Health  Department  of  large 
industry.  Comprehensive  diagnostic  and  periodic  health  ex- 
aminations; Pre-employment  examinations  and  advisory  serv- 
ices. Desire  middle-aged  Internist  full-time.  Salary — open, 
depends  upon  training,  experience  and  background  of  physi- 
cian. Multiple  benefits.  Box  301,  N.  Y.  St.  Jr.  Med. 


General  practitioner  for  growing  small  city  in  Orange 
Clounty.  Private  hospital  privileges  according  to  ability. 
Reply  L.B.  417,  Port  Jervis,  N.  Y. 


House  physician,  immediate,  111-bed  hospital.  Duties  pri- 
marily emergency  service.  Salary  good.  Apply  Adminis- 
trator, Chilton  Memorial  Hospital,  Pompton  Plains,  New 
Jersey. 


Radiologist,  to  associate  with  Board  man  in  a new  250  bed 
hospital.  Salary  first  year,  followed  by  fine  partnership. 
Write  or  call  W.  J.  Gorday,  M.  D.,  Memorial  Hospital.  X-ray 
Dept.,  Albany,  N.  Y. 
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POSITIONS  WANTED 


Radiologist,  with  active  and  good  hospital  and  ofSoe  back- 
ground, experienced  and  currently  fully  occupied,  desires 
change,  full  or  part-time,  vicinity  Metropolitan  New  York. 
Please  submit  outline  of  requirements.  Box  270, N.  Y.  St. 
Jr.  Med. 


36  year  old  G.P.  with  experience,  private  practice,  desires 
association  with  another  or  group  in  N.Y.C.  area.  Box  303, 
N.  Y.  St.  Jr.  Med. 


Anesthesiologist:  Board  certified,  seeks  location  or  position 
in  state  except  in  New  York  City.  Varied  experience  in- 
cludes teaching  but  interested  in  all  phases  of  specialty. 
Licensed.  Write  to  Box  287,  N.  Y.  St.  Jr.  Med. 


Otolaryngologist — Board  eligible — University  trained — seeks 
association  partnership  clinic  or  group  practice.  Write  Box 
290,  N.  Y.  St.  Jr.  Med. 


General  Surgeon  wants  solo  practice  location  in  town  with 
hospital  where  need  exists.  Willing  to  do  some  general 
practice.  Box  297,  N.  Y.  St.  Jr.  Med. 


Radiologist,  university  trained,  young,  board  eligible,  seeks 
association,  hospital,  group  and/or  private  practice.  Box  294, 
N.  Y.  St.  Jr.  Med. 


Radiologist,  certified,  energetic,  desires  part-time  work, 
preferably  mornings,  with  hospital,  group  or  practitioner. 
New  York  City  area.  Box  296,  N.  Y.  St.  Jr.  Med. 


General  practice  locum  tenens  or  other  interesting  situation 
wanted  by  young  unmarried  physician.  Available  April  12- 
July  1.  Box  308,  N.  Y.  St.  Jr.  Med. 


Completing  residency  in  Allergy,  Internal  Medicine.  Seek 
association  with  group  or  individual  within  60  miles  of  New 
York  City.  Box  309,  N.  Y.  St.  Jr.  Med. 


PRACTICES:  FOR  SALE  OR  RENT 


Lucrative  practice  for  sale.  Industrial  and  general.  Man- 
hattan East  Side.  Favorable  terms.  Box  293,  N.  Y,  St.  Jr. 
Med. 


Completely  equipped  office  of  deceased  physician;  hospital 
facilities;  excellent  upstate  Finger  Lakes  Community. 
Box  291,  N.  Y.  St.  Jr.  Med. 


Large  general  practice,  office,  home,  buy  or  rent,  excellent 
community  Upper  Westchester,  due  to  sudden  death  of  phy- 
sician in  December.  Unusual  opportunity.  Call  BEverly 
7-2990. 


General  practice,  excellent  location  in  Far  Rockaway.  Will 
introduce,  leaving  to  specialize.  Good  income  with  good 
potential.  Box  310,  N.  Y.  St.  Jr.  Med. 


MISCELLANEOUS 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  <fc  Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64.  N.  Y.  HO4-1100. 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33>/i%  less  than  3 
years  and,  50%  on  accounts  over  3 years  old.  Accounts  re- 
covered by  attorneys  and  on  the  first  ten  dollars,  regardless 
of  the  age  of  the  account.  Write  for  listing  forms — Crane 
Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Lvixurious,  spacious  office  to  share  on  Queens  Blvd.  in  Forest 
Hills.  Private  consultation  and  examining  rooms.  No  time 
limitations.  Call  Liggett  4-6664. 


Doctor’s  office  available  to  share  or  part-time.  Excellent 
location,  convenient  tor  any  type  of  practice.  Port  Chester. 
Write  Box  300,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED  RATES 


1 time .^l.SS  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Con.seciitive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 


.MINIMUM  3 LINES 

Count  7 averagi'  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  d:ites  an*  th(‘  1st 
and  15th  of  each  month. 

.\LL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  ST.ATE  .JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  contimiity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


FOR  GASTRO  INTESTINAL  DYSFUNCTION  AND 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


'’Sedation  & Euphoria  for  Nervous. 
Irritable  Patients'* 


"A  modernized  method  of  prepanns  Buro« 
Solution  U.S.P.  XIV  " 


EUCARBON® 


Each  tahlet  contains!  Cilract  of  Rhubarb, 
Senna.  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  In  a highly  activated  char- 
coal base. 

Action  and  Uses;  Mild  laxative,  adsorbent 
and  carminative.  For  use  In  Indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  In  dermatology. 

Doses:  1 or  2 tablets  daily  hr.  after 
meals  — Supply;  Tins  of  100. 


VALERIANETS-DISPERT® 


Each  Chocolate  Coated  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  O.OS  gm, 
dispergentized.  Tastless,  Odorless,  Non- 
Depressant,  Non-Habit  forming.  Indicated  in 
cases  of  nervous  excitement,  depressive 
slates,  menopausal  molimena,  insomnia. 


PRESTO-BORO® 


POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  us* 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swillings,  InfUmmatlons, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N. 
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CONTROL  WHEN  IT 
IS  VITALLY  NEEDED: 
THORAZINE®  INJECTION 

brand  of  chlorpromazine 

‘Thorazine’  can  rapidly  control  the  severely 
agitated  patient,  preventing  him  from  harming 
himself  or  those  around  him.  Usually,  his 
belligerence,  hostility  and  excitement  are  re- 
placed by  rational,  docile  behavior,  and  he 
becomes  receptive  to  guidance  and  counselling. 

‘Thorazine’  is  so  effective  in  agitation  because 
it  provides  an  intense  tranquilizing  effect,  for 
control  of  both  emotional  and  physical  hyper- 
activity; and  a transitory  soporific  effect,  for 
added  initial  control  of  physical  hyperactivity. 


Smith  Kline  & French  Laboratories 


Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 


Data  based  on  pH  measurements  in  11  patients  with  peptic  ulcer' 
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is  much 
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twice 
as  long 
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New  PDCAI 

UIAI  IM^antacid 

UKtHI 

flllUN  TABLETS 

New  York  18,  N.  Y. 


New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  show  that  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3,5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant- tasting,  new  Creamalin  antacid 
tablets  will  not  produce  "acid  rebound"  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am, 
Pharm,  A.  (Scient.  Ed.)  48:384,  July,  1959. 

for  peptic  ulcer  ■ gastritis  Hgastric  hyperacidity 
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• More  satisfactory  than  “the  usual  analgesic  compounds”  for  relieving  pain  and  anxiety.' 

• More  effective  than  a standard  A.P.C.  preparation  for  relief  of  moderate  to  severe  pain.- 


Each  Phenaphen  capsule  contains: 

Acetylsalicylic  acid  (2Y2  gr.) 162  mg. 

Phenacetin  (3  gr.)  194  mg. 

Phenobarbital  ( 1/^  gr.) 16.2  mg. 

Hyoscyamine  sulfate  0.031  mg. 


1.  Meyers.  G.  B.:  Ind.  Med.  & Surer.  26:3,  1957.  2.  Murray, 
R.  J.:  N.  Y.  St.  J.  Med.  53:1867,  1953. 


Also  available: 

PHENAPHEN  with  CODEINE  PHOSPHATI 

Ya  gr.  (16.2  mg.)  Phenaphen  No. 
PHENAPHEN  with  CODEINE  PHOSPHATI 

’/i  GR.  (32.4  mg.)  Phenaphen  No. 
PHENAPHEN  with  CODEINE  PHOSPHATI 

1 GR.  (64.8  mg.)  Phenaphen  No. 
Bottles  of  100  and  500  capsules. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
Making  today’s  medicines  with  integrity...  .seeking  tomorrow’s  with  persistence. 


After  a history  and  a physical  ruled  out  organic 
disease,  the  physician  diagnosed  the  case  as  recurring 
states  of  anxiety.  To  relieve  these  symptoms  for  this 
busy  housewife,  he  prescribes  Meprospan-400,  the 
only  meprobamate  in  sustained-release  form. 


As  directed,  the  patient  takes  one  Meprospan-400 
capsule  at  breakfast.  Her  symptoms  of  tension  and 
nervousness  are  soon  relieved,  and  she  will  not  have 
to  remember  to  take  another  capsule  until  dinner- 
time. 


Peacefully  asleep,  the  patient  enjoys  beneficial  rest 
. . . Meprospan-400  has  relieved  the  tensions  that 
previously  prevented  sleep  or  kept  her  tossing  and 
turning  throughout  the  night. 


Usual  dosage:  One  capsule  at  breakfast  lasts  all  day» 
one  capsule  with  evening  meal  lasts  all  night.  Supplied: 
Meprospan-400,  each  blue-topped  sustained-release 
capsule  contains  400  mg.  Miltown.  Also  available: 
Meprospan-200,  each  yellow -topped  sustained-release 
capsule  contains  200  mg.  Miltown.  For  children:  Cap- 
sules can  be  opened  and  the  coated  granules  mixed  with 
soft  foods  or  liquids. 

Both  potencies  in  bottles  of  30. 

Samples  and  literature  available  on  request. 

^ WALLACE  LABORATORIES  / Cranbury,  N.  /. 
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Calm  and  relaxed,  the  patient  is  no  longer  upset 
by  the  pressures  and  irritations  met  in  everyday  life, 
nor  is  she  likely  to  be  incapacitated  by  autonomic 
disturbances,  drowsiness,  ataxia  or  other  untoward 
reactions. 


400  mg.  MILTOWN®  SUSTAINED-RELEASE  CAPSULES 


Meprospan-400 


most  widely  prescribed  tranquilizer  . . . 
most  convenient  dosage  form  . . . 


ONE  CAPSULE  LASTS  12  HOURS 


Alert  and  attentive,  the  patient  participates  in  a 
P.T.A.  meeting,  following  her  second  capsule  of 
Meprospan-400  taken  with  the  evening  meal. 
Meprospan-400  does  not  decrease  her  mental 
efficiency  or  interfere  with  her  normal  activities  or 
behavior. 
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effective  control  of  pathogens... with  an  unsurpassed  record  of  safety  and  tolerance 


BRISTOL  LABORATORIES,  Syracuse,  new  york 
Div.  of  Bristol-Myers  Co. 


SUPPLY:  TETREX  Capsules-tetracyoline  phasphate 
complex -each  equivalent  to  250  mg.  tetracycline  HCI 
activity.  Bottles  of  16  and  100. 

TETREX  Syrup -tetracycline  (ammonium  polyphosphate 
buffered)  syrup -equivalent  to  125  mg,  tetracycline  HCI 
activity  per  5 ml.  teaspoonful.  Bottles  of  2 fl.  oz.  and  1 pint. 
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TIS-U-SOE 


the  new.physiologic  irrigating  solution 


maintains  cell  vialhlity  in 
surgical  procedni'es 


Recent  research'  ''  has  shown  that  so-called  physiologic  solutions, 
including  normal  saline,  actually  arc  damaging  to  living  cells  and 
contribute  to  postsurgical  complications. 

Tis-u-soL,  by  contrast,  is  truly  physiologic  in  composition  and 
effect  — it  supports  the  viability  of  cells'  and  provides  a source  of 
energy  and  inorganic  ions  essential  for  tissue  survival  and  com- 
plete wound  healing. 

INDICATIONS:  wound  irrigation  . . . surgical  washing . . . soaking 
of  transplants  (Autografts  and  Homografts) . . . irrigation  in  fenes- 
tration procedures  . . . irrigation  of  colostomies  . . . moistening 
of  spon^s  and  dressings  . . . tissue  and  bone  bank  media  . . . 
preparation  of  tissue  culture  nutrient  media  . . . 

Available  in  convenient  pour  bottles,  1000  ml. 


REFERENCES:  I.  Harper.  J.Y.,  and  Pomeral,  C.M.:  In  Vitro  Observations  on  Behavior  of  Con- 
junctival and  Corneal  Cells  in  Relation  to  Electrolytes.  Am.  J.  Ophthal.  46.269.  1958.  (2) 
Pomrrat.  C.M..  and  Overman,  R R..  Electrolytes  and  Plasma  Expanders.  1.  Reaction  of  Human 
Cells  In  Perfusion  Chambers  with  Phase  Contrast  Time-Lapse  Cin^  Records,  ^itschrift  fur 
Zellforschuna.  Bd.  46  S 2-17.  1956.  (3 ) Hlld.  W. : Ependymal  Cells  in  Tissue  Culture.  Zeitschrift 
fur  Zellfnrsrhung.  Bd.  46  S 259*271.  1957.  (4)  Shambaugh.  G.E.:  Technical  Problems  In  Surgical 
Treatment  of  OioKlerosIs.  J.  Internatl.  Coll.  Surg.  26.-772.  1956.  (5)  Elliott.  K.A.C..  and  Jasper. 
H.H.;  Physiological  Salt  Solutions  for  Brain  Surgery.  Studies  of  Local  pH  and  Pial  Vestel 
Reactions  to  Buffered  and  Unbuffered  Isotonic  Solutions.  J.  Neurosurg.  6.140.  1949. 


WITH  TIS-U*SOU 


1.  ferfuiion  culigrs  with  normal  lollna  thowt 

domasol*  calls.  Collwlor  octivilr  woi  araatiy  dliturbod. 


7.  8y  contrast,  porfution  with  Tls-U-Sol  thews  no  J 
cHongo  in  colU.  Coliulor  activity  romainod  normal. 


BAXTER  LABORATORIES, 


Oi»fr<hHto4  iho  37  (tat«s  oast  of  the  ItocVlns  (otcopt  in  Iho  city  at  Cl  Paso,  feaavl  Ihrovgh 

AMSmCAN  HOSPITAI.  SUPPLY  CORPOPATION 
Paranterol  Products  Division,  Evanston,  III. 


TIS-U-SOL.  a sterile,  non-pyrogenlc  solution,  contains 
N»C1.  KCI.  Na^PO|7HjO,  KH:»P04.  MgS047H^0.  Oluco.se.  with  a pH  of  apprd 
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In  trichomonas  vaginitis 
. . permanent  CURES  in 
84.6%”'  ■ “...symptomatic 
and  bacteriologic  CURES” 
in  100%^  ■ “symptomatic  CURE 
was  obtained  in  100%,  and 
bacteriologic  CURES  in  82.5%”^ 
in  moniliasis  “symptomatic  CURE 
was  effected  in  about  SOVo"* 
in  mixed  infections  “complete 
symptomatic  and  bacteriologic 
CURES  in  92%”> 
in  endocervicitis  75%  “were 
clinically  and  bacterioiogicaily 
(as  indicated  by  vaginal 
smears  and  cultures)  CURED”^ 


ATT/^  stops  the  torment 

XXV  \J  DESTROYS  THE  CAUSE 


Vaginitis  (triciioraonai,  moniiiai,  nonspecific),  Cervicitis 

References:  1.  Angelucci,  H.  M.:  Am.  J.  Obst.  & Gyfiec.  50:336,  1945.  2.  Hensel,  H.  A.:  Postgrad.  Med.  8:293, 
1950.  3.  Cortese,  J.  T.;  Clin.  Med.  2:45,  1955.  4.  Dill,  L.  V.,  and  Martin,  S.  S.:  M.  Ann.  District  of  Columbia  17:389, 
1948.  5.  Horoschak,  A.,  and  Horoschak,  S.:  J.  M.  Soc.  New  Jersey  43:92,  1946. 
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Rapid  relief  from 

PERIPHERAL  NEURITIS  • POLYNEUROPATHY  • HERPES  ZOSTER 

C O E N Z Y M E-B 

to  counter  the  effects  of  cocarboxylase  deficiency 
on  the  nervous  and  cardiovascular  systems 

Predominant  symptoms  of  cocarboxylase  deficiency  are  referable  to 
the  painful  degenerative  processes  of  peripheral  neuritis  or 
polyneuropathy.  Parenteral  administration  of  cocarboxylase 
(COENZYME-B)  50  mg.  affords  rapid  relief  from  these  complica- 
tions. Neuritis,  which  is  benefited  by  cocarboxylase,  occurs  at 
times  in  malnutrition,  cardiac  conditions,  diabetes,  chronic  gastro- 
intestinal diseases  (diarrheas,  intestinal  resections,  fistulae,  sprue, 
achlorhydria),  drug  intoxication,  herpes  zoster  and  infections. 

COENZYME-B  (diphosphothiamin) 
is  available  in: 

CAPSULES  — 25  mg  (bottles  of  50’s  and  lOO’s) 

2 cc  AMPULS  — 50  mg  (boxes  of  25.  50  and  100) 

(for  intramuscular  use  only) 


VYrife  for  physicians'  samples  for  clinical  trial. 


BARROWS  BIOCHEMICAL  PRODUCTS  CORP. 


BARROWS 


INWOOD,  LONG  ISLAND.  NEW  YORK 


Bioctiemicals  • Manufacturing  Chemists  • Pharmaceuticals 
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Harry  Leibowitz,  Secretary Kings 

Alexander  Chester,  Delegate Kings 

ANESTHESIOLOGY 

Richard  Ament,  Chairman Erie 

Louis  S.  Blancato,  Vice-Chairman Westchester 
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Ivan  J.  Koenig,  Chairman Erie 
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ORTHOPEDIC  SURGERY 
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Frederick  Lee  Liebolt,  Delegate New  York 
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George  M.  Trainor,  Chairman Monroe 
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Marshall  Y.  Soldineer,  Secretary Erie 

Daniel  C.  Baker,  Jr.,  Delegate New  York 
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N.  M.  Fedde,  Vice-Chairman Richmond 

George  K.  Higgins,  Secretary New  York 
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Victor  Cummings,  Secretary Bronx 
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PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 
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Theodore  Rosenthal,  Vice-Chairman New  York 

Malcolm  A.  Bouton,  Secretary Schenectady 
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Paul  A.  Reimenschneider,  Chairman Onondaga 

William  B.  Seaman,  Vice-Chairman New  York 

Charles  E.  Sherwood,  Secretary Monroe 

Frank  J.  Borrelli,  Delegate New  York 

SPACE  MEDICINE 

Constantine  D.  Generales,  Chairman ....  New  York 

SURGERY 

Vernon  Weinstein,  Chairman New  York 

Harold  G.  Barker,  Vice-Chairman New  York 

Charles  E.  Wiles,  Secretary Erie 

Harry  W.  Hale,  Jr.,  Delegate Erie 

UROLOGY 

Howard  T.  Thompson,  Chairman Monroe 
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Donald  F.  McDonald,  Secretary Monroe 
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HISTORY  OF  MEDICINE 

John  A.  Benjamin,  Chairman 


Monroe 


Butazoidin 


Proved  by  a decade  of  experience 


Armour 

Pharmaceutical  Company 
extends  its  thanks 
to  the  profession 

In  the  several  months  since  the  introduc- 
tion of  our  new  oral  systemic  anti-in- 
flammatory enzyme  tablet,  Chymoral,  we 
have  received  some  very  encouraging  com- 
ments from  the  profession  regarding  its 
clinical  success  in  the  enzymatic  manage- 
ment of  inflammatory  processes.  We  would 
like  to  extend  our  thanks  to  those  who 
have  already  used  and  commented  on 
Chymoral.  Since  we  are  deeply  interested 
in  extending  our  knowledge  of  the  thera- 
peutic range  of  this  new  product,  we  will 
welcome  any  further  comments  you  may 
want  to  make.  To  those  who  have  not  yet 
used  Chymoral,  we  extend  an  offer  to  give 
it  a therapeutic  trial. 

The  therapeutic  and  prophylactic  effects 
of  Chymoral  include  anti-inflammatory, 
antiedematous  and  mucolytic  activ- 
ities.'-® It  liquefies  thick  secretions  in 


I.  Beck,  C.;  Levine,  A.  J.:  Davis,  O.  F.,  and  Horwitz,  B.:  Clinical 
Studies  with  an  Oral  Anti -inflammatory  Enzyme  Preparation.  Clin. 

Med.  7:519,  1960.  2.  Billow,  B.  W.;  Cabodeville,  A.  M.;  Stern,  A.;  Palm, 

A.;  Robinson,  M.,  and  Paley,  S.  S.:  Clinical  Experience  with  an  Oral 
Anti-inflammatory  Enzyme  for  Intestinal  Absorption.  Southwestern 
Med.  41:286,  1960.3.  Teitel,  L.  H.;  Seigel,  S.  J.;  Tendler,  J.;  Reiser,  P., 
and  Harris,  S.  B.:  Clinical  Observations  with  Chymotrypsin  in  306 
Patients.  Indust.  Med.  4 Surg.  29:150, 1960.  4.  Clinical  Reports  to  the 
Medical  Dept.,  Armour  Pharmaceutical  Company,  1959.  5.  Reich,  W. 

J. ,  and  Nechtow,  M.  J.:  Scientific  Exhibit,  A.M.A.  Meeting,  Miami, 

Florida  (June)  1960. 6.  Taub,  S.  J.:  Chymotrypsin  Therapy  of  Bronchial 
Asthma.  Clin.  Med.  7:2575,  1960. 

ARMOUR  PHARMACEUTICAL  COMPANY  • KANKAKEE.  ILLINOIS 
Armour  Means  Protection  'p.im a.  p. co. 


bronchitis  and  in  asthma  with  bronchi- 
tis; eases  the  racking  cough  of  emphysema 
and  increases  elimination  of  bronchial 
secretion;  cuts  healing  time  in  accidental 
or  surgical  trauma;  is  a useful  adjunctive 
therapy  in  inflammatory  dermatoses;  en- 
courages healing  in  gynecologic  conditions; 
reduces  pain  and  swelling  and  thus  pro- 
motes faster  healing  in  urologic  conditions; 
and  reduces  the  extent  of  inflammatory 
changes  in  ophthalmic  and  otorhinolaryn- 
gic  conditions. 

We  are  very  pleased  indeed  that  the  prod- 
uct has  found  a useful  place  in  the  range 
of  therapeutic  tools  available  to  the  doctor 
for  management  of  the  inflammatory  proc- 
ess. Armour  feels  that  enzymes  are  a new 
and  exciting  development  in  anti-inflam- 
matory therapy;  one  which  may  well  carry 
chemotherapeutics  forward  a long  step. 


Robert  A.  Hardt 
President 


in  infectious  disease''  ””’-'* 
in  arthritis"-”-’*-'* 

in  hepatic  disease’-’ 

in  malabsorption  syndrome'-’-*-” 
in  degenerative  disease ‘-’-'*-’*-‘* 
in  cardiac  disease 

in  dermatitis-’*-” 
in  peptic  ulcer*"-’* 
in  neuroses  & psychiatric  disorders”-’* 
in  diabetes  mellitus’'-”-”-” 
in  alcoholism*"-”-”-’* 
in  ulcerative  colitis'*-'*-'* 
in  osteoporosis'’-'*-’* 
in  pancreatitis'* 
in  female  climacteric’-’* 


Patients  with  chronic  disease  deserve 
the  nutritional  support  provided  by 


11  vitamins,  8 minerals 
clinically-formulated  and  potency 
protected  to  provide 

enough  nutritional  support 
to  do  some  good 

with  vitamins  only 

Theragran 

also  available: 

Theragran  Liquid 
Theragran  Junior 

Theragran  products  do  not  contain  folic  acid 

J-41  a list  of  the  above  references  will  be  supplied  on  request. 


Squibb! 


*THC*A«nAM‘*  It  A tOUHt  TNAOCi 


Squibb  Quality-the  Priceless  Ingredient 


AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


HOW  MAYA  PATIENT 
BE  REASSURED 
THAT  REMOVAL 
OF  HIS  GALLBLADDER 
WILL  NOT  SERIOUSLY 
IMPAIR  HIS  DIGESTIVE 
ABILITY? 

He  may  be  told  that,  among  animals 
of  similar  dietary  habits  and  digestive 
processes,  some  have  a gallbladder 
and  some  do  not.  Among  the 
herbivores,  the  cow  and  sheep  have 
one,  the  deer  and  horse  do  not; 
among  the  omnivores,  the  mouse 
has  one  but  the  rat  does  not. 

Source:  Farris,  J.  M.,  and  Smith,  G.  K.; 

M.  Clin.  North  America  4i;  11 33  (July)  1959. 


when  the  patient 
needs 

increased  bile  flow... 


(dehydrocholic  acid,  Ames) 


“Constant  loss  of  bile  [from  relaxation 
of  sphincter  of  Oddi  following  cholecyst- 
ectomy] reduces  the  amounts  available 
for  lipid  absorption  after  meals,  with 
resulting  clinical  symptoms  apparently 
relieved  by  bile  acid  administration.” 
Source:  Popper,  H.,  and  Schaffner,  E: 
Liver:  Structure  and  Function,  New 
York,  McGraw-Hill  1957,  p.  309. 

Available:  Decholin  Tablets:  (dehydrocholic 
acid,  Ames)  3-'/4  gr.  (250  mg.).  Bottles  of  100, 
500,  and  1,000. 

and  for  hydrocholeresis  plus 
spasmolysis . . . 

~.i  BELLADONNA 

(dehydrocholic  acid  with  belladonna,  Ames) 

Available:  DECHOLiN/Belladonna  Tablets: 
Decholin  (dehydrocholic  acid,  Ame.s)  3%  gr. 
(250  mg.)  and  extract  of  belladonna  Vb  gr.  (10  mg.). 
Bottles  of  100  and  500. 


AMES 


COMPANY.  INC 
Elkhart  • Indiana 
Taranta  • Canada 


:I4() 


COMPREHENSIVE 
OLD  AGE  BENEFITS 

A brightens  the  outlook 
A lightens  the  load  of 
poor  nutrition 
A heightens  tissue/ 
hone  metabolism 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains;  Ethinyl  Estradiol  0.01  mg.  • 
Methyl  testosterone  2.5  mg.  • d-Amphetamine  Suifate 
2.5  mg.  • Vitamin  A (Acetate)  5,000  U.S.P.  Units  • Vita- 
min D 500  U.S.P.  Units  • Vitamin  B,2  with  AUTRINICiS' 
Intrinsic  Factor  Concentrate  1 15  U.S.P.  Unit  (Oral)  • 
Thiamine  Mononitrate  (B,)  5 mg.  • Riboflavin  (B,)  5 mg. 

• Niacinamide  15  mg.  • Pyridoxine  HCI  (BJ  0.5  mg.  • 
Calcium  Pantothenate  5 mg.  • Choline  Bitartrate  25  mg. 

• Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascor- 


bate 50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • 
Vitamin  E (Tocopherol  Acid  Succinate)  10  lot.  Units  • 
Rutin  12.5  mg.  • Ferrous  Fumarate  (Elemental  iron,  10 
mg.)  30.4  mg.  • Iodine  (as  Kl)  0.1  mg.  • Calcium  (as 
CaHPOa)  35  mg.  • Phosphorus  (as  CaHPOD  27  mg.  • 
Fluorine  (as  CaFJ  0.1  mg.  • Copper  (as  CuO)  1 mg.  • 
Potassium  (as  KjSOJ  5 mg.  • Manganese  (as  MnOj)  1 mg. 

• Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg. 

• Boron  (as  Na2B407.10H20)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River,  New  York 
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New,  more  effective  analgesic 


stops  tension 

For  neuralgias,  dysmenorrhea,  upper  respiratory  dis- 
tress, and  postsurgical  conditions ...  new  compound 
kills  pain,  stops  tension,  reduces  fever  — gives  more 
complete  relief  than  other  analgesics. 


Soma  Compound  is  an  entirely  new, 
totally  different  analgesic  combination 
that  contains  three  drugs.  First,  Soma:  a 
new  type  of  analgesic  that  has  proved  to 
be  highly  effective  in  relieving  both  pain 
and  tension.*  Second,  phenacetin:  a 
“standard”  analgesic  and  antipyretic. 


Third,  caffeine:  a safe,  mild  stimulant 
for  elevation  of  mood.  As  a result,  the 
patient  gets  more  complete  relief  than  he 
does  with  other  analgesics.  Soma  Com- 
pound is  nonnarcotic  and  nonaddicting. 
It  reduces  pain  perception  without  im- 
pairing the  natural  defense  reflexes.* 


NEW  NONNARCOTIC  ANALGESIC 

soma*  Compound 


Composition; 

Soma  (carisoprodol).  200  mg,; 
plienacetin,  160  mg.; 
cafTeine,  32  mg. 

Dosage:  1 or  2 tablets  q.i.d. 
Supplied:  Bottles  of  50 
apricot-colored,  scored  tablets. 


NEW  FOR  MORE  SEVERE  I’.MN 

soma*  Compound+ codeine 

BOOSTS  THE  EFFECTIVENESS  OF  CODEINE:  Soma  Com- 
pound boosts  the  effectiveness  of  codeine.  Therefore,  only  'A  grain  of 
codeine  phosphate  is  supplied  to  relieve  the  more  severe  pain  that 
usually  requires  V2  grain.  Composition:  Same  as  Soma  Compound  plus  14  grain 
codeine  phosphate.  Dosage:  1 or  2 tablets  q.i.d.  Supplied:  Bottles  of  50  white,  lozenge- 
shaped tablets;  subject  to  Federal  Narcotics  Regulations. 


*References  available  on  request. 


\7/wALLACE  labor  atories  • Cranbury,  N.  J. 


NEW  YORK  AND  BROOKLYN 
REGIONAL  COMMITTEE 
ON  TRAUMA 

of  the 

AMERICAN  COLLEGE  OF  SURGEONS 

Announces 

FRACTURE  DAY 


Saturday— February  25,  1961 

LENOX  HILL  HOSPITAL 
EINHORN  AUDITORIUM 

111  East  76th  Street,  New  York 

Dr.  Alexander  Garcia,  Jr. 
Secretary 

180  Fort  Washington  Avenue 
New  York  32,  N.  Y. 


“What’s  this  in  my  alphabet  soup  ...  it  spells  out, 
’Get  well,  we  need  the  bed.’  ” 


degreases 
the  skin  . 
completely 
emulsifies  and 
washes  off 
excess  oil 
from  the  skin. 


helps  remove 
blackheads 
penetrates 
and  softens 
comedones, 
unblocks  pores 
and  facilitates 
removal  of  sebum 
plugs. 


dries  and  peels 
the  skin 
removes  papule 
coverings  and 
permits  drainage 
of  sebaceous 
glands. 


Patients  like  Fostex  because  it  is  so  easy  to  use. 
They  simply  wash  acne  skin  2 to  4 times  a day 
with  Fostex  Cream  or  Fostex  Cake,  instead  of 
using  soap. 

Fostex  contains  Sebulytic®,*  a combination  of 
surface-active  wetting  agents  with  remarkable 
antiseborrheic,  keratolytic  and  antibacterial  ac- 
tions . . . enhanced  by  sulfur  2%,  salicylic  acid 
2%,  and  hexachlorophene  1%. 

*sodIum  lauryl  sulfoacetate.  sodium  alkyl  aryl  polyether  sul* 
fonate  and  sodium  dioctyl  suifosuccinate. 

Fostex  is  available  in  two  forms 


FOSTEX 

CREAM 

In  4.5  oz. |ars 

FOSTEX 

CAKE 

In  bar  form 


Fostex  Cream  and  Fostex  Cake 
are  Interchangeable  for  thera- 
peutic washing  of  the  skin. 
Fostex  Cream  Is  approximately 
twice  as  drying  as  Fostex  Cake. 
Fostex  Cream  Is  also  used  as  a 
therapeutic  shampoo  In  dan- 
druff and  oily  scalp. 


Write  for  samples 

WESTWOOD  PHARMACEUTICALS 
Buffalo  13,  New  York 


:ib4 


Clark  treated  31  anginal  patients  who  showed  signs  of  anxiety,  fear,  excitement  and  other  forms  of  emotional 
stress.  On  CARTRAX,  all  31  fared  better  than  they  had  on  previous  therapy ...  as  judged  both  by  subjective 
reports  and  by  reduced  nitroglycerin  requirements.* 

CARTRAX  combines  PETN  (for  prolonged  vasodilation)  with  ATARAX  (the  tranquilizer  preferred  for  angina  patients 
because  of  its  safety  and  mild  antiarrhythmic  properties).  Thus,  CARTRAX  helps  you  to  cope  with  both  com- 
ponents of  angina  pectoris-circulatory  and  emotional. 

For  a better  way  to  help  your  angina  patients  relax,  prescribe  CARTRAX.  ‘Ciark,  t.  e.,  in  press. 


nrTyti  ATADJlV®tt  Dosage:  Begin  with  1 to  2 yellow  CARTRAX  “10” 
I L I n *1*  H I Hlin  A tablets  (10  mg.  PETN  plus  10  mg.  ATARAX)  3 to  4 

times  daily.  For  dosage  flexibility,  CARTRAX  “20" 
(pink)  tablets  (20  mg.  PETN  plus  10  mg.  ATARAX)  may  be  utilized  at  a level  of  one  tablet 
three  to  four  times  a day.  The  tablets  should  be  administered  before  meals  for  optimal 
response.  For  convenience,  write  "CARTRAX  TO”  or  “CARTRAX  20.”  As  with  all  nitrates, 
use  with  caution  in  glaucoma.  Supplied:  In  bottles  of  100.  Prescription  only. 

T pentaerythritol  tetranitrate  tT  brand  of  hydroxyzine 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being^" 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Bravisol  has  a gentle,  graded  abrasive 
action  that  attacks  the  acne  lesion 
simply  and  directly.  Helps  open 
plugged  pores,  reduce  postules  and 
blackheads,  control  oiliness. 
Outstanding  success  oi^ thousands 
of  acne  cases.  Brasivol  (pat. 
pend.)  contains:  mild  abrasive 
(AI0O3),  hexachlorophene 
1%,  drying  soap-and- 
detergent  base. 

Write  for  samples  and  literature. 

( STIEFEU) 

Logical  Dermaiologicals — since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N .Y. 

Canada:  Winley*Morris  Co.,  Ltd.,  flontroal  29 


Fine  Medium  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  the  more  acute  cases. 


'abrasion  therapy  for  acne 

in  certain  countries  Brasivol  available  as  DENCO-BRAS"^ 


this?” 


INDEX  TO  ADVERTISERS 


Armour  Pharmaceutical  Company 344 

Ames  Laboratories,  Inc 340 


Barrows  BioChemical  Products  Corp 341 

Baxter  Laboratories,  Inc 337 

Bayer  Aspirin  Company,  Div.  Sterling  Dru^  Co 3(12 

Bristol  Laboratories 33.5,  3.5.5,  3(>.5,  3fi(>,  307.  3(i8 

Brigham  Hall  Hospital 493 

Burroughs  Wellcome  <fc  Company  Inc 372 


Coca  Cola  Company 
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Desitin  Chemical  Company 


3.57 


Eastern  School  for  Physicians’  Aitles 493 

Eaton  Laboratories,  Div.  Norwich  Pharrnacal  Co 371 

Endo  Laboratories 303 


(leigy  Pharmaceutical  Comj)any 
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Hall-Brooke 493 
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! . .351,361.367.  .368.  3(i! 

Eli  Lilly  <t  Company 37i 
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National  Drug  Company 339 

New  York  <fc  Brooklyn  Regional  Committee  on  Trauma  3.54 


Pinewood  Sanitarium 493 

Pitrnan-Moore  Company 3rd  cover 


Hiker  Laboratories 2nd  cover 

A.  H.  Robins  Company,  Inc 332,373 

.1.  B.  Roerig  & Company .3.5.“ 


Sanborn  Company 

G.  I).  Searle  tk  Company 

E.  R.  Squibb  <fe  Sons.  Inc.,  Div.  Mathieson  Chemical 

Co 

Stiefel  Laboratories 


37( 

383 
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Winthrop  Laboratories 331 
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“almost  universally  rapidly  curative”'  in 

infantile  eczema 


Biopsy  section  from  skin  stained  Biopsy  section  from  skin  stained  with  osmic 

with  osmic  acid  after  treatment  acid  after  treatment  with  Desitin  Ointment 

for  one  week  with  placebo  base  for  one  week  shows  much  unsaturated  oil 

shows  little  unsaturated  oil  (black  (black  stain)  on  the  surface  and  also  within 

stain)  on  the  surface  and  practi-  the  epidermis.  Unsaturated  oils  are  impor- 

cally  none  within  the  epidermis.  tant  constituents  of  natural  emollients. 


restores  unsaturates  via  fatty  acids  of  external  cod  liver  oil 


Spoor  finds!  that  Desitin  Ointment  topically 
replenishes  unsaturated  fatty  acids  dermally 
deficient!-'!  in  many  babies  with  infantile 
eczemas,  Desitin  Ointment  was  selected  be- 
cause its  rich  cod  liver  oil  unsaturates 
resemble  those  naturally  found  in  the  skin, 

1.  Spoor,  H.  J.:  New  York  St.  J.  M.  60:2863,  1960. 

2.  Wiese,  H.  F.,  et  al.:  J.  Nutrition  66:345,  1958. 

3.  Smith,  L.  W.,  et  al.:  Amer.  J.  Med.  Sc.  237:600,  1959. 

4.  Nutrition  Reviews  17:136,  1959. 


Desitin  plus  antiallergenic  therapy 
proved  . . . 

“almost  universally  rapidly  curative”, 
with  great  improvement  or  clearing  of 
the  condition  in  all  babies  in  from  one 
to  five  weeksJ 

for  samples  of  soothing,  protective,  healing 
Desitin  Ointment  and  reprint,  please  write... 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R.  I. 
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When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connection, 
or  anything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 
associates,  use  the  classified  sec- 
tion of  the  New  York  State 
Journal  of  Medicine,  750  Third 
Ave.,  New  York  1 7,  N.  Y.  Your 
ad  will  pay  you  well  In  replies. 


Todays  Health 

* \m.  li.  .HI  


A GOOD  BUY  IN 
PUBLIC  RELATIONS 

Today’s  Health  is  published 

for  the  American  Family  by  the 

American  Medical  Association 

GIVE  GIFT  SUBSCRIPTIONS 

to  your  patients  and  friends 

Today's  Health  - AMA 
535  N.  Dearborn  Street 
Chicago  TO,  Illinois 

Please  enter  the  following  subscription: 

□ 2 YEARS  $5.00  Q 1 YEAR  $3.00 
(u.S.,  u.s.  POSSESSIONS  » Canada). 

Name 

Address 

City 


.Zone State  . 


Please  Print— Use  separate  sheet 

for  additiona I names.  ' SJ 
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Aristocort  (Lederle  Laboratories,  Div.  Amer.  Cyanamid 
Company) 367,  368,  369 
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Proven 

in  over  five  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

• simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

• no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

• does  not  produce  ataxia,  change  in  appetite  or  libido 

• does  not  produce  depression,  Parkinson- like  symptoms, 
jaundice  or  agranulocytosis 

• does  not  impair  mental  efficiency  or  normal  behavior 

Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  or  as  MEPROTABS*— 400  mg.  unmarked,  coated  tablets. 

WALLACE  LABORATORIES /Crnrtftitry,  ./. 

OM-205S  \ikr  * •TRAOe-MAKK 
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When  your  patient  needs  plasma,  you  make  sure  he  gets  it.  Right  now,  the 
medical  schools  of  our  nation  need  the  plasma  of  your  financial  aid— need 
it  badly — to  maintain  our  present  high  standards  in  medical  education. 

Since  the  days  of  Hippocrates,  who  declared  the  obligation  “. . . to  share 
my  substance  with  (the  student)  and  relieve  his  necessities  if  required,” 
doctors  have  contributed  of  their  substance  to  keep  medical  knowledge  on 
the  march.  Today  you  can  contribute  most  effectively  by  aiding  our  medical 
schools  through  gifts  to  AMEF. 

If  others  are  to  understand  this  need  and  offer  help,  the  medical  pro- 
fession must  take  the  lead  in  supporting  the  nation’s  medical  schools.  Make 
out  your  check  to  the  AMEF  today.  Every  cent  of  your  gift  will  go  to  the 
school— or  schools— of  your  choice. 

Give  to  the  American  Medical  Education  Foundation 

535  North  Dearborn  Street,  Chicago  lO,  Illinois 


do  all  you  can 
whenever 
there  is  local 
inSammationl 
swelling/pain... 


ARIDA5E 


STREPTOKINASE-STREPTODORNASE  LEDERLE 


buccal  tablets 

‘Normal”  recovery  is  not  enough.  Now,  by  adding  VARIDASE  to  your 
procedure,  you  can  release  your  patient  from  the  stress  and  pain  of 
a “normal”  recovery— put  comfort  in  convalescence,  shorten  the  re- 
covery cycle,  and  reap  the  reward  of  greater  patient  appreciation. 


• In  treating  refractory,  chronic  conditions,  VARIDASE  therapy  gives  added  im- 
petus to  recovery.  In  common,  self-limiting  conditions,  VARIDASE  provides  an 
easier  convalescence  with  faster  return  to  constructive  living.  This  can  be  of  major 
importance  even  to  the  patient  with  a “minor”  condition.  • VARIDASE  Buccal 
Tablets  are  indicated  to  control  inflammation  following  trauma  or  surgical  proce- 
dures, and  in  suppurative  or  inflammatory  lesions  of  subcutaneous  and  deep  tissues. 

• Precautions:  VARIDASE  has  no  adverse  effect  on  normal  blood  clotting.  Care  should 
be  taken  in  patients  on  anticoagulants  or  with  a deficient  coagulation  mechanism.  When 
infection  is  present,  VARIDASE  Buccal  Tablets  should  be  given  in  conjunction  with 
antibiotics. 

• Dosage:  One  buccal  tablet  four  times  daily  usually  for  five  days.  To  facilitate  absorp- 
tion, patient  should  delay  swallowing  saliva. 

• Supplied:  Each  tablet  contains  10,000  Units  Streptokinase,  2,500  Units  Streptodornase. 
Boxes  of  24  and  100  Tablets. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


114  Grs.  Ea. 
FLAVORED 


Living  up  to 
a family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children- IVi  grain  flavored 
tablets— Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Children’s 
Greater  Protection 
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THE  BAYER  COMPANY,  DIVISION  OF  STERLING  DRUG  INC.,  1450  BROADWAY.  NEW  YORK  18.  N.  Y. 
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WHENEVER  COUGH  THERAPY 
IS  INDICATED 


THE  COMPLETE  Rx  FOR  COUGH  CONTROL 

cough  sedative  / antihistamine 
decongestant  / expectorant 


■ relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■ effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains: 
Hycodan® 

Dihydrocodeinone  Bitartrate  . . 5 mg.l 

(Warning;  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  . . 1.5  mg.J 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose;  One  teaspoonful  after  meals  and  at 
bedtime.  May  be  habit-forming.  Federal  law  permits  oral 
prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


‘U.S.  Pat.  2,630.400 


Put  your  low-back  patient 
back  on  the  payroll 

Soma^s  prompt  relief  of  pain  and  stiffness  can 
get  your  low-back  patients  back  to 
work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  . . . help 
give  your  patient  the  two  things  he  wants 
most:  relief  from  pain  and  rapid  return  to 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  with 
higher  dosages.  Soma  is  available  in  350  mg. 
tablets.  Usual  dosage  is  1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  WallaceJ 

\y>  Wallace  Laboratories,  Cranbury,  New  Jersey 


How  you  can  help  save 
your  patients  a month’s  pay 

Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  patients 
required  an  average  of  41  days  for 
full  recovery  (range:  3 to  90  days). 
The  addition  of  Soma  therapy  in  this 
comparative  investigation  reduced 
the  average  to  11.5  days  (range:  2 to 
21  days).  With  Soma,  patients  aver- 
aged full  recovery  30  days  sooner. 


Peace  costs  money.  Every  Savings  Bond  you  buy  helps  keep 
our  country  strong  for  Peace  ...  so  that  you  and  your  loved 
ones  can  enjoy  traveling — and  all  the  things  you’re  saving  for. 


How  to  take  your 
dream  trip  for  63^  a day 


You  can  hardly  buy  a new  tie  for 
a vacation  wardrobe  with  GSjzS.  But 
thousands  of  people  pay  for  a whole 
trip  by  putting  something  into  U.S. 
Savings  Bonds  every  pay  day.  Just 
63^  a day  adds  up  to  $18.75  a month, 
enough  to  buy  a $25  Savings  Bond. 
In  40  months  you’ll  own  Bonds  worth 
$1000  at  maturity.  And  you’ll  have 
saved  for  that  dream  trip  with  pocket 
change  you  might  have  dribbled 
away.  Why  not  start  saving  for  your 
first  vacation  Bond  today? 


WHY  U.  S.  SAVINGS  BONDS  ARE 
SUCH  A GOOD  WAY  TO  SAVE 
You  can  save  automaticaUy  on  the 
Payroll  Savings  Plan,  or  buy  Bonds 
at  any  bank  • You  now  earn  3^% 
to  maturity,  }/2%  more  than  ever 
before  • You  invest  without  risk 
under  a U.S.  Government  guaran- 
tee • Your  Bonds  are  replaced  free 
if  lost  or  stolen  • You  can  get  your 
money  with  interest  anytime  you 
want  it  • You  save  more  than  money 
— you  buy  shares  in  a stronger 
America. 


You  save  more  than  money 
with  U.  S.  Savings  Bonds 


This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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^ vH  Triamcinolone  has  long  since  proved  its 
unsurpassed  efficacy  and  relative  safety  in  the  therapy  of  rheumatoid  arthritis, 
inflammatory  and  allergic  dermatoses,  bronchial  asthma,  and  all  other  condi- 
tions in  which  corticosteroids  are  indicated.  But  ARISTOCORT  has  also  opened  up 
new  areas  of  therapy  for  selected  patients  who  otherwise  could  not  be  given  corti- 
costeroids. Medicine  is  now  in  an  era  of  “special-purpose”  steroids.^ 


One  outstanding  advantage  of  triamcin- 
olone is  that  it  rarely  produces  edema 
and  sodium  retention.^-  ^ 

The  clinical  importance  of  this  property 
cannot  be  overemphasized  in  treating 
certain  types  of  patients.  McGavack 
and  associates'^  have  reported  the  bene- 
ficial results  with  ARISTOCORT  in 
patients  with  existing  or  impending 
cardiac  failure,  and  those  with  obesity 
associated  with  lymphedema.  Triam- 
cinolone, in  contrast  to  most  other 
steroids,  is  not  contraindicated  in  the 
presence  of  edema  or  impending  car- 
diac decompensation.® 

Hollander’  points  out  the  superiority 
of  triamcinolone  in  not  causing  mental 
stimulation,  increased  appetite  and 
weight  gain,  compared  to  other  steroids 
which  produce  these  effects  in  varying 


degrees.  And  McGavack,®  in  a compar- 
ative tabulation  of  steroid  side  effects, 
indicates  that  triamcinolone  does  not 
produce  the  increased  appetite,  insom- 
nia, and  psychic  disturbances  associ- 
ated with  other  newer  steroids. 

ARISTOCORT  can  thus  be  advantageous 
for  patients  requiring  corticosteroids 
whose  appetites  should  not  be  stimu- 
lated, and  for  those  who  are  already 
overweight  or  should  not  gain  weight. 
Likewise,  ARISTOCORT  is  suitable  for 
the  many  patients  with  emotional  and 
nervous  disorders  who  should  not  be 
subjected  to  psychic  stimulation.  Fur- 
thermore, ARISTOCORT  Triamcinolone, 
in  effective  doses,  showed  a low  inci- 
dence of  side  reactions  and  is  a steroid 
of  choice  for  treating  the  older  patient 
in  whom  salt  and  water  retention  may 
cause  serious  damage.® 


References ; 1.  Hollander,  J.  L.:  J.A.M.A.  172:306  (Jan.  23)  1960.  2.  McGavack, 
T.  H.:  Nebraska  M.  J.  44:377  (Aug.)  1959.  3.  McGavack,  T.  H.;  Kao,  K.  Y.  T.; 
Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.;  Am.J.  M.  Sc.  236:720  (Dec.)  1958. 

Precautions:  Collateral  hormonal  effects  generally  associated  with  cortico- 
steroids may  be  induced.  These  include  Cushingoid  manifestations  and  muscle 
weakness.  However,  sodium  and  potassium  retention,  edema,  weight  gain, 
psychic  aberration  and  hypertension  are  exceedingly  rare.  Dosage  should  bo 
individualized  and  kept  at  the  lowest  level  needed  to  control  symptoms.  It 
should  not  exceed  36  mg.  daily  without  potassium  supplementation.  Drug 
should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes  simplex  and 
chicken  pox. 

Supplied:  Scored  tablets  — 1 mg.  (yellow);  2 mg.  (pink);  4 mg.  (white); 
16  mg.  (white) . 
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cardiograms? 


A HOUSE  CALL  ECO  TEST  demands  a lightweight, 
yet  rugged  and  accurate  instrument  you 
can  carry  anywhere.  The  Sanborn  “SOO  Viselte" 
weighs  18  pounds  complete,  is  little  larger  than 
your  briefcase,  performs  accurately  trip  after  trip. 

...  In  your  office  or  laboratory,  a 2-speed, 
highly  versatile  ECG  can  be  one  of  your  most 
valuable  diagnostic  tools.  The  Sanborn  “100 
Viso”  records  at  25  or  50  mm/sec.,  at  any  of  3 
sensitivities,  accepts  non-ECG  inputs  and  output 
monitoring  equipment. 


And  in  clinic  or  hospital  use,  an  ECG  with  all 
its  accessories  that  can  be  rolled  effortlessly  from 
place  to  place  saves  time,  lets  one  instrument 
answer  many  calls.  The  Sanborn  “lOOM  Viso” 
— a ynobile  cabinet  version  of  the  “100  Viso"  — ■ 
provides  complete  mobility  in  a precision  ECG. 

Call  or  write  your  nearby  Sanborn  Branch 
Office  or  Service  Agency  for  complete  instru- 
ment information  and  details  of  the  15-day  trial 
plan  and  convenient  time  payment  purchase 
arrangement. 


MEDICAL  DIVISION 

SAISJBORIM  ^ OOIVlF=»AIM'V' 

175  Wyman  Street  Waltham  54,  Massachusetts 


New  \oRK  Urn iie/i  Offii I I 84  I Broadway 
Circle  7-r>794  and  7-5795 

llocilESi  KR  Jirniirli  Offia  S.'JO  IJiideii  Avc.,  I,ndlow  (i-()4.'Jd 
Schenectady  lirshlni/  lirluesnilnlive  (il  I Union  St..  Kranklin  7-8(>91 


symptoms 

gone... 

feels  like 
anew 
woman 


basic  therapy  in  vaginitis  eliminates  symptoms 
• itching  • burning  • leukorrhea  ■ malodor -destroys 
pathogens  ■ Trichomonas  vaginalis  • Candida  (Mo- 
nilia) albicans  • fionspecific  organisms... alone  or 
in  combination -has  these  advantages  -high  rates 
of  clinical  and  cultural  cures  • effectiveness  even 
in  menstrual  blood  and  vaginal  debris -safe  and 
nonirritating  to  delicate  inflamed  tissue  • esthet- 
ically  acceptabte  with  no  disagreeable  staining 


TRIMM 


© 


(nifuroxime  and  furazolidone) 

Powder  / Suppositories 


Improved 


w EATON  LABORATORIES 


Division  of  The  Norwich  Pharmacal  Company 


unhappily 

overweight? 


minimize  care  and  eliminate  despair  with 


brand  Methamphetamine  Hydrochloride 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  “our  drug  of  choice  has 
been  methedrine  . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized 
or  entirely  absent.”'  Literature  available  on  request. 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

‘ Douglas,  H.  S.:  West.  J.  Surg.  59:238  (May)  1951. 

JZJ  burroughs  WELLCOME  & CO.  (U.  S.  A.)  INC..  Tuckahoe.  New  York . 
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this  is  where  coughs  often  end 


Daily  exposure  to  colds  and  contagion  can’t  be  controlled,  but 
Robitussin  does  a superior  job  of  checking  the  frequency  and 
severity  of  the  coughs  that  result  from  it.  Remarkably  safe  to 
coughers  of  all  ages,  Robitussin  produces  a significant,  pro- 
longed, expectorant  effect  by  tripling*  the  volume  of  respira- 
tory tract  fluid  (RTF).  Increased  RTF  helps  loosen  congestion 
by  liquefying  sputum  and  by  enhancing  the  action  of  the  bron- 
chial and  tracheal  cilia.  Thus,  a Robitussin-treated  cough  is  not 
abruptly  or  temporarily  suppressed,  but  ends  itself  naturally 
by  becoming  more  productive,  cleansing  the  airways  of  irri- 
tating mucus  and  exudates.  And  most  important,  Robitussin 
tastes  good  to  children  and  adults  alikel  Robitussin® 
is  glyceryl  guaiacolate,  100  mg.  per  5 cc.  dose;  Robitussin® 
A-C  adds  prophenpyridamine  maleate  7.5  mg., 
and  codeine  phosphate  10.0  mg.  per  5 cc.  dose 
(exempt  narcotic). 

®Cass,  L.  J.,  and  Frederik,  W.  S.,  Am.  Pract.  Dig.  Treat.,  2:844,  1951. 

A.  H.  ROBINS  COMPANY,  INC.  • RICHMOND  20,  VIRGINIA 


0 teaspoonful) 

Alcohol  3.5  J>cr  cent 
In  * palatable  aromatic  syrup 
Expectoraii  I — An  t i t ussi  ve 
in  the  treatment  of  cough  due  tocoldi 
i fipf  AduHs— I teaspoonful  every  three  tafoahwi 
’ ' Cbfidren-~2  to  6 years,  one  fourth  of  the  sdti&te 

j —6  to  U years,  one  half  of  the  adiitdai 

I —Under  2 years,  u"  .hs  directed  h)'  {»««* 

|i?Blf:Htrmteni  cough  may  imti«  •*e  the  prewnct  of i *» 
with  such  a cough  -*•  high  fever  shoakJ « a 
i except  as  directed  by  physicwn 


The  1961  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New 
York  will  meet  from  May  8-12  in  the 
interesting  and  centrally  located  city 
of  Rochester.  This  city  of  inter- 
nationally known  cultural  and  sci- 
entific institutions  will  welcome  the 
Society  meeting  for  the  first  time  in 
many  years.  It  is  suggested  that 
members  make  early  plans  to  attend 
what  promises  to  be  one  of  the  most 
stimulating  meetings  ever  held  by 
the  Society. 
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Introducing  new  theraj^y  for 

hypertension  and 
congestive  failure 


lowers  l)lood  pi^ssiire 
di’ains  excess  water 
calms  apprehension 


Now  the  most  widely  prescribed 
diuretic-antihypertensive,  hydro- 
chlorothiazide, is  combined  with 
the  most  widely  prescribed  tran- 
quilizer, meprobamate.  It  is  called 
“Miluretic”,  and  constitutes  new 
therapy  for  hypertension  and  con- 
gestive failure  — especially  when 
emotional  factors  complicate 
treatment. 

What  does  Miluretic  do?  Both 
components  are  of  proven  value  in 


the  management  of  hypertension.  In 
congestive  failure,  Miluretic  pro- 
vides smooth,  continuous  diuresis. 
But  Miluretic’s  biggest  advantage 
is  that  it  tranquilizes  hypertensive 
and  edematous  patients  safely  and 
quickly — a boon  to  the  physician 
whose  patients’  emotional  reaction 
to  their  condition  complicates 
therapy.  Unlike  Rauwolfia  com- 
pounds, Miluretic  does  not  cause 
depression  or  nasal  congestion. 


new  Miluretic* 

MILTOWN*®  + HYDROCHLOROTHIAZIDE 

Composition:  200  mg.  Miltown  (meprobamate,  Wallace) 
4-  25  mg.  hydrochlorothiazide 

Dosage:  For  hypertension,  1 tablet  four  times  a day.  For 
congestive  failure,  2 tablets  four  times  a day. 

Supplied:  Bottles  of  50  white,  scored  tablets 


Avnilahle  at  all  pharmacies 

tt  rite  for  samples  and  complete  literature  to 

‘Trade-mark  WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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■ See 

both  blood  picture 

and  patient  respond  to 


TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable 
of  producing  in  ten  days  an  Hb  and  RBC 
response  comparable  to  that  obtained  after 
a transfusion  of  one  pint  of  whole  blood. 
For  potent,  complete  anemia  therapy, 
prescribe  Trinsicon  . . .just  2 a day  for  all 
treatable  anemias. 

Two  Pulvules  Trinsicon  (daily  dose) 
provide: 

Special  Liver-Stomach  Concentrate, 

Lilly  (containing  Intrinsic  Factor).  . 300  mg. 
Vitamin  B12  with  Intrinsic  Factor 


Concentrate,  N.F 1 N.F.  unit  (oral) 

Cobalamin  Concentrate,  N.F., 

equivalent  to  Cobalamin 15  meg. 

(The  above  three  ingredients  are  clinically 
equivalent  to  1)^  N.F.  units  of  APA  potency.) 

Ferrous  Sulfate,  Anhydrous 600  mg. 

(Equal  to  over  1 Gm.  Ferrous  Sulfate,  U.S.P.) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 


I 
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Metabolic  Aspects  of  Corticosteroid  Therapy 


Although  the  existence  of  the  adrenals 
was  noted  as  early  as  1563  by  the  physician, 
Bartolommeo  Eustacchio,  their  physiologic 
significance  was  not  even  vaguely  appre- 
ciated until  1855  when  Addison  first  linked 
atrophy  of  these  glands  with  the  various 
manifestations  of  adrenocortical  insuffi- 
ciency. These  observations  inspired  many 
studies,  but  it  was  not  until  1913  that  Beidl 
proved  beyond  a doubt  the  essentiality  of 
the  glands — and  of  the  adrenal  cortex  in 
particular — to  life. 

The  isolation  of  epinephrine  from  the 
adrenal  medulla  by  Abel,  Takamine,  and 
Aldrich  in  1901  paved  the  way  to  Cannon’s 
work  on  the  role  of  this  gland  in  the  “alarm 
reaction”  which  established  epinephrine  as 
one  of  the  important  homeostatic  regulating 
mechanisms  of  the  body.  Selye’s  continued 
analysis  of  the  alarm  reaction  later  focused 
attention  on  the  adrenal  cortex  and  its 
response  to  stress.  Out  of  this  grew  the 
(•once])t  of  the  general  adaptation  syndrome 
and  the  possible  role  of  the  cortex  in  the 
etiology  of  diseases  of  adaptation.^  Chemi- 
cal investigations  by  Kendall,  by  Reichstein, 
by  Winter.steiner,  and  their  associates  dur- 
ing the  1930’s  resulted  in  the  isolation  of 
some  28  cry.stalline  compounds  from  the 
adrenal  cortex.  Of  these,  only  four — 
designated  by  the  letters  A,  B,  E,  and  F, 
in  Kendall’s  laboratory — showed  significant 
])hysiologic  activity  and  later  became  known 
as  1 1-dehydrocortico.sterone,  corticosterone, 
cortisone,  and  hydrocorti.sone,  re.spectively. 
ft  is  now  believed  that  these  substances  are 
synthesized  in  the  fascicular  zone  of  the 
adrenal  cortex  from  cholesterol,  which  can 
be  formed  in  the  body  from  chemically 
simple  acetic  acid.^ 

In  1941,  it  was  felt  that  cortisone  and 
related  steroids  might  prove  useful  in  the 
adaptation  of  military  personnel  to  stressful 
situations  and  in  the  treatment  of  shock  and 


TABLE  I. — Doses  of  Glucocorticoids  Used  in 
Treatment  on  Inflammatory  and  Allergic 
Conditions 


Glucocorticoid 

Daily  Dosage 
(Mg.) 

Cortisone  ( 1948)  or  hydrocortisone 

(1952) 

25  to  20 

Prednisone  or  prednisolone  ( 1955) 

5 

6-Methylprednisolone  or  triamcino- 

lone  (1957) 

4 

Dexamethasone  (1957) 

0.5  to  0.75 

battle  fatigue.  Accordingly,  the  Office  of 
Scientific  Research  Development  through 
the  National  Research  Council  instituted  a 
research  program  directed  toward  the  syn- 
thesis of  this  class  of  compounds.  By 
1946,  Sarrett  of  the  Merck  Research  Labora- 
tories achiev^ed  a practical  synthesis  of 
cortisone,  and  two  years  later  the  hormone 
was  made  available  in  quantities  sufficient 
for  clinical  trial. 

The  potent  anti-inflammatory  effects  of 
cortisone  in  rheumatoid  arthritis,  which 
were  reported  in  1949  by  Hench  et  al^, 
immediately  evoked  world-wide  interest 
in  the  clinical  applications  of  the  hormone. 
The  early  promise  of  cortisone  was  great. 
Many  diseases  which  had  been  permanentlj'^ 
disabling,  even  death-dealing,  responded  to 
therapy  for  the  first  time.  Yet,  unfortu- 
nately, a great  number  of  serious  side-ef- 
fects appeared  with  prolonged  therapy. 

These  experiences  prompted  the  phar- 
maceutical industry  to  create  compounds 
with  enhanced  therapeutic  properties  and 
greater  freedom  from  untoward  side-effects. 
Although  these  newer  compounds  differ 
from  one  another  and  from  the  earlier 
steroids  but  slightly  in  chemical  structure, 
they  exhibit  ever-increasing  degrees  of  ac- 
tivity. In  general,  the  doses  shown  in 
Table  I may  be  used  interchangeably  in  the 
treatment  of  the  host  of  inflammatory  and 
allergic  conditions  responsive  to  cortico- 
steroid therapy. 
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'I'ABLE  II. — Summary  of  Selective  Actions  of  Corticosteroids  in  Order  of  Potency  in  Comparable 

Doses 


Sodium 

Retention 

Sodium 

Diuresis 

Pituitary 

Inhibition 

Least  Effect 
on  Gastric 
Secretion 

Least  Decrease 
in  Carbohydrate 
Tolerance 

Catabolic 

Effects 

1 )eso.xycorti- 
costerone 
Cortisone 

1 Prednisone 
1 Prednisolone 

I 6-Methylpred- 
I nisolone 
1 Triamcinolone 

/ Dexamethasone 
1 6-Methylpred- 
1 nisolone 
) Triamcinolone 
j Prednisolone 
1 Prednisone 
I Hydrocortisone 
' Cortisone 

/ Dexamethasone 
1 6-Methylpred- 
1 nisolone 
) Triamcinolone 
j Prednisolone 
I Prednisone 
I Hydrocortisone 
' Cortisone 

/ Dexamethasone  , 
1 6-Methylpred- 
\ nisolone  1 

1 Triamcinolone 
J Prednisolone 
1 Prednisone  j 

1 Hydrocortisone 
' Cortisone  ' 

1 Dexamethason 
6-Methylpred- 
nisolone 
1 Triamcinolone 
j Prednisolone 
1 Prednisone 
Hydrocortisone 
‘ Cortisone 

Note;  Bracketed  compounds  exhibit  equal  activity. 

The  known  clinically  important  biochemi- 
(*al  effects  of  the  pharmaceutically  avail- 
able adrenocorticals  are  listed  in  Table  II. ^ 
In  hospitalized  patients  the  untoward  side- 
effects  of  corticosteroid  therapy,  arising 
primarily  from  dosage  idiosyncrasies,  are 
detected  readily  at  the  subclinical  level  by 
appropriate  laboratory  tests.  However,  the 
management  of  office  patients  requires 
that  the  phj'sician  be  ever  alert  to  early 
(‘linical  evidences  of  undesirable  metabolic 
side-effects. 

Ov'erdosage  with  sodium-retaining  steroids 
may  be  reflected  by  excessive  or  sudden 
increase  in  heart  size,  excessive  increase  in 
blood  pressure,  or  exce.ssive  increase  in 
weight  due  to  fluid  retention.  The  newer 
corticals  have  a mild,  sodium  diuretic  effect 
which  minimizes  the  complications  of  steroid 
hypertension  and  edema. 

Corticosteroids  are  used  extensively  in 
the  control  of  asthma  and  associated 
allergies  in  pediatric  patients.*  Since  these 
substances  may  inhibit  pituitary  secretion 
of  tropic  (growth)  hormones,  it  is  essential 
that  dosage  effects  on  growth  and  develop- 
ment of  these  young  patients  be  checked 
periodically  by  Wetzel  Grid  or  growth 
spectrum  comparisons.®’^ 

There  is  considerable  difference  of  opinion 
as  to  the  exact  role  of  the  corticosteroids  in 
the  etiology  of  peptic  ulcer.  Many  of  the 
early  reports  on  the  increased  incidence  of 
peptic  ulcer  with  corticoid  therapy  were 
obtained  from  data  on  patients  with  rheu- 


matoid arthritis.  This  disease,  even  when 
untreated,  has  an  increased  incidence  of 
peptic  ulcer.  Recent  data  have  shown  that 
the  glucocorticoids  increase  gastric  secretion, 
acidity,  and  uropepsin  excretion  without 
the  occurrence  of  peptic  ulcer.  At  com- 
parable dosage  levels  there  is  no  significant 
difference  in  the  effects  of  the  available 
compounds  on  gastric  function. 

It  has  become  axiomatic  to  expect  any 
corticosteroid  with  great  anti-inffammatory 
activity  to  have  also  comparable  gluconeo- 
genic properties.  These  are  reflected  in 
abnormal  glucose  tolerance,  relative  insulin 
antagonism,  and  elevated  blood  sugar  or 
glycosuria — changes  which  can  be  detected 
easily  and  followed  in  the  office  laboratory. 

The  protein  catabolic  effect  of  adreno- 
corticoids  is  associated  for  the  most  part 
with  an  accelerated  conversion  of  amino 
acids  to  glucose.®  Amino  acid  excretion  may 
be  altered,  creatinine  and  uric  acid  output 
increased,  and  albumin-globulin  ratios  of 
the  blood  revei’sed.  These  metabolic 
changes  are  indicatii'e  of  varying  degrees  of 
protein  depletion  which  are  evidenced 
clinically  by  progressi^■e  loss  of  body  weight, 
ecchymoses,  striae,  and  osteoporosis.®  Striae 
and  osteoporosis  are  due  in  part  to  the 
loss  of  protein  matrix  in  the  skin  and  bone 
respectively.  Unfortunately,  the  onset  of 
these  catabolic  effects  is  not  always  asso- 
ciated with  alterations  in  easily  detectable 
carboh3fdrate  tolerance  or  creatinine  coeffi- 
cients. 
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Clinical  evidence  suggests  that  these 
manifestations  may  be  combated  by  high 
calorie  and  high  protein  diets.  On  the 
other  hand,  detailed  metabolic  studies  in 
children  and  adults  have  shown  that  the 
body  protein-depleting  effects  of  the  avail- 
able corticosteroids  are  not  always  counter- 
acted by  spontaneous  or  forced  increases  in 
food  intake. This  is  true  particularly 
when  therapy  at  massive  dosage  levels  is 
continued  for  prolonged  periods  of  time. 
In  some,  but  not  all  instances,  the  negative 
nitrogen  retention  effect  of  the  old,  as  well  as 
the  new,  corticosteroids  on  adults  has  been 
overcome  by  a protein  intake  upwards  of 
100  Gm.  per  day.^^  Recently  reported  pre- 
liminary observations  indicate  that  corti- 
coid-induced  protein  catabolism  in  adult 
males  on  self-selected  but  stable  dietaries 
often  can  be  significantly  reduced  or  over- 
come by  simultaneous  administration  of 
norethandrolone  or  amino  acid  supple- 
ments.'^ 

It  is  interesting  to  note  in  this  connection 
that  metabolic,  electromyographic,  and  bi- 
opsy studies  by  Williams  and  Bond"  on 
3 patients  failed  to  implicate  nitrogen  and 
electrolyte  losses  as  etiologic  factors  of 
myopathies  incident  to  corticoid  therapy. 
Steroid  myopathy,  which  is  clinically  charac- 
terized by  general  muscular  weakness  great- 
est in  the  flexors  and  extensors  of  the  hip 
and  the  proximal  muscles  of  the  upper 
limbs,  appears,  as  yet,  to  be  of  infrequent 
occurrence.'® 

It  is  clear  from  the  foregoing  that  addi- 
tional basic  studies  on  the  nutritional  and 
biochemical  properties  of  these  pharmaco- 
logically important  agents  are  needed.  Such 
investigations  should  yield  practical  infor- 
mation on  ways  and  means  of  retaining  the 
tremendous  therapeutic  advantages  of  the 


corticosteroids  and  of  decreasing  their  un- 
toward metabolic  effects. 

In  this,  one  cannot  but  agree  with  Selye:' 
“The  significance  of  this  kind  of  research  is 
not  limited  to  fighting  this  or  that  disease. 

It  has  bearing  upon  all  diseases  and  indeed 
upon  all  human  activities  because  it  fur- 
nishes knowledge  about  the  essence  of  the 
Stress  of  Life.” — A.  A.  A. 
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EDITORIALS 


Microscopy — A Tool  We  Must  Understand 


If  you  were  an  editor,  how  often  would  you 
ask  yourself  whether  certain  articles,  though 
replete  with  original  or  significant  material, 
were  fated  to  be  thoroughly  perused  by  only 
a few  and  hastily  scanned  by  few  more?  For 
time  is  of  the  essence — and  he  who  runs  the 
medical  hurdles  must  choose  what  to  read 
from  a growing  avalanche  of  scientific 
articles. 

In  this  issue  (pages  430  to  454)  appears  a 
group  of  articles  which  have  more  than  pass- 
ing value.  They  deal  with  recent  trends  in 
microscopy  clarified  through  an  under- 
standing of  its  history.  Put  together  in 
a way  that  later  may  not  be  available,  this 
symposium  well  might  be  saved  for  reference. 

Medicine,  today  more  than  ever,  needs 


perspective,  and  this  is  to  be  found  in  the 
history  of  its  development.  Microscopy 
has  a rather  fantastic  early  history  which 
adds  piquancy  to  and  points  up  recent  devel- 
opments in  this  special  science.  Three 
new  technics  in  this  field  are  of  major  im- 
portance, and,  it  appears,  shortly  will  have 
greatly  increased  medical  usage.  They  are 
ultraviolet  microscopy,  phase  contrast 
microscopy,  and  electron  microscopy.  These 
are  tools  with  which  we  all  must  familiarize 
ourselves. 

This  group  of  brief  articles  does  not  pre- 
tend to  cover  the  field;  rather,  it  purports 
to  present  scenes  from  the  historical  and 
technical  vista  which  explain  the  new  trends. 
— E.B.H. 
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cholinergic, Pro-Banthlne,  with  the  well- 
tolerated  tranquilizer,  Dartal,  provides  the 
therapeutic  reliability  needed  in  the  man- 
agement of  emotionally  influenced  smooth- 
muscle  spasm. 

specific  clinical  applications:  Functional 
gastrointestinal  disturbances,  gastritis,  pylo- 
rospasm,  peptic  ulcer,  spastic  colon  (irritable 
bowel),  biliary  dyskinesia. 
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SCIENTIFIC  ARTICLES 


Systemic  Lupus  Erythematosus 

Review  with  Case  of  Unusual  Longevity 


SIDNEY  REIFF,  M.D.,  BROOKLYN,  NEW  YORK 

{From  the  Jewish  Hospital  of  Brooklyn  and  the  State  University  of  New  York  Downstaie  Medical  Center 


Systemic  lupus  erythematosus  is  a disease 
of  unknown  etiology,  occurring  more 
commonly  in  females,  with  a fairly  character- 
istic dermatosis,  and  with  disseminated 
pathologic  conditions  of  the  connective 
tissues.  Although  it  has  been  broken  down 
into  acute,  subacute,  and  chronic  varieties, 
this  has  served  little  useful  purpose.  The 
discoid  type  of  lupus  often  eventuates  in  the 
systemic  variety. 

History 

Biett,  in  1828,  was  the  first  to  describe 
the  skin  lesions.  In  1851,  Cazenane  coined 
the  term  “lupus  erythematodes.”  Helna,  in 
1856,  described  the  disk-like  patches  and  the 
detached  or  aggregated  smaller  lesions. 
The  first  to  make  any  pubhshed  observations 
on  the  acute  systemic  form  was  Kaposi  in 
1872. 

In  1904  Jadassohn,  added  greatly  to  the 
concept  of  systemic  lupus  erythematosus. 
In  the  same  year  Osier  added  to  our  knowl- 
edge of  the  systemic  manifestations.  Lib- 
man  and  Sacks  described  the  verrucous  non- 
bacterial  endocarditis  in  1924.^  In  1932 
Gross^  described  the  hematoxylin-stained 
bodies  in  the  myocardium.  Not  until  1933 
was  the  term  “fibrinoid  degeneration”  intro- 
duced by  Klinge.^  In  1939  Reifenstein 
tabulated  the  pathology  of  all  reported 
cases.  ■* 

It  was  Baehr,  Klemperer,  and  Schifrin® 
who,  in  1935,  rediscovered  systemic  lupus 


erythematosus  with  a report  of  23  cases,  22 
of  them  females.  In  1942  Klemperer, 
Pollack,  and  Baehr®  included  systemic 
lupus  erythematosus  in  the  then-new  con- 
cept of  diffuse  collagen  disease.  In  1946, 
Rich  produced  experimental  lesions  similar 
to  collagen  disease  by  hypersensitivity  re- 
actions.^ Hargraves,  Richmond,  and  Mor- 
ton'^ discovered  the  L.E.  cell  in  1948,  and  in 
1949  Hench*  introduced  the  use  of  corti- 
costeroids. 

Incidence 

There  has  been  an  enormous  increase  in 
the  reported  incidence  of  systemic  lupus 
erythematosus  since  the  1930’s.  Of  course, 
not  all  of  this  represents  actual  increase,  but 
rather  better  diagnosis  and  greater  aware- 
ness by  dermatologists  and  internists.  A 
review  of  records  prior  to  1936  reveals  an  in- 
cidence of  0.72  per  cent  of  all  skin  diseases. 
In  1936  it  was  2.67  per  cent.  At  the  Los 
Angeles  County  Hospital,  11  cases  were  re- 
ported in  1949,  whereas  in  1950  and  1951 
there  were  44.® 

The  disease  has  been  seen  in  patients  from 
eleven  months  to  seventy-three  years  of  age ; 
but  it  is  most  common  at  the  second,  third, 
and  fourth  decades.  In  most  series,  80  to 
90  per  cent  of  the  cases  are  females,  usually 
during  the  active  menstrual  life.  There  is 
no  radical  preponderance;  pigmented  skin 
offers  no  protection.  Instances  of  familial 
cases  are  unusual. 
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Etiology  and  Pathogenesis 

The  disease,  in  some  of  its  manifestations, 
may  resemble  rheumatoid  arthritis,  rheu- 
matic fever,  or  Raynaud’s  disease.  Joint 
deformities  and  subcutaneous  nodules  may 
be  present.  At  times  it  may  be  very  difficult 
to  differentiate  lupus  from  polyarteritis, 
dermatomyositis,  scleroderma,  or  thrombotic 
thrombocytopenic  purpura.^®  It  is  the 
general  feeling  that  discoid  lupus  and 
systemic  lupus  erythmatosus  are  related, 
with  the  discoid  type  becoming  systemic 
in  many  cases.  “ Systemic  lupus  erythema- 
tosus has  been  reported  to  develop  from  the 
discoid  type  after  the  use  of  antibiotics, 
vaccines,  or  other  agents  associated  with  the 
development  of  hypersensitivity.  In  very 
unusual  instances,  the  erythema  of  systemic 
lupus  has  reverted  to  discoid  lupus  ery- 
thematosus. 

The  etiology  is,  of  course,  quite  unsettled. 
Tuberculosis  has  been  discredited.  The 
interrelationship  with  rheumatoid  arthritis 
and  rheumatic  fever  has  suggested  a strep- 
tococcal factor,  but  all  bacteriologic  studies 
have  given  negative  results.  The  pathologic 
changes  are  certainly  unlike  those  of  an  in- 
fection. Hypersensitivity  was  first  sug- 
gested by  Stokes  in  1932. 

Dameshek*^  has  advanced  the  concept  of 
an  auto-immune  condition  involving  the 
mesenchyma  of  small  blood  vessels,  en- 
dothelial surfaces,  and  certain  constituents 
of  the  blood.  He  cites  the  examples  of 
systemic  lupus  erythematosus  with  throm- 
bocytopenic purpura,  with  auto-immune 
hemolytic  anemia  (with  positive  Coomb’s 
test  results,  positive  heterophile  agglutina- 
tion test  results,  and  positive  serologic 
findings,  with  auto-immune  hemolytic  ane- 
mia and  purpura  (Evans  syndrome),  with 
positive  serologic  results  and  severe  neutro- 
penia and  leukopenia,  and  with  hemorrhagic 
disorder  due  to  an  anticoagulant  (hypo- 
prothrombi  nemia  and  antihemophilia  glob- 
ulin deficiency). 

The  great  use  of  sensitizing  antibacterial 
agents  in  the  past  twenty  years  has  been 


associated  with  the  increased  incidence  of 
systemic  lupus  erythematosus.  Penicillin 
sensitivity  is  often  associated  with  the 
L.E.  cell  phenomenon.  The  well-known 
effect  of  hydralazine  in  mimicking  exactly 
systemic  lupus  erythematosus  results  from 
its  action  as  a haptene.  A rather  large 
dose  is  necessary,  and  the  syndrome  is 
reversible.  Photosensitivity  is  a frequent 
precipitating  factor  for  the  local  and  sys- 
temic manifestations.  Exposure  to  sun- 
shine is  often  associated  with  the  onset  of 
symptoms.  Interestingly,  there  has  been 
no  correlation  between  climate  and  inci- 
dence. 

The  incidence  of  the  disease  is,  of  course, 
highest  in  menstruating  females.  When 
pregnancy  supervenes,  the  fetal  and  ma- 
ternal mortalities  are  high,  but  often  there 
is  a partial  remission  during  a gestation. 
Once  the  disease  has  become  established, 
the  onset  of  the  menopause  does  not  affect 
the  course  of  the  process.  Castration  and 
testosterone  are  ineffectual. 

Pathology 

The  gross  changes  found  at  postmortem 
examination  are  atonishingly  meager  con- 
sidering the  profound  clinical  changes. 
One  may  see  serous  effusions,  synovial 
effusions,  endocarditis,  hepatosplenomegaly, 
lymphadenopathy,  and  skin  lesions.  Micro- 
scopically, in  full-blown  cases,  the  findings 
are  extensive. 

Connective  Tissue. — The  original  de- 
scription of  the  condition  by  Klemperer  and 
Baehr^  has  not  been  improved  on.  There 
is  an  alteration  of  the  ground  substance. 
This  is  known  as  fibrinoid  degeneration. 
The  connective  tissue  fibers  are  altered  too. 
There  is  a fibroblastic  proliferation  and  some 
infiltration  of  histiocytes  and  leukocytes. 
The  fibroblasts  gather  in  the  areas  of  fibri- 
noid change. 

When  Klemperer®  first  described  the 
collagen  changes  he  made  no  implications 
as  to  the  etiology.  But  because  of  the 
resemblance  of  the  changes  to  those  seen  in 
hypersensitivity  states,  hypersensitivity  has 
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been  invoked  here.*®  Hematoxylin-stained 
bodies  were  first  described  by  Libman  and 
Sacks.*  The  bodies  have  been  shown  to 
contain  depolymerized  desoxyribose  nucleic 
acid  derived  from  the  nuclear  chromatin  of 
mesenchymal  cells.  These  bodies  form  large 
masses  in  endocardial  verrucae,  lymph 
nodes,  glomeruli,  and  in  vessel  walls. 
The  inclusions  of  the  L.E.  cell  contain  the 
same  material,  as  do  the  renal  “wire  loops” 
and  hyaline  thrombi. 

Klemperer®  felt  that  fibrinoid  is  a de- 
graded form  of  desoxyribose  nucleic  acid.’® 
Gueft  and  Laufer*®  believe  that  fibrinoid 
formation  is  begun  by  a disturbance  of 
desoxyribose  nucleic  acid  metabolism.  Tei- 
lum  and  Poulsen*®  believe  that  the  pre- 
cipitation of  a cytoplasmic  product  produces 
the  hyaline  material  of  systemic  lupus 
erythematosus,  and  that  fibrinoid  includes 
substances  of  various  origins  and  composi- 
tion. Altshuler  and  Angevine*^  believe  that 
fibrinoid  is  a local  alteration  of  the  ground 
substance.  An  acid  mucopolysaccharide  is 
altered  by  basic  proteins  to  form  fibrinoid.  *® 

The  hematoxylin  bodies  are  the  counter- 
parts in  vivo  of  the  L.E.  bodies  seen  in  vitro. 
In  the  formation  of  an  L.E.  body,  a protein 
that  is  foreign  to  the  nucleus  enters  into  it. 
Histones  are  displaced  from  their  usual 
linkage  with  desoxyribose,  nucleic  acid 
resulting  in  their  susceptibility  to  degrada- 
tion, loss,  or  recombination  and  masking. 
The  foreign  protein  becomes  associated  with 
desoxyribose  nucleic  acid.  The  L.E.  phe- 
nomenon does  not  affect  the  desoxyribose 
nucleic  acid  molecule  primarily.  The  sub- 
strate cells  must  be  traumatized  previously. 
Actually,  the  desoxyribose  nucleic  acid  is  not 
depolymerized;  it  is  combined  with  a new 
protein  and  undergoes  further  changes  in  the 
tissues  leading  to  mature  hematoxylin 
bodies.  This  new  protein  may  be  derived 
from  gamma  globulin.  This  concept  has 
been  presented  by  Godman,  Deitch,  and 
Klemperer.  *® 

Ceppellini,  Polli,  and  Celada“  reported  a 
patient  with  systemic  lupus  erythematosus 
whose  serum  had  a factor  that  reacted  to 


purified  desoxyribose  nucleic  acid.  It  be- 
haved like  an  antibody.  Through  the  use 
of  the  fluorescent  antibody  technic,  Friou®*  ®® 
has  shown  that  it  is  a globulin  factor  that 
reacts  with  a nuclear  factor:  desoxyribo- 
nucleohistone.  This  same  technic  has 
shown  that  the  absorption  of  L.E.  serum 
with  nuclei  destroys  the  ability  of  the  serum 
to  produce  the  L.E.  phenomenon.  A globu- 
lin factor  is  destroyed  or  removed  by  the 
nuclei.  When  tissue  smears  are  processed 
with  L.E.  serum  and  then  treated  with 
fluorescent  antihuman  globulin,  the  nuclei 
obtain  a green  fluorescence  when  seen  with 
the  fluorescence  microscope.  When  the 
tissues  are  flooded  with  nonfluorescent 
antihuman  rabbit  globulin  after  exposure  to 
systemic  lupus  erythematosus  serum,  it 
becomes  impossible  then  to  stain  the  tissue 
with  a fluorescent  antibody.  The  globulin 
from  L.E.  serum  must  adhere  to  the  nuclei. 
This  property  is  not  shown  with  other  sera. 

Vascular  Lesions. — Most  organs  of  the 
body  may  be  involved  in  systemic  lupus 
erythematosus.  In  the  mildest  form,  there 
is  a deposition  of  homogeneous  eosinophilic- 
staining  material  (fibrinoid)  in  the  intima, 
media,  or  adventitia.  In  the  most  severe 
manifestations  there  is  complete  necrosis 
of  the  arterioles  and  small  arteries.  The 
lumen  may  be  narrowed  even  with  no 
changes  in  the  endothelium.  There  is  a 
fibroblastic  proliferation.  As  more  and 
more  fibrinoid  is  deposited,  the  lumen  is 
choked.  In  very  acute  fulminating  cases, 
vascular  necrosis  without  fibrinoid  is  seen. 
There  is  no  thrombosis. 

Skin. — In  the  early  stages  of  the  disease 
there  is  atrophy  of  the  epidermis,  capillary 
and  lymphatic  dilatation,  and  edema  in  the 
deeper  layers.  Other  changes  which  appear 
are  hyperkeratosis  with  keratotic  plugging 
of  hair  follicles  and  sweat  ducts,  thickening 
of  the  prickle  cell  layer  with  adjacent  areas 
of  atrophy,  liquefaction  necrosis  of  the  basal 
cell  layer,  and  perivascular  lymphocytic 
infiltration.  There  is  fibrinoid  degeneration 
of  the  ground  substance  and  fibers.  This  is 
all  followed  by  the  proliferation  of  degenera- 
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tive  fibroblasts — distorted,  pyknotic,  or 
necrotic. 

Kidneys. — The  typical  kidney  is  large, 
smooth,  and  has  surface  petechiae.  In  the 
glomeruli,  the  capillary  basement  mem- 
branes are  thickened  and  hyalinized,  be- 
coming very  eosinophilic,  the  so-called 
“wire  loops.”  Endothelial  proliferation 
may  be  profuse  enough  to  occlude  the 
glomerulus.  Actually,  the  “wire  loops” 
may  be  seen  in  subacute  or  chronic  glo- 
merulonephritis, but  in  these  latter  states 
the  changes  are  not  limited  to  the  glomeruli. 

By  the  use  of  the  electron  microscope  it 
can  be  seen  that  the  thickening  of  the  base- 
ment membrane  is  nodular.  In  the  early 
stages  the  epithelium  is  unaltered,  but  in 
later  stages  the  organization  of  the  foot 
processes  is  diminished.  The  final  result, 
as  in  nephritis,  is  glomerular  hyaliniza- 
tion.  It  has  been  shown  that  the  various 
capillary  thickenings,  hyaline  thrombi,  and 
“wire  loops,”  are  the  sites  of  deposition  of 
serum  gamma  globulins,  which  may  include 
the  L.E.  factor.  Antibodies  against  renal- 
localized  antigens  also  may  be  deposited. 
It  has  been  demonstrated  already  that  in 
positive  L.E.  preparations,  the  nuclei  of  the 
leukocytes,  while  undergoing  transformation 
and  subsequent  phagocytosis  to  form  L.E. 
cells,  are  also  the  sites  of  localization  of  a 
gamma  globulin  fraction. 

It  should  be  noted  that  only  the  glomer- 
ular changes  are  characteristic  of  systemic 
lupus  erythematosus.  In  progressive  cases 
death  usually  supervenes  before  renal  con- 
traction can  occur.  When  the  glomerular 
changes  are  severe,  the  tubules  are  then 
involved.  The  typical  nephrotic  syndrome 
may  be  seen,  or  a so-called  pseudonephrotic 
syndrome  with  a low  serum  cholesterol  and  a 
rapidly  progressive  course.^® 

Heart. — In  up  to  60  per  cent  of  cases 
there  is  an  endocarditis.  The  verrucae  are 
1 to  4 mm.  in  diameter,  which  may  become 
contaminated  with  bacteria  terminally.  The 
small  excrescences  are  seen  near  the  valve 
edges,  on  the  chordae  tendineae  cordis,  and 
on  the  papillary  muscles.  They  may  appear 
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on  either  side  of  a valve  leaflet.  Micro- 
scopically there  is  an  intense  valvulitis 
with  fibrinoid  degeneration,  necrosis,  and 
edema.  Hematoxyhn-staining  bodies  are 
.seen;  these  granular  basophilic  masses  are 
seen  in  other  organs.  Fibrinoid  changes 
may  be  seen  within  the  myocardium. 
Finally,  there  is  often  a fibrinous  pericarditis. 

Lungs. — The  parenchymal  changes  may 
be  chronic  interstitial  pneumonitis,  alveolar 
hemorrhages,  and  a basophilic  mucinous 
edema  of  the  alveolar  walls.  The  hyaline 
membrane  of  the  alveoli  is  involved  with 
focal  necrosis  of  alveolar  walls  and  capillary 
thrombi.  It  should  be  noted  that  this  is 
similar  to  rheumatic  pneumonitis,  poly- 
arteritis, and  anaphylaxis. 

Spleen. — There  is  periarterial  fibrosis  of 
the  central  arteries.  This  is  seen  as  con- 
centric rings  of  thick  collagen  fibers  with 
interstitial  fibroblasts  or  “onionskin  lesion.” 
This  lesion  is  highly  specific  for  systemic 
lupus  erythematosus. 

Other  Organs. — Vascular  changes  are 
found  in  skeletal  muscle,  peripheral  nerves, 
and  synovial  membranes.  Fibrinoid 
changes  may  be  seen  in  synovia  and  in  sub- 
synovial  connective  tissue.  Skeletal  muscle 
biopsies  frequently  reveal  extensive  vacuola- 
tion  of  muscle  fibers  with  hypertrophy  and 
hyperplasia  of  the  sarcolemma  nuclei.  These 
findings  are  usually  associated  with  high 
levels  of  serum  glutamic  oxalacetic  and 
pyruvic  transaminases.^® 

The  lymph  nodes  are  enlarged,  with  areas 
of  necrosis.  The  liver  can  show  fatty 
infiltration,  necrosis,  and/or  arterial  lesions. 
In  the  central  nervous  system  one  may  see 
vascular  lesions  with  perivascular  hemor- 
rhages. 

The  fundamental  lesion  in  systemic  lupus 
erythematosus  is  a fibrinoid  degeneration  of 
collagen. 

Clinical  Findings 

The  initial  picture,  often  insidious  in 
onset,  may  be  vague  and  nondescript. 
There  are  often  spontaneous  remissions. 
In  its  early  stages  the  di.sease  may  be  present 
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for  a long  time  unsuspected.  Haserick  has 
described  the  L.E.  diathesis,  manifested  by 
hypersensitivity  to  infections  and  drugs, 
photosensitivity,  recurrent  pneumonias,  psy- 
chiatric stress,  or  “idiopathic  epilepsy.”^ 

The  disease  is  usually  ushered  in  by 
malaise,  weight  loss,  fever,  skin  lesions, 
arthralgias,  lymphadenopathy,  visual  dis- 
turbances, pleurisy,  chest  pain,  and  by 
gastrointestinal,  urologic,  or  central  nervous 
system  symptoms.  In  all  cases,  at  one  time 
or  another,  fever  is  present. 

Skin. — ^In  most  recent  series,  the  typical 
butterfly  rash  has  been  seen  in  under  50 
per  cent  of  cases.  A few  cases  never  have  a 
rash.  At  first  there  are  patches  of  erythema 
over  the  malar  prominences  and  nose  which 
may  extend  to  the  ear  lobes,  anterior  triangle 
of  the  neck,  back,  chest,  shoulders,  arms, 
hands,  fingers,  or  feet.  The  eruption  is 
usually  symmetrical.  An  intense  erythema 
has  been  described  about  the  nail  bed. 
Petechiae  and  telangiectasia  often  appear 
in  the  midst  of  the  erythema.  Other  fairly 
characteristic  lesions  are  mucocutaneous 
ulcers,  silvering  of  the  vermillion  border  of 
the  lips,  hives,  erythema  nodosum,  purpura, 
plaques  of  the  buccal  mucosa,  and  even 
subcutaneous  nodules. 

In  chronic  discoid  lupus,  one  usually  sees 
one  or  more  mildly  indurated,  scaly,  reddish 
plaques,  which  may  clear  in  the  center  with 
atrophic  changes  and  telangiectasia.  Lifting 
of  the  scales  carries  away  the  keratotic 
plugs.  Hair  follicles  and  sweat  gland  ducts 
are  blocked.  This  lesion  may  heal  with  a 
pigmented  residue.  The  most  frequent  loci 
for  the  discoid  lesion  are  the  face,  nose, 
ears,  and  lower  lip.  The  scalp  may  be  in- 
volved with  resultant  alopecia.  At  any 
time  the  discoid  variety  may  develop  into 
systemic  lupus  erythematosus. 

Muscles  and  Joints. — Symptoms  refer- 
able to  the  muscles  and  joints  are  prominent 
and  early.  About  90  per  cent  of  patients 
have  arthralgias,  but  up  to  30  per  cent  have 
joint  changes.  The  joints  involved  are 
similar  to  those  involved  in  rheumatic  fever 
or  rheumatoid  arthritis:  hands,  wrists,  el- 


bows, shoulders,  ankles,  knees,  spine,  and 
hips.  The  usual  signs  of  arthritis  are  pres- 
ent. They  may  come  and  go  and  be  indis- 
tinct from  rheumatoid  arthritis.  The  re- 
sponse to  salicylates  is  not  as  consistent!}' 
good  as  in  rheumatic  or  rheumatoid  arthritis. 
Radiologically  the  joints  are  usually  normal, 
except  for  soft  tissue  atrophy  and  a slight 
narrowing  of  the  joint  space.  In  late  stages, 
x-ray  films  may  reveal  some  destructiv'c 
changes. 

Circulatory  System. — Clinical  evidence 
of  cardiovascular  involvement  is  present  in 
over  50  per  cent  of  cases.  The  sterile 
verrucous  endocarditis  was  first  described  by 
Libman  and  Sacks.  * After  awhile  there  is  a 
fibrinous  pericarditis.  Systolic  murmurs  are 
common,  diastolic  murmurs  less  common. 
Clinical  and  pathologic  findings  of  the  heart 
are  poorly  correlated.  Myocardial  involve- 
ment produces  dyspnea,  orthopnea,  cardio- 
megaly,  and  failure.  Occasionally  there  is 
gallop  rhythm  and  hypertension.  Arrhyth- 
mias are  uncommon. 

Pericarditis  is  found  more  often  at 
necropsy  than  in  life.  There  may  be 
the  usual  chest  pain  and  friction  rub. 
Massive  effusions  are  rare.  Some  of  the 
electrocardiographic  changes  may  be  an 
increase  in  PR  interv'al  and  in  Q-T  interval 
or  in  inverted  or  low  T waves  with  changes  in 
the  electrical  axis.  Radiologically  the  heart 
size  varies  from  time  to  time  owing  to 
pericarditis,  endocarditis,  and,  especially, 
myocarditis.  Raynaud’s  disease  may  be 
present. 

Lungs. — Pleural  or  parenchymal  involve- 
ment is  present  in  the  vast  majority  of  cases. 
Pleurisy,  with  or  without  effusion,  is  often  an 
early  sign  and  the  first  evidence  of  a general- 
ized polyserositis.  The  pulmonary  involve- 
ment produces  a dry  cough  and  fine  or  coarse 
rales.  Of  course,  terminally,  secondary 
bacterial  invaders  take  over. 

The  x-ray  findings  of  pleuritis  may  vary 
from  costophrenic  sulcus  blunting  to  a rare 
massive  effusion.  Since  the  fluid  is  rich  in 
fibrin,  it  forms  sharply  angulated  collections. 
Pleural  pain  may  be  present  with  negative 
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chest  x-ray  findings.  Pneumonitis  may 
show  up  as  acute  patches  or  a chronic  hori- 
zontal atelectatic  plaque,  both  usually  at 
the  bases. 

Gastrointestinal  Tract. — There  may 
be  nausea,  vomiting,  anorexia,  abdominal 
pains,  hematemesis,  or  melena.  Ascites  is 
occasionally  seen,  as  well  as  a sterile  peri- 
tonitis, perihepatitis,  or  perisplenitis.  Acute 
intestinal  and  peritoneal  inflammation  and 
edema  may  mimic  an  acute  condition  of  the 
abdomen.  Plain  films  may  show  evidence 
of  an  adynamic  ileus,  distention,  and  small 
amounts  of  free  fluid.  Barium  studies  show 
hypotonicity,  poor  peristalsis,  and  mild  dila- 
tation. 

Liver,  Pancreas,  Spleen,  Lymph  Nodes. 
— Many  of  the  symptoms  described  in  the 
preceding  paragraph  are  due  to  involvement 
of  the  fiver,  pancreas,  spleen,  or  lymph 
nodes.  The  fiver  may  be  tender,  but  ic- 
terus is  unusual.  Acute  pancreatitis  has 
been  described.  Splenomegaly  is  unusual. 
From  one  third  to  two  thirds  of  patients  have 
clinical  lymphadenopathy : axillary,  ab- 

dominal, thoracic,  or  cervical. 

Genitourinary  Tract. — Lupus  patients 
are  unusually  susceptible  to  urogenital 
infections.  In  all  patients  there  is  some 
renal  involvement.  The  urinary  sediment 
may  show  red  cells,  red  cell  casts,  oval  fat 
bodies,  and  waxy  casts.  Albuminuria  is 
very  common.  The  concentration  power 
and  phenolsulfonphthalein  excretion  are 
well  maintained  until  late  in  the  disease. 
Clinically  these  patients  may  present  a 
nephrotic  syndrome,  albeit  the  serum  choles- 
terol is  normal.  Late  in  the  course  of  the 
disease  the  blood  pressure  may  become  ele- 
vated. 

Central  and  Peripheral  Nervous  Sys- 
tems.— There  may  be  frank  psychiatric 
changes,  as  well  as  convulsions,  choreiform 
movements,  aphasia,  meningismus,  and  pa- 
ralysis. Psychotic  episodes  are  quite  com- 
mon. Coma  appears  near  the  end.  These 
patients  have  been  misdiagnosed  as  having 
epilepsy.  The  vascular  lesions  are  found 
chiefly  in  the  gray  matter.  Paresthesias, 


motor  weakness,  and  loss  of  touch  and  of 
vibratory  sensation  may  signify  peripheral 
neuropathy.  The  deep  tendon  reflexes  may 
be  hyperactive,  with  ankle  clonus  and  posi- 
tive Babinski’s  signs.  The  spinal  fluid  may 
have  increased  protein,  polynucleosis,  and 
lymphocytosis. 

Eyes. — One  third  of  the  cases  have 
fundal  changes.  These  may  consist  of 
exudates,  hemorrhages,  papilledema,  and 
central  vein  occlusion.  There  may  be  con- 
junctivitis, episcleritis,  petechiae,  and  cor- 
neal erosions.  The  retinal  changes  are  re- 
lated to  the  vascular  disease,  not  hyperten- 
sion. The  retinal  hemorrhages  are  not 
specific,  being  located  chiefly  near  the  disk 
or  macula.  Some  rarer  findings  are  hyper- 
emia, sclerosis,  arterial  perivasculitis,  seg- 
mental periphlebitis,  vascular  fibrosis,  retinal 
atrophy,  and  detachment.  The  so-called 
cytoid  bodies  are  white  patches. 

Laboratory  Findings 

Red  Blood  Cells. — There  is  a drop  in  the 
number  of  red  blood  cells  resulting  from 
blood  loss,  renal  insufficiency,  infection,  or 
anorexia.  The  anemia  is  usually  normocytic 
and  normochromic,  and  it  may  be  hemolytic. 
In  the  absence  of  massive  blood  loss,  uremia, 
or  hemolytic  crisis,  the  anemia  is  not  very 
rapidly  progressive. 

With  hemolysis,  the  hemoglobin  concen- 
tration falls  and  the  reticulocytes  increase. 
There  is  splenic  hyperplasia  and  a positive 
result  from  the  Coombs’  test.  Hyper- 
splenism is  probably  not  a factor.  What  is 
most  likely  is  that  the  red  blood  cells  are 
coated  with  an  abnormal  protein  and  then 
destroyed.  After  steroid-induced  remissions 
the  Coombs’  test  results  may  remain  posi- 
tive. Because  these  patients  tend  to  form 
antibodies  to  blood  groups  very  easily, 
transfusions  should  be  given  only  in  dire 
necessity.^* 

White  Blood  Cells. — There  is  usually  a 
leukopenia  of  under  5,000,  unless  there  is  a 
complicating  infection.  There  may  be  a 
granulocytosis  with  lymphopenia  and  eosino- 
penia. 


390 


New  York  State  J.  Med. 


SYSTEMIC  LUPUS  ERYTHEMATOSUS 


Platelets. — Purpura  and  petechiae  are 
common,  but  there  may  be  hemorrhagic 
manifestations  with  or  without  thrombo- 
cytopenia. In  up  to  half  of  all  cases  there  is 
thrombocytopenia.  Many  cases  are  labeled 
idiopathic  thrombocytopenic  purpura  for 
years.  An  L.E.  preparation  should  be  made 
in  all  cases  prior  to  splenectomy. 

Plasma  Proteins. — Most  cases  have  an 
increased  serum  globulin,  even  as  high  as  8 
Gm.  per  100  ml.  In  about  half  the  cases 
there  is  a hypoalbuminemia.  The  globulin 
rise  is  restricted  to  the  gamma  fraction. 
The  fibrinogen  is  also  increased.  These 
protein  changes  are  responsible  for  the  ele- 
vated sedimentation  rate  and  the  positive 
cephalin  flocculation  test  results.  There 
may  even  be  an  increase  in  heterophile  anti- 
bodies. The  high  sedimentation  rate  may 
even  persist  in  remissions. 

Serologic  Tests  for  Syphilis. — False 
positive  test  results  for  syphilis  were  first 
reported  by  Gennerich  in  1922.®  Such  a 
serologic  abnormality  sometimes  antedates 
the  clinical  disease  by  years.  A positive 
serologic  test  result  and  a negative  trepone- 
mal immobilization  test  finding  constitute  a 
false  positive  reaction.  Acute  false  positive 
reactions  are  seen  after  many  unrelated  in- 
fections, and  they  revert  within  six  months. 
In  chronic  reactors  there  is  no  infection  and 
the  false  positive  reaction  persists.  Nearly 
half  of  chronic  false  positive  reactors  contain 
systemic  lupus  erythematosus  or  will  ul- 
timately develop  the  disease. 

L.  E.  Cell  and  L.  E.  Rosette  Phe- 
nomenon.— In  1948  the  L.  E.  cell  was  dis- 
covered in  the  marrow  by  Hargraves, 
Richmond,  and  Morton.’'  This  finding  was 
confirmed  by  Haserick  and  Bortz.®®  The 
phenomenon  is  due  to  the  reaction  of  a 
factor  in  the  patient’s  plasma  with  any 
white  blood  cells.  The  L.E.  cell  is  a mature 
leukocyte  with  a homogeneous  reddish- 
purple  inclusion  body.  This  cell  is  usually  a 
neutrophil,  but  other  leukocytes  can  do. 
The  inclusion  body  is  partially  depolymer- 
ized  desoxyribosc  nucleic  acid  derived  from 
nuclear  material  of  neutrophils,  lympho- 


cytes, or  other  cells.  It  is  then  phagocytosed 
by  normal  cells.  The  L.E.  cell  then  balloons 
out,  and  its  nucleus  is  pushed  to  the  pe- 
riphery, signet  ring  style.  The  cytoplasm 
remains  a thin  crescent  surrounding  the 
inclusion  body.  As  was  mentioned  previ- 
ously, some  feel  that  desoxyribose  nucleic 
acid  is  not  depolymerized  but  is  combined 
with  a new  protein  and  further  changed. 

The  L.E.  rosette  consists  of  normal- 
appearing leukocytes  that  surround  the 
reddish  staining  mass.  Other  extracellular 
masses  may  be  seen  with  no  white  blood 
cells. 

To  recapitulate,  the  following  factors  are 
needed  for  the  L.E.  phenomenon:®®  (1) 
a plasma  factor  associated  with  the  gamma 
globulin  fraction;  (2)  nuclear  material  de- 
rived from  the  nuclei  of  polymorphonuclear 
leukocytes,  which  is  chemotactic  to  phago- 
cytes; and  (3)  phagocytes  from  any  source, 
which  cluster  about  the  nuclear  material 
and  engulf  it.  The  successful  cell  becomes 
the  L.E.  cell.  The  cluster  is  the  rosette. 

The  plasma  factor  must  come  from  a sys- 
temic lupus  erythematosus  patient.  Co- 
agulation accentuates  the  phenomenon,  but 
it  can  be  demonstrated  even  in  the  presence 
of  anticoagulants.  The  cellular  material 
must  be  maintained  in  vitro  for  a time  suffi- 
cient for  the  reaction  to  take  place.  It 
may  be  necessary  for  a platelet  factor  to  be 
present  to  activate  the  L.E.  cell.  This 
may  be  the  same  as  the  plasma  thrombo- 
plastin of  Campbell  and  Stefanini,  or  the 
serum  cofactor  of  Kurnick.®  ®^ 

The  buffy  coat  of  clotted  blood  is  most  of- 
ten utilized.  Careful  scrutiny  is  required 
since  the  phenomenon  may  be  seen  only 
intermittently.  The  plasma  L.E.  factor 
has  been  found  in  serous  and  cerebrospinal 
fluids,  blister  fluids,  and  urine.  The  L.E. 
factor  can  cross  the  placental  barrier.  It 
is  the  rare  proved  case  that  has  a negative 
L.E.  test  result.  False  positive  test  results 
have  been  reported  in  miliary  tuberculosis, 
pernicious  anemia,  leukemia,  hemolytic  ane- 
mia (?),  multiple  myeloma,  amyloidosis, 
dermatitis  herpetiformis,  penicillin  sensi- 


February  1,  1961 


391 


SIDNEY  REIFF 


tivity,  and  in  hydralazine  toxicity  or  iatro- 
genic systemic  lupus  erythematosus.  Some 
cases  of  lupus  erythematosus  first  demon- 
strate positive  test  results  after  steroid 
therapy. 

Diagnosis 

The  overworked  phrase  “high  index  of 
suspicion”  applies  particularly  in  systemic; 
lupus  erythematosus.  It  must  always  be 
considered  in  every  case  of  rheumatic  fever 
and  of  rheumatoid  arthritis.  In  any  female 
in  the  reproductive  years  with  fever,  malaise, 
arthralgias,  myalgias,  and  with  or  without 
skin  lesions,  lupus  is  suspect.  In  typical  or 
atypical  forms  of  thrombocytopenic  purpura, 
hemolytic  anemia,  nephritis,  gastrointestinal 
bleeding,  serositis,  lymphadenopathy,  epi- 
lepsy, psychosis,  especially  with  false  posi- 
tive tests  for  syphilis,  leukopenia,  and 
elevated  sedimentation  rate,  one  must  think 
of  lupus. 

Course 

The  disease  is  ultimately  fatal,  although 
cases  have  been  reported  continuing  for  up 
to  twenty  years.  About  80  per  cent  die 
within  five  years  of  the  onset.  Fulminating 
cases  may  terminate  in  several  weeks. 
Spontaneous  remissions  may  last  for  from 
months  to  years.  Relapses  may  be  precipi- 
tated by  exposure  to  sun,  infections  or  by 
drug  hypersensitivity.  Pregnancy  often  in- 
duces a remission.  Steroids  have  helped 
prolong  remissions  and  to  make  relapses  less 
critical.  Antibiotics  have  been  of  great 
help  with  infections. 

Death  is  due  to  involvement  of  one  or 
more  vital  systems  or,  rarely,  to  sepsis.^® 

Treatment 

There  is  no  known  cure  for  systemic  lupus 
erythematosus.  One  must  maintain  ade- 
quate nutrition  and  provide  physical  rest 
during  the  acute  phases.  Cardiac  failure, 
pain,  and  infection  are  treated  in  the  usual 
fashion.  Transfusions  are  given  sparingly 
and  only  when  urgently  needed.  Sulfona- 
mides are  used  rarely  and  only  when  all  else 


has  been  tried.  Penicillin  should  be  used  f 
sparingly.  Exposure  to  sun  or  ultraviolet  | 
light  must  be  prohibited. 

Corticosteroids  have  been  more  effective  I 
than  in  other  collagen  diseases.  All  except 
renal  manifestations  are  controlled  promptly 
with  adequate  dosage.  Positive  serologic 
results  revert  in  20  to  30  per  cent  of  cases. 
L.E.  cells  do  not  disappear  entirely.  When 
present,  hemolytic  anemia  and  thrombo- 
cytopenia also  respond,  but  the  positive 
Coombs’  test  results  remain.  If  the  sedi- 
mentation rate  remains  elevated,  either  the 
dosage  is  inadequate,  there  is  renal  insuffi- 
ciency, or  there  is  some  complication.  In 
about  half  the  cases  the  serum  globulin  is 
reduced.  Although  underlying  renal  dis- 
ease progresses,  symptoms  of  the  nephrotic 
syndrome  may  respond.  Nitrogen  mus- 
tards have  been  used  in  these  cases  too. 

With  prednisone  or  prednisolone,®^'^*  40  to 
60  mg.  per  day  is  the  initial  dose,  and  10  to 
15  mg.  the  maintenance  dose.  With  methyl- 
prednisolone  or  triamcinolone,  32  to  48  mg. 
per  day  is  the  starting  dose  and  8 to  24  mg. 
the  maintenance  dose.  Cortisone  is  not 
used  any  more.  When  ACTH  is  used,  it 
may  be  given  as  the  aqueous  solution,  25  to 
50  units  intramuscularly  every  six  hours.  | 
As  a slow  intravenous  drip,  20  to  40  units  I 
may  be  used  over  an  eight-hour  period.  ' 
The  long-acting  gel  may  be  used  up  to  40 
units  twice  a day  initially,  with  10  to  40 
units  daily  thereafter. 

Although  the  exact  mechanism  of  the 
action  of  steroids  is  unknown,  it  is  probably 
due  to  the  suppression  of  harmful  intra- 
cellular enzyme  processes.  Although  con- 
gestive heart  failure  and  tuberculosis  have 
been  considered  contraindications  for  ster- 
oids, in  exceptional  cases  antituberculous 
drugs  may  be  used  concomitantly.  The 
newer  drugs  may  be  used  in  heart  failure, 
aided  by  sodium  restriction  and  diuretics. 

The  newer  steroids  produce  less  sodium 
and  water  retention  and  obviate  the  need 
for  potassium  replacement.  H3^perglycemia 
and  glycosuria  are  reversible.  Osteoporosis 
must  be  watched  for  because  of  the  possi- 
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bility  of  rib  fracture  or  of  vertebral  collapse. 
In  such  cases,  male  patients  should  receive 
testosterone  and  females  testosterone  plus 
estrogens.  Occasional  patients  develop  psy- 
chosis, peptic  ulcer  with  bleeding  or  per- 
foration, or  tuberculous  reactivation.  Peptic 
ulcers  often  heal  on  an  ulcer  regime  even  if 
steroids  are  continued.  Hypochloremic  hy- 
pokalemic alkalosis  with  cardiac  arrhyth- 
mias was  formerly  a problem  with  the  older 
agent,  cortisone.  Dystrophy  of  the  thigh 
and  girdle  muscles  has  been  described. 

The  antimalarial  agents  were  first  sug- 
gested by  Page  in  1951,^^  although  quin- 
acrine  was  used  in  discoid  lupus  ten  years 
before.^'®'’  Either  quinaci’ine  or  chloraquine 
may  be  used  (250  to  500  mg.  per  day). 
These  drugs  are  not  as  good  as  the  steroids, 
although  they  are  particularly  efficacious 
for  the  rash. 

There  is  still  not  enough  time  to  know 
whether  steroids  prolong  life. 

Case  Report 

This  case  horn  personal  files  is  presented  be- 
cause it  illuminates  many  of  the  features  of  the 
disease  under  discussion. 

A twenty-five-year-old  Negress  was  first  seen 
on  September  17,  1948.  The  complaint  at  that 
time  was  pain  in  the  right  chest  and  e.xertional 
dyspnea.  Her  past  history  revealed  joint  pains 
at  eighteen  years  of  age  with  arthritis  of  the 
knees  at  twenty-three  years  of  age.  A chest 
roentgenogram  taken  at  a municipal  hospital  ten 
months  previously  was  said  to  show  negative 
findings.  One  month  before  she  had  had  an 
attack  of  right  flank  pain  that  was  diagnosed  as 
pleurisy  by  another  physician.  She  had  had  an 
uncomplicated  pregnancy  completed  four  months 
ago. 

A physical  e.xamination  revealed  only  evidence 
of  right  pleural  effusion.  This  was  confirmed  by 
a chest  .x-ray  film.  The  sedimentation  rate  was 
34  mm.  per  hour.  (Westergren),  hemoglobin  11 
Gm.,  red  blood  count  4.05  million,  and  white 
blood  count  3,550  per  100  ml.  with  a normal  dif- 
ferential. The  urinalysis  results  were  normal. 
The  patient  was  referred  to  the  Brooklyn  Jewish 
Hospital  where  nothing  further  was  revealed  so 
far  as  the  etio  ogy  of  this  syndrome  was  concerned. 
An  urticarial  eruption  developed  there,  and 


there  were  scattered  multiple,  palpable  lymph 
nodes. 

Up  until  this  point  the  development  of  the 
.syndrome  is  apparent : arthritis,  serous  effusion, 
leukopenia,  elevated  sedimentation  rate,  lymph- 
adenopathy,  remission  during  pregnancy,  and  a 
hypersensitivity  state  (urticaria).  In  the  summer 
of  1 949  the  patient  was  readmitted  to  the  Brook- 
lyn Jewish  Hospital  for  severe  anemia,  hemolytic 
in  type.  She  received  several  transfusions  of 
blood. 

The  patient  was  seen  ne.xt  on  August  5,  1950. 
She  offered  no  complaints.  She  was  taking  an 
iron  preparation.  Her  red  blood  count  was 
2.75  million,  white  blood  count  5,8.50,  there  were  5 
eosinophils  m an  otherwise  normal  smear,  and  the 
hemoglobin  was  12.5  Gm.  At  this  time  a chest 
x-ray  film  revealed  diffuse  cardiac  enlargement 
with  horizontal  platelike  atelectasis  at  the  right 
base.  A sternal  marrow  e.xamination  showed 
normal  findings.  When  iron  and  crude  liver 
e.xtract  were  administered  intramuscularly  her 
red  blood  count  rose  to  4.1  million.  On  September 
17,  1952,  her  chest  .x-ray  film  showed  no  change, 
her  red  blood  count  had  fallen  to  3.1 1 million,  and 
her  white  blood  count  was  2,200.  In  December, 
1952,  a purulent  infection  of  the  right  middle 
finger  healed  with  little  difficulty.  Over  the 
next  few  years  she  felt  well  and  gained  consider- 
able weight.  On  February  18,  1956,  she  was  seen 
by  a well-known  hematologist  who  found  only 
mild  secondary  anemia.  On  December  7,  1956, 
her  sedimentation  rate  was  106  mm.  per  hour, 
there  was  a 1 plus  albuminuria,  and  the  next 
day  she  had  a strongly  positive  L.E.  preparation 
test  result.  On  February  1,  1957,  her  serum 
albumin  was  4 Gm.  per  100  ml.,  and  the  globulin 
was  8.5  Gm.  per  100  ml.  There  were  aches  in 
the  knees.  After  this  arthralgias  and  myalgias 
became  more  frequent. 

Finally,  on  July  13,  1957,  because  of  the  fact 
that  her  joint  pains,  fevers,  and  weakness  would 
respond  to  salicylates  no  longer,  she  was  placed 
on  steroids.  Prednisolone  was  used  initially 
and  the  subjective  response  was  e.xcellent.  She 
was  maintained  on  about  10  mg.  daily  with  a 
drop  of  her  sedimentation  rate  to  69  mm.  per 
hour  in  six  weeks. 

On  January  29,  1958,  while  on  15  mg.  of 
prednisolone  she  began  to  have  severe  joint  pains, 
and  so  she  was  placed  on  chloraquine,  with  a 
satisfactory  subjective  response.  An  urticarial 
eruption  came  and  went  while  she  was  on  the 


February  1,  1961 


393 


SIDNEY  REIFF 


drug.  Despite  increasing  doses  she  began  to 
develop  fever  and  arthritis.  On  June  21,  1958, 
a raised  red  lesion  appeared  overlying  the  right 
tibia.  She  was  then  placed  on  methyl- 
prednisolone.  She  contined  to  do  well  on  from 
6 to  8 mg.  of  this  latter  drug.  On  October  24, 
1958,  her  sedimentation  rate  was  76  mm.  per 
hour.  On  November  26, 1958,  the  serum  albumin 
was  5.1  Gm.  per  100  ml.  and  the  globulin  was  4.7 
Gm.  per  100  ml.  A VDRL  test  gave  negative 
results.  Finally,  in  June  of  1959,  despite  in- 
creasing doses  of  methylprednisolone  to  16  mg. 
per  day,  she  had  considerable  arthritis  and 
marked  temperature  elevations.  At  this  point 
she  was  readmitted  to  the  Brooklyn  Jewish 
Hospital. 

The  course  at  this  hospitalization  was  remark- 
able for  the  very  large  doses  of  steroids  required 
for  control,  as  much  as  100  to  150  mg.  of  pred- 
nisone per  day.  While  she  was  in  the  hospital 
she  developed  frank  psychotic  behavior,  for  which 
she  was  transferred  to  the  Kings  County  Hos- 
pital. Her  psychosis  gradually  came  under  con- 
trol, and  she  required  progressively  smaller 
doses  of  steroids  for  control  of  the  disease.  Sub- 
sequently she  developed  frank  diabetes  mellitus 
which  persisted  despite  the  reduction  of  steroid 
dosage.  At  the  present  time  she  is  taking  50 
units  of  NPH  insulin,  and  her  systemic  lupus 
erythematosus  is  controlled  with  011I3'  5 mg.  per 
day  of  prednisone. 

In  addition  to  the  manifestations  of  the  disease 
previously  enumerated,  we  may  add:  positive 
L.E.  test  findings;  albuminuria;  psychosis;  and 
an  atypical  skin  eruption  which  developed  at  the 
Kings  County  Hospital,  was  present  on  the  trunk 
only,  and  has  since  disappeared.  The  diabetes 
must  be  considered  as  an  unrelated  occurrence, 
])ossibly  brought  out  by  the  corticosteroids. 
Up  to  this  point,  this  patient  has  had  her  disease 
at  lea.st  eighteen  years,  dating  from  the  onset 
of  related  sjTOptoms.  There  must  be  a re- 
appraisal of  our  estimates  of  prognosis  now  that 
man}'  cases  ar(>  being  diagnosed  that  had  formerly 
been  missed. 

Summary 

1.  The  recent  literature  on  systemic 
lupus  erythematosus  has  been  reviewed. 

2.  A verified  case  is  presented  that  has 
lasted  eighteen  years,  to  this  writing. 

3.  With  better  diagno,sis  and  the  use  of 
steroids  and  antibiotics,  when  needed,  the 


formerly  grim  prognosis  may,  in  many 
cases,  be  revised  to  a far  more  favorable  one. 

Addendum 

The  patient  described  expired  on  August 
13,  1960,  after  a brief  febrile  period.  The 
autopsy  findings  were  not  available  at  the 
time  of  this  writing. 

395  Ocean  Avenue,  Brooklyn  26 
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Current  Concepts  in  the  Physical  Management  of 

Arthritis 
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{From  the  Jewish  Chronic  Disease  Hospital,  Brooklyn,  and  Flower  and  Fifth  Avenue  Hospitals,  New  York  City) 


^ I ''here  is  hardly  an  area  in  the  clinical 
practice  of  medicine  in  which  adequate 
comprehensive  care  is  more  important  than 
in  the  management  of  the  arthritic  patient. 
Such  care  might  well  mean  the  difference 
between  comfort  and  pain  and  between  self- 
sufficiency  and  total  dependency. 

The  armamentarium  available  to  the 
physician  includes:  pharmacologic  prepara- 
tions, physical  medicine  modalities,  ortho- 
pedic devices,  surgery,  psychotherapy,  and 
services  that  can  be  rendered  by  various 
paramedical  personnel,  such  as  vocational 
counselors  and  medical-social  workers. 

The  treatment  of  the  arthritic  patient 
must  be  based  on  medical  evaluation.  Ini- 
tially, the  primary  responsibility  of  the  clini- 
cian is  to  establish  a diagnosis  based  on  some 
acceptable  classification.  Because  of  the 
inherent  difficulties  resulting  from  obscure 
etiologies,  many  classifications  have  been 
suggested.  The  most  useful  appears  to  be 
that  which  has  been  adopted  officially  by 
both  the  American  Rheumatism  Association 
and  The  Standard  Nomenclature  of  Diseases 
and  Operations.' 

Phases  of  the  medical  evaluation  proce- 
dure which  are  most  essential  for  adequate 
treatment,  record-keeping,  and  follow-up 
include  appraisal  of  the  patient’s  symptoms, 
measurement  of  the  range  of  motion  of 
affected  joints,  manual  muscle  testing  to 
assess  motor  power,  and  estimation  of  the 
patient’s  functional  status.  Psychosocial 
investigation,  including  consideration  of  the 
p.sychologic,  social,  and  vocational  factors, 
must  also  be  included.^ 

Presented  at  the  154th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  Section  on  Physical  Medicine,  May  12,  1960. 


If  they  are  based  on  such  comprehensive 
study,  therapeutic  goals  can  be  proposed  and 
suitable  treatment  instituted.  Repeated 
re-evaluation  is  mandatory,  so  that  the 
therapeutic  regimen  can  be  modified  from 
time  to  time  to  meet  the  changing  needs 
of  the  individual  patient. 

Despite  the  considerable  and  basic  differ- 
ences among  the  various  arthritides,  a factor 
common  to  all  is  their  musculoskeletal 
effects.  It  is  because  of  this  common  de- 
nominator that  it  is  possible  to  propose  a 
system  of  symptomatic  therapy  based  on  the 
establishment  of  therapeutic  goals  for  vir- 
tually all  arthritic  patients. 

A number  of  reports  in  the  literature  em- 
phasize the  importance  of  setting  goals  to 
facilitate  the  prescribing  of  an  appropriate 
therapeutic  regimen. PauP  lists  as  the 
aims  of  therapy:  the  suppression  of  acute 
flares,  the  maintenance  of  function,  the  re- 
duction of  pain,  the  prevention  of  marked 
muscle  atrophy  or  shortening,  and  activities 
of  daily  living.  Cobb^  includes  as  treatment 
goals:  the  preservation  of  a normal  range  of 
motion  of  the  joints,  the  maintenance  of  the 
strength  of  the  muscles  supporting  the  joints,  | 
improvement  in  the  performance  of  those 
activities  of  daily  living  which  are  necessary 
for  self-sufficiency,  the  maintenance  of 
general  musculoskeletal  facility,  the  relief 
of  pain  and  inflammation,  and  the  support  of 
general  health  and  well-being.  Pollej^’s® 
objectives  of  treatment  in  rheumatoid  arthri- 
tis are:  to  prevent  or  lessen  deformity,  to 
relieve  symptoms,  and  to  shorten  the  dura- 
tion of  the  disea.se  if  pos.sible.  Rusk®  lists 
as  objectives  of  therap}’^:  analgesia,  the 

maintenance  of  a normal  range  of  motion, 
the  maintenance  of  normal  power  in  muscles 
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about  involved  joints,  and  the  protection  of 
joints  against  additional  trauma.  Bowie’ 
gives  as  objectives  of  physical  medicine  the 
following:  to  relieve  symptoms,  to  shorten 
the  duration  of  disability,  and  to  prevent  or 
correct  deformity. 

Objectives  of  Therapy 

It  is  the  purpose  of  this  paper  to  list  si.x 
objectives  of  therapy  that  are  both  simple 
and  comprehensive,  and  to  indicate  with 
some  specificity  how  a therapeutic  regimen 
can  be  planned  in  an  attempt  to  reach  these 
objectives  or  goals.  The  objectives  of 
therapy  are  as  follows:  (1)  arrest  disease, 
diminish  activity  of  the  disease,  or  shorten 
its  duration;  (2)  relieve  symptoms;  (3) 
prevent  deformity;  (4)  correct  deformit)^; 
(5)  improve  function;  and  (6)  achieve 
total  rehabilitation. 

Arrest  Disease,  Diminish  Disease  Ac- 
tivity, OR  Shorten  Its  Duration. — Un- 
fortunately, the  goal  of  arresting  the  disease 
or  of  diminishing  or  shortening  the  duration 
of  the  disease  activity  is  not  easily  obtained. 
Pharmacologic  preparations  such  as  gold 
salts  and  corticosteriods  for  rheimiatoid 
arthritis  and  antibiotics  for  acute  specific 
infectious  arthritis  may  be  very  helpful  in 
this  regard.  Rheumatoid  spondylitis  may 
be  much  benefited  by  roentgen  therapy, 
although  this  form  of  treatment  is  less 
popular  than  it  was  formerly. 

Fever  therapy,  once  enjoying  some  degree 
of  popularity  in  the  treatment  of  rheumatoid 
arthritis,  is  today  rarely  used  as  such.  A 
milder  variation  of  this  type  of  treatment  in 
the  form  of  full  body  hydrotherapy  is,  how- 
ever, quite  useful,  often  having  a salutary 
effect.  It  is  used  as  Hubbard  tank  therapy 
with  the  temperatures  of  the  water  ranging 
from  100  to  104  F.  for  from  ten  to  twenty 
minutes.  By  making  use  of  the  bathtub, 
this  form  of  therapy  is  freely  available  in 
most  homes.  In  some  cases  it  appears  to  be 
of  more  than  symptomatic  benefit. 

There  are  some  instances  of  degenerative 
joint  disease  which  are  secondary  to 
mechanical  derangements.  Correction  of 


these  biomechanical  effects  may  result  in 
some  retardation  of  the  degenerative 
changes;  as  examples,  one  may  cite  the 
correction  by  a shoe  lift  of  a shortened  ex- 
tremity and  its  effect  on  the  hypertrophic 
changes  induced  by  a lateral  spinal  devia- 
tion. 

Relieve  Symptoms. — The  major  com- 
plaints of  patients  with  arthritis  are  pain 
and  stiffness.  Pharmacologic  preparations 
are  very  useful  in  trying  to  relieve  symp- 
toms. Colchicine  for  acute  gouty  arthritis, 
salicylates,  corticosteriods,  and  phenyl- 
butazone for  various  arthritides  are  examples 
of  this  type  of  therapy.  Roentgen  therapy 
for  rheumatoid  spondylitis  is  often  an  effec- 
tive measure.  The  correction  of  postural 
and  biomechanical  faults,  as  mentioned 
previously,  may  be  symptomatically  useful. 

Physical  modalities,  particularly  thermo- 
therapy, are  very  useful  adjuncts  in  the 
management  of  arthritis.  The  application 
of  heat  induces  dilatation  of  blood  vessels, 
increases  blood  flow,  induces  relaxation  of 
muscle  spasm,  increases  metabolic  activity 
at  the  tissue  level,  and  is  analgesic.  Full 
body  hydrotherapy  as  described  earlier, 
given  perhaps  three  times  weekly,  is  often 
gratefully  received  by  the  patient.  If  a 
Hubbard  tank  is  available,  it  has  the  further 
advantage  of  permitting  therapeutic  exer- 
cises at  the  same  time.  Many  patients 
learn  through  experience  that  if  they  take 
a warm  bath  on  arising  it  diminishes  their 
period  of  morning  stiffness  and  tends  to 
alleviate  their  pain. 

Locally  administered  heat  is  an  effective 
symptomatic  measure.  The  various  thera- 
peutic modalities  which  are  available  may 
all  be  utilized.  Although  some  patients  pre- 
fer one  or  another  modality,  in  the  main, 
moist  heat  seems  to  have  the  best  patient 
acceptance.  Radiant  heat  lamps  are  simple 
and  effective  thermotherapeutic  devices. 
Hydrotherapy  using  a whirlpool  bath  has 
advantages  in  that  the  brisk  motion  of  the 
water  seems  to  enhance  the  analgesic  effect 
of  heating  and  higher  temperatures  can  be 
tolerated  in  a whirlpool  than  in  a nonagitated 
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bath.  Moist  heat  in  the  form  of  hot  packs 
is  extremely  useful  and  finds  a high  degree 
of  patient  acceptance.  Conversive  heating, 
such  as  can  be  obtained  with  short-wave 
diathermy,  microtherm  diathermy,  or  ul- 
trasound, is  probably  the  most  efficient 
method  of  heating  the  deep  tissues.  It  is 
most  useful  in  chronic  or  subacute  phases  of 
arthritis.  In  acute  inflammatory  diseases, 
the  resultant  increase  in  hyperemia  from 
deep  heating  often  increases  pain.  The 
paraffin  bath  is  quite  popular,  especially  for 
joints  of  the  hands  and  the  wrists.  It  is 
especially  useful  in  relieving  the  pain  of 
osteoarthritis  of  the  fingers  (Heberden’s 
nodes) . 

One  physical  modality  that  merits 
separate  attention  is  the  use  of  cervical 
traction  combined  with  thermotherapy  in 
cervical  osteoarthritis.  The  patient’s  re- 
sponse to  this  type  of  treatment  may  be  most 
gratifying. 

Prevent  Deformity. — The  prevention 
of  deformity  is  a most  important  goal. 
Much  of  the  deformity  seen  in  the  arthritic 
population  is  preventable.  However,  the 
physician  must  take  an  active  and  aggressive 
position,  even  before  any  deformation  ap- 
pears. It  is  essential  that  factors  which 
might  indicate  a tendency  toward  deformity 
be  sought  and  combated  vigorously.  Im- 
portant factors  include:  the  maintenance  of 
good  posture  in  lying,  sitting,  or  standing 
and  the  maintenance  of  strength  and  effi- 
ciency in  the  muscles  and  ligaments.® 

A limitation  of  the  range  of  motion,  even 
mild,  must  be  prevented  by  early  and  per- 
sistent therapeutic  exercises.  In  addition 
to  therapy  sessions  in  the  hospital,  clinic, 
or  physician’s  office,  home  exerci.ses  must 
be  insisted  on  and  adequate  instructions 
given  for  these. 

Mu.scle  weakness  is  cjuite  common  in  the 
various  arthritides.  It  is  (juite  regularly 
found  in  rheumatoid  arthritis.  In  the 
vicinity  of  osteoarthritic  joints,  detectable 
muscle  weakness  is  not  infrequently  noted. 
Attempts  to  correct  this  by  therapeutic 
exercise  of  the  resistive  type  should  be  made. 


It  is  useful  to  precede  exercise  therapy  by 
some  form  of  heat. 

Splints  are  an  important  measure  in  the 
prevention  of  deformity  and  should  be  con- 
sidered wherever  it  is  noted  that  joints  are 
swollen  and  painful.  They  serve  the  dual 
purpose  of  putting  an  inflamed  part  to  rest, 
and  so  they  help  to  allay  inflammation  and 
prevent  deforming  contractures.  They  are 
especially  useful  for  maintaining  extension 
at  the  knee  and  functional  position  of  the 
fingers  and  wrists.  Splints  may  be  made  of 
a variety  of  materials,  such  as  plaster, 
plastics,  or  aluminum.  They  should  be 
easily  removable  so  that  exercises  to  main- 
tain range  of  motion  and  power  can  easily 
be  given.  Supports  are  frequently  needed 
only  as  night-resting  splints. 

Braces  may  be  indicated  to  support  in- 
flamed and  weakened  joints  and  to  control 
various  deformities,  such  as  genu  recur- 
vatum.  Taylor  braces  are  sometimes  used  to 
control  flexion  tendencies  of  the  spine. 

In  the  treatment  of  the  patient  with 
rheumatoid  spondylitis,  probably  the  most 
important  aspect  is  the  prevention  of  de- 
formity. Although  the  ultimate  spinal 
changes  appear  to  be  inevitable,  a patient 
can  usually  be  kept  more  or  less  comfortable 
by  such  measures  as  roentgen-ray  therapy 
and  various  pharmacologic  preparations. 
The  disease  ultimately  results  in  more  or 
less  immobilization  of  the  spine,  and  it 
is  important  to  maintain  as  good  posture 
as  possible  so  that  when  ankylosis  ultimately 
does  occur,  it  will  do  so  in  as  functional  and 
cosmetic  a position  as  possible.  There  is 
no  more  tragic  patient  than  the  one  with 
rheumatoid  spondylitis  who  has  pas.sed 
the  stage  of  active  inflammatory  disease 
but  whose  spine  and  hips  have  become 
ankylosed  in  grotesque  attitudes.  Although 
the  ankylosis  itself  cannot  be  prevented,  it 
is  certainly  possible  to  influence  the  ultimate 
posture.  One  should  attempt  to  maintain 
the  height  of  the  patient  and  thus  prevent 
kyphosis  and  flattening  of  the  chest.  These 
patients  should  rest  on  a firm  bed  with  a bed 
board  interposed  between  the  spring  and  the 


398 


New  York  State  J.  Med. 


CURRENT  CONCEPTS  IN  PHYSICAL  MANAGEMENT  OF  ARTHRITIS 


mattress.  They  should  use  no  pillow  or  at 
most  a small  one.  A small  pillow  placed 
under  the  dorsal  spinal  region  will  aid  in 
the  attempt  to  maintain  spinal  extension. 
Postural  exercises  are  important  and  must 
be  well  supervised  and  long  continued. 
Breathing  exercises  should  be  prescribed 
for  every  patient  with  rheumatoid  spondy- 
litis. Before  fixation  of  the  rib  cage,  thoracic 
breathing  is  stressed.  Once  the  ribs  have 
become  immobile,  abdominal  breathing  exer- 
cises are  important  to  maintain  vital  ca- 
pacity at  as  high  a level  as  possible. 

Correction  of  Deformity. — Patients 
not  infrequently  present  themselves  with 
well-established  deformities;  in  certain  pa- 
tients it  may  not  have  been  possible  to  pre- 
vent their  occurrence.  Many  of  the  meas- 
ures discussed  under  the  previous  heading 
are  applicable  in  the  correction  of  a de- 
formity. 

Flexion  contractures,  if  not  too  well  fixed, 
may  respond  to  judicious  stretching.  Treat- 
ment with  ultrasound  has  been  claimed  to 
soften  contractured  tissues  and  to  help 
render  them  extensible.  Progressive  splint- 
ing for  a flexed  knee  or  elbow  may  be  effec- 
tive. Progressive  casts  are  sometimes  used, 
but  removable  splints  are  better  since  they 
allow  exercise  periods.  Wedging  casts  and 
casts  with  hinges  and  turnbuckles  have  an 
area  of  usefulness. 

Dynamic  or  “lively”  splints,  which  exert 
corrective  forces,  can  be  used.  Among  these 
may  be  mentioned  splints  of  the  Bunnell 
type  for  the  fingers,  which  derive  their  forces 
from  elastic  bands.  Spring-loaded  braces 
have  been  used  to  exert  extension  forces 
at  the  knee. 

Surgical  procedures  may  be  necessary  to 
correct  some  deformities.  Among  the  pro- 
cedures used  are:  soft  tissue  release  opera- 
tions, osteotomies,  synovectomies,  arthro- 
deses, and  arthroplasties. 

Improvement  of  Function. — If  carried 
out  effectively  most  of  the  therapeutic 
suggestions  described  in  the  preceding  para- 
graphs will  help  to  maintain  or  improve  func- 
tion. Certainly  the  relief  of  pain  and  the 


prevention  and  correction  of  deformities 
will  influence  favorably  a patient’s  functional 
status. 

All  patients  with  arthritis  of  any  severity 
should  be  evaluated  functionally.  Most 
specifically,  activities  of  daily  living  should 
be  investigated.  Essentially  these  include 
feeding,  transfer,  ambulation,  dressing, 
washing,  and  toileting.  There  is  a not  in- 
considerable arthritic  population  who  lack 
full  independence  by  virtue  of  the  physical 
disability  imposed  by  their  disease.  The 
deficit  in  this  functional  area  may  vary  from 
a mild  one  to  complete  dependence  on  others 
for  every  need.  Quite  often  a program  of 
therapeutic  exercise  to  strengthen  weakened 
muscles  and  to  overcome  deconditioning 
effects  that  may  have  been  caused  by  pro- 
longed bed  rest,  together  with  specific 
training  in  self-care  activities,  may  improve 
function  considerably.  There  are  some 
patients  whose  musculoskeletal  involvement 
is  so  great  that  a variety  of  adaptive  equip- 
ment is  necessary  to  help  them  achieve 
partial  or  full  independence.  A great  variety 
of  such  items  are  available  commercially 
while  others  have  to  be  custom  fabricated  for 
a given  patient.  The  number  of  such  adap- 
tive devices  is  limitless  and  frequently  in- 
genuity on  the  part  of  a patient  or  therapist 
is  rewarded  by  a significant  increment  in 
function.  A few  examples  of  adaptive  equip- 
ment include:  large  or  long-handled  feeding 
utensils,  various  dressing  aids  to  assist  in 
the  donning  of  lower  extremity  clothing, 
elastic  shoelaces,  and  so  forth.  It  may  be 
important  to  select  suitable  types  of  clothing. 
The  substitution  of  front  zippers  for  front 
or  back  buttons  may  enable  a patient  to 
dress  without  requiring  assistance. 

Ambulation  may  be  aided  and,  in  fact, 
may  be  made  possible  by  supportive  devices 
such  as  canes  or  crutches.  For  the  arthritic 
patient,  crutches  frequently  cannot  be 
held  securely  and  require  modification,  such 
as  a forearm  platform.  Where  wheel  chairs 
are  necessary,  they  should  be  prescribed 
individually.  A large  selection  of  wheel 
chairs  with  various  features  is  available. 
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The  individual  needs  of  the  patient  must  be 
studied  before  prescribing  a wheel  chair. 

Total  Rehabilitation. — Total  rehabili- 
tation implies  a maximum  adju.stment  to 
living  by  the  full  utilization  of  residual  func- 
tion. This  goal  is  rather  a broad  one  and 
involves  the  psychosocial  factors  in  addition 
to  the  physical  factors  already  discussed. 

Psychologic  aspects  require  evaluation. 
Many  patients  have  premorbid  character- 
istics, such  as  introspection,  undue  suspicion, 
or  paranoid  tendencies,  which  may  be  ag- 
gravated by  their  reaction  to  the  organic 
musculoskeletal  disease.  Reactive  depres- 
sions, based  on  the  reality  of  disability, 
are  not  rare.  Not  infrequently  these  psy- 
chologic difficulties  interfere  materially  with 
the  patient’s  ability  to  function  or  to  par- 
ticipate in  rehabilitation.  Success  may  re- 
ward adequate  psychotherapy  or  psychologic 
counseling.  In  addition,  vocational  re- 
habilitation requires  psychometric  and  other 
studies. 

It  is  quite  obvious  that  physical  dis- 
abilities imposed  by  arthritis  often  render 
a wage  earner  unfit  to  pursue  his  occupation. 
It  is  frequently  possible  to  help  a properly 
motivated  patient  to  seek  employment 
within  his  physical  limits.  To  do  so  may 
require  rather  intensive  work  in  the  area  of 
vocational  rehabilitation.  Various  public 
agencies,  notably  the  various  state  divisions 
of  vocational  rehabilitation,  can  be  most 
helpful. 

Children  afflicted  with  severe  arthritis 
must  not  be  allowed  to  become  recluses. 
Means  for  them  to  be  exposed  to  other 
children  must  be  found.  Their  life  ex- 
perience must  be  greater  than  that  impo.sed 
by  confinement  to  a small  apartment. 
Their  education  must  continue,  and  if  they 
are  not  .suitable  for  special  classes  for  handi- 
capped children,  home  teachers  can  be 
provided  in  most  urban  centers. 

The  medical  social  worker  is  a member  of 
the  rehabilitation  team  who.se  services  are 
often  not  utilized  as  fully  as  pos.sible.  He 
can  evaluate  factors  within  the  home  and 
community  which  militate  against  the  pa- 


tient’s return  to  the  community  and  try  to 
overcome  these.  He  may  also  find  factors, 
.such  as  various  family  relationships,  which 
can  be  utilized  in  a positive  manner.  Sup- 
port to  a patient  may  help  bridge  the  often 
difficult  transition  between  hospital  and  re- 
turn to  the  community.  At  times  funds  are 
badly  needed  for  special  devices  or  services. 
The  social  worker  can  frequently  obtain 
these  funds  from  various  community  re- 
sources. 

Summary 

Six  objectives  of  therapy  have  been  de- 
lineated and  defined.  Methods  to  attempt 
to  attain  these  objectives  have  been  de- 
scribed. It  is  our  belief  that  only  by  focus- 
ing attention  on  the  needs  and  requirements 
of  the  individual  patient  can  a compre- 
hensive regimen  specifically  designed  to  meet 
these  needs  be  prescribed  and  implemented. 
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Discussion 

Charles  M.  Plotz,  M.D.,  New  York  City. — 
I am  gratified  to  hear  this  excellent  paper  Dr. 
Rothman  and  Dr.  Rogoff.  Dr.  Rothman  under- 
stands the  particular  problems  of  arthritic 
patients  since  he  has  had  many  years  of  experi- 
ence as  a clinician  managing  rheumatic  patients. 
He,  therefore,  places  proper  emphasis  on  total 
rehabilitation,  including  psychologic  and  social 
factors. 
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The  single  word  which  might  best  sum  up  the 
problem  of  the  patient  with  rheumatoid  arthritis 
is  “flexion.”  From  the  very  onset  of  the  phy- 
sician-patient relationsliip  everything  possible 
should  be  done  to  counteract  flexion.  This 
should  include  the  six  basic  objectives  mentioned 
by  Dr.  Rothman.  As  long  as  the  average 
practicing  physician  will  do  everything  in  his 
power,  both  from  the  point  of  view  of  medical 
and  of  ph}'sical-medical  treatment,  a good  many 
crippling  defects  will  be  avoided.  Once  the 


routine  is  established  it  becomes  quite  easy  to 
remember  that  the  physical  factors  in  the 
management  of  arthritis  are  at  least  as  important 
as  drug  therapy. 

It  is  through  the  collaboration  of  the  practicing 
physician,  the  specialist  in  rheumatic  disease, 
and  the  speciahst  in  physical  medicine  that  the 
patient  with  arthritis  can  best  be  served.  I 
feel  that  this  paper  has  gone  a long  way  toward 
clarifying  the  inter-relationship  among  these 
practitioners. 
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Pyogenic  Lung  Abscess 

MUKUAY  N.  ANDERSEN,  M.D.,*  AND  KHLAR  E.  MCDONALD,  M.D.,t 
BUFFALO,  NEW  YORK 

{From  the  Department  of  Surgery,  Edward  J.  Meyer  Memorial  Hospital) 


k LTHOUGH  widespread  use  of  antibiotics 
has  produced  a marked  change  in  the 
morbidity  and  mortality  rate  of  various 
types  of  pulmonary  infections,  we  sometimes 
acquire  a falsely  optimistic  view  of  their  ef- 
fectiveness in  a given  diseased  state. 

In  the  not-so-distant  past  pyogenic  lung 
abscess  was  associated  with  a prohibitive 
mortality  rate.  With  our  present  improved 
ability  to  control  acute  infection  and  the 
rapid  development  of  thoracic  surgical  tech- 
nics, a marked  improvement  has  occurred  in 
the  results  of  treatment  of  this  disease. 
Nevertheless,  a certain  number  of  patients 
fail  to  respond  well  to  treatment  and  suffer  a 
fatal  outcome.  A substantial  number  also 
are  left  with  residual  parenchymal  destruc- 
tion or  cavitary  lesions  necessitating  surgery. 

We  have  surveyed  our  experience  in  the 
preceding  ten  years  at  this  hospital  in  an  at- 
tempt better  to  define  the  present  status  of 
treatment  of  pyogenic  lung  abscess  in  this 
group  of  patients. 

Incidence 

During  this  period  90  cases  of  primary 
pyogenic  lung  abscess  were  admitted  to  the 
hospital  for  treatment.  In  the  early  years  of 
this  time  interval  there  was  a progressive  de- 
crease in  incidence  as  reflected  by  the  number 
of  new  cases  appearing  at  the  hospital  for 
treatment  each  year.  However,  during  the 
past  five  years  the  incidence  has  remained 
stable  at  a rate  approximately  50  per  cent  of 
the  incidence  ten  years  ago. 

Etiology 

In  the  majority  of  cases  no  specific  etio- 

Prc.sented  at  the  154th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Chest  Disea.ses,  May  10,  1960. 

* Markle  Scholar  in  Medical  Science. 

t By  invitation. 


logic  factor  could  be  identified.  In  22  per 
cent  of  the  patients  the  development  of  ali- 
scess  follow'ed  an  acute  bacterial  pneu- 
monitis. In  only  10  per  cent  was  any  his- 
tory obtainable  suggesting  a source  of  aspira- 
tion, such  as  dental  extraction,  ton.silec- 
tomy,  or  episodes  of  unconsciousness  and 
emesis.  Although  a high  percentage  of  these 
patients  had  carious  teeth,  many  were  eden- 
tulous or  had  teeth  in  good  repair,  and  the  in- 
cidence of  dental  caries  probably  was  not 
significantly  different  from  that  in  the  hospi- 
tal population  at  large. 

Therapy  and  Results 

The  initial  therapeutic  plan  was  similar  for 
all  patients.  It  consisted  of  antibiotics, 
po.stural  drainage,  and  general  supportive 
treatment.  In  general,  surgical  treatment 
was  reserved  for  those  cases  with  residual 
cavitary  lesions  (Fig.  1).  However,  in  sev- 
eral cases  early  drainage  of  the  abscess  was 
performed,  usually  because  of  cavities  which 
were  not  evacuated  by  postural  drainage  or 
in  an  attempt  to  alleviate  overwhelming 
infection  (Fig.  2). 

For  purposes  of  classification,  a “good” 
result  of  medical  therapy  was  considered  to 
be  a patient  who  survived  and  who  achieved 
a clinical  cure  with  roentgenologic  evidence 
of  closure  of  the  cavity.  In  Table  I the 
over-all  results  are  shown  with  the  pa- 
tients grouped  according  to  whether  a good 
result  was  obtained  by  medical  therapy 
alone,  w'hether  the  patient  died  while  un- 
dergoing medical  therapy,  or  whether  surgi- 
cal treatment  was  necessaiy  to  effect  cure. 

According  to  this  classification  only  32  pa- 
tients (35  per  cent)  of  the  total  group  of  90 
achieved  a good  result  by  medical  therapy 
alone.  Howev'er,  an  additional  34  per  cent 
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I Fig.  1.  (.4).  Appearance  of  abscess  at  time  of  admission.  (/?)  The  same  case  eight  weeks  later.  Resection 

j'  was  subsequently  performed. 


|;  achieved  a large  measure  of  benefit  from 
I medical  therapy,  being  restored  to  a clini- 
cally stable  state  and  referred  for  surgical 
j treatment  of  residual  lesions, 
t Twenty-one  patients  (23  per  cent)  expired 

i while  undergoing  medical  therapy  and  must 
I be  considered  as  failures.  However,  closer 
analysis  of  this  group  disclosed  that  in  10 
j of  the  21  patients  death  was  considered  to  be 

M 

'i  due  primarily  to  concomitant  disease;  4 
patients  died  with  cerebral  vascular  acci- 
I dents,  2 patients  with  multiple  systemic  ab- 
I scesses  including  cerebral  abscesses,  1 with 
j heart  failure,  1 with  enterocolitis,  and  1 with 
massive  gastrointestinal  bleeding.  There- 
fore, the  corrected  medical  mortality  rate  of 
the  lung  abscess  per  se  might  be  considered 
to  be  12  per  cent. 

In  the  11  patients  whose  death  was 
^ thought  to  be  due  primarily  to  the  lung  ab- 
scess, 1 patient  died  with  massive  hemor- 
rhage, 2 with  acute  perforation  with  broncho- 
pleural fistula  and  empyema,  and  8 as  a re- 
sult of  fulminating  uncontrolled  infection. 
Of  the  last  8 patients,  5 were  over  the  age  of 
seventy,  and  only  one  was  under  fifty,  em- 
phasizing the  effect  of  advanced  age. 


T.\BLE  I. — Location  of  Lung  Abscess  in  90 
Patients 


■Number  of  Patients 


Good 

Results 

With 

Medical 

Therapy 

Died 

Required 

Surgery 

Upper  lobes 

22 

10 

21 

Middle  lobes 

3 

1 

0 

Lower  lobes 

7 

10 

16 

Thirty-seven  (42  per  cent)  of  the  total 
group  of  patients  required  surgical  treat- 
ment. Thirty-one  of  these  patients  had 
eventual  resection  of  residual  lesions  with  a 
successful  result  in  27.  Six  patients  required 
emergency  drainage  of  the  abscess  usually  in 
an  attempt  to  control  overwhelming  infec- 
tion in  patients  whose  cavity  was  not  drain- 
ing well.  Three  of  these  patients  died  fol- 
lowing drainage,  and  3 achieved  a good  result 
with  closure  of  cavities. 

Factors  Influencing  Results  of 
Treatment 

Further  examination  of  these  cases  re- 
vealed certain  factors  which  appeared  to 
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Fig  2.  {Left)  Appearance  of  abscess  in  a seventy-two- j'ear-old  man  shortly  after  admission.  Emer- 
•lency  tracheostomy  was  performed  for  pidmonary  toilet.  Shortly  after  this  x-ray  film  was  taken  direct  drain- 
age ot  the  cavity  was  carried  out.  {Right)  The  same  case  three  months  later  showing  residual  scar  with 
cavitation. 


TABLE  II. — Bacteriologic  Studies  o.n  Sputum 
OF  90  Patients 


Number  of  Patients • 


Good 

Results 

With 

Medical 

Therapy 

Died 

Required 

Surgery 

Staphylococcus 

aureus 

6 

9 

15 

Streptococcus 

18 

6 

17 

Others 

13 

12 

10 

have  a direct  bearing  on  the  results  of 
therapy. 

In  this  series  as  well  as  others  it  was  noted 
that  the  duration  of  symptoms  of  the  disease 
prior  to  the  initiation  of  treatment  was  of 
importance  in  predicting  the  eventual  out- 
come. Over  two  thirds  of  the  patients  with 
symptoms  present  longer  than  eight  weeks 
prior  to  admission  eventually  required  sur- 
gical treatment.  No  correlation  was  ap- 
parent between  the  duration  of  symptoms 
and  the  likelihood  of  fatality. 

Bacteriologic  studies  on  the  sputum  of 
these  patients  showed  a wide  range  of  or- 
ganisms identified  on  culture  but  with  no 
particular  prognostic  significance  with  the 
exception  of  those  abscesses  produced  by 
Staphylococcus  aureus  (Table  II).  In  this 
latter  group  of  patients  only  20  per  cent  ob- 
tained a good  result  by  medical  therapy;  the 


remainder  either  reipiired  surger}”^  or  suc- 
cumbed to  their  infection. 

The  distribution  of  abscess  location  in 
this  series  did  not  differ  materially  from  the 
others.  However,  it  appeared  that  lower 
lobe  cavities  were  appreciably  more  resistant 
to  medical  therapy  than  those  in  the  upper 
or  middle  lobes,  and  less  than  20  per  cent 
of  this  group  obtained  a satisfactory  result 
with  medical  therapy  alone  (Table  I).  Ap- 
proximately half  the  patients  with  lower 
lobe  cavities  required  surgical  treatment, 
and  an  additional  30  per  cent  expired  while 
undergoing  medical  therapy. 

An  attempt  was  made  to  correlate  the 
results  of  treatment  with  the  size  of  the 
cavity  as  determined  by  the  initial  x-ray 
studies  at  the  time  of  admission.  It  was 
found  that  in  patients  with  cavities  6 cm.  in 
diameter  or  greater,  only  2 of  25  achieved 
a sati.sfactory  result  by  medical  therapy 
alone.  Fourteen  of  these  patients  required 
eventual  surgery,  and  9 patients  died. 

Eleven  patients  with  cavities  less  than  2 
cm.  in  diameter  attained  complete  resolution 
with  medical  therapy  alone.  Seven  required 
surgery,  and  7 died. 

Comment 

Although  the  advent  of  antibiotics  has 
.seemed  to  les.sen  the  incidence  of  pyogenic 
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lung  abscess,  it  is  apparent  that  a certain 
number  of  these  patients  will  continue  to 
appear  for  treatment,  and  the  present  in- 
cidence appears  to  be  relatively  stable.  De- 
spite the  wide  selection  of  specific  antimicro- 
bial agents,  it  also  is  apparent  that  lung 
abscess  continues  to  be  a highly  dangerous 
condition,  particularly  in  very  young  and 
very  old  patients. 

The  percentage  of  good  results  with 
medical  therapy  was  lower  in  this  series  than 
that  reported  by  many  others,*”^  probably 
because  of  the  type  of  patient  encountered 
in  this  group  rather  than  a true  difference 
in  results,  since  the  usual  medical  regimen 
for  this  condition  is  quite  well  standardized. 
However,  it  has  become  exceptional  for 
a patient  whose  general  health  is  good  and 
who  is  reasonably  young  to  die  because  of 
infection  associated  with  lung  abscess.  In 
this  group  only  1 patient  between  the  ages  of 
ten  and  fifty  years  died  of  pulmonary  in- 
fection, and  1 other  patient  expired  with 
a sudden  massive  hemorrhage.  Many  of 
the  deaths  were  due  to  coincident  disease 
rather  than  to  the  lung  abscess  per  se,  and 
this  again  reflects  the  advanced  age  of  these 
patients,  since  the  majority  of  these  deaths 
could  be  attributed  to  some  manifestation 
of  arteriosclerosis. 

However,  there  were  1 1 patients  in  whom 
death  was  thought  to  be  due  primarily  to 
overwhelming  infection  from  the  abscess, 
and  these  patients  represent  a significant 
group  in  whom  different  treatment  might 
have  improved  the  outcome.  It  was  noted 
that  a successful  result  was  obtained  in 
approximately  half  the  patients  in  whom 
emergency  drainage  of  the  abscess  was  car- 
ried out.  It  is  possible  that  had  early  drain- 
age of  the  abscess  been  carried  out  similarly 
in  this  group  of  11  fatalities  a better  out- 
come might  have  been  obtained. 

Although  others  have  noted  an  increase 
in  the  percentage  of  patients  requiring  sur- 
gery among  those  who  had  a prolonged 
duration  of  symptoms  prior  to  admission, 


little  attention  has  been  given  to  other  prog- 
nostic factors.^  If  the  outcome  can  be  pre- 
dicted with  reasonable  certainty  early  in 
the  course  of  the  disease,  it  may  be  pos- 
sible better  to  prepare  the  patient  and  to 
anticipate  earlier  the  need  for  surgical  treat- 
ment. It  was  evident  in  these  patients  that 
large  cavity  size,  location  in  the  lower  por- 
tions of  the  lungs,  staphylococcal  infection, 
and  prolonged  existence  of  the  disease  each 
increased  the  likelihood  that  surgery  even- 
tually would  be  required.  Any  combination 
of  two  or  more  of  these  factors  produced 
a further  increase  in  this  trend  and  indicated 
a poor  prognosis  for  complete  cure  by  medi- 
cal therapy  alone. 

Summary 

1.  Ninety  consecutive  cases  of  primary 
pyogenic  lung  abscess  were  studied. 

2.  Thirty-five  per  cent  of  these  patients 
achieved  a good  result  on  medical  therapy 
alone. 

3.  Twelve  per  cent  died  directly  as  a 
result  of  uncontrolled  infection. 

4.  Thirty-four  per  cent  required  resec- 
tional therapy  for  complete  obliteration 
of  cavities. 

5.  Certain  factors  were  found  to  offer  a 
poor  prognosis  for  success  by  medical 
therapy  alone;  cavity  size  of  6 cm.  or  more 
in  diameter,  presence  of  symptoms  longer 
than  eight  weeks  prior  to  admission,  in- 
fection due  to  Staphylococcus  aureus,  and 
location  of  abscesses  in  the  lower  lobe  of 
either  lung. 
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The  Role  of  the  Physician  in  Exploring  Various 
Needs  and  Community  Resources  Available  to 

Senior  Citizens 


THEODORE  C.  KRAUSS,  M.D.,  BUFFALO,  NEW  YORK 

(From  the  Department  of  Medicine,  Rosa  Coplon  Jewish  Home  and  Infirmary,  and  the  Department  of 

Geriatrics,  Buffalo  State  Hospital) 


T iviNG  in  a complex  society  as  we  do 
today,  we  are  becoming  increasingly 
aware  of  the  needs  of  our  senior  citizens  who 
constitute  a larger  segment  of  our  population 
each  year.  These  needs  affect  the  average  in- 
dividual in  his  advancing  years  just  as  much 
as  they  do  the  physician  who  is  faced  with 
the  solution  of  the  problems  presented  to 
him  by  his  patient. 

The  Senior  Citizen  Today 

Today  the  average  man  in  the  sixty-five- 
year  age  group  is  somewhat  different  from 
his  forefathers  and  even  from  those  in- 
dividuals who  were  in  the  same  age  group  one 
or  two  decades  ago.  This  is  true  in  spite  of 
the  fact  that  chronic  disabling  conditions 
are  affecting  the  present  population  in  this 
age  group  in  the  same  ratio  as  they  did  years 
ago. 

What  makes  this  difference  today?  In 
my  opinion,  the  difference  lies  in  the  in- 
creased life  span  and  the  fact  that  more 
people  today  live  in  the  sixty-five-year-and- 
over  age  group.  The  average  life  span  has 
increased  for  both  men  and  women  in  the 
past  fifty  years  by  approximately  twenty 
years,  and  we  find  that  people  in  the  advanc- 
ing years,  those  in  their  early  sixties,  are 
not  considering  themselves  as  ancient  as 
their  elders  did.  This  is  not  just  a question 
of  mental  makeup.  It  is  a physical  fact 
which  is  actuated  by  other  ingredients  such 
as  improved  .social  . security  benefits,  the 
changed  philosophy  about  the  idea  of  re- 
tirement age,  and  better  medical  and  nursing 
care  when  disease  strikes,  not  to  speak  about 


the  increasingly  larger  segment  of  the  older 
population  which  seeks  medical  attention 
on  a preventive  basis. 

All  these  factors,  including  the  better 
nutrition  we  have  todajq  have  resulted  in  a 
different  type  of  senior  citizen  whose  in- 
terests and  who.se  approach  to  his  daily 
problems  are  different  from  those  of  his 
ancestors. 

Medical  Approach  in  Treating  Senior 
Citizens 

An  acceptance  of  the  idea  of  changing 
times  and  the  changing  types  of  people 
being  dealt  with  make  self-evident  the  fact 
that  this  very  phenomenon  of  the  senior 
citizen  occurs  more  and  more  frequently  i 
in  the  average  physician’s  daily  practice, 
with  the  exception  of  the  obstetrician  and  the 
pediatrician.  More  and  more  middle-aged 
or  elderly  patients  seek  medical  care  from 
the  physician,  whether  he  is  a general  prac- 
titioner, internist,  or  another  type  of 
specialist.  Also  becoming  more  and  more 
accepted  and  more  applied  in  the  physician’s 
approach  toward  his  patient  is  the  idea  that 
medical  evaluation  of  the  individual  is  not 
based  on  the  physical  findings  alone,  but  ' 
on  prevailing  general  conditions  as  well 
which  the  patient  presents  at  the  time  of  the 
examination.  Thus  we  become  aware  that 
for  the  solution  of  the  problems  presented 
by  the  patient,  we  must  con.sider  all  the 
factors  which  a patient  presents. 

Applying  this  concept  in  the  care  of  the 
aging  or  aged  patient  and  aiming  toward  : 
rendering  better  professional  service,  the 
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principle  of  total  approach  should  be  kept  in 
mind.  A few  years  ago,  if  a physician  did 
try  to  incorporate  the  idea  of  the  total  ap- 
proach in  his  work  with  the  patient,  he 
might  have  been  severely  criticized  either 
by  the  patient,  relatives,  or,  in  some  in- 
stances, by  his  colleagues.  This  situation  is 
changing.  Today  the  physician  is  called 
on  more  and  more  frequently  to  offer  con- 
sultation and  advice  in  matters  which  are 
not  fully  pertinent  to  the  health  status  of 
the  patient  but  which  have  a great  bearing 
on  it. 

If  we  follow  the  principle  that  we  do 
treat  the  patient  and  not  the  disease,  then 
this  approach  is  justified  without  a doubt. 
The  fact  is  that  a patient  may  be  troubled 
by  socioeconomic  problems  besides  his 
medical  need,  and  he  or  his  family  look 
on  the  physician  as  a one-man  social  agency. 
In  most  instances  the  solution  of  these 
problems  is  ver}’^  difficult,  yet  we  have  to 
cope  with  them  to  the  best  of  our  ability. 

Nonmedical  Demands  on  the  Physician 

Today  the  public  expects  the  medical 
profession  to  concern  itself  with  the  patient’s 
problems  which  are  not  strictly  medical, 
but  which  are  of  a socioeconomic  nature  and 
have  a great  effect  on  the  patient’s  health 
status.  This  means  that  the  physician  of 
today  and  of  tomorrow  must  develop  some 
knowledge  whereby  he  can  be  considered 
more  community-minded  than  were  his 
predecessors. 

It  would  be  quite  unfair  to  state  that  in 
past  years  the  family  physician  was  not 
a one-man  social  agency,  for  he  certainly 
was.  However,  with  the  more  specialized 
society  makeup,  which  is  quite  complicated 
at  times,  the  physician  has  to  familiarize 
himself  with  the  circumstances  and  the 
needs  in  order  that  he  may  give  out  advice. 
Therefore  the  physician  must  be  acquainted 
with  the  social  changes  which  took  place  in 
the  past  ten  or  fifteen  years  as  they  are  ap- 
plied to  the  aged  patient.  The  practical 
application  of  this  principle  is  what  is  meant 
by  the  term  “total  approach.” 


I am  sure  that  most  physicians  will  agree 
that  in  the  same  way  that  the  parent  takes 
his  child  to  the  pediatrician,  today  the  adult 
child  may  take  his  aged  parent  to  the  phy- 
sician for  a consultation.  The  difference  is 
that  whereas  the  pediatric  problems  would 
incorporate  the  medical  and  maybe  the 
psychologic  and  p.sychiatric  aspects,  the 
geriatric  patient’s  problems  are  manifold,  as 
far  as  his  health  status  is  concerned,  in  ad- 
dition to  the  number  of  socioeconomic  and 
housing  problems  which  are  almost  always 
present.  Therefore,  it  is  proper  to  state  that 
the  role  of  the  physician  in  caring  for  the 
aged  individual  does  go  somewhat  beyond 
the  question  of  medical  need,  and  the  im- 
portance and  use  of  social  agencies  besides 
other  ancillary  services  should  be  kept  in 
mind  in  certain  instances. 

How  can  we  expect  all  this  from  the  physi- 
cian when  he  handles  his  elderly  patients? 
Today  the  average  doctor  is  burdened  with 
many  professional  and  nonprofessional  obli- 
gations in  his  own  community.  Yet  it  is 
important  that  he  find  time  to  listen  pa- 
tiently to  the  history  given  by  the  family 
and  to  the  complaints  related  by  the  patient, 
and  to  try  to  fiiid  a solution  to  some  of  the 
problems  either  by  actual  care  or  by  referring 
his  patients  to  the  proper  agencies  for  further 
advice,  or  both. 

Since  World  War  II,  more  and  more  ancil- 
lary needs  and  subsequent  extra  services 
have  been  cropping  up  in  a direct  ratio  be- 
tween the  demand  and  the  supply,  and  vice 
versa,  because  more  and  more  people  are 
living  longer.  Today  we  speak  about  the 
increasing  need  for  day  centers  for  senior 
citizens.  We  are  well  aware  of  the  impor- 
tance of  occupational,  recreational,  or  work 
therapy  iii  these  centers.  We  are  aware  of 
the  needs  and  available  community  re- 
sources for  adult  education  in  later  maturity 
(Table  I).  We  have  discovered  that  elderly 
people  are  able  to  acquire  new  knowledge. 
We  know  that  elderly  people  are  interested 
in  certain  activities  from  which  they  shied 
away  even  up  to  five  or  ten  years  ago.  Danc- 
ing, public  speaking,  and  camping  are  just  a 
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TABLE  I. — Special  Services  for  Aging  Citizens  in  Buffalo  and  Erie  County 


Type  of  Service  Agency* 


Nursing  and  convalescent  homes 

For  the  patient  who  needs  nursing  care  after 
being  discharged  from  the  hospital  or  who  can 
no  longer  be  taken  care  of  at  home. 

Family  Services 

Patients  who  are  encountering  difficulties  in  the 
areas  of  social,  personal,  or  family  adjust- 
ment or  management  of  financial  resources 
may  be  referred  to  one  of  the  listed  family 
agencies;  those  in  need  of  continuing  finan- 
cial assistance  may  be  referred  to  the  De- 
partment of  Social  Welfare.  The  voluntary 
agencies  may  be  able  to  help  with  incidental 
financial  aid. 

Homes  and  housing 

When  the  older  patient  is  unable  to  return  to 
his  former  living  quarters  after  hospitalization, 
these  agencies  may  be  called  on  for  assist- 
ance. The  regulations  and  policies  for  ad- 
mittance vary  with  each  home. 


Most  homes  maintain  an  infirmary,  but,  in  gen- 
eral, they  will  admit  only  the  patient  who  is 
physically  able  to  take  care  of  himself. 

The  Municipal  Housing  Authority  has  set  aside 
a few  apartments  especially  for  the  aged  citi- 
zen. In  the  plans  for  new  construction  spe- 
cially designed  apartments  for  older  people 
will  be  built.  Through  this  program  low-rent 
housing  is  made  available  for  older  individuals 
and  couples  when  they  meet  the  eligibility  re- 
quirements. 


Home  services 

The  visiting  nurse  can  be  called  on  for  nursing 
care  at  the  patient’s  home.  She  also  provides 
advice  and  guidance  for  disease  prevention 
and  health  maintenance. 

The  homemaker  service  will  provide  a person 
for  a limited  period  of  time  to  do  the  work 
necessary  to  maintain  the  normal  family  rou- 
tine. 

The  cost  for  service  by  these  agencies  is  based  on 
the  ability  of  the  person  to  pay. 

Finances 

The  physician  may  find  a patient  with  an  in- 
come too  low  to  provide  a minimum  stand- 
ard of  living  necessary  for  his  mental  and 
physical  health.  Such  persons  may  be  re- 
ferred to  the  Department  of  Social  Welfare. 


Department  of  Social  Welfare,  County  of 
Erie,  210  Pearl  Street 

New  York  State  Department  of  Social  Wel- 
fare, 12  N.  Division  Street 
Community  Welfare  Council,  Genesee  Building 
Erie  County  Health  Department 

Catholic  Charities,  525  Washington  Street 
Department  of  Social  Welfare,  County  of  Erie, 
210  Pearl  Street 

Jewish  Community  Service  Society,  775  Main 
Street 

Family  Service  Society,  181  Franklin  Street 
Kenmore  Community  Service,  2882  Delaware 
Avenue 

Salvation  Army,  121  N.  Pearl  Street 

Municipal  Housing  Authority,  City  Hall 
Blocher  Homes,  Evans  Street,  Williamsville, 
New  York 

Bristol  Homes,  Inc.,  1500  Main  Street 
Catholic  Charities,  525  Washington  Street 
Episcopal  Church  Home,  24  Rhode  Island 
Street 

Erie  County  Home  and  Infirmary,  Alden, 

New  York 

Evangelical  and  Reformed  Church  Home, 

1190  Amherst  Street 
Lutheran  Church  Home  of  Buffalo,  115 
Glenwood  Avenue 

Lutheran  Service  Society,  Inc.,  217  E. 

Delavan  Avenue 

Niagara  Lutheran  Home,  64  Hager  Street 
Presbyterian  Homes  of  Western  New  York  Inc., 
900  Delaware  Avenue 

Rosa  Coplon  Jewish  Home  Infirmary,  10  Sym- 
phony Circle 

Nazareth  Nursing  Home,  291  North  Street 
St.  Mary  of  the  Angels,  400  Mills  Street, 
Williamsville,  New  York 
St  Anthony’s  Home  for  the  Aged,  5285  South 
Park  Avenue,  Hamburg,  New  York 
St.  Francis  Home,  147  Reist  Street, 
Williamsville,  New  York  • 

St.  Elizabeth  Home,  5539  Broadway, 

Lancaster,  New  York 

Wheel  Chair  Home,  2746  Delaware  Avenue 

Visiting  Nursing  Association,  1687  Main  Street 
Jewish  Community  Service  Society,  775 
Main  Street 

Catholic  Charities  (Geriatrics  Department), 

525  Washington  Street 
Family  Service  Society,  181  Franklin  Street 


Department  of  Social  Welfare,  County  of  Erie: 
Old  Age  Assistance 
Aid  to  the  Blind 
Aid  to  the  Disabled 
Home  Relief 

United  States  Department  of  Health, 
Education,  and  Welfare 


* All  agencies  are  located  in  Buffalo,  New  York  uidess  otherwise  specified. 
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TABLE  I. — {Continued)  Special  Services  for  Aging  Citizens  in  Buffalo  and  Erie  County 


Type  of  Service 


Agency* 


It  behooves  older  people,  if  they  are  not  re- 
ceiving Old  Age  and  Survivors  Insurance,  to 
learn  if  any  benefits  are  due  them.  Women 
now  become  eligible  for  Old  Age  and 
Survivors  Insurance  at  age  62.  Failure  to 
report  to  the  office  of  Old  Age  and  Survivors 
Insurance  may  result  in  loss  of  benefits. 

Persons  aged  50  and  over  who  are  totally  and 
permanently  disabled  may  be  eligible  for  bene- 
fits under  the  Old  Age  and  Survivors  Insur- 
ance Program. 

Employment 

As  a special  service  some  of  the  agencies  main- 
tain a Division  of  Employment  to  help  the 
older  person  find  full  or  part-time  employ- 
ment. The  experienced  counselor  at  these 
agencies  can  help  the  older  person  evaluate 
his  skills  and  abilities.  He  can  then  direct 
the  older  worker  to  the  type  of  job  for  which 
he  is  best  fitted. 

Recreation 

There  are  special  recreation  programs  and 
Golden  Age  centers  throughout  the  area. 
Various  recreational  activities  are  being 
promoted  constantly:  for  example,  hobby 
fairs;  Senior  Citizens  Week;  trips;  visits  to 
museums,  art  galleries,  and  libraries.  Many 
agencies  offer  opportunities  for  the  elderly 
citizens  in  regular  programs. 

Mental  health 

Facilities  are  provided  for  outpatient  service 
for  the  emotionally  disturbed  patient.  These 
facilities  are  limited  in  the  number  of  cases 
they  can  accept.  Therefore,  it  is  advisable 
to  contact  the  agency  and  arrange  an  ap- 
pointment for  the  patient. 

Education 

For  a directory  of  adult  education  activities 
call  the  Community  Welfare  Council. 

Travelers  service 

Travelers  Aid  Society  gives  to  the  aged,  the 
handicapped,  and  the  inexperienced  traveler 
assistance  in  traveling  safely  from  one  city  to 
another.  Advance  planning  results  in  the 
best,  service.  Help  in  making  connections  at 
points  of  departure,  change,  and  arrival  can  be 
arranged  by  the  local  agency  through  its  chain 
of  offipes  across  the  country.  Short-term  help 
is  offered  to  persons  with  problems  connected 
with  travel. 

Legal  Service 

The  patient  who  needs  a lawyer’s  advice  and 
counsel,  but  who  is  unable  to  pay  for  such 
service,  may  be  referred  to  the  Legal  Aid 
Society. 

Rehabilitation 

Certain  agencies  provide  services  such  as  voca- 
tional training  and  counseling.  The  various 
hospitals  concentrate  on  physical  restoration 
of  handicapped  citizens. 


Social  Security  Administration:  Disability 
Insurance  Benefits 

Old  Age  and  Survivors  Insurance,  560  Main 
Street 

Kenmore  Branch  Office,  3660  Delaware  Avenue 


New  York  State  Department  of  Labor, 

Division  of  Employment,  210  Franklin 
Street 

Salvation  Army  Family  and  Personal  Service 
Department,  Division  of  Employment  for  the 
the  Elderly  Person,  121  N.  Pearl  Street 
Jewish  Community  Service  Society,  775  Main 
Street 

For  information: 

Mayor’s  Committee  on  Recreation  for  the 
Elderly,  509  City  Hall,  Parks  Dept. 

For  Directory  of  Golden  Age  Clubs  and  Day 
Centers: 

Community  Welfare  Council,  921  Genesee 
Building 


Buffalo  State  Hospital,  400  Forest  Avenue 
Mental  Hygiene  Clinic,  Gowanda  State  Hospital 
Jewish  Community  Service  Society  (Psy- 
chiatric Clinic),  775  Main  Street 
Buffalo  General  Hospital,  100  High  Street 
E.  J.  Meyer  Memorial  Hospital  (Psychiatric 
Clinic),  462  Grider  Street. 

Community  Welfare  Council,  921  Genesee 
Building 

Travelers  Aid  Society: 

New  York  Central  Terminal 
Greater  Buffalo  International  Airport 
Greyhound  Bus  Terminal 


Legal  Aid  Society  of  Erie  County,  110  Pearl 
Street 


Buffalo  General  Hospital,  100  High  Street 
E.  J.  Meyer  Memorial  Hospital,  462  Grider 
Street 

Mercy  Hospital,  565  Abbott  Road 
Kenmore  Mercy  Hospital,  2950  Elmwood 
Avenue 

Goodwill  Industries,  Inc.,  153  N.  Division 
Street 

New  York  State  Division  of  Vocational 
Rehabilitation,  Lafayette  Building 
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few  among  the  many  other  activities  which 
are  being  utilized  today  more  and  more 
frequently. 

What  do  we  find  in  institutions  housing 
the  aged?  Nursing  homes  and  homes  for 
the  aged,  which  made  themselves  available 
in  the  past  for  custodial  care  only,  today  ac- 
cept the  idea  of  geriatric  rehabilitation 
which,  although  with  limited  goals,  has  taken 
great  strides  in  the  past  three  years.  In 
addition  to  the  therapeutic  approach  which 
is  part  of  the  Golden  Age  centers’  everyday 
routine  activity,  we  do  find  some  specialized 
care  in  the  homes  for  the  aged  or,  to  some 
extent,  in  well-managed  private  nursing 
homes.  We  find  the  increasingly  more  fre- 
quent application  of  modern  physical  re- 
habilitation methods  in  these  institutions 
to  the  extent  that  even  speech  therapy  is 
used  in  selected  cases.  The  amazing  feature 
of  this  concentrated  effort  proves  itself  in 
the  improved  health  standards  which  we 
find  today  in  these  homes  for  the  aged, 
demonstrated  by  the  fact  that  in  spite  of 
crippling  and  disabling  conditions,  the  life 
span  of  the  patients  in  these  institutions 
has  increased  considerably  in  the  past  few 
years.  One  of  the  direct  outcomes  of  this 
constructive  comprehensive  approach  is 
made  manifest  by  the  fact  that  even  in 
geriatric  wards  of  state  hospitals  we  find 
that  patients  on  convalescent  care  come 
back  to  their  own  homes  or  to  institutions 
which  provide  care  for  elderly  patients. 

One  of  the  great  problems  with  which  the 
physician  finds  himself  confronted  in  dealing 
with  his  elderly  patient  is  the  (juestion  of 
housing,  even  when  the  patient  has  a family 
or,  to  a greater  extent,  when  the  patient 
lives  alone. 

These  are  just  a few  brief  illustrations  to 
prove  that  besides  the  medical  needs  there 
are  many  other  points  for  consideration  if 
we  are  to  deal  with  our  patients  in  an  in- 
telligent way. 

To  help  the  physician  satisfy  his  patient 
and  to  help  him  in  his  daily  struggles,  many 
medical  societies  on  the  county  level  are 
preparing  or  have  prepared  special  guides 
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which  give  a brief  listing  according  to  the  ■ 
various  needs  of  services  available  in  the  ■ 
community.  Thus  we  have  listings  for  I 
nursing  and  convalescent  homes,  family  I 
services,  homes  and  housing,  home  services,  I 
finances,  employment,  recreation,  mental  I 
health,  education,  travelers’  service,  legal  I 
service,  and  rehabilitation.  Once  these  I 
listings  are  available  to  the  respective  county  I 
medical  societies,  the  physician  has  a better  I 
opportunity  to  serve  his  patient  more  sue-  I 
cessfully.  I 

The  Physician  as  an  Educator  I 

Another  important  role  of  the  physician  I 
consists  of  providing  information  on  a grass-  I 
root  level  for  the  medical  societies,  looking  I 
forward  to  the  White  House  Conference  on  I 
Aging  in  1961.  We  anticipate  that  such  con-  I 
ferences  will  be  occurring  more  frequently  I 
once  the  original  step  has  been  taken.  Since  I 
we  are  living  in  a changing  society,  we  have  I 
to  prepare  ourselves  to  accept  the  changes  I 
and  make  the  necessary  arrangements  to  I 
fulfill  the  needs.  Besides  rendering  medical 
services,  it  is  of  the  utmost  importance  for 
the  physician  to  educate  his  patient,  the 
family,  and,  on  a long-range  basis,  the  entire 
community,  in  matters  pertaining  or  related 
to  health,  as  was  mentioned  earlier. 

Thus  every  doctor  within  his  own  sphere 
of  action  may  become  an  educator.  This 
is  very  important  because  by  educating  the 
average  man  or  his  family,  we  may  alleviate  | 
or  even  prevent  some  of  the  conditions  or 
complicating  circumstances  which  might 
precipitate  a real  catastrophe  unless  the}’ 
are  counteracted  in  their  premature  state. 

The  role  of  the  physician  may  start  in  his 
office  and  end  in  the  classroom  or  vice  versa. 
The  Latin  term  “doctor”  means  “teacher,” 
and  we  in  the  medical  profession  should 
(consider  teaching  as  part  of  our  work.  By 
following  such  a course  in  our  relations,  we 
may  even  promote  a better  health  status  on 
a preventive  basis.  The  importance  of  the 
detection  of  cancer,  diabetes,  glaucoma,  or 
heart  disease,  and  a regular  yearly  physical 
examination  and  evaluation  should  always 
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be  stressed  when  delivering  an  address  to 
an  audience.  This  way  we  may  accomplish 
what  is  the  basic  principle  of  geriatric  medi- 
cine, that  is,  the  prevention  of  disease  and 
the  treatment  of  existing  conditions.  We 
must  make  the  sick  person  more  comfortable 
and  the  family  more  reconciled  to  accept  the 
situation  in  a constructive  manner  without 
being  subjected  to  the  guilt  feelings  which 
plague  many  of  the  younger  people  par- 
ticularly who  are  faced  with  problems  affect- 
ing elderly  patients. 

Comment 

The  active  participation  of  physicians  in 
community  affairs  or  civic  events  helps  to 
cement  a better  relationship  between  the 
community  at  large  and  the  medical  profe.s- 
sion.  In  most  localities  today  in  the  United 
States  we  find  committees  which  deal  with 
the  questions  of  the  aged  citizen.  These 
committees,  besides  the  medical  societies, 
might  be  sponsored  by  the  municipalities 
or  councils  of  social  agencies.  In  each  in- 
stance it  is  important  that  the  nonmedical 
personnel  be  advised  by  the  medical  profes- 
sion about  certain  projects  which  would  be 
directed  to  help  the  aged  or  aging  person 
from  a medical  standpoint  as  well. 


Some  people  will  tend  to  make  the  state- 
ment that  such  an  attitude  or  approach  does 
sound  fine,  but  what  about  the  necessary 
time  which  is  so  badly  needed?  The  answer 
to  that  is  that  in  the  long  run,  time  is  saved 
and  the  patient  is  protected.  The  medical 
profession  stands  ready  to  advise  in  com- 
munity planning.  Indeed,  physicians  are 
genuinely  distressed  when  they  are  not  con- 
sulted for  their  opinions  in  cases  where  they 
might  be  able  to  help  resolve  a pertinent 
problem. 

The  practice  of  medicine  throughout  the 
ages  has  been  motivated  by  altruistic  de- 
sires. This  principle  may  be  furthered  by 
active  participation  of  the  physician  in 
a total  approach  toward  serving  the  aging 
population,  and  as  such  is  the  most  eloquent 
example  of  this  heritage  of  the  medical  pro- 
fession. 

723  West  Delavan  Avenue,  Buffalo  22 

Acknowledgment. — The  Medical  Society  of  the 
County  of  Erie  wishes  to  express  its  appreciation  to  the 
Medical  Society  of  the  County  of  Oneida  for  the  inspira- 
tion it  has  provided  in  the  preparation  of  this  special 
guide.  The  Erie  County  Aledical  Society  takes  this 
opportunity  t o commend  the  Oneida  County  Medical  So- 
ciety for  its  pioneering  efforts  in  this  field  of  dissemina- 
tion to  phj'sicians  of  information  regarding  special  serv- 
ices available  to  elderly  citizens. 
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A Mechanism  of  the  ''Click''  in  Unilateral 
Congenital  Subluxation  of  the  Hip 

Report  of  a Case 

ARTHUR  L.  MATLES,  M.D.,  AND  JACOB  F.  KATZ,  M.D.,  NEW  YORK  CITY 
{From  the  Orthopedic  Department,  Mount  Sinai  Hospital) 


SINCE  the  important  work  of  Ortolani,t2 
the  significance  of  the  hip  click  in 
the  early  diagnosis  of  congenital  hip  dys- 
plasia and  subluxation  has  been  well  es- 
tablished. 

During  1959  stillbirths  and  cases  of  im- 
mediate neonatal  deaths  were  examined 
clinically  and  radiographically  with  ar- 
thrography by  one  of  the  authors  (A.  L.  M.) 
with  respect  to  hip  anomalies.  During  this 
study,  one  fetus  was  found  to  exhibit  clini- 
cally suggestive  characteristics  of  a congeni- 
tal subluxation  of  the  hip,®  which  was  con- 
firmed by  x-ray  examination.  This  was 
followed  by  careful  dissection,  measurement, 
and  pathologic  study  to  assist  in  the  evalua- 
tion of  the  mechanism  of  the  “click”  in  the 
dislocation  process. 

The  purpose  of  this  report  is  to  present 
the  mechanism  of  the  hip  click. 

Ca.se  Report 

A twenty-five-year-old  Puerto  Rican  female 
gravida  4,  para  0,  was  admitted  to  the  Mount 
Sinai  Hospital  on  August  2,  1959,  at  term.  Her 
pregnancy  was  associated  with  mild  hypotension, 
nausea,  and  vomiting  in  the  first  trimester, 
anemia  which  was  corrected  with  Imferon,  and 
Trichuris  trichiuria  in  stool  specimens.  She  was 
in  labor  on  admission.  Fetal  heart  tones  were 
found  to  be  irregular,  and  the  delivery  was 
lierformed  by  cesarean  section.  The  child  lived 
for  fifteen  minutes. 

Pathologic  examination  of  the  fetus  revealed 
a bilobed  right  lung,  without  other  visceral 
anomalies.  The  cause  of  death  was  determined  to 
be  related  to  anoxia,  both  intra-  and  postpartum. 


Presented  at  the  154th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  Section  on  Orthopedic  Surgery,  May  11,  1960. 


Orthopedic  examination  revealed  no  overt 
chnical  abnormahties  such  as  thigh-fold  asjTO- 
metry  or  leg  shortening.  However,  on  ma- 
nipulation of  the  hips  from  a neutral  position  to 
that  of  flexion,  abduction,  and  external  rotation, 
a prominently  audible  and  palpable  click  (first 
click)  was  elicited  in  the  left  hip.  This  occurred 
when  90  degrees  of  thigh  flexion  was  reached. 
This  click  was  again  produced  at  the  end  range 
of  the  manipulation  of  the  hip  (second  click). 
Mild  limitation  of  abduction  was  present  in  the 
left  hip  at  80  degrees  of  abduction,  just  prior  to 
the  second  click.  Simultaneously  with  the  first 
click  there  was  a sensation  of  telescoping  antero- 
])Osteriorly. 

Radiograijhically  (Fig.  lA)  the  left  acetabular 
index  was  32  degrees,  the  right  was  20  degrees. 
The  ajiparent  position  of  the  radiographically 
undemonstrable  femoral  heads  was  in  both 
inferior  quadrants  on  the  left  and  the  medial 
inferior  quadrant  on  the  right.  An  arthrogram 
(Fig.  1 B)  revealed  a subluxation  of  the  left  hip. 

Careful  dissection  down  to  the  capsule  of  the 
left  hip  joint  revealed  no  gross  abnormalities. 
On  opening  the  capsule  wfidely  anteriorly  and 
repeating  the  already  mentioned  maneuvers,  as 
the  hips  were  flexed  to  90  degrees,  the  head  of  the 
left  femur  was  visualized  dislocating  from  the 
acetabulum  overriding  and  everting  the  labrum 
posteriorly  (Fig.  2A).  Immediately  thereafter 
the  labrum  snapped  back  to  its  original  position, 
producing  the  audible  and  palpable  click  (Fig. 
2B).  At  this  time  the  head  was  completely 
dislocated  posteriorly.  As  the  manipulation  con- 
tinued, the  posterior  portion  of  the  labrum  was 
being  inverted  (Fig.  2C). 

At  the  end  position  of  the  manipulation,  as 
the  head  of  the  left  femur  entered  the  acetabulum, 
the  labrum  snapped  back  (Fig.  2D)  to  its  original 
]io.sition,  producing  once  again  an  audible, 
palpable  click. 

For  pertinent  measurements  of  the  liip  joints, 
see  Table  I. 
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Fig.  1.  (.4)  The  apparent  position  of  femoral  head  on  left  is  shifted  laterally  from  Perkin’s  line.  (H) 

Arthrogram  showing  contrast  d}’e  pooled  interiorly  in  left  hiji  and  sublu.xation  of  hip. 


Apparently,  Gerdy®  (after  Guyot)  was  the 
first  to  recognize  the  importance  of  the 
click  in  the  early  diagnosis  of  congenital  dislo- 
cation of  the  hip.  In  1903  Guyot®  himself 
confirmed  this  sign,  which  previously  had 
been  forgotten.  Of  course,  as  is  well  known, 
Lorenz''  stressed  the  importance  of  the 
noise  during  the  successful  reduction  of 
a dislocated  hip. 

Our  present-day  knowledge  of  this  valu- 
able sign,  however,  must  be  attributed  to 
Ortolani.*  He  describes  the  “segno  dello 
scatto”  that  occurs  when  a dysplastic  hip  is 
manipulated  from  a flexed,  adducted,  in- 
ternally rotated  position  to  one  of  abduction 
and  external  rotation,  the  click  of  entrance. 
The  click  of  exit,  when  the  maneuver  is  re- 
versed and  the  hips  are  brought  to  the  ex- 
tended position,  he  attributes  to  Bel  lei.®® 
Ortolani®  described  the  clicks  that  occur 
when  the  femoral  head  overrides  a weak, 
hypoplastic,  and  deformable  labrum  as  it 
enters  or  leaves  the  joint.  This  click  can 
be  reproduced,  however,  in  a normal  joint, 
after  the  capsular  attachments  and  liga- 
mentum  teres  femoris  have  been  severed. 

By  reporting  this  case,  we  are  not  imply- 


TABLE  I. — Pertinent  Measurements  of  Hit 
Joints 


Hip 

Structure 

Right 

Left 

Acetabulum 

Anterior  w all 

8.5  mm. 

1.0  cm. 

Posterior  bony 
Labrum 

1.0  cm. 

9.0  mm. 

Anterior 

2.5  mm. 

3.0  mm. 

Posterior 
Pulvinar  fat 

4.5  mm. 

4.5  mm. 

(diameter) 

Acetabular 

0.5  mm. 

1 .0  mm. 

angles  (in- 
cluding 
cartilage) 

35  degrees 

42  degrees 

Circumferences 

Frontal 

(with 

labrum) 

Transverse 

13  (16)  mm. 

14  (17)  mm. 

(wdth 

labrum) 

12  (15)  mm. 

12  (14)  mm. 

Greatest  depth 
Femori 

5.0  mm. 

4.0  mm. 

Circumference 

heads 

Sagittal 

16  mm. 

16  mm. 

Transverse 

15  mm. 

15  mm. 

Anteversion 
Ligamentum  teres 

25  degrees 

45  degrees 

femoris : length 

10  mm. 

11  mm. 

ing  that  this  is  the  mechanism  of  the  click 
in  all  cases  of  congenital  dislocation  of  the 
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Fig.  2.  (.4)  L = acetabular  labrum;  A = acetabular  cavity;  T = ligamentum  teres  femoris;  F = carti- 

lagenous  head  of  right  femur;  An  = anterior;  F = posterior;  y = superior;  I = inferior;  and  EL  = everted 
labrum  immediately  before  click  of  exit.  (B)  Acetabular  labrum  (L)  in  normal  position  immediately  after 
click  of  exit.  (C)  Inverted  labrum  (IL)  immediately  before  click  of  entrance.  (D)  Acetabular  labrum  (L) 
immediately  after  click  of  entrance. 


hip  or  its  earlier  counterparts.  In  this  par- 
ticular case,  the  clicks  were  produced  by  the 
spontaneous  correction  of  the  deformity  of 
the  labrum  as  the  femoral  head  was  dis- 
located and  reduced. 
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Discussion 

Robert  K.  Lippmann,  M.D.,  New  York 
City. — This  study  b}'  Dr.  Matles  and  Dr.  Katz 
has  demonstrated  clearly  one  mechanism  of  the 
hip  click  in  infants  with  congenital  dislocation 
but,  of  course,  not  necessarilj'  that  of  all  hip 
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CLICK”  IN  CONGENITAL  SUBLUXATION  OF  HIP 


Fig.  3.  Loss  of  parallelism  of  acetabular  roof  to 
curvature  of  femoral  head. 


clicks  in  infancy.  If  too  much  reliance  is  placed 
on  this  diagnostic  sign  by  pediatricians,  I fear 
that  a fair  proportion  of  liip  subluxations  or 
dislocations  will  be  missed. 

The  work  of  Scott  and  Somerville*  at  Oxford 
has  focused  attention  on  the  limbus  or  labrum 


of  the  hip  socket,  not  only  in  diagnosis  but  also 
especially  in  reference  to  its  tendency  to  invert 
and  obstruct  complete  intrusion  of  the  capital 
epiphysis  into  the  socket. 

Inversion  of  the  supraposterior  limbus  pi’ob- 
ably  occurs  frequently  in  congenitally  lax  hips. 
Docs  it  remain  to  ju'oduce  incomjilete  seating  of 
the  head  and  late  osteoarthritic  changes,  or 
does  it  atrophy  and  diminish  to  a nonobstructive 
thickness?  The  illustration  (Fig.  3)  shows  the 
loss  of  parallelism  of  the  acetabular  roof  to  the 
curvature  of  the  femoral  head.  Three  such  hips 
were  found  in  a review  of  over  100  adult,  non- 
painful hips.  In  these  three,  the  parallelism  was 
lost  but  the  angular  bony  roof  sugge.sted  the 
remains  of  the  inverted  limbus.  There  was  no 
evidence  of  late  osteoarthritic  change  in  these 
hips.  If  our  interpretation  is  correct,  it  would 
suggest  that  inversion  of  the  limbus  while  helpful 
in  diagnosis  may  not  pose  an}"  lasting  therapeutic 
problem. 


* Somerville,  E.  W.,  and  Scott,  J.  C.;  The  direct 
approach  to  congenital  dislocation  of  the  hip,  J.  Bone 
& Joint  Surg.  39B : 623  (Nov.)  1957. 
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Breathing  Cripples 

NORMAN  E.  JOHNSON,  M.D.,  SYRACUSE,  NEW  YORK 
{From  the  State  University  of  New  York  Upstate  Medical  Center) 


T N THE  search  for  further  knowledge  con- 
cerning  the  function  and  anatomy  of  the 
nose  we  learn  increasingly  more  about  what 
is  needed  for  healthful  breathing.  We  are 
reminded  continually  that  the  nose  is  a 
complex  mechanism  with  many  variations 
and  that  multiple  factors  govern  one’s 
ability  to  breathe  well  through  it.  Studies 
on  nasal  physiology  and  anatomy  are  contin- 
uously being  re-evaluated,  particularly  the 
relationship  of  individual  structures.  Much 
thought  has  been  directed  to  seemingly  in- 
significant areas  or  points  for  possible 
physiologic  reasons,  and  careful  operative 
technics  have  become  necessary  to  respect 
what  may  appear  to  be  the  minutiae  of 
surgical  detail. 

At  the  turn  of  the  century  nasal  surgery 
was  given  tremendous  impetus  from  contri- 
butions by  Freer,'  Killian, ^ Hajek,®  Goodale,"* 
and  Mosher.®  A second  impetus  has  come 
during  this  past  decade  from  the  stimulating 
and  instructive  contributions  of  Converse,® 
Cottle,^  Becker,®  Negus,®  Fomon  et 
Our  technics  in  photography,  anesthesia, 
lighting,  patient  tranquility  during  sur- 
gery, preoperative  workup,  and  detailed 
postoperative  care  are  improving  constantly. 
Tissue  reactions  from  surgical  trauma  now 
arc  controlled  better,  and  the  patient  does 
not  suffer  from  long,  severe  ecchymosis  and 
swelling.  In  addition  to  physiology  and 
anatomy,  the  rhinologist  today  appreciates 
the  importance  of  embryology,  histology, 
and  endocrinology.  He  has  a keen  interest 
in  the  manifestations  of  enzymes  and  hor- 
mones and  also  in  allergic  and  nonallergic 
reactions.  The  rhinologic  surgeon  is  no 


IVesented  at  the  l.Mth  Annual  Meeting  of  the  Medieal 
Society  of  the  State  of  New  York,  New  York  City, 
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longer  regarded  as  a pure  cosmetologist. 
He  is  deeply  concerned  with  the  patient’s 
breathing  and  well-being  and  their  relation- 
ship to  other  functions  of  the  body. 

As  might  be  expected,  there  are  differences 
of  opinion  over  various  aspects  of  this  work, 
as  there  are  in  other  fields  of  medicine. 
However,  there  is  constant  progress,  and  this 
is  vital  if  nasal  surgery  is  to  attain  its  right- 
ful place  in  otolaryngology  along  with  the 
rapidly  advancing  frontiers  of  otologic, 
oncologic,  head  and  neck,  and  maxillofacial 
surgeries. 

The  diagnosis  of  nasal  dysfunction  may  be 
difficult  to  make.  This  paper  is  concerned 
chiefly  with  nasal  dysfunction  caused  by 
deformities  in  the  structures  of  the  nose  it- 
self. Allergy,  tumor,  and  vasomotor  factors 
will  not  be  discussed. 

There  is  no  doubt  that  the  nose  can  com- 
pensate for  a considerable  amount  of  de- 
formity, but  we  cannot  predict  for  how  long. 
We  all  have  seen  noses  that  obviously  appear 
obstructed,  but  the  patient  reports  that  he 
breathes  well.  Furthermore,  he  acts  sur- 
prised when  we  question  him,  but  we  find 
that  he  sleeps  only  on  one  side,  awakens 
fatigued,  complains  of  postnasal  discharge, 
has  frequent  headaches,  and  has  difficulty 
with  his  eustachian  tubes  and  sinuses. 
Po.stoperative  questioning  reveals  that  these 
patients  cannot  remember  or  perhaps  never 
have  known  good  breathing.  Usually,  how- 
ever, the  patient  presents  himself  with  the 
complaint  of  nasal  obstruction  with  various 
associated  symptoms.  P’requently,  these 
symptoms  are  of  such  magnitude  that  the 
patient  is  in  a state  of  chronic  ill  health  and 
for  all  intents  and  purposes  is  a “nasal  or 
breathing  cripple’’  desperately  in  need  of 
help.  We  must  investigate  these  com- 
plaints (‘arefully,  and  sometimes  several 
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visits  by  the  patient  are  necessary  before 
we  can  attack  the  primary  problem  and  give 
relief.  The  nose  must  be  evaluated  as  a 
total  structure;  in  any  surgical  procedure 
the  septum,  all  neighboring  structures, 
and  their  relationships  must  be  considered. 

Anatomic  Features  of  the  Nose 

The  nasal  septum  consists  of  the  spine, 
premaxilla,  vomer,  crest  of  the  maxilla,  per- 
pendicular plate  of  the  ethmoid,  septal 
cartilage,  nasal  process  of  the  frontal  bone, 
and  medial  attachments  of  the  nasal  bones 
and  upper  lateral  cartilages.  Each  has  its 
own  compartment  of  perichondrium  and 
periosteum.  The  mobile  membranous 
septum  is  an  important  feature.  The  upper 
lateral  cartilages  attach  for  several  milli- 
meters to  the  under  surface  of  the  nasal 
bones.  These  cartilages  in  the  platyrrhine 
(in  Negroes)  are  triangular  in  shape,  and 
their  anterior-inferior  angles  meet  the 
anterior-inferior  corners  of  the  septum. 
In  the  leptorrhine  (in  white  patients)  these 
cartilages  are  trapezoid  in  shape,  and  their 
anterior-inferior  corners  normally  are  found 
in  a more  cephalic  position  in  relation  to  the 
septum.  They  are  attached  firmly  but 
caudally  loosely  and  membranous  to  the 
septum. 

The  lobular  cartilages  present  lateral  and 
medial  crura  which  normally  project  into 
the  nasal  vestibule.  In  the  tip,  under  the 
dome,  is  a space  called  the  ventricle.  The 
caudal  margin  of  the  upper  lateral  cartilage 
with  the  cephalic  margin  of  the  lobular 
cartilage  forms  a cul-de-sac.  In  the  platyr- 
rhine the  lobule  is  characterized  by  a short 
columella,  horizontal  nostrils,  and  a flat  or 
square  tip;  this  is  abnormal  to  the  leptor- 
rhine. Another  marked  difference  is  that  in 
the  leptorrhine  the  pyriform  ridge  is  sharp 
and  marked,  while  in  the  platyrrhine  it  is 
absent. 

The  nose  may  be  divided  into  two  areas, 
internal  and  external.  The  external  nose  is 
considered  to  be  all  the  structures  lying 
anterior  or  vertical  to  the  bony  aperture 
after  the  removal  of  the  nasal  bones.  This 


is  an  empty  space  and  may  be  likened  to  the 
roof  of  a house.  It  is  obvious  that  when 
the  external  nose  is  traumatized,  a frequent 
injury,  many  structures  may  be  altered  that 
may  potentially  distort  one’s  breathing. 
In  addition  to  any  immediate  insult,  we 
must  keep  in  mind  that  latent  sequelae 
of  hematoma,  scar  contracture,  atrophy, 
and  hypertrophy  of  all  or  selected  structures 
may  further  inhibit  normal  function. 

Features  of  Normal  Nasal  Breathing 

The  vibrissae  and  the  lobule  of  the  nose 
quiet  and  scoop  up  air  so  it  may  be  received 
into  the  nose  on  inspiration.  The  medial 
and  lateral  crura,  the  pyriform  ridge,  the 
margin  of  the  upper  lateral  cartilages,  and 
the  cul-de-sac  serve  as  baffles.  The  in- 
ternal os  is  composed  of  the  rigid  pyriform 
ridge,  the  semirigid  septum,  and  the  movable 
caudal  portion  of  the  upper  lateral  cartilage. 
Nasal  breathing  is  a dynamic  process  with 
each  nasal  chamber  alternating  as  a func- 
tional unit.  When  we  sleep,  for  example,  we 
breathe  with  the  nostril  opposite  the  side  on 
which  we  are  lying  (topside  nostril).  When 
this  nostril  closes,  we  turn  in  our  sleep  and  re- 
verse the  mechanism.  There  appears  to  be 
a great  deal  of  evidence  that  the  nasal  valve, 
working  in  conjunction  with  the  erectile 
tissue  of  the  turbinates,  is  responsible  for 
this  phenomenon. 

On  inspiration  the  normal  pathway  of  the 
air  current  is  arched  and  high.  On  expira- 
tion there  is  an  eddy  and  whirl  formation 
which,  augmented  by  the  ventricles  in  the 
lobule,  produces  resistance  to  expiration,  a 
feature  necessary  in  proper  breathing. 

As  one  studies  the  pathways  of  nasal 
breathing  one  cannot  help  but  be  impressed 
by  patients  with  atrophic  rhinitis.  These 
people  exhibit  large,  cavernous  intranasal 
spaces,  yet  they  complain  of  nasal  obstruc- 
tion. We  also  see  this  in  patients  with  a 
markedly  deviated  septum.  Here  the 
patient  refers  his  trouble  to  the  side  of  the 
wide,  open  space.  In  these  instances 
patients  have  marked  eddy  and  whirl  forma- 
tion which  produces  resistance  on  inspira- 
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tion,  but  there  is  little  or  no  resistance  to  the 
expiration  of  air.  This  is  diametrically 
opposite  to  the  normal  mechanism  of  breath- 
ing. 

Examination 

Correct  and  ideal  diagnosis  can  be  made 
only  by  careful,  thorough  examination  with 
good  light  and  with  preliminary  clipping  of 
the  vibrissae.  In  this  way  one  can  observe 
the  relationships  of  the  septum  to  the  lobule, 
the  upper  lateral  cartilages,  and  the  baffles 
of  the  lateral  and  medial  crura;  basic  ob- 
servations can  be  made  as  to  type  of  nostril, 
type  of  alae,  and  length  of  the  columella. 
Occasionally,  it  is  wise  to  use  two  specula 
to  examine  each  side  simultaneously  to  check 
height  and  balance  of  the  ridges  and  the 
floor  of  the  nose.  Another  useful  and  neces- 
sary examination  is  palpation  of  the  lobule 
for  mobility  and  the  membranous  septum  for 
mobility  and  function. 

An  examination  of  the  upper  lateral 
cartilages,  the  nasal  valve,  cannot  be  done  on 
a nostril  stretched  with  a speculum.  This 
important  intranasal  structure  should  be 
examined  undistorted  and  in  its  natural  posi- 
tion to  observe  possible  returning,  ballooning, 
stiffness,  or  collapse.  Occasionally,  it  is 
advantageous  to  measure  the  thickness  of 
the  septum  with  calipers,  for  we  may  find 
something  unsuspected.  This  procedure  can 
show  a thick  septum  indicating  previous 
septal  trauma  or  multiple  septums  indicating 
congenital  abnormality. 

Deep  nasal  structures  can  be  evaluated 
completely  only  after  proper  anesthesia  and 
decongestion.  Palpation  with  a cotton- 
tipped  applicator  may  indicate  posterior 
impactions  or  synechia.  In  a thorough 
check  of  the  nose  we  must  not  forget  the 
importance  of  posterior  rhinoscopy. 

Specific  Cases  of  “Breathing  Cripples” 

Septitms.  -In  evaluating  the  re.storation 
of  nasal  function  the  performance  of  the 
septum  is  of  primary  consideration.  What 
constitutes  a good  septum  operation  is  that 
which  preserves  and  restores  normal  anat- 


omy of  the  septum  with  respect  to  its  nasal 
neighbors.  We  may  do  surgery  on  the 
cartilage  alone  superiorly,  anteriorly,  or 
perhaps  inferiorly.  There  may  be  very 
little  cartilaginous  surgery  with  the  main 
attack  on  the  premaxilla  and  vomer.  Pos- 
sibly pathologic  conditions  will  be  only 
posterior.  Occasionally  the  entire  septum  is 
deformed  and  requires  attention.  Whatever 
the  case  our  underlying  policy  is  first  to 
preserve  as  much  of  the  normal  as  possible 
and  then  replace  and  rebuild  the  abnormal 
to  the  best  of  our  ability. 

Prior  submucous  resections,  sometimes 
after  multiple  operations  that  leave  perfora- 
tions and  synechia,  usually  result  in  un- 
happy patients.  The  subtotal  removal  of 
the  septum  that  leaves  a columella  and 
dorsal  strut  frecjuently  results  in  saddling; 
if  the  columellar  support  is  weak,  it  results 
in  .sagging  which  subsequently  distorts  the 
upper  lateral  cartilages  and  produces  a .short 
columella,  horizontal  nostrils,  and  abnormal 
platyrrhine  features  to  the  lobule.  These 
sequelae  may  be  latent  and  may  take 
time  to  develop  as  a result  of  postoperative 
scar  contracture.  I concur  with  those  who 
believe  that  the  results  of  nasal  surgery 
should  not  be  measured  conclusively  for 
years,  since  most  of  our  patients  who  sub- 
mit to  these  procedures  are  in  the  younger- 
age  group. 

The  removal  of  a large  segment  of  the 
caudal  septum  or  the  entire  removal  of  the 
septum  without  replacement  or  reconstruc- 
tion should  be  condemned  as  a surgical  pro- 
cedure. 

Upper  Lateral  Cartilages. — The  upper 
lateral  cartilages  may  exhibit  returning 
(curling  back  of  the  caudal  margin  on  itself) 
and / or  ballooning.  Both  of  these  conditions 
result  in  a stiff,  poorly  functioning  nasal 
valve.  In  one  instance  we  have  seen  a 
collapsed  upper  lateral  cartilage  lying 
snugly  on  a normal  septal  surface.  When  a 
septum  requires  shortening  during  surgery, 
we  must  remember  that  the  anterior-inferior 
corner  of  the  upper  lateral  cartilage  must  be 
readjusted  to  the  new  anterior-inferior 
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corner  of  the  septum.  This  is  accomplished 
by  means  of  an  intercartilaginous  incision. 
By  the  same  token,  if  one  performs  rhino- 
plastic  shortening  with  rotation  of  the 
lobule,  it  is  better  perhaps  to  dissect  the 
upper  lateral  cartilages  and,  preserving  the 
mucosa,  shorten  them  precisely.  Other 
advantages  to  this  procedure  are  better 
preservation  of  the  cul-de-sac  and  less  scar- 
ring of  the  os  internum.  Furthermore,  if 
we  happen  to  have  a congenitally  short 
upper  lateral,  on  dissection  we  may  choose 
to  do  less  than  usual  to  this  structure  and 
shorten  a bit  more  of  the  cephalic  margin  of 
the  lobular  cartilages.  When  the  upper 
laterals  are  dissected  free,  they  may  be 
trimmed,  gridded,  or  released  from  the 
septum  as  the  need  may  be. 

Lobul.\r  Manifestations  of  In- 
terest.— The  lobuli  may  present  some  inter- 
esting manifestations.  If  the  cartilages  are 
ballooned  and  produce  a large  ventricle  in 
the  tip,  we  may  test  for  abnormal  function 
by  placing  small  balls  of  cotton  in  the  tip  to 
decrease  the  space.  This  procedure  can  be 
valuable  in  deciding  whether  or  not  to  do 
lobular  surgery  in  conjunction  with  septal 
surgery.  A lobule  may  be  stiff  and  may 
function  poorly  as  a consequence  of  an 
underlying  septum  growing  out  of  propor- 
tion to  the  rest  of  the  nose.  This  we  term 
a tension  nose,  because  the  septum  gives 
abnormal  support  to  the  lobule. 

Injuries  of  the  External  Pyramid.^ — 
Several  investigators  have  shown  that  ap- 
proximately 6 per  cent  of  the  babies  born 
through  the  birth  canal  sustain  injuries  to 
their  external  noses.  A bump  on  the  nose  or 
a fracture  in  subsequent  years  may  affect 
the  growth  of  the  nose  in  all  or  in  isolated 
structures.  Obvious  external  nasal  pyram- 
idal deformities  undoubtedly  can  alter  the 
pathway  of  the  air  currents,  change  their 
volume,  pressure,  and  resistance,  and  pro- 
duce abnormal  breathing.  Problems  of  re- 
habilitating the  injured  nose  may  present 
many  variations.  To  restore  the  function  of 
proper  breathing  one  needs  to  consider  more 
than  one  set  of  technics;  an  armamentarium 


of  nasal  operations  first  must  be  evaluated. 
We  already  have  discussed  the  variations  in 
treatment  necessary  to  rehabilitate  the 
septum.  Variation  and  change  in  surgical 
approach  and  technics  are  illustrated  by  the 
present  treatment  of  platyrrhine  features 
with  drooping  tip  and  retracting  columella 
that  develop  in  severely  injured  noses. 
Rotational  tip  surgery,  combined  with  bony 
pyramidal  procedures  with  or  without  sur- 
gery for  an  underlying  septal  deformity,  may 
solve  this  problem. 

Occasionally,  when  support  is  lacking,  an 
autogenous  bone  graft  is  placed  on  the 
dorsum  and  when  combined  with  extensive 
fascial  base  undermining,  aids  in  rotating 
and  lengthening  the  columella.  We  may  do 
external  nasal  pyramidal  work  without 
septal  surgery  or  perhaps  hump  removal 
with  little  or  no  lobular  surgery.  The  com- 
binations are  multiple  in  their  variabilities. 
With  injured  noses  particularly,  a pre- 
operative evaluation  must  be  exceedingly 
thorough;  yet  one  must  remain  mobile  in 
attitude  during  surgery.  This  holds  true 
with  basic  incisions.  If  we  fear  scar  con- 
tracture in  a small  nostril  we  may  do  most 
of  our  work,  including  that  on  the  lobule, 
through  intercartilagenous  incisions.  A 
secondary  procedure,  with  a scar  present  in 
the  cul-de-sac,  may  be  done  through  rim 
incisions.  In  this  consideration  indications 
for  and  against  alar  and  vestibular  incisions 
are  innumerable,  and  our  selection  is  gov- 
erned by  our  findings. 

Cosmetic  Surgery. — The  person  who 
breathes  well  but  desires  an  improvement 
in  appearance  does  not  have  to  endure  im- 
paired nasal  function.  We  adhere  to  strict, 
meticulous  preservation  of  mucosal  reflec- 
tions and  vestibular  linings.  The  upper 
lateral  cartilages  are  shortened  after  dis- 
section and  reflection  of  the  intranasal 
mucoepithelium.  The  basic  anatomic 
criteria,  as  discussed  earlier,  deserve  our 
utmost  respect. 

Summary 

Variations  in  anatomy  and  in  the  develop- 
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merit  of  the  nose  are  discussed  together  with 
the  sequelae  of  injury.  For  surgical  reha- 
bilitation a variety  of  technics  may  be  em- 
ployed. Preservation  of  the  normal,  and 
reconstruction,  not  removal,  of  the  abnormal 
is  suggested  to  achieve  the  best  results  for 
the  “breathing  cripple.” 
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Hypofibrinogenemia:  an  Approach  to  Recognition  and  Management 


The  authors’  stated  objective  in  this  paper  is  to 
emphasize  the  need  for  a direct  approach  to  the 
management  of  hypofibrinogenemia  in  obstetric 
practice,  based  on  early  suspicion  and  recognition  of 
the  entity.  Sometimes  hypofibrinogenemia  can  be 
linked  with  certain  obstetric  conditions  generally 
considered  predisposing,  but  sometimes  these  links 
may  be  rather  tenuous.  In  the  3 postpartum 
hemorrhage  cases  presented,  one  had  had  a mild 
transfusion  reaction,  the  second,  mild  toxemia,  and 
the  third,  placental  detachment.  In  each  case 
the  diagnosis  was  quickly  made  on  clinical  observa- 
tions and  failure  of  freshly  drawn  venous  blood  to 


clot  normally.  All  3 responded  satisfactorily  to 
administration  of  whole  blood  and  fibrinogen. 
This  entity  should  be  suspected  in  every  case  of 
obstetric  hemorrhage,  whether  or  not  accom- 
panied by  such  conditions  as  abruptio  placentae, 
eclampsia,  trauma,  or  transfusion  reactions,  which 
are  usually  considered  predisposing.  The  diag- 
nosis is  readily  made  by  observing  the  clotting  of 
freshly  drawn  blood,  and  therapy  should  not  be 
delayed  for  final  fibrinogen  determination. — Carl- 
ton W.  Sargent,  Colonel,  MC,  and  Jack  E.  Birge, 
Captain,  MC,  Martin  Army  Hospital,  Fort  Benning, 
Georgia,  U.S.  Armed  Forces  M.  J.  March,  1960 
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FRANK  MOYA,  M.D.,  NEW  YORK  CITY 

' {From  the  Anesthesiology  Service,  the  Presbyterian  Hospital  and  the  Sloan  Hospital  for  Women) 

I 


^ I ''he  administration  of  chloroform  by 
John  Snow  to  Queen  Victoria  is  hailed  as 
a major  turning  point  in  the  controversy 
over  the  acceptance  of  anesthesia  for 
obstetrics.  However,  it  is  not  widely 
known  nor  fully  appreciated  that  the 
j “anesth^sie  a la  reine”  was  in  fact  chloro- 
form “analgesia.”  The  vapor  was  ad- 
ministered intermittently  for  a period  of 
fifty-three  minutes.  Analgesia  was  attained 
t but  there  was  no  loss  of  consciousness  at 
any  time.  Snow^  pointed  out,  “It  is  de- 
sirable to  give  the  chloroform  very  gently  at 
I first,  increasing  the  quantity  a little  with 
' each  pain  if  the  patient  is  not  relieved  . . . 

!j  complete  anesthesia  is  never  induced  in 

; midwifery,  unless  in  some  cases  of  operative 
1 delivery.” 

I Unfortunately,  the  teaching  and  wisdom 
1 of  Snow  went  unheeded.  The  drug  was 
j administered  with  little  regard  to  depth  and 
I duration  of  anesthesia,  patency  of  airway, 
condition  of  the  patient,  or  adequacy  of 
ventilation.  As  a result,  chloroform  fell 
1 into  disrepute  and  relative  disuse. 

Waters*  and  his  associates,  starting  in 
1942,  completely  re-evaluated  the  drug, 
using  modern  laboratory  and  clinical  inves- 
tigative technics.  Their  study,*  published 
in  1950,  disproved  many  of  the  beliefs 
I concerning  the  toxicity  and  dangers  in  its 
usage.  They  concluded  that  chloroform  did 
not  deserve  to  be  abandoned  as  a surgical 
j anesthetic.  However,  to  make  chloroform 
' safe.  Waters  stated  that  it  would  be  neces- 
, sary  to  provide  a means  of  changing  the 


Presented  at  the  154th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Anesthesiology,  May  10,  1960. 

* This  study  was  supported  in  part  by  research  grants 
from  the  National  Institutes  of  Health  (H-2410  C 3), 
the  Public  Health  Service,  and  the  Collaborative  Project 
on  Cerebral  Palsy  (B-2390) . 


Fig.  1.  Chloroform  inhaler,  a portable  thermo- 
compensated  vaporizer. 


concentration  of  vapor  in  such  a manner  as 
to  vary  it,  both  up  and  down,  in  increments 
of  0.1  per  cent  or  less. 

One  such  precision  vaporizer,  the  Experi- 
mental Tecota  Chloroform  Inhaler,!  was 
introduced  recently  and  investigated  in  this 
country  by  Ngai  et  al.^  In  a limited  series 
of  experiments  in  man  the  inhaler  was  used 
to  achieve  amnesia  and  analgesia,  with 
electroencephalographic  patterns  1 or  2 for 
periods  up  to  sixty  minutes.  The  subject 
remained  conversant  and  cooperative 
throughout  the  study.  It  appears,  therefore, 
that  the  inhaler  may  be  useful  for  the 
study  of  chloroform  analgesia  and  in  certain 
clinical  situations.  The  purpose  of  this 
report  is  to  present  preliminary  observations 
on  its  use  in  obstetrics.  It  must  be  stressed 
that  although  the  inhaler  is  capable  of 
producing  anesthetic  concentrations  of 
chloroform,  only  analgesia  levels  were  stud- 
ied. No  attempts  were  made  to  evaluate 
anesthetic  planes  of  the  agent. 

Description 

The  chloroform  inhaler  (Fig.  1)  is  a 

t Developed  by  Cyprane,  Ltd.,  England,  and  dis- 
tributed by  Fraser  Sweatinan,  Inc.  North  Tonawanda, 
New  York. 
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portable  thermocompensated  vaporizer 
which  rests  on  a broad  base.  A length  of 
corrugated  tubing  leads  from  the  unit  to  the 
face  mask.  It  is  a drawover  type  of  inhaler 
with  a single  air  intake  opening  and  a 
nonrebreathing  valve  in  the  unit  as  well  as 
at  the  face  mask.  The  vaporizing  chamber 
has  a liquid  capacity  of  about  40  cc.  A 
control  dial  has  settings  marked  for  0.2, 
0.3,  0.5,  0.6,  0.7,  and  0.9  per  cent  of  chloro- 
form vapor.  In  addition,  if  the  dial  is 
rotated  180  degrees  in  the  opposite  direction, 
markings  set  for  1.,  1.2,  1.4,  1.6,  1.8,  and  2 
per  cent  are  available.  Earlier  studies 
demonstrated  that  the  thermocompensating 
mechani.sm  was  very  accurate  for  vapor 
concentrations  in  the  0.2  to  0.9  per  cent 
range. ^ When  the  control  was  set  at  1 per 
cent  or  above,  the  concentration  could  not 
be  maintained  and  fell  rapidly  to  a much 
lower  level.  Variations  in  minute  volume 
between  4 and  10  L.  did  not  alter  vapor 
concentrations  significantly. 

Clinical  Material  and  Technics 

A total  of  361  vaginal  deliveries  were 
studied.  Of  these,  161  were  performed 
under  chloroform  analgesia,  and  200  were 
delivered  as  controls  with  the  help  of  nitrous 
oxide  analgesia.  Patients  were  cho.sen  at 
random  and  were  un.selected  except  for  the 
following:  the  use  of  chloroform  was 

limited  to  ward  cases  and  avoided  in  patients 
with  a history  of  toxemia  of  pregnancy  or 
liver  disea.se. 

In  both  groups  there  was  approximately 
the  same  proportion  of  multiparas  (78 
per  cent),  forcep  deliveries  (13  per  cent), 
and  episiotomies  (74  per  cent).  The  chloro- 
form group  included  one  breech  delivery  and 
one  twin  delivery,  and  in  the  nitrous  oxide 
series  there  were  five  breech  deliveries. 
To  avoid  undue  weighting  of  the  series,  the 
breech  and  premature  (<2,000  Gm.)  births 
were  excluded  from  consideration  in  the 
evaluation  of  the  infants,  since  the.se  types 
of  delivery  are  known  to  be  a.ssociated  with  a 
high  incidence  of  depressed  babies,  and 
depre.ssion  is  not  nece.s.sarily  the  result  of 


anesthesia. '' 

The  premedication  was  usually  light  and 
consisted  primarily  of  meperidine  hj^dro- 
chloride  and  scopolamine  given  intramus- 
cularly within  four  hours  of  delivery. 
Forty-three  per  cent  of  all  the  patients 
received  a total  of  50  mg.  meperidine 
hydrochloride  or  less.  Fourteen  per  cent 
had  no  premedication  whatsoever.  A local 
or  pudendal  block  was  administered  prior 
to  delivery  in  75  per  cent  of  the  patients. 

The  use  of  the  inhalational  analgesia 
technics  was  limited  to  continuous  ad- 
ministration during  the  final  portion  of  the 
second  stage  of  labor  and  was  terminated 
within  a few  minutes  following  birth. 
The  total  length  of  time  on  the  inhaler  was 
restricted  to  a maximum  of  forty-fi\'e 
minutes  and  preferably  less  than  thirty 
minutes.  The  avei'age  duration  of  chloro- 
form analge.sia  prior  to  delivery  was  10.7 
minutes  (ranging  from  one  to  forty-five 
minutes)  and  11.5  minutes  for  nitrous  oxide 
(ranging  from  one  to  fifty  minutes).  Only 
3 of  the  chloroform  cases  exceeded  a total 
expo.sure  time  of  thirty  minutes. 

Both  agents  were  u.sually  started  at  low 
concentrations  which  allowed  the  majority 
of  the  patients  to  stay  cooperative  and  well 
oriented.  This  was  0.3  per  cent  for  chloro- 
form and  33  per  cent  for  nitrous  oxide  (3 
L.  of  nitrous  oxide  to  6 L.  of  ox3"gen  in  a 
semiclo.sed  system).  The  concentration  was 
then  increa.sed  slowly  to  reach  a maximum 
level  at  which  the  patient  remained  oriented, 
conversant,  and  cooperative.  At  the  first 
sign  of  excitement,  usually  noted  as  slight 
movements  of  the  hips  or  legs,  the  concen- 
tration was  reduced  (luickl3^  The  most 
fre(j[uently  used  chloroform  concentration 
was  0.5  per  cent  (ranging  from  0.2  to  0.9 
per  cent),  and  for  nitrous  oxide  it  was  40 
per  cent  (ranging  from  25  to  50  per  cent). 

Conversation  was  maintained  whenever 
po.ssible  to  provide  continuous  reassurance 
and  in.struct  ions  to  the  patient  and  to  moni- 
tor the  sensorium.  All  patients  were  told 
uniformly  that  the  ma.sk  would  not  put  them 
to  sleep  completely,  but  would  make  them 
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TABLE  I. — Apgar  ^Method  of  Scoring  in  Evaluation  of  Newborn  Infants*  ® 


,,, j. 

Sign 

0 

1 

2 

Heart  rate 
Respiratory  effort 

Muscle  tone 

Reflex  irritability  (response  of  skin 
stimulation  to  feet) 

Color 

Absent 

Absent 

Limp 

No  response 
Blue;  pale 

Slow  (<  100) 

Weak  cry;  hypoventilation 

Some  flexion  of  extremities 
Some  motion 

Body  pink;  extremities  blue 

> 100 

Good;  strong 
cry 

Well  flexed 
Cry 

Completely  pink 

* Evaluation  sixty  seconds  after  complete  birth  of  infant  (disregarding  the  cord  and  placenta), 
t Score  of  10  indicates  infant  in  best  possible  condition. 


feel  more  comfortable.  They  were  also 
warned  prior  to  any  manipulation  or  exami- 
nation and  informed  that  they  would  be 
aware  of  touch,  pressure,  pushing,  or  pulling. 
Instructions  were  given  repeatedly  in  the 
proper  method  and  timing  of  bearing-down 
efforts. 


Method  of  Study 

At  the  end  of  the  procedure  note  was 
made  of  the  development  and  degree  of 
amnesia,  coopei'ation,  and  analgesia.  The 
criterion  for  amnesia  was  the  inability  to 
recall  the  actual  birth  of  the  baby.  If  the 
patient  was  uncertain  and  memory  for  the 
event  was  clouded,  it  was  listed  as  partial 
amnesia.  Poor  cooperation  was  defined 
as  excessive  random  movements  or  dis- 
orientation that  interfered  with  the  conduct 
of  the  delivery.  Analge.sia  was  graded  from 
0 to  4 plus,  according  to  the  following 
criteria : 


Physician 

4 plus  = Complete,  no 
observed  signs  of  pain 

3 plus  = Very  good, 
slight  grimace 

2 plus  = Moderate, 
definite  (fair)  pain 
relief 

1 plus  = Poor,  little 
relief 

0 = None  or  worse 


Patient 

“Absolutely  no  pain” 

“Very  little  pain” 

“Definitely  helped” 
or  “not  bad” 

“Hardly  any  relief” 

None  or  worse 


To  avoid  undue  bias,  the  anesthesiologist 
would  record  his  estimate  of  pain  relief 
first,  then  proceed  with  his  ([uestioning  of 
the  patient. 

The  infants  were  evaluated  clinically 


by  means  of  the  Apgar  score  (Table  I)  sixty 
seconds  after  each  birth  was  completed. 
Another  method  of  evaluation  was  the  “time 
to  su.stained  respiration.”'*  This  is  the  time 
which  elapses  from  birth  until  the  infant 
e.stablishes  and  maintains  spontaneous 
respiration. 

A sample  of  blood  was  drawn  from  the 
brachial  arteries  of  33  mothers  (19  given 
chloroform  and  14  given  nitrous  oxide) 
simultaneously  with  the  double  clamping  of 
a segment  of  the  umbilical  cord  during  the 
delivery.  The  umbilical  vein  and  the  artery 
blood  samples  were  withdrawn  immediately 
from  the  isolated  segment  of  the  cord  in 
49  cases  (23  chloroform  and  26  nitrous 
oxide). 

An  analysis  of  the  blood  samples  for  per 
cent  of  oxygen  saturation,  carbon  dioxide 
content,  pH,  and  hematocrit  was  per- 
formed as  soon  after  sampling  as  possible, 
usually  within  one  hour.  The  oxygen  satura- 
tion was  determined  by  means  of  the  Beck- 
man spectrophotometer®  and  the  carbon 
dioxide  content  was  determined  with  the 
Kopp-Natelson  microgasometer.’  The  car- 
bon dioxide  pressure  and  buffer-base*  values 
were  calculated  using  the  Singer  and  Hast- 
ings nomogram.® 

Results 

There  were  no  intra-  or  postpartum  com- 
plications which  could  be  related  to  the  use 

* Buffer  base  defines  the  total  buffering  capacity  of 
blood  and  includes  not  only  the  bicarbonate  (alkaline 
reserve)  but  also  plasma  and  hemoglobin  protein  compo- 
nents.® The  value  for  normal  pregnant  women  is  42 
mEq.  per  liter.  A depression  of  the  buffer  base  is  a 
measure  of  metabolic  acidosis. 
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TABLE  II. — Distribution  of  Analgesia  Scores 


• Chloroform ~ Nitrous  Oxide > 

Physician  Patient  Physician  Patient 

(Num-  (Per  (Num-  (Per  (Num-  (Per-  (Num-  (Per 
Score  her)  Cent)  her)  Cent)  her)  Cent)  her)  Cent 


4 plus  (complete) 

52* 

33.7 

54 

40.3 

30* 

15.5 

39 

20.4 

3 plus  (very  good) 

54 

35.1 

41 

30.6 

99 

51.0 

93 

48.7 

2 plus  (moderate) 

30 

19.5 

25 

18.7 

48 

24.7 

46 

24.1 

0 to  1 plus  (none-poor) 
Abandoned  technic  (inade- 

17 

11.0 

13 

9.7 

14 

7.2 

10 

5.2; 

quate  analgesia) 

1 

0.7 

1 

0.7 

3 

1.5 

3 

1 .6 

Totals 

154 

100 

134 

100 

194 

100 

191 

10ft 

Average  score 

2 

,88 

2 

.95 

2, 

,71 

2.79 

* p = < 0.001  (Chi-square  test) 


of  either  of  the  agents,  nor  was  there  any 
maternal  mortality.  Serious  cardiac 
arrhythmias  or  hypotension  were  not  ob- 
served in  the  361  patients.  Nausea  and 
vomiting  were  rare  in  both  series. 

In  10  cases  (5  chloroform  and  5 nitrous 
oxide)  the  technic  of  inhalational  analgesia 
was  replaced  by  cyclopropane  anesthesia  for 
the  delivery  or  repair  of  the  episiotomy. 
They  were  deleted  from  the  statistical  data 
wherever  appropriate.  The  reasons  for 
the  substitution  included  inadequate  anal- 
gesia for  the  intended  procedure,  and  in  1 
instance  deep  anesthesia  was  necessary  for 
the  removal  of  a retained  placenta.  How- 
ever, the  most  common  reason  was  that  the 
patient  either  would  not  or  could  not  co- 
operate because  of  a language  barrier,  dis- 
orientation from  prior  heavy  medication, 
or  an  excitement  stage  of  the  anesthetic 
agent.  Poor  cooperation  that  interfered 
to  some  extent  with  the  conduct  of  the  de- 
livery was  found  in  from  6 to  7 per  cent  of 
the  patients  in  each  series. 

There  was  good  over-all  and  individual 
correlation  between  the  analgesia  scores  of 
the  physician  and  the  patient  (Table  II). 
Moderate  (2  plus)  to  complete  (4  plus) 
analgesia  was  reported  by  the  physician  and 
patient  in  approximately  90  per  cent  of 
both  series.  Sixty-nine  per  cent  of  the 
chloroform  series  received  3 plus  or  4 plus 
scores,  and  virtually  no  difference  was  found 
in  the  nitrous  oxide  group  by  the  same  ob- 
servers. The  only  significant  difference 


found  by  the  Chi-square  test  (p  = <0.001) 
was  in  the  higher  incidence  of  complete 
relief  of  pain  with  chloroform.  Thirty-four 
per  cent  of  the  chloroform  patients  were  in 
this  category  whereas  it  was  true  of  only 
15.5  per  cent  of  the  nitrous  oxide  cases. 

Although  50  per  cent  of  the  chloroform 
patients  had  partial  or  complete  amnesia 
for  the  birth  of  the  baby  as  compared  with 
40  per  cent  with  nitrous  oxide,  the  difference 
is  not  statistically  significant  (p  = >0.2). 
If  the  proportion  of  cases  developing  am- 
nesia was  plotted  against  time,  it  appeared 
that  the  longer  the  exposure,  the  more  likely 
the  development  of  amnesia.  After  ten 
minutes  of  chloroform,  2 out  of  every  3 
patients  had  amnesia,  compared  with  a 
ratio  of  1 in  3 before  this  time.  On  the 
other  hand,  with  nitrous  oxide  the  “critical 
time”  was  four  minutes,  prior  to  which  am- 
nesia was  rarely  found.  Thus  it  seemed  that 
although  chloroform  was  associated  with 
a greater  incidence  of  amnesia,  amnesia 
developed  much  earlier  under  nitrous  oxide. 
These  data  are  consistent  with  known  dif- 
ferences in  the  potency  of  the  two  agents 
and  in  the  rapidity  of  establishing  an  effec- 
tive alveolar  concentration  with  continu- 
ous inhalation.  The  latter  effect  is  due 
primarily  to  the  very  low  blood-to-air  ratio 
(solubility  coefficient)  of  nitrous  oxide  as 
compared  with  chloroform.® 

The  biochemical  analyses  of  33  maternal 
arterial  samples  are  shown  in  Table  III. 
There  was  a normal  variation  of  acid-base 
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TABLE  III. — Biochemical  Analyses  of  Blood  Samples 


Location  of 
Anesthetic  Agent 

pH 

Per  Cent  of 
Oxygen  Saturation 

Carbon  Dioxide 
Pressure  (Mm.  Hg) 

Buffer  Base 
(MEq.  Per  L.) 

Maternal  artery 
Nitrous  oxide 

Number 

14 

14 

13 

13 

Average 

7.35 

99.8 

32.4 

39.5 

Range 

7.30  to  7.39 

98.5  to  100 

24.9  to  40.2 

37  to  42 

Chloroform 

Number 

18 

19 

17 

17 

Average 

7.38 

98.6 

31.7 

41 .6 

Range 

7.3  to  7.48 

93.8  to  100 

15.9  to  43.1 

37  to  48.1 

Umbilical  artery 
Nitrous  oxide 

Number 

26 

24  - 

18 

18 

Average 

7.20 

26.6 

53.5 

37.1 

Range 

7 . 02  to  7 . 37 

0 to  64.5 

34.9  to  84.5 

28  to  42 . 5 

Chloroform 

Number 

21 

23 

12 

12 

Average 

7.21 

28.6 

57.5 

41.2 

Range 

7.11  to  7.34 

10  to  43.9 

44  to  80 

33.6  to  45.5 

Umbilical  vein 
Nitrous  oxide 

Number 

26 

26 

24 

24 

Average 

7.29 

65.2 

41.5 

39.6 

Range 

7.06  to  7.41 

16.7  to  93.2 

28  to  63 . 3 

30.7  to  44.8 

Chloroform 

Number 

22 

23 

20 

20 

Average 

7.28 

63 . 5 

47.5 

43.1 

Range 

7.11  to  7 . 36 

48.8  to  89.2 

.35.9  to  72.6 

35.7  to  48.3 

TABLE  IV. — Incidence  of  0 to  4 and  5 to  10 
Scores 


Nitrous  Chloroform  Regional 
(188  infants)  (ISOinfants)  (837  infants) 
Score  Niim-  Per  Num-  Per  Num-  Per 
Group  her  Cent  her  Cent  her  Cent 

0to  4*  4 2.1  7 4.7  43  5.1 

5-10  184  97.9  143  95.3  794  94.9 


* p = > 0.2  (Chi-square  test) 


other  was  a 1,260  Gm.  anencephalic  infant. 

The  condition  of  the  infants  as  deter- 
mined by  the  Apgar  score  is  illustrated 
in  Figure  2.  The  two  groups  had  a very 
similar  over-all  distribution  of  scores.  The 
babies  were  further  grouped  and  compared, 
according  to  the  incidence  of  0 to  4 and  5 to 
10  scores,  with  a series  of  full-term  vaginal 
vertex  deliveries  under  regional  anesthesia 
(Table  IV).  This  is  based  on  prior  ex- 
perience with  16,000  scores,  correlated 
with  mortality,  which  showed  that  the 
higher  score  group  has  a distinctly  better 
prognosis  for  survival.^  Five  per  cent  or 
less  of  all  the  infants  were  in  a markedly 
depressed  condition  (0  to  4 score)  at  sixty 
seconds  after  birth,  and  no  significant  dif- 


Fig.  2.  Condition  of  infants  as  determined  by 
Apgar  score. 


values  for  women  in  labor  and  no  appreciable 
difference  between  the  means  of  the  two 
groups. 

There  were  4 stillborn  and  2 neonatal 
deaths  in  the  series,  none  of  which  were  re- 
lated to  the  method  of  analgesia.  All  of 
the  stillborn  were  previously  known  fetal 
deaths  in  utero  and  were  born  severely 
macerated.  One  of  the  neonatal  deaths 
was  a 900  Gm.  immature  infant,  and  the 
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Fig.  3.  Relation  of  Apgar  scores  to  duration  of  chloroform. 


TABLE  V. — Analysis  of  Time  to  Sustained 
Respiration 


Nitrous  Oxide 

Chloroform 

Time  to  Siis-  --(182  Infants)-- 

--(HO  Infants)-- 

tained  Respira-  Num-  Per 

Num- 

Per 

tion  (Seconds)  her  Cent 

her 

Cent 

0 to  29 

103 

56.6 

85 

57.0 

30  to  59 

39 

21.4 

31 

20.8 

()0  to  89 

24 

13.2 

18 

12.1 

90  to  119 

6 

3.3 

5 

3.4 

120  to  149 

3 

1.7 

4 

2.7 

150  plus 

7 

4.4 

6 

4.3 

ference  was  found  according  to  the  Chi- 
.square  test  (p  = >0.2),  between  the  various 
types  of  analgesia-anesthesia. 

To  see  the  effect,  if  any,  of  an  increasing 
duration  of  exposure  to  chloroform  on  the 
condition  of  the  newborn  infant  at  birth 
the  Apgar  scores  were  plotted  against  time 
(Fig.  3).  d'here  is  no  correlation  between 
the  status  of  the  infant  and  the  length  of 
time  on  chloroform.  This  was  also  found  to 
be  true  of  the  nitrous  oxide  group. 

An  analysis  of  the  times  to  sustained 
respiration  for  the  two  groups  of  cases  is 
presented  in  Table  V.  The  per  cent  of 
cases  found  in  the  various  time  intervals 
is  virtually  identical  for  the  two  methods  of 
analgesia. 

The  results  of  the  biochemical  analyses 


of  blood  samples  taken  from  the  umbilical 
artery  and  vein  are  also  presented  in  Table 
III.  The  mean  values  for  oxygen  saturation, 
pH,  carbon  dioxide  pressure,  and  buffer 
base  are  similar  in  the  two  groups  and  any 
differences  are  not  significant  owing  to  the 
wide  range  of  individual  values.  This  wide 
range  of  values  has  been  considered  as  re- 
flecting \"arious  degrees  of  mechanical  inter- 
ference with  the  exchange  of  oxygen  and 
carbon  dioxide  between  mother  and  baby 
during  the  delivery  process.^® 

Comment 

The  value  of  any  new  anesthetic  technic 
or  agent  in  obstetrics  must  be  measured  in 
terms  of  its  beneficial  or  adverse  effects  on 
the  mother,  infant,  and  labor.  With  regard 
to  maternal  analgesia,  both  agents  were 
found  to  be  effective  in  producing  demon- 
strable pain  relief  of  various  degrees  in 
approximately  90  per  cent  of  the  ca.ses. 
However,  chloroform  was  associated  with  a 
deeper  state  of  analgesia  as  judged  by  a sig- 
nificantly greater  incidence  of  complete  pain 
relief.  This  is  in  accord  with  the  recent  ex- 
perimental work  of  Pittinger,  Keasling,  and 
Westerlund“  which  showed  in  apparently 
alert  animals  a greater  analgesia  potenc}’’  for 
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chloroform  as  compared  with  halothane, 
vinylether,  ether,  and  cyclopropane.  How- 
ever, they  found  no  elevations  of  threshold 
even  after  an  inhalation  of  80  per  cent 
nitrous  oxide  with  oxygen  for  periods  up  to 
twenty  minutes  in  unpremedicated  animals. 
This  is  not  in  accord  with  the  results  ob- 
tained in  the  present  study. 

In  view  of  the  use  of  air  in  the  inhaler  as  a 
vehicle  for  the  vaporization  of  chloroform 
(with  its  dilution  effect  on  the  available 
oxygen  in  the  air),  a comparison  of  the  per 
cent  of  oxygen  saturation  in  the  two  series 
is  of  especial  interest.  There  was  little 
difference  between  the  means  of  98.6  and 
99.8  per  cent  of  oxygen  saturation.  This 
reflects  the  relatively  minor  effect  of  raising 
the  oxygen  tension  on  the  per  cent  saturation 
of  hemoglobin  at  this  portion  of  the  oxygen 
dissociation  curve.  The  range  for  chloro- 
form showed  a wider  variation  than  for 
nitrous  oxide.  However,  the  lowest  value 
was  93.8  per  cent  of  oxygen  saturation  in 
a sample  taken  from  a mother  under  chloro- 
form who  was  breatholding  and  bearing 
down.  These  data  would  suggest  that  the 
dilution  effect  of  chloroform  is  insignificant 
at  the  concentrations  studied.  However, 
by  increasing  the  partial  pressure  of  oxygen, 
the  variation  in  the  oxygen  saturation  is 
reduced,  and  changes  during  periods  of 
breatholding  are  minimized.  These  findings 
are  important  since  it  is  known  that  the 
presence  of  hypoxia,  hypercapnia,  or  both 
increases  considerably  the  frequency  and 
severity  of  liver  damage. 

There  were  no  deaths  nor  apparent 
cardiac,  hepatic,  or  renal  complications. 
The  only  reported  study  on  the  side-effects 
of  chloroform  analgesia  is  by  Green  et  alA^ 
They  subjected  6 dogs  to  analgesic  con- 
centrations of  chloroform  for  ninety  minutes 
and  followed  them  for  nine  days  with  serial 
liver  biopsies  and  radioactive  rose  bengal 
uptake-excretion  tests.  Hepatic,  changes 
were  found  in  both  structure  and  function 
which  were  evident  by  the  second  day  and 
were  generally  more  severe  than  those  pro- 
duced by  halothane  or  ether  anesthesia. 


On  the  other  hand,  Morris^^  has  pointed  out 
that  there  is  a marked  species  variation  in 
the  response  of  the  liver  to  various  halogen- 
ated  anesthetics.  Furthermore,  in  clinical 
usage,  significant  alteration  in  hepatic  func- 
tion was  not  produced  in  patients  studied 
subsequent  to  chloroform  if  careful  atten- 
tion was  paid  to  avoidance  of  hypoventila- 
tion and  hypotension.  Unpublished  data 
by  Ngai^‘*  on  the  use  of  chloroform  analgesia 
in  rhan  for  sixty  minutes  followed  by  normal 
radioactive  rose  bengal  tests  would  tend  to 
substantiate  this.  The  problem  of  liver 
function  following  clinical  chloroform  anal- 
gesia is  presently  undergoing  additional  in- 
vestigation. 

On  the  basis  of  the  high  proportion  of 
vigorous  infants  (high  Apgar  rating  and 
short  time  to  sustained  respiration),  as  well 
as  the  lack  of  correlation  between  the  score 
and  the  length  of  time  on  the  inhaler,  it 
appears  that  chloroform  analgesia  alone  has 
no  demonstrable  depressant  effect  on  the 
newborn  infant.  In  addition,  it  was  found 
that  the  type  of  analgesia  and  the  use  of 
50  to  60  per  cent  oxygen  in  the  nitrous 
oxide  group  had  no  apparent  effect  on  the 
acid-base  status  of  the  newborn  infant. 
Therefore,  in  this  particular  series  it  seems 
that  other  factors  present  during  delivery 
are  likely  to  have  been  of  greater  importance 
in  determining  both  the  internal  biochemical 
environment  and  the  condition  of  the  infant 
at  birth.  Labor  was  not  affected  except 
in  those  cases  in  which  cooperation  was  lost 
and  the  patient  was  unable  to  bear  down 
properly. 

It  is  concluded  that  chloroform  analgesia 
administered  as  described  with  this  vapor- 
izer, is  a safe,  simple,  and  effective  means  of 
producing  maternal  pain  relief  with  no  ap- 
parent depression  of  the  infant. 

The  good  results  obtained  in  this  study  do 
not  imply  that  the  potential  hazards  of 
chloroform  are  unimportant.  They  exist, 
but  they  can  be  eliminated  or  minimized  by 
careful  attention  to  the  following  recom- 
mendations for  the  safe  and  effective  use 
of  chloroform  analgesia ; 
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1.  Avoid  in  cardiac  and  hepatic  disease 
(including  pre-eclampsia),  and  in  poorly 
nourished  or  severely  dehydrated  patients. 

2.  Use  a temperature  and  flow  compen- 
sated precision  vaporizer  (for  example, 
the  inhaler  described). 

3.  Start  with  low  concentrations  and 
increase  slowly  until  maximum  level  is 
reached  at  which  patient  is  still  cooperative, 
oriented,  and  conversant. 

4.  Keep  total  duration  to  less  than  forty- 
five  minutes,  preferably  under  thirty 
minutes. 

5.  Do  not  attempt  to  achieve  anesthetic 
levels. 

6.  Maintain  conversation  to  provide 
reas.surance,  instructions,  and  monitoring 
of  sensorium. 

7.  Use  local  and/or  pudendal  block  as 
an  adjunct  whenever  episiotomy  is  neces- 
sary. 

Summary 

1.  The  Experimental  Tecota  Chloroform 
Inhaler  has  been  used  to  provide  precise 
analgesia  concentrations  of  chloroform  in 
air  during  161  vaginal  deliveries.  Detailed 
ob.servation  of  the  effects  of  the  agent  on 
mother  and  infant  are  presented  and  com- 
pared with  a control  series  of  200  patients 
delivered  under  nitrous  oxide  in  oxygen 
analgesia. 

2.  Both  technics  were  found  to  be  effec- 
tive in  producing  demonstrable  analgesia 
in  90  per  cent  of  the  cases.  However,  chloro- 
form had  a significantly  greater  incidence 
of  complete  relief  of  pain.  Biochemical 
analyses  of  maternal  arterial  and  umbilical 
cord  blood  samples  showed  no  appreciable 
difference  between  the  two  agents. 

3.  The  condition  of  the  infants  at  birth 
bore  no  apparent  relation  to  the  type  or 
duration  of  analgesia. 

4.  It  was  concluded  that  chloroform, 
when  administered  as  described  with  this 
vaporizer,  is  a safe,  simple,  and  effective 
means  of  producing  maternal  pain  relief 
with  no  apparent  depre.ssion  of  the  infant. 
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Discussion 

Rose  Lenahan,  M.D.,  Buffalo,  New  York. — 
Dr.  Moya’s  unbiased,  statistical  data  on  the  us(> 
of  the  experimental  chloroform  inhaler  for  obstet- 
ric analgesia  is  most  commendable. 

A few  years  ago  E.  Dean  Babbage,  1\I.D.,  and  I 
made  a survey  of  obstetric  analgesia  anes- 
thesia in  the  Buffalo  area  with  particular  regard 
to  chloroform.  The  number  of  maternal  deaths  ^ 
cau.sed  by  this  agent  did  not  conform  to  the  pro- 
posed frequency  of  popular  opinion.  Our  con- 
clusions were  that  chloroform  is  a good  obstetric, 
nonflammable  anesthetic  if  certain  precautions 
and  safeguards  are  always  used.  Chloroform  is  a 
potent  drug  which  should  be  given  slowly  and  in 
low  concentration.  Even  the  early  anesthesiol- 
ogists recognized  tlie  depressant  cardiac  effects  of 
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cliloroform  if  inductions  were  too  rapid  or  con- 
centrations too  high. 

For  many  years  we  in  Buffalo  used  a mask  in 
which  additional  air  space  was  provided  auto- 
matically. This  has  been  replaced  by  an  or- 
dinary ether  mask  held  2 fingerbreadths  away 
from  the  patient’s  face.  The  mask  is  never  cov- 
ered with  a towel.  A fine  metal  dropper  is  also 
used  by  many  physicians.  It  is  mandatory  to 
keep  a close  check  on  the  pulse  rate.  Some  physi- 
cians have  suggested  discontinuing  the  drug 
when  a pulse  rate  of  50  is  reached. 

Personally  I would  say  if  the  pulse  rate  is  as 
low  as  60,  one  should  not  hesitate  to  change  to  an- 
other agent. 

Chloroform  is  definitely  contraindicated  in  pa- 
tients with  liver  or  cardiac  disease,  even  pre- 
e(;lampsia,  and  in  those  patients  who  are  mal- 
nourished. Avoid  hypo.xia  which  may  predispose 
to  postanesthetic  hepatic  damage.  Epinephrine 
should  never  be  used  with  chloroform.  Also,  it  is 


unwise  to  administer  chloroform  to  hyperexcitable 
patients  because  of  the  possibility  of  increased  se- 
cretion of  their  own  adrenalin.  It  has  been  noted 
that  chloroform  is  apt  to  exhibit  effects  of  cardiac 
h5^erirritabihty,  and  that  ventricular  fibrillation 
may  develop  following  the  injection  of  even  a very 
small  dose  of  epinephrine. 

Dr.  Moj'a’s  comparison  of  chloroform  and  ni- 
trous oxide-oxygen  analgesia  in  obstetrics  is  most 
informative.  Through  the  years,  in  our  practical 
way,  we  have  endeavored  to  make  chloroform 
safe  by  using  the  safeguards  mentioned.  Our 
admiration  goes  to  Dr.  Moya  for  his  scientific 
study  of  chloroform  analgesia  which  he  has  shown 
to  be  safe  for  both  mother  and  infant  with  no 
deleterious  effects  on  labor. 

We  believe  that  knowledge,  experience,  and  the 
utmost  care,  with  cognizance  of  this  drug’s  in- 
herent dangers,  are  always  es.sential  in  the  suc- 
cessful administration  of  chloroform  analgesia 
and  anesthesia. 


Maintaining  Normal  Bowel  Action:  A New  Answer  to  an  Old  Problem 


N clinical  study  lasting  over  two  years  on  403 
hospital  patients,  mostly  geriatric,  indicates  that  a 
danthon-pantothenic  acid  combination  (Modane), 
is  a satisfactory  agent  in  managing  chronic  constipa- 
tion in  senile,  bed-ridden  patients,  apparently 
prompting  normal  bowel  activity  without  significant 
side-effects.  It  is  easily  administered.  The  author, 
Morris  Platnik,  M.D.,  Good  Samaritan  Hospital, 
Cincinnati,  Ohio,  observes  that  most  deconstipating 
agents  merely  relieve  the  clinical  manifestations  of 
constipation,  doing  nothing  to  rehabilitate  the  pre- 
cipitating physiologic  mechanism. 

Recent  investigations  have  shown  that  panto- 
thenic acid  is  an  essential  prec\irsor  of  coenzyme-A, 


required  for  the  acetylation  processes.  Acetyl- 
choline is  necessary  for  the  functioning  of  all 
neuromuscular  mechanisms,  including  enteric  mus- 
cles. 

In  voluntary  subjects,  experimental  pantothenic 
acid  deficiency  has  demonstrated  its  significance  in 
acetylation  processes. 

A 93  per  cent  effective  laxative  response  was  ob- 
tained in  this  series  in  the  general  hospital  popula- 
tion group,  and  in  a selected  bedfast  group,  an  80 
per  cent  effective  response  was  noted.  Enema 
requirements  were  reduced  and  there  was  a low  inci- 
dence of  impactions. — I nternationnl  Record  of 
Medicine,  April,  IIXIO 


February  1,  1961 


429 


Symposium 

HISTORY  OF  MICROSCOPY 


1490  TO  THE  PRESENT 

ELIOTT  B.  HAGUE,  M.D.,  BUFFALO,  NEW  YORK,  Chairman 


Pioneer,  Phase,  and  Interference  Microscopes 

OSCAR  W.  RICHARDS,  Ph.D.,  SOUTHBRIDGE,  MASSACHUSETTS 
{Chief  Biologist,  American  Optical  Company  Research  Center) 


It  was  Samuel  Butler  who  said  that  it  is  impossible  to  understand  any  subject 
except  through  its  history.  Oscar  Richards  is  then  eminently  quahfied  to  relate 
the  story  of  the  microscope’s  development  and  to  describe  two  of  the  modern 
methods  of  microscopy.  Scholar  and  scientist,  he  is  the  consultant  for  the  per- 
manent collection  of  early  microscopes  at  the  Armed  Forces  Medical  Museum. 
Along  with  Maria  Rooseboom,  author  of  the  incomparable  Microscopium,  a fine 
and  graphic  exposition  of  the  colorful  and  amazing  early  microscopes,  he  is  a world 
authority  on  the  evolution  of  technics  that  man  has  developed  to  examine  the  world 
of  minute  structure.  He  is,  in  addition,  an  investigator  of  competency  in  the  field 
<of  phase  contrast  microscopy. 

It  is  an  interesting  fact  that,  for  the  most  part,  the  development  of  microscopic 
instruments  in  this  country  has  taken  place  in  New  York  State.  The  Spencer 
Lens  Company,  now  a unit  of  the  American  Optical  Company,  produced  the  first 
American  microscope  in  New  York,  and  today  in  Buffalo  it  manufactures  a superior 
group  of  instruments.  The  Bausch  and  Lomb  Optical  Company  in  Rochester  also 
has  been  making  fine  instruments  for  many  years.  The  Radio  Corporation  of 
America,  who  designs  and  supplies  modern  electron  microscopes,  has  headquarters 
in  New  York  State. 

Dr.  Richards  opens  this  symposium  with  a brief  review  of  the  history  of  micros- 
copy and  an  evaluation,  in  plain  language,  of  the  scope  of  phase  contrast  methods. 
— E.B.H. 


Pioneer  Microscopes* 

No  one  knows  who  discov^ered  the  simple 
microscope,  or  hand  lens.  The  first  effec- 
tive use  of  the  simple  microscope  w^as  ac- 

Presented  at  the  153rd  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  Buffalo, 
New  York,  Section  on  History  of  Medicine,  May  15, 
1959. 

*“The  Small  Watcher,”  a film  of  a television  pro- 
gram produced  by  the  Television  Department  of  the 
Walter  Reed  Army  Medical  Center,  Washington,  D.C. 
(P.  W.  Schafer,  M.D.,  Director),  was  included  in  this 
presentation.  It  dramatizes  the  major  episodes  in  the 


compli.shed  toward  the  end  of  the  seven 
teenth  century  by  Leeuwenhoek  (1632- 
1723),  who  made  simple  microscopes  by 
mounting  a polished  convex  lens  between  ^ 
two  pieces  of  metal  and  viewed  the  specimen 
by  placing  it  on  an  adjustable  focusing 
holder  (Pfig.  lA).  He  discovered  bacteria 
and  many  other  small  organisms  by  means 

history  of  the  microscope  and  the  microscope’s  con- 
tribution to  medicine.  Actual  earl>-  microscopes,  from 
the  extensive  collection  of  the  Medical  Museum,  Wash- 
ington, D.C.,  were  used. 
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of  these  microscopes,  reporting  his  observa- 
tions in  letters  to  the  Royal  Society  of 
London.  It  is  likely  that  some  of  his 
lenses  were  aspheric  and  that  his  secret 
method  was  a form  of  dark  field.  The  micro- 
scopes magnified  from  40  to  160  times. 

The  compass  microscope,  with  the  lens 
on  one  leg  and  the  specimen  on  the  other, 
was  in  common  use  and  may  have  been  the 
ancestor  of  present-day  slivei’-pulling  micro- 
scopes. Hartsoeker’s  seventeenth  century 
screw-barrel  microscope  became  the  basic 
type  of  simple  microscope;  it  was  developed 
by  Wilson  (Fig.  IB)  and  put  on  a stand  by 
Baker  (Fig.  1C),  from  which  form  it  evolved 
into  the  Ellis  aquatic  microscope  and  into 
present-day  dissection  microscopes.  Har- 
vard College  received  a Wilson  simple 
microscope  in  1732. 

The  discovery  of  the  compound  micro- 
scope (Fig.  IE)  is  generally  attributed  to 
the  Janssen  brothers  in  1590.  Their  in- 
strument was  a metal  tube,  resembling  a 
telescope,  about  a foot  long  and  a little 
over  2-inches  in  diameter,  with  two  metal 
tubes  sliding  within  it  for  the  convex  eye 
and  objective  lenses.  Galileo  had  compound 
microscopes  about  1610.  In  1645  Rheita 
made  a double,  or  binocular,  microscope 
by  combining  two  microscopes  into  a 
single  body.  A third,  or  field,  lens  between 
the  single  objective  and  single  eye  lenses  was 
introduced  in  1660  by  Monconys.  Micro- 
scopes of  this  period  were  made  by  Reeves 
and  were  sold  for  £ 3 to  6. 

Hooke’s  1665  microscope  (Fig.  IF)  was 
the  outstanding  microscope  of  the  seven- 
teenth century.  The  body  tube  was  fo- 
cused by  screwing  through  a ring  which 
was  attached  by  a ball  and  socket  joint  to 
a vertical  bar  for  adjustment  of  tilt  and 
height.  The  stage  rotated  and  had  mechani- 
cal movements.  The  specimen  was  lighted 
by  an  oil  lamp  with  a spheric  globule  to 
condense  the  light  onto  the  specimen. 
Magnifications  of  from  14  to  42  times  were 
obtained.  Christopher  Cock  made  Hooke 
microscopes  and  sold  them  for  £ 8 to  6. 

In  1678  Cherubin  devised  a binocular 


stereoscopic  microscope  with  an  erecting 
lens  system.  It  is  curious  that  this  and  the 
Rheita  microscopes  did  not  receive  practical 
consideration  until  they  were  rediscovered 
by  Greenough  at  the  end  of  the  nineteenth 
century.  Instead  of  a single  double  convex 
lens  Divini  and  Grindl  used  paired  lenses 
for  the  oculars  and  objectives  of  their 
microscopes.  The  screw  fine  adjustment 
was  introduced  by  Hevelius  in  1673  (Fig. 
IG),  and  toward  the  end  of  the  century 
Cherubin  used  a revolving  objective  holder 
(nosepiece)  and  a revolving  specimen  holder. 
Bonannus’  1691  horizontal  microscope  (Fig. 
IJ)  was  provided  with  a screw  fine  move- 
ment, a rack  and  pinion  (spring-constrained) 
coarse  focusing  movement,  and  a lamp  with 
an  adjustable  condenser,  both  mounted  on  a 
common  base.  Marshall’s  microscope  of 
1704  (Fig.  IG)  was  typical  of  the  micro- 
scopes of  the  end  of  the  seventeenth  century. 
The  next  important  type  was  Culpeper’s 
microscope  (Fig.  IH),  with  the  stage  and  body 
tube  supported  on  a tripod  that  contained  a 
sliding  inner  body  tube  for  focusing.  These 
instruments,  of  wood,  cardboard,  or  brass, 
were  made  by  many  manufacturers.  They 
remained  popular  until  the  end  of  the  cen- 
tury. 

One  of  the  first  microscopes  to  come  to 
the  United  States  was  a Culpeper  made 
by  Loft,  and  brought  to  Yale  Uni- 
versity in  1734.  Woodruff  believed  that 
this  was  the  first  compound  microscope  to 
reach  this  country.  In  1742  the  first 
patent  on  a microscope  was  issued,  and 
during  this  period  Martin  developed  the 
drum  microscope  and  micrometer  oculars. 

The  next  advance  in  the  development  of 
the  microscope  was  Cuff’s  1744  optical  bench 
form,  in  which  the  adjustments  are  made 
easily  along  a bar  and  the  stage  is  opened  for 
convenience.  The  beautiful  little  1746 
Adams  microscope  (Fig.  II),  with  its  revolv- 
ing nosepiece  and  low  fine  adjustment,  can  be 
used  as  a simple  microscope  or  by  adding  the . 
body  tube,  as  a compound  one.  Adams  also 
introduced  a rack-  and  pinion-focusing  mech- 
anism in  1755.  From  1742  through  the  next 
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Fici.  I.  Drawings  of  early  inieros(-oi)es.  Simple  mieroscopes;  (.-1)  Leeuwenhoek  al)out  1700,  (H) 
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few  years  Adams’  and  Baker’s  books  on  mi- 
croscopy and  Hill’s  book  on  the  structure  of 
timber  appeared.  These  books,  first  in  the 
field,  stimulated  the  popular  use  of  the 
microscope.  Most  of  the  microscopes  to- 
ward the  end  of  the  eighteenth  century 
were  optical  bench  types  with  tripod  bases 
such  as  Martin’s  grand  (Fig.  IK)  and  Jones’ 
improved  microscopes.  At  the  same  time, 
solar  microscopes  illuminated  by  sunlight, 
reflected  through  a hole  in  a wall  from  an 
adjustable  mirror,  showed  the  specimen 
image  on  a wall.  This  had  entertainment 
value  and,  more  important,  established 
microprojection. 

At  this  time  there  was  di.sagreement 
whether  mirror  objectives  were  better  than 
lens  ones  and,  a little  later,  whether  single 
lens  objectives  were  better  than  compound 
ones.  Microscopes  were  then  made  with 
noncorrected  lenses,  and  there  were  conse- 
quent color  aberrations  which  were  trouble- 
some. There  is  little  wonder,  then,  that  the 
reflecting  objectives  were  said  to  give  a bet- 
ter image  than  lenses;  in  fact,  some  claimed 
that  they  could  see  much  better  with 
a single  lens  of  high  magnification  than  with 
compound  microscopes.  The  possibility  of 
correcting  lenses  for  this  annoying  chromatic 
aberration  received  attention  from  the  time 
of  the  early  work  of  Hall,  in  1733,  but  spo- 
radic attempts  toward  the  end  of  the  century 
were  only  partially  successful. 

The  achromatic  microscope  which  Charles 
and  Vincent  Chevalier  made  for  Selligues 
in  1824  attracted  attention  because  Selli-' 
gues  had  the  French  Academy  pass  judg- 
ment on  it.  Instead  of  a single  doublet 
lens,  a series  of  two  or  more  doublets  were 
used  in  the  objective.  This  simplified  the 
problem  of  grinding  the  lenses  and  estab- 
lished the  button  objective,  which  was  used 
for  many  years  in  inexpensive  microscopes. 

Rather  than  combining  a series  of  cor- 
rected doublet  lenses  to  obtain  achromatic 


objectives,  British  makers  began  to  compute 
the  design  of  the  objectives.  About  the 
middle  of  the  century  the  English  firms  of 
Smith,  Ross,  Powell  and  Lealand,  and 
Beck  app(!ared.  Their  microscopes  usually 
were  made  with  tripod  bases.  The  large 
Powell  anil  Lealand  design  of  1852  (Fig.  IN) 
was  still  sold  in  the  early  part  of  the 
twentieth  century.  The  one  on  exhibit  at 
the  Buffalo  Museum  of  Science  is  in  excellent 
working  condition.  On  the  continent  the 
drum  microscope  (Fig.  IM)  evolved  into  the 
familiar  horseshoe  base. 

It  is  estimated  that  there  were  about  12 
microscopes  in  the  United  States  in  the 
1830’s.  The  first  maker  in  the  country 
was  Charles  A.  Spencer,  who  started 
manufacturing  microscopes  in  1847  at  Canis- 
tota.  New  York  (F'ig.  IL).  Before  long  there 
were  other  American  microscope  makers 
including  Bulloch,  Grunow,  Sidle,  Tolies, 
Wales,  Zentmayer,  and,  in  1872,  the  Bausch 
and  Lomb  Optical  Company.  American 
microscopes  held  superiority  until  the  1880’s, 
when  apochromatic  optics  were  introduced 
by  Zeiss  in  Germany.  The  pioneer  work  of 
Spencer  and  Tolies  on  large  aperture  im- 
mersion objectives  pointed  the  way  to  reso- 
lution and  clear  seeing  rather  than  just 
magnification  (Fig.  10  and  P).  By  the 
end  of  the  nineteenth  century  the  big 
microscopes  were  of  a more  practical  size, 
sturdier,  and  less  ornate.  Several  impor- 
tant microscopic  societies  were  established 
during  this  period ; the  Royal  Microscopical 
Society  in  1858,  the  American  Microscopical 
Society  in  1876,  and  the  New  York  Micro- 
scopical Society  in  1877. 

The  main  advances  of  the  twentieth 
century  are:  the  ultraviolet  light  micro- 

scope (1906),  fluorescence  microscope  (1911), 
electron  microscope  (1931;  first  American 
one  1938),  centrifuge  microscope  (1932), 
phase  microscope  (by  Zernicke  in  the  Nether- 
lands in  1932;  first  German  one  1940,  first 


Wilson  screw-barrel  1710,  (C)  B with  Baker  mounting,  and  (D)  Cuff  1750.  Compound  microscopes 
(E)  early  seventeenth-century  Italian,  (F)  Hooke  1665,  (G)  Marshall  with  Hevelius  screw-fine  adjustment 
1673,  (H)  early  Culpeper  about  1760,  (7)  Adams  1746  Universal  (simple  and  compound),  (J)  Bonannus 
1691  horizontal,  (K)  Martin  1780  Grand  Universal,  (L)  Spencer  1850,  (M)  Nachet  binocular  drum  1856,  (N) 
Powell  and  Lealand  1852,  (0)  Spencer  1848  horizontal  and  vertical,  and  (P)  Spencer  1854  trunnion. 
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Fig.  2.  Diagrammatic  representation  of  working  of  phase  microscope  showing  modification  of  light  waves 

passing  through  it. 


American  one  1944),  phosphorescence  micro- 
scope (1942),  and  interference  microscope 
(1950’s)  and  x-ray  microscopy.  Toward  the 
middle  of  this  century  reflecting  optics  were 
rediscovered,  improved  on,  and  used  for 
ultraviolet  and  infrared  microscopy. 

Phase  Microscopy 

The  phase  microscope  (Fig.  2)  is  a bright- 
field  microscope  modified  by  an  annular 
diaphragm  (K)  at  the  front  focal  plane  of 
the  condenser  and  a diffraction  plate  (J) 
at  the  back  focal  plane  of  the  objective. 
The  diffraction  plate,  sometimes  called  a 
phase  plate,  is  a ring  of  thinly  evaporated 
metal  or  dielectric  of  a size  to  cover  the 
image  of  the  annulus.  Four  types  of  dif- 
fraction plates  can  be  made  by  placing  the 
absorbing  metal  and  retarding  dielectric 
materials  either  on  the  area  of  the  image 
of  the  annulus  or  on  the  rest  of  the  aperture 
or  vice  versa.  Three  types  are  of  practical 
use.  The  contrast  obtained  depends  on  the 
width  and  position  of  the  annulus  and  on  the 
amounts  of  absorption  and  retardation  on 
the  two  areas  of  the  diffraction  plate. 

In  Figure  2 is  a diagrammatic  representa- 
tion of  hght  waves  (A,  B,  D,  R,  S).  A light 
wave  passing  through  transparent  material 
(C)  is  slowed  and  emerges  behind  a compa- 
rable wave  (A).  Another  wave  passing 
through  an  absorbing  material  (E)  is  reduced 


in  amplitude,  or  distance  from  peak  to 
trough;  this  change  is  visible  and  can  be 
photographed.  The  materials  of  the  diffrac- 
tion plate  in  the  objective  change  the  phase 
differences  from  transparent  specimens,  with 
regions  of  different  refractive  index,  to  in- 
tensity differences  which  can  be  seen.  Two 
light  waves  in  phase  as  shown  at  R add  up  to 
be  twice  as  bright,  whereas  two  waves  in 
opposite  phase  (S)  cancel  each  other,  and 
the  lack  of  light  seen  as  black.  Intermediate 
phase  differences  appear  as  shades  of  gray. 
The  phase  microscope  shows  gradient  differ- 
ences more  clearly  than  less  abrupt  optical 
path  differences  spread  over  large  areas  of 
specimen. 

Several  hundred  papers  have  appeared  in 
the  fourteen  years  the  American  Optical- 
Spencer  phase  microscope  has  been  available 
in  this  country  so  that  it  is  no  longer  practi- 
cal to  more  than  indicate  the  kinds  of  ap- 
plication in  a general  discussion. 

Biological  applications  of  phase  micros- 
copy include  identification  and  analysis  of 
the  structure  of  living,  unstained  cells  and 
organisms  and  evaluation  of  the  sperm,  egg 
structure,  fertilization,  cleavage,  cell  aggrega- 
tions and  tissue  formation  (for  example, 
tooth  formation,  bile  capillaries  and  ducts, 
liver  cells,  nerve  cells,  and  the  vitreous 
body),  and  organ  formation.  In  cytology 
the  phase  microscope  aids  in  the  investiga- 
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tion  of  cell  surface,  mitochondria,  nuclear 
structure,  fibrous  components,  exudates, 
slimes,  and  the  effects  of  killing  and  fixing 
agents.  It  facilitates  the  examination  of 
ash  to  locate  inorganic  materials  in  cells. 
In  physiology  motility  by  pseudopodia,  cilia, 
and  fiagellae;  changes  in  concentrations  by 
digestion,  excretion,  secretion,  and  enzyme 
reactions;  and  the  effects  of  drugs  on  micro- 
organisms have  been  studied  by  this  method. 
Motion  pictures  of  tissue  culture  cells  show 
nuclear  rotations  and  pinocytosis  to  advan- 
tage and  motion  picture  recording  with  the 
phase  microscope  make  possible  the  obser- 
vation of  the  life  history  of  unstained  living 
cells. 

Medical  applications  of  phase  microscopy 
include  the  examination  of: 

Clinical  analysis:  the  study  of  urine  sedi- 
ment, feces,  sputum,  cerebral  spinal  fluid, 
semen,  blood  cells,  and  exfoliative  cells  (such 
as  those  of  the  lungs,  stomach,  and  vagina) 
and  platelet  counts. 

Protozoology:  the  study  of  cysts,  active 
animals,  trichomonads,  malaria,  amebas, 
trypanosomes,  sporozoites,  and  trophozoites. 

Bacteriology : the  study  of  unstained  cells, 
capsulated  cells,  agglutinins,  viruses,  and 
inclusion  bodies  and  cell  counts. 

Helminthology:  the  study  of  eggs  and 
diagnostic  details  of  adults. 

Mycology:  the  identification  of  fungi 

and  fungus  diseases  and  the  location  of 
spores. 

Histology : the  study  of  normal  and 

pathologic  tissues,  including  bone  marrow 
and  spleen  specimens.  With  the  phase 
microscope  biopsy  specimens  can  be  ex- 
amined without  staining. 

Pathology:  tumor  diagnosis  and  the 

study  of  phagocytosis,  transplantation,  re- 
generation, leukemia,  ascites  cells,  and 
lesions  such  as  leprosy. 

Measurement  of  living  unstained  cells  and 
organisms  is  possible,  especially  with  sharp 
phase  photomicrographs  made  with  elec- 
tronic flash. 

In  food  and  drugs  the  phase  microscope 
is  used  for  the  identification  of  materials. 


assessment  of  the  kinds  and  amounts  of 
contaminants,  and  studies  of  colloids,  emul- 
sions, homogenates,  purity  of  isolates,  and 
other  physical  states. 

With  the  phase  microscope  the  contrast  of 
detail  of  transparent  materials  depends  on 
the  size  of  the  optical  path  differences.  The 
microscopist  can  control  or  reverse  the 
contrast  by  mounting  the  specimen  on  a 
medium  of  a higher  or  lower  refractive 
index.  Depending  on  the  diffraction  plate, 
the  detail  can  appear  dark  on  a lighter  back- 
ground or  bright  on  a darker  background. 
Dark  contrast  is  generally  liked ; it  is 
for  measurement  and  comparison  of 
stained  materials.  Bright  contrast  is  prefer- 
able for  counting,  stereophotomicrographs, 
and  intensifying  stained  or  absorbing  ma- 
terials. The  B dark  contrast  is  useful  for 
weakly  absorbing  materials,  faded  prepara- 
tions, materials  which  stain  poorly,  and  ag- 
gregates within  vacules  or  other  parts  of 
organisms. 

The  optical  path  differences  are  not  quanti- 
tatively measurable  with  the  phase  micro- 
scope, but  it  is  a sensitive  null  method  that 
is  useful  for  determining  the  refractive  index 
by  the  immersion  method.  Transparent 
materials  are  immersed  in  a series  of  index 
fluids  or  the  index  of  the  fluid  is  changed  by 
a change  of  temperature  until  the  specimen 
becomes  invisible.  A fluid  of  the  same 
refractive  index  but  of  different  dispersion 
may  reveal  the  specimen  in  color.  Advan- 
tage may  be  taken  of  this  fact,  for  example, 
to  make  silica  appear  violet  in  nitrobenzene 
while  the  rest  of  a dust  mixture  is  invisible 
or  nearly  so.  When  the  specimen  has  any 
absorption,  one  must  not  be  misled  by  false 
match  points. 

Osterberg  and  Carlan’s  paper  should  be 
consulted  before  using  phase  microscopy 
for  index  measurement.  The  phase  micro- 
scope with  bright  contrast  is  useful 
in  making  stereophotomicrographs  for  the 
analysis  of  surfaces  or  the  third  di- 
mension of  specimens.  By  reversing  the 
contrast  and  using  an  appropriate  color 
filter,  it  is  possible  to  increase  the  contrast 
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of  stained  materials. 

Interference.  Microscopy 

An  interference  microscope  divides  the 
light  from  a single  source  so  that  part  of  it 


passes  through  the  specimen  and  part  around 
or  beside  the  specimen.  The  beams  are  re- 
combined, and  any  changes  between  the 
beams  from  the  optical  path  differences  with- 
in the  specimen  are  made  visible  and  measur- 
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able.  Special  interference  microscopes  have 
been  developed  for  the  study  of  metal  sur- 
faces, but  since  these  are  little  used  in  medi- 
cine this  aspect  will  not  be  considered. 

In  the  multiple-beam  system  the  specimen 
is  mounted  between  a partially  metalized 
slide  and  cover  glass,  placed  on  a micro- 
scope, and  illuminated  with  a strong  beam  of 
nearly  parallel  monochromatic  light.  The 
light  passes  through  the  specimen  by  way  of 
a number  of  reflections  between  the  mirror 
surfaces  of  the  slide  and  the  cover  glass,  and 
the  resulting  interference  pattern  is  seen  as 
fringes  which  pass  across  the  field  of  view. 
A fringe  passing  through  a region  of  a 
greater  optical  path  in  the  specimen  is  dis- 
placed, and  from  the  measurement  the 
actual  amount  of  the  path  difference  may 
be  determined. 

Two-beam  systems  for  interference  micro- 
scopes separate  the  light  either  by  means  of 
reflection  at  partially  metalized  surfaces, 
as  in  the  Cooke-Dyson  microscope,  or  by 
means  of  polarizing  material,  as  in  the  AO- 
Baker  interference  microscope. 

The  AO-Baker  interference  microscope 
essentially  is  a polarizing  microscope  which 
has  been  modified  into  a two-beam  interfer- 
ometer (Fig.  3).  Light  is  plane  polarized 
before  reaching  the  condenser,  and  after  the 
light  has  passed  through  the  condenser  a 
plate  of  birefringent  material  separates  it 
into  two  beams  which  are  polarized  at  right 
angles  to  each  other.  There  are  two  forms 
of  the  microscope.  In  one,  the  lens  arrange- 
ment is  such  that  the  reference  beam  passes 
mainly  around  the  specimen  while  the  image 
forming  beam  passes  through  the  specimen. 
This  Double  Focus  system  is  u.seful  in  view- 
ing tissues  but  suited  only  to  the  measure- 
ment of  very  small  specimens.  In  the  Shear- 
ing System  the  reference  beam  is  passed  to 
one  side  of  the  specimen,  and  consequently 
larger  specimens  can  be  measured.  The 
light  in  both  forms  of  the  microscope  passes 
through  another  birefringent  plate  at  the 
front  of  the  objective  and  the  two  beams  are 
reunited.  The  light  then  passes  through  a 
quarter  wave  plate,  which  combines  the 


beams  to  form  plane  polarized  light.  A 
graduated  rotating  analyzer  is  used  to 
measure  the  observed  differences. 

With  white  light  the  optical  path  detail 
appears  in  color,  and  the  color  can  be 
changed  by  rotating  the  analyzer.  The 
normal  eye  is  very  sensitive  to  small  differ- 
ences in  color,  especially  in  the  yellow-green, 
and  sometimes  a small  detail  can  be  detected 
more  easily  from  a slight  change  in  hue  than 
from  changes  in  intensity,  as  with  the  phase 
microscope.  The  interference  microscope  is 
not  as  sensitive  as  the  phase  microscope  to 
gradients  but  it  does  show  larger  areas  of 
path  differences  better  than  the  phase  mi- 
croscope does.  The  use  of  a color  system  is 
unsatisfactory  for  individuals  with  marked 
deficiency  of  color  vision.  With  monochro- 
matic light  the  detail  is  revealed  by  the 
density  differences  in  the  color  of  the  light 
used. 

With  monochromatic  light  (mercury  546 
mu  green  line  is  often  used),  it  is  possible  to 
measure  the  path  difference  with  the  aid  of 
the  analyzer  or  more  exactly  with  a Half 
Shade  eyepiece.  The  background  is  made  as 
dark  as  possible  and  the  scale  of  the  analyzer 
is  read.  The  detail  is  then  made  to  match 
the  background  in  intensity  and  analyzer 
setting  is  read,  or  the  detail  is  made  as  dark 
as  possible  and  the  analyzer  setting  read 
again.  The  difference  in  the  reading  multi- 
plied by  2 gives  the  optical  path  in  degrees  for 
the  extinction  ( maximum  dark)  method  and 
multiplied  by  4 for  the  matching  method. 
Dividing  by  360  gives  the  path  difference  in 
wave  length,  and  by  multiplying  by  the 
actual  wave  length  of  the  monochromatic 
light  used  the  absolute  path  can  be  deter- 
mined. WTien  the  specimen  is  composed 
mainly  of  a known  material,  for  example 
protein,  it  is  possible  to  determine  the 
amount  of  that  component,  mass  and 
the  dry  and  wet  weights  of  the  specimen 
from  the  absorption  coefficient  of  the  major 
component  and  the  area  of  the  specimen. 
Such  estimates  are  accurate  within  about 
5 to  10  per  cent.  Refractive  indices  and, 
in  certain  instances,  the  thickness  of  the 
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specimen  are  also  measurable. 

The  interference  microscope  is  used  in 
two  different  ways;  it  can  show  differences 
in  the  specimen,  by  means  of  color  or,  with 
monochromatic  light,  intensity.  In  this  re- 
spect interference  microscopy  has  an  advan- 
tage over  phase  microscopy  in  that  the 
Shearing  System  does  not  produce  halos. 
The  other  use  of  the  interference  microscope 
is  quantitative,  and  it  is  in  this  area  that 
the  instrument  has  made  its  greatest  contri- 
butions. 

The  interference  microscope  has  revealed 
structure,  especially  of  muscle,  of  tissue  cul- 
ture cells,  changes  in  cells  from  killing 
and  fixing  fluids.  It  has  been  used  to 
study  fertilization  and  embryonic  develop- 
ment, to  measure  bacteria  cell  size, 
calcium  deposits,  blood  vessels,  changes 
in  mass  during  gro-vvdh,  thyroid  colloid, 
liver  nucleoli  with  adequate  and  starvation 
diets,  and  solids  in  retinal  cells.  Protein 
concentrations  in  various  cells  and  parts  of 
cells  and  concentration  changes  with  enzyme 
action,  hemolysis,  and  hydrolysis  have  been 
measured  quantitatively.  The  quantitative 
estimates  of  the  interference  microscope 
correlate  well  with  chemical  and  x-ray  ones. 
In  the  industrial  field  early  application  was 
in  the  study  of  textiles. 

Quantitative  work  with  the  interference 
microscope  is  not  unduly  difficult  although, 
as  with  pioneer  methods,  one  has  to  be 
very  alert  for  possible  errors.  When  the 
refractive  index  of  the  specimen  is  known, 
its  thickness  can  be  estimated,  and  vice 
versa.  When  the  specimen  can  be  placed  in 
two  media  of  different  refractive  indices, 
it  is  possible  to  estimate  both  the  index  and 
the  thickness  of  the  specimen,  although  the 
thickness  cannot  be  estimated  nearly  as 
precisely.  For  measurement  a Half  Shade 
eyepiece  is  helpful,  particularly  for  the  in- 
dividual with  any  deficiency  of  color  vision 
and  for  greater  precision.  Instructions  for 
use  and  precautions  are  available  elsewhere. 

Comment 

Although  phase  and  interference  micros- 


copy have  yielded  little  new  basic  informa- 
tion, the  ability  to  see  structural  detail  in 
living  unstained  material  has  proved  of 
great  value  in  biology,  medicine,  and,  for 
transparent  materials,  industry.  Quanti- 
tative estimation  is  now  possible  with  the 
interference  microscope,  and  even  though 
the  precision  is  limited  the  information  is 
available  and  improvement  will  undoubtedly 
follow.  Considerable  strides  in  medicine 
may  be  expected  from  quantitative  measure- 
ment of  changes  in  the  growdh  of  cells,  dif- 
ferences between  typical  and  atypical  cells, 
hemolytic  reactions,  and  enzyme  actions. 

Both  phase  and  interference  microscopy 
have  been  found  useful  for  the  identification 
of  cancer  cells.  In  exfoliative  cytology,  of 
course,  the  color  indices  of  staining  are 
lost,  yet  other  details  derived  from  these 
methods  are  reported  to  be  useful.  These 
methods  facilitate  screening  and  identi- 
fication of  cells.  Some  brain  tumors 
show  a difference  in  refractive  index  from 
that  of  normal  tissue  so  that  measurement  of 
such  changes  may  have  marked  diagnostic 
utility.  Many  of  the  methods  have  been  de- 
veloped abroad,  largely  because  the  American 
pathologist  is  too  busy  with  routine  prac- 
tice to  do  much  new  experimental  research — 
although  he  is  usually  eager  to  take  ad- 
vantage of  the  work  done  by  others. 
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Electron  Microscopy 

S.  G.  ELLIS,  Ph.D.,  PRINCETON,  NEW  JERSEY 
{From  the  David  Sarnoff  Research  Center,  Radio  Corporation  of  America) 


In  tlie  first  years  of  microscopy  that  amazing  gentleman  and  amateur  scientist, 
Antony  van  Leeuwenhoek,  who  first  saw  and  depicted  protozoa  and  bacteria,  first 
reported  on  the  change  produced  in  the  vitreous  of  the  eye  by  slight  trauma,  and, 
it  is  now  surmised,  first  devised  dark-field  illumination,  was  a man  indeed,  an 
individualist.  Without  confusing  fact  with  speculation,  he  covered  so  much 
ground  that  the  capacity  of  one  man  working  alone  to  produce  effectively  is  forever 
proved. 

Nowadays,  however,  much  scientific  investigation  of  necessity  is  conducted  by 
teams,  and  capitalistic  corporations  have  contributed  enormously  to  pure  and 
applied  science.  The  unraveling  of  the  penultimate  mysteries  of  the  living  cell  is 
being  approached  by  the  electron  microscope,  an  instrument  which  more  than 
most  is  a product  of  the  imagination  of  a group  of  men.  It,  as  well  as  the  even 
newer  ultrascope,  was  developed  by  the  Radio  Corporation  of  America. 

Dr.  S.  G.  Ellis  has  prepared  a clear  and  cogent  account  of  the  development  and 
construction  of  the  electron  microscope. — E.B.H. 


A N ELECTRON  microscopc  is  a vacuum 
tube  into  which  one  puts  a sample  of 
very  tiny  objects  to  be  studied.  An  electron 
beam  is  fired  through  these  objects  and 
through  a series  of  “lenses”  to  produce  a 
magnified  image  of  the  sample,  which  can 
be  projected  onto  a luminescent  screen  or 
photographed  on  a photographic  plate  inside 
the  microscope  (Fig.  1).  One  hundred 
years  ago  such  a microscope  would  have  been 
inconceivable.  So  far  as  I know,  neither 
Jules  Verne  nor  H.  G.  Wells  anticipated  its 
discovery. 

The  electron  microscope  is  a product,  or 
by-product,  of  advances  in  the  science  of 
physics,  that  is,  the  study  of  the  fundamental 
interactions  of  matter  and  energy.  To 
understand  how  this  microscope  evolved 
and  why  it  is  important  it  is  necessary  to 
make  a technical  interlude  to  understand 
two  basic  but  essentially  simple  concepts: 
that  of  “resolving  power”  and  a lens. 

There  is  a limit  to  the  fineness  of  detail 
which  any  microscope  can  see.  With  a 
light  microscope  at  a magnification  of  XI 00 
the  image  usually  is  crisp,  at  X 1 ,000  magni- 
fication, even  under  the  best  conditions,  the 
image  begins  to  show  blurring,  and  at 


X 10,000  magnification — which  could  be 
achieved  by  photographic  enlargement — 
the  image  would  be  more  blurred  but  would 
not  show  more  detail.  There  is  a fundamen- 
tal physical  reason  for  this,  which  became 
understandable  from  the  work  of  Sir  George 
Airy  in  1834  and  Ernest  Abbe  in  1873.  A 
microscope  cannot  show  as  separate  objects 
in  the  sample  which  are  closer  than  approxi- 
mately half  the  wavelength  of  the  radiation 
used  to  illuminate  them.  With  visible  radia- 
tion this  “least  resolvable  distance”  is  about 
0.2  microns  (or  2/100,000  cm.).  As  a prac- 
tical example,  one  can  resolve  bacteria  as 
separate  entities  and  can  just  begin  to  per- 
ceive that  there  is  structure  within  them. 
But  under  the  light  microscope  this  struc- 
ture cannot  be  seen  in  any  detail. 

In  a microscope  the  specimen  under  study 
is  illuminated  with  radiation  (that  is,  light, 
since  we  are  still  in  the  nineteenth  century). 
The  specimen,  to  the  extent  that  its  different 
parts  have  different  optical  properties, 
modulates  or  affects  this  radiation  so  that 
the  radiation  leaving  one  part  may  be  less 
intense  or  perhaps  more  colored  than  that 
leaving  another.  The  function  of  the  lenses 
in  a microscope  is  to  intercept  the  radiation 
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Fig.  1.  Diagrammatic  cross  section  of  an  electron  microscope  with  captions  explaining  the  functions  of 
the  major  components.  The  electrons  are  liberated  at  the  filament  and  are  concentrated  onto  the  specimen 
hy  the  condenser  lens.  Those  electrons  not  too  widely  scattered  by  specimen  are  focused  by  the  objective, 
intermediate,  and  projection  lenses  to  form  a real  image  on  viewing  screen  or  photographic  plate. 


leaving  one  point  of  the  specimen  and  make 
it  converge  to  another  point  in  what  is 
called  the  image  plane.  This  occurs  simul- 
taneously for  all  points  of  the  specimen  so 
that  if  one  looks  at  the  image  plane  or  a 
photograph  of  the  result  one  sees  an  image 
of  the  specimen.  It  is  relatively  easy  to  ar- 
range things  so  that  this  will  be  magnified 
and  undistorted.  The  nature  of  the  image 
depends  on  how  the  specimen  interacts  with 
the  radiation,  but  this  also  is  true  of  the 


direct  image  we  see  with  our  eyes  so  that 
air  is  invisible,  water  visible  but  trans- 
parent, and  iron  opaque.  It  is  important 
in  all  branches  of  microscopy  (as  in  life 
itself)  to  distinguish  between  the  nature 
of  the  image  and  the  nature  of  the  specimen. 

It  is  an  interesting  side  light  in  the  history 
of  electron  microscopy  that  the  first  magni- 
fied electron  image  w^as  produced  in  1896, 
by  MacGregor-Morris  and  Professor  Clinton 
working  under  the  direction  of  Sir  Ambrose 
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Fig.  2.  Modern  electron  microscope.  * The  cen- 
tral column  contains  the  electron  gun  and  lenses. 
The  viewing  screen  is  at  level  of  the  desk  and  the 
photographic  plate  is  immediately  below  it.  The 
power  supplies  and  vacuum  equipment  are  all  con- 
tained within  the  consoles. 

Fleming.  There  are  several  reasons  why 
this  chance  observation  did  not  lead  to  the 
invention  of  the  electron  microscope.  The 
wave  nature  of  the  electron  had  yet  to  be 
discovered  so  that  its  potential  for  high 
resolving  power  was  unknown.  The  lens 
character  of  the  magnetic  field  used  in  the 
experiment  was  unrecognized.  Further- 
more, the  technology  of  vacuum  sj^stems  and 
electron  circuits,  which  would  later  be 
needed,  had  not  yet  been  developed. 

The  physical  ideas  which  lead  to  the  con- 
ception of  the  electron  microscope  in  its 
present  form  arose  from  the  study  of  the 
nature  of  the  electron  itself.  Scientific  ad- 
vances are  made  from  a foundation  of 

* RCA  Model  EMU  = 3. 
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Fig.  3.  Electron  micrograph  of  ultrathin  sections 
of  Bacillus  cereus.  (A)  cell  wall,  (B)  early  stage  in 
centripetal  growth  of  transverse  cell  wall,  (C)  periph- 
eral bodies  (associated  with  formation  of  trans- 
verse cell  walls),  {D)  nuclear  apparatus,  and  {E) 
completed  transverse  cell  wall.  {Courtesy  of  George 
B.  Chapman.,  Ph.D.,  and  James  Hillier,  Ph.D.,  and 
reproduced  by  permission  of  Journal  of  Bacteriology. ) 


previous  scientific  knowledge  and  theory. 
Science  is  a tree,  not  a fireworks  display. 
In  this  sense  it  is  somewhat  arbitrary"  to 
pick  out  certain  events  as  the  cause  of  others. 
However,  there  were  recognizable  turning 
points  which  led  to  the  electron  microscope. 
They  were:  the  hypothesis  by  Louis  de 

Broglie  in  1924  that  electrons  have  a wave 
nature,  and  the  recognition  by  Busch  in  1926 
that  axially  symmetric  magnetic  and  electric 
fields  could  act  as  lenses  for  electrons. 

These  ideas  had  to  be  tested  and  clarified, 
and  the  experimental  technics  of  electron 
physics  and  what  was  now  beginning  to  be 
called  electron  optics  refined.  The  two 
ideas  were  then  put  together,  and  it  was 
recognized  that  the  very  short  wave  length 
of  the  electron  should  yield  a higher  resolu- 
tion than  was  possible  with  light  and  that  a 
microscope  could  be  built  to  produce  a mag- 
nified image.  K.  Rudenberg  in  1931  ap-^ 
plied  for  a patent  in  Germany  and  suggested  l 

the  form  which  such  a microscope  might  | 
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take  and  in  1932  Knoll  and  Ruska  com- 
menced construction  of  an  instrument. 

Theoretical  considerations  soon  showed 
that  the  electron  microscope  should  be  capa- 
ble of  approximately  100  times  better  resolu- 
tion than  the  light  microscope.  This  is 
roughly  the  difference  between  beginning  to 
resolve  the  inner  structure  of  bacteria  and 
seeing  the  structure  of  viruses.  The  practical 
work  involved  painstaking  efforts  to  improve 
the  lenses,  mechanics,  and  circuits  which 
comprise  the  instrument.  The  history  of 
the  electron  microscope  would  be  barely  in- 
telligible unless  one  were  prepared  to  con- 
sider technical  details.  It  has  been  given 
' with  admirable  conciseness  in  an  article  by 
Hillier  in  the  Encyclopaedia  Britannica  to- 
gether with  descriptions  of  several  forms  of 
electron  microscope.* 

Briefly,  the  start  in  Germany  was  followed 
by  work  in  Belgium,  where  L.  Marton  was 
the  first  to  attempt  to  apply  the  instrument 
in  biological  studies.  An  electron  microscope 
was  also  constructed  in  England  b}'  Martin, 
Whelpton,  and  Parnum.  In  1935  Driest 
and  Muller,  working  wdth  Ruska’s  micro- 
scope, surpassed  the  resolution  of  the  light 
microscope. 

At  this  time  B.  von  Borries  and  Ruska 
were  designing  the  first  commercial  micro- 
scope for  the  Siemens  and  Halske  Company 
(this  was  described  in  1938) . Independently, 
Prebus  and  Hillier  working  under  Professor 
I E.  F.  Burton  at  the  University  of  Toronto, 

I were  constructing  an  electron  microscope, 
which  they  described  in  1939.  This  instru- 
ment was  to  influence  the  design  of  the  first 
I commercial  instrument  produced  in  this 
country,  as  a result  of  the  work  of  Hillier 
and  Vance  under  the  direction  of  V.  K. 

! Zworykin  at  the  Radio  Corporation  of 
I America  (1940). 

During  the  next  fifteen  years  there  was  a 
steady  growth  in  the  number  of  such  in- 
struments in  operation ; commercial  in- 
struments became  increasingly  available  in 

* Hillier,  J. : Electron  microscope  in  Encyclopaedia 
Britannica,  Chicago,  1951. 


this  country,  Germany,  England,  Holland, 
France,  Switzerland,  Japan,  and  Russia. 
The  total  number  now  in  operation  is  ap- 
proximately 1,700.  The  field  of  their  ap- 
plication has  broadened,  until  it  now  covers 
every  aspect  of  the  study  of  the  fine  struc- 
ture of  solid  matter,  both  biological  and  non- 
biological.  During  this  period  the  basic  de- 
sign of  the  instrument  underwent  very 
little  change  but  much  effort  was  expended 
in  improving  its  performance  and  ease  of 
use  (Fig.  2).  The  best  resolutions  achieved 
to  date,  under  very  favorable  circumstances, 
are  close  to  the  theoretical  limit  of  2 to 
4/100,000,000  cm.,  which  is  in  the  order  of  a 
few  atom  diameters. 

Since  I have  not  been  trained  in  any  of 
the  biological  sciences,  I hesitate  to  assess 
the  importance  of  electron  microscopy  in 
this  area.  It  is  perhaps  enough  to  point 
out  that  it  is  now  possible  to  see  minute 
biological  structures  at  the  level  at  which 
they  are  just  large  enough  to  show  some  of 
the  properties  of  life  (that  is,  reproduction 
or  at  least  the  ability  to  cause  some  other 
organism  to  reproduce  them).  With  the 
present  refinements  in  sectioning  technics 
it  is  possible  to  see  the  walls  and  inner  com- 
ponents of  bacteria  and  other  cell  units 
(Fig.  3).  The  new  wealth  of  detail  available 
for  study  seems  overwhelming. 

I do  not  wish  to  create  the  impression 
that  the  biological  sciences  have  become  a 
subdepartment  of  electron  microscopy.  Yet 
there  must  be  few  problems  of  structure 
which  are  not  open  to  study  by  this  still 
new  technic.  There  is  now  taking  place 
in  the  biological  sciences  a new  surge  of  ac- 
tivity paralleling  the  situation  w'hich  oc- 
curred in  the  last  century  as  improved  light 
microscopes  became  generally  available  in 
the  biological  laboratories.  Once  again  we 
have  a new  instrument  which,  by  making 
it  possible  to  examine  nature  in  finer  detail, 
at  once  suggests  new  subjects  for  examina- 
tion and  also  provides,  by  direct  observation, 
checks  on  hypotheses  relating  to  the  fine 
structure  of  living  organisms. 
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Ultraviolet  Light  Microscopy  and  the  Fluorescent  ‘ 

Antibody  Method* 

ERNST  H.  BEUTNER,  Ph.D.,  BUFFALO,  NEW  YORK  / 

(Assistant  Professor  of  Bacteriology  and  Immunology,  University  of  Buffalo  School  of  Medicine) 


Although  discoveries  in  the  field  of  ultraviolet  light  and  fluorescence  were  made 
over  a century  ago — the  ultraviolet  spectrum  in  sunlight  was  discovered  over  one 
hundred  fifty  years  ago,  the  term  “fluorescence”  was  coined  (from  the  observation 
that  the  mineral,  fluorspar,  reacts  strongly  in  ultraviolet  light)  over  a hundred  years 
ago,  and  filters  which  transmit  only  ultraviolet  light  and  the  ultraviolet  light 
microscope  were  devised  over  fifty  years  ago — the  major  developments  in  ultra- 
violet and  fluorescence  microscopy  took  place  only  after  1935.  The  impetus  for 
these  advances  was  the  invention  by  Max  Haitinger  of  the  technic  for  staining 
sections  of  tissues  wdth  fluorochromic  dyes.  The  most  important  developments 
took  place  after  1950,  when  Caspersson  of  the  Karolinska  Institute  of  Stockholm 
worked  out  ways  to  study  quantitatively  the  location  and  metabolism  of  con- 
stituents of  living  cells,  especially  with  reference  to  nucleic  acids  and  proteins. 

Dr.  Ernst  H.  Beutner  is  one  of  the  younger  men  of  scientific  attainment  at- 
tracted to  the  University  of  Buffalo  in  recent  years.  Realizing  that  the  history  of 
ultraviolet  microscopy  is  recent,  he  has  wisely  chosen  to  present  his  subject  by 
emphasizing  some  of  the  things  the  method  can  accomplish.  In  this  paper  there  is 
the  first  extended  reference  to  Witebsky’s  postulates,  a basic  new  concept.  The 
Witebsky  postulates  are  the  only  valid  criteria  that  have  been  set  forth  for  evaluat- 
ing evidence  of  an  autoimmune  etiology  of  a human  disease,  just  as  Koch’s  postu- 
lates were  an  orderly  exposition  of  criteria  for  appraising  the  bacteriologic  cause  of  a 
specific  disease.— E.B.H. 


T ITTLE  detail  is  seen  in  unstained  micro- 
scope  specimens  with  the  conventional 
light  microscope.  The  classic  approach  in 
histology  and  cytology  has  been  to  stain 
the  specimen  in  order  to  emphasize  certain 
structures.  In  1902,  the  German  scientist 
Kohler^  initiated  another  approach — illu- 
mination with  ultraviolet  light.  Microscopy 
with  ultraviolet  light  has  evolved  along 
several  lines.  This  presentation  is  a review 
of:  (1)  the  basic  concepts  that  have  been 
applied  in  ultraviolet  light  microscopy, 
(2)  the  basic  concepts  of  immunology  as 
applied  to  the  fluorescent  antibody  method, 
and  (3)  some  of  the  results  that  have  been 
obtained  with  the  fluorescent  antibody 
method. 


*Thi.s  work  was  supported  in  part  l)y  a research 
grant  (C-2357)  from  the  National  Cancer  Institute  of 
the  U.S.  Public  Health  Service. 


Ultraviolet  Light  Microscopy 

Re.solution  is  the  smallest  space  between 
two  objects  that  is  discernible  as  a clear 
space.  One  of  the  objectives  of  early  stud- 
ies with  the  ultraviolet  light  microscope  was 
to  achieve  greater  resolution.  Today  little 
use  is  made  of  resolving  power  of  the  ultra- 
violet light  microscope.  However,  a few 
basic  considerations  of  this  aspect  of  the 
ultraviolet  light  microscope  are  of  value  in 
understanding  subsequent  developments  in 
this  field.  Ultraviolet  light  is  of  a shorter 
wave  length  than  visible  light.  Wave 
lengths  of  light  may  be  expressed  in  milli- 
microns (m/x) ; a millimicron  is  */ i.ooo.ooo  of  a I 
millimeter.  Visible  light  is  between  400  and 
700  m/x.  Ultraviolet  light  is  approximately 
between  200  and  400  m/x-  Shorter  wave 
lengths  are  regarded  as  extreme  ultravdolet 
light  waves  or  x-rays.'^ 

Microscopic  examination  with  ultraviolet 
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light  poses  technioal  problems.  Only  the 
longer  wave  lengths  of  u'ftraviolet  light  pass 
through  the  optical  glass  of  conventional 
microscopes.  Kohler^  designed  a micro- 
?cope  with  quartz  lenses  which  transmit 
shorter  wave  lengths  of  ultraviolet  light. 
Following  Kohler’s  work,  several  types  of 
gla.ss  were  developed  which  transmit  most 
of  the  light  in  the  ultraviolet  range.®  More 
recently,  microscopes  with  reflecting  lenses 
have  been  developed. ‘‘  Focusing  the  ultra- 
violet light  microscope  poses  a difficult 
'technical  problem  since  most  ultraviolet 
(light  is  invisible  to  the  human  eye.  Some 
direct  observations  can  be  made  with  a 
fluorescent  eyepiece,  and  several  more 
elaborate  devices  have  been  developed  over 
the  past  fifty  years.'*”®  The  most  recent 
development  is  the  use  of  television  equip- 
ment for  monitoring  observations.'^ 

The  resolving  power  of  a microscope  is 
etjual  roughly  to  half  the  wave  length  of 
light.  Since  the  wave  length  of  ultraviolet 
light  is  shorter  than  the  wave  length  of 
visible  light,  greater  resolving  power  can  be 
achieved  with  ultraviolet  light.  The  maxi- 
mum resolution  that  has  been  attained  by 
this  method  is  about  100  m/u,®  as  compared 
with  a maximal  resolution  of  160  mu  with 
the  light  microscope.  For  many  years  the 

Iso-called  ultramicroscope  provided  the  great- 
est resolution  available.  The  wave  length 
of  electrons  is  about  1,000-fold  shorter  than 
the  wave  length  of  ultraviolet  light.  The 
development  of  the  electron  microscope  has 
made  it  possible  to  attain  a resolution  of 
about  1 ni/u. 

Microspectrophotometry. — Different 
wave  lengths  of  visible  light  are  seen  as 
different  colors.  For  example,  blue  light 
is  in  the  vicinity  of  480  m/x.  A blue  solu- 
tion or  a blue  microscope  specimen  allows 
blue  light  to  pass  through,  whereas  certain 
other  wave  lengths  of  light  are  absorbed. 
Light  absorption  at  different  wave  lengths 
may  be  measured.  This  concept  has  been 
extended  to  ultraviolet  light.  The  “colors” 
of  ultraviolet  light  cannot  be  seen  but  the 
absorption  of  different  wave  lengths  in  the 


ultraviolet  region  can  be  measured.  Chem- 
ical substances  in  test  tubes  commonly  are 
studied  in  this  way.  Instruments  that 
measure  light  absorption  at  different  wave 
lengths  are  called  spectrophotometers. 
Some  substances  may  be  identified  with  a 
spectrophotometer  by  the  extent  of  their 
absorption  of  different  wave  lengths  of  light. 

About  twenty-five  years  ago  a Swedish 
scientist,  Caspersson,®  * started  work  on  a 
method  to  study  ultraviolet  light  absorption 
of  microscopic  specimens.  Such  a study  is 
called  ultraviolet  light  microspectrophotom- 
etry. The  object  was  to  identify  substances 
in  cells  under  the  microscope,  and  special 
microscopic  technics  were  developed  for  this 
purpose.  Ultravdolet  light  microspectro- 
photometric  studies  now  are  carried  out  in 
several  laboratories  throughout  the  world. ‘*“® 
An  important  group  of  substances  in  cells 
lend  themselves  to  studies  by  this  method. 
These  are  the  ribose  and  deoxyribose  nu- 
cleic acids  (RNA  and  DNA).^“  The  genetic 
heritage  of  cells  is  vested  in  the  DNA  of 
chromosomes,  and  protein  synthesis  is 
thought  to  be  controlled  by  RNA.  DNA 
is  found  only  in  the  nucleus  of  cells,  and 
most  of  the  RNA  is  in  the  cytoplasm. 
These  important  compounds  have  been  the 
subject  of  intensive  studies  throughout  the 
world.  “ Caspersson’s  methods  have  proved 
to  be  quite  useful  in  studies  of  the  DNA  and 
RNA  metabolism  of  individual  cells.  For 
example,  it  was  found  that  the  RNA  con- 
tent of  young  cancer  cells  is  higher  than  that 
of  normal  cells  while  the  RNA  content  of 
degenerating  cancer  cells  is  lower.** 

Fluorescence  Microscopy. — Fluores- 

cent substances  absorb  light  of  particular 
wave  lengths  and  emit  light  of  other  wave 
lengths,  usually  longer  ones.  For  example, 
some  substances  have  a green  fluorescence 
when  they  are  illuminated  with  a blue  light. 
Microscopic  studies  of  fluorescence  usually 
are  carried  out  with  longer  wave  lengths 
of  ultraviolet  light  and  shorter  wave  lengths 
of  visible  light  (about  380  to  480  m/x) . Only 
limited  data  are  available  on  the  exact  wave 
lengths  required  to  excite  fluorescence  of 


February  1,  1961 


445 


SYMPOSIUM 


various  compounds.  These  wave  lengths 
are  transmitted  by  an  optical  gla.ss.  Thus, 
the  only  equipment  that  is  needed  for  fluores- 
cence microscopy  is  a standard  optical  micro- 
scope and  an  ultraviolet  light  source.  Some 
investigators  use  a dark-field  condenser  to 
provide  lateral  rather  than  vertical  illumina- 
tion of  microscope  specimens. 

In  effect,  there  now  are  two  types  of  ul- 
traviolet light  microscopy:  (1)  ultraviolet 

light  microspectrophotometry,  which  re- 
quires special  lenses,  special  monitoring  de- 
vices, and  ultraviolet  light — usually  in  the 
range  of  250  to  280  m/x  (for  studies  of  pro- 
teins and  nucleic  acids)  and  (2)  fluorescence 
microscopy,  for  which  a standard  microscope 
and  longer  wave  lengths  of  ultraviolet  light 
and  shorter  wave  lengths  of  visible  light  are 
used. 

Autofluorescence. — Many  biological 

substances  are  naturally  fluorescent,  or  auto- 
fluorescent.  Vitamin  A,  for  example,  has 
a yellow  or  green  autofluorescence.  Hu- 
man and  other  animal  tissues  are  auto- 
fluorescent.  The  cytoplasm  of  cells  has  a 
weak  bluish  fluorescence,  with  yellow  or 
green  cytoplasmic  granules  seen  under  cer- 
tain conditions.  Nuclei  are  nonfluorescent. 
Some  observations  of  autofluorescence  are  of 
medical  interest.  For  example,  there  are 
reports  of  intense  red  fluorescence  of  liver 
cells  in  patients  with  pellagra.^® 

Secondary  F luorescence. — Fluorescent 
dyes  are  called  fluorochromes.  Microscope 
specimens  that  are  stained  with  fluoro- 
chromes become  fluorescent.  This  is  called 
secondary  fluorescence,  a subject  which 
scientists  have  been  studying  for  over  twenty 
years.  Fluorochromes  have  been  applied 
to  plant  cells,  microorganisms,  and  animal 
tissues.  Among  the  first  uses  of  this  pro- 
cedure was  the  detection  of  tubercle  bacilli. 
In  chnical  laboratories  the  Ziehl-Neelsen 
acid-fast  stain  is  used  to  detect  tubercle 
bacilli,  but  it  has  been  found  that  tubercle 
bacilli  and  other  acid-fast  bacteria  may  be 
identified  more  quickly  by  means  of  fluores- 
cence staining.  Hagemann  in  1937^^  dis- 
covered that  acid-fast  bacilli  can  be  stained 


f 

selectively  with  fluorochromes,  and  Rich-  \ 
ards^*  was  among  the  first  to  study  this  reac-  5 
tion.  Fluorochrome-stained  specimens  must  ^ 
be  examined  in  the  dark,  but  clinical  labora- 
tory technicians  find  it  unsatisfactory  to 
work  in  dark  rooms.  Thus  the  method  has 
not  come  into  general  use. 

Living  and  dead  cells  may  be  distinguished 
by  certain  stains  known  as  vital  stains. 
Trypan  blue,  neutral  red,  methylene  blue,^® 
and  tetrazolium  salt“  are  used  for  this 
purpose.  Strugger,  a German  botanist, 
discovered  in  1949^®  that  under  certain 
conditions  acridine  orange  imparts  a bright 
green  fluorescence  to  live  cells  and  a bright 
red  fluorescence  to  dead  cells.  This  tech- 
nic has  been  applied  to  plants, micro- 
organisms,^^ and  animal  cells.^®  For  ex- 
ample, the  method  has  been  used  to  dis- 
tinguish between  living  and  dead  sperm 
cells. 

Fluorochromes  are  useful  in  several  other 
areas  of  biological  research.  Cancer  cells 
and  normal  cells  react  somewhat  differently 
in  certain  methods  of  fluorochroming,“~” 
and  efforts  have  been  made  to  utilize  these 
reactions  in  cancer  diagnosis.  Methods  of 
fluorochroming  have  been  devised  to  stain 
RNA  bright  red  and  DNA  yellow  or 
green. 

Fluorescent  Antibody  Method 

In  1942,  Coons  and  coworkers®^  of  the 
Harvard  Medical  School  introduced  a 
method  for  chemically  coupling  a fluorescent 
dye  to  antibodies.  This  method  makes  it 
possible  to  relate  microscopic  observations 
to  the  reactions  of  antibodies.  It  is  called 
the  fluorescent  antibody  method.®^  Anti- 
bodies are  protein  molecules  and  are  found 
in  the  globulin  fraction  of  blood  serum. 
More  specifically,  in  electrophoretic  frac- 
tionation of  serum,  antibodies  usually  ap- 
pear in  the  gamma  fraction  of  globulin ; that 
is,  antibodies  usually  are  gamma  globulins. 
They  appear  in  the  serum  a few  days  after 
a microorganism  or  other  foreign  substance 
enters  the  body.  Substances  which  incite 
the  formation  of  antibodies  are  called  anti- 
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gens.  Antibodies  combine  specifically  with 
antigens.  For  example,  antibodies  against 
streptococci  will  react  specifically  with 
streptococci,  not  with  typhoid  bacilli  or 
other  microorganisms. 

Evaluation. — Many  methods  are  used 
to  make  reactions  of  antigens  and  antibodies 
visible.  Immunologists  have  learned  to  ask 
three  basic  questions  in  their  studies  of 
every  immunologic  reaction:  (1)  Is  the 

reaction  specific;  that  is,  does  the  reaction 
occur  only  with  the  specific  antigen  or  does 
it  occur  with  other  antigens?  (2)  How 
sensitive  is  the  reaction ; that  is,  how  does 
it  compare  with  the  results  of  other  methods 
of  testing  the  reaction  of  the  antibody  with 
the  antigen?  (3)  What  do  antibodies  do  in 
the  body;  that  is,  how  do  they  act  in  the 
defense  against  infection  or  in  the  produc- 
tion of  allergic  reactions? 

How  does  the  fluorescent  antibody  method 
compare  with  other  methods  of  detecting 
antigen-antibody  reactions,  such  as  pre- 
cipitation and  agglutination?  First,  it  pro- 
duces at  least  as  specific  a reaction  as  other 
serologic  tests. In  fact,  it  probably  is 
the  most  specific  staining  method  known 
in  microscopy  at  present.  No  other  method 
of  staining  microscope  specimens  has  the 
combination  of  versatility  and  specificity 
that  is  attainable  with  the  fluorescent  anti- 
body method.  However,  it  must  be  as 
carefully  controlled  as  the  other  serologic 
methods.  Second,  the  fluorescent  antibody 
method  is  of  intermediate  sensitivity.^^  Its 
sensitivity  is  between  that  of  agglutination 
and  that  of  precipitation.  In  at  least  one 
system,  fluorescein-labeled  antibodies  pro- 
vide the  most  sensitive  method  available  at 
present  of  detecting  an  antigen-antibody 
reaction.®^  Third,  fluorescein-labeled  anti- 
bodies have  been  helpful  in  studies  of  anti- 
bodies in  vivo,  that  is,  in  studies  of  where 
they  come  from  and  where  they  go. 

Technic. — According  to  Coons’  method, 
antibodies  are  labeled  with  the  fluorescent 
dye,  fluorescein.®®  When  fluorescein  is  il- 
luminated with  ultraviolet  light  or  near- 
ultraviolet light,  it  has  a yellow-green 


fluorescence.  This  fluorescence  is  visible 
in  1:1,000,000  dilutions  of  the  dye.  It  is 
the  most  sensitive  dye  known  at  present.  In 
recent  years  antibodies  have  been  labeled 
with  other  fluorochromes,®^"^^  but  the  reac- 
tions of  fluorescein-labeled  antibodies  are 
brighter.  An  isocyanate  derivative  of 
fluorescein  is  employed  for  chemical  cou- 
pling,®® and  recently  an  isothiocyanate  also 
has  been  used  successfully.^®  Fluorescein 
isocyanate  reacts  readily  with  the  crude 
globulin  fraction  of  serum  to  form  fluores- 
cein-labeled antibodies.  The  labeled  anti- 
bodies are  allowed  to  react  with  antigens, 
usually  in  the  form  of  sections  or  smears. 
The  location  of  the  reaction  is  observed  with 
the  fluorescence  microscope;  that  is,  obser- 
vations are  made  with  a standard  optical 
microscope  (usually  with  a dark-field  con- 
denser) and  a strong  ultraviolet  light 
source. 

Studies  of  Antibody  Synthesis.- — Over 
the  past  sixty  years  extensive  studies  have 
been  carried  out  to  determine  the  source 
of  antibodies.  ^^’^®  It  has  been  found  that 
cells  in  the  lymphatic  tissue  (lymph  node, 
spleen,  bone  marrow)  primarily  are  involved. 
The  question  of  which  cell  types  actually 
produce  antibodies  was  slow  to  resolve.*® 

Coons  and  his  associates**”*®  used  the 
fluorescent  antibody  method  to  study  anti- 
body formation  in  individual  cells.  Small 
amounts  of  antigen,  such  as  diphtheria 
toxoid,  or  egg  albumin  were  injected  into 
the  foot  pads  of  rabbits.  The  animals  were 
sacrificed  at  intervals  after  injections,  and 
organs  were  sectioned  for  microscopic  ex- 
amination. Specific  antibodies  against  the 
injected  antigen  were  labeled  with  fluores- 
cein. Two  technics  were  used,  one  to 
detect  the  antigen  which  was  injected  and 
one  to  detect  the  antibodies  formed  by  the 
rabbit.  Antigen  was  detected  by  flooding 
sections  with  fluorescein-labeled  antibodies. 
When  the  section  was  rinsed  with  buffered 
saline,  the  antibodies  remained  attached  to 
the  antigen  in  the  tissue  sections  (Fig.  1, 
Technic  I).  The  sections  then  were  ex- 
amined with  the  fluorescence  microscope. 
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Fig.  1.  Technics  for  staining  with  fluorescein-labeled  antibodies  and  reactions  with  ultraviolet  light 
illumination.  For  example:  Technic  I. — Smear  of  cells  containing  viruses  is  treated  with  fluorescein-labeled 
antibodies  to  the  virus.  Technic  II.- — Slide  of  cells  from  tissue  of  immunized  animal  is  flooded  with  antigen 
solution  and  rinsed;  it  is  then  flooded  with  fluorescein-labeled  antibody  to  make  reaction  visible.  Technic 
III. — Smear  of  Technic  I is  flooded  with  human  serum  containing  antibodies  to  the  virus  and  rinsed;  it  is 
then  flooded  with  fluorescein-labeled  rabbit  antibodies  to  human  gamma  globulin  to  make  reaction  visible. 
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I Fig.  2.  Section  of  inflammatory  tissue  from 
I rai)bit  treated  with  fluorescein-labeled  goat  anti- 
! bodies  to  rabbit  globulin.  Cell  in  approximate 
)|  center  of  field  with  specific  staining  in  cytoplasm  on 
microscopic  examination  is  member  of  lymphocyte 
plasma  cell  series  containing  gamma  globulin  and 
! presumably  producing  antibodies.  Specific  staining 
inhibited  by  pretreatment  of  sections  with  unlabeled 
! goat  antibodies  to  rabbit  globulin. 

The  antigen  in  the  tissue  was  seen  as  bright 
green  fluorescence  against  the  blue  auto- 
fluorescence of  the  tissue.  Antigen  could 
I be  detected  in  macrophages  and  other  types 
1 of  cells  in  many  parts  of  the  body.^®  After 
* small  injections  it  disappeared  in  a few 
days. 

' Antibody  in  the  cells  was  detected  by  a 
two-step  method. Sections  first  were 
: flooded  with  the  antigen  that  was  injected. 

They  were  then  rinsed,  flooded  with  the 
labeled  antiserum,  and  rinsed  again.  The 
' antigen  remained  attached  to  the  antibodies 
j in  the  tissue,  and  the  labeled  antibodies 
I remained  attached  to  the  antigen.  In 
effect,  an  immunologic  “sandwich”  was 
I prepared  (Fig.  1,  Technic  II).  Coons  and 
his  coworkers  found  that  antibodies  were 
I present  in  cells  four  days  after  injection; 
the  cells  containing  these  antibodies  were 
plasmablasts  and  plasma  cells. Other  cell 
I types  contained  no  antibodies.  Only  iso- 
j lated  plasma  cells  in  lymph  nodes  contained 
antibodies  after  one  injection  of  antigen, 
but  after  the  second  injection  large  numbers 
of  cells  contained  antibodies. 

Similar  observations  were  made  by  a 


slightly  different  method.  Since  antibodies 
are  gamma  globulins,  they  may  be  stained 
with  a fluorescein-labeled  antibody  to 
gamma  globulin.  By  this  method  it  also 
was  found  that  the  plasma  cell  series  con- 
tain gamma  globulin.®®  Figure  2 shows 
some  gamma  globulin-containing  cells  as 
demonstrated  by  this  fluorescent  antibody 
technic.  In  short,  Coons  and  his  associates 
found  that  antigen  is  taken  up  by  many 
cells.  Antibody  is  found  in  plasma  cells 
and  related  cell  types.  Other  lines  of  evi- 
dence support  the  contention  that  plasma 
cells  form  antibodies.^® 

Studies  of  Virus  Infection. — The  loca- 
tion of  viruses  and  virus  antigens  in  tissue 
can  be  determined  precisely  by  the  fluores- 
cent antibody  method.  Specimens  contain- 
ing viral  antigens  may  be  treated  with 
fluorescein-labeled  antibodies,  that  is, 
serum  from  a patient  or  an  immunized 
animal  which  contains  specific  antibodies 
against  a given  virus  may  be  labeled  with 
fluorescein.  Such  fluorescein-labeled  anti- 
bodies may  be  used  in  the  direct-staining 
method  (Fig.  1,  Technic  I).  A two-step 
technic,  or  the  so-called  indirect-staining 
technic,  based  on  the  fact  that  antibodies 
or  gamma  globulins  from  one  species  of 
animals  behave  as  antigens  when  injected 
into  another  species,  may  also  be  used:®^ 
The  specimen  which  contains  virus  antigens 
is  flooded  with  the  antiserum  to  the  virus 
and  rinsed.  It  then  is  treated  with  fluores- 
cein-labeled antibodies  to  gamma  globulin. 
For  example,  a human  antiserum  to  the 
virus  may  be  used  in  the  first  step  of  the 
reaction;  the  second  step  may  be  carried 
out  with  a fluorescein-labeled  rabbit  anti- 
serum to  human  gamma  globulin.  In  effect, 
an  immunologic  “sandwich”  again  is  pre- 
pared (Fig.  1,  Technic  III) . A single  fluores- 
cein-labeled antiserum  to  human  gamma 
globulin  can  be  used  to  study  reactions  of 
many  different  human  antibodies.  In  the 
same  way,  a single  fluorescein-labeled  anti- 
serum to  rabbit  immune  globulin  may  be 
used  to  study  a variety  of  rabbit  antibodies. 
This,  of  course,  reduces  the  technical  prob- 
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lem  considerably.  Fluorescein-labeled  anti- 
bodies to  human  gamma  globulin  are  now 
commercially  available.* 

A number  of  viruses  have  been  studied  by 
means  of  the  fluorescent  antibody  method 
with  both  the  one-step  and  the  two-step 
technics.®^  The  two-step  technic  first  was 
used  in  the  pioneer  study  of  Weller  and 
Coons,®  ^ who  demonstrated  that  the  virus 
of  chickenpox  and  that  of  herpes  zoster 
are  serologically  similar.  In  Coon’s  lab- 
oratory the  method  was  applied  to  the 
study  of  the  influenza  \’irus.®^“®^  Two 
antigens  were  recognized,  one  in  the  nucleus 
of  infected  cells  and  the  other  in  the  cyto- 
plasm and  at  the  edge  of  the  cells.  It  was 
found  by  other  methods  that  the  virus  is 
associated  with  the  cytoplasm.®®  The  anti- 
gen in  the  nucleus  seems  to  be  a product  of 
virus  infection  but  not  of  the  virus  itself. 
A virus  which  produces  cancer  in  rabbits 
(the  Shope  papilloma  virus),®®  the  polio 
virus, ®^-®*  the  rabies  virus,®*  a virus  asso- 
ciated with  measles,®®  and  other  viruses®^"®® 
have  been  studied  by  means  of  fluorescein- 
labeled  antibodies.  The  method  has  been 
considered  as  a means  of  diagnosing  various 
viral  and  bacterial  infections,®^-'^^  but  thus 
far  none  of  the  proposed  applications  for 
diagnostic  laboratories  has  come  into  general 
use.  The  method  is  a promising  one,  but 
the  technical  problems  are  formidable. 

Studies  of  Autoantibodies. — The 
fluorescent  antibody  method  has  contrib- 
uted to  the  understanding  of  autoimmune 
diseases. ®^-®®-’*~®®  New  concepts  of  such 
diseases  recently  have  been  developed.®^ 
A basic  concept  of  immunology  is  that  the 
body  cannot  produce  antibodies  against  its 
own  tissues;  this  essentially  is  Ehrlich’s 
law  of  “horror  autotoxicus.”  There  are 
certain  exceptions  to  this  postulate.  Under 
certain  circumstances  the  body  develops 
antibodies,  that  is,  autoantibodies,  against 
some  of  its  own  tissue  components.  Patho- 
logic lesions  may  develop  in  the  tissues  with 
which  the  autoantibodies  react.  At  least 


* Sylvania  Chemical  Company,  Orange,  New  Jersey. 


some  human  diseases  are  associated  with 
autoantibody  formation,  chronic  thyroiditis 
being  the  major  example.®*"®®  Autoimmune 
reactions  are  suspected  in  several  other 
human  diseases,  including  disseminated  lupus 
erythematosus  and  other  collagen  diseases.*^ 

What  constitutes  an  autoimmune  disease? 
The  criteria  for  establishing  an  autoimmune 
etiology  are  set  forth  in  Witebsky’s  postu- 
lates:®^ (1)  the  direct  demonstration  of 
free  circulating  antibodies  that  are  active 
at  body  temperature  or  the  indirect  dem- 
onstration of  cell-bound  antibodies,  (2)  the 
recognition  of  the  specific  antigen  against 
which  this  antibody  is  directed,  (3)  the  pro- 
duction of  antibodies  against  the  same 
antigen  in  experimental  animals,  and  (4)  the 
appearance  of  pathologic  changes  in  the 
corresponding  tissues  of  an  actively  sensi- 
tized experimental  animal  which  are  basically 
similar  to  those  in  the  human  disease.  In 
time,  a fifth  criterion  may  be  added  to 
Witebsky’s  postulates:  the  appearance  of 
similar  pathologic  changes  in  the  correspond- 
ing tissue  of  experimental  animals  which 
have  been  sensitized  passively  by  injection 
of  free  circulating  antibodies  or  cell-bound 
antibodies.  This  criterion  cannot  be  in- 
cluded at  the  present  time  because  it  has 
not  been  demonstrated  for  an  experimental 
autoimmune  disease  with  a human  counter- 
part. However,  specific  pathologic  changes 
have  been  reported  to  occur  following  passive 
transfer  of  lymph  cells  from  donors  with 
similar  lesions  in  at  least  one  experimental 
autoimmune  disease,  allergic  encephalo- 
myelitis.®* It  is  open  to  question  whether 
this  disease  has  a human  counterpart. 

Specific  antigens  with  which  autoanti- 
bodies react  can  be  stained  with  fluorescein- 
labeled  antibodies.  The  location  of  the 
antigen  in  tissue  preparations  can  be  de- 
termined by  observing  stained  preparations 
with  the  fluorescence  microscope.  The  anti- 
gen can  be  'dentified  partially  on  the  basis 
of  its  location  in  the  tissue. 

Autoantibodies  from  patients  with  certain 
forms  of  chronic  thyroiditis  were  studied 
by  the  fluorescent  antibody  method. ®^-**'*^ 
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Fig.  3.  Sections  of  rabbit  thyroid.  (.4)  Treated  with  normal  rabbit  serum  followed  by  fluorescein- 
labeled  goat  antiserum  to  rabbit-immune  globulin.  On  microscopic  examination  only  blue  autofluorescence 
of  tissue  with  occasional  green  blood  vessel  is  seen,  a negative  reaction.  (B)  Treated  with  rabbit  antiserum 
to  rabbit  thyroid  (serum  containing  thyroid  autoantibodies)  followed  by  same  fluorescein-labeled  anti- 
serum as  in  Technic  A.  Specific  staining  of  thyroid  colloid  observed  on  microscopic  e.xamination,  a positive 
reaction. 


These  autoantibodies  react  specifically  with 
thyroid  extract  in  other  serologic  tests®^~*® 
and  with  the  colloid  in  the  follicles  of  the 
thyroid  by  the  fluorescent  antibody  method. 
Antibodies  from  rabbits  and  guinea  pigs 
with  experimental  autoimmune  thyroiditis 
also  react  with  the  colloid  of  the  thyroid. 
The  main  constituent  of  thyroid  colloid  is 
thyroglobulin.  Fractionation  studies  sug- 
gest that  the  antigen  is  thyroglobulin. 
Figure  3 illustrates  a fluorescent  antibody- 
staining  reaction  obtained  with  rabbit 
serum  containing  thyroid  autoantibodies. 

Studies  of  autoimmunity  with  the  fluores- 
cence microscope  have  been  of  value  in  an- 
other disease,  disseminated  lupus  erythema- 
tosus.^^~^^  Autoantibodies  against  DNA 
and  DNA  proteins  are  suspected  to  be 
involved  in  this  disease.®^  Antibodies  in  the 
serum  of  patients  react  with  human  and 
animal  DNA  and  DNA  protein.  As  yet, 
the  disease  has  not  been  reproduced  in  ex- 


perimental animals.  The  fluorescent  anti- 
body method  has  been  applied  to  the  prob- 
lem. Antibodies  in  the  serum  of  patients 
with  disseminated  lupus  erythematosus  react 
with  nuclei.  The  appearance  of  this  re- 
action is  illustrated  in  Figure  4.  These  anti- 
bodies readily  and  unmistakably  are  dis- 
tinguishable from  the  autoantibodies  of 
chronic  thyroiditis  by  the  fluorescent  anti- 
body method  as  well  as  by  other  serologic 
tests.  The  reaction  occurs  with  nuclei  of  all 
mammalian  tissues  that  have  been  tested^’ 
and  has  been  observed  with  isolated  DNA 
proteins.  At  present,  the  fluorescent  anti- 
body method  is  the  most  sensitive  method  of 
detecting  these  nuclear  antibodies.^® 

Comment 

In  research,  observations  made  by  means 
of  a microscope  should  be  related  to  other 
types  of  observations.  In  ultraviolet  light 
microspectrophotometry,  observations  arc 
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Fig.  4.  Sections  of  rabbit  liver.  (.4 ) Treated 
with  normal  human  serum  followed  by  fluorescein- 
labeled  rabbit  antiserum  to  human  gamma  globulin. 
On  microscopic  examination  only  blue  autofluores- 
cence of  tissue  and  faint  green  tinge  is  seen,  a nega- 
tive reaction.  (B)  Treated  with  serum  from  pa- 
tient with  positive  lupus  erythematosus  phenomenon 
followed  by  same  fluorescein-labeled  antiserum  as 
in  Technic  A.  Nuclei  have  specific  yellow-green 
fluorescence  on  microscopic  examination,  a positive 
reaction.  Similar  reaction  obtained  with  serums 
from  patients  with  positive  lupus  erythematosus 
phenomenon  on  sections  of  all  mammalian  tissues 
tested. 

related  to  the  aVisorption  speetrums  of  bio- 
logic substances.  Notable  contributions 
have  been  made  to  our  understanding  of 
the  structure  and  behavior  of  cells  by  this 
method.  In  studies  of  secondary  fluores- 
cence, fluorochroming  reactions  have  been 
related  to  the  presence  of  acid-fact  bacilli, 
IINA,  and  DNA  and  to  other  factors.  Mi- 
croscopic observations  are  as  meaningful  as 
the  observations  to  which  they  can  be 
related.  The  fluorescent  antibody  method 


is  among  the  most  meaningful  forms  of 
microscopy  since  it  relates  staining  reactions 
to  the  reactions  of  antibodies.  Observations 
made  by  this  method  have  contributed  to 
our  fund  of  basic  understanding  of  anti- 
body formation,  virus  infection,  auto- 
immune reactions,  and  other  problems  of 
basic  medical  importance.  However,  to 
obtain  meaningful  results  this  method  mu.st 
be  controlled  as  carefully  as  any  other 
serologic  method. 
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SINCE  the  isolation  of  the  adrenal  cortical 
hormones  and  the  demonstration  of  the 
dramatic  effect  of  cortisone  on  rheumatoid 
arthritis,  an  enormous  amount  of  research 
has  been  done  in  an  attempt  to  uncover  the 
mechanism  of  action  of  this  hormone.  The 
purpose  of  this  review  is  to  present  the 
accumulated  knowledge  and  to  determine 
if  there  are  basic  mechanisms  of  cortisone 
action  that  can  be  applied  to  the  variety  of 
experimental  and  clinical  observations  with 
reference  to  cortisone’s  effects  on  the  proc- 
esses of  infection. 

In  a review  of  the  literature  by  Kass  and 
Finland*  in  1953  on  the  effects  of  cortisone 
on  various  infectious  diseases  in  experi- 
mental animals,  including  bacterial,  viral, 
fungal,  and  protozoan  infections,  it  was 
quite  evident  that  the  over-all  general  effect 
of  cortisone  is  to  enhance  the  infection  and 
to  decrease  the  survival  time  of  the  infected 
animal.  In  that  same  review  the  clinical 
effects  of  cortisone  were  summarized  as 
follows: 

1.  In  acute  febrile  illnesses  cortisone 
often  causes  disappearance  of  malaise. 


anorexia,  and  other  evidences  of  generalized 
toxicity. 

2.  In  spite  of  the  asymptomatic  and 
afebrile  state  caused  by  cortisone,  bacteremia 
may  develop  or  persist,  bacterial  popula- 
tions in  infected  tissues  may  rise,  and  the 
infection  may  spread. 

3.  Antibody  production  is  not  affected  by 
the  doses  of  cortisone  employed  clinically. 

4.  Cutaneous  hypersensitivity  reactions 
usually  are  diminished  or  suppressed. 

With  this  general  statement  of  the  ex- 
perimental and  clinical  effects  of  cortisone 
on  infectious  disease,  we  can  now  proceed 
to  discuss  the  specific  alterations  produced 
by  cortisone  on  the  process  of  infection  and 
the  host’s  response.  However,  before  this 
is  attempted  it  is  advisable  to  review  the 
known  physiologic  actions  of  the  gluco- 
corticoids. 

The  main  and  perhaps  only  function  of 
the  glucosteroids  is  to  maintain  homeostasis 
in  the  face  of  a stress  to  the  body.  This  is 
accomplished  in  .several  ways,  one  of  which 
is  maintenance  of  circulatory  competence 
as  substantiated  by  the  fact  that  in  ad- 
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renalectomized  animals,  circulatory  collapse 
is  invariably  the  response  to  stress.^’®  Fur- 
thermore, patients  with  Addison’s  disease 
have  an  increased  susceptibility  to  all  types 
of  stress,  including  infection,  and  due  to  the 
absence  of,  or  reduction  in,  the  amounts  of 
adrenal  cortical  hormones,  hkewise  respond 
to  the  stress  with  circulatory  collapse.  The 
circulatory  collapse  in  this  instance  is  caused 
by  (1)  a decrease  in  plasma  volume  due  to 
decreased  mineral  corticoid  secretion,  and 
(2)  a decrease  in  vascular  tone  due  to  de- 
creased glucocorticoid  secretion. Further 
evidence  for  the  role  of  glucocorticoids  in 
maintaining  vascular  integrity  in  the  face  of 
stress  may  be  seen  in  the  Waterhouse- 
Friderichsen  syndrome  where  a fulminating 
meningococcemia  leads  to  hemorrhage  into 
the  adrenals  and  results  in  vascular  collapse. 
However,  conclusive  evidence  of  adrenal 
insufficiency  in  this  disease  still  is  lacking. 
A second  action  of  the  glucosteroids  is  to 
cause  a decrease  in  peripheral  utilization  of 
glucose,  but  the  method  by  which  this  is 
caused  is  not  entirely  clear. However, 
it  is  postulated  that  this  decrease  is  ac- 
complished by  blocking  of  the  sulfhydryl 
group  on  the  enzyme  hexokinase,  thus 
inhibiting  the  formation  of  glucose  -6-  phos- 
phate and  oxalacetic  acid,  without  which 
the  utilization  of  glucose  is  not  possible. 

A third  action  of  the  glucosteroids  is  to 
cause  glyconeogenesis.’  It  is  thought  that 
this  is  accomplished  either  by  an  increased 
catabolism  of  protein  or  by  a decreased 
production  of  new  protein  with  a subse- 
quent conversion  of  the  increased  supply  of 
amino  acids  into  glucose.  The  effect  of 
cortisone  on  protein  metabolism  was  dem- 
onstrated by  Clark  in  1953,^®  using  radio- 
actively  labeled  nitrogen  to  demonstrate  a 
decreased  tissue-uptake  of  nitrogen  and  an 
increase  in  labeled  nitrogen  in  the  urine. 
He  concluded  that  the  main  action  of  corti- 
sone on  protein  metabolism  is  to  cause  a 
decrease  in  protein  synthesis.  Additional 
evidence  that  cortisone  causes  a reduction 
in  protein  anabolism  is  provided  by  the 
observation  that  cortisone  retards  the  heal- 


ing of  wounds  and  interferes  with  the  in- 
corporation of  sulfate  into  chondroitin 
sulfuric  acid.^®“-^  The  decrease  in  the 
peripheral  utilization  of  glucose  and  the 
decrease  in  protein  anabolism  caused  by 
cortisone  would  necessarily  cause  a decrease 
in  cellular  activity.  Indeed,  this  is  borne 
out  by  the  fact  that  the  oxygen  consumption 
of  tissue  injected  with  cortisone  is  only 
one  third  of  normal. Still  other  evidence 
of  decreased  cellular  activity  in  the  presence 
of  cortisone  was  demonstrated  by  Menkin.^^ 
He  studied  fertilized  sea  urchin  ova  exposed 
to  cortisone  and  demonstrated  a significant 
decrease  in  cellular  division  after  fertili- 
zation as  compared  with  untreated  fertilized 
ova. 

Alterations  in  Host  Response  to  Infec- 
tion 

We  are  now  in  a position  to  examine  in 
detail  the  alterations  produced  by  cortisone 
in  the  host’s  response  to  infection  and  to  try 
to  relate  these  effects  to  the  normal  physio- 
logic effects  of  the  hormone,  that  is,  to  main- 
tain vascular  integrity  and  to  decrease 
cellular  metabolism  (as  evidenced  by  a 
decreased  protein  and  glucose  metabolism). 

First,  let  us  deal  with  the  changes  pro- 
duced on  the  host’s  native  resistance  which 
was  well  described  by  Germuth  in  1954.^* 
We  shall  see  that  cortisone  produces  its 
effect  mainly  by  altering  the  inflammatory 
response  and  the  constituents  which  make 
up  this  response;  more  specifically,  by 
affecting  the  following; 

Vascular  Tone. — Hypertension  can  be 
produced  in  adrenalectomized  rats  being  fed 
on  sodium-restricted  diets  by  repeated  in- 
jections of  cortisone,^®  local  vasoconstriction 
occurs  by  topical  administration  of  corti- 
sone,^® and  cortisone  causes  increased  vas- 
cular reactivity  to  epinephrine  causing 
augmentation  of  its  vasomotor  effect  and 
narrowing  of  terminal  arterioles.®  This  in- 
crease in  vascular  tone  caused  by  cortisone 
results  in  a marked  decrease  in  capillary 
permeability  and,  therefore,  a marked  re- 
duction of  the  inflammatory  reaction  to 
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Exudation  and  Necrosis. — Exudation 
is  decreased  and  necrosis  increased  in  the 
injured  area.®^~^^ 

Exudation  and  necrosis  are  well  illustrated 
by  Selye’s^^  granuloma  pouch  experiment. 
In  this  experiment  granuloma  pouches  were 
produced  by  the  subcutaneous  injection  of 
25  ml.  of  air  and  0.5  ml.  of  0.5  per  cent 
croton  oil  (used  as  the  irritant)  into  rats. 
In  one  group  of  rats,  hydrocortisone  acetate 
was  injected  into  the  wall  of  the  granuloma 
pouch  immediately  after  the  injection  of 
air  and  croton  oil.  There  was  far  more 
necrosis  and  far  less  exudate  in  the  granu- 
loma pouches  of  the  cortisone-treated  ani- 
mals. 

Cellular  Ch.anges. — Neutrophils. — 
There  is  a decreased  number  of  neutrophils 
in  the  injured  area  in  cortisone-treated 
animals  as  compared  with  controls  without 
any  change  or  increase  in  the  number  of 
circulating  neutrophils.  There- 

fore, the  decreased  number  of  neutrophils  in 
the  injured  area  seems  to  be  secondary  to 
the  increased  vascular  integrity  caused  by 
cortisone  in  face  of  a stress  (decreased 
capillary  permeability)  and  not  due  to  an 
increased  destruction  of  these  cells.  There 
are  reports  that  there  is  a decrease  in  the 
phagocytic  ability  of  neutrophils  in  cortisone- 
treated  animals*®  However,  these  experi- 
ments required  the  exudation  of  neutrophils, 
and  the  conclusions  based  on  these  inves- 
tigations did  not  take  into  account  the 
decreased  number  of  neutrophils  in  the 
injured  area  occurring  as  a result  of  cor- 
tisone. It  is  known  that  the  phagocytic 
ability  of  neutrophils  is  directly  dependent 
on  the  number  of  neutrophils  present.'*® 
Furthermore,  work  by  Mogabgab  and 
Thomas*®  and  Germuth*^  substantiate  the 
fact  that  cortisone  has  no  effect  on  the 
phagocytic  capacity  of  neutrophils. 

Eosinophils.  — Cortisone  consistently 
causes  a decrease  in  the  number  of  circulating 
eosinophils  (eosinopenia).  This  occurs  too 
rapidly  after  the  injection  of  the  cortisone 
to  be  due  to  a decrease  in  production. 


Therefore,  it  is  due  either  to  a destruction  of 
the  circulating  eosinophils  or  to  their  re- 
moval from  the  blood  stream. ^*~^* 

Lymphocytes. — Cortisone  produces  a 
lymphocytopenia. At  first  it  was 
thought  that  this  was  due  to  an  increased 
rate  of  destruction  of  the  lymphocytes, 
but  now  there  is  almost  uniform  agreement 
that  it  is  due  to  a decreased  rate  of  lympho- 
cyte production. There  is  also  a 
decrease  in  the  number  of  lymphocytes  in 
injured  areas  of  animals  treated  with 
cortisone.*®'*®  This  is  obviously  secondary 
to  the  lymphocytopenia  and  the  decreased 
capillary  permeability  caused  by  the  cor- 
tisone. Finally,  there  is  a generalized 
decrease  in  the  size  of  lymphoid  tissue- 
spleen,  lymph  nodes,  and  thymus. *^-*’'** 
Obviously,  this  is  related  directly  to  the 
decrease  in  lymphocyte  production. 

Macrophages  and  Reticuloendothelial  Sys- 
tem.— There  is  a decreased  number  of 
macrophages  found  in  injured  areas  of  cor- 
tisone-treated animals,  but  the  number 
of  circulating  macrophages  is  not  con- 
sistently affected. *®'®*'*®'***®'**  Therefore, 
the  decrease  in  macrophages  at  the  injured 
site  appears  to  be  due  to  the  decrease  in 
capillary  permeability  caused  by  cortisone. 

There  are  conflicting  reports  of  the  effect 
of  cortisone  on  the  phagocytic  ability 
of  the  macrophage.  Nicol,  Snell,  and 
Bilbey*^  reported  a decrease  in  the  phago- 
cytic ability  of  the  macrophage.  They  in- 
jected trypan  blue  subcutaneously  into 
guinea  pigs  and  found  a decreased  concen- 
tration of  dye  in  the  spleen,  liver,  and  lymph 
nodes  of  cortisone-treated  animals  as  com- 
pared with  controls.  However,  their  experi- 
ment required  the  exudation  of  macrophages 
through  capillaries.  Therefore,  it  is  likely 
that  the  decreased  phagocytic  ability  of  the 
macrophages  was  secondary  to  a decrease  in 
number  of  macrophages  able  to  reach  the 
injured  site  due  to  decreased  capillary 
permeability. 

Lurie  et  aL*®>**  reported  an  increase  in 
the  phagocytic  ability  of  the  macrophage 
with  cortisone.  They  injected  India  ink 
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intravenously  into  cortisone-treated  and 
normal  rabbits,  and  there  was  an  increased 
deposit  of  the  ink  in  the  liver,  spleen,  and 
kidney  glomeruli  of  the  cortisone-treated 
rabbits.  This  was  probably  due  not  to  an 
increase  in  phagocytic  ability  of  the  mac- 
rophages but  more  likely  to  the  decreased 
ability  of  the  India  ink-laden  macro- 
phages to  migrate  through  capillary  walls 
in  cortisone-treated  animals.  Therefore, 
the  India  ink,  by  necessity,  was  deposited 
in  increased  amounts  along  the  sinusoidal 
tracts  of  the  liver  and  spleen.  In  addition, 
the  cortisone-induced  lymphoid  atrophy  in 
the  spleen  markedly  reduces  the  size  of  the 
spleen.  Therefore,  an  equal  amount  of 
carbon  will  appear  more  concentrated  and 
give  the  false  impression  of  increased  up- 
take. 

Gell  and  Hinde^®  reported  no  effect  of 
cortisone  on  the  phagocytic  ability  of  the 
macrophage.  They  injected,  intraperitone- 
ally,  a mixture  of  Lemco  and  gum  acacia 
as  an  irritant  to  cause  macrophage  ex- 
udation, and  after  the  exudation  they 
treated  some  animals  with  cortisone,  the 
remainder  serving  as  controls.  In  each 
group  they  injected  intraperitoneally  a 
formalinized  suspension  of  Staphylococcus 
albus  (10®  organisms  in  0.5  ml.)  and  meas- 
ured the  phagocytic  ability  of  the  macro- 
phages by  counting  the  number  of  in- 
gested bacteria.'^  There  was  no  difference 
in  the  number  of  ingested  bacteria  in  the 
cortisone-treated  and  control  animals. 
Therefore,  it  is  probable  that  cortisone  has 
no  significant  effect  on  the  phagocytic  ability 
of  the  macrophage. 

Benacerraf  et  by  giving  a blocking 
dose  or  saturation  dose  of  carbon  (16  mg.  per 
100  Gm.  of  body  weight)  intravenously  and 
measuring  the  time  it  takes  to  regain  the 
normal  clearance  rate  of  carbon  from  the 
blood  (granulopectic  activity)  concluded 
that  cortisone  decreases  the  regenerative 
power  of  the  reticuloendothelial  system  after 
its  saturation.  It  normally  takes  three  days 
for  a rat’s  granulopectic  activity  to  return  to 
control  level.  However,  after  twelve  days 


the  granulopectic  activity  of  cortisone- 
treated  rats  is  still  below  normal.  This  phe- 
nomenon is  probably  responsible  to  a great 
extent  for  the  prolonged  bacteremia  present 
in  infected  animals  treated  with  cortisone. 

Clawson  and  Nerenberg®^  in  their  experi- 
ments performed  autopsies  on  cortisone- 
treated  and  normal  rats  infected  wdth 
Streptococcus  viridans.  They  always  saw 
an  increased  number  of  bacteria  in  the 
macrophages  of  the  cortisone-treated  animals 
as  compared  with  the  controls.  Therefore, 
they  concluded  that  cortisone  causes  a 
decreased  ability  of  the  macrophage  to  digest 
phagocytosed  bacteria.  However,  these 
findings  may  be  due  simply  to  the  prolonged 
bacteremia  caused  by  cortisone.  In  addi- 
tion, it  may  be  due  in  part  to  the  question- 
able increased  phagocytic  ability  of  the 
macrophages  of  cortisone-treated  animals. 
It  is  probable  that  the  decrease  in  regenera- 
tive power  of  the  recticuloendothelial  system 
and  the  consequent  prolonged  bacteremia  in 
cortisone-treated  animals  is  due  largely  to: 
(1)  a decreased  production  of  new  rectic- 
uloendothelial cells,  (2)  the  setting  up  of 
multiple  sites  of  local  infection  along  the 
blood  stream  which  intermittently  feed 
bacteria  into  the  circulation  because  of 
inadequate  defense  mechanisms  as  a result 
of  the  anti-inflammatory  action  of  cortisone, 
and  (3)  perhaps  also  to  a decreased  ability  of 
the  macrophage  to  digest  phagocytosed 
bacteria. 

Repair. — Cortisone  inhibits  the  formation 
of  granulation  tissue  and  healing.^®"®*  It 
has  been  shown  that  increased  doses  of  corti- 
sone cause  a decrease  in  fibroblastic  multi- 
plication in  tissue  culture.®*  In  addition, 
cortisone  depresses  new  capillary  formation. 
16-20,62,59,60  Laytoii®®  demonstrated  a de- 
creased uptake  of  sulfate  in  embryonic  and 
wound  tissue  causing  an  inhibition  of 
chondroitin  sulfate  synthesis.  Last,  it  has 
been  shown  that  cortisone  inhibits  hyaluroni-, 
dase  activity  by  inactivating  its  sulfhydryl 
group  and  in  this  way  causing  a decrease  in 
connective  tissue  permeability.®’-®®  These 
various  factors  act  together  to  produce  a 
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significant  slowing  of  the  healing  process. 

Effect  of  Cortisone  on  Antibodies 

Cortisone  in  therapeutic  doses  has  no  sig- 
nificant effect  on  the  circulating  antibody 
level,  but  overwhelming  doses  of  cortisone 
produce  a marked  decrease  in  circulating 
antibody.®^"'^*  The  question  arises  whether 
this  decrease  in  circulating  antibody  is  due 
to  a decrease  in  production  or  to  an  increase 
in  destruction  of  immune  globulins.  Strong 
indirect  evidence  that  the  action  of  cortisone 
is  due  to  an  interference  with  antibody  pro- 
duction was  obtained  by  treating  passively 
immunized  animals  with  cortisone.'^'”'^^  In 
these  animals,  there  was  no  decrease  in 
circulating  antibody,  thus  proving  that 
cortisone  has  no  effect  on  previously  formed 
antibodies  and,  therefore,  that  it  acts 
mainly  in  suppressing  antibody  production. 
The  question  atso  arises  as  to  the  impor- 
tance of  this  suppression  of  antibody  produc- 
tion in  the  increased  susceptibility  to  infec- 
tion and  the  increased  mortality  rate  seen 
in  cortisone-treated  animals  with  experi- 
mental infections.  The  answer  seems  to  be 
that  the  increased  susceptibility  to  infection 
comes  too  soon  after  the  injection  of  corti- 
sone to  be  caused  by  a decrease  in  antibody 
production. 

Effect  of  Cortisone  on  Bacterial 
Toxins. — Cortisone  affords  no  protection 
against  the  action  of  the  exotoxins  of 
Corynebacterium  diphtheriae,  Clostridium 
botulinum,  Clostridium  tetani,  or  Clostri- 
dium perfringens,  but  cortisone  has  a strik- 
ing effect  on  the  lethal  action  of  endo- 
toxins.””®® Smith  and  Thomas®®  showed, 
using  chick  embryos  that  cortisone  protects 
against  500  times  the  median  lethal  dose  of 
the  endotoxins  of  Neisseria  meningitidis. 
Shigella  dysenteriae,  and  Escherichia  coli 
when  it  is  injected  either  on  the  chorio- 
allantoic membrane  or  into  the  yolk  sac 
before  the  administration  of  the  endotoxin. 
Protection  against  Brucella  endotoxin  is 
obtained  in  animals  if  the  cortisone  is  in- 
jected before,  during,  or  up  until  one  hour 


after  the  injection  of  the  toxin.  It  is  worth 
noting  that  in  both  of  these  experiments,  as 
well  as  in  those  of  Geller,  Merrill,  and 
Jawetz®®  injection  of  cortisone  into  the  ani- 
mal a few  hours  after  the  endotoxin  resulted 
in  no  protective  effect. 

It  also  has  been  shown  by  Duffy  and  Mor- 
gan®® that  this  protective  power  of  cortisone 
against  endotoxin  is  dependent  on  dosage; 
that  is,  small  doses  of  cortisone  will  give 
protection,  while  large  doses  afford  no  pro- 
tection and  are  in  fact  detrimental. 

Effects  of  Cortisone  and  Their  Probable 
Cause 

Decreased  Capillary  Permeability 
(Increased  Capillary  Tone). — Decreased 
capillary  permeability  explains  the  following 
conditions:  (1)  decreased  exudation  in  in- 
jured area;  (2)  decreased  number  of  neutro- 
phils in  injured  area;  (3)  decreased  number  of 
lymphocytes  in  injured  area;  (4)  decreased 
number  of  macrophages  in  injured  area;  and 
(5)  decreased  phagocytic  ability  of  neutro- 
phils. 

Decreased  Cellular  Activity. — De- 
creased cellular  activity  explains  the  follow- 
ing conditions:  (1)  decreased  repair  and 
healing;  (2)  lymphocytopenia;  (3)  decreased 
antibody  production;  and  (4)  delay  in 
recovery  from  blockage  of  reticuloendothelial 
system. 

Mechanism  of  Decreased  Inflamma- 
tory Response.— We  will  explain  the  mech- 
anism of  decreased  inflammatory  response 
in  the  following  conditions:  (1)  increased 
necrosis  in  injured  area;  (2)  decreased  pro- 
tection from  endotoxin  with  high  doses; 
and  (3)  increased  protection  from  endotoxin 
with  low  doses. 

Unexplained. — The  cause  of  eosinopenia 
is  not  explained. 

Mechanism  of  Inhibition  of  Inflam- 
matory Response 

Many  authors  have  set  forth  their  theories 
on  the  mechanism  of  the  inflammatory  re- 
sponse and  have  considered  the  particular 
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PFL,  profibrinolysin;  FL,  fibrinolysin;  1,  2,  and  3 
points  at  which  mechanism  can  be  blocked.®” 

state  of  the  response  at  which  cortisone  ex- 
erts it  inhibitory  action.  The  theories  of 
Menkin,^^  of  Ungar,®“  ®^  and  of  Eyring  and 
Dougherty  are  worthy  of  detailed  discussion. 

Menkin’s  theory  states  that  an  irritant, 
such  as  bacteria  or  foreign  protein,  causes 
local  cellular  injury.  This  injury  stimulates 
the  cells  to  produce  a number  of  substances 
which  in  turn  are  responsible  for  initiating 
an  inflammatory  reaction.  These  sub- 
stances are:  (1)  Leukotaxine,  which  causes 
increased  capillary  permeability  and  migra- 
tion of  leukocytes;  (2)  leukocytosis-pro- 
moting factor;  (3)  necrosin,  which  causes 
necrosis  of  tissue;  (4)  pyrexin,  which  is 
responsible  for  febrile  response;  (5)  exudin, 
which  causes  increased  capillary  permeability 
at  later  stages  of  the  inflammatory  respon.se ; 
and  (6)  leukopenin  and  the  leukopenic  fac- 
tor, which  are  responsible  for  the  leukopenia 
seen  in  certain  types  of  infection,  such  as 
viral  infections. 

Cortisone  acts  at  a cellular  level  to  de- 
crease cellular  activity  and  thus  decreases 
the  secretion  of  the  various  inflammation- 
producing  .substances. 

Ungar’s  theory  is  illustrated  in  Figure  1. 
As  can  be  seen  in  Figure  1,  bacterial  invasion 
causes  local  cellular  damage  as  well  as  the 
destruction  of  the  organisms  by  local  defense 
mechanisms.  This  bacterial  and  cellular 
damage  causes  the  release  of  various  kinases 
which  are  also  found  in  the  blood  and  can 
be  released  by  various  anaphylactoid  reac- 


tions. The.se  kinases  act  on  the  inactive 
substance  profibrinolysin,  (PFL)  which  is 
a normal  constituent  of  blood,  and  trans- 
form it  into  the  active  form,  fibrinolysin 
(FL).  Fibrinolysin  is  a protease  which, 
along  with  the  proteases  released  from  the 
destruction  of  bacteria  and  leukocytes,  can 
act  to  break  down  protein  and  release 
histamine  and  other  substances  which  give 
rise  to  the  inflammatory  response.  The 
\asodilation  and  capillary  stasis  cau.sed  by 
the  release  of  histamine  and  the  other  sub- 
stances lead  to  anoxia  of  the  involved  tissue 
and  further  cellular  damage,  and  a \dcious 
cycle  is  set  up. 

These  sets  of  reactions  can  be  blocked  at 
three  sites  represented  in  Figure  1 : 

1.  Heparin  at  high  concentrations  blocks 
the  activation  of  profibrinolysin  into  fibri- 
nolysin. 

2.  LTnder  normal  conditions  a substance 
called  antifibrinolysin  (AFL)  is  present  and 
begins  to  act  as  soon  as  fibrinolysin  is  re- 
leased to  inactivate  the  fibrinolysin.  Nor- 
mally, this  reaction  takes  place  slowly;  how- 
ever, cortisone  acts  to  accelerate  the  reac- 
tion between  antifibrinolysin  and  fibrinolysin, 
thus  hastening  the  inactivation  of  fibri- 
nolysin and  breaking  the  inflammatory  cycle. 

3.  Antihistamines  act  to  block  partially 
the  inflammatory  response.  Evidence  for  j 
Ungar’s  theory  of  the  nature  of  the  in- 
flammatory response  was  obtained  in  an  | 
experiment  carried  out  by  Lurie  et  in  I 
1953.  Peptone  is  a substance  which  is 
known  to  cause  the  release  of  fibrinolysin  in 
vitro.  Cortisone-treated  and  normal  rabbits 
were  given  an  intravenous  injection  of 
trypan  blue  at  the  site  of  an  intracutaneous 
injection  of  peptone,  and  there  was  a signif- 
icantly greater  increase  in  capillary  perme- 
ability in  the  normal  rabbits  as  compared 
with  the  cortisone-treated  animals.  In  addi- 
tion, pure  fibrinolysin  when  injected  into  the 
skin  causes  marked  leakage  from  the  vessels, 
of  normal  rabbits  but  not  in  cortisone- 
treated  animals. 

The  theory  of  Eyring  and  Dougherty®^ 
states  that  the  inflammatory  process  is 
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dependent  on  the  fluctuations  in  the  integrity 
of  the  cellular  membrane.  There  are  two 
phases  in  which  a cell  membrane  can  be 
found — the  resting  phase  and  the  permeable 
phase.  When  the  membrane  is  in  a perme- 
able state,  substances  will  enter  the  cell  and 
be  exposed  to  the  enzymes  in  the  cell,  re- 
sulting in  increased  cellular  metabolism 
and  accumulation  of  metabolites  in  the  cell. 
If  the  permeable  state  persists  for  too  long  a 
time,  the  accumulation  of  metabolites  will 
be  such  that  the  resultant  increased  osmotic 
pressure  will  burst  the  cell.  In  addition,  the 
cell  membrane  in  the  permeable  phase  has  an 
increased  tendency  to  stick  to  a leukocyte 
and  become  phagocytosed  because  of  the 
change  in  ionic  charge  on  the  outside  of  the 
membrane.  Therefore,  the  permeable  phase, 
if  maintained  for  too  long,  is  a threat  to  the 
life  of  the  cell.  The  resting  or  impermeable 
phase  is  maintained  by  a sodium  pump  sys- 
tem. The  sodium  ion  (Nai+)  in  the  cell 
combines  with  a metabolite  of  the  cell  Pi 
(pump  substance)  which  may  be  histamine. 
P is  found  in  very  high  concentration  in  the 
cell.  The  resultant  compound,  NaiPi,  is 
more  soluble  in  the  cell  membrane  than 
either  substance  alone.  Therefore,  it  can 
easily  pass  through  the  membrane  out  of 
the  cell.  However,  it  cannot  pass  back  in- 
to the  cell  because  of  the  relatively  high  con- 
centration of  Pi  inside  the  cell.  Once  out  of 
the  cell,  Po  combines  with  the  ground  sub- 
stance. 

Nat  + Pi  — >■  NaiPi  ^ ^ NaoPo 

g!s.  — > Nao  -h  G.S.P.o 

However,  if  P is  added  to  the  external 
environment  of  the  cell,  the  pump  will  break 
down,  Na+o  will  re-enter  the  cell,  the  poten- 
tial across  the  cell  membrane  will  drop,  and 
the  membrane  will  enter  a permeable  state. 

The  mechanism  of  the  inflammatory 
process,  therefore,  would  appear  to  be  the  fol- 
lowing: The  injurious  agent,  for  example, 
bacteria,  causes  an  initial  cell  destruction  in 
the  local  area  of  invasion.  This  initial  cell 
destruction  causes  a release  of  cell  material, 
including  P,  which  in  turn  leads  to  an  in- 


creased permeable  state  of  the  cell  mem- 
branes of  the  surrounding  cells  and  a subse- 
quent increase  in  the  osmotic  pressure  in  the 
cells.  This  results  eventually  in  the  death 
of  these  cells.  This  second  wave  of  cellular 
destruction  leads  to  further  release  of  P, 
and  a cycle  is  started.  Eventually,  the  con- 
centration of  P builds  up  to  the  extent  that 
the  capillary  endothelial  cells  are  affected 
as  well.  This  leads  to  increased  capillary 
permeability  and  “stickiness”  of  the  endo- 
thelial cell  membranes  for  leukocytes.  Exu- 
dation and  leukocyte  migration  are  per- 
mitted, and  the  systemic  inflammatory 
response  is  initiated. 

The  authors  feel  that  cortisone  acts  to  in- 
crease the  resistance  of  the  cells  irt  the  in- 
flammatory zone  to  the  cytotoxic  actions  of 
the  material  released  from  the  destroyed  cells. 
It  does  this  by  somehow  stabilizing  the  im- 
permeable state  of  the  cell  membrane. 

The  theory  of  Eyring  and  Dougherty  is 
inviting,  since  it  readily  explains  cortisone’s 
two  basic  actions : decrease  in  cellular  metab- 
olism and  decrease  in  capillary  permeability. 
The  importance  of  local  cellular  elements  in 
the  role  of  the  inflammatory  process  has  been 
well  formulated  by  Dougherty  and  Higgin- 
botham.®® One  of  the  earliest  occurrences 
in  loose  connective  tissue  following  stimula- 
tion by  a noxious  substance  is  the  degranula- 
tion of  the  local  mast  cells. ®‘‘  Following  de- 
granulation, these  granules  are  phagocytosed 
by  the  fibroblasts  and  then  digested.®® 
Since  histamine  and  heparin  are  present  in 
these  granules,  this  fibroblastic  uptake  is 
suggestive  of  a detoxification  mechanism.®® 
The  uptake  of  extracellular  substances  and 
the  intracellular  deposition  of  them  as 
granules  occurs  in  the  fibroblast  as  well  as  in 
the  mast  cell.®®  In  addition,  heparin  can 
form  a complex  with  protamine  or  the  phenyl- 
alkyl  amine,  48/80,  and  the  complex  will 
appear  as  cytoplasmic  granules  in  fibro- 
blasts.®^®® It  is  possible  that  the  heparin 
and  histamine  found  in  mast  cell  granules 
result  from  a similar  complex  formation.®® 
Such  a mechanism  would  tend  to  reduce  the 
extracellular  concentration  of  histamine  and 
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other  substances,  such  as  the  “P”  of  Eyring 
and  Dougherty,  produced  from  the  physi- 
ologic death  of  cells  as  well  as  from  the 
pathologic  destruction  of  cells,  thus  pro- 
tecting the  surrounding  tissue  from  the 
lethal  effects  of  high  concentrations  of  these 
substances.  So  it  would  seem  that  fibro- 
blasts and  mast  cells  serve  as  a local  protec- 
tive mechanism  to  keep  tissue  normally  in  a 
subinflammatory  state  and  to  protect  the 
local  area  against  wide-spread  damage  from 
noxious  substances  by  reducing  local  cellular 
damage.  However,  fibroblastic  damage  is 
the  earliest  alteration  observed  in  acute 
inflammation,  and  inflammation  is  promoted 
by  a wave  of  fibroblastic  destruction.^^  ®®  ®’ 
Therefore,  protection  of  local  tissue  fibro- 
blasts would  lead  necessarily  to  a reduction 
in  the  inflammatory  response.  Hydrocorti- 
sone causes  preservation  of  the  normal  struc- 
ture of  fibroblasts  in  inflamed  tissue®*~“® 
and  fibroblasts  in  loose  connective  tissue 
treated  with  small  doses  of  hydrocortisone, 
and  those  in  the  connective  tissue  of  stressed 
intact  animals  retract  their  cellular  proc- 
esses, round  up,  and  are  more  resistant  to 
lysis.®®  ®®'®’  In  addition,  it  can  be  shown 
by  cytochemical  and  radioautographic 
methods  that  the  fibroblast  is  the  most 
active  of  the  connective  tissue  elements  in 
sequestering  locally  administered  hydro- 
cortisone. 

Postulations  now  can  be  made  as  to  the 
cause  of  the  dose-dependency  of  cortisone’s 
protective  power  against  endotoxins  in  in- 
fections. A small  dose  of  cortisone  given 
early  in  the  infection,  or  before  the  infec- 
tion, would  serve  to  decrease  local  cellular 
destruction  of  fibroblasts  and  mast  cells. 
These  local  fibroblast  and  mast  cells  then 
would  be  able  to  stem  the  injurious  agent 
before  it  caused  too  much  destruction. 
However,  if  a large  dose  of  cortisone  were 
given,  this  would  tend  to  slow  up  the  action 
of  the  local  defense  cells,  and  the  injurious 
agent  would  continue  to  flourish,  causing 
more  cellular  destruction.  Furthermore,  the 
high  dose  of  cortisone  would  prevent  the  in- 
creased capillary  permeability  and  stickiness 


needed  to  initiate  an  inflammatory  response, 
and  the  infection  would  continue  unre- 
stricted. Therefore,  it  would  seem  that 
cortisone’s  action  is  not  only  dose-dependent 
but  time-dependent  as  well.  Even  a small 
dose  of  cortisone,  if  given  too  late  after  the 
infection  has  started,  after  all  the  local  de- 
fense cells  are  destroyed,  would  serve  only 
to  decrease  capillary  permeability  and  sticki- 
ness and  also  the  inflammatory  response, 
the  only  measure  left  by  which  the  body  can 
defend  itself  and  destroy  the  injurious  agent. 
This  occurrence  is  well  supported  by  the 
experiments  of  Smith  and  Thomas®®  and 
Spink  and  Anderson.®’ 

Therefore,  it  would  seem  that  the  multiple 
experimental  actions  of  cortisone  can  be 
explained  by  cortisone’s  two  basic  physio- 
logic actions. 


Summary 

The  various  effects  that  cortisone  has  been 
found  to  produce  on  infections  in  experi- 
mental animals  are  summarized,  and  an 
attempt  has  been  made  to  explain  these 
different  observations  based  on  the  two 
basic  physiologic  actions  of  cortisone;  that  is, 
to  increase  vascular  integrity  and  to  de- 
crease cellular  metabolism. 
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(Number  ninety-four  in  a series  of  Recent  Advances  in  Medicine  and  Surgery) 


Brain  Defect  Corrected  by  Tiny  Plastic  Balls 


A rare  operation  in  which  tiny  plastic  balls  were 
inserted  in  the  bloodstream  to  correct  a large  arterial 
malformation  in  the  brain  has  been  reported  in  the 
March  12,  19C0,  issue  of  the  Journal  of  the  American 
Medical  Association. 

The  authors  of  the  article,  Alfred  J.  Luessenhop, 
M.D.,  and  Wilham  T.  Spence,  M.D.,  of  the  Depart- 
ment of  Surgery  (neurosurger}’),  Georgetown 
University  Medical  School,  Washington,  D.C., 
said  it  was  the  first  reported  operation  of  its  kind. 

The  patient  was  a forty-seven-year-old  woman 
who  had  suffered  periodic  fainting  spells  since 
childhood.  For  fifteen  years  prior  to  the  operation 
she  had  episodes  of  numbness  and  weakness  in  the 
right  arm  and  leg,  some  loss  of  movement  in  her 
right  fingers,  and  a slight  speech  impairment. 

The  operation  consisted  of  inserting  four  plastic 
balls,  ranging  from  2.5  to  4.2  mm.  in  diameter,  in 
the  internal  carotid  artery  located  in  the  neck. 
The  balls  were  carried  by  the  bloodstream  to  the 
site  of  the  abnormal  arteries.  Once  there  they 
blocked  the  flow  of  blood,  removing  the  malforma- 


tion from  the  circulatory  s}'stem. 

Seven  weeks  after  surgery  the  patient  was  able 
to  write  legibly  with  her  right  hand  and  at  no  time 
during  her  postoperative  course  was  there  any 
recurrence  of  the  speech  impairment  or  numbness, 
the  surgeons  reported. 

Dr.  Luessenhop  said  the  operation  to  a large  de- 
gree was  a test  of  his  theory  that  arteries  leading  to 
such  a malformation  are  greatly  enlarged  compared 
with  the  arteries  to  the  surrounding  brain,  and  con- 
sequently there  is  a far  greater  flow  of  blood  to  the 
malformation  than  to  other  parts  of  the  brain. 

Most  of  these  malformations  receive  their  blood 
supply  primarily  or  solely  through  the  middle  cere- 
bral artery,  he  said.  This  artery,  being  the  natural 
continuation  of  the  internal  carotid,  forms  the  route 
of  the  blocking  agent. 

The  size  of  the  object  will  keep  it  from  passing 
into  small  arteries  of  the  brain,  he  pointed  out. 
If  such  an  object  could  be  retrieved  the  same 
process  could  be  used  to  treat  certain  tjqjcs  of  en- 
larged arteries  in  the  brain. 
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all  children  encounter.  Infections,  aller- 
gies, accidents,  physical  activities,  indolence, 
fatigue,  excitement,  tension,  joy,  disap- 
pointment, and  anger  are  the  experiences  of 
growing  children.  They  all  reflect  on  the 
diabetic  state  of  the  child  to  a greater  or 
lesser  degree.  In  some  instances  the  influ- 
ence is  adverse,  in  other  instances,  beneficial. 
Infection  and  emotional  tension  are  the 
most  important  adverse  influences  on  dia- 
betic control.  Exercise  and  good  general 
health  serve  to  improve  diabetic  control. 

The  metabohc  defect  is  affected  also  by 
growth  and  maturation.  Increasing  body 
height  and  weight  demand  gradually  in- 
creasing doses  of  insulin.  Maturation  i 
during  adolescence  evokes  a sharply  increased 
need  for  insulin.  The  physician  must 
evaluate  the  total  child  constantly  to 
better  understand  the  vagaries  of  diabetic 
control  which  may  be  manifest. 

Orientation  of  Parents  and 
Child  to  Diabetes 

The  first  contact  the  child  and  the  parents 


^ I ''here  are  a number  of  clinical  features  of 
diabetes  in  children  which  distinguish 
it  from  the  maturity-onset  type  of  diabetes. 
The  diabetic  child  is  more  sensitive  to 
hyperglycemic  and  hypoglycemic  influences 
and  therefore  more  labile  and  more  diflicult 
to  control.  The  oral  hypoglycemic  drugs 
have  limited  value  in  the  management  of 
the  juvenile  type  of  diabetes.  All  diabetic 
children  will  require  insulin,  whereas  a 
substantial  percentage  of  maturity-onset 
diabetic  patients  can  be  controlled  by  diet 
alone  or  by  hypoglycemic  oral  drugs  and 
diet.  In  contrast  to  the  adult-onset  dia- 
betic patient,  the  juvenile  diabetic  patient 
during  adolescence  and  early  adulthood  may 
require  guidance  in  the  planning  of  a 
career,  and  he  may  encounter  problems  in 
the  employment  field. 

Management  of  the  Total  Child 

The  management  of  the  diabetic  child 
involves  consideration  of  all  aspects  of  the 
child’s  life  because  the  metabolic  defect  is 
affected  by  the  environmental  stresses  which 
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TABLE  I. — Results  of  Insulin  Tolerance  Tests 


Case 

Dates 

Infection 

Blood  Sugar  Tests 

' OU  Unit  Insulin  Per  Kg.  Subcutaneously)^ ' 

Fasting  Two  Hour  Fall 

(Mg.  per  100  Ml.)  (Mg.  per  100  Ml.)  (Per  Cent) 

1 

Feb.  11 

Premeasles 

313 

35 

88.8 

Apr.  15 

Measles 

417 

129 

69.0 

2 

Mar.  11 

Measles 

484 

300 

38,0 

Mar.  28 

Postmeasles 

300 

107 

64.5 

3 

Mar.  25 

Measles 

428 

171 

60.0 

Apr.  8 

Postmeasles 

283 

57 

79.8 

4 

Feb.  18 

Tonsillitis 

358 

242 

:12.4 

Feb.  28 

Post-tonsillitis 

283 

106 

62.6 

5 

Jail.  28 

Tonsillitis 

332 

157 

52.8 

Feb.  11 

Post>  tonsillitis 

181 

24 

86.0 

have  with  the  physician  at  the  onset  of  the 
diabetes  is  extremely  important.  The  par- 
ents are  usually  apprehensive  and  confused. 
Their  fears  must  be  allayed.  Their  con- 
fused notions  regarding  the  nature  of  dia- 
betes and  the  future  of  their  child  require 
clarification.  It  is  important  that  the 
parents  and  the  child  be  given  an  optimistic 
point  of  view  regarding  the  immediate  and 
future  prospect.  They  should  be  given  the 
hope  for  an  active  and  productive  life  for 
the  child  and  the  encouragement  to  meet 
the  challenges  posed  by  the  diabetes.  It  is 
essential  that  parents  understand  that  the 
home  management  must  not  become  an  all- 
pervasive  occupation  or  an  overpowering 
chore.  The  routines  of  management  should 
become  integrated  into  the  activities  and 
interests  prevailing  within  the  family  unit. 
Parents  must  be  made  to  realize  the  dangers 
inherent  in  an  overprotective  and  over- 
solicitous  attitude.  The  child  must  not  be 
deprived  of  the  opportunity  to  develop  into 
a mature  adult  with  a true  sense  of  himself 
and  a surety  of  purpose. 

During  these  initial  contacts  the  parents 
will  have  to  learn  about  some  of  the  basic 
facts  of  the  disease  and  the  measures  which 
are  necessary  for  successful  home  manage- 
ment. It  is  our  practice  to  hospitalize  all 
newly  discovered  diabetic  children.  In  the 
hospital  the  child’s  insulin  requirements 
can  be  stabilized  more  easily  and  the  parents 
can  be  oriented  gradually  to  their  new 
responsibilities. 


Objectives  of  Medical  Management 

The  objectives  of  medical  management  of 
the  diabetic  child  are  threefold:  (1)  good 

chemical  control  of  the  diabetic  state  (with 
the  hope  that  success  with  this  phase  will 
contribute  to  the  delay  and,  perhaps,  the 
prevention  of  the  vascular  complications  of 
diabetes)  (2)  the  attainment  of  the 
normal  potential  for  growth  and  maturation ; 
and  (3)  the  development  of  a wholesome 
emotional  outlook  and  a well-integrated 
personality. 

What  is  Good  Chemical  Control  ? 

Good  chemical  control  of  diabetes  im- 
plies aglycosuric  urines,  normal  blood  sugar 
levels,  and  normal  blood  lipid  levels.  How- 
ever, the  many  environmental  factors  which 
affect  the  metabolism  of  the  diabetic  child 
make  it  difficult  to  achieve  aglycosuric 
urines  day  in  and  day  out. 

Excess  food,  lack  of  physical  exercise, 
emotional  upset,  and  infection  are  the  most 
frequently  observed  reasons  for  heavy 
glycosuria  appearing  in  a previously  well- 
controlled  child.  The  ingestion  of  excess 
food  on  a particular  day  will  result  in  a 
transitory  glycosuria.  An  indolent  day, 
or  a day  charged  with  emotional  upset,  will 
also  be  associated  with  a transitory  glyco- 
suria. With  return  to  regular  routines  or  to 
a normal  emotional  state  glycosuria  is 
reduced  rapidly  with  little  or  no  change  in 
insulin  requirements. 
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On  the  other  hand  the  glycosurias  associ- 
ated with  infections  are  clinically  different. 
Heavy  glycosuria  may  precede  the  clinical 
evidence  of  infection  by  several  days  and  will 
persist  despite  reduced  food  intake  and 
increasing  doses  of  insulin.  Insulin  require- 
ments may  be  more  than  doubled,  and  acido- 
sis will  develop  frequently  during  bouts  of 
infection.  Insulin  tolerance  tests  performed 
on  diabetic  children  before,  during,  and 
after  infections  reveal  a reduced  blood  sugar 
responsiveness  to  insulin  (Table  I)  con- 
comitant with  infections. 

Recently  Field®  has  demonstrated  that 
during  infections  there  is  an  increased  con- 
centration of  insulin  antagonists  in  the  sera 
of  diabetic  individuals.  The  stress  of  in- 
fection is  associated  with  an  increased  pro- 
duction of  adrenal  steroids  which  are  con- 
sidered by  some  to  play  a role  in  the  genesis 
of  diabetic  vascular  lesions.®  It  has  been 
my  experience  that  low-grade  chronic  in- 
fections often  precede  the  appearance  of 
retinal  changes  observed  in  juvenile  diabetic 
subjects. 

It  is  our  impression,  therefore,  that  not  all 
glycosurias  reflect  dangerously  poor  diabetic 
control.  There  appear  to  be  glycosurias 
which  are  of  short  duration  and  which  are 
brought  under  control  readily  without  the 
need  for  increased  insulin.  On  the  other 
hand,  the  heavy  and  protracted  glycosurias 
concomitant  with  infections  and  associated 
with  a reduced  responsiveness  to  insulin  and 
an  increased  requirement  for  insulin  would 
appear  to  be  clinically  significant.  Evi- 
dence of  poor  diabetic  control  and  an  un- 
explained increasing  need  for  insulin  should 
alert  the  physician  to  the  possible  existence 
of  an  infectious  process. 

Periodic  determinations  of  the  blood  levels 
of  sugar,  cholesterol,  and  nitrogen  give  the 
physician  further  evidence  of  the  adequacy 
of  diabetic  control. 

Maintenance  of  Diabetic  Control 

The  maintenance  of  good  diabetic  control 
involves  a reasonable  control  of  the  diet,  the 
use  of  insulin,  the  testing  of  the  urine,  and 


the  sustaining  of  good  general  health. 

Diet  for  the  Diabetic  Child. — Knowl- 
edge regarding  food  values  and  nutrition  ' 
is  an  important  part  of  the  education  of 
the  diabetic  child  and  his  parents.  The 
prescribing  of  a diet  is  part  of  this  educa- 
tional program.  A calculated  diet  can  pro- 
vide an  optimal  nutritional  intake  which 
may,  in  fact,  be  superior  to  the  average 
nutritional  intake  of  normal  children  of  ■ 
comparable  families.  Knowledge  of  food 
values  will  equip  children  to  make  intelligent 
dietary  choices  during  adolescence  and 
adulthood  when  it  is  neither  possible  nor 
desirable  to  have  all  meals  planned  and 
prepared  in  the  home. 

The  prescribed  diet  should  be  a normal 
and  optimum  one,  designed  to  meet  the  re-  ' 
quirements  for  the  child’s  age,  physique,  j | 
and  functional  needs.  It  should  permit  a ■ 
wide  choice  of  foods  from  exchange  lists 
such  as  those  published  by  the  American 
Diabetes  Association.^  Food  may  be  meas- 
ured approximately  by  common  household  ^ 
measures  and  parents  should  be  reassured  ' 
that  reasonable  deviations  are  permissible. 
School  and  picnic  meals  can  be  arranged 
readily.  Parents  should  be  informed  re- 
garding supplementary  insulin  when  gross 
dietary  deviations  are  anticipated,  and 
children  should  be  instructed  to  fortify 
themselves  with  additional  carbohydrate 
before  participating  in  strenuous  games. 
Information  should  be  provided  regarding 
the  use  of  liquid  diets  during  acute  illnesses.  | 
The  reasonable  adherence  to  a prescribed  j 
diet  by  a well-adjusted  child  is  the  desired  p 
goal.  ■ 

The  caloric  value  of  the  diet  can  be  de-  j 
termined  from  one  of  several  normal  stand- 
ards based  on  weight,  height,  or  age.  The 
weight  standard  is  approximately  50  calories  5 
per  pound  at  age  one,  35  calories  at  age  j 
five,  30  calories  at  age  ten,  and  25  calories  at  | 
age  fifteen.  The  height  standard  is  35  cal-  ■ 
ories  per  inch.  The  age  standard  provides  . ■ 
1 ,000  calories  at  one  year  of  age  with  an  ad- 
ditional 100  calories  for  each  succeeding  year. 
Because  children  demonstrate  great  varia- 
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tions  in  their  caloric  needs  these  standards 
should  serve  only  as  a frame  of  reference, 
modifying  the  number  of  prescribed  calories 
in  terms  of  the  child’s  weight,  physique,  and 
activity.  During  the  pubescent  period  boys 
may  require  up  to  4,000  calories  daily.  On 
the  other  hand  girls  during  this  period  will 
require  fewer  calories.  Because  of  the  tend- 
ency to  obesity,  so  common  during  adoles- 
cence, many  girls  will  do  well  on  1,600  to 
2,600  calories  daily. 

The  average  normal  child  consumes  about 
50  per  cent  of  his  calories  as  carbohydrate, 
15  per  cent  as  protein,  and  35  per  cent  as 
fat.  The  calories  of  the  diabetic  diet  may 
be  similarly  distributed  or  somewhat  more 
protein  may  be  allowed  at  the  expense  of 
carbohydrate  and  fat.  Diets  with  the 
higher  protein  content  are  more  desirable 
for  the  growing  child  and  particularly  for 
the  diabetic  child. 

Vitamin  supplements  to  ensure  proper 
growth  and  nutrition  should  be  added. 
In  view  of  the  influence  of  the  B complex 
vitamins  on  intermediary  metabolism,  of 
vitamin  Bi2  in  the  possible  prevention  of 
changes  mediated  by  the  adrenal  steroids,* 
and  of  vitamin  C and  rutin  in  the  metabolism 
of  the  ground  substance  and  in  the  preserva- 
tion of  the  integrity  of  the  capillary  wall,  it  is 
well  to  provide  ample  amounts  of  these 
water-soluble  vitamins  on  a prophylactic 
basis. 

Insulin  and  Hypoglycemic  Oral  Drugs. 
— Eight  types  of  insulin  are  currently  avail- 
able. The  characteristic  action  of  each  is 
shown  in  Table  II. 

The  intermediate-action  insulins  used 
either  alone  or  with  rapid-action  insulins 
are  the  insulins  most  frequently  used  in  the 
management  of  the  child.  These  insulins 
serve  to  check  the  nocturnal-fasting  hyper- 
glycemia which  is  characteristic  of  diabetes 
in  children^  and  make  it  possible  to  achieve 
good  control  with  one  or  two  injections  daily. 
Early  in  the  course  of  the  disease  one  injec- 
tion of  an  intermediate-action  insulin,  ad- 
ministered fifteen  to  thirty  minutes  before 
breakfast,  will  usually  suffice  to  maintain 


TABLE  II. — ^Action  of  Various  Types  of  Insulin 


. Activity  (Hours) ~ 

Maxi- 

Dura- 

Insulin  Action 

Onset 

mum 

tion 

Unmodified! 

Vj 

3 to  4 

6 to  8 

Crystalline  [Rapid 

1 

3 to  4 

6 to  8 

Semi-lente  J 

1 

3 to  4 

6 to  8 

Globin! 

1 

8 to  12 

16  to  20 

NPH  [intermediate 

2 

8 to  12 

20  to  24 

Lente  ] 

2 

8 to  12 

20  to  24 

Ultra-lente\ai.„ 

6 to  8 

16  to  24 

36  to  72 

Protamine 

6 to  8 

16  to  24 

36  to  72 

good  control.  Persistent  and  heavy  pre- 
lunch glycosuria,  appearing  in  second  void- 
ings,  can  be  held  in  check  by  adding  a rapid- 
action  insulin  to  the  intermediate-action 
insulin.  Unmodified  or  crystalline  insulin 
can  be  added  to  the  same  syringe  containing 
NPH  or  globin  insulin.  Semi-lente  insulin 
may  be  added  to  lente  insulin.  It  is  well 
to  point  out  at  this  time  that  a heavy  glyco- 
suria in  a first  voided  specimen  followed  by  a 
sugar-free  second  specimen  reflects  a transi- 
tory postprandial  hyperglycemia  and  is  not 
significant.  Somewhat  later  in  the  disease  a 
small  supplementary  dose  of  rapid-action 
insulin  may  be  necessary  before  the  evening 
meal.  In  some  cases,  despite  increasing 
dosages  of  intermediate-action  and  rapid- 
action  insulins,  unstable  control  persists, 
manifested  by  alternating  insulin  reactions 
and  heavy  glycosuria.  More  stable  control 
will  be  attained  if  the  intermediate-action 
insulin  is  divided  and  given  in  two  injections, 
before  the  breakfast  and  evening  meals, 
and  combined  with  a rapid-action  insulin  if 
necessary. 

The  slow-action  insulins  have  limited 
value  in  the  management  of  childhood  dia- 
betes because  of  the  delayed  onset  and  the 
prolonged  duration  of  action.  These  insu- 
lins have  little  influence  on  postprandial 
hyperglycemia,  and  they  not  infrequently 
cause  profound  nocturnal  hypoglycemia  in 
children.  They  are  of  value  in  the  oc- 
casional instance  where  intermediate-action 
insulins  fail  to  prevent  nocturnal  fasting 
glycosuria. 

The  rapid-action  insulins  are  used  alone  in 
multiple  doses  in  the  treatment  of  diabetic 
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coma,  during  the  initial  stabilization  of  the 
newly  discovered  diabetic  and,  in  the  treat- 
ment of  the  very  brittle  diabetic  patient. 
They  are  used  also  to  supplement  intermedi- 
ate-action insulins  during  infections  and  in 
combination  with  intermediate-action  in- 
sulins to  reduce  excessive  postprandial 
glycosuria  as  mentioned  previously. 

During  the  first  year  of  diabetes  a gradual 
reduction  in  the  need  for  insulin  usually  will 
be  observed.  Many  children  will  enjoy 
periods  of  good  control  with  no  need  for 
insulin.  These  remissions  have  extended  in 
our  experience  from  several  weeks  to  many 
months.  With  the  onset  of  infections  the 
need  for  insulin  is  usually  re-established. 
Klein,  Marks,  and  Mirsky^  have  shown  that 
children  with  diabetes  of  recent  origin 
(zero  to  three  months)  do  respond  to  tol- 
butamide. They  po.stulate  that  the  pan- 
creas is  capable  of  secreting  insulin  early  in 
the  course  of  juvenile  diabetes  and  that  this 
ability  is  gradually  lost.  Fajans  and  Conn^® 
reported  the  effect  of  tolbutamide  on  the 
glucose  tolerance  tests  of  14  patients  with 
mild  asymptomatic  diabetes.  Diabetes  had 
been  diagnosed  on  the  basis  of  abnormal 
response  to  glucose  tolerance  tests.  Four  of 
their  patients  were  eighteen  years  of  age 
and  younger,  and  all  demonstrated  im- 
proved response  to  glucose  tolerance  tests 
after  tolbutamide  therapy  of  two  to  ten 
months  duration.  It  is  our  experience  that 
all  diabetic  children  will  ultimately  require 
insulin,  and  insulin  requirements  will  usually 
increase  progressively,  paralleling  their 
growth  and  development.  Following 
maturation  insulin  needs  will  usually  be- 
come more  stabilized  at  a lower  level  than 
was  required  during  adolescence. 

Phenformin  hydrochloric  acid  (N^-j8- 
phenethylbiguanide)  (DBI)  used  in  con- 
junction with  insulin  is  reported  to  be  of 
value  in  stabilizing  the  brittle  juvenile 
diabetic  patient.  “ During  the  period  of 
observation  growth  was  not  impaired. 
Phenformin  did  not  influence  the  adverse 
effects  of  intercurrent  infections  on  the  dia- 
betic state.  Unstable  juvenile  diabetes 


comphcated  by  central  nervous  system 
seizures  and  showing  electroencephalo- ' 
graphic  abnormalities  was  treated  with 
phenformin  and  insulin  in  an  attempt  to 
stabilize  the  diabetes  itself.  The  diabetes 
became  more  stable,  seizures  decreased  in 
frequency,  and  in  some  instances  improve- 
ment was  noted  in  mood,  mental  status, 
and  the  findings  of  the  electroencephalo- 
gram. 

Urine  Testing  and  the  Keeping  of  a 
Daily  Diary. — The  testing  of  the  urine  for 
sugar  together  with  the  keeping  of  a daily 
diary  of  pertinent  information  has  proved 
valuable  for  all  concerned  with  the  welfare 
of  the  child.  Most  parents  and  children 
will  cooperate  in  this  effort  and  they  soon 
become  aware  of  the  help  they  derive  from 
this  routine.  The  diary  gives  parents  and  j 
children  an  insight  into  the  many  factors  1 
which  influence  glycosuria.  Infections  are 
often  anticipated  when  tests  are  done  daily. 
The  diary  helps  the  parents  to  develop  j 
judgment  and  initiative  in  the  task  of  main-  i 
taining  good  control.  Furthermore  it  is  of  | 
great  value  to  the  physician  in  estimating  i 
the  level  of  diabetic  control,  the  general  ' 
health,  and  the  particular  needs  of  the  indi-  ’ 
vidual  child.  ^ 

Sustaining  Good  General  Health. — j 
As  previously  noted  acute  and  chronic  in-  i 
fections  present  the  greatest  obstacle  to  the  i 
maintenance  of  good  diabetic  control  in  ^ 
children.  The  most  common  chronic  in-  i 
fections  encountered  are  those  of  the  upper  ' 
respiratory  tract.  One  should  make  a sys-  i 
tematic  search  for  obscure  infections  when  a i 
child  presents  unstable  control  and  a rapidh^ 
increasing  need  for  insulin.  Genitourinary 
and  dental  infections  are  not  infrequenth^ 
uncovered  in  these  children.  The  treatment 
or  the  removal  of  infected  teeth  and  dis- 
eased tonsils  and  adenoids  will  often  be 
followed  by  a reduced  insulin  requirement 
and  greater  stability  of  diabetic  control. 
Autogenous  respiratory  vaccines  and  some 
stock  vaccines  are  worth  a trial  when  the 
problem  of  low-grade,  chronic,  and  resistant 
respiratory  infection  is  present.  \ 
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Acute  infections  should  be  treated  vigor- 
ously with  suitable  antibiotics.  The  diet 
may  need  to  be  converted  to  liquids. 
Supplementary  unmodified  insuUn  should 
be  given  before  meals  depending  on  the  de- 
gree of  glycosuria. 

Allergic  sensitivities  to  food  may  be  asso- 
ciated with  instability  of  diabetic  control. 
When  the  offending  food  is  removed  from 
the  diet  greater  stability  is  often  observed. 
Milk  is  not  infrequently  implicated.  Acute 
and  protracted  asthmatic  attacks  may  pre- 
cipitate vomiting,  dehydration,  acidosis, 
and  even  coma. 

Diabetic  Emergencies 

Coma. — Most  diabetic  children  admitted 
to  the  hospital  with  acidosis  and  coma  have 
an  associated  infection.  The  circumstances 
precipitating  coma  are  various.  The  child 
may  have  a previously  undiagnosed  case  of 
diabetes.  A diabetic  child  with  a severe 
infection  may  have  been  improperly  man- 
aged in  the  home  and  significant  early  symp- 
toms of  acidosis  may  have  been  ignored. 
An  emotionally  disturbed  child  may  fail  to 
take  insulin  over  a period  of  time  and  sud- 
denly collapse  into  a deep  coma.  This  child 
■will  require  psychiatric  investigation  when 
the  crisis  is  past. 

Evaluation  of  the  state  of  coma  and  the 
response  to  treatment  will  be  based  on  re- 
peated determinations  of  the  blood  levels  of 
sugar,  carbon  dioxide,  sodium,  chloride, 
potassium,  and  serum  pH.  Indwelling 
catheterization  is  important  and  urinary 
sugar  and  acetone  should  be  determined  at 
one-half  to  one-hour  intervals.  Unmodified 
insuUn  should  be  given  at  one-half  to  two- 
hour  intervals  early  in  the  management  of 
the  comatose  child.  The  initial  dose  should 
be  one  unit  per  pound  of  body  weight. 
With  deep  coma  one-quarter  to  one-half  the 
initial  dose  may  be  given  intravenously. 
The  frequency  of  injections  and  dosages  will 
vary  with  the  age  of  the  child,  the  depth  of 
the  coma,  the  elevation  of  the  blood  sugar, 
and  the  resistance  to  the  action  of  insulin  as 
shown  by  the  diminution  in  acetoacetic 


acid,  acetone,  and  glycosuria.  The  small 
child  may  require  10  to  20  units  of  insuHn 
per  hour,  the  older  child  20  to  60  units  per 
hour. 

During  the  initial  two  to  three  hours  of  the 
coma  fluid  therapy  is  directed  to  the  repair 
of  the  extracellular  dehydration  and  the 
restoration  of  renal  function.  Potassium- 
containing  and  glucose-containing  fluids 
should  be  used  after  hydration  has  been 
established.  Rehydration  is  accomphshed 
with  lactated  Ringer's  solution  followed  by 
M/6  sodium  lactate  solution,  each  in  the 
amount  of  1 to  2 per  cent  of  the  body  weight. 
Enough  additional  M/6  sodium  lactate 
should  be  given  to  raise  the  carbon  dioxide 
level  12  to  15  mEq.  per  liter.*  A sodium 
bicarbonate  solution,  3.75  per  cent,  should 
be  used  only  for  extremely  severe  acidosis 
or  when  liver  damage  is  present.  During  the 
first  twenty-four  hours  fluids  up  to  10  to 
15  per  cent  of  the  body  weight  may  be 
necessary  to  combat  dehydration  and  acido- 
sis. On  the  basis  of  surface  area  the  average 
water  intake  per  day  is  1,500  ml.  per  square 
meter.  With  moderate  to  severe  dehydra- 
tion 2,500  ml.  to  3,000  ml.  per  square  meter 
will  be  necessary. 

Following  the  repair  of  the  extracellular 
dehydration  and  establishment  of  good 
renal  function  5 per  cent  glucose  in  water  to 
which  potassium  is  added,  or  homeolyte 
solutions  with  5 per  cent  glucose,  may  be 
started.  The  initial  serum  potassium  level 
may  be  normal  or  elevated  at  the  expense  of 
intracellular  potassium  because  of  consid- 
erable diuresis  and  increased  osmolarity  of 
the  extracellular  fluid.  With  rehydration 
the  potassium  blood  level  may  fall  consid- 
erably and  replacement  will  be  necessary. 
The  average  potassium  intake  per  day  is 
between  40  to  60  mEq.  per  square  meter  of 
surface  area.  Sufficient  potassium  to  meet 
the  daily  requirement,  preferably  the  phos- 
phate salt,  may  be  added  to  5 per  cent 
glucose  in  water  in  a concentration  not  to 

♦An  M/6  sodium  lactate  solution  of  4.2  ml.,  or  a 
solution  of  0.058  Gm.  of  sodium  bicarbonate  per  kilo- 
gram of  body  weight  will  raise  the  serum  bicarbonate 
concentration  approximately  1 mEq.  per  liter. 
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exceed  0.15  per  cent.  Homeolyte  solu- 
tions, such  as  Butler’s  and  Lowe’s  solutions, 
with  5 per  cent  glucose  provide  35  and  25 
mEq.  potassium  per  liter.  Vitamin  B 
complex  and  vitamin  C need  to  be  replen- 
ished and  should  be  added  to  the  solution. 
Electrocardiograms  are  an  important  guide 
in  the  management  of  the  child  whose  po- 
tassium levels  are  abnormal.  When  fluids 
are  taken  orally  potassium  deficits  are 
readily  corrected  by  orange  juice,  beef 
broth,  and  skimmed  milk.  Unmodified 
insulin  in  the  amount  of  1 unit  for  each  2 Gm. 
of  glucose  should  be  added  to  the  parenteral 
fluid. 

In  some  instances  of  shock  accompanying 
coma  blood  transfusions  are  warranted. 
Since  diabetic  coma  is  frequently  associated 
with  infection,  antibiotic  therapy  will  be 
valuable.  It  may  contribute  to  the  en- 
hancement of  insulin  action  as  the  infection 
subsides. 

Insulin  Reactions. — Deep  or  protracted 
insulin  reactions  may  leave  irreparable  nerv- 
ous system  damage.  Children,  parents, 
and  teachers  must  be  taught  to  recognize 
the  early  symptoms  of  insulin  hypoglycemia. 
Increased  physical  activity,  mistaken  over- 
dose of  insulin,  delay  in  eating,  and  recovery 
from  infection  are  the  most  common  pre- 
cipitating causes  of  insulin  shock.  All 
diabetic  children  should  carry  an  easily 
available  form  of  carbohydrate  (pieces  of 
sugar  or  candy)  and  an  identification  card 
explaining  the  immediate  need  for  sugar  to 
overcome  the  symptoms  of  hypoglycemia. 

Most  children  can  recognize  the  early 
signs  of  hypoglycemia  and  are  able  to  control 
their  symptoms  promptly  with  sugar  or 
another  form  of  carbohydrate.  The  child 
who  plans  a particularly  strenuous  type  of 
play  may  fortify  himself  with  carbohydrate 
before  and  during  activity,  if  necessary. 
The  child  who  is  in  deep  shock  and  unable 
to  take  carbohydrate  by  mouth  may  require 
intravenous  glucose,  a procedure  which  is 
beyond  the  province  of  the  parent.  Elrick, 
Witten,  and  Yoshiaki^^  have  reported  that 
the  subcutaneous  or  intramuscular  injection 


of  1 or  2 mg.  of  glucagon*  is  both  efficient 
and  convenient  for  the  treatment  of  pro- 
found insulin  reactions.  The  subcutaneous 
route  makes  it  feasible  for  the  parent  to 
provide  rapid  relief  for  the  child  who  is  not 
able  to  ingest  carbohydrate  by  mouth. 

The  Adolescent  Diabetic  Subject 

The  adolescent  years  are  marked  by 
growing  independence  and  occasionally  by 
rejection  of  parental  authority.  During  this 
period  most  diabetic  children  will  not  ob- 
serve control  measures  as  carefully  as  they 
had  previously.  Some  will  rebel  com- 
pletely against  the  disciplines  of  diabetic 
management.  These  symptoms  of  rebellion 
are  usually  temporary  and  should  be  handled 
with  patience  and  understanding.  Occa- 
sionally one  encounters  an  adolescent  who 
behaves  as  though  he  were  bent  on  self- 
destruction.  Many  of  these  latter  children 
will  require  psychiatric  care. 

The  well-controlled  adolescent  diabetic 
individual  can  justifiably  plan  a career  in 
most  vocations  with  the  exception  of  those 
involving  the  driving  of  passenger  vehicles 
and  the  handling  of  fast-moving  machinery. 

A recent  questionnaire  survey^®  addressed  to 
adults  who  had  been  diabetic  juveniles 
showed  that  the  educational  attainments  of 
those  who  responded  were  well  above 
average.  The  rate  of  absenteeism  among 
diabetic  workers  is  no  higher  than  that  of 
nondiabetic  workers.  Nevertheless,  the 
questionnaire  revealed  that  many  of  the 
juvenile  diabetic  respondents  experience 
great  disappointment  when  seeking  employ- 
ment. Over  50  per  cent  of  the  respondents^® 
have  been  refused  employment  because  of 
diabetes. 

Recently,  as  a result  of  the  efforts  of  the 
American  Diabetes  Association  on  the 
national  level  and  the  New  York  Diabetes 
Association  on  the  local  level,  cml  service 
restrictions  in  the  employment  of  well- 

* Glucagon  (crystalline)  as  the  hydrochloride  was 
supplied  in  the  lyophilized  form  with  accompanying 
diluent  by  Eli  Lilly  .and  Company,  Indianapolis  6, 
Indiana.  i 
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controlled  diabetic  individuals  have  been 
lifted  by  a number  of  civil  service  authori- 
ties, namely  the  Federal  Civil  Service  Com- 
mission,^® the  New  York  State  Civil  Service 
Commission,  the  New  York  City  Civil 
Service  Commission,  and  the  New  York 
Board  of  Education.  However,  much  work 
remains  to  be  done  with  many  industrial 
and  commercial  employers  who  continue  a 
policy  of  blanket  exclusion  of  all  diabetic 
job  applicants.  The  New  York  Diabetes 
Association  is  presently  undertaking  a 
campaign  to  inform  personnel  workers 
and  industrial  physicians  in  the  Metro- 
politan area  regarding  the  value  of  the 
well-controlled  diabetic  individual  in  the 
labor  market,  his  excellent  capacity  for 
productive  work,  and  his  low  record  of 
absenteeism. 

144-15  38th  Avenue 
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{Number  nine  in  a series  of  articles  on  Current  Concepts  in  Diabetes  Mellitus) 


Did  You  Know — that  a derivative  of  cholesterol 
is  present  in  the  skin  and  is  changed  to  vitamin  D 
by  the  ultraviolet  rays  of  the  sun?  According  to 
Dr.  C.  G.  King,  executive  director  of  the  Nutrition 
Foundation,  this  is  just  one  of  the  many  essential 
functions  that  cholesterol  apparently  has  in  main- 
taining health. 


— that  American  men  have  grown  heavier  during 
the  last  sixty  years,  while  U.S.  women  have  managed 
to  escape  a few  pounds  from  the  averages  held  by 
their  grandmothers? 

The  historical  trend  is  of  interest  because  nutrition 
scientists  view  obesity  as  one  of  the  nation’s  present 
greatest  health  problems. 
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Prepared  by  the  Subcommittee  on  Heart  Disease 
Council  Committee  on  Public  Health  and  Education 
Medical  Society  of  the  State  of  New  York 

j.  G.  FRED  HISS,  M.D.,  Editor 


Closed-Chest  Cardiac  Massage 

J.  G.  FRED  HISS,  M.D.,  SYRACUSE,  NEW  YORK 
{Chairman,  Subcommittee  on  Heart  Disease) 


T3ecause  of  the  practical  importance  and 
because  of  the  publicity  given  to  the 
procedure  of  “closed-chest  cardiac  massage” 
in  the  lay  press,  permission  has  been  obtained 
to  summarize  and  to  quote  directly  from  the 
original  article  on  this  subject  that  appeared 
in  the  Journal  of  the  American  Medical 
Association*  on  July  9,  1960,  by  W.  B. 
Kouwenhoven,  Dr.  Ing.,  James  R.  Jude, 
M.D.,  and  G.  Guy  Knickerbocker,  M.S.E. 

When  cardiac  arrest  occurs,  either  as  stand- 
still or  as  ventricular  fibrillation,  the  circula- 
tion must  be  restored  promptly;  otherwise 
anoxia  will  result  in  irreversible  damage. 
There  are  two  technics  that  may  be  used  to 
meet  the  emergency,  one  is  to  open  the  chest 
and  massage  the  heart  directly  and  the  other 
is  to  accomplish  the  same  end  by  a new 
method  of  closed-chest  cardiac  massage. 
The  closed-chest  alternating  current  de- 
fibrillator that  was  developed  in  the  labora- 
tories of  the  authors  has  proved  to  be  an  ef- 
fective and  reliable  means  of  arresting  ven- 
tricular fibrillation.  However,  its  counter- 

* Kouwenhoven,  W.  B.,  Jude,  J.  R.,  and  Knicker- 
bocker, G.  G.;  Cloaed-chest  cardiac  massage,  J.A.M.A. 
173  : 1064  (July  9)  1960. 
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shock  must  be  sent  through  the  chest 
promptly  or  else  cardiac  anoxia  will  have  de- 
veloped to  such  a degree  that  the  heart  will 
no  longer  be  able  to  resume  forceful  contrac- 
tions without  assistance.  Experience  of  the 
authors  has  indicated  that  external  defibrilla- 
tion is  not  likely  to  be  followed  by  the  re- 
turn of  spontaneous  heart  action  unless  the 
counter-shock  is  applied  within  less  than  three 
minutes  after  the  onset  of  ventricular  fibril- 
lation. 

A study  was  undertaken  of  the  means  of 
extending  this  time  limitation  without  open- 
ing the  chest.  A method  was  sought  that 
would  provide  adequate  circulation  to  main- 
tain the  tone  of  the  heart  and  the  nourish- 
ment of  the  central  nervous  system.  This 
method  was  to  be  at  once  readily  apphcable, 
safe  to  use,  and  requiring  a minimum  of 
gadgets. 

With  dogs  used  as  the  experimental  ani- 
mal, cardiac  arrest  in  the  formation  of  ven- 
tricular fibrillation  was  induced.  In  the 
initial  experiments  more  than  100  dogs  were 
used  in  testing  various  methods  of  moving 
blood  on  massaging  the  intact  chest.  A 
safe  and  effective  method  of  “massaging  the 
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heart”  without  thoracotomy  was  developed. 
Adequate  circulation  for  periods  as  long  as 
thirty  minutes  was  maintained  easily  with 
the  dog  in  ventricular  fibrillation.  A closed- 
chest  defibrillating  shock  would  then  result 
in  the  immediate  return  of  normal  sinus 
rhythm  in  such  animals. 

The  method  of  closed-chest  cardiac  mas- 
sage developed  during  these  animal  studies 
is  simple  to  apply.  It  is  one  that  needs 
no  complex  equipment;  only  the  human 
hand  is  required.  The  principle  of  the 
method  as  applied  to  man  is  readily  seen 
by  consideration  of  the  anatomy  of  the  bony 
thorax  and  its  contained  organs.  The  heart 
is  limited  anteriorly  by  the  sternum  and 
posteriorly  by  the  vertebral  bodies.  Its 
lateral  movement  is  restricted  by  the  peri- 
cardium. Pressure  on  the  sternum  compres- 
ses the  heart  between  it  and  the  spine,  forcing 
out  blood.  Relaxation  of  the  pressure  allows 
the  heart  to  fill.  The  thoracic  cage  in  un- 
conscious and  anesthetized  adults  is  sur- 
prisingly mobile.  With  the  patient  in  a 
supine  position,  preferably  on  a rigid  sup- 
port, the  “heel”  of  one  hand  with  the  other 
on  top  of  it  is  placed  on  the  sternum  just 
cephalad  to  the  xiphoid.  Firm  pressure  is 
applied  vertically  downward  about  60  times 
per  minute.  At  the  end  of  each  pressure 
stroke  the  hands  are  lifted  slightly  to  permit 
full  expansion  of  the  chest.  The  operator 
should  be  so  positioned  that  he  can  use  his 
body  weight  in  applying  the  pressure. 
Sufficient  pressure  should  be  used  to  move 
the  sternum  3 or  4 cm.  toward  the  vertebral 
column. 

Closed-chest  cardiac  massage  provides 
some  ventilation  of  the  lungs,  and  if  there  is 
only  one  person  present  in  a case  of  arrest 


attention  should  be  concentrated  on  the 
massage.  * If  there  are  two  or  more  persons 
present  one  should  massage  the  heart  while 
the  other  gives  “mouth-to-nose”  respiration. 
The  authors  and  their  associates  have  used 
this  procedure  in  a fairly  large  number  of 
cases  with  results  equal  to  or  better  than  the 
open-chest  massage  method. 

In  summary,  the  authors  have  had  con- 
vincing evidence  that  this  method  is  effective 
in  cases  of  cardiac  arrest.  It  has  provided 
circulation  adequate  to  maintain  the  heart 
and  central  nervous  system  and  it  has  pro- 
vided an  opportunity  to  bring  a defibrillator 
to  the  scene  if  necessary.  Supportive  drug 
treatment  and  other  measures  may  be  given. 
The  necessity  for  thoractomy  is  eliminated. 
The  value  of  this  procedure  lies  in  the  fact 
that  it  can  be  used  whenever  the  emergency 
arises  whether  that  is  in  or  out  of  the 
hospital. 

All  members  of  the  Medical  Society  of  the 
State  of  New  York  are  urged  to  read  the 
entire  article  in  the  July  9,  1960,  issue  of  the 
Journal  of  the  American  Medical  Association 
and  to  watch  for  additional  reports  from 
these  investigators  on  their  additional  ex- 
periences with  this  method.  Because  of  the 
wide  publicity  given  this  method  in  many 
lay  publications  many  physicians  can  be  ex- 
pected to  be  asked  about  the  details  of  this 
valuable  procedure. 


* Dr.  Kouwenhoven  has  recently  suggested  the  fol- 
lowing modification  of  this  paragraph : “If  there  is  only 
one  person  present  in  a case  of  cardiac  arrest,  with  the 
patient  in  a supine  position,  give  a half  dozen  quick 
deep  breaths  ‘mouth  to  nose.’  Then  kneel  at  the  pa- 
tient’s side  and  apply  external  heart  massae.  After 
about  one  minute  of  massage  stop  and  again  fill  the 
patient’s  lungs  with  air,  then  resume  massage.  Con- 
tinue the  massage-respiration  sequence.’’ 


You  will  never  be  the  person  you  can  he  if  pressure,  tension,  and  discipline  are  taken  out  of 
your  life. — James  G.  Gilkey 
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A series  of  articles  on  health  insurance  prepared  by  the 
Associated  Blue  Shield  Plans  of  New  York  State 

LEONARD  J.  RAIDER,  M.D.,  Editor 


The  Medical  Sociely- Sponsored  Blue  Shield  Plans 

This  article  is  based  on  the  Supplementary  Report  of  the  Council  on  Medical  Service 
presented  to  the  American  Medical  Association  House  of  Delegates,  November  28, 
1960. 


^ I ''he  medically-sponsored  Blue  Shield 
Plans,  which  now  provide  coverage  for 
medical  care  benefits  to  more  than  45  million 
persons,  represent  the  most  convincing 
evidence  available  for  medicine’s  capacity  to 
meet  the  nation’s  health  needs  through 
private  initiative.  Indeed,  through  the 
physician-sponsored  Blue  Shield  program, 
our  profession  has  demonstrated  its  capacity 
to  provide  both  the  leadership  and  en- 
lightenment necessary  to  solve  the  economic 
problem  of  providing  health  care  without 
sacrificing  the  individual  and  professional 
freedoms  on  which  high  quality  care  de- 
pends. 

What  were  the  events  leading  to  the  devel- 
opment of  the  Blue  Shield  program  as  we 
know  it  today?  In  the  mid-1930’s  the 
House  of  Delegates  of  the  American  Medical 
Association,  recognizing  the  growing  im- 
portance of  existing  medically-sponsored 
prepayment  programs,  adopted  ten  prin- 
ciples for  the  guidance  of  medical  service 
prepayment  plans.  Among  the  more  im- 
portant principles  defined  were  these : 

1.  All  features  of  medical  service  should 
be  under  the  control  of  the  medical 
profession. 

2.  Third  parties  should  not  be  permitted 
to  come  between  the  patient  and  his 


physician  in  any  medical  relationship. 

3.  Free  choice  of  physician  should  be 
assured. 

4.  The  confidential  nature  of  the  patient- 
physician  relationship  should  be  pre- 
served. 

5.  Medical  service  should  be  paid  for 
by  the  patient  in  accordance  with  his 
income  status  and  in  a manner  mu- 
tually satisfactory  to  the  patient  and 
physician. 

In  the  years  immediately  following  the 
adoption  of  these  principles,  a number  of 
state  medical  societies  throughout  the 
country  developed  prepayment  programs. 
In  many  of  these  plans  service  benefits 
were  offered  to  subscribers  whose  incomes 
fell  below  certain  established  limits  set  by  the 
medical  society.  There  were  as  well  some 
local  programs  developed  with  physician 
support  on  an  indemnity  basis.  Recognizing 
the  importance  of  such  programs,  the 
A.M.A.  sought  to  stimulate  their  develop- 
ment and  established  the  Council  on  Aledical 
Service  whose  functions  were  related  broadly 
to  matters  affecting  the  provision  and  dis- 
tribution of  medical  care. 

The  new  Council  quickly  developed  a pre- 
liminary set  of  “Standards  of  Acceptance 
for  Medical  Care  Plans,”  and  local  medical 


476 


New  York  State  J.  Med. 


THE  MEDICAL  SOCIETY-SPONSORED  BLUE  SHIELD  PLANS 


care  plans  then  in  existence  which  met  these 
requirements  were  extended  the  privilege 
of  utilizing  the  seal  of  acceptance  of  the 
Council  on  Medical  Service.  The  standards 
of  acceptance  included  the  following; 

1.  Approval  by  the  local  state  or  county 
medical  association. 

2.  Responsibility  of  the  medical  pro- 
fession for  the  medical  services  in- 
cluded in  the  benefits. 

3.  Free  choice  of  physician. 

4.  Maintenance  of  the  confidential  pa- 
tient-physician relationship. 

5.  Maximum  benefits  consistent  with 
sound  financial  operation. 

6.  Benefits  in  terms  of  either  service  or 
indemnity. 

7.  Sound  enrollment  and  administrative 
practice. 

In  December,  1945,  the  House  of  Dele- 
gates of  the  American  Medical  Association 
instructed  the  Trustees  and  the  Council 
on  Medical  Service  to  “.  . . proceed  as 
promptly  as  possible  with  the  development 
of  a specific  national  health  program,  with 
emphasis  on  the  nationwide  organization  of 
locally  administered  prepayment  medical  plans 
sponsored  by  medical  societies.” 

To  implement  this  action,  the  American 
Medical  Association  appropriated  $25,000 
to  finance  the  establishment  of  a central 
coordinating  office  for  medical  care  plans. 
The  Council  on  Medical  Service  promptly 
drafted  a constitution  and  bylaws  for  the 
establishment  of  Associated  Medical  Care 
Plans  (now  the  National  Association  of 
Blue  Shield  Plans).  In  early  1946,  the  Blue 
Shield  program  as  we  know  it  today  was 
organized. 

Vote  of  Confidence  for  Medical 
Profession 

No  organization  in  the  health  field  today 
can  boast  a record  of  growth  equaling  that 
of  Blue  Shield.  In  1946  the  Blue  Shield  pro- 
gram included  nine  Plans  with  a combined 
enrollment  of  one  and  one-half  million  mem- 
bers. Today  there  are  74  Blue  Shield  Plans 


with  a total  enrollment  of  over  45  million 
members.  The  degree  of  public  acceptance 
achieved  by  these  physician-sponsored  Plans 
in  a period  of  fourteen  years  represents 
a vote  of  confidence  in  American  medicine 
without  parallel  in  the  history  of  our  profes- 
sion. It  is,  in  effect,  a mandate  to  physicians 
to  continue  to  lead  in  the  expansion  of  pre- 
payment for  health  care  coverage  for  the 
nation’s  citizens  and  to  rededicate  them- 
selves in  the  60’s  to  the  effort  so  well  begun 
in  the  late  40’s. 

Whether  or  not  Blue  Shield  will  continue 
to  enjoy  a degree  of  success  in  the  future 
comparable  with  that  of  the  past  will  depend 
in  large  measure  on  two  factors.  First  the 
medical  profession  will  have  to  appraise  ac- 
curately the  problems  that  must  be  met  to 
assure  continuing  progress  in  Blue  Shield. 
Then  the  profession  must  provide  the  leader- 
ship to  assure  that  Blue  Shield  Plans  remain 
responsive  to  community  and  individual 
need,  because  Blue  Shield  is  the  only  weapon 
now  ready  to  meet,  voluntarily,  the  public’s 
need,  and  there  is  no  time  to  forge  another. 

The  importance  of  keeping  informed  of 
the  factors  affecting  the  Blue  Shield  program 
is  significantly  illusti’ated  by  a few  current 
developments  which  portend  the  need  to 
hasten  refinements  in  Blue  Shield  coverage. 

Federal  Employes  Health  Program 

This  past  year  the  greatest  single  group 
enrollment  effort  ever  undertaken  through 
Blue  Shield  took  place  when  each  employe 
of  our  Federal  Government  was  given  the 
right  to  select  benefit  coverage  of  his  own 
choice  from  among  upwards  of  30  health 
care  programs.  The  most  significant  thing 
about  this  enrollment  was  not  that  it  repre- 
sented the  largest  single  employe  group  ever 
to  choose  a program  of  health  coverage. 
The  factors  of  paramount  importance  are 
reflected  in  the  choice  made  by  the  govern- 
ment workers  among  the  programs  available. 
Generally  speaking.  Federal  employes 
wanted  assurance  of  service  and  therefore 
the  service  benefit  program  offered  by  Blue 
Shield  and  Blue  Cross  was  a two  to  one 
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favorite  over  the  indemnity  insurance  offer- 
ing. The  frequent  selection  of  panel  practice 
programs  where  they  were  available  is 
additional  evidence  of  the  desire  for  service 
programs. 

Further,  because  they  were  willing  to 
pay  for  a broad  scope  of  benefits,  the  choice 
was  four  to  one  in  favor  of  the  high  level 
benefits  program,  although  the  entire  dif- 
ference in  cost  was  to  be  paid  by  the  employe 
himself.  The  choice  of  the  government-wide 
service  program  offered  by  Blue  Shield  in- 
dicates a definite  preference  for  service 
programs  and  is  evidence  of  the  confidence 
people  generally  seem  to  have  for  the  pro- 
gram which  is  supported  by  physicians 
through  local  medical  societies.  The  selec- 
tion of  high  level — or  more  comprehensive — 
benefits  in  all  programs  where  they  were 
available  is  a clear-cut  indication  that  people 
more  and  more  put  quality  in  health  care 
benefits  before  other  considerations.  Here 
certainly  is  evidence  that,  to  keep  pace  with 
the  attitudes  of  the  purchaser  of  coverage. 
Blue  Shield  must  move  ahead  rapidly  in 
extending  its  program  into  new  areas  of 
coverage  and  must  seek  to  implement  the 
service  concept  of  Blue  Shield  coverage. 

National  Accounts 

In  the  last  few  years  the  problem  of  na- 
tional accounts  has  grown  increasingly 
critical  for  Blue  Shield.  Although  agree- 
ment is  widespread  that  our  future  may 
depend  on  its  solution,  there  seems  much 
reluctance  to  move  off  dead  center  in  at- 
tempting to  find  a suitable  answer.  It  is 
no  longer  possible  to  persuade  national 
employers  to  buy  coverage  which  varies 
so  widely  from  one  Plan  to  another  that 
it  denies  important  benefits  to  employes 
in  one  area  while  providing  them  in  another. 
Employers  as  well  as  employes  look  on  this 
as  inexcusably  discriminatory.  From  a 
competitive  point  of  view,  of  course,  the 
results  can  be  disastrous  and  their  long  term 
effect  on  Blue  Shield  should  be  obvious. 

What  can  be  done  about  it?  As  physicians 
we  shall  have  to  see  to  it  that  our  local  Plans 


subscribe  to  and  support  the  development 
of  a Blue  Shield  offering  that  meets  the 
special  needs  of  the  national  employer  who 
wishes  to  obtain  a program  of  health  care 
benefits  with  equivalent  measures  of  pro- 
tection regardless  of  the  geographic  area 
in  which  the  employe  to  be  covered  works 
and  resides.  This  simply  recognizes  the 
fact  that  Blue  Shield  has  a national  market 
that  must  be  served  as  efficiently  as  the 
local  market  of  each  Plan.  The  difference  in 
serving  the  two  is  one  of  degree  and  of 
emphasis  and  it  need  not  involve  any  com- 
promise with  basic  Blue  Shield  principles. 

To  meet  this  need  Plans  may  have  to 
compromise  some  of  their  local  rights  to 
be  unique  in  approaching  the  development 
of  the  desirable  elements  of  a national  con- 
tract. But  this  need  not  involve  any  sacri- 
fice of  existing  local  programs.  Actually, 
it  would  require  only  that  Plans  work  to- 
gether with  their  sponsoring  societies  to 
devise  forms  of  coverage  tailored  to  the 
needs  of  a special  program  permitting  Blue 
Shield  to  maintain  its  position  of  leadership 
in  dealing  with  large  national  accounts. 
Again,  the  physician  through  his  local 
medical  society  must  act  as  the  catalyst 
to  set  in  motion  with  the  local  Blue  Shield 
Plan  the  forces  which  must  be  activated  to 
solve  this  especially  significant  problem. 

Over  Age  Sixty -five  Program 

The  provision  of  health  care  coverage  of 
senior  citizens  has  been  a matter  of  con- 
tinuing interest  to  Blue  Shield  for  many 
years.  Our  Plans  long  ago  recognized  that 
elder  citizens  would  increasingly  represent 
a segment  of  the  community  whose  needs 
for  coverage  would  have  to  be  met  if  the 
objective  of  community  service  was  to  be 
effectively  fulfilled  as  a basic  aim  of  the 
Blue  Shield  program.  Accordingly,  when 
the  American  Medical  Association  took 
action  in  1958,  calling  for  the  immediate 
development  of  special  voluntary  programs 
of  health  benefits  coverage  for  the  aged. 
Blue  Shield  Plans  were  already  protecting 
two  and  a half  million  senior  citizens.  The 
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success  of  the  Plans  in  providing  coverage  for 
persons  over  sixty-five  was  due  largely  to 
the  fact  that  our  Plans  universally  permitted 
retirees  to  continue  their  coverage.  And 
under  initial  group  enrollment  age  limits 
were  not  applied.  This  permitted  persons 
past  age  sixty-five  who  were  still  employed 
the  opportunity  to  obtain  Blue  Shield  pro- 
tection without  discrimination  with  respect 
to  either  benefits  or  rates. 

To  make  their  coverage  even  more  widely 
available  to  persons  past  sixty-five,  Blue 
Shield  Plans  have  shown  an  increasing  in- 
terest in  providing  coverage  on  a nongroup 
enrollment  basis.  For  example,  14  Plans 
have  eliminated  age  limits  on  regular  non- 
group enrollment  to  accommodate  senior 
citizens  who  have  no  coverage  or  those  who 
may  have  had  a form  of  coverage  which  can- 
not be  continued  after  attaining  age  sixty- 
five. 

And  finally,  some  24  Plans  have  recently 
established  coverage  especially  designed 
for  senior  citizens.  Similar  efforts  will  un- 
doubtedly be  duplicated  or  paralleled  in 
the  future  as  more  Plans  seek  to  fulfill  the 
needs  of  a segment  of  our  population  whose 
numbers  will  increase  significantly  in  the 
years  ahead. 

The  national  attention  recently  given  legis- 
lation to  provide  senior  citizens  with  health 
care  benefits  is  a clear-cut  indication  that 
health  coverage  for  the  aged  is  a question 
of  major  national  importance.  It  has  be- 
come an  issue  of  immense  political  mag- 
nitude and  may  yet  lead  to  legislation  affect- 
ing the  very  future  of  voluntary  programs 
for  health  care  coverage.  Blue  Shield  is 
dedicated  to  the  preservation  of  voluntary 
systems  to  meet  the  health  needs  of  the 
nation  and  is  therefore  determined  to  move 
forward  energetically  in  meeting  the  needs 
of  senior  citizens  as  fully  as  possible. 

Although  these  problems  represent  im- 
portant needs  which  must  be  met  by  Blue 
Shield,  their  solution  rests  largely  on  ad- 
ministrative decisions.  These  decisions 
ought  to  be  relatively  easy  to  formulate 
after  consultation  with  sponsoring  medical 


groups  and  physicians  who  are  serving  as 
Plan  trustees.  The  Aonerican  Medical  As- 
sociation can  intensify  their  motivation  to 
do  this  job. 

A Platform  for  Progress 

At  the  national  level  there  must  be  an 
immediate  organization  of  the  resources 
for  leadership  which  will  assume  the  initia- 
tive in  defining  goals,  declaring  intentions, 
and  specifying  objectives  to  which  medicine 
specifically  commits  itself  in  projecting 
future  developments  in  Blue  Shield  and  the 
entire  system  of  voluntary  health  care. 
Once  these  goals  are  set,  medicine  must 
publicize  a timetable  for  their  accomplish- 
ment so  that  we  may  promote  the  necessary 
action. 

This  platform  for  progress  in  voluntary 
health  care  financing  must  represent  not 
only  the  best  intentions  of  the  profession; 
it  must  also  be  the  most  creative  and 
imaginative  effort  yet  taken  to  extend  the 
horizons  of  the  Blue  Shield  program  so 
that  it  will  in  fact  fulfill  the  public’s  need  for 
a comprehensive  and  economical  program 
to  prepay  the  cost  of  medical  care. 

Once  we  have  our  short-term  goals  and 
long-term  objectives  set  forth  in  the  form 
of  a program  for  national  action,  we  must 
communicate  our  commitments  to  the  legis- 
lative and  executive  branches  of  government 
at  the  state  and  national  level.  Having 
done  this,  we  will  be  in  a position  to  lead 
aggressively  from  a position  of  positive 
strength  in  all  future  developments  affecting 
the  future  of  our  voluntary  health  system. 
There  is  no  other  practical  means  available 
to  us  to  shape  the  future  of  our  system  of 
private  medical  care.  We  must  place  our- 
selves in  a position  to  assert  our  leadership 
on  a positive  basis  rather  than  to  assume  the 
defensive  posture  we  have  often  been  forced 
to  take  in  the  past. 

If  the  American  Medical  Association  and 
the  American  Hospital  Association,  together 
with  the  national  organizations  of  Blue 
Shield  and  Blue  Cross,  will  join  in  a dec- 
laration of  specific  intentions  and  continued 
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joint  effort  involving  the  extension  and 
expansion  of  Blue  Shield  and  Blue  Cross 
coverage  under  professional  auspices,  our 
heritage  and  traditions  of  private  health 
care  will  not  only  be  preserved  but  will  be 
extended.  Ours  will  be  greater  accomplish- 
ments of  public  and  community  service. 
Though  our  success  has  been  notable  in  the 
past,  we  must  do  much  better.  This  is  no 
time  to  rest  on  laurels  whi(‘h  would  come 
quickl}'  to  lie  in  quicksand.  The  pooling 
of  all  our  redoubled  efforts  is  urgent  business 
for  medicine. 

Today  Blue  Shield  is  a vigorous,  progres- 
sive organization.  It  reflects  the  vision  of 
the  profession  whose  members  foresaw  the 
need  for  a means  to  finance  the  cost  of 
medical  care  on  a voluntary  basis  and  who 
set  about  to  meet  that  need  on  their  own 
initiative.  Moreover,  Blue  Shield  is  unique 
among  all  organizations  anywhere  in  the 
world  in  providing  coverage  for  medical 
care.  The  Plans  are  independent  local  en- 
terprises, sponsored  by  the  medical  pro- 
fession through  local  medical  societies.  The 
administration  of  each  Plan  and  the  coverage 
it  provides  subscribers  is  determined  by 
local  doctors  who  serve  on  Plan  boards  and 
represent  the  interests  of  the  profession  at 
large.  Thus,  Blue  Shield  Plans  alone  reflect 
medical  guidance  and  judgment  in  their 
operation.  They  are  not  and  cannot  be- 
come a “third  party”  interposed  between 
the  physician  and  his  patient.  To  the  con- 
trary, the  operation  of  Blue  Shield  Plans  is 
calculated  to  strengthen  the  preservation 
of  the  traditional  patient-physician  relation- 
ships, free  choice  of  physician,  and  other 
principles  inherent  in  the  private  practice 
of  medicine. 

The  Key  to  Blue  Shield 

It  is  not  possible  to  discuss  the  future  of 
Blue  Shield  without  reference  to  the  prin- 
cipal resource  the  Blue  Shield  Plans  have 
available  to  apply  in  shaping  their  future. 
This  resource  is  the  medical  profession  which 
has  been  responsible  for  the  organization 
of  Blue  Shield.  The  doctors  of  the  nation 


alone  hold  the  key  to  Blue  Shield’s  future, 
and  their  leadership  or  lack  of  it  will  in- 
evitably determine  whether  or  not  the  Plans 
are  prepared  to  respond  to  the  opportunities 
that  lie  ahead. 

Blue  Shield  will  go  as  far  as  doctors  want 
it  to  go.  It  will  be  as  important  and  suc- 
cessful as  doctors  want  it  to  be.  It  cannot 
proceed  to  a brighter  tomorrow  without 
the  profession’s  guidance,  control,  and 
leadership  today.  Without  such  support, 
tomorrow  will  be  dark  for  doctors  and  Blue 
Shield  alike. 

Thus  the  relationship  between  the  individ- 
ual doctor  and  his  local  Plan  is  of  first  im- 
portance. The  role  of  national  leadership 
is  to  bring  about  the  acceptance  and  re- 
•sponse  to  this  fact. 

For  their  part  the  Plans  must  provide  con- 
tinually new  avenues  and  opportunities 
for  doctors  to  take  an  active  part  in  shaping 
the  affairs  of  Blue  Shield.  For  its  part  the 
profession  must  recognize  its  prime  respon- 
sibility in  guiding  the  development  of  Blue 
Shield.  The  profession  must  make  Blue 
Shield  something  which  each  doctor  will 
want  to  support.  This  role  requires  the 
efforts  of  physicians  individually  and  col- 
lectively through  their  local  medical 
societies.  Our  aim  as  physicians  must  be 
to  make  sure  that  Blue  Shield  is  under- 
stood by  every  doctor  and  to  help  assure 
that  every  doctor  understands  the  current 
problems  he  must  try  to  solve  through  Blue 
Shield. 

A fitting  observation  with  which  to  con- 
clude can  be  found  in  the  resolution  on  Blue 
Shield  adopted  by  the  House  of  Delegates 
at  its  1959  Clinical  Session.  That  resolution 
declared,  in  part,  that  “Blue  Shield  Plans 
organized  and  operated  . . . under  medical 
direction  have  become  a major  component 
of  the  nation’s  voluntary  health  insurance 
system.  To  serve  the  public  best,  Blue 
Shield  Plans  need  and  deserve  the  support 
of  physicians  and  medical  societies. 

“The  growth  in  Plans  and  enrollment  and 
the  contribution  of  the  Plans  toward  more 
and  more  effecti\'Tj  prepayment  pro- 
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grams  . . . have  gone  far  beyond  original 
expectations.  They  have  been  an  important 
factor  in  making  the  voluntary  system  a 
bulwark  against  compulsory  Federal  en- 
croachment. The  goal  of  physicians,  medi- 


cal societies,  Blue  Shield  Plans,  and  the 
American  Medical  Association  is  to  provide 
continuing  proof  that  the  voluntary  system 
is  the  better  system.  To  this  end  all  should 
strive.” 


{Number  five  in  a series  of  special  articles  on  Medical  Care  Insurance) 


Health  Research  Among  the  Navajo  Indians 


Researchers  from  the  Cornell  University  Medical 
College,  New  York  City,  are  seeking  to  improve  the 
notoriously  poor  health  conditions  among  the 
Navajo  Indians  by  training  only  grade-school-edu- 
cated Navajo  to  serve  as  field  auxiliaries  to  the 
physicians  and  public  health  nurses. 

The  Cornell  group  under  Walsh  McDermott, 
Livingston  Farrand  Professor  of  Public  Health  and 
Preventive  Medicine,  calls  the  men  and  women  of 
these  roving,  four-member  health  teams  “health 
visitors.”  Each  team  is  equipped  with  a car  and 
radio-telephone  and  is  headed  by  a nurse  or  doctor. 

A district  of  0G7  square  miles  and  a population 
of  about  2,000  has  been  selected  for  the  work.  The 
best  methods  of  utilizing  today’s  lifesaving  drugs 
are  being  charted  by  the  researchers.  The  project 
is  serving  as  a pilot  project  for  the  Indian  Health 
Division  of  the  Public  Health  Service  and  receives 
considerable  financial  support  both  from  the  U.S. 
Public  Health  Service  and  the  Navajo  tribe  itself. 

The  Navajo  is  the  largest  of  the  remaining  Ameri- 
can Indian  tribes.  The  tribe’s  culture  is  remarkably 
intact.  About  85,000  Navajo  are  scattered  over 
the  Southwest  portion  of  the  United  States,  be- 
tween the  Grand  Canyon  and  the  Rocky  Mountains 
—rough  country  with  poor  communications  and  a 
climate  of  extremes. 

Lively  and  vigorous,  tribal  life  is  based  on  the 
family  and  not  on  the  village.  Family  groups  are 
often  many  miles  from  their  neighbors.  They  still 
live  in  windowless  mud  huts  with  earth  floors,  a 
central  smokehole,  and  no  sanitation. 

Most  of  the  adults  know  no  English.  Although 
there  is  a flourishing  Navajo  religion,  an  added 
difficulty  for  the  team  is  the  lack  of  any  written 
language.  Sheep  farming,  rug  weaving,  and  silver 
working  are  the  main  sources  of  livelihood,  with 
occasional  seasonal  work  on  the  railway  and  farms 
outside  the  reservation.  Profesor  McDermott 
emphasizes  the  interrelation  of  things: 

“.  . . the  Navajo  stay  on  their  ancestral  land  and 
raise  sheep — over-grazing  the  land  so  that  it  blows 
away  and  is  subject  to  flash  floods  that  make  roads 
impassable.  Children  cannot  get  to  school  to  learn 
English  and  they  cannot  successfully  compete  in 


the  world  outside  the  reservation.  Of  necessity 
they  must  stay  at  home  and  raise  more  sheep.” 

A preliminary  survey  has  shown  a birth  rate  of 
48.7  per  1,000  and  a crude  death  rate  of  7.3  per 
1,000  (the  corresponding  figures  for  the  U.S.  as  a 
whole  are  25.0  and  9.6). 

At  present  perhaps  the  best  means  of  bringing 
medical  aid  to  scattered  homesteads  in  vast  un- 
developed areas  is  some  form  of  semiprofessional 
worker,  carefully  trained  to  advise  on  hygiene,  per- 
form vaccinations  and  inoculations,  distribute 
simple  remedies,  and  recognize  the  illnesses  which 
require  a doctor. 

The  subassistant  surgeon  of  former  days  in  India 
was  such  a person.  So  was  the  old  Russian  feldsher, 
who  has  been  retained  in  the  Soviet  medical  or- 
ganization, still  performing  much  of  the  medical 
work  in  the  remote  areas  of  the  Russian  countryside. 

Less  ambitiously,  the  Cornell  group  makes  good 
use  of  modern  field  communications  equipment. 
The  difficulties,  however,  are  great:  the  need  to 
transfer  concepts  from  one  language  to  another 
( particularly  since  Navajo  is  not  a written  language) ; 
the  influence  of  the  traditional  medicine  men  (al- 
though, so  far,  these  have  always  cooperated  with  the 
Cornell  team);  and  the  danger  that  when  a person 
is  trained  in  an  alien  technic  he  may  become  as  alien 
as  the  outsider. 

Even  granted  good  will,  enthusiasm,  and  super- 
vision of  the  “health  visitors,”  there  are  risks  in- 
volved in  handing  over  to  people  of  little  educa- 
tion the  means  of  life  or  death. 

The  Cornell  team  is  studying  the  patterns  of 
primitive  life — in  particular,  anxieties,  diet,  ex- 
ercise, sleep,  and  the  consumption  of  tobacco.  Of 
the  diseases  they  have  seen,  some  three  fourths  have' 
been  due  to  infection  (particularly  streptococcal 
and  tubercular)  and  its  sequels  (for  example,  chronic 
otitis  media).  Gallstones  are  fairly  common; 
cancer,  hypertension,  and  myocardial  infarction 
(coronary  heart  disease)  are  rare.  Although  partly 
explained  by  the  fact  that  few  Navajo  reach  middle 
age,  the  rarity  of  myocardial  infarction  is  remarka- 
ble, and  of  special  interest  because  the  Navajo  diet 
is  rich  in  animal  fat. 
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Proceedings  of  the  New  York  City  Poison  Control  Advisory 

Committee  Meeting 

HAROLD  JACOBZINER,  M.D.,  AND  HARRY  W.  RAYBIN,  M.S.,  NEW  YORK  CITY 
{From  the  Poison  Control  Center,  New  York  City  Department  of  Health) 


SOON  after  the  establishment  of  the  Poison 
Control  Center,  the  Department  of  Health 
assembled  a technical  advisory  group  of  experts 
to  assist  the  Center  in  developing  standards  for 
the  management  of  cases  of  chemical  poisonings 
and  recommendations  for  treatment,  control,  and 
prevention  of  poisonings.  A list  of  the  member- 
ship follows:  Oscar  Bodansky,  M.D.,  committee 
chairman.  Memorial  Center  for  Cancer  and 
Allied  Diseases,  New  York  City;  Bradford  N. 
Craver,  M.D.,  chief.  Pharmacology  Division, 
Squibb  Research  Institute,  New  Brunswick, 
New  Jersey;  Bernard  Davidow,  M.D.,  director 
of  pharmacology.  New  Drug  Institute,  New 
York  City;  Ephraim  Freedman,  management 
councillor,  director.  Bureau  of  Standards,  R.  H. 
Macy  & Co.,  New  York  City;  Horace  W.  Gerade, 
M.D.,  head  toxicologist,  Esso  Research  Labora- 
tories, Linden,  New  Jersey;  Milton  Helpern, 
M.D.,  chief  medical  examiner.  New  York  City; 
Irvin  Kerlan,  M.D.,  chief.  Research  and  Refer- 
ence Branch,  Bureau  of  Medicine,  U.  S.  Food 
and  Drug  Administration;  Morris  Kleinfeld 
M.D.  (ex-officio),  acting  director.  Division  of 
Industrial  Hygiene,  New  York  State  Department 
of  Labor;  Harold  Lederer,  Ph.D.,  B.  M.  HoUings- 
head  Corp.,  Camden,  New  Jersey;  May  R. 
Mayers,  M.D.,  formerly  assistant  director. 
Division  of  Industrial  Hygiene,  New  York  State 
Department  of  Labor;  Walter  Modell,  M.D., 
Department  of  Pharmacology,  Cornell  University 
Medical  College,  New  York  City;  Barbara 
Parker,  M.D.,  assistant  professor.  Department 
of  Medicine,  New  York  University  College  of 
Medicine,  New  York  City;  Morton  Rodman, 
M.D.,  chairman.  Department  of  Biological 
Sciences,  Rutgers  College  of  Pharmacy,  Newark, 
New  Jersey;  and  Wilham  S.  Vander  Kloot, 
Ph.D.,  chairman.  Department  of  Pharmacology, 
New  York  University  Medical  School,  New  York 
City. 

The  meeting  of  the  New  York  City  Poison 


Control  Center  advisory  committee  was  held  on 
June  8,  1960,  at  2 p.m.,  at  the  New  York  City 
Department  of  Health,  with  Dr.  Bodansky  pre- 
siding as  chairman. 

Report  of  Activities  of  the  Poison 
Control  Center  in  1959 

Harold  Jacobziner,  M.D.,  related  that  during 
1959  over  10,000  poison  incidents  were  reported 
to  the  New  York  City  Poison  Control  Center,  as 
compared  with  over  8,000  in  the  preceding  year 
(Table  I).  The  significance  of  this  increase  is 
that  it  reflects  the  educational  effort  of  the  Center 
and  the  services  which  it  provides,  thus  moti- 
vating better  reporting.  If  comparisons  are 
made  between  the  incidents  reported  and  fa- 
tahties,  there  is  reason  to  beheve  there  probably 
has  been  a reduction  in  the  number  of  deaths  due 
to  poisonings  every  year  since  1955,  the  year  in 
which  the  Center  was  established. 

Of  the  poisoning  incidents  reported,  62.7  per 
cent  of  those  where  age  was  known  occurred 
in  individuals  under  twenty  years  of  age.  In 
those  cases  under  twenty  years  of  age,  83.4  per 
cent  of  the  incidents  occurred  in  the  first  four 
years  of  life.  This  is  the  age  group  which  is 
highly  susceptible  and  to  which.  Dr.  Jacobziner 
pointed  out,  the  greatest  attention  must  be 
directed.  Of  the  124  fatalities  which  occmred  in 
1959,  many  eventually  will  be  judged  suicides. 
Seventeen  fatalities  were  in  the  age  group  be- 
tween zero  and  five  years — 12  of  these  fatalities 
were  due  to  lead  poisoning.  Of  the  other  five 
deaths  in  this  age  group,  one  was  due  to  digoxin, 
one  to  aminophyUine  suppository,  one  to  plastic 
bag  suffocation,  one  to  atropine  eye  drops,  and 
one  to  aspirin. 

Dr.  Jacobziner  emphasized  that  lead  poisoning 
is  a source  of  considerable  concern.  He  com- 
mented that  it  is  surprising  how  little  attention 
one  pays  to  it  in  New  York  City,  although  it  has 
caused  more  deaths  than  any  other  condition  in 
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the  zero  to  five-year  age  group.  The  prepon- 
derance of  lead  poisonings  is  in  the  nonwhite  and 
Puerto  Rican  groups,  with  all  but  one  of  the 
deaths  from  this  cause  occurring  in  nonwhites  and 
Puerto  Ricans.  As  compared  with  the  preceding 
year,  1958,  there  was  an  increase  in  lead  poisoning 
cases — a total  of  171  in  1959  (Table  II)  as  against 
116  in  1958.  Again,  there  was  an  increase  in 
reported  cases  due  to  better  case  finding  and  a 
sharpening  of  diagnostic  acumen.  Dr.  Jacob- 
ziner  cited  as  an  example  a routine  lead  blood 
determination  study  which  is  done  in  the  child 
health  stations  on  all  children  giving  a positive 
history  of  pica.  This  procedure  resulted  in  the 
finding  of  more  than  60  cases  during  the  year. 
The  actual  case  fatality  rate  decreased  con- 
siderably, from  18.1  per  cent  in  1958  to  7 per  cent 
in  1959.  However,  it  is  believed  only  a fraction 
of  the  lead  poisoning  cases  are  being  diagnosed. 

About  60  per  cent  of  the  total  lead  poisoning 
cases  reported  are  from  Brooklyn.  About  80  per 
cent  of  these  are  in  three  districts  where  sub- 
standard housing  prevails  and  which  are  in- 
habited heavily  by  Puerto  Ricans  and  Negroes. 
There  are  similar  districts  in  the  other  boroughs, 
but  why  lead  poisoning  incidence  is  not  found  to 
such  an  extent  in  these  areas  is  somewhat  puz- 
zling (Fig.  1).  Possibly  the  hospitals  in  Man- 
hattan, Bronx,  and  Queens  are  not  alerted  to  the 
degree  they  should  be  or  at  least  not  as  much  as 
are  those  in  Brooklyn. 

Dr.  Jacobziner  described  the  operation  of  the 
Poison  Control  Center  as  a regional  activity, 
receiving  requests  for  advice  from  literally 
hundreds  of  communities  outside  New  York  City, 
and  as  far  away  as  Hawaii.  Numerous  requests 
also  are  received  from  hospitals  and  medical 
centers  in  New  York  City  to  have  talks  presented 
to  their  staffs  on  the  subject  of  poisonings.  Dr. 
Jacobziner  added  that  an  exhibit  of  Poison  Con- 
trol Center  activities  also  was  shown  at  the 
annual  meeting  of  the  American  Medical  Associa- 
tion in  June.  It  included  data  on  poisonings 
through  1959,  showing  approximately  34,000 
accidental  ingestions  by  age,  sex,  color,  and 
product  involved  (Table  III). 
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Treatment  of  Organic  Phosphate 
Poisoning 

Irwin  B.  Wilson,  M.D.,*  associate  professor 
of  biochemistry.  College  of  Physicians  and 

* Invited  speaker. 
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TABLE  II. — Lead  Poisoning  Cases,  1959 


Number 

of 

Cases 

Race  and  Sex 

Under 

2 

2 

3 4 

5 

6 and 
Over 

White 

Male 

11 

2 

4 

2 1 

2 

Female 

12 

3 

8- 

1 

Non- White 

Male 

35 

15 

14*- 

4“ 

2 

Female 

31 

9-^ 

18*- 

2 1 

1 

Puerto-Rican 

Male 

38 

6 

12 

12“  4 

3 

1 

Female 

44 

12 

20“ 

8“  4 

■ ■ 

. 

■■ 

— 

— 

— 

Total 

171 

44 

70 

26  10 

8 

1 

" Includes  one  fatality 
Includes  two  fatalities 
‘ Includes  three  fatalities 


Surgeons,  Columbia  Presbyterian  Medical 
Center,  gave  a talk  on  treatment  of  organic 
liliosphate  poisoning.  He  described  his  e.x- 
perimental  w'ork  with  2-PAM  (pyridine-2-aldox- 
imine-methiodine)  in  treating  poisoning  due  to 
several  organic  phosphate  compounds,  including 
parathion,  a commonly  used  insecticide. 

Poisoning  with  parathion  produces  inhibition 
of  the  action  of  choUnesterase  in  the  body,  an 
action  which  is  essential  to  normal  nerve  function. 
Normally,  the  enzyme  reacts  with  acetylchoHne  to 
form  an  acetyl  enz3’-me.  The  acetyl  enzyme  then 
reacts  with  water  in  50  microseconds  to  regenerate 
the  enzyme.  However,  in  parathion  poisoning, 
a phosphoryl  enzyme  is  produced  instead.  The 
phosphoryl  enzyme  is  stable  and  requires  hours 
or  days  to  react  with  water.  The  typical  sj^mp- 
toms  wliich  result  are  bronchial  spasm,  paralysis 
of  the  diaphragm,  salivation,  and  sweating,  and 
death  may  result  from  respiratory  failure. 

Dr.  Wilson  pointed  out  that  the  problem  in 
making  an  effective  antidote  was  to  find  a sub- 
stance which  would  react  with  the  phosphoryl 
enzyme  faster  than  that  enzyme  reacts  with 
water — millions  of  times  faster — to  undo  the 
biochemical  lesion.  Usually,  atropine  is  given 
in  large  doses.  The  objective,  then,  was  to  make 
a drug  which  could  be  absorbed  right  on  the 
phosphoryl  enzyme  and  dephosphorylate  it,  and 
2-PAM  was  developed.  Dr.  Wilson  related  that 
in  one  to  two  minutes,  in  vitro,  it  will  give  back 
tlie  enzyme  which  has  been  inhibited.  In  his 
e.xperimental  work  with  mice,  he  reports,  he  has 
found  atropine  of  no  value  as  far  as  survival  is 
concerned.  With  2-PAM,  he  has  been  able  to  give 
up  to  15  times  the  lethal  dose  of  paraoxone  and 
has  found  that  the  combination  of  2-PAM  and 


atropine  administered  immediately  after  poison- 
ing is  very  effective.  He  added  that  investi- 
gators who  have  worked  with  higher  animals,  such 
as  dogs  and  monkeys,  report  that  there  is  very 
favorable  response  to  this  treatment. 

In  its  apphcation  to  human  poisonings.  Dr. 
Wilson  related  that  Japanese  investigators  with 
whom  he  has  been  in  communication  find  it  is 
quite  effective.  There  is  a high  incidence  of 
parathion  poisoning  in  Japan,  with  thousands  of 
cases  and  hundreds  of  deaths.  These  investi- 
gators claimed  that  in  2 cases  of  parathion  poi- 
soning in  humans,  the  patients  were  brought  out 
of  coma  within  five  minutes  after  initiation  of 
treatment  with  2-PAM.  Dr.  Wilson  added  that 
he  also  had  a report  from  Stockholm  concerning 
2 patients  with  parathion  poisoning  who  were 
saved  by  2-PAM. 

One  Gm.  of  2-PAM  is  given  intravenously 
slowly  over  a period  of  five  minutes  and  ad- 
ministered again  periodically  as  indicated.  In 
parathion  poisoning,  the  poison  often  is  present 
in  large  quantities,  and  more  than  one  “shot” 
of  2-PAM  may  be  required. 

The  question  was  raised  regarding  the  avail- 
abihty  of  2-PAM  and  whether  the  Poison  Control 
Center  can  advise  physicians  to  use  it.  Dr. 
Wilson  stated  that  the  compound  can  be  made 
easily  and  that  it  is  sold  by  the  Aldrich  Chemical 
Company,  Milwaukee,  Wisconsin,  and  the  Borden 
Chemical  Company,  Philadelphia,  Pennsylvania. 

Dr.  Bodansky  suggested  writing  to  the  phar- 
maceutical companies  which  make  2-PAM  to 
determine  whether  they  plan  to  collect  any  data 
from  chnical  and  experimental  use  of  the  drug 
to  submit  it  for  approval  to  the  U.S.  Food  and 
Drug  Administration,  whether  they  would  be 
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Fig.  1.  Reported  cases  of  lead  poisoning — -New  York  City,  1959. 
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interested  in  making  the  drug  for  sale,  and  also 
where  to  get  2-PAM  for  clinical  trial  e.xperimen- 
tally. 

Dr.  Kerlan  of  the  Food  and  Drug  Administra- 
tion will  check  whether  any  applications  have 
been  submitted  by  drug  houses  to  his  agency  for 
approval  of  2-PAM,  and  he  will  inform  Dr.  Jacob- 
ziner,  who  will  communicate  with  any  companies 
which  have  made  such  application. 

Of  particular  interest  in  the  light  of  this  dis- 
cussion is  an  article  by  Rosen.  ^ Included  is  a 
case  report. 

Case  Report 

A seventeen-year-old  boy,  while  unloading  a 
truck  of  45  per  cent  parathion  solution,  acci- 
dentally broke  the  container  and  spilled  some  of 
the  contents  on  his  hands.  He  washed  his  hands 
forty-five  minutes  later  and  then  ate  supper. 
The  only  symptoms  he  experienced  at  that  time 
were  nausea  and  vomiting.  However,  after  he 
went  to  bed,  he  awoke  six  hours  later,  screaming. 
He  was  found  by  his  father  in  a state  of  collapse 
on  the  floor,  convulsing,  incontinent,  and  salivat- 
ing; his  speech  became  slurred  and  his  pupils 
were  pin  point. 

His  father,  who  was  an  insecticide  spray  pilot, 
recognized  the  symptoms  as  parathion  poisoning 
and  immediately  called  a physician.  The  patient 
was  treated  with  atropine.  After  a total  dose 
of  11.2  mg.  of  atropine  over  a period  of  ten  hours 
the  symptoms  subsided  except  for  persistent 
muscular  weakness.  Five  hundred  mg.  of  2- 
PAM  then  were  administered  with  prompt  im- 
provement in  the  motor  strength.  During  the 
next  fourteen  hours  an  additional  0.4  mg.  of 
atropine  was  given,  and  the  patient  was  dis- 
charged comjiletely  asymptomatic  the  following 
day. 

The  author  states  that  while  atropine  an- 
tagonizes the  parasympathomimetic  effects  of 
parathion,  it  does  not  affect  the  neuromuscular 
paralysis  caused  by  parathion,  whereas  (pj'ridine 
aldoximine  me thiodine) offers  a valuable  adjunct 
to  atropine  in  the  treatment  of  anticholinesterase 
poisonings,  and  the  drug  is  recommended  for  use 
in  cases  of  parathion  poisoning. 

Soon  after  the  meeting,  the  Food  and  Drug 
Administration  advised  the  Poison  Control 
Center  that  the  manufacturers  have  not  made  a 
new  drug  application.  Therefore,  an  inquiry  was 
made  to  the  two  chemical  manufacturers,  as 
follows : 
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At  a recent  Poison  Control  Center  advisory 
committee  meeting,  we  discussed  the  subject 
of  parathion  poisoning.  The  effectiveness  of 
2-PAM  in  the  treatment  of  such  poisoning  was 
related.* 

It  was  the  consensus  of  the  group  that  very  few 
physicians  in  New  York  City  are  acquainted  with 
this  product,  that  very  few  have  used  it,  and  that 
the  product  is  not  being  widely  publicized  by  the 
manufacturers.  We  know  that  on  checking 
with  the  Food  and  Drug  Administration,  it  was 
determined  that  your  company  has  not  made  any 
application  to  have  this  drug  approved  for  dis- 
tribution and  use. 

We  are  wondering  whether  you  have  collected 
any  data  from  clinical  and  experimental  use  of 
the  drug  and  whether  you  plan  to  submit  it  for 
approval  to  the  U.S.  Food  and  Drug  Administra- 
tion. 

I believe  that  such  a useful  drug  ought  to  be 
made  available  for  sale  to  all  in  need  of  it. 
Could  you  tell  me  whether  we  could  obtain  a 
quantity  of  this  drug  for  clinical  trial  experimen- 
tally? 

In  the  Bulletin  of  Supplementary  Material  to 
Clinical  Toxicology  of  Commercial  Products,^  the 
following  appears: 

Chnical  Toxicolog)-  of  Commercial  Products 
is  indebted  to  Charles  C.  Hassett,  M.D.,  acting 
chief.  Physiology  Division,  Directorate  of  Medi- 
cal Research,  U.  S.  Army  Chemical  Warfare 
Laboratories,  for  the  following  synthesis  of  data 
on  the  use  of  oximes  in  treating  cases  of  poison- 
ings by  anticholinesterase  compounds  (parathion, 
Malathion,  and  so  on). 

Atropine  is  the  drug  of  choice  for  the  treatment 
of  poisoning  by  anticholinesterase  compounds. 
It  is  only  partly  effective,  however,  for  while  it 
stimulates  the  respiratory  centers  and  dries  up 
the  secretions  in  the  respiratory  tract,  it  provides 
no  help  for  the  respiratory  muscle  paralysis. 
.Artificial  respiration  is  required  for  severe  poi- 
soning. Oximes  offer  valuable  supplementary 
treatment  for  the  muscle  paralysis  and  may 
ameliorate  the  other  manifestations.  Immedi- 
ately after  the  administration  of  atropine  and 
initiation  of  artificial  respiration  (if  needed), 
inject  1 Gm.  of  2-PAM  (2-formyl-l-methyl- 
pyridinium  iodide  oxime)  intravenously.  If 
respiratory  difficulty  continues  or  recurs,  0.5 
Gm.  of  oxime  should  be  given  in  two  hours  to 
maintain  the  blood  level.  The  doses  refer,  of 


course,  to  those  given  to  adults.  There  seems 
to  be  little  or  no  clinical  experience  with  oximes 
in  treating  children,  but  doses  will  be  scaled. 
Grob  and  Johns^  used  a rate  of  injections  of 
100  to  200  mg.  per  minute. 

There  is  some  evidence  of  prophylactic  action 
by  oxime,  but  further  studies  under  controlled 
conditions  are'needed. 

Information  on  the  role  of  oxime'  in  restoration 
of  neuromuscular  function  is  given  by  Brown 
et  al?  and  O’Leary  et  al.^ 

The  iodide  salt  of  2-PAM  is  obtainable  from  the 
Aldrich  Chemical  Company,  Milwaukee,  Wis- 
consin. A more  soluble  salt,  the  methane  sul- 
fonate, is  available  from  Mancekuke,  Ltd., 
Nottingham,  England.  It  is  more  commonly 
referred  to  as  P2S.  The  dosage  is  the  same  as 
for  2-PAM. 

Oximes  should  be  given  with  caution  in  the 
event  of  renal  insufficiency. 

The  oximes  are  not  yet,  of  course,  accepted 
as  standard  therapeutic  compounds. 

Reporting  of  Side-Reactions 

Dr.  Kerlan  described  the  program  developed 
recently  by  his  agency  for  the  reporting  of  adverse 
drug  reactions.  A form  has  been  sent  out  to 
selected  teaching  hospitals  together  with  a letter 
explaining  the  objectives  of  the  program  and  a 
guide  for  the  proper  completion  of  the  report 
form.  There  is  now  a handful  of  hospitals  par- 
ticipating, but  the  Food  and  Drug  Administra- 
tion is  seeking  to  extend  this  program. 

Dr.  Jacobziner  related  that  the  PubUc  Health 
Committee  of  the  New  York  Academy  of  Medi- 
cine is  interested  in  and  has  endorsed  the  action 
of  the  New  York  City  Department  of  Health  in 
establishing  a system  for  reporting  adverse  drug 
reactions,  as  have  also  the  local  county  medical 
societies.  The  county  medical  bulletins  will 
carry  this  information  to  all  physicians  in  New 
York  State.  In  addition,  every  poison  control 
officer,  medical  superintendent,  and  director  of 
pediatrics  in  all  New  York  City  hospitals  have 
been  notified,  individually,  to  report  such  reac- 
tions to  the  department. 

Treatment  of  Poisonings  with  Syrup  of 
Ipecac 

Harry  W.  Raybin  introduced  the  subject  of 
ipecac  as  a first  aid  measure.  A brief  discussion 
followed  concerning  the  value  of  syrup  of  ipecac 
in  the  treatment  of  poisonings.  There  is  much 
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difference  of  opinion  regarding  the  advisability  of 
its  use  and  its  effectiveness.  Dr.  Bodansky  indi- 
cated he  would  communicate  with  Dr.  Modell  for 
his  views  on  this  matter.  Mitchell  Zavon,  M.D., 
reported  that  syrup  of  ipecac  commonly  is  used 
at  the  Universit}'  of  Cincinnati  Medical  Center 
and  is  believed  to  be  of  real  value  in  the  treatment 
of  poisonings.  However,  Dr.  Davidow,  who  had 
made  a study  of  the  use  of  ipecac,  commented  he 
found  it  of  no  value.  He  was  requested  to  send 
an  abstract  of  his  findings  for  possible  discussion 
at  the  next  meeting  of  the  committee.  It  was 
the  general  feehng  that  the  use  of  syrup  of  ipecac 
in  poisonings  could  well  be  re-evaluated. 

The  meeting  was  adjourned  at  4 p.m. 
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Sleepwalkers  Should  be  Awakened  to  Avoid  Accidents 


Sleepwalkers  should  be  awakened  from  their 
somnambulant  sojourns  because  they  are  often 
victims  of  accidents. 

The  popular  notion  that  waking  a sleepwalker 
will  cause  a harmful  shock  is  debunked  in  the  Sep- 
tember, 1960,  issue  of  Today’s  Health  magazine  pub- 
lished by  the  American  Medical  Association. 

The  belief  that  sleepwalkers,  of  whom  there  are 
an  estimated  four  million  in  the  United  States, 
never  injure  themselves  has  been  disproved,  accord- 
ing to  an  article  in  the  magazine. 

The  fact  is  that  the  majority  of  sleepwalkers  fall 
downstairs,  suffer  cuts  or  burns,  trip  over  rugs,  and 
bump  their  heads  against  doors.  Many  of  them 
have  been  injured  seriously. 

The  shock  of  being  awakened  is  no  greater  to  the 
sleepwalker,  psychiatrists  say,  than  his  being 
aroused  from  normal  sleep  by  someone  shaking  him. 

Common  sense  dictates  that  you  wait  until  the 
walker  moves  out  of  a dangerous  position  before  you 
waken  him.  Or  remove  the  danger,  if  possible, 
and  then  gently  wake  him. 

The  article  also  pointed  out  that  reports  of  sensa- 
tional feats  of  sleepwalkers  should  bo  viewed  with 
skepticism. 

Ernst  Jolowicz,  M.D.,  New  York  ps3'chiatrist, 
believes  claims  of  superhuman  dexterity  are  non- 
sense. He  was  quoted  in  the  article  as  saying  that 


sleepwalkers  rarelj"  undertake  feats  bej'ond  their 
actual  capacities.  However,  he  added  that  the 
sleepwalker  has  no  psychologic  inhibitions  and  can 
therefore  exert  his  greatest  phj'siologic  powers. 

Sleepwalkers  are  partly  awake  and  partlj^  asleep, 
the  article  said.  That  explains  why  many  chronic 
sleepwalkers  discover  that  it’s  no  use  at  all  to  rig  u]j 
all  sorts  of  Rube  Goldberg  contrivances  to  wake 
themselves. 

Even  though  they  do  things  like  bolting  the 
windows  and  doors  or  tying  themselves  to  the  bed, 
they  are  apparently  conscious  enough  to  avoid  or 
overcome  the  very  gadgets  they  have  set  up  as  sleep- 
walking preventatives. 

Psychiatrists  believe  sleepwalking  in  most  cases 
is  a symptom  of  emotional  disturbance,  the  article 
said.  Generally  speaking,  it  said,  it  is  a kind  of 
“dream  in  pantomine”  in  which  certain  drives  or 
conflicts  are  acted  out. 

Most  of  us  dream  quietly  in  bed.  Sleepwalkers 
act  out  their  dreams;  their  behavior  during  noct- 
ambulation  seems  to  be  directly  related  to  the  dream 
content  and,  like  the  dream,  maj'  often  be  S3'mbolic 
in  expression. 

The  best  cure  for  sleepwalking — in  child  or 
adidt — is  to  remove  the  anxiety  or  anxieties  which 
cause  it,  according  to  the  author  of  the  article,  Mr. 
Jack  Kaplan. 
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David  Esterbrook  Alexander,  M.D.,  of  New  York 
City,  died  at  Roosevelt  Hospital  on  December  25, 
1960,  at  the  age  of  eighty-four.  Dr.  Alexander 
graduated  in  1900  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a 
member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Kurt  Bernhard  Blatt,  M.D.,  of  Haverstraw,  a 
former  president  of  the  Rockland  County  Medical 
Society,  died  at  New  York  Hospital  on  December 
20,  1960,  at  the  age  of  fifty-seven.  Dr.  Blatt  re- 
ceived his  medical  degree  from  the  University  of 
Hamburg  in  1930.  He  was  an  attending  physician 
and  director  of  general  practice  at  the  Good  Samari- 
tan Hospital  in  Suffern.  Dr.  Blatt  was  a member  of 
the  American  Academy  of  General  Practice,  the 
American  Geriatrics  Society,  the  Rockland  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Leaman  Henry  Caswell,  M.D.,  of  Dannemora, 
died  on  August  24,  1960,  at  Champlain  Valley 
Hospital  at  the  age  of  sixty-one.  Dr.  Caswell 
graduated  in  1926  from  Tufts  College  Medical 
School,  Boston.  He  was  a consultant  in  surgery  at 
Dannemora  State  Hospital.  Dr.  Caswell  was  a 
member  of  the  Clinton  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
-American  Medical  Association. 

Thomas  A.  Cavaliere,  M.D.,  of  the  Bronx,  died  on 
December  5,  1960,  at  the  age  of  fifty-three.  Dr. 
Cavaliere  graduated  in  1933  from  Loyola  University 
School  of  Medicine  and  interned  at  Morrisania 
Hospital.  He  was  an  assistant  attending  physician 
in  chest  diseases  at  Harlem  Hospital  and  an  assistant 
attending  physician  at  Harlem  Hospital  Outpatient 
Department.  Dr.  Cavaliere  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Manuel  Claudio  Dueno,  M.D.,  of  New  York 
City,  died  on  November  8,  1960,  at  the  age  of  eighty. 
Dr.  Dueno  graduated  in  1905  from  the  University  of 
.Maryland  College  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 


Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Finegold,  M.D.,  of  Niagara  Falls,  died  on 
July  28,  1960,  at  Memorial  Hospital  at  the  age  of 
fifty-five.  Dr.  Finegold  graduated  in  1929  from  the 
University  of  Buffalo  School  of  Medicine.  He  was 
an  attending  in  dermatology  at  Mount  St.  Mary’s 
and  Memorial  Hospitals.  Dr.  Finegold  was  a 
member  of  the  American  Academy  of  Dermatology 
and  Syphilology,  the  Niagara  Falls  Academy  of 
Medicine,  the  Buffalo-Rochester  Dermatological 
Societj’,  the  Niagara  County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New  York. 

Joseph  Friedmann,  M.D.,  of  White  Plains,  died 
at  White  Plains  Hospital  on  December  19,  1960,  at 
the  age  of  eighty-one.  Dr.  Friedmann  graduated  in 
1905  from  Long  Island  Hospital  Medical  College. 
He  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

David  Greene,  M.D.,  of  the  Bronx,  died  on  Sep- 
tember 1,  1960,  at  his  home  at  the  age  of  sixty-seven. 
Dr.  Greene  graduated  in  1921  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
was  an  attending  in  pediatrics  at  Morrisania  Hospi- 
tal and  a former  associate  professor  of  pediatric 
medicine  at  Flower  and  Fifth  Avenue  Hospitals. 
Dr.  Greene  was  a Licentiate  of  the  American  Board 
of  Pediatrics  and  a member  of  the  American  Acad- 
emy of  Pediatrics,  the  Bronx  Pediatric  Society,  the 
Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Homer  Alvan  Harvey,  M.D.,  of  Canandaigua,  died 
on  August  20,  1960,  at  his  home  at  the  age  of 
seventy-six.  Dr.  Harvey  graduated  in  1916  from 
Sj'racuse  University  College  of  Medicine.  He  was 
an  honorary  member  of  the  staff  of  the  Genesee 
Memorial  Hospital. 

Walter  S.  Kem,  M.D.,  of  Wingdale,  died  at  his 
home  on  December  1,  1960,  at  the  age  of  fifty-four. 
Dr.  Kern  received  his  medical  degree  from  the  Uni- 
versity of  Wurzburg  in  1930.  He  was  assistant 
director  of  the  Harlem  Valley  State  Hospital  and  an 
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assistant  in  neuropsychiatry  at  Montefiore  Hospital 
in  the  Bronx.  Dr.  Kern  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a Fellow  of  the  American  Psychi- 
atric Association. 

W.  Bayard  Long,  M.D.,  of  New  York  City,  died 
at  his  home  on  December  17,  1960,  at  the  age  of 
seventy-five.  Dr.  Long  graduated  in  1910  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consultant  in  dermatology  and 
syphilology  at  St.  Luke’s  Hospital  where  he  helped 
found  the  Department  of  Dermatology  and  had  also 
served  as  director  of  the  syphilis  clinic  there.  Dr. 
Long,  a past  chairman  of  the  social  hygiene  com- 
mittee of  the  New  York  Tuberculosis  and  Health 
Association,  was  a member  of  the  American  Acad- 
emy of  Dermatology  and  Syphilology,  the  Radio- 
logical Society  of  North  America,  Inc.,  the  New 
York  Academy  of  Medicine,  the  New  York  Patho- 
logical Society,  the  New  York  Roentgen  Society,  the 
New  York  Coimty  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ruth  Lubliner,  M.D.,  of  the  Bronx,  died  on 
November  5,  1960,  at  the  age  of  seventy-four. 
Dr.  Lubliner  received  her  medical  degree  from  the 
University  of  Berlin  in  1920  and  interned  at  Monte- 
fiore Hospital.  She  was  an  adjunct  in  patholog}^  at 
Montefiore  Hospital  and  an  assistant  attending  in 
pathology  at  the  Bronx  Municipal  Hospital.  Dr. 
Lubliner  was  a member  of  the  American  Trudeau 
Society  (now  the  American  Thoracic  Society),  the 
Rudolf  Virchow  Medical  Society,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Raymond  D.  McCarthy,  M.D.,  of  Syracuse,  died 
on  November  26,  1960,  at  the  age  of  sixty.  Dr. 
McCarthy  graduated  in  1925  from  the  Syracuse 
University  College  of  Medicine.  He  was  an  examin- 
ing physician  for  the  Workmen’s  Compensation 
Board.  Dr.  McCarthy  was  a member  of  the  Onon- 
daga County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 


John  P.  Rinaldi,  M.D.,  of  Schenectady,  died  at 
his  home  on  August  18,  1960,  at  the  age  of  fifty- 
seven.  Dr.  Rinaldi  graduated  in  1931  from  Albany 
Medical  College.  He  was  a member  of  the  Schenec- 
tady County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Harold  Rosenhaus,  M.D.,  of  Brooklyn,  died  on 
December  8,  1960,  at  the  age  of  forty-three.  Dr. 
Rosenhaus  graduated  in  1943  from  Middlesex 
University  School  of  Medicine,  Waltham,  Massa- 
chusetts, and  interned  at  Beth  Israel  and  Coney 
Island  Hospitals.  He  was  an  assistant  attending  in 
pathology  at  Coney  Island  Hospital,  assistant  chief 
of  hematology  at  the  Coney  Island  Hospital  Out- 
patient Department,  an  associate  attending  in 
pathology  and  hematology  at  the  Madison  Park 
Hospital  of  Adelphi  College,  and  an  associate  at- 
tending in  pathology  at  St.  Joseph’s  Hospital,  Far 
Rockaway.  Dr.  Rosenhaus  was  a member  of  the 
New  York  Pathological  Society,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Martin  Slitzker,  M.D.,  of  New  York  City,  died  on 
December  13,  1960,  at  the  age  of  sixty-four.  Dr. 
Slitzker  received  his  medical  degree  from  the  Uni- 
versity of  Vienna  in  1930.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Reisel  Goldschmiedt  Spiegel,  M.D.,  of  New  York 
City,  died  on  February  6,  1959,  at  the  age  of  sixty- 
four.  Dr.  Spiegel  received  her  medical  degree  from 
the  University  of  Vienna  in  1921.  She  was  an 
assistant  attending  in  pediatrics  at  Mount  Sinai 
Hospital. 

Oreste  Anthony  Tomasulo,  M.D.,  of  the  Bronx, 
died  on  May  18,  1960,  at  the  age  of  fifty-four.  Dr. 
Tomasulo  received  his  medical  degree  from  the 
University  of  Rome  in  1937.  He  was  a member  of 
the  Bronx  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 


The  prudent  will  prepare  themselves  to  encounter  what  they  cannot  prevent. — J.ames 
Russell  Lowell 
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Scottish  Society  Offers  Essay  Prize — The  Royal 
Society  of  Edinburgh  has  announced  that  it  will 
award  a David  Anderson-Berry  Silver-Gilt  Medal, 
together  with  a prize  of  approximately  S280,  for  a 
recent  work  on  the  effects  of  x-rays  and  other  forms 
of  radiation  on  living  tissues.  Published  work  will 
be  taken  into  consideration  if  submitted  to  the 
Society  with  the  application. 

In  addition  to  direct  application  for  the  prize, 
proposals  may  be  made  on  behalf  of  others. 

Applications  and  proposals  must  be  in  the  hands  of 
the  general  Secretary,  Royal  Society  of  Edinburgh, 
22/24  George  Street,  Edinburgh  2,  Scotland,  not 
later  than  March  31. 

American  Board  of  Obstetrics  and  Gynecology — 
The  American  Board  of  Obstetrics  and  Gynecology 
has  announced  that  the  next  scheduled  examinations 
(part  2),  oral  and  clinical,  for  all  candidates,  will  be 
conducted  at  the  Edgewater  Beach  Hotel,  Chicago, 
Illinois,  April  8 through  15.  Formal  notice  of  the 
exact  time  of  each  candidate’s  examination  will  be 
sent  him  in  advance  of  the  examination  dates. 

Candidates  who  participated  in  the  part  1 
examination  will  be  notified  of  their  eligibility  for  the 
part  2 examinations  as  soon  as  possible. 

Current  bulletins  of  the  American  Board  of 
Obstetrics  and  Gynecology,  outlining  the  require- 
ments for  application,  may  be  obtained  by  writing 
to  the  Secretary:  Robert  L.  Faulkner,  M.D.,  2105 
Adelbert  Road,  Cleveland  6,  Ohio. 

Course  in  Pediatric  Oncology  at  Memorial 
Hospital — The  Pediatric  Department  of  Memorial 
Hospital  for  Cancer  and  Allied  Diseases  announces 
that  its  annual  comprehensive  three-day  course  in 
pediatric  oncology  for  pediatricians,  general  practi- 
tioners, and  health  officers  will  be  held  April  26 
through  28.  ’ 

Current  developments  and  established  methods 
in  diagnosis,  differential  diagnosis,  and  management 
of  benign  and  malignant  tumors,  Hodgkin’s  disease, 
leukemia,  and  reticuloendothelioses  in  childhood 
will  be  included  in  the  course. 

Ward  rounds,  seminars,  demonstrations,  and 
examinations  of  children  in  pediatric,  surgical, 
chemotherapy,  and  radiotherapy  clinics  will  also  be 
a part  of  the  course. 

For  further  information  write  to:  Chairman, 

Department  of  Pediatrics,  Memorial  Hospital  for 


Cancer  and  Allied  Diseases,  444  East  68th  Street 
New  York  21,  New  York. 

Change  in  New  York  City  Birth  Certificates — 
The  City  of  New  York  Department  of  Health  has 
announced  that  the  Department  will  cease  listing 
color  or  race  on  the  birth  certificates  of  all  children 
bom  after  January  1,  1961. 

Booklet  Available  on  Hillside  Hospital — A 
booklet  describing  the  facilities  and  services  of 
Hillside  Hospital,  Glen  Oaks,  has  been  published  for 
use  by  physicians  and  medical  agencies.  The 
brochure,  entitled  “About  Hillside  Hospital — In- 
formation for  the  Medical  Profession,”  gives  a 
brief  description  of  the  psychiatric  institution  and 
outlines  the  policies  and  procedures  for  selection  and 
admission  of  patients. 

A patient  applying  for  admission  to  Hillside 
Hospital,  either  directly  or  through  his  physician, 
is  no  longer  kept  on  long  waiting  lists  but  is  screened 
immediately,  and  within  forty-eight  hours  of  his 
application  he  may  be  admitted  if  his  screening  so 
indicates. 

For  a copy  of  the  brochure  write  to:  Hillside 
Hospital,  75-59  263rd  Street,  Glen  Oaks,  New  York. 

Health  Hints  for  Travelers — The  Public  Health 
Service  of  the  Department  of  Health,  Education, 
and  Welfare,  Washington,  D.C.,  has  announced  the 
publication  of  a new  leaflet  entitled  “So  You’re 
Going  Abroad  . . . Health  Hints  for  Travelers” 
(PHS-748-A).  The  leaflet  is  a companion  to  a 
series  giving  immunization  requirements  for  specific 
areas  of  the  world.  The  others,  to  be  released  soon, 
are  entitled:  “Health  Information  for  Travel  in 
Mexico,  Central  and  South  America,  and  the 
Caribbean”  (PHS-748-B);  “Health  Information 
for  Travel  in  Asia,  including  Japan,  Indonesia, 
and  the  Philippines,  and  in  Australia  and  New 
Zealand”  (PHS-748-C);  “Health  Information  for 
Travel  in  Africa,  including  Madagascar  and  Neigh- 
boring Islands”  (PHS-748-D). 

For  information  concerning  these  leaflets  write 
to:  Superintendent  of  Documents,  Government 

Printing  Office,  Washington  25,  D.C. 

Booklets  on  Child  Health— The  New  York 
State  Department  of  Health  has  announced  the 
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publication  of  two  booklets  dealing  with  the  subject 
of  child  health  which  are  available  without  cost  to 
residents  of  New  York  State. 

“The  Pre-School  Years,”  a 62-page  booklet,  is 
designed  to  help  parents  understand  their  preschool 
children  and  some  of  the  ways  they  may  behave 


during  this  period. 

“Baby  Book,”  a 52-page  booklet,  deals  with  all 
aspects  of  infant  care. 

Copies  may  be  obtained  from:  Office  of  Public 
Health  Education,  New  York  State  Health  Depart- 
ment, 84  Holland  Avenue,  Albany  8,  New  York. 


Personalities 


Appointed 

Andrew  C.  Fleck,  Jr.,  M.D.,  Troy,  as  Associate 
Commissioner  for  Community  Health  Services  of 
the  New  York  State  Department  of  Health  . . . 
Heinz  Lord,  M.D.,  Sea  Cliff,  as  secretary  general  of 
the  World  Medical  Association. 

Elected 

Sidney  Q.  Cohlan,  M.D.,  New  York  City,  as 
recorder  of  the  Teratology  Society,  a new  inter- 
national organization  devoted  to  the  study  of  the 
cause  of  prevention  of  congenital  malformations  . . . 
Edson  E.  Getman,  M.D.,  New  York  City,  as  vice- 
chairman  of  the  Medical  Information  Bureau. 


Speakers 

Horace  E.  Ayers,  M.D.,  New  York  City,  at  the 
monthly  meeting  of  the  Society  of  Medical  Juris- 
prudence on  January  9,  on  the  subject  “My  Visit 
to  the  Surgical  Convention  in  Israel  in  1960”  . . . 
Oskar  Diethelm,  M.D.,  New  York  City,  before  the 
members  of  the  hospital  staff  of  the  Veterans 
Administration  Hospital,  Northport,  on  December 
19,  on  the  subject  “Dynamic  Psychopathology  as  a 
Basis  for  Treatment”  . . . Arthur  A.  Knapp,  M.D., 
White  Plains,  on  the  subject  “Eye  Surgery  in  Sing 
Sing  Prison  Hospital”  and  Elizabeth  Strauss,  M.D., 
New  York  City,  on  the  subject  “Pathologic- 
Anatomical  Demonstrations”  at  the  monthly 
meeting  of  the  Rudolf  Virchow  Medical  Society  on 
January  9. 
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American  Otorhinologic  Society  for 
Plastic  Surgery 

The  American  Otorhinologic  Society  for  Plastic 
Surgery  will  sponsor  a two-day  scientific  meeting  on 
the  theme  “Modern  Trends  in  Corrective  Surgery 
of  the  Face  and  Neck”  to  be  held  at  the  New  York 
Polyclinic  Hospital  and  Medical  School,  March  3 
and  4. 

Reviews  and  reports  will  be  presented  on  all 
types  of  implants  in  use,  the  present  status  of  the 
methods  and  types  of  skin  grafts,  modern  prosthesis 
used  on  the  head,  new  methods  for  control  of 
bleeding  in  rhinoplasty,  and  mandibular  recon- 
struction. An  operative  clinic  will  also  be  held. 

For  further  information  contact:  Louis  Joel 

Feit,  M.D.,  67  Park  Avenue,  New  York  16,  New 
York. 

Bronx  Pediatric  Society 

The  Bronx  Pediatric  Society  will  hold  its  monthly 
meeting  on  March  8,  in  the  auditorium  of  the 
Morri.sania  City  Hospital,  168th  Street  and  Walton 


Avenue,  the  Bronx,  at  8:30  p.m.  A feature  of  the 
meeting  w'ill  be  the  presentation  of  cases  by  Vincent 
P.  Casey,  M.D.,  director  of  the  Pediatric  Service  at 
Misericordia  Hospital. 

Surgical  Clinic  at  ff’indsor,  Ontario 

The  Essex  County  Medical  Society  (Ontario)  has 
announced  that  its  annual  surgical  clinic  will  be 
held,  in  cooperation  with  the  Surgical  Division  of 
the  Ontario  Medical  Association,  in  Windsor, 
Ontario,  .A.pril  26  through  28,  in  the  Cleary  Audi- 
torium. 

Among  those  participating  in  the  teaching 
program  of  the  clinic  will  be  Professor  Ian  Aird,  di- 
rector, Surgical  Unit,  Postgraduate  Medical  School 
of  the  University  of  London,  and  Robert  M.  Zollinger, 
M.D.,  professor  and  chairman  of  the  Department 
of  Surgery,  Ohio  State  University,  Columbus. 
Ohio. 

I'or  registration  and  further  information  write  to: 
The  Registrar,  Essex  County  Surgical  Clinic,  301 
Canada  Building,  Windsor,  Ontario. 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational 
grains,  shock  therapy,  selected  cases  of  alcoholism  and  ad 
tion  accepted. 

Geriatric  patients  given  special  consideration. 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


for  well  trairied  highly  qualified  personnel 

MEDICAL  ASSISTANTS 
OR  OFFICE  SECRETARIES 
LABORATORY  • X-RAY 
TECHNICIANS 

State  Licenced  • Day-Eve  Courses 
Co-Ed  {Founded  1936) 

request  Free  Cat.  9 
85  Fifth  Ave.(l6lh  St.'' 
New  Y ork  3,  N.Y. 
SCHOOL  FOR  PHYSICIANS’  AIDES 


N.  Y. 


astern' 


Aitiliofpd  with  CARNEGIE  INSTITUTE.  INC.  Cleveland,  Ohio 


HALL-BROOKE  HOSPITAL 

An  Active  Treatment  Hospital,  located  one  hour  from  New  York 

Accredited  by: 

The  Central  Inspection  Board  of  the  American  Psychiatric  Association 
The  Joint  Commission  on  Accreditation  of  Hospitala 

CMSKS  FAtUiS.  BOX  31.  CONNtCTICOT  * WtSTFOn%t  CANT4L  MISJ 


WEST  a FEE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  lor  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W,  LLOYD,  M.D.,  Physician  in  Charge 
Teleohone:  Kingsbridge  9-8440 


PINE  WOOD  g;-  ^:"ifw^‘’nd*J" ! 

esT.  1930  (5,  Walter  A.  Thompson,  F.A.P.A.,  Cliryical  Directot 

Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 
A psychiatric  hospital,  offering  individual  treatment.  Psv- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rale;  Commence  at  $125.00  per  week. 

N.  Y.  City  Officer— By  Appointment 
Dr.  Wendcr  — 59  East  79  St.  — Mon.,  Wed.,  Fn.,  — BU  8-0580 
Or.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sal.  — RH  4-3700 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third 
Avenue,  New  York  17,  New  York.  Old  and  new  address 
should  be  included  as  well  as  a statement  whether  or  not 
change  is  permanent.  Six  weeks  is  required  to  effect  a 
change  of  address. 
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PHYSICIANS  WANTED 


REAL  ESTATE,  FOR  SALE  OR  RENT 


Office  space  available  in  attractive  suburban  Buffalo.  Ideal 
for  General  Practitioner  wishing  to  associate  with  G.P.  or 
Specialist.  Newly  opened  Community  Hospital  close  by. 
Write  Edward  W.  Bockstahler,  M.D.,  6180  Transit  Road. 
Depew,  New  York. 


Office  to  let — ideally  suitable  for  medical  specialist,  sep.  en- 
trance, sep.  wing,  reasonable,  Gr.  Cent.  Pkway  <St  Main  St., 
Kew  Gardens  Hills,  Call  AX  7-0419. 


Staten  Island — New  Air  Condit.  suite  of  professional  offices. 
3 adjoining  rms.  with  priv.  lav.  Share  reception  rm  and  lab 
with  D.D.S.  Street  level,  business  street,  ideal  specialist 
or  G.P.  1991  Victory  Blvd.,  YU  1-7103. 


Professional  office  space  for  rent  with  M.D.  and  D.D.S.  in 
newly  built,  air  conditioned  building  in  East  Northport, 
Long  Island.  Separate  suites.  Main  thoroughfare.  Ideal 
for  G.P.  Rapidly  growing  community.  Write  Box  285, 
N.  Y.  St.  Jr.  Med. 


For  Sale;  8 year  old,  69  ft.  ranch — 118  X 150 — corner:  3Vt 
room  office  with  lav.,  7 room  house  with  2 baths;  fine  sand- 
stone front  and  landscaping;  2 car  garage;  main  thorough- 
fare; Wantagh,  L.I.  SU  5-7821. 


Huntington,  L.  I.,  excellent  professional  location  in  rambling 
ranch  centered  in  large,  rapidly  expanding  community; 
y>  acre  corner  main  rd.,  near  hosp.,  high  school,  next  to 
site  of  planned  elem.  school.  Priced  right,  822,500. 
HAmilton  3-8543. 


Bklyn — We  specialize  in  Prof,  apts  in  new  buildings — AAA 
locations.  Will  alter  to  suit.  Choose  from  2-5  rm  suites  for 
$125  mo.  James.  SH  8-6600. 


New  Medical  Arts  Building,  Commack  Road,  Commack, 
Long  Island,  New  York.  Suites  available  for  various  special- 
ties. Rapidly  growing  community.  FO  8-1636. 


New  medical  building  with  seven  medical  doctors  has  a suite 
available  for  a dermatologist  and  an  ophthalmologist. 
Located  in  a rapidly  growing  town  in  Long  Island.  672  N. 
Wellwood  Ave.,  Lindenhurst,  N,  Y. 


Doctors  home  with  office,  good  location  in  small  growing 
town,  unusual  opportunity.  Write  Mrs.  Tracy  Gillette, 
233  Front  Street,  Owego,  N.  Y. 


Space  available — 3 rooms,  ground  floor,  separate  emergency 
entrance,  common  waiting  room;  established  dentist. 
One  block  hospital.  Convenient  major  traffic  arteries. 
H.  Junemann,  26  Pondfield  Rd.  W.,  Bronxville.  DE  7-6010. 


Residence — Nyack,  adaptable  for  professional  use.  Pres- 
tige area;  completely  modernized — perfect  condition;  2 
car  garage  unattached;  central  hall;  library,  living  room, 
fireplace  formal  dining  room,  science  kitchen  plus  dining 
area,  3 Vj  baths,  4 bedrooms,  TV  room  and  fully  screened 
summer  porch.  Original  price  $52,500.  Now  $37,500.  Call 
ELmwood  8-022  2after  6 P.M. 


South  Shore  Long  Island.  New  modern  home,  2 doctors 
office,  general  practice.  Associate  wanted.  Retiring  grad- 
ually in  3 years.  Ideal,  rare  opportunity.  Medical,  ob- 
stetrical experience  desirable.  Give  curriculum,  experience, 
family  status,  snapshot  in  first  letter.  Box  306,  N.  Y.  St. 
Jr.  Med. 


General  practitioner  for  growing  small  city  in  Orange 
County.  Private  hospital  privileges  according  to  ability. 
Reply  L.B.  417,  Port  Jervis,  N.  Y. 


House  physician,  immediate,  111-bed  hospital.  Duties  pri- 
marily emergency  service.  Salary  good.  Apply  Adminis- 
trator, Chilton  Memorial  Hospital,  Pompton  Plains,  New 
Jersey. 


Radiologist,  to  associate  with  Board  man  in  a new  250  bed 
hospital.  Salary  first  year,  followed  by  fine  partnership. 
Write  or  call  W.  J.  Gorday,  M.  D.,  Memorial  Hospital,  X-ray 
Dept.,  Albany,  N.  Y. 


General  Practitioner — small  community  western  New  York — 
modern  general  hospital — four  other  physicians.  To  as- 
sociate with  young  established  General  Practitioner — salary 
open.  Reply  to  Box  299,  N.  Y.  St.  Jr.  Med. 


Wanted;  General  Practitioner  (including  OBS)  to  join  private 
medical  group — Brooklyn.  All  facilities.  Excellent  op- 
portunity. Reply  Box  304,  N.  Y.  St.  Jr.  Med. 


General  Practitioner,  28,  wants  young  physician  for  partner- 
ship in  large  family  practice,  45  minutes  from  New  York 
City.  Box  278,  N.  Y.  St.  Jr.  Med. 


Internist — Large  Midwest  hospital.  Must  be  board  eligible. 
Write  Box  234,  N.  Y.  St.  Jr.  Med 


Wanted — General  Practitioner  to  associate  with  two  other 
G.P.’s,  18  miles  from  New  York  City.  Excellent  working 
conditions  and  hospital  facilities.  New  York  license  and 
completed  military  service  required.  Remuneration  salary 
plus  distribution.  Box  298,  N.  Y.  St.  Jr.  Med. 


Radiologist:  Interesting  opportunity  in  Central  N.  Y. 

State.  Box  307,  N.  Y.  St.  Jr.  Med. 


Internist,  Pediatrician  Board-eligible  or  certified,  for  Medical 
Group  representing  all  specialties  in  growing  suburb  of 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  from  $12,500  depending  on  qualifications. 
Box  313,  N.  Y.  St.  Jr.  Med. 


Obstetrician-Gynecologist  for  active  practice  in  Metropolitan 
New  York  area.  Excellent  opportunity.  Open  hospital 
appointments.  Guaranteed  salary  first  year  and  early  full 
partnership.  Must  be  Board  Certified  or  eligible.  Cur- 
riculum vitae  and  date  of  availability  in  first  letter.  Box 
316,  N.  Y.  St.  Jr.  Med. 
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POSITIONS  WANTED 


MISCELLANEOUS 


Radiologist,  with  active  and  good  hospital  and  office  back- 
ground, experienced  and  currently  fully  occupied,  desires 
change,  full  or  part-time,  vicinity  Metropolitan  New  York. 
Please  submit  outline  of  requirements.  Box  279, N.  Y.  St. 
Jr.  Med. 


Radiologist,  university  trained,  young,  board  eligible,  seeks 
association,  hospital,  group  and/or  private  practice.  Box  294, 
N.  Y.  St.  Jr.  Med. 


General  practitioner;  34;  Class  A Medical  school  graduate; 
seeks  position  in  Metropolitan  New  York  paying  $250 
week  minimum  and  leading  to  partnership  or  purchase  of 
practice.  Box  314,  N.Y.  St.  Jr.  Med. 


Radiologist,  certified,  energetic,  desires  part-time  work, 
preferably  mornings,  with  hospital,  group  or  practitioner. 
New  York  City  area.  Box  296,  N.  Y.  St.  Jr.  Med. 


Ophthalmologist,  Board  qual.  Interested  in  association — 
group  or  part-time:  N.Y.C.  or  vicinity.  TR  3-3843. 


Completing  residency  in  Allergy,  Internal  Medicine.  Seek 
association  with  group  or  individual  within  60  miles  of  New 
York  City.  Box  309,  N.  Y.  St.  Jr.  Med, 


PRACTICES:  FOR  SALE  OR  RENT 


Pediatric  practice  with  office  to  rent;  close  to  medical  school 
located  in  prosperous  urban  area.  Box  312,  N.  Y.  St.  Jr. 
Med. 


Doctors  home-office  combination  with  large  active  practice. 
School  physician  leaving  for  specialty.  Will  introduce. 
Forty-five  miles  from  New  York  in  Long  Island.  Box  311, 
N.  Y.  St.  Jr.  Med. 


General  practice,  excellent  location  in  Far  Rockaway.  Will 
introduce,  leaving  to  specialize.  Good  income  with  good 
potential.  Box  310,  N.  Y.  St.  Jr.  Med. 


Completely  equipped  office  of  deceased  physician;  hospital 
facilities;  excellent  upstate  Finger  Lakes  Community. 
Box  291,  N.Y.  St.  Jr.  Med. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33*/>%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Luxurious,  spacious  office  to  share  on  Queens  Blvd.  in  Forest 
Hills.  Private  consultation  and  examining  rooms.  No  time 
limitations.  Call  Liggett  4-6664. 


Doctor’s  office  available  to  share  or  part-time.  Excellent 
location,  convenient  for  any  type  of  practice.  Port  Chester. 
Write  Box  300,  N.  Y.  St.  Jr.  Med. 


Wish  to  buy  or  rent  general  practice;  NYC  or  approx.  50 
mile  radius.  Call  "TR  7-9279,  8-11  A.M.  or  6-8  P.M.,  or 
write  Box  315,  N.  Y.  St.  Jr.  Med. 


Dictating/transcribing  machine  with  conference  attachment, 
sell  or  exchange  for  Hi-Fi  and  component  parts.  NYC 
MO  6-9488  after  7 P.M. 


CLASSIFIED  RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1 .00  per  line  per  insertion 
12  Consecutive  times.  .00  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

( 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  17,  N.  Y. 
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c 

V^_>ioca-Cola  , too,  has  its  place  in  a well 
balanced  diet.  As  a pure,  wholesome 
drink,  it  provides  a bit  of  quick  energy 
. . . brings  you  back  refreshed  after  work 
or  play.  It  contributes  to  good  health 
by  providing  a pleasurable  moment’s 
pause  from  the  pace  of  a busy  day. 
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FdDlI  SHMUIlLTAMEdDlUS  nMMTOnSA¥n®M 
A(EAIIMSt4  BnSEASffiSS 

Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


TETRAVAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases .. .with  fewer  injections 


Dose : 1 cc. 

Supplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
age circular  and  material  in  vial  can  be  examined 
without  damaging  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point,  Pa. 

TETftAVAK  IS  A TRADEMARK  OF  MFHCK  & CO.,  INC. 

MERCK  SHARP  & DOHME,  division  of  merck  & co..  inc.,  west  point,  pa. 
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I’ve  lost 


“crash  diets’’ 

do  iMsolve  the  basic  patient  problem: 
habitual  overeating 


In  the  treatment  of  chronic  obesity,  “fad  diets”  are  not  the 
answer.  Your  patients  may  suffer  adverse  somatic  as  well  as  psychic 
effects  from  alternating  weight  loss  and  gain. 

At  the  conclusion  of  a “crash-diet”  program,  the  patient  often 
falls  back  into  familiar  habits  of  overeating.  The  problem, 
therefore,  remains  the  same. 

The  process  of  eliminating  pounds  in  the  chronically  obese 
should  be  gradual.  To  accomplish  this,  obviously,  new  patterns 
of  eating  must  be  established. 

BAMADEX  tablets  help  the  patient  be  satisfied  on  a diet  which  will 
cause  him  to  lose  weight.  BAMADEX  tablets  combine  two  specific  agents 
to  overcome  the  habitual  overeating  in  the  chronically  obese. . . 
the  outstanding  appetite  suppressant,  d-amphetamine,  balanced  with 
the  tranquilizer,  meprobamate.  BAMADEX  tablets  help  the  recalcitrant 
patient  keep  within  his  prescribed  caloric  limits.  It  does  this  by 
curbing  between-meal  hunger,  fatigue,  nervousness,  insomnia,  and 
dizziness,  which  may  lead  to  failure  in  diet  reduction. 


BAMADEX 


helps  them 
to  help  themselves 
to  less! 


meprobamate  with  d-amphetamine  sulfate  Lederie 


TABLETS 


BAMADEX  Tablets:  Each  coated  tablet  (pink)  contains:  d-amphetamine 
sulfate,  5 mg.;  meprobamate,  1,00  mg.  dosage:  1 tablet  one-half  to  one  hour 
before  each  meal.  Higher  dosage  may  be  required  in  certain  cases. 
precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetic 
compounds,  who  have  coronary  or  cardiovascular  disease,  or  who 
are  severely  hypertensive.  supfWei:  Bottles  of  100  and  1,000. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Pearl  River,  New  York 
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For  demonstrably  greater  relief  in  asthma' 


IB 


the  bronchial  tree  of  thick  mucus  and  HS  the  bronchioles 


Bronkotabs  is  more  effective  because  it  is  more 
comprehensive  in  treatment.  First,  Bronkotabs 
dilates  bronchioles,  combats  local  edema  and 
provides  mild  sedation. 

In  addition,  Bronkotabs  decongests,  using  a most 
effective  expectorant  (glyceryl  guaiacolateP  to 
liquefy  and  help  expel  the  thick,  tenacious  mucus 
which  is  the  cause  of  much  of  the  respiratory 
distress  in  chronic  asthma.^  Since  asthma  is  a 
chronic  allergic  disease  of  the  bronchial  tree,^ 
Bronkotabs  also  supplies  a highly  efficient  anti- 
histamine (thenyidiamine)  for  prophylactic  main- 
tenance.'*  Marked  and  consistent  relief  of 
symptoms  with  minimum  side  effects  can  be 
expected  with  a dose  of  one  tablet  every 
three  or  four  hours,  not  to  exceed  five 
times  daily. 

In  a recent  studyi  of  40  patients  with 
asthma,  33  patients  (82.5%)  reported 


Bronkotabs  brought  fair  to  good  relief  from 
asthmatic  symptoms.  Asthma  relief  was  expressed 
by  ease  of  expectoration  of  secretions,  reduction  of 
bronchospasm,  and  increased  vital  capacity.  “The 
combination  of  drugs  used  in . . . [BRONKOTABS] 
. . . gave  greater  relief  in  these  patients  than  the 
conventionally  used  tablet  [ephedrine,  theophyl- 
line, phenobarbital]. . 


BRONKOTABS  DOES  MORE  FOR  THE  ASTHMATIC  BECAUSE 
IT  IS  MORE  COMPREHENSIVE  IN  ACTION.  Each  tablet  con- 
tains: Theophylline  100  mg.;  Ephedrine  Sulfate  24  mg.; 
Phenobarbital  8 mg.;  Thenyidiamine  HCI  10  mg.  and 
Glyceryl  Guaiacolate  100  mg. 

Supplied:  bottles  of  100  white  scored  tablets. 

References:  1.  Spielman,  A.  D.:  In  press.  2.  Schwartz, 
E.,  et  al.:  Am.  Pract.  & Digest  Treat.  7:585,  1956.  3. 
Ogden,  H.  D.,  and  Fuchs,  M.:  J.  Louisiana  M.  Soc. 
111:175,  1959.  4.  Drill,  W.  A.:  Pharmacology  in  Medi- 
cine, New  York,  McGraw-Hill  Co.,  1954,  p.  41. 
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Antirheumatic  Anaigesic 


PLANOLAR* 


Planolar  combines  the  cumulative 
antirheumatic  and  anti-inflammatory 
action  of  PlaqueniP  with  the  prompt 
analgesic  action  of  aspirin. 

Each  tablet  contains:  Plaquenil  60  mg. 

Aspirin  300  mg.  (5  grains) 


Plaquenil  "...the  preferred  antimalarial  drug  for 
treatment  of  disorders  of  connective  tissue..."’ 

Aspirin  belongs  to  "...the  most  useful  group  of 
drugs  for  rheumatoid  arthritis."^ 


for  detailed  information 
(clinical  experience,  side 
effects,  precautions,  etc.) 


for 

Rheumatoid 

Arthritis 


lABORATORIES 
NawYork  18,  N.Y. 


DOSAGE:  Adults,  2 tablets  two  or  three 
times  daily.  After  two  or  three  months  of  therapy, 
the  patient  may  no  longer  need  the  added  benefit 
of  aspirin.  A maintenance  regimen  of  Plaquenil 
sulfate  alone  (from  200  to  400  mg.  daily)  may  then 
be  substituted. 


'Planolar,  trademark 


REFERENCES: 

1.  Scherbel,  A.  L;  Schuchter,  S.  1., 
and  Harrison,  J.  W.:  Cleveland 
Clin.  Quart.  24:98,  April.  1957. 

2.  Waine,  Hans:  Arthritis,  rheumatoid, 
in  Conn,  H.  F.:  Current  Therapy  1959, 
Philadelphia,  W.  B.  Saunders  Co., 
1959,  p.  565. 
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The  Preferred* Antacid 


Tasty. . . 

Minty  Fresh. . . 
Non- Gritty 


For  Immediate 
and  Prolonged 
Relief  in 
Peptic  Ulcer 
and 

Hyperacidity 

^Preferred  for 

• potency 

• immediate  relief 

(within  seconds) 

• lasting  effect 

(4  hours  or  more) 

• milk-like  action 

• fresh  minty  taste 

• non-chalky  smoothness 

• freedom  from  effect  on 

intestinal  function 


t Patent  No.  2429596. 


TITRALAC®  TABLETS  QQ 

May  be  chewed,  dissolved 
in  mouth,  or  swallowed 
with  water.  Each  white, 
mint-flavored  tablet  con- 
tains glycine  0.18  Gm.  and 
Ca  carbonate  0.42  Gm. 
Bottles  of  100. 


TITRALAC®  LIQUID 


For  relief  in  a teaspoonful 
— not  ounces  or  table- 
spoonfuls. Each  5 cc.  tea- 
spoonful of  white,  mint- 
flavored  liquid  contains 
glycine  0.30  Gm.  and  Ca 
carbonate  0.70  Gm.  Bottles 
of  8 fluid  ounces. 


Norfhr/dge,  QaUfornlQ 
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Recent  discovery  of  the 
hormone,  erythropoietin, 
and  its  role  in  iron 


nietaholism  may  prove  a 
most  significant  advance 
in  clinical  hematology. 


ERYTHROPOIETIN 
FOUND  TO 
CONTROL 
RED  CELL 
FORMATION 


A wealth  of  evidence  now  confirms  the  fact 
that  red  blood  cell  production  is  controlled 
by  the  hormone,  erythropoietin. >-3  Demon- 
strated in  human  plasma,^  erythropoietin  has 
shown  its  activity  by  producing  reticulocy- 
tosis'  5-^  increasing  the  uptake  of  Fe^s  iso- 
tope in  circulating  red  cells,  and  increasing 
erythrocyte  precursors  in  marrow  cultures.3.8 

erythropoietin  levels  — new  criteria  in  diag- 
nosis of  anemia  Since  erythropoietin  is  so 
rapidly  used  up  in  the  process  of  erythro- 
poiesis,  increased  erythropoietin  blood  levels 
can  be  demonstrated  only  in  severe  anemia 
or  for  a short  time  after  the  start  of  acceler- 
ated production.^  Thereafter,  the  effect  of 
the  higher  levels  appears  only  as  an 
increased  erythroid  marrow  activity. Since 
the  hemopoietic  marrow  is  capable  of  pro 
ducing  more  red  cells  than  normally  required 
it  is  postulated  that  many  anemias  may  be  due  to  inadequate  erythro 
poietin  levels-a  result  of  subnormal  production  or  excessive  excretion 


how  does  erythropoietin  affect  iron  metabolism?  It  is  now  well  estab- 
lished that  absorption  and  utilization  of  iron  is  dependent  principally 
upon  the  degree  of  bone  marrow  erythropoiesis.''-'^  The  rate  of  erythro- 
poieses  is,  in  turn,  dependent  upon  erythropoietin  levels.  Thus,  the 
demand  for  iron  created  by  accelerated  erythropoiesis  is  satisfied  either 
by  increased  gastrointestinal  absorption  of  iron  or  by  mobilization  of 
storage  iron,  or  both.  Failure  to  consider  inadequate  erythropoietin 
levels  would  seemingly  account  for  the  frequently  disappointing  results 
so  often  seen  with  the  administration  of  iron  alone  in  the  treatment 
of  anemia. 


can  erythropoietin  levels  be  increased  by  medication?  Cobalt  has  been 
shown  to  be  strikingly  effective  in  increasing  the  production  of  erythro- 
poietin.'3.i4  It  is  the  only  known  therapeutic  agent  able  to  do  this. 
Thus  the  effect  of  cobalt-enhanced  erythropoietin  improves  iron  utiliza- 
tion and  causes  a prompt  and  marked  reticulocytosis  with  subsequent 
increase  in  hemoglobin  and  erythrocytes. 

The  new  concepts  of  the  cause,  diagnosis,  and  management  of  anemia 
may  now  be  applied  clinically  on  the  sound  basis  of  extensive  studies 
published  on  RONCOVITE*'— MF,  the  therapeutic  cobalt-iron  hematinic. 


(I)  Gordon,  A.  S.;  Pharmacol.  Rev.  39:1,  1959.  (2)  Erslev,  A.  J.;  J.  Lab,  & Clin.  Med. 
50.543.  1957.  (3)  Rosse,  W.  F.,  and  Gurney.  C.  W.:  J.  Lab.  & Clin.  Med.  53:446,  1959. 

(4)  Gurney,  C.  W.;  Goldwasser,  E.,  and  Pan.  C.:  J.  Lab.  & Chn.  Med.  50:534,  1957. 

(5)  Rambach,  W.  A.;  Alt,  H.  F.,  and  Cooper,  J.  A.  D.:  Blood  12:1101,  1957. 

(6)  Gordon,  A.  S.,  ct  al.:  Proc.  Soc.  Exp.  Biol.  & Med.  92:598,  1956.  (7)  Erslev,  A.  J.: 
Blood  10:954,  1955.  (8)  Goldwasser,  E.;  Jacobson,  L.  0.;  Fried,  W.,  and  Plzak,  L.  F ; 
Blood  13:55,  1958.  (9)  Stohlman,  F.,  Jr.,  and  Brecher,  G.:  Proc.  Soc.  Exp.  Biol. 
& Med.  100:40,  1959.  (10)  Kraus.  L.  M.,  and  Kraus.  A.  P.i  Fed.  Proc.  18:1051,  1959. 

(II)  Bothwell,  T.  H.;  Pirzio-BiroN,  G..  and  Finch,  C.  A.:  J.  Lab.  & Clin.  Med. 
51:24,  1958.  (12)  Beutier,  E..  and  Buttenwieser,  E.:  J.  Lab.  & Clin.  Med.  55:274,  1960. 

(13)  Goldwasser,  E.;  Jacobson,  L.  0.;  Fried.  W.,  and  Plzak,  L.;  Science  125:1085,  1957. 

(14)  Murdock.  H.  R.,  Jr.,  and  Klotz,  L.  J.;  J.  Am.  Pharm.  A.  (Scient.  Ed.)  48:143,  1959. 

For  a complete  background  file  on  erythropoietin,  the  erythropoietic 
hormone,  please  write  to  the  Medical  Service  Department  of; 


LLOYD  BROTHERS, 

Cincinnati  3,  Ohio 
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I breathing  spell  from  asthma 


a rapid  way  to  clear  the  airway 


» stops  wheezing 
k increases  cough  effectiveness 
k relieves  spasm 


In  chronic  disorders  associated  with  obstructed  respiration,  the  dependable  antispasmodic  and  expectorant 
action  of  Quadrinal  rapidly  clears  the  bronchial  tree.  Patients  breathe  more  easily  and  acute  episodes  of 
bronchospasm  are  often  eliminated.  Quadrinal  is  well  tolerated,  even  on  prolonged  administration.  The 
pot^ium  iodide  in  Quadrinal  provides  an  expectorant  of  time-tested  effectiveness  and  safety. 


Indications:  Bronchial  asthma,  chronic  bronchitis, 
pulmonary  fibrosis,  pulmonary  emphysema. 


Btiadrinai  Tablets,  containing  ephedrine  HCI  (24  mg.}, 
phenobarbital  (24  mg.),  ‘Phyllicin’*  (theophylline-calcium 
salicylate)  (130  mg.),  and  potassium  iodide  (0.3  (am.). 


Also  available - 

a new  Quadrinal  dosage  form  with  taste-appeal  for  all  age  groups 
fruit-flavored  QUADRINAL  SUSPENSION  tt  teaspoonful  = 1/2  Quadrinal  Tablet) 


KNOLL  PHARMACEUTICAL  COMPANY,  orange,  new  jersey 

"Cluadrinal,  Phylllcinf' 


attains 

sustains 

retains 


extra 

antibiotic 


• • 


attains  activity  sustains  activity 


levels  promptly 


levels  evenly 


DECLOMYCIN  Demethylchlortetracycline  attains— 
usually  within  two  hours-blood  levels  more  than  ade- 
quate to  suppress  susceptible  pathogens  — on  daily 
dosages  substantially  lower  than  those  required  to 
elicit  antibiotic  activity  of  comparable  intensity  with 
other  tetracyclines.  The  average,  effective,  adult 
daily  dose  of  other  tetracyclines  is  1 Gm.  With 
DECLOMYCIN,  it  is  only  600  mg. 


DECLOMYCIN  Demethylchlortetracycline  sustains, 
through  the  entire  therapeutic  course,  the  high  activ-  I 
ity  levels  needed  to  control  the  primary  infection  and 
to  check  secondary  infection  at  the  original  — or  at 
another— site.  This  combined  action  is  usually  sus- 
tained without  the  pronounced  hour-to-hour,  dose-to- 
dose,  peak-and-valley  fluctuations  which  character- 
ize other  tetracyclines. 


DECLOMYCIN-SUSTAINED  ACTIVITY  LEVELS 


OTHER  TETRACYCLINES-PEAKS  AND  VALLEYS 


POSITIVE  ANTIBACTERIAL  ACTION 


PROTECTION  AGAINST  PROBLEM  PATHOGENS 


LOMYCIN 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


retains  activity 

levels  24-48  hrs. 


DECLOMYCIN  Demethylchlortetracycline  retains  ac- 
tivity levels  up  to  48  hours  after  the  last  dose  is 
given.  At  least  a full,  extra  day  of  positive  action  may 
thus  be  confidently  expected.  The  average,  daily  adult 
dosage  for  the  average  infection  — 1 capsule  q.i.d.- 
is  the  same  as  \with  other  tetracyclines... but  total 
dosage  is  lower  and  duration  of  action  is  longer. 


CAPSULES,  150  mg.,  bottles  of  16  and  100.  Dosage: 
Average  infections-1  capsule  four  times  daily.  Severe 
infections-lnitial  dose  of  2 capsules,  then  1 capsule 
every  six  hours. 

PEDIATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with 
calibrated,  plastic  dropper.  Dosage:  1 to  2 drops  (3  to 
6 mg.)  per  pound  body  weight  per  day-divided  into 
4 doses. 

SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored), 
bottles  of  2 and  16  fl.  oz.  Dosage:  3 to  6 mg.  per 
pound  body  weight  per  day— divided  into  4 doses. 

PRECAUTIONS-As  with  other  antibiotics,  DECLOMYCIN 
may  occasionally  give  rise  to  glossitis,  stomatitis,  proc- 
titis, nausea,  diarrhea,  vaginitis  or  dermatitis.  A photo- 
dynamic reaction  to  sunlight  has  been  observed  in  a few 
patients  on  DECLOMYCIN.  Although  reversible  by  discon- 
tinuing therapy,  patients  should  avoid  exposure  to  in- 
tense sunlight.  If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possi- 
bility with  DECLOMYCIN,  as  with  other  antibiotics.  The 
patient  should  be  kept  under  constant  observation. 


LEDERLE  LABORATORIES 
A Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


I 


Rautrax-N  lowers  high  blood  pressure  gently, 
gradually  . . . protects  against  sharp  fluctuations 
in  the  normal  pressure  swing.  Rautrax-N  com- 
bines Raudixin,  the  cornerstone  of  antihyperten- 
sive therapy,  with  Naturetin,  the  new,  safer 
diuretic-antihypertensive  agent.  The  comple- 
mentary action  of  the  components  permits  a 
lower  dose  of  each  thus  reducing  the  incidence 
of  side  effects.  The  result:  Maximum  effective- 
ness, minimal  dosage,  enhanced  safety.  Rautrax-N 
also  contains  potassium  chloride  — for  added 
protection  against  possible  potassium  depletion 
during  maintenance  therapy. 


Svpj)ly:  Rautrax-N  — capsule-shaped  tablets  — 
50  mg.  Raudixin,  4 mg.  Naturetin,  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — cap- 
sule-shaped tablets  — 50  mg.  Raudixin,  2 mg. 
Naturetin,  and  400  mg.  potassium  chloride.  For 
complete  information  write  Squibb,  745  Fifth 
Avenue,  New  York  22,  N.  Y. 

*■ 

§ Rautrax-N 

Squibb  Standardized  Whole  Root  RauwoMia  Serpentina  (Raudixin) 
and  Benzydroflumethiazide  (^Naturetin)  with  Potassium  Chloride 


Squibb  Qu4ltty— Tba 
Pricclen  lagreditot 
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NASOPHARYNX  SPHENOID  TYMPANUM  TRANSVERSE 

A A / SINUS 


for  your  next  case  in  which  penicillin  is  indicated .. 


A dual-acting  skeletal  muscle  relaxant-analgesic,  combining  the  clinically 
proven  relaxant  action  of  Rouaxin  with  the  time-tested  pain  relieving 
action  of  aspirin. 

Each  Robaxisal  lablet  contains: 

Robaxin  (methocarbamol  Robins)  400  mg.  Acctylsalicylic  acid  (5  gr.) 325  mg. 

U.S.  P.t.  No.  2770049  \ e.  / 6 

Supply:  Bottles  of  100  and  500  pink-and-whitc  laminated  tablets. 

Or  Robaxi.SAL®-PH  (Rob.axin  with  Phenaphen®) — when  anxiety  is 
associated  with  painful  skeletal  muscle  spasm. 

Each  Robaxisal-PH  Tablet  contains: 

Robaxin  (methocarbamol  Robins)  400mg.  Acctylsalicylic  acid 81  mg. 

Phenacetin  97 mg.  Hyoscyamine  sulfate  O.OlOmg.  Phenobarbital  ()4  gr.)  8.1  mg. 
Supply:  Bottles  of  100  .and  5(K)  green-and-whitc  laminated  tablets. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Moking  totiay*s  mniicines  ^'ith  integnty . . . seeking  toinorrom/s  nvitli  pt  rsislenee. 


When 

severe  pain  accompanies 
skeletal  muscle  spas 
ease  both ‘pain  spasm’ 


with  Roba.xisa.1 

Robaxiv®  with  Aspirin 


hemorrhoidal 

SUPPOSITORIES 

with  cod  liver  oil 
for 

hemorrhoids 

in 

pregnancy 


Oa  suppository,  such  as  Desitin,  reduces  straining  at  the 
stool  by  lubricating  the  anal  canal.* 

conservative  treatment  is  indicated*-^  for  mild  to 
moderate  symptoms  of  simple  hemorrhoids,  fissures, 
cryptitis,  pruritus  ani . . . in  pregnant  and  other  patients. 


DESITIN  SUPPOSITORIES  lubricate,  soothe,  protect,  ease 
pain,  itching ...  and  aid  healing  (with  Norwegian  cod  liver 
oil,  rich  in  vitamins  A and  D and  unsaturated  fatty  acids). 
Free  from  drugs  which  might  mask  serious  rectal  disease. 

Write  for  samples  and  literature*-3 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 


For  your 

OB-GYN 

patients: 

fight 

infection, 

facilitate 

healing 


Administered  before  and  after  cervicovaginal  surgery, 
irradiation,  delivery,  and  office  procedures  such  as  cau- 
terization, Furacin  helps  to  provide  a shorter,  more 
comfortable  convalescence.  Infection  is  promptly  con- 
trolled; discharge,  irritation  and  malodor  reduced; 
healing  hastened.  Furacin  is  highly  active  in  the  pres- 
ence of  exudates,  yet  is  nontoxic  to  regenerating  tissue, 
does  not  induce  significant  bacterial  resistance  nor 
courage  monilial  overgrowth. 


brtnd  of  nitrofuraione 


Vaginal  Suppositories 

Furacin  0.3%  in  a water-miscible  base 
which  melts  at  body  temperature.  Box 
of  12,  each  2 Gm.  suppository  hermet- 
ically sealed  in  yellow  foil. 

Cream 

Furacin  0.2%  in  a fine  cream  base, 
water-miscible  and  self -emulsifying  in 
body  fluids.  Tubes  of  3 oz.,  with  plastic, 
plunger-type  vaginal  applicator. 


THE  NITROFURANS- 

a unique  class  of  antimicrobials 

EATON  LABORATORIES,  NORWICH,  NEW  YOBlfi 
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ROCHE 

LABORATORIES 
Vision  ot  Holfmann-La  Roche  Inc. 


Assure  balanced  nutritional  support  from  the 

very  first  days  of  life  with  Vt-PENTA  DROPS— 
dependable  vitamin  formulations. 

-Vitamins  to  meet  their  growing  needs 


I 


GENTLE 
STIMULATION 
OF  COLONIC 
PERISTALSIS 


The  active  principle  of  Dorbane 
reaches  the  colon  through  the  circula- 
tion. It  acts  directly  and  selectively 
upon  the  intrinsic  plexus  of  the  colon. 
The  small  bowel  is  not  affected.  With- 
in 6 to  12  hours  evacuation  occurs 
without  cramping  or  griping.  Non- 
habituating. Each  scored  tablet  of 
Dorbane  contains  75  mg.,  and  each 
teaspoonful  of  orange-flavored  liquid 
contains  37.5  mg.  of  1,8  dihydroxy- 
anthraquinone.  Suitable  for  patients 
of  all  ages. 


Dorbantyl  combines  the  colonic  stim- 
ulant action  of  Dorbane  (25  mg.)  with 
the  stool-softening  effect  of  dioctyl 
sodium  sulfosuccinate  (50  mg.),  an 
inert  and  safe  surface-wetting  agent, 
in  each  orange-and-black  capsule. 


Dorbantyl  Forte  offers  double  strength 
dosage  of  the  Dorbantyl  combination 
for  greater  convenience  and  economy 
for  patients  requiring  extra  potency. 
In  orange-and-gray  capsules. 


N^rthfidgt,  C«A7omt'a 


_ without 
whipping 
the  bowel 

DORBANE 

© 0 

DORBANTYL^ 


DORBANTYL  FORTE 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Bravisol  has  a gentle,  graded  abrasive 
action  that  attacks  the  acne  lesion 
simply  and  directly.  Helps  open 
plugged  pores,  reduce  postules  and 
blackheads,  control  oiliness. 
Outstanding  success  on  thousands 
of  acne  cases.  Brasivol  (pat. 
pend.)  contains:  mild  abrasive 
( AI0O3 ) , hexachlorophene 
' 1% , drying  soap-and- 
detergent  base. 

Write  for  samples  and  literature. 


Logical  Dcrmatologicals — since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N .Y. 

Cinada;  Winler-Morris  Co.,  LM.,  Meotrotl  21 


Fine  Medium  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  (he  more  acute  cases. 


THERAPY  FOR  ACNE 

in  certain  countries  BrSsivol  available  as  DENCO-BRAS"^ 


(STIEFEU) 
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“Just  think.  He’s  only  two  hours  old  and  his  share  of 
the  national  debt  is  already  $1,646.” 
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What’s  she  doing  that’s  of  medical  interest? 


She’s  drinking  a glass  of  pure  Florida  orange  juice.  And 
that’s  important  to  her  physician  for  several  reasons. 

Hoiu  your  patients  obtain  their  vitamins  or  any  of 
the  other  nutrients  found  in  citrus  fruits  is  of  great 
medical  interest  — considering  the  fact  there  are  so 
many  wrong  ways  of  doing  it,  so  many  substitutes  and 
imitations  for  the  real  thing. 

Actually,  there’s  no  better  way  for  this  young  lady 
to  obtain  her  vitamin  C than  by  doing  just  what  she  is 
doing,  for  there’s  no  better  source  than  oranges  and 
grapefruit  ripened  in  the  Florida  sunshine.  There’s  no 
substitute  for  the  result  of  nature’s  own  mysterious 
chemistry,  flourishing  in  the  warmth  of  this  luxurious 
peninsula. 


An  obvious  truth,  you  might  say,  but  not  so  obvious 
to  the  parents  of  many  teen-agers. 

We  know  that  a tall  glass  of  orange  juice  is  just 
about  the  best  thing  they  can  reach  for  when  they  raid 
the  refrigerator.  We  also  know  that  if  you  encourage 
this  refreshing  and  healthful  habit,  you’ll  be  helping 
patients  to  the  finest  between-meals  drink  there  is. 

Nothing  has  ever  matched  the  quality  of  Florida 
citrus  — watched  over  as  it  is  by  a State  Commission 
that  enforces  the  world’s  highest  standards  for  quality 
in  fresh,  frozen,  canned  or  cartoned  citrus  fruits  and 
juices. 

That’s  why  the  young  lady’s  activities  are  of  medical 
interest. 


®Florida  Citrus  Commission,  Lakeland,  Florida 


INDEX  TO  ADVERTISED  PRODUCTS 


rational  aspect 
of  civilized  living... 
beverage  alcohol. 


TARD  COGNAC 

a celebrated  example 
of  the  French  Art. 
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The  Only  Cognac  Made  and  Bottled  at  The  Chateau  de 
Cognac.  IMPORTED  OTARD  COGNAC.  V.S.O.P., 80  PROOF 
3 STAR,  84  PROOF  • SCHENLEY  IMPORT  CO..  NEW  YORK 


“//  i/ou  plan  to  take  your  wheelchair  out  on  the  hospital 
lawn  you’ll  need  dealer’s  plates.” 
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IF  YOUR  OWN  WIFE  WERE 
A SPONTANEOUS  ABORTER 

...WHAT  WOULD  YOU  DO,  DOCTOR? 


1,425  physicians  answered  this  question 
by  treating  abortion-prone  women  in  their  own 
families  with  Hesper-C  Prenatal,  i,248  successful 
pregnancies  (87.6%)  resulted.’ 

Fetal  salvage  rates  as  high  as  95%  have  been 
achieved  when  hesperidin  complex  and  ascorbic 
acid  (as  provided  by  Hesper-C  Prenatal)  were 
administered  with  the  usual  vitamin  and 
mineral  supplementation.*  ’ 

Hesper-C  Prenatal  (hesperidin  complex,  ascorbic 
acid  plus  vitamin-mineral  supplementation) 
provides  an  established  therapy  for  the 
restoration  and  maintenance  of  capillary  integrity. 

It  thus  helps  protect  the  habitual  aborter  and 
every  pregnant  woman  against  the  decidual 
bleeding  and  spontaneous  abortion  triggered 
by  capillary  fragility. 

1.  For  further  information  concerning  this  study,  contact 
C.  R.  Stevenson,  M.D.,  Medical  Director,  The  National 
Drug  Company.  2.  Javert,  C.:  Obst.  & Gynec.  3:420,  1954. 
3.  Greenblatt,  R.  B.:  Obst.  & Gynec.  2:530,  1953. 

Hesper-C 
Prenatal 

a precaution  in  every  pregnancy 
a necessity  in  habitual  abortion 


1 


Division  of  Richardson-Merrell  Inc. 

THE  NATIONAL  DRUG  COMPANY 

Philadelphia  44,  Pa. 


HCP— 1819/60  10/60 
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CASES 


AFTER  SARDO* 

Excellent  Good  Poor 


49  Senile  skin 
26  Dry  Skin  in  younger 
patients  (diabetes,  etc.) 
20  Atopic  dermatitis 
13  Actinic  changes 
10  Ichthyosis 

Skin  Conditions 
20  Nummular  dermatitis 
10  Neurodermatitis 


32 

13  4 

14 

11  1 

8 

10  2 

9 

4 

3 

4 3 

Benefited 

No  Benefit 

19 

1 

10 

— 

SARDO  acts*-2  to  (A)  lubricate  and  soften  skin,  (B)  replenish  natural  i.  weissberg,  g.: 

emollient  oil,  (C)  prevent  excessive  evaporation  of  essential  moisture.  ?ggQ  ’ 


SARDO  releases  millions  of  microfine  water-miscible  globules  to  pro- 
vide a soothing  suspension  which  enhances  the  efficacy  of  your  other 
therapy. 

SARDO  is  pleasant,  convenient,  easy  to  use;  non-sticky,  non-sensitiz- 
ing. Bottles  of  4, 8 and  16  oz. 


2.  Spoor,  H.  J.: 
N.  Y.  St.  J.  Med., 
Oct.  15,  1958. 


*patent  pending 
TM.  ©1960 


for  SAMPLES  and  complete  reprint  of  Weissberg  paper,  please  write . . . 

SCLVdeCLUy  Iuc»  75  East  55th  street.  New  York  22,  N.Y. 
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A STANDARD  IN  THE  MANAGEMENT  OF  GLAUCOMA 

DIAMOX  is  indicated  as  an  immediate  emergency  measure  with  miotics  to  lower  intraocular 
pressure.’  * ■ DIAMOX  promptly  relieves  pain’  and  improves  medical  or  surgical  prognosis 
by  clearing  corneal  edema.'  ■ DIAMOX  minimizes  the  danger  of  surgical  complications 
and  increases  the  chance  of  success  by  reducing  congestion  preoperatively  and  maintain- 
ing low  postoperative  tension.’  ’ ■ DIAMOX  provided  more  than  40  per  cent  decrease  in  aque- 
ous flow  in  83  per  cent  of  440  eyes  with  various  glaucomatous  conditions.'  Other  reports’  ’ 
also  indicate  a reduction  of  one-third  to  one-half.  ■ DIAMOX  was  preferred  on  the  basis  of 
efficacy,  toleration,  or  dosage  levels  in  a comparison  of  four  carbonic  anhydrase  inhibitors.’ 


LEDERLE  UBORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


to 


Recommended  Average  Dosage  in  Glaucoma; 

One  tablet,  250  mg.,  every  four  hours.  Supplied: 

Scored  tablets  of  250  mg.,  bottles  of  25 
and  100.  Vials  of  500  mg.  for  parenteral 
use.  ■ References:  1.  Becker,  B.: 

In:  Symposium  on  Glaucoma,  C.  V. 

Mosby  Company,  St.  Louis,  1959, 

p.  172.  • 2.  Benedict,  W.  H.:  M Times  pressure 


48:33  (Jan.)  1960  • 3.  Carbajal,  U.  M.:  Eye, 
Ear,  Nose  & Throat  Monthly  39:60  (Jan.)  1960. 
..  • 4.  Chandler,  P.  A.:  y).A7.A.  4rc/».  OpA/A.  62:1101 

(Dec.)  1959.  • 5.  Duke-Elder,  S.:  Canad. 
, A7.  4.  ,7.82:293  (Feb.)  1960.  • 6.  Gorrilla, 

1 Ini'  V.  L.:  Arizona  Med.  16:187  (Mar.) 

1959.  • 7.  Henry,  M.  M.,  and  Lee, 
P.:  Am.  J.  Ophth.  47:199  (Feb.)  1959. 
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massages 
pain  away 

in  musculoskeletal 
involvements' 

GER-O-FOAM 

(aerosol  foam) 

relieves  pain,  spasm; 
improves  function 
increases  tolerance 
to  exercise 


GER-O-FOAM's  exclu- 
sive formula  provides 
for  the  first  time  deeply 
absorbed  analgesic- 
anesthetic  agents  in 
aerosol  form— to  per- 
meate and  anesthetize 
sensory  nerve  endings. 

Relief  in  minutes,  lasting 
for  hours  in  . . . rheuma- 
toid arthritis,  osteoar- 
thritis, muscie  sprain, 
fibromyositis,  low  back 
pain  . . . even  in  chronic 
intractable  cases. 

GER-O-FOAM  combines: 
Methyl  salicylate  30%,  ben- 
zocaine  3%,  in  a neutralized 
emulsion  base,  permitting 
fast  penetration  through  the 
stratum  corneum. 


and  reprint  from 

GERIATRIC  PHARMACEUTICAL  CORP. 

Bellerose,  New  York 

Pioneers  In  Oerlatrle  Research 


1.  Gordon,  E.  E.  and  Haas,  A.: 
Industrial  Medicine  & Surgery 
28:217,  1959. 


MATERN ITY 
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THE  STOMACH 
FREE  OF  PAIN 


THE  MIND  OFF 
THE  STOMACH 


Milpath  acts  quickly  to  suppress  pain  and 
spasm,  and  to  allay  anxiety  and  tension 
with  minimal  side  eflFects. 


AVAILABLE 
IN  TWO 
POTENCIES; 


Milpath-400  - Yellow,  scored  tablets  of 
400  mg.  Miltown  (meprobamate)  and 
25  mg.  tridihexethyl  chloride.  Bottle  of  50. 

Dosage:  1 tablet  t.i.d.  at  mealtime  and 
2 at  bedtime. 

Milpath-200  — Yellow,  coated  tablets  of 
200  mg.  Miltown  (meprobamate)  and 
25  mg.  tridihexethyl  chloride.  Bottle  of  50. 

Dosage:  1 or  2 tablets  t.i.d.  at  mealtime 
and  2 at  bedtime. 


Milpatfi 

®MiItown  + anticholinergic 


WALLACE  LABORATORIES  Cranbury,  N.  J. 
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6CNTIAN  VIOLET 

VAGIN AU  TABLETS 

WITH  AEELICATOi 


Antibiotic  Moniliasis 
Pregnancy  Moniliasis 
Diabetic  Vulvitis 
Persistent  Mixed  infections 


GENTIAN  VIOLET 
VAGINAL  TABLETS 


The  only  specific  antimycotic  vaginal 
tablet  with  a “gel”  forming  base. 
May  be  handled  without  staining. 


* Simple  to  use  • No  messiness 

* Shorter  treatment  time 

* Aesthetically  acceptable 

■ Potent  fungicide  and  bactericide 

Literature  and  sample  available. 

Supplied  in  boxes  of  12  tablets, 
each  hermetically  sealed;  conveni- 
ent applicator. 


ACTIVF  INGHKOIENTS:  AlL.tldimelhtlhi'n- 
z^lunimoniiim  chloride  .05  mgm..  Polyo«>eth>- 
lencnonylphenol  10.0  mgrti.,  Pol>ethleneGI>col 
Tert-Dodecyllhioether  5.0  mgm. 


HOLLAND-R ANTOS  CO.,  INC.  • 145  Hudson  street  • New  York  13,  N.  Y. 
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double 
trouble 
of  the 
g.l.  tract? 


spasm 

hyperacidity 

pain... 

intensified  by 
tension 
anxiety 


dual  action 
in  the 

therapeutic 

attack 


ENARAX  provides 
10  mg.  oxyphencyclimine 
the  inherently 
long-acting  anticholinergic 
plus  25  mg.  ATARAX r 
the  tranquilizer 
that  does  not  stimulate 
gastric  secretion 


Proven  effective  for  continuous  relief  of  both  physical  and  emotional  aspects  of  G.l.  disease  — 
hypermotility,  hyperacidity,  and  hyperemotivity.  One  tablet  b.i.d.  provides  24-hour  control  of 
symptoms  in  peptic  ulcer,  gastritis,  gastroenteritis,  colitis,  functional  bowel  syndrome,  duodenitis, 
hiatus  hernia  (symptomatic),  irritable  bowel  syndrome,  pylorospasm,  cardiospasm,  biliary  tract 
dysfunctions,  and  dysmenorrhea,  enarax  has  been  successful  in  92%  of  cases. Let  your  G.l. 
patients  profit  from  its  dual,  full-time  therapeutic  action. 

Dosage;  One-half  to  one  tablet  twice  daily  — preferably  in  the  morning  and  before  retiring.  The  maintenance 
dose  should  be  adjusted  according  to  the  therapeutic  response.  Use  with  caution  in  patients  with  prostatic 
hypertrophy  and  only  with  ophthalmological  supervision  in  glaucoma.  Supplied:  In  bottles  of  60  black-and-white 
scored  tablets.  Prescription  only. 

References;  1.  Hock,  C.  W.:  Am.  J.  Gastroenterol.  34:293  (Sept.)  1960.  2.  Leming.  B.  H..  Jr.:  Clin.  Med.  6:423  (Mar.) 
1959.  3.  Data  in  Roerie  Medical  Department  files.  tbrand  of  hydrox/zine 

@ New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being"” 
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only  2 seconds  to  specify 


mRximum 

quniiTV 

It  takes  only  2 seconds  to  specify 
“THYROID  ARMOUR”  on  a 
prescription  blank,  yet  these  words 
represent  the  highest  grade  thyroid 
available,  manufactured  with 
all  the  control  skills  learned  during 
three-quarters  of  a century  of 
experience  with  endocrine  products. 
THYROID  ARMOUR  is  the  original 
standard  of  comparison  for  ail 
thyroid  preparations,  and  is 
regarded  throughout  the  world 
as  the  quality  thyroid  product. 

ARMOUR  PHARMACEUTICAL  COMPANY 

KANKAKEE,  ILLINOIS  ArmouT  Mettus  Protection 


THYROID  U.S.P. 

Thyroid  Tablets  (Armour)  are  prepared  from  fresh 
selected  glands,  desiccated  and  standardized  by  ofTicial 
U.S.P.  method  to  contain  0.2  per  cent  of  iodine  in  thyroid 
combination.  Thyroid  Powder  U.S.P.  (Armour)  is 
standardized  and  of  uniform  potency.  USES:  Thyroid 
deficiencies,  cretinism,  myxedema,  nodular  goiter  (non- 
toxic), non-nodular  goiter.  A variety  of  clinical  condi- 
tions will  respond  to  the  use  of  Thyroid  (Armour)  when 
subclinical  hypothyroidism  is  Involved,  i.e.,  gynecologic 
conditions  such  as  functional  menstrual  disorders,  ster- 
ility, habitual  abortion ; recurring  conjunctivitis ; certain 
types  of  anemias  and  obesity;  and  certain  changes 
which  occur  in  hair,  skin  and  fingernails.  DOSAGE:  V* 
to  S grains  daily  as  required  by  clinical  condition. 
Therapeutic  effect  develops  slowly  and  lasts  for  two 
months  or  longer.  Thus  the  daily  dose  may  be  given  as 
a single  dose  (preferably  in  the  morning)  rather  than 
severaltimes  daily.  Patients  treated  with  thyroid  should 
be  continuously  under  the  physician's  observation. 
CONTRAINDICATIONS:  Heart  disease  and  hyperten- 
sion. unless  the  metabolic  rate  is  low.  SUPPLIED: 
Tablets— bottles  of  100, 1000  and  larger:  potencies  of 
1.  2and  5 grains.  Powder-1  oz.  4 oz  .and  1 lb. 

bottles. 


©Jan.  1961,  A.  P.  Co. 
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How 

do 

Filmtar 

coated 

vitamins 

stack 

up? 


Up  until  the  moment  we  put  the  coatings  on  the  Optilets® 
below,  the  tablets  were  all  the  same.  Now,  consider  the 
diflferences. 

The  column  on  the  left  contains  125  Optilets  with  a 
conventional  sugar  coating. 

The  column  on  the  right — 125  Optilets  with  a Filmtab 
coating. 

How  do  they  stack  up? 

Well  it’s  easy  to  see  that  the  column  on  the  right  is  much 
shorter.  That’s  because  the  Filmtab  coating  cuts  tablet 
bulk  up  to  30%.  The  result  is  a small,  streamlined  vitamin 
that’s  easy  to  swallow — the  most  compact  tablet  of  its  kind. 

And  when  it  comes  to  protecting  potency  (the  main 
function  of  a coating),  the  Filmtab  is  in  a class  by  itself. 
Sugar  coatings,  by  their  very  nature,  are  aqueous  solutions. 
Yet  every  measure  must  be  taken  to  keep  moisture  out  of 
the  vital  tablet  core,  necessitating  “seal”  coats  which  also 
increase  bulk.  The  Filmtab  operation,  on  the  other  hand,  is 
essentially  an  anhydrous  procedure.  Seal  coats  are  neither 
used  nor  needed.  The  chances  of  moisture  being  trapped 
inside  the  tablet  are  infinitesimal. 

No  chipping  or  breaking,  no  vitamin  tastes  or  odors, 
no  wasted  vitamins — thanks  to  the  Filmtab 
coating. 

Only  the  Abbott  Filmtab  offers  so  much  in  I 

so  little. 


Filmtab— Film-sealed  Tablets,  Abbott. 


I,  ABBOTT  LABORATORIES 


10103: 


Abbott 
Vitamins 
Stay 
On  the 
Table 


MAINTENANCE  FORMULAS 


DAYTEENS^'*  To  help  Insure  optiomal  nutrition 
in  growing  teenagers 
Each  Filmtab®  represents: 


Vitamin  A (5000  units)  1.5  mg. 

Vitamin  D (1000  units)  25  meg. 

Thiamine  Mononitrate  (Bi) 2 mg. 

Riboflavin  (Ba) 2 mg. 

Nicotinamide 20  mg. 

Pyridoxine  Hydrochloride 0.5  mg. 

Cobalamin  (Vitamin  B12) 2 meg. 

Calcium  Pantothenate 5 mg. 

Ascorbic  Acid  (C) 50  mg. 

Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 0.15  mg. 

Iodine  (as  calcium  iodate) 0.1  mg. 

Manganese  (as  sulfate) 0.05  mg. 

Magnesium  (as  oxide) 0.15  mg. 

Calcium  (as  phosphate) 250  mg. 

Phosphorus  (as  calcium  phosphate). . . . 193  mg. 
In  table  bottles  of  100,  bottles  of  250  & 1000 


. . . ill  attractive  daily-reminder  table-bottles 


THERAPEUTIC  FORMULAS 


DAYALETS®  Extra-potent  maintenance  formu- 
las, ideal  for  the  nutritionally  "run-down" 

Each  Filmtab®  represents: 

Vitamin  A 3 mg.  (10,000  units) 

Vitamin  D 25  meg.  (1000  units) 

Thiamine  Mononitrate 5 mg. 

Riboflavin 5 mg. 

Nicotinamide 25  mg. 

Pyridoxine  Hydrochloride 2 mg. 

Cobalamin  (Vitamin  B12) 2 meg. 

Calcium  Pantothenate 5 mg. 

Ascorbic  Acid 100  mg. 

In  table  bottles  of  100,  bottles  of  50,  250  & 1000 

DAYALETS-M®  Each  Filmtab  represents  all  the 
vitamins  of  Dayalets  plus  the  following: 


Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 1 mg. 

Iodine  (as  calcium  iodate) 0.15  mg. 

Cobalt  (as  sulfate) 0.1  mg. 

Manganese  (as  sulfate) 1 mg. 

Magnesium  (as  oxide) 5 mg. 

Zinc  (as  sulfate) 1.5  mg. 

Molybdenum  (as  sodium  molybdate). ...  0.2  mg. 

In  table  bottles  of  100  & 250,  bottles  of  1000 


OPTILETS®  Therapeutic  formulas  for  more 
severe  deficiencies— illness,  infection,  etc. 

Each  Filmtab®  represents: 

Vitamin  A 7.5  mg. (25,000  units) 

Vitamin  D 25  meg.  (1000  units) 

Thiamine  Hydrochloride 10  mg. 

Riboflavin 5 mg. 

Nicotinamide 100  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Cobalamin  (Vitamin  B12) 6 meg. 

Calcium  Pantothenate 20  mg. 

Ascorbic  Acid 200  mg. 

In  table  bottles  of  30  & 100,  bottles  of  1000 

OPTILETS-M®  Each  Filmtab  represents  all  the 
vitamins  of  Optilets  plus  the  following: 


Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 1 mg. 

Iodine  (as  calcium  iodate) 0.15  mg. 

Cobalt  (as  sulfate) 0.1  mg. 

Manganese  (as  sulfate) 1 mg. 

Magnesium  (as  oxide) 5 mg. 

Zinc  (as  sulfate) 1.5  mg. 

Molybdenum  (as  sodium  molybdate) ....  0.2  mg. 

In  table  bottles  of  30  & 100,  bottles  of  1000 


SUR-BEX®  WITH  C Therapeutic  B-complex 
with  C,  for  convalescence,  stress,  post-surgery. 
Each  Filmtab®  represents: 


Thiamine  Mononitrate 6 mg. 

Riboflavin 6 mg. 

Nicotinamide  30  mg. 

Pyridoxine  Hydrochloride 2.5  mg. 

Cobalamin  (Vitamin  812) 2 meg. 

Calcium  Pantothenate 10  mg. 

Ascorbic  Acid 150  mg. 

Desiccated  Liver,  N.F 150  mg. 

Liver  Fraction  2,  N.F 150  mg. 

Brewer's  Yeast  Dried 150  mg. 


In  table  bottles  of  60.  bottles  of  100,  500  & 1000 


TABLE  BOTTLES  AT  NO  EXTRA  COST 

VITAMINS  BY  ABBOTT 


TM— TRADEMARK 

• FILMrAB—  FILM-SEALED  TABLETS.  ABBOTT 
01960,  ABBOTT  LABORATORIES  101031B 


“R  Day” 

for  the  neuritis  patient 
can  be  tomorrow 


“R  'DsLy^—when  pain  is  relieved— can  come  early  for  patients  with 
inflammatory  (non-traumatic)  neuritis  if  treatment  with  Protamide 
is  started  promptly  after  onset. 

Protamide  is  the  therapy  of  choice  for  either  early  or  delayed 
treatment,  but  early  use  assures  greatest  efficacy. 

For  example,  in  a 4-year  study ^ and  a 26-month  study-  a combined 
total  of  374  neuritis  patients  treated  with  Protamide  during  the 
first  week  of  symptoms  responded  as  follows: 

60%  required  only  1 or  2 daily  injections  for  complete  relief 
96%  experienced  excellent  or  good  results  with  5 or  less  injections 


Thus,  the  neuritis  patient’s  first  visit— especially  an  early  one 
affords  the  opportunity  to  speed  his  personal  “R  Day.” 

Protamide  is  available  at  pharmacies  and  supply  houses 
in  boxes  of  ten  1.3  cc.  ampuls.  Intramuscularly  only, 
one  ampul  daily. 

PROTAMIDE 


REFER  TO 

pdrI 

PAGE  813 


wm/in 

Detroit  1 1,  Michigan 


1.  Lehrer,  H.  W.,  et  al.:  Northwest  Med.  75:1249,  1955. 

2.  .Smith,  Richard  T. : New  York  Med.  8:16,  1 952. 
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Because  the  active  ingredients  of  a spermicidal  prepara- 
tion must  diffuse  rapidly  into  the  seminal  clot  and 
throughout  the  vaginal  canal  to  be  clinically  effective. 

Lanesta  Gel  offers  this  dual  protection.  Its  four 
spermicidal  agents  quickly  invade  the  clot  to  stop  the 
main  body  of  sperm.  It  spreads  evenly  and  quickly 
throughout  the  vaginal  canal— seeks  out  every  wrinkle 
and  fold  that  may  offer  concealment  to  sperm.  With 
this  rapid  diffusion,  your  patient  receives  full  benefit 
of  the  swift  spermicidal  action  of  Lanesta  Gel  — in 
minutes  — a decisive  measure  in  conception  control. 

In  Lanesta  Gel  7 -chloro-4-indanol,  a new,  effective, 
nonirritating,  nonallergenic  spermicide,  produces  im- 
mediate immobilization  of  spermatozoa  in  dilution 


of  up  to  1 : 4,000.  The  addition  of  10  per  cent  NaCl  in 
ionic  form  greatly  accelerates  spermicidal  action.  Ri- 
cinoleic  acid  facilitates  rapid  inactivation  and  immo- 
bilization of  spermatozoa  and  sodium  lauryl  sulfate 
acts  as  a dispersing  agent  and  spermicidal  detergent. 

Lanesta  Gel  with  a diaphragm  provides  one  of  the 
most  effective  means  of  conception  control. 
However,  whether  used  with  or  without  a 
diaphragm,  the  patient  and  you,  doctor,  can 
be  certain  that  Lanesta  Gel  provides  faster 
spermicidal  action  — plus  essential  diffusion 
and  retention  of  the  spermicidal  agents  in 
a position  where  they  can  act  upon  the 
spermatozoa. 


Lanesta  Gel,  3 oz.  tube,  with  easy  clean  applicator,  in  an  attractive  purse.  Lanesta  Gel,  3 oz.  tube  with  j A product 
applicator;  3 oz.  refill  tube  — available  at  all  pharmacies.  gf  LOfltOOn* 

I research. 


Manufaciured  by  Esu  Medical  Laboratories,  loc..  AJliarscc,  Ohio.  Disuibuted  by  GEORGE  A.  BREON  & Co..  New  York  18.  N.  Y.  
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for 

real  or  potential 
ulcer... 

PATHIBAMATE^ 

meprobamate  with  Pathilon®  tridihexethyl  chloride  Lederle 

anticholinergic... 

treats  the  trauma 
tranquilizer... 

controls  the  tension 

Indications:  duodenal  ulcer;  gastric  ulcer;  intestinal 
colic;  spastic  and  irritable  colon;  ileitis;  esophag- 
eal spasm;  anxiety  neurosis  with  gastrointestinal 
symptoms,  and  gastric  hypermotility. 

Administration  and  Dosage:  PATHIBAMATE-400  (full 
meprobamate  effect)— 1 tablet  three  times  a day 
at  mealtime,  and  2 tablets  at  bedtime. 
PATHIBAMATE-200  (limited  meprobamate 
effect)— 1 or  2 tablets  three  times  a day  at  meal- 
time, and  2 tablets  at  bedtime.  Adjust  to  patient 
response. 

Contraindications:  glaucoma;  pyloric  obstruction, 
and  obstruction  of  the  urinary  bladder  neck. 

LEDERLE  LABORATORIES 

A Division  of  AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


ARE  THERE  ALTERNATIVES  WHEN 
INSULIN  IS  IMPRACTICABLE? 


Diabinese* 

BRAND  OF  CHLORPROPAMIDE 

the  oral  antidiabetic 
most  likety  to  succeed 


■for  examyte  — when  controt  with  insutin  is  unsatisfactory 
because  of  intolerance,  atrophy  at  site  of  injection,  or  overinsu- 
linization,  consider  replacement  or  reduction  of  insulin  dosage 
with  DIABINESE.  Experience  has  shown  that  DiABINESE  can 
replace  insulin  even  in  patients  whose  requirements  exceed  40 
units  of  insulin  daily d In  other  moderate  to  severe  cases,  ad- 
junctive use  of  DIABINESE  may  improve  24-hour  control  while 
reducing  the  insulin  requirement.^ 

1.  liliicli,".!.,  iuul  L(“iili:mlt,  A.:  Ann.  New  York  Acad.  Sc.  74:9.54,  195!). 

2.  A..M ..\.  Council  on  1 )nij^s : .J . A.M . A.  172:57,  1 950. 


FOR  MAXIMAL  ASSURANCE  OF  CONTINUOUS  BLOOD- 
SUGAR  CONTROL  WITH  ORAL  THERAPY- DIABINESE 


to  replacp  or  reduce  insjdin  dosage 
to  ensure  cmdrol  tchere  diet  alone  has  failed 
to  realize  the  full  potential  of  oral  therapy 


IN  BRIEF 


\ 


DIABINESE,  a potent  sulfonylurea,  provides 
smooth,  long-lasting  control  of  blood  sugar 
permitting  economy  and  simplicity  of  low, 
once-a-day  dosage.  Moreover,  diabinese  often 
works  where  other  agents  have  failed  to  give 
satisfactory  control. 

INDICATIONS : Uncomplicated  diabetes  mel- 
litus  of  stable,  mild  or  moderately  severe  non- 
ketotic, maturity-onset  type.  Certain  “brittle” 
patients  may  be  helped  to  smoother  control 
with  reduced  insulin  requirements. 

ADMINISTRATION  AND  DOSAGE: 
Familiarity  with  criteria  for  patient  selection, 
continued  close  medical  supervision,  and  ob- 
servance by  the  patient  of  good  dietary  and 
hygienic  habits  are  essential. 

Like  insulin,  diabinese  dosage  must  be  regu- 
lated to  individual  patient  requirements.  Aver- 
age maintenance  dosage  is  100-500  mg.  daily. 
For  most  patients  the  recommended  starting 
dose  is  250  mg.  given  once  daily.  Geriatric 
patients  should  be  started  on  100-125  mg.  daily. 
A priming  dose  is  not  necessary  and  should 
not  be  used;  most  patients  should  be  main- 
tained on  500  mg.  or  less  daily.  Maintenance 
dosage  above  750  mg.  should  be  avoided.  Before 
initiating  therapy,  consult  complete  dosage 
information. 

SIDE  EFFECTS : In  the  main,  side  effects, 
e.g.,  hypoglycemia,  gastrointestinal  intoler- 
ance, and  neurologic  reactions,  are  related  to 
dosage.  They  are  not  encountered  frequently 


Science  for  the  world’s  well-being™ 


on  presently  recommended  low  dosage.  There 
have  been,  however,  occasional  cases  of  jaun-  , 
dice  and  skin  eruptions  primarily  due  to  drug 
sensitivity;  other  side  effects  which  may  be 
idiosyncratic  are  occasional  diarrhea  (some- 
times sanguineous)  and  hematologic  reactions.  ' | 
Since  sensitivity  reactions  usually  occur  within 
the  first  six  weeks  of  therapy,  a time  when  the 
patient  is  under  very  close  supervision,  they 
may  be  readily  detected.  Should  sensitivity 
reactions  be  detected,  diabinese  should  be  dis-  ! 
continued.  . , 

PRECAUTIONS  AND  CONTRAINDICA-  | ! 
TIONS:  If  hypoglycemia  is  encountered,  the  ' { 
patient  must  be  observed  and  treated  con- 
tinuously as  necessary,  usually  3-5  days,  since  • ; 
DIABINESE  is  not  significantly  metabolized  and 
is  excreted  slowly,  diabinese  as  the  sole  agent 
is  not  indicated  in  juvenile  diabetes  mellitus 
and  unstable  or  severely  “brittle”  diabetes 
mellitus  of  the  adult  type.  Contraindicated  in  ,|f| 
patients  with  hepatic  dysfunction  and  in  dia-  . ['/ 
betes  complicated  by  ketosis,  acidosis,  diabetic  ( 
coma,  fever,  severe  trauma,  gangrene,  Ray-  | | 
naud’s  disease,  or  severe  impairment  of  renal  i 
or  thyroid  function,  diabinese  may  prolong  the  : ilt; 
activity  of  barbiturates.  An  effect  like  that  of 
disulfiram  has  been  noted  when  patients  on  :j| 
diabinese  drink  alcoholic  beverages.  ' ijl 


SUPPLIED : As  100  mg.  and  250  mg.  scored  ' 
chlorpropamide  tablets.  , . 


More  detailed  professional  information  avail-  , ^ 
able  on  request. 


PFIZER  IjABORATORIES 

Division,  Chas.  Pfizer  (p-  Co.,  Inc.  Brooklyn  6,  New  Yor) 


Put  your 

low-back  patient  I 
back  on  the  I 
payroll 


Soma  relieves  stiffness 
-stops  pain,  too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity — 
and  fast! 


j The  muscle  relaxant  with  an  independent  pain-relieving  action 


@ f carisoprodol,  Wallace) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm 

YOUR  RESULTS:  With  pain  relieved,  stiffiiess  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 

Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  O.I.D. 


mulually  poientiailng  nonsicroid  antirhcumaiics 

"superior  to  aspirin”^  and  with  a "higher  'therapeutic  index’”^ 


When  sodium  should  be  avoided— 

PABALATE- SODIUM  FREE 


When  conservative  steroid  therapy  is  indicated— 

PABALATE-HC 

Pabalate  wiih  Hydrocortisone 


1 . Barden^  F.  VV.,  et  al.:  J.  Maine  M.  A.  46:99.  1955. 
2.  Ford.  R.  A,,  and  Blaiirhard,  K.:  Jouroal-Lancet  78:185.  1958. 

A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 


once  cigain, 
an  active 


hand  in 


In  tacit  yellow  enteric-coated 
PABALATE  tablet: 

Sodium  salicylate  (5  gr.) 

0.3  Gm. 

Sodium  para-aminobenzoate 
(5  gr.)  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


In  each  pink  enteric-coated 

Pabalate-Sodium  Free 

tablet: 

Same  formula  as  PABALATE, 
with  sodium  salts  replaced  by 
potassium  salts. 

In  each  light  blue  enteric-coated 
PaBALATE-HC  tablet: 

Same  formula  as  PaBALATE- 
SODILIM  Free,  plus  hydrocor- 
tisone (alcohol)  . , . 2.5  mg. 

Making  today*!  medicines  with 
integrity . . . seeking  tomorrow 's 
with  persistence. 


■ See 

both  blood  picture 

and  patient  respond  to 


TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable 
of  producing  in  ten  days  an  Hb  and  RBC 
response  comparable  to  that  obtained  after 
a transfusion  of  one  pint  of  whole  blood. 
For  potent,  complete  anemia  therapy, 
prescribe  Trinsicon  . . .just  2 a day  for  all 
treatable  anemias. 

Two  Pulvules  Trinsicon  (daily  dose) 
provide: 

Special  Liver-Stomach  Concentrate, 

Lilly  (containing  Intrinsic  Factor)  . . 300  mg. 
Vitamin  B12  with  Intrinsic  Factor 


Concentrate,  N.F 1 N.F.  unit  (oral) 

Cobalamin  Concentrate,  N.F., 

equivalent  to  Cobalamin 15  meg. 

(The  above  three  ingredients  are  clinically 
equivalent  to  1)^  N.F.  units  of  APA  potency.) 

Ferrous  Sulfate,  Anhydrous 600  mg. 

(Equal  to  over  1 Gm.  Ferrous  Sulfate,  U.S.P.) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 
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High  Lights  of  Annual  Report  of  New  York  State 
Department  of  Health 


The  year  1960  was  one  of  the  best  years  as 
yet  healthwise  for  residents  of  New  York 
State.  There  were  fewer  deaths  from 
diseases  of  the  heart,  tuberculosis,  syphilis, 
and  vascular  lesions  affecting  the  central 
nervous  system;  infant  mortality  decreased. 

The  incidence  of  poliomyelitis  dropped 
from  274  in  1959  to  125  in  1960;  20  deaths 
were  reported,  10  of  them  in  persons  who 
were  unvaccinated.  There  is  still  a need 
to  continue  our  efforts  to  bring  everyone 
requiring  the  antipolio  vaccine  into  the  vac- 
cinated group. 

No  case  of  eastern  equine  encephalitis 
was  reported  in  1960.  Influenza  did  not 
reach  outbreak  proportions  and  the  deaths 
from  this  disease  decreased  compared  with 
1959.  However,  it  is  still  highly  desirable 
that  the  aged  and  those  who  are  debilitated 
from  any  reason  should  be  vaccinated 
against  this  disease  with  the  material 
available. 

Staphylococcal  infections  within  the  hos- 
pital became  reportable  in  the  hope  that  the 
full  scientific,  epidemiologic,  and  laboratory 
forces  of  the  State  Health  Department 
could  be  added  to  those  of  the  local  health 
departments  in  combating  this  danger. 

Efforts  to  control  air  and  water  pollution 
have  been  intensified.  The  cost  of  water 
pollution  abatement  works  constructed  in 
New  York  State  alone  was  $241,845,500 
in  the  last  five  years. 

An  interesting  step  was  taken  in  the 
field  of  maternal  and  child  health,  when  the 
State  Public  Health  Council  passed  a reg- 
ulation making  footprinting  of  newborn  in- 
fants mandatory.  Institutes  were  set  up 
throughout  the  State  to  provide  instruction 
for  hospital  staff  members  in  the  technic  of 
this  identification. 

Also  a pilot  study  of  maternal  health 


and  infant  mortality  on  a grant  from  the 
State  Health  Department  is  being  conducted 
l)y  the  Medical  Society  of  the  State  of 
New  York.  The  purpose  of  this  study  is  to 
obtain  information  which  could  result  in  a 
further  reduction  of  infant  deaths  and  to 
explore  the  po.ssibility  for  improved  prenatal 
and  newborn  care  in  the  State. 

The  State  Health  Department  underwent 
reorganization  this  year  to  bring  its  opera- 
tion into  line  with  modern  public  health 
needs.  Empha.sis  was  shifted  in  the  control 
programs  proportionate  to  the  decline  of 
tuberculosis,  poliomyelitis,  and  the  acute 
communicable  diseases  to  stimulating  an 
attack  on  the  chronic  cardiovascular  diseases 
and  neurologic  diseases,  cancer,  and  acci- 
dent prevention.  Intensified  efforts  will  be 
directed  to  the  control  of  the  environmental 
hazards  of  ionizing  radiation  and  air  and 
water  pollution. 

As  part  of  the  reorganization,  environ- 
mental health  services  were  given  Division 
status  and  the  Division  of  Hospital  Review 
and  Planning  was  established  to  assume  and 
expand  the  duties  of  the  former  Joint  Hos- 
pital Survey  and  Planning  Commission. 

Research  was  given  a forward  impetus 
during  1960  by  the  dedication  of  a new 
seven-story  Basic  Science  Research  Building 
at  Roswell  Park  Memorial  Institute  in 
Buffalo.  Studies  in  the  fields  of  physics, 
neurophysiology,  steroid  chemistry,  radio- 
biology,  biochemistry,  experimental  biology, 
and  experimental  pathology  are  underway 
here  under  the  able  direction  of  George  E. 
Moore,  M.D.  The  physicians  of  this  State 
can  well  feel  proud  of  the  work  that  goes  on 
here. 

They  can  also  feel  happy  and  confident 
that  their  State  Health  Department  is 
thoroughly  prepared  to  meet  their  needs 
and  those  of  their  people. 
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Thomas  A.  Dooley,  M.D. 


The  death  of  Dr.  Tom  Dooley  at  the 
untimely  age  of  thirty-four  reminds  us  of 
the  great  part  humanitarianism  can  have 
in  the  practice  of  medicine.  Officially  as- 
signed to  provide  medical  services  to  refu- 
gees in  the  partition  of  Indo-China,  Dr.  Tom 
saw  and  felt  the  magnitude  of  all  the  needs 
these  people  had — for  food,  clothing,  and 
shelter  but  more  than  this  for  understanding 
and  love.  When  his  tour  of  duty  was 
fini.shed  he  resolved  to  go  back  to  this  part 
of  the  world  on  his  own  to  carry  on  as  best 
he  might.  The  organization  he  built, 
MEDICO,  and  what  it  has  done  are  known 
to  everyone  around  the  world. 

Infectious 

Warning  has  come  from  Ale.xander  D.  Lang- 
muir, M.D.,  chief  epidemiologist  of  the  U.S. 
Public  Health  Service  Communicable  Disease 
Center,  that  infectious  hepatitis  which 
reached  a level  of  41,000  cases  last  year  may 
go  higher  this  year  and  even  exceed  the  1954 
record  of  50,000  cases.* 

The  disease  seems  to  move  in  cycles  of 
six  or  seven  years.  From  a statistical  point 
of  view  it  is  noteworthy  that  the  third 
quarter  figures  for  1960  exceeded  those  of 
the  same  period  in  1953,  immediately  pre- 
ceding the  1954  high. 

It  behooves  us  in  the  upcoming  period 
to  have  a high  index  of  suspicion  for  this 
disease.  In  the  presence  of  the  prodromes 
and  before  icterus  develops  the  presence 
of  significant  amounts  of  urobilinogen  and 
bilirubin  in  the  urine  points  the  way. 

* Medical  World  News,  January  20,  1961,  page  22. 


Members  of  this  Society  who  were  privi- 
leged to  hear  Dr.  Dooley  speak  as  the  hon- 
ored guest  of  the  Society  at  the  Annual 
Meeting  in  New  York  City  last  May  will  long 
remember  his  burning  enthusiasm.  Al- 
though he  must  have  known  then  that  his 
days  would  be  short  he  spoke  not  of  what 
had  been  done  but  of  what  remained  to  be 
done. 

There  is  a select  nobility  in  the  profession 
of  medicine,  and  Dr.  Tom  is  numbered 
among  them.  His  epitaph  was  spoken 
long  years  ago:  “Inasmuch  as  ye  have  done 
it  unto  the  least  of  the.se,  ye  have  done  it 
also  unto  me.” 

Hepatitis 

Further  confirmation  of  diffuse  liver  disease 
can  be  obtained  by  the  finding  of  greatly 
elevated  .serum  transamina.se,  500  units  or 
more,  and  a cephalin  flocculation  of  3 or  4 
plus.  It  is  fine  to  have  this  confirmation 
but  it  is  of  cour.se  no  substitute  for  clinical 
judgment 

The  treatment  has  not  advanced  much 
since  the  days  when  we  knew  this  disease 
only  as  catarrhal  jaundice.  Steroids  have 
since  been  added  but  authorities  recommend 
that  the.se  be  held  in  reserve  for  the  severe 
and  fulminating  disease. 

It  is  estimated  that  serum  hepatitis 
accounts  for  2 to  6 per  cent  of  hepatitis 
ca.ses  but  is  responsible  for  most  of  the 
deaths.  In  spite  of  the  wider  u.se  of  human 
blood  products  it  is  thought  that  serum 
hepatitis  has  held  steady,  while  the  other 
type  of  infectious  hepatitis  is  on  the  rise 


See  Important  Announcement 
in  this  issue  on  page  655. 


February  15,  1961 
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Journal  Receives  A MW  A Chapter  Award 


We  are  pleased  to  report  that  the 
New  York  State  Journal  of  Medicine 
has  been  honored  by  being  the  recipient  of  a 
Certificate  of  Award  and  a Citation  “in 
recognition  of  outstanding  accomplishments 
in  advancing  the  cause  of  medical  com- 
munication.” The  Award  was  presented 
at  the  annual  awards  dinner  of  the  Met- 
ropolitan New  York  Chapter  of  the  Amer- 
ican Medical  Writers  Association  on  De- 
cember 13,  1960,  in  New  York  City. 

In  accepting  the  award  for  the  Journal, 
William  Hammond,  M.D.,  assistant  editor, 
gave  credit  to  the  associate  editors,  the 
editors  of  special  sections,  the  staff,  and 
particularly  to  our  late  editor,  Laurance  D. 
Redway,  M.D.,  who  had  died  suddenly 
less  than  a month  before.  Dr.  Redway 
was  always  pleased  with  the  cooperation 
of  all  who  contribute  to  the  Journal, 
always  proud  of  compliments  and  awards 
which  have  come  our  way,  and  particularly 
happy  before  his  untimely  passing  with  a 
preliminary  hint  about  the  AMWA  award. 

The  Citation  which  accompanied  the 
Certificate  of  Award  reads  as  follows: 

This  is  the  first  time  that  the  Committee 
on  Honors  and  Awards  is  giving  an  Award 
and  Citation  to  signalize  accomplishments  in 
medical  communication  to  other  than  an 
individual.  A publication  such  as  the  New 
York  State  Journal  of  Medicine  is  a cor- 
porate but  lifeless  entity;  it  can  function 
only  because  of  individual,  not  institutional, 
.services.  Its  pages  convey  and  communicate 
only  beeau.se  tlie  persons  who  are  responsible 
for  directing  and  editing  a publication — and 
its  authors-  lend  their  labors  to  it  and  infuse 
life  into  it.  Therefore,  this  Award,  honoring 
the  New  York  State  Journal  of  Medicine, 
by  implication  commends  the  Publication 
(,'ommittee,  the  working  editors,  and  the 
editorial  board  as  well  as  the  various  editors 
of  the  sections  and  departments. 

Among  the  serials  or  departments  are: 
Hecent  Advances  in  Medicine  and  Surgery, 
which  revi(‘w  the  higli  lights  of  current  de- 
\-elopmenfs  in  \arious  areas  of  medicine; 


Clinicopathologic  Conference,  which  focuses 
on  case  histories  and  thus  sharpens  the  acumen 
of  the  reader;  Current  Concepts  in  Diabetes 
Mellitus,  which  emphasizes  the  numerous 
facets  concerned  in  the  diagnosis  and  treatment 
of  a specific  disease;  Nutrition  Excerpts, 
which  informs  the  reader  on  the  interrelation- 
ships of  nutrition  and  health,  nutrition  and 
disease,  and  extraneous  or  endogenous  factors 
which  influence  the  state  of  nutrition;  The 
Physician  in  Civil  Defense,  which  opens  to 
the  reader  a field  which  is  new  and  strange 
and  shows  the  reader  how  to  counter,  protect, 
and  treat  in  the  event  of  atomic  warfare; 
Cardiovascular  Spotlight,  which  concerns  the 
role  of  the  cardiac  patient  in  various  endeavors 
and  in  manifold  circumstances;  Clinical 
Anesthesia  Conference,  which  takes  up  the 
hitherto  unforeseen  experiences  in  the  anes- 
thetic state — to  enable  the  patient  to  awaken 
from  it  with  his  mental  and  physical  faculties 
intact;  Briefs  on  Accidental  Chemical  Poison- 
ings, which  report  the  misadventures  with 
drugs,  whether  it  was  a misalliance  of  events 
resulting  precipitously  in  poisoning  by  inten- 
tion, or  through  neglect  or  abdication  of  re- 
sponsibility in  accidental  poisoning;  and  Med- 
ical Care  Insurance,  in  which  the  sociologic 
side  of  medicine  is  one  phase  which  is  taken  up 
therein. 

It  should  also  be  remembered  that  present- 
able papers  are  not  necessarily  received  in  that 
condition  by  the  Journal  offices — but  receive 
the  ministrations  of  the  Journal’s  editorial 
staff,  who  put  them  in  shape  for  publication. 

A publication  has  a further  responsibility, 
that  of  standing  as  censor  and  arbiter — its 
mace  is  the  rejection  slip.  Therefore,  a pub- 
lication is  not  buffeted  or  controlled  by  the 
material  it  receives,  but,  exercising  its  respon- 
sibility, it  actually  creates  a trend.  To  that 
task  must  be  brought  the  courage  to  view  and  to 
publish  material  which  is  controversial — in 
science,  a lack  of  controversy  bespeaks  a lack 
of  thinking  and  doing.  A number  of  unortho- 
dox articles  were  first  jiublished  in  the  Journal 
— opening  the  horizon  to  further  develop- 
ments. 

Therefore,  by  recommendation  of  the  Com- 
mittee on  Honors  and  -Awards  of  the  Metro- 
j)olitan  New  York  Chapter  of  the  American 
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Medical  Writers  Association,  with  the  ap- 
proval of  its  chairmen  and  in  behalf  of  the 
Chapter,  this  Award  and  Citation  are  pre- 
sented to  the  New  York  State  Journal  of 
Medicine  for  distinguished  accomplishments 
in  medical  communication. 

Signed  December  13,  1960,  New  York  City, 
by  Erwin  Di  Cyan,  Ph.D.,  and  Alexander 
Code,  Ph.D.,  cochairmen.  Committee  on 


Honors  and  Awards;  Richard  H.  Orr,  M.D., 
president,  and  E.  F.  Lindner,  B.S.,  secretary- 
treasurer. 

We  of  the  Journal  are  indeed  grateful 
for  this  commendation;  the  Award  is  being 
framed  and  will  occupy  a place  of  honor  on 
the  walls  of  the  Journal  office. 


F'ebruary  15,  19(il 
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For  matched  tubular  diuresis 


IN  BOTH  PROXIMAL  A 

MD  DISTAL  SEGMENTS 

HYDROCHLOROTHIAZIDE 
acts  mainly  in  the  proximal  segments 
of  the  renal  tubules. 

ALDACTONE®  (spironolactone) 
acts  mainly  in  the  distal  segments  of 
the  renal  tubules. 

NEW 


ALDAGTAZIDE' 

(brand  of  spi ronolactone  with  hydrochlorothiazide) 


Aldactazide  now  offers  physicians  the  only 
therapeutic  preparation  to  provide  positive 
diuretic  activity  in  both  the  proximal  and  the 
distal  segments  of  the  renal  tubules. 

Hydrochlorothiazide  exerts  a well- 
known,  vigorous  diuretic  action  in  the 
proximal  segment  of  the  renal  tubules.  The 
Aldactone  component  of  Aldactazide 
specifically  blocks  the  sodium-retaining  and 
potassium-excreting  effect  of  aldosterone  in 
the  distal  segment. 

This  combined  control  provides  true 
multiple  diuretic  effects  for  optimal  relief  of 
edema  and  ascites  in  patients  requiring 
prompt,  maximal  control,  and  in  those  whose 


edema  and  ascites  are  resistant  to  single  diu- 
retics. Further,  the  potassium-saving  activity 
in  Aldactazide  largely  or  wholly  offsets  the 
danger  of  potassium  loss  which  thiazide  diu- 
retics induce. 

The  usual  adult  dose  of  Aldactazide  is  one 
tablet  four  times  daily,  although  dosage  may 
range  from  one  to  eight  tablets  daily. 

Aldactazide  is  supplied  as  compression- 
coated  white  tablets,  each  tablet  containing 
75  mg.  of  Aldactone  (brand  of  spironolac- 
tone) and  25  mg.  of  hydrochlorothiazide. 

G.  D.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 
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essential 
partners 
in  the 
control 
of  edema 


classic 

MERCUHYDRIN 

brand  of  meralluride  sodium 

nonmercurial 

METAHYDRIN 

brand  of  irichlormethiazide 

Now. . .the  alternate  or  combined  use  of  these  two  drugs 
can  help  the  physician  meet  with  maximum  efficiency 
the  demands  of  diuretic  therapy  in  almost  any  phase  or  degree 
of  cardiac  edema— acute  or  chronic. 


SEND  FOR  METAHYDRIN  BROCHURE 
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Research  Into  the  Etiology  of  Hodgkin  s Disease 


ANTONIO  ROTTINO,  M.D.,  NRW  YORK  CITY 
(From  the  Department  of  Pathology,  St.  Vincent's  Hospital) 


OVER  a long  period  of  time  numerous 
investigators  have  tried  to  find  the 
cause  of  Hodgkin’s  disease.  An  historical 
review  will  not  be  attempted  since  the 
literature  already  contains  several,  of  which 
Kassel’s^  is  the  most  recent.  Instead,  a 
brief  account  of  work  done  in  our  laboratory 
over  the  past  fifteen  years  will  be  given, 
and  research  now  in  progress  will  be  dis- 
cussed. 

Because  of  the  strong  resemblance  of  the 
Hodgkin’s  disease  pathologic  process  to 
chronic  granuloma,  we  have  sought  re- 
peatedly to  uncover  as  a cause  some  micro- 
scopic or  submicroscopic  particulate — a 
bacterium  or  virus — and  at  present  are 
employing  a new  and,  we  believe,  promising 
technic  to  this  end. 

Methods  and  Materials 

The  first  technic  with  which  we  experi- 
mented was  tissue  culture  of  lymph  nodes 
from  Hodgkin’s  disease  sufferers,  repeating 
the  work  of  Grand. He  described  ex- 
plosive autolysis  of  solid  tissue  explants, 
the  appearance  in  macrophages  of  partic- 
ulates interpreted  as  specific  inclusion 
bodies,  and  the  development  of  multinucle- 
ated  giant  cells  which  he  considered  to  be 
Sternberg-Reed  cells.  The  interpretation 
of  all  this  was  that  it  represented  the  action 
of  a specific  virus  responsible  for  Hodgkin’s 
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disease.  In  repeating  the  work  we  arrived  at 
the  conclusions  that  liquefaction  of  tissue  cul- 
ture media  was  a nonspecific  phenomenon 
that  occurred  when  lymph  nodes  from  tuber- 
culosis and  a variety  of  diseases  other  than 
Hodgkin’s  were  explanted,  that  the  partic- 
ulates for  the  most  part  were  nuclear  debris, 
and  that  the  multinucleated  cells  were 
foreign  body  type  cells.'*  Attempts  to  dem- 
onstrate viral  particles  in  tissue  cultures  of 
Hodgkin’s  disease  lymph  nodes  proved  a 
failure.®  Immunologic  studies  using  similar 
fluids  as  antigens  gave  negative  results.® 
Equally  fruitless  were  attempts  to  produce 
the  disease,  or  some  specific  reaction,  by 
inoculating  tissue  cultures  of  Hodgkin’s 
disease  nodes  into  adult  mice,  guinea  pigs, 
rats,  and  rabbits.'^  Tissue  culture  studies 
by  Hoster®  and  inoculation  of  embryonated 
eggs  with  the  cultured  tissue  were  incon- 
clusive.® 

Since  all  these  efforts  with  tissue  culture 
were  nonproductive,  we  turned  our  atten- 
tion to  the  Bacillus  hodgkini.  We  did  this 
because  several  articles  had  appeared  in 
which  etiologic  significance  was  ascribed  to 
a pleomorphic,  acid-fast  rod  that  had  been 
isolated  with  sufficient  frequency  to  be 
considered  significant.*®’**  Initially  we,  too, 
consistently  isolated  this  organism.  It  was 
only  after  the  most  painstaking  use  of  the 
germ-free  technic  of  Dr.  Reyniers  that  the 
bacterium  was  shown  to  be  a diphtheroid 
and  an  ubiquitous  air  contaminant.*® 

At  the  time  the  work  with  the  diphtheroid 
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was  concluded,  Gross^®~^®  had  succeeded 
in  producing  leukemia  in  newborn  mice  by 
injecting  into  them  cell-free  extracts  pre- 
pared from  tissues  of  AK  mice  with  leu- 
kemia. On  the  basis  of  this  work  we  con- 
curred in  Gross’s  opinion  that  AK  leukemia 
was  caused  by  a virus.  Here,  we  thought, 
was  a splendid  model  by  which  a possible 
Hodgkin’s  disease  agent  could  be  detected. 
The  first  attempt  to  corroborate  Gross’s 
work  was  successful.^®  Not  only  leukemia, 
but  also  a wide  variety  of  tumors  already 
described  by  Gross'^  and  by  Stewart  and 
Eddy^®’^®  developed  in  our  animals.  How- 
ever, when  we  repeatedly  prepared  extracts 
from  tissues  of  patients  with  Hodgkin’s 
disease,  the  results  were  negative.  Next, 
various  procedures  used  by  others  for  the 
isolation  of  viruses  were  applied  to  the  same 
kinds  of  Hodgkin’s  disease  material,  and 
when  these  also  gave  negative  results, 
another  approach  was  sought. 

Work  reported  by  Friedman,  Burton,  and 
MitchelP®  suggested  that  perhaps  their 
technics  might  yield  results.  In  essence, 
they  had  succeeded  in  extracting  from  the 
tu-e  strain  of  Drosophila  (a  strain  bearing  a 
lesion  known  as  a “melanotic  tumor”)  a cell- 
free  material  that  induced  a similar  lesion 
when  injected  into  another  strain  of  Droso- 
phila not  subject  to  spontaneous  lesion — the 
51-52  strain.  In  1958  Dr.  Burton  and  Dr. 
Friedman  joined  our  staff,  and  extracts  have 
been  prepared  from  human  lymphoma  which, 
when  injected  into  the  51-52  strain  of  Droso- 
phila larvae,  induce  melanotic  lesions. 
Grossly,  these  resemble  the  melanotic  tumor 
of  the  tu-e  and  other  reported  strains. 

Extension  of  the  work  has  shown  that 
similarly  prepared  extracts  from  tissues 
of  ostensibly  healthy  human  beings  also  will 
produce  this  same  lesion  in  Drosophila.'^'* 
Hence,  the  production  of  a lesion  by  the 
extract  cannot  be  correlated  with  the 
presence  or  absence  of  specific  disease  in  the 
source  material.  Also  indicative  of  this 
nonspecificity  is  the  fact  that  identical 
lesions  are  produced  in  larvae  by  similarly- 
prepared  extracts  of  cultures  of  Bacillus 


tumefaciens,  Rous  sarcoma  tissue,  tu-e 
Drosophila  larvae,  and  mice  with  leukemia.^® 

The  same  extracts  from  human  tumor 
sources  were  injected  into  G3H  mice  and 
Drosophila  larvae,  and  in  three  months  a 
wide  variety  of  tumors  developed  in  the 
mice:  parotid,  mammary,  adrenal,  and 

soft  tissue.  These  tumors  were  similar  to 
those  produced  by  a “virus”  called  by 
Stewart  and  Eddy“’^’^  “polyoma  virus.” 
This  has  created  a situation  requiring  close 
scrutiny  and  interrogation. 

Comment 

Have  we  isolated,  and  are  we  therefore 
injecting,  polyoma  virus?  If  this  is  the 
case,  it  would  mean  that  all  tissues  from 
human  sources  normally  contain  this  virus. 
It  should  be  possible  to  resolve  this  question 
by  use  of  all  the  technics  which  Stewart  and 
Eddy  and  their  colleagues  have  employed 
so  beautifully  and  effectively;  namely, 
complement  fixation,  hemagglutination,  and 
plaque  formation  in  embryonated  chicken 
eggs.  2®  Undoubtedly  this  has  been  or  is 
being  done  by  them. 

A second  question  would  be  that  of  contam- 
ination. Is  our  laboratory  so  heavily  loaded 
with  polyoma  virus  that  all  preparations 
become  contaminated  during  the  process 
of  extraction?  This  would  be  difficult 
for  me  to  credit,  since  the  preparative  labora- 
tory is  an  area  far  removed  from  the  ani- 
mals, and  when  control  material  prepared 
in  the  same  area  is  inoculated  into  mice, 
tumor  does  not  develop. 

A third  question  concerns  the  possibility 
that  we  are  isolating  from  various  non- 
related  sources  a substance  capable  of 
unmasking,  or  activating,  a polyoma  virus 
latent  in  our  mouse  colony.  Since  the 
colony  contains  antibody  against  polyoma, 
this  is  a real  possibility  but  one  which  re- 
mains to  be  proved. 

At  the  present  time  we  are  trying  to  re- 
solve the  nature  of  the  substance  which  for 
convenience  we  have  called  tumor-inducing 
complex  (TIC) . When  this  is  accomplished, 
we  hope  it  will  have  brought  us  a little 
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closer  to  understanding  the  nature  and 
cause  of  Hodgkin’s  disease. 
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Methylprednisolone  Acetate:  A Single  Preparation 
Suitable  for  Both  Intra-Articular  and 
Systemic  Use 

BERNARD  M.  NORCRORR,  M.D.,  AND  JOHN  A.  WINTER,  M.D.,  BUFFALO,  NEW  YORK 
{From  the  Buffalo  General  Hospital) 


Touring  the  past  decade  significant  ad- 
vances  have  occurred  in  the  synthesis 
and  the  therapeutic  use  of  various  analogues 
of  cortisone  and  hydrocortisone.  When 
a double  bond  was  introduced  between  the 
first  and  second  carbon  atoms  of  the  parent 
corticosteroids,  the  resulting  compounds 
(prednisone  and  prednisolone)  were  found  to 
have  increased  anti-inflammatory  activity, 
and  their  salt-retaining,  potassium-diuretic 
effect  was  reduced  to  a minimum.  Methyla- 
tion  at  the  sixth  carbon  atom  of  prednisolone 
resulted  in  a compound  (6-methylpredniso- 
lone)  which  had  some  further  increase  in 
anti-inflammatory  effect  and  even  less 
tendency  to  sodium  retention  than  the 
parent  steroid  (prednisolone).  In  its  me- 
tabolism 6-methylprednisolone  also  appeared 
to  have  certain  subtle  differences  from  pred- 
nisolone and  hydrocortisone  as  demon- 
strated by  urinary  steroid  analyses  and 
biologic  half -fifes  respectively.  These 
alterations  in  degradation  may  be  respon- 
sible for  the  enhancement  of  the  therapeutic 
activity  and  the  prolonged  effect  of  6- 
methylprednisolone,  particularly  as  com- 
pared with  hydrocortisone.  This  increased 
potency  has  been  estimated  as  1.25  to  1.5 
times  that  of  prednisolone  and  from  five 
to  seven  times  that  of  hydrocortisone. 

The  value  of  intra-articular  injection  of 
hydrocortisone,  its  esters,  and  analogues, 
has  been  demonstrated  adequately  by  many 
investigators.  Improvement  after 

intra-articular  injection  can  be  demonstrated 
objectively  by  several  or  all  of  the  following 

This  investigation  was  supported  in  part  by  a grant 
from  the  Upjohn  Company,  Kalamazoo,  Michigan. 


criteria:  (1)  decrease  in  swelling  of  the 

joint  by  actual  measurement  and  failure 
or  delay  in  the  recurrence  of  synovial  ef- 
fusion, (2)  decrease  in  the  cell  count  (espe- 
cially polymorphonuclear  leukocytes)  of  the 
synovial  fluid,  (3)  decrease  in  joint  tem- 
perature and  decrease  of  pain  on  palpation 
or  motion,  and  (4)  increase  in  range  of 
joint  motion. 

The  injection  of  larger  amounts  (150  to 
300  mg.)  of  hydrocortisone  acetate  produced 
a significant  increase  in  the  number  of  pa- 
tients improved  as  well  as  the  degree  and 
duration  of  the  improvement. 

Recently  6-methylprednisolone  acetate 
has  been  made  available  in  an  aqueous  sus- 
pension containing  40  mg.  per  cubic  centi- 
meter for  parenteral  injection  (Depo- 
Medrol).  This  suspension  is  well  tolerated, 
produces  rapid  anti-inflammatory  action 
with  minimal  or  no  postinjection  flareups, 
has  sustained  effect  (longer  than  other  com- 
mercial corticosteroid  preparations),  and 
can  be  injected  through  a 24-gauge  or  even 
a 26-gauge  needle,  which  is  a decided  ad- 
vantage when  injecting  into  the  finger  joints. 
Because  of  the  high  concentration,  1 cc.  of 
6-methylprednisolone  acetate  has  the  anti- 
inflammatory activity  equivalent  to  200  to 
250  mg.  of  hydrocortisone  acetate. 

Method  of  the  Present  Study 

The  purpose  of  this  study  was  to  evaluate 
both  the  intra-articular  and  the  intra- 
muscular or  “depo”  action  of  6-methyl- 
prednisolone acetate.  The  intramuscular 
use  was  prompted  by  the  report  of  West^® 
who  administered  weekly  depot  injections 
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TABLE  I. — Type  of  Patients  Used  for  6-Methylprednisolone  Acetate  Evaluation 


Comparison  of  6-Methj^l- 
prednisolone  Acetate  and 
Prednisolone  Tertiary- 

Number  Grade  I or  II  Grade  III  or  IV  Butylacetate — 

Number  of  - — Improvement — -- — Poor  Result— ' Number  Comparative 
of  Injec-  Injec-  Injec-  of  Number  of 

Disease  Patients  tions  Patients  tions  Patients  tions  Patients  Injections 


Rheumatoid  arthritis 

65 

136 

59 

126 

6 

10 

17 

33 

Osteoarthritis 

20 

47 

15 

39 

5 

8 

7 

13 

Epicondylitis 

8 

16 

7 

13 

1 

3 

2 

3 

Tendonitis  (bursitis) 

8 

17 

7 

15 

1 

2 

4 

6 

Tenosynovitis 
Spondylitis  (peripheral 

4 

9 

4 

8 

0 

I 

0 

0 

joints) 

2 

3 

2 

3 

0 

0 

0 

0 

Gouty  arthritis 

2 

2 

2 

2 

0 

0 

0 

0 

Periarthritis 

6 

15 

5 

13 

1 

2 

0 

0 

Collagen  disease 

3 

5 

3 

4 

0 

1 

0 

0 

Total 
Per  Cent 

118 

250 

104 

88.1 

223 

89.2 

14 

11.9 

27 

10.8 

30 

55 

TABLE  II. — 6-Methylprednisolone  Acetate  Intra-Articular  Injection 


Patients ^ Injections 

Number  ' Per  Cent  Number  Per  Cent 


Improvement 
(ARA  Grade) 
I 


I 

II 

28) 

76) 

88.1 

55) 

168) 

89.2 

III 

IV 

91 

11.9 

10) 

171 

10.8 

Totals 

uration  (weeks) 

118 

100.0 

250 

100.0 

1 to  3 

15 

12.7 

31 

12.4 

3 to  6 

50 

42.4 

116 

46.4 

more  than  6 

39 

33.0 

76 

30.4 

Totals 

104 

88.1 

223 

89.3 

of  prednisolone  acetate  to  16  patients  with 
severe  rheumatoid  symptoms  who  had  poor 
control  of  their  disease  or  severe  gastro- 
intestinal intolerance  from  oral  therapy. 
Although  we  had  failed  previously  to  re- 
lieve rheumatoid  symptoms  with  single 
massive  intramuscular  injections  of  250  to 
500  mg.  of  hydrocortisone  acetate,  the 
fact  that  6-methylprednisolone  follows  a 
different  metabolic  pathway  and  has  a longer 
biologic  half-life  than  the  parent  compound 
suggested  that  this  preparation  would  be 
effective. 

One  hundred  eighteen  unselected  patients 
with  various  rheumatic  disorders  were  given 
a total  of  250  intra-articular  injections  of 
6-methylprednisolone  acetate.  Thirty  pa- 
tients were  used  in  a comparative  study  with 


prednisolone  tertiary-butyl  acetate  and  re- 
ceived a total  of  55  injections  of  each  com- 
pound (Table  I).  The  results  of  the  intra- 
articular  study  are  listed  in  Tables  II  and 
III  and  Figure  1 and  will  be  discussed  in  de- 
tail later  in  this  paper. 

Eighteen  patients  with  severe  rheumatoid 
symptoms  were  used  to  evaluate  the  effects 
of  intramuscular  injection  of  6-methyl- 
prednisolone acetate.  Seven  patients  had 
poor  relief  of  their  symptoms,  and  3 patients 
had  developed  gastric  ulcers  from  oral  ad- 
ministration of  corticosteroids.  The  re- 
maining 8 patients  were  receiving  oral  corti- 
costeroid therapy  and  were  used  only  to 
test  the  effect  and  duration  of  the  intra- 
muscular injections.  A total  of  186  intra- 
muscular injections  have  been  administered 
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TABLE  III. — Results  of  Intra-Articular  Injection  of  30  Patients  with  6-Methylprednisolone 
Acetate  (55  Injections)  Versus  Prednisolone  Tertiart-Butylacetate  (55  Injections) 


6-Methylprednisolone  Prednisolone  Tertiary- 

Duration  of  • Acetate • Butylacetate - — Similar  Result — 

Improvement  Number  of  Per  Number  of  Per  Number  of  Per 

(Days)  Injections  Cent  Injections  Cent  Injections  Cent 


7 to  14 

5 

9.1 

10 

18.2 

15  to  21 

8 

14.5 

18 

32.7 

22  to  28 

14 

25.4 

22 

40.0 

29  to  35 

6 

10.9 

4 

7.3 

36  to  42 

4 

7.3 

0 

0 

over  6 weeks 

18 

32.7 

1 

1 .8 

T,\BLE  IV. — Results  of  Systemic  Intramuscular  Injection  of  G-Metiiylprednisolone  Acetate 


Result 

Pat 

Number 

ients ' 

Per  Cent 

• In  j ections • 

Number  Per  Cent 

E.xcellent  control  of  disease  for  1 week  or  more 

12 

66.7 

114 

61.3 

Good  control  of  disease  for  3 to  6 days 

4 

22.2 

58 

31.2 

Mild  or  poor  control  of  disease  for  only  1 or  2 days 

2 

11.1 

14 

7.5 

Totals 

18 

100.0 

186 

100.0 

to  this  group  of  patients  (Table  IV). 

Variations  in  the  size  of  the  intramuscular 
doses  and  the  frequency  of  subsequent  in- 
jections will  be  reported  in  greater  detail 
because  of  their  correlation  with  the  clinical 
condition  of  the  individual  patients. 

Procedure  for  Intra-Articular  Injection 

Many  of  the  1 18  patients  had  experienced 
unsatisfactory  relief,  both  in  degree  and 
duration,  from  previous  injections  of  corti- 
costeroids, and  a direct  comparison  of  results 
with  6-methylprednisolone  acetate  was  pos- 
sible. Dosage  depended  more  on  the  size  of 
the  joint  receiving  the  injection  than  on  the 
severity  of  inflammation  present,  with  a 
range  of  0.2  to  0.3  cc.  (8  to  12  mg.)  for  small 
joints  (fingers),  0.5  to  1 cc.  (20  to  40  mg.) 
for  medium  joints  (wrists,  elbows),  and 
1 to  2 cc.  (40  to  80  mg.)  for  large  joints 
(knees,  ankles).  The  usual  dose  employed 
even  for  large  joints  was  1 cc.  (40  mg.),  al- 
though 1.5  to  2 cc.  were  occasionally  used 
in  an  attempt  to  produce  greater  and  pro- 
longed improvement.  However,  with  the 
exception  of  a few  patients  with  long-stand- 
ing severe  rheumatoid  disease  of  the  knee 
joints,  there  was  no  apparent  gain  in  the 
grade  or  duration  of  relief  with  doses  greater 
than  1 to  1.5  cc.  (40  to  60  mg.).  This  rather 


arbitrary  dose  is  not  difficult  to  understand 
when  one  remembers  that  6-methylpred- 
nisolone acetate  is  five  to  seven  times  more 
potent  than  hydrocortisone  acetate,  thus 
exerting  the  anti-inflammatory  activity  of 
200  to  300  (or  more)  mg.  of  hydrocortisone 
acetate. 

Results*  of  Intra-Articular  Injection 
with  6-Methyl  Prednisolone  Acetate 

A Grade  I or  II  response  was  obtained  in 
104  (88.1  per  cent)  of  the  118  patients  em- 
ployed in  this  study.  In  many  patients  who 
received  more  than  one  injection,  it  was 
determined  that  the  later  response  was  pre- 
dictable and  produced  the  same  degree  of 
improvement  as  the  first  injection.  Of  the 
250  injections,  223  (89.2  per  cent)  produced  a 
Grade  I or  II  response  (Table  I).  There 
was  a “failure  rate”  (Grade  III  or  IV  re- 
sponse) of  only  10.8  per  cent  of  the  250  in- 


* All  results  are  evaluated  according  to  the  standards 
of  the  American  Rheumatism  Association  and  used  the 
objective  evidences  of  improvement  mentioned  earlier 
in  this  paper  (decrease  in  joint  swelling,  decrease  in 
synovial  cell  count,  decrease  in  joint  pain  and  tempera- 
ture, and  increase  in  range  of  motion).  The  grades  of 
improvement  are  as  follows:  Grade  I,  complete  relief 

of  pain  and  swelling;  Grade  II,  marked  (but  not  com- 
plete) relief:  Grade  III,  slight  relief,  and  Grade  IV,  no 
relief. 
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II 1 1 111  McthylpredDliOlone  AceUte 

Prednl«ol06«  T«rti*ry*Butylacet«te 

Fig.  1.  Duration  of  effect  of  55  injections  of 
methylprednisolone  acetate  and  prednisolone  ter- 
tiary-butylacetate  on  30  patients. 

jections.  The  duration  of  improvement 
(Table  II)  is  even  more  impressive.  In  the 
104  patients  who  improved,  the  response 
lasted  at  least  two  weeks,  and  89  (75.4  per 
I cent)  patients  had  relief  for  more  than  three 
weeks.  A Grade  I or  II  improvement  per- 
sisted longer  than  six  weeks  in  39  (33  per 
cent)  patients.  The  results  of  repeated 
injections  confirmed  these  figures.  One 
hundred  ninety-two  (76.8  per  cent)  of  the 
223  successful  injections  lasted  more  than 
three  weeks  and  76  (30.4  per  cent)  produced 
marked  or  complete  relief  of  symptoms  for 
periods  of  over  six  weeks.  This  duration 
of  improvement  is  very  important,  since 
such  prolonged  responses  seldom  were  en- 
countered with  the  usual  doses  of  the  corti- 
costeriods  used  for  joint  injection. 

Of  the  30  patients  (Table  III,  Fig.  1 ) who 
were  used  for  direct  comparison  with  predni- 
solone tertiary-butylacetate,  which  has  been 
one  of  the  most  effective  intra-articular 
steroids,  20  (66.6  per  cent)  patients  had  a 
superior  response  to  injection  with  6-methyl- 
prednisolone  acetate.  Prednisolone  tertiary- 
butylacetate  was  superior  in  5 (16.6  per  cent) 
patients,  and  in  the  remaining  5 patients 
both  compounds  produced  the  same  degree 
of  improvement.  The  marked  increase  in 
duration  of  improvement  with  6-methyl- 
prednisolone  acetate  again  was  demonstrated 
when  28  (50.9  per  cent)  of  the  55  individual 
* injections  lasted  over  four  weeks  and  18 


(32.7  per  cent)  lasted  over  six  weeks,  com- 
pared with  5 (9.1  per  cent)  and  1 (1.8  per 
cent)  respectively  with  prednisolone  tert.iary- 
liutylacetate.  This  comparative  study  used 
similar  volumes  of  both  compounds  be- 
cause the  size  of  the  involved  joint  was  the 
limiting  factor. 

It  was  obvious  early  in  the  intra-articular 
use  of  6-methylprednisolone  acetate  that 
this  preparation  was  extremely  effective 
as  an  anti-inflammatory  agent;  relief  fre- 
quently began  in  six  to  eight  hours  and 
usually  became  maximal  in  from  twenty- 
four  to  twenty-eight  hours.  Postinjection 
flare-up  was  practically  nonexistent,  optimal 
response  to  subsequent  injections  was  pre- 
dictable, the  degree  and  duration  of  re- 
sponse w'as  greatly  prolonged  compared  with 
previous  steroids,  and  the  relatively  high 
concentration  (40  mg.  per  cubic  centimeter) 
in  a “finely”  divided  suspension  capable 
of  being  injected  through  a 24-or  26-gauge 
needle  for  small  joints  offered  distinct  ad- 
vantages over  the  previous  injectable  corti- 
coid  preparations.  Absence  of  postinjection 
flare  has  made  it  unnecessary  to  add  procaine 
to  the  6-methylprednisolone  acetate.  How- 
ever, in  the  few  patients  with  severe  joint 
or  soft  tissue  pain,  the  addition  of  procaine 
produced  no  problem  with  “settling”  of 
the  suspension. 

Procedure  for  Intra- Muscular 
Injection  of  6- Methylprednisolone 
Acetate 

Although  the  optimal  dose  for  intra- 
articular  injection  was  established  with 
ease,  there  was  some  difficulty  in  determining 
an  adequate  initial  intramuscular  dose  as 
well  as  the  frequency  of  subsequent  injec- 
tions. Intramuscular  administration  was 
related  intimately  to  the  need  of  the  patient, 
based  on  the  severity  of  the  rheumatoid 
process  and  variations  in  the  response  of 
the  individual  to  the  injected  corticosteroid. 
Another  factor  which  could  not  be  evaluated 
prior  to  the  initial  injection  probably  de- 
pended on  the  rate  of  absorption  of  the  in- 
jected material.  The  daily  oral  dosage  and 
the  degree  of  improvement  produced  by  this 
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dose  usually  decided  the  initial  intramuscular 
dose.  Multiplication  of  the  total  daily  oral 
dose  by  the  number  of  days  for  which  im- 
provement was  desired  did  not  always 
produce  a Grade  I or  II  response  for  the 
expected  period.  This  was  particularly 
true  in  patients  who  required  a relatively 
high  oral  dose  (in  excess  of  15  mg.  daily) 
of  prednisolone  or  its  equivalent  to  control 
their  disease  and  also  in  patients  who  did 
not  obtain  marked  relief  from  doses  of  this 
magnitude. 

The  initial  dose  required  for  a Grade  I 
or  II  type  response  which  would  persist 
for  a period  of  three  or  four  days  up  to  ten 
or  twelve  days,  was  almost  invariably  in  the 
2 to  3 cc.  range  (80  to  120  mg.).  In  2 pa- 
tients it  was  necessary  to  give  two  sub- 
sequent injections  at  forty-eight-hour  in- 
tervals before  a “depot”  of  the  drug  sufficient 
to  control  the  disease  process  was  established 
in  the  patient’s  body.  When  the  patient’s 
symptoms  were  relieved,  there  was  less 
difficulty  in  maintaining  excellent  control 
with  repeated  injections,  and  dosages  could 
be  gradually  reduced,  or  the  interval  be- 
tween injections  could  be  increased  in  many 
patients  to  from  ten  to  fourteen  days. 

Optimal  relief  was  obtained  in  2 patients 
with  an  initial  dose  of  2.5  cc.  (100  mg.) 
which  has  been  reduced  gradually  to  1 cc. 
(40  mg.)  every  ten  to  twelve  days  and  to 
0.7  cc.  (28  mg.)  every  two  weeks  in  the  other 
patient  (Case  4).  In  1 patient  only,  dosage 
requirement  has  continued  at  the  3 cc. 
(120  mg.)  level  every  fourth  or  fifth  day  to 
control  the  rheumatoid  process  adequately 
(Case  5).  Two  patients  who  were  main- 
tained well  on  an  average  oral  dose  of  from 
6 to  7.5  mg.  daily  had  Grade  I or  II  improve- 
ment from  repeated  2 cc.  (80  mg.)  injections 
for  periods  as  long  as  for  seventeen  to  twenty 
days  (Cases  7 and  8) . The  latter  2 patients 
were  in  the  group  of  8 patients  who  were  used 
only  to  evaluate  the  dose  and  duration  of 
relief  from  intramuscular  injections. 

The  subsequent  case  reports  are  typical 
of  the  response  of  the  patients  in  the  three 
groups  receiving  intramuscular  injections: 


Group  I,  patients  with  inadequate  response 
to  oral  corticosteroid  therapy;  Group  II, 
patients  with  gastric  ulcer  who  received 
oral  corticosteroid  therapy;  and  Group  III, 
patients  maintained  well  on  oral  corti- 
costeroids included  for  evaluation  of  dose' 
and  duration  of  injection  therapy. 

Caisc  Reports 

Group  I. — Inadequate  improvement  with  oral 
corticosteroid  therapy  (total ; 7 patients) 

Case  1:  A fifty-two-year-old  female  has  had 
rheumatoid  arthritis.  Stage  III,  Class  III  severity, 
for  nine  years.  Previous  therapy  included 
three  hospital  admissions  for  bed  rest,  physical 
therapy,  salicylates,  prolonged  gold  salt  therapy, 
chloroquine  for  one  year,  phenylbutazone, 
(Butazolidin),  many  intra-articular  injections, 
and  prednisone  for  six  months  with  mild  relief. 
A recent  painful  exacerbation  of  her  disease  was 
not  relieved  by  prednisone,  15  mg.  daily.  The 
initial  intramuscular  injection  of  1.5  cc.  (60  mg.) 
of  6-methylprednisolone  acetate  was  given  on 
October  9,  1958.  A Grade  II  response  lasted 
only  thirty-six  hours,  and  subsequent  doses  were 
increased  to  3 cc.  (120  mg.)  with  a Grade  I 
response  for  periods  of  from  ten  to  fourteen  days. 
Injections  were  continued  at  two- week  intervals 
until  March  5,  1959,  when  no  material  was 
available.  Prednisolone  acetate  was  substituted, 
and  a dosage  of  200  mg.  intramuscularly  was 
necessary  to  produce  a similar  response.  On 
July  30,  1959,  6-methylprednisolone  acetate  was 
available  again,  and  the  patient  has  been  main- 
tained on  3 cc.  (120  mg.)  intramuscularly  at 
two- week  intervals  to  the  present  date.  When 
the  dosage  was  decreased  to  2.5  cc.  (100  mg.)  on 
three  occasions,  the  patient  noticed  some  increase 
in  pain  and  stiffness  after  the  seventh  or  eighth 
day.  This  patient  has  little  or  no  pain  when 
maintained  on  a two-week  schedule  of  6-methyl- 
prednisolone acetate  and  is  able  to  do  most  of  her 
housework  during  these  periods.  There  have 
been  no  complications  to  date  from  this  therapy. 

Case  2:  A forty-five-year-old  female  has  had 
rheumatoid  arthritis.  Stage  II,  Class  III  severity, 
of  four  years  duration.  Previous  therapy  has 
included  rest,  physical  therapy,  gold  salt  therapy, 
hydroxychloroquine  (Plaquenil  sulfate),  200  mg. 
twice  a day  for  six  months,  chloroquine  (Triquin) 
for  six  months,  phenylbutazone,  and  oral  corti- 
costeroids with  minimal  relief.  In  October, 
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1956,  an  acute  gastric  ulcer  was  demonstrated 
radiographically.  Prednisone  was  discontinued, 
and  the  ulcer  healed  promptly  and  has  not  re- 
curred. During  the  past  fifteen  months  the 
arthritis  has  become  so  painful  that  the  patient 
has  been  almost  helpless  on  numerous  occasions. 
Dexamethasone  3 mg.  daily  and  triamcinolone 
16  mg.  daily  did  not  afford  satisfactory  relief  of 
pain.  Three  injections  of  6-methylprednisolone 
acetate  3 cc.  (120  mg.)  were  given  intramuscularly 
at  five-  to  seven-day  intervals  during  February, 
1959,  with  a Grade  I response.  Because  of  the 
limited  supply,  prednisolone  acetate  was  sub- 
stituted in  a dose  of  200  mg.  intramuscularly  at 
seven-  to  ten-day  intervals  from  March  1,  1959, 
until  September  4,  1959,  when  6-methylpredniso- 
lone acetate  was  again  given  in  a dose  of  3 cc. 
(120  mg.).  Since  September  4,  1959,  the  patient 
has  been  treated  on  a two-week  schedule,  and 
the  dosage  has  been  reduced  gradually  to  2 cc. 
(80  mg.).  A 60-mg.  dose  was  tried  on  two  oc- 
casions, but  pain  began  to  return  by  the  eighth 
and  ninth  day,  respectively.  At  the  present 
time  this  patient  is  practically  free  of  pain  and  is 
able  to  perform  her  usual  household  duties. 

Case  S:  A fifty-year-old  female  has  had  rheu- 
matoid arthritis,  Stage  II,  Class  III  severity,  of 
six  years  duration.  The  patient  was  greatly  im- 
proved during  1956  by  a course  of  gold  salt  ther- 
apy which  she  discontinued  when  she  moved  to 
Florida  in  March,  1957.  The  arthritis  recurred 
in  December,  1957,  and  she  was  started  on  tri- 
amcinolone 16  mg.  daily  which  she  reduced 
gradually  to  a maintenance  dose  of  8 mg.  daily. 
In  September,  1958,  she  returned  to  me,  com- 
plaining of  generalized  arthritic  pain  which  was 
no  longer  relieved  by  triamcinolone.  Gold  salt 
injections  were  started  in  September,  1958,  and 
6-methylprednisolone  acetate  2 cc.  (80  mg.)  was 
given  intramuscularly  on  November  11,  1958,  be- 
cause of  the  severe  pain.  The  patient  was  con- 
tinued on  the  80  mg.  dose  until  March  6,  1959, 
when  prednisolone  acetate  was  substituted  in  a 
150  mg.  dose.  The  dosage  was  gradually  re- 
duced to  120  mg.  at  fourteen-  to  sixteen-day 
intervals  with  excellent  symptomatic  relief  until 
September,  1959.  At  this  time  the  patient 
moved  to  a new  house  and  also  worked  from 
twenty-four  to  thirty  hours  a week  opening  a new 
library.  On  September  10,  1959,  an  acute  e.x- 
acerbation  of  joint  pain  occurred,  and  6-methyl- 
prednisolone  acetate  was  given  intramuscularly  in 
a 3 cc.  (120  mg.)  dose,  since  supplies  were  avail- 


able. Dramatic  rehef  resulted,  and  the  dosage 
has  been  reduced  gradually  to  2 cc.  (80  mg.)  at 
fourteen-  to  eighteen-day  intervals,  which  main- 
tained a Grade  I response  to  December  17,  1959. 
There  have  been  no  complications  of  the  intra- 
muscular corticosteroids,  and  the  patient  is  able 
to  maintain  her  household  in  addition  to  working 
twenty-four  hours  weekly  at  the  library. 

Case  4-'  A sixty-three-year-old  female  has  had 
rheumatoid  arthritis.  Stage  III,  Class  III  sever- 
ity, for  eight  years.  This  patient  had  received 
inadequate  gold  salt  therapy,  numerous  other 
injections  of  unknown  nature,  salicylates,  bed 
rest  and  physical  therapy  in  the  hospital,  and 
oral  corticosteroids  prior  to  my  examination  in 
January,  1958.  Since  then  she  has  received  a 
full  course  of  gold  salt  injections  with  question- 
able benefit,  numerous  intra-articular  injections 
of  various  steroids  with  minor,  temporary  relief, 
hydroxychloroquine  sulfate  200  mg.  twice  a day 
for  nine  months,  and  a subsequent  six-week 
period  of  bed  rest,  daily  physical  therapy,  phenyl- 
butazone, and  prednisone  20  mg.  daily  with  mild 
improvement  only.  A severe  exacerbation  of 
generalized  joint  pain  occurred  in  July,  1959, 
and  the  patient  was  unable  to  obtain  satisfactory 
relief  either  with  oral  prednisone  or  narcotic 
drugs.  An  initial  dose  of  2.5  cc.  (100  mg.)  of 
6-methylprednisolone  acetate  was  given  intra- 
muscularly on  August  14,  1959,  and  a Grade  I 
response  was  obtained.  This  response  has  been 
maintained  to  the  present  time  despite  a gradual 
reduction  in  the  dose  to  0.7  cc.  (28  mg.)  every 
fourteen  to  sixteen  days.  All  signs  of  joint  in- 
flammation have  subsided,  and  the  patient  has 
been  able  to  perform  all  her  usual  household  ac- 
tivities. There  has  been  a simultaneous  im- 
provement in  her  Cushingoid  symptoms  and  a 
gradual  loss  of  10  pounds  in  weight  which  ap- 
peared during  the  previous  prednisone  treatment. 

Group  II — Patients  with  gastric  ulcers  on  oral 
corticosteroid  therapy  (total : 3 patients) 

Case  6:  A fifty-five-year-old  female  has  had 
rheumatoid  arthritis.  Stage  III,  Class  IV  severity, 
for  six  years.  Treatment  by  her  family  doctor 
had  consisted  of  bed  rest,  cortisone  100  to  150  mg., 
hydrocortisone  80  to  100  mg.  daily,  and  phenyl- 
butazone with  inadequate  refief  of  pain.  A 
marked  Cushing’s  syndrome  already  was  present 
at  the  time  of  our  first  examination  in  September, 
1954.  The  patient  was  admitted  to  the  hospital 
on  September  25,  1954,  and  treated  with  bed 
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rest,  salicylates,  gradual  reduction  of  corti- 
costeroids, physical  therapy,  gold  salt  injections, 
and  intra-articular  injections  until  December  2, 
1954. 

In  March,  1955,  the  patient  began  taking 
oral  corticosteroids  again  because  of  a severe 
exacerbation  of  generalized  joint  pain.  She  re- 
fused to  reduce  the  maintenance  dosage  (pred- 
nisone or  prednisolone  20  to  25  mg.;  later  6- 
methylprednisolone  or  triamcinolone  16  to  20 
mg.  daily)  despite  poor  relief  (Grade  III  re- 
sponse). However,  in  June,  1958,  severe  gastric 
distress  typical  of  an  ulcer  appeared.  On  July 
21,  1958,  radiographic  e.xamination  of  the  gastro- 
intestinal tract  revealed  a large  ulcer  of  the 
greater  curvature  (2.5  cm.  in  diameter)  sur- 
rounded by  a large  area  of  edematous  mucosa. 
Routine  antiulcer  therapy  was  started  imme- 
diately, but  no  evidence  of  healing  was  found 
three  weeks  later  (August  11,  1958).  At  that 
time  the  patient  was  hospitalized  for  a strict 
antiulcer  program  of  continuous  feedings,  anti- 
cholinergic drugs,  and  antiacid  therapy  on  a 
twenty-four-hour  basis.  Because  of  severe  joint 
pain,  the  patient  again  refused  to  reduce  the  oral 
corticosteroids  (triamcinolone  16  mg.  daily)  on 
admission  to  the  hospital.  After  two  weeks  of 
intensive  antiulcer  therapy,  radiographic  exami- 
nation of  the  stomach  on  August  28,  1958, 
demonstrated  practically  no  attempt  at  healing  of 
a “large,  acute  gastric  ulcer,”  which  appeared  to 
be  benign.  The  patient  finally  agreed  to  dis- 
continue the  oral  triamcinolone,  and  an  initial 
injection  of  6-methylprednisolone  acetate  in  a 
3 cc.  (120  mg.)  dose  was  given  intramuscularly  on 
August  29,  1958.  After  two  subsequent  in- 
jections of  the  same  dose  at  forty-eight-hour 
intervals,  reUef  of  joint  symptoms  was  noted 
(Grade  II  response),  and  there  was  a simul- 
taneous decrease  in  gastric  symptoms.  It  was 
not  possible  to  reduce  the  intramuscular  dose  of 
3 cc.  (120  mg.)  or  prolong  the  interval  between 
injections  to  more  than  from  ninety-six  to  one 
hundred  twenty  hours  and  maintain  adequate  re- 
lief of  the  rheumatoid  symptoms.  On  Septem- 
ber 16,  1958,  another  radiograpliic  examination 
demonstrated  healing  of  the  gastric  ulcer  (crater 
I cm.  in  diameter)  and  marked  decrease  in  the 
surrounding  mucosal  edema,  and  by  October  28, 
1958,  the  lesion  appeared  to  be  completely  healed. 

It  was  necessary  to  continue  the  6-methyl- 
prednisolone acetate  intramuscularly  in  a dose  of 
3 cc.  every  four  or  hve  days  until  February,  1959, 
at  which  time  no  supplies  were  available.  The 


injection  was  changed  to  prednisolone  acetate 
(200  mg.)  intramuscularly  every  seventy-two  to 
ninety-six  hours.  On  March  11,  1959,  there  was 
a sudden  recurrence  of  gastric  s3uni)toms,  despite; 
a continued  antiulcer  program.  Prednisolone 
acetate  was  discontinued,  and  the  patient  was 
maintained  on  corticotrophin  gel  80  units  intra- 
muscularly every  forty-eight  hours  until  May  4, 
1959.  During  this  period,  the  rheumatoid 
arthritis  was  much  more  painful,  and  gastric 
symptoms  were  present  almost  constantly. 
Radiographic  examination  of  the  stomach  on 
April  17,  1959,  again  demonstrated  an  ulceration 
in  the  same  region  of  the  greater  curvature.  On 
May  4,  1959,  further  supplies  of  the  6-methyl- 
prednisolone acetate  were  available,  and  the 
same  dosage  schedule  was  reinstituted  (120  mg. 
every  ninety-six  to  one  hundred  twenty  hours). 
A Grade  II  response  of  the  rheumatoid  arthritis 
was  produced,  and  on  June  2,  1959,  on  radio- 
graphic  examination,  the  gastric  ulcer  appeared  to 
be  healed.  The  patient  has  continued  to  be  free 
of  gastric  distress  and  has  maintained  the  Grade 
II  response  of  the  arthritic  process  to  the  present 
time  (December  10,  1959)  on  the  intramuscular 
6-methylprednisolone  acetate.  Attempts  to  re- 
duce dosage  or  lengthen  the  interval  between  in- 
jections have  not  been  successful. 

Case  6:  A sixty-three-year-old  female  had 
rheumatoid  arthritis.  Stage  II,  Class  III  severity', 
for  seven  years.  Because  of  the  painful,  dis- 
abhng  joint  complaints  which  did  not  improve 
with  basic  therapy  of  rest,  physical  therapy, 
salicylates,  and  a course  of  gold  salt  injections, 
her  family  doctor  had  instituted  oral  corticos- 
teroids in  December,  1955.  The  patient  was 
moderately  relieved  (Grade  II  response)  first  by 
cortisone  in  a maintenance  dose  of  75  mg.  daily 
and  later  by  hydrocortisone  60  to  70  mg.  daily. 
In  April,  1958,  a severe,  painful  flare-up  of  all 
joint  pain  occurred,  and  therapy  was  changed  to 
prednisone  20  mg.  daily  on  May  3,  1958.  At 
the  time  of  my  first  examination  in  July,  1958, 
the  patient  had  developed  typical  ulcer  symptoms 
which  were  confirmed  radiographically  on  Julj'  28, 
1958.  The  ulceration  was  described  as  “an 
acute,  shallow  lesion  with  a large  crater  measuring 
2 cm.  in  diameter  and  marked  surrounding  muco- 
sal edema.”  The  ulcer  healed  completely  in  a 
six-week  period  of  treatment  which  included  a 
strict  antiulcer  program,  discontinuing  the  oral 
prednisone  therapy,  and  injections  of  cortico- 
trophin gel.  In  September,  1958,  when  the 
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intervals  between  the  corticotrophin  injections 
were  increased  to  from  forty-eight  to  sixty  hours, 
there  was  not  only  a painful  exacerbation  of  the 
arthritis  but  also  a simultaneous  return  of  gastric 
distress.  Radiographic  examination  again  re- 
vealed the  presence  of  a gastric  ulcer  in  the  same 
region  of  the  greater  curvature  demonstrated  on 
September  30,  1958.  At  this  time  corticotrophin 
gel  was  discontinued,  and  intramuscular  injec- 
tions of  6-methylprednisolone  acetate  were 
initiated  with  a dose  of  3 cc.  (120  mg.).  No 
change  in  the  antiulcer  program  was  required, 
because  the  patient  had  continued  on  a bland 
diet  and  antichohnergic  and  antiacid  drugs  since 
the  onset  of  the  ulcer  in  July.  Two  subsequent  3 
cc.  (120  mg.)  injections  were  given  at  forty-eight- 
hour  intervals  with  a Grade  I response.  The 
dosage  of  6-methylprednisolone  acetate  was 
reduced  gradually  to  2 cc.  (80  mg.)  every  seven  or 
eight  days  and  maintained  a Grade  I or  II  re- 
sponse of  the  rheumatoid  arthritis.  The  ulcer 
symptoms  disappeared  promptly,  and  healing  was 
demonstrated  radiographically  on  November  18, 
1958.  This  patient  continued  in  good  health  on 
the  program  but  was  killed  instantly  in  an  auto 
accident  in  early  February,  1959.  No  further  de- 
tails were  obtained,  because  the  fatal  accident 
occurred  out  of  the  state. 

Group  III. — Patients  maintained  adequately 
on  oral  corticosteroid  therapy  (total:  8 patients, 
included  only  for  comparative  evaluation  of  dose 
and  duration  of  rehef  from  intramuscular  in- 
jections) 

Case  7:  A fifty-nine-year-old  male  has  had 
rheumatoid  arthritis.  Stage  III,  Class  III 
severity,  of  twenty  years  duration.  This  patient 
had  received  all  the  recognized  therapeutic 
measures  during  this  period  including  three 
hospital  admissions,  bed  rest,  physical  therapy, 
salicylates,  three  courses  of  gold  salt  injections, 
many  intra-articular  corticosteroid  injections, 
and  more  recently  a two-year  course  of  chloro- 
quine  therapy.  In  March,  1958,  he  was  unable 
to  work  for  three  months,  and  prednisone 
therapy  was  initiated  in  a daily  dose  of  15  mg. 
Gradual  reduction  of  prednisone  dosage  to  6 to 
7.5  mg.  daily  was  possible,  and  sufficient  im- 
provement in  his  joint  function  has  been  main- 
tained so  that  he  has  been  able  to  continue  his 
regular  occupation.  Six  intramuscular  injections 
of  6-methylprednisolone  acetate  were  adminis- 
tered between  September  11,  1959,  and  December 
11,  1959,  in  a dose  of  60  to  80  mg.  The  initial 


injection  of  60  mg.  produced  a Grade  II  response 
for  ten  days,  and  two  subsequent  injections  of 
the  same  dose  provided  excellent  symptomatic 
relief  for  from  twelve  to  fourteen  days  on  both 
occasions.  Three  80  mg.  injections  gave  a 
similar  response  for  periods  of  seventeen,  eighteen, 
and  twenty  days  respectively.  Because  of  in- 
adequate supply  of  the  injectable  material  and 
also  the  e.xcellent  response  to  prior  oral  corti- 
costeroid therapy, a maintenance  dosage  of  7.5mg. 
prednisone  has  been  resumed  since  December  12, 
1959,  with  a Grade  II  response. 

Case  8:  A fifty-four-year-old  female  has  had 
rheumatoid  arthritis.  Stage  III,  Class  III  severity, 
for  eleven  years.  This  patient  had  received  all 
methods  of  treatment  in  the  past,  including  gold 
salt  injections  and  antimalarial  therapy  which 
were  not  tolerated  because  of  severe  skin  reac- 
tions. Because  it  was  necessary  for  her  to  con- 
tinue employment  as  a teacher,  oral  prednisone 
therapy  was  initiated  in  April,  1957.  An  e.xcel- 
lent symptomatic  response  (Grade  II)  occurred 
and  has  been  maintained  on  a daily  dose  of 
5 to  6 mg.  of  prednisone.  On  September  4, 
1959,  because  of  a severe  gastroenteritis  which 
prevented  her  usual  oral  prednisone  dosage,  an 
intramuscular  injection  of  6-methylprednisolone 
acetate  in  a dose  of  80  mg.  was  administered. 
A Grade  II  response  resulted  for  thirteen  days, 
and  four  subsequent  80  mg.  injections  produced 
similar  improvement  for  periods  of  from  eighteen 
to  twenty  days.  Two  60  mg.  injections  were 
administered  with  excellent  relief  of  ten  and 
twelve  days  duration.  On  December  16  the 
patient  resumed  a 6 mg.  oral  dose  of  prednisone 
with  the  same  response  that  was  observed  prior 
to  the  period  of  intramuscular  therapy. 

Results  of  Intramuscular  Injections 
with  6-Methylprednisolone  Acetate 

The  intramuscular  injections  of  fh-methyl- 
prednisolone  acetate  produced  a satisfactory 
response  (Grade  I or  II)  of  the  rheumatoid 
arthritis  in  16  of  18  patients  (88.8  per  cent) 
when  it  was  administered  in  a dose  of  from 
80  to  120  mg.  The  duration  of  improve- 
ment persisted  for  from  seven  to  twelve  days 
in  all  but  1 patient  with  severe  inflammatory 
activity  who  required  injections  at  four-  to 
five-day  intervals.  In  8 patients  an  ex- 
cellent response  lasted  as  long  as  fourteen 


February  15,  1961 


559 


NORCROSS  AND  WINTER 


days,  and  in  4 patients  there  was  a duration 
of  from  seventeen  to  twenty  days  following 
injections  of  80  mg.  One  hundred  seventy- 
two  of  the  186  (92.5  per  cent)  injections  ad- 
ministered to  this  group  of  patients  resulted 
in  a Grade  I or  II  improvement,  and  only 
14  (7.5  per  cent)  produced  a negligible  re- 
sponse. 

This  route  of  administration  of  the  drug 
is  not  suggested  in  preference  to  oral  therapy 
but  does  offer  certain  advantages  in  selected 
patients.  Definite  benefits  can  be  obtained 
in  patients  who  have  a poor  response  to 
oral  administration  of  the  corticosteroids, 
because  intramuscular  injections  may  by- 
pass the  liver  and  prevent  inactivation  of 
the  hormone  by  that  organ.  The  advantage 
of  intramuscular  injections  in  patients  on 
prolonged  corticosteroid  therapy  who  are 
prevented  from  taking  their  usual  oral  medi- 
cation because  of  a severe  gastroenteritis, 
surgery,  or  overwhelming  infection  certainly 
is  obvious.  In  this  group  of  patients  who 
have  “treatment-induced”  adrenocortical 
insufficiency,  continued  administration  of 
such  hormones  are  necessary  for  the  preser- 
vation of  life.  (It  is  important  to  remember 
in  the  event  of  severe  stress  and  the  presence 
of  iatrogenic  adrenocortical  insufficiency 
that  patients  also  may  require  the  parent 
hormone,  hydrocortisone,  for  mineral-corti- 
coid  activity.) 

The  third  group  of  patients  in  whom  in- 
tramuscular injection  has  a distinct  ad- 
vantage is  that  of  patients  who  have  gastric 
distress  or  actual  radiographic  demonstra- 
tion of  a “steroid  ulcer.”  Although  the  role 
of  oral  corticosteroid  therapy  in  the  causa- 
tion of  the  typical  steroid  ulcer  (shallow  with 
large  crater,  with  edematous  surrounding 
mucosa,  without  fibrous  scar  formation, 
occurring  along  the  greater  curvature)  is 
not  proved,  many  rheumatologists  are  im- 
pressed with  the  frequency  of  gastric  symp- 
toms (25  to  30  per  cent  of  patients)  and  the 
presence  of  an  ulcer  with  complications 
(hemorrhage,  perforation)  in  such  patients. 
We  agree  with  West^®  that  gastric  complica- 
tions are  considerably  more  frequent  with 


oral  corticosteroid  therapy  than  with 
parenteral  administration  of  corticotrophin 
or  coticosteroid  hormone,  which  suggests 
a local  irritant  effect  similar  to  the  acute, 
erosive  effects  of  salicylates.  In  3 patients 
with  so-called  gastric  steroid  ulcers  healing 
was  not  accomplished  despite  adequate  anti- 
ulcer therapy  until  oral  corticosteroid 
therapy  was  discontinued.  The  failure  of 
recurrence  of  gastric  complaints,  although 
sufficient  adrenocortical  therapy  was  given 
intramuscularly  to  reheve  symptoms  of  the 
disease,  also  suggests  the  advisability  of 
this  route  of  administration. 

Summary  ? 

The  aqueous  suspension  of  6-methyl- 
prednisolone  acetate  offers  certain  ad- 
vantages over  former  injectable  corti- 
costeroid preparations.  This  product  is  ' 
suitable  not  only  for  local  and  intra-articular 
injection  but  also  produces  a satisfactory 
and  prolonged  systemic  response  to  intra- 
muscular injection.  The  preparation  has 
been  well  tolerated  with  minimal  or  no 
flare-up  after  local  administration;  produces 
a rapid,  predictable,  and  prolonged  response 
to  both  intra-articular  and  intramuscular 
injections;  and  has  a high  concentration 
(40  mg.  per  cubic  centimeter)  which  provides 
the  anti-inflammatory  activity  of  250  mg. 

(or  more)  of  hydrocortisone  acetate. 

Two  hundred  fifty  intra-articular  injec- 
tions were  administered  to  a group  of  118 
patients  with  various  rheumatic  diseases, 
and  a Grade  I or  II  therapeutic  response 
was  produced  in  89  per  cent.  The  duration 
of  this  response  exceeded  three  weeks  in 
more  than  76  per  cent  of  injections  and 
lasted  over  six  weeks  in  30  per  cent  of  the 
250  injections.  When  compared  with  the 
effects  of  prednisolone  tertiary-butylacetate 
in  a group  of  30  patients,  the  degree  and 
duration  of  response  was  superior  in  66  per 
cent  of  the  patients. 

A total  of  186  intramuscular  injections 
were  administered  to  18  rheumatoid  pa- 
tients. An  excellent  response  (Grade  I or 
II)  was  observed  in  88  per  cent  (16  of  18 

New  York  State  J.  Med.  j 


500 


MET II YLPREDNISOWNE  ACETA  TE 


patients)  and  lasted  for  an  average  period 
of  seven  to  twelve  days.  Only  1 patient 
with  severe  disease  required  repeated  in- 
jections at  four-  to  five-day  intervals.  E.x- 
cellent  symptomatic  relief  persisted  in  8 pa- 
tients for  periods  of  two  weeks  after  re- 
peated injections.  Although  this  route  of 
administration  is  not  recommended  for 
the  routine  patient,  intramuscular  therapy 
provides  certain  benefits  over  oral  adminis- 
tration under  certain  conditions;  that  is, 
(1)  more  effective  symptomatic  relief  in 
patients  with  a poor  response  to  oral  corti- 
costeroids; (2)  precise  and  perhaps  lifesaving 
control  of  dosage  when  patients  are  not 
dependable  or  are  unable  to  take  oral 
medication  because  of  an  acute  problem, 
such  as  a severe  gastroenteritis;  and  (3) 
relief  of  severe  gastric  symptoms  in  patients 
on  oral  corticosteroid  therapy.  There  were 
no  instances  of  local  or  systemic  reactions 
or  of  abscess  formation  with  repeated  intra- 
muscular injections.  Prednisolone  acetate 
also  produced  effective  relief  of  the  rheuma- 
toid symptoms  in  6 patients,  but  the  neces- 
sary dose  was  usually  40  to  60  per  cent  greater 
than  with  6-methylprednisolone  acetate. 

The  aqueous  suspension  of  6-methyl- 
prednisolone acetate  is  a valuable  adjunc- 
tive therapeutic  agent  in  patients  with 
rheumatic  diseases  for  local  (intra-articular) 
and  for  systemic  (intramuscular)  administra- 
tion. 
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^ I ^HE  infant  born  with  a cleft  palate  and/or 
a cleft  lip  is  destined  to  require  compre- 
hensive care,  often  of  a long-term  nature, 
before  his  habilitation  is  completed.  This 
requires  evaluation  and  follow-up  care  of 
many  professional  disciplines  and  can  be 
rendered  efficiently  only  in  the  form  of  a 
coordinated  effort  called  a “team.”  The 
team  consists  of  the  following  professional 
services;  pediatrics,  plastic  surgery,  psy- 
chiatry, otolaryngology,  dentistry  (including 
orthodontia  and  prosthodontia),  nursing 
(including  public  health  nursing),  psy- 
chology, social  service,  and  speech  therapy. 

In  October,  1953,  the  Bureau  for  Handi- 
capped Children  and  the  Bureau  of  Den- 
tistry of  the  New  York  City  Department 
of  Health  instituted  a community  program 
for  the  care  of  this  group  of  children.  Before 
the  initiation  of  this  program  patients  often 
received  fragmented  care  in  several  insti- 
tutions to  complete  their  habilitation.  It 
was  apparent  that  a great  deal  more  than 
this  was  necessary.  The  concept  of  the 
Cleft  Palate  Center* *  originated  from  this 
need.  Thus,  patients  would  be  seen  in  one 
center  by  all  members  of  the  team  who  would 
plan  and  continue  treatment,  with  periodic 
re-evaluation  at  intervals  during  the  period 
of  treatment. 

To  establish  such  centers  the  Bureau  for 
Handicapped  Children  with  the  assistance 
of  a technical  advisory  committee  estab- 
lished standards  for  the  care  of  children  with 

Presented  at  the  154th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  Section  on  Pediatrics,  May  12,  1960. 

* Although  patients  with  both  cleft  lips  and  /or  cleft 
palates  are  treated  in  such  centers,  the  abbreviated  title. 
Cleft  Palate  Center,  is  used. 


cleft  palates  and  cleft  lips.^ 

The  technical  advisory  committee  is  com- 
posed of  a group  of  leading  specialists  in 
fields  concerned  with  the  habilitation  of 
these  children  (pediatrics,  plastic  surgery, 
orthodontia,  oral  surgery,  and  social  service) . 
Centers  meeting  the  recommended  standards 
are  approved  to  receive  funds  through  the 
Medical  Rehabilitation  Program  (Crippled 
Children’s  Program). 

Every  center  seeking  approval  is  visited 
by  a group  of  consultants  from  the  Bureau 
for  Handicapped  Children,  and  Bureau  of 
Dentistry . ^ This  group  includes  representa- 
tives from  pediatrics,  dentistry,  public 
health  nursing,  and  social  service.  The 
services  rendered  in  the  particular  center 
are  reviewed  with  the  staff  of  the  center,  and 
these  findings  are  discussed  with  the  tech- 
nical advisory  committee.  The  latter  then 
recommends  to  the  Commissioner  of  Health 
action  to  be  taken  regarding  participation 
of  the  hospital  in  the  Medical  Rehabilitation 
Program.  Centers  meeting  the  standards 
for  good  comprehensive  care  are  recom- 
mended for  approval.  In  addition,  guidance 
and  consultation  are  given  to  developing 
programs  in  new  centers  and  to  existing 
centers  for  the  further  development  of  their 
programs.  Periodic  visits  are  made  by  the 
consultants  to  follow  up  their  progress. 

Approved  centers  are  reimbursed  for  a 
comprehensive  diagnostic  evaluation  on  an 
outpatient  basis.  This  includes  individual 
evaluation  by  each  member  of  the  team, 
followed  by  a team  conference  where  a plan 
of  treatment  is  outlined  which  is  based  on 
the  total  needs  of  the  individual  child. 
Other  services  reimbursed  under  the  program 


562 


New  York  State  J.  Med. 


,FOIJ/)W-Ur  STUDY  OF  CHILDREN  AND  CLEFT  LIP /CLEFT  PALATE 


TABLE  I. — Certificates  of  Live  Births  in 
New  York  City  in  1955  Reporting  Cleft  Palate 
and/or  Cleft  Lip  and  Response  to  Question- 
naire 


Report 

Number  of 
Patients 

Died  under  one  year  of  age 

20 

No  answer 

20 

Responded — no  cleft  palate 

and/or  cleft  lip  present 

7 

Responded — cleft  palate  and/or 

cleft  lip  present 

76 

Total 

123 

are:  inpatient  hospital  care  during  surgery, 
individualized  nursing  following  surgery, 
speech  therapy  on  an  individual  or  group 
basis,  orthodontia,  prosthetic  appliances, 
and  audiometric  tests. 

Since  this  program  has  been  in  operation 
for  approximately  five  years,  it  was  decided 
to  study  a group  of  infants  born  with  cleft 
palate  and/or  cleft  lip  to  determine  the 
extent  and  quality  of  their  care  to  date,  and 
particularly  whether  or  not  this  care  was 
rendered  in  an  approved  cleft  palate  center. 
In  addition,  we  were  anxious  to  determine 
how  effective  such  a study  might  be  as  a 
method  of  case  finding  in  the  future.  The 
year  1955  was  selected  since  it  was  felt  that 
infants  born  in  that  year  should  be  under 
intensive  care  at  the  time  of  this  study. 
Complete  evaluation  and  follow-up  care  by 
all  members  of  the  team  would  be  essential 
by  this  time. 

In  1955  there  were  165,150  live  births 
reported  in  New  York  City,  and  of  these. 


123  or  0.75  per  thousand  live  births  had  a 
cleft  palate  and/or  a cleft  lip  reported  on  the 
birth  certificate.*  This  is  comparable  to 
the  incidence  of  this  anomaly  as  reported 
by  Wallace,  Iloenig,  and  Ilich^  for  the  years 
1951  and  1953  when  it  was  0.79  and  0.84 
respectively. 

Method 

A 4-page  questionnaire  was  sent  to  the 
parents  of  the  103  children  in  this  group 
whom  we  assumed  to  be  living  at  one  year  of 
age  (20  in  the  original  group  were  known  to 
be  dead).  All  of  these  were  full-term  in- 
fants; there  was  only  1 premature  infant 
in  the  group,  and  it  had  died.  If  the  initial 
questionnaire  was  not  answered,  a maximum 
of  four  additional  requests  were  sent  at 
monthly  intervals.  Eighty-three  replies 
were  received  from  these  103  families.  More 
complete  data  were  obtained  by  the  public 
health  nurse  in  4 cases.  In  seven  of  the 
83  replies  the  parents  denied  the  existence 
of  the  anomaly.  No  reply  was  received 
in  20  cases  (Table  I) . 

Da  ta 

Of  the  76  infants  on  whom  data  were 
received,  64  were  reported  as  having  a 
cleft  lip  with  or  without  a cleft  palate,  f 

* Only  1 was  reported  to  be  a premature  infant  and  it 
died  subsequently. 

t Since  these  diagnoses  were  based  on  replies  to  the 
questionnaires,  8 cases  known  to  the  Bureau  for  Hand- 
icapped Children  were  checked  for  accuracy  of  diagnosis 
and  were  found  to  be  correct. 


TABLE  II. — Live  Births  in  New  York  City  in  1953  With  Cleft  Palate  and/or  Cleft  Lip  (Still 
Living  At  Follow-up)  by  Anomaly  According  to  Sex 


Children  With  Each  Anomaly 

■Male ^ — ■ — > -Female — .. Total- 


Condition 

Number  of 
Cases 

Rates  Per 
10,000 
Live  Births 

Number  of 
Cases 

Rates  Per 
10,000 
Live  Births 

Number 

Cases 

Rates  Per 
of  10,000 
Live  Births 

Unduplicated 

Cleft  palate  only 

3 

0.4 

9 

1.1 

12 

0.7 

Cleft  lip  only 

20 

2.4 

8 

1.0 

28 

1.7 

Cleft  palate  and 

cleft  lip 

25 

2.9 

11 

1.4 

36 

2.2 

Duplicated 

Cleft  lip* 

45 

5.3 

19 

2.4 

64 

3.9 

Cleft  palate  t 

28 

3.3 

20 

2.5 

48 

2.9 

Totals 

48 

5.7 

28 

3.5 

76 

4 . 6 

* With  or  without  cleft  palate 
t With  or  without  cleft  lip 


February  15,  1961 


563 


LENDING,  JACOBZINER,  GROSSI,  KUGLER,  AND  RICH 


TABLE  III. — Live  Births  in  New  York  City  in 
1955  WITH  Cleft  Palate  and/or  Cleft  Lip  by 
Age  of  Mother  and  Rates  of  Occurrence 
Among  Live  Births  Specific  for  Age  of  Mother 


Age  of  Mother 

Number 
of  Cases 

Rates  Per 
10,000  Live 
Births  in 
Age  Group 

Under  25  years 

42 

7.2 

25  to  34  years 

52 

5.9 

35  years  and  over 

22 

11.7 

Note;  x"2  = 7.4  P<0.3 


It  was  unilateral  in  54  instances  (84.3  per 
cent),  bilateral  in  nine  instances  (14  per 
cent),  and  laterality  was  unknown  in  1. 
Among  the  54  infants  with  a unilateral 
cleft  lip,  29  cases  (53.7  per  cent)  were  as- 
sociated with  a cleft  palate.  However, 
among  the  9 cases  of  bilateral  cleft  lip  there 
was  an  associated  cleft  palate  in  7 (77.7 
per  cent).  In  addition,  there  were  12  cases 
of  cleft  palate  unassociated  with  a cleft  lip. 

A higher  incidence  of  cleft  palate  and/or 
cleft  lip  was  noted  in  male  infants  in  this 
series.  This  has  been  reported  by  other 
authors  as  well.'*’®  Among  our  76  infants, 
48  were  males  (5.7  per  10,000  male  live 
births),  and  only  28  were  females  (3.5  per 
10,000  female  live  births — Table  II). 

Certain  information  concerning  the  family 
history  was  available  directly  from  the  birth 
certificates.  Twenty-two  of  these  cases 
(11.7  per  10,000  live  births  in  this  age  group) 
were  the  result  of  a pregnancy  in  which  the 
mother  was  thirty-five  years  of  age  or  older. 
This  is  in  contrast  to  much  lower  rates  in  the 
younger  groups  (Table  III).  These  find- 
ings uphold  the  generally  accepted  fact  that 
gravida  in  the  thirty-five-year  and  older 
age  group  produces  a higher  percentage 
of  infants  with  congenital  anomalies.  Sim- 
ilar findings  as  to  the  age  of  the  father  have 
been  reported  by  others*  and  appear  to  be 
substantiated  by  the  data  in  this  study 
(Table  IV). 

An  analysis  of  prenatal  care  was  made  in 
the  76  instances  in  which  the  questionnaire 
was  completed. 

Seventeen  of  the  76  mothers  (a  2.9  cleft 
5f)4 


TABLE  IV. — Live  Births  in  New  York  City  in 
1955  WITH  Cleft  Palate  and/or  Cleft  Lip  by 
Age  of  Father  and  Rates  of  Occurrence  Among 
Live  Births  Specific  for  Age  of  Father 


Age  of  Father 

Number 
of  Cases* 

Rates  Per 
10,000  Live 
Births  in 
Age  Group 

Under  25  years 

19 

7.6 

25  to  34  years 

50 

5.3 

35  years  and  over 

41 

10.3 

* Does  not  include  6 cases,  age  of  father  unknown. 
Note;  x^2  = 8.9  P<0.2 


palate  and/or  cleft  lip  incidence  per  10,000 
general  service  live  births)  were  general 
service  patients.  Eight  of  these  17  received 
care  from  the  third  trimester  only,  and  3 re- 
ceived no  prenatal  care.  Fifty-nine  mothers 
(a  5.7  cleft  palate  and/or  cleft  hp  incidence 
per  10,000  private  service  live  births)  were 
private  patients,  25  of  whom  were  under 
the  care  of  a diplomate  in  obstetrics  and 
gynecology.  Of  these,  only  1 patient  re- 
ceived care  dating  from  the  third  trimester, 
1 received  no  prenatal  care,  and  the  re- 
mainder received  care  from  early  in  preg- 
nancy. 

An  analysis  of  congenital  anomalies  other 
than  those  in  the  cleft  palate  group  was 
made.  A total  of  19  such  anomalies  were 
present  in  14  of  the  76  children  who  are 
living  and  whose  families  answered  the 
questionnaire.  This  compared  to  a total 
of  37  other  anomalies  in  18  of  the  20  infants 
who  died  under  one  year  of  age  (Table  V). 
This  is  to  be  expected,  since  infants  with 
multiple  versus  single  anomalies  are  less 
likely  to  survive. 

One  of  the  questions  to  be  answered  by 
this  study  was  what  type  of  problem  con- 
fronts parents  of  infants  with  cleft  palates 
and/or  cleft  lips.  Consequently  the  parents 
were  asked  if  they  had  any  problems,  what 
these  consisted  of,  and  whether  we  might 
be  of  some  assistance.  Twenty-seven  of 
the  76  answered  in  the  affirmative  and  asked 
a total  of  31  questions.  Fifteen  of  these 
were  concerned  with  the  etiology  of  the 
anomaly,  and  ten  parents  asked  for  specific 
advice  relating  to  speech  problems.  In 
another  part  of  the  questionnaire  we  asked 
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TABLE  V. — Live  Births  in  New  York  City  in 
1955  WITH  Cleft  Palate  and/or  Cleft  Lip, 
Congenital  Anomalies  Other  than  Clef'p 
Palate  and  Cleft  Lip  for  the  Group  Living  at 
Follow-Up  and  the  Deceased  Group 


Anomaly 

Number  Number 
in  in 

Living  Deceased 
Group*  Group* 

Orebral  agenesis,  microcephaly, 
hydrocephaly,  premature  S3U1- 
ostosis 

10 

Ailactylism,  polj'dactylism,  .syndac- 
tylism 

7 

Club  foot 

4 

4 

Agenesis  of  ej-e  (s),  propto.sis 

0 

4 

Congenital  heart  diseases 

0 

4 

Hernia  (type  not  specified) 

3 

0 

Pilonidal  sinus,  dimple 

2 

0 

Hypospadius,  deformed  testicle 

1 

2 

Cleft  uvula 

1 

0 

Cavernous  hemangioma,  skin  of 
neck 

1 

0 

Dislocated  hip 

1 

0 

Meningom.yelocele 

0 

1 

Deformed  ear 

0 

1 

Hypoplastic  mandible 
'IVacheoesojihageal  fistula 

0 

1 

0 

1 

Im]iertorate  anus 

0 

1 

Hi'droureter  and  hydronephrosis 

0 

1 

( )ther  anomalies 
Total  miscellaneous  anomalies 

19 

37 

Total  cases 

14 

18 

Total  cases  of  anomalies 

76 

20 

* As  reported  on  the  live  birth  certificates  plus 
questionnaries  in  living  group  and  on  live  birth 
certificates  plus  death  certificates  in  deceased  group. 


specifically  if  there  were  anj'^  speech 
problems.  This  was  answered  in  the  af- 
firmative in  31  cases,  29  of  which  were  in 
the  cleft  palate  group  and  only  1 in  the 
cleft  lip  group.  It  was  disappointing  to 
see  that  only  2 of  these  31  children  were 
receiving  speech  therapy.  However,  an 
additional  3 children  were  considered  to  be 
too  young,  although  future  therapy  was 
planned.  Of  these  5,  3 were  being  treated 
or  were  registered  for  treatment  at  an  ap- 
proved cleft  palate  center. 

The  questionnaire  also  asked  specific 
questions  relating  to  feeding  problems. 
The  replies  were  difficult  to  interpret,  owing 
to  the  subjective  nature  of  these  questions. 
Therefore,  certain  items  (“colic,”  “did  not 
want  to  eat,”  “had  to  be  coaxed  to  eat”) 
were  omitted  as  not  being  feeding  problems 
directly  related  to  the  anomaly.  Twenty 
infants  were  considered  to  have  feeding 
problems  probably  related  directly  to  their 


TABLE  VI. — Live  Births  in  New  York  City  in 
1955  WITH  Cleft  Palate  and/or  Cleft  Lip; 
Current  Medical  Care  as  Obtained  from 
Questionnaire 


Agency 

Number 
of  Cases 

Private  only 

39 

Clinic  (approved)  only 

4 

Clinic  (unapproved)  onlj' 

10 

Clinic,  out  of  city,  only 

1 

Child  health  station,  only 

2 

Private  and  clinic  (approved) 

3 

Private  and  clinic  (unapproved) 

2 

Private  and  clinic,  out  of  city 
Private  and  child  health  station 
Clinic  (unapproved)  and  child  health 

station 

Clinic  (unapproved)  and  clinic. 

1 

out  of  city 

Care  unknown 

1 

No  care 

13 

Total 

76 

anomaly,  17  being  in  the  cleft  palate  group 
and  only  3 in  the  cleft  lip  group.  Twelve 
parents  replied  that  they  received  assistance 
with  the  feeding  problems,  and  eight  said 
that  they  did  not. 

In  reply  to  the  question  regarding  hearing 
and  speech  development  all  parents  stated 
that  their  child  had  no  hearing  defect. 
However,  it  is  felt  that  in  the  younger-age 
groups  parents  might  be  unable  to  detect 
such  defects.  Ideally,  by  this  time  some 
hearing  evaluation  should  have  been  made. 
We  consider  this  to  be  of  particular  sig- 
nificance, since  there  have  been  reports  of 
considerable  hearing  losses  in  children  with 
cleft  palates.  One  author  reports  that 
62  per  cent  of  his  26  cleft  palate  patients 
had  a hearing  deficit  greater  than  10  decibels 
in  one  or  both  ears,  and  46  per  cent  had  a loss 
greater  than  20  decibels  in  one  or  both  ears.® 

An  attempt  was  made  to  assay  the  tj^pe 
of  medical  care  received  by  this  group, 
exclusive  of  surgical  care.  At  the  time  the 
data  were  compiled  62  of  the  76  were  re- 
ceiving various  types  of  medical  care,  13 
were  receiving  none,  and  the  care  of  1 was 
unknown  (Table  VI).  A further  breakdown 
of  medical  care  revealed  that  only  46  children 
were  receiving  general  pediatric  care. 
Twelve  of  these  were  under  the  care  of  a 
licentiate  in  pediatrics  (Table  VII).  The 
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TABLE  VII. — Live  Births  in  New  York  City  in 
1955  WITH  Cleft  Palate  and/or  Cleft  Lip; 
Current  General  Pediatric  Care  as  Obtained 
FROM  Questionnaire 


Care 

Number  of  Cases 

Yes 

46 

No 

29 

Unknown 

1 

Total 

TABLE  VIII. — Live  Births  in  New  York  City  in 

1955  WITH  Cleft 

Lip  (Still  Living  at  Follow- 

Up);  Number  of 

Surgical  Procedures  in  61 

Cases* 

Number 

Number 

of  Procedures 

of  Cases 

1 

56 

2 

4 

3 

1 

* Does  not  include:  no  surgery  in  1 case;  surgery 
unknown  in  2 cases. 


remainder  were  receiving  medical  care  only 
for  illnesses  and  immunizations.  Only  7 
were  receiving  care  in  clinics  approved  for 
pediatrics.* 

Surgical  correction  of  the  cleft  lips  was 
almost  solely  restricted  to  one  procedure. 
Exceptions  included  4 children  who  had 
two  procedures  each,  1 child  who  had 
three  procedures  (for  a unilateral  cleft  palate 
and  cleft  lip),  and  1 child  who  had  no  surgical 
correction  at  all  (Table  VIII).  In  22  cases 
the  first  procedure  on  the  cleft  lip  was  per- 
formed when  the  child  was  less  than  four 
weeks  of  age.  By  eleven  weeks  of  age  31, 
or  50  per  cent  of  the  total  number  had  had  the 
first  procedure  (Table  IX).  Thirty-eight 
of  the  64  children  with  a cleft  lip  had  their 
surgery  performed  by  private  surgeons  who 
were  almost  exclusively  qualified  sur- 
geons, f Twenty-three  were  cared  for 
in  the  general  service  of  hospitals,  only  eight 
of  which  were  approved  cleft  palate  centers. 

Compilation  of  the  data  on  the  cleft 
palate  cases  was  more  complex,  owing  to 
the  frequency  of  repeated  procedures  as 

* Approved  by  the  American  Medical  Association 
for  residency  training  in  pediatrics. 

t A qualified  surgeon  is  here  defined  as  one  who  is  a 
Diplomats  of  one  or  more  of  the  following  American 
Boards:  Surgery,  Plastic  Surgery,  Otolaryngology,  and/ 
or  a Diplomats  of  the  International  College  of  Surgeons 
or  a Fellow  of  the  American  College  of  Surgery. 


TABLE  IX. — Live  Births  in  New  York  City  in 
1955  WITH  Cleft  Lip  (Still  Living  at  Follow- 
Up);  Age  at  First  Surgical  Procedure  in  61 
Cases* 


Age  at  First 
Procedure 

Number  of 
Cases 

Under  4 weeks 

22 

4 to  7 weeks 

6 

8 to  11  weeks 

3 

3 to  5 months 

21 

6 to  8 months 

5 

9 to  11  months 

1 

12  to  21  months 

3 

* Does  not  include:  no  surgery  in  1 case;  surgery 

unknown  in  2 cases. 

TABLE  X. — Live  Births  in 

New  York  City  in 

1955  WITH  Cleft  Palate  (Still  Living  at  Follow- 

Up);  Number  of  Surgical 

Procedures  in  27 

Cases* 

Number 

Number  of 

Procedures 

Cases 

1 

22 

2 

3 

3 

2 

* Does  not  include:  no  surgery  in  18  cases;  sur- 
gery unknown  in  3 cases. 


well  as  the  range  in  age.  Table  X shows 
the  number  of  procedures  performed  on 
this  group  when  all  were  the  age  of  the 
youngest  among  them  (one  year  and  nine 
months).  Any  surgery  performed  after 
this  date  is  not  represented.  Eighteen  had 
no  surgery  by  that  age,  22  had  had  one  - 
surgical  procedure,  and  5 had  more  than 
one  procedure.  In  16  cases  the  first  surgical 
procedure  was  performed  prior  to  eighteen  ! 
months  of  age.  In  11  instances  the  first 
procedure  was  performed  at  eighteen  to 
twenty-one  months  of  age.  The  remaining 
18  had  not  yet  had  a first  procedure  (Table 
XI) . Over  50  per  cent  of  this  group  received 
private  surgical  care,  again  rendered  almost 
exclusively  by  qualified  surgeons.  Ten  pa- 
tients received  clinic  care,  and  5 of  these 
were  treated  in  an  approved  center. 

Summary  | 

A questionnaire  type  of  follow-up  study 
was  made  on  76  of  the  123  infants  born  with 
cleft  palate  and/or  cleft  lip  in  New  York 
City  in  1955.  Pertinent  facts  concerning 
the  family  history,  prenatal  history,  and 
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TABLE  XL — Live  Births  in  New  York  City  in 
1955  WITH  Cleft  Palate  (Still  Living  at  Fol- 
low-Up) ; Age  at  First  Surgical  Procedure  in  27 
Cases* 


Age  at  First 

Number  of 

Procedure 

Cases 

Under  6 months 

1 

6 to  11  months 

4 

12  to  17  months 

11 

18  to  21  months 

11 

* Does  not  include:  no  surgery  in  18  cases;  sur- 
gery unknown  in  3 cases. 


occurrence  of  other  anomalies  are  presented. 

Many  parents  stated  that  they  currently 
had  problems  with  their  child.  There  were 
51  specific  speech  and  feeding  problems. 

Only  46  children  were  receiving  general 
pediatric  care.  The  first  surgical  procedure 
on  the  64  cleft  lip  cases  was  performed  on 
22  children  by  the  fourth  week  of  life  and  on 
an  additional  9 by  the  eleventh  week.  Sur- 
gical repair  of  the  48  cleft  palate  cases  was 
initiated  at  a later  age.  The  first  procedure 
was  performed  on  16  children  by  eighteen 
months  of  age.  By  one  year  and  nine 
months  of  age  18  cleft  palates  were  still 
unrepaired. 

Conclusion 

Total  care  is  envisioned  by  the  Health 
Department  staff  and  the  approved  cleft 
palate  centers  to  include  an  early  evaluation 
by  all  members  of  the  cleft  palate  team  with 
treatment  as  outUned  by  the  staff  following 
a team  conference.  The  care  would  be 
given  in  the  center  with  periodic  re-evalua- 
tion of  the  therapy  in  each  case.  This  would 
include  medical  care  plus  assistance  by 
nursing,  psychology,  and  so  on,  so  that  a 
total  evaluation  of  the  patient  and  the 
family  situation  can  be  made  and  more 
intelligent  planning  of  therapy  outlined. 

This  study  shows  that  many  of  these 
children  did  not  receive  the  comprehensive 
care  that  is  considered  essential  for  the 
habilitation  of  a child  with  a cleft  palate 
and/or  a cleft  lip.  This  can  be  illustrated 
by  noting  that  only  46  of  these  76  children 
were  currently  receiving  even  routine  pedi- 
atric care.  The  lack  of  adequate  coor- 
dinated care  is  illustrated  by  the  large  num- 


ber of  basic  questions  asked  of  the  study 
staff.  Almost  all  of  these  could  have  been 
answered  in  a setting  which  renders  total 
care. 

It  was  disappointing  to  find  that  surgical 
repair  of  the  cleft  lip  cases  (first  procedure) 
was  performed  by  four  weeks  of  age  in  only 
one  third  of  the  cases.  This  is  in  contrast  to 
the  generally  accepted  principle  of  early  re- 
pair of  uncomplicated  cleft  lips  in  full-term 
infants  (no  infant  in  this  group  was  prema- 
ture) . 

It  was  equally  disappointing  to  find  that 
almost  one  third  of  the  cleft  palate  cases 
were  totally  unrepaired  at  twenty-one 
months  of  age.  It  is  generally  accepted  that 
surgical  repair  should  be  initiated  at  least 
by  sixteen  to  eighteen  months  in  most  cases. 

Although  24  children  were  under  medical 
care  on  a clinic  status  and  23  of  the  children 
with  a cleft  lip  had  received  surgical  care 
as  general  service  patients,  only  8 patients 
were  receiving  financial  assistance  through 
the  Medical  Rehabilitation  Program  and 
were  being  treated  in  approved  cleft  palate 
centers.  This  was  disappointing  because 
we  would  assume  that  most  of  this  group 
would  have  been  ehgible  for  financial  aid 
at  one  of  the  cleft  palate  centers. 

It  was  found  that  approximately  20 
children  were  in  some  need  of  urgent  as- 
sistance. This  included  a child  two  years 
of  age  with  an  unrepaired  cleft  lip  who  was 
under  no  form  of  medical  supervision.  Such 
cases  were  channeled  to  the  proper  medical 
personnel  on  an  individual  basis. 

This  study  suggests  that  the  periodic 
evaluation  of  birth  certificate  data  might 
strengthen  the  early  referral  of  cleft  palate 
cases  to  approved  centers  where  total  care 
would  be  rendered.  It  also  points  out  the 
need  for  continued  work  with  maternity 
services,  well-baby  agencies,  and  so  on,  to 
obtain  earlier  case  referrals  to  the  com- 
prehensive program  which  is  available  in 
New  York  City. 

References 

1.  Bureau  for  Handicapped  Children,  Bureau  of 


February  15,  1961 


567 


LENDING,  JACOBZINER,  GROSSI,  KUGLER,  AND  RICH 


Dentistry,  New  York  City  Department  of  Health: 
Standards  of  Care  for  Cleft  Palate  Rehabilitation  Cen- 
ters in  Hospitals,  (Oct.)  1953. 

2.  Wallace,  H.  M.,  Losty,  M.  A.,  and  Siffert,  R.  S,: 
Principles  in  a hospital  consultation  service.  Am.  J. 
Pub.  Health  44:  14.34  (Nov.)  1954. 

3.  Wallace,  H.  M.,  Hoenig,  L.,  and  Rich,  H. : New- 

born infants  with  congenital  malformations  or  birth  in- 
juries, A.M.A.  Am.  J.  Dis.  Child.  91 : 529  (June)  1956. 

4.  Mazaheri,  M.:  Statistical  analysis  of  patients 

with  congenital  cleft  lip  and  /or  palate  at  the  Lancaster 
cleft  palate  clinic,  Plast.  & Reconstruct.  Surg.  21 : 
193  (Mar.)  1958. 

5.  Lis,  E.,  Pruzansky,  S.,  Koepp-Baker,  H.,  and 

Kobes,  H.  R.:  Cleft  hp  and  cleft  palate;  perspectives 

in  management,  Pediat.  Clin.  North  America,  p.  995 
(Nov.)  1956. 

6.  Holmes,  E.  M.,  and  Reed,  G.  F.:  Hearing  and 

deafness  in  cleft  palate  patients,  A.M.A.  Arch.  Oto- 
laryng.  62  : 620  (Dec.)  1955. 

Discussion 

Howard  B.  Rasi,  M.D.,  D.D.S.,  F.A.C.S., 

Brooklyn,  New  York. — I fully  agree  that  the 
infant  born  with  a cleft  palate  and/or  a cleft 
lip  requires  long-term  comprehensive  care  by  all 
the  specialties  which  have  been  mentioned. 
The  cleft  palate  center  is  certainly  an  excellent 
method  of  assuring  the  habihtation  of  a child 
born  on  the  ward  service  of  a hospital  which  does 
not  have  the  facilities  or  personnel  to  carry  out 
this  comprehensive  care.  Equally  comprehensive 
care  can  be  rendered  on  a private  basis  in  the 
same  manner  that  medical  care  is  rendered  to 
other  children  by  their  family  doctor,  pediatrician, 
and  otolaryngologist,  and  dental  care  by  their 
family  dentist  and  orthodontist. 

One  basic  principle  must  be  observed  to 
assure  complete  habihtation.  The  program  must 
be  guided  by  someone  who  has  extensive  ex- 
perience with  such  cases  and  is  aware  not  only  of 
the  most  recent  advances  in  the  management  of 
these  children  but  also  of  the  pitfalls  in  various 
technics  which  have  been  accepted  for  years. 
The  specialist  who  has  the  most  experience  with 
these  deformities  is  the  trained  plastic  surgeon. 
He  must  assume  responsibihty  for  these  children 
from  birth;  reassure  the  parents;  help  the 
family  doctor  or  pediatrician  with  problems 
related  to  the  anomaly;  discuss  with  the  anes- 
thesiologist difficulties  which  may  arise  during 
the  various  surgical  procedures ; teach  nurses  the 
pre-  and  postoperative  management  of  these 
patients;  and  consult  with  the  otolaryngologist, 
dentist,  prosthodontist,  and  speech  therapist 
when  their  services  are  required.  All  patients 
must  be  followed  carefully  and  examined  fre- 
quently until  maximum  benehts  have  been 
attained.  Finally,  each  case  must  be  analyzed. 


and  if  the  final  result  is  not  perfection,  the 
program  should  be  corrected  accordingly. 

By  carrying  out  such  a program  many  more 
members  of  the  various  professions  in  the  com- 
munity will  become  acquainted  with  the  manage- 
ment of  these  patients  than  will  be  the  case  if  all 
these  patients  are  handled  by  a few  cleft  palate 
centers. 

Among  the  various  congenital  anomahes  the 
incidence  of  cleft  palate  and/or  cleft  lip  may  be 
exceeded  only  by  clubfoot  and  polydactyha.  In 
New  York  the  incidence  varied  from  0.75  to 
0.84  per  thousand  live  births  in  1951,  1953,  and 
1955  in  data  obtained  from  birth  certificates. 
This  is  approximately  1 in  1,266  births.  If  the 
statistics  are  gathered  from  the  newborn’s  chart 
instead  of  from  the  birth  certificate,  the  incidence 
is  higher.  Shapiro*  found  an  incidence  of  1 in 
633  live  births  and  Fogh- Anderson 1 in  665 
births. 

Combined  cleft  lip  and  cleft  palate  occurs 
more  frequently  than  either  cleft  lip  or  cleft 
palate  alone,  but  the  relative  frequency  of 
either  cleft  lip  or  cleft  palate  alone  varies 
greatly  in  different  series.  Unilateral  cleft  lips 
are  more  common  than  bilateral,  and  the  left 
side  is  more  frequently  involved.  Clefts  are 
more  common  in  boys  than  in  girls. 

Fogh- Anderson,’’  studying  702  cases  of  cleft 
lips  and/or  cleft  palates  and  Me  Evitt°  studying 
282  cases  of  cleft  lips  and/or  cleft  palates  found 
no  relationship  between  parental  age  and  the 
incidence  of  clefts.  Shapiro,*  studying  604 
cases  of  congenital  anomalies  found  no  relation  to 
parental  age  except  that  73.5  per  cent  of  mon- 
goloids  were  born  to  mothers  over  thirty-five 
years  of  age.  The  widely  held  behef  that  con- 
genital anomahes  are  more  commonly  produced 
by  mothers  over  thirty-five  years  of  age  may  be 
due  to  the  fact  that  one  has  a tendency  to  be 
most  impressed  by  older  couples  who  have  been 
trying  for  many  years  to  produce  an  offspring  and 
finally  produce  one  with  a congenital  anomaly. 

Twenty  infants  were  considered  to  have 
feeding  problems  related  directly  to  their  anom- 
aly. It  is  my  policy  to  repair  the  cleft  hp 
during  the  second  week  of  life  as  soon  as  birth 
weight  is  regained.  In  infants  with  cleft  hp 
only  there  is  no  feeding  problem  after  the  cleft  is 
closed.  In  125  infants  with  cleft  palate  with 
whom  I have  been  associated  I have  not  en- 
countered any  feeding  problems  which  could  not 
readily  be  solved.  The  infant  is  fed  in  the  up- 
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right  position  so  that  the  formula  passes  down- 
ward in  the  pharynx  instead  of  out  the  nose. 
The  hole  in  a regular  nipple  is  enlarged  so  that  the 
formula  drips  out  slowly  when  the  bottle  is 
inverted.  This  makes  it  easier  for  the  infant  to 
express  the  formula  from  the  nipple. 

Twenty  nine,  or  60  per  cent,  of  the  48  patients 
with  cleft  palate,  had  speech  problems.  This 
figure  is  shocking.  With  modern  technics  for  the 
management  of  cleft  palate,  80  per  cent  of 
children  should  develop  normal  speech  after  one 
I operative  procedure  and  without  speech  therapy. 

^ Morley**  states  that  “Speech  therapy  is  changing 
I from  a hopeless  struggle  against  insuperable  odds 
to  achieve  speech,  which  was  at  least  intelligible, 
to  that  of  postoperative  observation  and  assess- 
ment of  speech  which  is  developing  gradually  and 
surely  towards  the  normal.”  Unfortunately,  the 
modern  technics  have  not  been  adopted  uni- 
versally. 

A cleft  palate  should  be  repaired  at  one  year 
of  age  by  a properly  designed  operation.  This 
supplies  a normally  functioning  soft  palate  when 
the  child  makes  his  first  attempts  to  speak. 
Only  in  this  manner  can  faulty  speech  habits  be 
avoided. 

Various  technics  were  described  for  the  repair 
of  cleft  palate,  but  it  was  not  until  1861  that  an 
operation  which  could  be  depended  on  to  give 
closure  of  clefts  involving  the  hard  and  soft 
palate  was  described  by  von  Langenbeck.  This 
operation  was  accepted  by  his  contemporaries  and 
has  continued  as  the  most  widely  used  operation 
up  to  the  present.  Unfortunately  it  is  still 
described  as  the  technic  for  palatoplasty  in  our 
latest  textbooks. 

The  von  Langenbeck  operation  has  several 
faults.  It  fails  to  recognize  that  most  cleft 
palates  also  are  short.  Therefore,  even  when  the 
edges  of  the  cleft  have  been  well  approximated, 
the  soft  palate  cannot  be  expected  to  close  the 
oronasal  pharyngeal  isthmus.  In  this  technic  a 
large  area  void  of  mucosa  is  left  on  the  nasal 
surface  of  the  palate.  This  area  gradually 
becomes  covered  with  scar  epithelium  which 
later  contracts,  causing  further  shortening  and 
producing  an  immobile  soft  palate. 

The  poor  speech  which  results  from  the  von 
Langenbeck  operation  was  soon  recognized.  As 
early  as  1862  Passavant  pointed  out  that  the 
nasal  intonation  was  due  to  an  inability  of  the 
soft  palate  to  approach  the  posterior  pharyngeal 
wall.  Numerous  procedures  were  devised  to 


improve  the  speech.  The  very  fact  that  theie 
are  so  many  procedures  bespeaks  the  inefficacy  of 
all. 

In  1937  WardilP  described  an  operation  from 
the  original  repair  of  cleft  palates.  His  technic 
provides  a mucous  membrane  covering  for  the 
nasal  surface  of  the  palate  and  lengthens  the 
palate.  The  result  is  a long,  mobile,  soft  palate 
which  closes  the  oronasal  pharyngeal  sphincter 
with  ease.  This  operation  was  adopted  widely 
in  England  and  caused  a complete  reversal  in 
the  prognosis  of  cleft  palate  patients.  Adoption 
in  the  United  States  has  been  slow. 

After  nine  years  of  experience  with  the  Wardill 
procedure  I can  state  without  hesitation  that  if 
this  operation  is  performed  properly  when  the 
patient  is  one  year  of  age,  80  per  cent  of  children 
will  develop  perfectly  normal  speech  without  any 
speech  therapy.  The  other  20  per  cent  will 
require  minimal  therapy  to  help  them  approach 
normal  speech.  The  unintelligible  speech  of  the 
short,  scarred  palate  should  be  more  a thing  of  the 
past  than  the  scar  of  radical  mastoidectomy. 
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Authors’  Comment 

We  are  grateful  to  Dr.  Rasi  for  his  discussion 
of  this  report  and  would  like  to  comment  on  the 
following  points: 

While  in  some  instances  comprehensive  care 
could  be  provided  under  private  auspices,  it  must 
be  admitted  that  many  families  will  be  unable  to 
pay  for  private  care  and,  more  important,  the 
care  would  not  include  the  comprehensive  serv- 
ices so  essential  in  the  rehabilitation  of  a child 
with  cleft  palate,  such  as  psychologic,  speech 
therapy,  and  social  services. 

We  cannot  agree  with  the  discussant’s  premise 
that  speech  therapy  would  not  be  needed.  We 
feel  that  it  is  not  possible  to  determine  when  a 
child  is  young  whether  or  not  he  would  need 
speech  therapy. 


February  15,  1961 


509 


Spontaneous  Pneumothorax  with  a Review  of 
Ninety-Five  Cases 


niCHAUU  H.  ADLER,  M.D.,  SAMIR  MARRASH,  M.D.,  AND  F.  NIGUIDULA,  M.D.,  BUFFALO,  NEW  YORK 
{From  Buffalo  General  Hospital  and  Buffalo  Children’s  Hospital) 


T N RECENT  years  there  has  been  increasing 
recognition  of  spontaneous  pneumo- 
thorax, a condition  that  now  appears  to 
have  become  established  as  a clinical  entity. 
Concepts  of  the  pathogenesis  of  spontaneous 
pneumothorax  have  changed  markedly  from 
the  early  theories  of  the  first  part  of  the 
nineteenth  century.  Along  with  these 
new  concepts  recent  advances  in  thoracic 
surgery  have  stimulated  a change  from  the 
policy  of  conservative  observation  to  a more 
aggressive  approach  in  an  effort  to  obtain 
rapid  and  permanent  lung  re-expansion. 

During  World  War  II  the  problem  of 
spontaneous  pneumothorax  became  a sub- 
ject of  considerable  concern  with  an  in- 
cidence reported  as  high  as  1 in  1,000  hos- 
pital admissions.  Valuable  man  hours 
wme  lost  during  the  weeks  of  watchful  wait- 
ing as  the  intrapleural  air  slowly  absorbed. 
The  individual  experiencing  a spontaneous 
pneumothorax  too  often  received  advice 
concerning  job  reclassification  and  a more 
cautious  way  of  life.  Only  during  this  past 
decade  has  the  trend  developed  toward  more 
aggressive  management  of  spontaneous 
pneumothorax. 

The  present  study  was  undertaken  to 
obtain  a more  objective  evaluation  of  spon- 
taneous pneumothorax  and  its  management 
during  the  past  fifteen-  to  twenty-year  period 
at  the  Buffalo  Children’s  Hospital  and  the 
Buffalo  General  Hospital.  Pneumothorax 
due  to  specific  causes,  such  as  trauma,  sur- 
gery, tuberculosis,  and  staphylococcus 
pneumonia,  was  not  included  in  our  analysis. 
.Admittedly,  interpretations  may  differ  con- 
cerning a rigid  definition  of  spontaneous 
pneumothorax  as  a distinct  clinical  entity. 

This  report  will  present  a general  review 


of  our  data  rather  than  a detailed  statistical 
analysis.  Older  charts  were  occasionally 
incomplete  in  certain  details  which  frus- 
trated a thorough  analj'-sis  in  some  areas. 
The  discussion  will  be  directed  toward  the 
practicing  physician  who  is  in  reaUty  the 
one  called  on  to  make  the  correct  diagnosis 
and  initiate  proper  treatment.  Less  com- 
mon complications,  most  of  which  can  be 
avoided  by  proper  initial  treatment,  fall 
outside  the  scope  of  this  presentation. 

Clinical  Material 

This  analysis  includes  all  cases  of  spon- 
taneous pneumothorax  admitted  to  the 
Buffalo  General  Hospital  for  the  nineteen 
and  one-half-year  period  from  January  1, 
1940,  to  June  30,  1959,  and  to  the  Buffalo 
Children’s  Hospital  for  the  fourteen  and 
one-half-year  period  from  January  1,  1945, 
to  June  30,  1959.  The  material  from  these 
two  hospitals  has  been  collected  because  of 
their  geographic  proximitj'^  with  a partial 
combination  of  the  maternity-pediatric  serv- 
ices with  an  overlapping  of  staff  physicians. 
A review  of  cases  prior  to  1945  from  Chil- 
dren’s Hospital  was  not  included  because  of 
a difference  in  the  medical  record  depart- 
ment classification  of  pneumothorax  during 
the  earlier  period,  making  absolute  record- 
ing of  this  condition  as  we  understand  it 
today  uncertain. 

There  was  a total  of  95  patients,  78  from 
the  Buffalo  General  Hospital  and  17  from 
the  Children’s  Hospital.  Seventy-four  (77.9 
per  cent  of  the  total)  were  male,  and  21 
were  female.  AVhite  patients  numbered  8;i, 
Negro  11,  and  in  1 the  race  was  not  stated. 
The  ages  ranged  from  one  day  to  eighty 
years  with  an  average  of  thirty-six  and  a 
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Fig.  1.  Age  distribution  of  spontaneous  pneu- 
mothorax in  this  series.  Newborn  included  one  to 
four  days  of  age.  Twelve  cases  of  pneumothorax 
were  diagnosed  during  the  first  twenty-four  hours 
after  birth. 


half  years.  Pneumothorax  was  seen  most 
often  in  the  twenty-to  forty-year  age  period 
(Fig.  1).  There  also  has  been  a progressive 
increase  in  the  number  of  hospital  admissions 
per  year  with  a diagnosis  of  spontaneous 
pneumothorax  (Fig.  2). 

Symptoms  and  Findings. — Pain  was  the 
commonest  symptom,  being  present  in  61 
patients  (64.5  per  cent  of  the  total).  In 
20  patients  pain  was  associated  with 
dyspnea,  in  7 with  cough,  and  in  13  with  both 
cough  and  dyspnea.  In  the  rest  it  occurred 
as  the  only  symptom.  Pain  was  frequently 
pleuritic  with  its  most  frequent  pattern  of 
radiation  being  to  the  ipsilateral  neck  and 
shoulder.  The  degree  of  pain  varied  con- 
siderably, however,  from  an  excruciating 
type  requiring  morphine  to  a dull  ache  or 
a heavy  sensation.  In  2 patients  the  pain 
was  referred  to  the  right  lower  quadrant  of 
the  abdomen,  and  in  another  it  was  noted  in 
the  epigastrium.  There  was  no  definite  cor- 


Fig.  2.  Trend  toward  increasing  hospital  ad- 
missions with  diagnosis  of  spontaneous  pneumo- 
thorax (Buffalo  General  Hospital  and  Children’s 
Hospital). 


relation  between  the  degree  of  lung  collapse 
and  the  severity  of  the  pain.  In  some  in- 
dividuals mild  lung  collapse  caused  severe 
pain,  whereas  in  others  complete  collapse 
evoked  no  pain.  The  rapidity  of  the  collapse 
is  perhaps  a greater  factor  in  determining 
the  degree  of  pain.  Five  patients  were 
asymptomatic,  the  pneumothorax  being 
found  on  x-ray  examination,  although  it 
was  unsuspected  clinically.  One  patient 
was  admitted  in  a state  of  shock. 

Cyanosis  was  the  presenting  sign  in  all 
14  neonatal  infants.  It  was  noted  in  only 
5 of  the  remaining  patients.  Eight  individ- 
uals were  found  to  have  had  rather  severe 
chronic  productive  cough,  but  no  exact  time 
relationship  between  the  onset  of  the 
pneumothorax  and  the  cough  could  be  deter- 
mined from  the  histories. 

Sixty-eight  patients  (71.5  per  cent  of  the 
total)  were  “resting”  at  the  time  of  the  onset 
of  symptoms.  Three  patients  were  carrying 
some  weight,  2 were  painting  the  house,  1 
was  playing  baseball,  and  1 gave  a history  of 
having  pushed  a car  several  days  prior  to 
the  discovery  of  the  pneumothorax.  The 
state  of  activity  preceding  the  onset  of 
pneumothorax  in  the  others  could  not  be 
determined  definitely. 

Among  the  newborn  patients  10  were 
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TABLE  I. — Indications  for  Open  Thoracotomy 


Condition 

Number 

of 

Patients 

Failure  of  lung  re-expansion  with  tube 

7 

Chronic  pneumothorax 

3 

Continued  air  leak 

2 

Plugged  thoracotomy  tube 

1 

Hemothorax  (with  tube  insertion) 

1 

Recurrent  pneumothoraces 

3 

Failure  with  needle  aspiration 

1 

Failure  with  observation 

1 

Total 

12 

known  to  have  received  resuscitation  with 
oxygen  following  delivery  or  shortly  there- 
after. Two  of  these  were  known  to  have 
been  under  definite  positive  pressure,  but 
details  on  the  manner  of  resuscitation  in  the 
others  were  not  available. 

Seventy-three  patients  had  no  known 
history  of  previous  pneumothorax.  This 
group  included  those  admitted  with  chronic 
pneumothorax.  Seventeen  patients  had  had 
previous  pneumothoraces:  11  had  had  one 
previous  episode,  2 had  had  two  previous 
episodes,  1 had  had  three,  1 had  had  four, 
1 had  had  seven,  all  on  the  same  side,  and 

1 had  had  eight,  of  which  six  were  on  one 
side  and  two  on  the  opposite  side.  Five 
of  the  17  patients  with  recurrences  were 
known  to  have  been  treated  conservatively; 

2 had  needle  aspirations,  and  1 had  closed- 
tube  thoracotomy. 

Chest  x-ray  films  showed  the  pneumo- 
thorax on  the  right  in  44  patients,  on  the 
left  in  38,  and  simultaneously  bilateral  in 
5.  In  the  remaining  8 patients,  the  side  of 
the  pneumothorax  could  not  be  determined 
from  the  records.  Mediastinal  shift  was 
noted  with  the  pneumothorax  in  20  patients. 
I'our  Avere  newborn  infants.  Three  patients 
had  associated  mediastinal  emphysema. 
An  intrapleural  fluid  level  was  noted  in  12. 
The  fluid  was  usually  serous  or  sero- 
sanguineous.  One  patient  had  more  than 
a liter  of  blood  in  the  thorax  reciuiring  trans- 
fusion and  subsequent  thoracotomy.  There 
was  no  instance  of  massive  hemopneumo- 
thorax  requiring  emergency  surgery.  An 
x-ray  diagnosis  of  pulmonary  emphysema 


was  made  in  12  patients,  and  4 showed 
distinctly  subpleural  blebs  and  bullae  on 
x-ray  examination. 

No  patient  in  this  series  had  clinically 
active  tuberculosis  at  the  time  of  the 
pneumothorax.  Only  4 patients  gave  a defi- 
nite history  of  clinical  illness  with  tuber- 
culosis in  the  past.  Skin  testing  for  tuber- 
culosis was  not  done  during  hospitaliza- 
tion in  enough  individuals  to  be  meaningful. 

Forty-four  patients  were  treated  conserva- 
tively with  bed  rest.  One  of  these,  a new- 
born infant,  died  as  a result  of  a tension 
pneumothorax.  Fifteen  patients  were 
treated  with  needle  aspirations,  and  29 
patients  had  closed-tube  thoracotomy  with 
underwater  drainage.  There  has  been  a 
trend  to  closed-tube  thoracotomy  during 
the  past  ten  years.  Of  the  29  patients  with 
closed-tube  thoracotomy,  7 subsequently 
required  open  thoracotomy  because  of 
failure  to  obtain  satisfactory  lung  re-ex- 
pansion (Table  I). 

The  chronic  cases  of  pneumothoraces 
averaged  11.6  weeks  in  duration.  In  these 
individuals  it  was  necessary  to  do  visceral 
decortications  to  free  the  lung.  One  patient 
with  an  unexpanded  lung  required  an  open 
thoracotomy  because  of  an  injury  to  an 
intercostal  artery  during  the  careless  inser- 
tion of  a number  22  F trocar.  Patients  with 
recurring  pneumothoraces  had  had  two 
or  more  previous  episodes.  Two  of  the 
3 patients  with  persistent  air  leak  were  in- 
fants with  bronchopleural  fistula,  1 of  whom 
died  during  conservative  watching.  The 
third  individual  was  an  elderly  patient  with  i 
emphysema  with  a persistent  air  leak  re-  | 
suiting  from  a torn  bullus  held  open  by  an  ' 
adhesion  between  the  chest  wall  and  the 
collapsed  lung.  ! 

In  7 patients  the  operative  reports  de- 
scribed lysis  of  adhesions  which  was  neces-  | 
sary  to  obtain  complete  lung  expansion.  I 
Those  with  previous  closed-tube  thor- 
acotomy had  inadequate  adhesions  between 
hmg  and  pleura  where  the  tube  had  been 
inserted.  Nine  of  the  12  patients  undergoing 
thoracotomy  had  subpleural  blebs  or  vcsi- 
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I Fig.  3.  Chest  x-ray  film  four  months  after 
I open  thoracotomy  with  excision  of  right  fifth  rib, 

I wedge  excision  of  four  subpleural  apical  blebs,  and 
I complete  parietal  pleural  stripping  in  a seventeen- 
year-old  male.  Two  previous  pneumothoraces  had 
occurred  on  this  side  within  two  years  with  treaC 
ment  by  closed-tube  thoracotomy.  The  diaphragm 
functions  normally. 

cles.  These  were  removed  by  excising 
the  bleb  and  oversewing  the  base  or  else 
by  wedge  excision  of  the  involved  lung. 
The  subpleural  blebs  were  more  common  in 
1 the  apical  posterior  areas  of  the  lung,  but 
they  were  found  in  the  lingula  in  1 case  and 
in  the  base  near  the  diaphragm  in  2 others. 

I In  2 patients  the  parietal  pleura  was  rubbed 
with  a dry  sponge,  and  in  2 others  a parietal 
pleurectomy  was  performed  to  promote 
pleural  synthesis  (Fig.  3). 

It  was  interesting  to  calculate  that  those 
treated  by  conservative  observation  took 
an  average  of  13.3  days  to  re-expand  their 
lungs.  This  actually  can  be  considered 
a minimum  figure  because  of  a lack  or  delay 
in  the  follow-up  interval  at  the  time  of 
hospital  discharge.  In  others  it  was  ques- 
tionable whether  the  lung  was  fully  ex- 
panded at  the  time  of  discharge,  although  the 
air  was  absorbing.  By  contrast,  those 
treated  by  closed-tube  thoracotomy  had 
an  average  time  for  lung  re-expansion  of 
2.5  days.  Follow-up  data  concerning  re- 


currence of  pneumothorax  after  definitive 
treatment  could  not  be  obtained  in  a manner 
that  would  have  had  statistical  significance. 
However,  to  our  knowledge  there  have  been 
no  recurrences  following  open  thoracotomy. 

Comment 

The  cause  of  spontaneous  pneumothorax 
in  the  classical  case,  an  otherwise  healthy 
young  male,  is  almost  always  rupture  of 
a subpleural  bleb  or  vesicle.  The  blebs 
rarely  are  seen  on  x-ray  films  but  are  usually 
found  at  the  time  of  an  open  thoracotomy. 
These  patients  comprise  a group  that  could 
be  called  “idiopathic”  pneumothorax,  since 
the  exact  cause  of  the  bleb  rarely  can  be 
determined  by  the  clinician.  Nor  are  the 
factors  precipitating  rupture  of  the  bleb 
apparent  in  the  majority  of  cases.  It  would 
appear  that  subtle  variations  in  tension 
within  the  bleb  may  precipitate  rupture  and 
pneumothorax.  The  bronchiole  would  ap- 
pear to  be  responsible  for  the  pressure 
changes  in  many  situations.®’® 

The  onset  of  the  pneumothorax  does  not 
appear  to  be  related  necessarily  to  strain 
or  exertion;  77.9  per  cent  of  our  patients 
were  resting  or  not  exerting  themselves  at 
the  time  the  pneumothorax  occurred.  This 
is  in  general  agreement  with  the  litera- 
ture. Conceivably,  chronic  cough, 

bronchitis,  and  cigaret  smoking  may  be 
predisposing  factors,  but  this  association 
could  not  be  determined  from  our  data, 
although  there  has  been  a suggestion  that 
it  may  be  of  significance.®  The  blebs  and 
vesicles  not  uncommonly  appear  to  be  as- 
sociated with  areas  of  scarring  whether 
due  to  old  healed  tuberculosis,  fungous 
disease,  or  more  generalized  pulmonary 
granulomatosis  and  fibrosis.  Less  com- 
monly, tumors  and  other  pulmonary  patho- 
logic conditions  may  have  an  associated  spon- 
taneous pneumothorax.  Rarely,  one  en- 
counters an  individual  with  a grossly  normal- 
appearing lung  at  the  time  of  an  open  thor- 
acotomy. Active  pulmonary  tuberculosis 
is  certainly  not  the  cause  of  this  condition 
as  was  thought  at  one  time,  although  spon- 
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taneous  pneumothorax  may  occur  as  a com- 
plication of  active  tuberculosis.  “ 

There  was  an  increased  incidence  of  spon- 
taneous pneumothorax  in  three  age  groups. 
It  was  most  common  in  the  twenty-  to 
forty-year  period  (Fig.  1).  It  also  has  been 
noted  with  increasing  frequency  in  males 
in  their  late  teens.  It  may  be  speculated 
that  in  infants  resuscitation  may  have  been 
a factor  in  the  genesis  of  the  pneumothorax. 
Usually  there  is  evidence  of  retained  bron- 
chial secretions  or  fluid,  and  forceful  re- 
suscitative  efforts  could  transmit  excessively 
high  pressures  to  expanded  areas  of  lung 
and  cause  air  trapping  in  others,  thus  re- 
sulting in  alveolar  rupture  and  pneumo- 
thorax. Ten  of  our  14  newborn  infants  had 
a history  of  resuscitation  after  birth.  It 
also  has  been  demonstrated  that  the  dis- 
tribution of  air  in  the  unevenly  expanding 
newborn  lung  can  lead  to  locahzed  areas 
of  emphysema,  alveolar  rupture  with  retro- 
grade air  dissection  producing  mediastinal 
emphysema,  and  pneumothorax.  A 

\'ariety  of  congenital  and  acquired  lesions 
also  may  lead  to  spontaneous  pneumothorax 
in  the  newborn.*®  The  third  age  group 
comprised  older  individuals  with  under- 
lying diffuse  emphysema.  In  a number  of 
these,  blebs  and  bullae  were  seen  on  x-ray 
films.  In  these  individuals,  as  in  patients 
with  cystic  disease  of  the  lung,  the  pneumo- 
thorax may  be  considered  a complication  of 
the  underlying  recognizable  disease  rather 
than  a truly  separate  entity. 

It  becomes  apparent  that  spontaneous 
pneumothorax  is  a rather  vague  name,  yet 
no  better  term  defining  the  etiology  and 
pathogenesis  has  been  accepted.  The  term 
has  become  established  by  common  usage, 
yet  it  defies  strict  classification  and  invites 
loose  interpretation.  Spontaneous  pneumo- 
thorax commonly  refers  to  the  subpleural 
bleb  that  ruptures  for  no  apparent  reason 
in  an  otherwise  healthy  individual.  Never- 
theless, a clinically  similar  picture  of 
pneumothorax  may  result  from  a number  of 
underlying  clinically  recognizable  conditions 
that  require  similar  basic  considerations 


in  management  and  treatment. 

The  diagnosis  of  a spontaneous  pneumo- 
thorax will  be  made  by  the  physician  who 
keeps  the  condition  in  mind.  Cyanosis  is 
the  most  conspicuous  sign  in  the  newborn 
along  with  a variable  degree  of  respiratory 
distress.  All  14  neonatal  infants  had  the 
presenting  sign  of  cyanosis.  Pneumothorax 
is  also  more  likely  to  cause  mediastinal  shift 
in  the  infant  whose  mediastinal  structures 
are  less  stable  than  the  adult.  The  shift 
in  the  position  of  the  cardiac  apex  beat  is 
probably  the  best  method  for  detecting 
mediastinal  shift  on  physical  examination 
in  infants.  In  older  children  and  adults  pain 
is  the  most  common  symptom,  being  present 
in  64.5  per  cent  of  our  cases.  The  severity 
and  duration  of  pain  can  be  quite  variable 
and  be  a source  of  confusion  in  making 
the  correct  diagnosis  if  pneumothorax  is 
not  suspected.  The  severity  of  the  pain 
is  probably  more  directly  related  to  the 
rapidity  of  collapse  than  to  the  degree  of 
collapse.  Tension  on  adhesions  attached  to 
the  parietal  pleura  also  may  give  rise  to 
pain.  Chest  x-ray  films  always  should  be 
taken  to  confirm  the  chnical  impression  and 
to  establish  the  diagnosis.  The  degree 
of  collapse  and  any  underlying  pulmonary 
pathologic  condition  may  be  more  com- 
pletely evaluated  by  x-ray  examination. 

Once  the  diagnosis  of  a spontaneous 
pneumothorax  has  been  established,  proper 
management  is  essential.  There  has  been 
a definite  trend  from  conservative  observa- 
tion to  a more  aggressive  approach,  mainly 
during  the  past  ten  years.  Pneumothorax 
with  less  than  about  25  per  cent  lung  col- 
lapse may  be  treated  conservatively  at  the 
time  of  the  first  episode.  Ideally,  the  patient 
should  be  observed  in  the  hospital,  at  least 
for  the  initial  period,  to  make  certain  that 
the  air  leak  is  not  progressive  and  that  com- 
plications, such  as  tension  pneumothorax 
and  bleeding,  do  not  develop.  If  the  patient 
cannot  be  admitted  to  the  hospital,  the 
physician  should  be  in  close  attendance, 
and  the  patient  should  be  acquainted  with 
the  signs  and  symptoms  heralding  progres- 
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sive  air  leak  so  that  active  decompression 
of  trapped  air  and  fluid  may  be  undertaken. 

It  is  our  feeling  that  when  collapse  is  over 
approximately  25  per  cent,  prompt  evacua- 
tion of  the  air  is  indicated  for  several  reasons. 
In  our  patients  the  length  of  time  needed 
to  re-expand  the  collapsed  lung  was  reduced 
to  about  one  tenth  of  that  required  when 
the  air  was  left  to  be  absorbed.  This  is 
probably  a low  figure,  and  data  in  the  litera- 
ture would  suggest  that  complete  re-ex- 
pansion may  take  weeks  or  months  under 
conservative  management,  whereas  with 
tube  decompression  this  is  accomplished 
in  a matter  of  hours  or  days.'^  ® '”  *®~-“  The 
sooner  the  lung  is  expanded  the  sooner  the 
possibility  of  complications,  such  as  tension 
pneumothorax,  progressive  bleeding,  trapped 
lung,  and  infection  will  be  eliminated. 

There  are  two  main  approaches  for  evacui- 
ation  of  the  intrapleural  air,  either  by  needle 
aspiration  or  by  intercostal  tube  decompres- 
sion (closed  thoracotomy)  through  an  under- 
water seal.  A needle  may  be  necessary  to 
relieve  an  acute  tension  pneumothorax  and 
should  be  thrust  through  an  interspace  at 
once  to  alleviate  this  life-endangering  emer- 
gency. Normally  most  intrapleural  air 
can  be  removed  through  a needle,  but  as 
the  expanding  lung  approaches  the  parietal 
pleura  the  danger  of  the  needle  scratching 
and  tearing  the  lung  becomes  real.  To 
obviate  this  danger  special  needles  have 
been  designed. Generally,  how'ever, 
it  is  not  desirable  to  leave  a needle  in  the 
chest  wall  connected  to  tubing  for  under- 
water decompression  because  of  the  pos- 
sibility of  injury  to  the  lung  as  it  expands. 
If  a manometer  is  available,  one  may  meas- 
ure the  intrapleural  pressure  after  aspirating 
most  of  the  air  and  again  ten  to  fifteen 
minutes  later.  If  the  pressure  reverts  to 
a more  positive  level,  it  is  objective  evidence 
of  continued  air  leak,  and  tube  decompres- 
sion is  indicated  rather  than  repeated  needle 
aspirations.  Each  time  a needle  is  intro- 
duced into  the  pleural  space  organisms  from 
the  skin  may  be  included.  In  the  presence 
of  pleural  fluid  infection  becomes  more 


Fig.  4.  Materials  used  for  closed  tube  thora- 
cotomj'in  this  series;  (.4)  number  14  B-D  thin  wall 
needle  with  trocar,  polythene  tube  with  number  18 
needle  and  adapter;  {B)  number  14  F,  and  (C) 
number  22  F rubber  catheters  with  appropriate 
sized  Ochsner  trocars.  Note  relative  tube  sizes. 

than  a theoretic  consideration.  However, 
it  must  be  said  that  pneumothoraccs  have 
been  managed  successfully  by  needle  as- 
pirations, but  patients  who  will  respond  to 
this  form  of  treatment  cannot  always  be 
selected  with  any  degree  of  certainty. 

We  prefer  to  insert  an  intercostal  tulx' 
after  using  the  needle  to  confirm  the  loca- 
tion of  the  free  intrapleural  air  space,  be- 
cause the  tube  is  more  effective  than  re- 
peated needk'  aspirations.  The  tube  is 
inserted  easily  under  local  anesthesia  with 
the  patient  supine  at  a 45-degree  angle. 
The  usual  site  for  inserting  a tube  is  the 
second  anterior  interspace  in  the  midcla- 
vicular  line.  When  the  tube  is  inserted  at 
lower  levels,  it  may  be  walled  off  by  the 
irregularly  expanding  lung  leaving  an  apical 
air  space  that  may  require  an  additional 
tube  at  a higher  level. 

Two  types  of  tubes  have  been  used  in 
our  patients,  one  a small  polythene  tube, 
0.0()7  inches  in  internal  diameter,  and  the 
other  a larger  rubber  tube  (Fig.  4).  The 
polythene  tube  is  inserted  through  a num- 
ber 14-gauge  thin-walled  needle  after  the 
trocar  has  been  withdrawn.  The  needle 
then  can  be  removed  and  an  18-gauge  needle 
inserted  into  the  protruding  end  of  the 
polythene  tube.  This  in  turn  can  be  con- 
nected to  an  adapter  and  rubber  tubing  lead- 
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ing  to  the  bottle  for  the  underwater  seal. 
Rubber  tubes  of  number  14  and  number  22 
French  size  have  been  used  in  this  series 
(Fig.  4).  Several  extra  holes  are  cut  near 
the  end  of  the  tube  before  it  is  inserted. 
A small  skin  incision  is  made  with  the  patient 
under  local  anesthesia,  and  a trocar  of  a 
size  large  enough  to  accommodate  the  tube 
is  inserted  into  the  chest  cavity.  The  tube 
may  be  introduced  into  the  pleural  space 
with  a hemostat  rather  than  a trocar.  This 
may  be  preferable,  especially  in  infants 
and  individuals  with  narrow  interspaces. 
A plastic  pharmaseal  connector  permits 
connection  to  almost  any  other  size  rubber 
tubing  leading  to  the  bottle  for  the  under- 
water seal.  We  prefer  to  add  10  to  15  cm. 
of  water  suction  to  aid  in  lung  expansion, 
especially  with  the  smaller  polythene  trbe. 
Suction  promotes  rapid  lung  expansion 
which  tends  to  seal  an  air  leak  against  the 
chest  wall. 

The  polythene  and  rubber  tubes  each  are 
kept  in  our  central  supply  in  separate  sets 
along  with  the  appropriate  instruments, 
adapters,  rubber  tubing,  and  bottles.  These 
complete  sets  are  readily  available  in  sterile 
condition.  This  arrangement  has  made 
closed-tube  thoracotomy  a simple  procedure 
and  not  a frustrating,  time-consuming  ex- 
perience such  as  was  previously  encountered 
while  hunting  down  various  sterile  tubes, 
adapters,  bottles,  and  instruments. 

The  question  may  arise  concerning  the 
merits  of  the  small  polythene  tube  as  com- 
pared with  the  larger  rubber  tubes.  Insert- 
ing the  polythene  tube  through  a needle 
has  more  general  appeal  as  an  easier  pro- 
cedure, and  it  has  worked  admirably  in 
many  cases.  It  has  the  disadvantage,  how- 
ever, of  becoming  plugged  more  easily  than 
the  larger  catheters.  For  this  reason  we 
prefer  to  use  a larger  tube,  either  rubber 
or  plastic,  if  immediate  lung  re-expansion 
cannot  be  expected.  This  may  be  antici- 
pated when  intrapleural  fluid  is  present, 
or  if  the  pneumothorax  has  been  present 
for  a number  of  days.  If  the  fluid  contains 
blood,  the  small  polythene  tube  may  be- 
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come  occluded  quickly  by  a clot  and  stop 
functioning  before  the  air  leak  has  sealed 
or  the  lung  has  expanded  fully. 

At  thoracotomy  one  usually  finds  sub- 
pleural  blebs  or  vesicles  that  vary  in  size 
and  number.  Nine  of  the  12  patients  sub- 
jected to  thoracotomy  in  our  series  had  this 
condition.  It  was  more  common  not  to 
find  an  active  air  leak  at  the  time  of  tho- 
racotomy. Three  patients  had  no  blebs  at 
open  thoracotomy;  2 were  infants  with 
bronchopleural  fistulas,  and  the  third  was 
an  adult  with  a chronic  spontaneous  pneu- 
mothorax and  a trapped  lung. 

Our  current  plan  of  treatment  at  open 
thoracotomy  is  to  resect  the  blebs  and  scar 
tissue  locally  either  by  wedge  resection  or 
by  excising  the  blebs  and  suturing  the  area 
of  air  leak.  Occasionally  it  may  be  necessary 
to  resort  to  segmental  resection  or  lobec- 
tomy. The  aim  is  to  remove  the  offending 
lesion  and  conserve  as  much  functioning 
lung  tissue  as  possible.  Any  areas  of  fibrin 
deposition  on  the  visceral  pleura  should  be 
removed  by  decortication  so  as  to  allow  com- 
plete expansion  of  the  lung. 

In  the  past,  various  methods  were  used 
to  promote  adhesion  between  visceral  and 
parietal  pleurae  so  as  to  obliterate  the  pleural 
space  and  prevent  recurrences.  Most  of 
these  methods  are  of  historical  interest  and 
cannot  be  reviewed  here.^*“^^  Rather  than 
add  irritating  substances,  we  prefer  to  pro- 
mote an  inflammatory  response  between 
the  lung  and  chest  wall  by  rubbing  the 
parietal  pleura  vigorously  with  dry  gauze. 
More  recently  we  have  tried  parietal  pleurec- 
tomy  with  satisfactory  results  (Fig. 

The  normal  parietal  pleura  readily  strips 
free  from  the  thoracic  cage  when  one  enters 
the  endothoracic  facial  plane.  Bleeding 
is  usually  minimal,  and  the  pleural  stripping 
adds  little  to  the  operating  time.  It  is 
most  important  to  promote  pleural  synthesis, 
especially  when  no  offending  lesion,  such 
as  a fistula  or  bleb,  is  found  at  thoracotomy. 
This  also  is  true  when  the  lung  is  diffusely 
involved  with  blebs  and  bullae.  We  now 
prefer  to  strip  all  parietal  pleura  covering 
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the  thoracic  cage  that  comes  free  easily  and 
to  rub  the  remaining  areas  and  diaphragm 
with  dry  gauze.  An  upper  and  lower  inter- 
costal tube  always  are  placed  into  the  chest 
through  separate  stab  wounds,  and  these 
are  connected  to  underwater  suction.  The 
patients  are  given  antibiotics  for  the  first 
three  to  five  days. 

It  would  appear  that  in  the  conservative 
management  of  a small  spontaneous  pneu- 
mothorax prolonged  periods  of  strict  bed 
rest  during  the  time  of  slow  air  absorption 
probably  are  unnecessary  today,  since  the 
onset  of  pneumothorax  seldom  is  occasioned 
by  excess  activity  or  exertion.  It  is  our 
feeling  also  that  injection  of  irritating  sub- 
stances into  the  pleural  space  in  the  hope 
of  obtaining  pleural  synthesis  is  not  ad- 
visable. The  method  seldom  is  successful, 
and  it  may  cause  considerable  pleuritic 
symptoms.  With  some  irritating  substances 
an  actual  effusion  may  form,  defeating  the 
purpose  for  which  the  material  was  injected. 
If  the  pleural  space  is  obliterated  eventually, 
it  often  will  be  accompanied  by  pleural 
thickening  and  excess  deposition  of  fibrous 
tissue  with  subsequent  fibrothorax  as  the 
lung  “creeps”  out.  An  unnecessary  loss 
of  pulmonary  function  will  follow.  Thora- 
coscopy has  been  advocated  by  some,  and 
it  will  demonstrate  the  offending  lesion  in 
many  cases.  Except  for  those  specially 
trained  in  the  use  of  this  procedure,  how- 
ever, it  does  not  seem  advisable  to  recom- 
mend its  general  adoption  either  for  in- 
spection or  for  the  injection  of  irritating 
materials. 

It  is  important  to  realize  that  recurrences 
are  more  frequent  than  have  been  thought, 
and  that  the  patient  recovering  from  his 
first  spontaneous  pneumothorax  is  more 
likely  than  not  to  have  another.  This  is 
true  despite  the  previous  use  of  closed-tube 
thoracotomy.  The  patient  should  be  alerted 
to  the  possibility  of  recurrence  on  the  same 
side  and  on  the  opposite  side.  Pneumo- 
thorax may  recur  in  from  5 to  45  per  cent 
of  patients.^'®’®'^^'^®’^^’^^’^^”®®  At  the  time 
of  the  second  episode  on  the  same  side  one 


again  may  treat  this  pneumothorax  by 
observation,  needle,  or  tube,  but  now  the 
chances  are  stronger  that  there  will  be  a 
third  and  additional  episodes  in  the  future. 
It  is  our  feeling  that  after  two  documented 
pneumothoraces  on  one  side,  the  third 
pneumothorax  should  be  treated  by  open 
thoracotomy  with  excision  of  the  offending 
lesion  and  parietal  pleural  stripping.  Some 
might  advocate  a more  aggressive  approach 
at  the  time  of  the  second  pneumothorax. 
This  is  a matter  of  individual  judgment, 
and  we  feel  that  if  blebs  or  bullae  can  be 
demonstrated  either  by  x-ray  examination 
or  thoracoscopy,  thoracotomy  is  indicated. 
Of  course,  factors  such  as  age,  occupation, 
and  associated  disease  all  enter  into  the 
decision  concerning  open  thoracotomy. 

Summary 

Ninety-five  cases  of  spontaneous  pneumo- 
thorax admitted  to  the  Buffalo  General 
Hospital  and  the  Buffalo  Children’s  Hospital 
during  a fifteen-  to  twenty-year  period  are 
reviewed.  Present  concepts  on  the  patho- 
genesis and  management  of  this  condition 
are  discussed.  Spontaneous  pneumothorax 
is  not  uncommon,  especially  in  the  other- 
wise healthy  young  male.  The  responsibility 
for  the  correct  diagnosis  usually  will  fall 
within  the  province  of  the  practicing  phy- 
sician. If  managed  properly,  hospital  time 
and  morbidity  can  be  reduced  to  a minimum. 
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Some  Facts  About  Multiple  Sclerosis 


Incidence  of  multiple  sclerosis  is  5 to  10  times 
higher  in  the  northern  than  in  the  southern  states 
of  the  nation,  according  to  figures  revealed  in 
Patterns  of  Disease,  a Parke,  Davis  & Company 
publication  for  the  medical  profession.  But  though 
the  disease  is  more  prevalent  in  cold  climates  there 
is  no  indication  of  any  seasonal  variation  with 
onset  or  exacerbation  of  the  disease.  Other  external 
factors,  such  as  economic  status  or  national  origin, 
appear  to  have  no  effect  on  incidence.  Nor  does 
prevalence  differ  in  rural  areas  from  that  in  urban 
areas. 

Multiple  sclerosis  is  found  much  more  frequently 
among  relatives  than  among  the  general  population. 


Among  the  general  population,  incidence  of  multiple 
sclerosis  is  1 in  720  persons.  Among  brothers  and 
sisters,  incidence  may  be  as  high  as  1 in  17,  and 
among  cousins  1 in  166. 

What  causes  the  disease?  A wide  range  of  pos- 
sible contributing  factors  has  been  explored — among 
them  allergic  reactions,  toxins,  infectious  agents, 
vascular  lesions,  and  nutritional  and  metabolic 
defects.  Too,  such  conditions  as  pregnancy,  emo- 
tional factors,  injury,  surgery,  fatigue,  and  chilling 
have  been  considered  to  be  possible  precipitating 
causes  of  the  disease.  However,  though  many 
etiologic  possibilities  have  been  studied,  none  of  the 
findings  have  proved  conclusive. 
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T N 1942  phenobarbital,  thiamine  hydro- 
chloride,  and  iodine  were  the  drugs  used 
most  often  to  control  hyperthyroidism. 
Each  patient  was  placed  at  rest  in  a quiet, 
darkened  hospital  room.  The  drugs  were 
administered  in  doses  varying  with  the 
severity  of  the  disease.  The  basal  metabolic 
rate,  pulse,  weight,  and  clinical  appearance 
of  the  patient  were  used  to  determine  prog- 
ress. All  cases  were  pointed  toward  sur- 
gery, and  the  optimum  time  for  operation 
depended  on  all  four  criteria.  Usually, 
after  many  ups  and  downs  and  several 
weeks  of  observation,  the  patients  were 
considered  ready.  Many  times  it  became 
necessary  to  “steal”  the  thyroid.  To  ac- 
complish this  each  patient  was  given  daily 
enemas,  and  without  warning  on  a specific 
day  tribromoethanol  (Avertin)  was  substi- 
tuted for  the  soapy  water.  When  the  sub- 
ject awakened,  his  thyroid  was  gone.  This 
method  was  recently  employed.  Intra- 
venous thiopental  sodium  (Pentothal  so- 
dium) was  used  instead  of  tribromoethanol, 
and  all  went  very  well  in  a most  apprehen- 
sive patient.  As  one  might  suspect,  prior 
to  1943  the  percentage  of  postoperative 
storms  was  significant,  and  everyone  dreaded 
that  aptly  named  and  usually  fatal  compli- 
cation. 

In  1943  Astwood*  introduced  the  thio- 
urea derivatives,  and  rapid  changes  took 
place  in  our  old  therapeutic  regime.  A few 
of  the  most  widely  used  drugs  were  thioura- 
cil,  propylthiouracil,  methimazole  (Tapa- 
zole),  and  iothiouracil  sodium.  Today 
methimazole  and  propylthiouracil  are  most 
commonly  used;  some  prefer  methylthioura- 
cil. 

Radioactive  iodine  became  popular  in 
1946,  and  today  advocates  of  the  isotope  or 
of  the  scalpel  are  at  odds  as  to  which  is  the 


better  method  of  treating  the  overactive 
thyroid.^'®  Both,  of  course,  have  their 
place.  Further  elaboration  will  follow  in 
the  text. 

The  information  presented  in  this  paper 
is  the  result  of  seventeen  years  of  interest 
in  diseases  of  the  thyroid.  The  treatment 
outlined  resulted  from  extensive  experience 
on  the  wards  of  the  open  and  University 
divisions  of  Kings  County  Hospital,  the 
Long  Island  College  Hospital,  the  Brooklyn 
Hospital,  the  Endocrine  and  Metabolic 
Service  of  the  Brooklyn  Veterans  Hospital, 
the  thyroid  clinic  at  the  Brooklyn  Hospital, 
and  private  practice. 

Methods  of  Treatment 

To  treat  the  hyperthyroid  patient  the 
practitioner  must  consider  each  of  the  fol- 
lowing important  factors:  (1)  pregnancy,  (2) 
presence  of  a complicating  disease,  (3)  size 
of  the  gland,  (4)  nodularity  of  the  gland, 
(5)  recurrent  hyperthyroid  state,  (6)  the  age 
of  the  patient,  (7)  the  uncooperative  patient, 
and  (8)  the  patient  who  refuses  surgery. 

There  are  three  methods  of  treating  the 
overactive  gland.  They  are:  (1)  medical 

treatment  with  the  antithyroid  drugs  with 
an  attempt  to  produce  a permanent  medi- 
cal remission.  (2)  medical  control  with  the 
antithyroid  drugs  and  then  subtotal  resec- 
tion of  the  gland,  and  (3)  radioactive 
iodine  in  therapeutic  doses.  An  attempt 
is  made  to  destroy  the  hyperactive  tissue 
with  the  isotope  so  as  to  produce  the 
euthryoid  state. 

Medical. — Methimazole  and  propylthio- 
uracil are  used  exclusively  in  this  clinic.  De- 
pending on  the  severity  of  the  case,  the 
daily  doses  employed  are  300  to  600  mg. 
of  propylthiouracil  and  45  to  60  mg.  of 
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methimazole.  These  daily  doses  are  di- 
vided into  three  equal  parts  and  adminis- 
tered every  eight  hours.  The  most  com- 
mon daily  dose  used  is  600  mg.  for  propyl- 
thiouracil and  45  mg.  for  methimazole. 
On  rare  occasions  larger  doses  are  employed. 
In  one  instance  1,000  mg.  of  propylthiouracil 
were  used  to  produce  the  desired  effect. 
Many  use  smaller  starting  doses,  but  in 
most  cases  the  larger  dose  brings  the  pa- 
tient under  control  more  quickly,  and  un- 
toward reactions  are  no  more  frequent. 

The  starting  dose  is  continued  for  from 
four  to  six  weeks.  At  the  end  of  that  time, 
if  the  clinical  course  warrants  it,  the  dose 
is  progressively  diminished.  Propylthio- 
uracil is  reduced  to  400  mg.  and  methimazole 
to  30  mg.  At  about  the  eighth  week  the 
dose  should  be  150  mg.  for  propylthiouracil 
and  15  mg.  for  methimazole.  If  a medical 
remission  is  sought,  this  dose  is  continued 
for  about  six  to  eight  months,  and  the  final 
reduction  to  50  mg.  of  propylthiouracil  and 
5 mg.  of  methimazole  is  accomplished  in  a 
year.  In  severe  cases  the  increment  of 
reduction  of  doses  is  smaller.  The  duration 
of  treatment  may  be  as  long  as  eighteen 
months,  but  the  necessity  for  that  is  rare. 
Each  patient  is  followed  for  one  year  after 
the  cessation  of  the  drug,  and  if  no  recur- 
rence occurs  the  patient  is  considered  to  be 
in  a permanent  medical  remission.  For 
the  sake  of  clarity  this  outhne  is  more 
dogmatic  than  one  can  be  when  dealing 
with  human  beings.  Of  course,  the  clinical 
response  of  the  patient  will  demand  slower 
or  more  rapid  reduction  of  dosages  or  differ- 
ent periods  of  treatment. 

Usually  the  patient  feels  the  effect  of 
the  antithyroid  drug  within  the  first  seven 
days  and  reports  it.  Improvement  is  ap- 
parent clinically  within  the  first  two  weeks. 
The  pulse,  weight  of  the  patient,  nervousness, 
eye  signs,  tremor,  and  temperature  of  out- 
stretched hands  are  the  most  practical  signs 
to  watch.  Basal  metabolic  rate  deternaina- 
tions  are  not  used  to  follow  the  patients, 
nor  are  routine  blood  counts.  After  the 
initial  diagnostic  tests  are  done,  no  further 


laboratory  tests  are  used  unless  special  con- 
ditions warrant  them.  If  the  patient  re- 
ports the  occurrence  of  a rash,  fever,  sore 
throat,  or  any  odd  symptom  as  outhned  to 
him  at  the  first  visit,  the  drug  is  stopped,  and 
a blood  count  is  ordered.  If  the  white 
count  shows  the  presence  of  agranulocyto- 
sis, withholding  the  drug  will  bring  about 
reversal  to  normal.  When  a rash  or 
fever  alone  occurs,  switching  to  another 
antithyroid  drug  will  enable  the  clinician 
to  keep  the  patient  under  control.  The 
percentage  of  untoward  reactions  with  these 
drugs  has  been  less  than  5 per  cent.  Only 
2 cases  of  true  agranulocytosis  have  occurred. 
Often  a temporary  dip  in  the  white  count 
with  the  usual  relative  lymphocytosis  seen 
in  hyperthyroidism  leads  to  the  erroneous 
diagnosis  of  agranulocytosis  and  premature 
cessation  of  therapy. 

On  a few  occasions  thiouracil  or  methyl- 
thiouracil  was  substituted  because  of  a 
reaction  to  propylthiouracil  and  to  meth- 
imazole in  the  same  patient. 

In  very  nervous  and  malnourished  pa- 
tients phenobarbital  and  thiamine  are  added 
to  the  initial  course  of  the  antithyroid 
drug.  The  maintenance  of  good  nutrition 
with  a high  caloric,  well-balanced  diet 
must  not  be  overlooked.®  The  toxic  thy- 
roid depletes  the  patient  of  glycogen  and  vita- 
min B,  and  both  must  be  replaced. 

Some  clinics  use  Lugol’s  solution  along 
with  the  antithyroid  drug.'^'®  That  has 
not  been  necessary  in  this  clinic. 

In  the  thyroid  clinic  at  The  Brooklyn 
Hospital,  observing  the  clinical  progress  of 
the  patient  without  routine  recourse  to 
laboratory  tests  has  been  sufficient  for  many 
years  to  guide  the  therapy  in  each  case. 

Medical-Surgical  Treatment. — When 
considering  surgical  treatment  of  the  patient 
with  hyperthyroidism,  control  is  accom- 
plished as  outlined  under  medical  treatment. 
As  a general  rule,  in  from  four  to  eight  weeks 
the  patient  can  be  brought  to  the  euthyroid 
state.  The  average  time  is  approximately 
six  weeks.  The  doses  for  methimazole  and 
propylthiouracil  are  the  same  as  mentioned 
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previously.  The  clinical  symptoms  and  signs 
enumerated  before  are  used  to  determine 
adequate  control. 

The  necessity  for  surgery  is  explained  to 
the  patient  after  amelioration  of  symptoms 
has  begun.  If  the  patient  agrees,  the  surgi- 
cal department  is  alerted.  The  antithyroid 
drug  is  stopped  two  to  three  weeks  prior  to 
the  established  date  of  operation.  Lugol’s 
solution,  10  to  15  drops  every  eight  hours,  is 
started  and  continued  until  the  day  of 
surgery. 

Several  clinics  keep  the  patient  on  both 
drugs  up  to  the  date  of  surgery.*  They  do 
so  because  an  occasional  patient  has  been 
known  to  have  an  exacerbation  of  the  toxic 
state  during  the  three  weeks  on  Lugol’s 
solution  alone.  The  regime  outlined  pre- 
viously has  been  adopted  after  several  years 
of  use  with  a request  that  the  surgeon  report 
the  state  of  the  gland  at  the  time  of  surgery. 
The  surgical  specimen  is  studied  by  the 
pathologist  and  his  written  report  included 
on  each  chart.  The  reports  usually  state 
that  the  gland  is  firmer,  more  easily  re- 
moved, and  less  friable  and  vascular  when 
the  antithyroid  drug  is  stopped  and  the 
Lugol’s  solution  given  alone  for  twenty-one 
days  prior  to  resection  of  the  gland. 

When  an  unusually  severe  and  trouble- 
some case  is  encountered,  both  drugs  are 
administered  until  the  date  of  surgery. 

Using  these  methods  only  3 cases  of  post- 
operative storm  occurred  in  thirteen  years. 
One  of  them  was  questionable,  1 mild,  and 
1 a true  storm  that  responded  to  therapy. 

This  brief  section  on  medical-surgical 
treatment  of  the  hyperthyroid  state  cannot 
be  concluded  without  drawing  the  reader’s 
attention  to  this  important,  often  over- 
looked fact : the  results  of  surgery,  including 
the  ease  of  operation,  the  postoperative 
complications,  and  the  percentage  of  re- 
currence, will  vary  directly  with  the  ability 
of  the  surgeon.*'^®  Surgical  treatment  in 
this  clinic  still  is  an  important  and  very 
valuable  one.  One  cannot  justly  compare 
the  results  of  surgery  if  the  figures  are  taken 
from  cases  done  by  inexperienced  thyroid 


surgeons. 

Teeatment  with  Radioactive  Iodine. — 
Generally  speaking,  there  are  two  methods 
of  employing  radioactive  iodine  in  treating 
the  overactive  thyroid.  For  the  sake  of 
simplicity  they  have  been  named  arbitrarily 
the  single  dose  and  the  fractional  dose 
methods. 

The  fractional  dose  method  involves  the 
use  of  small  doses  of  the  isotope  every  two  to 
three  months  until  the  desired  result  is 
attained.  Most  clinics  using  this  method 
give  2 millicuries  at  each  visit.  Formerly 
the  dose  was  given  every  two  weeks,  but 
increased  experience  showed  that  each  single 
dose  would  be  effective  over  an  eight-week 
period.  The  two-week  interval  resulted 
in  an  accumulative  effect  and  was  discon- 
tinued because  it  produced  too  great  an 
incidence  of  hypothyroidism.  “ 

The  single  dose  method  is  used  most 
widely  throughout  the  United  States  today. 
The  weight  of  the  gland  in  grams  is  calcu- 
lated empirically.  The  percentage  uptake 
in  twenty-four  hours  is  determined  and  the 
dose  of  radioactive  iodine  calculated  from 
both  via  a set  formula.  It  is  not  within  the 
province  of  this  paper  to  go  into  detail 
concerning  the  method  used  by  radiologists. 
Suffice  it  to  say  that  they  attempt  to  admin- 
ister 80  microcuries  per  estimated  gram  of 
thyroid  tissue.  Most  men  will  make  an 
educated  guess  at  the  dose.  No  set  rules  are 
followed.  The  larger  the  gland  the  less 
accurate  is  the  dose-per-gram  rule.  The 
usual  dose  so  calculated  could  be  anywhere 
from  2 to  8 millicuries.  Some  men  advocate 
large  doses,  such  as  50  to  100  milhcuries,  but 
the  incidence  of  hypothyroidism  that  is 
produced  is  high.^^  It  is  actually  surprising 
that  the  results  are  as  good  as  they 
apparently  are  with  the  methods  used  for 
calculating  doses. 

Choice  of  Method  of  Treatment 

When  the  patient  with  hyperthyroidism 
is  seen  by  the  practitioner,  the  afore- 
mentioned factors  and  the  three  methods  of 
treatment  must  be  considered  to  determine 
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the  best  regime  for  the  particular  patient. 
Outlined  next  are  the  methods  used  in 
the  Brooklyn  Hospital  thyroid  clinic. 

Presence  of  the  Pregnant  State. — 
In  the  pregnant  female  with  hyperthyroidism 
radioactive  iodine  is  never  advised.  Every 
attempt  is  made  to  control  the  overactive 
gland  by  medical  means  until  the  baby  is 
born.  At  the  end  of  that  period  the  situa- 
tion is  re-evaluated,  and  the  treatment  best 
suited  for  that  nonpregnant  patient  is 
used. 

Some  men  permit  the  use  of  radioactive 
iodine  during  the  first  trimester  on  the 
grounds  that  the  thyroid  gland  in  the  fetus 
cannot  pick  up  the  isotope  during  that 
period.'®  Subtotal  resection  is  preferred  if 
this  is  necessary  to  suppress  the  thyroid. 
The  pregnant  female  tolerates  it  well.  The 
ideal  treatment  with  the  least  incidence  of 
antithyroid  effect  on  the  baby  is  Lugol’s 
.solution  (iodine),  and  if  the  patient’s  con- 
dition can  be  controlled  on  that,  it  should 
be  given  more  often  than  it  is. 

Lactation  is  a contraindication  to  radio- 
active iodine,  for  the  isotope  has  been 
recovered  from  breast  milk. 

Presence  of  Complicating  Disease. — 
As  stated  previously,  the  presence  of  a 
complicating  disease  will  alter  the  choice  of 
treatment.  Regardless  of  age,  size,  or 
nodularity  of  the  gland,  in  the  presence  of 
severe  heart  disease,  a blood  dyscrasia,  renal 
disea.se,  or  any  other  condition  that  would 
make  surgical  intervention  jeopardize  life, 
radioactive  iodine  is  the  treatment  of 
choice.  Doses  should  be  chosen  to  ensure 
complete  ablation  of  the  thyroid.  Thyroid 
extract  then  can  be  used  to  keep  the  patient 
as  close  to  the  euthyroid  state  as  his  disease 
will  justify. 

Patients  are  seen  occasionally  so  ill  with 
congestive  heart  failure  that  one  cannot  use 
radioactive  iodine  because  it  takes  six  to 
twelve  weeks  to  produce  an  effect.  Sodium 
iodide  intravenously  with  oxygen,  sedation, 
diuretics,  and  digitalis  preparations  as  well 
as  steroids  and  reserpine  have  been  used 
with  success. 

TA2 


Psychoses  in  patients  with  hyperthyroid- 
ism are  not  uncommon.  Antithyroid  drugs 
used  in  larger  than  average  doses  produce 
the  quickest  and  best  results.  Radioactive 
iodine  takes  too  long,  and  surgery  cannot  be 
employed  until  medical  control  is  accom- 
plished. Dramatic  improvement  can  be 
expected  in  these  cases. 

Myasthenia  as  a result  of  the  toxic  state 
alone  or  secondary  to  an  accompanying 
potassium  deficiency  will  respond  well  to 
treatment  of  the  underlying  disease.  Sup- 
plementary potassium  therapy  is  indicated 
when  a deficiency  exists. 

Gland  Size. — The  large  glands  are  least 
apt  to  be  brought  under  permanent  control 
with  antithyroid  drugs.  As  a matter  of 
fact,  one  can  expect  only  40  per  cent  of  the 
patients  with  small  or  nonpalpable  toxic 
glands  to  attain  a permanent  remission  of 
symptoms  on  medical  treatment  alone. 

With  all  large  glands  in  patients  under 
forty-five  years  of  age  the  medical-surgical 
plan  is  used,  and  in  those  over  forty-five 
years,  radioactive  iodine  is  recommended. 

Glandular  Nodularity. — Single  toxic 
nodules  are  treated  by  medical  control  and 
surgery  or  radioactive  iodine,  again  using 
forty-five  years  of  age  as  the  dividing  line. 

All  multinodular  glands  (nodes  of  varying 
size),  regardless  of  the  patient’s  age,  are 
controlled  medically  and  resected.  Radio- 
active iodine  is  not  satisfactory  in  treating 
these  overactive  glands  because  the  pickup 
varies  in  each  nodule,  and  it  is  difficult  to 
control  all  of  them  equally.  Some  men  still 
use  the  isotope,  but  surgical  results  are 
better.  Of  course,  if  a complicating  disease 
makes  surgery  impossible,  one  must  use 
radioactive  iodine. 

Recurrent  Hyperthyroid  State. — The 
recurrence  of  the  toxic  state  after  medical 
remission  in  patients  under  the  age  of  forty- 
five  is  best  treated  by  recontrol  and  sub- 
total thyroidectomy.  Recurrence  after  sur- 
gery is  best  treated  by  radioactive  iodine. 
Each  successive  recurrence  makes  surgical 
intervention  more  hazardous  and  less  hkely 
to  result  in  the  euthyroid  state  without 
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complications.  Generally  speaking,  the  ra- 
dioactive iodine  treatment  is  the  best  in  the 
postoperative  recurrent  hyperthyroid  state. 

Age. — In  the  pre-  and  immediately  post- 
pubertal  patient  every  attempt  should  be 
made  to  produce  a permanent  medical  re- 
mission. The  antithyroid  drugs  are  em- 
ployed as  outlined  previously  with  adjust- 
ment of  the  initial  dose  according  to  the 
patient’s  age.  This  method  is  ideal.  In 
the  uncooperative  patient  or  the  severely 
to.xic  youngster  with  a large  gland  the  medi- 
cal-surgical plan  is  used.  The  patient  is 
brought  to  the  euthyroid  state  medically, 
and  a subtotal  thyroidectomy  is  performed. 
The  use  of  radioactive  iodine  is  not  ad- 
vocated in  these  cases  because  of  the  pos- 
sible carcinogenic  property  of  the  isotope 
and  the  unknown  effect  on  the  gonadal 
tissues.*^"** 

In  patients  from  sixteen  to  forty-five 
years  of  age  the  .same  methods  are  employed 
for  identical  reasons.  When  a definite 
contraindication  to  surgery  exists,  such  as 
chronic  cardiac  decompensation  or  severe 
renal  disease,  radioactive  iodine  is  advised. 

Future  investigations  may  permit  a change 
in  procedure,  but  until  all  the  facts  involved 
are  known,  including  the  effects  on  future 
generations,  prescribing  the  use  of  the 
isotope  in  young  people  should  be  restricted 
only  to  the  special  situations  mentioned 
previously. 

Over  the  age  of  forty-five  years,  radio- 
active iodine  is  the  best  method  of  treatment. 
In  the  elderly  cardiac  patient  with  an  over- 
active  gland  it  is  ideal.  Actually  all  three 
methods  may  be  used  in  this  age  group, 
according  to  the  judgment  of  the  clinician. 
However,  radioactive  iodine  is  the  most 
economical  and  easiest  to  administer. 

Uncooperative  Patient. — It  is  foolish 
and  time-wasting  to  attempt  to  control 
medically  an  uncooperative  patient.  Pre- 
pare them  as  rapidly  as  possible  for  surgery. 
It  may  be  necessary  to  hospitalize  the  pa- 
tient throughout  the  entire  course.  Usually 
t his  can  be  done  in  three  weeks.  Radioactive 
iodine  is  used  in  the  older  patients. 


Patient  Who  Refuses  Surgery. — In 
those  patients  under  forty-five  years  of  age 
who  refuse  surgery,  medical  control  should 
be  attempted;  if  this  is  not  successful, 
radioactive  iodine  may  be  used.  Of  course, 
in  those  patients  over  forty-five  years  of 
age,  radioactive  iodine  is  the  treatment  of 
choice. 

Comment 

It  should  be  obvious  from  the  facts  just 
outlined  that  the  practitioner  should  con- 
sider each  case  in  the  light  of  the  eight 
criteria  presented  and  then  pick  the  method 
of  treatment  he  considers  best  for  each  par- 
ticular patient. 

Some  clinics  use  radioactive  iodine  in 
all  cases,  regardless  of  the  patient’s  age. 
Until  we  know  more  about  the  long-range 
effects  of  radiation  on  thyroid  tissue  and 
the  gonads,  it  .should  not  be  used  promis- 
cuously. It  is  hard  to  understand  why  any- 
one would  use  a method  of  treatment  po- 
tentially dangerous,  no  matter  how  remote 
the  potentiality  is,  when  there  are  other 
excellent  means  of  treatment  more  thor- 
oughly understood.  When  we  are  con- 
vinced that  the  isotope  is  innocuous,  radio- 
active iodine  treatment  will  be  used  for 
all  patients,  regardless  of  age.  It  is  hoped 
that  by  that  time  more  accurate  methods 
will  have  been  devised  to  calculate  radio- 
active iodine  dosage. 

Failure  of  the  medical-surgical  plan,  so 
widely  used  in  this  country,  usually  can 
be  attributed  to  two  factors:  the  inex- 

perienced surgeon  and  the  lack  of  coopera- 
tion between  the  surgeon  and  the  internist. 
Thyroid  surgery,  to  be  done  well,  involves 
years  of  experience  under  the  guidance  of 
an  outstanding  teacher.  The  rate  of  oc- 
currence of  postoperative  hemorrhage, 
tetany,  laryngeal  cord  damage,  recurrent 
hyperthyroidism,  and  hypothyroidism  will 
vary  directly  with  the  ability  and  experience 
of  the  thyroid  surgeon.  Over  the  years  time 
and  time  again  unexpected  complications 
have  occurred  when  the  surgery  was  per- 
formed by  the  inexperienced  operator. 
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Manipulation  or  trauma  to  the  sympathetic 
and  parasympathetic  nerves  in  the  region 
of  the  thyroid  might  explain  the  occurrence 
of  the  thyroid  storm  with  its  severe  vaso- 
motor type  of  reaction — tachycardia,  flush, 
and  increased  temperature.  Able  surgeons 
removed  glands  without  incident  in  patients 
with  overactive  thyroid  glands  who  were 
not  completely  under  control  in  the  days 
before  the  antithiourea  derivatives. 

Cooperation  between  services  is  a most 
difficult  thing  to  achieve  in  many  hospitals. 
A haughty  surgeon  often  refuses  to  be  told 
when  to  operate  on  the  ground  that  he  knows 
the  opportune  time  and  doesn’t  want  to 
1)0  considered  a simple  technician.  On  the 
other  hand,  the  internist  may  demand  too 
active  a part  in  the  postoperative  care  of 
the  patient.  A complete  understanding 
with  good  teamwork  between  the  services 
is  essential  to  obtain  consistently  good  re- 
sults. 

The  treatment  of  the  patient  with  hyper- 
thyroidism is  a rewarding  and  most  satis- 
fying experience.  Almost  always  wisdom 
and  clinical  judgment  will  result  in  im- 
provement or  a cure. 

Conclusion 

There  are  three  methods  of  treating  hyper- 
thyroidism: medical,  medical-surgical,  and 
radioactive  iodine. 

Eight  important  factors  must  be  con- 
sidered in  picking  the  treatment  of  choice 
in  each  case.  They  are  the  pregnant  state, 
the  presence  of  a complicating  disease, 
the  size  of  the  gland,  the  nodularity  of  the 
gland,  recurrent  hyperthyroidism,  age  of  the 
patient,  the  cooperating  ability  of  the  pa- 
tient, and  the  patient’s  refusal  to  undergo 
a surgical  procedure. 

The  criteria  used  in  determining  the 
treatment  of  choice  have  been  outlined. 

116  79th  Street,  Brooklyn  9 
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Discussion 

William  Dock,  M.D.,  Brooklyn. — The  man- 
agement of  hyperthyroidism  depends,  as  Dr. 
Stolfi  points  out,  on  the  peculiarities  of  each 
patient,  and  the  facilities  available  to  each  phy- 
sician. The  availability  of  skillful  thyroid 
surgeons  seems  to  be  decreasing  with  the  wide 
use  of  radioactive  iodine,  and  in  many  hospitals 
it  never  was  possible  to  obtain  elegant  thyroidec- 
tomies. We  believe  that  when  the  Halsted  type 
of  resection  is  performed  by  a skilled  operator, 
and  the  patient  is  put  on  thyroid  therapy  for  the 
first  six  months  after  operation,  the  five-year 
recurrence  rate  is  low,  and  the  incidence  of  hypo- 
thyroidism, when  thyroid  therapy  is  stopped,  is 
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relatively  high.  We  do  not  regard  hypothyroid- 
ism, whether  induced  by  radioactive  iodine  or  by 
surgery,  as  a serious  inconvenience  to  the  patient 
when  it  is  under  full  control  of  the  physician. 
We  marvel  at  endocrine  clinics  which  aim  at 
“euthyroidism”  in  treating  Graves’  disease, 
even  in  thyrocardiac  patients,  and  yet  induce 
Addison’s  disease,  pituitary  adenomas  with  local 
pressure,  and  deep  pigmentation  by  bilateral 
adrenalectomy  for  Cushing’s  syndrome.  Re- 
placement therapy  after  thyroid  ablation  is 
cheap,  convenient,  easy  to  manage,  and  is  far 
preferable  to  the  risk  of  relapse  in  thyrotoxicosis. 
When  thyroid  therapy  (60  mg.  per  day)  is  started 
after  resection  or  full  dosage  with  radioactive 


iodine,  regeneration  of  tissue  is  minimal,  and 
hypothyroidism  never  is  allowed  to  progress  into 
myxedema.  When  radioactive  iodine  is  used  to 
cause  partial  ablation,  my.xedema  develops  in  an 
increasing  per  cent  of  patients  over  a period  of 
years,  and  when  the  patient  is  no  longer  under 
observation  it  may  become  severe. 

The  type  of  teamwork  and  supervision  of 
patients  described  by  Dr.  Stolfi  is  the  ideal  in 
control  of  thyrotoxic  disease  in  teaching  services, 
but  ideal  surgery  may  not  be  available  to  many 
physicians.  When  it  is  not  obtainable  in  a com- 
munity, the  use  of  radioactive  iodine  or  perennial 
therapy  with  antithyroid  drugs  in  skilled  hands 
may  prove  almost  as  effective. 
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The  Child  Health  Conference 

A Teaching  Forum  for  Medical  Students 


NINA  BLEIBERG,  M.D.,  NEW  YORK  CITY 

(Chief,  Infant  and  Preschool  Division,  Bureau  of  Child  Health.  New  York  Citij  Department  of  Health) 


Studies  conducted  by  the  Academy  of 
^ Pediatrics  have  pointed  out  that  a large 
portion  of  the  general  practitioner’s  and 
pediatrician’s  time  is  devoted  to  the  care 
of  infants  and  preschool  children^  Little 
has  been  done  to  prepare  young  physicians 
properly  for  this  important  task.  In  a 
study  conducted  by  Harper  and  Wishik 
in  195H  it  was  shown  that  out  of  217  health 
departments  that  conducted  child  health 
conferences,  only  18  utilized  their  baby  sta- 
tions for  the  teaching  of  medical  students. 
Yet  health  officers  were  generally  aware  of  the 
teaching  potential  of  the  child  health  con- 
ference and  considered  its  utilization  a de- 
sirable goal.  The  reasons  given  for  leaving 
these  resources  untapped  were  overcrowded 
clinics  and  the  lack  of  supervi.sory  and  teach- 
ing staff. 

With  the  increasing  complexity  of  med- 
ical knowledge  and  the  need  to  disseminate 
an  ever-growing  body  of  scientific  informa- 
tion, medical  teaching  schedules  have  in- 
deed become  very  crowded.  Good  teachers, 
on  the  other  hand,  are  scarce.  Therefore, 
a creative  and  productive  use  of  the  child 
health  conference  deserves  considerable 
thought  which  should  include  the  following 
considerations:  Who  should  teach?  How 
should  the  teaching  be  done?  What  should 
the  message  be? 

This  report  will  attempt  to  describe  how 
the  New  York  City  Department  of  Health 
utilizes  one  of  its  child  health  stations  for 
the  teaching  of  medical  students.  For 
the  past  seven  years  the  Chief  of  the  Divi- 
sion and  a supervising  physician  have  served 
as  instructors  of  third-year  students  of  the 
New  York  Medical  College.  Teaching  is 
thus  being  done  by  qualified  pediatricians 


with  public  health  experience.  Because  of 
the  geographic  proximity  to  the  College, 
child  health  stations  at  the  East  Harlem 
Health  Center  are  selected  for  weekly  teach- 
ing sessions.  Three  to  four  students  are 
usually  assigned  to  each  session,  which  lasts 
from  two  to  two  and  one-half  hours.  There 
is  no  follow-up  for  the  student  groups  in 
terms  of  the  case  material  presented. 
However,  each  group  has  a second  oppor- 
tunity to  observe  and  work  in  the  child 
health  conference.  This  second  visit  is 
made  to  another  child  station  also  in  the 
East  Harlem  district.  This  report  reflects 
primarily  the  experience  and  work  methods 
of  one  instructor.  Communication  with  and 
observation  of  the  other  instructor  in- 
dicate that  his  approach  to  teaching  in  the 
child  health  conference  is  very  similar  to 
the  one  described  here. 

The  Teaching  Method 

Each  teaching  session  starts  with  a brief 
outline  of  the  objectives,  procedures,  and 
content  of  the  child  health  conference. 
This  introduction  serves  a dual  purpose : 
to  get  acquainted  with  the  students  and 
to  outline  what  will  be  expected  of  them. 
One  to  3 children,  selected  from  the  case- 
load of  the  morning  session  by  the  nurse  in 
charge  of  the  station,  arc  then  assigned  to 
the  group  for  physical  examination  and 
study.  All  phases  of  the  child  health  con- 
ference are  conducted  in  the  presence  of  and 
under  the  direct  supervision  of  the  assigned 
instructor. 

If  the  case  is  a first  visit,  students  fre- 
quently have  an  opportunity  to  obser\'c 
the  initial  history  which  is  being  recorded 
by  the  public  health  nurse.  The  group 
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then  meets  with  the  instructor  in  a sep- 
arate room.  The  recorded  history  is  re- 
viewed, and  the  group  is  encouraged  to  raise 
questions.  The  mother  and  child  are  in- 
vited into  the  conference  room.  The  in- 
structor usually  introduces  herself  and  the 
students  to  the  mother  by  saying:  “There 
are  visiting  doctors  in  the  child  health  sta- 
tion today.  Would  you  mind  if  they  par- 
ticipated in  the  session?” 

Aspects  of  the  family  history  or  the  child’s 
history  that  need  to  be  amplified  are  elicited 
after  the  mother  and  child  are  comfortably 
settled.  This  part  of  the  conference  gives 
the  instructor  an  excellent  opportunity  to 
demonstrate  how  to  conduct  a meaningful 
interview.  Mental  notes  are  made  of  the 
mother’s  responses  to  the  questions,  and 
attention  is  given  to  the  expression,  be- 
havior, and  mood  of  the  parent  and  child. 
These  observations  form  the  basis  for  the 
discussion  which  follows  the  conference. 
Two  students  are  then  assigned  to  the  phys- 
ical examination  of  each  case.  Questions 
and  comments  usually  accompany  each 
examination  and  indicate  to  the  instructor 
areas  that  merit  further  demonstration  or 
discussion.  All  physical  findings  are  checked 
and  verified  by  the  instructor.  The  pa- 
tient then  receives  the  necessary  immuniza- 
tion, if  indicated,  and  this  procedure  is 
utilized  for  a brief  review  of  an  adequate 
immunization  schedule. 

A conference  with  the  mother  follows 
in  which  an  effort  is  made  to  interpret  to 
her  the  physical  findings,  to  explain  im- 
munization procedures,  and  to  make  rec- 
ommendations regarding  the  treatment  and 
the  follow-up.  This  is  also  a good  time  to 
encourage  and  reassure  her  if  she  seems 
anxious  and  insecure.  After  the  mother 
leaves  the  medical  room  to  dress  the  child, 
the  recording  of  the  findings  and  medical 
recommendations  is  made  by  one  of  the 
medical  students.  If  the  case  under  study 
is  a first  visit,  the  group  follows  the  mother 
to  the  conference  with  the  nurse.  During 
this  period  the  public  health  nurse  tries  to 
assess  whether  the  mother  has  understood 


the  doctor’s  instructions,  or  whether  cer- 
tain aspects  of  the  doctor’s  recommendations 
need  to  be  clarified  and  reinterpreted. 

The  group  then  returns  with  the  instructor 
to  the  conference  room  for  a discussion  of 
the  case.  During  this  period  the  personality 
of  the  mother  and  her  special  problems  in 
relation  to  the  total  environment  and  to  the 
child  are  discussed.  An  assessment  of  the 
youngster’s  growth  and  development  re- 
ceives due  consideration.  If  any  pathologic 
condition  was  found,  the  differential  diag- 
nosis is  reviewed,  and  the  disposition  of  the 
case  in  terms  of  referral,  follow-up,  and 
home  visits  receives  special  attention. 

The  following  case,  seen  in  a very  recent 
teaching  session  with  four  students,  demon- 
strates the  steps  outlined  previously  and 
illustrates,  at  the  same  time,  the  important 
concepts  that  were  developed  during  this 
session. 

C.nse  Reports 

Case  !.■ — A middle-aged  woman  of  Italian 
extraction  presented  herself  with  a two-month- 
old  infant  and  a two-year-old  preschool  child. 
There  were  nine  other  children  in  this  family, 
three  of  whom  were  already  married,  and  six 
were  still  in  school.  The  medical  history  ob- 
tained by  the  public  health  nurse  revealed  that 
the  infant  was  born  in  a city  hospital  and  weighed 
7 pounds,  14  ounces  at  birth.  During  this 
pregnancy  the  mother  had  had  no  prenatal  care 
whatsoever.  The  infant  was  on  a powdered 
milk  formula  (Similac)  and  was  already  receiving 
fruits  and  vegetables.  On  admission  to  the 
child  health  conference,  he  weighed  12  pounds. 

Little  was  known  about  the  medical  history  of 
the  two-year-old  girl.  The  only  thing  that  the 
mother  remembered  was  that  the  child  was 
born  in  Canada.  She  was  doing  well,  had  no 
major  illnesses,  and  was  walking  and  talking. 
The  youngster  had  never  had  a physical  examina- 
tion in  her  life  and  had  never  received  any 
protective  immunization. 

When  this  mother  was  invited  to  the  medical 
room,  she  seemed  disturbed  in  spite  of  the  usual 
introduction  about  “special  session,”  made  by 
the  instructor.  The  mother  stated  that  she 
did  not  like  so  many  people  looking  at  her  infant. 
She  declared  further  that  she  was  in  a hurry. 
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and  she  did  not  need  anything  except  perhaps 
a different  formula,  for  the  baby  was  receiving 
the  powdered  milk  formula  which  she,  the  mother, 
disliked.  The  instructor  invited  the  mother  to 
sit  down  and  to  make  herself  comfortable,  telling 
her  that  she  would  be  very  happy  to  give  her  a 
different  formula  and,  since  the  mother  was 
there  anyway,  she  would  be  happy  to  assist 
with  anything  else  that  the  mother  might  need 
for  her  children.  Somewhat  more  relaxed,  the 
mother  then  remarked  that  the  infant  had  an 
infection  of  the  scalp,  and  that  she  would  like 
to  know  how  to  handle  this  problem.  This 
remark  made  it  possible  to  ask  her  to  prepare 
the  baby  for  a physical  examination.  Two 
students  then  examined  the  infant  while  the 
mother  stood  next  to  them,  not  letting  the  infant 
out  of  her  sight. 

WTiile  the  2 students  examined  the  child,  a 
third  student  made  preparations  for  an  immuniza- 
tion. As  soon  as  the  mother  noticed  the  syringe 
and  the  needle,  she  again  expressed  anger,  de- 
claring that  the  infant  was  much  too  young  for 
immunization,  and  that  she  did  not  approve  of 
shots  until  the  children  were  much  older.  Once 
again  she  seemed  ready  to  grab  the  baby  and  to 
leave  the  conference.  However,  the  instructor 
assured  her  that  no  baby  w'ould  ever  receive  an 
injection  against  his  parent’s  wishes.  It  was  at 
this  point  that  one  of  the  students,  eager  to  do 
a good  health-education  job,  declared  that  the 
shots  were  intended  to  prevent  serious  illness, 
and  that,  should  the  baby  become  ill,  the  mother 
would  regret  her  refusal.  This  remark  resulted 
in  a real  outburst  of  hostility,  reveahng  super- 
stition and  anxiety.  The  mother  felt  that 
illness  was  “being  wished  on  her.”  The 
instructor  assured  her  that  this  was  most  certainly 
not  the  case.  Furthermore,  the  mother  was 
told  that  her  baby  looked  very  well,  and  that  he 
had  excellent  chances  of  staying  well  with  the 
kind  of  care  the  mother  was  giving  him.  Again 
she  was  assured  that  neither  child  would  be 
immunized  without  her  approval. 

After  this,  the  mother  cooperated,  dressed  the 
infant,  and  then  proceeded  to  undress  the  two- 
year-old  child.  Obviously  encouraged  by  the 
smooth  and  gentle  handling  of  both  children, 
she  then  willingly  permitted  us  to  give  the  two- 
year-old  child  the  first  combined  diphtheria- 
tetanus-pertussis  and  polio  injection. 

The  physical  examination  of  the  infant  had 
revealed  that  he  was  suffering  from  a ringworm 


infection  but  was  otherwise  well.  The  care  and 
follow-up  of  this  condition  was  discussed.  It 
was  eheited  that  the  infant  had  recentl}"  been 
seen  by  a private  physician  because  of  skin 
lesions,  and  that  he  was  receiving  adequate 
care.  The  mother  was  encouraged  to  follow  the 
instructions  of  the  private  doctor  and  to  apply 
the  ointment  which  he  had  prescribed. 

In  the  conference  that  followed,  feeding  in- 
structions were  given  to  the  mother,  immuniza- 
tions were  discussed,  and  an  effort  was  made  to 
assess  the  total  family  situation.  It  was  learned 
that  the  father,  a truck  driver,  was  devoted  to 
his  wife  and  his  family.  The  preschool  child 
had  been  born  in  Canada  because  the  father  had 
taken  his  wife  there  on  a vacation  trip  to  cele- 
brate their  twenty-fifth  wedding  anniversary. 
The  six  school  children  were  all  doing  well,  and 
two  of  them  were,  according  to  the  mother, 
exceptionally  bright.  The  mother  beamed  as 
she  talked  about  them.  Although  the  personal 
hygiene  of  the  2 children  seen  in  the  child  health 
conference  left  much  to  be  desired,  it  was  felt 
that  this  mother,  in  spite  of  her  superstitions  and 
anxieties,  was  doing  an  exceptionally  fine  job. 
She  was  warm,  resourceful,  and  devoted  to  her 
family.  She  was  complimented  by  the  instruc- 
tor, and  she  left  the  conference  ob^ously  pleased. 

This  case  demonstrated  that  the  physician, 
to  be  effective,  must  be  greatly  concerned 
with  an  assessment  of  the  attitude  of  his 
patient  and  the  emotional  climate  of  a given 
situation.  The  physician  must  be  resource- 
ful, and  he  must  use  considerable  skill  to 
create  an  atmosphere  which  will  be  con- 
ducive to  the  patient’s  acceptance  of  his 
advice.  The  development  of  this  skill  is 
based  on  many  components  which  include 
a genuine  interest  in  people,  a sensitivity  to 
human  needs,  and  a resource  of  meaningful 
experiences.  An  analysis  and  a discussion 
of  the  cases  and  interviews  can  be  a very 
profitable,  stimulating,  and  helpful  device 
to  the  medical  student  at  any  level. 

Another  case  observed  recently  in  a teach- 
ing session  was  that  of  a two-and-half- 
month-old  infant  who  was  brought  to  the 
child  health  station  by  his  mother  and 
aunt. 

Case  2.- — The  infant’s  birth  weight  was  7 
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pounds,  10  ounces.  The  delivery  was  normal 
and  spontaneous.  Although  in  the  conference 
every  attempt  was  made  to  communicate  with 
the  mother,  there  was  practically  no  response 
from  her,  and  it  was  apparent  that  she  was  with- 
drawn and  disturbed.  However,  her  sister  was 
very  helpful  and  supplied  the  necessary  informa- 
tion. She  told  the  group  that  the  mother  had 
been  severely  depressed  since  the  birth  of  the  child. 
On  her  return  to  the  hospital  for  a postpartum 
check-up,  she  had  been  referred  to  a psychiatric 
clinic  of  a city  hospital.  However,  the  family 
had  refused  to  take  her  to  the  psychiatrist,  since 
they  felt  that  “the  mother  was  ill,  but  not 
crazy.”  Instead,  the  family  decided  to  take 
the  mother  to  a private  physician  who  could  not 
find  anything  wrong  with  her  and  prescribed 
iron  and  vitamins.  There  was  no  further  follow- 
up regarding  the  psychiatric  referral  on  the  part 
of  the  private  hospital.  A physical  examination 
of  the  infant  indicated  essentially  negative 
results.  The  child  was  husky  and  well-de- 
veloped. 

The  main  discussion  in  the  conference 
with  the  students  then  centered  around  the 
mother.  It  was  felt  that  she  was  most 
likely  suffering  from  a postpartum  psychosis 
and  was  unable  to  care  for  the  child.  Steps 
were  taken  for  an  immediate  home  visit 
by  our  public  health  nurse,  and  the  staff 
communicated  with  the  social  worker  at  the 
hospital  to  initiate  follow-up  care  for  the 
mother.  It  was  clear  that  the  mother  was 
unable  to  function  properly.  The  whole 
maintenance  of  the  family  as  a unit  seemed 
seriously  threatened.  The  discussion  thus 
focused  on  the  importance  of  assessing  the 
total  health  of  a family  unit  and  its  signifi- 
cance for  the  development  of  a child. 

The  following  2 cases  demonstrate  that 
organic  disease  is  often  encountered  in  our 
child  health  stations  and  calls  for  proper 
action. 

Case  3.' — A fivc-month-old  infant  was  seen 
and  appeared,  at  first,  to  be  well-developc'd  and 
well-nourished.  However,  an  observation  of 
the  infant  during  the  interview  with  the  mother 
revealed  that  the  child  had  a mild  stridor.  This 
symptom  became  worse  while  the  child  was 
examined,  and  the  infant  also  developed  a mild 


cyanosis.  Because  of  these  findings,  he  was 
referred  immediately  to  the  nearest  hospital  for 
study  and  treatment.  (It  was  subsequently 
learned  that  this  child  had  a considerable  thymic 
enlargement.) 

Case  4.- — In  the  same  session,  a ten-month-old 
infant  with  an  upper  respiratory  infection  was 
seen.  According  to  the  mother’s  history,  the 
infant  had  recently  recovered  from  measles  but 
was  still  coughing.  He  had  no  fever,  but  his 
throat  was  injected,  and  there  were  rhonchi  in  the 
chest. 

During  the  conference  with  the  students, 
the  differential  diagnosis  of  both  conditions 
was  discussed,  and  the  importance  of  proper 
referral  and  follow-up  was  stressed. 

In  this  situation  it  was  emphasized  that 
the  separation  of  prevention  and  treatment 
was  artificial  and  was,  in  a large  measure, 
due  to  the  tremendous  volume  of  services 
which  are  needed  in  a community  of  that 
size.  It  was  stressed  that  the  practicing 
physician  who  cared  for  children  was  in  a 
more  favorable  position  because  he  could 
provide  total  care,  and  impressions  gained 
in  his  office  could  be  complemented  by  ob- 
servations made  during  sick  calls. 

The  final  case  demonstrates  one  of  the 
most  common  emotional  problems  en- 
countered in  daily  pediatric  practice. 

Case  5.' — A young  mother  came  to  the  child 
health  station  with  2 children,  a two-and-one-half- 
year-old  preschool  child  and  a two-month-old 
infant.  The  main  complaint  of  this  mother  was 
the  jealousy  of  the  preschool  child.  The  physical 
examinations  of  both  children  showed  essentially 
negative  results,  and  a great  deal  of  time  was 
spent  in  discussing  the  behavior  problem  of 
the  two-year-old  child.  The  mother  reported 
that  the  youngster  had  refused  to  go  near  her 
for  approximately  a week  after  she  had  returned 
from  the  hospital  with  the  new  infant.  The 
child  expressed  his  jealousy  primarily  through 
regre.ssions  in  eating  and  toileting.  According 
to  the  mother,  the  child  had  been  completely 
weaned  but  was  now  demanding  to  be  bottk'- 
fed.  While  he  had  been  toilet-trained  before, 
he  was  now  again  wetting  and  soiling.  The 
mother  was  quite  intelligent,  understanding,  and 
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aware  of  the  fact  that  this  behavior  was  an  ex* 
pression  of  jealously.  In  fact,  she  had  already 
begun  to  cope  with  this  problem  correctly  by 
allowing  the  preschool  child  to  take  the  bottle, 
and  she  had  found  ways  to  focus  more  attention 
on  him.  Still,  the  encouragement  given  to  her 
in  this  session  must  have  been  very  helpful,  for 
she  expressed  her  gratitude  for  the  discussion  of 
her  problem. 

This  case  was  utilized  to  demonstrate 
the  role  that  behavior  problems  play  during 
the  preschool  years.  Sustained  medical 
care  during  this  time  was  also  emphasized. 
Statistical  data  of  the  New  York  City 
Health  Department  were  utilized  to  demon- 
strate to  the  group  the  slackening  of  care 
of  children  after  the  first  year  of  life. 

Comment 

The  previously  described  demonstrations 
of  the  child  health  conference  are  only  small 
random  samples  of  the  opportunities  readily 
available  in  child  health  stations  for  the 
training  of  future  general  practitioners  and 
pediatricians.  Even  these  few  samples  il- 
lustrate that  the  following  precepts  can  be 
taught  in  this  setting: 

Interview  with  a Parent. — An  in- 
terview with  the  parent  is  an  opportunity 
rarely  offered  at  the  undergraduate  level  and 
should  be  more  fully  explored. 

2.  Importance  of  the  Family  as  a 
Unit. — Since  the  curriculum  of  medical 
students  concentrates  so  much  on  organ 
physiology  and  pathology,  it  is  important 
to  recall  that  the  individual  is  more  than 
the  sum  total  of  his  organ  systems,  and  that 
he  is  also  an  integral  part  of  a larger  unit, 
the  family,  which  influences  him  for  better 
or  worse.  This  unit  is  of  paramount  im- 


portance to  the  child.  Many  pediatricians 
are  expert  in  diagnosing  and  treating  disease 
syndromes,  but  forget  that  a sound  family 
relationship  is  the  most  important  ingredient 
for  the  health  and  happiness  of  the  child. 

Sharpening  of  Diagnostic  Skills. — Al- 
though child  health  stations  are  primarily 
designed  for  preventive  services  and  the 
promotion  of  health,  they  offer,  nevertheless, 
tremendous  opportunities  for  the  develop- 
ment of  alertness  and  diagnostic  acumen. 
Children,  frequently  not  suspected  of  being 
ill,  present  themselves  with  a variety  of 
abnormal  conditions  and  need  to  be  properly 
evaluated  and  referred  for  treatment.® 

Assessment  of  Behavior  and  Emo- 
tional AND  Social  Growth. — It  is  im- 
portant that  the  physician  inquire  about 
and  observe  a child’s  behavior.  Physical 
growth  and  development  is  usually  well- 
taught  in  pediatric  courses.  The  child 
health  conference  affords  the  student  an 
additional  opportunity  to  round  out  his 
knowledge  of  all  the  aspects  of  child  growth. 

It  is  felt  that  this  program  could  be  greatly 
enhanced  if  each  student  group  could  see 
the  same  case  in  at  least  one  or  two  ad- 
ditional sessions.  This  would  serve  to  in- 
culcate the  concept  of  continuity  of  care 
which  is  so  basic  in  the  health  supervision  of 
children. 
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Eisenstein  Ecto-Endo  Cervical  Scraper 
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{From  the  Division  of  Cancer  Control  and  Research,  City  of  New  York  Department  of  Health) 


^ I'^HE  Eisenstein  ecto-endo  cervical  scraper* 
is  a new  type  of  instrument  for  obtaining 
material  from  the  endocervix,  squamo- 
columnar  junction,  and  ectocervix  for  use 
in  cancer  detection  tests.  It  is  so  designed 
that  it  will  obtain  surface  biopsies  not  only 
from  the  endocervix,  but  also  from  the 
squamocolumnar  junction  of  the  cervix  and 
the  ectocervix  as  well,  thus  obtaining  a 
greater  number  of  cells  which  would  permit 
more  accurate  diagnosis  at  the  first  testing. 

Description 

The  scraper  is  a metal  instrument  measur- 
ing 25.6  cm.  from  the  toe  to  the  end  of  the 
handle  (Fig.  1).  The  endocervical  portion 
extends  from  the  toe  of  the  shaft  approxi- 
mately IV4  cm.,  is  fusiform  in  shape,  and 
has  a serrated  edge  which  permits  easy 
surface  biopsy  of  the  endocervical  cells. 
The  flange  extends  approximately  1 cm.  to 
the  left  at  an  angle  of  about  85  degrees  to  the 
long  axis.  This  also  has  a serrated  edge 
and  will  obtain  surface  biopsies  of  both  the 
squamocolumnar  junction  and  the  ecto- 
cervix. 

Technic  in  Using  This  Scraper 

The  cervix  of  the  nulliparous  patient 
must  be  .steadied  by  a bivalve  Graves 
speculum,  a Fergusson  tubular  speculum,  or 
a tenaculum.  The  toe  portion  of  the  scraper 
is  introduced  into  the  endocervical  canal  to 
its  full  length.  With  a clockwise  rotation 
of  the  handle  through  360  degrees,  a speci- 
men from  the  canal  and  ectocervix  is  ob- 
tained. The  serrated  edges  are  then  pres.sed 
gently  against  a glass  slide  and  a thin  spread 
is  made.  In  the  patient  with  a parous  or 
lacerated  cervix,  the  cervix  must  be  steadied 

* Available  from  Milex  Products,  Chicago  31 , Illinois. 


Fig.  1.  Photograph  of  instrument. 


Fig.  2.  Specimen  obtained  with  Ayre  spatula, 
April,  1956.  Suspicious-looking  cells  were  re- 
ported but  insufficient  quantity  of  cells  permitted 
only  inconclusive  diagnosis.  Repeat  smears  were 
requested. 

as  well.  However,  the  endocervical  portion 
of  the  scraper  must  be  kept  in  apposition  to 
the  irregular  surfaces  of  the  canal  and  ecto- 
cervix. The  handle  should  be  rotated 
clockwise  so  that  all  surfaces  can  be  scraped. 
When  this  is  obtained,  the  slide  is  prepared 
in  the  same  manner  as  has  been  described. 

Clinical  Data 

Present  methods  for  getting  smear  mate- 
rial have  not  proved  wholly  satisfactory. 
Many  cancers  are  found  within  the  endo- 
cervical canal,  an  area  easily  missed  by  the 
instruments  now  in  use.  In  a study  of  two 
widely  used  diagnostic  technics,  that  is, 
the  cotton  applicator  for  the  endocervical 
smear  and  the  Ayre’  spatula,  Nieburgs- 
reported  that  a great  number  of  false  nega- 
tive diagnoses  resulted  with  each  method, 
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Fig.  3.  (yl)  Specimen  obtained  with  Eisenstein  scraper  in  July,  1958.  Class  IV  Papanicolaou  smears 
were  indicative  of  carcinoma  in  situ.  Biopsies  confirmed  Papanicolaou  report  but  patient  refused  surgery. 
(B)  Specimen  obtained  with  Eisenstein  scraper,  October,  1959,  when  patient  was  recalled  for  further  Pap- 
anicolaou smears.  At  that  time  the  smears  were  considered  to  be  Class  V,  indicative  of  invasive  carcinoma. 


due  largely  to  the  lack  of  sufficient  material 
collected,  f 

Similar  results  were  shown  by  chnical 
tests  conducted  over  a six-month  period  at 
the  Social  Hygiene  Clinic  of  the  East  Harlem 
Health  Center,  City  of  New  York  Depart- 
ment of  Health. 

Nieburgs  reported  that  in  a study  of  641 
specimens  obtained  with  the  Ayre  spatula, 
34  specimens  were  declared  unsatisfactory 
for  diagnosis. 

At  the  East  Harlem  Social  Hygiene  Clinic, 
in  a study  of  423  specimens  obtained  with 
the  Ayre  spatula,  17  specimens  were  declared 
unsatisfactory  for  diagnosis  (Fig.  2). 

During  the  same  period  that  these  studies 
were  done,  the  Eisenstein  ecto-endo  scraper 
was  used  at  the  Cancer  Detection  and  Pre- 
vention Clinic  of  the  East  Harlem  Health 
Center  (Fig.  3).  Four  hundred  seventy- 
nine  specimens  were  obtained  with  this 
scraper  and  only  one  specimen  was  declared 
unsatisfactory. 

t The  third  widely  used  technic  is  aspiration  from 
the  vaginal  pool  with  a glass  cannula,  and  this  too  has 
proved  to  be  unsatisfactory. 


The  cytologist’s  reports,  on  a long  series 
of  specimens  taken  in  the  author’s  private 
practice,  indicated  that  in  all  instances 
sufficient  material  was  obtained  from  the 
endocervical  canal  and  the  ectocervLx  at  the 
first  testing  to  make  accurate  diagnoses. 

Summary 

In  a series  of  cancer  detection  tests  at 
some  of  the  clinics  of  the  City  of  New  York 
Department  of  Health,  the  Eisenstein  ecto- 
endo  cervical  scrapers  for  obtaining  smear 
specimens  were  found  to  be  more  efficient 
than  other  technics  in  use  up  to  the  present 
time. 

Acknowledgment. — This  work  was  done  under  the 
direction  of  the  Division  of  Cancer  Control  and  Re- 
search of  the  New  York  City  Department  of  Health, 
Abraham  Oppenheim,  M.D.,  Director,  with  the  techni- 
cal assistance  of  John  L.  Marco,  B.S. 
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The  Incidence  of  Reactions  Following  the 
Oral  Administration  of  Phenethicillin 
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AND  CHARLES  PLOTZ,  M.D.,  BROOKLYN,  NEW  YORK 

{From  the  Therapeutic  Evaluation  Unit  of  the  Division  of  Dermatology,  Department  of  Medicine,  Downstaie 

Medical  Center,  Brooklyn) 


WITH  the  increasing  use  of  penicillin, 
greater  segments  of  the  population  are 
being  exposed  to  the  sensitizing  effects  of 
the  drug,  and  allergic  reactions  are  occur- 
ring with  ever  greater  frequency.  In  1949 
Lepper  et  alJ  reported  an  over-all  incidence 
of  1.7  per  cent  penicillin  reactions  in  1,303 
patients  who  had  been  given  crystalline 
penicillin,  penicillin  in  oil  or  beeswax,  or 
procaine  penicillin  parenterally.  In  1955 
Chancey  et  al^  reported  an  incidence  of 
5.2  per  cent  penicillin  reactions  in  960  pa- 
tients receiving  benzathine  penicillin  G,  and 
in  1957  Maganzini®  stated  that  the  reac- 
tions to  parenteral  administration  of  peni- 
cillin can  be  expected  to  occur  in  from  2 to 
2.5  per  cent  of  children,  in  5 per  cent  of 
nonallergic  adults,  and  in  15  per  cent  of 
allergic  subjects. 

The  increasing  number  of  serious  and  at 
times  fatal  anaphylactoid  reactions  follow- 
ing the  administration  of  parenteral  penicil- 
lin has  now  become  a serious  cause  of  con- 
cern. In  1957  Welch^  surveyed  827  hospi- 
tals and  found  a total  of  793  anaphylactic 
reactions  and  72  deaths  following  the  ad- 
ministration of  penicillin.  Peters’,  Hen- 
derson’s, and  Prickman’s®  estimate  in  1957 
of  1,000  deaths  from  anaphylaxis  due  to 
penicillin  in  the  United  States  is  probably 
a very  low  figure  today. 

With  the  advent  of  the  biosynthetic 
penicillins*  it  was  hoped  that  a partial  solu- 
tion to  this  problem  might  be  achieved. 
It  is  known  that  reactions,  particularly 

* The  basic  portion  of  the  penicillin  molecule,  6 
aminopenicillanic  acid,  is  produced  through  usual 
fermentation  technics  so  controlled  as  to  permit 
fermentation  to  stop  at  this  point. 


anaphylactoid  reactions,  are  much  less 
frequent  following  the  oral  administration 
of  penicillin  in  contrast  to  its  parenteral 
use.^-® 

A second  feature  was  the  possibility 
that  many  penicillin  reactions  are  a result 
of  contaminants  produced  in  the  fermen- 
tation process  of  natural  penicillins,  and 
that  biosynthetic  penicillins  might  be  less 
reactive  because  of  their  relative  freedom 
from  contaminating  antigens. 

The  authors  have  attempted  to  evaluate 
the  incidence  of  reactions  following  the 
oral  administration  of  a biosynthetic  peni- 
cillin, phenethicillinf  (Maxipen)  to  a large 
group  of  patients,  some  of  whom  were  known 
to  be  reactive  in  the  past  to  natural  penicillin 
by  parenteral  administration. 

Methods  and  Materials 

A total  of  652  patients  were  treated  with 
250  mg.  phenethicillin  given  four  times  a day 
with  an  average  duration  of  seven  days. 
The  duration  of  therapy  ranged  from  four 
days  to  five  weeks.  Twelve  of  the  patients 
treated  in  this  series  gave  a history  of  an 
allergic  reaction  in  the  past  to  natural 
penicillin  by  parenteral  administration.  In- 
cluded in  the  study  were  3 patients  who  had 
reacted  to  natural  penicillin  parenterally 
and  who  were  switched  to  biosynthetic 
penicillin  by  mouth  because  continued  peni- 
cillin therapy  was  indicated  despite  the 
existing  reaction. 


t A product  of  J.  B.  Roerig  & Co.,  Division  of  Chas. 
Pfizer  & Co.  Inc.,  New  York  City.  Material  used  in 
this  study  was  kindly  supplied  by  Kenneth  J.  Dumas, 
M.D. 
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Results 

Eight  of  the  052  patients  treated  de- 
veloped allergic  reactions  after  being  placed 
on  phenethicillin.  Two  reactions  occurred 
in  patients  with  histories  of  known  paren- 
teral penicillin  sensitivity.  One  of  these 
patients  developed  a severe  erythematous 
and  urticarial  reaction  one  day  after  the 
start  of  phenethicillin.  Despite  the  dis- 
continuance of  the  drug,  the  reaction  per- 
sisted in  severe  form  for  five  weeks.  Four 
cases  of  urticaria  were  observed  shortly 
after  the  start  of  therapy.  One  patient 
developed  urticaria  fifteen  days  after  the 
initiation  of  oral  biosynthetic  penicillin 
therapy  and  nine  days  after  the  last  dose 
had  been  given.  Two  patients  developed 
urticaria,  arthralgia,  and  a typical  serum 
sickness  type  of  reaction. 

The  3 patients  who  had  been  switched  to 
oral  penicillin  following  a reaction  to  paren- 
teral penicillin  tolerated  to  oral  penicillin, 
and  the  cutaneous  manifestations  subsided 
despite  the  continuance  of  therapy.  Ten 
of  the  12  patients  with  a history  of  previous 
reactions  to  parenteral  penicillin  did  not 
develop  any  reaction  to  the  phenethicillin. 

Comment 

The  incidence  of  reactions  to  pheneth- 
icillin by  oral  administration  in  this  series 
was  1.2  per  cent.  This  percentage  is  slightly 
higher  than  the  reaction  incidence  of  1 
per  cent  to  oral  crystalline  penicillin  G 
potassium  reported  by  Chancey  et  al.  in 
1955.^  Two  moderately  severe  reactions  oc- 
curred in  this  group  and,  although  there 
were  no  anaphylactoid  reactions  in  this 
small  series,  this  will  undoubtedly  occur 
with  continued  use.  In  the  English  litera- 
ture there  have  been  28  anaphylactoid 
reactions  from  natural  penicillin  given  orally 
reported  with  2 fatalities.® 

Our  reaction  rate,  however,  is  further 
evidence  that  the  oral  route  of  adminis- 
tration of  penicillin,  either  phenethicillin 


or  natural  penicillin,  is  much  lower  than  the 
reaction  rate  when  penicillin  is  given  by 
parenteral  administration. 

The  absence  of  a reaction  to  the  oral 
phenethicillin  by  10  out  of  12  patients 
with  a past  history  of  sensitivity  to  paren- 
teral penicillin  and  the  tolerance  of  3 
patients  who  were  switched  to  oral  pheneth- 
icillin because  of  a reaction  to  parenteral 
penicillin  is  interesting.  This  lack  of  a 
reaction  suggests  that  some  patients  can 
tolerate  the  oral  biosynthetic  penicilhn 
but  cannot  tolerate  parenteral  penicillin. 
However,  this  finding  must  be  considered 
with  caution. 

Summary 

A total  of  652  patients  were  treated  with 
a biosynthetic  oral  penicillin,  phenethicillin 
(Maxipen)  for  from  four  days  to  five  weeks. 
There  were  8 reactions  in  this  series  resulting 
in  a reaction  rate  of  1.2  per  cent.  Ten  out 
of  12  patients  who  had  past  histories  of 
parenteral  natural  penicillin  sensitivity  toler- 
ated phenethicillin  by  oral  administration. 
The  reaction  rate  in  this  series  can  be  con- 
siderably less  than  that  expected  from  paren- 
teral natural  penicillin. 
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Photosensitivity,  Dermatitis,  and  Muscle  Pain 


Case  History 

Philip  C.  Stone,  M.D.:  A twenty-four- 
year-old  Negro  female  was  admitted  to 
Knickerbocker  Hospital  for  the  first  time  on 
May  24,  1960,  with  complaints  of  generalized 
weakness,  stiffness  in  the  left  leg,  and  weight 
loss  of  three  or  four  months  duration. 

She  had  been  well  until  November,  1959, 
when  a nonpruritic,  maculopapular  erup- 
tion appeared  on  the  bridge  of  the  nose  and 
spread  to  involve  the  forehead  and  the 
malar  area.  Subsequently  the  eruption 
faded,  leaving  hyperpigmentation  in  these 
areas  and  also  some  hyperpigmentation  on 
the  dorsum  of  the  hands.  In  December, 
1959,  she  was  hospitalized  elsewhere  for 
biopsy  of  a benign  tumor  of  the  right  breast. 
After  discharge  from  the  hospital  she  de- 
veloped a sense  of  tightness  of  the  antecubital 
and  popliteal  fossae.  This  progressed  to 
weakness  of  all  four  extremities,  and  she 
developed  aching  pain  in  various  muscle 
groups  in  the  arms  and  legs,  particularly  the 
thighs.  In  February,  1960,  she  was  ad- 
mitted to  another  hospital  where  she  re- 
ceived symptomatic  treatment  with  ques- 
tionable improvement.  The  weakness  pro- 
gressed after  her  discharge,  and  she  de- 


veloped dysphagia,  mainly  for  solid  foods, 
associated  with  regurgitation  of  liquids 
through  her  nose.  About  two  weeks  prior 
to  her  admission  here  she  noted  periorbital 
and  perioral  edema  as  well  as  edema  of  the 
lower  third  of  both  legs.  She  denied  nausea, 
vomiting,  change  in  color  or  character  of 
stool  or  urine,  joint  swelling,  exertional 
dyspnea,  or  previous  history  of  any  illness 
requiring  hospitalization.  She  denied  rheu- 
matic fever  and  exposure  to  toxic  substances. 

The  family  history  was  noncontributory. 
The  patient  was  employed  as  a nurse’s 
aide  at  a voluntary  suburban  hospital. 

An  examination  revealed  a well-developed 
Negro  female  who  did  not  appear  to  have  lost 
any  considerable  amount  of  weight.  There 
was  increased  pigmentation  over  the  fore- 
head and  malar  eminences.  The  blood 
pressure  was  120/80,  and  the  pulse  was  84 
and  regular.  Examination  of  the  fundi 
showed  retinitis  pigmentosa  on  the  right. 
There  was  diffuse  cervical,  axillary,  and 
left  supraclavicular  lymphadenopathy.  The 
breasts  were  normal.  Auscultation  of  the 
chest  revealed  clear  lungs  and  a soft  sys- 
tolic murmur  along  the  left  sternal  border. 
The  liver,  kidneys,  and  spleen  were  not 
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palpable.  There  was  marked  weakness  in 
all  four  extremities  with  slight  muscle  tend- 
erness (not  localized)  and  no  change  in 
muscle  consistency.  No  joint  deformities 
were  noted,  and  there  was  no  peripheral 
edema  at  the  time  of  admission.  A neuro- 
logic examination  produced  negative  re- 
sults. 

The  urine  had  a specific  gravity  of  1.022 
with  a trace  of  protein,  a trace  of  reducing 
substance,  and  25  to  35  white  cells  per  high 
power  field.  The  hemoglobin  was  10.9  Gm., 
the  red  cell  count  3.35  million,  and  the  white 
cell  count  6,200  with  62  per  cent  polymor- 
phonuclear leukocytes  and  38  per  cent 
lymphocytes.  The  corrected  sedimenta- 
tion rate  was  64  mm.  per  hour.  Serologic 
tests  for  syphilis  showed  negative  findings. 
The  blood  nonprotein  nitrogen  was  31 
mg.  per  100  ml.,  uric  acid  4.9  mg.,  and  cre- 
atinine 1.65  mg.  A twenty-four-hour  urine 
specimen  850  cc.  in  volume  contained  118.2 
mg.  creatine  and  691  mg.  creatinine.  The 
total  plasma  protein  was  7.65  Gm.  with 
4 Gm.  albumin  and  3.65  Gm.  globulin. 
Urinary  17-ketosteroids  were  5 mg.  per 
twenty-four-hour  period,  and  urinary  11- 
oxysteroids  were  5.1  mg.  per  twenty-four- 
hour  period.  The  sputum  tests  gave  neg- 
ative results  for  acid-fast  bacilli.  An  Asch- 
heim-Zondek  test  produced  negative  findings. 
A lumbar  puncture  was  unrevealing.  An 
electrocardiogram  was  within  normal  limits. 

An  x-ray  film  of  the  chest  showed  a mild, 
generahzed  prominence  of  the  pulmonary 
markings.  X-ray  films  of  the  pelvis,  fe- 
murs, and  lumbosacral  spine  gave  negative 
findings.  An  intravenous  pyelogram,  skull 
films,  and  soft  tissue  films  of  the  neck  all 
gave  negative  results.  A barium  swallow 
showed  no  evidence  of  delay  or  obstruction 
in  the  passage  of  barium.  However,  in 
a gastrointestinal  series  there  was  noted 
some  retention  of  barium  in  the  pyriform 
sinuses  and  also  some  regurgitation  of 
barium  into  the  nasopharynx  (Fig.  1). 
There  was  borderline  dilatation  of  the 
esophagus. 

During  her  hospitalization  the  patient 


Fig.  1.  Barium  swallow  showing  the  posterior 
pharynx.  A thin  spermlike  trail  of  barium  is  seen 
regurgitated  through  the  incompetent  uvula  into  the 
nasopharynx. 


experienced  increasing  weakness  of  the 
muscles  with  intermittent  edema  of  the  face 
and  ankles.  She  was  afebrile  throughout 
her  hospitalization.  She  had  considerable 
limitation  of  motion,  and  her  activity  was 
markedly  restricted.  An  operation  was 
performed  on  the  ninth  hospital  day  and 
another  operation  on  the  twentieth  day. 

Discussion 

Perry  Berg,  M.D.  : Today’s  protocol  tells 
of  a twenty-four-year-old  woman  whose 
first  symptom,  a rash  of  “butterfly”  dis- 
tribution, appeared  six  months  before  ad- 
mission. The  rash  is  not  described  in  great 
detail;  we  know  only  that  it  was  maculo- 
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papular,  nonpruritic,  and  that  it  faded, 
presumably  without  therapy,  leaving  some 
pigmented  spots.  No\v,  not  every  rash 
of  this  particular  distribution  is  due  to  a 
collagen  disease,  but  when  one  examines 
the  usual  alternatives,  one  is  struck  by  the 
little  opportunity  for  confusion.  For  ex- 
ample, skin  infections,  such  as  rosacea  and 
erysipelas,  appear  in  this  area,  but  the  de- 
scription and  evolution  do  not  resemble  the 
rash  described  in  our  protocol.  Seborrhea 
also  must  be  considered,  but  the  greasy, 
scaling,  itching  lesions  do  not  seem  to  fit 
our  rash.  One  uncommon  eruption,  poiki- 
loderma atrophicans  vasculare,  appears  in 
the  butterfly  distribution  and  has  a benign, 
protracted  course.  However,  an  identical 
eruption  may  be  associated  with  dermato- 
myositis,  and  the  term  “poikilodermatomyo- 
sitis”  had  been  applied  to  this  sequence. 

The  second  symptom  to  appear,  tightness 
in  the  antecubital  and  popliteal  fossae,  also 
is  a frequent  one  in  some  of  the  collagen 
diseases,  especially  scleroderma  and  der- 
matomyositis. 

About  four  months  before  the  patient’s 
hospital  admission,  the  disease  became 
full-blown.  Quadriparesis  dev'eloped,  along 
with  weakness  of  muscle  groups  in  the 
pharynx  and  larynx,  marked  by  regurgita- 
tion of  fluids  through  the  nose,  and  later  on 
inability  to  empty  the  pyriform  recess  was 
seen  on  x-ray  films.  The  complex  sequence 
of  coordinated  muscle  contraction  that 
makes  up  deglutition  became  disrupted,  and 
dysphagia  resulted,  although  dysphagia 
may  be  related  to  esophageal  disease.  We 
will  discuss  the  films  later. 

The  motor  nerve  to  the  muscles  of  degluti- 
tion is  the  vagus.  It  is  impossible  to  postu- 
late a neurologic  lesion  that  would  involve 
the  vagus  and  produce  quadriparesis  at  the 
same  time  without  either  pyramidal  tract 
signs,  widespread  anterior  horn  cell  disease, 
or  involvement  of  other  cranial  nerve 
nuclei.  Similarly,  the  slow,  unrelenting, 
progressing  weakness,  unrelated  to  exer- 
tion and  unassociated  with  crises,  period 
paralysis,  myotonic  cramps,  or  tetanic 


seizures,  enables  us  to  rule  out  the  diseases 
that  hit  at  the  myoneural  junction.  We  are 
left  with  a diffuse  disease  of  muscle  pre- 
ceded by  a butterfly  rash  and  with  current 
skin  manifestations  in  the  edema  of  the 
face  and  legs.  I think  the  only  possible 
diagnosis  at  this  point  is  dermatomyositis. 

The  skin  lesions  of  dermatomyositis  have 
been  described  in  some  detail  by  Keil.^  The 
most  commonly  affected  sites  are  the  eye- 
lids, cheeks,  forehead,  and  flush  areas.  The 
lids  become  swollen  and  pink;  the  swelling 
may  become  quite  firm.  Delicate  rosy 
plaques,  consisting  of  small  telangiectases, 
appear  on  the  cheeks  and  fade,  leaving  a 
deposit  of  reticulated  brown  pigment.  The 
soft  tissue  of  the  face  often  becomes  tense 
and  bloated.  The  dorsum  of  the  hands  is  a 
fretiuent  site  of  edema  and  infiltration. 
Edema  is  seen  in  other  sites,  frequently  with 
an  exanthem  and  may  be  brawny  or  pitting.^ 
Certainly,  our  case  fills  the  classic  mold. 

The  myositis  of  dermatomyositis  is  usu- 
ally symmetrical;  pain  and  tenderness 
of  the  involved  muscles  are  variable  and 
may  be  striking  by  their  absence.  Muscular 
consistency  varies,  and  atrophy  and  con- 
tractures often  lead  to  fixation  of  joints 
without  primary  joint  disease.  Involve- 
ment of  the  muscles  involved  in  respiration 
and  deglutition  is  common  and  may  pre- 
sent the  largest  clinical  problem. 

There  was  a single  report,  in  1938,  of  a 
case  of  dermatomyositis  with  retinitis,  per- 
haps resembling  retinitis  pigmentosa.^  True 
retinitis  pigmentosa  almost  always  is  a 
bilateral  disease,  and  there  is  frequentl}'^  a 
history  of  markedly  decreased  vision,  ap- 
pearing late  in  life,  in  other  members  of  the 
family.  In  the  absence  of  these,  it  is  pos- 
sible that  we  are  dealing  with  the  rare 
retinitis  of  dermatomyositis. 

The  laboratory  findings  are  not  helpful 
in  dermatomyositis,  which  is  the  case  with 
our  patient.  The  urine  specific  gravity 
is  quite  adequate  for  a casual  specimen,  and 
there  is  no  nitrogen  retention.  The  minor 
albuminuria  and  pyuria  are  most  likely  to 
indicate  lower  genitourinary  infection.  The 
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glycosuria  I cannot  comment  on  without 
knowing  the  blood  sugar  determinations. 
There  is  a mild  normochromic  anemia  and 
an  elevated  sedimentation  rate.  The  serum 
globulin  may  be  slightly  elevated  by  the 
salting-out  technic  but  is  not  of  differential 
value. 

In  regard  to  the  urinary  creatine  ex- 
cretion, although  men  usually  excrete  in- 
significant amounts  of  creatine,  young 
women  may  unexplicably  excrete  large 
amounts.  Therefore,  although  creatine  is 
elevated  at  the  expense  of  creatinine  in 
diseases  marked  by  muscle  atrophy,  it  is 
difficult  to  establish  a clear-cut  abnormality. 

The  x-ray  films  confirm  the  weakness  of 
the  palatal  and  suprahyoid  muscle  groups. 
With  defective  movement  of  the  uvula 
fluids  regurgitate  into  the  nasopharynx, 
as  can  be  seen  on  one  film  (Fig.  1).  The 
suprahyoid  muscles  elevate  the  larynx 
and  bring  it  forward  during  swallowing. 
As  the  esophagus  is  fixed  to  the  cricoid 
cartilage  in  the  midline,  the  pyriform  recess 
is  straightened  and  emptied,  partially  by 
suction,  into  the  esophagus.  The  persist- 
ence of  contrast  media  in  the  recess  implies 
inadequate  elevation  of  the  larynx.  The 
esophagus  is  dilated  and  contains  food.  In 
the  absence  of  any  other  radiologic  abnor- 
mality we  may  suspect  that  we  are  dealing 
with  an  abnormality  of  motor  function  of  the 
esophagus.  This  defect  has  been  much  more 
extensively  studied  in  scleroderma.  With 
a disease  of  the  fibrous  or  muscle  tissue  of 
the  esophageal  wall  there  is  loss  of  effective 
peristalsis.  The  propulsive  waves  that 
move  food  the  entire  length  of  the  esophagus 
are  impaired,  although  certain  secondary, 
more  localized  pressure  waves  persist.  The 
smooth  conduction  of  food  bolus  is  inter- 
rupted, and  food  may  remain  in  the  esoph- 
agus for  long  periods.  The  organ  dilates, 
although  relatively  slightly.  This  disrup- 
tion of  normal  deglutition  may  result  in  the 
aspiration  of  food,  saliva,  or  liquids  into 
the  lung,  and  pulmonary  infection  is  com- 
mon. Pulmonary  fibrosis  has  been  re- 
corded; it  is  not  clear  whether  this  is  a man- 


ifestation of  disease  of  collagen  in  the  lung 
or  a result  of  frequent  minor  aspiration 
pneumonias.  Involvement  of  the  dia- 
phragm and  intercostal  muscles  by  myositis 
decreases  effective  cough  pressure  and  in- 
tensifies the  problem.  There  is  some  in- 
crease in  the  pulmonary  markings  in  our 
case. 

I do  not  believe  a significant  differential 
diagnosis  exists.  Periorbital  edema  and 
muscle  involvement  suggest  trichinosis,  and 
invasion  of  pharyngeal  and  laryngeal  mus- 
cles by  trichina  may  give  rise  to  dysphagia. 
Dermatomyositis  was  once  called  “pseudo- 
trichinosis.” However,  the  similarities  usu- 
ally are  superficial.  The  myositis  of  trichi- 
nosis is  acute  or  even  hyperacute.  The 
muscles  are  tender,  and  immobility  is  due 
to  pain.  The  periorbital  edema  is  a tran- 
sient part  of  the  stage  of  muscle  invasion  and 
does  not  have  the  persistent  and  recurrent 
(}uality  seen  in  dermatomyositis.  Eosino- 
philia  may  be  present  in  dermatomyositis 
and  may  be  absent  in  overwhelming 
trichinosis,  but  when  the  latter  disease  is  not 
rapidly  fatal,  eosinophilia  is  almost  in- 
variably present.  Some  cases  of  trichinosis 
with  meningoencephalitis  may  go  on  to  a 
protracted  disease  marked  by  scattered  and 
inconstant  neurologic  signs  and  accompanied 
by  muscle  contractures  and  atrophy,  but 
the  pattern  is  much  more  one  of  a diffuse 
neurologic  disease  with  wasting,  and  mental 
clouding  is  prominent.  Skin  lesions  are  not 
seen  in  trichinosis.  All  in  all,  we  may  elim- 
inate the  possibility  of  infestation  by  Trich- 
inella  larvae. 

The  muscular  dystrophies  also  must  be 
mentioned  but  have  distinctive  distributions 
of  the  involved  muscles.  Symmetrical  in- 
volvement of  four  extremities  and  the  larynx 
and  pharynx  does  not  correspond  to  any 
known  distribution.  Finally,  such  rare 
entities  as  primary  amyloidosis  and  spe- 
cific myositides  can  be  eliminated  on  the 
basis  of  the  diffuse  distribution  of  the  lesions 
in  our  case. 

Having  made  a diagnosis  of  dermatomyo- 
sitis, we  have  one  more  question  to  answer. 
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In  1952  the  statistical  association  of  der- 
matomyositis  and  cancer  was  noted  and 
since  has  been  reinforced.^  The  degree  of 
coexistence  was  set  initially  at  20  per  cent  of 
cases  of  dermatomyositis  having  associated 
tumors,  but  it  is  probably  much  higher. 
Dermatomyositis  coexisting  with  cancer  does 
not  differ  from  the  unaccompanied  disease. 
There  is  no  explanation  for  the  association, 
but  ever  since  the  lowly  carcinoid,  best 
known  for  its  appearance  on  pathology 
slide  quizzes,  was  found  to  secrete  a sub- 
stance that  scars  heart  valves,  anyone  with 
imagination  can  accept  the  secretions  by 
other  tumors  which  scar  other  tissues.  The 
signs  of  dermatomyositis  may  antedate  the 
finding  of  the  tumor  by  a long  period,  but 
there  is  usually  evidence  that  the  tumor  was 
present  for  a long  time  before  it  was  dis- 
covered. Some  years  ago  I saw  a patient 
who  was  hospitalized  for  over  a year  with 
slowly  progressive  but  unrelenting  dermato- 
myositis. An  initial  complaint  was  a sense 
of  subxiphoid  constriction,  and  after  an 
inconclusive  work-up  this  was  ascribed  to 
coronary  artery  disease.  At  the  post- 
mortem examination  it  was  found  that  a 
radiologically  invisible  carcinoma  of  the 
esophagogastric  junction  had  metastasized 
widely.  In  some  patients  removal  or  sup- 
pression of  the  tumor  leads  to  regression  of 
dermatomyositis. 

The  independent  evidence  for  a malignant 
tumor  in  this  case  is  scanty.  There  is 
generalized  adenopathy,  especially  in  the 
left  supraclavicular  area.  Adenopathy 
usually  is  not  striking  in  dermatomyositis, 
and  left  supraclavicular  nodes  have  been 
famed  since  the  time  of  Virchow  as  heralds 
of  abdominal  malignancy.  Anemia  also 
is  not  striking  in  dermatomyositis,  but  these 
are  rather  thin  supports. 

I would  summarize  as  follows:  I believe 
that  the  patient  had  dermatomyositis  and 
that  the  typical  muscle  lesions  and  non- 
specific skin  lesions  that  characterize  the 
disease  were  found  by  biopsy,  which  was  the 
first  operation  mentioned  in  the  protocol. 
I believe  that  the  second  operation  was  an 


excision  biopsy  of  the  left  supraclavicular 
node.  I think  that  considering  the  age  of 
the  patient,  the  odds  are  against  a tumor 
being  present.  However,  I agree  that  it 
must  be  sought  for  and  would  not  be  sur- 
prised if  Dr.  Virchow’s  observation  proved 
still  valid. 

P.  Narasimhan,  M.D.:  How  can  one 

distinguish  this  from  sarcoidosis  with  mu.s- 
cle  involvement? 

Dr.  Berg:  The  absence  of  pulmonary  or 
mediastinal  lesions  is  against  the  diagnosis 
of  sarcoidosis.  I would  expect  something 
more  tangible  than  prominence  of  pulmonary 
markings  if  this  patient  had  a significant 
granuloma.  Also,  there  is  no  evidence  of  a 
locally  infiltrative  lesion  in  the  skeletal 
muscle.  We  seem  to  be  dealing  with  an  in- 
flammation secondary  to  a degenerative 
process  rather  than  a space-occupying  one. 
There  is  no  laboratory  support  for  sarcoido- 
sis; at  least  the  serum  globulin  is  not  ele- 
vated. Last,  the  skin  lesion  does  not  re- 
semble that  seen  in  most  cases  of  sarcoidosis 
involving  the  skin,  but  it  is  very  typical  of 
that  seen  in  patients  with  dermatomyositis. 

Benjamin  E.  Krentz,  M.D.:  Recently, 

1 have  had  the  opportunity  to  see  2 patients 
in  consultation,  both  of  whom  had  dermato- 
myositis. In  these  2 patients  there  was  a 
much  greater  degree  of  muscle  pain  and  the 
skin  lesions  were  less  prominent. 

Michael  S.  Bruno,  M.D.:  Well,  Ben, 
you  call  ’em  the  way  you  see  ’em. 

Marcel  Tuchman,  M.D.:  In  dermato- 
myositis there  is  frequently  more  thicken- 
ing and  some  brawny  induration  of  the  skin. 

Furman  M.  Jones,  Jr.,  M.D.  : Among 
the  diagnoses  we  felt  impelled  to  rule  out 
was  Addison’s  disease.  We  were  impressed 
by  the  patient’s  profound  weakness  without 
neurologic  findings.  However,  we  were 
unable  to  find  laboratory  support  for  this 
possibility,  and  the  skin  rash  was  certainly 
suggestive  of  a collagen  disease. 

Dr.  Bruno:  Some  of  the  cases  of  der- 
matomyositis I have  seen  have  shown  sig- 
nificant cardiac  involvement.  In  at  least 

2 patients  there  was  marked  cardiac  en- 
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Fig.  2.  Muscle  biopsy  showing  a patch  of 
infiltration  between  muscle  fibers  of  lymphocytes 
and  a few  plasma  cells. 


Fig.  3.  Muscle  biopsy  showing  slight  exudation 
and  degeneration  of  individual  fibers.  Some  show 
vacuolation  of  the  sarcoplasm;  others  show  homo- 
genization and  shrinkage  of  the  sarcoplasm. 


largement  with  conge.stive  failure  and  ar- 
rhythmias as  the  predominant  manifesta- 
tion. 

Dr.  Berg:  Certainly  cardiac  involve- 

ment is  common  in  the  collagen  diseases, 
but  in  today’s  patient  it  was  happily  absent. 

Diagnoses 

Clinical. — (1)  Dermatomyositis;  (£)  me- 
tastatic carcinoma  (?) ; and  (3)  supraclavicular 
lymph  node. 

Dr.  Berg. — (1)  Dermatomyositis;  (2)  sup- 
raclavicular lymph  node  showing  negative  find- 
ings for  carcinoma. 

Anatomic. — (1)  Dermatomyositis;  (2)  re- 
active hyperplasia,  supraclavicular  lymph 
node. 

Pathologic  Report 

William  B.  Ober,  M.D.:  The  first 

operation  was  a skin  and  muscle  biopsy. 
The  skin  showed  what  is  best  described  as  a 


“burnt-out”  lesion.  The  epidermis  was  a 
bit  thinned,  and  the  dermis  was  replaced  by 
hyalinized  collagen  with  minimal  capillary 
vascularization  and  no  residual  inflamma- 
tory exudate.  I find  it  impossible  to  dis- 
tinguish this  sort  of  lesion  from  that  seen 
in  scleroderma.  However,  the  muscle  bi- 
opsy was  diagnostic.  The  inflammatory 
exudate  (Fig.  2)  was  patchy  and  composed 
mostly  of  lymphocytes  and  occasional  plasma 
cells.  There  was  degeneration  of  individual 
muscle  fibers  (Fig.  3),  some  showing 
vacuolation  and  others  appearing  to  have  a 
homogenized  texture  and  a brick-red  stain- 
ing reaction  with  eosin. 

The  second  operation  was  a biopsy  of  the 
supraclavicular  lymph  node,  and  it  did  not 
contain  metastatic  tumor. 

Can  Dr.  Jones  now  tell  us  about  the  re- 
sponse of  the  patient  to  therapy? 

Dr.  Jones:  The  patient  was  treated 

with  chloroquine  250  mg.  daily  and  tri- 
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amcinolone  (Aristocort)  8 mg.  four  times 
daily. 

In  a few  days  she  was  able  to  walk 
again  with  only  slight  discomfort  and  min- 
imal muscular  weakness.  The  facial  edema 
disappeared.  Her  appetite  improved,  and 
she  began  to  gain  weight.  She  has  been 
maintained  on  this  therapy  for  over  two 
months  and  has  only  minimal  subjective 
complaints. 
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T^iabetes  continues  to  be  a medical  and 
public  health  problem  of  great  mag- 
nitude in  the  United  States.  Current  mor- 
tality statistics  might  mislead  one  to  infer 
otherwise  because  the  number  of  deaths  now 
ascribed  to  diabetes — less  than  30,000  a 
year  or  1.7  per  cent  of  deaths  from  all  causes 
— is  actually  but  a fraction  of  the  deaths 
occurring  among  diabetic  individuals.  It 
is  also  inconsequential  to  judge  the  im- 
portance of  the  disease  in  terms  of  its  rank 
as  a cause  of  death  partly  for  the  reasons 
just  stated,  but  also  because  the  cardiovas- 
cular-renal category  alone  takes  in  55  per 
cent  of  all  deaths  in  this  country.  The 
importance  of  diabetes  is  best  judged,  there- 
fore, on  the  basis  of  its  incidence,  prevalence, 
and  the  probability  of  eventually  acquiring 
the  disease  in  our  present  population,  even 
though  the  current  information  available 
permits  only  estimates  from  relatively  frag- 
mentary data. 

Prevalence 

The  United  States  National  Health  Sur- 
vey' now  under  way  will  shortly  release  est  i- 


mates of  prevalence  based  on  a nationwide 
continuing  sample  survey.*  This  program 
carried  out  by  the  Bureau  of  the  Census  in 
accordance  with  specifications  of  the  Public 
Health  Service  will  be  based  on  cases  re- 
ported in  household  interviews.  This  is 
the  first  national  effort  to  collect  such  in- 
formation since  the  National  Health  Survey 
1935-1930,  which  yielded  an  estimate  of 
000,000  diabetic,  persons  in  the  Ihiited 
States  as  of  1937,  or  5.1  per  1,000  popula- 
tion.^ Many  subsequent  estimates  havT> 
appeared  which  were  based  primarily  on 
those  data.  A study  of  this  type  carried  out 
in  California  in  1954  and  1955  and  covering 
a total  sample  of  about  32,000  persons 
showed  a prev^alence  of  5.5  per  1,000  popula- 
tion.'* In  the  interim,  data  have  been  col- 
lected in  a few  communities  through  special 
studies  which  in  some  cases  havx'  invoh'ed 
the  testing  for  diabetes  in  population  groups 
presumably  representative  of  the  area. 
As  a result  some  information  has  been  ob- 
tained on  the  number  of  unknown  diabetic 

* The  higti  lights  of  a report  issued  late  in  19fi()  are 
summarized  in  the  addendum. 
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TABLE  1. — Prevalence  Rates  Per  1,000  of  Diabetes  Adjusted  to  1957  United  States  Population; 
Three  Community  Studies  with  Physical  Examinations 


Area  of  Survey 

Year 

Total 

Known 

Diabetic 

Individuals 

Unsuspected 

Diabetic 

Individuals 

Oxford,  Massachusetts 

1946  to  1947 

21,2 

11.9 

9.3 

New  Market,  Ontario 

1949 

12.8 

7.9 

4.9 

Baltimore,  Maryland 

1953  to  1955 

23.0 

9.7 

13.3 

individuals. 

Remein'’  has  recently  reviewed  the  various 
sources  and  from  them  has  derived  an  esti- 
mate of  2,900,000  diabetic  persons  in  the 
United  States  as  of  1958.  The  estimate  of 
the  known  cases  was  1,500,000  and  of  the 
existing  “unsuspected”  cases  1,400,000. 
These  estimates  yielded  a rate  of  16.9  per 

1 .000  population  for  all  diabetic  individuals, 
of  8.8  for  known  diabetic  individuals,  and 

8.1  for  existing  unknown  diabetic  indi- 
viduals. 

Table  I shows  the  prevalence  rates  of 
diabetes  in  three  studies  cited  by  Remein, 
as  adjusted  to  the  age  distribution  of  the 
United  States  population  in  1957.  These 
three  studies  included  physical  examinations 
of  individuals  in  the  general  population. 

Remein’s  estimate  of  the  prevalence  is 
lower  than  the  figures  in  the  two  major 
studies  in  the  United  States  because  it  was 
his  impression  that  these  areas  had  higher 
than  average  prevalence  rates.  The  size  of 
the  correction  to  be  made,  however,  is  a 
matter  of  individual  judgment. 

The  prevalence  of  known  diabetes  in- 
creases with  age  and  this  increase  is  partio 
ularly  rapid  among  women  in  and  after 
middle  age.  Specific  figures  are  not  cited 
here  because  the  data  are  old  or  are  based 
on  relatively  small  populations.  The  new 
National  Health  Survey  shortly  to  be  avail- 
able will  supply  data  from  a larger  sample. 
Data  on  the  freiiuency  of  existing  unidenti- 
fied diabetes  are  fragmentary  but  give  some 
indication  that  it  is  somewhat  higher  in 
males  than  in  females.  This  might  be  ex- 
pected in  view  of  the  lesser  frequency  with 
which  men  seek  medical  care. 

Annu.\l  Incidence  of  New  Cases  of 
Diabetes. — ^Information  on  this  matter 


is  limited  to  estimates  based  on  the  method 
reported  by  Spiegelman  and  Marks.®  Ap- 
plying the  rates  specifically  for  sex  and  age 
in  their  study  to  the  1959  population  yields 
an  estimated  72,000  new  cases  annually. 
Of  this  total,  35.2  per  cent  are  male  and  64.8 
per  cent  female. 

Number  in  Present  Population  Who 
Will  Eventually  Become  Diabetic. — 
The  procedure  developed  by  Spiegelman 
and  Marks  also  permitted  estimates  of  the 
probability  of  becoming  diabetic  at  suc- 
cessive ages  for  each  sex.  Application  of  the 
rates  obtained  in  their  analysis  to  the  1959 
population  of  the  United  States  yields  a total 
of  5,128,000  persons,  or  2.9  per  cent  of  the 
population,  not  now  diabetic  who  would 
eventually  acquire  the  disease.  Of  this 
total,  1,806,000  are  male  and  3,322,000  are 
female,  or  2.1  per  cent  and  3.7  per  cent  of  the 
total  male  and  female  population  respec- 
tively. 

Is  Diabetes  Increasing  in  the  United 
States? — Since  knowledge  of  the  actual 
rate  of  prevalence  of  diabetes  is  so  inexact 
we  cannot  be  sure  of  its  trend.  The  change 
in  the  rate  depends  on  the  balance  of  two 
major  factors — the  frequency  rate  of  new 
cases  developing  and  the  mortality  rate 
among  existing  cases.  The  trend  in  prev- 
alence rates  by  age  involves  also  the  in- 
creasing age  of  surviving  diabetic  patients 
as  well  as  changes  in  the  age  frequency  of 
new  diabetic  individuals.  Information  on 
the  latter  is  lacking.  It  may  be  influenced 
in  some  degree  by  environmental  factors 
which  are  reflected  in  the  changing  fre- 
quency of  overweight.  In  this  connection 
it  is  noteworthy  that  the  recently  completed 
Build  and  Blood  Pressure  Study,  1959^  by 
the  Society  of  Actuaries  indicates  some  in- 
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TABLE  II. — De.\th  R.^tes  per  100,000  from  Diabetes  Mellitus  by  Race,  Sex,  and  Age,  United 

States,  1955. to  1957* 


.\ge  Groups 
( Years) 

WViifc 

XT  1 

Total 

Male 

Female 

Male 

Female 

All  ages 

Age-adjusted  t 

13.3 

11.0 

14.3 

12.5 

23.7 

Crude 

15.7 

12.8 

18.7 

10.2 

19.4 

Under  1 

0.5 

0.4** 

0.5 

0.9** 

0.9** 

1 to  4 

0.3 

0.3 

0.2 

0.2** 

0.2** 

5 to  9 

0.3 

0.2 

0.3 

0.2** 

0.2** 

10  to  14 

0.5 

0.4 

0.6 

0.6** 

0.9 

15  to  19 

0.8 

0.4 

0.8 

1.6 

1.6 

20  to  24 

1.4 

1.3 

1.4 

1.5 

2.3 

25  to  29 

2.1 

2.2 

1.9 

2.7 

2.7 

30  to  34 

2.8 

3.1 

2.2 

4.7 

4.0 

35  to  39 

3.5 

3.7 

2.4 

7.3 

8.1 

40  to  44 

4.7 

4.8 

3.1 

7.5 

14.4 

45  to  49 

7.7 

6.8 

5.8 

12.2 

28.5 

50  to  54 

14.7 

12.5 

12.6 

18.9 

51.1 

55  to  59 

27.1 

21.3 

27.3 

34.6 

78.1 

60  to  64 

50.0 

38.2 

56.3 

49.0 

109.5 

65  to  69 

83.4 

62.1 

98.9 

77.9 

148.1 

70  to  74 

113.8 

91.3 

133.6 

82.5 

135.4 

75  to  79 

142.3 

124.2 

162.7 

76.3 

118.2 

80  to  84 

172.9 

158.5 

192.5 

86.8 

118.7 

85  plus 

159.4 

151.9 

181.4 

54.3 

78.2 

* Based  on  various  reports  of  the  National  Office  of  Vital  Statistics, 
t Based  on  age  distribution  of  the  total  population  of  the  United  States  in  1940. 
**  Rates  based  on  less  than  20  deaths. 


crease  in  the  average  weight  of  males,  but 
a decrease  in  females  at  ages  under  forty. 
The  incidence  of  new  cases  is  affected  also 
by  the  accelerated  efforts  to  detect  diabetes 
early,  as  well  as  by  the  growing  amount 
of  medical  service  obtained  by  the  American 
people. 

In  any  case  the  actual  number  of  people 
having  diabetes  has  probably  increased  be- 
(^ause  of  the  substantial  increase  in  the  total 
population  and  the  longer  duration  of  lih^ 
of  diabetic  individuals.  The  prevalence  rate 
probably  has  increased  also.  Some  shift 
in  the  age  composition  of  the  diabetic  popula- 
tion is  likely  also,  but  the  lack  of  necessary 
data  makes  it  impossible  to  estimate  ac- 
curately the  magnitude  of  the  change. 

Diabetes  Mortality 

United  St.vtes:  Total  and  Variations 
BY  Race,  Sex,  and  Age. — The  facts  on 
diabetes  mortality  in  the  United  States  re- 
late to  the  deaths  ascribed  to  diabetes  on 
death  certificates  by  physicians.  As  already 
indicated,  this  is  not  the  same  as  the  number 
of  deaths  among  diabetic  individuals.  The 
understatement  is  particularly  large  at  ages 

()04 


forty-five  and  older.  In  1U59,  for  which  pro- 
visional data  are  available  from  a 10  per 
cent  sample  of  death  certificates,  28,160 
deaths  are  ascribed  to  diabetes.  This 
is  equivalent  to  a rate  of  16  per  100,000 
population.  In  1958,  the  latest  year  for 
which  final  data  are  available,  the  number 
of  deaths  ascribed  to  diabetes  was  27,501, 
and  the  rate  was  15.9  per  100,000. 

Current  characteristics  of  the  mortality 
by  race,  sex,  and  age  are  given  in  Table  II, 
and  for  all  ages  combined  both  the  crude 
and  age-adjusted  rates  are  shown.  In  all 
sex  and  race  groups  the  death  rates  increase 
with  age  during  adult  life.  This  is  con- 
tinuous among  white  persons  up  to  ages 
eighty  to  eighty-four,  and  also  among  non- 
white males  except  for  a slight  dip  in  the 
rate  at  ages  seventy-five  to  seventy-nine. 
Among  nonwhite  females,  however,  the 
maximum  occurs  as  early  as  ages  .sixty-five 
to  sixty-nine.  The  rate  of  increase  with 
age  is  particularly  rapid  among  females  be- 
tween ages  forty-five  and  seventy  among 
whites  and  between  ages  thirty  and  fifty-five 
among  nonwhites. 

At  all  ages  combined,  the  age-adjusted 
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TABLE  III. — Death  Rates  per  100,000  from  Diabetes  Mellitus  by  Marital  Status,  White  Persons 

BY  Sex  and  Age,  United  States,  1949  to  195U 


Age 

Groups* 

(Years) 

Single 

Whit 

Married 

e Males 

Widowed 

Divorced 

Single 

White 

Married 

l^’emales 

Widowed 

Divorced 

20  to  24 

1.3 

0.5 

1.6 

1.1 

25  to  34 

4.9 

1.3 

6.5 

3.9 

1.5 

3.5 

35  to  44 

9.6 

2.8 

12.6 

4.7 

2.5 

4.2 

4.2 

45  to  54 

17.5 

8.9 

19.7 

19.6 

9.4 

11.5 

16.1 

10.5 

55  to  59 

30.0 

22.6 

31.1 

33.2 

20.9 

38.1 

43.5 

33.5 

60  to  64 

45.9 

38.8 

52.7 

53.8 

32.2 

74.7 

81.2 

65.0 

65  to  69 

63.8 

60.8 

78.9 

84.6 

47.3 

111.6 

120.7 

86.9 

70  to  74 

85.6 

95.6 

108.4 

124.4 

71.9 

162.1 

163.2 

170.8 

75  plus 

112.9 

139.9 

153.5 

182.9 

114.5 

193.9 

195.4 

269.5 

* Rates  are  not  shown  in  age  groups  with  less  than  20  deaths. 


death  rate  among  nonwhite  males  is  about 
15  per  cent  higher  than  among  white  males, 
but  among  nonwhite  females  the  rate  is 
about  two-thirds  higher  than  that  for  whites. 
The  excess  mortality  among  nonwhite 
males  is  largely  concentrated  in  the  span 
from  ages  thirty  to  sixty-nine,  but  among 
nonwhite  females  extends  from  ages  fifteen 
to  sixty-nine.  The  maximum  difference 
among  males  is  found  at  ages  thirty-five  to 
thirty-nine  when  the  nonwhite  rate  is  nearly 
double  that  for  whites,  and  at  ages  forty-five 
to  forty-nine  among  women  when  the  non- 
white rate  is  nearly  five  times  that  for  whites. 
Among  persons  at  ages  seventy-five  and 
older  the  rates  for  whites  are  well  above  those 
for  nonwhites.  It  is  likely  that  the  higher 
rates  for  nonwhites  at  the  younger  ages  re- 
flect primarily  the  shorter  duration  of  life, 
but  among  females  a higher  frequency  of 
the  disease  may  be  involved  also. 

The  mortality  from  diabetes  among 
females  exceeds  that  for  males  in  both  whites 
and  nonwhites,  particularly  past  middle 
life  where  the  mortality  is  largely  concen- 
trated. At  all  ages  combined,  the  age- 
adjusted  rate  for  white  females  is  about  one- 
third  higher  than  that  of  males;  among  non- 
whites the  female  rate  is  nearly  double  that 
for  males.  Among  whites  the  peak  difference 
is  at  ages  sixty-five  to  sixty-nine  when  the 
female  rate  is  about  60  per  cent  higher  than 
that  of  males;  among  the  nonwhites  it 
occurs  at  ages  fifty  to  fifty -four. 

The  features  of  diabetes  mortality  at  the 
younger  ages  are  of  distinct  interest,  al- 


though the  number  of  deaths  at  these  ages 
is  now  so  low  as  to  obscure  the  picture  some- 
what. The  number  of  deaths  among  infants 
in  the  five-year  period  1953  to  1957  was  89, 
of  which  44  were  male  and  45  female.  It 
is  notable  that  the  number  dropped  suc- 
cessively after  the  first  year  of  life  to  75 
at  age  one,  to  49  at  age  two,  to  48  at  age 
three,  and  to  27  at  age  four.  Since  the 
number  of  diabetic  children  increases  from 
one  age  to  the  next  by  the  number  of  sur- 
vivors from  the  preceding  age  plus  the  new 
cases,  these  figures  give  some  indication  of 
a decreasing  mortality  with  age  among 
young  diabetic  children. 

Among  white  males  the  death  rates  show 
little  change  with  advancing  age  up  to  age 
twenty,  but  among  white  females  show  an 
increase  and  at  ages  ten  to  nineteen  exceed 
the  rates  for  males.  This  may,  in  part,  re- 
flect the  earlier  age  of  maturity  in  females. 

Variations  by  Marital  Status. — The 
available  statistics  on  mortality  according 
to  marital  status  relate  to  the  data  for  1949 
to  1951  when  census  figures  provided  the 
population  basis  necessary  for  computation 
of  the  death  rates.''  Such  comparisons  are 
based  on  age-specific  data  because  of  the 
differing  age  composition  of  the  categories 
by  marital  status.  The  statistics  are  af- 
fected by  a significant  degree  of  misstate- 
ment of  marital  status  on  census  returns 
and  death  certificates,  particularly  for  the 
widowed  and  divorced.  As  Table  III 
shows  white  married  men  at  ages  up  to 
seventy  experience  lower  rates  than  single 


February  15,  1961 


605 


HERBERT  H.  MARKS 


TABLE  IV. — Mortality  from  Diabetes  Mellitus 
BY  Social  Class,  Ages,  Twenty  to  Sixty-P'ocr 
Years,  England  and  Wales,  1949  to  1953* 


Standard  Mortality  Ratios 

• Women . 

Social  Class  Men  Married*  Single 


I  Professional,  mana- 
gerial, and  so 
forth 

II  Intermediate 

III  SMIled 

IV  Partly  skilled 

V Unskilled 


134 

60 

t 

100 

80 

78 

99 

100 

82 

85 

122 

77 

105 

119 

75 

* According  to  husband’s  socioeconomic  status, 
t Less  than  10  deaths. 


men,  the  differences  being  proportionately 
greatest  at  ages  under  forty-five.  At  ages 
seventy  and  over,  however,  the  death  rates 
among  single  men  are  the  lower.  The  re- 
corded rates  among  the  widowed  and  di- 
vorced men  are  generally  higher  than  among 
both  the  married  and  the  single. 

Women  have  a distinctly  different  pattern 
of  mortality  according  to  marital  status  at 
ages  beyond  forty-five.  The  married  women 
have  rates  greatly  in  excess  of  the  single 
women — more  than  twice  as  high  in  the 
age  span  from  sixty  to  seventy-four.  Rates 
for  the  widowed  are,  for  the  most  part, 
slightly  higher  than  among  the  married. 
Among  divorced  women  the  rates  are 
moderately  less  than  among  the  married 
at  ages  up  to  seventy. 

Among  men  the  generally  higher  rates 
among  the  single  represent  a complex  of 
factors:  single  men,  particularly  at  the 

working  ages,  who  become  diabetic  are  less 
well  able  to  follow  treatment  and,  insofar  as 
there  is  some  socioeconomic  difference, 
may  be  less  likely  to  seek  and  obtain  treat- 
ment during  the  early  stage  of  the  disea.se. 

For  women,  two  major  factors  in  the 
differential  mortality  by  marital  status  are 
(1)  middle-aged  single  women,  particularly 
if  they  are  employed,  tend  to  control  their 
weight,  and  (2)  more  important,  the  higher 
rates  among  the  married  probably  reflect 
the  endocrine  factors  relating  to  pregnancy 
and  childbearing.  The  higher  rate  among 
the  unmarried  of  both  .sexes  at  the  younger 


TABLE  V. — Mortality  from  Diabetes  Mellitus 
IN  Selected  Socioeconomic  Groups  or  Social 
Subclasses,  Ages  Twenty  to  Sixty-Four,  Eng- 
land AND  Wales  1949  to  1953* 


Socioeconomic  Group 
or  Social  Subclass* 

Social 

Class 

Standard 

Mortality 

Men 

Married 
Women  t 

Higher  administrative. 

and  so  forth 

I 

134 

60 

Clerical  workers 

III 

126 

75 

Shopkeepers 

II 

124 

70 

Armed  forces,  noncom- 

missioned  men 

III 

123 

133 

Personal  service 

III 

120 

85 

Shop  assistants 

III 

113 

79 

Unskilled  workers 

V 

104 

119 

Transport  workers 

III 

100 

113 

Farmers 

II 

98 

127 

Skilled  workers 

III 

95 

107 

Other  administrative. 

and  so  forth 

II 

91 

72 

Drivers  of  goods  vehicles 

III 

89 

Construction  laborers 

V 

86 

95 

Foremen 

III 

86 

85 

Agricultural  workers 

IV 

82 

131 

Building  and  dock  workers 

V 

81 

100 

Semiskilled  workers 

IV 

79 

124 

Mine  workers 

III 

67 

205 

* ClassiBed  according  to  occupation, 
t According  to  husband’s  socioeconomic  status. 


ages  reflects  the  lower  marriage  rate  among 
diabetic  individuals. 

Variations  by  Occup.ation  and  Socio- 
economic Status. — The  best  recent  data 
of  this  kind  are  based  on  mortality  returns 
for  England  and  Wales  during  the  period  j 
1949  to  1953,  the  five-year  period  around  | 
the  last  census  of  1951.’  Of  principal  value 
are  the  statistics  for  the  age  span  from 
twenty  to  sixty-four  years  which  covers  the 
active  working  life,  although  it  includes 
only  a minority  of  all  deaths  from  diabetes, 
particularly  in  the  higher  socioeconomic 
groups.  For  a number  of  reasons  the  find-  | 
ings  .should  be  considered  only  approxima- 
tions. Persons  with  a relatively  poor  phy-  j 
sique  or  tho.se  who  acipure  a handicapping 
disease  tend  to  seek  work  in  the  lighter 
occupations  which,  by  the  definitions  used,  | 
are  somewhat  higher  in  the  socioeconomic 
scale.  There  is  a tendency  al.so  to  “upgrade”  ^ 
the  occupation  both  in  the  census  and  death  j 
returns,  but  more  particularly  in  the  latter.  '' 
Table  IV  gives  the  recorded  death  rates  in  i 
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the  form  of  standard  mortality  ratios*  for 
males,  married  women,  and  single  women 
according  to  social  class;  and  Table  V 
gives  similar  data  for  certain  subdivisions. 
In  these  tabulations  married  women  are 
grouped  according  to  the  husband’s  socio- 
economic status. 

Among  males  the  mortality  ratio  is 
highest  in  Class  I,  comprising  the  profes- 
sional, managerial,  and  propertied  groups, 
and  lowest  in  Class  which  consists  pri- 
marily of  semiskilled  workers.  The  re- 
maining three  classes  do  not  vary  much  from 
the  average  for  all  males.  In  contrast, 
married  women  show  significantly  lower 
ratios  in  the  upper  socioeconomic  classes 
and  a steady  increase  in  the  ratios  from  Class 
I to  Class  R\  The  ratio  for  Cfiass  V is  not 
significantly  different  from  that  in  Class  IV. 
Among  .single  women  the  variations  with 
.social  class  are  relatively  minor. 

The  meaning  of  these  variations  is  far 
from  clear.  The  substantial  equality  of  the 
figures  in  three  major  classes  among  the 
males  ma}',  to  some  extent,  reflect  the 
general  leveling  of  living  conditions.  The 
high  ratio  in  Class  I may  be  due,  in  part, 
to  the  high  proportion  in  sedentary  occupa- 
tions and  in  those  which  encourage  over- 
eating and  thus  obesity,  and  also  to  the 
inclusion  of  deaths  of  men  whose  true  oc- 
cupational status  is  Class  II  or  lower.  On 
the  other  hand,  the  low  ratio  in  Class  IV  may 
reflect,  in  part,  occupational  selection  and 
also,  in  part,  upgrading  of  occupations  which 
are  actually  Class  V.  The  trend  of  mortality 
by  social  class  among  married  women  is 
beheved  to  reflect  primarilj'  greater  atten- 
tion to  personal  health  on  the  part  of  those 
in  better  financial  and  social  circumstances, 
including  more  regular  and  frequent  medical 
care.  This  would  in  turn  be  reflected  in 
a longer  duration  of  life  of  those  becoming 
diabetic  and  perhaps  a relatively  low  fre- 
quency of  diabetes  through  prevention  of 
obesity. 

* Number  of  observed  deaths  in  each  classification 
expressed  as  a percentage  of  the  number  expected  on 
the  basis  of  the  age-specific  mortality  for  the  sex  in  the 
general  population. 


TABLE  VI. — Average  .\ge-Adjusted*  Death 
Rates  per  100,000  from  Diabetes  Melutus  by 
Race,  Sex,  and  Region,  United  St.ytes,  1950  to 
195P 


. WTiite . '-Nonwhite-- 

Region  Total  Male  Female  Male  I'emale 


United  States 

14 

5 

11 

.4 

16 

.7 

11 

.9 

22 

,4 

New  England 

16. 

4 

13. 

2 

19. 

1 

18. 

8 

24. 

3 

Middle  Atlantic 

17 

,3 

12 

.5 

21 

.0 

15 

.0 

28 

6 

East  North 

Central 

17 

3 

13 

.4 

20 

6 

12 

.4 

28, 

.4 

West  North 

Central 

13. 

2 

11 

1 

15 

0 

12 

.3 

23 

3 

South  Atlantic 

13. 

3 

10 

4 

13 

.7 

12 

.2 

22 

.2 

East  South 

Central 

10. 

9 

9. 

0 

10 

1 

10 

9 

20 

.0 

West  South 

Central 

11 

9 

9 

.5 

12 

.7 

10 

.6 

20 

.6 

Mountain 

10. 

9 

9 

,1 

12 

.8 

7 

.0 

17 

.4 

Pacific 

9. 

0 

8. 

2 

9 

7 

10 

9 

11 

.1 

* Based  on  age  distribution  of  the  total  popula- 
tion of  the  United  States  in  1940. 


In  the  subdivisions  by  socioeconomic  and 
social  subclasses,  high  ratios  are  recorded 
for  men  in  higher  administrative  jobs  (Social 
Class  I),  clerical  workers  (III),  shopkeepers 
(II),  personal  service  workers  (III),  shop 
assistants  (III),  and  noncommissioned  men 
in  the  armed  forces  (III).  Low  ratios  are 
found  among  mine  workers  (III),  semi- 
skilled workers  (IV),  building  and  dock 
workers  (V),  agricultural  workers  (IV),  and 
foremen  (III).  Interesting  contrasts  are 
found  in  the  high  ratios  for  wives  of  agricul- 
tural and  mine  workers,  occupational  groups 
in  which  men  have  low  ratios.  Differences 
in  the  opposite  direction  are  found  in  the 
low  figures  for  wives  of  clerical  work- 
ers, administrators,  shopkeepers,  shop  as- 
.sistants,  and  personal  service  workers,  oc- 
cupational groups  in  which  the  ratios  for 
the  men  are  high. 

Regional  Variation  in  the  United 
States. — Comparisons  of  mortality  by  ge- 
ographic region  are  based  on  age-adjusted 
rates  for  1950  to  1951,®  for  which  the  1950 
census  provided  the  necessary  age  data  for 
the  population  base,  thus  allowing  for  re- 
gional differences  in  age  composition  of  the 
population.  The  five  states  with  the  highest 
rates  recorded  were  Rhode  Island  (26.7 
per  100,000),  Delaware  (21.1),  Michigan 
(20.0),  Pennsylvania  (19.3),  and  Ohio  (19.1); 
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TABLE  VII. — Death  Rates  pek  100,000  from 
Diabetes  Mellitus  in  Various  Countries,  by 
Sex,  1954  to  1956i^ 


Countrj" 

Total 

Males 

Females 

United  States 

15.6 

12.4 

18.6 

Canada^ 

11.0 

9.0 

13.1 

Austria 

8.2 

5.7 

10.3 

Belgium 

24.1 

14.8 

33.1 

Denmark 

6.0 

5.1 

7.1 

England  and  Wales 

7.2 

5.0 

9.1 

Finland 

5.5 

3.6 

7.8 

France 

11.9 

8.6 

15.1 

West  Germany*" 

10.7 

7.9 

13.2 

Ireland 

6.9 

t 

t 

Italy” 

11.7 

8.8 

13.3 

Norway 

6.8 

5.8 

7.7 

Netherlands 

12.4 

7.8 

16.9 

Portugal 

6.4 

5.7 

7.0 

Sweden 

10.1 

8.3 

11.9 

Switzerland 

13.8 

9.8 

17.5 

Australia"* 

12.5 

8.5 

16.5 

New  Zealand” 

10.2 

8.1 

12.3 

Ceylon 

6.9 

8.5 

4.9 

Israel,  Jewish  population 

3.4 

3.1 

3.7 

Japan 

2.5 

2.4 

2.7 

* Based  on  various  reports  of  the  World  Health 
Organization  and  the  United  Nations, 
t Data  not  available. 

“ Excludes  Yukon  and  Northwest  Territories  for 
1954  and  1955. 

Excludes  Saar. 

® Includes  Trieste. 

**  Excludes  full-blooded  aborigines. 

' Excludes  Maoris. 


those  with  the  lowest  rates  were  California 
(8.2),  New  Mexico  (9.0),  Arkansas  (92.), 
Colorado  (9.4),  and  Oregon,  Arizona,  and 
Tennessee  (each  9.5).  Thus,  the  highest 
rate  was  more  than  three  times  the  lowest. 
If  only  the  white  population  is  considered 
the  pattern  is  roughly  the  same. 

Regional  differences  in  diabetes  mortality 
are  substantial  also,  although  the  individual 
states  within  some  of  the  regions  show  a 
fairly  wide  range  in  diabetes  death  rates. 
In  general,  the  highest  rates  are  recorded 
in  the  northern  areas  east  of  the  Mississippi, 
and  the  lowest  in  the  Far  West  and  in  the 
East  South  Central  region  (Table  VI). 
With  minor  differences,  this  applies  to  the 
four  color-sex  groups. 

In  every  region  the  rates  for  males  are 
substantially  less  than  for  females.  The 
rates  for  white  persons  are  below  those  for 
nonwhites. 

Adequate  recent  data  on  the  differential 
mortality  from  diabetes  in  urban  and  rural 


areas  are  not  available.  It  is  apparent,  how- 
ever, from  the  facts  on  mortality -by  region 
that  urban  rates  are  generally  the  higher. 
It  is  likely,  however,  that  with  the  greater 
mobility  of  our  population  and  the  changing 
complexion  of  farm  and  rural  life,  these  dif- 
ferences are  diminishing. 

Death  Rates  in  Various  Countries. — 
Death  rates  for  selected  countries  in  the 
period  1954  to  1956  are  shown  in  Table  VII. 
These  data  are  useful  only  for  general  com- 
parison because  the  levels  of  the  rates  are 
affected  by  many  factors,  such  as  the  com- 
position of  the  population  with  respect  to 
sex,  age,  occupation,  and  socioeconomic 
status,  degree  of  urbanization  and  industrial- 
ization, and  amount  and  type  of  medical 
care  available,  as  well  as  practices  with 
respect  to  certification  and  classification  of 
causes  of  death.  Among  the  more  populous 
countries  the  highest  rate  is  recorded  in  the 
United  States.  Rates  are,  in  general,  rela- 
tively high  in  Western  Europe,  but  there  are 
surprisingly  large  differences  between  ad- 
joining countries.  The  rates  in  the  British 
Isles  are  comparatively  low,  but  this  does 
not  apply  to  Commonwealth  countries. 
Data  for  countries  of  Asia,  Africa,  and  Latin 
America  are  scanty  and  generally  unreliable. 
The  rate  for  Israel  is  surprisingly  low,  but 
the  population  of  the  country  is  young  and 
the  proportion  engaged  in  agriculture  and 
other  physical  labor  is  high. 

Table  VII  shows  also  a consistent  excess 
in  the  death  rates  of  females  over  males. 
In  general,  the  rates  of  females  are  one  and 
a half  times  or  more  higher  than  males  and 
in  some  cases  about  double. 

Trends  in  the  United  States. — The 
trend  of  mortality  from  diabetes  is  presented 
only  for  the  period  .since  19.38.  It  is  neces- 
sary to  con.sider  separately  the  data  for  the 
3mars  1938  to  1948  and  1949  and  later  because 
the  Sixth  Revision  of  the  International  List 
of  Diseases  and  Causes  of  Death*  in  use 

* The  Seventh  Revision,  in  use  beginning  in  1958  in 
the  United  States,  involved  no  fundamental  changes 
from  the  Sixth  Revision,  but  minor  changes  resulted  in 
an  increase  in  the  recorded  death  rate  from  diabetes 
of  1 V2  per  cent. 
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TABLE  VIII. — Crude  and  Age-adjusted*  Death  Rates  per  100,000  from  Diabetes  Mellitus,  by 

Race  and  Sex,  United  States,  1938  to  1959t 


Year 

Death  R 

White 

Females 

isted  Death  Rates- 
Non- 
White  white 
Females  Males 

Total 

Persons 

Crude 

White 

Males 

Non- 

White 

Males 

Non- 

white 

Females 

Total 

Persons 

White 

Males 

Non- 

white 

Females 

1959** 

16.0 

12.7 

18.8 

12.2 

22.4 

13.4 

1958 

15.9 

13.1 

18.5 

11.1 

21.1 

13.4 

11.3 

13.9 

13.9 

25.9 

1957 

16.0 

12.9 

19.0 

10.8 

20.4 

13.5 

11.1 

14.5 

13.3 

24.9 

1956 

15.7 

12.8 

18.6 

10.0 

19.2 

13.3 

11.0 

14.2 

12.4 

23.4 

1955 

15.5 

12.8 

18.5 

9.7 

18.6 

13.2 

11.0 

14.3 

11.7 

22.7 

1954 

15.6 

12.7 

18.8 

9.8 

18.1 

13.3 

11.0 

14.6 

11.7 

22.1 

1953 

16.3 

13.0 

19.9 

9.8 

19.4 

14.0 

11.3 

15.7 

11.6 

23.6 

1952 

16.4 

13.3 

19.9 

9.8 

18.1 

14.2 

11.6 

15.9 

11.7 

22.1 

1951 

16.3 

12.8 

20.3 

10.2 

17.9 

14.2 

11.2 

16.4 

12.1 

21.8 

1950 

16.2 

12.8 

20.0 

10.0 

18.7 

14.3 

11.3 

16.4 

11.8 

22.6 

1949 

16.9 

13.2 

21.2 

9.4 

18.9 

15.0 

11.7 

17.6 

11.0 

23.0 

1948 

26.4 

20.7 

34.0 

12.4 

24.6 

23.7 

18.5 

28.6 

14.7 

30.3 

1947 

26.2 

20.4 

33.8 

11.8 

23.8 

23.7 

18.4 

28.8 

14.0 

29.3 

1946 

24.8 

19.3 

32.3 

9.9 

21.6 

22.6 

17.3 

27.9 

11.7 

26.9 

1945 

26.5 

21.6 

33.1 

12.0 

22.2 

23.7 

18.3 

29.1 

13.7 

27.9 

1944 

26.3 

21.0 

32.9 

13.0 

24.8 

24.1 

18.5 

29.4 

15.3 

31.3 

1943 

27.1 

21 . 3 

34.7 

12.0 

23.7 

25.5 

19.7 

31.5 

14.4 

30.3 

1942 

25.4 

20.0 

32.6 

11.9 

21.9 

24.4 

18.9 

30.1 

14.6 

28.7 

1941 

25.4 

19.7 

33.3 

10.9 

22.0 

25.0 

19.1 

31.2 

13.6 

29.1 

1940 

26.6 

20.9 

34.3 

11.8 

23.8 

26.6 

20.6 

32.8 

15.0 

32.2 

1939 

25.5 

19.9 

33.0 

11.6 

23.4 

26.0 

19.9 

32.3 

14.8 

32.2 

1938 

23.9 

18.6 

31.2 

10.2 

20.9 

24.8 

18.9 

31.1 

13.2 

29.0 

* Based  on  age  distribution  of  the  total  population  of  the  United  States  in  1940. 

t Based  on  various  reports  of  the  National  Office  of  Vital  Statistics.  Classified  according  to  the  In- 
ternational List  of  the  Causes  of  Death:  Fourth  Revision,  1938;  Fifth  Revision,  1939  to  1948;  Sixth  Revi- 
sion, 1949  to  1957;  and  Seventh  Revision,  1958  to  1959.  (Rates  in  1949  and  later  not  comparable  with 
those  prior  to  1949.) 

**  Based  on  a 10  per  cent  sample. 


beginning  in  1949  included  a change  in  the 
form  of  certification  and  a drastic  modifica- 
tion of  the  procedures  for  classification. “ 
These  changes  affected  the  recorded  mor- 
tality from  diabetes  more  than  for  any  other 
major  disease.  Prior  to  1948  deaths  with 
multiple  causes  certified,  which  constitute 
a large  fraction  of  those  involving  diabetes, 
were  assigned  to  one  stated  cause  under  a 
set  of  rules  of  preference.  Diabetes  was 
generally  the  preferred  cause,  except  in 
deaths  due  to  violence,  malignant  disease, 
and  certain  acute  conditions.  Under  the 
Sixth  Revision  the  physician,  however,  was 
required  to  indicate  the  underlying  cause 
to  be  used  for  tabulation,  and  in  a very  large 
percentage  of  the  deaths  involving  diabetes 
that  disease  is  recorded  only  as  a contribu- 
tory or  associated  cause,  or  is  not  mentioned 
at  all.  In  a study  of  a 10  per  cent  sample 
of  deaths  in  1949  the  number  classified  as 
due  to  diabetes  by  the  Sixth  Revision  was 
only  57  per  cent  of  the  number  classified 
by  the  Fifth  Revision.  “ For  white  persons 


this  ratio  was  57  per  cent  in  both  sexes,  but 
in  nonwhite  males  it  was  78  per  cent  and  in 
nonwhite  females  73  per  cent.  There  was 
httle  change  at  ages  under  twenty-five,  but 
at  ages  twenty-five  to  forty-four  the  ratio 
was  75  per  cent  and  at  ages  beyond  forty- 
five  averaged  about  57  per  cent.  There  were, 
moreover,  distinct  regional  differences.  A 
comparison  of  the  rates  for  1946  to  1948 
with  those  for  1950  to  1951  indicates  that 
the  rates  in  t he  Northeastern  States  and  on 
the  Pacific  Coast  were  particularly  affected 
and  those  in  the  South  least.  It  is  note- 
worthj''  that  New  York  State  data  for  1949 
showed  a large  difference  in  this  respect  be- 
tween New  York  City  and  Upstate  New 
York. 

Table  VIII  shows  the  death  rates  at  all 
ages  combined,  by  race  and  sex,  from  1938 
both  on  a crude  and  age-adjusted  basis. 
For  the  total  population  the  crude  rates  in 
the  period  1938  to  1948  showed  a very  slight 
increase,  but  in  subsequent  years  a generally 
declining  trend.  The  age-adjusted  rates 
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TABLE  IX. — Average  Death  Rates  per  100,000  from  Diabetes  Mellitus  in  Successive  Calendar 
Year  Periods  by  Race,  Sex,  and  Age,  United  States,  1038  to  1957* 


/xr  X 

Periods 

(A'ears) 

Under 

1 

1 to 
4 

5 to 
14 

15  to 
24 

25  to 
34 

Ages 
35  to 
44 

45  to 
54 

55  to 
64 

65  to 
74 

75  to 
84 

85  plus 

1955  to 
1957 

0.4 

0.3 

0.3 

0.8 

2.6 

White  Males 
4.3  9.5 

29.2 

74.4 

135.6 

151.9 

1952  to 
1954 

0.7 

0.4 

0.3 

1 .0 

2.4 

4.2 

9.7 

29 . 8 

74.6 

141.5 

152.4 

1949  to 
1951 

0.7 

0.3 

0.4 

0.9 

2.1 

3.7 

10.0 

31.4 

77.0 

142.6 

145.2 

1946  to 
1948 

0.6 

0.5 

0.6 

1.3 

2.6 

4.8 

15.7 

54.2 

124.2 

217.8 

218.9 

1942  to 
1945 

1.0 

0.6 

1.0 

2.4 

3.3 

5.5 

16.8 

53.7 

129.3 

217.6 

205.4 

1938  to 
1941 

1.6 

0.9 

1.2 

2.0 

2.5 

4.8 

17.1 

57.1 

139.6 

229.5 

212.1 

1955  to 
1957 

0.5 

0.2 

0.4 

1.1 

2.0 

White  Females 
2.8  9.0 

40.8 

114.2 

173.0 

181.4 

1952  to 
1954 

0.5 

0.3 

0.5 

1.1 

1 .9 

2.7 

10.0 

47.1 

119.9 

186.5 

160.4 

1949  to 
1951 

0.4 

0.4 

0.6 

1.3 

1.8 

2.8 

11.8 

53 . 9 

128.6 

194.1 

160.9 

1946  to 
1948 

0.7 

0.6 

0.9 

1.9 

2.2 

4.3 

21.1 

97.0 

217.5 

312.9 

254.2 

1942  to 
1945 

0.7 

0.9 

1 .4 

2.9 

2.6 

5.2 

25.5 

101.8 

225.9 

307.6 

220.2 

1938  to 
1941 

0.9 

0.9 

1.5 

2.4 

2.4 

5.8 

28.8 

110.2 

240.4 

312.5 

218.7 

1955  to 
1957 

0.9 

0.2 

0.3 

1.5 

Nonwhite  Males 
3.7  7.4  15.3 

40.7 

79.8 

79.7 

54.3 

1952  to 
1954 

0.4 

0.4 

0.6 

1.6 

3.4 

6.4 

16.2 

37.0 

66.5 

86.2 

72.1 

1949  to 
1951 

0.3 

0.2 

0.5 

2. 1 

3.3 

6.8 

17.5 

35.4 

67.0 

75.2 

72.8 

1946  to 
1948 

0.4 

0.4 

0.7 

2.1 

3.1 

6.9 

21.1 

45.8 

70.9 

92.9 

97.5 

1942  to 
1945 

0.4 

0.4 

1.2 

3.5 

4.6 

8.0 

22.9 

43.7 

72.0 

103.0 

116.0 

1938  to 
1941 

1.6 

0.4 

1.2 

2.9 

3.4 

7.8 

24.2 

46.1 

70.7 

88.5 

87.3 

1955  to 
1957 

0.9 

0.2 

0.5 

1.9 

Non  white  Females 
3.4  11.2  38.8 

91.5 

142.9 

118.4 

78.2 

1952  to 
1954 

0.7 

0.1 

0.7 

1.8 

3.2 

11.3 

41.9 

85.0 

124.7 

114.7 

90.6 

1949  to 
1951 

0.5 

0.8 

2.5 

4.0 

13.8 

43.0 

79.6 

115.2 

113.5 

97.7 

1946  to 
1948 

1.0 

0.5 

1.2 

2.4 

5.0 

16.2 

57.7 

110.5 

143.5 

122.4 

123.8 

1942  to 
1945 

0.4 

0.5 

1.5 

2.9 

5.7 

19.6 

61.1 

112.5 

131.4 

124.9 

115.9 

1938  to 
1941 

1.8 

0.5 

1.6 

2.6 

5.6 

22.1 

62.9 

122.9 

130.3 

114.5 

100.5 

* Based  on  various  reports  of  the  National  Office  of  Vital  Statistics.  Classified  according  to  the  Inter- 
national List  of  the  Causes  of  Death:  Fourth  Revision,  1938;  Fifth  Revision,  1939  to  1948;  and  Sixth  Revi- 
sion, 1949  to  1957.  (Rates  in  1949  and  later  not  comparable  with  those  prior  to  1949.) 


in  both  periods  tended  to  decline.  The 
age-adjusted  rate  in  the  four-year  period 
1954  to  1957  was  (i  per  cent  less  than  in  the 
preceding  four  years. 


The  trend  in  both  the  crude  and  age- 
adjusted  rates  for  white  males  parallels 
that  for  total  persons  in  both  periods. 
Among  white  females  the  crude  death  rates 
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TABLE  X. — Death  Rates  per  100,000  from  Diabetes  Mellitus  in  Various  Countries,  1950  to  1957* 


■Years 


Country 

1957 

1956 

1955 

1954 

1953 

1952 

1951 

1950 

United  States 

16.0 

15.7 

15.5 

15.6 

16.3 

16.4 

16.3 

16.2 

Canada® 

11.2 

11.3 

11.0 

10.6 

11.0 

10.9 

11.3 

11.3 

Austria 

9.4 

9.3 

8.0 

7.2 

6.9 

t 

t 

t 

Belgium 

24.0 

24.5 

23.9 

24.0 

22.6 

14.6 

16.1 

t 

Denmark 

6.9 

7.0 

5.2 

5.9 

5.1 

5.3 

6.8 

t 

Finland 

8.7 

6.0 

5.7 

4.9 

6.2 

6.0 

5.9 

5.4 

France 

12.0 

12.7 

11.8 

11.3 

11.5 

10.8 

10.5 

9.2 

Germany,  Fed- 

eral  Republic 

11.8 

11.6 

10.5 

10.0 

10.7 

11.1 

t 

t 

Ireland 

7.4 

7.1 

6.9 

6.8 

7.2 

6.5 

8.4 

7.4 

Italy>> 

12.3 

11.8 

11.1 

12.3 

10.0 

9.7 

8.1 

t 

Norway 

6.9 

6.9 

6.6 

6.8 

6.3 

6.9 

8.3 

t 

Netherlands 

13.9 

12.7 

12.7 

11.9 

11.2 

11.4 

11.4 

8.5 

Portugal 

6.0 

6.7 

6.7 

5.8 

5.0 

5.4 

t 

t 

United  Kingdom 
England  and 

Wales 

7.0 

7.3 

7.4 

6.8 

7.2 

7.6 

8.5 

8.4 

Scotland 

9.8 

9.2 

8.9 

8.7 

8.6 

9.3 

10.9 

10.9 

Northern 

Ireland 

6.4 

6.4 

7.0 

7.5 

5.9 

5.5 

6.4 

6.8 

Sweden 

11.3 

10.1 

9.9 

10.3 

10.9 

12.0 

10.5 

t 

Switzerland 

12.6 

13.9 

13.9 

13.6 

14.8 

14.0 

14.0 

t 

Australia 

11.9 

12.9 

12.3 

12.2 

12.5 

12.6 

12.6 

13.3 

New  Zealand' 

13.0 

10.5 

10.2 

9.8 

12.6 

11.8 

13.3 

12.7 

Ceylon 

8.2 

6.7 

7.0 

6.9 

6.7 

6.8 

0.9 

6.6 

Israel,  Jewish 

population 

4.3 

3.7 

3.3 

3.3 

3.1 

3.6 

3.9 

6.9 

Japan 

3.0 

2.8 

2.5 

2.3 

2.4 

2.3 

2.4 

2.4 

* Based  on  various  reports  of  the  World  Health  Organization, 
t Data  not  available. 

“ 1950  to  1955,  excludes  the  Yukon  and  Northwest  Territories. 
^ Since  1954,  including  Trieste. 

“ Excluding  Maoris. 


show  scarcely  any  trend  between  1938  and 
1948  but  tend  appreciably  downward  in 
subsequent  years.  Age-adjusted  rates  for 
white  females,  however,  show  a distinct 
downward  trend  in  both  periods.  The 
average  rate  for  the  period  1954  to  1957  was 
about  11  per  cent  less  than  in  1950  to  1954. 
Among  nonwhites  of  both  sexes  there  was 
some  tendency  for  crude  rates  to  increase 
since  1938,  but  age-adjusted  rates  showed 
no  systematic  tendency. 

The  trends  by  age  groups  are  shown  in 
Table  IX,  using  in  this  case  averages  for 
three-year  periods  generally.  At  ages  under 
twenty-five  the  long-term  trend  among 
whites  has  definitely  been  downward.  The 
comparatively  little  change  in  very  recent 
years  is  not  surprising  because  the  rates  have 
fallen  so  low. 

Among  white  males  between  the  ages  of 
twenty-five  and  forty-four  there  was  no 
significant  trend  between  1938  and  1948 


(the  wartime  increase  in  the  rates  primarily 
reflect  the  exclusion  of  young  men  serving 
overseas  from  the  base  population),  but 
from  1949  on  the  trend  has  been  upward. 
Among  white  females  in  this  broad  age 
group  the  downward  trend  in  the  1940’s 
has  been  replaced  by  a slight  rise  at  ages 
twenty-five  to  thirty-four  and  a stable  rate 
at  ages  thirty-five  to  forty-four.  The  trend 
in  this  age  group  is  affected,  in  part,  by  an 
increase  in  the  diabetic  population  at  these 
ages,  but  there  is  an  adverse  factor  also 
in  that  a considerable  part  of  the  diabetic 
population  in  this  age  group  consists  of  those 
cases  with  long  duration  whose  diabetes 
began  in  childhood  and  who  have  developed 
extremely  serious  complications.  In  the  age 
groups  between  forty-five  and  eighty-four 
the  general  tendency  is  moderately  down- 
ward but  at  ages  eighty-five  and  older  is 
upward  as  a result,  in  part,  of  the  increase 
in  the  average  age  within  this  group. 
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TABLE  XI. ^ — Expectation  of  Life  and  Mor- 
tality Rate  at  Selected  Ages  Among  Diabetic 
Persons  and  Among  White  Persons  in  the 
General  Population;  Experience  in  1947  to  1951 
FOR  Diabetic  Patients  of  Joslin  Clinic  First 
Observed  in  1930  to  1951  and  for  General  Popu- 


LATION 

OF  United  States 

IN  1949  TO  1951* 

.\ttained 

Expectation 
of  Life  (Years) 
Dia-  General 

Mortality  Rate 

-^Per  1,000 . 

Dia-  General 

Age 

betict  Popula- 

betic  t 

Popula- 

( \ ears) 

Persons  tion 

Persons 

tion 

10 

44.3 

61.5 

2.6 

0.5 

15 

40.0 

56.7 

4.6 

0.8 

20 

36.1 

51.9 

8.0 

1.2 

25 

32.8 

47.2 

13.1 

1.3 

30 

30.1 

42.5 

15.2 

1.5 

35 

27.2 

37.9 

12.6 

2.0 

40 

23.7 

33.3 

12.2 

3.2 

45 

20.2 

28.9 

16.1 

5.1 

50 

16.9 

24.7 

21.6 

7.9 

55 

13.8 

20.8 

32 . 2 

12.2 

60 

11.3 

17.2 

49.8 

18.7 

65 

9.2 

13.9 

64.9 

27.4 

70 

7.2 

10.9 

86.3 

41.9 

* Analysis  of  Joslin  Clinic  experience  b\-  Metro- 
politan Life  Insurance  Company. 

t Excludes  deaths  within  one  week  of  first  ob- 
servation or  hospital  discharge. 


Among  nonwhites  of  both  sexes  at  ages 
under  twenty-five  and  among  the  females 
at  ages  twenty-five  to  forty-four,  the  death 
rates  generally  show  improvement  over  the 
long  term.  Among  the  males  at  ages  twenty- 
five  to  forty-four  and  in  both  sexes  at  ages 
between  fifty-five  and  eighty-four  the  mor- 
tality rate  shows  some  increa.se  during  the 
1950’s.  At  ages  forty-five  to  fifty-four  and 
again  at  ages  eighty-five  and  over  the  general 
trend  among  nonwhites  has  been  downward 
during  the  1950’s. 

Trends  in  Other  Countries  of  the 
World.— Table  X gives  crude  death  rates 
at  all  ages  since  1950  in  a number  of  coun- 
tries and,  for  comparison,  the  similar  data 
for  the  United  States.  In  Canada  no  dis- 
tinct trend  is  apparent.  A great  part  of 
Western  Europe  has  experienced  an  increase 
in  diabetes  mortality  recently,  for  example. 
West  Germany,  Austria,  France,  Belgium, 
Denmark,  and  Italy.  In  a few  countries, 
such  as  Switzerland  and  Sweden,  there  has 
been  no  marked  change  in  the  rate,  while 
in  some,  notably  England,  the  trend  has 
been  downward.  In  both  Australia  and 
New  Zealand  the  general  trend  has  been 


downward.  The  marked  change  in  the 
level  of  the  death  rates  in  Belgium  after 
1952  is  noteworthy,  but  no  explanation  of 
this  is  given  in  the  official  publications. 
Two  of  the  three  countries  in  Asia  for  which 
data  are  shown  had  a generally  rising  trend 
in  diabetes  mortality.  In  Israel  this  applies 
more  particularly  to  the  period  since  1953. 

Mortality  Among  Diabetic  Patients 

Population  statistics  of  mortality  from 
diabetes,  which  now  relate  to  a minority 
of  deaths  of  diabetic  individuals,  fail  to 
.show  accurately  the  trends  in  their  mor- 
tality. For  such  information  one  must  look 
to  clinical  follow-up  studies.  Fortunately, 
the  interest  and  assiduous  labor  of  Elliott  P. 
Joslin,  M.D.,  and  his  associates  have  made 
possible  a unique  body  of  data  on  the  sub- 
ject. Analysis  of  this  extensive  experience 
has  shown  a dra.stic  reduction  in  the  death 
rate  of  diabetic  patients,  particularly  since 
insulin  came  into  use.  The  long-term  trend 
of  the  mortality  among  diabetic  individuals 
is  documented  elsewhere.  It  will  suffice 
here  to  show  the  latest  data  tabulated  and 
compare  them  with  the  mortality  rates  in 
the  general  population  (Table  XI).  It  will 
be  seen  that,  despite  the  radical  reduction 
in  death  rates  of  diabetic  individuals,  they 
are  still  much  higher  than  in  the  general 
population,  particularly  in  childhood  and 
young  adult  life.  The  comparative  mor- 
tality declines,  however,  with  advance  in 
age  and  by  age  seventy  the  rate  among 
diabetic  individuals  falls  to  a level  about 
twice  that  of  the  general  population 

C.4.USES  OF  Death. — The  analysis  of  the 
experience  of  Joslin  and  his  as.sociates  in- 
cludes the  causes  of  death.  These  data  are 
summarized  for  various  calendar  year  periods 
since  1937  in  Table  XII. 

In  recent  years  the  deaths  from  diabetic 
coma  have  fallen  to  a tiny  fraction  of  the 
total,  while  deaths  from  cardiovascular- 
renal  disease  have  come  to  constitute  more 
than  three  fourths  of  the  total.  The  propor- 
tion of  deaths  from  cancer  has  tended  to 
rise,  while  that  from  tuberculosis  and  infec- 
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TABLE  XII. — Causes  of  Death  of  Diabetic  Patients,  1937  to  1959.*  Kxi'erience  of  Joslin  Clinic,  Boston,  Massachusetts 
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TABLE  XIII. — Per  cent  of  Deaths  Ascribed  to  Specified  Causes  Among  Diabetic  Individuals  by 
Sex,  Experience  of  Metropolitan  Life  Insurance  Company  Policyholders  and  of  Joslin  Clinic 

Compared 


- — Metropolitan  Life  Insurance-^ 

Company*  Joslin  Clinic f- 

Both  Both 


Cause  of  Death 

Sexes 

Males 

Females 

Sexes 

Males 

Females 

.Ml  causes,  excluding  unknown 

100.0 

100.0 

100.0 

100.0 

100,0 

100.0 

Diabetic  coma  (primary) 

4.8 

6.1 

4.1 

0.7 

0.8 

0.7 

Arteriosclerotic 

83.0 

82.8 

83.1 

72.0 

71.4 

72.6 

Cardiac 

52.4 

56.6 

50.0 

44.0 

48.1 

40.0 

Coronary  and  angina 

28.4 

39.4 

22.1 

35.8 

39.8 

31.9 

Renal 

6.6 

7.1 

6.4 

9.7 

11.3 

8.1 

Diabetic  nephropathy 

2.6 

5.1 

1.2 

5.6 

4.5 

6.7 

Cerebral 

14.8 

7.1 

19.2 

14.6 

9.8 

19.3 

Gangrene 

5.9 

7.1 

5.2 

2.6 

1.5 

3.7 

Site  unassigned 

3,3 

5.1 

2.3 

1.1 

0.8 

1.5 

Cancer 

5.9 

5. 1 

6.4 

11.6 

9.8 

13.3 

Violence 

0.7 

1.2 

4.9 

6.0 

3.7 

Other  diseases 

5.5 

6.1 

5.2 

10.8 

12.0 

9.6 

Total  number  of  deaths 

285 

104 

181 

268 

133 

135 

Cause  unknown 

14 

5 

9 

* Deaths  during  last  two  weeks  of  1954. 

t Deaths  occurring  during  1954,  reported  to  December  21,  1954. 


tions  has  fallen  progressively.  Violent 
deaths  account  for  a small  and  fairly  stable 
proportion  of  the  total,  and  deaths  re- 
portedly due  to  insulin  reactions  have  been 
comparatively  rare.  Among  the  cardio- 
vascular-renal deaths  those  ascribed  to 
coronary  artery  disease  have  risen  sub- 
stantially. More  recently  diabetic  nephrop- 
athy has  been  the  assigned  cause  in  an 
increasing  number  of  deaths.  In  contrast 
mortality  from  gangrene  has  declined  almost 
steadily  to  the  point  where  it  constitutes  a 
very  small  proportion  of  the  total. 

Special  studies  have  been  made  of  the 
causes  of  death  of  diabetic  patients  as  re- 
ported on  death  certificates  in  the  experience 
of  the  Metropolitan  Life  Insurance  Com- 
pany. The  facts  from  such  an  analysis 
are  shown  in  Table  XIII  and  for  comparison, 
the  experience  of  the  Joslin  Clinic  on  diabetic 
individuals  dying  in  1954  is  also  shown. 
Deaths  from  violence  and  from  malignant 
disease  especially  are  understated  in  the 
insurance  experience.  It  is  evident  that 
diabetic  coma  and  diabetic  gangrene  are 
still  relatively  frequent  causes  of  death  in 
the  general  diabetic  population  but  have  be- 
come of  minor  importance  in  well-cared-for 
diabetic  patients.  Deaths  from  diabetic 


nephropathy  were  relatively  fewer  in  the 
insured  group  than  in  the  Joslin  Chnic  ex- 
perience. This  probably  reflects  differences 
in  the  reporting  of  the  condition,  and  perhaps 
also  the  higher  proportion  of  cases  of  long 
duration  in  the  Joslin  Clinic  experience. 

Among  diabetic  persons  in  both  experi- 
ences, arteriosclerosis  predominated  as  the 
cause  of  death,  and  the  proportions  are  much 
alike  when  allowance  is  made  for  under- 
statement of  cancer  and  accidents  on  death 
certificates  of  diabetic  persons.  Heart 
disease  accounted  for  about  three  fifths  of 
the  arteriosclerotic  deaths  in  both  series. 
Cerebral  accidents  were  next  in  frequency. 
They  accounted  for  about  one  sixth  of  the 
arteriosclerotic  deaths  in  the  Metropolitan’s 
experience  and  for  one-fifth  in  that  of  the 
Joslin  Clinic’s  experience. 

A similar  analysis  of  death  certificates  for 
New  York  City  in  1953^^  shows  that  7.7 
per  cent  of  the  deaths  ascribed  to  diabetes 
were  reported  as  due  to  diabetic  coma 
and  13.2  per  cent  to  diabetic  gangrene. 
On  the  basis  of  the  estimated  total  number 
of  deaths  in  which  diabetes  was  mentioned 
in  the  death  certificate,  these  proportions 
were  approximately  3 per  cent  and  5 per 
cent,  respectively.  All  these  figures  are 
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well  above  those  reported  for  the  Joslin 
Clinic. 

Summary 

Major  phases  of  morbidity  and  mortality 
statistics  of  diabetes  have  been  presented. 
The  more  important  findings  or  conclusions 
are: 

1.  Recent  estimates  place  the  number 
of  known  diabetic  persons  in  the  United 
States  at  1,500,000  and  the  number  of  exist- 
ing undiagnosed  cases  at  nearly  the  same 
magnitude.  The  estimated  number  of 
new  cases  occurring  annually  is  more  than 

70.000.  Excluding  cases  already  known 
to  be  diabetic,  it  is  estimated  that  over 

5.000. 000  persons  in  our  present  population 
will  eventually  develop  the  disease. 

2.  Under  present  procedures  of  clas- 
sifying causes  of  death  only  about  half  the 
deaths  of  diabetic  patients  are  ascribed  to 
the  disease.  Interpretation  of  published 
statistics  of  mortality  from  the  disease 
should  take  this  into  account. 

3.  The  recorded  mortality  from  diabetes 
shows  a rapid  rise  with  advancing  age  during 
adult  life  in  all  color  and  sex  groups,  except 
in  nonwhite  females  where  the  peak  rate 
occurs  at  ages  sixty-five  to  sixty-nine. 

4.  In  the  middle  and  later  ages  where 
most  deaths  from  diabetes  occur,  the  rates 
for  females  far  exceed  those  for  males. 

5.  Nonwhites  experience  a higher  death 
rate  from  the  disease  than  whites  except 
at  ages  over  seventy. 

6.  Married  men  at  most  ages  and  married 
women  under  forty-five  experience  lower 
death  rates  from  diabetes  than  do  single 
men  and  women.  For  women  the  situation 
is  reversed  after  age  forty-five. 

7.  English  data  indicate  relatively  little 
variation  in  diabetes  mortality  among  men 
at  the  working  ages  over  a large  portion  of 
the  population  classified  by  socioeconomic 
status,  but  the  highest  rate  is  recorded  in 
the  top  economic  class.  In  contrast,  married 
women  classified  according  to  the  husband’s 
status  show  an  upward  trend  in  diabetes 
mortality  as  one  goes  down  the  socio- 


economic scale. 

8.  The  United  States  has  the  highest 
death  rate  from  diabetes  among  the  more 
populous  countries.  Rates  tend  to  be  high 
also  in  Western  Europe. 

9.  The  trend  of  age-adjusted  and  of  most 

age-specific  death  rates  from  diabetes  is 
downward  over  the  twenty-year  period 
1938  to  1957,  the  improvement  being  gener- 
ally greatest  among  white  women.  Major 
exceptions  are:  (a)  a lack  of  systematic 

trend  in  the  age-adjusted  rates  of  nonwhites 
and  (6)  an  upward  trend  during  1949  to 
1957  among  all  males  at  ages  twenty-five 
to  forty-four  and  among  nonwhites  of  both 
sexes  between  ages  fifty-five  and  eighty-four. 

10.  In  much  of  Western  Europe  death 
rates  from  diabetes  have  tended  to  rise  in 
recent  years. 

11.  Coronary  disease  and  other  arterio- 
sclerotic complications  have  come  to  account 
for  the  bulk  of  all  deaths  of  diabetic  in- 
dividuals. Diabetic  coma  and  diabetic 
gangrene  are  still  relatively  frequent  causes 
of  death  among  the  general  diabetic  popula- 
tion but  not  among  diabetic  persons  under 
good  medical  supervision  and  control. 

The  vital  statistics  on  diabetes  can  be 
useful  in  many  ways  to  physicians  and  public 
health  authorities.  They  serve  to  bring  out 
the  magnitude  of  the  diabetic  population  as 
a whole  and  at  the  various  periods  of  life 
and  the  changes  that  occur  in  the  make-up 
of  this  population.  This  information  aids 
in  planning  diabetes  programs  and  in  gaug- 
ing the  progress  of  the  prevention  and  treat- 
ment of  the  disease.  It  also  throws  light  on 
those  areas  where  there  is  most  need  to 
intensify  efforts  to  control  diabetes. 

Addendum 

A recently  issued  report  of  the  National 
Health  Survey'®  gives  new  facts  on  the 
prevalence  of  diabetes,  on  disability  due  to 
the  disease,  and  on  the  medical  care  status 
of  the  cases.  This  report,  based  on  informa- 
tion collected  in  the  continuing  nation-wide 
sample  of  households  in  the  Survey,  relates 
to  the  findings  in  the  twenty-four-month 
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period,  July,  1957,  to  June,  1959,  on  about 

235.000  persons  from  73,000  households. 

On  the  basis  of  the  Survey,  the  prevalence 

of  known  diabetes  in  the  United  States  is 
estimated  to  be  about  1.5  million,  or  9 per 

1.000  population.  This  estimate  covers 
only  previously  diagnosed  cases  known  to 
the  member  of  the  household  who  furnished 
the  information  to  the  Survey’s  interviewer, 
and  it  probably  understates  the  true  number 
of  cases  by  reason  of  the  exclusion  of  the 
institutionalized  population  from  the  Survey. 

The  new  Survey  indicates  that  known 
cases  of  diabetes  are  about  one  and  one  third 
times  as  frequent  among  females  as  among 
males  for  all  ages  combined.  In  both  sexes 
the  reported  prevalence  of  the  disease  in- 
creases with  advancing  age  to  a maximum 
at  ages  sixty-five  to  seventy-four  years. 
The  large  majority  of  the  cases  are  past 
midlife;  more  than  80  per  cent  are  forty- 
five  years  of  age  or  older,  and  nearly  40  per 
cent  are  at  ages  sixty-five  and  over. 

No  chronic  limitation  of  activity  because 
of  the  disease  was  reported  by  3 out  of  4 
persons  with  the  disease,  despite  the  high 
proportion  of  the  cases  at  the  older  ages. 
Moreover,  85  per  cent  of  the  diabetic  indi- 
viduals are  free  from  disability  requiring 
confinement  to  bed  on  account  of  the  disease. 

Virtually  all  the  individuals  with  diabetes 
were  reported  to  have  had  medical  attention 
at  some  time  for  the  disease.  Moreover. 
92  per  cent  were  reported  to  be  still  under 
medical  care,  but  this  figure  may  be  grossly 
inaccurate  because  the  interview  question 
on  the  matter  was  not  sufficiently  clear  to 


elicit  specific  information  about  it. 
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^ I "^HE  effects  of  vitamin  Be  deprivation 
on  laboratory  animals  were  well  docu- 
mented by  the  early  1940’sd  However, 
in  contrast  with  most  of  the  other  known 
vitamins,  no  observation  of  clearly  dis- 
cernible pathologic  or  clinical  conditions 
of  a deficiency  of  vitamin  Be  in  man  had 
been  made.^  Direct  evidence  for  its  es- 
sential nature  was  supplied  in  1954  by  the 
discovery  that  pyridoxine,  one  natural  form 
of  this  vitamin,  reversed  the  pathologic 
symptoms  occurring  in  infants  given  a 
proprietary  formula  in  which  the  vitamin 
had  been  inadvertently  lost  during  proc- 
essing.® 

Effects 

Perhaps  the  most  striking  feature  in  the 
syndrome  of  severe  vitamin  Be  deficiency 
in  both  man  and  other  animals  is  the  con- 
vulsive seizures  which  ensue.  Investiga- 
tions of  the  nature  of  changes  in  the  nervous 
systems  of  pyridoxine-deficient  animals  re- 
vealed that  extensive  nerve  damage  oc- 
curred.'* Such  studies  enhanced  the  under- 
standing of  the  terminal  effects  attributable 
to  the  deficiency,  but  a mechanistic  picture. 


whereby  the  immediate  loci  concerned  are 
elucidated,  is  becoming  clearer  only  now. 

Compounds  which  antagonize  the  con- 
versions and  actions  of  vitamin  Be  afford 
a means  for  studying  those  enzyme  (catalyst) 
systems  which  either  act  on  the  vitamin 
to  produce  an  altered  coenzyme  form  or 
require  the  coenzyme  for  their  activity. 
Carbonyl  reagents  are  one  such  type  of 
antagonizing  compound  which  reacts  with 
the  aldehyde  form  of  the  vitamin,  pyridoxal, 
and  its  coenzymatically-active  phosphate 
derivative.  It  has  been  demonstrated  that 
the  administration  to  animals  of  carbonyl 
reagents  such  as  isoniazid,  thiosemicar- 
bazide,  hydrazine,  and  related  compounds 
elicited  electroencephalogram  patterns  dur 
ing  the  induced  fits  which  were  similar  to 
those  observed  in  vitamin  Be  deficiency  in 
the  human  being,®  were  identical  in  their 
reversal  to  normalcy  on  secondary  admin- 
istration of  pyridoxine,®  and  corresponded 
to  reduction  in  activity  of  vitamin  Be  en- 
zymes.® The  similarity  of  the  mental 
aberrations  observed  in  severe  vitamin  Be 
deficiency,  whether  induced  through  chronic 
dietary  exclusion  or  through  acute  ad- 
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ministration  of  carbonyl  reagents,  led  to 
more  thorough  examinations  of  the  action 
of  these  latter  compounds  on  those  enzyme 
systems  in  the  brain  which  are  intimately 
involved  with  this  vitamin.  Many  of  these 
reagents  are  now  recognized  as  stimulants 
of  the  central  nervous  system  (psychic 
energizers)  which  are  finding  increasing 
use  in  applied  medicine.  Unraveling  their 
prime  sites  of  action  could  lead  to  produc- 
tion of  more  effective  analeptic  agents. 

Mechanism 

Much  attention  has  been  focused  on  a 
metabolic  pathway  in  the  brain  in  which 
an  amino  acid,  L-glutamic  acid,  is  decar- 
boxylated  by  means  of  a specific  enzyme, 
decarboxylase,  to  form  gamma-aminobuty- 
rate.^  This  last  compound  is  an  anti- 
neuronal transmitter  and,  as  such,  is  thought 
to  check  the  natural  transmission  impulses 
in  the  bi’ain.®  Glutamic  acid  decarboxylase 
was  shown  to  require  the  metabolically 
active  form  of  vitamin  Be,  pyridoxal-5- 
phosphate,  as  coenzyme  and  to  be  more 
sensitive  to  decreased  amounts  of  this  co- 
factor than  the  other  pyridoxal  phosphate- 
dependent  enzymes  because  of  a relatively 
low  affinity  for  it.’^  Carbonyl  reagents 
depress  the  activity  of  the  decarboxylase 
and,  hence,  the  production  of  gamma- 
aminobutyrate.®  The  decrease  in  brain 
levels  of  this  transmitter  inhibitor  allows 
hyperexcitability  to  the  degree  of  epilepti- 
form convulsions  in  cases  of  severe  im- 
balance of  the  regulatory  mechanism. 

P^urther  clarification  of  these  mechanisms 
came  from  studies  of  another  brain  enzyme, 
pyridoxal  kinase,  which  catalyzes  the  phos- 
phorylation of  the  vitamin,  inactive  as 
ingested,  to  its  active  phosphate  deriva- 
tion.*”" Pyridoxal  kinase  was  shown  to 
be  extremely  sensitive  to  carbonyl  reagents 
capable  of  reacting  with  pyridoxal,  since 
the  resulting  condensation  products  are 
relatively  stable,  potent  inhibitors  for  the 
kina.se  both  in  vitro**  and  in  vivo.*^  Thus 
the  primary  chain  of  events  following  the 
administration  of  carbonyl  reagents  appears 

(U8 


to  be  condensation  with  pyridoxal  to  yield 
inhibitors  of  pyridoxal  kinase  which  supplies 
the  coenzyme,  pyridoxal  phosphate.  De- 
creasing the  available  pyridoxal  phosphate 
depresses  glutamic  decarboxylase  responsible 
for  formation  of  gamma-aminobutyrate. 
which  latter  deficiency  elicits  increased 
transmitter  activity. 

Aggrandizement  of  excitatory  activity 
is  accomplished  by  several  of  the  hydrazine 
derivatives  which  also  are  potent  inhibitors 
of  monoamine  oxidase,  an  action  thought 
to  contribute  to  their  analeptic  action  by 
preventing  the  rapid  removal  of  the  sym- 
pathomimetic amines,  epinephrine  and  nor- 
epinephrine, by  this  enzyme.  Moreover, 
it  is  conceivable  that  some  of  the  disub- 
stituted  hydrazines,  such  as  iproniazid, 
may  be  acted  on  by  monoamine  oxidase 
to  form  monosubstituted  hydrazines  which 
are  potent  inhibitors  of  the  kinase.  In 
any  case,  a synergism  of  actions  by  such 
carbonyl  reagents  exists  in  vivo. 

Comment 

The  complexities  of  the  interactions, 
both  known  and  possible,  are  such  that 
detailed  speculations  concerning  their  nature 
and  importance  are  unprofitable  at  this 
time.  Nevertheless,  considerable  headway 
has  been  made  in  elucidating  the  mechanistic 
role  of  at  least  one  class  of  analeptic  agents, 
and  it  may  be  expected  that  extensions  of 
these  findings  together  with  a clear  insight 
into  the  roles  of  vitamin  Be  in  the  brain 
will  yield  useful  central  stimulatory  drugs 
in  the  near  future. 
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IN  NEW  YORK  CITY 


From  the  Poison  Control  Center,  New  York  City  Department  of  Health 
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HARRY  w.  RAYBiN,  M.S.,  Technical  Director,  Poison  Control  Center 


Phosphorous,  Phenothiazine,  and  Arsenic  Poisonings 


^ I ^HE  following  incidents  were  recently  re- 
ported  to  the  New  York  City  Poison 
Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

.1-0  Rat  Poison  .38  years  Male 

The  patient  ingested  one  box  of  rat  poison 
with  suicidal  intent.  He  vomited  spon- 
taneously and  was  taken  to  a hospital 
('incrgency  room  where  his  stomach  was 
lavaged  with  saline  within  a few  hours  follow- 
ing ingestion.  On  admission  the  only  note- 
worthy clinical  finding  was  coma. 

The  laboratory  findings  showed  a rather 
high  hemoglobin  value  of  17  Gm.  The  pa- 
tient was  treated  with  mineral  oil  and  intra- 
venous fluids  but  expired  eight  hours  after 
admission,  following  cardiac  collapse.  The 
terminal  diagnosis  was  phosphorous  intoxica- 
tion. 

Although  the  containers  of  .some  poisons, 
such  as  phosphorous  paste,  have  “antidote” 
recommendations  on  the  label,  there  is 
in  fact  no  effective  specific  antidote 


for  phosphorous  poisoning.  Recognition  of 
this  lack  by  the  public  and  medical  profession 
would  be  a great  deterrent  to  unsafe  storage, 
careless  handling,  and  injudicious  use  of  this 
very  dangerous  product.  Officialdom  might 
give  consideration  to  special  warning  require- 
ments in  cases  where  specific  antidotes  are 
unavailable. 


Incident  2 

Toxic  Agent 

Age 

Sex 

Clinitest 

(diabetic 

diagnostic  tablet) 

22 

years 

Female 

The  patient  accidentally  ingested  2 tab- 
lets of  a well-known  reagent  which  contains 
sodium  hydroxide  and  copper  sulfate  and  is 
iLsed  for  detection  of  sugar  in  the  urine.  The 
patient  was  taken  to  an  emergency  room 
with  symptoms  of  burning  in  the  mouth  and 
throat.  There  were  no  other  pertinent  find- 
ings on  admission.  She  was  given  orange 
juice  and  vegetable  oil.  The  patient  re- 
mained in  the  hospital  for  observation  for 


020 


N'ew  York  State  J.  Med. 


PHOSPHOROUS,  PHENOTHIAZINE,  AND  ARSENIC  POISONINGS 


five  days  and  was  discharged  symptom-free. 

In  view  of  the  violent  exothermic  reaction 
resulting  from  contact  of  these  tablets  with 
liquids,  the  lack  of  symptoms  reported  in  this 
and  other  cases  is  most  puzzling.  Physicians 
treating  diabetic  patients  must  warn  their 
patients  about  the  potential  danger  of  this 
product.  It  should  not  be  stored  in  a medi- 
cine cabinet  or  put  in  a pocketbook  or  other 
accessible  place  where  children  may  obtain 
and  ingest  it  easily. 

The  negative  findings  in  this  case  should 
not  cause  one  to  view  this  product  with  com- 
placency, since  numerous  reports  of  serious 
complications  and  even  fatalities  resulting 
from  its  ingestion  have  been  reported. 

Incident  3 

Toxic  Agent  Age  Sex 

2V2 

Mellaril  years  Female 

(a  phenothiazine 
tranquilizer, 
thioridazine 
hydrochloride) 

The  interviewing  nurse  who  visited  the  pa- 
tient’s home  reported  that  the  mother  left 
her  pocketbook  on  a chair.  Her  two  and 
one-half-y ear-old  child,  who  was  unsuper- 
^■ised,  opened  the  pocketbook,  searched  it, 
and  helped  herself  to  the  medication  she 
found  there,  consuming  the  entire  quantity 
of  six  pills.  The  mother  was  in  another  room 
at  the  time.  Incidentally,  the  medication 
was  a professional  sample  given  to  the  child’s 
mother  by  her  physician. 

Two  hours  following  ingestion  the  mother 
noted  that  the  child  appeared  dazed  and 
sleepy.  Six  hours  later  the  child  still  ap- 
peared over-tired  and  very  sleepy.  A physi- 
cian was  called,  and  he  advised  the  parent  to 
keep  the  child  awake  and  to  take  her  to  a 
hospital.  In  the  hospital  emergency  room 
the  child  was  drowsy  and  reacted  sluggishly 
to  stimuli.  No  other  abnormal  findings  were 
noted.  The  admitting  diagnosis  was  thiori- 
dazine hydrochloride  intoxication.  The  lab- 
oratory findings  were  essentially  negative. 


The  patient  was  observed  in  the  hospital  for 
two  days  and  finally  discharged  symptom- 
free. 

The  father  of  the  child  is  employed  by  a 
large  daily  newspaper,  and  both  parents  were 
very  informative  and  cooperative.  In  the 
course  of  the  interview  they  related  that  the 
child  was  in  the  habit  of  eating  painted 
plaster,  whereupon  the  possibility  of  lead 
intoxication  became  a subject  for  further  in- 
quiry. 

Incident  4 

Toxic  Agent  Age  Sex 

CN  (household  disinfectant)  19  Male 

years 

The  family  lives  in  a very  crowded  apart- 
ment— eight  children  and  three  adults. 
To  “prevent”  an  accident  the  grandmother 
put  the  product,  which  was  diluted  with 
water,  into  a milk  bottle  and  placed  it  in  the 
refrigerator  with  the  purpose  of  keeping  it 
out  of  the  reach  of  the  grandchildren. 

The  patient,  a nineteen-year-old  victim  of 
epilepsy,  assumed  that  the  white  liquid  was 
milk  and  swallowed  the  contents  of  the  bottle. 
This  patient  is  under  outpatient  care  and  is 
under  anticonvulsive  therapy — diphenylhy- 
dantoin  sodium  (Dilantin)  and  phenobarbital. 
He  is  not  attending  school  because  of  fre- 
quent seizures,  but  he  was  receiving  home 
instruction  for  a while.  He  does  not  read 
well  and  has  not  had  too  much  schooling. 
The  mother,  who  is  fifty-five  years  old,  also 
was  epileptic,  but  she  has  not  had  any  sei- 
zures for  nineteen  years. 

Immediately  following  ingestion  the  pa- 
tient vomited  spontaneously  and  was  taken 
to  a hospital  emergency  room  where  an  injec- 
tion of  apomorphine  was  administered. 

The  public  health  nurse  who  interviewed 
the  patient’s  family  at  home  relates  that  the 
mother,  in  addition  to  being  a former  victim 
of  epilepsy,  also  is  crippled  as  the  result  of  a 
spinal  injury  of  two  years  duration  which  re- 
sulted from  a fall.  The  family  was  cate- 
gorized by  the  nurse  as  being  of  a low  educa- 
tional and  socioeconomic  level. 
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The  increased  fre(}uency  of  poisonings  re- 
ported to  this  Center  which  originate  from 
the  use  of  the  refrigerator  as  a storage  fa- 
cility for  hazardous  products  is  appalling  and 
indicates  the  need  for  employing  some  ele- 
mentary precautionary  health  education. 

Incident  5 

Toxic  Agent  Age  Sex 

Devegan  19  Female 

years 

(vaginal  suppository; 
acetarsone  with 
hydrolyzed  carbohydrates 
and  boric  acid) 

The  patient  was  an  out-of-wedlock  preg- 
nant adolescent  who  was  staying  at  a shelter 
for  pregnant  girls.  The  attending  physician 
ordered  some  vaginal  suppositories  to  be  used 
at  bedtime.  The  nurse  in  charge  gave  her 
two  suppositories  in  two  small  paper  cups 
with  instructions  on  how  they  were  to  be 
used.  The  patient  was  preoccupied  in  a 
bingo  game  with  her  girl  friends.  Not  re- 
membering the  specific  instructions  and  be- 
ing influenced  liy  the  cups,  the  patient  in- 
gested the  suppositories  orally.  She  dis- 
covered her  mistake  a few  hours  later  when 
she  asked  one  of  her  friends  if  she  also  had 
taken  her  pills.  The  incident  was  reported 
to  the  nurse,  who  called  the  doctor.  The  girl 
was  given  some  milk  and  taken  to  a hospital. 
Although  the  patient  was  asymptomatic  on 
arrival,  her  stomach  was  lavaged,  and  after 
she  w'as  observed  for  fifteen  minutes,  she  was 
sent  back  to  the  shelter. 


Since  this  suppository  contains  an  arseni- 
cal compound,  it  was  assumed  that  the  prep- 
aration was  toxic,  with  resulting  over-treat- 
ment. Such  misinterpretation  is  a fre- 
quent occurrence  in  emergency  rooms.  Since 
the  medication  in  suppositories  is  designed 
for  absorption,  the  undue  alarm  exhibited  in 
oral  ingestions  of  suppositories  generally  is 
unwarranted. 

Incident  6 

Toxic  Agent  Age  Sex 

Mellaril  2 Male 

Years 

(a  phenothiazine 
tranquilizer, 
thioridazine 
hydrochloride 

This  patient,  while  unattended,  obtained 
the  medication  which  was  placed  on  a low 
table  following  its  use  by  the  parent,  and 
consumed  from  five  to  six  tablets  at  4 p.m. 
Within  the  hour  the  child  was  taken  to  a 
hospital  emergency  room  where  his  stomach 
was  immediately  lavaged  with  water.  No 
symptoms  were  observed,  but  the  patient 
was  admitted  to  the  hospital  for  observation 
and  after  two  days  was  discharged  symptom- 
free. 

These  incidents  are  mentioned  because  this 
tranquilizer  is  one  of  the  newer  and  less  used 
products.  It  comes  in  10-,  25-,  and  100-mg. 
tablets.  Hospitals  are  urgently  recpiesled 
to  report  the  precise  dosage  ingested  in  all 
cases  to  enable  correct  interpretation  and 
facilitate  appropriate  treatment. 


(Nwnhcr  sixty-nine  in  a series  of  Briefs  on  Accidental  Chemical  f^oisonings) 


Obstacles  are  those  frightful  things  you  see  when  you  take  your  eyes  off  the  goal. — H.\nn.\h 
More 


622 


New  York  State  J.  Med. 


CASE  REPORTS 


Anaphylactic  Reaction  to  ACTH 


ALBERT  ZUCKER,  M.D.,  F.A.C.A.,  AND  DOMINIC  BENDO,  M.D.,  NEW  YORK  CITY 
(From  the  Department  of  Allergy,  Knickerbocker  Hospital) 


The  seemingly  paradoxical  allergic  reactions 
to  histamine  antagonists,  when  the  antago- 
nists are  used  either  systemically  or  by  topical 
application,  are  well  documented.  The  corti- 
cotrophic  hormone  (ACTH),  although  slow  re- 
acting, is  highly  effective  and  is  commonly  used 
in  the  treatment  of  allergic  diseases.  However, 
since  ACTH  is  derived  from  animal  pituitary 
glands,  it  contains  both  organ  or  hormone  and 
species-specific  proteins,  as  shown  by  Brown,* 
Charpin  and  Zafiropoulo,*  and  Feinberg,  Fein- 
berg,  and  Bigg.®  Glands  from  beef,  pork,  sheep, 
or  whale  have  been  used  as  sources  of  ACTH. 
With  recent  manufacturing  processes  it  has  been 
possible  to  produce  highly  purified  materials. 
However,  the  danger  of  sensitization  is  still 
present.  The  National  Drug  Company,  in  a 
personal  communication,  reported  that  their 
product  “probably  contains  traces  of  pork  pro- 
tein and  there  is  no  ACTH  commercially  avail- 
able in  this  country  except  that  obtained  from 
the  hog.”  In  Brown’s*  series,  the  incidence  of 
allergic  reactions  was  .3  per  cent,  while  Arnoldsson^ 
reports  the  incidence  to  be  about  10  per  cent,  in- 
creasing to  about  30  per  cent  after  repeated  in- 
jections. The  catastrophic  anaphylactic  mani- 
festations occurred  more  frequently  with  in- 
travenous administration  of  ACTH. 

(fuse  Report 

A fifty-year-old  white  male  was  first  .s('en  by 
one  of  us  (A.Z.)  at  the  office  in  May,  1956.  No 
family  history  of  allergy  was  obtained.  The 
patient  had  been  working  for  the  past  ten  years 
in  a factory  producing  aluminum  frames  and  was 
primarily  exposed  to  solvents  and  trisodium 
phosphate.  He  experienced  his  first  asthma 
attack  in  December,  1955,  following  an  upper 
respiratory  infection.  Subsequently  he  had 


several  attacks  which  were  treated  sympto- 
matically by  his  family  physician.  A physical 
examination  revealed  a patient  with  a moder- 
ately emphysematous  chest  and  typical  findings 
of  bronchospasm.  Chest  x-ray  films  and  an 
electrocardiogram  showed  essentially  normal 
results,  and  the  blood  count  showed  7 per  cent 
eosinophils.  Skin  testing  gave  positive  reactions 
to  mixed  ragweed,  feathers,  house  dust,  and 
molds.  Pork  (3,500  protein  nitrogen  units  per 
cubic  centimeter)  gave  a moderate  reaction. 
Hyposensitization  was  started  with  mixed  rag- 
weed, house  dust,  mold  extracts,  and  mixed  bac- 
terial vaccine  and  was  continued  by  the  patient’s 
family  physician.  The  patient  remained  well 
until  August,  1957,  when  severe  asthma  attacks 
recurred  requiring  repeated  hospitalizations  and 
several  courses  of  steroids  including  ACTH  in- 
jections. He  was  seen  again  at  the  office  in 
October,  1958,  but  his  response  to  antiallergic 
management  remained  poor.  Food  eliminations, 
including  pork,  showed  no  benefit.  He  was  ad- 
mitted to  Knickerbocker  Hospital  on  March  27, 
1959,  in  status  asthmaticus.  On  this  occasion, 
an  infusion  of  1,000  cc.  of  5 per  cent  glucose  in 
water  with  aminophylline  and  20  units  ACTH 
were  administered.  While  receiving  the  infu- 
sion, the  patient  developed  generalized  urticaria 
and  increasing  dyspnea.  It  was  suspected  that 
these  manifestations  were  caused  by  ACTH. 
Intermittent  positive  pressure  breathing  with 
isoproterenol  hydrochloride  aerosol  and  epineph- 
rine injection  relieved  his  symptoms  promptly. 
The  patient  was  discharged  five  days  later,  and 
his  condition  remained  satisfactory  until  Septem- 
ber 3,  1959,  when  he  required  readmission  to  the 
Knickerbocker  Hospital  because  of  severe  pro- 
tracted asthma  which  was  unresponsive  to  in- 
tensive treatment.  The  resident  physician  who 
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first  saw  tlie  patient,  being  unaware  of  his  possible 
sensitivity  to  ACTH,  ordered  an  infusion  con- 
taining aminophylline  and  40  units  of  aqueous 
ACTH.  Within  approximately  ten  minutes,  the 
patient  became  cold  and  clammy,  intensely 
cyanotic,  and  ceased  breathing.  His  blood 
pressure  and  pulse  were  not  obtainable.  One  of 
us  (D.B.)  immediately  injected  1 cc.  epinephrine 
intravenously,  while  artificial  respiration  was 
given  and  thereafter  oxygen  was  administered  by 
intermittent  positive  pressure.  The  infusion 
containing  ACTH  was  replaced  with  one  con- 
taining 100  mg.  hydrocortisone.  The  vital  signs 
reappeared  in  about  three  minutes,  and  within 
four  hours  the  patient  was  no  longer  in  acute 
respiratorj'^  distress  and  appeared  to  be  com- 
fortable. Later,  in  the  course  of  his  hospitali- 
zation, bronchoscopy  showed  marked  mucosal 
hyperemia  throughout  the  right  main  stem  bron- 
chus, and  a bronchogram  showed  an  incomplete 
outline  of  the  bronchi  to  the  right  lower  lobe. 
Cultures  from  bronchial  washings  3uelded  hemo- 
lytic Staphylococcus  aureus,  coagulase  negative. 
A scratch  test  with  ACTH  in  1:100  dilution 
produced  a marked  positive  reaction.  Intra- 
dermal  testing  with  the  same  material  showed  a 
negative  reaction  with  dilutions  of  1:1,000,000 
and  a mild  one  with  1 : 100,000.  However,  a 
1 : 10,000  dilution  of  aqueous  ACTH  caused  a 
severe  local  reaction  within  a few  minutes.  A 
large  wheal  was  noticed  with  an  area  of  erythema 
measuring  approximately  4 inches  in  diameter. 
This  reaction  had  to  be  stopped  with  the  applica- 
tion of  a tourniquet  and  an  injection  of  epi- 
nephrine. 

The  patient  was  discharged  twenty-two  days 
after  admission.  Passive  transfer  tests  by  the 
Prausnitz-Kiistner  method  with  pork  extract 
(3,500  protein  nitrogen  units  per  cubic  centi- 
meter) and  ACTH  in  a dilution  of  1:100  showed  2 
plus  reactions.  The  patient  has  been  seen 
regularly  since  then,  and  his  asthma  is  presently 
fairly  well  controlled. 

Com  men  t 

This  patient  probably  was  scmsitive  to  traces  of 
pork  protein  contained  in  the  intravenously  ad- 


ministered ACTH.  The  fact  that  ehmination  of 
pork  from  his  diet  had  not  improved  his  asth- 
matic condition,  although  originally  he  had 
shown  a 2 plus  reaction  to  pork  extract  on  skin 
testing,  might  signify  that  his  allergy  to  this 
protein  was  at  that  time  probably  a minor  one 
and  was  probably  not  causing  his  asthma  attacks. 
However,  subsequent  injections  of  pork  protein 
contained  in  ACTH,  especially  by  intravenous 
administration,  highly  sensitized  this  patient 
and  caused  a moderate  reaction  during  his  first 
hospitalization  and  a near  fatal  one  during  the 
second  admission.  The  severe  reaction  on 
direct  testing  with  a dilution  of  1:10,000  cer- 
tainly speaks  for  an  extremely  high  degree  of 
sensitization. 

Summary 

We  have  presented  a case  report  of  a patient 
with  severe  bronchial  asthma  of  long  standing 
who  experienced  a severe  anaphylactic  reaction  to 
.\CTH.  A fatality  was  prevented  by  prompt 
and  vigorous  treatment.  Direct  skin  tests,  as 
well  as  passive  transfer  tests,  indicated  positive 
reactions  to  pork  protein  and  aqueous  ACTH. 

It  is  recommended  that  any  patient  receiving 
ACTH,  especially  by  intravenous  route,  should 
be  questioned  carefully  regarding  sensitivity  to 
pork  products  and  reactions  to  previous  ACTH 
medication.  If  indicated,  skin  tests  should  be 
performed  starting  with  very  low  dilutions. 
Since  ACTH  is  a slow-reacting  drug,  sufficient 
time  should  be  allowed  for  these  precautionary 
measures. 
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The  wit  of  conversation  consists  more  in  finding  it  in  others  than  in  showing  a great  deal 
yourself. — Jean  de  l.\  Bruyere 
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Back  Pain  in  Peptic  Ulcer 

SAUL  B.  GILSON  M.D.,  NEW  YORK  CITY 
{From  the  Jewish  Memorial  Hospital) 


Although  peptic  ulcer  is  a common  cause  of 
pain  in  the  back,  this  disease  is  seldom 
considered  seriously  in  the  differential  diagnosis 
of  back  pain  occurring  without  more  character- 
istic symptoms  of  gastrointestinal  disease.  The 
proper  diagnosis  of  back  pain  presents  a unique 
and  often  unappreciated  difficulty.  X-ray  films 
of  the  spine  and  the  pelvis  often  show  a variety 
of  abnormalities,  congenital  or  acquired,  which 
provide  plausible  though  often  incorrect  etiologic 
bases  for  a patient’s  pain.  Vertebral  osteo- 
phytes, a degree  of  radiologic  osteoporosis  which 
may  be  consistent  with  a patient’s  occupation  or 
age,  or  congenital  variants  are  often  demonstra- 
ble and  may  satisfy  both  the  physician  and  his 
patient  that  the  source  of  the  pain  is  clearly 
established.  The  physician  in  such  a situation 
should  evaluate  the  clinical  significance  of  such 
x-ray  findings  with  much  skepticism.  Although 
atypical  back  and  chest  pains  may  be  skeletal 
in  origin,  many  equally  atypical  pains  will  be 
related  retrospectively  to  coronary  insufficiency 
or,  as  in  the  cases  described  here,  to  gastro- 
intestinal disease.  It  is  well,  therefore,  to 
question  closely  a patient  with  back  pains  lest 
a subtle  correlation  with  gastrointestinal  function, 
with  the  characteristic  exertional  relationship  of 
coronary  insufficiency  or  perhaps  with  urinary 
symptoms,  pass  unnoticed  until  a more  advanced 
and  apparent  stage  of  disease  supervenes. 

The  patients  described  in  this  report  were  each 
studied  carefully  on  several  occasions  by  several 
physicians  during  a period  of  months.  The 
first  case  remained  undiagnosed  until  sudden 
massive  hematemesis  and  melena  led  to  the 
proper  diagnosis  and  treatment.  The  second  case 
was  diagnosed  when  a suggestive  exacerbation  of 
back  pain,  occurring  during  the  early  morning 
hours  and  awakening  the  patient  from  sleep, 
was  described  and  a gastrointestinal  series  was 
performed. 

Case  Reports 

Case  1. — A sixty-two-year-old  white  male  was 
hospitalized  during  an  episode  of  hematemesis 
and  melena  that  was  associated  with  a sudden 
onset  of  weakness  and  sweating.  Until  eight 


months  before  admission  he  had  been  in  good 
health  except  for  an  asymptomatic  and  un- 
treated hypertension  that  had  been  known  for 
many  years.  His  blood  pressure  during  this  time 
had  been  approximately  170/100.  Also  he  had 
been  subject  to  paroxysmal  supraventricular 
tachycardia  for  some  ten  years.  These  episodes 
occurred  approximately  twice  a year  and  lasted 
for  from  four  to  ten  hours.  For  eight  months 
before  hospitalization  he  suffered  from  back 
]iain  which  was  gradually  increasing  in  intensit}'. 
This  pain  involved  a roughly  rectangular  area 
extending  from  about  2 cm.  above  and  within  the 
right  angle  of  the  scapula  to  the  level  of  the 
second  lumbar  vertebra  and  right  from  the  mid- 
spinal  line  for  some  3 cm.  The  pain  was  often, 
though  not  always,  relieved  by  Ijdng  down.  It 
was  episodic  in  nature,  and  exacerbation  was 
usually  associated  with  diffuse  diaphoresis  and 
w'eakness.  There  was  no  apparent  relation  to 
physical  activity.  He  was  usually  free  from  pain 
the  earlier  part  of  the  day.  Pain  began  about 
4:00  P.M.,  continued  steadily  or  intermittently 
through  the  evening  and  early  morning  hours, 
and  interfered  with  his  sleep.  The  pain  was 
usually  at  its  peak  in  the  late  afternoon  and  in 
the  early  morning.  When  the  pain  was  present 
the  involved  area  of  the  back  was  tender  to  the 
touch. 

During  the  previous  eight  months  a urologic 
work-up,  including  intravenous  pyelogram,  had 
been  performed  and  reportedly  showed  negative 
findings.  X-ray  films  of  the  spine  had  been 
interpreted  as  showing  osteoporosis  and  his 
sjTnptoms  were  ascribed  to  this  condition. 
Three  months  before  his  hemorrhage  a gastro- 
intestinal series  performed  in  a hospital  showed 
no  abnormalities.  A physical  examination  on 
admission  showed  him  to  be  pale  and  sweating 
with  a pulse  rate  of  110  and  blood  pressure  of 
140/80.  The  stools  were  tarry  and  a guaiac 
test  gave  4 plus  findings.  The  hematocrit  was  24. 
The  patient  was  transfused  with  blood,  and 
emergency  gastrointestinal  roentgenograms  were 
taken.  These  now  showed  an  ulcer  niche  of 
the  duodenal  bulb.  No  further  bleeding  oc- 
curred. The  patient  was  placed  on  an  ulcer 


February  15,  1961 


625 


SAUL  H.  GILSON 


regimen  and  was  discharged  from  the  hospital 
in  two  weeks.  Six  months  later  the  patient, 
who  had  observed  his  diet  and  had  taken  antacids 
and  anticholinergic  drugs,  was  seen  again.  He 
reported  that  he  had  had  no  recurrence  of  back 
pain  since  leaving  the  hospital,  and  his  physical 
examination  was  unremarkable. 

Comment. — The  aspects  of  this  patient’s 
symptoms  that  might  have  pointed  toward  a 
correct  diagnosis  were  the  late  afternoon  on.sct 
of  pain  and  the  rather  consistent  exacerbation  of 
pain  between  1 ;00  and  3:00  a.m.  which  frequently 
awakened  him  from  sleep.  Another  suggestive 
symptom  was  the  association  of  diaphoresis  with 
severe  pain.  This  feature  was  also  present  in  the 
next  patient. 

Case  2. — A forty-eight-year-old  white  male  had 
been  well  until  one  year  before  his  e.\amination. 
His  chief  complaint  was  midinterscapular  back 
])ain  extending  down  to  the  second  lumbar 
vertebra,  involving  an  area  of  about  2 cm.  to 
either  side  of  the  midline,  and  radiating  around 
the  left  midaxillary  line.  This  pain  occurred 
at  varying  times  of  the  day,  but  usually  it  began 
in  the  midafternoon  and  awakened  him  from 
sleep  between  2:00  and  4:00  in  the  morning. 
On  close  questioning  the  patient  described  relief 
from  pain  after  mealtime  continuing  for  from 
one  to  two  hours.  The  afternoon  onset  of  pain 
was  usually  associated  with  profuse  diaphoresis. 
Pain  was  exacerbated  by  bending  forward.  The 
patient  at  no  time  complained  of  abdominal  pain, 
nausea,  or  heartburn.  He  visited  several  doc- 
tors. On  one  occasion  roentgenograms  of  the 
lumbodorsal  spine  were  taken,  and  a diagnosis 
of  osteoarthritis  of  the  spine  was  made.  For 
this  he  was  treated  with  phenylbutazone  (Buta- 
zolidin).  Forty-eight  hours  after  starting 
phenylbutazone  his  pain  paradoxically  was 
greatly  aggravated,  and  he  discontinued  medica- 
tion. There  were  no  previous  illnesses  of  note. 
On  physical  examination  tenderness  was  elicited 
on  palpation  of  the  jjainful  area.  The  findings 
in  the  abdomen  were  negative,  and  there  was  no 
abdominal  tenderness.  A gastrointestinal  series 


showed  a clover-leaf  deformity  of  the  duodenal 
bulb. 

The  patient  was  treated  on  an  ambulatory 
basis  with  frequent  ulcer  diet  feedings,  antacids, 
and  anticholinergic  drugs.  Within  twelve  hours 
of  beginning  treatment  all  pain  disappeared  and 
the  patient  has  remained  asymptomatic,  and  he 
lias  maintaim'd  an  ulcer  regimen. 

Comment 

These  cases  illustrate  an  unusual,  although 
recognizable,  peptic  ulcer  syndrome  which,  al- 
though paradoxically  presenting  as  pain  in  the 
back,  yet  demonstrated  the  classic  pain-food- 
relief  history.  Early  morning  exacerbation  also 
occurred.  That  ulcer  pain  may  be  felt  primarily 
in  the  back  is  w'ell  known.  Smith  and  Rivers* 
desci’ibe  several  patients  with  typical  ulcer 
histories  who,  later  in  the  course  of  their  disea.se, 
complained  of  back  pain  which  was  no  longer 
associated  with  abdominal  pain.  However, 
tire  onset  of  an  ulcer  syndrome  with  back  pain 
alone  and  continuing  for  manj"  months  in  this 
manner  is  an  uncommon  variant  of  the  natural 
history  of  this  disease.  Two  symptoms  present 
in  both  cases  described  in  this  report  were  profuse 
diaphoresis  associated  with  the  onset  of  pain  and 
exacerbation  of  pain  on  bending  forward.  The 
]3athophysiology  of  these  symptoms  is  obscure. 
It  is  interesting  that  the  relation  of  pain  to 
posture  is  the  converse  of  that  usually  seen  in 
j)ancreatic  pain  or  for  that  matter  in  patients 
with  duodenal  ulcer  with  secondary  erosion  and 
localized  inflammation  of  the  pancreas. 

The  prompt  and  dramatic  relief  of  previously 
refractory  pain  in  these  patients  when  they  were 
placed  on  an  ulcer  regimen  suggests  a therapeutic 
test  in  patients  with  such  back  pain,  even  where 
.x-ray  film  confirmation  of  peptic  ulceration  is 
lacking. 

469  Fort  Washington  Avenue 


♦Smith,  L.  A.,  and  Rivers,  A.  B. : Peptic  Ulcer, 
New  York  t'it.v,  Appleton-Centiiry-Crofts,  Inc,  1952,  p, 
101. 


A good  listener  is  not  onli/  popular  everiiwhere,  hut  after  a while  he  knows  something. — 
Wilson  Mizner 
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Clinical  Nole  on  Asian  Influenza  Virus  Vaccine 


LEO  ORRIS,  M.D.,  AND  MORTON  L.  DAVIDSON,  M.D.,  NEW  YORK  CITY 


The  major  contraindication  to  inoculation 
with  Asian  influenza  vaccine  is  sensitivity  to 
egg  albumin.  However,  Asian  influenza  virus 
vaccine  contains  thimerosal  (Merthiolate)  as  a 
preservative,  and  persons  who  are  known  to  be 
sensitive  to  mercury  should  not  be  given  influenza 
virus  vaccine  or  other  biologicals  containing  a 
mercurial  compound.  This  contraindication  to 
Asian  influenza  vaccine  is  illustrated  by  the  fol- 
lowing case  report. 

Case  Report 

A male  patient,  aged  twenty-five  years, 
received  Asian  influenza  virus  vaccine.  Several 
days  later  the  red  areas  in  pre-existing  tattoos  on 
his  arms  and  forearms  became  pruritic,  edema- 
tous, and  vesicular.  During  the  next  seven  to 
fourteen  days  he  became  almost  completely 


covered  by  a vesiculobullous  eruption.  Treat- 
ment with  wet  dressings  and  .steroids  eventually 
cleared  the  eruption. 

There  was  no  history  of  previous  skin  eruptions 
or  sensitivit}'  reactions. 

Comment 

The  red  area  of  a tattoo  is  the  result  usually  of 
the  injection  of  red  mercuric  sulfide,  containing 
86.22  per  cent  of  mercury.  This  material  ap- 
parently induced  sensitivity  to  mercury  in  the 
patient.  Asian  influenza  virus  vaccine  has  a 
preservative  sodium  ethyl  mercury  thiosalic3datc 
or  thimerosal  1 : 10,000.  Thimerosal  contains 
49.4  per  cent  of  adivalent  mercury',  and  the 
relatively  small  amount  of  mercurial  in  the 
vaccine,  about  1 : 20,000,  was  enough  to  “trigger” 
a severe  generalized  reaction  in  a mercairy- 
sensitive  individual. 


ANNOUNCEMENT 

Medical  Society  of  the  State  of  New  York 
1961  Convention 
May  8 to  12,  1961 

War  Memorial  Auditorium,  Rochester 
SCIENTIFIC  MOTION  PICTURES 

William  J.  Sullivan,  M.D.,  Chairman,  Scientific  Motion  Picture  Subcommittee 
of  Convention  Committee,  is  interested  in  hearing  from  members  who  have  16- 
mm.  motion  picture  films  suitable  for  presentation  at  the  1961  convention. 

For  applications,  write  to  William  J.  Sullivan,  M.D.,  132  Pondfield  Road, 
Bronxville,  New  York. 


February  1.5,  1961 
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Physicians  in  the  Bible 

JACOB  TAUB,  M.D.,  F.C.A.P.,  BRONX,  NEW  YORK 


Any  investigation  concerning  medical  practice 
among  ancient  civilizations  must  include 
an  examination  of  the  Bible,  particularly  the 
first  portion  of  the  Old  Testament  known  as 
the  Pentateuch  or  the  Five  Books  of  Moses. 
The  Pentateuch  is  a reference  book  of  Jewish 
history  in  its  formative  period.  It  is  a source 
book  of  traditions  and  religious  laws.  Scat- 
tered through  its  pages  are  fragments  of  medical 
knowledge  which  have  had  a profound  influence 
on  the  world’s  health  and  sanitation.  Refer- 
ences to  medical  subjects  are  identified  only  in 
their  relation  to  ritual  laws  or  to  individuals 
and  places  punished  by  afflictions  for  sins  com- 
mitted. The  Bible  elaborates  no  medical  trea- 
tises, neither  is  it  a textbook  of  medical  history; 
yet  a perusal  of  its  contents  throws  light  on 
the  medical  lore  of  the  ancient  civilizations  sur- 
rounding Israel.  It  contains  sparse  reference 
to  physicians  because  the  concept  of  the  phy- 
sician among  nations  other  than  Israel  was  con- 
trary to  the  strict  principle  of  monotheism  in 
which  God  is  the  sole  dispenser  of  health  and 
disease. 

The  appearance  of  disease  was  coincidental 
with  the  creation  of  life.  Paleopathologic  re- 
search justifies  the  assertion  that  disease  origi- 
nated shortly  aft(>r  the  development  of  a genus 
or  species.*  The  origin  of  medicine  may  also 
be  traced  to  a primordial  period.  It  developed 
with  the  first  instinct  of  life  which  is  self-preserva- 
tion. It  can  be  termed  instinctive  or  natural 
medicine  and  has  its  greatest  application  in 
disea.ses  with  obvious  etiology,  in  which  there 
is  a direct  relationsliip  between  cause  and  mani- 
festation, especially  in  those  conditions  depending 
on  e.xternal  agents.  An  animal  licks  its  wounds; 
a dog  hops  about  on  three  legs  to  rest  the  broken 
one;  scratching  will  relieve  an  itch.  A mother’s 
solicitude  in  acting  for  the  protection  of  her 
young  is  taken  for  granted. 

Pre.sented  at  a meeting  of  the  Bronx  County  Chapter, 
American  Academy  of  General  Practice,  June  7 1960, 
at  Bronx  Hospital. 


It  was  a short  evolutionar}'  step  to  the  de- 
velopment of  empirical  medicine  in  which  the 
identification  of  treatment  is  based  on  experience 
and  observation.  Alan  learned  quickly  the 
therapeutic  value  of  the  natural  forces  such  as 
heat,  sunlight,  water,  as  well  as  the  curative 
and  deleterious  properties  of  plants  and  other 
forms  of  vegetation,  long  before  a scientific  basis 
for  these  therapies  was  discovered.  All  etiology 
is  not  ob\-ious.  Among  the  ancient  civihzations 
any  disease  with  obscure  or  internal  symptoms, 
whose  cause  was  not  \dsible  or  accessible  to  the 
five  senses,  or  any  disease  in  which  physical 
removal  of  the  cause  was  impossible  was  con- 
sidered to  be  of  supernatural  origin.  Thus  was 
a concept  of  magic  introduced  into  the  practice 
of  medicine.  Primitive  man  attributed  ma- 
lignant influences  to  animals;  to  various  natural 
phenomena  such  as  the  sun,  the  moon,  and  the 
distant  stars;  to  thunder  and  lightning;  to  the 
flight  of  birds  whom  he  regarded  as  messengers 
of  celestial  deities;  and  to  inanimate  and  often 
repulsive  objects.  Votive  gifts  were  offered 
to  an  offended  god  to  appease  his  anger  or  in 
reparation  for  a wrong  done.  Disease  could 
only  be  cured  by  mitigating  or  assuaging  the 
evil  spirit. 

Early  Priest-Physicians 

From  logical  necessity  there  arose  a class  of 
individuals  who  claimed  to  possess  means  of 
triumpliing  over  evil  and  angry  spirits.  Traf- 
fickers in  talismans  and  charms,  adept  in  en- 
chantment and  witchcraft,  they  became  the 
first  medicine  men,  the  shamans,  the  priest- 
physicians.  They  were  believed  to  be  the  sole 
medium  through  which  the  gods,  demons,  and 
spirits  worked  for  the  good  or  ill  of  mankind. 
In  times  of  epidemics  or  catastrophes,  when 
terror  of  the  unknown  made  the  mind  of  man 
more  susceptible  to  mystic  influences,  their 
jjowers  as  magicians,  invokers,  and  incantators 
increased  inordinately. 

There  is  no  doubt  that  they  greatly  excelled' 
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as  intelligent  and  expert  physicians,  but  to  pre- 
serve their  authority  they  surrounded  themselves 
with  an  aura  of  mystery  and  mysticism  with 
imposing  colorful  investments  and  parapher- 
nalia. They  conquered  the  art  of  prestidigitation 
and  charlatanism,  all  to  make  themselves  differ- 
ent from  and  superior  to  other  men.  Acting 
as  intermediaries  between  the  superstitious, 
disease-ridden  people  and  the  multiple  deities 
who  represented  every'  conceivable  type  of  illness 
or  symptom,  these  doctor-priests  practiced  the 
healing  arts  to  an  absurd  degree  of  specialization. 
Many  of  them,  such  as  Imhotep,  Horus,  and 
Aesculapius,  became  so  revered  that  after  their 
deaths  they  were  worshipped  as  demigods  and 
eventually  e.xalted  to  full  deification  as  medical 
and  healing  gods.  Many  tem{)les  ajul  cults 
were  dedicated  to  them. 

d'hese  medical  concepts  generally  apply  to 
all  such  ancient  civilizations  as  the  Mesopota- 
mian, Sumerian,  Assyrian,  Babylonian,  Egyptian, 
and  others.  We  are  primarily  concerned  with 
ancient  Egyptian  medicine  because  its  history 
coincides  with  the  time  of  Moses’  sojourn  in 
Egypt  as  narrated  in  the  Old  Testament.  Moses 
refers  to  priest-physicians  in  E.xodus  7 and  8 
when  he  mentions  “the  wise  men,  sorcerers  and 
magicians”  of  Pharaoh. 

The  ancient  Egyptians  beheved  in  a cult  of 
the  dead  and  developed  remarkable  embalming 
and  mummification  processes  to  preserve  their 
departed  in  the  best  possible  way.  The  pyra- 
mids served  as  eternal  tombs  for  their  deceased 
pharaohs.  The  rite  of  embalming  is  mentioned 
in  Genesis  50:2  when  Joseph,  who  wielded  great 
power  as  prime  minister  of  Egypt,  “commanded 
his  servants,  the  physicians,  to  embalm  his 
father,”  Jacob.  It  is  not  to  be  inferred  that 
Joseph  practiced  any  of  the  idolatrous  customs 
of  Egypt,  but  Jacob’s  body  had  to  be  properly 
preserved  for  the  journey  to  Canaan  where  it 
was  interred.  That  the  physicians  were  Joseph’s 
servants  indicates  that  they  were  not  of  the 
priestly  caste  but  were  subordinate  to  the  temple 
physicians  and  were  probably  technicians. 

The  main  source  of  Egyptian  medical  histor}- 
is  found  in  a number  of  medical  papyri,  the 
most  famous  of  which  are  the  Ebers  Papyrus 
and  the  Edwin  Smith  Papyrus,  both  discovered 
in  1862  and  dating  from  2000  to  1700  B.C.“ 
Both  show  a basis  of  rational  therapy,  but  inter- 
polations of  weird  prayers  and  incantations 
create  a paradox  of  medicine.  The  Egyptians 


used  tampons  for  nose  fractures,  casts  and  trac- 
tions for  broken  limbs,  but  poured  water  over 
statues  inscribed  with  magic  spells.  They  were 
the  finst  to  control  hemorrhage  by  cautery  but 
likewise  advocated  worm’s  blood  and  ass’s  dung 
cooked  in  oil  for  the  removal  of  splinters.  To 
j)reserve  their  quasi-supernatural  powers  these 
priest-physicians  established  secret  sects  per- 
petuated  by  incestous  practices  and  restricted 
the  knowledge  of  medicine  to  a chosen  few.  This 
ultimately  resulted  in  the  decadence  and  de- 
terioration of  Egyptian  medicine. 

From  the  Bible  narrative  it  is  obvious  that 
Moses  was  familiar  with  this  thaumaturgy. 
He  and  his  brother  Aaron  were  compelled  to 
perform  various  wonders  to  persuade  Pharaoli 
to  ndease  the  Hebrews  from  bondage  (Exodus 
7).  Before  the  Decalogue  was  handed  down 
to  the  Israelites,  ancient  Hebrew  medicine  in 
many  respects  resembled  the  magic  medicine 
of  their  neighbors.  The  bull  was  considered  the 
totem  of  the  primitiv'c  Semitic  clans.  Exodus 
32  cites  the  defection  of  the  wandering  Israelites 
when  they  reverted  to  the  worship  of  the  golden 
calf  wliich  is  really  a miniature  bull.  Golden 
calves  were  also  set  up  by  Jeroboam  (I  Kings 
12:28-30).  The  snake  was  worsliipped  as  a 
healing  god  throughout  the  Orient  and  appears 
in  the  Biblical  narratives  of  the  Garden  of  Ed('!i 
(Genesis  3)  and  the  Brazen  Serpent  (Numbers 
21:4-9).  Its  efficacy  as  a cure  for  snake  or  dog 
bite  (Rashi  Numbers  21:8)^  created  a very  pop- 
ular fetish  which  lasted  500  years  until  Hezekiah 
instituted  a religious  reform  and  abolished  this 
image  (I  Kings  18:4). 

Effect  of  Monotheism 

Once  the  principle  of  monotheism  was  estab- 
lished the  entire  concept  of  Hebrew  medical 
practice  changed.  Deep-rooted  superstitions  and 
credulity  were  not  completely  eradicated  from 
the  minds  of  the  people  but  at  least  their  spread 
was  hindered,  and  all  the  strange  rites  and  cruel 
orgies  associated  with  them  were  suspended. 
Bible  passages  show  that  disease  and  its  cure 
emanate  from  God.  “I  kill  and  make  alive, 
I wound  and  I heal”  (Deuteronomy  32:29). 
“If  you  will  diligently  listen  to  the  voice  of  the 
Lord,  thy  God,  and  will  do  what  is  righteous 
in  His  sight  and  will  give  ear  to  His  command- 
ments and  keep  His  statutes,  I will  put  none  of 
these  diseases  upon  you  which  I have  brought 
from  the  Egyptians,  for  I am  the  Lord  that  heals 
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you”  (Exodus  15:26).  A divine  origin  for  health 
and  disease  was  an  integral  part  of  all  ancient 
religions  except  that  the  respective  deities  were 
controlled  by  the  beck  and  whim  of  the  temple 
functionaries.  With  monotheism  intercession 
by  priests  was  prohibited  and  forbidden. 

Since  freedom  from  disease  depended  on  ad- 
herence to  the  law,  physical  purification  was 
placed  on  a par  with  moral  purification.  Cleanli- 
ness of  the  body  went  hand  in  hand  with  cleanli- 
ness of  the  soul.  The  religious  rituals  and  cer- 
emonials became  a code  of  preventive  medicine. 
The  medical  concept  was  no  longer  therapeutic 
but  prophylactic.  Among  the  very  devout  the 
prevention  of  disease  became  a major  preoccupa- 
tion, with  the  imposing  of  very  strict  disciplines 
in  every  phase  of  human  activity.  Under  Moses’ 
guidance  the  priests  became  the  guardians  of  the 
nation’s  purity.  They  interpreted  the  religious 
laws  in  the  light  of  hygienic  regulation  and,  in 
effect,  became  the  first  public  health  officers 
of  record.  They  saw  to  it  that  the  health  stand- 
ards of  the  people  were  maintained  at  the  highest 
possible  level.  They  controlled  infection  and 
contagion  by  inspection,  isolation,  and  quaran- 
tine. The  Mosaic  code  includes  rules  on  ablu- 
tion, circumcision,  abstinence,  food  prohibitions, 
the  Sabbath,  menses,  parturition,  and  sexual 
practices.  These  are  now  recognized  as  rules 
of  sanitary,  social,  mental,  sexual,  and  personal 
hygiene.  The  fact  that  they  formed  part  of 
the  religious  practice  guaranteed  their  enforce- 
ment. 

The  Bible  does  not  mention  a single  instance 
of  a priest  having  performed  the  duties  of  a 
physician.  Unlike  other  primitive  nations,  the 
priests  did  not  monopolize  the  art  and  science 
of  healing.  The  practice  of  medicine,  however, 
was  sanctioned  by  law  as  implied  in  E.xodus 
21:18-19  “ . . . and  he  shall  cause  him  to  be 
thoroughly  healed.”  This  applied  particularly 
to  injuries  or  disease  with  obvious  cause.  In- 
ternal disease,  on  the  other  hand,  was  God’s 
domain,  and  cure  depended  on  faith,  prayer, 
miracles,  and  irrational  medical  practices.  There 
are  many  adherents  to  this  form  of  therapy.  The 
more  accepted  view  is  that  God  is  the  Supreme 


Healer,  and  those  who  minister  to  the  health 
of  their  fellowmen  are  regarded  as  messengers 
of  God,  the  executors  of  His  will.  This  view 
enabled  a rational  form  of  medicine  to  be  prac- 
ticed. 

The  Prophets  occasionally  practiced  the  art 
of  healing.  By  means  of  artificial  respiration 
Elijah  brought  back  to  life  a child  who  was 
apparently  dead  (I  Kings  17:17-22),  and  his 
disciple  Elisha  performed  a similar  miraculous 
cure  (II  Kings  4:18-20,  34-35).  This  method 
of  mouth-to-mouth  resuscitation  has  but  recently 
been  adopted  as  a most  effective  procedure  in 
cases  of  asphyxiation.  Isaiah  is  recorded  to  have 
administered  a poultice  of  figs  to  an  inflammation 
suffered  by  King  Hezekiah  (II  Kings  20:7)  with- 
out resorting  to  religious  rites.  Later  there  ap- 
pears to  be  a distinct  separation  between  medicine 
and  religion  when  King  Asa  “sought  not  to  the 
Lord,  but  to  the  physician”  for  relief  of  his  foot 
ailment  (II  Chronicles  16:12). 

Thus  from  tribal  medicine  man  through  stages 
of  sorcerer,  astrologer,  temple  priest,  and  whatnot 
did  the  true  physician  evolve.  As  he  divested 
himself  of  his  magic  accoutrements,  his  charla- 
tanism, and  quackery,  and  as  his  medical  prac- 
tices became  more  empiric  and  less  dependent 
on  religious  rites,  so  did  he  come  to  receive  more 
recognition  in  the  Bible.  One  can  understand 
the  scant,  indirect  references  to  him  in  the  earher 
passages  of  the  Pentateuch.  Only  centuries 
later  as  noted  in  the  Apocrypha  (Ecclestiasticus 
38  : 1-3)  is  he  given  respectful  regard:  “Honor  a 
physician  with  the  honor  due  unto  him  for  the 
uses  which  ye  may  have  of  him.  For  of  the  most 
High  cometh  healing,  and  he  shall  receive  honor 
of  the  king.  The  skill  of  the  physician  sliall  lift 
up  his  head:  and  in  the  sight  of  great  men  he 
shall  he  in  admiration.” 

1625  St.  Peters  Avenue,  Bronx  61 
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David  I.  Bassett,  M.D.,  of  the  Bronx,  died  on 
September  24,  1960,  at  the  Yonkers  Professional 
Hospital  at  the  age  of  sixty-two.  Dr.  Bassett 
received  his  medical  degree  in  1925  from  the  Uni- 
versity of  Prague.  He  was  an  attending  in  oto- 
laryngology at  Bronx  Hospital  and  director  of 
otolaryngology  at  Morrisania  Hospital.  Dr.  Bas- 
sett was  a Diplomate  of  the  American  Board  of 
Otolaryngology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
the  American  Otorhinologic  Society  for  Plastic 
Surgery,  the  New  York  Academy  of  Medicine,  the 
Bronx  Otolaryngology'  Society,  the  Bronx  County 
Medical  Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Anthony  J.  Cetola,  M.D.,  of  Buffalo,  died  on 
November  29,  1960,  at  his  home  at  the  age  of 
seventy-two.  Dr.  Cetola  graduated  in  1929  from 
the  University  of  Buffalo  School  of  Medicine.  Dr. 
Cetola  was  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  Glass  Douglas,  M.D.,  of  Utica,  died  on 
December  21,  1960,  at  his  home  at  the  age  of  sixty. 
Dr.  Douglas  graduated  in  1927  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consultant  in  surgery  at  Utica  State 
Hospital,  an  honorary  senior  surgeon  at  St.  Eliza- 
beth’s Hospital,  and  an  a.ssociate  in  general  practice 
surgery  at  Faxton  Hospital.  Dr.  Douglas  was  a 
Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  Utica  Academy  of  Medicine,  the 
Oneida  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Lawrence  J.  Early,  M.D.,  of  Kinderhook,  died 
on  November  21,  1960,  at  Columbia  Memorial 
Hospital  at  the  age  of  sixty-eight.  Dr.  Early 
graduated  in  1915  from  Albany  Medical  College. 
He  was  a consulting  physician  at  Memorial  Hospital 
of  Greene  County,  a consulting  physician  at  Colum- 
bia Memorial  Hospital  in  Hudson,  an  attending 
physician  at  the  New  Y'ork  State  Firemen’s  Home, 
and  medical  consultant  for  the  commissioner  of 
public  welfare  in  Columbia  County.  Dr.  Early 
was  a member  of  the  Columbia  County  Medical 


Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Gartenlaub,  M.D.,  of  Brooklyn,  died  on 
September  19,  1960,  at  the  age  of  fifty-seven.  Dr. 
Gartenlaub  graduated  in  1928  from  Long  Island 
College  Hospital  Medical  School.  He  was  a Diplo- 
mate of  the  American  Board  of  Radiology  (Roent- 
genology), a Fellow  of  the  American  College  of 
Radiology,  and  a member  of  the  American  Roent- 
gen Ray  Society,  and  the  Radiological  Society  of 
North  America,  Inc. 

Nathaniel  J.  Goldberg,  M.D.,  of  the  Bronx,  died 
on  December  5,  1960,  at  the  age  of  seventy-seven. 
Dr.  Goldberg  graduated  in  1917  from  Fordham  Uni- 
versity School  of  Medicine.  He  was  a member  of 
the  Radiological  Society  of  North  America,  Inc.,  the 
Bronx  County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  Y'ork. 

Patrick  Joseph  Hurley,  M.D.,  of  Buffalo,  died 
at  his  home  on  November  19,  1960,  at  the  age  of 
seventy-nine.  Dr.  Hurley  graduated  in  1907 
from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  attending  in  surgery  at  Our  Lady  of 
Victory  Hospital  in  Lackawanna  and  a consultant 
in  surgery  at  Mercy  Hospital.  Dr.  Hurley  was  a 
member  of  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Kenneth  Johnson,  M.D.,  of  Great  Neck,  died  at 
Norwalk  (Connecticut)  Hospital  on  September  7, 
1960,  at  the  age  of  seventy.  Dr.  Johnson  graduated 
in  1915  from  Cornell  University  Medical  College 
and  interned  at  New  York  and  Sloane  Hospitals. 
He  was  a consultant  in  obstetrics  at  City  Hospital 
at  Elmhurst,  a founding  member  of  the  Clinical 
Research  Society,  and  director  of  Booth  Memorial 
Hospital.  Dr.  Johnson  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons. 

Moses  H.  Krakow,  M.D.,  of  the  Bronx,  died  on 
September  2,  1960,  at  Lebanon  Hospital  at  the  age 
of  seventy-two.  Dr.  Krakow  graduated  in  1914 
from  Columbia  University  College  of  Physicians 
and  Surgeons  and  interned  at  Lebanon  Hospital. 
He  was  former  chief  of  the  Department  of  Anes- 
thesiology at  Lebanon  Hospital  and  at  the  time  of 
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his  death  was  a consultant  in  anesthesiolog>'  there 
and  at  Jewish  Memorial  Hospital.  A past  presi- 
dent of  the  Bronx  County  Medical  Society,  from 
1946  to  1958  he  was  treasurer  of  the  American 
Society  of  Anesthesiologists,  and  was  treasurer 
of  the  New  York  State  Society  of  Anesthesiologists 
as  well  as  president  of  the  Coordinating  Council 
of  the  five  New  York  area  county  medical  societies. 
Dr.  Krakow  was  a Diplomate  of  the  American  Board 
of  Anesthesiology,  a Fellow  of  the  American  College 
of  Surgeons,  a Fellow  of  the  American  College  of 
Anesthesiologists,  and  a member  of  the  American 
Society  of  Anesthesiologists,  Inc.,  the  Bronx  Sur- 
gical Society,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leo  L.  Michel,  M.D.,  of  New  York  City,  retired, 
died  on  October  29,  1960,  at  the  Flushing  Manor 
Nursing  Home  at  the  age  of  eighty-five.  Dr. 
Michel  graduated  in  1899  from  New  York  Univer- 
sity and  Bellevue  Hospital  Medical  College.  He  was 
a consultant  in  genito-urinary  surgery  at  the 
Hospital  for  Joint  Diseases.  Dr.  Michel  was 
president  of  the  Jewish  Theatrical  Guild,  honorary 
president  of  the  Catholic  and  Protestant  Theatrical 
Guilds,  and  a member  of  the  Friars  and  Lambs. 
Dr.  Michel  was  a member  of  the  American  Urologi- 
cal Association,  the  New  York  Academy  of  Medicine, 
the  New  York  Society  of  the  American  Urological 
Association,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 


York,  and  the  American  Medical  Association. 

Henry  Mosig,  M.D.,  of  Bay  Shore,  died  on 
September  2,  1960,  at  the  age  of  forty-five.  Dr. 
Mosig  graduated  in  1940  from  New  York  Medical 
College.  He  was  an  attending  in  surgery  at 
Southside  Hospital.  Dr.  Mosig  was  a member  of 
the  Suffolk  County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

James  Dietze  Wands,  M.D.,  of  Solvay,  died  on 
November  17,  1960,  at  Memorial  Hospital  at  the 
age  of  sixty-seven.  Dr.  Wands  graduated  in  1916 
from  Syracuse  University  College  of  Medicine. 
During  World  War  I he  was  in  charge  of  the  Split 
Rock  Emergency  Hospital,  had  served  as  health 
officer  for  the  Town  of  Geddes,  and  at  the  time  of 
his  death  was  physician  for  the  Solvay  school  sys- 
tem. Dr.  Wands  was  a member  of  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Emery  F.  Will,  M.D.,  of  Batavia  died  at  Genesee 
Memorial  Hospital  on  November  5,  1960,  at  the 
age  of  seventy-six.  Dr.  Will  graduated  in  1907 
from  the  University  of  Buffalo  School  of  Medicine. 
Until  1955  he  had  served  for  twenty-one  years  as 
city  health  officer  and  for  twelve  years  in  the  same 
capacity  in  the  town  of  Batavia. 


The  wisdom  of  life  consists  in  the  elimination  of  nonessentials,  and  of  finding  contentment 
in  those  things  closest  to  us. — Lin  Yutang 
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A.M.W.A.  Chapter  Elects  Officers — The  Ameri- 
can Medical  Writers  Association,  Metropoli- 
tan New  York  Chapter,  has  announced  the  election 
of  the  following  officers  for  1961:  Russell  L.  Cecil, 
M.D.,  New  York  City,  president;  Harry  Wiener, 
M.D.,  Brooklyn,  vice-president;  H.  I.  Hoffman, 
Ph.D.,  New  York  City,  secretary;  and  Dorothy 
Voss,  B.Ed.,  New  York  City,  treasurer. 

Those  elected  to  the  executive  committee  were: 
Richard  H.  Orr,  M.D.,  New  York  City;  Robert  A. 
Peterman,  M.D.,  Queens;  Trudy  Drucker,  B.S., 
Newark,  New  Jersey;  and  Edmund  F.  Lindner, 
B.S.,  New  York  City. 

Spring  Courses  at  the  New  York  Eye  and  Ear 
Infirmary — The  following  postgraduate  courses  will 
be  given  this  spring  at  The  Institute  of  Ophthal- 
mology of  the  Americas  of  the  New  York  Eye  and 
Ear  Infirmary: 

April  24  through  29 — “Ocular  Surgery,”  including 
lacrimal  sac  surgery,  glaucoma,  retinal  detachment, 
cataracts,  enucleation  and  evisceration,  keratecto- 
mies and  keratoplasties,  and  anomalies  of  the 
extraocular  muscles,  including  ptosis  and  orbit- 
otomy. The  course  is  limited  to  20  persons.  Parts 
of  the  course  may  be  taken  on  a prorated  fee  basis. 

May  1 through  6 — “Histopathology  of  the  Eye” 
given  under  the  direction  of  Bernard  Roberts,  M.D., 
and  Lawrence  Samuels,  M.D. 

May  3 through  5 — “Practical  Aspects  of  Per- 
imetry,” given  under  the  direction  of  Mortimer 
Cholst,  M.D. 

For  registration  apply  to:  Mrs.  Tamar  Weber, 
Registrar,  Institute  of  Ophthalmology  of  the 
Americas,  New  York  Eye  and  Ear  Infirmary,  218 
Second  Avenue,  New  York  3,  New  York. 

Dermatologic  Society  Elects  Officers — The  fol- 
lowing physicians  have  been  elected  as  officers  of  the 
Central  New  York  Dermatological  Society:  Robert 
Dexter  Hubbard,  M.D.,  Utica,  president;  Marcus 
B.  Einhorn,  M.D.,  Albany,  vice-president;  and 
Maurice  J.  Stone,  M.D.,  Syracuse,  secretary-treas- 
urer. 

S3Tmposium  on  Pediatric  Surgery  at  NYU — A 
symposium  on  pediatric  surgery  will  be  held  at  the 
New  York  University  Medical  Center,  550  First 
Avenue,  New  York  City,  May  4 through  6,  under 
the  direction  of  Donald  A.  Davis,  M.D.,  professor 


of  clinical  surgery. 

The  symposium  will  present  the  latest  methods 
and  technics  of  both  diagnosis  and  surgical  manage- 
ment of  surgical  conditions  in  the  newborn  and  in 
older  children.  The  program  has  been  planned  not 
only  for  the  surgeon  but  also  for  the  pediatrician 
and  the  general  practitioner. 

For  information  write  to:  Office  of  the  Associate 
Dean,  New  York  University  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York  16,  New  York. 

Medical  Journal  Gives  Awards — Four  New  York 
medical  scientists  were  among  the  leaders  of  Ameri- 
can medicine  who  were  cited  for  contributions  which 
have  directly  influenced  medical  progress  in  the 
United  States  by  the  medical  journal  Modem 
Medicine, 

Honored  were:  David  P.  Barr,  M.D.,  president 
and  medical  director  of  the  Health  Insurance  Plan 
of  Greater  New  York;  Rene  J.  Dubos,  Ph.D., 
professor.  Rockefeller  Institute  for  Medical  Re- 
search; Severe  Ochoa,  M.D.,  professor  and  chair- 
man of  the  Department  of  Biochemistry,  New 
York  University;  and  Marion  B.  Sulzberger,  M.D., 
chairman  of  the  Department  of  Dermatology^  and 
Syphilology  and  director  of  the  Skin  and  Cancer 
Unit  of  New  York  University-Bellevue  Medical 
Center. 

Recipients  of  the  awards  were  selected  by  the 
editorial  board  of  Modern  Medicine  from  nomina- 
tions made  by  deans  of  medical  schools,  leaders  of 
professional  medical  organizations,  and  readers  of 
the  publication. 

Tuxedo  Memorial  Hospital  Adds  Wing — A 52- 
bed  wing  has  been  added  to  Tuxedo  Memorial 
Hospital,  Tuxedo  Park.  The  new  wing  will  provide 
eight  bassinets  and  a surgical  suite  consisting  of 
two  operating  rooms  and  a recovery  room. 

Course  for  Hospital  Administrators — The  Sloan 
Institute  of  Hospital  Administration  at  Cornell 
University  will  offer  its  fourth  annual  hospital 
administrators  development  program  June  25 
through  July  21.  About  25  administrators  will  be 
selected  from  the  applications  received. 

The  program  will  consist  of  an  intensive  course  of 
lectures,  readings,  and  discussions  and  will  be 
divided  into  three  seminars  dealing  with  medical 
care  programs,  the  administrative  process,  and 
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trends  in  hospital  administration. 

For  further  information  contact:  Hospital 

.Administrators  Development  Program,  Sloan  Insti- 
tute of  Hospital  Administration,  Rand  Hall,  Cor- 
nell University,  Ithaca,  New  York. 

New  Health  Insurance  Publication — The  Health 
Insurance  Council  has  announced  a new  publica- 
tion, “Health  Insurance  Viewpoints,”  which  is 
designed  to  strengthen  communications  between 
the  health  insurance  business  and  the  medical  and 
hospital  professions. 


To  be  published  periodically,  “Viewpoints”  will 
contain  excerpts  from  selected  addresses,  articles, 
and  data  pertaining  to  the  hnancing  of  health  care. 
It  will  be  distributed  to  insurance  company  repre- 
sentatives and  to  the  Council’s  state  committees. 
Because  of  the  need  to  cast  various  medical  care 
financing  problems  into  sharp  focus  for  health 
care  professionals,  the  new  publication  also  is  being 
mailed  to  national,  state,  and  county  medical 
association  executives,  hospital  administrators, 
medical  and  hospital  journals,  and  allied  health 
care  groups. 


Personalilies 


Awarded 

George  Baehr,  M.D.,  New  York  Cit\’,  The  New 
York  Academy  of  Medicine’s  plaque  and  medal  for 
outstanding  service. 

Elected 

Frank  Glenn,  M.D.,  New  York  City,  as  i)resident 
of  The  New  York  Academy  of  Medicine. 

Appointed 

Irving  J.  Farber,  M.D.,  Forest  Hills,  as  director  of 
Psychiatric  Services,  Brooklyn  Home  for  Children, 
Forest  Hills  . . . William  G.  Hafner,  Jr.,  M.D., 
Jordan,  as  Syracuse  District  Health  Officer  . . . .Allan 
E.  Kark,  M.D.,  Durban,  South  Africa,  as  director 
of  the  Department  of  Surgery  at  Mount  Sinai 
Hospital . . . William  P.  Shepard,  M.D.,  New  A'ork 
City,  as  as.sociate  director  of  the  Institute  for  Ad- 


vancement of  Medical  Communication. 

Speakers 

Alexandra  .Adler,  M.D.,  New  A'ork  City,  on  the 
subject  “Psychotherapy,  Its  Present  and  Future” 
and  Werner  Engel,  M.D.,  New  A'ork  City,  on  the 
subject  “Reflections  on  the  Psychiatric  Consequences 
of  Persecution”  at  the  one  hundred  seventy-eighth 
scientific  meeting  of  the  New  York  Academy  of 
Medicine  on  January  20  . . . George  T.  Pack,  M.D., 
New  A'ork  City,  the  Luis  Guerrero  Lecture  entitled 
“The  Surgical  Management  of  Primary  and  Meta- 
static Tumors  of  the  Liver”  at  the  University  of 
Santo  Tomas  School  of  Medicine,  Manila,  Republic 
of  the  Philippines,  and  in  Brooklyn,  the  annual 
Morgagni  Lecture  on  the  subject  “The  Influence 
of  Disease  on  History”  before  the  Morgagni  Medical 
Society  of  Brooklyn 


Heart  Attacks  Found  in  as  Many  Women  as  Men  Past  Fifty 


Heart  attacks  are  as  common  among  women  as 
men  beyond  the  age  of  fifty,  according  to  an  autopsy 
study  at  three  large  medical  centers  in  widely  sepa- 
rated geographic  areas. 

A total  of  13,485  autopsies  performed  at  Barnes 
Hospital,  St.  Louis,  Missouri;  Massachusetts 
General  Hospital,  Boston,  Massachusetts,  and 
Radcliffe  Infirmary,  Oxford,  England,  were  analyzed 
by  Fairfield  Goodale,  M.D.,  Hanover,  New  Hamp- 
shire, and  Wilbur  A.  Thomas,  M.D.,  and  Robert  M. 


O’Neal,  M.D.,  both  of  St.  Louis. 

The  findings,  reported  in  the  June,  1060,  issue  of 
the  Archives  of  Pathology,  published  by  the  American 
Medical  Association,  showed  the  incidence  of  heart 
attacks  “is  equal  in  men  and  women  past  fifty  years 
of  age.”  Of  the  13,485  autopsies,  heart  attacks 
were  found  in  1,372.  Only  154  of  the  1,372  occurred 
in  persons  under  fifty. 

Among  those  under  fifty,  heart  attacks  were  more 
prevalent  in  men  than  women  by  a two-to-one  ratio. 
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Buffalo  Academy  of  Medicine 

The  Buffalo  Academy  of  Medicine  will  hold  the 
last  of  its  Wednesdaj'  evening  academic  meetings 
on  March  1,  at  the  Medical  School  of  the  University 
of  Buffalo.  Richard  H.  Chamberlain,  M.D., 
professor  of  radiology  at  the  University  of  Pennsyl- 
vania School  of  Medicine,  will  be  the  guest  speaker. 
The  title  of  his  discussion  will  be  “The  Effect  of 
Ionizing  Radiation  on  the  Human  Body.” 

American  Society  of  Psychosomatic 
Dentistry  and  Medicine 

The  annual  meeting  of  the  American  Society'  of 
Psychosomatic  Dentistry  and  Medicine  will  be 
held  at  the  Shoreham  Hotel,  Washington,  D.C., 
March  10  through  12.  The  main  theme  of  the 
program  will  be  “Anxiety,  Its  Recognition  and 
Handling  in  the  Clinical  Setting  of  General  Practice.” 
For  further  information  contact:  Dr.  Jesse 

Caden,  Chairman,  Program  Committee,  5213 
Connecticut  Avenue,  N.W.,  Washington  15,  D.C. 

Third  Annual  Spring  Conference  of  the  Radio- 
logical Society  of  the  State  of  New  York 

The  Radiological  Society  of  the  State  of  New  York 
will  hold  its  t hird  aiuiual  spring  scientific  conference 
at  the  Montagu  Beach  Hot('l,  Nassau,  the  Bahamas, 
March  1 1 through  l(i. 

Included  among  the  speakers  will  be  Walter 
Murphy,  M.D.,  Buffalo,  and  John  Evans,  M.D., 
and  William  Seaman,  M.D.,  of  New  York  City. 

symposium  prepared  by  the  radiologists  of  Nassau 
on  the  practice  of  radiology  in  Nassau  will  be  a 
feature  of  the  program. 

For  further  information  contact:  Edward  C. 

Rozek,  M.D.,  43  Ivyhurst  Road,  Eggertsville  21, 
New  York. 

Association  for  Psychiatric  Treatment  of 
Offenders 

The  Association  for  Psychiatric  Treatment  of 
Offenders  will  hold  a meeting  on  the  subject  “Multi- 
problem Families:  Diagnosis  and  Treatment”  on 
March  15,  at  the  New  York  Academy  of  Science, 
2 East  63rd  Street,  New  York  City,  at  8:15  p.m. 

State  of  New  Jersey  Department  of  Health 

The  New  Jersey  State  Department  of  Health  in 
cooperation  with  the  New  Jersey  State  Dental 


Society  will  present  a symposium  on  “The  Inter- 
relationship of  Oral  and  Metabolic  Disease”  at 
Murdock  Hall,  Jersey  City  Medical  Center,  Jersey 
City,  New  Jersey,  on  Wednesday,  March  22,  from 
2 :00  to  5 :00  p.m. 

For  further  information  contact:  Arthur  Krosnick, 
M.D.,  Coordinator,  Diabetes  Control  Program, 
Division  of  Chronic  Illness  Control,  State  of  New 
Jersey  Department  of  Health,  Trenton  25,  New 
Jersey. 

Ninth  Annual  Karen  Homey  Lecture 

The  ninth  annual  Karen  Homey  Lecture  will  be 
held  in  Hosack  Hall,  New  York  Academy  of 
Medicine,  2 East  103rd  Street,  New  York  City, 
March  22,  at  8:30  p.m.  Edith  Weigert,  M.D., 
Chevy  Chase,  Maryland,  will  deliver  the  lecture 
entitled  “The  Function  of  Sympathy  in  the  Psycho- 
therapeutic Process.” 

Symposium  on  Sphingolipidoses  and  Allied 
Diseases 

A symposium  on  the  sphingolipidoses  and  allied 
diseases  will  be  held  March  29  and  30,  at  the  Isaac 
■\lbert  Research  Institute  and  the  Downstate 
Medical  Center.  The  symposium  will  be  sponsored 
by  three  organizations — the  Isaac  Albert  Research 
Institute  of  the  Jewish  Chronic  Disease  Hospital, 
Brooklyn;  the  State  University  of  New  York 
Downstate  Medical  Center,  Brooklyn;  and  the 
National  Tay-Sachs  Association,  New  York  City. 

For  further  information  write  to:  Director,  Isaac 
Albert  Research  Institute,  Rutland  Road  and  East 
49th  Street,  Brooklyn  3,  New  York. 

North  American  Federation  of  the  Inter- 
national College  of  Surgeons 

The  North  American  Federation  of  the  Inter- 
national College  of  Surgeons  wull  hold  its  twenty- 
sixth  annual  congress.  May  14  through  18,  at  the 
Palmer  House,  Chicago. 

The  themes  of  the  meeting  will  be  directed  not 
only  to  the  surgeon’s  professional  life  but  also  to 
those  factors  which  can  enhance  his  education, 
humanitarianism,  hobbies,  and  international  rela- 
tions. 

Frank  H.  Netter,  M.D.,  East  Norwich,  will 
deliver  the  Max  Thorek  Memorial  Lecture. 

For  further  information  write  to:  International 
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College  of  Surgeons,  1516  Lake  Shore  Drive,  Chi- 
cago 10,  Illinois. 

Fifth  Congress  of  the  International  Academy  of 
Legal  Medicine  and  of  Social  Medicine 

The  fifth  congress  of  the  International  Academy  of 
Legal  Medicine  and  of  Social  Medicine  will  be  held 


in  Vienna,  May  22  through  27.  In  addition  to  the 
scientific  program,  an  interesting  social  and  sight- 
seeing program  has  been  arranged  for  the  physicians 
and  their  families. 

For  information  contact:  Milton  Helpern,  M.D., 
Chief  Medical  Examiner,  City  of  New  York,  55 
East  End  Avenue,  New  York  28,  New  York. 


ANNOUNCEMENT 


Influenza  Immunization 


A statement  by  Leroy  E.  Burney,  M.D.,  Surgeon  General,  U.  S.  Public 

Health  Service 


Two  outbreaks  of  influenza  swept  the  United 
States  in  the  fall  of  1957  and  the  winter  of  1958,  re- 
sulting in  60,000  more  deaths  than  would  be  expected 
under  normal  conditions.  There  were,  in  addition, 
more  than  26,000  excess  deaths  during  the  first 
three  months  of  1960  which  also  were  considered  to 
be  the  result  of  influenza. 

These  departures  from  the  usually  predictable 
norms  prompted  the  Surgeon  General’s  Advisory 
Committee  on  Influenza  Research  to  analyze  the 
cause  and  to  seek  measures  to  prevent  such  an 
occurrence  in  the  future. 

The  committee  found  that  a new  antigenic  variant, 
the  Asian  strain,  because  of  its  widespread  intro- 
duction and  the  general  lack  of  resistance  to  it, 
was  the  direct  cause  of  the  excess  number  of  deaths, 
not  only  in  the  total  population  but  most  markedly 
among  the  chronically  ill,  the  aged,  and  pregnant 
women.  As  a result  of  these  findings,  the  Public 
Health  Service  is  urging  a continuing  program  to 
protect  these  high-risk  groups  in  order  to  prevent  a 
recurrence  of  this  excess  mortality. 

The  high-risk  groups  who  contribute  most  to  the 
excess  deaths  and  who  the  Public  Health  Service 
believes  should  be  routinelj'  immunized  each  year 
are  as  follows: 

1.  Persons  of  all  ages  who  suffer  from  chronic 
debilitating  disease,  in  particular:  (a)  rheumatic 
heart  disease,  especially  mitral  stenosis;  (5)  other 
cardiovascular  diseases,  such  as  arteriosclerotic 


heart  disease  or  hypertension — especially  patients 
with  evidence  of  frank  or  incipient  insufficiency; 

(c)  chronic  bronchopulmonary  disease,  for  example, 
chronic  asthma,  chronic  bronchitis,  bronchiectasis, 
pulmonary  fibrosis,  pulmonary  emphysema,  or 
pulmonary  tuberculosis;  (d)  diabetes  mellitus; 

(e)  Addison’s  disease. 

2.  Pregnant  women. 

3.  All  persons  sixty-five  years  or  older. 

The  adult  dosage  recommended  by  the  advisory 
committee  for  initial  immunization  is  1.0  cc.  (500 
cca  units)  of  polj'walent  vaccine,  administered  sub- 
cutaneouslj"  on  two  occasions  separated  by  two  or 
more  months.  Persons  previously  immunized  with 
polyvalent  vaccine  should  be  reinoculated  with  a 
single  booster  dose  of  1.0  cc.  subcutaneously  each 
fall.  The  only  contraindication  to  vaccination 
would  be  a history  of  food  allergy  to  eggs  or  chicken 
or  a prior  history  of  allergic  reaction  to  an  egg- 
produced  vaccine,  such  as  the  commercial  influenza 
product.  The  time  to  start  such  a program  is  be- 
fore the  onset  of  the  influenza  season.  In  the  past, 
influenza  vaccination  has  been  sparse  and  sporadic 
and  primarily  in  response  to  an  epidemic  or  the 
threat  of  an  epidemic.  The  unpredictability  of  re- 
currence of  influenza  and  its  continued  endemic  oc- 
currence are  well  known.  Therefore  the  Public 
Health  Service  strongly  recommends  that  immuniza- 
tion of  these  high-risk  groups  be  started  now  and  con- 
tinued annually,  regardless  of  the  predicted  incidence  * 
of  influenza  for  specific  years. 
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Spokesmen  for  the  medical  profession  at  the 
White  House  Conference  on  Aging  supported 
the  Kerr-Mills  voluntary  program  for  health  care 
of  elderly  persons  as  an  efficient,  economical  way  to 
furnish  assistance  to  those  who  need  help. 

Leading  phjsician  delegates  to  the  Conference 
also  continued  vigorous  opposition  to  the  Social 
Security  approach  espoused  by  organized  labor. 

Continuing  their  all-out  campaign  for  the  Social 
Security  approach,  labor  union  leaders  used  the 
Conference  as  a forum  for  further  attacks  on  the 
medical  profession. 

J.  Lafe  Ludwig,  M.D.,  of  Los  Angeles,  chairman 
of  the  American  Medical  Association  Council  on 
Medical  Service  told  a pre-Conference  meeting  of 
the  physician  delegates  that  it  would  be  a “national 
tragedy — unfair  to  old  and  young  alike — if  the 
Kerr-Mills  law  should  be  shelved  for  a Social  Se- 
curity plan  for  medical  care  of  the  aged. 

“Federal  medicine  would  mean  red  tape,  bureau- 
cratic control,  and  high  costs,”  Dr.  Ludwig  said. 
“Most  important  of  all,  it  would  mean  inferior  medical 
care  for  the  people  whom  we  are  trying  to  help.” 

Describing  the  Kerr-Mills  law  as  a “historic 
milestone,”  Dr.  Ludwig  said  the  “overwhelming 
majority”  of  the  nation’s  physicians  believe  it  is 
“an  excellent  law  which  can  and  will  work  and  de- 
serves every  opportunity  to  do  so.” 

Leonard  W.  Larson,  M.D.,  of  Bismarck,  North 
Dakota,  president-elect  of  the  A.M.A.,  told  the 
Conference’s  Health  and  Medical  Care  Section  that 
more  attention  must  be  given  to  keeping  older  per- 
sons healthy.  He  was  chairman  of  the  section. 

“We  spend  millions  of  dollars  and  hours  developing 
sound,  well-based  programs  for  care  of  the  sick,  but 
at  the  same  time  w^e  virtually  ignore  the  vast  oppor- 
tunities for  preservation  and  promotion  of  health,” 
Dr.  Larson  said. 

“We  must  do  more  than  react  to  the  minority  of 
older  persons  who  are  ill — we  must  act  for  the  great 
majority  who  are  well.” 

In  a statement  issued  in  Chicago,  E.  Vincent 
Askey,  M.D.,  of  Los  Angeles,  president  of  the 
A.M.A,  branded  as  false  an  allegation  that  the  White 
House  Conference  had  been  “captured”  by  organ- 
ized medicine,  private  insurance,  and  business 
interests.  Dr.  Askey  specifically  referred  to  such  a 
charge  made  by  Prof.  Wilbur  J.  Cohen  of  the  Uni- 

Prepared  by  the  Washington  office  of  the  American 
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versity  of  Michigan  but  the  A.M.A.  president’s 
statement  applied  to  similar  charges  made  by  repre- 
sentatives of  organized  labor. 

Dr.  Askey  implied  that,  “if  anyone  has  a legiti- 
mate complaint  regarding  the  choice  of  personnel 
directing  the  activities”  of  the  key  section  on  income 
maintenance,  it  was  opponents  of  the  Social  Security 
approach. 

Dr.  Ludwig  also  answered  organized  labor’s 
attacks  on  the  A.M.A.  at  the  Conference.  Dr. 
Ludwig  accused  George  Meany,  president  of  the 
AFL-CIO,  of  “attempting  to  undermine”  the  Con- 
ference to  “further  his  own  partisan  interests.” 

“Meany  obviously  is  prepared  to  go  to  any  ex- 
treme to  impugn  the  motives  of  those  who  dis- 
agree with  him,”  Dr.  Ludwig  said.  “Delegates  to 
this  conference  representing  medicine  and  many 
other  groups  came  here  in  a spirit  of  cooperation 
determined  to  take  realistic  action  to  help  the  elder 
citizens  of  this  country. 

“Meany,  through  his  campaign  of  smear  and 
hostility,  is  making  this  difficult,  if  not  impossible.” 

Dr.  Ludwig  said  that  some  labor  leaders  “obvi- 
ously are  more  interested  in  saddling  the  people  of 
this  country  with  a system  of  socialized  medicine” 
than  he  is  in  “helping  those  older  people  who  really 
need  help.” 

“Meany  and  such  of  his  cohorts  as  Sen.  Pat 
McNamara  (D.,  Mich.)  appear  to  be  doing  their 
utmost  to  create  so  much  confusion  that  recommen- 
dations of  the  State  Conference  on  Aging  will  be 
forgotten,”  Dr.  Ludwig  said. 

“Of  the  30  states  making  specific  recommenda- 
tions regarding  financing  of  medical  care  for  the 
aged,  only  10  favored  the  Social  Security  tax.” 

President  Eisenhower  urged  the  2,700  delegates  to 
the  Conference  to  reconcile  their  differing  views  and 
agree  on  a sound  program.  He  told  the  delegates 
it  was  their  responsibility  to  provide  “some  kind  of 
guidance  for  Congress  to  use  in  its  future  deliber- 
ations.” 

President  John  F.  Kennedy  declined  an  invitation 
to  address  the  Conference  as  President-elect.  He 
and  Congressional  Democratic  leaders  decided 
weeks  before  the  Conference  to  make  medical  care 
for  the  aged  under  Social  Security  an  Administration 
priority  bill  for  early  submission  to  Congress. 

But  some  key  Democrats  in  Congress  announced 
they  would  not  go  along  with  President  Kennedy 
on  the  issue.  Sen.  Robert  S.  Kerr  (D.,  Okla.), 
coauthor  of  the  medical-care-for-the-aged  program 
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approved  by  Congress  last  year,  said  it  should  be 
financed  by  a general  tax — “not  a limited  tax  like 
Social  Security.” 

Similar  opposition  to  the  Social  Security  approach 
was  expressed  by  Sen.  John  J.  Sparkman  (D.,  Ala.). 
Chairman  Harry  F.  Byrd  (D.,  Va.)  of  the  Senate 
Finance  Committee  earlier  has  said  he  was  con- 
vinced that  providing  medical  care  for  the  aged 
under  Social  Security  would  lead  to  socialized  medi- 
cine and  possibly  bankrupt  the  Social  Security  trust 
fund. 

Despite  the  Kennedy  Administrations’  espousal 
of  the  Social  Security  plan,  the  A.M.A.  pledged  its 


continued  cooperation  to  the  Department  of  Health, 
Education,  and  Welfare  on  other  health  programs. 

A group  of  A.M.A.  officials  headed  by  Dr.  Askey 
told  the  new  H.E.W.  secretary,  former  Gov.  Abra- 
ham RibicofT  of  Connecticut,  at  a pre-inaugural 
conference  that  the  Association  “pledges  its  con- 
tinued cooperation  to  H.E.W.  to  work  for  the  best 
medical  care  for  the  nation.”  The  A.M.A.  “has 
always  had  a deep  sense  of  responsibility  for  the 
health  needs  of  the  people,”  Dr.  Askey  said. 

The  A.M.A.  officials  also  advised  Ribicoff  that 
they  would  help  implement  the  Kerr-Mills  law  in 
any  way  possible. 
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{The  following  books  were  received  during  the  month  of  November,  1960) 


Infectious  Diseases  of  Children.  By  Saul 
Krugman,  M.D.,  and  Rol)crt  Ward,  M.D.  Second 
edition.  Octavo  of  398  pages,  illustrated.  St. 
Louis,  The  C.  V.  Mosby  Compaii}’,  1960.  Cloth, 
$13. 

Surgical  Diseases  of  the  Pancreas.  By  John  M. 
Howard,  M.D.,  and  George  L.  Jordan,  Jr.,  M.D. 
Quarto  of  607  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1960.  Cloth,  $20. 

A System  of  Medical  Hypnosis.  By  Ainslie 
Meares,  M.D.  Octavo  of  484  pages.  Philadelphia, 
W.  B.  Saunders  Company,  1960.  Cloth,  $10. 

Cardiac  Disease  in  Pregnancy.  By  Curtis  Lester 
Mendelson,  M.D.  Octavo  of  385  pages,  illustrated. 
Philadelphia,  F.  A.  Davis  Company,  1960.  Cloth, 
$13.50. 

The  Psychology  of  Deafness.  By  Helmer  R. 
Mj'klebust.  Octavo  of  393  pages,  illustrated. 
New  York,  Grune  & Stratton,  1960.  Cloth. 

Medicine  as  an  Art  and  a Science.  By  A.  K. 
(Jark-Kenuedy,  M.D.,  atid  C.  \\'.  Bartle}',  M.D. 
Octavo  of  425  pages.  Phihuleli)hia,  J.  B.  Lippincott 
Compaiii’,  I960.  Cloth. 

Jokes  and  Their  Relation  to  the  Unconscious. 
By  Sigmund  Freud.  Newly  translated  from  the 
German  and  edited  by  James  Strachey.  Octavo  of 
258  imges.  New  York,  W.  W.  Norton  & Comj)an\-, 
Inc.,  1960.  Cloth,  $4.50. 

Resuscitation  of  the  Newborn  Infant.  Edited  by 
Harold  Abramson,  M.D.  Octavo  of  274  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Company, 
1960.  Cloth,  $10. 

Congenital  Malformations  of  the  Heart.  Volume 
I : General  Considerations.  By  Helen  B.  Taussig, 
M.D.  Second  edition.  Quarto  of  204  pages, 
illustrated.  Cambridge,  published  for  The  Com- 
monwealth Fund  by  Harvard  University  Press, 
1960.  Cloth,  $4.75. 

Clinical  Cardiopulmonary  Physiology.  Second 
edition,  revised  and  enlarged.  Sponsored  by  The 
American  College  of  Chest  Physicians.  Burgess 
L.  Gordon,  M.D.,  editor-in-chief.  Quarto  of  1,001 
pages,  illustrated.  New  York,  Grune  & Stratton, 
1960.  Cloth,  $28.50. 


Clinical  Applications  of  Cardiopulmonary  Physi- 
ology. By  M.  Henry  Williams,  Jr.,  M.D.  Octavo 
of  233  pages,  illustrated.  New  York,  Paul  B. 
Hoeber,  Inc.,  Medical  Division  of  Harper  & Broth- 
ers, 1960.  Cloth,  $7.50. 

Procedures  in  Vascular  Surgery.  By  Richard 
Warren,  M.D.  Quarto  of  211  pages,  illustrated. 
Boston,  Little,  Brown  and  Company,  1960.  Cloth, 
$12. 

The  Question  of  Fertility.  By  Georges  Valensin, 
M.D.  Octavo  of  296  pages.  Garden  City,  N.Y., 
Doubleday  & Company,  Inc.,  1960.  Cloth,  $4.50. 

Hypothermia  for  the  Neurosurgical  Patient.  By 
Antonio  Boba,  M.D.  Octavo  of  124  pages,  illus- 
trated. Springfield,  111.,  Charles  C Thomas, 
1960.  Cloth,  $6.00. 

Progress  in  the  Treatment  of  Fractures  and  Dislo- 
cations 1950-1960.  By  Thomas  B.  Quigley,  M.D., 
and  Henry  Banks,  M.D.  Duodecimo  of  102  pages. 
Philadelphia,  W.  B.  Saunders  Company,  1960. 

Cloth,  $2.50. 

The  Medical  Clinics  of  North  America.  Phila- 
delphia Number.  November,  1960.  The  Office 
Laboratory.  Charles  T.  Lee,  Jr.,  M.D.,  and 
Edward  H.  McGehee,  M.D.,  guest  editors.  Octavo. 
Philadelphia,  1\’.  B.  Saunders  Company,  1960. 

Published  bi-inonthlj'  (si.\  numbers  a year).  Cloth, 
$18  net;  Paper,  $15  net. 

Genetics.  Transactions  of  the  First  Conference, 
October  19,  20,  21,  and  22,  1959,  Princeton,  N.J, 
Edited  by  H.  Eldon  Sutton,  Ph.D.  Octavo  of 
229  pages,  illustrated.  New  York,  Josiah  Macj', 
Jr.  Foundation,  1960.  Cloth,  .$6.00. 

Introduction  to  Medical  Physics.  By  J.  Trj  gve 
Jensen,  Ed.D.  Octavo  of  240  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company,  1960. 
Paper,  $2.90. 

Medical  Care  Under  the  New  York  Workmen’s 
Compensation  Program.  By  Louis  S.  Reed,  Ph.D. 
Quarto  of  208  pages,  illustrated.  Ithaca,  N.Y., 
Sloan  Institute  of  Hospital  Administration,  Grad- 
uate School  of  Business  and  Public  Administration, 
Cornell  University,  1960.  Paper,  $2.00. 

Nurses  Can  Give  and  Teach  Rehabilitation.  A 
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manual  by  Mildred  J.  Allgire,  R.N.,  and  Ruth  R.  New  York,  Springer  Publishing  Company,  Inc., 
Denney,  R.N.  Octavo  of  61  pages,  illustrated.  1960.  Paper,  $1.25. 


{The  following  hooks  were  received  during  the  month  of  December,  1960) 


Clinicopathological  Conferences  of  the  Massachu- 
setts General  Hospital.  Edited  by  Benjamin 
Castleman,  M.D.,  and  H.  Robert  Dudley,  Jr., 
M.D.  Quarto  of  295  pages,  illustrated.  Boston, 
Little,  Brown  and  Company,  1960.  Cloth,  $12.50. 

Importance  of  the  Vitreous  Body  in  Retina  Surgery 
with  Special  Emphasis  on  Reoperations.  Edited 
by  Charles  L.  Schepens,  M.D.  Second  Conference 
of  the  Retina  Foundation  May  30  and  31,  1958. 
Octavo  of  226  pages,  illustrated.  St.  Louis,  The 
C.  V.  Mosby  Company,  1960.  Cloth,  $15. 

Light  Coagulation.  By  Gerd  Meyer-Schwick- 
erath,  M.D.  Translated  by  Stephen  M.  Drance, 
M.B.  Octavo  of  114  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1960.  Cloth,  $9.50. 

Pathology.  A Dynamic  Introduction  to  Medicine 
and  Surgery.  By  Thomas  Martin  Peery,  M.D., 
and  Frank  Nelson  Miller,  Jr.,  M.D.  Octavo  of 
626  pages.  Boston,  Little,  Brown  and  Compaii}', 
1961.  Paper,  $5.50. 

Surgical  Treatment  of  Trauma.  Edited  by 
Preston  A.  Wade,  M.D.  Octavo  of  779  pages, 
illustrated.  New  York,  Grune  & Stratton,  1960. 
Cloth,  $26.50. 

Respiration,  Physiologic  Principles  and  Their 
Clinical  Applications.  By  P.  H.  Rossier,  A.  A. 
Biihlmann,  and  K.  Wiesinger.  Edited  and  trans- 
lated from  the  German  edition  by  Peter  C.  Luch- 
singer,  M.D.,  and  Kenneth  M Moser,  M.D. 


Octavo  of  505  pages,  illustrated.  St.  Louis,  The 
C.  V.  Mosby  Company,  1960.  Cloth,  $15.75. 

The  Central  Nervous  System  and  Behavior, 
Transactions  of  the  Third  Conference,  February 
21,  22,  23,  and  24,  1960,  Princeton,  N.J.  Edited 
by  Mary  A.  B.  Brazier,  D.Sc.  Octavo  of  475  pages, 
illustrated.  New  York,  Josiah  Macy,  Jr.  Founda- 
tion, 1960.  Cloth,  $7.50. 

Ciba  Foundation  Study  Group  No.  5.  Regulation 
of  the  Inorganic  Ion  Content  of  Cells.  Editors  for 
the  Ciba  Foundation,  G.  E.  W.  Wolstenholme, 
M.B.,  and  Cecilia  M.  O’Connor,  B.Sc.  With  16 
illustrations.  Duodecimo  of  100  pages.  Boston, 
Little,  Brown  and  Company,  1960.  Cloth. 

Blood  Diseases  of  Infancy  and  Childhood.  By 
Carl  H.  Smith,  M.D.  Octavo  of  572  pages,  illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Company, 
1960.  Cloth,  $17. 

Progress  in  Neurology  and  Psychiatry.  Volume 
XV.  Edited  by  E.  A.  Spiegel,  M.D.  Octavo  of 
619  pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1960.  Cloth,  $12.75. 

Dynamic  Psychiatry  in  Simple  Terms.  By 
Robert  R.  Mezer,  M.D.  Second  edition.  Octavo 
of  178  pages,  illustrated.  New  York,  Springer 
Publishing  Company,  Inc.,  1960.  Paper,  $2.75. 

Letters  to  My  Son.  By  Wendell  J.  S.  Krieg, 
Ph.D.  Sextodecimo  of  82  pages.  Evanston,  111., 
Brain  Books,  1960.  Cloth,  $3.00. 


A Critical  Evaluation  of  the  Use  of  Conjugated  Estrogens  to  Control  Hemorrhage 
Following  Tonsillectomy  and  Adenoidectomy 


Evidence  based  on  comparative  studies  between 
treated  and  untreated  tonsillectomy  and  adenoidec- 
tomy patients  showed  that  conjugated  estrogens 
(Premarin  Intravenous)  used  both  preoperatively 
and  postoperatively  to  prevent  and  control  hemor- 
rhage is  highly  effective.  Observation  of  the  series 
(503  patients  of  whom  198  were  used  as  controls) 
demonstrated  that  when  the  drug  was  given  by  vein 
a decided  diminution  of  bleeding  was  shown  in 
about  fifteen  minutes.  At  first  suction  was  used 
to  dislodge  thrombi  from  the  larger  vessels  because 
it  was  believed  safer  to  place  ties  at  these  sites  than 


rely  on  natural  hemostasis,  but  later  it  was  seen 
that  this  was  not  necessary.  When  given  intra- 
muscularly, the  effect  was  not  observed  for  about 
thirty  minutes.  No  reactions  or  side-effects  due 
to  estrogen  were  noted.  No  ill-effects  developed 
when  there  was  occasional  leakage  under  the  skin 
during  intravenous  administration,  nor  was  there 
undue  soreness  or  bruising.  There  were  no  in- 
fections and  no  sloughing  at  injection  sites. — • 
Samuel  L.  Fox,  M.D.,  University  of  Maryland, 
Baltimore,  Maryland,  Eye,  Ear,  Nose  and  Throat 
Monthly,  March,  1960 
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Albany  Medical  College 


Appointment — Jules  S.  Golden,  M.D.,  former 
faculty  member  at  the  University  of  Minnesota 
Medical  School,  has  been  named  assistant  professor 
of  psychiatry  and  Elwood  O.  Roessle,  Ph.D.,  has 
been  appointed  instructor  in  psychiatry  with  an  as- 
signment in  the  field  of  clinical  psychology.  Dr. 
Roessle  will  also  act  as  consultant  in  clinical  psy- 
chology at  Albany  Hospital. 

Department  of  Postgraduate  Medicine — The 
College  has  become  one  of  the  first  American  medical 
schools  to  grant  departmental  status  to  its  division 


of  postgraduate  medicine.  Frank  M.  Woolsey, 
Jr.,  M.D.,  division  director  and  associate  dean  of  the 
College  has  been  named  professor  and  chairman. 

Special  Fellowship — John  K.  Leach,  M.D.,  has 
been  granted  a special  fellowship  to  conduct  cardio- 
vascular research  in  the  Department  of  Physiology 
from  the  National  Heart  Institute.  The  award  has 
permitted  Dr.  Leach  to  devote  full  time  to  investi- 
gative work  and  will  enable  him  to  study  and 
develop  basic  science  research  technics  for  one 
calendar  year. 


Albert  Einstein  College  of  Medicine  of  Yeshiva  University 


Weather  and  Air  Pollution — A pilot  study  for 
intensive  research  relating  weather  and  air  pollution 
to  human  health  and  behavior  is  underway  at  the 
College.  Leonard  Greenburg,  M.D.,  acting  chair- 


man, Department  of  Preventive  Medicine,  and 
former  Air  Pollution  Commissioner  of  New  York 
City  is  heading  the  project  which  is  supported  by  the 
National  Institutes  of  Health. 


Cornell  University  Medical  College 


Appointed — Richard  H.  Saunders,  M.D.,  has  been 
appointed  associate  dean  and  assistant  professor  of 
medicine.  Dr.  Saunders  has  taught  clinical  pathol- 
ogy and  medicine  at  the  medical  colleges  of  Yale 


University  and  the  Universities  of  Rochester  and 
Vermont  and  was  also  associate  director  of  medical 
education  and  an  attending  physician  at  Highland 
Hospital,  Rochester. 


New  York  University  Medical  Center 


William  J.  Wollman  Memorial  Pavilion  for  Chil- 
dren— The  William  J.  Wollman  Foundation  pre- 
sented one  million  dollars  for  the  establishment  of  the 
William  J.  Wollman  Memorial  Pavilion  for  Children. 
The  pavilion  will  consist  of  60  beds  for  inpatient 
care,  outpatient  clinics,  laboratories,  and  special 
classrooms  for  research  and  teaching  under  the  direc- 
tion of  the  Department  of  Pediatrics  and  supervised 
by  Saul  Krugman,  M.D.,  professor  and  chairman. 
Also  planned  are  facilities  for  recreation,  school 
activities,  and  other  provisions  for  the  special  care  of 
children. 


Appointed — Raymond  S.  Jackson,  M.D.,  ad- 
ministrator of  University  Hospital,  has  been  ap- 
pointed University  physician  and  director  of 
University  Health  Services.  Dr.  Jackson  succeeds 
Douglas  S.  Thompson,  M.D.,  who  resigned  to 
accept  a similar  post  at  the  University  of  Pitts- 
burgh. 

Dr.  Jackson  will  assume  his  post  upon  the 
appointment  of  a successor  as  administrator  and 
will  combine  his  new  position  with  his  teaching 
responsibilities  as  associate  professor  of  medicine 
and  attending  physician  to  University  Hospital. 


State  University  of  New  York  Downstate  Medical  Center 


Norman  S.  Goetz  Scholarship  Established — A new 
scholarship  fund  has  been  established  by  Beatrice  J. 
Goetz  in  honor  of  her  husband,  Norman  S.  Goetz,  a 
former  Trustee  of  the  State  University  of  New  York. 


The  fund  will  provide  a scholarship  of  $700  each  year 
to  a student  in  attendance  at  the  Medical  Center. 
It  will  be  known  as  the  “Norman  S.  Goetz  Scholar- 
ship.” 
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One  of  the  original  members  of  the  State  Univer- 
sity of  New  York  Board  of  Trustees  appointed  by 
(rovernor  Thomas  10.  Dewey  in  1948,  Mr.  Goetz 
served  as  a Trustee  until  1957.  For  almost  eight 
\’ears  he  was  Chairman  of  the  Board’s  Committee  on 
Medical  Education. 

Series  of  Lectures  Sponsored  By  the  Division  of 
Ophthalmology — The  Division  of  Ophthalmology  is 
sponsoring  a series  of  lectures  during  the  spring  of 
1961.  These  are  open  to  anyone  interested  in  at- 
tending. They  are  given  each  Thursday  afternoon 


through  May  25  in  the  First  Floor  Lecture  Hall  of 
the  Medical  Center’s  Basic  Sciences  Building  at  450 
Clarkson  Avenue.  A schedule  may  lx*  obtained  by 
writing  the  Public  Bclations  Office,  Downstate 
Medical  (Jenter,  450  Clark.son  Avenue,  Brooklyn  8. 

Health  Research  Facilities  Grant  Awarded  at 
Medical  Center — The  Medical  Center  has  been 
awarded  a Health  Research  Facilities  grant  of  S2,- 
362,500  by  the  Public  Health  Service  to  pay  half  the 
cost  of  research  laboratories  for  the  clinical  depart- 
ments. 


State  University  of  New  York  Upstate  Medical  Center 


Grant — The  alumni  chapter  of  Rho  Pi  Phi,  phar- 
maceutical fraternity,  awarded  a grant  of  $800  to  be 
u.sed  for  leukemia  research.  Eugene  Lozner,  M.D., 
professor.  Department  of  Medicine,  director  of  re- 
search in  leukemia  and  allied  disorders,  received  the 
grant.  The  grant  will  be  used  in  purchasing  sup- 
plies and  equipment  used  in  leukemia  studies. 

Speaker — Colonel  William  H.  Crosby,  chief. 
Department  of  Hematology,  and  director,  Division 
of  Medicine,  Walter  Reed  Army  Institute  of  Re- 
search, spoke  on  “Transfusion  Service  in  Ther- 
monuclear War,”  on  December  9 and  on  December  8 
“Treatment  of  Hodgkin’s  Disease.”  On  December 
10  Colonel  Crosby  discussed  “Surgical  Aspects  of 
Blood  Transfusion”  at  surgical  grand  rounds  in 
University  Hospital. 

Alpha  Omega  Alpha — Six  members  of  the  student 
body  became  members  of  Alpha  Omega  Alpha  on 


December  7.  The  newly  elected  members  are; 
Stanley  P.  Meltzer,  a senior  guide;  Robert  I. 
Raichelson,  senior  guide,  member  of  the  Student 
Council,  and  pre.sident  of  the  Honor  Committee; 
Marvin  H.  Stein;  Nelson  P.  Torre,  a .senior  guith'; 
■Arnold  Weiner;  and  Donald  Woolfolk. 

Symposium — “The  Role  of  Engineering  in 
Medical  Research”  was  the  title  of  a symposium 
held  on  January  12  sponsored  jointly  by  the  Syracuse 
General  Electric  Engineers  Association  and  the 
Center.  Speakers  were  J.  A.  Abildskov,  M.D., 
associate  professor  of  medicine;  Gordon  K.  Moe, 
Ph.D.,  research  professor  of  physiology;  James  B. 
Preston,  Ph.D.,  professor  of  physiology;  and  Mr. 
Heinz  Raillard,  Engineer  in  Advanced  Circuits  Sec- 
tion of  General  Electric  Electronics  Laboratory.  The 
purpose  of  the  symposium  is  to  enhance  the  liaison 
between  engineering  and  medical  research  personnel. 


University  of  Buffalo  School  of  Medicine 


Fellowships — Dr.  Willard  B.  Elliott,  assistant  pro- 
fessor of  biochemistry,  and  Dr.  Donald  W.  Rennie, 
assistant  professor  of  physiology,  received  U.S.  Pub- 
lic Health  Service  Fellowships  “to  promote  research 
activity  and  further  academic;  development.” 


Grant — S.  Mouchley  Small,  M.D.,  professor  and 
head.  Department  of  Psychiatry,  received  an  un- 
restricted grant  of  $5,(M)0  for  medical  research  from 
Wyeth  Laboratories.  The  grant  may  be  applied 
to  any  medical  research  project. 


University  of  Rochester  School  of  Medicine  and  Dentistry 


Appointed — Lee  B.  Lusted,  M.D.,  associate  pro- 
fessor of  radiation,  has  been  made  associate  professor 
of  biomedical  engineering  in  the  new  program  es- 
tablished in  the  College  of  Engineering.  Dr.  Lusted 
recently  was  named  chairman  for  four  years  of  a 
National  Institutes  of  Health  Advisory  Committee 
on  Computers  in  Research.  William  L.  Parry,  M.D., 
chief.  Urology  Section,  Veterans  Administration  Hos- 
pital, Syracuse,  has  been  apix)inted  associate  pro- 


fessor of  urologic  surgery.  Dr.  Parry  will  be  senior 
associate  surgeon  at  Strong  Memorial  Hospital  as 
well. 

Promoted — Paul  E.  Morrow,  Ph.D.,  has  been 
promoted  from  assistant  professor  to  associate 
professor  of  radiation  biology'  and  pharmacology; 
Irving  L.  Spar,  Ph.D.,  has  been  promoted  from 
assistant  to  associate  professor  of  radiation  biology. 
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My  First.  Obstetric  Case 


To  the  Editor: 

In  June,  1909,  when  I was  concluding  my  intern- 
sliip  at  the  Albany  Hospital,  Dr.  Leslie  T.  Page  of 
the  village  of  Wilmington  in  Vermont  came  to  the 
hospital  seeking  a young  doctor  to  act  as  locum 
tenens  for  him  while  he  took  a long  overdue  vaca- 
tion. He  was  referred  to  me  and  I agreed  to  take 
over  his  practice  for  the  month  of  July  mainly  to 
gain  an  insight  into  country  practice.  Since  this 
month  was  to  be  my  vacation  also,  it  was  stipulated 
that  I might  go  swimming  every  day,  weather  and 
volume  of  work  permitting,  and  indulge  in  an  occa- 
sional hike  over  the  beautiful  Green  Mountains. 
At  the  edge  of  the  village  was  Lake  Raponda,  a 
most  attractive  place  for  swimming  and  cogitation. 
Dr.  Page  indicated  that  I would  not  be  very  busy 
since  Vermonters  are  well  known  to  be  a healthy 
stock,  and  so  it  proved  to  be. 

During  the  first  week  only  a few  elderly  patients 
appeared  in  the  ofiBce  with  the  usual  degenerative 
diseases  of  advanced  age,  but  on  the  fifth  day  the 
coachman  woke  me  at  about  4:30  a.m.  and  stated 
that  a young  woman  off  in  the  hills  was  having  a 
baby  and  that  we  had  best  start  out  promptly. 
This  patient  had  no  telephone  and  the  husband 
walked  about  two  miles  to  reach  a house  so  that  he 
could  telephone  the  doctor.  Consequently  there  was 
considerable  loss  of  time.  By  5:00  a.m.  the  horses 
were  ready  and  they  were  a fast  team  indeed;  our 
equipment  was  gathered  and  without  breakfast  we 
set  out.  Our  route  followed  the  winding,  pictur- 
esque Deerfield  River,  and  as  we  drove  along  the  sun 
came  up,  doing  its  best  to  penetrate  the  thick  forest 
and  light  the  narrow  but  lush  valley.  In  a little 
while  the  last  remnants  of  sleep  were  jolted  out  of 
us  and  we  became  quite  alert. 

That  was  the  most  marvelous  ride  I have  ever 
had.  The  clean,  fresh,  crisp,  morning  air;  the 
alternating  patches  of  sunshine  and  shadow;  the 
many  birds  everywhere;  a flash  of  red  and  the 
scarlet  tanager  was  gone;  a tiny  bit  of  blue  sitting 
on  a limb  and  there  was  the  heavenly  blue  jay; 
the  entrancing  song  coming  from  the  wood  where 
the  unseen  thrush  in  full  voice  glorified  his  abode. 
There  were  numerous  small  animals  whisking 
about — squirrels,  and  chipmunks,  an  occasional 
muskrat,  a few  snakes  lazily  moving  over  the  dirt 
road,  and  that  most  pleasant  of  all  sights — young 


deer  walking  slowly  among  the  trees,  feeding  and 
apparently  unafraid.  Why  did  we  have  to  hurry  so? 
To  a city  dweller  this  was  a new  world,  well  worth 
exploring,  and  so  mile  after  mile  over  hill  and  dale, 
stopping  only  occasionally  at  a “thank-you-marm” 
on  a long  upgrade,  we  finally  approached  our 
destination. 

After  driving  for  about  one  and  one-half  hours 
we  finally  reached  the  upper  level  of  the  hills  where 
there  was  an  old  farm  not  worked  for  many  a year 
to  which  a young  married  couple,  well  under  thirty, 
had  come  to  engage  in  farming.  The  house  was  an 
old  one,  in  great  disrepair,  and  as  one  might  suspect 
without  facilities  of  any  kind.  The  abashed  young 
husband  greeted  us  eagerly  but  looked  at  me  rather 
quizzically  since  I was  without  whiskers  and  devoid 
of  that  air  of  assurance  so  characteristic  of  Dr.  Page. 

As  I crossed  the  porch  and  entered  the  doorway  I 
heard  the  feeble,  plaintive  cry  of  the  newly-born. 
This  made  me  feel  more  comfortable  knowing  that 
now  there  would  be  no  mighty  struggle  on  my  part  to 
assist  or  interfere  with  nature.  I quickly  ascertained 
that  the  mother  was  not  in  shock  and  fairly  com- 
fortable and  turned  to  pick  up  the  baby,  which  pre- 
sented a most  startling  appearance.  The  face  did 
not  seem  human.  An  anomalous  condition  was 
present,  a congenital  defect  consisting  of  a double 
harelip  and  a complete  cleft  palate.  I had  heard  a 
lecture  on  this  condition  but  did  not  dream  that  I 
would  encounter  it  as  my  first  obstetric  case.  The 
unfortunate  infant  could  not  retain  food,  for  during 
nursing  the  milk  would  escape  through  the  nostrils 
and  never  reach  the  stomach.  Consequently  starva- 
tion seemed  imminent. 

Some  form  of  repair  was  urgently  indicated  and 
so  a surgeon.  Dr.  Martin  Brown,  of  North  Adams, 
which  had  the  nearest  hospital,  was  called  in  con- 
sultation. He  came  to  the  farm  on  the  third  day 
after  birth  and  examined  the  child.  Although  not 
too  sanguine  about  the  end  result,  he  had  the  infant 
brought  to  the  hospital  and  repaired  the  defect. 
Mechanically  the  result  was  excellent,  but  broncho- 
pneumonia developed  and  the  baby  died  on  the 
fourth  day  following  the  operation. 

In  those  days  there  were  no  antibiotics  and  no 
blood  transfusions  or  other  means  of  combating  in- 
fection and  shock.  The  same  case  today  would 
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have  a happy  ending.  The  remarkable  advances 
during  the  past  forty  years  in  plastic  surgery  and 
control  of  shock  and  infection  would  enable  such  an 
infant  not  only  to  survive  but  to  have  the  features 
restored  to  practically  normal  outlines.  The  ortho- 
dontist would  supply  proper  dental  fixtures.  Pres- 
ent-daj'^  feeding  mechanisms  would  enable  the  child 
to  maintain  good  nutrition  and  develop  normally  to 
an  older  age  when  operation  could  successfully  be 
performed.  Subsequently,  speech  training  would 


eliminate  the  nasal  type  of  sound.  Such  a child 
can  be  so  rehabilitated  as  to  look,  act,  and  develop 
as  any  other  normal  child.  What  a marvelous 
change  in  less  than  half  a century"  and  so  tvq)ical  of 
many  other  medical  problems!  And,  incidentally, 
the  roads  in  Vermont  have  also  improved  greatly  so 
that  now  the  main  routes  are  second  to  none. 

Ellis  Kellert,  M.D. 

Ellis  Hospital  Laboratory 
Schenectady  8,  New  York 


Comment  on  “A  Plea  for  Conservatism  in  Surgery  for  Breast  Cancer” 


To  the  Editor: 

It  is  very  difficult  to  follow  the  logic  in  the  article, 
“A  Plea  for  Conservatism  in  Surgery  for  Breast 
Cancer,”  by'  Case  in  the  issue  of  September  15,  1960. 
The  arguments  in  the  main  are  based  on  the  per- 
sonal opinion  of  the  author  and  not  on  scientific 
facts.  Personal  opinion  is  notoriously  erroneous. 

Let  us  consider  the  facts  supporting  the  Halsted 
radical  mastectomy.  First,  in  patients  with  cancer 
limited  to  the  breast,  the  fi\e-year  survival  rate  is 
80  per  cent.  Second,  in  cases  with  cancer  confined 
to  the  breast  and  axillary  lymph  nodes,  which  is 
advanced  malignancy,  the  five-year  survival  rate  is 
40  per  cent.  Third,  MeWhirter’s  five-year  survival 
rates  for  simple  mastectomy  and  radiation  are 
wor.se  than  the  larger  .American  series  for  radical 
mastectomies. 


Simple  mastectomy  with  postoperative  radiation 
would  appeal  to  the  surgeon  with  little  training  in 
radical  breast  surgery  performing  the  occasional 
operation  on  the  breast.  Generally  speaking,  on 
the  surgical  services  throughout  America  in  all 
types  of  hospitals,  the  procedure  which  offers  the 
best  chance  for  five-y'ear  survival  from  breast  cancer 
still  is  the  Halsted  radical  mastectomy. 

It  should  be  pointed  out  that  the  viewpoint  for 
conservative  surgery  for  breast  cancer  is  supported 
by  an  extremely  small  number  of  qualified  surgeons. 

William  Trevor,  M.D. 

1 1 8 East  64th  Street 
New  York  21,  New  York 


Reply  by  Author 


To  the  Editor: 

I was  indeed  pleased  to  receive  the  letter  sent  to 
you  by  William  Trevor,  M.D.,  with  reference  to  the 
article  “A  Plea  for  Conservatism  in  Surgery  for 
Breast  Cancer”  in  the  September  15,  1960,  issue  of 
the  New  York  State  Journal  of  Medicine. 

It  is  only  by  the  creation  of  discussion  that  knowl- 
edge can  be  disseminated  about  a controversial  sub- 
ject. This  is  indeed  a controversial  subject  that  has 
received  considerable  attention  by  many  open- 
minded  surgeons  not  only  in  this  country  but 
throughout  the  world.  A careful  survey  of  the 
literature  will  bear  out  this  statement. 

Let  us  consider  the  facts  as  presented  by  Dr. 
Trevor.  First:  The  arguments  as  presented  by  me 
are  the  result  of  personal  experience,  and  not  per- 
sonal opinion,  over  an  extended  period  of  time,  dur- 
ing which  time  I saw  postoperative  results  and 
complications  of  patients  who  had  had  radical  mas- 


tectomies in  various  institutions. 

Second:  In  patients  with  cancer  limited  to  the 
breast  the  five-year  survival  rate  has  been  reported 
as  high  as  91  per  cent  in  those  receiving  the  more 
conservative  therapy.  Moreover,  if  the  cancer  is 
limited  to  the  breast  only  there  seems  to  be  no  need 
for  axillary  dissection. 

Third:  In  considering  the  statistics  of  MeWhirter 
one  must  remember  that  the  series  he  has  reported 
includes  cases  in  all  stages  of  the  disease  and  the 
over-all  five-year  survival  rate  was  as  good  if  not 
better  than  the  rate  of  those  with  the  radical  mastec- 
tomies. Furthermore,  Deaton  in  a survey  of  world 
literature  reported  that  the  survival  rate  following 
simple  mastectomy  was  5 per  cent  higher  than  that 
following  radical  mastectomy. 

Throughout  the  world  there  has  been  a change  in 
the  thinking  about  the  treatment  of  carcinoma  of 
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the  breast.  Again  a careful  survey  of  the  literature 
will  reveal  the  fact  that  more  men  than  ever  before 
are  doing  the  simpler  procedures.  This  is  not 
necessarily  because  of  the  type  of  training  of  these 
surgeons,  because  the  difference  between  doing  a 
complete  and  adequate  simple  mastectomy  and  a 
so-called  radical  mastectomy  is  simply  the  additional 
removal  of  the  pectoral  muscles  and  axillary  con- 
tents. I feel  quite  sure  that  such  an  additional  sur- 
gical maneuver  does  not  require  excessive  ingenuity. 

Then  again  may  I ask  just  what  is  a radical 
mastectomy?  Halsted  himself  changed  his  original 
views  soon  after  he  proposed  the  procedure  that 
bears  his  name.  Today  we  find  some  clinics  even 
extending  the  original  procedure  simply  because 
they  realized  the  inadequacv  of  the  routine  radical 
mastectomy.  Even  with  the  extended  procedures, 


if  one  carefully  reviews  the  lymphatic  spread  of  this 
disease,  all  of  the  possible  areas  of  extension  and  in- 
volvement (nodes)  are  not  eradicated. 

May  I conclude  by  stating  that  the  conservative 
viewpoint  is  supported  by  an  increasing  number  of 
(pialified  open-minded  surgeons  throughout  the 
world  and  that  the  accumulated  reports  are  indeed 
most  gratifying.  It  is  unfortunate  that  no  one 
surgeon  has  had  the  opportunity  to  perform  simple 
mastectomy  on  1,000  cases  of  breast  cancer  for  com- 
parison. Perhaps  then  the  role  of  surgery  in 
malignant  disease  of  the  breast  might  be  outlined 
with  more  clarity  and  conviction. 

'rnoM.\s(;.  C.^si;,  .M.l). 

5W  Park  Avenue 
New  York  21,  New  York 


Comment  on  “Recent  Advances  in  the  Organic  Approach  to  Psychosis” 


To  the  Editor: 

Included  in  the  merits  of  Freedman’s  excellent 
paper  on  “Recent  Advances  in  the  Organic  Ap- 
proach to  Psychosis,”  appearing  in  the  Journal  of 
July  1,  1960,  is  its  criticism  of  research  in  psychiatry 
that  is  carried  on  “without  a specific  hypothesis.” 
In  such  research  an  enormous  number  of  facts  are 
discovered  that  do  not  fit  into  any  general  theory  of 
psychopathology  except  the  presumably  scientific 
one  that  the  solution  sought  will  be  reached  finally 
through  anahdic  procedure.  It  is  remarkable  what 
a vast  amount  of  expensive  and  often  fruitless  re- 
search is  done  in  psychiatry  seemingly  without  con- 
sideration of  this  question  of  orientation. 

The  paper,  however,  does  not  go  so  far  as  to 
touch  on  this  question  explicitly,  but  all  the  phe- 
nomena with  which  it  deals,  except  the  genetic  factor 
manifested  in  heredity,  while  classified  in  it  as 
“biologic”  are  discovered  or  treated  by  the  re- 
searchers analytically.  The  paper  deals  particu- 
larly with  the  “Biologic  Basis  of  Schizophrenia.” 
This  subtitle  suggests  that  we  should  expect  a dis- 
cussion of  vital  biologic  processes  that  are  symthetic 
in  the  sense  of  that  term  as  it  applies  to  embryology, 
ontogenic  development,  regenerative  activity,  and 
the  instinctual  nature  of  the  individual  that  emerges 
out  of  the  whole  genetic  process.  Essentially,  biol- 
ogy is  the  science  of  life  as  a progressive,  construc- 
tive, integrative  movement,  the  principle  of  which  is 


still  unknown.  It  is  valid  and  relevant  to  ask,  there- 
fore, what  assurance  a researcher  can  have  who  dis- 
sects or  decomposes  a devitalized  part  or  substance 
of  a dead  or  dying  or  even  normally  living  organism, 
that  his  analysis  is  thus  tracing  in  reverse  the  design 
followed  by  the  biogenic  process  that  created  the 
organism?  What  assurance  can  he  have  that  when 
he  recomposes  his  findings  into  a synthesis  the  struc- 
ture he  thus  contrives  is  identical  with  what  the  l>i- 
ogenic  process  originally  created? 

If  there  is  an  authentic  subdivision  of  biology  that 
deals  with  the  disintegration  that  we  see  in  the 
dead  and  dying  and  normally  living,  physiology,  with 
its  concern  about  such  matters  as  organic  chemistry, 
toxic  factors,  humoral  substances,  and  metabolism 
belongs  in  that  subdivision.  Such  phenomena  of 
the  organism  are  studied  in  either  functional  or 
material  detachment  from  the  biologic  system  in 
toto  of  which  they  are  dependent  parts.  On  the 
other  hand,  all  physiologic  processes  in  the  living 
healthy'  organism  are  coordinated  by  some  unifying 
agency  that  is  disordered  in  a psy'chosis  like  schizo- 
phrenia. And  comparatively'  little  is  known  yet  as 
to  what  phy'siologic  changes  could  be  the  result, 
rather  than  the  cause,  of  such  a psychosis. 

Joseph  H.  Toomey,  M.l). 

5424  .\rlington  Avenue 
New  York  71,  New  York 
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“H”  in  the  Battle  Against  Old  Age.  A Dramatic 
New  Use  for  Novacain?  By  Henry  Marx.  Octavo 
of  207  pages,  illustrated.  New  York,  Plenum  Press, 
Inc.,  1960.  Cloth,  $4.95. 

From  time  immemorial,  when  man  came  to 
realize  the  significance  of  youth,  old  age,  and 
death  he  was  forever  in  search  of  the  fountain  of 
youth;  nay,  even  immortality. 

With  the  dawn  of  civilization  and  the  advent  of 
science,  the  quest  for  the  fountain  of  youth  was 
forsaken;  and  instead  we  have  been  searching  for 
a method  of  rejuvenation.  This  book  describes 
research  and  work  in  that  direction. 

The  author  was  for  many  years  a journalist,  but 
in  the  past  ten  years  has  specialized  in  medical 
writing  for  magazines  and  newspapers.  He  is  at 
present  medical  editor  of  the  New  York  German- 
language  Staats-Zeitung  und  Herald,  and  American 
correspondent  of  the  German  medical  journal, 
Aerztliche  Praxis.  The  book  is  a factual  report 
of  the  history  and  use  of  Hs,  a solution  of  buffered 
procaine,  for  diseases  incident  to  old  age,  and  par- 
ticularly in  the  research  and  its  use  by  Professor 
Anna  Aslan  in  the  Institute  of  Geriatrics  in  Bu- 
charest, Roumania.  Twelve  case  histories  are  in- 
cluded with  all  the  scientific  findings  and  descrip- 
tions of  the  great  improvement  of  many,  and  mi- 
raculous cures  in  others.  Included  also  are  photo- 
graphs with  “before”  and  “after”  poses  of  some  of 
the  patients,  supplied  by  Professor  Anna  Aslan.  We 
all  know  how  deceptive  photographs  can  be. 

Henry  Marx  wrote  this  book  for  the  intelligent 
layman,  and  it  is  a fairly  unbiased  report  of  the  work 
being  done  in  Roumania  and  Russia.  Appended  is 
a glossary  of  medical  terms  and  a list  of  references. 

This  is  not  the  place  to  discuss  the  merits  of  pro- 
caine therapy  in  old  age  for  the  amelioration  or  cure 
of  the  various  diseases  which  old  age  is  heir  to, 
except  to  say  that  there  are  too  many  pitfalls  in 
the  evaluation  of  the  results.  Undoubtedly  these 
problems  will  be  discussed  at  great  length  at  the 
White  House  Conference  on  Aging  in  1961. 

The  book  is  well  written  and  will  certainly 
appeal  to  the  laity.  The  use  of  the  symbol  “Ha” 
instead  of  novocain,  or  the  generic  term  procaine, 
and  the  use  of  the  word  “rejuvenation”  is,  to  say 
the  least,  uncalled  for.  It  smacks  of  sensationalism, 
as  if  this  were  a new  discovery  promising  miracles 
for  people  of  advanced  age. 

Physicians  who  are  not  acquainted  with  this  form 


of  therapy  will  find  the  book  interesting  as  an 
introduction  to  further  reading  of  medical  literature 
on  this  subject. — Jacob  Halperin 

A Bibliography  of  Internal  Medicine — Selected 
Diseases.  By  Arthur  L.  Bloomfield,  M.D.  Octavo 
of  312  pages.  Chicago,  The  University  of  Chicago 
Press,  1960.  Cloth,  $6.00. 

The  author  attempts  to  establish  an  annotated 
review  of  the  literature  from  the  earliest  writings 
on  selected  subjects  to  approximately  1955.  This 
book  is  extremely  useful  to  the  student  and  scholar 
or,  more  particularly,  to  the  interested  physician. 

The  subjects  selected  and  the  coverage  thereof  is 
necessarily  limited  in  order  to  fit  within  the  312 
pages  of  the  book.  However,  the  subjects  covered 
are  those  of  most  common  interest.  Anyone  writ- 
ing a paper  which  touches  on  the  selected  subjects 
might  well  find  this  book  profitable  in  establishing 
leads  to  a more  extensive  bibliography.  In  many 
cases  it  might  conceivably  supply  all  the  necessary 
bibliographic  data. 

It  is  a useful  reference  book. — Theodore  M. 
Feinblatt 

Recent  Advances  in  Surgery.  Edited  by  Selwyn 
Taylor,  M.D.  Fifth  edition.  Octavo  of  500  pages, 
illustrated.  Boston,  Little,  Brown  and  Company, 
1959.  Cloth,  $13. 

Recent  Advances  in  Surgery,  compiled  and  writ- 
ten by  28  surgeons  and  edited  most  efficiently  by 
Selwyn  Taylor,  M.D.,  once  again  has  proved  to  be  a 
welcome  visitor  to  these  shores.  Approximately 
every  five  years,  a group  of  leading  British  surgeons 
summarize  the  important  new  advances  in  surgical 
thinking  and  technics,  and  record  them  in  a style 
which  is  nothing  short  of  pleasurable  to  read. 

Although  it  is  a task  beyond  the  ability  of  any 
editor  to  report  fully  on  all  of  the  recent  progress 
in  surgery,  Taylor  has  covered  the  field  remarkably 
well.  This  book  perhaps  has  the  advantage  over 
its  American  counterpart.  The  Yearbook  of  Surgery, 
in  that  it  is  published  but  once  in  five  3'ears.  The 
authors  can  thus  gain  more  objectivity  in  judging 
new  approaches  and  can  write  mainly  of  those 
accomplishments  which  have  survived  the  disil- 
lusionment which  so  often  follows  initial  enthu- 
siasms. 

This  book  would  seem  to  be  of  greatest  value  to 
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the  surgeon  who  limits  most  of  his  reading  to  his 
own  particular  specialty  and  who,  therefore,  is 
not  up  to  date  on  the  lah'st  developments  in  allieil 
fields.  Thus,  the  urologist  cati  quicklj'  learn  what 
is  new  in  the  surgical  treatment  of  mitral  stenosis 
and  the  cardiac  surgeon  may  discover  the  value  of 
the  Anderson-Hyiies  op(‘ration  for  hydronephrosis. 
But  to  all  surgeons,  this  500-page  compilation  will 
serve  as  an  excellent  refresher  course  and  will 
demonstrate  once  again,  the  superlative  powers  of 
communication  possessed  by  our  British  colleagues. 
— Robert  E.  Rothenberg 


Science  and  Psychoanalysis.  Volume  III.  Psy- 
choanalysis and  Human  Values.  Edited  by  Jules 
H.  Masserman,  M.D.  Octavo  of  377  pages,  illus- 
trated. New  York,  Grime  & Stratton,  19G0. 
Cloth,  $11. 

The  present  volume  consists  of  papers  presented 
at  the  1959  meeting  of  The  Academy  of  Psychoanaly- 
sis. This  is  Volume  III  in  the  Academy’s  series  of 
“Science  and  Psychoanalysis”  and,  as  I noted  in 
my  review  of  Volume  I,  the  Academy  is  an  out- 
growth of  an  attempt  to  enlarge  our  vista  of  human 
liehavior  rather  than  restrict  ourselves  “to  the 
narrow  confines  of  Freudian  psychology  as  it  is 
practiced  today.” 

The  3 volumes  have  done  much  to  communicate 
the  thinking  of  the  Academy  to  all  who  are  interested 
in  this  broader  concept  of  psychoanalysis.  Ana- 
lysts and  scientists  in  other  fields  have  taken  part  in 
the  presentation  and  discussion  of  papers. 

There  were  approximately  50  participants  in  the 
proceedings  of  the  meeting  and  a vast  variety  of 
subjects  was  presented.  Among  these  were  a 
reevaluation  of  the  relationship  between  therapist 
and  patient,  present-day  assessments  of  psycho- 
analysis, evaluation  of  psychoanalysis  as  therapy 
and  clinical  studies  on  such  subjects  as  depression, 
hypnosis,  and  psychosexual  development. 

Those  who  are  interested  in  the  concepts  of 
therapy  as  put  forth  by  The  Academy  of  Psycho- 
analysis will  find  much  of  value  in  these  volumes. — 
Joseph  L.  Abramson 


Doctor  in  Bolivia.  By  H.  Eric  Mautner,  M.D. 
Octavo  of  331  pages.  Philadelphia,  Chilton  Com- 
pany, 1960.  Cloth,  $5.95. 

The  machinations  of  the  German  Nazi  regime 
have  profoundly  altered  the  course  of  life  of  many 
of  the  survivors  of  its  terror.  The  same  cruelties 
which  brought  death  or  displacement  to  so  many  of 
its  victims  have  opened  the  way  for  a few  to  a 
better  future  than  would  normally  have  been  ex- 
pected. It  is  the  privilege  of  this  reviewer  both  to 
have  known  the  author  for  many  years  and  to  have 


visited  the  areas  in  which  the  story  is  set.  By  no 
means  have  the  climatic  conditions  or  the  native 
customs  been  exaggerated.  At  times  the  book 
presents  some  rather  adult  reading,  but  this  in  no 
way  detracts  from  its  fascination  and  charm.  The 
adventures  of  the  Doctor  in  Bolivia  are  truly  aston- 
ishing, but  the  reader  must  decide  whether  the 
plane  of  civilization  is  not  actually  higher  in  the 
backward  countryside  than  it  was  in  the  enlightened 
land  whence  the  writer  was  forced  to  flee.  This  is 
indeed  a book  which  it  is  difficult  to  put  down  once 
it  is  started,  and  it  may  well  be  recommended  for 
most  entertaining  and  instructive  reading. — Jerome 
Weiss 

Fundamentals  of  Clinical  Hematology.  By  Byrd 
S.  Leavell,  M.D.,  and  Oscar  A.  Thorup,  Jr.,  M.D. 
Quarto  of  503  pages,  illustrated.  Philadeliihia, 
W.  B.  Saunders  Company,  1960.  Cloth,  $10. 

This  work  is  admirably  suited  not  only  to  the 
needs  of  the  tjTO  in  hematolog>-  but  also  to  the 
clinically  astute  practitioner. 

Special  commendation  must  be  given  the  authors 
for  their  teaching  acumen  as  depicted  in  the  “il- 
lustrative cases”  that  accompany  each  hematologic 
entity. 

This  reviewer  feels  that  not  enough  emphasis  has 
been  given  to  lymph  node  aspiration  or  spleen 
aspiration  which  have  come  to  assume  such  an 
integral  part  of  modern  hematology. 

This  volume  was  read  with  great  pleasure  be- 
cause of  its  easy  readability  and  comprehensiveness. 
It  deserves  a high  place  in  the  roster  of  hematology 
textbooks. — Maurice  Morrison 

Electrophysiology  of  the  Heart.  By  Brian  F. 
Hoffman,  M.D.,  and  Paul  F.  Cranefield,  Ph.D. 
Octavo  of  323  pages,  illustrated.  New  York, 
The  Blakiston  Division,  McGraw-IIill  Book  Com- 
pany, Inc.,  1960.  Cloth,  $12.50. 

Hoffman  and  Cranefield  of  the  Department  of 
Physiology  at  the  State  University  of  New  York 
Down  State  Medical  Center  have  for  some  time  been 
doing  important  investigation  in  the  field  of  the 
electrophysiologj'  of  the  heart.  In  this  volume  they 
summarize  our  available  knowledge  and  add  much 
new  material  of  their  own  in  this  interesting  and 
rapidly  developing  branch  of  medicine.  Although 
the  last  word  on  this  topic  is  far  from  in,  the  se- 
quence of  activation  of  the  heart  is  brilliantly  illu- 
minated in  their  work. 

The  book  will  be  read  avidly  by  the  physiologist. 
It  also  would  seem  to  me  to  be  an  important  acqui.si- 
tion  for  the  library  of  any  cardiologist  or  any  in- 
ternist with  an  interest  in  heart  disease.  The 
reading  will  not  always  be  ea.sy  for  nonsjiecialists 
but  will  always  he  rewarding. — Milton  Plotz 
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Epilepsy  and  Related  Disorders.  Two  volumes. 
By  William  Gordon  Lennox,  M.D.,  with  the  col- 
laboration of  Margaret  A.  Lennox,  M.D.  Octavo 
of  1,168  pages,  illustrated.  Boston,  Little,  Brown 
and  Company,  1960.  Cloth,  $13.50. 

The  senior  author  of  these  two  volumes  has  de- 
voted his  hfetime  to  the  problem  of  what  some  call 
epilepsy  and  others  just  convulsive  disorders.  He 
has  made  important  contributions  in  this  field  and 
his  recent  death  is  a great  loss  to  the  professional 
community.  With  his  daughter  he  has  produced 
this  main  work  of  his  fife  into  which  he  has  crowded 
all  ideas  that  man  has  entertained  about  epilepsy 
from  the  ancient  to  the  modern  times  concerning 
concepts  about  the  nature,  cause,  treatment, 
medico-legal,  and  social  and  psychologic  aspects  of 
this  disorder.  This  is  not  all,  however:  The 

author  has  digested,  classified,  and  evaluated  all 
these  assorted  opinions  and  attitudes,  he  has  com- 
pared them  with  his  own  experience  and  in  the  light 
of  the  modern  discoveries  in  this  field  he  has  at- 
tempted to  give  a unified  concept  of  epilepsy  and 
related  disorders.  The  main  and  the  most  desirable 
feature  of  this  book  lies  in  this  personal  contribution 
of  the  senior  author.  This  is  therefore  not  only  a 
good  reference  book  but  also  a record  of  a chnician’s 
mind,  his  opinion,  and  his  philosophy.  It  will  not 
only  inform  but  will  also  entertain.  Surely  one 
cannot  ask  for  more.  In  addition  it  is  a real 
bargain  for  the  price. — L.  P.  Hinterbuchner 


Professional  School  Psychology.  Edited  by 
Monroe  G.  Gottsegen,  Ph.D.,  and  Gloria  B.  Gott- 
segn,  M.A.  Octavo  of  292  pages.  New  York, 
Grune  <fe  Stratton,  1960.  Cloth,  $7.75. 

The  authors  are  uniquely  qualified  to  edit  this 
much  needed  volume  since  they  are  highly  qualified 
p.sychologists  with  wide  experience  in  child  ther- 
apy and  school  psychology.  The  24  contributors 
are  mostly  psychologists  of  Ph.D.  stature  although 
6 are  M.D.’s.  working  in  child  guidance,  mental 
health,  or  teaching  child  psychiatry. 

This  volume  was  primaril}'  written  for  school 
ps5'chologists  and  graduate  students  with  emphasis 
upon  discussion  and  evaluation  of  current  problems 
in  the  field.  A perspective  for  future  functioning 
is  enriched  by  the  contributions  of  many  experts 
who  relate  their  special  disciplines  of  education, 
psychiatry,  clinical  psychology,  and  sociology  to  the 
totality  of  the  subject. 

The  contents  are  divided  into  four  parts:  (1)  “The 
School  and  the  Community”;  (2)  “Psychological 
Skills  and  Techniques”;  (3)  “Adjustment  Problems 
of  the  Major  Deviant  Groups  of  Children”; 
and  (4)  “Looking  Ahead,”  in  which  research  in 
school  psychology  points  up  how  the  future  of 
this  special  discipline  might  better  solve  current 


problems  and  responsibilities  through  more  de- 
finitive knowledge  and  “techniques”  for  manage- 
ment of  school-age  children  with  varying  degrees 
of  intelligence,  aptitude,  emotional  stability,  and 
social  maturity.  The  gifted,  neurotic,  delinquent, 
and  border-line  child  and  their  problems  are  ablj' 
envisaged  and  means  discussed  to  further  their 
peculiar  needs.  Throughout,  emphasis  is  placed 
upon  wholesome  social  integration  in  keeping  with 
his  optimum  potentialities. 

This  book  is  well  organized,  with  references  ap- 
pended to  each  chapter,  and  also  a name  and  subject 
index  which  adds  to  its  uses  not  only  to  the  school 
psychologist  but  also  to  all  physicians  who  are 
bent  upon  becoming  better  acquainted  with  our 
Nation’s  most  precious  assets,  our  children. — 
Frederick  L.  Patry. 

Viral  Infections  of  Infancy  and  Childhood.  A 
Symposium  of  the  Section  on  Microbiology,  The 
New  York  Academy  of  Medicine.  Edited  by 
Harry  M.  Rose,  M.D.  Octavo  of  244  pages, 
illustrated.  New  York,  A Hoeber-Harper  Book, 
1960.  Cloth,  .$8.00. 

This  should  prove  a most  fruitful  book.  It  en- 
deavors to  supply  the  general  practitioner  and  the 
pediatrician  with  a short  but  relatively  complete 
up-to-the-minute  synopsis  of  the  progress  in  the 
basic  science  of  virology  as  applied  to  the  diagnosis 
and  to  the  prophylactic  treatment  of  the  most  wide- 
spread respiratory,  neurologic,  and  enteric  virus 
diseases  of  infancy  and  childhood. 

Busy  practitioners  as  a matter  of  conservation  of 
time  are  elective  readers,  gathering  a bit  of  knowl- 
edge here  and  there  but  seldom  having  the  oppor- 
tunity to  tie  the  fragments  together  in  such  a way 
as  to  get  a satisfying  solid  grasp  of  the  whole  subject. 

In  the  field  of  viral  infections  of  infancy  and  child- 
hood Dr.  Rose  now  affords  such  an  opportunify^ 
He  had  edited  the  presentations  of  34  separate  ex- 
perts in  the  field  of  virology  who  were  contributors 
to  a symposium  of  the  section  of  microbiologj'  of  the 
New  York  Academy  of  Medicine  so  as  to  focus  upon 
the  elucidation  of  these  diseases. 

The  chapters  upon  the  isolation  of  and  infectivity 
of  the  ribonucleic  acids  of  certain  viruses;  upon 
the  unanticipated  pecularities  of  the  varicella- 
herpes  zoster  viruses;  upon  the  possibilities  of 
double  disaster  from  a simultaneous  infection  with 
polio  and  echo  virus;  the  progress  in  the  prophylac- 
tic treatment  against  virus  influenza,  measles,  and 
hepatitis  affords  fascinating  reading. 

The  book  is  short,  well  illustrated ; the  exposition 
is  clearcut  and  there  are  many  helpful  tables  and 
graphs. — Kenneth  G.  Jennings 

The  Mentally  Retarded  in  Society.  By  Stanley 
Powell  Davies,  Ph.D.,  with  the  collaboration  of 
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Katharine  G.  Ecob.  Octavo  of  248  pages.  New 
York,  Columbia  University  Press,  1959.  Cloth, 
S5.50. 

This  is  a splendid  study  of  the  mental  defective’s 
position  in  society.  It  delineates  the  struggle  there 
has  been  to  get  society  to  be  more  realistic  and 
humane  in  the  handling  of  these  people. 

Since  these  unfortunates  are  always  with  us,  it  is 
necessary  for  all  doctors  and  intelligent  layman  to 
read  this  book.  The  facts  are  clearly  and  interest- 
ingly presented.  Mistaken  conceptions  of  the 
past  are  corrected.  Evidence  of  good  social  and 
vocational  adjustment  on  the  part  of  the  defective 
is  amply  documented.  The  frequent  poor  judg- 
ment, incomplete  knowledge,  prejudice,  and  cruel 
neglect  on  the  part  of  the  normal  society  is  evident. 

A reading  of  this  work  will  help  all  in  the  solution 
of  the  many  problems  of  the  retarded  in  society. — 
Arthur  J.  Lapovsky 


Principles  of  Human  Genetics.  By  Curt  Stern, 
Ph.D.  Second  edition.  Octavo  of  753  pages, 
illustrated.  San  Francisco,  W.  H.  Freeman  and 
Company,  1960.  Cloth,  .$9.50. 

The  first  edition  of  this  book  was  published  in 
1949,  and  was  immediately  recognized  as  a classic. 
No  other  work  approaches  it  as  an  authoritative 
source  of  information  on  human  heredity.  It  is  a 
penetrating,  stimulating,  clearly  written,  and 
thorough  presentation.  Nevertheless,  it  presup- 
poses no  prior  knowledge  of  the  subject  from  the 
reader,  so  that  even  a beginner  can  read  it  with 
profit  and  understanding.  Moreover,  it  is  so 
comprehensive  that  no  worker  in  the  field,  no 
matter  how  far  advanced,  can  afford  to  be  without 
it.  Since  the  book  deals  primarily  with  principles, 
the  illustrative  material  included  was  selected  with 
a view  to  clarifying  particular  issues,  and  the  author’s 
intention  was  not  to  present  everything  that  is 
known  about  human  heredity.  In  fact,  when 
suitable  examples  are  not  available  for  man,  illus- 
trative material  is  cited  from  observations  on 
lower  animals.  Those  who  require  specific  infor- 
mation concerning  particular  diseases  may  there- 
fore often  find  it  necessary  to  consult  other  sources 
in  addition.  The  great  value  of  this  book  lies  in 
its  clear  presentation  of  basic  principles,  so  that 
readers  who  study  the  contents  will  derive  a pro- 
found understanding  of  the  subject  which  cannot 
be  acquired  from  any  other  source. 

The  second  edition  of  Curt  Stern’s  book,  there- 
fore, has  been  eagerly  awaited,  and  will  undoubtedly 
receive  the  same  enthusiastic  reception  as  the  first 
edition.  The  book  has  been  expanded  from  617 
pages  to  753  pages  in  order  to  iticlude  new  informa- 
tion acquired  during  the  past  decade,  and  much 
of  the  remainder  of  the  book  has  been  completely 


rewritten.  Thus,  the  second  edition  is  superior  to 
the  first,  although  the  excellence  of  the  original 
was  such  that  further  improvement  might  have 
been  deemed  impossible.  Subjects  which  are 
poorly  treated  in  other  works  of  this  nature  are 
presented  authoritatively  and  clearly,  notably, 
chapter  11  on  “Multiple  Alleles  and  the  Blood 
Groups.”  The  author’s  penetrating  analysis  of  the 
difference  between  Wiener’s  and  Fisher  and  Race’s 
concept  of  Rh-Hr  serology  and  genetics  is  almost 
unique  for  a textbook.  With  a book  of  such  excel- 
lence one  is  reluctant  to  write  anything  that  might 
be  construed  as  adverse  criticism.  However,  the 
reviewer  does  find  it  necessary  to  mention  that  there 
are  three  pages  which  could  very  well  have  been 
omitted  (pages  623  to  626),  which  deal  with  the 
A-B-0  blood  groups  and  disease,  a subject  which 
has  received  considerable  notoriety  in  current  blood 
group  literature  but  which  has  been  shown  to  be 
nothing  but  m}'thology. 

Summarizing,  this  book  is  highly  recommended 
not  only  as  an  introduction  to  the  subject,  but  as  a 
comprehensive  textbook  of  principles  that  all 
workers  in  the  field  must  have  not  merely  for  refer- 
ence, but  to  read  and  reread  in  order  to  master 
thoroughly  its  contents. — A.  S.  Wienkr 

Psychotherapists  in  Action.  By  Hans  H.  Strupp, 
Ph.D.  Octavo  of  338  pages,  illustrated.  New 
York,  Grune  & Stratton,  1960.  Cloth,  $8.75. 

The  author  is  a member  of  the  Department  of 
Psychiatry,  School  of  Medicine,  University  of 
North  Carolina,  Chapel  Hill,  who  reveals  the  results 
of  several  years  of  his  investigation  of  the  operations 
of  psychotherapists.  These  explorations  are  basi- 
cally seen  through  psychoanalytic  perspective  and 
evaluation.  Many  psychotherapists  collaborated 
in  providing  data  which  the  author  nimbly  analyzes, 
evaluates,  and  throws  light  on  the  therapists’ 
contribution  to  the  treatment  process. 

The  contents  are  divided  into  four  parts  which 
delineate  description  of  the  investigation  and  dis- 
cussion of  the  implications;  statistical  trends  evolv- 
ing from  the  records  of  40  psychotherapists;  a 
system  for  the  comparative  analysis  of  therapists’ 
communications,  and  two  applications  to  therapeutic 
interviews;  and  attempts  to  formulate  future  re- 
search in  the  light  of  work  to  date. 

There  is  no  doubt  of  the  need  of  this  volume,  but 
its  usefulness  will  be  largely  to  practicing  psycho- 
therapists, especially  psychiatrists  and  clinical 
psychologists  who  have  an  heuristic  bent  in  further- 
ing their  effectiveness. — Frederick  L.  Patry 

Functional  Anatomy  of  the  Limbs  and  Back. 
By  W.  Henry  Hollinshead,  Ph.D.  Second  edition. 
Octavo  of  403  pages,  illustrated.  Philadelphia. 
W.  B.  Saunders  Company,  1960.  Cloth,  $9.00. 
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This  edition  is  an  extremely  useful  and  readable 
presentation  of  the  anatomy  and  functions  of  muscles 
and  body  motions.  It  is  divided  into  five  parts. 
In  the  first  part  the  author  discusses  anatomic 
terminology,  the  tissues  of  the  body,  and  the  organ 
systems.  Sections  2,  3,  and  4 present  the  anatomy 
and  functional  use  of  the  muscles  of  the  upper  and 
lower  extremities  and  the  back  and,  finally,  in  section 
5 the  author  briefly  presents  the  significant  ana- 
tomic, neurologic,  and  muscular  structures  of  the 
head,  neck,  thorax,  and  abdomen.  The  text  is 
profusely  illustrated  with  diagrams,  sketches,  and 
charts.  The  physiology  and  the  neurology  of  the 
described  anatomic  structures  are  adequately  in- 
corporated in  the  text,  thus  a student  of  kinesiology 
has  presented  the  entire  clinical  picture  of  smooth 
and  normal  body  motion.  This  is  one  of  the  best 
and  most  concise  texts  that  has  ever  been  presented 
to  the  medical  profession  on  the  subject  of  functional 
anatomy  and  kinesiology.  It  is  highly  recommended 
to  physiatrists,  orthopedists,  traumatic  surgeons, 
neurologists,  students  of  physical  and  occupational 
therapy,  and  medical  students. — S.  G.  Feuer 

Neoplasms  of  Bone  and  Related  Conditions. 
By  Bradley  L.  Coley,  M.D.  Second  edition. 
Quarto  of  863  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  Inc.,  1960.  Cloth,  130. 

Dr.  Cole}^’s  role  in  the  subject  of  bone  tumors, 
their  diagnosis  and  treatment  is  too  well  known  to 
require  comment.  At  Memorial  Hospital,  where 
he  has  been  an  attending  surgeon  for  many  years, 
and  at  the  Hospital  for  Special  Surgery  he  has 
had  access  to  an  extraordinary  amount  of  clinical 
material . 

As  in  the  first  edition,  the  emphasis  here  is  es- 
sentially on  the  clinical  aspects,  particularly  diag- 
nosis, therapeutic  indications  and  technics,  and 
results  of  treatment.  There  are  abundant  illus- 
trations of  excollc!it  quality,  e.ssential  in  a book  of 
this  nature,  with  an  up-to-date  bibliography.  An 
important  section  deals  with  the  relationship  of 
trauma  to  bone  tumors  and  its  medicolegal  a.spects. 
The  advancement  of  therapy,  with  particular  ref- 
erence to  more  extensive  surgical  procedures,  such 
as  hemipelvectomy,  bone  bank  replacement  of  lost 
tissues,  and  prosthetic  appliances,  is  thoroughly 
evaluated. 

The  book  is  of  particular  value  as  a reference  text 
for  orthopedic  surgeons  and  oncologists  as  well  as 
for  the  radiologist  and  the  general  surgeon  who 
undertake  to  handle  tumors.  It  is  the  author’s 
hope  and  the  reviewer’s  impression  that  familiarity 
with  this  text  will  lead  to  earlier  diagno.sis  and 
eventually  to  better  prognosis.  This,  after  all,  is 
every  doctor’s  goal. — Max  S.  Rabinowitz 

Typical  Gynecologic  Operations,  with  Special 


Consideration  of  Technical  Advantages.  By  Dr. 

Siegfried  Tapfer.  Translated  by  L.  M.  Szamek, 
M.D.  Octavo  of  81  pages,  illustrated.  Phila- 
delphia, J.  B.  Lippincott  Compari}-,  1960.  Cloth, 
$9.00. 

This  small  volume  gives  an  excellent  description 
of  the  author’s  technic  as  he  describes  nine  gyneco- 
logic procedures. 

The  illustrations  are  excellent  and  easy  to  follow. 
The  descriptions  indicate  the  author’s  extensive 
surgical  experience  and  his  comments  point  up  a 
very  painstaking  and  careful  technic. 

The  description  of  the  Fothergill  procedure  and  the 
radical  abdominal  hysterectomy  are  especially 
good.  Some  will  be  surprised  to  learn  that  pelvic 
lymph  node  dissection  is  not  done  routinely  as  part 
of  the  radical  hysterectomy.  The  author  feels 
it  is  not  necessary. 

This  book  is  recommended  to  the  specialist. — - 
Robert  E.  Gordon 

Intra-osseous  Venography.  By  Robert  A.  Scho- 
binger,  M.D.  Duodecimo  of  243  pages,  illustrated. 
New  York,  Crime  & Stratton,  1960.  Cloth,  $14.50. 

The  author  has  investigated  the  value  of  intra- 
osseous venography,  which  procedure  is  discussed 
in  15  distinct  bone  injection  sites  in  man.  Each 
chapter  demonstrated  the  technic,  contains  line 
drawings  of  the  theoretic  result,  and  the  x-ray 
appearance  following  injection.  The  clinical  ap- 
plication for  each  site  of  injection  is  di.scussed.  The 
value  and  the  indications  of  th(^  various  procedures 
are  demonstrated,  showing  many  normal  appear- 
ances and  a certain  number  of  abnormal  findings. 

This  is  a complete  source  book  for  a procedure 
which,  while  not  very  jiopular  at  pre.sent.,  may  be- 
come more  valuable  as  a diagnostic  procedure  in 
the  future. — Emanuel  Mendelson 

Fractures,  Dislocations  and  Sprains.  By  Philip 
Wiles,  M.S.  Octavo  of  67  pages,  illustrated. 
Boston,  Little,  Brown  and  Company,  1960.  Cloth, 
$7.50. 

This  text,  by  an  outstanding  British  orthopedic 
surgeon,  represents  an  extraordinary  achievement 
in  brevity  and  clarity  on  a most  important  branch 
of  surger}L  The  plan  of  the  book  follows  a series 
of  large,  hand  printed  display  cards  which  were 
prepared  in  the  Orthopedic  and  Fracture  Depart- 
ment of  the  Middlesex  Hospital.  These  have  now- 
been  incorporated  into  a single  volume  which  covers 
the  entire  subject  in  well-illustrated  outline  form. 

Following  an  introductory  sheet  describing  the 
principles  in  the  healing  of  fractures,  there  is  a 
practical  and  modern  classification.  General  princi- 
ples of  treatment,  rehabilitation,  and  complications 
and  individual  regional  problems  are  then  dis- 
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cussed.  Each  area  is  subjected  to  painstaking 
analysis  in  diagnosis;  and  appropriate  treatment, 
conservative  and  operative  with  indications  for 
each  tabulated. 

This  reviewer’s  enthusiasm  would  lead  him  to 
prescribe  the  book  as  an  essential  component  of 
every  student’s  surgical  library,  as  well  as  a guide 
for  orthopedic  surgeons  and  teachers  of  traumatic 
surgery.  It  is  many  years  since  we  have  been  so 
favorably  impressed  by  a new  te.xt  on  fractures. — 
Max  S.  Rabinowitz 

The  Ego  in  Love  and  Sexuality.  By  Edrita 
Fried,  Ph.D.  Octavo  of  296  pages.  New  York, 
Grune  & Stratton,  1960.  Cloth,  $5.50. 

The  author  is  a senior  supervisor,  Postgraduate 
Center  for  Psychotherapy,  and  as  such  has  had 
many  years  of  experience  in  psj'choanalytic  tech- 
nic and  theory.  For  a long  time  her  especial 
interest  has  been  in  the  study  of  the  structure  of 
the  ego  and  how  it  operates  in  the  sphere  of  love 
and  sexuality.  This  book  is  the  outgrowth  of 
her  studies. 

One  would  assume  that  the  structure  of  the  ego, 
which  plays  such  a fundamental  role  in  the  develop- 
ment of  the  individual,  would  have  been  sufficiently 
studied,  but  intimate  and  more  definitive  knowlege 
of  it  is  still  lacking,  even  in  such  a small  segment  of 
it  as  its  relation  to  love  and  sexuality. 

The  author  has  presented  a penetrating,  provoca- 
tive and  interesting  evaluation  of  the  subject, 
opening  up  new  vistas  in  the  psychodynamics  of  the 
ego.  One  may  quarrel  with  some  of  the  statements 
made  by  the  author,  but  there  is  much  of  value  in 
the  book,  and  it  can  readily  be  recommended  to 
those  who  seek  a fresh  viewpoint  on  the  subject. — 
Joseph  L.  Abramson 

Advances  in  Pediatrics.  Volume  XL  Edited  by 
S.  Z.  Levine,  M.D.  Octavo  of  285  pages,  illustrated. 
Chicago,  Year  Book  Publishers,  Inc.,  1960.  Cloth, 
$9.00. 

This  volume  contains  six  important  and  timely 
monographs  written  exceedingly  well  by  outstanding 
authorities. 

Space  does  not  permit  a review  of  each  of  the 
parts  and  it  really  is  not  fair  to  select  any  for  com- 
ment because  they  are  all  excellent.  Succinct  and 
interesting  summaries  and  conclusions  appear  after 
each,  which  in  turn  are  followed  by  lengthy  lists  of 
references. 

This  volume  should  be  read  not  only  by  pedia- 
tricians, medical  students,  and  internists,  but  also 
by  all  specialists  who  have  any  association  with 
children. — Samuel  K.  Levy 

Readings  in  Psychoanalytic  Psychology.  Edited 


by  Morton  Levitt,  Ph.D.  Octavo  of  413  pages, 
illustrated.  New  York,  Appleton-Century-Crofts, 
Inc.,  1959.  Cloth,  $8.50. 

The  papers  in  this  book  are  contributions  bj'’ 
various  authors,  some  apparentl}^  written  expressly 
for  the  volume,  but  most  are  reprints  of  articles 
published  elsewhere  in  the  late  1950’s.  They  are 
not  for  the  beginner  but  the  more  advanced  student 
will  find  a great  deal  to  stimulate  further  thinking 
and  investigation. 

The  essay  on  “Freud  and  Literature’’  by  Trilling 
is  brilliant  writing  on  psychoanalysis  in  literature. 
Szasz,  in  a chapter,  “Psychoanalysis  and  Medicine,’’ 
tackles  knotty  problems  in  psj^chosomatic  medicine, 
the  relationship  of  psychotherapy  to  psj'chiatry, 
and  medicine  generally. 

Herman  Nunberg  evaluates  the  results  of  psy- 
choanalytic treatment.  He  denies  that  there  are 
any^  other  psychotherapeutic  methods  than  psy- 
choanalysis. He  gives  various  factors  which  in- 
fluence the  patient’s  response  to  treatment  as  well 
as  the  difficulties  in  setting  criteria  for  cure. 

Glover  gives  us  a complex  chapter  on  classifica- 
tion with  the  fundamental  mechanisms  operating 
to  produce  the  various  disorders. 

Twenty  other  authors  cover  different  facets  of 
the  subject.  The  editor  contributes  two  chapters 
and  gives  an  introductory  paragraph  to  each  of  the 
other  essay's. 

The  book  should  be  critically  studied  by'  all 
students  interested  in  the  field. — Arthur  J. 
Lapovsicy 


Psychoanalytic  Education  in  the  United  States. 
By'  Bertram  D.  Lewin,  M.D.,  and  Helen  Ross. 
Octavo  of  478  pages,  illustrated.  New  York, 
W.  W.  Norton  & Company',  Inc.,  1960.  Cloth, 
$10. 

This  comprehensive  volume  of  psy'choanaly'tic 
growth,  development,  organization,  educational, 
and  clinical  methodology,  is  the  upshot  of  three 
years  of  fine-tooth  combing  every'  significant  phase 
of  the  subject. 

The  senior  author,  Bertram  D.  Lewin,  M.D.,  a 
former  President  of  the  American  Psy'choanaly'tic 
Association,  is  ably  assisted  by  Helen  Ross,  for- 
merly' Administrative  Director  of  the  Institute  of 
Psychoanalysis  in  Chicago,  Illinois. 

The  contents  of  this  survey  of  psychoanalytic 
education  authoritatively'  and  succinctly'  records 
the  historical  aspects  of  psychoanalytic  education, 
the  development  of  the  Institute,  and  their  present 
locations,  with  various  differential  accents  in  func- 
tioning. Herein  the  route  ahead  for  the  psy'cho- 
analytic  student  is  delineated  with  respect  to  scope 
of  studies,  length  of  training,  age  and  educational 
requirements,  supervision,  and  cost.  Both  graduate 
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:uul  undergraduate  curriculum  is  spelled  out  in 
keeping  with  student  progress  and  problems. 

A separate  section  is  devoted  to  child  analj^sis, 
a specialty  and  graduate  pursuit  which  a qualified 
l)S3'chiatrist  might  choose  provided  he  has  adequate 
experience  in  child  psychiatry  in  a psychiatric 
facility  acceptable  to  the  Institute. 

Standards  for  training  of  phj^sicians  in  psycho- 
analysis, residency'  training,  extension  schools 
and  courses,  research  projects,  and  advance  study 
makes  one  somewhat  aghast  to  view  the  rapidity 
of  growth  of  the  ps.ychoanahdic  movement  which 
began  as  a little  Viennese  group,  in  1905,  meeting 
cverj'^  Wednesdaj’  evening  at  Freud’s  home. 

.Mthough  this  volume  does  not  add  an3'thing  new 
to  the  already  published  data  on  psychoanalysis, 
r)evcrtheless  it  is  the  first  volume  which  contains 
all  the  significant  facts,  opinions,  and  statistical 
data  in  a single  hand3'  volume.  All  ph3^sicians  and 
others  interested  in  the  spadework  of  psychoanatysis 
and  its  present  operational  stature  will  profit  by 
this  timel3'  publication. — Frederick  L.  Patry 

Synopsis  of  Pathology.  By  W.  A.  D.  Anderson, 
M.D.  Hfth  edition.  Duodecimo  of  876  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Company, 
1960.  Cloth,  $9.25. 

The  fifth  edition  of  Dr.  Anderson’s  well-known 
“Synopsis  of  Pathology’’  has  a format  similar  to 
jirevious  editions.  The  earl3'^  chapters  deal  with 
general  pathology-  while  the  last  two  thirds  of  the 
book  covers  systemic  jiathology  in  an  orderly  ar- 
rangement. Disease  entities  and  pathologic  proc- 
esses, of  necessity,  are  dealt  with  briefly.  However, 
the  material  covered  is  extensive  and  there  are  few 
diseases  that  are  not  mentioned.  The  text  is 
generally  well  illustrated. 

The  book  can  be  recommended  for  the  purpose  for 
which  it  was  written — a concise  and  comprehensive 
presentation  of  pathology^  for  the  medical  student 
and  clinician.  The  previous  editions  have  served 
this  purpose  well. — Philip  G.  Cabaud 

Recent  Advances  in  Biological  Psychiatry.  The 
Proceedings  of  the  Fourteenth  Annual  Convention 
and  Scientific  Program  of  the  Society  of  Biological 
Psychiatry,  Atlantic  City,  June  1959.  Edited  by 
.loseph  Wortis,  M.D.  Octavo  of  417  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1960. 
Cloth,  $13.50. 

This  is  the  second  volume  of  biological  psychiatry' 
which  includes  the  proceedings  of  the  14th  Annual 
Convention  and  Scientific  Program  of  the  Society 
of  Biological  Psychiatry,  Atlantic  City,  June,  1959. 
It  is  highlighted  by  a symposium  on  sexual  be- 
havior in  honor  of  the  centenary  of  the  birth  of 
Havelock  Ellis  which  was  the  topic  of  the  President’s 


address  of  Joseph  Wortis,  M.D.  This  exemplary', 
detailed,  and  discriminating  biologic  sketch  of 
Havelock  Ellis  not  only  reflects  the  importance  of 
the  contributions  of  this  pioneer  in  the  psy'chology 
of  sex,  but  also  the  highly  scientific  methodologic 
approach  of  the  author. 

This  year’s  symposium  was  spearheaded  by'  the 
academic  lecture  of  Past-President  Rolland  P. 
Mackay,  M.D.,  on  “The  Neurology  of  Motivation.” 
It  was  good  to  hear  a neurologist  so  basically'  versed 
in  psychologic  information  and  how  neurologists 
and  psy'chiatrists  might  look  further  into  the  con- 
tributions of  psychology  as  a basic  medical  science. 

The  contents  are  divided  into  five  parts:  (1) 
Neuroanatomy'  and  Neurophysiology';  (2)  Con- 
ditioning of  the  Electroencephalograph  in  Animal 
and  Man;  (3)  Havelock  Ellis  Centenary'  (1859- 
1959)  in  which  the  sex  impulse  was  analyzed;  (4) 
Drugs  and  Somatic  Approaches  in  Psy'chiatry';  (5) 
Psychopharmacologic  Research.  Some  70  con- 
tributors add  to  the  comprehensiveness  of  the  pro- 
ceedings which  embrace  a broad  spectrum  of  topics 
of  research  and  clinical  applications. 

The  general  practitioner  as  well  as  the  psy'chia- 
trist  would  do  well  to  become  well  versed  with  these 
thorough-going  studies,  especially  those  having  to 
do  with  the  drug  and  physical  treatment  of  depres- 
sions, schizophrenia,  and  other  psychoses. 

The  discussions,  remarks,  conclusions,  and  ref- 
erences relative  to  these  presentations  add  im- 
measurably to  their  comprehension  and  delight  in 
personalized  aspects  of  being  a part  of  and  touched 
by  our  foremost  research  workers  and  clinicians. 

This  volume  of  recent  advances  in  biologic  psy'- 
chiatry should  find  a place  on  the  bookshelf  of  not 
only  the  ps.ychologist  and  neurologist  but  also  the 
busy  practitioner  who  is  not  satisfied  with  mere 
assertions  but  would  like  to  know  the  why's  and 
wherefors  entering  into  them. — Frederick  L.  Patry 

The  Dyslipidoses.  By  Raul  Fleischmajer,  M.D. 
Octavo  of  509  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1960.  Cloth,  $16. 

This  rare  unified  text  on  a subject  so  little  under- 
stood is  the  result  of  a most  exhaustive  literary 
compilation.  From  the  earliest  descriptions  of 
lipid  metabolism  to  the  present  scientific  observa- 
tions of  such  disturbances  all  are  thoroughly  cited. 
Not  only  for  the  dermatologist  who  daily  encounters 
some  manifestation  of  the  dy'slipidoses,  but  also  for 
the  internist  as  well  as  the  biochemist  and  pedia- 
trician, whose  interests  go  beyond  the  skin,  this 
text  is  concise  and  informative.  Some  30  case 
reports  with  over  180  photographs  help  to  make  the 
presentation  of  the  various  dy'slipidoses  clear  and 
easily  readable.  At  the  end  of  each  chapter  there  ia 
a most  extensive  bibliography. 

The  author  has  assembled  this  controversial, 
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biochemical,  and  clinical  material  for  the  under- 
standing and  instruction  of  the  hyperlipemic  and 
hypercholesterolemic  state. 

This  book  has  been  carefully  written  and  should 
be  of  extreme  value  to  the  physician. — A.  M.  Persky 

Medical  Care  of  the  Adolescent.  By  J.  Roswell 
Gallagher,  M.D.,  and  the  staff  physicians  of  the 
adolescent  unit.  Octavo  of  369  pages,  illustrated. 
New  York,  Appleton-Century-Crofts,  Inc.,  1960. 
Cloth,  *10. 

This  book  covers  a specific  need  in  pediatrics.  It 
is  written  by  an  eminent  authority  and  a staff  of 
outstanding  consultants. 

No  other  volume  covers  this  important  period  of 
life  exclusively,  and  although  the  book  is  not  large, 
it  contains  innumerable  facts  of  extreme  interest  not 
only  to  pediatricians,  psychiatrists,  psychologists, 
gjmecologists,  orthopedists,  internists,  and  medical 
students  but  also  to  every  doctor  who  has  or  will 
have  an  adolescent  in  his  family,  or  who  may  see 
an  adolescent  in  any  family,  professionally. 

This  book  is  easily  read  and  even  the  introduction, 
which  is  divided  into  2 parts,  entitled  “Pitfalls  of 
Age  Group  Care”  and  “How  Adolescents  Differ,” 
is  pertinent  and  enlightening  as  are  also  the  follow- 
ing 3 chapters  which  deal  with  important  general 
considerations  of  the  adolescent. 

Throughout  the  book  the  authors  emphasize  the 
importance  of  the  physician-adolescent  relationship 
and  also  the  fact  that  chronologic  age  is  a poor 
yardstick  in  judging  the  adolescent  from  many 
considerations.  A comprehensive  list  of  references 
and  a complete  author  and  subject  index  conclude 
the  volume. — Samuel  L.  Levy 

Tumors  of  Childhood.  By  Harold  W.  Dargeon, 
M.D.  Quarto  of  476  pages,  illustrated.  New 
York,  Paul  B.  Hoeber,  Inc.,  1960.  Cloth,  *20. 

During  his  quarter-century,  long  direction  of  the 
pediatric  .service  at  Memorial  Hospital  in  New  York 
City,  Dr.  Dargeon  has  supervised  the  treatment  of 
6,000  children  afflicted  with  benign  and  malignant 
tumors. 

This  opportunity  was  exceptional  and  deserved 
recording  in  order  to  afford  a background  of  refer- 
ence for  the  sake  of  pediatricians  who  may  have  to 
carry  the  responsibility  of  caring  for  a single  similar 
case  or  a smaller  group  of  children  with  neoplastic 
disease. 

As  might  be  expected  even  in  the  large  group  of 
cases  afforded  by  the  Memorial  Hospital,  the  more 


common  tumors  still  made  up  the  bulk  of  the  ex- 
perience, and  the  rarer  tumors  in  many  instances 
were  not  numerous  enough  (and  happily  so  indeed) 
to  add  much  to  our  present  meager  knowledge  of  such 
types. 

Nothing  new  is  offered  in  the  way  of  treatment. 
Those  methods  found  to  have  given  the  better 
results  in  the  present  state  of  our  knowledge  are 
described  in  text  and  table.  Probably  x-ray 
treatment  is  used  with  greater  freedom  than  in  other 
centers. 

The  clinical  treatise  of  tumors  of  children  repre- 
sents a first  addition  and  Dr.  Dargeon  is  to  be  con- 
gratulated for  a decidedly  worth-while  work. 

It  is  to  be  hoped  that  the  present  material  will  be 
added  to  in  future  editions  so  that  the  book’s  present 
considerable  value  may  be  enhanced  by  the  addition 
of  future  cases,  of  further  hints  toward  earlier 
diagnosis,  and  of  evaluations  of  the  newer  treat- 
ments to  come. 

The  text  is  well  written.  The  illustrations,  charts, 
tables,  and  indexes  are  very  helpful.— Kenneth  G. 
Jennings 

A Mount  Sinai  Hospital  Monograph  on  Diagnostic 
Roentgenology  of  the  Digestive  Tract  Without 
Contrast  Media.  By  Bernard  S.  Wolf,  M.D., 
Mansho  T.  Khilnani,  M.B.,  and  Arthur  Lautkin, 
M.D.  Quarto  of  180  pages,  illustrated.  New  York, 
Grune  & Stratton,  1960.  Cloth,  *8.75. 

In  this  monograph,  the  authors  have  reviewed 
many  scout  abdominal  films  and  compared  the 
findings  with  contrast  studies  of  the  intestinal 
tract  to  determine  how  much  of  the  pathology  defi- 
nitely demonstrated  on  contrast  studies  can  be 
visualized  or  suspected  on  simple  films  of  the  ab- 
domen. 

-At  the  start,  a brief  review  of  normal  radiographic 
findings  and  of  the  basic  necessary  physiology  in- 
volved in  the  study  of  the  abdomen  has  been  made. 
The  succeeding  chapters  discuss  the  various  types 
of  pathology  throughout  the  entire  gastrointestinal 
tract,  as  visualized  on  plain  films  and  the  associated 
contrast  studies.  The  result  is  an  interesting 
intellectual  exercise  in  diagnostic  radiology,  which 
is  highl}"  instructive.  It  is  valuable  to  the  radiol- 
ogist as  well  as  any  physician  encountering  ma- 
terial of  this  sort. 

The  photography  is  adequate.  The  material  is 
fairly  inclusive.  The  subject  is  stimulating  and  of 
practical  value.  This  monograph  is  highlj"  recom- 
mended.— Emanuel  Mendelson 


Necessity  never  made  a good  bargain. — Benjamin  Franklin 
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How  to  make  more  money  on 
payday  without  getting  a raise 


You  save  more  than  money.  You  make  sure  of 
enjoying  the  things  you’re  saving  for.  Every  U.  S. 
Savings  Bond  helps  your  Government  keep  the  Peace. 


You  save  more  than  money 
with  U.  S.  Savings  Bonds 


You  can  save  automatically  on  the 
Payroll  Savings  Plan,  or  buy  Bonds 
at  any  bank  • You  now  earn  2H% 
to  maturity,  34%  more  than  ever 
before  • You  invest  without  risk 
under  a U.  S.  Government  guarantee 
. Your  Bonds  are  replaced  free  if 
lost  or  stolen  .You  can  get  your 
money  with  interest  anytime  you 
want  it  • You  save  more  than  money 
—you  buy  shares  in  a stronger 
America. 


Why  wait  for  a raise  when  you 
can  do  something  now  about  in- 
creasing your  income?  More  than 
8 million  Americans  are  doing  it 
every  payday  by  buying  U.  S. 
Savings  Bonds  on  the  Payroll  Sav- 
ings Plan.  It  works  hke  this:  each 
payday  your  payroll  clerk  sets 
aside  whatever  amount  you  wish, 
buys  your  Bonds,  and  dehvers 
them.  When  you  cash  your  ma- 
ture Bonds  for  a trip  or  college  for 
the  children,  or  retirement,  you 
get  back  one-third  more  money  — 
$4  for  every  $3  you  put  in,  guar- 
anteed. Why  not  start  planning  a 
bigger  payday  this  easy  way  today? 


Why  U.S.  Savings 
Bonds  are  good  to 
buy  and  hold 


L ANNIVERSARY  ; 
1941  i 
1961 

*•*.♦.»* 


This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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155TH  ANNUAL  CONVENTION 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

DINNER  DANCE 

IN  HONOR  OF  NORMAN  S.  MOORE,  M.D.,  PRESIDENT 

Wednesday,  May  10,  1961 
Ballroom,  Hotel  Manger,  Rochester 
Reception  at  6:30  p.  in. 

Alusic  by  Norbert  Klein 
Dress  Optional 
Entertainment  Favors 

Subscription  $14 

Tickets  available  through  your  county  medical  society  and  through 
the  Headquarters,  Medical  Society  of  the  State  of  New  York 
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Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1961—25,372 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua . . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery . . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga  

Tompkins 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


William  H.  O'Brien .■Mbany 

Vincent  Ciampa Cuba 

Leonard  L.  Heimoff Bronx 

George  C.  Hamilton  . . . Binghamton 

•James  F.  Durbin Olean 

Leonard  W.  Sincerbeaux.  . .Auburn 

Alfred  D.  Heinemann Dunkirk 

William  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

Thomas  C.  Seymour Hudson 

William  .1.  McAuliffe Cortland 

Harold  W.  Hayne Sidney 

Morris  J.  Frank Beacon 

Eugene  J.  Hanavan Buffalo 

Rudolph  J.  Martin ....  Tioonderoga 
C.  Bradley  Sageman.  .Saranac  Lake 

Arthur  Howard Johnstown 

Myron  E.  Williams.  Batavia 

T.  Earl  McQuade Coxsackie 

Daniel  C.  Shaughnessy . . . Herkimer 

Rudolph  J.  Haas Chaumont 

Irving  M.  Pallin Brooklyn 

William  S.  Reed Lowville 

James  M.  Judd Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Hobart  L.  Boyd Rochester 

Feori  F.  Pipito .Amsterdam 

Reginald  M.  Steen Cedarhurst 

Bernard  J.  Pisani New  York 

John  T.  Donovan,  Jr Lockport 

Theodore  J.  Kantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

John  D.  Van  Zandt.  . Tuxedo  Park 

Arnold  O.  Riley Holley 

Hugh  McChesney Pulaski 

Clinton  V.  Hawn Cooperstown 

Eugene  Lusardi Cold  Spring 

Monroe  M.  Broad Jamaica 

William  B.  McDonald.  .North  Troy 

Isadore  Gordon Staten  Island 

G.  Gordon  Knight Piermont 

G.  Carl  Alverson,  Jr Heuvelton 

W.  M.  Moriarta. . Saratoga  Springs 

Donald  C.  Walker Delanson 

Robert  Greenwald Cobleskill 

Fritz  Landsberg Watkins  Glen 

Willard  L.  Hogeboom Willard 

Leon  M.  Roe Canisteo 

Benjamin  L.  Feuerstein.  Bay  Shore 

Lester  Lipson Monticello 

Henry  Kaine Spencer 

Noah  J.  Kassman Ithaca 

Vincent  Amatrano Kingston 

E.  Yale  Clarke Glens  Falls 

Peter  J.  Attwood Greenwich 

Jacob  Sirkin Newark 

Arthur  II.  Diedrick . . . Port  Chester 

Warren  H.  Hanson Warsaw 

Vincas  Sirmenis Penn  Yan 


G.  Rehmi  Denton -Albany 

George  E.  Taylor,  Jr Cuba 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicot 

Frank  T.  Frost Olean 

Donald  W.  Delahanty Auburn 

Joseph  V.  Karnes Dunkirk 

James  A.  Mark Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Theodore  I.  Jacobus Cortland 

Marvin  Huyck Walton 

James  K.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Daisy  H.  Van  Dyke Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington. . . . Watertown 

Vincent  J.  Tesoriero Brooklyn 

Allan  S.  Ellis Port  Leyden 

G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Philip  T.  Cortese Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr..  .New  York 
William  C.  Niesen.  . . . Niagara  Falls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

James  A.  Stringharn. . . Canandaigua 

Earl  C.  W'aterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames.  . . .Cooperstown 

John  Simmons Brewster 

Kurt  Rosenberg . . . Long  Island  City 

David  R.  Tomlinson Troy 

Sydney  Lang Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  V.  Dewell Cobleskill 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer. . Waterloo 

Milton  Tully Hornell 

Jesse  W.  Mahoney Patchogue 

Alan  R.  Fried ....  Livingston  Manor 

George  F.  Pritchard Owego 

Robert  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Robert  W.  Lineham.  . . .Glens  Falls 

Newton  Krumdieck Cambridge 

Vincent  J.  DeRisio Newark 

James  M.  Jones Bronxville 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker. . . . Penn  Yan 


.Arthur  J.  Sullivan .Albany 

Frederick  H.  McCarty.  . .Wellsville 

Herbert  G.  Cohen Bronx 

James  F.  Johnson Binghamton 

Ruth  R.  Knobloch ....  Little  Valley 

Joseph  T.  Birardi Auburn 

C.  Otto  Lindbeck Jamestown 

Francis  W.  Chamberlain.  . . .Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

Francis  W.  O'Donnell Buffalo 

Harold  J.  Harris Westport 

Daisy  H.  Van  Dyke Malone 

William  H.  Raymond.  . .Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington . . . Watertown 

James  L.  O'Leary Brooklyn 

Allan  S.  Ellis Port  Leyden 

G.  Emerson  Learn.  . . Mount  Morris 

Gareth  S.  West Chittenango 

Charles  D.  Sherman,  Jr. . . Rochester 
Robert  W.  Dunlap,  Jr..  .Amsterdam 

Robert  Park,  Jr Garden  City 

Adelaide  Romaine New  York 

Glenn  E.  Jones Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

James  A.  Stringharn.  Canandaigua 

Earl  C.  Waterbury Newburgh 

Salvatore  Dispenza -Albion 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Del  Campo Carmel 

Victor  S.  Lait Flushing 

John  A.  Enzien Troy 

Charles  H.  Thom Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 
Kurt  H.  Meyerhoff. . . .Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer.  .Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Alan  R.  Fried. . . .Livingston  Manor 

George  F.  Pritchard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward  t 

Vincent  J.  DeRisio Newark 

Wallace  M.  Sheridan . . White  Plains 

Newland  W.  Fountain Warsaw 

W'ilfred  D.  McCusker.. . .Penn  A'an 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
Srams,  shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

MoAtdL  ScJiCol 

Licensed  by  the  Stele  oF  New  York  - 


WEST  HMLL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the^Hudson,  New  York  City 
For  oervous,  mental,  drug  and  alcoholic  padeots.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridst  9*8440 


PINEWOOD  8;-  ituifw^'ntl"  I 

E8T.  luo  D,_  \)(ral|er  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  8-3155 
A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate;  Commence  at  $125.00  per  week. 

N.  y.  city  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  FrI.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  THafalgar  7-2666 


IN  ELMS 

A Modern 

Psychiatric  liospilnl  Unit 
Selected  drug  and  alcohol  problcma 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psyckietriit 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
Donald  Boudreau,  M.D.,4ss(.  Psychiatrist 
658  West  Onondaga  Street 
SYRACUSE,  N.  Y. 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 


FOR  GASTRO  INTESTINAL  DYSFUNCTION  AND 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


'‘Sedation  & Euphoria  for  Nervous, 
Irritable  Patients" 


“A  modernized  method  of  preparing  Burov's 
Solution  U.S.P.  XIV 


EUCARBON® 


Eich  tabiet  cenuinti  Eitract  of  Hhubarb, 
Senna.  Praeipitatti  Sulfur,  Papoermint  Oil 
and  Fennel  Oil,  In  a higbly  activated  char- 
coal base. 

Action  and  Uses;  Mild  laxative,  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperecldity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  In  dermatology. 

Doses:  1 or  2 tablets  daily  Mi  hr.  after 
meals  — Supply:  Tins  of  100. 


VALERIANETS'DISPERT® 


Each  Chocolate  Coated  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  0.05  gm. 
dispergentized.  Tastless.  Odorless,  Non- 
Depressant,  Non  Habit  forming.  Indicated  in 
cases  of  nervous  excitement,  depressive 
slates,  menopausal  molimena.  Insomnia. 


PRESTO-BORO® 


POWDER  IN  ENVELOPES  OR  TABiaS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings.  Inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


PHYSICIANS  WANTED 


Bklyn — We  ipeoialiie  in  Prof,  spta  in  new  buildings — AAA 
locations.  Will  alter  to  suit.  Choose  from  2-6  rm  suites  for 
$126  mo.  James.  SH  S-6600. 


New  Medical  Arts  Building,  Commack  Road,  Commaok, 
Long  Island,  New  York.  Suites  available  for  various  special- 
ties. Rapidly  growing  community.  FO  8-1636. 


New  medical  building  with  seven  medical  doctors  has  a suite 
available  for  a dermatologist  and  an  ophthalmologist. 
Located  in  a rapidly  growing  town  in  Long  Island.  672  N. 
Wellwood  Ave.,  Lindenhurst,  N.  Y. 


Doctors  home  with  o£Bce,  good  location  in  small  growing 
town,  unusual  opportunity.  Write  Mrs.  Tracy  Gillette, 
233  Front  Street,  Owego,  N.  Y. 


South  Shore  Long  Island.  New  modern  home,  2 doctors 
office,  general  practice.  Associate  wanted.  Retiring  grad- 
ually in  3 years.  Ideal,  rare  opportunity.  Medical,  ob- 
stetrical experience  desirable.  Give  curriculum,  experience, 
family  status,  snapshot  in  first  letter.  Box  306,  N.  Y.  St. 
Jr.  Med. 


Radiologist,  to  associate  with  Board  man  in  a new  260  bed 
hospital.  Salary  first  year,  followed  by  fine  partnership. 
Write  or  call  W.  J.  Gorday,  M.  D.,  Memorial  Hospital.  X-ray 
Dept.,  Albany,  N.  Y. 


Wanted:  General  Practitioner  (including  OBS)  to  join  private 
medical  group — Brooklyn.  All  facilities.  Excellent  op- 
portunity. Reply  Box  304,  N.  Y.  St.  Jr.  Med. 


Internist — Large  Midwest  hospital.  Must  be  board  eligible. 
Write  Box  234,  N.  Y.  St.  Jr.  Med 


Staten  Island — New  Air  Condit.  suite  of  professional  offices. 
3 adjoining  rms.  with  priv.  lav.  Share  reception  rm  and  lab 
with  D.D.S.  Street  level,  business  street,  ideal  specialist 
or  G.P.  1991  Victory  Blvd.,  YU  1-7103. 


Professional  office  space  for  rent  with  M.D.  and  D.D.S.  in 
newly  built,  air  conditioned  building  in  East  Northport, 
Long  Island.  Separate  suites.  Main  thoroughfare.  Ideal 
for  G.P.  Rapidly  growing  community.  Write  Box  286, 
N.  Y.  St.  Jr.  Med. 


Radiologist:  Interesting  opportunity  in  Central  N.  Y. 

State.  Box  307,  N.  Y.  St.  Jr.  Med. 


Internist,  Pediatrician  Board-eligible  or  certified,  for  Medical 
Group  representing  all  specialties  in  growing  suburb  of 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  from  $12,600  depending  on  qualifications. 
Box  313,  N.  Y.  St.  Jr.  Med. 


Residence — Nyack,  adaptable  for  professional  use.  Pres- 
tige area;  completely  modernized — perfect  condition;  2 
car  garage  unattached;  central  hall;  library,  living  room, 
fireplace,  formal  dining  room,  science  kitchen  plus  dining 
area,  3Vi  baths,  4 bedrooms,  TV  room  and  fully  screened 
summer  porch.  Original  price  $62,600.  Now  $37,500.  Call 
ELmwood  8-022  2after  6 P.M. 


For  sale:  Beautiful  corner  ranch  home-office  combination. 
Scarsdale  vie.  3 room  office  with  separate  entrance.  6 
rooms,  2 baths.  Excellent  transportation,  public  and  paro- 
chial schools.  Little  cash.  SCarsdale  6-0498. 


For  rent:  Flatbush,  near  Cortelyou  Road — Doctor’s  office 

established  10  years — modern  four  rooms  $100.00  per  month. 
Bkyln  ST.  8-3238. 


Physicians  Home-office  comb,  ideal  corner,  main  thorough- 
fare. Massapequa  L.I.  area  Adjacent  school,  shopping  cen- 
ter. 4'/»  room  office,  6 room  residence.  LI  1—6241. 


GIVE  TO 


CONQUER  CANCER 


Obstetrician-Gynecologist  for  active  practice  in  Metropolitan 
New  York  area.  Excellent  opportunity.  Open  hospital 
appointments.  Guaranteed  salary  first  year  and  early  full 
partnership.  Must  be  Board  Certified  or  eligible.  Cur- 
riculum vitae  and  date  of  availability  in  first  letter.  Box 
316,  N.  Y.  St.  Jr.  Med. 


Town  eagerly  awaiting  doctor.  Unopposed.  Three  doctors 
until  recently.  Lovely  home  with  fully  equipped  office. 
Hospital  12  miles.  Financial  help  easily  arranged.  Big  in- 
come. Call  collect  Addison  193. 


Physicians  wanted — male  <k  female,  licensed,  for  children’s 
camps,  July-Aug.  Good  salary,  free  placement.  350  mem- 
ber camps.  Dept.  P.  Assoc’n  Private  Camps,  65  W.  42nd 
St.,  New  York  36. 


Wanted.  Associate,  general  practice,  upper  New  York; 
prefer  man  not  over  40  years  of  age,  one  who  has  had  some 
experience  in  obstetrics.  Guaranteed  income  of  $13,000  plus; 
one  months  vacation  with  pay.  Box  318,  N.  Y.  St.  Jr.  Med. 


Physician  established  25  years  seeks  associate,  preferably  with 
General  Practice  experience  and  age  under  40;  family  prac- 
tice in  country  town  60  minutes  from  N.Y.C.  Work  up  to 
full  partnership.  Object:  group,  and  time  for  study  and  rec- 
reation. Resum4  and  references  in  first  letter  please.  Box 
317,  N.  Y.St.  Jr.  Med. 


Family  Physician:  Affiliation  with  Medical  Group,  new  air 
conditioned  building  in  the  center  of  Queens.  Attractive 
salary,  partnership  within  two  years.  Minimum  require- 
ments: one  year  approved  internship,  and  one  year  approved 
residency  in  medicine.  Box  320,  N.  Y.  St.  Jr.  Med. 


J 


Dollars  Today — 

— Doctors  Tomorrow 

American  Medical  Education  Foundation 

535  N.  Dearborn  Street,  Chicago  10,  Illinois 
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POSITIONS  WANTED 


MISCELLANEOUS 


Radiologist,  with  active  and  good  hospital  and  office  back- 
ground, experienced  and  currently  fully  occupied,  desires 
change,  full  or  part-time,  vicinity  Metropolitan  New  York. 
Please  submit  outline  of  requirements.  Box  279, N.  Y.  St. 
Jr.  Med. 


Ophthalmologiet,  Board  qual.  Interested  in  association — 
group  or  part-time;  N.Y.C.  or  vicinity.  TR  3-3843. 


Completing  residency  in  Allergy,  Internal  Medicine.  Seek 
association  with  group  or  individual  within  60  miles  of  New 
York  City.  Box  309,  N.  Y.  St.  Jr.  Med. 


PRACTICES:  FOR  SALE  OR  RENT 


Pediatric  practice  with  office  to  rent;  close  to  medical  school 
located  in  prosperous  urban  area.  Box  312,  N.  Y.  St.  Jr. 
Med. 


Doctors  home-office  combination  with  large  active  practice. 
School  physician  leaving  for  specialty.  Will  introduce. 
Forty-five  miles  from  New  York  in  Long  Island.  Box  311, 
N.Y\St.Jr.  Med. 


Completely  equipped  office  of  deceased  physician;  hospital 
facilities;  excellent  upstate  Finger  Lakes  Community. 
Box  291,  N.  Y.  St.  Jr.  Med. 


Doctor  retiring-forty  years  practice,  office  available,  fully 
equipped.  Desirable  location — ^private  entrance.  For  in- 
spection phone  Re  4-5118. 


Spacious  completely  equipped  medical  office,  established 
for  40  years  in  populated  section  of  East  Harlem  on  Lexington 
Avenue.  Price  very  reasonable.  Box  319,  N.  Y.  St.  Jr. 
Med. 


When  you  have  a practice  for 


sale  or  an  office  to  rent;  when 


you  are  looking  for  a connection. 


or  anything  else  turns  up  that 


makes  it  necessary  for  you  to 


contact  a large  number  of  your 


associates,  use  the  classified  sec- 


tion of  the  New  York  State 


Journal  of  Medicine,  750  Third 


Ave.,  New  York  17,  N.  Y.  Your 


ad  will  pay  you  well  in  replies. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  A Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33>/i%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St..  N.Y.  36. 


Luxurious,  spacious  office  to  share  on  Queens  Blvd.  in  Forest 
Hills.  Private  consultation  and  examining  rooms.  No  time 
limitations.  Call  Liggett  4-6664. 


CLASSIFIED  RATES 


1 time $1.,35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .8.^  per  line  per  insertion 

MINI.MUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 
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The  1961  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New 
York  will  meet  from  May  8-12  in  the 
interesting  and  centrally  located  city 
of  Rochester.  This  city  of  inter- 
nationally known  cultural  and  sci- 
entific institutions  will  welcome  the 
Society  meeting  for  the  first  time  in 
many  years.  It  is  suggested  that 
members  make  early  plans  to  attend 
what  promises  to  be  one  of  the  most 
stimulating  meetings  ever  held  by 
the  Society. 
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IN  COLDS  AND  SINUSITIS- 

THE  RICHT  AMODNT  OF  “INNER  SPACE” 

Neo-Synephrine  hydrochloride  relieves  the  boggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 


LABORATORIES 
New  York  18,  N.  Y. 


Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 


NEO-SYNEPHRINr 

Brand  of  phenylephrine 
hydrochloride 


NASAL  SOLUTIONS  ANO  SPRAYS 


For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
%%  to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly.  <»•»»*■) 
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Acts  within  minutes— ko\camin,  unlike  other  hemostatic  agents,  acts  quickly  in  minimal 
dosages.  Working  on  the  late  phases  of  the  clotting  mechanism,  koagamin  does  not  require 
massive  and  prolonged  pre-  or  postoperative  dosages  to  control  capillary  and  venous  bleeding. 

Acts  with  predictable  safety  — \n  20  years  of  clinical  use,  no  toxic  or  side  actions  have  been 
reported  with  koagamin.  Bleeding  is  arrested  without  danger  of  thrombosis,  and  because 
KOAGAMIN  contains  no  protein  or  alkaloid,  it  can  be  administered  without  danger  of  sensi- 
tization or  untoward  reactions. 

Acts  effectively  in  a broad  range  of  indications  — Because  of  its  unparalleled  safety  and 
outstanding  effectiveness,  koagamin  has  been  successfully  employed  in... hemorrhagic  dis- 
eases, abnormal  bleeding,  blood  disorders,  surgical  cases  and  trauma. 

KOAGAMIN,  an  aqueous  solution  of  oxalic  (5  mg.  per  cc.)  and  malonic  (2.5  mg.  per  cc.)  acids  for  parenteral 
use,  is  supplied  in  10-cc.  diaphragm-stoppered  vials. 

CHATHAM  PHARMACEUTICALS,  INC  • NEWARK  2,  NEW  JERSEY 

Distributed  in  Canada  by  Austin  Laboratories,  Limited,  Guelph,  Ontario 

BEFORE,  DURING  AND  AFTER  SURGERY 

KOAGAMIN 

^ (parenteral  hemostat) 

controls 
bleeding 
with 
minimal 
dosage  and 
maximum 
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After  a history  and  a physical  ruled  out  organic 
disease,  the  physician  diagnosed  the  case  as  recurring 
states  of  anxiety.  To  relieve  these  symptoms  for  this 
busy  housewife,  he  prescribes  Meprospan-400,  the 
only  meprobamate  in  sustained-release  form. 


As  directed,  the  patient  takes  one  Meprospan-400 
capsule  at  breakfast.  Her  symptoms  of  tension  and 
nervousness  are  soon  relieved,  and  she  will  not  have 
to  remember  to  take  another  capsule  until  dinner- 
time. 


Alert  and  attentive,  the  patient  participates  in  a 
P.T.A.  meeting,  following  her  second  capsule  of 
Meprospan-400  taken  with  the  evening  meal. 
Meprospan-400  does  not  decrease  her  mental 
efficiency  or  interfere  with  her  normal  activities  or 
behavior. 

most  widely  prescribed  tranquilizer  . . . 
most  convenient  dosage  form  . . . 

ONE  CAPSULE  LASTS  12  HOURS 

Meprospan-400 

400  mg.  MILTOWN®  SUSTAINED-RELEASE  CAPSULES 


Peacefully  asleep,  the  patient  enjoys  beneficial  rest 
. . . Meprospan-400  has  relieved  the  tensions  that 
previously  prevented  sleep  or  kept  her  tossing  and 
turning  throughout  the  night. 


Usual  dosage:  One  capsule  at  breakfast  lasts  all  day, 
one  capsule  with  evening  meal  lasts  all  night.  Supplied: 
Meprospan-400,  each  blue-topped  sustained-release 
capsule  contains  400  mg.  Miltown.  Also  available: 
Meprospan-200,  each  yellow-topped  sustained-release 
capsule  contains  200  mg.  Miltown.  For  children:  Cap- 
sules can  be  opened  and  the  coated  granules  mixed  with 
soft  foods  or  liquids. 

Both  potencies  in  bottles  of  30. 


Samples  and  literature  available  on  request. 


^ WALLACE  LABORATORIES  / Cranbury,  N.  /. 


Calm  and  relaxed,  the  patient  is  no  longer  upset 
by  the  pressures  and  irritations  met  in  everyday  life, 
nor  is  she  likely  to  be  incapacitated  by  autonomic 
disturbances,  drowsiness,  ataxia  or  other  untoward 
reactions. 
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The  Original  Tetracycline  Phosphate  Complex  u.s.  pat.  no.  2,791,609 


iffective  control  of  pathogens. ..with  an  unsurpassed  record  of  safety  and  tolerance 


3RISTOL  LABORATORIES,  Syracuse,  new  York 

)lv.  of  Bristol-Myers  Co. 


SUPPLY:  TETREX  Capsules -tetracycline  phosphate 
complex  - each  equivalent  to  250  mg.  tetracycline  HCI 
activity.  Bottles  of  16  and  100. 

TETREX  Syrup  - tetracycline  (ammonium  polyphosphate 
buffered)  syrup-equivalent  to  125  mg.  tetracycline  HCI 
activity  per  5 ml.  teaspoonful.  Bottles  of  2 fl.  oz.  and  1 pint. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE,  NEW  YORK  17,  YUKON  6-5757 


C O N I'  E N T S 


[Continued  from  page  604] 


Medical  Diagnostic  Clinics 

A Cardiac  Diagnostic 789 

Case  Reports 

Tlirombocytopenia  with  Marked  Reduction  of  Megakaryocytes  in  a Patient  witli  Lympho- 
sarcoma-Leukemia, Treated  by  Splenectomy,  George  L.  Sheehan,  M.D.,  and  Joseph  E.  Sokal, 

M.D ‘ 791 

Paralysis  Associated  with  ECHO  Virus  Type  Nine,  Hildegarde  Plager,  M.D.,  and  Francis  F. 
Harrison,  M.D 798 

Medical  Care  Insurance 

Blue  Shield  and  the  Basic  Principles  of  Insurance,  Stephen  F.  Bonney 802 

Special  Article 

Ataque,  William  J . Grace,  M.D 807 


Editorials 

Masthead 709 

Skin  Testing 710 

Medical  Diagnostic  Clinics 711 

The  Empire  State  Medical,  Scientific,  and 
Educational  Foundation 711 

Albert  F.  R.  Andresen,  M.D 712 

General 

State  Society  Officers 068,  070,  072 


Necrology 809 

Woman’s  Auxiliary 812 

Medical  News 813 

Medical  Meetings 816 

Index  to  Advertising 

Index  to  Advertisers 086 

Index  to  Products 088 


OOG 


JMOISj  _SI« 

, 

I COZIME 
««»" 

! 2 M,. 

posTopmn?! 


— ' 'Ijgijjlli  f 


***"*'"•"*"’ — ^ ~ 

HMtt  I 

tmta,  um  ^ ! 

4C^_ 

cozm 

•OM 

2 ML. 

POSTPAETUM 


AFTER  SURGERY  OR  DELIVERY 


COZYME 

^ (d-pantothenyl  alcohol,  Travenol) 

TO  PREVENT  AND  CORRECT  ABDOMINAL  DISTENTION 

• enables  peristalsis  to  resume  within  24-48  hours 

• complete  absence  of  side  effects  • reduced  use  of 
enemas  • lessened  incidence  of  urinary  retention. 

Now  available  in  new  single  dose,  2 ml.  disposable 
sterile,  nonpyrogenic  syringe  for  greater  convenience 
in  administration.  Packaged  with  sterile  needle  as  sin- 
gle unit.  Each  2 ml.  syringe  contains  250  mg.  per  ml. 
of  d-pantothenyl  alcohol. 

Also  supplied  in  10  ml.  multiple  dose  and  2 ml.  single 
dose  vial,  each  containing  250  mg.  per  ml.  of 
d-pantothenyl  alcohol. 


TRAVENOL  LABORATORIES,  INC.  • Morton  Grove,  Illinois 
Pharmaceutical  Products  Division  of  BAXTER  LABORATORIES,  INC. 
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Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI-ANTICS 


TETRAVAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases . . . withi&Nev  injections 


Dose:  1 cc. 

Supplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
age circular  and  material  in  vial  can  be  examined 
without  damaging  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 


Additional  information  on  tetravax  is  available  to  physicians  on  request. 


MERCK  SHARP  & 


TETRAVAX  IS  A TRADEMARK  OF  MERCK  A CO.»  INC. 

DOHME,  DIVISION  OF  MERCK  & CO.,  iNC.,  WEST  POINT,  PA. 
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In  trichomonas  vaginitis 
. . permanent  CURES  in 
84.6%”'  ■ “...symptomatic 
and  bacterioiogic  CURES” 
in  100%^  ■ “symptomatic  CURE 
was  obtained  in  100%,  and 
bacterioiogic  CURES  in  82.5%”^ 
in  moniliasis  “symptomatic  CURE 
was  effected  in  about  80%”'* 
in  mixed  infections  “complete 
symptomatic  and  bacterioiogic 
CURES  in  92%”^ 
in  endocervicitis  75%  “were 
clinically  and  bacteriologically 
(as  indicated  by  vaginal 
smears  and  cultures)  CURED”^ 


ATT^  STOPS  THE  TORMENT 
XXV  V>  DESTROYS  THE  CAUSE 


Vaginitis  (trichomonal,  monilial,  nonspecific),  Cervicitis 


References;  1.  Angelucci,  H.  M.;  Am.  J.  Obst.  & Gynec.  50:336,  1945.  2.  Hensel,  H.  A.;  Postgrad.  Med.  8:293, 
1950.  3.  Cortese,  J.  T.:  Clin.  Med.  2:45,  1955.  4.  Dill,  L.  V.,  and  Martin,  S.  S.:  M.  Ann.  District  of  Columbia  17:389, 
1948.  5.  Horoschak,  A.,  and  Horoschak,  S.:  J.  M.  Soc.  New  Jersey  43:92,  1946. 


Products  of  Original  Research 

THE  NATIONAL  DRUG  COMPANY  Philadelphia  44,  Pa. 


Trademark;  AVC  avc-739/6o 
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In  a series  of  24  handicapped  arthritics 
treated  with  dexamethasone  for  8 to  16 
months,  ring  size  decreased  consistently  — 
objective  evidence  of  antirheumatic  effects 
which  were  maintained  throughout  the 
entire  period  of  observation.  Improvement 
was  also  noted  in  other  antirheumatic 
indices,  i.  e.,  pain  on  motion,  tenderness, 
swelling  and  morning  stiffness.* 

Supplied:  ad  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets 
in  bottles  of  100.  Also  available  as  Injection  DF.C  VORON  Phos- 
phate and  new  Elixir  DMC.tDRON.  Additional  information  on 


DF.CADRON  is  available  to  physicians  on  request.  DECADROX 
is  a trademark  of  Merck  & Co.,  Inc. 

Reference:  1.  Bunim,  J.  J.,in  Hollander,  J.  L.:  Arthritis  and  Allied 
Conditions,  ed.  6,  Philadelphia,  Lea  & Febiger,  1960,  p. 364. 


MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  INC.,  West  Point,  Pa. 


Oexamefhaione 


TREATS  MORE  PATIENTS  MORE  EFFECTIVELY 


i 


extra-activity,, . promptly  attained 

DECLOMYCIN  Demethylchlortetracycline  at- 
tains—usually  within  two  hours- blood  levels 
more  than  adequate  to  suppress  susceptible 
pathogens.  These  levels  are  attained  in  tissues 
and  body  fluids  on  daily  dosages  substantially 
lower  than  those  required  to  elicit  antibiotic 
activity  of  comparable  intensity  with  other  tetra- 
cyclines, With  other  tetracyclines,  the  average, 
effective,  adult  daily  dose  is  1 Gm.  With 
DECLOMYCIN  Demethylchlortetracycline,  it  is 
only  600  mg. 
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:venly  sustained  long  retained 


iCLOMYCIN  Demethylchlortetracycline  sus- 
ins,  through  the  entire  therapeutic  course,  the 
gh  activity  levels  needed  to  control  the  pri- 
ary  infective  process  and  to  check  the  onset  of 
complicating  secondary  infection  at  the  orig- 
al-or  at  another— site.  This  combined  thera- 
iutic  action  is  sustained,  in  most  instances, 
thout  the  pronounced  hour-to-hour,  dose-to- 
)se,  peak-and-valley  fluctuations  in  activity 
vels  which  characterize  other  tetracyclines. 


DECLOMYCIN-SUSTAINED  ACTIVITY  LEVELS 


OTHER  TETRACYCLINES-PEAKS  AND  VALLEYS 


lOTECTION  AGAINST  PROBLEM  PATHOGENS 


DECLOMYCIN  Demethylchlortetracycline  re- 
tains significant  activity  levels,  up  to  48  hours 
after  the  last  dose  is  given.  At  least  a full,  extra 
day  of  positive  antibacterial  action  may  thus  be 
confidently  expected.  One  capsule  four  times  a 
day,  for  the  average  adult  in  the  average  infec- 
tion, is  the  same  as  with  other  tetracyclines— but 
the  total  dosage  is  lower  and  the  duration  of 
anti-infective  action  is  longer. 


PROTECTION  AGAINST  RECURRENCE 


MYCIN 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


when  the  patient 
needs 

increased  bile  flow... 


AN  AMES  CLINIQUICr 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


BE  REASSURED 
THAT  REMOVAL 
OF  HIS  GALLBLADDER 
WILL  NOT  SERIOUSLY 
IMPAIR  HIS  DIGESTIVE 
ABILITY? 

He  may  be  told  that,  among  animals 
of  similar  dietary  habits  and  digestive 
processes,  some  have  a gallbladder 
and  some  do  not.  Among  the 
herbivores,  the  cow  and  sheep  have 
one,  the  deer  and  horse  do  not; 
among  the  omnivores,  the  mouse 
has  one  but  the  rat  does  not. 

Source:  Farris,  J.  M.,  and  Smith,  G.  K.: 

M.  Clin.  North  America  4i:1133  (July)  1959. 


(dehydrocholic  acid,  Ames) 

“Constant  loss  of  bile  [from  relaxation 
of  sphincter  of  Oddi  following  cholecyst- 
ectomy] reduces  the  amounts  available 
for  lipid  absorption  after  meals,  with 
resulting  clinical  symptoms  apparently 
relieved  by  bile  acid  administration.” 
Source:  Popper,  H.,  and  Schaffner,  E: 
Liver;  Structure  and  Function,  New 
York,  McGraw-Hill  1957,  p.  309. 

Available:  Deciiolin  Tablets;  (dehydrocholic 
acid,  Ames)  3-’4  gr.  (250  mg.).  Bottles  of  100, 
500,  and  1 ,000. 

and  for  hydroclwleresis  plus 
spasinolysis . . . 

(dcliydrocholie  add  with  belladonna,  Ames) 

Available:  Deciiolin  Belladonna  Tablets: 
Deciiolin  (dehydrocholic  acid,  Ames)  J-’A  gr. 
(250  mg.)  and  extract  of  belladonna  ' <>  gr.  ( 10  mg.). 
Bottles  of  100  and  500. 


AMES 

COMPANY,  INC 
Clkhart  • Indiana 
Toronto  • Conodo 
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PercodaiT 

(Salts  of  Oihydrohydroxycodelnone  and  Homatroplne,  plus  APC) 

TABLETS 

for  pain 

" promptrelief 
profound  relief 
prolonged  relief 


ACTS  FASTER— usually  withiu  5-15  minutes,  lasts 
LONGER— usually  6 hours  or  more,  more  thorough 
RELIEF— permits  uninterrupted  sleep  through  the 
night.  RARELY  CONSTIPATES— excellent  for  chronic 
or  bedridden  patients. 


AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit 
forming.  Federal  law  permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxy- 
codeinone  hydrochloride,  0.38  mg.  dihydrohydroxycode- 
inone  terephthalate,  0.38  mg.  homatropine  terephthalate, 
224  mg.  acetylsalicylic  acid,  160  mg.  acetophenetidin,  and 
32  mg.  cafieine. 


Also  available— for  greater  flexibility  in  dosage— Percodan®- 
Demi:  The  Percodan  formula  with  one-h5f  the  amount  of 
salts  of  dihydrohydroxycodeinone  and  homatropine. 


LITERATURE  AVAILABLE  ON  REQUEST 

ENDO  LABORATORIES 
Richmond  Hill  1 8,  New  York 


♦u.s.  Patsnt  Nos,  2,628,185  and  2,907,768 


IN  SINUSITIS,  COLDS  AND  UPPER  RESPIRATORY  DISORDERS 

‘ DIMETAPP  Extentabs 

LET  YOUR  PATIENTS  BREATHE  EASIER! 


In  sinusitis,  colds  and  other  upper  respiratory  and 
allergic  disorders,  new  dimetapp  Extentabs  offer 
more  useful  decongestant  therapy. 

UNSURPASSED  RELIEF  OF  NASAL  CONGESTION; 

In  DIMETAPP  Extentabs,  the  unexcelled  antihista- 
mine, Dimetane,  and  two  outstanding  decongest- 
ants—phenylephrine  and  phenylpropanolamine  — 
promptly  dry  secretions  and  reduce  edema  and 
congestion  in  the  nose,  the  sinuses,  and  the  upper 
respiratory  tract. 

CLEAR  BREATHING  FOR  12  HOURS  ON  1 TABLET: 

Long-acting  dimetapp  Extentabs  offer  up  to 
12-hour  relief  on  just  one  tablet.  Easier-to-use 
DIMETAPP  reaches  into  areas  which  nose  drops  or 


sprays  can't  touch- without  rebound  congestion. 
EXCEPTIONAL  FREEDOM  FROM  SIDE  EFFECTS: 

DIMETAPP  Extentabs  are  exceptionally  free  of  side 
reactions.  Dimetane  offers  a high  percentage  of 
relief  with  only  drowsiness  as  a possible,  infrequent 
side  effect.  Small,  fully  efficient  dosages  of  decon- 
gestants minimize  overstimulation. 

OJMETAPP  Extentabs  contain  Dimetane*  (parabromdylamine  [bromphen- 
iramine) maleate)  12  mg.,  phenylephrine  HCI  15  mg,, and  phenylpropanol- 
amine HCI  1 5 mg. 

DOSAGE:  Adults  — 1 Extentab  q. 8-1 2 hours.  Children  over  6-1  Exlentab 
q.  1 2 hours.  Administer  with  caution  to  patients  with  cardiac  or  peripheral 
vascular  diseases  and  hypertension,  and  to  those  sensitive  to  antihistamines. 
See  package  insert  for  further  details  and  bibliography. 

A.  H.  Robins  Co.,  Inc.,  Richmond  20,  Virginia  HbrSB 

ETHICAL  PHARMACEUTICALS  OF  MERIT  SINCE  1878 


i 


Rapid  relief  from 

PERIPHERAL  NEURITIS  • POLYNEUROPATHY  • HERPES  ZOSTER 


C O E N Z Y M E-B 

to  counter  the  effects  of  cocarboxylase  deficiency 
on  the  nervous  and  cardiovascular  systems 

Predominant  symptoms  of  cocarboxylase  deficiency  are  referable  to 
the  painful  degenerative  processes  of  peripheral  neuritis  or 
polyneuropathy.  Parenteral  administration  of  cocarboxylase 
(COENZYME^-B)  50  mg.  affords  rapid  relief  from  these  complica- 
tions. Neuritis,  which  is  benefited  by  cocarboxylase,  occurs  at 
times  in  malnutrition,  cardiac  conditions,  diabetes,  chronic  gastro- 
intestinal diseases  (diarrheas,  intestinal  resections,  fistulae,  sprue, 
|j  achlorhydria),  drug  intoxication,  herpes  zoster  and  infections. 

COENZYME-B  (diphosphothiamin) 

' is  available  in: 


CAPSULES  — 25  mg  (bottles  of  50’s  and  lOO’s) 
2 cc  AMPULS  — 50  mg  (boxes  of  25,  50  and  100) 
(for  intramuscular  use  only) 


IVrite  for  physicians'  samples  for  clinical  trial. 


BARROWS  BIOCHEMICAL  PRODUCTS  CORP. 


BARROWS 


INWOOD,  LONG  ISLAND.  NEW  YORK 


Blochemicals  • Manufacturing  Chemists  • Pharmaceuticals 
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DESITIH 

OINTMENT 


to  soothe,  protect, 
lubricate,  and  stimulate  healing  in 

rash  • chafing  • irritations 
lacerations  • ulcerations  • burns 


for  baby 
for  mother 
for  grandpa 

^ age  groups 


DESITIN  OINTMENT... 

the  pioneer  external  cod  liver  oil  therapy  for 

care  of  the  skin  in  every  member  of  the  family 

Request  samples  from  . . . 


DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R.  I. 


I 


Proven 

in  over  five  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

• simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

• no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

• does  not  produce  ataxia,  change  in  appetite  or  libido 

• does  not  produce  depression,  Parkinson- like  symptoms, 
jaundice  or  agranulocytosis 

• does  not  impair  mental  efficiency  or  normal  behavior 

Miltowir 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets ; or  as  meprotabs*—  400  mg.  unmarked,  coated  tablets. 

WALLACE  LABORATORIES /Cran6ury,  N.  J. 
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treats  their 


while  they  wash 


acne 


degreases 
the  skin  . 

completely 
emulsifies  and 
washes  off 
excess  oil 
from  the  skin. 


helps  remove 
blackheads 
penetrates 
and  softens 
comedones, 
unblocks  pores 
and  facilitates 
removal  of  sebum 
plugs. 


dries  and  peels 
the  skin 
removes  papule 
coverings  and 
permits  drainage 
of  sebaceous 
glands. 


Patients  like  Fostex  because  it  is  so  easy  to  use. 
They  simply  wash  acne  skin  2 to  4 times  a day 
with  Fostex  Cream  or  Fostex  Cake,  instead  of 
using  soap. 

Fostex  contains  Sebulytic®,*  a combination  of 
surface-active  wetting  agents  with  remarkable 
antiseborrheic,  keratolytic  and  antibacterial  ac- 
tions . . . enhanced  by  sulfur  2%,  salicylic  acid 
2%,  and  hexachlorophene  1%. 

*sodlum  lauryl  sulfoacetate,  sodium  alkyl  aryl  polyether  sul* 
fonate  and  sodium  dioctyl  sulfosucclnate* 

Fostex  Is  available  In  two  forms 


FOSTEX 

CREAM 

In  4.S  oz.  Jars 

FOSTEX 

CAKE 

In  bar  form 


Fostex  Cream  and  Fostex  Cake 
are  Interchanpeable  for  thera- 
peutic washing  of  the  skin. 
Fostex  Cream  Is  approximately 
twice  as  drying  as  Fostex  Cake. 
Fostex  Cream  Is  also  used  as  a 
therapeutic  shampoo  In  dan- 
druff and  oily  scalp. 


Write  for  samples 

WESTWOOD  PHARMACEUTICALS 

Buffalo  13,  New  York 
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have  you 
heard,  Doctor? 
Chymorar 

cuts  healing  time  in 
respiratory  inflammation 


By  subduing  the  inflammatory  reaction  of  respiratory 
tract  tissues,  Chymoral  liquefies  thickened  bronchial 
secretions  and  affords  easier  expectoration  of  mucus 
plugs.  In  a series  of  48  patients  with  bronchial  asthma, 
44  were  afforded  relief  with  Chymoral  therapy  that  was 
judged  “good  to  excellent.”'  In  chronic  obstructive 
emphysema,  Chymoral  has  improved  both  vital  ca- 
pacity and  the  ability  to  expectorate  without  severe, 
racking  cough  effort. ^ And  in  sinusitis  or  rhinitisthere  is 
a definite  reduction  of  inflammation  and  edema  of  the 
nasal  and  sinal  mucosa,  along  with  improved  airflow. 

controls  inflammation 
curtails  swelling,  curbs  pain 


1.  Taub,  S.  J.:  Clin.  Med.  7:2575, 1960.  2.  Clinical  Reports  to  the  Medical 
Department,  Armour  Pharmaceutical  Company,  1960.  3.  Billow,  B.  W.; 
Cabodeville,  A.  M.;  Stern,  A.;  Palm,  A.;  Robinson,  M.,  and  Paley,  S.S.: 
Clinical  Experiences  with  Oral  Anti-inflammatory  Enzyme  for  Intesti- 
nal Absorption.  Southwestern  Med.  41:286,  1960. 


CHYMORAL 

Chymoral  is  an  ORAL  anti-inflammatory  enzyme  tablet  spe- 
cifically formulated  for  intestinal  absorption.  Each  tablet  pro- 
vides enzymatic  activity,  equivalent  to  50,000  Armour  Units, 
supplied  by  a purified  concentrate  which  has  specific  trypsin 
and  chymotrypsin  activity  in  a ratio  of  approximately  six  to 
one.  ACTION:  Reduces  inflammation  of  all  types;  reduces  and 
prevents  edema  except  that  of  cardiac  or  renal  origin;  hastens 
absorption  of  blood  and  lymph  extravasates;  helps  to  liquefy 
thick  tenacious  mucous  secretions;  improves  regional  circula- 
tion; promotes  healing;  reduces  pain.  INDICATIONS:  Chymoral 
is  indicated  in  respiratory  conditions  such  as  asthma,  bron- 
chitis. rhinitis,  sinusitis;  in  accidental  trauma  to  speed  absorp- 
tion of  hematoma,  bruises,  and  contusions:  in  inflammatory 
dermatoses  to  ameliorate  acute  inflammation  in  conjunction 
with  standard  therapies;  in  gynecologic  conditions  such  as 
pelvic  inflammatory  disease  and  mastitis;  in  obstetrics  as 
episiotomies  and  breast  engorgement;  In  surgical  procedures 
as  biopsies,  hernia  repairs,  hemorrhoidectomies,  mammec- 
tomies,  phlebitis  and  thrombophlebitis,  in  genitourinary  dis- 
orders as  epididymitis,  orchitis  and  prostatitis;  in  dental  and 
oral  surgery  as  fractures  of  the  mandible  or  maxillla,  difficult 
or  multiple  extractions,  and  alveolectomies.  CONTRAINDICA- 
TIONS: None  known.  INCOMPATIBILITIES:  None  known. 
Antibiotics  as  well  as  generally  accepted  measures  may  be 
coadministered.  SIDE  EFFECTS:  Mild  gastric  upsets,  rarely 
encountered.  DOSAGE;  Recommended  initial  dose  is  two 
tablets  q.i.d.;  one  tablet  q.i.d.  for  maintenance.  SUPPLIED: 

Rnttlf>t  nf  ig  tahlfttc 


ARMOUR  PHARMACEUTICAL  COMPANY  kankakee,  Illinois  Armour  Means  Protection 


CHYMORAL 


©Jan.,  1961,  A.  P.  CO. 

ORAL  systemic  anti-inflammatory 
enzyme  tablet 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Fine  Medium  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  the  more  acute  cases. 


ABRASION  THERAPY  FOR  ACNE 
In  certain  countries  Brasivol  available  as  DENCO-BRAS’^ 


Bravisol  has  a gentle,  graded  abrasive 
action  that  attacks  the  acne  lesion 
simply  and  directly.  Helps  open 
plugged  pores,  reduce  postules  and 
blackheads,  control  oiliness. 
Outstanding  success  on  thousands 
of  acne  cases.  Brasivol  (pat. 
pend.)  contains:  mild  abrasive 
(AI0O3),  hexachlorophene 
\%,  drying  soap-and- 
detergent  base. 

Write  for  samples  and  literature. 


Logical  DermatologicaJs— since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N .Y. 

Canada;  Winlajr-Morrla  Co.,  Ltd.,  Montraal  21 


( STIEFEC) 
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Filmtab— Film-sealed  Tablets,  Abbott. 

© I960,  ABBOTT  LABORATORIES  10L031A 


How 

do 

Filmtar 

coated 

vitamins 

stack 

up? 


Up  until  the  moment  we  put  the  coatings  on  the  Optilets® 
below,  the  tablets  were  all  the  same.  Now,  consider  the 
differences. 

The  column  on  the  left  contains  125  Optilets  with  a 
conventional  sugar  coating. 

The  column  on  the  right — 125  Optilets  with  a Filmtab 
coating. 

How  do  they  stack  up? 

Well  it’s  easy  to  see  that  the  column  on  the  right  is  much 
shorter.  That’s  because  the  Filmtab  coating  cuts  tablet 
bulk  up  to  30%.  The  result  is  a small,  streamlined  vitamin 
that’s  easy  to  swallow — the  most  compact  tablet  of  its  kind. 

And  when  it  comes  to  protecting  potency  (the  main 
function  of  a coating),  the  Filmtab  is  in  a class  by  itself. 
Sugar  coatings,  by  their  very  nature,  are  aqueous  solutions. 
Yet  every  measure  must  be  taken  to  keep  moisture  out  of 
the  vital  tablet  core,  necessitating  “seal”  coats  which  also 
increase  bulk.  The  Filmtab  operation,  on  the  other  hand,  is 
essentially  an  anhydrous  procedure.  Seal  coats  are  neither 
used  nor  needed.  The  chances  of  moisture  being  trapped 
inside  the  tablet  are  infinitesimal. 

No  chipping  or  breaking,  no  vitamin  tastes  or  odors, 
no  wasted  vitamins — thanks  to  the  Filmtab 
coating. 

Only  the  Abbott  Filmtab  offers  so  much  in 
so  little. 


Abbott 
Vitamins 
Stay 
On  the 
Table 


MAINTENANCE  FORMULAS 


DAYTEENS"**  To  help  insure  optiomal  nutrition 
in  growing  teenagers 
Each  filmtab®  represents: 


Vitamin  A (5000  units)  1.5  mg. 

Vitamin  D (1000  units)  25  meg. 

Thiamine  Mononitrate  (Bi) 2 mg. 

Riboflavin  (B2) 2 mg. 

Nicotinamide 20  mg. 

Pyridoxine  Hydrochloride 0.5  mg, 

Cobalamin  (Vitamin  B12) 2 meg. 

Calcium  Pantothenate 5 mg. 

Ascorbic  Acid  (C) 50  mg. 

Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 0.15  mg. 

Iodine  (as  calcium  lodate) 0.1  mg. 

Manganese  (as  sulfate) 0.05  mg. 

Magnesium  (as  oxide) 0.15  mg. 

Calcium  (as  phosphate) 250  mg. 

Phosphorus  (as  calcium  phosphate) 193  mg. 

In  table  bottles  of  100,  bottles  of  250  & 1000 


...ill  attractive  daily-reminder  table-bottles 


THERAPEUTIC  FORMULAS 


DAYALETS®  Extra-potent  maintenance  formu- 
las, ideal  for  the  nutritionally  “run-down" 

Each  Filmiab^  represents: 

Vitamin  A 3 mg.  (10,000  units) 

Vitamin  D 25  meg.  (1000  units) 

Thiamine  Mononitrate 5 mg. 

Riboflavin 5 mg. 

Nicotinamide 25  mg. 

Pyridoxine  Hydrochloride 2 mg. 

Cobalamin  (Vitamin  B12) 2 meg. 

Calcium  Pantothenate 5 mg. 

Ascorbic  Acid 100  mg. 

In  table  bottles  of  100,  bottles  of  SO,  250  & 1000 

DAYALETS-M®  Each  Filmtab  represents  all  the 
vitamins  of  Dayalets  plus  the  following: 


Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 1 mg. 

Iodine  (as  calcium  iodate) 0.15  mg. 

Cobalt  (as  sulfate) 0.1  mg. 

Manganese  (as  sulfate) 1 mg. 

Magnesium  (as  oxide) 5 mg. 

Zinc  (as  sulfate) 1.5  mg. 

Molybdenum  (as  sodium  molybdate) 0.2  mg. 

In  table  bottles  of  100  & 250.  bottles  of  1000 


OPTILETS®  Therapeutic  formulas  for  more 
severe  deficiencies— illness,  infection,  etc. 

Each  FUmtab'^  represents: 

Vitamin  A 7.5  mg. (25,000  units) 

Vitamin  D 25  meg.  (1000  units) 

Thiamine  Hydrochloride 10  mg. 

Riboflavin 5 mg. 

Nicotinamide 100  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Cobalamin  (Vitamin  B12) 6 meg. 

Calcium  Pantothenate 20  mg. 

Ascorbic  Acid 200  mg. 

In  table  bottles  of  30  & 100,  bottles  of  1000 

OPTILETS-M®  Each  Filmtab  represents  all  the 
vitamins  of  Optilets  plus  the  following: 


Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 1 mg. 

Iodine  (as  calcium  iodate) 0.15  mg. 

Cobalt  (as  sulfate) 0.1  mg. 

Manganese  (as  sulfate) 1 mg. 

Magnesium  (as  oxide) 5 mg. 

Zinc  (as  sulfate) 1.5  mg. 

Molybdenum  (as  sodium  molybdate) ....  0.2  mg. 

In  table  bottles  of  30  & 100,  bottles  of  1000 


SUR-BEX®  WITH  C Therapeutic  B-complex 
with  C,  for  convalescence,  stress,  post-surgery. 
Each  Filmtab®  represents: 


Thiamine  Mononitrate 6 mg. 

Riboflavin 6 mg. 

Nicotinamide  30  mg. 

Pyridoxine  Hydrochloride 2.5  mg. 

Cobalamin  (Vitamin  Bi2) 2 rheg. 

Calcium  Pantothenate 10  mg. 

Ascorbic  Acid 150  mg. 

Desiccated  Liver,  N.F 150  mg. 

Liver  Fraction  2,  N.F 150  mg. 

Brewer’s  Yeast  Dried 150  mg. 


In  table  bottles  of  60.  bottles  of  100,  500  & 1000 


TABLE  BOTTLES  AT  NO  EXTRA  COST 

VITAMINS  BY  ABBOTT 

TM— TRADEMARK 

®FILMTAe—  FILM-SEALED  TABLETS.  ABBOTT 
OlSeO,  ABBOTT  LABORATORIES  101031B 


Introducing  new  therapy  for 

hypertension  and 

congestive  failnre 


lowers  blood  pressure 
drains  excess  water 
calms  apprehension 


Now  the  most  widely  prescribed 
diuretic-antihypertensive,  hydro- 
chlorothiazide, is  combined  with 
the  most  widely  prescribed  tran- 
quilizer, meprobamate.  It  is  called 
“Miluretic”,  and  constitutes  new 
therapy  for  hypertension  and  con- 
gestive failure  — especially  when 
emotional  factors  complicate 
treatment. 

What  does  Miluretic  do?  Both 
components  are  of  proven  value  in 


the  management  of  hypertension.  In 
congestive  failure,  Miluretic  pro- 
vides smooth,  continuous  diuresis. 
But  Miluretic’s  biggest  advantage 
is  that  it  tranquilizes  hypertensive 
and  edematous  patients  safely  and 
quickly — a boon  to  the  physician 
whose  patients’  emotional  reaction 
to  their  condition  complicates 
therapy.  Unlike  Rauwolfia  com- 
pounds, Miluretic  does  not  cause 
depression  or  nasal  congestion. 


■ Miluretic 

MILTOWN®  + HYDROCHLOROTHIAZIDE 

Composition:  200  mg.  Miltown  (meprobamate,  Wallace) 
+ 25  mg.  hydrochlorothiazide 

Dosage:  For  hypertension,  1 tablet  four  times  a day.  For 
congestive  failure,  2 tablets  four  times  a day. 

Supplied:  Bottles  of  50  white,  scored  tablets 


Available  at  all  pharmacies 

IF  rite  for  samples  and  complete  literature  to 

‘Trade  mark  WALLACE  LABORATORIES  / Cranbury,  N.  J, 
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patient 

unhappily 

overweight? 


minimize  care  and  eliminate  despair  with 

lCTHEDRI 


brand  Methamphetamine  Hydrochloride 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  "our  drug  of  choice  has 
been  methedrine  . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized 
or  entirely  absent.”'  Literature  available  on  request. 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

■ Douglas,  H.  S.:  West.  J.  Surg.  59:238  (May)  1951. 


RURRQUGHS  WELLCOME  & CO.  JU.  S.  A.)  INC..  Tudcahoe.  New  York 
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To  protect  against 
occurrence  and  extension 
of  thrombosis 

LIPO-HEPIN 

heparin  sodium  injection,  U.S.P.  Aqueous 
for  intravenous  or  subcutaneous  use 

Heparin  is  the  only  substance  that 
has  anticoagulant,  antithrombotic 
and  antilipemic  action.  Heparin 
also  reduces  blood  viscosity  ele- 
vated by  serum  lipids^  and  in- 
creases oxygen  transfer  to  tissues 
during  alimentary  lipemia.^ 

1.  California  Med.  91:327  (Dec.)  1959. 

2.  CUn.  Res.  7:388,  1959. 


Northridge,  California 
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when  it  comes  to  your  malpractice  protection 

ANY  COMPROMISE  WITH  QUALITY  CAN  BE  COSTLY 


You  cannot  afford  less  than  the  best  professional  liability  insurance.  Most  members 
of  your  State  Medical  Society  insure  in  the  Society’s  Group  Plan  because  it  cannot 
be  equalled  in  quality.  Among  its  unique  features: 

FEATURE  f2i  Supervision  of  the  Group  Plan  by  the  Society’s  Malprac- 
tice Insurance  and  Defense  Board  protects  you  against  arbitrary  action  by 
an  insurance  company,  including  unv/arranted  cancellation,  imposition  of 
additional  premium  or  restriction  of  coverage. 


GROUP  PLAN  OF  MALPRACTICE  INSURANCE  AND  DEFENSE 

2 Park  Avenue,  New  York  16,  N.Y.  MUrray  Hill  4-321 1 

JAMES  M.  ARNOLD  FRANK  W.  APPLETON 

Indemnity  Representative  Asst.  Indemnity  Representative 

H.  F.  WANVIG,  Ina.,  broker 

EMPLOYERS  MUTUAL  LIABILtTY  INSURANCE  COMPANY  OF  WISCONSIN,  carrier 
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newlandearil  Geigy 

brand  of  oxyphenbutazone 


I a new  development 
I in  nonhormonal, 
anti-inflammatory 
therapy 

more  specific  than  steroids— 

Acts  directly  on  the  inflammatory  lesion  without 
altering  pituitary-adrenal  function  . . . 
without  impairing  immunity  responses.®'" 

' more  dependable  than  enzymes— 

Rapid  and  complete  absorption,  without  the 
uncertainty  of  oral  or  buccal  enzyme  therapy.® 

more  potent  than  salicylates— 

Anti-inflammatory  potency  of  Tandearil 
markedly  superior  to  aspirin.'^ 


inflammation  takes  flight 


Remarkably  useful  in  a wide  variety  of  inflammatory 
conditions,  including:  rheumatoid  arthritis, 
spondylitis,  osteoarthritis'-’-®;  gout'-“-®;  acute  super- 
ficial thrombophlebitis*-’;  painful  shoulder 
(peritendinitis,  capsulitis,  bursitis,  and  acute  arthritis 
of  that  joint)'  “;  severe  forms  of  a variety 
of  local  inflammatory  conditions®-’-'®. 

The  physician  should  be  thoroughly  familiar  with  the 
dosage,  side  effects,  precautions  and  contra- 
indications of  Tandearil  before  prescribing.  Full 
product  information  available  on  request. 


HOW  GAN  THE  FULL  POTENTIAL 
OF  ORAL  THERAPY  BE  REALIZED  ? 


Diabinese* 

BRAND  OF  CHLORPROPAMIDE 

the  oral  antidiabetic 
most  likely  to  succeed 


Tlie  superior  effectiveness  of  clilorpropaiiiide  (DIABINESE) 
is  indicated  not  only  ])y  its  success  in  many  of  the  patients 
in  whom  tolbutamide  has  tailed/  but  also  by  its  ability  to 
maintain  effective  control  even  when  carbohydrate  intake  is 
increased  because  of  a more  liberal  diet:  Underscoring  this  su- 
periority in  oral  therapy,  llamwi  and  SkillmaiU  observe  that 
in  diabetics  suitable  for  sulfonylurea  therapy,  DIABINESE, “with 
its  more  constant  blood  levels  and  slower  degradation  Avould 
appear  to  be  the  choice  in  patients  predictably  less  likely  to 
respond  because  of  a clinically  more  severe  state  of  diabetes.” 


1.  Editorial  (A.A.A.)  New  York  J.  Med.  59:4130,  1959.  2.  Bloch,  J.,  and  Lenliardt,  A.:  Ann.  New  York  Acad. 
Sc.  74:954,  1959.  3.  llamwi,  G.  J.,  and  Skillnian,  T.  G.:  Postgrad.  Med.  27:687,  1960. 


FOR  MAXIMAL  ASSURANCE  OF  CONTINUOUS  BLOOD- 
SUGAR  CONTROL  AVITH  ORAL  THERAPY-  DIABINESE 


to  realize  the  full  potential  of  oral  therapy 
to  replace  or  reduce  insulin  dosage 
to  ensure  control  tchere  diet  alone  has  failed 


IN  BRIEF 


DIABINESE,  a potent  sulfonylurea,  provides 
smooth,  long-lasting  control  of  blood  sugar 
permitting  economy  and  simplicity  of  low, 
once-a-day  dosage.  Moreover,  diabinese  often 
works  where  other  agents  have  failed  to  give 
satisfactory  control. 

INDICATIONS : Uncomplicated  diabetes  mel- 
litus  of  stable,  mild  or  moderately  severe  non- 
ketotic, maturity-onset  type.  Certain  ‘ ‘ brittle  ’ ’ 
patients  may  be  helped  to  smoother  control 
with  reduced  insulin  requirements. 

ADMINISTRATION  AND  DOSAGE: 
Familiarity  with  criteria  for  patient  selection, 
continued  close  medical  supervision,  and  ob- 
servance by  the  patient  of  good  dietary  and 
hygienic  habits  are  essential. 

[Like  insulin,  diabinese  dosage  must  be  regu- 
lated to  individual  patient  requirements.  Aver- 
age maintenance  dosage  is  100-500  mg.  daily. 
For  most  patients  the  recommended  starting 
dose  is  250  mg.  given  once  daily.  Geriatric 
patients  should  be  started  on  100-125  mg.  daily. 
A priming  dose  is  not  necessary  and  should 
not  be  used;  most  patients  should  be  main- 
tained on  500  mg.  or  less  daily.  Maintenance 
losage  above  750  mg.  should  be  avoided.  Before 
nitiating  therapy,  consult  complete  dosage 
nformation. 

SIDE  EFFECTS : In  the  main,  side  effects, 
?.g.,  hypoglycemia,  gastrointestinal  intoler- 
ance, and  neurologic  reactions,  are  related  to 
iosage.  They  are  not  encountered  frequently 

Science,  for  the  world’s  ivcll-bemg® 


on  presently  recommended  low  dosage.  There  j 
have  been,  liowever,  occasional  cases  of  jaun-  j 
dice  and  skin  eruptions  primarily  due  to  drug 
sensitivity;  other  side  effects  which  may  be 
idiosyncratic  are  occasional  diarrhea  (some- 
times sanguineous)  and  hematologic  reactions. 
Since  sensitivity  reactions  usually  occur  within 
the  first  six  weeks  of  therapy,  a time  when  the 
patient  is  under  very  close  supervision,  they 
may  be  readily  detected.  Should  sensitivity 
reactions  be  detected,  diabinese  should  be  dis- 
continued. 

PRECAUTIONS  AND  CONTRAINDICA- 
TIONS: If  hypoglycemia  is  encountered,  the 
patient  must  be  observed  and  treated  con- 
tinuously as  necessary,  usually  3-5  days,  since 
DIABINESE  is  iiot  significantly  metabolized  and 
is  excreted  slowly,  diabinese  as  the  sole  agent 
is  not  indicated  in  juvenile  diabetes  mellitus 
and  unstable  or  severely  “brittle”  diabetes 
mellitus  of  the  adult  type.  Contraindicated  in 
patients  with  hepatic  dysfunction  and  in  dia- 
betes complicated  by  ketosis,  acidosis,  diabetic 
coma,  fever,  severe  trauma,  gangrene,  Ray- 
naud’s disease,  or  severe  impairment  of  renal 
or  thyroid  function,  diabinese  may  prolong  the 
activity  of  barbiturates.  An  effect  like  that  of 
disulfiram  has  been  noted  when  patients  on 
DIABINESE  drink  alcoholic  beverages. 

SUPPLIED : As  100  mg.  and  250  mg.  scored 
chlorpropamide  tablets. 

More  detailed  professional  information  avail- 
able on  request. 

PFIZER  I.ABORATORIES 

Division,  Chas.  Pfizer  tf-  Co.,  Inc.  Brooklyn  6,  Nctv  York 


a growing  bibliography 


confirms  the  importance  in 


modern  medical  practice  of 


"In...  recent  years, ...  comprehensive  programs  of  wine  research  have 

been  instituted  in  many  university  laboratories  and  clinics Among 

the  most  recent  findings  are  new  evidence  of  dry  wines’  value  in  the 
treatment  of  diabetes . . . ; the  detection  of  wine  components  which  act 
as  mild  cardiac  stimulants;  marked  effects  in  reducing  basic  emotional 
tension...  in  protecting  against  the  shocks  of  sudden  stimuli  (both  of 
these  at  very  moderate  blood-alcohol  levels),  and  somewhat  startling 
values  in  treating  diseases  of  the  digestive  tract. 

"Especially  good  news  to  doctors  are  findings  that  certain  wines  are  the 
most  effective  natural  liquid  stimulants  of  appetite  for  their  convales- 
cent patients;  that  the  low  sodium  content  of  the  beverage  permits  its 
inclusion  in  the  unpleasant  low-salt  diets  of  patients  with  heart  trouble; 
and,  finally,  measured  proof  of  wine’s  value  in  promoting  euphoria.’’* 


Fora  scientific  discussion  of  the  modern  uses  for  wine  in  convalescence,  cardiology, 
urology,  geriatrics,  write  for  "Uses  of  Wine  in  Medical  Practice,”  Wine  Advisory  Board, 
717  Market  Street,  San  Francisco  3,  California. 


*Adams,  L D.:  The  Commonsense  Book  of  Wine,  New  York,  David  McKay  Company,  Inc.,  1958,  pp.  162-163. 
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ristocor 


Triamcinolone  has  long  since  proved  its 
unsurpassed  efficacy  and  relative  safety  in  the  therapy  of  rheumatoid  arthritis, 
inflammatory  and  allergic  dermatoses,  bronchial  asthma,  and  all  other  condi- 
tions in  which  corticosteroids  are  indicated.  But  ARISTOCORT  has  also  opened  up 
new  areas  of  therapy  for  selected  patients  who  otherwise  could  not  be  given  corti- 
costeroids, Medicine  is  now  in  an  era  of  “special-purpose”  steroids.^ 


One  outstanding  advantage  of  triamcin- 
olone is  that  it  rarely  produces  edema 
and  sodium  retention.^-  ^ 

The  clinical  importance  of  this  property 
cannot  be  overemphasized  in  treating 
certain  types  of  patients.  McGavack 
and  associates®  have  reported  the  bene- 
ficial results  with  ARISTOCORT  in 
patients  with  existing  or  impending 
cardiac  failure,  and  those  with  obesity 
associated  with  lymphedema.  Triam- 
cinolone, in  contrast  to  most  other 
steroids,  is  not  contraindicated  in  the 
presence  of  edema  or  impending  car- 
diac decompensation.® 

Hollander^  points  out  the  superiority 
of  triamcinolone  in  not  causing  mental 
stimulation,  increased  appetite  and 
weight  gain,  compared  to  other  steroids 
which  produce  these  effects  in  varying 


degrees.  And  McGavack,®  in  a compar- 
ative tabulation  of  steroid  side  effects, 
indicates  that  triamcinolone  does  not 
produce  the  increased  appetite,  insom- 
nia, and  psychic  disturbances  associ- 
ated with  other  newer  steroids. 

ARISTOCORT  can  thus  be  advantageous 
for  patients  requiring  corticosteroids 
whose  appetites  should  not  be  stimu- 
lated, and  for  those  who  are  already 
overweight  or  should  not  gain  weight. 
Likewise,  ARISTOCORT  is  suitable  for 
the  many  patients  with  emotional  and 
nervous  disorders  who  should  not  be 
subjected  to  psychic  stimulation.  Fur- 
thermore, ARISTOCORT  Triamcinolone, 
in  effective  doses,  showed  a low  inci- 
dence of  side  reactions  and  is  a steroid 
of  choice  for  treating  the  older  patient 
in  whom  salt  and  water  retention  may 
cause  serious  damage.® 


References:  1.  Hollander,  J.  L.:  J.AM.A.  172:306  (Jan.  23)  1960.  2.  McGavack, 
T.  H.:  Nebraska  M.  J.  44:377  (Aug.)  1959.  3.  McGavack,  T.  H.;  Kao,  K.  Y.  T.; 
Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.;  Am.J.  M.Sc.  236:720  (Dec.)  1958. 

Precautions:  Collateral  hormonal  effects  generally  associated  with  cortico- 
steroids may  be  induced.  These  include  Cushingoid  manifestations  and  muscle 
weakness.  However,  sodium  and  potassium  retention,  edema,  weight  gain, 
psychic  aberration  and  hypertension  are  exceedingly  rare.  Dosage  should  be 
individualized  and  kept  at  the  lowest  level  needed  to  control  symptoms.  It 
should  not  exceed  36  mg.  daily  without  potassium  supplementation.  Drug 
should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes  simplex  and 
chicken  pox. 

Supplied:  Scored  tablets  — 1 mg.  (yellow);  2 mg.  (pink);  4 mg.  (white); 
16  mg.  (white). 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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The  1961  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New 
York  will  meet  from  May  8-12  in  the 
interesting  and  centrally  located  city 
of  Rochester.  This  city  of  inter- 
nationally known  cultural  and  sci- 
entific institutions  will  welcome  the 
Society  meeting  for  the  first  time  in 
many  years.  It  is  suggested  that 
members  make  early  plans  to  attend 
what  promises  to  be  one  of  the  most 
stimulating  meetings  ever  held  by 
the  Society. 


on  the  pathogenesis 
of  pyelonephritis: 

“An  inflammatory  reaction  here  [renal  papillae] 
may  produce  sudden  rapid  impairment  of  renal 
function.  One  duct  of  Bellini  probably  drains 
more  than  5000  nephrons.  It  is  easy  to  see  why  a 
small  abscess  or  edema  in  this  area  may  occlude 
a portion  of  the  papilla  or  the  collecting  ducts 
and  may  produce  a functional  impairment  far  in 
excess  of  that  encountered  in  much  larger  lesions 
in  the  cortex.”^ 

The  “exquisite  sensitivity”^  of  the  medulla  to 
infection  (as  compared  with  the  cortex),  high- 
lights the  importance  of  obstruction  to  the 
urine  flow  in  the  pathogenesis  of  pyelonephritis. 
“There  is  good  cause  to  support  the  belief  that 
many,  perhaps  most,  cases  of  human  pyelone- 
phritis are  the  result  of  infection  which  reaches 
the  kidney  from  the  lower  urinary  tract.”^ 


to  eradicate  the  pathogens  no  matter  the  pathway 

FURADANTIN 

brand  of  nitrofurantoin 


High  urinary  concentration  • Glomerular  filtration  plus  tubular  excretion  • Rapid  antibacterial 
action  • Broad  bactericidal  spectrum  • Free  from  resistance  problems  • Well  tolerated— even 
after  prolonged  use  • No  cross  resistance  or  cross  sensitization  with  other  drugs 
Average  Furadantin  Adult  Dosage:  100  mg.  tablet  q.i.d.  with  meals  and  with  food  or  milk  on  retir- 
ing. Supplied:  Tablets,  50  and  100  mg.;  Oral  Suspension,  25  mg.  per  5 cc.  tsp. 

References:  I.  Schreiner.  G.  E.:  A.M.A.  Arch.  Int.  M.  102:32,  1958.  2.  Freedman,  L.  R.,  and  Beeson,  P.  B.:  Yale  J.  Biol.  & 
Med.  30:406,  1958.  3.  Rocha,  H.,  et  al.:  Yale  J.  Biol.  & Med.  30:341,  1958. 

NiTROFURANS— a uiiique  class  of  antimicrobials 

EATON  LABORATORIES,  DIVISION  OF  THE  NORWICH  PHARMACAL  COMPANY,  NORWICH,  N.  Y. 


Put  your  low-back  patient 
back  on  the  payroll 


Soma's  prompt  relief  of  pain  and  stiffness 
can  get  your  low-hack  patients  hack 
to  work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  . . . help 
give  your  patient  the  two  things  he  wants 
most:  relief  from  pain  and  rapid  return  to 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  with 
higher  dosages.  Soma  is  available  in  350  mg. 
tablets.  USUAL  dosage:  1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace) 

® 

W Wallace  Laboratories,  Cranbury,  New  Jersey 


Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  pa- 
tients required  an  average  of  41 
days  for  full  recovery  (range:  3 to 
90  days).  The  addition  of  Soma 
therapy  in  this  comparative  inves- 
tigation reduced  the  average  to 
11.5  days  (range:  2 to  21  days). 
With  Soma,  patients  averaged  full 
recovery  30  days  sooner. 
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Clinical  experience  continues  to  prove  that 
TERFONYL  provides  many  special  advantages 
fundamental  to  successful  antibacterial  therapy. 


• specificity  for  a wide  range  of  organisms  • superinfection  rarely 
encountered  * soluble  in  urine  through  entire  physiologic  pH  range 

* minimal  disturbance  of  intestinal  flora  • excellent  diffusion  through- 
out tissues  • readily  crosses  blood -brain  barrier  ' sustained 
therapeutic  blood  levels  • extremely  low  incidence  of  sensitization 

SUPPLY:  Tablets,  0.5  gm.  • Suspension,  raspberry  flavored,  0.5  gm.  per  teaspoonful  (5cc.). 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


'renroNTL'  •»  a tQu<M  traqimaak 


more  and  more  physicians  are  prescribing  this  tripie  suifa 


TERFONYL 

Squibb  Triple  Sulfas  (Trisulfapyrimidines) 
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Nico-Metrazol 

the  safe  ergogenic  agent 


Whenever  non-specific  fatigue  indicates  the  need  for  safe  cerebral  stimulation, 
Nico-Metrazol  deserves  a therapeutic  trial.  The  gentle  activation  of  the  central  nervous 
system  and  the  increased  rate  of  cerebral  blood  flow  effected  by  Metrazol®,  combined 
with  increased  peripheral  blood  flow  induced  by  nicotinic  acid,  provide  a “physiologic 
spark-plug”  for  renewed  mental  and  physical  vitality.  Fatigue  and  listlessness  are 
frequently  replaced  by  a resurgence  of  energy  and  alertness.  Chronically  apathetic 
geriatric  patients  often  show  significant  improvement  on  Nico-Metrazol  therapy. 

Outstanding  Safety:  Nico-Metrazol  is  markedly  free  of  undesirable  systemic  action. 
It  causes  neither  hypertension  nor  postural  hypotension.  Nico-Metrazol  has  no  adverse 
effect  on  liver  or  bone  marrow  functions.  The  vasodilating  action  of  nicotinic  acid 
produces  a transient  flush  and  is  accompanied  by  a feeling  of  warmth  and  stimulation. 

Dosage:  Initially,  2 Nico-Metrazol  Tablets,  or  2 teaspoonfuls  of  Nico-Metrazol  Elixir,  three  or  four 
times  daily.  For  maintenance,  after  optimal  results  have  been  achieved,  dosage  may  be  reduced  to 
1 Nico-Metrazol  Tablet  or  1 teaspoonful  of  Nico-Metrazol  Elixir  three  times  daily. 

Supply:  Nico-Metrazol  Tablets  and  Elixir- 100  mg.  Metrazol  and  50  mg.  nicotinic  acid  in  each 
tablet  or  teaspoonful. 


For  information  on  Vita-Metrazol  and  Metrazol  dosage  forms,  consult  your  current  Physicians’  Desk  Reference. 
KNOUL  PHARMACEUTICAL  COMPAIVY  ^ orange;,  new  jersey 
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■ See 

both  blood  picture 

and  patient  respond  to 


TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable 
of  producing  in  ten  days  an  Hb  and  RBC 
response  comparable  to  that  obtained  after 
a transfusion  of  one  pint  of  whole  blood. 
For  potent,  complete  anemia  therapy, 
prescribe  Trinsicon  . . .just  2 a day  /or  all 
treatable  anemias. 

Two  Pulvules  Trinsicon  (daily  dose) 
provide: 

Special  Liver-Stomach  Concentrate, 

Lilly  (containing  Intrinsic  Factor) . . 300  mg. 
Vitamin  B12  with  Intrinsic  Factor 


Concentrate,  N.F 1 N.F.  unit  (oral) 

Cobalamin  Concentrate,  N.F., 

equivalent  to  Cobalamin 15  meg. 

(The  above  three  ingredients  are  clinically 
equivalent  to  1)^  N.F.  units  of  APA  potency.) 

Ferrous  Sulfate,  Anhydrous 600  mg. 

(Equal  to  over  1 Gm.  Ferrous  Sulfate,  U.S.P.) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 
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margins  on  firm  paper.  Carbon  copy  flimsy  can  not 
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institutional  or  other  credits.  Pages  should  be 
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title.  Quotations  must  include  full  credit  to  both 
author  and  source.  Periodical  references  should 
include  in  order:  author’s  name  with  initials, 
title,  periodical  abbreviation,  volume,  pages,  and 
year.  References  should  be  numbered  consecu- 
tively in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
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secutively and  Indicated  in  the  text.  The  number. 
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be  attached  to  the  back  of  each  illustration.  Legend 
should  be  typed,  numbered,  and  attached  to  each 
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Skin  Testing 


On  the  pages  of  another  part  of  this  issue 
of  the  Journal  (pages  731  to  752)  appears 
a discussion  on  the  value  of  skin  tests 
in  the  diagnosis  of  allergic  conditions. 
The  skin  test,  first  performed  by  Blackley  in 
the  summer  of  1865,  to  corroborate  his  belief 
that  pollen  was  responsible  for  his  own  symp- 
toms of  “pollen  fever,”  has  come  during  re- 
cent times  to  be  much  abused.  A positive 
scratch  or  intracutaneous  test  result  to  an 
antigen,  in  the  presence  of  negative  findings 
in  a control,  merely  indicates  that  an  anti- 
body (reagin)  to  the  specifically  used  antigen 
is  present  at  that  site  in  the  skin.  Such  a 
positive  test  finding  does  not  necessarily 
establish  the  particular  antigen  as  the  cause 
of  the  patient’s  symptoms.  Unless  the  posi- 
tive result  fits  in  with  the  patient’s  history, 
the  test  has  no  current  clinical  significance. 
Contrariwise,  a negative  finding  to  a skin 
test,  especially  to  a food  antigen,  does  not 
necessarily  eliminate  the  antigen  as  the  cause 
of  the  patient’s  complaints. 

The  uncritical  interpretation  of  the  results 
of  skin  testing  and  the  use  of  the  skin  test  in 
situations  when  it  cannot  yield  helpful  in- 
formation have  been  responsible  for  giving 
both  the  specialty  of  allergy  and  the  aller- 
gist a black  eye.  One  sees  in  print,  for  ex- 
ample, postnasal  drip  listed  as  an  indication 
for  “allergy  testing.” 

There  is  no  quick  method  other  than  the 
time-honored  procedures  employed  in  all 
branches  of  medicine — meticulous  history 
taking,  careful  physical  examination,  sup- 
plemented by  indicated  laboratory  studies — 
which  can  reveal  the  causes  of  the  patient’s 
allergic  difficulties.  In  the  field  of  allergy, 
possibly  more  so  than  in  other  disciplines  of 
medicine,  the  minutiae  of  the  history  are 
most  important  and  often  are  fully  informa- 
tive. 

The  appearance  of  allergy-testing  labora- 
tories, advertised  in  the  lay  press,  and 


through  mailing,  to  physicians,  has  added  to 
the  mistreatment  of  the  skin  test.  Physi- 
cians are  informed  in  this  mailing  that  com- 
plete skin  testing  can  be  accomplished  in  a 
single  visit  to  the  laboratory,  and  readers 
have  been  told  in  newspapers  that  this  com- 
plete skin  testing  can  at  times  be  carried  out 
effectively  in  a few  minutes.  The  implica- 
tion is  made  that  skin  testing,  even  when 
done  so  hurriedly  by  nonphysician  person- 
nel, in  the  absence  of  a detailed  history  and 
in  the  absence  of  a physical  examination, 
yields  information  on  the  specific  causes  of 
the  patient’s  symptoms.  The  additional 
implication  is  made  that  the  use  of  antigens 
provided  by  the  testing  laboratory  on  the 
basis  of  positive  reactions  to  skin  tests  con- 
stitutes a satisfactory  additional  means  of 
treating  the  patient. 

Both  of  these  assumptions  must  be  limited 
by  so  endless  a chain  of  ancillary  considera- 
tions that  their  invariable  application  would 
do  more  harm  than  good. 

The  well-grounded  general  practitioner, 
the  pediatrician,  the  internist,  and  the  aller- 
gist are  fully  aware  of  this.  To  those  who, 
because  their  experience  in  allergy  is  still 
limited,  are  not  yet  wary  of  the  dark  path  to 
which  skin  testing,  routinely  performed  and 
routinely  applied,  may  lead,  a sense  of 
watchfulness  is  advised. 

The  study  of  the  cause  of  symptoms  in  the 
allergic  patient  is  not  merely  a laboratory 
procedure,  and  the  treatment  of  these  symp- 
toms cannot  be  based  exclusively  or  often 
largely  on  the  results  of  skin  testing,  even 
when  the  testing  is  done  meticulously. 

It  would  seem  reasonable  to  assume  that 
any  qualified  physician  can  perform  and  in- 
terpret skin  tests  more  effectively  on  the 
patient  whom  he  knows — through  history, 
physical  examination,  and  other  aids — than 
can  personnel  who  are  unfamiliar  with  the 
patient. 
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Medical  Diagnostic  Clinics 


“Medical  Diagnostic  Clinics,”  which  is  to 
be  a new  section  in  the  New  York  State 
Journal  of  Medicine,  is  an  outgrowth  of 
an  educational  experiment  by  the  Depart- 
ment of  Medicine  of  St.  Vincent’s  Hospital, 
New  York  City.  Despite  the  great  variety 
of  illnesses  that  such  a large  hospital  can 
supply  for  teaching  purposes,  it  became  ob- 
vious that  certain  rare  but  important  disease 
entities  were  seldom  or  never  discussed. 
Although  the  pathology  files  contained 
examples  of  these  conditions,  a physician 
could  go  through  a complete  period  of  train- 
ing and  yet  not  encounter  them. 

In  an  attempt  to  remedy  this  situation,  an 
idealized  protocol  of  an  unusual  disease 
was  prepared  for  the  Cardiology  Conference 
and  during  the  last  fifteen  minutes  of  the 
session  the  case  report  was  thrown  open  to 
the  floor  for  discussion.  Within  a short  time 
the  interest  provoked  by  these  protocols 
became  enthusiastic.  They  were  then  con- 
tinued as  an  integral  part  of  the  Cardiology 
Conference.  Later  this  method  of  teaching 
was  extended  to  the  other  subdivisions  of  the 
Department  of  Medicine. 

The  case  report  is  constructed  after  a 
thorough  review  of  the  latest  pertinent  and 
authoritative  literature  on  the  particular 
disease.  Each  case  is  a classic  textbook 
picture  of  the  illness.  There  are  no  mis- 
leading clinical  or  laboratory  findings.  The 


clinical  description  is  made  up  of  only  the 
most  specific  signs  and  symptoms  of  the 
disease.  While  some  of  these  cases  are 
taken  from  this  hospital’s  records,  they  are 
not  completely  faithful  to  the  records.  In 
idealizing  the  report,  certain  misleading  or 
obscure  facets  of  the  actual  case  are  withheld 
and  more  pertinent  and  consistent  data  are 
added.  Therefore,  it  is  important  to  point 
out  that  this  material  cannot  be  construed 
as  actual  case  reports  or  reference  material 
for  students  of  these  diseases.  Other  cases 
in  this  series  have  been  reconstructed  from 
case  histories  culled  from  the  recent  litera- 
ture. 

The  experience  at  St.  Vincent’s  was  that 
the  rate  of  correct  diagnoses  following  the 
presentation  was  surprisingly  low.  How- 
ever, the  discussions  were  consistently  pro- 
vocative and  imaginative  in  view  of  the  fact 
that  the  cases  were  guaranteed  to  be  some- 
what unusual.  Such  an  exercise  gives  every 
clinician  a chance  to  use  his  rarely  tapped 
well  of  medical  esoterica. 

We  hope  that  our  readers  will  find  this 
new  section  stimulating  and  informative. 
It  must  be  kept  in  mind  that  these  protocols 
are  designed  so  that  the  doctor  who  is  aware 
of  the  disease  will  make  the  diagnosis  with 
ease  and  the  doctor  who  is  not  will  have 
had  an  instructive  lesson  when  the  answer 
is  revealed. 


The  Empire  State  Medical,  Scientific,  and  Educational 

Foundation,  Inc. 


On  October  10,  1960,  a certificate  of  incor- 
poration was  granted  by  the  State  of  New 
York  to  the  above-named  corporation  which 
was  founded  by  a special  committee  of  the 
Medical  Society  of  the  State  of  New  York 
for  the  following  purposes : 

1.  To  'promote  and  extend  modern  con- 
cepts of  med'ical  knowledge  to  the  members  of 
the  State  Society  through  extended  compre- 
hensive postgraduate  education. 


This  program  directed  to  the  practicing 
physicians  throughout  the  State  will  take 
the  form  of  seminars,  symposia,  lectures,  and 
panel  presentations.  It  will  use  all  the 
audiovisual  technics  available  including 
closed-circuit  television  and  recently  de- 
veloped graphic  presentation  technics. 

2.  To  present  to  the  public  in  general, 
through  public  forums  and  modern  informa- 
tional media,  concepts  of  modern  and  adequate 
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medical  care  and  treatment. 

This  program  presented  by  authorities  in 
the  health  field  will  place  before  the  people 
matters  of  medical  knowledge  affecting 
personal  and  community  health.  It  will 
encourage  the  public  to  avail  themselves  of 
existing  medical  services  and  will  emphasize 
prevention  of  disease.  It  will  acquaint  the 
public  with  facts  about  adequate  medical 
care.  It  will  foster  a continuing  explora- 
tion and  study  of  the  best  methods  of  carry- 
ing on  health  education  efforts  of  this 
nature. 

3.  To  stimulate  a closer  working  relation- 
ship between  public  health  programs,  physi- 
cians, and  communities  through  educational 
methods. 

This  program  will  seek  to  expand  and 
extend  the  health  education  pilot  study  car- 
ried out  during  the  past  year  by  the  State 
Medical  Society’s  Committee  on  Rural 


Medical  Service.  The  Health  Forums  de- 
veloped by  this  committee  proved  highly 
effective  in  the  education  of  the  public  in 
health  matters,  particularly  in  rural  areas 
which  presently  are  missed  sometimes  by 
existing  health  education  efforts.  The 
Foundation  will  explore  with  the  State 
Health  Department  means  of  extending 
public  health  services  to  those  counties 
which  have  little  or  no  facilities  of  this  sort. 

The  Foundation  is  chartered  as  a not-for- 
profit  corporation  which  may  accept  and 
disburse  funds  which  have  been  received  for 
the  purposes  of  postgraduate  medical  edu- 
cation, the  dissemination  of  medical  infor- 
mation to  the  public,  and  the  promotion  of 
the  public  health.  In  essence  its  purpose  is 
to  improve  the  health  of  all  the  people  by 
developing  better  informed  doctors,  a better 
informed  public,  and  wider  availability  of 
modern  public  health  services. 


Albert  F.  R.  Andresen,  M.D. 


Albert  F.  R.  Andresen,  M.D.,  distinguished 
internist  and  internationally  famous  gastro- 
enterologist, died  suddenly  at  his  home  and 
office  in  Brooklyn,  on  January  25,  1961. 
{See  Necrology,  page  809). 

Dr.  Andresen’s  magnificent  record  of 
achievement  in  the  fifty-three  years  since 
his  graduation  from  the  Long  Island  College 
Hospital  in  1907  remains  as  a cherished 
memory  to  his  relatives  and  to  his  many 
friends,  colleagues,  and  patients.  He  was 
an  incisive  and  original  thinker  and  an  in- 
spiration and  friend  to  a veritable  host  of 
students  at  both  the  graduate  and  under- 
graduate levels. 

His  1958  text.  Office  Gastroenterology,  is  a 
distillate  of  a half  century  of  practical  clinical 
experience  in  the  diagnosis  and' management 
of  gastrointestinal  diseases.  In  it  a lively, 
inquiring,  and  original  mind  challenges  with 
lucid  argument  many  hallowed  gastroentero- 
logic  concepts. 

The  first  of  his  over  200  articles  and  edi- 
torials in  various  medical  journals  and  books. 


Joseph  .4.  Meranle 

ALBERT  F.  R.  ANDRESEN,  M.D. 
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entitled  “Gastric  Ulcer  and  Its  Treatment” 
came  out  in  1910,  only  three  years  after  his 
graduation  from  medical  school. 

His  interpretations  and  ideas,  always  vig- 
orous and  original,  have  played  a vital  role  in 
the  development  of  gastroenterology  in  this 
country  and,  indeed,  the  world  over. 

For  over  forty  years  Dr.  Andresen  gave 
unstintingly  of  his  time  and  energies  to  the 
instruction  of  students.  Literally  thousands 
have  know  the  stimulus  of  his  incisive 
thinking. 

It  would  be  impossible  even  to  list  the 
hundreds  of  contributions  Dr.  Andresen 
made  to  gastroenterologic  thought.  A few 
high  lights  will  indicate  how  far  ahead  of  his 
field  Dr.  Andresen  often  was.  With  char- 
acteristic keenness  and  daring  he  was  often 
ruthless  in  attacking  hallowed  beliefs,  which 
seemed  to  him  clearly  erroneous  and  which 
the  rest  of  the  profession  relinquished  only 
reluctantly.  At  the  time  he  advocated  con- 
cepts of  interpretation  and  treatment  which 
it  often  took  the  profession  years  to  appreci- 
ate and  embrace.  His  was  the  mark  of  a 
true  leader,  who  almost  by  intellectual  main 
force  repeatedly  tore  at  the  veil  of  ignorance 
to  give  us  a vision  of  the  truth. 

In  1913,  he  wrote  a paper  entitled  “Re- 
sults of  Operation  for  Gastric  Ulcer — A Plea 
for  Radical  Operation  When  Operation  is 
Indicated.”  Remember  that  this  was  over 
forty-five  years  ago  when  uncomplicated 
ulcers  were  being  unjustifiably  operated  on, 
indiscriminately.  His  viewpoint,  so  strange 
then,  and  so  obvious,  we  hope,  to  all  today, 
was  that  uncomplicated  ulcers  heal  spon- 
taneously with  simple  medical  measures, 
and  that  when  the  comphcated  case  does 
come  to  surgery,  resection  should  be  radical 
and  adequate.  More  recently  he  expressed 
strong  misgivings  concerning  the  widespread 
use  of  vagotomy  in  ulcer  treatment.  He  felt 
that  the  procedure  deserved  only  a very 
limited  role  in  ulcer  management. 

As  early  as  1916,  Dr.  Andresen  doubted 
the  validity  of  the  starvation  treatment  of 
gastric  hemorrhage  then  in  vogue.  In  the 
early  twenties,  inspired  by  Lenhartz,  he 
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instituted  the  feeding  regimen  known  as  the 
“Andresen  Gastric  Hemorrhage  Diet”  and 
published  his  observations  in  the  Journal  of 
the  American  Medical  Association  in  1927. 
Almost  everyone  realizes  it’s  right  to  feed 
the  bleeder  now,  but  what  recriminations  had 
to  be  endured  then ! 

In  1926  Dr.  Andresen  was  one  of  the  very 
first  to  point  out  the  value  of  the  use  of  his- 
tamine in  gastric  analysis.  And  in  1931  he 
gave  convincing  evidence  that  allergy  was 
significantly  concerned  in  the  causation  of 
migraine,  a concept  he  had  already  held  for 
fifteen  years. 

Immediate  feeding  after  stomach  opera- 
tions IS  commonplace  enough  now  but  it  was 
a rather  radical  proposal  when  Dr.  Andresen 
first  propounded  it  in  1918.  The  treatment 
of  chronic  gallbladder  disease  with  low  or  no 
fat  diets  is  still  popular  in  many  places  to- 
day. Yet,  slowly,  reluctantly,  the  profes- 
sion is  coming  to  recognize  the  physiologic 
validity  of  Dr.  Andresen’s  teaching,  now 
over  a quarter  century  old,  that  frequent 
feeding  fairly  rich  in  fat  produces  efficient 
biliary  drainage.  With  justifiable  asperity 
he  pointed  out,  over  the  years,  how  ridicu- 
lous it  was  to  resort  to  duodenal  tube  biliary 
drainage,  once  almost  a cult,  and  bile  salt 
therapy,  when  just  using  fat  in  the  diet  ac- 
complishes the  same  thing  with  greater 
efficiency  and  much  less  hardship  on  the 
patient. 

Practically  from  the  beginning  of  his 
gastroenterologic  career  Dr.  Andresen  rec- 
ognized the  importance  of  allergic  factors 
as  the  basis  for  a variety  of  gastrointestinal 
disturbances.  Mention  has  already  been 
made  of  his  views  on  migraine  published  in 
1931.  It  has  taken  years  of  patient  explana- 
tion and  teaching,  in  discussions  before  his 
medical  confreres,  and  in  many  published 
papers  especially  since  1934,  for  the  profes- 
sion to  realize  the  vital  role  that  allergy 
plays  in  digestive  disease.  One  doesn’t 
even  question  the  existence  of  gastrointes- 
tinal allergy  today,  yet  it  is  well  to  remember 
that  such  pioneers  as  Dr.  Andresen  have 
almost  had  to  ram  it  down  the  collective 
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medical  throat  over  the  years.  Even  today, 
many  of  those  who  admit  the  importance  of 
allergy  in  causing  gastrointestinal  disturb- 
ance evidence  great  skepticism  towards 
Andresen’s  emphasis  on  its  role  in  the  patho- 
genesis of  ulcerative  colitis.  Recent  con- 
siderations regarding  the  immunologic  and 
hypersensitivity  aspects  of  this  disease  sug- 
gest the  possibility,  that,  as  with  other  Dr. 
Andresen  firsts,  his  allergic  concept  may  yet 
receive  further  objective  proof.  The  pa- 
tience and  thoroughness  Dr.  Andresen  exer- 
cised in  the  search  for  allergic  factors  in  ul- 
cerative colitis  may  well  become  the  com- 
monplace attitude  of  the  future  and  could 
result  in  the  relief  of  great  suffering  in  large 
numbers  of  patients. 

Many  other  examples  of  Dr.  Andresen’s 
leadership  in  gastroenterologic  thought  could 
be  cited.  The  few  mentioned  give  some  idea 
of  the  measure  of  the  man.  On  the  broad 
stage  of  development  of  gastroenterology  in 
this  country  his  role  was  truly  gigantic. 

What  has  been  said  thus  far  would  be  suffi- 
cient to  exhaust  the  careers  of  several  men 
of  medicine.  But  Dr.  Andresen  was  no 
narrow  devotee  of  his  own  special  field  of 
interest.  The  problems  of  the  medical  pro- 
fession in  general  were  also  his,  and  he 
grappled  with  them  unselfishly  in  areas 
ranging  from  the  purely  local  to  those  of 
world-wide  importance. 

This  limited  resume  of  the  career  of  so 
remarkable  a man  cannot  end  without  ref- 
erence to  a subject  which  was  very  dear  to 
him.  The  teaching  of  gastroenterology  in 


our  medical  schools  was  a matter  of  vital 
moment  to  Dr.  Andresen.  He  pointed  out 
again  and  again  how  prevalent  gastrointes- 
tinal disease  is  in  practice,  and  how  woe- 
fully meager  has  been  the  proportionate  time 
devoted  to  gastroenterologic  matters  in  the 
medical  curriculum.  He  called  attention  to 
the  necessity  for  giving  an  adequate  number 
of  hours  to  the  teaching  of  gastroenterology, 
to  the  value  of  having  specialists  do  the 
teaching  of  this  special  subject,  to  the  im- 
portance of  preclinical  and  clinical  correla- 
tion, and  of  integration  with  other  fields  of 
medical  instruction.  It  is  to  be  hoped  that 
our  medical  schools  will  appreciate  the 
worthiness  of  his  views  and  will  recognize 
the  urgent  necessity  of  giving  gastroenterol- 
ogy a place  in  medical  undergraduate  teach- 
ing commensurate  with  its  importance  in 
actual  practice. 

Dr.  Andresen  served  the  Medical  Society 
of  the  State  of  New  York  as  chairman  of  the 
Scientific  Program  Committee  and  of  the 
Finance  Committee.  He  was  Vice-Speaker 
and  Speaker  of  the  House  of  Delegates  and 
for  twelve  years  was  a delegate  from  this 
State  Society  to  the  American  Medical 
Association. 

A man’s  material  achievements  inevitably 
fade  and  die.  But  the  permanent  qualities 
of  a great  heart  and  mind  that  touch,  inspire, 
and  motivate  others  cannot  die.  In  their 
unique  way  they  enter  the  the  great  and 
continuing  stream  of  human  achievement. 
In  this  sense,  a man  such  as  Dr.  Andresen 
becomes  truly  immortal. 


Save  the  Dates  . . . 

May  8 through  12,  1961 
Medical  Society  of  the  State  of  New  York 
155th  Annual  Convention  Rochester 
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(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 


LOwers  propulsive 
MOTILity 

Stops  diarrhea  promptly 


Now  an  exempt  preparation  under 
revised  Federal  Narcotic  Laws 


Extensive  clinical  experience  in  the  United 
States  and  Europe  demonstrates  that  Lomotil 
provides  prompt  and  positive  symptomatic  con- 
trol of  diarrhea. 

Lomotil  possesses  a highly  efficient  antiperi- 
staltic  action.  It  controls  diarrhea  with  few  or 
none  of  the  undesirable  side  effects  of  many 
other  commonly  used  antiperistaltic  agents. 

In  the  control  of  diarrhea,  Lomotil  offers 
safety,  efficacy  and  greater  convenience. 

DOSAGE;  The  recommended  initial  dosage  for 
adults  is  two  tablets  (2.5  mg.  each)  three  or  four 
times  daily,  reduced  to  meet  the  requirements 


of  each  patient  as  soon  as  the  diarrhea  is  under 
control.  Maintenance  dosage  may  be  as  low  as 
two  tablets  daily.  Lomotil,  brand  of  diphenoxy- 
late hydrochloride  with  atropine  sulfate,  is  sup- 
plied as  unscored,  uncoated  white  tablets  of  2.5 
mg.,  each  containing  0.025  mg.  (V2400  grain)  of 
atropine  sulfate  to  discourage  deliberate  over- 
dosage. 

Recommended  dosage  schedules  should  not 
be  exceeded. 

e.  D.  SEARLE  & co. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 


Lifts  depression...as  it  calms  anxiety!  ' 

Smootli,  balanced  action  lifts  depression  as  | 
it  calms  anxiety. . . rapidly  and  safely  ^ 


You  see  an  improve- 
ment within  a few  days 

Thanks  to  your  prompt 
treatment  and  the 
smooth  action  of  Deprol, 
her  depression  is 
relieved  and  her  anxiety 
and  tension  calmed  — 
often  in  a few  days.  She 
eats  well,  sleeps  well 
and  soon  returns  to  hex- 
normal  activities. 


Balances  the  mood  — no  “seesaw” 
effect  of  amphetamine-barbitu- 
rates and  energizers.  While  ampheta- 
mines and  energizers  may  stimulate  the 
patient— t/xey  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine -barbiturate 
combinations  may  counteract  excessive 
stimulation— t/iey  often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects, 
Deprol’s  smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety  — both  at 
the  same  time. 


Dosage:  Usual  starting  dose  is  1 tablet  a 
q.i.d.  When  necessary,  this  dose  may  be  grad- 
ually increased  up  to  3 tablets  q.i.d. 

Composition:  1 mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HCl)  and  400  mg. 
meprobamate.  Supplied:  Bottles  of  50  light-pink, 
scored  tablets.  Write  for  literature  and  samples. 


Acts  swiftly  — the  patient  often 
feels  better,  sleeps  better,  within 
a few  days.  Unlike  the  delayed  action  of 
most  other  antidepressant  drugs,  which 
may  take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly— often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


Deprol^“ 
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SCIENTIFIC  ARTICLES 


Observations  on  the  Management  of  Rheumatoid 
Arthritis  and  Related  Disorders  with  the 
Newer  Corticosteroids 


HAROLD  M.  ROBINS,  M.D.,  BUFFALO,  NEW  YORK 
{From  the  Arthritis  Service,  Edward  J.  Meyer  Memorial  Hospital) 


^ I ’’he  aggressive  treatment  of  rheumatoid 
disease  with  corticosteroids  will,  in  most 
instances,  modify  favorably  an  active  process 
in  a matter  of  days.  This  is  in  contrast  with 
the  slow  and  gradual  benefits  effected  by 
conservative  medication  with  gold  com- 
pounds, salicylates,  and  antimalarial  drugs. 
The  chronicity  of  arthritis  and  related  dis- 
orders is  of  fundamental  consideration  in  the 
use  of  these  highly  potent  anti-inflammatory 
and  antirheumatic  agents.  Partial  or  com- 
plete remissions  induced  with  corticosteroids 
are  maintained  for  relatively  .short  periods 
after  medication  is  withdrawn.  Therefore,  a 
continuous  administration  of  corticosteroids 
for  prolonged  intervals  is  usually  necessary 
to  achieve  a worth-while  clinical  improve- 
ment.'”^ Complications  arising  from  un- 
wanted physiologic  actions  may  seriously 
limit  a long-continued  treatment  with  corti- 
costeroids. For  this  reason,  the  dosage  must 
be  carefully  individualized  and  reduced  with 
improvement  to  the  lowest  possible  level. 

With  the  onset  of  therapy  large  doses 
should  be  avoided  to  minimize  unwanted  side- 
effects.  It  is  also  recognized  that  a thera- 
peutic program  must  include  rest,  active 
corrective  exercise,  proper  nutrition,  and  the 
concomitant  administration  of  more  con- 
ventional drugs  for  the  desired  improve- 
ment. 


Variations  in  Hormone  Effects 

Since  the  early  application  of  cortisone, 
clinical  experience  with  the  corticosteroids  in 
controlling  inflammatory  and  allergic  re- 
actions has  been  accumulating  and  is  a 
necessary  guide  to  clinical  values  and  limita- 
tions, because  underlying  mechanisms  of 
antiphlogistic  effects  are  not  clearly  under- 
stood. 

The  availability  of  several  potent  and 
clinically  useful  compounds  in  this  series  is  a 
reflection  of  the  skill  of  the  organic  chemist 
isolating,  synthesizing,  and  improving  on  a 
naturallj'^  occurring  substance.  There  has 
been  a rapid  progression  from  cortisone  and 
hydrocortisone  to  prednisone  and  predniso- 
lone, methylpredni.solone,  triamcinolone,* 
and  dexamethasone.  Increases  in  potency 
have  been  more  easily  accomplished  than  has 
the  specificity  of  anti-inflammatory  action. 

In  the  treatment  of  a well-established 
rheumatoid  disorder,  the  relative  merits  of 
one  molecular  modification  over  another 
depends  on  a lessened  tendency  toward  un- 
wanted effects  with  continued  administra- 
tion. For  all  practical  purposes  antirheu- 
matic potency  can  be  adjusted  by  do.sage 
to  produce  equal  therapeutic  activity. 

* The  triamcinolone  for  this  study  was  supplied  as 
Kenacort  through  the  courtesy  of  F.  C.  Reifenstein, 
Jr.,  M.D.,  E.  R.  Squibb  & Sons,  New  York  City. 
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'I'he  dramatic  results  obtained  with 
triamcinolone  in  the  suppression  of  psoriatic 
lesions  is  now  well  known®~®  and  is  recon- 
firmed in  our  work.  An  increased  milli- 
gram potency  has  merely  given  us  a smaller- 
sized  tablet  with  essentially  the  same  thera- 
peutic effect. 

The  outstanding  feature  of  the  newer 
corticosteroids  is  the  reduction  or  complete 
absence  of  sodium  retention  and  fluid  accu- 
mulation as  a complication  of  treatment. 

A comparative  appraisal  has  indicated  the 
greatest  evidence  of  fluid  retention  and 
edema  with  prednisone,  although  this  find- 
ing was  unusual  in  patients  receiving  tri- 
amcinolone or  methylprednisolone.^“  In  the 
special  situation  of  concurrent  heart  disease 
or  other  conditions  where  edema  is  apt  to 
be  troublesome,  these  are  the  preferred  anti- 
rheumatic  agents.  Similarly,  other  differ- 
ences in  physiologic  effects  will  aid  in  the 
.selection  of  the  corticosteroid  best  suited  to 
the  individual  patient. 

Reliable  comparative  information  con- 
cerning the  incidence  and  nature  of  undesir- 
able effects  encountered  with  prednisone 
and  prednisolone,  methylprednisolone,  tri- 
amcinolone, and  dexamethasone  is  relatively 
scarce.  However,  serious  attempts  have 
been  made  to  evaluate  these  various  com- 
])ounds  with  respect  to  the  more  troublesome 
reactions  such  as  digestive  distress  with  or 
without  peptic  ulceration,  deviations  in 
appetite,  muscle  wasting,  ecchymoses, 
l)sychic  disturbances,  glycosuria,  erythema 
of  the  face,  and  facial  rounding.®"^®  No 
single  corticosteroid  is  clearly  superior  to  any 
other  in  avoiding  unwanted  effects  at  thera- 
jjeutic  dosage  levels,  particularly  with  pro- 
longed administration.  Certain  variations 
in  an  essentially  similar  pattern  have  been 
reported.®"'® 

In  a group  of  (io  patients  with  rheumatoid 
aithritis  treated  with  the  newer  corti- 
(a).steroid  analogues,  facial  rounding,  emo- 
1 ional  disturbance,  and  a transient  glycosuria 
were  most  fre({ueiitly  associated  with  tin* 
administration  of  ])rednisone  or  pred- 
nisolone.'® .\  change  in  carbohydrate 
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metabolism  occurred  least  frequently  in 
patients  given  triamcinolone,  and  moon 
facies  occurred  least  frequently  with  this 
compound.  The  incidence  of  nonspecific 
gastrointestinal  complaints  and  peptic  ulcer 
was  approximately  equally  divided  in  this 
series  among  patients  who  were  given 
prednisolone,  methylprednisolone,  and  tri- 
amcinolone.'® This  confirms  an  earlier  com- 
parative experience.®  The  use  of  antacids  or 
a peptic  ulcer  regimen,  as  indicated,  allowed 
an  uninterrupted  administration  of  corti- 
costeroids. Excessive  appetite  and  a strik- 
ing weight  gain  were  characteristic  of 
dexamethasone  in  contrast  to  the  anorexia 
experienced  by  some  individuals  who  were 
given  triamcinolone.  Weight  loss,  weakness, 
and  muscle-wasting  were  attributed  pri- 
marily to  triamcinolone,  although  muscle 
weakness  and  cramps  have  been  reported 
with  prednisone  and  prednisolone.  The  oc- 
currence of  erythema  of  the  face,  flushing, 
and  increased  perspiration  w^ere  attributed 
almost  exclusively  to  triamcinolone.  On  the 
other  hand,  ecchymotic  and  purpuric  skin 
manifestations  occurred  with  a greater 
frequency  when  methylprednisolone  was 
employed.'®  No  striking  difference  in  long- 
term effects  on  bone  is  currently  apparent, 
since  osteoporosis  and  .spontaneous  fracture 
may  result  from  the  use  of  any  of  the 
analogues. 

The  skillful  u.se  of  the  corticosteroids  in 
rheumatoid  arthritis  or  in  other  re.sponsive 
disorders  necessitates  a familiarity  with  the 
qualitative  changes  in  activity  achieved  by 
the  newer  compounds.  This  knowledge 
may  be  employed  to  ad\  antage  in  the  selec- 
tion of  a particular  analogue  for  initial 
therapy.  Careful  supervision  of  the  patient 
must  be  maintained  with  regard  to  the  de- 
velopment of  any  of  the  se(}uelae  associated 
with  corticosteroid  medication. 

Individual  Variation  in  Hes/jonse 

Each  of  the  corticosteroids  may  olfei' 
certain  advantages  or  di.sadvantages  in  terms 
of  weight  gain  or  loss,  blood  pressure,  j)i('s- 
ence  or  absence  of  skin  lesions,  diabetes,  aiul 
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MANAGEMENT  OF  RHEUMATOID  ARTHRITIS  AND  RELATED  DISORDERS 


'I'ABLE  I. — Distribution  of  63  Patients  in  This 
Series 


Sex 

Females  42 
Males  21 

Age 

4 to  75  years 
Average — 53 . 5 years 

Duration  of  illness 

2 months  to  27  years 
Average — 13.5  years 

1 iiagnosis 

Rheumatoid  arthritis — 
49 

Psoriasis  with  arthritis — 
11 

Mixed  osteo-  and  rheu- 
matoid arthritis — 3 

Degree  of  involvement* 

18  were  stage  III,  9 were 
class  III 

45  were  stage  I and  II, 
class  I or  class  II 
0 were  stage  IV  or  class 
IV 

Corticosteroid  given 

46  triamcinolone,  20  tri- 
amcinolone exclusively 
30  methylprednisolone, 

14  methylprenisolone 
exclusively 

16  dexamethasone,  3 dex- 
amethasone  exclusively 
7 triamcinolone,  methyl- 
prednisolone, and  dexa- 
methasone 
9 triamcinolone  and 
methylprednisolone 
4 triamcinolone  and 
dexamethasone 
2 methylprednisolone 
and  dexamethasone 
40  prednisone 

* American  Rheumatism  Association  classifica- 
tion. 


heart  disease.  Many  considerations  con- 
tribute to  the  success  of  a long-term  thera- 
peutic program.  There  is  evidence  of  a 
considerable  variation  in  individual  response, 
suggesting  an  empiric  approach  to  the  deter- 
mination of  the  most  suitable  compound  for 
a particular  patient . ^ Occasionally,  when 

one  corticosteroid  is  substituted  for  another, 
the  difference  in  benefits  accomplished  is 
dramatic.  An  optimum  dosage  is  estab- 
lished in  keeping  with  the  response  of  the 
individual.  Host  factors  have  always  been 
important  considerations  in  drug  reactions. 
The  fact  that  frequency  and  intensity  of  un- 
wanted physiologic  effects  do  not  strictly 
parallel  the  quantity  of  the  corticosteroid 
administered  lends  support  to  the  concept  of 
individual  susceptibility  to  one  or  several  of 
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the  widespread  actions  of  these  potent  sul>- 
stances. 

A wise  usage  of  the  corticosteroids  requires 
a careful  selection  of  the  analogue  through  a 
careful  observation  of  patient  response. 
A regulation  of  dosage  is  necessary  to  achieve 
a reasonable  anti-inflammatory  effect  with 
avoidance  of,  or  a minimum  of,  undesired 
reactions.  Each  patient  must  be  regarded 
as  an  individual  demanding  special  super- 
vision. With  the  currently  available  com- 
pounds, proper  management  of  the  arthritic 
patient  is  usually  a compromise  with  the 
patient’s  symptoms  at  a dose  which  is  rela- 
tively safe  but  which  will  maintain  functional 
capacity  in  spite  of  some  inflammation  and 
discomfort. 

The  Present  Study 

A series  of  63  patients  were  observed  dur- 
ing this  investigation.  Forty-nine  had  ac- 
tive rheumatoid  arthritis,  11  had  psoriasis 
and  arthritis,  and  3 had  mixed  osteoarthritis 
and  rheumatoid  arthritis.  A fuller  distribu- 
tion of  these  patients  is  presented  in  Table  I. 
There  were  42  females  and  21  males,  ranging 
in  age  from  four  to  seventy-five  years. 
The  duration  of  the  disease  extended  from 
two  months  to  twenty-seven  years  with  the 
average  of  13.5  years.  The  degree  of  func- 
tional involvement  was  determined  in  keep- 
ing with  the  criteria  and  the  classification  of 
the  American  Rheumatism  Association.^"* 
Eighteen  patients  were  found  in  a moderately 
advanced  stage  (stage  III),  while  45  patients 
were  in  stages  I and  II.  A thorough  physical 
examination,  including  blood  studies  and 
urinalysis,  was  carried  out  in  each  case  prior 
to  the  initiation  of  corticosteroid  treatment. 
All  patients  were  seen  for  re-examination  and 
appraisal  of  the  effectiveness  and  short- 
comings of  the  prescribed  regimen. 

As  may  be  seen  from  Table  I,  most 
patients  recei^^ed  more  than  one  corti- 
costeroid during  the  course  of  this  study. 
The  precise  daily  dosage  and  the  duration  of 
treatment  employed  with  each  analogue  are 
presented  in  Table  II.  Patients  received 
triamcinolone  in  doses  of  2 to  24  mg.  for 
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TABLE  II. — Dosage  and  Duration  of  Treatment 


Corticosteroid 


— Daily  Dosage  (Mg.) 

Minimum  Maximum  Average  (Weeks) 


Duration  of  Treatment 

Shortest  Longest  Average 
( Months ) 


Triamcinolone  2 

24 

9.5  2 

18 

5 

Methylprednisolone  2 

16 

10.0  1 

14 

5 

Dexamethasone  0.75 

3 

1.85  2 

9 

3 

Prednisone  2 . 5 

20 

12.5  1 

26 

9.5 

TABLE  III. — Response  of  Patients  with  Various  Types  of  Arthritis 

TO  Four  Different  Corti- 

Costeroids* 

Methyl- 

Dexa- 

Status  of  Patients 

Triamcinolone  prednisolone 

Prednisone 

methasone 

Patients  with  rheumatoid  arthritis 

33 

28 

36 

15 

Number  benefited 

Patients  with  psoriasis  and  rheumatoid 

26 

19 

20 

11 

arthritis 

11 

1 

4 

0 

Number  benefited 

Patients  with  mixed  osteo-  and  rheuma- 

11 

1 

2 

0 

toid  arthritis 

2 

1 

0 

1 

Number  benefited 

1 

1 

0 

0 

Total  number  of  patients 

46 

30 

40 

16 

Total  number  benefited 

38 

21 

22 

12 

Per  cent  benefited 

83 

70 

55 

75 

* Patients  showing  a good  to  excellent  response  were  considered  benefited  by  treatment. 

periods  of  from  two  weeks  to 

eighteen 

as  required.  If  glycosuria  was 

disclosed  by  a 

months.  Methylprednisolone  was 

admin- 

routine  urinalysis  carried  out 

as  part  of  the 

istered  in  doses  of  2 to  16  mg.  for  from  one 
week  to  fourteen  months.  The  daily  dosage 
for  dexamethasone  was  from  0.75  to  3 mg.  for 
from  two  weeks  to  nine  months.  Prednisone 
was  administered  at  levels  of  from  2.5  to  20 
mg.  for  periods  of  from  one  week  to  twenty- 
six  months.  Where  indicated,  physical 
therapy  was  instituted  as  a part  of  the  over- 
all management  program. 

Involved  joints  were  examined  regularly 
at  intervals  of  from  one  to  three  weeks  for 
changes  in  swelling,  inflammation,  and  stiff- 
ness. Improvements  in  range  of  motion 
were  assessed  carefully.  At  the  same  time, 
the  patient  was  checked  for  signs  of  un- 
wanted reactions  to  the  corticosteroid  in  use. 
Subjective  estimations  of  physical  status 
were  enlisted  for  a total  appraisal  of  in- 
dividual responses  to  medication.  Where  an 
undesired  reaction  to  a particular  corti- 
costeroid was  manifested,  another  compound 
was  substituted  in  its  place,  and  treatment 
was  continued.  Blood  studies  were  sub- 
■sequently  carried  out  at  varying  intervals, 


periodic  re-examinations,  blood  determina- 
tions were  repeated.  With  patients  who 
were  known  to  be  diabetic  (and  there  was 
only  1 in  this  series)  or  where  glycosuria  had 
been  produced  by  previous  steroid  therapy, 
weekly  determinations  of  glucose  levels  were 
performed  in  the  office,  and  testing  of  urine 
was  carried  out  daily  at  home.  Serum 
potassium  and  sodium  levels  were  followed 
infrequently  and  determined  only  when  some 
untoward  symptom  such  as  weakness  was 
manifested.  To  avert  anticipated  potassium 
loss  and  to  mitigate  against  capillary 
fragility,  all  patients  in  this  series  were  in- 
structed to  eat  three  or  four  oranges  daily. 
However,  it  is  not  possible  to  estimate  the 
precise  effect  of  this  particular  addition  to  the 
diet  or  to  determine  whether  any  real  pur- 
pose was  served. 

Results 

An  appraisal  of  therapeutic  response  to  the 
four  different  corticosteroids  is  presented  in 
Table  III.  Patients  showing  good-to-ex- 
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TABLE  IV.—  Analysis  of  Unwanted  Effects  Encountered  with  Four  Corticosteroids 


Nature  of  Reaction 

Triam- 

cinolone 

(46 

patients) 

(Per 

Cent) 

Methyl- 

pred- 

nisolone 

(30 

patients) 

(Per 

Cent) 

Pred- 

nisone 

(40 

patients) 

(Per 

Cent) 

De.xa- 

methasone 

(16 

patients) 

(Per 

Cent) 

Circulatory 

10.9 

6.7 

17.5 

0.0 

Palpitation 

4 

1 

1 

0 

Hypertension 

1 

1 

6 

0 

Cushingoid 

47.8 

56.7 

77.5 

12.5 

Moon  facies 

10 

8 

12 

0 

Hirsutism 

2 

2 

2 

0 

Ecchymoses 

4 

4 

8 

0 

Edema 

4 

3 

9 

2 

Potassium  loss 

2 

0 

0 

0 

Gastrointestinal 

6.5 

16  7 

22.5 

6.3 

Gastrointestinal 

discomfort 

2 

4 

7 

1 

Peptic  ulcer 

1 

1 

2 

0 

Metabolic  and 

muscular 

32.6 

30.0 

75.0 

50.0 

Weight  loss  and 

muscle  weakness 

10 

3 

1 

0 

Weight  gain 

0 

0 

12 

7 

Hyperglycemic 

response 

2 

0 

0 

1 

Leg  cramps 

3 

5 

5 

0 

Osteoporosis 

0 

1 

12 

0 

Psychic 

15.2 

10.0 

35.0 

43.8 

Appetite  increase 

0 

0 

4 

7 

Appetite  decrease 

4 

0 

0 

0 

Emotional 

disturbance 

1 

3 

10 

0 

Dizziness 

2 

0 

0 

0 

Other 

30.4 

33.3 

2.5 

6.3 

Headache 

2 

2 

0 

0 

Perspiration 

2 

1 

0 

0 

Flushing 

6 

3 

1 

0 

Blurring,  watery  eyes 

3 

3 

0 

1 

Thrombophlebitis 

1 

1 

0 

0 

cellent  improvement  were  considered  bene- 
fited by  the  medication.  On  this  basis,  38 
of  the  46  patients  (83  per  cent)  given  tri- 
amcinolone, 21  of  the  30  patients  (70  per  cent) 
given  methylprednisolone,  22  of  the  40 
patients  (55  per  cent)  given  prednisone,  and 
12  of  the  16  patients  (75  per  cent)  given 
dexamethasone  derived  a practical  benefit 
from  the  analogue  administered.  However, 
these  findings  must  be  interpreted  in  terms 
of  the  varying  treatment  programs  (Table 
II)  as  well  as  the  possibility  of  spontaneous 
changes  in  disease  activity.  It  is  our  feeling 
that  the  antirheumatic  influence  of  all 
corticosteroids  employed  in  this  study  would 
be  ample,  provided  enough  medication  could 
be  given  without  interference  by  undesirable 
effects.  In  general,  no  compound  could  be 


considered  superior  in  efficacy  or  spectrum 
of  activity  to  any  other,  once  dosage  has 
been  properly  individualized  and  allowance 
made  for  individual  variations  in  response. 

The  exception  to  this  observation  was  the 
patient  with  psoriasis  and  arthritis.  All  1 1 
patients  with  dermatologic  as  well  as  joint 
affliction  were  given  triamcinolone,  and  in 
all  cases  a striking  suppressive  effect  on 
psoriatic  lesions  was  observed.  While  joint 
symptoms  could  be  controlled  with  a some- 
what lower  dosage  than  required  with  other 
corticosteroids,  large  quantities  of  the  drug 
were  necessary  to  clear  the  skin.  Some 
disturbing  reactions  were  encountered  in 
some  patients,  but  the  dermatologic  effects  of 
the  compound  were  impressive,  and  patients 
were  anxious  to  continue  medication  in  spite 
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of  repeated  warnings  of  the  hazards  of  exces- 
sive corticosteroid  dosage.  In  this  group 
most  individuals  preferred  to  judge  the 
efficacy  of  drug  action  in  terms  of  skin  im- 
provement instead  of  the  benefits  to  in- 
flamed and  stiffened  joints. 

Aside  from  the  treatments  with  triamcino- 
lone in  psoriasis  with  arthritis,  certain  prefer- 
ences were  expressed  within  the  entire  clinical 
group  for  one  or  another  corticosteroid.  In 
most  instances,  claims  favoring  a particular 
compound  appeared  to  be  subjective  rather 
than  objective  in  origin.  The  selection  of  a 
corticosteroid  for  continued  treatment  of 
the  patient  with  rheumatoid  disease  is 
decided  by  the  propensity  to  produce  un- 
wanted reactions  at  the  dosage  level  required 
for  a satisfactory  antirheumatic  influence. 

Unwanted  Effects 

In  reviewing  the  incidence  and  nature  of 
unwanted  reactions  to  the  four  corti- 
costeroids employed  in  this  study  (Table  IV), 
a consideration  must  be  given  to  the  total 
number  of  patients  receiving  each  substance. 
An  experience  with  dexamethasone  was 
limited  to  one-third  or  one-half  the  number 
of  cases  treated  with  the  other  corti- 
costeroids, and  the  duration  of  treatment  was 
significantly  shorter.  The  .size  of  the  grouj) 
given  methylprednisolone  was  somewhat 
smaller  than  that  for  triamcinolone  and 
prednisone.  It  might  be  that  the  frequency 
of  undesired  effects  would  have  been  higher 
for  dexamethasone  and  methyl  predni.solone 
with  a more  equitable  distribution  of  patients 
and  an  equally  prolonged  use  of  the  steroid. 

Every  effort  was  extended  to  assign  re- 
actions to  the  compound  then  in  use. 
Where  a patient  manifested  a reaction  to  a 
corticosteroid  and  was  con.sequently  trans- 
ferred to  a second  .substance,  the  same  un- 
wanted effect  was  not  attributed  to  the 
second  compound  unless  it  persisted  to  the 
same  degree  or  increased  with  continued 
administration.  In  this  manner,  accuracy 
of  observation  was  maintained  in  spite  of 
the  multiplicity  of  therapeutic  agents  em- 
ployed. 


Certain  findings  with  regard  to  the  fre- 
(juency  and  type  of  unwanted  effects  are 
worthy  of  note  in  fuller  detail . F or  example, 
hirsutism  was  not  a real  problem  in  this  series 
although  corticosteroids  were  given  for  as 
long  as  twenty-six  months.  Hypertension 
and  headache  were  negligible  factors.  A 
material  observation  was  a marked  increase 
in  appetite  in  7 of  the  16  patients  who  were 
given  dexamethasone.  In  fact,  all  of  the 
7 patients  developed  a voracious  appetite 
and  showed  a rapid  gain  in  weight,  a condi- 
tion in  which  edema  did  not  seem  to  play 
any  part.  Unfortunately,  these  were  not 
malnourished  individuals  in  whom  a weight 
gain  would  have  been  desirable.  On  the 
other  hand,  4 patients  experienced  a decrease 
in  appetite  while  taking  triamcinolone. 

An  unwanted  reaction  which  appeared  to 
be  more  characteristic  of  triamcinolone  than 
of  the  other  corticosteroids  was  weight  loss 
associated  with  muscle  weakness.  This  oc- 
curred in  10  individuals,  and  in  4 persons  it 
was  of  a sufficient  degree  to  require  a with- 
drawal of  the  compound.  The  symptoms 
subsided  when  medication  was  stopped  or 
when  the  patient  was  transferred  to  another 
analogue.  There  were  3 patients  who  man- 
ifested a similar  weight  loss  and  muscle  weak- 
ness when  receiving  methylpredni.solone,  al- 
though not  to  the  same  extent,  and  the  drug 
could  be  continued  regardless  of  these  effects. 
Leg  cramps  occurred  in  all  groups  except  in 
patients  who  were  given  dexamethasone. 
This  difficulty  was  somewhat  decreased  in 
the  triamcinolone  .series,  and  the  greatest 
percentage  was  seen  with  methylpred- 
nisolone. 

Edema  developed  in  4 patients  who  re- 
ceived triamcinolone.  Two  of  these  patients 
were  psoriatic  individuals  who  took  more 
than  the  prescribed  doses  of  20  mg.  daily. 
Both  of  these  patients  also  manifested 
pota.ssium  deficiencies.  One  patient  de- 
veloped diabetes,  and  further  examination 
disclosed  an  upset  of  the  entire  electrolyte 
balance.  In  the  2 remaining  patients  who 
showed  fluid  accumulation,  the  edema  grad- 
ually subsided  with  continued  administra- 
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t ion  of  the  same  doses  of  triamcinolone  when 
a sodium-restricted  diet  was  instituted.  Two 
patients  who  were  given  dexamethasone 
developed  edema  quite  rapidly  and  required 
diuretic  agents  to  eliminate  the  water  load. 
As  with  triamcinolone,  edema  in  3 patients 
receiving  methylprednisolone  could  be  con- 
trolled with  a restriction  of  the  sodium 
intake. 

Two  individuals  showed  elevated  glucose 
levels  while  on  triamcinolone,  although 
neither  one  was  previously  known  to  be  a 
diabetic  patient.  In  1 case  it  was  possible 
to  withdraw  all  corticosteroid  medication, 
but  in  the  second  case  the  benefits  out- 
weighed the  disadvantages,  and  it  was  con- 
sidered necessary  to  continue  the  treatment. 
This  patient  was  maintained  with  an 
oral  antidiabetic  drug. 

Two  peptic  ulcers  occurred  in  the  series  of 
63  patients,  one  in  a patient  on  triamcinolone 
and  one  with  methylprednisolone.  More 
precisely,  hemorrhage  occurred  in  the  patient 
treated  with  methylprednisolone,  and  it  was 
presumed  that  an  ulcer  existed,  although 
X-ray  film  evidence  was  never  obtained.  It 
was  possible  that  the  hemorrhage  was  at- 
tributable to  capillary  fragility,  .since  this 
individual  al.so  developed,  in  the  course  of 
his  treatment,  many  ecchymotic  spots. 
Gastrointestinal  discomfort  without  an  ulcer 
was  experienced  by  2 patients  receiving 
triamcinolone^  and  dexametha.sone  and  by 
4 patients  receiving  methylprednisolone. 
This  finding  was  most  common,  however, 
in  the  prednisone  group. 

Two  patients  who  were  gi\en  triamcino- 
lone complained  of  dizziness.  Emotional 
di.sturbances  were  most  prevalent  in  the 
prednisone  .series  and  ranged  from  a marked 
euphoria  to  a somewhat  rare  expression  of 
suicidal  thoughts.  Where  emotional  diffi- 
culties were  encountered  with  triamcinolone 
oi-  methylpredni.solone,  they  were  mani- 
fested as  a depre.ssive  effect. 

Of  the  distre.ssing  cu.shingoid  symptoms, 
moon  facies  occurred  almost  as  frequently 
with  methylpredni.solone  and  triamcinolone 
as  with  prednisone.  Ecchymosis  was  not 


encountered  with  dexamethasone.  A 9 per 
cent  to  12  per  cent  incidence  was  noted  in 
triamcinolone  and  methylprednisolone 
groups  in  comparison  with  a 20  per  cent 
incidence  when  predni.sone  was  the  corticos- 
teroid employed. 

Among  the  other  undesirable  effects  was 
a blurring  of  the  vision  and  watery  eyes  in  3 
patients  who  received  methylprednisolone 
and  in  3 given  triamcinolone.  One  of  these 
patients  also  experienced  palpitation  with  the 
administration  of  both  methylprednisolone 
and  prednisone,  and  while  she  never  received 
dexamethasone,  it  is  extremely  likely  that 
she  would  also  have  experienced  palpitation 
with  that  compound.  Thrombophlebitis 
occurred  in  1 patient  treated  with  methyl- 
prednisolone and  in  1 patient  given  tri- 
amcinolone. 

Long-term  effects  on  bone  are  of  special 
significance  in  the  management  of  rheuma- 
toid disorders  with  the  potent  new  corticos- 
teroids. The  arthritic  patient,  subjected 
to  extensive  immobilization  as  well  as  to 
this  type  of  medication  for  prolonged 
periods,  is  particularly  disposed  to  the 
development  of  osteoporosis  and  must  be 
observed  at  regular  intervals  for  loss  of  bone 
density.  In  the  series  reported  here,  osteo- 
poro.sis  with  compression  fracture  occurred 
in  1 patient  receiving  methylprednisolone. 
Twelve  patients  developed  osteoporosis  while 
undergoing  treatment  with  prednisone,  and 
there  were  two  compression  fractures  in 
this  group. 

('(nnnienl 

\ comparative  experience  with  the  newer 
corticosteroids  employed  in  rheumatoid  dis- 
orders indicates  that  a proficient  usage  is  a 
more  absolute  influence  on  the  success  of 
therap}"  than  .selection  and  exclusive  ad- 
ministration of  any  one  compound.  Emerg- 
ing from  an  accumulating  wealth  of  clinical 
material  is  the  firm  impression  that  no  single 
corticosteroid  analogue  is  consistently  or 
convincingly  superior  to  any  other  as  an 
anti-inflammatory  agent.  Quantitative  dif- 
ferences in  potency  are  .seemingly  impressive. 
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but  they  afford  no  practical  advantage,  since 
satisfactory  antirheumatic  activity  may  be 
obtained  with  any  of  the  newer  analogues, 
provided  sufficient  care  is  taken  to  determine 
and  supply  adequate  dosage  in  terms  of 
individual  needs.  Perhaps  the  conspicuous 
result  of  recent  corticosteroid  research  is  the 
observation  of  a marked  variation  in  in- 
dividual response  to  these  potent  substances. 
Because  it  is  impossible  to  predict  in  ad- 
vance the  response  of  a patient  to  a partic- 
ular corticosteroid,  arbitrary  recommenda- 
tions for  the  use  of  one  compound  to  the 
exclusion  of  all  others  are  to  be  avoided. 
Instead,  an  accomplishment  of  the  desired 
antirheumatic  effects  with  an  avoidance  of 
the  unwanted  physiologic  reactions  requires 
an  individual  selection  of  the  most  useful 
analogue  and  of  an  optimum  dosage  schedule. 
The  successful  use  of  corticosteroids  in  the 
management  of  rheumatoid  arthritis  implies 
a proper  choice  of  the  patient,  a supple- 
mental therapy  with  other  appropriate 
measures,  and,  above  all,  a careful  super- 
vision of  the  patient  and  his  response  to  the 
therapeutic  program. 

Certain  qualitative  variations  in  corti- 
costeroid effects  which  may  be  employed 
to  advantage  under  special  circumstances 
were  observed  during  the  present  investiga- 
tion. The  unu.sual  ability  of  triamcinolone 
to  clear  psoriatic  lesions  suggests  that  this 
analogue  is  a preferred  initial  agent  in  cases 
where  arthritis  occurs  with  psoriasis. 

An  anti-inflammatory  action  may  be 
anticipated  with  any  of  the  newer  corti- 
costeroids. The  decision  to  administer  a 
specific  analogue  rests  largely  on  the  differ- 
ences observed  in  the  pattern  of  untoward 
effects  which  have  come  to  be  associated 
with  the  various  compounds.  Some  of 
the  tendencies  noted  during  this  investiga- 
tion have  been  characterized  previously  by 
other  clinicians.  Among  the  distinguishing 
(effects  which  occurred  in  the  present  series 
were  the  following:  with  prednisone— a 
greater  frequency  of  gastrointestinal  symp- 
toms, ecchymosis,  and  euphoria;  with 
dexarnethasone — a voracious  ap))etil(‘  ac- 


companied by  a rapid  gain  in  weight  and 
edema  requiring  treatment  with  diuretic 
agents ; with  methylprednisolone — leg 

cramps;  and  with  triamcinolone — a revers- 
ible weight  loss  associated  with  muscle 
weakness.  In  view  of  the  marked  variation 
of  individual  response,  it  would  be  incorrect 
to  apply  these  findings  to  all  patients  given 
corticosteroids.  An  awareness  of  these  pro- 
pensities is  desirable  as  an  aid  in  the  selection 
of  the  analogue  which  appears  to  be  best 
suited  to  the  initiation  of  therapy  in  the 
patient  and  as  an  indication  of  what  may  be 
expected  with  the  corticosteroid  in  use. 

Summary 

The  judicious  use  of  corticosteroids  in  the 
treatment  of  rheumatoid  arthritis  and  re- 
lated disorders  implies  an  awareness  to  the 
marked  variations  which  exist  in  individual 
response  to  any  one  analogue,  as  well  as  of 
certain  qualitative  differences  between  these 
agents  in  therapeutic  and  in  unwanted 
effects.  A comparative  experience  with 
prednisone,  methylprednisolone,  triamcino- 
lone, and  dexarnethasone  confirmed  the  im- 
pression, gained  from  an  accumulating 
wealth  of  clinical  material,  that,  as  an 
antirheumatic  agent,  no  single  corticosteroid 
compound  is  consistently  or  convincingly 
superior  in  all  categories  of  effect  to  any  other 
corticosteroid.  With  regard  to  the  com- 
pound or  optimum  dosage  schedule,  arbitrary 
recommendations  are  unrealistic.  An  em- 
piric approach  to  the  administration  of  these 
potent  substances  is  suggested  for  the 
achievement  of  therapeutic  benefits  with  a 
minimum  of  unwanted  physiologic  reactions. 

proper  choice  of  the  patient,  a supple- 
mental therapy  with  other  appropriate 
measures,  and  a strict  medical  supervision 
contribute  to  the  success  of  a long-continued 
ju’ogram  in  the  management  of  chronic 
disorders. 

When  a series  of  63  patients  with  various 
arthritic  disorders  were  given  prednisone, 
methylprednisolone,  triamcinolone,  or  dexa- 
methasone  in  varying  treatment  programs, 
the  highest  percentage'  of  good-to-excellent 
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responses  was  achieved  with  triamcinolone 
at  the  dosage  level  employed.  However, 
a firm  impression  was  obtained  that  the 
antirheumatic  influence  of  all  of  the  newer 
corticosteroids  was  ample  when  enough 
medication  could  be  administered  without 
inducing  serious  reactions.  Triamcinolone 
was  preferred  in  cases  of  arthritis  with 
psoriasis  because  of  an  exceptional  ability 
to  clear  the  skin.  An  analysis  of  unwanted 
effects  with  the  four  corticosteroids  em- 
ployed has  been  presented,  and  observations 
on  the  wise  usage  of  these  agents  have  been 
described  in  terms  of  current  knowledge. 

333  Linwood  Avenue,  Buffalo  9 
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Eastern  Encephalitis  in  New  Jersey  in  1959 

ROSCOE  P.  KANDLE,  M.D.,  TRENTON,  NEW  JERSEY 
{From  the  New  Jersey  State  Department  of  Health) 


New  Jersey  experienced  a sharp,  well- 
defined  outbreak  of  Eastern  encephali- 
tis among  human  beings  in  August,  Septem- 
ber, and  October  of  1959.  This  was  the 
first  time  cases  of  this  disease  had  been  re- 
ported among  human  beings  in  New  Jersey, 
although  it  had  been  well  known  among 
horses  and  pheasants  since  at  least  1933. 
The  outbreak  was  studied  intensively,  and 
the  diagnosis  of  Eastern  viral  encephalitis 
was  established  beyond  doubt  among  human 
beings,  horses,  and  pheasants.  It  is  interest- 
ing to  note  that,  at  the  same  time,  outbreaks 
of  poliomyelitis  and  the  syndrome  currently 
called  aseptic  meningitis  were  occurring 
almost  throughout  the  state.  The  Eastern 
encephalitis  outbreak,  while  only  about  a 
third  in  size  compared  with  paralytic  polio, 
was  sharply  different  in  its  characteristics 
and  attracted  a great  deal  of  attention. 

Various  Types  of  Outbreaks 

In  Human  Beings. — There  were  33  con- 
firmed cases  with  onsets  between  ap- 
proximately August  17  and  October  15, 
1959,  with  a peak  incidence  in  the  week  of 
September  6.  Twenty-one  of  these  patients 
died,  a case  fatality  rate  of  64  per  cent,  which 
was  comparable  to  the  Massachusetts  ex- 
perience. In  most  surviving  cases  the  extent 
of  brain  damage  was  severe.  The  disease 
occurred  among  those  under  thirty  and  over 
fifty  years  of  age,  with  concentrations  under 
five  and  over  sixty  years.  This  incidence 
among  persons  over  sixty  years  was  not 
observed  in  the  Massachusetts  outbreak. 
In  Massachusetts  there  were  42  per  cent  of 
patients  under  two  years,*  while  only  9 per 

Presented  at  the  154th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  Section  on  Preventive  Medicine  and  Public 
Health,  May  11,  1960. 


cent  were  in  this  age  group  in  New  Jersey. 
There  was  no  apparent  selection  by  sex. 
Two  remarkable  proved  cases  of  mild, 
clinical  infection  occurred. 

The  cases  among  human  beings  were 
limited  to  the  eastern  and  southern  part  of 
six  counties:  Atlantic,  Burlington,  Cape 
May,  Cumberland,  Ocean,  and  Salem.  Most 
cases  occurred  along  a narrow  strip  approxi- 
mating highway  number  9 with  a “J”- shaped 
extension  into  southern  Cumberland  County 
and  a westward  extension  along  highway 
number  30  in  Atlantic  County.  Chiefly  the 
area  involved  was  the  narrow  strip  on  the 
mainland  where  the  second  growth  upland 
woodland  areas  and  fresh  water  swamps 
meet  the  salt  marsh,  but  within  the  usual 
flight  pattern  of  migrating  mosquitoes 
from  coastal  marshes.  In  recent  years  this 
area  has  had  a considerable  amount  of  new 
construction  of  homes  and  developments 
as  well  as  road-building.  The  distribution 
astride  Route  9,  often  within  a mile  on 
either  side,  was  striking.  Obviously,  in 
this  restricted  distribution  pattern  there 
must  lie  important  clues  to  the  epidemiology 
of  the  disease,  and  data  are  still  being  sought. 
However,  important  correlations  can  be 
established  with  mosquito  populations  and 
the  flight  patterns  of  migratory  birds. 

The  diagnosis  of  Eastern  encephalitis  rests 
on  four  sources  of  evidence:  (1)  the  clinical 
manifestations  and  the  history  and  the 
relationships  to  the  epidemiologic  pattern; 
(2)  a rise  in  titer  of  the  specific  antibodies  in 
the  blood  when  acute  and  convalescent 
blood  samples  are  compared ; (3)  the  patho- 
logic conditions  as  observed  in  autopsy  ' 
material;  and  (4)  the  isolation  of  the  virus, 
usually  from  autopsy  material.  While 
the  blood  and  stools  must  be  studied  care- 
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fully,  particularly  among  human  cases, 
and  especially  from  a differential  diagnosis, 
the  availabihty  of  autopsy  materials  is 
crucial  in  Eastern  encephalitis. 

In  this  outbreak,  all  of  the  33  cases  re- 
ported here  as  confirmed  had  combinations 
of  these  four  types  of  evidence,  which  con- 
firmed the  etiology.  This  is  true  also  among 
the  reported  cases  in  horses  and  birds. 
Twenty-seven  of  the  33  human  cases  were 
indeed  proved  either  by  the  isolation  of  the 
virus  of  Eastern  encephalitis  or  by  the  devel- 
opment of  significant  titers  of  specific  anti- 
bodies in  convalescent  or  postmortem  blood 
specimens. 

In  Horses. — The  outbreak  among  human 
beings  was  preceded  by  well-defined  epizo- 
otics among  horses  and  pheasant  farm  flocks, 
that  is,  penned  pheasants.  Fifty-six  re- 
ported cases  occurred  among  horses  be- 
tween the  approximate  periods  of  August 
6 and  October  14,  with  a peak  incidence 
during  the  week  of  August  23.  Four  horses 
were  known  to  have  recovered.  The  virus 
was  recovered  in  13  out  of  19  satisfactory 
brain  specimens.  These  horse  cases  were 
distributed  among  12  of  the  21  counties  of 
New  Jersey.  There  was  a concentration  of 
cases  in  the  southern  counties  similar  to 
that  observed  in  1956. 

In  Penned  Phe.\sants. — Outbreaks  of 
Eastern  encephahtis  were  reported  among 
16  flocks  of  penned  pheasants,  located  in 
ten  counties  between  approximately  July 
20  and  October  23,  with  a peak  incidence 
during  the  week  of  September  6.  We  do 
not  know  the  number  of  cases.  Many  of 
the  flocks  contained  several  hundred  birds, 
and  the  mortality  in  flocks  had  a reported 
range  of  from  1 to  30  per  cent.  While  there 
are  reported  to  be  ten  times  as  many  farm 
flocks  of  pheasants  in  North  Jersey  as  in  South 
Jersey,  the  reported  outbreaks  were  more 
frequent  in  South  Jersey,  as  observed  in 
1 956.  So  far  as  we  know.  Eastern  encephalitis 
has  not  been  isolated  from  wild  pheasants  in 
New  Jersey. 

In  Wild  Birds. — During  the  outbreak 
in  New  Jersey,  blood  specimens  were  col- 


lected from  wild  birds.  Of  92  sera,  one 
third  had  a hemagglutinating  inhibiting 
antibody  against  Eastern  encephalitis  an- 
tigen.^ The  birds  with  this  evidence  of 
previous  infection  included  cowbirds,  blue 
jays,  robins,  the  yellow-shafted  flicker,  the 
catbird,  the  myrtle  warbler,  the  chipping 
sparrow,  the  tufted  titmouse,  the  chickadee, 
the  starhng,  the  cardinal,  and  the  meadow- 
lark. The  sample  of  12  blue  jays  showed  10, 
or  83  per  cent,  with  evidence  of  infection. 
In  1956,  studies  in  birds  disclosed  an  in- 
crease in  the  antibody  rate  from  14  to  54  per 
cent  between  August  and  September. 
Blackbirds  were  found  to  have  high  viremia 
titers. 

The  Pubhc  Health  Service  Laboratory 
has  reported  that  one  myrtle  warbler  and 
one  English  sparrow  harbored  the  virus  of 
Eastern  encephalitis.^  It  should  be  noted 
that  all  of  these  apparently  healthy  birds 
were  collected  by  the  use  of  mist  nets.  It 
was  relatively  late  in  the  season,  and  many 
of  the  birds  were  already  migrating. 

In  Mosquitoes. — With  regard  to  mos- 
quitoes, unusually  heavy  midsummer  rains 
ensured  that  woodland  pools  would  be  at 
a capacity  for  potential  production  of  up- 
land species  such  as  Culiseta  melanura.  In 
August  the  expected  tides  set  off  two  broods 
of  salt  marsh  Aedes  sollicitans,  and  the  com- 
bination with  rainfall  favored  high  densities 
of  Culex  salinarius  in  some  areas.  During 
the  summer  of  1959,  no  tropical  storms 
passed  through  New  Jersey  in  the  late 
August-September  period  to  disperse  the 
unusually  high  mosquito  numbers  in  the 
narrow  strip  where  most  human  infections 
with  Eastern  encephalitis  virus  were  later 
to  be  foimd.  Sheltered  in  woodlands  close 
to  ponds,  the  chances  for  survival  and 
multiple  feeding  were  excellent  for  both  the 
upland  and  the  salt  marsh  species. 

All  previous  studies  in  New  Jersey  on  the 
pheasant-horse  involvement  with  mosquitoes 
pointed  strongly  at  Culiseta  melanura  which 
on  several  occasions,  in  the  years  1953  to 
1957,  had  been  demonstrated  to  harbor  the 
virus.  Culiseta  melanura  has  been  found 
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wherever  pheasant  outbreaks  were  noted. 
Occasionally  the  species  feeds  on  man. 

During  the  outbreak  in  1959,  mosquito 
traps  were  employed  at  spots  selected  by  the 
Public  Health  Service  and  the  state  and 
county  personnel  for  the  live  collection  of 
mosquitoes  for  virus  isolation.  Frozen  ma- 
terial from  an  additional  trap  station, 
operated  for  other  research  at  Forked  River 
by  Richard  Shope,  M.D.,  of  the  Rockefeller 
Institute,  was  also  available.  In  the  course 
of  subsequent  study,  these  collections  yielded 
virus-positive  mosquitoes.  They  yielded 
virus  in  the  laboratory  of  the  State  De- 
partment of  Health  from  one  pool  of  un- 
classified mosquitoes  and  one  pool  of  domi- 
nantly Aedes  sollicitans.  One  pool  of  Culex 
restuans  proved  positive  for  Eastern  enceph- 
alitis virus  in  Public  Health  Service  lab- 
oratories where  further  work  is  con- 
tinuing. This  was  the  only  virus  showing 
positive  findings  out  of  339  pools  collected 
by  the  Public  Health  Service.  These  find- 
ings indicate  an  ever-wider  association  be- 
tween mosquitoes  and  this  Eastern  en- 
cephalitis virus  in  the  New  Jersey  environ- 
ment. 

Effects  of  the  Outbreak 

The  New  Jersey  experience  in  1959  has 
had  significant  effects  on  many  aspects  of 
the  problem.  Balanced  mosquito  control 
work  in  South  Jersey  has  been  advanced  by 
many  years  by  the  re-emphasis  of  the  public 
health  importance  of  mosquitoes  in  the 
eastern  states,  the  expansion  of  mosquito 
research  in  New  Jersey,  and  the  extension  of 
control  procedures  to  sylvan  environments. 

The  issue  of  inapparent  or  mild  clinical 
cases  among  human  beings,  as  well  as  other 
animals,  deserves  much  more  study.  This 
outbreak  has  brought  important  new  evi- 
dence. Previous  studies  of  intimate  con- 
tacts of  horses  and  pheasants  in  New  Jersey 
and  elsewhere  failed  to  reveal  evidence 
of  infection.  During  this  outbreak  blood 
specimens  of  family  and  other  contacts  of 
human  patients  did  not  reveal  evidence  of 
infection.  However,  extensive  surveys  were 


carried  out  in  the  population  of  three  small 
communities  in  which  concentrations  of 
human  cases  occurred  and  in  an  institution 
for  mentally  retarded  males  in  the  affected 
area.  From  the  communities  1,309  blood 
specimens  were  obtained,  and  251  were 
collected  from  the  institution.  All  insti- 
tutional specimens  showed  negative  findings  ! 
for  evidence  of  recent  acute  infection  but  are 
being  studied  further  by  neutralization  tech- 
nics for  past  experience  with  the  disease. 

From  the  1,309  specimens  from  the  com- 
munities, there  were  54  suspects.  There 
are  30  of  these  suspects  who  now  present 
what  we  consider  to  be  ample  evidence  of 
having  had  Eastern  encephalitis,  probably  i 
recently.  There  may  be  other  cases  among  | 
these  suspects  as  further  studies  are  made.  ' 
These  patients  are  being  studied  by  further 
bleedings.  In  all  instances  complement  fixa- 
tion tests  were  confirmed  by  hemagglutina- 
tion inhibition  and  neutralization  tests. 
Thus  the  “30”  is  a minimal  figure.  Because 
little  is  yet  known  about  the  length  of  time  i 
that  complement  fixation  antibodies  persist  ' 
and  about  their  relationships  to  the  other 
tests,  we  cannot  now  determine  with  cer- 
tainty that  these  were  either  recent  or  past  ! 
infections.  We  think  that  they  were  recent 
infections.  Work  on  this  important  point 
is  continuing.  Among  the  1,300  persons 
studied,  approximately  2 per  cent  had  evi- 
dence of  inapparent  infection.  The  range 
among  the  three  communities  was  from  0.5 
to  3.5  per  cent.  There  appear  then  to  have 
been  20  inapparent  infections  to  every  severe 
case  of  encephalitis.  There  was  no  age  selec- 
tion among  these  infections. 

One  of  the  mild  clinical  cases  was  an 
eminent  scientist  working  in  the  area,  and 
the  virus  of  Eastern  encephahtis  was  isolated 
from  his  blood  at  the  height  of  his  ambulant, 
febrile  illness.  The  other  case  was  one  of 
his  helpers,  an  elderly  man  who  had  a mild 
febrile  illness  and  later  showed  evidence  of  ^ 
infection  in  his  blood.  Neither  one  had  | 
sequelae  or  evidence  of  actual  encephahtis. 

There  were  extensive,  important,  far-  ; 
reaching  economic  and  social  effects  of  : 
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this  outbreak.  For  example,  a serious  one 
was  the  obviously  undeserved  but  severe 
impact  on  the  late  fall  and  winter  resort 
business.  This  was  especially  unfortunate 
and  extensive  with  respect  to  the  normally 
large  flow  of  visitors  to  New  Jersey  during 
the  Jewish  holidays.  Although  the  holidays 
occurred  at  the  end  of  the  Eastern  en- 
cephalitis outbreak,  there  was  still  a great 
deal  of  publicity  about  it.  Also,  the  eco- 
nomic impact  was  felt  severely  by  the  build- 
ing industry  in  the  areas  affected  and  by  the 
real  estate  industry  and  the  banks. 

The  concern  about  the  well-deserved  and 
extensively  accepted  reputation  of  New 
Jersey  as  a healthful  resort  area  continues. 
The  continuation  of  this  reputation  and  of 
its  confident  acceptance  by  the  pubhc  is 
a critical  problem.  It  is  our  considered 
opinion  that  the  facts  sustain  the  premise 
that  New  Jersey’s  basic  public  health  has 
not  been  jeopardized  by  the  Eastern  en- 
cephahtis  outbreak. 

Mosquito  control  measures  have  been 
re-enforced,  and  they  are,  and  will  be,  both 
extensive  and  intensive  in  the  future. 
Winter  activities  have  been  aimed  at  per- 
manent measures  and  surveillance.  There 
is  both  expanded  control  and  a much-needed 
mosquito  research.  There  is  an  extension 
now  of  control  procedures  to  the  sylvan  en- 
vironment, as  well  as  to  the  salt  marshes 
and  built-up  areas  which  has  advanced 
balanced  mosquito  control  work  in  South 
Jersey  by  many  years. 

Summary 

An  outbreak  of  Eastern  encephalitis 
occurred  in  New  Jersey  in  1959.  This  was 
primarily  a disease  of  wild  birds,  transmitted 
from  bird  to  bird  by  mosquitoes.  Culiseta 
melanura,  Aedes  sollicitans,  and  Culex  res- 
tuans  were  among  the  probable  vectors, 
and  there  may  have  been  others.  Thirty- 
three  confirmed  cases  occurred  among 
human  beings,  with  21  deaths.  There  were 
56  cases  reported  among  horses,  and  16 
flocks  of  penned  pheasants  were  known  to 
be  affected.  There  was  no  evidence  of 


horses  or  pheasants  being  able  to  transmit 
the  disease.  Inapparent  infections  occurred 
among  2 per  cent  of  the  population  of  the 
three  communities  studied.  Mosquito  con- 
trol measures,  based  on  the  additional 
knowledge  from  the  outbreak,  have  been  ex- 
panded vigorously. 
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JuHa  L.  Freitag,  M.D.,  Albany,  New  York. — 
In  addition  to  stating  that  I found  Dr.  Randle’s 
presentation  of  the  New  Jersey  experience  with 
Eastern  encephalitis  during  the  summer  of  1959 
very  interesting,  I would  also  like  to  commend  him 
and  the  New  Jersey  State  Department  of  Health 
for  their  presentation  in  the  April,  1960,  issue 
of  their  Public  Health  News.  This  very  interest- 
ing issue  contained  a series  of  reports  deahng  with 
the  impact  which  Eastern  encephahtis  can  have  on 
different  segments  of  a state’s  society  and  other 
points  of  interest.  The  issue  contained  brief 
reports  which  commented  on  the  outbreak  of 
Eastern  encephahtis  from  the  viewpoint  of  var- 
ious pubhc  health  personnel,  a practicing  physi- 
cian, business,  a community,  a hospital  adminis- 
trator, and  others.  All  the  reports  had  been  de- 
livered previously  at  a meeting  of  the  New  Jersey 
Pubhc  Health  Association. 

It  has  been  something  of  a source  of  wonder- 
ment to  pubhc  health  people  in  New  York  State 
that  with  the  exception  of  2 pheasant  cases  in 
1952,  evidence  of  Eastern  encephahtis  virus 
activity  has  been  absent  from  the  State.  This  is 
so  despite  the  fact  that  for  a number  of  years  the 
virus  has  been  known  to  be  active  periodically 
during  the  summer  months  in  those  states,  both 
in  the  north  and  south,  with  which  we  share  a 
common  coastal  terrain.  Furthermore,  mos- 
quito species  known  to  be  good  potential  vectors 
of  Eastern  encephahtis  are  to  be  found  within 
New  York  State  and  more  specifically,  in  these 
coastal  areas.  The  summer  of  1959  did  not 
answer  our  “puzzlement,”  as  it  were,  but  it  did 
end  it. 

This  past  summer  Eastern  encephahtis  was 
confirmed  in  six  duck  farms  on  Long  Island. 
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Mortality  in  the  affected  flocks  varied  from  0 to 
60  per  cent,  but  in  general,  somewhat  unlike  the 
situation  in  pheasants,  it  did  not  cause  serious 
loss  among  the  infected  flocks.  Eastern  enceph- 
ahtis  virus  was  also  isolated  from  two  pheasant 
flock  outbreaks  on  Long  Island.  As  with  pheas- 
ants, direct  transmission  from  duck  to  duck  in 
the  absence  of  a mosquito  vector  is  possible. 
However,  since  ducks,  unhke  pheasants,  are  not 
cannibalistic  in  their  pecking  habits,  the  means 
of  this  direct  transmission  must  be  other  than  by 
direct  inoculation. 

The  disease  in  ducks  also  differed  from  that  in 
pheasants  in  the  fact  that  only  very  young  duck- 
lings, from  eight  to  eighteen  days,  were  involved. 
As  you  know,  pheasant  outbreaks  have  been  re- 
ported among  birds  of  virtually  all  ages.  No 
human  cases  occurred,  and  duckhngs  are  beheved 
to  represent  another  group  of  victims  of  the  acci- 
dental outflow  of  Eastern  virus  from  its  cycle  in 
wild  birds. 

Tliis  was  the  first  time  Eastern  encepha- 


litis had  been  reported  to  affect  ducks,  and  the 
mosquito  vector  responsible  for  this  outflow 
to  ducklings  during  the  past  summer  is  as  yet 
unknown.  It  was  noted  last  summer,  however, 
that  Culiseta  melanura  was  not  a common  mos- 
quito in  the  vicinity  of  the  duck  farms.  Aedes 
sollicitans  was  also  of  low  prevalence  in  the  vi- 
cinity of  the  duck  farms. 

Five-hundred  random  blood  specimens  from 
residents  of  Suffolk  County  were  tested  for  evi- 
dence of  recent  infection  with  Eastern  encephah- 
tis  during  the  fall  of  1959.  The  results  showed 
negative  findings. 

Also,  approximately  1,300  overwintering  Culi- 
seta melanura  larvae  were  collected  from  scattered 
areas  in  Suffolk  County,  some  of  which  were  near 
previously  infected  duck  farms,  and  were  tested 
for  the  presence  of  Eastern  encephahtis  virus  with 
negative  results. 

A further  surveillance  for  evidence  of  Eastern 
encephalitis  virus  activity  will  be  carried  on 
during  the  coming  summer. 
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S.  Senior  Sack,  M.D.:  We  have  two 
papers  for  presentation  tonight.  Our  first 
paper  concerns  a subject  some  of  you 
might  think  is  almost  too  elementary  for 
presentation  before  a group  of  this  kind. 
It  deals  with  skin  testing  as  one  of  the  basic 
procedures  we  use. 

It  will  be  presented  by  one  of  our  mem- 
bers, Vincent  J.  Fontana,  M.D. 

Value  of  Skin  Tests  in  Diagnosis  of 
Allergic  Conditions 

Vincent  J.  Fontana,  M.D. : Out  of 
deference  to  Ethan  Allen  Brown,  M.D.,  who 
is  the  main  speaker  of  the  evening,  I will 
attempt  to  keep  my  remarks  short  but  to 
the  point. 

With  the  introduction  of  allergy  into 


the  field  of  medical  specialties  during  the 
first  decade  of  this  century,  the  skin  test 
made  its  appearance.  Since  that  time  the 
intracutaneous  test  as  a diagnostic  tool 
has  been  the  subject  of  many  controversial 
reports  challenging  the  true  significance  of 
positive  skin  reactions  in  disorders  of  al- 
lergic origin. 

Several  investigators  have  reported  a 
rather  high  incidence  of  positive  skin  reac- 
tions in  apparently  normal  individuals. 
These  findings  have  raised  the  question  as 
to  the  reliability  of  skin  tests  and  whether 
they  merit  the  time  and  expense  involved. 

Based  on  an  analysis  of  these  varied 
opinions,  even  physicians  dealing  with  prob- 
lems in  allergy  are  still  confused.  It  is  not 
difficult  to  understand  why  many  physicians 
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still  regard  with  some  suspicion  the  use  of 
skin  tests  in  the  diagnosis  of  allergic  diseases. 
Unfortunately,  skin  tests  have  been  inter- 
preted on  the  basis  of  experience  in  the 
allergic  subject  without  adequate  considera- 
tion of  the  frequency  of  the  occurrence  of 
reactions  in  nonallergic  individuals. 

Relatively  little  has  been  written  in 
recent  years  about  the  skin  reactivity  of 
normal  subjects.  Recently  we  conducted  a 
study  at  Bellevue  Hospital  on  a series  of  200 
apparently  normal  children  with  neither 
detectable  allergy  nor  allergic  background. 
These  children  were  tested  by  the  intra- 
dermal  method  with  14  of  the  more  common 
inhalant  allergens  and  14  important  foods. 
The  results  revealed  that  42  per  cent  of  the 
children  reacted  to  house  dust;  17  per  cent 
reacted  to  strawberry;  20  per  cent  to  spin- 
ach; 1 1 per  cent  to  chocolate ; 7 per  cent  to 
feathers;  5 per  cent  to  pyre  thrum,  peni- 
cilhum,  orange,  and  grapefruit;  2 per  cent 
reacted  to  horse  dander,  alternaria,  wool, 
and  pork;  and  1 per  cent  reacted  to  the 
grass  pollens,  timothy  and  orchard,  and  to 
ragweed  pollen,  cottonseed,  cat  dander, 
wheat,  and  rye. 

Only  the  moderate  and  marked  reactions 
were  considered  positive  in  this  study.  A 
more  complete  analysis  of  these  data  will  be 
published  in  the  near  future. 

These  positive  skin  reactions  in  apparently 
normal,  nonallergic  individuals  would  seem 
to  indicate  that  a certain  discipline  must  be 
exercised  by  physicians  who  practice  in  the 
field  of  allergy  to  evaluate  the  significance 
of  a positive  skin  test  result  in  an  individual 
suspected  of  having  allergies. 

There  is  no  single  branch  of  medicine 
that  adheres  to  an  “all  or  none”  principle 
toward  any  of  its  methods  of  diagnosis. 
Diagnostic  procedures  such  as  the  elec- 
trocardiogram, roentgen-ray  examination, 
urinalysis,  blood  count,  and  many  other 
procedures  are  evaluated  by  the  physician 
only  in  relation  to  the  findings  on  physical 
examination  and  clinical  history. 

Certain  difficulties  are  encountered  in 
using  any  type  of  skin  test  as  a means  of 


diagnosis.  Among  the  more  important  fac- 
tors to  be  considered  in  evaluating  a posi- 
tive skin  reaction  to  an  allergen  are  the 
preparation  and  rehability  of  the  extract 
that  is  being  used,  the  technic  of  testing, 
the  likelihood  of  importance  of  the  reaction 
in  the  given  individual,  and  the  correlation 
of  clinical  benefits  obtained  on  avoidance  or 
elimination  of  the  suspected  antigen.  The 
extracts  used  must  be  nonirritating,  fresh, 
and  free  from  any  contamination. 

Significant  positive  reactions,  as  we  all 
know,  do  occur  in  allergic  individuals  and 
with  sufficient  frequency  to  justify  the 
procedure  of  skin  testing. 

Allergic  patients  should  not  be  labeled 
allergic  positive  reactors  simply  on  the 
basis  of  a positive  skin  test  result.  An 
attempt  must  be  made  to  correlate  the 
positive  reaction  with  the  clinical  data. 
The  relatively  less  experienced  physician 
is  more  prone  to  accept  skin  tests  with  al- 
lergens alone  as  an  index  to  the  intricate 
mechanisms  of  hypersensitivity  reactions. 
The  allergist  who  is  constantly  performing 
skin  tests  is  fully  aware  of  the  variable 
factors  which  may  influence  this  type  of 
diagnostic  test.  Through  practice  in  his 
field,  he  has  developed  sufficient  insight 
for  intelhgent  interpretation  of  the  results 
of  skin  testing  in  the  allergic  patient. 

It  is  unfortunate  that  many  general 
practitioners  using  skin  tests  in  practice 
are  unaware  of  these  basic  principles  of 
allergic  diagnosis  and  management.  They 
and  the  lay  public  are  often  persuaded  that 
a set  of  allergens  or  a series  of  skin  tests  will 
in  themselves  solve  the  problem  of  the 
cause  of  allergic  symptoms.  They  respond 
to  misleading  publicity  on  the  part  of  the 
proprietary  advertisers  and  the  “allergy- 
testing laboratories.”  An  “allergy  work- 
up” done  in  one  laboratory  visit  should 
not  only  be  eliminated,  but  also  should  be 
condemned  as  poor  medical  practice. 

This  type  of  allergic  investigation  is 
often  responsible  for  the  serious  complica- 
tions that  the  allergist  encounters  in  the  in- 
adequately treated  or  untreated  allergic 
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patient.  Promiscuous  and  uncritical  use 
of  skin  testing  does  not  conform  to  the 
principles  of  good  allergic  management  and 
should  be  avoided. 

In  conclusion,  skin-testing  procedures  in 
allergy  are  important  diagnostic  tools. 
Nonetheless,  the  pediatrician,  the  internal 
medical  specialist,  and  the  general  prac- 
titioner must  be  cognizant  that  improperly 
interpreted  these  tests  can  be  unreliable 
and  misleading. 

The  basic  methods  of  careful  history 
taking,  clinical  observation,  and  physical 
examination  should  be  used  properly  for 
better  allergic  diagnosis.  Skin-testing  pro- 
cedures can  then  serve  their  purpose  better 
as  significant  confirmatory  evidence. 

Dr.  Sack:  I believe  it  is  fair  to  say  that 
those  of  us  who  have  been  in  the  field  of 
allergy  for  any  length  of  time  are  convinced 
beyond  any  shadow  of  a doubt  that  the 
skin  test  expertly  done  and  interpreted  may 
point  quite  specifically  and  directly  to  the 
cause  of  an  individual’s  difficulty. 

At  the  same  time,  most  of  us  are  aware 
that  the  abuse  of  the  skin  test  has  been 
responsible  in  large  degree  for  the  low  esteem 
in  which  the  allergist  is  held  by  many  of  his 
colleagues  who  are  not  practicing  allergy. 

One  of  our  past  presidents,  William  Sher- 
man, M.D.,  once  said  that  “neither  diag- 
nosis nor  treatment  is  a laboratory  condi- 
tion.” The  physician  must  be  trained 
properly,  have  some  skill,  and  make  use  of 
some  of  the  ancillary  laboratory  features. 
He  must  do  a physical  examination  and  take 
a careful  history. 

We  all  know  that  some  doctors  and  some 
commercial  concerns  in  recent  years  in  this 
city  have  attempted  to  spread  the  notion 
that  skin  testing  by  itself  can  provide  a 
quick  answer  to  an  individual’s  difficulty. 
On  the  basis  of  their  results,  the  patient 
allegedly  can  be  treated  by  injecting  ma- 
terials to  which  he  has  shown  positive 
reactions.  We  all  know  how  false  this  doc- 
trine is. 

Some  discussion  on  this  matter  of  skin 
testing  is  in  order  in  view  of  the  fact  that 


there  is  so  much  advertising  both  to  the 
physician  and  to  the  lay  public.  This  ap- 
pears not  only  in  the  regular  press,  but  also 
in  some  of  the  foreign  language  newspapers 
here  in  New  York  City. 

Samuel  Prigal,  M.D.  : I don’t  know 
whether  it  pays  for  me  to  add  anything  to 
what  has  already  been  said  in  denunciation 
of  those  who  run  the  so-called  allergy-testing 
laboratories.  I think  that  it  might  be  em- 
phasized that  if  such  laboratories  exist,  we, 
ourselves,  as  allergists  are  at  fault  to  some 
degree. 

In  part  this  has  come  about  because  in 
the  early  days  of  allergy  we  overevaluated 
the  skin  test.  Many  people  were  convinced 
that  the  skin  test  was  the  final  answer.  We 
allergists  today  do  not  rely  on  skin  testing 
alone  but  are  aware  that  there  is  much  more 
to  allergy  than  this.  In  actuality  what  is 
needed  is  a broad  point  of  view  in  which 
allergy,  infections,  and  the  psyche  are  all 
evaluated  in  handling  the  allergic  patient. 

Dr.  Sack:  We  now  come  to  a subject 
that  has  gripped  the  attention  of  allergists 
across  the  country.  We  all  know  the  great 
shortcomings  of  our  methods  of  hyposensiti- 
zation, particularly  in  polhnosis  for  which 
the  individual  must  return  to  our  offices 
time  and  time  again  throughout  the  year. 

If  some  procedure  could  be  introduced 
whereby  the  number  of  visits  could  be  re- 
duced greatly  without  at  the  same  time  de- 
tracting from  the  effectiveness  or  the  safety 
of  the  method,  this  would  be  a great  boon 
both  to  the  physician  and  to  the  patient. 

The  introduction  of  the  emulsion  form  of 
treatment  may  be  a step  in  that  direction. 
Mary  Loveless,  M.D.,  who  is  with  us  to- 
night, applied  it  in  a practical  way  in  1947. 
Subsequently,  Ethan  Allen  Brown,  M.D., 
who  will  speak  of  it  tonight,  has  extended  its 
use  to  thousands  of  patients. 

I hardly  need  to  introduce  to  you  Dr. 
Brown.  He  was  on  our  platform  concerning 
the  same  subject  in  November,  1959. 

His  subject  refers  specifically  to  treat- 
ment, but  I am  going  to  take  the  liberty  of 
asking  Dr.  Brown  to  make  some  comments 
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on  the  mechanics  of  the  preparation  and  ad- 
ministration of  the  emulsified  antigen.  There 
are  many  of  us  who  would  like  to  use  this 
method  but  are  a little  hesitant  because  we 
are  not  quite  sure  of  these  details. 

Treatment  of  Pollinosis  with  Emulsions 
of  Pollen  Extract 

Ethan  Allen  Brown,  M.D.  : Your  pro- 
gram will  tell  you  that  I was  to  discuss  the 
treatment  of  allergic  patients  by  means  of 
single  annual  injections  of  emulsified  ex- 
tracts. Dr.  Sack  has  asked  me,  however, 
to  comment  on,  “the  mechanics  of  the  prep- 
aration of  the  antigen  and  on  the  mechanics 
of  its  administration.” 

You  realize,  of  course,  that  there  is  so 
much  to  this  subject  that  I doubt  that  I 
can  do  it  justice  during  an  evening  or,  for 
that  matter,  in  a session  lasting  a week  or  a 
month.  I do  think,  however,  that  it  will 
interest  you. 

May  I request  that  you  be  as  critical  as 
you  choose  and  that  you  look  on  what  I 
have  to  say  with  the  utmost  skepticism,  but 
do  not  pass  final  judgment  until  you  have 
seen  everything  for  yourselves.  Each  of 
you  is  welcome  to  visit  my  office  at 
any  time  that  the  facilities  are  not  over- 
crowded. You  may  watch  what  we  do. 
The  office,  its  organization,  and  the  records 
may  be  examined  and  the  patients  inter- 
viewed. Those  who  have  done  so  will  tell 
you  that  the  visit  is  rewarding. 

The  Preparation  of  the  Emulsion. — 
The  method  of  preparing  the  emulsion  is 
the  key  to  safe  and  successful  treatment. 
If  I may  say  so,  our  emulsions  represent  our 
most  important  contribution  to  the  treat- 
ment of  allergic  patients. 

Emulsions  have  been  used  for  many  years 
by  others  as  well  as  by  me.  There  were 
systemic  reactions  and  the  results  of  treat- 
ment were  either  inconclusive  or  no  better 
than  those  which  followed  the  use  of  un- 
emulsified extracts  injected  in  increasing 
doses  administered  over  a long  period  of  time 
according  to  traditional  programs  of  treat- 
ment. My  interest  in  the  field,  which  now 


extends  over  a period  of  more  than  twentj’’ 
years,  convinced  me  that  all  of  the  emulsions 
previously  prepared  and  reported  on  were,  to 
put  it  bluntly,  poor.  None  of  the  investi- 
gators were  emulsion  chemists  and  those 
who  sought  help  obtained  it  from  experts 
who  were  not  intimately  familiar  with  the 
characteristics  of  the  allergic  state. 

We  were  not  able  to  achieve  our  present 
level  of  results  until  the  characteristics  of 
a perfect  emulsion,  stability  and  relative 
uniformity  in  size  of  droplets,  the  diameters 
ranging  from  0.1  to  1 micron,  had  been 
studied.  In  my  opinion,  any  other  type  of 
emulsified  extract,  unless  it  be  better  than 
this,  represents  a waste  of  time  and  effort. 
The  ingredients  of  the  oily  or  continuous 
phase  are  well  known  to  you.  Actually, 
falba  was  never  considered  a good  emulsify- 
ing agent  because  it  did  not  really  make  a 
good  emulsion.  It  was  inconstant  in  its 
effects  and  led  to  cyst,  nodule,  and  abscess 
formation.  The  objections  to  its  use  for 
injection  into  human  beings  were  published 
by  Salk  almost  ten  years  ago.  But  much 
of  the  basic  work  up  until  ten  years  ago  was 
done  with  falba  as  one  of  the  ingredients  of 
the  emulsion. 

Mannide  mono-oleate  (Arlacel  A*),  one 
of  our  present  emulsifying  agents,  is  superior 
to  falba.  When  it  is  tested  in  pure  form 
in  animals,  it  causes  neither  nodules  nor 
abscesses.  When  we  first  used  falba,  we 
had  difficulties  similar  to  those  long  since 
described.  With  mannide  mono-oleate  local 
reactions  have  not  been  seen. 

The  papers  so  far  published  have  been 
concerned  with  an  emulsion  known  as  the 
1:9:10.  One  part  of  mannide  mono-oleate 
is  added  to  nine  parts  of  a good  grade  of 
mineral  oil  (such  as  Drakeol  6-VRf).  To 
these  are  added  ten  parts  of  extract.  The 
dispersed  and  continuous  phases  are,  there- 
fore, in  a proportion  of  1:1.  We  have,  how- 
ever, done  a number  of  experimental  studies 
with  other  proportions  of  the  mannide 
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mono-oleate  and  the  mineral  oil  and  have 
used  other  emulsifying  agents  and  oils. 
We  have  enlisted  the  aid  of  emulsion  chem- 
ists, and  after  several  thousand  prepara- 
tions have  discovered  that  as  long  as  we 
keep  the  two  phases  present  in  equal  quan- 
tities, or  do  not  vary  them  more  than 
40 : 60  or  60 : 40,  our  emulsions  are  as  perfect 
as  it  is  presently  humanly  possible  to  make 
them.  They  are  stable.  They  can  be 
standardized,  and  in  no  patient,  however 
allergic,  is  a positive  scratch  test  result 
elicited  with  our  presently  prepared  emul- 
sions. When  we  vary  the  proportions,  and 
the  oily  phase,  as  compared  with  the  aqueous 
phase,  is  2 : 1,  there  is  excess  oil.  The  drop- 
lets are  not  uniform  and  vary  greatly  in 
size.  The  emulsion  cracks  quickly  both 
outside  and  within  the  tissues. 

When  radioisotopes  were  used  to  measure 
the  time  the  unemulsified  extract  remained 
at  the  site  of  the  injection,  an  almost  im- 
mediate breakdown  was  noted.  The  rapid 
absorption  of  the  extract  in  human  beings 
gave  us  further  proof  that  this  took  place. 
But  with  a properly  prepared  emulsion,  the 
material  injected  remained  at  the  site  for 
more  than  one  month,  sometimes  for  two 
or  three  months.  We  will  present  data,  in 
preparation  for  publication,  that  the  in- 
jected emulsified  extract  forms,  as  it  were, 
an  “antibody-forming  organ,”  in  that  the 
antibodies  are  formed  and  present  in  the 
greatest  quantity  at  the  site  itself. 

It  is  obvious  that  all  of  the  extract  must 
be  emulsified.  A supposedly  emulsified 
extract,  with  which  a positive  skin  test 
reaction  can  be  elicited,  is  not  suitable  for 
injection  into  human  beings  unless  they 
have  received  treatment  with  an  unemulsi- 
fied extract  in  the  immediate  past.  The 
smaller  the  droplets,  the  less  likelihood  there 
is  of  creaming.  Should  creaming  occur,  it 
is  long  delayed  because  of  the  slower  move- 
ments of  the  smaller  droplets  into  layers, 
characterized  by  droplets  all  of  one  size. 
Also,  the  smaller  the  droplets,  the  less 
likelihood  is  there  of  cracking,  that  is,  of 
breakdown  of  the  emulsion  into  its  separate 


aqueous  and  oily  phases.  Equally  obvious, 
the  smaller  the  droplets,  the  less  is  the 
quantity  of  extract  each  contains,  and  the 
more  likely  is  it  that  the  absorption  will  be 
sufficiently  slow  and  not  beyond  the  pa- 
tient’s capacity  to  develop  immunity. 

Large  droplets  lead  to  rapid  absorption 
and  immediate  local  swelhngs.  Should  ab- 
sorption be  too  rapid,  then  systemic  reac- 
tions are  to  be  expected.  We  have  ad- 
ministered as  many  as  5,000  consecutive 
injections  of  the  emulsified  extract  with  no 
local  or  systemic  reactions.  However,  with 
experimental  studies,  using  new  extracts 
and  new  emulsions,  we  have  sometimes  in- 
duced mild  urticarial  reactions. 

In  partial  summary,  the  droplets  must  be 
uniform  in  size  and  so  small  that  little 
extract  is  absorbed  at  any  time.  Only  then 
do  neither  local  nor  systemic  reactions 
occur.  Enough  of  the  emulsified  extract 
can  then  be  injected  to  immunize  the  pa- 
tient. When  too  little  extract  is  used,  pro- 
tection is  low.  When  there  is  too  small 
an  amount  of  emulsified  extract,  the  ab- 
sorption is  rapid,  no  matter  what  the  droplet 
size.  With  emulsions  which  vary  in  their 
constitution,  the  results  are  equally  incon- 
sistent. 

To  speak  in  terms  of  emulsion  chem- 
istry, the  droplets  of  extract,  which  should 
not  be  referred  to  as  particles,  are  emulsified 
by  what  can  only  be  termed  brute  force. 
The  oily  phase  is  a dialectric,  and  the 
energy  used  to  emulsify  the  ingredients  is 
converted  into  electrical  charges  which 
surround  each  of  the  droplets  and  keep 
them  from  coalescing  with  their  adjacent 
droplets.  The  more  the  energy  is  applied, 
the  greater  is  the  conversion,  and  the  longer 
the  repulsion  of  each  droplet  by  the  others. 
The  smaller  the  droplets  one  wishes  to  ob- 
tain, the  greater  the  number  of  charges 
needed  to  form  them.  The  more  charges 
the  emulsion  contains,  the  longer  its  stability 
lasts. 

We  have  done  measurements  on  the 
number  of  joules  needed,  on  the  resulting 
diameters  of  our  droplets  and  on  the  surface 
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area  of  those  present  in  a given  quantity  of 
emulsion.  Some  of  these  data  are  in  press 
and  the  others  are  in  preparation.  Our 
emulsions  are  made  by  machine  and  they 
cannot  be  duplicated  by  manual  methods 
or  by  other  machines.  Examination  shows 
the  droplets,  when  compared  with  erythro- 
cytes of  7.5  microns  or  with  particles  of 
latex  of  0.81  micron,  to  be  as  stated:  0.1 
micron  in  diameter.  The  surface  area  of  the 
droplets  of  this  diameter,  taking  0.5  ml.  of 
extract  in  0.5  ml.  of  the  emulsifying  agents, 
for  a total  of  1 ml.,  represents  300,000  square 
centimeters.  Emulsions  made  by  coarser 
methods,  namely  by  needles  with  a greater 
gauge  than  22,  result  in  larger  droplets  which 
coalesce  more  easily  and  produce  a less  stable 
emulsion. 

It  is  not  only  important  that  the  emulsion 
resist  syneresis,  but  equally  important  that 
it  continue  to  maintain  itself  as  an  emul- 
sion when  in  the  body  and  at  body  tem- 
perature. We  have  learned  that  emulsions 
made  by  several  passages  back  and  forth 
between  two  syringes  are  not  adequate. 
Such  emulsions  are  not  only  coarse  and 
contain  a great  deal  of  extract,  but  also  they 
do  not  maintain  the  properties  of  an  emulsion 
when  they  are  injected  into  an  animal.  Pre- 
sumably this  is  true  of  human  beings  also. 

Some  workers  in  the  field  have  not  been 
able  to  duplicate  our  results.  They  have 
not  prepared  emulsions  of  equal  perfection 
and  stability.  Since  imperfect  emulsions 
cause  systemic  reactions,  they  have  not 
been  able  to  give  the  more  sensitive  patients 
the  larger  doses  of  extract  which  they  need 
for  immunity. 

They  are  then  faced  with  a quandary. 
The  hypersensitive  patient,  who  reacts  to 
the  injection,  cannot  be  treated  with  the 
higher  dose  he  needs  for  protection.  Pro- 
grams of  injections  of  unemulsified  extract 
show  that  the  method  of  treatment  is  truly 
an  exploratory  one.  At  the  point  at  which 
local  swellings  or  systemic  reactions  occur, 
treatment  is  continued  on  the  basis  of  the 
maintenance  dose  schedule,  although  this 
might  not  be  enough  to  confer  immunity. 
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Factors  in  Administration  of  Emulsi- 
fied Extract. — When  emulsified  extract 
is  used,  the  more  sen.sitive  patient  can  be 
given  safely  the  amount  of  extract  he  needs 
for  adequate  immunity.  For  emphasis,  it 
must  be  repeated  that  the  procedure  is  only 
possible  with  a properly  prepared  emulsified 
extract.  The  absorption  time  of  the  emul- 
sified extract  does  not  depend  entirely  on 
the  size  or  the  uniformity  of  the  droplets. 
The  emulsions  can  be  prepared  so  that  all 
of  the  injected  material  can  be  absorbed  in 
one  week.  Other  emulsions  can  be  shown 
to  remain  in  the  tissues  after  a period  of 
three  months.  The  concentration  of  the 
extract  can  be  changed  so  that  in  1 ml. 
of  emulsion  there  are  2,500  units,  and  in 
another  emulsion  of  the  same  type  1 ml. 
may  contain  10,000  units.  When  both 
emulsions  are  of  similar  type,  the  absorption 
time  remains  the  same,  but  in  the  one  case 
four  times  as  much  extract  is  being  absorbed 
during  this  period. 

The  rate  of  absorption  is  increased  when 
smaller  amounts  of  the  same  types  of  emulsi- 
fied extract  are  administered.  Those  in- 
vestigators who  suppose  that  they  can 
“play  it  safe”  by  injecting  the  emulsified 
extracts  into  two  sites  have  forgotten  that 
the  division  of  extract  into  two  spheres  in- 
creases the  surface  area  and  actually  quad- 
ruples the  speed  of  absorption.  This  is  not, 
therefore,  the  more  safe,  but  actually  the 
least  safe  method  of  injecting  extract, 
emulsified  or  unemulsified.  One  need  only 
carry  this  discussion  to  its  absurd  conclu- 
sion to  realize  its  truth.  Why  not  give 
one  hundred  injections,  each  of  0.01  ml.? 
All  would  be  absorbed  within  minutes, 
and  even  with  the  use  of  the  very  best 
emulsion  known,  a systemic  reaction  could 
not  then  be  prevented. 

As  you  know,  it  is  also  true  that  when  the 
emulsified  extract  is  placed  intramuscularly 
rather  than  subcutaneously,  the  rate  of  ab-  < 
sorption  is  again  increased.  Just  before  the 
pollen  season  we  can  take  advantage  of  this 
phenomenon  for  patients  by  injecting 
stronger  extract  intramuscularly  in  a smaller 
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total  amount  of  emulsion. 

In  human  beings  we  cannot  inject  oil  into 
the  skin  as  we  can  in  animals.  In  fact,  an 
invisible  layer  of  oil  covering  the  needle 
itself  will  cause  the  formation  of  an  intra- 
cutaneous  nodule. 

Because  these  distinctions  in  absorption 
rates  may  be  confusing,  let  us  once  more 
summarize  and  discuss  actual  examples. 
A given  quantity  of  emulsion  can  contain 
fewer  or  greater  numbers  of  units.  Larger 
or  smaller  quantities  of  emulsion  may  con- 
tain fewer  or  greater  numbers  of  units. 
Either  of  the  emulsions  so  far  described 
can  be  placed  subcutaneously  or  intra- 
muscularly. A patient  with  exquisite  sensi- 
tivity might  be  given  a “conditioning  in- 
jection” of  250  units  in  1 ml.  of  emulsion. 
Should  he  report  in  May  for  treatment  of 
ragweed  pollinosis,  the  patient  may,  after 
a two-week  period,  receive  a 1-ml.  injection 
containing  5,000  or  10,000  units.  Should 
the  same  patient  appear  for  treatment  early 
in  August,  the  250  units  may  be  given  in 
0.5  ml.  and  placed  intramuscularly  for  rapid 
absorption  of  the  extract.  He  may  then 
return  in  two  weeks  for  a second  injection  of 
2,500  units,  which  will  carry  him  through  the 
ragweed  pollen  season. 

The  first  patient  may  need  no  premedi- 
cation with  an  antihistaminic  agent.  How- 
ever, in  the  second,  an  antihistaminic  agent 
and  perhaps  epinephrine  may  be  injected 
proximal  to  the  site  in  a dose  as  little  as 
0.1  ml.  of  a delayed-action  type  of  prepara- 
tion (Sus-Phrine). 

There  are  other  factors  which  must  be 
considered.  Should  the  first  patient  report 
during  the  month  of  May  and  be  sensitive  to 
tree  pollens  for  which  no  treatment  has  been 
given  him,  he  may  need  protection  for  the 
cumulative  effects  of  the  untreated  pollino- 
sis and  the  injection  of  emulsified  ragweed 
pollen.  Should  he,  however,  report  for 
his  second  injection  during  the  second  or 
third  day  of  a spell  of  rainy  weather  and  not 
be  mold-sensitive,  then  he  needs  no  pro- 
tection for  the  cumulative  effects  of  the 
tree  pollens  and  the  injection  of  ragweed 


pollen  extract  in  emulsified  form. 

The  second  patient  may  be  allergic  to 
grass  pollen.  If  his  period  of  symptoms 
should  be  over,  he  will  probably  need  no 
premedication.  Should  his  second  visit, 
however,  coincide  with  three  or  four  days 
of  dry  weather  and  much  exposure  to 
grass  pollen,  premedication  will  be  given 
him  or  the  dose  lowered. 

I sometimes  take  the  weather  into  con- 
sideration on  a longer-range  basis.  If  a cold 
front  is  expected  from  the  Northwest,  North, 
or  Northeast  at  the  beginning  of  the  season, 
I note  that  the  patient  will  not  be  exposed 
to  pollen  for  two  or  three  days  and  I will  tend 
to  give  a larger  dose.  Should  the  weather 
prediction  be  such  that  winds  from  the 
South  or  Southwest  can  be  expected  and, 
with  these,  high  concentrations  of  pollen 
or  molds,  I will  be  more  cautious. 

Caution  is  always  advisable  should  the 
patient  be  leaving  by  train  or  plane  and  be 
away  from  medical  attention  for  many  hours, 
if  only  because  one  does  not  know  to  what  he 
may  be  exposed  during  his  journey.  The 
patient  who  lives  nearby  receives  a full  dose. 

Reactions  to  Injections  of  Emulsified 
Extract. — We  have  now  administered  in 
excess  of  13,000  injections  of  emulsified 
extracts.  This  number  represents  only  those 
involved  in  the  studies  done  during  the 
last  four  or  five  years  and  not  those  in 
which  other  types  of  emulsions,  emulsifying 
agents,  and  extracts  were  used.  The  sys- 
temic reaction  rate  has  been  consistently 
lower  for  each  successive  1,000  injections 
administered. 

It  should  be  emphasized  that  the  term 
“systemic  reaction”  possesses  frightening 
connotations  and  that  we  use  it  quite 
differently  from  the  way  other  physicians 
do.  Although  anaphylactoid  reactions  have 
followed  the  use  of  unemulsified  extracts, 
not  one  has  been  observed  after  the  in- 
jection of  any  emulsified  substance  of  any 
type.  Ours  have  been  “flush  reactions” 
and  urticarial  responses.  Only  2 patients 
have  ever  wheezed  and  both  mildly.  In 
the  first,  two  pollen  extracts  were  given 
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during  a pollen  season  for  which  the  patient 
had  not  been  treated.  The  second  patient, 
who  reacted  systemically  to  skin  tests,  re- 
ceived 1,000  units  as  a conditioning  in- 
jection and  5,000  units  two  weeks  later. 
Six  hours  after  the  second  injection  he 
suffered  from  a flush  reaction  followed  by 
urticaria  and  associated  with  bronchospasm. 
All  three  manifestations  of  reaction  dis- 
appeared immediately  following  the  in- 
jection of  a small  amount  of  epinephrine. 

On  one  occasion  we  returned  to  the  use 
of  a type  of  emulsion  that  is  no  longer  pre- 
pared. It  was  administered  as  is  a type  of 
emulsion  now  in  use,  and  within  the  same 
day  2 patients  suffered  from  flush  reactions 
and  urticaria,  limited  in  both  to  the  forearm 
of  the  extremity  in  which  the  injection  had 
been  given.  In  1 case  the  reactions  appeared 
in  six,  and  in  the  othei’,  eight,  hours  after 
the  injections  had  been  administered. 

Some  actual  statistics  may  interest  you. 
In  each  of  two  studies  we  pushed  the  dose 
injected  to  the  highest  possible  levels  we 
thought  the  patients  would  tolerate.  For 
one  study,  which  is  in  press,  the  population 
consisted  of  1,064  ragweed  pollen-sensitive 
patients.  All  of  these,  except  for  several 
infants,  had  suffered  from  their  disorder 
for  at  least  three  years,  and  some  patients 
had  suffered  for  more  than  40  consecutive 
seasons. 

For  those  who  had  previously  been 
treated,  we  totaled  the  systemic  reactions 
associated  with  the  traditional  types  of  in- 
jections. We  discovered  that  they  had,  as  a 
population,  experienced  more  than  400 
systemic  types  of  responses,  some  of  which 
had  required  hospitalization  and  treatment 
for  several  days.  One  patient  had  ex- 
perienced 20  such  severe  systemic  reactions 
and  another,  34.  Both  of  these  were  in- 
cluded. Despite  the  fact  that  the  emulsi- 
fied extract  contained  50  to  100  multiples  of 
the  dose  which  one  year  previously  had 
caused  severe  systemic  reaction,  neither 
responded  adversely.  The  systemic  reac- 
tions we  recorded  were  all  mild  and  totaled 
25.  In  no  case  did  they  represent  more 
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than  a few  scattered  urticae. 

In  the  second  population  of  approximately 
1,400  patients,  to  whom  we  administered 
much  larger  doses  of  extract  in  a better 
emulsion,  the  total  number  of  reactions  has 
been  eight.  Three  of  these  occurred  in 
patients  who  had  taken  alcohol,  2 immedi- 
ately after  the  injection  and  1 immediately 
preceding  it.  We  have  long  known  that 
alcohol,  imbibed  within  twelve  hours  of  the 
injection,  is  one  of  the  causes  of  such  reac- 
tions, and  we  might  be  justified  in  omitting 
from  the  total  these  3 patients  who  dis- 
obeyed the  rules  set  for  them.  Of  the  re- 
maining 5 patients,  1 developed  his  urti- 
caria following  a violent  quarrel.  Another 
suffered  from  both  pollinosis  and  urticaria, 
and  the  hives  observed  were  not  different 
from  those  she  had  suffered  previously. 
Nonetheless,  although  the  urticaria  may 
have  been  coincidental,  we  think  it  should  be 
included  in  the  tally.  One  patient,  again, 
received  her  injection  during  the  grass  pollen 
season  for  which  she  had  taken  no  treatment 
and  to  which  she  reacted  with  violent  symp- 
toms. It  must,  therefore,  be  conceded 
that  so  small  a number  of  mild  urticarial 
reactions  in  a group  of  more  than  1,400 
patients,  some  of  them  exquisitely  sensitive, 
represents  a low  reaction  rate.  Under 
traditional  treatment  producing  a compa- 
rable level  of  protection,  these  same  patients 
would  have  had  many  more  systemic  reac- 
tions. 

None  of  these  patients  developed  cysts 
at  the  injection  site.  We  have  described 
a group  of  patients  in  whom  such  cysts  did 
appear  after  25  or  more  multiples  of  the 
top  dose  of  extract  had  been  injected  in 
emulsified  form.  When,  in  these  locally 
reactive  patients,  the  dose  of  emiflsified 
extract  is  equal  to  that  which  is  considered 
the  usual  or  greatest  quantity  of  unemulsi- 
fied extract  needed  for  protection,  no  cysts, 
nodules,  or  abscesses  occur. 

Results  of  Treatment. — The  results 
achieved  have  been  published  in  a series  of 
20  or  more  communications.  Through  im- 
provements in  technic  we  have  been  able 
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to  do  better  with  each  successive  group  of 
patients.  We  now  know  that  some  of  our 
failures  were  due  to  undertreatment.  We 
now  administer  larger  doses.  We  do  not 
need  to  place  limitations  on  the  patients’ 
activities.  Those  who  are  grass  pollen-sen- 
sitive may  mow  lawns,  work  on  farms,  or  go 
haying.  Some  of  our  patients  have  literally 
sniffed  the  pollinating  ragweed  plant  or 
engaged  in  the  work  of  uprooting  ragweed 
during  the  pollen  season.  However,  we  do 
suggest  that  our  patients  use  common  sense 
and  not  pull  up  or  pick  up  such  pollinating 
plants  to  prove  to  themselves,  their  friends, 
and  to  us  that  they  are,  indeed,  protected. 

In  some  of  our  failures  we  have  discov- 
ered other,  unrelated  causes  for  their  dif- 
ficulties. 

The  first  cause  is  easy  to  cope  with  once  its 
presence  is  recognized.  A patient  should 
not  eat  foods  to  which  he  is  allergic  or  expose 
himself  to  nonspecific  irritants.  One 
patient,  for  example,  reported  eye  and  lung 
symptoms  while  he  was  painting  his  house. 
Because  his  symptoms  occurred  only  with 
exposure  to  paint  even  when  there  was  no 
pollen  in  the  air,  we  could  be  certain  that  he 
did  not  represent  a true  failure  in  treatment. 

Another  patient,  although  fish-sensitive, 
sat  at  a kitchen  table  on  which  her  father 
was  scaling  fish.  Enough  particles  of  the 
scales  and  of  the  fish  itself  were  evidently 
inhaled  so  that  symptoms  occurred  during 
the  pollen  season.  An  injection  of  epineph- 
rine relieved  the  symptoms  which  did  not 
recur,  no  matter  how  great  the  exposure  to 
pollen.  She  then  recalled  that  at  other  times 
when  the  pollen  and  fishing  seasons  had 
overlapped,  similar  exposures  had  resulted  in 
symptoms. 

Before  we  discuss  the  second  group  of 
patients,  it  must  be  stressed  that  we  have 
been  able  to  use  better  extracts,  more  than 
one  allergen,  more  than  one  emulsifying 
agent,  more  perfect  emulsions,  conditioning 
injections,  and  larger  doses  and  have  been 
able  to  produce  a greater  span  of  time  for 
treatment.  As  a result,  our  standards  have 
been  raised.  At  one  time  we  considered 


three  days  of  symptoms  as  evidence  of 
failure.  Now  any  symptoms,  except  those 
caused  by  an  allergen  for  which  treatment 
has  not  been  given,  are  regarded  as  a poor 
result.  We  have  been  able  to  prolong  the 
period  of  freedom  of  symptoms  which  follows 
treatment.  Those  patients  who  have  ex- 
perienced two  successful  years  without 
difficulty  are  encouraged  to  cease  treatment 
to  discover  for  themselves  how  long  the  good 
effect  may  last. 

Years  ago  we  followed  the  traditional 
concepts  of  the  treatment  of  pollinosis.  We 
used  standard  tree,  grass,  and  ragweed 
pollen  extracts  and  omitted  the  minor  pollens 
because  it  was  thought  that  they  were  not 
important.  However,  when  tests  of  the 
conjunctival  or  intracutaneous  type  elicited 
positive  reactions,  we  discovered  that  many 
patients  were  responding  only  to  the  pollens 
for  which  they  had  not  been  treated.  How- 
ever transient  or  mild  such  symptoms  might 
be,  we  always  included  them  in  the  group  of 
patients  designated  as  failures. 

Among  such  failure  patients  we  also  in- 
cluded those  whose  symptoms  were  caused 
by  the  pollens  of  two  overlapping  seasons, 
although  neither  pollen  by  itself  caused  great 
difficulty.  Such  symptoms  might  be  ob- 
served at  the  end  of  the  tree  pollen  or  at  the 
beginning  of  the  grass  pollen  seasons.  It 
might  also  be  observed  during  late  summer 
when  English  plantain  pollen  is  ambient 
and  overlaps  with  the  first  appearance  of 
ragweed  pollen.  Seasonal  and  environ- 
mental factors  may  similarly  overlap.  For 
example,  the  amount  of  ragweed  poUen  may 
lessen,  but  it  may  not  yet  have  left  the  air 
when  heating  systems  are  turned  on.  What 
is  termed  flotation  pollen  re-enters  the  air, 
and  should  the  patient  also  be  allergic  to 
house  dust,  then  he  suffers  from  what  are  the 
cumulative  effects  of  both. 

We  have  since  changed  our  methods  of 
treatment  to  include  the  minor  pollens  and 
now  treat  patients  whose  symptoms  occur 
during  the  overlapping  of  the  seasons  with 
both  pollens  to  which  they  may  be  exposed. 
In  the  case  of  the  rag^veed  pollen-sensitive 
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patient,  for  example,  we  inject  ragweed 
pollen  extract  and  house  dust  often  in  a 
single  injection.  Our  results  have  reflected 
these  improvements. 

As  might  have  been  anticipated,  my  own 
words  have  been  used  against  me.  My  own 
standards  have  not  been  taken  to  mean  what 
they  say.  In  one  paper  I emphasized  the 
fact  that  approximately  25  per  cent  of 
patients  had  suffered  from  symptoms  during 
the  pollen  season.  I also  drew  attention  to 
the  fact  that  included  in  this  25  per  cent 
were  causes  other  than  the  prevalent  pollen 
which  were  responsible  for  the  patients’ 
difficulties.  Nevertheless  I was,  under- 
standingly,  quoted  as  saying  that  our  results 
were  satisfactory  in  only  75  per  cent  of  the 
patients  treated.  Actually  our  results  have 
always  been  better  than  90  per  cent.  The 
only  exception  to  these  results  is  represented 
by  the  group  of  patients  who  were  deliber- 
ately undertreated,  to  study  how  low  a dose 
would  give  protection.  In  other  words,  9 
out  of  10  patients  suffered  no  symptoms 
whatsoever,  that  is,  not  one  sneeze  or 
wheeze.  By  ordinary  standards,  98  per  cent 
of  the  patients  are  completely  well.  Many 
physicians  who  have  visited  me,  having  met 
the  patients  represented  by  the  2 per  cent, 
tell  me  that  they  would  consider  them  as 
having  responded  satisfactorily. 

In  this  2 per  cent,  the  symptoms  ex- 
perienced may  be  transient,  mild,  and  re- 
sponsive to  occasional  medication.  Some  of 
our  patients,  although  they  are  adequately 
treated,  occasionally  present  themselves  for 
symptomatic  treatment  of  moderately  severe 
symptoms.  Patients  do  develop  new  sensi- 
tivities. One  whose  past  history  has  been 
typical  of  spring  and  fall  pollinosis  may  re- 
port in  July  the  first  difficulties  ever  ex- 
perienced from  grass  pollen.  Allergic  pa- 
tients develop  sensitivities  which  are  latent 
or  responsible  for  such  mild  symptoms  that 
they  do  not  deem  it  necessary  to  disclose 
them  to  the  physician.  Should  there  be  a 
higher  pollen  count  than  usual  or  greater 
exposure,  allergic  symptoms  occur. 

In  previous  reports  we  have  also  included 


those  patients  who  reported  late  for  treat- 
ment. We  wanted  to  discover  how  close  to 
the  season  such  patients  could  be  treated  and 
be  adequately  relieved.  This  procedure  in- 
creased our  failure  rate,  but  we  learned  that 
a number  of  patients  who  received  injections 
up  to  September  1 suffered  no  difficulty  after 
a period  of  from  seven  to  ten  days.  Without 
treatment  their  pollinosis  would  have 
bothered  their  upper  or  lower  respiratory 
tracts  until  middle  or  late  October.  Those 
allergic  to  house  dust  might  occasionally 
continue  until  middle  or  late  November. 
By  inducing  some  protection  against  rag- 
weed and  administering  injections  of  house 
dust,  they  were  kept  symptom-free.  The 
patients  from  the  control  group  who  received 
only  symptomatic  treatment  lapsed  as  soon 
as  they  ceased  taking  their  medications. 

Had  we  decided  to  include  in  the  studies 
only  those  patients  who  received  treatment 
until  the  first  of  August,  no  more  than  20  of 
the  1,064  patients  could  be  considered 
failures.  Not  one  of  these  patients  re- 
sponded poorly,  although  some  did  look  on 
the  results  as  less  than  they  expected. 
Some  of  these  disappointed  patients  were  in 
search  of  “cures”  or  were  also  allergic  to 
house  dust,  molds,  or  to  pollens  of  weeds 
other  than  ragweed.  Their  symptoms  did 
indeed  occur  during  the  ragv^eed  pollen 
season,  but  in  many  cases  it  could  be  proved 
that  the  symptoms  were  not  caused  by  the 
ragweed  pollen  for  which  the  injection  had 
been  administered. 

Determination  of  Dose  of  Extract: 
Skin  and  Conjunctival  Tests. — Every 
allergist  is  interested  to  know  how  the  dose  is 
determined.  Here,  again,  we  were  caught 
up  in  traditional  concepts  and  did  not  at 
first  realize  that  there  was  no  relationship 
whatsoever  between  the  injections  of  un- 
emulsified extract,  given  in  programs  with 
progressive  increases  in  doses,  and  the 
single  annual  injection  of  emulsified  extract. 

When  the  multiple-visit  program  is 
followed,  the  first  dose  is  usually  determined 
by  the  skin  tests.  It  is  set  at  0.1  ml.  of  a 
tenfold  dilution  of  the  solution  which  re- 


740 


New  York  State  J.  Med. 


NEW  YORK  ALLERGY  SOCIETY 


suits  in  the  positive  skin  test  reaction.  This 
is,  of  course,  a meaningless  procedure,  al- 
though it  does  succeed  in  making  certain 
that  the  first  dose  is  well  within  the  patient’s 
tolerance.  Experience  has  taught  us  that 
the  patient  may  receive  20  or  more  in- 
jections, all  of  which  are  in  the  nature  of 
placebos,  because  his  tolerance  is  usually 
higher  than  the  test  indicates. 

If  a coseasonal  injection  confers  high 
transient  immunity,  then  the  skin  tests, 
when  intracutaneous,  must  do  the  same. 
If  the  first  positive  test  result  occurs  with 
the  100  protein  nitrogen  units  per  milliliter 
dilution  of  extract  and  the  test  represents 
0.02  ml.,  that  is,  2 protein  nitrogen  units, 
what  point  is  there  in  giving  the  same 
patient  0.2  protein  nitrogen  unit  as  a first 
dose?  I have  invariably  administered  a 
first  dose  of  2 to  5 protein  nitrogen  units  in 
such  patients  with  not  one  systemic  reaction. 

The  patient  whose  skin  test  reaction  has 
not  changed  as  a result  of  successful  treat- 
ment may  have  received,  in  the  course  of  a 
multiple-visit  program  of  injections  of  un- 
emulsified extract,  a peak  dose  of  10,000 
protein  nitrogen  units.  Should  his  record 
be  unknown  to  a second  physician,  he  would, 
on  the  basis  of  a skin  test  response  to  100 
protein  nitrogen  units  per  milliliter  extract, 
receive  10  protein  nitrogen  units.  This  is 
one  thousandth  of  the  dose  he  had  previ- 
ously taken  successfully  without  reaction. 

However,  in  a previously  untested  and  un- 
treated patient,  we  do  look  on  the  skin  test 
as  a rough  index  of  degree  of  sensitivity. 
The  patients  who  respond  to  dilute  solutions 
are  often  given  conditioning  injections  or 
else  smaller  doses,  but,  whenever  possible, 
a second  injection  representing  a full  dose  is 
administered. 

In  previously  tested  or  treated  patients, 
on  the  other  hand,  the  skin  test  remains  as 
an  indication  of  sensitivity  to  the  pollen  in 
question,  but  its  size  may  be  ignored  as  to 
the  degree  of  sensitivity  present.  Titrations 
of  sensitivity,  by  means  of  tests  with 
successively  greater  concentrations  of  ex- 
tract, tell  us  only  of  the  reagin  content  of  the 


skin  and  nothing  more.  The  quantity  in 
the  skin  may  decrease  month  after  month, 
but  increase  during  the  season  of  the  pollen 
in  question.  There  is  no  relation,  then,  to 
the  degree  of  the  patient’s  clinical  sensitivity. 
In  fact,  if  it  is  used  as  such,  then  the  patient 
with  the  larger  skin  test  to  the  more  dilute 
solution  will  receive  a smaller  dose.  Log- 
ically, he  should  be  given  the  greater  quan- 
tity of  extract.  With  unemulsified  sub- 
stances this  ideal  of  treatment  is  impossible 
because  of  the  danger  of  frequent  systemic 
reactions.  Only  by  the  administration  of 
extract  in  the  emulsified  form  can  the  barrier 
to  adequate  treatment  be  broken. 

There  has  been  much  talk  of  the  con- 
junctival test  and  its  usefulness.  We, 
mistakenly,  went  along  with  this  because  of 
the  authority  of  some  of  the  workers  in  this 
field,  and  because  of  training  and  tradition. 
Obviously  in  those  patients  who  do  not  suffer 
from  conjunctival  symptoms,  the  eye  is  not 
a shock  organ,  or,  for  that  matter,  a test 
organ,  although  it  may  fortuitously  react. 
In  pollen  asthma  some  patients  do  and 
others  do  not  react  to  conjunctival  tests. 
They  will  respond  adversely  to  provocative 
tests,  to  sniffs  of  pollen,  or  to  the  inhalation 
of  pollen  extract. 

The  conjunctival  test  has  not  been  used 
generally  because  it  is  not  dependable. 
One  extract  may  differ  in  strength  from  an- 
other, especially  when  it  is  standardized  on 
a weight-volume  basis.  An  extract  may 
contain  glycerol,  and  in  each  successive 
dilution  less  glycerol  is  present.  Because 
of  its  hygroscopic  properties,  glycerol  by  it- 
self will  elicit  in  many  patients  what  appears 
to  be  a positive  reaction.  The  size  of  the 
drop  is  almost  impossible  to  standardize, 
except  by  exact  technic.  Furthermore, 
when  the  more  dilute  solutions  are  used, 
their  deterioration  is  quite  rapid. 

Successive  concentrations  are  used  at  in- 
tervals of  from  fifteen  to  twenty  minutes. 
In  some  patients  all  of  the  extract  is  washed 
out  of  the  eye,  or  it  is  diluted  by  the  epiphora 
associated  with  the  instillation  into  the  eye 
of  a foreign  substance.  In  other  patients 
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the  extract  remains  over  the  full  period  of 
time,  and  its  effects  are  added  to  those 
represented  by  the  next  strength. 

In  one  of  our  studies  we  drew  a false 
conclusion.  With  the  use  of  what  we  now 
know  to  be  a poor  emulsion,  systemic  reac- 
tions occurred,  and  in  every  case  the  patients 
presented  positive  conjunctival  reactions  at 
a level  of  300  protein  nitrogen  units  per 
milliliter.  We  then  treated  with  caution  all 
patients  who  showed  positive  conjunctival 
test  reactions  to  more  dilute  solutions.  If 
the  patient  was  not  reactive  conjunctivally, 
we  injected  him  with  10,000  units.  How- 
ever, in  one  such  case  the  patient  did  not 
react  conjunctivally  but  nonetheless  had  a 
systemic  reaction. 

We  observed  42  types  of  conjunctival 
patterns.  A positive  test  result  at  any  level 
could  become  negative,  although  rarely  did 
a negative  test  result  become  positive.  A 
patient  who  reacted  to  a dilute  solution 
might  also  react  to  a stronger  one  and  vice 
versa.  A patient  whose  conjunctival  re- 
sponse was  present  only  to  a solution  in  inter- 
mediate strength  could  react  after  treat- 
ment to  one  of  greater  dilution  or  stronger 
concentration.  A test  response  might  be 
present  one  year  and  not  the  next.  When 
we  discovered  that  there  were  so  many 
possible  variations  of  test  response,  we 
abandoned  conjunctival  test  procedures. 

The  Safety  of  Injections  of  Emulsi- 
fied Extract. — From  the  point  of  view  of 
safety,  the  physician  must  see  the  injec- 
tions of  emulsified  extract  administered  be- 
fore he  will  believe  that  the  results  are 
possible.  We  have  given  many  multiples  of 
the  doses  which  caused  systemic  reactions 
with  aqueous  extract  with  no  ill-effects. 

In  deciding  on  the  correct  dose,  we  take 
into  consideration  the  patient’s  over-all 
sensitivity,  regardless  of  his  skin  test  re- 
sponse. Should  he  report  symptoms  from 
the  earliest  to  the  latest  days  of  the  season, 
he  is  obviously  very  allergic.  If  the  patient 
is  to  be  injected  during  a season  which  is 
causing  symptoms,  but  for  which  no  treat- 
ment has  been  given,  we  double  our  caution. 
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In  children  the  presence  of  an  intercurrent 
infection  always  means  transient,  lessened 
tolerance.  If  a patient  has  never  previously 
been  tested  or  treated,  he  almost  always  re- 
ceives a conditioning  injection.  In  a few 
patients,  not  more  than  50,  not  only  a con- 
ditioning injection,  but  also  a third  injec- 
tion has  been  administered.  This  was  not 
part  of  a planned  experimental  design.  The 
patient  occasionally  returned  to  the  office 
with  no  appointment  at  a time  when  such  a 
third  injection,  of  a much  larger  dose,  could 
safely  be  administered,  and  we  took  ad- 
vantage of  the  situation  and  treated  him. 
These  third  injections  were  given  only  to  the 
patients  who  belonged  to  the  clinically  most 
allergic  group.  In  from  10  to  20  patients 
we  have  purposely  followed  this  procedure, 
but  only  in  those  whose  summer  or  autumn 
work  was  such  as  to  increase  their  exposure 
manyfold. 

It  would  be  a significant  advance  if  all 
patients  could  be  treated  successfully  with 
equal  doses  of  extract.  That  this  eventually 
may  be  true  I do  not  doubt.  At  the  mo- 
ment, however,  with  presently  prepared  ex- 
tracts or  emulsions,  the  patient  who  receives 
the  smaller  dose  because  he  is  considered  to 
be  a likely  systemic  reactor,  responds  poorly 
to  any  type  of  treatment.  May  I emphasize 
once  more  that  we  have  learned  that  such 
patients  do  not  need  smaller,  but  actually 
greater  amounts  of  extract,  and  today  such 
quantities  can  be  administered  safely  only  in 
emulsion  form. 

As  an  example  we  may  cite  the  series  of 
1,064  patients  treated  with  ragweed  pollen 
extract  in  which  we  used  the  highest  possible 
standards  of  success  or  failure.  We  ac- 
cepted any  symptoms  which  occurred  dur- 
ing the  season  as  criteria  of  failure.  We 
discovered  approximately  140  patients  who 
suffered  from  any  symptoms  whatever.  It  is 
interesting  to  note  that  of  these,  approxi- 
mately 90  had  been  treated  with  low  doses 
chosen  on  the  basis  of  high  reactivity  to 
percutaneous,  intracutaneous,  and  con- 
junctival test  reactions.  The  remaining 
50  or  so  patients  were  given  large  doses  re- 
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gardless  of  the  types  of  test  responses.  The 
actual  numbers  were  a little  more  than  90 
for  the  one  group  and  a little  less  than  50  for 
the  other.  This  difference  is  not  statistically 
valid  for  a population  as  small  as  1,000 
patients,  but  we  might  conclude  tentatively 
that  there  is  a trend  toward  more  symptoms 
in  the  more  sensitive  patients  who,  because 
of  their  larger  test  reactions,  were  given  a 
smaller  quantity  of  extract. 

The  safety  of  emulsified  extract  is  best 
exemplified  by  a patient  who  had  been 
studied  by  both  William  C.  Spain,  M.D., 
and  by  Robert  A.  Cooke,  M.D.  Each  of 
them  refused  to  give  her  any  injection 
treatment  because  of  the  severe  systemic 
reactions  which  followed  her  scratch  tests. 
Her  affliction  had  been  present  for  thirty 
consecutive  years.  Despite  high  doses  of 
antihistaminic  agents  and  epinephrine, 
a scratch  test  with  a 40,000  protein  nitro- 
gen units  per  milliliter  solution  was  fol- 
lowed immediately  by  a violent,  gen- 
eralized systemic  reaction  This  was 
characterized  by  injection  of  the  conjunc- 
tiva, nasal  blocking  and  coryza,  urticaria, 
and  bronchospasm.  The  patient  needed 
intravenous  epinephrine  and  promethazine 
hydrochloride  (Phenergan  hydrochloride)  50 
mg.  to  recover.  Although  the  test  solution 
had  been  wiped  off  within  one  minute  after  it 
had  been  applied,  pseudopodia  extended 
both  around  and  up  the  arm.  While  it  is 
conceivable  that  the  patient  was  recalcitrant 
to  a further  systemic  reaction  because  of  the 
effect  of  the  skin  test  done  the  day  before, 
nevertheless,  on  the  next  morning  she  re- 
ceived a dose  of  2,500  protein  nitrogen  units 
as  emulsified  extract  with  neither  local  nor 
systemic  reaction.  She  went  through  the 
pollen  season  without  a single  sneeze. 

Let  us,  for  the  moment,  discuss  the  mag- 
nitudes of  doses  involved.  Of  an  extract 
which  represents  40,000  protein  nitrogen 
units  per  milliliter,  between  0.01  and  0.02  ml. 
was  placed  on  the  skin.  By  the  ordinary 
pressure-puncture  type  of  test,  less  than 
0.0005  ml.  was  injected,  a total  of  20  units 
as  compared  with  2,500  administered  in 


emulsion  form.  The  safety  of  the  emulsified 
extract  is  exemplified. 

We  were  subsequently  able  to  test  this 
patient  with  dilute  solutions  of  100  protein 
nitrogen  units  per  milliliter  by  the  pressure- 
puncture  method.  With  her  knowledge  and 
consent,  the  dose  was  set  at  2,500  units  for  the 
tree,  the  grass,  and  the  ragweed  pollens,  and 
as  a result  of  the  injections,  of  which  she  has 
now  had  six,  she  is  completely  symptom-free. 

In  the  case  of  this  patient,  the  injection 
was  given  in  divided  doses  and  into  the 
same  site.  The  same  channel  made  by  the 
needle  was  used,  and  0.1  ml.  was  injected  at 
intervals  of  fifteen  minutes  for  four  injec- 
tions. The  remainder  was  then  given  in  a 
dose  of  0.25  ml.  at  intervals  of  thirty 
minutes.  The  full  treatment  took  two 
hours.  For  subsequent  injections,  how- 
ever, the  emulsified  extract  was  given  at  one 
site,  at  one  time,  and  in  a 1-ml.  dose.  Not 
one  of  the  six  injections  resulted  in  a local 
swelling  or  a systemic  reaction. 

Comment. — Some  of  the  papers  in  prep- 
aration or  in  press  include  studies  describing 
the  use  of  radiopaque  materials  which  have 
never  previously  been  injected  in  the  form 
of  an  emulsion.  These  permit  us  to  photo- 
graph the  site  of  the  injection  and  thereby 
learn,  by  new  technics,  how  long  the  injec- 
tion remains  in  the  tissues.  We  have  also 
done  work  with  antibodies,  and  we  can  show 
that  these  are  formed,  not  in  the  lymph 
nodes,  but  around  and  near  the  site  of  the 
injected  emulsion.  The  results  of  these  and 
other  studies  will  appear  in  due  course. 

To  anticipate  the  question,  may  I say 
that  we  have  done  work  with  both  controls 
and  placebos  and  we  can  prove  quite  con- 
clusively that  these  patients  are  not  placebo- 
reactors. 

Summary. — In  summary,  we  have  dis- 
cussed briefly  the  preparation  of  emulsified 
extracts  and  some  of  the  properties  of  water- 
in-oil  emulsions  which  affect  their  absorption 
time.  Attention  has  been  paid  to  some  of 
the  causes  of  systemic  reactions  and  to  the 
results  of  treatment.  We  have  also  dis- 
cussed why  the  dose  is  not  determined  by 
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the  test  reactivity  of  the  patient’s  skin  or 
eye.  A passing  note  was  made  of  papers  in 
press  and  of  studies  in  progress. 

An  annotated  bibliography  of  papers  con- 
cerned with  the  subject  of  injected  emul- 
sions of  a number  of  substances  and  ex- 
tending as  far  back  as  1899  is  in  preparation, 
and  it  will  soon  be  available  to  those  in- 
terested in  this  fascinating  and  fast-growing 
field  of  therapeutics. 

Now,  what  specific  questions  do  you  wish 
to  ask? 

Question  and  Answer  Period 

Sheppard  Siegal,  M.D.  : In  initiating  the 
repository  form  of  treatment,  do  you  differ- 
entiate between  a new  patient  who  has 
never  been  treated  before  and  an  older 
patient  who  has  had  several  years  of  treat- 
ment and  perhaps  a lapse  of  a few  years? 

Dr.  Brown  : Any  patient  who  has  had  no 
treatment  for  three  years  we  consider  as  a 
brand  new  patient.  If  a patient  has  had 
successful  treatment  two  years  ago  or  a year 
ago,  we  consider  him  as  a transitional 
patient. 

We  saw  a patient  this  morning  who  had 
two  years  of  treatment  eight  years  ago  with 
no  results.  She  has  had  tree,  grass,  and 
ragweed  sensitivity  from  late  April  until 
late  October.  She  had  systemic  reactions 
and  no  results  eight  years  ago,  and  that  is 
why  she  stopped  treatment.  I explained 
to  her  that  I would  give  her  no  treatment  for 
tree  pollen  this  year  because  there  is  only 
a week  more  before  the  tree  pollen  season. 
I gave  her  250  units  of  grass  pollen,  to  which 
she  had  responded  with  a 3 or  4 plus 
reaction  on  a 10,000  protein  nitrogen  units 
per  milliliter  pressure-puncture  test.  She 
is  to  return  in  two  weeks  for  her  dose  of 
2,500  units. 

When  she  comes  in  for  her  grass  pollen  in 
two  or  three  weeks,  she  will  have  some  pro- 
tection. We  are  not  worried  about  its  be- 
ing in  the  season  if  she  presents  no  symp- 
toms. The  tree  season  will  be  over;  that  is 
why  we  chose  the  date.  She  will  then 
probably  get  250  units  of  ragweed  pollen  to 


which  she  gave  the  same  size  test  reaction. 

If  she  has  difficulty,  she  return.s,  but 
othenvi.se  she  needs  only  an  interview  ap- 
pointment in  the  third  week  of  August  or  the 
first  week  in  September.  We  then  give  her 
house  dust  to  which  she  is  equally  sensitive. 

Next  December  she  will  probably  be 
treated  with  two  injections  because  of 
her  great  sensitivity  to  trees,  let  us 
say  250  units  in  mid-December  and 
2,500  units  in  January.  Next  year  if  she 
goes  through  the  summer  90  per  cent  pro- 
tected, either  just  one-tenth  the  days  sick 
or  one-tenth  sick  the  same  number  of  days, 
or  estimates  her  own  improvement  as  90 
per  cent,  she  will  probably  get  2,500  or  5,000 
units  for  each  of  the  injections.  If  she  gets 
along  on  2,500  units,  we  won’t  even  increase 
the  dose,  although  if  it  is  a low  pollen  year, 
we  might  increase  it. 

We  have  had  tree  pollen  patients  to 
whom  we  gave  2,500,  5,000,  and  10,000 
units  and  who  had  not  a single  sneeze, 
nothing.  I mean  absolutely  no  symptoms 
whatsoever.  I want  to  be  as  dogmatic 
about  this  as  I possibly  can  be,  because 
those  of  you  who  have  been  to  my  office 
know  that  I am  telling  the  truth. 

Dr.  Siegal:  You  referred  to  a high 
antibody  response  within  a week.  Are  you 
referring  to  the  allergens  we  regularly  use 
or  to  observations  with  other  antigens? 

Dr.  Brown:  In  saying  high  antibody 
response,  I speak  most  generally.  We  have 
no  means  of  measuring  the  antibody  re- 
sponse of  the  allergic  patient  to  allergens. 
There  is  no  proof  that  with  “blocking”  anti- 
body or  any  other  kind  of  antibody  there  is  a 
linear  coefficient  between  the  antibody  and 
the  success  or  lack  of  success  of  treatment. 
This  must  wait  for  a new  development  in 
immunology. 

We  can  say  that  when  we  do  parallel 
studies  with  antigens  we  can  measure,  such 
as  influenza  virus  or  pohomyelitis  virus  or 
with  bacteria  such  as  typhoid,  we  do  get  a 
high  antibody  response  in  animals  and  in 
human  beings.  These  we  can  measure 
exactly  and  repeat.  We  have  done  it,  as  a 
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matter  of  fact,  with  pneumococcus  poly- 
saccharide in  the  mouse.  We  can  put  a 
measured  quantity  into  a mouse  in  the 
form  of  an  emulsion  and  measure  how  long  it 
will  take  to  get  a certain  antibody  level  in 
the  blood.  We  cannot  do  this  with  pollen. 
We  cannot  prove  by  any  measurements  at 
our  disposal  whether  the  patient  was  suc- 
cessfully or  unsuccessfully  treated. 

Dr.  Sack:  There  may  be  some  among  you 
who  would  like  to  discuss  the  subject  in 
general  rather  than  ask  questions.  If  so, 
you  may  have  two  or  three  minutes  for  the 
discussion. 

Dr.  Fontana:  Dr.  Brown,  before  the 
meeting  we  were  discussing  the  various  emul- 
sions and  their  various  release  times.  I 
think  the  group  would  like  to  hear  about 
this. 

Dr.  Brown:  We  invented  a technic  with 
radiopaque  antigen  to  take  x-ray  films  of 
an  animal  or  a human  being  and  watch 
where  the  droplets  go.  We  have  tagged 
antigens  (such  as  bovine  albumin)  with 
radioisotopes,  and  we  have  been  able  to 
measure  them  in  the  brain,  spleen,  kidney, 
and  other  organs,  and  in  the  blood  stream. 
We  can  measure  the  peak  level,  how  long  it 
takes  to  reach  this  level,  how  long  it  stays 
there,  and  how  quickly  it  is  cleared.  In 
less  than  a week  95  per  cent  of  ordinary  un- 
emulsified extract  is  cleared  through  the 
kidney. 

If  you  give  a patient  10,000  units  of  un- 
emulsified extract,  less  than  500  units  act  as 
antigen.  All  of  the  rest  come  out  of  the 
body  completely  unchanged  and  quantita- 
tively so. 

We  can  give  a patient  let  us  say  1 ml.  of  an 
emulsion  in  droplets  of  1 micron  containing 
up  to  10,000  units.  We  can  give  the  patient 
the  same  10,000  units  in  V2  cc.  or  V4  cc. 
If  we  give  him  V4  cc.,  we  multiply  the  ab- 
sorption time  by  16  approximately,  and  we 
get  higher  levels  in  the  blood  stream  more 
quickly.  We  can  make  emulsions  with 
coarser  drops  and  then,  of  course,  we  get 
quicker  releases,  all  of  them  very  quickly 
going  into  the  body. 


We  can  inject  the  extract  intramuscularly 
and  get  quicker  absorption,  as  Dr.  Loveless 
showed.  You  get  more  reactions  too.  If 
you  inject  animals  in  the  foot  pad,  you  get  a 
very  quick  release  of  antibody. 

If  antigen  is  injected  into  the  blood  stream, 
you  get  no  release  of  antibody  whatsoever, 
although  a second  injection  gives  you  a very 
high  release.  By  changing  the  quantity 
given,  the  number  of  units  per  aliquot  por- 
tion, the  type  of  treatment,  the  type  of 
emulsion,  the  type  of  oil,  and  the  type  of 
agent,  you  vary  the  rate  of  absorption  and 
the  antibody  response. 

We  can  give  an  injection  in  January  to 
take  effect  in  September.  We  can  give  one 
September  3 to  take  effect  December  10. 
But  we  have  treated  between  30  and  40 
patients  on  September  3,  each  with  1,000 
units  in  1 cc.  All  had  symptoms  and  they 
were  all  relieved  within  four  to  seven  days. 
They  were  given  antihistaminic  agents  to  use, 
and  some  came  back  to  the  office  without 
ever  having  used  them. 

Dr.  Sack:  Dr.  Loveless,  would  you  care 
to  say  something? 

Mary  Loveless,  M.D.:  I have  many 
disagreements,  but  I think  the  chief  one  is 
that  I would  like  Dr.  Brown  to  give  us  not 
only  his  conclusions,  but  also  the  data  on 
which  they  are  based.  I would  like  to  draw 
my  own  conclusions  from  objective  evidence. 

In  the  first  place,  I would  like  evidence  for 
his  statement  that  there  is  no  connection 
between  antibodies  and  allergies.  He 
doesn’t  believe  in  the  skin  test  level  or  any 
other  shock  organ  level.  He  does  not  be- 
hove in  the  theory  that  reagins  are  the  under- 
lying cause  of  the  disease  allergy.  Then 
naturally  he  does  not  believe  that  a test  of 
a participating  organ  such  as  the  eye,  nose, 
or  lungs  in  hay  fever  and  asthma  would  have 
any  significance.  He,  therefore,  would  not 
judge  the  patient’s  degree  of  allergy  by 
these  tests. 

I think  the  evidence  of  thirty  or  forty 
years  of  experience  leaves  no  doubt  that 
reagins  cause  allergy.  I,  myself,  proved  it 
long  ago  by  giving  transfusions  from  patients 
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with  severe  hay  fever  and  asthma  from 
ragweed  pollen  who  were  ill  and  untreated 
to  other  patients  who  were  doomed  to  die 
from  nonatopic  diseases.  My  finding  was 
that  the  second  group  of  patients  acquired 
immediately  all  of  the  skin  test,  eye  test, 
and  nasal  and  bronchial  reactivity  of  the 
typical  allergic  patients  from  whom  they 
w'ere  transfused. 

On  the  other  hand,  the  patients  who  gave 
this  blood  and  were  untreated  beforehand 
now  received  blood  which  I secured  from 
students  whom  I had  treated,  but  who  were 
entirely  normal  and  nonatopic.  These  stu- 
dents had  received  a series  of  injections  of 
pollen  a month  before.  These  transfusions 
stopped  immediately,  and  for  a period  of 
ten  days,  all  the  pollen  symptoms  of  my 
patients.  At  the  same  time  their  skin  test 
reactivity  decreased  definitely,  as  did  their 
conjunctival  and  nasal  reactivities. 

These  are  objective  data  favoring  the 
theory  that  great  importance  must  be  at- 
tributed to  the  control  of  allergic  symptoms 
by  the  development  of  antibodies.  These 
blocking  antibodies  work  by  competing 
successfully  for  the  allergen  and  holding  it  in 
a nonirritative  combination  against  the 
reagins  in  the  tissues  which  would  otherwise 
cause  wheal  and  flare  reactions  and  give 
rise  to  symptoms. 

Nobody  has  ever  disproved  either  of  these 
theories.  There  has  been  a great  deal  of 
philosophic  contention  about  blocking  anti- 
bodies. I agree  that  it  is  not  100  per  cent, 
but  then  what  is?  There  are  many  reasons 
to  account  for  the  exceptions  which  I admit 
exist.  I can’t  go  into  all  of  them. 

One  of  the  important  ones  is  the  so-called 
placebo  factor.  About  one  quarter  of  my 
patients  will  give  beautiful  clinical  results 
and  yet  will  have  had  absolutely  no  specific 
therapy  except  the  idea  that  the  injection 
given  them  would  be  helpful.  Dr.  Brown 
should  carry  out  double-blind  experiments. 
To  be  really  objective,  you  cannot  treat 
6,000  patients  a year  because  you  cannot  do 
such  a study  well  with  this  many. 

You  have  to  deal  carefully  with  small 


groups,  honestly  appraised,  perhaps  by 
someone  other  than  yourself.  Then  I will 
be  able  to  beheve  the  clinical  results.  I 
know  I can’t  get  them.  The  selection  of 
patient  material  is  also  very  important.  If 
you  include  people  who  are  not  very  allergic, 
and  the  data  Dr.  Brown  showed  indicated 
clearly  that  he  had  a large  majority  of 
patients  with  eye-level  reactivity  in  the 
Class  C group,  these  are  the  easiest  to 
cure,  and  they  don’t  get  reactions.  As  a 
result,  you  get  beautiful  data  for  publication. 
If  you  don’t  choose  your  data,  but  take  all 
of  the  patients  including  the  Class  A cases, 
they  will  give  you  trouble.  You  will  have 
a 3 per  cent  reactivity  overdose  rate. 
We  have  so  far  kept  this  down.  Last  year 
we  had  only  1 per  cent.  We  may  have  more, 
as  the  season  is  just  beginning  for  rag^\^eed. 

I don’t  think  that  the  prevention  of  an 
overdose  reaction  is  the  whole  aim  in  treat- 
ing an  allergic  patient.  My  idea  is  to  get 
the  patient  immunologically  stimulated. 
If  you  are  going  to  get  stimulation,  you  must 
have  allergens.  If  you  are  going  to  give  an 
allergen  so  wrapped  up  that  none  gets  out, 
why  bother? 

You  should  give  your  patients  as  fast  a 
releasing  emulsion  as  they  can  tolerate. 
You  must  study  your  patient’s  tolerance  im- 
munologically, objectively,  carefully,  and 
scientifically.  If  you  do  this,  then  you  will 
get  the  best  clinical  results,  and  you  will 
get  the  fewest  overdose  reactions. 

I arrived  at  the  dosage  schedule  which 
Dr.  Brown  is  still  using,  although  he  doesn’t 
believe  in  the  basis  on  which  it  was  de- 
veloped, not  on  the  basis  of  an  eye  test,  but 
strictly  by  trial  and  error.  I started  in 
1947  and  just  kept  on  increasing  the  dose 
until  I got  into  trouble.  Therefore,  I had  a 
high  overdose  reaction  rate.  However, 
except  in  five  instances  they  were  mild  or 
mild  to  moderate. 

I increased  the  dosage  each  year  and  did 
longitudinal  studies.  I wish  to  impress  you 
with  the  fact  that  you  can’t  study  6,000 
people  and  compare  them  with  4,000  others. 
I think  it  is  much  better  to  study  600  people 
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and  to  compare  each  of  the  people  with  him- 
self over  a long  period  of  years.  The  vari- 
ables, you  all  know,  are  tremendous.  This 
has  a bearing  on  the  clinical  response  the 
patient  is  going  to  give  you,  because  it  may 
depend  on  such  factors  as  psychosomatic 
things  at  home,  on  intercurrent  infections, 
or  on  exposure  to  pollen.  You  are  much 
safer  to  eliminate  some  of  the  variables  by 
doing  a longitudinal  study  which  Dr.  Brown 
hasn’t  yet  had  time  to  do. 

I would  like  to  emphasize  that  the  emul- 
sion method  is  very  useful.  I don’t  think 
that  it  does  any  better  for  your  patients 
than  properly  applied  conventional  treat- 
ment. I think  that  it  is  perhaps  a little 
bit  safer,  but  statistically  I can’t  find  that  it 
is  completely  free  of  reactions.  And  if  it 
were,  I would  mistrust  it.  I would  think 
that  I had  too  slow  a releasing  emulsion  or 
that  I was  giving  too  low  a dose  for  my 
patient. 

The  ideal  thing,  I think,  is  to  give  that 
dose  which  is  just  below  the  level  of  the 
patient’s  systemic  reaction.  You  might  get 
some  little  focal  reactions  hke  hives  or  a 
sniffle,  but  no  serious  ones.  If  you  watch 
the  eye  test  reactions  and  feel  your  way 
with  each  patient  for  his  particular  limit  of 
tolerance,  as  I have  done  for  many  years, 
then  I think  you  will  work  it  out  for  your 
individual  patients,  custom-made. 

I would  like  to  ask  Dr.  Brown  how  he 
gauges  his  dosage.  He  doesn’t  believe  in 
antibodies  as  a gauge  to  the  allergy.  How 
does  he  gauge  his  start?  I’d  also  like  to 
know  why  he  emphasizes  that  antibodies 
are  formed  in  response  to  some  antigens  if 
he  doesn’t  believe  in  antibodies.  If  he 
doesn’t  believe  in  them,  why  should  he 
measure  them?  If  he  measures  them,  how 
does  he  measure  them?  It  is  all  very  con- 
fusing to  me. 

Dr.  Brown:  Well,  if  Dr.  Loveless  is 
confused,  I can  imagine  how  the  rest  of 
you  must  feel. 

First  of  all,  these  patients  are  judged  ob- 
jectively by  statisticians  who  do  this  work. 
I don’t  do  it.  The  reason  you  have  seen 


only  clinical  reports  is  that  if  the  clinical 
reports  are  no  good,  nothing  else  is  worth 
publishing. 

When  Dr.  Loveless  said  that  we  treated 
6,000  patients  and  that  we  cannot  do  this 
for  a true  scientific  evaluation,  she  has  no 
idea  how  many  people  work  on  this  project. 
There  were  about  42  of  the  top  scientists 
in  the  country  at  the  University  of  New 
Hampshire  and  at  a number  of  other  places. 

When  she  says  she  doesn’t  understand 
about  the  antibodies,  let  me  put  her  straight 
on  this,  and  very  quickly.  Dr.  Loveless 
first  did  the  blocking  antibody  studies  as  the 
result  of  a conversation  we  both  had  with 
Dr.  Cooke.  In  the  beginning  when  she  went 
to  Dr.  Cooke,  she  and  I did  this  work  at  the 
same  time.  Dr.  Loveless  said  there  was  a 
linear  correlation  between  the  antibody 
response  and  the  degree  of  patient  success 
in  treatment.  We  did  the  same  work 
following  Dr.  Loveless’  instructions.  We 
found  no  correlation  whatsoever. 

We  found  patients  who  had  been  treated 
successfully  after  years  of  gradually  more 
and  more  successful  multiple  visits  but 
who  had  no  blocking  antibodies.  We  found 
patients  with  lots  of  antibodies  who  had 
not  been  treated  successfully. 

I also  carried  out  an  experiment  which 
Dr.  Loveless  is  going  to  hear  about  for  the 
first  time.  When  I wrote  to  Dr.  Loveless 
about  the  blocking  antibody,  I asked  her  if 
she  would  titrate  some  sera  for  me.  I sent 
her  four  sera,  and  they  were  labeled  A,  B,  X, 
and  Y.  Dr.  Loveless  returned  these  to  me. 
Each  was  of  a different  titer  and  a letter 
from  her  which  I still  treasure  states,  “A  is 
evidently  the  pretreatment  serum  for  X, 
and  B is  the  pretreatment  serum  for  Y.” 

Actually  all  four  sera  came  from  me,  and 
I am  not  sensitive  to  ragweed  at  all.  When 
Dr.  Loveless  can  get  four  different  titers  on 
4 cc.  of  my  blood,  and  I don’t  give  a positive 
ragweed  test  result,  then  her  blocking  anti- 
body studies  aren’t  worth  the  paper  they 
are  written  on. 

In  the  second  place,  I did  not  say  that  I 
don’t  believe  in  antibodies.  I was  very 
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careful  to  say  that  there  is  no  antibody  in 
pollen  patients  that  we  can  measure.  1 said 
that  by  analagous  study  we  were  able  to 
prove  with  typhoid  or  poliomyelitis, 
repeating  Salk’s  work  of  1942  and  others, 
that  you  get  high  titers  with  this  method. 
Only  by  analogy  do  you  know  what 
happened  in  response  to  pollen  allergens. 

I repeat  that  there  is  no  test  whatsoever 
to  mea.sure  whether  the  patient  has  been 
treated  successfully  or  unsuccessfully. 

Let  us  take  Dr.  Loveless’  statement  about 
the  transfusions.  This  will  not  stand  close 
scrutiny. 

When  Dr.  Loveless  did  this  work,  she  knew 
nothing  about  histamine-binding  power. 
She  thought  that  when  she  gave  patients 
injections  of  large  doses  of  ragweed  pollen, 
she  got  antibody,  and  when  she  used  these 
for  transfusion  purposes,  that  she  was  really 
helping  hay  fever  patients. 

We  repeated  this  work,  and  although  we 
didn’t  publish  it,  we  found  we  could  take 
hay  fever  patients  and  give  them  com- 
patible blood  from  donors  who  had  never 
had  injections  of  ragweed  in  their  lives,  and 
in  23  consecutive  patients  we  were  able  to 
stop  every  single  symptom  during  the  season 
by  just  a normal  transfusion.  We  for- 
tunately had  patients  who  had  high  hista- 
mine-combining power,  and  you  don’t  have 
to  give  them  any  ragweed. 

Third,  about  the  reagins;  the  reagin  has 
nothing  to  do  with  this  at  all,  and  it  can’t 
possibly.  If  you  send  your  patients  who 
have  taken  10,000  units  successfully  in 
emulsion  or  unemulsified  form  to  another 
allergist  and  do  not  reveal  what  has  been 
given,  he  will  get  a positive  skin  response  to 
100  units,  and  he  will  decide  to  give  the 
patient  1 to  10  units,  one  thousandth  or 
one  ten  thousandth  of  what  the  patient 
already  had.  He  has  no  way  of  knowing 
that  you  gave  this  patient  10,000  units  and 
that  the  patient  took  it  safely  or  was  suc- 
cessfully or  unsuccessfully  treated.  There 
are  patients  who  re.spond  to  pollen  and  who 
do  not  respond  to  skin  tests.  A patient  may 
have  positive  skin  test  reactions  and  have  no 


circulating  reagin  whatsoever.  The  patient 
may  have  reagins  and  have  no  symptoms 
whatsoever. 

It  is  true  that  the  majority  of  patients 
who  have  reagins  also  have  clinical  allergy, 
but  this  fact  does  not  tell  you  how  sensitive 
the  patient  is.  I can  fine  up  100  patients 
and  Dr.  Loveless  can  test  them  all  she 
wants  without  speaking  to  them,  and  she 
wouldn’t  be  able  to  determine  who  is 
sensitive  and  who  isn’t,  who  has  been 
successfully  treated  or  who  hasn’t. 

Now,  as  to  the  matter  of  objectivity. 
I have  with  me  the  reports,  and  I came  here 
to  tell  you  about  the  work  in  progress. 
There  are  three  papers  which  do  not  represent 
my  opinion  but  the  opinions  of  the  people 
who  studied  these  patients  with  me. 

I have  here  studies  which  were  done  at  the 
University  of  New  Hampshire,  experimental 
studies  undertaken  at  the  Department  of 
Bacteriology,  as  well  as  the  Allergy  Research 
Foundation,  a collection  of  information  on 
the  characteristics  of  adjuvant  and  its  effect 
on  the  antigen.  How  long  does  an  emulsion 
remain  as  such  in  the  animal  tissue  following 
subcutaneous  or  intramuscular  injections? 
There  are  studies  with  radiopaque  antigens. 

The  compound  was  injected  subcutane- 
ously in  0.1  ml.  volume  in  each  of  five  guinea 
pigs.  A pig  was  sacrificed  each  day  for 
five  days.  The  tissue  from  the  site  of  in- 
jection was  removed  at  autopsy.  Objective 
x-ray  film  analysis  was  carried  out  using 
ultraspeed  dental  films.  We  used  bovine 
gamma  globulin  combined  with  radio- 
active iodine  prepared  by  E.  R.  Squibb  and 
Sons. 

These  are  the  actual  studies  which  will  be 
published  in  the  near  future.  They  are  as 
objective  as  the  Department  of  Bacteriology 
at  New  Hampshire  and  the  Massachusetts 
Institute  of  Technology  can  make  them. 

To  say  that  these  patients  are  placebo 
reactors  is  nonsense.  We  don’t  have  such 
people,  and  Dr.  Loveless’  own  placebo  tests 
are  not  tests  of  placebo  reactors.  To  give 
a patient  injections  for  one  year  and  saline 
the  next,  and  if  he  has  no  symptoms  to 
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conclude  that  this  proves  that  the  first  in- 
jection was  a placebo  is  also  nonsense  be- 
cause patients  carry  over  for  two,  three,  and 
four  years  even  after  we  stop  multiple-visit 
injections  of  unemulsified  extracts. 

To  give  a patient  saline  and  have  him 
respond  does  not  mean  this  is  a placebo 
reaction.  It  may  be  a year  of  low  pollen 
count,  with  no  exposure  and  no  symptoms. 
The  same  patient  given  saline  the  next  year 
may  react.  We  took  every  tenth  patient 
and  gave  him  a placebo.  In  three  to  four 
months  we  found  that  every  placebo  reactor 
had  symptoms.  We  had  to  stop  all  of  our 
placebo  studies  because  these  patients  were 
taking  a lot  of  medicine  and  were  very  un- 
happy. 

Anybody  who  thinks  that  Dr.  Loveless’ 
studies  of  placebo  are  true  placebo  studies  is 
mistaken.  You  cannot  do  such  a statistical 
study  on  43  patients  or  on  63  patients  whom 
you  study  until  July  1 and  who  go  away 
and  come  back  September  10. 

You  cannot  say  “1  get  overdose  reactions 
because  I want  to  see  how  much  I can  give, 
or  I want  to  get  just  below  such  a level.” 
The  patient  needs  as  much  as  he  needs  to 
get  well.  There  is  only  one  sign  of  his  being 
well  and  that  is  that  he  stays  well  despite 
the  fact  that  he  sniffed  pollen,  mows  lawns, 
plays  golf,  and  does  a lot  of  other  things 
that  he  couldn’t  do  before. 

When  a patient  who  has  had  multiple- 
visit  treatment  with  aqueous  extract  for  ten 
years  is  given  10,000  units  in  emulsion  and 
then,  having  lived  in  an  air-conditioned 
home,  an  air-conditioned  car,  and  an  air- 
conditioned  office  can,  in  contrast,  go  out 
and  play  golf  three  times  a week  without  a 
single  sniffle,  then  this  patient  is  not  a 
placebo  reactor.  When  next  year  you  give 
him  saline  and  his  symptoms  recur  toward 
the  second  half  of  the  season,  and  he  returns 
and  says,  “Doctor,  something  has  happened, 
this  is  not  working,”  then  you  give  him 
emulsified  extract  and  get  him  well;  but  if 
instead  you  give  him  placebo  and  he  remains 
ill,  then  you  know  exactly  what  you  have 
accomplished. 


You  can  do  this  statistically  only  with 
large  numbers  of  patients,  for  example, 
1,200  patients  over  a period  of  ten  years. 
It  has  to  be  done  properly,  scientifically, 
honestly,  without  prejudice,  and  with  a 
large  number  of  patients  who  are  their  own 
controls  and  who  come  from  all  over  the 
country,  referred  by  allergists,  and  who  go 
back  to  those  allergists  who  see  them  well. 

Dr.  Sack.  Dr.  Schaffer,  do  you  have 
something  to  say? 

Nathan  Schaffer,  M.D.  : I want  to  talk 
to  you  because  most  of  you  are  where  I was 
a year  ago  when  I started  doing  this  type  of 
treatment. 

I went  up  to  visit  Dr.  Brown,  I watched 
him,  and  I went  home  and  tried  it.  The 
procedure  that  I have  been  following  is  Dr. 
Brown’s  procedure.  I found  it  better 
than  the  regular  type  of  treatment  I had 
been  giving  previously.  I did  not  use  it  on 
all  of  my  patients.  I did  not  pick  my 
patients.  I gave  the  patients  an  opportunity. 
I did  small  numbers  and  I haven’t  got  the 
quantity  Dr.  Brown  has.  Starting  with  the 
ragweed  season  I gave  55  injections.  The 
doses  were  from  1,500  to  10,000  units,  and 
the  majority  received  from  1,500  to  2,500 
units.  I got  no  reactions,  and  out  of  55 
patients,  50  had  a good  response.  Thirty 
of  them  had  no  symptoms  at  all.  Twenty 
had  to  have  an  occasional  antihistamine; 
3 had  to  take  an  antihistamine  four  times  a 
day  although  they  had  been  under  heavy 
medication  the  year  before.  Two  were 
failures. 

The  failures,  I felt,  were  due  to  molds 
which  I hadn’t  had  time  to  give.  Since 
then  I’ve  gone  through  dust,  molds  in  both 
summer  and  winter,  grass  pollen,  and  tree 
pollen.  I’ve  given  a total  of  about  900 
injections. 

The  results  with  the  trees  were  very  inter- 
esting. I gave  96  tree  cases  anywhere  from 
one  to  ten  trees  in  one  injection.  I had  one 
reaction  which  came  on  six  hours  after  the 
injection,  probably  due  to  an  overdose.  He 
had  swelling  of  the  eyes  and,  in  response  to 
some  medication,  was  perfectly  all  right  by 
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the  next  morning. 

The  results  in  my  tree-sensitive  cases  were 
much  better  when  I gave  the  emulsion  treat- 
ment than  after  routine  treatment.  Of  96 
cases,  16  patients  had  symptoms.  These 
were  during  the  pollination  of  birch  and  oak 
in  the  last  two  weeks  of  the  tree  season. 
Four  of  these  16  patients  had  their  injec- 
tions within  one  month  of  their  exposure  to 
the  tree  season.  Half  of  these  patients  had 
been  treated  in  prior  years  with  regular 
treatment  and  half  were  absolutely  new. 
So  far  we  have  had  grass  pollen  present  in 
New  Jersey  since  about  the  first  week  in 
May.  Of  106  cases,  only  1 patient  is  having 
symptoms. 

What  Dr.  Brown  has  said  about  the 
amount  of  work  we  do  for  the  patient  is  true. 
We  do  much  more  with  this  method.  You 
have  to  be  much  more  accurate  in  your  test- 
ing, in  your  interpretation,  and  in  your 
preparation  of  material. 

Dr.  Sack:  I think  Dr.  Prigal  is  anxious  to 
talk  on  this  subject. 

Dr.  Prigal:  First  I would  like  to  make  a 
comment  and  then  ask  a number  of  ques- 
tions. 

I have  admiration  and  respect  for  Dr. 
Loveless,  who  really  deserves  a great  deal  of 
credit  for  having  initiated  this  form  of 
therapy. 

I have  also  equal  admiration  and  respect 
for  Dr.  Brown.  I have  visited  both  with 
him  and  with  Dr.  Loveless.  I came  back 
convinced  that  this  was  the  treatment  of  the 
future. 

I think  it  is  important  to  make  a compari- 
son of  all  methods  available  to  be  able  to 
determine  the  particle  size  and  to  utilize  a 
variety  of  agents  to  evaluate  the  emulsions. 

Dr.  Brown,  do  you  believe  there  is  a 
definite  relationship  between  the  dose  ad- 
ministered and  the  results? 

Another  question:  If  your  emulsion  is  as 
safe  as  you  believe  it  to  be,  why  not  give  all 
patients  10,000  units? 

A last  question : How  do  you  evaluate  an 
imperfect  emulsion?  For  example,  in  the 
earlier  studies  you  were  getting  reactions 


because  your  emulsions  were  imperfect. 
Would  you  tell  us  the  difference  between 
your  earlier  emulsions  and  your  later  ones? 

May  I add  one  more  question?  How  large 
a dose  of  sodium  cyanide  have  you  actually 
been  able  to  incorporate  in  your  emulsions 
without  killing  your  animals?  I mean,  how 
many  times  a minimal  lethal  dose? 

Dr.  Brown:  One  minimal  lethal  dose 
kills  an  animal  in  seconds  without  emulsion; 
with  emulsion  twenty  minimal  lethal  doses 
may  be  given  and  the  animal  is  still  alive. 
This  is  a tremendous  difference. 

As  to  your  other  question  about  why  not 
give  everybody  10,000  units?  We  don’t  do 
this  in  medicine  and  we  don’t  do  this  in 
allergy.  We  give  patients  as  much  as  we 
think  they  need,  although  we  don’t  know 
precisely  what  they  need.  We  know  if  we 
give  a patient  too  large  a dose  we  don’t 
get  systemics,  but  we  may  get  a swollen 
arm.  If  we  give  a lower  dose  the  next  year, 
we  avoid  the  swollen  arm.  I don’t  think  a 
patient  should  get  any  more  of  anything 
than  he  needs.  I see  no  reason  why  he 
should  have  more  mineral  oil,  more  mannide 
mono-oleate,  or  more  extract. 

How  do  I know  that  the  emulsions  were 
poor?  Because  I have  learned  how  to 
make  better  ones.  We  started  with  the 
ordinary  method  of  PTeund,  who  had  never 
studied  how  to  make  emulsions.  His  re- 
sults were  inconstant  because  of  this.  With 
such  a technic  there  are  big  globs  of  extract 
with  no  oil  around  them.  Large  droplets 
of  extracts  cause  reactions,  and  some  severe 
ones  at  that,  and  there  is  a secondary  rise  of 
antibody  which  is  due  to  the  emulsified 
portion.  The  antibody  was  not  retained  at 
the  individual  site  with  Loveless’  emulsions. 
It  absorbed  rapidly  from  this  site,  being 
cleared  from  the  blood  by  the  kidney, 
liver,  lungs,  and  small  intestine. 

Dr.  Prigal:  Can  you  tell  me  what  the 
difference  is  between  the  size  particles  you 
use  now  and  the  ones  used  in  your  earlier 
studies? 

Dr.  Brown  : The  early  ones  were  two  and 
three  times  the  size  of  red  blood  corpuscles. 
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20  or  30  microns,  but  now,  under  electron 
microscopy  with  magnification  of  13,000 
times,  measured  accurately,  our  larger 
droplets  in  safe  emulsions  run  about  from 
0.1  to  2.75  microns.  By  the  way,  the 
smallest  we  can  get  with  Dr.  Loveless’  emul- 
sion is  5 microns. 

Dr.  Loveless:  This  is  how  I came  to 
give  the  first  dose  in  1947.  I had  then  for 
other  purposes,  theoretical  ones,  establi.shed 
for  each  patient  how  much  he  could  be 
given  before  he  got  a focal  reaction.  I did 
this  for  my  whole  group  of  patients  and 
knew  the  figure  for  extracts  in  aqueous  form 
when  no  treatment  had  been  received  for 
ten  months  or  more,  or  in  a primary  case 
without  previous  treatment. 

I then  found  out  by  multiplying  this  dose 
that  I could  give  a certain  number  of  sys- 
temic reactive  doses.  That  was  a factor 
found  long  ago  by  Freund  and  by  Hairbert 
with  botulinus  toxin.  This  was  ten  times  a 
lethal  dose,  done  with  an  emulsion  made  by 
manual  methods. 

As  for  the  emulsions  now,  manual  versus 
machine,  I’ve  been  spending  the  last  year 
doing  nothing  except  establishing  criteria 
for  emulsions.  This  is  a very  difficult  thing 
to  do.  I have  a variety  of  formulas  and 
studies,  including  Dr.  Brown’s,  and  I have 
used  all  the  machines. 

I am  unable  to  find  any  method  that 
competes  with  the  manual  one  I am  using. 
Believe  me,  it  is  the  only  reason  I am  using  it, 
because  I am  worn  out  making  manual  emul- 
sions for  people  all  over  the  country.  I 
know  that  an  open  method  is  faulty  and 
won’t  do  if  one  day  there  is  to  be  commercial 
production  of  this  type  of  extract. 

So  far,  you  cannot  reproduce  the  best 
emulsion  with  any  other  method.  I have 
seen  Dr.  Brown’s,  which  are  not  one  tenth 
of  a micron.  If  they  were,  they  would 
produce  a clear  solution,  a microemulsion, 
water-clear.  They  are  1 or  0.5  micron. 
And  the  ones  you  showed  the  picture  of  are 
that  too,  as  compared  with  7 microns  for 
the  red  blood  cells.  This  is  a satisfactory 
size,  and  I don’t  complain  about  it  except 


that  it  should  be  accurately  stated. 

I think  that  the  reason  Dr.  Brown  got 
these  large  droplets  with  my  method  earlier 
is  that  he  wasn’t  using  it  correctly.  When 
I visited  his  office  the  first  time,  his  tech- 
nicians were  making  the  emulsion  without 
the  needle  coming  to  the  very  bottom  of  the 
tube.  As  a result,  there  were  perhaps  3 or 
4 cc.  of  aqueous  extract  which  were  not 
being  brought  up  into  the  emulsion. 

I examine  every  one  of  my  emulsions  at 
the  time  they  are  made  and  repeatedly 
thereafter  until  the  time  they  are  given, 
never  with  re-emulsification,  even  though 
four  to  five  weeks  elapse.  The  particle 
sizes  looked  like  Dr.  Brown’s.  I have  had 
only  one  systemic  reaction  this  year. 

Dr.  Sack:  I am  going  to  ask  Dr.  Brown 
to  close  the  discussion  this  evening. 

Dr.  Brown:  There  is  only  one  way  of 
finding  out.  This  is  to  take  the  patient, 
do  the  eye  test,  do  the  skin  test,  and  make 
an  emulsion  with  the  needle  tip  at  the  very 
bottom  of  the  test  tube,  as  you  must  do. 
Examine  it  under  the  microscope  and  inject 
your  patient.  Make  the  emulsions  by  other 
methods  and  inject  other  patients.  Com- 
pare them,  and  I think  you  will  discover 
that  with  one  technic  you  will  get  httle  or 
no  swellings,  good  results,  and  no  systemics, 
and  with  the  other  you  will  get  many  sys- 
temics. 

I know  that  patients  who  give  scratch 
test  systemics  can  be  given  our  emulsions 
and  not  get  reactions.  I can’t  do  that  with 
any  other  kind  of  emulsion. 

I must  disagree  with  Dr.  Loveless  on  an- 
other point.  An  0.1-micron  emulsion  is  not 
water-clear.  It  can’t  be  when  it  is  dissolved 
in  water.  These  droplets  are  measured  by 
commercial  laboratories.  These  electron 
microphotographs,  and  their  study,  are  as 
accurate  as  anything  in  modern  science  can 
be.  As  to  droplet  size:  I have  measure- 
ments and  mathematical  formulas  of  four 
different  emulsions  with  their  range  in 
particle  size  and  the  curve  of  the  number  of 
droplets  of  each  type.  We  can’t  get  much 
more  objective  than  that. 
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I don’t  think  anybody  should  use  any 
emulsion  in  clinical  practice  unless  it  is 
really  emulsified  and  checked  as  to  droplet 
size.  This,  I think,  is  the  most  important 
part  of  the  treatment.  The  droplet  size 
should  be  0.1  micron  or  0.2,  even  3 to  4 
microns,  or  up  to  5 at  the  most.  You  get 
systemics  with  the  bigger  drops  because  you 
get  quicker  absorption. 

As  to  the  type  of  extract  to  be  incorporated 
in  the  emulsion:  We  use  the  0.4  phenol  con- 
centration in  our  original  extract  made  with 
Coca’s  solution.  We’ve  tried  all  the  differ- 
ent extracts  used  in  this  country  and  we  find 
this  gives  us  the  most  consistent  results 
over  many  years  for  the  most  patients. 

I am  the  least  interested  person  in  the 
whole  world  about  priorities.  In  Freeman’s 
clinic  in  1930  we  used  massive  dosage,  as 
you  know,  for  shock  treatment  and  rush 
treatment.  When  I came  to  this  country  I 
did  this  same  work.  This  was  repeated  by 
Dr.  Loveless  in  1944,  and  it  has  been  prac- 
ticed in  my  office  since  1938. 

The  emulsion  work  was  done  before 


Freund,  as  far  back  as  1870  by  Rubinowitz 
using  butter,  and  Freund  gave  credit  to  < 
everybody  using  it.  j 

I am  second  to  none  in  my  respect  for  Dr.  j 
Loveless’  perseverance  in  this  for  many 
years.  Lots  of  people  have  used  mineral  ] 
oil  and  they  have  used  it  for  many  purposes, 
and  our  work  in  emulsifying  agents  antedates 
hers  by  many  years.  If  you  want  to  go  by 
publication  dates,  to  Dr.  Loveless  belongs 
all  the  priority. 

When  I present  these  data,  which  are  not 
yet  published,  I bring  it  to  you  to  tell  the  ■ 
direction  in  which  our  research  is  going. 

Some  of  this  work  will  not  be  published 
until  each  patient  has  been  studied  for  five, 
ten,  and  some  for  twenty  full  years.  Time 
will  tell  which  is  true.  But  I think,  gentle- 
men, you  had  better  be  prepared  to  give 
emulsion  therapy. 

Dr.  Sack:  This  has  been  a very  exciting 
evening,  but  all  good  things  must  end.  I 
want  to  thank  Dr.  Brown  for  coming  here  to- 
tonight.  I want  to  thank  Dr.  Fontana  and 
all  the  discussants  as  well. 


Reserve  the  Dates  . . . 

155lh  Annual  Meeting 
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Simple  Operation  (Orbiculodiathermy)  for 
Spastic  Entropion 

Follow-up  Study  on  Fifty  Cases 

MARTIN  BODIAN,  M.D.,  BROOKLYN,  NEW  YORK 

{From  the  Brooklyn  Eye  and  Ear  Hospital,  the  Jewish  Hospital  of  Brooklyn,  and  the  Brooklyn  Hebrew  Home 

and  Hospital  for  the  Aged) 


A SIMPLE  and  effective  operation,  "orbicu- 
lodiathermy,”*  for  the  cure  of  spastic 
entropion,  was  described  by  me  in  1957.  f 
At  that  time  I presented  results  on  10  such 
cases.  Because  the  operation  was  easily 
performed  and  the  effects  were  gratifying, 
I felt  that  a further  trial  of  the  method  was 
indicated.  Thirteen  eye  surgeons  using  the 
procedure  have  been  kind  enough  to  report 
their  findings  to  me.  Their  cases,  added 
to  mine,  comprise  50  orbiculo-diathermy 
operations. 

Among  these  surgeons  were  four  eye 
residents  at  large  Brooklyn  hospitals.  The 
remaining  surgeons  were  practicing  oph- 
thalmologists of  varying  experience.  Each 
surgeon  performed  from  one  to  five  opera- 
tions and  reported  his  results  after  a mini- 
mum of  six  months  observation.  Together 
they  performed  a total  of  34  operations. 
Sixteen  such  procedures  were  done  by  me, 
ten  of  which  were  reported  in  my  original 
article,  t The  data  on  these  50  orbiculo- 
diathermy  operations  will  be  presented 
in  this  report.  The  favorable  impression 


♦The  term  “ orbiculodiathermy”  seems  concise  and 
descriptive  of  the  operation  presented.  I have  there- 
fore taken  the  liberty  of  using  this  designation  where 
applicable. 

t Bodian,  M.:  A simple  operation  for  senile  spastic 
entropion.  Am.  J.  Ophth.  44;  67  (July)  1957. 


expressed  in  my  initial  article  has  been  cor- 
roborated by  this  more  extensive  study. 

A summary  of  the  surgical  technic  will 
be  presented  at  this  point. 

Surgical  Technic 

A curvilinear  incision  of  the  skin  of  the 
lower  lid  is  made  2 to  3 mm.  below  the  lid 
margin  for  the  full  extent  of  the  lid. 
The  skin  is  dissected  downward  for  about  8 
to  10  mm.,  separating  it  from  the  underlying 
orbicularis  oculi  muscle.  When  the  latter 
muscle  has  been  thus  exposed,  it  is  cauter- 
ized (by  diathermy,  hot  muscle  hook,  or 
Hyfrecator**)  across  its  width  in  two  parallel 
rows.  These  are  about  2 and  5 mm.  below 
the  line  of  incision.  Care  must  be  used  not 
to  cauterize  too  intensively  for  fear  of  over- 
correction. The  muscle  should  be  coagu- 
lated only  to  a light  brownish-green  color. 
An  elliptical  strip  of  skin  is  then  excised  from 
the  lower  wound  edge,  extending  the  full 
width  of  the  incision  and  measuring  3 to  4 
mm.  at  its  widest  central  portion.  The 
skin  edges  are  closed  with  interrupted  su- 
tures. Antibiotic  ointment  and  a semi- 
pressure dressing  complete  the  operation. 
Sutures  may  be  removed  in  from  four  to 
seven  days. 

**  Manufactured  by  the  Birtcher  Corp.,  Los 
Angeles  32,  California. 
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TABLE  I. — Results  of  Orbiculodiathermy  for  Spastic  Entropion 


Number 

. — Good  Results — ■ 

^Undercorrection-' 

'-Overcorreetion— ' 

Recur- 

Condition 

of  Cases 

Number  Per  Cent 

Number  Per  Cent 

Number  Per  Cent 

rences 

Initial  results 
After  treatment  of 

50 

44 

88 

1 2 

5 

10 

0 

overcorrection  by 
massage 

50 

47 

94 

1 2 

2 

4 

0 

Results 

Table  I shows  the  initial  effects  of  orbiculo- 
diathermy on  senile  spastic  entropion. 

Number  of  Cases. — Of  the  50  cases, 
44  had  never  had  prior  surgery  for  spastic 
entropion.  Six  eye  conditions  had  been 
operated  on  before.  These  procedures  con- 
sisted of  three  Wheeler*  overlapping  opera- 
tions and  3 Ziegler  cauteropunctures.  Fol- 
lowing these  procedures,  a recurrence  was 
evident  in  all  6 cases  within  six  months. 
Reoperation  on  these  cases  was  not  partic- 
ularly difficult  in  spite  of  the  presence  of 
some  scar  tissue  between  the  skin  and  the 
orbicularis.  All  6 cases  have  had  com- 
plete success  with  orbiculodiathermy. 

The  cases  presented  have  been  under  ob- 
servation for  periods  varying  from  six 
months  to  seven  years.  The  average  fol- 
low-up period  was  twenty-six  months. 

Good  Results. — By  “good  results,”  as 
designated  in  Table  I,  we  mean  the  complete 
functional  and  cosmetic  restoration  of  the 
spastic  lid.  The  typical  picture  of  spastic 
entropion  with  trichiasis,  pain,  keratocon- 
junctivitis, lacrimation,  and  photophobia 
is  common  knowledge.  All  of  these  signs 
and  symptoms  cleared  promptly  with  the 
attainment  of  a “good  result.”  Likewise, 
the  lower  lid  functioned  normally  and  prop- 
erly embraced  the  eyeball.  Owing  to  the 
pliability  and  excellent  healing  quality  of 
the  skin  of  the  lids,  the  operative  scar  is 
practically  invisible  after  several  months. 

U NDERCORRECTioN. — Another  ophthal- 

mologist observed  1 operated  case  with  a 
recurrence  of  spastic  entropion  within  two 
to  three  months  after  surgery.  It  is  not 

* Wheeler,  J.  M.;  The  Collected  Papers  of  J.  M. 
Wheeler  on  Ophthalmic  Subjects,  New  York  City, 
Columbia  Press,  1939. 


clear  why  the  patient  did  not  return  to  his 
original  surgeon  for  care.  Apparently  the 
entropion  was  less  severe  than  it  was  in  its 
original  state. 

Overcorrection. — Five  cases  of  orbic- 
ulodiathermy for  spastic  entropion  resulted 
in  overcorrections.  The  resultant  ectropion 
was  of  mild  form.  Three  of  these  ectro- 
pions were  corrected  by  massage  which  will 
be  described  later.  Thus,  in  the  final 
account,  only  2 instances  of  overcorrection 
remained.  A consolidated  resume  of  the 
results  is  presented  in  Table  I.  Regarding 
the  remaining  2 cases  of  overcorrection,  it 
may  be  stated  that  the  condition  was  not 
severe  in  either  case.  The  patients  were 
quite  comfortable  and  did  not  consider  the 
ectropion  as  a cosmetic  blemish.  Compared 
with  the  discomfort  they  had  suffered  with 
entropion,  they  were  quite  content.  Sug- 
gestions of  surgery  for  the  overcorrection 
were  quickly  rejected. 

Management  of  Malcorrections 

Undercorrection. — Undercorrection  was 
obviously  due  to  an  insufficient  cauter- 
ization at  surgery  and  was  present  only 
once.  A reoperation  with  orbiculodia- 
thermy should  be  simple  and  effective. 
Care  must  be  taken  not  to  overcauterize, 
since  the  most  common  complication  is  not 
under-  but  overcorrection. 

Overcorrection. — Overcorrection  was 
remedied  in  3 of  5 cases  by  a simple  massage 
technic.  One  week  postoperatively  the 
lid  showing  ectropion  should  be  massaged 
after  instilling  a bit  of  antibiotic  ointment 
into  the  conjunctival  sac.  The  index  finger 
is  applied  to  the  area(s)  of  the  lower  lid 
that  is  everted.  The  lid  is  now  firmly 
stretched  by  a circular  motion  over  the 
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Fig.  1.  Technic  of  massage  of  lower  lid  for  repair  of 
overcorrection  following  orbiculodiathermy. 


entire  globe  (Fig.  1).  Massage  is  performed 
for  five  minutes  three  times  a day.  This 
effectively  weakens  the  retracted  scar  tissue 
formed  on  the  anterior  surface  of  the  oribic- 
ularis  oculi  muscle.  Thus,  the  lid  which 
has  been  pulled  outward  by  cicatrization  may 
now  assume  a more  normal  position.  Care- 
ful instruction  must  be  given  to  the  patient 
to  insure  proper  and  effective  massage. 
Treatment  is  discontinued  when  the  desired 
result  is  achieved.  This  may  take  from  one 
to  four  weeks.  Excessive  massage  could, 
conceivably,  cause  a recurrence  of  entropion. 
However,  this  was  never  observed. 

Comment 

All  14  surgeons  (including  myself)  who 
have  used  orbiculodiathermy  have  expressed 
satisfaction  with  the  simplicity  of  the  tech- 
nic and  the  excellence  of  its  results.  The 
method  permits  the  surgeon  to  expose  the 
source  of  trouble  (the  malfunctioning  orbic- 
ularis oculi  muscle)  and  to  deal  with  it 
directly  and  assuredly.  The  operator  need 
not  guess  as  to  whether  enough  muscle 
has  been  cauterized  as  with  the  Ziegler 
cauteropuncture  technic;  nor  need  he  be 
concerned  that  strips  of  orbicularis  muscle 
have  been  fixed  under  improper  tension. 
There  is  no  danger  that  sutures  in  muscle 
strips  will  loosen  or  cut  through  to  cause 
failure.  Although  the  author  again  cautions 
against  overcauterization  (overcorrection 
was  the  most  frequent  complication),  one 


can  graduate  the  amount  of  treatment 
with  ease.  In  cases  where  the  spastic 
entropion  is  very  severe  or  of  long  standing, 
a few  extra  applications  of  cautery  will 
produce  the  desired  effect.  For  the  milder 
cases,  less  than  average  cauterization  will 
suffice.  The  usual  case  of  spastic  entropion 
required  two  parallel  rows  of  cautery  which 
colored  the  muscle  greenish  brown.  Char- 
ring the  muscle  to  blackness  invites  over- 
correction. Thus,  orbiculodiathermy  pro- 
vides a quantitative  method  for  dealing 
with  variable  conditions. 

Summary 

A follow-up  study  on  50  cases  of  senile 
spastic  entropion  treated  by  orbiculodia- 
thermy has  been  presented.  The  study  in- 
cludes the  work  of  14  ocular  surgeons  of 
varying  maturity,  experience,  and  capability. 
Four  of  the  surgeons  were  residents  in 
training. 

A restoration  of  normal  function  and  ap- 
pearance was  achieved  in  47  lids  (94  per 
cent)  by  this  operation.  Three  cases  of 
overcorrection  required  massage  for  cure. 
Two  cases  resulted  in  overcorrection  which 
produced  ectropion.  One  patient  developed 
undercorrection. 

Overcorrection  can  be  avoided  by  exer- 
cise of  restraint  when  cauterizing  the  orbic- 
ularis oculi  muscle.  Should  overcorrection 
occur,  early  rotary  massage  of  the  lid  may 
achieve  complete  cure.  The  technic  for 
massage  has  been  described. 

Undercorrection  is  an  uncommon  result. 
It  may  be  avoided  by  sufficient  cautery  of 
the  orbicularis  oculi  muscle.  Its  presence 
requires  reoperation  which  should  not  be 
difficult. 

Judging  from  the  reactions  of  the  sur- 
geons who  have  performed  this  operation, 
as  well  as  satisfaction  of  patients,  I feel  no 
hesitancy  in  recommending  orbiculodia- 
thermy. It  is  simple,  safe,  and  effective. 

Acknowledgment. — My  thanks  is  herewith  ex- 
tended to  all  those  men  who  so  graciously  gave  me  their 
results  so  that  this  report  could  be  accomplished.  I 
wish  also  to  thank  Agnes  O.  GriflSn,  M.D.,  for  her 
illustration. 
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Aldosterone  Antagonists 

CLARENCE  L.  GANTT,  M.D.,  CHICAGO,  ILLINOIS 

{From  the  University  of  Illinois  Research  and  Education  Hospital,  and  the  Division  of  Clinical  Research, 

G.  D.  Searle  and  Company) 


^T^he  appreciation  of  the  significance  of 
the  potent  adrenocortical  hormone, 
aldosterone,  as  a principal  factor  in  main- 
taining electrolyte  and  fluid  balance  as  well 
as  the  important  role  of  the  ph3'^siologic 
response  to  this  hormone  in  the  production 
and  maintenance  of  edema  represents  one 
of  the  major  recent  advances  in  basic 
physiology.  Agents  capable  of  antagoniz- 
ing the  effects  of  aldosterone  offer  a new 
approach  to  the  control  of  edema  and  other 
disorders  associated  with  an  increased  pro- 
duction of  this  hormone. 

A new  series  of  steroids  has  been  described 
recently  by  Celia  and  Kagawa.  ^ These 
possess  utility  by  virtue  of  their  ability  to 
antagonize  the  effects  of  aldosterone  on  the 
chief  known  receptor  organ  for  this  hor- 
mone, the  kidney.^  '*  To  clarify  the  com- 
plex interrelationships,  the  significance  of 
aldosterone  in  various  physiologic  and 
pathologic  states  will  be  delineated.  Evi- 
dence that  these  new  compounds  block 
the  effects  of  aldosterone  as  well  as  the 
clinical  effects  of  such  blocking  also  will  be 
reviewed. 


Chemistry 

The  new  drugs  are  a group  of  17-spiro- 
lactone  steroids  that  have  the  following 
common  structural  formula: 

C — C = 0 


III 


/V'V 

0 


SC-5233  3-(3-oxo- 17/3-hydroxy- ^ 

androsten-17a-yl)  propi- 
onic acid  7 lactone. 

SC-8109  3 - (3-0X0-  17/3-hydroxy- 19- 

nor  - 4 - androsten  - 17a  - yl ) 
propionic  acid  y lactone. 

SC-9420  (Aldactone)  3-(3-oxo-7/8-acetylthio-17- 
hydroxy-4-androsten  -17  a- 
yl)  propionic  acid  y lac- 
tone. 


The  first  compound  studied  in  human 
beings,  SC-5233,  was  not  absorbed  when 
given  by  mouth,  and  large  doses  were  re- 
quired for  optimal  activity  when  it  was 
given  parenterally.'*  ® The  next  active  de- 
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rivative,  SC-8109,  was  effective  orally,  but 
the  dosages  required  (1  or  2 Gm.  per  day) 
were  too  large  to  be  practical/  ® Recently 
Celia  and  Kagawa®  prepared  and  studied  a 
new  derivative  which  is  about  five  times  as 
effective  orally  in  rats  as  SC-8109.  In 
clinical  studies  the  compound  has  proved 
to  be  approximately  2.5  times  as  active  as 
SC-8109.''  Recently  it  has  been  assigned 
the  generic  name  spironolactone  and  is 
also  known  as  SC-9420. 

Except  for  minor  differences,  the  phar- 
macologic activity  of  these  chemicals  is 
identical.  For  simple  chemical  orientation, 
SC-5233  may  be  regarded  as  the  parent 
structure,  with  SC-8109  being  the  19-nor 
derivative  and  SC-9420  (spironolactone) 
the  7a-thioacetyl  derivative. 

Aldosterone 

Aldosterone  is  produced  by  the  zona 
glomerulosa  of  the  adrenal  cortex.  The  com- 
pound has  potent  mineralocorticoid  and  min- 
imal glucocorticoid  activity.  The  amounts 
produced  in  the  body  never  reach  the  levels 
required  for  glucocorticoid  activity.®  Al- 
dosterone promotes  the  renal  reabsorption 
of  sodium  and  the  excretion  of  potassium. 
In  association  with  these  effects  an  increased 
excretion  of  hydrogen,  ammonium,  and 
phosphate  ions  occurs.®  It  is  known  that 
aldosterone  acts  in  the  distal  convoluted 
renal  tubule  to  effect  this  reabsorption  of 
sodium  and  secretion  of  potassium  and 
hydrogen.  Whether  or  not  the  compound 
has  any  activity  in  the  proximal  tubule  is 
unknown.® 

The  factors  controlling  the  secretion  of 
aldosterone  by  the  adrenal  are  understood 
only  partially.  The  available  data  suggest 
that  a hormone,  which  has  been  designated 
glomerulotropin  by  Farrell,'®  is  released 
from  an  area  in  the  diencephalon  in  response 
to  a decreased  “effective”  arterial  blood 
volume  in  the  region  of  the  diencephalon, 
or  the  carotid  sinus,  or  both."  This 
humoral  agent,  also  called  aldosterone 
stimulating  hormone  (ASH),  appears  to 
act  directly  on  the  adrenal  glands  to  promote 


the  secretion  of  aldosterone  as  demon- 
strated by  cross-circulation  experiments  and 
injection  of  extracts  of  the  diencepha- 
lon.1012,13  xhe  diencephalic  origin  of  this 
hormone  has  been  questioned  by  Davis 
et 

The  concept  that  the  “effective”  arterial 
blood  volume  (the  volume  of  blood  between 
the  heart  and  the  peripheral  tissues)  is  the 
prime  stimulus  for  the  production  of 
glomerulotropin,  which  in  turn  promotes 
secretion  of  aldosterone,  best  explains  the 
data  available  at  this  time.  However,  this 
must  remain  a hypothesis  since  the  “ef- 
fective” arterial  blood  volume  cannot  be 
measured.  Procedures  that  decrease  car- 
diac output  or  reduce  the  blood  volume 
below  normal  will  cause  increased  produc- 
tion of  aldosterone.  These  include  restric- 
tion of  sodium  or  water  intake  or  both, 
phlebotomy,  and  lesions  of  the  heart  or 
great  vessels  that  result  in  a decreased 
cardiac  output  or  a decrease  in  blood 
pressure  in  the  carotid  sinus  area  or  both." 
In  addition,  it  has  been  demonstrated  that 
the  administration  of  large  amounts  of 
potassium  will  stimulate  aldosterone  produc- 
tion." Gann  et  al.^^  have  shown  recently 
that  small  amounts  of  potassium  injected 
directly  into  the  carotid  artery  also  will 
stimulate  aldosterone  production.  Genest'® 
has  observed  a significant  increase  in  urinary 
aldosterone  excretion  following  injections  of 
angiotensin  into  normal  subjects.  Re- 
cently Wolff  et  aU’’  also  have  suggested  that 
the  general  body  intracellular  sodium- 
potassium  ratio  is  of  significance  as  a stimulus 
to  aldosterone  production. 

In  congestive  heart  failure  lesions  of  the 
myocardium  or  of  the  heart  valves  cause  a 
decreased  cardiac  output  and,  consequently, 
a decreased  “effective”  arterial  blood  vol- 
ume. This  reduction  in  “effective”  ar- 
terial blood  volume  provokes  an  increased 
secretion  of  glomerulotropin  which,  in  turn, 
increases  aldosterone  secretion.  Aldosterone 
then  promotes  the  reabsorption  of  sodium 
by  the  kidney  in  an  effort  by  the  organism 
to  restore  the  diminished  “effective”  ar- 
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terial  blood  volume. 

In  cirrhosis,  the  pooling  of  blood  into  the 
portal  system  and  loss  of  fluid  into  the  ab- 
dominal cavity,  which  may  be  initiated  by 
a high  hydrostatic  pressure  in  the  portal 
system,  may  have  the  effect  of  an  internal 
phlebotomy  and  thus  decrease  the  “effec- 
tive” arterial  blood  volume  leading  to  the 
retention  of  sodium  by  the  kidney  via 
the  aldosterone  mechanism.  Perhaps  the 
changes  in  the  nephrotic  syndrome  are  more 
subtle.  Decreased  colloidal  osmotic  pres- 
sure caused  by  the  loss  of  serum  proteins 
resulting  in  decreased  “effective”  arterial 
blood  volume  may  be  the  initiating  stimulus 
for  increased  aldosterone  secretion.  Since 
the  basic  defect  is  not  corrected  by  the 
physiologic  aldosterone  response  in  the 
disorders,  mineralocorticoid  production  and 
sodium  retention  continue  at  a high  rate 
and  play  a significant  role  in  the  develop- 
ment and  maintenance  of  edema. 

Zimmermann  and  Moran**  have  demon- 
strated increased  amounts  of  aldosterone 
in  the  adrenal  venous  blood  of  patients 
following  abdominal  operations.  The  hor- 
mone may  play  a significant  role  in  post- 
operative retention  of  sodium  and  water  as 
originally  suggested  by  Llaurado  and  Wood- 
ruff.*® 

Regardless  of  the  exact  stimulus  for 
increased  aldosterone  secretion,  it  has  been 
demonstrated  adequately  that  most  pa- 
tients with  either  the  nephrotic  syndrome 
accompanied  by  edema,  congestive  heart 
failure,  or  cirrhosis  with  edema  and  ascites 
excrete  significantly  increased  amounts  of 
this  hormone  in  the  urine. Except  in 
severe  hepatitis  and  in  pregnancy,  an  ex- 
cellent inverse  relationship  between  the 
urinary  excretion  of  sodium  and  urinary 
aldosterone  has  been  observed.  In  preg- 
nancy, altered  metabolism  of  aldosterone 
results  in  an  increased  free  fraction  of  the 
steroid.®^  Evidence  that  urinary  excretion 
of  aldosterone  reflects  endogenous  production 
has  been  obtained  by  measuring  the  adrenal 
secretion  rate  of  aldosterone  by  tritium- 
labeled  aldosterone.®'* 
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The  presence  of  excess  aldosterone  alone 
does  not  cause  edema.  The  administration 
of  this  hormone  to  normal  individuals 
produces  a retention  of  sodium  and  water 
for  a short  period,  and  the  subject  usually 
gains  approximately  4 to  6 pounds  of 
weight  as  excess  fluid.  Following  this,  the 
subject  becomes  refractory  to  the  sodium- 
retaining  effects  of  aldosterone  and  does  not 
retain  additional  sodium  and  water.®*  It 
is  apparent  that  in  addition  to  excessive 
aldosterone,  other  sodium-retaining  mecha- 
nisms must  be  present  for  significant  edema 
to  develop.  This  was  demonstrated  further 
by  giving  aldosterone  or  desoxycorticos- 
terone  to  patients  with  edema  due  to  con- 
gestive heart  failure,  cirrhosis  with  ascites, 
nephrosis,  and  hypoproteinemia.  These  pa- 
tients continued  to  retain  sodium  and  water 
and  did  not  become  refractory  to  the  effects 
of  the  mineralocorticoids.®®  The  additional 
factor  most  likely  involves  the  decrease  in 
the  renal  plasma  flow  with  or  without 
changes  in  the  glomerular  filtration  rate 
and  an  increase  in  the  filtration  fraction.*® 
The  factors  that  govern  this  response  and 
the  exact  mechanisms  by  which  it  produces 
sodium  and  water  retention  are  unknown. 
The  antidiuretic  hormone  of  the  posterior 
pituitary  also  rarely  may  play  a significant 
role  in  some  patients  with  edema. 

The  important  role  of  aldosterone  in 
edema  states  has  been  demonstrated  by 
achieving  diuresis  with  adrenalectomy  in 
patients  with  edema  refractory  to  all  other 
common  therapeutic  measures.**"**  Studies 
using  amphenone  to  inhibit  the  synthesis 
of  all  adrenal  steroids  lead  to  the  same 
conclusion.*^  Observations  using  heparin 
and  heparin-like  compounds  that  appear  to 
inhibit  aldosterone  production  specifically 
also  support  this  view.**-*® 

Pharmacology  of  the  17 -Spirolactone 
Steroids 

Kawaga  et  al^'^  have  demonstrated  that 
the  17-spirolactone  steroids  antagonize  the 
effects  of  several  mineralocorticoids  on  the 
renal  retention  of  sodium  and  the  excretion 
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of  potassium  in  adrenalectomized  rats. 
Mineralocorticoids  studied  included  aldo- 
sterone, desoxycorticosterone,  hydrocorti- 
sone, 21  -desoxy-9  a-fluorohy  drocortisone , 
and  19-nor-desoxy corticosterone  acetate.®’ 
The  aldosterone  antagonists  were  inactive 
as  sodium-excreting  substances  in  adrenal- 
ectomized rats  and  in  intact  rats  on  a normal 
sodium  intake  unless  sodium  retention  was 
induced  by  the  administration  of  a mineralo- 
corticoid.  These  17-spirolactone  steroids 
antagonize  not  only  the  sodium-retaining 
effects  of  mineralocorticoids  but  also  prevent 
the  renal  potassium  loss  induced  by  them. 

By  administering  SC-5233  and  a min- 
eralocorticoid  to  adrenalectomized  rats  over 
a wide  dosage  range,  it  was  demonstrated 
that  a fairly  constant  ratio  of  dosage  of  the 
two  was  required  to  produce  a relatively 
constant  urinary  sodium-potassium  ratio. 
A small  decrease  in  the  SC-5233-mineral- 
ocorticoid  dosage  ratio  was  observed  with 
larger  doses  of  desoxycorticosterone,  sug- 
gesting that  SC-5233  may  be  a more  efficient 
antagonist  at  these  higher  dosage  levels. 
With  increasingly  larger  doses  of  desoxy- 
corticosterone and  a constant  dose  of  SC- 
5233,  the  antagonistic  effects  of  SC-5233 
could  be  overcome.  With  a constant  dose 
of  desoxycorticosterone  and  increasingly 
larger  doses  of  the  17-spirolactone  steroid, 
the  urinary-potassium  ratio  returned  toward 
the  control  values  of  untreated  animals. 
Since  the  17-spirolactone  steroids  will  block 
the  renal  effects  of  administered  mineralo- 
corticoids in  adrenalectomized  animals  and 
are  inactive  as  sodium-excreting  agents 
when  given  alone,  they  concluded  that  these 
compounds  act  by  antagonism  of  the  effect 
of  the  mineralocorticoids  on  the  kidney.® 

Very  large  doses  of  SC-8109  cause  moder- 
ate retention  of  sodium  in  adrenalectomized 
rats  not  receiving  a mineralocorticoid,  in- 
dicating a weak  mineralocorticoid  activity 
of  SC-8109.®’’®®  No  change  in  potassium 
excretion  was  observed  in  these  animals. 
A possible  explanation  for  these  observations 
is  that  SC-8109  is  a very  weak  mineralo- 
corticoid with  a fairly  high  affinity  for  renal 


tubular  cells.  When  it  is  given  with  a more 
potent  mineralocorticoid,  it  prevents  the 
effect  of  the  latter  by  .saturating  the  binding 
sites  in  the  renal  tubules.  Its  own  mineralo- 
corticoid activity,  when  it  is  given  alone, 
is  too  weak  to  be  detected  unless  massive 
doses  are  administered. 

Further  evidence  that  the  17-spirolactone 
steroids  act  by  peripheral  antagonism  of 
mineralocorticoids  was  obtained  by  Liddle.^  ® 
Adrenalectomized  dogs  given  a constant 
dosage  of  desoxycorticosterone  showed  a 
progressive  rise  in  the  urinary  sodium- 
potassium  ratio  toward  the  control  (non- 
treated)  values  with  increasing  doses  of 
SC-5233. 

Vander  et  demonstrated  by  the  stop- 
ffow  analysis  technic  that  adrenalectomy 
impairs  the  ability  of  the  distal  convoluted 
tubule  to  reabsorb  sodium.  This  technic 
utilizes  the  principle  that  if  the  urinary  ffow 
during  an  osmotic  diuresis  is  stopped  ab- 
ruptly by  clamping  the  ureter,  the  physio- 
logic processes  that  are  occurring  at  various 
levels  of  the  renal  tubules  will  continue. 
Urine  samples  collected  rapidly  following 
the  release  of  the  ureter  reflect  changes 
in  tubular  urine  electrolyte  content  which 
occur  at  the  level  of  the  nephron  (proximal 
or  distal  tubule)  at  which  a given  sample 
of  urine  stopped  during  the  clamping  pro- 
cedure. In  the  adrenalectomized  dog,  a 
gradient  is  established  with  a direct  rela- 
tionship between  the  lowest  concentration 
of  sodium  achieved  in  the  distal  tubular 
urine  and  the  serum  sodium.  This  gradient 
was  not  present  in  the  nonadrenalectomized 
dogs  over  the  serum  sodium  ranges  studied, 
110  to  170  mEq.  per  liter.  Vander,  Wilde, 
and  Malvin^®  demonstrated  that  the  admin- 
istration of  SC-8109  to  intact  dogs  mimicked 
identically  the  effects  of  adrenalectomy 
in  that  the  gradient  between  the  serum 
sodium  and  sodium  content  of  the  distal 
tubular  urine  was  again  established. 

In  3 patients  without  adrenal  function 
(Addisonian,  or  adrenalectomized)  main- 
tained on  large  intakes  of  sodium  chloride 
and  small  doses  of  6 methylprednisone. 


March  1,  1961 


759 


CLARENCE  L.  GANTT 


Liddle^’®  demonstrated  that  SC-5233  and 
SC-8109  had  no  effect  on  sodium  or  potas- 
sium balance.  AVhen  these  patients  were 
given  desoxycorticosterone  acetate,  the  two 
17-spiroIactone  steroids,  SC-5233  and  SC- 
8109,  antagonized  the  effects  of  the  mineralo- 
corticoid.  In  addition  to  the  antagonism 
of  the  effect  of  mineralocorticoid  on  sodium 
and  potassium  balance,  the  administration 
of  SC-5233,  SC-8109,  or  SC-9420  during  the 
administration  of  aldosterone  mimicked  all 
the  effects  of  acute  withdrawal  of  the 
mineralocorticoid.^^  The  administration  of 
a mineralocorticoid  produced  a decrease 
in  urinary  sodium,  chloride,  phosphate,  and 
volume,  and  an  increase  in  urinary  potas- 
sium, titratable  acid,  and  ammonia.  When 
the  17-spirolactone  steroids  were  given 
during  the  administration  of  the  mineralo- 
corticoid, urinary  sodium,  chloride,  phos- 
phate, and  volume  increased,  and  urinary 
potassium,  titratable  acid,  and  ammonia 
decreased.  Similar  results  were  reported 
by  Bartter.^2  These  studies  confirm  the 
experiences  with  adrenalectomized  animals. 

Further  evidence  to  support  the  thesis 
that  the  17-spirolactone  steroids  antagonize 
the  renal  effects  of  aldosterone  was  obtained 
by  Liddle^’^  in  normal  subjects.  The  ad- 
ministration of  SC-8109  while  the  subject 
was  on  a normal  or  high  sodium  intake 
caused  only  a minimal  diuresis  of  sodium. 
However,  when  the  subject’s  endogenous 
aldosterone  production  was  stimulated  by 
restriction  of  sodium  in  the  diet,  administra- 
tion of  SC-8109  caused  a much  larger 
diuresis  of  sodium. 

Conn  et  studying  2 normal  men  at 
three  levels  of  sodium  intake  (9,  200,  and 
475  mEq.  daily)  noted  that  while  the 
subjects  were  receiving  the  very  low-sodium 
diet  and  had  high  levels  of  urinary  aldo- 
sterone, the  administration  of  SC-8109, 
250  mg.  intramuscularly  per  day,  resulted 
in  sodium  loss  and  potassium  retention. 
With  diets  high  in  sodium  (and  consequent 
low  aldosterone  production)  the  same 
changes  occurred  but  were  somewhat  less 
in  intensity.  Using  2,000  mg.  per  day  of 


SC-8109  orally,  sodium  loss  occurred  at  each 
level  of  sodium  intake.  In  each  case 
natruresis  was  of  similar  magnitude  and  was 
independent  of  the  urinary  aldosterone 
excretion.'  Potassium  retention  occurred 
during  the  low  but  not  during  the  higher 
sodium  intakes.  Conn  concluded  that  under 
some  circumstances  the  electrolyte  effects 
of  endogenous  aldosterone  seemed  to  be 
reversed  by  SC-8109  but  that  the  com- 
pound possesses  activity  which  is  inde- 
pendent of  aldosterone.  The  results  of 
his  studies,  however,  are  not  incompatible 
with  the  concept  that  SC-8109  has  no  ac- 
tivity other  than  a weak  mineralocorticoid 
effect  which  could  not  be  detected  at  the 
dosages  used,  and  that  the  compound  pro- 
duces natruresis  and  potassium  retention 
(relative  to  control  potassium  excretion) 
only  in  the  presence  of  more  potent  mineralo- 
corticoids. 

The  natruresis  seen  with  SC-8109  in  a 
normal  individual  on  a normal  (200  mEq.) 
sodium  diet  could  be  due  to  the  antagonism 
of  the  mineralocorticoid  effects  of  hydro- 
cortisone (produced  at  the  rate  of  approxi- 
mately 25  mg.  per  day  in  a normal  indi- 
vidual) and  the  small  amount  of  aldosterone 
(approximately  200  micrograms  per  day) 
produced  by  an  individual  on  such  a diet.^^ 
During  the  period  of  administration  of  the 
very  high  sodium  diet  (475  mEq.),  aldo- 
sterone production  would  be  quite  low, 
but  the  production  of  hydrocortisone  would 
be  unaffected.  Studies  of  adrenalectomized 
rats  by  Kagawa,  Sturtevant,  and  Van 
Arman®  and  Kagawa®^  demonstrated  that 
the  17-spirolactone  steroids  block  the  miner- 
alocorticoid activity  of  hydrocortisone.  The 
results  observed  by  Conn  at  the  very  large 
dose  of  SC-8109  orally,  (2,000  mg.  per  day) 
also  are  compatible  with  the  concept  that 
there  are  a finite  number  of  receptor  sites 
in  the  kidney  that  may  be  blocked  by 
SC-8109.  If  the  maximum  number  of 
receptor  sites  in  the  renal  tubules  were 
saturated  with  SC-8109,  fluctuations  in 
aldosterone  production  would  not  affect 
the  sodium  balance  unless  the  amount  of 
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aldosterone  produced  was  large  enough  to 
displace  some  of  the  17-spirolactone  steroid 
from  the  receptor  sites.  The  observation 
by  Kagawa  that  SC-5233  was  a more  efficient 
antagonist  at  higher  dosage  levels  also  is 
compatible  with  this  concept. 

The  fact  that  potassium  retention  oc- 
curred during  the  period  of  the  low-sodium 
diet  but  not  during  the  time  of  the  very 
high  sodium  intake  might  indicate  that 
tubular  sodium-potassium  exchange  de- 
pended on  aldosterone  during  the  period 
of  low  sodium  intake  but  not  during  the 
periods  of  high  sodium  intake.  The  situa- 
tion during  periods  of  high  sodium  intake 
is  similar  to  that  seen  in  adrenalectomized 
or  Addisonian  patients  who  are  not  re- 
ceiving mineralocorticoids.  Patients  with 
Addison’s  disease  or  following  adrenalectomy 
continue  to  excrete  potassium  in  the  ab- 
sence of  replacement  steroid  therapy.  In 
these  patients,  after  an  initial  rise  the  serum 
potassium  level  reaches  a plateau,  and  the 
patients  can  be  maintained  in  normal  po- 
tassium balance  simply  by  the  administra- 
tion of  large  amounts  of  sodium  chloride. 

Further  evidence  that  the  17-spirolactone 
steroids  antagonize  the  action  of  aldosterone 
on  the  renal  tubular  handling  of  sodium  and 
potassium  was  obtained  by  Ross  and  Be- 
thune^^  who  infused  SC-8109  intravenously 
into  2 normal  subjects.  SC-8109  and  aldo- 
sterone were  infused  separately  during 
control  periods.  The  characteristic  re- 
sponses to  aldosterone  were  produced;  how- 
ever, the  administration  of  1 Cm.  of  SC-8109 
alone,  intravenously,  produced  no  significant 
changes.  When  aldosterone  and  SC-8109 
were  administered  simultaneously  at  a 
dosage  ratio  of  approximately  1 to  1,000, 
SC-8109  was  effective  in  antagonizing  the 
renal  effects  of  aldosterone. 

Evidence  of  peripheral  antagonism  of 
mineralocorticoid  activity  by  the  17-spiro- 
lactone steroids  also  is  shown  by  their  effects 
on  the  salivary  sodium-potassium  ratio. 
Mineralocorticoids  caused  a decrease  in 
this  ratio  while  the  administration  of 
SC-8109  during  periods  of  mineralocorti- 


coid excess  caused  an  increase. 

Taylor  and  Faloon^®  have  made  the  inter- 
esting observation  that  severe  restriction 
of  potassium  intake  in  patients  with  cir- 
rhosis and  ascites  will  prevent  the  diuretic 
response  to  the  17-spirolactones.  The  ad- 
ministration of  supplemental  potassium  to 
these  patients  increased  the  diuretic  re- 
sponse. However,  the  administration  of 
potassium  salts  to  patients  receiving  spiro- 
lactones  as  the  only  diuretic  therapy  may 
produce  a significant  hyperpotassemia. 
This  may  be  a problem  rarely  if  the  patients 
are  receiving  thiazide  diuretics  in  addition 
to  the  spirolactone  (personal  observation). 
The  mechanism  of  the  enhanced  diuresis 
is  not  clear. 

Certain  propanone  derivatives  (amphe- 
none  and  SU-4885)  are  known  to  inhibit 
the  synthesis  of  steroids  by  the  adrenal  and 
can  serve  as  diuretic  agents  by  the  inhibition 
of  the  synthesis  of  aldosterone.  By 
contrast,  the  17-spirolactone  steroids  do 
not  inhibit  the  adrenal  production  of  aldo- 
sterone or  other  known  hormones.  Singer^® 
measured  aldosterone  secretion  rates  in  rats 
by  collecting  the  adrenal  venous  blood 
during  the  administration  of  the  17-spiro- 
lactone  steroid,  SC-8109.  When  the  animals 
were  maintained  on  a normal  diet,  SC-8109 
had  no  effect  on  the  adrenal  production  of 
aldosterone.  However,  when  the  animals 
were  maintained  on  a low-sodium  diet 
during  the  administration  of  SC-8109,  a 
significant  increase  in  the  adrenal  secretion 
of  aldosterone  occurred.  This  is  compatible 
with  the  concept  that  the  17-spirolactone 
steroids  have  minimal  diuretic  activity  in 
the  presence  of  the  low  endogenous  levels 
of  aldosterone  accompanying  a normal  diet 
but  that  the  compounds  are  active  as  di- 
uretics by  blocking  the  effects  of  aldosterone 
on  the  kidney  when  sodium  retention  is 
induced  by  aldosterone  with  the  restriction 
of  sodium  intake. 

The  further  increase  in  aldosterone  produc- 
tion by  the  adrenal  that  was  observed  during 
the  administration  of  SC-8109  while  the 
animals  were  on  a low-sodium  diet  can  be 
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interpreted  as  a physiologic  response  to  the 
increased  need  for  the  mineralocorticoid 
hormone.  Liddle'*  ® demonstrated  that  the 
17-spirolactone  steroids  do  not  depress  al- 
dosterone secretoin.  He  noted  that  no  change 
occurred  in  the  aldosterone  production  of 
patients  with  edema  during  the  short-term 
administration  of  SC-5233  and  SC-8109. 

Bolte  et  noted  a rise  in  urinary  aldo- 
sterone content  when  SC-8109  was  ad- 
ministered to  patients  with  cirrhosis  and 
ascites  but  observed  no  change  in  a patient 
with  primary  aldosteronism  during  the 
acute  administration  of  SC-8109.  With 
the  administration  of  SC-8109,  Salassa, 
Mattox,  and  Power^®  found  an  increase  in 
aldosterone  excretion  in  a patient  with 
primary  hyperaldosteronism  due  to  an 
adrenal  tumor.  Luetscher  and  Lieberman®^ 
noted  a prompt  rise  in  the  urinary  aldo- 
sterone in  a similar  patient  during  the  ad- 
ministration of  SC-5233.  Studies  on  aldo- 
sterone secretion  rates  with  tritium-labeled 
aldosterone  in  patients  receiving  the  spirolac- 
tones  indicate  that  the  rate  may  increase  or 
decrease. This  is  not  unexpected  since 
as  diuresis  occurs,  the  hydraulic  factors 
that  control  aldosterone  production  may 
change. 

An  increase  in  aldosterone  excretion  in 
some  patients  and  a decrease  in  others  has 
been  reported  during  diuresis  and  compensa- 
tion of  patients  receiving  other  types  of 
diuretics. 

Specific  Renal  Functions 

The  17-spirolactone  steroids  do  not  appear 
to  affect  directly  renal  blood  flow  or  the 
glomerular  filtration  rate.®®  No  significant 
changes  in  endogenous  creatine  clearances 
were  noted  by  some  investigators'*  while 
others  hav'e  reported  a significant  decrease 
in  clearances  in  certain  patients  with  im- 
paired renal  function.®* 

The  effects  on  the  free  clearance  of  water 
were  variable.  The  compounds  do  not  in- 
terfere with  the  ability  of  the  kidney  to  con- 
centrate the  urine. 


Endocrine 

The  17-spirolactone  steroids  do  not  pos- 
sess anti-inflammatory  activity.  They  do 
not  produce  a decrease  in  circulating  eosino- 
phils, and  no  effects  on  carboh3^drate  me- 
tabolism have  been  reported. ®’®'®*®  In 
standard  animal  assays  the  compounds  had 
no  effect  on  glycogenolysis  or  inflammatory 
reactions  provoked  by  chemical  and  physical 
irritants.  They  do  not  prevent  the  effects  of 
cortisone  on  these  inflammatory  reactions.® 
Spironolactone  has  no  estrogenic  or  andro- 
genic activity.®  SC-5233  lowers  the  blood 
pressure  of  hypertensive  metacorticoid  rats 
while  SC-8109  and  spironolactone  are  in- 
active in  this  test  ® ®®  SC-5233  delays  the 
development  of  hypertension  in  rats  given 
desoxycorticosterone  and  saline  as  well  as 
prevents  the  hypertension  due  to  adrenal 
regeneration  (Skeleton  technic)  in  the  rat. 
SC-8109  is  inactive  in  these  tests,  and 
spironolactone  has  not  been  studied.®’®® 

SC-8109  has  moderate  progestational 
activity.®^  SC-5233  was  reported  by  one 
investigator®^  to  have  progestational  ac- 
tivity while  another  found  it  to  be  inactive 
as  a progestin.®  Spironolactone  has  no 
progestational  activity.® 

Adren.vl  Function. — The  17-spirolac- 
tone steroids  do  not  depress  adrenal  or 
pituitary  function  as  measured  by  the  17- 
hydroxycorticosteroid  levels  in  the  blood 
and  urine,  urinary  17-ketosteroids,  and 
urinary  aldosterone  excretion. ‘*>®’^  Bolte 
et  al.*^  noted  a decrease  in  the  glucuronide- 
conjugated  fraction  of  the  17-hydroxy- 
corticosteroids  in  the  urine  during  the  ad- 
ministration of  SC-8109.  This  may  have 
been  due  to  an  interference  with  glucuronide 
conjugation,  to  a decreased  renal  clearance 
of  the  conjugated  fraction,  or  to  an  artifact 
in  the  determination  as  suggested  by  David- 
son et  aZ.®®  The  excretion  of  the  free  steroid 
was  not  decreased  in  any  of  these  studies. 
Conn  et  al.*^  noted  a decrease  in  the  total 
urinary  17-hydroxycorticosteroids  during 
the  administration  of  SC-8109. 

The  free  and  conjugated  fractions  were  not 
separated. 
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Patients  who  have  received  the  17-spiro- 
lactone  steroids  for  from  several  days  to 
several  weeks  prior  to  surgery  have  shown 
no  clinical  evidence  of  suppression  of  adrenal 
function  following  the  trauma  of  surgery. “ 

Thyroid  Function. — In  the  few  patients 
in  whom  thyroid  function  has  been  studied, 
the  protein-bound  iodine  levels  were  normal 
after  a three-week  course  of  SC-9420 
therapy.  The  determinations  were  done 
at  the  time  the  patients  were  receiving  the 
compound;  no  interference  with  the  chem- 
ical procedure  was  noted. 

Serum  Electrolytes. — The  17-spiro- 
lactone  steroids  do  not  affect  the  concentra- 
tion of  the  serum  electrolytes  of  patients 
directly  except  in  cases  of  primary  aldo- 
steronism where  the  electrolytes  return 
toward  or  to  normal  when  the  compounds 
are  given. 

It  might  be  expected  that  if  the  com- 
pounds were  to  be  given  over  a long  period 
of  time,  the  positive  potassium  balance 
that  is  noted  with  such  administration 
could  produce  a rise  in  the  serum  potassium 
to  above  normal  levels.  However,  this 
has  not  proved  to  be  a problem,  since  pa- 
tients receiving  the  17-spirolactone  steroids 
for  prolonged  periods  of  time,  except  those 
receiving  potassium  supplements,  have  not 
shown  significant  elevations  of  the  serum 
potassium. If  the  spirolactones  are  given 
as  the  only  diuretic  therapy,  the  administra- 
tion of  potassium  salts  may  produce  a 
significant  elevation  of  the  serum  potas- 
sium.^® Laragh®^  has  noted  an  exception 
to  this. 

The  effects  of  the  spirolactones  on  serum 
sodium  are  much  more  complicated.  In 
patients  who  do  not  have  severely  resistant 
problems  of  edema  control,  there  is  no 
decrease  in  the  serum  sodium  when  the 
spirolactones  are  given,  since  these  patients 
excrete  water  proportionate  to  the  sodium 
diuresis.^’®  However,  many  patients  who 
are  resistant  to  conventional  diuretic  meas- 
ures have  an  abnormal  metabolism  of 
water.®®“®®  This  is  frequently  evidenced 
in  these  patients  by  a low  serum  sodium 


level  prior  to  any  diuretic  therapy.  If,  by 
administering  the  spirolactones,  other  di- 
uretics, or  a combination  of  spirolactones 
and  other  diuretics  one  is  able  to  achieve 
a diuresis  of  sodium,  these  patients  may 
excrete  proportionately  less  water  than 
salt,  and  hyponatremia  may  ensue.®® 

Hyponatremia  due  to  sodium  diuresis 
may  be  overcome  by  restricting  the  fluid 
intake  to  about  1 L.  of  water  per  day.®®’®® 
Another  approach  to  the  problem  of  main- 
taining a relatively  normal  serum  sodium 
level  while  achieving  diuresis  in  patients 
with  abnormalities  of  water  metabolism  is 
provided  by  the  administration  of  gluco- 
corticoids, such  as  prednisone,  in  com- 
bination with  conventional  diuretics,  or  the 
17-spirolactone  steroids,  or  both.®®  The 
addition  of  the  glucocorticoid  not  only 
enhances  excretion  of  water,  but  also  in- 
creases sodium  elimination.®®’®^  It  is  not 
known  why  the  glucocorticoids  promote  a 
diuresis  in  these  patients.  This  may  be 
related  to  an  increase  in  glomerular  filtration 
rate,  but  a direct  effect  on  water  and  sodium 
metabolism  is  very  probable. 

Absorption,  Duration  of  Action,  and 
Metabolism 

The  onset  of  activity  of  the  17-spirolactone 
steroids  is  rather  slow.®®  There  is  an  in- 
creasing response  over  the  first  three  days 
at  which  time  a maximal  effect  is  seen. 
The  duration  of  activity  is  approximately 
forty-eight  to  seventy-two  hours  after  ad- 
ministration of  the  compound  is  discon- 
tinued. Since  the  17-spirolactone  steroids 
appear  to  act  synergistically  with  other 
diuretics,  it  is  important  to  consider  this 
persistence  of  response  after  discontinuing 
their  administration  when  evaluating  them 
alternately  with  other  diuretics  in  a standard 
assay. 

The  metabolic  fate  of  the  17-spirolactone 
steroids  is  unknown. 

The  17-spirolactone  steroid,  SC-8109, 
does  not  interfere  with  the  determination  of 
the  urinary  17-keto-or  17-hydroxy  corticoster- 
oids or  aldosterone  by  cbeipica.1  methods. 
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Spironolactone  produces  a dark  brown 
color  with  the  Zimmermann  reagent  (17- 
ketosteroid  determination.  Spironolactone 
maximum  absorbance  at  415  millimicrons 
which  interferes  with  the  routine  17- 
ketosteroid  determination.  Spironolactone 
also  interferes  with  the  determination  of 
urinary  17-hydroxycorticosteroids  (Porter- 
Silber  chromogens)  by  producing  a high 
blank. 

Clinical  Studies 

Most  of  the  studies  have  been  conducted 
in  patients  who  did  not  respond  to  other 
previously  available  therapy  including  the 
mercurial  and  thiazide  diuretics. 

Cirrhosis  with  Edema  and  Ascites. — 
Patients  with  cirrhosis  with  edema  and 
ascites  almost  without  exception  have  large 
quantities  of  aldosterone  in  the  urine. 

The  significant  role  of  aldosterone  in  the 
sodium  and  fluid  retention  in  these  patients 
has  been  demonstrated  by  the  use  of 
adrenalectomy  in  treating  the  ascites  and 
edema.  All  the  patients  reported  on  thus  far 
have  shown  a good  response  to  this  operative 
procedure. However,  postoperatively 
there  may  be  a very  thin  line  between  ex- 
cess fluid  accumulation  and  hypoadreno- 
corticism. The  propanone  derivative,  am- 
phenone,  which  inhibits  the  synthesis  of 
all  adrenal  corticosteroids,  produces  a diu- 
resis in  some  patients  with  cirrhosis,  ascites, 
and  edema.  It  also  has  been  demonstrated 
that  patients  with  cirrhosis  have  another 
mechanism  for  the  retention  of  sodium  and 
water  which  appears  to  be  independent  of 
aldosterone  and  which  involves  the  excessive 
proximal  tubular  reabsorption  of  sodium. 
The  diuretic  responses  to  17-spirolactone 
steroids  in  the  treatment  of  edema  and 
ascites  associated  with  cirrhosis  have  been 
consistent  with  these  facts.  The  drugs, 
alone,  in  the  dosage  range  of  200  to  2,400 
mg.  per  day  orally,  have  caused  a significant 
diuresis  of  sodium  and  water  with  ac- 
companying decrease  in  weight  and  with 
clinical  improvement  in  about  40  per  cent 
of  the  patients  reported. 


Since  several  mechanisms  for  the  re- 
absorption of  sodium  and  water  by  the 
kidney  are  operative  in  these  patients, 
many  patients  who  did  not  previously 
respond  to  diuretics  of  the  mercurial  and 
thiazide  classes  (which  act  chiefly  in  the 
proximal  convoluted  tubule)^®~”  and  who 
had  an  insignificant  or  moderate  clinical 
response  to  the  17-spirolactone  steroids 
alone,  had  a marked  diuresis  when  the 
aldosterone  antagonist  was  given  in  com- 
bination with  either  a mercurial  or  thiazide 
diuretic. The  compounds  appear  to 
act  at  different  sites  in  the  renal  tubules, 
and  synergism  rather  than  simple  addition 
of  activity  occurs. 

It  is  significant  to  note  that  in  patients 
with  edema  resistant  to  mercurial  or 
thiazide  diuretic  therapy,  the  administration 
of  either  of  these  conventional  diuretics 
frequently  produces  a massive  diuresis  of 
potassium.®®  This  may  be  interpreted  as 
evidence  that  the  mercurials  and  thiazide 
diuretics  block  the  proximal  renal  tubular 
reabsorption  of  sodium  and  deliver  a larger 
load  of  this  ion  to  the  distal  convoluted 
tubule.  Under  the  influence  of  aldosterone 
at  this  site  sodium  is  reabsorbed  and  ex- 
changed for  potassium  and  hydrogen  ions. 
The  inherent  carbonic  anhydrase  inhibiting 
activity  of  the  thiazide  diuretics  may 
enhance  this  potassium  loss  by  preventing 
hydrogen  ion  excretion.  The  massive  potas- 
sium diuresis  leads  to  a depletion  of  the 
body  stores  of  potassium  and  a decrease  in 
the  serum  potassium  level.  Potassium 
depletion  may  precipitate  hepatic  coma  in 
patients  with  poor  liver  function  and 
digitalis  intoxication  in  digitalized  patients.^® 

A rather  significant  observation  is  that 
the  administration  of  a 17-spirolactone 
steroid  simultaneously  with  a mercurial  or 
thiazide  diuretic  not  only  produces  a 
synergistic  effect  on  sodium  and  water 
excretion  but  also  prevents  the  potassium 
loss  associated  with  the  administration  of 
these  diuretics.^'®'®®’®®'^^ 

It  has  been  reported  that  some  patients 
with  edema  respond  with  a diuresis  of 
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sodium,  water,  and  potassium  to  the 
administration  of  potent  glucocorticoids.’ 
This  parodoxic  effect  on  sodium  excretion 
also  has  been  reported  in  edematous  patients 
receiving  ACTH.*®  This  observation,  to- 
gether with  the  reports  that  glucocorticoids 
do  not  depress  the  production  of  aldosterone 
by  the  adrenal,  suggests  that  the  gluco- 
corticoids promote  diuresis  of  sodium,  potas- 
sium, and  water  by  a direct  effect  on  the 
renal  tubule.*® 

Morrison®®  observed  that  the  administra- 
tion of  the  17-spirolactone  steroids  in 
combination  with  a glucocorticoid  and  a 
mercurial  or  thiazide  diuretic  produces 
diuresis  in  patients  previously  resistant  to 
any  of  these  agents  alone  or  any  two  in 
combination.  Similar  observations  were 
reported  by  Zimmermann  and  Gantt.*’ 

Since  glucocorticoids  appear  to  have  a 
specific  effect  on  water  reabsorption  by  the 
renal  tubules,  this  activity  may  be  signif- 
icant in  augmenting  the  diuresis  when  given 
with  diuretics.**  The  significance  of  the 
defect  in  water  excretion  in  patients  with 
edema  is  variable.  Some  patients  with 
hyponatremia  prior  to  therapy  show  a rise 
in  serum  sodium  concentration  with  the 
administration  of  mercurial  diuretics.*® 
Other  patients  develop  more  severe  hypo- 
natremia as  the  urinary  excretion  of  sodium 
increases.®®  It  has  been  observed  that 
hyponatremia  that  may  develop  in  these 
patients  during  diuresis  can  be  corrected  or 
prevented  by  the  restriction  of  fluid  intake 
to  approximately  1 L.  per  day.®* 

Some  patients  who  were  previously  re- 
sistant to  all  other  therapies  and  who 
experienced  a good  diuresis  of  sodium  on  the 
combination  of  the  thiazide  diuretics  and 
the  17-spirolactone  steroids  excreted  pro- 
portionately more  sodium  than  water  and 
developed  more  severe  hyponatremia.**’®®  ®® 
The  addition  of  a potent  glucocorticoid,  at  a 
dosage  equivalent  to  15  to  20  mg.  of  pred- 
nisone, may  be  helpful  in  preventing 
hyponatremia  in  some  of  these  patients  as 
well  as  in  augmenting  the  natruretic  effect 
of  the  combination  of  the  17-spirolactone 


steroids  and  a mercurial  or  thiazide  diuretic.®® 

Congestive  Heart  Failure. — The  sig- 
nificance of  aldosterone  in  the  production 
and  maintenance  of  edema  in  patients  with 
congestive  heart  failure  has  been  pointed 
out  by  several  investigators.”-*®’*®  *®  The 
basic  pathophysiologic  problems  are  similar 
to  those  that  exist  in  cirrhosis,  but  the 
other  mechanisms  causing  sodium  retention 
in  these  patients  are  perhaps  better  under- 
stood than  in  patients  with  cirrhosis.  The 
very  significant  decrease  in  cardiac  output 
in  most  of  these  patients  leads  to  a decrease 
in  renal  blood  flow  and  an  increase  in  filtra- 
tion fraction  with  or  without  a decrease  in 
the  glomerular  filtration  rate.*® 

The  use  of  the  17-spirolactone  steroids  in 
the  treatment  of  congestive  heart  failure 
has  been  studied  less  extensively  than  in 
the  treatment  of  patients  with  cirrhosis, 
ascites,  and  edema.  Liddle^  reported  on  4 
patients  with  congestive  heart  failure  who 
achieved  a diuresis  on  the  17-spirolactone 
steroids  alone.  Several  other  investigators 
have  reported  a diuresis  with  the  admin- 
istration of  the  spirolactones  in  patients 
with  severe  congestive  heart  failure  who 
were  refractory  to  the  usual  diuretic  meas- 
ures. All  of  these  patients  received  the 
aldosterone  antagonist  in  combination  with 
conventional  diuretics. ^®  ®®~®‘* 

Friedberg®®  obtained  very  little  diuresis 
in  patients  with  congestive  heart  failure 
who  were  more  responsive  to  conventional 
diuretics. 

Nephrotic  Syndrome. — Luetscher,  Ne- 
her,  and  Wettstein*^  and  others**  have 
demonstrated  that  most  patients  with 
the  nephrotic  syndrome  excrete  large 
amounts  of  aldosterone  in  the  urine. 

Since  no  anti-inflammatory  glucocor- 
ticoid-like activity  has  been  demonstrated 
for  the  17-spirolactone  steroids,  these  com- 
pounds do  not  exhibit  the  well-documented 
corticosteroid  effect  in  these  patients.  The 
anti-inflammatory  glucocorticoids  appear  to 
affect  the  basic  pathologic  disorder  of  the 
basement  membrane  of  the  glomerulus  in 
the  nephrotic  syndrome  (except  those  caused 
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by  the  Kimmelstiel-Wilson  syndrome  and 
amyloidosis),  and  accordingly,  the  17- 
spirolactone  steroids  should  not  be  used  in 
place  of  glucocorticoids  in  the  treatment 
of  the  nephrotic  syndrome.  In  patients 
who  do  not  respond  to  glucocorticoids, 
however,  the  17-spirolactone  steroids,  either 
alone  or  in  combination  with  other  diuretics, 
appear  useful  to  promote  a diuresis  without 
affecting  the  basic  renal  pathology.®^  ®^ 

Essential  Hypertension. — Genest  et 
have  reported  that  patients  with 
essential  hypertension  as  a group  excrete 
larger  quantities  of  aldosterone  in  the  urine 
than  normal  individuals.  However,  there  is 
a very  large  individual  variation  in  the 
excretion  of  aldosterone  in  h3qiertensive 
patients  and  in  the  same  patient  from  day 
to  day.  Observations  on  aldosterone  se- 
cretion rates  by  Laragh  et  demonstrated 
excessive  aldosterone  production  in  all  the 
patients  studied  during  the  accelerated 
phase  of  hypertension.  They  did  not  find 
increased  production  of  the  hormone  in 
patients  with  benign  hypertension. 

In  essential  hypertension,  the  17-spiro- 
lactone steroids  appear  to  offer  two  new 
avenues  of  approach.  If  a reasonable 
percentage  of  patients  with  a diagnosis  of 
essential  hypertension  are  secreting  excess 
quantities  of  aldosterone,  it  may  be  of 
etiologic  significance  in  their  hypertension. 
Studies  are  in  progress  at  the  present  time 
to  see  if  the  17-spirolactone  steroids  will 
delineate  this  group  of  patients.®®’®®  The 
other  approach  depends  on  the  observations 
that  potent  diuretics,  such  as  mercurials 
and  chlorothiazide,  will  lower  the  blood 
pressure  of  hypertensive  individuals  slightly 
when  given  alone  and  potentiate  the 
effects  of  conventional  antihypertensive 
therapy. The  mechanism  of  this  is 
probably  related  to  sodium  diuresis  with  or 
without  changes  in  the  blood  volume.  In 
the  studies  reported  to  date,  the  17-spiro- 
lactone steroids  also  lower  blood  pressure, 
apparently  by  the  mechanism  of  sodium 
diuresis.  Patients  with  essential  hyper- 
tension who  previously  have  shown  some 


responsiveness  to  chlorothiazide,  gained  a 
further  diuresis  of  sodium  and  a further 
decrease  in  blood  pressure  when  a 17- 
spirolactone  steroid  was  added.  Preliminary 
observations  indicate  that  the  17-spiro- 
lactone  steroid,  spironolactone,  when  given 
with  chlorothiazide  over  a period  of  two 
months  will  prevent  the  potassium  depletion 
observed  when  chlorothiazide  is  given 
alone.  If  these  observations  can  be 
confirmed,  this  compound  could  prove  use- 
ful in  all  types  of  essential  hypertension 
without  the  problems  of  potassium  depletion 
associated  with  other  potent  oral  diuretics. 

Primary  Hyperaldosteronism. — The 

syndrome  of  hyperaldosteronism,  due  either 
to  an  adrenal  tumor  or  adrenal  hyperplasia, 
was  first  described  by  Conn  and  Louis. 
The  pathophysiology  of  the  syndrome 
(hypokalemia,  alkalosis,  frequently  hy- 
pernatremia, muscle  weakness,  isosthenuria 
resistant  to  Pitressin,  alkaline  urine  with 
increased  urinary  excretion  of  ammonia, 
and  hypertension)  is  a direct  result  of  the 
excessive  production  of  aldosterone  either 
by  an  adrenal  tumor  or  hyperplastic  adrenal 
glands.  Most  of  the  abnormalities  are 
related  directly  to  the  loss  of  body  potassium 
and  consequent  hypokalemia.  The  develop- 
ment of  edema  is  very  uncommon  in  these 
patients.  Lack  of  edema  in  patients  with 
primary  hyperaldosteronism  and  the  rarity 
of  hypokalemia  in  untreated  cases  of 
secondary  hyperaldosteronism  (congestive 
heart  failure,  the  nephrotic  syndrome,  and 
cirrhosis)  provides  additional  indirect  proof 
that  another  mechanism  independent  of 
aldosterone  is  involved  in  the  sodium  and 
water  retention  seen  in  patients  with 
secondary  aldosteronism.  The  lack  of 
hypokalemia  in  the  patients  with  secondary 
aldosteronism  suggests  that  this  mech- 
anism is  operative  at  a proximal  renal 
tubular  site. 

Several  carefully  controlled  metabolic 
studies  on  the  effect  of  the  spirolactones  in 
Conn’s  syndrome  have  been  reported. 
43,49-52,59,106,107  these  have  shown  that 

the  compounds  reverse  the  metabolic  syn- 
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drome  rapidly  through  their  effects  in  the 
renal  tubules  and  possibly  by  means  of 
shifts  of  potassium  ion  across  body  cell 
membranes.  The  effects  on  the  blood 
pressure  are  less  definite.  Two  patients 
received  SC-9420  for  several  weeks  and 
became  normotensive  after  three  and  six 
weeks. 

The  doses  of  the  17-spirolactone  steroids 
required  to  produce  significant  metabolic 
effects  in  patients  with  primary  hyper- 
aldosteronism are  usually  much  greater 
than  the  usual  doses  required  to  achieve 
diuresis  in  patients  with  edema.  The 
reasons  for  this  are  not  clear  but  may  be 
related  to  the  serum  potassium  or  the  total 
exchangeable  potassium  or  both.  Taylor 
and  Faloon^®  noted  that  the  level  of  potas- 
sium intake  influenced  the  diuretic  response 
to  the  17-spirolactone  steroids  significantly 
in  patients  with  cirrhosis,  ascites,  and  edema. 
They  were  able  to  achieve  a greater  diuresis 
of  sodium  when  the  patients  were  given 
supplemental  potassium  and  essentially  pre- 
vent sodium  diuresis  by  severely  limiting 
potassium  intake. 

Toxemia  of  Pregnancy. — Barnes  and 
Buckingham  studied  the  effects  of  SC- 
8109  in  patients  with  toxemia  of  pregnancy 
and  in  normal  pregnancy.  They  concluded 
that  the  17-spirolactone  steroid  was  an 
effective  diuretic  agent  in  normal  pregnancy 
but  was  not  effective  in  producing  a diuresis 
in  patients  with  toxemia  of  pregnancy. 
These  data  and  the  recent  report  on  the 
metabolism  and  urinary  excretion  of  aldo- 
sterone in  normal  pregnancy  and  toxemia 
of  pregnancy  suggest  that  aldosterone  is 
not  an  important  etiologic  factor  in  the 
toxemia  of  pregnancy. Barnes’  observa- 
tions that  normal  pregnant  females  respond 
to  the  17-spirolactone  steroids  with  a 
diuresis  of  sodium  and  water,  while  patients 
with  toxemia  do  not,  suggest  that  the  mech- 
anisms producing  the  excessive  sodium 
retention  in  this  syndrome  are  acting  chiefly 
in  the  proximal  renal  tubules. 

Clinical  Side-Effects 

The  most  frequent  side-effect  seen  clin- 


ically with  the  17-spirolactone  steroids  is 
sedation.  Liddle^’®  noted  drowsiness  and 
ataxia  when  SC-8109  was  given  in  dosages 
greater  than  2 Gm.  per  day.  Similar 
sedative  effects  have  been  seen  with  the 
other  derivatives  but  only  when  they  were 
given  in  large  dosages.  Five  patients  have 
been  reported  to  have  developed  a typical 
pruritic  drug  rash  while  receiving  SC- 
9420.®®  "^  “^  These  cutaneous  reactions 
were  not  serious  and  subsided  rapidly  when 
the  drug  was  discontinued. 

Manning”®  has  raised  the  question  of  the 
relationship  of  the  development  of  hepatic 
coma  in  2 patients  who  had  severe  liver 
disease  while  they  were  receiving  spirono- 
lactone. However,  in  view  of  the  large 
number  of  such  patients  who  have  received 
the  drugs  without  any  reported  difficulties 
it  is  possible  that  this  is  coincidental 
rather  than  a direct  relationship.  Morri- 
son®” has  cautioned  that  further  mental 
confusion  may  occur  in  patients  with 
impending  hepatic  coma  who  are  given 
thiazide  diuretics  and  spirolactones  in  com- 
bination. 
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Insidious  Abdominal  Pain 


Case  History 

Vincent  G.  Vinci,  M.D. : A thirty-two- 
year-old  Puerto  Rican  male  was  admitted  to 
Knickerbocker  Hospital  for  the  first  time 
with  a chief  complaint  of  abdominal  pain 
of  two  months  duration. 

Approximately  two  months  previously 
he  had  noticed  the  onset  of  left-sided  ab- 
dominal pain  which  would  appear  simul- 
taneously with  episodes  of  belching.  He 
described  it  as  an  aching  pain  which  did 
not  radiate  but  remained  locahzed  to  the 
left  midabdomen.  The  episodes  of  pain 
lasted  a few  seconds  and  were  somewhat 
relieved  by  bending  over  at  the  waist. 
There  was  no  apparent  relationship  to  food 
intake  or  bowel  movements.  He  stated 
that  belching  was  normal  for  him  and  did 
not  increase  in  frequency  with  these  episodes 
of  pain  but  that  there  would  be  six  or  seven 
such  episodes  a day. 

This  pattern  continued  unchanged  for 
about  three  weeks  when  pain  in  the  pos- 
terior cervical  area  of  the  neck  developed 
and  became  progressively  more  severe. 
This  pain  was  aggravated  by  swallowing 
but  was  not  accompanied  by  any  swelling  or 
tenderness  in  the  neck.  Because  of  the 


pain  on  swallowing  he  refrained  from  eating 
but  was  not  anorectic  and  did  not  feel  ill. 
He  was  seen  by  a physician  who  told  him 
he  had  cervical  neuralgia  and  prescribed 
some  pills  which  did  not  relieve  his  symp- 
toms. Over  the  next  two  weeks  he  was 
seen  at  several  hospitals  where  oral  medi- 
cations were  given  without  effect. 

About  three  to  four  weeks  before  admis- 
sion the  abdominal  pain  became  constant 
rather  than  episodic  and  was  described  as 
a continuous  aching  pain  localized  in  the 
left  mid-  and  lower  abdomen,  aggravated 
by  belching,  unrelated  to  food  intake  or 
bowel  movements,  and  reheved  by  nothing. 
There  was  no  change  in  the  character  of 
bowel  movements  nor  in  the  volume,  color, 
or  consistency  of  the  stool.  About  two 
weeks  before  admission  the  patient  abruptly 
developed  sharp,  stabbing  perianal  pain 
which  was  not  related  to  bowel  movements 
or  the  passing  of  flatus.  He  again  visited 
various  hospitals  where  a barium  enema  and 
upper  gastrointestinal  series  were  done, 
and  the  results  were  reported  as  negative. 
The  cervical  pain  began  to  subside,  but  the 
abdominal  and  rectal  pains  became  more 
severe  and  were  associated  with  weakness, 
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fatigue,  and  anorexia.  About  a week 
before  entry  into  the  hospital  there  was  an 
increase  in  belching,  increase  in  flatus,  and 
the  rectal  pain  was  aggravated  by  bowel 
movements.  The  abdominal  pain  extended 
to  involve  both  lower  quadrants.  Laxa- 
tives were  taken  on  several  occasions  with 
slight  relief.  The  patient  was  admitted 
to  the  hospital  on  July  21,  1960,  shortly 
after  an  examination  by  a physician  elicited 
tenderness  on  abdominal  palpation.  During 
the  two  months  of  illness  there  had  been  a 
weight  loss  of  16  pounds. 

The  past  history  revealed  two  previous 
operations,  the  first  three  and  one-half 
years  previously  for  the  removal  of  a small, 
painful  nodule  of  the  anterior  right  flank 
and  the  second  two  years  previously  for  the 
removal  of  a “cyst”  of  the  left  breast.  He 
was  told  that  these  lesions  were  not  ma- 
lignant. He  recalled  passing  a “long  thin 
worm”  at  the  age  of  nine  years  while  still 
living  in  Puerto  Rico  but  did  not  recall 
any  specific  therapy.  He  denied  any  sub- 
sequent history  of  gastrointestinal  disease. 
There  was  no  history  of  nausea,  vomiting, 
diarrhea,  bloody  or  tarry  stools,  food  in- 
tolerance, chills,  fever,  cough,  hemoptysis, 
chest  pain,  allergy,  skin  rash,  or  diabetes. 

The  family  history  gave  negative  informa- 
tion. The  patient  had  been  in  this  country 
since  1943.  Since  1949  he  had  worked  in 
a costume  jewelry  manufacturing  plant 
where  his  work  involved  intermittent  ex- 
posure to  chemicals,  such  as  benzene  and 
lead.  He  denied  significant  inhalation  of 
chemical  fumes  or  ingestion  of  drugs,  chem- 
icals, or  other  foreign  substances. 

A physical  examination  on  admission 
revealed  a well-nourished,  well-developed 
young  man  in  mild  abdominal  discomfort. 
He  was  afebrile  and  remained  so.  The 
pulse  was  88  and  regular,  and  the  blood 
pressure  was  130/80.  A few  nontender 
cervical  lymph  nodes  were  felt  in  the  left 
posterior  triangle;  they  were  shghtly  en- 
larged but  freely  movable.  An  examination 
of  the  heart  and  lungs  was  unrevealing. 
The  abdomen  was  slightly  distended  with 


some  localization  to  the  left  lower  quadrant. 
Rebound  tenderness  was  pronounced  in 
both  lower  quadrants.  There  was  no  ri- 
gidity, and  one  observer  described  the  con- 
sistency of  the  abdomen  as  “doughy.” 
No  organs  or  masses  were  felt.  The  bowel 
sounds  were  normal.  A rectal  examination 
was  unremarkable;  there  were  no  masses, 
and  no  tenderness  was  elicited.  No  lesions 
were  seen  in  the  skin  or  extremities.  Other 
than  the  minimal  posterior  cervical  lym- 
phadenopathy,  no  other  evidence  of  lymph 
node  enlargement  was  detected. 

A urinalysis  on  admission  revealed  a 
specific  gravity  of  1.025  with  a trace  of 
albumin,  no  sugar  or  acetone,  and  four  to 
six  white  blood  cells.  The  hemoglobin  was 
12  Gm.  per  100  ml.  The  white  cell  count 
was  8,200  with  68  per  cent  neutrophils, 
28  per  cent  lymphocytes,  3 per  cent  eosino- 
phils, and  1 per  cent  monocytes.  The 
sedimentation  rate  was  20  mm.  per  hour 
and  rose  subsequently  to  62  mm.  per  hour. 
A sickle  cell  preparation  produced  negative 
findings.  Two  stool  specimens  gave  nega- 
tive results  for  blood,  ova,  or  parasites. 
The  Mazzini  test  gave  1 plus  results  and  the 
VDRL  test  gave  positive  results  at  1:2,  but 
the  KoLmer  complement  fixation  test  gave 
negative  results.  The  serum  bilirubin  was 
0.45  mg.  per  100  ml.,  the  alkaline  phosphatase 
2.3  Bodansky  units,  and  the  serum  protein 
6.9  Gm.  per  100  ml.  with  4 Gm.  albumin 
and  2.9  Gm.  globulin.  An  electrocardio- 
gram showed  normal  findings. 

An  upper  gastrointestinal  series  showed 
a normal  esophagus,  stomach,  and  small 
bowel.  One  film  demonstrated  normal 
filling  of  the  vermiform  appendix.  A chest 
film  showed  slight  prominence  of  the  left 
hilum.  An  intravenous  pyelogram  showed 
negative  findings. 

The  patient  complained  of  persistent, 
mild  abdominal  pain  and  shght  postprandial 
nausea.  Rebound  tenderness  diminished 
during  the  first  two  days.  After  the  pre- 
viously mentioned  studies  were  completed, 
an  operation  was  performed  on  the  sixth 
hospital  day. 


772 


New  York  State  J.  Med. 


INSIDIOUS  ABDOMINAL  PAIN 


Discussion 

Michael  S.  Bruno,  M.D.:  On  first 

reading,  the  history  of  this  morning’s  patient 
seemed  most  vague  and  confusing.  I could 
barely  see  a pattern  of  disease  emerge  from 
the  assortment  of  data.  My  first  reaction 
was  to  discuss  all  conditions  that  might 
lead  to  abdominal  pain  and  peritoneal 
ii’ritation  in  a young  Puerto  Rican  man  who 
was  well  until  two  months  before  admission 
to  the  hospital.  However,  on  rereading 
the  protocol  and  reviewing  the  x-ray  films, 
bits  of  information  appeared  which,  when 
pieced  together,  enable  me  to  form  a pattern 
which  seems  meaningful. 

The  patient’s  illness  began  and  developed 
insidiously  with  the  onset  of  abdominal 
pain  two  months  before  he  came  to  the 
hospital.  About  three  weeks  later  he  de- 
veloped pain  in  the  back  of  his  neck.  I 
cannot  relate  this  latter  pain  to  anything 
that  developed  subsequently,  so  I shall 
put  it  to  one  side  and  consider  it  a red 
herring.  X-ray  studies  of  the  large  bowel 
and  of  the  upper  gastrointestinal  tract  were 
apparently  unrevealing,  but  the  pain  con- 
tinued and  got  worse. 

On  admission  he  had  abundant  clinical 
evidence  of  peritoneal  irritation,  but  he  was 
afebrile  and  had  no  leukocytosis.  However, 
the  sedimentation  rate  was  elevated  to  62 
mm.  On  examination  the  abdomen  was 
slightly  distended  but  not  otherwise  ab- 
normal. A chest  film  showed  no  intrapul- 
monic lesions,  but  the  left  hilum  was  de- 
scribed as  being  prominent.  An  upper 
gastrointestinal  series  produced  normal  find- 
ings, but  I do  not  believe  that  the  small 
bowel  series  gave  normal  results  as  reported 
in  the  protocol.  This  is  an  important  point 
of  interpretation  on  which  the  differential 
diagnosis  will  hinge.  May  I have  the  good 
advice  of  the  radiologist? 

Joseph  M.  Moynahan,  M.D.  : An  exam- 
ination of  the  small  intestine  reveals  normal 
transit  time  and  normal  gastric  emptying. 
There  is  noted  some  relative  narrowing  of 
several  loops  of  distal  jejunum  which  are 
seen  superimposed  on  the  midportion  of  the 


Fig.  1.  Small  bowel  series  showing  the  relative 
narrowing  and  slight  distortion  of  some  loops  of 
distal  jejunum  superimposed  over  the  midportion 
of  the  sacrum. 

sacrum  (Fig.  1).  However,  they  are  intact, 
and  there  is  no  evidence  of  dilatation  of  the 
proximal  small  bowel.  The  absence  of  sig- 
nificant involvement  of  the  mucosa  tends  to 
exclude  an  intrinsic  lesion  of  the  small  intes- 
tine whether  inflammatory  or  neoplastic. 
There  is  no  evidence  of  displacement  of  the 
small  bowel  nor  evidence  of  a pressure  defect 
to  suggest  a mass  in  this  region.  The 
findings  are  nonspecific  but  are  seen  fre- 
quently with  peritoneal  adhesions.  The 
reason  for  concentric  narrowing  seen  fre- 
quently in  cases  of  adhesions  is  not  known 
but  may  be  due  to  reflex  spasm  occurring 
when  the  small  bowel  undergoes  peristaltic 
contraction,  thereby  resulting  in  increased 
traction  on  the  bowel  wall  by  the  adhesions. 
The  chest  film  shows  essentially  negative 
findings. 

Dr.  Bruno:  If  we  accept,  as  I do,  that 
there  is  an  abnormality  in  one  segment  of 
the  small  bowel  which  reflects  extrinsic 
changes  yet  has  a normal  mucosa,  we  have 
a significant  piece  of  information.  None 
of  the  patient’s  symptoms  suggest  a 
mucosal  lesion  of  the  intestinal  tract;  in 
fact,  his  lack  of  symptoms  other  than  pain 
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point  away  from  a disease  process  involving 
the  mucosa.  The  x-ray  observations,  al- 
though they  seem  minor,  suggest  either  an 
intramural  or  a peritoneal  lesion. 

Before  discussing  what  I think  the  patient 
had,  I would  hke  to  dismiss  two  possibilities 
that  the  protocol  forces  me  to  consider: 
Ascaris  infestation  and  lead  poisoning. 
Although  Ascaris  is  quite  common  in  Puerto 
Ricans,  especially  children,  and  although 
our  patient  reports  having  passed  a long, 
thin  worm  when  he  was  nine  years  old  in 
Puerto  Rico,  the  absence  of  ova  in  his  stools, 
the  lack  of  eosinophilia,  and  the  absence 
of  symptoms  suggesting  intermittent  or 
partial  intestinal  obstruction  or  volvulus 
all  militate  against  the  possibihty  that  he 
still  harbored  active  parasitic  infection. 
Likewise,  despite  the  history  of  exposure, 
I must  dismiss  the  idea  of  lead  poisoning. 
To  be  sure,  the  abdominal  symptoms  of 
plumbism  can  mimic  many  diseases;  how- 
ever, the  absence  of  any  degree  of  disturb- 
ance in  the  central  or  peripheral  nervous 
system  and  the  absence  of  significant  anemia 
or  basophiUc  stipphng  of  erythrocytes  offer 
no  support  to  this  line  of  reasoning.  Also, 
if  the  patient  did  have  lead  poisoning,  that 
would  not  account  for  the  x-ray  observa- 
tions. I cannot  see  any  evidence  that  the 
patient  had  disease  other  than  one  which 
involves  the  small  bowel  or  its  immediate 
coverings. 

The  small  intestine  is  notorious  for  being 
a “silent”  area  as  well  as  one  difficult  to 
examine.  The  absence  of  diarrhea,  steator- 
rhea, and  fever,  and  the  weight  loss  tend 
to  eliminate  as  diagnostic  probabihties  any 
intrinsic  lesion  of  the  small  bowel.  The 
only  symptom  the  patient  had  was  abdom- 
inal pain,  and  the  only  physical  sign  was 
abdominal  tenderness.  This  is  certainly 
insufficient  to  lead  to  a diagnosis  of  a diffuse 
inflammatory  process,  such  as  regional 
enteritis  or  a connective  tissue  defect,  such 
as  Whipple’s  disease.  The  integrity  of  the 
small  bowel  mucosa  clearly  eliminates  any 
unusual  type  of  small  bowel  diverticulitis, 
although  these  usually  are  asymptomatic. 


Also,  I cannot  find  probable  cause  for  a 
diagnosis  of  acute  jejunitis. 

With  regard  to  tumors  involving  the 
small  bowel,  the  first  thought  that  comes 
to  mind  is  that  they  are  rare.  The  com- 
monest type  of  mahgnant  tumor  of  the 
small  bowel  in  a young  adult  would  be 
lymphoma;  carcinomas  are  more  common 
over  forty  years  of  age,  and  sarcomas  are 
rare  at  any  age.  I cannot  find  support  for 
a diagnosis  of  lymphoma.  The  absence  of 
fever,  a mass,  peripheral  lymphadenopathy, 
or  evidence  of  retroperitoneal  involvement 
make  it  unhkely.  With  a carcinoma  of  the 
small  bowel  I would  expect  some  degree  of 
bleeding;  the  bleeding  may  not  be  much, 
but  in  this  patient  the  stools  showed  com- 
pletely guaiac-negative  results.  Benign 
tumors  of  the  small  bowel  are  usually  en- 
tities such  as  hpoma,  neurilemmoma,  leio- 
myoma, or  carcinoid  tumors,  single  or 
multiple.  The  connective  tissue  tumors 
often  form  polypoid  masses  which  project 
into  the  lumen  and  which  may  lead  to  an 
intussusception;  less  commonly  they  may 
ulcerate  and  bleed.  I can  find  no  evidence 
that  either  course  is  present.  Carcinoid 
tumors  are  much  talked  about  currently. 
This  patient  clearly  did  not  have  the  carci- 
noid syndrome  which  is  usually  a result  of 
extensive  secondary  deposits  of  serotonin- 
secreting  tumor  tissue.  I cannot  rule  out 
the  presence  of  one  or  two  small  carcinoid 
tumors  of  the  ileum,  but  if  he  had  multiple 
tumors,  the  small  bowel  x-ray  films  should 
have  shown  some  clue  of  their  presence. 
I doubt  that  one  small  tumor  could  have 
yielded  this  symptomatology. 

We  are  left  with  the  last  group  of  diseases 
to  be  considered;  granulomatous  inflam- 
matory processes.  Intra-abdominal  gran- 
ulomatous disease  stimulates  a cellular  and 
fibrotic  response  of  the  mesentery  with  the 
development  of  adhesions  that  indirectly 
involve  the  small  intestine.  This  certainly 
fits  in  with  the  idea  of  a process  that  need 
not  involve  much  of  the  mucosa  and  yet 
may  produce  the  effect  of  an  extrinsic  lesion. 
The  most  common  intra-abdominal  gran- 
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ulomatous  disease  is  tuberculosis. 

Tuberculous  involvement  of  the  ab- 
dominal cavity  can  occur  as  a primary 
intestinal  disease  with  secondary  involve- 
ment of  the  peritoneum  and  mesenteric 
lymph  nodes,  or  as  a primary  peritoneal 
disease  with  hematogenous  or  lymphangitic 
spread  to  the  peritoneum  of  abdominal 
lymph  nodes  from  an  extraperitoneal  source. 

Tuberculous  enterocolitis  is  a hyper- 
trophic, ulcerative  process  that  is  most 
prevalent  in  advanced  cases  of  pulmonary 
tuberculosis  with  the  intestine  seeded  from 
above.  The  continued  passage  of  viable 
tubercle  bacilli  prevents  healing  from  oc- 
curring when  it  begins,  and  contiguous 
extension  of  the  process  to  adjacent  areas 
is  the  rule.  The  primary  lesion  of  tubercu- 
losis of  the  intestine  is  mucosal  in  its  posi- 
tion, and  usually  the  ileocecal  area  is  the 
first  area  involved.  Mucosal  ulceration  is 
a constant  finding.  With  healing  there  is 
cicatrization  and  occasionally  obstruction. 

The  symptomatology  is  variable,  but 
usually  evidence  to  suggest  the  diagnosis 
is  prominent.  Hemorrhage  is  rare  due  to 
the  development  of  an  obliterative  endarte- 
ritis. Anemia,  very  significant  weight  loss, 
and  evidence  of  malabsorption  usually  are 
present. 

Gastrointestinal  complications  include  ab- 
scess formation,  the  frequent  occurrence 
of  fistulous  tract  formation,  and  obstruction 
due  to  stenosing  cicatrization.  Often  this 
is  compounded  by  peritoneal  adhesions 
because  of  the  involvement  of  the  mesenteric 
lymph  nodes  and  the  peritoneum. 

The  patient  did  not  present  the  clinical 
picture  associated  with  enterocolitis.  Pul- 
monary tuberculosis  was  not  apparent 
readily  by  x-ray  fihn  although  a small  lesion 
could  have  been  missed  easily.  The  pos- 
sibifity  of  extrapuhnonary  extension  to  the 
gastrointestinal  tract  with  localization  there, 
and  then  heahng  of  the  primary  pulmonary 
focus  must  be  considered.  We  are  told 
that  the  mucosal  pattern  of  the  entire  small 
bowel  was  intact  and  that  the  ileocecal  area 
was  well  demonstrated  and  entirely  normal. 


Could  this  patient  have  had  peritoneal 
tuberculosis  by  reason  of  a hematogenous 
or  lymphangitic  dissemination  to  its  serous 
surface,  or  to  the  mesenteric  or  retroperi- 
toneal lymph  nodes,  without  having  intimal 
ulcerations  and  the  picture  of  enterocolitis 
due  to  enterogenous  dissemination  from 
above?  I certainly  think  so ! 

Seeding  of  the  peritoneum  with  tubercles 
may  occur  either  by  direct  extension  from 
a local  gastrointestinal  or  pelvic  tuberculous 
focus  or  by  lymphohematogenous  dissemi- 
nation from  an  extraperitoneal  site.  This 
causes  a serofibrinous  reaction  with  ascites 
of  varying  amounts  which  may  or  may  not 
be  chnically  apparent.  As  the  exudate  is 
absorbed,  a rough  fibrinous  coating  of  the 
serosa  develops  which  may  be  completely 
resorbed  eventually.  As  a rule,  however, 
some  of  the  endothehum  fining  the  mesentery 
is  destroyed,  and  granulations  develop 
which  are  transformed  eventually  into 
fibrous  adhesions.  Subsequent  fibrosis  and 
organization  leave  behind  permanent  scars. 
Calcification  rarely  occurs  in  the  peritoneum 
although  it  is  very  common  when  either 
the  pleura  or  pericardium  is  infiltrated  with 
tuberculosis.  With  involvement  of  the  per- 
itoneum by  tuberculous  invasion,  either  a 
serofibrinous  or  plastic  adhesive  peritonitis 
or  both  may  be  found. 

Serofibrinous  tuberculous  peritonitis  may 
have  an  acute  or  insidious  onset  with  symp- 
toms not  unlike  those  associated  with  sero- 
fibrinous pleurisy.  Abdominal  pain  and 
tenderness  of  varying  degrees  is  present  and 
may  be  intense.  Alteration  in  bowel  habits 
will  occur  only  if  there  is  concomitant  in- 
timal and  submucosal  ulceration  or  in- 
testinal obstruction.  Abdominal  distention 
and  ascites  may  be  prominent  or  so  minimal 
as  to  defy  detection.  With  involvement  of 
the  pelvic  peritoneum,  rectal  pain  and 
burning  with  varying  amounts  of  tenesmus 
will  be  seen.  Constitutional  symptoms 
will  vary  tremendously  depending  on  the 
general  physical  condition  of  the  patient 
and  the  degree  of  peritoneal  involvement. 

Plastic  adhesive  tuberculous  peritonitis 


March  1,  1961 


775 


KNICKERBOCKER  HOSPITAL 


is  a later  development  following  the  oc- 
currence of  fibrinous  or  serofibrinous  in- 
flammation of  the  peritoneum.  The  serous 
surfaces  become  involved  in  a chronic  gran- 
ulating or  organizing  process  with  adhesions. 
Fibrous  contraction  may  produce  narrowing 
of  the  lumen  of  the  bowel  and  a varying 
amount  of  matting  of  intestinal  loops.  This 
also  may  produce  irregular  masses  of  in- 
volved omentum,  matted  intestine,  caseous 
deposits,  or  enlarged  lymph  nodes.  These 
may  be  generahzed  or  confined  to  a single 
portion  of  the  abdominal  cavity.  The 
cUnical  manifestations  may  be  negligible. 
They  often  are  related  to  a degree  of  in- 
testinal obstruction  which  is  usually  in- 
complete. When  both  serofibrinous  and 
plastic  adhesive  tuberculous  peritonitis  are 
present,  signs  of  peritoneal  irritation  as 
well  as  some  evidence  of  intestinal  obstruc- 
tion are  seen  together. 

To  return  to  our  patient — he  was  com- 
pletely well  until  two  months  prior  to  ad- 
mission when  abdominal  pain  first  developed. 
This  was  episodic  at  first,  mild  in  character, 
and  referred  to  the  left  midabdominal  area. 
Eventually,  the  pain  became  more  severe 
and  was  referred  to  the  lower  quadrants 
of  the  abdomen.  All  other  abdominal 
and  gastrointestinal  symptoms  were  denied 
except  rectal  burning  and  pain,  probably 
the  result  of  involvement  of  the  pelvic 
peritoneum.  The  patient  was  noted  to  have 
signs  of  peritoneal  irritation  on  admission 
without  a fever  or  leukocytosis.  Abdominal 
rigidity,  ascites,  and  a mass  were  absent, 
but  at  least  one  observer  described  the 
abdomen  as  being  “doughy.” 

An  upper  gastrointestinal  series  gave 
negative  findings.  A small  bowel  study 
also  gave  findings  within  normal  limits 
except  for  one  limited  area  where  the  mucosal 
pattern  was  intact  but  the  lumen  was  nar- 
rowed by  distorted  mucosal  folds  that 
seemed  to  be  stretched  and  pulled  out  of 
position  by  adhesions  or  a similar  process. 
The  terminal  ileum  and  cecum  were  free 
of  disease,  but  the  chest  x-ray  film  revealed 
a prominent  left  hilum. 


The  patient  had  lost  a considerable 
amount  of  weight  and  had  moderate  eleva- 
tion of  his  sedimentation  rate. 

I beheve  that  this  patient  had  a relatively 
localized  plastic  adhesive  and  serofibrinous 
peritonitis  with  generalized  granulomatous 
tuberculosis  of  the  peritoneum  and  mesen- 
tery, and  mesenteric  lymphadenitis  due  to 
lymphohematogenous  tuberculosis.  The  ad- 
hesions that  resulted  caused  an  incomplete 
intestinal  obstruction. 

M-\xwell  S.  Gelfand,  IM.D. : Could  this 
patient  have  some  form  of  mesenteric  vas- 
cular disease  with  thrombosis,  possibly 
the  so-called  “abdominal  Buerger’s  disease?” 

Dr.  Bruno:  This  would  not  explain 
the  peritoneal  irritation  or  the  x-ray  findings 
in  the  small  bowel.  Many  observers  doubt 
the  validity  of  Buerger’s  disease  as  an  en- 
tity in  peripheral  vascular  disease,  let  alone 
its  presence  as  a visceral  lesion. 

Mardoqueo  I.  Salomon,  M.D.:  I for 
one  do  not  believe  that  abdominal  Buerger’s 
disease  exists  as  an  entity.  However,  a 
locahzed  angiitis  might  explain  some  of  the 
findings  in  this  case  but  not  all  of  them. 

Dr.  Bruno:  In  evaluating  this  case  a 
number  of  conditions  were  considered  which 
I did  not  have  time  to  discuss.  The  idea 
of  an  angiitis  crossed  my  mind,  but  I felt 
it  did  not  explain  enough  of  the  evidence. 
I also  considered  a form  of  relapsing  pan- 
creatitis as  a possible  diagnosis.  However, 
I excluded  this  chiefly  because  the  x-ray 
films  showed  a lesion  in  the  small  bowel 
which,  although  not  specific  or  even  con- 
spicuous, led  me  to  think  of  extraenteric, 
intraperitoneal  disease. 

Dr.  Salomon  : Then  how  would  you  ex- 
plain rectal  tenesmus? 

Dr.  Bruno:  Involvement  of  the  pelvic 
peritoneum,  that  is,  the  rectovesical  pouch 
in  the  male,  by  a progressive  inflammatory 
lesion  with  the  formation  of  peritoneal 
adhesions  in  this  location  can  give  rise  to 
pain  referred  to  the  rectum.  For  example, 
in  diverticuhtis  following  perforation  of  a 
diverticulum,  the  pain  is  peritoneal;  it  is 
the  inflammation  of  the  peritoneal  coat 
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over  the  sigmoid  and  the  pelvis  that  is 
responsible  for  pain  referred  caudally  to  the 
rectal  area.  This  often  is  aggravated  at 
the  time  of  bowel  movements.  Also,  peri- 
sigmoidal  and  perirectal  inflammation  often 
produce  the  stimulus  for  defecation;  if  the 
rectal  ampulla  is  empty,  no  movement 
ensues,  and  the  straining  at  the  stool  is 
painful  indeed. 

Benjamin  E.  Krentz,  M.D.:  I don’t 
feel  that  one  can  make  with  confidence  the 
diagnosis  of  serious  intra-abdominal  disease 
with  so  few  symptoms.  Could  this  patient 
have  had  a mesenteric  cyst? 

Dr.  Moynahan  : In  that  event  we  would 
have  had  a more  specific  set  of  observations 
on  x-ray  examination. 

Philip  D.  Allen,  M.D.  : I was  impressed 
by  the  statement  in  the  protocol  that  the 
patient’s  abdomen  had  a “doughy”  feeling. 
This  is  a quality  of  sensation  which  one 
learns  only  by  experience.  It  is  difficult 
to  put  into  words,  but  I would  describe  it 
as  a sense  of  not  being  able  to  get  way  down 
on  palpation;  yet  there  is  no  marked  re- 
sistance. 

Dr.  Bruno:  I suppose  that  the  “doughy” 
feeling  is  due  to  mesentery  matted  by  gran- 
ulomatous inflammation.  Dr.  Murphy,  this 
was  your  patient.  Do  you  have  any  com- 
ments? 

Henry  H.  Murphy,  M.D. : Both  Dr. 
Morey  and  I felt  that  his  abdominal  rebound 
tenderness  was  so  pronounced  that  surgical 
exploration  was  mandatory.  This  may 
explain  why  further  preoperative  studies 
were  not  done. 

Jerome  Morey,  M.D. : At  laparotomy 
there  were  about  300  cc.  of  turbid  fluid  in 
the  peritoneal  cavity.  The  mesentery  and 
the  parietal  peritoneum  were  injected  and 
studded  with  hundreds  of  tiny  nodules. 
There  were  many  fibrinous  adhesions  mat- 
ting loops  of  small  bowel  to  each  other, 
to  the  mesentery,  and  these  to  the  parietes. 
We  biopsied  one  of  these  small  nodules, 
divided  a few  of  the  older  adhesions,  and 
retreated  gracefully.  There  was  no  evi- 
dence of  an  intraperitoneal  abscess  or  fis- 


Fig.  2.  Biopsy  of  the  peritoneum  showing  an  early 
tubercle. 


tulous  tract  formation. 

Diagnoses 

Clinical. — Peritonitis  of  undetermined  eti- 
ology. 

Dr.  Bruno. — Tuberculous  'peritonitis  'with 
adhesions. 

Anatomic. — Tuberculous  peritonitis. 

Pathologic  Report 

William  B.  Ober,  M.D. : The  peritoneal 
biopsy  showed  a diffuse  granulomatous 
inflammatory  process  in  which  young  tu- 
bercles were  seen  (Fig.  2).  They  were 
composed  of  epithelioid  cells  with  a rare 
giant  cell;  caseation  had  not  developed. 
Acid-fast  bacteria  were  demonstrated  in 
histologic  sections  and  also  in  a culture 
taken  at  the  time  of  laparotomy.  Although 
clinical  diagnosis  in  this  case  was  difficult, 
even  treacherous,  the  microscopic  features 
were  unequivocal. 

Dr.  Bruno:  I think  that  the  practical 
lesson  to  be  learned  from  this  morning’s 
case  is  the  value  of  careful  x-ray  examination 
of  the  small  intestine,  notoriously  a “silent 
area.”  All  too  often  the  stomach  above 
and  the  colon  below  are  examined  repeatedly 
by  x-ray,  and  the  small  bowel  is  overlooked. 
When  the  small  bowel  is  examined,  careful 
technic  must  be  observed  if  there  is  tQ  be 
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any  hope  of  a successful  study.  If  diffuse 
disease  of  the  small  bowel  is  suspected, 
motility  studies  are  very  important.  Serial 
films  at  intervals  of  from  thirty  to  sixty 
minutes  can  be  most  reveahng;  the  column 
of  barium  must  be  followed  from  the  stomach 
to  the  colon.  If  an  obstruction  of  the 
jejunum  or  ileum  is  suspected,  barium 
should  not  be  given  by  mouth;  not  only 
may  it  increase  the  obstruction,  but  also  it 
will  yield  incomplete  information.  This 
difficulty  may  be  averted  by  passing  a 


Miller-Abbott  tube.  The  tube  will  not 
pass  the  obstruction  but  will  come  to  rest 
just  proximal  to  the  lesion.  At  this  juncture 
the  contents  of  the  loops  of  the  small  bowel 
are  aspirated,  and  a thin  suspension  of 
barium  is  introduced.  The  precise  location 
of  the  obstruction  can  be  determined,  and 
in  many  cases  its  nature  can  be  defined. 
If  necessary,  the  injected  barium  may  be 
aspirated  after  the  examination  is  completed. 
This  is  a tedious  process,  but  it  is  very  nec- 
essary and  very  helpful. 


ANNOUNCEMENT 

Medical  Society  of  the  State  of  New  York 
1961  Convention 
May  8 to  12,  1961 

War  Memorial  Auditorium,  Rochester 
SCIENTIFIC  MOTION  PICTURES 

William  J.  Sullivan,  M.D.,  Chairman,  Scientific  Motion  Picture  Subcommittee 
of  Convention  Committee,  is  interested  in  hearing  from  members  who  have  16- 
mm.  motion  picture  films  suitable  for  presentation  at  the  1961  convention. 

For  applications,  write  to  William  J.  Sullivan,  M.D.,  132  Pondfield  Road, 
Bronxville,  New  York. 
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The  Glucagon  Problem 

STANLEY  S.  BERGEN,  JR.,  M.D.,*  AND  THEODORE  B.  VAN  ITALLIE,  M.D.,  NEW  YORK  CITY 
{From  the  Department  of  Medicine,  St.  Luke’s  Hospital) 


^ I '’he  presence  of  a hyperglycemic  factor 
in  pancreatic  extracts  was  reported  by 
Kimball  and  Murlin  in  1923.^  Comparison 
of  the  metabolic  effects  of  commercial 
(Scott)  and  crystalline  (Abel)  insulin  prep- 
arations suggested  that  a contaminant, 
presumably  glucagon,  was  present  in  many 
insulin  preparations  and  thus  was  of  pan- 
creatic origin.  2 Since  the  transient  hy- 

perglycemia induced  by  the  contaminated 
insulin  preparations  was  accentuated  when 
given  to  dogs  by  the  intraportal  route, 
early  investigators®  concluded  that  glucagon 
was  acting  in  the  liver.  The  explanation 
for  these  results  was  obtained  when  Suther- 
land demonstrated  that  glucagon  could  in- 
crease the  concentration  of  active  phos- 
phorylase  in  liver  slices.®  ’ Sorensen®  has 
recently  been  unable  to  obtain  similar 
results  using  liver  slices  from  adrenalecto- 
mized  rats. . 

Chemistry 

Commercial  insulin  contains  up  to  0.5 

♦Current  address:  United  States  Army  Hospital, 
Fort  Jay,  Governor’s  Island,  New  York. 


per  cent  of  glucagon  by  weight®  while  even 
crystalline  preparations  of  glucagon  can 
contain  as  much  as  1 per  cent  of  insulin. 

Glucagon  has  been  characterized  as  a 
polypeptide  chain  of  29  amino  acids  dif- 
fering from  insulin  in  several  important 
respects.  “ Its  molecular  weight  is  esti- 
mated to  be  3,485,  “ and  it  has  been  crystal- 
lized free  of  zinc  and  insulin  and  is  readily 
hydrolyzed  by  enzymes  that  have  no  effect 
on  insulin. 

Physiology 

Early  investigators  noted  that  pancreatic 
extracts  from  alloxan-treated  animals  with 
sclerosed  pancreatic  exocrine  tissue  retained 
their  ability  to  cause  hyperglycemia.’®'’^ 
Such  findings  led  to  investigation  of  the 
pancreatic  alpha  cell  as  a possible  source  of 
glucagon.  One  might  expect  that  sub- 
stances selectively  toxic  for  the  alpha  cells 
would  resolve  this  question.  However, 
such  toxins  have  yielded  contradictory 
results  because  of  hepatotoxic  and  other 
effects.  ” “’®  Animals  treated  with  large  doses 
of  glucagon  and  cortisone  show  alpha  cell 
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changes  suggestive  of  impairment  of  se- 
cretion^®; however,  detailed  studies  with  the 
electron  microscope  have  failed  to  confirm 
these  observations.®®  Bencosme,  Mariz, 
and  Frei®^  have  found  that  the  alpha  cell 
deficient  portion  of  the  uncinate  process  of 
the  canine  pancreas  is  devoid  of  hypergly- 
cemic activity,  while  Makman,  Makman, 
and  Sutherland®®  appear  to  have  detected 
glucagon  in  pancreatic  effluent  blood  and 
have  estimated  the  total  amount  circulating 
in  man  to  be  about  0.2  mg.  Although  hy- 
perglycemic substances  have  been  isolated 
from  many  tissues®’®’®®  ®^  of  various  ani- 
mals, no  proof  of  the  occurrence  of  alpha 
cells  at  extrapancreatic  sites  has,  as  yet, 
been  obtained.®®  McQuarrie  et  report 
of  alpha  cell  deficiency  in  3 patients  with 
spontaneous  hypoglycemia  remains  to  be 
confirmed.  Glucagon  is  inactivated  or  de- 
graded in  the  liver  and  kidney  and  by  pro- 
teolytic enzymes  in  plasma.®®”®^ 

The  ability  of  glucagon  to  reactivate 
liver  phosphorylase,  thereby  increasing  gly- 
cogen breakdown  and  glucose  release,  was 
demonstrated  in  vitro  by  Sutherland  and 
De  Duve  in  1948.®  Recent  studies  in  Ber- 
thet’s  laboratory®®  have  indicated  that  this 
glycogenolytic  action  involves  3 '5'  cyclic 
adenosine  monophosphate  synthesized  from 
adenosine  triphosphate  in  hepatic  tissue. 

Studies  of  the  response  of  the  canine 
liver  to  glucagon  by  Shoemaker,  Van 
Itallie,  and  Walker®®  have  revealed  hepatic 
glucose  output  to  increase  from  70  to  400 
mg.  one  minute  after  glucagon  adminis- 
tration. The  hyperglycemic  response  to 
glucagon  is  reduced  in  starvation,®^  diabetic 
acidosis,®^’®®  glycogen  storage  disease,®®’®® 
parenchymal  liver  disease,®®  and  is  absent  in 
hepatectomized  animals.®®’^®  Potassium  loss 
has  been  demonstrated  in  liver  slices  treated 
with  glucagon,  while  no  consistent  changes 
have  been  noted  in  inorganic  phosphate  or 
sodium  flux  during  glucagon-induced  glyco- 
genolysis.^® 

Investigations  of  the  effect  of  glucagon  on 
peripheral  utilization  of  glucose  have  not 
always  been  in  agreement,  possibly  because 


of  a varying  degree  of  insulin  contamination 
of  the  glucagon  preparations  used.®®  Van 
Itallie,  Morgan,  and  Dotti®®  found  no  im- 
pairment of  peripheral  glucose  assimilation 
in  normal  human  subjects  receiving  gluca- 
gon, while  Elrick  and  his  associates®^ 
demonstrated  that  glucagon  increased  ex- 
trahepatic  utilization  in  human  subjects 
and  dogs.  Other  studies  in  man  suggest 
that  glucagon  probably  does  not  affect 
peripheral  utilization  of  glucose  directly.  ®®~®® 

Various  observers®®”®®  have  noted  an  in- 
crease in  ketonemia  at  some  times  following 
glucagon  administration.  Bierman,  Dole, 
and  Roberts®®  reported  a drop  in  plasma 
levels  of  free  fatty  acids  (nonesterified 
fatty  acids)  during  glucagon-induced  hyper- 
glycemia. When  such  observations  were 
prolonged  (three  to  six  hours)  in  normal 
subjects,  diabetic  subjects,  and  patients 
with  liver  disease,®®’®®  the  initial  drop  in  free 
fatty  acids  was  followed  by  a rise  of  free 
fatty  acids  up  to  400  per  cent  above  baseline 
levels.  Incubation  of  glucagon  with  epi- 
didymal  fat  pads  of  fasting  rats  has  been 
reported  to  induce  an  increase  of  up  to  800 
per  cent  in  the  free  fatty  acid  concentration 
in  the  medium.®®  Bergen,  Pothier,  and 
Van  Itallie,®®  using  dogs  with  chronically 
implanted  portal  and  hepatic  vein  catheters, 
have  demonstrated  a secondary  rise  in  free 
fatty  acids  following  glucagon  administra- 
tion, the  increment  apparently  derived 
from  adipose  tissue. 

Young  and  his  associates  called  attention 
to  a possible  relationship  between  the  pitui- 
tary gland  and  the  pancreatic  release  of  a 
hyperglycemic  factor,  having  observed  an 
increased  concentration  of  this  factor  in  the 
pancreatic  venous  blood  of  cats  treated 
with  growth  hormone.®®  Subsequently,  Si- 
rek,  Sirek,  and  Best®®  showed  it  was  possible 
to  block  this  action  of  growth  hormone  by 
pretreating  the  test  animals  with  the  ad- 
renergic blocking  agent  dehydroergotamine 
(DHE).  Studies  of  pancreatic  histology  in 
growth  hormone-treated  normal  and  hy- 
pophysectomized  animals  have  done  little 
to  clarify  the  question  of  a pituitary-alpha 
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cell  relationship.  1®'®“  No  alphacytotropic 
effect  has  been  satisfactorily  demonstrated 
for  any  of  the  known  pituitary  hormones. 

No  changes  in  adrenal  funciion  as  meas- 
ured by  plasma  or  urinary  steroid  levels 
have  been  noted  in  man.“®^  ®^  Several 
studies  have  suggested  that  the  adrenal 
medulla  may  influence  the  physiologic 
response  to  glucagon.  Scian  and  his 
associates®^  have  demonstrated  that  when 
glucagon  is  perfused  through  the  adrenal 
gland  of  the  dog  an  increased  rate  of  epi- 
nephrine secretion  occurs.  Moreover,  liver 
slices  from  adrenalectomized  rats  are  rel- 
atively unresponsive  to  glucagon.®  While 
the  latter  phenomenon  may  be  due  to  a 
simple  lack  of  liver  glycogen,  it  is  possible 
that  some  of  the  effects  of  chronic  glucagon 
administration  are  due  to  secondary  hyper- 
secretion of  epinephrine.  However,  the 
absence  of  an  effect  of  glucagon  on  muscle 
phosphorylase®®  ®^  argues  against  such  a 
possibility. 

The  renal  effects  of  glucagon  include  an 
increased  excretion  of  sodium,  chloride, 
potassium,  phosphorus,  and  uric  acid  in- 
dependent of  hyperglycemia.®®'®®  Early 
studies  indicated  no  change  in  glomerular 
filtration  rate  (GFR)  but  recent  inves- 
tigation has  shown  that  both  the  glomerular 
filtration  rate  and  renal  plasma  flow  are 
increased  after  glucagon  administration, 
thus  explaining  the  increased  renal  excretion 
of  various  substances.®^  ®®  The  increased 
hepatic  blood  flow  noted  in  the  dog  by 
Shoemaker,  Van  Itallie,  and  Walker®®  after 
glucagon  injection  also  should  be  mentioned. 

Although  the  hormonal  nature  of  glu- 
cagon is  established  fairly  well,  its 
precise  role  in  carbohydrate  metabolism 
and  endocrine  physiology  remains  to  be 
defined.  Skinner  and  Madison®®  hav'e  sug- 
gested that  both  epinephrine  and  glucagon 
act  in  a counter-regulatory  capacity  during 
insulin-induced  hyperglycemia.  According 
to  these  authors,  glucagon  and  epinephrine 
seem  to  attach  to  liver  cells  thereby  in- 
terfering with  insulin  binding.  Since  insulin 
apparently  must  become  fixed  to  liver  cells 


before  it  can  decrease  hepatic  release  of 
glucose,  any  interference  with  insulin  binding 
might  be  expected  to  promote  glyco- 
genolysis.  These  notions  concerning  the 
counter-regulatory  action  of  glucagon  re- 
quire further  confirmation. 

Assay 

The  use  of  sensitized  animals™  or  liver 
slices®  for  glucagon  assay  has  always  involved 
complex  and  arduous  procedures.  Recently 
Unger  et  alP  have  reported  application  of  an 
immunoassay  technic  for  glucagon  de- 
tection and  have  suggested  that  the  use  of 
rabbit  antibodies  to  test  for  glucagon  may 
provide  a feasible  and  sensitive  method  for 
measurement  of  glucagon  in  biologic  fluids. 
The  migration  of  glucagon-I^®i  with  the 
gamma  globulin  fraction  of  rabbit  serum 
containing  nonprecipitating  glucagon  anti- 
bodies was  73.7  per  cent  compared  to  a 
migration  of  6.5  per  cent  in  serum  from 
normal  control  rabbits,  indicating  con- 
siderable specificity  of  the  method. 

Diabetes-like  State  Induced  by 
Glucagon 

Repeated  injections  of  glucagon  in  par- 
tially depancreatized,  mildly  diabetic  rats 
cause  an  initial  glycosuria  with  return  to 
normal  values  by  the  fourth  day.'^^  Chronic 
glucagon  administration  to  rabbits  increases 
liver  glycogen  content  while  similar  treat- 
ment with  epinephrine  results  in  glycogen 
depletion.™  Continuous  infusions  of  4 
to  18  mg.  of  glucagon  in  the  cat  and  dog 
produce  a transient  glycosuria,’®  while 
administration  of  large  doses  of  glucagon 
in  corn  oil  to  force-fed  rats  has  caused 
hyperglycemia  and  death  in  what  appeared 
to  be  diabetic  acidosis.®’  Clucagon-treated 
fasted  rats  have  an  increased  rate  of  ex- 
cretion of  urinary  nitrogen  and  decreased 
levels  of  blood  amino  acids  compared  with 
controls.”  ’®  These  effects  can  be  demon- 
strated in  adrenalectomized  animals  and 
may  be  due  to  glucagon-induced  glucone- 
ogenesis.®’ 
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Prolonged  intravenous  infusions  of  2.5 
to  25  mg.  of  glucagon  in  patients  with 
rheiunatoid  arthritis  cause  a transient  hyper- 
glycemia/® while  a twenty-four-hour  infusion 
of  72  mg.  of  glucagon  failed  to  sustain 
hyperglycemia  in  a diabetic  patient  studied 
by  Bogoch,  Duffy,  and  INIcIntosh.^®  Van 
Itallie  et  studying  normal  volunteer 

subjects,  induced  glycosuria  by  admin- 
istering 2 to  4 mg.  of  glucagon  every  six 
hours  for  from  three  to  five  da3^s.  Although 
the  glj'cosuria  increased  during  therapy  and 
in  one  subject  was  28  Gm.  in  twenty-four 
hours,  urine  glucose  values  returned  to 
normal  when  glucagon  administration  was 
terminated.  The  most  marked  glj^cosuria 
was  noted  after  breakfast,  and  it  was 
suggested  that  the  impaired  glucose  tol- 
erance exhibited  by  these  subjects  resembled 
"hunger”  or  starvation  diabetes.  Thus  far 
no  permanent  diabetic  state  similar  to 
spontaneous  diabetes  mellitus  has  been 
reported  in  man  following  glucagon  ad- 
ministration. 

Glucagon  and  Diabetes  Mellitus 

Although,  at  one  time,  Ferner*^  reported 
increased  ratios  of  alpha  to  beta  cells  in 
diabetic  patients,  pancreatic  tissue  obtained 
at  autop.sy  from  diabetic  patients  has  not 
contained  more  alpha  cells  than  are  present 
in  the  pancreases  from  nondiabetic  pa- 
tients.*^ It  has  long  been  noted  that  both 
in  man*®  and  experimental  animals,*®  total 
pancreatectomy  leads  to  a relativelj'^  low 
insulin  requirement.  Partially  pancreatized 
animals  and  diabetic  patients  may  require 
more  insulin  than  totally  pancreatectomized 
animals  and  human  subjects.  Obese  hyper- 
glycemic mice  display  an  increase  in  pan- 
creatic alpha  cells,  hepatic  phosphorjdase, 
insulin  resistance,  and  a hyperglycemic  re- 
sponse to  growth  hormone  and  undergo 
amelioration  of  their  diabetic  state  following 
treatment  with  alpha  cell  toxins.**  *® 

The  introduction  of  oral  forms  of  anti- 
diabetic therapy  led  to  the  con.sideration  of 
alpha  cell  impairment  or  glucagon  inhibition 
as  a mode  of  action  of  the  sulfonylurea 


agents.  Early  reports  implicated  alpha  cell 
damage  in  association  with  carbutamide  (BZ- 
55)  treatment,*^  but  subsequent  studies  have 
failed  to  confirm  these  findings,  regardless  of 
the  oral  agent  used.^^  The  hyperglycemic 
response  to  glucagon  administration  is  not 
affected  by  tolbutamide  treatment  either  in 
human  subjects**  *®  or  in  experimental  an- 
imals.®® Berson  has  found  no  alteration  in 
glucagon-P*®  degradation  following  oral 
and  intravenous  administration  of  tolbut- 
amide to  rabbits.®® 

Gastrointestinal  Effects 

In  1955  Zollinger  and  Ellison®®  reported 
the  simultaneous  occurrence  of  peptic  ul- 
ceration of  the  jejunum  and  islet  cell  tumors 
of  the  pancreas.  None  of  the  9 original 
patients  had  the  chnical  picture  of  an 
insulinoma  and  no  definite  alpha  cells  were 
demonstrated  in  any  of  the  tumors.  There 
have  been  reports  of  peptic  disease  occurring 
in  patients  with  multiple  adenomata  of  the 
endocrine  glands®*  ®®  as  well  as  diarrhea  and 
hypokalemia.®*®®  In  all  forms  of  this 
syndrome  gastric  hypersecretion  is  a prom- 
inent feature  and  thus  some  investigators 
believe  that  the  decrease  in  alkaline  pan- 
creatic secretion  noted  after  glucagon  ad- 
ministration may  provide  an  explanation 
for  some  of  the  phenomena  noted  in  the 
Zollinger-Ellison  sjuidrome.®®  However,  glu- 
cagon hypersecretion  has  never  been  satis- 
factorily demonstrated  in  patients  with 
this  disorder.  Studies  by  Earle,  Cahill, 
and  Hoar®*  have  shown  a considerable 
decrease  in  acid  and  pepsinogen  secretion 
in  dogs  given  glucagon,  while  others  have 
noted  decreased  gastric  secretion  and  mo- 
tility in  denervated  gastric  pouches  of 
dogs.®®  These  actions  of  glucagon  seem  to 
be  independent  of  the  blood  sugar  con- 
centration. 

Stunkard,  Van  Itallie,  and  Reiss®®®  showed 
that  glucagon  inhibits  gastric  motility  and 
decreases  the  sense  of  hunger  in  man,  and 
Schulman  et  af.®®®  produced  a decrease  in 
appetite  and  caloric  intake  in  subjects  re- 
ceiving intramuscular  glucagon  prior  to  meals. 
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Toxicity 

Many  patients  receiving  glucagon  com- 
plain of  anorexia,  nausea,  and  in  some  cases 
vomiting.®®’®^  One  patient  receiving  a 
prolonged  infusion  of  glucagon  sustained  a 
convulsion,  although  his  venous  blood  sugar 
was  130  mg.  per  100  ml.  at  that  time,^® 
and  one  patient  who  was  given  glucagon 
intravenously  to  terminate  insulin  coma 
went  into  shock  in  what  seems  to  have  been 
a hypersensitivity  reaction.  Otherwise  no 
toxicity  has  been  reported  from  the  use  of 
this  hormone. 

Clinical  Applications 

Glucagon  has  been  used  to  terminate 
insulin  coma  in  psychiatric  patients^®®  and 
as  therapy  in  diabetic  patients®®^’®®®  who 
have  received  too  much  insulin.  The 
promptness  of  response,  ease  of  admin- 
istration, lack  of  an  extreme  hyperglycemic 
change,  and  the  use  of  the  patient’s  own 
glycogen  stores  are  attractive  features  of 
this  form  of  therapy. 

The  treatment  of  patients  with  rheu- 
matoid arthritis  with  prolonged  infusions 
of  glucagon  has  been  reported  to  induce  a 
transient  decrease  in  joint  pain,  a decrease 
in  joint  fluid,  and  increased  joint  mobil- 
ity.®®’®® These  improvements  last  only  as 
long  as  glucagon  is  administered.  The 
increased  rate  of  excretion  of  urinary 
nitrogen  occurring  in  such  subjects  suggests 
that  protein  catabolism  is  somehow  in- 
volved in  this  response. 

Glucagon  has  been  used  successfully  to 
retard  the  growth  of  various  experimental 
animal  neoplasms,  the  greatest  effect  occur- 
ring when  glucagon  and  insulin  are  used 
concurrently.  ^®®  Hypoglycemic  episodes 
secondary  to  the  dissemination  of  a malig- 
nant islet  cell  adenoma  were  controlled  by 
glucagon  over  a two-and-one-half-month 
period  in  one  case  reported  by  Landau, 
Levine,  and  Hertz.  ^®® 

Summary 

Glucagon  is  probably  secreted  by  the 


alpha  cells  of  the  pancreas.  Stimulation  of 
hepatic  glycogenolysis  is  its  best  defined 
action,  although  many  extrahepatic  effects 
have  been  reported  in  the  last  ten  years. 
Relationship  of  glucagon  secretion  to  the 
pituitary  gland,  the  existence  of  a clinically 
manifest  glucagon  deficiency  state,  and  its 
etiologic  role  in  diabetes  mellitus  are 
problems  that  require  further  study.  Clin- 
ically, glucagon  has  been  used  as  a diag- 
nostic test  of  liver  function  and  in  the 
treatment  of  various  hypoglycemic  states. 
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Circulatory  Overload 


Y^^hen  proper  methods  are  employed  to 
~ * prevent  blood  incompatibilities,  cir- 
culatory overload  may  well  be  the  most 
common  cause  of  death  from  blood  trans- 
fusions. In  acute  hemorrhage  there  is 
little  correlation  between  the  amount  of 
blood  lost  and  the  changes  in  the  hema- 
tocrit, hemoglobin,  red  cell  count,  or 
plasma  protein  concentration.  Perhaps 
blood  volume  determinations  could  and 
should  be  more  generally  used,  but  that  in 
j itself  would  not  answer  the  question.  The 
I difficulty  may  be  in  the  fact  that  one  does 
j not  know  what  the  normal  blood  volume  is 
I in  a given  case. 


I Case  Report 

) This  sixty-eight-year-old  male  had  a duodenal 


I Presented  and  discussed  at  a conference  held  at 
I Bellevue  Hospital,  New  York  City,  November  7,  1960. 
Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  every  month. 
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ulcer  for  the  past  twenty-four  years.  Seven 
years  prior  to  this  admission  he  was  treated  for  a 
bleeding  ulcer.  At  this  time  he  had  black,  tarry 
stools,  and  he  vomited  dark  blood.  His  hemo- 
globin was  8.7  Gm.  per  100  ml.  and  pulse  rate 
100  beats  per  minute.  The  arterial  blood  pres- 
sure was  found  to  be  220  mm.  Hg  systolic  and 
130  mm.  Hg  diastolic.  He  had  been  taking  re- 
serpine  for  the  past  three  years.  His  chest  was 
clear  on  examination.  He  was  also  posthemi- 
plegic, having  had  a cerebrovascular  accident  in 
1955.  A soft,  systolic  Grade  II  murmur  was  re- 
vealed at  the  apex.  An  electrocardiogram  showed 
a left  axis  deviation,  and  the  cardiac  rate  was  150 
beats  per  minute.  Digitalization  prior  to  sur- 
gery with  lanatoside  C (Cedilanid)  was  attempted. 

The  patient  came  to  surgery  for  emergency 
subtotal  gastrectomy.  No  premedication  was 
given.  On  auscultation,  shght  wheezing  through- 
out his  chest  was  noted  when  he  arrived  in  the 
operating  room.  A Levin  tube  drainage  was 
slightly  brownish  in  color.  He  was  receiving  his 
fourth  pint  of  blood.  His  blood  pressure  at  this 
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time  was  200/120  and  his  pulse  rate  145  beats 
per  minute. 

Anesthesia  was  induced  in  the  patient  with  50 
mg.  of  thiopental  sodium  and  oxygen-cyclopro- 
pane. An  endotracheal  tube  was  inserted.  His 
blood  pressure  was  180/120  and  his  pulse  rate 
150  beats  per  minute.  His  respirations  appeared 
somewhat  labored.  Wheezing  gradually  became 
more  pronounced.  Atropine  0.2  mg.  was  given 
intravenously,  and  a suction  catheter  was  passed 
through  the  endotracheal  tube.  There  was  no 
obstruction  to  this  maneuver,  and  secretions 
were  scant.  The  anesthesia  was  changed  to 
nitrous  oxide-oxygen  and  ether.  There  was  no 
improvement,  and  his  respirations  became  in- 
creasingly labored.  Sibilant  and  sonorous  rales 
were  heard  throughout  the  lungs.  The  suction 
catheter  was  again  inserted,  and  some  frothy 
fluid  was  obtained.  A mild  cyanosis  was  ap- 
parent. The  anesthesia  was  discontinued,  and 
the  patient  was  immediately  treated  for  pul- 
monary edema.  The  blood  transfusions  were  dis- 
continued. The  venous  pressure  in  the  arm 
vein  was  260  cm.  water.  He  was  given  two  addi- 
tional doses  of  lanatoside  C 0.4  mg.  intra- 
venously, and  tourniquets  were  applied  to  his 
extremities.  Positive  pressure  oxygen  was  ad- 
ministered for  a brief  period.  Almost  immedi- 
ately the  patient  improved.  His  respirations  be- 
came easier,  wheezing  and  rales  diminished,  and 
he  began  to  recover  from  anesthesia.  Since  sur- 
gery had  not  been  begun  and  bleeding  from  his 
ulcer  had  stopped,  it  was  decided  to  postpone 
surgery. 

Two  days  later,  after  improvement,  the  pa- 
tient began  to  bleed  again.  He  was  taken  to  sur- 
gery for  emergency  gastrectomy  which  he  with- 
stood fairly  well  and  without  incident. 

Comment 

Asthma  is  the  only  condition  likely  to 
cause  confusion  in  the  chnical  picture  of 
circulatory  overloading.  Patients  with  this 
condition  develop  respiratory  difficulty, 
cyanosis,  and  the  sputum  becomes  frothy 
and  blood-tinged.  The  venous  pressure  is 
elevated  and  the  lungs  filled  with  sibilant 
and  sonorous  rales. 

The  diagnosis  of  over-transfusion  is  con- 
firmed by  definite  symptomatic  improve- 
ment and  lessening  of  rales  within  five 


minutes  after  the  application  of  tourniquets 
on  the  extremities.  ^ 

It  is  difficult  to  state  whether  this  cardiac 
patient  had  been  given  too  much  blood  or  if 
blood  was  administered  too  rapidly.  Never- 
theless, he  had  received  almost  2,000  ml.  of 
whole  blood  before  surgery.  On  his  arrival 
in  the  operating  room,  two  facts  were 
apparent.  His  ulcer  had  stopped  bleeding, 
and  his  previously  clear  chest  exhibited 
wheezing  and  moist  rales.  The  over- 
enthusiastic  use  of  blood  in  this  patient,  who 
had  stopped  bleeding,  in  an  attempt  to  pre- 
pare him  for  surgery  precipitated  pulmonary 
edema  which  became  worse  after  the 
induction  of  anesthesia.  Good  judgment 
was  used  in  postponing  surgery  at  this 
time  since  his  bleeding  had  stopped. 

The  problem  of  patients  on  prolonged  use 
of  reserpine  prior  to  surgery  also  presented 
itself.  One  can  discontinue  reserpine  and 
postpone  elective  surgery  for  from  ten  to 
fourteen  days,  but  this  cannot  be  done  in 
emergencies.  Under  such  circumstances  it 
is  best  to  give  such  patients  a large  dose  of 
atropine  as  premedication  and  avoid  spinal 
anesthesia.  Eger  and  Hamilton^  found 
that  in  dogs  epinephrine,  norepinephrine, 
phenylephrine,  and  methoxamine  were  found 
to  remain  effective  as  vasopressors  following 
reserpine  administration  and  suggested  their 
use  in  such  cases.  At  present,  it  is  difficult 
to  determine  what  role,  if  any,  reserpine 
played  in  this  case. 

When  large  volumes  of  fluid  at  a rapid 
rate  are  necessary,  repeated  auscultation 
of  the  chest  and  gross  determination  of 
venous  pressure  should  be  performed.  If 
rales  appear  or  veins  of  the  neck  become 
distended  and  tense,  the  patient  may  have 
received  too  much  blood. 
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A Cardiac  Diagnostic 


Protocol 

A twenty-seven-year-old  white  male 
American  missionary  was  admitted  directly 
to  St.  Vincent’s  Hospital  from  Idlewild  Air- 
port after  a flight  from  Sao  Paulo,  Brazil. 
Four  weeks  before,  while  in  an  outlying  vil- 
lage of  his  jungle  mission,  he  had  noted  pro- 
gressive painless  swelling  of  his  right  eye. 
Three  days  later  he  noticed  the  onset  of 
malaise  and  low-grade  fever.  These  symp- 
toms persisted,  but  he  continued  his  work. 
After  ten  days  severe  headaches,  chills, 
soaking  sweats,  and  muscle  aches  began. 
He  attributed  these  symptoms  to  malaria 
and  remained  at  rest.  One  week  prior  to 
admission  he  became  aware  of  dyspnea, 
oppressive  feelings  in  his  chest,  palpita- 
tions, and  swelling  of  his  ankles.  His  su- 
periors were  notified  and  he  was  airlifted  to 
Sao  Paulo  and  then  to  New  York. 

Physical  Examination. — The  patient 
was  an  acutely  ill,  febrile,  diaphoretic, 
dyspneic  white  male.  The  blood  pressure 
was  90/75  mm.  Hg;  pulse,  120  beats  per 


minute;  respirations,  40  per  minute;  and 
temperature,  102  F.  An  examination  of  the 
head  revealed  a marked  painless  swelling  of 
the  right  periorbital  region.  The  conj  unctiva 
on  the  right  was  injected.  Cervical  and  pre- 
auricular  adenopathy  was  present  on  the 
right.  The  heart  was  enlarged.  Cardiac 
dullness  extended  to  the  anterior  axillary 
line.  The  rhythm  was  regular  with  occa- 
sional premature  beats.  The  heart  sounds 
were  of  poor  quality.  The  second  sound  was 
split  at  the  base.  A soft  apical  systolic 
murmur  was  heard  along  the  left  sternal 
border.  There  was  dullness  at  the  lung 
bases  bilaterally.  Fine  moist  rales  were  pres- 
ent and  were  heard  in  both  lower  lung  fields. 
The  liver  extended  4 cm.  below  the  costal 
margin.  There  was  3 plus  pitting  edema  of 
the  lower  extremities.  Several  excoriated 
papules  were  observed  on  the  face,  forearms, 
and  hands.  A laboratory  examination 
showed  essentially  negative  results  except 
for  a white  blood  cell  count  of  17,000  with  50 
per  cent  lymphocytes.  Alultiple  malarial 
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smears  gave  negative  findings. 

The  chest  roentgenograms  showed  marked 
generalized  cardiac  enlargement  and  in- 
creased hilar  vascular  markings.  The  elec- 
trocardiogram was  interpreted  as  showing  a 
first  degree  heart  block,  right  bundle  branch 
block,  with  inverted  T waves  in  leads  I,  II, 
a VI  and  in  V4,  Vs,  and  Ve.  Frequent  prema- 
ture ventricular  contractions  were  present. 


Course. — The  patient  received  immediate 
therapy  for  congestive  heart  failure.  The 
temperature  remained  elevated.  A diastolic 
gallop  rhythm  developed  on  the  second  hos- 
pital day.  Despite  medication  there  was  no 
clinical  improvement.  On  the  third  day  a 
heart  rate  of  36  per  minute  was  noted. 
Several  hours  later  the  patient  expired 
suddenly. 


(Elucidation  will  be  found  on  page  800) 
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CASE  REPORTS 


Thrombocytopenia  with  Marked  Reduction  of  Megakaryocytes  in 
a Patient  with  Lymphosarcoma- Leukemia ^ Treated  by  Splenectomy 


GEORGE  L.  SHEEHAN,  M.D.,  AND  JOSEPH  E.  SOKAL,  M.D.,  BUFFALO,  NEW  YORK 
{Division  of  Medicine,  Roswell  Park  Memorial  Institute) 


ONE  of  the  many  complications  which  may 
occur  during  the  course  of  lymphosarcoma 
and  chronic  lymphocytic  leukemia,  as  well  as  in 
the  other  lymphomas,  is  the  syndrome  known  as 
hypersplenism.  A definition  of  hypersplenism  as 
advanced  by  Sturges^  is  “A  mechanism  due  pri- 
marily to  an  abnormal  activity  of  the  spleen 
arising  from  unknown  causes,  which  results  in  a 
reduction  in  number  of  one  or  more  of  the  cellular 
elements  of  the  circulating  blood,  thereby  causing 
an  anemia,  thrombocytopenia,  or  neutropenia, 
or  a combination  of  these  conditions.  In  all 
instances  the  bone  marrow  is  hyperplastic,  and 
prompt  and  permanent  recovery  frequentlj^ 
follows  a complete  removal  of  all  splenic  tissue.” 
There  is  no  unanimity  of  opinion  among  the 
various  authorities  regarding  the  pathologic 
mechanisms  involved  in  hypersplenism.  Doan 
and  his  associates^'®  believe  that  there  is  a specific 
sequestration  of  the  cellular  types  affected  within 
the  splenic  pulp  and  consider  the  increase  in  the 
corresponding  marrow  precursor  to  be  a com- 
pensatory phenomenon.  Dameshek,'*  on  the 
other  hand,  believes  that  the  hyperactive  spleen 
exerts  an  inhibitory  effect  on  the  maturation 
and  release  of  cells  from  the  bone  marrow  through 
a humoral  agent  as  yet  unidentified.  He  views 
hypersplenism  as  an  exaggeration  of  normal 
splenic  control  over  bone  marrow  activity. 
This  splenic  inhibition  may  affect  one  cell  type 
more  than  another,  or  may  result  in  pancyto- 
penia. Others  have  proposed  that  the  basic 
abnormality  consists  of  the  elaboration  of  auto- 
antibodies against  individual  cell  types.®'®  Pre- 
sumably, cells  sensitized  through  the  action  of 
such  autoantibodies  would  be  destroyed  in  the 
spleen.  Improvement  after  splenectomy  is  at- 


tributed to  two  factors:  removal  of  an  antibody- 
producing  site  and  removal  of  the  organ  de- 
stroying the  sensitized  cells.  All  authorities 
agree  that  the  bone  marrow  in  hypersplenism  is 
typically  hypercellular  or  at  least  shows  normal 
cellularity. 

In  many  instances  of  suspected  hypersplenism 
associated  with  lymphosarcoma  and  chronic 
leukemia,  we  have  been  unable  to  demonstrate 
hypercellular,  or  even  normally  cellular,  bone 
marrow  with  respect  to  the  cell  type  deficient  in 
the  peripheral  blood.  The  bone  marrow  findings 
in  these  entities  are  influenced  by  several  factors, 
the  most  important  of  which  are  an  invasion  of 
the  marrow  by  malignant  cells  and  the  effects  of 
previous  treatment  by  irradiation  and/ or  chemo- 
therapy. The  majority  of  our  patients  eventu- 
ally have  not  only  splenomegaly,  but  hepa- 
tomegaly as  well.  These  conditions  may  appear 
long  before  the  death  of  the  patient.  When 
anemia,  leukopenia,  or  thrombocytopenia  de- 
velops, it  then  becomes  of  the  utmost  importance 
to  determine,  if  possible,  the  causative  mecha- 
nism. Numerous  diagnostic  technics  are  avail- 
able to  enable  us  to  arrive  at  some  reasonable 
conclusion  concerning  the  mechanism  involved. 
These  technics  include  a bone  marrow  aspiration 
and  a biopsy,  a splenic  aspiration,  a determina- 
tion of  chromium-51 -labeled  red  cell  survival 
time  and  sequestration  in  the  spleen,  a search  for 
auto-immune  antibodies,  an  evaluation  of 
erythropoiesis  by  reticulocyte  counts  and  iron-59 
studies,  and  a determination  of  serum  bilirubin 
values  and  fecal  urobilinogen  excretion. 

The  rapid  appearance  of  thrombocytopenia 
and  hemorrhagic  tendencies  in  1 of  our  patients 
with  the  lymphosarcoma-leukemia  complex  pre- 


March  1,  1961 


791 


SHEEHAN  AND  SOKAL 


seated  us  with  tlie  problems  of  attempting  to 
determine  the  causative  mechanism  and  of  in- 
stituting appropriate  therapy. 

Case  Report 

A forty-four-year-old  white  male  was  admitted 
to  the  Roswell  Park  Memorial  Institute  on 
July  19,  1956,  because  of  a gradually  enlarging 
adenopathy  in  the  neck.  In  December,  1955, 
after  a routine  annual  physical  examination,  the 
patient  was  informed  that  he  had  generalized 
lymphadenopathy.  Prior  to  this,  he  had  not 
noticed  any  glandular  involvement.  In  April, 
1956,  an  inguinal  node  biopsy  at  another  hospital 
revealed  a histologic  picture  consistent  with 
lymphosarcoma  or  lymphocytic  leukemia.  The 
patient  had  received  no  specific  treatment  prior 
to  admission.  A paternal  aunt  had  had  car- 
cinoma of  the  rectum.  One  brother  died  of 
leukemia  at  age  forty-five.  The  patient’s  past 
history  was  unremarkable. 

On  admission  the  vital  signs  indicated  normal 
findings.  Enlarged,  soft,  movable,  and  non- 
tender lymph  nodes  were  present  bilaterally  in 
the  submaxillary,  cervical,  axillary,  epitrochlear, 
and  inguinal  regions.  The  liver  and  spleen  were 
not  palpable.  A chest  x-ray  film  showed  a small 
bilateral  hilar  adenopathy. 

The  patient’s  hemoglobin  was  15.2  Gm.  per 
100  ml.,  and  his  hematocrit  was  43.  The  wliite 
blood  cell  count  was  16,500  with  42  per  cent 
neutrophils  and  58  per  cent  lymphocytes.  The 
platelet  count  was  106,000  per  cubic  millimeter. 
Direct  and  indirect  Coomb’s  tests  yielded  nega- 
tive results.  The  blood  uric  acid  was  6.1  mg., 
the  blood  glucose  was  101  mg.,  and  the  non- 
protein nitrogen  was  29  mg.  per  100  ml. 

A bone  marrow  aspiration  obtained  from  the 
sternum  showed  normal  cellularity,  an  increased 
number  of  normoblasts,  and  a slight  increase  in 
the  number  of  lymphocytes.  The  chnical  diag- 
nosis was  lymphosarcoma. 

Because  of  discomfort  in  the  cervical  area  from 
lymph  node  enlargement,  the  patient  was  treated 
with  chlorambucil  in  6 to  8 mg.  daily  doses  for  a 
total  of  300  mg.  in  forty-two  days.  No  lymph 
node  regression  was  observed.  The  blood  exami- 
nation at  the  termination  of  chlorambucil 
therapy  revealed  the  following:  hemoglobin, 

14.8  Gm.  per  100  ml.;  white  blood  cell  count, 
6,.500,  with  56  per  cent  neutrophils,  38  per  cent 
lymphocytes,  and  6 per  cent  monocytes;  and 
platelet  count.  186.000  per  cubic  milhmeter. 


To  relieve  continued  symptoms  of  discomfort 
and  pressure  from  the  enlarged  cervical  nodes,  a 
course  of  steroid  therapy  was  administered. 
Prednisone  was  given  in  daily  doses  of  45  mg.  for 
three  weeks,  then  in  doses  of  20  to  30  mg.  daily 
for  three  months.  At  the  end  of  three  and  one- 
half  months  of  steroid  therapy,  no  significant 
hematologic  changes  were  observed,  but  a moder- 
ate decrease  in  adenopathy  occurred.  In  Febru- 
ary, 1957,  because  of  a recurrent  enlargement  of 
the  cervical  nodes,  250  kilovolts  of  irradiation 
were  apphed  to  the  right  cervical  area  for  a to- 
tal dose  of  2,400  r in  12  treatments.  This  re- 
sulted in  a significant  regression  of  the  adenop- 
athy. The  blood  examination  at  the  completion 
of  irradiation  therapy  revealed  a hemoglobin  of 
16  Gm.  per  100  ml.,  a white  cell  count  of  12,250 
per  cubic  millimeter  with  59  per  cent  neutrophils 
and  41  per  cent  lymphocytes,  and  a platelet 
count  of  182,000  per  cubic  millimeter. 

In  August,  1958,  two  years  after  admission, 
the  patient’s  spleen  was  palpable  for  the  first 
time.  Deafness  and  dysphagia  had  developed 
recently.  An  examination  of  the  nasopharynx 
revealed  masses  of  lymphoid  tissue  along  the 
left  base  of  the  tongue  and  the  lateral  pharyngeal 
wall,  extending  into  the  posterior  phar}mx  and 
nasopharynx.  The  hematologic  examination  at 
this  time  revealed  a hemoglobin  of  13.8  Gm.  per 
100  ml.,  a white  cell  count  of  13,000  per  cubic 
milhmeter  with  12  per  cent  neutrophils  and  88  per 
cent  lymphocytes,  and  a platelet  count  of  230,000 
per  cubic  millimeter.  Roentgen  radiation  was 
administered  to  the  upper  cervical  and  naso- 
pharyngeal areas  bilaterally,  dehvering  a tumor 
dose  of  1,750  r via  opposed  lateral  facial  ports 
over  a period  of  fifteen  days.  About  one  month 
later,  because  of  the  recurrence  of  deafness,  addi- 
tional irradiation  therapy  to  the  nasopharyngeal 
region  was  given  with  a total  tumor  dose  of  1,000 
r.  At  this  time  symptoms  of  fatigue  and  exces- 
sive perspiration  were  present.  The  white  blood 
cell  count  was  20,000  with  88  per  cent  lympho- 
cytes. The  picture  now  was  one  of  chronic 
leukemia.  A second  course  of  chlorambucil  was 
administered  with  a total  dose  of  336  mg.  over  a 
seven-week  period.  Chlorambucil  was  discon- 
tinued on  December  10,  1958.  At  this  time  both 
the  liver  and  the  spleen  were  palpable.  During 
the  following  week  four  small  areas  of  ecchymosis 
developed  on  the  thighs,  and  the  patient’s 
platelet  count  on  one  occasion  dropped  to  62,500 
per  cubic  millimeter.  On  January  8,  1959,  the 


792 


New  York  State  J.  Med. 


THROMBOCYTOPENIA  WITH  MARKED  REDUCTION  OF  MEGAKARYOCYTES 


Fig.  1.  Hematologic  course  of  patient  from  January  8,  1959,  to  September  3,  1959. 


hemoglobin  was  8.6  Gm.  per  100  ml.  Previous 
treatment  with  chlorambucil  and  irradiation  was 
considered  a possible  cause  of  the  decrease  in 
hemoglobin  and  the  platelet  count.  However, 
because  of  the  appearance  of  new  areas  of  ecchy- 
mosis,  prednisone  was  given  in  daily  doses  of  30 
mg.,  beginning  on  January  8,  1959.  The  chro- 
mium-51  erythrocyte  half-life,  while  on  steroid 
therapy,  was  27.5  days  (normal,  twenty-five  to 
forty  days).  An  external  body  scanning  by  the 
technic  of  Jandl  et  aU  revealed  no  evidence  of 
splenic  sequestration  of  chromium-51-labeled  red 
cells.  On  February  5,  1959,  a sternal  bone  mar- 
row aspiration  was  performed.  This  revealed  a 
normal  myeloid-erythroid  ratio.  Most  of  the 
cells  were  of  the  lymphocytic  series  and  were  of  a 
mature  variety  compatible  with  lymphosarcoma. 
The  number  of  megakaryocytes  was  normal. 

Figure  1 illustrates  this  patient’s  hematologic 
course  from  January  8,  1959,  to  September  3, 
1959.  During  two  months  of  therapy  with  30 
mg.  of  prednisone  daily,  a definite  elevation  of 
platelets  to  252,000  per  cubic  millimeter  and  a 
gradual  increase  in  hemoglobin  to  11.2  Gm.  per 
100  ml.  occurred.  Beginning  on  March  11, 
1959,  a decrease  in  the  dose  of  prednisone  re- 
sulted in  a decline  in  platelets  to  102,000  per 
cubic  millimeter.  The  relatively  small  doses  of 
prednisone  administered  during  May  and  June 
probably  had  no  effect  on  his  clinical  or  h(>mato- 
logic  course.  No  significant  change  in  the  white 


cell  count  occurred  during  this  interval. 

On  August  25,  1959,  it  was  found  that  the 
patient’s  liver  and  spleen  were  increasing  in  size. 
He  complained  of  excessive  fatigue  and  sweating. 
His  platelet  count  was  72,500  per  cubic  milli- 
meter, and  his  hemoglobin  was  11  Gm.  per  100 
ml.  On  September  3 the  patient  reported  a 10- 
pound  weight  loss  in  seven  days  and  a marked 
increase  in  symptoms.  Generalized  petechiae  of 
the  skin  and  the  mucous  membranes  were  seen 
and  he  had  several  small  ecchymoses.  The 
spleen  extended  7 cm.  and  the  liver  extended  8 
cm.  below  the  costal  margin  in  the  midclavicular 
lines.  The  hemoglobin  was  8.6  Gm.  per  100 
ml.,  the  platelet  count  was  7,500  per  cubic 
millimeter,  and  the  white  blood  cell  count  was 
33,000  per  cubic  millimeter.  The  patient’s 
condition  appeared  to  be  critical  from  the  stand- 
point of  bleeding,  and  he  was  hospitalized.  The 
treatment  consisted  of  daily  transfusions  of  fresh 
whole  blood,  collected  and  administered  through 
a nonwettable  plastic  system,  and  prednisone 
in  100  mg.  daily  doses.  The  patient’s  course 
during  this  hospitalization  is  shown  in  Figure  2. 
No  improvement  in  his  platelet  count  and  no 
control  of  his  bleeding  were  obtained.  The 
patient  had  severe  epistaxes,  gross  hematuria, 
and  gastrointestinal  bleeding.  His  hemoglobin 
was  maintained  at  a level  of  approximately  6 to  7 
Gm.  per  100  ml.  by  repeated  transfusions.  On 
one  occasion  his  platelet  count  dropped  to  5,000 
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per  cubic  millimeter.  On  the  eighth  hospital 
day,  intravenous  ACTH  treatment  was  started. 
The  patient  received  daily  eight-hour  infusions  of 
80  mg.  of  ACTH.  Prednisone  was  continued  in 
daily  doses  of  60  mg.  Bleeding  stopped  on  the 
eleventh  hospital  day.  Transfusions  were  con- 
tinued, and  his  hemoglobin  level  increased  to 
14  Gm.  per  100  ml.  During  the  initial  period  of 
steroid  therapy,  the  white  cell  count  rose  to 
180,000  per  cubic  millimeter.  Later  the  white 
cell  count  dropped  to  100,000,  and  finally  it 
dropped  to  30,000  per  cubic  millimeter. 

E.xtensive  studies  of  blood  coagulation  factors 
iT'vealed  a borderline  fibrinogen  concentration  of 
168  mg.  per  milliliter  as  the  only  abnormality. 
'I'lirough  the  courtesy  of  W.  .1.  Harrington,  M.D., 
of  Washington  University,  St.  Louis,  Missouri, 
the  blood  of  our  patient  was  investigated  for  the 
presence  of  platelet  agglutinins.  None  were 
found. 

On  September  9 a sternal  bone  marrow  bioi>sy 
with  a Turkel  needle  showed  no  megakaryocytes. 


A marrow  aspiration  on  September  18  revealed 
that  approximately  90  per  cent  of  the  cells  be- 
longed to  the  lymphoid  series.  The  remaining 
10  per  cent  were  red  cells  or  reticulocytes.  No 
megakaryocytes  were  seen.  On  September  18 
a surgical  bone  marrow  biopsy  was  obtained.  A 
histologic  examination  of  this  material  after 
decalcification  showed  that  90  per  cent  of  the 
cells  belonged  to  the  lymphocytic  series.  No 
megakaryocytes  were  seen. 

Although  bleeding  had  stopped  during  therapy 
with  ACTH,  prednisone,  and  fresh  blood  trans- 
fusions, the  patient’s  condition  obviously  was 
still  grave.  The  platelet  count  remained  at 
critically  low  levels,  and  a recurrence  of  hemor- 
rhage seemed  imminent.  Although  the  usual 
diagnostic  feature  of  hypersplenism  (that  is, 
normal  or  hypercellular  bone  marrow)  was  not  t 
present,  it  was  decided  to  perform  splenectomy 
in  the  hope  of  improving  the  thrombocytopenia. 

We  were  emtouraged  in  this  decision  by  reports  of 
unusual  cases  in  which  splenectomy  proved 
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effective  in  severe  anemia  or  thrombocj'^topenia 
despite  a marked  diminution  of  the  respective 
precursor  cells  in  the  bone  marrow.*-®  Fresh 
blood  transfusions  and  ACTH  were  continued. 
Prednisone  was  replaced  by  intravenous  hydro- 
cortisone, and  fibrinogen  was  administered 
preoperatively.  An  uneventful  splenectomy  was 
carried  out  on  September  23,  1959.  A liver 
biopsy  was  also  obtained.  No  significant  change 
in  platelets  occurred  until  the  ninth  postoperative 
day  when  a platelet  count  of  70,800  per  cubic 
millimeter  was  reported.  In  the  following  six 
days,  there  occurred  a rapid  increase  of  platelets 
to  240,000  per  cubic  millimeter.  ACTH  and 
steroids  were  withdrawn  gradually.  On  October 
7 a bone  marrow  biopsy  showed  scattered  mega- 
karyocytes. Bleeding  did  not  recur,  and  the 
patient  was  discharged  on  October  9.  The 
pathologic  report  was:  "Approximate  weight  of 
spleen  is  1,200  Gm.  Infiltration  by  lymphoid 
tumor  cells  which  are  round  and  contain  hyper- 
chromatic  nuclei  and  scanty  c3d,oplasm  is  present. 
They  are  grouped  in  a diffuse  manner  in  many 
areas  of  the  organ.  No  evidence  of  platelet 
thrombi  or  aggregates  of  platelets  is  observed  in 
the  sinusoids  of  the  spleen.  No  splenic  infarc- 
tion is  present.  No  histologic  evidence  to  sug- 
gest phagocytosis  is  seen  in  the  spleen.  In  the 
liver  the  portal  spaces  and  sinusoids  are  infiltrated 
in  a similar  manner  as  in  the  spleen.” 

On  December  2 a follow-up  bone  marrow  biopsy 
showed  a moderate  number  of  megakaryocytes 
within  lymphocj'tic  leukemic  infiltration.  The 
patient’s  platelet  count  remained  within  normal 
limits  during  this  interval. 

Comment 

The  initial  diagnosis  in  this  case  was  lymphosar- 
(;oma.  When  hepatosplenomegaly  appeared, 
the  bone  marrow  and  the  peripheral  blood 
findings  were  those  of  chronic  leukemia.  The 
classification  of  such  cases  is  still  controversial. 
Terms  such  as  “lymphosarcoma  cell  leukemia”*® 
and  “leukosarcoma”**  have  been  applied  to 
these  cases.  However,  Wintrobe*®  doubts 
whether  any  fundamental  difference  exists  be- 
tween this  type  of  disease  and  chronic  lym- 
phocytic leukemia. 

Prior  to  August,  1959,  the  patient’s  course  was 
not  an  unusual  one.  Local  manifestations  in  the 
neck  and  na.sopharynx  were  better  controlled  by 
irradiation  therapy  than  by  chlorambucil  or 
prednisone.  Anemia  and  thrombocytopenia  were 


first  noted  in  January,  1959,  after  the  patient 
had  received  .several  courses  of  x-ray  therapy  and 
336  mg.  of  chlorambucil.  It  was  uncertain 
whether  his  improvement  during  the  next  two 
months  was  spontaneous  or  was  attributable  to 
the  prednisone  therapy  initiated  in  Januar}-. 
When  the  flose  of  prednisone  was  reduced  in 
March,  the  rather  prompt  decrease  in  the  platelet 
count  favored  the  latter  hypothesis.  No  effect 
on  the  white  count  was  seen  with  moderate  doses 
of  predni.sone.  However,  when  the  patient 
was  given  100  mg.  of  prednisone  per  day  in  an 
attempt  to  control  his  thrombocytopenic  purpura 
(September,  1959),  the  white  cell  count  rose 
sharply  from  33,000  to  180,000.  This  effect  of 
large  doses  of  adrenal  steroids  has  been  seen  by 
us  in  a few  cases  of  chronic  lymphocytic  leukemia 
and  has  been  described  by  others.  Rosenthal 
et  alA^  believe  that  this  is  a result  of  increased 
delivery  of  lymphocytes  into  the  peripheral 
blood  from  various  tissues  and  organs  infiltrated 
with  these  cells. 

During  the  first  week  of  hospitalization  major 
hemorrhagic  manifestations  were  not  controlled 
by  large  doses  of  prednisone  and  daily  trans- 
fusions of  fresh  blood.  On  the  third  day  of 
intravenous  ACTH  therapy,  however,  bleeding 
ceased.  It  is  impossible  to  say  whether  this 
represented  a specific  effect  of  ACTH  not  shared 
by  prednisone,  or  whether  bleeding  would  have 
stopped  had  prednisone  alone  been  continued 
for  an  additional  three  days. 

It  is  of  interest  that  the  cessation  of  hemor- 
rhage was  not  associated  with  any  rise  in  the 
platelet  count.  Similar  experiences  have  been 
reported  by  others.*^"*®  This  effect  may  be  due 
to  changes  in  blood  coagulability,  a decrease 
in  capillary  fragility,  or  other  unknown  factors. 
Greene,  Faloon,  and  Lozner*^  have  presented 
evidence  that  ACTH  therapy  results  in  increased 
capillary  resistance  in  patients  with  thrombo- 
cytopenic purpura,  although  no  rise  in  the 
platelet  count  occurs.  Cosgriff,  Diefenbach, 
and  Vogt‘S  reported  increased  coagulability  of 
the  blood  after  the  administration  of  large  doses 
of  ACTH  to  patients  with  sarcoidosis,  dissemi- 
nated lupus,  pulmonary  fibrosis,  and  uveitis. 
No  consistent  change  in  prothrombin  or  fibrino- 
gen content  of  the  blood  was  observed  by  these 
investigators,  and  they  were  unable  to  define 
the  mechanism  of  this  increase  in  blood  coagu- 
lability. 

ddie  most  unusual  fcature  of  our  case  was  the 
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dramatic  response  to  splenectomy  despite  the 
facts  that  the  preoperative  marrow  examinations 
revealed  marked  diminution  in  megakaryocytes, 
and  that  steroid  and  ACTH  therapy  failed  to 
induce  a rise  in  the  platelet  count.  A bone 
marrow  aspiration  may  occasionallj"  .\ield  in- 
accurate results.  However,  the  deficiency  of 
megakaryocjdes  in  this  case  was  confirmed  by 
surgical  marrow  biopsy.  No  platelet  agglutinins 
were  found  in  the  patient’s  serum.  There  was 
no  change  in  the  degree  of  leukemic  infiltration 
of  the  bone  marrow  after  splenectomy,  and  so  his 
improvement  cannot  be  attributed  to  a remission 
of  the  leukemic  process.  The  diagnosis  of  hy- 
persplenism  is  ordinarily  not  made  unless  at 
least  normal  numbers  of  precursor  cells  are  seen 
in  the  bone  marrow.  In  fact,  a hypoplastic 
marrow  is  considered  by  some  physicians  to  be  a 
contraindication  to  splenectomy.  Furthermore, 
the  therapeutic  effect  of  splenectomy  usually 
correlates  well  with  the  preoperative  response  to 
steroid  or  ACTH  therapy.  Nonetheless,  the 
response  to  splenectomy  was  unequivocal  in  this 
case.  If  the  proof  of  the  pudding  is  in  the 
eating,  this  patient  had  “hypersplenism!” 

There  have  been  several  reports  of  cases  in 
which  severe  peripheral  cytopenia  was  corrected 
by  splenectomy,  although  the  corresponding 
marrow  elements  were  absent  or  greatly  de- 
creased.*-®’These  reports  have  been  prin- 
cipally cases  of  “aplastic  anemia”;  however, 
this  phenomenon  has  been  observed  with  throm- 
bocytopenia as  well.*’®  The  conclusion  appears 
unavoidable  that  such  cases,  like  ours,  represent 
e.xamples  of  severe  bone-marrow  inhibition  by 
the  spleen  resulting  in  an  actual  loss  of  bone 
marrow  elements.  The  nine-day  delay  after 
splenectomy  before  platelets  began  to  increase 
in  our  patient’s  peripheral  blood  is  in  keeping 
with  the  bone  marrow  findings.  This  delay 
supports  the  conclusion  that  we  were  dealing  with 
an  actual  decrease  in  the  number  of  megakaryo- 
cytes rather  than  an  inhibition  of  platelet  dehvery 
to  the  circulating  blood  or  a splenic  destruction 
of  platelets.  If  an  inhibition  of  platelet  delivery 
or  a splenic  destruction  had  occurred,  an  im- 
mediate rise  in  peripheral  platelet  count  would 
have  been  expected,  as  in  the  usual  cases  of 
splenic  thrombocytopenia.®* 

We  were  unable  to  identify  the  mechanism  of 
the  splenic  inhibition  of  platelet  production  in 
this  case.  The  failure  to  demonstrate  platelet 
agglutinins  in  the  patient’s  serum  on  one  oc- 


casion does  not  rule  out  the  possibilit}'  that  his 
spleen  may  have  been  producing  an  antibody 
directed  against  megakaryocytes  or  platelets. 
Platelet  agglutinins  are  often  difficult  to  demon- 
strate, and  repeated  examinations  ma}’  be  needed 
to  obtain  positive  results.  Our  findings  are 
consistent  with  Dameshek’s^  theory  of  e.xcessive 
splenic  secretion  of  a bone-marrow  inhibiting 
substance.  However,  they  by  no  means  elimi- 
nate the  possibility  that  the  auto-immune  mech- 
anism described  by  Evans  et  a/.*  and  Harrington, 
Minnick,  and  Arimura*  may  have  been  respon- 
sible. 

It  is  of  interest  that,  although  relatively  few 
reports  of  cases  of  this  type  have  appeared  in  the 
literature,  and  it  is  generally  thought  that 
splenectomy  is  contraindicated  when  the  bone 
marrow  is  hypoplastic,  several  experienced 
hematologists  would  recommend  splenectomy  in 
such  a situation.®’®®  To  permit  inclusion  of 
such  cases,  some  modification  of  the  definition 
of  “hypersplenism”  would  appear  desirable. 

Summary 

A patient  with  lymphosarcoma-leukemia  de- 
veloped severe  thrombocytopenia  and  bleeding. 
No  circulating  platelet  agglutinins  could  be 
demonstrated.  There  was  a marked  decrease  of 
megakaryoc3d;es  in  the  bone  marrow.  Large 
doses  of  prednisone  and  ACTH  failed  to  raise  the 
platelet  count.  Although  this  patient  did  not 
meet  the  usual  criteria  for  the  diagnosis  of  h}'per- 
splenism,  a dramatic  improvement  followed  the 
splenectomy.  On  the  ninth  postoperative  da}", 
the  peripheral  platelet  count  began  to  rise  and 
reached  normal  levels  soon  thereafter.  Mega- 
karyoc3des  appeared  in  the  bone  marrow. 

It  is  concluded  that  the  abnormal  spleen  was 
responsible  for  the  decrease  in  megakaryocytes 
and  in  platelet  production.  It  would  appear 
appropriate  to  classify  this  case  as  an  unusual 
e.xample  of  “secondary  hypersplenism.” 
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Birth  Rate  in  New  York  State  Lowest  in  Ten  Years 


The  birth  rate  in  New  York  State  during  the 
first  half  of  1960  was  the  lowest  in  ten  years,  ac- 
cording to  Herman  E.  Hilleboe,  M.D.,  State 
Health  Commissioner. 

Dr.  Hilleboe  said  figures  compiled  by  the  State 
Health  Department’s  Office  of  Statistical  Services 
show  that  the  birth  rate  was  20.5  per  1,000  popula- 
tion, compared  with  21.6  for  the  first  half  of  1959. 
The  number  of  births,  172,930,  was  6,653  below  the 
figure  for  the  same  period  last  year. 

The  death  rate  per  1,000  population  was  10.8, 
compared  with  11.0  last  year.  There  were  909 
fewer  deaths  this  year.  Infant  mortality  also 
decreased,  from  25.7  per  1,000  live  births  last  year 


to  25.2  for  the  current  year.  There  were  4,610 
infant  deaths  in  the  first  six  months  of  1959,  com- 
pared with  4,358  this  year. 

Maternal  mortality  decreased  from  4.3  per  10,000 
live  births  and  stillbirths  last  year  to  3.9  this  year. 

The  death  rate  from  cancer,  186.3  per  100,000 
population  (15,702  deaths),  was  the  highest  in 
three  years,  and  the  death  rate  from  influenza, 
1.7  (141),  was  the  highest  in  seven  years. 

Increases  in  death  rates  were  noted  also  for  dia- 
betes and  cirrhosis  of  the  liver.  The  rate  from  dia- 
betes increased  from  18.4  to  19.2  (1,350  to  1,617), 
while  the  death  rate  from  cirrhosis  of  the  liver  in- 
creased from  17.1  to  20.3  (1,424  to  1,713). 
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Paralysis  Associated  with  ECHO  Virus 

Type  Nine 


HILDEGAKDE  PLAGER,  M.D.,  ALBANY,  AND  FRANCIS  F.  HARRISON,  M.D., 
COOPERSTOWN,  NEW  YORK 

{From  the  Division  of  Laboratories  and  Research,  New  York  State  Department  of  Health,  Albany,  and  the 

Mary  Imogene  Bassett  Hospital,  CoopersUrwn) 


The  clinician  who  is  confronted  with  a para- 
lytic disease  today  must  be  aware  that  pa- 
ralysis can  be  caused  not  only  by  poliomyelitis 
virus  but  also  by  a number  of  other  virus  agents. 
Since  the  discovery  of  the  Coxsackie  viruses  by 
Dalldorf  and  Sickles  in  1948*  and  the  isolation  of 
tlie  enteric  cytopathogenic  human  orphan  or 
ECHO  viruses,  an  increasing  correlation  of 
paralj’tic  disease  with  some  of  these  agents  has 
become  evident. 

The  prototype  strain  of  Coxsackie  B-5  virus 
was  isolated  during  an  epidemic  in  Louisville, 
Kentuck}',^  from  a boy  with  mild  paresis  of  the 
right  deltoid  and  abdominal  musculature.  He 
presented  residual  mild  atroph}^  fifteen  months 
later.  A significant  rise  in  neutralizing  anti- 
body to  B-5  and  no  rise  in  poliomyelitis  titers  were 
demonstrated  in  blood  specimens  from  tliis  boy. 

The  Russian  Type  4 poliomyelitis  virus, ^ since 
identified  as  Coxsackie  A-7  by  .Johnsson  and 
laindmark''  in  Stockholm  and  Habel  and  Loomis® 
in  this  countrj",  was  recovered  from  stool  speci- 
mens from  Russian  children  with  an  illness  char- 
act(Tistic  of  j)oli()m}'elitis.  Two  of  the  children 
died.  Ranzcmhofer  el  alf  have  re])orted  a ])ara- 
lytic  disease  caused  by  Coxsackie  A-7;  the 
etiology  was  confirmed  serologically.  This  re- 
port is  apparently  the  first  clinical  confirmation 
outside  of  Russia  of  a paralytic  disease  caused  by 
Coxsackie  virus  A-7. 

Hanimon  et  al.  in  19.58*  described  6 paralytic 
cases  from  whom  Coxsackie  B-3,  B-4,  A-9,  and 
ECHO-4  and  -16  viruses  were  isolated.  ECHO-6 
was  isolatc'd  by  Parker  et  al?  in  Winnipeg, 
Canada,  from  the  stool  and  cerebrospinal  fluid 
of  a ten-year-old  boy  with  Landry-Guillain-Barr6 
S3'ndrome.  In  the  poliomyelitis  outbreak  in  Hawaii 
in  19.58  Coxsackie  B-2  was  isolated  from  the  stools 
and  cerebrospinal  fluid  of  2 infants  with  lower  mo- 
tor neuron  paraly.sis.®  An  increa.se  in  antibody  to 
the  B-2  virus  was  obtained  but  no  detectable  an- 
tibody to  Type  1 poliomyelitis  virus,  the  type 
resj)onsible  for  the  outbreak,  was  present. 


Folej’*"  reported  a case  of  meningitis  due  to 
ECHO-9  virus  that  was  associated  with  residual 
muscle  weakness.  The  agent  was  isolated  from 
throat  swab,  rectal  swab,  and  spinal  fluid;  there 
was  a rise  of  homologous  antibody  and  no  evi- 
dence of  “infection  with  pohovurus.”  Between 
1954  and  1958,  Wehrle  et  alM  observed  36  cases 
with  mild  but  demonstrable  muscle  weakness  in 
one  or  more  groups  during  early  convalescence. 
Five  of  the  7 patients  with  ECHO-9  virus  infec- 
tion had  definite  muscle  weakness  after  seven 
months. 

Sabin,  Krumbiegel,  and  Wigand*^  found 
ECHO-9  to  be  the  causative  agent  of  the  Mil- 
waukee outbreak  of  1957.  Among  the  patients 
were  a nine-year-old  boy  with  a classic  diagnosis 
of  mild  bulbar  poliomyelitis  and  a thirty-year-old 
woman  with  a chnical  diagnosis  of  spinal  paralj'tic 
poliomyelitis.  ECHO-9  virus  was  associated 
with  paralj’tic  disease  in  3 patients  and  Coxsackie 
B-5in  2 patients  during  the  poliomyelitis  epidemic 
in  Detroit  in  1958.*®  Serologic  tests  indicated 
that  3 additional  i)aral3'tic  illnesses  were  caused 
by  these  agents. 

Lennette*^  has  recentty  summarized  11  cases 
considered  clinicalty  to  be  mild  parab'tic  polio- 
myelitis with  serologic  evidence  of  mumps  virus 
infection. 

It  is  increasing^  possible  that  other  Cox- 
sackie and  ECHO  viruses  associated  with  paral- 
3'sis  will  be  found. 

Case  Report 

This  paper  records  the  isolation  of  ECHO-9 
virus  from  a twenty-eighty^ear-old  man  who  had 
definite  paralysis.  The  patient  was  admitted  to 
the  Mar3"  Imogene  Bassett  Hospital,  Coopers- 
town,  on  September  12,  1958,  with  chief  com-  $ 
plaints  of  headache  and  stiff  neck  of  two  da3's 
duration.  On  admission  there  was  marked  weak- 
ness in  flexion  and  extension  of  the  left  knee  and 
left  ankle;  otherwise  the  patient’s  muscle  strength 
was  good.  The  spinal  fluid  examination  showed 

New  York  State  J.  Med. 


798 


1 


PARALYSIS  ASSOCIATED  WITH  ECHO  VIRUS  TYPE  NINE 


140  cells  per  cubic  millimeter  with  45  per  cent 
polymorphic  leukocytes  and  55  per  cent  lympho- 
cytes; glucose,  179  mg.  per  100  ml.;  protein,  64 
mg.  per  100  ml.;  and  no  organisms  were  seen 
and  there  was  no  growth  in  forty-eight  hours. 

The  patient  was  treated  symptomatically  with 
analgesia  for  his  headache.  After  a lumbar 
puncture  had  been  performed,  he  developed  a low 
back  pain  and  weakness  of  the  back  muscles. 
Throughout  the  hospital  course  the  deep  tendon 
reflexes  were  active  and  equal.  The  patient  was 
discharged  on  September  18.  Wlien  he  returned 
to  the  outpatient  department  on  September  26, 
he  walked  with  a hmp  and  there  was  some  weak- 
ness of  the  gluteal  and  iliopsoas  muscle  on  the 
left  side.  The  patient  was  seen  again  on  October 
7 when  a muscle  examination  was  done  by  Mr. 
E.  R.  Polley,  physiotherapist,  to  whom  we  are 
indebted  for  the  data. 

The  muscles  on  the  right  side,  with  the  excep- 
tion of  the  lumbar  extensors,  which  were  graded 
fair,  were  normal.  The  muscles  on  the  left  side 
which  showed  some  degree  of  impairment  are 
listed  below: 


Muscle 

Grading 

Trunk 

Flexor 

Fair 

Extensors:  lumbar 

Fair 

Rotators 

Good 

Hip 

Flexors 

Good 

Extensors 

Fair  plus 

Abductor 

Good 

Adductor 

Poor  plus 

External  rotators 

Good  plus 

Internal  rotators 

Fair 

Knee 

Flexor:  outer  hamstring 

Good 

Flexors : inner  hamstring 

Good 

Extensors 

Good  plus 

Ankle 

Plantar  flexors;  gastroc- 

nemius and  soleus 

Fair  plus 

Plantar-flexor:  soleus 

Fair  plus 

Foot 

Invertor:  anterior  tibial 

Good  plus 

posterior  tibial 

Good  plus 

Evertor:  peroneus  brevis 

Good  plus 

peroneus  longus 

Good  plus 

Additional  data:  Patient  tmable  to  stand  on  left 
toes  and  heel. 


A muscle  examination  three  weeks  later  gave 
essentially  the  same  results.  One  year  later, 
when  the  patient  was  readmitted  to  the  hospital 
for  an  upper  respiratory  infection,  weakness  of 
the  leg  and  abdominal  muscle  on  the  left  side 
still  persisted. 

A fecal  specimen  collected  three  days  after 


onset  yielded  an  agent  in  monkey  kidney  tissue 
culture  which  was  identified  in  neutralization  tests 
as  ECHO  virus.  Type  9.  During  1958  ECHO-9 
infections  were  quite  prevalent;  but,  in  view  of 
the  clinical  history,  paired  sera  collected  at  onset 
and  four  weeks  later  were  tested  for  neutralizing 
activity  against  the  isolated  agent.  A greater 
than  fourfold  rise  in  antibody  activity  was  demon- 
strated in  the  convalescent  phase  serum  as  com- 
pared with  the  acute  phase  serum.  The  sera 
were  also  tested  against  all  three  types  of  polio- 
myelitis virus  and  no  rise  in  titer  could  be  demon- 
strated. Complement-fixation  tests  against 
mumps  showed  negative  findings.  On  the  basis 
of  these  findings,  it  seems  valid  to  consider  that 
this  illness  was  caused  by  ECHO-9  virus  infection. 

Summary 

ECHO  Type  9 virus  was  isolated  from  the  fecal 
specimen  of  a patient  with  definite  paralysis  of 
the  lower  extremity  and  weakness  of  the  ab- 
dominal muscle  on  the  left  side.  A greater  than 
fourfold  antibody  rise  to  this  agent  in  the  con- 
valescent phase  serum  with  no  evidence  of  poho- 
myehtis  virus  infection  suggests  strongly  that 
ECHO-9  virus  was  the  causative  agent  and  not 
just  a fellow  traveler. 
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Elucidation 


(Continued  from  page  790) 


With  the  rapidity  and  ease  of  transporta- 
tion and  the  propensity  of  people  to  travel, 
it  is  not  inconceivable  that  the  reader  might 
.some  day  be  faced  with  a problem  similar 
to  the  one  the  patient  presented. 

South  American  trypanosomiasis  or 
Chagas’  disease  is  a systemic  infection 
caused  by  the  protozoan,  Trypanosoma 
cruzi.  This  parasite  has  a striking  avidity 
for  cardiac  tissue.  Wliile  the  disease  is 


best  known  in  Brazil,  it  has  been  reported 
in  15  Latin-American  countries  and  has 
also  been  found  in  the  Southwestern  United 
States.  The  protozoan  is  transmitted  by 
the  reduviid  bugs  (kissing  bugs)  and  is  in- 
troduced into  the  human  being  either 
through  the  bug’s  proboscis  or  by  rubbing 
the  insect’s  excreta  into  a break  in  the  skin. 
In  this  case,  the  patient  exhibited  Romana’s 
.sign,  which  is  a painless  swelling  of  the  eye- 
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lids  extending  over  the  neighboring  tissue  of 
the  face  and  associated  with  conjunctival 
injection.  This  common  finding  is  said  to 
be  due  to  rubbing  the  eyes  after  the  hands 
have  been  contaminated  by  insect  excreta 
when  the  patient  scratched  the  insect’s 
bite.  The  preauricular  and  cervical  ade- 
nopathy are  usual  accompaniments  to 
Romafia’s  sign. 

The  acute  form  of  Chagas’  disease  is 
usually  associated  with  systemic  symptoms 
such  as  chills,  fever,  headaches,  and  muscle 
aches.  It  has  been  mistaken  for  malaria 
and  other  tropical  fevers  by  those  not  fa- 
miliar with  the  entity.  With  cardiac  in- 
volvement, there  are  signs  and  symptoms 
of  myocarditis.  Substernal  oppression,  pal- 
pitations, dyspnea,  and  later  frank  con- 
gestive heart  failure  are  noted.  Routine 
laboratory  work  is  not  diagnostic ; however, 
a lymphocytosis  is  frequently  noted.  A 
roentgenogram  of  the  chest  may  show 
cardiac  enlargement  and  pulmonary  con- 
gestion. Electrocardiographic  abnormalities 
are  present.  Most  commonly  found  are 
nonspecific  T-wave  changes,  right  bundle 
branch  block  (50  per  cent),  premature  ven- 
tricular contractions,  P-wave  changes,  first 
degree  heart  block,  and  sometimes  complete 
heart  block,  as  was  present  terminally  in 
this  patient. 

Although  the  acute  fatal  type  of  trypano- 
somiasis is  more  common  in  children,  it 
does  occur  in  adults.  There  is  also  a more 
chronic  benign  form  which  is  common  in 
the  endemic  regions  and  is  diagnosed 


through  the  existence  of  cardiac  enlarge- 
ment, electrocardiographic  findings,  and 
serologic  testing.  There  are  several  diag- 
nostic technics.  At  present  complement 
fixation  and  xenodiagnosis  are  the  most 
rehable. 

The  pathologic  changes  consist  of  gen- 
erafized  cardiac  enlargement  with  dilatation 
of  all  chambers,  particularly  the  right  atrium 
and  ventricle.  There  is  a diffuse  inflam- 
matory process  of  the  myocardium  including 
the  septa.  The  cellular  infiltration  is  chiefly 
lymphocytic,  but  plasma  cells  and  macro- 
phages are  abundant.  The  leishmanial  form 
of  Trypanosoma  cruzi  is  found  in  the 
myocardial  fibers. 

Treatment  is  disappointing.  A 4-amino- 
quinoline  derivative  (Bayer  7602)  and 
arsphenamine  (Bayer  9736)  are  sometimes 
effective  on  the  circulating  forms  of  the 
protozoan  but  not  on  the  intracellular  form. 

Bibliography 

Outside  the  South  American  literature,  which  is 
pubUshed  in  Portuguese  and  Spanish,  there  are  very 
few  references  to  South  American  trypanosomiasis 
or  Chagas’  disease.  However,  the  following  refer- 
ences are  the  most  comprehensive  in  Enghsh. 

Laranja,  F.  S.,  Dias,  E.,  Nobrega,  G.,  and  Miranda, 
A.:  Chagas’  disease,  a clinical,  epidemiologic,  and 

pathologic  study.  Circulation  14 : 1035  (Dec.)  1956. 

Moseley,  V.,  and  Miller,  H.;  South  American  tryp- 
anosomiasis (Chagas’  disease),  A.M.A.  Arch  Int. 
Med.  76:219  (1945). 

Rosenbaum,  M.  B.,  and  Alvarez,  A.  J. : The  elec- 
trocardiogram in  chronic  chagasic  myocarditis.  Am. 
Heart  J.  SO : 492  (Oct.)  1955. 

Woody,  N.  C.,  and  Woody,  H.  B.:  American  tryp- 
anosomiasis (Chagas’  disease),  first  indigenous  case 
in  the  United  States,  J. A.M.A.  159:  676  (Oct.  15)  1955. 


Calmness  of  mind  is  one  of  the  jewels  of  wisdom.  It  is  the  result  of  long,  patient  effort  in 
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Blue  Shield  and  the  Basic  Principles  of  Insurance 

STEPHEN  F.  BONNEY,  KANSAS  CITY,  MISSOURI 
{Deputy  Director,  Surgical-Medical  Care  Plan) 


OLUNTARY  health  insurance  has  de- 
’ veloped  as  an  effective  system  for  pre- 
payment of  health  care  costs.  The  success 
of  the  system — witnessed  by  its  widespread 
acceptance  by  millions  of  subscribers — has 
been  the  result  of  the  use  of  sound  insurance 
principles.  To  understand  this  system,  both 
in  its  achievements  and  its  potential,  it 
is  essential  to  understand  the  basic  prin- 
ciples of  insurance  on  which  the  system  is 
based. 

An  understanding  of  basic  insurance  prin- 
ciples provides  answers  to  many  of  the  ques- 
tions which  confront  physicians  in  their 
contacts  with  Blue  Shield:  “Why  are  wait- 
ing periods  necessary?”  “Why  isn’t  there 
more  coverage  for  diagnostic  care?”  These 
are  specific  questions,  for  which  the  prin- 
ciples of  insurance  provide  specific  answers. 

Alore  fundamentally,  the  principles  of 
insurance  bear  directly  on  the  financial 
stability  of  a Blue  Shield  Plan.  Under- 
standing on  the  part  of  doctors  creates  a 
basis  for  the  interest  and  cooperation  of 
physicians.  Out  of  this  interest  and  co- 
operation of  individual  physicians,  and 
through  close  contact  with  the  medical 
societies,  a Blue  Shield  Plan  is  able  to  de- 
velop and  maintain  practical  fee  schedules 


and  effective  programs. 

The  goal  of  a Blue  Shield  Plan  is  satis- 
faction of  both  the  medical  profession  and 
the  subscribing  public.  The  basis  of  suc- 
cess is  use  of  the  principles  of  insurance. 

Principles  of  Insurance 

There  are  six  principles  which  are  most 
essential  to  the  general  insurance  industry 
and  of  particular  importance  to  the  some- 
what different  concept  which  is  found  in 
Blue  Shield.  Before  we  examine  the  ap- 
plication of  the  principles  of  insurance  in 
the  health  insurance  field,  a look  at  their 
application  to  various  other  types  of  in- 
surance will  give  us  a background  for  com- 
parison. 

1.  Law  of  Mathematical  Probability. 

— This  principle  is  almost  self-descriptive. 

It  deals  with  the  highly  accurate  laws  of 
probability  which  have  been  developed  by  I 
mathematicians.  A good  example  is  the  i 
Table  of  Mortality  which  has  been  used  for  j 
many  years  in  the  insurance  industry.  From  ] 
this  table  the  experienced  actuary  can  de-  j 
termine  the  number  of  deaths  which  can  be  j 
anticipated  in  a given  period,  at  what  age,  j 
and  can  begin  with  any  given  age.  This  ! 
enables  him  to  compute  an  appropriate 


802 


New  York  State  J.  Med. 


BLUE  SHIELD  AND  BASIC  PRINCIPLES  OF  INSURANCE 


rate  for  life  insurance  coverage  to  apply  to 
any  group  of  people  possessing  similar 
characteristics. 

2.  Insurable  Interest. — This  principle 
means  that  there  must  be  some  reason  for 
the  insured  to  obtain  the  insurance,  other 
than  his  desire  to  speculate.  For  example, 
in  the  case  of  marine  insurance,  the  insurer 
writes  insurance  for  the  owner  of  the  cargo, 
the  owner  of  the  ship  in  which  the  cargo  is 
transported,  or  the  captain  of  the  ship. 
All  of  these  parties  have  responsibility  for 
the  safe  arrival  of  the  cargo,  and  hence  have 
an  insurable  interest.  However,  a member  of 
the  crew  attempting  to  obtain  insurance  on 
the  cargo  would  not  have  financial  respon- 
sibility, and  hence  he  would  not  have  an  in- 
surable interest. 

3.  Large  Number  of  Independent 
Risks. — To  assure  the  success  of  the  in- 
surance approach,  the  creation  of  a pool  of 
funds  is  essential.  It  is  necessary  that  these 
pool  funds  be  produced  quickly  and  that 
there  be  reasonable  assurance  that  they 
will  continue  to  be  replenished.  In  order 
to  do  this  and  to  make  the  Law  of  Prob- 
ability work  most  effectively,  it  is  necessary 
to  have  a large  number  of  risks.  Further, 
these  risks  must  be  independent  of  each 
other  insofar  as  the  hazard  which  they  as 
individuals  face  and  against  which  they  pur- 
chase protection. 

For  example,  it  is  conceivable  that  a life 
insurance  company  might  begin  operation  by 
the  issuance  of  two  policies  on  the  lives  of 
two  men,  each  thirty-five  years  of  age. 
The  American  Mortality  Table  might  in- 
dicate that  at  age  thirty-five  only  two  out 
of  each  100  males  could  be  expected  to  die  in 
a thirty-year  period.  However,  the  rate  of 
their  insurance  would  be  based  on  the  Law 
of  Probability,  which,  as  we  have  seen, 
applies  accurately  to  large  numbers.  It 
is  entirely  possible,  however,  that  the  two 
persons  on  whom  the  insurance  risk  was 
written  might  be  the  two  in  100  who  might 
die  within  a period  of  five  years  after  the 
issuance  of  the  insurance  contract.  Ob- 
viously this  would  bankrupt  the  life  in- 


surance company  if  this  was  all  the  business 
that  it  had. 

4.  Uncertainty  of  Occurrence. — ^The 
event  insured  against  must  be  one  whose 
frequency  in  a group  of  insured  individuals 
can  be  predicted  with  a reasonable  degree 
of  accuracy.  At  the  same  time  the  event 
insured  against  must  be  one  which  cannot 
be  predicted  with  any  degree  of  accuracy 
by  a single  individual  in  the  group.  In 
1,000  individuals  of  a given  age  the 
American  Mortality  Tables  will  predict 
the  number  of  individuals  in  that  group  who 
can  be  expected  to  die  at  any  age  beyond  the 
initial  age.  However,  it  cannot  predict 
which  of  the  1,000  individuals  will  die 
at  a given  age.  Therefore,  so  far  as  the 
insured  is  concerned,  there  is  the  element 
of  uncertainty  of  occurrence  which  is  so 
essential  in  sound  insurance  underwriting. 
Because  there  are  health  factors  which  do 
increase  the  probability  of  death  at  an  earlier 
than  average  age,  the  life  insurance  com- 
panies have  set  up  other  devices,  such  as  in- 
creased premium  rates  and  required  phys- 
ical examination,  in  order  to  stabilize  the 
use  of  this  principle. 

5.  Insurance  Itself  Must  Not  Im- 
measurably Increase  the  Risk. — This 
principle  takes  human  nature  into  considera- 
tion. If  the  owner  of  a dwelling  valued 
at  twenty-five  thousand  dollars  could  carry 
a fire  insurance  policy  for  fifty  thousand 
dollars  on  his  property,  it  is  entirely  pos- 
sible that  he  might  be  tempted  to  burn  the 
house  down  or  hire  somebody  to  do  it— de- 
spite the  risk  run  under  the  arson  laws. 
More  probably,  he  might  be  inclined  to  be 
more  careless  in  the  fire  preventive  measures 
which  are  customarily  taken. 

6.  Risk  Must  Be  Measurable. — In 
all  of  the  older  casualty  fields  the  risk  in- 
sured against  represents  a loss  in  terms  of 
dollars,  and  therefore  is  easily  measurable. 
This  would  apply  to  collision  insurance  on  an 
automobile,  fire  insurance  on  a building,  and 
even  to  loss  of  time  insurance  where  there 
is  a loss  of  income  as  a result  of  accident  or 
illness.  The  application  of  this  principle 
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has  been  somewhat,  nebulous  in  the  life  in- 
surance field.  This  is  so  because  it  is  not  the 
most  practical  thing  to  attempt  to  establish 
a value,  in  terms  of  dollars,  on  the  life  of 
any  individual.  The  life  insurance  com- 
panies, however,  have  developed  accept- 
able standards  for  themselves.  These  stand- 
ards basically  fbc  limits  to  the  amount  of 
life  insurance  obtainable  by  any  individual 
in  terms  of  his  monetary  productive  ca- 
pacity. 

Application  to  Blue  Shield  Coverage 

Now  that  we  have  seen  how  these  six 
basic  principles  of  insurance  operate  in 
other  fields  of  insurance,  we  can  review  them 
as  they  apply  to  the  type  of  coverage  which 
is  normally  afforded  by  Blue  Shield  Plans. 

1.  Law  of  Mathematical  Probability. 
— Generally  speaking,  surgical  procedures 
adapt  themselves  very  well  to  the  Law  of 
Mathematical  Probability.  Surgical  pro- 
cedures for  the  acute  illness  are  more  pre- 
dictable by  this  law  than  procedures  nor- 
mally done  for  both  acute  and  chronic  con- 
ditions, or  for  procedures  considered  by  the 
medical  profession  to  be  elective.  As  we 
would  anticipate,  diagnostic  services  are  far 
less  predictable  than  are  surgical  procedures. 
In  general,  the  greater  the  degree  of  con- 
trol which  the  individual  has  over  the  oc- 
currence of  the  event,  the  less  applicable 
is  the  Law  of  Mathematical  Probability. 
Thus  inhospital  medical  care,  maternity 
care,  home  and  office  care,  and  diagnostic 
and  preventive  care  are  progressively  less 
predictable  for  the  Blue  Shield  Plan. 

2.  Insurable  Interest. — Certainly  there 
could  be  no  question  of  the  application  of 
the  principle  of  insurable  interest  to  the 
Blue  Shield  field.  The  contract  holder  en- 
rolls in  Blue  Shield  for  the  protection  of 
himself  and  members  of  his  immediate 
family.  Therefore  he  does  have  insurable 
interest. 

3.  Large  Numbers  of  Independent 
Risks. — The  objective  of  Blue  Shield  al- 
ways has  been  to  make  its  coverage  available 
to  the  largest  possible  segment  of  the  com- 


munity. Through  this  approach  it  has  been 
possible  for  Blue  Shield  Plans  to  attain  a 
large  number  of  independent  subscribers. 
In  the  health  insurance  field  a large  number 
of  risks  is  important  in  order  to  assure  the 
creation  of  an  adequate  insurance  pool  and 
to  improve  the  application  of  mathematical 
probability.  The  selection  of  independent 
risks,  by  having  all  of  the  various  types  of 
industry  enrolled  in  a Plan,  improves  the 
predictability  of  the  events  which  are 
covered  by  the  typical  Blue  Shield  con- 
tract. 

4.  Uncertainty  of  Occurrence. — Un- 
certainty of  occurrence  is  a very  impor- 
tant principle  in  the  Blue  Shield  way  of 
life.  As  a matter  of  fact,  it  is  so  important 
that  we  have  adopted  some  of  the  same 
methods  which  are  used  by  fife  insurance 
companies  to  augment  the  proper  applica- 
tion of  this  principle.  In  the  absence  of  a 
chronic  condition  necessitating  elective  sur- 
gery, it  is  almost  impossible  for  the  indi- 
vidual to  predict  when  or  how  soon  he  will 
require  surgical  services.  In  elective  sur- 
gery and  nonsurgical  care,  uncertainty  of 
occurrence  is  less  effective  a factor.  In 
many  Plans,  benefits  for  maternity  care  or 
minor  elective  surgery  are  less  in  proportion 
to  the  anticipated  expense  than  are  those 
items  to  which  this  principle  is  more  ac- 
curately applied.  In  the  case  of  maternity 
care  there  is  a certain  element  of  individual 
selection,  and  at  least  in  part  the  uncer- 
tainty of  occurrence  is  eliminated  by  the 
individual’s  own  desires  or  actions.  There- 
fore the  reduction  in  benefit  applies  a greater 
coinsurance  factor  on  those  items  of  cover- 
age which  are  less  susceptible  to  the  prin- 
ciple of  uncertainty  of  occurrence. 

5.  Insurance  Itself  Must  Not  Im- 

ME.ASURABLY  INCREASE  THE  RiSK. — The 

insurance  itself  must  not  immeasurably  in- 
crease the  risk.  Relative  to  Blue  Shield 
coverage,  perhaps  a better  way  of  stating 
this  principle  would  be  to  say  that  the  pen- 
alty must  exceed  the  benefit.  While  this 
principle  applies  fully  to  surgical  care,  its 
application  diminishes  as  we  consider  other 
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categories  of  potential  care  for  Blue  Shield 
programs.  Certainly  in  home  or  office  call 
coverage,  it  is  possible  and  even  probable 
that  the  insurance  will  in  some  degree  in- 
crease the  risk.  It  is  only  human  that  the 
potential  patient  will  think  twice  before 
calling  the  physician  if  he  knows  that  he 
must  pay  the  bill.  There  is  not  nearly  so 
much  of  a deterring  factor  if  his  only  con- 
sideration is  disturbing  the  doctor  in  the 
middle  of  the  night. 

5.  Risk  Must  Be  Measurable. — 

The  risk  must  be  measurable  not  only  in 
terms  of  cost  to  the  Blue  Shield  Plan  but 
also  in  terms  of  the  anticipated  incidence 
of  the  particular  benefit.  Here  again  this 
principle  is  clearly  apphcable  to  the  surgical 
risk:  however,  it  diminishes  in  its  applica- 
tion as  we  proceed  to  the  more  experimental 
types  of  coverage. 

Comment 

In  Blue  Shield  we  apply  these  principles  or 
modifications  of  them  in  everything  we  do. 
The  content  of  the  contract  which  is  issued 
to  our  subscriber  limits  in  varying  degrees 
the  conditions  under  which  specific  benefits 
are  available.  The  estabhshment  of  these 
standards  by  contract  makes  it  possible 
for  the  Law  of  Mathematical  Probability 
to  work  with  a higher  degree  of  accuracy 
because  the  conditions  under  which  the 
benefit  is  to  be  provided  are  established  as 
similar.  The  contract  terminology  also 
makes  u.se  of  the  principle  of  uncertainty  of 
occurrence.  This  is  accomplished  by  exclu- 
sion of  pre-existing  conditions  and  by  the 
definition  of  benefits  which  fit  this  principle 
to  a measurable  degree.  The  contract  also 
establishes  the  benefits  in  well-defined  terms 
so  that  the  incidence  can  be  predicted  and 
the  cost  per  service  can  be  accurately  meas- 
ured. 

The  underwriting  regulations  which  are 
established  for  Blue  Shield  Plans  assure 
that  each  subscriber  has  an  insurable  in- 
terest and  assure  that  when  risks  are  ob- 
tained they  will  be  in  substantial  numbers. 
Many  Plans  use  underwriting  regulations 


which  tend  to  restrict  duplication  of  cover- 
age and,  hence,  promote  the  principle  that 
the  insurance  itself  does  not  immeasurably 
increase  the  risk. 

In  setting  up  a new  form  of  coverage,  or 
expanding  present  coverage,  the  first  step 
for  a Blue  Shield  Plan  is  to  determine  the 
wishes  of  the  medical  profession  and  the  sub- 
scribing pubhc.  The  next  step  is  to  analyze 
these  wishes  in  terms  of  the  principles  of  in- 
surance. Inconsistencies  must  be  resolved. 
If  the  coverage  fulfills  the  requirements  of 
sound  insurance  principles  the  program  will 
begin  with  a great  potential  for  success. 

A Blue  Shield  Plan  approaches  such  a 
program  on  the  basis  of  three  principles 
which  are  unique  in  the  health  insurance 
field: 

1.  Blue  Shield  must  follow  the  lead  of  the 
medical  profession  in  all  of  its  endeavors. 

2.  The  interests  of  the  sponsoring  phy- 
sicians are  best  served  when  Blue  Shield  can 
serve  the  best  interests  of  its  subscribing 
public. 

3.  It  is  not  Blue  Shield’s  function  to  police 
the  practice  of  medicine. 

The  field  in  which  Blue  Shield  finds  it- 
self engaged  is  the  only  field  based  on  in- 
surance principles  which  is  not  protected 
in  some  manner  by  law.  For  fire  insurance 
we  have  arson  laws,  in  life  insurance  we  have 
murder  laws,  and  there  are  other  similar 
protections  in  almost  all  insurance  fields. 
In  the  business  of  health  insurance  in  which 
Blue  Shield  is  engaged,  the  restraint  is  more 
a moral  restraint  and  one  stemming  from 
understanding  and  cooperation  than  it  is  a 
legal  one. 

In  the  fields  of  life,  fire,  and  workmen’s 
compensation  insurance  it  has  taken  the 
insurance  industry  a great  many  years  to 
develop  today’s  level  of  stability.  By  a 
program  of  pubhc  education  through  the 
years  the  insurance  industry  has  been  able 
to  reduce  the  incidence  of  loss  under  these 
forms  of  insurance.  In  this  way  the  industry 
has  made  a valuable  contribution  to  society. 
It  is  quite  probable  that  as  the  objectives  of 
Blue  Shield  Plans  are  more  clearly  under- 
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stood  by  the  majority  of  the  people  greater  standing  and  cooperation  in  the  field  of 
headway  can  be  made  in  securing  under-  health  insurance. 


(Number  six  in  a series  of  special  articles  on  Medical  Care  Insurance) 


ANNOUNCEMENT 


Influenza  Immunization 

A statement  by  Leroy  E.  Burney,  M.D.,  Surgeon  General,  U.  S.  Public 

Health  Service 


Two  outbreaks  of  influenza  swept  the  United 
States  in  the  fall  of  1957  and  the  winter  of  1958,  re- 
sulting in  60,000  more  deaths  than  would  be  expected 
under  normal  conditions.  There  were,  in  addition, 
more  than  26,000  excess  deaths  during  the  first 
three  months  of  1960  which  also  were  considered  to 
be  the  result  of  influenza. 

These  departures  from  the  usually  predictable 
norms  prompted  the  Surgeon  General’s  Advisory 
Committee  on  Influenza  Research  to  analyze  the 
cause  and  to  seek  measures  to  prevent  such  an 
occurrence  in  the  future. 

The  committee  found  that  a new  antigenic  variant, 
the  Asian  strain,  because  of  its  widespread  intro- 
duction and  the  general  lack  of  resistance  to  it, 
was  the  direct  cause  of  the  excess  number  of  deaths, 
not  only  in  the  total  population  but  most  markedly 
among  the  chronically  ill,  the  aged,  and  pregnant 
women.  As  a result  of  these  findings,  the  Public 
Health  Service  is  urging  a continuing  program  to 
protect  these  high-risk  groups  in  order  to  prevent  a 
recurrence  of  this  excess  mortality. 

The  high-risk  groups  who  contribute  most  to  the 
excess  deaths  and  who  the  Public  Health  Service 
believes  should  be  routinely  immunized  each  year 
are  as  follows: 

1.  Persons  of  aU  ages  who  suffer  from  chronic 
debilitating  disease,  in  particular:  (a)  rheumatic 
heart  disease,  especially  mitral  stenosis;  (h)  other 
cardiovascular  diseases  such  as  arteriosclerotic 


heart  disease  or  hypertension — especially  patients 
with  evidence  of  frank  or  incipient  insufficiency; 
(c)  chronic  bronchopulmonary  disease,  for  example, 
chronic  asthma,  chronic  bronchitis,  bronchiectasis, 
pulmonary  fibrosis,  pulmonary  emphysema,  or 
pulmonary  tuberculosis;  (d)  diabetes  mellitus; 
(e)  Addison’s  disease. 

2.  Pregnant  women. 

3.  All  persons  sixty-five  years  or  older. 

The  adult  dosage  recommended  by  the  advisory 
committee  for  initial  immunization  is  1.0  cc.  (500 
cca  units)  of  polyvalent  vaccine,  administered  sub- 
cutaneously on  two  occasions  separated  by  two  or 
more  months.  Persons  previously  immunized  with 
polyvalent  vaccine  should  be  reinoculated  with  a 
single  booster  dose  of  1.0  cc.  subcutaneously  each 
fall.  The  only  contraindication  to  vaccination 
would  be  a history  of  food  allergy  to  eggs  or  chicken 
or  a prior  history  of  allergic  reaction  to  an  egg- 
produced  vaccine,  such  as  the  commercial  influenza 
product.  The  time  to  start  such  a program  is  be- 
fore the  onset  of  the  influenza  season.  In  the  past, 
influenza  vaccination  has  been  sparse  and  sporadic 
and  primarily  in  response  to  an  epidemic  or  the 
threat  of  an  epidemic.  The  unpredictability  of  re- 
currence of  influenza  and  its  continued  endemic  oc- 
currence are  well  known.  Therefore  the  Public 
Health  Service  strongly  recommends  that  immuniza- 
tion of  these  high-risk  groups  be  started  now  and  con- 
tinued annually,  regardless  of  the  predicted  incidence 
of  influenza  for  specific  years. 
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Ataque* 

WILLIAM  J.  GRACE,  M.D.,  NEW  YORK  CITY 
{From  the  Department  of  Medicine,  St.  Vincent’s  Hospital  of  the  City  of  New  York) 


During  a period  of  military  service  in  San 
Juan,  Puerto  Rico,  the  author  was  assigned 
to  a large  general  hospital  where  the  phenomenon 
which  is  usually  called  Puerto  Rican  ataque  was 
witnessed  frequently,  as  described  below.  When 
this  phenomenon  occurs  in  Puerto  Rico,  it  is  not 
considered  unusual  and  physicians  and  lay  per- 
sons are  not  particularly  distressed  by  it. 

Because  of  the  large  number  of  Puerto  Rican 
people  currently  living  in  New  York  City,  this 
phenomenon  will  be  seen  from  time  to  time  in 
hospitals  or  on  the  streets.  When  it  is  first 
witnessed  by  a physician  or  by  other  persons  un- 
accustomed to  it,  it  frequently  presents  a difficult 
problem  in  diagnosis.  In  other  words,  when  it 
occurs  in  Puerto  Rico,  it  is  a phenomenon  of 
everyday  life;  when  it  occurs  on  Fourteenth 
Street,  it  is  hkely  to  be  considered  a major  ca- 
tastrophe. For  this  reason  the  following  descrip- 
tion of  the  Puerto  Rican  ataque  is  given  to  ac- 
quaint physicians  with  its  usual  features. 

^ 4(i 

The  clinical  phenomenon  described  as  or  called 
an  ataque  occurs  as  follows : 

The  episode  begins  quite  suddenly,  without 
warning  either  to  spectators  or  without  any  warn- 
ing for  the  patient;  there  may  be  a short  cry  or 
scream  just  before  the  patient  falls.  Usually  the 
presenting  symptom  is  falling  to  the  ground  or 
sliding  off  a chair.  In  doing  this  the  patients 
often  injure  themselves. 

Most  often  at  this  point  the  patient  is  flaccid, 
but  this  is  not  always  so,  and  some  are  rigid. 
The  patient  stares  out  into  space,  is  uncommuni- 
cative, does  not  respond  to  questions,  but  may 
follow  directions  or  move  purposefully,  such  as 
touching  a bleeding  part,  resisting  removal  of 
clothing,  or  fighting  against  a venipuncture. 
This  state  is  frequently  interrupted  abruptly  by 
passing  from  a state  of  unresponsiveness  to  com- 

*  Reprinted,  by  permission,  from  New  York  Medicine 
15:  12  (Jan.  5)  1959. 


plete  responsiveness  and  back  again. 

Shortly  after  the  fall  to  the  ground,  or  at  the 
same  moment,  the  patient  begins  moving  his 
arms  and  legs,  usually  both  arms  doing  the  same 
thing  and  both  legs  doing  the  same  thing.  These 
movements  are  often  purposeful,  such  as  beating 
the  fists  on  the  floor,  striking  out  at  persons 
nearby,  or  banging  the  head  on  the  floor. 

Foaming  at  the  mouth  is  common,  but  no  in- 
stance of  incontinence  or  tongue  biting  has  been 
seen.  The  attack  usually  ceases  abruptly,  the 
individual  then  resuming  whatever  he  was  doing 
before,  apparently  without  ill  effect. 

The  usual  ataque  lasts  for  five  to  ten  minutes, 
but  it  may  go  on  for  hours,  and  I have  seen  one 
patient  continue  this  for  four  days. 

Men  and  women  exhibit  this  phenomenon 
equally,  in  contrast  to  reports  I have  had  from 
persons  working  in  Mexico  where  it  seems  to 
occur  only  in  women. 

The  setting  in  which  this  phenomenon  occurs 
is  not  always  clear,  but  a number  of  situations 
have  recurred  often  and  have  certain  aspects  in 
common.  These  are  as  follows : 

1.  Death  of  a loved  one.  In  hospital  work 
one  sees  the  ataque  frequently  when  a close  rela- 
tive dies,  expectedly  or  otherwise. 

2.  At  funeral  processions  through  the  city  or 
countryside  one  usually  sees  one  or  two  people 
being  carried  along. 

3.  Sudden  arrival  of  “bad  news”:  for  ex- 
ample, husband  received  military  orders  to  go 
overseas,  or  a letter  from  a husband  overseas 
who  has  been  ill  and  hospitalized. 

4.  Illness  in  a child;  the  ataque  might  occur 
when  the  parents  are  informed  that  the  child 
needs  hospitalization. 

The  above  situations  are  faced  by  the  patient 
as  overwhelming  catastrophes. 

^Miother  situation  consists  of  circumstances 
with  which  the  patient  seems  unable  to  deal, 
although  such  circumstances  may  not  be  viewed 
by  all  as  catastrophic;  for  example,  a severe 
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ataque  occurred  in  a young  man  hospitalized  for 
pneumonia.  This  was  a “jibaro”  (hillbilly)  who 
had  never  been  away  from  home  before,  and  in 
the  army  only  two  days.  The  first  day  of  hos- 
pitahzation  he  was  frightened  by  the  environ- 
ment— too  frightened  to  ask  for  directions  to  the 
bathroom.  When  his  bladder  became  painfully 
full,  the  ataque  started.  It  ceased  when,  after 
e.xamination,  he  was  told  that  he  could  empty  his 
bladder  into  a urinal. 

Frequently  an  ataque  began  at  the  onset  of 
labor  when  the  patient  reahzed  she  would  have  to 
leave  home  and  go  to  the  hospital. 

My  impression  while  in  Puerto  Rico  was  that 
anyone  in  the  population  (in  the  lower  socio- 
economic group  that  I dealt  with)  was  capable 
of  doing  this  and  that  most  people  did  it  sooner 
or  later.  Some  do  this  more  often  than  others, 
but  the  recurrence  in  the  same  patient  did  not 
occur  often  enough  to  be  very  obvious. 

Ataques  occur  in  more  than  one  person  at  the 
same  time,  as  at  funerals  or  at  times  of  death. 

Occasionally  one  sees  reference  to  an  ataque 
nerviosa  in  the  newspapers  at  times  of  tragedies; 


for  example,  an  automobile  accident.  Most  of 
the  population  is  not  disturbed  when  this  phe- 
nomenon occurs  and  wait  for  it  to  stop  without 
any  special  reference  to  it  other  than  to  see  that 
the  patient  does  not  hurt  himself. 

During  the  ataque  there  is  no  special  change  in 
pulse,  blood  pressure,  or  neurologic  findings.  I 
am  told  that  electroencephalograms  are  not  ab- 
normal during  an  episode  and  that  the  per  cent 
of  abnormal  electroencephalograms  in  Puerto 
Ricans  is  about  the  same  as  in  other  countries. 

The  physician  should  be  aware,  however,  that 
frequently  this  phenomenon  may  be  the  present 
complaint  in  a patient  with  serious  underljdng 
illness.  Thus,  a sick  and  upset  individual  with 
pneumonia,  for  e.xample,  may  be  brought  to  the 
physician’s  office  or  accident  room  and  the  clini- 
cal picture  may  be  dominated  by  the  picture  of 
the  ataque. 

Physicians  with  an  American  education  and 
background  and  medical  training  in  the  United 
States  should  not  be  misled  by  an  ataque  and  its 
dramatic  but  temporary  manifestations  in  per- 
sons coming  from  the  West  Indies. 


Diverticulitis  of  the  Colon 


In  the  management  of  diverticulitis  of  the  colon 
every  case  must  be  handled  as  a separate  problem; 
there  is  no  hard  and  fast  set  of  rules  by  which  pa- 
tients can  be  differentiated  for  surgery  or  conserva- 
tive treatment.  Generally  speaking,  a patient  who 
shows  enough  inflammation  to  produce  in  the 
colon  x-ray  or  sigmoidoscopic  changes,  or  both, 
should  be  considered  for  surgery  to  prevent  possible 
serious  complications.  But  patients  with  slight 
symptoms  and  little  or  no  deformity  of  the  colon 
may  be  medically  treated  provided  they  are  sys- 
tematically followed  up.  Common  as  this  lesion  is. 


it  requires  judicious  clinical  consideration.  The 
comments  of  the  author,  Guy  L.  Kratzer,  M.D., 
Allentown  Hospital,  Allentown,  Pennsylvania,  in 
this  paper  are  supported  by  data  from  a detailed 
study  of  24  consecutive  surgical  patients  (from  a 
total  of  1 13  patients  with  diverticulitis  of  the  colon 
seen  over  a period  of  five  years).  That  results  of 
surgery  are  excellent  is  demonstrated  by  this 
series. 

There  were  no  deaths  and  all  are  well  today. 
Only  about  half  of  the  total  group  required  surgery. 
— Pennsylvania  Medical  Journal,  March,  1960 
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Albert  Frederick  Ruger  Andresen,  M.D.,  of 
Brooklyn,  died  at  his  office  on  January  25  at  the 
age  of  seventy-five.  Dr.  Andresen  graduated  in 
1907  from  Long  Island  College  Hospital  Medical 
School  and  interned  at  Brooklyn  and  Long  Island 
College  Hospitals.  He  was  an  attending  physician 
at  Long  Island  College  Hospital,  a consulting  physi- 
cian at  Flushing  and  St.  Peter’s  Hospitals,  a con- 
sultant in  gastroenterology  at  Brooklyn  Hospital, 
area  consultant  in  gastroenterology  for  the  Veterans 
Administration,  and  clinical  professor  emeritus  of 
medicine  at  the  State  University  of  New  York 
Downstate  Medical  Center.  In  1952  he  received 
the  State  University’s  alumni  medal  for  distin- 
guished service  to  medicine;  in  1954  he  received 
the  Julius  Friedenwald  Medal  of  the  American 
Gastro-Enterological  Association  of  which  he  was  a 
former  president.  Dr.  Andresen  was  a founder  and 
chairman  of  the  subspecialty  board  in  gastroenter- 
ology of  the  American  Board  of  Internal  Medicine 
and  a founder  of  the  New  York  Gastroenterological 
Society. 

Associated  with  the  postgraduate  teaching  pro- 
gram of  the  Medical  Society  of  the  State  of  New 
York  since  its  inception  in  1930  as  well  as  a member 
of  the  House  of  Delegates  for  fourteen  years  and 
Speaker  for  five  years.  Dr.  Andresen  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Medicine 
(Gastroenterology),  a Fellow  of  the  American  Col- 
lege of  Physicians,  and  a member  of  the  American 
Proctologic  Society,  the  American  Gastro-Entero- 
logical Association,  the  International  Society  of 
Internal  Medicine,  the  New  York  Academy  of 
Medicine,  the  New  York  Gastroenterological  So- 
ciety, the  Brooklyn  Society  of  Internal  Medicine, 
the  Associated  Physicians  of  Long  Island,  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Forest  William  Barry,  M.D.,  of  Lockport,  died  on 
December  2,  1960,  at  his  home  at  the  age  of  sixty- 
four.  Dr.  Barry  graduated  in  1925  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was  an 
attending  in  surgery  at  Lockport  Memorial  Hospital, 
an  associate  member  of  the  staff  of  Buffalo  General 
Hospital,  and  an  attending  physician  at  the  Odd 
Fellows  Home  and  the  Wyndham  Lawn  Home  for 
Children.  Dr.  Barry  was  a member  of  the  Lock- 
port  Academy  of  Medicine,  the  Buffalo  Academy  of 


Medicine,  the  Niagara  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Harry  P.  Blaber,  M.D.,  of  Brooklyn,  died  on 
January  20  at  Brooklyn  Hospital  at  the  age  of 
fifty-six.  Dr.  Blaber  graduated  in  1928  from  Long 
Island  College  Hospital  Medical  School.  He  was 
an  attending  in  surgery  and  former  head  of  the 
Roman  Catholic  Maryknoll  missions  in  South 
China  at  which  time  he  started  a dispensary  at 
Tung-on  and  built  up  the  Sacred  Heart  Hospital 
at  Toishan.  Dr.  Blaber  was  a member  of  the  Kings 
County  Medical  Society  and  the  Medical  Society 
of  the  State  of  New  York. 

Ward  H.  Cook,  M.D.,  of  Ilion,  died  on  January  19 
at  Little  Falls  Hospital  at  the  age  of  seventy-two. 
Dr.  Cook  graduated  in  1914  from  Harvard  Medical 
School.  From  1917  to  1920  he  was  an  instructor  at 
Harvard  Medical  School;  from  1920  to  1925  he  was 
professor  of  pathology  at  the  Medical  College  of 
Virginia  in  Richmond;  for  about  twenty-seven 
years  he  was  director  of  laboratories  of  Nassau 
County  (New  Jersey);  from  1947  to  1950  he  was 
pathologist  and  director  of  the  laboratory  of  the 
Long  Island  College  Hospital;  in  1954  he  assumed 
the  position  of  pathologist  for  the  Little  Falls, 
Ilion,  and  Herkimer  Hospitals  retiring  from  Ilion 
and  Herkimer  Hospitals  in  1959.  Dr.  Cook,  a 
founder  of  the  American  Society  of  Clinical  Patholo- 
gists and  a past-president  of  the  New  York  Associa- 
tion of  Public  Health  Laboratories,  was  a Fellow 
of  the  College  of  American  Pathologists  and  a 
member  of  the  New  York  Pathological  Society,  the 
New  Jersey  Society  of  Clinical  Pathologists,  the 
Herkimer  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edgar  G.  Dustin,  M.D.,  of  Lake  Placid,  died  on 
October  21,  1960,  at  the  age  of  seventy-seven. 
Dr.  Dustin  graduated  in  1911  from  Columbia 
University  College  of  Physicians  and  Surgeons. 

Charles  Henry  Ellard,  Jr.,  M.D.,  of  Bayside, 
died  on  December  21,  1960,  at  the  age  of  sixty. 
Dr.  Ellard  graduated  in  1924  from  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  Queens  County  Medical 
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Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  Amc'ncan  Medical  Association. 

Vincenzo  Fanoni,  M.D.,  of  New  York  City,  died 
on  December  19,  1960,  at  his  home  in  New'  Canaan, 
Connecticut,  at  the  age  of  seventy-six.  Dr.  Fanoni 
received  his  medical  degree  from  the  University  of 
Naples  in  1909.  For  forty-five  years  he  was  surgeon 
and  attending  physician  for  the  Metropolitan  Opera 
Company,  for  thirteen  years  taught  surgery  at 
Post-Graduate  (now  University)  Hospital,  and  at 
the  time  of  his  death  was  a consultant  in  surgery 
at  Columbus  Hospital.  A past-president  of  the 
medical  board  of  the  Italian  Hospital,  Dr.  Fanoni 
was  chairman  of  the  board  of  censors  of  the  New 
York  County  Medical  Society  and  a member  of  the 
board  of  the  New  York  Academy  of  Medicine.  He 
was  a member  of  the  New  A^ork  Academj^  of  Medi- 
cine, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Julius  Flamm,  M.D.,  of  the  Bronx,  died  on  Sep- 
tember 26,  1960,  at  the  age  of  sixty-five.  Dr. 
Flamm  received  his  medical  degree  from  the 
University  of  Vienna  in  1925.  He  was  a member  of 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Kurt  F.  Fraenkel,  M.D.,  of  New  York  City, 
died  on  June  3,  1960,  at  the  age  of  sixty-eight. 
Dr.  Fraenkel  received  his  medical  degree  from  the 
University  of  Frankfurt  in  1917.  He  was  a mem- 
ber of  the  Rudolf  Virchow  Medical  Society,  the 
New  York  County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

James  Gesualdi,  M.D.,  of  Howard  Beach,  died 
on  September  29,  1960,  at  his  home  at  the  age  of 
forty-three.  Dr.  Gesualdi  graduated  in  1943 
from  New  York  Medical  College.  He  was  an 
assistant  attending  physician  at  Queens  General 
Hospital  Center  and  an  assistant  attending  physi- 
cian in  chest  diseases  at  Queens  General  Hospital 
Center  Outpatient  Department.  Dr.  Gesualdi 
was  a member  of  the  American  Academy  of  General 
Practice,  the  Queens  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Greenberg,  M.D.,  of  Brooklyn,  died  on 
June  29,  1960,  at  the  age  of  seventy-four.  Dr. 
Greenberg  graduated  in  1908  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He  was 
a consultant  in  otolarvngology  at  Maimonides 
Hospital.  Dr.  Gnauiberg  was  a Diplomate  of  the 


American  Board  of  Otolarymgology  and  a member 
of  the  Kings  County  Medical  Society,  the  Medical 
So<;iety  of  the  State  of  N('vv  A’ork,  and  the  .American 
Medical  Association. 

Cornelius  Ruxton  Love,  M.D.,  of  Brookljm,  died 
at  his  home  in  Goshen  on  January  4 at  the  age  of 
eighty-four.  Dr.  Love  graduated  in  1897  from  Long 
Island  College  Hospital  Medical  School.  He  was 
a consulting  phy'sician  at  Samaritan  Hospital  of 
Brooklyn.  Dr.  Love  was  a member  of  the  Kings 
County  Medical  Society^,  the  Medical  Society'  of  the 
State  of  New  A’ork,  and  the  American  Medical 
Association. 

George  E.  Milani,  M.D.,  of  the  Bronx,  former 
president  of  the  Bronx  County  Medical  Society', 
died  on  January  15  at  his  home  at  the  age  of  seventy'- 
one.  Dr.  Milani  graduated  in  1912  from  New  A'ork 
University  and  Bellevue  Hospital  Medical  College. 
He  was  a consultant  in  surgery  at  Morrisania  Hospi- 
tal and  an  attending  in  surgery  at  Union  Hospital 
of  the  Bronx.  A former  instructor  in  surgery'  at 
Fordham  University  School  of  Medicine,  Dr. 
Milani  was  a member  of  the  Bronx  Surgical  Society, 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  A^ork,  and  the  American 
Medical  Association. 

Charles  R.  Minch,  M.D.,  of  Vestal,  died  on  De- 
cember 13,  1960,  at  Ideal  Hospital  of  Endicott, 
at  the  age  of  seventy-four.  Dr.  Minch  graduated 
in  1921  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  attending  physician  at  Ideal 
Hospital  of  Endicott.  Dr.  Minch  was  a member  of 
the  Broome  County  Medical  Society',  the  Medical 
Society  of  the  State  of  New  A'ork,  and  the  .American 
Medical  Association. 

Ira  Mortimer  Olsan,  M.D.,  of  Rochester,  died  on 
December  7,  1960,  at  Strong  Memorial  Hospital 
at  the  age  of  sixty-seven.  Dr.  Olsan  graduated  in 
1918  from  Columbia  University  College  of  Physi- 
cians and  Surgeons  and  interned  at  Mount  Sinai 
Hospital.  He  was  a consultant  in  surgery'  at 
Park  Avenue  Hospital.  Dr.  Olsan  was  a member  of 
the  Rochester  Academy  of  Medicine,  the  Rochester 
Pathological  Society,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
A'ork,  and  the  American  Medical  Association. 

I.  Theodore  Rosen,  M.D.,  of  Brookly'n,  died  at 
Brooklyn  Hospital  on  January'  12  at  the  age  of 
sixty-four.  Dr.  Rosen  graduated  in  1922  from  Co- 
lumbia University  College  of  Physicians  and  Sur- 
geons and  interned  at  Bellevue  Hospital.  A former 
instructor  in  surgcu-y  at  Long  Island  Medical  College, 
Dr.  Ro.sen  was  a member  of  the  Kings  County 
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Surgical  Society,  the  Kings  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Herbert  Walter  Schmitz,  M.D.,  of  Yonkers, 
died  on  December  16,  1960,  at  the  age  of  sixty-six. 
Dr.  Schmitz  graduated  in  1920  from  Harvard  Medi- 
cal School  and  interned  at  New  York  Post-Graduate 
Hospital  (now  University  Hospital).  He  was  a 
consultant  in  cardiology  at  Yonkers  General  and 
Dobbs  Ferry  Hospitals.  Dr.  Schmitz  was  a mem- 
ber of  the  Board  of  directors  of  the  Tuberculosis, 
Heart  and  Health  Association  and,  until  recently, 
was  cardiologist  for  the  medical  department  of  the 
American  Telephone  and  Telegraph  Company. 
A former  director  of  the  Rheumatic  Fever  Clinic 
at  St.  John’s  Riverside  Hospital  and  an  attending 
physician  at  Irvington  House,  Dr.  Schmitz  was  a 
member  of  the  Yonkers  Academy  of  Medicine,  the 
Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Norman  Thomas  Stone,  M.D.,  of  Walden,  died 
at  his  home  on  November  27,  1960,  at  the  age  of 
sixty.  Dr.  Stone  graduated  in  1925  from  Syracuse 
University  College  of  Medicine.  Until  March, 
1960,  he  was  health  officer  of  Walden.  Dr.  Stone 
was  a member  of  the  Orange  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

James  Wallace  Thomson,  M.D.,  of  Rochester, 
died  on  December  26,  1960,  at  Northside  Hospital 
at  the  age  of  sixty-five.  Dr.  Thomson  graduated 
in  1924  from  Harvard  Medical  School.  He  was  an 
honorary  attending  obstetrician  at.  Rochester 
General  Hospital  and  an  assistant  attending  in 
obstetrics  and  gynecology  at  Strong  Memorial 
Hospital,  where  he  had  also  served  as  senior  clinical 
instructor  of  obstetrics  and  gynecology.  Dr.  Thom- 
son was  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists,  and  a 
member  of  the  Rochester  Academy  of  Medicine,  the 
Central  New  York  Association  of  Gynecologists  and 


Obstetricians,  the  Rochester  Pathological  Society, 
the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Bernard  Weiss,  M.D.,  of  New  York  City,  died 
on  December  31,  1960,  at  the  age  of  eighty-six. 
Dr.  Weiss  graduated  in  1897  from  New  York 
University  and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  Alphonse  Wethers,  M.D.,  of  New  York 
City,  died  on  December  17,  1960,  at  the  age  of 
sixty-two.  Dr.  Wethers  graduated  in  1924  from 
Howard  University  College  of  Medicine.  He  was 
an  assistant  attending  in  urology  at  Sydenham 
Hospital.  Dr.  Wethers  was  a member  of  the  Ameri- 
can Geriatrics  Society,  the  Manhattan  Central 
Medical  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Fred  D.  Wilson,  M.D.,  of  Downsville,  died  on 
September  24,  1960,  at  the  age  of  sixty-eight. 
Dr.  Wilson  graduated  in  1914  from  Albany  Medical 
College.  He  was  an  associate  member  of  the  staff 
(inactive)  of  the  Margaretville  Hospital  and  on  the 
general  practice  staff  of  the  Delaware  Valley  Hospi- 
tal in  Walton.  Dr  Wilson  was  a member  of  the 
Delaware  Comity  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Charles  A.  Wisch,  M.D.,  of  Winter  Park,  Florida, 
formerly  of  Rochester  and  Niagara  Falls,  died  on 
December  4,  1960,  at  his  home  at  the  age  of  seventy- 
seven.  Dr.  Wis(ffi  graduated  in  1906  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was  an 
honorary  member  of  the  staff  of  Niagara  Falls 
Memorial  Hospital  and  Mount  Saint  Mary’s  Hospi- 
tal, Niagara  Falls.  Retired  in  1946,  Dr.  Wisch  was 
a member  of  the  Niagara  Falls  Academy  of  Medi- 
cine, the  Niagara  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


There  are  two  days  about  which  nobody  should  ever  worry  and  these  are  yesterday  and  to- 
morrow.— Robert  J.  Burdette 
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Health  Careers 


i i LJ EALTH  needs  more  people — youth  needs  more 
career  information.”  This  quotation  sums 
up  in  brief  the  purpose  of  the  Health  Careers  Recruit- 
ment Program  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York. 

American  medicine  is  the  finest  in  the  world 
today.  People  everywhere  recognize  this  fact  and 
look  to  America  for  leadership  in  providing  both 
preventive  and  corrective  health  care.  This  chal- 
lenge has  been  met  and  will  continue  to  be  met  just 
as  long  as  sufficient  numbers  of  qualified  and  trained 
personnel  to  work  in  the  field  of  health  are  provided. 
The  demands  of  expanding  scientific  knowledge, 
the  country’s  increasing  population,  the  longer  life 
expectancy,  and  the  tremendous  growdh  of  the 
country  are  taxing  the  resources  of  the  current 
trained  personnel.  It  is  apparent  that  in  order  to 
keep  abreast  with  the  future  and  to  maintain  leader- 
ship in  the  world  of  medicine  today  every  resource 
must  be  tapped  to  recruit  and  educate  the  adequate 
number  of  competent  people  who  are  needed  to  work 
in  the  field  of  health. 

This  is  the  challenge  the  Health  Careers  Com- 
mittee of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  is  tr3dng  in  a small 
measure  to  meet.  What  is  the  Auxiliary  doing? 

In  the  past  and  of  course  at  present,  the  Auxiliary 
has  aided  in  the  recruitment  of  nurses.  The  short- 
age of  nurses  has  been  and  continues  to  be  of  grave 
concern.  Future  Nurse  Clubs  have  been  organized 
in  schools  to  interest  young  people,  girls  and  boys 
from  ages  twelve  to  sixteen,  and  every  opportunity 
to  determine  whether  or  not  they  are  suited  for  a 
nursing  profession  is  presented. 


Health  Career  Days  are  for  high  school  students. 
On  these  days  there  are  meetings  and  teas  and  their 
purpose  is  to  stimulate  interest  in  a nursing  career 
and  other  allied  health  fields — medical  secretaries, 
laboratory  technicians,  occupational  therapists, 
medical  librarians,  and  such.  Representatives  in 
these  professions  attend  the  meetings  and  detail 
their  particular  field.  Representatives  from  the 
practical  school  of  nursing,  the  diploma  of  hospital 
school  of  nursing,  and  the  baccalaureate  degree 
program  are  also  present.  This  form  of  recruitment 
has  been  most  successful  in  many  counties  and  is 
anticipated  by  the  students. 

There  are  some  counties  in  which  a Career  Day  at 
a hospital  is  not  possible.  For  these  counties  a 
panel  discussion  meeting  has  been  arranged  and  is 
supplemented  with  films  on  nursing  such  as  ‘‘Help- 
ing Hands  for  Julie”  and  “Lady  with  a Lamp.” 

Fund-raising  events  such  as  teas,  card  parties, 
fashion  show's,  and  dances  enable  the  Auxiliarv  to 
aid  deserving  students  w'ith  scholarships  and  loans. 

The  1960  to  1961  theme  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York  is 
“Participation.”  By  informing  the  members  of 
the  Auxiliary  of  the  need  for  emjihasis  on  the  re- 
cruitment of  young  people  for  careers  in  paramedical 
services  and  bj'  making  known  this  need  in  all  com- 
munities, the  members  of  the  Health  Careers  Com- 
mittee feel  they  are  participating  in  meeting  the 
challenges  to  present-day  medicine. 

Mrs.  James  A.  Moore,  Chairman 
Health  Careers 
490  Western  Avenue 
Albany,  New  York 


The  art  of  using  moderate  abilities  to  advantage  often  brings  greater  results  than  actual  bril- 
liancy.— La  Rochefoucauld 
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General  Practitioners  Elect — The  following  phy- 
sicians were  recently  elected  officers  of  the  New  York 
County  Academj'  of  General  Practice:  Joseph  A. 
Pincus,  M.D.,  re  elected  as  president;  Michael  C. 
Armao,  M.D.,  first  vice-president;  Harry  K. 
Grottewit,  M.D.,  second  vice-president;  Stanley  H. 
Greenwald,  M.D.,  secretary;  and  Morris  Amateau, 
M.D.,  assistant  secretary. 

Reservists  Exempt  from  Physician  Draft — The 
Department  of  Army  will  exempt  members  of  active 
reserve  units  from  being  drafted  for  two  years 
active  duty  if  they  meet  satisfactory  participation 
requirements. 

This  exemption  is  detailed  in  Army  Regulations 
/135-14  dated  October  18,  1960.  Doctors  and 
dentists  who  are  members  of  active  reserve  units 
and  who  attend  the  meetings  and  the  two  weeks 
active  duty  each  summer  will  be  exempted  from  the 
draft.  There  are  five  exceptions;  (1)  In  emergency 
conditions,  where  requirements  of  the  Active  Army 
cannot  be  satisfied  from  reserve  officers  in  control 
groups;  (2)  if  the  officer  fails  to  meet  the  satisfactory 
participation  requirements  of  attending  drills; 
(3)  if  the  officer  has  been  or  is  deferred  under  the 
Berry  Plan  and  the  Active  Army  needs  his  particu- 
lar specialty  at  the  time  he  ends  his  residency  and 
deferment;  (4)  if  the  officer  is  subject  to  active  duty 
as  a result  of  completing  the  advanced  course 
ROTC;  and  (5)  if  the  officer  is  commissioned  after 
being  ordered  to  active  duty. 

Medical  doctors  and  dentists  who  are  liable  for 
involuntary  active  duty  may  avail  themselves  of 
this  opportunity  by  applying  to  a reserve  or  national 
guard  hospital  unit  with  a position  vacancy.  If 
accepted  they  will  be  commissioned  and  assigned  to 
the  unit. 

On  reaching  age  thirty-five  these  officers  ma^^ 
resign  their  commission  without  incurring  further 
obligation. 

Further  information  may  be  obtained  by  tele- 
phoning AXtel  7-7150,  at  the  307th  General  Hospi- 
tal, 168-10  Goethals  Avenue,  Jamaica,  or  WAtkins 
4-2112,  at  641  Washington  Street,  New  York  14, 
New  York. 

Course  in  Pediatric  Oncology  at  Memorial 
Hospital — The  Pediatric  Department  of  Memorial 
Hospital  for  Cancer  and  Allied  Diseases  announces 
that  its  annual  comprehensive  three-day  course 
in  pediatric  oncology  for  pediatricians,  general 
practitioners,  and  health  officers  will  be  held  April 


26  through  28,  1961. 

Current  developments  and  established  methods 
in  diagnosis,  differential  diagnosis,  and  manage- 
ment of  benign  and  malignant  tumors,  Hodgkin’s 
disease,  leukemia,  and  reticuloendothehoses  in 
childhood  will  be  included  in  the  course. 

Ward  rounds,  seminars,  demonstrations,  and 
examinations  of  children  in  pediatric,  surgical, 
chemotherapy,  and  radiotherapy  chnics  will  also 
be  a part  of  the  course. 

For  further  information  write  to;  Chairman, 
Department  of  Pediatrics,  Memorial  Hospital  for 
Cancer  and  Allied  Diseases,  444  East  68th  Street, 
New  York  21,  New  York. 

New  Edition  of  Basic  Vital  Statistics  Available — 
The  director  of  health  statistics  for  the  State  of 
New  York  Department  of  Health  has  announced 
that  the  latest  edition  of  “Basic  Vital  Statistics, 
New  York  State  (exclusive  of  New  York  City), 
1900-1959’’  is  now  available,  without  charge  from 
the  Office  of  Biostatistics,  New  York  State  Depart- 
ment of  Health,  84  Holland  Avenue,  Albany  8, 
New  York. 

Postgraduate  Medical  Program  in  Israel — In  an 
effort  to  further  international  cooperation  in  the 
field  of  medicine  the  Department  of  Continuing 
Education  in  Medicine  of  the  University  of  Cali- 
fornia, Los  Angeles,  School  of  Medicine  is  offering  a 
postgraduate  program  in  Israel,  April  20  through 
May  15. 

The  medical  sessions  have  been  planned  in 
cooperation  with  a committee  from  The  Hebrew 
University  Hadassah  School  of  Medicine  in  Jeru- 
salem, and  The  Beihnson  Hospital  and  Tel-Hasho- 
mer  Hospital  in  Tel-Aviv.  They  will  provide  an 
opportunity  for  physicians  practicing  in  the  United 
States  to  hear  Israeli  physicians  discuss  the  manage- 
ment of  some  unusual  tropical  disease  as  well  as  more 
common  problems  in  internal  and  tropical  medicine. 

For  a detailed  brochure  write  to:  Mrs.  Bettie 
Minifie,  Assistant  Head,  Continuing  Education  in 
Medicine  and  Health  Sciences,  University  of  Cali- 
fornia, Los  Angeles  24,  California. 

Refresher  Courses  for  Foreign  Medical  Gradu- 
ates— Herman  E.  Hilleboe,  M.D.,  Commissioner, 
New  York  State  Department  of  Health,  has  an- 
nounced that  he  has  sent  letters  to  graduates  of 
foreign  medical  schools,  announcing  plans  for  in- 
tensive refresher  courses  to  satisfy  the  requirements 
of  the  Council  on  Medical  Education  and  Hospitals 
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of  the  American  Medical  Association. 

The  action  followed  an  announcement  by  Gover- 
nor Nelson  A.  Rockefeller  of  the  establishment  of 
four  centers  for  the  intensive  training  of  noncertified 
foreign  medical  graduates.  The  centers  will  be 
located  at  the  University  of  Buffalo  School  of  Medi- 
cine, Albany  Medical  College,  New  York  Polyclinic 
Medical  School  and  Hospital,  and  the  State  Uni- 
versity of  New  York  Downstate  Medical  Center. 

Creation  of  the  centers  followed  a pledge  given 
by  the  State  to  assist  in  providing  training  for  the 
foreign  medical  graduates  who  are  serving  in  New 
York  Hospitals. 

First  Mobile  Air  Sampling  Unit — New  York 
State’s  first  mobile  air  sampling  unit  is  now  ready 
to  be  put  in  operation,  according  to  the  Air  Pollu- 
tion Control  Board. 

The  new  unit  was  designed  to  accelerate  surveys 
of  air  pollution  sources.  It  will  be  used  for  the  first 
time  in  Niagara  County,  where  field  work  was 
recently  begun  as  part  of  the  Board’s  survey  of  the 
county’s  air  pollution  problem. 

The  total  cost  of  the  unit  was  about  $20,000  for  the 
truck,  material,  and  instruments.  It  will  be  avail- 
able on  a loan  basis  to  counties  and  municipalities 
for  the  investigation  of  local  air  pollution  problems. 

Postgraduate  Radio  Programs — The  New  York 
Academy  of  Medicine’s  Committee  on  Special 
Studies  has  announced  that  its  forty-seventh  series 
of  postgraduate  radio  programs  are  now  being 
broadcast. 

The  programs  for  March  and  April  are  as  follows: 
March  4 — “Parenteral  Nutrition’’  Theodore  B. 
Van  Itallie,  M.D.,  associate  clinical  professor  of 
medicine.  College  of  Physicians  and  Surgeons, 
Columbia  University;  March  11 — “Bilateral  Ec- 
topic Pregnancy’’  Leo  Amorosi,  M.D.,  chief  resident. 
Department  of  Obstetrics  and  Gynecology,  Kings 
County  Hospital,  and  Louis  Heilman,  M.D., 
professor  and  chairman,  Department  of  Obstetrics 
and  Gynecology,  State  University  of  New  York 
Downstate  Medical  Center;  March  18 — “Attempted 
Suicides  in  Children  and  Adolescents”  Harold 
Jacobziner,  M.f).,  Assistaht  Commissioner  of 
Health,  Department  of  Health,  City  of  New  York; 
March  25 — “Biosocial  Unity  of  the  Family”  Weston 
LaBarre,  Ph.D.,  professor  of  anthropologj',  Duke 
University,  Durham,  North  Carolina;  April  1 — 
“Hemodynamics  of  Congestive  Heart  Failure” 
Ludwig  W.  Eichna,  M.D.,  professor  of  medicine. 
State  University  of  New  York  Downstate  Medical 
Center;  April  8 — “Stages  in  the  Process  of  Commu- 
nication” Herbert  E.  Krugman,  Ph.D.,  director  of 
market  research,  Raymond  Loewy  Associates, 
New  York  City;  April  15 — “The  Sociology  of 
Communication  in  Public  Health”  Edward  A.  Such- 
man,  Ph.D.,  director  of  social  science  activities. 


Department  of  Health,  City  of  New  York;  April 
22 — “The  Communicator  and  His  Public”  Robert 
().  Carlson,  Ph.D.,  communications  research  advisor. 
Standard  Oil  Company  of  New  Jersey;  April  29 — 
“Cerebral  Vascular  Occlusive  Disease  in  Childhood” 
Hugh  Wisoff,  M.D.,  Department  of  Neurological 
Surgery,  Albert  Einstein  College  of  Medicine; 
and  also  on  April  29 — “Cerebral  Vascular  Acci- 
dents in  Patients  Receiving  Anticoagulants”  Charles 
E.  Wells,  M.D.,  assistant  professor  of  medicine 
(neurology),  Cornell  University  Medical  College, 
and  Donald  Urrea,  fourth-year  medical  student, 
Cornell  University  Medical  College.  The  programs 
are  heard  over  Station  WBAI-FM  at  99.5  mega- 
cycles on  the  FM  dial,  on  Saturdays  at  4:30  p.m. 

Hillside  Hospital  Receives  Grant — Hillside  Hos- 
pital has  announced  that  it  has  been  awarded  a 
three-year  research  grant  of  $35,200  by  the  United 
States  Public  Health  Service  to  make  further  studies 
on  the  metabolism  of  psychotropic  drugs  following 
their  administration  to  the  mentally  ill.  The  award 
has  been  made  to  Dr.  Vivian  Fishman  of  Great 
Neck,  an  associate  in  biochemical  research  at  the 
hospital. 

Examinations  for  Medical  Positions  in  Schools — 
The  New  York  City  Board  of  Education  is  planning 
competitive  examinations  for  the  positions  of  as- 
sistant school  medical  director  and  school  medical 
inspector. 

The  duties  of  the  positions  include  not  more  than 
fifteen  hours  of  service  a week  and  the  usual  medical 
responsibilities  associated  with  the  examination  of 
applicants  for  teaching  and  supervisory  licenses  in 
the  public  schools.  Apjjointees  also  will  be  re- 
quired to  make  routine  checks  on  the  physical 
condition  of  employees. 

The  salary  of  assistant  medical  director  is  $11,000 
a year,  while  that  of  school  medical  inspector  ranges 
from  $7,550  to  $9,250  a year  in  seven  annual 
increments.  In  addition,  the  Board  of  Education 
will  provide  Social  Security  coverage  and  pension 
benefits. 

Applications  for  both  positions  are  now  available 
and  must  be  filed  on  or  before  April  28.  Further 
details  may  be  obtained  from:  Dr.  Abraham  Kroll, 
Board  of  Examiners,  110  Livingston  Street,  Brook- 
lyn 1,  New  York. 

Doctor  Tells  of  Work  on  Hospital  Ship — Alex 
Sahagian-Edwards,  M.D.,  New  York  City,  recently 
returned  from  a three-month  tour  of  duty  on  the 
United  States  Hospital  Ship  Hope.  Dr.  Sahagian- 
Edwards  feels  he  has  gained  invaluable  experience 
on  the  tour,  especially  in  the  field  of  tropical  diseases. 

The  Hope  was  formerly  the  Consolation,  a Navy 
hospital  ship  which  was  brought  out  of  storage  and 
recommissioned  the  Hope  through  public  contri- 
butions. 
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American  Board  of  Obstetrics  and  Gynecology — 
The  next  scheduled  examinations,  (part  2)  oral  and 
clinical,  for  all  candidates  for  the  American  Board 
of  Obstetrics  and  Gynecology  will  be  conducted  at 
the  Edgewater  Beach  Hotel,  Chicago,  April  8 
through  15.  Formal  notice  of  the  exact  time  of 
each  candidate’s  examination  will  be  sent  him  in 
advance  of  the  examination  dates. 

Candidates  who  participated  in  the  part  1 exami- 
nations will  be  notified  of  their  eligibility  for  the 
part  2 examinations  as  soon  as  possible. 

The  deadline  for  the  receipt  of  new  and  re- 
opened applications  for  the  1962  examinations  is 
August  1,  1961.  Candidates  are  urged  to  submit 
their  applications  as  soon  as  possible  before  that  time. 

For  information  write  to:  Robert  L.  Faulkner, 
M.D.,  2105  Adelbert  Road,  Cleveland  6,  Ohio. 


physicians,  both  in  general  practice  and  in  the  .special- 
ities, for  psychiatric  education  and  information. 

According  to  Paul  H.  Hoch,  M.D.,  New  York 
State  Commissioner  of  Mental  Hygiene,  the  program 
is  designed  to  increase  the  physician’s  understanding 
of  the  problems  related  to  both  pre-  and  posthospi- 
tal care  of  the  mentally  ill  and  his  effectiveness  in 
diagnosing  and  dealing  with  the  emotional  compo- 
nents of  illnesses  encountered  in  his  practice. 

Courses  offered  through  this  program  will  be 
approved  for  category  1 credit  by  the  American 
Academy  of  General  Practice  if  they  are  organized 
in  compliance  with  the  Academy’s  regulations. 

For  further  information  write  to:  New  York 
State  Department  of  Mental  Hygiene,  Division  of 
Community  Services,  240  State  Street,  Albany, 
New  York. 


Licensed  Beverage  Industries  Gives  Grant— 
The  Scientific  Advisory  Committee  to  Licensed 
Beverage  Industries,  Inc.,  has  announced  that  it 
has  awarded  grants  totaling  almost  $100,000  to  20 
research  applicants  during  the  first  year  of  a five- 
j'ear  $500,000  program  designed  to  stimulate  and 
support  alcohol  studies.  It  is  hoped  that  the  grants 
will  lead  to  more  effective  methods  and  technics 
of  dealing  wdth  the  problem  of  alcoholism. 

Further  information  and  applications  for  grants- 
in-aid  under  the  1961  budget  can  be  obtained  from: 
Scientific  Advisory  Committee,  Licensed  Beverage 
Industries,  Inc.,  155  East  44th  Street,  New  York  17, 
New  York. 

Postgraduate  Psychiatric  Education  for  the 
Physician — A program  of  postgraduate  education 
is  being  organized  jointly  by  the  Department  of 
Mental  Hygiene,  the  New  York  State  Academy  of 
General  Practice,  and  the  New  York  State  branches 
of  the  American  Psychiatric  Association,  with  the 
cooperation  of  the  Medical  Society  of  the  State  of 
New  York,  in  response  to  the  growing  demand  from 


Mary  Putman  Jacobi  Fellowship — The  Women’s 
Medical  Association  of  the  City  of  New  York  offers 
the  Mary  Putnam  Jacobi  Fellowship  to  a graduate 
woman  physician,  either  American  or  foreign.  The 
Fellowship  of  $1,000  wall  begin  on  October  1,  1961, 
and  will  extend  for  a period  of  one  year.  At  the 
discretion  of  the  Committee,  an  award  of  $2,000 
may  be  given  biannually.  The  recipient  of  the 
Fellowship  will  be  expected  to  make  a report  at  the 
end  of  the  fourth  month  following  which  the  balance 
of  the  award  will  be  given,  subject  to  the  approval  of 
the  Committee. 

The  fellowship  is  given  for  medical  research, 
clinical  investigation,  or  postgraduate  study  in  a 
special  field  of  medicine.  The  recipient  is  expected 
to  devote  full  time  to  the  Fellowship,  but  exception 
may  be  made  under  special  circumstances. 

Applications  must  be  returned  before  March  31. 
Successful  candidates  will  be  notified  not  later  than 
May  1.  For  applications  write  to:  Ada  Chree 
Reid,  M.D.,  Chairman,  The  Mary  Putnam  Jacobi 
Fellow'ship  Committee,  118  Riverside  Drive,  New 
York  24,  New  York. 


Personalities 


Appointed 

Salvatore  R.  Cutolo,  M.D.,  New  York  City,  as 
chief  medical  consultant  at  Davis  & Eng.,  Inc.  . . 
Harvey  Gollance,  M.D.,  Brooklyn,  as  general 
medical  superintendent  of  the  New  York  City 
Department  of  Hospitals. 

Elected 

Frank  E.  Stinchfield,  M.D.,  New  York  Citj',  as 
president-elect  of  the  American  Academy  of  Ortho- 
pedic Surgeons  . . . Bernard  A.  Watson,  M.D., 
Clifton  Springs,  as  president-elect  of  the  American 
Association  of  Medical  Clinics  . . . Harrj'  M.  Weaver, 
M.D.,  Bronx,  as  vice-president  for  research  and 
development  of  Schering  Corporation. 


Speakers 

Gilbert  Baum,  M.D.,  Port  Chester,  on  February 
15,  at  a meeting  of  the  Metropolitan  Section  of  the 
Institute  of  Radio  Engineers’  Professional  Group  on 
Bio-Medical  Electronics  . . . Leona  Baumgartner, 
M.D.,  Commissioner,  New  York  City  Department 
of  Health,  on  February  2,  in  Boston  at  the  one 
hundred  fiftieth  anniversary  convocation  of  the 
Massachusetts  General  Hospital  on  the  subject 
“The  Hospital  and  the  Community”  . . . Abraham 
A.  Chaplan,  M.D.,  New  York  City',  at  the  second 
annual  meeting  of  the  Academy-  of  religion  and 
Mental  Health,  on  January-  20  . . . Harold  Jacob- 
ziner,  M.D.,  New  York  City,  on  January-  21,  at  a 
conference  at  the  Lexington  School  for  the  Deaf . . . 
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A.  W.  Martin  Marino,  Sr.,  M.D.,  Brooklyn,  on  the 
topic  “Office  Proctology”  at  the  Mountainside 
Hospital,  Montclair,  New  Jersey,  on  January  18  . . . 
Louis  Scheinberg,  M.D.,  Brooklyn,  at  an  adult 
education  seminar  at  the  Ocean  Parkway  Jewish 
Center  in  Brooklyn  in  January  on  the  subject 
“Correlation  Between  Talmudic  and  Biblical  Con- 


cepts of  Medicine  and  Hygiene  and  our  Own  Space- 
age  Practices”  . . . Hyman  Spotnitz,  M.D.,  New  York 
City,  on  January  26,  before  the  American  Group 
Psychotherapy  Association  . . . Frederic  Wertham, 
M.D.,  New  York  City,  on  January  27,  on  a forum 
on  capital  punishment  sponsored  by  the  District 
Attorneys  Association  of  the  State  of  New  York. 


MEDICAL  MEETINGS 


Eastern  Psychiatric  Research  Association 

The  Eastern  Psychiatric  Research  Association  will 
hold  a one-day  symposium  on  depression,  on  March 
4,  at  the  Starlight  Roof  of  the  Waldorf-Astoria 
Hotel,  New  York  City.  The  symposium  will 
begin  at  9:00  a.m. 

New  York  participants  will  include:  Henry  Brill, 
M.D.,  Albany;  Charles  Buckman,  M.D.,  Kings 
Park;  Wilfred  Dorfman,  M.D.,  Brooklyn;  Wil- 
liam L.  Holt,  Jr.,  M.D.,  Albany;  David  J.  Impas- 
tato,  M.D.,  New  York  City;  Nathan  Kline,  M.D., 
Orangeburg;  Louis  Linn,  M.D.,  New  York  City; 
John  C.  Saunders,  M.D.,  Orangeburg;  and  David 
Wechsler,  Ph.D.,  New  York  City. 

For  information  contact:  David  J.  Impastato, 
M.D.,  46  Fifth  Avenue,  New  York  City. 

Third  Annual  Spring  Conference  of  the 
Radiological  Society  of  the  State  of  New  York 

The  Radiological  Society  of  the  State  of  New  York 
will  hold  its  third  annual  spring  scientific  conference 
at  the  Montagu  Beach  Hotel,  Nassau,  the  Bahamas, 
March  11  through  16. 

Included  among  the  speakers  will  be  Walter 
Murphy,  M.D.,  Buffalo,  and  John  Evans,  M.D., 
and  William  Seaman,  M.D.,  of  New  York  City. 
A symposium  prepared  by  the  radiologists  of  Nassau 
on  the  practice  of  radiology  in  Nassau  will  be  a 
feature  of  the  program. 

For  further  information  contact:  Edward  C. 

Rozek,  M.D.,  43  Ivyhurst  Road,  Eggertsville  21, 
New  York. 

New  York  Stale  Chapter  of  American  College 
of  Chest  Physicians 

The  twenty-first  annual  clinical  meeting  of  the 
New  York  State  Chapter  of  the  American  College 
of  Chest  Physicians  will  be  held  in  the  Alumni 
Hall  Auditorium  at  the  New  York  University  School 
of  Medicine,  New  York  City,  on  March  24. 

The  following  New  York  physicians  will  take  part 


in  the  meeting:  Brooklyn:  Charles  E.  Hamilton, 
M.D.;  New  York  City:  Re  jane  M.  Harvey,  M.D., 
George  R.  Holswade,  M.D.,  William  E.  Loring, 
M.D.,  John  H.  McClement,  M.D.,  Daniel  G. 
Miller,  M.D.,  Maxwell  H.  Poppel,  M.D.,  Edmund 
H.  Reppert,  M.D.,  Lawrence  P.  Shea,  M.D., 
and  David  Ulmar,  M.D.;  Rockville  Centre:  Wil- 
lard J.  Davies,  M.D. 

There  is  no  registration  fee  for  the  meeting.  All 
interested  physicians  are  invited  to  attend. 

New  York  State  Society  of  Industrial  Medicine 
Inc. 

The  New  York  State  Society  of  Industrial 
Medicine  Inc.  will  hold  a luncheon  meeting  on 
March  29  at  12  noon  at  the  New  York  University 
Club,  123  West  43rd  Street,  New  York  City. 

Irving  Tabershaw,  M.D.,  New  York  City,  scien- 
tific director  of  J.  E.  Seagram  & Sons,  Inc.,  will 
speak  on  “The  Role  of  Drugs  in  Occupational 
Medicine.” 

For  reservations  write  to:  Mr.  Frank  Dua, 

Executive  Secretary,  Room  2400,  30  Rockefeller 
Plaza,  New  York  20,  New  York.  Telephone  PLaza 
7-3000,  extension  6394. 

Symposium  on  the  Allergic  Child 

A one-day  symposium  on  the  allergic  child  will  be 
hold  on  Tuesday,  April  4,  in  Montreal,  Canada,  un- 
der the  auspices  of  the  Department  of  Pediatrics 
of  McGill  University  and  the  Department  of  Al- 
lergy, The  Montreal  Children’s  Hospital. 

Among  the  participants  will  be  Douglas  E.  John- 
stone, M.D.,  Rochester,  and  Howard  G.  Rapaport, 
M.D.,  New  York  City. 

There  will  be  no  fee  for  the  symposium.  For 
further  information  write  to:  Harry  L.  Bacal,  M.D., 
Director,  Department  of  Allergj^  The  Montreal 
Children’s  Hospital,  2300  Tupper  Street,  Montreal 
25,  Quebec. 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro> 
grams,  shock  therapy,  selected  cases  of  alcoholism  and  addic« 
tion  accepted. 

Geriatric  patients  given  special  consideration. 


HALL-BROOKE  HOSPITAL  | 

An  Active  Treatment  Hospital,  located  one  hour  from  New  York  • 

Accredited  by:  . 

The  Ccotril  lupectioo  Board  of  the  American  Payeblalric  AModation  . 
The  Joint  Commiaaion  on  Accreditation  of  Hoapitala  * 

• 

cttuns  rentts.  eox  ti,  comhkticot  • wesTronu  cahtal  r-issi  I 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D,,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalijar  7-2666 


WEST  BILE 

West  252nd  St.  and  Fieldston  Road 
Riverdale>on<-tfae-Hudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scienti6cally  air<onditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9*8440 


for  well  trained  highly  qualified  personnel 

MEDICAL  ASSISTANTS 
OR  OFFICE  SECRETARIES 
LABORATORY  • X-RAY 
TECHNICIANS 

N.  Y.  State  Licensed  • Day-Eve  Courses 
Co-Ed  {Founded  19S6) 

request  Free  Cat.  9 
I 85  Fifth  Ave.(I6th  St.) 


astern^ 


New  York  3,  N.Y. 

SCHOOL  FOR  PHYSICIANS’  AIDES 
Amuated  with  CARNEGIE  INSTITUTE.  INC.  Cleeeland.  Ohio 


PINEWOOD  g;-  iyu'ifw"”?.',"} 

ear.  laao  Dr.  Waller  A.  Thompaon,  F.A.P.A.,  Clinical  Director 
Wcilcheilcr  County  Katonah,  N.  Y,  Ttl:  Central  S-3155 
A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate;  Commence  at  $126.00  per  week. 

N.  Y.  Clly  OflFIcci — By  Appolnlmenl 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  FrI.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  A-3700 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third 
Avenue,  New  York  17,  New  York.  Old  and  new  address 
should  be  included  as  well  as  a statement  whether  or  not 
change  is  permanent.  Six  weeks  is  required  to  effect  a 
change  of  address. 
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PHYSICIANS  WANTED 


Town  eagerly  awaiting  doctor.  Unopposed.  Three  doctors 
until  recently.  Lovely  home  with  fully  equipped  office. 
Hospital  12  miles.  Financial  help  easily  arranged.  Big  in- 
come. Call  collect  Addison  193. 


Phys.  Wanted:  Fastest  growing  town  in  Western  Suffolk 

County.  Space  for  rent  in  new  air-conditioned  bungalow 
office  occupied  by  established  dentist.  Ideal  area  for 
pediatrician.  Box  321,  N.Y.  St.  Jr.  Med. 


Wanted:  General  Practitioner  for  Incorporated  village, 

Northern  New  York.  Dairying  and  paper  manufacturing 
center.  Near  an  approved  hospital.  Excellent  field.  Box 
322,  N.Y.  St.  Jr.  Med. 


Young  physician  to  assist  in  practice  limited  to  treatment 
of  obesity.  Generous  financial  agreement,  early  partner- 
ship. Box  323,  N.Y.  St.  Jr.  Med. 


Radiologist,  to  associate  with  Board  man  in  a new  260  bed 
hospital.  Salary  first  year,  followed  by  fine  partnership. 
Write  or  call  W.  J.  Gorday,  M.  D.,  Memorial  Hospital,  X-ray 
Dept.,  Albany,  N.  Y. 


Obstetrician-Gynecologist  for  active  practice  in  Metropolitan 
New  York  area.  Excellent  opportunity.  Open  hospital 
appointments.  Guaranteed  salary  first  year  and  early  full 
partnership.  Must  be  Board  Certified  or  eligible.  Cur- 
riculum vitae  and  date  of  availability  in  first  letter.  Box 
316,  N.  Y.  St.  Jr.  Med. 


Wanted:  General  Practitioner  (including  OBS)  to  join  private 
medical  group — Brooklyn.  All  facilities.  Excellent  op- 
portunity. Reply  Box  304,  N.  Y.  St.  Jr.  Med. 


Internist,  Pediatrician  Board-eligible  or  certified,  for  Medical 
Group  representing  all  specialties  in  growing  suburb  of 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  from  $12,500  depending  on  qualifications. 
Box  313,  N.  Y.  St.  Jr.  Med. 


Internist — Large  Midwest  hospital.  Must  be  board  eligible. 
Write  Box  234.  N.  Y.  St.  Jr.  Med 


Wanted:  House  Physician.  Geriatric  Home  and  Hospital. 
New  York  City  suburb.  .Applicant  should  have  New  York 
State  Physician’s  license  or  certificate  from  E.  C.  F.  M.  G. 
•Attractive  salary.  Reply  Box  325,  N.  Y.  St.  Jr.  Med. 


Wanted:  Associate,  general  practice,  upper  New  York,  some 
experience  in  obstetrics.  Raiiid  advancement,  alternating 
night  dut.v,  month's  vacation,  guaranteed  income;  first 
year  .513,000  plus.  Congenial  group.  Box  327,  N.  Y.  St. 
Jr.  Med. 


Adirondack  resort  community  desires  services  of  General 
Practicing  pliysician.  Beautiful  living  surroundings,  good 
sustaining  salary,  opportunity  for  service  to  several  neighbor- 
ing communities.  Write  Laura  Bird,  Town  Clerk,  Inlet, 
New  York,  or  call  Eagle  Bay  3631  for  an  appointment. 


REAL  ESTATE,  FOR  SALE  OR  RENT 


New  Medical  Arts  Building,  Commaok  Road,  Commack, 
Long  Island,  New  York.  Suites  available  for  various  special- 
ties. Rapidly  growing  community.  FO  8-1636. 


Staten  Island — New  Air  Condit.  suite  of  professional  offices. 
3 adjoining  rms.  with  priv.  lav.  Share  reception  rm  and  lab 
with  D.D.S.  Street  level,  business  street,  ideal  specialist 
or  G.P.  1991  Victory  Blvd.,  YU  1-7103. 


For  Rent:  Manhattan  office,  214  E.  31st  Street,  suitable 

physician  or  dentist.  Occupied  by  surgeon  who  is  moving 
upstairs.  Call  Mon,  Wed,  Fri  4 to  7 P.M.  MU  6-0223. 


Residence — Nyack,  adaptable  for  professional  use.  Pres- 
tige area;  completely  modernized — perfect  condition;  2 
car  garage  unattached;  central  ball;  library,  living  room, 
fireplace,  formal  dining  room,  science  kitchen  plus  dining 
area,  3 Vi  baths,  4 bedrooms,  TV  room  and  fully  screened 
summer  porch.  Original  price  $52,600.  Now  $37,500.  Call 
ELmwood  8-0222  after  6 P.M. 


Doctors  home  with  office,  good  location  in  small  growing 
town,  unusual  opportunity.  Write  Mrs.  Tracy  Gillette, 
233  Front  Street,  Owego,  N.  Y. 


Excellent  opportunity  to  re-establish  prominent  country  prac- 
tice; modern  fully  equipped  office  building  ready  for  use;  near 
hospital;  detached  home,  3 car  garage,  corner  fronting  main 
and  secondary  highw'ays.  Write  E.  Gellert,  Kerhonkson, 
N.  Y.  Phone  Kerhonkson  2631. 


Forest  Hills,  L.I.  98-120  Queens  Boulevard,  3 rooms  corner, 
ground  floor  front,  lobby  & private  street  entrance  available 
for  MD  or  Psychiatrist.  Mr.  Levinson,  Benenson  Realty, 
475  Fifth  Avenue,  New  York  17,  MU  9-3854. 


Wantagh,  L.I. — 69  ft.  ranch;  corner;  'A  acre;  main  tho- 
roughfare; 3*A  rm  off.  lav.;  7 rm.  residence  (3  bdrms,  2 
baths) ; 2 car  gar.  Fine  sandstone  front  and  landscaping. 
$960  tax,  $25,000  mortg. — SlO.OOOcas,  incl.  off.  equip.  Call 
SU  5-7821. 


Model  house,  fast  growing  Long  Island  community,  prime 
location  & opportunity.  Spacious — 3 bedrooms,  2>A  baths, 
separate  office  area.  Need  G.P.,  Pediatr,  Psychiatrist.  Im- 
mediate occupancy.  PYramid  1-9750  or  write  Box  328, 
N.  Y.  St.  Jr.  Med. 


Medical  office — 300  to  600  square  feet  or  larger — will  parti- 
tion— air-conditioned — new  apartment  house — Greenwich 
Village — occupancy  May  1st,  1961.  Hanfield,  Hillyer  & Bell, 
Inc.,  ORegon  4-9100. 


Retired  physician  desires  to  sell  ranch  house.  Palm  Island, 
Miami  Beach.  100  X 140  on  Biscayne  Bay,  dock.  Two 
master  bedrooms,  two  baths  and  maid’s  room,  bath.  Land- 
scaped, air-conditioned,  heated,  lawn  sprinkler,  all  utilities 
two  car  garage.  $39, .500,  partly  furnished.  225  No. 
Coconut  Lane,  Palm  Island,  Miami  Beach. 
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POSITIONS  WANTED 


For  sale:  Beautiful  corner  ranch  home-office  combination. 
Scarsdale  vie.  3 room  office  with  separate  entrance.  6 
rooms.  2 baths.  Excellent  transportation,  public  and  paro- 
chial schools.  Little  cash.  SCarsdale  5-0498. 


PRACTICES:  FOR  SALE  OR  RENT 


Completely  equipped  office  of  deceased  physician;  hospital 
facilities;  excellent  upstate  Finger  Lakes  Community. 
Box  291,  N.  Y.  St.  Jr.  Med. 


Doctors  home-office  combination  with  large  active  practice. 
School  physician  leaving  for  specialty.  Will  introduce. 
Forty-five  miles  from  New  York  in  Long  Island.  Box  311, 
N.  Y.St.  Jr.  Med. 


Pediatric  practice  with  office  to  rent;  close  to  medical  school 
located  in  prosperous  urban  area.  Box  312,  N.  Y.  St.  Jr. 
Med. 


Spacious  completely  equipped  medical  office,  established 
for  40  years  in  populated  section  of  East  Harlem  on  Lexington 
Avenue.  Price  very  reasonable.  Box  319,  N.  Y.  St.  Jr. 
Med. 


When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connection, 
or  anything  else  turns  up  that 
makes  It  necessary  for  you  to 
contact  a large  number  of  your 
associates,  use  the  classified  sec- 
tion of  the  New  York  State 
Journal  of  Medicine,  750  Third 
Ave.,  New  York  1 7,  N.  Y.  Your 
ad  will  pay  you  well  in  replies. 


Ophthalmologist,  Board  qual.  Interested  in  association — 
group  or  part-time;  N.Y.C.  or  vicinity.  TR  3-3843. 


Radiologist:  Board  eligible.  Residency  completed  June 

1960.  Presently  instructor  at  Univ.  Hosp.  Desires  position 
doing  mainly  roentgen  diagnosis  at  hospital  and/or  private 
office.  Box  324,  N.  Y.  St.  Jr.  Med. 


Surgeon,  34,  board  eligible,  5 year  residency  including  thoracic 
surgery,  desires  association  with  group,  general  or  thoracic 
surgeon,  N.Y.  Metropolitan  area.  Box  329,  N.  Y.  St.  Jr. 
Med. 


MISCELLANEOUS 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33*/i%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Physician  N.  Y.  State  License  with  general  and  surgical  ex- 
perience will  purchase  active  practice  (or  partnership).  Com- 
pensation office  preferred.  Box  326,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED  RATES 


1 time .$1.35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 
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How  to 
stop  feeling 
your  years 


One  reason  why  you  may  feel  older  than 
you  are  is  that  you  have  slowed  down, 
lost  some  of  your  energy  and  vitality. 
How  to  regain  it?  Medical  men  know 
that  lost  vigor  can  often  be  restored 
through  the  right  kind  of  physical  activ- 
ity. Not  just  “exercise”  which  uses  one 
set  of  muscles  or  another,  but  a stimu- 
lating activation  of  all  parts  of  the  body. 

Engineering  science  has  developed  a way 
in  which  you  can  get  this  essential  all- 
body action.  That  way  is  Exercycle. 

Exercycle's  All-Body  Action 

Exercycle  gives  you  all-body  action  by 
moving  every  part  of  your  body  in  a 
stimulating,  coordinated  way.  Because 
Exercycle  is  motor  driven,  it  conditions 
you  without  the  strain  and  exhaustion 
of  conventional  exercise.  You  can  use  as 
much  or  as  little  effort  as  you  wish.  The 


unique , exclusive  All-Body  Action  of 
Exercycle  is  so  relaxing  and  refreshing, 
it’s  hard  to  believe  that  it  brings  into 
play  the  same  parts  of  your  body  as  you 
would  use  in  swimming,  rowing,  cycling, 
and  horseback  riding  ...  all  in  one  satis- 
fying workout.  The  Exercycle  does  the 
work;  you  get  the  benefits.  And  you  have 
the  comfort  and  convenience  of  taking 
your  daily  Exercycle  workout  right  in 
your  own  home. 

Helps  renew  lost  energy 
The  effect  of  a daily  workout  with  the 
Exercycle  is  almost  magical.  In  less 
than  five  days,  you  begin  to  feel  the 
difference.  Your  muscles  soon  begin  to 
firm.  You  feel  more  energetic,  more 
youthful.  You’re  more  at  ease,  more 
relaxed  than  you  have  been  in  years. 
You  have  more  vigor  and  drive.  You  look 
trimmer,  slimmer. 


The  total  benefits  you  get  from  the  All- 
Body  Action  of  Exercycle  are  available 
in  no  other  way.  No  exercise  routine,  no 
other  “health  program,”  no  other  kind 
of  equipment  can  do  what  Exercycle 
does.  Now  thousands  of  men  and  women 
who  have  unsuccessfully  tried  the  pills, 
food  fads,  and  strenuous  regimens  can 
keep  vigorous  the  easy,  convenient 
Exercycle  way.  You  can  do  it  too. 

ACT  NOWI  SEND  FOR  FREE  LITERATUREI 
IT'S  NEVER  TOO  LATE 
TO  FEEL  YOUNG  AND  ACTIVE  AGAIN 

Phone  or  fill  out  coupon  and  you’ll  re- 
ceive detailed  information  on  the  amaz- 
ing Exercycle  with  exclusive  All-Body 
Action,  how  it  works  and  what  it  can 
mean  to  you  and  your  family.  You  owe 
it  to  yourself  to  investigate  this  mod- 
ern way  of  keeping  fit  and  feeling  great. 


with  the  EXCLUSIVE  ALL-BODY  ACTION 


EXERCYCLE  CORPORATION  443 

630  Third  Ave.,  New  York  17,  N.  Y. 

In  New  York:  0X5-1733  In  New  Jersey:  WH  5-0800 

Ple«'ise  send  me  at  once,  without  cost  or  obligation,  the 
FREE  Health  and  Fitness  Kit,  with  full  details  on  the  effort- 
less, automatic  Exercycle  way  to  keep  healthy,  alert  and  trim, 
including  pamphlets  quoting  doctors  on  relation  of  health  to 
exercise. 


Mr.  'j 

Mrs.  > 

Miss  I (PLEASE  PRINT  PLAINLY) 

Address 

City Zone.  . . .State 
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I dual  antibiotic 

I#  therapy  gives 

88%  cure  rate* 
■ in  a wide  vari- 

ety of  common 
skin  infections 


’Greenhouse,  J.  M.,  and  Ryle,  W.  C.:  A.  M.  A. 
Arch.  Dermat.  &Syph.  69.366,  1954. 


BACIMYCIN  Ointment  I BACIMYCIN 


1V2-OZ.  100-Gm.  i i/s-oz.  tubes  1 Hydrocortisone 

tubes  hospital  I for  ophthalmic  I Vs-oz.  tube  with  LABORATORIES.  INC. 

jars  I use  ■ applicator  tip  MOUNT  VERNON,  N.  Y. 
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only  2 SBionds  to  specify 

miiximum 

quniiTV 


It  takes  only  2 seconds  to  specify 
“THYROID  ARMOUR”  on  a 
prescription  blank,  yet  these  words 
represent  the  highest  grade  thyroid 
available,  manufactured  with 
all  the  control  skills  learned  during 
three-quarters  of  a century  of 
experience  with  endocrine  products. 
THYROID  ARMOUR  is  the  original 
standard  of  comparison  for  ail 
thyroid  preparations,  and  is 
regarded  throughout  the  world 
as  the  quality  thyroid  product. 

ARMOUR  PHARMACEUTICAL  COMPANY 

KANKAKEE,  ILLINOIS  Aritiour  Msttus  ProtecUov, 


THYROID  U.S.P. 

Thyroid  Tablets  (Armour)  are  prepared  from  fresh 
selected  glands,  desiccated  and  standardized  by  official 
U.S.P.  method  to  contain  0.2  per  cent  of  iodine  in  thyroid 
combination.  Thyroid  Powder  U.S.P.  (Armour)  is 
standardized  and  of  uniform  potency.  USES:  Thyroid 
deficiencies,  cretinism,  myxedema,  nodular  goiter  (non* 
toxic),  non-nodular  goiter.  A variety  of  clinical  condi- 
tions will  respond  to  the  use  of  Thyroid  (Armour)  when 
subclinical  hypothyroidism  Is  involved,  i.e.,  gynecologic 
conditions  such  as  functional  menstrual  disorders,  ster- 
ility, habitual  abortion;  recurring  conjunctivitis; certain 
types  of  anemias  and  obesity;  and  certain  changes 
which  occur  in  hair,  skin  and  fingernails.  DOSAGE:  Va 
to  5 grains  daily  as  required  by  clinical  condition. 
Therapeutic  effect  develops  slowly  and  lasts  for  two 
months  or  longer.  Thus  the  daily  dose  may  be  given  as 
a single  dose  (preferably  in  the  morning)  rather  than 
severaltimesdaily.  Patientstreated  with  thyroid  should 
be  continuously  under  the  physician's  observation. 
CONTRAINDICATIONS:  Heart  disease  and  hyperten- 
sion, unless  the  metabolic  rate  is  low.  SUPPLIED: 
Tablets— bottles  of  100,  1000  and  larger:  potencies  of 
Vi.  Vi.  1. 2 and  5 grains.  Powder— 1 oz.  4 oz.,and  1 lb. 
bottles. 


eJan.  1961,  A.  P.  Co. 
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Infectious  folliculitis  with  secondary  impetiginization  treated  with  Furacin-HC  Cream 
—6  days  later  improved  and  discharged. 


Pyodermas; 

fight 

infection, 

facilitate 

healing 


In  clinical  use  for  more  than  13  years  and  today  the 
most  ividely  prescribed  single  topical  antibacterial , 
Furacin  retains  undiminished  jjotency  against  patho- 
gens such  as  staphylococci  that  no  longer  respond  ade- 
quately to  other  antimicrobials.  Furacin  is  gentle,  non- 
toxic to  regenerating  tissue,  speeds  healing  through 
efficient  prophylaxis  or  prompt  control  of  infection. 
Unique  ivater-soluble  bases  provide  thorough  penetra- 
tion, lasting  activity  in  wound  exudates,  without  “seal- 
ing” the  lesion  or  macerating  surrounding  tissue. 


the  broad-spectrum 
bactericide  exclusively 
for  topical  use 


brand  ol  nitrofurazone 

in  dosage  forms  for  every  topical  need 

Soluble  Dressing  / Soluble  Powder 
Solution  / Ci'eam  / HC  Cream 
(with  hydrocortisone)  / Vaginal 
Suppositories  / Inserts  / Furestrol® 
Suppositories  (with  diethylstilbestrol) 
Special  Formulations  for  Eye,  Ear,  Nose 

EATON  LABORATORIES 

Division  of  The  Norwich  Phanuacal  Company 

NORWICH,  NEW  YORK 


823 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


Published  twice  a month  by  the  Medical  Society  of  the  State  op  New  York.  Editorial  and  Circulation  Office:  750  Third 
Ave.,  New  York  17,  N.  Y.  Publication  Office:  20th  and  Northampton  Sts.,  Easton,  Pa.  Change  of  Address:  Notice 
Should  State  Whether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Six  Weeks  Notice  Is 
Required  to  Effect  a Change  of  Address.  Fifty  cents  per  copy — $7.50  per  year.  Second-class  mail  privileges  authorized 
at  Easton,  Penna.  This  publication  is  authorized  to  be  mailed  at  the  special  rates  of  postage  prescribed  by  Section  132.122. 


VOLUME  61 


MARCH  15,  1961 


NUMBER  6 


CONTENTS 


The  Editors  of  the  Journal  assume  no  responsibility  for  the  opinions  and  claims  expressed  in  the 
articles  contribxded  by  individual  authors.  Contributions  are  accepted  for  original  publication  only. 


Scientific  Articles 


The  Chemotherapy  of  Lympliomas,  Henry  D.  Diatnond,  M.D 871 

E.xtraeorporeal  Ion-Exchange  Circuits  in  the  Treatment  of  Hepatic  Coma,  William  J.  McCann, 

M.D.,  F.A.C.S 879 

Treatment  of  Metastatic  Thyroid  Cancer  with  Radioactive  Iodine,  Ahsen  Ozarda,  M.D.,  and 

Merrill  A.  Bender,  AI.D 885 

The  Present  Surgical  Management  of  Otosclerosis,  Richard  J . Bellucci,  M.D 890 

Treatment  of  Acute  Alcoholism  with  Methocarbamol,  Joseph  J.  Lofaro,  M.D 897 

The  PIffects  of  Deanol  in  Children  with  Organic  and  Functional  Behavior  Disorders,  Elmore  M. 

Fields,  M.D 901 

The  Legal  Basis  for  Awards  in  Cardiac  Cases,  Harold  F.  McNiece,  Esq 906 

Recen  t Advances  in  Medicine  and  Surgery 

Current  Concepts  in  the  Pathogenesis  and  Manageme  nt  of  Cirrhotic  Ascites,  Jerome  IP.  Canter, 
M.D.,  William  S.  Rosenthal,  M.D.,  and  Ivan  D.  Baronofsky,  Al.D.,  F.A.C.S 913 

Clinicopathologic  Conference 

Widely  Disseminated  Granulomatous  Disorder,  Montefiore  Hospital 920 

Current  Concepts  in  Diabetes  Mellitus 

Diabetic  Acidosis,  Kermit  L.  Pines,  M.D 925 


[Continued  on  page  826] 


824 


For  demonstrably  greater  relief  in  asthma' 


SB 


®i 


the  bronchial  tree  of  thick  mucus  and 


the  bronchioles 


Bronkotabs  is  more  effective  because  it  is  more 
comprehensive  in  treatment.  First,  Bronkotabs 
dilates  bronchioles,  combats  local  edema  and 
provides  mild  sedation. 

In  addition,  Bronkotabs  decongests,  using  a most 
effective  expectorant  (glyceryl  guaiacolate)^  to 
liquefy  and  help  expel  the  thick,  tenacious  mucus 
which  is  the  cause  of  much  of  the  respiratory 
distress  in  chronic  asthma.^  Since  asthma  is  a 
chronic  allergic  disease  of  the  bronchial  tree,^ 
Bronkotabs  also  supplies  a highly  efficient  anti- 
histamine (thenyidiamine)  for  prophylactic  main- 
tenance.'^ Marked  and  consistent  relief  of 
symptoms  with  minimum  side  effects  can  be 
expected  with  a dose  of  one  tablet  every 
three  or  four  hours,  not  to  exceed  five 
times  daily. 

In  a recent  study^  of  40  patients  with 
asthma,  33  patients  (82.5%)  reported 


Bronkotabs  brought  fair  to  good  relief  from 
asthmatic  symptoms.  Asthma  relief  was  expressed 
by  ease  of  expectoration  of  secretions,  reduction  of 
bronchospasm,  and  increased  vital  capacity.  “The 
combination  of  drugs  used  in . . . [BRONKOTABS] 
. . . gave  greater  relief  in  these  patients  than  the 
conventionally  used  tablet  [ephedrine,  theophyl- 
line, phenobarbital] . . 


BRONKOTABS  DOES  MORE  FOR  THE  ASTHMATIC  BECAUSE 
IT  IS  MORE  COMPREHENSIVE  IN  ACTION.  Each  tablet  con- 
tains; Theophylline  100  mg.;  Ephedrine  Sulfate  24  mg.; 
Phenobarbital  8 mg.;  Thenyidiamine  HCI  10  mg.  and 
Glyceryl  Guaiacolate  100  mg. 

Supplied:  bottles  of  100  white  scored  tablets. 

References:  1.  Spielman,  A.  D.:  in  press.  2.  Schwartz, 
E.,  et  al.:  Am.  Pract.  & Digest  Treat.  7:585,  1956.  3. 
Ogden,  H.  D.,  and  Fuchs,  M.:  J.  Louisiana  M.  Soc. 
111:175,  1959.  4.  Drill,  W.  A.:  Pharmacology  in  Medi- 
cine, New  York,  McGraw-Hill  Co.,  1954,  p.  41. 
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Antirheumatic  Anaigesic 


PLANOLAR* 


for 

Rheumatoid 


Arthritis 


Planolar  combines  the  cumulative 
antirheumatic  and  anti-inflammatory 
action  of  Plaquenil®  with  the  prompt 
analgesic  action  of  aspirin. 


Each  tablet  contains:  Plaquenil  60  mg. 

Aspirin  300  mg.  (5  grains) 


Plaquenil  "...the  preferred  antimalarial  drug  for 
treatment  of  disorders  of  connective  tissue..."^ 


Aspirin  belongs  to  ". . . the  most  useful  group  of 
drugs  for  rheumatoid  arthritis."^ 


HOW  SUPPLIED:  Bottles  of  100  tablets. 


for  detailed  information 
(clinical  experience,  side 
effects,  precautions,  etc.) 


LABORATORIES 
N«wYorkl8,  N.Y. 


DOSAGE:  Adults,  2 tablets  two  or  three 
times  daily.  After  two  or  three  months  of  therapy, 
the  patient  may  no  longer  need  the  added  benefit 
of  aspirin.  A maintenance  regimen  of  Plaquenil 
sulfate  alone  (from  200  to  400  mg.  daily)  may  then 
be  substituted. 


*Planolar,  trademark 


REFERENCES: 

1.  Scherbel,  A.  I.-,  Schuchter,  S.  1., 
and  Harrison,  J.  W.:  Cleveland 
Clin,  Quart.  24:98,  April,  1957. 

2.  Waine,  Hans:  Arthritis,  rheumatoid, 
in  Conn,  H.  F.:  Current  Therapy  1959, 
Philadelphia,  W.  B.  Saunders  Co., 
1959,  p.  565. 
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ASTHMA 

RELIEF 

in  seconds 

MEDIHALER* 

the  most  effective 
anti-asthmatics . . . 

administered  in  the 
most  effective  manner... 


simplest  and  most 
convenient  for 
the  patient. . . 


Available  with  either  of  the  two 
outstanding  bronchodilators 


MEDIHALER-ISO® 

Isoproterenol  sulfate,  2.0  mg.  per 
cc.,  suspended  in  inert,  nontoxic 
aerosol  vehicle.  Contains  no  alcohol. 
Each  automatically  measured  dose 
contains  0.075  mg.  isoproterenol. 


MEDIHALER-EPl® 

Epinephrine  bitartrate,  7.0  mg.  per 
cc.,  suspended  in  inert,  nontoxic 
aerosol  vehicle.  Contains  no  alcohol. 
Each  automatically  measured  dose 
contains  0.15  mg.  epinephrine. 


Usual  precautions  for  administration  of  isopro- 
terenol and  epinephrine  should  be  observed. 


Northridge,  California 
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In  CONSTIPATION... 


Relief  ? Certainly. 

But,  what  about  the  atonic  bowel? 


for  both! 


Consider  the  task  . . . Usually  it  is  more  than 
just  moving  fecal  matter.  Often,  the  atonic 
howel  cries  for  rehabilitation!  MODANE  answers 
both  needs. 


FOR  ONE  HALF  OF  THE  PROBLEM 

MODANE  provides  Danthron — non-irritating,  non- 
habit-forming, overnight  de-constipant  which  acts 
gently,  positively,  on  the  large  bowel  only. 


. . . FOR  THE  OTHER  HALF 

MODANE  supplies  Pantothenic  Acid  vital  to  the 
body’s  formation  of  coenzyme  A which  is,  in  turn, 
essential  for  acetylation  of  choline — so  necessary 
for  normal  bowel  tone  and  peristaltic  efficiency. 


3 IDEAL  DOSAGE  FORMS 


Each  Modane  Tablet  contains  75  mg.  Danthron  (1.8  Dihydroxyanthraquinone)  and 
25  mg.  Calcium  Pantothenate.  Each  Modane  Mild  Tablet  and  each  teaspoonful 
Modane  liquid  contains  37.5  mg.  Danthron  and  1 2.5  mg.  Calcium  Pantothenate. 
Dosage  — 1 tablet,  teaspoonful,  or  fractional  teaspoonful,  immediately  after  the 
evening  meal. 


THE  WARREN -TEED  PRODUCTS  COMPANY 

COLUMBUS  8,  OHIO 

Dallas  • Chattanooga  • Los  Angeles  • Portland 
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for  laxative  results  without  laxative  harshness 


THE  SURFACTANT  LAXATIVE 


“We  consider  Doxidan  to  be  superior  to  the  agents  we  have  previously  em-  \ ' . 

ployed  in  the  treatment  of  constipation  in  postpartum  patients.  Not  only  j 

was  it  more  effective,  but  also  its  use  was  associated  with  almost  complete 
freedom  from  side  effects  ....  flatulence,  cramping  and  ‘griping’  were  ! 
notably  absent  ....  ‘rebound  constipation’  and  the  danger  of  subsequent 
habit  formation  are  largely  obviated  by  the  use  of  this  logical  combination 
of  a potent  fecal  softener  with  a mild  peristaltic  stimulant.”’  i 


DOSAGE  AND  SUPPLY 


EOne  or  two  capsules  administered  at  bedtime  for 
two  or  three  days  or  until  bowel  movements  are  normal.  Each  maroon 
Doxidan  capsule  contains  50  mg.  Danthron  (1,8-dihydroxyanthraquinone) 
and  60  mg.  calcium  bis-(dioctyl  sulfosuccinate).  Bottles  of  30  and  100  soft 
gelatin  capsules. 


1.  Beil,  A.:  Management  of  Constipation  in  the  Puerperium.  To  be  published. 


“crash  diets” 

do  solve  the  basic  patient  problem: 
habitual  overeating 

In  the  treatment  of  chronic  obesity,  “fad  diets”  are  not  the 
answer.  Your  patients  may  suffer  adverse  somatic  as  well  as  psychic 
effects  from  alternating  weight  loss  and  gain. 

At  the  conclusion  of  a “crash-diet”  program,  the  patient  often 
falls  back  into  familiar  habits  of  overeating  The  problem, 
therefore,  remains  the  same. 

The  process  of  eliminating  pounds  in  the  chronically  obese 
should  be  gradual.  To  accomplish  this,  obviously,  new  patterns 
of  eating  must  be  established. 

BAMADEX  tablets  help  the  patient  be  satisfied  on  a diet  which  will 
cause  him  to  lose  weight.  BAMADEX  tablets  combine  two  specific  agents 
to  overcome  the  habitual  overeating  in  the  chronically  obese... 
the  outstanding  appetite  suppressant,  d-amphetamine,  balanced  with 
the  tranquilizer,  meprobamate.  BAMADEX  tablets  help  the  recalcitrant 
patient  keep  within  his  prescribed  caloric  limits.  It  does  this  by 
curbing  between-meal  hunger,  fatigue,  nervousness,  insomnia,  and 
dizziness,  which  may  lead  to  failure  in  diet  reduction. 


BAMADEX 


helps  them 
to  help  themselves 
to  less! 


meprobamate  with  d-amphetamine  sulfate  lederle 


TABLETS 


BAMADEX  Tablets;  Each  coated  tablet  (pink)  contains:  d-amphetamine 
sulfate,  5 mg.;  meprobamate,  1,00  mg.  dosage:  1 tablet  one-half  to  one  hour 
before  each  meal.  Higher  dosage  may  be  required  in  certain  cases. 
precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetic 
compounds,  who  have  coronary  or  cardiovascular  disease,  or  who 
are  severely  hypertensive.  Bottles  of  100  and  1,000. 


LEDERLE  LABDRATDRIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Pearl  River.  New  York 


The  1961  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New 
York  will  meet  from  May  8-12  in  the 
interesting  and  centrally  located  city 
of  Rochester.  This  city  of  inter- 
nationally known  cultural  and  sci- 
entific institutions  will  welcome  the 
Society  meeting  for  the  first  time  in 
many  years.  It  is  suggested  that 
members  make  early  plans  to  attend 
what  promises  to  be  one  of  the  most 
stimulating  meetings  ever  held  by 
the  Society. 
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Put  your 
low-back  patient 
back  on  the  payroll 

Soma  relieves  stiffness 
—stops  pain,  too 

I YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
I patient.  Get  him  back  to  his  normal  activity,  fast! 

\ 

I HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
I while  it  relaxes  muscle  spasm. 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  (J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


(carisoprodol,  Wallace) 


\?/  Wallace  Laboratories,  Cranbury,  New  Jersey 


• Mail-order  Prescription  plans  have  been  conclenaned  by  national,  state  and  local 
medical  and  pharmaceutical  associations.  They  point  out  that  the  “direct  personal 
relationship  . . . between  patient-physician-pharmacist  ...  is  essential  to  the 
welfare  of  patients.” 

• Yes  . . . "the  personal  touch  i_s  important 

• Your  neighborhood  pharmacist  knows  you  . . . your  family  . . . your  doctor. 
He’s  watched  you  grow'  up  over  the  years.  When  you  enter  his  shop 
he  greets  you  by  name  ...  he  knows  you  had  a bout  w'ith  the  \drus  last 
\'ear  ...  he  knows  your  daughter  had  whooping  cough  at  the  age  of  three. 

• Filling  prescriptions  is  his  main  function ...  he  has  received  a degree 
from  a college  of  pharmacy  after  completing  four  years  of  study  . . . 
passed  an  e.vamination  and  been  duly  registered  by  \'our  State 
Board  of  Pharmacy,  a division  of  the  State  Department  of  Edu- 
cation. He  is  a member  of  the  Ph;u-maceutical  Society  of  the  State 
of  New  York  and  your  local  pharmaceutical  association,  organ- 
izations dedicated  to  the  protection  of  the  public  health  and 
maintenance  of  high  standards  within  the  profession  of 
Pharmacy.  Your  pharmacist  proudly  displays  his  emblem 
of  membership. 

• When  you  bring  your  prescription  to  him  . . . within  a 
short  time  ...  he  has  it  ready  for  you.  He  may  consult  with 
your  doctor  on  the  prescription.  He  will  tell  you  the  specific 
instructions,  precautions  or  contra-indications  about  the  medicine 
you  have  received.  He  will  keep  your  prescription  on  file.  In  the  event 
of  an  emergenc)',  he  will  be  there  to  check  with  your  family  doctor. 

• Your  pharmacist  knows  that  when  it  comes  to  treating  an  illness  . . . 

“the  personal  touch  is  important'’  . . . being  there,  when  necessary,  in  any 

emergency  is  important  . . . and  your  pharmacist  is  there.  You  cannot  obtain 
this  “personal  touch”  when  a prescription  is  filled  through  a mail  order  plan. 


WITH  BEST  WISHES  FOR  YOUR  CONTINUED  GOOD  HEALTH 
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contains  everything  most  coughers  need 


in  each  5 cc.  (1  teaspoonful) 


Dimetane  2 mg. 

(Parabromdylamine  [Brompheniramine]  Maleate) 
the  antihistamine  most  likely  to  succeed. 


I Phenylephrine  HCl  5 mg.  and  Phenylpropanolamine  HCl  5 mg. 
I two  highly  approved  decongestants. 


I Glyceryl  Guaiacolate  100  mg., 

I the  expectorant  that  works  best  — 

I increases  respiratory  tract  fluid  almost  200% 


IN  DIMETANE  EXPECTORANT-DC 

added  Codeine  Phosphate  10  mg./5  cc.(exempt  narcotic), 

when  additional  cough  suppressant  action  is  needed. 


for  less  frequent,  more  productive  cough 


Dimetane'Expectorant 
Diinetane*Expectorant-DC 

Dimetane  Expectorant  with  Codeine  Phosphate  I A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


FOR  THE 
AGING... 


NEW 

COMPREHENSIVE  SUPPORT 


BALANCED  HORMONE  SUPPLEMENTATION 

A 

BROAD  NUTRITIONAL  REINFORCEMENT 

A 

MOOD  ELEVATION 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • 
Methyl  Testosterone  2.5  mg.  • d-Amphetamine  Sulfate 
2.5  mg.  • Vitamin  A (Acetate)  5,000  U.S.P.  Units  • Vita- 
min D 500  U.S.P.  Units  • Vitamin  B,j  with  AUTRINIC® 
Intrinsic  Factor  Concentrate  1/15  U.S.P.  Unit  (Oral)  • 
Thiamine  Mononitrate  (B,)  5 mg.  • Riboflavin  (Bj)  5 mg. 

• Niacinamide  15  mg.  • Pyridoxine  HCI  (B,)  0.5  mg.  • 
Calcium  Pantothenate  5 mg.  • Choline  Bitartrate  25  mg. 

• Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascor- 


bate 50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • 
Vitamin  E (Tocopherol  Acid  Succinate)  10  Int.  Units  • 
Rutin  12.5  mg.  • Ferrous  Fumarate  (Elemental  iron,  10 
mg.)  30.4  mg.  • Iodine  (as  Kl)  0.1  mg.  • Calcium  (as 
CaHPOa)  35  mg.  • Phosphorus  (as  CaHPOi)  27  mg.  • 
Fluorine  (as  CaF2)  0.1  mg.  • Copper  (as  CuO)  1 mg.  • 
Potassium  (as  K2SO4)  5 mg.  • Manganese  (as  Mn02)  1 mg. 

• Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg. 

• Boron  (as  Na2B407.10H20)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  *gB> 


ST.  VINCENT’S 

240  North  Street 


HOSPITAL  OF  WESTCHESTER  COUNTY 

woodbine  7-6500  Harrison,  New  York 


A voluntary  non-profit  institu- 
tion providing  all  modern  ther- 
apies for  mental  and  emotional 
disorders  including  individual 
and  group  psychotherapy, 
pharmacotherapy,  insulin  coma 
and  electro  therapies  and  ex- 
tensive activity  programs.  All 
facilities  expanded  for  in-  and 
out-patients,  day  care  and  clinic 
service  for  children.  Acutely 
ill  and  continued  therapy  pa- 
tients admitted. 


RICHARD  D’ISERNIA,  M.D. 

Medical  Director 
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rational  aspect 
of  civilized  living... 
beverage  alcohol. 


TARD  COGNAC 

a celebrated  example 
of  the  French  Art. 


IMPORTED  FROM  FRANCE 


COGNAC  BRANDY 


The  Only  Cognac  Made  and  Bottled  at  The  Chateau  de 
Cognac.  IMPORTED  OTARD  COGNAC.  V.S.O.P., 80  PROOF 
3 STAR.  84  PROOF  • SCHENLEYIMPORTCO..  NEWYORK 


THE  SILVER  HILL 
FOLIDilTION 

New  Canaan,  Connecticut 
announces 

THREE-YEAR  RESIDENCY  TRAIN- 
ING PROGRAM  IN  PSYCHIATRY 

Affiliated  with  Departments  of  Psychiatry 
and  Neurology  of  the  College  of  Physicians 
and  Surgeons,  Columbia -Presbyterian 
Medical  School,  New  York  City. 

1st  year  spent  at  Medical  Center,  New 
York,  N.Y.  2nd  and  3rd  years  at  Silver 
Hill,  New  Canaan,  Conn. 

For  further  information  and  application 
form,  write;  William  B.  Terhune, 
M.D.,  Medical  Director,  The  Silver 
Hill  Foundation,  Box  1177,  New 
Canaan,  Conn. 
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now!  by  mouth!  a liquid 
bronchodilator  terminates 
acute  asthma  in  minutes 
with  virtually  no  risk  of 
gastric  upset 

ELIXOPHYLLIN 

oral  liquid 

Following  oral  dosage  of  75  cc.  Elixophyllin,  mean  blood  levels  of  theophylline 
at  15  minutes^  exceed  those  produced  by  300  mg.  aminophylline  I.V.“— and 
therapeutically  effective^  levels  persist  for  hours. ^ 

^ No  sympathomimetic  stimulation 
^ No  barbiturate  depression 
^ No  suppression  of  adrenal  function 

Each  tablespoonful  (15  cc.)  contains  theophylline  80  mg.  (equivalent  to  100 
mg.  aminophylline)  in  a hydroalcoholic  vehicle  (alcohol  20%). 

For  acute  attacks:  Single  dose  of  75  cc.  for 
adults;  0.5  cc.  per  lb.  of  body  weight  for 
children. 

For  24  hour  control : For  adults  45  cc.  doses 
before  breakfast,  at  3 P.M.,  and  before  re- 
tiring; after  two  days,  30  cc.  doses.  Children, 

1st  6 doses  0.3  cc.— then  0.2  cc.  (per  lb.  of 
body  weight)  as  above. 


1 . Schluger,  J.  et  al. : Am.  J.  Med.  Sci.  233 : 296, 
1957. 

2.  Bradwell,  E.  K. : Acta  med.  scand. 


146:123,  1953. 

3.  Truitt,  E.  B.  et  al.:  J.  Pharm.  Exp. 
Ther.  100:309,  1950. 
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me^ 

Detroit  11,  Michigan 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Logicai  Dermatoiogicals — since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N ,Y. 

Canada:  Winley*Morris  Co.,  Ltd.*  Montraal  21 

Fine  Medium  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivoi  Base  (abrasive  free),  starter 
therapy  for  the  more  acute  ca$es> 


ABRASION  THERAPY  FOB  ACNE 

In  certain  countries  Brasivoi  available  as  DENCO-BRAS^ 


Bravisol  has  a gentle,  graded  abrasive 
action  that  attacks  the  acne  lesion 
simply  and  directly.  Helps  open 
plugged  pores,  reduce  postules  and 
blackheads,  control  oiliness. 
Outstanding  success  on  thousands 
of  acne  cases.  Brasivoi  (pat. 
pend.)  contains:  mild  abrasive 
(ALO3),  hexachlorophene 
1 % , drying  soap-and- 
detergent  base. 

IVrile  for  samples  and  literature. 


(STIEFEU) 
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Anywhere  in  the  capillary  system 


LEAKAGE  DUE  TO  ABNORMAL  FRAGILITY 
AND  PERMEABILITY  CAN  BE  MINIMIZED 

HESPER-C 


hesperidin  complex  and  ascorbic  acid 


A safeguard  against  capillary  fragility:  Hesper-C  helps  restore  and  maintain  essential 
capillary  integrity  in  a wide  range  of  conditions,  including:  habitual  abortion, diabetic 
retinopathy,^  surgical  oozing  and  bleeding,^  senile  purpuras,^  contusions,^  “easy  bruising”;'* 
as  well  as  in  the  “little  strokes”  so  common  to  our  aging  population. 

Adequate  dose  is  important.  Therapeutic:  No  less  than  6 capsules  of  Hesper-C  or  6 teaspoonfuls  of  Hesper-C  Liquid,  or 
3 Hesper-C  bitabs  daily  in  divided  doses.  Maintenance  and  prophylaxis:  4 Hesper-C  capsules  or  4 teaspoonfuls  of  Hesper-C 
Liquid,  or  2 Hesper-C  bitabs  daily.  No  toxicity  or  untoward  effects  have  ever  been  reported  even  with  massive  dosage. 
Also  available:  Hesper-C  Prenatal  — the  capillary-protective  factors  plus  complete  prenatal  vitamin-mineral  supplementation. 

References:  1.  Javert,  C.  T;  Obst.  & Gynec.  3:420,  1954.  2,  Birnberg,  C.  H.:  Symposium  on  Stress  and  Circulation, 
Detroit,  Wayne  County  Chapter,  Michigan  Academy  of  General  Practice,  January  7,  1959,  p.  13.  3.  Monninger,  R.  H.  G.: 
Ibid.,  p.  49.  4.  Greenblatt,  R.  B.:  Obst.  & Gynec.  2:530,  1953.  5,  Poore,  G.  C.:  Proceedings  North  Central  Section,  Ameri- 
can Urological  Association,  1955,  p.  142.  6.  Martin,  G.  J.  (Ed.):  Hesperidin  and  Ascorbic  Acid,  Basel,  Switzerland, 
S.  Karger,  1955.  7.  Dowd,  T.  E:  Philadelphia  Med.  54:1184,  1952.  Trademark:  bitabs 

Division  of  Richardson-Merrell  Inc. 

^ THE  NATIONAL  DRUG  COMPANY 

J n U Philadelphia  44,  Pa.  HC-1763/gi  t-Gt 
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double 
trouble 
of  tbe 
g.i.  tract? 


dual  action 
In  the 

therapeutic 

attack 


spasm 

hyperacidity 

pain... 

intensified  by 
tension 
anxiety 


ENARAX  provides 
10  mg.  oxyphencyclimine 
the  inherently 
long-acting  anticholinergic 
plus  25  mg.  ATARAX®t 
the  tranquilizer 
that  does  not  stimulate 
gastric  secretion 


ENARAX 

A SENTRY  FOR  THE  G.I.  TRACT  111  B.I.D. 


A SENTRY  FOR  THE  G.I.  TRACT 

Proven  effective  for  continuous  relief  of  both  physical  and  emotional  aspects  of  G.I.  disease  — 
hypermotility,  hyperacidity,  and  hyperemotivity.  One  tablet  b.i.d.  provides  24-hour  control  of 
symptoms  in  peptic  ulcer,  gastritis,  gastroenteritis,  colitis,  functional  bowel  syndrome,  duodenitis, 
hiatus  hernia  (symptomatic),  irritable  bowel  syndrome,  pylorospasm,  cardiospasm,  biliary  tract 
dysfunctions,  and  dysmenorrhea,  enarax  has  been  successful  in  92%  of  cases.'-^  Let  your  G.I. 
patients  profit  from  its  dual,  full-time  therapeutic  action. 

Dosage:  One-half  to  one  tablet  twice  daily  — preferably  in  the  morning  and  before  retiring.  The  maintenance 
dose  should  be  adjusted  according  to  the  therapeutic  response.  Use  with  caution  in  patients  with  prostatic 
hypertrophy  and  only  with  ophthalmological  supervision  in  glaucoma.  Supplied:  In  bottles  of  60  black-and-white 
scored  tablets.  Prescription  only. 

References:  1,  Hock,  C.  W.:  Am.  J.  Gastroenterol.  34:293  (Sept.)  1960.  2.  Leming,  B.  H.,  Jr.:  Clin.  Med.  6:423  (Mar.) 
1959.  3.  Data  in  Roerig  Medical  Department  files.  ___  tbiand  of  hydro«yrine 

New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being”* 


FOR  HEMATOPOIETIC  STIMULATION  WHERE  OCCULT  BLEEDING 
IS  PRESENT  HEPTUNA®  PLUS  THE  COMPLETE  ANEMIA  THERAPY 
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A 


3-dimensional 
support  for  older 
patients 

BOLSTERS...  A tissue  metabolism 

A interest,  vitality 
A failing  nutrition 


Geriatric  Vitamins-Minerals-Hormones-d-AmpheTamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • 
Methyl  Testosterone  2.5  mg.  • d-Amphetamine  Sulfate 
2.5  mg.  • Vitamin  A (Acetate)  5,000  U.S.P.  Units  • Vita- 
min D 500  U.S.P.  Units  • Vitamin  8,2  with  AUTRINIC® 
Intrinsic  Factor  Concentrate  1/15  U.S.P.  Unit  (Oral)  • 
Thiamine  Mononitrate  (B,)  5 mg.  • Riboflavin  (82)  5 mg. 

• Niacinamide  15  mg.  • Pyridoxine  HCI  (8.)  0.5  mg.  • 
Calcium  Pantothenate  5 mg.  • Choline  Bitartrate  25  mg. 

• Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascor- 


bate 50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • 
Vitamin  E (Tocopherol  Acid  Succinate)  10  Int.  Units  • 
Rutin  12.5  mg.  • Ferrous  Fumarate  (Elemental  iron,  10 
mg.)  30.4  mg.  • Iodine  (as  Kl)  0.1  mg.  • Calcium  (as 
CaHP04>  35  mg.  • Phosphorus  (as  CaHP04)  27  mg.  • 
Fluorine  (as  CaF2)  0.1  mg.  • Copper  (as  CuO)  1 mg.  • 
Potassium  (as  K2SO4)  5 mg.  • Manganese  (as  Mn02)  1 mg. 

• Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg. 

• Boron  (as  Na2B407.10H20)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


massages 
pain  away 


(aerosol  foam) 


GER-O-FOAM  1 


relieves  pain,  spasm; 
improves  function 
increases  tolerance 
to  exercise 


GER-O-FOAM’s  exclu- 
sive formula  proviides 
for  the  first  time  (deeply 
absorbeid  analgesic- 
anesthetic  agents  in 
aerosol  form— to  per- 
meate an(d  anesthetize 
sensory  nerve  endings. 

Relief  in  minutes,  lasting 
for  hours  in  . . . rheuma- 
toid arthritis,  osteoar- 
thritis, muscle  sprain, 
fibromyositis,  low  back 
pain  . . . even  in  chronic 
intractable  cases. 

GER-O-FOAM  combines: 
Methyl  salicylate  30%,  ben- 
zocaine  3%,  in  a neutralized 
emulsion  base,  permitting 
fast  penetration  through  the 
stratum  corneum. 


Qampije/! 


and  reprint  from 

GERIATRIC  PHARMACEUTICAL CORP. 

Bellerose,  New  York 

Pioneers  In  Geriatric  Research 


1.  Gordon.  E.  E.  and  Haas,  A.: 
Industrial  Medicine  & Surgery 
28:217,  1959. 
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I‘. extraordinarily  effective  diuretic."' 

Efficacy  and  expanding  clinical  use  are  making  Naturetin  the 
diuretic  of  choice  in  edema  and  hypertension.  It  maintains  a 
favorable  urinary  sodium-potassium  excretion  ratio,  retains  a 
balanced  electrolyte  pattern,  and  causes  a relatively  small  in- 
crease in  the  urinary  pH.^  More  potent  than  other  diuretics, 

Naturetin  usually  provides  18-hour  diuretic  action  with  just  a 
single  5 mg.  tablet  per  day  — economical,  once-a-day  dosage 
for  the  patient.  Naturetin  c K — for  added  protection  in  those 
special  conditions  predisposing  to  hypokalemia  and  for  patients 
on  long-term  therapy. 

Naturetin  Naturetin<K  £ 

Squibb  Benzydroflumethiazide  Squibb  Benzydroflumethiazide  with  Potassium  Chloride 


Supplied:  Naturetin  Tablets,  5 mg.,  scored,  and  2.5  mg.  Naturetin 
c K (5  c 500)  Tablets,  capsule-shaped,  containing  5 mg.  ben- 
zydroflumethiazide and  500  mg.  potassium  chloride.  Naturetin 
c K (2.5  c 500)  Tablets,  capsule-shaped,  containing  2.5  mg. 
benzydroflumethiazide  and  500  mg.  potassium  chloride.  For  com- 
plete information  consult  package  circular  or  write  Professional 
Service  Dept.,  Squibb,  745  Fifth  Avenue,  New  York  22,  N.  V. 
References:  1.  David,  N.  A.;  Porter,  G.  A.,  and  Gray,  R.  H.: 
Monographs  on  Therapy  5:60  (Feb.)  1960.  2.  Ford,  R.  V.:  Current 
Therap.  Res.  2:92  (Mar.)  1960. 


'NATuncTiN'S  ts  A aquita 
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THE  STOMACH 
FREE  OF  PAIN 


THE  MIND  OFF 
THE  STOMACH 


Milpath  acts  quickly  to  suppress  pain  and 
spasm,  and  to  allay  anxiety  and  tension 
with  minimal  side  effects. 


AVAILABLE 
IN  TWO 
POTENCIES: 


Milpath-400  — Yellow,  scored  tablets  of 
400  mg.  Miltown  (meprobamate)  and 
25  mg.  tridihexethyl  chloride.  Bottle  of  50. 

Dosage:  1 tablet  t.i.d.  at  mealtime  and 
2 at  bedtime. 

Milpath-200  — Yellow,  coated  tablets  of 
200  mg.  Miltown  (meprobamate]  and 
25  mg.  tridihexethyl  chloride.  Bottle  of  50. 

Dosage:  1 or  2 tablets  t.i.d.  at  mealtime 
and  2 at  bedtime. 


Milpath 

®Miltown  + anticholinergic 


WALLACE  LABORATORIES  Cranbury,N.J 

127S 
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new  clinical  study 


results  m ovec  i 

■ \ V. 

9u^af  casi5S"in 


Use  of  SARDO  in  118  dermatological  patients  to  relieve 

dry,  itchy,  scaly,  fissured  skin  achieved  these  excellent 

results: 

CASES 

AFTER 

SARDO* 

Excellent 

Good  Poor 

49  Senile  skin 

32 

13  4 

26  Dry  Skin  in  younger 
patients  (diabetes,  etc.) 

14 

11  1 

20  Atopic  dermatitis 

8 

10  2 

13  Actinic  changes 

9 

4 

10  Ichthyosis 

3 

4 3 

Skin  Conditions 

Benefited 

No  Benefit 

20  Nummular  dermatitis 

19 

1 

10  Neurodermatitis 

10 

— 

1 fi 


SARDO  actsi>2  to  (A)  lubricate  and  soften  skin,  (B)  replenish  natural 
emollient  oil,  (C)  prevent  excessive  evaporation  of  essential  moisture. 

SARDO  releases  millions  of  microfine  water-miscible  globules  to  pro- 
vide a soothing  suspension  which  enhances  the  efficacy  of  your  other 
therapy. 

SARDO  is  pleasant,  convenient,  easy  to  use;  non-sticky,  non-sensitiz- 
ing. Bottles  of  4, 8 and  16  oz. 

for  SAMPLES  and  complete  reprint  of  Weissberg  paper,  please  write . . . 

SavdeCLU,  Inc.  75  East  55th  street.  New  York  22.  N.Y. 


1.  Weissberg,  G.: 
Clin.  Med.,  June 
1960. 

2.  Spoor,  H.  J.: 
N.  Y.  St.  J.  Med., 
Oct.  15,  1958. 

•patent  pending 
TM.  ©J9€0 
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IflUllllASE 


in  strains 


or  sprains 


STREPTOKINASE-STREPTODORNASE  LEDERLE 


buccal  tablets 


V can  make  a 
difference  to 
your  patient, 
reduce  recovery 
time/add 
comfort  to 
convalescence 


L J 

>7 


VARIDASE  stimulates  early  fibrinolysis  to  reduce 
inflammation,  swelling  and  pain.  Natural  regenera- 
tive factors  penetrate  the  site  to  accelerate  healing. 
A faster  return  to  functional  ability  follows  a more 
comfortable  convalescence— a world  of  difference  to 
your  patient. 

Precautions;  VARIDASE  has  no  adverse  effect  on 


normal  blood  clotting.  Care  should  be  taken  in  patients 
on  anticoagulants  or  with  a deficient  coagulation  mech- 
anism. When  infection  is  present,  VARIDASE  Buccal 
Tablets  should  be  given  in  conjunction  with  antibiotics. 


Dosage:  One  buccal  tablet  four  times  daily  usually  for 
five  days.  To  facilitate  absorption,  patient  should  delay 
swallowing  saliva. 

Supplied:  Each  tablet  contains  10,000  Units  Strepto- 
kinase, 2,500  Units  Streptodornase.  Boxes  of  24  and 
100  Tablets. 


I A n/^f^  AT/MM  rrk  ^ AAiirni/xAki  /\w  a k 


■ n A Aiw  n I 


You  buy  more  than  a good  return  with  Savings  Bonds.  You 
help  keep  our  country  strong  for  today’s  generation  and  the 
ones  to  come.  That’s  one  of  the  reasons  so  many  Americans  buy 
and  hold  U.  S.  Savings  Bonds. 


How  to  grow 
your  own  money 


A U.S.  Savings  Bond  is  better  than 
money.  It  grows.  Plant  $18.75  in  a 
Savings  Bond  and  in  7^  years  it’ll  be 
$25— a full  one-third  bigger.  The  U.S. 
Government  guarantees  this  growth. 
And  if  you  can’t  afford  to  lay  out  the 
full  purchase  price,  you  can  buy  Sav- 
ings Bonds  a bit  at  a time  through  your 
Payroll  Department  where  you  work. 
It’s  an  automatic  installment  plan 
that  costs  you  no  interest  or  carry- 
ing charges. 


Advantages  to  think  about 


You  can  save  automatically  on  the  Pay- 
roll Savings  Plan  • You  now  earn 
to  maturity  • You  invest  without  risk 
• Your  Bonds  are  replaced  free  if  lost 
or  stolen  • You  can  get  your  money 
with  interest  anytime  you  want  it  • You 
buy  shares  in  a stronger  America. 


You  sav^e  more  than  money  with  U.S.  Savings  Bonds 

MANNIVEItSiUtY 

Jetu  isei 
**«,«*»** 


This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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Cincinnoti  39.  OHi 


Let  ^yLctitte 


Iron  utilization  depends  principally  upon  the  rate  of  erythropoiesis*’^  which,  in  turn,  is  controlled  by  the  hormone, 
erythropoietin  3.‘i  Cobalt  is  the  only  clinically  proved  agent  which  enhances  the  formation  of  erythropoietin®’® 
...providing  a rational  physiologic  approach  to  the  treatment  of  anemia.  □ RONCOVITE-MF,  through  cobalt- 
k created  erythroooietin,  produces  a more  rapid  and  complete  red  blood  cell  and  hemoglobin  response  in 
u iron  deficiency  anemia  of  pregnancy.^-®  Typically,  in  a study  of  pregnant  patients,  ". . . utilization  of  orally 
B|k  administered  iron  was  increased  roughly  twofold  by  the  simultaneous  administration  of  cobalt."^ 


RONCOVITE^iiif 


Each  tablet  contains:  cobalt  chloride  (cobalt  as  Co 
3.7  mg.)  15  mg.  and  (errous  sulfate,  exsiccated,  100  mg 


(lyBothwell,  T.  H.i  Pirzio-Biroli.  G..  and  Finch,  C.  A.:  I Lab.  S Clin.  Med.  51:24, 1958.  (2)  Beutler,  E.,  and 
Buttenwieser,  E.i  J.  Lab.  & Clin.  Med. -55:274,  1960.  (3)  Gordon,  A.  S.:  Physiol.  Rev.  39:1,  1959. 
k (4)  Rosse.W.  F.,and  Gurney,  C.W.;  ).  Lab.  & Clin  Med.  53:446,1959.(5)  Goldviasser,  E.ilacobson, 
^ L 0.;  Fried,  W.,  and  PItak,  L.  F.;  Blood  13:55, 1958.  (6)  Murdock.  H.  R.,  Jr.:  J.  Am.  Pharm.  A 
A.  (Sclent.  Ed.)  48:140,  1959.  (7)  Center,  W.  M.;  Clin.  Med.  7:713,  1960.  (8)  Craig.  ^ 

P.  E.:  Clin.  Med.  6:597,  1959.  (9)  Holly,  R.  G.;  Clin.  Obst.  & Gynec.  1:15. 1958. 
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...the  proof  of  the  Patrician “200” 
is  in  the  radiograph! 


When  you  choose  x-ray  for  private  prac- 
tice, look  at  performance  as  well  as  the 
price  tag.  “Economy”  that  is  gained  by 
short-cuts  in  table  design  or  a reduction 
in  power  may  mean  slow  exposures, 
blurred  radiographs  and  repeated  re- 
takes. General  Electric’s  Patrician  “200” 
combination  is  designed  with  adequate 
power  for  private  practice  — a full  200 
ma  to  stop  anatomical  movement  sharp- 
ly and  clearly.  Many  other  features 
found  in  larger  installations  are  engi- 
neered into  the  Patrician:  81"  table, 
independent  tubestand,  shutter  limiting 


and  automatic  tube  protection,  to  name 
just  a few.  And,  considering  its  uncom- 
promising G-E  quality,  this  Patrician 
“package”  is  remarkably  low  priced. 

Rent  the  Patrician  through  the  G-E 
Maxiservice®  plan  that  provides  the 
complete  installation,  including  main- 
tenance, parts,  tubes,  insurance,  local 
taxes  — everything  in  one  monthly  fee. 
Get  details  from  your  G-E  x-ray  repre- 
sentative listed  below. 


Tigress  h Our  Most  fmporfant  Jh’oefucf 


GENERAL 


ELECTRIC 


DIRECT  FACTORY  BRANCHES 

ALBANY 

8 Colvio  Avc.  • IVanhoc  9-4776 

BUFFALO 

960  Busti  Avc.  • TT  3-3425 
EAST  SYRACUSE 
1937  Tcall  Avc.  • HEmpstcad  7-8438 
NEW  YORK 

Long  Island  City,  41—15  27th  St.  • EXctcr  2-5500 
ROCHESTER 

75  College  Avc.  • GRccn&eld  3-9930 


RESIDENT  REPRESENTATIVES 

BINGHAMTON 

J.  W.  Gorslti,  11  Beonett  Avc.  • RAymond  4-8471 
ELMIRA 

V.  D.  Gtaham,  96  Cleveland  Avc.  • REgcnt  2-7989 

SARANAC  LAKE 
S.  Martin,  24  Birch  St.  • Phone  2049 
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you  can  t prescribe  a more 
effective  antibiotic  than 

ERYTHROCIN 

Erythromycin,  Abbott 

How  much  “spectrum”  do  you  need  in  treat- 
ing an  infection?  Clearly  you  want  an  anti- 
biotic that  will  show  the  greatest  activity 
against  the  offending  organisms  and  the  least 
activity  against  non-pathogenic  gastro-intes- 
tinal  flora. 

Weigh  these  criteria  — and  make  this  com- 
parison — when  treating  your  next  coccal 
^fectjonJErythroch^^^mediuii^pectruii^ 


antibiotic,  notably  effective  against  gram- 
positive organisms.  In  this  it  comes  close  to 
being  a “specific”  for  coccal  infections— 
means  it  is  delivering  a high  degree  of  activ- 
ity against  the  majority  of  common  infection- 
producing  bacteria. 

And  against  many  of  the  troublesome  “staph” 
strains  — a group  which  shows  increasing  re- 
sistance to  penicillin  and  certain  other  an- 
tibiotics — Erythrocin  continues  to  provide 
bactericidal  activity.  Yet,  as  potent  as  Eryth- 
rocin is,  it  rarely  has  a disturbing  effect  on 
normal  gastro-intestinal  flora.  Comes  in  easy- 
to-swallow  Filmtabs®,  100  and  250  mg.  Usual 
adult  dose  is  250  mg.  every  six  hours. 

Children,  in  proportion  to  age  and 
weight.  Won’t  you  try  Erythrocin?  I 

©Filmtab— Film-sealed  tablets,  Abbott. 


HOW  TO  GET  TO  ROCHEf^TER 
QUICKLY  AIVD  EA!^1LY 

Transportation  to  the  Annual  Convention  of 
The  Medical  Society  of  the  State  of  New  York 

BY  AIR  — American  Airlines 
Capital  Airlines 
Mohawk  Airlines 

More  than  70  scheduled  flights  daily  in  all  directions 

BY  RAIL— East  and  West — New  York  Central 

BY  CAR — New  York  State  Thruway 

Exit  45  from  East,  Exit  46  from  West 

PARKING — United  System  Parking, 

South  Clinton,  opposite  Manger  Hotel 
Powers  Ramp  Garage,  20  North  Fitzhugh  Street 
Night  Parking 

PLACES  OF  INTEREST— 

Eastman  House  of  Photography 
Memorial  Art  Gallery 
Rochester  Museum  of  Arts  & Sciences 
University  of  Rochester 
Eastman  School  of  Music 
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a breathing  spell  from  asthma 


a rapid  way  to  clear  the  airway 


« stops  wheezing 

• increases  cough  effectiveness 

• relieves  spasm 


In  chronic  disorders  associated  with  obstructed  respiration,  the  dependable  antispasmodic  and  expectorant 
action  of  Quadrinal  rapidly  clears  the  bronchial  tree.  Patients  breathe  more  easily  and  acute  episodes  of 
bronchospasm  are  often  eliminated.  Quadrinal  is  well  tolerated,  even  on  prolonged  administration.  The 
potassium  iodide  in  Quadrinal  provides  an  expectorant  of  time-tested  effectiveness  and  safety. 


indications;  Bronchial  asthma,  chronic  bronchitis, 
pulmonary  fibrosis,  pulmonary  emphysema. 

Qnadrinai  Tjit&ts,  containing  ephedrine  HCt  (24  mg.), 
phenobarbita!  (24  mg.),  ‘Phyjlicin’  * (theophyll  ina-calcium 
salicylate)  (130  mg.),  and  potassium  iodide  (0.3  Om.). 

Also  available— 

a new  Quadrinal  dosage  form  with  taste-appeal  for  all  age  groups ; 
fruit-flavored  QUADRINAL  SUSPENSION  (1  teaspoonful  = 1/2  (luadrinal  Tablet) 

KNOLL  PHARMACEUTICAL  COMPANY,  orange,  new  jersey 

‘Quadrinal,  PhylHclo# 


I 

I 


1 


ical  alh'rgies,  and  allergic  transfusion  re- 
actions,  also  postoperative  nausea  and  vom- 
iting, motion  sickness,  parkinsonism,  and 
quieting  emotionally  disturbed  children. 
Parenteral  administration  is  indicated 
nhere,  in  the  judgment  of  the  physician, 
prompt  action  is  necessary  and  oral  ther- 
apy would  be  inadequate.  DOSAGE:  Oral 
—adults,  2S  to  50  mg.  three  or  four  times 
daily.  Children,  1 or  2 teaspoonfuls  of 
Elixir  three  or  four  times  daily.  Paren- 
teral—10  to  50  mg.  intravenously  or 
deeply  intramuscularly,  not  to  exceed 
400  mg.  daily.  High  doses 
may  be  required  in  acute,  gen- 
eralized or  chronic  urticaria, 
allergic  cczeqta,  bronchial 


asthma,  and  status  asthmaticus* 
PRECAUTION:  Avoid  subcutaneous  or 
perivascular  injection.  Single  parenteral 
dosage  greater  than  100  mg.  should  be 
avoided,  particularly  in  hypertension  and 
cardiac  disease.  Products  containing 
BENADRYL  should  be  ust'd  cautiously 
with  hypnotics  or  other  sedatives;  if  atro- 
pine-like effects  are  undesirable;  or  if  the 
patient  engages  in  activities  r<H|uiring 
alertness  or  rapid,  accurate  response  (such 
as  driving).  Ointment  or  Cream  should 
not  be  applied  to  extensively  <h‘nuded  or 
weeping  skin  art^as.  Preparations  con- 
taining ephedrine  are  subject  to  the 
same  contraindications  applicable  to 
ephedrine  alone. 


BENADRYL  Hydrochloride  (diphen- 
hydramine hydrochloride,  Parke-Davis). 
Kapseals®  of  50  nig.;  Capsules  of  25  mg.; 
Emplets®  (enteric-coated  tablets)  of  50 
mg.;  ill  aqueous  solutions:  1-cc.  Ampoules, 
50  nig,  per  cc,;  10-  and  30-cc,  Sleri-Vials,® 
10  mg.  per  cc.  with  1:10,000  benzetho- 
nium  chloride  as  a germicidal  agent; 
Elixir,  10  mg.  per  4 cc.;  2%  Ointment 
(water-miscible  base);  Kapseals  of  50  mg. 
BENADRYL  HCI  with  25  mg,  ephedrine 
sulfate.  INDICATIONS:  Allergic  diseases 
such  as  hay  fever,  allergic  rhinitis,  urti- 
caria, angioedema,  bronchial  asthma, 
serum  sickness,  atopic  dermatitis, 
contact  dermatitis,  gastrointestinal 
allergy,  vasomotor  rhinitis,  phys- 


Fcb.  1061  (P-492) 


when  allergy  looms  large  in  (he  life  of  your  patient... 


relieves  the  syilipfoitis  of  food  ullerfjy  When  the  allergic  patient 
can’t  resist  eating  an  oflending  food,  the  ensuing  punishment  is  often  out 
of  all  proportion  to  the  nature  of  the  “crime.”  In  such  cases,  BENADRYL 
provides  a twofold  therapeutic  approach  to  the  management  of  distressing 
symptoms. 

untihistuminic  UCtion  A potent  histamine  antagonist,  BENADRYL 
breaks  the  cycle  of  allergic  response,  thereby  relieving  gastrointestinal 
upset,  urticaria,  edema,  pruritus,  and  coryza. 


tintispastitodic  nction  Because  of  its  inherent  atropine-like  proper- 
ties, BENADRYL  affords  concurrent  relief 
of  gastrointestinal  spasm,  abdominal  pain, 
nausea,  and  vomiting. 


PARKE-DAVIS 


PARKS,  DAVIS  4 COMPANY, Detroit  32,Mic/ii90n 


antilii$taniinic-unti$|)asiiioiUc 


cuts  most 

allergens 

down 


Size 


I 

! 


I 


i 

i 

i 


I 

1 
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■ See 

both  blood  picture 

and  patient  respond  to 


TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable 
of  producing  in  ten  days  an  Hb  and  RBC 
response  comparable  to  that  obtained  after 
a transfusion  of  one  pint  of  whole  blood. 
For  potent,  complete  anemia  therapy, 
prescribe  Trinsicon  . . .just  2 a day  for  all 
treatable  anemias. 

Two  Pulvules  Trinsicon  (daily  dose) 
provide: 

Special  Liver-Stomach  Concentrate, 

Lilly  (containing  Intrinsic  Factor) . . 300  mg. 
Vitamin  Bt2  with  Intrinsic  Factor 


Concentrate,  N.F 1 N.F.  unit  (oral) 

Cobalamin  Concentrate,  N.F., 

equivalent  to  Cobalamin 15  meg. 

(The  above  three  ingredients  are  clinically 
equivalent  to  N.F.  units  of  APA  potency.) 

Ferrous  Sulfate,  Anhydrous 600  mg. 

(Equal  to  over  1 Gm.  Ferrous  Sulfate,  U.S.P.) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 
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Present  Status  of  Thrombolytic  Agents 


Recently  interest  has  been  focused  on  the 
possibility  of  using  active  thrombolytic 
agents  to  produce  a dissolution  of  intra- 
vascular clots.  It  is  generally  recognized 
that  if  a safe,  effective  substance,  standard- 
ized in  its  action  from  one  lot  to  another 
and  capable  of  producing  a uniform  re- 
sponse, can  be  evolved,  it  will  represent  a 
new  experimental  and  therapeutic  tool  of 
great  importance.  Today  several  prepara- 
tions are  available  which  are  suitable  for 
investigational  use.  The  most  widely  used 
are  tho.se  which  contain  streptokinase, 
urokinase,  a mixture  of  streptokinase  and 
plasmin,  or,  in  the-  views  of  others,  plas- 
minogen-activator combinations,  each  pos- 
sessing varying  degrees  of  activity.  Many 
workers  have  been  experimenting  with  their 
use  in  animals  and  in  man,  and  new  knowl- 
edge has  been  gained  from  these  studies. 
Nevertheless,  they  still  remain  unsatis- 
factory for  widespread  clinical  use  for  a 
variety  of  reasons.  These  should  be  known 
to  the  clinicians  who,  without  experimental 
facilities,  might  be  induced  to  use  them  in 
their  practices. 

The  materials  which  have  been  marketed 
in  the  past  have  not  been  adequately  stand- 
ardized, either  in  terms  of  fibrinolytic  ac- 
tivity or  in  their  individual  components. 
They  have  been  capable  of  producing  pyro- 
genic and  other  unpredictable  and  undesir- 
able reactions.  Every  few  months  we 
have  been  as.sured  that  the  new  products 
are  now  satisfactory  in  these  respects,  only 
to  learn  of  additional  patients  who  have 
developed  untoward  reactions  as.sociated 
with  their  use.  The  problem  is  rendered 
more  complicated  by  the  variability  in  the 
patient’s  blood,  where  the  antistrepto- 
kinase and  antifibrinolytic  titers  range 
widely  and  may  be  far  moi’e  than  enough 
to  counteract  the  amount  of  fibrinolytic 
preparation  which  may  be  .safely  injected 


for  therapeutic  purposes.  The  methods  i. 
for  measuring  the  fibrinolytic  activity  are  | 
relatively  crude  and  may  indeed  bear  little  I 
relationship  to  the  action  of  the  agent  on  a I 
clot  situated  far  from  the  antecubital  vein, 
which  is  often  the  .site  of  the  administra- 
tion and  from  which  the  blood  for  the  test 
is  drawn.  When  these  substances  are 
administered  without  any  controlling  test 
we  border  on  a combination  of  wishful  think- 
ing and  mysticism — an  area  to  be  avoided 
at  all  costs.  We  also  have  unanswered 
questions  such  as  the  differing  degrees  of 
effectiveness  on  clots  which  are  new  or  old, 
arterial  or  venous,  infectious  or  traumatic 
in  origin,  and  the  major  problem  of  deliver- 
ing the  agent  in  sufficient  concentration  to 
the  site  of  the  thrombotic  occlusion,  es- 
pecially if  not  superficial.  It  is  now  clear 
that  to  be  effective  the  agent  must  be 
present  at  the  site  of  the  thrombus  in  high 
concentration,  preferably  within  a few 
hours  or,  at  the  most,  two  or  three  days  of 
origin.  The  tests  to  determine  the  ideal 
dosage  may  indicate  a dose  so  high  that  the 
risk  of  a serious  reaction  is  multiplied. 
Furthermore,  repeated  courses  of  treatment 
carry  a marked  increase  in  the  risk. 

In  order  to  preserve  any  gain,  anticoagu- 
lant therapy  must  be  inaugurated.  There 
are  presently  two  schools  of  thought  as  to 
whether  it  is  wise  or  even  safe  to  start 
heparin  at  the  same  time  or  after  the  throm- 
bolytic agent  has  been  stopped.  If  used 
conjointly,  on  occasion  the  blood  may  be- 
come uncoagulable;  if  after  the  fibrinolytic 
activity  has  terminated,  new  clotting  may 
originate  during  the  interv'al.  These  agents 
have  been  used  experimentally  and  even 
recommended  for  general  use  in  a variety 
of  thromboembolic  conditions,  including 
thrombophlebitis,  pulmonary  emboliza- 
tion, arterial  thrombosis  and  embolization, 
myocardial  infarction,  retinal  arterial  and 
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venous  thrombosis,  and  cerebral  infarction. 
Aside  from  the  untoward  reactions  men- 
tioned above,  consideration  must  be  given 
to  the  secondary  effects  of  fever  with  the 
associated  increase  in  pulse  rate  and  cardiac 
output  on  the  patient  with  a fresh  myocardial 
infarction  or  stroke.  There  are  numerous 
observations  which  suggest  that  under  ideal 
conditions  (not  always  encountered  in 
patients),  active,  nonpyrogenic,  thrombo- 
lytic material  of  several  types  can  induce 
dissolution  of  freshly  formed  clots.  This 
has  been  observed  in  superficial  veins,  but, 
as  mentioned  above,  the  clots  usually  re- 
form unless  proper  anticoagulant  therapy 
is  promptly  instituted. 

As  for  the  studies  with  the  other  thrombo- 
embolic conditions  mentioned  above,  the 
data  are  not  sufficiently  well  documented  or 
controlled  to  warrant  their  general  adoption 
for  medical  care  at  this  time.  Their  use 
by  physicians  in  general  practice  or  by 
specialists  without  adequate  knowledge  of 
the  idiosyncrasies  and  unreliability  of  these 
substances,  and  the  response  of  patients 
to  them,  will  almost  certainly  result  in  a 
series  of  tragedies  and  will  set  back  progress 
in  this  most  important  new  area.  Serious, 
highly-trained  scientists  are  actively  en- 
gaged in  attempting  to  develop  the  funda- 
mental knowledge  vital  to  sound  therapy, 
and  experienced  clinical  investigators  are 
attempting  to  build  up  well-controlled 
and  even  “double  blind”  series  of  patients 
with  myocardial  infarction  and  strokes. 
As  in  the  case  of  the  evaluation  of  anti- 


coagulants for  such  a study,  the  strokes 
must  be  subdivided  into  hemorrhagic  and 
thromboembolic,  and  the  latter,  in  turn, 
into  subgroups  of  those  with  transient 
cerebral  ischemia,  progressive  fresh  strokes, 
newly  completed  thrombotic  strokes,  old 
thrombotic  strokes,  and  embolic  strokes. 
Even  assuming  that  we  presently  have  en- 
tirely satisfactory  agents,  the  difficulty  and 
time  required  in  completing  such  studies  is 
appreciated  only  by  those  who  have  suf- 
fered through  such  an  experience.  It  is  a 
matter  of  years,  not  months. 

All  of  this  is  not  intended  to  discourage 
investigation  in  this  area.  On  the  contrary, 
such  investigation  appears  to  hold  promise 
of  greatly  enlarging  our  knowledge  of  one 
of  the  fundamental  processes  of  biologic 
life,  the  fibrinolytic-antitibrinolytic  balance, 
and  it  may  well  contribute  a widely  used 
therapeutic  technic.  Every  encourage- 
ment should  be  extended  to  those  who  are 
embarked  on  these  fact-finding  missions. 

At  this  time,  however,  clinicians  are 
being  overexposed  to  suggestions  and  inti- 
mations of  therapeutic  effectiveness  and 
safety  which  are  not  based  on  solid  basic 
or  clinical  evidence.  These  agents  should  be 
regarded  as  research  and  experimental  tools 
until  they  are  sufficiently  purified  and  stand- 
ardized, until  we  have  secure  methods  of 
determining  the  correct  dosage  available 
to  all  who  would  use  them,  and  until  our 
knowledge  as  to  precise  indications  and 
contraindications  has  reached  a more  sophis- 
ticated level. — Irving  S.  Wright,  M.D. 


Editorial  Comment 


Complexities  of  Modern  Drug  Therapy. 

That  today’s  therapy  with  drugs  is  full  of 
almost  unbelievable  wonders  is  well  known 
to  all;  equally  well  known  is  the  fact  that 
many  of  these  wonder-working  drugs  carry 
special  hazards.  There  are  three  possible 
avenues  of  trouble — the  extension  of  the 


physiologic  effect  of  the  drug  beyond  the 
zone  of  safety,  the  direct  toxic  effect  of  the 
drug,  and  the  adverse  reaction  to  the  drug 
by  the  patient  himself. 

This  whole  matter  is  admirably  discussed 
in  the  Monthly  Bulletin  of  Di  Cyan  and 
Brown,  consulting  chemists,  as  follows; 
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Side-Effects  of  Drugs* 

A side-effect  is  an  example  of  toxicity  that 
a drug  may  have.  But  many  undesirable 
and  untoward  symptoms,  called  side-effects, 
are  not  side-effects  at  all,  but  merely  quali- 
tative e.xtensions  of  the  physiologic  effect  of  a 
drug.  A side-effect  is  an  untoward  expres- 
sion of  the  action  of  the  drug,  usually  mani- 
fested through  excessive  doses  but  may  occur 
with  any  dose,  or  when  intolerance  to  a drug 
arises  which  action  exhibits  itself  in  a system 
other  than  the  sj'stem  for  which  it  is  admin- 
istered. For  example,  the  administration  of 
anticoagulants  occasional!}'  causes  hemorrhage. 
The  latter  is  not  a side-effect.  Anticoagulants 
are  used  to  depress  prothrombin  levels,  thus 
reducing  the  coagulability  of  blood,  so  that  the 
formation  of  thrombi  may  be  inhibited. 

Similarly,  hypoglycemic  shock  is  not  a 
to.xic  effect  or  a side-effect  of  insulin  overdos- 
age. Insulin  depresses  blood  sugar  which  is 
the  sole  reason  for  its  use  in  diabetes.  Reduc- 
tion of  blood  sugar  to  unduly  low  levels — 
causing  coma — is  merely  an  accentuation  of 
its  normal  effect,  an  example  of  overdosage. 

Differentiation. — A more  tlescriptive  term 
than  side-effect  must  be  found  to  express  the 
unlooked  for  physiologic  eff^'ct  of  a drug,  which 
is  merely  an  e.xtension  of  its  physiologic  action. 
The  phrase,  e.xtension-effect,  expresses  the 
concept  of  an  e.xtension  or  a deepening  of  the 
effect  of  a drug  to  the  point  where  the  desired 
effect  is  accentuated  to  a degree  far  in  e.xcess 
of  what  is  desired.  Hemorrhage  througli 
anticoagulants  is  a good  e.xamjffe  thereof. 

The  above  definitions  can  be  compared  as 
well  as  contrasted  with  the  same  effects  caused 
by  two  different  drugs — a diuretic  and  a 
corticosteroid  hormone.  For  e.xamjde,  di- 
uretics increasing  urinary  output  of  water 
as  well  as  electrolytes  can  precipitate  a potas- 
sium deficiency  which  may  be  manifested  in 
cardiac  symptoms.  But  irotassium  loss  in- 
duc('d  l)y  a diuretic;  is  an  e.xtension-effect,  be- 
cause diuretics,  increasing  urinary  out]3ut, 
also  cause  a loss  of  all  electrolytes — including 
potassium.  But  an  increased  excretion  of 
potassium  caused  by  a corticosteroid  is  a 
side-effect,  for  that  jiroperty  of  corticosteroids 
is  not  connc'cted  with  the  physiologic  systc'in 

* Reprinted,  by  permission,  from  Montiily  Bulletin, 
pnhlished  by  Di  Cyan  and  Brown,  New  York  City, 
March,  1900. 


for  which  the  corticosteroid  is  administered — 
it  is  given  for  its  effect  on  a different  system 
or  systems. 

With  the  availability  of  more  powerful 
drugs  and  more  directly-acting  drugs,  a greater 
number  of  extension-effects,  as  well  as  side- 
effects,  may  be  expected.  Certainly,  when 
water  was  used  as  a diuretic — for  which  it 
was  never  very  effective — no  j)otassium  loss 
was  ever  induced  thereby  for  little  diuresis 
was  produced. 

Side-Effects. — True  side-effects  are  common 
and  may  occur  with  many  drugs.  However, 
absence  of  clinical  symptoms  does  not  mean 
that  no  side-effects  have  been  caused  by  a 
drug.  There  may  be  biochemical  changes, 
such  as  a disturbance  of  enz}une  metabolism, 
as  for  e.xample,  increased  transaminas<‘  ac- 
tivity, reduction  in  the  blood  of  TPN  or  of 
glueose-6-phosphate  dehydrogenase.  And 
these  may  be  prodromal  signs  of  clinical  dis- 
orders. 

One  of  the  side-effects  of  corticosteriods  is  the 
appearance  of  diabetes,  psychic  disturbances, 
or  gastric  ulcer.  Oxygen,  causing  retrolental 
fibroplasia  in  the  newborn,  is  an  e.xample  of 
toxicity — a specific  side-effect — when  ad- 
ministered to  premature  infants. 

Damage  to  organs — as  damage  to  kidneys 
and  liver  by  mercurials  and  gokl — are  side- 
effects  of  these  metals.  Damage  by  strepto- 
mycin to  the  eighth  cranial  nerve  resulting  in 
deafness,  or  even  gastrointestinal  disturbances 
due  to  iron  salts,  are  other  examples  of  true 
side-effects.  Reserpine  gives  rise  to  an  un- 
usual variety  of  side-effects  running  from  minor 
discomforts  such  as  stuffed  nostrils  to  grave 
dangers  such  as  suicidal  impulses. 

Damage  lu’odiu'cd  by  drugs  is  very  fre- 
quently reflected  in  the  blood,  agranulocytosis, 
hemolytic  anemia,  or  other  blood  dyscrasias 
being  common  side-effects.  Hydantoins,  thio- 
uracil,  antimalarials,  sulfonamides,  barbitu- 
rates, aminoin-rine,  among  other  substances, 
have  been  reported  to  i)roduce  hematologic 
damage,  either  by  depression  of  blood  forma- 
tion or  by  destruction  of  the  blood  elements. 

Sensitivity. — On  the  other  hand,  angio- 
neurotic edema  or  giant  hives  may  develo)) 
from  almost  any  drug  and  is  a sensitivity  reac- 
tion, rather  than  a reflection  of  true  toxicity. 
Though  the  tendency  is  fre<iuently  to  dismiss 
skin  rashes  as  allergic  in  natur(>,  a rash  may 
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be  an  expression  of  serious  toxicity  of  a drug. 
Drug  fever  may  be  due  to  a drug’s  interference 
with  the  lieat  regulation  center — it  cannot  be 
summarily  dismissed  as  a result  of  increased 
metabolism. 

Placebos  has  been  known  to  make  patients 
violently  ill.  Though  alarming  reactions  to 
lactose — or  to  any  placebo — are  known  to  be 
psychogenic,  the  reaction  to  an  ostensibly 
“safe”  drug  cannot  be  peremptorily  dismissed 
as  a psychogenic  effect.  A study  and  ex- 
amination should  be  made  in  the  attempt  to 
ascertain  the  reason.  With  the  increased 
availability  of  new  drugs,  an  increased  number 
of  unexpected  effects  will  continue  to  occur. 

Extension-Effects. — The  differentiation  be- 
tween side-effects  and  e.xtension-effects  is 
not  an  idle  semantic  exercise.  The  need  for 
determining  the  type  of  effect  lies  in  the  need 
of  forecasting  the  course  that  such  an  un- 
expected effect  may  take.  Though  either 
effect  may  be  dangerous,  a side-effect  has  a 
greater  possibility  of  resulting  disastrously. 

To  use  again  anticoagulant  and  diuretic 
effects  as  an  example:  hemorrhage  from  the 
use  of  an  anticoagulant  is  an  extension-effect 
and  can  be  controlled  by  a reduction  of  the 
dose  of  the  anticoagulant.  But  hemorrhage 
due  to  the  intake  of  a diuretic  is  a side-effect 
and  may  be  due  to  platelet  destruction  or  other 
severe  damage.  Unless  a drug  has  two  dis- 
tinct actions — both  anticoagulant  as  well  as 
diuretic — profound  diuresis  from  an  antico- 
agulant, or  hemorrhage  from  a diuretic,  may 
betoken  a serious  condition. 

In  other  words,  the  symptom  itself  is  not 
necessarily  indicative  of  the  gravity  of  an 
untoward  effect  but  the  circumstances  that 
produced  it  are. 

Examples  of  extension-effects  are  numerous. 
Tachycardia,  palpitation,  moist  skin,  or  nerv- 
ousness are  the  natural  results  of  increased 
metabolism  induced  by  T3  (liothyronine). 
Similarly,  androgenic  hormones  when  used  by 
women  may  cause  growth  of  hair  on  the  face, 
deepening  of  the  voice,  or  other  signs  of 
virilism — it  is  the  natural  effect  of  the  male 
hormone  to  accentuate  male  characteristics. 
(But  jaundice  from  methyl  testosterone  is  a 


toxic  side-effect.)  Similarly,  estrogens  cause 
gynecomastia  in  males — the  profile  of  a female 
hormone.  Whereas  tachycardia  is  an  ex- 
tension-effect of  the  thyroid  hormone — which 
is  countered  by  reducing  the  dose — it  would 
be  a toxic  side-effect  on  the  part  of  a sex 
hormone  as  it  is  physiologically  unrelated  to  it. 

Other  extension-effects  are  pruritis  second- 
ary to  the  peripheral  vasodilation  caused  by 
nicotinic  acid.  Or  glossitis,  a classic  sign  of  a 
vitamin  deficiency,  may  be  paradoxically  in- 
duced by  a large  dose  of  a single  vitamin. 
This  is  not  a to.xic  symptom  of  the  vitamin, 
for  creating  a relative  deficiency  in  another 
vitamin  active  in  the  same  system — as  nicotinic 
acid,  pyridoxine,  and  riboflavin — causes  a 
relative  deficiency. 

Combined  Toxicities. — At  times  true  syner- 
gism serves  to  increase  toxicity.  For  example, 
both  calcium  and  digitalis  each  promote 
potassium  loss — though  by  different  mecha- 
nisms. A combination  of  both  drugs  causes  a 
potassium  loss  greater  than  the  effect  of  each 
separately.  And  occasionally  a material  not 
ordinarily  toxic — as  an  alkali  citrate  used  in 
blood  transfusion  to  prevent  coagulation — 
can  convert  calcium  in  the  myocardium  into 
the  nonionic,  hence  nonionizable,  form. 

Dose  Problems. — Naturally,  the  frequency, 
duration,  associated  therapy,  and  particularly 
the  dose  have  an  effect  upon  what  side-effects 
or  e.xtension-effects  may  be  caused  by  a drug. 
Recently  derivatives  have  appeared  which 
claim  the  same  effectiveness  from  a much 
smaller  dose  of  a new  derivative  as  compared 
with  the  dose  of  the  older  product.  A deriva- 
tive that  is  active  in  a much  smaller  dose  has 
no  advantage  per  se,  because  a dose  as  such 
alone  has  no  significance.  The  reduction  of 
dose  gains  significance  only  if  the  side-effects 
or  e.xtension-effects  are  lessened  while  activity 
persists — or  if  the  smaller  dose  has  a longer 
effectiveness  or  has  other  advantages  than 
merely  a reduction  in  the  amount  of  the  drug. 

We  dare  not  “scorn  cold-pausing  Cau- 
tion’s lesson.”  We  must  know  the  patient 
and  we  must  know  the  drug  and  all  that 
therein  lies. 
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GASTROINTESTINAL  DISORDERS 

Pro-Banthine‘  / 


One  characteristic  of  Pro-Banthine  which  has 
won  it  general  medical  acceptance  is  its  versa- 
tility. Pro-Banthine  has  proved  highly  useful  in 
the  management  of  gastrointestinal  disorders 
varying  widely  in  both  symptoms  and  severity. 

In  peptic  ulcer  and  in  other  disorders  char- 
acterized by  hyperacidity,  hypermotility  or 
spasm  of  the  enteric  tract,  Pro-Banthine  con- 
trols symptoms  with  a consistency  attested  in 
more  than  375  published  reports. 

This  therapeutic  proficiency  results  not 
merely  from  the  high  level  of  pharmaco- 
dynamic activity  of  Pro-Banthine  but  also  from 
a favorable  balance  of  its  actions  on  both  au- 
tonomic ganglia  and  parasympathetic  effector 
organs.  The  total  effect  of  this  activity  permits 
doubling  or  tripling  the  usual  dosage  to  relieve 
severe  or  intractable  conditions  without  unduly 
extending  or  aggravating  secondary  actions. 

Less  than  a satisfactory  response^  to  Pro- 
Banthine  may  often  be  simply  a result  of  less 
than  adequate  dosage. 


Pro-Banthine,  brand  of  propantheline  bro- 
mide, is  supplied  in  tablets  of  15  mg.  for  oral 
administration  in  conditions  such  as  peptic 
ulcer,  gastritis,  duodenitis,  pylorospasm,  biliary 
dyskinesia  and  spastic  colon,  and  in  ampuls  of 
30  mg.  for  intramuscular  or  intravenous 
administration  in  conditions  such  as  ureteral 
spasm  and  pancreatitis  in  which  prompt  and 
vigorous  effects  are  required  or  when  nausea 
and  vomiting  preclude  oral  administration. 

Usual  adult  dosage:  One  tablet  four  times 
daily.  Up  to  four  tablets  may  be  administered 
four  times  daily  for  severe  manifestations. 


When  emotional  factors  prevail  — 
Pro-Banthine®  with  Dartal® 

Brand  of  propantheline  bromide  with  thiopropazate  dihydrochloride 
(Not  more  than  four  tablets  daily.) 

or 


Pro-Banthine®  with  Phenobarbital 


1.  Krantz,  J.  C.,  Jr.,  and  Carr,  C.  J.:  The  Pharmacologic  Prin- 
ciples of  Medical  Practice,  Baltimore,  The  Williams  & Wilkins 
Company,  1958,  p.  843. 
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essential 
partners 
in  the 
control 
of  edema 


classic 


HYDRIN 


nonmercurial 

METAHYDRIN 


brand  of  meralluride  sodium 


brand  of  trichlormethiazide 


iVbw..,the  alternate  or  combined  use  of  these  two  drugs 
can  help  the  physician  meet  with  maximum  efficiency 
the  demands  of  diuretic  therapy  in  almost  any  phase  or  degree 
of  cardiac  edema— acute  or  chronic. 


SEND  FOR  METAHYDRIN  BROCHURE 
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The  Chemotherapy  of  Lymphomas 


HENRY  D.  DIAMOND,  M.D.,  NEW  YORK  CITY 

{From  the  Department  of  Medicine,  the  Lymphoma  Service,  The  Memorial  Hospital  for  Cancer  and  Allied 
Diseases;  The  Janies  Ewing  Hospital;  and  the  Division  of  Clinical  Chemotherapy,  The  Sloan-Ketteriny 

Institute  for  Cancer  Research) 


4 LTHOUGH  the  chemical  treatment  of 
neoplastic  growths  has  some  tradition 
in  antiquity,  only  in  the  past  sixteen  years 
has  a definitive  discipline  of  medicine,  cancer 
chemotherapy,  evolved.  The  most  sig- 
nificant test  group  of  diseases  on  which 
well-controlled  studies  have  been  carried 
out  in  this  period  has  been  the  lymphomas 
and  leukemias.  Also  of  interest  have  been 
the  provocative  results  achieved  in  these 
maladies  by  the  use  of  some  chemical  agents. 

It  is  the  purpose  of  this  communication 
to  record  briefly  comments  concerning  the 
indications,  dosage,  toxicity,  and  therapeutic 
effects  of  various  chemical  compounds  rela- 
tive to  their  use  in  patients  with  malignant 
lymphomas.  The  diseases  to  be  included 
are  Hodgkin’s  disease,  lymphosarcoma,  re- 
ticulum cell  sarcoma,  mycosis  fungoides, 
plasma  cell  myeloma,  and  chronic  lym- 
phocytic leukemia. 

The  chemical  compounds  to  be  expounded 
on  will  be  classified  into  several  broad  cate- 
gories: (1)  general  cell  poisons,  (2)  anti- 
metabolites (metabolic  antagonists),  (3) 
hormones,  and  (4)  radioactive  isotopes. 

General  Cell  Poisons 

Included  in  this  group  are  compounds  or 
agents  which  are  toxic  to  both  normal  and 

Presented  in  part  at  the  Scientific  Assembly  of  the 
Section  of  Pathology  and  Physiology  of  the  American 
Medical  Association,  Miami  Beach,  Florida,  June  14, 
1960. 


tumor  cells,  with  some  degree  of  greater 
noxiousness  to  tumor  cells  or  better  ability 
of  normal  cells  to  recover  from  these  effects. 

Arsenic. — Potassium  arsenite  (Fowler’s 
solution)  has  been  employed,  especially 
in  Europe,  for  several  hundred  years  in 
the  treatment  of  the  “ague,”  as  a tonic,  and 
since  1865  as  a specific  remedy  for  lym- 
phomas and  leukemias.*  At  present  it 
retains  favor  to  some  small  degree  in  the 
treatment  of  chronic  leukemia.  It  may 
be  chosen  for  use  in  the  patient  ivith  chronic 
lymphocytic  leukemia  whose  disease  is 
characterized  mainly  by  blood  and  marrow 
findings  rather  than  bulky  adenopathy  and 
hepatosplenomegaly. 

Usually  the  dose  of  the  drug  is  about  5 
minims  three  times  daily  at  the  start  of 
therapy.  We  then  increase  the  dose  daily 
adding  1 minim  to  one  of  the  three  daily 
doses  until  10  minims  are  being  taken  three 
times  per  day  orally.  For  example,  on  the 
first  day,  5,  5,  5 minims;  second  day,  6,  5, 
5 minims;  third  day,  6,  G,  5 minims,  fourth 
day,  6,  6,  6 minims,  and  so  on.  Thereafter, 
the  dose  is  diminished  by  1 minim  daily  in 
similar  fashion  until  5 minims  are  being  taken 
three  times  daily,  and  maintenance  therapy 
is  continued  at  this  level. 

Ar.senic  produces  varying  degrees  of 
nausea,  vomiting,  diarrhea,  and  abdominal 
cramps,  and  after  prolonged  usage  may 
cause  keratoses  and  pigmentation  of  the 
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skin.  It  produces  its  therapeutic  effect 
by  virtue  of  its  ability  to  suppress  bone 
marrow  cellular  activity  (myelosuppression), 
as  evidenced  by  a drop  in  the  total  white 
blood  cell  count,  a shifting  of  the  differential 
count  toward  more  mature  white  cell  forms, 
and  maintenance  or  increase  in  red  blood 
count  and  hemoglobin  content  of  erythro- 
cytes. The  shrinkage  of  palpably  enlarged 
nodes,  spleen,  and  liver;  the  disappearance 
of  fever,  night  sweats,  and  fatigue;  an 
increase  of  appetite;  and  a feeling  of  well- 
being may  be  manifest  clinically.  On  some 
occasions  platelet  deficiency  is  remedied 
with  the  result  that  bleeding  subsequent 
to  this  defect  is  ameliorated.^  Arsenic 
enjoys  but  little  favor  among  clinicians 
today  as  a chemotherapeutic  agent  in  the 
treatment  of  the  malignant  lymphomas, 
and  it  remains  an  agent  too  often  disre- 
garded, yet  quite  effective,  in  the  treatment 
of  chronic  myelocytic  leukemia.^ 

Antimony. — For  some  years  dermatol- 
ogists, especially  Garb,^  have  advocated 
the  use  of  antimony  compounds  in  the 
treatment  of  mycosis  fungoides.  The  use 
of  stibium  in  disease  in  general  goes  back 
to  Dioscorides  and  Pliny.  Antimony  com- 
pounds which  have  been  advocated  for 
the  treatment  of  mycosis  fungoides  are 
tartar  emetic  (antimony  and  potassium 
tartrate)  and  Fuadin,  which  are  trivalent 
organic  antimony  compounds,  and  sodium 
M - chlor  - P - acetylaminophenyl  - stibinate 
(Stibosan),  ethylstibamine  (Neostibosan), 
and  stibamine  glucoside  (Neostam)  which 
are  pentavalent  antimonials. 

Tartar  emetic  is  used  intravenously, 
whereas  stibamine  glucoside  and  .sodium 
M-chlor-P-acetylaminophenyl-stibinate  de- 
rivatives may  be  given  intramuscularly. 
Garb^  advocated  the  regimen  of  ten  intra- 
venous injections  of  5 cc.  each  of  a 1 per 
cent  solution  of  tartar  emetic  three  times 
weekly.  Rubenstein^  proposed  and  reported 
on  the  use  of  antimony  in  the  treatment 
of  plasma  cell  myeloma. 

Antimony  is  toxic  to  the  skin,  and  therein 
lies  the  rationale  for  its  use  in  mycosis 
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Fig.  1.  Antimony  compounds  used  in  the  treat- 
ment of  mycosis  fungoides.  (A)  Antimony  and  po- 
tassium tartrate  (tartar  emetic).  {B)  Sodium  M- 
chlor-P-acetylaminophenyl-stibinate. 

fungoides.  It  is  a powerful  emetic  with  an 
irritant  effect  locally  on  the  mucosa  of  the 
gastrointestinal  tract  and  by  specific  effects 
on  the  medulla.  The  trivalent  compounds 
are  pulmonary  irritants  and  may  cause 
arthralgias,  headache,  bradycardia,  apnea, 
and  syncope.  The  pentavalent  agents  may 
produce  nausea,  vomiting,  and  diarrhea. 
Occasionally  these  compounds  are  hepato- 
toxic.  Rarely,  an  anaphylactoid  response 
may  occur  after  several  injections  have 
been  given. 

Garb^  has  reported  and  we  have  noted 
on  occasion  also,  diminution — albeit  tran- 
sient— in  the  tumor  nodules  of  the  skin  of 
patients  with  mycosis  fungoides.  Since 
these  agents  have  a high  incidence  of  toxicity 
with  a low  degree  of  therapeutic  effect,  and 
whereas  other  more  effective  compounds  of 
different  chemical  nature  are  available, 
antimony  compounds  have  fallen  into  dis- 
repute in  the  treatment  of  mycosis  fungoides 
(Fig.  1). 

Urethane. — Urethane  (ethyl  carbamate) 
has  been  used  in  pharmacology  and  physi- 
ology laboratories  for  years  by  virtue  of  its 
hypnotic  effect  in  animals  and  is  allied 
chemically  to  urea  and  carbromal.  Com- 
bined with  quinine  hydrochloride  it  has 
been  employed  as  a sclerosing  agent  in  the 
treatment  of  varicose  veins. 

In  1946  Paterson  et  al}  first  demonstrated 
urethane  to  be  a myelosuppressive  corn- 
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pound.  From  that  time  on  it  has  been 
utilized  in  the  treatment  of  chronic  leukemia 
and  plasma  cell  myeloma.®-'^ 

Urethane  may  be  given  orally,  intra- 
muscularly, or  intravenously.  To  be  certain 
about  absorption,  it  is  wise  not  to  employ 
enteric-coated  pills  but  rather  urethane  in 
solution.  A pleasant-tasti ng  vehicle,  such 
as  syrup  of  cherry  or  orange,  can  be  used 
and  a solution  compounded  so  that  each  4 
cc.  of  solution  contains  0.3  to  0.5  Gm.  of 
urethane. 

One  should  not  expect  much  effect  clin- 
ically or  hematologically  from  urethane 
before  one  month  of  administration.  The 
dosage  should  be  upgraded  beginning  with 
1 or  2 Gm.  a day  in  divided  amounts  until 
3 to  5 Gm.  daily  in  divided  doses  are  reached. 
In  chronic  lymphocytic  leukemia,  adenop- 
athy may  decrease,  the  enlarged  liver  and 
spleen  may  recede,  the  total  white  blood 
cell  count  will  fall,  and  the  hemoglobin 
content  of  the  erythrocytes  may  increase. 
Clinical  well-being  associated  with  weight 
gain  may  be  achieved. 

Urethane  is  perhaps  the  chemotherapeutic 
agent  of  choice  in  the  treatment  of  plasma 
cell  myeloma.  It  must  be  used  for  several 
months  in  doses  of  2 to  4 Gm.  daily.  When 
effective,  it  may  not  only  relieve  bone  pain 
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Fig.  2.  Ethyl  carbamate  (urethane);  a com- 
pound used  in  the  treatment  of  chronic  leukemia  and 
plasma  cell  myeloma. 

but  also  alter  the  biochemical  aberrations 
of  this  disease  as  well  as  the  hematologic 
ones.  Although  in  our  hands  urethane  has 
not  caused  bone  healing,  Rundles,  Cooper, 
and  Willett’  have  observed  this  phenomenon 
and  advocate  the  conjoint  use  of  adrenal 
cortical  steroid  hormones. 

Urethane  may  cause  profound  anorexia, 
nausea,  vomiting,  diarrhea,  and  pancy- 
topenia. In  the  human  body  only  occa- 
sionally is  a demonstrable  hypnotic  effect 
rendered.  The  blood  count,  including  white 
cells  and  platelets,  mu.st  be  checked  regularly 
and  often  to  determine  when  dangerously 
low  levels  of  these  factors  occur,  thus  ne- 
cessitating reduction  or  discontinuation  of 
the  drug.  With  the  simultaneous  use  of 
adrenal  cortical  steroid  hormones,  urethane 
is  tolerated  better  by  the  patient,  and  an- 
noying side-effects  may  be  diminished. 
In  the  presence  of  azotemia  the  use  of  ure- 
thane may  be  dangerous. 

The  actual  mode  of  urethane’s  action 
on  tumor  cells  is  not  known.  It  is  toxic 


TABLE  I. — Polyfunctional  Alkylating  Agents:  Nitrogen  Mustard  and  Rel.\ted  Compounds 


Compound 

Administration 

Dose 

Toxicity  (Acute) 

Nitrogen  mustard 

Intravenous,  intra- 
cavitary 

0 . 4 mg.  per  Kg.  of 
body  weight 

Nausea,  vomiting 

TEM 

Intravenous 

0.04  mg.  per  Kg.  for 
three  days 

Rare  nausea, 
vomiting 

TEM 

Oral 

2.5  to  5 mg.  per  day 

Rare  nausea, 
vomiting 

TEPA 

Intramuscular 

0 . 2 mg.  per  Kg. 
daily  for  eight 
days 

Local  irritation 

Thio-TEPA 

Intravenous,  intra- 
cavitary 

0 . 2 mg.  per  Kg.  for 
four  to  six  days 

None 

Chlorambucil 

Oral 

0.1  to  0.2  mg.  per 
Kg.  daily 

Rare  nausea, 
vomiting 

Busulfan 

Oral 

2 to  8 mg.  daily 

None 

Sarcolysin 

Intravenous 

25  mg.  for  six  days 

Rare  nausea, 
vomiting 

E-39 

Intravenous 

400  to  700  mg.  for 
duration  of  dis- 
ease 

Nausea,  vomiting 

Cyclophosphamide 

Oral,  intravenous 

2 to  8 mg.  per  Kg. 
daily  for  6ve  to 
ten  days 

Alopecia 

March  15,  I9(il 
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Fig.  if  The  effect  of  epo.xypropidine  therapy  in  a 
case  of  reticulum  cell  sarcoma." 

to  both  normal  and  tumor  cells  for  which 
reason  it  is  classified  herein  as  a general 
cell  poison.  It  may  act  also  as  an  anti- 
metabolite (Fig.  2). 

The  Polyfunctional  Alkylating 
Agents. — Nitrogen  Mustard  and  Con- 
geners.— Beginning  with  nitrogen  mustard 
in  1945  as  the  first  effective  cancer  chemo- 
therapeutic alkylating  agent,  large  numbers 
of  similarly  related  congeners  have  been 
.synthesized  (Table  I).  Those  agents  most 
used  in  this  country  in  the  treatment  of 
malignant  lymphomas  have  included  ni- 
trogen mustard  (HN2);  triethylene  mel- 
amine (TEM);  triethylene  phosphoramide 
(TEPA) ; triethylene  thiophosphoramide 
(Thio-TEPA) ; chlorambucil  (CB-1348) ; 
p-(N,N-di-2-chloroethylamino)  phenylbu- 
tyric  acid  (Leukeran);  1,4-dimethane.sul- 
fonyloxybutane,  busulfan  (Myleran);  and 
more  recently,  N-N-bis(beta-chloroethyl)- 
N '-0-propylene  pho.sphoric  acid  ester  di- 
amide monohydrate,  endoxan,  cyclophos- 
phamide (Cytoxan).  Other  related  com- 
pounds are  sarcolysin,  E-39,  and  degranol 
which  have  been  u.sed  more  frequently 
abroad.  All  the.se  agents  have  in  common 
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Fig.  4.  The  effect  of  epoxy propidine  therapy  in  a 

case  of  Hodgkin’s  di.sease." 


radiomimetic  actions ; bone  marrow  suppres- 
sive effects;  the  ability  to  shrink  enlarged 
lymph  nodes,  liver,  and  spleen;  and  often 
the  ability  to  render  immediate  to  rapid 
dissolution  of  constitutional  symptoms  of 
malignant  lymphomas,  such  as  fever,  night 
sweats,  pruritus,  and  chills.  Table  I de- 
tails dosage,  toxicity,  and  route  of  adminis- 
tration of  the  more  frequently  employed 
polyfunctional  alkylating  agents. 

These  compounds  can  be  employed  effec- 
tively in  the  treatment  of  all  the  malignant 
lymphomas  and  in  chronic  lymphocytic  and 
myelocytic  leukemia.  However,  they 
should  be  re.served  for  the  treatment  of 
patients  with  advanced  disease  and  con- 
stitutional symptoms  and  always  should  be 
utilized  in  those  patients  who  manifest 
the  superior  vena  caval  obstruction  syn- 
drome or  impending  paraplegia. 

They  cause  varying  degrees  of  nausea, 
vomiting,  diarrhea,  and  epilation,  and  all 
cau.se  active  marrow  suppression  leading 
to  cytopenia  of  all  marrow  elements,  es- 
pecially platelets  and  leukocytes.  Cyclo- 
phosphamide may  have  a more  sparing 
effect  on  megakaryocytes  and,  thus,  plate- 
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Fig.  5.  The  effect  of  actinomycin  D therapy  in  a case  of  lymphosarcoma.  (.1)  chest  x-ray  films  before  and 

(/?)  after  such  treatment.'® 


lets.  All  these  agents  may  induce  hyper- 
uricemia and  hyperuricuria. 

Epoxides. — Diepoxypropylpiperazine  is 
an  alkylating  agent  which  has  shown  ther- 
apeutic activity  in  the  malignant  lym- 
phomas. A related  agent  is  diepoxy- 
propylbipiperidyl  (l,l'-bis(2,3  epoxypropyl)- 
4,4'-dipiperidyl).^^  These  compounds  have 
evolved  as  a consequence  of  a search  for 
alkylating  agents  with  a higher  tumor 
specificity  or  a greater  therapeutic  index. 

These  agents  may  cause  nausea  and  vomit- 
ing in  direct  proportion  to  increasing  the 
individually  administered  dose.  They  are 
both  given  intravenously.  Diepoxypiper- 
azine causes  a peculiar,  fleeting,  momentary 
blurring  of  vision,  whereas  diepoxypropidine 
does  not.  The  latter  seems  more  irritating 
to  vein  walls  than  the  former  with  a con- 
siderable incidence  of  thrombophlebitis, 
t It  may  be  associated  with  a flushing  sensa- 
tion in  the  patient  and  a taste-sense  aberra- 
\ tion  during  the  administration. 

These  compounds  are  myelosuppressive 
and  induce  leukopenia  and  thrombocyto- 
I penia.  They  can  be  given  to  outpatients, 
since  when  the  individual  divided  doses 
are  kept  small,  nausea  and  vomiting  are 
avoided.  These  drugs,  however,  seem  to  have 
no  therapeutic  advantage  over  other  alkylat- 
ing agents  available  for  intravenous  use. 


The  usual  intravenous  dose  of  epoxy- 
piperazine is  15  mg.  per  kilogram  until  (iO 
mg.  per  kilogram  have  been  given ; that  for 
epoxypropidine  varies  from  1 mg.  per  kilo- 
gram daily  for  one  to  three  days  or  2 to  3 mg. 
per  kilogram  once  to  5 mg.  per  kilogram  once. 

An  ameliorating  effect  has  been  observed 
in  patients  with  mycosis  fungoides,  Hodg- 
kin’s disease,  lymphosarcoma,  and  reticulum 
cell  sarcoma  (Figs.  3 and  4). 

Actinomycins. — The  actinomycins,  which 
are  antibiotics,  were  first  reported  by  Waks- 
man  and  Woodruff^^  who  described  Ac- 
tinomyces (Streptomyces)  antibioticus  in 
1940.  The  first  actinomycin  isolated  has 
been  called  Actinomycin  A.  Presently,  only 
Actinomycin  D is  available  in  relatively 
pure  form  and  has  been  given  considerable 
therapeutic  trial  in  this  country.  In 
Europe,  Actinomycin  C (Sanamycin)  has 
been  employed  extensively,  but  it  is  not 
even  a relatively  pure  form  of  actinomycin. 

Actinomycins  have  been  demonstrated  to 
be  lymphocytotoxic  in  animals.*^  Schulte 
in  1954*^  reported  on  the  use  of  Actinomycin 
C in  patients  with  Hodgkin’s  disease,  with 
some  degree  of  transient  beneficial  effect 
noted.  Farber  et  and  Tan,  Dargeon, 
and  BurchenaP®  have  reported  that  Ac- 
tinomycin D has  shown  ameliorating  effects 
in  childhood  Hodgkin’s  disease  and  lym- 
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TABLE  II. — Antimetabolites  or  Metabolic  Antagonists 


Compound 

Administration 

Dosage 

Toxicity 

Action 

Methotrexate 

Oral 

2.5  to  5 
mg.  daily 

Gastrointestinal  tract, 
hair,  mucosa,  mar- 
row 

Folic  acid 
antagonist 

()-mercaptopurine 

Oral 

2.5  mg.  per 
Kg.  daily 

Gastrointestinal  tract, 
marrow 

Purine 

antagonist 

phosarcoma,  respectively. 

Actinomycin  D can  he  given  orally  or 
intravenously.  The  oral  dose  is  3 to  10 
mg.  daily  in  three  divided  doses.  The 
intravenous  dose  is  15  micrograms  per 
kilogram  of  body  weight  daily  for  five  doses 
or  a total  of  75  micrograms  per  kilogram. 
The  latter  dose  can  be  repeated  if  after 
two  weeks  no  toxicity  has  supervened. 

Actinomycin  D manifests  toxicity  as 
redness  and  ulceration  of  the  tongue  and 
the  buccal  mucosa,  nausea,  vomiting, 
anorexia,  diarrhea,  abdominal  pain,  potenti- 
ation, and  reactivation  of  skin  reaction  due 
to  previous  x-irradiation.  Hyperuricemia 
and  hyperuricuria  may  ensue. 

Tan,  Dargeon,  and  BurchenaT®  have 
reported  beneficial  effects  from  the  use  of 
Actinomycin  D in  2 of  4 patients  with 
Hodgkin’s  disea.se,  1 of  2 with  reticulum 
cell  sarcoma,  and  2 of  2 with  lymphosarcoma 
(Fig.  5). 

Antirnelaholites  and  Metabolic  An- 
tagonists 

The  classic  example  of  a metabolic  an- 
tagonist used  in  clinical  work  today  is  metho- 
trexate, formerly  known  as  A-methopterin, 
a folic  acid  antagonist.  Its  effectiveness 
therapeutically  in  treating  the  malignant 
lymphomas  has  been  less  than  the  poly- 
functional alkylating  agents,  and  the  side- 
effects  have  been  considerable.  The  same 
comments  are  true  of  6-mercaptopurine 
(Purinethol),  an  antimetabolite  and  purine 
analogue,  although  it  is  less  toxic  than  metho- 
trexate. 

In  certain  instances  of  patients  with 
intracranial  lymphosarcoma,  it  may  be 
worth-while  to  consider  treatment  with 
methotrexate  intra.spinally  into  the  cere- 
brospinal canal,  thus  affording  a way  to 
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bypass  the  blood-brain  barrier  to  drug 
concentration. 

An  outline  of  the  administration,  dosage, 
and  toxicity  of  these  compounds  is  contained 
in  Table  II. 

Hormones 

Sex  Hormones. — The  application  of  sex 
hormone  therapy  to  malignant  lymphomas 
has  been  based  on  the  observation  that  the 
five-year  survival  period  of  females  with 
these  diseases  is  greater  than  that  of  males. 
For  a number  of  years  clinicians  have  at- 
tempted, sometimes  sporadically,  to  treat 
male  patients  with  estrogenic  hormones. 
To  date,  however,  there  is  no  objective 
evidence  that  benefit  has  ensued  in  such 
cases.  The  sex  hormones  also  have  been 
used  at  times  for  the  anabolic  effect  they 
might  render  to  patients  whose  underlying 
lymphoma  results  in  general  catabolism. 
In  the  main,  this  too,  has  been  unsuccessful. 
Certainly  the  sex  hormones  may  be  utilized 
in  therapy  in  patients  who  have  malignant 
lymphomas  and  a second  cancer,  such  as 
prostatic  or  breast  cancer. 

Adrenal  Cortical  Steroid  Hor- 
mones.— Adrenocorticotrophic  hormone 
(ACTH),  cortisone,  and  the  newer  corticoids, 
such  as  hydrocortisone,  prednisone,  pred- 
nisolone, methyl  prednisolone,  triamcinol- 
one, and  dexamethasone,  have  shown  de- 
finitive antitumor  effects  on  all  the  ma- 
lignant lymphomas  except  Hodgkin’s  dis- 
ease. These  agents  are  lympholytic.  In 
addition,  they  frequently  cause  rapid  dis- 
solution of  systemic  .symptoms  and  combat 
the  often-present  complication  in  these 
patients  of  acquired  and  auto-immune 
hemolytic  anemia. 

The  enlarged  nodes,  liver,  and  spleen 
in  a patient  with  lymphosarcoma  or  re- 
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TABLE  111. — Various  Adrenocortical  Hormones  Employed  in  the  Treatment  of  Lymphomas 


Compound 

Dosage 

(Mg.  per  Day) 

Administration 

Toxicity 

ACTH 

40  to  120 

Intramuscular, 

intravenous 

Salt  and  water  retention 

Cortisone 

100  to  GOO 

Oral,  intramus- 
cular 

Hypertension,  psychoses, 
myopathy 

Hydrocortisone 

100  to  400 

Intravenous 

Diabetes  mellitus,  potas- 
sium loss 

Prednisone 

30  to  300 

Oral 

Cushing’s  stigmata,  weak- 
ness 

Methylprednisolone 

24  to  240 

Oral 

Weight  loss,  increased  sus- 
ceptibility to  infection 

Triamcinolone 

24  to  240 

Oral 

Acne,  striae,  tremors 

Dexamethasone 

6 to  45 

Oral 

Edema,  osteoporosis,  hy- 
peremia of  skin 

ticulum  cell  sarcorrui  may  be  observed  to 
shrink  in  size,  the  blood  picture  improves 
toward  or  to  normal,  and  the  general  well- 
being of  the  patient  improves.  The  tumor 
nodules  or  the  homme  rouge  stage  of  my- 
cosis fungoides  may  be  modified  toward 
normal  skin  appearance. 

The  dose  ranges  for  these  agents  are 
considerably  higher  in  the  management  of 
patients  with  lymphoma  than  in  the  manage- 
ment of  patients  with  rheumatoid  arthritis. 
A graphic  representation  of  dosage  schedule 
is  given  in  Table  III. 

Working  with  large  doses  is  tantamount 
to  an  increased  expectancy  of  complications. 
These  are  increased  risk  of  infection,  peptic 
ulceration,  steroid  diabetes,  and,  occa- 
sionally, psychoses. 

Although  these  compounds  show  no  anti- 
tumor effect  on  the  tumors  of  Hodgkin’s 
disease,  they  can  and  do  render  sympto- 
matic relief  to  these  patients. 

Radioactive  Isotopes 

The  use  of  radioactive  phosphorus 
intravenously  or  orally  has  been  demon- 
strated amply  to  render  palliative  therapy 
of  chronic  lymphocytic  leukemia  and  lym- 
pholeukosarcoma.^^”^*  The  colloidal  form 
as  chromic  phosphate  is  of  benefit  in  the 
suppression  of  effusions  in  the  thoracic 
and  peritoneal  cavities  in  the  malignant 
lymphomas.  2 However,  radioactive  phos- 
phorus renders  no  objective  beneficial  effects 
on  Hodgkin’s  disease,  reticulum  cell  sarcoma, 
lymphosarcoma,  or  mycosis  fungoides. 


TABLE  IV. — Radioactive  Isotopes  Used  in  the 
Treatment  of  Lymphomas 


Radioisotope 

Administration 

Dosage 

(millicuries) 

Radioactive  phos- 

Intracavitarv 

phorus;  chromic 

Pleural 

5 

phosphate 

Peritoneal 

10 

Radioactive  phos- 

Oral 

0.1  per  Kg.  of 

phorus 

Radioactive  gold 

Intracavitary 

Pleural 

Peritoneal 

body  weight 

75  to  100 
120  to  150 

Radioactive  gold,  (Au^®*)  like  radioactive 
phosphorus,  is  helpful  in  the  suppression  of 
effusions  in  patients  with  lymphoma.® 

The  side-effects  of  radioactive  gold  and 
radioactive  phosphorus  are  minimal  in 
terms  of  radiation  illness.  Radioactive 
gold,  however,  is  a gamma  emitter,  whereas 
radioactive  phosphorus  is  a pure  beta 
emitter. 

The  dose  ranges  for  intracavitary  use  are 
outlined  in  Table  IV.  The  dose  range  for 
the  oral  use  of  radioactive  phosphorus  in 
chronic  lymphocytic  leukemia  is  0.1  milli- 
curie  per  kilogram  of  body  weight. 

Special  Technics  and  Agents 

The  intra-arterial  use  of  alkylating  agents 
is  sometimes  effective  in  treating  the  ma- 
lignant lymphomas,  and  larger  doses  than 
those  used  in  intravenous  administration 
may  be  utilized.  This  technic  is  reserved 
for  special  situations,  such  as  bulky  re- 
current radioresistant  tumor  masses  of 
lymphoma  in  the  head  and  neck  or  in  the 
pelvis. 
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I’erfusion  technics  using  various  alkylat- 
ing agents  to  treat  problems  of  lymphomas 
in  extremities  are  being  applied,  as  is  the 
use  of  extracorporeal  circulatory  mecha- 
nisms and  technics.  The  effectiveness  of 
these  clinicoexperimental  approaches  is  yet 
to  be  evaluated  fully  as  compared  with 
more  conventional  methods  of  treatment 
with  chemotherapeutic  agents. 

Summary 

A brief  review  of  various  chemothera- 
peutic agents  and  their  roles  in  the  treatment 
of  malignant  lymphomas  has  been  made. 
These  compounds  fall  into  several  categories 
by  virtue  of  their  pharmacologic  actions 
and  specific  or  nonspecific  antitumoral 
effects.  Dosage,  toxicity,  and  clinical  effects 
are  summarized  for  general  cell  poisons, 
antimetabolites  and  metabolic  antagonists, 
hormones,  and  radioactive  isotopes  which 
are  in  use  in  the  present-day  management 
of  malignant  lymphomas. 
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Extracorporeal  Ion-Exchange  Circuits  in  the 
Treatment  of  Hepatic  Coma 


WILLIAM  J.  MCCANN,  M.D.,  F.A.C.S.,  NEW  ROCHELLE,  NEW  YORK 
{From  the  Department  of  Surgery,  St.  Clare’s  Hospital,  New  York  City) 


T^ck  in  1877  first  described  his  experi- 
mental  preparation  for  the  study  of 
hepatic  function.^  In  1893,  sixteen  years 
later,  Pavlov  and  his  associates^  described 
the  neurologic  sequelae  that  occur  in  such 
animals  and  termed  this  “meat  intoxica- 
tion.” Since  that  time  there  has  been 
considerable  speculation  as  to  the  agent 
responsible.  Recently  Riddell,  Kopple,  and 
McDermott®  reported  that  elevated  am- 
monia in  the  peripheral  blood  was  a constant 
finding  in  animals  with  Eck  fistula  and 
meat  intoxication.  Furthermore,  ]\Ic- 
Dermott  and  Adams^*  demonstrated  the 
fact  that  they  were  able  to  produce  “epi- 
sodic stupor”  in  a patient  with  an  Eck 
fistula  by  administering  ammonia-contain- 
ing compounds.  Philips  et  al.^  administered 
ammonium-containing  compounds  to  pa- 
tients with  impaired  liver  function  and 
produced  coma.  Foster,  Schoenheimer,  and 
Rittenberg®  used  ammonium  in  the 

rat  and  demonstrated  that  ammonium 
nitrogen  was  converted  into  glutamine  by 
interaction  with  glutamic  acid.  Later  Bess- 
man.  Shear,  and  Fitzgerald^  used  the  glutamic 
acid  derivatives  in  the  treatment  of  ammonia 
intoxication. 

Whether  ammonia  itself  is  the  active 
agent  responsible  for  the  neurologic  changes 
or  whether  it  brings  about  a secondary 
effect  on  a metabolic  process  as  yet  un- 
known remains  a question  for  further  study. 
Admittedly  there  has  been  reported  a lack 
of  direct  relationship  between  the  level  of 
the  blood  ammonia  and  the  degree  of  neu- 
rologic changi's.  Nevertheless  as  Mc- 
Dermott and  Adams'*  have  emphasized,  the 
onset  of  neurologic  symptoms  is  rather 
consistently  associated  with  a sharp  rise 


in  the  lilood  ammonia  levels.  In  addition, 
Tylor  and  Sieker,®  in  an  extensive  biochem- 
ical study  of  patients  in  hepatic  coma,  were 
able  to  correlate  a progressive  rise  in  the 
arterial  ammonium  concentration  with 
deepening  coma  and  suggested  the  potentiat- 
ing effect  of  coexisting  alkalosis.  They 
further  emphasized  the  fact  that  although 
there  was  considerable  overlap  between 
the  level  of  ammonium  and  the  stage  of 
consciousness  in  different  individuals,  there 
was  a consistent  correlation  with  re- 
peated episodes  of  coma  in  the  same  in- 
dividual. Bondy®  thought  that  the  dis- 
crepancy between  the  blood  ammonium 
determination  and  the  degree  of  coma  may 
be  that  it  is  not  the  ammonium  ion  but  the 
free  ammonia  that  is  respoiusible.  This 
viewpoint  corndates  well  with  the  potentiat- 
ing effect  of  alkalosis,  since  an  increased 
base  radical  allows  for  the  production  of 
more  ammonia.  Gabuzda*®  demonstrated 
toxic  manifestations  in  the  cirrhotic  patient 
which  were  associated  with  the  use  of  am- 
monia-exchange resins  such  as  were  used  to 
reduce  sodium  in  ascitic  patients. 

Material  and  Method 

Normally,  ammonia  is  produced  within 
the  gastrointestinal  tract  by  the  action  of 
urea-splitting  microorganisms  and  is  ab- 
sorbed by  the  portal  vein.  The  hepatic 
cells  use  the  ammonia  to  produce  urea  via 
the  ornithine  cycle.  When  there  are  dis- 
turbances of  this  metabolic  pattern  as  in 
end-to-side  portacaval  shunts,  hepatectomy, 
advanced  parenchymatous  liv^er  disease,  or 
in  animals  with  Eck  fistula,  there  may  occur 
an  accumulation  of  ammonium  ion  in  the 
peripheral  blood. 
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Fig.  1.  Apparatus  for  hemoperfusion  with  ion- 
exchange  resins. 

Dock“  first  suggested  the  use  of  ion- 
e.xchange  resins  in  the  treatment  of  elec- 
trolyte disturbances.  Kiley  et  alA^  em- 
ployed an  artificial  kidney  to  reduce  blood 
ammonia  in  experimental  animals  with 
meat  intoxication. 

In  1958,  Schechter,  Nealon,  and  Gibbon^^ 
combined  ion-exchange  resins  with  a simple 
apparatus*  for  hemoperfusion.  This  method 
offered  a safe,  simple,  quantitative,  and 
rapid  means  of  reducing  blood  ammonia 
levels.  This  apparatus  consists  of  a hemo- 
repellent  plastic  tubing  with  a column  con- 
taining 50  Gm.  of  Dowex  50-X8,  a sodium 
cycle  exchange  resin  contained  within  a 
nylon  mesh  bolting  (Fig.  1).  The  patient 
is  heparinized,  and  perfusion  is  obtained 
by  connecting  the  apparatus  to  a suitable 
artery,  usually  the  femoral  and  an  adjacent 
vein  (Fig.  2).  Optimum  blood  flow  through 
the  apparatus  is  50  ml.  per  minute,  and 
approximately  70  per  cent  of  the  ammonia 
contained  in  a blood  specimen  can  be  re- 
moved by  a single  passage  through  the 
resin. There  is  no  blood  required  for 
priming  the  apparatus,  there  is  no  motor 
necessary  to  propel  the  blood  through  the 
appaiatus,  and  extracorporeal  blood  volume 
at  any  time  is  less  than  150  cc.  In  the 

* Produced  by  Fenwal  Laboratories,  Framingham, 
Massachusett.s. 


deeply  depressed  patient  it  has  not  been 
necessary  to  administer  anesthesia  of  any 
kind  for  the  perfusion.  Two  patients  in 
hepatic  coma  have  been  treated  using  this 
method,  with  a demonstrable  reduction  of 
the  blood  ammonia  levels  in  each  patient. 

Case  Reports  ' 

Case  1. — A fifty-four-year-old  male  was 
admitted  to  the  hospital  on  May  4,  1959,  in 
coma  with  acetone  breath,  stertorous  respirations, 
and  dehydration.  The  liver  was  enlarged  and 
ascites  was  present,  but  there  was  no  jaundice. 
Generalized  muscular  twitching  and  convulsions 
were  present.  The  history  that  was  obtained  re- 
vealed a heavy  alcohol  history  of  seventeen  j'ears 
duration  and  diabetes  for  the  past  three  years. 
For  the  past  few  days  the  patient  had  been 
drinking  heavily,  had  not  been  eating,  and  had 
refrained  from  taking  insulin.  The  laboratory 
data  on  admission  revealed  a urine  sugar  of  4 
plus  and  urine  acetone  of  1 plus.  The  blood 
urea  nitrogen  was  46.5,  the  blood  sugar  was 
226  mg.  per  100  ml.,  the  chloride  was  106,  the 
cholesterol  was  112,  and  the  carbon  dioxide  was  36 
volumes  per  100  ml.  A thymol  turbidity  rate 
was  8.6.  The  stool  showed  4 plus  guaiac-positive 
results  for  blood,  and  the  blood  ammonia  was 
0.85  gamma  per  cubic  centimeter  (normal  is 
0.85  to  1.5  gamma  per  cubic  centimeter  using  the 
Bessman  modification  of  the  Seligeon  method).*® 
The  total  proteins  were  8.7  with  a ratio  of  4.4  : 4.3. 
The  hemoglobin  was  13.5  Gm.  per  100  ml.  or 
93  per  cent,  and  the  hematocrit  was  44. 

On  the  day  following  the  patient’s  admission, 
the  blood  ammonia  was  1 gamma  per  cubic 
centimeter.  The  blood  sugar  had  been  cor- 
rected to  103  mg.  per  100  ml.,  and  the  urinary 
sugar  test  gave  negative  results.  Despite  this, 
the  coma  became  progressively  deeper.  Glutamic 
acid  was  begun  along  with  neomycin  bowel 
sterilization.  On  the  second  da}'^  of  admission  the 
temperature  reached  106  F.,  there  were  con- 
tinuous generalized  muscular  twitchings  and 
convulsions,  and  the  coma  had  become 
excessively  deep.  Ion-exchange  perfusion  was 
accomplished  (Fig.  3)  with  percutaneous  needle 
puncture  of  the  femoral  vessels.  The  initial 
preperfusion  blood  ammonia  was  2.75  gamma  per 
cubic  centimeter.  During  the  course  of  the 
perfusion  the  patient’s  breathing  became  easier, 
his  convulsions  and  muscular  twitchings  ceased. 
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Fig.  2.  Use  of  apparatus  in  obtaining  perfusion  of  patient. 


\ and  he  refused  an  oral  airway.  A few  hours 
i after  the  completion  of  the  perfusion,  lie  had  an 
, episode  of  hematcmesis  and  expired. 

j Case  2. — A fortj'-five-j-ear-old  male  was  first 
1 admitted  to  the  hospital  on  February  13,  1957, 
with  jaundice,  liver  enlargement,  and  gastro- 
j intestinal  hemorrhage  but  no  ascites.  A ten- 
j year  history  of  excessive  alcohol  consumption 
I was  obtained.  A laboratory  profile  on  this 

I March  15,  19C1 


admi.ssion  revealed  a thymol  turbity  rate  of  4.2, 
serum  protein  of  7.5,  and  a ratio  of  3.5:4.  A 
prothrombin  time  was  37  seconds  with  a control 
of  16  seconds.  The  serum  bilirubin  was  1.3 
mg.  per  100  ml.  The  Wassermann  test  showed 
negative  results,  and  the  sedimentation  rate 
was  17.  A liver  biop.sy  was  taken  and  revealed 
fatty  infiltration  and  precirrhotic  changes.  The 
patient  was  treated  with  diet  and  vitamin 
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Fig.  3. — Case  1. — Results  of  ion-exchange  per- 
fusion on  fifty-four-year-old  male  patient  with 
alcohol  cirrhosis  and  bleeding  varices. 

supplement  and  was  discharged  on  February  27, 
1957,  to  clinic  follow-up. 

A second  admission  was  on  April  22,  1958, 
with  jaundice,  ascites,  and  epistaxis.  The 
patient  had  been  followed  in  the  medical  clinic 
and  had  remained  alcohohc.  The  laboratory  pro- 
file on  this  admission  was  1.4  milUon  red  cells; 
the  hemoglobin  was  20  per  cent  or  3.1  Gm.  per  100 
ml.  The  prothrombin  time  was  24  seconds,  and 
the  serum  proteins  were  6 with  an  albumin- 
globulin  ratio  of  2:4.  The  thymol  turbidity 
rate  was  7.8,  cholesterol  was  112  with  esters  of 
30,  and  the  serum  bilirubin  was  2.5  mg.  per  100 
ml.  The  patient  was  treated  with  transfusions, 
packed  cells,  plasma,  and  serum  albumin. 
Repeated  paracentesis  obtained  a total  of  20  L. 
of  ascites.  The  patient  lost  a total  of  25  pounds 
and  the  ascites  cleared  entirely.  The  patient 
was  discharged  from  the  hospital  on  the  fifty- 
sixth  day. 

The  patient  was  admitted  for  the  third  time  on 
July  6,  1959,  with  cellulitis  of  the  left  leg  and  a 
temperature  of  104  F.  The  patient  was  coma- 
tose, jaundiced,  with  an  enlarged  liver  5 digits 
below  the  right  costal  margin  and  across  the 
midline,  moderate  ascites,  and  splenic  enlarge- 
ment. The  patient  had  had  massive  hemateme- 
sis  and  melena.  The  hemoglobin  was  9 Gm.  per 
100  ml.,  and  the  red  blood  cells  were  3.3  million. 
The  serum  bilirubin  was  5 mg.  per  100  ml.,  the 
thymol  turbidity  rate  6.1  units,  the  prothrom- 
bin time  27  seconds,  the  sugar  120  mg.  per 
100  ml.,  and  the  blood  urea  nitrogen  was  16  mg. 
The  urine  was  normal.  A positive  Staphylo- 
coccus aureus  culture  was  obtained  from  the  left 


Fig.  4.  Case  2. — Results  of  ion-exchange  per- 
fusion on  forty-five-year-old  male  patient  with 
alcohol  cirrhosis  and  bleeding  varices. 


heel.  The  patient  was  treated  with  intravenous 
vitamins,  Chloromycetin,  and  fluids.  His  gastro- 
intestinal hemorrhage  recurred,  a Blakemore 
tube  was  inserted,  and  blood  replacement  was 
instituted  from  a base  line  of  6 Gm.  per  100  ml. 
of  hemoglobin  and  a hematocrit  of  29.  The 
patient  had  received  1,500  cc.  of  blood  when  the 
vital  signs  became  stable  and  the  bleeding 
apparently  stopped. 

On  the  following  day  the  patient  began  to 
experience  episodic  coma  with  “liver  breath.’ 
Enemas  and  neomycin  sterilization  of  the  gastro- 
intestinal tract  were  begun.  A semiquantita- 
tive  determination  for  ammonium  bodies  was 
75  units.  On  the  following  day  the  coma 
deepened  and  the  ammonium  bodies  rose  to 
over  120  units.  The  hematocrit  was  now  35 
with  105  Gm.  per  100  ml.  of  hemoglobin.  The 
temperature  remained  at  104  F.,  there  were 
rhonchi  heard  throughout  both  lungs,  and  the 
cough  reflex  was  absent.  That  evening  a 
tracheotomy  was  performed  without  anesthesia, 
and  following  this  an  ion  perfu.sion  with  can- 
nulation  of  the  right  femoral  vessels  without 
anesthesia  was  also  performed  (Fig.  4).  Blood 
samples  taken  at  the  beginning,  middle,  and  at 
the  end  of  the  perfusion  were  2.15,  1.85,  and 
1.50  gamma  per  cubic  centimeter  respective!}’. 
During  the  course  of  the  procedure,  the  patient 
developed  a cough  reflex,  the  corneal  reflex  re- 
turned, movement  of  the  extremities  returned,  and 
the  respirations  were  considerably  easier.  Follow- 
ing the  ion-exchange  perfusion,  response  to  pain- 
ful stimuli  was  regained,  and  tlie  following  day 
the  patient  regained  consciousness.  There  were 
no  further  bleeding  episodes,  and  there  were  no 
subsequent  episodes  of  coma.  The  temperature  ; 
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gradually  came  down  by  lysis  as  the  acute 
cellulitis  in  the  left  lower  extremity  cleared.  A 
semiquantitative  determination  of  blood  am- 
monia bodies  performed  on  August  5,  1959,  was 
reported  as  75  units.  On  August  19  the  patient 
was  discharged  from  the  hospital  to  institu- 
tional care  for  alcoholism. 

Comment 

The  selection  of  patients  for  ion-exchange 
perfusion  should  be  limited  to  patients 
who  demonstrate  an  elevated  blood  am- 
monia, progressive  neurologic  symptoms, 
and  impending  or  definite  coma  despite 
treatment  directed  toward  lowering  blood 
ammonia  by  the  elimination  of  the  intake 
of  ammonia-containing  drugs,  low  protein 
diet,  bowel  sterilization,  and  the  use  of 
glutamine  or  arginine.  However,  perfusion 
should  not  be  reserved  until  the  patient 
has  been  in  deep  coma  for  a period  of  many 
hours  or  even  days,  with  hyperpyrexia, 
oliguria,  Stokes-Adams  respiration,  exhaus- 
tion, absent  reflexes,  retained  bronchial 
secretions,  and  the  beginning  of  pulmonary 
infection. 

The  procedure  carries  with  it  negligible 
risk  and  minimal  patient  disturbance.  Anti- 
coagulation in  the  cirrhotic  patient  is  a 
considered  risk  if  bleeding  has  constituted 
a portion  of  the  clinical  picture  and  active 
bleeding  would  appear  to  preclude  perfusion. 
Anticoagulation  is  achieved  by  the  adminis- 
tration of  heparin  through  the  exposed 
femoral  artery  immediately  prior  to  the 
initiation  of  perfusion.  The  dosage  u.sed 
is  1.5  mg.  per  kilogram  of  body  weight. 
At  the  conclusion  of  the  perfusion,  poly- 
brene  is  administered  by  intravenous  in- 
fusion in  the  amount  equal  to  the  prompt 
restitution  of  the  clotting  mechanism. 

In  a consideration  of  th('  treatment  of 
the.se  patients  and  the  role  of  ion-exchange 
perfu.sion,  it  .should  be  emphasized  that  all 
of  the  usual  measures  for  the  treatment  of 
these  patients  are  continued  up  to  and 
following  the  use  of  ion-exchange  perfusion. 
Therefore,  in  evaluating  the  clinical  response 
of  patients  to  ion-exchange  perfusion,  it  is  im- 


portant to  realize  that  the  rather  marked 
clinical  improvement  of  the  patient  corre- 
sponds in  time  to  the  ion-exchange  perfusion. 
It  would  seem  only  reasonable  to  relate  this 
exchange  to  the  perfusion  which  is  occurring 
at  the  time  rather  than  to  a fortuitous  cir- 
cumstance. The  relationship  of  the  im- 
proved clinical  status  with  the  corresponding 
fall  in  serial  ammonia  determinations  during 
perfusion  would  tend  to  substantiate  this 
premise. 

Summary 

1.  The  relationship  of  elevated  blood 
ammonia  to  hepatic  coma  is  reviewed. 

2.  A simple  dispo.sable  perfusion  ap- 
paratus using  ion-exchange  resins  for  the 
rapid  lowering  of  blood  ammonia  is  de- 
scribed. 

3.  Two  cases  with  hepatic  coma  are 
presented. 

4.  The  immediacy  of  clinical  response 
during  perfusion  is  emphasized. 

Addendum 

Since  the  original  manuscript  was  written, 
3 additional  patients  have  been  perfused, 
with  successful  reduction  in  the  level  of 
blood  ammonia  in  all  3 patients. 

421  Huguenot  Street 
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Radioactive  Iodine 
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{From  the  Department  of  Nuclear  Medicine,  Roswell  Park  Memorial  Institute) 


Carcinoma  of  the  thyroid  is  primarily 
a surgical  problem;  however  in  the 
event  of  multiple  distant  metastases  treat- 
ment with  radioactive  iodine,  or  should 
be  considered.  In  a significant  number  of 
these  cases,  palliation  to  the  extent  of  almost 
total  regression  can  be  accomplished  with 
this  agent.  This  paper  is  an  outline  of  the 
methods  and  the  results  of  such  treatment  in 
15  cases  considered  suitable  for  therapy  at 
this  institution  in  the  past  five  years. 

Method 

Following  the  pathologic  diagnosis  of 
a well-differentiated  carcinoma  of  the  thy- 
roid with  known  or  suspected  distant 
metastases,  a complete  thyroidectomy  is 
recommended  since  the  removal  of  all 
normal,  functioning  tissue  will  increase  the 
uptake  of  P^^  in  thyroid  metastases  in  more 
than  60  per  cent  of  cases.  ^ Four  to  six  weeks 
following  thyroidectomy,  I^^^-uptake,  localiz- 
ation, and  excretion  studies  are  performed. 
These  tests  are  the  prime  means  of  deter- 
mining whether  or  not  the  patient  is  suitable 
for  P^^  therapy  and  are  also  used  as  an  index 
of  the  effect  of  subsequent  therapy  doses. 
The  uptake  study  determines  the  per  cent 
of  the  administered  dose  of  P®^  in  the  thyroid 
region.  Following  thyroidectomy,  this  is 
usually  less  than  1 per  cent.  The  excretion 
study  is  used  to  determine  the  per  cent  of 
the  administered  dose  excreted  in  the  urine 
in  forty-eight  hours.  In  the  normal  in- 
dividual the  uptake  plus  the  excretion  will 
account  for  approximately  90  per  cent  of  the 
administered  dose.  The  remaining  10  per 
cent  is  excreted  in  the  saliva  and  perspira- 
tion. In  the  event  of  functioning  distant 
metastases,  the  sum  of  the  uptake  and  ex- 


cretion study  is  significantly  lower  than  90 
per  cent,  and  frequently  deficits  of  from  30  to 
40  per  cent  are  encountered.  The  localiza- 
tion study  provides  a graphic  representation 
of  the  distribution  of  radioactive  iodine  in 
the  patient’s  body,  and  in  the  event  of 
known  or  suspected  metastatic  sites  it  can 
delineate  clearly  the  size  and  location  of 
these  metastases.  If  the  patient  does  not 
show  a significant  deficit  or  uptake  in  known 
metastatic  sites,  an  intramuscular  injection 
of  25  mg.  (10  USP  units)  of  thyroid-stimulat- 
ing hormone  may  be  useful  to  enhance 
further  the  localization  of  iodine  in  the 
metastases.^ 

If  there  is  a significant  deficit  and/or  up- 
take in  the  metastatic  sites,  the  patient  is 
given  150  millicuries  of  I^^^  immediately 
after  surgeiy  has  been  performed.  The 
urine  is  collected  for  a forty-eight-hour 
period  and  the  per  cent  of  the  administered 
dose  retained  is  estimated  from  the  measured 
amount  excreted  in  this  period  of  time.  A 
rough  approximation  of  the  amount  of  tumor 
tissue  is  made  and  the  combined  beta  and 
gamma  dosage  is  determined.^  Frequently, 
in  excess  of  10,000  rep  can  be  delivered  to 
the  metastatic  sites  from  this  single  dose. 
However,  it  is  preferable  to  deliver  a mini- 
mum of  30,000  rep  to  these  lesions  and  there- 
fore the  patient  receives  two  additional  doses 
of  150  millicuries  each  at  six-week  intervals 
following  the  initial  therapy.  Higher  doses 
than  these  may  result  in  significant  leuko- 
penia. Immediately  following  the  second 
therapy  dose,  the  patient  is  placed  on  re- 
placement thyroid  therapy.  This  is  pref- 
erably in  the  form  of  triiodothyronine 
since  this  agent  blocks  the  uptake  of 
for  a period  of  only  forty-eight  hours  after 
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the  medication  is  withdrawn.  Thyroid 

hormone,  on  the  other  hand,  continues  to 
have  this  effect  for  a period  of  two  weeks. 
This  is  important  in  that  the  therapeutic 
effect  is  judged  by  subsequent  uptake 
studies. 

Eight  weeks  following  the  last  therapy, 
ti'iiodothyronine  medication  is  stopped,  and 
forty-eight  hours  thereafter  uptake  and  e.x- 
cretion  studies  are  performed.  At  this 

time,  there  is  invariably  a minimal  deficit, 
in  which  case  the  patient  is  followed  at 
three-month  intervals  with  additional  up- 
take studies.  In  general,  from  twelve  to 
eighteen  months  following  this  initial  course 
of  treatment,  a significant  deficit  will  again 
be  found.  At  that  time,  an  additional  course 
of  therapy  is  administered  until  the 
deficit  is  again  minimal.  The  sequence  can 
then  be  repeated  if  necessary. 

The  complications  of  this  mode  of  therapy 
are:  depression  of  the  hemopoietic  system, 
radiation  sickness,  transient  sialadenitis, 
cystitis,  amenorrhea,  laryngeal  edema,  pul- 
monary fibrosis,  and  leukemia. 

Clinical  Results 

Of  the  15  cases  of  thyroid  carcinoma 
treated  with  in  the  Department  of 
Nuclear  Medicine  at  Roswell  Park  Memorial 
Institute  in  the  past  five  years  (Table  I),  5 
have  expired  from  their  disease.  Of  these 
5,  1 expired  shortly  after  the  first  therapy 
dose  from  a pulmonary  embolus  and  massive 
liver  involvement  (Case  4).  Three  other 
patients  (Cases  12,  13,  and  15)  showed  no 
adequate  response  to  P^^  therapy.  In 
Case  12,  the  dose  was  inadequate;  the 
primary  tumor  was  a fetal  cell  carcinoma 
which  does  not  concentrate  sufficient 
amounts  of  radioactive  iodine.  A total 
thyroidectomy  was  not  pei'formed  and 
external  irradiation  was  administered  just 
prior  to  P^^  therapy.  In  Case  13,  some 
regre.ssion  of  the  metastatic  lesions  was 
obtained,  however  the  patient  failed  to 
return  for  subsefpient  therapy.  In  Case  15, 
the  P^^  dose  was  again  inadcfiuate  because 


of  the  large  tumor  masses  in  the  body  and  in 
addition  the  fast-growing  tumor  mass  had 
obstructed  the  trachea  and  the  main 
bronchi.  In  Case  8,  there  was  little  response 
to  I^^^  therapy.  This  patient  survived 
five  years  with  skull  and  meningeal  me- 
tastases.  Ten  of  the  15  patients  are  still 
alive.  One  of  them  (Case  14)  had  numerous 
bone  metastases,  but  some  of  the  metastases 
showed  regression  and  recalcification.  This 
patient  received  both  P^^  and  thyroid 
extract.  Probably  both  modalities  are 
responsible  for  the  result.  (She  is  alive  for 
more  than  nine  years  with  evidence  of 
numerous  metastases.)  One  patient  (Case  . 
11)  has  no  symptoms  referable  to  her  ' 
metastatic  thyroid  cancer,  but  she  developed  j 
chronic  myelogenous  leukemia.  Two  other  , 
patients  (Cases  5 and  6)  showed  moderate 
response  to  therapy  and  mediastinal  masses 
have  regressed.  They  are  clinically  well  but 
metastatic  lesions  are  still  radiologically 
detectable.  Six  patients  (Cases  1,  2,  3,  7, 

9,  and  10)  showed  marked  regression  of 
their  metastases  with  good  response  to  P^^ 
therapy.  These  patients  have  been  symp- 
tomless for  from  two  to  five  years.  It  is 
interesting  to  note  that  in  one  of  these  cases 
(Case  10)  the  metastatic  anterior  mediastinal 
mass  showed  considerable  regression  fol- 
lowing P^'  therapy.  This  mass  was  later 
removed  surgically  and  revealed  fibrosis  and 
necrotic  changes  evidently  due  to  radiation  i 
effect  from  the  radioactive  iodine. 

Case  Reports 

Case  1. — In  1954  a female  patient,  aged  i 
seventeen  years,  developed  palpable  nodes  in  the  J 
right  cervical  region.  A biopsy  revealed  papillary  J 
carcinoma  of  the  thyroid.  In  February  of  1954  ' 

a hemithyroidcctomy  was  performed,  and  on 
.\pril  4,  1955,  a right  radical  nock  dissection  and 
excision  of  the  remaining  thyroid  tissue  was 
performed.  This  was  followed  on  April  25,  ‘ 

1955,  by  a left  hemithyroideetomy  and  superior 
mediastinal  node  dissection.  On  Jufi'  8,  1955, 
uptake  studies  revealed  a 16  per  cent  reten- 
tion and  a 24  per  cent  excretion.  In  consequence, 
there  was  a 60  pc'r  cent  deficit,  and  I'®' therapy 
was  recommended. 
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TABLE  I. — Fifteen  Cases  of  Thyroid  Carcinoma  Treated  with  Radioactive  Iodine  Over  a Period  of  Five  Years 


Patient 

Number 

Age 

(Years) 

Sex 

Surgery 
Prior  to 
lui 

Therapy 

Histologic 

Diagnosis 

(Carcinoma) 

Metastasis 

Total 

JUI 

Dose 

(Milli- 

curies) 

Complica- 
tion of 
Treatment 

Other 

Therapy 

Results 

1 

17 

F 

Thyroid 

tissue. 

radical 

node 

dissec- 

tion 

Papillary 

Medias- 

tinum, 

lungs 

367 

None 

Triiodothyro- 
nine 100  mg. 
daily 

Asvmptomatic 
2V2  years, 
considerable 
regression 

2 

42 

F 

Thyroid 
tissue, 
left  up- 
per lobe 
resection 

Follicular 

Neck, 

lungs, 

medias- 

tinum 

401 

None 

Replacement 
therapy,  thy- 
roid medica- 
tion 

No  evidence 
of  disease. 
3 ‘A  years 

3 

42 

F 

Thyroid 

tissue 

Follicular 

Spine 

54 1 

None 

External  irradia- 
tion 2,200  r. 
thyroidec- 
tomy 

External  irradia- 
tion to  neck, 
prior  D^i  ther- 
apy 5,000  r 

No  evidence 
of  disease, 
3‘/2  years 

4 

hSi 

F 

Partial 

thyroid- 

ectomy 

Mixed 

tissue 

Liver, 

spine, 

lungs, 

nodes 

100 

(1 

course) 

Acute 

laryn- 

geal. 

edema. 

pneu- 

monia 

Expired  45  days 
after 

therapy,  no 
response 

5 

70 

F 

Subtotal 

thyroid- 

ectomy 

Not 

speci- 

fied 

Medias- 

tinum 

333 

None 

Medical  treat- 
ment for  ar- 
teriosclerotic 
heart  disease 

Definite  regres- 
sion 

G 

06 

F 

Thyroid 

tissue 

Alveolar 

Medias- 

tinum 

430 

Radiation 

paro- 

titis 

Replacement 
therapy,  thy- 
roid medica- 
tion 

Clinically  well, 
radiologically 
regression  of 
mediastinal 
mass 

7 

2G 

M 

Thyroid 

tissue, 

node 

dissec- 

tion 

Papillary 

Cervical, 

pretra- 

cheal 

node 

440 

None 

Replacement 

therapy 

No  evidence 
of  disease, 
3 years 

8 

(>3 

F 

Subtotal 

thyroid- 

ectomy, 

crani- 

ectomy 

Adeno 

Skull,  dura, 
(?)  brain 

570 . 0 

None 

External  irradia- 
tion to  skull 
4,000  r 

Little  response, 
5 years  sur- 
vival with 
skull  metas- 
tasis 

9 

74 

F 

Subtotal 

thyroid- 

ectomy 

Adeno 

Medias- 

tinum, 

neck, 

lungs 

Medias- 

tinum 

977.2 

None 

Replacement 

therapy 

Total  regression, 
3V2  years 

10 

30 

F 

Subtotal 

thyroid- 

ectomy 

Papillary 

231  .7 

None 

External  irradia- 
tion to  neck 
5,900  r,  sur- 
gical excision 
of  mediastinal 
mass* 

No  evidence 
of  disease, 
5 years 

11 

70 

F 

Thyroid 

tissue 

Alveolar, 

adeno 

Recurrence, 
neck  fol- 
lowing 

346.7 

Leu- 

kemia 

Replacement 

therapy 

Some  regression 
of  recurrent 
mass  in  neck 

12 

07 

F 

Partial 

thyroid- 

ectomy 

Fetal 

cell 

Lungs, 

mandible, 

sternum, 

ischium 

302 

None 

Additional 
radiation  to 
metastatic 
lesions 

Expired  2 years 
after  last 
therapy,  no 
response 

13 

.58 

M 

Tiiyroid 

tissue 

Alveolar 

Neck, 
bones,  (?) 
liver 

387 . 5 

None 

Tracheostomy 

Expired  28 
months  after 
last  ther- 

apy, little  re- 
sponse 

14 

37 

F 

Thyroid 

tissue 

Mixed 

tissue, 

papil- 

lary- 

follicu- 

lar 

Skull,  hu- 
merus, 
scalp, 
right 
femur 

401 

None 

External  irradia- 
tion, thyroid 
hormone 
surgery 

Still  alive  with 
disease,  9 
years;  lost  to 
follow-up 

15 

()6 

F 

Subtotal 

thyroid- 

ectomy, 

trache- 

otomy 

.Alveolar 

Both  lungs, 
medias- 
tinum 

221 

None 

External  irradia- 
tion to  me- 
diastinum 
2,400  r 

Expired  from 
disease,  4 
months,  no  re- 
sponse; plus 
catatonic 
schizo- 
phrenia, 25 
years 

* Surgical  specimen  revealed  metastatic  thyroid  cancer  with  radiation  changes. 


However,  therapy  was  not  instituted  at  the 
time,  and  during  the  ensuing  two  years  the 
patient  underwent  a submental  triangle  dis- 
section, and  x-ra}'  films  of  the  chest  revealed 


progressively  enlarging  miliar}’  densities  in  both 
lung  fields.  In  January  of  1958  P^'-uptake, 
localization,  and  excretion  studies  revealed  a 50 
per  cent  deficit,  and  the  localization  study  showed 
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marked  uptake  in  the  pretracheal  nodes.  Be- 
tween I’ebruary  6,  1958,  and  June  12,  1958, 
the  patient  received  367  millicuries  of  in 
three  divided  doses.  Since  that  time,  further 
follow-up  studies  have  failed  to  reveal  an  ap- 
preciable deficit  and  the  miliary  densities  in  the 
chest  film  have  decreased  in  size  to  the  point 
where  they  are  barely  detectable.  She  has  been 
clinically  asymptomatic  for  two  and  a half 
years  and  presently  is  emploj^ed  as  a graduate 
nurse. 

Case  2. — In  1932  and  1936  a female  patient, 
aged  forty-two  years,  had  a partial  thjToidec- 
tomy  for  a “benign  nodular  goiter.”  In  1956,  a 
resection  of  the  upper  lobe  of  the  left  lung  was 
performed  because  of  an  infiltrative  disease  in 
this  area,  presumably  tuberculosis.  The  patho- 
logic diagnosis  was  well-differentiated  th}Toid 
carcinoma.  On  May  29,  1956,  a total  thjToidec- 
tomy  was  performed  and  there  was  no  evidence 
of  carcinoma  in  the  specimen.  P®'-uptake, 
excretion,  and  localization  studies  revealed  a 14 
per  cent  deficit  and  an  area  of  increased  uptake 
in  the  right  lung  field  overlying  multiple  densities 
visualized  on  the  chest  film  in  this  area.  Between 
July  26,  1956,  and  August  16,  1956,  the  patient 
received  a total  of  401  millicuries  in  three  divided 
doses.  Subsequent  to  this  course  of  treatment 
there  has  been  no  evidence  of  retention  of  repeated 
tracer  doses  of  P^h  Recent  chest  x-ray  films 
failed  to  reveal  the  presence  of  the  metastatic 
lesions.  The  patient  has  been  completely 
asymptomatic  for  three  and  a half  years. 

Case  3. — In  1954  a female  patient,  aged  forty- 
five  years,  first  noted  pain  in  the  lower  dorsal 
spine.  Subsequently  she  noted  a mass  in  this 
region  which  was  tender  to  palpation.  In 
February  of  1956,  studies  of  x-ray  films  showed 
destruction  and  collapse  of  the  tenth  dorsal 
vertebra  and  a myelogram  revealed  a complete 
block  at  the  level  of  the  ninth  dorsal  vertebra. 

needle  bio[)sy  was  ))('rformed  and  this  showed 
metastatic  carcinoma,  j)ossibl3f  thyroid  in  origin. 
On  March  20,  1956,  a total  thyroidectomy  was 
performed,  and  the  specimen  revc'aled  the  presence 
of  carcinoma  of  the  thyroid,  follicular  in  type. 
On  March  20,  1956,  the  patient  had  completed  a 
course  of  external  irradiation  during  which 
2,200  r were  delivered  to  the  tumor  site.  Sub- 
sequent P^^  uptake  and  excretion  studies  showed 
a 40  per  cent  deficit  and  localization  studies 
revealed  an  increased  uptake  area  over  the  tenth 


dorsal  vertebra,  therefore  P**  therapy  was 
recommended.  Between  April  20,  1956,  and 
Julj'  11,  1956,  the  patient  received  a total 
of  541  millicuries  of  P^^  in  four  divided  doses. 
Following  the  third  dose,  a 24  per  cent  deficit 
was  noted,  and  in  consequence  a fourth  course  of 
142  millicuries  was  administered  on  December  5, 

1956.  Since  that  time,  tracer  studies  have 
failed  to  reveal  any  appreciable  deficit.  The 
patient  improved  progressively  and  to  this  time 
has  no  complaints.  Recent  x-ray  films  of  the 
spine  reveal  calcification  in  the  osteohdic 
lesions.  She  has  been  symptomless  for  more  than 
three  years. 

Case  4. — In  1957  a female  patient,  aged  fifty- 
nine  years,  first  noticed  dysphagia.  Her  family 
physician  performed  a partial  thjToidectomy 
that  revealed  the  presence  of  a lesion  constricting 
and  invading  the  trachea.  The  pathologic 
report  was  carcinoma  of  the  thjToid.  Because  of 
a questionable  lesion  in  the  right  lower  lung 
field,  the  patient  was  sent  to  Roswell  Park  for 
further  evaluation,  and  at  that  time  P^'-uptake 
and  excretion  studies  revealed  a 40  per  cent 
deficit.  In  April  of  1958  the  patient  developed 
paralysis  of  the  lower  limbs  which  was  thought 
to  be  due  to  metastases  to  the  lower  spine.  In 
June,  1958,  the  patient  was  admitted  to  the  ! 
hospital.  The  liver  was  firm,  nodular,  and  3 
fingerbreadths  below  the  costal  margin.  The  i 
metastases  in  both  lung  fields  were  increased  in  I 
size,  and  x-ray  studies  of  the  spine  failed  to 
reveal  any  evidence  of  destruction  of  the  bony 
vertebrae.  Because  of  the  large  deficit  following  I 

the  uptake  study  and  despite  the  near-terminal  1 

condition  of  the  patient,  the  patient  was  given  a 
single  dose  of  106  millicuries  of  P^h  Forty-five  | 
days  later  the  patient  expired  from  a pulmonary 
embolus.  This  case  is  of  interest  primarily  on 
the  basis  of  the  autoradiographic  studies  per- 
formed following  the  patient’s  death  and  the 
complications  noted  after  P^‘  therapy. 

The  complications  noted  were:  swelling  of  the  A 
upper  respiratory  tra(ff  and  laryngeal  mucosa  1 1 
which  occurred  four  days  after  therapy.  An  ■ ^ 

emergency  tracheotomy  was  performed  to  alle-  u i 

viate  the  respiratory  distress.  One  week  later  * 
the  patient  developed  generalized  pyoderma  j 
and  radiation  cystitis.  The  acute  swelling  of  the  | 
upper  respiratory  tract  can  be  explained  on  the 
basis  of  an  acute  radiation  reaction  due  to  the 
deposition  of  the  P®‘  in  the  adjacent  normal  ’ 
thyroid  tissue.  The  radiation  cystitis  is  a fre-  j 
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(lueiit  transient  complication  of  this  treatment, 
liowever,  the  pyoderma  is  unexplained  in  that 
the  patient  maintained  a normal  or  elevated 
white  blood  count  from  the  time  of  treatment 
until  she  expired. 

Autoradiographs  failed  to  reveal  any  deposi- 
tion of  in  the  metastatic  lesions  involving  the 
hver  and  lung.  In  addition,  the  pathologic 
picture  from  these  lesions  was  that  of  anaplastic 
thyroid  carcinoma  without  evidence  of  follicular 
formation.  This  case  illustrates  the  necessity 
for  total  thyroidectomy.  The  remaining  normal 
thyroid  tissue  concentrated  the  majority  of  the 
administered  dose.  It  is  possible  that  if  total 
thjToidectomy  had  been  performed  at  an  earlier 
date,  the  resulting  increase  thyroid-stimulating 
hormone  activity  might  have  enhanced  the  up- 
take and  concentration  of  the  radioiodine  by  the 
metastatic  lesions. 

Summary 

is  the  treatment  of  choice  for  a 


significant  percentage  of  cases  of  metastatic 
thyroid  carcinoma.  In  those  cases  wherein 
the  metastatic  sites  concentrate  this  isotope 
actively  the  complications  are  minimal  and 
the  patients  can  be  maintained  symptom- 
free  and  in  many  cases  without  evidence  of 
di.sease  for  many  years. 

Acknowledgment — The  authors  wish  to  acknowl- 
edge their  sincere  thanks  to  Walter  T.  Murphy,  M.D., 
and  Frank  C.  Marchetta,  M.D.,  for  their  help  in  re- 
viewing this  manuscript  critically.  We  are  also  grate- 
ful to  Mrs.  Lou  Ryan,  our  secretary,  for  her  valuable 
assistance. 

References 

1.  Fields,  T.,  and  Seed,  L.:  Clinical  Use  of  Radio- 
isotopes, Chicago,  Year  Book  Publishers,  Inc.,  1957,  p. 
168. 

2.  Blahd,  W.  H.,  Bauer,  F.  K.,  and  Cassen,  B.: 
The  Practice  of  Nuclear  Medicine,  Springfield,  Illinois, 
Charles  C Thomas,  1959,  p.  263. 

3.  Galsser,  O.,  Quimby,  E.,  Taylor,  L.  S.,  and 
Weatherwax,  J.  L. : Physical  Foundations  of  Radiology, 
2nd  ed..  New  York  City,  Paul  B.  Hoeber,  Inc.,  October. 
1958,  p.  390. 


Reserve  the  Dates  . . . 

155th  Annual  Meeting 
Medical  Society  of  the  State  of  New  York 

May  8 to  12,  1961 

Hotel  Manger  Rochester 


March  15,  UJOI 


889 


The  Present  Surgical  Management  of  Otosclerosis 

RICHARD  J.  BELLUCCI,  M.D.,  NEW  YORK  CITY 
(From  the  Hearing  and  Speech  Clinic,  Manhattan  Eye,  Ear  and  Throat  Hospital) 


4 T PRESENT  probably  no  otologist  is 
confident  that  the  surgical  management 
of  otosclerosis  has  become  stabilized.  Since 
1953,  when  interest  was  centered  again  on 
the  mobilization  of  the  stapes  by  Rosen,  ^ 
this  surgery  has  been  characterized  by 
rapidly  changing  viewpoints  with  the  intro- 
duction of  fascinating  and  challenging 
technical  innovations.  Doubtless,  progress 
has  been  made  since  those  first  days  when 
this  operation  was  considered  worthless  by 
the  majority  of  otologists.  At  present, 
this  concept  is  almost  entirely  reversed. 
Although  most  otologists  performing  micro- 
surgery of  the  stapes  are  not  quite  satisfied 
with  regard  to  the  technical  methods  being 
used,  there  is  a wide  agreement  that  the 
otosclerosis  involving  the  fixed  stapes  should 
be  treated  directly  at  the  oval  window. 

Surgery  of  the  Stapes 

The  First  Approach. — During  the  past 
few  years  the  surgery  of  the  stapes  has  di- 
vided itself  into  three  basic  approaches  which 
differ  theoretically  and  technically.  The 
first  approach  is  the  most  simple  and  primi- 
tive. Here  the  value  of  knowing  the  posi- 
tion and  extent  of  the  otosclerotic  lesion  is 
not  considered  important,  or  it  is  not  well 
visualized  and  recognized  by  the  surgeon. 
The  mobilizing  force  is  applied  to  the  head 
or  neck  of  the  stapes  which  usually  fractures 
the  crura  and  is  productive  of  a low  per- 
centage of  satisfactory  results.  Our  ex- 
perience with  this  technic  has  been  very 
disappointing,  since  a high  percentage  of 
refixations  also  occurred  in  those  cases  which 
had  a good  initial  improvement  in  hearing. - 
Considering  the  advances  being  made  in 

Presented  at  the  I54th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Otolaryngology',  May  1.3,  1960. 


this  work,  it  is  no  longer  considered  per- 
missible to  mobilize  the  stapes  in  such  a 
manner  without  having  studied  the  oto- 
sclerotic lesion  beforehand. 

The  Second  Approach. — The  second 
approach  is  the  most  advanced  in  its  the- 
oretic and  technical  aspects.  Stapedec- 
tomy is  being  performed  in  most  cases  by 
surgeons  who  are  well  trained  and  skillful. 
Fundamentally,  the  operation  involves  the 
removal  of  the  entire  stapes  followed  by  a 
reconstruction  of  the  footplate  with  a vein, 
fat,  or  other  type  of  graft  and  the  crura  of 
the  stapes  with  polyethylene  tubing  or 
metal.  Theoretically,  it  is  assumed  that 
the  otosclerotic  lesion  will  continue  to  grow 
following  a mobilization  of  the  stapes  causing 
re-ankylosis  of  the  footplate.  If  the  oto- 
sclerotic lesion  is  widely  removed  along 
with  the  diseased  footplate,  there  will  be 
much  less  opportunity  for  a subsequent 
closure  of  the  oval  window.  It  is  assumed 
that  any  footplate  containing  otosclerosis 
will  eventually  ankylose.  Therefore,  a com- 
plete removal  is  essential.  This  is  a sound 
surgical  principle,  and  time  will  reveal 
whether  or  not  the  presently  used  technics 
of  Shea,^  Schuknecht,^  and  Kos®  in  which 
the  diseased  stapes  footplate  is  completely 
removed  will  be  productive  of  good  results 
which  resist  regression  of  hearing  in  the 
postoperative  period.  In  this  type  of  sur- 
gery, the  opportunity  for  damage  to  the 
cochlea  is  considerable,  since  the  labyrinth 
is  exposed  to  trauma  when  the  footplate 
is  removed.  Recent  estimates  of  cases 
with  severe  irreversible  cochlea  damage 
were  reported  to  be  as  high  as  8 per  cent. 
A high  percentage  of  cases  were  also  reported 
to  have  a loss  in  the  higher  frequencies  which 
is  reflected  in  poor  discrimination  for  speech. 

Observations  in  animal  e.xperiments,  which 
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cannot  be  considered  to  be  entirely  the  same 
as  those  in  man,  have  revealed  an  active 
tissue  response  following  the  use  of  vein 
and  gelfoam  in  the  reconstruction  of  the 
oval  window.  This  fibrotic  reaction  was 
not  confined  to  the  middle  ear,  but  it  also 
invaded  the  inner  ear,  destroying  the  coch- 
lea.® 

Several  surgeons  have  made  stapedectomy 
a routine  procedure  in  all  cases  of  ankylosis 
of  the  stapes.  Some  surgeons  who  had 
been  removing  the  stapes  in  all  cases  now 
are  becoming  more  selective  and  reserve 
the  procedure  for  the  more  advanced  oto- 
sclerotic  lesion. 

Third  Approach. — I believe  that  a 
suitable  replacement  of  the  footplate  has 
not  yet  been  found.  The  normal  footplate 
is  still  the  ideal  covering  of  the  oval  window, 
and  I believe  it  should  not  be  removed 
completely  when  it  is  possible  to  utilize 
a significant  portion  of  it.  An  impre.s.sion 
gathered  from  clinical  observations  in  man 
and  experimental  animals  suggests  that  the 
footplate  of  the  stapes  exerts  a protective 
function  since  it  encourages  the  growth  of 
a membrane  which  seals  the  oval  window 
more  promptly  than  otherwise.®  If  the 
uninvolved  portion  of  the  footplate  is  to 
remain  in  place  at  the  oval  window,  it  be- 
comes apparent  that  the  surgeon  must  be 
able  to  determine  the  extent  and  location 
of  the  otosclerotic  lesion.  The  information 
obtained  in  this  preliminary  study  of  the 
middle  ear  will  be  of  assistance  in  classifying 
the  lesion  and  in  selecting  a suitable  sur- 
gical technic  based  on  the  size  and  position 
of  the  otosclerotic  lesion.  Whenever  pos- 
sible, the  otosclerotic  lesion  is  bypa.ssed 
as  the  stapes  is  mobilized  through  normal 
tissue.  The  bypass  technic  seems  to  be 
logical,  since  it  is  possible  to  obtain  a high 
percentage  of  good  results  which  resist 
re-ankylosis,  and  it  does  not  hold  the  risks 
to  the  cochlea  that  apparently  are  present 
following  stapedectomy. 

Surgical  Classification  of  Otosclerosis 

In  1958  a surgical  classification  of  otoscle- 


rosis at  the  oval  window  was  described  in 
which  four  classes  of  pathologic  conditions 
were  indicated  with  respect  to  the  position 
and  extent  of  the  otosclerotic  lesion.'^ 

Class.  I — In  Class  I are  grouped  cases 
with  minimal  otosclerotic  involvement. 
Usually  the  stapes  footplate  is  fixed  at  the 
anterior  end,  but  there  is  no  narrowing  of 
the  stapedio vestibular  joint  space.  The 
otosclerotic  growth  is  not  visible,  and  the 
footplate  is  thin  and  has  retained  the  normal 
blue  color.  The  prognosis  is  good  in  this 
group  of  cases,  for  the  improvement  in 
hearing  is  usually  maintained.  In  a pre- 
vious study^  only  9 per  cent  of  improved 
cases  of  this  class  were  found  to  regress  to 
the  preoperative  level.  The  degree  of 
hearing  improvement  was  found  to  be  ex- 
cellent, definitely  being  among  the  best 
results.  Consequently,  no  change  in  tech- 
nic seemed  indicated  in  this  group  of  cases. 
The  mobilizing  force  is  applied  directly  to 
the  footplate  at  the  point  of  maximum 
fixation.  The  entire  footplate  is  subluxated 
slightly  into  the  oval  window,  and  a small 
pledget  of  gelfoam  is  placed  over  the  foot- 
plate to  assist  in  an  early  closure  of  the 
joint  spaces  and  to  prevent  the  excessive 
escape  of  perilymph  (I5g.  1). 

Classes  II  and  III. — Classes  II  and 
III  have  now  been  combined,  since  the  only 
difference  in  these  groups  is  the  degree  of 
otosclerotic  involvement,  and  both  groups 
require  essentially  the  same  surgical  tech- 
nic. Previously  the  technic  used  in  Class 
II  was  one  in  which  mobihzation  occurred 
directly  through  the  otosclerotic  lesion. 
Presently,  in  Class  II,  as  in  Class  III,  an 
attempt  is  made  first  to  bypass  the  otoscle- 
rotic lesion  by  using  an  anterior  crurotomy 
technic.  By  this  means  manipulation  and 
trauma  to  the  otosclerotic  lesion  are  re- 
duced to  a minimum.  The  anterior  crus 
is  divided  above  the  lesion,  and  the  footplate 
is  severed  behind  the  otosclerotic  involve- 
ment in  the  normal  part  of  the  footplate. 
Following  a crurotomy,  the  posterior  crus 
must  be  examined  carefully,  for  even  a 
small  fracture  will  prevent  good  function. 
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Fig.  1.  Class  I. — Minimal  otoscerlosis.  (yl)  No 
otosclerosis  is  visible  and  stapediovestibnlar  joint 
siiace  is  not  reduced  anywhere.  The  footplate  is  of 
the  normal  blue  color.  {H)  Simple  pressure  on  the 
footplate  at  t he  jinint  of  ma.ximum  li.xation  is  usually 
successfid  in  mobilizing  the  stapes.  'I'he  whole  foot- 


When  both  crura  are  fractured  in  the  process 
of  dividing  the  anterior  crus,  the  head  and 
crura  of  the  stapes  are  removed,  and  a small 
piece  of  polyethylene  tubing  is  inserted 
between  the  lenticular  process  of  the  incus 
and  the  mobile  part  of  the  footplate.  Care 
should  be  taken  to  cause  a separatioji  of  the 
head  of  the  stapes  at  the  incudostapedial 
joint,  leaving  the  cartilaginous  disk  at- 
tached to  the  lenticular  process  of  the  incus. 
This  is  important,  since  the  cartilage  fits 
perfectly  within  the  tubing,  holding  it 
securely  in  place.  It  is  preferable  to  cut 
the  polyethylene  tube  to  size  before  the 
footplate  of  the  stapes  is  mobilized.  This 
will  allow  considerable  manipulation  of  the 
tube  without  danger  of  losing  it  into  the 
vestibule.  After  the  tubing  has  been  cut 
to  size  and  beveled,  it  is  inserted  into  position 
between  the  footplate  and  the  lenticular 
process  of  the  incus.  The  footplate  is 
then  mobilized  by  applying  gentle  pressure 
at  the  margins  of  the  footplate.  If  frag- 
mentation of  the  footplate  occurs  or  a sepa- 
ration of  fragments  develops  which  would 
allow  the  loss  of  perilymph,  a small  piece 
of  gelfoam  is  applied  over  the  footplate 
before  the  tubing  is  finally  placed  in  position 
(Fig.  2). 

Class  IV. — In  Class  IV  cases  were  in- 
cluded which  have  had  an  unfavorable 
prognosis.  These  cases  no  longer  have 
this  designation,  because  advances  in  sur- 
gical technology  have  improved  the  outlook 
considerably  in  many  respects.  In  the 
past,  when  the  footplate  was  found  to  be 
completely  blocked  by  otosclerosis,  little 
surgery  was  attempted,  and  these  cases 
were  designated  to  have  the  fenestra- 
tion operation  of  the  horizontal  canal  at 
a later  data.  At  present  the  vein-graft 
technic  of  Shea^-®  is  being  used  with  con- 
siderable success  in  this  series  of  difficult 
cases.  The  hearing  has  not  only  been 
improved  to  a remarkable  degree,  but  also 


plate  should  be  subluxated  slightly  into  the  oval  win- 
dow. (C)  A small  {liece  of  gelfoam  is  placed  over  the 
footplate  to  prevent  leakage  of  perilymph. 
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Fig.  2. — Class  II  and  III. — Moderately  advanced 
otosclerosis.  (A ) The  otosclerotic  lesion  is  limited  to 
one  end  of  the  footplate,  visibly  reducing  or  bridging 
the  stapediovestibular  joint  space.  The  blue,  thin 
footplate  is  replaced  in  part  by  white  opaque  oto- 
sclerotic bone.  (B)  The  anterior  cruotomy  technic 
is  attempted  which  bypasses  the  lesion.  The  foot- 
plate is  then  subluxated  slightly  into  the  oval  win- 
dow. (C)  If  both  crura  are  fractured,  then  the  head 
and  crura  of  the  stapes  are  removed  and  a polyeth- 
ylene tubing  is  used.  (D)  Gelfoam,  when  applied, 
prevents  an  excessive  loss  of  perilymph. 

almost  all  cases  have  had  a satisfactory 
postoperative  course  of  at  least  four  months. 
In  A,  B,  and  C of  Figure  3,  the  recommended 
vein-graft  technic  can  be  seen  in  which 
mucoperiosteum  is  removed  from  the  oval 
window  niche,  and  the  stapes  footplate  is 
removed  from  the  oval  window.  In  almost 
all  cases  the  promontory  must  be  saucerized 
to  accept  the  graft  flatly  and  without  folding. 
After  the  vein  graft  is  seated  in  position, 
the  beveled  polyethylene  tubing  is  inserted 
between  the  oval  window  and  the  lenticular 
process  of  the  incus. 

The  most  encouraging  results  have  been 


obtained  in  Class  IV  cases  which  have  a 
fairly  normal  footplate,  but  in  which  both 
crura  are  fixed  above  the  level  of  the  foot- 
plate to  the  overgrown  promontory.  Usu- 
ally in  these  cases  the  anterior  crus  is 
embedded  in  the  growth  at  the  anterior  end 
of  the  oval  window,  and  the  posterior  crus 
is  fixed  at  the  margin  of  the  promontory. 

In  these  cases  both  crura  are  removed, 
leaving  the  cartilage  of  the  incudostapedial 
joint  attached  to  the  lenticular  process  of 
the  incus.  In  most  cases  the  footplate  of 
the  stapes  is  involved  by  otosclerosis  to  a > 
very  slight  degree,  and  it  can  be  mobilized 
intact  without  fragmentation.  The  poly-  it 
ethylene  tubing  is  inserted  as  demonstrated 
in  E and  F of  Figure  3.  When  the  footplate  j. 

is  fragmented  or  when  a portion  is  dislocated,  | 

a small  piece  of  gelfoam  is  placed  over  the  J 

footplate  before  the  polyethylene  tube  is  i 

inserted  into  position.  The  results  in  this  a 

class  of  otosclerotic  involvement  has  been  | 

excellent  and  have  shown  little  regression  1 

in  hearing  in  the  postoperative  period  (D,  j 

E,  and  F of  Fig.  3).  (• 

When  the  oval  window  niche  is  reduced  ^ 

to  a slit  by  massive  otosclerotic  growth,  J 

it  is  preferable  to  consider  fenestration  of  j 

the  horizontal  semicircular  canal  over  the  ’I 

stapedectomy  and  vein  graft.  A similar 
decision  is  imposed  by  those  cases  which 
have  not  only  a fixation  of  the  stapes  by 
otosclerosis,  but  also  have  an  unfavorable  y 
middle-ear  anatomy.  Usually  in  these  cases  - 
the  footplate  of  the  stapes  lies  deep  beneath  % 
the  overhanging  facial  nerve,  and  the  stapes  * 
itself  is  angulated  sharply  against  the  prom- 
ontory.  The  vein  graft  is  difficult  to  apply 
here  following  stapedectomy,  and  it  is  ^ 
preferable  to  avoid  this  approach  (Fig.  4).  i 


The  primitive  type  of  surgery  of  the 
stapes  in  which  only  the  head  and  neck  of 
the  ossicle  are  exposed  without  giving  con- 
sideration  to  the  position  and  extent  of  the 
otosclerotic  lesion  is  no  longer  permissible.  ;i 
The  low  percentage  of  good  initial  results  f 
and  the  extremely  high  rate  of  regression 


V 

Summary  y! 
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Fig.  ‘i.  Class  IV. — Advanced  otosclerosis.  (A)  The  entire  footplate  is  replaced  by  otosclerosis,  and  no 

portion  of  it  can  be  utilized.  (B)  The  mucoperiosteum  is  removed  and  the  oval  window  is  saucerized.  The 
footplate  is  thinned  and  removed.  (C)  A vein  graft  taken  from  the  back  of  the  hand  is  placed  over  the  oval 
window.  A polyethylene  strut  is  inserted.  (D)  Both  crura  are  fi.xed  by  otosclerosis  at  the  anterior  end  of 
footplate  and  at  the  margin  of  the  promontory  posteriorly.  The  footplate  is  usually  fairly  free  of  otosclerosis. 
{E,  F)  The  h(‘ad  and  neck  of  the  stapes  are  removed,  and  the  footplate  is  mobilized  through  a normal  portion. 
The  subluxated  footplate  is  sealed  with  gelfoam  to  prevent  leak  of  perilymph,  and  the  ])olyethylene  tubing  is 
inserted. 


of  hoariiig  in  these  cases  decries  this  typo 
of  operation.  To  have  a high  percentage 
of  cases  with  lasting  improvement  in  hearing, 
it  is  necessary  either  to  bypass  the  lesion 
by  mobilizing  the  stapes  through  normal 


portions  of  the  crura  and  footplate  or  to 
perform  a stapedectomy  in  which  the  oto- 
sclerotic  footplate  is  completely  removed. 
Until  now  no  substitute  has  been  found 
for  the  reconstruction  of  the  oval  window 
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Fig.  4.  Class  IV. — Unfavorable  for  surgery  of  the 
oval  window.  Fenestration  of  the  horizontal  semi- 
circular canal  is  indicated  when  the  anatomy  is  un- 
favorable or  the  otosclerotic  focus  has  reduced  the 
oval  window  niche  to  a slit-like  opening. 

quite  as  good  as  the  normal  footplate.  The 
vein  graft  has  been  the  most  satisfactory 
of  the  tissues  used,  but  time  is  needed  for 
the  complete  evaluation  of  this  technic. 
Until  this  operation  becomes  stabilized, 
excellent  results  are  being  obtained  with 
the  bypass  technic  in  which  the  normal  por- 
tion of  the  footplate  is  preserved  and  utilized 
in  the  plan  of  reconstruction  of  the  sound- 
conducting mechanism.  This  normal  foot- 
plate causes  less  tissue  reaction,  and  the 
technic,  in  general,  is  less  traumatic  to  the 
labyrinth. 

The  use  of  polyethylene  tubing  in  the 
bypass  operation  and  in  stapedectomy 
with  vein  graft  has  broadened  greatly  the 
scope  of  mobilization  surgery.  It  is  now 
possible  to  manage  almost  all  classes  of 
otosclerosis  involving  the  oval  window  by 
a direct  approach  through  the  middle  ear. 
Moreover,  a satisfactory  immediate  im- 
provement in  hearing  can  be  expected  in 
almost  all  cases  at  the  initial  operation. 

Advancements  in  the  surgical  technic 


have  transformed  mobiUzation  surgery  from 
a technic  with  a stereotyped  approach 
with  a small  chance  of  lasting  improvement 
to  one  in  which  the  otosclerotic  lesion  is 
recognized  and  avoided,  thus  providing  a 
high  percentage  of  good  initial  results  which 
apparently  will  resist  satisfactorily  a re- 
gression in  hearing. 

162  East  71st  Street,  New  York  21 
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Discussion 

Greydon  G.  Boyd,  M.D.,  New  York  City.— 
There  is  a wide  acceptance  of  the  oval  window 
approach,  but  fenestration  still  has  an  important 
place  and  is  likely  to  continue  in  importance. 
Fenestration  is  indicated  in  an  unusual  anatomy 
of  the  external  canal  and  middle  ear  and  in  those 
cases  of  dense  bony  replacement  of  the  footplate 
with  reasonably  good  bone  conduction.  Modern 
fenestration,  using  the  dry  technic  and  aided  by 
the  microscope,  results  in  good  hearing  with  a 
minimal  of  vertigo  in  most  cases,  while  stapes 
mobilization,  in  my  opinion,  gives  lasting  results 
in  less  than  50  per  cent  of  cases.  However,  I feel 
that  stapes  mobilization  should  be  tried  first 
when  possible. 

The  so-called  iirimitive  approach  mentioned  by 
Dr.  Bellucci  has  merit  in  some  cases,  if  it  is  used 
with  caution.  With  experience  and  care  one  can 
procure  good  mobility  with  no  bleeding  and  less 
trauma  and  without  a fracture  of  the  crura.  A 
few  cases  have  unusually  fragile  crura  similar  to 
fragilitas  ossium  and  to  other  conditions  where 
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the  crura  liave  become  fibrous.  In  any  case, 
these  types  will  need  to  be  replaced.  Mobiliza- 
tion at  the  head  and  neck  should  not  be  pursued 
to  the  point  of  fracture  of  the  crura.  However, 
in  most  cases  a direct  footplate  approach  will 
need  to  be  made. 

I believe  that  it  is  necessary  to  reflect  the  flap 
enough  so  that  good  lighting  reaches  the  stapes 
and  that  enough  annulus  is  removed  to  observe 
the  posterior  crura  where  it  joins  the  footplate. 

A better  exposure  is  gained  by  uncovering  the 
chorda  tympani’s  bony  canal  for  a short  distance 
before  pushing  it  aside.  The  contra-angle  hand 
piece  with  a small  burr  is  an  aid  to  getting  ex- 
posure. Good  light  and  exposure  are  the  most 
important  factors  in  getting  a good  mobilization 
or  at  least  in  evaluating  the  lesion  accurately. 

The  otosclerotic  focus  does  not  always  con- 
tinue to  grow  or  heal  after  fracture  permitting 
good  mobility.  A mobilization  was  done  on  a 
young  man  tlirough  an  extensive  otosclerotic  focus 
in  w'hich  the  mobilized  segment  was  larger  than 
the  footplate.  Good  hearing  was  maintained  for 
one  year.  Recently  the  opposite  ear  was  operated 
on,  and  the  same  pathologic  condition  was  found. 
The  footplate  was  again  mobilized  along  with  an 
area  in  front  of  the  anterior  crus.  Other  similar 
cases  have  been  reported. 

The  high  percentage  of  a further  loss  of  hearing 


with  vein  grafts  should  make  mobilization  a pro- 
cedure to  be  attempted  only  by  a few  men  with 
extensive  experience  who  have  opportunities  for 
cadaver  work  and  animal  experimentation. 
Mobilization  is  still  not  safe  for  general  use. 
The  successful  use  of  struts  also  requires  great 
skill  and  judgment.  The  struts  must  be  placed 
in  a certain  wa}%  so  that  the  mobile  segment  of 
the  footplate  is  slightlj"  depressed.  The  poly- 
ethylene or  teflon  struts  that  I have  removed 
have  been  covered  with  a thin  mucous  membrane. 
This  is  also  true  of  wire  struts.  In  one  case, 
where  the  hearing  loss  recurred,  the  lenticular 
process  of  the  incus  had  been  found  eroded  off, 
but  it  was  still  in  the  strut  which  was  resting  on 
the  ear  drum. 

The  use  of  the  .stapes  as  a strut,®  as  reported 
by  Rosen"  and  Haugh,''  has  not  been  verj^  success- 
ful in  my  hands.  Either  the  crura  are  too  short 
or  the  joint  becomes  disrupted.  Secondary 
operations  have  less  chance  of  success.  The  best 
results  have  been  obtained  in  an  ear  in  which 
the  other  side  was  successfully  operated  on. 


“ Juers,  A.  L.:  Stapedioplasty,  A.M.A.  Arch.  Otol. 
71 ; 305  (Feb.)  1960. 

*’  Rosen,  S.:  Personal  communication. 

‘ Hough,  J.  V.  D.;  Stapedectomy,  Tr.  Am.  Otol. 
Soc.  48:  170  (1960). 


Travelers'  Diarrhea  Baffling  to  Medical  World 


Travelers’  diarrhea,  that  all-too-common  affliction 
of  Americans  abroad,  is  not  only  baffling  to  the 
tourists  involved  but  to  the  medical  world  as  well. 
No  definitive  cause  for  this  puzzling  ailment 
has  yet  been  found.  Possible  causes  considered 
have  been  Shigella  and  Salmonella,  the  bacteria 
responsible  for  most  cases  of  diarrhea  in  the  United 
States.  But  in  a study  of  American  tourists  in 
Mexico  it  was  found  that  the  incidence  of  these 


and  of  other  organisms  cidtured  was  such  that 
travelers’  diarrhea  could  not  be  attributed  to  any 
one  of  them.  Nor  could  parasites,  such  as  ameba, 
Trichomonas,  or  Giardia,  be  incriminated  in  cases 
of  diarrhea  of  travelers  in  Europe.  Further  study 
of  the  role  of  viruses  and  staphylococcus  toxin 
may  throw  some  light  on  the  mystery  of  the  ail- 
ment. 

— Ratle.rns  of  Disease,  Parke,  Davis  & Company 
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Treatment  of  Acute  Atcoholism 
with  Methocarbamol 

JOSEPH  J.  LOFARO,  M.D.,  THE  BRONX,  NEW  YORK 

(From  Hart  Island  Work  House,  New  York  City) 


HEN  alcoholic  patients  are  hospitalized, 
^ ’ the  physician  in  charge  must  consider 
their  requirements  from  the  standpoint  of 
medical  and  nursing  care  and  length  of 
hospital  stay.  The  problem  of  providing 
care  is  aggravated  by  the  patients’  symptom 
complex  of  nausea,  dehydration,  agitation, 
ataxia,  and  “shakes”  that  ranges  from  a 
mild  tremulousness  to  gross  tremor  of  the 
entire  body.  A fast,  effective  method  for 
relieving  this  symptom  complex  would 
enable  the  patients  to  feed  and  dress  them- 
selves and  perform  other  activities  of  self- 
care.  This  would  reduce  the  need  for 
intensive  nursing  care  and  would  probably 
decrea.se  the  period  of  hospital  stay. 

The  administration  of  intravenous  fluids 
and  vitamins  overcomes  dehydration  and 
vitamin  deficiencies  quickly,  and  sedatives 
adequately  induce  sleep.  Under  this  regi- 
men alone,  however,  the  problem  of  agita- 
tion, tremor,  and  tension  continues  to  in- 
capacitate the  patient  and  retard  his  return 
to  independence. 

To  test  the  effect  of  skeletal  muscle  re- 
laxation on  the  progress  of  patients  under- 
going treatment  for  acute  alcoholism,  a 
clinical  study  was  performed  with  a skeletal 
muscle  relaxant,  methocarbamol  (Robaxin). 
It  was  chosen  because  of  its  assured  efficacy 
as  a muscle  relaxant  and  its  freedom  from 
serious  side-effects.  The  additional  fact 
that  methocarbamol  was  available  on  clin- 
ical trial  as  an  intravenous  preparation 
made  it  ideally  suited  for  use  in  this  situation 
in  which  many  patients  are  unable  to  tolerate 
oral  medications  with  ea.se.  The  intra- 

This  study  was  conducted  under  the  auspices  of  Rose 
C.  Boyer,  M.D.,  Medical  Director,  Department  of 
Correction,  New  York  City. 


venous  form  has  the  added  convenience  that 
it  can  be  added  to  other  intravenous  fluids 
that  are  often  administered  to  severely 
dehydrated  alcoholic  patients.  In  this  way, 
the  patient  is  able  to  receive  the  beneficial 
effects  of  the  skeletal  muscle  relaxant  early 
in  the  therapeutic  program. 

Methods  of  Study 

The  patients  were  100  consecutively 
admitted  alcoholic  persons  in  a penal  in- 
stitution in  which  C5  per  cent  of  the  popula- 
tion are  alcoholic.  The  patients  were 
generally  malnourished,  dehydrated,  and 
incapacitated  by  tremor  at  the  time  of 
admission.  No  selective  process  was  used, 
with  the  exception  that  severely  comatose 
and  dehydrated  patients  were  excluded  from 
the  study  because  of  their  need  for  other 
medication  and,  at  times,  lifesaving  meas- 
ures. 

The  only  medication  received  by  the  100 
patients  was  methocarbamol.  Intravenous 
vitamins,  glucose,  and  sedatives  that  are 
customarily  administered  to  patients  in 
this  condition  were  withheld  in  order  that 
the  action  of  the  test  drug  could  be  assessed. 
Although  patients  normally  cannot  tolerate 
(and  do  not  request)  food  by  mouth  for 
from  five  to  ten  days,  many  patients  re- 
quested it  after  two  or  three  days  of  metho- 
carbamol therapy. 

During  their  first  three  days  in  the  hos- 
pital, all  patients  were  placed  on  a uniform 
routine  of  medication.  On  the  first  day, 
a 1-Gm.  do.se  of  methocarbamol  in  10  cc. 
volume  was  given  intravenously  in  a period 
of  from  three  to  five  minutes.  On  the  .second 
day  2 Gm.  (20  cc.)  of  methocarbamol  were 
given  by  the  same  route,  and  on  the  third 
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Fig.  1.  Response  of  patients  to  intravenous 
methocarbamol. 


day  3 Gm.  (30  cc.)  were  given  in  nine  to 
ten  minutes. 

After  the  three-day  course  of  treatment 
with  intravenous  injections  of  methocar- 
bamol, 77  patients  received  oral  metho- 
carbamol for  four  more  days.  On  the  first 
two  days  of  oral  treatment  each  patient 
was  given  four  tablets  (500  mg.  each)  four 
times  a day.  On  the  next  two  days  the 
dose  was  reduced  to  three  tablets  four  times 
per  day. 

Each  day  prior  to  the  administration  of 
injectable  methocarbamol,  a urine  and  a 
blood  specimen  were  taken  for  laboratory 
analysis.  For  the  convenience  of  the  pa- 
tient, the  venipuncture  used  for  the  collec- 
tion of  the  blood  specimen  was  also  used 
for  the  administration  of  the  methocar- 
bamol. Specimens  were  also  taken  on  the 
fourth  and  fifth  days. 

Rating  of  Response  to  Therapy 

The  response  to  therapy  was  rated  as 
follows:  Excellent — tremor  completely  dis- 
appeared; Good — tremor  reduced  consid- 
erably, but  slight  residual  tremor  still  ob- 
served; Fair — moderate  reduction  in  tremor, 
but  patient  still  uncomfortable;  and  None — 
no  relief  of  tremor. 

The  over-all  results  of  medication  with 
intravenously  administered  methocarbamol 
are  shown  in  Table  I and  Figure  1. 

As  was  expected,  the  greatest  salutary 
effect  occurred  at  dosage  levels  of  2 and 
3 Gm.  of  methocarbamol.  Ninety-two  per 
cent  of  the  patients  derived  "good”  to 
"excellent”  relief  of  acute  skeletal  muscle 


TABLE  I. — Results  of  Treatment  with 
Intravenous  Methocarbamol  of  100  patients 


WITH  Acute  Alcoholism 

Therapeutic 

Number  of  Patients 
Dose  (Gm.) — ^ 

Results 

1 

2 

3 

Excellent 

4 

29 

58 

Good 

11 

38 

34 

Fair 

42 

31 

7 

None 

43 

2 

1 

Totals 

100 

100 

100 

hyperactivity  from  3 Gm.  of  methocarbamol. 
This  relief  enabled  them  to  feed  themselves 
and  to  perform  other  activities  of  self-care. 
The  response  to  the  medication  was  termed 
“fair”  in  7 of  the  remaining  patients,  and 
ineffective  in  only  1. 

At  the  end  of  the  three-day  course  of 
treatment  with  injectable  methocarbamol, 
22  patients  had  complete  relief  of  purposeless 
skeletal  muscle  hyperactivity.  In  none  of 
these  patients  was  there  a return  of  muscle 
hyperactivity  during  an  observation  period 
of  from  six  to  twenty-two  days.  One  other 
patient  developed  such  severe  dehrium 
tremens  that  all  methocarbamol  therapy 
was  discontinued. 

After  the  treatment  with  injectable  metho- 
carbamol, 77  patients  received  oral  metho- 
carbamol for  four  days.  Of  this  number, 
51  were  free  of  tremor  as  a result  of  treat- 
ment with  the  intravenous  form  but  were 
continued  on  oral  methocarbamol  to  main- 
tain its  beneficial  results.  After  two  days 
on  oral  methocarbamol,  an  additional  20 
patients  were  free  of  tremor  and  2 showed 
decreased  tremor.  At  the  end  of  the  fourth 
day  on  oral  methocarbamol,  the  71  patients 
were  still  free  of  tremor;  the  tremor  had 
disappeared  in  2 additional  patients  and 
persisted  in  4.  Although  3 of  the  4 patients 
had  considerable  relief  of  symptoms,  a 
mild  residual  tremor  persisted. 

Laboratory  Reports 

Laboratory  examinations  were  performed 
on  blood  and  urine  specimens  collected  each 
day  during  the  intravenous  phase  of  medica- 
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TABLE  II. — Side-Effects  Associated  with 
Intravenous  Methocarbamol 


Number  of  Patients 

Dose  (Gm.) ^ 

Symptoms  12  3 


None 

88 

74 

51 

Slight  drowsiness 

3 

10 

20 

Lightheadedness 

6 

11 

24 

Metallic  taste 

1 

2* 

1 

Warmth 

2 

2* 

0 

Fuzzy  vision 

0 

3 

4 

* Two  patients  had  two  side-effects  each. 


tion  and  on  the  fourth  or  fifth  day.  Lab- 
oratory reports  verified  the  fact  that  the 
patients  were  malnourished  and  dehydrated 
on  arrival  at  the  hospital.  As  body  fluids 
were  restored  to  normal  levels,  blood  counts 
and  hemoglobins  dropped  slightly.  Urine 
specimens  collected  on  the  day  of  admission 
were  almost  invariably  cloudy  with  high 
pH  and  occasionally  with  crystals  and 
blood  cells.  By  the  fourth  day,  the  urine 
specimens  were  clear  with  a pH  on  the  acid 
side.  Microscopically,  they  became  free 
of  bacteria  and  almost  free  of  crystals  and 
blood  cells.  A few  patients  had  traces  of 
albumin  or  sugar  on  admission,  but  these 
traces  disappeared  on  the  second  or  third 
day. 

Side- Effects 

No  irreversible  side-effect  or  toxic  effect 
was  noted  during  the  study.  Side-effects 
such  as  slight  drowsiness  and  lightheaded- 
ness, observed  during  the  intravenous  ad- 
ministration of  methocarbamol,  were  min- 
imal and  varied  with  the  amount  of  drug 
(Table  II). 

During  the  oral  phase  of  medication, 
6 patients  complained  of  transient  light- 
headedness or  other  mild  side-effects  at  a 
dosage  level  of  8 Gm.  a day.  In  all  but 
2 cases  these  symptoms  disappeared  on 
reduced  dosage. 

Comment 

Daily  injection  with  intravenous  metho- 
carbamol for  a period  of  three  days  followed 
by  oral  methocarbamol  for  four  daj'^s  re- 
lieved muscle  hyperactivity  in  95  per  cent 


of  patients  suffering  from  acute  alcoholism. 
F ree  of  ataxia,  the  patient  returned  quickly 
to  a satisfactory  level  of  self-care.  The 
resulting  conservation  of  nursing  and  cus- 
todial services  enabled  the  hospital  staff 
to  concentrate  its  efforts  on  patients  who 
had  a greater  need  for  attention  because 
of  delirium  tremens,  malnutrition,  sev'ere 
dehydration,  or  associated  conditions.  In 
an  institution  of  this  kind  where  admissions 
cannot  be  controlled,  the  ability  to  achieve 
a quick  turnover  of  hospitalized  alcoholic 
patients  is  the  only  means  by  which  an 
administrator  is  able  to  maintain  a rea- 
sonable degree  of  flexibility  in  bed  use  and 
control  of  patient  census. 

Past  experience  with  alcoholic  patients 
shows  that  control  of  tremors  is  not  usually 
accomplished  in  less  than  from  five  to  eight 
days,  and  that  anorexia  is  not  normally 
overcome  for  at  least  ten  days  after  ad- 
mission to  the  hospital.  When  injectable 
methocarbamol  was  used,  the  patients 
began  to  relax  almost  immediately.  As 
a consequence,  in  the  majority  of  cases, 
tremors  were  controlled  within  two  days, 
and  anorexia  was  completely  overcome 
within  two  or  three  days.  (Further,  there 
was  no  need  for  sedation  in  the  patients 
to  whom  methocarbamol  had  been  ad- 
ministered.) 

When  3 Gm.  of  methocarbamol  were 
injected,  slight  side-effects  occurred  in  about 
half  the  patients.  No  reaction  was  of 
suflOicient  severity  to  indicate  that  medica- 
tion should  be  stopped,  and,  in  fact,  many 
cleared  before  the  full  dose  had  been  given. 
None  required  special  therapy  for  relief. 
In  a situation  where  even  mild,  transient 
side-effects  are  undesirable,  a daily  injection 
of  2 Gm.  of  methocarbamol  in  20  cc.  of 
vehicle  appears  to  be  the  best  choice.  At 
this  dosage,  a significant  therapeutic  re- 
sponse was  observed,  and  only  half  as  many 
side-effects  as  with  3 Gm.  were  reported. 

Although  methocarbamol  produced  ex- 
cellent results  as  a muscle  relaxant,  its  mecha- 
nism of  action  apparently  did  not  prevent 
deterioration  of  the  patient  if  such  was 
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developing.  As  a consequence,  2 patients 
experienced  acute  delirium  tremens  during 
the  medication  program.  This  is  to  be 
expected,  however,  since  the  action  of  metho- 
carbamol is  mainly  on  the  spinal  multi- 
synaptic  pathways  rather  than  in  the  higher 
centers.® 

Patients  who  did  not  achieve  complete 
relief  of  symptoms  within  forty-eight  hours 
after  starting  oral  medication  were  not 
helped  by  the  additional  two  days  of  treat- 
ment with  6 Gm.  a day.  Although  the 
uncontrolled  tremor  in  3 individuals  might 
have  been  due  to  causes  other  than  acute 
alcoholism,  a definitive  diagnosis  regarding 
this  point  was  not  made.  In  1 patient 
tremor  reappeared  after  it  had  been  brought 
under  control. 

Summary- 

One  hundred  alcoholic  patients  in  a penal 
institution,  where  65  per  cent  of  the  popula- 
tion are  acutely  alcoholic,  were  treated 
with  methocarbamol  for  relief  of  skeletal 
muscle  hyperactivity.  The  regimen  con- 
sisted of  1 Gm.  of  methocarbamol  intra- 
venously on  the  first  day;  2 Gm.  intra- 
venously on  the  second  day;  and  3 Gm. 
intravenously  on  the  third  day.  On  the 
fourth  and  fifth  days,  the  patients  received 
oral  methocarbamol,  2 Gm.  four  times  per 
day.  On  the  sixth  and  seventh  days  the 
total  oral  dosage  was  reduced  to  6 Gm. 

The  results  of  this  study  show  that  metho- 
carbamol is  an  effective  medication  for  the 


relief  of  skeletal  muscle  hyperactivity  in 
acutely  alcoholic  patients.  Muscle  hyper- 
activity and  tremor  were  completely  con- 
trolled in  95  patients,  and  only  a slight 
tremor  persisted  in  3 others  after  seven 
days  of  treatment.  Two  patients  could 
not  be  evaluated  because  of  acute  delirium 
tremens. 

No  serious  side-effects  occurred  at  the 
dosage  levels  used  in  the  study.  Mild 
reactions  such  as  drowsiness,  dizziness, 
and  warmth  were  transient  in  nature  and 
often  disappeared  before  the  complete  dose 
was  given. 

The  effective  reduction  in  skeletal  muscle 
hyperactivity  enabled  the  patients  to  return 
to  a satisfactory  level  of  self-care  in  less 
time  than  was  possible  under  a regimen  of 
symptomatic  treatment  with  fluids,  vita- 
mins, and  sedatives. 
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If  you  have  anything  to  -pardon,  pardon  quickly.  Slow  forgiveness  ?s  little  better  than  no  for- 
giveness.— Arthur  Wing  Pinero 
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The  Effects  of  Deanol  in  Children  with  Organic 
and  Functional  Behavior  Disorders 


ELMORE  M.  FIELDS,  M.D.,  HEMPSTEAD,  NEW  YORK 


Oeveral  references  have  been  made  in 
^ the  literature  to  a beneficial  effect 
obtained  in  disturbed  behavior  and  learning 
by  the  administration  of  deanol  (Deaner)d“® 
Deanol*  also  has  been  considered  as  a 
precursor  of  acetylcholine. ‘*“®  These  studies 
led  to  the  assumption  that  deanol  could 
prove  of  value  in  pediatric  disorders  and 
prompted  the  research  described  in  this 
report.  It  is  a clinical  study  to  determine 
the  effects  of  deanol  in  the  treatment  of 
children  who  have  behavior  and  personality 
disorders  associated  with  organic  brain  dys- 
function, central  nervous  system  abnor- 
malities, endocrine  deficiencies,  and  func- 
tional disorders. 

Method 

Four  hundred  patients,  ranging  in  age 
between  two  and  nineteen  years,  were 
treated.  Before  this  investigation  was  un- 
dertaken they  were  receiving  maintenance 
therapy  with  thyroid  and  pituitary  extracts 
supplemented  by  the  administration  of 
multivitamin  preparations  with  additional 
high  doses  of  vitamins  Bi,  Be,  and  B12. 
Approximately  100  of  these  children  re- 
ceived tranquilizing  medication.  Two 
months  prior  to  treatment  with  deanol 
all  ataractic  and  sedative  drugs  were  with- 
drawn. Initially,  each  child  received  25  mg. 
of  deanol  daily  for  one  week.  The  daily 
dosage  was  im'reased  each  succeeding  week 
by  25  mg.  until  a maintenance  dose  of  100 
mg.  daily  was  achieved.  All  of  the  patients 
were  maintained  on  100  mg.  daily  for  the 
duration  of  the  study  (ten  months)  except 
10  children  from  two  to  seven  years  of  age 
who  showed  signs  of  moderate  restlessness 

* Deanol  wa.s  supplied  as  Deaner  by  Riker  Labora- 
tories, Inc.,  Northridge,  California. 


and  occasionally  reported  constipation  at 
this  level.  These  minor  side-effects  sub- 
sided when  the  dosage  was  reduced  to  75 
mg.  daily  in  divided  doses. 

Classification 

All  the  patients  participating  in  this 
study  were  taken  from  private  practice  and 
were  classified  clinically  into  the  following 
categories:  (1)  primary  cerebrocranial  de- 
velopmental defects,  (2)  central  nervous 
system  abnormalities  associated  with  meta- 
bolic defects,  (3)  acquired  focal  or  dissemi- 
nated central  nervous  system  lesions,  (4) 
psychoses,  (5)  endocrine  dyscrasias,  (6) 
neurologic  disorders,  and  (7)  functional 
deficiencies. 

The  distribution  by  age  and  sex  of  pa- 
tients within  these  categories  is  summarized 
in  Table  I. 

Criteria  of  Evaluation 

The  efficacy  of  treatment  was  determined 
by  assessing  the  responses  obtained  in 
terms  of  the  following  criteria. 

Degree  of  Improvement. — The  stand- 
ards which  were  used  to  measure  improve- 
ment in  behavior  included:  (1)  no  evidence 
of  depression,  agitation,  or  tension  (lack  of 
willfulness,  stubbornness,  argumentation,  or 
withdrawal);  (2)  normal  ability  to  concen- 
trate and  normal  attention  span;  (3)  im- 
proved sleep  habits  (restful  pattern  without 
crying  or  enuresis  during  sleep);  (4)  nor- 
mal alertness  without  fatigue  or  irritability; 
and  (5)  improved  eating  habits. 

A 90  per  cent  or  greater  degree  of  im- 
provement was  rated  as  an  excellent  response, 
75  to  89  per  cent  improvement  was  accepted 
as  a good  response,  50  to  74  per  cent  re- 
covery was  designated  as  a fair  degree  of 
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TABLE  I.- — Classification,  Number,  and  Distribution  of  Patients 


Classification 
of  Diagnoses 

-Age  (Years)— 

2-7 

8-iT  14-19 

2-7 

8-13 

14-19 

Totals 

Primary  cerebrocranial  develop- 

mental  defects 

50 

Congenital  ectodermoses 

Tuberous  sclerosis 

1 

i 

2 

N eurofibromatosis 

i 

1 

2 

Congenital  acromicria 

11 

15 

2 

4 

3 

5 

40 

Primary  amentia 

2 

1 

. . . 

1 

2 

6 

Central  nervous  system  abnormal!- 

ties  with  metabolic  defects 

20 

Cretinism 

11 

2 

i 

2 

2 

2 

20 

Acquired  focal  or  disseminated  cen- 

tral  nervous  system  lesions 

46 

Cerebral  palsy  with  organic  re- 

tardation 

3 

1 

1 

2 

3 

10 

Cerebral  palsy  with  hyper- 

thyroidism,  hypopituitarism 

4 

8 

2 

5 

3 

3 

25 

Primary  organic  defect 

Postencephalitis 

1 

1 

1 

1 

1 

5 

Kernicterus 

2 

2 

4 

Toxic  encephalopathy 

1 

1 

2 

Psvehoses  (organic) 

25 

Childhood  schizophrenia 

3 

8 

4 

2 

5 

3 

25 

Endocrine  dyscrasias 

200 

Hypothyroidism 

Primary  with  mental  retarda- 

tion 

3 

3 

3 

4 

8 

4 

25 

Primary  with  anxiety  state 

2 

10 

4 

1 

5 

3 

25 

Metabolic  insufficiency 

12 

26 

17 

14 

19 

12 

100 

Hypopituitarism  with  dwarf- 

ism 

2 

8 

4 

1 

3 

2 

20 

Hypopituitarism  with  obesity 

7 

4 

1 

5 

11 

2 

30 

Neurologic  disorders 
Brain  tumor 

2 

' 2 

3 

Dystonia  musculorum  defor- 

mans 

1 

1 

Functional  deficiencies 

56 

Gastrointestinal 

Pylorospasm 

1 

3 

5 

1 

10 

Duodenitis 

2 

1 

3 

Spastic  constipation 

2 

7 

1 

i 

4 

1 

16 

Ulcerative  colitis 

1 

1 

2 

Genitourinary 

25 

25 

Enuresis  with  anxiety  state 
Totals 

4 

70 

3 

103 

224  Males 

6 

51 

6 

53 

5 1 

82  41 

176  Females 

improvement,  and  50  per  cent  or  less  re- 
sponsiveness was  interpreted  as  'poor  or 
unimproved. 

Length  of  Time  Required. — The  time 
required  to  elicit  a satisfactory  response  was 
termed  exceellnt,  when  patients  responded 
satisfactorily  in  from  seven  to  ten  days; 
good,  when  the  time  of  improvement  was 
within  eleven  to  twenty  days;  and  poor, 
when  patients  reejuired  at  lea.st  twenty-one 
days  or  more  to  show  the  first  favorable 
signs  of  improvement. 


Duration  of  Favorable  Effects.— 
The  duration  of  favorable  effects  was  termed 
excellent,  if  the  desirable  and  satisfactory 
behavior  persisted  for  three  months  or 
longer;  good,  if  the  beneficial  changes  in 
attitude  and  behavior  lasted  for  from  one  to 
three  months;  and  poor,  if  the  improved 
respon.ses  lasted  less  than  four  weeks. 

CoMPAR.\TivE  Psychometric  Ev.\lua- 
TiONS. — The  evaluations  were  termed  e.v- 
cellent,  if  the  intellectual  level  increased  25 
or  more  points:  good,  if  the  intelligence 
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DEANOL  IN  CHILDREN  WITH  ORGANIC  AND  FUNCTIONAL  BEHAVIOR  DISORDERS 


TABLE  II. — Results  of  Treatment 


^ , 

Response 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Improvement 

Excellent 

160 

40 

120 

30 

280 

70 

Good 

46 

IDA 

34 

8V2 

80 

20 

Fair 

12 

3 

16 

4 

28 

7 

Poor 

6 

DA 

6 

DA 

12 

3 

Length  of  treatment  necessary 

Excellent 

166 

4DA 

174 

43V4 

340 

85 

Good 

14 

31A 

22 

5 ‘A 

36 

9 

Fair 

Poor 

is 

3 ‘A 

11 

2V4 

2-i 

6 

Duration  of  effects 

Excellent 

168 

42 

188 

47 

356 

89 

Good 

19 

4V4 

13 

374 

32 

8 

Fair 

Poor 

2 

‘A 

io 

2V2 

ii 

3 

Results  of  comparative  psycho- 
metric evaluation 

Excellent 

Good 

6 

60 

4 

40 

16 

106 

Fair 

Poor 

score  showed  an  improvement  of  from  10  to 
24  points  above  the  basal  level;  and  poor, 
if  no  improvement  was  elicited  or  less  than 
10  points  above  the  original  score  were  ob- 
tained. 

Ten  patients,  chosen  at  random,  were 
given  psychometric  evaluations  before  treat- 
ment was  initiated  and  again  at  the  end  of 
ten  months.  Table  II  summarizes  the 
results  of  treatment. 

Comment 

This  study  confirms  the  findings  of  other 
investigators  who  have  reported  improved 
behavior  and  learning  ability  in  children 
treated  with  deanol.^~^''^“^2  Clinically,  there 
were  significant  changes  in  the  social  and 
emotional  behavior  patterns  and  learning 
ability  of  the  children.  These  changes  were 
most  marked  in  their  improved  eating  and 
sleeping  habits,  their  greater  alertness, 
and  ability  to  concentrate  and  in  the  re- 
duction of  their  apathy,  degree  of  agitation, 
and  irritability.  They  became  better  ori- 
ented, less  aggressive,  and  less  destructive. 
Their  attention  span  was  increased,  and 
they  obtained  better  grades  in  school. 

Of  the  400  patients  treated,  70  per  cent 
showed  an  e.xcellent  degree  of  improve- 
ment, and  20  per  cent  had  a good  response, 


while  7 per  cent  revealed  a fair  improve- 
ment, and  only  3 per  cent  exhibited  a poor 
response.  The  greatest  number  who  re- 
sponded favorably  were  those  with  endo- 
crine dyscrasias.  The  most  striking  im- 
provement was  noted  in  those  with  schizo- 
phrenia, and  the  least  responsive  were  the 
cerebral  palsied  children.  Those  with  func- 
tional disorders  showed  a significant  im- 
provement. There  was  a marked  decrease 
in  the  frequency  and  severity  of  nocturnal 
enuresis.  Fifty-two  per  cent  (13  of  25 
children)  in  this  group  discontinued  their 
habit  completely.  By  contrast,  the  atarac- 
tic medication  previously  given  to  the 
children  either  failed  to  benefit  them  or  had 
increased  their  agitation  and  anxiety.  De- 
anol  relieved  the  anxieties  and  compulsive 
attitudes  so  that  the  children  were  more 
alert,  relaxed,  and  attentive,  and  they  were 
able  to  utilize  their  intellectual  potential 
more  efficiently. 

In  all  the  groups,  the  initial  response  was 
the  alleviation  of  the  severe  anxiety  and 
tension  with  improved  sleep  habits.  The 
first  favorable  signs  of  improvement  were 
noted  about  seven  to  ten  days  after  ini- 
tiating therapy.  An  excellent  response  was 
obtained  in  85  per  cent  of  the  children, 
a good  response  in  9 per  cent,  and  a poor 
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response  in  6 per  cent.  In  80  per  cent  of 
the  children  with  functional  gastrointestinal 
disturbances  the  response  was  excellent. 
They  recovered  in  about  ten  days  from  both 
their  psychic  and  somatic  symptoms.  Most 
of  the  24  patients  who  responded  poorly 
(beyond  the  twenty-first  day  after  the 
introduction  of  therapy)  were  those  with 
organic  retardation  with  cerebral  palsy. 
In  ascertaining  the  duration  of  the  favorable 
effects  of  treatment,  89  per  cent  made  an 
excellent  response,  8 per  cent  showed  a good 
result,  and  3 per  cent  did  poorly.  Those 
patients  who  reacted  slowly  maintained 
their  favorable  responses  for  longer  periods 
than  those  who  responded  quickly. 

The  intellectual  status  was  assessed  in 
ten  patients  chosen  at  random.  The  evalu- 
ation was  based  on  such  standard  procedures 
as  the  Wechsler-Bellevue  and  the  Stanford- 
Binet  tests.  Forms  L and  M.  A preliminary 
test  was  performed  before  initiating  deanol 
therapy  and  then  was  compared  with  a 
second  one  done  at  the  end  of  the  ten- 
month  study.  All  of  the  children  in  this 
group  showed  an  appreciable  and  significant 
improvement  in  their  intellectual  attain- 
ment following  ten  months  of  therapy  with 
deanol.  The  increment  in  level  of  improve- 
ment ranged  from  plus  10  to  plus  34  with  an 
average  of  plus  20.6  points  increase  in  the 
intelligence  (piotient  above  their  basal  level. 
Table  III  is  a summary  of  the  results  of  the 
psychometric;  testing. 

Summary 

1.  Four  hundred  children  ranging  in  age 
from  two  to  nineteen  years  were  treated  with 
deanol  (Deaner)  for  ten  months  to  determine 
the  effects  on  their  personalities,  behavior 
disorders,  and  intelligence. 

2.  The  average  daily  do.se  of  deanol  was 
100  mg.  In  only  10  of  the  400  patients 
moderate  restle.ssness  and  constipation  made 
it  necessary  to  reduce  the  do.sage  to  75  mg. 
daily. 

3.  Improved  eating  and  sleeping  habits, 
increased  alertne.ss  and  attention  span, 
better  school  work,  and  decrea.sed  tension 


TABLE  III.' — Results  of  Psychometric  Testing 
OF  Ten  Patients 


Diagnosis 

Age 

(Years) 

First 

I.Q. 

Second 

I.Q. 

Incre- 

ment 

Schizophrenia 

6 

85 

95 

+ 10 

Schizophrenia 

9 

71 

85 

+ 14 

Schizophrenia 

10 

66 

87 

+21 

Schizophrenia 

12 

67 

87 

+ 20 

Schizophrenia 

19 

76 

110 

+34 

Congenital 

acromicria 

(Mongolism) 

8 

42 

68 

+ 26 

Cretinism 

7 

58 

83 

+ 25 

Cretinism 

8 

39 

57 

+ 18 

Metabolic  in- 

sufficiencjr 

8 

82 

95 

+ 13 

Obesity  and 
hypopitui- 
tarism 

(dwarfism) 

11 

91 

116 

+25 

recorded  as  “degree  of  improvement’’  were 
noted  as  an  excellent  response  in  70  per  cent 
of  the  patients,  good  in  20  per  cent,  fair  in 
7 per  cent,  and  poor  in  3 per  cent  (12 
patients  with  cerebral  palsy). 

4.  A satisfactory  response  to  deanol 
was  elicited  within  seven  to  ten  days  in 
85  per  cent,  from  eleven  to  twenty  daj'^s  in 
9 per  cent,  and  only  6 per  cent  required  more 
than  twenty-one  days  before  a desirable 
response  was  observed. 

5.  The  duration  of  the  beneficial  effects 
of  treatment  was  found  to  be  excellent  in 
89  per  cent,  good  in  8 per  cent,  and  poor  in 
3 per  cent  of  patients. 

6.  The  largest  number  of  patients  to 
respond  favorably  was  the  group  with  endo- 
crine dyscrasias.  The  most  desirable  im- 
provement was  noted  in  the  children  with 
schizophrenia.  The  least  responsive  w^ere 
those  patients  with  cerebral  palsy. 

7.  Nocturnal  enuresis  was  discontinued 
in  13  of  25  enuretic  patients.  The  response 
to  deanol  was  excellent  in  80  per  cent  of  the 
children  with  functional  gastrointestinal 
disturbances. 

8.  The  average  increase  in  the  intelli- 
gence quotient  of  10  children  chosen  at 
random  was  20.6  points  above  their  basal 
level. 

9.  Deanol  is  effective  and  safe  for  the 
treatment  of  organic  and  functional  per- 
sonality and  behavior  disorders  in  children. 
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No  undesirable  reactions  nor  any  significant 
alterations  in  blood  or  urine  examina- 
tions that  could  be  attributed  to  deanol 
therapy  were  observed  during  the  ten- 
month  period  of  investigation. 
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The  Legal  Basis  for  Awards  in  Cardiac  Cases* * 


HAROLD  F.  MCNIECE,  ESQ.,  BROOKLYN,  NEW  YORK 
(From  St.  John's  University  School  of  Law) 


^r^HE  basic  idea  of  the  project  on  the  legal 
basis  for  awards  in  cardiac  cases  origi- 
nated with  the  American  Heart  Association’s 
Committee  on  the  Effect  of  Strain  and 
Trauma  headed  by  Paul  Dudley  White, 
AI.D.  It  was  the  view  of  Dr.  Wliite’s 
comiTiittee,  as  well  as  many  other  individuals 
and  groups,  that  the  statutes  and  court 
decisions  relating  to  heart  cases  were  in  a 
state  of  considerable  confusion  and  uncer- 
tainty and  that  it  was  time  for  a complete 
re-examination  of  them. 

The  objects  of  the  imiuiry  are  to  deter- 
mine the  rights  and  remedies,  under  present 
law,  of  the  respective  parties  to  a cardiac 
incident,  such  as  the  victim  of  the  attack, 
his  family,  and  his  employer,  and  to  recom- 
mend any  appropriate  changes  in  such 
rights  and  remedies,  if  changes  are  found 
necessary.  In  pursuing  these  general  ob- 
jectives, I have  found  that  a large  number 
of  problems  are  presented  for  study,  among 
them  the  following;  How  are  cardiac 
claims  presently  being  handled  under  the 
law  of  insurance?  Under  the  law  of  negli- 
gence? Under  disability  benefit  laws?  Un- 
der retirement  laws?  To  what  extent  do 
cardiac  claims  come  within  the  coverage  of 
the  Workmen’s  Compensation  Acts?  Does 
the  way  in  which  cardiac  cases  are  presently 
being  handled  constitute  an  unauthorized 
extension  of  the  coverage  of  the  compensa- 
tion statutes?  In  such  ca.ses,  is  substantial 
justice  being  done  with  respect  to  both  the 
employer  and  employe,  oi’  only  with  I’espect 
to  the  employe,  or  perhaps  with  respc'ct  to 
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neither?  Should  cardiac  cases  be  removed 
from  the  field  of  workmen’s  compensation 
and  processed  by  some  separate  legal 
machinery?  What  is  the  correlation,  if 
any,  between  the  ability  of  a cardiac  victim 
to  recover,  the  amount  of  such  recovery, 
and  his  chances  of  obtaining  re-employ- 
ment? 

Interpretation  of  Legal  Problems 

In  seeking  answers  to  these  and  similar 
questions,  I have  found  it  necessary  to 
avoid  generalizations  as  to  “the  law’’ 
applicable  to  cardiac  cases  for  the  simple 
reason  that  there  is  no  single  “law” 
or  body  of  legal  principles  applicable  to 
each  and  every  case.  Rather,  the  legal 
result  depends  on  the  specific  context  in 
which  a cardiac  problem  arises.  By  way 
of  illustration,  picture,  if  you  will,  five 
individuals  discussing  the  legal  problems 
which  arose  when  a member  of  the  family  of 
each  was  stricken  with  a cardiac  involve- 
ment. 

One  of  the  five  people — let  us  call  him 
Mr.  A — might  be  speaking  in  terms  of 
benefits  payable  under  an  accident  insurance 
policy  owned  by  the  victim  or  in  terms  of 
recovering  double  indemnity  by  virtue  of 
an  “accidental  death”  provision  in  a life 
insurance  policy.  In  handling  such  claims 
the  law  of  contracts  would  be  all-controlling, 
insurance  being  basically  a matter  of  con- 
tract law.  The  courts,  in  seeking  a just 
solution,  would  be  concerned  principally 
with  such  (]uestions  as:  What  was  the 

intent  of  the  parties  in  making  the  insurance 
contract?  Did  the  insured  and  the  in- 
surance company  contemplate  that  a cardiac 
attack  would  be  covered  by  the  policy? 
What  is  the  proper  construction  to  be  given 
to  the  specific  language  used  in  the  policy? 
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On  the  other  hand,  another  of  our  five 
friends — let’s  call  him  Mr.  B — might  be 
referring  to  an  auto  accident  wherein  a 
member  of  his  family  suffered  cardiac  com- 
plications as  the  result  of  a crushed  chest  or 
other  trauma.  Such  a claim  would  have  to 
be  appraised  by  the  courts  in  the  light  of 
principles  governing  the  law  of  negligence, 
and  such  questions  as  these  would  be  rele- 
vant: Was  the  driver  of  the  automobile 

which  ran  into  the  plaintiff’s  car  negligent? 
Was  injury  to  the  plaintiff  foreseeable  from 
the  manner  in  which  the  defendant  was 
driving?  Was  the  accident  the  “proximate 
cause,”  in  a legal  sense,  of  the  plaintiff’s 
cardiac  affliction?  Was  the  plaintiff  him- 
self free  from  negligence  contributing  to  the 
accident?  Thus,  while  Mr.  A’s  claim  would 
stand  or  fall  chiefly  on  the  intent  of  the 
parties,  as  expressed  in  the  technical  lan- 
guage of  a contract  of  insurance,  Mr.  B’s 
case  would  be  decided  according  to  the 
legal  principles  of  liability  based  on  fault, 
that  is,  in  accordance  with  the  law  of 
negligence. 

Mr.  C — our  third  hypothetical  individual 
— might  be  thinking  in  terms  of  a workmen’s 
compensation  claim  he  or  his  family  member 
filed  as  the  result  of  a cardiac  incident. 
Here,  still  another  legal  philosophy  and  other 
legal  rules  would  be  pertinent.  Workmen’s 
Compensation  is  social  legislation,  specifi- 
cally designed  to  improve  the  status  of  the 
worker  by  freeing  him  from  the  effect  of 
certain  common-law  rules  which  made 
recovery  for  an  industrial  accident  extremely 
difficult  and  often  impossible.  F or  example, 
under  the  compensation  statutes,  in  con- 
trast to  the  common  law,  recovery  may  be 
had  although  the  cause  of  a worker’s  injury 
is  the  negligence  of  a fellow  employe  or 
even  the  negligence  of  the  worker  himself. 
However,  compensation  laws  do  require, 
at  least,  that  the  disability  originate  in  an 
“accident”  or  an  “injury”  which  arose 
“out  of  the  employment”  or  was  incurred 
“in  the  course  of  the  employment.”  In 
short,  the  claimant  in  a cardiac  compensa- 
tion case  must  show  that  the  facts  constitute 


an  “accident”  or  “injury”  within  the  mean- 
ing of  the  particular  statute  governing  his 
case,  and  his  ability  to  recover  will  depend 
in  large  measure  on  the  meaning  attributed 
to  such  terms  as  “accident”  or  “injury” 
in  the  jurisdiction  involved. 

Still  another  man,  Mr.  D,  might  be  think- 
ing of  an  attempt  to  recover  payments  under 
a disability  benefits  law  as  a result  of  a 
member  of  the  family  having  been  stricken 
with  a cardiac  condition.  It  must  be 
remembered  that,  although  disability  bene- 
fits laws  and  compensation  laws  have  cer- 
tain elements  in  common,  they  are  by  no 
means  one  and  the  same  thing.  Disability 
benefits,  for  instance,  usually  are  intended 
to  cover  disabling  conditions  as  such, 
whether  or  not  such  conditions  technically 
qualify  as  “accidents”  or  “injuries,”  whereas 
compensation  benefits  are  normally  re- 
stricted to  “accidents”  or  “injuries.”  As  a 
result  of  the  differences  in  the  operating 
principles  of  such  laws,  decisions  involving 
compensation  benefits  are  not  necessarily 
binding  precedents  where  disability  benefits 
are  concerned,  and  vice  versa. 

Our  fifth  and  final  friend,  Mr.  E,  might  be 
alluding  to  the  fact  that  his  family’s  claim 
was  processed  under  a retirement  statute  or 
under  some  private  retirement  plan,  and 
here  still  other  factors,  such  as  the  history 
and  background  of  the  retirement  system 
and  its  financial  status  and  structure,  would 
be  relevant  considerations. 

Evaluation  of  Decisions 

I cannot  emphasize  too  strongly  this 
necessity  for  examining  and  evaluating  the 
decisions  and  the  statutes  in  the  cardiac 
field  in  their  proper  legal  setting.  Illus- 
trative of  the  different  results  which  the 
courts  may  reach  in  cardiac  "cases  which 
are  medically  similar  but  arise  in  different 
fields  of  the  law,  is  a recent  decision  of  New 
York’s  highest  court,  the  Court  of  Appeals. 
In  Matter  of  Croshier  v.  Levitt,  decided  by 
the  Court  of  Appeals  in  1959,  a claim  was 
asserted  against  the  Comptroller  of  the 
State  of  New  York  in  his  capacity  as  head  of 
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the  New  York  State  Employees  Retirement 
System.  The  case  involved  a fifty-seven- 
year-old  State  forest  ranger  who  had  suffered 
a mild  cardiac  insufficiency,  followed  by  a 
myocardial  infarction  which  caused  his 
hospitalization  for  several  weeks.  There- 
after, he  went  back  to  his  usual  duties. 
Appro.ximately  a year  later  he  collapsed 
and  died  minutes  after  he  had  assisted  in 
fighting  a fire  on  a steep  hill.  His  widow 
applied  for  additional  benefits  under  a 
section  which  provides  for  an  “accidental 
death  benefit”  on  the  death  of  a member  of 
the  retirement  system  if  the  State  Comp- 
troller determines  that  the  member  died 
“as  the  natural  and  proximate  result  of  an 
accident  sustained  in  the  performance  of 
duty.” 

The  Comptroller  found  that  the  forest 
ranger  died  of  a coronary  occlusion  secondary 
to  a pre-existing  condition  of  coronary 
arteriosclerosis  and  myocardial  infarction 
and  that  his  death  was  “precipitated”  by 
his  fire-fighting  activities.  Nevertheless, 
the  Comptroller  ruled  that  the  case  did  not 
constitute  a compensable  accident  within 
the  meaning  of  the  Retirement  Law.  The 
Court  of  Appeals  affirmed  the  Comptroller’s 
deteiTnination.  In  that  Court’s  view,  the 
State  legislature  had  given  the  Comptroller 
the  exclusive  right  to  make  decisions  under 
the  Retirement  Law,  and  he  was  not 
compelled  to  follow  decisions  reached  on 
similar  facts  by  the  Workmen’s  Compensa- 
tion Board.  After  referring  to  several 
amendments  which  had  been  made  by  the 
legislature  in  the  Retirement  Law,  the  Court 
went  on  to  say: 

Having  in  mind  these  significant  amendments, 
the  variant  purposes  sought  to  be  achieved  by 
workmen’s  compensation  and  retirement  .sys- 
tem benefits  and  the  very  marked  difference 
in  the  size  of  the  respective  payments,  it 
“seems  reasonably  clear  . . . that  a different 
social  philosophy  was  envisaged  by  the 
Legislature  for  benefits  under  the  [Retire- 
ment] Law  than  it  had  in  mind  for  benefits 
under  the  Workmen’s  Compensation  Law  .... 
There  is  quite  a distinction  between  tlie 


situation  of  an  oi’dinary  workman  and  a civil 
.servant;  and  the  Comptroller  is  dealing  with 
a fund  quite  different  than  insurance  designed 
to  protect  workmen  and  shift  the  burden 
imposed  by  industrial  accidents  to  industry  as 
a whole.  Inherent  in  this  is  the  suggestion 
that  the  Comptroller  ...  is  not  bound  to 
accept  the  tests  usually  applied  in  com- 
pensation cases.” 

Whether  or  not  one  agrees  with  the  result 
reached  in  that  case  is  immaterial  for  pres- 
ent purposes.  I use  the  case  merety  to 
illustrate  how  the  legal  context  in  which  a 
cardiac  claim  arises  can,  and  often  does, 
determine  the  ultimate  decision. 

Study  of  Context  in  Which  Claim  Arises 

In  short,  the  claims  of  our  five  friends, 
Mr.  A,  Mr.  B,  Mr.  C,  Mr.  D,  and  Mr.  E, 
even  assuming  they  involved  identical 
facts  from  the  medical  standpoint,  would  be 
tried  by  different  tribunals,  according  to 
different  social  philo.sophies  and  different 
legal  principles,  and  with  different  yard- 
sticks as  to  whether  recovery  would  bo 
permitted  and  the  amount  of  such  recovery. 
In  the  areas  of  insurance  and  negligence 
law  the  tribunal  would  be  a court;  in  the 
other  cases  mentioned,  it  would  be  an 
administrative  agency  or  perhaps  an  execu- 
tive official.  In  the  insurance  and  contract 
cases  the  verdict  would  be  rendered  by  a 
jury  of  laymen  under  the  guidance  of  a law- 
trained  judge.  In  the  fields  of  compensa- 
tion, retirement,  and  disability  benefits, 
the  decision,  at  least  in  the  first  instance, 
would  most  probably  be  made  by  an  admini.s- 
trative  officer,  a referee,  or  the  members  of  a 
commission,  who  might,  depending  on  the 
jurisdiction  involved,  have  a thorough 
training  in  the  law  or  a modicum  of  legal 
training  or,  conceivably,  no  legal  training 
at  all!  Another  variant  would  be  the  .scope 
of  permi.ssible  review  on  appeal  to  a higher 
court. 

It  is  important,  therefore,  to  examine  the 
context  in  which  a cardiac  claim  arises. 
Indeed,  only  in  the  context  in  which  the 
claims  arise  are  the  decisions  in  such  ca.ses 
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at  all  comprehensible,  and  only  by  reference 
to  the  context  can  it  be  determined  whether 
or  not  the  cases  are  being  handled  properly. 
Moreover,  from  your  point  of  view  as  physi- 
cians, examination  of  the  context  will 
help,  in  part,  to  explain  what  always  tends 
to  be  so  puzzling  to  a medical  man — how  sub- 
stantially identical  medical  facts  can  give 
rise  to  recovery  in  one  case  and  denial  of 
recovery  in  another  case. 

Research  Methods  Employed 

Let  us  turn  now  from  the  question  of  the 
contextual  orientation  of  my  study  to  the 
research  methods  employed.  One  method 
of  gathering  information  has  been  extensive 
personal  interviews  and  conversations  with 
knowledgeable  persons  in  the  cardiac  field. 
Discussions  have  been  held  with  leaders  in 
the  legal,  medical,  and  allied  fields.  These 
discussions  have  taken  place  mainly  at 
private  conferences  with  individuals  and 
also  at  organized  sessions  of  a number  of 
groups,  such  as  committees  of  the  American 
Heart  Association,  the  Association  of  Ameri- 
can Railroads,  and  the  Workmen’s  Compen- 
sation Bar  Association.  Many  of  the  leaders 
in  the  fields  of  industrial  medicine,  work- 
men’s compensation,  and  insurance  law 
have  been  contacted,  and  the  authors  of 
,past  studies  on  various  aspects  of  the  cardiac 
problem  have  been  approached. 

A second  major  phase  of  the  investigation 
has  been  the  gathering  of  existing  published 
material  and  the  eliciting  of  written  reports 
of  the  experiences  and  views  of  those  who 
deal  with  the  legal,  industrial,  and  other 
aspects  of  the  cardiac  problem.  Communi- 
cations soliciting  information  and  expressions 
of  opinion  have  been  sent  to  all  the  work- 
men’s compensation  commissions  in  the 
United  States  and  to  selected  commissions 
in  Canada,  as  well  as  to  the  350  largest 
industrial  corporations,  banks,  merchandis- 
ing and  transportation  companies,  public 
utilities,  and  life  insurance  companies.  In 
addition,  medicolegal  centers  at  American 
universities  have  been  approached,  as  have 
some  200  insurance  companies  operating 


in  the  compensation  field,  several  of  the 
larger  labor  unions,  and  the  appropriate 
Federal  agencies.  A remarkably  large  per- 
centage of  these  inquiries  have  elicited  re- 
plies, and  many  of  the  addressees  have  done 
research  independently,  or  at  least  in  their 
own  files,  before  formulating  responses.  In 
this  manner  the  study  has  been  enriched  by 
thousands  of  man  hours  of  expert  labor  on  a 
purely  voluntary  basis,  a result  which  is 
most  gratifying  to  me. 

A third  facet  of  the  investigation  has  been 
establishing  lines  of  communication  and 
cooperation  with  interested  associations  and 
groups.  For  example,  liaison  has  been 
established  with  the  Association  of  American 
Railroads  in  order  to  keep  informed  of  any 
findings  the  Association  may  make  as  a 
result  of  its  continuing  study  into  the  cardiac 
problems  of  railroad  employes.  Similarly, 
the  aid  of  the  National  Association  of  Claim- 
ants Compensation  Attorneys  has  been 
enlisted  to  obtain  first-hand  knowledge  of 
the  problems  facing  the  claimant  in  cardiac 
cases.  Other  organizations,  such  as  the 
Amei’ican  Bar  Association  and  the  Associa- 
tion of  Casualty  and  Surety  Companies, 
also  are  contributing  in  an  important  meas- 
ure to  this  phase  of  the  project. 

The  fourth  and  final  step  in  the  project  is 
analysis  and  evaluation  of  current  law  and 
practice  with  respect  to  the  processing  of 
cardiac  claims.  At  present  this  analysis 
is  being  made  on  a state-by-state  basis. 
Members  of  the  research  team  collate  and 
analyze  the  statutes  and  the  decisional  law 
of  each  state,  mark  uncertain  areas  for 
more  extensive  investigation,  and  prepare 
comments  and  criticisms.  This  phase  of 
the  project  is  the  most  important  and  also 
the  most  time-consuming,  since  voluminous 
litigation  in  50  states  must  be  examined. 

Problems  In  Study 

Aly  staff  and  I currently  are  engaged 
in  the  collection  and  analysis  of  data. 
For  the  most  part  the  raw  material  has 
been  received  and  indexed  or  is  in  the 
process  of  being  indexed.  In  view  of  the 
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magnitude  of  the  study  and  the  incomplete- 
ness of  the  analysis  at  this  stage,  I have 
deemed  it  advisable  to  refrain  from  express- 
ing even  tentative  conclusions.  Neverthe- 
less, it  may  be  worthwhile  to  point  out  one 
of  the  problems  encountered  in  the  study 
which  may  be  of  particular  interest  to  you. 

I refer  to  the  conflict  of  medical  testimony 
found  in  cardiac  cases.  This  problem  is  a 
crucial  one  because,  as  both  the  adminis- 
trative agencies  and  the  courts  have  long 
recognized,  competent  medical  testimony  is 
a sine  qua  non  in  cardiac  cases  as  well  as 
in  other  cases  involving  medical  questions. 
Indeed,  the  medical  testimony  in  a cardiac 
case  is  not  only  important,  it  is  likely  to 
determine  the  entire  case. 

Often  the  nonmedical  facts  surrounding  a 
cardiac  incident  are  disputed,  but  resolution 
of  that  dispute  can  be  achieved  in  a reason- 
ably satisfactory  manner  through  the  ordi- 
nary fact-finding  processes  of  the  tribunal 
involved.  More  difficult  to  determine,  how- 
ever, is  the  sharp  issue  presented  as  to  the 
nature  of  the  injuiy  and  its  cause.  In  an 
effort  to  support  his  case  the  claimant 
typically  calls  to  the  stand  a physician  who 
states  in  substance:  “It  is  my  belief  that  the 
mishap  in  question  did,  or  probably  did, 
aggravate  or  bring  on  the  cardiac  incident.” 
The  defendant,  on  the  other  hand,  usually 
offers  medical  testimony  to  the  effect  that 
“There  is  no  possibility,  or  at  most  a slight 
possibility,  that  the  event  precipitated  the 
cardiac  incident  in  question.”  Faced  with 
such  a conflict,  the  trier  of  the  facts,  rela- 
tively inexperienced  in  the  field  of  medicine 
as  he  is,  is,  to  say  the  least,  in  an  unenviable 
position  in  his  search  for  the  truth. 

Although  some  conflicts  in  medical  testi- 
mony are  inevitable  as  long  as  there  are 
disagreements  within  the  medical  profession 
itself  as  to  the  causes  and  results  of  coronary 
artery  disease,  there  are,  I believe,  some 
causes  of  conflict  which  can  be  minimized 
or  eliminated.  The  first  step  in  minimizing 
or  eliminating  conflict  is  to  recognize  what 
these  causes  are.  In  this  respect,  I am 
much  impressed  with  the  report  of  the 


Committee  on  Trauma  and  Strain  of  the 
Washington  Heart  Association.  This  Com- 
mittee pointed  to  the  following  as  being 
some  of  the  principal  causes  for  conflict 
in  expert  testimony  in  the  cardiac  field: 

1.  Many  expert  medical  witnesses  are  not 
familiar  with  the  legal  principles  of  com- 
pensability in  cases  involving  cardio- 
vascular disorders.  In  many  instances, 
physicians  who  agree  on  the  medical 
aspects  of  a case  give  contradictory 
testimony  because  of  differences  in  their 
understanding  of  the  law. 

2.  Sometimes  medical  witnesses  are  asked  to 
determine  whether  or  not  compensation 
is  justified  in  a given  case  although  their 
testimony  should  be  confined  to  the 
medical  problem  of  cause  and  effect  be- 
tween trauma  or  effort  and  the  heart 
attack.  Thus  the  medical  witness  is 
called  on  to  usurp  the  function  of  the 
legislature  and  the  courts  wliich  involves 
him  in  social  and  economic  matters  out- 
side the  field  of  his  expert  training. 

3.  The  nomenclature  used  by  various  phy- 
sicians to  describe  certain  phases  of 
coronary  heart  disease  is  not  alwa}’s 
uniform. 

4.  Often  identical  terms  will  convey  different 
meanings  to  members  of  the  medical  and 
legal  professions.  This  sometimes  results 
in  nonmedical  tribunals  interpreting  words 
having  similar  medical  connotations  as 
being  contradictory. 

5.  Expert  medical  witnesses  often  are  required 
to  give  an  opinion  predicated  on  a set  of 
facts  that  is  too  fragmentary  or  incomplete 
to  permit  a positive  conclusion. 

6.  When  questioning  medical  experts,  some 
lawyers  tend  to  oversimplify,  whereas 
others  will  unduly  complicate  the  medical 
problem.  As  a result,  the  medical  witness 
is  often  unable  to  present  Iris  expert 
opinion  in  a simple  and  straightforward 
manner. 

Summary 

As  I said  earlier,  I am  not  prepared  at  this 
point  to  suggest  solutions  for  the  problems 
which  my  study  has  highlighted,  such  as 
the  problems  of  medical  testimony  mentioned 
previously.  I believe  a mere  statement  of 


910 


New  York  State  J.  Med. 


LEGAL  BASIS  FOR  AWARDS  IN  CARDIAC  CASES 


such  problems  makes  it  apparent,  however, 
that  much  can  be  done  to  solve  them  if  a 
vigorous  and  coordinated  attack  is  made  by 
the  medical  and  legal  professions  jointly. 
If  I were  to  leave  one  thought  with  you,  it  is 
that  this  vigorous  and  coordinated  attack 
should  be  pressed  and  pressed  hard  by  all  of 
us  who  are  interested  in  a just  and  equitable 
solution  to  the  legal  aspects  of  the  cardiac 
problem. 

I expect  that,  within  the  near  future,  I 
shall  be  able  to  put  a report  on  my  research 
project  into  definitive  form,  available  for 
the  examination  of  interested  pensons.  In 
the  meantime,  if  any  of  you  have  particular 
views  on  the  problem  of  law  and  the  cardiac, 
I hope  you  will  get  in  touch  with  me  per- 
sonally or  through  correspondence. 

Discussion 

John  V.  Thornton,  Esq.,  New  York  City. — 
While  I am  a consultant  to  the  study  conducted 
by  Dean  McNiece,  I am  speaking  as  an  individual 
and  not  as  a spokesman  for  the  study.  Such 
conclusions  as  may  be  reached  by  the  study  are 
the  responsibihty  of  Dean  McNiece  and  not 
myself,  and  nothing  I say  should  be  taken  as  a 
forecast  of  any  ultimate  conclusions  wliich  the 
study  may  reach. 

I was  much  impressed  with  the  emphasis 
placed  by  Dean  McNiece  on  the  context  in 
wliich  a cardiac  claim  arises.  If  the  forest 
ranger  case  to  which  he  referred  had  come  up 
before  the  Workmen’s  Compensation  Board  of 
this  State,  I am  rather  certain  that  the  claimant 
would  have  won  and  that  the  courts  would  have 
affirmed  his  victory.  But  because  the  State 
retirement  law,  as  interpreted  by  the  State 
Comptroller,  had  a different  underlying  social 
philosophy,  the  claimant  lost,  and  the  courts 
affirmed  his  loss. 

Cases  of  this  sort  illustrate  what  I believe  is  a 
basic  point  often  overlooked  by  both  lawyers 
and  medical  men  in  discussing  the  legal  aspects 
of  cardiac  claims,  namely,  the  need  for  clarifying 
the  social  philosophy  which  underlies  the  statutes 
and  the  decisions  of  the  courts  relating  to  cardiac 
claims. 

In  my  view,  the  confusion  in  the  decisions 
of  these  cases  is  not  so  much  due  to  conflicting 
medical  testimony,  although  that  certainly  is  a 
factor,  as  to  lack  of  a clear-cut  understanding 


among  courts,  workmen’s  compensation  com- 
missions, and  others  as  to  what  is  the  most 
desirable  way,  from  the  standpoint  of  socio- 
economic poUc}^,  to  handle  such  cases. 

Let  me  pinpoint  a little  more  closely  what  I 
have  in  mind.  It  seems  to  me,  based  on  the 
loiowledge  I have  at  this  time  of  the  views  of 
leading  cardiologists  and  the  numerous  court 
decisions  which  I have  so  far  examined  in  con- 
nection with  Dean  McNiece’s  study,  that  in 
some  states  compensation  awards  are  being 
made  to  victims  of  heart  attacks  in  cases  where 
the  victim’s  employment  was  at  most  a minor 
factor  in  bringing  about  the  heart  attack  which 
was  due  principally  to  a pre-existing  pathologic 
condition.  By  the  same  token,  it  appears  that 
awards  are  being  denied  in  other  states  in  cases 
where  the  medical  facts  are  much  the  same. 

Are  these  decisions  wrong  or  right?  I do  not 
believe  there  is  a quick  or  easy  answer  to  this 
question.  It  seems  to  me  the  answer  must 
depend  on  what  the  legislature  of  the  particular 
state  involved  is  trying  to  accomphsh  through 
its  workmen’s  compensation  statute.  Is  the 
legislature  striving  to  broaden  the  coverage  of 
the  statute  as  much  as  possible,  making  it  a 
kind  of  medical  expense  indemnity  insurance? 
Or  is  the  legislature  striving  to  narrow  the 
coverage  of  the  statute  to  limit  awards  to  those 
cases  where  the  employment  is  the  principal 
factor  in  bringing  about  the  cardiac  injury? 

In  the  forest  ranger  case  the  State  Comptroller, 
backed  up  by  the  courts,  evidently  took  the 
view  that  the  statute  he  was  interpreting  was 
designed  to  provide  an  accidental  death  benefit 
only  in  cases  where  the  connection  between  the 
work  and  the  cardiac  injury  was  very  clearly 
demonstrated.  The  Attorney  General  in  his 
brief  in  that  case  argued  that,  in  view  of  the 
decedent’s  pre-existing  pathologic  condition, 
when  the  decedent  undertook  to  fight  the  fire, 
his  “heart  attack  was  a predictable  rather  than 
an  accidental  result.”  This  view  the  Comp- 
troller seems  to  have  endorsed. 

Was  the  Comptroller  right  or  wrong?  I 
confess  that  I don’t  know,  and  without  meaning 
to  be  critical,  I am  not  at  all  sure  that  the 
Comptroller  or  the  courts  were  in  a position  to 
know.  It  is  my  feeling  that  no  one  can  know  for 
certain  the  rightness  or  wrongness  of  a decision 
of  this  type,  or  of  the  many  other  conflicting 
decisions  in  the  compensation  field,  until  there 
has  been  some  further  clarification  of  the  objec- 
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tives  and  purposes  of  compensation  and  retire- 
ment legislation.  In  other  words,  until  we 
know  where,  as  a matter  of  public  pohcy,  we 
are  trying  to  go,  it  is  hard  to  say  whether  we  are 
on  the  right  road  or  the  wrong  one. 

To  pursue  this  same  subject  a little  further,  I 
believe  we  tend  too  quickly  to  lay  the  blame  for 
the  confusion  in  the  cardiac  cases  at  the  feet  of 
those  who  are  not  the  real  culprits.  Some  of  us 
criticize  the  claimants’  lawyers  for  striving  to 
enlarge  the  coverage  of  statutes  when  it  may  be 
that  they,  for  the  most  part,  are  only  trying  to 
do  their  duty  as  they  see  it  to  present  the  best 
case  that  can  be  presented  for  a claimant.  Others 
criticize  the  insurance  carriers  for  trying  to  cut 
down  or  ehminate  recoveries  in  heart  cases  when 
it  may  be  that  they,  for  the  most  part,  are  only 
attempting  to  do  their  duty  as  they  see  it  to 
conserve  the  funds  of  their  companies  against 
undue  encroachment. 

Still  others  criticize  the  medical  witnesses  for 
vagueness  and  equivocation  in  their  testimony 
as  to  causation  when  it  may  be  that  they,  for  the 
most  part,  are  only  endeavoring  to  testify  as  best 
they  can  within  the  limits  of  present-day  medical 
knowledge. 

Who,  then,  is  the  chief  culprit  responsible  for 


the  confusion  in  the  cardiac  field?  As  I see  it,  it 
may  be  that  the  culprit  is  not  the  plaintiff’s 
lawyer,  or  the  insurance  carrier,  or  the  physician, 
or  any  combination  of  them,  but  rather  the 
lack  of  clarity  as  to  the  aims  and  purposes  of  the 
legislation  which  covers  cardiac  claims.  I 
believe  a good  deal  of  hard  thinking  about  these 
aims  and  purposes  is  an  essential  prerequisite  to 
any  attempt  to  bring  order  out  of  the  chaos 
which  presently  prevails. 

I have  no  doubt  that  Dean  McNiece’s  study 
will  be  a big  aid  to  this  necessary  process  of  re- 
evaluation.  If  he  is  able  to  do  nothing  more 
than  present  a graphic  picture  of  the  confusion 
and  uncertainty  which  exists  from  state  to  state, 
his  endeavor  will  be  well  worth  the  tremendous 
time  and  effort  which  has  gone  into  it. 

My  feeling  is,  however,  that  his  report  will 
be  but  the  beginning  of  the  process  of  re-evalua- 
tion rather  than  its  end.  His  report  will  have  to 
be  studied  by  workmen’s  compensation  com- 
missions, retirement  boards,  state  legislative 
committees,  bar  associations,  medical  groups 
such  as  yours,  insurance  carriers,  and  other  inter- 
ested parties  with  the  objective,  through  a 
process  of  collective  thinking,  of  arriving  at  a 
sound  public  policy  approach  to  the  cardiac 
problem. 


Reserve  the  Dales  . . . 
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A sciTEs  is  an  ominous  manifestation  in- 
dicative  of  severe  liver  disease,  and 
as  such,  it  has  been  the  subject  of  extensive 
clinical  and  experimental  investigation. 
Much  of  this  study  has  been  directed  toward 
a better  understanding  of  the  pathogenesis 
of  the  problem.  This  review  will  emphasize 
the  known  factors  in  the  formation  of  ascites 
with  attention  focused  on  recent  investiga- 
tions. A therapeutic  approach  based  on  this 
information  will  be  presented. 

Pa  tho  genesis 

In  the  formation  of  ascites  secondary  to 
chronic  liver  disease,  certain  factors  play 
an  established  role.  The  importance  of 
colloid  osmotic  pressure  in  conditions  charac- 
terized by  abnormal  distribution  of  extra- 
cellular fluid  has  been  appreciated  for  many 
years.  With  declining  liver  function  in 
cirrhosis,  the  production  of  albumin,  the 
principal  contributor  to  colloid  osmotic 
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pressure,  becomes  increasingly  impaired. 
This  results  in  a diminished  serum  colloid 
osmotic  pressure  and  an  increased  tendency 
for  fluid  to  enter  the  extra  vascular  compart- 
ment. The  level  of  3.1  Gm.  per  100  ml. 
has  been  given  as  the  critical  level  of  serum 
albumin,  below  which  ascites  formation  oc- 
curs.^ However,  it  has  been  a common  ex- 
perience in  the  study  of  patients  with  chronic 
liver  disease  to  find  no  ascites  with  serum 
albumin  levels  of  2.5  or  even  2 Gm.  per  100 
ml.  Conversely,  the  appearance  of  ascites 
has  occurred  with  levels  of  3.5  Gm.  per  100 
ml.  Of  considerable  interest,  yet  rarely 
stressed,  is  the  quality  of  the  albumin  pro- 
duced. It  has  been  demonstrated  that  the 
serum  proteins  of  patients  with  cirrhosis  and 
ascites  exert  less  osmotic  pressure  than  those 
of  normal  patients  or  even  those  of  the  same 
patient  after  recovery  from  ascites.^  Thus, 
loss  of  ascites  may  occur  with  improvement 
in  the  quality  of  the  serum  albumin  but  no 
change  in  the  actual  level. 

Portal  hypertension  is  also  of  established 
importance  in  the  pathogenesis  of  ascites. 
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Fig.  1.  Mechanisms  of  portal  hypertension. 


It  is  this  factor  that  serves  to  localize  the 
fluid  collection  primarily  to  the  peritoneal 
cavity.  This  is  true  not  only  in  cirrhosis 
of  the  liver,  but  also  in  such  conditions  as 
constrictive  pericarditis  or  the  Budd-Chiari 
syndrome  (thrombosis  of  the  hepatic  veins). 
Each  of  these  is  characterized  by  hyperten- 
sion in  the  hepatic  sinusoid  secondary  to 
hepatic  venous  outflow  obstruction.  On 
the  other  hand,  prehepatic  portal  hyperten- 
sion as  seen  following  portal  vein  thrombosis, 
or  in  hepatic  schistosomiasis,  is  not  as- 
sociated with  ascites.^  Kelty,  Baggenstoss, 
and  Butt^  have  shown  that  in  cirrhosis, 
nodular  regeneration  obstructs  hepatic 
venous  outflow,  thereby  contributing  to 
sinusoidal  and  portal  hypertension  (Fig.  1). 
This  finding  has  been  elaborated  by  Madden 
et  at}  who  found  outflow  obstruction  to  be 
particularly  severe  in  patients  in  whom 
ascites  complicated  cirrhosis.  Using  a post- 
mortem injection  technic,  these  workers 
demonstrated  that  the  hepatic  venous  tree 
was  markedly  constricted  in  such  patients. 
These  observations  have  led  to  the  concept 
of  outflow  obstruction  as  a prominent  feature 
of  ascites  complicating  chronic  liver  disease. 


Although  these  mechanical  factors  are 
of  unquestioned  importance,  recent  interest 
has  been  centered  on  the  abnormahties  in 
salt  and  water  metabolism  that  accompany 
the  formation  of  ascites.  The  patient  with 
cirrhosis  who  is  developing  ascites  will  avidly 
retain  sodium  and  water.®  This  occurs  not 
only  in  the  kidney,  but  also  in  other  secre- 
tions, such  as  sweat  and  saliva.'^  The  avidity 
with  which  such  patients  retain  sodium  may 
be  so  severe  that  less  than  1 mEq.  of 
sodium  appears  in  the  urine  in  twenty-four 
hours,  regardless  of  the  intake.  It  also  has 
been  noted  that  patients  with  liver  disease 
not  complicated  by  ascites  will  have  diffi- 
culty excreting  a water  load.®  This  sug- 
gests the  possibility  of  humoral  factors,  the 
action  of  which  is  related  to  poor  liver  func- 
tion. 

One  of  the  first  humoral  factors  to  be 
extensively  investigated  was  the  antidiuretic 
hormone.  It  was  reported  originally  that 
the  urine  of  patients  with  cirrhosis  and 
ascites  had  increased  antidiuretic  activity, 
as  determined  by  a bioassay  technic.®  This 
finding  has  caused  some  controversy.  The 
bioassay  method  was  criticized  as  being 
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nonspecific.^®  In  addition,  other  evidence 
casts  doubt  on  the  role  of  the  antidiuretic 
hormone  in  the  formation  of  ascites.  In- 
travenous alcohol,  which  is  known  to  in- 
hibit antidiuretic  hormone  secretion,  does 
not  cause  a diuresis  in  patients  with  as- 
cites. “ The  presence  of  diabetes  insipidus 
does  not  influence  the  subsequent  develop- 
ment of  ascites  following  supradiaphrag- 
matic inferior  vena  cava  constriction  in  the 
dog.*^  Thus,  the  weight  of  evidence  at  the 
present  time  excludes  the  antidiuretic  hor- 
mone as  a primary  factor  in  ascites  forma- 
tion. 

Another  humoral  factor  which  has  been 
investigated  extensively  in  recent  years  is 
aldosterone,  the  potent  salt-retaining  hor- 
mone which  is  elaborated  by  the  adrenal 
cortex.  It  has  been  well-documented  that 
patients  with  cirrhosis  and  ascites  have  in- 
creased amounts  of  aldosterone  in  the 
urine.  With  the  loss  of  ascites,  urinary 
aldosterone  levels  return  to  normal.  It 
has  been  shown,  using  liver  slices,  that  the 
diseased  liver  has  a markedly  reduced 
capacity  to  metabolize  this  substance. 
On  the  other  hand,  dogs  subjected  to  supra- 
diaphragmatic inferior  vena  cava  constric- 
tion to  induce  ascites  formation,  have  an 
elevated  aldosterone  level  in  their  adrenal 
venous  blood  fifteen  minutes  after  the  vena 
cava  is  constricted.'^  In  addition,  Ulick, 
Laragh,  and  Lieberman,'®  using  a radio- 
isotope dilution  technic,  have  demonstrated 
increased  aldosterone  secretion  in  patients 
with  ascites.  Nevertheless,  there  is  no 
unanimity  of  opinion  as  to  the  origin  of  the 
increased  levels  of  aldosterone  in  cirrhotic 
ascites;  that  is,  whether  it  is  due  to  increased 
Secretion  by  the  adrenal  cortex  and/or  to 
the  inability  of  the  injured  liver  to  me- 
tabolize this  hormone. 

Similarly,  opinion  is  divided  as  to  the  role 
of  this  increased  amount  of  aldosterone  in 
the  production  and  perpetuation  of  ascites. 
If  one  gives  aldosterone  to  a normal  in- 
dividual, he  will  retain  sodium  for  a short 
period  of  time,  following  which  his  sodium 
output  will  approximate  his  intake.  When 


aldosterone  administration  is  discontinued, 
he  will  lose  the  increment  of  sodium  which 
was  retained  during  the  initial  phase. In 
the  presence  of  an  aldosterone-secreting 
tumor  of  the  adrenal  gland,  urinary  al- 
dosterone levels  far  exceed  that  seen  in 
cirrhosis  with  ascites,  yet  little  or  no  clinical 
edema  forms,  and  ascites  is  never  detect- 
able.'® Nevertheless,  as  will  be  discussed, 
compounds  that  antagonize  aldosterone  or 
prevent  its  production  have  been  of  value 
in  the  treatment  of  ascites.  Aldosterone 
appears  to  be  a perpetuating  factor,  rather 
than  an  initiating  one,  in  cirrhotic  ascites. 

Clinicians  have  long  noted  that  patients 
with  chronic  liver  disease  exhibit  the  stigmas 
of  hyperestrogenism:  female  hair  distribu- 
tion, gynecomastia,  testicular  atrophy, 
and  spider  angiomas.  On  this  basis  it  has 
been  suggested  that  the  salt-retaining  effect 
of  the  estrogens  may  play  a role  in  the  avid 
sodium  retention  manifested  by  patients 
with  cirrhotic  ascites.  However,  recent  in- 
vestigation of  the  urine  of  these  patients  does 
not  reveal  a clear-cut  increased  excretion  of 
estrogens.'®  The  importance  of  estrogens 
in  the  formation  of  ascites  is  doubtful. 

Recently,  the  thyroid  gland  has  been 
implicated  in  experimental  ascites.  In- 
vestigations in  our  laboratory  have  shown 
that  thyroidectomy  ameliorates  experi- 
mental ascites  induced  by  supradiaphrag- 
matic inferior  vena  cava  constriction.®® 
Furthermore,  the  administration  of  thyroid 
extract  to  ascitic-free,  thyroidectomized 
dogs  caused  the  reaccumulation  of  ascites.®' 
Craig  et  al^'^  have  been  able  to  achieve 
similar  results  by  radioactive  iodine  abla- 
tion of  the  thyroid  gland  in  ascitic  dogs. 
The  exact  relation  of  thyroid  function  to 
human  ascites  requires  further  elucidation. 

Treatment 

Since  ascites  is  a manifestation  of  hepatic 
decompensation,  therapy  must  be  directed 
toward  improved  liver  function.  This  in- 
cludes bed  rest,  dietotherapy,  abstinence 
from  alcoholic  intake,  and  vitamin  supple- 
ments. Although  this  regimerx  may  suffice 
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in  patients  with  a minimal  degree  of  de- 
compensation and  ascites,  it  is  more  common 
for  the  fluid  accumulation  to  become  perni- 
cious. Therefore,  additional  and  more 
specific  therapy  must  be  undertaken. 

Since  one  of  the  basic  problems  in  the 
formation  of  ascites  is  the  low'  serum  colloid 
osmotic  pressure,  attempts  have  been  made 
to  replenish  the  serum  albumin  by  its  in- 
travenous administration.  The  reported  re- 
sults of  this  therapy  have  been  inconsistent.^® 
One  of  the  disadvantages,  aside  from  ex- 
pense, is  the  incidence  of  bleeding  from 
esophageal  varices  after  albiunin  therapy. 
This  has  been  attributed  to  an  increase  in 
the  blood  volume.  Dykes,®^  in  England, 
recently  has  reported  marked  improvement 
in  ascites  following  daily  injections  of  salt- 
poor  human  albumin,  50  Gm.  daily,  until 
normal  serum  albumin  levels  were  attained. 
Because  a considerable  amount  of  the  ad- 
ministered albumin  goes  into  the  ascitic 
fluid,  enormous  quantities  had  to  be  given. 
Interestingly  enough.  Dykes  did  not  ob- 
serve variceal  bleeding  in  the  patients  he 
studied.  Only  preliminary  results  have  been 
reported,  but  they  deserve  further  investiga- 
tion. 

Fundamental  in  the  approach  to  the 
therapy  of  any  .sodium-retaining  state  is 
the  limitation  of  sodium  intake.  It  has 
been  demonstrated  adequately  that  this 
regimen  will  cause  the  cessation  of  fluid 
accumulation  in  many  patients  wuth  a.scites, 
and  some  patients  will  exhibit  a diuresis. 

For  those  patients  in  whom  sodium  re- 
striction alone  fails,  a variety  of  diuretic 
agents,  either  singly  or  in  combination,  have 
been  advocated.  Mercurial  diuretics  have 
been  used  widely  for  many  years,  but  the 
results  have  been  unimpressive.  One  of  the 
reasons  for  this  is  that  the  optimum  effect 
of  mercurials  is  obtained  in  the  presence  of 
an  acid  urine  with  high  urinary  chloride 
excretion.  This  can  be  achieved  with  the 
concomitant  administration  of  ammonium 
chloride.  However,  in  the  presence  of 
liver  disease,  the  ingestion  of  ammoniacal 
substances  frequently  precipitates  hepatic 


coma.®®  Other  acidifying  agents,  such  as 
calcium  chloride,  commonly  cause  gastroin- 
testinal distress  when  used  in  the  large 
amounts  necessary  to  achieve  the  desired 
effect. 

Acetazolamide  (Diamox)  is  one  of  the 
earliest  nonmercurial  oral  diuretics.  How'- 
ever,  its  use  in  these  patients  is  not  recom- 
mended because  of  its  limited  effectiveness 
and  the  potential  hazard  of  hepatic  coma.®® 
This  coma  is  thought  to  result  from  altera- 
tions in  ammonia  metabolism  induced  by  the 
drug.  The  inhibition  of  ammonia  removal 
by  peripheral  tissues®®  and  increased  ex- 
cretion of  ammonia  into  the  renal  vein  con- 
tribute to  the  development  of  hyperam- 
monemia.®® 

Although  chlorothiazide  (Diuril)  and  its 
congeners  also  may  precipitate  hepatic 
coma,  their  greater  efficacy  has  resulted  in 
widespread  use.  Doses  of  1 to  2 Gm.  daily 
of  chlorothiazide,  or  100  to  200  mg.  of  hydro- 
chlorothiazide, or  corresponding  doses  of 
related  compounds  frequently  initiate  a 
diuresis  and  a natruresis  in  patients  w'ith 
ascites.  It  should  be  noted  that  the  use  of 
these  compounds  is  attended  by  a marked 
increase  in  urinary  potassium  excretion. 
The  occurrence  of  hypokalemia  .should  be 
prevented  by  prophylactic  admini.stration 
of  approximately  75  mEq.  per  liter  of  potas- 
sium daily.  The  coma,  w'hich  may  supervene 
during  chlorothiazide  therapy,  has  been 
attributed  to  potassiimi  depletion.®®  How'- 
ever,  hyperammonemia,  wuth  or  wdthout 
hypokalemia,  akso  has  been  observed  in  this 
situation.®®  Despite  these  observations  the 
exact  mechanism  of  the  coma  is  unexplained. 
If  symptoms  of  impending  hepatic  coma  en- 
sue in  spite  of  prophylactic  potassium  ad- 
ministration, they  usually  w’ill  respond 
rapidly  to  the  cessation  of  chlorothiazide 
administration  and  the  institution  of  oral 
neomycin  therapy,  4 to  8 Gm.  daily. 

Considerable  interest  has  been  generated 
by  the  introduction  of  the  steroidal  spirolac- 
tones,  of  which  the  most  active  is  spirono- 
lactone, SC-9420  (Aldactone).®'  These  com- 
pounds have  been  showm  to  antagonize  al- 
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Fig.  2.  The  response  in  daily  weight,  urine  vol- 
ume, and  urinary  sodium  excretion  seen  in  a forty- 
year-old  Puerto  Rican  male  with  Laennec’s  cirrhosis 
and  ascites  refractory  to  all  previous  therapy. 

dosterone  specifically  at  the  renal  tubular 
level.  Some  patients  will  respond  to  spirono- 
lactone therapy  alone  (400  mg.  daily),  al- 
though only  a modest  increase  in  sodium 
output  is  usually  seen.^‘^ 

In  patients  who  do  not  respond  to  the 
previously  mentioned  measures,  remarkable 
results  can  be  achieved  with  a combination 
of  agents.  Various  regimens  have  been 
outlined  that  will  effect  at  least  a modest 
diuresis,  but  the  most  effective  at  this  writing 
appears  to  be  chlorothiazide  and  spironolac- 
tone. The  spironolactone  will  help  prevent 
the  marked  potassium  loss  seen  with  chloro- 
thiazide alone.  Shaldon,  McLaren,  and 
Sherlock^®  have  reported  the  occurrence 
of  hyponatremia  with  this  combination  be- 
cause of  the  excessive  loss  of  sodium  in  re- 
lation to  water.  In  an  effort  to  prevent  this 
and  to  increase  water  loss,  an  osmotic  di- 
uretic, mannitol,  was  administered.  This 
substance  previously  had  been  shown  to 
increase  water  excretion  in  cirrhotic  ascites. 
The  regimen  that  we  have  found  to  be  effica- 
cious in  even  the  most  refractory  patients 
consists  of  combined  spironolactone  and 
chlorothiazide  therapy  with  the  administra- 
tion of  2 L.  of  10  per  cent  mannitol  at  three- 


day  intervals  (Fig.  2).  The  addition  of 
steroids,  such  as  prednisone,  to  diuretics, 
such  as  chlorothiazide,  also  may  achieve  a 
natruresis.®^  However,  the  use  of  spironolac- 
tone avoids  the  well-known  risks  of  steroid 
therapy.  Some  investigators  have  ad- 
vocated the  use  of  other  osmotic  diuretics, 
such  as  calcium  gluconate,  in  the  same 
manner  as  mannitol.®® 

A small  group  of  patients  will  be  refrac- 
tory to  the  medical  regimen  outlined  or  will 
exhibit  untoward  reactions  to  the  drugs  ad- 
ministered. For  this  group  of  patients 
various  surgical  procedures  have  been  em- 
ployed. Classic  among  these  is  abdominal 
paracentesis.  This  should  be  avoided, 
if  possible,  because  of  the  electrolyte,  pro- 
tein. and  hemodynamic  aberrations  that 
may  occur.  If  repeated  paracenteses  be- 
come necessary  because  of  failure  of  diuretic 
therapy,  the  diagnosis  of  simple  cirrhosis 
with  ascites  should  become  suspect.  Com- 
plications, such  as  hepatoma,  the  Budd- 
Chiari  syndrome,  or  a carcinomatous  effu- 
sion should  be  considered.  However,  rare 
patients  will  exhibit  such  intractable  ascites 
that  it  can  only  be  controlled  with  repeated 
paracenteses. 

Through  the  years  various  surgical  pro- 
cedures to  alleviate  ascites  have  been  di- 
rected at  increasing  portasystemic  collateral 
flow.  The  oldest  of  these  is  the  Talma- 
Morrison  omentopexy.  These  procedures 
have  been  designed  to  promote  the  more 
rapid  absorption  of  ascitic  fluid.  However, 
during  the  past  decade  investigations  utiliz- 
ing radioisotope  technics  have  demonstrated 
very  rapid  movements  of  water®®  and  al- 
bumin®^ between  the  peritoneal  cavity  and 
plasma.  Thus,  ascitic  fluid  is  not  static, 
and  it  has  not  proved  advantageous  to 
increase  collateral  flow. 

Two  different  surgical  approaches  have 
been  demonstrated  to  be  of  value  in  the 
treatment  of  ascites.  Several  clinics  have 
reported  the  relief  of  refractory  ascites  by 
bilateral  total  adrenalectomy.®®"'*®  The 
rationale  for  this  procedure  is  the  removal 
from  the  circulation,  of  the  salt-retaining 


March  15,  1961 


917 


CANTER,  ROSENTHAL,  AND  BARONOFSKY 


hormone  which  is  elaborated  by  the  adrenal 
cortex.  It  is  interesting  that  the  salt  toler- 
ance of  these  patients  is  less  than  that  of  the 
usual  adrenalectomized  patient.  These  pa- 
tients can  be  maintained  on  relatively  small 
doses  of  cortisone  following  operation.  Al- 
though unquestionably  good  results  can  be 
obtained,  it  is  a formidable  procedure  and 
should  be  reserved  for  properly  selected 
patients. 

The  other  approach  has  been  directed  at 
the  relief  of  portal  hypertension  by  porta- 
caval shunts.  Although  ascites  was  con- 
sidered originally  to  be  a contraindication 
to  shunt  operations,  there  have  been  an  in- 
creasing number  of  reports  of  successful 
shunts  performed  specifically  for  ascites.^^ 
Apparently,  rather  than  simple  reduction 
in  portal  pressure  by  end-to-side  portacaval 
shunt,  greater  improvement  is  obtained  by 
a side-to-side  portacaval  shunt  or  the 
“double-barrelled”  shunt  suggested  by  Mc- 
Dermott.^^ This  effect  has  been  attributed 
to  the  relief  of  outflow  obstruction  and  con- 
sequent decompression  of  the  liver.  Further 
clarification  of  the  exact  mechanism  of  the 
improvement  which  occurs  following  side-to- 
side  portacaval  shunt  is  necessary. 

This  discussion  outlines  the  current  con- 
cepts in  the  pathogenesis  and  therapy  of 
cirrhotic  ascites.  It  can  be  seen  readily 
that  as  a better  understanding  of  the  patho- 
genesis has  emerged,  advances  in  therapy 
have  resulted. 
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Colds  More  Prevalent  in  City  Than  in  Country 


The  risk  of  catching  a cold  is  greater  in  the  city 
than  in  the  country,  according  to  a report  in  Patterns 
of  Disease,  a Parke,  Davis  & Company  publication 
for  the  medical  profession.  A one-year  study  cited 
in  the  report  revealed  that  whereas  in  urban  areas 
the  number  of  colds  is  almost  72  a year  per  100 
persons,  in  rural  farm  areas  it  is  only  56  per  100 
persons. 

This  difference  in  incidence  may  be  due,  in  part. 


to  the  greater  concentration  of  air  pollutants  in 
cities.  Pollution  of  the  air  appears  to  influence 
incidence  of  respiratory  tract  infections.  And  air 
in  urban  areas  has  a concentration  of  pollutants 
at  least  five  times  greater  than  air  in  nonurban  areas. 
With  sulfates  particularly,  a high  correlation  be- 
tween concentration  of  this  pollutant  and  incidence 
of  influenza  and  other  respiratory  infections  has 
been  found. 
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Widely  Disseminated  Granulomatous  Disorder 


Case  History 

This  was  the  first  Montefiore  Hospital 
admission  of  a seventy-two-year-old  white 
female  who  entered  the  hospital  on  January 
17,  1959,  with  the  chief  complaint  of  diffi- 
culty in  walking  and  grasping  objects.  She 
was  entirely  well  until  seven  weeks  prior  to 
admission  when  she  first  noted  the  onset  of 
pains  in  both  thighs,  followed  by  paresthe- 
sias in  both  feet  and  in  the  next  three  weeks 
by  increasing  weakness  and  ataxia.  The 
patient  had  been  bedridden  for  the  four 
weeks  preceding  admission.  Three  days 
prior  to  admission  she  suddenly  developed 
right  amblyopia  which  persisted  until  ad- 
mission. 

The  physical  examination  revealed  a 
blood  pressure  of  130/80,  pulse  90,  respira- 
tions 18,  and  temperature  98.6  F.  Positive 
findings  included  bilateral  cataracts  and  the 
following  neurologic  abnormalities:  There 
was  a right  optic  neuritis  of  the  cranial 
nerves;  marked  weakness  of  the  motor 
system  with  atrophy  of  the  intrinsic  hand 
muscles,  weakness  of  the  right  wrist,  weak- 
ness less  marked  in  the  muscles  about  the 
elbow  and  shoulders,  inability  to  move  the 
toes,  diminished  power  of  the  leg  muscles, 
good  quadriceps,  and  some  weakness  of 


motion  at  the  hips;  sensory  changes  in- 
cluded the  pinprick  sensation,  diminished 
below  the  wrist,  especially  on  the  lateral 
two  fingers  of  the  left  hand,  and  diminished 
below  the  knees  bilaterally.  The  touch 
impairment  was  similar  but  less  pronounced. 
The  position  sense  was  slightly  diminished 
in  the  hands  and  markedly  impaired  in  the 
feet.  Deep  tendon  reflexes  were  equal  and 
hypoactive  with  ankle  jerks  absent  bi- 
laterally. There  were  no  Babinski  signs. 

A chest  x-ray  examination  revealed  no 
evidence  of  pulmonary  infiltration,  but  there 
was  evidence  of  an  old  inflammatory  disease 
in  the  right  hilar  region  as  well  as  in  the 
right  base  with  evidence  of  pulmonary 
fibrosis.  A barium  enema  produced  essen- 
tially negative  findings.  An  electrocardio- 
gram revealed  a regular  sinus  rhythm. 
The  patient  was  seen  by  the  ophthalmologist 
who  felt  that  the  chorioretinitis  and  papillitis 
were  present  in  the  right  eye.  An  ear, 
nose,  and  throat  consultant  noted  a great 
deal  of  mucopurulent  material  in  the  spheno- 
ethmoid  recess  in  the  right  nasal  cavity. 
In  addition,  there  was  a great  deal  of  dry 
mucopurulent  material  in  the  posterior 
pharyngeal  wall  which  was  adherent  to  the 
mucosa.  He  noted,  in  addition,  evidence 


920 


New  York  State  J.  Med. 


WIDELY  DISSEMINATED  GRANULOMATOUS  DISORDER 


of  maxillary  and  frontal  sinusitis  and  ad- 
vised antibiotics  and  steam  inhalation. 

The  hematocrit  varied  from  28  to  21.5, 
and  white  blood  cells  ranged  from  16,300 
to  25,500  with  normal  differential  counts. 
The  urine  revealed  1 plus  albumin  with 
5 to  8 white  blood  cells  per  high  power 
field  and  8 to  15  coarse  granular  casts. 
The  blood  chemistries  indicated  a fasting 
blood  sugar  of  168  mg.  per  100  ml.,  blood 
urea  nitrogen  of  33  mg.  per  100  ml.,  brom- 
sulphalein  27  per  cent  retention  in  forty- 
five  minutes,  cholesterol  184  mg.  per  100 
ml.,  potassium  3.5  mEq.  per  100  ml., 
sodium  135  mEq.  per  100  ml.,  chloride 
88.4  mEq.  per  100  ml.,  carbon  dioxide  24.4 
millimols  per  100  ml.,  creatinine  4.1  mg. 
per  100  ml.,  and  a total  protein  of  6.2  Gm. 
with  an  albumin-globulin  ratio  of  3:3.2 
Gm.  per  100  ml.  The  cerebrospinal  fluid 
was  normal,  and|the  Schilling  test  and  lupus 
erythematosus  preparation  produced  nega- 
tive findings.  Tensilon  and  Schick  tests 
produced  negative  results.  An  electro- 
encephalogram revealed  diffuse  intermittent 
dysrhythmia  of  slight  to  moderate  severity 
consistent  with  diffuse  or  chronic  cerebral 
disease. 

On  February  12,  1059,  a skin  and  muscle 
biopsy  from  the  right  gastrocnemius  muscle 
was  performed.  This  revealed  necrotizing 
arteritis  with  organizing  thrombotic  occlu- 
sion and  muscle  atrophy  .secondary  to 
vascular  occlu.sion.  Because  of  this  and  the 
associated  chorioretinitis  and  papillitis  the 
patient  was  started  on  large  doses  of  Meta- 
corten  and  because  of  the  sinusitis,  bron- 
chitis, and  developing  urinary  tract  infec- 
tion, on  supplemental  antibiotics.  On  Feb- 
ruary 19,  1959,  respiratory  distress  became 
more  pronounced,  and  this  continued  in 
spite  of  tracheotomy,  becoming  more  diffi- 
cult until  February  20,  1959,  when  she  be- 
came deeply  comatose  and  ultimately  ex- 
pired at  5 p.M. 

Discussion 

Bernard  Straus,  M.D.  : Dr.  Zimmer- 

man asked  if  an  intravenous  pyelogram 


had  been  done.  It  was  not.  If  this  ques- 
tion was  a leading  one  and  was  meant  to  be 
helpful,  I can  say  only  that  it  has  not  helped 
me.  As  a matter  of  fact,  it  is  at  variance 
with  my  preconceived  notions.  Not  know- 
ing what  to  make  of  this  suggestion,  I shall 
ignore  it!  This  maneuver  is  based  on  the 
well-known  legal  principle ; Deponent  know- 
ing not,  sayeth  not. 

It  is  quite  clear  that  the  patient  had  a 
peripheral  neuropathy  of  some  kind.  This 
is  documented  by  the  pains,  paresthesias, 
weakness  of  the  extremities,  and  neurologic 
findings. 

Other  salient  features  of  this  ca.se  include 
a fasting  blood  glucose  of  168  mg.  per  100  ml. ; 
renal  impairment  manifested  by  albumin, 
granular  casts  in  the  urine,  and  elevation 
of  the  urea  nitrogen  and  creatinine;  he- 
patic involvement  with  bromsulphalein  of 
27  per  cent;  reversal  of  the  albumin-glob- 
ulin ratio;  and  fever,  anemia,  and  leuko- 
cytosis. Moreover,  we  are  told  that  the 
skin  and  muscle  biopsy  revealed  a necro- 
tizing arteritis  with  organizing  thrombotic 
occlusion  and  .secondary  muscle  atrophy. 

It  is  tempting  to  explain  the  entire  story 
on  the  basis  of  a diabetic  neuropathy  since 
the  fasting  blood  glucose  would  suggest 
that  the  patient  had  diabetes.  A recent 
report  has  emphasized  the  well-known  fact 
that  a peripheral  neuropathy  may  be  the 
first  manifestation  of  an  underlying  dia- 
betes mellitus.^ 

On  this  basis,  the  renal  abnormalities 
might  be  attributed  to  diabetic  glomerulo- 
sclerosis. Several  objections  to  this  ex- 
planation exist.  Diabetic  neuropathy  usu- 
ally is  characterized  by  much  more  pain  than 
was  apparent  in  this  patient.  In  addition, 
there  was  no  hypertension  or  edema,  and 
the  characteristic  fundal  changes,  such  as 
hemorrhages,  exudates,  and  capillary  mi- 
croaneurysms, were  not  present.  More- 
over, an  elevated  fasting  blood  glucose  is 
inadequate  for  a diagnosis  of  diabetes 
mellitus.  It  is  essential  that  we  know  that 
the  patient  had  a high  carbohydrate  intake 
for  at  least  three  days  prior  to  the  test  before 
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a diagnosis  of  diabetes  mellitus  can  be 
entertained.  It  is  also  well  known  that 
with  nitrogen  retention  in  chronic  renal 
disease,  hyperglycemia  may  be  present  in 
the  absence  of  diabetes  mellitus.  Finally, 
we  are  unable  to  reconcile  the  vasculitis, 
fever,  and  leukocytosis  with  this  hypothesis. 
Reluctantly,  then,  we  must  abandon  the 
idea  of  diabetic  polyneuritis  with  renal 
involvement  as  the  diagnosis  here. 

]\Iany  recent  reports  have  stressed  the 
occurrence  of  peripheral  neuropathy  as  an 
initial  manifestation  of  an  underlying  car- 
cinoma, usually  bronchogenic  in  origin. - 
However,  there  is  no  evidence  of  an  under- 
lying malignant  condition  in  the  lung  or 
elsewhere. 

The  protocol  kindly  suggests  Harada’s 
disease,  and  I was  eager  to  seize  on  this 
eponym  as  a solution  to  the  problem,  es- 
pecially since  I had  not  the  vaguest  notion 
as  to  what  it  was.  A little  research  proved 
that  this  diagnosis,  alas,  was  inadequate. 
For  the  benefit  of  some  of  you  who  may 
similarly  have  been  blissfully  unaware  of 
the  existence  of  this  entity,  Harada’s  disease 
manifests  itself  as  uveitis  with  skin  lesions. 
The  choroid  is  predominantly  involved,  and 
the  skin  lesions  include  vitiligo,  peliosis 
(purpura),  and  alopecia. 

Porphyria  may  produce  a neuropathy 
but  not  the  many  other  findings  exhibited 
here.  Thiamin  deficiency  could  explain  very 
few  of  this  patient’s  symptoms  other  than 
the  neuropathy. 

Boeck’s  sarcoid  may  involve  the  eyes, 
lungs,  kidneys,  liver,  and  blood  vessel 
walls.  The  albumin-globulin  ratio  often  is 
reversed,  and  anemia  may  be  present. 
However,  mediastinal  adenopathy  is  usually 
observed  with  pulmonary  involvement,  and 
leukocytosis  is  rare.  Moreover,  necrotiz- 
ing lesions  are  not  found  in  sarcoidosis. 

It  seems  clear  that  this  patient  had  a 
widely  disseminated  disorder  with  involve- 
ment of  many  organs.  Of  course,  this 
immediately  raises  the  question  of  peri- 
arteritis nodosa.  At  these  exercises,  peri- 
arteritis nodosa  is  the  last  refuge,  not  of  a 


scoundrel,  but  of  the  confused  and  be 
wildered.  I answer  to  that  description.  The 
absence  of  hypertension  or  eosinophilia  would 
not  rule  out  this  diagnosis.  On  the  other 
hand,  the  peripheral  neuropathy,  renal  in- 
volvement, hepatic  damage,  alterations  in 
serum  proteins,  leukocytosis,  and  vasculitis 
certainly  are  compatible  with  this  diagnosis. 
However,  I was  struck  by  the  prominent 
involvement  of  the  respiratory  passages. 
The  patient  was  hoarse  and  had  naso- 
pharyngeal bleeding  with  heavy  crusting  in 
the  nasopharynx.  She  had  a continuing 
sinusitis,  laryngitis,  bronchitis,  and  pneu- 
monitis. The  x-ray  film  indicated  the 
presence  of  pulmonary  fibrosis.  There  was 
respiratory  distress  which  could  not  be 
controlled.  Such  involvement  of  the  re- 
spiratory tract  in  association  with  dissemi- 
nated lesions  throughout  the  body  have 
been  described  in  a rare  malady  called 
Wegener’s  granulomatosis.  This  has  been 
considered  to  be  a respiratory-renal  sub- 
type  of  periarteritis  nodosa.  It  was  de- 
scribed originally  by  Klinger  in  193P  and 
subsequently  designated  as  an  entity  by 
Wegener  in  1936.'*  Since  the  original  de- 
scription, approximately  30  cases  have  been 
described  in  the  literature.  If  my  suspicions 
in  this  case  prove  to  be  correct,  I shall 
promptly  proceed  to  regard  myself  as  an 
expert,  having  seen  a similar  case  seven  or 
eight  years  ago. 

In  an  excellent  article,  Fahey  et  al} 
characterized  Wegener’s  granulomatosis  as 
exhibiting  essentially  the  following  anatomic 
features:  (1)  necrotizing,  granulomatous 

lesions  in  the  upper  and  lower  respiratory 
tract;  (2)  generalized  focal  necrotizing 
vasculitis  involving  the  arteries  and  veins; 
and  (3)  glomerulitis,  characterized  by  ne- 
crosis and  thrombosis  of  loops  of  the  capil- 
lary tufts,  and  capsular  adhesions  with 
eventual  development  of  granulomatous 
lesions.  The  etiology  is  entirely  unknown. 
This  condition  affects  both  sexes  of  all  ages 
but  is  most  frequent  in  the  fourth  and  fifth 
decades.  Frequently  there  is  no  history  of 
allergy,  such  as  asthma,  or  of  exposure  to 
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Fig.  1.  Arteriolites  and  organizing  thrombus  in 
adrenal  vessel.  Hematoxylin-eosin  stain  ( X 130). 


sulfonamides.  The  duration  of  illness  is 
usually  brief,  averaging  six  months.  No 
form  of  treatment  has  been  successful. 
Steroids  have  been  employed  with  little 
effect.  They  were  employed  in  this  patient 
with  no  success.  Nitrogen  mustards  helped 
in  one  case.®  In  addition  to  respiratory, 
neural,  and  renal  involvement,  arthritis, 
ocular  papillitis,  carditis,  parotitis,  and 
prostatitis  have  been  described. 

On  the  basis,  then,  of  the  severe  involve- 
ment of  the  respiratory  tract,  the  renal 
lesion,  the  necrotizing  arteritis,  anemia, 
and  neuropathy,  this  appears  to  be  a case  of 
Wegener’s  granulomatosis. 

Diagnoses 

Clinical. — Peripheral  neuropathy. 

Dr.  Straus. — Wegener’s  granulomatosis. 

Anatomic. — Wegener’s  granulomatosis  in- 
volving kidneys,  heart,  lungs,  and  other 
viscera. 

Pathologic  Report 

George  Gitlitz,  M.D.  : At  autopsy  the 
main  findings  on  gross  examination  were 
limited  to  the  heart,  lungs,  and  kidneys. 
The  heart  weighed  390  Gm.  with  minimal 
dilatation  and  hypertrophy  of  the  left 
ventricle.  The  combined  weight  of  the 
lungs  was  1,550  Gm.  They  were  hypocrepi- 
tant  with  both  lower  lobes  somewhat  volu- 
minous and  firm  to  palpation.  The  cut 
surfaces  of  the  lower  lobes  were  dark  red 


Fig.  2.  Recanalized  thrombus  in  branch  of 
coronary  artery  in  subepicardial  fat.  Hematoxylin- 
eosin  stain  ( X 325). 


and  fleshy  in  appearance  with  raised, 
spotty,  yellowish  granulomatous  areas  from 
which  pus  exuded.  The  upper  lobes  were 
slightly  congested.  The  tracheobronchial 
tree  was  clear.  The  pulmonary  vessels 
were  unremarkable.  The  right  kidney 
weighed  140  Gm.,  and  the  left  weighed 
175  Gm.  Their  surfaces  were  pale  yellow 
with  numerous  petechiae  as  well  as  marked 
capillary  injection.  They  were  otherwise 
unremarkable. 

The  most  striking  finding,  microscopic- 
ally, was  the  presence  of  innumerable 
lesions  similar  to  those  found  in  the  surgical 
biopsy  of  the  skin  and  muscle.  These 
lesions  were  found  in  the  kidneys,  spleen, 
myocardium,  thyroid,  skin,  skeletal  muscle, 
liver,  adrenals,  pancreas,  mesenteric  vessels, 
and  lungs.  They  were  most  numerous  in 
the  kidneys  and  occurred  least  frequently 
in  the  skin  and  lungs.  They  consisted  of  a 
diffuse  angiitis,  involving  both  arterioles 
and  venules,  with  necrosis  of  the  vessel 
walls  and  resulting  thrombosis  (Fig.  1). 
A cellular  inflammatory  reaction  which  was 
predominantly  lymphocytic  was  present  in 
many  of  the  vessels,  but  occasional  plasma 
cells  also  were  present.  In  some  vessels  the 
lesions  were  older — they  were  completely 
thrombosed,  organized,  and  recanalized 
(Fig.  2). 

In  addition  to  these  vascular  lesions,  there 
were  widespread  miliary  granulomas  in 
many  of  the  organs.  Typically,  these 
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Fig.  3.  Granuloma  (about  the  size  of  a glo- 
merulus) surrounded  by  a lymphocytic  interstitial 
infiltration  in  the  kidney.  Hematoxylin-eosin 
stain  (X  180). 

granulomas  consisted  of  central  zones  of  a 
hyaline,  eosinophilic  substance  surrounded 
by  mononuclear  inflammatory  cells  (Fig. 
3).  The  older  lesions  of  this  kind  had 
marginal  fibroblastic  proliferation  and,  in 
some  instances,  multinucleated  giant  cells. 

In  the  kidneys,  the  glomeruli  were  addi- 
tionally involved  by  necrotic,  occluded, 
afferent  arterioles  (Fig.  4).  The  older 
vascular  lesions  had  resulted  in  glomerular 
fibrosis.  There  was  no  evidence  of  renal 
infarction. 

H.  M.  Zimmerman,  M.D.  ; My  cpiestion 
concerning  an  intravenous  pyelogram  be- 
fore Dr.  Straus’  discussion  was  meant  only 
to  emphasize  the  seeming  lack  of  clinical 
interest  in  the  kidneys  of  this  patient.  It 
was  not  meant  to  confuse  anybody,  and  I 
am  glad  it  did  not  confuse  Dr.  Straus. 

Harold  Rifkin,  M.D. : Is  Wegener’s 

granulomatosis  the  same  as  the  allergic 
angiitis  recently  described  by  Churg  and 
Strauss? 

Dr.  Straus;  No.  Although  allergic  an- 
giitis is  characterized  by  the  presence  of 
granulomas,  several  differences  exist.  In 
the  syndrome  of  Churg  and  Strauss  there  is 
usually  an  allergic  background,  renal  lesions 
are  not  prominent,  and  necrotizing  granu- 
lomas do  not  predominate  in  the  respiratory 
tract. 

Question:  Was  the  heart  involved? 

Dr.  Zimmerman:  Yes.  There  was  a 


Fig.  4.  Necrosis  of  afferent  arteriole  in  glomerulus. 
Hematoxylin-eosin  stain  ( X 325). 


granulomatous  process  in  the  myocardium 
around  the  blood  vessels,  and  the  ve.ssels 
themselves  were  involved. 

Arthur  B.auman,  M.D. : We  studied 
this  patient  carefully  during  her  life  on  the 
ward.  We  could  not  make  a definitive 
diagnosis  clinically  because  granulomas  were 
not  found  on  bronchoscopy.  Also,  necro- 
sis of  the  nose  and  other  facial  bones  appar- 
ently was  not  present. 

Dr.  Straus  : Such  destruction  is  ab- 
sent in  many  of  the  reported  cases.  In 
this  patient,  the  chorioretinitis  and  papilli- 
tis present  in  the  right  eye  may  have  been 
due  to  granulomatous  invasion. 

Question:  Were  the  sinuses,  orbit,  and 

upper  respiratory  passages  examined  histo- 
logically? 

Dr.  Zimmerman:  No.  This  was  not 
permitted. 
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^ I ^HE  treatment  of  diabetic  acidosis  is  a 
dramatic  illustration  of  the  value  of 
clinical  and  laboratory  research  to  the  pa- 
tient. This  brief  review  will  attempt  to 
define  the  nature  of  diabetic  acidosis  and 
its  treatment  as  related  to  our  present 
understanding  of  its  pathogenesis. 

Prior  to  the  discovery  of  insulin  by 
Banting  and  Best  in  1922,  the  mortality  in 
diabetic  acidosis  was  more  than  60  per 
cent.  During  the  past  thirty  years,  the 
rate  has  declined  progressively  and  in  some 
hospitals  has  reached  the  low  level  of  3 
per  cent  or  less.  Among  the  many  con- 
tributions which  have  made  this  possible 
have  been  studies  of  electrolyte  and  fluid 
balances, appreciation  that  hypokalemia 
may  develop  during  treatment  in  some 
patients,^’®  the  increased  availabihty  of 
laboratory  facilities,  and  the  growing  rec- 
ognition that  guidance  of  therapy  by  experi- 
enced physicians  is  essential. 

Cause 

Diabetic  acidosis  results  from  a deficiency 


of  insulin  in  relation  to  metabolic  require- 
ments. Infection,  tissue  damage,  or  emo- 
tional stress  may  increase  the  demand  for 
insulin.  Although  the  mechanism  is  not 
fully  understood,  hormones  of  the  adrenal 
cortex  and  nonhormonal  insulin  antagonists 
may  play  a role.®  ’^  One  of  the  latter  behaves 
like  an  antibody  and  travels  with  the  plasma 
globulins;  it  appears  to  account  for  the 
excessive  requirements  of  insuhn-resistant 
patients. 

Effects 

The  effects  of  insulin  deficiency  are  wide- 
spread. The  rate  of  glucose  transport 
across  the  cell  membrane  is  decreased  and 
there  appears  to  be  a defect  in  the  intra- 
cellular mechanism  for  the  phosphorylation 
of  glucose  as  well.  Since  plasma  glucose  can 
enter  the  reactions  of  intermediary  me- 
tabohsih  only  as  glucose-6-phosphate,  im- 
paired formation  of  the  phosphorylated  com- 
pound Umits  effectively  the  utilization  of 
glucose.  Glycogen  synthesis  is  thus  di- 
minished. The  Embden-Meyerhof  gly- 
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BUTYRYL-CoA 


CROTONYL-CoA 


ACETOACETYL-CoA  ;■  p-HYDROXY  BUTYRYL-CoA 

11  DPNH  II 


ACETONE  ACETOfiCETIC  ACID  p- HYDROXY  8UTYRIC  ACID 

2 ACETYL- CoA  + 2 OXALACETATE- 


TRICARBOX  YLIC 
ACID  CYCLE 


Fig.  1.  Reactions  in  the  breakdown  of  fatty 
acids,  including  the  formation  of  ketone  bodies. 
(Modified  from  Siperstein.*) 


colytic  sequence  and  the  pentose  phosphate 
pathway  draw  substrate  from  liver  glycogen 
stores  until  they  are  exhausted.  Except 
for  areas  such  as  the  central  nervous  system, 
where  insulin  is  not  required,  glucose  break- 
down is  decreased  considerably  and  glucose 
derived  from  ingested  carbohydrate  and 
from  amino  acids  accumulates  in  the  extra- 
cellular fluid.  Here,  the  elevated  concen- 
tration of  the  monosaccharide  is  accom- 
panied by  an  increase  in  the  osmotic  pres- 
sure, and  fluid  and  electrolytes  are  drawn 
out  of  the  cells  in  response  to  the  pressure 
gradient.  Simultaneously,  the  extracellular 
compartment  shrinks  as  increased  amounts 
of  solute  accompany  glucose  in  the  urine 
during  an  osomotic  diuresis. 

Depot  fat  is  mobilized,  and  fatty  acid 
synthesis  slows  appreciably.  The  plasma 
lipids  increase,  and  the  rate  of  breakdown 
of  fatty  acids  rises.  Long-chain  acids 
normally  are  broken  down  by  the  successive 
splitting  off  of  acetyl  coenzyme  A fragments 
until  the  remaining  molecule  is  butyryl 
coenzyme  A.  This  also  is  converted  to 
acetyl  coenzyme  A which  condenses  with 
oxalacetate  (from  pyruvate  among  other 
sources)  to  enter  the  tricarboxylic  acid 
cycle  as  citrate  (Fig.  1).  Lipogenesis 
starts  with  the  formation  of  acetyl  coenzyme 
A from  pyruvate  or  from  ketogenic  amino 
acids  and  proceeds  in  a reverse  direction. 
Synthesis  depends  on  an  adequate  supply  of 
reduced  di-  and  triphosphopyridine  nucleo- 
tides (DPNH,  TPNH)  generated  by  the 
glycolytic  sequence  and  the  pentose  phos- 
phate pathway,  respectively.*®  Recent 
studies  suggest,  however,  that  di-  and  tri- 
phosphopyridine nucleotides  are  not  rate- 
limiting  and  that  the  enzymatic  defect  with 


respect  to  fatty  acid  synthesis  in  diabetes 
remains  to  be  established.^® 

Acetoacetate  and  beta-hydroxybutyrate 
are  by-products  of  fatty-acid  breakdown  and 
tend  to  accumulate  when  their  rate  of 
formation  exceeds  the  maximal  rate  of  utili- 
zation in  fatty-acid  synthesis  and  in  ox- 
idation in  the  tissues  via  the  tricarboxylic 
acid  cycle.  Acetoacetate  (diacetic  acid) 
and  beta-hydroxybutyrate,  which  are  in 
equilibrium  with  each  other  and  with 
acetone,  are  excreted  in  the  urine  as  salts 
of  strong  acids  with  fixed  cations  and 
ammonia.  The  plasma  pH  falls  and  carbon 
dioxide  is  blown  off  through  the  lungs. 
Acetoacetate  is  highly  toxic  and  is  believed 
to  account  in  part  for  the  mental  changes 
that  take  place  in  the  patient  with  diabetic 
acidosis. 

Loss  OF  Tissue  Protein. — Tissue  protein 
is  lost  early  and  steadily,  as  amino  acids  are 
broken  down  to  form  glucose.  Although  the 
negative  nitrogen  balance  is  reversed  with 
treatment,  complete  restoration  of  protein  is 
long  delayed.  The  recently  observed  re- 
quirement of  insulin  for  the  maintenance  of 
growth  in  young  animals  may  account  in 
part  for  the  diversion  of  amino  acids  from 
tissue  protein  synthesis  to  gluconeogenesis. 
The  influence  of  the  antianabolic  action  of 
the  adrenal  cortical  steroid  hormones  and 
possibly  of  the  low  pH  may  contribute  to  the 
loss  of  nitrogen. 

Fluid  and  Electrolyte  Changes. — 
Fluid  and  electrolyte  changes  during  the 
development  of  acidosis  were  shown  clearly 
in  early  studies.^  Large  negative  balances 
of  sodium,  potassium,  chloride,  and,  to  a 
lesser  extent,  calcium  and  phosphorus  coin- 
cided with  the  appearance  of  heavy  gly- 
cosuria. The  loss  of  electrolytes  in  the 
urine  increased  further  with  the  excretion 
of  ketonic  acids  (Fig.  2).  Subsequent 
reports®  * have  confirmed  these  observations 
and  have  demonstrated  further  a negative 
magnesium  balance.  The  respective  deficits 
of  sodium,  potassium,  and  chloride  range 
between  300  and  600  or  more  milli- 
equivalents  in  a volume  of  water  that 
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Fig.  2.  Balance  data  in  2 patients  with  diabetes 
during  withdrawal  of  insulin  and  following  its 
reinstitution.  One  patient  developed  acidosis,  the 
other  did  not.  The  horizontal  lines  on  the  bars 
representing  the  calcium  balance  measurements 
separate  the  urinary  (upper)  and  fecal  outputs. 
(Prepared  by  John  V.  Taggart,  M.D.,  from  the 
data  of  Atchley  el  al.^) 


represents  about  10  per  cent  of  the  body 
weight. 

Following  the  initiation  of  treatment, 
intracellular  electrolytes  are  restored  at  the 
expense  of  the  extracellular  fluid,  and  abrupt 
decreases  of  the  serum  potassium  concen- 
tration may  occur  with  potentially  serious 
consequences  to  the  patient.^  ® The  levels 
of  serum  inorganic  phosphorus  and  of 
magnesium  decline  also.  As  yet,  however, 
no  related  clinical  disturbances  have  been 
demonstrated  (Fig.  2). 

Shrinkage  of  the  Extracellular 
Fluid  Volume.^ — Shrinkage  of  the  extra- 
cellular fluid  volume  creates  hemodynamic 
problems.  The  blood  pressure  may  fall, 
occasionally  to  shock  levels,  in  patients  with 
advanced  acidosis.  Nevertheless,  the  char- 
acteristic clinical  evidence  of  superficial 
vasoconstriction  rarely  is  seen.  Studies 
with  cardiac  catheterization  have  shown  an 
increase  in  the  cardiac  output  and  a con- 
siderable reduction  in  the  total  peripheral 
resistance."  Measurement  of  renal  func- 
tion, limited  to  a small  number  of  patients, 
indicates  that  both  the  renal  plasma  flow 
and  the  glomerular  filtration  rate  are 
reduced,  at  least  in  the  presence  of  nitrogen 
retention."’"  The  cerebral  blood  flow  in 


comatose  patients  rises,  although  the  oxygen 
uptake  falls  to  half  the  normal  level." 
This  change  in  oxygen  consumption  is 
correlated  most  closely  with  the  plasma  pH 
and  the  degree  of  ketosis.  A recent  report 
suggests  that  renal  ischemia  without  an 
oliguric  phase  may  account  for  the  in- 
creasing azotemia  during  therapy  in  some 
patients."  It  thus  appears  that  the  cerebral 
and  peripheral  blood  flow  is  maintained  at 
the  expense  of  the  kidney  in  seriously  ill 
patients. 

Prevention 

That  diabetic  acidosis  is  preventable  has 
been  emphasized  repeatedly.  Unfortu- 
nately, prevention  is  not  possible  before  the 
diagnosis  of  diabetes  is  made.  Patients  with 
previously  unrecognized  diabetes  account  for 
a large  proportion  of  hospital  admissions 
for  acidosis,  a statistic  which  amply  justifies 
diabetes  detection  surveys."  Omission  of 
insulin  or  the  reduction  of  the  dose  because 
of  a curtailed  food  intake  during  a gastro- 
intestinal upset  are  among  the  chief  causes 
of  acidosis  in  otherwise  well-managed  pa- 
tients. The  insuhn  requirement  in  these 
circumstances  is  almost  always  increased. 
Infection,  starvation,  extreme  emotional 
stress,  and  tissue  damage  (surgery,  vascular 
accidents,  injury)  all  may  increase  the 
demand  for  insuhn  and  thus  initiate  the 
chain  of  events  leading  to  acidosis.  Close 
observation  of  the  degree  of  glycosuria  and 
tests  for  acetone  by  selected  patients  during 
critical  periods  have  been  of  value  in 
permitting  the  re-estabhshment  of  control 
prior  to  the  development  of  significant 
acidosis. 

The  initial  symptoms  are  polyuria  and 
thirst  indicating  the  presence  of  heavy 
glycosuria.  The  appetite  diminishes,  and 
nausea  appears.  This  limits  the  fluid  intake 
which  falls  progressively  behind  the  output 
of  urine.  Nausea  and  vomiting  usually 
herald  the  onset  of  acidosis  and  are  followed 
by  an  increase  in  the  depth  of  breathing 
(Kussmaul’s  breathing)  and  often  in  its 
rate.  Kussmaul’s  breathing  was  found  in 
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three  quarters  of  a group  of  children  with 
serum  bicarbonate  concentrations  of  10 
mEq.  per  liter  or  less;  it  occurred  in- 
frequently among  patients  with  higher 
levels.  The  hyperpnea  may  be  distressing 
if  it  precedes  mental  depression.  One 
of  our  acidotic  patients  was  referred  to  a 
psychiatrist  for  treatment  of  this  symptom 
prior  to  admission.  Mental  changes  cor- 
relate closely  with  the  depth  of  acidosis  and 
afford  the  best  prognostic  indications.  Leth- 
argy appears  early;  it  is  followed  by  con- 
fusion or  delirium  and  ultimately  by  coma. 

Abdominal  pain  may  be  severe.  When  the 
physical  findings  are  suggestive,  the  ques- 
tion of  an  acute  condition  within  the 
abdomen  may  be  raised.  Surgery  during 
severe  diabetic  acidosis  is  hazardous  and 
should  be  delayed  in  most  patients  until 
the  metabolic  disturbance  is  corrected  and 
the  picture  clarified. 

On  admission,  the  patient  is  considerably 
dehydrated  and  is  breathing  heavily.  The 
odor  of  acetone  is  pervasive.  The  tempera- 
ture is  normal  or  subnormal,  the  pulse  is 
rapid  and  bounding,  and  the  blood  pressure 
may  be  low.  Despite  this,  the  face  is  flushed 
and  the  skin  is  warm  and  dry.  The  abdomen 
may  be  tender  and  the  signs  of  peritoneal 
irritation  may  be  present  in  the  absence  of  a 
surgical  emergency.  There  may  be  evidence 
of  gastric  dilatation.  A careful  physical 
examination  often  disclosed  a possible  cause 
of  the  acidosis. 

The  urine  contains  large  amounts  of 
glucose,  acetone,  and  acetoacetic  (diacetic) 
acid.  In  the  pre.sence  of  impaired  renal 
function,  however,  the  ferric  chloride  and, 
less  frequently,  the  nitroprusside  tests  may 
show  negative  results.  In  these  instances, 
the  odor  of  acetone  confirmed  by  a nitro- 
prusside test  on  serum  will  establish  the 
diagnosis.  Albuminuria  is  often  present. 
The  hemoglobin  and  erythrocyte  counts 
frequently  are  elevated,  reflecting  the  degree 
of  hemoconcentration.  In  response  to  the 
dehydration,  the  white  cells  are  increa.sed, 
often  above  20,000,  with  a preponderance  of 
neutrophils. 


On  admission,  plasma  electrolytes  may  be 
within  the  normal  range,  with  the  exception 
of  bicarbonate,  although  the  sodium  level 
often  is  reduced.  The  blood  sugar  is 
moderately  elevated  to  concentrations  of 
from  250  to  350  mg.  per  100  ml.;  it  rarely 
exceeds  1 per  cent.  The  nonprotein  nitrogen 
rises  as  the  dehydration  progresses.  The 
plasma  pH  is  low,  and  the  bicarbonate 
content  is  reduced.  The  plasma  bicarbonate 
level  offers  a readily  available  index  of  the 
extent  of  the  acidosis.  Since  the  mortality 
decreases  sharply  at  bicarbonate  concen- 
trations above  10.6  mEq.  per  liter,  several 
hospitals  have  reserved  the  diagnosis  of 
severe  diabetic  acidosis  for  those  patients 
whose  levels  are  below  8.5  to  10.6  mEq. 
per  liter  (20  to  25  volumes  per  100  ml.). 

Serum  lipids  are  elevated.  Free  fatty 
acid  concentrations  were  increased  three- 
to  eightfold  in  9 of  10  patients  treated  at  the 
Presbyterian  Hospital.^*  Gross  lipemia  is 
uncommon.  The  serum  amylase  is  high  in 
some  patients,  even  in  the  absence  of 
abdominal  pain.  It  does  not  indicate 
necessarily  the  presence  of  acute  pan- 
creatitis, although  this  has  been  reported  in 
some  patients  with  acidosis. 

Diagnosis 

The  differentiation  of  diabetic  coma  from 
hypoglycemic  coma  is  rarely  if  ever  a 
problem.  In  hypoglycemia  the  onset  is 
rapid,  accompanied  by  symptoms  related  to 
epinephrine  discharge,  and  often  precedes  a 
delayed  meal  or  follows  exercise.  The 
patient  is  well  hydrated,  the  skin  is  moist, 
and  hyperpnea  and  acetone  breath  are  not 
observed.  The  urine  is  free  of  sugar  and 
ketones.  It  should  be  emphasized,  how- 
ever, that  bladder  urine  elaborated  prior  to 
the  onset  of  hypoglycemia,  initially  may 
contain  variable  amounts  of  glucose. 

Treatment 

The  treatment  of  severe  diabetic  acidosis 
is  less  controversial  than  it  was  some  years 
ago,  but  differences  of  opinion  still  exist. 
The  methods  u.sed  in  the  management  of 
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adult  patients  at  the  Presbyterian  Hospital 
since  1951  will  be  described  in  the  present 
review. 

As  soon  as  the  diagnosis  is  made,  the 
patient  is  escorted  by  a house  officer  to  the 
ward  where  he  is  transferred  directly  to  the 
care  of  the  ward  intern.  Thereafter,  during 
the  next  twenty-four  hours,  a physician  is 
continuously  at  the  bedside.  Heparinized 
blood  (to  avoid  the  delays  involved  in  the 
preparation  of  serum)  is  drawn  for  determi- 
nation of  sugar,  bicarbonate,  sodium,  potas- 
sium, and  urea  nitrogen;  an  infusion  of 
isotonic  saline  is  started  through  the  same 
needle.  Crystalline  insulin  is  given,  half 
intravenously  and  half  subcutaneously,  in 
doses  of  50  to  100  units.  (In  the  presence  of 
shock  or  congestive  failure,  the  entire  dose  is 
given  intravenously.)  A blood  count,  urine 
analysis,  and  sedimentation  rate  are  ob- 
tained, as  well  as  cultures  of  the  blood, 
throat,  urine,  and,  if  indicated,  stool.  A 
chest  roentgenogram  at  the  bedside  and  a 
baseline  electrocardiogram  are  ordered. 

A brief  history  is  elicited,  from  relatives  if 
necessary,  and  a complete  physical  ex- 
amination is  performed.  Flow  sheets  are 
begun  to  record  the  fluid,  glucose,  and 
electrolyte  intake;  urine  tests  for  glucose, 
acetone,  and  diacetic  acid;  urine  volume; 
plasma  analyses;  and  blood  pressure,  pulse, 
and  temperature. 

The  urine  is  tested  at  hourly  inter- 
vals and  unless  the  patient  is  able  to 
cooperate,  an  indwelling  catheter  is  in- 
troduced. Usually  this  can  be  removed 
within  eighteen  to  twenty-four  hours.  Anti- 
biotics are  administered  to  these  patients 
prophylactically.  Gastric  aspiration  is  re- 
served for  those  patients  who  show  evidence 
of  gastric  dilatation.  Shock  is  treated  with 
norepinephrine  or  blood  and  congestive 
failure  with  digitalis. 

Regular  (standard,  plain,  crystalline)  in- 
sulin is  given  at  hourly  intervals,  sub- 
cutaneously after  the  initial  dose  unless 
there  are  contraindications.  If  the  clinical 
state  of  the  patient  deteriorates,  successive 
doses  are  increased  rapidly.  Only  in  this 


way  has  it  been  possible  to  provide  adequate 
treatment  for  2 patients  in  our  series  who 
required  5,000  and  14,000  units  respectively 
during  the  twenty-four-hour  period  fol- 
lowing admission.  If  the  patient’s  condi- 
tion remains  stable  or  improves,  the  insulin 
dose  is  adjusted  appropriately.  There  is  no 
place  for  standing  orders  for  insulin,  fluid,  or 
electrolytes  during  this  phase  of  treatment. 

Laboratory  reports  are  available  before 
the  completion  of  the  first  saline  infusion. 
With  the  finding  of  a plasma  bicarbonate 
concentration  of  10.6  mEq.  per  liter  or  less, 
the  diagnosis  of  severe  diabetic  acidosis  is 
made.  The  ranking  medical  resident  on 
call  and  the  metabolism  ward  visiting 
physician  are  notified.  At  some  point 

during  the  early  stages  of  treatment,  the 
house  officers  and  the  vi.siting  physician 
meet  at  the  bedside  for  a detailed  review  of 
the  problems  and  of  the  projected  manage- 
ment of  the  patient.  Thereafter,  the 

resident  and  visiting  physician  are  constantly 
available  for  consultation. 

Following  the  initial  intravenous  infusion 
of  isotonic  saline  solution,  15  to  20  Gm.  of 
sodium  bicarbonate  in  1 L.  of  distilled  water 
are  given,  usually  with  prompt  relief  of  the 
hyperpnea  but  with  only  a modest  rise  in  the 
plasma  bicarbonate  content.  No  evidence 
of  alkalosis  has  appeared  with  the  use  of 
this  dose  of  alkali  in  some  200  patients 
during  the  past  twenty  years.  If  the 
blood  sugar  is  350  mg.  per  100  ml.  or  less,  the 
third  liter  is  5 per  cent  glucose  in  water. 

Serum  analyses  for  glucose  and  potassium 
(often  other  electrolytes  as  well)  are  repeated 
at  intervals  of  three  hours.  Following  the 
second  series  of  blood  tests,  and  only  if  the 
urine  output  is  maintained,  40  mEq. 
of  potassium  chloride  or  potassium  phos- 
phate are  given  in  a liter  of  water  containing 
either  50  Gm.  of  glucose  or  110  mEq.  of 
sodium  chloride,  depending  on  the  blood 
sugar  level.  Subsequent  treatment  is  deter- 
mined by  the  serum  concentrations  of 
electrolytes,  the  blood  sugar  level,  or  the 
degree  of  glycosuria  and  the  water  balance. 
If,  as  sometimes  happens,  the  blood  sugar 
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level  falls  below  200  mg.  per  100  ml.  before 
significant  clearing  of  ketosis,  the  rate  of 
glucose  administration  is  increased  by  the 
addition  of  from  25  to  50  Gm.  of  glucose  to 
the  infusion  then  being  administered. 

After  three  to  six  hours,  the  appetite 
usually  has  returned  and  oral  fluids  may  be 
started  cautiously.  If  small  amounts  of 
water  are  tolerated,  diluted  juices  and  broth 
are  begun.  Frequently,  solid  food  may  be 
resumed  the  following  day.  After  ketosis 
has  cleared,  the  doses  of  insulin  are  reduced 
to  levels  required  to  keep  the  urine  sugar 
free.  Thereafter,  urine  tests  are  made  at 
intervals  first  of  two  hours,  later  of  four 
hours.  The  use  of  depot  insuhn  is  delayed 
until  the  patient  is  able  to  retain  a measured 
diet. 

Comment 

The  treatment  of  patients  with  mild  or 
moderate  acidosis  varies  with  the  patient. 
When  moderate  degrees  of  acidosis  are 
present,  particularly  with  nausea  and  vom- 
iting, the  methods  used  are  similar  to  those 
outlined  previously  with  the  exception  that 
sodium  bicarbonate  is  not  given.  When 
the  serum  bicarbonate  concentration  is 
only  slightly  depressed,  oral  fluids  con- 
taining sugar,  salt,  and  potassium  are 
forced,  and  regular  insulin  is  given  at 
intervals  of  one  or  two  hours  in  relation  to 
urine  tests.  It  must  be  emphasized  that 
close  observation  of  these  patients  is 
essential,  for  mild  acidosis  may  rapidly  be- 
come severe  if  treatment  is  inadequate. 

The  importance  of  parenteral  potassium 
during  the  treatment  of  diabetic  acidosis  is 
well  recognized.  Flattening  progressing  to 
inversion  of  the  T waves  and  prolongation 
of  the  Q-T  interval  on  the  electrocardio- 
gram are  signs  of  hypokalemia  and  often 
permit  its  detection  before  the  laboratory 
results  become  available.  Muscle  weakness 
which  may  advance  to  respiratory  paralysis 
is  prevented  or  relieved  by  administration  of 
potassium.  If,  however,  it  is  given  rapidly 
or  in  excessive  amounts,  especially  to 
oliguric  patients,  hyperkalemia,  its  attend- 


ant electrocardiographic  changes,  hypo- 
tension, and  even  cardiac  arrest  may 
appear.  The  amount  of  parenteral  potas- 
sium salts  required  is  usually  no  more  than 
40  to  80  mEq. ; this  is  given  intravenously 
at  an  approximate  rate  of  40  mEq.  per 
hour.  It  is  rarely  needed  earlier  than  three 
hours  after  treatment  has  begun,  and  can 
be  followed  shortly  by  potassium-containing 
oral  fluids  (fruit  and  tomato  juices  contain 
5 to  6 mEq.  per  100  ml.).  We  have  not 
found  it  necessary  to  use  oral  potassium 
supplements  which  can  at  times  cause 
gastric  irritation. 

Several  investigators  object  to  the  use  of 
alkali  during  treatment  on  the  grounds 
that  it  obscures  the  relationship  between 
the  serum  bicarbonate  level  and  the  pa- 
tient’s course,  may  produce  alkalosis,  and 
may  cause  excessive  increases  in  the  extra- 
and  intracellular  sodium  concentration.  The 
advantage  hes  in  the  production  of  a prompt 
rise  in  the  plasma  pH  which  accelerates 
recovery  from  Kussmaul’s  breathing  and 
possibly  from  the  metabohc  disturbances 
which  lead  to  a depression  of  cerebral  oxygen 
consumption.  As  mentioned  previously, 
we  have  not  seen  alkalosis  develop  with  the 
dose  used  and  have  avoided  excessive 
sodium  accumulation  through  the  use  of 
solutions  of  glucose  in  water  in  subsequent 
infusions.  Furthermore,  the  serum  bi- 
carbonate, though  at  a higher  level,  con- 
tinues to  reflect  the  patient’s  response  to 
treatment.  It  is  our  belief  that  the  maxi- 
mum advantage  is  obtained  if  the  alkali  is 
given  early,  when  the  plasma  pH  is  at  its 
lowest  point. 

Fructose  enters  the  glycolytic  sequence 
without  the  mediation  of  insulin  and  has 
therefore  been  recommended  in  the  treat-  ^ 
ment  of  diabetic  acidosis.  Much  of  the 
administered  fructose  is  converted  to  glu- 
cose, however,  and  it  probably  offers  little  > 
advantage  over  adequate  amounts  of  glu- 
cose and  insuhn.  It  may  conceivably  be  of 
value  in  patients  with  resistance  to  insulin. 

A majority  of  the  patients  studied  have 
lost  large  quantities  of  hypotonic  fluid 
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(with  respect  to  electrolyte  content)  from 
the  body  prior  to  treatment.  This  has  led 
some  investigators*®’^®  to  suggest  the  use 
of  premixed  hypotonic  solutions  containing 
most  of  the  electrolytes  lost  prior  to  treat- 
ment. It  is  our  feeling  that  the  appropriate 
use  of  readily  available  solutions  of  isotonic 
saline  and  of  glucose  in  water  provides  the 
patient  with  sufficiently  hypotonic  fluid 
replacement  in  most  instances.  The  addi- 
tion of  sodium  bicarbonate  early  in  treat- 
ment compensates  for  the  relative  chloride 
excess  in  4 or  more  liters  of  saline.  As 
yet  we  have  found  no  need  for  parenteral 
phosphate  or  magnesium.  The  physician 
is  free,  moreover,  to  modify  the  type  of 
parenteral  treatment  appropriately  from 
hour  to  hour. 

Striking  elevations  in  serum  sodium 
concentrations  have  occurred  in  patients 
with  extreme  hyperglycemia  to  whom  glu- 
cose in  water  cannot  be  given  for  several 
hours.  Hypotonic  solutions  certainly  are 
indicated  in  these  patients.  In  the  presence 
of  oliguria,  extensive  modification  of  the 
recommended  treatment  is  necessary. 

A review  of  the  patients  admitted  to  the 
service  of  Internal  Medicine  at  the  Pres- 
byterian Hospital  between  1940  and  1952 
showed  a mortality  of  13  per  cent  among 
110  admissions  of  patients  with  severe 
diabetic  acidosis.®*  From  1952  through 
19b0  the  mortality  was  4 per  cent  among  116 
admissions.  This  figure  is  less  than  1 per 
cent  if  patients  who  died  of  causes  probably 
unrelated  to  the  acidosis  and  up  to  seven 
days  after  it  had  cleared  are  excluded. 

Summary 

Current  hypotheses  regarding  the  patho- 
genesis of  diabetic  acidosis  are  discussed. 
The  clinical  picture  is  described  and  the 
treatment  used  at  the  Presbyterian  Hospital 
is  presented. 
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T~^espite  their  eagerness  and  ability  to 
work,  heart  patients  find  the  road  back 
to  employment  fraught  with  disappointment 
and  despair.  Too  often  the  lack  of  em- 
ployment opportunities  compels  them  to 
spend  their  savings  and  eventually  turn  to 
the  welfare  departments  for  support.  The 
increasing  incidence  of  heart  disease  in  this 
country  makes  this  rocky  route  to  survival 
economically  dangerous  and  socially  disas- 
trous to  the  patient,  his  family,  and  his 
community.  Furthermore,  the  high  cost  of 
heart  disease  to  industry  in  loss  of  skilled 
manpower  and  money  is  still  another  com- 
pelling reason  for  us  to  become  more  con- 
cerned and  to  seek  better  ways  of  restoring 
the  cardiac  patient  to  work. 

The  rehabilitation  of  the  patient  with 
heart  disease  requires  a command  of  the 
complex  medical,  psychologic,  and  socio- 
economic factors  that  shape  man’s  place, 
work,  and  destiny  in  society.  A heart 
attack  effects  the  surface  of  daily  living  in  a 
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community  to  a degree  determined  by  the 
patient’s  disability,  the  reservoir  of  com- 
munity resources  for  returning  him  to  gain- 
ful work,  and  the  supply  and  demand  of  the 
labor  market.  Previous  installments  of  this 
series  in  the  Journal  have  covered  the  medi- 
cal complications  of  strokes  and  the  other 
major  heart  ailments  produced  by  rheumatic, 
congenital,  arteriosclerotic,  and  hyperten- 
sive disease.  This  article  discusses  cardio- 
vascular rehabilitation  and,  particularly, 
the  operation  and  function  of  the  Rehabilita- 
tion Committee  of  the  New  A'ork  State 
Heart  Assembly  in  mobilizing  community 
resources  for  the  heart  patient. 

Rehabilitation  of  the  heart  patient  calls 
for  effective  communication  among  the 
patient,  his  family,  his  medical  adviser,  his 
employer,  and  his  community.  Although 
no  single  person,  organization,  or  employer 
may  be  at  fault,  all  of  them  share  responsi- 
bility in  getting  the  cardiac  patient  back  to 
work.  Frequently  the  cardiac  patient  needs 
help  to  return  to  work  because  of  chronic 
disability,  lack  of  competent  counseling,  and 
the  social  and  economic  barriers  to  re-em- 
ployment of  the  cardiac  patient  which  have 
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been  raised  unjustly  by  some  misinformed 
segments  of  industry.  Often  cardiac  re- 
habilitation is  a herculean  task  and  requires 
a voluntary  heart  association  like  the  New 
York  State  Heart  Assembly  and  its  local 
chapters,  deus  ex  machina,  to  encourage  and 
assist  heart  patients  in  obtaining  remunera- 
tive employment.  The  methods  used  by 
the  Rehabilitation  Committee  to  accomplish 
this  task  provide  the  theme  for  this  report. 

Functions  of  the  Rehabilitation 
Committee 

The  Rehabilitation  Committee  is  a major 
advisory  unit  of  the  New  York  Heart  As- 
sembly. It  is  composed  of  physicians  (pri- 
vate, industrial,  and  full-time),  educators 
(health,  school,  and  State),  vocational  and 
rehabilitation  experts,  representatives  of 
industry  and  labor,  and  voluntary  com- 
munity leaders.  The  Rehabilitation  Com- 
mittee functions  through  four  subcommittees 
whose  specialized  activities  are  integrated 
by  the  Rehabilitation  Committee  meeting  as 
a whole.  The  spheres  of  interest  of  these 
subcommittees  are  fourfold:  (1)  Work 

evaluation,  sheltered  workshops,  and  work 
simplification;  (2)  the  cardiac  patient  at 
work;  (3)  guidance  of  children  with  cardiac 
limitation;  and  (4)  professional  and  lay 
education. 

Through  these  subcommittees,  the  Re- 
habilitation Committee  explores  and  recom- 
mends to  the  59  New  York  State  heart 
chapters  programs  designed  to  assist  adults 
with  heart  disease  in  resuming  gainful  em- 
ployment and  to  help  children  with  cardiac 
disease  to  enjoy  a more  normal  life.  In 
addition,  the  Rehabilitation  Committee 
proffers  technical  knowledge  and  advice  on 
using  the  social,  economic,  vocational,  and 
educational  reserves  in  the  state  and  local 
communities  for  the  best  interests  of  the 
heart  patient.  As  an  advisory  group,  the 
Rehabilitation  Committee  does  not  presume 
to  poach  on  the  medical  province  of  the 
physician,  but  offers  assistance  which  the 
conscientious  doctor  can  utilize  to  restore 
his  cardiac  patient  to  normal  living. 


Types  of  Heart  Disabilities 

The  members  of  the  Rehabilitation  Com- 
mittee feel  that  most  people  with  heart  con- 
ditions, especially  those  only  slightly  af- 
flicted, can  work,  but  that  all  of  them  are  up 
against  one  or  more  barriers  to  employment 
which  the  physician,  the  patient,  his  family, 
and  his  employer  must  face  squarely  and  be 
willing  to  demolish.  These  roadblocks  arise 
as  the  consequences  of  temporary  heart  dis- 
ability, chronic  heart  disability,  psychologic 
disability,  and  socioeconomic  disability. 

A better  understanding  of  these  disabilities 
will  improve  the  employment  of  cardiac  pa- 
tients and  will  therefore  be  commented  on. 

Temporary  Heart  Disability. — The  pa- 
tient with  a mild,  self-limiting  heart  condi- 
tion, such  as  pericarditis,  myocarditis,  and 
other  inflammatory  or  toxic  reactions,  usu- 
ally faces  no  employment  problem.  He  re- 
covers completely  and  rapidly.  If  his  good 
prognosis  is  explained  to  him  early  in  his 
illness,  he  will  expect  to  return  to  work  and 
will  build  up  no  iatrogenic  tensions  about  his 
capacity  for  work.  He,  his  family,  and  his 
employer  will  readily  accept  the  fact  that  his 
heart  condition  is  temporary  and  that  he 
will  work. 

Chronic  Heart  Disability. — On  the 
other  hand,  the  person  with  a chronic  heart 
ailment,  like  coronary  occlusion,  encounters 
a more  difficult  employment  situation. 
Unfamiliarity  with  heart  disease  facts  and  a 
fear  of  the  future  by  the  patient  and  in- 
dustry set  off  a series  of  chain  reactions  which 
hamper  new  employment  of  cardiac  patients 
and  sometimes  interfere  with  continued  em- 
ployment in  the  old  job.  What  are  some  of 
these  fears  and  facts? 

First,  the  diagnosis  of  acute  coronary 
occlusion  still  conveys  an  ominous  prognosis 
to  the  patient,  family,  and  employer.  Yet, 
the  truth  is  that  4 out  of  5 patients  with  this 
type  of  heart  disease  make  either  a satis- 
factory or  excellent  recovery,  and  less  than 
5 per  cent  of  the  patients  with  good  func- 
tional recovery  from  acute  coronary  throm- 
bosis will  die  each  year.^  Experience  shows 
that  workers  who  return  to  properly  selected 
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productive  employment  after  recognition  of 
their  cardiac  disability  have  at  least  as  good 
a prognosis  as  those  who  do  not  return. 

They  compare  favorably  with  other  groups 
of  workers  with  respect  to  efficiency, 
regularity  of  attendance,  freedom  from 
accidents,  and  adaptability.  Studies  show 
that  the  old  saw,  “Hard  work  never  killed 
anyone,”  still  has  some  objective  basis  in 
fact.  2 

Second,  employers  fear  that  hiring  cardiac 
workers  will  raise  their  compensation  costs. 
Yet  careful  studies  do  not  support  this  mis- 
conception.^ 

Third,  a patient’s  permanent  cardiac  dis- 
ability may  preclude  his  working  at  his 
regular  job.  Yet  many  companies,  like  the 
Eastman  Kodak  Company,  find  that  selec- 
tive job  placement  and  proper  medical  super- 
vision enable  the  majority  of  patients  to  re- 
turn to  full-time  work,  even  to  jobs  requiring 
exertion.  The  experience  of  the  Eastman 
Kodak  Company  shows  that  very  few  claims 
are  actually  made  for  alleged  aggravation  of 
heart  disease  by  work.^ 

When  a more  severe  heart  condition 
sharply  decreases  the  patient’s  cardiac  re- 
serve, the  worker  may  experience  difficulty  in 
walking,  dyspnea,  or  other  symptoms  and 
signs  of  chronic  heart  failure.  Here  shel- 
tered workshops  may  be  the  best  answer. 

In  many  instances,  the  patient  with  car- 
diovascular disease  can  actually  perform  his 
regular  job  but  has  difficulty  in  traveling  to 
his  place  of  work.  The  problem  here  is  one 
of  transportation,  not  ability  to  work.  One 
possible  solution  is  a greater  use  of  taxis  and 
car  pools. 

Psychologic  Disability. — When  a stroke 
or  coronary  occlusion  occurs,  psychologic 
problems  arise.  Although  the  patient  may 
recover  completely  from  his  attack,  he  is 
aware  that  a recurrence  is  possible,  and  that 
a second  or  third  attack  may  be  more  devas- 
tating. His  anxiety  and  fears  may  pro- 
gress, so  that  his  psychologic  handicap 
proves  more  disabling  than  his  coronary  or 
cerebral  condition.  I know  more  than  one 
doctor  who  feared  to  return  to  work  after  a 


stroke  or  coronary  occlusion.  When  ques- 
tioned, these  coronary  patients  will  admit 
their  fear  is  irrational,  but  nevertheless  they 
have  it.  If  such  fear  paralyzes  physicians, 
how  much  greater  will  be  the  fear  of  the 
layman  whose  psyche  during  a heart  or 
cerebral  attack  is  not  protected  by  clear 
reassurance  and  explanation!  Frequently 
overly-cautious  physicians,  through  inex- 
perience or  insecurity,  compound  the  pa- 
tient’s cardiac  and  psychic  disability  by  un- 
necessarily prolonging  convalescence.  In 
this  way  they  heap  psychologic  insult  to 
physiologic  heart  injury  and  add  iatrogenic 
disability.  Such  conservatism  is  often  illogi- 
cal, since  there  is  no  clear  medical  evidence 
that  normal  work  actually  precipitates  a 
stroke  or  coronary  occlusion.  It  is  far  better 
for  physicians  and  others  to  encourage  heart 
patients  to  return  to  gainful  work  without 
involved  delay. 

However,  one  must  remember  that  the 
doctor  is  not  always  at  fault  in  the  develop- 
ment of  iatrogenic  heart  disease.  Often, 
the  suggestible  patient  is  ready  to  take 
statements  out  of  context  or  to  misconstrue 
reports. 

Socioeconomic  Disability. — Socioeco- 

nomic disability  is  another  hurdle  to  em- 
ployment. Often  socioeconomic  barriers  are 
raised  by  industry  against  the  person  with  a 
heart  condition.  As  pointed  out  earlier, 
industry  has  been  reluctant  to  hire  persons 
with  cardiovascular  disorders,  sometimes 
unjustly  because  of  the  fear  of  higher  com- 
pensation rates  or  of  decreased  production 
from  cardiac  patients.®'®  Although  these 
ingrained  fears  are  unfounded,  they  hinder 
the  employment  of  the  patient  with  a cardiac 
history  or  impairment.  Lee  et  aV  found  7 of 
19  firms  with  1,000  to  40,000  employes  had 
a definite  policy  against  hiring  individuals 
with  heart  disease.  Pohier®  discovered  that 
all  the  18  firms  he  questioned  had  preplace- 
ment medical  examination  requirements  high 
enough  to  reject  most  applicants  with  heart 
disease.  The  main  reasons  for  refusal  to 
hire  these  applicants  were  based  on  fancy 
rather  than  fact.  These  reasons  included 
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the  alleged  hazard  to  fellow  employes,  costs 
of  health,  welfare,  and  pension  plans,  and 
presumed  increased  workmen’s  compensa- 
tion costs. 

Age  frequently  becomes  an  obstacle  to 
employment.  In  today’s  industrial  market, 
a man  of  forty  years  or  over  finds  it  difficult 
enough  to  get  a new  job.  If  he  is  handi- 
capped further  by  a cardiac  history  or  other 
physical  impairment,  employment  chances 
become  even  less  favorable. 

The  increase  in  the  number  of  older  per- 
sons also  aggravates  the  problem  of  age, 
heart  disease,  and  employment.  Aged 
Americans  now  total  less  than  9 per  cent  of 
the  total  population  but  constitute  40  per 
cent  of  all  cases  with  heart  trouble.  The 
problems  of  heart  disease  in  aged  citizens 
arise  from  a combination  of  heart  disease 
and  the  other  infirmities  of  old  age.  The 
concentration  of  heart  di.sease  in  elderly 
patients  emphasizes  the  necessity  for  re- 
habilitation of  the  aged  cardiac  patient.® 

The  previous  paragraphs  highlighted  the 
background  of  some  basic  problems  in  the 
employment  of  cardiac  patients  and  served 
as  a backdrop  for  the  activities  of  two  units 
of  the  rehabilitation  committee,  namely, 
work  evaluation  units  and  cardiac  at  work 
subcommittees.  Now  the  current  pursuits 
of  these  two  groups  will  be  outlined. 

Work  Evaliialion  Units,  Sheltered 
Workshops,  and  Work  Simplification 
Subco  ni  niit  tee 

A Subcommittee  has  been  created  which 
is  concerned  with  the  return  to  work  of 
cardiac  patients  and  particularly  the  es- 
tablishment, evaluation,  and  uses  of  work 
evaluation  units,  sheltered  workshops,  and 
work  simplification  technics  within  New 
York  State.  It  finds  a variety  of  possible 
solutions  to  the  problems  of  employment  of 
the  patient  with  cardiac  disease.  The 
regional  or  community  cardiovascular  work 
evaluation  unit  is  only  one  answer.  At 
present  the  subcommittee  has  focused  most 
of  its  attention  on  developing  and  approving 
such  units  in  upper  New  York  State. 


Recognized  work  evaluation  units  include: 

1.  Cardiova.scular  Work  Evaluation 
Unit,  Syracuse,  New  York. 

2.  Work  Classification  Unit  of  Rochester- 
Monroe,  Rochester,  New  York. 

3.  Wayne  County  Work  Evaluation 
Unit,  Newark,  New  York. 

In  these  units  the  fundamental  philosophy 
is  to  evaluate  occupational  potentialities  of 
patients  through  a medical,  social,  psy- 
chologic, occupational,  and  economic  study 
and  then  to  make  appropriate  recommenda- 
tions. The  unit  performs  cardiac  diagnostic 
studies  only  in  relation  to  the  patient’s  work 
potential.  Patients  are  accepted  for  evalu- 
ation by  such  a unit  on  written  application, 
accompanied  by  a physician’s  medical  rec- 
ommendation, from  individuals  and  the 
following  agencies:  (1)  private  physicians, 
(2)  industry  or  industrial  physicians,  (3) 
State  employment  service,  (4)  State  division 
of  vocational  rehabilitation,  (5)  employment 
services  of  voluntary  agencies  that  deal  with 
handicapped  individuals,  (6)  county  welfare 
department,  (7)  clinics  or  hospitals,  (8) 
sheltered  workshops,  (9)  labor  unions,  and 
(10)  other  appropriate  physicians  or  agen- 
cies. 

Where  the  patient  is  under  the  care  of  a 
private  physician,  his  admission  to  the 
unit  is  permitted  only  after  consultation 
with  the  physician.  With  the  patient’s 
consent,  the  patient’s  personal  physician 
will  receive  the  medical  report  of  the  unit’s 
evaluation  and  recommendations.  When 
the  referral  is  made  by  an  agency  other  than 
a heart  chapter,  the  referring  agency  will 
also  be  apprised  of  the  unit’s  evaluation  and 
recommendations  provided  the  patient  has 
furnished  written  consent. 

This  subcommittee  also  encourages  the 
formation  of  sheltered  workshops  to  assist 
the  cardiac  patient  to  acquire  the  new  skills 
and  experiences  for  a new  job  within  his 
physical  and  mental  abilities.  In  some 
cases  the  sheltered  workshop  provides  the 
opportunity  for  gainful  work  that  the  patient 
with  advanced  heart  disease  cannot  find 
elsewhere.^® 
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Much  time,  study,  and  effort  go  into 
analyzing  these  involved  problems.  For- 
tunately in  more  situations  satisfactory  solu- 
tions are  forthcoming.  Sometimes  they  are 
new  and  novel,  such  as  suggestions  for 
greater  use  of  taxicabs,  car  pools,  and 
other  means  of  transportation  to  bring 
cardiac  patients  to  places  of  work,  even 
those  with  heart  failure  controlled  by 
drugs.  More  often  the  solutions  call  merely 
for  greater  cooperation  among  the  patient, 
his  doctor,  his  employer,  and  community  re- 
sources. At  other  times  they  require  ex- 
pert consultant  advice  not  only  on  the  medi- 
cal questions,  but  also  on  the  socioeconomic 
problems.  Here  work  evaluation  units  and 
the  other  services  of  the  New  York  State 
Heart  Assembly  may  prove  useful  if  con- 
sulted. 

Cardiac  at  Work  Siibconiniittee 

A subcommittee  is  also  in  effect  which  is 
concerned  primarily  with  the  rehabilitation 
of  the  cardiac  patient  in  industry.  It  has 
confirmed  that  the  professional  man,  the  busi- 
nessman, and  the  executive  are  more  apt  to 
go  back  to  work  after  a heart  attack  be- 
cause they  can  avoid  undue  mental,  emo- 
tional, and  physical  tensions.  On  the  other 
hand,  the  unskilled  laborer  and  the  store 
employe  have  less  control  over  these  stresses 
and  unless  financial  necessity  compels  them, 
they  may  be  less  apt  to  return  to  work. 
Too  often  they  cannot  perform  the  heavy 
work  and  must  seek  a lighter  job.  Because 
of  their  age  and  heart  history  such  a job 
is  not  easy  to  secure  without  assistance. 
Yet  they  still  have  many  useful  and  pro- 
ductive years  of  work  despite  their  heart 
attacks.  ^ 

To  help  such  people  is  one  of  the  major 
tasks  of  this  subcommittee.  For  this 
purpo.se  it  has  developed  a “Cardiac  at 
Work”  guide  for  local  heart  chapters  for 
such  programs.  Providing  data  and  sug- 
gc.stions  to  improve  the  employment  of 
cardiac  patients  of  all  ages,  the  list  includes 
the  following  pamphlets:  Toward  a Better 

Work  Prescription  for  the  Cardiac;  Coopera- 


tion, a Key  to  Jobs  for  the  Handicapped;  A 
Safe  Workload  for  the  Farmers  with  Heart  Dis- 
ease; These  Hands  are  Able;  Fears,  Fables  and 
Facts  About  Heart  Disease;  The  Work 
Classification  Unit;  Employment  Problems 
Affecting  the  Cardiac;  Facts  About  Employ- 
ment and  Heart  Disease;  Five  Facts  You 
Should  Know  About  Heart  Disease;  Or- 
ganizing a Cardiac  at  Work  Committee; 
The  Older  Cardiac  and  Selective  Placement; 
The  Physically  Impaired  Can  Be  Insured 
Without  Penalty;  The  Physically  Impaired, 
a Guide  Book;  and  The  Cardiac  Seeks  a Job. 

This  “Community  Do  It  Yourself”  kit 
recommends  a study  of  the  local  community 
resources  as  the  first  step  toward  improving 
employment  of  the  patient  with  heart 
disease.  This  is  most  easily  accomplished 
by  getting  the  answers  to  the  following 
questions : What  services  for  cardiac  re- 
habilitation now  exist  in  your  community? 
Are  they  adequate?  What  are  their  lim- 
itations? What  needs  do  they  meet? 
What  needs  remain  unmet? 

Are  there  problems  in  the  employment  of 
the  cardiac  patient?  How  does  manage- 
ment regard  the  employment  of  the  cardiac 
patient?  Do  employers  fear  cardiac  acci- 
dents? Do  they  lack  information  regarding 
the  relative  significance  of  heart  conditions 
and  their  effect  on  employability?  Are 
they  concerned  about  workmen’s  compensa- 
tion costs?  Are  they  concerned  with  fringe 
benefits? 

What  is  the  physician’s  attitude  toward 
the  work  ability  of  the  cardiac  patient? 
Does  the  family  physician  have  a clear  defi- 
nition of  the  cardiac  patients  work  ability? 
Is  he  in  need  of  a definition?  Do  physicians 
tend  to  limit  the  work  to  light  jobs  and,  by 
this,  create  anxiety? 

To  what  extent  do  age,  lack  of  skills,  lack 
of  education,  long  unemployment,  and  emo- 
tional attitudes  of  the  individual  with  a 
cardiac  condition  hinder  employment? 
How  does  the  family  of  the  cardiac  patient 
influence  his  employability?  What  com- 
munity resources  are  available  to  cardiac 
patients  seeking  employment?  How  do 
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they  find  out  about  them?  Is  there  a lack 
of  information  regarding  availability  of  com- 
munity resources? 

These  are  the  basic  questions  the  leaders 
of  your  community  must  ask  themselves  be- 
fore plans  for  returning  the  cardiac  patient 
to  work  will  succeed. 

This  subcommittee  thinks  there  is  a need 
for  an  exploration  of  the  physical  and  func- 
tional abilities  necessary  for  general  em- 
ployability of  the  cardiac  patient.  The 
first  step  is  the  revision  of  classification  of 
patients  with  heart  disease  currently  under 
study  by  the  New  York  Heart  Association. 

On  receipt  of  an  acceptable  classification 
system,  the  subcommittee  will  proceed  with 
its  study  of  the  employment  of  the  cardiac  in 
representative  areas  in  New  York  State. 

Guidance  of  Children  with  Cardiac 
Limitation  Subcommittee 

Another  Subcommittee  which  has  been 
created  is  interested  in  programs  to  help 
children  with  cardiac  lesions.  This  Sub- 
committee learned  that  accurate  data  on 
cardiac  children  was  lacking,  and  many 
school  health  authorities  could  not  ascertain 
the  changes  in  the  normal  school  program 
necessary  to  meet  the  needs  of  children  wit  h 
heart  disease. 

According  to  school  nurses,  insufficient 
data  were  obtained  from  private  physicians 
because  the  classification  of  the  cardiac  child 
according  to  the  American  Heart  Association 
recommendations  did  not  adequately  de- 
scribe the  type  of  permissible  activity,  and 
the  individual  school  district  forms  used 
previously  by  private  physicians  were  too 
long  and  too  time-consuming.  As  a result, 
many  physicians  did  not  return  the  needed 
information  and,  even  if  they  did,  the  school 
health  department  often  did  not  know  the 
limitations  of  the  child  with  a cardiac  lesion. 

To  remedy  the  situation,  this  subcommit- 
tee, the  Nassau  County  Heart  Council,  and 
the  Nassau  Medical  Society  jointly  devised  a 
new  cardiac  report  form  for  children  which 
the  New  York  State  Heart  Assembly  made 
available  for  distribution  to  the  local  heart 


chapters.  It  is  hoped  that  the  information 
on  this  form  will  help  the  school  authorities 
improve  their  programs  for  children  with 
heart  disease.  The  subcommittee  also  plans 
and  sponsors  professional  teaching  days  and 
institutes  on  how  to  handle  school  children 
with  cardiac  diseases. 

Professional  and  Lay  Education 
Subcommittee 

A segment  of  the  Rehabilitation  Commit- 
tee promotes  educational  and  action  pro- 
grams for  professional  people  and  laymen 
interested  in  heart  disease.  This  Subcom- 
mittee publishes  a Heart  Rehabilitation 
bulletin  four  times  yearly,  maintains  a 
speakers’  bureau,  and  distributes  a directory 
of  chairmen  of  cardiac  committees  of  county 
medical  societies.  It  is  preparing  programs 
in  rural  heart  rehabilitation,  “Children  in 
Sports,”  and  a check  list  of  community  needs 
for  cardiovascular  rehabilitation.  On  re- 
quest, it  has  organized  heart  conferences  to 
inform  employes  of  social  security  regional 
offices  and  the  State  Divdsion  of  Vocational 
Rehabilitation  about  the  newer  develop- 
ments in  heart  disease. 

The  subcommittee  members  have  dis- 
cussed the  psychologic  overtones  of  health 
education  and  the  necessity  of  developing  a 
positive  approach  to  physical  activity.  In 
their  opinion  most  children  with  a heart 
condition  should  be  encouraged  to  be  active. 
However,  jmungsters  with  serious  cardiac 
limitations  have  a problem  in  working  off 
aggressions.  This  problem  is  best  solved  by 
intellectual  children  who  are  able  to  re- 
channel their  activities  into  reading,  music, 
and  other  quiet  pursuits.  Less  intellectual 
children  may  play  sedentary  games. 

Often  the  greatest  problem  in  dealing  with 
cardiac  children  is  the  relationship  between 
parent  and  physician.  Today  most  physi- 
cians recognize  that  educating  the  cardiac 
child  consists  of  educating  the  parents. 
Overly  cautious  or  inconsistent  parents  com- 
plicate communications  with  children,  while 
nervous  oversolicitous  parents  often  harm  the 
cardiac  child  more  than  the  heart  condition. 
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Summary 

The  combined  experience  of  the  Rehabili- 
tation Committee  of  the  New  York  State 
Heart  Assembly  and  its  four  subcommittees 
confirms  that  rehabilitation  of  the  cardio- 
vascular patient  is  medically  feasible,  socially 
desirable,  and  economically  practical.  The 
fundamental  principle  is  that  the  patient 
with  cardiovascular  disease  can  and  should 
work.  Too  often  misconceptions,  misin- 
formation, and  unfounded  fears  based  on 
ignorance  hinder  the  emploj^ment  of  the 
cardiac  patients.  A continuous  educational 
program  for  the  patient,  his  family,  and  in- 
dustry is  therefore  necessary. 

The  physician’s  important  roles  in  the 
rehabilitation  of  the  patient  are  to  treat  him 
properly;  to  encourage  him  to  return  to  work 
as  soon  as  possible;  and  to  keep  his  em- 
ployer properly  informed  about  his  patient’s 
progress  during  illness,  convalescence,  and 
work.  The  conscientious  physician  can  usu- 
ally return  the  heart  patient  to  his  normal 
gainful  occupation  by  adequate  medical 
treatment  and  a reassurance  of  the  patient, 
family,  and  employer. 

For  the  more  seriously  disabled  cardiac 
patient  rehabilitation  problems  are  greater 
and  additional  vocational,  social,  and  psy- 
chologic assistance  to  supplement  medical 
therapy  may  be  required  by  the  physician. 
Community  resources,  including  vocational 
rehabilitation  services,  employment  agen- 
cies, work  evaluation  imits,  heart  associa- 
tions, and  other  organizations  included  in  the 


holiatric  concept  of  medicine  (medical 
treatment  of  the  whole)  must  be  developed 
and  used.^^ 

The  role  of  a voluntary  heart  organization 
like  the  Rehabilitation  Committee  of  the 
New  York  State  Heart  Assembly  is  to  fur- 
nish expert  assistance  and  the  latest  in- 
formation on  the  technics,  research,  and 
advances  in  cardiovascular  rehabilitation 
and  treatment  to  local  heart  associations, 
doctors,  patients,  families  and  community, 
government,  and  industrial  and  agricultural 
officials  concerned  with  the  health  of  the 
heart  patient. 
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Remember  always  that  democracy  is  a way  of  life.  Believe  in  it.  Live  it. 
all  your  daily  relations. — Dr.  Ralph  J.  Bunche 
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Eating  Problems  in  Adolescence 

CHARLOTTE  M.  YOUNG,  PH.D.,  ITHACA,  NEW  YORK 


SHOULD  the  physician  be  concerned  about 
the  nutrition  of  the  teen-ager?  What, 
if  anything,  can  or  should  he  do  about  it? 
The  evidence  indicates  that  the  teen-age 
girl  is  the  most  poorly  fed  member  of  the 
family  relative  to  her  needs.  ^ We  know 
that  adolescence  with  its  rapid  growth 
and  development  is  a period  in  which  nu- 
tritional needs  are  great;  furthermore, 
with  the  increasing  number  of  younger 
marriages  and  earlier  and  more  pregnancies, 
it  should  be  one  of  preparation  for  the  nutri- 
tional stress  of  the  reproductive  years  during 
and  immediately  following  adolescence. 
There  is  much  rumor  and  propaganda  con- 
cerning eating  problems  of  the  teen-ager. 
What  are  the  facts  and  what  can  we  do 
about  them?  Our  studies  in  Rochester 
and  Syracuse  have  shown  that  of  all  the 
professional  persons  considered  there  was 
no  one  whose  word  in  nutrition  matters 
carried  more  weight  and  prestige  than  did 
that  of  the  physician.* 

Teen-Age  Diet  and  Nutrition 

First,  what  are  the  facts  concerning  teen- 
age diets  and  nutrition?  On  this  point 


we  do  not  have  to  depend  on  rumor,  for 
we  do  have  quite  a bit  of  concrete  informa- 
tion based  on  many  nutritional  status 
studies  which  included  adolescent  persons 
made  over  the  past  fifteen  years  throughout 
the  country.  Whether  the  study  was 
done  in  New  York  or  Iowa,  the  nutrients 
which  are  lower  than  one  might  wish  in  the 
diets  of  adolescents  are  usually  calcium, 
ascorbic  acid,  and  vitamin  A or  carotene. 
The  diets  of  adolescent  girls  also  often  are 
weak  with  regard  to  iron  and  thiamine. 
Younger  children  are  better  fed  than  older 
children.  Adolescent  boys  are  better  fed 
than  adolescent  girls  who,  with  the  woman 
of  child-bearing  age,  are  the  most  poorly 
fed  members  of  the  family  in  relation  to 
their  recommended  needs.  ^ The  better 
diets  of  the  boys  are  due  in  part  to  the 
greater  volume  of  food  consumed.  Girls 
need  less  energy  than  boys.  With  fewer 
calories,  each  food  must  be  chosen  carefully 
to  be  sure  enough  protein,  minerals,  and 
vitamins  are  included.  A girl’s  diet  offers 
less  leeway  for  foods  rich  only  in  calories 
(Jolliffe’s  “empty”  calories). 

Furthermore,  in  studies  of  the  blood 


March  15,  1961 


939 


CHARLOTTE  M.  YOUNG 


levels  of  certain  nutrients,  10  to  20  per 
cent  of  the  children  studied  tended  to  have 
lower  levels  than  one  would  like  with  re- 
spect to  ascorbic  acid  and  vitamin  A.^  In 
terms  of  apparent  lacks  in  the  adolescent 
diets,  the  foods  which  most  need  emphasiz- 
ing in  nutrition  education  of  the  adolescent 
are  milk,  ascorbic  acid-rich  fruits  such  as 
citrus  fruits  and  tomato  juice,  and  carotene- 
rich  green  leafy  and  yellow  vegetables. 

There  is  a need  for  stress  that  milk  is 
needed  by  older  as  well  as  younger  children. 
In  a Pennsylvania  study  on  adolescent 
attitudes  toward  milk,®  three  major  reasons 
why  adolescents  drink  milk  were  given: 
(1)  They  beheve  it  contributes  to  good 
health,  vigor,  vitality,  and  personal  ap- 
pearance; (2)  they  have  a habit  of  drinking 
it;  and  (3)  they  hke  its  taste.  The  major 
reasons  adolescents  do  not  drink  milk  were 
listed  as:  (1)  They  consider  it  food  for 
babies  and  children.  There  was  a tendency, 
especially  among  ninth-grade  children,  to 
stop  doing  things  they  beheved  associated 
them  with  younger  children.  (2)  They 
think  it  helps  to  make  them  fat.  Girls  of 
this  age  are  particularly  weight  conscious. 
(3)  Others  in  their  group  do  not  drink  it. 
Milk  was  considered  to  be  an  appropriate 
drink  with  the  family  but  soft  drinks  were 
considered  more  appropriate  when  with 
others  of  similar  age.  (4)  They  do  not 
find  it  as  stimulating  as  other  beverages; 
and  (5)  they  do  not  consider  it  a social 
drink.  Milk  is  not  considered  an  appropri- 
ate beverage  to  have  on  a date  or  at  social 
events.  Adolescents  participate  more  in 
these  activities  than  they  did  when  they 
were  preadolescents. 

What  do  we  know  about  the  teen-ager 
himself  which  ties  in  with  his  food  intake 
and  which  must  be  reckoned  with  in  helping 
him  with  his  diet?  Anyone  concerned 
with  feeding  people  must  be  aware  that 
food  is  much  more  than  physical  nourish- 
ment to  most  persons.’^  In  fact  few  other 
activities  in  hving  are  so  intimately  bound 
up  with  every  aspect  of  one’s  being.  All 
persons  who  are  concerned  with  influencing 


food  habits,  whether  by  educational  or  by 
other  means,  are  forced  to  recognize  their 
extremely  complex  nature  and  the  effect 
which  the  cultural,  economic,  psychologic, 
sociologic,  and  biologic  factors  to  which 
the  individual  is  exposed  have  on  his  food 
habits.  If  this  is  true  of  adults  at  a more 
stable  phase  of  life,  how  much  more  true 
it  must  be  of  the  very  labile  adolescent! 

Factors  in  Teen-Age  Food  Habits 

In  a summary  of  what  the  teen-ager  is 
like,  Viola  Hunt  of  the  National  4-H  Foods 
and  Nutrition  Program  Development  Com- 
mittee® points  out  the  teen-ager’s  great 
need  to  gain  independence  from  adults. 
He  goes  back  and  forth  between  dependence 
and  independence.  He  wants  to  look  after 
himself;  make  his  own  decisions;  take 
the  consequences  for  his  acts;  be  responsible 
for  himself,  his  possessions,  and  his  own 
money ; and  to  carry  on  activities  with  little 
or  no  help.  The  teen-ager  is  occupied 
with  getting  used  to  a changing  body  and 
using  it  effectively.  This  often  results 
in  preoccupation  with  looks,  hair  style, 
figure,  muscular  development  and  strength, 
weight,  awkwardness,  and  self-conscious- 
ness. A teen-ager  has  an  overwhelming 
desire  to  conform  within  his  group;  being 
alike  seems  to  give  comfort. 

Furthermore,  we  know  that  good  food 
habits  in  adolescents  are  definitely  related 
to  general  adjustment  to  life;  the  more 
mature  the  adjustment,  the  better  the  food 
habits.®  It  is  significant  that  several  psy- 
chologists have  found  many  more  food 
dislikes  among  neurotic  young  people  than 
among  non-neurotic  controls.  Also,  in 
general,  young  women  admit  to  more  food 
dislikes  than  do  young  men.*®  In  fact, 
the  response  to  a .short  food  aversion  check 
list  has  been  suggested  as  a means  of  screen- 
ing neurotic  individuals  from  non-neurotic 
individuals. 

A number  of  factors  are  known  to  con- 
tribute to  the  less-than-desirable  teen-age 
food  intake.  The  desire  to  be  independent, 
to  do  as  he  pleases  and  break  away  from 
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earlier  standards  of  behavior,  is  probably 
a factor  in  more  youngsters  of  this  age 
group  skipping  or  having  inadequate  break- 
fasts than  in  younger  age  groups.  Between- 
meal  snacks  become  a part  of  the  teen-age 
social  pattern.  Snacks  often  provide  as 
much  as  one  fourth  of  total  daily  calories 
and  these  are  often  foods  high  in  calories 
but  with  little  nutritional  worth.  In  some 
cases  there  is  an  aversion  to  milk  because 
it  is  thought  of  as  a childish  food  and  be- 
cause of  the  notion  that  milk  is  “fattening.” 
Excessive  weight  consciousness  and  fear 
of  getting  fat  contributes  its  toll  to  poor  food 
habits,  particularly  among  girls.  One  of 
the  teen-age  girl’s  greatest  needs  is  a more 
intelligent  understanding  of  weight  control. 
Many  teen-agers  have  had  contact  with 
only  a limited  variety  of  foods  at  home. 
Since  they  begin  to  eat  away  from  home 
more  frequently  at  this  age  rejection  of 
unknown  foods  also  contributes  its  toll  to 
poor  diets. 

Ways  to  Improve  Teen-Age  Nutrition 

So  much  for  some  of  the  facts.  Now  what 
can  we  do  about  them?  First  of  all,  the 
home  and  parents  have  primary  responsi- 
bility and  influence  in  the  formation  of 
food  habits.  Home  is  where  the  first  re- 
actions to  food  take  place.  The  child 
is  conditioned  in  his  reaction  to  food  by  what 
he  sees  his  parents  and  those  about  him 
do.  Also  the  emotional  atmosphere  which 
plays  such  an  important  part  in  the  forma- 
tion of  food  habits  is  set  in  the  home.  Eat- 
ing habits  often  are  largely  an  expression 
of  child-parent  relationships.  Much  of 
child-parent  conflict  is  reflected  in  the 
child’s  food  habits.  Many  parents  are 
overly  concerned  with  their  child’s  food 
habits;  some  are  not  concerned  enough. 
It  seems  to  me  that  good  advice  to  parents 
with  regard  to  their  responsbility  for  feeding 
their  children  may  be  rather  simply  stated: 
(1)  Know  what  constitutes  an  adequate 
diet  and  some  of  the  many  ways  by  which 
it  may  be  achieved;  (2)  do  your  best  to 
provide  an  adequate  diet  in  an  attractive. 


well-prepared  form  and  in  sufficient  variety 
to  acquaint  the  child  with  many  foods; 
and  (3)  then  be  quiet  about  food. 
Food  should  not  become  an  emotional 
football.  Few  children  in  this  country 
suffer  from  severe  nutritional  problems; 
many  suffer  from  emotional  conflicts  which 
center  around  the  feeding  process.  A 
nonverbal  example  on  the  part  of  parents 
accomplishes  much  more  than  lecturing 
or  haranguing  about  food. 

The  school  probably  plays  the  next  most 
important  role  in  the  formation  of  food 
habits.  The  most  effective  teaching  of 
good  nutrition  outside  the  home  should 
be  done  long  before  adolescence  as  an  in- 
tegrated part  of  the  school  program  in  the 
elementary  grades.  If  teaching  adequate 
diet  selection  is  delayed  to  teen  age,  it  is 
probably  best  accomplished  as  a part  of 
science  or  health  courses.  Indeed  it  has 
been  suggested  that  the  best  guarantee 
of  good  food  habits  in  the  next  generation 
would  be  required  education  in  mental  health 
in  high  school  for  prospective  parents  of 
the  next  generation ! 

But  what  can  the  clinician  do  to  help 
as  he  encounters  teen-agers  with  feeding 
or  nutrition  problems  in  his  practice?  Per- 
haps one  of  the  most  helpful  assets  is  for 
him  to  understand  the  complex  nature 
of  food  habits  and  the  many  factors  which 
influence  them  so  that  he  may  discover  the 
ones  which  are  operating  in  any  given  case 
with  which  he  is  faced.  Another  help  is 
to  realize  that  any  remedial  or  educational 
efforts  he  may  attempt  must  be  based  on 
appeals  which  are  meaningful  to  the  ado- 
lescent if  they  are  to  be  effective.  Hein*® 
has  said  that  good  eating  habits  won’t 
come  by  “ . . . pedagogical  preaching  any 
more  than  by  parental  nagging.  Both  only 
sharpen  adolescent  resistance  and  focus 
these  on  health.  If  health  practices  are 
to  be  bettered,  they  must  be  related  , to  the 
deep  down  desires  and  drives  of  young 
people.”  The  same  might  be  said  of 
medical  preaching. 

In  my  nutrition  counseling  experiences 
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in  a student  medical  clinic  several  approaches 
have  seemed  particularly  meaningful  to 
adolescents  for  improving  their  eating  habits 
and  nutrition.  All  adolescents  want  to 
look  nice,  especially  the  girls.  Appeals 
based  on  improvement  in  personal  ap- 
pearance— glossier  hair,  better  complexion, 
firmer  flesh,  trimmer  figure — have  meaning 
for  the  adolescent  girl.  In  the  same  way 
adolescent  boys  find  physical  fitness  to 
have  tremendous  appeal.  Anything  which 
they  can  see  as  giving  energy,  for  building 
muscles,  or  contributing  to  stamina  and 
endurance  has  meaning  for  them.  One 
might  say  that  to  these  youngsters  just 
"health”  in  the  abstract  has  little  or  no 
meaning,  but  health  tied  to  physical  fitness 
(endurance,  being  able  to  compete)  or 
appearance  (in  concrete  terms)  has  tre- 
mendous appeal. 

Another  effective  approach  is  based  on 
social  acceptance.  Down  underneath,  re- 
gardless of  surface  pose,  teenagers  want  to 
be  wanted,  want  to  be  good  guests,  and  to 
be  accepted.  One  of  the  best  means  of 
getting  an  adolescent  to  try  new  vegetables 
or  other  foods  strange  to  him  is  on  the  basis 
of  being  a more  appreciated  dinner  guest. 
This  is  far  more  powerful  incentive  than 
any  number  of  nutrition  facts.  In  the 
same  way,  interest  in  appearance  can  lead 
to  willingness  to  be  helped  in  weight  con- 
trol. Many  a girl  with  a weight  problem 
will  drink  milk  when  it  is  presented  as  one 
of  the  most  effective  ways  of  staving  off 
hunger  when  she  is  on  a calorically  restricted 
diet. 

A teen-ager  is  interested  in  himself  and  how 
he  as  an  individual  stacks  up  with  regard 
to  some  attribute.  It  is  surprising  how 
many  students  come  to  a nutrition  clinic 
“just  to  see  how  I’m  doing.”  This  motive 
can  be  used  in  effective  teachings,  too. 
Many  do  far  better  than  one  might  think. 
One  needs  to  look  at  the  good  in  what  the 
teen-ager  chooses  on  his  own.  The  com- 
binations may  seem  peculiar  to  the  adult 
but  the  net  result  may  be  good.  Teen-agers 
often  come  to  the  clinic  wanting  straight 


nutrition  information.  They  are  interested! 
The  information  doesn’t  have  to  be  sugar 
coated.  Above  all,  they  do  not  want  to 
be  talked  down  to  or  to  be  preached  to. 
They  want  to  share  information.  Given 
independence  and  the  opportunity  to  make 
their  own  decisions,  they  welcome  helpful 
unemotional  advice  on  which  to  base  their 
decisions.  Like  most  of  us,  they  cannot 
stand  to  have  their  ideas  become  the  subject 
of  scoffing  or  ridicule  no  matter  how  peculiar 
or  farfetched  they  may  seem.  If  one  listens 
to  the  idea  in  an  uncritical  fashion,  often 
one  finds  the  teen-ager  is  quite  willing  to 
accept  with  respect  a dispassionate  evalua- 
tion of  the  accuracy  or  inaccuracy  of  his 
ideas. 

Arthur  Roth,  M.D.,  on  the  basis  of  his 
experiences  as  the  director  of  the  Teen-Age 
Chnic  at  the  Permente  Medical  Group  of 
California,  makes  ten  suggestions  to  parents 
or  other  adults  who  wish  to  help  educate 
the  teen-ager  concerning  proper  nutrition. 

1.  Give  the  teen-ager  credit  for  knowing 
something. 

2.  Give  him  a chance  to  talk  and  ask 
questions. 

3.  Allow  him  to  accept  or  reject  an  idea 
while  talking  about  it.  Then  he  won’t  have 
to  reject  it  by  action.  (This  does  not  mean 
giving  up  your  stand  based  on  your  knowl- 
edge just  because  tlie  teen-ager  says  he 
doesn’t  agree  with  you.  You  can  stick  to  your 
guns  and  still  allow  him  the  opportunity  to 
dissent  verbally.) 

4.  Don’t  fall  into  the  trap  of  “taking  sides” 
in  an  argument  between  generations  that 
probably  is  not  really  based  on  food. 

5.  Don’t  force-feed  food  or  ideas  to  teen- 
agers. Force  will  make  them  resist  or  be- 
come more  childish  and  less  able  to  be  re- 
sponsible adults. 

6.  Don’t  be  afraid  to  express  your  honest 
feelings  about  what  is  important.  Adolescents 
don’t  really  want  to  be  “strictly  on  their  own” 
yet.  They  are  not  ready  for  absolute  re- 
sponsibihty  as  long  as  they  are  living  in  the 
family  home. 

7.  The  best  teaching  is  by  example,  not  by 
talking.  How  many  of  us  have  fruits  and  vege- 
tables at  our  coffee  breaks,  instead  of  dough- 
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nuts  or  a candy  bar? 

8.  (jood  nutrition  is  a long-term  thing, 
not  a meal-by-meal  or  even  a daj-by-day 
emergency. 

9.  There  is  no  perfect  food  (even  milk  has 
detractors  who  worry  about  too  much  cal- 
cium, or  too  much  cholesterol,  or  milk’s 
constipating  effects,  or  its  strontium-90  con- 
tent). Yet  there  is  some  food  value  even  in 
the  snacks  wo  worry  about  (milkshakes  and 
liamburgers  do  contain  proteins  as  well  as 
(;arbohydrates  and  fats). 

10.  .\im  for  acceptance  of  one’s  self  in- 
stead of  going  along  with  an  adolescent’s 
dream/wish.  Time  and  energy  are  often 
wast(‘d  wishing  for,  or  investing  in,  magic 
promises  to  achieve  ideal  health,  ideal  nutri- 
tion, an  ideal  matt'  or  an  ideal  world.  That 
time  and  energy  coidd  be  much  bettt'r  spent 
utilizing  to  the  fullest  what  is  available  in 
this  problem-filled  world. 

These  suggestions  have  the  ring  of  one 
who  has  dealt  with  many  teenagers! 
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Older  Citizens  Share  in  Reduced  Morlaliiy 


America’.s  senior  citizens  have  .shared  substantially 
in  the  marked  reductions  in  mortality  during  recent 
decades. 

Spectacular  reductions  in  mortality  among  chil- 
dren and  j'oung  adidts  have  tended  to  obscure  the 
progress  at  the  older  ages.  However,  a comparison 
of  19.')8’s  mortality  rates  at  ages  sixty  and  over  with 
those  of  the  192!)  to  1931  period  show  considerable 
r('ductions. 

.\mong  white  men,  a reduction  was  recordeal  at 


each  age  from  sixty  to  eighty  years,  the  decrease 
averaging  about  13  per  cent.  For  example,  at 
age  sixty  the  death  rate  fell  from  26. 4 per  1,000 
to  22.6  in  1958,  and  at  age  seventy-five  the  rate 
dropped  from  85.3  to  73.3  per  1,000.  Women  have 
made  considerably  grf'at.er  gains  than  men,  the 
reductions  ranging  from  as  much  as  47  i)er  cent  at 
age  sixty  to  more  than  30  p('r  cent  up  through  age 
eighty. 

— Metropolitan  Life  Insurance  Compan]) 
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From  the  Poison  Control  Center,  I\etr  York  City  Depart  ment  of  Dealt}} 

A series  prepared  by 
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HARRY  w.  RAVBIN,  M.S.,  Techiieol  Director,  Poison  Control  Center 


Incidents  Involving  Detergents,  Kerosene,  and  Tranquilizers 


^ I ^HE  following  incidents  were  recently 
reported  to  the  New  York  City  Poison 
Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

Electra-sol  Solution  5 years  Female 

(detergent ; sodium 
phosphate,  sodium 
silicate,  sodium  car- 
bonate synthetic 
wetting  agent) 

This  incident  was  reported  from  an 
Army  installation  in  Upstate  New  ^'ork. 
It  concerned  a child  with  Mongolism,  the 
daughter  of  an  Army  officer,  whose  two- 
year-old  sibling  gave  her  1 teaspoonful  of 
Electra-sol,  a dish-washing  detergent. 

The  patient  cried  out  in  pain  and  was 
brought  to  the  Army  dispensary.  An 
acute  laryngeal  edema,  apparently  due  to 
aspiration,  was  noted  and  re(|uired  a trache- 
otomy. In  addition  to  the  original  edema, 
the  patient  exhibited  stridor  and  burns  in 
the  moutli  and  t hroat . Treatment  consisted 
of  steroids  (prednisone)  20  mg.  daily  for  ten 
day.s,  tapering  off  in  tlu'  last  foui'  days.  After 


ten  days  the  tube  was  removed  without  anj^ 
resultant  respiratory  difficulty,  and  at  the 
time  of  this  report  the  child  is  doing  well  and 
is  not  experiencing  any  difficult in  .swal- 
lowing or  breathing. 

Injuries  with  this  product  have  been 
noted  previously.  Ingestions  of  household 
detergents  reported  to  this  Center  have 
not  been  a,ssociated  with  serious  complica- 
tions. Certain  products,  however,  are  more 
hazardous  than  others.  Because  of  this 
variation  in  composition  and  toxicity,  all 
detergents  should  be  declared  “off  bounds” 
and  kept  away  from  children. 

Incident  2 

Toxic  Agent  Age  Sex 

Odorless  Paint  Thinner  2 years  Male 

This  incident  was  reported  by  a physician 
from  New  Jersey,  who  reported,  “The 
resident  phy.sician  used  from  2 to  3 gallons  of 
plain  water  for  gastric  lavage.  In  the 
course  of  the  procedure  the  infant  became 
pale,  retched,  perspired,  and  displa5'ed 
some  cyanosis.  The  patient,  however,  was 
already  drowsy  at  the  beginning  of  the 
procedure.  He  was  placed  in  an  oxygen 
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tent  and  for  the  next  twelve  hours  had 
several  recurrent  generalized  convulsions 
and  was  comatose.  After  consciousness 
returned,  recovery  was  very  rapid. 

“During  the  height  of  the  illness  2'/ 2 
cc.  of  1 per  cent  acpieous  methylene  hhu; 
was  given  intravenously  over  a five-minute 
period;  a(}ueous  penicillin,  200,000  units, 
was  given  intramuscularly  every  four  hours ; 
tetracycline,  60  mg.  was  given  intramu.scu- 
larly  every  eight  hours;  and  luminal 
V2  grain  every  twenty  to  thirty  minutes 
was  administered  intramuscularly  for  con- 
trol of  the  seizures.  The  respiration  was 
40  and  the  pulse  124  per  minute.  The  lungs 
were  wheezy  and  full  of  coarse  rales  during 
a seizure,  but  they  cleared  when  the  seizure 
subsided.  The  maximum  temperature  was 
100.5  F.  A hypodermoclysis  of  5 per  cent 
glucose  with  water  was  given  about  twelve 
hours  after  admission,  and  shortly  after 
this  the  patient  began  to  recover.  Blood 
chemistries  were  done  after  the  patient 
had  received  about  200  cc.  of  the  parenteral 
fluids.  The  possibility  of  water  intoxication 
as  a complicating  factor  was  considered.” 

The  diagnosis  of  water  intoxication 
appears  tenable.  The  use  of  methylene 
blue  for  cyanosis  due  to  ingestion  of  a 
petroleum  product  is  open  to  question.  An 
odorless  paint  thinner  is  a deodorized  petro- 
leum solvent  somewhat  more  volatile  than 
kero, sene.  The  toxicity  problem  is  essen- 
tially the  same  as  in  kerosene  poisoning. 

Incident  3 

Toxic  Agent  Age  Sex 

Kerosene  1 year  Female 

This  case  was  reported  from  Lockhaven, 
Pennsylvania.  The  infant  obtained  a bottle 
of  kerosene  and  ingested  an  unknown 
amount.  She  became  stuporous  and  was 
taken  to  a hospital  where  her  stomach 
was  lavaged  with  tap  water  in  the  emergency 
room.  Then  she  was  admitted  to  the 
ho.s[)ilal. 

During  the  course  of  her  hospitalization, 
the  patient  developed  a pneumonitis,  not 


uncommon  after  the  ingestion  of  kerosene, 
which  reepured  an  eleven-day  stay  in  the 
hospital.  After  appropriate  treatment,  she 
was  finally  discharged  as  recovered.  The 
only  clinical  data  reported  to  us  was  a 
leukocytosis  of  10, .'>00. 

At,  the  present  time  this  Center  is  not 
n^commending  lavage  in  cases  of  kerosene 
and  other  petroleum  product  ingestions  and 
has  accepted  the  rec^ommendation  of  Hor- 
ace Gerard,  M.D.,  of  Esso  Research,  to 
give  some  vegetable  oil  by  mouth. 

Incident  4 

Toxic  Agent  Age  Sex 

Doriden 

(glutethimide)  45  years  Alale 

This  patient  was  reported  to  have  had 
several  drinks  of  bourbon;  then,  in  a rage, 
he  ingested  about  20  glutethimide  tablets. 
He  became  lethargic  in  ten  to  fifteen  min- 
utes following  ingestion  and  soon  was 
completely  unresponsive.  He  was  taken 
to  a hospital  emergency  room  where  gastric 
lavage  was  carried  out.  The  patient  was 
cyanotic,  his  respirations  were  shallow, 
and  his  blood  pressure  became  unobtain- 
able. He  was  given  oxygen,  epinephrine, 
and  caffeine,  with  resultant  return  of  the 
pulse  and  the  blood  pre.ssure. 

Following  this  treatment,  he  was  trans- 
ferred to  another  hospital  where  he  was 
treated  with  sodium  succinate  intravenously, 
Coramine  and  intravenous  fluids,  picro- 
toxin,  and  Benzedrine.  His  temperature 
rose  to  104  F.,  and  his  condition  deteriorated. 
Pulmonary  edema  developed,  and  the  pa- 
tient was  tran.sferred  to  New  York  Hospital. 
On  admission,  he  was  given  chloramphenicol 
and  tetracycline.  He  went  into  a deep 
coma  and  was  dialysed  for  five  hours — 
this  was  two  days  following  ingestion. 
His  condition  improved,  his  blood  pressure 
stabilized,  and  he  became  respon.sive  to 
painful  stimuli.  Cultures  showed  Staphylo- 
coccus aureus  infection,  and  vancomycin 
was  given  intravenously.  On  the  third 
day  he  reciuired  a tracheotomy,  which  was 
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later  closed.  He  then  was  transferred  to 
the  p.sychiatric  division  of  the  hospital. 

Limited  supplies  of  nonbarbiturate  as 
well  as  barbiturate  sedatives  should  be 
provided  for  emotionally  unstable  patients. 

Incident  5 

Toxic  Agent  Age  Sex 

Pepto  Bismol  2 years  Male 

(digestant:  bismuth 
subsalicylate,  salol, 
zinc  phenosulfonate, 
methyl  salicylate) 

This  incident  was  reported  from  out  of 
town  by  the  mother  of  the  patient,  who 
states  as  follows: 

“While  treating  an  older  child  suffering 
from  a case  of  virus,  the  younger  one  got 
the  bottle  of  Pepto  Bismol  and  drank  its 
contents.  We  noticed  absolutely  no  side- 
effects  except  a small  amount  (less  than 
1 ounce)  of  .spitting  up — mostly  due  to  the 
excitement.  This  child  is  the  youngest  of 
four,  none  of  whom  have  ever  indicated  any 
interest  in  swallowing  foreign  liquids  or 
articles.  Although  we  are  careful  to  keep 
these  things  out  of  reach,  he  has  twice 
swallowed  large  amounts  of  such  things. 
The  last  time,  a year  ago,  he  drank  13  to  14 
ounces  of  pIIi.soHex.  Neither  hospital- 
nor  home-administered  emetics  produced 
noticeable  vomiting  or  side-effects.” 

The  astute  comment  by  the  mother  on  the 
ineffectiveness  of  emetic  procedures  de- 
serves attention,  since  it  is  also  a common 
finding  in  reports  received  by  the  Center. 
The  digital  method  of  producing  emesis 
has  resulted  in  many  lacerations.  The 
mustard  and  .salt  technics  .so  glibly  recom- 
mended are  woefully  ineffective.  Ipecac 
is  slow  and  very  fre(iuently  is  used  in  in- 
adeiiuate  amounts,  and  an  overdose  may  be 
toxic.  However,  since  there  is  no  other 
safe  and  effective  medication  or  emetic, 
ipecac  in  do.ses  of  2 teaspoonsful  initially  is 
recommended.  The  dose  may  be  increased 


in  individual  cases.  If  ineffective  or  if  no 
results  are  obtained,  the  dose  should  be 
repeated  within  fifteen  minutes  following 
the  first  administration. 

The  regretful  lapse  of  time  between  in- 
gestion and  emesis  indicates  the  need  for 
more  serious  attention  and  a total  reap- 
praisal of  this  very  serious  problem. 

Incident  6 

Toxic  Agent  Age  Sex 

Benadryl  (diphen- 
hydramine hy- 
drochloride) 18  years  Female 

This  patient,  who  was  eight  months 
pregnant,  ingested  fifteen  50-mg.  diphen- 
hydramine hydrochloride  tablets  with  sui- 
cidal intent. 

On  admission  to  the  hospital  the  patient 
complained  of  a “funny  feeling”  in  the 
head  and  spots  in  front  of  her  eyes.  No 
pathologic  findings  were  noted  on  examina- 
tion. She  was  treated  in  the  emergency 
room  where  her  stomach  was  lavaged  with 
saline  within  a half-hour  following  ingestion. 
After  a short  period  of  observation,  the 
patient  was  discharged  from  the  hospital. 

Incident  7 

Toxic  Agent  Age  Sex 

Librium  (meth- 

aminodiazep- 

oxide)  27  years  Male 

The  patient  swallowed  from  eight  to 
ten  10-mg.  methaminodiazepoxide  tablets 
and  experienced  no  symptoms  except  vomit- 
ing. A physician  was  called,  but  because 
of  the  absence  of  symptoms,  no  treatment 
was  indicated.  The  patient  made  a com- 
plete recovery. 

Reports  of  compk'te  and  rapid  recoveries 
from  overdo.ses  of  currently  u.sed  drugs  are 
comforting  information  to  the  practicing 
physician. 
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Committee  on  Public  Health  and  Education 
Medical  Society  of  the  State  of  New  York 


Maternal  Mortality  Study 

EUWAUU  C.  HUGHES,  M.D.,  AND  FERDINAND  J.  SCHOENECK,  M.D.,  SYRACUSE,  NEW  YORK 


T^his  report  is  based  on  147  fatalities  as- 
sociated  with  pregnancy  which  occurred 
in  New  Y^ork  State,  exclusive  of  New  Y'ork 
City,  during  the  years  1956  through  1959. 
Questionnaires,  distributed  by  the  Subcom- 
mittee on  Maternal  and  Child  Welfare, 
were  completed  from  hospital  records. 
Responsibility  for  collecting  the  data  was 
given  to  the  regional  obstetric  consultants, 
but  the  actual  reports  in  many  instances 
must  be  credited  to  many  individual  physi- 
cians throughout  upper  New  Y"ork  State. 
The  Bureau  of  Alaternal  and  Child  Health  of 
the  New  Y"ork  State  Health  Department 
also  played  an  active  role  in  the  study  and 
almost  completely  financed  the  project. 

The  cases  are  not  statistically  significant, 
since  they  represent  only  a portion  of  the 
total  maternal  mortalities  and  include  cases 
that  are  not  officially  classified  as  “puerperal 
causes  of  death.”  An  attempt  is  made  to 
study  all  deaths  in  pregnant  women,  as  well 
as  fatalities  occurring  within  ninety  days  of 
the  termination  of  pregnancy. 

The  official  statistics  for  the  State  of  New 
Yoi'k  in  recent  years  are  shown  in  Table  1. 

Statistics,  especially  vital  statistics,  gen- 


TABLE  I. — Birth  .\nd  M.'VTEknal  Death  St.atis- 
Tics  IN  New  Y’ork  State 


Year 

Total  Live 
and  StillbirtEs 

Maternal 

Deaths 

Rate  per 
10,000 

1956 

355,072 

121 

3.4 

1957 

369,400 

162 

4.4 

1958 

368,829 

145 

3.9 

T.\BL1’  11. — Deaths  oe  1’,\tients  i 

KY  .'\(1E 

Age 

Number  of 

(Years) 

1 )(‘aths 

Under  20 

10 

21  to  25 

20 

26  to  30 

37 

31  to  35 

34 

36  to  40 

32 

41  and  older 

12 

Not  recorded 

2 

Total 

147 

erally  nu 

ike  dull  reading  for  the  busy  clini- 

cian.  We  feel  justified  in  presenting  these 

statistics 

in  Tables  II 

through  VII,  since 

they  reveal  a drastic 

change  in 

causes  of 

maternal  deaths  that  has  occurred  over  the 


past  quarter  century. 

Determination  of  the  cause  of  death  is  not 
always  simple  since  contributory  factors 
play  an  important  role.  Table  \T  is  a 
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TABLE  111. — De.vi'hs  of  Patients  by  CJravidity 


Gravidity 

Number  of 
Deaths 

1 

22 

2 

28 

:i 

21 

4 

24 

5 and  over 

:i5 

Not  recorded 

17 

Total 

147 

compilation  of  the  causes  of  death  judged  to 
be  the  basic  factor  involved  in  the  fatality. 

The  factors  most  commonly  recorded  as 
primary  causes  of  mortalities,  or  as  “contrib- 
utory” factors,  are  compiled  in  Table  VII. 
The  vast  majority  of  these  diagnoses  are 
based  on  autopsy  findings  and/or  confirma- 
tory laboratory  procedures.  A few  factors 
have  been  included  which  are  based  solely  on 
the  clinical  opinion  of  the  attending  physician. 

These  tables  on  the  causes  of  the  mortali- 
ties show  that  approximately  53  per  cent  of 
the  deaths  were  due  to  the  following  factors, 
listed  in  order  of  the  frequency  of  their  oc- 
currence: emboli,  infection,  ruptured  uterus, 
postpartum  hemorrhage,  toxemia,  heart 
disease,  abruptio  placenta,  neoplasms,  and 
aspiration  and  anesthetic  factors. 

Afibrinogenemia,  mentioned  on  nine  oc- 
casions as  a contributory  cause,  is  also  prom- 
inent. 


TABLE  IV^ — Length  of  Gestation  at  Time  of 
Death 


Gestation 

(Weeks) 

Number  of 
Deaths 

6 

2 

8 

2 

10 

2 

12 

9 

14 

7 

K) 

1 

18 

1 

20 

2 

22 

3 

24 

3 

26 

1 

28 

5 

30 

6 

32 

5 

34 

5 

36 

10 

37 

4 

38 

11 

39 

4 

40 

59 

41 

6 

Over  41 

3 

Not  recorded 

2 

Additional  miscellaneous  data  found  show 
that  3 of  the  patients  had  severe  cases  of 
diabetes,  12  had  hysterectomies  following 
delivery,  and  16  had  emergency  thoracot- 
omies and  cardiac  massage. 

Comment 

It  is  easy  to  be  lulled  into  an  attitude  of 
comparative  complacency  in  the  matter  of 
maternal  morlalities.  One  occasionally 


'IWBLE  V. — Types  of  Delivery 


(-asi's  Over  Twenty 
Weeks  Gestation 

Number  of 
Deaths 

Cases  Twenty  Weeks  Gestation  or 
Earlier 

Number  of 
Deaths 

Undelivered 

21 

Ruptured  ectopic 

3 

Cesarean  section 

12 

Infected  abortions 

2 

(postmortem) 

Cesarean  section 

33 

Pulmonary  emboli 

4 

Operative  vaginal 

41 

Hemorrhage  following  spontaneous  abortion 

1 

Spontaneous 

35 

Postdilatation  and  curettage  for  incomplete 

1 

abortion 

Not  recorded 

1 

Cesarean  section 

Chronic  nephritis 

1 

Ijaparot.ra(4ielotoin>- 

IS 

Paralytic  ileus,  ])ostal)dominal  ln’sterect.mny 

1 

Classical 

6 

for  therapeutic  reason 

I’orro 

1 

Laparotrachelotom  y 

1 

.\nesthetic  reaction,  postvaginal  hysten^c- 

1 

(baby  in  abdomen  j 

tomy  for  missed  abortion 

Not  recorded 

1 

Primary  or  repeat 

Priinar3' 

17 

.\cute  leukemia 

1 

Bepeat 

7 

BroiK  ho|)neuinonia  associated  witli  status 

1 

.Not  recorded 

6 

e))ilepticus 
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TABLE  VI. — Primaky  Causks  of  Maternal 
Deaths  in  147  Cases  (Interpreted  to  be  the 
Principle  Hash'  Factor) 


Causes 

Number 

of 

Deaths 

Ajiproxi- 
mate 
Per  Cent 

Emboli  (all  types) 

Sepsis  (all  types  of  iiifee- 

21 

14.6 

tioiis) 

21 

14.6 

lluptured  uterus 

16 

10.0 

Postpartum  hemoiThase 

14 

9.5 

Toxemia 

Id 

S.8 

Eclampsia 

11 

Preeclampsia 

1 

Chronic  Nephritis 

1 

Heart  disease 

9 

6.1 

Abruptio  placenta 

7 

4.1 

Neoplasms 

7 

4.1 

Aspiration 

5 

4.4 

Anesthetic  factors 

4 

2.7 

Ruptured  ectopic 

d 

Placenta  praevia 

d 

Afibrinogenemia 

2 

Rupture  of  aneurysm 

2 

Transfusion  reaction 

2 

Placenta  accreta 

2 

“Shock”  traumatic  delivery 

2 

Postabortal  hemorrhage 

1 

Acute  yellow  atrophy 

1 

Inversion  of  uterus 

1 

Acute  leukemia 

1 

Paralytic  ileus 
Ruptured  varix  broad  liga- 

1 

ment 

1 

Thrombocytopenic  purpura 

1 

Adrenal  failure 

1 

Fractured  skull 

1 

Status  epilepticus 

1 

Undetermined* 

4 

2.7 

* All  uiiclptermined  cases  were  autopsied,  but 
cause  of  death  was  not  established  by  tlie  jiost- 
inortem  e.xamination. 


hoars  the  statement  made  that  we  may  be 
near  an  “irreducible  minimum”  in  this  cate- 
gory of  mortalities.  However,  this  irre- 
ducible minimum  will  still  be  a challenge 
until  not  one  maternal  death  occurs  in  our 
State  and  County.  It  is  true  that  tremen- 
dous progress  in  reducing  mortalities  has  been 
made.  Thirty  years  ago,  maternal  mortali- 
ties were  reported  in  rates  around  35  per 
10,000  rather  than  the  present  3.4  to  4.4  per 
10,000. 

This  study,  however,  points  up  several 
interesting  factors.  A fair  number  of  mor- 
talities would  appear  to  involve  controllable 
factors.  These  “controllable”  factors  will 
be  discussed  in  a later  report. 

The  statistical  data  presented  would  seem 
to  give  a reasonably  accurate  picture  of  the 


TABLFj  VTI.- — Primary  and  Contributory  I\\c- 
ToRs  IN  Maternal  Moktalitie.s 


Factor 

Primary 

Cause 

Contribu- 

tory 

Cause 

Total 

(Factors) 

Recorded 

Emboli 
(all  types) 

21 

6 

27 

Infection 
(all  types) 

20 

d 

2d 

Postpartum 

hemorrhagi" 

14 

9 

23 

Toxemia 

12 

8 

20 

Ruptured  uterus 

16 

1 

17 

Abruptio 

placenta 

7 

4 

11 

Ahbrinogenemia 

2 

9 

11 

Heart  disease 

9 

1 

10 

Anesthetic 

factors 

5 

4 

9 

Neoplasms 

7 

1 

8 

Placenta  praevia 

.d 

5 

8 

Aspiration 

5 

1 

6 

Placenta  accreta 

2 

8 

5 

complications  of,  and  those  associated  with, 
pregnancy,  which  are  accounting  for  the 
mortalities  associated  with  pregnancy. 
However,  several  causes,  such  as  carcinoma 
of  the  cervix,  hydatidiform  mole,  chorio- 
carcinoma, and  miliary  tuberculosis  are  con- 
spicuous by  their  absence. 

Accurate  recording  of  the  causes  of  death 
remains  a problem.  It  was  noted  in  a num- 
ber of  cases  that  the  diagnoses  recorded  on 
death  certificates  were  quite  different  from 
those  appearing  on  the  hospital  charts. 
The  final  autopsy  diagnosis  occa.sionally 
failed  to  agree  with  either  the  death  cer- 
tificate or  hospital  record  diagnosis.  Autop- 
sies were  performed  on  97  (60  per  cent)  of  the 
cases. 

An  age  distribution  study  shows,  of 
course,  a relatively  high  incidence  of  mortal- 
ities in  the  older  age  group,  and  multiparity 
(especially  the  women  with  five  or  more 
pregnancies)  accounts  for  a disproportion- 
ately high  number  of  fatalities. 

A study  of  the  causes  of  these  deaths  would 
seem  to  imply  that  the  leading  categories 
include  many  causes  that  are  theoretically 
controllable.  If  we  are  justified  in  such  a 
statement,  we  still  can  reduce  the  incidence 
of  maternal  mortalities  by  attempting  to  cor- 
rect these  so-called  controllable  factors. 

This  leads  to  one  of  the  more  important 
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observations  noted;  that  is,  that  maternal 
niorlality  rales  still  vary  considerably  in 
different  localities  of  the  state.  (If  we  can 
assume  that  death  certificates  are  tilkal  out 
reasonably  similarly  throughout  the  State.) 
The  official  “puerperal  causes  of  death”  for 
1958  show  a rate  of  5.3  per  10,000  for  New 
York  City  as  compared  with  a rate  of  2.5  per 
10,000  for  the  rest  of  the  State.  Figures  also 
could  be  quoted  to  show  a higher  maternal 
mortality  rate  in  certain  rural  communities, 
as  contrasted  with  those  for  urban  areas  with 
highly  developed  medical  centers.  We  cer- 
tainly should  aim  at  a uniformly  low  rate  for 
all  types  of  communities. 

Sum  mary 

Statistical  data  are  presented  on  147  cases 
with  fatal  outcomes  involving  pregnancy. 


Empha.sis  is  placed  on  analysing  the  primary 
and  contributory  causes  of  these  fatalities. 
The  impression  is  obtained  that  the  present 
maternal  mortality  rate  for  New  York  State 
(approximately  3.8  per  10,000  for  the  years 
1956  through  1958)  does  not  represent  an 
irreducible  minimum.  The  Subcommittee  on 
Maternal  and  Child  Welfare  feels  that  ac- 
curate analyses  of  deaths  associated  with 
pregnancy  should  continue. 

Known  technics  for  reducing  maternal 
mortality  rates,  such  as  attention  to  “con- 
trollable” factors  in  deaths  by  continued 
postgraduate  education,  better  organization 
of  obstetric  hospital  services,  maternal  mor- 
tality conferences,  and  emphasis  on  basic  re- 
search on  the  presently  “uncontrollable” 
factoi's,  such  as  placental  pathology,  should 
continue. 


Calaslrophes  in  Ihe  United  Slates 


Catastrophes^ — accidents  in  which  five  or  more 
pensons  are  killed — caused  somewhat  over  1,400 
deaths  in  the  continental  United  States  in  lOOO, 
or  about  the  same  number  as  in  1959,  it  is  reported 
by  statisticians  of  the  Metropolitan  Life  Insurance 
Ck)mpany. 

In  the  year  just  ended  there  were  eight  major 
(catastrophes — those  which  took  the  lives  of  at  least 
25  persons — accounting  for  around  450  deaths. 

The  worst  disaster  of  the  year  was  the  mid-air 
collision  between  two  scheduled  planes  over  Staten 
Island,  on  December  16,  causing  134  deaths  (in- 
cluding casualities  on  the  ground  — the  heaviest 
lo.ss  of  life  in  aviation  history. 

Other  major  catastrophes  included  the  explosion 
of  a sclucduled  plane  in  flight  near  Tell  City,  In- 
diana, on  March  17,  taking  63  livccs;  the  plane  cra.sh 
into  Boston  Harbor  on  October  4,  killing  62  persons; 
the  crash  of  an  airliner  into  a swampy  ravine  near 
Bichmond,  Virginia,  on  .January  18,  causing  .50 
deaths;  the  “disintegration”  in  flight  n(>ar  Wilming- 
ton, Xorth  Carolina,  of  a jdane  on  .January  (i,  killing 


34  persons;  and  a fire  which  swept  an  aircraft 
carrier  in  the  Naval  Shipyard  at  Brookb'n,  on 
December  19,  taking  50  lives. 

There  w'ere  two  natural  disasters  during  1960: 
Hurrucane  Donna,  which  struck  the  South  and 
Northeast  in  September,  causing  30  deaths;  and 
the  series  of  tornadoes  which  killed  29  in  Oklahoma 
and  Arkansas  on  May  5. 

Motor  vehicle  accidents  accounted  for  nearlj’ 
one  third  of  the  lives  lost  in  catastrophes  last  year, 
and  civil  aviation  was  responsible  for  almost  as 
many  deaths.  Fires  and  explosions — most  of  them 
in  the  home- — caused  about  one  fifth  of  all  fatal 
injuries  sustained  in  catastrophes.  Natural  ca- 
tastrophes, military  aviation,  and  water  transporta- 
tion contributed  appreciably  to  the  total. 

Among  catastrophic  deaths,  civil  aviation  took 
a much  larger  toll  than  in  1959,  while  military  avia- 
tion showed  a more  moderate  rise.  On  the  other 
hand,  there  was  a decline  in  catastrophic  deaths 
in  motor  vehicle  accidents,  firc’s  and  explosions, 
water  tran.sj)ort;ilion,  and  railroad  accidents. 
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Ochronosis 

KinVARD  B.  I.EAHEY,  M.l).,  NYACK,  NEW  YORK,  DANIEL  HYMAN,  M.D.,  SUFKERN,  NEW 
YORK,  AND  LAWRENCE  P.  HAWKES,  M.D.,  PEARL  RIVER,  NEW  YORK 

{From  the  Department  of  Orthopedics,  N yack  Hospital) 


Ochronosis  has  been  known  for  over  four 
centuries.  Since  the  mid-nincteentli 
century,  rejiorts  of  this  disease  have  appeared 
with  increasing  frequency.  To  date  the  most 
complete  bibliography  on  this  subject  listing 
152  articles,  is  contained  in  an  article  bj"  Ccr- 
venansky,  Sitha,  and  Urbanek,  published  in 
October,  1959.'  Of  this  number  approximately 
one  third  of  the  articles  arc  related  to  the  subject 
of  alkaptonuria  and  ochronosis.  These  authors 
found  119  additional  individual  cases  of  whom 
36  had  ochronotic  arthropathy.  To  the  best 
of  our  knowledge  and  up  to  the  pre.sent  time, 
including  these  additional  cases,  less  than  500 
cases  of  ochronosis  hav(>  been  reporti'd  in  the 
medical  literature.^' ^ The  article  by  Laymon 
in  1953'  is  the  most  comjiletc  in  the  dermatologic 
literature. 

lliovh  etnislry 

Alkaljitonuria  is  a disease  which  involves  an 
inborn  error  of  protein  metabolism.  Specifically, 
two  amino  acids  of  protein,  tyrosine  and  phenyl- 
alanine, break  down  to  homogentisic  acid.  Nor- 
mally homogentisic  acid  is  the  intermediate  prod- 
uct of  the  breakdown  of  these  two  amino  acids, 
because  of  the  inability  of  the  body  to  split 
open  homogentisic  acid,  the  breakdown  stops, 
and  the  homogentisic  acid  is  excreted  in  the  urine. 
The  urine  passed  is  usually  of  a normal  color, 
but  on  standing,  the  homogentisic  acid  changes 
into  a dark  pigment,  and  the  urine  becomes 
black.  When  polymerization  or  an  incomplete 
breakdown  of  the  homogentisic  acid  occurs  within 
the  body  itself,  the  dark  pigment  may  be  spread 
through  the  body,  causing  the  condition  known 
as  ochronosis.  One  can  find  alkaptonuria  with- 


out ochronosis,  but  this  specific  type  of  ochronosis 
occurs  only  with  alkaiitonuria.  On  the  basis 
of  the  work  done  at  the  National  Institutes  of 
Health  in  1957,  it  is  believed  that  the  metabolic 
defect  in  alkaptonuria  and  ochronosis  is  due  to  a 
defect  in  the  enzj'me  homogentisic  acid  oxidase. 
The  enzyme  does  not  work  properlj"  or  is  missing, 
and,  as  a result,  the  homogentisic  acid  is  not  s])lit 
properly.® 

Cli n ical  Fea I ii res 

.Alkaptonuria  is  considered  b}'  some  workers 
to  be  a hereditary  disease.  It  may  be  mani- 
fested only  by  the  excretion  of  homogentisic  acid 
in  the  urine.  This  may  go  on  for  years,  but  the 
homogentisiii  acid  derivatives  ma}''  also  be  de- 
posited in  the  various  tissues  in  the  form  of 
granules.  These  granules  have  been  found  in  the 
pericardium,  the  myocardium,  the  vascular 
intinia,  the  bronchial  cartilages,  the  kidneys, 
the  adrenal  glands,  the  eyes,  the  thyroid  gland, 
the  testis,  the  epididymis,  the  spleen,  the  pan- 
creas, and  the  joints.  The  symptoms  of  pigment 
deposition  are  most  noticeable  in  the  fifth  decade 
of  life.  The  most  important  and  disabling 
s3'mptoms  occur  usually  with  alkaptonuric 
arthritis.® 

In  the  series  of  36  patients  of  Cervenansk^’,* 
22  males  and  14  females  had  joint  manifestations. 
The  average  duration  of  s.vmptoms  was  tweh’e 
years,  the  shortest  was  one  j’oars,  and  the  longest 
was  thirty-four  years.  The  first  joint  s3’m])toms 
were  usually  in  the  spine.  Some  cases  in  this 
series  progressed  to  comjilete  rigidity  of  the 
s])ine  with  only  minimal  pain.  In  6 patients 
the  initial  complaints  were  acute  radicular  jiain 
similar  to  sciatica.  As  the  disease  progressed, 
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Fig.  1.  Progressive  intervertebral  space  involvement  (.4)  in  11)53,  {B)  in  1957,  and  (C)  in  1959. 


P'lG.  2.  Serial  interspace  changes  between  La  and  L3  (.4)  in  1953,  {B)  in  1957,  and  (C)  in  1959. 


the  patients  noted  a flattening  of  lumbar  lordosis 
accompanied  by  a fi.xed  and  rather  sharp  kyphosis 
of  the  lower  thoracic  and  upper  lumbar  region, 
often  involving  two  or  three  vertebrae.  The 
disease  appeared  to  be  progressive  over  a period 
of  from  six  to  tmi  years.  With  the  narrowing  of 
the  intervertebral  disk,  the  patient  showed  a 
loss  of  height. 

We  have  observed  1 jiatient  who,  over  a six- 
year  period  had  demonstrated  the  development 
and  clianges  in  the  lower  dorsal  and  lumliar 
spine  compatil)le  witli  ochronosis.  Ilis  case  is 
b(,‘iiig  r(;poi'ted  here  because,  to  the  best  of  our 
knowledgi!,  it  is  the  first  jiresentation  of  serial 


x-ray  films  showing  changes  in  the  spine,  starting 
with  a normal  spine  and  progressing  to  a full- 
blown case;  and  because  there  is  a possibility 
that  chronic  urticaria  was  associated  with 
ochronosis. 

Initially  the  x-ray  findings  in  a case  of 
ocdironosis  arc  those  of  a narrowing  of  the  inter- 
vertebral spaces.  Usually  these  changes  ap- 
jicared  first  in  the  thoracolumbar  region.  Notice 
the  comparison  between  the  first  .x-ray  films  of 
the  lowcu-  donsal  and  lumbar  spine;  read  as  “nor- 
mal” and  the  subs(‘(|uent  plates  in  our  case 
(P''igs.  1 and  2).  ,\s  the  disea.se  advances,  a 

calcification  of  the  disk  is  often  noted,  but  an 
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osteoporosis  of  the  vertebral  bodies  also  occurs. 
'I'licre  is  a high  concomitant  involvement  of  the 
knees,  shoulders,  and  hips,  but  the  hands  and 
feet  are  usually  spared. 

Chronic  urticaria  niaj'  be  as.soeiated  with 
many  internal  ailments  including  infection, 
tumors,  nervous  diseases,  and  metabolic  dis- 
orders. In  the  study  of  this  patient  with  chronic 
urticaria,  the  ochronosis  was  discovered.  Since 
one  swallow  does  not  make  a summer,  it  is  not 
claimed  that  the  urticaria  was  due  to  the 
ochronosis,  but  only  that  the  association  of  the 
two  conditions  in  this  1 case  is  being  reported  for 
the  record. 

Case  Report 

In  1959,  a well-developed,  vigorous,  thirty- 
six-j’ear-old  slender  white  male  was  seen.  He 
was  able  to  dress  and  undress  without  any  dif- 
ficulty, and  he  was  able  to  bend  forward  and 
touch  his  toes  while  keeping  his  knees  straight. 
He  splinted  his  entire  lumbar  spine  as  he  did 
so.  In  the  lumbosacral  spine  lateral  bending 
to  the  right  was  to  15  degrees,  and  to  the  left  it 
was  to  10  degrees.  The  patient  was  able  to 
squat  fully  and  evenly.  As  he  stood,  his  lumbar 
spine  was  flat.  There  was  no  tenderness  to 
percussion  in  the  lumbar  spme,  and  there  was 
no  tenderness  over  the  sacroiliac  joints.  How- 
ever, tenderness  was  present  in  the  lumbosacral 
interspace  in  the  midline. 

In  September,  1955,  the  patient  was  lifting  a 
bundle  of  newspapers  weighing  approximately 
50  pounds.  As  he  did  so,  he  felt  a twinge  of 
pain  in  his  back.  His  usual  occupation  was  that 
of  a truck  driver,  and  he  distributed  newspapers 
for  a news  company.  He  continued  to  work 
while  receiving  osteopathic  treatment  for  several 
weeks  and  then  felt  somewhat  improved.  His 
pain  recurred,  and  he  returned  for  further  osteo- 
pathic treatment  which  failed  to  give  relief 
from  pain.  He  was  then  seen  by  an  orthopedic 
surgeon  in  February,  1956,  and  again  complained 
of  a constant  aching  stress  in  his  low  back. 

In  1953  the  patient  had  suffered  a fall  and  had 
had  low  back  pain  for  a short  time  thereafter. 
X-ray  films  were  taken  at  that  time  (Fig.  1). 
Many  years  before  he  had  suffered  poliomyelitis 
which  had  involved  his  left  leg.  Although  there 
was  slight  residual  damage  in  his  left  leg,  there 
were  no  neurologic  changes  to  connect  the  atrophy 
of  his  left  leg  with  his  back  pain.  He  had  had 
attacks  of  the  hives  in  1943,  1945,  and  in  Jan- 


uary, 1958.  These  attacks  had  been  relieved 
by  the  administration  of  adrenalin.  In  Juno, 
1958,  hives  occurred  which  did  not  respond  to 
adrenalin,  but  some  clearing  occurred  with 
steroids.  When  the  steroids  were  discontmued, 
the  hives  recurred,  but  gradually  they  cleared 
up.  The  patient  had  a renal  stone  in  1957, 
and  in  1958  a glaucoma  of  the  left  eye  was  treated 
with  an  iridectomy  by  an  ophthalmologist. 

The  initial  orthopedic  examination  was  done 
in  1956.  This  examination  revealed  a flattening 
of  the  lumbar  spine  with  a local  tenderness  over 
the  lumbosacral  junction.  Motions  of  the  back 
were  carried  out  to  a satisfactory  range,  although 
the  patient  had  some  discomfort  in  the  lumbo- 
sacral area.  There  was  an  atrophy  of  the  left 
calf  as  compared  with  the  right  calf.  A calci- 
fication within  the  intervertebral  disk  from  the 
level  of  Li  inferiorly  was  noted  at  that  time. 

The  patient  continued  to  work  even  though 
he  experienced  intermittent  back  pain  up  through 
1959  when  he  was  seen  by  these  examiners.  He 
would  lose  an  occasional  day  or  two  from  work 
owing  to  pain  in  his  back.  In  1959,  he  noted 
that  if  he  sat  down  and  then  got  up,  he  had  to 
walk  about  to  relieve  the  pain  and  stiffness  in 
his  back.  The  pain  was  always  worse  in  the 
morning.  He  had  no  paresthesias  in  his  lower 
extremities. 

In  January,  1959,  the  patient  had  erythematous 
wheals  of  varying  sizes,  generalized  over  the 
body.  Pruritus  was  moderate.  A slate  blue 
lesion  of  H/a  cm.  in  diameter  was  present  on  the 
ear.  The  urine,  when  freshly  passed,  was  of 
normal  color,  but  in  twenty-four  hours  it  was 
black.  The  urticaria  was  relieved  by  standard 
dermatologic  care. 

New  .x-ray  films  of  the  lumbosacral  spine  and 
a joint  survey  of  one  half  of  the  body  showed  that 
there  were  no  changes  in  the  cervical  spine,  the 
right  shoulder,  the  right  elbow,  the  right  wrist, 
the  pelvis,  the  left  knee,  the  left  ankle,  and  the 
left  foot.  The  previously  described  changes 
in  the  lower  dorsal  and  lumbar  vertebra  were 
felt  to  be  progressive  (Fig.  2). 

It  was  noted  that  the  patient’s  urine  turned 
black  on  standing  for  a twenty-four-hour  period; 
an  addition  of  10  per  cent  sodium  hydroxide 
also  caused  blackening.  Silver  lactate  and  silver 
nitrate  were  both  reduced,  as  evidenced  by  a 
blackening  of  the  mi-xture.  A ferric  chloride 
solution  gave  a characteristic  blue-green  color. 
Million’s  reagent  gave  a yellow  precipitate. 
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Benedict’s  copper  solution  test  indicated  a re- 
duction in  dextrose. 

The  patient’s  red  blood  count  was  5 million, 
his  henioglohin  was  14  Gin.  per  100  ml.,  the 
corrected  sedimentation  rate  was  21  mm.  jier 
hour,  the  hematocrit  was  45,  the  white  blood 
count  was  9,000  with  60  per  cent  segmented  cells 
and  40  per  cent  lymphocytes.  These  tests  were 
all  performed  in  August,  1959.  The  patient’s 
blood  calcium  was  9.6,  his  phosphorus  was  4.4, 
and  the  acid  phosphotase  and  alkaline  phos- 
photase  were  0.  The  total  serum  protein  was 
7.4;  the  albumin,  4.8;  the  globulin,  2.6;  the 
albumin-globulin  ratio,  1.9:1;  and  the  cholesterol, 
290. 

A follow-up  e.xamination  was  done  in  Decem- 
ber, 1959.  The  patient  has  continued  to  work 
in  a satisfactory,  high-paying  job.  The  patient 
states  that  he  feels  better  when  he  is  working, 
even  though  he  has  to  lift  heavy  bundles  weighing 
about  53  pounds. 

Differential  Diagnosis 

Three  conditions  need  to  be  considered,  par- 
ticularly in  the  differential  diagnosis.  Rheuma- 
toid arthritis  usually  causes  a great  deal  more 
pain,  and  the  sedimentation  rate  might  show 
higher  elevation.  Clinically  the  onset  of 
ochronotic  arthritis  in  the  spine  is  much  less 
jiainful.  In  the  thorax  the  loss  of  respiratory 
e.xcursion  found  in  rheumatoid  arthritis  is  usually 
not  present.  Rheumatoid  arthritis  usually 
does  not  cause  the  characteristic  wafers  of  the 
intervertebral  disk  which  were  seen  in  this  con- 
dition. In  osteoarthritis  of  the  spine,  ochronotic 
arthropathy  shows  faster  development  and  more 
extensive  development  with  a particular  locali- 
aztion  in  the  thoracolumbar  spine  than  does 


osteoarthritis.  The  radicular  type  of  pain 
which  sometimes  occurs  in  ochronotic  arthrop- 
athy, becoiiK's  clear  from  a.  diagnostic  point 
of  view  when  the  lumbar  x-ray  films  are  studied. 
However,  should  these  findings  be  found  early, 
the  urine  studies  are  of  help. 

Another  help  in  the  diagnosis  of  ochronosis  is 
the  bluish  deposition  of  pigments  in  other  portions 
of  the  body,  such  as  in  the  sclera  of  the  ej’es  and 
in  the  cartilages  of  the  ears.  In  our  patient 
these  findings  were  demonstrated  in  one  ear. 

The  final  point  in  the  differential  diagnosis  of 
ochronosis  is  an  awareness  of  the  condition. 
If  one  has  not  seen  a similar  case  owing  to  its 
rarity,  the  diagnosis  is  easily  overlooked.  At 
the  present  time  there  is  no  known  satisfactory 
treatment  for  the  basic  metabolic  defect  in  the 
affected  enzyme  system . 

Snniniary 

A case  of  ochronosis  has  been  jjresented  show- 
ing changes  on  a series  of  x-ray  films.  This  case 
is  also  associated  with  chronic  urticaria,  which 
maj^  or  may  not  be  significant,  as  well  as  glau- 
coma in  one  ej’e  and  a history  of  renal  stone. 
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Incidence  of  Diarrheal  Disease  Affected  by  Water  Supply 
and  Sanitary  Conditions 


There  is  a direct  relationship  between  the  quality 
of  a community’s  water  supply  and  the  incidence 
of  diarrheal  disease  among  its  residents.  Studies 
reveal  that  in  communities  which  have  a highly 
contaminated  water  supply,  the  incidence  of  di- 
arrheal disease  may  he  more  than  1 7 per  cent  of  the 
j)opulation.  In  communities  with  a relatively  pure 
water  sujiply,  however,  the  incidence  drojis  to 
7.5  per  cent.  Moreover,  where  the  water  supply 
is  of  low  fpiality,  not  only  is  the  incidence  of  diar- 


rheal disease  greater,  but  the  illne.ss  itself  is  more 
severe. 

Sanitary  facilities  are  another  major  factor. 
Where  the  level  of  sanitation  is  low,  the  incidence 
of  diarrheal  disease  is  high.  In  one  study  prevalence 
of  infection  with  Shigella  was  more  than  five  times 
greater  in  families  having  a privy  and  water  outside 
the  dwelling  than  in  those  having  sanitary  facilities 
in  the  home. — Patterns  of  Disease,  Parke,  Davis  & 
Company 
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Cardiovascular  Abnormalities  During  Surgery  Secondary  to 
Metastatic  Lesions  of  the  Heart 


OLGA  SCHWEIZEK,  M.D.,  AND  WILLIAM  S.  HOWLAND,  M.D.,  NEW  YORK  CITY 
{From  the  Department  of  Anesthesiology,  Memorial  Hospital  for  Cancer  and  Allied,  Diseases) 


Metastatic  dispase  of  the  heart  and  peri- 
cardium is  not  a rare  occurrence.  Tlie 
incidence  varies  in  different  series  from  1.8  to 
13.9  per  cent  of  all  autopsies  performed  on 
patients  with  malignant  disease,  but  the  condi- 
tion has  been  diagnosed  prior  to  death  in  only 
a comparatively  few  cases.  After  revdewing 
the  literature,  Prichard*  reported  that  by  1950 
only  21  cases  of  sei^ondary  malignant  disease  of 
the  heart  had  been  discovered  before  death.  In 
1953,  DeLoach  and  Haynes'*  noted  1 case  in 
which  the  diagnosis  was  definitely  established 
antemortcun  and  2 additional  (tases  of  suspected 
cardiac  metastatic  disease  which  were  subse- 
quently confirmed  by  autopsy.  Although  Bisel, 
Wroblewski,  and  LaDue^  did  not  mention  a spe- 
cific number  of  cases  of  metastatic  cardiac  disease 
diagnosed  prior  to  autopsy,  they  reported  that 
8.5  per  cent  of  patients  with  autopsy  findings  of 
metastatic  cardiac  disease  e.xhibited  symptoms 
and  physical  signs  of  heart  disease  prior  to  death, 
and  that  there  were  electrocardiographic  records 
suggestive  of  cardiac  involvement  in  28.8  per 
(;ent  of  the  patients. 

The  pathologic  conditions,  the  symptoms,  and 
the  phj'sical  and  laboratory  findings  in  patients 
with  metastatic  cardiac  lesions  have  been 
reviewed  b}^  several  investigators  including  De- 
Loach  and  Haynes,'*  Scott  and  Garvin,^  Prichard,* 
Yater,^  and  Bisel,  Wroblewski,  and  LaDue.* 
Their  studies  showed  that  although  metastatic 
lesions  to  the  heart  and  pericardium  may  arise 
from  any  organ,  the  most  frequent  sites  of  origin 
ai'e  the  breast  and  the  lung  with  metastatic 
melanoma  next  in  order  of  frequency.  The 
tumor  cells  reach  the  heart  by  a lymphatic  or 
blood  vessel  spread  or  by  direct  extension 
from  an  adjacent  organ.  Metastatic  lesions  are 
found  with  equal  frequency  in  the  epicardium, 
the  myocardium,  and  the  endocardium  and  may 
occupy  an  entire  chamber  of  the  heart,  extending 
at  times  into  other  chambers.  Pericardial  in- 
volvement by  tumor  is  manifested  by  a diffuse 
thickening  or  obliteration  of  the  structure  or  by 
the  presence  of  an  effusion,  either  clear  or  hemor- 


rhagic in  nature.  Diffuse  metastatic  disease  is 
always  pre.sent  in  patients  with  cardiac  involve- 
ment. 

From  the  standpoint  of  antemortem  diagnosis, 
there  are  no  specific  signs  or  symptoms  which 
are  characteristic  of  metastatic  disease  of  the 
heart  or  iiericardium.  Many  patients  exhibit  no 
evidence  of  cardiac  difficulty  prior  to  death. 
In  other  cases  cardiac  metastases  have  resulted 
in  a variety  of  .symptom  comple.xes  including 
sudden  death;  une.xplained  congestive  failure; 
subacute  bacterial  endocarditis;  or  abnormalities 
of  rhythm  such  as  auricular  fibrillation,  var- 
ious degrees  of  heart  block,  extrasystoles,  or 
paroxysmal  tachycardia.  Among  the  electro- 
cardiographic changes  listed  by  Bisel,  Wroblewski, 
and  LaDue'*  as  suggestive  of  cardiac  metastatic 
disease  were  T-wave  abnormalities,  low  volt- 
age of  the  QRS  comple.xes,  S-T  segment  devia- 
tions, Q waves,  prolonged  auriculoventricular 
conduction,  and  arrhythmias.  Roentgenologic 
evidence  of  the  enlargement  of  the  heart 
or  the  fixation  of  the  right  border  of  the  fieart 
may  assist  further  in  the  diagnosis. 

Although  metastatic  disease  of  the  heart  has 
been  detected  antemortem  in  a small  number  of 
cases,  a review  of  the  literature  fails  to  reveal  any 
case  in  which  the  diagnosis  was  made  as  the  result 
of  cardiovascular  symptoms  occurring  during  the 
course  of  anesthesia  and  surgery.  In  the  first  2 
cases  of  the  present  report,  probable  cardiac 
metastatic  disease  was  diagnosed  by  the  an- 
esthesiologist at  the  time  of  surgery.  In  the 
third  case  the  presence  of  metastatic  involvement 
of  the  heart  was  not  suspected  until  the  jiost- 
mortem  examination. 

Case  Reports 

Case  1. — The  patient  was  a sixty-six-year-old 
white  female  with  ulcerative  cancer  of  the  right 
breast.  One  week  prior  to  hospital  admission, 
she  developed  a pleuritic  type  of  pain  over  the 
base  of  the  left  lung  laterally,  accompanied  by 
increasing  dyspnea.  In  addition,  there  was  a 
recent  history  of  transient  numbness  and  weak- 
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iic'ss  of  the  right  upper  ami  lower  extremities. 
A phj’sieal  examination  revealed  a blood  pressure 
of  150/84  with  a pulse  rate  of  90,  an  enlargement 
of  the  heart  to  the  left,  and  a slight  venous  dis- 
tention. A roentgen  ray  examination  of  the 
ehest,  in  addition  to  confirming  the  physical 
findings  with  respect  to  cardiac  size,  showed  an 
accentuation  of  vascular  markings  compatible 
with  congestive  change  and  a pleural  reaction  at 
the  left  base.  Other  pertinent  physical  and 
laboratory  findings  were  weakness  of  the  left 
lower  facial  musculature,  hepatic  enlargement, 
and  abnormal  liver  function. 

The  patient  was  anesthetized  with  a thiopental 
sodium,  ether,  and  oxygen  sequence  and  intu- 
bated preparatory  to  a palliative  radical  mastec- 
tomy. During  the  course  of  draping  the  opera- 
tive field,  the  blood  pressure  and  pulse  dropped 
from  the  initial  values  of  110/80  and  80  respec- 
tively to  imperceptible  levels.  The  administration 
of  intravenous  and  intram uscularVasox3'lresulted 
in  a temporary  restoration  of  the  original  values, 
and  the  operation  was  begun.  Ten  minutes  after 
the  skin  incision,  the  biood  pressure  and  the  pulse 
again  disappeared,  and  the  patient  became  c>’a- 
iiotic  and  developed  wheezing  respirations.  One 
hundred  milligrams  of  intravenous  hydrocorti- 
sone, 15  mg.  of  intravenous  ephedrine,  and  35 
mg.  of  intramuscular  ephedrine  returned  the 
blood  pressure  to  a level  of  120,  obtainable  by 
palpation.  A rapid  modified  radical  mastectomy 
was  performed,  the  patient  remaining  moderately 
cj’anotic  throughout  the  procedure.  An  elec- 
trocardiogram obtained  during  the  closure 
showed  low  voltage  throughout  with  flattened  or 
inverted  T waves  in  both  limb  and  precordial 
leads.  A diagnosis  of  probable  cardiac  or  peri- 
cardial metastases  with  effusion  was  made  at  this 
time. 

The  patient  remained  in  a precarious  condition 
in  the  postoperative  period.  C}"anosis  and  moist 
respirations  persisted  in  spite  of  digitalization 
and  diuretics,  and  the  pulse  became  increasing!}" 
rapid  and  irregular.  On  the  first  postoperative 
day  an  electrocardiogram  showed  persistent  low 
voltage  and  an  atrial  flutter  with  a varying  block. 
All  therapy  was  ineffective,  and  death  occurred  on 
the  seventeenth  postoperative  daj". 

An  autopsy  revealed  numerous  soft,  yellow- 
brown  lesions  measuring  uj)  to  1 cm.  in  diameter 
scattered  over  the  anterior  and  posterior  epicar- 
dial  surface  of  the  heart.  On  microscopic  ex- 
amination these  areas  contained  tumor  cells. 


Pericardial  effusion  was  present.  In  additioti, 
there  were  metastases  to  the  right  lung  and  the 
left  occipital  lobe  of  the  cerel)rum. 

Case  2. — A forty-three-j’car-old  white  male 
was  admitted  for  excision  of  recurrent  skin  sites 
of  reticulum  cell  sarcoma.  The  preoperative 
examination  revealed  a blood  pressure  of  100/70 
and  a pulse  rate  of  from  70  to  88  beats  per  minute. 
There  was  no  history,  symptom,  or  sign  of  cardiac 
abnormality. 

After  an  initial  dose  of  5 cc.  of  thiopental 
sodium  (Pentothal  sodium),  the  blood  pressure 
dropped  from  110/80  to  80/50,  and  the  pulse 
slowed  to  a rate  of  42  beats  per  minute.  Atropine 
sulphate,  grain  Viso,  was  injected  intravenously 
with  a resultant  elevation  of  blood  i^ressure  to 
120/60  and  of  pulse  rate  to  58  beats  per  minute. 
Since  the  patient  appeared  to  be  in  a satisfactor}' 
condition,  the  operation  was  started.  The  total 
thiopental  sodium  required  for  the  completion  of 
the  surgical  procedure  was  375  mg.  Five  minutes 
after  the  rise  in  blood  pressure  induced  by  in- 
travenous atropine,  the  pulse  rate  again  slowed 
down,  and  the  blood  pressure  fell  to  90/50. 
Electrocardiographic  recordings  taken  during  the 
next  ten  minutes  showed  an  initial  first-degree 
heart  block  followed  in  rapid  succession  by  pro- 
gressive stages  of  auriculoventricular  block  until 
complete  auriculoventricular  dissociation  oc- 
curred. A diagnosis  of  probable  metastatic 
reticulum  cell  sarcoma  in  the  region  of  the 
conduction  system  of  the  heart  was  made  at  this 
time. 

The  patient  was  removed  to  the  recovery  room, 
and  the  cardiac  pacemaker  was  attached  as  a 
jirecautionary  measure  in  the  event  of  cardiac 
asystole.  On  the  operative  day  roentgen-ray 
therapy  to  the  heart  area  was  started  and  con- 
tinued for  several  days.  On  the  second  post- 
operative day  the  electrocardiogram  showed  a 
2 : 1 auriculoventricular  block,  and  by  the  sixth 
day  after  the  operation  the  rhythm  was  com- 
pletely normal.  Electrocardiographic  tracings  to 
illustrate  the  various  stages  arc  shown  in  Figure  1 . 

This  patient  expired  several  months  after  this 
episode.  No  autops}"  was  performed. 

Case  3. — The  patient  was  a forty-eight-year- 
old  white  female  with  a chondrosarcoma  of  the 
right  femur.  A review  of  the  historj’  revc'aled  no 
symptoms  of  cardiac  disability.  The  preopera- 
tive blood  pressure  was  150/90,  and  the  pulse 
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rate  was  104  beats  per  minute.  'Fliere  was  a 
Grade  II  systolic  murmur  over  the  base  of  the 
sternum.  The  electrocardiogram  was  interpreted 
as  within  normal  limits  but  compatible  with  some 
degree  of  right  ventricular  hypertrophy. 

The  patient  was  anesthetized  ^vith  a thioi)ental 
sodium,  ether,  and  o.\ygen  sequence  and  was 
intubated  preparatory  to  performing  a right 
hemipelvectom}".  During  the  course  of  the 
operative  procedure  7,000  cc.  of  blood,  600  cc.  of 
antihemophilic  plasma,  and  1,000  cc.  of  plasma 
expander  were  required  to  compensate  for  the 
blood  loss.  The  most  noteworthy  cardiovascular 
feature  was  a tachycardia  of  from  110  to  120 
beats  per  minute  which  started  during  the  in- 
duction of  anesthesia  and  persisted  throughout 
the  entire  operative  procedure,  even  though  the 
major  blood  loss  did  not  occur  until  the  latter 
part  of  the  surgery. 

The  postoperative  course  was  stormy  with 
Ijcriods  of  marked  h)-potension  and  tachycardia. 
An  additional  4,500  cc.  of  blood,  300  cc.  of  anti- 
hemophilic plasma,  intravenous  hydrocortisone, 
and  a norepinephrine  drip  failed  to  maintain  the 
cardiovascular  system,  and  the  patient  expired 
at  1 1 : 15  P.M.  on  the  operative  night. 

3'he  autopsy  revealed  a tumor  thrombus  of  the 
right  ventricular  wall  obstructing  the  pidmonary 
artery.  The  base  of  the  mass  projecting  through 
the  pulmonary  valve  was  attached  to  the  endo- 
cardium and  myocardium  of  the  right  ventricle 
over  a 3.5  cm.  area.  The  clot  was  adherent  on 
the  anterior  wall  and  over  the  interventricular 
septum . Microscopic  sections  showed  metastatic 
chondrosarcoma  infiltrating  the  endocardium  and 
the  mjmeardium. 

Comment 

Since  the  signs  and  sjTnptoms  of  cardiac  abnor- 
mality due  to  metastatic  malignant  disease  of  the 
heart  are  not  specific  for  this  entity,  the  ante- 
mortem diagnosis  is  based  largely  on  two  condi- 
tions: the  presence  of  widespread  cancer  and  the 
absence  of  known  cardiac  disease  that  could  ac- 
count for  the  symptomatology.  The  existence 
of  organic  heart  disease  does  not  rule  out  the 
j)ossibility  of  superimposed  metastases,  but  it 
does  introduce  a complicating  factor  in  the  dif- 
ferential diagnosis. 

The  condition  that  lends  itself  most  readily  to 
antemortem  diagnosis  is  the  involvement  of  the 
confluction  system  of  the  heart  bj"  cancer  metas- 
tases. In  20  cases  detected  prior  to  death,  Doane 


and  Pressman®  found  9 cases  of  conduction  dis- 
turbances due  to  metastatic  disease.  1 limmette' 
reported  1 j)atient  with  complete  auriculovcntric- 
ular  dissociation  due  to  metastatic  melanoma, 
and  Brick  and  Greenfield®  reported  a similar 
case  resulting  from  metastatic  reticulum  cell 
sarcoma.  Cardiac  metastases  were  found  in  30 
per  cent  of  Bisel’s®  cases  of  reticulum  cell  sarcoma. 
The  effectiveness  of  roentgen-ray  therapy  to 
the  heart  in  reverting  a complete  auriculoventric- 
ular  dissociation  to  normal  rhjThm  was  reported 
by  Shelburne  and  Aronson®  in  a patient  with  car- 
diac metastases  from  a dural  tumor. 

A presumptive  diagnosis  of  metastatic  disease 
to  the  conduction  sj'stem  of  the  heart  must  be 
entertained  in  \iew  of  the  known  propensity  of 
reticulum  cell  sarcoma  to  invade  the  heart  and  in 
\dew  of  the  excellent  response  obtained  with 
roentgen-ray  therapy. 

Barker’®  feels  that  cases  of  this  t3'pe  are  due  to 
incomplete  destruction  of  the  conduction  tissues 
by  an  organic  lesion.  In  the  presence  of  a to.xic 
influence,  the  remaining  fibers  cease  to  function 
with  a resultant  complete  auriculo^'entricular 
dissociation.  The  e.xact  factor  which  precipi- 
tated the  auriculoventricular  dissociation  in  the 
present  case  is  imknown.  There  were  no  episodes 
of  ano.xia,  and  the  first  e\idence  of  arrhjThmia 
occurred  after  a minimal  dose  of  thiopental 
sodium.  Since  the  QRS  complexes  were  of  nor- 
mal duration  and  contour,  the  metastatic  lesion 
was  probably  located  above  the  bifurcation  of  the 
bundle  of  His,  permitting  normal  propagation  of 
the  impulse  through  the  myocardium  of  the  ven- 
tricles. 

The  diagnosis  of  metastatic  disease  of  the  lieart 
and/or  pericardium  was  made  in  the  patient  with 
cancer  of  the  breast  on  the  basis  of  the  known 
tendency  of  breast  cancer  to  metastasize  to  the 
heart,  the  roentgenologic  finding  of  an  enlarged 
heart  prior  to  operation,  the  clinical  course  during 
operation,  and  the  electrocardiographic  tracing 
showing  low  voltage  of  the  QRS  complexes  and 
flattening  or  inversion  of  the  T waves.  The 
latter  jjicture  is  characteristic  of  the  electrocardio- 
grams of  patients  with  pericardial  effusion  or 
constrictive  pericarditis. 

In  contrast  to  the  first  2 cases,  the  third  case  of 
metastatic  chondrosarcoma  did  not  present  as 
clear-cut  a picture  of  cardiac  involvement.  The 
only  factor  of  sigcnifiance  during  the  operation 
was  a persistent  tach3'cardia  which  e.xisted  prior 
to  the  blood  loss  and  did  not  respond  to  fluid  re- 
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placeniont.  In  tlio  postoporativc'  period  tlic  do- 
grei'  of  cardioviiscular  collapse'  seemed  out  of 
proportion  to  tin'  loss  of  blood.  Although  taelu'- 
eardia  is  a nonspecific  sign  with  a variety  of 
etiologic  conditions,  the  possibility  of  cardiac 
metastases  should  b('  borne  in  miml  in  any  patient 
with  diffuse  metastatic  disease  who  sliows  an 
une.\i)lained  increase  in  the  heart  rate.  It  is  of 
interest  that  DeLoach  aiul  Haynes^  reported  a 
case  of  chondrosarcoma  e.\t('nding  up  the  inferior 
vena  cava  into  the  right  atrium  in  a fashion  simi- 
lar to  the  one  in  the  present  group. 

Summary 

Three  cases  have  been  ))resented  of  the  symp- 
toms and  signs  of  metastatic  cardiac  disease 
which  occurred  during  operation. 

M('tastati(;  cardiac  disease  should  b('  suspected 
in  all  patients  witli  diffuse  carcinomatosis  who 
have  unexplained  signs  of  cardiovascular  abnor- 
m.'ility. 

The  e.xcellent  response  to  roentgen  tlieraj)y  of 
1 case  indicates  the  importance  of  recognizing 
the  possibility  of  metastatic  cardiac  disease  in 
patients  j)rior  to  death. 
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Melliod  Cited  for  Endirifi  Staph  Epidemic  at  Watter  Reed  Ilospitat 


Contiiuious  education  of  nursery  jK'rsonnel, 
l)lus  routine  washing  with  a sudsing  antibacterial 
detergent  (pHi.soHex)  as  well  as  other  control 
measures,  helped  end  an  epidemic  of  staphylococcic, 
infections  at  Walter  Reed  General  Hosjtital,  a 
grouj)  of  medical  investigators  states  in  the  U.S. 
Armed  Forces  Medical  Journal  (11:1415,  1900). 

Probably  the  most  important  factor  in  preventing 
infection,  in  their  opinion,  was  the  “continuous 
l)rogram  of  educating  nursery  personnel  on  the 
potential  hazards  of  nursery-acquired  infection.” 
In  January,  1050,  the  incidence  of  staphylococcic 
infection  in  infants  born  at  Walter  Reed  General 
Hospital  had  reached  11)  i)cr  cent,  according  to 
Gai)tain  Sherman  S.  Robinson,  Caj)tain  Alexander 
F.  Goley,  Colonel  Ogden  C.  Bruton,  and  Colonel 
Hinton  J.  Baker. 

Noting  that  nursery  transmission  of  staphylo- 
coccic disease  is  a world-wide  major  public  health 
I)rol)lem,  they  attribute  responsibility  for  the  prob- 
lem to  e.xtensive  use  of  atitibiotics  and  a hosj)ital 
environment  favorable  to  antibiotic-resistant  or- 
ganisms. The  latter  are  not  only  a threat  to  new- 


born infants  but  also  to  the  community  at  large. 

Describing  the  control  measures  employc'd  at 
Walter  Reed’s  nursery,  the  authors  say  that  anti- 
biotics were  removed  from  the  nursery  to  discourage 
their  routine  use.  The  importance  of  washing  the 
hands  before  and  after  touching  infants  was  re- 
emj)hasized. 

In.structions  were  given  to  wash  with  the  anti- 
bacterial detergent  for  one  minute  before  and  after- 
handling  each  infant,  with  a three-minute  scrub' 
upon  entering  the  nursery. 

Nurses  were  given  plastic  face  shields  to  wear,  and 
an  individual  plastic  apron  with  long  sleeves  for 
each  infant.  The  infant  came  into  contact  only 
with  “his”  ai)ron,  and  when  discharged,  the  apron 
was  washed  in  benzalkonium  chloritle  (Zephiran) 
before  being  a.ssigned  to  another  infant. 

These,  and  other  control  measures,  including 
follow-up  .surveillance  after  discharge,  proved  highly 
effective.  The  rej)ort  states  that  none  of  the  infants 
was  found  to  have  a penicillin-resistant  strain  of 
stai)hylococcus  at  the  end  of  three  months)  observa- 
tion. 
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Music  by  Norbert  Klein 
Dress  Optional 
Entertainment  Favors 
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Tickets  available  through  your  eouiity  medieal  society  and  through 
the  Headquarters,  Medieal  Society  of  the  State  of  New  \ork 
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(The  following  books  were  re.eeived  (hiring  Ihc  month  of  Janiinri/,  11)61) 


Congenital  Malformations  of  the  Heart.  Volume 
II:  Specific  Malformations.  By  Helen  B.  Taussig, 

M.D.  Quarto  of  1,049  pages,  illustrated.  Cam- 
bridge, Mass.,  published  for  The  Commonwealth 
Fund  by  Harvard  University  Press,  1960.  Cloth, 
$17.50. 

General  Anaesthesia.  Volume  1:  Basic  Princi- 
ples. Voliune  II:  Techniques,  Special  Fields  and 

Hazards.  Kdited  by  Frankis  T.  Evans,  M.B.,  and 
Cecil  Gray,  M.D.  Octavo.  Two  volumes,  illus- 
trated. London,  Butterworth  & Co.  (Publishers) 
Ltd.,  1959.  Cloth,  $29.50  per  set. 

The  Choice  of  a Medical  Career.  Essays  on  the 
Fields  of  Medicine.  Edited  by  Joseph  Garland, 
M.D.,  and  Joseph  Stokes,  III,  M.D.  Octavo  of  231 
pages.  Philadelphia,  J.  B.  Lippincott  Company, 
1961.  Cloth,  $5.00. 

Human  Nutrition,  Historic  and  Scientific.  Mono- 
graph III.  Edited  by  lago  Galdston,  M.D.  Octavo 
of  321  pages,  illustrated.  New  York,  International 
Universities  Press,  Inc.,  1960.  Cloth,  $6.00. 

Heart  Soxmds  and  Murmurs,  a Clinical  and 
Phonocardiographic  Study.  By  P.  A.  Ongley, 
M.  B.  Rappaport,  Howard  B.  Sprague,  and  A.  S. 
Nadas.  Quarto  of  360  pages,  illustrated.  New 
York,  Grune  & Stratton,  1960.  Cloth,  $9.75. 

Ciba  Foundation  Symposium  on  Haemopoiesis: 
Cell  Production  and  its  Regulation.  Editors  for 
the  Ciba  Foundation,  G.  E.  W.  Wolstenholme, 
M.B.,  and  Maeve  O’Connor,  B.A.  Octavo  of  490 
pages,  illustrated.  Boston,  Little,  Brown  and 
Company,  1960.  Cloth,  $11. 

Henry  Ford  Hospital  International  Symposium  on 
Biology  of  Pyelonephritis.  Edited  by  Edward  L. 
Quinn,  M.D.,  and  Edward  H.  Kass,  M.D.  Octavo 
of  708  pages,  illustrated.  Boston,  Little,  Brown 
and  Company,  1960.  Cloth,  $18. 

The  Gentle  Legions.  By  Richard  Carter.  Oc- 
tavo of  335  pages.  Garden  City,  N.Y.,  Doubleday 
(fe  Company,  Inc.,  1961.  Cloth,  $4.50. 

Beloved  Professor.  Life  and  Times  of  William 
Dodge  Frost.  By  Russell  E.  Frost.  Octavo  of  350 
pages,  illustrated.  New  York,  Vantage  Press,  1961. 
Cloth,  $3.75. 

Epidemic!  By  Frank  G.  Slaughter.  Octavo  of 


286  [)ages.  Garden  City,  N.Y.,  Doubleday  & 
Company,  Inc.,  1961.  Cloth,  .$3.95. 

Cerebrospinal  Fluid  Dynamics  in  Health  and 
Disease.  By  David  Bowsher,  M.D.  Octavo  of  80 
pages,  illustrated.  Springfield,  Charles  C Thomas, 
1960.  Cloth,  $4.75. 

The  Medical  Clinics  of  North  America.  Chicago 
Number.  January,  1961.  Clinical  Problems  in 
Gynecology  and  Obstetrics.  Herbert  E.  Schmitt, 

M. D.,  guest  editor.  Octavo.  Philadelphia,  W.  B. 
Saunders  Company,  1961.  Published  bi-monthly 
(si.\  numbers  a year).  Cloth,  $18  net;  Paper,  $15 
net. 

Textbook  of  Medical  Physiology.  By  Arthur  C. 
Guyton,  M.D.  Second  edition.  Quarto  of  1,181 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1961.  Cloth,  $15.50. 

The  Physiological  Basis  of  Medical  Practice. 
By  Charles  Herbert  Best,  M.D.,  and  Norman  Burke 
Taylor,  M.D.  Seventh  edition.  Quarto  of  1,554 
pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1961.  Cloth,  $16. 

The  American  Academy  of  Orthopaedic  Surgeons, 
Instructional  Course  Lectures.  Volume  XVII, 

1960.  Edited  by  Fred  C.  Reynolds,  M.D.  Quarto 
of  421  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1960.  Cloth,  $18.50. 

Recent  Advances  in  Biochemistry.  By  T.  W. 
Goodwin,  D.Sc.  Fourth  edition.  Octavo  of  301 
pages,  illustrated.  Boston,  Little,  Brown  and 
Company,  1960.  Cloth,  $11.50. 

Valvular  Disease  of  the  Heart  In  Old  Age.  By 
P.  D.  Bedford,  M.D.,  and  F.  I.  Caird,  D.M.  Oc- 
tavo of  194  pages,  illustrated.  Boston,  Little, 
Brown  and  Company,  1960.  Cloth,  $7.50. 

Sleep  Therapy  in  the  Neuroses.  By  B.  V. 
Andreev,  M.D.  Translated  from  Russian  by  Basil 
Haigh,  M.B.  Octavo  of  114  pages,  illustrated. 
New  York,  Consultants  Bureau,  1960.  Cloth, 
$8.50.  (International  Behavioral  Sciences  Series) 

The  Hiunan  Frame.  By  Giovanna  Lawford- 
Duodecimo  of  108  pages,  illustrated.  Garden  City, 

N. Y.,  Anchor  Books,  Doubleday  & Company,  Inc., 

1961.  Paper,  .$0.95. 
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Nathan  Samuel  Hantman,  M.D.,  of  Brooklyn, 
died  on  Se])tember  2,  HHiO,  at.  the  age  of  forty-eight. 
Dr.  Hantman  graduahul  in  1940  from  the  Royal 
C’olh'ge  of  Physicians,  Edinburgh,  Scotland  (St. 
.\Inngos,  Glasgow).  Dr.  Hantman  was  an  assistant 
in  general  practice  at  Wyckoff  Heights  Hospital. 

Emanuel  Hauser,  M.D.,  of  New  York  City,  died 
on  August  20,  1900,  at  the  age  of  si.\ty-two.  Dr. 
Hauser  received  his  medical  degree  from  the  Uni- 
versity of  Vienna  in  1925.  He  was  physician-in- 
charge  of  physical  medicine  and  rehabilitation  at 
the  Home  and  Hospital  of  the  Daughters  of  Israel. 
Dr.  Hauser  was  a member  of  the  American  Geriatrics 
Society,  the  New  York  Cardiological  Society,  the 
New  York  County  Medical  Socaety,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

George  Theodore  Kalnit,  M.D.,  of  Brooklyn, 
died  on  September  12,  1900,  at  the  age  of  si.\ty-one. 
Dr.  Kalnit  graduated  in  1920  from  McGill  Univer- 
sity h'aculty  of  Medicine.  He  was  a member  of 
the  Kings  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Arthur  S.  Kay,  M.D.,  of  Brooklyn,  died  on  Jan- 
iiary  20  at  the  age  of  seventy.  Dr.  Kay  graduated 
in  1913  from  Albany  Medical  College. 

Edward  Wadsworth  Peterson,  M.D.,  of  New  York 
City,  died  on  October  2,  1900,  at  his  home  at  the 
age  of  eighty-seven.  Dr.  Peterson  graduated  in 
1890  from  Tulane  University  of  Louisiana  School  of 
Medicine  and  in  1899  from  Cornell  University 
Medical  College.  He  was  a consultant  in  surgery  at 
University  Hospital  and  St.  Agnes  Hospital  in  White 
Plains,  an  honorary  surgeon  at  St.  John’s  Long  Island 
City  Hospital,  and  an  honorary  member  of  the  staff 
at  Grasslands  Hospital,  Valhalla.  Retired  in  1949, 
he  had  served  as  a chief  surgeon  for  the  Army  Medical 
Corps  in  the  District  of  New  York  and  retired  from 
this  command  in  1919  with  the  rank  of  Lieutenant 
Colonel.  Dr.  Peterson  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the  New 
^k)rk  .\cademy  of  Medicine,  the  New  York  Surgitail 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Michael  Carmine  Rainone,  M.D.,  of  Brooklyn, 
di(!(!on  October  28,  1900,  at  the  age  of  sixty-one.  Dr. 


Rainone  graduated  in  1928  from  New  York  Homeo- 
pathic Medical  College  and  Flower  Hospital.  He 
was  a member  of  the  Kings  County  (Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harold  H.  Rothendler,  M.D.,  of  New  York  City, 
died  on  September  17,  1960,  at  the  age  of  fifty-two. 
Dr.  Rothendler  graduated  in  1933  from  Tulane 
University  of  Louisiana  School  of  Medicine.  He 
was  an  associate  attending  physician  at  the  Hospital 
for  Joint  Diseases.  Dr.  Rothendler  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine, 
a Fellow  of  the  American  College  of  Cardiology,  a 
Fellow  of  the  American  College  of  Physicians,  and 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Nathan  Neuville  Stark,  M.D.,  of  New  York  City, 
died  on  October  2,  1960,  in  the  Fifth  Avenue  Nurs- 
ing Home  at  the  age  of  eighty-four.  Dr.  Stark 
graduated  in  1901  from  Columbia  University  College 
of  Physicians  and  Surgeons  and  interned  at  City 
Hospital.  He  was  an  attending  physician  emeritus 
at  Midtown  Hospital.  Dr.  Stark  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Albrecht  Stein,  M.D.,  of  New  York  City,  died  on 
March  1,  1960,  at  the  age  of  fifty-five.  Dr.  Stein 
received  his  medical  degree  from  the  University 
of  Berlin  in  1931.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Henri  Temerson,  M.D.,  of  New  York  City,  died 
on  August  21,  1960,  at  the  age  of  sixty-three.  Dr. 
Temerson  received  his  medical  degree  from  the 
University  of  Paris  Faculty  of  Medicine  in  1938. 
He  was  an  assistant  attending  in  pediatrics  at 
University  Hospital,  an  assistant  attending  physi- 
cian in  child  medicine  at  Bellevue  Hospital,  and  an 
attending  physician  at  Goldwater  Memorial  Hospi- 
tal. Dr.  Temerson  was  a Licentiate  of  the  Ameri- 
can Board  of  pediatrics  and  a member  of  the  Ameri- 
can Academy  of  Pediatrics,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 
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MONTH  IN  WASH  INCn  ON 


J President  Kennedy  usked  Congress  to  increase 
Social  Security  taxes  to  finance  limited  medical 
care  for  elderly  persons  on  the  Social  Security  rolls, 
a plan  oj>posed  by  the  medical  profession. 

The  j)roposal  was  part  of  a sweeping  health  pro- 
gram outlined  by  Kennedy  in  a special  message  to 
Congress  during  his  first  month  in  the  White 
House. 

The  Kennedy  program  also  included  Federal  aid 
for  construction  and  operation  of  medical  schools, 
scholarships  for  medical  and  dental  students,  grants 
for  community  nursing  and  hospital  services,  stepped- 
up  medical  research,  and  expanded  Federal  activity 
in  the  field  of  child  and  j'outh  health. 

Under  Kennedy’s  proposal.  Social  Security  bene- 
ficiaries sixty-five  years  of  age  and  older  could  get 
up  to  ninety  days  of  hospitalization  for  each  single 
illne.ss.  However,  the  patient  would  have  to  pay 
•SIO  daily  for  the  first  nine  days  of  hospitalization 
with  a minimum  payment  of  $20. 

After  release  from  a hospital,  the  elderly  person 
could  get  up  to  one  hundred  and  eighty  days  in  a 
nursing  home.  The  Social  Security  program  also 
would  provide  for  payment  by  the  government  of 
all  outpatient  diagnostic  costs  in  excess  of  $20  and 
community  visiting  nurse  services. 

The  program  would  be  financed  by  increased 
Social  Security  taxes  by  one  fourth  of  1 per  cent  on 
both  employers  and  workers  and  by  three  eighths 
of  1 per  cent  on  self-employed  persons  covered  by 
Social  Security.  The  Social  Security  tax  base  also 
would  be  increased  from  the  present  $4,800  a year 
to  $5,000. 

Enactment  of  this  proposal,  coupled  with  another 
Kennedy  recommendation  and  increases  in  the 
Social  Security  tax  already  scheduled  in  the  law, 
would  mean  that  workers  and  employers  woidd  be 
paying  $250  each  in  Social  Security  taxes  in  1969. 

Nationwide  televi.sion  audiences  were  told  by  an 
American  Medical  Association  .spokesman  why  the 
medical  profession  supports  the  Kerr-Mills  program 
of  medical  care  for  the  aged  and  opposes  tieing  it  in 
with  Social  Security. 


Prepared  by  the  Washington  office  of  the  American 
Medical  A.ssociation,  Washington,  D.C. 


In  television  debates  with  Sen.  Hubert  Hum- 
phrey (D.,  Minn.)  on  NBC-TV  and  Walter  Reuther, 
organized  labor  spokesman,  on  CBS-TV,  Edward  R. 
Annis,  M.U.,  of  Miami,  Florida,  described  the  Kerr- 
Mills  program  as  “sound  and  effective.”  He  .said 
it  “must  be  given  the  chance  it  deserves.” 

“Congress  passed  it  because  it  believed  that  the 
important  thing  was  to  help  the  people  who  need 
help;  to  help  them  quickly;  and  to  help  them  through 
the  machinery  of  local  government,”  Dr.  Annis 
said. 

The  A.M.A.  Board  of  Trustees  charged  the  CBS 
network  with  “misrepresentations,  bias,  and  dis- 
tortions” on  another  program:  “The  Business  of 
Health — Medicine,  Money  and  Politics.” 

The  network  edited  out  of  the  ta})ed  program  the 
A.M.A.’s  true  position  on  health  care  for  the  aged: 

“The  A.M.A.  believes  that  any  medical  care  plan 
is  both  unsound  and  unfair  which  would  compel 
working  people  to  shoulder  increased  Social  Security 
taxes  to  finance  health  costs  of  all  those  over  sixty- 
five  years  of  age  (under  Social  Security),  rich  and 
poor  alike,  regardless  of  whether  or  not  they  want 
or  need  such  help  and  which,  at  the  same  time, 
ignores  millions  of  indigent  elderly  who  do  need 
help.” 

Kennedy’s  health  program  faced  strong  opposition 
in  Congress.  The  consensus  of  Capital  Hill  ob- 
servers were  that  it  stood  a 50-50  chance  of  getting 
Congressional  approval  but  not  before  it  had  been 
cut  down.  There  were  some  who  doubted  that  the 
Administration’s  program  for  medical  care  of  the 
aged  would  be  acted  on,  at  least  by  both  houses  of 
Congress  before  next  year. 

Even  some  Democratic  Congressmen  with  the 
liberal  label  were  taken  aback  by  the  scope  of 
Kennedy’s  health  program. 

Arthur  H.  Motley,  President  of  the  Chamber  of 
Commerce  of  the  United  States,  warned  that  Social 
Security  ta.xes  are  being  increased  to  a point  “where 
people  might  rebel  against  the  whole  Social  Security 
system.” 

He  contended  that  this  nation’s  present  personal 
medical  care  system  is  the  best  of  any  large  nation. 

“It’s  worth  crusading  for  and  that  is  what  the 
Chamber  is  doing,”  Motley  said. 
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MEDICAL  NEWS 


Secretary  General  of  World  Medical  Association 
Dies — The  World  Medical  Association  has  an- 
nounced the  death  of  its  Secretary  General,  Heinz 
Lord,  M.D.,  on  February  3,  in  Chicago. 

Dr.  Lord,  a Peruvian  citizen,  was  born  in  Ham- 
burg, Germany  in  1917,  studied  medicine  in  Zurich 
and  Berlin  and  graduated  from  the  University  of 
Hamburg  in  1942.  He  emigrated  to  the  United 
States  in  1954.  On  January  1,  of  this  year  he 
assumed  the  responsibilities  of  Secretary  General  of 
The  World  Medical  Association. 

Rochester  Roentgen  Ray  Society  Elects  Officers — 
At  a recent  meeting  the  following  officers  of  the 
Rochester  Roentgen  Ray  Society  were  elected: 
Theodore  Van  Zandt,  M.D.,  president;  Raymond 
Gramiak,  M.D.,  vice-president;  and  Robert  H. 
Greenlaw,  M.D.,  secretary-treasurer. 

The  society  meets  on  the  last  Monday  of  each 
month,  September  through  May. 

International  College  of  Surgeons  to  Aid  Cuban 
Physicians — Cuban  physicians  and  surgeons  re- 
locating in  the  United  States  since  diplomatic  diffi- 
culties with  the  Castro  regime  are  being  aided 
financially  and  with  job  offers  by  the  International 
College  of  Surgeons.  The  College  and  individual 
members  are  contributing  to  a special  fund  for 
physicians  and  surgeons  through  the  Leonard  Wood 
Memorial  Fund  for  Relief  of  Cubans.  The  fund 
will  be  distributed  by  the  Department  of  Health, 
Education,  and  Welfare  with  the  final  approval  of 
its  new  head.  Governor  Abraham  Ribicoff. 

There  are  66,000  displaced  Cubans  in  this  coun- 
try, many  of  whom  are  physicians  who  are  now  em- 
ployed here  doing  odd  jobs  or  manual  labor.  Even 
though  these  physicians  cannot  practice  in  this 
country  until  accredited,  the  International  College 
of  Surgeons  has  enlisted  the  help  of  its  surgeon 
members  to  find  jobs  for  them  requiring  technical 
skills  in  hospitals  and  clinics  throughout  the  United 
States. 

Comprehensive  Rehabilitation  Program  Launched 
-The  New  York  State  comprehensive  rehabilita- 
tion program  was  launched  on  Februar}'  8 with  the 
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opening  of  the  pilot  comprehensive  rehabilitation 
program  at  University  Hospital  of  the  Good  Shep- 
herd in  Syracuse. 

The  purpose  of  the  pilot  center  is  to  supplement 
the  rehabilitation  services  rendered  by  public  and 
private  groups  in  the  community  and  thus  provide 
more  effective  services  to  programs  administered 
either  directly  by  the  State  or  by  local  governments 
with  State  aid. 

The  pilot  center  is  the  first  step  in  a State-as- 
sisted program  which  calls  for  the  establishment  of  a 
network  of  12  primary  centers  associated  with 
medical  schools  and  teaching  hospitals,  and  15 
secondary  rehabilitation  centers.  The  State  Health 
Department  will  assist  the  center  with  up  to  $50,000 
in  support  of  any  deficit  that  may  accrue  in  its 
operation. 

The  hospital  will  provide  speciaUsts  in  physical 
medicine  and  rehabilitation,  psychology,  social 
work,  physical  therapy,  occupational  therapy, 
speech  therapy  and  vocational  testing,  guidance, 
and  counseling.  The  hospital  also  will  have  a 
community  rehabilitation  services  coordinator  for 
assuring  effective  utilization  of  the  center  for  maxi- 
mum rehabilitation  of  disabled  persons. 

Courses  at  University  of  Buffalo — The  University 
of  Buffalo  School  of  Medicine  will  offer  a course  on 
allergy  March  22  through  24,  and  a course  on  arthri- 
tis April  5 and  6.  The  allergy  course  will  consider 
the  clinical  management  of  common  allergic  prob- 
lems, such  as  bronchial  asthma,  allergic  rhinitis, 
urticaria,  and  eczema. 

For  further  information  contact:  Department  of 
Postgraduate  Education,  University  of  Buffalo 
School  of  Medicine,  3435  Main  Street,  Buffalo  14, 
New  York. 

Scholarships  Offered  for  Group  Psychoanalysis — 
The  Association  for  Group  Psychoanalysis,  Inc.,  is 
offering  a limited  number  of  scholarships  for  its 
basic  course  in  group  psychoanalysis  for  its  seventh 
season,  1961-1962.  For  further  information  write 
to:  The  Association  for  Group  Psychoanalj-sis, 

Apartment  4B,  50  East  72nd  Street,  New  York  21, 
New  York. 
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I*erson<ililies 


EUcuM 

Alcxiuulcr  1).  (Jutiiiaii,  .M.D.,  New  'k  ork  (Mly,  a.s 
president  ol'  the  iiiedieal  hoard  at-  Mount  Sinai 
Hosijital. 

. [tear (led 

William  F.  Maefec,  M.D.,  New  York  City,  the 
Exceptional  Service  Cold  Medal  Award  by  the 
Veterans  Administration  for  his  “establishment  of 
an  outstanding  surgical  residency  training  program.” 

Appointed 

Milton  J.  Coodfriend,  M.D.,  Itronx,  as  chairman 
of  the  Bronx  Physicians’  Division  of  the  United 
Jewish  Appeal  of  Greater  New  York  . . . Alonzo  S. 
Yerb}’,  M.D.,  New  York  City,  as  a consultant  to 
the  Bifreau  of  Public  Assistance  of  the  United 
States  Department  of  Health,  Education,  and 
Welfare. 


Speakers 

Vahe  Amassian,  M.D.,  New  ^'ork  City,  on  the 
subject  “Intra  Cellular  Recording  and  the  Electric 
Field  Surrounding  Active  Neurons”  at  Albert 
Einstein  College  of  Medicine  on  February  16 ...  Mil- 
ton  Helpern,  M.D.,  Chief  Medical  Examiner, 
City  of  New  York,  at  a meeting  of  The  Society  of 
Medical  Jurisprudence,  on  February  14,  on  the 
subject  “Identification  and  Other  Problems  Con- 
cerning Official  Investigation  of  Multiple  Deaths  in 
Major  Catastrophies”  . . . Maurice  Laufer,  M.D., 
Bronx,  at  a conference  sponsored  by  the  National 
Association  for  Brain  Injured  Children  . . . Melitta 
Schmideberg,  M.D.,  New  York  City,  at  a meeting 
of  the  Association  for  the  Psychiatric  Treatment  of 
Offenders  on  Februar}^  15,  on  the  subject  “Values 
and  Goals  in  the  Treatment  of  the  Female  Of- 
fender.” 


Living  Arrangements  of  Our  Aged  Population 


Among  our  aged  population,  about  three-fourths 
live  in  families,  almost  one-fourth  live  alone  or  in 
households  with  no  relative  present,  and  only  a 
small  fraction  are  in  institutions,  it  is  reported  by 
statisticians  of  the  Metropolitan  Life  Insurance 
Company. 

Also,  older  persons  who  are  not  in  the  labor  force 
are  more  likely  to  change  residence  than  are  those 
who  are  still  at  work. 

These  findings  are  based  on  a sami)le  survey  con- 
ducted by  the  Bureau  of  the  Census. 

Throughout  the  older  ages,  a larger  proportion 
of  men  than  of  women  live  in  families.  A survey 
in  March,  1959,  showed  that  in  the  age  group  sixty- 
five  to  seventy-four  years,  84  per  cent  of  the  men  and 
71  per  cent  of  the  women  were  living  in  families; 
at  ages  seventy-five  and  over,  the  proportions  fell 
to  75  per  cent  and  65  per  cent,  respectively.  The 
higher  percentage  of  older  men  living  in  families 
reflects  the  fact  that  widowers  are  considerably 
fewer  than  widows  at  these  ages. 

Most  aged  individuals  not  living  in  a family 
either  live  alone  or  with  one  or  more  individuals 
not  related  to  them.  At  ag(?s  sixty-five  to  seventy- 
four  the  proi)ortion  living  under  .such  arrangements 
was  28  i>er  cent  for  females  and  14  per  cent  for 
males;  at  ages  seventy-five  and  over  the  comparable 
figures  were  31  per  cent  and  21  per  cent.  In  many 


instances,  an  aged  person,  either  because  of  senti- 
ment or  inertia,  may  not  want  to  leave  an  accus- 
tomed environment.  Furthermore,  these  figures 
do  not  take  into  account  a common  situation  where 
an  aged  person  living  alone  has  a married  child 
occupying  another  apartment  in  the  same  house  or 
living  nearby  in  the  community. 

As  exj)ected,  the  aged  are  less  likely  to  change 
their  place  of  residence  than  are  younger  persons. 
During  the  year  from  March,  1957,  to  March,  1958, 
90  per  cent  of  those  at  ages  sixty-five  and  over 
did  not  move,  compared  with  77  per  cent  for  younger 
males  and  80  per  cent  for  younger  females.  How- 
ever, 11.3  per  cent  of  aged  males  no  longer  in  the 
labor  force  moved  within  the  j^ear,  compared  with 
6.4  per  cent  of  those  still  working  or  looking  for 
work;  also,  those  no  longer  working  moved  greater 
distances. 

“There  is  an  evident  need  for  studies  on  the  living 
arrangements  and  family  ties  of  the  aged  beyond 
those  presently  available  from  census  sources,” 
the  Metropolitan  statisticians  conclude.  “It  is 
essential  to  know  not  only  whether  or  not  the  aged 
live  in  families  but  also  the  strength  of  family  rela- 
tionships. Studies  up  to  this  j)oint,  in  the  United 
States  and  elsewhere,  indicate  a continuance  of  close 
relationships  between  the  aged  and  th('ir  children, 
particularly  in  time  of  need,” 
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M E D 1 C A L IVl  E E 1^  I N G S 


American  Society  of  Group  Psychotherapy  and 
Psychodra  tna 

The  American  Society  of  Group  Psychotherapy 
and  Psychodrama  will  hold  its  twentieth  annual 
meeting  jointly  with  the  Moreno  Institute  at  the 
Hotel  Commodore,  New  York  City,  March  24 
through  26.  For  further  information  write  to: 
The  American  Society  of  Group  Psychotherapy  and 
Psychodrama,  P.  ().  Box  dll.  Beacon,  New  York. 

Gill  Memorial  Eye,  Ear  and  Throat  Hospital 
Spring  Congress 

The  Gill  Memorial  Kye,  Ear  and  Throat  Hospital, 
Roanoke,  Virginia,  has  announced  that  it  will  hold 
its  thirty-fourth  annual  spring  congress  in  ophthal- 
mology, otolaryngology,  and  allied  specialties  April  3 
through  8. 

I’or  information  write  to:  Elbyrne  G.  Gill,  M.D., 
Gill  Memorial  Eye,  Ear  and  Throat  Hosjrital, 
711  South  Jeffenson  Street,  Roanoke,  Virginia. 

Suffolk  County  Chapter,  . Imerican  . Icaderny  of 
General  Practice 

The  Suffolk  County  ChaptcT  of  the  American 
Academy  of  General  Practice  will  hold  its  fourth 
annual  scientific  assembly  at  Robbins  Hall,  Central 
Islip  State  Hosi)ital,  on  A])ril  5. 

For  information  contact:  Mr.  Louis  J.  Kovacs, 
lOxecutive  Secretary,  Suffolk  County  Chapter, 
American  Academy  of  General  Practice,  44  First 
.\venue.  Bay  Shore,  Now  York. 

Il  e.sf  Virginia  Academy  of  Ophthalmology  and 
Otolaryngology 

The  West  Virginia  Academy  of  Ophthalmology 


and  Otolaryngology  will  be  held  April  6 tlirough  8> 
at  the  Greenbrier  Hotel,  White  Sulphur  Si)rings, 
West  Virginia. 

For  further  information  write  to:  Worthy  W. 
McKinney,  M.D.,  Secretary-Treasurer,  109  East 
Main  Street,  Beckley,  West  Virginia. 

Scientific  Session  on  Nutrition 

The  Medical  Society  of  the  County  of  New  York 
in  cooperation  with  the  Food  and  Nutrition  Council 
of  Greater  New  York  will  hold  a scientific  session 
at  the  Hotel  Barbizon  Plaza,  Central  Park  South 
near  the  Avenue  of  the  Americas,  New  York  City, 
Monday,  April  24,  at  8:30  p.m. 

The  subject  of  the  meeting  is  “Recent  Advances 
in  Applied  Nutrition.”  Seymour  L.  Halpern,  M.l)., 
New  York  City,  will  be  the  moderator. 

Combined  Meeting  of  New  York  Surgical 
Societies 

The  Central  New  York  Surgical  Society;  the 
Rochester  Surgical  Society;  the  Sixth  District 
Chapter  (Syracuse  area),  the  Seventh  District 
Chapter  (Rochester  area),  and  the  Eighth  District 
Chapter  (Buffalo  area)  of  the  American  College  of 
Surgeons;  and  the  Geneva  Academy  of  Medicine 
will  hold  a combined  meeting  on  Wednesday,  May 
24,  from  10:00  a.m.  to  5:00  p.m.,  in  the  Albright 
Auditorium,  Hobart  College,  Geneva. 

Among  the  physicians  who  will  participate  are: 
C.  Barber  Mueller,  M.D.,  Syracuse;  John  Paine, 
M.D.,  Buffalo;  Charles  Rob,  M.D.,  Rochester; 
James  Mithoefer,  M.D.,  Cooperstown;  Ernest 
Sarason,  M.D.,  Syracuse;  Burrill  B.  Crohn,  M.D., 
New  York  City;  and  John  H.  Garlock,  M.D., 
New  York  City. 


Women  Gel  More  Colds  Than  Men 


Women  are  more  susceptible  to  respiratory 
illness  than  men,  and  colds  and  other  resjjiratory 
infections  are  more  important,  as  a cause  of  absence 
among  female  employes.  Findings  of  one  twelve- 
month  study  showed  that  female  emirloyes  lose 


159  workdays  annually  per  100  employes  because 
of  respiratory  illness.  But  the  comparable  figure 
for  male  workers  is  only  123  lo.st  workdays  a year 
])er  100  ein])loyes. — Pall^rns  of  Disease,  Parke, 
Davis  (fc  Company 
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Albany  Medical  Collc"c 


Alpha  Omega  Alpha — H.  van  ZiU;  Hyde,  M.D., 
chief,  Division  of  International  Health,  United 
States  Public  Health  Service  and  assistant  to  the 
Surgeon  General  for  International  Health,  dis- 
cussed in  a public  lecture  the  medical  care  and  re- 
search and  their  relationship  to  the  cold  war  on 
.lanuarv  2(\.  The  lecture  was  sponsored  by  the  Col- 


leg(‘  chapter  of  Alj)ha  Omega  Alpha.  Nine  students 
were  initiated  as  members  of  the  national  honor 
medical  society.  The  students  were:  John  E.  Boyd, 
Errikos  P.  Constant,  Anthony  J.  DeTommasi, 
Michael  Garofalo,  Jr.,  Morton  II.  Goldberg,  An- 
thony J.  Leone,  Jr.,  Gerald  Moss,  Stej)hen  J.  Sills, 
and  Bruno  P.  Tolg(\ 


Cornell  Ihiiversi ly  Medical  College 


Appointed  Wallace  W.  McCrory,  M.D.,  j)rofe.s- 
.sor  and  chairman.  Department  of  Pediatrics,  Slate 
University  of  Iowa  Colh'ge  of  M<>dicine,  has  been 


named  (,o  t he  corresjionding  i)ost  at  th(‘  College  which 
will  become  elTective  July  I,  lOOI.  Dr.  McC’rory 
will  succ(‘(>d  Samuel  Z.  Levine,  .M.D. 


New  ^ork  University  Medical  Center 


Appointment — Rudolf  L.  Baer,  M.D.,  has  been 
appointed  chairman.  Department  of  Dermatology 
and  Syphilology,  and  director  of  the  Department  of 
Dermatology  and  Syphilology  at  New  York  Uni- 


versity Hospital  which  also  includes  the  Skin  and 
Cancer  Unit.  Dr.  Baer  will  also  be  visiting  physi- 
cian-in-charge of  the  dermatolog3'  and  s.^'philology 
service  at  the  Bellevue  Hospital  Centfir. 


State  University  of  New  \ork  Downstate  Medical  Center 


Grants — Twenty-  research  grants  and  two  train- 
ing grants  totaling  .S32G,958  have  been  received  by 
the  Center.  All  e.xcept  two  were  awarded  by  the 
National  Institutes  of  Health  and  nine  of  the  re- 
search grants  were  renewals  of  jjrojects  already  in 
progress.  The  training  grants,  $61,218  and  $22,922, 
were  allocated  to  the  Departments  of  Anatomj'  and 
Pathologj’  for  graduate  training  in  anatomic  science 
and  neurologic  diseases. 

The  research  grants  were  awarded  to  Dr.  Victor 
Schenker,  associate  professor  of  psychiatrj^;  Harold 
A.  Lyons,  M.D.,  professor  of  medicine;  Jackson  H. 
Stuckey,  associate  professor  in  the  Department  of 
Surgery;  Irving  Enquist,  M.D.,  professor  in  the 
Department  of  Surgery;  Harry  H.  LeVeen,  profes- 
sor, Department  of  Surgery  (from  Commercial  Sol- 
vents Corporation);  Jacques  M.  Singer,  M.D.,  as- 
sociate professor  of  medicine;  William  Dock,  M.D., 
j)rofes.sor  of  medicine;  Schulj-er  G.  Kohl,  M.D., 
associate  profe.ssor,  Vincent  Tricomi,  M.D.,  as- 
sistant profes.sor,  both  members  of  the  Department 
of  Obstc'trics  and  Gynecologv;  Department  of 
Pathology,  Gordon  Ro.ss  Hennigar,  M.D.,  profes.sor, 
and  Steven  Mohos,  M.D.;  Lawrence  Fratik,  M.D., 


I)rofessor  and  head,  Department  of  Dermatology 
(from  the  Upjohn  Company) ; Dr.  Leonard  Procita, 
professor  of  pharmacology;  Dr.  Eustace  Suckling, 
assistant  professor  of  biochemistry';  Ayse  M. 
Yuceoglu,  M.D.,  assistant  professor  of  pediatrics; 
and  Mr.  Peter  Nemenyi,  instructor  in  environmental 
medicine  and  community  health. 

Appointments — Eight  new  faculty  members  have 
been  appointed.  Professorial  lecturer  in  p.sychiatry, 
Bertram  D.  Lewin,  M.D.;  Bruno  W.  Volk,  M.D., 
director  of  laboratories  at  the  Jewish  Chronic 
Disease  Hospital  and  visiting  associate  professor  of 
pathology  at  Albert  Einstein  College  of  Medicine, 
and  Israel  Diamond,  M.D.,  director  of  laboratories 
at  the  Lutheran  Medical  Center,  clinical  associate 
professors  in  pathology;  Dr.  Phillip  C.  Chan,  a.s- 
sistant  professor  of  biochemistry;  Salvador  B. 
Zingale,  M.D.,  clinical  assistant  jirofessor  of  en- 
vironmental medicine  and  community  health;  and 
appointed  as  lecturers  were  Arnold  L.  Statsinger, 
M.D.,  director  of  laboratories  at  Wyckoff  Heights 
Hospital,  and  Domiruck  J.  DiMaio,  M.D.,  director 
of  laboratories  at  Bay  Ridge  Hos[)ital,  i)athology. 
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NEWS  FROM  THE  MEDICAL  SCHOOLS 


luiil  Pearl  H.  Meissner,  Ph.D.,  i)syehiatrv. 

Review  Course  in  Clinical  Medicine  The  Down- 
state  Medical  Cleiiter  l)egan  a Review  Course  in 
Clinical  Medieinc  for  foreign  medical  graduates  in 
tw'o  sections,  on  February  6 and  7.  The  first  section 
meets  Monda}'^,  Wednesday,  and  Friday,  from  4:00 
p.M.  to  6:00  P.M.,  February  7 through  April  1. 
The  course  will  consist  of  fourteen  hours  each  in 
surgery  and  medicine  and  ten  hours  each  in  ob- 
stetrics and  pediatrics — a total  of  forty-eight  hours. 
Lectures  are  being  given  bj^  faculty  members  of  the 
Division  of  Postgraduate  Education,  under  the 
direction  of  Joseph  G.  Benton,  M.D.,  professor  and 
chairman.  Department  of  Rehabilitation  Medicine. 

Postgraduate  Course  in  Gross  Anatomy — A post- 
graduate review'  course  in  gross  anatomy  for  gradu- 
ates of  accredited  medical  schools  began  February 
27.  Sponsored  by  the  Department  of  Surgery  under 
the  Division  of  Postgraduate  Education,  the  course 
will  consist  of  18  tutorial  sessions  from  8 p.m.  to 
10:30  P.M.  on  Mondays,  February  27  through  June 
26.  Additional  time  for  dissections  b}'  students  will 
be  arranged  between  9 a.m.  and  5 p.m.,  April 
through  June.  The  fee  is  $100.  The  course  is  under 
the  direction  of  Raymond  K.  J.  Luomanen,  M.D., 
clinical  assistant  professor  of  surgery.  It  w’ill  deal 
with  gross  anatomy  by  regions,  utilizing  the  teach- 
ing technic  of  tutorial  dissection  and  demonstra- 
tion from  previously  dissected  material  and  models. 
Each  student  w'ill  dissect  an  anatomic  region  in  his 
area  of  major  interest. 

Jean  Redman  Oliver  Lecture — The  annual  Jean 
Redman  Oliver  Lecture  was  delivered  on  January 
30,  by  Ivan  W.  Brown,  M.D.,  professor  of  sur- 
gery, Duke  University  School  of  Medicine.  Dr. 
Brow’u  spoke  on  “Pcirfusion  Hyjjothermia  and  Its 
Clinical  .\p])lication  to  Cardiac  Surgeiy.”  The 


Jean  Redman  Oliver  Lecture  was  established  in  19o3 
by  the  Phi  Lambda  Kappa  club  in  honor  of  Jean 
Redman  Oliver,  M.D.,  Distinguished  Service  Pro- 
fessor Emeritus  of  Pathology,  who  has  won  inter- 
national repute  for  his  pioneer  research  on  the 
kidney. 

Research  Society  Lecture — The  Research  Society 
heard  three  faculty  papers  on  obstetric  jjroblems  at 
its  regular  monthlj'  meeting  on  February  8.  Schuy- 
ler G.  Kohl,  M.D.,  associate  professor  of  obstetrics 
and  gynecology,  presented  a paper  on  “Infant 
Mortality  in  Unwed  Mothers”;  Louis  M.  Heilman, 
M.D.,  professor  and  chairman  of  obstetrics  and 
gynecology,  presented  a paper  on  “Instantaneous 
Fetal  Heart  Rate”;  and  Leon  C.  Chesley,  M.D., 
professor  of  obstetrics  and  gynecology  at  the  Kings 
County  Hospital,  presented  a paper  on  “Progres.sive 
Resistance  to  Intravenous  Tolbutamide  as  Preg- 
?ianc}'  Advances.” 

Symposium  Sponsored  by  Alpha  Omega  Alpha — 
A .sym])osium  on  “The  Pathojdiysiology  of  the  Col- 
lagen Diseases,”  sponsored  by  the  Eta  ChaiJter  of 
Alpha  Omega  Alpha,  was  presented  on  February 
13.  Moderator  was  Louis  J.  Suffer,  M.D.,  clinical 
professor  of  medicine,  and  director.  Division  of 
Endocrinology,  Mt.  Sinai  Hospital,  New'  York 
City.  Participants  were  Stanley  L.  Lee,  M.D., 
associate  professor  of  medicine,  and  director.  Division 
of  Hematology,  Maimonides  Hospital,  w'ho  spoke 
on  “Nonimmune  Pathogenic  Factors  in  Systemic 
Lupus  Erythematosis” ; Peter  A.  Miescher,  M.D., 
professor  of  medicine.  New  York  L^niversity  School 
of  Medicine,  who  spoke  on  “The  Significance  of 
Autoimmune  Phenomena  in  Systemic  Lupus  Ery- 
thematosis”; and  Edw'ard  C.  Franklin,  M.D.,  as- 
sistant professor  of  medicine.  New'  York  University 
School  of  Medicine,  who  spoke  on  “Some  of  the 
Interrelations  of  the  Collagen  Diseases.” 


Slate  Ihiiversily  of  I\eiv  York  Upsiale  Medical  Center 


Appointments — Edward  W.  Carsky,  M.D.,  in- 
structor, Department  of  Radiology;  clinical  ap- 
pointments: Carl  I.  Austin,  M.D.,  and  Harold 

Bernanke,  M.D.,  instructors.  Department  of  Medi- 
cine; Lawrence  Carmen,  M.D.,  instructor,  and  R. 
George  Christie,  M.D.,  assistant  professor.  Depart- 
ment of  Psychiatry;  Jacqueline  M.  Jones,  M.D., 
instructor.  Department  of  Ophthalmolog}';  Jacob 
Schneider,  M.D.,  assistant  professor,  and  Judson  K. 
Albaugh,  M.D.,  instructor.  Department  of  Psychia- 
try; Arthur  E.  Spearing,  M.D.,  instructor,  Dej)art- 
ment  of  Anesthesiology;  Marcus  Wuerschmidt, 
.M.D.,  instructor.  Department  of  (){)hthalmology. 

Congress  on  Medical  Education  and  Licensure — 
Herman  G.  Weiskotten,  M.D.,  dean  emeritus,  and 


Richard  H.  Ljmns,  M.D.,  professor  and  chairman, 
Department  of  Medicine,  spoke  at  the  57th  Annual 
Congress  on  Medical  Education  and  Licensure  which 
was  held  in  Chicago  in  February. 

New  and  Renewal  Grants — Nearly  $39,000  from 
the  Francis  Hendricks  Medical  Research  Fund  was 
granted  during  1960.  Recipients  were:  J.  Howland 
Auchincloss,  Jr.,  M.D.,  associate  professor.  Depart- 
ment of  Medicine;  Leon  Berman,  M.D.,  clinical 
professor.  Department  of  Surgery,  also  Edward 
Dunn,  M.D.,  clinical  professor  in  the  same  depart- 
ment and  John  Prior,  M.D.,  associate  (rrofessor. 
Department  of  Pathology,  who  are  collaborating 
with  Dr.  Berman;  David  Brewer,  -M.D.,  clinical 
as.sociate  |>rofe.ssor,  and  Sydney  Dana,  M.D.,  resi- 
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dent,  Department  of  Otolaryngology;  Henry  Di- 
Stefano,  Ph.D.,  associate  professor,  Department  of 
Anatomy;  William  W.  Faloon,  M.D.,  associate  pro- 
fessor, Department  of  Medicine;  William  Fisher, 

M .D.,  assistant  j)rofessor.  Departments  of  Physiology 
and  Radiolog}-;  Ross  Jacobs,  M.D.,  assistant  pro- 
fessor, Department  of  Obstetrics,  and  instructor.  De- 
partment of  Biochemistry;  and  Samuel  Mallov, 
Ph.D.,  Department  of  Pharmacology. 

New  grants  were  awarded  to;  Joseph  N.  Auchin- 
closs,  Jr.,  M.D.,  associate  professor,  Department  of 
Medicine,  from  the  U.S.  Public  Health  Service  which 
also  awarded  a grant  to  Myron  Brin,  Ph.D.,  De- 
partments of  Biochemistry  and  Medicine;  Paul  A. 
Bunn,  M.D.,  professor.  Department  of  Medicine 
from  Parke,  Davis  & Company;  Fred  Caldwell, 
.M.D.,  assistant  professor.  Department  of  Surgery, 
from  the  U.S.  Public  Health  Service;  Francis  S. 
Caliva,  M.D.,  assistant  professor.  Department  of 
Medicine,  from  the  Carrier  Corporation;  Henry  S. 
DiStefano,  Ph.D.,  associate  professor,  Department 
of  .Anatomy,  Philip  E.  Duffy,  M.D.,  associate  pro- 
fessor, Department  of  Medicine,  Robert  II.  Eich, 
M.D.,  assistant  professor  and  Richard  H.  Lyons, 
M.D.,  professor  and  chairman.  Department  of 
Medicine,  from  the  United  States  Public  Health  Serv- 
ice; William  D Fisher,  M.D.,  assistant  professor. 
Departments  of  Physiology  and  Radiology,  from 
the  United  States  Atomic  Energy  Commission; 
Herbert  D.  Gullick,  M.D.,  assistant  professor.  De- 
partment of  Surgery,  from  Oneida  Limited;  George 
S.  Husson,  M.D.,  assistant  professor.  Department 
of  Pediatrics,  from  the  United  States  Public  Health 
Service. 

Renewed  grants:  Daniel  Ivler,  Ph.D.,  a.ssistant 
profe.ssor.  Department  of  Microbiology;  Eugene  L. 

University  of  Huffalo 

Spring  Clinical  Day  “The  Urologic  Coni])lica- 
(ions  of  Obstetrics  and  Gynecology”  will  be  a part 
of  the  .Alumni  .Association’s  twenty-fourth  annual 
Spring  Clinical  Day  on  March  25  at  the  Hotel 
Statler. 

The  Stockton  Kimball  Memorial  Lecturer 
will  be  Charles  S.  Cameron,  M.D.,  President  and 
Dean,  Hahnemann  Medical  College,  Philadeljdiia. 


Lozner,  M.D.,  professor,  Dei)artment  of  Medicine, 
from  the  United  States  Public  Health  Service; 
Charles  W.  Lloyd,  M.D.,  professor.  Department  of 
Obstetrics,  from  the  Population  Council  of  the 
Rockefeller  Institute;  Richard  II.  Lyons,  M.D., 
professor  and  chairm.-in,  from  Parke,  Davis  & Com- 
pany; James  L.  McGraw,  M.D.,  professor  and 
chairman.  Department  of  Ophthalmology,  from  the 
Central  New  York  Eye  Bank,  Inc.;  Arnold  M. 
Moses,  M.D.,  clinical  instructor.  Department  of 
Medicine,  from  Warner-Chilcott  Laboratories,  Divi- 
sion of  Warner-Lambert  Pharmaceutical  Company; 
C.  Barger  Mueller,  M.D.,  professor  and  chairman. 
Department  of  Surgery,  from  the  American  Cancer 
Society;  Justus  F.  Mueller,  Ph.D.,  professor.  De- 
partment of  Microbiology,  from  the  United  States 
Public  Health  Service;  James  B.  Preston,  Ph.D., 
professor  and  chairman.  Department  of  Physiology, 
from  the  Heart  Association  of  Onondaga  County; 
Charles  F.  Reed,  M.D.,  assistant  profe.s.sor,  D('part- 
ment  of  Psychiatry,  and  David  H.  P.  Streeten, 
M.D.,  associate  professor.  Department  of  Medicine, 
from  the  United  States  Public  Health  Service,  also 
Akira  E.  Takemori,  Ph.D.,  instructor.  Department 
of  Pharmacology,  Robert  L.  Vick,  Ph.D.,  instructor. 
Department  of  Physiology,  W.  W.  Westerfeld,  Ph.D., 
professor  and  chairman.  Department  of  Biochemis- 
try, James  B.  Wray,  M.D.,  a.ssociate  professor.  De- 
partment of  Surgery,  Myron  Brin,  Ph.D.,  assistant 
professor.  Departments  of  Biochemistry  and  Medi- 
cine; Francis  S.  Caliva,  M.D.,  assistant  professor. 
Department  of  Medicine,  from  the  Heart  Associa- 
tion of  Onondaga  County;  and  Edward  Engel, 
M.D.,  assistant  professor  Department  of  Psychiatry, 
and  Daniel  M.  Enerson,  M.D.,  assistant  professor. 
Department  of  Surgery,  both  from  the  United 
States  Public  Health  Service. 

Scluml  of  Medicine 

Following  registration  the  panel  discussion  on  ob- 
stetrics and  gynecology  will  be  held  at  10  a.m. 
and  the  participants  include  Clyde  L.  Randall, 
M.D.,  professor  and  head.  Department  of  Obstetrics 
and  Gynecology;  James  A.  Low,  M.D.,  clinical 
teacher  in  obstetrics  and  gynecology,  and  William 
K.  Kerr,  M.D.,  clinical  teacher  in  surgery,  both  with 
the  University  of  Toronto. 


.1  yohticnJ  plalfonii  is  sonuihuKj  a convnilion  .stands  on  and  the  candidate  runs  aicaj/  from. — 
.\.\NK  O’ll.vur.  McCormick 
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Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1961—25,372 


Co  unty 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua.  . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware.  . . . 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson  .... 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York  . . 

Niagara 

Oneida 

Onondaga  ... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 

Schoharie 

Schuyler 

Seneca  

Steuben 

Suffolk 

Sullivan 

Tioga  

Tompkins 

Ulster 

Warren 

Washington. . . 
Wayne  ... 
Westchester  . 
Wyoming, 
Yates 


William  H.  O’Brien Albany 

George  E.  Taylor,  Jr Cuba 

Leonard  L.  Heimoff Bronx 

George  C.  Hamilton.  . .Binghamton 

James  F.  Durbin Olean 

Leonard  W.  Sincerbeaux . . . Auburn 

Alfred  D.  Heinemann Dunkirk 

William  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

Thomas  C.  Seymour Hudson 

William  J.  McAulifTe Cortland 

Harold  W.  Hayne Sidney 

Morris  J.  Frank Beacon 

Eugene  J.  Hanavan Buffalo 

Rudolph  J.  Martin.  . . Ticonderoga 

C.  Bradley  Sageman.  Saranac  Lake 

Arthur  Howard Tohnstown 

Myron  E.  Williams Batavia 

T.  Earl  McQuade Coxsackie 

Leo  L.  Heller New'port 

Rudolph  J.  Haas Chaumont 

Irving  M.  Pallin Brooklyn 

William  S.  Reed Lowville 

Stanley  J.  Jackson.  . .Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Hobart  L.  Boyd Rochester 

Feori  F.  Pipito Amsterdam 

Reginald  M.  Steen Cedarhurst 

Bernard  J.  Pisani New  York 

John  T.  Donovan,  Jr Loekport 

Theodore  J.  Kantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

John  D.  Van  Zandt.  . .Tuxedo  Park 

•\rnold  O.  Riley Holley 

Hugh  McChesney Pulaski 

Clinton  V.  Hawn Cooperstown 

Eugene  Lusardi Cold  Spring 

Monroe  M.  Broad Jamaica 

William  B.  McDonald. . North  Troy 

Isadore  Gordon Staten  Island 

G.  Gordon  Knight Piermont 

Alexander  E.  Dodds Edwards 

W.  M.  Moriarta. . .Saratoga  Springs 

Donald  C.  Walker Delanson 

Robert  Greenwald Cobleskill 

Frit25  Landsberg Watkins  Glen 

Willard  L.  llogeboom Willard 

Leon  M.  Roc Canisteo 

.\nthony  Kohn Bay  Shore 

Lester  Lipson Monticello 

Henry  Kaine Spencer 

Noah  J.  Kassman Ithaca 

Vincent  Amatrano Kingston 

Raymond  L.  Rhodes  . . .Glens  Falls 

Peter  J.  Attwood Greenwich 

Charles  I).  Reeves Newark 

.Arthur  H.  Diedrick  . . .Port  Chester 

Warren  11.  Ilan.son Warsaw 

Vincas  Sirrnenis Penn  Yan 


G.  Rehmi  Denton Albany 

Edward  W.  Briggs,  Jr..  . . W*ellsville 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicott 

Frank  T.  Frost Olean 

Donald  W.  Delahanty Auburn 

Joseph  V.  Karnes Dunkirk 

James  A.  Mark Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Theodore  T.  Jacobus Cortland 

Marvin  Huyck Walton 

James  K.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Daisy  H.  Van  Dyke Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington. . . .Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn.  . . Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Philip  T.  Cortese Amsterdam 

Lvon  Steine Valley  Stream 

William  L.  Wheeler,  Jr..  .New  York 
William  C.  Nie.sen.  . . . Niagara  Falls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

James  A.  Stringham.  . .Canandaigua 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchct.  Jr Medina 

Frank  C.  Meyer Fulton 

Eugene  D.  Rarnes.  . . .Cooperstown 

John  Simmons Brewster 

Kurt  Rosenberg.  . . Long  Island  City 

David  R.  Tomlinson.  Troy 

Sydney  Lang Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  V.  Dewell Cobleskill 

.A.  D\mcan  McCarthy.  . . . Rurdett 
William  P.  Magenhcimer. . Waterloo 

Milton  Tiilly Hornell 

.Tosppli  Lambert Bay  Shore 

.Alan  R.  Fried ....  Livingston  Manor 

George  F.  Pritchard Owego 

Robert  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey.  . . .Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin . . Newark 

•lames  M.  Jones Bronxville 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker. . . . Penn  Yan 


Arthur  J.  Sullivan Albany 

S.  I.  McMillen Houghton 

Herbert  G.  Cohen Bronx 

James  F.  Johnson Binghamton 

Ruth  R.  Knobloch.  . . .Little  Valley 

Joseph  T.  Birardi Auburn 

C.  Otto  Lindbeck Jamestown 

Francis  W.  Chamberlain.  . . . Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyck Walton 

Philip  V.  Buckley.  . . .Poughkeepsie 

Francis  W.  O’Donnell Buffalo 

Harold  J.  Harris Westport 

Daisy  H.  Van  Dyke Malone 

William  H.  Raymond . . . Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington.  ..  Watertown 

James  L.  O’Leary Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn.  . . Mount  Morris 

Gareth  S.  West Chittenango 

Charles  D,  Sherman,  Jr..  .Rochester 
Robert  W.  Dunlap,  Jr. . . Amsterdam 

Robert  Park,  Jr Garden  City 

Adelaide  Romaine New  York  ' 

Glenn  E.  Jones Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  II.  Hale Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Salvatore  Dispenza .Albion 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames.  . . Cooperstown  i 

John  Del  Campo Carmel  | 

Victor  S.  Lait Flushing  I 

John  A.  Enzien Troy  I 

Charles  H.  Thom Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena  j 

William  H.  Moore.  Saratoga  Springs 
Kurt  H.  Meyerhoff.  . . .Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

^^■illiam  P.  Magenhcimer  . . Waterloo  ' 

Milton  Tully Hornell  i 

Samuel  T.  Hcrstone Bay  Shore  i 

.Alan  R.  Fried ....  Livingston  Manor  j 

George  F.  Pritcliard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . . Fort  Edward 

Joseph  .Asin Newark 

Wallace  M.  Sheridan  White  Plains 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker.  . . Penn  Van 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-monlhs  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Ma^ScUool  “M.'Va'nr" 

Licensed  by  the  Stale  of  New  York  


WEST  HMLL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifulljr  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
sciencihcalljr  air-conditioned.  Modern  facilities  lor  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kinssbridge  9>8440 


PINE  WOOD  g;-  i"*ifw«d*Jr" } 

E8T.  itio  [),_  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y,  Tel;  Central  2-31 55 
A psychiatric  hospital,  offering  individual  treatment.  Ps.v- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate:  Commence  at  $125.00  per  week. 

N.  y.  city  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE-AGED 

Non'Sectahan,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRalalgar  7-2666 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  P tyciusifht 
R.  Stuart  Dyer,  M.D.,  Atti.  Ptyckxsiritt 
Donald  Boudreau,  M.D.,4as(.  P tyehistrid 
658  West  Onondaga  Street 
SYRACUSE,  N.  Y. 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 


FOR  gastro  intestinal  oysfunction  and 

ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


'*Sedatien  & Euphoria  for  Nervous, 
Irritable  Patients" 


"A  modernized  method  of  preparing  Burow's 
Solution  U.S.P.  XIV* 


EUCARBON® 


Each  tablet  contains:  Eitract  of  hhubarl). 
Senna,  Precipitated  SuKur,  Peppermint  Oil 
and  Fennel  Oil,  In  a hi|hly  activated  char- 
cnal  base. 

Action  and  Uses;  Mild  laiative,  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
eicellent  detoxifying  substance  with  a wide 
range  of  uses  In  dermatology. 

Doses:  1 or  2 tablets  daily  Vi  br.  alter 
meals  — Supply;  Tins  of  100. 


VALERIANETS-DISPERT® 


Each  Chocolate  Coated  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  O.OS  |m. 
dispergentized.  Tastless,  Odorless,  Non- 
Depressant,  Non.Habit  forming.  Indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  insomnia. 


PRESTO-BORO® 


POWOER  IN  ENVELOFES  OR  TABLETS 

(Alum.  Sullata  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  Of  swellings.  Inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARAAACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 
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PHYSICIANS  WANTED 


Physicians  wanted — male  <fe  female,  licensed,  for  children’s 
camps,  July-Aug.  Good  salary,  free  placement.  3.'>0  mem- 
ber camps.  Dept.  P.  Assoc’n  Private  Camps,  55  W.  42nd 
St..  New  York  3fi. 


Town  eagerly  awaiting  doctor.  Unypposcd.  Three  doctors 
until  recently.  Lovely  home  with  fully  equipped  office. 
Hospital  12  miles.  Financial  help  easily  arranged.  Big  in- 
come. Call  collect  Addison  193. 


Ol)stetrician-Gynecologi8t  for  active  practice  in  Metropolitan 
New  York  area.  Excellent  opportunity.  Open  hosi)ital 
appointments.  Guaranteed  salary  first  year  and  early  full 
partnership.  Must  be  Board  Certified  or  eligible.  Cur- 
riculum vitae  and  date  of  availability  in  first  letter.  Box 
315.  N.  Y.  St.  Jr.  Med. 


Radiologist,  to  associate  with  Board  man  in  a new  250  bed 
hospital.  Salary  first  year,  followed  by  fine  partnership. 
Write  or  call  W.  J.  Gorday,  M.  D.,  Memorial  Hospital.  X-ray 
Dept.,  Albany,  N.  Y. 


Wanted:  General  Practitioner  (including  OBS)  to  join  private 
medical  group — Brooklyn.  All  facilities.  Excellent  op- 
oportunity.  Reply  Box  304,  N.  Y.  St.  Jr.  Med. 


Internist — Large  Midwest  hospital.  Must  be  board  eligible 
Write  Box  234,  N.  Y.  St  Jr.  Med. 


Anesthesiology  Residency  open — one  year — cardiac  surgery 
exclusively,  including  open  heart.  Apply  Albert  E.  Blundell, 
M.D.  Director  Anesthesiology  St.  Francis  Hosp.  and  San. 
Roslyn,  L.I..  N.  Y. 


If  you  are  contemplating  General  Practice,  Ophthalmology 
or  ENT,  a choice  site  is  now  available  in  association  with  es- 
tablished G.P.  Call  Edward  W.  Bockstahler,  M.D.,  6180 
Transit  Road,  Depew,  New  York. 


Physician  wanted  for  July  and  August  1961  to  assist  me  in 
my  practice  at  Chautauqua,  New  York  which  is  a summer  ed- 
ucational and  recreational  colony  on  Chautauqua  Lake. 
New  York  State  license  is  required.  One  or  more  years  of 
hospital  training  is  necessary,  and  applicant  should  have  some 
training  in  internal  medicine.  Anyone  interested  may  write 
or  phone  me,  and  other  details  will  be  discussed  at  that  time, 
fi.  L.  Lester,  M.D. 


General  practitioner  to  establish  practice  in  Philadelphia. 
Jefferson  County,  New  York.  Village,  population  875. 
centrally  located  seven  miles  from  three  villages  of  the  same 
size  and  in  a prosperous  agricultural  section.  Four  hospi- 
tals within  eigliteen  miles.  Village,  town  and  school  health 
officer  positions  open.  Centralized  school,  churches  of 
three  denominations,  housing  available,  excellent  water; 
located  on  route  II,  eighteen  miles  from  Thousand  Islands; 
abundant  hunting,  fishing  and  recreational  facilities.  C’ity 
of  Watertown  located  eighteen  miles  distance,  j)opulation  aj)- 
proximatelv  38,000.  Box  331,  N.  V.  St.  Jr.  Med. 


Locum  Tenens,  in  L.I.  beach  resort,  (Davis  Park,  N.Y.)  from 
.June  15,  to  Sept.  15  or  part.  Association  provides  housing 
facilities  for  vour  family,  and  small  fee  guarantee.  Write  H. 
II.  Sf>encer,  294  VV.  11th  St.,  N.  Y.  II.  N.  Y.  or  phone  OR. 
5 7735. 


Surgeon  for  part  time,  many  years  exj)erience,  general 
(including  fractures)  and  pelvic  surgery.  Ratings  D.S., 
F.A.C.S.,  S.A.C.L.  Write  Box  333,  N.  Y.  St.  Jr.  Med. 


Wanted:  (Jeiieral  Practitioner  for  Incorporated  village, 

Northern  New  Vork.  Dairying  and  paper  manufacturing 
(M*nler.  Near  an  approved  hospital.  Excellent  field.  Box 
322,  N.Y.  St.  Jr.  Med. 


Adirondack  resort  comm\inity  desires  services  of  General 
Practicing  physician.  Beautiful  living  surroundings,  good 
sustaining  salary,  opportunity  for  service  to  several  neighbor- 
ing communities.  Write  Laura  Bird,  Town  Clerk,  Inlet, 
New  \ ork,  or  call  Eagle  Bay  3631  for  an  appointment. 


Wanted:  House  Physician.  Geriatric  Home  and  Hospital. 
New  York  City  suburb.  Applicant  should  have  New  York 
State  Physician’s  license  or  certificate  from  E.  C.  F.  M.  G. 
Attractive  salary.  Reply  Box  325,  N.  Y.  St.  Jr.  Med. 


Wanted:  Associate,  general  practice,  upper  New  York,  some 
experience  in  obstetrics.  Rapid  advancement,  alternating 
night  duty,  month’s  vacation,  guaranteed  income;  first 
year  $13,000  plus.  Congenial  group.  Box  327,  N.  Y.  St. 
Jr.  Med. 


Phys.  Wanted:  Fastest  growing  town  in  Western  Suffolk 

County.  Space  for  rent  in  new  air-conditioned  bungalow' 
office  occupied  by  established  dentist.  Ideal  area  for 
pediatrician.  Box  321,  N.Y.  St.  Jr.  Med. 


Young  physician  to  assist  in  practice  limited  to  treatment 
of  obesity.  Generous  financial  agreement,  early  partner- 
ship. Box  323,  N.Y.  St.  Jr.  Med. 


POSITIONS  WANTED 


G.P.,  29,  Finishing  3 years  military  service  in  June,  desires 
position  in  Association  or  Group,  L.I.  or  Downstate  N.Y. 
Write  Lawrence  J.  Werner  M.D,,  147  Force  Drive,  Albany, 
Georgia. 


Ophthalmologist,  Board  qual.  Interested  in  association — 
group  or  part-time;  N.Y.C.  or  viciuity.  TR  3-3843. 


Midwestern  General  Practitioner  age  38,  AAGP,  primary 
interest  internal  medicine,  seeking  location  near  hospital, 
upper  2/3rds  Westchester  County.  (Consider  practice  pur- 
chase, association,  or  establishment  of  new  practice  in  desirable 
office  location.  Box  332,  N.  Y.  St.  Jr.  Med. 


Surgeon,  34,  board  eligible,  5 year  residency  including  thoracic 
surgery,  desires  association  with  group,  general  or  thoracic 
surgeon,  N.Y.  Metropolitan  area.  Box  329,  N.  Y.  St.  Jr. 
Med. 


Radiologist:  Board  eligible.  Residency  completed  June 

1900.  Presently  instructor  at  Univ.  Hosp.  Desires  position 
doing  mainly  roentgen  diagnosis  at  hospital  and/or  private 
office.  Box  324,  N.  Y.  St.  Jr.  Med. 


“Notv  (JO  hack  and  donU  lake  no  for  an  answerN 
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REAL  ESTATE  FOR  SALE  OR  RENT 


For  Sale.  Oceanside.  Beautiful  split  level  3 bdrm  house  on 
corner  *A  acre  plot.  Professionally  landscaped.  Lower  level 
easily  converted  into  odice  or  ample  room  to  build  on.  House 
recently  redecorateti.  contaiTi.s  lawn  sprinkler  system,  (ire 
alarm  .systeju,  refrigerator,  clish  washer,  washer  dryer,  many 
other  extras  all  in  like  new  condition.  Situated  on  well 
travelled  street  in  expanding  upper  middle  class  community. 
No  other  M.O.  office  in  area.  Ideal  location  for  general  prac- 
titioner, internist  or  neurologist/psychiatrist.  Private.  TR 
5-1636,  9:30-5:30  PM.,  RO  4-8821  after  7:00  P.M. 


For  sale:  Beautiful  corner  ranch  home-office  combination. 
Scarsdale  vie.  3 room  office  with  separate  entrance.  6 
rooms.  2 baths.  Excellent  transportation,  public  and  paro- 
chial schools.  Little  cash.  SCarsdale  5-0498. 


Wantagh,  L.I. — 69  ft.  ranch;  corner;  Vs  acre;  main  tho- 
roughfare; 3Vz  rm  off.  lav.;  7 rm.  residence  (3  bdrms.  2 
baths);  2 car  gar.  Fine  sandstone  front  and  landscaping. 
S900  tax.  $25,000  mortg. — $10,000  cash.  incl.  off.  equip.  Call 
SU  5-7821. 


Staten  Island — New  Air  Condit.  suite  of  professional  offices. 
3 adjoining  rins.  with  priv.  lav.  Share  reception  rin  and  lab 
with  0.1). S.  Street  level,  business  street,  ideal  specialist 
or  O.P.  1991  Victory  Blvd.,  YU  1-7103. 


New  Medical  Arts  Building;  Commack  Road,  Commack. 
Long  Island,  New  York.  Suites  available  for  various  special- 
ties. Rapidly  growing  community.  FO  8-1636. 


5 room  office  on  Staten  Island,  fastest  growing  borough  of 
New  York  City,  suitable  for  physician.  Dentist  in  building. 
Parking  no  problem.  Box  334,  N.  Y.  St.  Jr.  Med. 


Office  to  let  or  share:  Excellent  location  <fe  ideally  decorated 
Suitable  for  specialty.  Ocean  Parkway,  Corner  Ave.  U, 
Brooklyn.  HI  9-5480. 


For  Rent:  Manhattan  office,  214  E.  31st  Street,  suitable 

physician  or  dentist.  Occupied  by  surgeon  who  is  moving 
upstairs.  Call  Mon,  Wed.  Fri  4 to  7 P.IVI.  MU  6-0223. 


Forest  Hills,  L.I.  98  120  Queens  Boulevard.  3 rooms  corner, 
ground  floor  front,  lobby  & private  street  entrance  available 
for  MD  or  Psychiatrist.  Mr.  Levinson,  Benenson  Realty, 
475  Fifth  Avenue.  New  York  17,  MU  9-3854. 


I'jxcellent  opportunity  to  re-establish  nrominent  country  prac- 
tice; modern  fully  equipped  office  building  ready  for  use;  near 
hospital:  detached  home.  3 car  garage,  corner  fronting  main 
and  secondary  higliwiys.  Write  E.  Gellert,  Kerhonkson. 
N.  Y.  Phone  Kerhonkson  2631. 


Retired  physician  desires  to  sell  ranch  house,  Palm  Island, 
Miami  Beach.  100  X 140  on  Biscayne  Bay,  dock.  Two 
master  bedrooms,  two  baths  and  maid’s  room,  bath.  Land- 
scaped, air-conditioned,  heated,  lawn  sprinkler,  all  utilities 
two  car  garage.  $39, .500,  partly  furnished.  225  No. 
Coconut  Lane.  Palm  Island,  Miami  Beach. 


Medical  office-^300  to  fiOO  square  feet  or  larger — will  parti- 
tion— air-conditioned — new  apartment  house — Greenwich 
Village — occupancy  May  1st,  1901.  Hanfield,  Hillyer  & Bell, 
Inc.,  ORegon  4-9100. 


PRACTICES:  FOR  SALE  OR  RENT 


Stately  bldg,  in  very  fast  growing  N.Y.  rural  area,  60  mi. 
N.Y.C.  High  voL  high  gross  dental  practice  already  estab- 
lisiied.  Possibility  of  Imme-office  comb,  or  office  only. 
Suitable  new  practice  or  established  practitioner  or  specialist 
who  desires  secon<l  office  in  country.  Write  Box  33.5.  N.  Y. 
St.  Jr.  Med. 


Sale:  Desirable  9-rooni  home  w’ith  5-room  office.  Middletown, 
N.Y.  Established  27  yr.  practice  included.  Full  in- 
formation given  to  interested  person.  Central  location.  Box 
330,  N.  Y.  8t.  Jr.  Med. 


E.N.T.  Rhinoplasty  practice  and  equipment  for  sale.  Office 
to  rent  adjoining  Central  Park  South  N.  Y.  Will  redesign 
office  to  suit  psychiatrist.  Call  PLaza  3-7008. 


EQUIPMENT:  FOR  SALE  OR  RENT 


For  Sale:  X-rav  500  M..4.  General  Electric  and  furniture. 
JU  2-4644.  after  1 P.M.  CO  5-2549. 


MISCELLANEOUS 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  I'ree  Serviee  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33^ /|%  less  than 
3 j-ears  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St..  N.Y.  36. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64.  N.  Y.  HO4-1100. 


Physician  N.  Y.  State  License  with  general  and  surgical  ex- 
perience will  purchase  active  practice  (or  partnership).  Com- 
pensation office  preferred.  Box  326,  N.  Y.  St.  Jr.  Med. 
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no  cures  in  the  first 
ten  million  "tries” 


only  consistent  sustained  relief  of  cold  symptoms 


In  9 years  Novahistine  formulas  haven’t  cured  a single  cold  but,  according 
to  National  Prescription  Audits,  they  have  been  prescribed  for  relief  of 
symptoms  in  over  10,000,000  patients. 

Novahistine  LP,  for  instance,  brings  prompt,  continuous  cold  symptom 
relief  for  8 to  12  hours.  Two  Novahistine  LP  tablets  in  the  morning  and  two 
in  the  evening  will  control  the  average  patient’s  cold  discomforts.  Each 
tablet  contains  25  mg.  phenylephrine  hydrochloride  and  4 mg.  chlorpro- 
phenpyridamine  maleate. 


Novahistine*  LP 


PITM AN-MOORE  COMPANY  division  of  allied  laboratories,  inc.,  Indianapolis  e,  Indiana 


after  5 years  of  research  and 
JtlfiOO  patient  days  of  clinical  testing 


a new  infant  formula 

nearly  identical  to  mother’s  milk^  in  nutritional  breadth  and  balance 

Enfamir 

Infant  formula 

In  a well  controlled  institutional  study,^  Enfamil  was  thoroughly  tested  in  conjunction  with 
three  widely  used  infant  formula  products.  These  investigators  reported  that  Enfamil  pro- 
duced • good  weight  gains  • soft  stool  consistency  • normal  stool  frequency 

nearly  identical  to  mother’s  milk  . . . 

• in  caloric  distribution  of  protein,  fat  and  carbohydrate  • in  vitamin  pattern  (vitamin  D 
added  in  accordance  with  NRC  recommendations)  • in  osmolar  load  • in  ratio  of  unsaturated 
to  saturated  fatty  acids  • in  absence  of  measurable  curd  tension  . . . enhances  digestibility 

1.  Macy,  I.  C.;  Kelly.  II.  J.,  and  Slnnn,  R.  F. : with  the  Con<auItntion  of  (he  Committee  on  Maternal  and  Child  Feeding  of  the  Food  and 
Nutrition  Board,  National  Research  Council:  The  Com)m»ition  of  Milks.  Publication  254,  National  Academy  of  Sciences  and  National  Reacarcb 
Council,  Revised  1953.  2.  Brown.  C.  W.;  Tuholski,  J.  .M.;  Sauer.  L.  W.;  Minsk,  L.  D..  and  Rosenstern,  1.:  Evaluation  of  Prepared  Milks  in 
Infant  Nutrition;  of  the  Latin  Square  Technique.  J.  Pediat.  56:391  (Mar.)  1960. 
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IN  DYSURIA 


OF 


CYSTITIS . . . 
URETHRITIS 


URISED 

is  an  effective 
first  choice  for  rapid 
antisepsis,  analgesia 


SIMPLE,  ACUTE  or  isolated  infections  of  the  urinary  tract  readily 
yield  to  the  antibacterial-spasmolytic  actions  of  Urised. 

Clinical  reports  indicate  that  acute  cystitis  or  urethritis  symptoms 
vanish  within  three  days  . . . urine  clears  within  five  to  ten  days. 

No  side  effects  have  been  reported  in  three  recent  reports  evaluat- 
ing Urised  in  over  200  cases.  On  the  contrary,  Urised  is  sooth- 
ing, relaxing  to  the  urinary  visceral  muscles. 

Urised  controls  pain  while  normalizing  urination  and  producing 
antisepsis.  Each  Urised  tablet  contains:  atropine  sulfate  1/2000 
gr.,  hyoscyamine  1/2000  gr.,  gelsemium,  methenamine,  methylene 
blue,  benzoic  acid,  salol. 

Urised  is  indicated  in  all  simple  urinary  tract  infections,  either 
acute  or  chronic.  For  generous  starter  prescription  supplies  for 
many  patients  just  send  this  coupon ! 


sign 

=«>gn  of  impcnUing  diu-- 
persons  during  thc"bilent” 
diabetes.  In  one  series  of  1.140  dia- 
%eTTCs,  96  been  informed  of  "benign”  glycosuria  prior 
to  devdopmenr  of  diabetev:* 

If  these  patients  had  periodically  tested  their  urine  after”’ 
the  firsr  finding  of  glycosuria,  many  of  them  might  have  de- 
tected Tccurrence  of  glycosuria-thus  permitting  earlier 
L diagnosis  of  diabetes  by  the  physician  and  possible 

avoidance  of  degenerative  complications.  Slight  a 
glycosuria,  even  when  only  occasional.  ^ 

should  always  arouse  suspicion  of 
latent  diabetes. 

M.  Coll. I9.S9. 


Periodic  urine-sugar  test- 
ing  at  home  is  integral  part  of 
the  follow-up  of  “benign”  glycosuria.  Its 
practicality  is  increased  when  the  patient  charts 
W his  findings  on  the  Clinhest®  Graphic  Analysis  ^ 
r Record.  This  chart  frees  the  physician  from  dependence  ■ 
on  the  patient’s  memory  and  enables  him  to  follow  at  a 
glance  the  trend  and  degree  of  any  glycosuria. 

for  follow-up  of  “benii’n"  glycosuria  and 
earliest  detection  and  control  of  Diabetes 

vuU»r~calihrated 


Roanent  Tablets 


dizcd  urine-sugar  test  for  reliable  quantitative  estima- 
familiar  blue-to-orange  spectrum — easily  interpreted 
is  . "plus”  system  covers  entire  critical  range-includ-  ^ 
%%  (-f-f)  and  1%  ( t t -f ) • patient  cooperation^^ 
encouraged  by  use  of  Graphic  Analysis  Record 
^ —supplied  with  Clinitest  Set  and  each 
mn.  tablet  retill  package. 


COMPANY.  INC 
ElkhorT  • Indiana 
Toronto  * Conodo 


taste-tested 
by  experts 

VI-SOL 

Cliewable  Vitamins 

TRI-VI-SOL*  ■ POLY-VI-SOL®  • DEC A-VI-50L® 


In  iftfiit  ta.slc  tests  by  over  800  diildren,  the  flavor 
of  \'i-Sol®  ( hewahle  v itaniins  was  preferred  conclu- 
sively over  other  cliewable  vitamin  tablets. ..as 
in  tu  b as  2 to  1 in  some  cases. 

Von  will  also  be  interested  to  know  that  \'i-Sol  chew- 
able  vitamins  have  been  reformulated.  The  new. 
improved  formulations  are  authoritatively  based, 
but  practically  modified  to  meet  the  jieeds  of  every- 
day practice.  With  these  new  fonnulations,  \'i-S<)I 
cticvVable  v itamins  provide  safe,  jational,  practical 
levels  of  C,  D and  \ for  the  orovv’h%.child— pijeschiiol 
to  adolescent. 


Symbol  of  service  in  medicine 
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whether 
muscle  spasm 
is  caused  by 
tension  or  trauma 


relieves  the  muscle  in  spasm  and  the 
associated  pain... exerts  its  action 
only  at  the  site  of  need . . .without 
impairment  of  general  muscle  tonus. 
Daylong  and  nightlong  relief  pro- 
vided by  prolonged  action. 


Dosage  is  the  same  for  all  adults... 
regardless  of  age,  sex,  or  weight 


...just  two  tablets  daily. 

1 tablet  (100  mg.)  b.i.d. 
Available  in  bottles  of  50  tablets. 


*U.S.  Patent  No.  2,567,351;  other  patents  pending. 


Norfhrjdge,  California 


Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 

Data  based  on  pH  measurements  in  11  patients  with  peptic  ulcer' 


At 

the 

site 

of 

peptic 

ulcer 


Neutralization 
with  new  Creamalin 


Neutralization 
with  standard 
aluminum  hydroxide 


neutralization 
is  much 
faster  and 
twice 
as  long 
with 


Minutes  20 


100 


120 


New  APCAI 

MAI  IM*antacid 

lIHLIN  TABLETS 

New  York  18,  N.  Y. 


New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  show  that  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasti ng,  new  Creamalin  antacid 
tablets  will  not  produce  “acid  rebound”  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 
Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Sclent.  Ed.)  48:384,  July.  1959. 

for  peptic  ulcer  B^t^iljsiigfstric  hyperacidity 

'll 
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‘B.W.  & Co.'  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


brand  Ointment 


I®  Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


\ 


‘POLYSPORiN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

Vi  oz.  and  Vi  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

Vi  oz.  and  Vi  oz. 
(with  ophthalmic  tip) 

Tubes  of  Vi  oz.  and 
Vs  oz.  (with 
ophthalmic  tip) 
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BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


the  only  sustained-release  tranquilizer 
that  does  not  cause  autonomic  side  reactions 


• SAFE,  CONTINUOUS  RELIEF  of  anxiety  and  tension  for  12  hours  with 
just  one  capsule— without  causing  autonomic  side  reactions  and  without 
impairing  mental  acuity,  motor  control  or  normal  behavior. 

• ECONOMICAL  for  the  patient— daily  cost  is  only  a dime  or  so  more  than 
for  barbiturates. 

Meprospan-400 

400  mg.  meprobamate  (Miltown®)  sustained-release  capsules 


Usual  dosage;  One  capsule  at  breakfast  lasts  all  day;  one  capsule  with  evening  meal  lasts  all  night. 
Available:  Meprospan-iOO,  each  blue-topped  capsule  contains  400  mg.  Miltown  (meprobamate).  Meprospan-200, 
each  yellow-topped  capsule  contains  200  mg.  Miltown  (meprobamate).  Both  potencies  in  bottles  of  30. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 

CME-4232 


for  the 
tense 
and  anxious 
patient . . . 
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In  trichomonas  vaginitis 
. . permanent  CURES  in 
84.6%”'  ■ ‘‘...symptomatic 
and  bacterioiogic  CURES” 
in  100%^  ■ ‘‘symptomatic  CURE 
was  obtained  in  100%,  and 
bacterioiogic  CURES  in  82.5%”^ 
in  moniliasis  ‘‘symptomatic  CURE 
was  effected  in  about  80%”"* 
in  mixed  infections  “complete 
symptomatic  and  bacterioiogic 
CURES  in  92%”^ 
in  endocervicitis  75%  “were 
clinically  and  bacteriologically 
(as  indicated  by  vaginal 
smears  and  cultures)  CURED”^ 


Vaginitis  (trichomonal,  monilial,  nonspecific),  Cervicitis 


References:  1.  Angelucci,  H.  M.:  Am.  J.  Obst.  & Gynec.  50:336,  1945.  2.  Hensel,  H.  A.:  Postgrad.  Med.  8:293, 
1950.  3.  Cortese,  J.  T.:  Clin.  Med.  2:45,  1955.  4.  Dill,  L.  V.,  and  Martin,  S.  S.:  M.  Ann.  District  of  Columbia  17:389, 
1948.  5.  Horoschak,  A.,  and  Horoschak,  S.:  J.  M.  Soc.  New  Jersey  43:92,  1946. 


Division  of  Richardson-Merrell  Inc. 

THE  NATIONAL  DRUG  COMPANY  Philadelphia  44,  Pa. 


Trademark;  AVC  #kvc-739/«o 
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2 ML. 

POSTPABTUM 


AFTER  SURGERY  OR  DELIVERY 


COZYME 

^ (d-pantothenyl  alcohol,  Travenol) 

TO  PREVENT  AND  CORRECT  ABDOMINAL  DISTENTION 

• enables  peristalsis  to  resume  within  24-48  hours 

• complete  absence  of  side  effects  • reduced  use  of 
enemas  • lessened  incidence  of  urinary  retention. 

Now  available  in  new  single  dose,  2 ml.  disposable 
sterile,  nonpyrogenic  syringe  for  greater  convenience 
in  administration.  Packaged  with  sterile  needle  as  sin- 
gle unit.  Each  2 ml.  syringe  contains  250  mg.  per  ml. 
of  d-pantothenyl  alcohol. 

Also  supplied  in  10  ml.  multiple  dose  and  2 ml.  single 
dose  vial,  each  containing  250  mg.  per  ml.  of 
d-pantothenyl  alcohol. 


TRAVENOL  LABORATORIES,  INC.  • Morton  Grove,  Illinois 
Pharmaceutical  Products  Division  of  BAXTER  LABORATORIES,  INC. 
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FdDM  SnMmTAMKDHJS  IMMTOnSATKIIKJ 
A(KMMSt4  hmseasess 

Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI-ANTICS 


TETRAVAX. 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases . . . withi&N&i:  injections 


Dose : 1 cc. 

Supplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
age circular  and  material  in  vial  can  be  examined 
without  damaging  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 

Before  preaeribing  or  administering  tetravax,  the  physician  should  consult  the  detailed  information  on 
use  accompanying  the  package  or  available  on  request. 

TETRAVAX  IS  A TRADEMARK  OF  MERCK  A CO.,  INC. 

^s^MERCK  SHARP  & DOHME,  division  of  merck  & co.,  inc..  west  point,  pa. 
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LETS 


I pernicious  anemia 
macrocytic  anemia 
iron  deficiency  anemia 
megaloblastic  anemias 


Each  HEMOZYME  tablet  contains: 


Special  Liver-Stomach  Concentrate 

(containing  Intrinsic  Factor)  150  mg. 

Vitamin  B-12  with  Intrinsic  Factor 

Concentrate  (U.S.P. ) Unit  (Oral) 

Vitamin  B-12  Activity 

(Cobalamin  Concentrate)  7.S  meg. 

1-Lysine  SO.O  mg. 

Iron  (Ferric  Citropyrophosphate) 40.0  mg. 

Copper  (Sulphate)  0.25  mg. 

Foiic  Acid 0.2  mg. 

Ascorbic  Acid  (Vitamin  C)  75.0  mg. 

Vitamin  B-1  (Thiamin  Mononitrate) 5.0  mg. 

Vitamin  B-2  (RiboHavin)  5.0  mg. 

Niacinamide  50.0  mg. 


TWO  TABLETS  SUPPLY: 

Vitamin  B-12  with  the  Intrinsic  Factor  Concentrate  in  the  amount  to  produce  the 
calculated  response  in  patients  with  pernicious  anemia  in  relapse  (one  unit)  and  also: 

Iron 800%  M.D.R.*  Vitamin  B-1  1000%  M.D.R. 

Vitamin  C 500%  M.D.R.  Vitamin  B-2  833%  M.D.R. 

Niacinamide 1000%  M.D.R.  ^Minimum  Adult  Daily  Requirement 

DOSAGE: 

One  ( 1 ) tablet  ( two  times  daily ) supplies  therapeutic  quantities  of  all  known  anti-anemic 
agents.  Supplied  in  bottles  of  100s  and  1000s  at  all  pharmacies. 

Write  for  physicians'  samples  for  clinical  trial. 

BIOCHEMICAL  PRODUCTS  CORP.,  INWOOD,  LONG  ISLAND,  NEW  YORK 
Biochemicals  • Manufacturing  Chemists  • Pharmaceuticals 
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Percodan  tablets  effectively  relieve  pain  through  a range  of 


TABLETS 


for  pain 

" prompt  relief 
profound  relief 
prolonged  relief 


ACTS  FASTER— usually  within  5-15  minutes,  lasts 
LONGER— usually  6 hours  or  more,  more  thorough  \ 

RELIEF— permits  uninterrupted  sleep  through  the  i 

night.  RARELY  CONSTIPATES— excellent  for  chronic  ' 

or  bedridden  patients.  | 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit  I 

forming.  Federal  law  permits  oral  prescriptioiL  j 

Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxy-  t 

codeinone  hydrochloride,  0.38  mg.  dihydrohydroxycode- 
inone  terephthalate,  0.38  mg.  homatropine  terephthalate,  ' 

224  mg.  acetylsalicylic  acid,  160  mg.  acetophenetidin,  and  t 

32  mg.  caffeine.  j 


Also  available— for  greater  flexibility  in  dosage— Percodan®- 
Demi:  The  Percodan  formula  wii  one-half  the  amount  of 
salts  of  dihydrohydroxycodeinone  and  homatropine. 


LITERATURE  AVAILABLE  ON  REQUEST 

ENDO  LABORATORIES 
Richmond  Hill  1 8,  New  York 


*U.S.  Patent  Noa.  2,628.180  and  2,902908 
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in  musculoskeletal  pain 

steroid  or  salicylate? 


provides  the 
advantages  of  both 


ARISTOGESIC  is  advantageous  in  the  therapy  of 
a wide  range  of  musculoskeletal  disorders,  from 
mild  to  severe,  because  it  combines  the  anti-inflam- 
matory action  of  ARISTOCORT®  Triamcinolone 
with  the  analgesic  action  of  salicylamide.  Aluminum 
hydroxide  helps  to  control  gastric  distress  and 
hyperacidity;  and  ascorbic  acid  compensates  for 
loss  of  this  essential  vitamin.  Loio,  flexible  dosage 
for  highly  individualized  therapy  / Well  tolerated 
for  prolonged  periods  / Single  prescription  at  lower 
cost  / Greater  convenience  of  single  capsules . . . 
INDICATIONS:  Mild  cases  of  rheumatoid  arthritis, 
tenosynovitis,  synovitis,  bursitis,  spondylitis, 
myositis,  fibrositis,  neuritis,  and  certain  muscular 
strains. 

PRECAUTIONS:  Since  this  compound  is  designed  to  give  relief  at 
low  steroid  dosage,  the  risk  of  unwanted  collateral  hormonal 
effects  such  as  Cushingoid  manifestations,  peptic  ulcer  and 
muscle  weakness  is  relatively  small.  Still,  the  usual  precautions 
pertaining  to  use  of  steroids  in  conditions  in  which  they  may  be 
detrimental  should  be  observed.  This  is  particularly  important 
in  infections  in  which  adverse  effects  are  not  dose-related.  If 
reactions  occur,  discontinue  drug  and  take  appropriate  measures. 
Each  ARISTOGESIC  Capsule  contains:  ARISTOCORT  Tri- 
amcinolone, 0.5  mg.;  Salicylamide,  325  mg.;  Dried  Aluminum 
Hydroxide  Gel,  75  mg.;  Ascorbic  Acid,  20  mg. 

LEDERLE  LABORATORIES 
A Division  of  AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


when  the  patient 
needs 

increased  bile  flow... 


AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


BE  REASSURED 
THAT  REMOVAL 
OF  HIS  GALLBLADDER 
WILL  NOT  SERIOUSLY 
IMPAIR  HIS  DIGESTIVE 
ABILITY? 

He  may  be  told  that,  among  animals 
of  similar  dietary  habits  and  digestive 
processes,  some  have  a gallbladder 
and  some  do  not.  Among  the 
herbivores,  the  cov^^  and  sheep  have 
one,  the  deer  and  horse  do  not; 
among  the  omnivores,  the  mouse 
has  one  but  the  rat  does  not. 

Source:  Farris,  J.  M.,  and  Smith,  G.  K.: 

M.  Clin.  North  America  43:1122  (July)  1959. 


DECHOLIN 

(dehydrocholic  acid,  Ames) 

“Constant  loss  of  bile  [from  relaxation 
of  sphincter  of  Oddi  following  cholecyst- 
ectomy] reduces  the  amounts  available 
for  lipid  absorption  after  meals,  with 
resulting  clinical  symptoms  apparently 
relieved  by  bile  acid  administration.” 
Source:  Popper,  H.,  and  SchafTner,  E: 
Liver:  Structure  and  Function,  New 
York,  McGraw-Hill  1957,  p.  309. 

Available:  Deciiolin  Tablets:  (dehydrocholic 

acid,  Ames)  3%  gr.  (250  mg.).  Bottles  of  100, 
500,  and  1,000. 

and  for  hydrocholeresis  plus 
spasmolysis . . . 

DECHOIIN-  WITH  BELLADONNA 

(dehydrocholic  acid  with  belladonna,  Ames) 

Available:  Decholin/ Belladonna  Tablets: 
Decholin  (dehydrocholic  acid,  Ames)  3-54  gr. 
(250  mg.)  and  extract  of  belladonna  ' i>  gr.  (10  mg.). 
Bottles  of  100  and  500. 


AMES 

COMPANY.  INC 
Elkhort  • Indlano 
Tpronto  * Conodo 


900 


ANNOUNGING- 
SPEGIFIGALLY  FOR 
INFEGTIONS  DUE  TO 
“RESISTANT”  STAPHYLOGOGGI 


AN  ENTIRELY  NEW  SYNTHETIC 
“STAPH-GIDAL”  PENICILLIN 


sodium  dimethoxyplienyl  penicillin 


. FOR  INJECTION 


UNIQUE-BECAUSE  IT 
RETAINS  ANTIBACTERIAL 
ACTIVITY  IN  THE  PRESENCE  OF 
STAPHYLOCOCCAL  PENICILLINASES 
WHICH  INACTIVATE 
OTHER  PENICILLINS 


Bristol 


Official  Package  Circular 
November,  1960 


STAPHCILLIN™ 

(sodium  dimelhoxyphenyl  penicillin) 

For  Injection 

DESCRIPTION 

Staphcillin  is  a unique  new  synthetic  parenteral  penicillin 
produced  by  Bristol  Laboratories  for  the  speciBc  treatment  of 
staphylococcal  infections  due  to  resistant  organisms.  Its  unique- 
ness resides  in  its  property  of  resisting  inactivation  by  staphylo- 
coccal penicillinase.  It  is  active  against  strains  of  staphylococci 
which  are  resistant  to  other  penicillins. 

Each  dry  filled  vial  contains:  1 Gm.  Staphcillin  (sodium 
dimethoxyphenyl  penicillin),  equivalent  to  900  mg.  dimelhoxy- 
phenyl penicillin  activity. 

INDICATIONS 

Staphcillin  is  recommended  as  specific  therapy  only  in  infec- 
tions due  to  strains  of  staphylococci  resistant  to  other  penicil- 
lins, e.g.: 

Skin  and  soft  tissue  infections:  cellulitis,  wound  infections, 
carbuncles,  pyoderma,  furunculosis,  lymphangitis  and  lym- 
phadenitis. 

Respiratory  infections:  staphylococcal  lobar  or  bronchopneu- 
monia, and  lung  abscesses  combined  with  indicated  surgical 
treatment. 

Other  infections:  staphylococcal  septicemia,  bacteremia, 
acute  or  subacute  endocarditis,  acute  osteomyelitis  and  entero- 
colitis. 

Infections  due  to  penicillin-sensitive  staphylococci,  streptococci, 
pneumococci  and  gonococci  should  be  treated  with  Syncillin® 
or  parenteral  penicillin  G rather  than  Staphcillin.  Treponemal 
infections  should  be  treated  with  parenteral  penicillin  G. 

DOSAGE  AND  ADMINISTRATION 

Staphcillin  is  well  tolerated  when  given  by  deep  intragluteal 
or  intravenous  injection. 

As  is  the  case  with  other  antibiotics,  the  duration  of  therapy 
should  be  determined  by  the  clinical  and  bacteriological  re- 
sponse of  the  patient.  Therapy  should  be  continued  for  at  least 
48  hours  after  the  patient  has  become  afebrile,  asymptomatic 
and  cultures  are  negative.  The  usual  duration  has  been  5-7  days. 
Intramuscular  route:  The  usual  adult  dose  is  1 Gm.  every  4 or  6 
hours.  Infants’  and  children’s  dosage  is  25  mg.  per  Kg.  (approx- 
imately 12  mg.  per  pound)  every  6 hours. 

Intravenous  route:  1 Gm.  every  6 hours  using  50  ml.  of  sterile 
saline  solution  at  the  rate  of  10  ml.  per  minute. 

* Warning:  Solutions  of  Staphcillin  and  kanamycin  should  not 
be  mixed,  as  they  rapidly  inactivate  each  other.  Data  on  the 
results  of  mixing  Staphcillin  with  other  antibiotics  are  being 
accumulated. 


DIRECTIONS  FOR  RECONSTITUTION 


Add  1.5  ml.  sterile  distilled  water  or  normal  saline  to  a 1 Gm. 
vial  and  shake  vigorously.  Withdraw  the  clear,  reconstituted 
solution  (2.0  ml.)  into  a syringe  and  inject.  The  reconstituted 
solution  contains  500  mg.  of  Staphcillin  per  ml.  Reconstituted 
solutions  are  stable  for  24  hours  under  refrigeration. 

For  intravenous  use,  dilute  the  reconstituted  dose  in  50  ml.  of 
sterile  saline  and  inject  at  the  rate  of  10  ml.  per  minute. 


•This  stalement  supersedes  that  in  the  Official  Package  Circulars  dated  September 
and/or  October,  1960. 

(Continue 


Official  Package  Circular 
(continued) 


MICKOBIOLOGICAL  AND  PHARMACOLOGICAL 
PROPERTIES 

In  vitro  studies  show  that  Staphcillin  is  a bactericidal  penicillin 
with  activity  against  staphylococci  resistant  to  penicillin  G. 
Strains  of  staphylococci  so  far  tested  have  been  sensitive  to 
Staphcillin  in  vitro  at  concentrations  of  1-6  meg.  per  ml.  These 
levels  are  readily  attained  in  the  blood  and  tissues  by  adminis- 
tration of  Staphcillin  at  the  recommended  dosage.  This  unique 
attribute  is  probably  due  to  the  fact  that  Staphcillin  is  stable 
in  the  presence  of  staphylococcal  penicillinase.  Staphcillin  also 
resists  degradation  by  B.  cereus  penicillinase.  The  antimicrobial 
.spectrum  of  STAPHCILLIN  with  regard  to  other  microorganisms  is 
qualitatively  similar  to  that  of  penicillin  G;  but  considerably 
higher  concentrations  of  Staphcillin  are  required  for  bacteri- 
cidal activity  than  is  the  case  with  penicillin  G. 

Staphcillin  is  rapidly  absorbed  after  intramuscular  injection. 
Peak  blood  levels  (6-10  meg. /ml.  on  the  average  after  a 1.0  Cm. 
dose)  are  attained  within  1 hour;  and  then  progressively  decline 
to  less  than  1 meg.  over  a 4 to  6 hour  period.  It  is  poorly 
absorbed  from  the  gastrointestinal  tract.  Staphcillin  is  rapidly 
excreted  by  the  kidney. 

As  shown  by  animal  studies,  Staphcillin  is  readily  distributed 
in  body  tissues  after  intramuscular  injection.  Of  the  tissues 
studied,  highest  concentrations  are  reached  in  the  kidney,  liver, 
heart  and  lung  in  that  order;  the  spleen  and  muscles  show  lower 
concentrations  of  the  antibiotic.  Staphcillin  diffuses  into  human 
pleural  and  prostatic  fluids,  hut  its  diffusion  into  the  spinal  fluid 
has  not  yet  been  completely  studied.  However,  one  patient  with 
meningitis  showed  a significant  concentration  in  his  spinal  fluid 
while  on  Staphcillin  therapy. 

Toxicity  studies  with  Staphcillin  and  penicillin  G in  animals 
show  that  they  have  approximately  the  same  low  order  of  toxicity. 

Certain  staphylococci  can  be  made  resistant  to  Staphcillin  in 
the  laboratory,  but  this  resistance  is  not  related  to  their  penicil- 
linase production.  During  the  clinical  trials,  no  Staphcillin- 
resistant  strains  of  staphylococci  were  observed  or  developed; 
the  possibility  of  the  emergence  of  such  strains  in  the  clinical 
selling  awails  further  observation. 

PRECAUTIONS 

During  the  clinical  trials,  several  mild  skin  reactions,  e.g.,  itch- 
ing, papular  eruption  and  erythema  were  observed  both  during 
and  after  discontinuance  of  Staphcillin  therapy.  Patients  with 
histories  of  hay  fever,  asthma,  urticaria  and  previous  sensitivity 
to  penicillin  are  more  likely  to  react  adversely  to  the  penicillins. 
It  is  important  that  the  possibility  of  penicillin  anaphylaxis  be 
kept  in  mind.  Epinephrine  and  the  usual  adjuvants  (antihista- 
mines, corticosteroids)  should  be  available  for  emergency  treat- 
ment. Because  of  the  resistance  of  Staphcillin  to  destruction  by 
penicillinase,  parenteral  B.  cereus  penicillinase  may  not  be  effec- 
tive for  the  treatment  of  allergic  reactions.  Information  with 
regard  to  cross-allergenicity  between  penicillin  G,  penicillin  V, 
phenethicillin  (Syncillin)  and  Staphcillin  is  not  available  at 
present.  If  superinfection  due  to  Cram-negative  organisms  or 
fungi  occurs  during  Staphcillin  therapy,  appropriate  measures 
should  be  taken. 

SUPPLY 

List  79502—  1.0  Cm.  dry  filled  vial. 
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UE  SYNTHETIC  “STAPH-CIDAL"  PENICILLIN 


100. 


In  the  presence  of  staphylococcal 
penicillinase,  Staphcillin  remained 
active  and  retained  its  antibacterial 
action.  By  contrast,  penicillin  C 
was  rapidly  destroyed  in  the 
same  period  of  time. 

(After  Gourevitch  et  at., 
to  be  published) 


Specifically  for  “resistant”  staph. 


in 


sodium  dimethoxyphenyl  penicillin 
FOR  INJECTION 


The  failure  of  staphylococcal  infections  to  respond  to  penicillin  therapy  is  attributed 
to  the  penicillin-destroying  enzyme,  penicillinase,  produced  by  the  invading  staphy- 
lococcus. 

Unlike  other  penicillins: 

1 Staphcillin  is  effective  because  it  retains  its  antibacterial  activity  despite  the 
presence  of  staphylococcal  penicillinase. 

2 The  clinical  effectiveness  of  Staphcillin  has  been  confirmed  by  dramatic  results 
in  a wide  variety  of  infections  due  to  “resistant”  staphylococci,  many  of  which  were 
serious  and  life-threatening. 

Like  other  penicillins: 

Staphcillin  has  no  significant  systemic  toxicity.  It  is  well  tolerated  locally,  and  pain 
or  irritation  at  the  injection  site  is  comparable  to  that  following  the  injection  of 
penicillin  G.  In  occasional  casesy  typical  penicillin  reactions  may  be  experienced. 


PROFESSIONAL  INFORMATION  SERVICE— The  attached  Official  Package  Circular  provide!  complete 
ioforroatioQ  on  the  indications,  dosage,  and  precautions  for  the  use  of  Staphcillin.  If  you  desire  additional 
information  concerning  clinical  experiences  with  Staphcillin.  the  Medical  Department  of  Bristol  Labora- 
tories is  at  your  service.  You  may  direct  your  inquiries  via  collect  telephone  call  to  New  York.  PLaza  7-7061, 
or  by  mail  to  Medical  Department,  Bristol  Laboratories,  630  Fifth  Ave.,  N.  Y.  20.  N.  Y. 
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basic  therapy  in  vaginitis  eliminates  symptoms 
• itching  • burning  ■ lenkorrhea  ■ malodor  'destroys 
pathogens  • Trichomonas  vaginalis  • Candida  (Mo- 
nilia) cdbicans  ■ no7ispecific  organisms... alone  or 
in  combination -has  these  advantages -high  rates 
of  clinical  and  cultural  cures  • effectiveness  even 
in  menstrual  blood  and  vaginal  debris -safe  and 
nonirritating  to  delicate  inflamed  tissue  • esthet- 
ically  acceptable  with  no  disagreeable  staining 


TRICOFM 

(nKuroxime  and  furarolidone)  Improved 

Powder  / Suppositories 


©9  EATON  LABORATOKIES 

Division  of  The  Norwich  Pharmacal  Company 
NORWICH,  NEW  YORK 


Mw—From  the  makef:s  of 
Fleischmann's Margarine  comes  the... 


Wonderful  for  sodium-restricted  diets — 10  mgs. 
of  sodium  per  100  grams  1 

Contains  polyunsaturated  liquid  com  oil  and 
partially  hydrogenated  corn  oil! 

Delicious  flavor  like  the  sweet,  high-priced  spread! 
Fresh-Frozen— available  only  in  grocers’  frozen  food  cases! 


Fleischmann’s  Margarine  was  the 
first  to  make  available  the  benefits 
of  100%  corn  oil  with  the  lightly 
salted  flavor  preferred  by  so  many. 
Now,  Fleischmann’s  has  also  per- 
fected a new  unsalted  margarine  for  patients 
on  low-sodium  diets,  and  for  those  who  simply 
prefer  the  sweet  taste  of  an  unsalted  spread. 
It’s  new  Fleisehmann’s  Sweet  (Unsalted)  Mar- 
garine, also  made  from  100%  corn  oil,  with  a 
linoleic  acid  content  three  times  higher  than 
regular  margarines  and  ten  times  higher  than 
the  high-priced  spread. 

Smooth,  Fresh  Flavor  Preserved 
By  Exclusive  Fresh-Frozen  Process! 

This  new  unsalted  margarine  has  a light,  fresh 
flavor  your  patients  will  find  delicious.  And  be- 
cause it  contains  no  salt  or  other  preservatives, 
it’s  Fresh-Frozen  for  flavor  protection.  You  can 
be  sure  it’s  always  fresh  and  pure. 

Although  this  new  margarine  is  Fresh- 
Frozen,  the  quarter  in  use  may  be  kept  in  the 
refrigerator  as  any  other  spread.  The  remain- 
ing quarters  should  be  stored  in  the  freezer. 


Recommend  The  One  That's  Best 
For  Your  Patient 

If  your  patient  needs  sodium  restriction  or  pre- 
fers the  flavor  of  an  unsalted  table  spread,  rec- 
ommend new  Fleischmann’s  Sweet  (Unsalted) 
Margarine.  It  comes  in  a bright  green  foil  pack- 
age in  the  grocer’s  frozen  food  case.  Or,  if  you 
want  your  patient  to  use  a corn  oil  margarine, 
and  salt  is  no  problem,  then  recommend  lightlv 
salted  Fleischmann’s  Margarine.  It’s  in  the 
golden  foil  package  in  the  refrigerated  case. 


By  the  Makers  of  Fte\schmonn*s  Yeast 

Fleisdimamis  CORN  OIL  MARGARINES... 

Both  made  from  100%  CORN  OIL 
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Kills  pain stops  tension 


For  neuralgias,  dysmenorrhea,  upper  respiratory  distress,  and  postsurgical  conditions  — 
new  compound  of  Soma,  phenacetin  and  caffeine  kills  pain,  stops  tension,  reduces  fever — 
gives  more  complete  relief  than  other  analgesics ..  .acts  fast,  relief  lasts  four  to  six  hours. 


NONNARCOTIC  ANALGESIC  m 

soma’  (Compound 


Composition: 

Soma  (carisoprodol),  200  mg.;' 
phenacetin,  160  mg.; 
caffeine,  32  mg. 

Dosage:  1 or  2 tablets  q.i.d. 
Supplied:  Bottles  of  50 
apricot-colored,  scored  tablets.  ^ 


References  available  on  request. 


WALLACE  LABORATORIES 
Cranbury,  N.  J. 


NEW  FOR  MORE  SEVERE  PAIN 

soma’^ompound+codeine 

BOOSTS  THE  EFFECTIVENESS  OF  CODEINE:  Soma  Compound 
boosts  the  elTectiveness  of  codeine.  Therefore,  only  'A  grain  of  codeine 
phosphate  is  supplied  to  relieve  the  more  severe  pain  that  usually 
requires  Vi  grain.  Composition:  Same  as  Soma  Compound  plus  Vi  grain 
codeine  phosphate.  Dosage:  1 or  2 tablets  q.i.d.  Supplied:  Bottles  of  50  white, 
lozenge-shaped  tablets;  subject  to  Federal  Narcotics  Regulations. 


6 S 

JUST  AS  A REMINDER... 

^ pAddtcC^  to 

AURALGAN* 

IN  ACUTE  OTITIS  MEDIA 
SAFE  AURALGESIC 
AND  DECONGESTANT 

OTOS-MOSAN* 

BROAD-SPECTRUM 
THERAPY  IN 
SUPPURATIVE  OTITIS 

BIO-TOSMOSAr  HC 

IN  ACUTE  EXACERBATION 
EXTERNAL  OTITIS 
ALLERGIC  EARS 

RHINALGAN’ 

SAFE! 

■‘NOT  JUST  ANOTHER 
DECONGESTANT” 

RHINALGAN*  HC 

ANTI-INFLAMMATORY 

ANTI-ALLERGIC 

(po)- 

LARYLGAN' 

FOR  INFECTIOUS 
AND  NON-INFECTIOUS 
THROAT  INVOLVEMENTS 

D O H 

Q CHEMICAL  CORP.,  100  VARICK  ST.,  NEW  YORK  13,  N.Y. 
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Nico-Metrazol 

the  safe  ergogenic  agent 


Whenever  non-specific  fatigue  indicates  the  need  for  safe  cerebral  stimulation, 
Nico-Metrazol  deserves  a therapeutic  trial.  The  gentle  activation  of  the  central  nervous 
system  and  the  increased  rate  of  cerebral  blood  flow  effected  by  Metrazol®,  combined 
with  increased  peripheral  blood  flow  induced  by  nicotinic  acid,  provide  a “physiologic 
spark-plug”  for  renewed  mental  and  physical  vitality.  Fatigue  and  listlessness  are 
frequently  replaced  by  a resurgence  of  energy  and  alertness.  Chronically  apathetic 
geriatric  patients  often  show  significant  improvement  on  Nico-Metrazol  therapy. 

Outstanding  Safety:  Nico-Metrazol  is  markedly  free  of  undesirable  systemic  action. 
It  causes  neither  hypertension  nor  postural  hypotension.  Nico-Metrazol  has  no  adverse 
effect  on  liver  or  bone  marrow  functions.  The  vasodilating  action  of  nicotinic  acid 
produces  a transient  flush  and  is  accompanied  by  a feeling  of  warmth  and  stimulation. 

Dosage:  Initially,  2 Nico-Metrazol  Tablets,  or  2 teaspoonfuls  of  Nico-Metrazol  Elixir,  three  or  four 
times  daily.  For  maintenance,  after  optimal  results  have  been  achieved,  dosage  may  be  reduced  to 
1 Nico-Metrazol  Tablet  or  1 teaspoonful  of  Nico-Metrazol  Elixir  three  times  daily. 

Supply:  Nico-Metrazol  Tablets  and  Elixir  — 100  mg.  Metrazol  and  50  mg.  nicotinic  acid  in  each 
tablet  or  teaspoonful. 


For  information  on  Vita-Metrazol  and  Metrazol  dosage  forms,  consult  your  current  Physicians’  Desk  Reference. 
KNOLL  PHARMACEUTICAL  COMPANY  « ORANOE«  NEW  JERSEY 
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Fostex'  treats 
pimplesbiackheadsacne 
while  they  wash 


degreases  the  skin 
helps  remove  blackheads 
dries  and  peels  the  skin 

Patients  like  Fostex  because  it’s  so 
easy  to  use.  Instead  of  using  soap, 
they  simply  wash  acne  skin  with 
Fostex  Cream  or  Fostex  Cake  2 to  4 
times  daily. 

Fostex  contains:  Sebulytic®  base  (unique,  penetrating,  sur- 
face-active combination  of  soapless  cleansers  and  wetting 
agents*)  with  remarkable  antiseborrheic,  keratolytic  and  anti- 
bacterial actions  . . . enhanced  by  micropulverized  sulfur  2%, 
salicylic  acid  2%  and  hexachlorophene  1%. 

*sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl  polyether  sulfonate 
and  sodium  dioctyl  sulfosuccinate. 

Fostex  Cream  and  Fostex  Cake  are  interchangeable  for  thera- 
peutic washing  of  the  skin.  Fostex  Cream  is  approximately 
twice  as  drying  as  Fostex  Cake.  Suppiied:  Fostex  Cake— bar 
form.  Fostex  Cream— 4.5  oz.  jars.  Also  used  as  a therapeutic 
shampoo  in  dandruff  and  oily  scalp. 

And  . . . since  continuous  24-hour  drying  and 
peeling  of  acne  skin  is  essential,  FOSTRIL  (a  new, 
flesh-tinted  drying  lotion)  should  be  used  once  or 
twice  daily  in  addition  to  Fostex  therapeutic  washings. 
Fostril®  contains  Liposec®  (polyoxyethylene  lauryl 
ether),  a new,  surface-active  drying  agent  used  forthe 
first  time  in  acne  treatment.  This  agent,  with  2% 
micropulverized  sulfur  and  a zinc  oxide,  talc  and  ben- 
tonite base,  provides  Fostril  with  excellent  drying 
properties.  Fostril  also  contains  1%  hexachlorophene. 

Available:  Fostril,  oz.  tubes. 

Fostril-HC  Oi%  hydrocortisone)  25  gm.  tubes. 


WESTWOOD  PHARMACEUTICALS  Buffalo  13.  New  York 
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for  acute 


upper  respiratory  infections 


capsules 


The  Original  Tetracycline  Phosphate  Complex 


U.S.  PAT.  NO.  2,791,609 


Ffective  control  of  pathogens.. .with  an  unsurpassed  record  of  safety  and  tolerance 


>1 

tj^lSTOL  LABORATORIES,  SYRACUSE,  new  York 
i| '.  of  Bristol-Myers  Co. 

<1 

11 


SUPPLY:  TETREX  Capsules -tetracycline  phosphate 
complex  - each  equivalent  to  250  mg.  tetracycline  HCI 
activity.  Bottles  of  16  and  100. 

TETREX  Syrup -tetracycline  (ammonium  polyphosphate 
buffered)  syrup -equivalent  to  125  mg.  tetracycline  HCI 
activity  per  5 ml.  teaspoonful.  Bottles  of  2 tl.  oz.  and  1 pint. 


C AM  B RIDGE 

CARDIAC  DIAGNOSTIC  INSTRUMENTS 

ASSURE  THE  DOCTOR  OF 
Universally  Accepted  Records,  Fundamental  Accuracy, 
Lifetime  Dependability,  Minimum  Maintenance  Expense. 

"VERSA-SCRIBE”  The  Versatile 
Electrocardiograph 

A completely  new  portable  instrument 
with  performance  and  versatility  not 
offered  by  any  other  direct-writing 
electrocardiograph.  Size  5^/i"  X 
IOVj"  X 17^  weight  20  lbs. 

Multi-Channel  Recorders 

For  physiological  research,  cardiac  cathe- 
terization and  routine  electriocardiog- 
raphy.  When  used  with  pertinent  trans- 
ducers, these  new  Recorders  provide 
simultaneous  indication  and  recording  of 
EKG’s,  EEGs,  stethograms  and  other 
physiological  phenomena.  Available  in 
Photographic  Recording  and  Direct  Writ- 
ing Model. 


Dye-Dilution  Curve  Recorder 

Records  changes  of  concentration  of  a 
dye  injected  at  selected  sites  in  the 
venous  circulation.  Determines  cardiac 
outputs;  detects  and  locates  cardiac 
shunts. 


Operating  Room  Cardioscope 

Provides  continuous  observation  of 
the  Electrocardiogram,  electroencephal- 
ogram and  heart-rate  during  surgery. 
Warns  of  approaching  cardiac  stand-still 
Explosion-proof.  This  cardioscope  is  a 
“must”  for  the  modern  Operating  Room. 


“Simpli-Scribe”  Direct  Writer 
Electrocardiograph 

Provides  the  Cardiologist,  Clinic  or 
Hospital  with  a portable  direct  writing 
Electrocardiograph  of  utmost  useful- 
ness and  accuracy.  Size  lOV®^  X 
lOVs"  X 11";  weight  28  pounds, 
complete  with  all  accessories. 

Audio-Visual  Heart  Sound  Recorder 

Enables  simultaneous  hearing,  seeing 
and  recording  heart  sounds.  Record- 
ing may  be  made  on  magnetic  discs  for 
play-back  and  viewing  at  any  time. 


Pulmonary  Function  Tester 

A complete  integrated,  easy-to-use 
instrument  for  the  determination  of 
such  functions  as  Functional  Residual 
Capacity,  Tidal  Volume,  Vital  Capac- 
ity, Basal  Metabolic  Rate,  etc. 

CAMBRIDGE  ALSO  MAKES  EDUCA- 
TIONAL CARDIOSCOPES 
PLETHYSMOGRAPHS 
ELECTROKYMOGRAPHS 
RESEARCH  pH  METERS 
HUXLEY  ULTRA  MICROTOMES 
POCKET  DOSIMETERS  AND  LINDE- 
MANN-RYERSON  ELECTROMETERS 

Send  for  Descriptive  Literature 

CAMBRIDGE  INSTRUMENT  CO.,  INC. 

Graybar  Bldg.,  420  Lex.  Ave.,  N.  Y.  17,  N.  Y. 
Cleveland  2,  Ohio  Detroit  37,  Mich.  Oak  Park,  ill. 

8419  Lake  Ave.  13730  W.  Eight  Mile  Rd.  6605  West  North  Avenue 
Jenkinton,  Pa.  Silver  Spring,  Md. 

749  Old  York  Road  933  Gist  Avenue 
PIONEER  MANUFACTURERS  OF  THE  ELECTROCARDIOGRAPH 
SEE  US  AT  BOOTH  176 
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Proven 

in  over  six  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

^ simple  dosage  schedule  produces  rapid,  dependable 
tranquilization  without  unpredictable  excitation 

2  no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

3  does  not  produce  ataxia,  change  in  appetite  or  libido 

4  does  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agranulocytosis 

^ does  not  impair  mental  efficiency  or  normal  behavior 


Miltowir 

meDrobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  in  bottles  of  50. 

.^Also  supplied  in  sustained-release  rnpsnles 

Meprospan*  | 

Available  as  Meprospan-400  (blue-topped  sustained- 
release  capsules  containing  400  mg.  meprobamate), 
and  Meprospan-200  (yellow-topped  sustained-release 
capsules  containing  200  mg.  meprobamate). 


CH.«»  WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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Pain  Reliever 


Professional  confidence  in  the  uniformity, 
potency  and  purity  of  Bayer  Aspirin  is  evi- 
denced by  ever  increasing  recommendation. 
Today  Bayer  Aspirin  is  the  most  widely 
accepted  brand  of  analgesic  in  the  world. 

We  welcome  your  requests  for  samples 
of  Bayer  Aspirin  and  Flavored  Bayer  Aspirin 
for  Children. 


THE  BAYER  COMPANY.  DIVISION  OF  STERLING  DRUG  INC..  1450  BROADWAY.  NEW  YORK  18.  N.Y. 
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Can 

a plumber 
do  a 

day’s  work 
on  1200 
calories? 


The  answer,  of  course,  is  “not  for 
long.”  For  example,  following 
diagnosis  of  diabetes,  a 44-year- 
old  plumber  (5'8"  and  weighing 
147  lb.)  had  been  put  on  a 1200- 
calorie  diet  to  control  glycosuria. 
When  referred  six  months  later, 
he  had  not  been  spilling  sugar, 
but  had  lost  25  pounds  and  de- 
veloped progressive  fatigability. 
Orinase,  0.5  Gm./day,  was  px'e- 
scribed  and  his  diet  was  increased 
to  2800  calories  to  meet  metabolic 
demands  (125  Gm.  protein;  300 
Gm.  carbohydrate;  125  Gm.  fat). 

Follow-up  visits  showed  this 
progress: 

Smo.  Urineand  blood  sugar  o.k.; 
weight  gain:  28  lb.  Can 
work  normally,  feels  gen- 
erally well, 

6 mo.  Weight  constant,  control 
constant,  no  complaints. 

12  mo.  Same. 

18  mo.  Same. 

21/.  mo.  Same. 

Diet-controlled  diabetics  who 
are  underweight,  tire  easily,  or 
have  increased  nutritional  needs 
may  merely  be  “getting  by”  on 
dietotherapy  alone.  These  pa- 
tients — and  others  who  experi- 
ence transient  weakness  or 
listlessness— can  often  be  returned 
to  near-normal  activity  by  giving 
Orinase  together  with  a more 
adequate  diet.  Orinase  control  of 
diabetes  is  notably  smooth  and 
stable;  patients  report  a greater 
sense  of  well-being,  an  improved 
mood  and  outlook. 

Case  data  courtesy  Henry  Doiger,  M.D. 


Indications  and  efTccts:  The  clinical  Indication  for 
Orinase  Is  stable  diabetes  mellltus.  Its  use  brings 
about  the  lowering  of  blood  sugar;  glycosuria  dimin- 
ishes. and  such  symptoms  as  pruritus,  polyuria,  and 
polyphagia  disappear. 

Dosage;  There  Is  no  fixed  regimen  for  Initiating 
Orinase  therapy.  A simple  and  elective  method  is 
as  follows:  First  day  — 6 tablets;  second  day  ~ 4 
tablets;  third  day  — 2 tablets.  The  daily  dose  is 
then  adjusted  raised,  lowered  or  maintained  at  the 
two -tablet  level,  whichever  is  necessary  to  maintain 
optimum  control. 

In  patients  being  converted  from  insulin,  insulin 
is  gradually  withdrawn  in  accordance  with  the  re- 
sponse to  Orinase  observed  over  a trial  period  that 
may  extend  to  three  or  four  weeks.  In  candidates  for 
combined  Orinasc-insulin  therapy,  an  individualized 
schedule  Is  usually  obtainable  during  a trial  course 
of  two  or  more  weeks. 

Contraindications  and  side  effects:  Orinase  Is  con- 
traindicated In  patients  htaving  juvenile  or  growth- 
onset.  unstal>le  or  brittle  types  of  diabetes  mellltus; 
history  of  diabetic  coma,  fever,  severe  trauma  or 
gangrene. 

Side  efTccts  are  mild,  transient  and  limited  to 
approximately  39b  of  patients.  Hypoglycemia  and 
toxic  reactions  are  extremely  rare.  Hypoglycemia  is 
most  likely  to  occur  during  the  period  of  transition 
from  insulin  to  Orinase.  Other  untoward  reactions 
to  Orinase  are  usually  not  of  a serious  nature  and 
consist  principally  of  gastrointestinal  disturbances, 
headache,  and  variable  allergic  skin  manifestations. 
The  gastrointestinal  disturbances  (nausea,  epigastric 
fullness,  heartburn)  and  headache  appear  to  be  re- 
lated to  the  size  of  the  dose,  and  they  frequently 
disappear  when  dosage  is  reduced  to  maintenance 
levels  or  the  total  dally  dose  is  administered  in 
divided  portions  after  meals.  The  allergic  skin 
manifestations  (pruritus,  erythema,  and  urticarial, 
morbilliform,  or  maculopapular  eruptions)  are  trans- 
ient reactions,  which  frequently  dis^pear  With  con- 


tinued drug  administration.  However,  If  the  skin 
reactions  persist.  Orinase  should  be  discontinued. 
Clinical  toxicity:  Orinase  appears  to  be  remarkably 
free  from  gross  clinical  toxicity  on  the  basis  of 
experience  accumulated  during  more  than  four  years 
of  clinical  use.  Crystallurla  or  other  untoward  effects 
on  renal  function  have  not  been  observed.  Long-term 
studies  of  hepatic  function  in  humans  and  experi- 
ence in  over  600,000  diabetics  have  shown  Orinase 
to  be  remarkably  free  of  hepatic  toxicity.  There  has 
been  reported  only  one  case  of  cholestatic  jaundice 
related  to  Orlnaso  admljnistrntion,  which  occurred 
In  a patient  with  pre-existing  liver  disease  and  which 
rapidly  reversed  upon  discontinuance  of  the  drug. 
Each  tablet  contains: 

Tolbutamide  . 0.5  Gm* 

Supplitd:  In  bottles  of  SO. 


Orinase 

An  exclusive  methyl 
"govei'noi'”  prevents 
hypoglycemia. 


<3 


Upfohn 


The  Upjohn 
Company 
Kalamazoo 
Michigan 


•Trademark,  Reg.  U.S.  Pat.  Off. 
tolbutamide,  Upjohn 
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do  you 
still  need 
special 
skills 
to  run 
your  own 


There  was  a time  when  you  almost  did  need 
an  electrical  engineer’s  talents  to  run  a clear, 
clinically  accurate  ’cardiogram  . . . when 
ECG’s  were  like  the  one  pictured  — a 
Sanborn  $1500  “table  model’’  of  the  mid- 
1920’s.  But  Sanborn  ECG’s  today  use  every 
proven  advantage  of  modern  electronic  in- 
strument design  to  give  you  and  your  tech- 
nician equipment  which  is  extremely  compact, 
portable  and  easy  to  use  — with  such  con- 
veniences as  automatic  grounding  . . . ampli- 
fier stabilization  as  leads  are  switched  by  a 
single  control  . . . choice  of  sensitivities  and 
chart  speeds  . . . quick,  easy  paper  loading  . . . 
and  a choice  of  three  models  to  suit  the  needs  of 
your  practice:  the  18-pound  portable  Viselte, 
the  2-speed,  highly  versatile  100  Visa,  and  its 
mobile  counterpart,  the  lOOM  Mobile  Viso. 

Your  nearby  Sanborn  man  has  shown  a grow- 
ing number  of  your  colleagues  how  easy  it  is  to 
use  a Sanborn  ECG  in  their  offices  and  on  call, 
and  add  this  valuable  diagnostic  facility  to 
their  practices.  He’ll  be  glad  to  do  the  same 
for  you.  Call  him  today  for  full  details. 

S A IM  B <3  R IM 

C O IN/I  A l>sl 

MEDICAL  DIVISION 

175  Wyman  St.,  Waltham  54,  Massachusetts 


’cardiograms? 


New  York  Branch  Office  1841  Broadway 
Circle  7-.5794  and  7-579.5 

Rochester  Branch  Office  850  Linden  Ave.,  Ludlow  6-0433 
Schenectady  Resident  Representative  611  Union  St.,  Franklin  7-8691 
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pediatric  drops 


t syrup 

*' 

!•  full  antibiotic  activity  • lower  milligram  intake  per  dose  • up  to  6 days’  activity  with  4 days’  • 
, dosage  • uniformly  high,  sustained  peak  activity  ■ syrup  (cherry-flavored),  75  mg./5  cc.  tsp.,  ' 
'bottles  of  2 and  16  fl.  oz.  Dosage:  3 to  6 mg./lb./day-in  four  divided  doses,  pediatric  drops, 
jSO  mg./cc.,  3 mg./drop,  10  cc.  bottles  with  calibrated  dropper.  Dosage:  1 to  2 drops/lb./day- 

Ilin  four  divided  doses 

jPRECAUTIONS;  As  with  many  other  antibiotics,  DECLOMYCIN  may  occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  to  sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN.  Although 
reversible  by  discontinuing  therapy,  patients  should  avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idiosyncrasy  occurs 
discontinue  medication.  Overgrowth  of  nonsusceptible  organisms  is  a possibility  with  DECLOMYCIN,  as  with  other  antibiotics.  The  patient 
bhould  be  kept  under  observation. 


HOW  CAN  THE  FULL  POTENTIAL 
OF  ORAL  THERAPY  BE  REALIZED? 


Diabinese' 

BRAND  OF  CHLORPROPAMIDE 

the  oral  anticliabetic 
most  likely  to  succeed 


The  superior  effectiveness  of  chlorpropamide  (DIABINESE) 
is  indicated  not  only  by  its  success  in  patients  in  whom 
tolbutamide  has  failed/’^  but  also  by  its  ability  to  maintain 
effective  control  even  when  carbohydrate  intake  is  increased 
because  of  a more  liberal  diet.^  Underscoring  this  superiority 
in  oral  therapy,  Hamwi  and  Skillman^  observe  that  in  dia- 
betics suitable  for  sulfonylurea  therapy,  DIABINESE,  “with 
its  more  constant  blood  levels  and  slower  degradation  would 
appear  to  be  the  choice  in  patients  predictably  less  likely  to 
respond  because  of  a clinically  more  severe  state  of  diabetes.” 


1.  A.M.A.  Council  on  Drugs:  New  and  Nonofficial  Drugs  1961,  Philadelphia,  Lippincott,  1961,  p.  657.  2.  Jackson, 
D.,  and  Oakley,  W.:  Lancet  2:752,  1959.  3.  Bloch,  J.,  and  Lenhardt,  A.:  Ann.  New  York  Acad.  Sc.  74:954,  1959. 
4.  Hamwi,  G.  J.,  and  Skillinan,  T.  G. : Postgrad.  Med.  27 :687,  1960. 

FOR  MAXIMAL  ASSURANCE  OF  CONTINUOUS  BLOOD- 
SUGAR  CONTROL  WITH  ORAL  THERAPY- DIABINESE 


to  realize  the  full  potential  of  oral  therapy 
to  replace  or  reduce  insulin  dosage 
to  ensure  control  lohere  diet  alone  has  failed 


IN  BRIEF 


\ 


DIABINESE,  a potent  sulfonylurea,  provides 
smooth,  long-lasting  control  of  blood  sugar 
permitting  economy  and  simplicity  of  low, 
once-a-day  dosage.  Moreover,  diabinese  often 
works  where  other  agents  have  failed  to  give 
satisfactory  control. 

INDICATIONS : Uncomplicated  diabetes  mel- 
litus  of  stable,  mild  or  moderately  severe  non- 
ketotic, maturity-onset  type.  Certain  ‘ ‘ brittle  ’ ’ 
patients  may  be  helped  to  smoother  control 
with  reduced  insulin  requirements. 

ADMINISTRATION  AND  DOSAGE: 
Familiarity  with  criteria  for  patient  selection, 
continued  close  medical  supervision,  and  ob- 
servance by  the  patient  of  good  dietary  and 
hygienic  habits  are  essential. 

Like  insulin,  diabinese  dosage  must  be  regu- 
lated to  individual  patient  requirements.  Aver- 
age maintenance  dosage  is  100-500  mg.  daily. 
For  most  patients  the  recommended  starting 
dose  is  250  mg.  given  once  daily.  Geriatric 
patients  should  be  started  on  100-125  mg.  daily. 
A priming  dose  is  not  necessary  and  should 
not  be  used;  most  patients  should  be  main- 
tained on  500  mg.  or  less  daily.  Maintenance 
dosage  above  750  mg.  should  be  avoided.  Before 
initiating  therapy,  consult  complete  dosage 
information. 

SIDE  EFFECTS : In  the  main,  side  effects, 
e.g.,  hypoglycemia,  gastrointestinal  intoler- 
ance, and  neurologic  reactions,  are  related  to 
dosage.  They  are  not  encountered  frequently 
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on  presently  recommended  low  dosage.  There 
have  been,  however,  occasional  cases  of  jaun- 
dice and  skin  eruptions  primarily  due  to  drug 
sensitivity;  other  side  effects  which  may  be 
idiosyncratic  are  occasional  diarrhea  (some- 
times sanguineous)  and  hematologic  reactions. 
Since  sensitivity  reactions  usually  occur  within 
the  first  six  weeks  of  therapy,  a time  when  the 
patient  is  under  very  close  supervision,  they 
may  be  readily  detected.  Should  sensitivity 
reactions  be  detected,  diabinese  should  be  dis- 
continued. 

PRECAUTIONS  AND  CONTRAINDICA- 
TIONS: If  hypoglycemia  is  encountered,  the 
patient  must  be  observed  and  treated  con- 
tinuously as  necessary,  usually  3-5  days,  since 
DIABINESE  is  not  significantly  metabolized  and 
is  excreted  slowly,  diabinese  as  the  sole  agent 
is  not  indicated  in  juvenile  diabetes  mellitus 
and  unstable  or  severely  “brittle”  diabetes 
mellitus  of  the  adult  type.  Contraindicated  in 
patients  with  hepatic  dysfunction  and  in  dia- 
betes complicated  by  ketosis,  acidosis,  diabetic 
coma,  fever,  severe  trauma,  gangrene,  Ray- 
naud’s disease,  or  severe  impairment  of  renal 
or  thyroid  function,  diabinese  may  prolong  the 
activity  of  barbiturates.  An  effect  like  that  of 
disulfiram  has  been  noted  when  patients  on 
DIABINESE  drink  alcoholic  beverages. 

SUPPLIED : As  100  mg.  and  250  mg.  scored 
chlorpropamide  tablets. 

More  detailed  professional  information  avail- 
able  on  request. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,Ine.  Brooklyn  6,  New  York 


“Nothing  does  it  like  7-Up  ” 

Visit  US  at  Booth  71  for  a sample 

Monroe  Surgical  Supply  Company,  Inc. 
SERVICE,  QUALITY,  AND  INTEGRITY 

93  Monroe  Avenue  Phone: 

Rochester,  New  York  HA6-4227 

GIVE  TO 

CONQUER  CANCER 


LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Fine  Medium  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  the  more  acute  cases. 


ABRASION  THERAPY  FOR  ACNE 
\ certain  countries  Brasivol  available  as  DENCO-BRAS^^ 


Bravisol  has  a gentle,  graded  abrasive 
action  that  attacks  the  acne  lesion 
simply  and  directly.  Helps  open 
plugged  pores,  reduce  pustules  and 
blackheads,  control  oiliness. 
Outstanding  success  on  thousands 
of  acne  cases.  Brasivol  (pat. 
pend.)  contains:  mild  abrasive 
(ALO3),  hexachlorophene 
1%,  drying  soap-and- 
detergent  base. 

Write  for  samples  and  literature. 


Logical  Dermalologicah — since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hilt,  N .Y. 

Canada:  Winley-Morris  Co.,  Ltd.,  Montreal  21 


CSTIEFEf) 


professional 

suites 

available 


EAST  SEVEIMTY-IMirJTH  STREET 


One  of  the  East  Side’s  most  distinctive  new 
apartment  dwelling  offers  outstanding  air-con- 
ditioned professional  suites  of  four  and  five 
rooms  with  laboratory  and  dark  room  facilities. 
333  East  Seventy  Ninth  Street,  a 20  story  and 
penthouse  building,  will  provide  residential 
facilities  for  four  hundred  and  forty  families. 
Professional  suites  will  be  served  by  separate 
elevators. 

please  direct  inquiries  to: 

Renting  Manager:  333  East  79th  Street,  New  York  21.  N.Y. 
or  call:  RHinelander  4-3200 
Renting  Office  open  Daily  and  Sunday  10  AM  to  6 PM 
A WEBB  & KNAPP  RESIDENTIAL  BUILDING 
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In  a series  of  24  handicapped  arthritics 
treated  with  dexamethasone  for  8 to  16 
months,  ring  size  decreased  consistently  — 
objective  evidence  of  antirheumatic  effects 
which  were  maintained  throughout  the 
entire  period  of  observation.  Improvement 
was  also  noted  in  other  antirheumatic 
indices,  i.  e.,  pain  on  motion,  tenderness, 
swelling  and  morning  stiffness.^ 


Supplied:  as  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets 
in  bottles  of  100.  Also  available  as  Injection  Dt.<  vi>KON  Phos- 
phate and  new  Elixir  Dl'.CADRON.  Additional  information  on 
DECADRO.N  is  available  to  physicians  on  request.  DECADRON 
is  a trademark  of  Merck  & Co.,  Inc. 


Reference:  1.  Bunim,  J.  J.,  in  Hollander,  J.  L.:  Arthritis  and  Allied 
Conditions,  ed.  6,  Philadelphia,  Lea  & Febiger,  1 960,  p.  364. 


MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  INC.,  West  Point,  Pa. 


Decadnin^ 


TREATS  MORE  PATIENTS  MORE  EFFECTIVELY 


k 


for 

balanced 
diuresis  .n 

cardiac  edema  • congestive 
heart  failure  • premenstrual 
tension  • edema  of  pregnancy 
toxemia  of  pregnancy  • obesity 

often  invaluable  in:  epilepsy 
Meniere’s  syndrome  • glaucoma 


Ample  diuresis  for  the  usual  edema- 
tous patient . . . gentle  . . .without 
excessive  distortion  of  electrolyte 
or  normal  water  patterns .. .without 
effect  on  blood  pressure. 

Scored  tablets  of  250  mg.  Ampuls  of  500  mg.  for  parenteral  use. 


DIAMOX 

Acetazolamide  Lederle 

LEOERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY,  Pearl  River,  New  York 
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n£m^dujd^: 


“almost  universally  rapidly  curative”^  in 

infantile  eczema 


Biopsy  section  from  skin  stained 
with  osmic  acid  after  treatment 
for  one  week  with  placebo  base 
shows  little  unsaturated  oil  (black 
stain)  on  the  surface  and  practi- 
cally none  within  the  epidermis. 


Biopsy  section  from  skin  stained  with  osmic 
acid  after  treatment  with  Desitin  Ointment 
for  one  week  shows  much  unsaturated  oil 
(black  stain)  on  the  surface  and  also  within 
the  epidermis.  Unsaturated  oils  are  impor- 
tant constituents  of  natural  emollients. 


OESITIN 

OINTMENT 


restores  unsaturates  via  fatty  acids  of  external  Cod  liver  oil 


Spoor  finds^  that  Desitin  Ointment  topically 
replenishes  unsaturated  fatty  acids  dermally 
deficient^-'*  in  many  babies  with  infantile 
eczemas.  Desitin  Ointment  was  selected  be- 
cause its  rich  cod  liver  oil  unsaturates 
resemble  those  naturally  found  in  the  skin. 

1.  Spoor,  H.  J.:  New  York  St.  J.  M.  60:2863,  1960. 

2.  Wiese,  H.  F.,  et  al.:  J.  Nutrition  66:345,  1958. 

3.  Smith,  L.  W.,  et  al.:  Amer.  J.  Med.  Sc.  237:600,  195:. 

4.  Nutrition  Reviews  17:136,  1959. 


Desitin  plus  antiallergenic  therapy 
proved  . . . 

“almost  universally  rapidly  curative**, 
with  great  improvement  or  clearing  of 
the  condition  in  all  babies  in  from  one 
to  five  weeksd 

for  samples  of  soothing,  protective,  healing 
Desitin  Ointment  and  reprint,  please  write... 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R.  I. 
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Therapeutic 

confidence 

Panalba  is  effective  against 
more  than  30  commonly 
encountered  pathogens 
including  ubiquitous 
staphylococci.  Right  from 
the  start,  prescribing  it  gives 
you  a high  degree  of 
assurance  of  obtaining  the 
desired  anti-infective  action 
in  this  as  in  a wide  variety 
of  bacterial  diseases. 

Supplied:  Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline 
phosphate  complex),  equivalent  to 
250  mg.  tetracycline  hydrochloride,  and 
125  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Adult  dosage:  2 capsules  four  times  a day. 

Side  effects:  Panmycin  Phosphate  has  a 

very  low  order  of  toxicity  comparable 

to  that  of  the  other  tetracyclines  and  is 

well  tolerated  clinically.  Side  reactions  to 

therapeutic  use  in  patients  are  ( 

infrequent  and  consist  principally  of 

mild  nausea  and  abdominal  cramps. 

Albamycin  also  has  a relatively  low 
order  of  toxicity.  In  a certain  few 

patients,  a yellow  pigment  has  been  ' 

found  in  the  plasma.  This  pigment, 

apparently  a metabolic  by-product  of 

the  drug,  is  not  necessarily  associated  : 

with  abnormal  liver  function  tests.  ' 

Urticaria  and  maculopapular  dermatitis, 

a few  cases  of  leukopenia,  and  ; : 

agranulocytosis  have  been  reported  in 

patients  treated  with  Albamycin.  All 

of  these  side  effects  rapidly  disappeared 

upon  discontinuance  of  the  drug.  ^ 

Caution:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of 

nonsusceptible  organisms,  constant  ) 

observation  of  the  patient  is  essential. 

If  new  infections  appear  during  therapy,  I 

appropriate  measures  should  be  taken. 

As  with  any  serious  infection,  therapy 
of  peritonitis  with  Panalba  or  other 
antibacterial  agents  is  adjunctive 
to  surgical  procedures  and  supportive 
therapy. 


Inflammatory 
process 
of  the 
periton'eum 

'Trademark,  Reg.  U.  S.  Pat.  Off. 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


Ranalba 


* 


your  broad-spectrum 
antibiotic  of  first  resort 


u 


Put  your  low-back  patient 
back  on  the  payroll 


Soma's  prompt  relief  of  pain  and  stiffness  can 
get  your  low-back  patients  back  to 
work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  . . . help  ' 
give  your  patient  the  two  things  he  wants  : 
most:  relief  from  pain  and  rapid  return  to  | 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  with 
higher  dosages.  Soma  is  available  in  350  mg. 
tablets.  Usual  dosage  is  1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  WallaceJ 

Wallace  Laboratories,  Cranbury,  New  Jersey 


J 


your  patients  a month’s  pay 

Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  patients 
required  an  average  of  41  days  for 
full  recovery  (range:  3 to  90  days). 
The  addition  of  Soma  therapy  in  this 
comparative  investigation  reduced 
the  average  to  11.5  days  (range:  2 to 
21  days).  With  Soma,  patients  aver- 
aged full  recovery  30  days  sooner. 


newlandearir  Geigy 

brand  of  oxyphenbutazone 


inflammation  takes  flight 


a new  development 
in  nonhormonal, 
anti-inflammatory 
therapy 


more  specific  than  steroids— 

Acts  directly  on  the  inflammatory  lesion  without 
altering  pituitary-adrenal  function  . . . 
without  impairing  immunity  responses.®'" 

more  dependable  than  enzymes— 

Rapid  and  complete  absorption,  without  the 
uncertainty  of  oral  or  buccal  enzyme  therapy.® 

more  potent  than  salicylates— 

Anti-inflammatory  potency  of  Tandearil 
markedly  superior  to  aspirin. 


Remarkably  useful  in  a wide  variety  of  inflammatory 
conditions,  including:  rheumatoid  arthritis, 
spondylitis,  osteoarthritis’’^  ®;  gout'-^’®;  acute  super- 
ficial thrombophlebitis® painful  shoulder 
(peritendinitis,  capsulitis,  bursitis,  and  acute  arthritis 
of  that  joint)'  severe  forms  of  a variety 
of  local  inflammatory  conditions®’’  ’®. 

The  physician  should  be  thoroughly  familiar  with  the 
dosage,  side  effects,  precautions  and  contra- 
indications of  Tandearil  before  prescribing.  Full 
product  information  available  on  request. 
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M/Veit  STOPS 

VERTIGO 

moderate  to  complete  relief  of 
symptoms  in  9 out  of  10  patients' 


Prescribe  one  antivert  tablet  (or  1-2  teaspoonfuls  antivert  syrup)  3 times  daily, 
before  each  meal,  for  prompt  relief  of  vertigo,  Meniere’s  syndrome  and  allied  dis- 
orders. Side  effects  are  short-lived,  usually  only  harmless  flushing  and  tingling 
associated  with  vasodilation,  antivert  is  contraindicated  in  severe  hypotension 
and  hemorrhage. 

Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.)  in  bottles  of  100.  Syrup  in  pint  bottles.  Prescription  only. 
Bibliography  available  on  request. 

And  for  your  aging  patients — 

NEOBON^  Capsules:  five-factor  geriatric  supplement. 

Reference:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.) 


now  available 

M/vert 

Each  teaspoonful  (5  cc.)  contains  6.25  mg. 
meclizine  HCI  and  25  mg.  nicotinic  acid. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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■ See 

both  blood  picture 
and  patient  respond  to 


TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable 
of  producing  in  ten  days  an  Hb  and  RBC 
response  comparable  to  that  obtained  after 
a transfusion  of  one  pint  of  whole  blood. 
For  potent,  complete  anemia  therapy, 
prescribe  Trinsicon  . . .just  2 a day  for  all 
treatable  anemias. 

Two  Pulvules  Trinsicon  (daily  dose) 
provide: 

Special  Liver-Stomach  Concentrate, 

Lilly  (containing  Intrinsic  Factor).  . 300  mg. 
Vitamin  Bi2  with  Intrinsic  Factor 


Concentrate,  N.F 1 N.F.  unit  (oral) 

Cobalamin  Concentrate,  N.F., 

equivalent  to  Cobalamin 15  meg. 

(The  above  three  ingredients  are  clinically 
equivalent  to  N.F.  units  of  APA  potency.) 

Ferrous  Sulfate,  Anhydrous 600  mg. 

(Equal  to  over  1 Gm.  Ferrous  Sulfate,  U.S.P.) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 
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INFORMATION  FOR  AUTHORS 

Original  papers  will  be  considered  for  publication 
with  the  understiinding  that  they  are  contributed 
solely  to  the  New  York  State  Journal  of  Medi- 
cine. Address  manuscripts  to  Editor,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue,  New 
York  17,  New  York. 

Preparation  of  Manuscript:  Manuscripts  should 

be  face  copy  typed  double-spaced  with  adequate 
margins  on  6rm  paper.  Carbon  copy  flimsy  can  not 
be  used.  The  first  page  should  list  the  title,  the 
name  of  the  author  (or  authors),  degrees,  and  any 
institutional  or  other  credits.  Pages  should  be 
numbered  consecutively.  Tables  should  be  tj'ped 
and  numbered  and  should  have  a brief  descriptive 
title.  Quotations  must  include  full  credit  to  both 
author  and  source.  Periodical  references  should 
include  in  order;  author’s  name  with  initials, 
title,  periodical  abbreviation,  volume,  pages,  and 
year.  References  should  be  numbered  consecu- 
tively in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs  should  be 
submitted.  Illustrations  should  be  numbered  con- 
secutively and  Indicated  in  the  text.  The  number, 


indication  of  the  top,  and  the  author’s  name  should 
be  attached  to  the  back  of  each  illustration.  Legend 
should  be  typed,  numbered,  and  attached  to  each 
illustration. 

GENERAL  INFORMATION 

Published  twice  a month  by  the  Medical  Society 
of  the  State  of  New  York.  Editorial  and  circula- 
tion office : 750  Third  Avenue,  New  York  17,  New 
York.  Publisher’s  office:  20th  and  Northampton 
Streets,  Easton,  Pennsylvania.  Copj'right  1961  by 
the  Medical  Society  of  the  State  of  New  York.  The 
Editors  of  the  Journal  assume  no  responsibility  for 
the  opinions  and  claims  expressed  in  the  articles 
contributed  by  individual  authors. 

Rates:  The  subscription  rate  is  $7.50  per  year 
payable  in  advance.  Single  copies  $0.50.  Back 
issues  will  be  supplied  at  the  single  copy  rate  when 
available. 

Change  of  address:  Notice  should  be  sent  to  the 

circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  in- 
cluded as  well  as  a statement  whether  or  not  change 
is  permanent.  Six  weeks  is  required  to  effect  a 
change  of  address. 
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The  Perennial  Chiropractic  Bill 


With  the  first  crocus  comes  the  annual 
presentation  to  the  State  Legislature  of  the 
hill  to  legalize  chiropractic  practice.  This 
year  it  is  introduced  in  the  Senate  by  Senator 
Peterson  as  Senate  Introductory  2576, 
Print  2718. 

This  year’s  bill  is  particularly  hazardous 
in  that  it  seeks  to  permit  the  use  of  x-rays 
for  diagnostic  purposes  by  this  unqualified 
group. 

All  physicians,  physicists,  and  biologists 
know  that  the  field  of  ionizing  radiation  is 
one  where  angels  fear  to  tread.  Authorities 
of  the  caliber  of  the  National  Academy  of 
Science — National  Research  Council  and 
the  National  and  International  Committees 
on  Radiation  Protection  have  recommended 
in  relation  to  population  genetic  dose  a 
guide  of  5 roentgen  equivalents  in  man  in 
the  first  thirty  years.  Yet  here  is  a group 
that  seeks  the  consent  of  the  Legislature 
to  rush  in  and  routinely  and  regularly  take 
so  called  spinograms  on  the  unsuspecting 
public.  This  technic  exposes  the  entire 
spine  from  cranium  to  coccyx  anteroposte- 
riorly  and  often  laterally  and  includes  each 
time  the  gonadal  areas  of  both  sexes,  as 


well  as  the  blood-forming  marrow  of  the 
spine,  the  ribs,  and  the  pelvic  bones. 

Is  it  possible  to  estimate  the  amount  of 
needless,  harmful  radiation  that  might 
be  dispensed  in  this  way?  It  could  easily 
run  into  several  million  roentgens. 

While  health  authorities  are  making 
heroic  efforts  to  control  exposure  to  ionizing 
radiation  by  inspection  of  ecjuipment  and 
promotion  of  safe  technics  in  medicine  and 
industry  there  comes  this  proposal  which 
will  cancel  out  their  efforts  and  worsen 
the  situation  immeasurably. 

As  physicians  entrusted  with  the  public 
health  we  must  make  it  undeniably  clear 
that  radiation  is  hazardous  to  humans, 
especially  to  the  reproductive  organs,  carry- 
ing the  possibility  of  damage  to  future 
generations  by  mutation;  that  it  has  been 
known  to  affect  adversely  the  blood-forming 
bone  marrow  and  can  even  be  carcinogenic 
The  use  of  this  potentially  dangerous  force 
must  remain  in  the  hands  of  highly  trained 
and  experienced  profe.ssionals. 

The  Legislature  kept  x-ray  away  from 
the  shoe  salesmen — let  us  hope  they  keep 
it  away  from  the  chiropractors. 


Call  to  the  1961  Annual  Convention 


The  155th  Annual  Convention  of  the  Medi- 
cal Society  of  the  State  of  New  York  will  be 
held  this  year  in  Rochester,  from  May  8 
to  12.  The  House  of  Delegates  will  meet 
at  the  Manger  Hotel  on  May  8,  9,  and  10. 
They  thus  revert  to  meeting  at  the  be- 
ginning of  the  week  rather  than  over  the 
week-end. 

Matters  in  the  socioeconomic  field — 
such  as  social  security  for  doctors,  care  of 
the  aged,  prepaid  insurance — will  be  pre- 
dominantly under  discussion.  The  Empire 
State  Foundation  will  deliver  its  first  report 


to  the  House  of  Delegates.  The  theme  of 
the  scientific  program  which  will  be  held 
at  the  War  Memorial  will  be  “Frontiers  of 
Clinical  Therapeutics.”  Numerous  inter- 
esting and  important  scientific  exhibits 
from  our  teaching  centers  and  ho.spitals 
will  be  on  display  at  the  War  Memorial, 
as  well  as  the  valuable  technical  exhibits 
by  the  pharmaceutical  houses,  equipment 
manufacturers,  and  book  sellers. 

Rochester,  a city  of  500,000  situated 
near  Lake  Ontario,  is  a large  industrial 
center  noted  for  photographic  equipment. 
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optical  equipment,  and  men’s  clothing 
industry.  The  University  of  Rochester 
has  an  important  medical  school.  There 
are  many  cultural  attractions,  predominant 
among  which  are  the  Eastman  School  of 
Music,  the  Eastman  Museum  of  Photog- 
raphy, and  ^Memorial  Art  Gallery.  There 
is  a possibility  that  spring  weather  being 
favorable  the  annual  Lilac  Festival  at 
Highland  and  Cobbs  Hill  Parks  will  take 
place  at  the  time  of  the  convention.  The 
War  Memorial  is  a newly  completed  building 
and  will  be  ideally  suited  for  the  scientific 


program. 

Any  member  of  the  Society  in  good  stand- 
ing may  attend  the  sessions  of  the  House  of 
Delegates  if  he  so  desires.  The  scientific 
program  will  be  well  worth  attention.  The 
scientific  exhibits  will  present  important 
up-to-date  medical  information  in  capsule 
form  worth  traveling  many  miles  to  see. 
Our  many  friends  who  take  part  in  the 
technical  exhibits  will  certainly  welcome 
your  attendance.  It  is  urged  that  you 
make  hotel  reservations  early  for  the  dates 
of  May  8 through  12,  1961. 


American  Medical  Education  Foundation  Credits 


Members  of  the  Medical  Society  of  the 
State  of  New  York  are  urged  to  make  their 
contributions  to  the  American  Medical  Edu- 
cation Foundation  directly,  specifying  the 
school  for  which  it  is  intended.  In  this  way 
the  State  Medical  Society  will  get  credit  for 
the  donation.  If  contributions  are  made 
directly  to  the  medical  school  the  State 
Medical  Society  does  not  get  credit,  and  it  is 
an  embarrassment  to  find  our  State  Society 
in  a lower  position  than  it  deserves  on  the 


national  listing  of  donations  to  the  American 
Medical  Education  Foundation  from  state 
societies. 

The  purposes  of  A.M.E.F.  to  provide 
loans  and  scholarships  for  de.serving  students, 
to  secure  and  hold  important  faculty  mem- 
bers, and  to  obtain  needed  eciuipment  for  the 
medical  schools  need  the  support  of  every 
graduate.  Your  State  Society  endorses  these 
high  goals  and  deserves  to  be  rightfidly 
counted. 


Medical  Society  of  the  State  of  New  York 

ANNUAL  CONVENTIONS 


1961 

May  8 to  12 

Rochester 

1962 

May  14  to  18 

New  York  City 

1963 

May  13  to  17 

New  York  City 

April  1,  1961 
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does  the  bowel  take  kindly  to  no-bulk  diets? 


The  bowel,  designed  to  operate  best  under  the  stimulus  of  a bolus  of  waste,  is 
seldom  at  rest  under  normal  conditions.  But  the  new  bulkless  liquid  diets 
which  have  taken  the  country  by  storm,  although  they  may  be  a useful 
road  to  weight  loss,  may  also  lead  to  constipation  or  bowel  irregularities. 

Metamucil  adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal 
peristalsis  and  also  retain  water  within  the  stools  to  keep  them  soft  and 
easy  to  pass.  Thus  Metamucil,  with  an  adequate  water  intake,  will  avert 
or  correct  constipation  in  the  dieting  patient.  Metamucil  also  promotes 
regularity  through  “smoothage”  in  all  types  of  constipation. 

OHEZ]  Metamucil' 

brand  of  psyllium  hydrophilic  mucilloid 

Available  as  Metamucil  powder  in  4,  8 and  16  oz.  cans, 
or  as  the  new  lemon -flavored  Instant  Mix  Metamucil  in 
cartons  of  16  or  30  measured-dose  packets. 
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You  see  an  improve- 
ment within  a few  days 

Thanks  to  your  prompt 
treatment  and  the 
smooth  action  of  Deprol, 
her  depression  is 
relieved  and  her  anxiety 
and  tension  calmed  - 
often  in  a few  days.  She 
eats  well,  sleeps  well 
and  soon  returns  to  her 
normal  activities. 


Lifts  depression.. .as  it  cairns  anxiety! 


Smooth,  balanced  action  lifts  depression  as 
it  calms  anxiety. . . rapidly  and  safely 


Balances  the  mood  — no  “seesaw” 
effect  of  amphetamine-barbitu- 
rates and  energizers.  While  ampheta- 
mines and  energizers  may  stimulate  the 
patient— often  aggravate  anxiety  and 
tension. 

And  although  amphetamine -barbiturate 
combinations  may  counteract  excessive 
stimulation— often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects, 
Deprol’s  smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety  — both  at 
the  same  time. 


Acts  swiftly  — the  patient  often 
feels  better,  sleeps  better,  within 
a few  days.  Unlike  the  delayed  action  of  : 
most  other  antidepressant  drugs,  which 
may  take  two  to  six  weeks  to  bring  results,  . 
Deprol  relieves  the  patient  quickly— often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided.  | 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


Dosage:  Usual  starting  dose  is  1 tablet 
q.i.d.  When  necessary,  this  dose  may  be  grad- 
ually increased  up  to  3 tablets  q.i.d. 

Composition;  1 mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HCl)  and  400  mg. 
meprobamate.  Supplied:  Bottles  of  50  light-pink,/^.* 

scored  tablets.  Write  for  literature  and  samples.  'AA  WALLACE  LABORATORIES/ C/Tan6ur>'.  'Z. 
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House  of  Delegates 

The  annual  meeting  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of 
New  York  will  be  called  to  order  at  10:00 
A.M.  on  Monday,  May  8,  1961,  in  the  Ball- 
room of  the  Manger  Hotel,  Rochester. 

In  accordance  with  Chapter  II,  Section  3 
of  the  Bylaws,  the  House  will  assemble 
according  to  the  following  schedule: 


Alonday,  May  8,  1961,  10:00  a.m. 
Tuesday,  May  9,  1961,  2:00  p.m.  and 
8:00  P.M. 

Wednesday,  May  10,  1961,  9:00  a.m.  and 
2:00  P.M. 

At  the  last  adjourned  session  (2:00  p.m., 
Wednesday,  May  10)  the  election  of  officers, 
councillors,  trustees,  and  delegates  to  the 
American  Medical  Association  will  occur  in 
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accordance  with  Chapter  II,  Section  1 of  the 
Bylaws. 

Joseph  A.  Lane,  M.D.,  Speaker 
William  L.  Wheelek,  Jr.,  M.D.,  Secretary 

155th  Annual  Meeting 

The  155th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be 
held  on  Wednesday,  May  10,  at  8:00  p.m. 
in  the  Ballroom  of  the  Manger  Hotel, 
Rochester. 

Norman  S.  Moore,  M.D.,  President 
WiLLLVM  L.  Wheeler,  Jr.,  M.D.,  Secretary 

Registration 

Registration  for  delegates  will  be  held  in 
the  foyer  of  the  Ballroom  of  the  Manger 
Hotel,  on  Monday,  May  8,  after  9:00  a.m. 
General  registration  for  admission  to  scien- 
tihc  meetings  and  exhibits  will  be  held  at  the 
War  M cmorial  A uditorium,  Monday  through 
Thursday,  May  8 through  11,  from  8:30 
A.M.  to  5:30  P.M.,  and  on  Friday,  May  12, 
from  8:30  a.m.  to  12:00  noon. 

Exhibits 

Scientific  and  Technical  Exhibits  will  be 
located  in  the  War  Memorial  Auditorium. 

Scientific  Motion  Pictures  will  be  shown  in 
the  Motion  Picture  Theatre  in  the  War 


JVIemorial  Auditorium. 

Exhibits  will  be  open  as  follows: 

9:00  A.M.  to  5:30  p.m.,  Monday  through 
Thursday,  May  8 through  11;  9:00  a.m. 
to  12:00  NOON,  Friday,  May  12. 

Scientific  Program 

General  Sessions  will  be  held  every  after- 
noon, Monday,  JMay  8,  through  Friday, 
May  12,  at  2:00  p.m.  in  the  War  Alemorial 
Auditorium. 

Section  and  Session  Meetings  will  be  held 
Tuesday,  May  9,  through  Friday,  May  12, 
at  9:00  a.m.  in  the  War  Memorial  Audi- 
torium. 

See  page  1029  for  program. 

Dinner  Dance 

The  Dinner  Dance  will  be  held  in  the 
Ballroom  of  the  Manger  Hotel,  Wednesday, 
May  10,  at  8:00  p.m.,  preceded  by  the 
President’s  Reception  at  6:30  p.m. 

Tickets  should  be  ordered  in  advance 
from  the  Medical  Society  of  the  State  of 
New  York,  750  Third  Avenue,  New  York  17, 
New  York,  or  from  your  county  medical 
society.  Subscription — f 14  per  person. 

Woman’s  Auxiliary 
See  page  1055  for  program. 
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Chairman 

Alfred  P.  Ingegno,  M.D.,  Kings 

Associate  Chairmen 

William  F.  Lipp,  M.D.,  Erie 
Bernard  J.  Pisani,  M.D.,  New  York 

AND 

Chairmen  of  Sections  and  Sessions 


''Frontiers  of  Clinical  Therapeutics'' 
GENERAL  SESSIONS 

I 

I War  Memorial  Auditorium,  Rochester 

I Monday,  May  8,  2:00  p.m. 

! 

I Blood  Fractions  in  Clinical  Medicine 

Motion  Picture  and  Panel  Discussion 

(Tuesday,  May  9,  2:00  p.m. 

Symposium  and  Panel  Discussion:  Spectrum  of  Space  Medicine  Anno  IV 
I of  Space  Exploration 

1.  Man  and  His  Planets 

I Franklyn  M.  Branley,  Ed.D.,  New  York  City  {By  invitation) 

I Associate  Astronomer,  The  American  Museum — Hayden  Plane- 

i tarium 

2.  Microbiologic  Considerations  of  Extraterrestrial  Life 

Wolf  Vishniac,  Ph.D.,  New  Haven,  Connecticut  {By  invitation) 
Professor  of  Microbiology,  Yale  University 

3.  Moonbeam  Mouse  Project 

George  S.  Lerman,  M.D.,  St.  Louis,  Missouri  {By  invitation) 

Group  Manager,  Aerospace  Physiology,  McDonnell  Aircraft 
Company 

Constantine  D.  Generales,  M.D.,  New  York  City 

Assistant  Professor  of  Space  Medicine  and  Coordinator  of  Space 
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Medicine  Program,  New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals 

I.  M.  Levitt,  Ph.D.,  Philadelphia,  Pennsylvania  (By  invitation) 

The  Fels  Planetarium  of  the  Franklin  Institute 

John  S.  Rinehart,  Ph.D.,  Golden,  Colorado  {By  invitation) 

Professor  of  Mining  Engineering  and  Director  of  Mining  Research 
Laboratory,  Colorado  School  of  Mines 

4.  The  Space  Explorer  Talks  to  Aesklepios 

Wernher  von  Braun,  Ph.D.,  Huntsville,  Alabama  {By  invitation) 
Director,  George  C.  Marshall  Space  Flight  Center 

5.  Observations  on  Radiation  Effects  on  Immune  Mechanisms 

Richard  D.  Stoner,  Ph.D.,  Upton  {By  invitation) 

Biology  Research  Center,  Brookhaven  National  Laboratories 

6.  Medical  Aspects  of  Missile  and  Booster  Operations 

Col.  George  M.  Knauf  (MC)  USAF,  Cape  Canaveral,  Florida 

{By  invitation) 

7.  Project  Apollo 

George  R.  Arthur,  Ph.D.,  Philadelphia,  Pennsylvania  {By  invitation) 
Manager,  Project  Apollo,  Advanced  Space  Vehicle  Engineering, 
General  Electric  Company 

8.  Electronic  Contributions  of  the  Space  Age  to  Medicine 

Hans  H.  Zinsser,  M.D.,  New  York  City 

Associate  Professor  of  Urology,  College  of  Physicians  and 
Surgeons  of  Columbia  University 

9.  Space  Medicine  Reaches  the  Modem  Hospital 

George  Radcliffe,  Newark,  New  Jersey  {By  invitation) 

Director,  Office  of  Development,  Columbus  Hospital 

10.  Medical  Jurispmdence  in  Outer  Space 

Hon.  Andrew  G.  Haley,  Washington,  D.C.  {By  invitation) 

General  Counsel,  International  Astronautical  Federation 

After  each  participant  has  given  his  introductory  presentation,  there  will  be  an 

informal  panel  discussion  and  question  and  answer  period. 


Wednesday,  May  10,  2:00  p.rn. 

1 . Clinical  Applications  of  Advances  in  Cytogenetics 

2.  Tissue  Culture,  Tumor  Sensitivity,  and  Chemotherapy  in  the  Management 
of  Cancer 

10.30  New  York  State  J.  Med. 
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Thursday,  May  11,  2:00  p.m. 

Symposium  and  Panel  Discussion:  Allergy,  Hypersensitivity,  and  Auto- 
immunity 

1.  Pathologic  Aspects 

' Bernard  M.  Wagner,  M.D.,  New  York  City  {By  invitation) 

I Professor  and  Chairman,  Department  of  Pathology,  New  York 

Medical  College,  Flower  and  Fifth  Avenue  Hospitals 

[ 2.  Immunologic  Aspects 

I Jacinto  J.  Vasquez,  M.D.,  Pittsburgh,  Pennsylvania  {By  invitation) 

Assistant  Professor  of  Pathology,  University  of  Pittsburgh 
j School  of  Medicine 

j 3.  Clinical  Aspects 

I Douglas  E.  Johnstone,  M.D.,  Rochester 

j Director,  Pediatric  Allergy  Clinic,  Strong  Memorial  Hospital; 

I Professor  of  Radiation  Biology,  University  of  Rochester  School 

of  Medicine  and  Dentistry 

j 4.  Therapeutic  Implications 

Robert  S.  Schwartz,  M.D.,  Boston,  Massachusetts  {By  invitation) 

I Research  Associate,  Blood  Research  Laboratory,  New  England 

Medical  Center 

After  each  participant  has  given  his  introductory  presentation,  there  will  be  an 
‘ informal  panel  discussion  and  question  and  answer  period. 


Friday,  May  12,  2:00  p.m. 

; Symposium  and  Panel  Discussion:  Advances  in  Emergency  Technics 
: 1.  Expired  Air  Resuscitation 
i 2.  Closed-Chest  Cardiac  Massage 
I 3.  Management  of  Diving  Accidents 
I 4.  Emergency  Vascular  Anastomoses 

5.  Emergency  Management  of  Injury 

I 

' 6.  Shark  Attack 

After  each  participant  has  given  his  introductory  presentation,  there  will  he  an 
j informal  panel  discussion  and  question  and  answer  period. 


I 

I 


April  1,  1961 


1031 


SECTIONS 


All  papers  read  before  the  Soeiety  members  become  the  property  of 
the  Soeiety.  The  original  copy  of  each  paper  shall  be  left  with  the  Secre- 
tary of  the  Section  or  Session. 

Discussers  should  have  their  remarks  typed  and  should  hand  them  to  the 
Secretaiy. 

Time  limits:  Twenty  minutes  for  each  paper,  five  minutes  for  individual 
discussion. 

Section  and  Session  meetings  shall  begin  promptly  at  the  hour  specified. 

Executive  Session — The  first  order  of  business,  election  of  officers.  “To 
participate  in  the  election  of  any  section,  a member  must  register  with  such 
section." — Bylaws,  Chapter  XII,  Section  3 


Section  on 
.Allergy 

Chairman Samuel  J.  Prigal,  M.D.,  New  York 

Vice-Chairman Francis  E.  Ehret,  M.U.,  Erie 

Secretary Harry  Leibowitz,  M.D.,  Kings 

Thursday,  May  11 — 9:00  A.M. 

1.  The  Treatment  of  Mold  Allergy  by  the  P.eposi- 
tory  (Single  Injection)  Method 

Nathan  S.  Schaffer,  M.D.,  East  Orange, 
New  Jersey,  (By  invitation) 

Chief  of  Allergy,  East  Orange  General 
Hospital 

2.  Improved  Emulsions  of  Allergens  with  Built-In 
Safety  Features 

Samuel  J.  Prigal,  M.D.,  New  York  City 
Chief  of  Adult  Allergy,  Flower  and  Fifth 
Avenue  Hospitals,  Metropolitan,  Bird  S. 
Coler  Hospitals;  Associate  Professor  of 
Medicine,  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals 

II.  Panel  Discussion — The  Pro’s  and  Con’s  of  Re- 
pository Therapy 

William  B.  Sherman,  M.D.,  New  York  City, 
Moderator 

Director  of  Robert  A.  Cooke  Allergy  Insti- 
tute, Roosevelt  Hospital;  A.ssociate  Pro- 
fessor of  Medicine,  College  of  Physicians  and 
Surgeons  of  Columbia  University 
FIthan  a.  Brown,  M.D.,  Boston,  Massa- 
chusetts, {By  invitation) 

Freuerick  R.  Brown,  M.D.,  N(;w  York  City 
Chief,  Allergy  Clinic,  Bellevu(!  Ho.siiital 
Frank  F\  P’urstenberg,  M.D.,  Baltimore, 
Maryland,  {By  invitation) 


Physician  to  Allergy  Clinic,  Johns  Hopkins 
Hospital 

G.  Everett  Gaillard,  M.U.,  White  Plains 
Chief,  Allergy  Clinic,  White  Plains  Hospital 
John  Mitchell,  M.D.,  Columbus,  Ohio,  {By 
invitation) 

Clinical  Professor  of  Medicine,  Ohio  State 
University  College  of  Medicine 
Hyman  L.  Naterman,  M.U.,  Brookline, 
Massachusetts,  {By  invitation) 

Chief,  Allergy  Clinic,  Beth-Israel  Hospital 
Samuel  J.  Prigal,  M.D.,  New  York  City 
Chief  of  Adult  Allergy,  Flower  and  Fifth 
Avenue  Hospitals,  Metropolitan,  Bird  S. 
Coler  Hospitals;  Associate  Professor  of 
Medicine,  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals 
Nathan  Schaffer,  M.U.,  East  Orange,  New 
Jersey,  {By  invitation) 

Chief  of  Allergy,  East  Orange  General  Hos- 
jiital 

Section  on 
.4  nest  h esiology 

Chairman Richard  Ament,  M.D.,  Erie 

Vice-Chairman 

Louis  S.  Blancato,  M.D.,  Westchester 

Secretary . . Solomon  G.  Hershey,  M.D.,  New  York 

Tuesday,  May  9 — 9:00  .4.M. 

1.  Total  Sympathetic  Blockade  as  an  Adjunct  to 
Anesthesia 

Jean  Henley,  M.I).,  New  York  City 

Director  of  Ane.sthesia,  Francis  Delafield 
Hos])ital;  Assistant  Profes.sor  of  .Anesthesi- 
ology, College  of  Physicians  and  Surgc'ons  of 
Columbia  University 


1032 


New  York  State  J.  Med. 


SCIENTIFIC  PROGRAM 


Discussion:  Robert  G.  Hicks,  M.D.,  New 

York  City 

Director  of  Anesthesiology,  St.  Vincent’s 
Hospital 

2.  Vesprin  and  Prolixin  as  Adjuncts  in  Anesthesi- 
ology 

Louis  R.  Orkin,  M.D.,  Bronx 

Professor  and  Chairman,  Department  of 
Anesthesiolog}’,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University 

Yvette  K.  Hyman,  M.D.,  Bronx 
Fellow  in  Anesthesiolog}',  Bronx  Municipal 
Hospital  Center;  Instructor  in  Anesthesi- 
ology, Albert  Einstein  College  of  Medicine 
of  Yeshiva  University 

Discussion:  Herbert  L.  Erlangeh,  M.D., 

New  York  City 

Assistant  Attending  Anesthesiologist,  New 
York  Hospital;  Instructor  in  Anesthesiol- 
og}',  Cornell  University  Medical  College 

3.  The  Role  of  Phenothiazine  Tranquilizers  in 
Anesthesia 

Joel  S.  Archer,  M.D.,  New  York  City 
Assistant  Attending  Anesthesiologist,  St. 
Vincent’s  Hospital  . 

Robert  G.  Hicks,  M.D.,  New  York  City 
Director  of  Anesthesiology,  St.  Vincent’s 
Hospital 

Andre  A.  Smessaert,  M.D.,  New  York  City 
Anesthesiologist,  St.  Vincent’s  Hospital 
Discussion:  Irving  M.  Pallin,  M.D.,  Brooklyn 
Director  of  Anesthesiology,  Jewish  Hos- 
pital of  Brooklyn;  Clinical  Professor  of 
Anesthesiology,  State  University  of  New 
York  Downstate  Medical  Center 

4.  Hypothermia:  Ventricular  Fibrillation  During 
Hyperventilation 

Charles  C.  Wycoff,  M.D.,  New  York  City 
Assistant  Attending  Anesthesiologist,  Pres- 
byderian  Hospital;  Assistant  Professor  of 
Anesthesiology,  College  of  Phy^sicians  and 
Surgeons  of  Columbia  University 
Discussion:  Louis  R.  Orkin,  M.D.,  Bronx 
Professor  and  Chairman,  Department  of 
■\nesthesiology,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University 

5.  Excessive  Bleeding  Due  to  Anesthesia : Causes, 
Prevention,  and  Correction 

Barnett  A.  Greene,  M.D.,  Brooklyn 

Director  of  Anesthesiology^,  Cumberland 
Hospital;  Clinical  Associate  Professor  of 
•Anesthesiology,  State  University  of  New 
A'ork  Downstate  Medical  Center 

Bernard  S.  Goffen,  M.D.,  Brooklyn 


Attending  Anesthesiologist,  Cumberland 
Hospital;  Clinical  Instructor  in  Anesthe- 
siology, State  University  of  New  York 
Downstate  Medical  Center 
Joseph  Katz,  M.D.,  Brooklym 

Assistant  Visiting  Anesthesiologist,  Cum- 
berland Hospital;  Clinical  Instructor  in 
Anesthesiology,  State  University  of  New 
York  Downstate  Medical  Center 
Discussion:  Vincent  J.  Collins,  M.D.,  New 
York  City 

Acting  Director  of  Anesthesia,  Bellevue 
Hospital;  Associate  Professor  and  Acting 
Chairman,  Department  of  Anesthesiology, 
New  York  University  Post-Graduate  Medi- 
cal School 


Section  on 
Chest  Diseases 

Chairman.  . . .Emil  A.  Naclerio,  M.D.,  New  York 
Vice-Chairman.  . Henry  W.  Leetch,  M.D.,  Franklin 
Secretary H.\rry  Golembe,  M.D.,  Sullivan 

Tuesday,  May  9 — 9:00  A.M. 

1.  Symposium  and  Panel  Discussion — Recent  Ad- 
vances in  Chronic  Bronchitis,  Asthma,  and 
Emphysema 

Emil  A.  Naclerio,  M.D.,  New  York  City', 
M oderator 

Chief,  Thoracic  Surgical  Services,  Colum- 
bus Hospital  and  Harlem  Hospital 
Physiologic  Aspects 

Howard  G.  Dayman,  M.D.,  Buffalo 

Assistant  Professor  of  Medicine,  Univer- 
sity of  Buffalo  School  of  Medicine 
Medical  Aspects 

Alvan  L.  Barach,  M.D.,  New  York  City 
Clinical  Professor  of  Medicine,  College  of 
Physicians  and  Surgeons  of  Columbia 
University 

Bronchoscopic  Aspects 
Arthur  Q.  Penta,  M.D.,  Schenectady 
Director,  Department  of  Bronchoe- 
sophagology,  St.  Clare’s  Hospital  and  Ellis 
Hospital 
Surgical  Aspects 

Donald  B.  Miller,  M.D.,  Burlington, 
Vermont,  {By  invitation) 

Associate  Clinical  Professor  of  Surgery 
and  Chairman,  Division  of  Thoracic 
Surgery,  University  of  Vermont  College 
of  Medicine 

Question  and  Answer  Period 
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2.  Symposium  and  Panel  Discussion— Recent  Ad- 
vances in  the  Management  of  Acquired  Heart 
Disease 

Earl  B.  Mahoney,  M.D.,  Rochester, 
M oderator 

Professor  of  Surgery,  University  of 
Rochester  School  of  Medicine  and  Den- 
tistry 

Physiologic  Aspects 

William  M.  Lemmon,  M.D.,  New  York 
City 

Associate  in  Surgerj^  New  York  Medical 
College,  Flower  and  Fifth  Avenue  Hos- 
pitals 

Medical  Aspects 

Irving  G.  Kroop,  M.D.,  Brooklyn 

Clinical  Associate  Professor  of  Medicine, 
State  University  of  New  York  Down- 
state  Medical  Center 
Surgical  Aspects 

Charles  P.  Bailey,  M.D.,  New  York  City 
Professor  and  Chairman,  Department  of 
Surgery,  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals 
Question  and  Answer  Period 


Section  on 

Dermatology  and  Syphilology 

Chairman.  .'Ricb.ab.d  L.  Saunders,  M.D.,  Niagara 

Vice-Chairman 

Royal  M.  Montgomery,  M.D.,  New  York 

Secretary Joseph  J.  Russo,  M.D.,  Albany 

Tuesday,  May  9—9:00  A.M. 

1.  Skin  Cancer  from  Single  Trauma 

Howard  L.  Stoll,  Jr.,  M.D.,  Hamburg 
Associate  Cancer  Research  Dermatologist, 
Roswell  Park  Memorial  Institute 
John  T.  Crissey,  M.D.,  Buffalo 

Attending  Dermatologist,  Edward  J.  Meyer 
Memorial  Hospital 

Discussion:  Herbert  L.  Traenkle,  M.D., 

Buffalo 

Associate  Chief  Cancer  Research  Derma- 
tologist, Roswell  Park  Memorial  Institute 

2.  Modem  Management  of  the  Common  Bullous 
Diseases 

Maurice  J.  Costello,  M.D.,  New  York  City 
Attending  Dermatologist,  Lenox  Hill  Hos- 
pital; Professor  of  Clinical  Dermatology 
and  Syphilology,  New  York  University 
Post-Graduate  Medical  School 
Richard  C.  Gibbs,  M.D.,  New  York  City 
Dermatologist,  University  Hospital; 


Teaching  Assistant  in  Clinical  Dermatology 
and  Syphilology,  New  York  University 
Post-Graduate  Medical  School 
Discussion:  Bernard  J.  Oseroff,  M.D  , 

Rochester 

Assistant  Dermatologist,  Rochester  General 
Hospital 

3.  Mechanism  of  Griseofulvin  Failure 

Edw  ard  F.  Gudgel,  M.D.,  Kenmore 
Attending  Dermatologist,  Kenmore  Mercy 
Hospital 

Marvin  N.  Winer,  M.D.,  Buffalo 

Attending  Dermatologist,  Millard  Fillmore 
Hospital 

Discussion:  Maurice  J.  Stone,  M.D.,  Syracuse 
Attending  Dermatologist,  Crouse-Irving 
Hospital;  Associate  Dermatologist,  St. 
Joseph’s  Hospital 

4.  Special  Problems  in  Dermatogeria tries 

Alex  W.  Young,  Jr.,  M.D.,  New  York  City 
Assistant  Attending  Dermatologist,  St. 
Luke’s  Hospital 

Discussion:  Joseph  J.  Russo,  M.D.,  Albany 
Chief  Dermatologist,  St.  Peter’s  Hospital; 
Assistant  Dermatologist,  Albany  Hospital 

5.  Inborn  Errors  of  Amino  Acid  Metabolism  As- 
sociated with  Dermatologic  Manifestations 

Samuel  Weinberg,  M.D.,  Massapequa 
Associate  Pediatrician,  Meadowbrook  Hos- 
pital; Assistant  Dermatologist,  Lenox  Hill 
Hospital 

Maurice  J.  Costello,  M.D.,  New  York  City 
Attending  Dermatologist,  Lenox  Hill  Hos- 
pital; Professor  of  Chnical  Dermatology  and 
Syphilology,  New  York  University  Post- 
Graduate  Medical  School 

James  P.  Rotchford,  M.D.,  Spokane,  Wash- 
ington, {By  invitation) 

Discussion:  Elmer  H.  Tuttle,  M.D.,  Rochester 
Assistant  Dermatologist,  Strong  Memorial 
Hospital;  Chief  Dermatologist,  Genesee 
Hospital 

6.  Hair  Loss  in  Women:  Clinicopathologic  Find- 
ings 

Robert  A.  Berger,  M.D.,  New  York  City 
Assistant  in  Dermatology,  University  Hos- 
pital 

Discussion:  Robert  E.  Martin,  M.D.,  Utica 
Associate  Physician,  St.  Luke’s  Memorial 
Hospital  Center 


1034 


New  York  State  J.  Med. 


SCIENTIFIC  PROGRAM 


Section  on 

Gastroenterology  and  Proctology 

Chairman.  MiCHAEh  R.  Deddish,  M.D.,  New  York 
Vice-Chairman.  .Victor  W.  Logan,  M.D.,  Monroe 
(Secretary ...  I.  Richard  Schwartz,  M.D.,  Kings 

Thursday,  May  11 — 9:00  A.M. 

1.  A Serum  Flocculation  Test  for  Diagnosis  of  Ob- 
1 structive  Jaimdice 

I K.  Shimaoka,  M.D.,  Buffalo,  (By  invitation) 

Senior  Internist,  Roswell  Park  Memorial 
I Institute 

I D.  Firat,  M.D.,  Buffalo,  {By  invitation) 

Resident  Physician,  Roswell  Park  Memorial 
Institute 

j 

I 2.  Physiology  in  Disease  of  the  Intestinal  Tract 
J.  Lawrence  Werther,  M.D.,  New  York 
City 

Research  Assistant  in  Gastroenterology,  and 
I Research  Assistant  in  Gastrointestinal 

J Physiology,  Mount  Sinai  Hospital 

j 3.  Serum  Protein  Changes  in  Ulcerative  Colitis 
I Michael  J.  Lepore,  M.D.,  New  York  City 

Assistant  Attending  Physician,  Presby- 

< terian  Hospital 

I Daniel  L.  Larson,  M.D.,  New  York  City 

Assistant  Attending  Physician,  Presbyterian 
Hospital 

1 4.  Cirrhosis  of  the  Liver  and  Bleeding  Esophageal 
I Varices;  A Review  of  97  Patients  Treated  by 
Operative  and  Nonoperative  Means 
Robert  T.  Edmunds,  M.D.,  New  York  City 
Surgeon,  St.  Luke’s  Hospital 
John  West,  M.D.,  New  York  City 
Surgeon,  St.  Luke’s  Hospital 
Harold  A.  Zintel,  M.D.,  New  York  City 
Director  of  Surgery,  St.  Luke’s  Hospital 

5.  Malignant  Potential  of  Adenomatous  Polyps  and 
Pseudopolyposis  of  the  Intestinal  Tract 

Frederick  H.  Shipkey,  Jr.,  M.D.,  New 
York  City 

Assistant  Pathologist,  Memorial  Hospital 
for  Cancer  and  Allied  Diseases;  Research 
Associate  in  Pathology,  Sloan-Kettering  In- 
stitute for  Cancer  Research 

6.  Experience  with  Fluorinated  P3irimidines  in 
Adenocarcinoma  of  the  Lower  Intestinal  Tract 

j Rose  Ruth  Ellison,  M.D.,  New  York  City 

Assistant  Attending  Physician,  Memorial 
Hospital  for  Cancer  and  Allied  Diseases; 
Associate  Member,  Sloan-Kettering  Insti- 
tute for  Cancer  Research 


Section  on 
General  Practice 

Chairman 

Herbert  A.  Laughlin,  M.D.,  Chautauqua 

Vice-Chairman Lawrence  Ames,  M.D.,  Kings 

iSccreiary . Charles  Richard  Harris,  M.D.,  Monroe 

Tuesday,  May  9 — 9:00  A.M. 

Symposium  and  Panel  Discussion — Treatment  of 
Bursitis,  Fibrositis,  Tendinitis,  and  Related  Condi- 
tions : Emphasis  on  Recent  Therapeutic  Modalities 
Bernard  M.  Norcross,  M.D.,  Buffalo, 
M oderator 

Assistant  Phj’sician,  Buffalo  General  Hos- 
pital; Associate  in  Medicine,  University  of 
Buffalo  School  of  Medicine 
Introduction 

Herbert  A.  Laughlin,  M.D.,  Westfield 
Attending  Physician,  Memorial  Hospital 
Arthritides 

Bernard  M.  Norcross,  M.D.,  Buffalo 
OflSce  Treatment  of  Acute  Symptoms 
Salvatore  R.  LaTona,  M.D.,  Niagara  Falls 
Chief  of  Medicine,  Mount  St.  Mary’s  Hos- 
pital; Instructor  in  Medicine,  University  of 
Buffalo  School  of  Medicine 
Orthopedic  Treatment : Surgical  and  Nonsiugical 
Peter  A.  Casagrande,  M.D.,  Buffalo 

Attending  Physician,  Buffalo  General  Hos- 
pital; Associate  in  Orthopedics,  University 
of  Buffalo  School  of  Medicine 
Treatment  by  Physiatrist 

Henry  V.  Morelewicz,  M.D.,  Buffalo 
Director,  Department  of  Physical  Medicine, 
Mercy  Hospital;  Assistant  Professor  of 
Physical  Medicine  and  Rehabilitation,  Uni- 
versity of  Buffalo  School  of  Medicine 
Question  and  Answer  Period 


Section  on 

Industrial  Medicine  and  Surgery 


Chairman Harry  A.  Hanson,  M.D.,  Monroe 

Vice-Chairman  .'RA.YUom)  J.  Murray,  M.D.,  Nassau 
Secretary Marvin  L.  Amdur,  M.D.,  Erie 


Tuesday,  May  9 — 9:00  A.M. 

1.  Treatment  of  Chemical  Bums 

Robert  C.  Kessler,  M.D.,  Rochester 

Staff  Physician,  Eastman  Kodak  Company; 
Physician,  Occupational  Medicine,  High- 
land Hospital 
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2.  The  “Ruster”  in  Industry 

William  R.  Buckley,  M.D.,  Rochester 
Consultant  in  Dermatology,  Eastman 
Kodak  Company;  Clinical  Instructor  in 
Medicine  (Dermatology),  University  of 
Rochester  School  of  Medicine  and  Den- 
tistry 

3.  A Study  of  Presbycusis  in  a Large  Industrial 
Population 

Edward  C.  Riley,  M.D.,  Rochester 

Physician,  Occupational  Medicine,  High- 
land Hospital;  Instructor  in  Medicine, 
University  of  Rochester  School  of  Medicine 
and  Dentistrj' 

Discussion:  C.  Stewart  Xash,  M.D.,  Rochester 
Consultant  in  Otolaryngology,  Rochester 
General  Hospital  and  University  of  Roches- 
ter School  of  Medicine  and  Dentistry 

4.  Physiologic  Measurements  as  an  Aid  to  Indus- 
trial Job  Design 

Charles  I.  Miller,  M.D.,  Rochester 
Staff  Physician,  Eastman  Kodak  Compan}^, 
Clinical  Instructor  in  Occupational  Medi- 
cine, University  of  Rochester  School  of 
Medicine  and  Dentistry 
Harry  L.  Davis,  B.S.,  Rochester,  {By  invita- 
tion) 

Technical  Adviser,  Industrial  Engineering 
Division,  Eastman  Kodak  Company 

5.  Gout : A Factor  in  Disability  Evaluation 

M.  Laurens  Rowe,  M.D.,  Rochester 

Chief  of  Orthopedic  Surgery,  Rochester 
General  Hospital;  Assistant  Professor  of 
Orthojiedic  Surger}',  University  of  Roches- 
ter School  of  Medicine  and  Dentistrj- 
Robert  L.  Raleigh,  M.D.,  Longview,  Texas 
{By  invitation) 

Staff  Physician,  Texas  Eastman  Company 
General  discussion 


Section  on 
Legal  Medicine 

Chairman Henry  Siegel,  M.D.,  Queens 

Vice-Chairman Herbert  Lansky,  M.D.,  Erie 

Secretary Sidney  B.  Weinberg,  M.D.,  Kings 

Friday,  May  12—9:00  A.M. 
Symposium:  Narcotism 

1.  Incidence,  Circumstances,  and  Findings  in 
Fatalities  from  Narcotism 

Milton  Helpern,  M.D.,  New  York  City 
(Tiief  Medical  Examiner,  City  of  New 


York;  Professor  and  Chairman,  Depart- 
ment of  Forensic  Medicine,  New  York  Uni- 
versity Post-Graduate  Medical  School 
Yong-Myun  Rho,  M.D.,  New  York  City,  {By 
invitation ) 

Graduate  Student  in  Forensic  Medicine, 
New  York  University  Post-Graduate  Medi- 
cal School 

2.  The  Federal  Bureau  of  Narcotics  Views  the 
Problem 

Samuel  Levine,  Esq.,  Philadelphia,  Pennsyl- 
vania, {By  invitation) 

3.  A Method  of  Management  of  the  Narcotic 
Problem 

Herbert  Berger,  M.D.,  Tottenville 

Member,  Subcommittee  on  Addiction  to 
Alcohol  and  Narcotics,  Public  Health  and 
Education  Committee,  Medical  Society  of 
the  State  of  New  York 

4.  A Prosecutor’s  Thoughts  Concerning  Narcotism 

Richard  H.  Kuh,  Esq.,  New  York  City,  {By 
invitation) 

Assistant  District  Attorney,  County  of  New 
York 

5.  Newer  Research  Approaches  to  Narcotism 

Henry  Brill,  M.D.,  Albany 

Deputy  Commissioner,  New  York  State 
Department  of  Mental  Hygiene 

6.  New  Approaches  to  Legal  Methods  in  Dealing 
with  Narcotic  Addicts 

Morris  Ploscowe,  Esq.,  New  York  City, 
{By  invitation) 


Section  on 
Medicine 

Chairman.  .Albert  H.  Douglas,  M.D.,  Queens 
Vice-Chairman.  . . Walter  T.  Zimdahl,  M.D.,  Erie 
Secretary Aaron  Feder,  M.D.,  Queens 

Wednesday,  May  10 — 9:00  A.M. 

1.  Chairman’s  Address — The  Natural  History  of 
the  Ventricle 

Albert  H.  Douglas,  M.D.,  Jamaica 

Visiting  Physician,  Queens  Hospital  Center 
Joseph  Sferrazza,  M.D.,  Jamaica,  {By  invi- 
tation) 

Chief  Resident  in  Medicine,  Queens  Hos- 
pital Center 

Frank  Marici,  M.D.,  Jamaica,  {By  invita- 
tion ) 

Senior  Resident  in  Medicine,  Queens  Hos- 
pital Center 
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Discussion:  Charles  P.  Bailey,  M.D.,  New 
York  City 

Professor  and  Chairman,  Department  of 
Surgery,  New  York  Medical  College,  Flower 
and  Fifth  Avenue  Hospitals 

2.  Clinical  Evaluation  of  Intravenous  Abdominal 
Aortography  and  Peripheral  Arteriography 

Israel  Steinberg,  M.D.,  New  York  City 
Associate  Professor  of  Clinical  Medicine 
and  Associate  Professor  of  Clinical  Radi- 
ology, Cornell  University  Medical  College 
Discussion:  Stanley  M.  Rogoff,  M.D., 

Rochester 

Professor  of  Radiology,  University  of 
Rochester  School  of  Medicine  and  Dentistry 

3.  Recent  Developments  in  Therapy  of  Staphylo- 
coccal Infections 

Paul  A.  Bunn,  M.D.,  Syracuse 

Professor  of  Medicine,  State  University  of 
New  York  Upstate  Medical  Center  in 
Syracuse 

Discussion:  Aaron  Prigot,  M.D.,  Forest  Hills 
Chief  of  Surgical  Research  and  Associate 
Visiting  Surgeon,  Harlem  Hospital 

4.  Clinical  Clues  to  Etiology  in  Hypertension 
FiDWARD  Meilman,  M.D.,  New  Hyde  Park 

Chief  of  Medicine,  Long  Island  Jewish  Hos- 
pital; Clinical  Associate  Professor  of  Medi- 
cine, State  University  of  New  York  Down- 
state  Medical  Center 

Discussion:  Walter  T.  Zimdahl,^M.D.,  Buf- 
falo 

Attending  Physician,  Chronic  Disease  Re- 
search Institute;  Instructor  in  Medicine, 
University  of  Buffalo  School  of  Medicine 

5.  Chromosomal  Constitution  in  Malignant  and 
Benign  Human  Effusions 

George  E.  Moore,  M.D.,  Buffalo 

Director,  Roswell  Park  Memorial  Institute 
Avery  A.  Sandberg,  M.D.,  Buffalo  {By  in- 
vitation) 

Chief  of  Medicine,  Roswell  Park  Memorial 
Institute 

T.  IsHiHARA,  M.D.,  Buffalo,  {By  invitation) 
Research  Fellow,  Roswell  Park  Memorial 
Institute 

Discussion:  M.  C.  Niu,  Ph.D.,  Philadelphia, 
Pennsylvania,  {By  invitation) 

Associate  Professor  of  Biology,  Temple 
University 

Myron  R.  Melamed,  M.D.,  New  York  City 
Associate  Director  of  Cytology  and  Assist- 
ant Attending  Pathologist,  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases 


6.  Desacetylmethylcolchicine  in  the  Treatment  of 
Chronic  Myelocytic  Leukemia* 

Ellen  M.  Lessman,  M.D.,  Buffalo 

Senior  Cancer  Research  Internist,  Roswell 
Park  Memorial  Institute 

Joseph  E.  Sokal,  M.D.,  Buffalo 

Chief  Cancer  Research  Internist,  Roswell 
Park  Memorial  Institute 

7.  Ergonovine  and  the  Ballistocardiogram:  A 

Further  Aid  in  the  Diagnosis  of  Coronary  Heart 
Disease* 

Carl  Oshrain,  M.D.,  Brooklyn 
Medical  Resident,  Jewish  Hospital  of 
Brooklyn 

Isidore  Stein,  M.D.,  Brooklyn 

Associate  Cardiologist,  Jewish  Hospital  of 
Brooklyn 

8.  Specific  Malabsorption  Involving  the  Vitamin 
Bi2-Intrinsic  Factor  Complex  Exclusively* 

Giovanni  Costa,  M.D.,  Buffalo 

Associate  Cancer  Research  Internist,  Ros- 
well Park  Memorial  Institute 

H.  Hosley,  M.D.,  Buffalo 

Research  Fellow,  Roswell  Park  Memorial 
Institute 

James  F.  Holland,  M.D.,  Buffalo 

Chief  of  Internal  Medicine,  Roswell  Park 
Memorial  Institute 

9.  Spinal  Cord  Compression  in  Lymphoma : Early 
Recognition  and  Results  of  Therapy* 

Leon  Stutzman,  M.D.,  Buffalo 

Associate  in  Internal  Medicine,  Roswell 
Park  Memorial  Institute 

Joseph  E.  Sokal,  M.D.,  Buffalo 

Chief  Cancer  Research  Internist,  Roswell 
Park  Memorial  Institute 


Section  on 

Neurology  and  Psychiatry 

Clmirman.  Frederick  H.  Hesser,  M.D.,  Albany 
iSecreta??/.  . .Murray  E.  Margulies,  M.D.,  Kings 

Friday,  May  12—9:00  A.M. 

1.  Recent  Advances  in  Cerebrovascular  Disease 
Bernard  H.  Smith,  M.D.,  Buffalo 

Chief  of  Neurology,  Edward  J.  Meyer 
Memorial  Hospital;  Professor  of  Neurology, 
University  of  Buffalo  School  of  Medicine 


* To  be  read  by  title. 
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Discussion:  Abraham  M.  Rabiner,  M.D., 

Brooklyn 

Emeritus  Professor  of  Neurology,  State  Uni- 
versity of  New  York  Downstate  Medical 
Center 

H.  William  Gillen,  M.D.,  Buffalo 

Attending  Neurologist,  Edward  J.  Meyer 
Memorial  Hospital 

2.  Current  Trends  in  Neurosurgical  Management 
of  Cerebrovascular  Disorders 

Robert  B.  King,  M.D.,  Syracuse 

Professor  of  Neurosurgery,  State  University 
of  New  York  Upstate  Medical  Center  in 
Syracuse 

Discussion:  Charles  G.  Rob,  M.D.,  Rochester, 
{By  invitation) 

Professor  and  Chairman,  Department  of 
Surgery,  University  of  Rochester  School  of 
Medicine  and  Dentistry 

3.  Present  Concepts  and  Research  Trends  in 
Demyelinating  Disorders 

David  W.  Sinton,  M.D.,  Albany 

Assistant  Professor  of  Neurology,  Albany 
Medical  College  of  Union  University 
Mark  F.  Ortelee,  M.D.,  Rochester 
Clinical  Instructor  in  Medicine  (Neurology), 
University  of  Rochester  School  of  Medicine 
and  Dentistry 

Discussion:  Wilbur  K.  Smith,  M.D.,  Rochester 
Professor  of  Anatomy  and  Pediatric  Neu- 
rology, University  of  Rochester  School  of 
Medicine  and  Dentistry 
Robert  Katzman,  M.D.,  Bronx 
Assistant  Professor  of  Neurology,  Albert 
Einstein  College  of  Medicine  of  Yeshiva 
University 

4.  Current  Neurosurgical  Researches  and  Treat- 
ment in  the  Hyperkinetic  Disorders 

Russell  Meters,  M.D.,  Iowa  City,  Iowa, 
{By  invitation) 

Professor  of  Neurosurgery,  State  University 
of  Iowa  College  of  Medicine 
Discussion:  J.  Lawrence  Pool,  M.D.,  New 
York  City 

Professor  of  Neurosurgery,  College  of 
Physicians  and  Surgeons  of  Columbia  Uni- 
versity 


Section  on 

Obstetrics  and  Gynecology 

Chairman.  . . .Bernard  J.  Pisani,  M.D.,  New  York 

Vice-Chairman 

Robert  E.  L.  Nesbitt,  Jr.,  M.D.,  Albany 

Secretary Robert  S.  Millen,  M.D.,  Nassau 


Friday,  May  12 — 9:00  A.M. 

1 . Vaginal  Prosthesis  for  the  Control  of  Complete 
Urinary  Incontinence 

George  Kulick,  M.D.,  New  York  City 
Clinical  Assistant  Surgeon,  St.  Vincent’s 
Hospital;  Teaching  Fellow  in  Surgery, 
New  York  University  School  of  Medicine 

2.  Chemotherapy  in  Gynecologic  Malignancy 

Martin  L.  Stone,  M.D.,  New  York  City 
Professor  and  Chairman,  Department  of 
Obstetrics  and  Gynecology,  New  York 
Medical  College,  Flower  and  Fifth  Avenue 
Hospitals 

Allan  B.  Weingold,  M.D.,  New  York  City, 

{By  invitation) 

Research  Fellow,  New  York  Medical  Col- 
lege, Flower  and  Fifth  Avenue  Hospitals 

3.  What  Is  an  Atrophic  Ovary? 

Seymour  L.  Romney,  M.D.,  New  York  City 
Professor  of  Obstetrics  and  Gynecology, 
Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 

4.  The  Transverse  Lie 

J.  Edward  Hall,  M.D.,  Brooklyn 
Associate  Professor  of  Obstetrics  and  Gyne- 
cology, State  University  of  New  York 
Downstate  Medical  Center 

Louis  M.  Hellman,  M.D.,  Brooklyn 

Professor  and  Chairman,  Department  of 
Obstetrics  and  Gynecology,  State  Univer- 
sity of  New  York  Downstate  Medical 
Center 

5.  Management  of  Dysfunctional  Uterine  Bleed- 
ing 

Equinn  W.  Munnell,  M.D.,  New  York  City 
Associate  Attending  Obstetrician  and  Gyne- 
cologist, Presbyterian  Hospital;  Associate 
Clinical  Professor  of  Obstetrics  and  Gyne- 
cology, College  of  Physicians  and  Surgeons 
of  Columbia  University 

6.  Carcinoma  of  the  Endometrium 

Gray  H.  Twombly,  M.D.,  New  York  City 
Attending  Gynecologist,  University  Hos- 
pital; Professor  of  Gynecology,  New  York 
University  School  of  Medicine 

7.  Results  of  Treatment  of  1,553  Sterile  Couples* 

Marie  Pichel  Warner,  M.D.,  New  York 

City 

Visiting  Gynecologist,  Hillside  Hospital 


*To  be  read  by  title. 
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Section  on 
Ophthalmology 


Chairman Ivan  J.  Koenig,  M.D.,  Erie 

Vice-Chairman 

Bernard  Kronenberg,  M.D.,  New  York 

Secretary John  A.  Cetner,  M.D.,  Albany 


Thursday,  May  11 — 9:00  A.M. 

1.  Metabolic  Pathways  in  the  Normal  and  Catarac- 
tous  Lens 

Sidney  Lerman,  M.D.,  Rochester 

Assistant  Professor  of  Ophthalmology,  Uni- 
versity of  Rochester  School  of  Medicine 
and  Dentistry 

Discussion:  Herbert  R.  Reitz,  M.D.,  Buffalo 
Assistant  Attending  Ophthalmologist,  Buf- 
falo General  Hospital;  Instructor  in 
Ophthalmology,  University  of  Buffalo 
School  of  Medicine 

2.  Contact  Lenses 

James  L.  McGraw,  M.D.,  Syracuse 

Professor  and  Chairman,  Department  of 
Ophthalmology,  State  University  of  New 
York  Upstate  Medical  Center  in  Syracuse 
Discussion:  H.  Gordon  Anderson,  M.D.,  Troy 
Attending  Ophthalmologist,  Samaritan  Hos- 
pital and  Leonard  Hospital 

3.  Photocoagulation 

Graham  Clark,  M.D.,  New  York  City 
Assistant  Attending  Ophthalmologic  Sur- 
geon, Presb3derian  Hospital 
Discussion:  William  F.  Regan,  Jr.,  M.D.,  New 
Rochelle 

Associate  Attending  Ophthalmologic  Sur- 
geon, Manhattan  Eye,  Ear  and  Throat 
Hospital 

4.  The  Misdiagnosis  of  Glaucoma 

Bernard  Schwartz,  M.D.,  Brooklyn 

Assistant  Professor  of  Ophthalmology, 
State  University  of  New  York  Downstate 
Medical  Center 

Discussion:  K.  Elizabeth  Pierce  Olmsted, 
M.D.,  Buffalo 

Associate  Attending  Ophthalmologist,  Mil- 
lard Fillmore  Hospital 

5.  Recent  Advances  in  the  Medical  Treatment  of 
Glaucoma 

Andrew  de  Roetth,  Jr.,  M.D.,  New  York 
City 

Assistant  Attending  Ophthalmologist,  Pres- 
byterian Hospital 


Discussion:  Robert  E.  Kennedy,  M.D. 

Rochester 

Consulting  Ophthalmologist,  Rochester 
General  Hospital 

G.  Illustrated  Surgical  Experiences  in  India 

Bernard  Kronenberg,  M.D.,  New  York 
City 

Assistant  Surgeon,  New  York  Eye  and  Ear 
Infirmary;  Associate  Clinical  Professor  of 
Ophthalmology,  New  York  University 
School  of  Medicine 
General  discussion 


Section  on 
Orthopedic  Surgery 

Chairman Carmelo  C.  Vitale,  M.D.,  Kings 

Secretary. . .Crawford  J.  Campbell,  M.D.,  Albany 

Wednesday,  May  10—9:00  A.M. 

1.  Septic  Arthritis 

Bernie  P.  Davis,  M.D.,  Tonawanda 

Attending  Orthopedic  Surgeon,  Buffalo 
General  Hospital;  Instructor  in  Orthopedic 
Surgery,  University  of  Buffalo  School  of 
Medicine 

Discussion:  Robert  B.  Duthie,  M.D.,  Roches- 
ter 

Orthopedic  Surgeon-in-Chief,  Strong  Me- 
morial Hospital;  Professor  and  Chairman, 
Department  of  Orthopedic  Surgery,  Uni- 
versity of  Rochester  School  of  Medicine  and 
Dentistry 

2.  Calcareous  Tendinitis  of  the  Shoulder 

Paul  M.  Clark,  M.D.,  Albany 

Attending  Orthopedic  Surgeon,  Albany 
Hospital;  Assistant  Clinical  Professor  of 
Orthopedic  Surgery,  Albany  Medical  Col- 
lege of  Union  University 
Discussion:  W.  A.  Dunham,  M.D.,  Schenectady 
Attending  Orthopedic  Surgeon  Ellis  Hos- 
pital; Chief,  Orthopedic  Service,  North- 
eastern New  York  Rehabilitation  Center 

3.  Emergency  Care  of  Traumatic  Injuries  Involv- 
ing the  Fingers 

James  B.  Wray,  M.D.,  Syracuse 

Orthopedic  Surgeon,  Hospital  of  the  Good 
Shepherd;  Associate  Professor  of  Ortho- 
pedic Surgery,  State  University  of  New 
York  Upstate  Medical  Center  in  Syracuse 
Discussion:  Robert  M.  McCormack,  M.D., 
Rochester 
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Chief,  Department  of  Plastic  Surgery, 
Strong  Memorial  Hospital  and  Rochester 
Municiiial  Hospital;  Professor  and  Chair- 
man, Department  of  Plastic  Surgery,  Uni- 
versity of  Rochester  School  of  Medicine  and 
Dentistry 

4.  Management  of  Osteomyelitis  Secondary  to 
Open  Fractures 

Carter  R.  Rowe,  M.D.,  Boston,  Massachu- 
setts, {By  invitation  ) 

Assistant  Orthopedic  Surgeon,  Massachu- 
setts General  Hospital;  Instructor  in 
Orthopedic  Surgery,  Harvard  Medical 
School 

Discussion:  Louis  A.  Goldstein,  M.D., 

Rochester 

Associate  Orthopedic  Surgeon,  Strong  Me- 
morial Hospital;  Clinical  Associate  Profes- 
sor of  Orthopedic  Surger}',  University  of 
Rochester  School  of  Medicine  and  Dentistry 

5.  Surgery  in  the  Treatment  of  the  Rheumatoid 
Hand 

Robert  B.  Duthie,  M.D.,  Rochester 

Orthopedic  Surgeon-in-Chief,  Strong  Me- 
morial Hospital;  Professor  and  Chairman, 
Department  of  Orthopedic  Surgery,  Uni- 
versity of  Rochester  School  of  Medicine 
and  Dentistry 

6.  Injuries  of  Os  Talus  with  Particular  Reference  to 
Aseptic  Necrosis 

Eugene  R.  Mindell,  M.D.,  Buffalo 

Attending  Orthopedic  Surgeon,  Millard  Fill- 
more Hospital;  Assistant  Clinical  Professor 
of  Orthopedic  Surgery,  University  of  Buf- 
falo School  of  Medicine 
Eugene  E.  Cisek,  M.D.,  North  Tonawanda 
Instructor  in  Orthopedic  Surgery,  Univer- 
sity of  Buffalo  School  of  Medicine 
George  Kartalian,  M.D.,  Buffalo 

Resident  in  Orthopedic  Surgery,  Children’s 
Hospital 

Discussion:  Crawford  J.  Campbell,  M.D., 
Albany 

Associate  Professor  and  Head  of  Sub-De- 
partment of  Orthopedic  Surgery,  Albany 
Medical  College  of  Union  University 


Section  on 
Otolaryngology 

Chairman.  . .George  M.  Trainor,  M.D.,  Monroe 
Vice-Chairman . . . John  F.  Daly,  M.D.,  New  V'ork 
Secretary . .MARsuAhh  Y.  Soldineer,  M.D.,  Erie 


Friday,  May  12 — 9:00  A..M. 

1 . Hypoadrenocorticism  and  Endocrinologic  Treat- 
ment of  Meniere’s  Disease 

Herbert  B.  Goldman,  M.D.,  Rockville 
Centre 

Associate  Otorhinolaryngologist,  Kings 
County  Hospital  Center 
Discussion:  George  A.  Hilleman,  M.D., 

Rochester 

Emeritus  Chief  of  Otolaryngolog}',  Genesee 
Hospital;  Attending  Surgeon,  Strong  Me- 
morial Hospital 

2.  Pitfalls  in  Mobilization  Siu^gery 

Daniel  J.  Fahey,  M.D.,  Buffalo 

Clinical  Assistant  Otolaryngologist,  Buffalo 
General  Hospital;  Assistant  in  Otolaryn- 
gologj'.  University  of  Buffalo  School  of 
Medicine 

Discussion:  Wesley  H.  Bradley,  M.D.,  Syra- 
cuse 

Attending  Surgeon,  Syracuse  Memorial 
Hospital;  Assistant  Professor  of  Otolaryn- 
gology, State  University  of  New  York,  LTp- 
state  Medical  Center  in  Syracuse 

3.  Facial  Pain 

David  L.  Poushter,  M.D.,  Syracuse 
Associate  Surgeon,  Syracuse  Memorial 
Hospital;  Associate  Professor  of  Otolaryn- 
gology, State  University  of  New  York 
Upstate  Medical  Center  in  Syracuse 
Discussion:  Donald  S.  Raines,  M.D.,  Roches- 
ter 

Attending  Otolaryngologist,  Rochester  Gen- 
eral Hospital;  Instructor,  University  of 
Rochester  School  of  Medicine  and  Dentistr3' 
.Iohn  F.  Daly,  M.D.,  New  York  City 

Professor  and  Chairman,  Department  of 
Otolaryngology,  New  York  University 
School  of  Medicine 

4.  Some  Hidden  Diseases  of  the  Larynx 

Arthur  J.  Cracovaner,  M.D.,  New  York 
City 

Chief  Otolaryngologist,  Lenox  Hill  Hos- 
pital; Attending  Surgeon,  New  York  Eye 
and  Ear  Infirmary 

Discussion:  Robert  J.  McMahon,  M.D., 

Rochester 

Attending  Otolaryngologist,  St.  Marv’s 
Hospital,  and  Rochester  General  Hospital 

5.  Panel  Discussion — The  Diagnosis  and  Manage- 
ment of  the  Hard  of  Hearing  Child 

Irwin  Brown,  Ph.D.,  Rochester,  Moderator, 
{By  invitation) 
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Executive  Director,  Hearing  and  Speech 
Center  of  Rochester 
Karl  Lowy,  M.D.,  Rochester 

Attending  Otolaryngologist,  Rochester  Gen- 
eral Hospital;  Clinical  Assistant  Professor 
of  Otolaryngology,  University  of  Rochester 
School  of  Medicine  and  Dentistry 
Allen  Feldman,  Ph.D.,  Syracuse,  {By 
invilalion) 

Executive  Director,  Gordon  Hoople  Hear- 
ing Center 

Allen  J.  Rost,  M.A.,  Rochester,  {By  invita- 
tion) 

Audiologist,  Hearing  and  Speech  Center  of 
Rochester 


Section  on 

Pathology,  Clinical  Pathology,  and 
Blood  Banking 

Chairman. . . Theodore  T.  Bronk,  M.D.,  Niagara 

Vice-Chairman 

Nathanael  M.  Fedde,  M.D.,  Richmond 

<Secreiar?/ . George  K.  Higgins,  M.D.,  Westchester 

W'ednesday,  May  10 — 9:00  A.M. 

1.  Chairman’s  Address:  Relative  Value  of  Cervical 
and  Vaginal  Smears  in  the  Detection  of  Uterine 
Cancer 

Theodore  T.  Bronk,  M.D.,  Niagara  Falls 
Pathologist  and  Director  of  Laboratories, 
Mount  St.  Mary’s  Hospital;  Assistant  Pro- 
fessor of  Pathology,  University  of  Buffalo 
School  of  Medicine 

Elmer  Friedland,  M.D.,  Buffalo 

Director,  Cancer  Detection  Center,  Edward 
J.  Meyer  Memorial  Hospital;  Associate 
Clinical  Professor  of  Medicine,  University 
of  Buffalo  School  of  Medicine 

2.  Diagnosis  of  Pulmonary  Adenocarcinoma  from 
Cytologic  Specimens  of  Sputum 

Sol  Messinger,  M.D.,  Buffalo,  {By  invitation) 
Resident  in  Pathology,  Edward  J.  Meyer 
Memorial  Hospital 

Samuel  Sanes,  M.D.,  Buffalo 

Director  of  Pathology,  Edward  J.  Meyer 
Memorial  Hospital;  Associate  Professor  of 
Pathology,  University  of  Buffalo  School  of 
Medicine 

Edward  G.  Eschner,  M.D.,  Buffalo 

Director  of  Radiology,  Edward  J.  Meyer 
Memorial  Hospital;  Chairman  and  Clinical 
Professor,  Department  of  Radiology,  Uni- 
versity of  Buffalo  School  of  Medicine 


3.  Cancer  Often  Strikes  Twice 

John  W.  Pickren,  M.D.,  Buffalo 

Chief  of  Pathology,  Roswell  Park  Memorial 
Institute;  Assistant  Professor  of  Pathology, 
University  of  Buffalo  School  of  Medicine 

4.  The  Sagi  Test  for  Malignancy 

Locke  L.  Mackenzie,  M.D.,  New  York  City 
Attending  Surgeon,  Woman’s  Hospital  Divi- 
sion, St.  Luke’s  Hospital 

5.  Why  Does  Cancer  in  Children  Differ  Essen- 
tially From  That  in  Adults? 

Sigismund  Peller,  M.D.,  New  York  City 
Adjunct  Physician,  Beth  David  Hospital 

6.  Induced  Changes  of  Smooth  Muscle  in  the 
Carotid  Artery  of  the  Dog 

Jacob  Y.  Terner,  B.A.,  Buffalo,  {By  invita- 
tion) 

Senior  Medical  Student,  University  of 
Buffalo  School  of  Medicine 

Judith  Lehoczky,  M.D.,  Buffalo,  {By  invita- 
tion) 

Research  Pathologist,  University  of  Buffalo 
Chronic  Disease  Research  Institute 

Simon  Rodbard,  M.D.,  Buffalo 
Professor  of  Experimental  Medicine,  Uni- 
versity of  Buffalo  School  of  Medicine 

7.  Hemoglobin  A2  Analysis  in  Hypochromic  Ane- 
mias 

Ben  Fisher,  M.D.,  Buffalo 

Director  of  Clinical  Laboratories,  Deaconess 
Hospital;  Associate  in  Medicine,  University 
of  Buffalo  School  of  Medicine 

8.  Fate  of  Circulating  Hemoglobin  in  Man 

Elemer  R.  Gabrieli,  M.D.,  Buffalo 

Clinical  Pathologist  and  Director  of  Re- 
search, Millard  Fillmore  Hospital 

9.  The  Use  of  Whole  Blood  Transfusions  in  a 
General  Hospital 

Elizabeth  J.  Bottcher,  M.D.,  Rochester 
Pathologist,  Rochester  General  Hospital; 
Clinical  Senior  Instructor  in  Pathology, 
University  of  Rochester  School  of  Medicine 
and  Dentistry 

10.  Determination  of  Latent  Iron  Binding  Capac- 
ity, Using  Fe*®  in  Various  Liver  Diseases* 

S.  J.  Yoestros,  M.D.,  Buffalo 
Millard  Fillmore  Hospital 


* To  be  read  by  title. 
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Section  on 
Pediatrics 

Chairman Hugh  F.  Leahy,  M.D.,  Albany 

Vice-Chairman  .ELfiRTiY  R.  Litchfield,  M.D.,  Kings 
(Secretory ...  Samuel  Karelitz,  M.D.,  New  York 

Thursday,  May  11 — 9:00  A.M. 

1.  Present-Day  Treatment  of  Harelip 

Mark  K.  H.  Wang,  M.D.,  Albany 

Assistant  Clinical  Professor  of  Plastic  Sur- 
gery, Albany  Medical  College  of  Union  Uni- 
versity 

Discussion:  Robert  M.  McCormack,  M.D., 
Rochester 

Chief,  Department  of  Plastic  Surgery,  Strong 
Memorial  Hospital  and  Rochester  Munici- 
pal Hospital;  Professor  and  Chairman, 
Department  of  Plastic  Surgery,  University 
of  Rochester  School  of  Medicine  and 
Dentistry 

2.  Problems  of  Adolescence:  The  Physician’s 

Responsibilities  to  Patient  and  Parent 

Tyree  C.  Wyatt,  M.D.,  Syracuse 

Professor  of  Pediatrics,  State  University  of 
New  York  Upstate  Medical  Center  in 
Syracuse 

Discussion:  Norman  F.  Dennis,  M.D.,  Albany 
Instructor  in  Pediatrics,  Albany  Medical 
College  of  Union  University 

3.  Bladder  Neck  Obstruction  as  Common  Cause 
of  Fever  of  Unknown  Origin 

Howard  T.  Thompson,  M.D.,  Rochester 
Senior  Instructor  in  Urological  Surgery, 
University  of  Rochester  School  of  Medicine 
and  Dentistry 

Discussion:  William  A.  Milner,  M.D.,  Albany 
Associate  Professor  of  Urology,  Albany 
Medical  College  of  Union  University 

4.  Frontiers  in  Measles  Prophylaxis 

Samuel  L.  Katz,  M.D.,  Boston,  Massachu- 
setts, (By  invitation) 

Pediatrician-in-Chief,  Beth  Israel  Hospital; 
Associate,  Department  of  Pediatrics,  Har- 
vard Medical  School 

5.  Surgical  Treatment  of  Congenital  Heart  Disease 

Ralph  D.  Alley,  M.D.,  Albany 

Assistant  Professor  of  Plastic  Surgery,  Al- 
bany Medical  College  of  Union  University 
IXscussion:  Lawrence  K.  Pickett,  M.D.,  Syra- 
cuse 

Associate  Professor  of  Surgery,  State  Uni- 
versity of  New  York  Upstate  Medical  Cen- 
ter in  Syracuse 


6.  Therapy  of  Iron  Deficiency  Anemias 

Harry  R.  Litchfield,  M.D.,  Brooklyn 
Director  of  Pediatrics,  Brooklyn  Women’s 
Hospital 

Discussion:  Jacob  Halperin,  M.D.,  Brooklyn 
Director  of  Obstetrics  and  Gynecology, 
Brooklyn  Women’s  Hospital 

Section  on 
Physical  Medicine 

Chairman William  H.  Georgi,  M.D.,  Erie 

Vice-Chairman 

Joseph  G.  Benton,  M.D.,  New  York 

Secretary Victor  Cummings,  M.D.,  Bronx 

Tuesday,  May  9 — 9:00  A.M. 

Panel  Discussion — Rehabilitation  in  New  York 
State : Present  Resources  and  Future  Trends 
Seymour  S.  Bluestone,  M.D.,  West  Haverstraw 
Director,  New  York  State  Rehabilitation  Hos- 
pital 

Adrian  Levy,  Ph.D.,  Albany,  (By  invitation) 
Assistant  Commissioner  for  Vocational  Re- 
habilitation, Department  of  Education,  State 
of  New  York 

Edward  R.  Schlesinger,  M.D.,  Albany 

Assistant  Commissioner  for  Special  Health 
Services,  Department  of  Health,  State  of 
New  York 

Eugene  J.  Taylor,  LL.D.,  New  York  City,  (By 
invitation) 

Adjunct  Associate  Professor  of  Physical  Medi- 
cine and  Rehabilitation,  New  York  University 
School  of  Medicine;  Vice-Chairman,  New  York 
State  Governor’s  Council  on  Rehabilitation 

Section  on 

Preventive  Medicine  and  Public  Health 

Chairman 

Edward  R.  Schlesinger,  M.D.,  Albany 

Vice-Chairman 

Theodore  Rosenthal,  M.D.,  New  York 

(Secretory . Malcolm  A.  Bouton,  M.D.,  Schenectady 

Wednesday,  May  10 — 9:00  A.M. 

1.  Organized  Home  Care  of  the  Chronically  Dl: 
Total  Rehabilitation  in  a Home  Care  Setting 
IsADORE  Rossman,  M.D.,  New  York  City 
Chief  of  Professional  Services,  Home  Care 
Department,  Montefiore  Hospital 
Discussion:  Francis  E.  Browning,  M.D., 

Rochester 

Assistant  Professor  of  Preventive  Medicine 


1042 


New  York  State  J.  Med. 


SCIENTIFIC  PROGRAM 


and  Medicine,  University  of  Rochester 
School  of  Medicine  and  Dentistry 

2.  Raising  Nursing  Home  Standards:  A Com- 
munity Approach 

James  A.  Dolce,  M.D.,  Buffalo 

Deputy  Commissioner,  Erie  County  De- 
partment of  Health,  in  Charge  of  Medical 
Services 

Discussion:  Bruce  B.  Grynbaum,  M.D.,  New 

York  City 

Director,  Institute  of  Physical  Medicine  and 
Rehabilitation;  Associate  Clinical  Professor 
of  Physical  Medicine  and  Rehabilitation, 
New  York  University  School  of  Medicine 

3.  Day  Hospital  Rehabilitation  of  the  Chronically 
111:  A Report  of  a Three-Year  Experience  in 
the  City  of  Schenectady 

Malcolm  A.  Bouton,  M.D.,  Schenectady 
Health  Commissioner,  Schenectady  City 
Health  Department 

George  M.  Warner,  M.D.,  Albany 

Director,  Bureau  of  Chronic  Diseases  and 
Geriatrics,  Department  of  Health,  State  of 
New  York 

Discussion:  Alfred  L.  Lane,  M.D.,  Rochester 
Director  of  Physical  Medicine,  Rochester 
General  Hospital 

4.  Care  of  the  Chronically  111  in  a Coimty  Hospital : 
From  Infirmary  to  Chronic  Disease  Hospital 

Herbert  Notkin,  M.D.,  Syracuse 

Medical  Director,  Edward  S.  Van  Duyn 
Memorial  County  Hospital 
Discussion:  John  J.  Bourke,  M.D.,  Albany 
Assistant  Commissioner,  Division  of  Hospi- 
tal Review  and  Planning,  Department  of 
Health,  State  of  New  York 


Section  on 
Radiology 

Chairman 

. . .Paul  A.  Riemenschneider,  M.D.,  Onondaga 

Vice-Chairman 

William  B.  Seaman,  M.D.,  New  York 

Secre/ar?/ . . Charles  E.  Sherwood,  M.D.,  Monroe 

Thursday,  May  11 — 9:00  A.M. 

Symposium  and  Panel  Discussion — Radiographic 
Evaluation  of  the  Soft  Tissues  of  the  Neck 

William  B.  Seaman,  M.D.,  New  York  City, 
M oderalor 

Professor  of  Radiology,  College  of  Physicians 
and  Surgeons  of  Columbia  University 


1.  Methodology  in  the  Radiographic  Studies  of  the 
Larynx  and  Hypopharynx 

Arnold  L.  Bachman,  M.D.,  New  York  City 
Chief  Radiologist,  Francis  Delafield  Hos- 
pital; Assistant  Professor  of  Radiology, 
College  of  Physicians  and  Surgeons  of 
Columbia  University 

2.  Contrast  Examination  of  Larynx  and  Pharynx: 
Accuracy  in  Value  and  Diagnosis 

William  E.  Powers,  M.D.,  St.  Louis,  Mis- 
souri, (By  invitation) 

Assistant  Professor  of  Radiology,  Washing- 
ton University  School  of  Medicine,  Mal- 
linckrodt  Institute  of  Radiology 
Sumner  Holtz,  M.D.,  St.  Louis,  Missouri, 
(By  invitation) 

Assistant  Professor  of  Radiology,  Washing- 
ton University  School  of  Medicine,  Mal- 
linckrodt  Institute  of  Radiology 
Joseph  Ogura,  M.D.,  St.  Louis,  Missouri, 
(By  invitation) 

Professor  of  Otolaryngology,  Washington 
University  School  of  Medicine 
Malcolm  McGavran,  M.D.,  St.  Louis,  Mis- 
souri, (By  invitation) 

Assistant  Professor  of  Surgery,  Department 
of  Surgical  Pathology,  Washington  Univer- 
sity School  of  Medicine 

3.  Cinefluorographic  Evaluation  of  the  Soft  Tissues 
of  the  Neck 

James  H.  Scatliff,  M.D.,  New  Haven, 
Connecticut,  (By  invitation) 

Assistant  Professor  of  Radiology,  Yale  Uni- 
versity School  of  Medicine 

Section  on 
Space  Medicine 

Chairman 

. .Constantine  D.  J.  Generales,  M.D.,  New  York 

Tuesday,  May  9,  2:00  P.M. 

The  scientific  meeting  of  the  Section  on  Space 
Medicine  will  be  presented  at  the  General  Session. 

Section  on 
Surgery 

Chairman.  . . .Vernon  Weinstein,  M.D.,  New  York 

Vice-Chairman 

Harold  G.  Barker,  M.D.,  New  York 

Secretary Charles  E.  Wiles,  M.D.,  Erie 

Friday,  May  12—9:00  A.M. 

1.  Reconstruction  of  the  Entire  Esophagus  by 
Means  of  A Reversed  Gastric  Tube 
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Henry  J.  Heimlich,  M.D.,  New  Rochelle 
Chief  of  Esophageal  Surgery,  Flower  and 
Fifth  Avenue  Hospitals;  Adjunct  Thoracic 
Surgeon,  Montefiore  Hospital 
Discussion:  Charles  D.  Shearman,  Jr.,  M.D., 
Rochester 

Assistant  Professor  of  Surgery,  Universitj' 
of  Rochester  School  of  Medicine  and  Den- 
tistry 

2.  Acute  Thrombosis  of  Large  Arteries 

Le.ster  Blum,  M.D.,  New  York  City 

Associate  Surgeon,  Mount  Sinai  Hospital; 
Attending  Surgeon,  Beekman  Downtown 
Hospital 

3.  Symposium  and  Panel  Discussion — Massive 
Upper  Gastrointestinal  Hemorrhage 

Use  of  a Protocol  for  Guidance  of  Residents 
in  Management 

Vernon  A.  Weinstein,  M.D.,  New  York 
City,  Associate  Surgeon,  Mount  Sinai 
Hospital;  Attending  Surgeon,  City  Hos- 
pital at  Elmhurst 

Pyloroplasty  and  Vagotomy  for  Bleeding 
Duodenal  Ulcers 

John  L.  Madden,  M.D.,  New  York  City 
Attending  and  Director,  Department  of 
Surgery,  St.  Clare’s  Hospital;  Associate 
Clinical  Professor  of  Surgery,  New  York 
Medical  College,  Flower  and  Fifth 
Avenue  Hospitals 

Experiences  with  Local  Gastric  Hypothermia 
Arthur  B.  Voorhees,  Jr.,  M.D.,  New 
York  City 

Assistant  Attending  Surgeon,  Presby- 
terian Hospital;  Instructor  in  Surgery, 
College  of  Physicians  and  Surgeons  of 
Columbia  University 

Management  of  Massive  Bleeding  from  Eso- 
phageal Varices  and  Indeterminant  Gastric 
Lesions 

C.  Stuart  Welch,  M.D.,  Albanj^ 

Attending  Surgeon,  Albany  Hospital; 
Professor  of  Surgery,  Albany  Medical 
College  of  Union  University 


Section  on 
Urology 

Chairman . .Wow  Ano  T.  Thomp.son,  M.D.,  Monroe 

Vice-Chairman 

....Gustavus  a.  Humphreys,  M.D.,  New  York 
Secretary . . . . Donald  F.  McDonald,  M.D.,  Monroe 

Wednesday,  May  10 — 9:00  A.M. 

1.  The  Renal  Arteries:  Evaluation  of  Roentgen 
Methods 

Edward  M.  Ring,  M.D.,  New  York  City 
(By  invitation) 

Resident  in  Surgerj^,  St.  Luke’s  Hospital 
Samuel  D.  Hbmley,  M.D.,  New  York  City 
Acting  Director,  Department  of  Radiology, 
St.  Luke’s  Hospital 

Edward  J.  Arida,  M.D.,  New  York  City 
Resident  in  Radiology,  St.  Luke’s  Hospital 
Discussion:  Donald  F.  McDonald,  M.D., 

Rochester 

Professor  of  Urology,  University  of  Roch- 
ester, School  of  Medicine  and  Dentistry 

2.  Urethral  Diverticulum  in  the  Female 

Leonard  Talarico,  M.D.,  Rochester 

Assistant  Attending  Urologist,  Highland 
Hospital 

Discussion:  Curtis  J.  Lund,  M.D.,  Rochester 
Professor  of  Obstetrics  and  Gynecology,  Uni- 
versity of  Rochester  School  of  Medicine  and 
Dentistry 

3.  Flank  Cutaneous  Ureterostomy  and  Neostomy 

John  D.  Young,  M.D.,  Baltimore,  Maryland 
(By  invitation) 

Professor  of  Urology,  University  of  Mary- 
land School  of  Medicine 
Discussion:  Victor  F.  Marshall,  M.D.,  New 
York  City 

Attending-in-Charge,  James  Buchanan 
Brady  Foundation,  New  York  Hospital; 
Professor  of  Clinical  Surgery  (Urolog}’) 
Cornell  University  Medical  College 


SESSIONS 


Session  on 
History  of  Medicine 

Chairman.  . . John  A.  Benjamin,  M.D.,  Monroe 


1.  The  Life  of  Dr.  John  Steams 

William  J.  Fitzgerald,  M.D.,  Alban}" 
Clinical  Instructor  in  Obstetrics  and  Gyne- 
cology, Albany  Medical  College  of  Union 
University 

The  History  of  Goiter  in  the  State  of  New 
York 
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IsiDOR  Greenwald,  Ph.D.,  New  York  City, 
{By  invitation) 

Professor  Emeritus,  Department  of  Bio- 
chemistry, New  York  Universit}’’  School  of 
Medicine 

3.  The  Pest  House 

Howard  B.  Slavin,  M.D.,  Rochester 
Associate  Professor  of  Medicine  and  Bac- 
teriology, University  of  Rochester  School  of 
Medicine  and  Dentistry 

General  discussion 

4.  The  North  American  Thread  in  South 
African  Medicine 

Edmund  H.  Burrows,  M.B.,  Rochester,  (By 
invitation) 

Visiting  Fellow  in  Radiology,  University  of 
Rochester  School  of  Medicine  and  Dentistry 

5.  Prosper  Meniere:  The  Story  of  the  Famous 
Four  Papers 

Miles  Atkinson,  M.D.,  New  York  City 
Associate  Professor  of  Clinical  Otorhino- 
larj’ngology.  New  York  University  Post- 
Graduate  Medical  School 

G.  Selected  Events  Leading  to  the  Development 


of  Space  Medicine 

Constantine  D.  J.  Generales,  M.D.,  New 
York  City 

Assistant  Professor  of  Space  Medicine  and 
Coordinator  of  Space  Medicine  Program, 
New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals 
General  discussion 

Session  on 
Public  Relations 

Chairman.  .C.  Stewart  Wallace,  M.D.,  Tompkins 
Secretary Felix  Ottaviano,  M.D.,  Madison 

Thursday,  May  11 — 9:00  .4.M. 

Panel  Discussion — Profile  of  Medicine:  How  We 
Look  from  Washington,  Albany,  and  Rochester 
Paul  Martin,  Washington,  D.C.,  (By  invitation) 
Chief  of  the  Gannett  News  Service,  Washington 
Bureau 

David  H.  Beetle,  Alban}^  (By  invitation) 

Special  Writer,  Gannett  News  Service 
Clifford  E.  Carpenter,  Rochester,  (By  invita- 
tion) 

Editor,  Democrat  and  Chronicle 
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War  Memorial  Auditorium,  Rochester 
Monday,  May  8,  through  Friday,  May  12,  1961 


WILLIAM  L.  WATSON,  M.D.,  NEW  YORK,  Chairman 
BEVERLY  0.  SMITH,  M.D.,  NEW  YORK,  Cochairman 
FRED  W.  BUSH,  M.D.,  MONROE 
ALBERT  H.  DOUGLAS,  M.D.,  QUEENS 
PAUL  A.  KENNEDY,  M.D.,  ERIE 
FREDERICK  LEE  LIEBOLT,  M.D.,  NEW  YORK 
EUGENE  L.  LOZNER,  M.D.,  ONONDAGA 
ARTHUR  R.  WILSEY,  M.D.,  FULTON 


Mammalian  Tximor  Viruses 

James  Grace,  M.D. 

Edwin  A.  Mirand,  Ph.D. 

Roswell  Park  Memorial  Institute 
Buffalo 

The  Friend  virus  disease,  polyoma  tumor  virus, 
and  the  oncogenecity  of  human  tumor  filtrates  are 
considered. 

Friend  virus  disease. — Some  new  characteristics  of 
this  disease  are  shown.  A new  finding  is  the  pe- 
ripheral erythrocytosis  which  accompanies  the  leu- 
kemia. Bone  marrow  and  spleen  analyses  are  also 
presented. 

Polyoma  virus. — Data  show  how  it  affects  serum 
lactic  acid  dehydrogenase. 

Oncogenecity  of  human  tumor  filtrates. — Current 
studies  on  mice  and  hamsters  are  presented,  show- 
ing the  effects  of  these  filtrates  on  a variety  of  tissue 
culture  preparations  and  on  embryonated  eggs. 

Angiotensin:  A New  Therapeutic  Pressor  Agent 
Benjamin  Jablons,  M.D. 

Goldwater  Memorial  Hospital 
New  York  City 

Angiotensin  II  Amide,  a synthetic  valine  5-octa- 
peptide,  is  a pressor  agent  eight  to  ten  times  as 
potent  as  norepinephrine.  Presented  are  a short 
summary  of  the  development  of  the  renal  pressor 
system,  skin  reaction  to  intradermal  injection  of 
angiotensin,  and  difference  in  time  duration  in  nor- 
motensive  patients  and  treated  and  untreated  hy- 
pertensive patients,  effect  of  intravenous  administra- 


tion of  angiotensin  in  cases  of  circulatory  collapse> 
hypotensive  states,  shock,  and  so  forth,  and  normo- 
tensive  subjects. 

Help  and  Hope  for  the  Dystrophic  Patient 
Ade  T.  Milhorat,  M.D. 

Muscular  Dystrophy  Associations  of  America,  Inc 
New  York  City 

The  manifestations  of  muscular  dystrophy  and  a 
statistical  breakdown  of  incidence  by  age  group  are 
presented.  A pictorial  view  of  the  recently  opened 
Institute  for  Muscle  Disease,  New  York  City,  an 
MDAA-sponsored  project  for  research  into  muscular 
dystrophy  and  related  neuromuscular  diseases,  is 
shown,  as  well  as  the  areas  of  research  sponsored  by 
the  MDAA  grant-in-aid  program  in  quest  of  the 
cause  and  cure  of  muscular  dystrophy.  The  concept 
that  muscular  dystrophy  is  not  confined  to  humans 
but  appears  in  many  species  of  animals  is  illustrated. 

Isotopic  Evaluation  of  Portal  Circulation 

Seymour  I.  Schwartz,  M.D. 

Robert  H.  Greenlaw,  M.D. 

Richard  D.  Howe,  B.F.A. 

University  of  Rochester  School  of  Medicine  and 
Dentistry 
Rochester 

Percutaneous  injection  of  isotope  into  the  spleen 
has  been  used  to  evaluate  portal  hypertension  and 
diagnose  esophageal  varices.  Examples  of  normal 
and  various  pathologic  states  are  demonstrated  and 
correlated  with  splenic  pulp  pressures  and  spleno- 
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portography.  The  advantage  of  the  technic  is  that 
it  can  be  applied  as  a bedside  screening  procedure 
and  that  it  affords  a dynamic  rather  than  a static 
evaluation  of  portal  circulation.  It  is  also  applicable 
as  a method  of  determining  the  efficiency  of  eso- 
phageal tamponade. 

Simplified  Postpartum  Analgesia 

D.  N.  Danforth,  M.D. 

F.  S.  Santiago,  M.D. 

Northwestern  University  Medical  School 
Evanston,  Illinois 

One  important  phase  of  postpartum  care  is  pre- 
sented. Formerly,  narcotic  preparations  were  the 
only  available  analgesics  to  accomplish  this  purpose. 
Their  use  entailed  a narcotic  license,  the  need  to 
maintain  records  not  required  with  medications 
which  are  not  subject  to  the  Harrison  Narcotic  Act, 
and  strict  security  measures.  The  presentation  com- 
prises a double-blind  study  comparing  a conven- 
tional opiate  and  a non-narcotic  agent  (acetylsali- 
cylic  acid  and  codeine  compound  and  dextropropoxy- 
phene  and  acetylsalicylic  acid  compound  respec- 
tively). Data  cover  clinical  observation  of  both 
agents  in  400  cases. 

Emotional  Problems  of  Geriatric  Patients  in  Insti- 
tutions and  General  Practice 

Edward  A.  Kent,  M.D. 

Brooklyn  Hebrew  Home  and  Hospital  for  the  Aged 
Brooklyn 

The  establishment  of  a therapeutic  program  for 
handling  the  emotional  problems  which  arise  in  the 
aged  is  described.  Originally  this  was  begun  in  a 
geriatric  institution,  but  this  program  applies 
equally  well  to  general  practice.  Findings  are  based 
on  a clinical  study  of  452  patients  for  more  than 
three  and  one-half  years.  Various  types  of  psycho- 
therapy, as  well  as  the  use  of  psychopharmaceutical 
agents,  are  included. 

Systemic  Corticosteroid  Therapy  in  Dermatoses 

Herbert  A.  Luscombe,  M.D. 

Harold  L.  Colburn,  M.D. 

Jefferson  Medical  College  Hospital 
Philadelphia,  Pennsylvania 

The  principles  governing  the  therapy  and  the 
indications  for  systemic  corticosteroid  therapy  in 
various  dermatoses  are  presented.  They  include 
acute  contact  dermatitis,  urticaria,  drug  eruptions, 
erythema  multiforme,  seborrheic  dermatitis,  and 
lichen  planus.  These  dermatoses  are  depicted  in 
colored  transparencies.  Long-term  therapy  for 
psoriasis,  atopic  dermatitis,  and  dermatitis  herpeti- 


formis is  evaluated.  The  use  of  corticosteroid  ther- 
apy for  the  prolongation  of  life,  in  possibly  fatal 
skin  diseases  such  as  pemphigus,  exfoliative  derma- 
titis, acute  disseminated  lupus  erythematosus,  lym- 
phomas, scleroderma,  and  dermatomyositis,  is  dis- 
cussed. Common  undesirable  side-effects  of  steroid 
therapy  are  noted. 

Simple  Coimection  of  Blood  Vessels 
Joseph  T.  Roberts,  M.D. 

Veterans  Administration  Hospital 
Buffalo 

A very  simple  method  of  connecting  blood  vessels 
and  training  aids  for  practice  are  provided.  The 
cut  end  of  an  artery  is  carried  into  the  open  end  of  a 
peripheral  part  of  an  artery,  into  a plastic  prosthesis 
or  venous  segment  for  bridging  a gap  in  a cut  ar- 
tery, or  into  the  side  of  a vein  for  arteriolizing  a vein. 
The  method  is  so  simple  that  leak-proof,  permanent 
anastomosis  is  possible  usually  with  only  one  knot. 
Long-term  patency  usually  was  as  probable  as  with 
traditional  intimal  suturing  methods.  Pulse-pres- 
sure records,  sound  records,  and  injections  with  dyes 
or  plastics  showed  good  flow  through  the  vessels  so 
connected.  Valves  in  the  arteriolized  veins  at  once 
became  incompetent.  Experience  on  many  animals 
for  several  years  suggests  that  this  method  may  be 
useful  for  military  or  civilian  disasters. 

Identification  of  Patients  Requiring  Eye  Care 
Commission  for  the  Blind 

New  York  State  Department  of  Social  Welfare 
New  York  City 

Half  of  all  blindness  is  needless  and  preventable. 
Early  identification  of  patients  requiring  eye  care  is  a 
prime  concern  of  all  physicians.  Vision-screening 
programs  aid  in  the  detection  of  early  signs  of  eye 
trouble  among  preschool  and  school  children  so  that 
eye  defects  may  be  corrected  as  early  as  possible. 
In  the  adult  group,  detection  programs  find  early 
signs  of  glaucoma  and  other  eye  diseases  prevalent 
in  this  age  group. 

Right  Ventricular  Conduction  Following  Open-Heart 
Surgery 

Irving  G.  Kroop,  M.D. 

AND 

Cardiopulmonary  Units  of  Jewish  Hospital 
Jewish  Chronic  Disease  Hospital 
Brooklyn 

Correlation  of  the  postoperative  electrocardio- 
graphic and  vectorcardiographic  alterations  with 
the  structural  and  functional  changes  following 
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intraventricular  surgery  is  a means  of  studying  the 
nature  of  ventricular  excitation  in  right  ventricular 
hypertrophy  and  in  right  bundle  branch  block. 
Ventriculotomy  alone  may  produce  a mild  delay  in 
terminal  excitation.  Closure  of  a ventricular  de- 
fect may  or  may  not  produce  right  bundle  branch 
block.  Resection  of  outflow  tract  and  crista  supra- 
ventricularis  may  fail  to  alter  significantly  right 
ventricular  conduction.  The  free  wall  of  the  right 
ventricle  and  increased  intracavitary  pressure  and/or 
flow  are  most  significant  in  determining  the  spread 
of  the  excitation  wave. 

Raynaud’s  Disease,  Raynaud’s  Phenomenon,  and 
Serotonin 

Alfred  Halpern,  Ph.D. 

Herbert  E.  Shaftel,  M.I). 

Paul  H.  Kuhn,  M.D. 

Stuyvesant  Polyclinic 
New  York  City 

Raynaud’s  disease  has  been  subject  to  more  con- 
tradictory and  conflicting  reports  than  any  other 
entity  of  vascular  disease.  A study  of  the  patho- 
physiology of  this  disease  with  particular  emphasis 
on  its  etiology  is  described.  The  role  of  serotonin  in 
propagating  the  cold  stressor  effects  on  the  pe- 
ripheral vascular  system  was  studied  in  both  normal 
subjects  and  patients  with  Raynaud’s  disease.  The 
results  indicate  that  serotonin  plays  an  important 
mediating  role  in  the  causation  of  Raynaud’s  disease 
and  serves  to  resolve  the  points  of  difference  arLsing 
in  the  past. 

Renal  Biopsy  and  Its  Complications 

Edgar  A.  Slotkin,  M.D. 

Paul  O.  Madsen,  M.D. 

Buffalo  General  Hospital 
Buffalo 

The  technic  of  renal  biopsy  with  its  complications 
and  an  analysis  of  ajjproximately  5,000  cases  are 
illustrated.  The  material  was  obtained  through  a 
questionnaire  sent  to  125  urologists  throughout  the 
country.  A personal  case  of  rupture  of  the  kidney 
following  needle  biop.sy  is  shown  also. 

Isolated  Perfusion 

Robert  K.  Ausman,  M.D. 

J.  Bradley  Aust,  M.D. 

Roswell  Park  Memorial  Institute 
Buffalo 

The  simple  technic  in  use  today  for  isolated  ]>er- 
fu.sion  with  chemotherapeutic  agents  is  exhibited. 
A manikin  is  used  to  demonstrate  the  entire  circuit 
utilizing  a new  disposable  bubble  oxygenator.  Dos- 


age, perfusion  rates  and  times,  and  results  are  given 
for  each  area  of  the  body. 

Common  Ocular  Problems 
Dan  M.  Gordon,  M.D. 

New  York  Hospital-Cornell  Medical  Center 
New  York  City 

Various  ocular  problems  with  the  therapy  sug- 
gested are  presented  in  colored  transparencies. 

Meniere’s  Disease:  Deficiency  Disorder? 

Miles  Atkinson,  M.B. 

New  York  University  School  of  Medicine 
New  York  City 

Appearances  of  deficiency  observed  in  cases  of 
Mfeniere’s  disease  are  shown.  Type  of  deficiency  is 
correlated  with  the  clinical  picture  and  the  patho- 
logic findings.  Method  of  treatment  adopted  in 
accordance  with  the  above  findings  and  the  results 
obtained  are  shown. 

Diagnostic  Applications  of  Plasma  and  Tissue  Iso- 
enzymes 

Felix  Wroblewski,  M.D. 

Kenneth  Gregory,  Ph.D. 

Sloan-Kettering  Institute  for  Cancer  Research 
New  York  City 

Each  normal  human  tissue  has  a qualitative  and 
cjuantitative  characteristic  composition  of  the  five 
isoenzymes  of  lactic  dehydrogenase  which  are  meas- 
ured by  starch-gel  electrophoresis  and  estimated  b3'  a 
newer  and  simpler  method.  Normal  human 
plasma  contains  the  five  isoenzymes  in  a typical 
pattern.  Pathologic  states  of  a specific  organ  or 
organ  system  cause  quantitative  alterations  in  the 
isoenzyme  composition  of  the  plasma  which  is  of 
diagnostic  help  in  pinpointing  the  disease  site.  The 
clinical  implication  of  the  alterations  of  the  five  iso- 
enzymes of  the  plasma  is  presented  using  observa- 
tions derived  from  the  study  of  patients  with  car- 
diac, hepatic,  musculoskeletal,  pancreatic,  pul- 
monary, and  other  disease  states. 

Bureau  of  Old  Age  and  Survivors  Insurance 
Social  Security  Administration 
Baltimore,  Maryland 

Physicians  are  given  a quick  insight  into  their 
role  in  providing  medical  evidence  for  patients  who 
file  apiilications  for  social  securiU'  disability  bene- 
fits. The  kinds  of  medical  facts  a doctor’s  report 
should  include  for  the  administrative  agency  to 
reach  a prompt  and  equitable  decision  of  disabilitj' 
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are  shown.  The  need  for  laboratory  data  as  well 
as  for  information  about  the  patient’s  residual  ca- 
pacitj'  for  work  is  emphasized. 

Esophageal  Reconstruction  with  Retrosternal 
Colon 

Charles  D.  Sherman,  Jr.,  M.D. 

Earle  B.  Mahoney,  M.D. 

Theodore  I.  Jones,  M.D. 

University  of  Rochester  School  of  Medicine  and 
Dentistry 
Rochester 

Indications  for  esophageal  reconstruction  out- 
lining rationale,  technic  of  the  right  colon  trans- 
plant, and  results  are  presented,  as  well  as  other 
methods  with  some  emphasis  on  the  newer  ileal 
transplant.  Controversial  aspect,  such  as  when 
tracheoesophageal  fistula  should  not  be  sutured  pri- 
marily, when  esophageal  cancer  should  be  resected, 
and  when  the  ileal  transplant  should  be  utilized,  are 
also  presented. 

Various  Clinical  Applications  of  a Parallel  Flow 
Dialyzer 

Roland  Anthone,  M.D. 

University  of  Buftalo  School  of  Medicine 
Buffalo 

The  use  of  the  MacXeill  Parallel  Flow  Dialyzer 
and  Blood  Pump  as  an  auxiliary  to  the  pump  oxy- 
genator in  open-heart  surgery  is  shown.  Its  role  in 
this  application  is  the  regulation  of  temperature  and 
the  maintenance  of  electrolyte  balance.  Also  shown 
is  the  dialyzer  as  it  is  used  for  clinical  dialysis  treat- 
ment of  renal  failure.  It  also  demonstrates  the  ap- 
plication of  this  dialyzer  for  ultrafiltration  of  pa- 
tients. Finally,  the  method  of  using  this  dialyzer 
for  the  chemical  correction  of  stored  citrated  blood 
in  massive  transfusions  is  demonstrated. 

A New  Ultra  Short-Acting  Barbiturate,  Methohexi- 
tal  Sodium,  for  Intravenous  Anesthesia 

V.  K.  Stoelting,  M.D. 

Indiana  University  Medical  Center 
Indianapolis,  Indiana 

The  chemistry,  pharmacology,  and  clinical  ap- 
plication of  methohexital  sodium  in  comparison 
with  thiopental  sodium  and  thiamylal  sodium  are 
depicted.  In  a discussion  of  the  chemistry  of  the 
three  agents  the  precursors  of  the  barbiturates  are 
shown  together  with  the  basic  barbituric  acid  for- 
mula from  w'hich  the  more  complex  intravenous  anes- 
thetic agents  have  been  prepared.  All  phases  of 
pharmacologic  activity  together  with  anesthetic 


and  lethal  doses  are  shown  with  the  therapeutic 
index  of  the  various  preparations.  Emphasis  is 
placed  on  certain  aspects  of  methohexital  sodium 
with  reference  to  effect  on  electroencephalogram, 
electrocardiogram,  respiration,  and  the  cardio- 
vascular system.  Summary  of  clinical  results  incor- 
porate observations  in  6,500  cases. 

Mental  Retardation:  A Multidisciplinary  Problem 

National  Association  for  Retarded  Children, 
Inc. 

New  York  City 

Various  aspects  of  progress  in  mental  retardation, 
including  basic  research  on  biochemical  and  genetic 
factors,  as  well  as  studies  of  rehabilitation,  educa- 
tion, and  sociologic  problems,  are  described. 

Extracted  Pertussis  Antigen : A New  Approach  to  an 
Old  Problem 

Carl  Weihl,  M.D. 

Harris  Riley,  M.D. 

Joseph  H.  Lapin,  M.D. 

University  of  Cincinnati  College  of  Medicine 
Cincinnati,  Ohio 

Problems  associated  wdth  whooping  cough  (mor- 
tality rates,  and  so  forth)  and  a report  of  the  results 
of  a comparative  study  of  whole  cell  pertussis  anti- 
gen and  a new  antigenic  extract  of  the  Hemophilus 
pertussis  organism  are  illustrated.  A comparison  of 
reaction  rates  wdth  antiliody  data  is  presented,  to- 
gether with  a discussion  of  the  role  of  antibody  in 
prevention  of  the  disease.  The  results  indicate  that 
the  extracted  pertussis  antigen  produces  signih- 
cantly  greater  antibody  response  with  significantly 
less  systemic  reaction  than  does  conventional  per- 
tussis antigen. 

An  Automatic  Scanning  and  Printing  Isodose 
Contour  Plotter 

Helmut  F.  Gatzek,  M.D. 

Edwin  Gordy,  M.D. 

Roswell  Park  Memorial  Institute 
Buffalo 

Among  several  methods  of  studying  dosage  distri- 
bution in  radiation  planning  for  cancer  patients,  film 
dosimetry  based  on  the  changes  of  film  density 
versus  exposure  to  ionizing  radiation  is  particularly 
useful  in  the  supervoltage  range,  but  the  conven- 
tional manual  point-by-point  reading  is  very  tedious 
and  time  consuming.  The  instrument  presented  in 
this  exhibit  automatically  provides  a printed  1 : 1 
scale  set  of  isodose  contours  from  an  x-ray  film  pre- 
sented to  it.  The  film  is  scanned  mechanically  and 
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an  electric  typewriter  types  out  a point-by-point 
translation  from  film  optical  density  to  per  cent 
dose  in  the  form  of  an  isodose  contour  map. 

Photoanalysis  of  the  Eye 

Herman  J.  Norton,  M.D. 

Charles  T.  Sullivan,  M.D. 

University  of  Rochester  Medical  Center 
Rochester 

The  exhibit  consists  of  three  parts:  (1)  stereo- 
photography of  the  internal  eye;  (2)  large,  mural- 
size  transparencies  of  the  eye;  (3)  photokera- 
toscopy  or  corneal  photography.  These  photo  tech- 
nics are  applied  to  ophthalmic  cases.  In  addition, 
the  ophthalmic  instrumentation  used  to  obtain  the 
pictures  is  shown.  The  ocular  mural  transparencies 
are  about  one  meter  in  diameter  and  represent  a 
new  development  in  photography  of  the  human  eye. 
The  technic  of  photokeratoscopy  is  correlated  with 
such  matters  as  corneal  transplantation,  kerato- 
conus,  corneal  contact  lenses,  and  cornea  before  and 
after  cataract  surgery.  Two  different  technics  for 
obtaining  tridimensional  or  stereoscopic  photographs 
of  the  interior  of  the  human  eye  are  considered. 

Catecholamine  Inhibition  Versus  Ganglionic 

Blockade  in  the  Treatment  of  Hypertension 

Albert  N.  Brest,  M.D. 

John  H.  Moyer,  M.D. 

Hahnemann  Medical  College  and  Hospital 

Philadelphia,  Pennsylvania 

One  of  the  newest  approaches  to  the  treatment  of 
essential  hypertension  is  the  use  of  anti  hypertensive 
agents  which  affect  catecholamine  (norepinephrine) 
release.  These  newer  agents,  including  guanethi- 
dine,  are  extremely  potent  hypotensive  drugs.  Like 
the  ganglion  blocking  compounds,  they  produce  a 
predominant  orthostatic  antihypertensive  effect. 
The  pharmacodynamic  site  of  action,  that  is,  pe- 
ripheral postganglionic  sympathetic  nerve  endings 
of  the  newer  agents,  is  explained,  and  the  mech- 
anism is  compared  with  that  of  the  ganglioplegic 
drugs.  In  addition,  the  side-reactions  encountered 
with  the  two  groups  are  compared.  Finally,  a com- 
prehensive drug  regimen  for  the  ambulatory  patient 
with  diastolic  hypertension  is  outlined. 

Advantages  of  Transabdominal  Hiatal  Hernia 
Repair  with  an  Improved  Technic  for  Exposure 

John  S.  Ambrusko,  M.D. 

Kenmore  Mercy  Hospital 
Buffalo 

Hiatal  hernia  not  only  masquerades  as  various 


diseases  of  the  gastrointestinal  tract  but  is  among  a 
high  percentage  of  cases  found  in  combination  with 
these  unrelated  diseases.  A new  simplified  trans- 
abdominal technic  not  only  facilitates  repair  of  the 
hernia  but  also  permits  a thorough  examination  for 
and  surgical  correction  of  these  unrelated  conditions. 
The  technic  of  repair  and  preoperative  and  post- 
operative cases  are  presented. 

Tuberculosis  in  Children 

Thomas  S.  Bumbalo,  M.D. 

Lois  J.  Plummer,  M.D. 

Gerald  T.  Machinski,  M.D. 

Edward  J.  Meyer  Memorial  Hospital 
Buffalo 

The  decline  in  the  death  rate  of  tuberculosis  at 
the  pediatric  age  level  since  the  advent  of  the  anti- 
microbial drugs  and  the  relative  constant  incidence 
of  this  disease  in  children  is  pointed  out.  Early 
diagnosis  of  tuberculosis  in  children  is  stressed. 
The  tuberculin  testing  of  children  is  illustrated. 
The  treatment  of  tuberculosis  in  the  pediatric  de- 
partment of  the  Edward  J.  Meyer  Memorial  Hos- 
pital in  Buffalo  is  outlined.  Marked  progression  in 
two  patients  in  whom  the  diagnosis  and  treatment 
was  delayed  is  shown. 

Variations  in  Surgical  Approach  for  Preservation  and 
Restoration  of  Nasal  Physiology 

Norman  E.  Johnson,  M.D. 

George  A.  Sisson,  M.D. 

State  University  of  New  York  Upstate  Medical 
Center  in  Syracuse 

Syracuse 

Six  different  diagnostic  cases  which  required 
variations  in  surgical  approach  to  obtain  satisfactory 
results  are  demonstrated.  Each  case  is  depicted  by 
preoperative  and  postoperative  black  and  white 
photographs,  facial  masks,  and  enlarged  postopera- 
tive transparencies.  The  salient  features  of  each 
case  are  described. 

Closed-Chest  Cardiac  Massage 

Subcommittee  on  Heart  Disease 
Council  Committee  on  Public  Health  and 
Education 

Medical  Society  of  the  State  of  New  York 
New  York  City 

The  principle  of  the  closed-chest  cardiac  massage 
method  is  seen  readily  by  consideration  of  the  anat- 
omy of  the  bony  thorax  and  its  contained  organs. 
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Pressure  on  the  sternum  compresses  the  heart  be- 
tween it  and  the  spine,  forcing  blood  out  into  the 
great  vessels.  Relaxation  of  the  pressure  allows 
the  heart  to  fill.  Firm  pressure  is  exerted  over  the 
sternum  about  60  times  per  minute.  In  this  way 
circulation  can  be  maintained  for  many  minutes  or 
even  hours  until  other  aids  can  be  obtained,  such  as 
use  of  a defibrillator.  The  necessity  for  thoracotomy 
is  eliminated. 

The  value  of  this  procedure  lies  in  the  fact  that 
it  can  be  used  wherever  the  emergency  arises — 
whether  in  or  out  of  the  hospital. 

Demonstrations  at  regular  scheduled  times  will  be 
held. 

Rehabilitation  of  the  Patient  in  His  Home 

ISADORE  RoSSMAN,  M.D. 

Margaret  Clarke,  M.A. 

Beatrice  Rudnick,  R.N. 

Montefiore  Hospital 
New  York  City 

The  panoply  of  rehabilitation  services  adapted  to 
the  physical,  emotional,  social,  and  vocational  po- 
tential of  the  chronically  ill  individual  in  his  home 
setting  is  depicted. 


Embryology  of  the  Heart 

James  M.  Blake,  M.D. 

AND  Associates 

Albany  Medical  Center 
Albany 

The  stages  in  the  development  of  the  heart,  from 
the  embryonic  structures  to  the  adult  derivatives, 
are  presented.  Embryo  heart  models  are  shown  in 
wax,  and  mature  hearts  by  wax  impregnation. 

How  a Medical  Society  Serves  Its  Community 

William  L.  Wheeler,  Jr.,  M.D.,  Secretary 
Medical  Society  of  the  County 
of  New  York 
New  York  City 

A giant  colored  telephone  with  the  slogan  “Good 
Medical  Care  Is  As  Near  As  Your  Telephone”  is 
displayed.  The  services  rendered  by  the  Society 
to  the  public  are  described.  Among  these  services 
are  the  doctors’  emergency  service,  specialist  and 
general  practitioner  referral  panel,  grievance  com- 
mittee, and  so  forth.  A hand  telephone  may  be 
picked  up  to  listen  to  a transcribed  message  that 
details  the  services  and  invites  the  public  to  visit  the 
Society  for  advice  on  medical  and  health  problems 
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Voluntary  Prepaid  Blue  Shield  Medical  Care  Plans 
Medicare — New  York  State  Division 
Bureau  of  Medical  Care  Insurance 

Medical  Society  of  the  State  of  New  York 
New  York  City 

Material  describing  the  various  benefits  offered 
by  the  seven  Blue  Shield  plans  in  New  York  State 
is  available. 

Information  regarding  medical  benefits  paid  to 
.servicemen’s  dependents  under  Public  Law  569 
(Medicare),  as  well  as  changes  in  the  Law  beginning 
January  1,  1960,  is  also  available. 

New  York  State  Journal  of  Medicine 

Medical  Society  of  the  State  of  New  York 
New  York  City 

The  New  York  State  Journal  of  Medicine 
this  year  will  unveil  its  newest  exhibit  at  the 


Rochester  convention  of  the  Medical  Society  of  the 
State  of  New  York.  It  is  hoped  that  all  physicians 
who  attend  the  meeting  will  stop  by,  say  hello,  and 
learn  about  the  many  exciting  developments  which 
are  taking  place  at  the  Journal.  This  exhibit  will 
be  shown  in  June  at  the  57th  Annual  Health  Confer- 
ence in  Rochester  and  at  the  A. M.A.  meeting  in 
New  York  City,  and  in  August  at  the  New  York 
Health  Exposition  at  the  Coliseum.  It  will  make 
its  final  appearance  of  the  year  at  the  October  na- 
tional convention  of  the  American  Medical  Writers’ 
Association  in  New  York  City. 

Medical  Directory  of  New  York  State 
Medical  Society  of  the  State  of  New  York 
New  York  City 

The  major  steps  in  compilation  of  the  Directory 
which  should  be  of  interest  to  all  physicians  are  pre- 
sented. The  great  amount  of  painstaking  detailed 
work  that  is  involved  in  its  preparation  reciuires  the 
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full-time  services  of  ten  staff  members  in  our  edi- 
torial department.  The  Directory  is  an  invaluable 
source  of  information  to  physicians  referring  pa- 
tients to  specialists  in  other  branches  of  medicine, 
as  well  as  administrators  and  managers  of  institu- 
tions, law  firms,  and  many  others  who  depend  on  it 
for  authentic,  official  information  pertaining  to  the 
qualifications  and  hospital  appointments  of  over 
31,000  physicians. 

The  Medical  Directory  of  New  York  State  warmly 
welcomes  members  of  the  Society  to  its  booth  at  the 
Rochester  War  Memorial  Auditorium.  Any  ques- 
tions that  you  ma.y  have  concerning  the  1961  edition 
will  be  gladly  answered.  The  new  edition  will  be 
ready  for  distribution  to  members  and  for  sale  to 
nonmembers  in  June. 

What  Goes  On 

Council  Committee  on  Public  Health  and 
Education 

Medical  Society  of  the  State  of  New  York 
New  York  City 

The  What  Goen  On  bulletin,  now  including  both 


New  York  State  and  New  Jersey,  has  continued  to 
grow  during  the  past  year.  Serving  the  phj^sicians 
of  the  two  states  by  bringing  postgraduate  medical 
meetings  to  their  attention,  it  is  a useful  aid  in 
planning  busy  schedules.  Reader  reactions  and 
suggestions  concerning  the  bulletin  are  appreciated. 

Physicians’  Home 
New  York  City 

Physicians’  Home,  an  organization  to  assist  aged 
indigent  physicians,  their  wives,  wddows,  and  de- 
pendent children,  was  founded  in  1919.  In  the  early 
years  a ph}^sical  home  was  maintained  but  experi- 
ence proved  most  elderly  guests  preferred  living  in 
their  own  familiar  environment.  Subsequently  the 
plan  of  providing  a monthly  stipend  was  decided 
on,  thus  enabling  the  beneficiary  to  live  where  he 
chooses  within  the  limits  of  a carefully  considered 
budget.  Funds  are  obtained  from  the  doctors  of  New 
York  State  through  a voluntary  assessment  col- 
lected wfith  county  society  dues,  an  annual  appeal 
for  membership  contributions,  and  income  from  an 
endowment  fund  built  up  from  bequests  and  special 
gifts. 
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Monday,  May  8,  through  Friday  Noon,  May  12 
War  Memorial  Auditorium 


William  J.  Sullivan,  M.D.,  Westchester,  Chairman 
Kenneth  B.  Olson,  M.D.,  Albany,  Cochairman 
E.  Dean  Babbage,  M.D.,  Erie 
Lester  Coleman,  M.D.,  New  York 
Colgate  Phillips,  M.D.,  Westchester 


High  Lights  of  1961  Program 

1.  Four  of  six  premiere  showings. 

2.  Several  other  new  films  not  yet  completed. 

3.  A variety  of  subjects  of  general  interest. 

4.  Continuation  of  our  policy  of  having  many  of  our  films  narrated  or  discussed  by 
their  authors. 

Among  our  tentative  listings  are  the  following  films: 

1.  Just  Four  Minutes:  Resuscitation  of  Cardiac  Arrest 

2.  Intrathoracic  Aneurysm  of  the  Vertebral  Artery  Associated  with  Coarctation  of 
the  Aorta 

3.  Smgical  Management  of  Extracranial  Obstruction  to  Cerebral  Blood  Flow 

4.  Inflammatory  Reaction 

5.  The  Hidden  Tear : Asthma  Rehabilitation 

6.  Cerebral  Vascular  Diseases:  The  Challenge  of  Diagnosis 

7.  Faces  of  Depression 

8.  The  Early  Detection  and  Medical  Management  of  Chronic  Ulcerative  Colitis 

9.  Rehabilitation  Adds  Life  to  Years 

Points  up  the  importance  of  individualized  rehabilitation  programs  to  help 
disabled  patients  enjoy  life  more  completely. 

10.  Esophageal  Replacement  with  a Reversed  Gastric  Tube  {compleldy  revised) 

1 1.  The  Diagnosis  and  Surgical  Repair  of  Atrial  Septal  Defect 

12.  Treatment  of  Melanoma  of  the  Breast  by  Extended  Radical  Mastectomy 

13.  Cosmetic  Meloplasty:  Face-Lift  Operation 

Illustrates  the  surgical  technics,  step  by  step,  in  the  correction  of  ptosis  of 
skin  and  subcutaneous  tissues  of  the  face,  jowls,  neck,  and  upper  and  lower 
eyelids. 

14.  Derma-Fat  Fascia  Grafts 

Correction  of  bilateral  hermiatrophy  of  the  face  and  building  up  of  the  breast 
after  mastectomy. 
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15.  Intermittent  Positive  Pressure  Breathing : IPPB/I;  Its  Clinical  Indications  and 
Administration 

Illustrates  the  entire  use  of  an  IPPB/I  apparatus  from  the  time  the  therapy 
is  ordered,  delivery  of  apparatus,  instruction  to  patient,  application  of  types 
of  treatments,  cleaning  precautions,  and  sterilization  procedures.  Illustra- 
tions of  indications,  contraindications,  and  medical  problems  discussed. 

16.  The  Disability  Decision 

Describes  the  physician’s  role  in  providing  medical  reports  for  patients  who 
apply  for  disability  benefits  under  the  Federal  Bureau  of  Old  Age  and  Sur- 
vivors Insurance  Program. 

17.  Medical  Genetics : Parti 

Covers  (1)  historical  development,  (2)  the  physical  basis  of  inheritance,  and 
(3)  some  chromosomal  abnormalities  in  man. 

18.  Anatomy  of  the  Cell 

19.  Tracheal  Fenestration ; Svugical  Technic,  Clinical  Course 

20.  Closed-Chest  Cardiac  Massage 
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to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


SILVER  ANNIVERSARY 

25th  Annual  Convention 

Sheraton  Hotels  Rochester 

Sunday^  May  7,  through  Wednesday,  May  10,  1961 

PROGRAM 


Sunday,  May  7 


3:00  P.M. — 6:00  p.M. 
3:00  p.M. — 6:00  p.m. 
3:30  P.M. — 6:00  p.m. 


8:00  P.M. — 10:00  p.m. 


Registration — Starlite 
Roof 

Coffee — Hospitality  Room, 
Mezzanine 

Board  of  Directors  Meet- 
ing— Sheraton  Room 
Tour  of  Eastman  House 


Monday,  May  8 


8:30  A.M.- — 4:30  p.m. 
9:00  A.M. — 12:00  noon 
12:30  P.M. 

1:30  P.M. — 4:30  p.m. 
8:30  P.M. — 10:30  p.m. 


Registration — Starlite 
Roof 

House  of  Delegates- — 
T errace  Room 
Luncheon  for  Delegates — 
Starlite  Roof 

House  of  Delegates- — 
Terrace  Room 
Reception  honoring  State 
past  presidents  of  the 
Auxiliary.  Doctors  and 
their  wives  cordially 
invited^ — Sheraton  Ball- 
room 


Tuesday,  May  9 

8:30  A.M. — 4:30  p.m.  Registration^ — Starlite 

Roof 


9:00  a.m. — 12:00  noon 
12:30  P.M. 


3:00  P.M. 


House  of  Delegates — 
Terrace  Room 
Luncheon  honoring  Mrs. 
Milton  W.  Kogan, 
President,  Woman’s 
Auxiliary  to  the  Medi- 
cal Society  of  the  State 
of  New  York — Sheraton 
Ballroom 

Free  time — Shopping, 
Sightseeing 


Wednesday,  May  10 


8:30  A.M. — 10:30  a.m. 
9:00  A.M. — 12:00  noon 
12:30  P.M. — 2:00  P.M. 
2:30  P.M.^ — 4:00  P.M. 
6:30  P.M. 


Registration — Starlite 
Roof 

House  of  Delegates — 
Terrace  Room 
Postconvention  luncheon 
meeting — Vogue  Roam 
Board  of  Directors — 
Sheraton  Room 
Cocktails,  Reception,  Din- 
ner Dance  honoring 
Norman  S.  Moore, 
M.D.,  President,  Medi- 
cal Society  of  the  State 
of  New  York — Ball- 
room, Manger  Hotel 


Officers 


President Mrs.  Milton  W.  Kogan,  Oswego 

President-Elect Mrs.  Eugene  F.  Wolff,  Newburgh 

First  Vice-President Mrs.  Ezra  A.  Wolff,  Forest  Hills 

Second  Vice-President Mrs.  Herbert  J.  Ulrich,  Buffalo 

Recording  Secretary Mrs.  Edward  Briggs,  Wellsville 
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Corresponding  Secretary Mrs.  Jerome  H.  Flatow,  S3Tacuse 

Treasurer Mrs.  Irwin  Alper,  Utica 

Convention  Committee 

Chairman Mrs.  Charles  R.  Harris,  East  Rochester 

Cochairman Mrs.  L.  Patrick  Davlin,  Rochester 


WOMEN’S  MEDICAL  SOCIETY 
OF  NEW  YORK  STATE 


Annual  Meeting 

Manger  Hotel,  Rochester 
Sunday,  May  7,  1961 


10:00  A.M. — Business  Meeting 
12:30  p.M. — Luncheon 
2:00  P.M. — Scientific  Meeting 


1.  Mass  Immunization  with 
Vaccine 

Margaret  L.  Rathbun,  M.D.,  Rochester 

Deputy  County  Health  Commissioner, 
County  of  Monroe 

2.  Perinatal  Mortality  in  a General  Hospital 
Ruth  E.  Wainer  Schwartz,  M.D.,  Rochester 


Obstetrician  and  Gynecologist,  Strong 
Memorial  Hospital  and  Genesee  Hospital 

3.  Annual  School  Physical  Versus  Periodic  Ex- 
amination 

Ruth  A.  Lawrence,  M.D.,  Rochester 

Health  Department,  County  of  Monroe 


Scientific  Program 
the  Sabin  Oral  Polio 


Officers 


President Lois  J.  Plummer,  M.D.,  Buffalo 

President-Elect Helen  L.  Miller,  M.D.,  New  York  City 

Vice-President K.  Elizabeth  P.  Olmsted,  M.D.,  Buflalo 

Secretary Harriett  E.  Northrup,  M.D.,  Jamestown 

Treasurer S.  Elizabeth  Vuornos,  M.D.,  Liberty 


1056 


Now  York  State  J.  Med. 


|j''xHANCiNCr  the  exhibit  area  of  the  Rochester  War  Memorial  Auditorium 
during  the  week  of  Maj’-  8 through  12,  1961,  will  be  the  attractive 
booths  of  86  firms  in  the  pharmaceutical  and  allied  fields  that  have  con- 
sidered this  year’s  convention  of  the  Medical  Society  of  the  State  of  New 
York  valuable  enough  to  spend  their  time  and  money  in  attending.  They 
bring  to  Rochester  and  all  upstate  and  western  New  York  displays  of  wide 
interest  to  the  medical  profession.  These  exhil)itors  wekrome  physicians  to 
their  booths  as  friends  and  coworkers  on  the  health  team. 


Abbott  Laboratories,  North  Chicago,  Illinois  (Booth 
74)  invites  you  to  visit  our  exhibit.  Our  repre- 
sentatives will  be  happy  to  answer  any  questions 
you  may  have  concerning  our  leading  products  and 
new  developments. 

The  Alkalol  Company,  Taunton,  Massachusetts 
(Booth  41),  will  feature  Alkalol,  the  balanced  alka- 
line-saline solution  for  the.  treatment  of  mucous 
membranes  and  irritated  tissues.  It  is  bland,  non- 
toxic, and  effective  and  has  been  a favorite  for  many 
years.  We  are  also  showing  Irrigol,  a powder  which 
in  solution  makes  an  aseptic,  slightly  astringent 
vaginal  douche.  It  also  is  used  widely  for  colonic 
irrigations  and  as  an  effective  rectal  enema. 

Amfre-Grant,  Inc.,  Brooklyn,  New  York  (Booth 
80).  You  are  invited  to  visit  our  booth  where  our 
representatives  are  prepared  to  demonstrate  our 
many  prescription  specialties.  On  display  will  be 
Corovas  Tymcaps,  Neo-Corovas  Tymcaps,  Nitro- 
vas  and  Diurbital  for  use  in  the  fields  of  cardi- 
ology and  peripheral  vascular  diseases;  desPlex, 
Baculin,  Banausea,  and  Gyn  in  the  field  of  obstetrics 
and  gynecology;  Dicorvin  in  prostatic  carcinoma; 
Causalin  in  rheumatoid  diseases,  and  Amril  for 
your  nervous  patient. 

Armour  Pharmaceutical  Company,  Chicago,  Illinois 
(Booth  70),  will  feature  Chymoral,  a new  sj'stemic 
anti-inflammatory  enzyme  tablet  which  reduces  in- 
flammation, swelling,  and  pain;  Chymar  Aqueous, 
the  parenteral  systemic  anti-inflammatory  enzyme; 
and  Pentritol  Tempules,  which  release  30  mg.  of 
pentaerythritol  tetranitrate  in  three  divided  doses 
to  provide  twelve-hour  relief  in  angina  pectoris. 

Astra  Pharmaceutical  Products,  Inc.,  Worcester, 
Massachusetts  (Booth  79).  Descriptive  literature 
pertaining  to  preparations  of  Xylocaine  IR^dro- 


chloride  (Astra)  for  infiltration,  regional  block, 
peridural,  spinal,  and  topical  anesthesia;  Xylocaine 
Ointment,  Xylocaine  Jelly,  and  Xylocaine  Viscous 
for  topical  application,  as  well  as  Astrafer  I.V.  for 
iron-deficiency  states  will  be  available  at  the  Astra 
booth  presided  over  by  Arnold  G.  Everson. 

Baker  Laboratories,  Inc.,  Cleveland,  Ohio  (Booth 
36).  You  are  invited  to  visit  our  booth  where 
Baker’s  Modified  Milk  and  Varamel,  two  successful 
products  for  infant  feeding,  are  on  display.  Baker 
representatives  will  be  glad  to  discuss  the  benefits  of 
Baker  Milk  products  which  provide  all  the  normal 
dietarj'  requirements  plus  a reserve  for  stress  situa- 
tions. 

Barrows  Biochemical  Products  Corporation,  New 
York  City  (Booth  37).  Phj-sicians  are  cordially 
invited  to  visit  this  booth  where  the  Barrows 
representatives  are  on  hand  to  welcome  them  and  to 
discuss  our  product,  Coenzyme-B.  Coenzyme-B 
(cocarboxylase)  is  the  key  coenzyme  in  biochemical 
decarboxylation.  Information  concerning  the  use 
of  Coenzj^me-B  in  diabetes,  herpes  zoster,  multiple 
sclerosis,  cardiac  conditions,  malnutrition,  and  so 
forth  is  available. 

Baxter  Laboratories,  Inc.,  Morton  Grove,  Illinois 
(Booth  61),  will  display  its  latest  developments  in 
parenteral  fluid  therapy.  The  Travenol  Division 
will  feature  Perfuso-Pac  and  Cozyme.  The  regional 
perfusion  oxygenator,  Perfuso-Pac,  serves  as  a 
small  heart-lung  for  the  portion  of  the  body  under- 
going treatment  of  certain  cancers  and  permits 
administration  of  huge  doses  of  cancer-fighting 
drugs  previously  not  used  in  such  quantity  because 
of  possible  damage  to  vital  organs.  Cozyme 
physiologically  corrects  and  prevents  intestinal 
atony  and  abdominal  distention  and  safely  and 
effectively  restores  normal  peristaltic  activity. 
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Beltone  Hearing  Aid  Company,  Audiometer  Division, 
Chicago,  Illinois  (Booth  14) 

Borcherdt  Company,  Chicago,  Illinois  (Booth  32), 
will  feature  Malt  Soup  Extract,  a laxative  modiher 
of  milk  for  constipated  babies,  also  useful  for 
geriatric  constipation  and  pruritus  ani;  Urolitia, 
for  chronic  urinary  tract  infections  in  older  patients, 
quickly  relieves  burning  urination;  Ferromalt 
Tablets,  nonconstipating  Ferrous  Sulfate  Tablets, 
which  give  a good  clinical  response  without  the 
usual  side-effects  of  oral  iron.  Ferromalt  Tablets 
are  inexpensive  and  well  tolerated.  Stop  in  for 
recently  published  papers  and  samples. 

The  Borden  Company,  New  York  City  (Booth  52), 
featuring  Borden’s  new  pediatric  creme  Methakote 
for  the  treatment  of  diaper  rash  in  all  degrees  of 
severity.  Methakote  eliminates  Bacillus  ammoni- 
agenes,  the  causative  factor,  and  prevents  staph- 
ylococcal and  other  secondary  invaders.  The  added 
sulphur-bearing  amino  acids  accelerate  wound 
healing  at  site  of  lesion.  Complete  information  on 
Methakote  and  our  infant  formulas,  Bremil  and 
Mull-Soy,  is  available  through  our  courteous  repre- 
sentatives. 

Brewer  & Company,  Worcester,  Massachusetts 
(Booth  64),  are  presenting  their  well-known  spe- 
cialties: Thesodate,  Luasmin,  Enldde,  Amchlor, 
Asteric,  and  Quinidine  (both  injectable  and  oral 
forms).  Also  featured  are  two  new  specialty 
products  developed  by  Brewer  research:  Sus- 

Phrine,  aqueous  suspension  of  epinephrine  1:200, 
injected  subcutaneously  for  the  prompt  and  pro- 
longed relief  of  bronchial  asthma  and  other  allergic 
manifestations;  and  Nabcon,  a complete  natural 
B-complex  liquid  concentrate,  each  teaspoonful  of 
which  is  equivalent  in  potency  to  35  tablets  of 
brewer’s  yeast.  We  invite  you  to  visit  our  booth. 

Bristol  Laboratories,  New  York  City  (Booth  65), 
will  feature  the  new  synthetic  penicillin,  Staphcillin. 
Following  Syncillin,  Staphcillin  is  the  second  sjui- 
thetic  penicillin  to  be  developed.  Information 
about  its  specific  use  for  infections  due  to  “resistant” 
staphylococci  will  be  conveyed  by  means  of 
graphs  and  charts  and  by  discussion  with  profes- 
sional representatives. 

Burroughs  Wellcome  & Co.  (U.S.A.)  Inc.,  Tuckahoe, 
New  York  (Booth  46),  cordially  invites  you  to  visit 
their  booth  for  the  latest  information  on  their 
products  and  the  newest  developments  from  the 
extensive  research  facilities  of  Burroughs  Wellcome 
& Co.  Of  particular  interest  at  this  meeting  will 


be  their  new  topical  and  ophthalmic  antibiotic 
products,  as  well  as  their  Actifed-C  Expectorant. 
Informed  staff  welcomes  this  opportunity  to  show 
you  these  new  products. 

Business  Methods  Incorporated,  Inc.,  Rochester, 
New  York  (Booth  16).  The  patient  first  and  fore- 
most— a doctor’s  obligation.  Do  patients  always 
meet  their  obligation  and  pay  their  bills?  It  takes 
time  to  bill  and  collect  medical  fees.  See  this 
important  problem  solved  with  a Thermo-Fax 
copying  machine,  the  simplest,  fastest,  and  least 
expensive  medical  billing  system  at  this  booth. 

Cambridge  Instrument  Company,  Inc.,  New  York 
City  (Booth  76).  The  Cambridge  Versa-Scribe, 
the  versatile  portable  electrocardiograph;  the 
Cambridge  Simpli-Scribe  model  direct-writing  por- 
table electrocardiograph,  and  the  Cambridge  Stand- 
ard String  galvanometer-type  electrocardiograph 
will  be  displayed  at  this  booth.  Also  other  im- 
portant Cambridge  instruments,  including  the  audio- 
visual heart  sound  recorder,  operating  room 
cardioscope,  educational  cardioscope,  multichannel 
physiologic  recorder,  electrok^'mograph,  plethysmo- 
graph,  pH  meters,  and  pulmonary  function  tester. 

Carnation  Company,  Los  Angeles  36,  California 
(Booth  13),  invites  you  to  visit  their  booth  where 
medical  representatives  will  be  pleased  to  welcome 
friends  of  the  Medical  Society  of  the  State  of  New 
York.  Recent  literature  and  information  regarding 
Carnation  Evaporated,  Carnation  Instant  Non- 
Fat,  and  Carnalac  are  available.  Any  question  per- 
taining to  our  physician-researched  material  for  use 
in  your  practice  or  hospital  will  be  discussed  cheer- 
fully. 

G.  W.  Camrick  Company,  Newark,  New  Jersey 
(Booth  7),  welcomes  you  to  their  booth  which  will 
feature  Midrin  capsules,  the  new  product  which 
relieves  migraine,  migraine  variants,  and  tension 
headaches  by  reducing  intracranial  pressure  and 
throbbing,  emotional  stress,  and  cephalic  pain; 
Bontril  Timed,  the  triple-layer,  triple-release  tablet 
that  provides  maximum  anorectic  activity  at  the 
hunger  peaks;  Nolamine  tablets,  elbdr  and  ex- 
pectorant, for  rapid  and  more  prolonged  relief  of 
nasal  congestion;  Penite  Sustained  capsules,  the 
more  effective  coronary  vasodilator. 

Chicago  Pharmacal  Company,  Chicago,  Illinois 
(Booth  31),  will  feature  the  following  products: 
Uriscd,  nationally  known  and  clinically  proved  tab- 
let for  both  comfortable  sedation  and  thorough  anti- 
sepsis for  all  types  of  genitourinary  affections;  Bi- 
tavita,  delicious,  refreshing  citrus-flavored  chewable 
vitamin  supplement  tablet  for  both  children  and 
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adults;  Estrosed,  a pleasant^tasting,  economical 
tablet  for  the  safe  and  effective  treatment  of  meno- 
pausal syndrome;  Juniplex,  an  excellent-tasting 
liquid  tonic  for  all,  containing  essential  minerals, 
B-complex  plus  30  micrograms  of  Bu  per  teaspoon- 
ful. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit, 
New  Jersey  (Booth  75),  will  feature  Forhistal,  a 
new,  low-dosage  antiallergic  and  antipruritic  agent. 
Clinically,  Forhistal  has  proved  highly  effective  in  a 
wide  range  of  allergic  and  pruritic  disorders.  It 
is  well  tolerated  by  patients  of  all  ages.  Forhistal 
is  available  in  4 forms  of  issue:  Lontabs,  Tablets, 
Syrup,  and  Pediatric  Drops. 

The  Coca-Cola  Company,  Atlanta,  Georgia  (Booth 
60).  Ice-cold  Coca-Cola  served  through  the 
courtesy  and  cooperation  of  the  Rochester  Coca- 
Cola  Bottling  Corporation  and  The  Coca-Cola 
Company. 

Columbus  Pharmacal  Company,  Columbus,  Ohio 
(Booth  81),  will  feature  the  following  products: 
Geroniazol  TT,  time-controlled  therapy  for  senile 
confusion,  which  provides  continuous  twenty-four- 
hour  cerebral  oxygenation  for  the  aging;  Hep- 
Nine  B Fortis,  indicated  in  atherosclerosis  and 
associated  conditions,  which  has  little  or  no  effect 
on  clotting  time. 

Edward  Dalton  Company,  Division  of  Mead  John- 
son and  Company,  Evansville,  Indiana  (Booth  38), 
featuring  Metrecal,  dietary  for  weight  control,  and 
Pablum-BiB  pediatric  nutritional  products.  The 
booth  staff  invites  your  questions  and  will  be 
pleased  to  provide  any  information  you  may  wish 
concerning  our  products. 

Davies,  Rose  & Company,  Limited,  Boston,  Mas- 
sachusetts (Booth  51).  We  cordially  invite  the 
members  of  the  Medical  Society  of  the  State  of 
New  York  to  visit  our  booth.  Although  most 
physicians  need  no  introduction  to  our  outstanding 
cardiac  therapies,  Pil.  Digitalis  and  Tablets  Quin- 
idine  Sulfate  (Natural),  our  representatives  will  be 
on  hand  to  greet  you  and  to  explain  the  depend- 
ability of  our  laboratory  productions. 

Desitin  Chemical  Company,  Providence,  Rhode 
Island  (Booth  88).  Featured  will  be  the  following 
products:  Desitin  Ointment,  for  treatment  of 

burns,  ulcers,  diaper  rash,  abrasions,  and  so  forth; 
Desitin  Powder,  for  relief  of  chafing,  sunburn, 
diaper  rash,  and  so  forth ; Desitin  Suppositories  and 
Rectal  Ointment,  for  relief  of  pain  and  itching  in 
uncomplicated  hemorrhoids  and  fissures;  Desitin 


Baby  Lotion,  protective,  antiseptic;  Desitin  Acne 
Cream,  a nonstaining,  flesh-tinted  “Medicream” 
for  the  treatment  of  acne  vulgaris ; Desitin  Cosmetic 
and  Nursery  Soap,  supermild;  Desitin  Suppositories 
with  Hydrocortisone,  for  prompt  response  to 
inflammatory  conditions  in  proctitis,  severe  pruritus, 
and  edema. 

Dictaphone  Corporation,  New  York  City  (Booth  50). 
For  busy  doctors.  Dictaphone  time-master  dic- 
tating equipment,  featuring  the  famous  Dictabelt 
Record,  saves  time  and  trouble  in  maintaining  case 
histories,  files,  and  correspondence.  For  bus}^ 
clinics  and  hospitals.  Dictaphone  Corporation 
presents  the  Telecord  system  of  network  dictation 
by  phone,  which  extends  dictating  facilities  to  any 
number  of  remotely  located  areas,  with  recording 
and  transcription  centralized.  Try,  too,  the  new 
portable,  battery-powdered  Dictet  recorder  for  out 
of  the  office  use. 

The  Dietene  Company,  Minneapolis,  Minnesota 
(Booth  35).  Have  you  tasted  Meritene?  Meritene 
is  the  good-tasting  protein-vitamin-mineral  food 
supplement  prescribed  to  provide  concentrated 
nutrition  for  patients  with  poor  appetite  or  tolerance 
for  ordinary  food.  Visit  our  booth  and  let  us  serve 
you  a cool,  refreshing  Meritene  nourishment. 
While  there,  review  also  our  Dietene  Reducing  Plan, 
designed  to  get  better  cooperation  from  overweight 
patients.  The  Dietene  Plan  provides  optimum 
nutrition  and  maximum  satiety  without  the  use  of 
drugs.  Meritene  and  Dietene  are  advertised  only 
to  the  medical  profession. 

Doho  Chemical  Corporation,  New  York  City  (Booth 
68),  is  pleased  to  exhibit:  Auralgan,  ear  medication 
for  relief  of  pain  in  otitis  media  and  removal  of 
cerumen;  Rhinalgan,  nasal  decongestant,  free  from 
systemic  or  circulatory  effect  and  safe  for  infants  and 
aged;  Otosmosan,  nontoxic  fungicide-bactericide 
(gram  negative-gram  positive)  for  suppurative  and 
aural  dermatomycotic  ears;  Larylgan,  soothing 
throat  spray  and  gargle  for  infections  and  non- 
infectious  sore  throat  involvements;  Biotosmosan 
HC,  the  solution  to  the  “problem  ear,”  anti- 
microbial, anti-inflammatory,  deinflammatory,  anti- 
allergic, and  antipruritic. 

Eaton  Laboratories,  Division  of  The 
Norwich  Pharmacal  Company,  Nor- 
wich, New  York  (Booth  55),  will 
feature  new  Furadantin  (brand  of 
nitrofurantoin)  Sodium  for  intravenous 
use,  an  alternative  route  of  adminis- 
tration for  Furadantin  in  patients  unable  to  take 
oral  medication.  Furadantin  Sodium  for  intra- 
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venous  use  fills  a need  for  a parenteral  form  in  the 
treatment  of  genitourinary  infections,  such  as 
pyelonephritis,  pyelitis,  cystitis,  prostatitis,  and  in 
selected  systemic  infections,  even  some  which  have 
failed  to  respond  to  other  antibacterial  therapy. 

Encyclopedia  Americana,  Chicago,  Illinois  (Booth 
53),  invites  you  to  inspect  their  1961  edition  which 
leading  educators  find  superior  and  prefer  to  any 
other  reference  work.  No  accredited  school, 
college,  university,  or  library  is  without  it.  The 
United  States  Government  has  ordered  more  than 
a thousand  sets  for  use  in  all  major  departments. 
Your  visit  to  our  booth  will  be  most  cordially 
welcomed  and  we  have  a souvenir  for  you  without 
obligation. 

H.  G.  Fischer  & Company,  Franklin  Park,  Illinois 
(Booth  85).  You  can  personally  examine  the  latest 
models  of  modern  x-ray  apparatus,  F.C.C.-type 
approved  ultrasonic  generators,  short-wave  dia- 
thermy units,  and  low-voltage  generators  at  the 
H.  G.  Fischer  & Company  booth.  Attendants  will 
welcome  the  opportunity  to  discuss  the  apparatus 
with  you.  Ask  for  copies  of  the  X-Ray  Manual  and 
the  Ultrasonic  Manual.  They  are  free  and  without 
obligation. 

Flint,  Eaton  & Company,  Morton  Grove,  Illinois 
(Booth  62).  Featured  products  are  Ferrolip  and 
Synthroid.  Ferrolip  is  a chelate  complex  of  iron 
which  is  clinically  effective  and  well  tolerated. 
Ferrolip  also  provides  a maximal  factor  of  safety 
against  the  possibility  of  iron  poisoning  in  case  of 
accidental  overdosage.  Synthroid  tablets  contain 
sodium  levothyroxine,  the  active  principle  of  the 
thyroid  gland,  prepared  synthetically  in  pure 
crystalline  form. 

E.  Fougera  & Company,  Hicksville,  New  York 
(Booth  12).  A visit  to  this  exhibit  will  prove 
interesting  and  helpful.  Well-informed  attendants 
are  prepared  to  discuss  both  older  established 
products  and  newer  items  in  many  areas  of  medicine. 
Product  information  and  cfinical  literature  pertain- 
ing to  products  of  both  general  interest  and  specialty 
use  are  available  for  your  inspection.  All  physicians 
are  cordially  invited  to  stop  by  our  booth. 

Geigy  Pharmaceuticals,  Division  of  Geigy  Chemical 
Corporation,  Ardsley,  New  York  (Booths  3 and  4), 
cordially  invites  members  and  guests  of  the  Medical 
Society  of  the  State  of  New  York  to  its  display 
booths.  The  newest  technics  relating  to  bowel 
hygiene  in  addition  to  more  recent  developments  in 
therapy  of  cardiovascular,  metabolic,  and  psychi- 
atric disorders  may  be  discussed  with  physicians  and 
representatives  in  attendance. 


General  Foods  Corporation,  White  Plains,  New  York 
(Booth  26).  Birds  Eye  has  a completely  new 
development  in  strained  foods.  Frozen  Instant  Baby 
Food.  We  invite  pediatricians  and  other  physicians 
to  see  this  new  strained  food,  unexcelled  for  com- 
bined natural  flavor,  nutrition,  and  color.  See 
the  ease  of  preparation,  too.  Our  nutritionists  will 
be  happy  to  discuss  all  its  attributes. 

H.  J.  Heinz  Company,  Pittsburgh,  Pennsylvania 
(Booth  30).  Heinz  Baby  Foods  announce  new  juice 
drinks:  orange-pineapple,  orange-apple-banana,  all 
with  vitamin  C added;  Junior  Creamed  Peas,  a 
Heinz  exclusive;  Strained  and  Junior  Cottage 
Cheese  and  Bananas.  Screw-on  caps  are  on  all 
Heinz  Baby  Foods  now.  Register  for  nutritional 
literature. 

Heublein,  Inc.  Food  Division,  Burlington,  Vermont 
(Booth  67).  You  are  invited  to  visit  us  and  register 
for  complimentary  packages  of  Maltex  and  Ma3T>o 
Oat  Cereal,  height-weight  charts,  weight-control 
booklets,  and  daily  menu  charts.  Here  you  may 
also  enjoy  a tasty  snack  of  cookies  and  date  bread. 

Hiss  Pharmacal  Company,  Inc.,  Utica,  New  York 
(Booth  29),  will  display  Toin  Unicelles,  the  first 
product  to  provide  twenty-four-hour  protection  for 
the  epileptic  patient.  Vasotrate  Unicelles  and  Vaso- 
80  Unicelles  provide  twenty-four-hour  protection 
against  angina  pectoris.  Service  representatives 
will  be  available  to  serve  you. 

Holland-Rantos  Company,  New  York  City  (Booth 
6),  will  feature  specific  antimycotic,  nonmessy 
Hyva  Gentian  Violet  Vaginal  Tablets;  trichomonici- 
dal,  fungicidal,  and  bactericidal  Nylmerate  Jelly  and 
Antiseptic  Solution  Concentrate  for  vaginal  tri- 
chomoniasis and  mixed  infections;  HoUandex 
Silicone  Ointment  with  Natural  Vitamins  A and  D, 
medication  for  neuro-  and  contact  dermatitis, 
decubitus  ulcers,  diaper  rash,  skin  dryness,  chafing, 
and  so  forth;  special  Koromex/A  for  use  when  jelly 
alone  is  indicated  for  conception  control;  contouring 
Koro-Flex  Diaphragms  (facilitate  correct  place- 
ment), along  with  standard  Koromex  Jelly,  Cream, 
Diaphragms,  and  Sets. 

Hyland  Laboratories,  Los  Angeles,  California 
(Booth  72),  extends  a most  cordial  invitation  to 
physicians  and  guests  to  visit  our  booth  where 
qualified  representatives  will  be  on  hand  to  discuss 
and  demonstrate  the  most  recent  developments  in 
simple  slide  screening  tests  which  are  adaptable  to 
routine  office  use. 

Jackson-Mitchell  Pharmaceuticals,  Inc.,  Culver 
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City,  California  (Booth  8),  will  exhibit  both  Meyen- 
berg  Powdered  and  Evaporated  Goat  Milk,  as  well 
as  Hi-Pro,  our  high  protein,  low  fat,  powdered  cow’s 
milk.  We  will  be  featuring  powdered  goat  milk 
which  is  palatable  as  well  as  portable.  Meyenberg 
powder  is  extra  convenient  for  traveling  and  costs  the 
patient  less.  Like  Meyenberg  Evaporated  Goat 
Milk,  Meyenberg  Powdered  Goat  Milk  is  a medica- 
tion of  choice  for  cow’s  milk  allergy.  Because 
Meyenberg  powder  tastes  just  like  dairy  fresh  milk 
the  transition  from  cow’s  milk  to  goat’s  milk  is  a 
naturally  simple  one.  Powdered  or  evaporated, 
Meyenberg  Goat  Milk  is  nutritionally  equal  to 
cow’s  milk  in  protein,  fat,  carbohydrate,  and 
minerals. 

Fred  Landauer  Company,  Rockville  Centre,  New 
York  (Booth  39),  is  showing  the  latest  developments 
in  electromyography  and  electroencephalography. 
Teca  electromyographs,  standard  and  portable, 
incorporate  the  latest  electronic  technics,  satis- 
fying all  requirements.  The  Teca  Chronaxie  Meter 
and  Low  Volt  Generators  will  be  demonstrated  on 
request.  Also  shown  is  the  Ofifner  EEG,  Model  T, 
which  is  the  most  advanced  instrument  available 
today.  It  is  completely  transistorized  and  portable. 

Lederle  Laboratories,  Division  of  American  Cyana- 
mid  Company,  Pearl  River,  New  York  (Booth  45). 
Your  Lederle  representative  will  be  on  hand  to  serve 
you.  He  can  furnish  information  on  any  Lederle 
product  and  is  prepared  to  bring  to  bear  on  any  of 
your  medical  problems  the  knowledge  of  the  world- 
wide Lederle  research  organization. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana 
(Booth  44).  You  are  cordially  invited  to  visit  the 
Lilly  exhibit.  The  Lilly  sales  people  in  attendance 
welcome  your  questions  about  Lilly  products  and 
recent  therapeutic  developments. 

Loma  Linda  Food  Company,  Arlington,  Cahfornia 
(Booth  83).  With  the  background  of  years  of 
experience  in  perfecting  a hypoallergenic  milk 
powder,  and  also  a newly  developed  concentrated 
liquid  milk,  the  protein  of  which  is  fully  derived  from 
the  soy  bean  and  formulated  with  other  essential 
additives  to  care  for  the  needs  of  babies,  growing 
children,  and  adults,  the  Loma  Linda  Food  Com- 
pany will  be  happy  to  welcome  you  to  their  exhibit. 
Attendants  will  be  pleased  to  discuss  the  values  of 
Soyalac  powder  and  concentrated  liquid.  Samples 
of  this  flavorful  product  will  be  served  at  the  exhibit. 

McNeil  Laboratories,  Inc.,  Philadelphia,  Pennsyl- 
vania (Booth  18).  Members  of  the  Medical  Society 
of  the  State  of  New  York  are  cordially  invited  to 
visit  our  booth.  Mr.  J.  T.  Arena  is  in  charge. 


Products  to  be  featured  are  Parafon,  Nacton,  and 
Twiston. 

S.  E.  Massengill  Company,  Bristol,  Tennessee 
(Booth  21).  Best  wishes  from  Massengill  to  the 
Medical  Society  of  the  State  of  New  York  for  a 
most  successful  1961  convention ! Massengill  repre- 
sentatives will  be  honored  to  discuss  any  products  of 
interest  to  you.  On  display  will  be  TrimagUl,  the 
outstanding  new  product  for  vaginal  therapy; 
Massengill  Powder,  the  preferred  vaginal  douche; 
.\ndrenosem,  the  unique  systemic  hemostat;  Obe- 
drin,  the  superior  reducing  aid;  Homagenets,  the 
only  solid  homogenized  vitamins;  Livitamin,  the 
hematinic  of  choice;  and  products  of  the  Salcort- 
Predsem  Group  for  the  complete  range  of  arthritic 
therapy.  Of  course,  literature  and  samples  will  be 
available  should  you  desire  them. 

Mead  Johnson  & Company,  Evansville,  Indiana 
(Booth  1),  has  arranged  to  give  you  the  optimum  in 
quick  service  and  product  information.  To  make 
your  visit  productive,  specially  trained  representa- 
tives will  be  on  duty  to  tell  you  about  their  products. 

Medical  Film  Guild,  Ltd.,  New  York  City  (Booth 
54),  is  delighted  to  announce  two  new  releases  of 
vital  interest  to  all  members  of  the  medical  pro- 
fession: “Blood  Flow — Newer  Technics  of  Measure- 
ment in  Various  Vascular  Beds’’  and  “Diabetes  and 
Its  Long-Range  Control.”  Make  your  reservations 
now  for  showings  to  hospital  staff  members,  medical 
societies,  and  medical  schools.  Look  into  our 
“Medical  Film  of  the  Month”  plan,  international  in 
scope,  as  well  as  our  “Medical  Films  for  the  Laity” 
program.  A novel  subscription  arrangement,  with 
60  subjects  to  choose  from,  allows  interchange  of 
professional  and  lay  films  as  lecture  demands  vary. 
A nurses’  training  program  is  also  available.  Our 
expanded  services  not  only  include  film  production, 
preparation  of  slides,  and  programming  for  your 
local  society  meetings  and  others,  but  also  offers  all 
types  of  audiovisual  and  photographic  equipment 
and  supplies  for  purchase  or  rental  with  a large 
variety  of  vu-graph  projectors  for  large  transpar- 
encies. Be  sure  to  visit  our  exhibit  if  only  to  see  our 
“Humor  in  Medicine”  display.  Each  caricature, 
whether  painted  on  a wall  plaque  or  a hand-carved 
figure,  will  give  you  a chuckle  and  bring  to  mind 
someone  you  have  met. 

Merck  Sharp  & Dohme,  Division  of  Merck  & Co., 
Inc.,  West  Point,  Pennsylvania  (Booths  57  and  58). 
Diuril  and  HydroDiuril,  orally  effective,  nonmer- 
curial diuretic-antihypertensive  agents,  are  featured 
at  the  Merck  Sharp  & Dohme  booth.  More  clinical 
evidence  exists  for  these  potent  agents  than  for  all 
other  diuretic-antihypertensives  combined.  Lyovac 
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Thrombolysin  fibrinolysin  (human)  for  use  to  pro- 
mote the  dissolution  of  certain  intravascular  thrombi 
is  also  of  interest.  Technically  trained  personnel 
will  be  present  to  discuss  these  and  other  subjects  of 
clinical  interest. 

The  Wm.  S.  Merrell  Company,  Cincinnati,  Ohio 
(Booth  48).  A summary  of  mounting  clinical 
evidence  attesting  to  the  effectiveness  of  MER/29 
in  patients  with  hypercholesterolemia  and  related 
conditions  will  be  presented  by  Merrell.  Update 
your  knowledge  of  MER/29  by  stopping  briefly  at 
the  Merrell  display.  Salesmen  will  summarize  the 
extensive  results  of  MER/29  therapy  for  you  and 
answer  any  questions  you  may  have.  Best  wishes 
for  a most  enjoyable  convention. 

Milex  of  New  York,  New  York  City  (Booth  69). 
Cancer  detection  developments  will  be  featured. 
Trimo-San  for  trichomonas,  moniha,  and  mixed 
leukorrheas  will  be  attractively  displayed.  The 
Milex  Folding  Pessaries  and  Amino-Cerv  Gel  will 
be  introduced  to  new  friends.  Samples  of  “A 
Doctor  Discusses  Menopause”  will  be  available  on 
request. 

Monroe  Surgical  Supply  Company,  Inc.,  Rochester, 
New  York  (Booth  17).  The  booth  will  display 
Birtcher  equipment;  for  example,  electrocardio- 
graph, ultrasounds,  short-wave,  blentones,  defi- 
brillators, and  heart  pacers. 

National  Drug  Company,  Philadelphia,  Pennsylvania 
(Booth  28).  Tepanil  and  Orenzyme  are  being 
featured  at  our  exhibit.  Tepanil  is  a completely 
new  compound  that  curbs  the  appetite  with  little 
or  no  central  nervous  system  stimulation.  Oren- 
zyme is  the  first  oral  anti-inflammatory  enzyme 
tablet  on  the  market.  Orenzyme  is  indicated  for 
the  treatment  of  any  acute  inflammatory  process 
when  swelling  slows  recovery. 

Organon,  Inc.,  West  Orange,  New  Jersey  (Booth 
66).  Physicians  are  cordially  invited  to  visit  the 
Organon  booth  for  information  on  useful  therapeutic 
specialties.  Included  among  these  will  be:  Dura- 
bolin,  a safe,  potent,  long-acting  anabolic  stimulant 
indicated  in  all  conditions  where  a tissue-building 
action  is  desired.  Durabolin  provides  its  potent 
tissue-building  effects  without  the  drawbacks  and 
dangers  characteristic  of  tissue-building  steroids. 
No  masculinization  occurs  in  recommended  dosages. 
No  progestational  effects  can  occur.  Administered 
only  once  each  week.  Organon  representatives  will 
gladly  discuss  these  specialties  with  all  interested 
physicians. 

Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co., 


Inc.,  Brooklyn,  New  York  (Booth  27).  You  are 
cordially  invited  to  visit  the  Pfizer  Laboratories 
booth  where  our  professional  service  representatives 
will  be  pleased  to  discuss  the  latest  topics  of  clinical 
interest. 

The  Purdue  Frederick  Company,  New  York  City 
(Booth  78),  will  feature  the  following  products; 
Senokot,  a neuroperistaltic  constipation  corrective 
containing  total  concentrated  senna  glycosides; 
Cerumenex,  a cerumenolytic  for  the  quick,  safe  re- 
moval of  excessive  cerumen;  Arthropan,  choline 
salicylate,  a new  salicylate  molecule,  anti-inflam- 
matory, antipyretic,  analgesic;  it  acts  much  more 
rapidly  than  ordinary  salicylates  without  gastroin- 
testinal upset. 

Ritter  Company,  Inc.,  Rochester,  New  York  (Booth 
19).  Be  sure  to  see  this  modern  Ritter  equipment 
that  enables  you  to  treat  more  patients  more 
thoroughly  with  less  effort  in  less  time;  such  as  the 
self-calculating  L-F  BasalMeteR;  the  motor  hy- 
draulically-operated Ritter  Universal  Table;  the 
L-F  Model  0-3  Office  Bovie  electrosurgical  unit; 
Castle  examining  lights  autoclaves,  and  dry  heat 
sterilizers.  Our  capable  factory-trained  representa- 
tives will  be  pleased  to  demonstrate  these  products 
to  you  and  answer  your  questions. 

A.  H.  Robins  Company,  Inc.,  Richmond,  Virginia 
(Booth  5).  Nine  out  of  ten  of  your  nasal  allergj^ 
patients  may  benefit  from  your  visit  to  the  Robins 
booth  to  hear  about  Dimetane.  Its  antihistaminic 
potency  and  paucity  of  side-effects  are  unsurpassed. 
Robins  representatives  will  also  gladly  e.xplain  the 
advantages  of  Donnagel  (in  diarrhea),  Ambar  (for 
overweight),  Naclex  (in  edema  and  hj-pertension), 
and  other  ethical  Robins  products. 

Roche  Laboratories,  Division  of  Hoffmann-La  Roche 
Inc.,  Nutley,  New  Jersey  (Booth  33),  plan  to  feature 
the  following;  Librium,  a therapeutic  agent  for 
superior,  safer,  faster  control  of  nervousness,  anxiety, 
tension,  and  other  common  emotional  disturbances 
without  the  dulling  effect  or  depressant  action  of  the 
tranquilizers;  Madribon,  a completely  different, 
low-dosage  sulfonamide  of  particular  value  in  the 
treatment  of  bacterial  infections,  especially  respira- 
tory infections;  Tigan,  a specific  antiemetic  agent 
effective  both  prophylactically  and  therepeutically 
against  most  clinically  significant  types  of  nausea 
and  vomiting. 

J.  B.  Roerig  & Company,  New  York  City  (Booth  9), 
will  welcome  members  of  the  medical  profession  at 
the  company’s  exhibit  of  leading  specialties  and 
new  products.  Representatives  will  be  in  at- 
tendance to  answer  any  questions  you  may  have. 
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Roerig  recently  introduced  a number  of  new  products 
which  representatives  at  the  exhibit  will  describe 
and  give  information  on  the  results  of  clinical  re- 
ports. 

William  H.  Rorer,  Inc.,  Philadelphia,  Pennsylvania 
(Booth  63),  will  feature  Maalox,  a pleasant-tasting, 
nonconstipating  antacid  in  liquid,  tablets,  and 
Maalox  No.  2 (double  strength)  tablets.  Also 
highlighted  are  Ascriptin,  a professional  salicylate 
for  pain  of  arthritis;  Fermalox,  a nonirritating, 
uncoated,  buffered  ferrous  sulfate  tablet;  and 
Parepectolin,  a pleasant-tasting  antidiarrheal  prepa- 
ration of  paregoric,  pectin,  and  kaolin.  Representa- 
tives will  gladly  answer  questions  concerning  Rorer 
products. 

Sanborn  Company,  Waltham,  Massachusetts  (Booth 
2).  New  electrocardiographs  of  advanced  design 
and  function,  as  well  as  latest  models  of  other  instru- 
ments for  diagnostic  use,  will  be  displayed  and 
demonstrated.  Demonstrations  and/or  data  will 
also  be  available  on  Sanborn  instruments  for  bio- 
physical research,  single  and  multichannel  recording 
systems,  monitoring  oscilloscopes,  and  physiologic 
transducers.  Qualified  Sanborn  representatives  will 
be  pleased  to  answer  questions  and  assist  you  with 
technical  problems. 

Sandoz  Pharmaceuticals,  Division  of  Sandoz,  Inc., 
Hanover,  New  Jersey  (Booth  87).  Mellaril  is  the 
first  potent  tranquilizer  with  a selective  action 
(that  is,  no  action  on  vomiting  centers).  This 
unique  action  gives  specific  psychic  relaxation  with 
safety  at  all  dosage  levels.  Plexonal  is  preferred 
daytime  sedative-relaxant.  Cafergot  PB  is  the 

most  effective  oral  medication  for  the  relief  of 
migraine  headache  with  gastrointestinal  disturbance 
accompanied  by  tension.  Any  of  our  representa- 
tives in  attendance  will  gladly  answer  questions 
about  these  and  other  Sandoz  products. 

Saratoga  Springs  Authority, 
Saratoga  Springs,  New  York 

(Booth  10).  The  exhibit  por- 
trays the  physical  attractions 
and  natural  beauty  of  the  Sara- 
toga Springs  Reservation,  home 
of  The  Saratoga  Spa;  the 

naturally  carbonated,  mineralized  bottled  waters; 
the  research  laboratories;  the  Gideon  Putnam 

Hotel,  plus  golfing,  swimming,  picnicking,  cycling, 
and  other  forms  of  recreation.  Sketches  depict 
physical  medicine  procedures  constituting  the  Spa 
“cure.”  As  part  of  the  public  health  program  of  the 
State  of  New  York,  the  Reservation  is  directed  by  a 
doctor  of  medicine. 


W.  B.  Saunders  Company,  Philadelphia,  Pennsyl- 
vania (Booth  73).  Of  the  Saunders  titles  published 
this  year  these  have  special  clinical  appeal:  Current 
Therapy  1961;  Edwards:  An  Atlas  of  Diseases  of 
the  Heart;  Huffman:  Gynecology  and  Obstetrics; 

Beckman:  Pharmacology;  Pillsbury  et  al.:  Manual 
of  Cutaneous  Medicine;  Rushmer:  Cardiovascular 
Dynamics;  Sodeman:  Pathologic  Physiology;  and 
Seymour:  Medical  Almanac — something  completely 
unique  and  packed  with  useful  information. 

Sobering  Corporation,  Bloomfield,  New 
^ ^ Jersey  (Booth  20).  You  are  cordially 
invited  to  visit  the  Sobering  booth  where 
the  following  products  will  be  featured: 
Fulvicin,  the  first  oral  antifungal  anti- 
biotic for  ringworm;  Alpen,  the  new  synthesized 
oral  penicillin;  Naqua,  an  effective  new  oral  diuretic 
and  antihypertensive;  and  Rela,  a new  muscle 
relaxant-analgesic  that  eases  sprains,  strains,  and 
low  back  pains. 

Schieffelin  & Company,  New  York  City  (Booth  49), 
is  exhibiting  several  products  of  importance  and 
interest.  Neo-Resulin-F  offers  four-pronged  action 
for  acne  therapy;  Hydro-Tar  affords  the  patient  a 
therapeutic  combination  of  crude  coal  tar  and  hydro- 
cortisone; Hemoccult,  the  new  standard  for  detec- 
tion of  occult  blood,  offers  the  physician  diagnostic 
aid  for  office  and  bedside  use.  Danilone,  the  oral 
anticoagulant  of  choice,  will  also  be  exhibited,  as 
well  as  C.R.P.A.,  the  diagnostic  which  should  be 
incorporated  into  the  routine  blood  chemistry  regi- 
men. Also  of  interest  to  the  attending  physician  is 
Estivin,  the  ophthalmic  preparation  suggested  for 
hay  fever  and  other  minor  ocular  irritations.  Pro- 
fessional representatives  from  Schieffelin  & Com- 
pany will  be  at  your  service  to  discuss  the  above- 
mentioned  products,  as  well  as  other  products  under 
clinical  evaluation  and  research. 

G.  D.  Searle  & Co.,  Chicago,  Illinois  (Booth  34). 
You  are  cordially  invited  to  visit  the  Searle  booth 
where  our  representatives  will  be  happy  to  answer 
any  questions  regarding  Searle  products  of  research. 
Featured  will  be:  Aldactone,  Dramamine,  Enovid, 
Metamucil,  Nilevar,  and  Pro-Banthine. 

Seven-Up  Developers  of  New  York  State,  Syracuse, 
New  York  (Booth  71).  Seven-Up  is  the  all-family 
drink.  On  the  back  of  every  bottle  of  Seven-Up  are 
listed  all  the  ingredients  of  this  sparkling  crystal 
clear  drink.  Such  listing  is  not  required,  but  Seven- 
Up  is  proud  to  do  it,  proud  to  let  you  see  what  a pure 
and  wholesome  drink  it  is.  Seven-Up  is  so  pure  and 
wholesome  folks  of  all  ages  may  have  it.  Seven-Up 
is  truly  an  all-family  drink.  Come  visit  us  at  our 
booth  for  a sample  of  the  all-family  drink. 
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Smith,  Kline  & French  Laboratories,  Philadelphia, 
Pennsylvania  (Booth  15),  features  (1)  new  Coplexen 
Liquid,  for  symptomatic  control  of  the  cold  complex 
in  children;  (2)  Ornade  Spansule  Capsules,  the 
unique  oral  nasal  decongestant;  (3)  Compazine, 
an  outstanding  tranquilizer  and  antiemetic;  (4) 
Stelazine,  a specihc  antianxiety  agent  that  helps 
restore  emotional  stability  without  soporific  effect; 
and  (6)  Eskatrol  Spansule  capsules,  for  day-long 
control  of  appetite  and  relief  of  the  psychic  stress 
that  causes  overeating. 

Smith,  Miller  & Patch,  Inc.,  New  York  City  (Booth 
82),  features  Trulase,  the  only  chewable  digestive 
aid  designed  to  prevent  pain  and  discomfort  of  gas 
and  distention  due  to  indigestion,  acts  physiologi- 
cally without  delay,  contains  three  essential 
enzymes,  standardized  to  assure  dependable  activity. 
Vitron-C,  a new  oral  hematinic,  ferrous  fumarate 
with  ascorbic  acid,  has  been  proved  clinically  to  be 
effective  in  treating  iron  deficiency  anemia  in  pa- 
tients with  gastrointestinal  irritability  or  ulcerative 
disease.  It  is  a chewable,  pleasantly-flavored  sugar- 
free  tablet  that  offers  iron  with  maximum  toleration. 
Bistrimate  is  a safe,  effective,  and  economical  thera- 
peutic to  combat  subacute,  chronic  or  recurrent  sore 
throats.  Preliminary  tissue  studies  indicate  that 
Bistrimate  has  an  antiviral  effect  on  adenovirus  type 
3 and  adenovirus  type  7. 

E.  R.  Squibb  & Sons,  New  York  City  (Booths  24 
and  25),  long  has  been  a leader  in  development  of 
new  therapeutic  agents  for  prevention  and  treat- 
ment of  disease.  The  results  of  our  diligent  research 
are  available  to  the  medical  profession  in  new  prod- 
ucts or  improvements  in  products  already  marketed. 
At  our  booth  we  are  pleased  to  have  up-to-date 
information  on  these  advances  for  your  considera- 
tion. 

Stiefel  Laboratories,  Inc.,  Oak  Hill,  New  York 
(Booth  86),  will  feature  Poly  tar  Cleanser,  highly 
effective  new  tar-medicated  scale-removing  psoriasis 
cleanser.  If  psoriasis  is  a problem  in  your  practice, 
don’t  miss  Polytar.  Also  on  hand  will  be  Stiefel’s 
immensely  successful  abrasive  acne  cleanser,  Brasi- 
vol.  Logical  dermatologicals  since  1849. 

Strasenburgh  Laboratories,  Rochester,  New  York 
(Booth  56).  You  will  learn  how  Biphetamine  and 
lonamin  can  assist  in  achieving  comfortable  and 
predictable  weight  loss  in  exogenous  obesity; 
how  a single  dose  of  Tussionex  will  check  coughs  for 
eight  to  twelve  hours;  how  Akalon-T  provides 
eight  to  twelve  hours  relief  from  the  pain  of  hyper- 
acidity and  hypermotility;  how  sustained  ionic  re- 
lease (Strasionic  Release)  makes  all  four  of  these 
products  unique  and  effective. 


The  Stuart  Company,  Pasadena,  California  (Booth 
40) . A cordial  invitation  is  extended  to  all  members 
and  guests  attending  this  meeting  to  visit  the  Stuart 
Company  booth.  Specially-trained  representatives 
will  be  in  attendance  to  answer  your  questions  on 
new  products  developed  in  our  new  and  modern 
laboratories  which  have  received  international  ac- 
claim. 

Swift  & Company,  Chicago,  Illinois  (Booth  11). 
A complete  line  of  Swift’s  all  meat  varieties,  the 
economical  form  of  meat  protein  infant  feeding, 
plus  egg  yolk  products  and  high  meat  dinners  for 
your  infant  patients  are  exhibited  at  the  Swift  booth. 
Reprints  of  studies  sponsored  by  Swift  & Company 
investigating  the  role  of  meat  in  the  infant  diet  are 
obtainable  as  well  as  copies  of  our  attractively 
illustrated  mother  booklet. 

The  Upjohn  Company,  Kalamazoo,  Michigan  (Booth 
59).  Professional  representatives  of  The  Upjohn 
Company  are  eager  to  contribute  to  the  success  of 
your  meeting.  We  are  here  to  discuss  with  you 
products  of  Upjohn  research  that  are  designed  to 
assist  you  in  the  practice  of  your  profession.  We 
solicit  your  inquiries  and  comments. 

U.S.  Vitamin  & Pharmaceutical  Corporation,  New 
York  City  (Booth  47),  will  feature  DBI,  new  “full- 
range”  oral  hypoglycemic  agent.  DBI,  a brand  of 
phenformin  (Nl-B-phenethylbiguanide  HCl)  is 
distinctly  different  in  chemical  structure  and  physi- 
ologic action  from  the  oral  hypoglycemic  sul- 
fonylureas.  It  effectively  lowers  blood  sugar  and 
eliminates  glycosuria  in  mild,  moderate,  and  severe 
diabetes.  DBI,  in  combination  with  insulin,  im- 
proves regulation  of  brittle  adult  and  juvenile 
diabetes.  In  juvenile  diabetes,  DBI  often  permits 
up  to  50  per  cent  reduction  in  insulin  requirement; 
also  effective  in  the  insulin-resistant  and  in  primary 
and  secondary  tolbutamide  and  chlorpropamide 
failures.  Full  details  are  available. 

Wallace  Laboratories,  Cranbury,  New  Jersey 
(Booth  89) . 

Wampole  Laboratories,  Stamford,  Connecticut 
(Booth  84),  will  feature  Hj^ptran,  the  new  dual-re- 
lease hypnotic-tranquilizer  designed  to  insure  a 
full  night’s  restful  sleep  without  loss  of  mental 
acuity  the  following  morning;  Organidin,  the  unique 
organically-bound  iodine  useful  as  a mucolytic  and 
expectorant  without  the  side-effects  normally  seen 
in  conjunction  with  iodide  therapy.  In  addition  to 
Organidin  Solution  and  Tablets,  samples  and 
literature  will  be  available  on  Organidin  Elixir,  the 
new  dosage  form  of  Organidin.  Also:  Rectalad 
Enema,  the  unique  truly  miniature  enema  useful  in 
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triggering  the  defecatory  reflex  to  stimulate  prompt 
emptying  of  the  lower  bowel,  useful  pre-  and  post- 
operative, pre-  and  postdelivery,  and  in  the  solution 
of  problems  associated  with  occasional  constipation; 
VoSoL  Otic  Solution,  for  the  treatment  and  pre- 
vention of  otitis  externa,  is  bactericidal  and  fungici- 
dal and  contains  no  antibiotics  or  steroids  and  causes 
no  sensitization. 

Wamer-Chilcott  Laboratories,  Division  of  Warner- 
Lambert  Pharmaceutical  Company,  Morris  Plains, 
New  Jersey  (Booth  42),  will  feature  the  following 
products:  Gelusil,  the  physician’s  antacid,  for  the 
relief  of  gastric  hyperacidity  and  management  of 
peptic  ulcer,  provides  two  protective  coating  gels  for 
prompt,  prolonged  relief  of  pain.  Gelusil  is  all 
antacid  in  action  and  is  nonconstipating — contains 
no  laxative.  Peritrate,  a long-acting  coronary 
vasodilator  for  patients  with  coronary  artery  disease, 
whether  angina  pectoris  or  coronary  occlusion,  will 
also  be  shown.  Peritrate  improves  coronary  blood 
flow,  thereby  increasing  collateral  circulation  with 
no  significant  change  in  blood  pressure  or  pulse  rate. 
Smooth  onset  of  action  virtually  eliminates  nitrate 
headache. 

Westwood  Pharmaceuticals,  Division  of  Foster- 
Milbum  Company,  Buffalo,  New  York  (Booth  22), 
invites  physicians  to  stop  by  their  booth  to  discuss 
their  unique  dermatologic  products:  Fostex  Cream, 
Fostex  Cake,  Lowila  Cake,  Lowila  Emollient,  Sebu- 
lex,  Fostril,  and  Alpha  Keri.  These  products  are 
particularly  suitable  for  personal  use  by  physicians 


and  their  families,  who  may  be  plagued  with  dan- 
druff, acne,  dry  and  itchy  skin,  and  sensitivities  to 
soap.  Register,  so  that  we  may  send  prescription 
units  to  your  home. 

White  Laboratories,  Inc.,  Kenilworth,  New  Jersey 
(Booth  23). 

Winthrop  Laboratories,  New  York  City  (Booth  43). 
Alvodine,  new  potent  narcotic  analgesic  that  re- 
lieves pain  without  causing  drowsiness  or  hypnosis 
(in  over  90  per  cent  of  patients),  is  especially  well 
suited  for  postoperative  use,  for  pain  from  cancer, 
angina,  cholecystitis,  pleurisy,  myocardial  infarc- 
tion; also  for  preoperative  preparation  and  as  a 
supplement  to  anesthesia.  Alvodine  is  highly  ef- 
fective orally  as  well  as  parenterally.  Alvodine  is 
available  in  scored  tablets  of  50  mg.  and  ampules  of 
20  mg.  (1  cc.),  subject  to  Federal  Narcotic  Law. 

Wynn  Pharmacal  Corporation,  Philadelphia,  Penn- 
sylvania (Booth  77).  Information,  samples,  and 
reprints  will  be  available  on  Quinaglute  Dura-Tabs 
S.M.,  the  only  oral  sustained  medication  quinidine 
gluconate.  Quinidine  gluconate  has  been  found  to 
be  better  absorbed  and  tolerated  than  quinidine 
sulfate.  Each  dose  of  Quinaglute  maintains  uni- 
form plasma  levels  up  to  twelve  hours.  Indicated 
in  cardiac  arrhythmias,  such  as  premature  contrac- 
tions, auricular  tachycardia,  flutter,  and  fibrillation. 
Also  available  will  be  information  and  samples  on 
Aminophylline  Dura-Tabs  S.M.,  Wynn’s  exclusive 
brand  of  sustained  medication  aminophylline  tablets.. 


April  I,  1961 
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ANNUAL  DINNER  DANCE 

in  honor  of 

NORMAN  S.  MOORE,  M.D.,  PRESIDENT 


Wednesday,  May  10,  1961 

MANGER  HOTEL  ROCHESTER 


Cocktails  at  6:30  p.m.  Music  and  Entertainment 

Dinner  at  8:00  p.m.  Dress  optional 

Subscription  $12 


Tickets  available  through  your  county  society  or  order  below 


DINNER  DANCE  RESERVATION  BLANK 

Medical  Society  of  the  State  of  New  York  (Make  checks  payable  to) 

750  Third  Avenue 
New  York  17,  New  York 

Please  send  me tickets  for  the  Annual  Dinner  Dance  on  May  10. 

Enclosed  please  find  my  check  for . 

NAME  

ADDRESS  

Please  attach  guest  list. 
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According  to  the  Bylaws,  Chapter  II,  Section  7.  The 
following  shall  be  the  order  of  business  at  the  sessions  of 
the  House  of  Delegates: 

1.  Calling  the  meeting  to  order. 

2.  Invocation. 

3.  National  Anthem. 

4.  Report  of  Reference  Committee  on  Creden- 
tials. 

5.  Report  by  the  secretary  as  to  the  presence  or 
absence  of  a quorum. 

6.  Remarks  by  the  speaker. 

7.  Reading  the  minutes  of  the  previous  meeting 
by  title. 

8.  Report  of  the  president. 

9.  Address  of  the  president-elect. 

10.  Report  of  the  Judicial  Council. 

11.  Report  of  the  Council. 

12.  Report  of  the  secretary. 

13.  Report  of  the  treasurer. 

14.  Report  of  the  Board  of  Trustees. 

15.  Reports  of  district  branches  by  district  dele- 
gates. 

16.  Reports  of  special  committees. 

17.  Reports  of  reference  committees. 

18.  Unfinished  business. 

19.  New  business. 

20.  Adjournment. 

N 
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Medical  Society  of  the  State  of  New  York 


Officers,  1960-1961 

President Norman  S Moore, 

Tompkins. 

President-Elect John  M.  Galbraith,  Nassau 

Vice-President W.  Walter  Street, 

Onondaga 

Secretary William  L.  Wheeler,  Jr., 

New  York 

Assistant  Secretary Ezra  A.  Wolff,  Queens 

Treasurer Maurice  J.  Dattelbaum, 

Kings 

Assistant  Treasurer -Samuel  Z.  Freedman, 

New  York 

Speaker Joseph  A.  Lane,  Monroe 

Vice-Speaker Frederick  A.  Wurzbach,  Jr., 

Bronx 

Councillors 

Term  Expires  1961 
Harold  F.  Brown,  Erie 
George  A.  Burgin,  Herkimer 
John  C.  McClintock,  Albany 
Joseph  G.  Zimring,  Nassau 

Term  Expires  1962 
James  M.  Blake,  Schenectady 
Peter  J.  DiNatale,  Genesee 
George  J.  LawTence,  Jr.,  Queens 
Waring  Willis,  Westchester 

Term  Expires  1963 
Gerald  D.  Dorman,  New  York 
Edward  C.  Hughes,  Onondaga 
Alfred  P.  Ingegno,  Kings 
Raymond  S.  McKeeby,  Broome 

Trus tees 

Renato  J.  Azzari,  Chairman,  Bronx 
John  J.  Masterson,  Kings 
Frederic  W.  Holcomb,  Ulster 
J.  Stanley  Kenney,  New  York 
Leo  E.  Gibson,  Onondaga 
James  Greenough,  Otsego 
Henry  I.  Fineberg,  Queens 

Ex-Presidents 

1923-1924 — Orrin  Sage  Wightman,  New  York 
April  1,  1961 


1932-1933 — Chas.  Gordon  Heyd,  New  York 
1934-1935 — Arthur  J.  Bedell,  Albany 
1944-1945 — Herbert  H.  Bauckus,  Erie 
1947-1948 — Louis  H.  Bauer,  Nassau 

1949- 1950 — John  J.  Masterson,  Kings 

1950- 1951 — Carlton  E.  Wertz,  Erie 

1951- 1952 — J.  Stanley  Kenney,  New  York 

1952- 1953 — Edward  T.  Wentworth,  Monroe 

1953- 1954 — Andrew  A.  Eggston,  Westchester 

1955- 1956 — Renato  J.  Azzari,  Bronx 

1956- 1957 — James  Greenough,  Otsego 

1957- 1958 — Thurman  B.  Givan,  Kings 

1958- 1959 — Leo  E.  Gibson,  Onondaga 

1959- 1960 — Henry  I.  Fineberg,  Queens 

Commissioner,  New  York  State  Department  of 
Health 

Herman  E.  Hilleboe,  Albany 

District  Delegates 
{Elected  Delegales  of  District  Branches) 

First — Joseph  F.  Shanaphy,  Richmond 
Second — Charles  W.  Shlimbaum,  Suffolk 
Third — Edwin  G.  Mulbury,  Greene 
Fourth — Roman  R.  Violyn,  Montgomery 
Fifth — Arthur  F.  Gaffney,  Oneida 
Sixth — Norman  C.  Lyster,  Chenango 
Seventh — Eldred  J.  Stevens,  Steuben 
Eighth — Wilfred  M.  Anna,  Niagara 
Ninth — Reid  R.  Heffner,  M.D.,  Westchester 

Section  Delegates 
{Delegates  from  Scientific  Sections) 

Allergy Alexander  Chester,  Kings 

Anesthesiology Vincent  J.  Collins, 

New  York 

Chest  Diseases Arthur  Q.  Penta, 

Schenectady 

Dermatology  and David  Bloom,  New  York 

Syphilology 

Gastroenterology  and.  . . .Sidney  M.  Fierst,  Kings 
Proctology 

General  Practice Royal  S.  Davis,  Westchester 

Industrial  Medicine Harry  A.  Hanson, 

and  Surgery  Monroe 

Legal  Medicine Reuben  M-  Dicker,  Queens 
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Medicine John  R.  Williams,  Jr., 

Monroe 

Neurology  and Harry  A.  Kaplan,  Kings 

Psychiatry 

Obstetrics  and Richard  W.  Baetz,  Erie 

Gynecology 

Ophthalmology James  I.  Farrell,  Oneida 

Orthopedic  Surgery Frederick  Lee  Liebolt, 

New  York 

Otolaryngology Daniel  C.  Baker,  Jr., 

New  York 

Pathology,  Clinical John  J.  Clemmer,  Albany 

Pathology,  and 
Blood  Banking 

Pediatrics Richard  A.  Downey,  Erie 

Physical  Medicine Henry  Fleck,  Bronx 

Preventive  Medicine William  E.  Mosher,  Erie 

and  Public  Health 

Radiology Frank  J.  Borrelli, 

New  York 

Space  M edicine 

Surgery Harry  W.  Hale,  Jr.,  Erie 

Urology E.  Craig  Coats,  New  York 


Delegates  from  Component  County  Societies 
Albany  (4) 

James  A.  Moore,  Albany 
John  F.  Roach,  Albany 
Joseph  J.  Russo,  Albany 
Francis  A.  Stephens,  Albany 

Allegany  (1) 

Irwin  Felsen,  Wellsville 

Bronx  (12) 

Carl  R.  Ackerman,  Bronx 
Henry  J.  Barrow,  Bronx 
Herbert  G.  Cohen,  Bronx 
Walter  Einhorn,  Bronx 
Jerome  B.  Flynn,  Bronx 
Leonard  L.  Heimoff,  Bronx 
George  A.  Howley,  Bronx 
Frank  LaGattuta,  Bronx 
Samuel  Leo,  Bronx 
Samuel  M.  Lieberman,  Bronx 
Thomas  F.  McCarthy,  Bronx 
Samuel  Wagreich,  Bronx 

Broome  (3) 

John  A.  Kalb,  Endicott 
Jason  K.  Moyer,  Binghamton 
James  L.  Palmer,  Binghamton 

Cattaraugus  (1) 

Joseph  A.  Wintermantel,  Allegany 

Cayuga  (1) 

Bernard  J.  Hartnett,  Auburn 

Chautauqua  (2) 

Herbert  A.  LaughUn,  Westheld 
Garra  L.  Lester,  Chautauqua 
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Chemung  (2) 

William  T.  Boland,  Elmira 
Swen  L.  Larson,  Elmira 

Chenango  (1) 

Thomas  M.  Flanagan,  Norwich 
Clinton  ( 1 ) 

Edward  Siegel,  Plattsburgh 

Columbia  ( 1) 

Carl  G.  Whitbeck,  Hudson 

Cortland  (1) 

George  F.  Nevin,  Cortland 

Delaware  (1) 

Philip  J.  Hust,  Sidney 

Dutchess  (3) 

Frank  A.  Gagan,  Poughkeepsie 
John  F.  Rogers,  Poughkeepsie 
Lawrence  Sweeney,  Poughkeepsie 

Erie  (8) 

E.  Dean  Babbage,  Buffalo 
Antonio  F.  Bellanca,  Buffalo 
John  C.  Brady,  Buffalo 
Thomas  S.  Bumbalo,  Buffalo 
Max  Cheplove,  Buffalo 
Kenneth  H.  Eckhert,  Buffalo 
Martin  L.  Gerstner,  Buffalo 
John  D.  Naples,  Buffalo 

Essex  (1) 

James  E.  Glavin,  Port  Henry 
Franklin  (1) 

Alfred  A.  Hartmann,  Malone 
Fulton  (1) 

Joseph  J.  Thompson,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

Kenneth  F.  Bott,  Greenville 
Herkimer  (1) 

Harold  T.  Golden,  Herkimer 
Jefferson  (1) 

James  L.  Harrington,  Watertown 
Kings  (22) 

George  E.  Anderson,  Brooklyn 
Louis  Berger,  Brooklyn 
Matthew  Brody,  Brooklyn 
Leo  S.  Drexler,  Brooklyn 
John  J.  Flynn,  Brooklyn 
Arthur  P.  Kane,  Brooklyn 
David  Kershner,  Brooklyn 
Aaron  Kottler,  Brooklyn 
Warren  A.  Lapp,  Brooklyn 
Isaac  Levine,  Brookljm 
Charles  H.  Loughran,  Brooklyn 
Harry  A.  Mackler,  Brooklyn 
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John  G.  Masterson,  Brooklyn 
Charles  F.  McCarty,  Brooklyn 
David  B.  Monheit,  Brooklyn 
Irving  M.  Pallin,  Brooklyn 
Louis  Pellman,  Brooklyn 
Solomon  Schussheim,  Brooklyn 
Abraham  D.  Segal,  Brooklyn 
Milton  B.  Spiegel,  Brooklyn 
Leslie  H.  Tisdall,  Brooklyn 
Robert  F.  Warren,  Brooklyn 

Lewis  ( 1) 

Harry  E.  Chapin,  Lowville 

Livingston  (1) 

Melville  A.  Hare,  Caledonia 

Madison  (1) 

Felix  Ottaviano,  Oneida 

Monroe  (6) 

Michael  J.  Crino,  Rochester 
Merle  D.  Evans,  Rochester 
Maurice  M.  Maltinsky,  Rochester 
Charles  R.  Mathews,  Rochester 
L5mn  Rumbold,  Rochester 
Arthur  H.  Walker,  Rochester 

Montgomery  (1) 

Norbert  Fethke,  Amsterdam 

Nassau  (8) 

Ralph  S.  Emerson,  Roslyn  Heights 
Gerard  V.  Farinola,  Roosevelt 
Leo  T.  Flood,  Hempstead 
Abraham  W.  Freireich,  Malverne 
E.  Kenneth  Horton,  Rockville  Centre 
Harvey  L.  Myers,  Cedarhurst 
Paul  H.  Sullivan,  Great  Neck 
Jeff  J.  Coletti,  Old  Westbury 

New  York  (25) 

PhiUp  D.  Allen,  New  York  City 
Michael  C.  Armao,  New  York  City 
Norton  S.  Brown,  New  York  City 
Samuel  B.  Burk,  New  York  City 
I Wilham  A.  Cooper,  New  York  City 

[>  C.  Joseph  Delaney,  New  York  City 

James  H.  Ewing,  New  York  City 
William  W.  Field,  New  York  City 
George  W.  Fish,  New  York  City 
Samuel  Frant,  New  York  City 
Carl  Goldmark,  Jr.,  New  York  City 
Keith  O.  Guthrie,  Jr.,  New  York  City 
Milton  Helpern,  New  York  City 
George  Himler,  New  York  City 
Ely  Elliott  Lazarus,  New  York  City 
Juha  V.  Lichtenstein,  New  York  City 
I David  Lyall,  New  York  City 
’ Ira  A.  McCown,  New  York  City 

Frank  J.  McGowan,  New  York  City 
I George  W.  Melcher,  Jr.,  New  York  City 
Bernard  J.  Pisani,  New  York  City 


Henry  T.  Randall,  New  York  City 
William  B.  Rawls,  New  York  City 
Guy  F.  Robbins,  New  York  City 
Adelaide  Romaine,  New  York  City 

Niagara  (3) 

Joseph  A.  D’Errico,  Niagara  Falls 
Harvey  Braden  Fitz-Gerald,  Lockport 
John  C.  Kinzly,  Tonawanda 

Oneida  (3) 

Irwin  Alper,  Utica 
Anthony  G.  Jarosewicz,  Utica 
John  F.  Kelley,  Utica 

Onondaga  (5) 

Irving  L.  Ershler,  Syracuse 
A.  Carl  Hofmann,  Syracuse 
Robert  F.  McMahon,  Syracuse 
William  E.  Pelow,  Syracuse 
Charles  A.  Gwynn,  Syracuse 

Ontario  (2) 

Robert  E.  Doran,  Geneva 
Philip  M.  Standish,  Canandaigua 

Orange  (3) 

Oree  M.  Carroll,  Middletown 
John  D.  Van  Zandt,  Tuxedo  Park 
Irving  Weiner,  Newburgh 

Orleans  (1) 

Angelo  F.  Leone,  Medina 
Oswego  ( 1) 

Kent  W.  Jarvis,  Oswego 
Otsego  (1) 

John  W.  Latcher,  Oneonta 
Putnam  (1) 

Robert  S.  Cleaver,  Brewster 
Queens  (13) 

Alfred  A.  Angrist,  Beechhurst 
Sol  Axelrad,  Woodhaven 
William  Benenson,  Flushing 
Monroe  M.  Broad,  Jamaica 
Thomas  M.  d’ Angelo,  Flushing 
Albert  H.  Douglas,  Jamaica 
Harry  H.  Epstein,  Jamaica 
John  L.  Finnegan,  Flushing 
Jerome  L.  Leon,  Forest  Hills 
John  Edward  Lowry,  Flushing 
Charles  C.  Mangi,  Woodhaven 
Louis  J.  Morse,  Kew  Gardens 
Kurt  Rosenberg,  Long  Island  City 

Rensselaer  (2) 

Gilbert  A.  Clark,  Troy 
Allen  G.  Gifford,  North  Troy 

Richmond  (3) 

Herbert  Berger,  Staten  Island 
Isadore  Gordon,  Staten  Island 
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Walter  T.  Heldmann,  Staten  Island 
Rockland  (2) 

George  Gordon  Knight,  Piermont 
Michael  P.  Lefkowitz,  Pearl  River 

St.  Lawrence  (1) 

Henry  Vinicor,  Norwood 

S.ARATOGA  ( 1) 

Webster  M.  Moriarta,  Saratoga  Springs 

Schenectady  (3) 

Raymond  J.  Byron,  Schenectady 
John  L.  Clowe,  Schenectady 
Philip  Parillo,  Schenectady 

Schoharie  (1) 

John  H.  Wadsworth,  Cobleskill 
Schuyler  (1) 

Fritz  Landsberg,  Watkins  Glen 
Seneca  (1) 

Stanley  B.  Folts,  Interlaken 
Steuben  (2) 

Thomas  S.  Cotton,  Hornell 
Maynard  W.  Gurnsey,  Corning 

Suffolk  (5) 

L.  Barrett  Davis,  Westhampton  Beach 
Earl  W.  Douglas,  West  Islip 
Milton  Gordon,  Huntington 
J.  L.  Sengstack,  Huntington 
Sol  Shlimbaum,  Bay  Shore 


Sullivan  (1) 

Sirkka  E.  Vuornos,  Liberty 
Tioga  (1) 

John  H.  Jakes,  Candor 

Tompkins  ( 1) 

C.  Stewart  Wallace,  Ithaca 

Ulster  (2) 

Eugene  F.  Galvin,  Rosendale 
Edward  F.  Shea,  Kingston 

Warren  ( 1) 

Morris  Maslon,  Glens  Falls 

Washington  (1) 

Walter  S.  Bennett,  Granville 

Wayne  ( 1) 

Joseph  J.  Kaufman,  Newark 

Westchester  (8) 

Charles  M.  Brane,  Yonkers 
Arthur  H.  Diedrick,  Port  Chester 
John  N.  Dill,  Yonkers 
Harold  J.  Dunlap,  New  Rochelle 
James  Q.  Haralambie,  Larchmont 
Thomas  C.  Jaleski,  New  Rochelle 
James  M.  Jones,  Bronxville 
Wallace  M.  Sheridan,  White  Plains 

Wyoming  ( 1) 

Yates  (1) 

John  A.  Hatch,  Penn  Yan 
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Credentials 

Frank  A.  Gagan,  Dutchess,  Chairman 
Henry  J.  Barrow,  Bronx 

Vincent  J.  Collins,  New  York,  Section  on  Anes- 
thesiology 

John  Kinzly,  Niagara 
Webster  M.  Moriarta,  Saratoga 
Charles  F.  McCarty,  Kings,  Adviser 

Reports  of  OflScers 

President 
President-Elect 
Secretary 
Treasurer 
Board  of  Trustees 
War  Memorial 
Budget 
Belated  Bills 

Solomon  Schussheim,  Kings,  Chairman 
Arthur  H.  Diedrick,  Westchester 
James  I.  Farrell,  Oneida,  Section  on  Ophthal- 
mology 

Adelaide  Romaine,  New  York 
Eldred  J.  Stevens,  Steuben,  Seventh  District 
Branch 

Commission  on  Medical  Services — A 

Economics 

Liaison  with  U.S.  Veterans  Administration 
Public  Medical  Care 
Medical  Care  Insurance 
Medicare 

Bernard  J.  Pisani,  New  York,  Chairman 

Sol  Axelrad,  Queens 

Irving  L.  Ershler,  Onondaga 

J.  L.  Sengstack,  Suffolk 

Irving  Weiner,  Orange 

Commission  on  Medical  Services — B 

Workmen’s  Compensation 
Industrial  Health 
Hospital  and  Professional  Relations 
Questions  on  Ethics 
Rural  Medical  Service 
E.  Dean  Babbage,  Erie,  Chairman 
Harry  H.  Epstein,  Queens 
Michael  J.  Crino,  Monroe 
Henry  T.  Randall,  New  York 
Lynn  Rumbold,  Monroe 


Public  Health  and  Education 

Public  Health  and  Education 

Accident  Prevention 

Addiction  to  Alcohol  and  Narcotics 

Aging  and  Nursing  Homes 

Cancer 

Child  Accidents 
Diabetes 

General  Practice 
Glaucoma 

Hard  of  Hearing  and  the  Deaf 
Health  Aspects  of  Ionizing  Radiation 
Heart  Disease 

Maternal  and  Child  Welfare 

Medical  Film  Review 

Mental  Hygiene 

Operating  Room  Deaths 

Physical  Medicine  and  Rehabilitation 

School  Health 

Edward  F.  Shea,  Ulster,  Chairman 
George  E.  Anderson,  Kings 
Thomas  S.  Bumbalo,  Erie 
Samuel  M.  Lieberman,  Bronx 
Jason  K.  Moyer,  Broome 

Legislation  and  Legal  Matters 

Malpractice  Insurance  and  Defense  Board 

Legal  Counsel 

Legislation 

Licensure  of  Clinical  Laboratories 

Federal  Legislation 

Autopsy  and  the  Dead  Human  Body 

Cults 

Judicial  Council 

George  Himler,  New  York,  Chairman 
George  A.  Howley,  Bronx 
James  L.  Harrington,  Jefferson 
James  Q.  Haralambie,  Westchester 
Charles  R.  Mathews,  Monroe 

Medical  Communication 

Publication 
Public  Relations 

Cooperation  with  Media  of  Information 
American  Medical  Education  Foundation 
Convention 

John  F.  Kelley,  Oneida  Chairman 
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Walter  T.  Heldmann,  Richmond 
Thomas  S.  Cotton,  Steuben, 

Ely  Elliott  Lazarus,  New  York 
Jerome  L.  Leon,  Queens 

Organization  and  Policies 

Planning 
District  Branches 
Office  Administration  and  Policies 
1958  Management  Survey  Report 
Constitution  and  Bylaws 
Conference  of  County  Medical  Society 
Officers 
Membership 

Scientific  Sections,  Study  of  Organization 
OF  Functions  of 

Frank  LaGattuta,  Bronx,  Chairman 
Philip  D.  Allen,  New  York 
Stanley  B.  Folts,  Seneca 

Arthur  F.  Gaffney,  Oneida,  Fifth  District  Branch 
Joseph  J.  Russo,  Albany 

Medical  Care 

Civil  Defense  and  Catastrophe 
Disability  Determinations,  Advisory 
Resolution  58-49 

Columbia  University  Study,  Advisory 
Philip  M.  Standish,  Ontario,  Chairman 
Bernard  J.  Hartnett,  Cayuga 


Carl  Goldmark,  Jr.,  New  York 
Garra  L.  Lester,  Chautauqua 
Irving  M.  Pallin,  Kings 


Ancillary  Groups 

Woman’s  Auxiliary,  Advisory  to 
Nursing  Education 
Bar  Association 
Pharmaceutical  Association 
Empire  State  Medical,  Scientific  and 
Educational  Foundation,  Inc. 
Interprofessional  Association 
Robert  F.  McMahon,  Onondaga,  Chairman 
Leo  S.  Drexler,  Kings 
Gerard  V.  Farinola,  Nassau 
Melville  A.  Hare,  Livingston 
John  F.  Rogers,  Dutchess 


Miscellaneous  Business 

American  Medical  Association 
John  E.  Lowry,  Queens,  Chairman 
Raymond  J.  Byron,  Schenectady 
E.  Craig  Coats,  New  York,  Section  on  Urology 
Felix  Ottaviano,  Madison 
Paul  H.  Sullivan,  Nassau 
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Required  A.M.A.  Membership  (Section  105). — 

The  House  of  Delegates  referred  to  the  Council  for 
study  and  report  to  the  1961  House  a recommenda- 
tion of  the  reference  committee  “that  membership  in 
the  A.M.A.  be  required  of  all  members  of  the 
Medical  Society  of  the  State  of  New  York”  and  a 
minority  report  opposed  to  such  compulsory  mem- 
bership. The  Council  referred  this  to  the  Member- 
ship Committee.  The  Membership  Committee  re- 
ported its  agreement  with  the  majority  opinion  of 
the  reference  committee,  and,  after  discussion  in 
which  it  was  brought  out  that  this  was  an  advisory 
opinion  for  the  benefit  of  the  House  of  Delegates  and 
its  Special  Committee  on  Constitution  and  Bylaws, 
the  Council  voted  approval.  {See  Annual  Reports, 
Special  Committee  on  Constitution  and  Bylaws,  page 
1081,  and  Council  Committee  on  Membership,  page 
1138.) 

Increasing  A.M.A.  Membership  (Section  116). — 

The  House  recommended  some  form  of  educational 
campaign  on  the  part  of  the  Council  to  increase  the 
number  of  New  York  State  physicians  who  are 
members  of  the  American  Medical  Association. 
The  Council  referred  this  to  the  Membership  Com- 
mittee. In  November  the  Council  approved  a 
recommendation  of  the  Committee  that  1961  be 
designated  membership  drive  year  and  that  each 
county  society  be  active  in  encouraging  membership 
on  all  levels- — county,  state,  and  A.M.A.  {See  An- 
nual Reports,  Council  Committee  on  Membership, 
page  1138.) 

General  Health  Information  Service,  “Blue 
Torch”  (Section  179). — The  House  referred  to  the 
Council  for  implementation  resolution  60-29  to 
“investigate  General  Health  Information  Service, 
Inc.,  and  inform  the  component  county  medical 
societies  of  its  findings  so  that  they,  in  turn,  may 
advise  their  membership.”  The  Council  referred 
this  to  the  Committee  on  Economics  which  reported 
in  December,  “It  is  our  understanding  that  this 
(that  is,  the  use  of  the  ‘Blue  Torch’  emblem)  was 
referred  to  the  legal  counsel  of  National  Blue  Shield 
Plans  in  San  Francisco,  California.  It  is  also  our 
understanding  that  the  General  Health  Information 


Sections  referred  to  are  from  the  Minutes  of  the  House 
of  Delegates  of  the  1960  Annual  Meeting,  as  published 
in  the  New  York  State  Journal  of  Medicine, 
September  1,  1960,  Part  II. 


Service,  Inc.,  has  agreed  that  they  will  withdraw  the 
use  of  this  emblem.”  {See  Annual  Reports,  Council 
Committee  on  Economics,  See  April  15  issue.) 

Blue  Shield  Payments  to  Podiatrists  (Section 
178). — The  House  adopted  resolution  60-25  that 
this  Society  (a)  go  on  record  as  being  opposed  to 
Blue  Shield  plans  reimbursing  subscribers  for 
services  by  podiatrists  if  such  services  are  outside  the 
legal  scope  of  podiatry  practice,  (6)  offer  to  assist 
any  Blue  Shield  plan  during  any  controversy  in 
determining  whether  or  not  the  services  performed 
by  a podiatrist  have  been  within  the  limits  of  the 
definition  of  podiatry  as  specifically  outlined  in  Sec- 
tion 7001  of  the  Education  Law,  and  (c)  arrange  an 
early  meeting  of  counsel  and  other  representatives 
of  this  Society  and  of  the  Blue  Shield  plans  to  pre- 
pare a brief  specifying  in  detail  the  medical  profes- 
sion’s interpretation  of  the  Education  Law  as  it  per- 
tains to  the  scope  of  practice  of  podiatrists  for  sub- 
mission to  the  Attorney  General  and/or  the  Educa- 
tion Department  of  the  State. 

The  Council  referred  this  to  the  legal  counsel  for 
his  suggestions.  The  question  of  the  scope  of  prac- 
tice of  podiatry  was  discussed  on  September  24  by 
representatives  of  this  Society  and  representatives 
of  the  Association  of  Blue  Shield  Plans,  including  our 
legal  counsel  and  that  of  the  Association.  In 
October  the  Council  approved  a report  stating  that 
both  lawyers  had  been  asked  to  prepare  a presenta- 
tion to  be  submitted  to  the  Education  Department 
and  the  Attorney  General  to  see  whether  or  not 
their  former  opinion  on  the  scope  of  practice  of 
podiatry  could  be  changed  in  accordance  with  the 
interpretation  of  the  conferees.  This  presentation 
was  to  be  accompanied  by  letters  obtained  by  the 
president  from  prominent  physicians  (professors  of 
surgery  and  professors  of  orthopedics)  stating  their 
views  of  the  nature  of  the  Keller  operation  and 
whether  or  not  it  could  be  regarded  as  falling  within 
the  scope  of  practice  of  podiatry.  {See  Annual  Re- 
ports, Legal  Counsel,  and  Council  Committee  on  Eco- 
nomics, See  April  16  issue.) 

Intern  Training  (Sections  199  and  200). — The 
House  voted  to  refer  “to  the  newly  expanded  Coun- 
cil Committee  on  Hospital  and  Professional  Rela- 
tions as  well  as  wherever  else  deemed  advisable  by 
the  Council”  resolutions  60-9,  60-16,  and  60-36. 

Resolution  60-9,  “A  Plan  to  Study  the  Intern 
Shortage,”  provides  for  initiation  by  this  Society  of  a 
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study  “to  ascertain  the  reasons  why  the  armed 
forces,  the  medical  schools,  and  the  university- 
affiliated  hospitals  do  not  encourage  and  endorse 
two-year  internships.”  It  also  calls  for  a similar 
study  by  the  American  Medical  Association,  and  a 
resolution  to  this  effect  was  forwarded  to  the 
A.M.A. 

Resolution  60-16,  “Plan  to  Correct  Shortage  of 
Interns,”  recommends  a two-year  internship.  It 
also  instructs  our  delegates  to  introduce  a similar 
resolution  in  the  A.M.A.  House  of  Delegates,  and 
such  a resolution  was  forwarded  to  the  A.M.A. 

Resolution  60-36  calls  for  study  by  this  Society, 
through  its  Council  and  committees  and  in  consulta- 
tion with  medical  schools,  hospitals,  and  the  legal 
profession,  of  the  problem  created  by  a decrease  in 
the  number  of  ward  patients  below  that  needed  for 
the  proper  training  of  residents  and  interns. 

The  Council  referred  this  to  the  Committee  on 
Hospital  and  Professional  Relations.  (See  Annual 
Reports,  Council  Committee  on  Hospital  and  Profes- 
sional Relations,  See  April  15  issue.) 

Rehabilitation  Programs  Study  (Section  156). — 
The  instructions  of  the  House  of  Delegates  that  a 
study  by  this  Society  “in  conjunction  with  the  State 
Health  Department  be  made  of  the  overlapping 
rehabilitation  programs  and  that  monies  be  made 
available  up  to  a certain  limit  to  be  determined  by 
the  Council  and  Trustees”  were  referred  to  the 
Committee  on  Public  Health  and  Education.  {See 
Annual  Reports,  Council  Committee  on  Public  Health 
and  Education,  page  1108.) 

Legislation  Committee  Decisions  (Section  204). — 
The  House  adopted  resolution  60-24,  as  follows: 
“Resolved,  that  hereafter  the  Council,  when  it 
decides  not  to  implement  a legislation  mandate  of 
the  House  of  Delegates,  shall  with  reasonable  dis- 
patch make  a written  report  on  its  action  together 
with  its  reasons  therefor  to  the  county  medical 
society  that  sponsored  the  original  resolution; 
and  be  it  further 

“Resolved,  that  the  Council  make  a separate  re- 
port to  the  House  of  Delegates  on  each  item  of 
mandated  legislation  it  has  decided  not  to  intro- 
duce in  the  State  Legislature  with  the  reasons  for 
its  action;  and  be  it  further 

“Resolved,  that  the  report  so  made  by  the 
Council  shall  be  referred  to  the  reference  commit- 
tee which  passed  on  the  original  resolution  man- 
dating the  legislation,  for  study  and  the  making  of  a 
separate  reference  committee  report  thereon  to 
the  House  of  Delegates.” 

This  was  referred  to  the  Committee  on  Legisla- 
tion. {See  Annual  Reports,  Council  Committee  on 
Legislation,  See  April  16  issue.) 

Scope  of  Podiatry  (Section  206). — Resolution 


60-23,  to  “express  deep  concern  with  the  present 
methods  of  the  State  Education  Department  in 
furnishing  rulings  on  the  scope  of  podiatry  prac- 
tice” and  to  instruct  the  Council  to  “take  up  this 
problem  with  the  Commissioner  of  Education  for  the 
purpose  of  working  out  a more  satisfactory  method 
of  issuing  rulings  on  the  scope  of  podiatry  practice” 
was  referred  to  the  legal  counsel.  {See  Annual  Re- 
ports, Legal  Counsel,  See  April  16  issue.) 

Administration  of  Physiotherapy  (Section  208). — 
House  of  Delegates  resolution  60-51,  (a)  That  such 
administration  shall  be  based  on  a written  prescrip- 
tion by  a duly  licensed  physician;  (6)  That  treat- 
ment without  such  written  prescription  constitutes 
an  intrusion  on  medical  practice  by  unqualified  prac- 
titioners; (c)  That  accordingly  a law  should  be 
enacted  after  due  consultation  with  all  interested 
parties  to  put  an  end  to  such  unethical  practice  as 
not  in  the  public  interest,  was  referred  to  the  Com- 
mittee on  Legislation.  The  Committee  reported  in 
October  that  a bill  to  this  effect  introduced  last  year 
had  been  defeated  “primarily  because  the  law  pre- 
viously was  as  now  recommended  but  had  been 
changed  upon  Society  approval.”  The  Committee 
stated  its  intention,  however,  of  introducing  such  a 
biU.  {See  Annual  Reports,  Council  Committee  on 
Legislation,  See  April  16  issue.) 

Medical  Examiner  System  (Section  211). — The 
House  voted  that  this  Society  recommend  the  insti- 
tution of  a medical  examiner  system  in  all  large 
municipalities  and  all  counties  in  the  State  of  New 
York  and  that  copies  of  this  resolution  (60-47)  be 
mailed  to  the  New  York  State  and  county  bar  associa- 
tions and  other  such  interested  bodies  and  to  legisla- 
tors who  might  be  concerned  with  the  objectives  of 
the  resolution.  This  was  referred  to  the  Committee 
on  Legislation.  At  its  October  meeting  the  Council 
adopted  a report  stating,  “The  Committee  on  Legis- 
lation, cognizant  of  resolution  60-24,  therefore 
recommends  that  this  resolution  60-47  not  be  intro- 
duced into  the  legislature  this  year  and  that  the 
Section  on  Legal  Medicine,  Drs.  Milton  Helpern 
and  Samuel  Wagreich  as  individuals  be  so  advised 
by  the  Council.”  The  Secretary  accordingly  noti- 
fied Drs.  Helpern  and  Wagreich,  the  proposers  of 
the  resolution,  of  the  reasons  given  for  not  introduc- 
ing a bill.  {See  Annual  Reports,  Council  Committee 
on  Legislation,  See  April  16  issue.) 

Space  Medicine  (Section  128). — The  House 
adopted  resolution  60-48  that  this  Society  establish 
a Section  on  Space  Medicine.  The  president  ap- 
pointed Constantine  D.  J.  Generales,  M.D.,  as 
chairman  of  the  section.  A meeting  of  the  section 
has  been  arranged  for  Thursday,  May  11,  1961. 

Medical  Care  Programs  (Section  97). — The  House 
adopted  resolution  60-39  that  this  Society  “expand 
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its  activities  necessary  to  determine  the  best  means 
for  providing  future  medical  care  and  to  counter  or 
correct  the  actions  of  those  groups  not  qualifk'd  to 
propose  such  medical  programs.”  This  was  re- 
ferred to  the  Committee  on  Resolution  58-49. 
{See  A nnnal  Reports,  Special  Committee  on  Resolution 
58-40,  page  1147.) 

Blood  Banks  Association  (Section  104). — The 
House  voted  that  any  monies  requested  from  the 
Council  and  Trustees  for  the  activities  of  the  Blood 
Banks  Association  of  New  York  State  should  be 
considered  not  a loan  but  an  outright  grant  for 
educational  purposes.  At  its  meeting  on  June  23  the 
Council  accepted  a report  that  the  North  East  Dis- 
trict Clearing  House  had  been  sold  to  the  American 
Association  of  Blood  Banks  for  $7,500  instead  of  the 
•$13,350  requested  by  this  Society  as  a minimum 
amount.  The  report  stated  “The  Blood  Banks 
Association  of  New  York  State,  Inc.,  will  henceforth 
be  a separate  entity  and  will  not  seek  further  support 
from  the  Medical  Society  of  the  State  of  New 
York.” 

Fimd  for  Relief  of  Indigent  Members  (Section 
119). — The  House  referred  resolution  60-18  to  the 
Board  of  Trustees  for  study  and  report  to  the  1961 
House.  After  receiving  a report  from  the  Physi- 
cians’ Home  as  to  the  number  of  doctors  the  Home  is 
taking  care  of,  the  Board  of  Trustees  decided  “that 
this  was  a local  responsibility  and  should  be  handled 
as  such.”  (See  Annual  Reports,  Board  of  Trustees, 
page  1093.) 

Publication  of  “Standards  of  Practice”  (Section 
131). — The  House  authorized  “a  budgetary  item  of 
$2,500  to  revise  the  ‘Standards  of  Practice  for  Doc- 
tors and  Lawyers’  into  a more  attractive  format  and 
to  contain  a succinct  outline  in  the  beginning.” 
This  appropriation  was  made  at  the  October  meeting 
of  the  Board  of  Trustees. 

War  Memorial  Fund  Benefits  (Section  120). — 
The  House  adopted  a resolution  “that  the  Trustees 
of  the  War  Memorial  Fund  be  authorized  to  provide 
up  to  $1,200  yearly  for  benefits”  with  the  recom- 
mendation “that  the  original  purpose  of  the  War 
Memorial  Fund  be  adhered  to.”  The  Trustees 
voted  in  September  that  beginning  with  the  school 
year  1960-1961  we  provide  these  beneficiaries  with 
$1,200  per  year. 

Secretary’s  Disposition  of  Instructions  of  the  1960 
House  of  Delegates. — A.  Recommendations  of 
Officers,  Committees,  and  Reference  Committees 
Adopted  by  the  House: 

1.  Recommendation  of  the  Reference  Committee 
on  Medical  Services — B “that  each  physician  be 
encouraged  to  have  his  own  personal  physician”  was 
referred  to  the  New  York  State  Journal  of 
Medicine  (Section  197)) 


2.  Recommendation  of  the  Reference  Com- 
mittee on  Medical  Communication  that  the  meet- 
ing days  of  the  House  of  Delegates  be  changed  back 
to  Monday,  Tuesday,  and  Wi'dnesday  was  referred 
to  the  Convention  Committee  (Section  133)) 

3.  Recommendation  of  the  Reference  Committee 
on  Medical  Communication  that  all  facilities  be 
investigated  to  improve  meeting  sites  for  the  conven- 
tion was  referred  to  the  Convention  Committee  and 
to  the  Planning  Committee  (Section  133)) 

4.  Actions  of  the  House  of  Delegates  regarding 
future  plans  proposed  by  the  Planning  Committee 
and  recommendations  of  the  Reference  Committee 
on  Organization  and  Policies  were  referred  to  the 
Planning  Committee  (Section  123) ; 

5.  Actions  of  the  House  of  Delegates  on  recom- 
mendations of  the  Planning  Committee,  amended 
by  the  reference  committee,  regarding  district 
branches  were  referred  to  the  Planning  Committee 
and  to  the  presidents  and  secretaries  of  the  district 
branches  (Section  123) ; 

6.  A recommendation  of  the  Reference  Com- 
mittee on  Medical  Services — B to  “reaffirm  to  the 
Chairman  of  the  Workmen’s  Compensation  Board 
its  opposition  to  the  inclusion  in  the  fee  schedule  for 
podiatrists  of  items  which  are  beyond  the  competence 
of  podiatrists  and  illegal  under  the  practice  of 
podiatry  law”  was  referred  to  the  Workmen’s 
Compensation  Committee  (Section  190)) 

7.  Officers  of  county  medical  societies  have  been 
informed  of  the  increase  in  annual  dues  of  this 
Society  effective  January  1,  1961  (Section  116). 

B.  Resolutions  Adopted  by  the  House: 

60-3,  “Telephone  Prescription  of  Narcotic  Medi- 
cines,” presented  to  the  Commissioner  of  Health  for 
consideration  by  his  advisory  committee  (Section 
143)) 

60-4,  “Extension  of  Notification  Period  in  Public 
Welfare  Cases,”  mailed  to  the  chairman  of  the  Sub- 
committee on  Public  Medical  Care  (Section  165)) 

60-6,  “Payments  to  Physicians  by  Insurance 
Carriers,”  referred  to  the  chairman  of  the  Medical 
Care  Insurance  Committee  (Section  172)) 

60-8,  “Revision  of  Insurance  Forms,”  as  rewritten 
by  the  reference  committee,  transmitted  to  the  Health 
Insurance  Council  (Section  173)) 

60-11,  “Hospital  Practice  of  Medicine,”  trans- 
mitted to  the  president  of  Associated  Hospital 
Service  of  the  Capital  District  (Section  176)) 

60-12,  “State-Wide  Participation  by  Physicians 
in  Blue  Shield  Plans,”  quoted  in  a memorandum  to 
secretaries  of  county  medical  societies  (Section  177)) 

60-14,  “Insurance  Protection  for  Judicial  Council 
and  County  Society  Grievance  Committees,”  re- 
ferred to  the  Malpractice  Insurance  and  Defense 
Board  (Section  218) ) 

60-15,  “Recommendations  to  Board  of  Regents 
to  Relieve  the  Nursing  Shortage,”  referred  to  the 
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Governor  and  to  the  chancellor  of  the  Board  of  Re- 
gents {Section  102) ; 

60-18,  “Care  of  Indigent  Members,”  as  amended, 
was  transmitted  to  the  Board  of  Trustees  {Section 
119)] 

60-19,  “Increased  Educational  Bene6ts  Under 
War  Memorial  Fund,”  referred  to  the  Treasurer  and 
to  the  War  Memorial  Committee  {Section  120) ; 

60-22,  “Increased  Fees  for  Welfare  Visits,”  re- 
ferred to  the  chairman  of  the  Public  Medical  Care 
Subcommittee  {Section  166); 

60-27,  “Procedure  for  Selection  of  Outstanding 
General  Practitioner,”  transmitted  to  the  chairman 
of  the  Committee  on  Public  Relations  {Section  136); 

60-30,  “Workmen’s  Compensation  Fees  for  Osteo- 
paths,” referred  to  the  chairman  of  the  Workmen’s 
Compensation  Committee  {Section  191); 

60-31,  “Amendment  to  Lien  Law,”  sent  to  the 
chairman  of  the  Committee  on  Legislation  and  to  the 
chairman  of  our  representatives  on  the  Joint  Com- 
mittee with  the  Bar  Association  {Section  210) ; 

60-32,  “American  Medical  Association  Publica- 
tions,” was  sent  to  the  director  of  the  Scientific 
Publications  Division  of  the  American  Medical 
Association  {Section  108); 

60-34,  “New  York  State  Civil  Service  Employes 
Contract,”  was  referred  to  the  chairman  of  the 
Medical  Care  Insurance  Committee  {Section  180); 

60-37,  “Essay  Contest  on  Advantages  of  Private 
Medical  Care  or  the  American  Free  Enterprise  Sys- 
tem,” transmitted  to  the  chairman  of  the  Advisory 
Committee  to  the  Woman’s  Auxiliary  and  to  the 
secretaries  of  county  medical  societies  {Section  137) ; 

60-40,  “Workmen’s  Compensation  Rehabilitation 
Program,”  referred  to  the  chairman  of  the  Work- 
men’s Compensation  Committee  {Section  192); 

60-41,  “Medical  Education  and  the  Public,” 
referred  to  the  chairman  of  the  Public  Relations 


Committee — also  presented  to  the  A.M.A.  House  of 
Delegates  {Section  138); 

60-43,  “Nassau  County  Health  Insurance  Proj- 
ect,” transmitted  to  the  Nassau  County  Medical 
Society  with  the  House  of  Delegates  recommenda- 
tion that  their  bulletin  be  circulated  to  all  county 
medical  societies;  also  quoted  in  memorandum  to 
secretaries  of  county  medical  societies  {Section  98); 

60-46,  “Health  Care  of  the  Aged,”  transmitted  to 
the  president  and  vice-president  of  the  United  States, 
the  secretary  of  the  Department  of  Health,  Educa- 
tion, and  Welfare,  the  two  senators  from  New  York 
State,  all  congressmen  from  New  York  State,  all 
members  of  the  House  Ways  and  Means  Committee, 
and  to  the  American  Medical  Association  {Section 
214); 

60-57,  “New  York  International  Exposition,” 
transmitted  to  the  American  Medical  Association 
{Section  110). 

A.M.A.  Resolutions. — The  resolutions  passed  by 
the  House  of  Delegates  of  this  Society  to  be  pre- 
sented to  the  A.M.A.  House  of  Delegates  were  as 
follows: 

1.  Medical  Education  and  the  Public,  resolution 
6O-4I,  Sections  74  and  138; 

2.  A Plan  to  Study  the  Intern  Shortage,  resolution 
60-9,  Sections  4^  and  200; 

3.  A Plan  to  Correct  the  Shortage  of  Interns,  resolu- 
tion 60-16,  Sections  49  and  200; 

4.  Medical  Education  in  the  United  States,  resolu- 
tion 60-21,  Sections  64  and  107; 

5.  Advertising  of  Patent  Medicines,  resolution 
60-33  {revised).  Sections  66  and  136. 

The  disposition  of  these  resolutions  is  reported  by 
the  A.M.A.  delegation.  {See  Annual  Reports, 
American  Medical  Association  Delegates,  page  1167.) 
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To  the  House  of  Delegates,  Gentlemen: 


In  accordance  with  Chapter  XI,  Section  4,  of  the 
Bylaws  of  the  Medical  Society  of  the  State  of  New 
York,  your  Nominating  Committee  met  at  the  Yale 
Club,  44th  Street  and  Vanderbilt  Avenue,  New  York 
City,  on  Thursday,  January  12,  1961,  at  7:00  p.m. 
Present  were  the  following: 


First  District 
Second  District 
Third  District 
Fourth  District 
Fifth  District 
Sixth  District 
Seventh  District 


Henry  I.  Fineberg,  M.D., 

Chairman Queens 

Ralph  S.  Emerson,  M.D. 

Nassau 

Frederic  W.  Holcomb,  M.D. 
Ulster 


James  M.  Blake,  M.D. 

Schenectady 

James  T.  Farrell,  M.D. 

Oneida 

William  T.  Boland,  M.D. 

Chemung 

Arthur  H.  Walker,  M.D. 
Monroe 


Eighth  District 
Ninth  District 
M ember-at-Large 
M ember-at-Large 
Ex  officio 
Ex  officio 


Carlton  E.  Wertz,  M.D. 

Erie 

Reid  R.  Heffner,  M.D. 

Westchester 

William  L.  Wheeler,  Jr.,  M.D. 

New  York 

Frederick  A.  Wurzbach,  Jr., 

M.D Bron.x 

Norman  S.  Moore,  M.D., 

President Tompkins 

John  M.  Galbraith,  M.D., 
President-Elect Nassau 


Yovir  committee  reviewed  suggestions  of  names 
for  those  to  be  nominated  as  received  from  county 
medical  societies,  district  branches,  and  others  in 
response  to  memorandum  of  November  4,  1960. 

Your  Nominating  Committee  submits  the  follow- 
ing nominations  for  vacancies  for  the  Society  year 
commencing  May  10,  1961: 


President 

President-Elect 
Vice-President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 
Speaker 
Vice-Speaker 

Councillors  {three  years) 

H.\iiold  F.  Brown,  M.D.,  Erie 
George  A.  Burgin,  M.D.,  Herkimer 

Trustee  {five  years) 

Renato  J.  Azzari,  M.D.,  Bronx 

Delegates  to  the  American  Medical  Association 
Renato  J.  Azzari,  M.D.,  Bronx 
James  M.  Blake,  M.D.,  Schenectady 
William  T.  Boland,  M.D.,  Chemung 
Harold  F.  Brown,  M.D.,  Erie 
George  A.  Burgin,  M.D.,  Herkimer 
Peter  J.  Di  Natale,  M.D.,  Genesee 
Merle  D.  Evans,  M.D.,  Monroe 
Leo  E.  Gibson,  M.D.,  Onondaga 
James  Greenough,  M.D.,  Otsego 

The  nine  receiving  the  largest  number  of  votes 
will  be  delegates,  and  the  second  nine  will  be  alter- 
nates. We  are  allowed  one  delegate  per  each  thou- 


. .John  M.  Galbraith,  M.D.,  Nassau 

Joseph  A.  Lane,  M.D.,  Monroe 

Reid  R.  Heffner,  M.D.,  Westchester 
.William  L.  Wheeler,  Jr.,  M.D.,  New  York 
Ezra  A.  Wolff,  M.D.,  Queens 
Maurice  J.  Dattelbaum,  M.D.,  Kings 
Samuel  Z.  Freedman,  M.D.,  New  York 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
E.  Dean  Babbage,  M.D.,  Erie 

John  C.  McClintock,  M.D.,  Albany 
Joseph  G.  Zimring,  IM.D.,  Nassau 


{two  years,  commencing  January  1,  1962) 

George  J.  Lawrence,  Jr.,  M.D.,  Queens 
Charles  R.  Mathews,  M.D.,  Monroe 
Norman  S.  Moore,  M.D.,  Tompkins 
Bernard  J.  Pisani,  M.D.,  New  York 
William  B.  Rawls,  M.D.,  New  York 
Solomon  Schussheim,  M.D.,  Kings 
Robert  F.  Warren,  M.D.,  Kings 
Waring  Willis,  M.D.,  Westchester 
Ezra  A.  AVolff,  M.D.,  Queens 

sand  A.M.A.  members  or  part  thereof. 

Respectfully  submittetl, 

Henry  I.  Fineberg,  M.D.,  Chairman 
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Special  Committee  on  Constitution  and  Bylaws 


To  the  House  of  Delegates,  Gentlemen: 

Your  Special  Committee  on  Constitution  and 
Bylaws  consists  of  the  following: 


George  A.  Burgin,  M.D.,  Chairman Herkimer 

Alfred  A.  Hartmann,  M.D Franklin 

Ezra  A.  Wolff,  M.D Queens 


The  following  amendments  to  the  Constitution 
and  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York,  submitted  as  resolutions  at  the  annual 
meeting  of  the  House  of  Delegates  in  1960,  were 
carefully  studied  and  advice  of  the  Council  was 
also  sought. 

A new  approach  to  some  of  the  questions  and 
problems  presented  was  attempted.  Through  the 
Department  of  Communications  we  asked  each 
state  society,  including  the  District  of  Columbia 
and  the  Panama  Canal  Zone,  to  send  us  a copy  of 
its  constitution  and  bylaws.  We  received  45  out 
of  the  52  requested.  These  are  being  studied,  and  it 
is  anticipated  that  an  analysis  will  be  made  available 
to  the  delegates  before  the  annual  meeting  in  May. 
Already  some  pertinent  facts  have  been  ascertained 
and  these  will  be  mentioned  as  they  apply  to  the 
following  amendments. 

In  view  of  the  amount  of  research  and  the  funda- 
mental responsibility  placed  on  this  committee,  the 
chairman  respectfully  suggests  that  the  membership 
of  the  committee  be  increased  next  j^ear.  This 
committee  might  well  initiate  appropriate  amend- 
ments in  the  light  of  suggestions  found  in  the  con- 
stitutions of  other  states. 

The  proposed  amendments  and  the  committee’s 
reports  on  them  follow. 

Resolution  60—35 — Selection  of  Nominating 
Committee 

This  amendment  would  provide  that  the  President 
of  the  State  Society  appoint  his  Nominating  Com- 
mittee from  a list  of  four  designees  submitted  by  each 
district  branch  within  sixty  days  following  the  an- 
nual meeting.  The  appointment  of  two  members 
“at  large”  would  not  be  changed. 

The  resolution  reads  as  follows: 

Whereas,  the  nominating  committee  of  any 
organization  is  one  of  its  most  important  com- 
mittees; and 

Whereas,  this  committee  should  be  carefully 
chosen ; and 

Whereas,  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  provides  that 
the  Nominating  Committee  shall  be  chosen  from 
each  district  branch;  and 

Whereas,  at  present  this  is  completely  the 
responsibility  of  the  president;  and 


Whereas,  it  is  impossible  for  the  president  to 
be  well  acquainted  with  members  from  all  areas 
of  the  State;  now  therefore  be  it  hereby 

Resolved,  that  Chapter  VII,  Section  1,  of  the 
Constitution  be  amended  by  adding  after  the 
word  “appoint”  in  line  7:  “from  a list  of  four 
names  submitted  by  the  executive  committee  of 
each  district  branch  provided  such  names  are 
submitted  within  sixty  days  after  the  annual  meet- 
ing of  the  State  Society,  and  not  receiving  a list, 
a man  of  his  own  choice  from  that  area,”  so  that 
Section  1 would  then  read: 

“.  . . Within  three  months  after  assuming  the 
office  of  president  he  shall  appoint  from  a list  of 
four  names  submitted  by  the  e.xecutive  committee 
of  each  district  branch  provided  such  names  are 
submitted  within  sixty  days  after  the  annual 
meeting  of  the  State  Society,  and  not  receiving  a 
list,  a man  of  his  own  choice  from  that  area,  a 
nominating  committee  and  it  shall  be  pub- 
lished.” 

Your  committee  could  not  agree  on  an  unanimous 
recommendation.  The  following  is  the  majority 
report  supported  by  Drs.  Hartmann  and  Wolff. 

Majority  Report. — We  agree  in  principle  with  and 
offer  the  following  substitute  for  this  resolution: 
Resolved,  that  in  Chapter  VII,  Section  1, 
of  the  Bylaws  the  sentence  reading,  “Within  three 
months  after  assuming  the  office  of  president, 
he  shall  appoint  a nominating  committee,  and  it 
shall  be  published,”  shall  be  deleted  and  the  fol- 
lowing substituted  therefor:  “He  shall  appoint  a 
nominating  committee  in  accordance  with  the 
provisions  of  Chapter  XI,  Section  4,  whose  names 
shall  be  published  in  the  New  York  State  Jour- 
nal OF  Medicine  within  three  months  of  his  as- 
sumption of  office.  In  the  event  that  a district 
branch  does  not  submit  a list  of  names  within 
the  first  sixty  daj's  of  his  term,  the  president  shall 
appoint  a member  of  his  own  choice  from  that 
district  branch,”  and  be  it  hereby  further 

Resolved,  that  in  Chapter  XI,  Section  4,  the 
first  sentence  shall  be  deleted  and  the  following 
substituted  therefor:  “The  Nominating  Com- 

mittee shall  be  appointed  by  the  President  in 
accordance  with  the  provisions  of  Chapter  VII, 
Section  1,  and  shall  comprise  eleven  members, 
one  to  be  chosen  from  a list  of  designees  sub- 
mitted by  each  district  branch  respectively,  and 
two  additional  members  at  large.” 

Minority  Report. — The  minority  report  sub- 
mitted by  your  chairman  recommends  disapproval 
of  the  resolution  and  would  point  out: 
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1.  The  members  of  the  nominating  committee 
are  now  selected  from  each  district  branch  with  two 
“at  large”  from  the  metropolitan  area. 

2.  This  amendment  would  seem  to  suspect  the 
abihty  or  sincerity  of  a president  elected  by  this 
House  of  Delegates. 

3.  The  downstate  area,  as  expressed  by  a mem- 
ber of  the  Council  from  that  region,  would  not  be 
aided  locally. 

4.  The  designated  members  from  the  district 
branches  would  probably  be  named  by  the  president 
of  the  district  branch  who  might  not  be  acquainted 
with  the  interested  members  of  the  component 
county  societies. 

5.  The  present  system  of  the  appointment  of  a 
nominating  committee  by  the  president  has  worked 
well  over  the  past  few  years  since  it  has  been  in 
operation. 

The  House  of  Delegates  will  decide  this  problem. 

Resolution  60—53 — Compulsory  A.M.A. 
Membership 

Resolution  60-53  is  reported  in  full,  as  follows: 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  not  received  a true  numerical  repre- 
sentation in  the  affairs  of  the  American  Medical 
Association  equal  to  and  proportionate  to  other 
state  medical  societies;  and 

Whereas,  the  unification  of  all  doctors  of  medi- 
cine and  surgery  can  be  accomplished  only  by 
total  membership  in  one  solid  and  forceful  or- 
ganization; and 

Whereas,  the  realization  of  the  purposes  of  our 
medical  societies  can  best  be  realized  by  such  a 
complete  medical  body;  and 

Whereas,  changes  and  improvements  in 
A.M.A.  thought  and  procedure  can  be  accom- 
plished only  by  full  participation  of  all  doctors; 
and 

Whereas,  the  splintering  of  our  forces  can  best 
be  prevented  by  such  unity  of  membership;  and 

Whereas,  membership  in  the  parent  organiza- 
tion of  medicine  should  be  the  desire  and  pride  of 
all  doctors  of  medicine;  now  therefore  be  it 
hereby 

Resolved,  that  the  Bylaws  be  amended  as  fol- 
lows: 

1.  Amend  Chapter  I,  Section  1,  first  sentence, 
to  add  following  the  words  “county  medical 
societies”  the  words  “and  the  American  Medical 
Association”; 

2.  Amend  Chapter  I,  Section  2(a),  first  sen- 
tence, to  add  following  the  words  “assessment  of 
the  State  Society”  the  words  “and  the  dues  of 
the  American  Medical  Association”; 

3.  Amend  Chapter  I,  Section  3,  first  sentence, 
to  add  following  the  words  “component  county 
society”  the  words  “the  American  Medical  As- 
sociation” and  change  the  word  “its”  to  “their” 


in  the  third  line  of  said  section. 

This  proposed  amendment  was  fully  discussed 
and  the  minority  report  of  the  Reference  Committee 
on  Reports  of  Officers,  1960,  was  noted.  This  report 
emphasized  the  thought  that  “a  majority  of  mem- 
bers in  the  metropolitan  area  have  expressed  a de- 
sire not  to  require  this  qualification  for  membership 
in  the  county  societies  of  this  area.”  However,  the 
majority  report  of  this  committee  states: 

“Several  attempts  have  been  made  in  the  past 
several  years  to  increase  our  membership  in  the 
A.M.A.,  none  of  which  has  been  successful.  De- 
spite the  fact  that  we  are  the  largest  state  medical 
society  in  the  country,  we  have  a shameful  repre- 
sentation in  the  [A.M.A.]  House  of  Delegates. 
Since  all  of  our  problems  must  be  settled  on  a na- 
tional level  and  since  the  A.M.A.  has  led  the  way  in 
scientific,  educational,  and  professional  problems, 
we  can  present  a united  front  on  these  problems  only 
by  all  members  of  the  Medical  Society  of  the  State 
of  New  York  becoming  members  of  the  A.M.A. 

On  November  10,  1960,  the  Membership  Com- 
mittee approved  the  following: 

“In  accordance  with  the  majority  of  the  Reports 
of  Officers  Reference  Committee,  the  Membership 
Committee  recommends  to  the  Council  that  mem- 
bership in  the  American  Medical  Association  be  re- 
quired of  all  members  of  the  Medical  Society  of  the 
State  of  New  York.  There  were  7 affirmative,  2 
negative,  and  1 abstention  votes.” 

The  Council  approved  this  report  and  brought  out 
that  this  is  an  advisory  opinion  for  the  benefit  of 
the  House  of  Delegates  and  its  Special  Committee 
on  Constitution  and  Bylaws. 

Your  committee  is  unanimous  in  its  recommenda- 
tion to  approve  this  amendment.  It  feels  that  it  is 
of  such  paramount  importance  that  the  following 
address  of  Louis  H.  Bauer,  M.D.,  Ex-President, 
which  he  gave  at  the  1960  House  of  Delegates, 
should  be  incorporated  in  this  report: 

Mr.  Speaker,  I am  particularly  interested  in  the 
section  of  the  report  calling  for  efforts  on  the  part  of 
the  Council  to  start  an  educational  campaign  about 
membership  in  the  American  Medical  Association. 
I have  just  read  a resolution  which  was  passed 
around  this  afternoon  calling  for  compulsory  mem- 
bership in  the  A.M.A.  Perhaps  what  I have  to  say 
would  be  better  said  in  connection  with  that  resolu- 
tion, but  as  that  calls  for  an  amendment  to  the 
Constitution  and  Bylaws,  I assume  that  it  must  lay 
on  the  table  until  next  year  and  will  not  be  dis- 
cussed at  this  time,  so  I am  going  to  say  what  I 
have  to  say  right  now. 

I think  it  is  rather  disgraceful  that  the  Medical 
Society  of  the  State  of  New  York  with  nearly  25,000 
members  has  17  delegates — I believe  this  year  it  will 
have  18  delegates. 

We  often  hear  the  following;  “What  did  the 
A.M.A.  ever  do  for  me?”  “Why  should  I join?”  If 
doctors  would  stop  to  realize  that  the  entire  en- 
vironment of  medical  practice  in  this  country  today  is 
due  to  the  A.M.A.,  such  questions  would  not  be  asked. 
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Take,  for  example,  the  activities  of  some  of  the 
A.M.A.  councils  and  bureaus:  Fifty  years  ago  medi- 
cal education  in  this  country  was  at  a low  ebb  and 
more  or  less  of  a laughing  stock  all  over  the  world. 
Only  a half-dozen  schools  really  gave  good  medical 
education.  It  was  the  campaign  of  the  Council  on 
Medical  Education  and  Hospitals  that  resulted  in 
our  having  today  nothing  but  first  class  schools  and 
medical  education  in  the  United  States  which  is  not 
surpassed  anywhere  in  the  world.  The  former  Coun- 
cil on  Pharmacy  and  Chemistry,  now  known  as  the 
Council  on  Drugs,  started  investigating  the  relia- 
bility of  various  medicaments  which  were  issued  by 
the  various  pharmaceutical  organizations.  It  gave 
the  profession  an  opportunity  to  know  what  these 
various  medications  were,  what  could  be  expected  of 
them,  and  so  forth.  One  of  the  results  was  that  the 
Federal  government  established  its  Commission  on 
Food  and  Drugs  and  originally  used  much  of  the  ma- 
terial issued  by  this  Council  for  action.  The  Federal 
Trade  Commission  came  along  soon  after  that  to 
prosecute  some  of  these  quacks  and  bar  some  of  the 
quack  remedies  from  being  put  on  the  market. 

The  Bureau  of  Investigation  has  shown  up  quacks 
and  nostrums.  I think  the  A.M.A.  has  been  sued 
for  something  like  $50,000,000  for  the  statements  it 
has  made  about  quackery  and  nostrums,  and  I think 
the  total  amount  paid  so  far  was  in  one  case  one 
cent  and  in  one  case  one  dollar,  due  to  technicalities. 
The  Council  on  Foods  and  Nutrition  set  up  stand- 
ards, particularly  for  food  additives,  special  foods, 
and  vitamins.  The  Council  on  Medical  Physics  has 
established  regulations  and  made  suggestions  about 
various  types  of  apparatus  and  about  physical  medi- 
cine. 

The  Council  on  Occupational  Health  established 
standards  for  medical  care  in  industry.  The  Council 
on  Rural  Health  has  done  the  same  for  the  rural 
areas — and  succeeded  materially  in  increasing  the 
standards  of  medical  care  in  those  areas.  The  Bureau 
of  Health  Education  has  done  a great  deal  in  alerting 
the  public  via  radio,  television,  and  through  its 
pamphlets  for  the  teaching  of  health  matters  to 
students.  The  Legislative  Committee  has  kept  us 
alerted  about  various  legislative  proposals  which 
have  appeared  in  Congress,  and  I may  say  this — 
that  were  it  not  for  the  A.M.A.  you  would  not  be 
practicing  in  a free  state  today! 

Everybody  says  the  A.M.A.  is  always  opposed  to 
everything — never  for  anything.  In  the  first  session 
of  this  Congress,  this  present  Congress,  there  were  15 
bills  on  health  matters  on  which  the  A.M.A.  con- 
sidered it  important  enough  to  take  a stand.  It  ap- 
proved 13  of  the  15.  On  one  of  them  it  issued  a 
statement  of  information  for  the  benefit  of  Congress 
without  taking  any  stand.  It  opposed  one. 

The  publications  of  the  A.M.A.  are  certainly  out- 
standing. I am  not  going  to  take  time  to  go  into 
what  they  are.  Recently  the  A.M.A.  decided  that  all 
its  members  previously  receiving  the  Journal  of  the 
American  Medical  Association  would  receive  in  addi- 
tion one  of  the  nine  specialty  journals,  plus  Today's 
Health,  plus  AM  A News,  the  cost  of  which  alone  far 
exceeds  the  $25  membership  dues  requirement  of  the 
A.M.A. 

We  have  a small  New  York  delegation.  We  fre- 
quently hear  cracks  as  to  why  we  do  not  accomplish 
more.  It  is  because  we  do  not  have  the  strength  we 
should  have.  I see  no  reason  why  a man  who  be- 
longs to  his  county  society  and  must  join  the  State 
Society  should  not  also  be  compelled  to  belong  to 
the  A.M.A.  I see  no  excuse  for  our  not  having  more 
members  in  the  A.M.A.  I believe  the  chief  reason  is 


ignorance  on  the  part  of  doctors  because  they  do  not 
know  what  the  A.M.A.  is  or  what  it  is  doing  for 
them. 

I have  had  the  opportunity  in  the  last  thirteen 
years  to  go  twice  around  the  world,  back  and  forth 
across  the  Pacific,  and  twenty-five  times  to  Europe. 
I have  seen  what  has  happened  in  these  countries  and 
I can  tell  you  that  whenever  the  medical  profession 
has  accomplished  anything,  whenever  it  has  pre- 
vented further  intervention  of  government  into 
medical  care,  it  was  beeause  the  medical  profession 
has  stood  as  a unit,  and  when  they  have  not  stood 
as  a unit  they  have  gone  down  the  drain,  and  that 
is  what  is  happening  in  this  country.  We  are  not 
united.  Our  opportunity  for  unity  is  through  the 
A.M.A. 

Now  you  may  not  always  agree  with  the  A.M.A. 
You  do  not  all  agree  with  everything  the  State 
Society  or  your  county  society  does.  Is  that  any 
reason  for  not  participating  in  them  and  taking  part 
in  their  activities? 

We  believe  it  is  of  interest  to  note  that  ten  state 
medical  societies  have  compulsory  A.M.A.  member- 
ship, among  them  two  of  the  largest,  Cahfornia  and 
Illinois.  The  states  are  as  follows:  Arizona,  Cali- 
fornia, Colorado,  Illinois,  Mississippi,  Montana, 
Nebraska,  Nevada,  Oklahoma,  and  Wisconsin. 

In  view  of  the  above,  we  recommend  approval  of 
this  resolution  which  would  make  membership  in 
the  American  Medical  Association  compulsory  in 
the  Medical  Society  of  the  State  of  New  York. 

Resolution  60-58 — Changes  in  Constitution 
and  Bylaws  to  Implement  the  Management 
Survey  Report  of  1958 

Specifically  this  proposed  amendment  would 
change  the  fundamental  basis  of  the  State  Society 
from  a bicameral  to  a unicameral  governing  body. 

, The  resolution  follows: 

Whereas,  the  House  of  Delegates  in  1958 
authorized  implementation  of  as  much  of  the 
Survey  Report  as  practical;  and 

Whereas,  several  delegates  of  this  convention 
feel  that  in  the  future  more  of  the  report  should 
be  implemented;  now  therefore  be  it  hereby 

Resolved,  that  the  following  notice  of  change  of 
Constitution  and  Bylaws  be  introduced  in  accord- 
ance with  the  provisions  of  Article  XIII  of  the 
Constitution  and  Chapter  XVII  of  the  Bylaws 
of  this  Society,  to  wit:  as  printed  in  the  Annual 
Report  for  the  House  of  Delegates  1959,  pages 
1652  to  1659,  Constitution  (2),  (3),  (4),  (5),  (6), 

(8) ,  (9);  Bylaws  (1),  (2),  (3),  (4),  (5),  (6),  (8), 

(9) ,  (10),  (11),  (12),  (13-1,  2, 3, 4,  5,  7, 8,  9, 10, 11), 
(14),  (15-1),  (16),  (17),  (18),  (19),  (20),  (21),  (22- 
1,  2). 

Your  committee  could  not  agree  on  an  unanimous 
recommendation  on  the  resolution. 

Majority  Report. — A majority  report  of  Drs. 
Burgin  and  Wolff  recommends  disapproval  and 
points  out  that: 

1.  The  suggestions  of  the  Management  Survey 
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Report  not  requiring  amendments  to  the  Constitu- 
tion and  Bylaws  have  not  been  completely  satis- 
factory in  their  operation  up  to  date. 

2.  The  Ad  Hoc  Committee  of  the  Council,  Dr. 
Azzari,  chairman,  still  feels  that  this  change  is 
unwise. 

3.  The  Medical  Society  of  the  State  of  New 
York,  as  the  largest  in  the  nation,  presents  problems 
not  applicable  to  the  smaller  states  which  have  a 
unicameral  system  of  government. 

Minority  Report. — The  minority  report  of  Dr. 
Hartmann  follows: 

After  due  deliberation  on  the  many  facets  in- 
volved and  with  respectful  cognizance  of  the 
opinions  of  my  fellow  committee  members,  I am 
casting  my  vote  for  a unicameral  S3^stem  for  the 
Medical  Society  of  the  State  of  New  York  for  the 
following  reasons: 

1.  It  was  the  recommendation  of  the  Edlund 
Report; 

2.  Only  three  states  out  of  the  fifty  still  use  the 
bicameral  system; 

3.  A unicameral  system  cannot  help  but  be  more 
efficient,  less  costly,  and  less  cumbersome  for  the 
transaction  of  the  business  of  the  State  Society. 

Resolution  60—59 — Clarifying  Membership  as  to 
‘‘Good  Standing,  Resignation,  and  Status  on 
Removal  from  State’' 

The  proposed  amendment  is  as  follows: 

Resolved,  that  the  Bylaws  of  the  Medical  So- 
ciety of  the  State  of  New  York  be  amended  as 
follows: 

1.  Amend  Chapter  I,  Section  2,  to  delete  the 
sentence,  “The  term  ‘good  standing’  is  hereby 
defined  as’’: 

2.  Amend  Chapter  I,  Section  2(a),  to  substi- 
tute the  following  new  paragraph:  “(a)  Annual 
dues  and  assessments  are  due  and  payable  on  the 
first  day  of  January  of  each  year.  The  dues  year 
shall  coincide  with  the  calendar  year,  January  1 
to  December  31.” 

3.  Amend  Chapter  I,  Section  2(b),  first  sen- 
tence, as  follows:  “(b)  Any  member,  except  a 
member  who  is  eligible  and  has  applied  for  life 
membership,  whose  dues  and  assessments  are  un- 
paid after  March  1st  of  any  current  year  is  not  in 
good  standing  and  shall  be  deemed  to  be  in 
arrears.” 

4.  Amend  Chapter  I,  Section  2(b)  to  delete 
the  second  sentence. 


5.  Amend  Chapter  XIV,  Section  2,  to  add 
the  following  paragraph  as  the  second  paragraph: 
“A  member  in  good  standing,  whose  resignation 
from  membership  in  his  component  county 
society  shall  have  been  duly  accepted,  shall  be 
considered  to  have  resigned  from  the  State  Society 
as  of  the  same  date.” 

6.  Amend  Chapter  XIV,  Section  2,  by  sub- 
stituting for  the  present  second  paragraph  (which 
then  becomes  the  third  paragraph):  “When  any 
member  in  good  standing,  other  than  a life  or 
honorary  member  ceases,  between  March  1st 
and  December  31st,  to  reside  and  practice  in  the 
State  of  New  York,  he  shall  be  considered  to  have 
resigned  from  membership  effective  as  of  that 
December  31st.  If  such  cessation  to  reside  and 
practice  occurs  between  January  1st  and  March 
1st,  he  shall,  provided  he  has  been  in  good  stand- 
ing for  the  prior  calendar  year,  be  considered  to 
have  resigned  from  membership  effective  as  of  the 
previous  December  31st.” 

7.  Amend  Chapter  XIV,  Section  2,  to  add  the 
following  paragraph  as  the  fourth  paragraph: 
“Upon  resignation,  a member  shall  forfeit  all 
rights  and  title  to  any  share  in  the  privileges  and 
property  of  the  State  Society,  the  district  branch, 
and  his  component  county  society.” 

8.  Amend  Chapter  VII,  Section  9,  ninth  line, 
to  change  “June”  to  “April.” 

9.  Amend  Chapter  XIV,  Section  5,  eighth  line, 
to  change  “June”  to  “April.” 

Your  committee  xmanimously  approves  this 
amendment. 


Resolution  60-60 — Status  of  Past-Presidents 
The  proposed  resolution  is  as  follows: 

Resolved,  that  Chapter  II,  Section  1,  of  the 
Bylaws  be  amended  so  that  the  sentence  which 
now  reads,  “Past-presidents  of  the  Society  shall 
be  life  members  of  the  House  of  Delegates”  shall 
be  changed  to  read  “Past-presidents  of  the  Society 
shall  be  members  for  life  of  the  House  of  Dele- 
gates with  all  the  privileges  of  elected  dele- 
gates.” 

Your  committee  approves  this  resolution  and 
recommends  its  adoption. 

Respectfully  submitted, 

George  A.  Burgin,  M.D.,  Chairman 
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Reports  in  this  section  are  referred  to  the  Reference  Committee  on  Rc'ports  of  Officers, 
consisting  of  the  following: 

Solomon  Schussheim,  M.D.,  Kings,  Chairman 

Arthur  H.  Diedrick,  M.D.,  Westchester 

James  I.  Farrell,  M.D.,  Oneida,  Section  on  Ophthalmology 

Adelaide  Romaine,  M.D.,  New  York 

Eldred  J.  Stevens,  M.D.,  Steuben,  Seventh  District  Branch 


President 


To  the  House  of  Delegates,  Gentlemen: 

Each  year  it  is  the  duty  of  the  President  to  write 
a report  to  be  published  in  the  April  1 issue  of  the 
Journal.  There  being  an  interval  of  six  weeks 

between  the 
time  he  sends 
the  report  to 
the  Journal 
and  the  time  it 
appears  in  print, 
the  President 
sometimes  ap- 
pears to  be  a 
little  behind  the 
times.  Much 
can  happen  in 
six  weeks  in  the 
fast  moving  po- 
litical stream 
in  which  medi- 
cine has  become 
the  especial  tar- 
get of  the  liber- 

NORMAN  8.  MOORE,  M.D. 

I am  glad  to  say,  however,  with  my  term  of  office 
three  quarters  gone,  that  many  committee  reports 
are  already  filed,  and  the  work  of  other  groups  is 
known  to  the  extent  that  I can  discuss  several 
areas  of  activity  where  either  accomplishments 
have  already  been  indicated  or  conclusions  are 
well  under  way.  Following  my  election  as  president- 
elect two  years  ago,  I said  that  it  was  the  toil  of  the 
staff,  officers,  members  of  the  Council,  Board  of 
Trustees,  and  various  committees  which  made  an 
administration  successful.  I also  said,  “I  hope  and 
pray  for  the  leadership  to  mobilize  the  resources 
of  this  group  for  a successful  year.”  Whatever 
measure  of  success  I have  had  is  based  on  these  two 


sources. 

I write  this  report  more  convinced  than  ever  that 
the  President’s  job  is  to  understand  the  breadth 
of  the  undertakings  of  the  Society  and  lend  en- 
couragement wherever  and  whenever  he  can  in  the 
work  of  staff,  officers,  councillors,  committees. 
Trustees,  and  members  of  the  Society.  He  must 
produce  at  times  that  one  spark  which  lights  motiva- 
tion. He  can  make  the  way  easier,  but  he  should 
never  usurp  the  prerogatives  of  the  people  who  are 
doing  things.  In  other  words  he  should  and  is  in 
position  to  run  interference.  Also  he  must  be  a 
blocking  back  when,  in  his  judgment,  ideas  are 
unsound  or  premature  or  not  in  the  best  interest 
of  the  Society. 

I said  last  year,  “I  take  the  job  with  a feeling  of 
humility  and  trepidation,”  the  former  because  you 
picked  me  from  a group  of  so  many  able  persons, 
the  latter  because  of  the  obligation  to  follow  your 
mandates,  when  circulating  on  a broad  front  among 
various  medical  philosophic,  economic,  labor,  and 
government  groups,  both  State  and  Federal,  in- 
terpreting the  Society’s  policies,  convictions,  and 
recommendations.  As  I report  to  you  now,  I am 
more  humble  than  ever  and  have  more  trepidation 
than  a year  ago.  Later  in  this  progress  report, 
and  finally  in  an  oral  report  to  the  House,  I shall 
tell  you  more  of  my  observations  with  both  medical 
and  nonmedical  groups. 

The  Headquarters  Office. — We  have  been  at 
750  Third  Avenue  less  than  three  full  years  and 
already  the  10,000  square  feet  we  thought  adequate 
for  years  to  come  have  become  inadequate  for 
efficient  operation  of  the  office.  The  editorial 
space  of  the  Journal  is  acutely  inadequate.  The 
membership  and  Directory  space  is  crowded.  Steno- 
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graphic  desk  space  is  limited  now  and  will  become 
acute  if  and  when  more  stenographers  are  added. 

Your  President  believed  that  good  office  manage- 
ment was  an  integral  part  of  protecting  your  dues 
dollar  from  waste  through  unnecessary  personnel 
and  inefficiency  through  poor  morale.  Conse- 
quently he  immediately  set  about  to  strengthen 
the  Office  Administration  and  Policies  Committee. 
Directives  were  sent  to  committee  chairmen  an- 
nouncing that  any  recommendation  for  new  per- 
sonnel or  new  equipment  must  be  cleared  with  the 
Office  Administration  and  Policies  Committee 
before  being  sent  to  the  Budget  Committee.  This 
procedure  is  now  in  effect. 

The  chairman  of  the  Office  Administration  and 
Policies  Committee  and  the  President  spent  three 
days  in  June  interviewing  employes.  Many  con- 
flicts which  created  poor  morale  or  inefficiency, 
or  both,  were  discovered,  and  where  possible  these 
were  corrected.  It  became  obvious  to  the  Office 
Administration  and  Policies  Committee  and  to  the 
executive  director  that  a more  thorough  study  of 
employe  working  conditions,  job  specifications, 
personnel  policies,  and  salary  scales  should  be 
made  by  an  outside  expert.  The  Council  approved 
such  a study.  It  was  begun  in  December  but  is  as 
yet  incomplete;  however,  a report  will  be  available 
by  the  time  the  House  meets. 

The  affairs  of  the  headquarters  office  again  came 
to  the  fore  with  the  resignation  of  the  executive 
director,  Herbert  T.  Wagner,  M.D.,  in  October. 
Following  acceptance  of  the  resignation,  the  Council 
and  Board  of  Trustees  gave  the  executive  director 
a leave  of  absence  until  January  1,  1961,  when  the 
resignation  became  effective.  In  order  that  official 
direction  of  the  headquarters  staff  be  assured  in  the 
interim  before  a new  executive  director  assumed 
office,  the  elected  secretary,  William  J.  Wheeler, 
Jr.,  M.D.,  was  authorized  by  the  Council  to  be  in 
charge  of  the  headquarters  office. 

I wish  to  express  deep  appreciation  to  the  head- 
quarters staff,  John  J.  Masterson,  M.D.,  chairman 
of  the  Office  Administration  and  Policies  Committee, 
Dr.  Wheeler,  secretary,  and  Henry  I.  Fineberg, 
M.D.,  pastrpresident,  for  their  assistance  in  bringing 
about  harmonious  and  efficient  performance  of  the 
headquarters  office  during  my  administration. 

The  Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation. — Two  years  ago  you  heard  the 
recommendation  of  the  Council  that  the  Medical 
Society  of  the  State  of  New  York  follow  a procedure 
which  the  Pennsylvania  State  Medical  Society 
initiated  when  it  established  a scientific  and  educa- 
tional foundation,  separate  from  the  Society,  yet 
with  a sufficiently  close  relationship  through  common 
objectives  and  membership  to  permit  the  Society 
to  solicit  funds  from  outside  the  Society  and  to  ex- 
pend those  funds  in  the  profession’s  and  general 


public’s  behalf  for  better  postgraduate  programs 
for  the  profession  and  better  health  programs  for  the 
public — such  as  rural  health  programs  or  promotion 
of  public  health  departments  where  they  do  not 
exist  and  are  needed. 

Last  year  your  president.  Dr.  Henry  Fineberg, 
registered  his  disappointment  that  formal  action 
toward  establishing  a foundation  was  so  slow.  This 
year  I can  report  with  pleasure  that  the  Empire 
State  Medical,  Scientific  and  Educational  Founda- 
tion has  been  legally  incorporated  and  is  now  in 
active  operation.  It  has  bylaws,  officers,  and  a 
board  of  directors  and  has  received  its  first  grant — 
one  from  the  State  Health  Department — which  was 
earmarked  by  the  directors,  acting  as  a project 
committee  of  the  whole,  for  a maternity  mortality 
study  with  Edward  C.  Hughes,  M.D.,  as  project 
director. 

Also  the  Foundation  received  funds  from  the 
Board  of  Trustees  of  the  Medical  Society  of  the 
State  of  New  York  in  two  categories: 

1.  Funds  expendable  for  the  work  of  the  Com- 
mittee on  Public  Health  and  Education. 

2.  In  addition,  funds  accumulated  by  the  Com- 
mittee on  Public  Health  and  Education  in  connec- 
tion with  the  publication  of  What  Goes  On  have  been 
transferred  to  the  Foundation  to  cover  its  operating 
expenses. 

The  creation  of  this  Foundation  can  have  marked 
effects  on  the  relationship  of  the  Medical  Society 
and  the  people  of  New  York  State.  May  its  in- 
tegrity of  purpose  and  efficiency  of  operation  long 
continue  to  attract  funds  from  philanthropic  sources, 
business,  government,  and  individuals,  and  may  it 
always  serve  the  dignified  purpose  its  founders  in- 
tended for  it. 

Committees. — The  perennial  problem  of  the 
President,  that  of  knowing  in  February  which 
committees  work  he  should  give  emphasis  to,  con- 
fronts me  now.  In  general  the  various  committees 
have  had  a most  active  year  so,  unless  there  are 
special  issues  under  consideration,  I shall  leave  the 
reports  of  the  committees  for  your  perusal.  There 
are,  however,  some  committees  whose  work  has  been 
unusually  important  to  the  Society,  or  whose  re- 
ports are  already  filed.  On  these  I shall  comment. 

Publication. — Last  year  the  House  of  Delegates 
gave  the  Publication  Committee  a mandate  to 
improve  the  quality  of  the  Journal  and  to  attempt 
to  increase  its  circulation  outside  New  York  State. 
The  chairman,  the  editor,  and  the  advertising  di- 
rector gave  much  thought  to  this  mandate  during 
the  summer.  A subcommittee  was  appointed  to 
study  alternative  plans  of  reorganization.  Another 
subcommittee  was  appointed  to  scrutinize  the 
Directory  and  make  recommendations.  Both  of 
these  subcommittees  reported  to  the  Publication 
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Committee  in  November  which  in  turn  recom- 
mended a plan  of  reorganization  to  the  Council. 
By  this  plan  editorial  responsibility  for  both  the 
Journal  and  the  Directory  would  be  under  the 
editor;  responsibility  for  business  and  advertising 
of  the  two  publications  would  be  under  the  director 
of  business  and  advertising.  The  latter  position 
was  designated  as  filled  by  Mr.  Charles  L.  Baldwin; 
the  editor’s  position  was  designated  as  filled  by 
Laurance  D.  Red  way,  M.D.  The  Council  and 
Trustees  passed  these  recommendations  in  No- 
vember. 

The  following  day  a major  loss  to  the  Society 
occurred.  Dr.  Laurance  Redway,  editor  of  the 
Journal  for  many  years,  died  suddenly  in  Ossining. 
The  Publication  Committee  realized  it  must  con- 
tinue with  the  plan  of  reorganization  no  matter 
how  great  the  loss  of  Dr.  Redway  had  been.  Wil- 
liam Hammond,  M.D.,  kindly  agreed  temporarily 
to  guide  the  editorial  staff  as  assistant  editor. 

The  loss  of  Laurance  Redway  left  a deep  void 
in  the  intellectual  and  cultural  components  of  the 
Journal  staff.  One  of  the  finest  tributes  which 
could  be  paid  to  the  memory  of  a friend  and  col- 
league was  paid  to  Dr.  Redway  in  the  form  of  a 
memorial  issue  of  the  Journal  on  January  1.  The 
Council  appropriately  voted  to  have  a reprint  of 
the  memorial  section  of  that  issue  bound  in  leather 
and  presented  to  Mrs.  Redway  as  a token  of  the 
appreciation  and  high  esteem  in  which  his  col- 
leagues held  her  husband. 

There  was  loss  of  advertising  income  this  year 
caused  partly  by  the  retrenchment  program  of  drug 
companies  following  the  Kefauver  hearings,  partly 
by  the  economic  recession  of  1960,  and  partly  by 
the  fact  that  research  in  the  drug  industry  had  failed 
to  come  up  with  more  new  products.  As  the  fiscal 
year  1960  drew  to  a close,  the  loss  of  advertising 
revenue  was  found  to  be  less  than  anticipated. 

Legislation. — It  is  not  a new  idea  to  combine  the 
Committee  on  Legislation  with  the  Committee 
on  Public  Relations,  either  formally  under  one  head 
or  with  cochairmen.  The  Planning  Committee 
made  a similar  observation  nearly  ten  years  ago. 
This  year  the  idea  was  revived  again.  Public 
relations,  under  its  new  staff  leadership,  advocated 
more  activity  with  legislators.  Whether  or  not  a 
definite  recommendation  comes  to  the  House  of 
Delegates  from  either  committee  or  the  Survey 
Committee  this  year  is  speculative;  however,  a 
joint  meeting  of  the  Public  Relations  and  Legisla- 
tion Committees  is  scheduled  as  this  report  is  being 
written,  and  any  recommendations  toward  a union 
of  these  committees  will  be  detailed  in  a supple- 
mentary report.  The  Legislative  Bulletin  was 
prepared  again  by  the  Department  of  Communica- 
tions and  had  a new  format.  New  legislation  has 
been  surveyed  by  both  the  Department  of  Com- 


munications and  the  Committee  on  Legislation. 
Bills  have  been  classified  as  A,  B,  C bills,  that  is, 
bills  of  specific  interest,  of  secondary  interest,  and 
of  general  interest.  It  is  worthy  of  note  that  dis- 
trict meetings  with  legislation  chairmen  have  been 
resumed. 

Federal  legislation  has  been  followed  closely. 
The  final  showdown  on  the  Forand  Bill,  which  was 
rejected  in  the  Senate  and  replaced  by  the  Kerr- 
Mills  Bill  which  prevailed  in  the  end,  was  indeed 
a harbinger  of  Federal  activity  to  come.  The  chair- 
man of  the  Federal  Legislation  Subcommittee 
along  with  your  President — and  a few  other  coun- 
cillors— attended  a meeting  in  Hershey,  Pennsyl- 
vania, which  actually  was  a briefing  session  of 
anticipated  Federal  legislation  and  an  historical 
review  of  Forand- type  legislation.  As  I write  these 
lines,  your  President  and  a delegation  of  members 
have  just  returned  from  Washington  where  New 
York  members  of  Congress  were  visited  and  urged 
to  look  beneath  the  vast  propaganda  drive  of  labor 
to  discredit  medicine.  While  the  delegation  was  in 
Washington,  the  President  sent  his  health  bill  for 
old  age  care  to  Congress.  It  is  around  medicine 
that  lines  are  being  drawn  between  the  extreme 
liberals  and  the  more  conservative  elements  of  the 
Congress.  By  the  time  of  my  oral  report  to  the 
House,  the  strength  of  the  opposing  forces  will  be 
better  known.  At  this  writing  the  strength  of  those 
possessing  the  two  points  of  view  appears  to  be 
about  equally  divided. 

Public  Relations. — A controversial  subject  in  the 
minds  of  many  members  is  the  attitude  toward  the 
“vast  sums”  of  money  the  Public  Relations  Com- 
mittee has  spent  during  the  last  several  years. 
This  year  the  chairman  recommended  an  expanded 
program.  One  of  the  chief  complaints  of  the  Public 
Relations  Committee  has  been  that  it  has  been 
restricted  by  line  item  provisions  in  the  conunittee’s 
budget  and  that  there  were  no  funds  of  a fluid  nature 
that  could  be  directed  to  this  or  that  activity  with- 
out hearings,  Council  and  Trustees  approval,  and 
often  by  that  time  the  opportunity  had  been  lost. 
On  the  urging  of  the  officers,  the  Planning  Com- 
mittee, and  the  Department  of  Communications 
staff,  the  Budget  Committee  approved  a lump  sum 
appropriation  of  $150,000  with  line  items  for  sal- 
aries, rent  and  office  expenses,  and  for  some  pro- 
grams. In  addition  there  was  a gross  allocation  of 
$19,000  for  undesignated  programs.  The  public 
relations  budget  was  passed  with  the  admonition 
of  the  entire  administrative  group,  that  is,  the  Presi- 
dent, Council,  Trustees,  and  officers,  that  this  year 
there  would  be  no  fiscal  alibi.  The  Department 
of  Communications  would  be  judged  by  its  sister 
committees  and  the  Budget  Committee  on  its  total 
performance  for  the  year  and  not  on  any  one  pro- 
gram. Also  it  was  understood  that  by  this  action 
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no  precedent  was  intended. 

In  many  of  my  predecessors’  reports  or  those  of  the 
Public  Relations  Committee,  one  finds  lack  of  suc- 
cess ascribed  to  too  rigid  official  doctrines  or  too 
slowly  moving  official  wheels.  It  can  now  be  re- 
ported that  these  barriers  have  been  removed,  and 
members  of  the  Society  can  look  to  the  committee 
directly  for  what  they  do  or  do  not  accomplish. 

Public  Health  and  Education. — Dr.  Greenough’s 
Committee  on  Public  Health  and  Education  has 
done  a remarkable  job.  The  committee,  enlarged 
last  year,  was  enlarged  again  this  year.  The  idea 
of  regional  representation  was  behind  enlarging 
the  committee.  As  you  will  perceive  from  reading 
the  committee  report,  a vast  number  of  problems 
arose,  many  of  which  were  State-wide,  others  being 
regional  in  character.  Dr.  Greenough  reports  that 
of  his  16  subcommittees,  “some  are  active  through- 
out the  year  with  many  matters  to  consider  and  to 
implement;  other  committees  have  routine  work 
with  no  new  or  unforeseen  problems;  still  others 
are  more  or  less  on  a standby  basis  with  httle  to  do 
during  the  year  unless  an  emergency  arises  in  fields 
of  activities.”  The  subcommittees,  however,  have 
been  more  than  usually  active  this  year,  some  of 
these  assisting  the  parent  committee  to  discharge 
the  directives  given  it  by  the  House  of  Delegates 
last  year. 

In  addition,  many  new  problems  have  come  to 
the  Committee  on  Public  Health  and  Education, 
the  most  important  of  which  is  the  problem  of 
obsolete  methods  in  carrying  out  postgraduate 
medical  education.  The  committee’s  work  in 
postgraduate  education  next  year  will  be  financed 
by  the  newly  created  Empire  State  Medical,  Sci- 
entific and  Educational  Foundation  to  which  the 
Council  requested  the  Trustees  to  turn  over  funds 
usually  expended  by  the  Society  for  postgraduate 
education  and  which,  for  the  coming  year,  will  be 
carried  out  by  the  Foundation.  By  this  method, 
the  Foundation  could  start  with  a built-in  program 
with  funds  from  the  Medical  Society  that  would 
have  been  spent  in  exactly  the  same  way  by  the 
Committee  on  Public  Health  and  Education.  This 
committee  recommends  that  one  of  the  first  large- 
scale  projects  of  the  Foundation  be  a complete 
review  of  methods  of  teaching  postgraduate  medical 
education,  and  it  may  have  a proposal  ready  for  a 
sponsor  outside  the  Medical  Society  by  the  end  of  the 
year. 

Commission  on  Medical  Services. — In  accordance 
with  the  provisions  of  the  Management  Survey 
Committee  of  the  Medical  Society  known  as  the 
Edlund  Report,  and  by  the  direction  of  the  House 
of  Delegates,  my  predecessor  appointed  a Com- 
mission on  Medical  Services  as  a pilot  project. 
The  Commission  consists  of  the  chairman  and  seven 
Council  committees  with  a general  chairman  at  its 


head  to  bring  under  one  man  those  committees  whose 
activities  may  require  correlative  planning.  Last 
year  neither  your  President  nor  the  Survey  Com- 
mittee recommended  that  this  Commission  be 
adopted  as  a permanent  arrangement  or  be  ex- 
panded to  other  areas.  This  year  the  Management 
Survey  Committee’s  report  to  the  Council,  recom- 
mending that  the  Commission  on  Medical  Services 
be  made  permanent,  became  a part  of  the  Council’s 
report  to  the  House  after  the  Council  approved  the 
Management  Survey  Committee’s  report. 

I wish  to  support  this  action  as  one  of  progress 
in  strengthening  the  activities  of  the  Society.  The 
chairman  of  the  Commission  has  demonstrated 
his  knowledge  of  the  workings  of  the  various  com- 
mittees. By  meetings  with  the  chairmen  of  the 
respective  committees,  he  has  been  able  to  ehminate 
much  minutiae  at  Council  meetings  and  yet  pre- 
serve the  privilege  of  a committee  chairman  to  speak 
with  permission  of  the  President.  Hours  of  ir- 
relevant discussion  have  been  avoided  at  Council 
meetings,  and  at  the  same  time  all  relevant  material 
has  been  heard  by  the  Council.  It  is  quite  probable 
that  the  Management  Survey  Committee  may  have 
a supplementary  report  about  which  I will  make 
comments  in  my  oral  report  to  the  House  in  May. 

Special  Committee  on  Constitution  and  Bylaws. — 
The  chairman,  with  the  aid  of  “headquarters  staff,” 
has  done  a remarkable  job  in  obtaining  the  con- 
stitutions and  bylaws  of  45  state  societies.  These 
have  been  analyzed  for  unicameral  versus  bicameral 
systems  of  administration  as  preparation  for  further 
consideration  by  the  Survey  Committee  and  pos- 
sible recommendations  to  the  House  of  Delegates. 
There  will  be  much  more  comparable  data  available 
when  the  different  constitutional  set-ups  are  fully 
analyzed. 

I recommend  that  the  House  give  attention  to 
the  chairman’s  request  that  the  committee  be  en- 
larged to  five  members  in  order  that  the  individual 
members  of  the  committee  may  have  less  toil; 
also  an  enlarged  committee  wiU  give  a more  repre- 
sentative cross  section  of  opinion. 

Membership. — This  committee  was  appointed 
for  a specific  purpose — to  increase  membership  in 
the  Medical  Society  of  the  State  of  New  York  and 
the  American  Medical  Association.  The  com- 
mittee recommended  compulsory  membership  in 
the  American  Medical  Association  for  our  members 
and  also  recommended  to  the  Council  that  a post- 
card poll  of  our  Society  members  should  be  made. 
The  Council  decided  this  was  an  advisory  opinion 
for  the  benefit  of  the  House  of  Delegates  and  its 
Special  Committee  on  Constitution  and  Bylaws 
and  consequently  voted  that  no  poll  should  be  taken. 
The  committee  further  recommended  that,  as  part 
of  a recruitment  drive  for  members  of  the  State 
Society,  the  Newsletter  be  sent  to  all  nonmembers 
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for  one  year. 

The  committee  knows  that  over  6,000  physicians 
in  New  York  State  are  nonmembers  of  county  med- 
ical societies — of  these,  1,500-odd  physicians  are  in 
private  practice,  nearly  4,000  are  resident  physicians 
in  hospitals,  nearly  900  are  full-time  physicians. 
As  regards  A.M.A.  membership,  about  67  per  cent 
of  the  members  of  a county  and  the  State  Society 
are  members  of  the  American  Medical  Association. 
Your  President  commends  the  good  start  this  com- 
mittee has  made  and  endorses  its  plans  to  compare 
names  from  the  State  Education  Department’s 
Directory  with  our  membership  so  that  individuals 
in  each  county  who  are  not  members  can  be  identi- 
fied as  preparation  for  a local  membership  drive  this 
coming  year.  The  committee  also  intends  to  con- 
duct an  A.M.A.  membership  drive. 

Cooperation  with  Media  of  Information. — Your 
President  wishes  to  note  the  fine  work  of  this  sub- 
committee and  the  Bar  Association  in  their  joint 
review  of  “Standards  of  Practice  for  Doctors  and 
Lawyers.”  This  excellent,  clear,  and  concise 
statement  was  printed  in  the  December  Newsletter 
and  will  appear  as  a brochure,  financed  by  an  ap- 
propriation of  the  House  of  Delegates  last  year. 
In  these  times  when  some  members  of  the  medical 
and  legal  professions  have  been  publicized  for  mis- 
conduct, it  is  heartening  to  see  that  a real  attempt 
has  been  made  for  lawyers  and  doctors  to  work 
ethically  together  and  in  so  doing  protect  the  pub- 
lic’s interest. 

Convention. — I wish  to  acknowledge  the  work  of 
the  Convention  Committee.  Probably  no  com- 
mittee of  the  Society  deals  with  such  an  arduous 
task  of  detail.  Arrangements  for  all  components 
of  the  Society  which  require  space  and  service  is 
the  chore  of  this  committee  whose  function  is  to 
plan  and  to  co-ordinate  arrangements  for  the  annual 
meeting  and  to  present  recommendations  for  im- 
provement of  future  meetings  and  meeting  sites. 

The  committee  recommends  to  the  House  that 
it  reconsider  its  vote  to  have  all  future  meetings  of 
the  Society  in  New  York  City.  The  reason  the 
committee  gives  for  upstate  meetings  every  four 
years  is  to  avoid  two  large  medical  meetings  in 
New  York  City  the  year  that  the  American  Medical 
Association  has  its  annual  meeting  in  New  York 
City.  Although  this  matter  was  thoroughly  con- 
sidered by  the  House  including  the  fact  that  upstate 
meetings  draw  lower  attendance  with  consequent 
exhibitor  displeasure,  I recommend  that  the  House 
respect  the  committee’s  wishes  and  reconsider  the 
matter. 

Interprofessional  Association. — For  a number  of 
years  we  have  been  part  of  an  interprofessional 
association  consisting  of  the  Dental  Society  of  the 
State  of  New  York,  the  New  York  State  Veterinary 


Medical  Society,  and  our  Society.  While  friendly 
meetings  were  held  and  much  exchange  of  informa- 
tion occurred,  there  was  no  formal  program  behind 
which  each  component  society  could  put  its  force. 

In  1960  the  Council  authorized  a more  intensive 
exploration  of  the  idea  of  “better  relations  with  other 
professions.”  It  is  gratifying  to  report  that  this 
has  been  done  under  the  able  leadership  of  Dr.  Henry 
Fineberg  who,  with  Mr.  John  Pardee,  has  under 
way  the  organization  and  structure  of  the  New  York 
State  Association  of  Professions  (NYAP)  patterned 
after  the  Michigan  Association  of  Professions 
(MAP).  Invitations  to  be  charter  members  have 
been  sent  to  the  New  York  State  Association  of 
Architects,  the  Dental  Society  of  the  State  of  New' 
York,  the  New  York  State  Society  of  Professional 
Engineers,  the  Pharmaceutical  Society  of  the  State 
of  New  York,  the  New  York  State  Veterinary  Med- 
ical Society,  the  New  York  State  Bar  Association, 
and,  of  course,  the  Medical  Society  of  the  State 
of  New  York,  which  has  approved  participation  by 
Council  action.  I wish  to  record  here  appreciation 
for  good  work  done  so  far  and  best  wishes  for  a 
highly  successful  venture  to  improve  interpro- 
fessional relationships  and  present  a common  front 
against  the  elements  in  this  country  which  would 
destroy  these  fine  professions  as  they  are  now  con- 
stituted. 

Resolution  58-49. — This  resolution  introduced 
into  the  1958  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  by  Carlton  E. 
Wertz,  M.D.,  of  Buffalo,  entitled,  “Medical  Care — 
the  Job  of  the  Medical  Profession,”  instructed  our 
Society  to  study  the  medical  needs  of  all  the  people 
of  New  York  State  and  to  submit  its  findings  to  the 
House  of  Delegates.  A special  committee  to  im- 
plement Resolution  58-49  was  appointed  by  Presi- 
dent Leo  E.  Gibson.  This  committee  has  carried 
out  its  assignment  with  diligence.  It  has  held  four 
regional  meetings,  three  of  which  I have  been  priv- 
ileged to  attend.  Speakers  were  mobilized  who 
pulled  no  punches,  yet  pitifully  few  representatives 
were  present  to  hear  the  warnings,  the  pleas,  and 
the  reconomendations. 

The  committee  has  had  the  uphill  job  of  competing 
with  labor  statisticians  who  glibly  report  the  large 
number  of  people  without  adequate  medical  care, 
and  the  frightful  cost  of  medical  and  hospital  care. 
The  committee  had  no  unbiased  figures  of  its  own, 
for  that  sort  of  data  are  not  available.  To  imple- 
ment fully  Resolution  58-49,  the  committee  would 
have  required  staff,  sampling  of  patient  needs  in 
various  communities,  and  money  with  which  to 
work.  Nevertheless  the  committee  has  made 
broad  inroads  into  the  complacency  of  the  medical 
profession,  and  it  will  report  this  year  to  the  Council 
and  to  the  House.  Please  read  the  report  of  the 
Ad  Hoc  Committee.  I shall  have  more  to  say  in 
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my  oral  report  to  the  House.  Suffice  it  to  say  here, 
I offer  my  warm  congratulations  to  George  J. 
Lawrence,  Jr.,  M.D.,  and  his  committee  which  has 
worked  so  hard  at  a most  arduous  task. 

Comment. — I now  come  to  the  close  of  this  prog- 
ress report.  My  part  in  this  ever-changing  yet 
always  important  drama  of  organized  medical 
affairs  also  is  nearing  its  end.  Some  observations 
stand  out  from  the  others.  One  especially,  that  the 
rugged  individualism  of  the  doctor’s  nature  is  surely 
working  against  the  medical  profession’s  prestige 
with  the  public.  Personahties  are  allowed  to 
prevent  a common  front  on  many  issues.  If  anyone 
wears  blinders  it  is  the  physician  who  believes  that 
the  status  quo  cannot  change.  His  wiU,  against 
all  others,  prevails  too  often.  Fortunately  there 
are  but  few  of  these  medicos — nevertheless  the 
press,  radio  and  television  media.  Federal  govern- 
ment bureaucrats,  and  labor  leaders  use  the  example 
of  these  few  physicians  in  the  endeavor  to  change 
the  image  of  the  doctor  from  the  traditionally 
friendly,  sympathetic  person  in  our  society  to  the 
ugly,  selfish,  brutal  devil  of  another  social  order. 
A reverence  and  respect  for  the  dedicated  segment 
of  the  profession  which  still  works  for  the  public 
good  is  being  lost  as  a powerful  liberal  group  con- 


centrates on  molding  public  opinion  toward  a desire 
for  the  welfare  state.  They  now  use  newly  created 
sj'mbols  for  the  medical  profession  to  foster  their 
cause.  If  we  continue  to  stand  aloof  from  one 
another,  publicly  criticize  one  system  of  practice 
over  another  for  economic  or  social  reasons;  if  we 
widen  the  schisms  between  the  men  in  full-time 
practice  with  other  private  practitioners,  we  shorten 
the  period  of  time  when  we  all  become  employes 
of  the  state. 

Finally  I wish  to  pay  homage  to  all  those  members 
of  our  Society  upstate  and  downstate  who  have 
helped  me  during  my  term  as  president.  My 
gratitude  goes  to  employes  at  headquarters  office 
who  have  loyally  dedicated  themselves  to  the  task 
of  serving  medicine’s  cause,  and  my  thanks  to  all 
the  officers,  councillors,  and  trustees  who  have  lent 
advice  and  wisdom  to  my  administration.  To  all 
of  you  I express  deep  appreciation  for  a year  of 
high  honor,  remarkable  opportunity,  and,  I hope, 
some  accomplishment. 

Respectfully  submitted, 

?L. 

Norman  S.  Moore,  M.D.,  President 
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Secretary 


To  the  House  of  Delegates,  Gentlemen: 

The  Secretar}'  submits  the  following  report  of 
his  own  activities  and  other  matters  relating  to  the 
general  administration  of  the  Society. 

Headquarters. — On  October  27,  1960,  the  Council 
accepted  the  resignation  of  Herbert  T.  Wagner, 
M.D.,  as  executive  director  of  the  Society,  effective 
December  30,  1960,  and  granted  him  a leave  of 
absence  until  that  date.  At  the  same  meeting  the 
Council  voted  that  the  Executive  Committee  work 
out  plans  for  administering  the  Society  headquarters 
but  that,  until  it  had,  the  Secretary  was  to  be  the 
chief  administrative  officer  of  the  staff  at  Society 
headquarters.  Accordingly  the  Secretary  confers 
with  the  executive  staff  at  headquarters  and  gives 
them  such  advice  and  guidance  as  seem  to  be  needed. 

Representatives. — The  following  members  will 
serve  as  representatives  of  the  Society  at  meetings 
of  neighboring  state  medical  societies: 

Connecticut — Norman  S.  Moore,  M.D.,  and  Henry 
I.  Fineberg,  M.D. 

Pennsylvania — Norman  S.  Moore,  M.D.,  and 
Henry  I.  Fineberg,  M.D. 

Maine — Samuel  Z.  Freedman,  M.D. 

Massachusetts — William  L.  Wheeler,  Jr.,  M.D., 
and  John  M.  Galbraith,  M.D. 

New  Jersey — J.  Stanley  Kenney,  M.D. 

Vermont — Renato  J.  Azzari,  M.D. 

Physicians’  Placement  Bureau. — As  always,  the 
Physicians’  Placement  Bureau  has  been  busj^  in 
helping  to  place  doctors  as  well  as  in  trying  to  fill 
the  needs  of  the  many  areas  seeking  the  services  of 
physicians. 

During  1960  the  number  of  physicians  seeking 
locations  were:  general  practice  53;  specialties 

173.  During  the  same  year  we  added  12  communi- 
ties to  our  list  of  opportunities,  making  a total  of 
83.  As  far  as  is  possible  to  find  out,  11  areas  secured 
doctors. 

This  year  we  referred  any  number  of  physicians 
to  doctors  who  were  seeking  either  assistants  or 
partners.  Many  of  these  men  were  referred  in- 
dividually, since  doctors  who  are  seeking  assistants, 
and  so  forth,  do  not  care  necessarily  to  have  their 
needs  publicized. 

We  hope  in  the  coming  year  to  bring  out  a more 
up-to-date  and  attractive  “List  of  Opportunities.” 

The  A.M.A.  has,  as  always,  been  most  cooperative; 
Mr.  Henry  R.  Mason,  Assistant  Director  for  Medical 
Facilities  of  the  A.M.A.,  called  in  person  to  discuss 
the  different  aspects  of  the  bureau.  Miss  Doris 
K.  Dougherty,  with  the  assistance  of  Mrs.  Beatrice 


Moosa,  conducts  this  bureau. 


Membership. — 

1959 —  Membership 24,689 

1960 —  New  Members 974 

1960 — Reinstated  Members . . 323 


25,986 

1960— Deaths 369 

1960 — Resignations 236 

1960 — License  Revoked 2 607 


25,379 

1960 — -Delinquent  Members.  . 129 


1960 — Total  Membership ....  25 , 250 


Honor  counties,  those  having  no  1960  delinquents, 
are:  Allegany,  Broome,  Cattaraugus,  Cayuga, 
Chautauqua,  Chemung,  Chenango,  Columbia,  Dela- 
ware, Fulton,  Genesee,  Greene,  Herkimer,  Jefferson, 
Madison,  Oneida,  Orange,  Orleans,  Otsego,  Putnam, 
Queens,  Richmond,  St.  Lawrence,  Schenectady, 
Schuyler,  Seneca,  Steuben,  Tompkins,  Warren, 
Wayne,  Wyoming,  and  Yates. 


Comparative  totals  of  membership  since  1949 


follow : 
1949.... 

. . 21,489 

1955 

. . 23,838 

1950.... 

. . 21,861 

1956 

. . 24,031 

1951 .... 

. . 22,124 

1957 

. . 24,182 

1952. .. . 

. . 22,637 

1958 

. . 24,370 

1953... 

. . 23,145 

1959 

. . . 24,689 

1954... 

. . 23,545 

1960. . . . 

. ..  25,250 

Remissions  of  1960  dues  were  voted  for  163  mem- 
bers as  follows: 

Illness 96 

Temporary  Service  in  the  Armed  Forces 
or  United  States  Public  Health  Service.  . 45 

Financial  Hardship 22 

163 

General. — The  incorporation  of  the  Empire 
State  Medical,  Scientific  and  Educational  Founda- 
tion, Inc.,  was  reported  to  the  Council  October  27, 
1960.  On  the  same  date  an  organization  meeting 
was  held  at  which  the  following  officers  were  elected: 
President,  Renato  J.  Azzari,  M.D.;  Vice-President, 
John  M.  Galbraith,  M.D.;  Treasurer,  Maurice 
J.  Dattelbaum,  M.D.;  Secretary,  William  L. 
Wheeler,  Jr.,  M.D.;  Directors,  Norman  S.  Moore, 
M.D.,  Henry  I.  Fineberg,  M.D.,  Joseph  A.  Lane, 
M.D.,  James  Greenough,  M.D.,  and  Edward  C. 
Hughes,  M.D.  This  constitutes  an  added  resource 
in  the  work  of  the  Committee  on  Public  Health 
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and  Education  of  this  Society. 

Appointments. — The  following  appointments  have 
been  made  by  the  State  Department  of  Education 
in  accordance  with  nominations  made  by  this 
Society : 

Slaie  Board  of  Aiedical  Examiners — Rudolf  M. 

Paltauf,  M.D. 

Nurse  Advisory  Council — Calvin  C.  Torrance, 

M.D. 

Medical  Grievance  Committee — Henry  I.  Fineberg, 

M.D. 

Meetings. — In  addition  to  attending  monthly 
meetings  of  the  Executive  Committee,  the  Council, 
and  the  Board  of  Trustees,  the  Secretary  has  at- 
tended many  committee  meetings  and  meetings  of 
the  A.M.A.  delegation.  He  took  part  in  the  annual 
meeting  of  the  A.M.A.  House  of  Delegates  at 
Miami  Beach  in  June  and  the  clinical  session  in 
Washington  in  November.  With  Drs.  Moore, 
Fineberg,  Blake,  Lawrence,  Emerson,  and  Wagner, 
he  represented  the  State  Society  at  the  A.M.A. 
Regional  Conference  on  Political  Action  held  at 
Hershey,  Pennsylvania,  in  August.  He  also  par- 
ticipated in  the  Conference  of  County  Medical 
Society  Officers  in  September  and  the  A.M.A.’s 


57th  Annual  Congress  on  Medical  Education  and 
Licensure  in  Chicago,  February  4 to  7,  1961. 

Acknowledgements. — The  Secretary  is  under  a 
particular  obligation  to  our  president.  Dr.  Moore, 
for  his  assistance  at  all  times  but  especially  in  con- 
nection with  the  additional  responsibilities  assumed 
by  the  officers  in  October.  All  of  the  members  of 
the  Executive  Committee  and  all  members  of  the 
executive  staff  have  been  enthusiastically  helpful 
in  our  efforts  to  conduct  the  affairs  of  the  Society 
without  an  executive  director  for  the  time  being. 
Specific  thanks  are  due  to  Robert  Katz,  M.D., 
and  Mr.  George  P.  Farrell  for  their  valuable  sug- 
gestions, to  Mr.  George  W.  Forrest  for  his  loj^al 
support,  and  to  Miss  Doris  K.  Dougherty  for  the 
day-by-day  assistance  which  only  she  can  give. 
To  Mr.  Thomas  E.  Alexander,  controller,  go  my 
thanks  for  able  assistance.  The  Membership 
Department  staff,  the  Journal  Editorial  staff,  and 
the  Communications  Department  staff  deserve 
great  praise  for  the  manner  in  which  they  have  met 
the  special  situations  confronting  them. 

Respectfully  submitted, 

William  L.  Wheeler,  Jr.,  M.D.,  Secretary 
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Board  of  Trustees 


To  the  House  of  Delegates,  Gentlemen: 

The  Board  of  Trustees  consists  of  the  following 


members : 

Renato  J.  Azzari,  M.  D.,  Chairman Bronx 

John  J.  Masterson,  M.D Kings 

Frederic  W.  Holcomb,  M.D Ulster 

J.  Stanley  Kenney,  M.D New  York 

Leo  E.  Gibson,  M.D Onondaga 

James  Greenough,  M.D Otsego 

Henry  I.  Fineberg,  M.D Queens 


The  Bylaws  of  the  Medical  Society  of  the  State 
of  New  York  qualify  eligibility  for  the  position  of 
trustee  as  having  “served  at  least  two  years  as  an 
officer,  or  at  least  three  years  as  a member  of  the 
Council,  or  at  least  five  years  as  a member  of  the 
House  of  Delegates.”  {Chapter  HI,  Section  3) 

The  Bylaws  provide.  Chapter  V,  Section  2:  “The 

Board  of  Trustees  shall  have  charge  of  all  property  in- 
cluding trust  funds  and  shall  supervise  the  surplus 
from  time  to  time.  The  budget  prepared  by  the 
Council  shall  be  submitted  to  the  Board  for  its 
approval,  and  all  resolutions  or  recommendations  of 
the  House  of  Delegates  or  Council  pertaining  to  ex- 
penditures of  money  must  be  approved  by  the 
Board  of  Trustees  before  the  same  shall  become 
effective.  The  Board  of  Trustees  shall  make  and 
execute  all  contracts  for  the  Society.  The  fiscal 
year  shall  begin  January  1 and  end  December  31 
of  each  calendar  year.” 

Further,  Chapter  V,  Section  3,  last  paragraph: 
“The  chairman  of  the  Board  of  Trustees  shall  make 
a report  to  the  House  of  Delegates  of  its  transactions 
for  the  year  and  of  the  amount  of  money  belonging 
to  the  Society  under  its  control.” 

Budget. — In  December,  1960,  the  Board  of 
Trustees  approved  the  budget  submitted  by  the 
Council  for  the  year  1961.  Details  of  this  budget 
will  be  noted  in  the  report  of  the  Budget  Com- 
mittee. In  the  case  of  the  Department  of  Com- 
munications a new  procedure  was  followed.  In 
many  instances  it  is  necessary  for  the  Department 
to  make  almost  instantaneous  decisions.  When 
these  decisions  require  the  expenditures  of  funds 
not  previously  budgeted,  there  has  been  a delay  in 
obtaining  appropriations  because  of  the  time  lapse 
between  meetings.  The  Board  approved  a total 
budget  for  this  Department  of  .1150,000.  The  new 
procedure  is  that  included  in  this  figure  is  .119,931 
to  provide  for  emergencies.  Proper  control  has 
been  established  so  that  we  will  know  what  is 
happening  to  these  funds  should  they  be  used. 

Further  comment  should  be  made  regarding  the 
budget  for  the  Journal.  In  past  years  the  Journal 
has  usually  shown  a net  income  after  dues  allocation. 


In  1960  this  will  amount  to  approximately  $44,000. 
The  Journal  budget  for  1961  shows  a net  loss  after 
dues  allocation  of  $21,867.  There  are  two  reasons 
for  this  deficit.  One  is  due  to  a reduction  in  our 
estimated  gross  advertising  for  1961,  and  in  addition 
we  are  providing  for  color  reproductions  of  scientific 
exhibits  and  the  use  of  better  paper.  Other  projects 
are  under  way  such  as  a special  series  of  articles 
which  again  should  add  to  the  value  of  the  Journal 
as  a medical  publication.  It  is  hoped  that  while 
we  are  experiencing  a net  loss  this  year,  results  in 
future  years  will  balance  the  estimated  loss  for  1961. 

Use  of  Repair  and  Replacement  Fxmd  for  the 
Purchase  of  Assets. — For  some  years  we  have  had  a 
special  fund  called  the  “Repair  and  Replacement 
Fund.”  Occasionally  monies  were  withdrawn  from 
this  fund  to  pay  for  the  purchase  of  fixed  assets. 
The  Board  has  approved  the  use  of  all  income  which 
the  fund  has  earned  since  its  inception  for  all  pur- 
chases of  fixed  assets. 

Empire  State  Medical,  Scientific  and  Educational 
Foundation. — In  September,  1960,  the  Board 
received  a 1961  budgetary  request  from  the  Council 
to  cover  the  financing  of  the  Foundation’s  program 
for  the  year  1960-1961. 

The  request  covered  the  following  items: 


Public  health  and  education  .$20,000 

Rehabilitation  study  10,000 

Increase  in  postgraduate  education 

panels  program  5,000 

Rural  health  public  forums  2,000 

Unallocated  funds  15,000 


.$52,000 


Approval  was  voted.  It  is  to  be  noted  that  while 
$52,000  was  appropriated,  some  of  these  items  would 
have  been  paid  for  from  Society  funds  in  any  event. 

Miscellaneous. — An  appropriation  of  $1,500  has 
been  provided  for  a membership  campaign.  This 
was  provided  in  the  1960  budget  but  the  program 
did  not  really  get  under  way.  A major  portion  of 
the  money  for  that  year  was  not  used. 

We  are  providing  for  an  expense  of  $10,000  in 
connection  with  the  1961  A.M.A.  meeting  which 
will  be  held  in  New  York  City.  In  addition,  we 
have  already  received  contributions  from  some  of  the 
county  societies  in  New  York  City  for  this  project. 

In  the  Treasurer’s  report  you  will  find  details 
of  our  financial  results  for  the  year  1960.  The 
figures  have  not  been  completed  at  this  time  and  no 
comment  is  being  made.  It  is  probable  that  a 
supplementary  report  from  the  Board  of  Trustees 
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will  be  presented  to  the  House  of  Delegates  at  the 
time  of  the  annual  meeting. 

Expenses  Connected  with  Collecting  A.M.A. 
Dues. — For  some  years  now  the  amount  that  we 
have  received  from  the  A.M.A.  as  an  e.xpense 
reimbursement  for  collecting  A.M.A.  dues  has  been 
in  question.  In  December,  1960,  a representative 
of  the  Society  appeared  before  the  A.M.A.  Board  of 
Trustees  again  to  present  our  case.  While  the 
Board  of  Trustees  was  sympathetic,  no  additional 
reimbursement  was  granted.  However,  the  A.M.A. 
has  offered  to  review  our  procedures  and  possibly 
assist  us  in  some  way  to  reduce  our  expenses  for 
this  item. 

Loan. — In  order  to  meet  current  financial  needs, 
the  Treasurer  requested  and  obtained  approval 
to  borrow  up  to  $200,000.  As  of  this  writing, 
$150,000  has  been  borrowed,  and  it  appears  that 
we  shall  have  to  obtain  more  cash  for  current 
financing  until  1961  dues  are  received. 

Personnel  Survey. — Budgetary  approval  of  a 
Council  request  for  $1,500  to  make  a survey  of  our 
personnel  and  salary  procedures  was  given.  It  is 
hoped  that  through  this  survey  we  shall  be  able  to 
initiate  modern  procedures  in  this  field  and  thereby 
gain  the  advantages  that  accrue  from  a satisfied 
staff.  At  this  writing,  it  is  our  understanding  the 
survey  is  in  process  of  being  prepared  for  presenta- 
tion to  us. 

Physicians’  Home. — Resolution  60-18  (House  of 
Delegates,  1960)  urged  that  the  Trustees  of  the 
Medical  Society  of  the  State  of  New  York  allocate 
25  per  cent  of  the  income  derived  from  the  invest- 
ment funds  of  the  Society  for  the  relief  of  indigent 
members  of  the  Medical  Society  of  the  State  of 
New  York  and  their  families.  The  disposition  of 
this  resolution  was  that  it  be  transmitted  to  the 
Board  of  Trustees  for  study. 

The  Board  took  up  this  matter  last  June  and 
followed  through  by  requesting  a report  from 
Chas.  Gordon  Heyd,  M.D.,  chairman  of  the  Board 
of  Trustees  of  Physicians’  Home.  In  the  absence 
of  Dr.  Heyd,  Mr.  J.  Miller  Walker,  vice-president 
and  general  counsel  of  Physicians’  Home,  wrote 
us  the  following  letter: 

“In  the  absence  of  Dr.  Heyd,  our  chairman,  who 
is  abroad,  and  Dr.  Kaliski,  who  is  in  Florida,  I 
am  glad  to  answer  your  questions  and  give  you 
some  information  about  Physicians’  Home  for 
use  in  the  consideration  by  your  committee  of  the 
resolution  introduced  to  the  House  of  Delegates 
relating  to  another  relief  agency  for  physicians. 
I have  already  sent  you  by  messenger  several 
copies  of  a booklet  distributed  last  year  through- 
out the  membership  of  the  State  Society,  which 
sets  forth  the  history  and  present  status  of  the 
operations  of  Physicians'  Home.  This  letter 


is  intended  to  comply  with  your  request  that  I 
summarize  the  pertinent  facts  bearing  on  your 
problem  and  particularly  to  indicate  the  com- 
petence of  Physicians’  Home  to  discharge  its 
function. 

“The  benevolence  of  Physicians’  Home  is 
limited  to  aged  and  indigent  physicians,  their 
wives,  widows,  and  dependent  minor  children. 
The  institution  endeavors  to  provide  comfortable 
and  dignified  living  conditions  for  retired  doctors 
and  their  dependents. 

“In  practical  application  we  do  not  require  that 
the  doctor  be  of  a very  advanced  age  nor  that  the 
indigency  involved  be  dire.  In  fact  indigency 
is  deemed  to  exist  if  there  is  an  absence  of  means 
adequate  to  provide  comfortable  and  dignified 
living  conditions.  Traditionally  the  institution 
has  followed  the  policy  of  not  providing  aid 
where  sons  and  daughters  are  financially  able  to 
provide  maintenance  for  the  parent,  because  it 
would  be  both  unsound  in  principle  and  disastrous 
to  our  finances  to  assume  the  filial  obligation 
morally  binding  on  children.  The  only  other 
condition  of  our  aid  which  is  of  practical  im- 
portance is  that  the  physician  should  have  been 
a member  of  the  Medical  Society  of  the  State  of 
New  York  and  have  practiced  in  New  York  for 
ten  consecutive  years  (the  purpose  of  this  condi- 
tion being  to  assure  that  resources  wiU  not  be 
exhausted  through  maintenance  of  transferred 
foreign  doctors  who  have  no  maturity  in  practice 
in  New  York). 

“Our  institution  has  been  in  continuous  opera- 
tion since  1919  but  with  limited  resources;  during 
the  first  two  decades  its  activities  were  corre- 
spondingly restricted.  However,  as  the  result  of 
the  accumulation  of  substantial  endowment 
funds  through  legacies  and  as  the  result  of  the 
very  satisfactory  response  to  the  annual  appeal 
for  $10  membership  contributions  from  members 
of  the  State  Society,  the  resources  and  activities 
of  the  corporation  have  greatly  expanded  during 
the  past  twenty  years. 

“Presently  our  endowment  funds  appro.ximate 
$1,400,000.  During  the  current  fiscal  year 
ending  September  30,  1960,  we  will  have  received 
from  contributions  from  all  sources  approximately 
$84,000;  will  have  paid  in  aid  to  beneficiaries 
approximateb'  $86,000;  income  from  the  endow- 
ment funds  will  have  been  used  to  pay  all  adminis- 
trative, corporate,  and  publicity  expenses,  and 
the  balance  of  approximately  $17,000  will  have 
been  added  to  our  general  reserve  available  for 
beneficiary  aid  when  needed  in  periods  of  de- 
pressed business  conditions  when  contributions 
may  not  be  adequate.  The  expansion  of  our 
beneficial  aid,  of  course,  follows  pretty  much  in 
direct  projjortion  with  the  progressive  increase  in 
annual  contributions  received  from  the  profession. 
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It  is  the  hope  and  expectation  of  our  management 
that  the  endowment  fund  will  continue  to  accumu- 
late and  within  a reasonable  time  reach  such  an 
amount  that  the  income  from  this  source  will 
bear  a large  portion  of  the  annual  cost  of  bene- 
ficial aid.  Meanwhile  our  experience  over  the 
years  has  been  that  the  annual  requirements  for 
aid  have  always  been  financed  through  the 
splendid  support  of  contributions  from  your  State 
Society  membership.  Last  year  more  than  5,000 
doctors  made  a direct  contribution  to  our  institu- 
tion and,  in  addition,  several  thousand  other 
doctors  made  contributions  through  the  avenue  of 
the  two-dollar  so-called  'voluntary  assessment’ 
collected  by  the  county  societies. 

“During  the  current  fiscal  year  beneficial 
aids  will  have  been  paid  to  74  individuals  (22 
doctors,  8 wives,  33  widows,  and  11  dependents). 
While  we  have  a few  younger  beneficiaries  in  the 
categories  of  wives  and  widows,  the  age  of  the 
vast  majority  exceeds  seventy,  in  many  cases 
eighty,  and  in  numerous  cases  ninety  years. 
Beneficial  aid  is  in  the  form  of  monthly  checks, 
the  amount  of  which  is  kej^ed  to  the  needs  of  the 
beneficiary,  after  taking  into  consideration  his 
or  her  outside  income.'  Currently  beneficial  aid 
checks  range  between  $150  and  $200  per  month. 
While  we  cannot,  of  course,  provide  sumptuous 
living  for  beneficiaries,  our  executive  committee 
is  reasonably  generous  to  beneficiaries  and 
endeavors  to  provide  them  with  monthly  cushion 
over  and  above  necessary  living  requirements  to 
assure  maintenance  of  reasonable  dignity.  It 
was  the  basic  concept  of  the  founders  that  bene- 
ficiaries should  not  be  treated  as  subjects  of 
public  charity  and  that  aid  granted  should  be  in 
the  nature  of  an  honorarium  in  recognition  of  past 
services  to  the  public  and  the  profession. 

“From  my  experience  as  director  and  trustee 
since  1935  I recall  no  instance  of  a rejection  by 
this  institution  of  a clearly  meritorious  application 
for  beneficial  aid.  The  majority  of  applications 
received  have  been  favorably  acted  on  and  those 
rejected  were  not  meritorious  because  the  appli- 
cant was  ineligible  for  aid  (due  to  adequate 
resources,  children  sufficiently  well  situated 
to  perform  filial  obligations,  or  lack  of  required 
membership  in  the  State  Society). 

“While  I know  nothing  of  the  intent  of  the 
proponents  of  the  resolution  presented  to  your 
House  of  Delegates,  it  seems  to  me  from  a perusal 
that  what  they  may  have  in  mind  is  in  large  part 
a duplication  of  the  facilities  already  provided 
by  Physicians’  Home.  I notice  that  the  intended 
aid  does  not  seem  to  be  restricted  to  aged 
physicians  but  it  is  apparently  intended  to  extend 
to  all  needy  or  disabled  physicians.  If  the 
intent  of  the  proponents  is  to  provide  relief  con- 
siderably broader  in  scope  than  that  of  Physicians’ 


Home,  there  is  no  question  in  my  mind  that  such 
an  undertaking  would  require  administrative 
facilities  and  financial  resources  substantially 
greater  than  ours.  Moreover  in  such  an  under- 
taking strong  safeguards  would  have  to  be 
provided  against  it  becoming  an  instrument 
for  subsidizing  unsuccessful  practitioners  during 
normal  times  and  practitioners  generally  during 
periods  of  depressed  economic  conditions,  the 
cost  of  which  would  be  enormous. 

“Sincerely  yours, 

J.  Miller  Walker” 
After  discussion,  it  was  the  consensus  that  this 
was  a local  responsibility  and  should  be  handled  as 
such.  Your  Board  urges  that  this  matter  be  so 
handled. 

War  Memorial  Fund. — The  War  Memorial 
Committee  is  a subcommittee  of  the  Board  of 
Trustees.  Its  members  are  James  Greenough, 
M.D.,  Leo  Gibson,  M.D.,  and  Henry  I.  Fineberg, 
M.D.  As  to  details  regarding  the  beneficiaries  and 
a summarj^  of  income  and  disbursement  for  1960, 
it  is  e.xpected  that  this  committee  will  submit  a 
separate  report. 

In  keeping  with  a resolution  of  the  House  of 
Delegates  in  1960,  benefits  were  increased  from 
$900  to  $1,200  per  annum  beginning  with  the 
1960-1961  school  year.  The  Board  requested  that 
a projection  of  the  fund  be  made  on  this  new  basis. 
A copy  of  this  projection  is  appended  (Table  I). 
It  is  to  be  noted  that  this  project  is  an  estimate 
only,  being  based  on  past  history  of  the  fund. 

The  projection  indicates  that  in  1978  there  will 
be  about  $6,505  remaining.  It  was  found  that  in 
the  past  we  have  requests  for  monies  equalling  55 
per  cent  of  the  possible  total  that  could  have  been 
requested.  Should  we  have  a greater  percentage  of 
requests  in  the  future,  the  1978  balance  of  $6,505 
will  be  lessened.  It  is  conceivable  that  there  could 
be  a lack  of  funds  prior  to  1978. 

It  is  to  be  noted  that  paj'ments  to  beneficiaries 
are  greater  than  our  income  from  interest.  This 
means  that  securities  must  be  sold  to  meet  our 
obligations.  In  most  instances  these  sales  are  made 
to  the  Investment  Fund.  Because  of  the  situation 
of  the  bond  market,  these  securities  sell  for  less  than 
our  cost.  It  has  been  the  past  practice  of  the  Board 
to  make  such  “sales”  to  the  Investment  Fund  on  a 
“cost  or  market  basis,”  whichever  is  higher.  By  so 
doing  the  War  Memorial  Fund  does  not  suffer  a loss 
on  sale  of  its  securities. 

Expenditures. — Over  the  past  few  years  the 
work  of  the  Council  has  greatly  expanded,  both  on 
its  own  as  well  as  projects  urged  by  the  House  of 
Delegates.  The  length  of  monthly  meetings  has 
increased  and  expenditures  for  certain  projects 
have  increased.  The  Board  of  Trustees  would 
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TABLE  I. — Projection  of  War  Memorial  Fund  Financial  Status  Through  1978 


Year 

Assets 
Beginning 
of  Year* 

Interest 
Earned 
During  Year 

Estimated 
Payments  to 
Beneficiaries 

Assets 
End  of 
Year 

1960 

.1195,035 

S8,269 

•«25,850 

S177,454 

1961 

177,454 

7,644 

32,120 

152,978 

1962 

152,978 

6,994 

29,260 

130.712 

1963 

130,712 

3,469 

25,740 

108,441 

1964 

108,441 

3,069 

22,440 

89,070 

1965 

89,070 

2,594 

20,020 

71,644 

1966 

71,644 

2,184 

18,040 

55,788 

1967 

55,788 

1,787 

16,060 

41,515 

1968 

41,515 

1,332 

9,460 

33,387 

1969 

33,387 

1,072 

5,720 

28,739 

1970 

28,739 

910 

5,280 

24,369 

1971 

24,369 

780 

5,060 

20,089 

1972 

20,089 

650 

4,180 

16,559 

1973 

16,559 

520 

3,300 

13,779 

1974 

13,779 

422 

2,860 

11,341 

1975 

11,341 

357 

1,980 

9,718 

1976 

9,718 

292 

1,980 

8,030 

1977 

8,030 

260 

1,540 

6,750 

1978 

6,750 

195 

440 

6,505 

* Securities  at  par  value  plus  cash. 


urge  the  House  of  Delegates  to  be  wary  of  approving 
mandatory  projects  requiring  large  expenditures 
before  giving  full  consideration  to  the  value  of  the 
results  obtained  from  such  projects.  This  is  not  to 
say  that  we  ought  not  to  progress  in  our  work  and 
thinking,  but  rather  to  give  thought  to  the  resultant 
effect  that  such  expenditures  would  have  on  our 
financial  soundness. 

Resignation  of  Herbert  T.  Wagner,  M.D. — 
For  a few  years  now  the  House  has  had  before  it, 
in  one  way  or  another,  the  matter  of  a management 
survey,  usually  referred  to  as  the  “Edlund  Report.” 
One  of  the  major  recommendations  of  this  report 
was  that  an  executive  director  be  employed.  Herbert 
T.  Wagner,  M.D.,  was  employed  for  this  position 
as  of  December  1,  1958.  In  October,  1960,  Dr. 
Wagner  submitted  his  resignation  to  become 
effective  December  31,  1960.  This  resignation 
was  accepted  by  the  Council  and  a recommendation 
was  received  by  the  Board  of  Trustees  from  the 
Council  that  an  equitable  financial  arrangement 
be  made.  After  consultation  with  our  legal  counsel, 
Mr.  William  F.  Martin,  the  Board  of  Trustees 
voted  that  Dr.  Wagner’s  salary  be  continued  as  an 
honorarium  until  December  1,  1961.  The  Board 
approved  of  so  doing. 

Laurance  D.  Redway,  M.D. — The  passing  of 
Laurance  D.  Redway,  M.D.,  on  November  18, 
I960,  was  cause  for  deep  regret.  Dr.  Redway  had 
been  as.sociated  with  the  New  York  State  Journal 


OF  Medicine  for  many  years.  Much  of  the  im- 
provement in  the  Journal  was  due  to  his  work. 
Reorganization  of  the  entire  Journal  operation 
was  in  progress  at  the  time  of  his  death.  We  shall 
miss  the  contribution  he  was  making  in  this  effort. 

Acknowledgement. — ^For  the  Board  of  Trustees  I 
present  our  sincere  thanks  and  appreciation  to  the 
Budget  Committee,  consisting  of  Maurice  J.  Dattel- 
baum,  M.D.,  chairman,  Samuel  Z.  Freedman, 
M.D.,  and  Frederic  W.  Holcomb,  M.D.  Special 
commendation  should  be  given  to  our  Investment 
Committee,  consisting  of  John  J.  Masterson,  M.D., 
chairman,  Frederic  W.  Holcomb,  M.D.,  and  J. 
Stanley  Kenney,  M.D. 

The  Board  also  wishes  to  express  its  sincere  thanks 
and  appreciation  to  the  treasurer,  Maurice  J. 
Dattelbaum,  M.D.,  and  to  the  secretary,  William  L. 
Wheeler,  Jr.,  M.D. 

Our  legal  counsel,  Mr.  William  F.  Martin, 
attends  meetings  of  the  Board  of  Trustees  and  we 
find  his  advice  and  experience  most  helpful  to  the 
work  of  the  Board. 

The  assistance  of  our  executive  assistant,  Miss 
Doris  K.  Dougherty,  and  of  our  controller,  Mr. 
Thos.  E.  Alexander,  is  noted  and  appreciated. 
Nor  could  this  report  be  completed  without  giving 
due  recognition  to  the  accuracy  and  help  we  receive 
from  our  stenotypist,  Mrs.  William  Grimm. 

Respectfully  submitted, 

Renato  j.  Azzari,  M.D.,  Chairman 
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War  Memorial 


To  the  House  of  Delegates,  Gentlemen: 

The  War  Memorial  Committee  consists  of  the 
following  members  of  the  Board  of  Trustees: 


James  Greenough,  M.D.,  Chairman Otsego 

Henry  I.  Fineberg,  M.D Queens 

Leo  Gibson,  M.D Onondaga 


Maurice  J.  Dattelbaum,  M.D.,  ex  officio.  . .Kings 

The  War  Memorial  Fund  is  an  activity  of  our 
Society  of  which  all  the  members  should  be  justly 
proud.  The  War  MemoriaL  Committee  is  very 
happy  to  have  the  privilege  of  administering  this 
Fund. 

As  a result  of  a resolution  of  the  1960  House  of 
Delegates,  the  committee  investigated  the  feasibility 
of  raising  the  benefits  from  $900  to  $1,200  per 
annum.  A projection  was  made  and  submitted  to 
the  Board  of  Trustees.  It  appeared  possible,  after 
studying  this  projection,  to  increase  benefits  with- 
out completely  exhausting  the  funds  before  the 
contemplated  completion  of  the  activity  in  1978. 
The  Board  of  Trustees  approved  the  report  of  this 
committee  recommending  the  increase.  {The  pro- 
jection, in  detail,  is  included  in  the  annual  report  of 
the  Board  of  Trustees  to  the  Home  of  Delegates.) 

The  parents  of  the  recipients  of  benefits  from  the 
War  Memorial  Fund  were  grateful  for  the  added 
help  this  provided  toward  the  higher  education  of 
their  children. 

I would  like  to  quote  from  some  of  the  letters  the 
committee  has  received  this  year. 

Excerpts  from  War  Memorial  Fund 
Beneficiaries 

Mrs.  T.,  the  mother  of  two  daughters  who  have  been 

receiving  benefits: 

. I have  very  deeply  appreciated  the  help 
the  Medical  Society  gave  in  sending  my  other 
daughter,  Judith,  to  college.  If  it  had  not 
been  for  this  assistance,  I’m  sure  I never  would 
have  managed.” 

Mrs.  S.,  the  mother  of  five  college  students  whom  we 

have  helped  throughout  the  past  ten  years: 

. . My  youngest  child  has  begun  her  first  year 
at  college,  majoring  in  art  and  English.  James 
is  progressing  splendidly  in  law  school.  Over 
a third  of  his  class  flunked  out  last  year,  so  I am 
very  proud  of  him.  He  is  a good  student  with 
a fine  mind. 

“Words  will  never  express  my  gratitude  to  the 
Medical  Society  of  the  State  of  New  York  for 
the  great  assistance  I have  received  through 
these  long  years  of  educating  my  children. 
Thank  you  all  so  very  much.” 

Mrs.  T.: 

“.  . . Thank  you  for  your  letter  concerning  the 


increase  in  stipend  to  beneficiaries  of  the  War 
Memorial  Fund.  There  seem  to  be  no  words 
to  express  my  gratitude  for  this  most  generous 
act  and  I,  and  many  others  I am  certain,  share 
these  same  sentiments.  My  hope  and  prayers 
are  that  my  daughter  will  prove  worthy  of  this 
opportunity  which  makes  her  realization  of  a 
college  education  much  easier.  She  is  a junior 
at  college  and  is  pursuing  social  work  as  her 
career.  She  works  diligently  and  is  doing  well 
academically.  My  most  sincere  and  heartfelt 
thanks  to  you.” 

Mrs.  R.,  the  mother  of  two  daughters,  one  at  a 
teachers  college,  the  other  working  for  her  B.S.  in 
nursing: 

“.  . . I am  indeed  grateful  that  the  benefits  have 
lieen  increased.  I hope  that  some  day  I can  do 
a return  gesture  of  thanks  in  a material  way. 
In  the  meantime  my  deepest  thanks  to  all  the 
kind  members  who  are  so  generous.” 

Mrs.  W.: 

“Needless  to  say,  the  news  of  the  increase  in 
benefits  to  each  child  came  as  a wonderful 
answer  to  present-day  mounting  college  ex- 
penses. Certainly  words  alone  can  never 
convey  the  deep  gratitude  that  is  felt  for  what 
you  are  doing  for  our  children.  My  hope  is  that 
they  will  be  able  to  express  this  in  fine  and  use- 
ful lives  made  possible  as  a result  of  your 
generosity.  Thank  you  again  for  all  your 
kindness  and  assistance.” 

For  the  current  academic  year,  October,  1960,  to 
June,  1961,  28  students  are  receiving  benefits;  ten 
for  the  first  time.  One  of  our  students  discon- 
tinued his  schooling  before  the  second  payment; 
one  student  will  re-enter  college  at  the  second 
semester  and  will  be  entitled  to  receive  the  April 
(third)  installment  of  .$400. 

Following  is  the  financial  report  as  of  December 
31,  1960: 

Amount 


Total  assessments  received* 

.$248,618 

Total  interest  received* 

60,624 

Total  paid  out  in  benefits* 

131,700 

Assets  of  Fund,  December  31,  1960 
Year  ended  December  31,  1960 

171,104 

Assessments  received 

12 

Interest  received 

5,005 

Payment  to  beneficiaries 

18,300 

* Since  inception  of  Fund 


A summary  of  investments  will  appear  in  the 
Treasurer’s  report. 
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The  War  Memorial  Committee  wishes  to  express 
its  appreciation  to  Miss  Mollie  Pesikoff  for  her 
continued  devotion  to  the  interests  of  the  bene- 
ficiaries in  administration  of  the  activities  of  the 
Fund.  We  also  wish  to  express  our  thanks  to  Mr. 
Thomas  E.  Alexander  for  estimating  the  probable 
6nal  financial  situation  under  the  new  annual  grant 


of  $1,200  to  each  beneficiary. 

I also  wish  to  thank  the  members  of  the  committee 
for  their  help  and  advice  in  carrying  out  the  direc- 
tions of  the  House  of  Delegates  in  regard  to  the 
War  Memorial  Fund. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 


Belated  Bills 


T o the  House  of  Delegates,  Gentlemen: 

Vouchers  for  expenses  incurred  more  than  ninety 
days  before  the  vouchers  were  received  at  the 
Society’s  headquarters  are  presented  herewith,  as 
follows: 

Joseph  J.  Witt,  M.D , Utica, 
chairman  of  the  Subcom- 
mittee on  Aging  and  Nurs- 
ing Homes,  expense  incident 
to  the  business  of  the  State 
Medical  Society: 

May — September,  1960,  long 


distance  telephone  calls $26.91 

June — September,  1960, 
stenographic  expense 17.50 


(Voucher  dated  October  24,  1960) 

$ 44.41 

Arthur  H.  Walker,  M.D.,  Roch- 
ester, chairman  of  the  Dinner 
Subcommittee  of  the  Council 
Committee  on  Convention, 


attendance  at  Convention 
Committee  meeting.  New 
York  City,  October  20,  1960, 
transportation,  hotel  room, 
meals,  and  miscellaneous.  ...  $83.16 

(Voucher  dated  January  28,  1961) 

Edwin  G.  Mulbury,  M.D., 

Windham,  delegate  of  the 
Third  District  Branch  to  the 
1960  meeting  of  the  House  of 
Delegates,  New  York  City, 

May  6-10,  1960,  hotel  room, 
transportation,  and  garage 

expense $107.00 

(Voucher  received  August  9,  1960) 

In  accordance  with  Chapter  IX  of  the  Bylaws,  the 
Treasurer  requests  the  authorization  of  the  House  of 
Delegates  to  pay  these  vouchers. 

Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D.,  Treasurer 
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Reports  in  this  section  are  referred  to  the  Reference  Committee  on  Commission  on 
Medical  Services — A,  consisting  of  the  following; 

Bernard  J.  Pisani,  M.D.,  New  York,  Chairman 
Sol  Axelrad,  M.D.,  Queens 
Irving  L.  Ershler,  M.D.,  Onondaga 
J.  L.  Sengstack,  M.D.,  Suffolk 
Irving  Weiner,  M.D.,  Orange 


COMMISSION  ON  MEDICAL  SERVICES 


To  the  House  of  Delegates,-  Gentlemen: 

In  its  second  year,  the  Commission  on  Medical 
Services  comprised  the  following  committees  and 
committee  chairmen:  Economics  under  Waring 

Willis,  M.D.,  with  subcommittees  on  Public  Medical 
Care  under  Earl  Waterbury,'  M.D.,  and  Liaison  with 
U.S.  Veterans  Administration  under  Herbert 
Bauckus,  M.D.;  Questions  of  Ethics  under  Harold 
Brown,  M.  D.;  Hospital  and  Professional  Relations 
under  Raymond  McKeeby,  M.D.;  Industrial 
Health  under  Peter  J.  DiNatale,  M.D.;  Medical 
Care  Insurance  under  Melvin  Martin,  M.D.; 
Rural  Medical  Service  under  Edward  Hughes, 
M.D. ; and  Workmen’s  Compensation  under  William 
Pelow,  M.D. 

Meetings  were  held  at  the  start  of  the  year  to 
coordinate  the  objectives  and  thinking  of  the 
chairmen  of  the  committees  and  to  clarify  areas  of 
overlapping  interest.  It  was  thought  wise  to  have 


close  liaison  between  committees,  and  where  prob- 
lems concerned  two  or  more  committees,  joint 
meetings  were  held  and  at  other  times  chairmen  or 
committee  members  were  asked  to  meetings  to  give 
their  views  and  in  turn  to  carry  back  reports  of  the 
proceedings.  This  close  cooperation  has  resulted  in 
smooth  functioning  within  the  commission,  better 
achievement  of  some  objectives,  and  more  concise 
reporting  of  recommendations  to  the  Council  of  the 
State  Society  for  final  action. 

We  wish  to  thank  the  chairmen  and  their  com- 
mittees for  their  active  support  and  for  their  dynamic 
furtherance  of  their  committees’  programs. 

Respectfully  submitted, 

Gerald  D.  Dorman,  M.D.,  Chairman 
Edward  C.  Hughes,  M.D.,  Vice-Chairman 
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Public  Medical  Care 

To  the  House  of  Delegates,  Gentlemen: 

The  Public  Medical  Care  Subcommittee  is  com- 
posed of  the  following: 

Earl  C.  Waterbur}^,  M.D.,  CTazVman.  Westchester 


Marcelle  T.  Bernard,  M.l) Bronx 

Lyman  C.  Boynton,  M.D Monroe 

Robert  J.  Collins,  M.D Onondaga 

Karl  N.  Wachtel,  M.D Nassau 

Peter  Birkel,  M.D.,  Adviser Albany 


The  Subcommittee  on  Public  Medical  Care  has 
little  to  report  as  to  its  activities  of  the  year. 

The  chairman  was  mandated  by  Resolution  60-4 
of  the  House  of  Delegates  of  1960  to  confer  with 
officials  of  the  State  Department  of  Social  Welfare. 
Following  this  conference,  a full  report  was  sub- 
mitted to  the  Council. 

Senator  Wise  and  his  legislative  committee  are 
making  a detailed  study  of  welfare  problems. 
Public  medical  care  is  included  in  this  investigation 
and  James  Greenough,  M.D.,  is  representing  the 
Medical  Society  as  an  adviser  to  the  group  studying 
problems  of  medical  care  for  those  on  public  assist- 
ance. 

Your  chairman  and  members  of  the  Subcommittee 


on  Public  Medical  Care  are  still  in  agreement  that 
the  Medical  Society  should  continue  to  support  the 
basic  principles  accepted  by  the  House  of  Delegates. 
For  clarity,  those  principles  w'ere: 

1.  The  medical  aspects  of  medical  relief  should  be 
supervised  by  the  medical  profession. 

2.  All  physicians  should  be  encouraged  to  par- 
ticipate in  the  service. 

3.  Utmost  decentralization  of  control  in  medical 
matters. 

4.  Free  choice  of  physician  should  be  guaranteed 
subject  to  protective  limitations. 

5.  Contract  practice  for  medical  relief  should  be 
disapproved. 

6.  Clinics  should  not  be  exploited  to  avoid  pay- 
ment of  fees  for  service.  They  should  be  used  when 
medically  desirable. 

7.  Provisions  should  be  made  to  enable  needed 
medical  care  to  be  furnished  for  indigent  and  near 
indigent  families  not  otherwise  eligible  for  relief. 

Respectfully  submitted, 

E.  C.  Waterbury,  M.D.,  Chairman 


Additional  annual  reports  will  be  published  in  the  April  15 
issue  of  the  Journal. 
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lleportis  in  this  section  are  referred  to  the  Reference  Committee  on  Commission  on 
Medical  Services^ — B,  consisting  of  the  following; 

E.  Dean  Babbage,  M.D.,  Erie,  Chairman 
Harry  H.  Epstein,  M.D.,  Queens 
Michael  Crino,  M.D.,  Monroe 
Henry  T.  Randall,  M.D.,  New  York 
Lynn  Rumbold,  M.D.,  Monroe 


Workmen  s Compensation 


To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Committee  on 
Workmen’s  Compensation  and  of  the  Bureau  on 
Workmen’s  Compensation.  The  committee  con- 


sists of  the  following  members: 

William  E.  Pelow,  M.D.,  Chairman Onondaga 

Monroe  M.  Broad,  M.D Queens 

Peter  A.  Casagrande,  M.D Erie 

Robert  P.  Coolidge,  M.D Schenectady 

Carl  F.  Freese,  M.D Nassau 

Joseph  P.  Henry,  M.D Monroe 

John  W.  Hirshfeld,  M.D Tompkins 

David  Kershner,  M.D Kings 

Mary  M.  Man,  M.D Westchester 

Lee  R.  Tompkins,  M.D Sullivan 

Henry  Young,  M.D New  York 

Robert  Katz,  M.D.,  Director Kings 


The  Council  Committee  on  Workmen’s  Compen- 
sation held  two  meetings  during  the  year  1960  with 
good  attendance  and  conducted  much  additional 
committee  business  by  correspondence. 

Abolition  of  Medical  Practice  Committee. — 
As  a culmination  of  our  long-standing  efforts  to 
improve  the  Workmen’s  Compensation  Law,  the 
Medical  Practice  Committee  was  abolished  by 
amendment  passed  by  the  New  York  State  Legis- 
lature during  the  final  days  of  the  1960  session. 
This  committee  which  had  been  created  by  an 
amendment  to  the  Law  in  1944  functioned  in  coun- 
ties with  a population  of  over  one  million  and  was 
charged  with  the  consideration  of  applications  for 
authorization  under  the  Law  from  physicians; 
compensation  medical  bureaus,  laboratories  and 


bureaus  engaged  in  x-ray  diagnosis  and  treatment, 
or  in  physical  therapy  or  other  therapeutic  pro- 
cedures; the  inspection  of  medical  bureaus  and 
laboratories;  the  investigation  of  all  charges  as  to 
professional  and  other  misconduct  of  authorized 
physicians;  the  preparation  of  evidence,  findings, 
and  recommendations  to  the  Chairman  and  with 
the  arbitrary  determination  of  the  value  of  medical 
services  if  the  parties  failed  to  agree.  These  func- 
tions have  now  reverted  to  the  county  medical 
society  workmen’s  compensation  committees  which 
were  aided  in  their  reactivation  by  the  Council 
Committee.  A special  meeting  was  held  with  the 
five  chairmen  in  the  metropolitan  area  to  help  in  the 
transition.  A communication  entitled  “Suggested 
Qualifications  for  Physicians  Rating  under  the 
Workmen’s  Compensation  Law’’  was  sent  to  all 
county  medical  society  workmen’s  compensation 
committees  in  the  hope  that  it  would  establish 
State-wide  uniformity  in  ratings.  Most  counties 
have  accepted  the  suggestions  and  will  follow  them 
in  the  processing  of  applications  for  new  ratings  or 
reratings. 

The  backlog  of  cases  which  accumulated  during 
the  existence  of  the  Medical  Practice  Committee  is 
being  worked  up  at  a reasonable  rate  by  county 
arbitration  committees.  The  arbitrators  of  the 
county  medical  societies  received  the  full  coopera- 
tion of  the  Council  Committee  and  are  advised,  on 
request,  by  the  director  of  the  Workmen’s  Compen- 
sation Bureau  who  attempts  to  attend  all  arbitration 
calendars  in  the  metropolitan  area  as  well  as  upstate. 

Medical  Fee  Schedule. — A new  medical  fee 
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schedule  became  effective  on  July  1, 1960,  incorporat- 
ing the  suggested  changes  recommended  as  a result 
of  special  meetings  of  representative  ophthalmol- 
ogists and  radiologists  from  all  districts,  called  by 
the  chairman  of  the  Council  Committee  on  Work- 
men’s Compensation.  Several  inadequacies  of  the 
present  fee  schedule  were  referred  to  the  Council 
Committee  following  a request  published  in  the 
New  York  State  Journal  of  Medicine  and  were 
presented  for  consideration  to  the  Workmen’s 
Compensation  Board’s  Advisory  Committee  on 
Medical  Fees  and  Allied  Problems.  This  Advisory 
Committee  held  several  meetings  in  the  offices  of 
the  Workmen’s  Compensation  Board,  where  the 
State  Society  representatives  took  strong  issue 
with  such  provisions  of  the  medical  fee  schedule  as 
the  first  paragraph  in  italics  on  page  1 of  the  fee 
schedule,  line  items  0040,  0106,  0107,  the  sections 
on  osteopathy,  anesthesia,  and  others.  Strong 
opposition  was  also  voiced  against  the  extension  of 
the  scope  of  podiatry  into  medical  practice. 

Issues  which  resulted  in  no  agreement  by  the 
members  of  the  Advisory  Committee  are  presently 
before  the  Chairman  of  the  Workmen’s  Compensa- 
tion Board  for  consideration.  It  is  also  planned  to 
publish  excerpts  of  deliberations  of  the  Advisory 
Committee  for  distribution  and  guidance  to  physi- 
cians as  well  as  insurance  carriers. 

It  was  proposed  and  strongly  supported  by  the 
State  Society  representatives  that  fees  for  testimony 
in  compensation  cases  and  for  service  on  arbitration 
committees  be  raised  to  more  adequate  levels  than 
exist  at  present. 

Education  and  Liaison. — The  Council  Committee 
has  carried  out  its  educational  program  directed 
towards  the  establishment  of  good  liaison  with  all 
groups  interested  in  workmen’s  compensation  by 
providing  speakers  to  representatives  of  insurance 
carriers,  personnel  managers,  district  branches,  and 
component  county  medical  societies.  County  chair- 
men were  encouraged  to  offer  assistance  to  the 
presidents  of  their  local  claims  managers  council. 
No  efforts  were  spared  to  provide  for  adequate 
operation  of  the  administration  of  the  Workmen’s 
Compensation  Law  in  this  State  in  the  interest  of 
good  medical  services  to  be  provided  to  the  worker 
incapacitated  by  occupational  injury  or  disease.  To 
the  attainment  of  this  goal  the  committee  is  prepared 
to  provide  further  assistance  whenever  or  wherever 
necessary. 

General. — The  director  of  the  Workmen’s  Com- 
pensation Bureau  reaffirmed  the  State  Society’s 
position  on  workmen’s  compensation  matters  before 


the  Joint  Legislative  Committee  on  Industrial 
and  Labor  Conditions  at  public  hearings  held  in 
New  York  City. 

The  1960  report  of  the  Committee  on  Consultants 
on  Industrial  Noise  and  Occupational  Loss  of  Hear- 
ing submitted  for  review  by  the  Chairman  of  the 
Workmen’s  Compensation  Board  was  found  accept- 
able in  principle. 

The  final  report  of  the  New  York  University’s 
Workmen’s  Compensation  Study  on  Rehabilitation 
was  received  and  carefully  studied. 

During  the  year  1960  arbitration  hearings  were 
held  in  Binghamton,  Schenectady,  Poughkeepsie, 
Newburgh,  Niagara  Falls,  Buffalo,  Rochester, 
Syracuse,  Utica,  Garden  City,  Bronx,  Brooklyn, 
Queens,  and  Manhattan.  Five  hundred  seventy- 
seven  cases  were  scheduled,  312  were  heard  and 
arbitrated,  116  were  settled  without  hearing  or 
withdrawn,  and  118  were  postponed.  Forty  cases 
were  settled  before  scheduling  by  direct  negotiations 
by  the  chairman  or  the  director  of  the  Bureau  of 
Workmen’s  Compensation  with  the  carriers  or  self- 
insured  employers.  A large  number  of  inquiries 
from  individual  phj'sicians,  insurance  representa- 
tives, and  self-insureds  concerning  specific  cases  or 
interpretation  of  the  fee  schedule  or  methods  and 
procedures  under  workmen’s  compensation  were 
answered  by  the  chairman  or  the  director. 

The  chairman  of  the  Council  Committee  and  the 
director  of  the  Bureau  attended  the  September  28 
and  November  3,  1960,  meetings  of  the  Workmen’s 
Compensation  Board’s  Advisory  Committee  on 
Medical  Fees  and  Allied  Problems,  the  September 
23,  1960,  meeting  of  county  society  officers,  and  the 
Annual  Conventions  of  the  Medical  Society  of  the 
State  of  New  York  held  in  New  York  City,  May  7 to 
13,  1960. 

The  chairman  addressed  a meeting  of  the  Eighth 
District  Branch  on  December  1,  1960,  in  Buffalo. 

The  director  of  the  Bureau  attended  the  56th 
Annual  Health  Conference  in  New  York  City, 
May  24  and  25,  1960,  and  spoke  before  the  meetings 
of  medical  assistants  in  Newburgh  on  May  26, 
1960,  and  in  Middletown  on  June  16,  1960. 

The  director  was  guest  speaker  at  a meeting  of 
the  Westchester  Personnel  Managers  Association  on 
September  13,  1960,  and  attended  the  public  hear- 
ings of  the  Joint  Legislative  Committee  on  Indus- 
trial and  Labor  Conditions  on  December  19,  1960, 
in  New  York  City. 

Respectfully  submitted, 

William  E.  Pelow,  M.D.,  Chairman 
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Industrial  Health 


To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Committee  on 
Industrial  Health  and  the  Bureau  on  Industrial 
Health.  The  committee  members  are  as  follows: 


Peter  J.  DiNatale,  M.D.,  Chairman Genesee 

George  Rehmi  Denton,  M.D Albany 

Ira  Fink,  M.D New  York 

F.  W.  Holcomb,  Jr.,  M.D Ulster 

Raymond  J.  Murray,  M.D Nassau 

Harry  E.  Tebrock,  M.D Queens 

Robert  Katz,  M.D.,  Director Kings 

Melvin  N.  Newquist,  M.D.,  Adviser..  .New  York 
WilUam  P.  Shepard,  M.D.,  Adviser.. . .New  York 


During  1960-1961  the  Council  Committee  on 
Industrial  Health  held  three  meetings  with  good 
attendance. 

Cooperation  with  Labor  and  Industry. — There 
were  continuous  efforts  made  to  cooperate  with 
representatives  of  industry,  management,  and  labor 
to  discuss  jointly  common  problems  in  occupational 
health  and  health  services.  Difficulties  in  co- 
ordinating the  efforts  of  all  interested  parties  were 
encountered  and  various  means  are  currently  under 
exploration  to  obtain  better  understanding  of  the 
benefits  to  be  derived  from  concerted  action.  It  is 
planned  to  continue  discussions  with  labor  and 
management  and  to  offer  the  assistance  of  this 
Society  in  matters  pertaining  to  occupational 
health. 

The  active  interest  and  leadership  of  the  medical 
profession  in  such  matters  is  imperative  if  the  high 
quality  of  medical  care  is  to  be  maintained  and 
if  good  doctor-patient  relationship,  so  important  to 
medicine,  is  to  persist. 

Education. — To  gain  the  fullest  cooperation  of  all 
groups  interested  in  industrial  health,  it  is  necessary 
to  make  physicians  in  general  aware  of  some  of  the 
health  problems  arising  out  of  their  patients  employ- 
ment and  to  interest  them  in  the  diagnostic  and 
preventive  phases  of  occupational  medicine.  The 
task  of  acquainting  management  and  labor  organiza- 
tions with  health  problems  confronting  the  worker 
and  to  work  out  solutions  satisfactory  to  all  is 
indeed  a very  large  one  and  will  require  the  utmost 
care  in  planning. 

In  the  education  of  physicians,  the  Council 
Committee  has  recommended  cosponsorship  of  a 
part-time  course  in  occupational  health  at  the 
New  York  University-Bellevue  Medical  Center 
Institute  of  Industrial  Medicine.  A study  and 
evaluation  of  available  teaching  facilities  revealed 
that  there  is  at  present  underutilization  of  such 
facilities.  Increased  demand  for  instruction  could 
easily  be  met  by  expansion  of  existing  teaching 


programs. 

Consideration  was  also  given  to  a plan  of  in- 
doctrinating graduate  students  in  business  colleges 
with  the  concepts  of  occupational  health  services 
and  their  importance  to  the  proper  conduct  of 
business  enterprises. 

Small  Plant  Health  Services. — Various  plans  for 
promoting  industrial  health  services  in  small  plants 
were  studied  and  reviewed  by  request  from  several 
county  committees  on  industrial  health.  The 
assistance  of  the  Council  Committee  was  offered 
to  further  the  study  and  implementation  of  several 
programs  in  the  hope  of  developing  a satisfactory 
solution  to  the  complex  problem  of  providing  good 
occupational  health  services  for  the  small  plants  in 
this  State  which  combined  employ  the  majority  of 
our  population. 

The  committee’s  efforts  to  enlist  the  cooperation 
of  labor  and  industry  were  mentioned  above. 

It  is  planned  to  test  several  approaches  in  different 
counties  in  an  attempt  to  arrive  at  workable  systems 
which  may  find  application  in  other  counties 
depending  on  size  and  type  of  industry  which  shows 
great  regional  variations.  It  is  doubtful  whether 
one  single  program  could  be  found  flexible  enough 
to  be  applicable  State-wide. 

The  chairman  addressed  a meeting  of  the  XIII 
International  Congress  on  Occupational  Health  in 
July,  1960,  on  the  topic  of  “Duties  and  Responsi- 
bilities of  the  Physician  in  Small  Plants.” 

General. — The  final  report  of  the  New  York 
University’s  Workmen’s  Compensation  Study  on 
Rehabilitation  was  thoroughly  studied  and  re- 
viewed. The  report  of  the  Workmen’s  Compen- 
sation Board’s  Committee  of  Expert  Consultants  on 
the  Problems  of  Industrial  Noise  and  Occupational 
Loss  of  Hearing  was  similarly  treated.  A formula 
for  the  determination  of  occupational  hearing  loss 
due  to  industrial  noise  was  suggested  and  appears 
to  be  acceptable  in  principle. 

The  director  recorded  an  interview  on  industrial 
health  for  broadcast  over  a New  York  City  radio 
station. 

The  chairman  and  the  director  of  the  Bureau 
attended  the  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  May  7 to  13, 
1960;  the  XIII  International  Congress  on  Occupa- 
tional Health  July  25  to  27,  1960;  the  meeting  of 
the  county  society  officers,  September  23,  1960,  in 
New  York  City;  and  the  20th  Annual  Congress  of 
Industrial  Health  October  10  to  12,  1960,  in  Char- 
lotte, North  Carolina.  The  chairman  presented  the 
Society’s  award  for  distinguished  service  in  the 
field  of  occupational  medicine  to  the  medical 
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director  of  the  Eastman  Kodak  Company  of 
Rochester,  New  York,  at  the  1960  Annual  Con- 
vention. 

The  director  of  the  Bureau  also  attended  the 
March  30,  September  28,  and  December  8,  1960, 
meetings  of  the  New  York  State  Society  of  Indus- 
trial Medicine;  the  56th  Annual  Health  Conference 
May  24  and  25,  1960;  the  Regional  Radiological 


Health  Conference  of  the  United  States  Public 
Health  Service  on  December  7,  1960,  and  the 
public  hearings  of  the  Joint  Legislative  Committee 
on  Industrial  and  Labor  Conditions  on  December 
19,  1960,  in  New  York  City. 

Respectfully  submitted, 

Peter  J.  DiNatale,  M.D.,  Chairman 


Rural  Medical  Service 


To  the  House  of  Delegates,  Gentlemen: 

The  Rural  Medical  Service  Committee  consists 
of  the  following: 

Edward  C.  Hughes,  M.D.,  Chairman . Onondaga 
Thurston  L.  Keese,  M.D.,  Vice-Chairman 


Onondaga 

Donald  C.  Walker,  M.D Schenectady 

Bert  Ellenbogen,  Adviser Tompkins 


Granville  W.  Larimore,  M.D.,  Adviser.  .Albany 

The  Committee  on  Rural  Medical  Service  has 
proceeded  with  plans  for  an  educational  system  to 
present  modern  information  on  medical  problems  to 
the  lay  people  of  our  State.  The  plans  which  were 
described  in  detail  during  the  last  year  and  in  last 
year’s  annual  report  have  been  completed  and  the 
pilot  program  has  been  carried  out  in  the  Counties 
of  Onondaga,  Oswego,  and  Cortland.  Information 
programs  were  conducted  last  spring  in  Oswego 
and  Cortland  Counties.  This  program  was  entitled 
“The  Span  of  Life”  and  consisted  of  six  weekly 
presentations  on  the  various  phases  of  the  life’s  cycle. 
The  program  and  speakers  who  took  part  in  this 
program  are  included  below.  The  presidents  of  the 
local  medical  societies  served  as  the  chairmen  of 
these  forums  while  the  moderators  were  chosen  by 
the  local  county  medical  societies  and  represented 
the  particular  specialty  of  the  forum.  The  speakers 
were  obtained  from  the  Upstate  Medical  Center  of 
the  University  of  the  State  of  New  York  at  Syra- 
cuse University  and  Cornell  University.  All  in- 
dividuals were  well  qualihed  in  their  specialty.  The 
forums  were  financed  in  part  by  the  Medical  Society 
of  the  State  of  New  York  and  from  a grant  which 
was  given  by  the  Sears-Roebuck  Foundation. 

A total  of  2,000  individuals  attended  these  forums 
and  each  group  represented  those  individuals  par- 
ticularly interested  in  the  topic  of  the  night.  The 
meetings  were  held  in  the  high  schools  of  the  various 


areas;  ushers  were  provided  by  the  nursing  schools 
of  the  hospitals  of  Oswego,  Fulton,  and  Cortland. 
The  Women’s  Auxiliaries  of  the  county  medical 
societies  in  these  two  counties  aided  greatly  in  these 
programs,  providing  refreshments  at  various  pre- 
liminary meetings  and  serving  as  hostesses  at  the 
meetings.  The  committee  is  grateful  for  their  ex- 
cellent support. 

It  is  the  hope  of  the  committee  that  the  local 
medical  societies  in  these  areas  will  continue  with 
such  programs.  The  Committee  on  Rural  Medical 
Service  will  be  happy  to  assist  and  help  plan  such 
future  forums.  The  committee  is  in  the  process  of 
formulating  a similar  project  in  the  County  of 
Onondaga  in  cooperation  with  the  Upstate  Medical 
Center  and  the  Onondaga  County  Medical  Society. 

The  possibility  of  extending  informational  pro- 
grams for  the  public  throughout  the  State  is  being 
studied  and  reviewed.  This  tremendous  task  should 
be  undertaken  within  the  next  year  or  so  or  as  soon 
as  possible,  but  the  committee  feels  that  proper 
preparation  for  such  programs  throughout  the  State 
needs  the  coordinated  effort  of  the  local  medical 
societies  and  the  woman’s  auxiliary  of  the  local 
medical  society,  radio,  television,  and  newspapers  in 
the  various  areas.  This  year,  the  Woman’s  Auxiliary 
has  appointed  a State  chairman  for  rural  medical  serv- 
ice who  has  in  turn  appointed  local  county  chair- 
men to  take  part  in  the  program.  The  committee 
also  feels  that  the  size  of  the  present  Committee  on 
Rural  Medical  Service  should  be  enlarged  to  include 
members  of  each  district  branch  of  our  State  Medi- 
cal Society. 

The  committee  is  also  working  on  another 
project,  the  writing  of  a prospectus  for  methods  of 
planning  informational  programs.  The  experience  of 
the  committee  has  shown  that  a specific  approach  to 
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Buch  planning  has  proved  quite  successful  and  will 
aid  other  areas  in  developing  programs  in  their  re- 
spective localities.  It  is  hoped  that  the  prospectus 
will  be  financed  from  outside  sources. 

During  the  past  year  or  two,  the  committee  has 
had  numerous  requests  from  various  localities  of  our 
State  to  study  and  provide  a physician  for  their  area. 
According  to  surveys  made  earlier  by  the  commit- 
tee, 67  communities  need  physicians  at  this  time 
badly,  and  although  this  is  a recorded  fact,  the  com- 
mittee feels  that  perhaps  another  30  areas  need 
physicians  just  as  badly.  However,  in  a further 
survey  conducted  by  the  committee,  it  seems  that 
many  areas  cannot  qualify  to  obtain  a physician  for 
their  respective  area  for  several  reasons:  ( 1)  popula- 
tion per  doctor  falls  below  the  normal  qualified  num- 
bers; (2)  the  lack  of  adequate  medical  facilities 
such  as  association  with  hospitals,  clinics,  and  so 
forth,  is  an  important  factor;  (3)  the  lack  of  ade- 
quate living  facilities  for  the  physician  and  his 
family;  (4)  many  of  these  areas  are  isolated  from 
other  physicians  and  the  doctor  would  have  no  one 
to  cover  his  practice  while  he  is  away. 

The  committee  is  intending  to  study  the  problem 
further  in  an  attempt  to  group  together  certain 
areas  into  larger  population  areas  so  that  proper 
facilities  and  support  could  be  arranged.  A ques- 
tionnaire is  being  prepared  by  the  committee  to  be 
sent  to  all  doctors  in  these  areas  asking  for  their 
opinions  concerning  methods  of  handling  these 
problems  and  waj^s  of  getting  physicians  to  settle  in 
these  localities. 

The  committee  is  also  considering  changing  the 
name  of  the  Rural  Medical  Service  Committee  to 
the  Community  Medical  Health  Service  Com- 
mittee. It  has  been  noted  that  most  of  New  York 
State  is  thoroughly  suburbanized  and  many  locali- 
ties have  resented  the  rural  implication.  The  1960 
census  of  the  State  indicates  that  only  2.5  per  cent 
of  the  population  can  now  be  considered  to  be  rural. 

The  chairman  wishes  to  express  his  appreciation 
to  members  of  the  committee  and  to  the  presi- 
dents of  the  Oswego  and  Cortland  Medical  Societies 
together  with  the  ladies  of  the  Woman’s  Auxiliary 
and  the  nursing  schools  of  the  areas  of  Cortland  and 
Oswego  Counties  for  their  support  in  making  the 
forums  in  their  localities  successful. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

The  programs  and  speakers  for  the  programs  in 
Cortland  and  Oswego  Counties  were  as  follows: 
SPAN  OF  LIFE 

Cortland 

Nicholas  Gabriel,  M.D.,  president  of  the  Cortland 
County  Medical  Society,  chairman. 

Forum  I:  “Life  Begins” — Lewis  Berk,  M.D.,  De- 
partment of  Obstetrics,  Cortland  Memorial  Hos- 


pital, moderator;  Edward  Hughes,  M.D.,  and  Lytt 
Gardner,  M.D.,  speakers. 

Forum  II:  “Normal  Childhood  and  Its 

Hazards” — Robert  Corey,  M.D.,  Chief  of  Pedi- 
atrics, Cortland  Memorial  Hospital,  moderator; 
Julius  Richmond,  M.D.,  Lawrence  Pickett,  M.D., 
and  Tyree  Wyatt,  M.D.,  speakers. 

Forum  III:  “The  Teenager” — John  Eckel,  M.D., 
Department  of  Anesthesiology,  Cortland  Memorial 
Hospital,  moderator;  Charles  Lloyd,  M.D.,  Charles 
Darling,  M.D.,  and  William  Cruickshank,  M.D., 
speakers. 

Forum  IV:  “The  Prime  of  Life — Heart  Disease” — 
Edward  Cummins,  M.D.,  attending  physician, 
cardiologist,  Cortland  Memorial  Hospital,  modera- 
tor; Richard  Lyons,  M.D.,  Daniel  Enerson,  M.D., 
and  J.  G.  Fred  Hiss,  M.D.,  speakers. 

Forum  V:  “The  Prime  of  Life — Cancer” — Howard 
Kelley,  M.D.,  Department  of  Surgery,  Cortland 
Memorial  Hospital,  moderator;  W.  W.  Wester- 
field,  M.D.,  C.  Barber  Mueller,  M.D.,  and  Chester 
Clark,  M.D.,  speakers. 

Forum  VI:  “The  Aging  Process” — Norman 

Moore,  M.D.,  President  of  the  Medical  Society  of  the 
State  of  New  York,  moderator;  Donald  Samson, 
M.D.,  Philip  Taietz,  M.D.,  James  Capps,  M.D.,  and 
Leo  Gibson,  M.D.,  speakers. 

Oswego 

Hugh  McChesnej",  M.D.,  President  of  the  Oswego 
County  Medical  Society,  chairman. 

Forum  I:  “Life  Begins” — Frank  Meyer,  M.D., 
Chief  of  Obstetrics,  Lee  Memorial  Hospital,  modera- 
tor; Edward  C.  Hughes,  M.D.,  and  Lytt  I.  Gardner, 
M.D.,  speakers. 

Forum  II:  “Normal  Childhood  and  Its 

Hazards” — James  Grant,  M.D.,  Chief  of  Pediatrics, 
Oswego  Hospital,  moderator;  John  Ross,  Jr.,  M.D., 
Lawrence  Pickett,  M.D.,  and  Tyree  Wyatt,  M.D., 
speakers. 

Forum  III:  “The  Teenager” — Kathaleen  Per- 

kins, M.D.,  associate  pediatrician,  Oswego  Hospital, 
moderator;  Harold  Feldman,  M.D.,  Charles  Lloyd, 
M.D.,  and  Mathew  J.  Trippe,  M.D.,  speakers. 

Forum  IV:  “The  Prime  of  Life — Heart  Dis- 

ease”— Olin  Mowry,  M.D.,  Chief  of  Cardiology 
Medical  Service,  Oswego  Hospital,  moderator; 
Richard  Lyons,  M.D.,  J.  G.  Fred  Hiss,  M.D.,  and 
John  Neville,  Jr.,  M.D.,  speakers. 

Forum  V:  “The  Prime  of  Life — Cancer” — Kent 
Jarvis,  M.D.,  senior  attending  surgeon,  Oswego  Hos- 
pital, modcratoi ; W.  W.  Westerfeld,  M.D.,  C. 
Barber  Mueller,  M.D.,  and  Chester  Clark,  M.D., 
speakers. 

Forum  VI:  “The  Aging  Process” — Norman 

Moore,  M.D.,  President  of  the  Medical  Society  of 
the  State  of  New  York,  moderator;  Donald  Samson, 
M.D.,  Edward  Hughes,  M.D.,  Philip  Taietz,  M.D., 
and  Leo  Gibson,  M.D.,  speakers. 
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ANNUAL  REPORTS 


Questions  of  Ethics 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  the  Questions  of  Ethics  has 
the  following  members: 


Harold  F.  Brown,  M.D.,  Chairman Erie 

Frank  LaGattuta,  M.D Bronx 

Ezra  A.  Wolff,  M.D Queens 


Since  the  meeting  of  the  House  of  Delegates  in 
May,  1960,  the  Committee  on  Questions  of  Ethics 
has  met  four  times.  They  considered  the  suggestion 
of  the  reference  committee  of  the  1960  House,  which 
recommended  methods  be  instituted  by  the  Council 
to  expedite  the  handling  of  referred  questions  by  the 
Ethics  Committee.  The  chairman  of  the  Ethics 
Committee  reported  the  modus  operandi  of  this 
committee  to  the  Council.  It  considers  all  matters 
referred  to  it  by  the  Council  or  the  Executive  Direc- 
tor. Sometimes  the  problems  presented  have  an 
answer  that  is  obvious.  When  this  is  so  a prompt 
and  authoritative  answer  may  be  given  by  the 
chairman  of  the  committee.  However,  when  there 
is  some  question  of  interpretation,  the  matter  must 
be  considered  by  the  whole  Committee  on  Ethics, 
whose  report  must  be  approved  by  the  Council  be- 
fore it  becomes  authoritative.  Ordinarily  the  meet- 
ings of  the  committee  are  held  a day  or  two  before 
the  Council  meeting.  However,  in  matters  of 
utmost  importance  and  urgency,  when  time  is  of  the 
essence,  a special  committee  meeting  may  be  called. 

President  Norman  S.  Moore  requested  of  all  the 
Council  committees  a statement  of  their  objectives, 
present  and  future.  Our  committee  called  to  his 
attention  the  fact  that  the  Constitution  and  Bylaws 
make  no  mention  of  the  existence,  let  alone  the 
functions,  of  a Council  Committee  on  Questions  of 
Ethics.  It  was  further  pointed  out  that  since  the 
institution  of  the  Judicial  Council,  the  functions  of 
the  Committee  on  Ethics  have  been  decreased.  It 
now  serves  as  an  information  center  where  county 
societies,  members  of  our  Society,  or  other  interested 
persons  might  seek  an  authoritative  opinion  as  to 
the  applicability  of  the  Principles  of  Professional 
Conduct  to  a set  of  given  facts.  The  committee  is 
not  aware  of  any  change  in  its  objectives. 

Some  of  the  interesting  matters  referred  to  the 
committee  are  as  follows: 

Is  ownership  of  a proprietary  hospital  ethical? 
It  is,  as  long  as  the  patient  is  not  e.xploited. 

We  received  a request  from  the  secretary  of  the 
New  York  Society  of  Internal  Medicine  as  to  the 
ethics  of  printing  the  name  of  an  internist  on  the 
front  page  of  a pamphlet  put  out  by  that  society. 
It  was  the  opinion  of  the  committee  that  such  a pro- 
cedure constituted  a form  of  self-laudation  and  is 
therefore  in  violation  of  Chapter  I,  Section  4 which 
states:  “Self-laudations  defy  the  traditions  and 


lower  the  moral  standard  of  the  medical  profession; 
they  are  an  infraction  of  good  taste  and  are  dis- 
approved.” 

A New  Jersey  physician  proposed  to  have  in- 
serted in  the  New  York  Times  the  following  copy: 

MEDICAL  PROGRAMS 
Smaller  Companies 

Experienced  physician  desires  to  organize  and 
conduct  medical  programs  on  consultant  basis. 
Executive  and  employe  periodic  physical  ex- 
aminations, employe  health  education,  pre- 
employment medical  examinations,  medical  coun- 
seling, etc.  New  York  City  area. 

The  New  York  Times  refused  to  print  it  unless 
cleared  by  the  [Ethics  Committee]  of  the  Medical 
Society  of  the  State  of  New  York.  Printing  was 
disapproved  on  the  basis  of  its  being  unethical 
practice  in  violation  of  Chapter  I,  Section  4 of  the 
Principles  of  Professional  Conduct.  A letter  of 
thanks  was  sent  to  the  New  York  Times  for  its 
consideration  in  this  matter. 

A physician  sought  an  opinion  from  the  State 
Society  concerning  a medical  service  which  a group 
of  physicians  would  like  to  make  available  to  in- 
dustrial plants  in  the  New  York  City  area.  Specifi- 
cally they  wanted  to  know  whether  or  not  they  would 
be  violating  the  Society’s  code  of  ethics  if  they 
brought  their  proposed  medical  service  to  the  atten- 
tion of  industrial  plants  either  by  their  own  efforts 
as  a group  or  through  a nonmedical  representative. 
The  Ethics  Committee  felt  that  this  situation  was 
covered  by  Chapter  I,  Sections  3 and  4 of  the  Prin- 
ciples of  Professional  Conduct,  that  is,  the  Prin- 
ciples of  Professional  Conduct  shall  apply  to 
doctors  of  medicine  as  individuals  or  members  of 
hospital  staffs,  clinics,  colleges,  companies,  groups, 
etc.,  and  that  solicitation  of  patients  directly  or 
indirectly  by  a doctor  of  medicine  or  by  groups  of 
doctors  of  medicine,  etc.,  is  unethical. 

Another  request  for  information  was  by  a doctor 
from  the  metropolitan  area.  He  had  been  asked  by 
a podiatrist  to  admit  cases  to  his  hospital  where  he 
would  work  up  the  case  and  then  refer  the  patient 
to  the  podiatrist  for  podiatric  care.  This  would 
make  the  patient  eligible  for  Blue  Cross  and  Blue 
Shield  coverage  in  the  hospital.  The  committee 
decided  that  this  was  a subterfuge  and  was  in  viola- 
tion of  ethics. 

A complaint  was  received  from  a phj-sician  in  the 
midstate  area  concerning  a directive  from  the 
New  York  State  Department  of  Social  Welfare 
concerning  the  prescribing  of  drugs  for  welfare 
patients.  It  stated  that  “the  enclosed  list  of  com- 
mon generic  drugs  must  be  prescribed  in  place  of  the 
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counterpart  trade  name  preparations  or  the  de- 
partment will  not  authorize  payment.”  This  com- 
mittee felt  that  there  is  no  breach  of  ethics  in  this 
directive.  It  notes  also  that  the  department  of 
pharmacology  in  most  medical  schools  advocates  the 
use  of  generic  rather  than  the  trade  name  of  drugs. 

Requests  were  also  received  for  information  con- 
cerning the  ethics  of  the  Human  Betterment  Asso- 
ciation Inc.  of  New  York,  regarding  the  referring  of 
patients  for  sterilization. 

Other  matters  came  before  the  committee  which 
more  properly  belonged  to  another  committee  and 
they  were  so  directed. 

Information  is  sometimes  requested  concerning 
the  ethics  involved  in  the  payment  by  a physician 
to  an  assistant  at  a surgical  procedure.  Attention 
is  called  to  a pronouncement  by  the  Judicial  Council 
of  the  A.M.A.  quoted  in  the  Journal  of  the  American 
Medical  Association  for  September  3,  1960. 

QUESTION;  Is  it  etjiically  permissible  for  a 
surgeon  to  employ  another  doctor  to  assist  him  in 
a surgical  procedure  and  to  pay  the  assistant  a 
fee  as  compensation  for  such  employment? 

ANSWER:  The  Judicial  Council  is  of  the  opinion 
that  it  is  ethically  permissible  for  one  doctor  to 
employ  another  doctor  to  aid  and  assist  him  and  to 
pay  the  other  doctor  for  such  assistance.  Such  a 
practice  is  improper  if  used  only  as  a guise  to  permit 
the  splitting  of  a fee.  The  second  physician  must 
actually  be  an  assbtant  to — an  employe  of — the 
surgeon.  If,  however,  the  doctors  individually 
render  care  to  the  same  patient,  then  each  doctor 
should  submit  a bill  for  the  services  he  has  per- 
formed and  should  receive  compensation  directly. 

QUESTION : If  it  is  permissible  for  a surgeon  to 
employ  another  doctor  to  aid  and  assist  him  and  to 
pay  that  other  doctor  for  such  assistance,  may  the 
employed  doctor  be  the  referring  doctor?  May 
employment  be  on  a per  case  basis,  or  must  it  be 
full  time? 

ANSWER:  The  members  of  the  Judicial  Council 
believe  it  is  ethically  permissible  for  a surgeon  to 
employ  another  physician  to  assist  him.  If  a surgeon 
actually  employs  an  assistant,  and  if  such  assistant 
performs  work  for  which  compensation  is  due,  then 
it  is  immaterial  that  the  employed  physician  was 
the  referring  physician.  It  is  immaterial  whether 
the  employment  is  on  a per  case  or  on  a full-time 
basis.  The  controlling  factors  are  (1)  the  status  of 
the  second  physician,  (2)  his  relationship  with  the 
patient,  and  (3)  his  legal  responsibility  to  the  pa- 
tient. If  the  practice  is  a subterfuge  to  split  fees, 
or  if  the  physician  is  not  actually  employed  and 
used  as  a bona  fide  assistant,  then  the  practice  is 
contrary  to  ethical  principles. 

The  Committee  on  Questions  of  Ethics  also  dis- 
cussed an  opinion  of  the  Judicial  Council  of  the 
A.M.A.  as  published  in  the  Journal  of  the  American 
Medical  Association  for  November  15,  1958.  We 
feel  that  it  is  proper  to  call  this  to  the  attention  of 
our  membership. 


QUESTION:  Is  it  ethical  to  have  another  doctor 
perform  surgery  on  my  patient  without  patient’s 
knowledge  and  consent? 

ANSWER:  No.  The  Principles  in  Section  2 

state  that  the  principal  objective  of  the  medical 
profession  is  to  render  service  to  humanity  with 
full  respect  for  the  dignity  of  man.  To  have  another 
physician  operate  on  one’s  patient  without  that 
patient’s  consent,  and  without  his  knowledge  of 
the  substitution,  is  a fraud  and  deceit  and  a viola- 
tion of  a basic  ethical  concept.  The  patient  as  a 
human  being  is  entitled  to  choose  his  own  physician 
and  he  should  be  permitted  to  acquiesce  in  or  refuse 
to  accept  the  substitution. 

A statement,  prepared  by  the  A.M.A.  Law 
Department,  is  reproduced  here  as  being  educational 
on  this  matter. 

The  surgeon’s  obligation  to  the  patient  requires 
him  to  perform  the  surgical  operation:  (1)  within 
the  scope  of  authority  granted  him  by  the  consent 
to  the  operation;  (2)  in  accordance  with  the  terms 
of  the  contractual  relationship;  (3)  with  complete 
disclosure  of  all  facts  relevant  to  the  need  and  the 
performance  of  the  operation;  and  (4)  to  utilize 
his  best  skill  in  performing  the  operation. 

It  should  be  noted  that  it  is  the  operating  surgeon 
to  whom  the  patient  grants  his  consent  to  perform 
the  operation.  The  patient  is  entitled  to  the  services 
of  the  particular  surgeon  with  whom  he  contracts. 
The  surgeon  in  accepting  the  patient  obligates  himself 
to  utilize  his  personal  talents  in  the  performance  of 
the  operation  to  the  extent  required  by  the  agree- 
ment, creating  the  physician-patient  relation.  He 
cannot  properly  delegate  to  another  the  duties  which 
he  is  required  to  perform  personally. 

Under  the  normal  and  customary  arrangement 
with  private  patients,  and  with  reference  to  the  usual 
form  of  consent  to  operation,  the  surgeon  is  obligated 
to  perform  the  operation  himself,  and  he  may  use 
the  services  of  assisting  residents  or  other  assisting 
surgeons  to  the  extent  that  the  operation  reasonably 
requires  the  employment  of  such  assistance.  If  a 
resident  or  other  physician  is  to  perform  the  opera- 
tion under  the  guidance  of  the  surgeon,  it  is  necessary 
to  make  a full  disclosure  of  this  fact  to  the  patient, 
and  this  should  be  evidenced  by  an  appropriate 
statement  contained  in  the  consent. 

If  the  surgeon  employed  merely  assists  the  resident 
or  other  physician  in  performing  the  operation,  it  is 
the  resident  or  other  physician  who  becomes  the 
operating  surgeon.  If  the  patient  is  not  informed 
as  to  the  identity  of  the  operating  surgeon,  the  situa- 
tion is  “ghost  surgerj'.” 

An  operating  surgeon  is  construed  to  be  a per- 
forming surgeon.  As  such  his  duties  and  respon- 
sibilities go  beyond  mere  direction,  supervision, 
guidance,  or  minor  participation. 

He  is  not  employed  merely  to  supervise  the  opera- 
tion. He  is  employed  to  perform  the  operation. 
He  can  properly  utilize  the  services  of  an  assistant 
to  assist  him  in  the  performance  of  the  operation. 
But  he  is  not  performing  the  operation  where  his 
active  participation  consists  of  guidance  or  standby 
responsibilities  in  the  case  of  an  emergency. 

Respectfully  submitted, 

Harold  F.  Brown,  M.D.,  Chairman 
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PUBLIC  HEALTH  AND 
EDUCATION 


Reports  in  this  section  are  referred  to  the  Reference  Committee  on  Public  Health  and 
Education,  consisting  of  the  following: 

Edward  F.  Shea,  M.D.,  Ulster,  Chairman 
George  E.  Anderson,  M.D.,  Kings 
Thomas  S.  Bumbalo,  M.D.,  Erie 
Samuel  M.  Lieberman,  M.D.,  Bronx 
Jason  K.  Moyer,  M.D.,  Broome 


Public  Health  and  Education 


To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Public  Health  and 
Education  has  the  following  membership; 

James  Greenough,  M.D.,  Chairman Otsego 

Irving  L.  Ershler,  M.D Onondaga 

Henry  I.  Fineberg,  M.D Queens 

Joe  W.  Howland,  M.D Monroe 

Harry  S.  Lichtman,  M.D Kings 

Donald  R.  McKay,  M.D Erie 

Robert  E.  L.  Nesbitt,  Jr.,  M.D Albany 

James  Perkins,  M.D Westchester 

Herman  E.  Hilleboe,  M.D.,  Commissioner,  New 
York  State  Department  of  Health,  Adviser 

Albany 

Leona  Baumgartner,  M.D.,  Commissioner  of 
Health,  City  of  New  York,  Adviser.  .New  York 
Abraham  M.  Rabiner,  M.D.,  Adviser Kings 

Your  new  chairman  has  endeavored  since  May, 
1960,  to  continue  the  policies  so  ably  formulated  by 
the  previous  chairman.  President  Norman  S.  Moore. 

The  situation  in  regard  to  the  subcommittees  de- 
scribed in  last  year’s  annual  report  still  obtains; 
namely,  certain  subcommittees  are,  of  necessity, 
active  throughout  the  year  with  many  matters  to  con- 
sider and  to  implement.  Other  committees  have 
routine  work  with  no  new  or  unforeseen  problems; 
still  others  are  more  or  less  “stand-by”  committees 
with  little  to  do  during  the  year  unless  an  emergency 
arises  in  their  fields  of  activities. 

I wish  to  express  my  thanks  and  appreciation  to 
the  subcommittee  chairmen  and  members  for 
carrying  out  their  functions  and  a.ssisting  the  Com- 
mittee on  Public  Health  and  Education  to  perform 
its  assigned  task. 


Your  committee  was  charged  by  the  House  of 
Delegates  to  accomphsh  certain  actions  during  the 
year. 

1.  “A  joint  committee  of  ophthalmologists  and 
general  practitioners  develop  a glaucoma  detection 
program.”  A day-long  workshop  session  is  being 
set  up  by  the  Health  Department  on  February  15  to 
review  glaucoma  detection.  This  will  include  all 
agencies  interested  in  the  work  with  the  blind, 
including  the  Department  of  Social  Welfare,  the  De- 
partment of  Education,  the  National  Association  for 
the  Prevention  of  Blindness,  the  Lions,  who  devote 
much  of  their  activity  to  the  blind,  the  General  Prac- 
tice Subcommittee,  the  Section  on  Ophthalmology 
and  the  Public  Health  and  Education  Committee. 

2.  “A  study  by  the  State  Society  in  conjunction 
with  the  State  Health  Department  should  be  made 
of  the  overlapping  rehabilitation  programs.”  The 
Governor  has  taken  action  to  improve  the  situation 
revealed  by  the  careful  study  of  the  survey  made  bj' 
Dr.  Ershler  last  year.  The  Health  Department  has 
been  authorized  to  set  up  seven  regional  centers  for 
rehabilitation  in  Buffalo,  Rochester,  Syracuse, 
Albany,  and  Metropolitan  New  York.  The  first 
will  be  at  the  Upstate  Medical  Center  in  Syracuse. 
It  is  also  suggested  that  secondary  centers  be  de- 
veloped. 

3.  “The  Subcommittee  on  School  Health  was 
urged  to  meet  with  representatives  of  the  State 
Education  Department  to  work  out  a health  screen- 
ing program  for  school  children  with  complete 
physical  examination  at  stated  intervals.”  At- 
tempts have  been  made  to  carry  out  the  request,  but 
up  to  January  5 no  arrangements  could  be  made  with 
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the  State  Education  Department.  (See  report  of 
Subcommittee  on  School  Health.) 

4.  One  other  matter  has  been  brought  to  the 
attention  of  your  chairman  during  the  year.  At  the 
Council  meeting  of  March  24,  1960,  temporary 
action  was  taken  that  until  further  information  was 
available  “all  requests  for  hypnosis  programs  should 
be  checked  on  an  individual  basis  and  that  a teacher 
must  be  a doctor  of  medicine,  a dentist,  or  a clinical 
psychologist.”  At  the  next  meeting  of  the  Council, 
on  April  21,  it  was  voted  that  “the  use  of  hypnosis 
should  be  confined  to  physicians  who  are  qualified  in 
this  field  by  experience  or  educational  activity,  ap- 
proved by  the  Committee  on  Medical  Hypnosis  of 
the  American  Medical  Association,  the  American 
Medical  Association’s  Council  on  Education  and 
Hospitals,  the  postgraduate  division  of  a medical 
school,  the  American  Psychiatric  Association,  the 
American  Society  of  Anesthesiologists,  or  similar 
reputable  medical  educational  groups.” 

In  the  Minutes  of  the  1960  House  of  Delegates,  as 
published  in  the  New  York  State  Journal  of 
Medicine,  September  1, 1960,  Part  II,  page  144,  you 
will  find  an  approval  of  the  use  of  hypnosis  only  by 
physicians  properly  qualified.  On  Page  19  of  the 
same  Journal  you  will  find  action  of  the  Council 
taken  on  March  24,  but  for  some  reason  the  action  of 
the  Council  on  April  21  was  not  considered. 

This  whole  matter  seems  to  have  two  parts:  (1) 
Who  should  be  allowed  to  use  hypnosis  in  medical 
practice  and  (2)  Who  should  be  allowed  to  teach 
hypnosis.  Part  2 should  be  corrected  to  hmit  the 
teaching  to  properly  qualified  physicians  or  dentists 
to  eliminate  practicing  psychologists.  My  only 
suggested  solution  to  the  problem  is  that  the  matter 
should  be  presented  to  the  reference  committee  at 
the  annual  meeting  in  1961,  and  action  requested  in 
regard  to  the  qualifications  of  persons  allowed  to 
teach  hypnosis. 

Two  meetings  of  the  Committee  on  Public  Health 
and  Education  have  been  held  since  May,  1960. 
Both  meetings  have  been  held  jointly  with  represen- 
tatives of  the  State  Department  of  Health.  Matters 
discussed  and  acted  on  include: 

1.  The  problem  of  temporary  licensure  of  dis- 
tinguished foreign  surgeons  so  that  they  could  be 
allowed  to  demonstrate  operations.  This  was  re- 
ferred through  the  Council  to  the  Legislation  Com- 
mittee for  legislative  action. 

2.  Intravenous  therapy  by  trained  registered 
nurses.  Considerable  progress  has  been  made  in 
discussing  with  Attorney  General  Lefkowitz  the 
promulgation  of  a new  opinion  in  regard  to  its 
legality. 

3.  Treatment  of  narcotic  addicts.  The  Depart- 
ment of  Mental  Hygiene  was  requested  to  increase 
research  on  the  subject  of  addiction.  Treatment  of 
addicts  not  in  hospitals  was  disapproved  as  being 


completely  ineffective.  The  telephone  prescription 
of  narcotics  was  also  disapproved.  The  chairman 
of  the  Subcommittee  on  Addiction  to  Alcohol  and 
Narcotics  was  appointed  to  the  Narcotics  Advisory 
Board  of  the  State  Department  of  Health.  {See 
report  of  the  Subcommittee  on  Addiction  to  Alcohol 
and  Narcotics.) 

4.  Closed-chest  cardiac  massage,  as  described  in 
the  July  9,  1960,  issue  of  the  Journal  of  the  American 
Medical  Association,  was  referred  to  the  Subcom- 
mittee on  Heart  Disease  and  also  to  the  Subcom- 
mittee on  Operating  Room  Deaths  for  opinions  as  to 
the  advisability  of  instructing  lay  individuals  in  the 
technic.  Advice  from  these  committees  was  to  make 
every  effort  to  demonstrate  this  procedure  to  the  doc- 
tors of  the  State,  but  certainly,  at  this  time,  and  until 
the  medical  profession  was  thoroughly  conversant 
with  the  technic,  lay  instruction  would  not  be  advis- 
able. 

5.  Pressure  transfusions  which  were  the  subject 
of  an  editorial  in  the  Journal  of  the  American  Medical 
Association  of  July  2,  1960,  were  discussed  and  the 
matter  of  discontinuing  them  was  referred  to  the 
Operating  Room  Deaths  Subcommittee.  Their 
advice  was  that  such  transfusions  should  be  con- 
tinued, but  only  with  adequate  safeguards  (proper 
apparatus  and  especially  trained  supervision  of  the 
procedure).  The  Public  Health  and  Education 
Committee  agreed  with  this  opinion. 

6.  At  the  suggestion  of  the  State  Department  of 
Health,  the  Council  was  requested  to  arrange  with 
the  Journal  to  publish  quarterly  a page  of  informa- 
tion for  those  planning  to  travel  abroad.  This  would 
advise  physicians  of  needed  inoculations  or  vaccina- 
tions and  where  obtainable  in  certain  cases. 

The  Council  requested  that  efforts  be  made  to 
increase  the  activities  of  the  county  societies  in  pro- 
grams on  mental  health,  especially  that  of  the  aged. 
A program  has  been  organized  jointly  by  the  Depart- 
ment of  Mental  Hygiene,  the  New  York  State 
Academy  of  General  Practice,  and  New  York  State 
branches  of  the  American  Psychiatric  Association, 
with  approval  of  the  Medical  Society  of  the  State  of 
New  York,  to  provide  one-day  seminars,  or  longer, 
covering  such  topics  as  “Symptomatology  and 
Diagnosis  of  Mental  and  Emotional  Disorders,” 
“Management  of  Psychiatric  Emergencies,”  “Use  of 
Drugs,”  and  others.  County  medical  societies  have 
been  urged  to  avail  themselves  of  this  opportunity. 
This  subject  is  also  on  the  agenda  for  a meeting  of 
the  Subcommittee  on  Mental  Hygiene  in  February. 

Your  committee  is  continuing  to  encourage  the 
physicians  of  the  State  to  cooperate  with  the  State 
Police  in  the  matter  of  obtaining  blood  alcohol  deter- 
minations of  drivers  involved  in  accidents,  when  so 
requested.  Such  cooperation  appears  to  be  increas- 
ing. The  committee  has  been  collecting  information 
in  regard  to  emergency  panels  so  that  the  members  of 
these  panels  may  be  apprised  of  the  importance  of 
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cooperating  with  the  State  Police.  It  is  hoped  that 
this  will  anticipate  any  occasions  arising  which  call 
for  the  taking  of  blood  for  alcoholic  content  deter- 
mination. It  is  hoped  that  this  project  will  be  con- 
cluded by  the  time  of  the  annual  meeting  in  1961. 

Among  the  important  actions  of  the  subcommit- 
tees, I wish  to  call  further  attention  to  the  activities 
of  the  Subcommittee  on  Addiction  to  Alcohol  and 
Narcotics,  the  work  of  the  Subcommittee  on  the 
Aging  and  Nursing  Homes  in  association  with  the 
organization  of  the  New  York  State  Joint  Council  to 
Improve  the  Health  Care  of  the  Aged  and  also  the 
White  House  Conference  on  the  Aging  held  in 
January  in  Washington,  the  efforts  of  the  Subcom- 
mittee on  Operating  Room  Deaths  to  develop  a ter- 
minology for  deaths  occurring  in  the  operating 
room,  or  within  twenty-four  hours  of  operation,  and 
to  obtain  a statistical  study  of  these  cases.  I have 
already  called  attention  to  the  activities  of  the  Sub- 
committee on  Heart  Disease  to  disseminate  informa- 
tion to  the  physicians  of  the  State  on  the  subject  of 
closed-chest  cardiac  massage.  The  Subcommittee 
on  Maternal  and  Child  Mortality  is  studying  the 
causes  of  maternal  and  neonatal  deaths  under  a 
grant  from  the  State  Department  of  Health  and  the 
Empire  State  Medical,  Scientific  and  Educational 
Foundation,  Incorporated. 

What  Goes  On  continues  to  be  an  important  and 
successful  activity  of  the  Society  under  the  capable 
management  of  Miss  Dorothy  Kelleher.  As  of 
January  1,  1961,  the  Medical  Society  of  the  State  of 
New  York  has  assumed  entire  editorial  management 
for  both  New  York  and  New  Jersey  to  expedite 
arranging  the  material  for  the  printer. 

The  Committee  on  Public  Health  and  Education 
has  been  much  concerned  over  the  program  of  post- 
graduate education.  It  appears  that  our  present 
program  with  county  medical  societies  may  not  be 
the  best  method  of  providing  this  postgraduate 
education  to  physicians.  The  committee  is  sug- 
gesting that  the  Empire  State  Medical,  Scientific 
and  Educational  Foundation  undertake  as  a project 
the  review  of  the  entire  subject  and  the  formulation 
of  an  improved  educational  program.  It  is  hoped 
that  such  a study  may  be  implemented  before  the 
annual  meeting. 

The  work  of  the  Committee  on  Public  Health  and 
Education  could  not  be  accomplished  without  a 
great  deal  of  assistance  from  outside  sources.  We 
wish  again  to  thank  Herman  E.  Hilleboe,  M.D.,  and 
his  staff  of  the  New  York  State  Department  of 
Health, and  Leona  Baumgartner,  M.D.,  and  her  staff 
of  the  Health  Department  of  the  City  of  New  York 
for  their  ever-ready  cooperation  on  health  problems. 
Deputy  Commissioner  Granville  W.  Larimore, 
M.D.,  of  the  State  Department  of  Health,  has 
worked  very  closely  with  your  committee  and  j^our 
chairman. 

Norman  S.  Moore,  M.D.,  your  president,  has 


evidently  not  forgotten  his  past  activities  as  chair- 
man of  this  committee  and  has  been  of  inestimable 
assistance  to  us  in  our  work. 

The  entire  staff  of  the  Medical  Society  and 
especially  Miss  Doris  K.  Dougherty  have  at  all 
times  helped  the  committee  and  made  possible 
whatever  has  been  accomplished. 

Miss  Susan  V.  Baker,  executive  assistant  to  the 
committee,  by  her  knowledge  of  past  actions  and 
her  efficient  handling  of  its  activities  has  really  been 
the  mainspring  in  all  the  work  of  the  Committee  on 
Public  Health  and  Education  and  all  its  subcom- 
mittees. 

Since  submitting  its  annual  report  for  1959-1960, 
the  committee  has  arranged,  as  of  February,  1961, 
postgraduate  instruction  for  32  groups,  presented  as 
lecture  series,  symposia,  single  lectures,  or  teaching 
days.  A total  of  151  speakers  have  already  partici- 
pated or  will  participate  in  these  meetings.  To  the 
New  York  State  Department  of  Health  go  our 
thanks  for  their  continued  assistance  in  providing 
the  $25  honorarium  to  these  speakers. 

If  the  program  chairmen  of  the  medical  groups  for 
which  we  supply  speakers  submitted  their  requests 
six  weeks  or  longer  ahead  of  time,  we  should  be  able 
to  include  notice  of  the  meetings  in  What  Goes  On, 
the  monthly  postgraduate  education  bulletin. 

Of  the  following  list  of  postgraduate  sessions,  seven 
were  arranged  by  the  Postgraduate  Education 
Department  of  the  State  University  of  New  York 
College  of  Medicine  at  Syracuse  in  cooperation  with 
our  committee. 


County 

Okganization 

Number 

OF 

Speakers 

Broome 

Medical  Society 

1 

Binghamton  Academy 
of  Medicine 

3 

Cayuga 

Medical  Society 

10 

Chenango 

Medical  Society  (arranged 

7 

Cortland 

by  Syracuse) 
Medical  Society 

2 

Dutchess 

Medical  Society 

4 

Erie 

Buffalo  Academy  of  Medi- 

1 

Fulton 

cine 

Medical  Society 

2 

Medical  Society  and  AGP 

4 

Herkimer 

(Teaching  Day) 
Medical  Society 

2 

Jefferson 

Medical  Society 

5 

Madison 

Medical  Society 

2 

Niagara 

Medical  Society 

2 

Oneida 

Medical  Society 

8 

Utica  Academy  of  Medi- 

8 

Onondaga 

cine 

Medical  Society 

1 

Ontario 

Medical  Society 

5 

Geneva  Academy  of  Medi- 

7 

Putnam 

cine 

Medical  Society 

1 

Rensselaer 

Medical  Society 

6 

Richmond 

Medical  Society 

1 

St.  Lawrence 

Medical  Society 

5 

Schenectady 

Medical  Society 

1 
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Steuben  Medical  Society  5 

Suffolk  Medical  Society  19 

South  Side  Clinical  Society  5 

Medical  Society,  AGP,  8 

Cancer  Society  (Teach- 
ing Day) 

Sullivan  Medical  Society  8 

Ulster  Medical  Society  4 

Regional  Meetings  £ind  Teaching  Days. — For 
regional  meetings  and  regional  teaching  days,  invita- 
tions are  sent  to  the  members  of  the  medical  societies 
in  counties  adjacent  to  that  in  which  the  instruction 
is  given.  The  committee  usually  arranges  for  the 
speakers,  has  envelopes  addressed  for  the  member- 
ships of  the  county  societies,  and  reimburses  the 
sponsoring  county  medical  society  for  the  cost  of 
printing  the  programs  and  for  the  postage. 

This  year  the  following  such  meetings  have  been 
held: 


Number 

OP 

Speak- 

County 

Region 

Subject  ERS 

Broome 

Chemung,  Che- 

Gastro- 4 

Our  Lady  of 

nango,  Cort- 

enter- 

Lourdes  Hos- 

land., Tioga, 

ology 

pital 

Tompkins 

Oneida 

Chenango,  Herki- 

Cancer 4 

Medical  Society 

mer,  Jefferson, 

and  Utica  Acad- 

Lewds, Madison, 

emy  of  Medicine 

Onondaga,  Os- 
wego, Otsego, 
St.  Lawrence 

St.  Lawrence 

Clinton,  Essex, 

Psy-  3 

Medical  Society 

Franklin,  Jeffer- 

chia- 

and  County 
Health  Clinic 

son 

try 

Respectfully  submitted, 

James  Gbeenough,  M.D.,  Chairman 


Reports  of  the  subcommittees  follow : 

Accident  Prevention 

The  Subcommittee  on  Accident  Prevention  is 
composed  of  the  following  members: 

S.  Bernard  Wortis,  M.D.,  Chairman. . .New  York 


Arthur  S.  Abramson,  M.D Westchester 

Conrad  Berens,  M.D New  York 

Harold  Brandaleone,  M.D New  York 

Goodwin  Breinin,  M.D New  York 

Edmund  P.  Fowler,  Sr.,  M.D New  York 

Richard  H.  Freyberg,  M.D New  York 

Milton  Helpern,  M.D New  York 

Walter  D.  Ludlum,  M.D New  York 

Norman  S.  Plummer,  M.D New  York 

John  H.  Powers,  M.D Otsego 

H.  Houston  Merritt,  M.D.,  Adviser . . . New  York 
Abraham  M.  Rabiner,  M.D.,  Adviser Kings 


There  have  been  no  meetings  of  the  subcommittee 


this  year.  One  of  its  functions  has  been  to  advise 
the  Department  of  Motor  Vehicles,  through  the 
Driver  Research  Center  of  the  State  Department  of 
Health,  in  cases  where  renewal  of  the  operator’s 
license  was  concerned.  In  one  instance  the  driver 
had  had  a single  lapse  of  consciousness  due  to  a 
“brittle”  diabetic  condition.  In  the  other  case  the 
individual  evinced  symptoms  of  a potential  Stokes- 
Adams  syndrome  but  actuallj^  had  not  lost  conscious- 
ness. In  each  instance  it  was  recommended  that  the 
operator’s  license  not  be  renewed. 

The  State  Police  have  continued  to  inform  the 
subcommittee  of  instances  where  physicians  have 
refused  to  take  samples  of  blood  from  drivers  of  cars 
involved  in  accidents  in  order  to  determine  the  alco- 
holic content.  There  have  been  five  of  these  cases, 
in  all  of  which  the  chairman  of  the  parent  committee 
has  taken  up  the  matter  with  each  of  the  physicians, 
explaining  that  he  is  not  legally  liable  when  he  takes 
such  samples.  Similar  replies  have  gone  to  two 
hospital  administrators  raising  the  same  question. 

Addiction  to  Alcohol  and  Narcotics 

The  Subcommittee  on  Addiction  to  .Mcohol  and 
Narcotics  has  the  following  membership: 

Marvin  A.  Block,  M.D.,  Chairman Erie 

Herbert  Berger,  M.D Richmond 

Jerome  L.  Leon,  M.D Queens 

Webster  M.  Moriarta,  M.D Saratoga 

Rafael  R.  Gamso,  M.D.,  Medical  Direc- 
tor, Harlem  Hospital,  Adviser Bronx 

Granville  W.  Larimore,  M.D.,  New 
York  State  Department  of  Health, 

Adviser Albany 

Henry  Brill,  M.D.,  Deputy  Commissioner  of 
Mental  Hygiene,  Adviser Albany 

There  has  been  one  meeting  of  the  subcommittee, 
on  December  9,  1960. 

1.  It  was  suggested  that  because  the  problem  of 
narcotics  is  largelj-^  centered  in  the  New  York  Metro- 
politan area  the  cooperation  of  the  Coordinating 
Council  be  enlisted  to  help  the  subcommittee  in  the 
problem  of  narcotic  addiction.  It  was  further  sug- 
gested that  they  interest  themselves  as  a coordinat- 
ing council  in  the  problem  of  alcoholism,  as  well. 

2.  The  subcommittee  agreed  after  a study  by 
some  of  its  members  and  sufficient  discussion  that 
the  so-called  “British  System”  actually  does  not 
exist  as  a system,  and  that  its  so-called  program 
should  have  no  bearing  on  our  approach  to  the  prob- 
lem of  narcotic  addiction  in  this  State.  It  was 
agreed  that  the  subcommittee  would  follow  through 
with  the  program  of  narcotic  control  as  outlined  at 
previous  meetings. 

3.  It  was  decided  that  when  material  appears  in 
the  public  press  with  which  the  subcommittee  takes 
issue  the  result  of  its  discussion  should  be  presented 
to  the  publisher  of  the  publication  in  question  and 
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not  to  the  author.  This  would  apply,  of  course, 
only  to  articles  which  were  the  immediate  concern 
of  the  subcommittee. 

4.  The  subcommittee  adopted  the  18-point  pro- 
gram outlined  by  the  A.M.A.’s  Committee  on  Alco- 
holism for  its  own  program  on  narcotics,  with  the 
exception  of  numbers  4,  5,  14,  and  17  of  that  pro- 
gram, which  would  not  apply  to  the  narcotics  prob- 
lem. Emphasis  on  education  of  general  physicians 
to  be  on  the  alert  for  problems  of  narcotic  addiction 
among  their  patients  was  advised.  The  danger  of 
causing  addiction  by  the  prescription  of  narcotics 
over  long  periods  of  time  was  also  stressed.  It  was 
recommended  that  a letter  be  sent  to  all  county 
medical  societies  in  the  State  calling  attention  to 
this  point. 

5.  The  subcommittee  agreed  to  continue  its 
policy  against  the  telephone  prescription  of  narcot- 
ics. It  went  on  record  in  favor  of  keeping  the  sta- 
tus quo  in  the  Public  Health  Law  of  the  State  which 
requires  that  only  written  prescriptions  in  the  hands 
of  the  pharmacist  shall  be  filled. 

6.  The  subcommittee  voted  in  favor  of  a study 
of  the  reports  gathered  from  physicians  reporting 
habitual  users  of  narcotics.  This  study  is  now  under 
way  by  the  State  Health  Department. 

7.  The  subcommittee  agreed  that  continuation  of 
the  Riverside  Hospital  in  New  York  City  as  a treat- 
ment center  for  narcotic  addicts  was  eminently 
desirable. 

In  considering  the  problem  of  alcoholism,  the  sub- 
committee adopted  the  18-point  program  of  the 
A.M.A.  for  “alcoholism  activities  of  state  medical 
associations.”  This  plan  emphasizes  the  need  for 
detecting  the  patient  before  he  becomes  addicted. 
To  implement  this  program  it  was  agreed  that: 

1.  Physicians  must  be  educated  not  only  in  the 
medical  facts  but  also  in  their  attitude  toward  the 
alcoholic  patient. 

2.  Education  must  be  carried  on  from  the  high 
school  level  up  on  the  problem  of  alcoholism,  and 
physicians  should  take  part  in  this  educational 
development. 

3.  Alcoholism  being  a multifaceted  problem, 
there  should  be  cooperation  among  medicine,  psy- 
chiatry, educators,  and  Alcoholics  Anonymous  as  well 
as  hospital  administrators,  social  workers,  and  other 
professions.  Leadership  by  the  medical  profession 
is  imperative. 

5.  Since  there  are  objections  from  many  sources 
to  the  overemphasis  on  alcoholism  as  a mental 
health  problem  primarily,  without  taking  into 
sufficient  account  the  physical,  economic,  and 
sociologic  implications,  it  was  suggested  that  there 
be  some  modification  of  the  use  of  money  allotted  to 
the  Community  Mental  Health  Service  Boards 
which  now  use  such  funds  primarily  for  psychiatric 
services.  To  this  end,  the  subcommittee  adopted  a 
resolution  that  would  recommend  a separate  adminis- 


trative unit  in  either  the  Department  of  Health  or 
Department  of  Mental  Hygiene  to  be  established  as  a 
separate  division  to  deal  with  the  problem  of  alco- 
holism in  New  York  State.  It  was  further  recom- 
mended by  the  subcommittee  that  there  be  a com- 
mittee set  up  to  direct  such  a Division  of  Alcoholism, 
or  at  least  to  advise  it. 

6.  It  was  agreed  that  each  county  medical 
society  be  requested  to  name  a committee  on  alco- 
holism and  designate  its  chairman,  with  the  prospect 
of  calling  a meeting  of  such  chairmen  sometime  in 
the  near  future  to  implement  the  program  upon 
which  the  subcommittee  agreed. 

In  November,  1960,  a kit  containing  information 
and  other  material  on  alcoholism,  including  the  18- 
point  program  of  the  A.M.A.’s  Committee  on  Alco- 
holism and  the  proposed  curriculum  for  the  teaching 
of  alcoholism  in  medical  schools,  was  sent  to  each 
county  medical  society. 

Aging  and  Nursing  Homes 

The  Subcommittee  on  Aging  and  Nursing  Homes 
is  composed  of  the  following  members: 


Joseph  J.  Witt,  M.D.,  Chairman Oneida 

Stephen  A.  Graczyk,  M.D.,  Cochairman Erie 

Marcelle  T.  Bernard,  M.D Bronx 

Ben  Albert  Borkow,  M.D Kings 

Lawrence  S.  Kryle,  M.D Nassau 

Gerald  B.  Manley,  M.D Livingston 

Samuel  R.  Powers,  Jr.,  M.D Albany 

John  L.  Sengstack,  M.D Suffolk 

Charles  Steyaart,  M.D Wayne 


George  M.  Warner,  M.D.,  New  York 

State  Department  of  Health,  Adviser . . . Albany 

Two  meetings  of  the  Subcommittee  on  Aging  and 
Nursing  Homes  have  been  held  since  the  annual 
meeting  of  1960.  The  ten  New  York  State  physi- 
cian delegates  to  the  White  House  Conference  on  J 
Aging  were  invited  to  one  of  these  meetings. 

Developments  in  the  State  in  preparation  for  the 
White  House  Conference  on  Aging,  January  9 to  12,  j 
1961,  occupied  the  greater  part  of  the  subcommit- 
tee’s attention.  The  chairman  was  one  of  the  Gover- 
nor’s Committee  of  One  Hundred  to  represent  the  ' 
State  at  the  Washington  conference.  The  medical 
profession  was  represented  at  the  nine  regional 
meetings  and  two  State-wide  conferences  on  aging 
held  in  New  York  State  in  preparation  for  the 
Washington  sessions.  The  Added  Years  is  New 
York  State’s  published  report  to  the  Conference. 

The  White  House  Conference  on  Aging  was  held 
in  Washington,  January  9 to  12,  1961.  Very  little 
new  information  was  brought  forth,  but  there  was  i 
reaffirmation  of  generally  recognized  principles  and  ) 
facts.  The  matter  of  financing  health  costs  of  the  I 
aging  caused  considerable  discussion.  One  section  i 
recommended  to  finance  this  care  through  the  Social  'I 
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Security  mechanism  by  a vote  of  170  to  99.  An- 
other section  voted  against  financing  through  com- 
pulsory health  insurance  by  a vote  of  196  to  66. 
There  were  minority  reports  filed  in  both  sections. 

The  chairman  attended  a meeting  of  the  American 
Medical  Association’s  Committee  on  Indigent  Care 
with  Bureau  of  Public  Assistance  representatives  of 
the  Department  of  Health,  Education,  and  Welfare 
in  Washington  on  October  14,  1960.  Thirteen 
states  were  reported  in  the  process  of  implementing 
PL  86-778  (Kerr-Mills  Bill)  at  that  time. 

The  chairman  met  with  the  newly  organizing 
“Nursing  Homes  Planning  Commission’’  in  Syra- 
cuse on  September  29,  1960.  The  objectives  of  this 
group  are  essentially  the  same  as  those  of  the  New 
York  State  Nursing  Home  Association — better  care, 
preservation  of  private  enterprise  in  the  nursing 
home  field,  and  accreditation  of  nursing  homes. 

The  chairman  was  re-elected  chairman  of  the 
New  York  State  Joint  Council  to  Improve  the 
Health  Care  of  the  Aged,  on  November  22,  1960. 

The  projected  joint  educational  program  on 
mental  health  of  the  aging  was  not  pushed.  This 
subject  was  included  in  seminars  presented  by  the 
General  Practice  Subcommittee  with  the  Depart- 
ment of  Mental  Hygiene  and  the  American  Psychi- 
atric Association. 

A statement  of  policy  was  prepared  at  the  request 
of  the  President  of  the  State  Medical  Society. 

Cancer 

The  Subcommittee  on  Cancer  has  the  following 
membership: 

John  G.  Masterson,  M.D.,  Chairman Kings 

William  R.  Carson,  M.D St.  Lawrence 

Daniel  Burdick,  M.D Onondaga 

Emerson  Day,  M.D New  York 

Samuel  Leo,  M.D Bronx 

George  E.  Moore,  M.D Erie 

Roald  N.  Grant,  M.D.,  Adviser New  York 

Paul  R.  Gerhardt,  M.D.,  New  York 
State  Department  of  Health,  Ad- 
viser  Albany 

Theodore  Rosenthal,  M.D.,  New 
York  City  Department  of  Health, 

Adviser New  York 

The  Subcommittee  on  Cancer  has  concerned  itself 
largely  with  the  development  of  a program  to  pro- 
mote the  vdder  use  of  the  Papanicolaou  smear  in 
the  early  detection  of  uterine  malignancy.  Essen- 
tially the  project  has  consisted  in  the  setting  aside 
of  the  third  week  in  April  of  1961  for  the  taking  of 
Papanicolaou  smears  on  all  adult  females  admitted 
to  the  hospital.  The  smears  are  to  be  taken  on  a 
voluntary  basis  and  paid  for  in  a manner  similar  to 
any  other  laboratory  procedure  performed  on  a par- 
ticular patient.  The  implementation  of  this  pro- 


gram at  a local  level  has  been  tremendously  en- 
hanced by  the  active  support  and  encouragement  of 
the  local  divisions  of  the  American  Cancer  Society, 
as  well  as  the  Departments  of  Health  of  the  State 
and  of  the  City  of  New  York. 

The  subcommittee  in  cooperation  with  these 
departments  of  health  has  prepared  reports  on  the 
facilities  available  throughout  New  York  State  for 
the  diagnosis  and  treatment  of  malignancy.  In 
addition,  the  subcommittee  has  reviewed  with 
interest  the  increased  activities  of  the  Bureaus  for 
Cancer  Control  in  the  New  York  State  and  the 
City  of  New  York  Departments  of  Health.  Such 
activities  can  only  result  in  the  improved  care  of  the 
cancer  patient  in  our  State. 

Child  Accidents 

The  Subcommittee  on  Child  Accidents  has  the 


following  membership: 

Tyree  C.  Wyatt,  M.D.,  Chairman Onondaga 

Thurman  B.  Givan,  M.D Kings 

Charles  W.  Neuhardt,  M.D Westchester 


There  have  been  no  meetings  of  the  Subcommittee 
on  Child  Accidents  this  year. 

Diabetes 

The  Subcommittee  on  Diabetes  has  the  following 
membership: 

Charles  B.  F.  Gibbs,  M.D.,  Chairman.. . .Monroe 


George  E.  Anderson,  M.D Kings 

Joseph  B.  Cortesi,  M.D Schenectady 

Maynard  E.  Holmes,  M.D Onondaga 

Herbert  Pollack,  M.D New  York 


At  a meeting  of  the  subcommittee  on  September 
29,  1960,  Mr.  Richard  Connelly,  executive  director 
of  the  American  Diabetes  Association,  and  Ward 
Oliver,  M.D.,  of  the  State  Health  Department  were 
present  by  invitation  to  aid  in  coordinating  the 
efforts  of  the  subcommittee  with  those  of  the  A.D.A. 
and  the  Bureau  of  Chronic  Diseases  and  Geriatrics. 

Dr.  Oliver  reported  that  the  Chnitron  exhibit  of 
the  State  Health  Department,  arranged  for  by  the 
subcommittee  at  the  annual  meeting  of  the  State 
Society  in  New  York  City  in  May,  1960,  had  tested 
101  doctors  and  104  other  persons.  Of  these  15 
doctors,  3 doctors’  wives,  and  12  others  tested  posi- 
tive. Two  of  these  physicians  proved  to  be  unknown 
diabetics. 

Mr.  Connelly  informed  the  subcommittee  that  the 
A.D.A.  would  conduct  blood  sugar  tests  in  the 
scientific  exhibit  of  the  American  Medical  Associa- 
tion at  its  meeting  in  New  York  City  in  June,  1961. 

Diabetes  Week,  November  13  to  19,  1960,  was 
emphasized  by  an  editorial  in  the  New  York  State 
Journal  of  Medicine  and  by  a letter  to  the  comitia 
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minora  of  each  county  society.  This  letter  urged 
the  appointment  of  a chairman  of  a committee  on 
diabetes  if  one  did  not  already  exist  and  recom- 
mended that  use  be  made  of  the  resources  of  the 
A.D.A.  and  the  local  health  department  and  the 
public  press  for  education  and  detection  during  Dia- 
betes Week. 

The  response  to  a letter  sent  September  25,  1959, 
to  all  hospital  administrators  in  the  State  indicated 
interest  in  the  suggestion  by  the  subcommittee  that 
each  hospital  admission  be  examined  for  diabetes. 
In  this  letter  the  importance  of  the  postprandial 
urine  and  blood  sugar  over  fasting  samples  was 
emphasized.  Increased  laboratory  cost  was  voiced 
by  several  hospitals  as  an  objection.  Three  hos- 
pitals were  found  to  be  already  following  this  plan  of 
screening.  Since  about  one  person  in  ten  has  a 
hospital  experience  each  year,  this  would  screen  a 
large  number  on  a continuing  basis.  It  is  hoped 
that  an  increasing  number  of  hospitals  will  see  fit  to 
adopt  this  screening  procedure. 

General  Practice 

The  Subcommittee  on  General  Practice  has  the 
following  membership: 

Gregory  A.  Galvin,  M.D.,  Chairman. . .Tompkins 


Samuel  Wagreich,  M.D Bronx 

Jeff  J.  Coletti,  M.D Nassau 

William  L.  Gould,  M.D Albany 

Arthur  Howard,  M.D Fulton 

Carl  B.  Alden,  M.D Jefferson 

Floyd  C.  Bratt,  M.D Monroe 

Garra  L.  Lester,  M.D Chautauqua 

Royal  S.  Davis,  M.D Westchester 


There  have  been  no  meetings  of  the  Subcommittee 
on  General  Practice  since  the  annual  meeting  of 
1960.  There  is  the  possibility  that  one  might  be 
held  prior  to  the  convention  in  Rochester  this  May. 

Glaucoma 

The  Subcommittee  on  Glaucoma  has  the  following 
membership : 

David  F.  Gillette,  M.D.,  Chairman. . .OnondeLga, 


Conrad  Berens,  M.D New  York 

John  F.  Gipner,  M.D Monroe 

Arthur  Alexander  Knapp,  M.D New  York 


George  M.  Warner,  M.D.,  New  York 
State  Department  of  Health,  Adviser. . . Albany 

There  has  been  one  meeting  of  the  subcommittee 
this  year,  at  the  time  of  the  1960  annual  meeting  of 
the  State  Medical  Society. 

With  the  cooperation  of  the  New  York  State 
Department  of  Health  it  is  hoped  to  conduct  screen- 
ing clinics  in  order  to  determine  as  far  as  possible  the 


prevalence  of  glaucoma  in  the  State.  The  chairman 
has  written  to  the  presidents  of  the  county  medical 
societies  requesting  them  to  name  one  or  more 
ophthalmologists  to  assist  in  the  screening  project. 
To  date  approximately  half  of  the  counties  have 
replied. 

On  February  15  in  Albany  there  was  planned  an 
Institute  on  Glaucoma  Bhndness  Prevention,  ar- 
ranged by  the  Medical  Society  in  cooperation  with 
the  State  Department  of  Health  and  the  Commission 
for  the  Blind  of  the  State  Department  of  Social 
Welfare.  The  Institute  had  three  objectives: 

1 . Exchange  of  information,  in  order  that  groups 
with  State-wide  representation  may  become  familiar 
with  each  other’s  programs. 

2.  Joint  planning,  in  order  that  groups  repre- 
sented may  decrease  the  areas  of  overlap  and 
duplication  and  agree  on  common  methods  of  pro- 
gramming. 

3.  Technical  standards,  in  order  that  the  tech- 
nical experts  present  may  adopt  basic  standards  for 
programs  and  advise  the  agencies  concerning  these 
agreed-upon  standards. 

Representatives  of  the  United  States  Department 
of  Health,  Education,  and  Welfare,  the  New  York 
State  Ophthalmological  Society,  the  National 
Society  for  the  Prevention  of  Blindness,  the  Sight 
Conservation  Society  of  Northeastern  New  York, 
the  New  York  State  Chapter  of  the  American  Acad- 
emy of  General  Practice,  the  Lions  Clubs,  and  other 
similar  organizations  were  expected  to  attend. 

Hard  of  Hearing  and  the  Deaf 

The  Subcommittee  on  Hard  of  Hearing  and  the 
Deaf  has  the  following  membership: 

Edmund  Prince  Fowler,  Sr.,  M.D., 


Chairman New  York 

Greydon  G.  Boyd,  M.D New  York 

Abraham  I.  Goldner,  M.D New  York 

Karl  W.  Gruppe,  M.D Oneida 

Gordon  D.  Hoople,  M.D Onondaga 

Harrison  M.  Karp,  M.D Schenectady 

C.  Stewart  Nash,  M.D Monroe 

William  R.  Updegraff,  M.D Dutchess 

Samuel  Zwerling,  M.D Kings 


Clarence  D.  O’Connor,  Ph.D.,  Lex- 
ington School  for  the  Deaf,  A dwiser. .New  York 

Mrs.  Eleanor  C.  Ronnei,  New  York 
League  for  the  Hard  of  Hearing, 

Adviser New  York 

One  meeting  has  been  held  since  the  last  report  to 
the  House  of  Delegates.  The  following  matters  were 
discussed. 

1.  Occupational  Loss  of  Hearing. — From  the 
Reference  Committee  of  the  1959  House  of  Delegates 
had  come  a request  that  the  subcommittee  “recom- 
mend minimum  standards  for  otologic  examinations. 
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the  certification  of  the  accuracy  of  audiometers,  and 
minimum  standards  of  occupational  loss  of  hearing.” 
The  subcommittee  agreed  that 

(а)  A low  “fence”  should  be  adopted  for  the 
otologic  examination,  with  the  provision  that  pre- 
employment hearing  tests  be  given,  and  a recheck 
early  in  employment. 

(б)  The  examination  should  be  directional;  it 
should  be  done  preferably  in  a “quiet  room”;  it 
should  be  performed  by  a qualified  otologist. 

(c)  A binaural  method  of  computing  the  over-all 
percentage  loss  of  hearing  has  always  appeared  to  be 
advisable  and  has  been  endorsed  by  the  American 
Academy  of  Ophthalmology  and  Otolaryngology; 
however,  it  should  be  intensively  investigated  fur- 
ther. 

(d)  The  most  practical  method  of  keeping  an 
audiometer  properly  calibrated  is  to  check  it  daily  by 
testing  normal  persons. 

The  subcommittee  agreed  that  further  clarifica- 
tion by  the  chairman  of  the  Committee  on  Indus- 
trial Medicine  regarding  the  original  request  to  the 
subcommittee  was  required  before  a proper  answer 
could  be  formulated.  (A  letter  to  this  effect  had 
gone  in  February,  1960,  to  the  chairman  from  the 
chairman  of  the  Committee  on  Public  Health  and 
Education,  but  no  reply  had  been  forthcoming.) 

2.  Otologic  Assistance  in  Schools. — The  need  for 
efficient  otologic  help  in  order  to  do  a larger  job  in 
the  schools  in  upstate  communities  was  emphasized. 
The  subcommittee  recommended  that  the  conserva- 
tion of  hearing  program  in  the  schools  be  expanded 
to  include  a roster  of  consulting  otologists  for  doubt- 
ful or  complicated  cases;  also  that  following  a diag- 
nosis by  the  otologist  the  child  be  referred  to  the 
school  physician,  with  specific  advice. 

Dr.  Karp  was  instructed  to  arrange  for  a follow-up 
meeting  with  Dr.  Leo  Feichtner,  chief  of  the  Bureau 
of  Health  Services  of  the  State  Education  Depart- 
ment, with  whom  he  had  met  during  the  spring  of 
1960  in  a preliminarj'  discussion.  The  second  con- 
ference took  place  in  October,  when  Dr.  Feichtner 
agreed  to  zone  the  State  into  areas  in  need  of  the  pro- 
posed service,  to  facilitate  the  recruiting  of  otologists. 
To  date  there  has  been  no  further  word  from  him. 

Health  Aspects  of  Ionizing  Radiation 

The  membership  of  the  Subcommittee  on  Health 
Aspects  of  Ionizing  Radiation  is  as  follows: 

Joe  W.  Howland,  M.D.,  Chairman Monroe 

Leo  P.  Larkin,  M.D Tompkins 

Irving  R.  Tabershaw,  M.D New  York 

James  Lade,  M.D.,  Office  of  Medical  Defense, 
New  York  State  Department  of  Health, 
Adviser Albany 

Hanson  Blatz,  M.D.,  Consultant  in  Radiation, 
New  York  City  Health  Department,  Adviser. . 
New  York 


There  have  been  no  formal  meetings  of  the  sub- 
committee, but  the  following  are  suggested  projects 
for  the  future: 

1.  To  procure  from  other  sources,  modify  or 
prepare  a simple  brochure  or  pamphlet  related  to 
the  health  hazards  of  ionizing  radiation  from  x-rays 
and  their  control.  This  would  be  distributed  to  all 
members  of  the  State  Society.  Professional  and 
perhaps  financial  assistance  will  be  solicited  from  the 
State  Health  Department. 

2.  To  procure  a similar  brochure  related  to  the 
health  hazards  of  radioisotopes  and  their  control. 

3.  To  organize  a specific  speakers  bureau  on 
these  subjects,  if  demand  develops. 

4.  To  procure  and  maintain  a census  related  to 
use  of  x-ray,  source  materials,  and  radioisotopes  for 
use  of  the  Society. 

5.  To  interpret  or  clarify  items  related  to  health 
legislation  in  this  specialized  field. 

6.  To  analyze  needs  and  develop  new  projects  on 
this  basis. 


Heart  Disease 

The  Subcommittee  on  Heart  Disease  has  the  fol- 


lowing membership: 

J.  G.  Fred  Hiss,  M.D.,  Chairman Onondaga 

Maurice  A.  Donovan,  M.D Schenectady 

A.  Wilbur  Duryee,  M.D New  York 

John  J.  Finigan,  M.D Monroe 

David  G.  Greene,  M.D Erie 

Harry  Gross,  M.D New  York 

Arthur  E.  Lamb,  M.D Kings 

Norman  Plummer,  M.D New  York 

Karl  D.  Rundell,  M.D Broome 

Willard  H.  Willis,  M.D Oneida 

J.  C.  Zillhardt,  M.D Broome 


There  have  been  no  meetings  this  year  of  the  Sub- 
committee on  Heart  Disease.  However,  there  has 
been  a continuation  of  the  periodic  “Cardiac  Spot- 
lights” in  the  New  York  State  Journal  of  Medi- 
cine, and  a new  series  is  now  being  arranged  with 
potential  authors. 

A joint  meeting  of  the  parent  committee  with 
representatives  of  the  State  Health  Department  ap- 
proved an  article  written  by  jmur  chairman  for  the 
State  Journal  on  “Closed-Chest  Cardiac  Massage.” 
This  procedure  seems  to  the  chairman  to  be  of  the 
utmost  importance,  and  a demonstration  has  been 
scheduled  for  the  annual  meeting  of  the  State  So- 
ciety in  May.  There  will  also  be  a colored  motion 
picture  on  the  same  subject  produced  by  the  authors 
of  the  procedure.  It  is  recognized  that  the  profes- 
sion in  general  must  be  educated  in  this  technic 
before  any  attempt  is  made  to  set  up  rescue  squads 
among  the  police,  firemen,  and  others. 

It  is  hoped  that  in  the  coming  months  the  sub- 
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committee  will  consider  the  problem  of  cardiac 
rehabilitation  and  will  evolve  specific  recommenda- 
tions. 

On  behalf  of  the  subcommittee  the  chairman 
recommended  to  the  parent  committee  approval  of  a 
cardiovascular  mortality  study  proposed  by  the 
State  Department  of  Health. 

The  chairman  communicated  with  the  State 
Education  Department  regarding  the  legal  and 
ethical  use  of  forms  for  obtaining  additional  informa- 
tion about  cardiovascular  defects  of  pupils. 

Maternal  and  Child  Welfare 

The  Subcommittee  on  Maternal  and  Child  Wel- 
fare has  the  following  membership; 

Edward  C.  Hughes,  M.D.,  Chairman.  .Onondaga 

Samuel  Karelitz,  M.D.,  Vice-Chairman. . .Nassau 


Meyeron  Coe,  M.D Queens 

Frank  A.  Disney,  M.D Monroe 

Eugene  R.  Duggan,  M.D Monroe 

Harold  Jacobziner,  M.D New  York 

John  W.  Latcher,  M.D Otsego 

William  Mallia,  M.D Schenectady 

Abraham  C.  Posner,  M.D New  York 

Clyde  L.  Randall,  M.D Erie 

Abraham  B.  Tamis,  M.D Bronx 

George  T.  C.  Way,  M.D Dutchess 


The  following  programs  are  now  in  progress  or 
have  been  completed: 

1.  Analysis  of  the  maternal  mortalities  of  the 
State  of  New  York  is  continuing.  A punch  card 
system  has  been  completed  and  is  in  the  office  of  the 
chairman.  The  chairman  wishes  to  acknowledge 
the  work  of  Ferdinand  J.  Schoeneck,  M.D.,  who  has 
compiled  most  of  the  records,  and  also  the  support 
of  the  area  consultants  who  have  summarized  and 
analyzed  the  maternal  deaths  in  their  respective 
areas.  Several  articles  have  been  printed  in  the 
New  York  State  Journal  of  Medicine  explain- 
ing the  maternal  welfare  program  and  reporting 
various  unusual  maternal  deaths.  The  publication 
of  these  articles  will  be  continued  and  it  is  antici- 
pated that  interesting  accounts  of  maternal  mortali- 
ties will  appear  in  the  New  York  State  Journal  of 
Medicine  each  month.  It  is  also  hoped  that  these 
analyses  will  include  those  occurring  in  the  City  of 
New  York. 

2.  The  subcommittee  is  at  present  w'orking  on 
methods  of  recording  perinatal  mortalities  through- 
out the  State  by  the  system  that  has  been  used  in 
accumulating  and  recording  maternal  deaths.  A 
pilot  study  is  being  carried  out  in  the  Counties  of 
Onondaga,  Cayuga,  Cortland,  Hamilton,  Herkimer, 
Madison,  and  Oneida  attempting  to  establish  the 
following:  (a)  perinatal  mortality  committees  in  all 
of  the  hospitals  of  these  counties;  (6)  the  use  of  a 
uniform  nomenclature  for  maternal,  perinatal,  and 


postpartum  classification;  (c)  a uniform  nomencla- 
ture and  procedures  for  autopsy;  (d)  the  adoption 
of  a standard  prenatal,  labor,  and  postpartum  record 
to  be  used  in  all  hospitals  by  all  physicians.  (It  is 
hoped  that  these  prenatal  records  will  be  used  by  the 
doctors  throughout  these  counties.  It  is  also  in- 
tended that  they  will  be  donated  to  the  physicians 
for  their  office  use.)  (e)  The  subcommittee  wdshes 
to  incorporate  the  prenatal  records  of  all  patients 
wdth  the  hospital  record.  A copy  of  this  record  will 
be  sent  to  the  respective  hospital  by  the  physician, 
by  the  eighth  month.  The  physician,  himself,  will 
keep  the  original  for  his  own  office  record. 

The  subcommittee  has  presented  to  the  Council 
and  received  approval  of  the  following  recommenda- 
tions: 

Adoptions: 

Whereas,  the  physician  is  in  a particularly 
privileged  situation  with  regard  to  knowledge 
about  the  availabihty  of  children  for  adoption  and 
the  desire  of  couples  to  adopt  a child;  and 

Whereas,  ethical  and  lawful  conduct  on  the 
part  of  physicians  is  of  importance  not  only  to  the 
public,  but  to  physicians  generally,  and  is  the 
concern  of  the  Medical  Society  of  the  State  of 
New  York;  and 

Whereas,  it  is  generally  recognized  that  adop- 
tion is  a highly  specialized  process  which  involves 
the  experience  of  social  workers  skills  in  evaluat- 
ing the  social,  economic,  and  psychiatric  factors 
affecting  both  mother  and  adoptive  parents  to 
secure  the  best  possible  home  for  the  child,  and  the 
readjustments  in  the  fife  of  its  mother;  and 
Whereas,  such  study  and  skill  can  best  be 
administered  by  authorized  adoptive  agencies  in 
most  localities ; now  therefore  be  it  hereby 

Resolved,  that  ( 1)  individual  physicians  acquaint 
the  patients  to  whom  they  provide  professional 
services  with  the  proper  procedures  of  adoption  as 
prescribed  by  law  and  encourage  their  patients  to 
contact  the  authorized  adoptive  agencies;  and  (2) 
all  county  medical  societies  discourage  the  prac- 
tice of  direct  placement  of  any  child  for  adoption 
by  a physician  without  prior  consultation  with 
these  agencies;  (3)  each  county  medical  society 
charge  the  local  committee  on  maternal  and  child 
welfare  with  the  responsibility  of  (a)  organizing 
authorized  adoptive  agencies  in  their  localities  if 
no  such  organization  is  present,  and  (6)  investigat- 
ing and  improving  the  quality  of  the  local  social 
agency  if  the  need  exists. 

Medical  Records:  1.  All  information,  interviews, 
reports,  statements,  memoranda,  or  other  data  pro- 
cured by  the  State  Department  of  Health,  Medical 
Society,  allied  medical  societies,  or  in-hospital  staff 
committees  of  accredited  hospitals  in  the  course  of  a 
medical  study  for  the  purpose  of  reducing  morbidity 
or  mortality  shall  be  strictly  confidential  and  shall 
be  used  only  for  medical  research. 
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2.  Such  information,  records,  reports,  state- 
ments, notes,  memos,  or  other  data  shall  not  be 
admissible  as  evidence  in  any  action  of  any  kind  in 
any  court  or  before  any  tribunal,  board,  agency,  or 
person. 

3.  The  furnishing  of  such  information  in  the 
course  of  a research  project  to  the  State  Department 
of  Health,  Medical  Society,  or  allied  medical  socie- 
ties, or  other  authorities  responsible  shall  not  subject 
any  person,  hospital,  sanitorium,  nurse,  or  rest  home 
or  any  such  agency  to  any  action  for  damages  or 
other  relief. 

4.  No  patient  or  patient’s  relative  or  patient’s 
friend  named  in  any  medical  study  shall  be  inter- 
viewed for  the  purpose  of  such  study  unless  consent 
of  the  attending  physician  or  surgeon  is  first  ob- 
tained. The  provision  of  this  section  shall  not  apply 
to  general  morbidity  and  mortality  studies  custom- 
arily and  continuously  conducted  for  the  State 
Department  of  Health  and  which  do  not  involve  the 
patients’  identification. 

The  chairman  wishes  to  express  his  gratitude  to 
the  members  of  his  committee,  the  district  consult- 
ants, and  Miss  Susan  V.  Baker  for  their  loyal  sup- 
port and  help. 

Medical  Film  Review 

The  membership  of  the  Subcommittee  on  Medical 
Film  Review  is  as  follows: 

Kenneth  B.  Olson,  M.D.,  Chairman Albany 

Joseph  P.  Arcomano,  M.D Kings 

Jean  D.  Watkey,  M.D Monroe 

James  J.  Quinlivan,  M.D.,  Director,  Office  of 
Pubhc  Health  Education,  New  York  State 
Department  of  Health,  Adviser Albany 

A meeting  of  the  subcommittee  was  held  on 
October  6,  1960,  at  the  office  of  Dr.  Quinlivan  in 
Albany.  Mr.  Robert  Crist,  supervisor  of  the  Film 
Library  of  the  Health  Department,  attended  in 
order  to  relate  the  activities  of  the  library  during 
the  previous  year.  It  is  apparent  again  that  it  is 
used  extensively  by  nurses,  schools  of  physio- 
therapy, high  schools,  and  other  health  teaching 
groups.  The  Film  Library  is  little  used  by  physi- 
cians, hospitals,  or  medical  students. 

Dr.  Watkeys  indicated  that  perhaps  members  of 
the  Industrial  Medical  Association  might  be  in  a 
position  to  use  these  films  more  than  they  have  in 
the  past.  It  was  suggested  that  a letter  be  written 
to  George  Hardie,  M.D.,  secretary  of  the  Western 
New  York  Subdivision  of  the  Industrial  Medical 
Association,  who  is  associated  with  Eastman  Kodak 
Company.  Also,  she  suggested  that  another  letter 
be  written  to  James  McDonough,  M.D.,  of  Rome, 
New  York,  who  is  a member  of  the  Industrial 
Medical  Association  of  Western  New  York.  It  was 
felt  that  these  physicians  might  be  in  a position  to 


use  films  in  industrial  health  education. 

Considerable  discussion  was  had  concerning 
means  and  methods  of  increasing  the  use  of  the  Film 
Library.  It  was  commented  that  in  the  spring  of 
1959  a conference  was  held  for  approximately  20 
physicians,  many  of  whom  were  directors  of  medical 
education  in  their  respective  hospitals,  but  that  in 
spite  of  a flurry  of  enthusiasm  the  meeting  failed  to 
result  in  any  increased  use  of  the  librar3^  by  these 
directors  of  medical  education. 

The  committee  then  viewed  a film  entitled, 
“Radiation:  Physician  and  Patient.”  This  is  a new 
film  produced  by  the  American  College  of  Radiology 
in  cooperation  with  the  U.S.  Public  Health  Service. 
It  was  believed  to  be  an  excellent  film  in  its  field, 
and  it  was  agreed  that  the  film  should  be  shown  to 
all  medical  students  and  physicians. 

Mental  Hygiene 

The  Subcommittee  on  Mental  Hygiene  is  com- 
posed of  the  following  members: 

C.  Douglas  Darling,  M.D.,  Chairman.  Tompkins 


Matthew  Brody,  M.D Kings 

Ulysses  Schutzer,  M.D Broome 

Edward  F.  Shea,  M.D Ulster 

Marvin  Stern,  M.D Kings 

Duncan  Whitehead,  M.D Erie 


Paul  H.  Hoch,  M.D.,  Commissioner,  New  York 
State  Department  of  Mental  H^'giene,  Adviser. 
Albany 

A meeting  of  the  Subcommittee  on  Mental  Hy- 
giene was  held  on  February  3,  1961,  in  Ithaca. 

1.  The  chairman  gave  a report  of  the  meeting  in 
Chicago  on  January  20  and  21,  1961,  sponsored  by 
the  Council  on  Mental  Health  of  the  American 
Medical  Association.  It  was  attended  by  about  100 
mental  health  representatives  of  state  medical  socie- 
ties. The  chairman  acted  as  recorder  for  the  section 
on  “Treatment  of  Mental  Illness  in  General  Hos- 
pitals.” 

After  full  discussion  the  subcommittee  agreed 
that  it  was  wise  to  support  the  treatment  of  the 
mentally  ill  in  the  general  hospital  when  advisable 
and  feasible.  The  majority  of  the  subcommittee 
felt  that  there  should  be  a separate  unit  so  that 
special  services  and  special  supplies  could  be  more 
easily  provided,  but  one  member  thought  that  these 
patients  might  be  distributed  throughout  the  hos- 
pital wards,  thus  making  the  feeling  of  stigma  less 
of  a factor. 

2.  The  matter  of  psj'chiatric  educational  pro- 
grams for  general  practitioners  was  discussed.  The 
subcommittee  endorsed  two  such  programs.  One  of 
these  is  outlined  in  a recent  letter  from  Commissioner 
Paul  H.  Hoch  of  the  New  York  State  Department  of 
Mental  Hygiene,  and  is  sponsored  by  the  State 
Medical  Society  and  the  New  York  State  Chapter 
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of  the  Academy  of  General  Practice.  The  Division 
of  Community  Services  of  the  Department  of 
Mental  Hygiene  viill  help  supply  personnel,  services, 
and  planning. 

The  other  program  is  that  sponsored  by  the 
Medical  Society  of  the  County  of  Kings  and  sup- 
ported by  a grant  from  the  National  Institute  of 
Mental  Health.  It  has  proved  to  be  a workable 
system  whereby  various  psychiatrists  give  informal 
courses  at  night  in  their  offices. 

3.  The  matter  of  reporting  to  the  Department  of 
Mental  Hygiene  the  names  of  patients  treated  in 
mental  health  clinics  was  questioned  by  the  Medical 
Society  of  Jefferson  County.  It  was  brought  out  in 
the  meeting  that  the  New  York  State  Legislature 
had  passed  a law  about  two  years  ago  making  it 
legal  for  mental  health  clinics  to  report  names  to  the 
Department  of  Mental  Hygiene.  These  names  are 
to  be  kept  confidential  and  no  other  governmental 
department  has  access  to  them.  After  discussion  of 
the  moral  responsibility  of  the  physician  not  to  re- 
port the  patient’s  name  it  was  agreed  that  the  pres- 
ent trend  is  to  supply  these  names  to  an  official 
agency  for  research  purposes  when  the  provisions 
of  the  State  law  protect  the  rights  of  the  patient  and 
the  legal  responsibility  of  the  physician. 

4.  The  subcommittee  reaffirmed  its  position  re- 
garding the  radio  and  TV  presentation,  “Case  His- 
tory,” which  it  disapproved  last  summer.  It  would 
seem  that  the  program  would  raise  more  problems 
than  it  would  solve,  and  that  without  informal  dis- 
cussion following  the  program  there  was  potential 
danger  in  presenting  this  type  of  program  through 
mass  media. 

5.  There  was  discussion  of  the  possible  hsting  of 
psychologists  in  the  New  York  City  telephone  book 
under  the  heading  of  “psychotherapists.”  Dr. 
Brody  gave  the  background  material  regarding 
certain  psychologists  who  had  not  felt  the  need  for 
medical  leadership  and/or  supervision  of  their  prac- 
tice. He  was  requested  to  assemble  all  the  facts  for 
the  information  of  Norman  S.  Moore,  M.D.,  presi- 
dent of  the  State  Society,  who  was  present. 

6.  There  was  discussion  of  the  need  to  coordinate 
the  mental  health  program  at  the  county  level  with 
the  county  medical  societies.  The  subcommittee 
recommended  that  all  county  medical  societies 
enlarge  their  general  program  by  establishing  com- 
mittees on  mental  health. 

7.  The  chairman  of  the  parent  committee, 
James  Greenough,  M.D.,  asked  for  guidance  con- 
cerning the  policy  of  the  State  Medical  Society  as  to 
the  teaching  and  use  of  hypnosis.  The  chairman  of 
the  subcommittee  presented  a recent  report  of  the 
Committee  on  Hypnosis  of  the  Council  on  Mental 
Health  of  the  A.M.A.  It  was  voted  by  the  subcom- 
mittee that  this  excellent  report  should  be  the 
official  policy  of  the  State  Medical  Society. 


8.  It  was  pointed  out  that  in  the  Compensation 
Fee  Schedule  the  fee  paid  to  neurologists  and  psy- 
chiatrists has  been  decreased  rather  than  increased. 
It  was  suggested  that  the  fee  be  increased  to  $25. 
The  matter  will  be  pursued  by  Dr.  Greenough. 

Operating  Room  Deaths 

The  Subcommittee  on  Operating  Room  Deaths 
is  composed  of  the  following  members: 


Richard  Ament,  M.D.,  Chairman Erie 

Milton  Helpern,  M.D New  York 

Frederick  M.  Mitchell,  M.D Tompkins 

Henry  T.  Randall,  M.D New  York 

Frederick  Beck,  M.D.,  Adviser Otsego 


The  Subcommittee  on  Operating  Room  Deaths 
has  met  on  two  occasions  during  the  past  year  to 
develop  a program  of  uniform  collection  and  classi- 
fication of  operating  room  mortality  data,  and  has  in 
addition  advised  the  Public  Health  and  Education 
Committee  on  such  matters  as  the  management  of 
pressure  transfusions  and  the  management  of  closed- 
chest  cardiac  massage. 

The  subcommittee  has  continued  its  efforts  to 
encourage  Anesthesia  Study  Commissions  through- 
out the  State.  There  are  now  seven  functioning 
groups  under  county  medical  society  auspices.  An 
attempt  is  being  made  to  collect  data  from  each  of 
these  committees  and  to  combine  this  data  in  a 
State-wide  study.  In  the  New  York  City  area  a 
study  of  immediate  anesthesia-surgical  mortality 
has  been  initiated  in  cooperation  with  the  Medical 
Examiner’s  Office.  In  addition,  a pilot  studj'  of  a 
rural  area  is  planned  in  cooperation  with  the  New 
York  State  Department  of  Health. 

Physical  Medicine  and  Rehabilitation 

The  Subcommittee  on  Physical  Medicine  and 
Rehabilitation  has  the  following  membership: 


George  M.  Raus,  M.D.,  Chairman Onondaga 

Alfred  L.  Lane,  M.D Monroe 

Morton  Hoberman,  M.D New  York 

Edward  J.  Lorenz,  M.D Westchester 

Leonard  D.  Policoff,  M.D -\lbany 

Jerome  S.  Tobis,  M.D New  York 


Edward  W.  Lowman,  M.D.,  Adviser..  .New  York 

The  Subcommittee  on  Physical  Medicine  and 
Rehabilitation  has  not  met  during  the  past  year. 

Following  a mail  poll,  the  subcommittee  unani- 
moiusly  recommended  the  selection  of  George  Gilbert 
Deaver,  M.D.,  as  nominee  of  the  Medical  Society  of 
the  State  of  New  York  for  the  1960  Physician’s 
Award  from  the  President’s  Committee  on  Employ- 
ment of  the  Physicall}"  Handicapped. 

We  are  glad  to  learn  that  as  a result  of  a stud\-  of 
rehabilitation  programs  of  various  departments  of 
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the  State  administration  made  by  a member  of  the 
parent  committee,  Irving  L.  Ershler,  M.D.,  steps 
have  been  taken  by  the  Governor  to  set  up  pilot 
programs  in  the  State,  particularly  in  Syracuse,  with 
a view  to  coordinating  these  activities. 

The  American  Medical  Association’s  Committee 
on  Rehabilitation  is  considering  a meeting  during 
1961  of  representatives  of  state  medical  society  com- 
mittees deahng  with  rehabilitation. 

School  Health 

The  Subcommittee  on  School  Health  has  the  fol- 
lowing membership: 

William  E.  Ayling,  M.D.,  Chairman.  . .Onondaga 

Thomas  S.  Bumbalo,  M.D Erie 

Frederick  A.  Groff,  Jr.,  M.D Schenectady 

Rocco  J.  Martoccio,  M.D Oneida 

Phillip  Ollstein,  M.D New  York 

Edward  L.  Schwabe,  M.D Chautauqua 

Leon  Roper,  M.D.,  Bureau  of  Health  Services, 
New  York  State  Department  of  Education, 

Adviser Albany 

Alfred  Yankauer,  Jr.,  M.D.,  New  York  State 
Department  of  Health,  Adviser Albany 

One  meeting  has  been  held  this  year,  in  New  York 
City  on  May  25.  There  was  further  discussion  by 
the  subcommittee  relative  to  school  health  examina- 
tions. Dr.  Bumbalo,  who  was  a member  of  the 
reference  committee  at  the  annual  meeting,  re- 
ported, “The  reference  committee  is  in  favor  of 
screening  examinations  for  school  children  accord- 


ing to  the  needs  of  the  community,  with  a complete 
physical  examination  at  stated  intervals.  We 
recommend  that  the  Subcommittee  on  School  Health 
meet  with  appropriate  representatives  of  the  State 
Education  Department  to  work  out  such  a plan.” 

The  chairman  was  instructed  to  try  to  arrange  for 
such  a meeting  in  the  fall.  On  September  19  and 
again  on  October  5 he  wrote  to  Commissioner  James 
E.  Allen  of  the  State  Education  Department,  sug- 
gesting dates  for  a meeting.  Dr.  Allen  acknowledged 
receipt  of  the  letters  and  finally  wrote,  “Your  views 
will  be  thoroughly  weighed”  and  “we  certainly  do 
not  wish  to  be  behind  the  times  on  this  matter.” 
Later  Mr.  Edwin  R.  VanKleeck,  assistant  commis- 
sioner, advised  the  chairman  that  Dr.  Allen  had  for- 
w'arded  all  communications  to  him  and  that  the 
material  would  receive  very  careful  consideration. 
Further  action  will  probably  have  to  await  another 
meeting  of  the  subcommittee  to  discuss  the  problem 
further. 

Plans  for  additional  teaching  days  on  school 
health,  similar  to  the  one  held  in  Syracuse  in  1958, 
were  also  discussed.  Dr.  Bumbalo  agreed  to  set  up  a 
meeting  in  Buffalo,  which  took  place  on  November 
17.  Dr.  Yankauer  was  requested  to  arrange  one 
for  the  Albany  area. 

The  Bufl'alo  meeting  apparently  was  very  success- 
ful. Seven  topics  of  particular  interest  to  physicians 
concerned  with  the  health  of  school  children  were 
discussed. 

Your  chairman  will  again  represent  this  Society  at 
the  Eighth  National  Conference  on  Physicians  and 
Schools  in  Chicago  in  March. 
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Reports  in  this  section  are  referred  to  the  Reference  Committee  on  Legislation  and  Le- 
gal Matters,  consisting  of  the  following: 

George  Himler,  M.D.,  New  York,  Chairman 
George  A.  Howley,  M.D.,  Bronx 
James  L.  Harrington,  M.D.,  Jefferson 
James  Q.  Haralambie,  M.D.,  Westchester 
Charles  R.  Mathews,  M.D.,  Monroe 


Malpractice  Insurance  and  Defense 


To  the  House  of  Delegates,  Gentlemen: 

The  Malpractice  Insurance  and  Defense  Board 
consists  of  the  following: 

Joseph  A.  Lane,  M.D.,  Chairman Monroe 

Thomas  M.  d’Angelo,  Vice-Chairman Queens 


J.  Stanley  Kenney,  M.D New  York 

Renato  J.  Azzari,  M.D Bronx 

John  C.  Brady,  M.D Erie 

Waring  Willis,  M.D Westchester 

John  F.  Kelley,  M.D Oneida 


Maurice  J.  Dattelbaum,  M.D.,  ex  officio  . . .Kings 
William  F.  Martin,  Esq.,  ex  officio  ....  New  York 
James  M.  Arnold,  Executive  Secretary.  .New  York 

The  past  year  has  seen  a continued  increase  in 
the  number  of  members  of  the  Society  who  are 
carrying  their  professional  liability  insurance  in  the 
Group  Plan.  The  number  of  insureds  and  increase 
or  decrease  as  compared  with  the  previous  year,  by 
county  of  membership,  is  shown  in  Table  I.  The 
percentage  of  State  Society  members  insured  is  now 
slightly  over  57  per  cent. 

This  increase,  while  beneficial  to  the  Group  Plan 
and  highly  desirable  from  a long-term  point  of 
view,  has  also  tended  to  make  more  complicated  the 
solution  of  certain  problems  that  are  discussed 
later  on  in  this  report. 


New  and  Closed  Cases. — 


1960 

1959 

1968 

On  hand  at  first  of  year 

877 

861 

832 

Reported  during  year 

680 

548 

484 

Total 

1,557 

1,409 

1,316 

Disposed  of  during  year 

556 

532 

455 

On  hand  at  end  of  year 

1,001 

877 

861 

The  (580  cases  reported  during  1960  were  dis- 


tributed among  and  are  chargeable  to  the  policy 


years  shown  as  follows: 

Number  of  Per  Cent  of 
Policy  Year  Cases  Total 

1960  166  24.4 

1959  302  44.4 

1958  131  19.3 

1957  58  8.5 

1956  11  1.6 

1955  and  prior  12  1.8 


In  our  report  last  year  we  tended  to  discount  the 
importance  of  the  increase  in  the  number  of  cases 
over  that  for  the  preceding  year,  pointing  out  that 
it  was  largely  due  to  an  increase  in  the  number  of 
incidents  reported,  rather  than  to  an  increase  in 
the  number  of  actual  suits  and  claims.  During 
1960,  however,  there  was  an  increase  of  34  per  cent 
in  the  number  of  suits  and  of  28  per  cent  in  the 
number  of  suits  and  claims  combined.  When  one 
considers  that  the  16  per  cent  increase  in  the  number 
of  insureds  that  took  place  in  1960  would  not 
markedly  affect  the  loss  experience  until  the  second 
year,  the  increase  in  loss  experience  that  occurred 
during  1960  is  cause  for  concern. 

Of  immediate  concern  is  the  effect  that  this  in- 
crease has  had  on  the  indicated  premium  scale  for 
the  coming  year.  Under  the  procedure  that  has 
been  followed  for  many  years,  anticipated  losses, 
and  hence  the  over-all  premium  that  will  be  re- 
quired to  meet  these  losses,  are  estimated  on  the  basis 
of  the  cost  of  claims  for  the  last  three  e.xpired  policy 
years,  modified  by  the  usual  development  factors. 
Although  a strict  application  of  the  rating  formula 
would  have  resulted  in  rate  increases  in  both  1959 
and  1960,  the  Company  agreed  to  continue  existing 
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TABLE  I. — Insured  Members,  19G0,  by  County 
OF  Membership 


County 

Number 

Insured 

Increase 

or 

(Decrease) 

Albany 

308 

3 

Allegany 

26 

3 

Bronx 

775 

174 

Broome 

211 

4 

Cattaraugus 

60 

(1) 

Cayuga 

71 

2 

Chautauqua 

81 

4 

Chemung 

92 

(2) 

Chenango 

28 

(1) 

Clinton 

30 

(9) 

Columbia 

25 

(4) 

Cortland 

22 

(2) 

Delaware 

24 

(2) 

Dutchess 

138 

18 

Erie 

807 

52 

Essex 

17 

(1) 

Franklin 

35 

3 

Fulton  (Hamilton) 

42 

Genesee 

45 

3 

Greene 

21 

5 

Herkimer 

45 

2 

Jefferson 

69 

1 

Kings 

1,571 

335 

Lewis 

9 

3 

Livingston 

22 

2 

Madison 

42 

(3) 

Monroe 

608 

13 

Montgomery 

29 

Nassau 

866 

144 

New  York 

3,765 

675 

Niagara 

114 

6 

Oneida 

234 

3 

Onondaga 

428 

9 

Ontario 

72 

7 

Orange 

160 

6 

Orleans 

17 

1 

Oswego 

52 

4 

( )tsego 

41 

2 

Putnam 

14 

4 

Queens 

1,163 

340 

Rensselaer 

123 

14 

Richmond 

120 

37 

Rockland 

115 

19 

St.  Lawrence 

72 

(1) 

Saratoga 

41 

2 

Schenectady 

159 

4 

Schoharie 

18 

2 

Schuyler 

9 

1 

Seneca 

14 

Steuben 

80 

Suffolk 

347 

39 

Sullivan 

43 

4 

Tioga 

19 

4 

Tompkins 

68 

5 

Ulster 

82 

3 

Warren 

47 

Washington 

23 

2 

Wayne 

43 

(1) 

Westchester 

861 

83 

Wyoming 

17 

2 

Yates 

12 

(4) 

Total 

14,492 

2,018 

rates.  This  action  took  into  account  the  changing 


territorial  distribution  of  insured  membership  and 
the  fact  that  a majority  of  new  applicants  were 
coming  from  categories  of  practice  that  have  a 
comparatively  low  loss  experience.  As  rates  outside 
the  Group  Plan  continue  to  rise  and  as  companies 
withdraw  from  the  malpractice  field,  more  and  more 
insureds  have  been  added  to  the  higher  loss  cate- 
gories. We  cannot  safely  assume,  therefore,  that 
the  indications  of  higher  loss  costs  will  be  modified 
by  favorable  distribution.  An  increase  in  rates, 
effective  September  1,  1961,  will  be  required. 

In  an  effort  to  distribute  the  required  increase  as 
equitably  as  possible,  the  Board  has  requested  the 
Society’s  actuarial  consultant  to  make  a thorough 
analysis  of  our  loss  experience  by  county  and  by 
specialty  or  type  of  practice.  When  this  analysis 
has  been  completed  and  studied  by  the  Board, 
specific  recommendations  will  be  made  in  a supple- 
mentary report. 

Employes  Professional  Liability  Insurance. — 
Except  for  nurse  anesthetists  employed  by  anes- 
thesiologists, the  Group  Plan  master  policy  protects 
the  insured  physician  for  his  liability  on  account  of 
the  acts  of  his  employed  nurses,  technicians,  and 
similar  employes.  It  does  not,  however,  afford 
protection  to  the  employes  themselves,  who  are 
sometimes  named  as  defendants  in  malpractice 
actions.  To  enable  members  who  wish  to  do  so  to 
provide  protection  for  their  employes,  the  office 
of  the  indemnity  representative  has  arranged  with 
our  insurance  carrier  to  write  an  Employes’  Pro- 
fessional Liability  policy.  This  policy  is  available 
only  to  employes  who  are  licensed  and  registered 
as  required  by  New  York  State  law,  and  who  submit 
applications  acceptable  to  the  Company.  By  the 
terms  of  the  policy,  coverage  is  restricted  to  acts 
performed  in  the  course  of  the  insured’s  employment 
by  the  physician  or  physicians  named  in  the  applica- 
tion. 

While  this  type  of  insurance  can  be  considered  as 
complementing  the  coverage  provided  under  the 
Group  Plan,  it  is  entirely  separate  from  it.  Premiums 
collected  and  losses  incurred  are  not  credited  to  or 
charged  against  the  Group  Plan. 

The  introduction  of  the  Employes’  policy  has  also 
facilitated  for  pathologists  the  solution  of  the 
problem  caused  by  the  exclusion  in  our  master 
policy  relating  to  laboratories  or  other  business 
enterprises.  This  exclusion  has  caused  many 
pathologists  to  ask  whether  or  not  their  practices 
constitute  a business  enterprise  within  the  meaning 
of  the  exclusion.  The  Company  has  now  agreed 
that  the  exclusion  does  not  apply  unless  the  insured 
(1)  does  not  give  close  and  personal  supervision  to 
the  work  done  by  his  employes,  or  (2)  employs 
more  than  two  laboratory  technicians,  or  (3) 
operates  under  a trade  name.  If  one  or  more  of 
these  conditions  exist,  the  Company  will  modify  the 
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exclusion,  by  endorsement  of  the  insured’s  certif- 
icate, so  that  it  will  not  apply  to  a pathology 
laboratorj"  provided  all  technicians  employed  by 
him  are  individually  protected  by  Employes’ 
Professional  Liability  insurance  issued  by  the 
Company. 

Revised  Regulations. — A revision  of  the  regula- 
tions governing  malpractice  defense  and  Group 
Plan  insurance,  recommended  by  the  Board,  were 
approved  by  the  Council  in  March,  1960.  Copies 
were  distributed  to  all  county  society  secretaries 
and  have  been  printed  in  many  county  bulletins. 

Emergency  Panels  or  Hospital  Call  Systems. — 
To  meet  the  need  to  provide  adequate  medical 
service,  many  speciahsts  are  being  asked  to  serve 
their  turn  on  emergency  panels.  Inquiries  have 
been  received  regarding  the  adequacy  of  insurance 
coverage  under  these  conditions.  Even  though  a 
member’s  certificate  of  insurance  indicates  that  his 
practice  is  limited  to  a specialty,  his  Group  Plan 
insurance  affords  him  full  protection  for  all  pro- 
cedures that  he  may  find  it  necessary  to  perform 
in  an  emergency  situation  and  service  on  an 


emergency  panel  does  not  change  his  normal 
insurance  category  or  premium  class. 

Conclusion. — The  Board  again  acknowledges 
the  excellent  work  being  done  by  the  county  mal- 
practice committees  and  thanks  the  many  members 
who  have  served  as  regular  members  or  as  con- 
sultants. The  combined  efforts  of  these  committees, 
the  office  of  the  legal  counsel,  and  the  claim  repre- 
sentatives of  the  Company  have  contributed  to  a 
more  effective  handling  of  malpractice  actions  and 
to  a wider  understanding  of  the  malpractice  prob- 
lem. 

The  Board  also  acknowledges  the  assistance  given 
by  the  various  speciahst  committees  in  advising 
the  Board  regarding  problems  relating  to  their 
specialties. 

Finally,  we  wish  to  thank  our  insurance  carrier 
for  its  favorable  consideration  of  the  Society’s 
request  for  extended  coverage  under  our  insurance 
contract  and  for  their  continued  cooperation  in  all 
matters  relating  to  the  Group  Plan. 

Respectfully  submitted, 

Joseph  A.  Lane,  M.U.,  Chairman 


Autopsy  and  the  Dead  Human  Body 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Autopsy  and  the  Dead 


Human  Body  consists  of  the  following: 

Alfred  Angrist,  M.D.,  Chairman Bronx 

Herbert  Derman,  M.D Kingston 

Angelo  M.  Sala,  M.D New  York 

Jacob  Taub,  M.D Bronx 

John  V.  Connorton,  Ph.D.,  Adviser.. . .New  York 

There  has  been  no  meeting  of  the  committee 


this  year,  the  items  of  business  having  been  con- 
ducted by  means  of  communication  through  the 
mails. 

The  only  item  of  business  dealt  with  the  serious 
repercussions  and  the  potential  harm  that  can 
accrue  from  the  recent  final  support  by  the  Court 
of  Appeals  of  the  Appellate  Division  reversal  of  the 
directed  verdict  of  the  case  of  Brown  vs.  Broome 
County.  In  this  instance  the  Coroner  in  the  City 
of  Binghamton  performed  an  autopsy  on  Mr. 
Brown,  who  was  found  dead  in  a railroad  yard  with 


part  of  his  hands  severed  by  a passing  train.  Because 
of  lack  of  bleeding  at  the  site,  the  coroner  felt  that 
death  might  have  been  due  to  natural  causes, 
despite  the  evidence  of  injury.  The  autopsy  did 
reveal  a coronary  occlusion,  thus  verifying  his 
suspicions. 

The  committee  obtained  the  interest  and  support 
of  the  Public  Health  Committee  of  the  New  York 
Academy  of  Medicine,  the  New  York  State  Associa- 
tion of  Approved  Laboratories,  and  the  Medical 
Society  of  the  State  of  New  York  in  dealing  with  this 
serious  precedent. 

It  is  felt  that  appropriate  resolutions  should  be 
introduced  before  the  House  of  Delegates  on  this 
score,  and  the  Medical  Society  of  the  State  of  New 
York  should  support  the  appropriate  legislation 
to  correct  this  situation  in  the  coming  legislative 
session. 

Respectfully  submitted, 

Alfred  Angrist,  M.D.,  Chairman 
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Federal  Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Federal  Legislation  con- 
sists of  the  following: 

George  J.  Lawrence,  Jr.,  M.D., 


Chairman Queens 

Harold  J.  Dunlap,  M.D Westchester 

Walter  G.  Hayward,  M.D Chautauqua. 

Solomon  Schussheim,  M.D Kings 


Since  the  last  report  to  the  House,  the  subcom- 
mittee concentrated  its  efforts  on  informing  the 
members  of  Congress  concerning  the  State  Medical 
Society’s  views  on  proposed  legislation  regarding 
medical  care  for  the  aged.  This  work  w'as  done  with 
the  cooperation  of  the  staff  of  the  Department  of 
Communications. 

Immediately  following  the  1960  session  of  the 
House,  wide  distribution  was  given  to  the  resolution 
on  medical  care  for  the  aging  adopted  by  the  dele- 
gates. This  resolution,  wKich  recommended  to 
Congress  that  no  legislative  action  be  taken  in 
respect  to  methods  of  financing  the  health  care  of 
the  aged  until  a complete  study  had  been  made  of 
the  problem,  was  forwarded  to  the  President  of  the 
United  States,  the  Vice-President,  the  Secretary  of 
Health,  Education,  and  Welfare,  members  of  the 
House  Waj’s  and  Means  Committee,  and  all  New' 
York  State  Congressmen.  The  resolution  was  also 
published  in  the  Congressional  Record. 

During  the  last  days  of  the  Congress,  at  a special 
session  following  the  national  conventions,  many 
alternatives  to  Forand-type  legislation  w'ere  intro- 
duced. Coojierating  with  the  A.M.A.,  the  sub- 
committee urged  all  county  medical  societies  and 
members  of  Congress  to  hold  hearings  on  what  was 
then  known  as  the  Mills  Bill  and  recommended  no 
legislative  action  be  taken  before  completion  of 
adequate  studies.  The  subcommittee  also  advised 
Congress  and  the  county  societies  that  the  bill  was 
in  general  accord  with  the  Medical  Society  of  the 
State  of  New  York’s  policies. 

The  end  result  of  all  the  discussion  in  Congress  on 
the  various  proposals  was  that  the  Congress  adopted 
the  Kerr-Mills  Bill  W'hich  w'as  signed  by  President 
Eisenhower. 

While  the  discu.ssions  were  going  on  in  Congress, 
many  letters,  briefs,  and  other  materials  were  dis- 
tributed, particularly  to  the  members  of  Congress, 
putting  forth  the  views  of  the  medical  profession  in 
New  York  State.  Among  these  w'as  a special 
statement  explaining  what  is  actually  being  done  to 
meet  the  needs  of  the  aging  in  this  State. 

Following  the  enactment  of  the  Kerr-Mills  Law, 
the  subcommittee  sent  out  special  materials  explain- 
ing what  the  law  j)rovides  so  that  every  county 
medical  society  would  be  aware  of  its  provisions. 

As  a means  of  building  better  relations  with  the 


members  of  Congress,  the  chairman  sent  a letter  of 
congratulations  to  every  member  of  Congress  follow- 
ing the  election  in  November.  Many  favorable 
replies  were  received  as  a result  of  this  endeavor. 

In  December,  tw'o  other  projects  were  under- 
taken. The  first  of  these  was  a communication  to 
every  member  of  Congress,  which  contained  a series 
of  articles  reprinted  from  the  New  York  State 
Journal  of  Medicine,  entitled  “Changing  Times 
for  Medicine,”  edited  by  Austin  Smith,  M.D. 
The  series,  written  by  four  foreign  phj'sicians,  each 
an  outstanding  man  in  his  ow'n  country,  discussed 
in  detail  the  status  of  state-controlled  medicine  in 
Canada,  Great  Britain,  Austria,  and  Sweden. 

The  second  project  undertaken  was  a visit  by 
two  members  of  the  Department  of  Communica- 
tions staff  to  the  43  United  States  Representatives 
from  New  York  State  and  two  New  York  State 
Senators  in  Washington.  Since  Congress  was  in 
recess  at  the  time  and  practically  all  of  the  members 
W'ere  at  home,  these  representatives  w'ere  well 
received  by  the  office  staffs  of  the  members.  These 
visits  set  the  groundwork  for  a delegation  of  repre- 
sentatives of  the  State  Society  to  meet  with  Con- 
gressmen at  a later  date. 

A special  report  on  the  results  of  these  visits  was 
prepared  for  Henry  I.  Fineberg,  M.D.,  at  his 
request,  as  chairman  of  the  A.M.A.  delegation, 
since  they  took  place  in  connection  with  the  A.M.A. 
interim  session  in  Washington. 

As  a result  of  the  above-mentioned  visits,  it  was 
suggested  to  the  Council  that  a delegation  of  about 
12  ])hysicians  be  authorized  to  visit  Washington  for 
the  purpose  of  contacting  the  Congressmen  and  the 
two  United  States  Senators.  The  Council  granted 
this  authorization.  In  February,  12  representatives 
of  the  State  Society  visited  the  Congressmen  and 
held  a special  conference  with  Senators  Jacob  K. 
Javits  and  Kenneth  B.  Keating. 

On  the  basis  of  the  resolution  adopted  by  the 
Council  at  its  December  meeting,  favoring  imple- 
mentation of  the  Kerr-Mills  Law  by  the  State  of 
New  York,  the  delegation  urged  the  members  of 
Congress  and  the  two  Senators  to  withhold  action 
on  any  further  proposals  for  meeting  the  needs  of  the 
aged  until  the  Law'  had  a chance  to  be  put  into 
effect  in  the  various  states. 

The  delegation,  which  included  the  president,  the 
jiast-president,  the  prcsidenLclect,  and  members  of 
the  Council,  was  welcomed  heartily  by  the  various 
members  of  Congress  and  the  two  Senators.  Their 
arguments  w'ere  given  a great  deal  of  attention  by 
the  persons  visited.  The  delegation  felt  that  prog- 
ress was  made  in  presenting  medicine’s  views  and 
that  the  fight  against  socialized  medicine  is  by  no 
means  lost. 

As  a result  of  the  favorable  reaction  to  the  visits 
to  the  Congressmen,  the  subcommittee  recommends 
that  visits  to  the  Congressmen  and  the  two  United 
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States  Senators  in  their  Washington  offices,  by  a 
delegation  of  rejjresentatives  of  the  State  Medical 
Society,  be  made  an  annual  event. 

While  the  delegation  was  in  Washington,  Presi- 
dent Kennedy  sent  a special  message  to  Congress 
concerning  his  ideas  for  meeting  the  health  needs  of 
the  aged  under  the  Social  Security  system.  Shortly 
thereafter,  a bill  embodying  his  ideas  was  intro- 
duced into  the  Congress  by  Representative  King 
(HR  4222). 

Immediately  following  the  return  of  the  delegation, 
the  subcommittee  began  preparuig  a campaign  to 
prevent  the  enactment  of  the  King  bill. 

At  the  time  this  report  is  being  prepared  in  mid- 
February,  plans  are  already  under  way  for  an 
intensive  campaign  to  be  waged  through  the  county 
medical  societies  and  allied  groups,  such  as  Chambers 
of  Commerce,  service  clubs,  dental  societies,  phar- 
maceutical societies,  and  the  like.  The  principal 
goal  will  be  to  have  as  many  persons  as  possible 
contact  their  Congressmen  through  personal  visits, 
telephone  calls,  or  letters  to  express  their  opposition 
to  the  enactment  of  any  jjroposal  which  ties  the 
health  needs  of  the  aged  into  the  social  security 
sj^stem. 

The  outlook  for  the  future  is  not  hopeless,  but  it 
is  of  grave  concern.  From  all  reports  from  j)ersons 
who  are  deemed  to  be  reliable  sources  of  information. 


a law  of  .some  kind,  probably  tied  in  with  the  Social 
Security  system,  will  ultimately  be  passed  by  the 
Congress.  The  outlook,  however,  appears  to  be 
that  this  will  not  happen  immediately.  In  spite  of 
these  reports  the  subcommittee  is  leaving  no  stone 
unturned  in  its  efforts  to  do  everj'thing  possible  to 
prevent  the  enactment  of  this  type  of  legislation. 

The  subcommittee  also  wishes  to  report  that  it 
has  kept  a watchful  eye  on  all  other  types  of  legi.s- 
lation  that  might  affect  the  public  and  the  medical 
profession  from  a medical  standpoint.  The  only 
other  proposed  law  that  the  subcommittee  wishes  to 
report  on  at  this  time  is  the  proposed  legislation 
along  the  lines  of  the  old  Keogh-Simpson  Bill. 
Another  bill  has  been  introduced  by  Representative 
Keogh;  however,  no  action  has  been  taken  on  this 
proposal  at  the  time  this  report  is  being  made. 

The  chairman  wishes  to  express  his  thanks  to  all 
who  have  assisted  him  during  the  past  year  in  the 
efforts  of  the  subcommittee.  This  thanks  par- 
ticularly goes  to  the  staff  of  the  Department  of 
Communications. 

The  chairman  also  wishes  to  thank  the  A.M.A. 
and  its  staff  for  its  fine  cooperation,  particularly 
during  the  Washington  visits. 

Respectfully  submitted, 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman 


Judicial  Council 


To  the  Houne  of  Dcleyales,  GciiUciuen: 

The  members  of  the  Judicial  Council  are: 


James  Greenough,  M.D.,  Chairman Otsc'go 

John  F.  Kelley,  M.D (Jneida 

Norton  S.  Brown,  M.D New  York 

Charles  H.  Loughran,  M.D Kings 

Edward  T.  Wentworth,  M.l) Monroc' 


As  reejuired  by  Se(d,ion  1,  Clwpter  VI  of  the  By- 
laws, (h(‘  Judicial  CoutKMl  held  an  organizational 
meeting  immediately  at  the  clo.se  of  the  annual 
meeting  of  the  State  Society,  May  9,  1960,  in  New 
York  City. 


Mr.  IVilliam  F.  Martin,  legal  (H)unsel,  an<l  his 
.associate,  Mr.  J.  Richard  Burns,  attended  the 
meeting. 

Dr.  James  Greenough  was  elected  chairman  at 
this  meeting. 

The  coumal  is  happy  to  report  that  no  ai>peals 
were  pn'.seutcHl  during  the  year  and  therefore  no 
further  met'tings  wen*  held. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 


1124 


New  York  State  J.  Med. 


MEDICAL  COMMUNICATION 


Reports  in  this  section  are  referred  to  llie  Reference  Connnittee  on  Medical  Communi- 
cation, consisting  of  the  following: 

John  F.  Kelley,  M.U.,  Oneida,  Chairman 
Walter  T.  Heldmann,  M.D.,  Richmond 
Thomas  S.  Co'iton,  M.D.,  Steuben 
Ely  ELLiorr  Lazarus,  M.D.,  New  York 
Jerome  L.  Leon,  M.U.,  Queens 

Public  Relalions 


To  the  House  of  Dclcyales,  Gcnllemen: 

The  members  of  the  Public  Relations  Committiie 
are: 

Jolm  C.  McClintock,  M.D.,  Chairman..  . Albany 
Jolm  M.  Galbraith,  M.D.,  TYce-C/(aiV;/(««. Suffolk 

George  A.  Burgin,  M.U Herkimer 

James  T.  Carroll,  M.U Monroe 

Reid  R.  Heffner,  M.U Westchester 

John  W.  Catcher,  M.U Otsego 

Jolm  U.  Naples,  M.U Erie 

Felix  Ottaviano,  M.U Madison 

Kenneth  Rowe,  M.U Steuben 

Edward  Siegel,  M.U Clinton 

C.  Stewart  Wallace,  M.U Tompkins 

Many  activities  were  carried  on  by  the  committee 
through  the  Uepartment  of  Communications. 
Monthly  meetings  were  held  during  most  of  the 
year.  Progress  was  made  in  the  reorganization  of 
the  Uepartment  with  the  help  of  the  Planning 
Committee  for  Medical  Policies  and  the  ( )ffice 
Administrat  ion  and  Policies  Committee. 

The  staff  of  the  Uepartment  and  their  new  titles 
are:  Jack  Pardee,  director;  Martin  J.  Tracey, 
associate  director  azid  editor  of  the  Newsleller; 
Thomas  E.  Walsh,  regional  officer  and  liaison  officer 
with  the  Woman’s  Auxiliarj'  and  the  New  York 
State  Association  of  Medical  Assistants;  John 
Schuyler,  media  relations  officer;  and  Gretchen 
Wunsch,  media  relations  coordinator.  Other  staff 
members  include  Mrs.  Evelyn  Clark,  assistant  editor 
of  the  Newsletter  and  .secretary  to  Mr.  Tracey; 
Miss  Anita  Greenstein,  .secretary  to  Mr.  Pardee; 
and  Miss  Jean  AlacUonald,  legislation  secretary 
who  assists  Mr.  Walsh. 

The  committee  through  the  Uepartment  carried 
on  many  varied  activities  approved  by  the  com- 
mittee and  where  needed  by  the  Council. 


The  chairman  requests  that  the  reports  submitted 
monthly  to  the  Council  be  accepted  by  the  Hou.se 
as  part  of  this  report.  The  reports  can  be  obtained 
from  the  Newsleller  and  the  summary  of  Council 
minutes,  prepared  by  the  Uepartment  for  key 
Society  officials. 

The  Uepartment  carried  on  activities  including 
the  following:  Very  much  expanded  advisory 

service  for  press,  radio,  and  TV,  under  the  “Guide 
for  Cooperation  for  Doctors,  Hospitals,  and  Re- 
porters”; i)romotion  for  the  Guide  for  Cooperation 
and  “Standards  of  Practice  for  Uoefors  and 
fjawyers”;  district  branch  meetings;  annual  con- 
vention exhibits;  digests  of  proceedings  of  Council 
meetings  and  House  of  Delegates;  a.ssistance  to  the 
Woman’s  Auxiliar}-  and  New  York  State  As.sociation 
of  Medical  Assistants;  publicity  for  Society  activi- 
ties; greater  use  of  the  Newsleller  as  an  information 
media;  distribution  of  pamjzhlets;  expanded  work 
with  committees  of  the  Society  and  outside  groujzs; 
campaigns  against  Forand-type  legislation  and  cults, 
and  increased  assistance  given  to  Legislation  Com- 
mittee. 

Specific  examples  are  as  follows: 

1.  Reprinting  and  addition  of  a suiqjlemeiital 
commentary  to  the  “Standards  of  Practice  for 
Doctors  and  Law3’crs,”  printed  in  full  in  the  News- 
leller and  then  in  pamphlet  form. 

2.  Telanserphone  service  inaugurated  to  cover 
calls  from  the  press  in  emergencies  when  the  office 
is  clo.sed,  including  weekends. 

d.  fjcgislafive  Bulletin  published  twice  weekly 
during  the  session  of  the  IvCgislatiire. 

4.  Meetings  arranged  between  officers  of  the 
Societ}'  and  two  Senators  and  43  representatives 
from  New  York  State  in  Washington,  D.C. 

5.  Assistance  given  A.M.A.  in  opposing  Forand- 
type  legislation. 


.Vpril  1,  I'Jtil 


1125 


ANNUAL  liELUHTS 


C.  Special  issues  of  Newsleller  included  publicity 
for  the  Annual  Convention,  1960  Revised  Medicare 
Plan,  and  Standards  as  mentioned  above.  Color 
was  used  for  first  time  on  a regular  basis. 

7.  Conference  of  County  Society  Officers  and 
Chairmen — formation  of  program  and  arrange- 
ments. 

8.  Special  speakers  j)ancl  to  rej)resent  medicine 
before  groups  or  on  radio  and  TV  to  speak  on 
medical  economics,  socialized  medicine,  Forand 
legislation,  and  others. 

9.  Panel  of  physicians  to  aid  writers  and  producers 
in  presenting  correct  factual  medical  information  to 
the  public. 

10.  Exhibit,  “How  We  Breathe,”  cosponsored 
with  A.M.A.  at  Saratoga  Springs. 

11.  Releases  before  and  during  annual  meeting 
on  scientific  papers,  elections,  announcements,  and 
so  forth. 

12.  Mailing  of  letters  to  membership  in  drive  for 
funds  for  the  American  Medical  Education  Founda- 
tion. 

13.  Membership  for  the  director  in  the  New 
York  State  Chamber  of  Commerce  obtained. 

14.  Assistance  given  among  others  to:  Advisory 
East  Coast  Committee  on  Radio  and  TV  of  the 
A.M.A. ; Constitution  and  Bylaws  Committee; 
Membership  Committee,  Aging  and  Nursing  Homes 
Subcommittee. 

15.  Cooperation  with  the  New  York  State  Health 
Department  in  encouraging  nominations  for  the 
Einjjire  State  Award  for  Excellence  in  Medical 
Reporting. 

16.  Publication  of  “Guiding  Principles  for  Par- 
tici])ation  in  Telecasts  and  Broadcasts.” 

A separate  report  will  be  submitted  by  tlie  chair- 
man of  the  Subcommittee  on  Cooperation  with 
Media  of  Information  with  regard  to  the  “Guide  for 
Cooperation  for  Doctors,  Hospitals,  and  Reporters” 
and  “Standards  of  Practice  for  Doctors  and 
Lawyers.” 

A proposed  program  of  public  relations  activities 
for  the  coming  year  is  submitted  in  accordance  with 
the  request  of  the  House  several  years  ago,  as 
follows: 

1.  Continued  widening  of  the  scoi)c  of  TV  and 


radio  activities. 

2.  Improvement  of  relations  with  the  press. 

3.  Expansion  of  services  to  writers  in  obtaining 
accurate  information. 

4.  Continued  and  improved  liaison  with  all 
groups,  inside  and  outside  the  Society. 

5.  Setting  up  of  community  health  conferences 
and  health  forums  for  the  elderly. 

6.  Cosponsorship  with  county  societies  of  athletic 
injur}'  conferences,  career  da}-  conferences,  science 
fairs,  health  poster  contest,  essay  contest. 

7.  Preparation  of  radio-TV  public  service  program 
banning  materials. 

8.  Preparation  of  layouts  and  maps  for  news- 
paper public  education  articles. 

9.  Assistance  to  county  societies  in  preparing 
health  exhibits  for  county  fairs,  hotel  and  bank 
lobbies,  and  others. 

10.  Assistance  to  county  societies  in  setting  up 
community  disaster  workshops. 

11.  Continuation  of  activities,  such  as  improve- 
ment of  emergency  services,  mediation  committees, 
holding  medical  assistants  courses,  and  other  proj- 
ects which  have  proved  practical  and  workable. 

12.  Expanded  activities  in  the  field  of  State  and 
Federal  legislation  for  the  purpose  of  building  better 
liaison  with  legislators,  obtaining  sound  legislation, 
and  preventing  bad  legislation  as  well  as  improving 
relations  with  the  public. 

Your  chairman  wishes  to  take  this  opportunity  to 
say  thank  you  to  the  members  of  the  Communica- 
tions Department.  Special  thanks  go  to  Mr.  Jack 
Pardee,  Mr.  Martin  J.  Tracey,  Mr.  Thomas  E. 
Walsh,  and  Mr.  John  Schuyler  who  have  carried 
on  the  work  of  the  Department  so  well  during  the 
past  year  of  reorganization.  To  the  secretarial 
staff.  Miss  Wunsch,  Mrs.  Clark,  and  Miss  Green- 
stein,  thanks  are  also  due  for  their  part  in  keeping 
the  Department  functioning  smoothly. 

Your  chairman  is  also  grateful  to  the  members  of 
his  committee  who  have  given  their  time  in  meeting 
almost  monthly  to  aid  in  the  public  relations  work 
of  the  Society. 

Respectfully  sul)mitted, 

JojiN  C.  McClintock,  M.D.,  Chairman 


Cooperation  with  Media  of  Information 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Cooperation  with  Media 
of  Information,  of  the  Council’s  Committee  on 
Public  Relations,  consists  of  the  following: 


George  A.  Burgin,  M.D.,  Chairman.  . . . Herkimer 

.John  1).  Naples,  M.D Erie 

C.  Stewart  Wallace,  M.D Tompkins 


The  supi)lementary  report  of  this  subcommittee. 


submitted  to  the  House  of  Delegates  in  May,  1960, 
tietailed  a meeting,  April  20,  1960,  with  representa- 
tives of  the  New  York  State  Bar  Association  relative 
to  the  review  of  the  “Standards  of  Practice  for 
Doctors  and  Lawyers.” 

At  that  meeting  all  present  were  in  agreement 
that  in  substance  there  was  no  need  to  change  the 
original  document  adopted  by  the  State  Medical 
Society  and  the  Bar  .Association  in  l‘.)57.  There 
were  maii}^  comments,  however,  that  there  was  a 
need  for  a change  in  the  manner  in  which  the  prin- 
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ciples  have  been  published.  One  suggestion  was 
that  there  be  an  eye-catching  introduction  that 
would  summarize  the  principles  contained  in  the 
Standards. 

To  implement  this  opinion  a special  committee 
was  appointed  consisting  of  C.  Stewart  Wallace, 
M.D.,  for  the  State  Medical  Society,  and  H.  Stewart 
Klopper,  Esq.,  for  the  State  Bar  Association. 

During  the  past  summer.  Dr.  Wallace  has  spent 
considerable  time  and  effort  in  composing  an 
introduction  and  summary  of  the  “Standards.” 

A meeting  of  the  subcommittee  and  the  com- 
mittee representing  the  Bar  Association  was  held 
in  the  Society’s  offices  on  October  5,  The 

following  constituted  the  joint  committee: 

George  A.  Burgin,  M.D. 

John  D.  Naples,  M.D. 

C.  Stewart  Wallace,  M.D. 


II.  Stewart  Klopper,  Esq. 

Boss  I.  Chamberlain,  Esq. 

The  proposed  introduction  by  Dr.  Wallace  was 
e.xamined  in  detail.  Some  deletions,  additions,  and 
changes  were  made. 

The  final  draft  was  subsequently  approved  by  the 
Council  of  the  State  Society  and  the  New  York 
State  Bar  Association.  This  was  published  in  the 
December,  1960,  Newsletter  and  an  attractive  new 
pamphlet  was  prepared  utilizing  the  $2,500  appro- 
priation by  the  House  of  Delegates  in  May,  1960. 

Further  meetings  are  planned  in  February  or 
March  with  representatives  of  the  press,  radio,  and 
television  and  a supplemental  report  will  be  sub- 
mitted to  the  House  of  Delegates. 

Respectfully  submitted, 

George  A.  Burgin,  M.D.,  Chairman 


Convention 


T 0 the  House  of  Delegates,  Gentlemen: 

The  Convention  Committees  wish  to  submit  the 
following  reports: 

1960  Convention. — The  committee  consisted  of 
the  following: 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman 


Queens 

Maurice  J.  Dattelbaum,  M.D Kings 

Merle  D.  Evans,  M.D Monroe 

Thomas  E.  Alexander,  Adviser New  York 

Charles  L.  Baldwin,  Adviser New  York 


The  154th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York  was  held  at  the 
Statler  Hilton  Hotel  in  New  York  City,  May  7 
through  13,  1960. 

Registration. — The  registration  figures  follow: 


Physicians  3 , 587 

Guests  1,329 

(Included  are  members  of  allii'd  pro- 
fessions, as  nurses,  dentists,  techni- 
cians, and  medical  studiuits) 

Technical  exhibitors  1,318 


Total  6,234 


This  total  falls  815  short  of  the  previous  attend- 
ance in  New  York  City  in  1958. 

House  of  Delegates. — In  an  effort  to  expedite 
the  business  of  the  House,  the  number  of  reference 
committees  was  reduced,  and  a copy  of  all  reference 
committee  reports  was  distributed  to  each  delegate. 
This  proved  to  be  a successful  procedure. 

The  House  convened  on  Saturday  and  continued 
the  sessions  until  Mondajq  when  election  of  new 


officers  was  held.  About  60  resolutions  were  [irc'- 
sented  for  consideration  and  action. 

It  was  decided  to  start  the  1961  meeting  of  the 
House  on  Monday  and  continue  through  Wednesda}’. 

A new  Section  on  Space  Medicine  was  established. 

Scientific  Program. — For  the  first  time,  a theme 
for  the  scientific  program  was  followed,  “Horizons 
of  Clinical  Medicine.’  ’ The  theme  was  incorporated 
into  the  cover  of  the  booklet  program.  The  Section 
on  General  Practice  combined  with  the  Section  on 
Industrial  Medicine  and  Surgery  for  a joint  meeting. 
Twenty-one  section  meetings,  two  session  meetings, 
and  five  general  sessions  were  held  from  Monday 
through  Friday  of  convention  week. 

The  following  are  the  attendance  figures  for  the 


scientific  meetings: 

General  Sessions 

Monday 65 

Tuesday 200 

Wednesilay 160 

Thursdaj’ 200 

Friday 125 

Sections 

Allergy 75 

Anesthesiology 84 

CJiest  Diseases 100 

Dermatology  and  Syphilology 75 

Gastroenterology  and  Proctology 104 

General  I’ractice  with  Industrial  Medicine 

and  Surgery 85 

Legal  Medicine 35 

Medicine 150 

Neurology  and  Psychiatry 90 
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Obstetrics  and  Gj'iieeology 75 

( )phthalmology 80 

Orthopedic  Surgery 74 

Otolaryngology 55 

Pathology,  Clinical  Pathology,  and  Blood 

Banking 56 

Pediatrics 46 

Physical  Medicine 64 

Preventive  Medicine  and  Public  Health.  . 74 

Radiology 70 

Surgery 40 

Urology 62 

Sessions 

History  of  Medicine 35 

Public  Relations 33 


Scientific  Exhibits. — There  were  71  exhibits  in 
1060,  a considerable  increa.se  over  the  previous  meet- 
ing in  New  York  City.  This  was  due,  in  part,  to  the 
large  exhibit  area  opened  up  by  the  hotel.  Exhibits 
were  displayed  to  maximum  advantage. 

A new  certificate  was  designed  for  this  year’s  win- 
ners of  exhibit  awards  and  created  favorable  com- 
ment among  the  recipients. 

The  following  exhibits  were  chosen  for  recognition 
by  the  Scientific  Exhibit  Awards  Committee. 
Scientific  Research 

First  Award 

“Pathology  and  Physiology  of  the  Thoracic  Duct 
Lymph” 

Alvin  L.  Watne,  M.I). 

Imran  Hotiboglu,  M.I). 

George  E.  Moore,  M.D. 

Roswell  Park  Memorial  Institute,  Buflalo 

Second  Award 

“Radioisotope  Tracer  Studies  of  Lym|)hatics  and 
Lymph  Nodes” 

Harold  H.  Sage,  M.D. 

Dogan  Kizilay,  M.D. 

Birendra  Sinha,  M.D. 

Makato  Miyazaki,  M.D. 

( ierald  Shapiro,  M.S. 

New  York  University  College  of  Medicine  and 
New  V'ork  University  College  of  Dentistry, 
New  York  Chty 

Honorable  Afention 

“Hypercalcemia  in  Neoplastic  Disease” 

\V.  P.  I,aird  Myers,  M.D. 

Sloan-Kettering  Institute  for  Cancer  Research, 
New  \'ork  City 

Ci.iNicAi,  Research 

First  Award 

“Electrical  Teaching  Device  for  Blood-Clotting 
Mechanism” 

Elemer  R.  fJabrieli,  M.D. 

William  C.  Slight,  M.D. 

Millard  Fillmore  Hosfiital,  Buffalo 


Second.  Award. 

“Dermatogeriatrics — Skin  Disea.ses  Common  to 
the  Aged” 

Alex  W.  Young,  Jr.,  M.D. 

St.  Luke’s  Hospital,  New  York  City 

Honorable  M ention 

“Bronchogenic  Carcinoma  in  Patients  Lender 
Forty” 

Harry  L.  Katz,  M.D. 

Sidney  Sbar,  M.D. 

Veterans  Administration  Hospital,  Brooklyn 

Scientific  Motion  Pictures. — Twenty-seven 
films  were  shown.  They  included  topics  on  general 
surgery,  surgical  specialties,  internal  medicine,  and 
physiology.  Two  medicolegal  films  were  shown  also. 
Five  of  the  motion  pictures  presented  were  pre- 
mieres. Eight  physicians  were  present  at  various 
times  during  the  showings  to  either  narrate  or  discuss 
their  pictures. 

Technical  Exhibits. — Mr.  Charles  L.  Baldwin 
sold  160  spaces  for  technical  exhibits,  all  that  were 
available. 

Annual  Meetino  and  Dinner  D.ance. — The 
I960  Dinner  Dance,  in  honor  of  the  retiring  presi- 
dent, Henry  I.  Fincberg,  M.D.,  made  history  in 
State  Society  annals.  There  were  835  guests  in  at- 
tendance at  the  President’s  Reception  and  Dinner 
held  at  the  Hotel  Pierre  on  Fifth  venue  and  61st 
Street,  New  ^'ork  City.  This  may  be  attributed, 
to  a great  extent,  to  the  untiring  efforts  of  the  dinner 
chairman,  Samuel  Wagreich,  M.D.,  and  his  hard- 
working committee  members  including  the  Woman’s 
Auxiliary.  The  gue.st  speaker  was  Thomas  A. 
Dooley,  M.D.,  of  Laos,  an  eloquent  speaker. 

Guest  Reception. — The  Guest  Reception  Sub- 
committee played  an  active  part  in  convention 
activities  and  rendered  valuable  service.  Members 
of  th(!  committee  responded  enthusiastically  when 
called  on,  with  excellent  results.  A hospitality  room 
was  provided  for  the  use  of  the  committee  for  enter- 
taining guests;  light  refreshments  were  served.  Th<‘ 
hospitality  room  was  used  also  by  panelists  on  the 
scientific  program  who  met  to  discuss  their  jires- 
entations  with  other  [lanelists. 

Each  guest  was  assigned  a host  from  the  commit- 
tee members  who  saw  that  he  was  received  hospi- 
tably. It  is  felt  that  this  committee  should  be  con- 
tinued, and  perhaps  its  scope  enlarged  for  the  1961 
convention,  according  to  suggestions  made  by  the 
able  chairman,  Bernard  J.  Pi.sani,  M.D. 

“.\s  this  was  the  inauguration  of  the  Guest  Re- 
ception Subcommittee,  careful  observations  were 
made,  which  resulted  in  the  following  recom- 
mendations: 

I.  A hosiiitality  or  guest  reception  room  for 
members  of  tlu'  scientific  panels  and  for  visitors 
from  oul-of-State  should  be  adequate  in  size  and 
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located  as  close  to  the  Press  Room  as  possible, 
for  obvious  reasons. 

2.  The  room  should  be  furnished  with  tables 
and  chairs,  lamps,  couch,  and  so  forth,  for  the  use 
of  the  participants  who  wish  to  edit  or  prepare 
papers  to  be  read  before  the  Society.  Refresh- 
ments should  be  available. 

3.  It  would  appear  that  the  stationing  of  a 
member  of  the  staff  as  well  as  one  member  of  the 
Guest  Reception  Subcommittee  in  the  Hosintality 
Room  would  be  adequate. 

4.  It  would  be  advi.sable  for  the  vice-chairman 
or  secretary  of  the  scientific  sections  to  act  as  re- 
ceptionist for  their  panels  and  discu.ssion  groui)s. 
Personal  contact  could  thus  be  established  more 
readily  than  b.y  having,  as  hosts,  individuals  who 
are  working  on  a general  committee  and  are  not 
acquainted  with  those  participating  on  the  spe- 
cialty programs. 

“This  committee  was  especially  valuable  dur- 
ing the  time  when  the  House  of  Delegates  was  in 
session.  This  was  particularly  true  on  opening 
day  when  numerous  visitors  were  to  be  presented 
to  the  Speaker  and  Vice-Speaker.  The  commit- 
tee’s work  received  much  favorable  comment  dur- 
ing this  period.  Marcelle  Bernard,  M.D.,  is  espe- 
cornmended  as  a hostess. 

“It  is  my  confirmed  opinion  that  a Guest  Re- 
ception Subcommittee  serves  an  e.xcellent  purpose 
and  should  be  an  integral  part  of  an.y  official  State 
Medical  Society  meeting.” 

{Excerpt  from  Dr.  Pi.mni’s  report) 
Miscell.\neous. — Through  the  efforts  of  Mr. 
Charles  L.  Baldwin,  a new  sj’stem  of  paging  and 
messages  for  doctors  was  inaugurated.  This  is 
called  SherPage  and  was  supplied  through  the 
courtesy  of  the  Sherman  Laboratories  of  Detroit, 
Michigan.  It  operates  through  a closed-circuit 
television  system  and  is  received  on  television  re- 
ceivers set  up  in  strategically  designated  areas.  It 
was  found  most  succe,s.sful. 

The  Doctors’  Orchestral  Society  presented  a fine 
concert  to  an  attentive  audience  on  Tuesday  evening 
during  Convention  week. 

Printed  “Thank  You”  cards  were  sent  to  all  par- 
ticipants in  the  scientific  program,  to  chairmen  and 
members  of  all  committees,  and  to  the  hostesses  of 
the  Woman’s  Auxiliary,  who  hel[)cd  to  take  attend- 
ance at  scientific  meetings. 

Woman’s  Auxiliary. — The  Woman’s  Auxiliary 
were  of  great  help  to  us  during  the  lOtiO  Convention. 
They  were  responsible  through  their  State  and  local 
dinner  committees,  who  worked  very  clo.sely  with 
the  State  Society  committees,  for  publicizing  and 
selling  tickets  for  the  dinner  dance.  They  arranged 
the  very  attractive  table  and  flower  decorations. 

I extend  my  most  sincere  thanks  to  the  chairmen 
and  members  of  all  the  subcommittees  who  worked 


so  well  together  to  make  our  1960  Convention  an 
outstanding  one.  My  special  thanks  to  the  members 
of  the  State  Society  staff — too  numerous  to  mention 
individually — who  gave  of  their  ability  and  loyalty 
in  the  long  and  arduous  tassk  of  preparation  for  the 
many  facets  of  Convention  activities  and  carried  out 
their  assignments  at  the  Convention  so  ably.  This 
is  greatl}'  appreciated  by  the  State  Society  officers. 

Respectfully  submitted, 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman 

I960  Convention  Committee' 

1961  Convention. — The  1961  Convention  Com- 
mittee consists  of  the  following: 


Merle  D.  Evans,  M.D.,  Chairman Monroe 

Maurice  J.  Dattelbaum,  M.D Kings 

George  J.  Lawrence,  Jr.,  M.D Queens 

John  J.  Finigan,  M.D Monroe 

Joseph  A.  Lane,  M.D Monroe 

Thomas  E.  Alexander,  Adviser New  York 

Charles  L.  Baldwin,  Adidser New  York 


The  1961  Convention  of  the  Medical  Society  of 
the  State  of  New  York  will  be  held  in  Roche.ster, 
New  York,  on  May  8 to  12,  1961.  This  will  be  the 
first  time  that  the  State  Society  has  met  in  conven- 
tion in  Rochester  in  many  years. 

Since  there  are  no  hotel  facilities  in  Rochester 
large  enough  to  house  the  entire  convention  under 
one  roof  the  meetings  will  be  separated  from  the 
housing  accommodations  of  the  attendants.  The 
general  sessions  of  the  Society  and  the  scientific 
meetings  of  the  sections  and  the  exhibits  will  con- 
vene in  the  War  Memorial  Auditorium  on  Exchange 
Street.  The  House  of  Delegates  will  be  housed  and 
hold  all  of  its  meetings  at  the  Manger  Hotel  on  Clin- 
ton Avenue.  This  hotel  will  be  designated  as  head- 
quarters hotel  of  the  1961  Convention.  The  Powers 
Hotel  on  Main  Street  West  will  be  designated  the 
exhibitors’  hotel.  The  Sheraton  Hotel  on  East 
Avenue  will  house  and  be  headejuarters  hotel  of  the 
Woman’s  Auxiliary  of  the  Society.  Registration 
desks  will  be  set  up  in  the  various  hotels  and  at  the 
War  Memorial.  Accommodations  for  the  noon  meal 
will  be  arranged  at  the  War  Memorial.  Although 
the  distances  between  the  hotels  and  the  War  Me- 
morial are  not  great,  transportation  facilities  be- 
tween the  hotels  and  the  War  Memorial  will  be 
available.  Parking  accommodations  are  adequate 
in  the  vicinity  of  all  hotels  and  the  War  Memorial. 
There  are  adequate  room  facilities  in  the  various 
hotels  and  motels  in  a not  too  widely  scattered  area. 

Dinner  Dance  (Arthur  H.  Walker,  M.D.,  Chair- 
man)— The  annual  dinner  dance  will  be  held  in  the 
Grand  Ballroom  of  the  Manger  Hotel  on  Wednesday, 
May  10,  1961,  at  8:00  p,m.  Tickets  will  be  .$12  each. 
Dress  will  be  optional.  Entertainment  will  be  pro- 
vided during  the  dinner  and  d.ancing  will  follow. 
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The  President’s  Reception  starting  at  ():30  p.m. 
will  be  held  in  the  Ontario  Room.  All  dinner 
guests  are  welcome  at  tliis  reception. 

Guest  Reception  (Hobart  L.  Royd,  M.D., 
Chairman) — This  subcommittee,  which  acted  for  the 
first  time  last  year,  was  a great  addition  to  the  Con- 
vention. It  will  be  enlarged  this  year.  A Hospitality 
Room  will  be  available  at  both  the  Manger  Hotel 
and  the  War  Memorial  during  the  entire  Convention 
for  the  reception  of  out-of-state  and  nonmember 
guests.  A member  of  the  subcommittee  will  act  as 
host  to  provide  hospitality  and  guidance  for  each  of 
these  guests  from  his  arrival  throughout  his  stay 
at  the  convention. 

Technical  Exhibits  (William  B.  Rawls,  M.D., 
Chairman) — All  spaces  for  the  technical  e.\hibits 
have  been  engaged. 

Scientific  E.xhibit  Awards  (Thurman  B. 
Givan,  M.D.,  Chairman) — All  e.xhibits  will  be  care- 
fully scrutinized  and  reviewed  and  the  awards  made 
the  first  few  days  of  the  Convention. 

Scientific  Exhibits  (William  L.  Watson,  M.D., 
Chairman) — The  e.xhibits  will  be  on  the  lower  floor 
of  the  War  Memorial  where  there  is  ample  space  for 
a good  display.  An  especially  good  display  is  antici- 
pated. This  year  there  will  be,  in  addition  to  the 
regular  features,  a special  e.xhibit  having  to  do  with 
space  medicine.  Such  an  exhibit  on  space  medicine 
will  be  an  innovation  at  a medical  convention. 

We  urge  everybody  attending  the  Convention  to 
visit  these  exhibits.  The  exhibitors  are  awaiting  and 
will  welcome  your  comments  and  questions. 

Scientific  Motion  Pictures  (William  J.  Sulli- 
van, M.D.,  Chairman) — Most  of  these  pictures  will 
be  narrated  and  discussed  briefly  by  their  authors. 
It  is  anticipated  that  there  may  be  discussion,  com- 
ments, and  questions  regarding  these  motion  pic- 
tures. 

Scientific  Program  (Alfred  P.  Ingegno,  M.D., 
Chairman) — Last  year’s  program,  built  on  the  theme 
of  “Horizons  of  Clinical  Medicine,”  was  especially 
interesting  because  of  its  theme  structure.  The 
theme  selected  for  this  year’s  scientific  program  is 
“Frontiers  of  Clinical  Therapeutics.”  This  same 
theme  is  being  projected  into  the  specialty  sections 
as  much  as  possible.  This  theme  opens  itself  to  the 
addition  of  some  very  interesting  and  timely  discus- 
sion of  space  medicine. 

It  is  anticipated  that  the  panel  discussions  of  the 
general  sessions  and  sections  will  be  recorded  for 
publication  in  the  Journal  during  the  coming  3'ear. 

House  of  Delegates  (Joseph  A.  Lane,  M.D., 
Speaker) — This  year  the  House  of  Dek‘gates  is  re- 
turning to  the  schedule  used  before  1!)5!).  The 


House  of  Delegates  will  convene  Monday,  May  8,  at 
10:00  A.M.  in  the  Grand  Ballroom  of  the  Manger 
Hotel  and  adjourn  about  1:00  p.m.,  reconvene 
Tuesday,  May  0,  at  2:00  p.m.  and  at  8:00  p.m.;  and 
on  Wednesday,  May  10,  at  9:00  a.m.  and  2:00  p.m. 

Reference  committees  will  meet  on  Monday  after- 
noon and  evening  and  Tuesday  morning. 

Woman’s  Auxiliary. — The  Woman’s  Auxiliary 
has  been  granted  $500  to  help  with  a reception  on 
Monday  evening.  May  8,  jointly  sponsored  by  the 
State  Society  and  Woman’s  Auxiliary',  to  be  held  in 
the  Ballroom  of  the  Sheraton  Hotel. 

The  State  Society  is  planning  no  formal  meeting 
for  the  evening  of  Sunday,  May  7,  but  the  Woman’s 
Auxiliary  is  making  arrangements  for  a special  show- 
ing of  an  old,  old  movie  at  the  Dryden  Theatre  in 
connection  with  the  Eastman  House. 

Study  of  Convention  Sites. — 1.  The  1960 
House  resolved  that  “the  Convention  Committee 
and  the  Planning  Committee  investigate  all  facili- 
ties to  improve  the  meeting  sites  for  this  conven- 
tion.’ ’ The  1959  House  had  resolved  that  “all  future 
conventions  be  held  in  New  York  City  e.xcept  the 
1961  convention  already  committed  to  Rochester.” 

New  York  City  has  been  chosen  as  a meeting  site 
for  the  1965  meeting  and  probably'  every'  fourth 
year  convention  of  the  A.M. A.  during  May'  or  June. 
This  plan  puts  two  large  medical  meetings  in  New 
York  City  every  four  years  within  several  weeks  of 
each  other. 

After  studying  this  problem  the  Convention 
Committee  suggests  that  one  year  in  every  four,  to 
coincide  with  the  A.M. A.  meetings  in  New  York 
City,  the  Convention  of  the  Medical  Society  of  the 
State  of  New  York  be  held  at  an  upstate  city  site  at 
the  regular  prescribed  time  of  y'ear — second  week  of 
May.  If  the  Convention  is  held  in  the  home  city  of 
one  of  the  medical  schools,  that  school  might  be 
asked  to  cosponsor  the  convention. 

2.  The  committee  recommends  that  some  con- 
tinuity of  the  Convention  Committee  be  establi.shed 
so  as  to  improve  the  future  annual  meetings. 

The  Convention  Committee  chairman  extends 
thanks  to  the  committee  members  and  to  the  sub- 
committees and  their  chairmen.  But,  gentlemen,  it 
is  to  the  State  Society  staff  that  the  Society  and  the 
Convention  Committee  chairman  owes  thanks  and 
appreciation  for  a successful  convention.  Also,  this 
y'ear  the  chairman  wishes  to  e.xtend  his  thanks  to 
the  staff  of  the  Rochester  Convention  Bureau  and 
the  Manger  Hotel  for  their  assistance  in  planning  the 
19(')1  Convention. 

Respectfully  submitted. 

Merle  D.  Evan.s,  M.D.,  Chairman 
1961  Convention  Committee 
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Reports  in  this  section  are  referred  to  the  Reference  Committee  on  Organization  and 
Policies,  consisting  of  the  following: 

Frank  LaGattuta,  M.D.,  Bronx,  Chairman 
Philip  D.  Allen,  M.D.,  New  York 
Stanley  B.  Folts,  M.D.,  Seneca 

Arthur  F.  Gaffney,  M.D.,  Oneida,  Fifth  District  Branch 
Joseph  J.  Russo,  M.D.,  Albany 


Planning  Committee  for  Medical  Policies 


To  the  House  of  Delegates,  Gentlemen: 

This  is  the  annual  report  of  the  above  committee 
for  the  current  society  year  up  to  February  1,  1961. 
If  needed,  a supplemental  report  will  be  presented  to 
the  House  of  Delegates. 

The  membership  of  the  Planning  Committee  for 


1960-1961  is  as  follows: 

Peter  J.  DiNatale,  M.D.,  Chairman Genesee 

Norman  S.  Moore,  M.D Tompkins 

John  M.  Galbraith,  M.D Nassau 

William  L.  Wheeler,  Jr.,  M.D New  York 

Joseph  A.  Lane,  M.D Monroe 

Renato  J.  Azzari,  M.D Bronx 

Frederick  A.  Wurzbach,  Jr.,  M.D Bronx 

Paul  H.  Sullivan,  M.D Nassau 

Edward  F.  Shea,  M.D Ulster 

Arthur  Q.  Penta,  M.D Schenectady 

Arthur  F.  Gaffney,  M.D .Oneida 

William  T.  Boland,  M.D Chemung 

Donovan  M.  Jenkins,  M.D Monroe 

Frank  A.  Gagan,  M.D Dutchess 

John  J.  Bourke,  M.D Albany 


The  Planning  Committee  is  a special  committee 
of  the  House  of  Delegates  and  that  body  sets  up  the 
personnel  of  the  committee.  One  member  is  se- 
lected by  each  of  the  district  branches;  the  standing 
members  of  this  committee  are  the  president, 
president-elect,  secretary,  speaker  of  the  House  of 
Delegates,  and  the  chairman  of  the  Board  of  Trus- 
tees or  a member  of  the  Board  designated  by  him. 
The  committee  elects  its  own  chairman  and  re- 
corder and  in  the  last  several  years  a secretary  has 
been  selected  by  the  committee. 

The  committee  was  originally  set  up  with  the 
specific  purpose  of  developing  long-range  medical 
policies  for  our  State  Society. 

The  committee  was  to  consider  among  other 
things; 


1.  The  distribution  of  physicians; 

2.  Educational  requirements  for  licensure; 

3.  Voluntary  insurance  plans  for  decreasing  the 
cost  of  medical  care; 

4.  Socializing  influences; 

5.  Relationships  of  the  medical  profession  with 
government  agencies,  commercial  laboratories,  and 
vendors  concerned  with  any  phase  of  medicine; 

6.  The  relationship  of  hospitals  and  the  practice 
of  medicine; 

7.  Relationship  with  and  the  status  of  the  nurs- 
ing profession; 

8.  Such  other  matters  as  the  committee  deems 
important  from  the  standpoint  of  protecting  the 
public  and  the  medical  profession  from  attempts  to 
bring  about  inadequate  medical  care  and  un- 
warranted interference  by  outside  agencies  with 
the  practice  of  medicine. 

From  the  stated  eight  points,  one  can  see  readily 
that  a number  of  the  problems  confronting  the 
medical  profession  are  in  the  forefront  in  the  studies 
and  discussions  of  your  State  Society. 

We  of  the  Planning  Committee  earnestlj'  urge 
that  any  member  of  the  State  Society  who,  through 
his  local  county  society  or  district  branch,  has 
any  constructive  ideas  about  long-range  medical 
policies,  forward  them  to  William  L.  Wheeler, 
Jr.,  M.D.,  secretary.  Suggestions  will  be  given 
due  consideration  and  study. 

Again  let  us  state  that  many  meetings  have  been 
held  by  the  Planning  Committee  since  its  formation, 
many  topics  have  been  discussed,  and  in  the  office 
of  the  Medical  Society  of  the  State  of  New  York 
copies  of  the  minutes  of  those  meetings  can  be 
inspected. 

The  Planning  Committee  has  had  three  meetings 
in  this  current  Society  year.  At  the  first  meeting 
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on  July  27,  19(i0,  Potor  J.  DiNatale,  M.D.,  was 
unanimously  elected  chairman;  William  L.  Wheeler, 
Jr.,  M.D.,  was  unanimously  elected  recorder,  and 
Mi.ss  Doris  K.  Dougherty  was  ('lected  secn-tary. 

Public  Relations  Program.  —At  this  meeting  also 
present  were  members  of  the  Office  Administration 
and  Policies  Committee,  the  Public  Relations  Com- 
mittee, and  others. 

The  main  topic  of  discussion  was  the  proposed 
e.xpanded  public  relations  program,  a copy  of  which 
each  member  of  the  committee  had  received. 
There  was  considerable  discussion  by  all  present  on 
the  general  subject  of  public  relations.  It  was  sug- 
gested that  jjrior  to  the  next  meeting  of  the  com- 
mittee a copy  of  the  propo.sed  expanded  public 
relations  program  be  sent  to  each  county  society 
l)resident  and  secretary  and  to  each  district  branch 
officer.  This  was  done  and  each  Planning  Com- 
mittee member  was  delegated  to  confer  with  mem- 
bers in  his  area  to  sound  out  their  sentiment  about 
the  program. 

The  second  meeting  of  the  Planning  Committee 
was  held  on  October  2,  19G0.  Again  the  major 
toj)ic  for  discu.ssion  was  the  propo.sed  public  rela- 
tions program  and  to  set  a so-called  dollar  value  on 
the  ])rogram. 

Members  of  the  Office  Administration  and  Pol- 
icies Committee,  the  Budget  Committee,  the  Public 
Relations  Committee  chairman,  and  public  relations 
personnel  were  invited  to  the  meeting.  You  can 
be  assured  that  there  was  much  discu.ssion  about 
this  public  relations  program  and  the  dollar  value 
to  be  attached  to  it.  There  was  considerable  re- 
j)ort  b}'  some  that  much  money  had  already  been 
spent  by  the  State  Medical  Society  in  the  past-  and 
not  much  accomplished  for  the  money  spent. 

The  chairman  then  (pioted  from  the  February 
2.3,  195G,  report  of  the  Planning  Committee  which 
read  as  follows: 

“The  best  public  relations  is  that  f)racticed 
every  day  by  the  physician  in  his  relations  with 
the  patient,  the  patient’s  family,  the  hospital, 
and  the  public.  The  physician  who  discharges 
his  duties  and  responsibilities  faithfully  and 
honestly  to  his  patient  and  j)rovides  adecpiate 
competent  medical  care  at  a reasonable  fee  for 
the  services  rendered  is  practicing  the  best 
public  relations  possible.” 

The  Planning  Committee  was  of  the  oi)inion 
that  this  should  be  used  as  a i)reamble  in  every 
j)ublicatIon  of  the  D(‘partment  of  CV)mmunicafions. 

Following  further  di.scussion  the  chairman  called 
for  a motion  in  regard  1o  the  allocation  of  funds  to 
the  Public  Relations  (Committee  for  the  year  be- 
ginnitig  January  I,  19G1,  and  the  following  was 
presented: 

“The  Planning  Committee  recommends  to 
the  Council  that  .a  sum  not  to  exce<al  .fl. GO, ()()() 


lie  alloc.ated  to  the  Dejiartment  of  Communica- 
tions for  the  ,year  19G1  unless  an  emergency  arises. 
In  the  event  of  such  an  emergency,  the  recpiest 
for  an  increase  in  the  budget  must  go  to  th(> 
Budget  Committee.” 

The  motion  was  approved  with  an  amendment 
that  the  Department  of  Communications  will 
present  to  the  Council  its  aims  and  objectives  for 
the  ne.xt  fiscal  year  and  ajiiiroval  by  the  Planning 
Committee  of  the  .fl.50,000  allocation  will  depend 
on  whether  or  not  the  Council  accepted  the  Depart- 
ment of  Communications  iireseiitation. 

Please  be  assured  that  ajijiroval  was  not 
unanimous  in  the  usual  form.  There  was  doubt 
expressed.  There  were  expressed  opinions  to  give 
the  Department  of  Communications  a chance, 
see  what  they  can  realty  do  with  adequate  funds, 
and  later  on  revaluate  the  program. 

As  requested  in  the  Planning  Committee  report, 
the  following  was  presented  to  the  Council  by  the 
Public  Relations  Committee  on  October  27,  19G0: 

Objectives  of  the  Public  Relations  Committee  and  the 
Department  of  Communications 
The  objectives  of  the  Public  Relations  Committee 
and  the  Department  of  Communications  are  to  im- 
plement the  ijolicy  e.stablished  by  this  Council  in 
June  1959,  which  is:  “.  . . to  promote  better  medical 
care  for,  and  greater  understanding  of  the  medical 
profession  by,  the  people  of  the  State  of  New  York.” 
This  is  in  keeping  with  our  con.stitutional  reason  for 
existence  which  states  in  part,  “.  . . to  enlighten  and 
direct  public  opinion  in  regard  to  the  problems  of 
medicine  and  health  for  the  best  interests  of  the 
people  of  the  State.” 

Three  areas  of  implementation  are  available: 

(a)  Public  Educalion. — This  includes  all  work  done 
in  cooperation  with  the  State  and  Federal  legislation 
committees.  It  may  take  the  form  of  pamphlets, 
articles  for  the  press,  talks,  personal  contact,  or  such 
other  methods  as  are  indicated. 

All  work  done  with  the  press,  radio,  TV,  magazine, 
and  science  wTiters.  The  Guide  for  Cooperation  is 
important  here.  There  is  no  area  where  repeated 
per.sonal  contact  is  more  necessary  than  in  this  part 
of  public  education.  The  public  concludes  its  formal 
education  at  grammar  school,  high  school,  or  college 
levels.  Their  continued  education  in  matters  of 
health  and  medicine  steins  from  per.sonal  contacts 
with  their  doctors  or  from  magazines,  press,  radio, 
and  TV.  It  is  most  important  that  the.se  media 
have  available  an  accurate  source  for  this  class  of 
information.  Per.sonal  contact  to  repeatedl.v  remind 
the  media  that  the  MSSNY  is  such  a source  com- 
prises a large  part  of  the  department's  fulfillment  of 
our  constitutional  reason  for  being  here.  The  Public 
Relations  Committee  map  recommend  through  proper 
channels  that  an  additional  member  of  the  Depart- 
ment be  employed  for  part  of  this  work. 

The  presentation  of  awards  !)>•  the  Societ.\',  or  co- 
siionsored  as  in  the  ease  of  the  State  Department  of 
Public  Health,  affords  opportunities  for  public  educa- 
tion or  improved  intr.aprofessional  relations. 

Exhibits  on  he>alth  at  the  Syracuse  State  Fair, 
Saratoga  Spa,  and  at  the  Coliseum  will  be  part  of  the 
program  of  public  education.  Exhibits  at  and  talks 
in  high  schools  by  county  society  representatives  will 
imiilenient  the  jirogr.am  to  encourage  students  at  an 
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parly  ago  to  entor  the  fields  of  seienee  as  a career. 
Utilization  of  display  cards  and  other  visual  aids 
will  be  used  wherever  practical. 

(h)  The  Medical  Commiiniti/. — .Assistance  to  the 
Women’s  .Auxiliary;  help  giv'en  to  the  Medical 
Assistants  Organization;  cooperation  with  other 
committees  of  this  Society  who  are  working  in  the 
field  of  hospital  relations,  nursing,  and  other  auxiliary 
groups. 

Participation  in  the  development  of  interprofes- 
sional organizations  and  leadership  in  the  betterment 
of  relations  between  medicine  and  its  allied  health 
professions  and  services  are  endeavors  in  which  com- 
munications play  a major  cooperative  role. 

(c)  Intrajirofesaional  Relations. — The  Ncnnsleller  is 
an  instrument  of  communications  betweem  this  So- 
ciety and  its  members. 

Continuing  assistance  for  the  Annual  Confer- 
ence of  County  Medical  Society  Officers  and  Com- 
mittee Chairmen  as  originally  developed  by  the 
Public  Relations  Committee  and  the  Department  of 
Communications  to  provide  an  opportunity  for  ex- 
(diange  of  ideas  between  the  State  and  county  societies. 

The  annual  Public  Relations  Se.ssion. 

Development  of  programs  for  county  society  use 
and  providing  materials  for  these  endeavors. 

Dr.  McClintock  supplemented  the  above,  stating: 

“Mr.  President,  I have  cau.sed  to  be  distributed 
this  morning  a statement  of  the  broad  objectives  of 
the  Public  Relations  Committee  and  the  Department 
of  Communications.  I must  add  to  this  broad  state- 
ment a reminder  that  everything  that  we  do  is  in  the 
intere.sts  of  the  medical  profe.ssion  and  the  public  we 
■serve  in  this  State,  and  when  I use  ‘we’  I mean  the 
Public  Relations  Committee,  the  Department  of 
Communications,  and,  to  the  extent  that  this  (,'oun- 
cil  and  the  Board  of  Trustees  has  to  approve  certain 
things,  I include  you  in  my  ‘we.’ 

“Public  relations  is  a fluid  commodity.  I don’t 
know  today  what  will  happen  tomorrow.  Ten  days 
ago  Dr.  Lawrence  reque.sted  the  services  of  the  staff 
of  the  department  for  a project  in  the  anti-Forand 
problem.  Next  January  or  February  Dr.  Blake  may 
call  on  us  to  produce  a program  in  the  nature  of  an 
anticult  campaign. 

“La.st  year,  you  recall,  I came  before  this  Council 
and  requested  approval  for  participation  oti  a co- 
spon.sorship  basis  in  a television  program.  The.se 
things  come  up  from  day  to  day,  and  I cannot  give 
you  specifically  exactly  what  we  are  going  to  do  next 
year  if  you  approve  of  this  appro|>riation.  I have 
laid  down  the  general,  overlying  princii)les  wliich 
govern  our  conduct. 

“I  will  tell  you  this,  that  if  this  recommendation  of 
the  Planning  Committee  is  approved,  we  will  devote 
our  energies  and  our  efforts  in  an  area  which  has  been 
requested  by  the  A.M..A.,  which  our  House  of  Dele- 
gates has  approved,  which  you  have  approved; 
namely,  we  will  concentrate  on  working  with  county 
societies  in  promoting  the  poster  contest — Health 
Po.ster  Conte.st  as  .sponsored  by  the  Woman’s  Aux- 
ili.arv — the  Essay  Contest,  as  sponsored  by  the  .AAPS 
to  develop  programs  that  will  encourage  high  school 
.students  to  enter  the  fields  of  science  as  a career,  to 
promote  such  .students  to  participate  in  science  fairs, 
and  to  conduct  throughout  the  St.ate  athletic  injury 
conferences. 

“Now  this  area  has  been  deliberately  taken,  and  I 
must  tell  you,  Mr.  President,  that  I am  goitig  to  ask 
approval  of  this,  if  all  goes  as  I hope,  from  the  Public 
Relations  Committee,  when  it  meets  on  November 
10.  You  are  ,all  cordially  invited  to  this  meeting  if 
you  wish  to  .attend. 


“This  .area  brings  in  the  .State  Society.  It  brings 
in  the  county  society.  It  primarily  is  a county  so- 
ciety program.  It  brings  in  the  Wonuan’s  Auxiliary. 
It  will  be  working  with  many  facets  of  education  at 
the  high  school  level;  athletics,  science,  physics, 
mathematics,  English,  art,  and  so  on. 

“I  think  that  this  is  the  most  urgently  needed  area 
of  endeavor,  the  one  that  will  accomplish  what  we 
at  the  State  Society  would  like  to  see  happen. 

“We  will  prepare  the  materials,  write  the  sug- 
gested speeches,  do  the  leg  work  and  the  ground 
work,  which  entails  an  increased  amount  of  travel 
and  time  of  our  staff  in  the  field,  but  I think  that 
in.sofar  as  we  can  announce  at  this  time  a program 
this  is  the  area  on  which  we  will  concentrate.” 

Following  this  presentation,  the  Council  votetl 
to  .ap[)rove  the  reports,  including  the  recommenda- 
tion that  a sum  not  to  exceed  .|l.fi0,()0()  he  allocated 
to  the  Department  of  Communications. 

Committee  Organization. — At  the  October  ‘2 
meeting,  it  was  brought  out  that  nothing  in  the 
past  record  spells  out  the  duties  of  committees, 
nor  is  there  anything  that  spells  out  the  line  of  com- 
mand or  the  position  of  individuals  in  the  line  of 
command,  and,  of  course,  this  is  what  makes  the 
confusion  in  many  of  the  activities  of  committees. 

To  m.ake  an  early  start,  the  Planning  Clommittee 
pre.sentc'd  the  following  outline  on  just  the  i)ro]iosi- 
tion  of  determination  of  i)olicy  .as  its  first  recom- 
mendation, which  the  Council  approved  on  Novem- 
ber 17. 

Determination  of  policy:  Hou.se  of  Delegates, 
Council,  and  Executive  Committee. 

Policy  presented  by:  Council  committ(>e,  House 
committee,  or  e.xecutive  director. 

Presentation  to  be  checked  through:  Committee 
chairman  and  committee,  commission  chairman 
if  indicated,  treasurer,  executive  director,  Budget 
Committee  if  it  involves  an  expenditun*  of  over 
.'$2.50. 

Emergency  policy  action  through:  Executive 

Committee  with  executive  director. 

The  Planinng  Committee  held  its  third  mi'eting 
on  .January  II,  190 1,  and  at  this  meeting  the  report 
of  the  subcommittee  to  study  per  diem  allowance 
to  chairmcm  of  committees  and  commis.sion  was 
di.scussed.  It  was  the  unofficial  opinion  of  most  of 
the  members  pre.seTit  not  to  allow  a per  diem. 
However,  the  subcommittee  chairman  was  in- 
structed to  contact  otlu>r  state  mcslical  soci<‘ti('S 
and  organizations,  such  as  the  Dental  Society,  to 
find  out  wh.at  they  do  in  this  matter  and  n'port. 
b.ack  on  the  findings. 

Miscellaneous. - The  Planning  Committee  next 
took  u[)  future  conventions.  A letter  from  Mr. 
C.  L.  Baldwin,  suggesting  future  eonsiderations 
about  annual  scientific  meeting  and  annual  House 
of  Delegates  meeting,  was  di.scu.ssed.  .A  possible 
change  of  date  due  to  conflicts  wdth  other  meetings 
was  also  discussed.  We  believe  this  merits  further 
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study  and  no  specific  action  is  recommended  at 
this  time. 

The  Planning  Committee  briefly  discussed  at 
this  time  the  ndationship  of  oi)hthalmologists  and 
oiitometrists.  After  considerable  talk,  it  was 
decided  to  have  the  Planning  Committee  introduce 
a resolution  in  our  House  of  Delegates  to  ask  the 
A.M.A.  Judicial  Council  to  undertake  a study  on 
the  problem  of  ophthalmology  and  optometry. 

Your  Planning  Committee  wishes  to  state  again 
that  our  State  Society  has  gone  on  record  as  being 
in  favor  of  Social  Security  for  physicians  and  that 
as  long  as  that  is  our  official  stand,  the  Medical 
Society  of  the  State  of  New  York,  represented  at 
the  A.M.A.  by  its  elected  delegates,  shall  carry 
into  the  A.M.A.  House  of  Delegates  with  continued 
greater  emphasis  and  vigor  the  wishes  of  the  major- 
ity of  our  members  who  expressed  their  opinions  in 
the  last  conducted  poll  by  our  Society. 

Subjects  Studied. — The  Planning  Committee 
has  in  the  past  developed  its  time  to  many  subjects — 
some  of  these  required  specific  action,  some  were 
studied  for  information  for  possible  later  action. 
.\  i)artial  list  is  presented  for  your  information: 

1.  Reorganization  of  district  branches; 

2.  Medical  education  and  licensure; 

3.  Compulsory  sickness  insurance; 

4.  Voluntary  medical  insurance; 

5.  Hospital  insurance  and  medical  service; 

G.  Regional  centers  for  diagnosis  aid,  diagnostic 
aids  and  health  centers; 

7.  Care  of  the  chronically  ill ; 

8.  The  nursing  problem; 

9.  Industrial  medicine,  industrial  health; 

10.  Croup  medical  practice; 

11.  Overlapping  duties  of  Council  committees; 


12.  Status  of  osteopaths; 

13.  Membership; 

14.  Honoraria  to  speakers  on  postgraduate 
education; 

15.  Loyalty  oath  for  physicians; 

16.  Size  of  Council  and  Board  of  Trustees; 

17.  Method  of  electing  delegates  to  the  A.M.A.; 

18.  Careers  in  medicine,  and  so  forth. 

Remarks. — This  is  your  chairman’s  eighth 
and  last  report  to  this  House  of  Delegates.  I 
have  considered  it  a great  privilege  to  have  served 
on  this  representative  committee  of  our  House  of 
Delegates  for  the  past  fifteen  years.  I shall  ask 
the  Eighth  District  Branch  to  select  someone  else 
to  represent  that  district  branch  beginning  with  the 
adjournment  of  the  next  session  of  our  House  of 
Delegates. 

I urge  that  the  members  of  the  Planning  Com- 
mittee meet  immediately  after  adjournment  of  the 
House  of  Delegates  and  select  their  chairman  and 
recorder  and  appoint  a secretary  so  that  adequate 
plans  can  be  made  for  the  committee  for  the  ensu- 
ing year. 

I wish  to  e.xpress  my  sincere  thanks  and  apprecia- 
tion to  the  members  of  the  Planning  Committee, 
past  and  present,  for  the  many  courtesies  shown  me. 
I am  grateful  for  their  kind  help  in  serving  on  the 
many  subcommittees. 

My  sincere  thanks  to  the  members  of  the  staff, 
who  when  called  on  gave  generously  of  their 
time  and  talents.  Thanks  to  Miss  Doris  K. 
Dougherty,  Mrs.  Augusta  Grimm,  Miss  Roslyn 
Feinberg,  and  the  rest. 

Respectfully  submitted, 

Peter  J.  DiNatale,  M.D.,  Chairman 


Constitution  and  Bylaws 


To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Constitution  and 
Bylaw.s  has  the  following  membership: 


Ezra  A..  V’olff,  M.D.,  Chairman Queens 

Norman  C.  Lyster,  M.D Chenango 

Homer  L.  Nelm.s,  .M.D Albany 


The  Constitution  and  Bylaws  Committee  of  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  has  functioned,  as  in  the  past,  as  a consultative 
body  to  the  Council  in  matters  concerning  con- 
st,itutions  and  bylaws  of  the  various  county  societies 
and  district  branches  and  in  certain  clarifications  of 


the  State  Society  Constitution  and  Bjdaws. 

This  chairman  cannot  praise  enough  the  pains- 
taking analyses  and  comments  of  his  fellow  com- 
mittee members,  Drs.  Nelms  and  L3'Ster,  and  of 
Mr.  J.  Richard  Burns  of  the  office  of  the  State 
Society’s  counsel,  and  offers  his  personal  thanks  to 
them  for  their  prompt,  conscientious,  and  loyal 
support  in  the  sometimes  tedious  and  time-consum- 
ing work  of  the  committee. 

Respectfully  submitted, 

Ezra  A.  Wolff,  M.D.,  Chairman 
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Office  Administration  and  Policies 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Office  Administration  and 
Policies  is  composed  of  the  following: 


John  J.  Masterson,  M.D.,  Chairman Kings 

Maurice  J.  Dattelbaum,  M.D Kings 

Henry  I.  Fineberg,  M.D Queens 

John  M.  Galbraith,  M.D Nassau 

Norman  S.  Moore,  M.D.,  ex  officio. . . .Tompkins 


William  L.  Wheeler,  Jr.,  M.D.,  ex  officio 

New  York 

It  is  to  be  noted  that  the  various  governing  bodies 
of  the  Societj'  are  well  represented.  In  addition,  the 
Assistant  Director  and  Controller  are  invited  to  all 
meetings. 

During  the  1960-1961  year  your  committee  met 
regularly  once  a mouth  except  for  July  and  August. 
During  the  summer  months,  committee  members  are 
available  should  an}'  problems  arise. 

In  October,  1960,  we  lost  the  services  of  Miss  Mar>' 
McMahon  who  had  been  with  us  a number  of  years. 
Miss  Mary  Singer  is  now  supervisor  of  the  Member- 
ship Department. 

Tabulating  Procedure  for  Membership  Records. — 
Many  months  ago  the  committee  recommended  to 
the  Council  that  our  membership  records  be  con- 
verted to  a punch  card  system.  The  conversion  job 
turned  out  to  be  a much  greater  undertaking  than 
we  had  been  led  to  believe.  After  substantial  de- 
lays and  the  ironing  out  of  many  problems,  the  pro- 
cedure has  finall}'  gotten  under  wa}'.  During  this 
period,  the  regular  work  of  the  Membership  Depart- 
ment fell  behind.  Day  by  day,  however,  we  are 
progressing  and  as  time  passes  we  are  gradually 
catching  up  on  this  work. 

Miscellaneous. — In  an  effort  to  reduce  duplication 
of  work,  the  committee  requested  and  received  ap- 
proval of  the  Council  to  advise  the  county  society 
officers  henceforth  to  transmit  Physicians’  Home 
contributions  received  from  members  directly  to  the 
Physicians’  Home  office.  Previously,  in  many  in- 
stances these  contributions  were  first  received  by  us 
and  then  subsequently  transmitted  to  Physicians’ 
Home. 

With  the  closing  of  the  office  in  Albany,  supervised 
by  Harold  Smith,  M.D.,  much  of  the  clerical  work  is 
now  being  handled  directly  in  our  office.  The 
printing  and  mailing  of  the  Legislation  Bulletin  is  one 
of  these  items. 

Job  Evaluation  Program. — Dr.  Moore  has  been 
keenly  interested  during  the  p;xst  year  in  improving 
tlie  morale  of  our  staff.  Last  Fall,  he  and  the  chair- 
man of  this  committee,  at  Dr.  Moore’s  suggestion, 
interviewed  the  members  of  our  staff,  as  well  as  ex- 
ecutive personnel.  The  knowledge  gained  from 


these  interviews  was  most  helpful  to  Dr.  Moore 
and  the  committee  in  evaluating  the  work  of  the 
staff. 

In  October  the  committee  was  presented  with  a 
plan  by  our  President  to  study  our  salar}'  scales, 
pension  plan,  and  other  matters  related  to  personnel. 
Interviews  with  the  staff  were  held  b}'  those  prepar- 
ing the  evaluation.  While  at  this  writing  a report 
has  not  been  received,  it  is  contemplated  that  we 
shall  in  the  near  future  be  able  to  set  up  a modern 
program  in  this  field. 

Staff  Activities. — In  an  effort  to  foster  a better 
esprit  de  corps  throughout  our  staff,  the  committee 
approved  the  formation  of  a bowling  group.  In 
addition,  we  have  continued  the  practice  of  holding 
an  annual  outing  and  a staff  Christmas  party.  While 
the  committee  has  given  its  approval  to  a staff  i)ub- 
lication,  plans  are  such  that  the  project  has  not  }-et 
materialized. 

One  of  the  matters  which  has  occupied  our  atten- 
tion is  the  cost  of  collecting  A.M.A.  dues.  There 
has  been  some  discussion  concerning  additional  re- 
imbursement from  the  A.M.A.  and  we  are  looking 
forward  to  a favorable  and  early  solution  to  this 
problem. 

As  of  the  date  this  report  is  written,  our  staff  is 
made  up  of  the  following  persons: 

Staff  of  tub  Mei)ic.\l  Society 
Mr.  Thos.  E.  Ale.xandcr 
Mrs.  Alice  H.  Arana 
Miss  Susan  V.  Baker 
Mr.  Charles  L.  Baldwin 
Miss  Liesclotte  Benz 
Mrs.  Sully  Bogardus 
Mr.  William  H.  Bonzer 
Mrs.  Nan  M.  Boynton 
Miss  Frances  E.  Casey 
Mrs.  Yvonne  Chapman 
Mrs.  Evelyn  G.  Clark 
Mrs.  Bethany  A.  Culhane 
Mrs.  Estelle  Danzeisen 
Mrs.  Evelyn  De  Marco 
Mr.  Eugene  S.  Dombrow  ski 
Miss  Doris  K.  Dougherty 
Mrs.  Beatrice  M.  Duckfield 
Miss  Anne-Marie  Fanshaw 
Mr.  George  P.  Farrell 
Miss  Rosl}'n  Feinberg 
Miss  Teresa  Fitzgerald 
Mr.  George  W.  Forrest,  Jr. 

Mr.  Joseph  Francis 
Mrs.  Florence  Gallagher 
Mrs.  Suzanne  Glasbcrg 
Mrs.  Arlene  Gold 


April  1,  1961 


1165 


ANNUAL  HE  LOUTS 


Mr.  Edwiiril  Gold 
.failles  Greenough,  M.D. 
Miss  Anita  Grcensteiii 
William  Haniiiioiid,  M.D. 
Miss  Dorothy  Hart 
Miss  Mary  Hearty 
Mrs.  Joan  V.  Hughes 
Robert  Katz,  M.D. 

Miss  Dorothy  Ann  Kellehcr 
Miss  Nele  Lape 
Miss  Roberta  Kurtz 
Miss  Lucille  Leipziger 
Mrs.  Eunice  M.  Leonard 
Miss  Alvina  Rich  Lewis 
Mr.  Alan  Z.  Litowitz 
Mrs.  Dorothy  Lotosky 
Miss  .Janet  E.  Loy 
Miss  Jean  MacDonald 
Miss  Camille  Marra 
Mrs.  (Jlga  Mielke 
Mr.  Robert  W.  Miller 
Mr.  John  I...  Mitchell 
Mrs.  Beatrice  Moosa 
Mrs.  Miriam  A.  Mosonyi 
Mr.  Joseph  A.  Mullaney 
Mr.  Paul  W.  Nelson 
Mr.  Jack  O’Brien 
Mr.  .lolin  K.  Pardee 
Miss  Mollie  Pesikoff 
Mr.  .John  A.  I’uca 
Miss  Barbara  A.  Roberts 
Mrs.  Jjouise  Schcidlc 
Mr.  Ackley  C.  Schuj'ler 
Miss  Mary  Singer 


Miss  Elizabeth  C.  Smith 
Mr.  Charles  Struzinski 
Mr.  Wiley  E.  Tatum,  Jr. 

Mrs.  Cathleen  1^.  Thayer 
Mr.  Martin  J.  Tracey 
Miss  Ethel  Turetsky 
Mr.  Thomas  E.  Walsh 
Mrs.  Marcia  Werbin 
Miss  Alice  E.  Wheeler 
Mr.  William  H.  Wroth 
IMiss  Gretchen  Wunsch 

We  cannot  conclude  this  report  without  conveying 
to  all  the  members  of  the  staff  our  sincere  thanks  for 
their  cooperation,  loyalty,  and  devotion  to  the  in- 
terest and  welfare  of  our  Society.  Space  does  not 
permit  listing  the  names  of  all  those  to  whom  we  are 
especially  indebted  in  carrying  out  their  duties.  We, 
however,  are  most  appreciative  of  the  work  of  Miss 
Janet  E.  Jjoy,  Directory  Department  Supervisor; 
Mr.  Eugene  Dombrowski,  Accounting  Department 
Supervisor;  Miss  Doris  K.  Dougherty,  Executive 
Assistant,  and  Mr.  William  Bonzer,  our  Mailroom 
Supervisor. 

Our  Controller,  Mr.  Thos  E.  Alexander,  attends 
all  meetings  and  acts  as  secretary  of  the  committee. 
His  advice  and  cooperation  and  the  accounting  in- 
formation he  has  available  has  beiui  of  material  as- 
sistance to  the  committee  in  its  work. 

It  is  recommended  to  the  House  of  Delegates  that 
a committee  of  similar  composition  be  apijointed  for 
the  coming  year. 

Respectfully  submitted, 

John  J.  Masterson,  M.D.,  Chairman 
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Conference  of  County  Medical  Society  Officers 


To  the  House  of  Delegates,  Gentlemen: 

The  Coniinitteo  to  Arrange!  the  ('onfercnco  of 
('ounty  Modical  Society  Officers  for  19G0  was  made 
up  of  tile  following: 

Gerald  I).  Dorman,  M.l).,  Chairman.  New  York 


James  M.  Blake,  M.l) Scheneittady 

Peter  J.  DiNatale,  M.l) Batavia 

John  C.  McClintock,  M.D Albany 

Waring  Willis,  M.D Bron.wille 


Your  commitfee  held  many  meetings  in  devidoping 
plans  and  in  arriving  at  a final  program  for  the 
l!Hi()  annual  conference  of  counf>’  imalical  society 
oflicers  and  committee  chairmen.  The  purpose  of 
this  conference!  was  to  preiviele  a mending  plai'c  at 
wliiedi  key  representatives  of  the  e’ounty  medical 
soe-ieties  and  the  State  Meidical  Seiciety  e:ould  eliscuss 
preihleans  anil  exchange  points  of  view  for  the 
jiurjiose  of  finding  solutions.  The  preparatory 
eletails  ami  the  actual  conduct  of  the  meeting  were 
handleel  by  the  Department  of  Communications. 

The  end  result  of  all  these  endeavors  was  that  159 
eloedors  of  mediedne,  executive  secretaries,  and  otlu'r 
staff  personnel  e!roweled  one  of  the  largest  assembly 
rooms  in  the  Hotel  Biltmore,  New  York  City, 
where  the  I'onference  was  helel  September  2'.i  and  24, 
1990.  Fifty-two  eniunty  medical  soe'ie'tii's  were 
re'pri'sented  at  the!  confe'rence  which  was  haileel  by 
those  attending  as  a highly  sue!cessful  affair. 

At  Frielay’s  elay-long  se'ssion,  John  M.  Galbraith, 
M.D.,  State  Society  presielent-elect,  was  the  presid- 
ing official. 

The  morning  program  incluele!el  two  panel  eiis- 
cussions  anel  a single  presentation.  The  first  paned 
eliscussion  was  on  “Probli'ins  Involved  in  the 
Management  of  the  Disability  Bemefits  Program.” 
Participating  in  this  elise-ussion  were  tlie  following: 
John  M.  Galbraith,  M.D.,  moilerator;  I).  John 
Lauer,  M.D.,  me-die-al  elireedor.  International 
Tedephone  anel  Telegraieh  (’orporation;  Janu's  K. 
Honi'y,  e'onsultant.  Insurance  anel  Seeded  Se'i-urity 
Di'peirtment,  Stanehiril  Oil  of  New  Jerse\y;  Paul 
Ueebinson,  M.D.,  medical  elireector,  Mefreeieolitan 
Life  Insuranev  f’eempemy;  Ibireelel  C.  Ibinover, 
president.  New  York  State  AFL-CIO;  anel  John  W. 


Leeaedi,  director,  Fielel  ()flie-e!r  anel  Enfeere'cment, 
Workmen’s  Compensation  Board,  State  of  New 
York. 

In  the  second  panel  discussion  on  “Coordinating 
Intercounty  Medical  Society  Aedivities”  the  follow- 
ing participated:  James  A.  Caddy,  M.D.,  chairman, 
V’oluntary  Health  Insurance  Committee,  Nassau 
County  Medical  Society;  Ezra  A.  Wolff,  M.D., 
member.  Malpractice  Insurane-e  Committee,  Queens 
(founty  Medical  Society;  A.  Wilbur  Duryec,  M.D., 
(diairnnui.  Workmen’s  Compensation  Committee, 
New  York  County  Medical  Society;  and  Earl  (k 
Waterbury,  M.D.,  chairman,  Public  Welfare  Sub- 
committee, Medical  Society  of  the  State  of  New 
Y'ork.  Joseph  A.  Lane,  M.D.,  speaker  of  tlu! 
House,  moderated  this  panel. 

The  single  presentation  was  made  by  Edward  J. 
Speno,  Esq.,  counsel  to  the  Nassau  County  Medical 
Society.  His  topic  was  “Practical  Politics  and 
Medical  Legislation.” 

At  the  luncheon,  the  principal  speaker  was 
Ernest  B.  Howard,  M.D.,  assistant  executive  vice- 
president  of  the  A.M.A.  Dr.  Howard  spoke  on 
“Medicine,  the  86th  Congress,  and  the  Aging — 
What’s  Ahead!”  Another  speaker  at  the  luncheon 
was  Joseph  J.  Witt,  M.D.,  chairman  of  the  Com- 
mittee on  Aging  of  the  State  Medical  Society. 
Dr.  \\'itt  discussed  “State  Medical  Societj-’s  Positive 
Program  for  the  Aging.” 

During  the  afternoon  there  were  five  round  table 
“buzz”  sessions.  These  sessions  were  devoted  to 
economics,  public  relations,  legislation,  industrial 
medicine,  and  workmen’s  compensation. 

On  Saturday  morning  there  was  a rejwrt  of  the 
round  table  sessions  by  the  moderators,  followed  by 
a general  discussion.  Norman  S.  Moore,  M.D., 
president  of  the  State  Medical  Society,  presided. 

Y'our  chairman  wishes  to  thank  the  members  of 
his  committee  for  their  efforts  and  the  Department 
of  Ck)inmunications  for  their  cooperation  in  making 
the  1!)00  conference  an  outstanding  event. 

Respectfully  submitted, 

Gerald  I).  Dorman,  M.D.,  Chairman 
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Membership 


To  Ihe  House  of  Delegates,  Gentlemen: 

The  Committee  on  Membership  has  the  following 
members: 

George  W.  McCormick,  M.D., 


Chairman Richmond 

John  H.  P.  Holden,  M.D Albany 

Leonard  L.  Heimoff,  M.D Bronx 

James  K.  Keeley,  M.D Dutchess 

Albert  J.  Addesa,  M.D Erie 

James  E.  Glavin,  M.D Essex 

Solomon  Yarvin,  M.D Greene 

Warren  A.  Lapp,  M.D Kings 

A.  Gordon  Ide,  M.D Monroe 

Abraham  W.  Freireich,  M.D Nassau 

Ralph  E.  Snyder,  M.D New  York 

Robert  F.  McMahon,  M.D Onondaga 

Earl  C.  Waterbury,  M.D Orange 

Cornelius  F.  Ryan,  M.D Otsego 

John  L.  Finnegan,  M.D Queens 

Herbert  L.  Sperling,  M.D Rockland 

Eldred  J.  Stevens,  M.D Steuben 

Charles  W.  Shlimbaum,  M.D Suffolk 

Lester  Lipson,  M.D Sullivan 

Maurice  L.  Woodhull,  M.D Westchester 

Paul  A.  Burgeson,  M.D Wyoming 


Two  meetings  of  this  committee  were  held  in 
lUGO,  the  first  one  on  February  18,  and  the  second 
one  on  November  10.  Representatives  from  17 
county  societies  attended  the  first  meeting,  and 
from  10  county  societies  the  second  meeting. 

J'he  members  of  the  committee  were  presented 
with  figures  on  membership  in  county  and  State 
societies  as  well  as  the  A.M..\.  relative  to  the  total 
number  of  M.D.’s  in  the  State.  Nonmembers  in 
the  county  and  State  societies  amounted  to  about 
6,383,  or  about  21  per  cent  of  the  total  number  of 
M.D.’s.  Roughly  67  per  cent,  or  about  two  thirds 
of  the  members  of  county  and  State  societies,  were 
members  of  the  A.M.A. 

A breakdown  of  these  6,383  non  members  of 
county  and  State  societies  showed  that  1,567  were 
physicians  in  private  practice,  3,954  were  hospital 
residents,  and  862  were  full-time  physicians. 
Counties  in  which  medical  schools  were  located 
and  counties  in  metropolitan  New  York  seemed 
to  show  the  largest  percentages  of  nonmembership 
in  county  and  State  societies,  as  well  as  A.M.A. 

In  the  private  practice  category  of  nonmembers, 
the  feeling  was  that  the  majority  of  these  physicians 
have  been  practicing  medicine  for  a number  of 
years  and  that  they  have  not  shown  interest  in 
organized  medicune,  and  it  probably  would  be 
difficult  to  try  to  change  this  situation. 

R(!garding  the  resident  physician  category  of 
nonmembers,  it  was  suggested  that  resident  physi- 


cians be  invited  to  county  and  State  Society  meet- 
ings for  the  purpose  of  introducing  them  to  organized 
medicine,  even  though  they  might  move  to  another 
area. 

The  possibility  of  a new  membership  classification 
with  reduced  dues  was  discussed  for  the  physician  in 
residency  training,  who  had  been  graduated  from 
medical  school  more  than  five  years.  To  implement 
this  idea,  Monroe  County  presented  a resolution  to 
the  State  Society  to  the  effect  that  the  Medical 
Society  of  the  State  of  New  York  amend  its  Bylaws 
to  provide  for  junior  membership  for  a physician 
still  in  residency  training  after  five  years,  at  a 
reduced  rate  of  membership  dues.  This  resolution 
was  turned  over  to  the  membership  committee  for 
consideration.  The  committee  decided  to  table 
this  resolution  until  the  1961  meeting,  so  that  it  can 
be  studied  more  fully. 

The  question  of  full-time  men  who  are  non- 
members was  discussed  at  some  length.  It  was  felt 
that  they  would  be  able  to  contribute  a lot  to 
organized  medicine.  The  comment  was  made  that 
full-time  men  have  felt  that  they  were  not  wanted. 
To  overcome  this,  it  was  suggested  that  efforts 
should  be  made  to  put  full-time  members  on  com- 
mittees and  to  invite  full-time  nonmembers  to 
Society  meetings  and  social  affairs. 

It  was  felt  that  it  would  be  a good  idea  to  educate 
third-  and  fourth-year  medical  students  in  organized 
medicine.  The  committee  recommended  that  a task 
force  of  members  of  the  State  Medical  Society  and 
deans  of  medical  schools  be  set  up  to  study  ami 
implement  ways  and  means  of  securing  membership 
for  medical  students  in  local  county  medical  socie- 
ties, and  to  study  and  resolve  allied  membership 
problems. 

The  promotion  of  A.M.A.  membership  was  dis- 
cussed in  both  meetings.  It  was  stated  that 
compulsory  A.M.A.  membership  would  increase 
the  New  York  State  delegation  from  18  to  25 
delegates  and  thereby  help  to  restore  the  prestige  of 
the  State. 

A motion  was  made  and  carried  that  the  com- 
mittee send  to  the  Council  a resolution  that  “in 
accordance  with  the  majority  report  of  the  House 
of  Delegates  regarding  membership  in  the  A.M..\., 
the  membership  committee  recommends  to  the 
Council  that  membership  in  the  A.M..\.  be  re- 
quired.’’ 

Because  of  the  misgivings  of  some  of  the  larger 
counties  that  might  lo.se  members  if  A.M..\.  member- 
ship wt're  mad<‘  compulsory,  the  commitl.ee  r(H;oin- 
mended  that  the  Council  first  consider  a poll  of 
State  members  by  jiost  card  on  this  question. 

The  committee  further  recommended  that  the 
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State  Medical  Society’s  Newsletter  be  sent  to  non- 
member physicians  in  the  State  for  a period  of  one 
year  to  stimulate  a membership  drive. 

It  was  proposed  that  the  year  1961  be  designated 
as  “Membership  Drive  Year,”  and  that  each  county 
society  be  active  in  encouraging  membership  on  all 
levels — county,  State,  and  A.M.A.  This  proposal 
was  approved  and  sent  to  the  Council. 

The  chairman  requested  that  the  assistant  direc- 
tor of  the  State  Society  obtain  a list  from  the  State 


Department  in  Albany  of  all  registered  nonmember 
physicians.  This  can  be  broken  down  according  to 
counties  and  sent  to  membership  committees  of 
county  societies.  It  was  felt  that  the  membership 
drive  should  be  after  the  first  meeting  in  1961, 
when  the  discussion  on  proposals  to  amend  or 
change  the  Bylaws  on  classes  of  membership  could 
be  further  debated. 

Respectfully  submitted, 

George  W.  McCormick,  M.D.,  Chairman 


Organization  and  Functions  of  Scientific  Sections 


To  the  House  of  Delegates,  Gentlemen: 

The  Ad  Hoc  Committee  to  Study  Organization 
and  Functions  of  Scientific  Sections  consists  of  the 


following: 

Ezra  A.  Wolff,  M.D.,  Chairman Queens 

James  I.  Farrell,  M.D Oneida 

Samuel  Z.  Freedman,  M.D New  York 

Walter  T.  Heldmann,  M.D Richmond 

Alfred  P.  Ingegno,  M.D Kings 

John  L.  Sengstack,  M.D Suffolk 


The  Ad  Hoc  Committee  to  Study  Organization 
and  Functions  of  Scientific  Sections  met  with  its 
entire  membership  present.  The  scope  of  its  func- 
tions was  outlined  by  the  chairman,  who  felt  that  it 
would  be  proper  to  review  the  history  of  sections 
from  the  time  of  their  creation,  the  changes  that 
have  occurred  in  their  status  and  activities,  whether 
or  not  they  continue  to  be  of  value  to  the  member- 
ship and  are  fulfilling  their  purpose,  what  their 
actual  cost  is  to  the  Society,  and  what  recommenda- 
tions might  be  made  to  improve  them. 

Investigation  of  the  Council  minutes  disclosed 
that  sections  were  first  proposed  in  1911  to  stimu- 
late lagging  interest  and  attendance  at  the  scientific 
sessions  of  the  annual  meeting.  They  were  first 
tried  in  1912,  with  chairmen  appointed  by  the  pres- 
ident, and  formalized  in  1913  by  incorporation  into 
the  Bylaws  in  very  much  their  present  form. 
Originally,  there  were  five  sections.  They  now  num- 
ber 22,  including  the  most  recently  created,  the  Sec- 
tion on  Space  Medicine. 

It  was  not  until  194.3  that  each  section  was  ac- 
cordeil  a d(4egate  “in  the  interest  of  promoting  a 
better  coordination  between  the  sciimtific  and  ad- 
ministrative functions  of  the  Medical  Society  of  the 
State  of  New  York.” 


By  custom,  as  demand  arose,  “sessions”  on  various 
subjects  were  held  at  the  annual  meetings,  and  re- 
peated for  several  years  in  a row.  Where  sufficient 
interest  became  manifest,  sections  were  created  in 
these  fields.  More  recently,  we  have  had  a section 
created  de  novo,  with  no  prior  equivalent  session. 

The  Ad  Hoc  Committee  considered  at  length 
these  three  questions  concerning  sections  in  general : 

1.  Are  they  valuable  to  the  membership? 

2.  Are  they  fulfilling  their  original  purpose? 

3.  Are  they  worth  what  they  cost? 

It  was  generally  agreed,  in  answer  to  the  first 
question,  that  the  sections  are  of  value  to  the 
membership  in  providing  a forum  for  dissemination 
of  news  of  current  medical  advances  in  the  various 
specialties  and  should  be  continued. 

Answering  the  second  question,  it  was  also  felt 
that  they  do  stimulate  interest  and  attendance  at 
annual  meetings  but  that  some  of  them  are  e.xtremely 
restricted  in  their  scopes  of  interest  and  appeal 
only  to  small  segments  of  the  membership.  Thus,  it 
was  pointed  out,  the  Section  on  Legal  Medicine 
has  occupied  itself  with  problems  mainly  of  concern 
to  doctor-lawyers  and  attracted  that  small  category 
of  members  almost  exclusively.  It  was  felt  that,  in 
this  instance,  it  might  be  wise  to  enlarge  the  scope 
and  suitably  alter  the  title  of  the  section  to  encom- 
pass workmen’s  compensation  and  other  fields  of 
medicine  closely  bound  up  with  law. 

No  specific  answer  could  be  found  for  the  third 
((uestion,  since  the  cost  of  maintaining  a section  has 
n(iV(!r  been  determined.  There  are  such  obvious 
costs  as  stationery,  printing  and  postage,  honoraria 
to  guest  essayists,  and  (now)  expenses  of  section 
delegates;  but  allocation  of  cost  of  space  utilized 
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iiiul  staff  time  consumed  in  arranging  programs  and 
taking  care  of  physical  requirements  of  the  meetings 
has  never  been  made.  The  question  arose,  also, 
that  since  the  presence  of  the  chairman  and  secre- 
tary was  required  at  section  meetings,  they  might 
deserve  to  have  their  expenses  paid  as  does  the 
delegate. 

The  need  for  section  delegates  then  was  exten- 
sively discussed.  It  was  mentioned  that  no  section 
has  regularly  reported  its  transactions  to  the  House 
of  Delegates,  and  that,  except  in  the  rare  instances 
where  delegates  have  introduced  resolutions  for 
their  respective  sections,  they  have  acted  as  dele- 
gates-at-large  rather  than  section  delegates.  It  was 
pointed  out  that  their  existence  gave  undue  rep- 
resentation to  certain  segments  of  the  membership 
in  the  House  of  Delegates.  Thus,  although  the 
general  practitioners  make  up  roughly  half  our 
membership,  they  have  only  one  section  delegate 
out  of  22  to  represent  them. 

Also,  where  a number  of  section  delegates  happen 
to  come  from  the  same  county,  the  representation 
of  that  county  is  disproportionately  increased. 

The  Ad  Hoc  Committee  felt  that  the  Council 
should  give  serious  consideration  to  the  adjustment 
of  these  apparent  inequities.  The  originally  assigned 
function  of  the  section  delegate  could  be  adequately 
served  by  giving  the  chairman  (or  delegate)  of  each 
section  the  privilege  of  the  floor  of  the  House  with- 
out vote,  to  report  such  matters  as  his  respective 


section  might  wish  to  communicate.  This  would 
maintain  liaison  between  scientific  and  administra- 
tive functions  but  eliminate  objectionable  political 
overtones. 

The  creation  of  new  sections  without  established 
demonstration  of  sufficient  demand  for  them  was 
felt  to  be  unjustified  from  the  points  of  view  of  cost, 
questionable  interest  of  a sufficient  segment  of  the 
membership,  and  usefulness  to  the  Society. 

It  is  therefore  recommended  by  the  Ad  Hoc 
Committee  that  no  new  section  be  formed  until  a 
session  on  the  subject  or  specialty  concerned  has 
held  at  at  least  two  successive  annual  meetings  and 
has  shown  enough  demand,  as  judged  by  attendance 
and  interest,  to  warrant  it.  This  recommendation 
was  presented  to  the  Council  at  its  meeting  on 
January  26,  1961,  and  received  Council  approval. 

The  chairman  wishes  to  acknowledge  the  keen  in- 
terest and  helpful  contributions  of  all  members  of 
his  committee  by  offering  here  his  sincere  thanks  for 
their  cooperation,  and  to  make  special  mention  of 
his  gratitude  to  Miss  Mollie  Pesikoff  of  the  office 
staff  for  her  painstaking  delvings  into  the  archives  of 
the  Society,  her  secretarial  functions,  and  her  con- 
crete and  eminently  sensible  suggestions  for  further- 
ing the  work  of  the  committee. 

Respectfully  submitted, 

Ezra  A.  Wolff,  M.D.,  Chairman 


1958  Management  Survey 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  to  Study  the  1958 
Alanagement  Survey  Report  is  as  follows; 


Renato  J.  Azzari,  M.D.,  Chainnan Bronx 

George  A.  Burgin,  M.D Herkimer 

Henry  I.  Fineberg,  M.D Queens 

Leo  E.  Gibson,  M.D Onondaga 

Thurman  B.  Givan,  M.D Kings 

James  Greenough,  M.D Otsego 

John  J.  Masterson,  M.D Kings 

Walter  W.  Mott,  M.D Westchester 


At  a meeting  of  the  Committee  to  Study  the  1958 
•Management  Survey  Report  on  December  13,  1960, 
the  report  of  the  nsference  committee  at  the  May, 
i960,  conv(‘ntion  was  discu.ss('d  in  which  it  was 
n'commended  tluif.  a.  (knnmission  on  Medical 
Servic(;s  l)C  f)rganized,  consisting  of  the  following: 

1.  Committee  on  Economics, 

2.  Committee  on  Questions  of  Ethics, 


3.  Committee  on  Hospital  and  Professional 

Relations, 

4.  Committee  on  Industrial  Health, 

5.  Committee  on  Workmen’s  Comptaisation, 

6.  Committee  on  Rural  Medical  Service, 

7.  Committee  on  Medical  Care  Insurance. 

The  operation  of  this  commission  was  to  be  evalu- 
ated after  trial  and  observation  during  the  1960- 
1961  meetings  of  the  Council. 

The  Committee  to  Study  the  1958  Survey  Report, 
after  discussion,  recommended  to  the  Council  that 
the  Commission  as  above  described  be  endorsed 
and  that  this  recommendation  be  reported  to  the 
House  of  Delegates  at.  its  meeting  in  Rocdiester  in 
May,  1961.  This  was  approved  by  the  Council. 

Respectfully  submitted, 

Renato  J.  Azzari,  M.D.,  Chairman 
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Second  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

This  year  the  Second  District  Branch  went  up- 
state to  hold  its  annual  meeting.  The  meeting  was 
held  at  Grossinger’s  Hotel,  Grossinger,  New  York, 
on  October  26  and  27,  1960.  This  was  one  of  the 
largest  meetings;  the  attendance  was  over  one 
hundred.  The  Woman’s  Auxiliary  held  its  meeting 
at  Grossinger’s  at  the  same  time. 

There  was  a scientific  session  on  the  afternoon  of 
October  26;  Abraham  Freireich,  M.D.,  chief  of 
medicune  at  Meadowbrook  Hospital,  Hempstead, 
spoke  on  liver  disease.  The  dinner  meeting  that 
night  was  presided  over  by  Joseph  Zimring,  M.D., 
president.  The  guest  speaker  w’as  Ray  Trussed, 
M.D.,  director  of  the  School  of  Public  Health  and 
Administrative  Medicine,  Columbia  University. 
He  spoke  briefly  on  “The  Rising  Cost  of  Hospital 
Care.”  His  half-hour  talk  on  a voluminous  subject 
barely  advised  the  listeners  of  the  impact  and  im- 
portance of  this  timely  study. 

Also  present  were  John  Galbraith,  M.D.,  presi- 
dent-elect of  the  Medical  Society  of  the  State  of 
New  York;  Mrs.  Milton  Kogan,  president  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York,  and  Mrs.  Eugene  F.  Wolfl', 

president-elect  of  the  Woman’s  Auxiliary.  The 

Auxiliary  meeting  was  presided  over  by  Mrs.  John 
M.  Neubert,  district  councillor  of  the  Woman’s 
Auxiliary. 

Newly  elected  officers  are: 

President Charles  W.  Shlimbaum, 

M.D.,  Bay  Shore 

First  Vice-President Paul  H.  Sullivan,  M.D., 

Great  Neck 

Second  Vice-President.  .John  Ruppe,  M.D.,  Islip 

Secretary Albert  Biglan,  M.D., 

Central  Islip 

Treasurer George  C.  Erickson, 

M.D.,  Heinpst(‘ad 

Res j jec t f u 1 ly  su  b I n i t ted , 

Joseph  G.  Zimring,  M.D.,  Rresidenl 

Third  and  Fourth  District 
Branches 

To  the  House  of  Delegates,  Gentlemen: 

On  Thursday,  September  15,  1960,  at  9:00  a.m., 
a business  meet  ing  of  t he  Third  District  Branch  was 
held  at  Scaroon  Manor.  The  meeting  was  called  to 


order  by  L.  R.  Tompkins,  M.D.,  president. 

Other  members  present  were:  Harry  Golembe, 
M.D.,  Liberty;  S.  E.  Vournos,  M.D.,  Liberty; 
Frances  E.  Vosburgh,  M.D.,  Albany;  John  J. 
Keenan,  M.D.,  Troy;  John  Wadsworth,  M.D., 
Albany;  Fred  Holcomb,  Jr.,  M.D.,  Albany;  and 
Marshall  Quandt,  M.D.,  Waterford. 

A nominating  committee  had  been  appointed  the 
previous  day  by  the  president,  consisting  of  Drs. 
Golembe,  Holcomb,  and  Wadsworth. 

The  minutes  of  the  last  executive  meeting  were 
read  by  the  appointed  secretary,  Harry  Golembe, 
M.D.  First,  a letter  from  Henry  J.  Noerling,  M.D., 
of  Valatie,  in  which  he  stated  his  reasons  for  inability 
to  attend  the  meeting. 

The  minutes  of  the  combined  executive  committee 
meeting  at  Albany  on  June  4,  1960,  at  the  Sheraton 
Ten  Eyck  Hotel  were  read  and  approved. 

A telegram  from  E.  G.  Mulbury,  M.D.,  delegate 
of  the  Third  District  Branch,  dated  September  14, 
1960,  was  read  in  which  he  said:  “Owing  to  exi- 
gencies my  position  as  health  officer  in  flood  ravaged 
Windham  area,  regret  unable  to  attend  as  delegate, 
sincerely  hope  to  be  present  at  meeting  next  year.” 

There  was  no  old  business  to  transact. 

There  was  no  new  business  to  transact  other  than 
a discussion  rc'garding  insurance  program  w hich  had 
been  sent  to  all  counties  of  the  Third  District  except 
Rensselaer  Count}’. 

Nominations  W’ori'  then  jiresented  by  Harry 
Golembe,  M.D.,  chairman  of  the  nominating  com- 
mittee, as  follows: 

President Eugene  F.  Galvin, 

M.D.,  Rosendale 

First  Vice-President Henry  J.  Noerling, 

M.D.,  Valatie 

Second  Vice-President Marshall  Quandt, 

M.D.,  Waterford 

Secretary  and  Treasurer . . . Frances  E.  Vosburgh, 

M.D.,  Albany 

Delegate Lee  R.  Tompkins, 

M.D.,  Liberty 

These  names  were  presented  and  additional  nomi- 
nations called  for;  there  were  none.  It  was  regu- 
larly moved  and  seconded  that  the  above  slate  be 
accepted,  and  Harry  Golembe,  M.D.,  was  instructed 
to  cast  one  ballot  for  this  slate,  which  was 
unanimously  approved. 

There  was  general  discussion  and  it  was  decided 
that  a combined  meeting  be  arranged  for  the  Third 
and  Fourth  District  Branches  as  had  been  arranged 
during  the  past  two  years. 

An  expression  of  gratitude  was  given  to  the 
officers  of  the  Fourth  District  Branch  for  the 
excellent  meeting  at  Scaroon  Manor. 
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The  scientific  meeting  consisted  of  the  following 
on  Wednesday,  September  14,  1960: 

Welcome Norman  S.  Moore,  M.D., 

President,  Medical  Society 
of  the  State  of  New  York 

Resolution  58-49 

Medical  Care. . .Carlton  Wertz,  M.D. 
Committee  Activi- 
ties  George  J.  Lawrence,  Jr.,  M.D. 

Medical  Legislation 

James  Blake,  M.D. 

Medical  Economics 

Waring  Willis,  M.D. 

Health  Insurance. .Paul  Robinson,  M.D. 
Resjjonsibility  of 
Doctors  of  Blue 

Shield  Plan John  II.  Wadsworth,  M.D. 

Conserve  the 
Public’s  Health 

Care  Dollar.  . . .James  A.  Caddy,  M.D. 
Luncheon  Speaker.  Hon  Samuel  Stratton 
Discussions  of  the 
morning  program 
with  summing 


up Norman  S.  Moore,  M.D. 

Banquet 

Remarks Herbert  T.  Wagner,  M.D. 

Mrs.  Milton  Kogan,  Presi- 
dent, Woman’s  Auxiliary 
Norman  S.  Moore,  M.D. 


Entertainment  and  Dancing 
On  Thursday,  September  15,  I960,  in  addition  to 
the  business  meetings  of  Third  and  Fourth  District 
Branches,  a scientific  program  was  presented  as 
follows: 


“Treatment  of  Cardia 
Emergencies,” 
Discussion 
“Surgery  of  Gall- 
bladder and  Bile 
Ducts” 

Discussion 


Louis  Soloff,  M.D., 
Philadelphia 
Preston  Reynolds,  M.D. 
Richard  B.  Cattell,  M.D  , 
Boston,  Massachusetts 

Stuart  F.  MacMillan, 
M.D. 


Respectfully  submitted, 

Lee  R.  Tompkins,  M.D.,  President 
Acting  Secretary 


Fifth  District  Branch 


To  the  House  of  Delegates,  Gentlemen: 

Annual  reports  of  all  organizations  follow  pretty 
set  jiatterns.  These  either  bask  in  the  glory  of  the 
jiast  and  worry  about  the  present  or  impeach  the 
past,  either  directly  or  indirectly,  and  boast  about 
the  present.  As  far  as  the  future  is  concerned,  they 


speak  in  terms  of  glowing  possibilities  or  portentous 
omens  dependent  on  the  reporter’s  personality, 
optimist  or  pessimist. 

As  far  as  the  Fifth  District  Branch  is  concerned, 
we  are  willing  to  let  the  past  stand  for  itself.  As  for 
the  present,  we  are  convinced  that  it  is  our  duty  to 
change  the  format  of  the  annual  meeting  to  attract 
a better  attendance,  and  therefore  at  a meeting  of  the 
executive  committee  it  was  planned  to  hold  our  next 
Fifth  District  Branch  meeting  at  the  Thousand 
Islands  Club,  Wellesley  Island,  Alexandria  Bay, 
from  September  8 through  September  10,  the  week- 
end after  Labor  Day. 

There  will  be  social  events  with  a reception  and  a 
dance  and  scientific  sessions,  as  well  as  opportunities 
for  relaxation  or  strenuous  exercise,  dependent  on  the 
individual’s  mood. 

We  plan  a business  meeting  in  April. 

This,  in  essence,  completes  the  report.  We  are 
not  running  out  of  adjectives,  but  we  arc  running 
out  of  facts. 

Respectfully  submitted, 

William  R.  Carson,  M.D.,  President 


Sixth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  executive  committee  met  at  the  Arlington 
Hotel,  Binghamton,  on  June  29,  I960,  in  order  to 
transact  current  business  and  to  arrange  the  program 
of  the  annual  meeting. 

The  54th  Annual  Meeting  was  held  on  September 
28,  1960,  at  the  Statler  Inn  at  Ithaca.  A scientific 
program  was  presented  in  the  afternoon,  consisting 
of  a panel  discussion  on  miracle  drugs,  as  follows: 
Moderator:  Jay  Tepperman,  M.D.,  Professor  of 
Experimental  Medicine,  State  University  of 
New  York  College  of  Medicine  at  Syracuse; 
Panel:  Paul  A.  Bunn,  M.D.,  Professor  of  Aledi- 
cine.  State  University  of  New  York  College  of 
Medicine  at  Syracuse,  “Antibiotics”; 

David  H.  P.  Streeten,  M.D.,  Associate  Pro- 
fessor of  Medicine,  State  University  of  New  York 
College  of  Medicine  at  Syracuse,  “Adrenal 
Steroids”; 

Otto  F.  Thaler,  M.D.,  Senior  Instructor  in 
Psychiatry,  University  of  Rochester  School  of 
Medicine  and  Dentistry,  “Tranquilizers”; 

Francis  S.  Caliva,  M.D.,  Assistant  Professor 
of  Medicine,  State  University  of  New  York 
College  of  Medicine,  “Antihypertensive  Agents.” 
About  125  members  attended  the  scientific 
session.  Following  the  afternoon  session,  cocktails 
and  dinner  were  served. 

The  evening  program  included  an  address  by 
Norman  S.  Moore,  M.D.,  president  of  the  Medical 
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Society  of  the  State  of  New  York.  Greetings  from 
the  Woman’s  Auxiliary  were  extended  by  Mrs. 
Nicholas  I.  Klimow  of  Binghamton,  president  of  the 
Sixth  District  Woman’s  Auxiliary.  Orrin  Chapman, 
M.D.,  of  Syracuse,  speaker  of  the  evening,  gave  a 
humorous  talk  entitled  “Oblique  Trends  in  Medi- 
cine.” The  dinner  was  attended  by  165  members 
and  their  wives. 

Respectfully  submitted, 

C.  Stewart  Wallace,  M.D.,  President 


Seventh  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Seventh  District  Branch  were  saddened  by  the 
sudden  passing  of  the  president,  James  H.  Arseneau, 
M.D.,  on  September  28,  1960.  A resolution 

memorializing  the  passing  of  the  president  and  a 
gift  to  the  Memorial  Library  Fund  of  Lyons,  New 
York,  in  his  memory  were  approved  by  the  Seventh 
District  Branch  at  the  annual  meeting  held  in 
Corning  on  October  13,  1960. 

Automatically  Philip  M.  Standish,  M.D.,  of 
Canandaigua  was  elevated  to  president  of  the 
Seventh  District  Branch. 

At  a special  election  held  at  the  annual  meeting 
Charles  Smith,  M.D.,  of  Waterloo  was  moved  to 
the  position  of  first  vice-president  and  Joseph  J. 
Kaufman,  M.D.,  of  Newark  elected  to  second  vice- 
president. 

An  excellent  program  was  held  at  the  annual 
meeting.  A panel  entitled  “Health  Care  for  Every- 
one” took  a position  of  prominence.  Waring  Willis, 
M.D.,  spoke  for  medicine,  Mr.  John  Tomayko 
spoke  for  labor,  and  Mr.  Donald  McConville  spoke 
for  management.  In  the  evening  we  were  pleased 
to  be  addressed  by  President  Norman  S.  Moore  of 
the  Medical  Society  of  the  State  of  New  York  as 
well  as  Mrs.  Milton  W.  Kogan,  president  of  the 
Woman’s  Auxiliary.  Elmer  Hess,  M.D.,  past- 
president  of  the  American  Medical  Association,  dis- 
cussed some  of  his  recent  observations  in  the  Far 
East  as  surgeon  for  the  Air  Force.  Regular  meet- 
ings were  held  of  the  advisory  council  of  the  Seventh 
District  Branch  with  excellent  attendance. 

Charles  M.  Smith,  M.D.,  of  Waterloo  has  been 
appointed  chairman  of  the  program  for  the  next 
annual  meeting  which  will  be  held  in  Rochester 
on  Thursday,  September  21, 1961. 

Among  the  problems  which  have  been  discussed 
by  the  advisory  council  during  the  year  are  those  of 
utilization  committees,  community  planning  com- 
mittees, generic  prescribing,  and  the  expansion  of 
Blue  Shield  plans.  It  has  been  an  active  year  and  a 
meaningful  year  for  physicians  in  this  area.  More 
than  ever  there  is  a need  for  physicians  to  gather 


together  to  discuss  their  common  problems  and  the 
solutions  which  may  be  sought  by  this  type  of  dis- 
cussion. 

A resolution  passed  at  the  meeting  of  the  advisory 
council  on  December  1,  1960,  will  be  presented  to  the 
House  of  Delegates  for  their  consideration  at  their 
meeting  scheduled  for  May  8 through  May  10,  1961. 

Respectfully  submitted, 

Philip  M.  Standish,  M.D.,  President 


Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  year  1960  for  the  Eighth  District  Branch  was 
marked  by  its  annual  scientific  meeting  and  dinner 
dance,  two  dinner  sessions  of  the  Advisory  Council  of 
presidents  and  secretaries  and  allied  branch  groups, 
and  a joint  cocktail  party  and  dinner  meeting  of  the 
Eighth  and  Seventh  District  Branches,  held  in 
conjunction  with  the  1960  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York  in  New 
York  City  in  May. 

The  year’s  activities  got  away  to  a good  start  at 
the  annual  midwinter  dinner  meeting  of  the  Advisory 
Council,  other  auxiliary  groups,  and  legislation 
committee  chairmen  at  Hotel  Statler  Hilton,  Buffalo, 
on  the  evening  of  February  11,  with  Wilfrid  M. 
Anna,  M.D.,  Lockport,  Branch  president,  presiding 
over  an  excellent  attendance.  The  guest  speaker 
was  James  M.  Blake,  M.D.  of  Schenectady,  chair- 
man of  the  Council  Committee  on  Legislation  of  the 
State  Medical  Society. 

The  midwinter  meeting  was  devoted  in  the  main 
to  consideration  of  bills  pending  in  the  1960  session 
of  the  State  Legislature  of  high  interest  or  concern  to 
organized  medicine.  Discussion  centered  on  the 
Peterson-Cincotta  Bill  to  license  chiropractors  and 
methods  of  mobilizing  Western  New  York  medical 
forces  for  the  battle  in  oppo.sition  to  this  measure. 
Action,  favorable  or  adverse,  was  taken  on  a large 
number  of  other  pending  bills.  Clyde  L.  Wilson, 
M.D.,  of  Jamestown,  incoming  Branch  president, 
reported  on  progress  of  plans  for  the  1960  annual 
meeting  of  the  Branch  at  Jamestown  on  Thursday, 
September  29.  H.  Wolcott  Ingham,  M.D.,  James- 
town, has  been  appointed  general  chairman  of  local 
arrangements. 

Upwards  of  40  Branch  and  county  society  officers, 
delegates.  State  Medical  Society  heads,  and  others 
attended  the  fifth  joint  cocktail  party  and  dinner 
meeting  of  Eighth  and  Seventh  District  Branch 
medical  leaders  and  elements,  held  in  the  Empire 
Suite  of  Hotel  Statler  Hilton,  New  York  City,  on 
the  evening  of  May  7,  opening  day  of  the  154th 
Annual  Convention  of  the  State  Medical  Society. 


April  1,  1961 


1143 


ANNUAL  RE  PORTS 


Speakers  were  Wilfred  M.  Anna,  M.D.,  Eighth 
District  Branch  president,  and  James  H.  Arseneau, 
M.D.,  of  Lyons,  ]>resident  of  the  Seventli  District 
Brandi;  Josejih  A.  Laii(‘,  M.D.,  of  ftochester, 
speaker  of  the  House  of  Deh-gafi's;  Samuel  Sanes, 
M.D.,  of  Buffalo,  chairman  of  the  Erie  County 
delegation  in  the  House;  Pliilip  M.  Standish,  M.D., 
of  Canandaigua,  first  vice-president  of  the  Seventh 
District  Branch;  Carlton  E.  Wertz,  M.D.,  of  Buffalo, 
vice-chairman  of  the  Council  on  IMedical  Service  of 
the  A.M.A.,  and  Norman  S.  Moore,  M.D.,  of 
Ithaca,  incoming  president  of  the  State  Medical 
Society. 

The  largest  turnout  in  years  of  Western  New 
\'ork  physicians,  their  ladies  and  guests  marked 
the  55th  annual  meeting  of  the  Eighth  District 
Branch  at  Hotel  Jamestown,  Jamestown,  on  Thurs- 
day, September  29.  The  official  registration  w'as 
184,  but  the  attendance  at  the  evening  meeting  and 
dinner  dance  exceeded  200.  Clyde  L.  Wilson, 
M.D.,  Branch  president,  presided  at  this  gala  func- 
tion and  presented  the  speaker  of  the  evening, 
Norman  S.  Moore,  M.D.,  of  Ithaca,  president  of  the 
State  Medical  Society. 

The  traditional  noon-time  luncheon  meeting  of 
the  Advi.sory  Council  and  members  of  other  auxiliary 
bodies  was  attended  by  30  Branch  leaders  and 
guests,  with  President  Wilson  wielding  the  gavel. 
The  Advisory  Council  session,  whose  actions  were 
ratified  by  the  late  afternoon  Branch  business 
meeting:  (1)  Voted  Branch  endorsement  of  the 
candidacy  of  Peter  J.  DiNatale,  M.D.,  of  Batavia, 
for  the  nomination  for  the  office  of  president-elect  of 
the  State  Medical  Society;  (2)  voted  to  designate 
Norman  F.  Johnson,  M.D.,  of  Olean  as  representa- 
tive of  the  Branch  on  the  board  of  directors  and 
executive  committee  of  the  Hospital  Service  Corpo- 
ration of  Western  New  York;  (3)  voted  to  hold  the 
customary  early  winter  dinner  meeting  of  the 
Advisory  Council  and  allied  groups  on  the  night  of 
December  1 at  Hotel  Statler  Hilton,  Buffalo. 

The  afternoon  scientific  session  gave  ear  to  lec- 
tures by  three  speakers  as  follows:  “Recent  Ad- 
vances in  Pediatric  Cardiology,”  Edward  C.  Lam- 
bert, M.D.,  Chief  of  Cardiology,  Children’s  Hospi- 
tal, Buffalo;  “Medical  Education,”  Charles  S. 
Cameron,  M.D.,  Dean  of  Hahnemann  Medical 
College,  Philadelphia,  Pennsylvania;  “Automobile 
Crash  Investigations  and  Results  with  Motion 
Pictures,”  Mr.  Edward  R.  Dye,  Safety  Crash 
Research,  Cornell  University,  at  present  pro- 
fessional engineer.  New  Products  Company,  Orchard 
Park. 

Jdie  year’s  activities  closed  with  the  annual  early 
winter  dinner  meeting  of  the  Advi.sory  Council  and 
associated  groups,  held  at  Hotel  Statler  Hilton, 
Buffalo,  on  the  evening  of  December  1.  The  meet- 
ing voted  unaiurnously  to  accept  the  invitation  of  the 


Genesee  Covinty  Medical  Society  to  hold  the  lOfil 
annual  meeting  of  the  Branch  at  Batavia,  and  set  the 
date  for  .such  meeting  as  Thursday,  September  28. 
Myron  E.  Williams,  M.D.,  president  of  the  Genesee 
County  Society,  announced  his  appointment  of 
LaVerne  Pk  Campbell,  M.D.,  of  Batavia,  as  general 
chairman  for  the  19fil  annual  meeting. 

Approval  was  given  to  plans  for  the  conduct  of  the 
sixth  joint  dinner  meeting  of  Seventh  and  Eighth 
District  Branch  leaders  in  connection  with  the 
opening  of  the  1961  Annual  Convention  of  the  State 
Medical  Society,  to  be  held  from  May  8 to  12  in 
Rochester.  The  combined  meeting  will  be  held  in 
the  Ontario  Room  of  the  Manger  Hotel  on  the 
night  of  May  8.  Cochairmen  in  charge  of  arrange- 
ments were  announced  as  Drs.  Vincent  I.  Bonafede 
of  Sonyea  and  Richard  A.  Loomis  of  Springville. 
Speaker  of  the  evening  was  William  E.  Pelow, 
M.D.,  of  Syracu.se,  chairman  of  the  Council  Com- 
mittee on  Workmen’s  Compensation  of  the  State 
Medical  Society. 

R espectf t d ly  su  1 )iu  i tt  ed , 

Ci.YDE  L.  Wii.soN,  M.D.,  President 


Ninth  District  Branch 

To  the.  House  of  Delegates,  Genlle^nen: 

The  annual  meeting  of  the  executive  committ.ee 
of  the  Ninth  District  Branch  was  held  in  New  York 
City,  May  7,  1960.  Frank  Gagan,  M.D.,  of  Pough- 
keepsie, was  unanimously  re-elected  as  a member  of 
the  Planning  Committee  of  the  State  Society.  It 
was  the  opinion  of  the  executive  committee  that  the 
president  of  the  District  Branch  should  continue  to 
serve  as  delegate  to  the  State  Medical  Society. 

During  the  course  of  general  discussion  regarding 
the  action  of  special  State  Society  committees,  it 
was  agreed  that  when  the  district  branch  furnishes 
representatives  to  these  committees,  the  district 
branch  should  receive  reports  of  the  recommenda- 
tions of  said  committees.  During  the  current  year 
the  Ninth  District  Branch  was  called  on  and  sent  on 
short  notice  a representative  to  each  of  two  sjjecial 
committees  which  had  to  do  with  Workmen’s 
Compensation  fees. 

Earl  Waterbury,  M.D.,  of  Newburgh  and  John 
Rogers,  M.D.,  of  Poughkeei)sie  were  authorized 
to  review  the  bylaws  of  the  Ninth  District  Branch 
and  report  at  the  next  meeting  of  the  executive 
committee  which  will  be  an  interim  meeting  in 
March  or  April,  1961. 

Respectfully  submitted, 

Reiu  R.  Hkkfner,  M.D.,  President 


1144 


New  \'ork  State  J.  Med. 


MEDICAL  CARE 


Reports  in  this  section  are  referred  to  the  Reference  Committee  on  Medical  Care, 
consisting  of  the  following: 

Phiijp  M.  Standish,  M.D.,  Ontario,  Chairman 
Bernard  J.  Hartnett,  M.D.,  Cayuga 
Card  Goldmark,  Jr.,  M.D.,  New  York 
Garra  li.  IjEster,  M.D.,  Chautau(|ua 
Irvino  M.  Bau.in,  M.D.,  Kings 

CAvil  Defeme  and  Catastrophe 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Civil  Defense  and 
Catastrophe  consists  of  the  following  members: 

Edward  A.  Biirkhardt,  M.D.,  Chairman 

New  York 


Irving  G.  Froham,  M.D Queens 

Charles  Sandler,  M.l) Bronx 


During  the  year  your  chairman  attended  the 
United  States  Civil  Defense  Council  meeting  in 
Minneapolis  and  the  eleventh  County  Medical 
Societies  Conference  on  Disaster  Medicine,  spon- 
sored by  the  A.M.A.,  in  Chicago.  These  meetings 
serve  to  guide  us  on  technical  details  and  orient  us 
in  Federal  and  A.M.A.  planning  in  the  various  areas 
in  disaster  medicine. 

Your  committee  proposed  a program  of  expanded 
Fc'deral  participation  through  the  United  States 
Public  Health  Service  to  our  target  areas.*  This  was 
I>re.sented  to  the  Disaster  Medical  Care  Committee 
chairman  of  the  A.M.A.  Council  on  National  Se- 
curity and  several  members  of  his  committee. 
Specific  minimal  training  at  our  hospital  and  at  aid 
stations  must  be  delineated  and  supervised  by  a 
militant  arm  of  the  Federal  government,  in  order  to 
maintain  consistency  in  our  training  program. 

Your  committee  sent  a questionnaire  on  disaster 
medicine  to  each  of  the  county  medical  societies  in 
the  State.  Replies  were  received  from  19  of  the  G1 
counties.  Eleven  of  those  responding  reported  ac- 
tive disaster  medicine  committees.  The  remaining 
counties  relinquished  disaster  medicine  planning  to 
local  political  civil  defense  organizations.  Thirteen 

* Burkharcit,  E.  Propo.sed  policy  for  disaster 
medicine  and  its  local  application,  New  York  State  J. 
Med.  61 ; .10!)  (.Jan.  15)  1901. 


indicated  a need  for  directions  and  preferred  that 
these  originate  at  State  level.  Nine  admitted  some 
form  of  local  exercise  in  disaster  medicine.  Several 
correspondents  expressed  doubt  that  a State  plan 
would  relieve  local  apathy. 

A civil  defense  exercise  in  Genesee  County  under 
the  direction  of  Col.  Joseph  S.  Diasio,  M.D.,  de- 
serves coTiimendation.  This  exercise  was  developed 
with  425  simulated  casualties,  IG  ambulance  vehicles, 
radio  communication,  and  a helicopter.  Dedication 
of  one  or  several  individuals  can  produce  results. 

The  New  York  State  Department  of  Health  in 
the  Office  of  Medical  Defense  is  still  the  most  active 
agency  in  disaster  medicine  preparation.  The 
.118,000,000  e.xpenditure  in  medical  civil  defense  sup- 
plies is  now  complete  and  the  storage  positions  near 
the  various  target  areas  are  published  annually  in 
the  New  York  State  Journal  of  Medicine. 
Fifty-two  teams  of  7G  persons  each  have  been  trained 
during  I9G0  to  operate  the  improvised  emergency 
hospital. 

In  the  area  of  bacteriologic  warfare  the  Depart- 
ment of  Health  is  training  responsible  people  in  the 
detection  of  food  a,nd  w.ater-borne  diseases,  at  the 
local  level. 

Disaster  medical  training  continues  to  move  ahead 
but  the  pace  must  be  increased  so  that  more  of  our 
practicing  physicians  wdll  participate.  The  over-all 
planning  at  the  national  level  seems  important  as  a 
means  of  developing  local  plans.  Minimal  training 
plans  must  be  specified.  If  this  fails  at  national 
level,  perhaps  w'e  should  standardize  dry  run  plans 
by  physicians  at  each  t.arg(>t,  area,  through  the  State 
Medical  Society. 

Respectfully  submitted, 

E.  A.  Burkiiardt,  M.D.,  Chairman 
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Disability  Determinations 


To  the  House  of  Delegates,  Gentlemen: 

The  Medical  Advisory  Committee  to  the  Bureau 
of  Disability  JDeterminations  consists  of  the  fol- 


lowing: 

George  Himler,  M.D.,  Chairman New  York 

Lewis  Dickar,  M.D Kings 

Lawrence  S.  Kryle,  M.D Nassau 


During  the  year  1960-1961,  the  committee  con- 
tinued to  function  in  its  advisory  capacity  to  the 
bureau.  It  considered  the  complaints  of  several 
examining  physicians  who  worked  for  the  bureau 
regarding  their  pay  rate  and  made  appropriate 
recommendations  to  the  Council  after  discussing 
the  matter  with  all  the  parties  involved. 

Several  minor  questions  were  settled  in  tele- 
phone conversations  between  the  director  of  the 
bureau  and  the  chairman  of  the  committee. 

One  formal  meeting  was  held  on  Tuesday, 
December  20,  1960,  at  the  offices  of  the  bureau  for 
the  express  purpose  of  previewing  a film  entitled 
“The  Disability  Determination”  which  was  pro- 
duced by  the  Bureau  of  Old  Age  and  Survivors 
Insurance  with  the  cooperation  of  the  American 
Medical  Association.  This  film  sets  forth  clearly 
the  part  the  patient’s  private  physician  plays  in 
reporting  his  findings  and  the  use  that  is  made 


of  these  reports.  It  was  agreed  that  the  film  was 
interesting,  concise,  and  answered  many  questions 
that  practicing  physicians  might  have  concerning 
the  program.  It  was  decided  to  recommend  to  the 
Council  that  it  authorize  the  showing  of  this  film 
on  several  occasions  during  the  annual  meeting  in 
May,  1961.  It  was  also  decided  that  the  bureau 
would  attempt  to  procure  an  exhibit  that  has  been 
shown  nationally  on  the  same  subject  of  disability 
determinations  for  showing  at  the  annual  scientific 
exhibits.  The  chairman  initiated  the  arrangements 
necessary  to  achieve  these  ends. 

The  most  cordial  relationship  continues  to  exist 
between  representatives  of  the  bureau  and  the 
committee.  The  bureau  has  been  restrained  in  its 
requests  and  the  committee  has  been  ready  to  re- 
spond to  any  call  for  consultation.  The  chairman 
wishes  to  thank  all  individuals  of  both  groups  who 
have  made  this  relationship  possible.  The  chair- 
man wishes  specifically  to  thank  his  two  committee 
members  for  their  considered  advice  and  the  prompt- 
ness and  enthusiasm  with  which  they  have  responded 
to  demands  on  their  time. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 


Columbia  University  Study  of  Nonprofit  Medical  Insurance  Plans 


To  the  House  of  Delegates,  Gentlemen: 

The  Advisory  Committee  to  the  Columbia  Uni- 
versity Study  of  Nonprofit  Medical  Insurance 
Plans  in  New  York  State  consists  of : 


John  C.  McClintock,  M.D.,  Chairman Albany 

Carl  R.  Ackerman,  M.D Bronx 

Merle  D.  Evans,  M.D Monroe 

Leo  E.  Gibson,  M.D Onondaga 

Carlton  E.  Wertz,  M.D Erie 

Henry  I.  Fineberg,  M.D.,  Adviser Queens 


The  function  of  this  committee  has  been  to  meet 
with  Ray  E.  Trussell,  M.D.,  study  director,  and 


his  staff  of  the  Columbia  University  School  of 
Public  Health  and  Administrative  Medicine  to 
advise  the  study  staff  in  regard  to  the  position  of 
the  Medical  Society  of  the  State  of  New  York. 
At  the  time  when  this  report  was  submitted.  Dr. 
Trussell  had  not  called  a meeting  of  this  Advisory 
Committee.  That  part  of  the  study  dealing  with 
Blue  Shield  Plans  is  yet  to  be  presented,  and  if  a 
meeting  is  held  prior  to  that  of  the  House  of  Dele- 
gates, a supplemental  report  will  be  issued. 

Respectfully  submitted, 

John  C.  McClintock,  M.D.,  Chairman 
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Resolution  58— ^i9 — ''Medical  Care,  the  Job  of  the  Medical 

Profession  ' 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Resolution  58-49 
has  the  following  membership: 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman . . Queens 


Frank  A.  Gagan,  M.D Dutchess 

A.  H.  Aaron,  M.D liirie 

Edward  C.  Hughes,  M.D Onondaga 

Carlton  E.  Wertz,  M.D Erie 


The  following  is  the  final  report  of  this  Special 
Committee.  The  original  resolution  was  as  follows: 

Whereas,  government,  business,  labor,  the 
insurance  industry,  Blue  Cross,  Blue  Shield,  and 
hospitals  are  campaigning  vigorously  to  establish 
various  methods  of  delivering  medical  care;  and 
Whereas,  medical  care  can  be  delivered  only 
through  the  personal  services  of  members  of  the 
medical  profession,  and  no  plan  of  medical  care 
can  be  made  effective  without  the  cooi)eration  of 
the  medical  profession;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  is  the  recognized  representative  of  the 
medical  profession  of  New  York  State  and  is  thus 
best  fitted  to  determine  the  quality  of  medical 
care  offered  by  any  plan;  and 

Whereas,  the  medical  profession  has  a 2,500- 
year  tradition  of  caring  for  the  sick  with  regard 
only  to  rendering  the  best  medical  care  possible; 
and 

Whereas,  the  medical  profession  should  offer 
its  own  program  for  providing  the  people  of  New 
York  with  the  best  medical  care  obtainable; 
and 

Whereas,  such  a program  can  be  developed 
best  under  the  auspices  of  the  Medical  Society 
of  the  State  of  New  York;  now  thendore  be  it 
hereby 

Resolved,  by  this  House  of  Delegates,  that  the 
Medical  Society  of  the  State  of  New  York  again 
pledges  its  continued  support  to  the  cause  of 
the  best  medical  care  for  all  the  people  of  the 
State  of  New  York  and  e.xpresses  its  determination 
to  take  care  of  all  sick  people;  and  be  it  further 
Resolved,  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  be  and  hereby  is 
instructed  to  study  the  medical  needs  of  all  the 
people  of  New  York  and  in  so  doing  seek  coopera- 
tion and  advice  from  the  constituent  county 
medical  societies;  and  be  it  further 

Resolved,  that  the  Council  be  directed  to  submit 
to  the  House  of  Delegates  its  recommendations, 
based  on  this  study,  as  to  how  the  best  medical 
care  can  be  offered  to  all  the  people  of  the  State  of 


New  York  with  due  regard  to  the  factors  of 
adequacy  of  coverage,  economics,  freedom  of  the 
patient,  freedom  of  medicine,  and  the  individual’s 
responsibility  for  the  welfare  of  himself  and  his 
family. 

Article  I of  the  Constitution  of  the  Medical  Society 
of  the  State  of  New  York  states  that  the  purposes  of 
the  Society  shall  be  to  “federate  into  one  organization 
the  medical  profession  of  the  State  of  New  York; 
to  extend  medical  knowledge  and  to  advance  the 
science  and  art  of  medicine;  to  promote  the  better- 
ment of  public  health;  and  to  enlighten  and  direct 
public  opinion  in  regard  to  the  problems  of  medicine 
and  health  for  the  best  interests  of  the  people  of  the 
State.” 

Chapter  I,  Section  1,  of  the  Principles  of  Pro- 
fessional Conduct  of  the  Medical  Society  of  the 
State  of  New  York  states  that  the  prime  object  of 
the  medical  profession  is  to  render  service  to  human- 
ity. Section  2 states  that  the  profession  of  medicine 
has  for  its  end  the  common  good  of  mankind. 

These  basic  principles  have  guided  the  medical 
profession  in  this  country  for  many  generations. 
The  ideals  of  “service  to  humanity”  and  the  “com- 
mon good  of  mankind”  have  continued  to  inspire 
physicians  in  this  generation  with  a sense  of  pro- 
fessional and  individual  responsibility. 

Surrounded  as  we  are  by  evidences  of  the  loss  of 
personal  responsibility  and  initiative  and  by  ex- 
cessive demands  for  benefits,  the  medical  profession 
stands  out  as  one  of  the  few  remaining  bulwarks  of 
freedom  and  individual  enterprise.  The  trend 
toward  “Welfarism”  and  “Socialism”  in  this 
country  cannot  be  denied.  Nor  can  it  be 
denied  that  those  who  cry  most  vociferously  for 
governmental  control  of  medical  services  are  in- 
ordinately influenced  by  or  actually  numbered 
among  those  who  desire  the  complete  socialization 
of  our  country. 

While  Resolution  58^9  has  the  specific  purpose 
of  guaranteeing  the  best  medical  care  to  all  the 
people  of  New  York  State,  doctors  must  recognize 
the  fact  that  this  specific  problem  is  an  integral 
part  of  the  larger  question  of  the  individual  freedom 
of  man  and  the  common  good  of  mankind  as  against 
the  primacy  of  the  state.  Resolution  58-49  is 
therefore  a challenge  to  the  doctors  of  New  York 
State  united  under  the  leadership  of  the  Medical 
Society  of  the  State  of  New  York  to  protect  the 
human  personality  against  further  encroachment  on 
his  freedom  and  to  guarantee  the  freedom  of  the 
doctor  in  the  responsible  care  of  his  patient. 
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The  pommit.tee  studied  this  resolution  at  its  first 
meeting  on  December  11,  1958.  As  reported  to  the 
House  in  1960,  the  committee  felt  that  the  instruc- 
tions in  the  resolution  to  the  etfect  that  “the  medical 
needs  of  all  the  people  of  New  York  State  be  studied” 
would  require  a long-range  and  expensive  program 
of  research.  Therefore,  the  committee  decided  to 
limit  the  scope  of  this  study  to  the  question  of 
health  insurance  coverage  which  would  provide  the 
best  medical  care  with  due  regard  to  the  factors  of 
adequacj'  of  coverage,  economics,  freedom  of  the 
patient  and  freedom  of  medicine,  and  the  in- 
dividual’s responsibility  for  the  welfare  of  him.self 
and  his  family. 

A questionnaire  was  considered  and  sent  to  each 
of  the  61  county  medical  societies  reqtiesting  their 
opinions  on  the  following  subjects: 

(1)  Free  choice  of  physician  versus  closed  panel 
practice. 

(2)  Service  versus  indemnity  programs. 

(3)  Service  benefits  with  or  without  income 
ceilings. 

(4)  Majority  representation  of  physicians  on 
boards  of  directors  of  plans. 

(5)  To  what  extent  shall  medical  and/or  surgical 
benefits  be  offered;  and  shall  the  four  sjrecialties  of 
-X-ray,  anesthesiology,  pathology,  and  physical 
medicine,  regarded  as  medical  specialties,  be  pro- 
vided in  and  out  of  the  hospital,  by  Blue  Shield  or 
Blue  Cross? 

Thirty-five  counties  responded  to  the  question- 
naire and  indicated  unanimous  preference  for  free 
choice  of  physician  and  for  the  provision  of  benefits 
on  a service  basis  with  an  income  ceiling.  Many 
suggested  that  Blue  Shield  Plans  offer  two  tyjres  of 
contracts  on  a service  basis  with  varying  income 
limits;  $2,500  to  $4,000  for  an  individual,  and 
.$4,000  to  $7,500  for  a family.  It  was  practically 
the  unanimous  opinion  that  physicians  should  be  in 
the  majority  on  the  boards  of  directors  of  Blue 
Shield  Plans,  and  that  the  four  ancillary  services 
referred  to  above  be  provided  in  and  out  of  the 
hospital,  when  fea.sible,  by  Blue  Shield. 

Regional  Conferences. — As  instructed  by  Resolu- 
tion 58-49  that  “the  Council  of  the  Medical  Society 
of  the  State  of  New  York  be  and  hereby  is  instructed 
to  study  the  medical  needs  of  all  the  people  in  New 
York  State  but  in  so  doing  seek  cooperation  and 
advice  from  the  constituent  county  medical  socie- 
ties,” the  committee  held  four  regional  conferences 
throughout  the  State.  Important  among  the  sub- 
jects pr(!sented  and  discussed  at  these  conferences 
was  the  following:  medical  economics  ai)plied  to  the 
practice  of  medicine,  health  insurance-professional 
controls,  responsibility  of  doctors  to  Blue  Shield 
Plans,  labor’s  attitude  toward  health  insurance, 
third  party  in  medicine,  challenges  to  free  choice, 
conserving  the  public’s  health  dollar,  and  others. 


As  a result  of  the  conference  discussiotis,  your 
committee  has  been  strengthened  in  its  convictions 
that  time  is  short  and  that  if  we  do  not  take  the 
lead  in  guaranteeing  the  best  medical  care  for  the 
people  of  our  State,  other  agencies  will  do  so  and 
we  shall  be  left  in  the  position  of  being  mere  vendors 
of  a commodity  bereft  of  all  the  humane  considera- 
tions which  have  always  been  so  important  in  the 
medical  care  of  the  individual. 

Conclusions. — We  have  also  reached  the  follow- 
ing conclusions  which  can  provide  a blue  print  for 
further  action  by  the  State  Society  and  for  the 
united  action  of  every  physician  in  the  State. 

1.  Beyond  question  the  i)eoi)le  of  New  York 
State  now  have  the  best  medical  care  .available  to 
them. 

2.  However,  it  is  not  obtainable  by  all  becau.se 
some  cannot  afford  to  pay  the  cost.  Protection 
against  this  cost  is  offered  by  various  agencies: 
government,  employer,  labor  union,  local  phil- 
anthropic organizations.  But  this  protection,  or 
coverage,  is  often  provided  with  no  regard  for  the 
individual’s  right  to  choose  for  himself,  with  no 
regard  for  the  freedom  of  medicine,  nor  with  regard 
for  the  individual’s  respon.sibility  for  the  welfare  of 
himself  and  his  family.  Without  regard  to  the.se 
factors,  medical  care  is  at  best  a collective  commod- 
ity- 

3.  In  spite  of  the  Pact  th.at  the  provision  of  he.alth 
services  has  become  highly  complex  and  compart- 
mentalized, the  coordination  of  the  various  health 
services  and  their  translation  into  the  complete 
medical  care  of  each  individual  can  be  effectiveh- 
attained  only  through  the  services  of  the  patient’s 
physician.  It  is  therefore  clear  that  no  plan  of 
medical  care  can  be  effectuated  without  the  coopera- 
tion of  the  medical  profession. 

4.  The  medical  profession  is  best  fitted  to  ev.ahiate 
the  quality  of  medical  care.  It  is  therefore  the 
responsibility  of  the  Medical  Society  of  the  State  of 
New  York,  in  the  public  interest,  to  support  pro- 
grams which  provide  the  best  medical  c.are  to  all  the 
j)eople  of  New  York  State. 

Essential  Needs. — Faced  with  the  foregoing 
conclusions,  your  committee  feels  that  four  essential 
needs  must  be  met  by  the  medical  profession  in 
implementing  Resolution  .58-49.  These  needs  are 
.as  follows: 

1.  Leadership  by  the  State  Society.  The  State 
Society  must  take  the  lead.  It  mu.st  set  the  stand- 
ards to  be  followed.  It  must  make  the  rules. 
Amendments  to  the  “Standards  for  .\pproval  of 
Medical  Care  Plans”  are  nece.ss.ary  and  adherence  to 
t he.se  standards  is  e.ssential. 

2.  This  leadership  will  be  nonexistent  without 
the  unity  .and  sup]>ort  of  the  profession.  County 
societies  must  be  united  behind  it  and  must  se(?  to 
the  wholehearted  supjiort  of  all  their  members. 
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3.  Loadersliip  and  unity  require  controls.  Con- 
trols must  be  enforced  by  State  and  county  socie- 
ties. Your  committee  wishes  once  again  to  warn  all 
doctors  that  failure  on  the  part,  of  tlu'  medical 
profession  to  initiate  adequate  controls  over  its 
members  will  inevitably  result  in  complete  coTitrol  of 
the  profession  by  outside  agencies. 

4.  The  fourth  necessity  is  genuine  and  construc- 
tive cooperation  between  the  medical  profession 
and  all  those  who  are  honestlj'  interested  in  the 
common  good  as  it  relates  to  medical  care. 

Recommendations. — The  following  are  the  com- 
mittee’s recommendations : 

I.  The  State  Society  should  amend  its  “Standards 
for  Af)prov!il  of  Medical  Care  Plans”  as  follows: 

STANDARDS  FOR  APPROVAL  BY 
MFDICAL  SOCIETY  OF  THE  STATE  OF 
NEW  YORK  OF  NEW  YORK  STATE  MEDICAL 
CARE  PLANS 

Note:  Underlined  is  new,  ( ) is  deleted. 

Loral  Approval 

1 . Approval  of  the  County  Society  or  Societies  in 
whose  area  a plan  operates. 

2.  In  the  event  a local  county  medical  society  or 
societies  does  not  approve  a plan  which  has 
been  approved  by  the  Medical  Society  of  the 
State  of  New  York,  a special  committee  shall 
be  set  up  consisting  of  one  member  from  each 
local  county  medical  society  involved  and  an 
equal  number  of  members  appointed  by  the 
Medical  Society  of  the  State  of  New  York. 
These  individuals  shall  mutually  agree  on  an 
additional  member  who  shall  act  as  chairman 
and  must  be  a member  of  the  Medical  Society 
of  the  State  of  New  York  and  not  a member  of 
the  local  county  medical  society  or  societies 
involved.  After  consideration  of  the  reasons 
and  discussion  thereof,  the  special  committee 
shall  make  recommendations  to  the  Council 
of  the  Medical  Society  of  the  State  of  New 
York  for  decision;  and 

3.  where  a local  county  .society  or  .societies 
approves  of  a plan  and  the  State  Medical 
Society  does  not  approve  a plan,  a special 
committee  shall  be  set  up  consisting  of  one 
member  from  the  said  local  county  medical 
society  or  societies  involved  and  an  equal 
number  of  members  appointed  by  the  Medical 
Society  of  the  State  of  New  York.  These 
individuals  shall  mutually  agree  on  an  addi- 
tional member  of  the  committee  who  shall  act 
as  chairman  and  must  be  a member  of  the 
Medical  Society  of  the  State  of  New  York  and 
not  a member  of  the  local  county  medical 
society  or  societies  involved.  After  considera- 
tion of  the  reasons  and  a discussion  thereof, 
the  special  committee  shall  make  recommenda- 


tions to  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  for  decision;  and 

4.  where  a plan  has  aj)plied  to  the  State 
Society  for  ap{)roval  and  approval  has  been 
withheld,  the  State  Society  must  state  that  the 
following  plan  has  not  been  approved  because 
it  does  not  conform  to  the  following  standards 
adopted  by  the  Medical  Society  of  the  State 
of  New  York. 

Professional  Control 

1.  A majority  of  the  governing  body  shall  be 
phj'sicians  who  an;  acceptable  to  the  local 
county  society  or  societies  and/or  the  Medical 
Society  of  the  State  of  New  York. 

Free  Choice  of  Physician 

1.  There  shall  be  no  regulation  which  restricts 
the  free  choice  of  a legally  licensed  pra.cti- 
tioner  of  medicine. 

2.  The  method  of  rendering  the  service  must 
retain  the  personal,  confidential  relationshij) 
between  the  patient  and  physician. 

Subscriber  Contracts 

1.  Subscriber  contracts  shall  be  in  terms  of  cash 
indemnity  and/or  service  but  the  term  service 
in  this  instance  applies  to  the  subscriber’s 
contract  only  and  the  physician  shall  be 
remunerated  on  a fee  for  service  basis. 

2.  Any  plan  which  includes  in  a subscriber’s 
contract  that  accommodation  in  a hos]3ital 
is  the  sole  and  only  basis  for  remuneration  of 
the  physician  regardless  of  the  patient’s 
income,  shall  not  be  approved. 

Claim  Payments 

1 . When  care  has  been  rendered  by  a participating 
physician  and  claim  filed  for  such  care,  pay- 
ment shall  be  made  direct  to  the  participating 
physician.  When  subscriber  has  paid  the 
physician,  then  paj'ment  shall  be  made  to  the 
subscriber  upon  pre.sentation  of  a receipted 
bill. 

2.  When  care  has  been  rendered  by  a nonpartic- 
ipating ph3'sician  and  claim  filed  for  such 
care,  payment  shall  be  made,  at  the  option  of 
the  plan,  either  to  the  subscriber  or  to  the 
nonparticipating  physician  upon  request  of 
the  subscriber. 

3.  Pa.yments  for  (medical)  physicians’  services 
rendered  to  subscribers  under  any  prepa5’ment 
medical  care  j)lan  shall  not  be  made  to  any 
hospital,  medical  school,  corporation,  com- 
pany, agency,  intern,  or  resident. 

U nderwriting 

1.  I’lans  shall  be  organized  and  operated  to 
provide  the  greatest  possible  benefits  in  medical 
care  to  the  subscriber. 

2.  Flans  shall  conform  with  the  State  statutes 
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as  set  up  under  t he  New  York  State  Insurance 
Department  with  due  consideration  for  earned 
premium,  administrative  costs,  and  reserves 
for  contitigencies. 

3.  Subscriber  premium  rates  shall  be  adequate 
to  provide  for  the  benefits  offered  and  the  risks 
involved  in  the  contract. 

Enrollment 

Enrollment  procedures  shall  be  on  a sound 
actuarial  basis. 

Promotion 

Descriptive  folders  and  all  promotional  material 
shall  state  clearly  and  accurately  the  benefits, 
e.xceptions,  e.xclusions,  etc. 

Reports 

Plans  which  have  received  approval  of  the  Medi- 
cal Society  of  the  State  of  New  York  shall  submit 
financial  statements  and  quarterly  reports  on 
forms  provided  for  that  purpose  to  the  Bureau 
of  Medical  Care  Insurance  of  the  Medical  Society 
of  the  State  of  New  York. 

Duration  of  Approval 

(1.  Approval  or  duration  of  approval  of  a plan 
will  not  be  granted  where  accommodation  in  a 
hospital  is  the  sole  and  only  basis  for  remunera- 
tion of  the  physicians  regardless  of  the  patient’s 
income.) 

1.  Duration  of  approval  shall  be  for  a period  of 
one  year,  at  which  time  a review  of  all  plans 
shall  be  made  by  the  Medical  Society  of  the 
State  of  New  York,  to  determine  eligibility 
for  renewal,  but  approval  may  be  withdrawn 
at  any  time,  if,  in  the  opinion  of  the  Council, 
events  justify  such  action. 

2.  Medical  care  plans  should  refer  any  known  or 
suspected  irregularities  in  practice  by  physi- 
cians to  the  appropriate  county  medical 
society  for  proper  corrective  action.  Further- 
more, patterns  of  practice  not  involving  ethics 
yet  which  raise  the  cost  of  medical  care  to 
unrealistic  levels  should  be  referred  to  an 
appropriate  county  medical  society  Review 
Committee  for  review  and  corrective  action. 
Each  plan  must  report  to  the  State  Society 
annually  on  the  number  and  disposition  of 
cases  referred  to  countj^  medical  societies. 

II.  County  societies  should  endorse  only  those 
plans  meeting  the  Standards  for  Approval  which 
have  been  set  up  by  the  Medical  Society  of  the 
State  of  New  York.  The  committee  recommends 
that  paragraphs  2 and  3,  under  “Local  A])provar’ 
in  the  Standards,  be  strictly  adherred  to. 

III.  The  State  Society  must  educate  all  doctors 
throughout  the  State  on  the  importance  of  par- 
ticipating actively  in  those  j)lans  which  have  State 


Society  approval.  The  State  Society’s  Journal 
and  Newsletter  should  be  used  to  apprise  ph3’sicians 
of  those  plans  which  are  approved  and  to  encourage 
them  to  become  partieipatitig  physicians. 

IV.  Studies  of  relative  value  schedules,  present.!}' 
being  undertaken  by  the  Council  Committee  on 
Economics,  should  be  continued,  and  active  support 
by  the  county  societies  should  be  sought  by  the 
State  Society. 

V.  The  State  Society  should  continue  to  encourage 
the  establishment  in  every  county  society  of  com- 
mittees for  approjjriate  disposition  of  claims  of 
irregularities  presented  by  individuals,  medical 
care  plans  and/or  insurance  carriers.  The  State 
Society  should  also  continue  actively  to  assist  in 
establishing  such  committees.  The  same  should  be 
continued  for  establishing  committees  for  solving 
the  problems  of  overutilization,  both  hospital  and 
medical. 

VI.  The  State  Society  should  encourage  the 
establishment  of  committees  in  each  county  society 
for  qualifying  physicians.  The  county  societies 
will  thus  be  able  to  answer  requests  from  the  public 
as  to  the  qualifications  of  individual  physicians. 
The  existence  and  functions  of  such  committees 
should  be  made  known  to  the  public. 

VII.  The  State  Society  should  endorse  that 
portion  of  the  Columbia  University  Report  on 
Prepayment  for  Hospital  Care  in  New  York  State 
which  recommends  that  “Blue  Cross  return  to  its 
original  principle  of  paying  only  accredited  hos- 
pitals,’’ Chapter  1,  page  10.  This  is  a praiseworthy 
recommendation  and  should  apply  to  all  hospital 
insurance  companies,  not  to  Blue  Cross  alone. 

Vni.  Because  of  the  known  inadequacies  of  the 
present  system  of  hospital  accreditation,  the  State 
Society  in  cooperation  with  State  hospital  and 
nursing  home  associations  should  establish  standards 
for  api)roval  of  hospitals  and  nursing  homes  and 
should  set  up  a mechanism  of  accreditation  in 
New  York  State.  It  must  be  understood  that  the 
term  “accredited  hospital”  as  used  in  recommenda- 
tion VII  refers  to  hospitals  accredited  by  this 
proposed  State  accrediting  body. 

IX.  The  State  Society  should  take  the  initiative 
in  setting  up  an  organization  for  cooperation  with 
the  proper  representatives  of  voluntary  health 
insurance  plans,  commercial  insurance  carriers, 
labor,  management,  and  government.  This  organ- 
ization should  have  as  its  j)urpose  the  prov'ision  of 
the  best  health  care  to  all  the  i)eoiile  of  New  York 
State. 

X.  The  State  Society  must  continue  to  interest 
itself  in  the  care  of  the  medically  indigent  through 
its  Public  Medical  Care  Subcommittee.  It  must  < 
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encourage  aj)propriate  legislation  for  implementation 
of  the  Kerr-Mills  law  in  New  York  State. 

Acknowledgements. — The  committee  wishes  to 
e.xpress  its  sincere  thanks  to  the  following  who  so 
willingly  and  ably  participated  in  the  regional 
conferences:  Carlton  E.  Wertz,  M.D.,  introducer  of 
the  resolution;  Waring  Willis,  M.D.,  chairman  of 
the  Council  Committee  on  Economics;  Paul  I. 
Robinson,  M.D.,  medical  director,  Metropolitan 
Life  Insurance  Company;  Carl  R.  Ackerman, 
M.D.,  chairman.  Board  of  Directors,  United  Medical 
Service;  John  R.  Wadsworth,  M.D.,  medical 
director.  Northeastern  New  York  Medical  Service; 
Anthony  A.  Mira,  M.D.,  former  director.  Bureau  of 
Industrial  Health  and  Workmen’s  Compensation; 
William  L.  Wheeler,  Jr.,  M.D.,  secretary  of  the 
State  Society;  Solomon  Schussheim,  M.D.,  Medical 
Society  of  the  County  of  Kings;  Edward  C.  Hughes, 
M.D.,  chairman.  Council  Committee  on  Rural 
Medical  Service;  George  A.  Burgin,  M.D.,  chair- 
man, Subcommittee  on  Cooperation  with  Media; 
Gerald  D.  Dorman,  M.D.,  chairman.  Commission 
on  Medical  Services;  Joseph  P.  Shanaphy,  M.D., 
Medical  Society  of  the  County  of  Richmond; 
Merle  D.  Evans,  M.D.,  member  of  the  Council 


Committee  on  Economics;  Ray  E.  Trusscll,  M.D., 
chairman.  School  of  Public  Health  and  Administra- 
tive Medicine,  Columbia  University;  Mr.  John 
Clancy,  director.  Physicians’  Relations,  Central 
New  York  Medical  Plan;  John  C.  Kinzly,  M.D., 
chairman.  Associated  Blue  Shield  Plans  of  New 
York  State;  James  M.  Blake,  M.D.,  chairman. 
Legislation  Committee,  State  Society;  James 
Caddy,  M.I^.,  chairman.  Voluntary  Health  In- 
surance Committee,  Nassau  County  Medical 
Society;  Leo  E.  Gibson,  M.D.,  past-president  of 
the  State  Society;  A.  H.  Aaron,  M.D.,  member  of 
the  committee;  James  Greenough,  M.D.,  past 
president;  Henry  I.  Fineberg,  M.D.,  past-president; 
Norman  S.  Moore,  M.D.,  president.  State  Society. 

The  committee  is  most  grateful  to  Dr.  Waring 
Willis  and  Dr.  Carl  R.  Ackerman  for  their  attend- 
ance at  meetings  of  the  committee  and  the  advice 
and  help  extended  to  the  committee  in  its  activities, 
and  to  Mr.  George  P.  Farrell,  director  of  the  Bureau 
of  Medical  Care  Insurance,  and  his  secretary,  Mrs. 
Alice  Arana,  for  their  service  to  the  committee. 

Respectfully  submitted, 

George  J.  Law'rence,  Jr.,  M.D.,  Chairman 
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Reports  in  tiiis  section  a,re  referred  to  tlie  Reference  Coininittee  on  Ancillary  Groups 
consisting  of  the  following: 

Robert  F.  McMahon,  M.U.,  Onondaga,  Chairman 

Leo  S.  Drexleb,  M.D.,  Kings 

Gerard  V.  Farinola,  M.D.,  Nassau 

Melville  A.  Hare,  M.D.,  Livingston 

John  F.  Rogers,  M.U.,  Dutchess 


Woman  s Auxiliary,  Advisory  to 


To  the  House  of  Deleyaics,  Gentlemen: 

The  Advisory  Committee  to  the  Woman’s 


Auxiliar}'  consists  of  the  following: 

Henry  I.  Fineberg,  M.D.,  Chairman Queens 

James  L.  McCartney,  M.D Queens 

Albert  Vander  Veer,  II,  M.D Albany 


For  the  year  1960-1961,  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York 
chose  as  its  theme  “Participation — Getting  to  Know 
You.”  In  her  inaugural  address,  Mrs.  Milton  W. 
Kogan,  the  president,  called  for  an  active  and  well- 
informed  membership,  better  medical  public  rela- 
tions, and  increased  attention  to  medicine’s  legisla- 
tion program.  Projects  singled  out  for  special  con- 
sideration included  mental  health,  problems  of  the 
aged.  Physicians’  Home,  American  Medical  Educa- 
tion Foundation,  health  careers.  Future  Nurses 
Clubs,  Today’s  Health,  and  participation  in  a host 
of  community  voluntary  health  programs. 

Outstanding  Auxiliary  activities  were:  the  24th 
Annual  Convention,  the  Fall  Conference  of  county 
auxiliary  presidents  and  prcsidents-elect  and  the 
State  chairmen  of  standing  and  special  committees, 
the  Health  Poster  Contest,  and  exhibits  at  the  State 
Fair. 

The  jiurpose  of  holding  the  Fall  Conference  each 
year  is  to  outline  the  special  activities  of  the  Aux- 
iliary and  to  encourage  county  auxiliaries  to  par- 
ticipate in  State-  and  county-sponsored  projects. 
It  was  your  chairman’s  pleasure  to  attend  the  din- 
ner of  this  conference  at.  the  Hotel  Thayer,  West 
Point,  on  the  evening  of  September  27,  I960,  and  to 
address  the  group  on  matters  of  general  interest. 

The  “Ladder,”  a yearly  publication  of  the 
Woman’s  Auxiliary  which  describes  in  detail  its 
work  and  programs  for  the  entire  year,  was  distrib- 
uted at  the  Fall  Conference.  The  cover  was  de- 


signed in  celebration  of  the  twenty-fifth  anniversary 
of  the  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York.  During  the  Conference, 
the  ladies  also  listened  to  speakers  who  discussed 
jmblic  relations,  legislation,  civil  defense,  and  a host 
of  other  subjects  pertaining  to  medicine. 

As  the  year  progressed,  emphasis  was  jilaccd  on 
membership  and  organization.  The  president  and 
the  organization  and  membership  chairmen  con- 
tacted all  counties  without  auxiliaries,  and  they 
were  successful  in  organizing  Tioga  County.  Also, 
the  Sullivan,  St.  Lawrence,  Ulster,  and  Schuyler 
County  Auxiliaries  were  reactivated.  Lewis  County 
has  asked  for  assistance  in  this  direction.  At  the 
suggestion  of  the  Council  Committee  on  Rural 
Medical  Service,  the  Auxiliary  established  a stand- 
ing committee  on  rural  health.  This  news  will  be 
transmitted  to  the  grass  root  areas  with  the  hojje 
that  the  idea  will  be  adopted  on  a local  level,  where 
apjiropriate. 

Mrs.  Kogan  proposed  a ])rograni  for  centralizing 
and  exix'diting  the  administrative  tasks  that  con- 
front the  State  Auxiliary  presidents.  Implementa- 
tion of  this  jjroject,  for  which  your  Council  has 
])rovid('d  additional  funds,  will  give  future  State 
liresidents  a better  and  more  rapid  liaison  with  all 
other  Auxiliary  officers  and  committee  chairmen. 

Since  1961  is  the  Auxiliary’s  silver  anniversary,  it 
is  planning  an  unusual  convention  in  Rochester.  It 
is  gratifying  to  note  the  sincerity  with  which  the 
wives  of  our  mcmlxTs  embark  on  Auxiliary  proj- 
ects which  arc  designed  to  bring  the  problems  of 
the  doctor  to  the  attention  of  the  public  so  that  it 
may  have  a better  understanding  of  the  medical 
profession. 

After  being  with  the  Woman’s  Auxiliary,  you 
come  away  with  the  firm  conviction  that  its  mem-  i 
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l)crs  stand  ever  ready  to  he  of  great  lielp  to  our 
eounty  soeieties  and  to  the  State  Society,  wiienever 
they  are  called  on.  For  some  time  it  has  been  our 
feeling  that  county  medical  society  leaders  should 
take  advantage  of  their  willingness  to  serve.  It  is  a 
well-known  fact  that  very  often  women  can  do  what 
the  men  in  active  practice  cannot  accomplish.  No 
one  is  better  suited  to  present  our  ideologies  and  our 
thinking  to  the  people.  More  woman’s  auxiliaries 
should  be  organized  on  the  county  levels  and  become 
integral  parts  of  the  State  organization. 

To  Mrs.  Kogan,  the  president,  and  to  Mrs.  Her- 


bert J.  Ulrich,  editor  of  Distaff,  who.se  energetic  de- 
votion to  the  Auxiliary  cause  is  symbolic  of  its 
officers  and  members,  we  e.xpress  our  deep  apprecia- 
tion. I know  that  I speak  for  the  doctors  of  medi- 
cine of  the  Empire  State  when  I congratulate  the 
Auxiliary  on  its  twenty-fifth  anniversary.  We  know 
that  its  convention  in  Rochester  will  be  a highly 
successful  and  stimulating  one. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.U.,  Chairman 


N urs  ing  Edacal  ion 


To  the  House  of  Delegates, Genlletnen: 

The  Committee  on  Nursing  Education  consists 


of  the  following; 

John  M.  Galbraith,  M.JJ.,  Chairman Nassau 

William  A.  Cooper,  M.D New  York 

Louis  M.  Rousselot,  M.D New  York 

Charles  M.  Smith,  M.D Seneca 


The  activities  of  the  chairman  and  (lommittec! 
have  been  concentrated  in  ttu;  following  areas: 

1.  Study  of  the  Nursing  Resources  Report  of 
the  State  Board  of  Regents. 

2.  Study  of  the  Heald  Report,  especially  as  to 
the  part  on  nursing  shortage. 

3.  Personal  discussions  on  the  nursing  shortage 
problem  with  Associate  Commissioner  Frank  R. 
Killie  of  the  State  Education  Department. 

4.  .Attendance  at  the  Nursing  Advisory  Com- 
mittee meeting  in  Albany. 

5.  Membership  on  the  Board  of  Regents  Com- 
mittee on  Practical  Nursing. 

With  all  the  activity  and  stud3'  on  the  ])roblems 
of  the  nursing  shortage'  in  the  ])ast  few  .years,  I 
believe  tlu're  is  material  evidence  (hat  the  shortage's 
will  be  le'ssened  in  the  near  future',  llenve've'r,  a 
great  de-al  e)f  this  will  be  due  to  incre'a.se'd  numbers  e)f 
girls  available,  othorwi.se  kne)wn  as  “thee  pe)i)uhition 
explosion” — or  “war  babies”  who  are  now  graduat- 
ing from  high  schools. 

The  aelelition  of  nursing  scheuels  in  the  ce)mmunity 
ce)llege'S  has  given  a real  ri.se  in  the  numbe'r  e>f  nurses 
in  training,  as  the  hexspital  sche)ols  of  nursing  have 


ne)t  endy  maintaiiu'el  tlu'ir  numbers  but  have  slightly 
increeased  in  enrollees. 

I am  in  comj)lete  agreement  with  the  New  York 
State  Education  Department  and  also  the  Heald 
Re'peert  that  the  chief  source  of  bedside  nursing  is 
the  hospital  school  of  nursing.  These  schools  must 
be  ('iicouraged  and  helped  in  every  possible  way 
and,  as  soon  as  po.ssible,  it  is  desirable  that  all 
hospital  schools  of  nursing  that  are  qualified  should 
be  abl('  to  give  an  associate  degree  through  the 
State  Education  l)('])artment.  This  will  encourage' 
more'  students  to  go  into  the  hospital  schools  of 
nursing  and  will  also  aid  these  graduates  to  continue 
their  studie's,  if  they  are  qualified. 

I believe  that  the  cooperation  between  the  Med- 
ical Society  of  the  State  of  New  York  and  the  State 
Department  of  Education  has  improved.  Our  con- 
tacts with  tlu'  State  Nursing  Association  and  the 
Nursing  Li'ague  have  been  helpful.  We  have  had 
the  Woman’s  .Auxiliary  representatives  meet  on 
occasions  with  our  committee,  and  this  has  stressed 
the  importance  of  the  Auxiliary’s  recruiting  pro- 
grams. 

The  committee  and  officers  of  the  Society  will 
meet  in  February  with  .Associate  Commissioner 
Frank  R.  Killie  to  discuss  the  nursing  problems  of 
the  State. 

Respectfidly  submitted, 

John  M.  Galbraith,  M.D.,  Chairman 
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Pharmaceutical  Association,  Joint  Committee  with 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Joint  Committee  of  the 
Medical  Society  of  the  State  of  New  York  and  the 
Pharmaceutical  Association  of  New  York  State 


are  as  follows: 

L.  Maxwell  Lockie,  M.D.,  Chairman Erie 

Eli  A.  Leven,  M.D Monroe 

Herbert  Pollack,  M.D.,  Ph.G.,  L.L.D..New  York 
Nicholas  S.  Gesoalde,  Ph.G.,  Chairman 

New  York 

Calvin  Berger,  Ph.G New  York 


John  F.  O’Brien,  Ph.G Monroe 

The  Joint  Committee  has  been  particularly  in- 
terested this  year  in  the  area  concerning  the  use  of 
trade  or  brand  names  versus  generic  names  in  drugs. 
Inquiries  have  reached  the  committee  and,  in  reply, 
broad  coverage  has  been  used. 

Also,  through  the  efforts  of  the  committee  at  least 
one  counterfeiting  drug  operation  has  closed. 

Sincerely  yours, 

L.  Maxwell  Lockie,  M.D.,  Chairman 


Empire  State  Medical,  Scientific  and  Educational 
Foundation,  Inc. 


To  the  House  of  Delegates,  Centlemen: 

On  October  10,  IDOO,  the  Certificate  of  Incorpora- 
tion of  the  Empire  State  Medical,  Scientific  and 
I'klucational  Foundation,  Inc.,  was  filed  in  the 
ofIi(!e  of  the  Si'cretary  of  State  of  the  State  of  New 
York  and  the  Foundation  began  functioning  as  a 
legal  entity.  This  was  the  culmination  of  the  many 
discussions  and  meetings  which  began  with  the 
December,  1958,  meeting  of  the  Council.  At  that 
time  our  president,  Norman  S.  Moore,  M.D.,  then 
chairman  of  the  Committee  on  Public  Health  and 
IMucation,  suggested  consideration  of  the  establish- 
ment in  New  York  of  an  educational  and  scientific 
trust  similar  to  the  one  sponsored  by  the  Medical 
Society  of  the  State  of  Pennsylvania. 

On  March  24,  1959,  the  Council  authorized  the 
establishment  of  an  Ad  Hoc  Committee  to  Study 
the  Proposed  Scientific  and  Educational  Founda- 
tion of  New  York.  The  committee  determined  that 
the  principles,  objectives,  and  specific  projects  of 
the  Foundation  should  be  as  follows: 

1.  Promotion  and  extension  of  modern  concepts 
of  medical  knowledge  to  the  members  of  the  State 
Society  through  extended  comprehensive  post- 
graduate education. 

2.  Presentation  to  the  public  in  general,  through 
public  forums  and  modern  informational  media, 
concepts  of  modern  and  adequate  medical  care  and 
treatment. 

3.  Stimulation  of  a closer  working  rtdationship 
bidween  public  health  programs,  physicians,  and 
local  communities  through  educational  methods. 


An  extensive  study  of  the  structure  and  form 
which  the  proposed  organization  should  take  was 
made  by  the  office  of  William  F.  Martin,  Esq., 
our  Legal  Counsel.  It  was  decided  to  establish  a 
not-for-profit  membership  corporation  similar  to 
the  State  Society,  rather  than  a charitable  trust 
such  as  the  one  in  Pennsylvania,  to  give  the  Founda- 
tion greater  flexibility  and  ease  of  operation. 

The  original  incorporators  included  Norman  S. 
Moore,  M.D.,  Ithaca;  Henry  I.  Fineberg,  M.D., 
Jamaica;  Maurice  J.  Dattelbaum,  M.D.,  Brookl}^; 
James  Greenough,  M.D.,  Cooperstown;  John  M. 
Galbraith,  M.D.,  Old  Westbury;  Renato  J.  Azzari, 
M.D.,  Bronx,  and  Joseph  A.  Lane,  M.D., 
Rochester. 

The  first  meeting  of  the  board  of  directors  was 
held  on  October  27,  1960,  and  at  this  meeting  Ed- 
ward C.  Hughes,  M.D.,  Syracuse;  William  L. 
Wheeler,  Jr.,  M.D.,  New  York  City;  Herman  E. 
Hilleboe,  M.D.,  and  Granville  W.  Larimore,  M.D., 
both  of  Albany,  were  elected  to  membership  in  the 
corporation.  In  addition.  Dr.  Azzari  was  elected 
president;  Dr.  Galbraith,  vice-president;  Dr. 
Wheeler,  secretary,  and  Dr.  Dattelbaum,  treasurer 
of  the  Foundation.  At  the  same  meeting,  William 
F.  Martin,  Esq.,  was  selected  as  legal  counsel; 
J.  Richard  Bums,  Esq.,  was  appointed  assistant 
secretar}',  and  Mr.  Thomas  E.  Alexander  was  named 
as  controller  of  the  Foundation. 

The  Foundation  was  exceedingly  fortunate  in 
obtaining  the  services  of  Frank  LaGattuta,  M.D., 
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of  Hroiix  County,  to  design  an  odidal  seal  for  the 
cor))oration  whicli  siiovvs  in  artistic  form  the  pur- 
poses and  objectiv(!s  of  tiie  Foundation. 

As  its  first  project  tiie  Foundation  has  under- 
taken the  studi'  of  maternal  mortality  and  perinatal 
mortality  in  Cayuga,  Cortland,  Hamilton,  Herkimer, 
Madison,  Onondaga,  and  Oneida  Counties,  under 
contract  with  the  Bureau  of  Maternal  and  Child 
Health  of  the  Department  of  Health  of  the  State 
of  New  York  and  under  the  supervision  of  Edward 
C.  Hughes,  M.D. 

A Projects  Committee,  consisting  of  Dr.  Moore, 
chairman,  and  Drs.  Greenough  and  Galbraith,  has 
been  appointed  by  the  president  to  study  and  make 
recommendations  concerning  future  projects. 

The  Foundation  is  also  in  the  process  of  under- 
taking certain  projects  formerly  performed  by  the 
Public  Health  and  Education  Committee  of  the 
State  Society.  These  include; 

1 . Postgraduate  medical  education ; 

2.  Education  of  the  public  on  matters  of  health; 

3.  Programs  to  stimulate  and  foster,  in  coopera- 
tion with  the  State  Department  of  Health,  the  ex- 
pansion, extension,  and  improvement  of  public 


health  service;  at  the;  county  level  within  the  State; 

4.  A study  of  narcotic  addiction  reports  sub- 
mitted to  the  State  Health  Departmemt  by  phy- 
sicians over  the  past  several  years  in  order  to  as- 
certain how  addiction  originates  and  continues. 

These;  projects  will  be  financed  from  a grant  of 
$52,000  to  the  Foeindation  by  the  State  Society 
authorized  b}"  the  Council  in  September,  19G0. 
These  monies  will  be  transferred  to  the  Foundation 
from  time  to  time  as  expenses  of  the  projects  are 
incurred. 

It  is  contemplated  that  the  budget  of  the  Public- 
Health  and  Education  Committee  will  be  decreased 
proportionately  as  the  Foundation  undertakes  such 
projects  as  w-ere  formerly  carried  out  by  the  com- 
mittee. 

The  Foundation  intends  to  engage  in  an  intensive 
campaign  to  obtain  contributions  from  philanthropic 
foundations,  trusts,  individuals,  and  corporations 
to  assist  in  financing  and  underwriting  its  proposed 
activities. 

Respectfully  submitted, 
Renato  J.  Azzari,  M.D 


Inter  prof  ess  ional  A ssoc  iatiori 


To  the  House  of  Delegates,  Gentlemen: 

In  his  president’s  annual  report  of  a year  ago,  your 
immediate  past-president  described  our  relation- 
ships with  other  professions.  He  noted  that  for  a 
number  of  years  we  have  been  a part  of  an  interpro- 
h'ssional  association  consisting  of  the  dental,  veter- 
inary, and  iu(;dical  societies.  Meetings  have  been 
held  at  irregular  intervals,  but  our  full  potential  has 
not  been  realized. 

In  1960  the  Council  authorized  a more  intense 
exploration  of  the  idea  of  better  relations  with  other 
professions.  This  has  been  done.  Following  the 
“blueprint”  of  the  Michigan  Association  of  the  Pro- 
fessions (MAP),  which  was  organized  in  1958,  we 
approached  certain  parties  in  this  State.  Now  we 
are  engaged  in  setting  up  a New  York  State  Associa- 
tion of  the  Professions. 

* * * 

On  June  1,  1960,  at  the  Medical  Society  head- 
quarters, we  met  with  representatives  of  the  Dental 
Society  of  the  State  of  New  York,  the  New  York 
State  Society  of  Professional  Engineers,  the  Phar- 
maceutical Society  of  the  State  of  New  York,  the 
N<;w  York  State  Vetc'rinary  Medical  So(;iety,  and 
the  New  \ ork  State  Bar  Association.  Repre- 


sentatives from  the  New  York  State  Association 
of  Architects  were  unable  to  be  with  us. 

This  conference  was  held  for  the  purpose  of 
bringing  together  representatives  of  the  seven  pro- 
fessions in  order  to  discuss  the  possibilities  of  forming 
an  association  of  the  professions  in  New  York  State. 
The  meeting  was  informal  and  exploratory.  Each 
of  the  professional  groups  represented  expressed  an 
interest  in  the  formation  of  such  an  association. 
The  Michigan  .Association  of  the  Professions  was 
reviewed.  Following  considerable  discussion,  it 
was  decided  that  each  representative  give  furth(>r 
thought  to  an  association  of  the  professions  and 
that  the  subject  be  discussed  by  each  individual 
group  concerned. 

A second  meeting  was  held  on  December  4.  At 
this  time,  two  representatives  of  the  New  York 
State  Association  of  Architects  appeared. 

Henry  I.  Fineberg,  M.D.,  was  elected  temporary 
chairman,  and  Mr.  Jack  Pardee,  director  of  our 
Department  of  Communications  was  chosen  secre- 
tary pro  tern. 

Again,  the  Michigan  .Association  of  the  Professions 
was  describeil  in  detail.  In  that  state,  (‘ach  profes- 
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sional  isocicly  clock’d  a dckigak;  and  an  alternate 
delegate  from  its-  council  or  board  of  trustees. 
These  gentlemen  drew  uj)  a constitution  and  bylaws 
which  provides  for  two  types  of  membership:  (1) 
Professional  Membership — Each  state  professional 
society  pays  a $100  per  year  memliershij)  fee;  (2) 
Individual  Membership — membershij)  of  the  state 
])rofessional  society  is  a prerequisite  to  individual 
memberships.  The  dues  are  .$10  per  year. 

.\fter  much  deliberation  the  following  motion  was 
adopted : 

That  a New  York  Association  of  the  Profes- 
sions be  formed  by  the  New’  York  State  Associa- 
tion of  Architects,  the  Dental  Society  of  the  State 
of  New  York,  the  New  York  State  Society  of  Pro- 
fessional Engineers,  the  Pharmaceutical  Society  of 
the  State  of  New  York,  the  New  York  State  Veter- 
inary Medical  Society,  the  New  York  State  Bar 
.\ssociation,  and  the  Medical  Society  of  the  State 
of  New’  York. 

That  representatives  of  these  organizations  re- 
(juest  their  governing  bodies  to  elect  a delegate  and 
alternate  delegate  for  the  jjurpose  of  preparing 
constitution  and  bylaw's  and  to  implement 
organizing  the  New  York  Association  of  the 
Professions. 

That  each  association  contribute  $100  to  an  or- 
ganizational fund  which  would  become  the  19G1 
dues  to  the  new’  NYAP. 

That  this  money  bo  used,  at  the  discretion  of  the 
tlclegates,  to  start  the  formation  of  the  New  "i'ork 


.Vssociation  of  the  Profc.ssions. 

It  was  i)ointed  out  that  the  comi>lete  organization 
of  the  new  a.ssociation  would  take  some  time  and 
that,  Irecause  the  legislative  problems  of  each  of  the 
individual  societies  will  become  very  imjjortant  dur- 
ing the  session  of  the  Legislature  beginning  in 
Januar}',  the  following  motion  should  be  adopted: 

That  the  secretary  jjro  tern  write  to  all  the 
state  professional  a.ssoeiations  represented  anil  ob- 
tain the  names  and  addresses  of  their  legislative 
chairmen. 

That  when  this  list  is  comjjleted,  each  associa- 
tion be  informed  of  the  names  and  be  encouraged 
to  develoj)  a free  exchange  of  correspondence  re- 
gariling  legislative  matters  which  they  suiJjKjrt  or 
oi)l>ose  in  the  New  York  State  Legislature  and  the 
U.S.  Congress. 

This  motion  was  carried  unanimously. 

It  was  agreed  that  we  will  be  notified  as  soon  as 
each  association  has  elected  its  delegate  and  alter- 
nate. When  this  has  been  accomplished,  there  will 
be  a meeting  of  the  delegates.  As  this  report  is  being 
written  in  the  latter  part  of  January,  all  that  we  can 
add  is  that  such  a conference  should  take  place  dur- 
ing the  month  of  February. 

The  New  York  State  representatives  are  Leo  E. 
Gibson,  M.D.,  John  L.  Sengstack,  M.D.,  and  Henry 
I.  Jdneberg,  M.D. 

Respectfully  submitted, 

Henky  I.  FiNEBEUCi,  M.D.,  Acliny  Chairman 
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Roi)orts  ill  this  section  are  referred  to  the  Reference  Coininittee  on  Miscellaneous 
Business,  eonsisting  of  the  following: 

John  L.  Lowhy,  M.D.,  Queens,  Chainnan 

Raymond  J.  Byron,  M.D.,  Sehenectady 

E.  Craic  Coats,  M.l).,  New  Y'ork,  Section  on  Urology 

1'kux  Ot'I'avtano,  M.l).,  Madison 

Paul  H.  Sullivan,  M.D.,  Nassau 


yew  York  Slate  Delegation  to  the  American  Medical  Assoendion 


To  the  House  of  Delegates,  Genllcmcn: 

This  report  of  the  delegation  of  the  Medical  So- 
ciety of  the  State  of  New  York  to  the  .\nieriean 
Medical  Association  House  of  Delegates  is  presented 
in  two  parts,  that  of  the  June,  1‘JGO,  meeting  and  that 
of  the  November,  I960,  meeting. 

June  Meeting  in  Miami  Beach,  Florida.  The 
109th  annual  meeting  of  the  American  Medical 
As.soeiation  took  jilaee  at  the  .\merieana  Hotel  in 
Miami  Beach,  Florida,  June  IJ  to  17,  lOtiO. 

The  following  members  of  the  Society  and  stalT 
attended  our  conferences: 

Delegates. — W.  P.  Anderton,  M.l).,  Rc'iiato  J. 
.\zzari,  M.D.,  James  M.  Blake,  M.l).,  Peter  J. 
DiNatale,  M.U.,  Gerald  D.  Dorman,  M.D.,  Henry 
1.  Fineberg,  M.D.,  John  M.  Galbraith,  M.D.,  Leo 
E.  Gibson,  M.D.,  Thurman  B.  Givan,  M.D.,  James 
Greenough,  M.D.,  .John  F.  Kelle3-,  M.D.,  Josejih  A. 
Lane,  M.D.,  John  C.  McClintock,  M.D.,  Norman  S. 
Moore,  M.D.,  Peter  M.  Murray,  M.D.,  William  B. 
Rawls,  M.D.,  and  Carlton  E.  Wertz,  M.l). 

Allernale  Delegates. — Solomon  Schussheim,  M.D., 
and  Ezra  A.  Wolff,  M.D. 

Metnbers  and  Staff. — Louis  H.  Bauer,  M.D., 
Chas.  Gordon  He\  <l,  M.D.,  J.  Stanlej'  Kenney,  M.D., 
William  L.  Wheeler,  Jr.,  M.D.,  John  J.  Masterson, 
M.D.,  James  R.  Reuling,  M.D.,  Stuart  T.  Ross, 
M.D.,  William  Hammond,  M.D.,  Herbert  T. 
Wagner,  M.D.,  Miss  Doris  K.  Dougherty,  Mr. 
John  K.  Pardee,  Mr.  Charles  L.  Baldwin,  and  Mr. 
George  P.  Farrell. 

The  delegation  met  on  the  evenings  of  June  11 
and  12.  Breakfast  meetings  were  held  on  the 
mornings  of  June  14,  15,  and  16. 

Our  hospitality  suite  was  kept  open  at  various 
times  of  the  day  and  evening  from  June  12  through 
June  16.  Wives  of  members  of  the  delegation  and 
the  staff  cooiierated  wholeheartedly  in  making  this 


activity  a huge  success.  All  nuTit  great  commen- 
dation. 

Mketinu,  June  11. — The  chairman  reviewed  the 
minutes  of  the  meeting  of  the  delegation  which  was 
held  at  the  Hotel  Astor  in  New  York  City  on  April 
21.  He  reiterated  that  the  members  of  the  hos- 
pitality suite  committee  were  Dr.  Galbraith,  chair- 
man, Dr.  Kelle.v,  Dr.  Rawls,  and  Dr.  Blake. 

He  reportc'd  that  an  effort  was  already  in  prog- 
ress to  elect  Gerald  D.  Dorman,  M.D.,  to  the 
.\inerican  Medical  Association  Board  of  Trustei's, 
and  that,  on  Maj’  2J,  a letter  to  this  effect  had  iiecn 
sent  to  each  member  of  the  House  of  Delegates  of 
the  .\merican  Medical  .Association. 

The  chairman  announced  the  following: 

1.  Activilg  Scheduled  hg  the  Medieal  Soeietg  of 
the  State  of  New  York. — 

luncheon  for  the  entire  House  of  Delegates 
in  the  Grand  Ballroom  on  June  14  at  12:00  noon. 
There  would  be  no  speeches. 

2.  Other  Scheduled  Events. — 

(a)  Conference  of  State  Medical  .\s.sociation 
Officers,  Grand  Ballroom,  June  12  at  2:00  p.m. 

(b)  Reception  of  Theodore  G.  Khimiip,  M.D., 
Westward  Room,  June  12,  5:00  to  8:00  p.m. 

(f)  .\rkan.sas  Medical  Society  breakfast,  Bal 
Masque  Room,  June  13,  7:45  .\.M. 

(d)  Illinois  State  Medical  Society  luncheon. 
Eastward- Westward  Room,  June  13,  12:15  p.m. 

(e)  Dinner  tendered  to  the  delegates  of  the 
•American  Medical  Association  by  the  Medical 
.A.ssociations  of  the  Southeastern  States,  June  13, 
6:30  P.M. 

(/)  United  States  Committee  of  the  World  Medi- 
cal .Association,  Argvle  Room  of  the  Balmoral 
HoU'l,  June  14,  3:00  p.m.  to  4:45  p.m. 

(g)  Reception,  World  Medical  .Association, 


April  1,  1961 


1157 


ANNUAL  UUroltTS 


ttraiiil  |{allr()oni,  Juiu'  M,  5:00  i’.m.  to  7;0()  p.m. 

(/i)  Inauguration  of  the  Prcsitlcnt  of  the  Aineri- 
ean  Mc'dictil  Association,  West  Ballroom,  P'ontainc- 
hleau  Hoti'l,  June  14,  8:00  p.m.,  followed  by  re- 
ception. 

(f)  Towa  State  Luncheon,  Bal  Mas<iuc  Room, 
June  15,  12:15  p.m. 

ij)  Memorial  mass.  National  Federation  of 
Catholic  Physicians  Guilds,  St.  Patrick’s  Church, 
Miami  Beach,  June  15,  5:00  p.m. 

{k)  Ohio  State  Medical  Association  reception. 
Starlight  Patio,  June  15,  5:00  to  7:00  p.m. 

(0  California  reception  for  E.  Vincent  Askey, 
M.D.,  Medallion  Room,  June  15,  5:00  p.m.  to 
7 :00  P.M. 

(;//)  Searle  and  Company  luncheon.  Medallion 
Room,  June  16,  12:30  p.m. 

The  reference  committee  appointments  of  New 
^’ork  representatives,  made  h}'  the  Speaker  of  the 
House  of  Delegates  were  rej)orted  as  follows: 

Amendments  to  Constitution  and  Bylaws,  Dr. 
DiNatale;  Reports  of  Board  of  Trustees,  Dr.  Dor- 
man; Reports  of  Officers,  Dr.  Fineberg,  chairman; 
Rules  and  Order  of  Business,  Dr.  Greenough;  Ser- 
geants at  Arms,  Dr.  Lane. 

It  was  voted  that  an  invitation  be  submitted 
again  to  the  Board  of  Trustees  of  the  American 
Medical  Association  that  the  1964  annual  meeting 
be  held  in  New  York  City,  at  the  time  of  the  World’s 
Fair. 

Letters  si)onsoring  candidates  for  .American  Medi- 
cal Association  offices  were  read:  For  Prc'sident- 

Elect,  Leonard  W.  Larson,  M.D.,  of  North  Dakota; 
Trustee  (to  succeed  himself),  James  I.  Appel,  M.D., 
of  Pennsylvania;  Trustee  (to  succeed  Dr.  Larson), 
Francis  C.  Coleman,  M.D.,  of  Iowa. 

The  candidacy  of  Dr.  Dorman  w'as  discussed  at 
length.  The  chairman  recalled  the  many  contacts 
and  conferences  that  he  had  had  at  the  D:illas 
meeting,  which  indicated  a favorable  support  of  our 
candidate. 

The  attitudes  of  various  states,  esj)ecially  tho.se 
with  larg(‘  delegations,  were  j)resented  and  evalu- 
ated. Members  of  the  New  York  delegation  were  as- 
signed to  contact  i)ersonally  members  of  the  House 
of  Delegates  of  the  American  Medical  Association. 

It  was  voted  unanimously  that  once  a course  had 
been  determined,  the  New  York  delegation  would 
vote  as  a unit  to  assure  the  fullest  support  j)ossible 
for  Dr.  Dorman. 

In  regard  to  the  luncheon  to  be  held  on  June  14 
for  members  of  the  House  and  officers  of  the  Ameri- 
can Medical  Association,  it  was  decided  that  the 
receiving  line  would  cotisist  of  Drs.  Moore,  Bauer, 
Dorman,  Azzari,  Galbraith,  Heyd,  Kennej',  and 
Fineberg. 

.Mei;tin(3,  Junk  12. — J’he  ch;i.irmaii  summarized 
briedy  the  ageiula  of  the  meeting  of  the  previous 
evening  and  stated  that  everything  ajjpeareil  to  be 


progre.ssing  satisfactorily  as  far  as  Dr.  Dorman’s 
candidacy  for  trustc'c  of  the  .Vmerican  Metlieal 
.'Vssociation  was  concerned.  Tin-  delegat<-s  reported 
as  to  what  they  had  done  in  this  regard. 

■\  number  of  resolutions  passed  by  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of  New 
York  to  be  presented  to  the  .American  Medical 
Association  House  of  Delegates  were  discussed. 
They  were  referred  to  members  of  the  delegation  for 
presentation  in  the  House. 

Delegates  were  assigned  to  attend  meetings  of 
reference  committees,  as  follows: 

Constitution  and  Bylaws,  Dr.  DiNatale;  Re- 
])orts  of  Board  of  Trustees,  Dr.  Dorman;  Hygiene, 
Public  Health  and  Industrial  Health,  Dr.  Green- 
ough; Insurance  and  Medical  Service,  Dr.  Wertz; 
Legi.slation  and  Public  Relations,  Drs.  Blake  and 
McClintock;  Medical  Education  and  Hospitals,  Dr. 
Rawls  and  Kelley;  Medical  Military  .Affairs,  Dr. 
Lane;  Miscellaneous  Business,  Dr.  Galbraith; 
Reports  of  Officers,  Dr.  Fineberg;  Rules  and  Order 
of  Business,  Dr.  Greenough;  Sections  and  Section 
Work,  Dr.  Moore;  Sergeants  at  .Arms,  Dr.  Lane. 

Meeting,  June  14. — The  rooms  where  the  refer- 
ence committees  would  meet  were  announced. 

The  chairman  reported  that  the  New  Jersey  and 
California  delegations  had  asked  that  we  change 
our  request  that  the  .American  Medical  Association 
meeting  be  held  in  New  A'ork  City  in  1964  to  1965. 
After  discussion,  it  was  vot(>d  to  approve  this  recom- 
mendation. 

It  was  decided  to  supjiort  Lester  D.  Bibler,  M.D., 
of  Indianapolis,  Indiana,  chairman  of  the  .American 
Medical  Association  Committee  on  Aledical  Prac- 
tices and  delegate  from  the  .American  Medical 
.Association  Section  on  General  Practice,  to  fill  a 
vacancy  for  a general  practitioner  on  the  Joint 
Commission  on  Accreditation  of  Hospitals. 

AIeeting,  June  15. — The  chairman  stated  that 
our  luncheon  had  been  a very  successful  venture. 

The  candidates  for  election  were  reviewed  and 
these  decisions  were  made: 

(1)  That  Dr.  Fineberg  would  nominate  Gerald 
1).  Dorman,  M.D.,  of  New  A'ork  for  the  jxisition  of 
trustee  (vice  Dr.  Larson); 

(2)  That  we  would  second  the  nomination  of  and 
sujiport  William  F.  Costello,  M.D.,  of  New  Jersey 
for  vice-president; 

(3)  That  for  the  two  vacancies  on  the  Council 
on  Medical  Education  and  Hospitals,  we  would  vote 
for  William  R.  Willard,  M.D.,  of  Lexington,  Ken- 
tucky, and  Harlan  English,  M.D.,  of  Danville, 
Illinois  (to  suceed  himself); 

(4)  That  for  Council  on  Medical  Services,  two 

vacancies — For  one  of  thimi  it  was  agreed  to  vote 
for  Rus.scll  B.  Roth,  M.D.,  of  Erie,  Penn.sylvania; 
action  in  the  case  of  the  .second  vacancy  was  jHist- 
poned.  ( 
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The  delegates  appointed  to  appear  at  reference 
committees  hearings  submitted  their  re])orts. 

Meeting,  Jitne  1G. — The  candidates  for  election 
(o  two  councils,  where  definite  action  was  |)ostpon('d 
at  the  previous  meeting,  were  reviewed  again; 

Council  on  Medical  Services:  It  was  pointed  out 
that  since  one  of  the  tw'o  candidates  had  withdrawn 
there  was  no  problem. 

Council  on  Constitution  and  Bylaws:  It  was 
voted  to  support  George  G.  Johnson,  M.D.,  of 
Siiartanburg,  South  Carolina. 

We  were  informed  that  James  I.  A[)j)el,  M.D.,  of 
Penns3'lvania  would  second  the  nomination  of  Dr. 
Dorman.  A motion  was  passed  that  we  second  the 
nomination  of  Dr.  Appel  for  the  second  position  of 
trustee. 

Your  chairman  nominated  Dr.  Dorman  for  the 
position  of  trustee  at  the  meeting  of  the  House  of 
Delegates  held  on  the  morning  of  June  Hi.  The 
nominating  speech  was  delivered  at  about  IDOO 
A.M.  Dr.  Dorman  was  elected.  The  vote  was: 
Dorman  149,  Coleman  of  Iowa,  4G.  Thus,  a great 
honor  was  bestowed  on  our  State. 

The  House  adjourned  later  that  morning. 

It  is  gratifying  to  report  that  all  the  delegates — 
in  their  usual  manner— attended  to  their  duties 
faithfully.  We  are  very  grateful  to  them,  to  the 
staff  of  the  Society,  and  to  the  wives  of  the  delegates 
for  their  great  assistance  and  cooperation. 

Following  is  a rejiort  on  the  act  ions  of  the  House 
of  Delegates,  American  Medical  Association,  109th 
annual  meeting,  June  13  to  17,  19G0,  Miami  Ih'ach, 
h'lorida,  as  transmitted  bj'  F.  J.  L.  Blasingame, 
M.D.,  executive  vice  president  of  the  .\merican 
Medical  Association. 

Miami  Beach,  June  17. — Health  care  for  the  aged, 
pharmaceutical  issues,  occupational  health  programs, 
relations  with  allied  health  groups,  and  relations  with 
the  National  Foundation  were  among  the  major  sub- 
jects involved  in  policy  actions  by  the  House  of  Dele- 
gates at  the  American  Medical  Association’s  109th  An- 
nual Meeting  held  June  13  to  17  in  Miami  Beach. 

Leonard  W.  Larson,  M.D.,  of  Bismarck,  North 
Dakota,  former  chairman  of  the  A.M. A.  Board  of 
Trustees  and  of  the  A.M..\.  Commission  on  Medical 
Care  Plans,  was  named  president-elect  by  unanimous 
vote.  Dr.  Larson  will  succeed  E.  Vincent  .Askey,  M.D., 
of  Los  Angeles  as  president  at  the  Association’s  annual 
meeting  in  June,  1961,  at  New  York  City. 

The  A.M. A.  1960  Distinguished  Service  Award, 
one  of  medicine’s  highest  honors,  w'as  given  to  Charles 
A.  Doan,  M.D.,  who  will  retire  next  year  as  dean  of  the 
Ohio  State  University  College  of  Medicine  and  direc- 
tor of  the  Health  Center  in  Columbus,  Ohio. 

Total  registration  through  Thursday,  with  half  a day 
of  the  meeting  still  remaining,  had  reached  19,107,  in- 
cluding 8,706  physicians. 

Health  Care  for  the  Aged. — After  considering  a variety 
of  reports,  resolutions,  and  comments  on  the  subject 
of  health  care  for  the  aged,  the  House  of  Delegates 
adopted  the  following  statement  as  official  policy  of 
the  American  Medical  Association: 


“Personal  medic.al  care  is  primarily  the  responsibility 
of  the  individual.  When  he  is  unable  to  provide  this 
care  for  himself,  the  responsibility  should  properly 
pa.ss  to  his  family,  the  community,  the  county,  the 
state,  and  only  when  all  these  fail,  to  the  Federal 
government,  and  then  only  in  conjunction  with  the 
other  levels  of  government,  in  the  above  order.  The 
determination  of  medical  need  should  be  made  by  a 
physician  and  the  determination  of  eligibility  should  be 
made  at  the  local  level  with  local  administration  and 
control.  The  principle  of  freedom  of  choice  should  be 
preserved.  The  use  of  tax  funds  under  the  above 
conditions  to  pay  for  such  care,  whether  through  the 
purchase  of  health  insurance  or  by  direct  payment, 
provided  local  option  is  assured,  is  inherent  in  this 
concept  and  is  not  incon.sistent  with  previous  actions 
of  the  Hou.se  of  Delegates  of  the  American  Medical 
A.ssociation.” 

The  House  also  urged  the  Board  of  Trustees  “to 
initiate  a nonpartisan  open  assembly  to  which  all  in- 
terested representative  groups  are  invited  for  the  pur- 
po.se  of  developing  the  specifics  of  a sound  approach  to 
the  health  service  and  facilities  needed  by  the  aged, 
and  that  thereafter  the  American  Medical  Association 
present  its  findings  and  positive  principles  to  the 
people.” 

In  connection  with  an  educational  program  regarding 
tlie  aged,  the  House  declared  that  “the  American 
Medical  Association  increase  its  educational  program 
regarding  employment  of  those  over  sixty-five  empha- 
sizing voluntary,  gradual,  and  individualized  retire- 
ment, thereby  giving  these  individuals  not  only  the 
right  to  work  but  the  right  to  live  in  a free  society  with 
dignity  and  pride.” 

Earlier,  at  the  opening  session,  Louis  M.  Orr,  M.D., 
retiring  ,\.M..4.  president,  had  asked  the  House  to  go 
on  record  favoring  more  jobs  for  the  aged,  voluntary  re- 
tirement, and  a campaign  against  discrimination  be- 
cause of  age,  whether  it  be  forty  or  sixty-five.  The 
House  also  gave  wholehearted  approval  to  Dr.  Askey’s 
urging  that  state  nu'dical  societies  take  an  active  part 
in  state  conferences  and  other  planning  activities  i>re- 
ceding  the  January,  1961,  White  Hou.se  Conference  on 
Aging. 

Pharmaceutical  Issues. — In  the  pharmaceutical  area 
the  House  took  two  actions — one  regarding  mail  order 
drug  houses  and  the  other  involving  the  development 
and  marketing  of  pharmaceutical  products. 

The  Hou.se  agreed  with  representatives  of  the  phar- 
macy profession  that  the  unorthodox  practice  of  mail 
order  filling  of  prescription  drugs  is  not  in  the  best 
interest  of  the  patient,  except  where  unavoidable  be- 
cause of  geographic  isolation  of  the  patient.  The 
statement  pointed  out  that  in  this  proce.ss  the  direct 
personal  relation.ship,  which  exists  between  the  pa- 
tient-physician-pharinacist  at  the  community  level 
and  which  is  essential  to  the  public  health  and  the  wel- 
fare of  patients,  is  tost. 

The  House  also  directed  the  Board  of  Trustees  to  re- 
quest the  Council  on  Drugs  and  other  appropriate 
Association  councils  and  committees  “to  study  the 
pharmaceutical  field  in  its  relationship  to  medicine  and 
the  public,  to  correlate  available  material,  and  after 
consultation  with  the  several  branches  of  clinical  medi- 
cine, clinical  research,  and  medical  education  and  other 
interested  groups  or  agencies,  submit  an  objective  ap- 
praisal to  the  House  of  Delegates  in  June,  1961.”  The 
statement  pointed  out  that  certain  proposals  have  been 
made  which,  if  carried  out,  might  impair  the  future  of 
pharmaceutical  research  and  development,  thus  retard- 
ing the  progress  of  scientific  therapy.  It  also  said  that 
the  services  of  the  pharmaceutical  industry  are  so  vital 
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to  tlic  public  !iiid  to  tlio  medical  j)iofossion  that  an 
objective  study  should  be  made. 

Occupational  Health  Programs. — The  House  ap- 
proved a revised  statement  oii  the  “Scope,  Objectives 
and  Functions  of  Ocaaipational  Health  Programs,” 
which  was  originally  adopted  in  .lime,  1957.  The  new 
statement  contains  no  fundamental  alterations  in 
A.M.A.  policy  or  ethical  relationships,  but  it  adds  im- 
portant new  material  on  the  following  points: 

1.  Greater  emphasis  on  the  preventative  and  health 
maintenance  concepts  of  occupational  health  programs. 

2.  A more  positive  statement  of  organized  medi- 
cine’s obligation  to  provide  leadership  in  improving  oc- 
cupational health  services  b.v  part-time  physicians  in 
small  indu.stry. 

3.  Increa.sed  emphasis  on  rehabilitation  of  the  occu- 
pationally ill  and  injured. 

4.  Inclusion  of  the  proper  u.se  of  immunization  pro- 
cedures for  employes,  as  approved  by  the  House  in 
1959. 

5.  A more  adequate  statement  on  the  need  for  team- 
work with  lay  industrial  hygienists  in  tailoring  each 
occupational  health  program  to  the  particular  employe 
group  involved. 

In  approving  the  revised  guides  for  occupational 
health  programs,  the  House  also  accepted  a suggestion 
that  the  A.M.A.  Council  on  Occupational  Health  under- 
take a project  to  study  and  encourage  the  employment 
of  the  physically  handicapped. 

Allied  Health  Groups. — The  House  approved  the 
final  report  of  the  Committee  to  Stud.v  the  Relationships 
of  Medicine  with  Allied  Health  Professions  and  Serv- 
ices and  commended  it  as  “a  monumental  work.” 
The  report  covers  the  pre.sent  situation,  future  implica- 
tions, and  recommendations,  including  guiding  princi- 
ples and  approaches  to  activate  physician  leadership. 
The  House  strongly  recommended  that  A.M.A.  ac- 
tivity in  this  vitall.v  important  area  be  continued  and 
it  approved  the  appointment  of  a Board  of  Trustees 
committee  to  carry  on  the  work. 

To  develop  physician  leadership  in  promoting  co- 
operative efforts  with  allied  health  professions  and  serv- 
ices, the  report  sugge.sted  the  following  .\.M.A.  ac- 
tivities: 

1.  A general  conference  should  be  held  with  allied 
scientists  in  the  basic  medical  sciences  and  related 
disciplines  for  discussion  of  matters  of  common  concern 
related  to  the  creation  of  permanent,  cooperative  ac- 
tivities. 

2.  Specific  exploratory  conferences  should  be  held 
with  members  of  segments  of  science  allied  to  a given 
area  of  medical  practice  with  the  national  medical  or- 
ganizations concerned. 

3.  General  and  specific  conferences  should  be  held 
with  profe.ssionaI  and  technical  assistants  on  education, 
recruitment,  and  coordination  of  contributions. 

4.  Through  meetings  and  publications,  reciprocal 
exchange  of  information  should  be  provided  between 
physicians  and  allied  .scientists  and  members  of  health 
profe.ssions. 

5.  I'iffective,  continuing  liaison  should  be  estab- 
lished between  A.M.A.  repre.sentatives  and  profe.ssionaI 
and  technical  personnel. 

Naiiondl.  Foundation. — The  House  took  two  actions 
involving  relations  between  the  medical  profession  and 
the  National  Foundation.  It  adopted  a statement  of 
policies  for  the  guidance  of  state  medical  associations 
and  recommended  that  they  be  adopted  by  all  com- 
ponent medical  societies.  These  policies  cover  such 
subjects  as  membership  of  medical  advisory  com- 
mittees at  the  chapter  level,  the  function  of  these  com- 
mittees, and  basic  principles  concerning  financial  as- 


.sistance  for  medical  care,  payment  for  jiliysicians’  .serv- 
ices, and  physicians’  responsibilities  for  constructive 
leadership  in  medical  advisory  activities. 

In  another  action  the  Hou.se  directed  the  Board  of 
Trustees  to  authorize  further  conferences  with  leaders 
in  the  National  Foundation  on  the  problem  of  polio- 
myelitis as  it  relates  to  the  betterment  of  the  public 
health  and  to  consider  further  joint  action  toward  the 
eradication  of  polio.  The  Hou.se  commended  the  Na- 
tional Foundation  for  its  outstanding  service  in  the 
attack  against  polio,  but  pointed  out  that  much  work 
remains  to  be  done  in  public  education,  vaccination, 
continuing  assistance  for  polio  victims,  and  continued 
research. 

Miscellaneous  Actions. — In  dealing  with  reports  and 
resolutions  on  a wide  variety  of  other  subjects,  the 
House  also: 

Strongly  reaffirmed  its  support  of  the  Blue  Shield 
concept  in  voluntary  health  insurance  and  approved 
.specific  recommendations  concerning  A.M..\.-Blue 
Shield  relationships; 

Approved  a contingent  appointment  of  not  more  than 
.six  months  for  foreign  medical  school  graduates  who 
have  been  accepted  for  the  September,  1900,  qualifica- 
tion examination; 

Agreed  that  the  American  Medical  Association  should 
spon.sor  a second  national  congre.ss  on  prepaid  health 
insurance; 

Approved  a Board  of  Trustees  request  to  the  Post- 
master General  for  a stamp  commemorating  the  Ma.vo 
Brothers; 

Decided  that  the  establishment  of  a home  for  aged 
and  retired  phy.sicians  is  not  warranted  at  this  time; 

Approved  the  establishment  of  a new  "Scientific 
-Achievement  Award”  to  be  given  to  a nonphysician 
scientist  on  special  occa.sions  for  outstandmg  work; 

Approved  the  following  schedule,  for  future  annual 
meetings:  Atlantic  City,  1963;  San  Francisco,  1964, 
and  New  York  City,  1965; 

Approved  the  objectives  of  the  A.M.A.  Commission 
on  the  Cost  of  Medical  Care  established  by  the  Board 
of  Trustees  and  headed  by  Louis  M.  Orr,  M.D.,  im- 
mediate past  president  of  the  Association; 

Urged  individual  members  of  the  Association  to  take 
a greater  interest  and  more  active  part  in  public  affairs 
on  all  levels; 

Reaffirmed  its  opposition  to  compulsory  inclusion  of 
physicians  under  Title  II  of  the  Social  Security  Act 
and  recommended  immediate  action  b.v  all  A.M..A. 
members  who  agree  with  that  position; 

Called  for  a review  of  exi.sting  and  proposed  legisla- 
tion pertaining  to  food  and  color  additives,  with  the  ob- 
jection of  supporting  appropriate  measures  which  arc 
in  the  public  interest ; 

Urged  reform  of  the  Federal  tax  structure  so  as  to 
return  to  the  states  and  their  political  subdivisions, 
their  traditional  revenue  sources; 

Asked  state  and  county  medical  societies  to  make 
greater  use  of  A.M.A.  recruitment  materials  in  present- 
ing medicine’s  stor.v  to  the  nation’s  high  schools; 

Requested  the  Board  of  Trustees  to  initiate  a stuilj- 
of  present  policy  regarding  the  required  content  and 
method  of  preparing  hospital  records; 

Commended  the  Department  of  Defense  and  the  -Air 
Force  for  establishing  and  operating  the  Acromedical 
Transport  Service  and  urged  that  it  be  maintained  at 
optimum  efficiency; 

Directed  the  Board  of  Trustees  to  develop  group 
annuity  and  group  disabilit.v  insurance  programs  for 
Association  members;  and 

Expressed  grave  concern  over  the  indiscriminate  use 
of  contact  lenses. 


1160 


New  York  State  J.  Me<l. 


Mlf^CELLA NEGUS  fiUS!NESS 


• Adtiresses  and  Awards. — Dr.  Orr,  in  liis  final  roport 
to  the  House  at  the  opening  session,  urged  medical 
societies  to  “adopt”  rural  villages,  cities,  and  regions 
in  underdeveloped  parts  of  the  world  and  to  send  them 
medical,  clinical,  and  hospital  supplies. 

Dr.  Askey,  in  his  inaugural  address  Tuesday  night, 
ileclared  tliat  medicine  faces  its  greatest  challenge  in 
the  decade  ahead,  adding  that  physicians  must  prove 
the  effectivene.ss  of  medicine  practiced  in  a free  society. 
John  S.  Millis,  Ph.D.,  president  of  Western  Reserve 
University,  Cleveland,  Ohio,  and  guest  speaker  at  the 
inaugural  ceremonies,  said  the  human  dilemma  of  the 
sixties  is  an  increasing  desire  for  security  and  authority 
with  a diminishing  desire  for  responsibility. 

At  the  VV’ednesday  session  of  the  House,  Dr.  Askey 
urged  intensified,  accelerated  effort  in  five  areas — 
medical  education,  preparations  for  the  White  House 
(’onference  on  .\ging  next  January,  health  insurance 
and  third  party  relationships,  mental  health,  and 
membership  relations. 

The  Goldberger  Award  in  Nutrition  was  presented 
to  Richard  Vilter,  M.D.,  of  the  University  of  Cin- 
cinnati. The  Boy  Scouts  of  America,  celebrating  its 
golden  jubilee,  presented  the  A.M.A.  with  a citation  in 
appreciation  of  the  medical  profession’s  help  and  sup- 
port. B.  E.  Pickett,  M.D.,  of  Carrizo  Springs,  Texas, 
retiring  chairman  of  the  Council  on  Constitution  and 
Bylaws,  received  an  award  in  recognition  of  his  long 
service. 

Election  of  Officers. — In  addition  to  Dr.  Larson,  the 
new  president-elect,  the  following  officers  were  named 
at  the  Thursda.v  session : 

William  F.  Costello,  M.D.,  of  Dover,  New  Jersey, 
vice-president;  Norman  A.  Welch,  M.D.,  of  Boston, 
re-elected  speaker  of  the  House,  and  Milford  O.  Rouse, 
M.D.,  of  Dallas,  Texas,  re-elected  vice  speaker. 

Gerald  D.  Dorman,  M.D.,  of  New  York  City,  was 
elected  to  the  Board  of  Trustees  to  succeed  Dr.  Larson, 
and  James  Z.  Appel,  M.D.,  of  Lanca.ster,  Penn.sylvania, 
was  re-elected  to  the  Board. 

Elected  to  the  Judicial  Council,  to  succeed  Louis  A. 
Buie,  M.D.,  of  Roche.ster,  Minne.sota,  was  James  H. 
Bcrge,  M.D.,  of  Seattle. 

Named  to  the  Council  on  Medical  Education  and 
Hospitals  w'ere  William  R.  Willard,  M.D.,  of  Lexington, 
Kentucky,  succeeding  James  M.  Faulkner,  M.D.,  of 
Cambridge,  Massachusetts,  and  Harlan  EnglLsh,  M.D., 
of  Danville,  Illinois,  who  was  re-elected. 

On  the  Council  on  Medical  Service,  the  House  re- 
elected Russell  B.  Roth,  M.D.,  of  Erie,  Pennsylvania, 
and  Hoyt  B.  Woolley,  M.D.,  of  Idaho  P’alls. 

George  D.  .Johnson,  M.D.,  of  Spartanburg,  South 
Carolina,  was  named  to  succeed  Dr.  Pickett  on  the 
Council  on  Constitution  .and  Bylaws. 

November  Meeting  in  Washington,  D.C. — The 
fourteenth  clinical  mwd.ing  of  the  American  Medical 
Association  was  held  at  the  Sheraton-Park  Hotel  in 
Washington,  D.C.,  November  28  to  December  1, 
19(K). 

The  following  members  of  our  Society  and  staff 
attended  our  conferences: 

Delegates.— W.  P.  Anderton,  M.D.,  James  M. 
Blake,  M.D.,  Harold  F.  Brown,  M.I).,  Peter  J. 
DiNatale,  M.D.,  Henry  I.  Fineberg,  M.D.,  John  M. 
Galbraith,  M.D.,  Thurman  B.  Givan,  M.D.,  John 
F.  Kelley,  M.D.,  Joseph  A.  Lane,  M.D.,  John  C. 
McClintock,  M.D.,  Norman  S.  Moore,  M.D.,  Peter 
M.  Murray,  M.D.,  William  B.  Rawls,  M.D.,  Solo- 


mon Schussheim,  .M.I),,  Carlton  E.  Wertz,  M.I)., 
Ezra  .A.  Wolff,  M.D.,  and  Frederick  .A.  W'urzbaeh, 
.Jr.,  M.D. 

AUe.rrmte  Delegaies.--  CAvatXos  H.  Ia)Ughran,  M.I)., 
and  John  h'.  Rogers,  M.I). 

Also. — IjOuLs  H.  Bauer,  M.I).,  William  Hammond, 
M.I).,  John  J.  Masterson,  M.I).,  William  L. 
Wheeler,  Jr.,  M.D.,  Miss  Doris  K.  Dougherty,  Air. 
George  W.  Forrest,  Mr.  John  K.  Pardee,  and  Mr. 
Martin  J.  Tracey. 

The  delegation  met  on  the  evening  of  November 
27.  Breakfast  meetings  were  held  on  the  mornings 
of  November  29  and  .30. 

Meetino,  November  27. — The  minutes  of  the 
delegates’  meeting  held  at  the  Cornell  Club  in  New 
York  City  on  October  25,  19(>0,  were  reviewed. 

It  was  announced  that  a dinner  had  been  arranged 
for  the  delegates  to  the  American  Me<lical  Associa- 
tion and  wives,  by  the  Medical  Society  of  the  Dis- 
trict of  Columbia,  to  take  place  on  Alonday,  Novem- 
ber 28;  the  ])Hce  of  the  dinner  to  be  .11 2. .50  (‘ach 
and  dre.ss  to  be  optional. 

It  was  reported  that:  the  Illinois  delegation 

wmdil  give  a luncheon  f)u  November  28  in  the  Cotil- 
lion Room;  the  annual  Aces  and  Deuces  luncheon 
would  be  held  on  Tue.sday,  November  29;  there 
would  b(“  a reception  for  the  American  Medical 
A.ssociation  dek'gates,  sponsored  by  the  New  York 
(h'legation,  on  W(>dnesday,  November  30,  at  5:00 

P.M. 

Proposed  resolutions  to  be  presented  to  the  House 
of  Delegates,  submitted  by  members  of  the  Medical 
Society  of  the  State  of  New  A'ork,  were  discusstnl: 

1.  A resolution  from  Suffolk  County  to  the  ef- 
fect that  its  society  “unequivocably  goes  on  record 
as  favoring  social  ,securit\'  for  physicians.”  It  w.as 
voted  that  this  matter  be  referred  to  the  Council. 

2.  A resolution  on  “Advertising  of  Patent  Medi- 
cines,” which  was  introduced  at  the  State  Society’s 
Hou.se  of  Delegates  meeting  in  May,  I960.  At  that 
time,  it  wsis  ajjproved  in  principle.  At  the  American 
Medical  Association  June,  1960,  meeting  in  Miami 
Beach,  our  delegation  decided  to  redraw  the  resolu- 
tion and  submit  it  to  the  American  Medical  A.sso- 
ciation at  a later  date.  At  the  delegation’s  confer- 
ence on  October  25,  the  deci.sion  wiis  made  that  it 
shovdd  be  referred  to  some  competent  person  to  be 
rewritten,  since  the  feeling  was  that  it  was  too  wordy 
and  might  possibly  be  considered  as  expressing  op- 
position to  proprietary  drugs.  Drs.  Wolff  and 
Rawls  were  assigned  to  this  task. 

Dr.  Wolff  read  this  revised  resolution: 

“Where.\s,  public  advertising  of  proprietary 
drugs  maj'  lead  to  self-diagnosis,  self-medication, 
e.xcessive  or  usele.ss  drug  expenditures,  delay  in  ob- 
taining proper  medical  attention,  and  other  un- 
desirable  end  results;  now  therefore  be  it  herebj' 
“Resolved,  that  the  American  Medical  Associa- 
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lion  undertake  an  educational  campaign  to  inform 
the  public  of  these  considerations  in  the  interest 
of  helping  to  cons(‘rve  the  j>ul)lic  health  and  of 
holding  down  the  costs  of  illness.” 

After  discussion  it  was  vot(>d  that  this  resolution 
be  introduced  next  June  and  that  the  individual 
cognizant  of  what  is  involved  appear  before  the 
reference  committee. 

It  was  agreed  that  we  take  no  stand  on  a resolu- 
tion offered  by  the  Utah  State  Medical  Association 
on  the  subject  of  the  “Use  of  Tobacco.” 

A resolution  submitted  by  Dr.  McKeeby,  chair- 
man of  the  Council  Committee  on  Hospital  and 
Professional  Relations,  regarding  the  examinations 
given  b}'  the  Educational  Council  for  Foreign  Medi- 
cal Graduates  was  considered;  and  it  was  finally 
decided  not  to  present  it  since  similar  resolutions 
would  be  introduced  by  other  states. 

The  chairman  read  a letter  from  the  Medical 
Society  of  Virginia,  sponsoring  W.  Linwood  Ball, 
M.D.,  of  Richmond  for  the  vacancy  which  will  be 
created  by  the  expiration  in  June,  1961,  of  the  term 
of  Jidian  Price,  M.D.,  of  Florence,  South  Carolina, 
as  trustee.  We  did  not  arrive  at  any  definite  deci- 
sion. 

A letter  was  read  from  the  South  Carolina  Medi- 
cal Association  proposing  Julian  Price,  M.D.,  for 
president-elect.  No  action  was  taken. 

Meeting,  November  29. — The  following  ap- 
pointments of  New  York  delegates  to  reference 
committees,  by  the  Speaker  of  the  House,  were 
announced: 

Amendments  to  Constitutions  and  Bylaws,  Dr. 
Murray;  Public  Health  and  Occupational  Health, 
Dr.  Moore;  Medical  Military  Affairs,  Dr.  Givan; 
Miscellaneous  Business,  Dr.  Anderton;  Reports  of 
Officers,  Dr.  Galbraith,  chairman. 

Members  of  the  delegation  were  assigned  to  at- 
tend meetings  of  reference  committees  as  follows: 
Constitution  and  Bylaws,  Dr.  Murray  (a  member 
of  the  committee);  Board  of  Trustees,  Drs.  Wheeler 
and  Rogers;  Public  Health  and  Occupational 
Health,  Dr.  Moore  (a  member  of  the  committee); 
Insurance  and  Medical  Service,  Drs.  Wolff,  Wertz, 
and  Schussheim;  Legislation  and  Public  Relations, 
Dr.  McClintock;  Medical  Education  and  Hos- 
pitals, Drs.  Blake,  Rawls,  Loughran,  Murray,  and 
Fineberg;  Medical  Military  Affairs,  Dr.  Givan  (a 
member  of  the  committee);  Miscellaneous  Business, 
Dr.  Anderton  (a  member  of  the  committee)  and 
Dr.  Wurzbach;  Reports  of  Officers,  Dr.  Galbraith 
(chairman  of  the  committee);  Sections  and  Section 
Work,  Dr.  DiNatale. 

There  was  considerable  discussion  on  the  intern 
problem  of  graduates  of  foreign  schools.  It  was 
voted  to  support  resolution  26,  introduced  by  the 
Massachusetts  delegation,  entitled  Educational 
Gouncil  for  Foreign  Medical  Graduates  Program; 


“Resolved,  that  the  House  of  Delegates  of  the 
A.M.A.  is  of  the  opinion, 

(1)  That  no  foreign  medical  graduate  shoidd 
receive  a new  appointment  as  an  intern  or  resi- 
dent in  any  approved  hospital  or  other  training 
center  after  January  1,  1961,  unless  such  candi- 
date has  already  passed  the  qualifying  examina- 
tion of  the  Educational  Council  for  Foreign  Medi- 
cal Graduates;  and 

(2)  That  hospitals  and  other  training  centers 
not  complying  with  the  above  requirement  should 
be  subject  to  loss  of  approval;  and 

(3)  That  no  foreign  medical  graduate  who 
began  his  postgraduate  training  in  this  countrj- 
on  or  before  July  1,  1960,  should  have  his  current 
training  program  terminated  before  July  1,  1963, 
or  before  completing  three  years  of  training 
whichever  comes  first  solely  because  of  marks  re- 
ceived on  an  examination  of  the  Educational 
Council  for  Foreign  Medical  Graduates;  and 
be  it  further 

Resolved,  that  copies  of  these  resolutions  be 
sent  to  the  Educational  Council  for  Foreign 
Medical  Graduates,  the  American  Hospital  As- 
sociation, the  Association  of  American  Medical 
Colleges,  and  the  Federation  of  State  Medical 
Boards  of  the  United  States.” 

Meeting,  November  30. — Reference  committee 
activities  were  reported  as  follows: 

Miscellaneous  Business — Dr.  Anderton  reported 
on  membership  dues  that  the  reference  committee 
was  going  to  recommend  that  there  be  an  increase 
in  the  annual  dues  of  $20,  to  be  implemented  over  a 
period  of  tw'o  j'ears,  $10  on  January  1,  1962,  and  $10 
additional  on  January  1,  1963.  The  committee  felt 
it  was  important  and  necessary  to  expand  the  work 
of  the  American  Medical  Association.  After  discus- 
sion, it  was  voted  to  support  the  stand  of  the  refer- 
ence committee;  on  the  study  of  relationship  of 
physicians  not  in  private  practice  to  organized 
medicine,  that  the  reference  committee  felt  a good 
many  physicians  not  in  private  practice  received 
benefits  and  should  be  stimulated  to  join  the 
American  Medical  Association;  on  non-A.M.A.- 
sponsored  social  functions,  that  these  functions  are 
increasing,  and  the  reference  committee  agreed  with 
the  report  that  there  were  too  many.  This  does 
not  apply  to  social  functions  sponsored  by  medical 
societies,  medical  fraternities,  medical  school 
alumni,  organizations,  and  other  medical  groups; 
on  emergency  medical  service  to  foreign  mission 
fields,  that  resolution  9,  introduced  by  the  Oregon 
delegation,  resolved  that  the  A.M.A.  should  im- 
mediately investigate  the  feasibility  of  developing  a 
mechanism  whereby  members  of  the  Association 
may  serve  in  the  foreign  mission  fields  on  a tem- 
porary b.asis  when  emergencies  arise  and  should  then 
seek  volunteer  physicians  to  serve  in  such  capacities.. 
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The  reference  committee  approved  this;  on  pro- 
posed change  in  title  of  “General  Practitioner  of  the 
Year  Award,”  that  resolution  15,  introduced  hj'  the 
f'olorado  delegation,  resolved  “that  the  Board  of 
Trustees  be  directed  to  adopt  a more  suitable  title, 
for  this  award,  perhai)s  the  title  ‘Physician-Citizen 
of  the  Year’.  ” The  reference  committee  dis- 
approved the  change  in  name,  and  the  New  York 
delegation  agreed;  on  Shrine  to  American  Medicine, 
that  resolution  20,  introduced  by  the  Penn.sylvania 
delegation,  resolved  that  the  Board  of  Trustees  of 
the  A.M.A.  appoint  a committee  of  three  interested 
persons  to  represent  the  A.M.A.  in  planning  for  such 
a shrine.  The  reference  committee  approved,  and 
the  New  York  delegation  agreed. 

Constitution  and  Bylaws — Dr.  Murray  reported 
on  successor  to  the  president,  that  the  reference 
committee  felt  no  change  in  the  bylaws  was  neces- 
sary; on  professional  association  between  doctors  of 
medicine  and  doctors  of  osteopathy,  that  resolution 
23,  on  this  subject,  was  referred  to  the  Judicial 
Council  for  clarification. 

Board  of  Trustees— Dr.  Wheeler  rei)orted  that  the 
report  of  the  Board  of  Trustees  was  not  contro- 
versial. There  was  discussion  by  the  New  York 
delegation  on  the  crediting  of  A.M.E.F.  funds  in 
Chicago.  It  was  felt  by  the  delegation  that  there 
should  be  an  editorial  either  in  the  Journal  or  in 
the  Newsletter  clarifying  this  subject.  Dr.  Wolff 
was  delegated  to  find  out  just  what  the  rules  are. 

Public  Health  and  Occupational  Health — Dr. 
Moore  reported  on  development  and  marketing  of 
pharmaceutical  products,  that  the  reference  com- 
mittee was  in  agreement  with  the  Board  of  Trustees’ 
report.  Supplementary  Report  C,  but  recommended 
deleting  the  sentence,  “the  A.M.A.  does  not  have 
either  the  resources  or  authority  to  conduct  such  a 
study”;  on  use  of  tobacco,  that  the  reference  com- 
mittee recommended  that  resolution  28  on  this  sub- 
ject, introduced  by  the  Utah  delegation,  be  re- 
ferred to  the  Board  of  Trustees  for  study;  on  Salk 
vaccine  for  polio,  that  the  reference  committee  was 
in  accord  with  Supplementary  Report  Q that  the 
A.M.A.  should  continue  its  effort  to  encourage 
jHiblic  use. 

Insurance  and  Medical  Service — On  free  choice  of 
physician,  there  was  a great  deal  of  discussion  of 
this  subject  at  the  reference  committee  meeting.  It 
was  voted  that  the  New  York  delegation  support  the 
definition  of  the  stand  on  free  choice  that  was 
passed  by  the  A.M.A.  House  of  Delegates  in  1959  at 
Dallas. 

Legislation  and  Public  Relations — Dr.  McClintock 
reported  on  report  of  the  Council  on  Legislative 
Activities,  that  the  reference  committee  considered 
the  report  and  was  favorably  impressed  by  efforts 
to  preserve  the  free  enterprise  system;  on  awards 
for  scholarship,  that  the  reference  committee  ap- 


proved in  principle  resolution  1,  introduced  by  the 
Illinois  delegation,  but  offered  a substitute  resolu- 
tion that  the  House  of  Delegates  of  the  A.M.A.  en- 
courage various  state  and  local  societies  to  jjrotnote 
high  school  scholarship  awards  j^rograins  in  their 
respective  areas;  on  medical  care  of  the  aged,  that 
the  reference  committee  was  in  agreement  with  the 
intent  of  re.solution  7,  introduced  by  the  Oklahoma 
delegation,  but  felt  that  a stronger  resolution  was  of 
utmost  importance  as  it  believed  the  immediate  ef- 
fective implementation  of  Title  VI  of  Bublic  Law 
80-778  (known  as  the  Kerr-Mills  Bill)  is  imi)era- 
tive;  on  creation  of  a long-range  planning  board  to 
study  anticipated  legislative,  sociologic,  and  eco- 
nomic trends  as  related  to  medical  i>racticeand  healt  h 
service,  that  the  reference  committe  felt  that  resolu- 
tion 10,  introduced  by  the  Oregon  delegation,  shovdd 
be  referred  to  the  Board  of  Trustees. 

Reports  of  Officers — Dr.  Galbraith  reported  that 
the  reference  committee  would  strongly  urge  that 
everything  be  done  to  implement  the  Kerr-Mills 
Bill  as  rapidly  as  possible. 

Medical  Education  and  Hospitals — Dr.  Rawls  re- 
ported on  provision  of  medical  service  for  paying 
patients  by  salaried  clinical  faculties  of  medical 
schools,  and  after  discussion,  the  delegation  voted 
that  this  section  of  the  Report  of  the  Council  on 
Medical  Education  and  Hospitals  should  be  re- 
ferred back  to  the  Council  for  further  study.  Dr. 
Rawls  was  requested  to  discuss  this  on  the  floor; 
on  foreign  interns,  that  several  resolutions  on  this 
subject  were  referred  to  the  reference  committee. 
After  discussion,  it  was  voted  again  t hat  the  delega- 
tion approve  resolution  2G,  introduced  by  the  Mas- 
sachusetts delegation,  entitled  “Educational  Coun- 
cil for  Foreign  Medical  Graduates  Program”  (see 
above)]  on  scholarship  and  loan  program,  there  was 
a great  deal  of  discussion  on  this  on  the  ]>art  of  the 
delegation,  and  it  was  voted  that  there  should  be 
local  participation  in  the  program  at  the  State 
Society  level. 

Medical  Military  Affairs — Dr.  Givan  reported  that 
the  reference  committee  opposed  discontinuance  of 
the  U.S.  Armed  Forces  Medical  Journal. 

In  accordance  with  a motion  passed  by  the  delega- 
tion at  its  meeting  in  New  York  City  on  October  ‘25, 
1960,  and  approved  by  our  Council  and  Board  of 
Trustees,  your  chairman  arranged  for  a luncheon 
on  Wednesday,  November  30,  tendered  to  the  heads 
of  a number  of  state  delegations. 

The  chairman  made  it  clear  to  all  present  that 
this  was  purely  a social,  get-better-acquainted  party ; 
that  we  had  no  ulterior  motives;  and  that  we  in- 
tended to  maintain  a wholesome  relationship  with 
them  and  others. 

Judging  from  immediate  comments  and  later 
communications,  this  activity  was  very  successful. 

The  delegation  sponsored  an  informal  reception 


April  1,  1961 


1163 


annual  REPonrs 


aiul  “smorKasl)or(l  {>:(‘t-t()K<“lhor”  for  A.Al.A.  dolc- 
fiates  and  tlieir  wives,  alternate  delegates,  and  others, 
in  the  Cotillion  Room  of  the  Sheraton-Park  Hotel 
(hiring  the  early  ev(>ning  of  November  lit). 

Musicians  weri'  on  hand  to  give  a festive  air  to  the 
occasion.  The  music  and  “community”  singing 
proved  to  he  the  outstanding  events  of  the  evening. 

The  entire  project  was  characterized  as  sensa- 
tional by  most  of  the  folks  who  attended.  (We  are 
still  receiving  notes  of  commendation  and  con- 
gratulations from  colleague's  in  various  ]>arts  of  the 
country.) 

Mere  words  cannot  e.xprc'ss  our  heartfelt  thanks  to 
the  delegation,  the  wives,  and  the  staff,  without 
whose  devotion,  dedication,  and  coojx'ration  very 
little  would  have  been  accomjili.shed. 

Resju'ctfully  submitted, 

Henry  I.  Fineberg,  M.D.,  ('hnirman 

Following  is  a report  of  the  actions  of  the  House 
of  Di'legates  taken  at  the  14th  clinical  session  in 
Washington.  This  was  submitted  to  us  by  F.  ,J.  L. 
Hlasingame,  M.D.,  executive  vicc'-president  of  the 
.American  Medical  .As.sociation. 

Washington,  D.C.,  December  1. — A scholarship 
and  loan  program  for  medical  students,  the  .status  of 
foreign  medical  graduates,  an  A.M.A.  membership  dues 
increase,  the  expansion  of  voluntary  health  insurance, 
health  care  for  the  aged,  and  new  developments  in 
polio  vaccine  were  among  the  major  subjects  acted  on 
at  the  American  Medical  Association’s  Fourteeuth 
Clinical  Meeting  held  in  Washington,  D.C’.,  November 
28  to  December  1. 

Named  as  1900  General  Practitioner  of  the  Year 
was  forty-four-year-old  James  T.  Cook,  AI.D.,  of 
Marianna,  Florida,  who  was  selected  for  his  dedication 
to  both  medical  practice  and  service  to  the  community. 
Dr.  Cook  is  the  14th  recipient  of  the  award. 

Speaking  at  the  Monday  opening  session,  E.  Vincent 
Askey,  M.D.,  of  Los  Angeles,  A.M..A.  president,  called 
on  the  delegates  to  support  not  only  existing  A.M..A. 
programs  but  also  expansion  of  new  programs  neces- 
sary to  meet  the  challenges  of  society.  Dr.  .Askey  as- 
sured the  new  administration  in  Washington  of  coopera- 
tion whenever  and  wherever  possible  but  emphasized 
that  the  .A.M..A,  will  not  change  its  policies  merely  for 
the  sake  of  conformity. 

Total  regLstration  reached  8,170,  made  up  of  .8,940 
physicians  and  4,239  guests. 

Scholarship  and  Loan  Program  - -The  House  of  Dele- 
gates approved  a scholarship  and  loan  program  proposed 
by  the  Special  Study  Committee  of  the  Council  on 
Medical  Education  and  Hospitals,  and  also  urged  that 
there  shall  be  local  participation  in  the  program  at  the 
.state  and  county  level.  In  commenting  on  the  two- 
part  program,  the  House  approved  the  following  state- 
ment by  the  reference  committee: 

“This  proposed  program  will  provide  concrete  evi- 
dence of  the  American  Medical  A.ssociation’s  sincere  de- 
sire to  attract  increasing  numbers  of  well-qualified  young 
people  to  enlarge  the  ranks  of  our  profession.  Your  refer- 
ence committee  recognizes  that  the  program  is  wisely 
designed  to  allow  for  its  enlargement  through  the  suj)- 
port  of  individual  physicians  and  other  groups.  Your 
reference  committee  was  impres.sed  with  the  enthu- 
siastic .support  of  this  proposal  indicated  during  the 


course  of  the  discussion.  There  was  indicated  a de.sire 
that  in  the  final  formulation  of  the  administrative  de- 
tails of  this  program,  provision  be  made  for  widespread 
participation  by  individual  physicians  as  well  as  county 
and  state  medical  societies.  The  program  will  clearly 
assist  in  securing  highly  talented  individuals  whose 
ability  and  leadership  in  all  areas  of  medicine  will  be 
fostered  and  at  the  same  time  will  bring  needed  finan- 
cial assistance  on  a broad  basis  to  medical  students 
under  a system  in  keeping  with  this  .Association’s  belief 
in  individual  re.sponsibility.” 

Foreign  Medical  School  Graduates. — Meeting  the 
problem  of  foreign  medical  graduates,  the  House  of 
Delegates  adopted  a report  which  included  the  follow- 
ing statement ; 

“In  order  that  those  foreign  ph.y.sicians  who  have  not 
jmt  been  certified  by  the  Educational  Council  for  Foreign 
Medical  Graduates  might  be  given  further  opiiortunity 
to  enhance  their  medical  education,  hospitals  be  en- 
couraged to  develop  special  educational  programs. 
Such  programs  must  be  of  educational  worth  to  the 
foreign  graduate  and  must  divorce  him  from  any  re- 
sponsibility for  patient  care.  Foreign  physicians  may 
participate  in  these  programs  until  June  30,  1961,  with 
approval  of  the  Department  of  State  .so  that  their  ex- 
change visa  will  not  be  withdrawn  before  that  time. 
This  will  also  allow  the  noncertified  foreign  physician 
the  opportunity^  to  take  the  .April,  1901,  Educational 
Council  for  Foreign  Medical  Graduates  examimation.” 

A.M.A.  Dues  Increase. — The  House  approved  a 
Board  of  Trustees  report  which  announced  that  a dues 
increase  be  recommended  at  the  annual  meeting  in 
.June,  1901.  The  report  indicated  that  the  amount 
would  be  not  less  than  $10  and  not  more  than  $25  to 
be  effective  January'  1,  1902.  The  reference  committee 
asked  the  Board  to  consider  an  increase  in  the  annual 
dues  of  $20,  to  be  implemented  over  a period  of  two 
years:  $10  on  January  1,  1902,  and  $10  additional  on 
January  1,  1903. 

The  Hou.se  sugge.sted  that  these  funds  be  used  to 
inaugurate  or  expand  a number  of  programs  including: 

1 . Financial  assistance  to  medical  .students. 

2.  Continuing  education  for  practicing  ph.vsicians. 

3.  Health  advice  to  the  lay'  public. 

4.  Medical  research. 

5.  The  expansion  b.v  the  Communications  Division 
of  its  program  of  faithfully  portraying  the  image  of  the 
.American  Medical  Association. 

It  is  important,  the  House  emiihasized,  that  the 
Board  of  Trustees  report  recommending  a dues  increase 
be  transmitted  in  essence  to  the  grass  roots  level. 

Voluntary  Health  I nsurance. — In  place  of  a Board  of 
Trustees  report  and  three  resolutions,  the  House  adopted 
the  following  substitute  resolutions: 

“Where.as,  it  has  been  widely  recognized  that 
voluntary'  health  insurance  is  the  primary  alternative 
to  a compulsory  governmental  program;  and 

“Whereas,  the  public  has  shown  its  confidence 
in  this  voluntary  system ; and 

“Whereas,  current  social,  political,  and  economic 
developments  compel  a new  and  revitalized  effort  to 
make  voluntary'  health  insurance  successful;  and 
“Whereas,  the  .American  Medical  Association  has 
consistently  pledged  itself  to  make  available  the 
highest  type  of  medical  care;  therefore  be  it 

“Resolved,  that  the  House  of  Delegates  direct  the 
Board  of  Trustees  and  the  Council  on  Medical 
Service  to  assume  immediately'  the  leadership  in  con- 
solidating the  efforts  of  the  American  Medical  .Asso- 
ciation with  those  of  the  National  Association  of  Blue 
Shield  Flans,  the  .American  Hospital  .Association,  and 
the  Blue  Cross  Association  into  maximum  develore 
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ment  of  tlio  volimtiiry,  nonprofit  proimyinont  con- 
cept to  provide  lieath  care  for  the  American  people; 
and  be  it  further 

"Resolved,  tliat  similar  leadership  be  undertaken  to 
coordinate  the  efforts  of  private  insurance  carriers 
through  conferences  with  their  national  organiza- 
tions; and  be  it  further 

“Resolved,  that,  where  feasible,  efforts  be  made  to 
cooperate  with  representatives  of  other  types  of 
medical  care  plans,  other  professional  groups,  and 
representatives  of  industry,  labor,  and  the  public  at 
large.” 

Health  Care  for  the  Aged. — The  House  reaffirmed  the 
.A.ssoc,iation’s  support  of  the  Kerr-Mills  Bill,  which  was 
passed  last  summer,  and  its  opposition  to  any  legisla- 
tion involving  the  u.se  of  the  OASDI  mechanism  for 
medical  aid  to  the  aged.  The  delegates  also  urged  all 
state  and  lottal  medical  societies  to  cooperate  with  the 
appropriate  state  officials  and  provide  leadership  in 
implementing  the  provisions  of  the  Kerr-Mills  Bill. 

In  connection  with  health  care  for  the  aged,  the 
House  suggested  further  experimentation  in  home  care 
programs,  homemaker  services,  and  visiting  nurse  serv- 
ices. The  delegates  also  recommended  an  increased 
emphasis  at  all  levels  of  medical  education  on  the  new 
challenges  being  presented  to  physicians  in  the  health 
care  of  older  per.sons. 

Polio  Vaccine. — The  Hou.se  agreed  with  a Board  of 
Tru.stees  report  which  said: 

“In  view  of  the  fact  that  oral  polio  vaccine  will  not 
be  generally  available  in  sufficient  quantity  in  1901 
for  any  large  scale  immunizing  effort,  the  Board  of 
Trustees  of  the  .\.M.A.  strongly  recommends  that  the 
medical  profession  encourage  the  widest  possible  use  of 
the  ,Salk  vaccine  for  the  prevention  of  poliomyelitis. 
The  Salk  vaccine  has  been  proved  to  be  effective  and 
.since  there  are  still  many  segments  of  the  population 


not  immunized  against  poliomyelitis  every  effort 
should  be  made  to  encourage  the  general  public  to  take 
advantage  of  the  Salk  vaccine  without  delay.” 

The  Board  report  was  amended  to  suggest  that  a 
proper  committee  be  established  by  the  A.M..A..  to  study 
the  problems  involved  in  administration  of  the  new’ 
oral  polio  vaccine  and  to  establish  guides  for  physicians 
to  follow  when  they  arc  approached  by  various  groups 
and  asked  for  their  support  in  administering  oral  polio 
vaccine. 

Miscellaneous  Actions. — In  considering  a wide  variety 
of  resolutions  and  annual  and  .supplementary  reports, 
the  Hou.se  also: 

Approved  continuing  .study  and  periodic  re-evalua- 
tion of  the  trend  toward  locating  phj  sician’s  offices  in 
or  adjacent  to  hospitals; 

Directed  the  Committee  on  Medical  Care  for  Indus- 
trial Workers  to  carry  out  its  duties  as  previously  in- 
structed and  to  prepare  guides  for  phy.sicians  relation- 
ships wdth  medical  care,  plans  in  conformity  with  the 
clear  policies  already  laid  down  by  the  Hou.se  of  Dele- 
gates; 

Approved  a .set  of  guides  relating  to  drug  expendi- 
tures for  welfare  recipients; 

Asked  the  Board  of  Trustees  to  study  the  cpiestion 
of  blood  replacement  responsibility  and  also  the  matter 
of  e.stablishing  health  insurance  fee  .schedules  for  sur- 
gical assistants; 

Urged  the  Board  to  make  every  effort  to  reduce  the 
number  of  physicians  who  are  nondues-paying  members 
and  approved  a three-year  .study  report  on  the  relation- 
.ships  of  phy.sicians  not-in-private-practice  to  organized 
medicine; 

Requested  the  Board  to  present  a completed  retire- 
ment and  disability  insurance  program  for  .\.M..\.  mem- 
bers at  the  June,  1961,  meeting;  and 

Agreed  that  the  General  Practitioner  of  the  Year 
Award  should  be  continued  as  at  pre.sent. 


April  1,  1961 
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CANCER  SERVICES 
AND  FACILITIES  IN 
NEW  YORK  STATE 

Subcommi t tee  on  Cancer 

JOHN  G.  MASTERSON,  M.D.,  F.A.C.S.,  Chairman 


I^Tew  A'ork  State  has  services  and  facilities  for  the  potential  and  actual 
-L  ^ cancer  patient  which  have  played  a large  part  in  the  saving  of  lives 
from  cancer.  However,  the  facts  as  to  the  availability  of  these  services 
must  be  generally  known  if  they  are  to  be  used  to  their  fullest  extent.  It 
is  for  this  reason  that  the  Subcommittee  on  Cancer  of  the  Committee  on 
Public  Health  and  Education  of  the  Medical  Society  of  the  State  of  New 
York  has  prepared  the  following  report  in  cooperation  with  Paul  R.  Ger- 
hardt,  M.D.,  Vincent  H.  Handy,  M.D.,  and  Albert  H.  Harris,  M.D.,  from 
the  New  York  State  Department  of  Health,  and  Abraham  Oppenheim, 
M.D.,  from  the  City  of  New  York  Department  of  Health.  The  report 
lists  the  tumor  clinics,  tumor  diagno.stic  clinics,  cancer  detection  clinics, 
home  nursing  services,  and  laboratories  approved  for  histologic  and  cyto- 
logic services. 


TABLE  I. — Cancer  Services  and  Facilities,  New  York  State,  Exclusive  of  New  York  City 


Facility  (By  County) 

Tumor 
Clinic* 
or  Tumor 
Diagnostic 
Clinic 

Cancer 

Detection 

Center 

Approved!  Laboratory 

• Offering > 

Histo- 

pathology  Cytologj' 
(Number  refers  to 
laboratory  where 
work  is  performed) 

County- 

Wide 

Public 

Health 

Nursing 

Service 

Albany 

Alliany 

I Albany  Hospital  and  Albany  Med- 
ical College  laboratories 

X 

X 

X X 

X 

2 Bender  Hygienic  Laboratory 

3 Memorial  Hospital 

4 St.  Peter’s  Hospital 

5 U.S.  Veterans  Administration  Hos- 

pital laboratories 

Cohoes 

6 Cohoes  Memorial  Hospital  labora- 

tory 

Allegany 

Belmont 

7 Allegany  County  Public  Health 

laboratory 


Approval 

pending 


(Continued) 
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CANCER  8ERVICEH  AND  FACILITIES  IN  NEW 
TABLE  I. — {Continued) 

YORK  ST A TE 

'Lumor 
Clinic* 
or  Tumor 

Cancer 

Approved  t Laboratory 

• Offering . 

Histo- 

pathology  Cjtology 
(Number  refers  to 

County- 

wide 

Public 

Health 

Diagnostic 

Detection 

laboratory  where 

Nursing 

Facility  (By  County) 

Clinic 

Center 

work  is  performed) 

Service 

Broome 

Bingham- 

Binghamton 

8 Binghamton  General  Hospital 
(Kilmer  Memorial  laboratory) 

X 

X 

X 

ton  only 

9 Our  Lady  of  Lourdes  Memorial 
Hospital,  Inc.,  laboratory 

X 

X 

Endicott 

10  Endicott- Johnson  Medical  De- 
partment laboratory 

12 

12 

11  Ideal  Hospital 

X 

X 

X 

Johnson  City 

12  Charles  S.  Wilson  Memorial  Hos- 
pital 

X 

X 

X 

Cattaraugus 

X 

Gowanda 

13  Cattaraugus  County  laboratories 
Olean 

14  Cattaraugus  County  laboratories 

X 

X 

15 

15 

15  Olean  General  Hospital  laboratory 

X 

X 

16  St.  Francis  Hospital  laboratory 

X 

X 

Cayuga 

X 

Auburn 

17  Auburn  Memorial  Hospital  (Cay- 
uga County  laboratory) 

X 

X 

X 

18  Mercy  Hospital  (Cayuga  County 
laboratory) 

X 

X 

Chautauqua 

X 

Dunkirk 

19  Brooks  Memorial  Hospital  labora- 
tory 

X 

X 

Jamestown 

20  Municipal  laboratory 

X 

X 

Chemung 

X 

Elmira 

21  Arnot-Ogden  Memorial  Hospital 
laboratory 

X 

X 

X 

22  St.  Joseph’s  Hospital  laboratory 

X 

X 

X 

Chenango 

X 

Norwich 

23  Chenango  Memorial  Hospital 

X 

X 

X 

Clinton 

X 

Plattsburgh 

24  Champlain  Valley  Hospital  labor- 
atory 

X 

X 

Columbia 

X 

Hudson 

25  Columbia  Memorial  Hospital  lab- 
oratory 

X 

X 

26  Rip  Van  Winkle  Clinic 

X 

25 

25 

Cortland 

X 

Cortland 

27  Cortland  Memorial  Hospital  lab- 
oratory 

X 

X 

Delaware 

X 

Walton 

28  Delaware  Valley  Hospital 

X 

1 

1 

Dutchess 

X 

Beacon 

29  Highland  Hospital  laboratory 

X 

X 

30  Matteawan  State  Hospital  labora- 
tory 

X 

X 

(.Cordiuiied) 
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TABLE  I. — (Continued) 


Facility  (By  County) 


Approved  f Laboratorj' 


' Offering * 

Countv- 

Tumor 

Histo- 

Wide 

Clinic* 

pathology  Cvtologv 

Public 

or  Tumor 

Cancer 

(Number  refers  to 

Health 

1 liagnost  ic 

Detection 

laborator}’  where 

Nursing 

Clinic 

Center 

work  is  performed) 

Service 

Poughkec^psie 

31  Hudson  River  State  Hospital  lab- 

oratory 

32  St..  Francis  Hospital  laboratory 

33  V'assar  Brothers  Hospital  x 

t\'ingdale 

34  Harlem  Valley  State  Hospital  lab- 

oratory 

Erie 

BulTalo 


35  BulTalo  General  Hospital  x 

36  Central  Cytologic  laboratory 

37  Children’s  Hospital  x 

38  Deaconess  Hospital  laboratory 

39  Emergency  Hospital  laboratory 

40  Erie  County  laboratory 

41  Mercy  Hospital  x 

42  E.  J.  Meyer  Memorial  Hospital 

laboratory  x 

43  Millard  Fillmore  Hospital  labora- 

tory 

44  Roswell  Park  Memorial  Institute  x 


45  Sisters  of  Charity  Hospital  labora- 

tory 

46  U.S.  Veterans  Administration 

Hospital  laboratory 

Kenmore 

47  Kenmore  Mercy  Hospital  labora- 

tory 

Franklin 

Saranac  Lake 

48  General  Hospital  of  Saranac  Lake  x 

Fulton 

Gloversville 

49  Fulton  County  laboratory 

(Nathan  Littauer  Hospital) 

Johnstown 

50  Fulton  County  laboratory  (John.s- 

town  Hospital) 

Genesee 

Batavia 

51  The  G(uiesee  laboratory 

52  Genesee  Memorial  Hospital  labo- 

ratory 

53  St.  Jerome  Hosjjital  laboratory 
Greene 

Catskill 

54  Memorial  Hospital  of  Greene 

County  laboratory 

Herkimer 

Herkimer 

55  Herkimer  Memorial  Ho.spital  lab- 

oratory 

Jefferson 

Watertown 

56  House  of  the  Good  Samaritan  x 

57  Mercy  Ho.spital  laboratory 
Lewis 

I.owville 


X 

X 

X 

X 

X 

X 

X 

X 

.\ 

X 

X 

X 

X 

X 

X 

X 

X 

X 


Ai)i)roval 

pending 


A]i])roval 

pending 

X 

X 

X 


X 


X 

X 

X 


X 

X 


X 

X 

X 

X 

X 

X 

X 

X 

X 


X 

X 


A})proval 

pending 


Approval 

pending 

X 

X 

X 


X 


92 

X 

X 
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TAUlJi]  I.. — {CotiLmued) 


Approved  t Laboratory 

County- 

Wide 

Public 

Health 

Nursing 

Service 

Facility  (H'y  County) 

Tumor 
Clinic* 
or  Tumor 
Diagnostic 
Clinic 

Cancer 

Detection 

Center 

Histo- 

pathology  Cytolog.y 
(Number  refers  to 
laboratory  where 
work  is  performed) 

58  Lewis  County  laboratory 
Madison 

Canastota 

59  Madison  County  bactcriologic 

X 

X 

X 

lahoratoBies 

Hamilton 

60  Madison  County  bacteriologie 

61 

61 

laboratories 

Oneida 

61  Madison  County  bacteriologic 

61 

61 

laboratories 

X 

X 

Monroe 

Rochester 

X 

62  Baden  Street  Health  Center 

X 

()9 

69 

611  Genesee  Hospital 

X 

X 

X 

64  Highland  Hospital 

X 

X 

X 

65  Park  Avenue  Hospital  laboratory 

X. 

X 

66  Rochester  General  Hospital 

67  Monroe  County  Health  Depart- 

ment laboratories  (University  of 

X 

X 

X 

Rochester  School  of  Medicine) 

X 

X* 

68  St.  Mary’s  Hospital 

69  Strong  Memorial  Hospital  and 

X 

X 

X 

Rochester  Municipal  Hospital 

X 

X 

X 

Montgomery 

Amsterdam 

70  Montgomery  County  laboratories 

X 

(Amsterdam  City  Hospital) 

71  Montgomery  County  laboratories 
(St.  Mary’s  Hospital)' 
Canajoharie 

X 

X 

X 

X 

72  Montgomery  County  lal)oratories 

71 

71 

Nassau 

Farmingdalc 

73  Nassau  County  Tuberculosis  San- 

X 

atorium  laboratory 
Glen  Cove 

74  The  Laboratory  of  the  Commu- 

X 

nity  Hospital  of  Glen  Cove 
Grc^at  Neck 

75  Laboratories  of  L.  E.  Marshall, 

X 

X 

M.l). 

Hempstead 

X 

X 

76  Meadowbrook  Hospital 

77  Niissau  County  Division  of  Labo- 

X 

X 

X 

ratories  and  Research 
Manhasset 

X 

X 

78  Manhasset  Hospital  laboratorv 

X 

X 

79  North  Shore  Hospital  laboratory 
Mineola 

X 

X 

80  Nassau  Hospital  laboratory 

X 

X 

Niagara 

Loekport 

X- 

81  Cancer  Society  office 

X 

82 

82 

82  Loekport  Memorial  Hospital 

X 

X 

83  Mount  View  Hospital  Laboratory 
Niagara  Falls 

X 

X- 

84  Mount  St.  Mary’s  Hospital 

85  Niagara  Falls  Memorial  Hospital 

X 

X 

X 

laboratory 

86  Niagara  Falls  Public  Health  lab- 
oratory 

X 

X 

X 

{(YonUnmd')' 
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TABLE  I. — {Continued) 


Approved!  Laboratory 

Countv- 

Wide  ■ 

Public 

Health 

Nursing 

Service 

Facility  (By  County) 

Tumor 

Clinic* 

or  Tumor  Cancer 

Diagnostic  Detection 
Clinic  Center 

Histo- 

pathology  Cytology 
(Number  refers  to 
laboratory  where 
work  is  performed) 

Oneida 

Rome 

X 

87  Rome  City  laboratory 
Utica 

X 

X 

88  St.  Elizabeth  Hospital 

89  St.  Luke’s-Memorial  Hospital 

X 

X 

X 

Center  laboratory 

X 

X 

90  Utica  City  laboratory 

X 

X 

91  Utica  State  Hospital  laboratory 

X 

X 

92  Faxton  Hospital  laboratory 
98  Laboratory  of  the  Children’s  Hos- 

X 

X 

pital  of  Utica 

X 

X 

Onondaga 

Syracuse 

94  Bureau  of  Laboratories,  Depart- 

X 

ment  of  Health 

95  Crouse-Irving  Hospital  labora- 

X 

tory 

...  ... 

X 

X 

96  St.  Joseph’s  Hospital  laboratory 

97  St.  Mary’s  Hospital  laboratory 

98  Hospital  of  the  Good  Shepherd 

laboratory  (Syracuse  Medical 

X 

X 

X 

96 

School) 

X 

X 

99  Syracuse  Memorial  Hospital 
100  li.S.  Veterans  Administration  Hos- 

X 

X 

X 

pital  laboratory 

X 

X 

Ontario 

Canandaigua 

101  F.  F.  Thompson  Hospital  labora- 

X 

tory 

102  U.S.  Veterans  Administration  Hos- 

X 

X 

pital  laboratory 
Clifton  Springs 

103  Clifton  Springs  Sanitarium  and 

X 

X 

Clinic  laboratory 

Geneva 

104  Geneva  General  Hospital  labora- 

X 

X 

tory 

X 

X 

Orange 

Cornwall 

X 

105  Cornwall  Hospital  laboratory 
Middletown 

106  Middletown  State  Homeopathic 

X 

X 

Hospital  laboratory 

X 

X 

107  E.  A.  Horton  Memorial  Hospital 
Newburgh 

X 

X 

X 

108  St.  Luke’s  Hospital 

X 

X 

X 

Orleans 

Albion 

X 

109  Orleans  County  laboratories 
Medina 

X 

X 

110  Orleans  County  laboratories 

X 

X 

Oswego 
F ulton 

111  Oswego  County  Division  of  Lab- 

none 

oratories  and  Research 

( Iswego 

112  Oswego  County  Division  of  Lab- 

X 

X 

oratories  and  Research 

X 

X 

Otsego 

Cooperstown 

none 

1 13  Mary  imogene  Bassi'tt  Ho.spital 

X 

X 

X 

{Continued) 
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TABLE  I. — {Continued) 


Tumor 
Clinic* 
or  Tumor 

Cancer 

Approved  t Laboratory 

' Offering ^ 

Histo- 

pathology  Cytology 
(Number  refers  to 

County- 

Wide 

Public 

Health 

1 liagnostic 

Detection 

laboratory  where 

Nursing 

Facility  (By  County) 

Clinic 

Center 

work  is  performed) 

Service 

1 14  Otsego  County  laboratories 

X 

X 

Oneonta 

115  Fox  Memorial  Hospital 

X 

X 

X 

Rensselaer 

X 

Troy 

116  Samaritan  Hospital  (Cluett  path- 
ologic laboratory) 

X 

X 

X 

117  Rensselaer  County  laboratory 

1 

1 

118  St.  Mary’s  Hospital  laboratory 

Approval 

Approval 

Rockland 

pending 

pending 

X 

Nyack 

119  Nyack  Hospital 

X 

X 

X 

Orangeburg 

120  Rockland  State  Hospital  labora- 
tory 

X 

Pomona 

121  Summit  Park  Sanatorium  labora- 
tory 

X 

X 

Suffern 

122  Good  Samaritan  Hospital 

X 

X 

X 

St.  Lawrence 

X 

Canton 

123  St.  Lawrence  County  laboratories 

X 

X 

Gouverneur 

124  E.  J.  Noble  Hospital  laboratory 

X 

X 

Massena 

125  St.  Lawrence  County  laboratories 

X 

X 

Ogdensburg 

126  A.  Barton  Hepburn  Hospital  lab- 
oratory 

X 

X 

127  St.  Lawrence  County  laboratories 

123 

123 

Potsdam 

128  St.  Lawrence  County  laboratories 

X 

X 

Star  Lake 

129  St.  Lawrence  County  laboratories 

X 

X 

Saratoga 

X 

Ballston  Spa 

130  Saratoga  County  laboratories 

X 

X 

Saratoga  Springs 

131  Saratoga  County  laboratories 

X 

X 

Schenectady 

X 

Schenectady 
132  Ellis  tiospital 

X 

X 

X 

133  St.  Clare’s  Hospital  laboratory 

X 

X 

Steuben 

Bath 

134  Steuben  County  laboratories 

X 

X 

X 

135  U.S.  Veterans  Administration 
Center  laboratory 

X 

X 

Corning 

136  Corning  Hospital  (Steuben  County 
laboratories) 

X 

X 

X 

Hornell 

137  Steuben  County  Laboratories  (St. 
James  Mercy  Hospital) 

X 

X 

138  Steuben  County  Laboratories 
(Bethesda  Hospital) 

X 

X 

Suffolk 

Amityville 

139  Brunswick  General  Hospital  lab- 
oratory 

X 

X 

X 

(Continued) 
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TABLE  I . — ( Contirhued ) 


Ai>provedt  Lal^oratory 

Countj'- 

Wide 

Puldic 

Health 

Nursing 

Service 

Facility  (By  County) 

Tumor 

Clinic* 

or  Tumor  C'ancer 

Diagnostic  Detection 
Clinic  Center 

Histo- 

pathology  Cytologj' 
(Number  refers  to 
laboratory  where 
work  is  performed) 

Bay  Shore 

140  Southsidc  Hospital 
Central  Islip 

141  Central  Islip  State  Hospital  lab- 

X ... 

X X 

oratory 

Huntington 

X X 

142  Huntington  Hospital  laboratory 
Islip 

143  South  Shore  Analytical  and  Re- 

X.  X 

search  Laboratorj’,  Inc. 

Kings  Park 

144  Kings  Park  State  Hospital  labora- 

X X 

tory 

West  Brentwood 

X 

145  Edge  wood  laboratory 

X 

Sullivan 

Liberty 

X 

146  Liberty-Loomis  Hosi)itaJ 

X 

147  Liberty  Maimonides  Hospital 
Monticello 

X 

151  151 

148^  Monticello  Hospital 

X 

'hompkins 

149  Cornell  University  Infiwnary  lab- 

X 

oratory 

X ... 

150  Tompkins  County  laboratory 

X X. 

Ulster 

Kingston 

X 

151  City  of  Kingston  laboratory 

152  City  of  Kingston  laboratory 

X X 

(Benedictine  HospitiU) 

153  City  of  Kingston  laljoraibory 

X X 

(Kingston  Hospital) 

X X 

154  Ulster  County  Tumor  Clinic 

X 

151  I5J- 

Il'arren 
Clens  F'alls 

155  Glens  Falls  Plospital  (Foukls 

X 

Memorial  laboratory) 

156  Warren  County  bacteriologic 

X 

X X 

laboratory 

X X 

Washington 

Cambridge 

157  Mary  McClellan  Hospital  lalxjra- 

X 

tory 

X X 

Wayne 

Newark 

X 

158  Newark  State  School  laboratory 

X X 

Westchester 

Bronxville 

X- 

159  Lawrence  Hospital  lab(»ratory 
Dobbs  Ferry 

X X 

160  Dobbs  Ferry  Hospital  laboratory 
.Mount  Kisco 

161  Northern  Westchester  Hospital 

X X 

laboratory 
Mount  Vernon 

X X 

162  Mount  Vernon  Hospital 
New  Rochelle 

X 

X X 

163-  New  Rochelle  Hosi)ital 

164  New  Rochelle  Professional  Build- 

X 

X X 

ing  laboratory 
North  Tarrytown 

X X 

( CoiUituied ) 
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TAHLE  I. — {Continued) 


Tumor 


Ajjprovedf  Laboratory 

Offering ■ County- 

Histo-  Wide 


Facility  (By  County) 

Clinic* 

or  Tumor  Cancer 

Diagnostic  Detection 
Clinic  Center 

pathology  Cytology 

(Number  refers  to 
laboratory  whore 
work  is  performed) 

Public 

Health 

Nursing 

Service 

105  Phelps  Memorial  Hospital  labora^ 

tory 

Port  Chester 

X 

X 

100  United  Hospital 
V'alhalla 

107  Grasslands  Hospital  (Westchester 
County  Department  of  Lahora- 

X 

X 

X 

tories  and  Research) 
I\'hite  Plains 

X 

X 

X 

108  St.  Agnes  Hospital 

X ... 

X 

X 

109  IVhite  Plains  Hospital 
170  White  Plains  Medical  Centre 

X 

X 

X 

Branch  laboratory 
Yonkers 

171  Department  of  Public  Health, 

X 

X 

Bureau  of  Laboratories 

X 

X 

172  St.  John’s  Riverside  Hospital 

X 

X 

X 

173  St.  Joseph’s  Hospital  laboratory 

X 

X 

174  Yonkers  General  Hospital 

X 

X 

X 

Wyoming 

Warsaw 

X 

175  Wyoming  County  laboratory 

X 

X 

Yates 

Penn  Yan 

X 

176  Yates  County  laboratory 

X 

X 

* Tumor  Clinics  offer  diagnostic,  therapeutic  and  consultant  services;  Tumor 
only  diagnostic  facilities. 

Diagnostic  Clinics  offer 

t In  accordance  with  Article  5,  Title  1,  Section  502,  of  the  Public  Health  Law,  and  Chapter  IV,  Regulation 
5,  of  the  New  York  State  Sanitary  Code. 

TABLE  II. — Canceu  Facilities — lIoserrALS  in  New  Vokk  City 


Hospitals  (By  County) 

Address 

Cancer 

Detection  Tumor 

• Laboratory s 

Cytology  Pathology 

Bronx 

Bronx  Municipal  Hospital 
Center 

I’elham  Parkway  and  East- 
chi^ster  Road 

X 

X 

X 

I^'ordham 

Southern  Boulevard  and  Cro- 
tona  Avenue 

... 

X 

X 

Kingsbridge  V.A. 

130  West  Kingsbridge  Road 

Veterans 

only 

X 

X 

Lelianon 

Grand  Concourse  and  173rd 
Street 

X 

X 

X 

Lincoln 

320  Concord  Avenue 

X 

X 

Miscericordia 

600  I'iast  233rd  Street 

X 

X 

Montefiore 

210th  Street  and  Bainbridge 
Avenue 

X X 

X 

X 

Morrisania 

168th  Street  and  Gerard  Avenue 

X 

X 

X 

St.  Barnabas 

183rd  Street  and  3rd  Avenue 

X 

X 

Kings 

Beth-El 

Linden  Boulevard  and  Rock- 
away  Parkway 

X 

X 

X 

Brooklvn  Womens 

1395  Eastern  Parkway 

X 

X 

X 

Coney  Island 

Ocean  Parkway  and  Avenue  L 

X 

X 

Cumberland 

39  Auburn  Place 

X 

X 

Greenpoint 

Skillman  and  Kingsland 
Avenues 

X 

X 

Jewish  Chronic  Disease 

86  East  49th  Street 

X 

X 

X 

Jewish  Hospital 

555  Prospect  Place 

X X 

X 

X 

(Continued) 
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TABLE  II. — {Continued) 




Hospitals  (By  County) 

Address 

Cancer 

Detection  Tumor 

• Laboratory • 

Cytology  Pathology 

Kings  County 

451  Clarkson  Avenue 

X 

X 

X 

X 

Long  Island  College 

110  Amity  Street 

X 

X 

X 

Maimonides 

4802  10th  Avenue 

X 

X 

X 

Methodist  Hospital 

6th  Street  and  7th  Avenue 

X 

X 

X 

St.  John’s  Episcopal 

480  Herkimer  Street 

X 

X 

X 

St.  Mary’s 

1298  St.  Mark  Avenue 

X 

X 

X 

Veterans’  Administration 

Cropsey  Avenue  and  7th 

Veterans 

X 

X 

X 

Williamsburg  CPDC 

Avenue 

151  Mauier  Street 

only 

X 

X 

X 

(City  of  New  York  De- 
partment of  Health) 

Wyckoff  Heights 

373  Stockholm  Street 

X 

X 

X 

X 

New  York 

Beekman-Downtown 

170  William  Street 

X 

X 

X 

Beth  Israel 

340  East  17th  Street 

X 

X 

X 

X 

Bird  S.  Coler 

Welfare  Island 

X 

X 

Columbus 

226  East  20th  Street 

X 

X 

X 

X 

Diagnostic  Service  Center 

303  Ninth  Avenue 

X 

X 

X 

(City  of  New  York  De- 
partment of  Health) 

Francis  Delafield 

99  Fort  Washington  Avenue 

X 

X 

X 

East  Harlem  (City  of  New 

158  East  115th  Street 

X 

X 

X 

York  Department  of 
Health) 

Grand  Central 

321  East  42nd  Street 

X 

X 

X 

Goldwater  Memorial 

Welfare  Island 

X 

X 

Gouverneur 

621  Water  Street 

X 

X 

James  Ewing 

1250  First  Avenue 

X 

X 

X 

Jewish  Memorial 

Broadway  and  196th  Street 

X 

X 

X 

Joint  Diseases 

1919  Madison  Avenue 

X 

X 

Knickerbocker 

70  Convent  Avenue 

X 

X 

X 

X 

Lenox  Hill 

Park  Avenue  and  76th  Street 

X 

X 

X 

Mother  Cabrini  Memorial 

611  Edgecombe  Avenue 

X 

X 

Mount  Sinai 

5th  Avenue  and  100th  Street 

X 

X 

X 

X 

New  York 

525  East  68th  Street 

X 

X 

New  York  Eye  and  Ear 

218  Second  Avenue 

X 

X 

New  York  Polyclinic 

345  West  50th  Street 

X 

X 

X 

X 

f New  York  University 

338  Second  Avenue 

X 

X 

X 

f Medical  Center 

Presbyterian 
St.  Clare’s 

622  West  168th  Street 

X 

X 

X 

415  West  51st  Street 

X 

X 

X 

St.  Luke’s 

113th  Street  and  Amsterdam 

X 

X 

St.  Vincent’s 

Avenue 

153  West  11th  Street 

X 

X 

X 

Strang  Clinic 

419  East  67th  Street 

X 

X 

X 

Sydenham 

565  Manhattan  Avenue 

X 

X 

Veterans  Administration 

408  First  Avenue 

Veterans 

X 

X 

Queens 

Flushing 

44-14  Parsons  Boulevard 

only 

X 

X 

Elmhurst  General 

79-10  Broadway 

X 

X 

X 

X 

Hillside  Hospital 

75-59  263rd  Street 

X 

X 

Mary  Immaculate 

152-11  89th  Avenue 

X 

X 

Parsons 

35-06  Parsons  Boulevard 

X 

X 

(Queens  General  Hospital 

82-68  164th  Street 

X 

X 

Richmond 

Richmond  Memorial 

375  Seguin  Avenue 

X 

X 

Sea  View 

Briel  Avenue 

X 

X 

U.  S.  Public  Health  Service 

Stapelton,  Staten  Island 

X 

X 

X 

.1  matiH  rrrom  arc  whal  make  him  amiable.  Guktiii'; 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Invitation  to  the  1961  Convention 


twenty-fifth  annual  convention  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York  will  be  held  in  Rochester, 
the  “City  of  Lilacs’’  May  7 to  May  10,  1961,  at 
the  Hotel  Sheraton.  It  is  with  pleasure  that  the 
State  Auxiliary  President,  Mrs.  Milton  W.  Kogan, 
and  the  Convention  Committee  extend  a cordial 
invitation  to  the  wives  of  doctors  in  New  York 
State  to  this  special  silver  anniversary  session. 

On  Monda.y,  May  8,  there  will  be  morning  and 
afternoon  sessions  of  the  House  of  Delegates  be- 
ginning at  9:00  a.m.  in  the  Terrace  Room  of  the 
Hotel  Sheraton.  On  Tuesday,  May  9,  and  Wednes- 
day, Ma\’  10,  there  will  be  morning  meetings  only 
of  the  House  of  Delegates.  Whether  delegate, 
alternate,  member,  or  guest,  you  will  find  that  these 
meetings  will  be  of  great  interest,  for  here  is  reviewed 
the  l)road  range  of  activities  and  achievements  of 
tin*  Auxiliary  for  the  past  year  and  here  are  made 
the  challenging  plans  for  the  future. 

For  leisure  time  have  been  scheduled  a tour  of 
Eastman  House  on  Sunday  evening,  May  7,  from 
8:00  to  10:00  p.m.  All  doctors,  doctors’  wives, 
and  guests  are  cordially  invited  to  join  this  interest- 
ing tour  of  Ceorge  Eastman’s  home  which  now 
houses  one  of  the  world’s  finest  photographic  e.x- 
hibits.  Planned  on  Wednesday  afternoon.  May 
10,  is  a tour  of  the  School  for  American  Craftsmen, 
at  the  Rochester  Institute  of  Technology.  There 
can  be  seen  world-renowned  artists  and  their 
students  at  work.  During  this  tour  will  be  the 
opportunity  to  visit  “Shop  I”  to  either  browse  or 
buy  lovely  hand-crafted  articles  such  as  those  seen 
in  the  school.  The  Auxiliary’s  information  center 
and  special  events  committee  will  be  happy  to 
a.ssist  in  making  any  other  plans  for  roaming  Roches- 


ter. 

As  part  of  the  twenty-fifth  anniversary  celebra- 
tion, a gala  reception  will  be  held  to  honor  the 
past-presidents  of  the  State  Auxiliary'.  The  Aux- 
iliary hopes  to  greet  all  doctors,  doctors’  wives, 
and  guests  at  this  reception  which  will  be  sponsored 
by  the  Medical  Society  of  the  State  of  New  York  on 
Monday  evening.  May  8,  from  8:80  to  10:80  p.m. 
in  the  Hotel  Sheraton  ballroom. 

Complete  plans  have  not  been  disclosed  for  a 
festive  silver  jubilee  luncheon  honoring  the  State 
Auxiliary  President,  Mrs.  Milton  W.  Kogan.  This 
affair,  scheduled  for  12:80  p.m.,  Tuesday,  May  9, 
in  the  Hotel  Sheraton  ballroom,  promises  to  hold 
pleasant  surprises  for  all. 

A fitting  climax  to  the  three  days  of  the  Auxiliary’s 
twenty-fifth  anniversary  celebration  will  be  the 
reception  and  dinner  dance  honoring  Norman  S. 
Moore,  M.D.,  President,  Medical  Society  of  the 
State  of  New  York.  The  Medical  Society  of  the 
State  of  New  York  has  planned  this  for  Wednesday 
evening.  May  10,  at  6:30  p.m.  in  the  Manger  Hotel 
ballroom. 

The  Auxiliary  hopes  to  welcome  each  doctor’s 
wife,  whether  a member  of  the  Auxiliary  or  one 
w'ho  is  attending  the  State  Society  Convention  wdth 
her  husband  in  Rochester  in  “Lilactime’’  in  May, 
1961.  Do  plan  to  join  the  Auxiliarj’  in  its  activities. 

Mrs.  Chakues  R.  Harris,  Chairman 
Mrs.  L.  Patrick  Davlin,  Cochairman 
Convention 
803  South  Lincoln  Road 
East  Rochester,  New  York 
178  Eastland  Avenue 
Rochester  18,  New  York 


The  moment  you  find  yourself  in  a hopeless  and  despairing  state  of  mind  regarding  your  work, 
take  a vacation. — Ell.a  Wheelp^r  Wilcox 
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Brooklyn  Naval  Hospital  Holds  World  War  II 
Reunion  Dinner — Tlie  annual  reunion  dinner  of  the 
World  War  II  alumni  of  the  U.S.  Naval  Hospital 
in  Brooklyn  will  he  held  at  the  Commissioned 
Officers’  Mess  (Officers’  Club)  of  the  U.S.  Naval 
Shipyard,  P'lushing  Avenue,  Brooklyn  1,  New  York, 
on  Thursday,  April  20,  at  ();10  p.m. 

Inasmuch  as  membership  in  the  Alumni  Asso- 
ciation has  been  widened  to  include  all  medical 
officers  who  served  at  medical  facilities  in  the  Third 
Naval  District,  all  such  officers  are  invited  to  at- 
tend. 

Sale  of  Raw  Milk  Banned — The  final  chapter  in  a 
long-term  program  to  eliminate  the  sale  of  raw 
milk  in  New  York  State  was  wiitten  ,\pril  1 with 
the  prohibition  of  the  sale  of  raw  milk.  .\s  of  that 
date  the  only  raw  milk  which  may  be  .sold  is  certi- 
fied raw  milk  sold  under  a phy.sician’s  jjrescription. 

Herman  E.  Hilleboe,  M.D.,  Commissioner,  New 
York  State  Department  of  Health,  has  announced 
that  milkborne  epidemics  of  disease  have  decreased 
over  the  years  propjortionately  with  the  decrease  in 
the  sale  of  raw  milk.  The  State  Health  Depart- 
ment’s program  to  prohibit  the  sale  of  raw  milk 
dates  back  to  1085  when  its  sale  was  banned  in 
cities  of  over  15,000  population. 

Refresher  Courses  in  Pediatrics  at  University  of 
Buffalo  -Intensive  refresher  courses  in  pediatrics 
are  being  offered  at  the  University  of  Buffalo  School 
of  Medicine  under  the  spon.sorshi])  of  the  Medical 
Society  of  the  State  of  New  Yoi-k  and  the  Bureau  of 
Maternal  and  Child  Health,  New  York  State  De- 
partment of  Health.  These  courses,  designed 
especially  to  meet  the  needs  of  general  practitioners, 
will  be  held  May  1 5 through  1 9,  and  June  5 through  9. 

The  courses  will  consist  of  a review  of  the  princi- 
[)les  and  recent  developments  in  diagnosis  and 
treatment  of  pediatric  disorders  and  in  the  care  of 
the  well  child.  The  teaching  will  be  done  by  the 
faculty  of  the  University  under  the  immediate  su- 
j)crvision  of  .Mitchell  I.  Rubin,  M.D.,  chairman, 
Dei)artment  of  Pediatrics.  Lectures,  informal 
discussions  and  ward  rounds  will  be  conducted 
daily,  and  the  idiysicians  attending  will  participate 
in  the  daily  admission  conferences  at  wdiich  all 
children  admitted  to  the  Buffalo  Children’s  Hospital 
on  the  previous  day  are  discussed  in  detail  before 
laboratory  and  x-ray  studies  are  available. 


For  information  and  enrollment  form  write  to; 
Bureau  of  Maternal  and  Child  Health,  New  York 
State  Department  of  Health,  84  Holland  Avenue, 
.\lbany  8,  New  York. 

Stepped-Up  Poliomyelitis  Control  Program — Sur- 
geon General  Designate  Luther  L.  Terry  of  the 
U.S.  Public  Health  Service  has  announced  that  he 
has  accepted  and  is  putting  into  immediate  operation 
recommendations  made  by  the  Service’s  Advisory 
Committee  on  Poliomyelitis  Control  for  a stepped-up 
program  to  prevent  polio  epidemics  in  19(il. 

In  accordance  with  the  new  program  the  Public 
Health  Service  has  offered  assistance  in  identifying 
neighborhood  groups  needing  protection  against 
polio  and  in  bringing  the  attention  of  medical 
agencies  concerned  with  polio  control  to  these  non- 
immune  groups.  The  Service  will  also  support 
state  and  local  health  departments  in  alerting  the 
public  to  the  need  for  polio  vaccinations  through 
continued  cooperation  with  the  Advertising  Coun- 
cil’s polio  vaccination  campaign. 

A “Babies  and  Breadwinners’’  plan  to  promote 
vaccination  of  infants  and  fathers,  particularly  in 
low-income  areas  where  the  need  for  vaccination  is 
greatest,  has  been  developed  by  the  Service. 

Physicians  Get  Grant  for  Study  of  Tay-Sachs 
Disease — A five-year  grant  in  the  amount  of 
$153,890  has  been  made  by  the  National  Institutes 
of  Health  to  Bruno  W.  Volk,  M.D.,  Forest  Hills, 
director,  and  Sydney  S.  Lazarus,  M.D.,  Brooklyn, 
assistant  director,  Isaac  Albert  Research  Institute 
of  the  Jewish  Chronic  Disease  Hospital,  Brooklyn. 

The  grant  is  being  made  for  sbidies  into  Tay- 
Sachs  disease  and  allied  fatal  degenerative  disea.ses 
of  the  nervous  system  occurring  in  infancy  and 
childhood.  Specifically,  the  study  is  on  enzymatic 
histochemistry  of  the  central  nervous  syst(>m  of  the 
sphingolipido.ses. 

Blue  Cross  Head  Urges  Legislative  Action — 
Mr.  J.  Douglas  Colman,  president  of  Associated 
Hospital  Service  of  New  York  has  urgi'd  action  by 
New  York  State  legislators  to  extend  the  usefulne.ss 
of  Blue  Cross  and  other  nonprofit  health  service 
agencies. 

Among  the  actions  proposed  by  Mr.  Colman  was 
the  use  of  the  present  authorizations  of  the  State 
Disability  System  to  continue  hospital  coverage  of  i 
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people  who  are  temporarily  unemployed  at  a cost  of 
not  more  than  0.15  per  cent  of  taxable  income. 

Other  n;cpu!8ts  for  legi.slative  action  included 
amendment  of  existing  laws  to  ])ermit  As.sociatcd 
Hospital  Service  contracts  with  labor  and  manage- 
ment groups  to  extend  for  three  years  instead  of  the 
present  one-year  limit,  and  authorization  for  As- 
sociated Hospital  Service  to  provide  for  nursing  and 
other  hospital-type  services  in  the  home  when  such 
care  could  substitute  for  actual  hospital  admission. 

Disaster  Nursing  Test  Available — The  National 
League  for  Nursing’s  Comprehensive  Achievement 
Test  in  Disaster  Nursing,  published  on  Febr\iary  1, 
is  designed  to  test  the  professional  nurse’s  ability 
to  function  effectively  in  natural  and  enemy-caused 
disasters.  Unlike  other  N.L.N.  achievement  tests, 
this  one  will  be  available  for  graduate  nurses  as 
well  as  nursing  students  nearing  graduation. 

Assistance  in  the  development  of  the  test  was 
received  from  persons  associated  with  the  N.L.N.- 
O.C.D.M.  project  in  disaster  nursing,  and  represent- 
atives of  many  other  organizations  and  agencies 
concerned  with  the  problems  of  disasters  and  disas- 
ter nursing. 

In  addition  to  a total  score,  two  subscores  will  be 
provided:  one  in  general  nursing  knowdedge  applic- 
able to  disaster  situations,  and  one  in  facts  and 
I)rinciples  peculiar  to  disasters  and  disaster  nursing. 

For  information  contact:  National  League  for 
Nursing  Evaluation  Service,  10  Columbus  Circle, 
New  York  19,  New  A^ork. 

American  College  of  Obstetricians  and  Gynecolo- 
gists Offers  Courses — A program  of  postgraduate 
courses  will  be  offered  this  year  for  the  first  time  by 
The  American  College  of  Obstetricians  and  Gynecolo- 
gists in  conjunction  with  its  tenth  anniversary 
clinical  meeting  April  20  through  28,  at  the  Ameri- 
cana Hotel,  Bal  Harbour,  Florida. 

Five  courses  will  be  held  from  April  21  through 
April  23.  They  will  include  subjects  in  which 
previous  training  may  have  been  deficient,  as  w'ell 
as  subjects  which  have  drastically  changed  because 
of  new  concepts,  a vast  amount  of  new  informa- 
tion, or  current  interest.  Some  of  the  subjects  to 


be  covered  are  genetics,  statistics,  radiation  physics, 
parenteral  nutrition,  and  steroid  metabolism. 

For  information  contact:  R.  Gonlon  Douglas, 
M.D.,  Vice  Chairman  in  Chargt;  of  Postgraduate 
Coursiw,  The  American  College  of  Obstetricians 
and  Gynecologists,  79  West  Monroe  Street,  Chicago 
3,  Illinois. 

Public  Health  Service  Offers  Awards  for  Graduate 
Training — The  Public  Health  Service  is  now 
accepting  applications  for  graduate  training  in 
health  for  the  1961-1962  academic  year. 

The  awards  provide  stipends  for  living  expenses 
of  the  trainees  in  addition  to  tuition  and  fees. 
Information  and  application  forms  may  be  obtained 
from  the  Division  of  Community  Health  Practice, 
Public  Health  Service,  Wa.shington  25,  D.C. 

Research  Grants  Reported — The  National  Insti- 
tutes of  Health,  the  Public  Health  Service  research 
center  at  Bethesda,  Maryland,  has  reiwrted  that 
1,159  research  grants  and  775  fellowships  totaling 
$25,606,853  wen^  awarded  during  the  month  of 
January. 

American  Board  of  Obstetrics  and  Gynecology — 
The  American  Board  of  Obstetrics  and  G^mecology 
has  announced  that  the  next  scheduled  examinations 
(part  2),  oral  and  clinical,  for  all  candidates  will  be 
conducted  at  the  Edgewater  Beach  Hotel,  Chicago, 
April  8 through  15.  Formal  notice  of  the  exact  time 
of  each  candidate’s  examination  will  be  sent  him  in 
advance  of  the  examination  dates. 

Candidates  who  participated  in  the  part  1 exami- 
nations will  be  notified  of  their  eligibility  for  the  part 
2 examinations  as  soon  as  possible. 

All  candidates  eligible  for  the  part  2 examinations, 
who  have  applied  for  the  first  time  in  1960,  will  be 
required  to  submit  a duplicate  list  of  the  hospital 
admissions  as  contained  in  their  application. 

The  deadline  date  for  the  receipt  of  new  and 
reopened  applications  for  the  1962  examinations  is 
August  1,  1961.  Candidates  are  urged  to  submit 
their  applications  as  soon  as  possible  before  that 
time. 

For  information  contact:  Robert  L.  Faulkner, 
M.D.,  2105  .Adalbert  Road,  Cleveland  6,  Ohio. 


Personnlilies 


Retired 

Morris  A.  .Tacobs,  M.D.,  New  AMrk  City,  .as 
Commissioner  of  Hospitals  of  the  City  of  New 
York. 

Honored 

Samuel  W.agreich,  M.D.,  Bronx,  for  his  main- 
years  of  philanthropic  service  to  the  ITnited  Jewish 
Appeal,  Bronx  Physicians’  Division. 


Electerl 

Willi.am  R.  C.arson,  M.D.,  Pot.sdam,  as  a Fellow 
in  the  American  College  of  Radiology  . . . Abram 
Kanof,  M.D.,  Brooklyn,  as  president  of  the  Ameri- 
can Jewish  Historical  Society. 

Appointed 

Herman  J.  Bennett,  M.D.,  Poughkeepsie,  .as  a 
consultant  in  Public  Health  and  Industrial  Medicine 
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on  the  staff  of  Vassar  Brothers  Hospital  . . . Shel- 
don G.  Gaylin,  M.D.,  New  Rochelle,  as  director  of 
the  i)rograni  of  the  Westchester  County  Community 
Mental  Health  Board  . . . Berwjm  F.  Mattison, 
M.D.,  Tarrytown,  lo  a national  advisory  council  for 
the  Community  Service  Committee  of  the  A.F.Tj.- 
C.I.O.  . . . Meyer  Rosenblum,  M.D.,  Brooklyn, 
reappointed  as  medical  director  of  the  Health 
Center  of  the  International  Ladies  Garment  Workers 
Union  . . . Ray  E.  Trussell,  M.D.,  New  York  City, 
as  Commissioner  of  Hospitals  of  the  City  of  New 
York. 


Speakers 

Bntce  J.  Ehhels,  M.D.,  James  C.  Harherson, 
M.D.,  and  L.  Miller  Harris,  M.D.,  Watertown,  at  a 
meeting  of  the  Jefferson  County  Medical  Societj' 
on  Februarj'  21,  on  the  topic  “Closed  Chest  Cardiac 
Resuscitation”  . . . H.  Sherwood  Lawrence,  M.D., 
New  York  City,  on  the  topic  “Delayed  Bacterial 
AllergA',  Homograft  Sensitivity  and  Autoimmune 
Disease”  on  March  29,  at  a meeting  of  the  New 
York  Allerg>'  Society  . . . Howard  A.  Rusk,  M.D., 
New  York  City,  at  the  Women’s  City  Club  on  Feb- 
ruary 22,  on  the  subject  of  com])ulsory  retirement. 


NECROLOGY 


Errata 

In  the  Necrology  section  of  the  March  1 issue  of  the  Journ.\l  the  name  of  Louis 
Greenberg,  M.D.,  of  4G0  East  17th  Street,  Brooklyn,  New  York,  was  mistakenlj'  re- 
corded instead  of  that  of  Louis  William  Greenberg,  M.D.,  of  291  East  49th  Street, 
Brooklyn.  The  Journal  staff  is  sincerely  sorry  for  this  error  and  trusts  that  the  living 
Dr.  Greenberg  will  forgive  this  gross  exaggeration. 


Jules  Samuel  Boruchowitz,  M.D.,  of  New  York 
City,  died  on  January  9 at  the  age  of  sixty-seven. 
Dr.  Boruchowitz  graduated  in  1918  from  the  Royal 
College  of  Physicians  of  London.  He  was  a member 
of  New  York  Count}^  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Mcidical  Association. 

Augustus  Louis  Child,  M.D.,  of  Brooklyn,  died 
on  Januar3'  1C  at  the  age  of  eighty-six.  Dr.  Child 
graduated  in  1897  from  Long  Island  College  Hospital 
Medical  School.  He  was  a member  of  the  Kings 
County  Medical  Society  and  the  Medical  Society 
of  the  State  of  New  York. 

Richard  Hamilton  Sherwood,  M.D.,  of  Niagara 
Falls,  died  on  January  27  at  his  home  at  the  age 
of  sixty-eight.  Dr.  Sherwood  graduated  in  1930 


from  the  University  of  Buffalo  School  of  Medicine. 
He  was  a past-president  of  the  Niagara  County 
Medical  Society  and  a former  president  of  the 
Eighth  District  Branch.  Dr.  Sherwood,  who  was 
medical  examiner  for  the  Civil  Aeronautics  Adminis- 
tration for  more  than  twenty-five  years,  served  in 
World  War  I and  was  a medical  officer  in  a squadron 
of  the  Civil  Air  Patrol. 

Osbem  Putnam  Willson,  M.D.,  of  Phelps,  died 
at  his  home  on  January  19  at  the  age  of  fifty.  Dr. 
Willson  graduated  in  1940  from  Syracuse  University 
Medical  College.  He  was  an  associate  in  obstetrics 
at  Clifton  Springs  Sanitarium  and  Clinic.  A past 
president  of  the  Ontario  County  Medical  Society, 
Dr.  Willson  was  also  a member  of  the  Medical  So- 
ciety of  the  State  of  New  York  and  the  American 
Medical  Association. 
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Council  on  Medical  Television 

Tlie  Council  on  Medical  Television  of  the  Insti- 
tute for  Advancement  of  Medical  Communication 
will  hold  its  third  annual  meeting,  April  (i  and  7, 
at  the  National  Institutes  of  Health,  Bethesda, 
Maryland. 

For  information  contact:  Mr.  John  K.  Mac- 
kenzie, E.xecutive  Secretary,  Council  on  Medical 
Television,  Institute  for  Advancement  of  Medical 
Communication,  East  68th  Street,  New  York  21, 
New  York. 

American  Academy  of  Pediatrics 

The  American  Academy  of  Pediatrics  will  hold 
its  annual  spring  scientific  session  April  10  through 
12,  at  the  Sheraton-Park  Hotel,  Washington,  D.C. 

General  chairman  for  the  meeting  is  John  A. 
Washington,  M.D.,  1901  W3oming  Avenue,  N.\^'., 
Washington,  D.C. 

ttronx  Pediatric  Society 

The  Bronx  Pediatric  Society  will  hold  their 
regular  monthly  meeting  on  Wednesday,  April 
12,  at  8:30  p.m.,  in  the  auditorium  of  the  Mor- 
risania  City  Hospital,  at  108th  Street  and  Gerard 
Avenue,  the  Bronx. 

The  topic  for  the  evening  will  be  “Diagnosis  and 
Treatment  of  Left  to  Right  Shunt.”  Discussion  and 
cineocardiographic  demonstrations  will  be  given 
by  Robert  H.  Goetz,  M.D.,  attending  surgeon, 
Bronx  Municipal  Hospital  Center,  and  Richard 
M.  Friedenberg,  M.D.,  director  of  radiology,  Leba- 
non Hospital. 

Metropolitan  Section,  Professional  Croup  on 
Ilio-Medical  Electronics 

The  Metropolitan  Section  of  the  Profession.al 
Group  on  Bio-Medical  Electronics  will  hold  a 
meeting  on  April  13,  at  8:00  p.m.,  in  Welch  Hall, 
Rockefeller  Institute  for  Medical  Research,  York 
Avenue  and  67th  Street,  New  York  City. 

The  subject  of  the  meeting  will  be  “Television 
Spectroscopy  in  Bio-Medical  Research.”  Guest 
speakers  will  be  Charles  N.  Loeser,  M.D.,  Depart- 
ment of  Anatomy,  Western  Reserve  School  of 
Medicine,  and  Mr.  Seymour  S.  West,  B.E.E., 
Department  of  Anatomy,  Western  Reserve  School 
of  Medicine. 

For  birther  information  contact:  Mr.  H.  P. 


Mansberg,  Department  of  Medical  and  Biological 
Phjsics,  Airborne  Instruments  Laborator.y,  160 
Old  Counfr}'  Road,  Mineola,  New  York. 

Lebanon  Hospital  to  Hold  Meeting 

A medical  meeting  will  be  held  at  the  Murray 
Cohen  Auditorium,  Lebanon  Hospital,  Grand 
Concourse  amd  Mt.  Eden  Parkway,  New  York 
City,  On  April  19,  at  8:45  p.m. 

Michael  E.  DeBakey,  M.D.,  Houston,  Texas, 
will  deliver  an  addre.ss  on  the  topic  “Curnuit 
Conce])ts  of  Vascular  Surgery.” 

American  Congress  of  Physical  Medicine  and 
Rehabili  ta  tion 

The  Eastern  Section  of  the  American  Congress  of 
Ph.vsical  Medicine  and  Rehabilitation  will  hold  a 
joint  meeting  with  the  Pennsylvania  Academj'  of 
Physical  IVIedicine  and  Rehabilitation  on  Saturday, 
A])ril  22,  at  the  Albert  I'linstein  Medical  Center, 
Northern  Division,  ^'ork  and  Tabor  Roads,  Phila- 
delphia. 

Among  the  participants  will  be  two  New  York 
physicians,  Joseph  B.  Rogoff,  M.D.,  New  York 
City,  and  Leon  Rothman,  M.D.,  Brooklyn.  They 
will  discuss  “Problems  in  Electrodiagnosis.” 

For  further  information  write  to:  Robert  A. 
Schlesinger,  M.D.,  Secretary-,  American  Congress  of 
Phj-sical  Medicine  and  Rehabilitation,  Universit}'^ 
and  Woodland  Avenues,  Philadelphia  4,  Pennsyl- 
vania. 

Joint  Meeting  of  Medical  Society  of  County  of 
New  York  and  Nutrition  Council  of  Greater 
New  Y€trk 

The  Medical  Society  of  the  County^  of  New  York 
will  hold  a joint  scientific  session  with  the  Food  and 
Nutrition  Ck)uncil  of  Greater  New  York,  at  the 
Hotel  Barbizon  Plaza,  New  York  City,  Monday, 
April  24,  at  8:30  p.m. 

Sejunour  Lionel  Halpern,  M.D.,  will  be  moderator 
of  the  meeting.  At  the  session  designation  will  be 
made  of  the  month  of  Maj'  as  the  twelfth  annual 
Greater  New  York  nutrition  month.  For  informa- 
tion contact:  Seymour  Lionel  Halpern,  M.D.,  14(i 
Central  Park  West,  New  York  23,  New  York. 

Aerospace  Medical  Association 

The  Aerospace  Medical  Association  will  hold 
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its  thirtv-socond  anniinl  mooting  April  24  iJirougli 
27,  at  the  Palmer  House,  Chicago,  Illinois. 

For  information  oontaot:  A(>rospaoe  Medical 

A.ssociation,  Washington  National  Airport,  Washing- 
ton 1,  D.C. 

Surgical  Clinic  at  If  in dsor,  Ontario 

The  Essex  Countj^  Medical  Society  (Ontario) 
has  announced  that  its  annual  surgical  clinic  will  bo 
held  in  cooperation  with  the  Surgical  Division  of  the 
Ontario  Medical  Association,  in  Windsor,  Ontario, 
Ajrril  2G  through  28,  in  the  Cleary  Auditorium. 

Among  those  participating  in  the  teaching  j)ro- 
gram  of  the  cUnic  will  be  Professor  Ian  Aird,  director. 
Surgical  Unit,  Postgraduate  Medical  School  of  the 
University  of  London,  and  Robert  M.  Zollinger, 
M.D.,  profes.sor  and  chairman  of  the  Department 
of  Surgery,  Ohio  State  University,  Columbus,  Ohio. 

For  registration  and  further  information  write  to: 
The  Registrar,  Essex  County  Surgical  Clinic,  801 
Canada  Building,  Windsor,  Ontario. 

A.M.A,  Regional  Medicolegal  Conference 

A regional  medicolegal  conference,  sponsored  by 
the  .\merican  Medical  A.ssociation’s  Legal  and 


Socio-Economic  Division,  will  be  pre.sented  at  the 
Statler  Hilton  Hotel  in  New  York  Cit}',  April 
28  and  29. 

For  registration  forms  ami  information  write  to: 
Mr.  C.  Joseph  Stetler,  Director,  Legal  and  Socio- 
Economic  Division,  American  Medical  Association, 
585  North  Dearborn  Street,  Chicago  10,  Illinois. 

American  College  of  Chest  Physicians 

The  American  College  of  Chest  Physicians  will 
hold  their  twenty-seventh  annual  meeting  at  the 
Commodore  Hotel,  New  York  Cdty,  Thursday, 
June  22,  through  Alonday,  June  2fi.  A joint  se.s- 
sion  with  the  Section  on  Diseases  of  the  Chest  of 
the  American  Medical  As.sociation  will  be  held  at 
the  Coliseum  on  June  2(5.  This  will  be  the  first 
joint  meeting  in  the  history  of  the  two  societies. 

Academy  of  Psychosomatic  Medicine 

The  Academy  of  Psj'chosomatic  Medicine  will 
hold  a one-day  symposium  on  “Anxiety  and  De- 
pre.ssion”  on  Sunday,  June  25,  at  the  Barbizon 
Plaza  Hotel,  New  York  City.  The  i)rograni  chair- 
man is  Wilfred  Dorfman,  M.D.,  1921  Newkirk 
Avenue,  Brooklyn  2(i,  New  York. 


Medical  Society  of  the  State  of  Netv  York 

DINNER 

DANCE 

Wednesday,  May  10,  1961 

Ballroom,  Hotel  Manger 

Reception  at  6:30  p.m. 

Rochester 

In  honor  of  Norman  S.  Moore,  M.D.,  President 

Music  by  Norbert  Klem 

Entertainment 

Dress  Optional 

Favors 

Subscription  $12 

Tickets  available  through 
your  county  medical  society 
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HOW  TO  GET  TO  ROCHESTER 
QUICKLY  AIVD  EASILY 

Transporlalion  lo  the  Annual  Convention  of 
The  Medical  Society  of  Ihe  Stale  of  New  York 

■I  Y AIR  — American  Airlines 
Capital  Airlines 
Mohawk  Airlines 

More  than  70  scheduled  flights  daily  in  all  directions 

BY  RAIL — East  and  West — New  York  Central 

BY  CAR — New  York  State  Thruway 

Exit  45  from  East,  Exit  46  from  West 

PARKING — United  System  Parking, 

South  Clinton,  opposite  Manger  Hotel 
Powers  Ramp  Garage,  20  North  Fitzhugh  Street 
Night  Parking 

PLACES  OF  INTEREST— 

Eastman  House  of  Photography 
Memorial  Art  Gallery 
Rochester  Museum  of  Arts  & Sciences 
University  of  Rochester 
Eastman  School  of  Music 
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TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1961 


—25,372 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


William  H.  O’Brien .\lbany 

George  E.  Taylor,  .Ir Cuba 

Leonard  L.  Heiraoff . . . i Bronx 

George  C.  Hamilton.  . .Binghamton 

James  F.  Durbin Olean 

Leonard  W.  Sincerbeaux.  . .Auburn 

Alfred  D.  Heineraann Dunkirk 

William  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

Thomas  C.  Seymour Hudson 

William  J.  McAuliffe Cortland 

Harold  W.  Hayne Sidney 

Morris  J.  Frank Beacon 

Eugene  J.  Hanavan Buffalo 

Rudolph  J.  Martin.  . . .Ticonderoga 
C.  Bradley  Sageman.  .Saranac  Lake 

Arthur  Howard lohnstown 

Myron  E.  Williams Batavia 

T.  Earl  McQuade Coxsackie 

Leo  L.  Heller Newport 

Rudolph  J.  Haas Chaumont 

Irving  M.  Pallin Brooklyn 

William  S.  Reed Lowville 

Stanley  J.  Jackson.  .Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Hobart  L.  Boyd Rochester 

Feori  F.  Pipito Amsterdam 

Reginald  M.  Steen Cedarhurst 

Bernard  J.  Pisani New  York 

John  T.  Donovan,  Jr Lockport 

Theodore  J.  Kantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

John  D.  Van  Zandt.  . .Tuxedo  Park 

Arnold  O.  Riley Holley 

Hugh  McChesney Pulaski 

Clinton  V.  Hawn Cooperstown 

Eugene  Lusardi Cold  Spring 

Monroe  M.  Broad Jamaica 

William  B.  McDonald.  .North  Troy 

Isadore  Gordon Staten  Island 

G.  Gordon  Knight Piermont 

Alexander  E.  Dodds Edwards 

W.  M.  Moriarta. . .Saratoga  Springs 

Donald  C.  Walker Delanson 

Robert  Green wald Cobleskill 

Fritz  Landsberg Watkins  Glen 

Willard  L.  Hogeboom Willard 

Leon  M.  Roe Canisteo 

Anthony  Kohn Bay  Shore 

Lester  Lipson Monticello 

Henry  Kaine Spencer 

Noah  J.  Kassman Ithaca 

Vincent  Amatrano Kingston 

Raymond  L.  Rhodes. . . .Glens  Falls 

Peter  J.  Attwood Greenwich 

Charles  D.  Reeves Newark 

Arthur  H.  Diedrick.  . . Port  Chester 

Warren  H.  Hanson Warsaw 

Vincas  Sirmenis Penn  Yan 


G.  Rehmi  Denton Albany 

Edward  W.  Briggs.  Jr..  . .Wellsville 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicot 

Frank  T.  Frost Olean 

Donald  W.  Delahanty Auburn 

Joseph  V.  Karnes Dunkirk 

James  A.  Mark Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Theodore  I.  Jacobus Cortland 

Marvin  Huyck Walton 

James  K.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Daisy  H.  Von  Dyke Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  II.  Applegate Mohawk 

James  L.  Harrington Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  A.  Woerner.  . . Port  Leyden 
G.  Emerson  Learn.  . .Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Philip  T.  Cortese Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler.  Jr..  .New  York 
William  C.  Niesen.  . . . Niagara  Falls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

James  A.  Stringham. . .Canandaigua 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames.  . . .Cooperstown 

John  Simmons Brewster 

Kurt  Rosenberg . . . Long  Island  City 

David  R.  Tomlinson Troy 

Sydney  Lang Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Aniyot.  Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  V.  Dewell Cobleskill 

A.  Duncan  McCarthy Biirdett 

William  P.  Magenheimer. . Waterloo 

Milton  Tully Hornell 

Joseph  Lambert Bay  Shore 

Alan  R.  Fried Livingston  Manor 

George  F.  Pritchard Owego 

Robert  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey  . . . .Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  M.  Jones Bronxville 

Newland  W.  Fountain Warsaw 

Wilfred  D McCusker. . . . Penn  Yan 


Arthur  J.  Sullivan Albany 

S.  1.  McMillin Houghton 

Herbert  G.  Cohen Bronx 

James  F.  Johnson Binghamton 

Ruth  R.  Knobloch ....  Little  Valley 

Joseph  T.  Birardi Auburn 

C.  Otto  Lindbeck Jamestown 

Francis  W.  Chamberlain.  . . .Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyck Walton 

Philip  V.  Buckley.  . . .Poughkeepsie 

Francis  W.  O’Donnell Buffalo 

Harold  J.  Harris Westport 

Daisy  H.  Van  Dyke Malone 

William  H.  Raymond.  . .Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington . . . W'atertown 

James  L.  O’Leary Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn . . . Mount  Morris 

Gareth  S.  West Chittenango 

Charles  D.  Sherman,  Jr. . . Rochester 
Robert  W.  Dunlap,  Jr.. . Amsterdam 

Robert  Park.  Jr Garden  City 

Adelaide  Romaine New  York 

Glenn  E.  Jones Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Salvatore  Dispenza .\lbion 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Del  Campo Carmel 

Victor  S.  Lait Flushing 

John  A.  Enzien Troy 

Charles  H.  Thom Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 
Kurt  H.  Meyerhoff. . . .Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer. . Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone  . . . .Bay  Shore 

Alan  R.  Fried Livingston  Manor 

George  F.  Pritchard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Wallace  M.  Sheridan . . White  Plains 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker...  .Penn  Yan- 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  giyen  special  consideration. 


IHALL-BROOKE  HOSPITAL. 

• j4n  Aetiv*  Trealmenl  Hospital,  located  one  hour  from  New  York 

. Acaedlud  by: 

^ Tha  Ceotra)  Inapectlon  Board  of  the  American  Paychiairtc  Asaoelatloa 

• The  Joint  Gnmniation  on  Accreditation  of  Hoapitala 

• 

I CMUKS  rdMMS,  BOX  SI.  COBBtCTICOT  • WBSTBOBTi  C4NT4L  t llSI 


HOLBROOK  MANOR 

Five  AcrM  of  Pinewooded  Grounds 

SENILE— AGED 

Non-tectarian,  dietary  lawn  obaerred 
Madical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


for  well  trained  highly  qualified  personnel 

MEDICAL  ASSISTANTS 
OR  OFFICE  SECRETARIES 
LABORATORY  • X-RAY 
TECHNICIANS 

N.  Y.  Stale  Licensed  • Day-Eve  Courses 
Co-Ed  (Founded  1936) 

request  Free  Cat.  9 

I 85  Fifth  Are.(16th  St.) 
New  York  3,  N.Y. 


astern^ 


SCHOOL  FOR  PHYSICIANS*  AIDES 

Affiliated  tritfi  CARNEGIE  INSTITUTE.  INC.  Clefieland,  Ohio 


PINEWOOD  g;-  t“o’:ifw^‘*n’^.r'’ ! 

E«T.  isu  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 

Wcstehcster  County  Kotonah,  N.  Y.  Tel;  Central  !-31  55 
A psychiatric  hospital,  offering  individual  treatment.  Psy- 
cboanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate;  Commence  at  $125.00  per  week. 

N.  y city  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  Fri.,  — BU  8-0580 
Dr.  Er»tein  — 975  Park  Aye.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


n aST  HELL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-HudKon,  New  York  City 
For  nerrous,  mental,  <lrug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air<onditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Teleohom:  Kingsbridge  9-8440 


For  Girls  8 to  18  Jeanne  d'  Arc 

Ride,  sail,  swim,  water  ski  in  beautiful  .\dirondacks.  Ex- 
cellent leadership.  All  land  <k  water  sports.  Individual 
choice  program.  Catholic  chapel.  Fee  $595. 

Col.  & Mrs.  C.  M.  McIntyre 
3904  Undcrwoo<l  St.,  Washington  1.5,  I).  C. 


Change  of  Address 

Notices  should  be  seni  to  the  circulation  oftice.  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 


FOR  CASTRO  INTESTINAL  DYSFUNCTION  AND 
ANTI  FLATULENT  EFFECTS  IN  FERMENTATION 


"Sedation  & Euphoria  for  Nenreui, 
Irritable  Patients" 


"A  moderniaed  method  of  preparing  Burow'i 
Solution  U.S.P.  XIV" 


EUCARBQN® 


C«ch  tthict  eentalnsi  Citract  of  Rhubarb, 
Senna.  Pracipitated  Sulfur.  Pappermlnt  OH 
and  Fennal  OH,  In  a hi|hly  activaled  char, 
coal  base. 

Action  and  Uses:  Mild  laiative,  adsorbent 
and  carminative.  For  use  In  inditestion, 
hyperacidity,  bloating  and  flatulence.  An 
eicellent  detoiifylng  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  Vk  hr.  altar 
maals  — Supply:  Tins  of  100. 


VALERIANETSDISPERT® 


Each  Chocolate  Coated  Tab.  Contains  EsI. 
of  Valerian  (highly  concentrated)  0.05  gm. 
disoergentized.  Tastless,  Odorless,  Non. 
Depressant,  Non-Habit  forming.  Indicated  In 
cases  of  nervous  escltement.  depressive 
slates,  menopausal  molimena,  Insomnia. 


PRESTO-BORO® 


r 


POWDER  IN  ENVELOPES  OR  TABLETS 


(Alum.  Sulfate  and  Calc.  Acetate).  For  ust 
as  an  astringent  and  topical  wat  dressing, 
treatment  of  swellings.  Inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  * 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 
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IIYSICI  VNS  WAN'I  KH 


LOCUAI  TENENS — G.P.  or  internist.  Large,  busy  mid- 
town hotel,  NYC.  July  and  Aug\ist.  Complete  coverage. 
Advantageous,  ^^’rite  Box  342.  N.  Y.  St.  Jr.  Med. 


Radiologist,  to  associate  with  Board  man  in  a new  250  bed 
hospital.  Salary  first  year,  followed  by  fine  partnership. 
Write  or  call  W,  J.  Gorday,  M,  D.,  Memorial  Hospital,  X-ray 
Dept.,  Albany.  N.  Y. 


Wanted:  General  Practitioner  (including  OBS)  to  join  private 
medical  group — Brooklyn.  All  facilities.  Excellent  op- 

oportunity.  Reply  Box  304,  N.  Y.  St.  Jr.  Med. 


Internist — Large  Midwest  hospital.  Must  be  board  eligible. 
Write  Box  234.  N.  Y.  St  Jr.  Med. 


Anesthesiology  Residency  open — one  year — cardiac  surgery 
exclusively,  including  open  heart.  Apply  Albert  E.  Blundell, 
M.D.  Director  Anesthesiology  St.  Francis  Hosp.  and  San. 
Roslyn.  L.I.,  N.  Y. 


If  you  are  contemplating  General  Practice,  Ophthalmology 
or  ENT,  a choice  site  is  now  available  in  association  with  es- 
tablished G.P.  Call  Edward  W.  Bockstahler,  M.D.,  6180 
Transit  Road,  Depew,  New  York. 


Physician  wanted  for  July  and  August  1961  to  assist  me  in 
my  practice  at  Chautauqua,  New  York  which  is  a summer  ed- 
ucational and  recreational  colony  on  Chautauqua  Lake, 
New  York  State  license  is  required.  One  or  more  years  of 
hospital  training  is  necessary,  and  applicant  should  have  some 
training  in  internal  medicine.  Anyone  interested  may  write 
or  phone  me,  and  other  details  will  be  discussed  at  that  time. 
G.  L.  Lester,  M.D. 


Wanted:  General  Practitioner  for  Incorporated  village, 

Northern  New  York.  Dairying  and  paper  manufacturing 
center.  Near  an  approved  hospital.  Excellent  field.  Box 
322,  N.Y.  St.  Jr.  Med. 


Wanted:  Associate,  general  practice,  upper  New  York,  some 
experience  in  obstetrics.  Rapid  advancement,  alternating 
night  duty,  month's  vacation,  guaranteed  income;  first 
year  $13,000  plus.  Congenial  group.  Box  327,  N.  Y,  St. 
Jr.  Med. 


Phys.  Wanted:  Fastest  growing  town  in  Western  Suffolk 

County.  Space  for  rent  in  new  air-conditioned  bungalow 
office  occupied  by  established  dentist.  Ideal  area  for 
pediatrician.  Box  321,  N.Y.  St.  Jr.  Med. 


Young  physician  to  assist  in  practice  limited  to  treatment 
of  obesity.  Generous  financial  agreement,  early  partner- 
ship. Box  323,  N.Y.  St.  Jr.  Med. 


Adirondack  resort  community  desires  services  of  General 
Practicing  physician.  Beautiful  living  surroundings,  good 
sustaining  salary,  opportunity  for  service  to  several  neighbor- 
ing communities.  Write  Laura  Bird,  Town  Clerk,  Inlet, 
New  York,  or  call  Eagle  Bay  3631  for  an  appointment. 


Obstetrician-Gynecologist  for  active  practice  in  Metropolitan 
New  York  area.  Excellent  opportunity.  Open  hospital 
appointm^ts.  Guaranteed  salary  first  year  and  early  full 
partnership.  Must  be  Board  Certified  or  eligible.  Cur- 
riculum vitae  and  date  of  availability  in  first  letter.  Box 
316,  N.  Y.  St.  Jr.  Med. 


House  physician,  immediate — temporary,  111-bed  hospital. 
Duties  primarily  emergency  service.  Salary  good.  Apply 
Administrator,  Chilton  Memorial  Hospital,  Pomptou  Plains, 
New  Jersey. 


Physician  Wanted— Male — for  July  and  August  in  upstate 
sunmier  resort,  to  assist  two  physicians.  Excellent  salary. 
Write  Box  343,  N.  Y.  St.  Jr.  Med. 


Urgently  nceded—Qualified  general  practitioner  in  resort  area 
in  western  New  York  State.  Good  schools,  hunting  ami  fish- 
ing. Chance  for  lucrative  practice  in  growing  area.  Box  340 
N.  Y.  St.  Jr.  Med. 


Wanted — House  physician,  immediate  opening.  Foreign 
graduates  must  have  passed  ECFMG  examination.  1 year 
approved  internship  retjuiied  for  all  applicants.  Pleasant 
community  in  New  Jersey,  30  miles  from  New  York  City. 
Attractive  salary  and  good  working  conditions.  Apply- 
Administrator.  Riverside  Hospital,  Boonton,  N.  J. 


Position  available:  Radiologist  to  direct  Tumor  Clinic  in 

upstate  New  York.  Deep  and  superficial  x-ray  therapy,  ra- 
dium and  isotopes.  Good  personnel  policies,  vacation,  sick 
leave,  retirement  and  social  security  benefits.  For  details, 
write  to  Box  344,  N.  Y.  St.  Jr.  Med. 


Town  desperate  for  doctor.  Unoj)posed.  Lovely  home  with 
office  available  with  excellent  terms.  Three  hospitals  within 
thirteen  miles.  Estmated  income  $3.3,000.  (Contact  »South 
Rutland  Grange.  So.  Rutland,  N.  Y. 


General  practice,  established  14  years,  active,  nome-office 
combination  in  Central  Hudson  Valley  Village.  Suitable  for 
solo  or  partners.  Terms  if  needed.  Box  339,  N.  Y.  St.  Jr. 
Med. 


PRACTICES:  FOR  SALE  OR  RENT 


General  practice  grossing  $50,000.  Fully  e<iuipped  office, 
apartment  house.  Open  hospital.  Near  teaching  hospital. 
Greater  potential.  Ideal  for  partnership  or  ambitious  indi- 
vidual. Terms.  Box  337,  N.  Y.  St.  Jr.  Med. 


W'^estchester — G.P.  or  Ped.  New  but  modestly  ecpiipped  office 
in  new  bldg,  with  low  rent.  Call  N.Y.C.  MU  5-5000,  ext. 
2993. 


Sale:  Desirable  9-room  home  with  5-room  office.  Middletown. 
N.Y.  Established  27  yr.  practice  included.  Full  in- 
formation given  to  interested  person.  Central  location.  Box 
330,  N.  Y.  St.  Jr.  Med. 


Pediatric  practice  with  office  to  rent;  close  to  medical  school 
located  in  prosperous  urban  area.  Box  312,  N.  Y.  St.  Jr. 
Med. 


MISCELLANEOUS 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
da3's — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33Va%  less  than 
3 years  and,  50%  on  accounts  over  3 j'^ears  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp..  221  W.  41  St..  N.Y.  36. 


Practical  HYPNOSIS  taught.  Phj'sician- Dentists  onl>'. 

Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-H00. 


Physician  N.  Y.  State  License  with  general  and  surgical  ex- 
perience will  purchase  active  practice  (or  partnership).  Com- 
pensation office  preferred.  Box  326,  N.  Y.  St.  Jr.  Med. 


Philatelic  Hobby:  Is  this  one  of  your  preferred  relaxations? 
Or  maybe  additional  scientific  studj'?  On-hand  one  of  largest- 
selection  of  ERRORS,  VARIETIES  (even  for  advanced 
specialists).  Many  elusive  Topicals,  Air  Mails-incl  Medicine, 
Olympic,  Refugee,  Rotary,  UN,  FDR,  UPU,  I.G.Y.,  Proofs, 
etc.  An  accumulation  of  35  years!  Please  recpiest  details  or 
api)rovals.  S.  Serebrakian,  Inc.,  P.O.B.  448,  ^Monroe,  N.  Y. 


IFn/er,  SO  yr»  exp,  lie^e^rchcr,  medical,  ps.vcliiati ic.  pliysiolog- 
ical,  legal,  general.  Can  le-write,  ghost.  G.  Marin,  402- 
85th  Street,  B’klj’n,  N. 
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KKAL  ESTATK  FOK  SALK  OU  KENT 


For  rent:  Physician’s  office — 700  s([.  ft.  Also  300  s<i.  ft. 

Share  reception  room  with  dentist.  Established  location  E. 
Nortiiport.  L.I.  .ANdrew  1-2720.  .ANdrew  1-6977. 


Brooklyn — Office  space  in  professional  building  with  M.D.’s 
& i).I).S.  Suitable  for  Psychiatrist.  Excellent  location  and 
transportation.  Reasonable — Phone— IN  7 -.5656. 


FOR  SALE— HOME  AND  OFFICE.  ROSLVN.  L.I.,  N.Y. 
Private  entrance  to  3V2  room  office,  plus  luxurious  8 room, 
2 ‘A  bath  home.  Panelled  den,  finished  basement,  maid’s 
room.  acre,  landscaped.  Many  extras.  $35,000.  Phone 
MA  1-2444. 


Staten  Island — New  Air  Condit.  suite  of  professional  offices. 
3 adjoining  rras.  with  priv.  lav.  Share  reception  rm  and  lab 
with  D.D.S.  Street  level,  business  street,  ideal  specialist 
or  G.P.  1991  Victory  Blvd.,  YU  1-7103. 


New  Medical  -Arts  Building;  Commack  Road.  Commae.k, 
Long  Island,  New  York.  Suites  available  for  various  special- 
ties. Rapidly  growing  community.  FO  S-1636. 


5 room  office  on  Staten  Island,  fastest  growing  borough  of 
New  York  City,  suitable  for  physician.  Dentist  in  building. 
Parking  no  problem.  Box  334,  N.  Y.  St.  -Ir.  Med. 


For  Rent:  Manhattan  office,  214  E.  31st  Street,  suitable 

physician  or  dentist.  Occupied  by  surgeon  who  is  moving 
upstairs.  Call  Mon,  Wed,  Fri  4 to  7 P.M.  MU  6-0223. 


Forest  Hills,  L.I.  98-120  Queens  Boulevard.  3 rooms  corner, 
ground  floor  front,  lobby  <fe  private  street  entrance  available 
fer  MD  or  Psychiatrist.  Mr.  Levinson,  Benenson  Realty, 
475  Fifth  Avenue,  New  York  17,  MU  9-3854. 


Excellent  opportunity  to  re-establish  prominent  country  prac- 
tice; modern  fully  equipped  office  building  ready  for  use;  near 
hospital;  detached  home,  3 car  garage,  corner  fronting  main 
and  secondary  highways.  Write  E.  Gellert,  Kerhonkson. 
N.  Y.  Phone  Kerhonkson  2631. 


1200  Fifth  Ave.;  Mt.  Sinai-Flower  Fifth  aiea;  attractive 
apartments:  ideal  professional  and  residence  psychiatrist, 
or  allied  field;  luxury  bldg.;  attended  elevators.  Phone 
agent — TR  6-97.58. 


Office  to  let — 3 rooms — ideally  suitable  for  specialist,  sep. 
entrance.  Gr.  Cent.  Pkway  & Main  St.,  Kew  Garden  Hills, 
Call  Rosenberg,  AX  7-0419,  after  6 P.M.  $125. 


Office  to  let  or  share:  Excellent  location  & ideally  decorated 
Suitable  for  . specialty.  Ocean  Parkway,  Corner  Ave,  U, 
Brooklyn.  Hi  9-5480. 


Wantagh^  L.I. — 69  ft.  ranch;  corner;  *A  acre;  main  tho- 
roughfare; 3^A  rm  off.  lav.;  7 rm.  residence  (3  bdrms,  2 
baths);  2 car  gar.  Fine  sandstone  front  and  landscaping. 
$960  tax,  $25,000  mortg. — $10, 000  cash,  incl.off.  equip.  Call 
SU  5-782  U 


POSITIONS  WANTED 


Midwestern  General  Practitioner  age  38,  AAGP,  primary 
interest  internal  medicine,  seeking  location  near  hospital, 
upper  2/3rds  Westchester  County.  Consider  practice  pur- 
chase, association,  of  establishment  of  new  practice  in  desirable 
office  location.  Box  332,  N.  Y.  St.  .Jr.  Med. 


Surgeon,  34,  board  el^ible,  5 year  residency  including  thoracic 
surgery,  desires  association  with  group,  general  or  thoracic 
surgeon,  N.Y,  Metropolitan  area.  Box  329,  N.  Y.  St.  Jr. 
Med. 


Radiologist:  Board  eligible.  Residency  completed  June 

1960.  Presently  instructor  at  Univ.  Hosp.  Desires  position 
doing  mainly  roentgen  diagnosis  at  hospital  and/or  private 
office.  Box  324,  N.  Y,  St.  Jr.  Med. 


Ob.stetrician — Gynecologist,  Board  eligible,  married,  socks 
association  in  individual  partnership  or  in  group  in  New  York 
City  area  or  suburbs.  Box  336,  N.  Y.  St.  .Jr.  Med. 


General  Practitioner,  well  trained,  experienced,  seeks  loca- 
tion. practice  or  position  in  the  Metropolitan  area.  Box  341, 
N.  AL  St.  Jr.  Med. 


Anesthesiologist  desires  change,  full  or  part-time.  Box 
338,  N.  AL  St.  Jr.  Med. 


Internist,  Board  eligible,  with  gastroenterology  siibspecialty 
interested  in  association  with  one  or  more  internists.  Avail- 
able July,  1961.  Write  Box  345,  N.  Y.  St.  Jr,  Med. 


Surgeon  for  part  time,  many  years  experience,  general 
(including  fractures)  and  pelvic  surgery.  Ratings  D.S., 
F.A.C.S.,  S.A.C.L.  Write  Box  333,  N.  Y.  St.  Jr.  Med. 


.Anesthesiologist,  female,  well  qualified;  individual  fee  for 
service;  preferably  away  from  N.A’.C.  Write  Box  346, 
N.  Y.  St.  Jr.  Med. 


CLASSIFIED  RATES 


1 time $ 1 ,;i5  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  17,  N.  Y. 
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V^_>Joca-Cola  , too,  has  its  place  in  a well 
balanced  diet.  As  a pure,  wholesome 
drink,  it  provides  a bit  of  quick  energy 
. . . brings  you  back  refreshed  after  work 
or  play.  It  contributes  to  good  health 
by  providing  a pleasurable  moment’s 
pause  from  the  pace  of  a busy  day. 


I ISO 


PAR 


LATE 


mutually  potentiating  nonsteroid  antirheumatics 


"superior  to  aspirin”^  and  with  a "higher  'tlierapeutic  index’”^ 


In  each  yellow  enteric-coaied 
PaBALATE  tablet: 


Sodium  salicylate  (5  gr.) 

0.3  Gm. 

Sodium  para*aminobenzoate 
(5  gr.)  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


What  sodium  should  be  avoided— 

PABALATE-SODIUM  FREE 

When  conservative  steroid  therapy  is  indicated— 

PABALATE-HC 

Pabalate  with  Hydrocortisone 


1 . Barden,  F.  VV.,  et  al.:  J.  MaiAe  M.  A.  46:99,  ] 955. 
2.  Ford,  R.  A.,  and  Blanchard,  K.:  Journal-Lancet  78:185,  1958. 


In  each  pink  enteric-coated 
Pa  BA  LATE -Sodium  Free 
tablet: 

Same  formula  as  PABALATE, 
with  sodium  salts  replaced  by 
potassium  salts. 


In  each  light  blue  enteric-coated 
Pabalate- HC  tablet: 

Same  formula  as  PaBALATE- 
SODIUM  Free,  plus  hydrocor- 
tisone (alcohol)  . . , 2.5  mg. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 


Making  today*s  medicines  with 
integrity . . . seeking  tomorrow*s 
with  persistence. 


more 


than  just  vitamins  A and  D 


ul^ 


Ni/ Ni/  N/NK  N^NK\KNK^M/\l/H/V'v^N/Ni/N 


DESITIN 

ointment 


also  provides 

unsaturated  fatty  acids  as  well  as  the  vitamins  A and  D (of  high  grade 
Norwegian  cod  liver  oil)— essential  to  skin  health  and  integrity 

and  ingredients  that  are  emollient,  lubricant,  gently  astringent,  protective, 
and  aid  tissue  repair  (zinc  oxide,  talcum,  petrolatum  and  lanolin) 

in  a smooth  creamy  ointment  so  processed  that  one  application  of  Desitin 
soothes,  protects,  and  promotes  healing  for  hours  in . . . 

diaper  rash 
wounds 
burns 
ulcers 

(decubitus,  diabetic,  varicose) 

intertrigo 

^OlAML^M  Please  write . . . DESITIN  CHEMICAL  COMPANY 

* 812  Branch  Avenue,  Providence  4,  R.  I. 
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% breathing  spell  from  asthma 


a rapid  way  to  clear  the  airway 


• stops  wheezing 

» increases  cough  effectiveness 

• relieves  spasm 


In  chronic  disorders  associated  with  obstructed  respiration,  the  dependable  antispasmodic  and  expectorant 
action  of  Quadrinal  rapidly  clears  the  bronchial  tree.  Patients  breathe  more  easily  and  acute  episodes  of 
bronchospasm  are  often  eliminated.  Quadrinal  is  well  tolerated,  even  on  prolonged  administration.  The 
t potassium  iodide  in  Quadrinal  provides  an  expectorant  of  time-tested  effectiveness  and  safety. 


.ti.. 


Indications : Bronchial  asthma,  chronic  bronchitis, 
pulmonary  fibrosis,  pulmonary  emphysema. 

Quadrinal  Tablets,  containing  ephedrine  HCt  (24  mg.), 
phenobarbitai  (24  mg.),  ‘Phylficin’*  (theophylline-calcium 
salicylate)  (130  mg,),  and  potassium  iodide  (0.3  6m.), 

Also  available— 

a new  Quadrinal  dosage  form  with  taste-appeal  for  all  age  groups 
fruit-flavored  QUADRINAL  SUSPENSION  (1  teaspoonful  = 1/2  Quadrinal  Tablet) 

KNOLL  PHARMACEUTICAL  COMPANY,  orange,  new  jersey 

‘Quadrinal,  Phylllcin# 
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LEAKAGE  DUE  TO  ABNORMAL  FRAGILITY 
AND  PERMEABILITY  CAN  BE  MINIMIZED 

^BP  complex 

HESPER"v 


A safeguard  against  capillary  fragility:  Hesper-C  helps  restore  and  maintain  essential 
capillary  integrity  in  a wide  range  of  conditions,  including;  habitual  abortion, diabetic 
retinopathy,^  surgical  oozing  and  bleeding,^  senile  purpuras,^  contusions,^  “easy  bruising”;** 
as  well  as  in  the  “little  strokes”  so  common  to  our  aging  population. 

Adequate  dose  is  important.  Therapeutic:  No  less  than  6 capsules  of  Hesper-C  or  6 teaspoonfuls  of  Hesper-C  Liquid,  or 
3 Hesper-C  bitabs  daily  in  divided  doses.  Maintenance  and  prophylaxis:  4 Hesper-C  capsules  or  4 teaspoonfuls  of  Hesper-C 
Liquid,  or  2 Hesper-C  bitabs  daily.  No  toxicity  or  untoward  effects  have  ever  been  reported  even  with  massive  dosage. 
Also  available:  Hesper-C  Prenatal  the  capillary-protective  factors  plus  complete  prenatal  vitamin-mineral  supplementation. 

References:  1.  Javert,  C.  X:  Obst.  & Gynec.  3:420,  1954.  2.  Bimberg,  C.  H.:  Symposium  on  Stress  and  Circulation, 
Detroit,  Wayne  County  Chapter,  Michigan  Academy  of  General  Practice,  January  7,  1959,  p.  13.  3.  Monninger,  R.  H.  G.: 
Ibid.,  p.  49.  4.  Greenblatt,  R.  B.:  Obst.  & Gynec,  2:530,  1953.  5.  Poore,  G.  C.:  Proceedings  North  Central  Section,  Ameri- 
can Urological  Association,  1955,  p.  142.  6.  Martin,  G.  J.  (Ed.):  Hesperidin  and  Ascorbic  Acid,  Basel,  Switzerland, 
S.  Karger,  1955.  7.  Dowd,  T.  F.:  Philadelphia  Med.  54:1184,  1952.  Trademark:  bitabs 

Division  of  Richardson-Merrell  Inc. 

THE  NATIONAL  DRUG  COMPANY 

J n U Philadelphia  44,  Pa  HC-1763/ei  I-6I 


. Anywhere  in  the  capillary  system 
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IN  ACNE 
smooth 
the  skin- 
cheer 

the  patient 


Use  of  pHisoHex  for  washing  the  skin  aug- 
ments any  other  therapy  for  acne  — brings 
better  results.  Now,  pHisoAc  Cream,  a new 
acne  remedy  for  topical  application,  sup- 
presses and  masks  lesions  — dries,  peels  and 
degerms  the  skin.  Together,  pHisoHex  and 
pHisoAc  provide  basic  complementary  topical 
therapy  for  acne. 

pHisoHex,  antibacterial  detergent  with  3 per 
cent  hexachlorophene,  removes  soil  and  oil 
better  than  soap  — provides  continuous  de- 
germing  action  when  used  often.  pHisoHex  is 
nonalkaline,  nonirritating  and  hypoallergenic. 

When  pHisoAc  Cream  is  used  with  pHisoHex 
washings,  it  unplugs  follicles,  helps  prevent 


development  of  comedones,  pustules  and 
scarring.  New  pHisoAc  Cream  is  flesh-toned, 
not  greasy.  It  contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  percent,  and  hexachloro- 
phene 0.3  per  cent  in  a specially  prepared 
base.  pHisoAc  is  pleasant  to  use. 

A new  "self-help”  booklet.  Teen-aged?  Have 
acne?  Feel  lonely?,  gives  important  psycho- 
logic first  aid  for  patients  with  acne  and 
describes  the  proper  use  of  pHisoHex  and 
pHisoAc.  Ask  your  Winthrop  representative 
for  copies. 

pHisoAc  is  available  in  IV2  oz.  tubes  and 
pHisoHex  is  available  in  5 oz.  plastic  squeeze 
bottles  and  in  bottles  of  16  oz. 


pHisoHex"  and  pHisoAc  for  acne 

" * trademark 


New  York  10.  N.  Y. 
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“R  Day” 

for  the  neuritis  patient 
can  be  tomorrow 

“R  Day”— pain  is  relieved— can  come  early  for  patients  with 
inflammatory  (non-traumatic)  neuritis  if  treatment  with  Protamide 
is  started  promptly  after  onset. 

Protamide  is  the  therapy  of  choice  for  either  early  or  delayed 
treatment,  but  early  use  assures  greatest  efficacy. 

For  example,  in  a 4-year  study ^ and  a 26-month  study-  a combined 
total  of  374  neuritis  patients  treated  with  Protamide  during  the 
first  week  of  symptoms  responded  as  follows: 

60%  required  only  1 or  2 daily  injections  for  complete  relief 
96%  experienced  excellent  or  good  results  with  5 or  less  injections 


Thus,  the  neuritis  patient’s  first  visit— especially  an  early  one 
affords  the  opportunity  to  speed  his  personal  “R  Day.” 

Protamide  is  available  at  pharmacies  and  supply  houses 
in  boxes  of  ten  1.3  cc.  ampuls.  Intramuscularly  only, 
one  ampul  daily. 


PROTAMIDE 


REFER  TO 

\?mj 

PAGE  813 


Detroit  11,  Michigan 


1 . Lehrer,  H.  W.,  et  al. ; Northwest  Med.  75:1 249,  1 955. 

2.  Smith,  Richard  T.:  New  York  Med.  8:16,  1952. 
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Can 

a plumber 
do  a 

day’s  work 
on  1200 
calories? 


The  answer,  of  course,  is  “not  for 
long.”  For  example,  following 
diagnosis  of  diabetes,  a 44-year- 
old  plumber  (5'8"  and  weighing 
147  lb.)  had  been  put  on  a 1200- 
calorie  diet  to  control  glycosuria. 
When  referred  six  months  later, 
he  had  not  been  spilling  sugar, 
but  had  lost  25  pounds  and  de- 
veloped progressive  fatigability. 
Orinase,  0.5  Gm./day,  was  pre- 
scribed and  his  diet  was  increased 
to  2800  calories  to  meet  metabolic 
demands  (125  Gm.  pi'otein;  300 
Gm.  carbohydrate;  125  Gm.  fat). 

Follow-up  visits  showed  this 
progress: 

5 mo.  Urineand  blood  sugaro.k. ; 

weight  gain:  28  lb.  Can 
work  normally,  feels  gen- 
erally well. 

6 mo.  Weight  constant,  control 

constant,  no  complaints. 
12  mo.  Same. 

18  mo.  Same. 

24-  mo.  Same. 

Diet-controlled  diabetics  who 
are  underweight,  tire  easily,  or 
have  increased  nutritional  needs 
may  merely  be  “getting  by”  on 
dietotherapy  alone.  These  pa- 
tients — and  others  who  experi- 
ence transient  weakness  or 
listlessness— can  often  be  returned 
to  near-normal  activity  by  giving 
Orinase  together  with  a more 
adequate  diet.  Orinase  control  of 
diabetes  is  notably  smooth  and 
stable ; patients  report  a greater 
sense  of  well-being,  an  improved 
mood  and  outlook. 

Case  data  courtesy  Henry  Dolger,  M.O. 


Indications  and  efTccts:  The  clinical  indication  for 
Orinase  is  stable  diabetes  mellltus.  Its  use  brings 
about  the  lowering  of  blood  sugar;  glycosuria  dimin* 
Ishcs.  and  such  symptoms  as  pruritus,  polyuria*  and 
polyphagia  disappear. 

Dosage:  There  Is  no  fixed  regimen  for  Initiating 
Orinase  therapy.  A simple  and  cfTcctlve  method  is 
as  follows;  First  day  — Q tablets;  second  day  — 4 
tablets;  third  day  — 2 tablets.  The  daily  dose  is 
then  adjusted  — raised,  lowered  or  maintained  at  the 
twO'tablct  level,  widchever  is  necessary  to  maintain 
optimum  control. 

In  patients  being  converted  from  insulin,  insulin 
Is  gradually  withdrawn  in  accordance  with  the  re> 
sponse  to  Orinase  observed  over  a trial  period  that 
may  extend  to  three  or  four  weeks.  In  candidates  for 
combined  Orinase«lnsutin  therapy,  an  individualized 
schedule  Is  usually  obtainable  during  a trial  course 
of  two  or  more  weeks. 

Contraindications  and  side  efTccts:  Orinase  is  con* 
traindicated  in  patients  having  Juvenile  or  growth* 
onset,  unstable  or  brittle  types  of  diabetes  mellltus; 
history  of  diabetic  coma,  fever,  severe  trauma  or 
gangrene. 

Side  effects  arc  mild,  transient  and  limited  to 
approximately  39b  of  patients.  Hypoglycemia  and 
toxic  reactions  are  exti*emcly  rare.  Hypoglycemia  Is 
most  likely  to  occur  during  the  period  of  transition 
fi'om  insulin  to  Orinase.  Other  untoward  reactions 
to  Orinase  are  usually  not  of  a serious  nature  and 
consist  principally  of  gastrointestinal  disturbances, 
headache,  and  variable  allergic  skin  manifestations. 
The  gastrointestinal  disturbances  (nausea,  epigastric 
fullness,  heartburn)  and  headache  appear  to  be  re* 
latcd  to  the  size  of  the  dose,  and  they  frequently 
disappear  when  dosage  is  reduced  to  maintenance 
levels  or  the  total  dally  dose  is  administered  In 
divided  portions  after  meals.  The  allergic  skin 
manifestations  (pruritus,  erythema,  and  urticarial, 
morbilliform,  or  maculopapular  eruptions)  are  trans* 
lent  reaetjona,  which  frequently  disappear  With  con* 


tinued  drug  administration.  However,  If  the  skin 
reactions  persist,  Orinase  should  be  discontinued. 
Clinical  toxicity:  Orinase  appears  to  be  remarkably 
free  from  gross  clinical  toxicity  on  the  basis  of 
experience  accumulated  during  more  than  four  years 
of  clinical  use,  Cr>'8tallurta  or  other  untoward  effects 
on  renal  function  have  not  been  observed.  Long**term 
studies  of  hepatic  function  in  humans  and  expert* 
once  in  over  600,000  diabetics  have  shown  Orinase 
to  be  remarkably  free  of  hepatic  toxicity.  There  has 
been  reported  only  one  case  of  cholestatic  jaundice 
related  to  Orinase  admi.nistratlon,  which  occurred 
in  a patient  with  prc*cxisttng  liver  disease  and  which 
rapidly  reversed  upon  discontinuance  of  the  drug. 
Each  tablet  contains: 

Tolbutamide  . . . . . O.S  Gnu 

Supplied:  In  bottles  of  50. 


Orinase 


An  exclusive  methyl 
“governor”  prevents 
hypoglycemia. 


Lp|ohn 


•Trademark,  Reg.  U.S.  Pat.  Off* 
tolbutamide.  Upjohn 
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Robert  S.  Millen,  Secretary Nassau 

Richard  W.  Baetz,  Delegate Erie 


OPHTHALMOLOGY 

Ivan  J.  Koenig,  Chairman Erie 

Bernard  Kronenberg,  Vice-Chairman.  . . New  York 

John  A.  Cetner,  Secretary Albany 

James  I.  Farrell,  Delegate Oneida 

ORTHOPEDIC  SURGERY 

Carmelo  C.  Vitale,  Chairman Kings 

Crawford  J.  Campbell,  Secretary Albany 

Frederick  Lee  Liebolt,  Delegate New  York 

OTOLARYNGOLOGY 

George  M.  Trainor,  Chairman Monroe 

John  F.  Daly,  Vice-Chairman New  York 

Marshall  Y.  Soldineer,  Secretary Erie 

Daniel  C.  Baker,  Jr.,  Delegate New  York 

PATHOLOGY,  CLINICAL  PATHOLOGY,  .\.\D 
BLOOD  BANKING 

Theodore  T.  Bronk,  Chairman Erie 

N.  M.  Fedde,  Vice-Chairman Richmond 

George  K.  Higgins,  Secretary New  York 

John  J.  Clemmer,  Delegate Albany 

PEDIATRICS 

Hugh  F.  Leahy,  Chairman Albany 

Harry  R.  Litchfield,  Vice-Chairman Kings 

Samuel  Karelitz,  Secretary Nassau 

Richard  A.  Dowmey,  Delegate Erie 

PHYSICAL  MEDICINE 

William  H.  Georgi,  Chairman Erie 

Joseph  G.  Benton,  Vice-Chairman New  York 

Victor  Cummings,  Secretary Bronx 

Henry  Fleck,  Delegate Bronx 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Edward  R.  Schlesinger,  Chairman Albany 

Theodore  Rosenthal,  Vice-Chairman New  York 

Malcolm  A.  Bouton,  Secretary Schenectady 

William  E.  Mosher,  Delegate Erie 

RADIOLOGY 

Paul  A.  Reimenschneider,  Chairman Onondaga 

William  B.  Seaman,  Vice-Chairman New  York 

Charles  E.  Sherwood,  Secretary Monroe 

Frank  J.  Borrelli,  Delegate New  York 

SPACE  MEDICINE 

Constantine  D.  Generales,  Chairman.  . . New  York 

SURGERY 

Vernon  Weinstein,  Chairman New  York 

Harold  G.  Barker,  Vice-Chairman New  York 

Charles  E.  Wiles,  Secretary Erie 

Harry  W.  Hale,  Jr.,  Delegate Erie 

UROLOGY 

Howard  T.  Thompson,  Chairman Monroe 

Gustavus  A.  Humphreys,  Vice-Chairman 

New  York 

Donald  F.  McDonald,  Secretary Monroe 

E.  Craig  Coats,  Delegate New  York 
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without  steroids 
this  arthritic  miner 
might  still  be  spoon-fed 

On  MetiCORTEN,  he  has  worked  steadily 
for  six  years  with  no  serious  side  effects 


J.  G.’s  rheumatoid  arthritis  started  in  1949  with 
severe  and  unremitting  pain  in  his  shoulders. 
Later,  his  wrists,  elbows,  feet  and  hands  became 
involved  with  swelling  and  loss  of  function.  By 
1951,  when  he  was  45,  the  patient  was  helpless 
and  had  to  be  fed  and  dressed  by  his  wife.  He 
was  frequently  hospitalized  during  the  next  three 
, years.  Hydrocortisone  failed  to  make  any  change 
in  his  condition. 


cian  that  year  and  had 


On  April  2,  1955,  the 
patient  was  placed  on 
Meticorten  and  im- 
proved promptly.  Two 
weeks  later  he  stated,  “I 
feel  very  well  now.”  He 
was  able  to  go  back  to 
work  as  a mine  electri- 
o difficulty  driving  a car. 


For  the  past  six  years,  he 
has  been  maintained  on 
Meticorten  5 mg.  two 
or  three  times  a day. 
There  have  been  no  side 
effects.  The  patient  has 
not  lost  any  work  time, 
nor  has  he  had  to  limit 
j his  activities  in  any  way. 


i Case  history  courtesy  of  Joel  Goldman,  M.D.,  Johnstown,  Pa. 
[ These  photographs  of  Dr.  Goldman’s  patient  were  taken  on 
I November  10, 1960. 

Meticorten,®  brand  of  prednisone. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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because 
vitamin  deficiencies 
tend  to  be  multiple... 
give  your  postoperative 
patient  the  protection  of 

MYADEC 

hi^h-polcncy  vitamin  formula  with  minerals 


It  is  generally  agreed  that  alter  surgery,  or  at  other  times  of 
physiologic  stress,  vitamin  reserves  may  be  depleted,  mvaofx 
lielps  to  correct  such  deficiencies.  Just  one  capsule  daily 
supplies  therapeutic  jx)tencies  of  9 vitamins,  plus  \ arious 
minerals  normally  found  in  body  tissues,  myadec  is  also  valuable 
for  the  prevention  of  vitamin  deficiencies  in  those  patients 
whose  customary  diets  are  lacking  in  important  food  factors. 
Each  MVADEC  capsule  contains: 

Vitamins:  Vitamin  crystalline  — 5 meg.:  \'itamin  (G) 

(riboflavin)— 10  mg.;  Vitamin  B^  (pyricloxine  hydrochloride)  — 

2 mg.;  X'itamin  Bj  mononitrate— 10  mg.;  Nicotinamide 
(niacinamide)— 100  mg.;  Vitamin  C (ascorbic  acid)— 150  mg.; 
Vitamin  A— (7.5  mg.)  25,000  units;  Vitamin  D — (25  meg.) 

1,000  units;  Vitamin  E (d-alpha-tocopheryl  acetate  concentrate) 

— 5 I.U.  Minerals  (as  inorganic  .salts):  Iodine— 0.15  mg.; 
Manganese— 1 mg.;  Cobalt— 0.1  mg.;  Potassium  — 5 mg.; 
Molybdenum— 0.2  mg.;  Iron— 15  mg.;  Copper— 1 mg.;  Zinc 

— 1.5  mg.;  Magnesium  — 6 mg.;  Calcium—  105  mg.;  Phosphorus 

—80  mg.  Bottles  of  30,  100,  and  250.  S5!«i 


PARKE-DAVIS 

PAHKE.  DAVIS  A COMPANY,  DMroH  33.  Michigan 


SUCCESSFUL  FAMILY 
PLANNING... BASED  ON 
YOUR  COUNSEL  AND 

LANESTA*  GEL 


Every  young  couple  about  to  be  married  needs  advice  of  all  sorts,  and  they’ll  get  it,  too  — from  every- 
body — some  good,  some  bad.  But  some  of  the  most  valuable  counsel  they  can  get  — help  in  planning 
their  own  family  — comes  best  from  you.  Their  family  happiness  for  many  years  can  depend  on  what 
you  suggest  to  them,  including  your  recommendation  for  the  use  of  Lanesta  Gel. 

Lanesta  Gel,  with  or  without  a diaphragm,  is  a most  effective  means  of  conception  control.  Lanesta  Gel 
offers  faster  spermicidal  action  because  it  rapidly  diffuses  into  the  seminal  clot.  In  fact,  Gamble 
(“Spermicidal  Times  of  Commercial  Contraceptive  Materials  — 1959”*)  found  the  mean  diffusion 
spermicidal  time  of  Lanesta  Gel  to  be  three  to  seven  times  faster  than  the  mean  diffusion  times  of  ten 
leading  commercially  available  contraceptive  creams,  gels,  or  fellies. 

Lanesta  Gel  has  complete  esthetic  acceptance  and  is  well  tolerated.  -c«i»bie.c.p  •Ain.Pr.ci.sDigt,i.Trt.i.n:8S2(Oi:u  i%o. 

A PRODUCT  OF  LANTEEN®  RESEARCH  Distributed  by 

Supplied  by  Esta  Medical  Laboratories,  Inc.,  Alliance,  Ohio  BREON  LABORATORIES  INC.,  New  York  18,  N.  Y. 
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For  the 
irritable 
G.I.  tract 

Milpath  acts  quickly  to  suppress  hypermotility, 
hypersecretion,  pain  and  spasm,  and  to  allay 
anxiety  and  tension  with  minimal  side  effects. 


AVAILABLE  IN  TWO  POTENCIES 

MI  LPATH-400— Yellow,  scored  tablets  of  400  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 tablet  t.i.d.  at  mealtime  and  2 at  bedtime. 

M I LPATH-200— Yellow,  coated  tablets  of  200  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 or  2 tablets  t.i.d.  at  mealtime  and  2 at  bedtime. 

Milpath 

®Miltowii  -^anticholinergic 


WALLACE  LABORATORIES 


Cranbury,  N.  J. 
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introducing  a modern 
concept  in  nutrition... 


Nutramenf 

6RAND 

nutritionally  complete  food 

a nutritious  meal,  ready  to  drink 

to  supplement  inadequate  diets... to  replace  skipped  meals 

Nutrament  provides  a scientifically  balanced  ratio  of  protein-fat-carbohydrate. 

Each  12V2-ounce  serving  contains:  20  grams  of  quality  protein;  50  grams 
of  carbohydrate;  and  13.3  grams  fat,  with  added  vitamins  and  minerals. 
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. . . nutritional  support  in 
convenient,  tasty,  liquid  form 

• when  time,  habit,  or  circwnstance  interfere  with  good  nutrition 

Nutrament  may  be  used  by  individuals  vvbo  skip  breakfast  or  luncb  or  do  not  eat  properly  because 
of  busy  schedules  or  faulty  eating  habits;  and  by  those  adolescents  whose  poor  dietary  selections 
fail  to  meet  their  nutritional  needs  so  important  during  this  period  of  active  growth.* 

• when  nutritional  deficiencies  threaten  or  require  correction 

Nutrament  also  is  useful  for  obstetric  patients  who  often  require  sound,  easily  tolerated,  and  con- 
venient nutritional  supplementation  during  pregnancy  and  lactation;’  and  for  geriatric  and  other 
patients  who  cannot  or  will  not  maintain  proper  nutrition  because  of  poor  dentition,^’"*  faulty  eating 
habits,*'’  or  lack  of  interest  in  eating.’'’ 

• when  oral,  dental,  or  surgical  problems  prevent  ingestion  of  solid  food 

Nutrament  liquid,  sipped  directly  from  a glass  or  through  a straw,  may  be  used  to  provide  good 
nutrition  in  patients  who  are  unable  to  chew  solid  foods  or  in  whom  solids  are  contraindicated. 

• when  hospital  and  convalescent  diets  require  supplementation 

Even  though  prescribed,  adequate  diets  may  not  be  consumed  because  of  the  difficulty  of  providing 
personalized  nutritional  supplementation  and  encouragement  of  feeding.’  Nutrament  is  easily 
adjusted  to  the  individual  patient’s  needs;  provides  excellent  nutritional  support;  requires  no 
special  preparation. 


scientifically  formulated  to  provide 
all  knoion  essen  tial  nutrients 

Each  I2V2  fl.  oz.  can  of  Nutrament  liquid  provides  400 
calories.  Caloric  Distribution:  protein  — 20%;  fat  — 30%; 
carbohydrate— 50%;  plus  following  vitamins  and  minerals: 


%AADR 

Vitomin  A (U.S.P.  Units) 1250  30 

Vitamin  D (U.S.P.  Units) )25  30 

Vitomin  C,  mg 50  166 

Thiomine,  mg 0.5  50 

Riboflovin,  mg 0.6  50 

Niocinomide,  mg 5.0  50 

Cotcium,  Gm 0.5  67 

Phosphorus,  Gm 0.4  53 

Iron,  mg 4 40 

Iodine,  meg 60  60 

Vitomin  E (Int.  Units). 2.5 

Pyrldoxine,  mg 0-4 

Vitamin  Bjj,  meg 0.5 

Coleium  pontothenote,  mg 2.0 

Sodium,  Gm 0.2 

Potossium,  Gm 0.9 

Copper,  mg 0.5 

Mongonese,  mg 1.0 

Fiber,  Gm 0.55 


readily  accepted  by  patients 

Nutrament  liquid  requires  no  special  preparation.  The 
smooth  texture  and  appealing  taste  of  Nutrament  make  it 
readily  acceptable.  Equally  delicious  served  hot  or  cold. 
Nutrament  also  has  a high  satiety  value. 


supplied 

In  12’/2-fluid-ounce  cans,  chocolate  and  vanilla  flavors. 
Conveniently  available  at  drug  and  food  stores. 


references 

(1)  Johnston,  J.  A.:  Ann.  New  York  Acad.  Sc.  69:881-901  (Jan.  10) 
1958.  (2)  Burke,  B.  S.,  and  Kirkwood,  S.  B.,  in  Greenhill,  J.  E: 
Obstetrics,  ed.  12,  Philadelphia,  W.  B.  Saunders  Company,  1960,  pp. 
126-131.  (3)  Skillman,  T.  G.;  Hamwi,  G.  J.,  and  May,  C.:  Geriatrics 
15:464-472  (June)  1960.  (4)  Shaw,  J.  H.,  in  Wohl,  M.  G.,  and  Good- 
hart,  R.  S.:  Modern  Nutrition  in  Health  and  Disease,  ed.  2,  Phila- 
delphia, Lea  & Febiger,  1960.  pp.  558-601.  (5)  Campbell,  D.  G.: 
ibid,  pp.  888-910.  (6)  Abbott,  W.,  in  Allison,  J.  B.:  Ann.  New  York 
Acad.  Sc.  69:1018-1022  (Jan.  10)  1958. 


ingredients 

Whole  milk,  skim  milk,  sugar,  soy  flour,  Dextri-Maltose,®  (maltose 
and  dextrins  derived  from  enzymic  action  of  choice  barley  malt 
on  selected  corn  flour ) starch,  chondrus  extract,  sodium  alginate, 
vitamin  A palmitate,  calciferol,  sodium  ascorbate,  thiamine  hydro- 
chloride, niacinamide,  ferrous  sulfate,  sodium  iodide,  d-alpha-to- 
copheryl  acetate,  pyridoxine  hydrochloride,  cyanocobalamin,  calcium 
pantothenate,  salt,  cupric  carbonate,  manganese  sulfate,  cocoa 
and/or  vanilla  flavor. 
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Edwarid  Dalton  Co. 

A DIVISION  OF 

MEAD  JOHNSON  & COMPANY 


Quality  products  from  nutritional  research 
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ROCHE 

LABORATORIES 

Division  of  Hoffmann*La  Roche  Inc. 
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Assure  balanced  nutritional  support  from  the 

very  first  days  of  life  with  V! -PENT A DROPS\ 
dependable  vitamin  formulations. 


Vitamins  to  meet  their  growing  needi 


to 

correct 

constipation 


without 
whipping 
the  bowel 


DORBANE’ 

Tablets 

For  recurrent  or  chronic  constipation  in  patients  of  all  ages. 
A peristaltic  stimulant  acting  through  the  blood  stream  spe- 
cifically upon  the  intramural  myenteric  plexus  of  the  colon. 
Motility  of  the  small  bowel  not  affected.  Evacuation  within 
6 to  12  hours  without  cramping  or  griping.  Each  scored  tablet 
contains  75  mg.  of  1,8  dihydroxyanthraquinone. 


vs^ith 
added 
stool - 
softening 
effect 


DORBANTYL® 

Orange  and  Black  Capsules 

A dual-purpose  bowel  evacuant,  combining 
the  stool-softening  effect  of  dioctyl  sodium 
sulfosuccinate  (50  mg.)  with  the  non-griping 
peristaltic  stimulation  of  Dorbane  (25  mg.)  in 
each  capsule.  This  combination  brings  relief 
in  "hard  stools”  constipation  or  fecal  impaction. 


for 

extra 

potency 


DORBANTYL®  FORTE 

Orange  and  Gray  Capsules 

The  advantages  of  Dorbantyl  in  double- 
strength potency  for  convenience  and  econ- 
omy. Especially  useful  in  geriatric  practice  and 
in  patients  recalcitrant  to  ordinary  laxatives 
through  prolonged  use  or  habituation. 

Norihridge,  California 
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STEM  O TAPE  COMPACT  RECORDER 

for  Office — Clinic — Hospital — Home — and  in  your  Auto 
features: 

• Weighs  &}4  lbs. 

• 2 Hour  Play 

• Self-Load  Reel  ^ 

• Reusable  Std.  ” -l"  ' '"T-JMk ' * la.:-. 

Magnetic  Tape 

• 1 Year  Guarantee  ” i=»h^ 

Model  256  Mfd.  by  Geloso  $179.95 

DICTATE-TRANSCRIBE-RECORD-PLAYBACK 
THE  DICTATING  MACHINE 
WHICH  GIVES  YOU 

HI-FI  FIDELITY  AND  4-WAY  VERSATILITY 

SEE  DEMONSTRATION  AT  OUR  BOOTH  #54 
N.  Y.  STATE  CONVENTION,  ROCHESTER.  N.Y. 

WRITE  FOR: 

□ FREE  OFFICE  DEMONSTRATION 
□ FREE  INFORMATION  BOOKLET 
O DETAILS  ON  TIME  PAYMENT  PLAN 
□ INQUIRE  ABOUT  AUDIO-DIGEST  TAPES 

INQUIRE  ABOUT  USING  TEACHING  FILMS: 

“THE  MEDICAL  FILM  OF  THE  MONTH  PLAN” 
for  Hospital  Staff  Conferences 

Nurses — Resident  and  Interne  Training 
Films  for  Lay  Audiences 
Scores  of  Films  to  Choose  From 
NEW  RELEASES:  Many  Others  Available 
DIABETES  And  Its  Long  Range  Control 
BLOOD  FLOW — New  Measurement  Techniques 

MEDICAL  FILM  GUILD,  LTD. 

506  West  57  St.,  N.Y.  19,  N.Y.,  Circle  7-0510 


rational  aspect 
of  civilized  living... 
beverage  alcohol. 


TARD  COGNAC 

a celebrated  example 
of  the  French  Art. 


The  Only  Cognac  Made  and  Bottled  at  The  Chateau  de 
Cognac.  IMPORTED  OTARD  COGNAC.  V.S.O.P..  80  PROOF 
3 STAR.  84PROOF*SCHENLEYIMPORTCO..NEWYORK 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories 1221.  1222 

Ames  Company 3rd  cover 

Armour  Pharmaceutical  Company 1213 


George  A.  Breon  Company 1202.  121."> 
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BristorLaboratories 1203,  1204 
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dual  antibiotic 
therapy  gives 
88%  cure  rate* 
in  a wide  vari- 
ety of  common 
skin  infections 

’Greenhouse,  J.  M.,  and  Ryle,  W.  C.;  A.  M.  A. 
Arch.  Dermat.  & Syph.  69:366,  1954. 


LABORATORIES,  INC. 

MOUNT  VERNON,  N.  Y. 


1211 


LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Logical  Dermatologicals — since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N.Y. 

Canada:  Winley-Morris  Co.,  Ltd.,  Montreal  29 

Fine  Mcfiium  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  the  more  acute  cases. 


ABRASION  THERAPY  FOR  ACNE 


Bravisol  has  a gentle,  graded  abrasive 
action  that  attacks  the  acne  lesion 
simply  and  directly.  Helps  open 
plugged  pores,  reduce  pustules  and 
blackheads,  control  oiliness. 
Outstanding  success  oi^thousands 
of  acne  cases.  Brasivol  (pat. 
pend.)  contains:  mild  abrasive 
(ALO3),  hexachlorophene 
1 % , drying  soap-and- 
detergent  base. 

Write  for  samples  and  Uterature. 

(STIEFEC) 


in  certain  countries  Brasivol  availabie  as  DENCO-BRAS™ 


“My  new  miracle  chant  will  be  a great  advance  in 
healing  if  there  are  no  developments  or  undesirable 
side-effects.” 
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only  2 SEionds  to  speiify 


mnximum 

QUnilTV 

It  takes  only  2 seconds  to  specify 
“THYROID  ARMOUR”  on  a 
prescription  blank,  yet  these  words 
represent  the  highest  grade  thyroid 
available,  manufactured  with 
all  the  control  skills  learned  during 
three-quarters  of  a century  of 
experience  with  endocrine  products. 
THYROID  ARMOUR  is  the  original 
standard  of  comparison  for  all 
thyroid  preparations,  and  is 
regarded  throughout  the  world 
as  th£  quality  thyroid  product, 

ARMOUR  PHARMACEUTICAL  COMPANY 

KANKAKEE,  ILLINOIS  Atmour  Mccins  Protection 


THYROID  U.S.P. 

Thyroid  Tablets  (Armour)  are  prepared  from  fresh 
selected  glands,  desiccated  and  standardized  by  official 
U.S.P.  method  to  contain  0.2  per  cent  of  iodine  in  thyroid 
combination.  Thyroid  Powder  U.S.P.  (Armour)  is 
standardized  and  of  uniform  potency.  USES:  Thyroid 
deficiencies,  cretinism,  myxedema,  nodular  goiter  (non- 
toxic),  non-nodular  goiter.  A variety  of  clinical  condi- 
tions will  respond  to  the  use  of  Thyroid  (Armour)  when 
subclinical  hypothyroidism  Is  Involved,  i.e.,  gynecologic 
conditions  such  as  functional  menstrual  disorders,  ster- 
ility, habitual  abortion ; recurring  conjunctivitis ; certain 
types  of  anemias  and  obesity;  and  certain  changes 
which  occur  in  hair,  skin  and  fingernails.  DOSAGE:  Vt 
to  5 grains  daily  as  required  by  clinical  condition. 
Therapeutic  effect  develops  slowly  and  lasts  for  two 
months  or  longer.  Thus  the  dally  dose  may  be  given  as 
a single  dose  (preferably  in  the  morning)  rather  than 
severaltimes daily.  Patientstreated  with  thyroid  should 
be  continuously  under  the  physician's  observation. 
CONTRAINDICATIONS:  Heart  disease  and  hyperten- 
sion, unless  the  metabolic  rate  is  low.  SUPPLIED: 
Tablets— bottles  of  100, 1000  and  larger:  potencies  of 
Vt,  1, 2 and  5 grains.  Powder-1  oz.  4 oz.,and  1 lb. 
bottles. 


©Jan.  1961.  A.  P.  Co. 
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double 
trouble 
of  tbe 
g.l.  tract? 


dual  action 
in  the 

therapeutic 

attack 


spasm 

hyperacidity 

pain... 

intensified  by 
tension 
anxiety 


ENARAX  10  provides 
10  mg.  oxyphencyclimine 
the  inherently 
long-acting  anticholinergic 
plus  25  mg.  ATARAX®t 
the  tranquilizer 
that  does  not  stimulate 
gastric  secretion 


NEW 

CONVENIENT 
LOW  DOSAGE 

NOW  AVAILABLE 

ENARAX  5 

Oxyphencyclimine  HCI  ... 

. .5  mg. 

ATARAX  (Hydroxyzine  HCI)  . 

1 tablet  twice  daily 
Supplied:  Bottles  of  60 
scored  white  tablets. 

. . 25  mg. 

ENARAX 


A SENTRY  FOR  THE  G.l.  TRACT 

Proven  effective  for  continuous  relief  of  both  physical  and  emotional  aspects  of  G.l.  disease  — 
hypermotility,  hyperacidity,  and  hyperemotivity.  One  tablet  b.i.d.  provides  24-hour  control  of 
symptoms  in  peptic  ulcer,  gastritis,  gastroenteritis,  colitis,  functional  bowel  syndrome,  duodenitis, 
hiatus  hernia  (symptomatic),  irritable  bowel  syndrome,  pylorospasm,  cardiospasm,  biliary  tract 
dysfunctions,  and  dysmenorrhea.  ENARAX  10  has  been  successful  in  92%  of  cases.''^  Let  your 
G.l.  patients  profit  from  its  dual,  full-time  therapeutic  action. 

Dosage;  One  ENARAX  10  tablet  twice  daily  — preferably  in  the  morning  and  before  retiring.  The  maintenance 
dose  should  be  adjusted  according  to  the  therapeutic  response.  Use  with  caution  in  patients  with  prostatic 
hypertrophy  and  only  with  ophthalmological  supervision  in  glaucoma.  Supplied:  In  bottles  of  60  black-and-white 
scored  tablets.  Prescription  only. 

References:  1.  Hock,  C.  W.:  Am.  J.  Gastroenterol.  34:293  (Sept.)  1960.  2.  Leming.  B.  H.,  Jr.:  Clin.  Med.  6:423  (Mar.) 
1959.  3.  Data  in  Roerie  Medical  Deoartment  files.  tbrand  of  hydroxyrine 

@ New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co..  Inc. 
Science  for  the  World's  Well-Being® 
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For  demonstrably  greater  relief  in  asthma' 

mrv7r7MT 


the  bronchial  tree  of  thick  mucus  and 


the  bronchioles 


Bronkotabs  is  more  effective  because  it  is  more 
comprehensive  in  treatment.  First,  Bronkotabs 
dilates  bronchioles,  combats  local  edema  and 
provides  mild  sedation. 

In  addition,  Bronkotabs  decongests,  using  a most 
effective  expectorant  (glyceryl  guaiacolate)^  to 
liquefy  and  help  expel  the  thick,  tenacious  mucus 
which  is  the  cause  of  much  of  the  respiratory 
distress  in  chronic  asthma.^  Since  asthma  is  a 
chronic  allergic  disease  of  the  bronchial  tree,^ 
Bronkotabs  also  supplies  a highly  efficient  anti- 
histamine (thenyidiamine)  for  prophylactic  main- 
tenance.'^  Marked  and  consistent  relief  of 
symptoms  with  minimum  side  effects  can  be 
expected  with  a dose  of  one  tablet  every 
three  or  four  hours,  not  to  exceed  five 
times  daily. 

In  a recent  study^  of  40  patients  with 
asthma,  33  patients  (82.5%)  reported 


Bronkotabs  brought  fair  to  good  relief  from 
asthmatic  symptoms.  Asthma  relief  was  expressed 
by  ease  of  expectoration  of  secretions,  reduction  of 
bronchospasm,  and  increased  vital  capacity.  “The 
combination  of  drugs  used  in . . . [BRONKOTABS] 
. . . gave  greater  relief  in  these  patients  than  the 
conventionally  used  tablet  [ephedrine,  theophyl- 
line, phenobarbital] . . 


BRONKOTABS  DOES  MORE  FOR  THE  ASTHMATIC  BECAUSE 
IT  IS  MORE  COMPREHENSIVE  IN  ACTION.  Each  tablet  con- 
tains: Theophylline  100  mg.;  Ephedrine  Sulfate  24  mg.; 
Phenobarbital  8 mg.;  Thenyidiamine  HCI  10  mg.  and 
Glyceryl  Guaiacolate  100  mg. 

Supplied:  bottles  of  100  white  scored  tablets. 

References:  1.  Spielman,  A.  D.:  In  press.  2.  Schwart2, 
E.,  et  al.;  Am.  Pract.  & Digest  Treat.  7:585,  1956.  3. 
Ogden,  H.  D.,  and  Fuchs,  M.:  J.  Louisiana  M.  Soc. 
111:175,  1959.  4.  Drill,  W.  A.;  Pharmacology  in  Medi- 
cine. New  York,  McGraw-Hill  Co.,  1954,  p.  41. 
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Why  Homer  Jackson’s  work  is  important  to  you... 


Talking  on  the  radio-telephone  is  Homer  Jackson, 
both  a scientist  and  a buyer  for  a company  processing 
Florida  oranges  into  frozen  juice  concentrate. 

He  has  just  made  a decision  that’s  important  to 
you.  He  has  analyzed  some  sample  oranges  from  the 
grove  in  the  background  and  found  that  they  have 
the  optimal  amount  of  sugar,  of  acid,  and  are  of  the 
proper  texture.  (Testing  for  vitamin  C comes  later.) 
Homer  Jackson  knows  that  these  oranges  are  of  a 
quality  to  meet  the  exacting  regulations  required  by 
the  Florida  Citrus  Commission. 


These  standards  for  quality  in  citrus  products  are 
the  highest  in  the  world.  This  is  important  to  you  and 
your  patients  because  juice  made  from  the  best  oranges 
will  be  nutritionally  best  for  your  patients.  It  will  con- 
tain abundant  amounts  of  vitamin  C and  rich,  natural 
fruit  sugars. 

It’s  good  nutrition  to  encourage  people  to  drink 
orange  juice.  It  makes  good  sense  to  persuade  them 
to  drink  orange  juice  that  you  know  tastes  good,  has 
the  right  sugar-acid  ratio,  and  is  packed  full  of  nutri- 
tionally important  vitamin  C. 


©Florida  Citrus  Commission,  Lakeland,  Florida 


A dual-acting  skeletal  muscle  relaxant-analgesic,  combining  the  clinically 
proven  relaxant  action  of  ROBAXIN  with  the  time-tested  pain  relieving 
action  of  aspirin. 

Each  Robaxisal  lablet  contains: 

Robaxin  (methocarbamol  Robins)  400  mg.  Acetylsalicylic  acid  (5  gr.) 325  mg. 

U.S.  Pat.  No.  2^^06^9 

Su/iply:  Bottles  of  100  and  500  pink-and-white  laminated  tablets. 

Or  Robaxisal®-PH  (Robaxin  with  Phenaphen*)  — when  anxiety  is 
associated  with  painful  skeletal  muscle  spasm. 

Each  Robaxisal-PH  Tablet  contains: 

Robaxin  (methocarbamol  Robins)  4(X)mg.  Acetylsalicylic  acid 81  mg. 

Phenacetin  97  mg.  Hyoscyamine sulfate  0.0I6mg.  Phenobarbital  ( gr-)  8.1  mg. 
Supply:  Bottles  of  100  and  5()0  green-and-white  laminated  tablets. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today's  medUines  ’with  integrity...  seeking  tomorrovps  ‘with  persistence. 


When 

severe  pain  aecompanies 

skeletal  muscle  spasm 
ease  both ‘pain  & spasm’ 


with 


Robaxin®  with  Aspirin 


3-way  support 

for  the 


aging  patient . . . 


ASSISTS  PROTEIN  UPTAKE 
IMPROVES  MENTAL  OUTLOOK 
AIDS  NUTRITIONAL  INTAKE 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • 
Methyl  Testosterone  2.5  mg.  • d-Amphetamine  Sulfate 
2.5  mg.  • Vitamin  A (Acetate)  5,000  U.S.P.  Units  • Vita- 
min D 500  U.S.P.  Units  • Vitamin  6,2  with  AUTRINIC® 
Intrinsic  Factor  Concentrate  1/15  U.S.P.  Unit  (Oral)  • 
Thiamine  Mononitrate  (B,)  5 mg.  • Riboflavin  (62)  5 mg. 

• Niacinamide  15  mg.  • Pyridoxine  HCI  (B,)  0.5  mg.  • 
Calcium  Pantothenate  5 mg.  • Choline  Bitartrate  25  mg. 

• Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascor- 


bate 50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • 
Vitamin  E (Tocopherol  Acid  Succinate)  10  Int.  Units  • 
Rutin  12.5  mg.  • Ferrous  Fumarate  (Elemental  iron,  10 
mg.)  30.4  mg.  • Iodine  (as  Kl)  0.1  mg.  • Calcium  (as 
CaHPOa)  35  mg.  • Phosphorus  (as  CaHP04)  27  mg.  • 
Fluorine  (as  CaF2)  0.1  mg.  • Copper  (as  CuO)  1 mg.  • 
Potassium  (as  K2SO4)  5 mg.  • Manganese  (as  Mn02)  1 mg. 

• Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg. 

• Boron  (as  Na2B40,.10H20)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


massages 
pain  away 

in  musculoskeletal 
involvements 

GER-O-FOAM 

(aerosol  foam) 

relieves  pain,  spasm; 
improves  function 
increases  tolerance 
to  exercise 


GER-O-FOAM’s  exclu- 
sive formula  provides 
for  the  first  time  deeply 
absorbed  analgesic- 
anesthetic  agents  in 
aerosol  form— to  per- 
meate and  anesthetize 
sensory  nerve  endings. 

Relief  in  minutes,  lasting 
for  hours  in  . . . rheuma- 
toid arthritis,  osteoar- 
thritis, muscle  sprain, 
fibromyositis,  low  back 
pain  . . . even  in  chronic 
ntractable  cases. 

GER-O-FOAM  combines: 
Methyl  salicylate  30%,  ben- 
zocaine  3%,  in  a neutralized 
emulsion  base,  permitting 
fast  penetration  through  the 
stratum  corneum. 


QoLmpljb  i 


and  reprint  from 

GERIATRIC  PHARMACEUTICAL CORP. 

Bellerose,  New  York 

Pioneers  In  Geriatric  Research 


1.  Gordon,  E.  E.  and  Haas,  A.: 
Industrial  Medicine  & Surgery 
28:217,  1959. 
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Top-rated 
topical  for  your 
treatment  table . . . 
for  your 
prescription  use 

EFFECTIVE  AND  SAFE  FOR  CUTANEOUS  BACTERIAL 
INFECTIONS— /mpeiigo  and  pyoderma  respond- 
ed promptly  to  Furacin:  “treatment  was  usu- 
ally necessary  for  only  several  days  or  one 
week  at  most.”  There  was  a low  incidence  of 
hypersensitivity:  only  1 reaction  among  the  92 
FuRACiN-treated  patients  with  these  conditions. 
Application  of  Furacin  to  infected,  chronic 
leg  ulcers,  “previously  resistant  to  many  types 
of  treatment,  was  attended  by  marked  clear- 
ing of  the  infection  and  healing  of  the  ulcera- 
tions without  any  adverse  reaction.” 

In  the  over-all  group  of  212  dermatologic 
patients,  Furacin  (Soluble  Dressing,  Cream 
or  Solution,  applied  three  times  daily)  was 
also  successful  in  treating  furunculosis,  folli- 
culitis, pustular  acne,  sycosis  vulgaris  barbae, 
and  ecthyma.  Hypersensitivity  may  be  mini- 
mized by  limiting  application  to  “the  recom- 
mended five-to-seven-day  period,”  particularly 
“in  lesions  overlying  a large,  active  vascular 
bed.  . . .” 

Weiner,  A.  L.,  and  Fixler,  Z.  C. ; J.A.M.A.  169:346.  1959. 

• broad  bactericidal  range  includes  certain 
stubborn  staphylococcal  strains  • has  not  de- 
veloped significant  resistance  • nontoxic  and 
nonirritating  • does  not  retard  epithelization 

• low  sensitization  rate  • stable  and  long- 
acting,  even  in  exudates 


brand  of  nitrofurazone 


• Soluble  Dressing  • Soluble  Powder 

• Solution  • Cream  • HC  Cream  (with 
hydrocortisone)  • and  other  special 
formulations  for  every  topical  need 


EATON  laboratories 

Division  of  The  Norwich  Pharmacal  Company 

NORWICH,  NEW  YORK 
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for  vaginal  discharges 


NYLMERATE 


NYLMERATE  JELLY 


NYLMERATE  SOLUTION 
CONCENTRATE 


The  modern,  non-staining  therapy  for  vaginal 
trichomoniasis,  non-specific  vaginal  discharges, 
vaginal  pruritis  and  malodorous  lesions. 

Low  surface  tension  assures  uniform  coating  of 
the  vaginal  mucosa ...  permits  deep  penetration 
of  all  areas.  Kills  most  offending  pathogens  and 
re-establishes  normal  vaginal  flora.  Prescribe 
economy  size  Nylmerate  Jelly,  5 oz.  tube  with 
applicator.  (Also  available  in  refill  tubes.)  Use 
twice  daily,  morning  and  night. 

Active  Ingredients:  Polyoxyethylenenonjlphenol  0.10^,  Boric 
Acid  Phenylmercuric  Acetate  0.02C^,  in  a gum  base  with 

pH  adjusted  to  4. 


A therapeutic  vaginal  douche  of  choice  in  the 
management  of  monilia  and  trichomonas  vaginal 
infections. 

Nylmerate  Solution  has  deep  surface  penetrating 
properties  — Reaches  innermost  recesses  where 
undesirable  organisms  flourish. 

Effectively  cleanses,  deodorizes  and  soothes  the 
vaginal  vault.  At  the  same  time  provides  tricho- 
monicidal  and  bacteriocidal  activities.  Because 
of  this  buffered  acidity  (pH  4.1  in  dilution)  aids 
in  controlling  and  inhibiting  the  growth  of  path- 
ogenic organisms. 

More  effective  than  vinegar,  Nylmerate  Akiti- 
septic  Solution  is  ideal  for  therapeutic  and  pro- 
phylactic use  as  a vaginal  douche. 

Simple  to  use:  One  capful  in  two  quarts  of  water. 
Prescribe  in  pint  bottles. 

Active  Ingredients:  Phenjiniercuric  Acetate  0.2Cr  in  a buffered 
solvent  of  Alcohol  50Cr*  Acetone  lO^r  and  de*ionized  water  q.  s., 
added  certified  color  with  pH  adjusted  to  4.9. 

145  Hudson  Street  • New  York  13,  N.  Y. 


HOLLAND-RANTOS  CO.,  INC 
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ANNOUNCING 


Therapeutic  dosage  of  B-Complex 
plus  500  mg.  of  Vitamin  C 


Filmtab  coatings  protect 

this  full  range  of  Abbott  ^ 

nutritional  supplements:  t 

) 

SUR-BEX^  WITH  C.  Smaller  | 

dosages  of  the  essential  B-  I 

Complex  and  C.  Table  bottles 
of  60.  Also  in  bottles  of  100, 

500  and  1000.  i 


Unsurpassed  stability.  As  coatings  are  applied 
without  water,  deterioration  due  to  moisture  is 
virtually  eliminated.  Stability  is  enhanced;  po- 
tency is  protected.  Easier,  more  pleasant  to 
take.  Surbex-T  tablets  are  up  to  30%  smaller; 
have  a pleasant  taste;  and  are  non-caloric.  Vita- 
min odor  and  aftertaste  are  eliminated. 


Each  Filmtab  Surbex-T  represents: 


Thiamine  Mononitrate  (Bi) 15  mg. 

Riboflavin  (Bz) 10  mg. 

Nicotinamide 100  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Cobalamin  (Vitamin  B12) 4 meg. 

Calcium  Pantothenate 20  mg. 

(as  calcium  pantothenate  racemic) 

Ascorbic  Acid  (as  sodium  ascorbate).  500  mg. 

Desiccated  Liver,  N.  F 75  mg. 

Liver  Fraction  2,  N.  F 75  mg. 


Supplied  in  bottles  of  100  and  1000 

VITAMINS  BY 


DAYTEENS^"  To  help  insure 
optimal  nutrition  in  growing 
teenagers.  Table  bottles  of 
100,  bottles  of  250,  1000. 

Potent  maintenance  formulas 
—ideal  for  those  who  are  “nu- 
tritionally run-down” 

DAYALETS*  Table  bottles  of 
100.  Bottles  of  50,  250,  1000. 

DAYALETS-M’  Apothecary 
bottles  of  100  and  250.  Also 
in  bottles  of  1000. 

Therapeutic  formulas  for 
more  severe  deficiencies— ill- 
ness, infection,  etc. 

OPTILETS*  & OPTILETS-M* 

Table  bottles  of  30  and  100. 
Bottles  of  1000. 

• FILMTAB  — FILM-SEALED  TABLETS.  ABBOTT. 

TM  —TRADEMARK 
1961,  ABBOTT  LABORATORIES 
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Filmtab®  Coating  Advantages 


in  a Nutshell 


Tablets  are 
easier  to  swallow, 
up  to  30% 
smaller. 


Vitamin 
after-taste  and 
odor 

are  eliminated. 


Tablets  are  pleasant 
tasting,  non-caloric, 
come  in  a rainbow  of 
cheerful  colors. 


Breakage  and  cracking 
are  less  likely.  (Sugar 
coatings  are  crystalline, 
and  more  brittle.) 


In  contrast  with 
sugar  coatings, 
no  water  is  used 
in  manufacture. 


This  eliminates  the  need 
of  protective  subseals,  and 
chances  of  moisture  seepage 
through  imperfections. 


Absorption  is  speeded 
as  sugar’s  bulk 
and  subseals 
are  eliminated. 


Vitamins  are 
readily  available  at 
proximal 
receptor  sites. 


NET  RESULT;  Potency  is  assured  for  a longer  time. 
The  patient  gets  what  he  pays  for — and  what  you  prescribe. 


& 

1 

1 

r ■ ' 

ABBOTT 

k .*3! 

riLMTA8-~-F1LM-SEALC0  TABLETS,  ABBOTT 


Clieei,  ABBOTT  LABORATORIES 
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Iron  utilization  depends  principally  upon  the  rate  of  erythropoiesis‘.2  which,  in  turn,  is  controlled  by  the  hormone, 
erythropoietin.3.^  Cobalt  is  the  only  clinically  proved  agent  which  enhances  the  formation  of  erythropoietins.® 

1 ...providing  a rational  physiologic  approach  to  the  treatment  of  anemia.  □ RONCOVITE-MF,  through  cobalt- 
gL  created  erythropoietin,  produces  a more  rapid  and  complete  red  blood  cell  and  hemoglobin  response  in 
iron  deficiency  anemia  of  pregnancy.^*®  Typically,  in  a study  of  pregnant  patients,  “. . . utilization  of  orally 
administered  iron  was  increased  roughly  twofold  by  the  simultaneous  administration  of  cobalt.”’’  /- 

Each  tablet  contains:  cobalt  chloride  (cobalt  as  Co,  IJ 
3.7  mg.)  15  mg.  and  ferrous  sulfate,  exsiccated,  too  mg.  M 1. ^ T M M 

(1)  Bothwell,  T.  H.i  Pirzio-Biroli,  G..  and  Finch,  C.  A.:  J.  Lab.  & Clin.  Med.  51 :24, 1958.  (2)  Beutler,  E..  and 
Buttenwieser,  E.:  J.  Lab.  & Clin.  Med.  59:274,  1960.  (3)  Gordon,  A.  S.:  Physiol.  Rev.  39:1,  1959. 

(4)  Rosse,  W.  F.,  and  Gurney,  C.  W.:  J.  Lab.  & Clin.  Med.  53:446, 1959.  (5)  Goldwasser,  E.;  Jacobson, 

L.  0.;  Fried,  W..  and  Pizak,  L.  F.:  Blood  13:55,1958.  (6)  Murdock.  H.  R.,  Jr.:  J.  Am.  Pharm. 

A.  (Sclent.  Ed.)  48:140,  1959.  (7)  Center,  W.  M.:  Clin.  Med.  7:713,  1960.  (8)  Craig. 
p.  E.:  Clin.  Med.  6.597,  1959.  (9)  Holly,  R.  G.:  Clin.  Obst.  & Gynec.  1:15. 1958. 


Cincinnati  99,  OKio 
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The  muscle  relaxant  with  an  independent  pain-relieving  action 


(carUoprodol,  Wallace) 


\!/  Wallace  laboratories,  Cranbury,  New  Jersey 


Put  your 
low-back  patient 
back  on  the  payroll 


Soma  relieves  stiffness 
-stops  pain,  too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 


HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 tablet  q.i.d. 


COMPREHENSIVE 
OLD  AGE  BENEFITS 

A brightens  the  outlook 
A lightens  the  load  of 
poor  nutrition 
A heightens  tissue/ 
hone  metabolism 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0,01  mg.  • 
Methyl  Testosterone  2.5  mg.  • d-Amphetamine  Sulfate 
2.5  mg.  • Vitamin  A (Acetate)  5,000  U.S.P.  Units  • Vita- 
min D 500  U.S.P.  Units  • Vitamin  B,j  with  AUTRINIC® 
Intrinsic  Factor  Concentrate  115  U.S.P.  Unit  (Oral)  • 
Thiamine  Mononitrate  (B,)  5 mg.  • Riboflavin  (B2)  5 mg. 

• Niacinamide  15  mg.  • Pyridoxine  HCI  (B,)  0.5  mg.  • 
Calcium  Pantothenate  5 mg.  • Choline  Bitartrate  25  mg. 

• Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascor- 


bate 50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • 
Vitamin  E (Tocopherol  Acid  Succinate)  10  Int.  Units  • 
Rutin  12.5  mg.  • Ferrous  Fumarate  (Elemental  Iron,  10 
mg.)  30.4  mg.  • Iodine  (as  Kl)  0.1  mg.  • Calcium  (as 
CaHPOa)  35  mg.  • Phosphorus  (as  CaHP04)  27  mg.  • 
Fluorine  (as  CaFJ  0.1  mg.  • Copper  (as  CuO)  1 mg.  • 
Potassium  (as  K2SO4)  5 mg.  • Manganese  (as  MnOj)  1 mg. 

• Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg. 

• Boron  (as  Na2B407.10H30)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


“Hmmmm  . . .flat feet.” 
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in  sulfa  therapy... 

RELEASE  YOUR  PATIENT  FROM  Q.I.D.  DOSAGE 


just  one  tablet  of  Midicel  provides  continuous,  effective  blood  levels  for  24  hours 


Because  many  patients  need  take  only  1 tablet  daily,  therapy  with  MIDICEL  is  convenient  and  economical. 
It  is  also  advantageous  since  the  possibility  of  omitted  doses  is  reduced.  Rapidly  absorbed  and  slowly 
excreted,  MIDICEL  assures  dependable  bacteriostatic  action  in  urinary  tract  infections,  certain  respiratory 
infections,  bacillary  dysenteries,  as  well  as  surgical  and  soft-tissue  infections  caused  by  sulfonamide- 
sensitive  organisms.  And  with  MIDICEL,  there  is  little  likelihood  of  crystalluria  because  of  its  high  solu- 
bility and  low  dosage. 

MIDICEL  (sulfamethoxypyridazine,  Parke-Davis),  3-sulfanilamido-6-methoxypyridazine.  Tablets  of  0.5  Cm.; 
Suspension,  each  cc.  containing  50  mg.  of  sulfamethoxypyridazine  as  the  N’-acetyl  derivative.  Indica- 
tions: Gram-negative  and  gram-positive  infections  such  as  urinary  tract,  respiratory,  and  soft-tissue 
infections  and  bacillary  dysenteries.  Dosage:  Orally  once  a day  until  asymptomatic  for  48  to  72  hours. 
Adults:—!  Gm.  initially,  followed  by  0.5  Gm.  daily  thereafter  or  1 Gm.  every  other  day.  In  severe  infec- 
tions, not  to  exceed  2 Gm.  the  first  day,  then  0.5  to  1.5  Gm.  daily  according  to  weight  of  patient  and 
severity  of  infection.  Children:— 30  mg.  per  Kg.  the  first  day,  then  15  mg.  per  Kg.  daily.  In  severe  infec- 
tions, up  to  50  mg.  per  Kg.  initially,  then  25  mg.  per  Kg.  daily.  Total  dose  in  children,  however,  should 
not  exceed  lower  dosage  limits  for  adults.  P recautions daily  doses  higher  than  0.5  Gm.  no 
longer  than  three  to  five  days  without  checking  for  blood  levels  above  therapeutic  range.  Maintain 
adequate  fluid  intake  during  therapy  and  for  48  to  72  hours  afterward.  Until  further  definitive  informa- 
tion is  available,  MIDICEL,  in  common  with  all  sulfonamides,  is  contraindicated  in  the  premature  and 
newborn  infant.  Contraindicated  in  patients  with  a history  of  sulfa  sensitivity.  MIDICEL  is  not  recom- 
mended for  meningococcal  infections.  Side  Effects:  Anorexia  and  lassitude  may  occur  as  may  reac- 
tions such  as  drug  fever,  rash,  and  headache,  all  of  which  are  indications  for  discontinuing  the  drug. 
Leukopenia  has  been  reported.  Periodic  blood  counts  are  advised.  Patients  with  impaired  renal  function 
should  be  followed  closely  since  excessive  accumulation  may  ozm.  Available:  Quarter-scored  tablets 
of  0.5  Gm.,  bottles  of  24. 100,  and  1,000. 


(sulfamethoxypyridazine,  Parke-Davis) 


and  for  children. ..Midicel  Acetyl  Suspension  (N*  acetyl  sulfamethoxypy- 
ridazine,  Parke-Davis)  • delicious  butterscotch  flavor  • only  one  dose  a day 


PARKE-DAVIS 


PARKE,  DAVIS  A COMPANY.  Detroit  32.  Michigan 


HOW  TO  GET  TO  ROCHESTER 
QCICKLY  AlSn  EASILY 


Transportation  to  the  Annual  Convention  of 
The  Medical  Society  of  the  State  of  New  York 


BY  AIR  — American  Airlines 
Capital  Airlines 
Mohawk  Airlines 


More  than  70  scheduled  flights  daily  in  all  directions 

BY  RAIL — East  and  West — New  York  Central 

BY  CAR — New  York  State  Thruway 

Exit  45  from  East,  Exit  46  from  West 

PARKIA'G — United  System  Parking, 

South  Clinton,  opposite  Manger  Hotel 
Powers  Ramp  Garage,  20  North  Fitzhugh  Street 
Night  Parking 

PLACES  OF  INTEREST— 

Eastman  House  of  Photography 
Memorial  Art  Gallery 
Rochester  Museum  of  Arts  & Sciences 
University  of  Rochester 
Eastman  School  of  Music 
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The  principle  that  makes 

a duck  sink . . . produces 
soft,  normal  stools 

in  functional  constipation 


Water  doesn’t  roll  off  this  duck’s  back  . . . because  the 
water  is  Surfak-treated.  Surfak  decreases  interfacial 
tension  between  water  and  oil . . . penetrates  the  nat- 
ural oils  in  the  feathers,  permits  water  absorption, 
adding  weight  so  that  the  duck  sinks. 

Similarly,  in  functional  constipation,  Surfak 
quickly  permeates  the  heterogeneous  fecal  mass.  The 
superior  surfactant  action  of  calcium  bis-(dioctyl  sul- 
fosuccinate)  reduces  the  interfacial  tension  between 
the  aqueous  and  lipoid  phases  of  the  intestinal  content 
to  minimal  values.  The  result  is  soft  homogeneous 
feces  which  are  easily  moved  to  evacuation,  naturally. 

Adults:  One  240  mg.  Surfak  capsule  daily. 

Children  (and  adults  with  minimal  needs):  One  to  three 
50  mg.  Surfak  capsules  daily. 


IS  LLOYD  BROTHERS,  INC. 

CINCINNATI  3.  OHIO 


240  mg.  Surfak  capsules  in  bottles  of  15  and  100.  50  mg. 
Surfak  capsules  in  bottles  of  30  and  100. 
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Therapeutic 

confidence 


Panalba  is  effective  against 
more  than  30  commonly 
encountered  pathogens 
including  ubiquitous 
staphylococci.  Right  from 
the  start,  prescribing  it  gives 
you  a high  degree  of 
assurance  of  obtaining  the 
desired  anti-infective  action 
in  this  as  in  a wide  variety 
of  bacterial  diseases. 


Supplied:  Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline 
phosphate  complex),  equivalent  to 
260  mg.  tetracycline  hydrochloride,  and 
126  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Adult  dosage:  2 capsules  four  times  a day. 
Side  effects:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable 
to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to 
therapeutic  use  in  patients  are 
infrequent  and  consist  principally  of 
mild  nausea  and  abdominal  cramps. 
Albamycin  also  has  a relatively  low 
order  of  toxicity.  In  a certain  few 
patients,  a yellow  pigment  has  been 
found  in  the  plasma.  This  pigment, 
apparently  a metabolic  by-product  of 
the  drug,  is  not  necessarily  associated 
with  abnormal  liver  function  tests. 
Urticaria  and  maculopapular  dermatitis, 
a few  cases  of  leukopenia,  and 
agranulocytosis  have  been  reported  in 
patients  treated  with  Albamycin.  All 
of  these  side  effects  rapidly  disappeared 
upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of 
nonsusceptible  organisms,  constant 
observation  of  the  patient  is  essential. 

If  new  infections  appear  during  therapy, 
appropriate  measures  should  be  taken. 
As  with  any  serious  infection,  therapy 
of  peritonitis  with  Panalba  or  other 
antibacterial  agents  is  adjunctive 
to  surgical  procedures  and  supportive 
therapy. 


Inflammatory 
process 
of  the 
peritoneum 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


•Trademark,  Reg.  U.  S.  Pat.  Off. 

Ranalba 


* 


your  broad-spearum 
antibiotic  of  first  resort 


■ See 

both  blood  picture 
and  patient  respond  to 


TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable 
of  producing  in  ten  days  an  Hb  and  RBC 
response  comparable  to  that  obtained  after 
a transfusion  of  one  pint  of  whole  blood. 
For  potent,  complete  anemia  therapy, 
prescribe  Trinsicon  . . .just  2 a day  for  all 
treatable  anemias. 

Two  Pulvules  Trinsicon  (daily  dose) 
provide: 

Special  Liver-Stomach  Concentrate, 

Lilly  (containing  Intrinsic  Factor).  . 300  mg. 
Vitamin  B12  with  Intrinsic  Factor 


Concentrate,  N.F 1 N.F.  unit  (oral) 

Cobalamin  Concentrate,  N.F., 

equivalent  to  Cobalamin 15  meg. 

(The  above  three  ingredients  are  clinically 
equivalent  to  N.F.  units  of  APA  potency.) 

Ferrous  Sulfate,  Anhydrous 600  mg. 

(Equal  to  over  1 Gm.  Ferrous  Sulfate,  U.S.P.) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 
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year.  References  should  be  numbered  consecu- 
tively in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs  should  be 
submitted.  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number. 


indication  of  the  top,  and  the  author’s  name  should 
be  attached  to  the  back  of  each  illustration.  Legend 
should  be  typed,  numbered,  and  attached  to  each 
illustration. 
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Nine  Hundred  Calories 


Our  overfed  society  demands  an  easy  way  to 
reduce.  It  asks  to  be  treated  with  some 
special  food  or  medicine,  not  given  a lecture 
on  dietary  temperance  or  exercise.  It  is 
willing  to  pay  millions  of  dollars  in  the  belief 
that  formula  diets  provide  a radically  new 
approach  to  weight  control. 

Fortunately  for  the  public  health,  formula 
diets  are  not  radically  new.  With  huge 
amounts  of  formula  being  sold,  it  would  be 
a serious  danger  if  these  diets  lacked  a con- 
siderable precedent  of  past  experience  or  if 
they  represented  a truly  radical  departure 
from  proved  methods  of  feeding.  Physi- 
cians have  used  liquid  diets  in  the  treatment 
of  disease  since  at  least  the  time  of  Hip- 
pocrates and  more  recently  have  employed 
nutrient  mixtures  for  complete  feeding  of 
infants.  The  success  of  pediatricians  in 
imitating  the  original  formula  mixture — 
human  breast  milk — and  rearing  healthy 
infants  exclusively  on  an  artificial  formula 
leaves  little  doubt  of  the  possibility  of  meet- 
ing the  far  less  critical  nutritional  require- 
ments of  adults  in  this  way. 

The  safety  of  formula  diets  has  been 
further  docmnented  by  an  extensive  ex- 
perience at  The  Rockefeller  Institute  Hos- 
pitaP“^  during  the  nine  years  of  use  since 
they  were  introduced  on  the  metabolic  ward. 
Formulas  have  been  used  to  study  intestinal 
absorption  of  dietary  components,  to  study 
the  caloric  requirements  and  metabolic 
balance  of  obese  patients  and  to  reduce 
weight,  to  control  the  salt  and  protein  in- 
take of  hypertensive  patients,  to  study  the 
relation  between  dietary  fats  and  blood 
lipids,  to  stabilize  diabetic  patients,  and, 
in  the  laboratory,  to  feed  experimental 
animals.  Some  patients  have  subsisted 
exclusively  on  formula  diets  for  periods  up 
to  four  years.  Detailed  observations  of 
nitrogen,  mineral,  water,  and  calorie  bal- 
ances and  continuous  medical  supervision 


of  the  patients  have  not  revealed  any  haz- 
ards peculiar  to  formula  feeding. 

Our  studies  of  overweight  patients  have 
led  us  to  believe,  in  agreement  with  other 
observers,  that  obesity  is  a condition  of 
multiple  canses.  Most  striking  is  the  rela- 
tively small  group  that  might  be  said  to  ha\'e 
metabolic  obesity;  these  individuals  often 
are  markedly  overweight  (twice  normal  or 
more),  give  a history  of  repeated  serious 
efforts  to  reduce  (followed  in  each  instance 
by  a prompt  return  of  the  fat),  show  a 
tendency  to  become  lethargic  and  to  have  a 
subnormal  metabolic  rate  when  reduced 
(even  though  the  body  weight  is  still  abo\  e 
normal),  and  possibly  give  a history  sug- 
gesting change  in  endocrine  state  (such  as 
the  development  of  marked  obesity  after 
pregnancy  or  menopause).  The  essential 
feature  identifying  this  group  is  that  they 
remain  obese  despite  conscientious  efforts 
to  limit  calories.  For  them  the  physician 
has  no  fundamental  cure.  He  can  help  them 
with  another  reducing  diet  to  improve  their 
appearance  or  attempt  drastic  reduction  to 
deal  with  complicating  diabetes  and  vascular 
disease.  He  can  follow  the  metabolic  rates 
of  these  patients  while  they  are  on  low  calorie 
diets,  observe  their  physical  performance 
and  general  health,  and  be  prepared  to  stop 
the  diet  if  metabolism  seems  unduly  de- 
pressed. In  the  initial  phase  of  treatment 
he  might  find  formula  diets  helpful;  the}’ 
permit  him  to  select  a nutrient  mixture 
and  a calorie  level  without  the  ambiguity 
of  diet-kitchen  calculations.  But  he  must 
plan  for  an  indefinite  time  of  treatment : 
three  to  six  months  of  reduction  followed  by 
a lifetime  of  help  in  the  dietary  struggle. 

A far  larger  group  of  overweights  suffer 
from  overeating  and  sedentary  habits. 
These  people  provide  the  mass  market  for 
packaged  diets,  characteristically  preferring 
to  buy  an  expensive  prepared  mixture  rather 
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than  make  the  effort  recjuired  to  stir  up  a milk- 
shake at  home.  They  diet  in  spurts  lasting  a 
few  days  or  use  formula  feedings  as  sub- 
stitutes for  occasional  meals.  For  them  the 
formula  feedings  can  have  almost  any  com- 
position without  hazard;  it  is  quite  un- 
necessary to  load  their  formulas  with  excess 
vitamins  and  prepare  a special  mixture  of 
protein,  carbohydrate,  and  fat.  The  for- 
mula used  in  this  manner  provides  only  a frac- 
tion of  the  total  diet — a small  fraction  since 
it  is  taken  to  reduce  total  calories.  People 
who  owe  their  obesity  to  bad  eating  habits 
can  expect  no  long-term  benefit  from  for- 
mula diet,  nor  are  they  likely  to  be  harmed. 
For  them  a formula  serves  only  as  a low- 
calorie  TV  dinner. 

Granting  that  formula  diets  have  legiti- 
mate uses  in  medical  treatment  and  that 
they  are  harmless  to  the  casual  dieter,  should 
they  be  approved  for  general  distribution? 
Can  they  be  dangerous  if  used  rigorously 
by  the  wrong  subject?  The  answers  to 
these  questions  depend  on  one’s  attitude 
toward  limited  caloric  diets  in  general. 
Formula  diets  of  balanced  composition 
certainly  are  no  more  dangerous  than  other 
kinds  of  reduction  diets  recommended  to  the 
public.  Magazine  articles  and  books,  many 
written  by  physicians  for  the  public,  recom- 
mend low-calorie  diets,  which  if  used  by  an 
adolescent  girl  with  tuberculosis  (for  ex- 
ample) could  be  seriously  harmful.  Patients 
with  liver  damage,  renal  insufficiency,  di- 
abetes, or  alcoholism  need  individualized 
planning  of  diet ; none  of  the  published  diets 
would  be  suitable  for  all  such  subjects.  The 
answer,  in  short,  is  that  the  medical  writers 
and  the  commercial  formula  makers  are 
doing  essentially  the  same  thing:  giving 
the  public  a way  to  limit  calories.  The 
writers  sell  the  consumer  a recipe,  while  the 
formula  makers  sell  him  a food  mixture. 

There  is  a more  serious  aspect  of  the 
problem : the  self-deception  involved  in 

trifling  with  diet.  The  cure  for  intem- 
perance is  temperance,  not  a crash  diet. 
The  prevention  of  muscular  atrophy  and  the 
deterioration  of  vascular  function  associated 


with  disuse  requires  regular  exercise,  not  a 
packaged  formula.  Better  than  any  other 
group,  we  physicians  understand  these  ele- 
mentary facts  and,  if  reason  guides  behavior, 
should  act  on  them.  Specialists  in  nutrition 
may  argue  the  relative  importance  of 
various  components  in  the  diet,  details  such 
as  the  optimal  blend  of  fatty  acids  for  the 
child  or  adult,  but  these  technicalities  must 
not  be  allowed  to  obscure  the  unquestioned 
merit  of  moderation  in  diet  and  the  regular 
use  of  the  muscles.  Historically,  nations 
have  responded  to  affluence  with  idleness 
and  overeating.  Our  society  is  doing  the 
same.  Despite  scientific  advances  in  phys- 
iology and  metabolism,  modern  man  has  not 
progressed  beyond  the  imperial  Romans  in 
self-control.  For  this  failure  physicians 
must  share  the  blame.  To  put  the  matter 
bluntly,  we  ha\'e  not  insisted  on  the  hard 
necessities  of  self-control.  As  the  teachers 
of  hygiene,  we  have  not  even  applied  the 
rules  of  dietary  restraint  and  exercise  to 
ourselves  with  any  inspiring  success. 

Strict  formula  diets  involve  some  minor 
problems.  The  lack  of  residue  and  of  food 
input  causes  a reduction  of  stool  volume, 
which  should  be  explained  in  advance  to  the 
patient.  If  the  patient  persists  in  the  diet 
for  a month  or  so  he  usually  establishes  a 
new  bowel  habit  without  laxatives,  pro- 
ducing a scant  stool  every  one  to  three  days. 
The  teeth  and  gums  should  have  special 
attention  with  patients  on  a completely 
liquid  diet,  since  the  natural  cleansing  and 
circulation-promoting  actions  of  chewing 
have  been  eliminated.  Careful  brushing 
of  teeth  with  massage  of  the  gums  is  indi- 
cated. Flavors  in  the  formula  are  likely 
to  become  objectionable  in  exclusive  formula 
dieting,  although  they  may  improve  ac- 
ceptance for  occasional  use.  Few  people 
will  take  a strongly  flavored  drink  as  the 
sole  food  for  several  months. 

The  social  inconvenience  of  formula 
dieting  should  not  be  minimized.  Those  of 
us  who  have  tested  these  diets  on  ourselves, 
and  the  clinic  patients  who  have  attempted 
strict  formula  dieting  outside  of  the  met- 


April  15,  1961 


1235 


EDITORIALS 


abolic  ward,  have  rediscovered  the  profound 
importance  of  the  common  meal.  The 
timing  and  quantity  of  formula  feeding  can 
be  adjusted  to  a family  schedule  (the  900- 
calorie,  six-feedings-per-day  routine  was 
used  in  our  initial  outpatient  studies  only 
because  we  had  previously  established  this 
arbitrary  schedule  on  the  metabolic  ward), 
and  the  dieter  can  take  his  feedings  with  the 
group.  Nevertheless,  he  remains  an  out- 
sider at  the  table.  Hardly  anyone  has  per- 
sisted with  strict  formula  dieting  for  more 
than  a few  weeks  at  home ; on  the  metabolic 
ward  with  other  formula  patients  most  of 
our  subjects  have  been  willing  to  accept 
the  restriction  for  several  months. 

To  sum  up:  formula  dieting  is  not  in- 
herently dangerous.  A liquid  food  mixture 
is  nutritionally  equivalent  to  the  same  quan- 
tity of  food  in  more  familiar  form.  Formula 
feedings  permit  exact  control  of  dietary  in- 
take— an  essential  requirement  of  metabolic 
studies,  and  a helpful  feature  in  the  initial 


treatment  of  obesity.  However,  liquid  mix- 
tures do  not  have  magic  properties  that 
allow  sedentary  and  overfed  people  to  lose 
weight  easily  and  keep  it  off  permanently. 
Used  as  an  occasional  feeding  to  replace 
some  regular  meals,  formula  feedings  are 
harmless  but  no  more  effective  than  feeding 
the  same  number  of  calories  as  plain  milk,  as 
a serving  of  fruit,  as  tea  and  honey,  or  as 
any  one  of  countless  other  simple  foods. — 
Vincent  P.  Dole,  M.D. 
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“For  a richer,  fuller  life — Read!'" 


With  this  as  its  theme  National  Library 
Week  will  be  observed  April  16  through  22. 
Its  purpose  is  the  encouragement  of  life- 
time reading  habits  and  the  use  and  support 
of  libraries  of  all  kinds  by  everyone,  its  goal 
“a  better-read,  better-informed  America.” 

Members  of  the  Medical  Society  of  the 
State  of  New  York  are  particularly  fortunate 
to  have  access  to  the  Kings  County  Medical 
Library.  The  Library  of  the  Medical 
Society  of  the  County  of  Kings  became  the 
official  library  of  the  Medical  Society  of  the 
State  of  New  York  in  1906  through  an 
agreement  between  the  two  societies. 

The  agreement  is  still  in  effect,  and  the 
Kings  County  Medical  Library  has  greatly 
increased  in  size  since  its  establishment 
one  hundred  and  twelve  years  ago.  In 
1960,  2,400  volumes  were  secured,  bringing 
the  total  number  of  volumes  to  203,000. 
Approximately  2,500  periodicals  are  re- 
ceived regularly,  the  majority  by  sub- 
scription, the  others  by  exchange.  In  this 


manner  many  foreign  periodicals  not  other- 
wise available  are  made  accessible,  and  the 
exchange  makes  the  Medical  Society  and 
the  Library  known  abroad. 

The  Library  has  also  increased  the  extent 
and  number  of  its  services.  In  1960, 
3,700  volumes  were  loaned  to  local  libraries 
and  1,000  to  libraries  and  individuals  out- 
side of  Brooklyn.  In  addition,  members  of 
the  Medical  Society  of  the  State  of  New 
York  may  request  specific  information  and 
obtain  photocopies  of  Library  material. 

The  necessity  of  “keeping  up”  with  the 
increasing  body  of  knowledge  in  the  world, 
both  that  of  general  interest  and  that  of 
special  interest  to  the  individual,  cannot  be 
overemphasized.  A free  press  and  free 
access  to  the  world  of  print  are  basic  to  our 
democratic  way  of  life.  We  therefore  hope 
that  the  observance  of  National  Library 
Week  will  encourage  our  members  to  make 
more  time  for  reading  and  to  make  more 
use  of  all  libraries  available  to  them. 
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Nilevar 

(BRAND  OF  NORETHANDROLONE) 


■ revives  appetite  m increases  iveight 


Newman'  has  reported  an  experience  which  illustrates  the 
gratifying  nutritional  progress  physicians-’®  often  find  when 
they  prescribe  Nilevar.  He  states: 

“One  of  the  most  distressing  jobs  on  the  poliomyelitis  ward 
is  the  dietitian's  because  most  of  the  food  comes  back  un- 
eaten. . . . After  the  administration  of  Nilevar,  the  dietary 
department  and  the  nurses  had  to  have  a conference  about 
who  was  going  to  get  the  second  breakfasts  and  the  mid- 
night meals  ....  there  is  no  doubt  — there  is  a change  in 
appetite." 

Nilevar  improves  nutrition  not  only  by  increasing  appetite 
but  also  by  giving  specific  anabolic  impetus  to  the  body’s  utili- 
zation of  food.  All  evidence  indicates  that  the  weight  thus 
gained  is  deposited  as  muscle  tissue  so  that  typically  patients 
both  gain  weight  and  retain  weight  with  Nilevar. 

The  usual  adult  dosage  is  30  mg.  daily,  adjusted  to  the 
anabolic  needs  and  the  response  of  individual  patients.  For 


children  the  recommended  daily  dosage  is  0.5  mg.  per  kilo- 
gram or  0.25  mg.  per  pound  of  body  weight. 

Nilevar,  brand  of  norethandrolone,  is  supplied  as  uncoated, 
unscored  white  tablets  of  10  mg.  each;  as  drops  supplying 

0. 25. mg.  per  drop;  and,  for  intramuscular  injection,  ampuls 
of  25  mg.  each. 

e.  D.  S EARLE  & CO. 

CHICAGO  80,  ILLINOIS 
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essential 
partners 
in  the 
control 
of  edema 


classic 

MERCUHYDRIN 

brand  of  meralluride  sodium 

nonmercurial 

METAHYDRIN 

brand  of  [richlormethiazide 

Now... the  alternate  or  combined  use  of  these  two  drugs 
can  help  the  physician  meet  with  maximum  efficiency 
the  demands  of  diuretic  therapy  in  almost  any  phase  or  degree 
of  cardiac  edema— acute  or  chronic. 

SEND  FOR  METAHYDRIN  BROCHURE 
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SCIENTIFIC  ARTICLES 


Glaucoma  Detection  Is  Everybody  s Business 

WARD  L.  MOULD,  M.D.,  GARDEN  CITY,  NEW  YORK 


For  too  long  the  medical  profession  has 
regarded  testing  for  glaucoma  as  the 
exclusive  responsibility  of  the  ophthal- 
mologist. While  treatment  should  be  di- 
rected by  the  specialist,  control  of  this 
condition  as  a common  cause  of  blindness 
will  not  be  possible  until  the  general  prac- 
titioner and  the  internist  assume  a role 
that  will  permit  its  early  detection.  It  seems 
likely  that  they  have,  not  done  this  before, 
because  they  are  not  aware  of  the  prevalence 
of  glaucoma. 

As  we  have  been  taught,  the  glaucomas 
are  a group  of  conditions  which  are  charac- 
terized by  an  abnormal  increase  in  intra- 
ocular pressure.  Unless  controlled,  they 
cause  a progressive  destruction  of  tissues 
essential  for  vision.  The  glaucomas  are 
now  one  of  the  principal  causes  of  serious 
visual  handicap.  Their  prevalence  is  seldom 
appreciated,  even  by  men  of  the  medical 
profession.  According  to  figures  provided 
by  the  National  Society  for  the  Prevention 
of  Blindness,  of  the  345,000  Americans  who 
were  blind  in  1958,  13.5  per  cent,  or  46,000, 
were  blind  because  of  glaucoma.^  An 
additional  150,000  are  blind  in  one  eye  from 
this  condition.  It  is  estimated  that  of  the 
29,000  Americans  who  became  blind  in 
1958,  3,900  lost  their  sight  because  of 
glaucoma. 

In  numerous  detection  surveys  conducted 
in  the  United  States,  it  has  been  shown  that 
approximately  2 per  cent  of  those  over 
forty  years  of  age  are  afflicted  with  glau- 
coma. Such  surveys  have  been  carried  out 
under  a variety  of  circumstances.  They 
include  a study  of  a representative  group  of 


private  patients  passing  through  the  office  of 
an  ophthalmologist  over  a period  of  two 
years^;  a substantial  number  of  hospital 
patients  unselected  except  as  to  age^;  and 
large  groups  of  the  general  population  over 
forty  years  of  age  who  were  tested  in  other 
glaucoma  detection  surveys  in  different  parts 
of  the  country  by  numerous  investigators. 
From  these  figures  the  National  Society  for 
the  Prevention  of  Blindness  calculates  that 
1,300,000  people  in  the  United  States  have 
glaucoma,  most  of  them  being  unaware  of 
their  plight. 

With  such  a high  incidence  and  wide 
distribution,  it  is  important  that  all  prac- 
titioners of  medicine  familiarize  themselves 
with  the  subject  of  glaucoma,  for  it  can  be 
said  with  certainty  that  most  physicians 
have  patients  with  the  condition  and  that  it 
has  not  been  recognized. 

Fortunately,  the  test  that  suggests  its 
presence — the  measurement  of  the  intra- 
ocular pressure  with  a tonometer — is  one 
that  can  be  mastered  easily  and  can  be 
performed  in  the  office  of  most  physicians. 
Although  ophthalmologists  perform  this 
test  frequently,  it  must  not  be  limited  to 
them.  There  are  so  many  people  with  this 
disease,  and  the  disabihty  is  so  great  if  it  is 
not  treated,  that  measurement  of  the 
intraocular  pressure  should  be  a part  of  the 
physical  examinations  done  by  all  members 
of  our  profession.  Every  physician’s  office 
should  become  a glaucoma  detection  center. 

Materials 

To  measure  the  intraocular  pressure,  the 
following  items  are  required : a corneal 
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anesthetic  solution  such  as  0.5  per  cent 
ophthane  or  0.5  per  cent  tetracaine,  a 
Schiotz  tonometer,  and  an  examining  table. 

The  Schiotz  tonometer  consists  of  a 
plunger  assembly,  a collar  with  arms  by 
which  the  instrument  is  supported  during 
use,  a plunger,  foot  plate,  moving  arm,  and  a 
scale.  The  amount  the  plunger  will  indent 
the  cornea  when  the  tonometer  is  in  position 
depends  on  the  pressure  of  the  fluids  within 
the  eye  and  the  rigidity  of  the  tissues  of  the 
cornea.  (The  latter  is  to  be  disregarded  in 
screening  procedures.)  If  the  scale  reading 
is  low,  there  is  relatively  little  indentation, 
indicating  that  the  intraocular  pressure  is 
elevated. 

Technic  for  Measuring  Intraocular 
Pressure 

Instill  a drop  of  anesthetic  solution  in 
each  conjunctival  sac.  The  anesthetic  will 
take  effect  in  about  one  minute  and  will 
last  for  fifteen  minutes  or  so.  The  patient 
should  lie  on  a table  or  bed  so  that  the  plane 
of  the  face  is  parallel  with  the  floor.  Con- 
stricting bands  around  the  neck,  such  as 
tight  collars,  should  be  loosened.  The 
physician  should  be  to  one  side  of  the 
patient. 

Instruct  the  patient  to  open  both  eyes 
and  to  look  straight  upward.  This  is  best 
done  if  there  is  some  object  on  which  he 
can  fix  his  gaze.  Some  physicians  have  a 
target  on  the  ceiling  above  the  head  of  the 
table  to  aid  in  fixation,  but  many  prefer  to 
have  the  patient  extend  his  arm  and  look 
at  one  of  his  fingers.  Wlien  the  test  is 
made,  both  eyes  should  be  staring  straight 
upwards.  If  the  eyes  are  depressed  or 
directed  to  one  side,  the  position  of  the 
finger  may  be  altered  to  correct  the  di- 
rection of  the  gaze. 

Forces  apphed  to  the  exterior  of  the 
globe  will  raise  the  intraocular  pressure. 
If  the  patient  squeezes  his  lids  while  the 
pressure  is  being  measured,  it  will  give  a 
false  reading.  Also,  the  physician,  in 
separating  the  lids  preparatory  to  applying 
the  tonometer,  must  be  careful  to  avoid  pres- 


sure that  could  be  transmitted  to  the 
globe. 

Hold  the  tonometer  between  the  thumb 
and  index  finger  of  the  dominant  hand. 
Be  sure  that  the  tonometer  is  turned  so  that 
the  scale  can  be  read.  Now  place  the  side 
of  the  little  finger  on  the  skin  over  the 
upper  part  of  the  malar  bone.  Apply 
the  thumb  of  the  free  hand  to  the  skin  of  the 
upper  lid  just  inferior  to  the  rim  of  the 
orbit  but  placed  so  that  the  thumb  rests  on 
the  bone.  If  the  thumb  on  the  upper  lid  is 
rolled  slightly  and  the  finger  on  the  lower 
lid  is  drawn  downAvard,  the  lids  will  be 
separated.  Encourage  the  patient  to  open 
both  eyes,  look  at  his  finger,  and  relax  his 
lids.  Assure  him  that  he  will  experience  no 
discomfort.  Holding  the  tonometer  ver- 
tically, slowly  lower  it  so  that  the  center  of 
the  foot  plate  is  over  the  center  of  the 
cornea.  When  its  full  weight  is  borne  by 
the  cornea,  the  tonometer  appears  to  float 
within  the  collar  by  which  it  is  supported. 
The  scale  marking  is  then  read. 

The  same  procedure  is  employed  to 
measure  the  pressure  in  the  second  eye. 
To  convert  the  scale  reading  into  milli- 
meters of  mercury,  it  is  necessary  to  use  the 
table  that  is  supplied  with  each  tonometer. 
The  further  the  cornea  is  indented  by  the 
plunger,  the  lower  the  intraocular  pressure. 
The  lower  the  pressure  the  higher  the 
reading  on  the  scale. 

Authorities  differ  concerning  the  level  of 
pressure  that  should  be  considered  as 
diagnostic.  This  difference  of  opinion 
arises  because  individuals  vary  in  their 
response  to  intraocular  pressures.  In  some 
patients  a pressure  of  25  mm.  of  mercurj^ 
may  cause  no  demonstrable  deterioration. 
At  this  pressure  others  may  experience  a 
progressive  contraction  of  the  visual  fields 
and  other  manifestations  of  glaucomatous 
destruction.  It  is  for  this  reason  that  a 
patient  never  should  be  told  on  the  basis  of  a 
pressure  reading,  and  without  corroborative 
evidence,  that  he  has  glaucoma. 

The  intraocular  pressure,  when  measured 
with  the  Schiotz  tonometer,  rarely  exceeds 
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22  mm.  of  mercury  in  the  absence  of  an 
abnormality.  For  screening  purposes  it 
seems,  therefore,  that  this  level  should  be 
the  dividing  point.  Those  whose  pressure  is 
less  than  22  mm.  of  mercury  have  passed 
the  test.  The  condition  of  those  whose 
pressure  is  above  this  level  should  be 
regarded  with  suspicion,  and  the  patient 
should  be  referred  to  an  ophthalmologist  for 
careful  evaluation.  When  the  5.5-Gm. 
weight  is  used  in  screening,  the  scale  reading 
should  be  not  less  than  3.5,  and  if  the  7.5- 
Gm.  weight  is  used,  the  reading  should  be 
not  less  than  6.  These  readings  correspond 
roughly  to  an  intraocular  pressure  of  22 
mm.  of  mercury. 

Comment 

Many  physicians  delude  themselves  by 
thinking  that  they  can  estimate  the  intra- 
ocular pressure,  or  at  least  detect  an  ab- 
normal level,  by  palpating  the  globe  through 
the  lids  with  their  fingers.  It  has  been 
shown  repeatedly  that  such  estimates  are 
grossly  inaccurate  even  when  performed  by 
men  with  vast  experience.  There  is  no 
acceptable  substitute  for  an  instrumental 
measurement. 

There  are  a few  circumstances  under 
which  the  measurement  of  the  intraocular 
pressure  is  contraindicated.  Patients  who 
are  allergic  to  the  usual  topical  anesthetics 
develop  a violent  local  reaction  if  such 
anesthetics  are  instilled  in  the  conjunctival 
sacs.  If  such  an  allergy  is  known  to  exist, 
the  test  is  contraindicated  unless  an  an- 
esthetic can  be  employed  that  will  not 
elicit  a reaction. 

Tonometry  neA^er  should  be  performed  in 
the  presence  of  an  infection  of  the  con- 
junctival sac.  If  the  cornea  were  abraided 
under  such  circumstances,  the  wound  might 
become  infected  and  give  rise  to  a serious 
condition. 

Occasionally  one  encounters  a highly 
nervous  and  excitable  patient  who  is  unable 
to  cooperate  sufficiently  to  allow  the  test  to 


be  made.  He  may  be  unable  to  open  his 
eyes,  even  with  encouragement  and  re- 
assurance. Or  he  may  be  unable  to  hold  his 
eyes  steady.  In  such  a case  it  is  unwise  to 
force  the  issue.  The  results  of  a test  so 
conducted  are  difficult  to  interpret,  and  the 
patient  often  is  frightened  further.  In 
some  instances  the  cornea  may  be  abraided 
in  the  struggle,  causing  severe  pain  for 
hours  or  days.  It  is  better  to  refer  such 
patients  to  an  ophthalmologist  with  more 
experience  in  the  management  of  such  dif- 
ficult cases  or  to  forego  the  test  entirely. 

Summary 

1.  Numerous  studies  have  fixed  the 
incidence  of  glaucoma  at  2 per  cent  of  the 
population  over  forty  years  of  age. 

2.  Early  detection  of  glaucoma  is  pos- 
sible through  the  measurement  of  the  intra- 
ocular pressure. 

3.  Measurement  of  the  intraocular  pres- 
sure with  a Schiotz  tonometer  is  a simple 
procedure  that  should  be  a part  of  physical 
examinations  performed  on  people  over 
forty  years  of  age. 

4.  If  the  intraocular  pressure  exceeds 
22  mm.  of  mercury,  the  patient  should  be 
referred  to  a specialist  for  study. 

520  Franklin  Avenue 
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^ I '^His  report  presents  the  current  concept 
of  adrenal  cortical  function,  particularly 
with  respect  to  increased  activity.  Ten 
years  ago  this  would  have  been  a relatively 
simple  topic,  since  increased  adrenal  cortical 
function  comprised  only  one  or  two  condi- 
tions: Cushing’s  syndrome  and,  possibly, 

the  adrenogenital  syndrome.  At  that  time 
the  clinical  and  laboratory'-  picture  was 
fairly  well  defined,  and  usually  the  treatment 
consisted  of  adrenal  surgery.  Our  concept 
has  changed  a bit  in  the  past  few  years,  due 
mostly  to  the  refinements  to  steroid  chemis- 
try, and  the  term  “increased  function”  now 
both  denotes  and  connotes  a variety  of 
alterations  in  steroid  secretion  that  are  not 
fully  understood  or  well  dehneated.  Fur- 
thermore, an  accurate  diagnosis  is  essential, 
since  surgery  may  not  be  the  universal 
treatment  of  choice,  and  in  selected  instances 
consideration  must  also  be  given  to  pituitary 
irradiation  or  protracted  steroid  therapy. 

Adrenal  secretion  may  vary  not  only  with 
the  quantity  of  the  hormone  which  is  being 
secreted,  but  also  with  the  type  of  hormone. 
We  are  concerned  not  only  with  adrenal 
hyperfunction,  but  also  with  adrenal  dys- 
function. It  is  apparent  that  our  usual 
diagnostic  tests  for  the  17-ketosteroids 
and  17-hydroxycorticosteroids  disclose  only 
rather  gross  colorimetric  reactions  that  tell  us 
merely  whether  certain  ketone  or  hydroxyl 
groupings  are  present  on  specific  carbons  of 
the  steroid  nucleus.  If  the  particular  ster- 
oid we  are  interested  in  does  not  have  such  a 
configuration,  then  its  presence  cannot  be 
detected,  much  less  estimated,  and  we  have 
no  idea  of  its  role  in  the  production  of  a 
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particular  disease  state. 

In  discussing  increased  adrenal  cortical 
function  at  the  present  time,  we  might  con- 
sider the  hormones  of  the  adrenal  cortex 
and  then  describe  the  clinical  state  asso- 
ciated with  an  increase  of  each  hormone. 
This  would  be  possible  if  we  knew  what 
the  hormones  of  the  adrenal  cortex  were, 
but  at  present  there  is  no  known  method  of 
determining  whether  a specific  steroid  is  an 
active  hormone,  whether  it  is  a metabolic  pre- 
cursor of  a more  active  substance,  or  whether 
it  merely  represents  an  inert  degrada- 
tion product.  Over  thirty  compounds  with 
varying  metabohc  activity  have  been  identi- 
fied in  adrenal  venous  effluent  or  adrenal 
substance,  and  there  are  only  three  that 
everyone  agrees  are  true  hormones. 

The  Three  Main  Compounds 

These  three  main  compounds  are  hydro- 
cortisone, also  known  as  Compound  F ; 
aldosterone,  originally  called  electrocortin ; 
and  corticosterone,  or  Compound  B. 

Hydrocortisone. — Hydrocortisone  is  the 
major  adrenal  hormone  and  is  the  main 
steroid  responsible  for  resistance  to  stress, 
regulation  of  carbohydrate  activity,  and 
anti-inflammatory  effects.  Cortisone,  or 
Compound  E,  has  a similar  range  of  activity 
but  is  less  potent.  For  the  most  part, 
cortisone  is  a synthetic  steroid  and,  nor- 
mally, very  little  of  it  is  produced  in  the 
human  body.  Cortisone  was  the  first  one 
of  this  family  of  steroids  to  be  synthesized, 
in  1948,  and  its  extensive  use  in  the  treat- 
ment of  rhematoid  arthritis  at  the  Mayo 
Clinic  led  to  its  wide  popularity.  For  a 
long  time  it  was  the  onl3'^  glucocorticoid  or 
carbohydrate-active  corticoid  available. 

Aldosterone. — The  next  important  ster- 
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oid  is  aldosterone.  This  compound  has 
almost  no  effect  on  carbohydrate  metabo- 
lism, but  it  has  a tremendous  influence  on 
the  way  in  which  the  body  distributes  and 
excretes  sodium  and  potassium.  Aldoster- 
one has  been  available  for  only  about  six 
years,  but  it  has  the  same  range  of  activity 
as  desoxy corticosterone  (DOC A),  a syn- 
thetic steroid  which  had  been  in  use  for 
over  twentyyears.  Aldosterone  and  desoxy- 
corticosterone  do  not  have  the  effects  on 
inflammatory  processes  and  sugar  metab- 
olism that  hydrocortisone  and  cortisone 
do,  and  they  must  be  considered  separately. 

CoRTicosTEKONE. — The  third  hormone  is 
corticosterone  or  Compound  B.  This  ster- 
oid is  not  very  dramatic,  and  it  has  a range 
of  activity  at  some  point  between  hydrocorti- 
sone and  aldosterone.  Corticosterone  has 
almost  no  clinical  usefulness,  and  its  main 
physiologic  function  is  its  availability  as  a 
potential  ready  source  for  hydrocortisone 
and  aldosterone.  The  mere  addition  of  an 
aldehyde  linkage  or  a hydroxyl  grouping 
will  produce  either  a glucocorticoid  or  a 
mineralocorticoid,  and  the  names  of  these 
two  compounds  come  from  this:  17- 

hydroxycorticosterone  and  18-aldehydro- 
corticosterone  or  aldosterone. 

Difficulty  in  Classifying  Adrenal 
Disorders 

With  the  previously  mentioned  informa- 
tion, it  should  be  relatively  easy  to  discuss 
increased  adrenal  function.  Apparently, 
all  we  have  to  do  is  to  describe  the 
clinical  situation  associated  with  an  in- 
creased secretion  of  each  of  the  three 
hormones.  For  an  increase  of  hydrocorti- 
sone we  have  Cushing’s  syndrome.  But 
what  about  increased  amounts  of  corticos- 
terone? Is  there  such  a disorder?  A few 
years  ago,  while  studying  a group  of  pre- 
sumably normal  responses  to  ACTH,  we 
saw  a patient  who  produced  corticosterone 
preferentially  to  hydrocortisone,  yet  who 
was  perfectly  normal.  We  do  not  really 
have  a good  clinical  counterpart  for  corti- 


costerone excess.  On  the  other  hand,  we 
have  a fairly  well-defined  situation  known 
as  the  adrenogenital  syndrome,  caused  by 
adrenal  hyperfunction,  which  is  due  to  an 
androgenic-like  hormone,  although  the  ac- 
tual identity  of  the  steroid  is  still  not 
known.  Thus  we  really  cannot  solve  the 
problem  merely  by  picking  out  the  hormones 
and  seeing  what  happens  if  the  hormones 
are  increased  because,  in  the  case  of  corti- 
costerone, there  is  no  such  disease,  and  in  the 
adrenogenital  syndrome  we  have  yet  to 
characterize  the  hormone  or  hormones. 
Thus  we  have  a hormone  without  a disease 
and  a disease  without  a hormone. 

In  view  of  this,  perhaps  a better  way  to 
approach  the  problem  might  be  to  consider 
the  various  physiologic  functions  of  the  ad- 
renal glands  in  terms  of  the  manifestation 
of  their  excesses.  An  easy  way  to  remem- 
ber this  is  the  simple  mnemonic  of  the 
three  S’s:  sugar,  salt,  and  sex  or,  in  more 
explicit  terms,  carbohydrate  metabolism, 
salt  or  electrolyte  metabolism,  and  sexual 
function. 

Cashing’s  Syndrome 

An  excess  of  the  carbohydrate-regulating 
steroid,  hydrocortisone,  results  in  the  con- 
dition known  as  Cushing’s  syndrome.  This 
is  a clinical  diagnosis  and  a very  tricky  one, 
which  may  be  missed  if  too  much  emphasis 
is  placed  on  the  laboratory  findings.  The 
appearance  of  the  patient  is  the  most 
important  thing,  but  it  must  be  remembered 
that  not  all  patients  exhibit  all  the  mani- 
festations. 

In  this  condition,  the  upper  portion  of  the 
trunk  is  obese  with  relatively  thin  buttocks. 
Usually,  the  torso  is  massive,  while  the 
extremities  are  thin  and,  at  times,  even 
emaciated.  There  are  alterations  in  fat 
distribution  with  a characteristic  buffalo 
hump  in  the  back  and  a rounding  of  the 
face  which  may  be  striking  only  after  com- 
parison with  old  photographs.  The  facial 
expression  may  be  quite  characteristic. 
The  ears  are  often  almost  completely  hidden, 
the  cheeks  are  red,  and  the  mouth  is  droopy. 
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so  that  the  patient  looks  unhappy,  even 
though  he  or  she  may  be  quite  euphoric. 
As  are  seen  with  cortisone,  often  there  are 
rather  characteristic  brownish-grey,  non- 
pustular  acneiform  lesions,  usually  over  the 
trunk  and  back.  The  skin  is  thin,  especially 
noticeable  over  the  dorsum  of  the  hand, 
and  one  is  struck  by  the  ease  with  which  the 
needle  penetrates  the  skin  when  venipunc- 
ture is  performed.  This  thinning  of  the 
skin  gives  rise  to  the  characteristic  purplish 
striae.  Often  there  are  ecchymoses  or  a 
history  of  easy  bruisability.  In  some  cases 
hirsutism  may  be  prominent,  representing 
variants  of  the  adrenogenital  syndrome. 
Oligomenorrhea,  impotence,  muscular  weak- 
ness, psychologic  problems,  polydipsia,  and 
polyuria  may  also  be  presenting  complaints. 
Many  of  these  patients  have  or  have  had 
diabetes  and  hypertension.  Persistent  eo- 
sinopenia  and  osteoporosis,  particularly  of  the 
skull  or  in  a young  person,  may  be  very 
helpful.  Pathologic  fractures  of  the  ribs 
and  the  pubic  rami  are  very  common. 

Cushing’s  syndrome  should  be  defined 
as  a chnical,  not  a laboratory,  diagnosis. 
There  may  be  a variety  of  etiologic  condi- 
tions including  adrenal  adenoma,  carci- 
noma, or  hyperplasia,  as  well  as  severe  liver 
disease  and  certain  pituitary  or  hypotha- 
lamic disorders.  There  are  well-documented 
cases  in  which  the  pituitary  and  adrenal 
glands  appear  to  be  perfectly  normal  under 
the  microscope,  and  there  are  other  instances 
in  which  even  refined  attempts  at  steroid 
analysis  reveal  no  abnormality  at  all.  Still, 
improvement  has  followed  subtotal  ad- 
renalectomy. 

Even  if  we  have  the  tissue  under  the 
microscope,  the  pathologic  diagnosis  tells 
us  nothing,  since  the  designation  adenoma, 
hyperplasia,  or  carcinoma  of  the  adrenal 
gland  could  exist  in  primary  aldosteronism 
or  the  adrenogenital  syndrome,  as  well  as 
in  Cushing’s  syndrome.  Cushing’s  syn- 
drome covers  the  clinical  features,  while 
Cushing’s  disease  is  a term  reserved  for  this 
syndrome  when  the  cause  is  known  to  be 
bilateral  adrenal  hyperplasia,  with  or  with- 


out a pituitary  adenoma. 

The  clinical  manifestations  of  Cushing’s 
syndrome  vary  widely  from  patient  to 
patient  even  if  the  same  steroid  levels  in 
the  blood  and  urine  are  present,  and  even 
if  the  pathologic  picture  is  the  same.  There 
are  many  factors  which  cause  this.  The 
patient’s  age  or  sex  may  be  a determinant, 
as  well  as  the  past  medical  history.  We  all 
realize  that  latent  hypertension,  diabetes, 
or  postmenopausal  osteoporosis  is  most 
likely  to  be  uncovered  during  chronic 
cortisone  administration,  and  there  is  no 
reason  to  doubt  that  a similar  situation 
exists  in  the  production  of  predominant 
complaints  in  Cushing’s  syndrome. 

Another  variable  factor  which  must  be 
considered  is  the  manner  in  which  the  end 
organs  react.  For  example,  in  many  pa- 
tients who  are  given  cortisone  derivatives, 
acne  and  hirsutism  are  prominent,  and  such 
individuals  react  in  an  androgenic  fashion 
to  these  compounds,  as  though  male  hor- 
mones were  being  administered.  An  oppo- 
site example  of  this  can  be  seen  in  the  Ameri- 
can Indian  who  normallj'^  cannot  grow  a 
good  beard.  This  is  not  because  he  lacks  tes- 
tosterone, but  merely  because,  owing  to 
end-organ  failure  or  refractoriness,  the  hair 
cells  are  unable  to  respond  to  androgen, 
even  when  it  is  given  in  large  doses. 

Finally,  we  must  consider  the  nature  of 
the  hormone  or  hormones  being  secreted  in 
excess.  Corticosterone,  hydrocortisone,  al- 
dosterone, and  other  steroids  may  be  present 
in  unusual  amounts,  giving  rise  to  a multi- 
plicity of  variations  in  clinical  response. 
In  other  words,  quality  rather  than  quantity 
may  be  the  factor  that  is  not  appreciated. 
We  do  not  know  because  we  cannot  measure. 

Conn’s  Syndrome 

Our  next  area  of  consideration  is  that  of 
mineralocorticoid  excess,  an  increase  in  the 
electrolyte  or  salt-regulating  steroid,  now 
known  clinically  as  primary  aldosteronism 
or  Conn’s  syndrome.  Here  again,  the  clini- 
cal picture  may  vary  considerably,  but  usu- 
ally it  consists  of  hypertension;  periodic 
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weakness  associated  wdth  hypokalemia ; and 
polydipsia,  polyuria,  and  isosthenuria, 
which  are  due  to  the  kaliopenic  nephrop- 
athy. In  some  cases  tetanic  symptoms 
may  be  prominent,  possibly  owing  to  a low 
serum  magnesium,  and  the  individual  may 
be  mistaken  for  an  epileptic  patient.  There 
is  a high  incidence  of  carbohydrate  intoler- 
ance. Urinary  steroids  vary,  but  are  usu- 
ally found  to  be  normal  except  that,  in 
most  cases,  the  aldosterone  is  elevated. 
There  is  a special  childhood  group  in  which 
the  manifestations  are  only  those  of  hyper- 
tension and  kaliopenic  nephropathy  without 
weakness,  despite  the  lo\v  potassium  levels. 
The  differential  diagnosis  includes  diabetes 
insipidus,  potassium-losing  nephropathj', 
and  essential  hypertension. 

One  interesting  problem  that  occasionally 
arises  is  that  of  the  hypertensive  patient  on 
a low  sodium  diet  treated  with  thiazide 
derivatives.  The  resultant  low  sodium  is  a 
potent  stimulus  to  aldosterone,  and  such  a 
patient  may  become  potassium-depleted  and 
alkalotic,  exhibiting  hypertension,  hypoka- 
lemia, and  alkalosis,  with  associated  high 
levels  of  aldosterone  in  the  urine.  In  such 
instances  it  is  necessar\'  to  replete  both  the 
potassium  and  the  sodium  before  attempting 
to  measure  aldosterone  and  to  arrive  at  the 
correct  diagnosis. 

One  of  the  great  mysteries  in  Conn’s 
syndrome  has  been  the  absence  of  edema  in 
patients  with  primary  aldosteronism.  Al- 
dosterone levels  are  veiy  high  in  cirrhosis, 
congestive  failure,  and  nephrosis,  but  these 
levels  are  considered  as  secondary  effects, 
and  secondary  aldosteronism  has  been  said 
to  differ  from  the  primarj^  disorder  chiefly 
by  the  presence  of  edema. 

Several  years  ago,  however,  we  saw  a 
young  lady  with  hypertension  of  a rather 
severe  degree,  who  had  periodic  attacks  of 
weakness  and  occasional  hypokalemia  but 
who  also  had  significant  edema.  ’ Her  aldos- 
terone levels  were  slightly  elevated  and,  after 
air  studies,  an  adrenal  mass  was  suspected. 
A typical  egg  yolk  adenoma  was  removed 
uneventfully,  with  a prompt  diminution  in 


heart  size.  The  patient  is  entirely  well  to- 
day. 

We  were  very  curious  about  the  pos- 
sibility that  the  reason  this  patient  had 
edema  was  that  she  was  manufacturing 
some  other  unusual  steroid  in  addition  to 
aldosterone.  In  other  words,  we  were  in- 
terested in  the  quality  of  the  adrenal  secre- 
tion, and  we  could  not  approach  the  prob- 
lem until  we  knew  how  to  measure  the  other 
compounds.  By  means  of  a complicated 
gradient  elution  procedure,  we  were  able 
to  prove  that  this  patient  was  excreting 
large  excesses  of  a steroid  having  the  charac- 
teristics of  totrahydroQ  or  desoxycorticos- 
terone.  We  assumed,  therefore,  that  the 
reason  this  patient  had  edema  was  that,  in 
addition  to  aldosterone,  she  was  man- 
ufacturing another  mineralocorticoid  which 
tended  to  produce  fluid  retention.  In  this 
instance,  as  well  as  in  the  delineation  of  the 
syndrome  of  primary  aldosteronism  itself, 
one  sees  the  necessity  of  learning  to  measure 
these  compounds,  and  our  attention  is 
directed  again  to  quality  rather  than  quan- 
tity. 

Other  fascinating  facets  of  this  theme 
include  estrogen  secretion  of  the  adrenal 
gland,  feminizing  adrenal  tumors,  the 
studies  with  human  follicle  stimulating  hor- 
mone, and  adrenal  estrogen  secretion  in 
carcinoma  of  the  breast,  as  well  as  ad- 
renal hyperfunction  and  dysfunction  in  the 
qualitative  sense.  Even  more  illustrative, 
how'ever,  is  the  example  afforded  by  the 
adrenogenital  syndrome  and  its  variants. 


We  have  already  referred  to  the  fact 
that  end-organ  responses  may  suggest  the 
adrenogenital  syndrome  despite  the  fact 
that  glucocorticoids,  rather  than  keto- 
steroids,  are  elevated.  The  chnical  mani- 
festations depend  on  the  patient’s  age. 
Congenitally,  we  find  psuedohermaph- 
roditism  in  the  female  patient  and 
macrogenitosomia  in  the  male  patient. 
There  may  be  severe  symptoms  of  Addison’s 
disease,  and  children  and  babies  are  often 
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misdiagnosed  as  having  pyloric  stenosis. 
In  childhood  the  excess  androgen  may  lead 
to  a premature  closure  of  the  epiphyses. 
In  adult  life  there  is  a marked  hirsutism 
with  temporal  recession  of  the  hairline 
and  an  enlargement  of  the  clitoris  which 
may  be  sufficiently  disturbing  to  require 
amputation. 

We  would  all  be  suspicious  of  an  adrenal  or 
ovarian  problems  in  such  patients,  but  these 
cases  are  relatively  rare.  What  is  more 
common  is  a group  of  individuals,  usually 
middle-aged,  who  complain  of  a little 
hirsutism;  obesity;  oligomenorrhea,  oc- 
casionally with  diabetes;  hypertension; 
or  both  oligomenorrhea  and  hypertension. 
They  look  as  though  they  ought  to  have 
some  glandular  or  endocrine  problem,  but  a 
careful  work-up  of  these  patients  usually 
reveals  only  slight  carbohydrate  intolerance 
in  some  of  them  and  almost  always  normal 
17-hydroxy corticoid  and  17-ketosteroid  ex- 
cretion with  normal  responses  to  ACTH. 
This  is  a very  frustrating  group  of  patients, 
and  usually  they  are  a little  tense  or  neurotic. 
Faced  with  normal  laboratory  findings,  we 
are  inclined  to  dismiss  the  problem  as  a 
normal  variation,  a hereditary  influence, 
or  simply  as  a neurotic  manifestation  of  the 
patient.  However,  a woman  whose  men- 
strual periods  have  stopped  and  who  has 
started  to  grow  a beard  or  who  is  unable  to 
become  pregnant  despite  normal  findings  in 
an  examination  has  sufficient  reason  to  be 
apprehensive  and  nervous.  Psychiatric 
manifestations  of  endocrine  disease  are  very 
common  and  often  have  some  physiologic 
basis,  so  that  somatopsychic  disease  can  be 
a very  real  thing. 

Pregnanetriol 

The  first  clue  to  the  presence  of  an  occult 
endocrine  disorder  may  be  found  in  studying 
the  excretion  patterns  of  pregnanetriol. 
Normally,  there  is  little  or  no  pregnanetriol 
in  the  urine.  After  ACTH  there  may  be  a 
slight  rise  to  2 or  3 mg.  of  pregnanetriol. 
In  the  adrenogenital  syndrome  there  are 
from  40  to  60  mg.  of  pregnanetriol  with 


marked  increases  after  the  admimstration 
of  ACTH.  This  condition  is  believed  to  be 
due  to  the  fact  that  there  is  a deficiency  of 
21-  or  11-beta  hydroxylation  with  a resultant 
decreased  hydrocortisone  synthesis.  As 
a consequence,  there  is  an  increase  in  andro- 
gens or  salt-retaining  compounds,  as  well  as  a 
lack  of  suppression  of  ACTH  owing  to  the 
decreased  hydrocortisone.  The  ACTH  is 
presumably  increased,  driving  the  reaction 
even  further.  This  provides  the  rationale 
for  steroid  therapy  in  such  cases,  namely,  to 
suppress  ACTH  and  to  minimize  the  excess 
elaboration  of  androgenic  compounds. ' 

Although  the  concept  is  not  yet  generally 
accepted,  I feel  that  in  many  patients  with 
vague  complaints  of  hirsutism  and  oUgo- 
menorrhea  a forme  fruste  of  the  adreno- 
genital syndrome  is  present  and  that  this 
enzymatic  defect  exists  and  can  be  brought 
out  by  stressful  situations  or  by  the  ad- 
ministration of  ACTH.  Steroid  excretion 
studies  show  that  such  individuals  normally 
produce  about  2 or  3 mg.  of  pregnanetriol, 
and  after  receiving  ACTH  they  produce  8 
or  15  mg.  Thus,  they  fall  into  a group  be- 
tween normal  individuals  and  patients  with 
an  adrenogenital  syndrome.  In  certain 
instances  such  patients  can  also  be  helped 
by  the  administration  of  judicious  amounts 
of  glucocorticoids. 

Technics  of  Measuring  Adrenal  Func- 
tion 

The  key  to  this  problem  appears  to  be 
the  ability  to  measure  pregnanetriol. 
Since  this  steroid  does  not  have  a ketone 
grouping,  it  is  not  measured  by  the  Zimmer- 
man reaction  as  a 17-ketosteroid,  it  does 
not  have  a 17-21  dihydroxycorticoid  or 
aldehyde  linkage,  and  it  is  not  measured  as  a 
17-hydroxy  corticoid  with  the  Porter-Silber 
reaction. 

Obviously  the  answer  is  to  find  more 
refined  technics  of  measuring  adrenal  func- 
tion. The  following  are  some  conventional 
procedures  that  are  available. 

The  ketogenic  steroids  may  be  a slight 
improvement  because  they  will  pick  up 
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preganetriol.  The  reducing  steroids  and 
blue  tetrazoliiun  pick  up  the  dihydroxy- 
acetone  compounds.  The  formaldehy do- 
genic  reaction  detects  both  the  dihydroxy- 
acetone  and  glycerol  side-chains,  the  acet- 
aldehydogenic  reaction  detects  17;  20  glycol 
compounds,  and  so  forth.  In  plasma  steroid 
studies  we  may  have  a somewhat  better 
assessment  of  functional  adrenal  activity, 
but  it  is  important  to  remember  that  the 
blood  level  at  any  given  time  represents  a 
balance  among  adrenal  secretion,  the  needs 
of  the  tissues,  hepatic  detoxification,  protein 
binding,  and  renal  excretion,  as  well  as  other 
factors. 

A few  years  ago  we  became  interested  in  a 
modification  of  a gradient  elution  procedure 
proposed  by  Heftmann  and  Johnson^  at  the 
National  Institutes  of  Health  which  enabled 
us  to  separate  quite  precisely  the  various 
steroid  metabolites  in  the  urine.  Utilizing 
both  an  acid  and  enzyme  hydrolysis  and 
blue  tetrazolium  and  ultraviolet  absorption, 
one  can  detect  all  the  important  3 keto- 
alpha-beta  unsaturated  compounds  necessary 
for  corticoid  activity.  Certain  interesting 
observations  have  already  been  made  in 
cases  of  unsuspected  adrenal  hyperfunction 
which  have  normal  steroid  output  as 
assessed  by  17  ketosteroids  and  17  hydroxy- 
corticoids.  This  technic  enables  us  to 
separate  over  200  fractions  and  to  subject 
them  to  a variety  of  screening  procedures, 
to  determine  whether  unusual  compounds 
are  being  elaborated.  Perhaps  with  the 
development  of  newer  tests,  such  as  infrared 
spectroscopy,  further  refinements  and  es- 
timates of  total  corticoid  excretion  patterns 
can  be  made. 

Comment 

We  have  mentioned  briefly  the  concept  of 
increased  adrenal  function  as  it  existed  in 
1950,  and  we  have  cited  some  of  its  im- 
plications in  1960.  In  future  years  we  will 
probably  discuss  steroid  excretion  patterns 
in  peptic  ulcer,  in  diabetic  patients  with 
retinopathy  as  opposed  to  those  without 
retinopathy,  in  malignant  hypertension,  and 


possibly  in  the  fascinating  area  of  abnormal 
steroid  production  in  malignant  conditions. 
Whatever  progress  is  made  in  the  future 
will  be  owing  to  the  investigators  who  are 
beginning  to  appreciate  two  concepts  about 
the  adrenal  gland:  To  measure  is  to  know, 
and  quality,  not  quantity. 
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Discussion 

Thomas  F.  Frawley,  M.D.,  Albany,  New  York. 
— This  fine  presentation  by  Dr.  Rosch  of  the 
problems  in  evaluating  adrenal  cortical  function 
has  provided  all  of  us  with  a wealth  of  basic 
information  and  should  stimulate  us  to  think  of 
the  disorders  of  adrenal  cortical  function  in  a 
variety  of  disturbed  clinical  states. 

New  emphasis  has  been  placed  on  attempts  to 
alter  the  adrenal  steroid  excretory  pattern  by 
inhibiting  the  synthesis  of  certain  steroids  and 
by  developing  peripheral  antagonists  of  adrenal 
steroids.  One  of  the  most  disturbing  problems 
today  is  the  importance  of  ruling  out  an  adrenal 
cortical  lesion  as  a possible  cause  of  obscure 
forms  of  hypertension.  Since  the  early  work  of 
Conn  and  his  associates,  much  attention  has 
been  given  to  diagnosing  primary  hyperaldos- 
teronism in  some  of  these  cases.  In  this  form  of 
hypertension  there  is  a rather  typical  electrolyte 
pattern  characterized  by  hypokalemia  and 
alkalosis,  as  well  as  characteristic  alterations  in 
the  urine  with  respect  to  pH  and  specific  gravity. 

We  have  been  interested  in  attempts  to  use 
this  basic  information  of  altered  biochemistry 
as  a means  of  assuring  ourselves  of  the  presence 
of  an  aldosterone  excess.  We  have  conducted 
studies  using  an  aldosterone  antagonist  presum- 
ing that  if  we  could  block  the  effects  of  the 
circulating  aldosterone,  we  could  observe  a 
gradual  reversal  of  the  abnormal  biochemistries 
to  normal  levels.  Indeed,  by  employing  this 
technic,  we  were  able  to  make  a diagnosis  of  an 
aldosterone  tumor  in  a woman  who  had  a hyper- 
tension of  considerable  magnitude  of  several 
years  duration.  Details  regarding  this  study  and 
its  results  have  been  reiK)rt('d  by  Kistler  and 
Frawley.* 
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A great  deal  of  interest  has  also  developed  in 
the  use  of  amphenone-like  substances  because 
of  their  unusual  effects  on  the  synthesis  of 
adrenal  steroids.  The  employment  of  SU-4885  to 
inhibit  11 -beta  hydroxylase  activity  of  the 
adrenal  gland  has  proved  to  be  of  great  value  in 
evaluating  pituitary  ACTH  activity,  as  well  as 
in  helping  to  delineate  adrenal  cortical  hyper- 
function due  to  carcinoma  from  h}^perfunction 
due  to  hyperplasia.  Since  SU-4885  inhibits  the 
production  of  cortisol  by  the  adrenal  gland, 
the  pituitary  gland  responds  with  an  excessive 
production  of  ACTH,  for  it  is  no  longer  inhibited 
by  the  circulating  level  of  cortisol.  This  excess 
of  ACTH  cannot  be  measured  directly,  since  the 
methodology  is  unsatisfactory,  but  it  can  be 
measured  indirectly  by  measuring  other  steroids 
produced  by  the  adrenal  gland  which  are  now 
produced  in  excess,  providing  there  is  sufficient 
pituitary  ACTH  production.  Our  work  has  in- 
dicated that  roentgen-ray  therapy  to  the  pitui- 
tary gland,  as  well  as  long-term  steroid  therapy, 
will  cause  a suppression  of  ACTH  production, 
and  that  this  is  readily  detectable  by  using 
SU-4885. 

The  other  type  of  test  procedure  which  still 
has  a great  deal  to  commend  it  in  the  diagnosis  of 
adrenal  cortical  hyperfunction  is  the  use  of 
suppression  tests  designed  to  suppress  pituitary 
ACTH  and,  in  turn,  the  excretion  of  adrenal 
cortical  steroids.  For  this  method  we  use  either 
dexamethasone  in  a dosage  of  0.5  mg.  every  six 
hours  for  two  days  or  delta '-9-alpha  fluorohydro- 
cortisone  in  a similar  dosage  for  two  days.  In 
the  presence  of  adrenal  cortical  hyperplasia 
there  is  a suppression  of  steroid  production, 
wlule  in  adrenal  adenoma  or  adrenal  carcinoma 
there  is  much  less  or  no  suppression  of  adrenal 
steroid  production. 

As  indicated  in  my  earlier  comments,  one  of  the 
major  reasons  for  our  concern  with  the  problem  of 
adrenal  cortical  hyperfunction  is  to  be  able  to 
decide  definitely  the  proper  type  of  therapy. 
At  the  jjresent  time,  in  view  of  the  uncertainty 


as  to  whether  Cushing’s  syndrome  represents  a 
primary  pituitary  disorder  in  contrast  to  an 
adrenal  disorder,  it  makes  a great  deal  of  dif- 
ference whether  one  recommends  pituitary 
roentgen-ray  therapy  or  partial  to  complete 
resection  of  the  adrenal  gland.  Already  there  is 
some  evidence  that  the  resection  of  the  adrenal 
gland  may  not  be  desirable,  since  it  may  even- 
tually be  followed  by  the  development  of  pi- 
tuitary adenomas  characterized  by  an  excessive 
production  of  ACTH,  as  well  as  an  increased  out- 
pouring of  the  melanophore-stimulating  hormone. 
Several  of  these  cases  have  already  been  reported 
by  Nelson,  Meakin,  and  Thorn.** 

A great  deal  of  what  Dr.  Rosch  and  I have 
said  may  seem  to  be  impractical  for  the  phy- 
sician who  encounters  an  office  patient  with 
possible  adrenal  cortical  hyperfunction.  How- 
ever, the  physician  should  be  reassured  in 
knowing  that  by  considering  the  clinical  picture 
and  employing  some  of  the  well-known  and  easily 
employed  tests,  such  as  for  insulin  and  glucose 
tolerance  and  urine  measurement  of  17-keto- 
steroids  and/or  17-hydroxycorticosteroids,  in  a 
large  number  of  suspected  patients  he  can  feel 
that  he  has  made  a worth-while  attempt  to  rule 
out  adequately  adrenal  cortical  hyperfunction 
as  the  cause  of  the  presenting  disease.  The 
tests  and  studies  we  have  mentioned  are  refine- 
ments intended  to  delineate  more  specifically  the 
basic  pathology  of  adrenal  cortical  hyperfunction, 
and  also  to  place  into  the  hands  of  the  physician 
newer  technics  which  he  can  use  to  an  advantage 
by  perhaps  bringing  such  disturbed  adrenal 
cortical  conditions  to  proper  therapy  before  the 
full-blown  picture  with  some  of  its  irreversible 
changes  becomes  manifest. 
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CHLOROTHIAZIDE  DOW  has  been  subjected 
to  clinical  trial  and  study  as  a diuretic 
agent  and  as  an  adjunct  to  antihypertensive 
therapy  for  nearly  two  years.  With  this 
extensive  clinical  use  it  has  become  evident 
that  in  long-term  therapy  certain  unde- 
sirable side-effects  may  occur,  particularly 
those  secondary  to  electrolyte  imbalance. 
For  instance,  it  was  found  that  patients 
receiving  chlorothiazide  with  strict  salt 
restriction  occasionally  developed  a low-salt 
syndrome.  Experience  showed  that  this 
may  be  corrected  easily  by  liberalizing  the 
salt  restriction.  A more  serious  and  trouble- 
some problem  is  that  of  hypokalemia,  which 
may  be  severe  enough  to  produce  symp- 
toms. An  increased  dietary  intake  of 
potassium  in  the  form  of  fruits  and  vege- 
tables may  prevent  this  condition.  Oc- 
casionally, hypokalemia  persists  even  with 
an  oral  potassium  supplement  of  2 to  3 
Gm.  daily.  * 

Therefore,  efforts  have  been  directed 
lately  to  the  development  of  some  com- 
pounds with  the  excellent  properties  of 
chlorothiazide  but  without,  or  with  a 
minimum  of,  its  side-effects.  Flumethiazide 
is  a new  diuretic  and  antihypertensive 
preparation  developed  with  this  aim  in 
mind.  It  is  chemically  related  to  chloro- 
thiazide, differing  from  it  in  having  a tri- 
fluoromethyl  group  in  place  of  the  chlorine 
atom  in  position  6 : 

SO2 

cFsI^In'Jch 

6-trifluoromethyl-7-sulphamyl,  1,2,4-benzothiadia- 
zine-1, 1-dioxide. 


The  purpose  of  this  paper  is  to  report  the 
results  of  a study  recently  conducted  at  the 
Methodist  Hospital  of  Brooklyn,  showing 
the  effects  of  flumethiazide  on  serum  elec- 
trolytes in  ambulatory  hypertensive  patients 
leading  nearly  normal  lives  in  a home 
environment. 

Method 

Selection  of  Patients. — From  the  pa- 
tients registered  in  the  Hypertension  Clinic 
of  the  outpatient  department  of  our  hospital, 
16  patients  were  chosen  for  our  study.  All 
of  the  patients  fulfilled  the  following  con- 
ditions: All  of  them  were  ambulatory; 

all  patients  were  on  moderate,  but  not 
strict,  salt  restriction;  all  had  documented 
diastolic  hypertension  of  90  mm.  Hg  or 
above  for  two  or  more  years;  there  was 
no  impairment  of  renal  function  as  evidenced 
by  normal  phenolsulfonphthalein  excretion, 
normal  results  of  a concentration  test, 
and  normal  nonprotein  nitrogen  test  and 
intravenous  pyelogram ; there  were  no 
clinical  signs  or  symptoms  of  congestive 
heart  failure;  and  the  age  of  the  patients 
did  not  exceed  seventy. 

Plan  of  Study. — The  duration  of  the 
complete  investigation  was  twelve  weeks. 
After  the  initial  appointment  each  patient 
was  seen  by  us  at  two-,  four-,  eight-,  and 
twelve-week  intervals.  On  the  occasion  of 
each  visit,  the  patient’s  weight,  pulse,  and 
lowest  blood  pressure  were  recorded,  and 
blood  samples  were  collected  for  serum  elec- 
trolyte determinations  starting  the  second 
week. 

This  work  was  supported  by  a grant  from  E.  R. 
Squibb  & Sons,  New  York  City. 
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TABLE  I. — Effect  of  Flumethiazide  on  Blood  Pressure  in  16  Patients 


Patient 

Number 

Age 

of 

Pa- 

tients 

(Years) 

Sex 

Blood 

Pressure 

Fourth 

Week 

Mean 

Blood 

Pressure* 

Fourth 

Week 

Blood 

Pressure 

Eighth 

Week 

Mean 

Blood 

Pressure* 

Eighth 

Week 

Change  in 
Mean 
Blood 
Pressure 

1 

49 

M 

200/120 

147 

170/110 

130 

-17 

2 

70 

F 

173/98 

123 

160/92 

115 

- 8 

3t 

60 

F 

4 

52 

F 

176/106 

129 

166/108 

127 

- 2 

5 

58 

F 

156/90 

112 

140/90 

107 

- 5 

() 

56 

F 

186/100 

129 

164/100 

121 

- 8 

7 

69 

F 

182/102 

129 

174/90 

118 

-11 

8t 

55 

F 

9 

54 

M 

220/110 

147 

246/i36 

173 

+ 26 

lot 

48 

M 

lit 

49 

F 

12 

59 

F 

1.52/108 

123 

160/110 

127 

+ 4 

13 

70 

F 

220/116 

151 

220/116 

151 

0 

14 

58 

M 

190/120 

143 

176/106 

129 

-14 

15 

50 

F 

180/120 

140 

200/110 

140 

0 

16 

64 

F 

180/106 

131 

170/110 

130 

- 1 

* Mean  blood  pressure  is  obtained  by  adding  one  third  of  the  pulse  pressure  to  the  diastolic  pressure, 
t Patients  were  eliminated  from  the  study  because  of  unkept  appointments  or  refusal  to  take  medication 
due  to  untoward  effects. 


Initially,  all  medications  previously  taken 
by  the  patients  were  discontinued,  and  a 
placebo  pill  was  prescribed  three  times  daily 
for  the  first  four  weeks  of  the  study.  The 
purpose  of  this  arrangement  was  to  allow 
the  effects  of  the  previous  medications  to 
dissipate  and  to  give  the  patients  the  im- 
pression that  they  were  still  receiving  some 
sort  of  medication.  Strict  salt  restriction 
was  avoided  in  all  cases;  all  the  patients 
were  advised  to  continue  their  usual  dietary 
regimen.  At  the  fourth- week  visit  the 
placebo  pill  was  discontinued,  and  all 
patients  were  placed  on  flumethiazide  500  mg. 
three  times  daily  for  the  remaining  eight 
weeks  of  the  study. 

Throughout  the  entire  investigation  all 
the  patients  were  carefully  questioned  for 
possible  undesirable  effects  of  the  medica- 
tions prescribed. 

Results 

Included  in  this  study  were  16  patients, 
of  whom  4 were  males  and  12  females. 
Their  ages  ranged  from  forty-eight  to  sev- 
enty years.  Four  of  the  subjects  were 
eliminated,  3 because  of  their  failure  to 
keep  appointments  and  1 because  of  his 
refusal  to  take  medications  as  a result  of 
untoward  side-effects. 


The  blood  pressures  of  the  subjects  ranged 
from  mild  to  severe.  Prior  to  the  study,  4 
patients  were  on  a single  antihypertensive 
agent  (3  on  Rauwolfia  and  1 on  pheno- 
barbital) ; 6 were  on  combined  therapy  of 
two  antihypertensive  agents  (1  on  hydrala- 
zine and  chlorothiazide,  1 on  phenobarbital 
and  chlorothiazide,  and  2 each  on  Rauwolfia- 
chlorothiazide  and  Rauwolfia-phenobarbital 
respectively);  and  2 on  combined  therap}'^ 
of  three  antihypertensive  agents  (1  each  on 
Rauwolfia  - hydralazine  - chlorothiazide 
and  Rauwolfia  - hydralazine  - hydrochloro- 
thiazide respectively).  The  effect  of  flume- 
thiazide on  blood  pressure  is  summarized  in 
Table  I.  The  blood  pressure  readings 
tabulated  were  taken  during  the  fourth-week 
visit  when  the  medication  was  started  and 
during  the  twelfth-week  visit  after  eight 
weeks  of  flumethiazide  therapy  (500  mg. 
three  times  daily).  Of  the  12  patients 
completing  the  study,  5 showed  a drop  in 
diastolic  pressure,  8 showed  a drop  in  sys- 
tolic pressure,  and  1 showed  a marked  rise 
in  systolic  and  diastolic  pressures.  In 
terms  of  mean  blood  pressure,  8 of  the  12 
subjects  showed  a drop  from  2 to  17  mm. 
Hg,  2 showed  no  change,  and  2 showed  an 
increase  from  4 to  26  mm.  Hg.  It  is 
interesting  to  note  that  all  of  the  patients 
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TABLE  II. — Serum  Sodium  Ion  Levels  in 
Milliequivalents  per  Liter* 


Serum 

Serum 

Decrease 

Sodium 

Sodium 

in  Serum 

Ion 

Ion 

Sodium 

Concen- 

Concen- 

Ion 

tration 

tration 

Concentra- 

Patient 

Fourth 

Twelfth 

tion  After 

Number 

Week 

Week 

Therapy 

1 

136 

138 

2 

138 

145 

3t 

4 

i4i 

iS5 

6 

5 

132 

142 

6 

137 

128 

9 

7 

142 

140 

8t 

9 

m 

i.37 

lot 

lit 

12 

i38 

i.38 

13 

129 

136 

14 

132 

135 

15 

137 

140 

16 

135 

131 

4 

* Normal  range  of  serum  sodium  ion  levels 
(Methodist  Hospital  of  Brooklyn  Laboratory) 
133  to  142  mEq.  per  liter. 

t Patients  eliminated  from  study. 


who  showed  no  change  or  a rise  in  mean 
blood  pressures  were  previously  on  a com- 
bined therapy  of  either  two  or  three  anti- 
hypertensive agents. 

In  Table  II  the  effect  of  flumethiazide  on 
serum  sodium  ion  concentration  is  sum- 
marized. These  are  tabulated  from  blood 
samples  taken  at  the  fourth-week  visit  before 
the  medication  was  started  and  at  the 
twelfth-week  visit  after  eight  weeks  of 
therapy.  Only  3 patients  showed  signifi- 
cant decrease  in  serum  sodium  levels  as  a 
result  of  therapy.  In  2 of  these  the  drop 
was  below  the  normal  laboratory  range. 

The  effect  of  flumethiazide  therapy  on 
serum  chloride  ion  levels  is  summarized  in 
Table  III.  No  significant  changes  were 
noted  in  all  12  patients. 

In  Table  IV  there  is  summarized  the 
effect  of  flumethiazide  therapy  on  serum 
potassium  ion  levels.  Ten  of  12  subjects 
showed  decreases  in  serum  potassium  levels 
ranging  from  0.1  mEq.  per  liter  to  1.3  mEq. 
per  liter  following  eight  weeks  of  flumethia- 
zide therapy.  In  3 cases  the  serum  potassium 
levels  dropped  below  our  laboratory  norm 


TABLE  III. — Serum  Chloride  Ion  Levels  in 
Milliequivalents  per  Liter* 

Serum 

Serum 

Chloride  Ion 

Chloride  Ion 

Concentration 

Concentration 

Patient 

Fourth 

Twelfth 

Number 

Week 

Week 

1 

102 

106 

2 

106 

109 

3t 

4 

i09 

i06 

5 

102 

109 

6 

106 

99 

7 

106 

106 

8t 

9 

102 

i06 

lot 

lit 

12 

io9 

106 

13 

96 

106 

14 

102 

102 

15 

106 

109 

16 

102 

102 

* Normal  range  of  serum  chloride  ion  levels 
(Methodist  Hospital  of  Brooklyn  Laboratory) 
100  to  106  mEq.  per  liter. 

t Patients  eliminated  from  study. 


TABLE  IV. — Serum  Potassium  Levels  in  Milli- 
equivalents PER  Liter* 


Patient 

Num- 

ber 

Serum 

Potas- 

sium 

Concen- 

tration 

Fourth 

Week 

Serum 

Potassium 

Concentration 

Twelfth 

Week 

Change 

in 

Serum 

Potas- 

sium 

Concen- 

tration 

After 

Therapy 

1 

4.6 

4.3 

-0.3 

2 

5.2 

4.0 

-1.2 

3t 

4 

4.3 

4.4 

+6.1 

5 

4.9 

3.6 

-1.3 

6 

5.1 

4.2 

-0.9 

7 

5.3 

4.6 

-0.7 

8t 

9 

4.7 

^7 

-i.o 

lot 

lit 

12 

4.8 

3.7 

-i.i 

13 

3.9 

4.0 

+0.1 

14 

4.9 

4.1 

-0.8 

15 

4.5 

3.9 

-0.6 

16 

4.4 

4.3 

-0.1 

* Normal  range  of  serum  potassium  levels 
(Methodist  Hospital  of  Brooklyn  Laboratory) 
3.8  to  5.3  mEq.  per  liter. 

t Patients  eliminated  from  study. 


of  3.7  mEq.  per  liter.  However,  in  none  of 
these  patients  did  the  serum  potassium 
levels  go  below  3 mEq.  per  liter,  regarded  by 
many  as  a critical  level  in  the  production  of 
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symptoms  relating  to  hypokalemia. 

No  significant  adverse  effects  directly  at- 
tributable to  flumethiazide  were  documented 
conclusively  in  our  study,  with  the  possible 
exception  of  1 patient  who  refused  to  take 
medication  after  only  one  day  of  therapy 
because  of  weakness  and  dizziness  develop- 
ing on  the  day  the  medication  was  started. 
At  least  4 patients  reported  having  had  mild 
nausea,  dizziness,  constipation,  weakness, 
sour  taste  in  the  mouth,  and  the  loss  of 
appetite  at  some  time  during  the  study. 
Most  of  these  complaints  were  of  short 
duration,  and  none  was  severe  enough  to 
warrant  the  discontinuation  of  the  drug. 

Comment 

The  office  management  of  patients  differs 
from  hospital  management  in  that  strict 
control  over  the  patients  is  not  always 
possible  and  that  frequent  and  repeated 
laboratory  tests  are  neither  desirable  nor 
entirely  feasible.  An  ideal  diuretic  for 
office  management  is,  therefore,  one  which  is 
potent  as  a natruretic  and  diuretic  agent; 
repetitively  effective  after  long-term  therapy ; 
not  associated  with  serious  side-effects, 
especially  electrolyte  derangement;  easy 
to  administer,  preferably  orally  and  by 
patients  themselves;  and  relatively  inex- 
pensive. No  diuretics  presently  on  the 
market  and  available  to  physicians  and 
patients  quite  fulfill  these  conditions,  al- 
though chlorothiazide  comes  close. 

Flumethiazide  has  been  investigated  fairly 
extensively.  It  seems  that  both  its  pharma- 
cologic action  and  its  clinical  effects  are 
quite  similar  to  those  of  chlorothiazide.* 
It  exerts  its  influence  on  electrolytes  through 
the  mechanism  of  renal  tubular  reabsorp- 
tion.*'® The  most  significant  increases  in 
urinary  excretion  rate  were  observed  in 
sodium  and  chloride,  which  showed  a three- 
to  five-fold  change,  while  the  increase  in 
potassium  excretion  was  about  one-half  or 
less  that  of  sodium  and  chloride.'*  Unlike 
hydrochlorothiazide,  which  has  its  predomi- 
nant effect  on  increased  chloride  excretion 
with  a lesser  effect  on  sodium  excretion. 


flumethiazide,  like  chlorothiazide,  has  its 
predominant  effect  on  increased  sodium 
excretion  with  a lesser  but  nearly  equal 
effect  on  chloride.*  Its  effect  on  sodium  ex- 
cretion begins  with  the  smallest  dose,  250 
mg.,  and  reaches  a maximum  at  2,000  mg.* 
Any  dose  larger  than  2,000  mg.  does  not 
appreciably  increase  the  sodium  excretion 
beyond  that  attained  by  the  2,000-mg. 
dose.'*  In  comparison  with  meralluride,  it 
was  shown  that  1,250  mg.  of  flumethiazide 
administered  orally  is  equivalent  in  natru- 
retic potency  to  1 cc.  of  meralluride  ad- 
ministered parenterally.  In  contrast,  1.1 
Gm.  of  chlorothiazide  orally  is  equal  in 
potency  to  1 cc.  of  meralluride  parenterally.® 

In  our  study  the  serum  chloride  levels 
before  the  start  of  flumethiazide  therapy  and 
eight  weeks  after  the  initiation  of  the  therapy 
showed  no  significant  changes,  whereas 
the  serum  sodium  levels  over  a corre- 
sponding period  showed  a mild  drop  in 
only  3 cases.  The  lack  of  more  pronounced 
changes  in  serum  sodium  and  chloride  levels 
is  explained  by  the  fact  that  none  of  the 
patients  was  on  strict  salt  restriction  and 
that  all  were  allowed  a little  salt.  Our 
experience  with  chlorothiazide  under  a 
similar  regimen  has  been  the  same. 

In  contrast  to  the  serum  sodium  and 
chloride  levels,  serum  potassium  levels 
before  the  start  of  therapy  and  eight  weeks 
afterward  showed  a mild  to  moderate  drop 
in  all  but  2 cases.  In  3 of  our  cases  the 
serum  potassium  levels  were  barely  lower 
than  the  normal  range  of  our  laboratory 
levels.  In  none,  however,  did  it  go  below  3 
mEq.  per  liter,  regarded  by  many  as  the 
critical  level  for  the  production  of  symp- 
toms resulting  from  hypokalemia.  This 
result  is  essentially  in  agreement  with  the 
work  done  by  other  investigators.*'®  How- 
ever, it  is  difficult  to  say  at  this  stage 
whether  the  patients  will  not  develop  more 
severe  hypokalemia  if  kept  longer  on 
therapy.  It  is  of  interest  to  note  in  this 
connection,  especially  in  view  of  the  great 
similarity  of  flumethiazide  and  chlorothia- 
zide, that  a documented  case  of  muscular 
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paralysis  resulting  from  the  use  of  chloro- 
thiazide was  reported  recently.^® 

In  our  study  flumethiazide  was  used  as 
the  sole  agent  in  patients  with  hji'pertension 
ranging  from  mild  to  severe.  Its  effect  on 
blood  pressure  is  hard  to  evaluate,  since 
the  results  are  not  clear-cut.  Eight  of 
the  12  subjects  showed  a drop  in  mean  blood 
pressure  from  2 to  17  mm.  Hg,  2 showed  no 
change,  and  2 showed  an  increase  from  4 to 
26  mm.  Hg.  The  drop  in  mean  blood  pres- 
sure was  less  than  20  mm.  Hg  in  any  of  the 
8 cases  and  thus  was  not  considered  sig- 
nificant. However,  it  may  be  significant 
that  all  of  the  patients  who  showed  no 
change  or  a rise  in  mean  blood  pressures 
were  previously  on  a combined  therapy  of 
either  two  or  three  antihypertensive  agents. 
It  is  interesting  to  note  that  Rosenfeld 
et  aZ.”  reported  that  flumethiazide  given  in  a 
dose  of  500  mg.  twice  a day  for  two  months 
has  proved  to  be  an  effective  antihyperten- 
sive agent  in  41  per  cent  of  patients  in  a 
series  of  patients  with  mild  hypertension. 
They  also  reported  that  a significant 
additive  effect  on  the  lowering  of  blood 
pressure  was  noted  in  patients  receiving  com- 
bined therapy  of  Rauwolfia  and  flumethia- 
zide. Montero,  Rochelle,  and  Ford^^  sub- 
stituted flumethiazide  for  chlorothiazide  in 
a group  of  patients  who  were  previously  on 
combmed  therapy  of  Rauwolfia  and  chloro- 
thiazide and  found  that  there  were  no  signif- 
icant changes  in  the  blood  pressure  or  body 
weight,  thus  indicating  that  flumethiazide 
is  roughly  equal  in  potency  to  chlorothiazide 
for  antihypertensive  therapy. 

Conclusion 

Sixteen  ambulatory  patients  with  mild  to 
severe  hypertension  but  Avithout  any  clinical 
signs  of  congestive  heart  failure  were  chosen 
from  the  Hypertension  Clinic  of  the  Meth- 
odist Hospital  of  Brooklyn  for  a study  of  the 
effect  of  a new  diuretic  and  antihypertensive 
agent,  flumethiazide,  on  serum  electrolytes. 
All  patients  were  on  moderate  salt  restric- 
tion only.  The  results  showed  little  or  no 
change  in  serum  sodium  and  chloride  levels. 


explained  on  the  basis  of  the  offsetting  effect 
of  a mild  dietary  salt  intake  to  sodium  de- 
pletion from  the  natruretic  effect  of  flume- 
thiazide; a tendency  toward  hypokalemia; 
mild  but  equivocal  antihypertensive  effect 
when  used  as  the  sole  antihypertensive 
agent;  and  mild  and  rather  insignificant 
side-effects  consisting  of  transient  episodes 
of  nausea,  dizziness,  constipation,  weakness, 
sour  taste  in  the  mouth,  and  loss  of  appetite, 
none  of  which  was  severe  enough  to  warrant 
the  discontinuation  of  the  drug.  It  seems 
a suitable  diuretic  for  use  in  the  office  man- 
agement of  edematous  and  hypertensive 
conditions,  but  whether  its  usefulness  is 
superior  to  that  of  chlorothiazide  remains 
to  be  seen. 

Summary 

The  diuretic  and  antihypertensive  proper- 
ties of  flumethiazide  were  studied  in  a 
selected  group  of  12  hypertensive  patients. 
Special  attention  was  given  to  the  effects  of 
prolonged  therapy  on  alterations  of  serum 
electrolyte  levels  with  particular  emphasis 
on  the  problem  of  potassium  depletion. 
Flumethiazide  is  compared  to  chlorothiazide 
with  respect  to  alterations  in  serum  sodium, 
chloride,  and  potassium  concentrations  fol- 
lowing therapy  and  with  respect  to  anti- 
hypertensive properties.  Its  use  as  a suit- 
able diuretic  and  antihypertensive  agent  in 
the  office  management  of  hypertensive 
patients  is  appraised. 
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I trembling  waked,  and  for  a season  after 
Could  not  believe  but  that  I was  in  hell, 
Such  terrible  impression  made  my  dream. 

— William  Shakespeare,  Richard  III, 
Act.  1,  Scene  4. 

Concerning  the  effects  of  curare,  Ber- 
nard wrote  in  1878*;  “Can  we  imagine 
a more  horrible  fate  than  that  of  an  in- 
telligence watching  the  progressive  loss  of 
all  the  organs.  . .which  are  destined  to  serve 
it,  and  finding  itself  shut  up  still  living  in  a 
corpse?  All  down  the'  ages  poetic  fiction 
has  sought  to  awaken  our  pity  by  represent- 
ing living  creatures  locked  in  inanimate 
bodies.  Our  imagination  cannot  conceive 
of  anything  more  wretched  than  that  sen- 
sitive beings,  who  feel  pleasure  and  pain, 
should  be  unable  to  seek  one  and  avoid  the 
other.  The  suffering  which  the  imaginations 
of  poets  have  invented  is  produced  in  nature 
by  the  action  of  the  American  poison.  We 
can  even  say  that  fiction  falls  short  of 
reality.  When  Tasso  describes  Clorinda 
imprisoned  alive  in  a majestic  cypress, 
at  least  he  left  her  tears  and  sobs  to  com- 
plain and  soften  those  who  made  her  suffer 
by  injury  to  the  bark  which  could  feel.” 
In  the  course  of  a study  of  the  mental 
reactions  of  subjects  undergoing  mitral 
commissurotomy,**  our  attention  was  ar- 
rested by  the  appearance  in  some  instances 
of  a striking  postoperative  clinical  picture 
which  subsided  gradually  within  the  week. 
Patients  who  previously  had  been  alert, 
superficially  outgoing,  and  affable,  and  whose 
preoperative  aspect  disclosed  nothing  be- 
yond the  usual  signs  of  anxiety  appropriate 
to  the  anticipation  of  a major  surgical 
ordeal,  now  presented  an  appearance  best 
epitomized,  perhaps,  by  the  words  “frozen 


immobility.”  Expressionless,  mute,  and 
staring,  their  faces  recalled  the  photographs 
in  popular  pictorial  magazines  of  the  blank 
and  stunned  victims  of  civil  disasters, 
prompting  us  to  employ  the  term  “catas- 
trophe reaction”  for  the  condition  we  had 
observed.  Seemingly  indifferent  to,  or 
unaware  of,  their  surroundings,  the  replies 
of  these  patients  to  questions  concerning 
subjective  discomfort,  prospects  for  re- 
covery, or  their  hopes  for  future  release  from 
those  physical  limitations  hitherto  imposed 
by  heart  disease  consisted  of  terse,  dull,  and 
barely  audible  mutterings.  A gradual  abate- 
ment of  both  immobility  and  uncommu- 
nicativeness took  place  during  the  ensuing 
days,  and  then  it  became  evident  that  the 
patients’  thoughts  and  feehngs  were  fixed 
strongly  on  the  operative  experience.  These 
patients  declared  that  they  were  able  to  re- 
call fragments  of  the  operative  process, 
including  the  voices  of  the  surgeons  and 
the  noises  of  the  machines.  Even  on  closing 
the  eyes,  1 subject  experienced  “dreams,” 
or  dream-like  phantasies,  of  the  operation 
in  which  he  could  recall  vividly  such  ex- 
pressions as  “I’m  going  in  again.”  Most 
distressing,  however,  were  the  recollections 
of  being  totally  unable  to  move.  So  great 
was  the  patient’s  terror  of  these  “dreams” 
that  he  feared  not  only  sleep,  but  also  the 
mere  closing  of  his  eyes.  Moreover,  it  was  ob- 
served that  during  the  recall  of  the  patient’s 
pre'vious  paralysis  he  shook  his  legs  violently, 
as  if  persuading  himself  that  the  condition 
no  longer  existed. 

In  other  instances  these  “memories” 
or  “dreams”  comprised  the  only  manifesta- 
tion of  the  catastrophe  reaction;  the  aspect 
of  “frozen  immobility”  was  absent. 
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Case  Reports 

Case  1. — Three  days  after  an  operation,  a 
twenty-six-year-old  female  stated  that  she  could 
recall  vividly  her  vain  and  frantic  efforts  to  move 
to  signal  to  the  surgeons  that  she  was  not  asleep. 
All  she  could  move  were  her  toes.  She  asserted 
that  she  had  heard  the  voices  of  the  surgeons  and 
had  gained  the  impression  that  they  were  rushing, 
as  if  they  were  behind  schedule.  Then  she  re- 
called pain  and  a “crunching  sound,  as  if  they 
were  working  around  bone.”  Following  her  dis- 
charge from  the  hospital,  this  patient  experienced 
repetitive  dreams  on  consecutive  nights  which 
consisted  typically  of  two  parts.  During  the  first 
]:)art  she  dreamed  that  she  was  awake  during  the 
operation,  feeling  the  very  sensations  which  she 
had  experienced  in  reality.  She  was  unable  to 
tell  the  doctors  of  her  state  of  consciousness,  while 
feeling  a pressure  and  a burning  in  the  chest. 
She  tried  to  scream,  but  being  totally  paralyzed, 
she  could  not.  “I  now  have  an  idea  of  what  death 
is  like,”  she  declared,  comparing  her  sensations 
to  those  allegedly  experienced  by  persons  who  are 
buried  alive.  In  the  second  part,  she  dreamed 
that  one  of  the  surgeons  proposed  to  insert  a long 
metal  tube  through  her  nose.  She  asked  whether 
it  would  hurt  or  break  any  bones.  The  surgeon 
replied  that  it  would  produce  an  irritation  which 
might  last  from  one  to  two  years.  On  hearmg 
this,  the  patient  resisted  violently  and  awoke  in 
terror. 

Case  2. — A thirty-three-year-old  female  also 
recalled  hearing  voices  during  the  operation  and 
had  felt  a “gnawing”  sensation,  as  if  she  were 
being  “ripped  up  the  back,”  although  without 
pain.  Then  she  heard  the  surgeon  say,  “This  is 
it,”  and  she  lost  consciousness.  Three  weeks 
later  she  dreamed  that  one  of  the  surgeons  was 
cutting  her  hair,  and  she  was  resisting  while 
laughing.  When  he  persisted,  she  awoke,  still 
laughing. 

Case  3. — Still  another  variant  in  the  post- 
operative clinical  picture  was  provided  by  a male 
patient  who  became  acutely  excited  and  one 
morning  refused  to  answer  to  his  name,  asserting 
that  the  man  bearing  the  name  was  dead.  More- 
over, he  complained  of  threatening  visual  images, 
consisting  of  cone-shaped  yellow  objects  which 
advanced  toward  his  face  and  then  spilled  over  the 
sides  of  his  nose.* 


* This  picture  is  sharply  reminiscent  of  the  pre- 


The  full-bloAvn  syndrome  of  stunned 
apathy,  massive  withdrawal  from  external 
stimuli,  sleep  di.sturbance,  and  repetitive 
dreams  recalls  the  classical  picture  of  an 
acute  traumatic  neurosis.'*  WTiat  is  re- 
sponsible for  the  appearance  of  this  con- 
dition among  these  few  commissurotomy 
patients? 

Causes  of  Traumatic  Neurosis 

A traumatic  state  is  said  to  result  from  a 
flooding  of  the  individual  with  stimuli  of 
such  intensity  as  to  exceed  his  capacity  for 
mastery  or  control.  This  may  be  the  con- 
.sequence  either  of  the  overwhelming  char- 
acter of  the  stimulus  (that  is,  one  which  is 
likely  to  affect  anyone),  of  the  special  sus- 
ceptibility of  the  subject  (that  is,  a “read- 
iness” to  be  overwhelmed),  or  of  a com- 
bination of  both.  A factor  of  decisive  im- 
portance, as  FenicheD  emphasized,  is 
whether  or  not  motor  reactions  are  pos- 
sible at  the  time  of  the  trauma,  for  “the 
blocking  of  external  motor  activity  in- 
creases the  probability  of  a breakdown.  . . 
foxhole  waiting  is  more  dangerous  than 
active  warfare.”  These  conditions  are  met 
by  the  methods  of  anesthesia  administra- 
tion in  the  commissurotomy  patients  under 
our  observation.  Using  the  lightest  pos- 
sible narcosis,  these  subjects  are  rendered 
totally  paralyzed  by  the  curare-like  drug, 
succinylcholine  chloride  (Anectine).  Thus 
in  a state  of  only  partial  or  intermittent 
unconsciousness,  individuals  bereft  of  all 
motor  power,  including  antonomous  res- 
piration, are  subjected  to  the  trauma  of 
surgery,  occasionally  apparently  still  ca- 
pable of  feeling  pain. 

This  combination  of  widespread  or  ad- 
vancing motor  paralysis  and  a state  of 
more  or  less  conscious  awareness  brings  to 
mind  three  analagous  conditions;  rapidly 
advancing  acute  poliomyelitis,  curare  poison- 
ing, and  certain  aspects  of  narcolepsy. 

dormescent  sensations  described  by  Isakower,’  in  which 
the  subject  feels  as  if  objects  were  being  stuffed  into  his 
mouth  as  he  falls  asleep,  a condition  which  is  related  to 
nursing  phantasies,  occasionally  undergoing  a distorted 
revival  through  the  experience  of  inhalation  anesthesia. 
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Acute  Poliomyelitis. — Recent  in- 
vestigations have  called  attention  to  the 
traumatic  impact  of  acute  poliomyelitis. 
Glud  and  Blane®  stated  that  the  magnitude 
of  the  effect  of  the  rapid  development  of 
progressive  paralysis  is  determined  to  some 
degree  by  the  ability  of  the  victim  to  pre- 
pare for  the  ensuing  march  of  events. 
Where  the  paralysis  sets  in  gradually,  it 
may  be  possible  to  allay  anxiety  by  in- 
forming the  patient  of  his  imminent  fate 
and  acquainting  him  with  the  use  of  the 
respirator  in  advance  of  the  actual  need. 
Where  there  is  insufficient  time  to  prepare, 
there  is  overwhelming  panic  “.  . .which  at 
least  threatens  the  ego  with  complete  di.s- 
organization.”  In  other  instances  an  at- 
tempt to  evade  an  awareness  of  the  catas- 
trophe may  assume  the  form  of  denial  and 
depersonalization:  “This  is  a dream;  it’s 
really  not  happening,”  recalling  the  patient 
mentioned  previously  who  declared  he  was 
dead.  Similar  observations  have  been  re- 
corded by  Corvin®  who  described  repetitive 
dream-like  phantasies  of  acute  poliomyelitis 
patients  who  thought  they  were  dead  and 
buried  in  tank-like  caskets,  clearly  a 
derivative  of  the  respirator. 

Curare  Poisoning. — Bernard’s^  re- 

marks, as  well  as  other  reports  concerning 
curare  poisoning,  leave  little  doubt  of  the 
overwhelming  panic  which  must  assail  the 
victim  of  the  so-called  “flying  death,” 
that  is,  arrows  dipped  in  curare  and  shot 
through  a blow  gun.  Gill,^  a pioneer  in  the 
introduction  of  curare  into  modern  medical 
use,  wrote;  “I  can  imagine  no  more  hor- 
rible death  than  that  of  a thinking  being 
who  has  received  a lethal  dose  of  the  drug. 
As  far  as  we  can  judge,  the  voluntary  mus- 
cular system  of  the  entire  body  is  com- 
pletely paralyzed — the  utterly  limp,  flaccid, 
dishraggy  kind  of  paralysis.  Given  a suf- 
ficient dose  of  curare,  no  power  known  to 
science,  until  recently,  could  save  him. 
He  would  simply  have  to  lie,  an  acutely 
aware  mind  in  a rapidly  dying  body,  and, 
as  we  say,  take  it.”* 

* We  are  indebted  to  Gill  for  pointing  out  that  our 


It  seems  a reasonable  assumption  that  if 
such  a victim  were  rescued  by  an  antidote, 
a traumatic  neurotic  reaction,  akin  to  that 
described  herein,  would  be  inevitable.  In 
actuality,  however,  the  clinical  literature 
fails  to  disclose  any  record  of  such  an  oc- 
currence, although  there  have  been  a num- 
ber of  physiologic  studies  reported  concern- 
ing the  effects  of  curare  on  healthy  human 
beings.*'®  One  especially  fascinating  ac- 
count was  published  in  1947  by  Smith 
et  al}  who  were  attempting  to  assess  tliQ 
effect  of  the  drug  on  the  central  nervous 
system.  With  a display  of  intrepid  courage, 
Smith  received  a dose  of  d-tubocurarine 
chloride  two  and  one-half  times  that  neces- 
sary to  effectco  mplete  skeletal  and  re- 
spiratory paralysis,  despite  which  no  change 
was  noted  in  the  electroencephalogram,  con- 
sciousness, the  sensorium,  or  in  any  aspect 
of  higher  central  nervous  system  functions. 
Although  the  report  contains  no  mention 
of  any  emotional  reactions  during  or  after 
the  experiment,  at  one  point  the  subject 
complained  of  severe  shortness  of  breath 
and  choking  sensations,  despite  the  fact 
that  he  was  receiving  adequate  ventilation 
and  oxygenation  through  artificial  respira- 
tion. “I  felt  that  I would  give  anything  to 
be  able  to  take  one  deep  breath,”  he  com- 
mented. It  may  well  be  that  these  sen- 
sations were  manifestations  of  anxiety,  a 
reaction  which  is  hardly  surprising  in  view 
of  the  frightening  nature  of  the  enterprise. 
Subsequent  observations  of  the  occasional 
failure  of  neostigmine  to  effect  decurariza- 
tion  also  emphasize  the  hazard  of  the  ex- 
periment. Unna  et  al.,^  using  far  smaller 
doses  of  curare,  also  noted  apprehension 
in  their  normal  subjects. 

The  use  of  curare  in  surgery  evoked  a 
wide  variety  of  reactions  in  the  medical 
profession.  Significantly,  very  few  of  these 
reactions  were  concerned  with  the  psycho- 
logic consequences  of  the  drug.  An  ex- 
ception to  this  tendency  is  a 1956  corn- 

word  “toxin,”  meaning  poison,  is  derived  from  a Greek 
word  “toxon”  which,  far  from  having  any  connection 
with  poison,  means  “bows,”  “arrows,”  or  “missiles.” 
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ment  by  Clark/®  whose  remarks  fore- 
shadow some  of  our  own  observations  on 
succinylcholine  chloride:  “Its  cost,”  he 

wrote  about  curare,  “would  appear  to  be.  . . 
the  introduction  of  an  altogether  new  horror 
into  the  operating  theatre — namely,  a 
conscious,  pain-appreciating,  but  paralyzed 
patient.” 

Narcolepsy. — Spontaneous  attacks  of 
powerlessness  are  characteristic  manifesta- 
tions of  narcolepsy.  Typically,  these  states, 
often  occurring  during  predormescence  (hyp- 
nagogic cataplexy),  are  accompanied  by  a 
sense  of  constriction  in  the  throat  or  thorax 
and  a fear  of  impending  death.  A similar 
condition  has  been  reported  in  individuals, 
not  necessarily  subjects  of  narcolepsy,  in  the 
process  of  awakening,  where  psychic  func- 
tions appear  to  be  released  in  advance  of 
motor  power.  Although  seemingly  fully 
conscious,  the  subject  finds  himself  utterly 
incapable  of  movement,  a state  which  is 
regularly  terrifying.  Visual  and  auditory 
hallucinations  have  been  described  in  both 
hypnagogic  and  hypnapompic  cataplexy. 

Comment 

In  common  with  our  patients,  the  vic- 
tims of  these  three  conditions  experience 
a state  of  virtually  complete  paralysis  in 
the  absence  of  unconsciousness.  Like  the 
acute  poliomyelitis  patient,  the  succinyl- 
choline chloride  subject  is  utterly  helpless 
and  dependent  on  external  forces  to  main- 
tain respiration.  The  emotional  con- 
sequences of  this  situation  include  mani- 
festations which  can  be  viewed  both  as 
defensive  and  as  therapeutic  in  purpose. 

Corvin®  has  called  attention  to  this  dual 
function  of  the  phantasies  of  the  acutely 
stricken  poliomyelitis  victim.  The  dream- 
like phantasies  of  being  buried  in  a tank- 
like respirator,  for  example,  are  interpreted 
by  the  patient  as  efforts  to  master  the 
originally  passively  experienced  trauma 
through  active  repetition,  a device  which 
he  compared  to  the  tendency  of  children 
exposed  to  a traumatic  situation  to  achieve 
mastery  over  this  situation  by  an  active 


recreation  of  the  experience.*  We  have 
observed  the  same  mechanism  in  the  “suc- 
cinylcholine patient,”  as,  for  example, 
in  the  patient  who  shook  his  legs  violently 
while  recalling  his  frightening  paralysis 
in  the  operating  room.  In  the  course  of  a 
projective  drawing  test^  another  subject 
drew  a picture  of  the  human  heart  traversed 
by  an  incision  line  which  bore  the  inscrip- 
tion: “A  scar  I will  have  all  my  hfe.” 
Here  again  one  may  discern  the  same  mech- 
anism at  work:  Now  it  is  no  longer  the 
surgeon  but  the  patient  himself  who,  through 
the  medium  of  a quasi-artistic  device, 
“cuts”  into  the  human  heart. 

A similar  function  apears  to  be  served 
by  the  repetitive  dreams  of  the  succinyl- 
choline-paralyzed  subject,  where  the  very 
act  of  dreaming  confers  the  attribute  of 
authorship  on  the  events  taking  place. 
In  other  dreams  the  element  of  activity 
as  a means  of  establishing  mastery  is  ex- 
plicit, for  example,  in  the  patient  who 
dreamed  that  she  was  fighting  off  the  in- 
sertion of  a metal  tube  in  her  nose.  In  still 
other  instances  the  grim  character  of  the 
actual  operative  experience  is  replaced 
in  the  dream  by  the  quahty  of  humor,  as 
in  the  case  of  the  heart  surgeon  who  is  about 
to  cut  the  patient’s  hair,  a painless  cutting 
which  the  subject  resists  and  from  which  she 
awakens  laughing,  f At  the  same  time  the 
basic  quality  of  the  dreams  of  these  sub- 


* An  intuitive  awareness  of  the  therapeutic  effect  of 
active  repetition  was  exhibited  by  the  wife  of  a colleague 
in  dealing  with  their  small  son  after  a particularly 
traumatic  appendectomy,  which  was  followed  by 
numerous  intramuscular  injections.  She  presented  the 
boy  with  a syringe  and  needle  and  encouraged  him  to 
practice  minor  surgery  on  an  orange. 

t If  active  repetition  serves  to  dispel  the  iU-e£Fects 
of  traumatic  experience,  one  might  safely  conclude  that 
some  form  of  active  participation  in  the  traumatic 
situation  itself  may  tend  to  diminish  or  prevent  the 
occurrence  of  a traumatic  neurotic  reaction.  It  would 
seem  unlikely,  for  example,  that  Smith®  would  have 
experienced  a significant  traumatic  reaction  from  the 
curare  paralysis  experiment  cited  previously,  for,  far 
from  being  a passive  victim  of  the  “Flying  Death,”  he 
was  an  active  executive  of  the  entire  enterprise  and 
only  coincidentally  the  subject  of  it.  In  a personal 
communication  Dr.  Smith  has  confirmed  this  thesis, 
stating  that  at  no  time  since  the  experiment  has  he 
experienced  dreams  or  other  subjective  states  reminis- 
cent of  it. 
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jects,  like  the  experience  itself  to  which  the 
dreams  refer,  is  strongly  reminiscent  of  the 
classical  nightmare.  In  his  monograph  on 
the  subject,  Jones^^  lists  the  three  cardinal 
features  of  the  nightmare:  agonizing  dread, 
a sense  of  weight  or  oppression  on  the  chest 
which  interferes  alarmingly  with  respira- 
tion, and  a conviction  of  helpless  paralysis. 
Jones’ quotation  of  R.  Macnish  is  remark- 
able here  both  for  its  applicability  to  our  own 
cases  and  to  the  descriptions  of  the  victims 
of  curare  poisoning:  “Imagination  cannot 
conceive  the  horrors  (the  nightmare)  fre- 
quently gives  rise  to,  or  language  describe 
them  in  adequate  terms.  They  are  a 
thousand  times  more  frightful  than  the 
visions  conjured  up  by  necromancy  or 
diablerie.  . .the  whole  mind.  . .is  wrought 
up  to  a pitch  of  inutterable  despair;  a 
spell  is  laid  upon  the  faculties  which  freezes 
them  into  inaction;  and  the  wretched  vic- 
tim feels  as  if  pent  alive  in  his  coffin,  or 
overpowered  by  resistless  and  unmitigable 
pressure.” 

Indeed  the  similarity  between  this  and 
kindred  reports  of  the  nightmare  and  the 
phenomena  observed  by  ourselves  permits 
the  conclusion  that  the  condition  which 
we  have  ascribed  to  the  use  of  succinyl- 
choline  chloride  is  in  fact  the  nightmare 
come  true;  in  the  anxiety-ridden  com- 
missurotomy patient  the  sense  of  oppression 
or  weight  on  the  chest,  sometimes  ascribed 
to  an  incubus  in  the  nightmare,  is  furnished 
by  the  surgeon  himself,  while  the  convic- 
tion of  the  victim  of  nightmare  of  utter 
helplessness  is  realistically  provided  by  a 
paralyzing  drug. 

At  the  same  time,  it  has  been  remarked 
that  the  catastrophe  reaction  was  noted  in 
only  a limited  number  of  those  patients 
receiving  succinylcholine  chloride.  It  might 
be  suspected  then,  in  view  of  the  resemblance 
between  this  reaction  and  the  nightmare, 
that  similar  personality  characteristics  would 
be  discernible  in  both  groups  of  subjects. 
It  is  a generally  accepted  fact  that  the  night- 
mare constitutes  a phenomenon  which  is 
especially  characteristic  of  individuals 


wrestling  with  strongly  passive,  and  notably 
sexually  passive,  impulses.  Significantly  the 
outstanding  characteristic  of  the  emotional 
struggles  presented  by  the  patients  in  this 
study  concerned  conflicts  over  passive 
impulses,  as  can  be  discerned  in  the  follow- 
ing brief  examples; 

Case  4. — A twenty-six-year-old  male  had  en- 
listed in  the  United  States  Marine  service  with 
the  admitted  aim  of  “becoming  more  of  a man.” 
On  his  forearm  was  a tattoo  bearing  the  motto: 
“Death  before  dishonor.”  Unfortunately,  he 
became  so  nervous  and  unstrung  during  shooting 
practice  that  he  was  discharged  from  the  service. 
Promiscuous  heterosexual  behavior  appeared  to 
serve  as  a defense  against  underlying  passive  and 
homosexual  impulses.  Following  commissurot- 
omy, he  displayed  a full-blown  example  of  the 
catastrophe  reaction. 

Case  5. — A similar  catastrophe  reaction  was  ob- 
served in  a thirty-eight-year-old  man  who  de- 
veloped congestive  failure  during  an  unwanted 
pregnancy  of  his  wife.  Shy  and  unaggressive,  his 
relationship  with  his  wife,  her  family,  and  his  em- 
ployer was  characterized  by  a pronounced  de- 
pendency and  passivity.  He  provided  evidence 
of  being  preoccupied  with  the  matter  of  manliness 
and  appeared  to  regard  the  heart  operation  as  a 
means  of  achieving  more  impressive  masculinity. 

Case  3 {continued). — At  the  age  of  six  this 
thirty-five-year  old  man  had  received  a severe 
electric  shock  from  a defective  “strength  ma- 
chine.” One  day  later  he  was  hospitalized  with 
a diagnosis  of  Sydenham’s  chorea.  During  the 
ensuing  years  he  maintained  a nip-and-tuck 
battle  with  an  over-bearing  and  overprotecting 
mother  who,  fearful  of  his  rheumatic  heart, 
strove  unsuccessfully  to  invahdize  him.  “She’s 
always  on  top  of  me,”  he  declared,  as  though 
she  were  a latter-day  succubus. 

A piquant  example  of  active  repetition 
as  a means  of  mastering  passively  experienced 
trauma  was  given  in  his  choice  of  a career,  tele- 
vision and  radio  repair  work.  It  was  noteworthy 
that  dyspnea  during  coitus  constituted  his  only 
symptom,  and  was,  in  fact,  his  sole  reason  for 
undergoing  commissurotomy.  It  was  this  patient 
who  experienced  the  symptoms  of  depersonaliza- 
tion and  the  visual  hallucinations  mentioned 
previously. 
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Comment 

Despite  the  absence  of  corroborative 
psychoanalytic  validation,  it  would  seem 
justifiable,  in  the  light  of  these  anamnestic 
fragments,  to  suspect  that  the  surgical 
procedure  imposed  on  the  paralyzed  bodies 
of  these  patients  contains  a sexual  signifi- 
cance. Moreover,  such  a suspicion  is  sup- 
ported by  random  comments  voiced  by  some 
of  the  patients  concerning  their  operation. 
Some  'of  these  remarks  emphasize,  for  ex- 
ample, the  actual  touching  of  the  heart  by 
the  surgeon.  The  patient  in  Case  3 de- 
manded to  know,  “Who  put  his  finger  in 
my  heart?”  Another  patient  declared  that 
it  was  against  the  will  of  God  to  touch  the 
human  heart.  There  is  little  question,  more- 
over, of  the  sexual  implication  of  the  young- 
woman’s  dream  of  the  surgeon  who  was 
attempting  to  insert  a metal  pipe  into  her 
nose. 

In  ancient  times  there  existed  a practice 
known  as  incubation,  or  temple  sleep, 
which  consisted  in  the  union,  during  sleep, 
between  a human  and  a god  or  goddess, 
undertaken  characteristically  as  a device 
for  remedying  impotence  or  infertility  or 
some  affliction  which  might  symbolize  them. 
Jones^^  stresses  the  kinship  between  these 
rites  and  the  nightmare,  calling  attention 
to  the  very  similarity  of  the  terms  “in- 
cubation” and  “incubus.”  Now  the  most 
celebrated  of  the  incubation  cults  was  that 
of  Aesculapius,  the  god  of  healing,  whose 
identification  with  the  phallic  serpent  is 
memorialized  in  the  caduceus  with  which 
every  physician  is  familiar.  Thus  the  car- 
diac surgeon  of  today  traces  his  direct 
lineal  descent  from  the  ancient  god  of  heal- 
ing, even  if  the  serpent  of  the  latter  becomes 
transmuted  in  the  dream  of  a young  woman 
into  a metal  pipe.  The  surgical  repair  of 
the  human  heart,  an  organ  of  truly  awesome 
psychic  significance,  may  touch  on  the  deep- 
est layers  of  mental  life,  becoming  a modern 
vehicle,  so  to  speak,  for  re-enactments  of 
union  with  gods  and  goddesses,  incubi,  and 
succubi.  It  may  well  be  that  these  considera- 


tions play  a considerable  role  in  the  genesis 
of  the  conspicuous  postoperative  psychiatric 
complications  of  mitral  commissurotomy. 
It  has  been  our  endeavor  to  single  out  a 
specific  factor,  namely,  induced  paralysis 
occurring  in  subjects  insufiiciently  uncon- 
scious, which  appears  to  constitute  one 
element  in  the  emotional  disorganization 
displayed  by  these  subjects. 

Summary 

1.  A traumatic  neurotic  reaction  which 
occurs  in  some  patients  following  com- 
missurotomy is  described,  which  is  ap- 
parently caused  by  the  use  of  the  motor 
paralyzant,  succinylchohne  chloride  (Anec- 
tine)  on  a slightly  narcotized  subject. 

2.  The  condition  is  manifested  by 
marked  apathy  and  withdrawal,  accompanied 
by  harrowing  repetitive  dreams  and  phan- 
tasies which  appear  to  be  derivatives 
or  reproductions  of  phases  of  the  opera- 
tive experience.  A variant  in  the  clinical 
picture  consists  of  the  patient  in  a state  of 
excitement,  associated  with  ideas  of  de- 
personahzation  and  visual  hallucinations. 

3.  Similarities  are  stressed  between  the 
reactions  of  these  subjects  to  victims  of  acute 
and  rapidly  advancing  poliomyelitis,  vic- 
tims of  curare  poisoning;  and  subjects  of 
narcoleptic  phenomena,  that  is,  cataplexy. 
All  four  conditions  are  compared  with  the 
classical  nightmare  with  the  suggestion  that 
the  subjects  of  this  communication  are  af- 
flicted by  an  iatrogenic  nightmare. 

4.  Both  the  defensive  and  the  therapeutic 
function  of  the  traumatic  reaction  are  dis- 
cussed -with  special  emphasis  on  the  mech- 
anism of  active  repetition  as  a device  for 
gaining  mastery  over  the  trauma. 

5.  The  preoperative  character  structure 
of  the  subjects,  characterized  notably  by 
severe  conflicts  over  passive  strivings,  is 
believed  to  facilitate  the  development  of  the 
traumatic  neurotic  reaction,  comparable  to 
the  manner  in  which  similar  conflicts  pre- 
dispose to  the  development  of  the  classical 
nightmare. 
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Hospital  Meals  Like  Those  of  Fine  Restaurants 


A Chicago  hospital  has  proved  that  hospitals 
can  provide  menus  “comparable  to  those  of  the 
finest  restaurants  in  the  country”  without  exorbitant 
cost. 

Mrs.  Alice  E.  Hopper,  director  of  dietetics  for 
Mount  Sinai  Hospital  and  Medical  Center,  Chicago, 
described  the  hospital’s  restaurant-type  food  service 
in  the  February  1,  1961,  issue  of  Hospitals,  the 
journal  of  the  American  Hospital  Association. 

The  hospital  has  been  a pioneer  in  the  restaurant- 
type  food  service  and  has  recently  introduced  a 
new  menu,  similar  in  format  and  variety  of  selection 
to  those  of  a good  restaurant. 

“Providing  a wide  selection  of  foods,  even  such 
exotic  items  as  rock  cornish  hen  with  wild  rice 
and  trout  amandine,  has  not  increased  food  costs 
at  the  hospitals,”  Mrs.  Hopper  said. 

The  cost  of  wasted  food  and  the  problems  of 
disposing  of  leftovers  are  minimized  because  the 
patients  have  such  a wide  choice  of  food  that  they 
order  only  what  they  want  and  eat  almost  every- 
thing sent  to  them,  she  said.  In  addition,  many 
patients  prefer  the  less  expensive  and  simpler  foods. 

Costs  also  have  been  kept  down  by  tightening  of 
dietary  operations,  particularly  in  purchasing, 
food  portioning,  employe  training  and  scheduling, 
and  equipment  improvements. 

Each  morning  the  patient  receives  his  menu,  which 
is  perforated  into  three  sections  listing  selections 
for  that  day’s  luncheon  and  dinner  and  the  next 


morning’s  breakfast.  A dietitian  visits  the  patient 
to  assist  him  in  his  selection.  The  orders  for  the 
next  twenty-four  hours  are  then  tallied  and  prepara- 
tions are  begun. 

Breakfast  offerings  on  the  normal  diet  menu 
include  a choice  of  nine  fruits  and  juices,  nine  en- 
trees, several  kinds  of  breadstuff’s,  and  beverages. 
The  luncheon  menu  for  the  normal  diet  has  a choice 
of  2 soups,  8 hot  entrees,  5 cold  entrees,  17  desserts, 
any  fresh  fruit  in  season,  and  a beverage. 

The  dinner  menu  includes  15  appetizers  ranging 
from  chopped  chicken  livers  to  fruit  juice  to  wine; 
several  entrees  such  as  roast  prime  ribs  of  beef; 
the  same  desserts  as  those  at  luncheon,  and  even 
an  after-dinner  drink. 

In  addition  to  the  selective  menu  for  the  normal 
diet,  there  are  selective  menus  for  children  and 
patients  on  modified  diets.  Between  50  and  60 
per  cent  of  the  patients  admitted  to  the  424-bed 
hospital  require  modified  diets.  Frequently  such 
persons  feel  their  diets  are  so  restricted  that  they 
fail  to  eat  as  much  as  they  should.  The  selective 
menu  helps  overcome  this  problem. 

Menus  are  planned  carefully  to  meet  the  nutri- 
tional demands  of  each  patient  and  the  specific  needs 
of  the  various  age  groups.  An  additional  problem, 
which  Mrs.  Hopper  and  her  staff  have  overcome  by 
careful  and  thorough  planning,  is  the  fact  that 
Mount  Sinai  is  an  Orthodox  Jewish  Hospital  and 
its  menu  is  all  kosher. 
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The  Incompetent  Cervix 


CARL  T.  JAVERT,  M.D.,  NEW  YORK  CITY 

{From  Ihe  Department  of  Obstetrics  and  Gynecology,  St.  Luke’s  Hospital,  Woman’s  Hospital  Division) 


4 BOUT  fifteen  years  ago  I performed  a 
-^"^vaginal  speculum  examination  on  a habit- 
ual abortion  patient  not  in  labor  and  found  a 
dilated  cervix  and  prolapsed  membranes. 
More  recently  this  condition  has  become 
known  as  the  incompetent  os  of  pregnancy. 
Such  an  observation  represented  a bold 
departure  from  the  accepted  teachings  of 
the  day;  namely,  a “hands  off”  policy  con- 
cerning pelvic  examinations  in  habitual 
aborters.  This  situation  still  prevails  in 
some  areas  but  to  a lesser  degree.  Frequent 
antenatal  visits,  including  speculum  exami- 
nations, have  been  an  integral  part  of  the 
author’s  program  for  habitual  abortion 
patients  for  many  years.  ^ As  a result, 
about  50  patients  with  an  incompetent  os 
in  pregnancy  have  been  seen. 

Residents  freiiuently  ask  “why  wasn’t  this 
condition  described  years  ago?”  Presum- 
ably it  was  because  of  the  policy  prevailing 
then  not  to  examine  these  patients  for  fear 
of  being  blamed  for  the  miscarriage.  Yet, 
Child^  described  the  condition  in  1922. 
Moreover,  Herman  in  1902^  called  attention 
to  cervical  lacerations  causing  repeated 
abortion  in  3 cases.  He  was  probably  the 
first  to  employ  Emmet’s  operation  to  help 
them  (Table  I).  Two  were  multipara 
patients  who  went  to  term  after  the  opera- 
tion. Child  also  observed  3 cases  of  ha- 
bitual abortion  due  to  lacerations  of  the 
internal  os.  In  fact.  Child  said  a lacerated 
internal  os  is  a “frequent  cau.se  of  habitual 
abortion”  and  advised  repairing  of  the 
lower  cervix  and  “restoring  the  integrity 
of  the  internal  os  as  well.” 

Before  the  days  of  the  Lash^  and  the 
Shirodkar^  procedures,  the.se  patients  usually 


TABLE  I. — Chronologic  History  of  Various 
Vaginal  Operations  on  the  Cervix  for  Pre- 
vention OF  Repeated  Abortion 


Operator 

Year 

Procedure 

Pregnant 

Herman 

1902 

Emmet  trachelo- 
plasty 

No 

Child 

1922 

Tracheloplasty 
including  inter- 
nal os 

No 

Lash 

1941 

Elliptical  excision 
of  internal  os 

No 

Shirodkar 

1949 

Encirclement  with 
catgut 

Yes 

MacDonald 

1951 

Encirclement  with 
silk 

Yes 

Shirodkar 

1955 

Encirclement  with 
fascia 

Yea  and 
no 

Presented  before  the  Section  of  Obstetrics  and 
Gynecology,  New  York  Academy  of  Medicine,  January 
26,  1960. 


were  treated  with  complete  bed  rest  and 
elevation  of  the  foot  of  the  bed.  The  mem- 
branes would  rupture  prematurely,  and  then 
some  antibiotic  often  was  added  to  the 
regimen.  I had  6 such  patients  in  whom 
the  cervix  dilated  between  the  eighteenth 
and  the  twenty-sixth  week  of  gestation. 

On  the  conservative  regimen,  all  were  de- 
livered of  living  infants  several  weeks  to 
two  months  later.  Two  of  these  infants 
are  now  in  institutions  because  of  epilepsy. 

In  1953  I was  invited  to  present  a paper 
in  Cincinnati  giving  the  results  obtained 
with  prenatal  care,  psychotherapy,  and 
frequent  visits  in  100  cases  of  habitual 
abortion.®  Only  one  operative  correction 
of  an  incompetent  cervix  using  the  Emmet 
technic  had  been  performed  up  to  that 
time.'^’®  After  the  meeting  Abraham  La.sh,  . 
M.D.,  came  to  me  and  described  his  opera-  ? 
tive  procedure,  which  was  first  done  in  1941. 
Soon  afterward  I had  the  opportmiity  at 
George  Washington  University  to  see  John 
Parks,  M.D.,  and  Robert  Barter,  M.D.,  dem- 
onstrate a procedure  that  they  had  done 
using  a modification  of  the  Shirodkar  tech- 
nic. Shirodkar  had  encircled  the  internal 
os  with  catgut  in  1949.  Dr.  Barter  deserves 
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TABLE  II. — -Incompetent  Os  Results  Following  Lash  Operation 


Number 

of 

Cases 

Number 

of 

Preg- 

nancies 

Pre- 

mature 

Full 

Term 

Unde- 

livered 

Operation 

Early 

Late 

Per  Cent 

Vaginal 

19* 

15 

3 

4 

0 

7 

1 

Abdominal 

4 

2 

1 

0 

0 

0 

1 

Totals 

Unopcrated 

23 1 

17 

4 

4 

47.6 

0 

7 

2 

controls 

9 

17 

4 

1 

29.4 

4 

8 

0 

* Three  failures.  All  have  had  a subsequent  Shirodkar  procedure, 
t Emmet’s  tracheloplasty  also  was  included  in  8 cases. 


much  credit  for  popularizing  his  technic 
in  America.®  Thereafter,  in  1955,  I had 
occasion  to  perform  this  operation  on  a 
patient.  It  was  done  at  New  York  Lying- 
In  Hospital  and  probably  was  the  first 
such  operation  performed  in  New  York  City. 
Historically,  it  merits  a short  case  report. 

Case  Reports 

Case  1. — A twenty-six-year-old,  para  0,  grav- 
ida 4 patient  had  had  three  previous  spontaneous 
abortions,  at  five,  five,  and  three  months  re- 
spectively. She  was  admitted  at  twenty-three 
weeks  gestation  with  herniated  membranes  and 
no  labor.  The  membranes  were  replaced,  and  a 
fascial  strip  was  placed  around  the  internal  os. 
Following  this  the  patient  went  into  active  labor, 
the  fascial  strip  was  cut,  and  the  patient  delivered 
a 600  Gm.  infant  that  died  soon  afterward. 

Dismayed  by  this  failure  and  several 
others  like  it,  and  recalling  my  conversation 
with  Dr.  Lash,  I decided  to  employ  his 
method  the  next  time.  Before  doing  so, 
it  seemed  appropriate  to  invite  Dr.  Lash 
to  Woman’s  Hospital  to  demonstrate  his 
procedure.  This  he  did  on  2 patients  in 
December,  1957.  Neither  of  them  has 
conceived  as  yet.  Since  that  time  23  pa- 
tients have  had  the  Lash  procedure,  as 
shown  in  Table  II.  There  have  been  17 
pregnancies  in  15  of  these  patients,  7 have 
delivered  at  term,  and  there  have  been  four 
early  and  four  late  abortions  for  a total 
of  eight  or  47.6  per  cent  of  the  pregnancies. 
Two  patients  are  undehvered. 

The  Lash  procedure  failed  in  3 cases, 
and  in  1 case  the  Shirodkar  procedure  was 


done  subsequently  with  success  as  related 
in  the  following  case  report. 

Case  2. — The  patient  was  a forty-year-old 
physician,  para  1,  gravida  10,  whose  first  seven 
pregnancies  ended  in  spontaneous  abortions, 
three  of  which  were  late.  Because  of  radiographic 
evidence  of  an  incompetent  os,  the  Lash  pro- 
cedure was  performed  by  Arthur  Greeley,  M.D., 
in  1954,  the  first  one,  I believe,  to  be  done  at  the 
New  York  Lying-In  Hospital.  She  became  preg- 
nant again,  and  in  the  twenty-fourth  week  the 
cervix  was  seen  to  be  dilated  3 cm.  on  speculum 
examination.  The  patient  was  hospitalized  for 
three  weeks,  and  bed  rest  and  elevation  of  the  foot 
of  the  bed  were  prescribed.  The  vertex  was  pre- 
senting, which  was  a good  thing  as  pointed  out  by 
Child,  since  it  “acts  as  a ball  valve.’’  She  was 
allowed  to  go  home  and  to  remain  in  bed  with 
bathroom  privileges.  Full  activity  was  allowed 
after  the  thirty-fourth  week,  the  cervix  having 
remained  dilated.  Labor  began  spontaneously  in 
the  thirty-eighth  week,  and  the  patient  was 
delivered  in  1956  of  a boy  weighing  3,040  Gm.  in 
good  condition  after  a seventeen-hour  labor. 

The  case  was  presented  to  Dr.  Lash,  and  he 
advised  a repeat  operation  which  the  patient  re- 
fused, since  she  planned  to  have  no  more  children. 
Nevertheless,  she  did  conceive  again,  and  al- 
though the  cervix  was  watched  constantly,  it 
dilated  again  in  the  eighteenth  week.  Before 
anything  could  be  done  the  membranes  rup- 
tured, and  abortion  of  a macerated  fetus  oc- 
curred spontaneously.  The  patient  again  planned 
no  further  pregnancies  because  of  age. 

However,  she  conceived  again,  and  in  1959 
she  reluctantly  consented  to  the  Shirodkar  pro- 
cedure which  was  done  by  me  in  the  fourteenth 
week  of  gestation  using  mersilene  tape.  This 
pregnancy  was  complicated  by  strong  Braxton- 
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TABLE  III. — Incompetent  Os  Results  Following  Shirodkar  Operation 


Number 

of 

Cases 

Number 

of 

Preg- 

nancies 

Pre- 

mature 

Full 

Term 

Unde- 

livered 

Operation 

Early 

Late 

Per  Cent 

Shirodkar  done  late 
Shirodkar  done 

8 

8 

0 

7 

1 

0 

early* 

10 

9 

0 

1 

3 

1 

4 

Totals 

18 

17 

0 

8 

47.5 

3 

2 

4 

Unoperated  controls 

9 

17 

4 

1 

29.4 

4 

8 

0 

* All  but  1 with  braided  Dacron...  One  patient  was  not  pregnant. 


Hicks  contractions  which  were  relieved  for  over  a 
month  with  progesterone.  The  pregnancy  other- 
wise proceeded  uneventfully  up  to  the  thirty- 
seventh  week  when  mild  labor  began  with  the 
vertex  presenting  nearly  to  the  vulva.  The  pa- 
tient refused  a cesarean  section  and  insisted  that 
the  tape  be  cut.  This  was  done  under  anesthesia, 
and  after  the  procedure  the  internal  os  remained 
tight  and  closed.  Finally,  in  spite  of  good  uterine 
contractions,  the  cervix  failed  to  dilate.  The 
membranes  then  were  ruptured  artificially. 
After  that  the  cervix  dilated  slowly,  and  a baby 
girl  weighing  2,900  Gm.  was  delivered  spon- 
taneously after  twelve  hours  of  labor.  It  was 
the  author’s  opinion  that  the  mersilene  tape, 
having  been  in  place  for  twenty-three  weeks,  had 
restored  the  sphincter  of  the  internal  os. 

Four  of  the  Lash  procedures  were  per- 
formed abdominally,  two  at  the  time  of 
myomectomy  and  two  having  uterine  sus- 
pension. Of  these,  1 patient  is  six  months 
pregnant  at  this  writing,  and  the  cervix 
has  remained  closed.  Another  patient 
aborted,  and  the  other  2 have  not  con- 
ceived. 

Table  II  also  includes  control  data  on  9 
patients  in  whom  an  incompetent  os  had 
been  demonstrated.  Most  of  them  have 
had  late  abortions.  Operative  correction 
had  been  refused  for  various  reasons,  in- 
cluding being  over  age,  having  one  child, 
disliking  the  possibility  of  a cesarean,  or 
willingness  to  take  another  chance.  They 
were  placed  on  the  author’s  regimen.^  Sev- 
eral patients  were  on  bed  rest  when  the 
cervix  dilated.  They  had  17  pregnancies 
of  which  5,  or  29.4  per  cent,  aborted. 

During  this  period  several  other  Shirodkar 
procedures  were  performed  using  poly- 


ethylene tubing,  mersilene,  and  even  heavy 
silk  sutures  without  any  particular  success. 
We  began  to  suspect  that  our  patients  were 
being  operated  on  too  late;  that  is,  when 
the  cervix  was  open,  and  the  membranes 
were  bulging.  Such  cases  establish  the 
diagnosis  and  the  indication  for  a Lash  or 
Shirodkar  procedure  while  the  patient  is 
not  pregnant.  We  have  adopted  Barter’s 
suggestion  of  operating  on  our  patients  early, 
when  the  cervix  is  still  clo.sed,  at  about 
fourteen  weeks  gestation.  When  Helen 
Spencer,  M.D.,  joined  our  team,  she  had 
heard  about  a braided  Dacron  suture,  and 
through  the  courtesy  of  George  Blinick, 
M.D.,  and  the  Deknatel  Company  we  ob- 
tained this  material  and  have  used  it  in 
9 cases  as  shown  in  Table  III.  It  is  our 
practice  to  incise  the  vagina  at  the  internal 
os,  push  the  bladder  upward,  and  then  put 
in  two  sutures  about  V2  inch  apart  after 
the  technic  of  MacDonald®  who  performed 
his  first  operation  in  1951.  Thus  far,  a 
total  of  18  patients  have  been  operated  on 
in  early  and  late  pregnancy  by  this 
modified  Shirodkar  technic  as  shown  in 
Table  III.  They  have  had  17  pregnancies, 
of  which  8 or  47  per  cent  aborted,  and  5 
had  viable  infants,  while  4 are  undelivered. 
Another  patient  who  aborted  at  five  months 
after  the  Lash  operation  and  in  whom  a 
dilated  cervix  then  was  seen  has  been  op- 
erated on  recently  while  not  pregnant,  using 
the  same  technic. 

Dr.  Barter  paid  us  a visit  in  March,  1959, 
and  described  his  procedure.  Besides  per- 
forming the  operations  earlier,  he  has  ad- 
vocated that  operations  be  done  on  the  basis 
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TABLE  IV. — Incidence  of  Two  or  More  Late 
Abortions  (Eighteen  to  Twenty-Four  Weeks) 
IN  Habitual  Abortion  Patients 


Incidence  of 

Number 

Late  Abortions 

Classification  of 

of 

Per 

Patients 

Cases 

Number  Cent 

Three  or  more  consecu- 
tive spontaneous  abor- 


tions 

232 

43 

18.5 

Two  consecutive  spon- 
taneous abortions 

124 

19 

15.3 

Total 

356 

62 

17.4 

of  the  patient’s  clinical  history  of  two  or 
more  late  abortions.  To  test  the  validity 
of  this  point  of  view,  I analyzed  all  my  cases 
of  habitual  abortion  with  late  abortions 
(eighteen  to  twenty-four  weeks  gestation),  as 
shown  in  Table  IV.  There  were  232  cases 
with  three  or  more  consecutive  abortions. 
The  percentage  of  late  abortions  was  nearly 
the  same  in  each  group  of  cases  for  a total 
of  62  giving  an  incidence  of  17  per  cent  for 
the  incompetent  cervix  on  the  basis  of 
history.  This  percentage  seems  rather  high 
when  one  considers  that  the  incidence  of 
habitual  abortion  is  only  about  one  in  300, 
and  then  only  10  per  cent  of  these  have  an 
incompetent  os.  This  was  observed  in  the 
last  100  consecutive  cases  in  the  author’s 


series.  Taylor  and  Hansen^®  record  an 
incidence  of  one  in  500  pregnancies. 

The  outcome  of  95  pregnancies  in  these 
62  late  aborters  is  tabulated  in  Table  V. 
The  state  of  the  cervix  was  unknown  in  most 
of  them,  and  it  was  known  to  be  incom- 
petent in  9 cases.  In  either  series,  the 
abortion  rate  ranged  between  27  and  30 
per  cent.  It  would  appear  from  this  data 
that  the  history  of  late  abortions  is  a fairly 
accurate  index  of  cervical  incompetency 
as  suggested  by  Barter  et  aV  However, 
what  is  the  cure?  Table  V shows  that  19 
patients  or  nearly  one  third  of  them  did 
not  deliver  viable  infants.  To  be  sure, 
55.8  per  cent  of  the  95  pregnancies  went 
to  term,  and  16.8  per  cent  had  premature 
deliveries  for  a total  viability  rate  of  72.5 
per  cent,  which  is  better  than  the  results 
obtained  surgically. 

To  date,  our  results  with  surgery  in  the 
pregnant  and  nonpregnant  patients  with 
an  incompetent  cervix  have  not  been  as 
good  as  those  obtained  without  surgery 
as  summarized  in  Table  VI.  Moreover, 
they  are  not  as  good  as  those  reported  by 
Lash,^  Barter  et  al.,’’  Taylor  and  Hansen,'® 
or  Benson  and  Durfee."  Personally,  I 
suspect  that  they  may  be  operating  on  some 


TABLE  V. — Fate  of  Pregnancies  in  Unoperated  Patients  with  History  of  Two  or  More  Late 

Spontaneous  Abortions 


Number  of 
Cases 

Number  of 
Preg- 
nancies 

Pre- 

mature 

Full 

Term 

Number 

Per  Cent 

Patients  delivering  viable 
infants 

43 

76 

7 

9.2 

16 

53 

Patients  delivering  nonviable 
infants 

19 

19 

19 

100 

Incompetent  os  controls; 
unoperated 

-9 

-17 

-5 

29.4 

-4 

-8 

Totals 

53 

78 

21 

26.9 

12 

45 

TABLE  VI. — Incompetent  Os;  Summary  of  Operated  and  Unoperated  Cases 


Number 
of  Cases 

Number  of 
Preg- 
nancies 

Pre- 

mature 

Full 

Term 

Unde- 

livered 

Material 

Number 

Per  Cent 

History  of  two  or  more 
late  abortions 

52 

78 

21 

26.9 

12 

45 

0 

Unoperated  controls 

9 

17 

5 

29.4 

4 

8 

0 

After  Lash  procedure 

23 

17 

8 

47.6 

0 

7 

2 

After  Shirodkar  procedure 

18 

17 

8 

47.5 

3 

2 

4 
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patients  who  do  not  need  it,  as  suggested 
by  the  data  in  Table  V.  On  the  other  hand, 
what  I greatly  fear  is  that  the  cervix  may 
be  incompetent  because  of  lacerations  or 
because  of  an  emotional  basis.  The  writings 
of  Child, 2 Herman,®  and  Lash^  suggest 
previous  trauma  and  lacerations  as  factors 
in  producing  an  incompetent  os.  I would 
like  to  suggest  also  the  emotional  or  func- 
tional basis  as  in  Case  3. 

Case  3. — A thirty-one-year-old  woman,  para  1, 
gravida  6,  had  a delivery  of  a 5-pound  child  in 
1951.  This  was  followed  by  three  abortions  at 
six,  five,  and  five  months  respectively  after  the 
shock  of  learning  that  she  had  been  an  illegitimate 
child.  She  then  was  seen  by  the  author  who  sus- 
pected an  incompetent  os.  While  the  patient 
was  deliberating  a Lash  procedure,  she  became 
pregnant.  She  was  seen  at  frequent  intervals, 
the  cervix  was  inspected  on  each  visit,  and  it  did 
not  dilate.  After  going  shghtly  overdue  she  was 
delivered  of  an  8-pound  infant.  Thereafter  the 
cervix  was  thought  to  be  competent.  She  then 
moved  to  Baltimore  and  there  became  pregnant 
again.  She  became  tense  and  anxious.  The 
cervix  was  found  to  be  open  at  the  time  of  her 
antepartum  office  visit  at  twenty-eight  weeks. 
She  went  into  labor  that  evening  and  was  de- 
livered of  a premature  child  weighing  3 pounds, 
and  it  has  done  well.  The  patient  was  seen  six 
weeks  postpartum,  and  again  the  cervix  was 
thought  to  be  competent.  The  function  of  the  in- 
ternal os  and  the  lower  uterine  segment  as  a 
sphincter  has  been  studied  by  Youssef*®  and 
Mann.^® 

Summary 

I do  believe  that  the  operation  for  the 
incompetent  os  can  be  done  in  pregnancy 
on  the  history  of  two  or  more  late  abortions, 
or  even  two  or  more  premature  deliveries. 
Especially  is  this  so  if  the  cervix  previously 
has  been  observed  to  dilate  in  the  mid- 
trimester without  labor.  Such  patients 
are  often  “secondary  habitual  aborters.” 
Lacking  the  visual  perception  of  dilatation, 
on  nonpregnant  patients  it  is  preferable 
to  corroborate  the  clinical  history  of  late 
abortions  whenever  possible  with  tests  for 
cervical  competency. 


A double  Dacron  suture  has  been  used 
with  success  in  9 pregnant  patients  who 
delivered  4 premature  or  full-term  infants. 
Four  patients  are  still  pregnant  and  only 
1 aborted. 

Conclusions 

Of  356  patients  with  two  or  more  spon- 
taneous abortions,  62,  or  17  per  cent,  were 
late  aborters.  The  condition  of  their  cer- 
vices was  not  always  known.  They  had 
95  subsequent  pregnancies  of  which  72.5 
per  cent  reached  viability  and  27.5  per  cent 
aborted.  This  number  includes  a control 
group  of  9 patients  known  to  have  an  in- 
competent os.  They  had  17  pregnancies 
of  which  only  5,  or  30  per  cent,  ended  in 
abortion.  The  Lash  procedure  was  per- 
formed on  23  patients,  and  15  patients  had 
17  pregnancies  of  which  8,  or  47.6  per  cent, 
ended  in  abortion.  Variations  of  the  Shi- 
rodkar  procedure  were  performed  on  18 
patients,  and  of  17  who  became  pregnant, 
8,  or  47  per  cent,  aborted.  The  higher 
success  rate  with  these  technics  reported 
by  other  workers  may  be  due  to  the  fact 
that  some  patients  operated  on  did  not 
need  the  procedure. 

The  best  diagnosis  of  an  incompetent  os 
is  obtained  by  observing  it  in  pregnancy. 
An  operation  then  may  be  of  little  or  no 
avail.  However,  the  doctor  is  forewarned 
as  to  what  to  expect  in  the  next  pregnancy. 
He  should  decide  what  to  do  and  be  pre- 
pared to  do  either  the  Lash,  a combined 
Lash-Emmet,  or  the  Shirodkar  procedure, 
or  none  at  all. 

One  vagary  has  been  pointed  out ; namely, 
the  incompetency  of  the  cervix  may  not  be 
demonstrated  physiologically  in  each  preg- 
nancy. There  may  be  two  varieties,  one 
due  to  lacerations  and  the  other  occurring 
on  a functional  or  psychosomatic  basis. 
Four  of  the  latter  type  of  case  have  been 
observed. 

When  the  Lash  procedure  fails,  it  can  be 
followed  by  the  Shirodkar  operation.  When 
the  Shirodkar  procedure  fails,  the  sutures 
can  be  cut  permitting  vaginal  abortion  or 
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premature  delivery.  Those  going  to  term 
should  have  a cesarean  section. 

The  modified  Shirodkar  technic  using 
two  braided  Dacron  sutures  has  been  done 
early  before  the  cervix  opened  in  8 cases. 
It  can  be  done  in  thirty  minutes  and  is 
relatively  bloodless.  It  deserves  a further 
clinical  trial.  The  results  to  date  have  been 
most  promising,  since  of  8 patients  op- 
erated on  to  date,  only  1 has  aborted. 
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Isolated  Torsion  of  the  Fallopian  Tube 

PAUL  W.  BRAUNSTEIN,  M.D.,  F.A.C.S.,  BERNARD  J.  RYAN,  M.D.,  F.A.C.S.,  AND  ROBERT  C.  MC- 
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(From  the  Surgical  Service,  the  Good  Samaritan  Hospital) 


A TORSION  of  the  fallopian  tube  was  first 
reported  by  Sutton  in  1890^’^  and 
again  by  Delbet  in  1892.^  Various  patho- 
logic conditions  of  the  adnexae  were  con- 
sidered responsible  for  the  torsion  of  the 
tube,  namely,  pyosalpinx,  hydrosalpinx, 
hemosalpinx,  and  tumor.  Anspach,  in 
1912,^  reported  85  cases  of  torsion  of  the 
fallopian  tube  in  which  the  tube  was  diseased 
at  the  time  of  torsion.  Blum  and  Sayre, 
in  1937,®  reported  an  exceedingly  rare 
condition,  claiming  that  disease  in  the  ad- 
nexae was  quite  unlikely  in  the  virginal 
internal  genitalia  and,  therefore,  in  the 
virginal  young  female  the  torsion  was 
probably  not  based  on  disease  in  the  ad- 
nexae. In  those  young  patients  of  virginal 
status  it  was  postulated  that  there  may 
have  been  some  acute  adnexal  disease 
caused  by  either  vulvovaginitis,  recent 
exanthema,  or  an  engorgement  of  the  ad- 
nexae by  approaching  menarche.  Three 
decades  ago  the  French  literature  was  re- 
plete with  numerous  cases  of  torsion  of 
normal  tulies.®"^^  Most  of  these  examples 
of  torsion  also  occurred  in  virgins.  Darner, 
in  1926,^®  reported  a torsion  of  the  normal 
fallopian  tube  in  a thirteen-year-old  female. 
He  believed  that  primary  torsion  of  the 
normal  tubes  was  exceedingly  rare,  and  that 
torsion  of  the  tube  without  torsion  of  the 
ovary  occurred  usually  owing  to  some  tubal 
disease. 

In  1933,  Regad^^'^®  summarized  the  con- 
clusions based  on  201  cases  reported  to 
that  date.  He  stated  that  torsion  of  the 
fallopian  tube  occurred  in  24  per  cent  of  the 
patients  with  undiseased  tubes;  torsion 
of  hydrosalpinx  was  found  in  18  per  cent  of 
the  cases;  torsion  in  a hernial  sac  occurred 
in  14  per  cent  of  the  cases;  torsion  due  to 
salpingitis,  pregnancy,  or  twisted  tumor  was 


found  in  I3V2  per  cent  of  the  cases;  torsion 
in  the  course  of  pregnancy  occurred  in 
12  per  cent  of  the  cases;  torsion  associated  j 
with  appendicitis,  fibroma,  or  cysts  of  the  | 
ovaries  was  found  in  9V2  per  cent  of  the  | 
cases;  torsion  followed  by  spontaneous 
tubal  amputation  occurred  in  5 per  cent  of 
the  cases;  and  bilateral  torsion  of  diseased 
and  undiseased  tubes  was  found  in  4 per 
cent  of  the  cases.  It  is  of  interest  that  the 
majority  of  authors  readily  accepted  the  | 
fact  that  in  the  young  female  there  was  no  j 
pre-existing  tubal  disease  prior  to  torsion.  | 
Other  authors  take  the  opposite  stand  that 
actually  the  normal  tube  in  the  young  person 
may  very  well  have  been  the  seat  of  sal- 
pingitis or  other  structural  abnormality  and 
could,  therefore,  have  had  an  underlying 
etiologic  basis  for  the  torsion. 

The  following  seven  theories  have  been 
advanced  as  to  the  etiology  of  torsion  of  the 
tube: 

1.  The  hemodynamic  theory  that  the 
veins  of  the  mesosalpinx  are  longer  than 
the  arteries  and  with  venous  congestion 
obtain  a spiral  course  and  favor  torsion. 

2.  The  Sellheims  theory  of  sudden 
changes  in  the  body  position  or  sudden 
acceleration  of  the  body  with  abnormal 
motion  of  internal  genitalia. 

3.  The  anatomic  theory  that  any  mal- 
formation in  the  mesosalpinx  or  the  anatomic 
structure  of  the  tube  would  favor  torsion. 

4.  The  physiologic  theory  that  human 
and  many  animal  tubes  undergo  physiologic 
contractions  and  that  disturbances  in  the 
regular  peristaltic  movements,  such  as 
spasm  or  other  dysfunction  in  the  tube,  may 
lead  to  torsion. 

5.  The  theory  that  pre-existing  disease 
in  childhood  or  \ailvovaginitis,  acute  exan- 
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themas,  or  attenuated  tuberculosis  may 
lead  to  torsion  of  the  tube. 

6.  The  traumatic  theory  that  torsion 
follows  an  accident  or  trauma. 

7.  The  theory  that  the  influence  of 
certain  drugs  could  cause  a spasm  of  the 
tube  and  lead  to  torsion. 

Tauber,  in  1949,'®  described  tor.sion  of  an 
hematosalpinx.  He  described  further  that 
the  hematosalpinx  exists  prior  to  torsion 
of  the  tube  and  attributed  this  condition  to 
the  congenital  obstruction  of  the  tube  with 
bleeding  from  ruptured  blood  vessels  in 
the  previously  occluded  tube.  He  again 
listed  the  pathologic  conditions  which 
could  cause  torsion  of  the  tube  and 
listed  them  as  the  following  predisposing 
factors:  congenital  or  acquired  disease, 

twisting  forces  such  as  are  found  in  trauma  or 
traction,  or  abdominal  movements,  such  as 
may  be  experienced  in  dancing  or  in  other 
activities.  Thomas,  in  1954,'’  described 
torsion  of  a hydrosalpinx  in  a fourteen- 
year-old  child.  Neel,  in  1943,'®  described 
torsion  of  a normal  tube  in  a three-year- 
old  child.  This  was  one  of  the  youngest 
subjects  found  in  the  literature  and,  of 
course,  such  a condition  is  extremely  rare. 
Thomas'’  emphasized  that,  although  there 
was  twisting  of  the  tube  and  subsequent 
infarction  of  the  tube  due  to  the  twisting 
and  loss  of  blood  supply,  a hydrosalpinx  was 
identifiable  by  the  presence  of  tan  or  amber 
fluid  in  the  infarcted  tube. 

Thomas'’  stressed  the  differential  diag- 
nostic point  between  an  isolated  torsion  of  a 
tube  and  torsion  of  a complete  adnexa. 
In  torsion  of  a tube  and  ovary,  shock  usually 
was  present,  while  torsion  of  the  isolated 
tube  very  infrequently  led  to  any  severe 
symptoms  except  for  pain  and  tenderness 
in  the  iliac  fossa.  There  was  seldom,  if 
ever,  shock  associated  with  this  syndrome. 
Abbas,  in  1955,'®  reported  torsion  of  the 
fallopian  tube  and  stressed  that  this  disease 
was  seldom  diagnosed  preoperatively  be- 
cause it  produced  no  pathognomonic  symp- 
toms or  signs.  This  was  especially  true 


when  the  tube  was  thought  to  be  healthy 
prior  to  the  torsion  of  the  tube.  Abbas'® 
stressed  that  Savage,  in  1936,®“  had  gathered 
13  cases  of  torsion  which  occurred  through 
pregnancy  and  that  Caldwell®'  and  Kush- 
ner  and  Rosenbaum®®  had  reported  similar 
cases.  Michaelson®®  reported  a case  of  a 
torsion  in  a healthy  fallopian  tube  of  a 
nonpregnant  woman.  The  predominating 
clinical  features  were  severe  pain  in  the 
iliac  fossa,  localizing  guarding  and  tender- 
ness, and,  usually,  nausea  and  vomiting. 
The  temperature  was  within  normal  limits, 
and  tachycardia  was  present  occasionally. 
Uterine  bleeding  followed  the  onset  of 
pain  and,  presumably,  was  due  to  pelvic 
congestion.  Occasional  symptoms  involv- 
ing the  urinary  or  gastrointestinal  tract 
were  observed.  Abbas'®  reported  a thirty- 
two-year-old  para  1,  gravida  1 female  who 
was  admitted  with  a sudden  attack  of 
colicky  intermittent  pain  in  the  iliac  fossa 
with  pain  in  her  left  back  and  thigh.  She 
was  pale,  with  a slight  tachycardia  but  with 
no  shock.  At  the  time  of  the  operation, 
the  left  fallopian  tube  had  undergone  a 
540-degree  twist  and  was  distended  with 
blood. 

The  tube  was  removed.  The  patho- 
logic examination  revealed  an  obliteration 
of  the  fimbriated  end  of  the  tube,  with  a 
blood  clot  in  the  lumen  of  the  tube  and 
hemorrhage  in  the  wall.  Extravasated 
blood  and  tissue  necrosis  had  occurred. 
There  was  no  evidence  of  pregnancy  in  the 
tube,  and  there  was  believed  to  be  a hemato- 
salpinx due  to  torsion  in  the  apparently 
healthy  fallopian  tube. 

Treatment  of  this  syndrome  consists  of 
conservation  of  the  ovary  on  the  side  of  the 
affected  tube.  This  can  be  carried  out 
without  difficulty  by  a simple  excision  of  the 
tube  with  the  ovary  remaining  in  situ. 
Unless  other  gynecologic  conditions  are 
present,  excision  of  the  other  internal  genital 
organs  is  not  indicated. 

Recently  we  have  encountered  2 cases  of 
isolated  torsions  of  the  tubes,  and  now  these 
cases  will  be  reported  in  detail. 
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Case  Reports 

Case  1. — This  was  the  first  Good  Samaritan 
Hospital  admission  of  a sixteen-year-old  white 
female  who  presented  a chief  complaint  of  ab- 
dominal pain  of  two  days  duration.  The  patient 
stated  that  her  present  illness  began  two  days 
before  admission  when  she  developed  perium- 
bilical pain  which  migrated  into  her  right  lower 
quadrant  one  day  prior  to  admission.  She  had 
vomited  from  12  to  15  times  in  the  last  two 
days.  There  was  one  ej)isode  of  diarrhea  on  the 
day  of  admission.  One  day  before  admission, 
the  pain  had  been  dull  and  intermittent.  On  the 
day  of  admission,  the  pain  became  constant  and 
was  localized  in  the  right  lower  quadrant.  There 
were  no  urinary  symptoms,  and  her  last  men- 
strual period  had  occurred  twenty-two  days  prior 
to  the  onset  of  her  present  illness.  The  past 
history  was  unremarkable.  There  was  no  history 
of  allergy  to  food  or  drugs,  and  there  were  no 
previous  serious  illnesses  or  operations.  The  re- 
view of  systems  indicated  essentiall}'  negative 
findings. 

The  physical  examination  on  admission  re- 
vealed an  oral  temperature  of  100  F.,  a pulse  rate 
of  88,  a respiration  rate  of  22,  and  blood  pressure 
of  118/60.  The  patient  was  a well-developed 
female  in  acute  distress,  with  pain  in  her  low^er 
abdomen.  The  physical  examination  of  the  head, 
neck,  chest,  and  heart  showed  completely  un- 
remarkable findings.  Positive  findings  were 
limited  to  the  abdominal  and  rectal  examination. 
There  was  pain  and  tenderness  in  the  right  lower 
quadrant  of  the  abdomen,  with  marked  rebound 
tenderness  in  the  right  lower  quadrant.  There 
was  no  referred  rebound,  and  there  was  no  spasm. 
The  bowel  sounds  were  hyperactive.  The  liver, 
kidneys,  and  spleen  were  not  palpable. 

A rectal  examination  revealed  marked  tender- 
ness on  the  right  side  of  the  rectum.  There  were 
no  masses  palpable  by  rectal  examination.  A 
vaginal  examination  was  not  done  because  of  the 
presence  of  a virginal  introitus. 

Laboratory  Data  on  Admission. — The  complete 
blood  count  revealed  a hemoglobin  of  10.9  Gm.; 
a hematocrit  of  38,  and  a white  blood  count  of 
12,300  with  73  segmented  neutrophils,  9 non- 
segmented  neutrophils,  and  18  lymphocytes. 
The  urine  examination  revealed  yellow  turbid 
urine  with  a pH  of  5;  a specific  gravity  or  1.031 ; 
and  a negative  test  for  sugar  with  1 plus  albumin 
and  1 plus  acetone.  The  sediment  was  un- 
remarkable, without  cells  or  casts. 


Fig.  1.  Case  1. — Twisted  fallopian  tube  with 
pre-existing  hydrosalpinx.  Note  360-d"gree  torsion 
at  left  of  specimen.  Ovary  was  completely  normal, 
it  was  uninvolved  in  torsion,  and  it  was  left  in 
situ. 


The  admission  diagnosis  was  acute  appendicitis, 
and  the  patient  was  operated  on  on  the  day  of 
admission. 

To  enter  the  abdomen  at  operation,  the  surgeon 
(BJR)  made  a muscle-retracting  incision  through 
the  lower  right  rectus.  There  w^as  a large  collec- 
tion of  serosanguineous  fluid  in  the  pelvis.  The 
left  tube  and  ovary  were  of  unremarkable  ap- 
pearance. The  appendix  also  disclosed  un- 
remarkable findings.  The  right  ovary  was  of 
normal  appearance.  The  uterus  was  of  normal 
size  and  position.  The  right  tube  was  completely 
twisted  on  itself  in  its  midportion  (Fig.  1).  There 
was  a pre-existing  hydrosalpinx  of  the  right  tube, 
and  the  portion  distal  to  the  twist  was  nonviable. 
The  twisted  tube  was  delivered  into  the  wound 
and  was  removed  in  toto.  An  appendectomy  was 
also  performed  prior  to  closure.  The  abdomen 
was  then  closed  in  layers.  The  patient  ex- 
perienced an  uneventful  postoperative  recovery. 
On  the  sixth  day  the  sutures  were  removed,  and 
on  the  seventh  postoperative  day  the  patient 
was  discharged.  The  remainder  of  the  follow-up 
was  unremarkable. 

Pathologic  Report. — The  specimen  submitted 
was  a right  fallopian  tube  and  an  appendix.  The 
first  specimen  was  a sealed,  distended,  contorted 
fallopian  tube  demonstrating  marked  congestion. 
The  distention  was  due  to  a quantity  of  clear 
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fluid  in  the  lumen  of  the  tube.  The  remainder 
of  the  tube  was  hemorrhagic  and  infiltrated  with 
blood  (Fig.  1).  The  second  specimen  was  an 
appendix  which  indicated  a grossly  normal  ap- 
pearance. 

On  microscopic  examination,  the  uterine  tube 
showed  an  infarction  of  the  wall  with  Uttle 
recognizable  remaining  structure.  The  appendix 
demonstrated  no  inflammatory  changes,  but  the 
lumen  contained  segments  of  enterobius  ver- 
micularis. 

The  final  pathologic  diagnosis  was  a fallopian 
tube  demonstrating  hydrosalpinx  and  torsion 
with  infarction  and  a parasitic  infestation  of  a 
vermiform  appendix. 

Case  2. — This  was  the  first  Good  Samaritan 
Hospital  admission  of  a fifty-year-old  white  female, 
gravida  9,  para  9,  who  entered  the  hospital  be- 
cause of  excessive  vaginal  bleeding  of  three  days 
duration.  Previously  the  patient  had  been 
examined  in  the  office  for  serious  vaginal  bleed- 
ing for  the  past  month.  There  had  been  no  pre- 
vious episodes  of  bleeding  such  as  this,  although 
her  menstrual  periods  had  been  heavy  for  the 
last  few  years.  Her  general  health  had  been  ex- 
cellent. Her  past  history  was  unremarkable.  An 
appendectomy  had  been  performed  many  years 
ago.  The  youngest  child  was  eight  years  old. 
The  family  history  and  system  review  were  un- 
remarkable. The  patient  was  admitted  to  the 
hospital  with  a diagnosis  of  impending  hemor- 
rhagic shock  due  to  severe  vaginal  bleeding. 

At  the  time  of  admission,  the  patient  was  noted 
to  be  an  alert,  pale,  white  female  in  no  acute  dis- 
tress and  with  warm  skin.  The  blood  pressure 
was  96/60,  and  the  pulse  varied  between  90  and 
100  beats  per  minute.  A physical  e.xamination  of 
the  head,  neck,  heart,  and  lungs  disclosed  un- 
remarkable findings.  The  abdominal  examina- 
tion yielded  negative  findings,  with  no  tender- 
ness, spasm,  distention,  or  masses.  A pelvic 
examination  at  the  time  of  admission  was  inter- 
preted as  revealing  a symmetrically  enlarged 
uterus  from  three  to  four  times  its  normal  size. 
There  was  a 3-degree  rectocele.  The  cervix  was 
large  and  without  inflammation.  At  the  time  of 
admission,  it  was  believed  that  this  patient  had 
either  adenomyosis  or  fibromyomata  uteri. 

Laboratory  Data  on  Admission. — The  hemato- 
crit was  31,  and  the  hemoglobin  was  8.8  Gm.  The 
white  blood  count  was  9,000;  and  there  was  a 
normal  differential  with  64  segmented  neutro- 
phils, 33  lymphocytes,  and  3 monocytes.  The 


urine  examination  was  completely  unremarkable, 
with  no  cells  or  casts  in  the  urine.  On  the  night 
of  admission,  the  patient  was  transfused  with  two 
units  of  blood  to  raise  her  markedly  depressed 
hemoglobin.  Surgical  consultation  was  obtained, 
and  the  consultant  believed  that  because  of  im- 
pending shock  associated  with  severe  uterine 
bleeding  with  an  enlarged  uterus,  a hysterectomy 
was  indicated.  On  the  day  after  admission,  the 
patient  was  operated  on. 

The  abdomen  was  entered  through  a midline 
suprapubic  incision  extending  from  the  left  of 
the  umbilicus  to  the  symphysis  pubis.  An  ex- 
ploration of  the  abdomen  revealed  a normal 
stomach,  liver,  spleen,  and  kidneys.  The  small 
bowel  and  large  bowel  disclosed  unremarkable 
findings.  The  uterus  was  slightly  enlarged  and 
slightly  nodular.  There  was  a large  amount  of 
serosanguineous  fluid  in  the  pelvis,  with  a small 
cyst  of  the  left  ovary.  There  was  a torsion  of 
the  right  tube,  with  a hematosalpinx.  The  distal 
portion  of  the  tube  was  twisted  to  360  degrees, 
the  twist  occurring  at  its  midportion.  The  distal 
portion  of  the  tube  was  hemorrhagic  and  non- 
viable.  An  examination  of  the  remainder  of  the 
abdomen  showed  negative  findings.  The  pa- 
tient underwent  bilateral  salpingo-oophorectomy 
and  a total  hysterectomy,  and  the  wound  was 
then  closed  in  layers. 

The  patient  experienced  a benign  postopera- 
tive course,  and  her  postoperative  laboratory 
studies  were  unremarkable.  She  had  no  eleva- 
tion of  fever  postoperatively.  By  the  seventh 
postoperative  day  the  wound  was  healed,  the 
sutures  were  removed,  and  the  patient  was  dis- 
charged. A follow-up  e.xamination  in  the  office 
revealed  a healing  of  the  hysterectomy  wound 
closure,  with  minimal  granulation  of  the  suture 
line  of  the  vagina  and  a normal  healing  of  the 
abdominal  wound. 

Pathologic  Report. — The  specimen  was  an  en- 
tire uterus  with  two  tubes  and  ovaries  attached. 
The  uterus  was  slightly  enlarged,  9.5  by  7.0  by 
5.5  cm.  The  cervix  and  endometrium  did  not 
reveal  unusual  findings.  The  myometrium  ap- 
peared uniform.  The  right  ovary  was  normal  in 
size  and  showed  no  unusual  features  on  section. 
The  right  uterine  tube  was  hemorrhagic  and  dis- 
tended (Fig.  2).  It  measured  8 cm.  in  diameter 
on  section  and  contained  clear,  slighly  blood- 
tinged  fluid.  The  wall  of  the  tube,  although  thin, 
was  infiltrated  with  blood.  The  left  ovary 
measured  5 by  3.5  by  2 cm.  and  incorporated  a 
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Fig.  2.  Case  2. — Right  hydrosalpinx  with  torsion 
is  infarcted  and  gangrenous.  Uterus  reveals  pro- 
liferative endometrium.  The  ovary,  not  visible  in 
this  photograph,  was  normal. 

3-cm.  luteal  cyst.  The  uterine  tube  did  not  re- 
veal unusual  findings  on  the  left  side. 

Microscopic  Examination. — The  endome- 
trium .showed  low-grade  jiroliferative  activity 
with  some  cystic  changes  in  the  endometrial 
glands.  The  cervix  revealed  a mild  cervicitis. 
The  lining  of  the  hydrosalpinx  was  almost  en- 
tirely devoid  of  the  epithelium,  with  an  occasional 
island  of  flattened  cells.  I'lie  microscopic  ap- 
pearance of  the  fallopian  tube  otherwise  was  not 
remarkable.  The  remaining  ovary  did  not  dis- 
close remarkable  findings. 

Final  Pathologic  Diagnosis. — The  uterus 
showed  proliferative  endometrium  and  chronic 
endocervicitis  in  the  left  ovary  and  uterine  tube. 
There  was  a right  hydrosalpinx  with  torsion  and 
infarction  and  a luteal  cyst  of  the  left  ovary. 

In  retrospect,  the  pelvic  e.xamination,  which 
revealed  a three-to-four-times-enlarged  uterus, 
was  due  to  the  large  mass  caused  by  torsion  of 
the  tube  in  the  right  portion  of  the  cul-de-sac. 

Comment 

It  is  interesting  to  note  that  in  these  2 
females  of  quite  different  ages  and  different 
gynecologic  backgrounds,  identical  torsions 
of  the  tube  occurred  without  torsion  of  the 
adjacent  ovary.  In  the  older  patient,  who 
was  admitted  for  excessive  vaginal  bleeding, 
there  were  no  symptoms  referable  to  the 
torsion  of  the  isolated  tube.  The  patient 
experienced  rather  severe  vaginal  bleeding 
until  she  was  quite  markedly  anemic  and 
actually,  at  one  point,  approached  clinical 


shock  from  bleeding,  rather  than  from  ab- 
dominal pain.  Because  of  an  inability  to 
control  the  vaginal  bleeding  and  because, 
by  examination,  the  uterus  seemed  three 
to  four  times  enlarged,  the  patient  was 
subjected  to  an  exploratory  laparotomy 
and  a hysterectomy.  At  the  time  of  the 
laparotomy,  torsion  of  the  tube  was  identi- 
fied and  was  resected  with  the  uterus, 
cervix,  and  the  opposite  tube  and  ovary. 
Pathologically,  hydrosalpinx  was  diagnosed 
grossly. 

In  the  sixteen-year-old  patient,  who  had 
no  abnormal  gynecologic  or  obstetric  history 
and  who  had  had  a recent  onset  of  menstrual 
periods,  hydrosalpinx  was  also  present. 
There  was  no  obvious  cause  for  this.  There 
was  no  venereal  history  in  this  patient,  and 
there  was  no  other  evidence  of  intraperi- 
toneal  disease.  Accordingly,  one  may  doubt 
the  previous  case  reports  in  which  the  age  of 
the  patient  alone  and  the  virginal  status 
of  the  patient  were  considered  evidence 
of  an  undiseased  tube.  Therefore,  the 
clinical  entity  of  torsion  of  the  undiseased 
tube  is  open  to  question.  One  also  may 
doubt  the  reports  that  hematosalpinx  follows 
torsion  of  the  tube.  Instead,  one  can 
hypothesize  that  a hydrosalpinx  or  hemato- 
salpinx led  to  the  torsion,  rather  than  that 
the  torsion  caused  hematosalpinx. 

In  both  of  these  reported  cases  there  was 
no  involvement  of  the  adjacent  ovary,  and 
in  neither  case  was  there  evidence  of  a 
severely  acute  intra-abdominal  catastrophe. 
The  young  girl  had  moderately  severe 
abdominal  pain,  but  this  was  consistent 
with  an  acute  appendicitis  or  a rupture  of 
an  ovarian  follicle.  Symptoms  were  not 
severe  enough  to  lead  to  a suspicion  that 
infarcted  tissue  was  present  in  the  pelvis. 
The  treatment  of  choice  for  tubal  torsion 
in  an  otherwise  normal  pelvis  is  the  excision 
of  the  twisted  tube,  including  the  intra- 
mural portion  of  the  tube,  and  preservation 
of  the  ovary  on  that  side. 

Summary 

Torsion  of  an  isolated  tube  is  raie  and  is 
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usually  due  to  a pre-existing  tubal  disease. 
While  25  per  cent  of  isolated  tubal  torsions 
in  normal  tubes  are  reported  in  the  literature, 
the  veracity  of  these  statements  is  open  to 
question. 

A diagnosis  of  isolated  tubal  torsion  is 
extremely  difficult,  and  the  syndrome  is 
usually  misdiagnosed  preopera  tively.  The 
therapy  for  tubal  torsion  is  the  excision 
of  the  involved  tube,  with  preservation  of 
the  remaining  pelvic  viscera. 
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The  Treatment  of  Allergic  Emergencies 


AVILLIAM  G.  WOODIN,  M.D.,  SYRACUSE,  NEW  YORK 
{From  the  Department  of  Medicine,  State  University  of  New  York  Upstate  Medical  Center) 


A LLERGic  emergencies  are  caused  by 
many  different  factors.  Similarly, 
the  treatment  for  these  emergencies  must 
consist  of  many  different  forms.  This  report 
presents  two  types  of  allergic  reactions  and 
describes  the  treatments  in  each  case. 

A fifty-year-old  man  was  mowing  his 
lawn  one  Sunday  afternoon.  Three  weeks 
previou.sly,  he  had  been  stung  by  a yellow 
jacket.  As  he  cut  near  a rock  wall,  he 
felt  a sudden  pain  in  his  right  foot.  Minutes 
later,  he  felt  faint  and  became  nauseated. 
He  stopped  mowing  and  informed  his  wife 
that  he  had  been  stung  and  did  not  feel  well. 
He  then  fainted,  and  his  wife  called  the 
family  physician.  The  physician  arrived 
promptly,  but  the  patient  was  already  cy- 
anotic, apneic,  and  without  a detectable 
pulse  or  blood  pressure.  The  first  impression 
was  that  the  patient  had  had  a fatal  coronary 
thrombosis  or  cerebral  hemorrhage,  but  be- 
cause of  the  history  of  an  insect  bite,  the  phy- 
sician administered  epinephrine  intrave- 
nously. At  the  same  time,  the  patient's  wife 
called  the  local  fire  department  who  were  just 
finishing  unpacking  new  resuscitation  equip- 
ment. When  the  emergency  crew  arrived, 
the  patient  was  beginning  to  breathe  and  was 
given  oxygen.  More  epinephrine  was  ad- 
ministered after  twenty  minutes,  and  an 
ambulance  arrived.  One  hundred  yards 
from  the  hospital,  the  ambulance  was  struck 
by  a car,  the  oxygen  equipment  was  dam- 
aged, and  the  patient  again  became  cyanotic 
and  had  to  be  carried  the  rest  of  the  distance 
to  the  hospital.  In  the  hospital  he  made  a 
rapid  recovery  and  was  subsequently  im- 
munized against  yellow  jacket  toxis.  The 
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TABLE  I. — Classification  of  Allergic 
Reactions 


Immediate  Reactors 

Delayed  Reactors 

Immediate  skin  test  reac- 
tion 

Reversal  of  reaction  by 
epinephrine 

Antigen-antibody  reac- 
tion using  cells 
No  effects  with  epi- 
nephrine 

Suppression  with  corti- 
coids 

rock  wall  at  home  was  removed,  and  the 
yellow  jackets  were  destroyed. 

A ten-year-old  girl  who  had  chronic  urti- 
caria was  placed  on  chlorpheniramine  male- 
ate.  Three  weeks  later  severe  purpura  devel- 
oped, and  a blood  platelet  count  was  less 
than  10,000  per  cubic  milliliter.  Chlor- 
pheniramine maleate  was  discontinued,  and 
prednisone  was  administered  in  a 60-mg. 
dosage  daily.  Because  of  the  difficulty 
in  maintaining  adequate  platelet  levels 
without  toxic  corticoid  effects,  a splenectomy 
was  performed  three  months  after  the  on- 
set of  the  disease.  A remission  occurred 
promptly,  and  the  patient  has  remained  well. 

These  two  examples  illustrate  the  dif- 
ferences in  the  immunologic  response  which 
result  in  allergic  emergencies.  The  reaction 
to  the  yellow  jacket  sting  was  explosive 
and  life-threatening,  but  was  cured  com- 
pletely with  prompt  treatment.  The  reac- 
tion to  the  antihistamine  developed  slowly, 
and  was  not  immediately  life-threatening, 
but  it  continued  inexorably  despite  sup- 
pressive therapy. 

Classification  of  Allergic  Reactions 

Table  I classifies  allergic  reactions  into 
two  groups : the  immediate  reactors,  charac- 
terized by  the  demonstration  of  antigen- 
antibody  union  in  the  immediately  positive 
skin  test  and  reversed  by  epinephrine;  and 
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TABLE  II. — Symptoms  and  Signs  Denoting  an 
Allergic  Emergency 


Immediate  Reactors 

Delayed  Reactors 

Paresthesias 

Flushing,  vesiculation 

Pruritus 

Oozing,  desquamation 

Flushing,  urticaria 

Petechiae 

Sneezing 

Purpura 

Explosive  cough 

Hemorrhage 

Dyspnea,  wheezing 

Anemia 

Falling  blood  pressure 

Granulocytopenia 

Tachycardia 

Agranulocytosis 

Syncope,  shock 

Thrombocytopenia 

the  delayed  reactors,  in  which  the  antigen- 
antibody  union  can  be  demonstrated  only 
by  using  cells  and  which  can  be  suppressed 
only  by  corticoids. 

Table  II  illustrates  some  of  the  signs  and 
symptoms  which  denote  an  allergic  emer- 
gency. One  should  not  confuse  ordinary 
syncope  with  anaphylaxis,  although  this 
occurs  frequently.  Occasionally  a reaction 
which  is  classified  as  belonging  to  the  im- 
mediate group  does  not  begin  within  the 
usual  arbitrary  time  limit  of  one  hour,  but 
may  begin  several  hours  later.  One  such 
reaction  began  four  hours  after  the  injection 
of  penicillin,  and  the  skin  tesi  also  indicated 
positive  results  four  hours  later. 

The  principles  of  emergency  treatment 
are:  (1)  to  eliminate  the  antigen  from  the 
body  by  natural  means  or  by  artificial 
methods  such  as  delaying  absorption  by  use 
of  the  tourniquet,  by  an  artificial  kidney, 
or  by  agents  which  bind  the  antigen,  such 
as  dimercaprol;  (2)  to  neutralize  the  effects 
of  the  antigen-antibody  union  with  epi- 
nephrine and  aminophylline ; and  (3)  to  pre- 
vent further  contact  with  the  antigen.  This 
is  particularly  necessary  in  drug  reactions. 

Immediate  Reactor  Group. — Emer- 
gency therapy  for  the  patient  in  the  im- 
mediate reactor  group  is  relatively  simple, 
but  requires  instant  recognition  and  applica- 
tion of  the  simple  remedies  which  are  avail- 
able, namely,  a tourniquet  and  epinephrine. 
The  patient  is  placed  supine  and,  if  possible, 
the  tourniquet  is  applied  above  the  site  of 
injection  or  bite.  Epinephrine,  1:1,000, 
0.25  to  0.5  cc.,  is  injected  intramuscularly 
into  the  opposite  extremity  or,  if  in  deep 


shock,  epinephrine  is  diluted  1:10,000  and 
given  intravenously  very  slowly.  Ephedrine 
sulfate,  25  to  50  mg.,  is  given  orally,  so 
that  it  is  effective  by  the  time  the  epi- 
nephrine effect  has  ended.  After  twenty 
minutes  the  tourniquet  is  loosened,  and  if 
symptoms  recur,  it  is  applied  again.  The 
patient  is  kept  under  observation  for  one 
hour  after  all  symptoms  have  disappeared. 

In  unusually  severe  reactions  oxygen  is 
given,  and,  in  addition,  other  measures  are 
instituted  to  combat  airway  obstruction 
and  shock,  such  as  intravenous  aminophyl- 
line, 0.5  Gm.  in  500  cc.  of  5 per  cent  glucose 
in  saline  at  20  to  30  drops  per  minute,  and 
perhaps  norepinephrine.  Administration  of 
norepinephrine  has  been  necessary  on  two 
occasions  in  the  last  ten  years  in  my  allergy 
clinic  when  the  wrong  amount  of  ragweed 
antigen  was  given.  I am  doubtful  if  this 
was  really  necessary,  since  both  patients 
were  able  to  maintain  a systolic  blood  pres- 
sure of  from  75  to  80  mm.  Hg  without 
norepinephrine  and  in  both  cases  the  blood 
pressure  rose  to  normal  levels  two  days  after 
this  drug  was  discontinued. 

Delayed  Reactor  Group. — The  pa- 
tients in  the  delayed  reactor  group  are 
treated  on  the  basis  that  the  effects  of  the 
antigen-antibody  reaction  will  last  from  ten 
to  twenty-one  days  despite  therapy  and 
that  treatment  is  only  able  to  suppress  par- 
tially the  visible  effects  of  the  reaction  and 
to  maintain  life,  after  or  during  which  death 
or  recovery  will  occur.  Generally  such  treat- 
ment consists  of  the  following:  (1)  removal 
of  the  patient  from  exposure  to  the  antigen; 
(2)  removal  of  the  antigen  from  the  body 
if  possible,  as  can  be  accomplished  in  reac- 
tions to  heavy  metals;  (3)  destruction  of 
the  antigen  with  penicillinase;  (4)  control 
or  prevention  of  secondary  infection;  and 
(5)  restoration  and  maintenance  of  electro- 
lytes, water,  proteins,  and  blood  elements. 
The  restoration  and  maintenance  are  best 
controlled  by  the  use  of  corticoids,  initially 
in  large  doses  and  then  gradually  tapering 
off  during  the  ensuing  three  to  four  weeks. 
When  the  reaction  is  complicated  by  severe 
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secondary  infection,  control  has  frequently 
been  achieved  by  appropriate  antibiotics 
without  the  use  of  corticosteroids. 

Summary 

First  an  allergic  emergency  must  be 
recognized  as  such.  Then  measures  for 
relief  must  be  mobihzed  promptly  and  ad- 
ministered properly  with  the  full  under- 
standing that  the  drugs  used  may  be  toxic 
and  at  times  may  be  more  dangerous  than 
the  allergic  reaction  for  which  they  are  used. 

Discussion 

Carl  E.  Arbesman,  M.D.:  I think  that  with 
some  of  these  immediate  types  of  allergic  emer- 
gencies a tracheotomy  will  often  be  life-saving. 
These  patients  who  develop  edema  of  the  glottis 
and  uvula  cannot  be  helped  no  matter  what  is 
done  for  them  unless  you  can  get  below  the  site  of 
obstruction  by  means  of  an  emergency  trache- 
otomy. I am  sure  we  could  have  saved  a patient 
who  had  received  five  injections  of  perascol  and 
who  died  despite  the  availability  of  a bronch- 
scope  and  an  iron  lung.  We  just  were  not  alert 
enough  to  perform  a bronchoscopy  or  a trache- 
otomy. On  autopsy  we  observed  that  the  patient 
had  a swollen  throat  and  could  not  get  any  air. 
Therefore,  in  such  a case  a bronchoscopy  and 
tracheotomy  must  be  considered  seriously. 

Another  allergic  emergency  employs  the  use  of 
the  cortical  steroids.  As  Dr.  Woodin  pointed 
out  aptly,  the  corticosteroids  will  not  help  the 
immediate  type  of  reaction,  such  as  the  one 
caused  by  the  yellow  jacket  sting.  A treatment 
with  these  steroids  will  take  several  hours  to  work 
and,  therefore,  other  means  must  be  employed. 
However,  corticosteroids  are  valuable  in  an 
allergic  emergency  in  a patient  who  has  adrenal 
exhaustion,  who  has  had  some  extra  stress  with 
weakness  and  collapse,  and  who  has  been  treated 
with  steroids  before.  Also,  after  an  intravenous 
injection  of  hydrocortisone  we  should  give  ster- 
oids almost  immediately. 

In  regard  to  the  use  of  intravenous  amino- 
phylline,  it  is  my  impression  that  to  be  successful, 
aminophylline  should  be  administered  in  an  ade- 
quate amount  to  obtain  a high  enough  level  in  a 
short  time.  By  giving  aminophylline  in  a slow- 
drij)  process,  it  will  not  be  high  enough  to  be  effec- 
tive. Although  some  advocates  claim  that  ami- 


nophylline can  be  given  in  “cocktail  form,”  I feel 
that  to  have  any  pharmacologic  effect,  ami- 
nophylline must  be  administered  in  a large  enough 
dosage. 

Douglas  E.  Johnstone,  M.D.:  Are  there 
any  other  questions  or  comments? 

Egon  Fisher,  M.  D.:  Dr.  Woodin  mentioned  a 
penicillin  reaction  and  a subsequent  skin  test 
which  took  place  several  hours  later.  I would 
hke  to  know  some  details  of  that  skin  test  and,  in 
general,  about  Dr.  Woodin’s  opinion  of  the  use 
of  the  skin  test  in  the  prevention  or  the  manage- 
ment of  penicillin  allergy. 

Question:  I would  like  to  know  the  dosage 
of  cortisone  that  is  being  given  in  emergencies. 

Dr.  Johnstone,  M.D.:  Dr.  Woodin,  would  you 
like  to  close  the  discussion  and  answer  the  ques- 
tions? 

Dr.  Woodin:  We  had  1 patient  recently  who 
was  given  1 million  units  of  penicillin  intra- 
muscularly and  died  within  a few  minutes.  At 
autopsy,  it  was  discovered  that  he  had  a com- 
plete closure  of  the  glottus.  If  that  patient  had 
had  a tracheotomy,  he  would  have  lived.  There 
was  no  other  cause  for  death.  His  lungs  were  not 
full  of  fluid. 

In  the  use  of  aminophylline,  usually  we  have 
preceded  the  drip  process  by  0.5  Gm.  of  amino- 
phylhne,  given  by  syringe  in  about  fifteen  minutes. 
The  difficulty  here  is  that  if  you  administer  ami- 
nophylline too  rapidly,  you  may  produce  retch- 
ing and  vomiting  and  if  the  patient  has  had  an 
acute  allergic  reaction,  he  may  aspirate  material. 

The  patient  who  had  a reaction  four  hours  after 
an  injection  of  penicillin  was  given  an  intra- 
dermal  skin  test,  about  0.1  cc.,  1,000  units  of 
crj’stalline  penicillin  G per  cubic  centimeter  of 
solution. 

The  value  of  the  skin  test  in  penicillin  allergy 
has  caused  much  controversy.  Until  the  time 
when  we  had  the  patient  with  a delayed  reaction 
to  the  skin  test,  the  feeling  had  been  that  if  the 
patient  had  an  acute  anaphylactic  reaction  to 
penicillin,  generally  he  would  produce  positive 
reactions  to  a skin  test.  We  have  had  a 
number  of  patients  in  whom  the  skin  tests,  when 
performed  on  them,  showed  positive  results 
directly,  although,  generally,  I have  used  the 
passive  transfer  technics. 

Initially  we  had  done  a number  of  skin  tests  on 
patients  who  had  had  an  anaphylactic  reaction  to 
penicilhn,  and  the  skin  tests  induced  anaphylaxis 
in  2 of  them.  In  1 of  them  an  injection  of  20 
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units  of  penicillin  G had  resulted  in  acute 
anaphylaxis. 

I think  that  the  skin  test  is  of  value  perhaps 
only  in  this  particular  reaction  group.  However, 
the  skin  test  must  be  used  with  the  full  know  ledge 
that  anaphylaxis  may  be  induced  in  these  highly 
sensitive  individuals.  In  the  patient  who  de- 
velops the  delayed  so-called  serum  sickness  type 
of  reaction  to  penicillin,  skin  tests  are  of  no  value 
whatsoever. 

The  dosage  of  cortisone  used  in  patients  w ho 
had  adrenal  cortical  insufficiency  as  a result  of 
prior  steroid  therapy  is  usually  100  mg.  of  a 
preparation  of  hydrocortisone  given  intrave- 
nously and  rapidly.  There  are  some  other  ],  repa- 
rations available  also,  but  this  is  the  one  with 
which  I am  most  familiar. 

Max  Gronig,  M.D.  : I should  like  to  make  one 
comment  concerning  time  intervals  in  relation  to 
the  use  of  the  skin  test  with  penicillin  in  an  in- 
dividual who  has  previously  responded  in  the 
acute  explosive  manner. 


It  has  been  shown  in  our  laboratory  that  the 
antibody  titer  diminishes  gradually  over  a period 
of  time,  and  it  will  lessen  in  some  individuals 
much  sooner  than  in  others.  Thus,  if  a skin  test 
w’ere  to  be  done  a year  following  a shock  reaction, 
a test  showing  negative  results  might  be  obtained, 
and,  on  the  administration  of  the  penicillin,  the 
patient  might  again  go  into  shock.  With  some 
individuals  the  time  interval  may  be  less  than  a 
year  and  as  short  as  a few  months.  In  even  such 
a short  time  the  reagin  titer  w’ould  practically 
disappear,  even  by  the  passive  transfer  method, 
and  at  that  particular  time  the  skin  test  would 
show  essentially  negative  results,  giving  the 
physician  a false  sense  of  security. 

Dr.  Johnstone:  Dr.  Woodin,  would  you  like 
to  comment  on  the  use  of  calcium? 

Dr.  Woodin:  I have  had  no  experience  with 
calcium  gluconate  administered  intravenously. 
From  reading  the  literature,  I would  say  that 
this  method  is  of  no  value  in  comparison  wdth 
treatments  with  our  present  drugs. 


New  Insights  Into  Anemia 


Often  repeated  and  deftly  worded  advertising 
notwithstanding,  most  of  the  anemia  suffered  in 
the  United  States  is  not  caused  by  vitamin  de- 
ficiencies. So  says  Richard  W.  Vilter,  M.D.,  a 
Cincinnati  researcher,  in  highlighting  a study  of 
the  factors  causing  anemia  in  the  United  States. 

Despite  the  impression  created  by  patent  medicine 
advertising.  Dr.  Vilter’s  investigation  indicated 
that  not  more  than  about  4 per  cent  of  the  anemia 
in  the  United  States  is  caused  by  deficiencies  of  vita- 
min Bi2,  folic  acid  (another  part  of  the  vitamin  B 
complex),  or  vitamin  C. 

A more  important  cause,  prompting  18  per  cent 
of  the  anemia  seen  in  the  cases  reviewed,  was  iron 
deficiency  due  to  chronic  blood  loss.  An  additional 
78  per  cent.  Dr.  Vilter  noted,  was  caused  by  other 
factors  unrelated  to  nutrition. 


Outside  of  the  United  States  anemia  often  stem 
from  faulty  nutrition.  The  average  American  diet, 
however,  quite  satisfactorily  guards  against  de- 
ficiencies. The  most  important  components  of 
our  fare,  insofar  as  fighting  anemia  is  concerned, 
include  lean  meat,  dairy  products,  cereals,  green 
and  yellow  vegetables,  and  citrus  fruits. 

Dr.  Vilter  does  not  rule  out  the  possibility  of 
genuine  deficiency-anemia,  but,  he  says,  the  alert 
physician  must  make  sure  of  such  a diagnosis. 

Vitamins  that  are  prescribed  on  a merely  routine 
basis  can  constitute  a real  disservice  to  the  patient, 
allowing  the  real  cause  of  the  anemia  to  go  un- 
detected. His  advice  to  physicians  checking  on 
possible  anemia  is,  therefore,  to  be  sure  to  check 
for  any  suggestion  of  chronic  loss  of  blood. — Nu- 
trition Foundation 
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JOSEPH  E.  CORSO,  M.D.,  NEW  YORK  CITY 
(Ship’s  Surgeon,  S.S.  Santa  Clara,  Grace  Line,  Inc.) 


T^espite  the  many  advances  made  in  the 
treatment  of  motion  sickness  over  the 
past  several  years,  the  problem  remains  im- 
portant clinically,  and  it  is  one  in  which 
individual  idiosyncrasies  and  responses  of 
the  patient  play  a major  role.  Those  of 
us  who  devote  much  time  to  the  treatment 
of  patients  who  are  traveling  are  con- 
fronted frequently  with  cases  which  re- 
quire a new  or  different  approach  to  motion 
sickness  from  the  so-called  routine  medica- 
tions. In  this  connection,  one  must  be 
aware  that  several  of  the  commonly  avail- 
able antinauseant  drugs  are  obtainable  over- 
the-counter  and,  hence,  many  patients  will 
have  had  some  previous  contact  with  therapy 
for  the  control  of  motion  sickness.  In  other 
words,  individuals  who  seek  medical  advice 
often  do  so  because  the  medications  they 
have  tried  have  not  proved  effective. 

Having  spent  several  years  at  sea  as  a 
medical  officer  of  one  of  the  Grace  Line 
vessels,  I have  been  constantly  interested 
in  the  clinical  trial  of  medications  which 
might  represent  new  approaches  to  the 
problem  of  motion  sickness.  One  such  prep- 
aration was  made  available  to  us  for  evalua- 
tion about  one  and  one-half  years  ago,  and 
during  this  time  we  have  been  able  to  obtain 
information  concerning  its  degree  of  ther- 
apeutic activity. 

The  preparation*  contains  an  anti- 
nauseant drug  of  the  antihistaminic  class, 
buclizine  hydrochloride,  together  with  pyri- 
doxine  hydrochloride,  scopolamine  hydro- 
bromide, atropine  sulfate,  and  hyoscy- 
amine  sulfate. 

♦Supplied  a.'!  Bucladin  through  the  courtesy  of  the 
Stuart  Company,  Pasadena,  California. 
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Difficulties  in  Evaluating  Motion  Sick- 
ness Preparations 

Attempts  to  evaluate  motion  sickness 
preparations  are  fraught  with  difficulties. 
Some  authorities  insist  that  the  number  of 
cases  required  for  a group  evaluation  should 
be  extremely  large,  and  that  equivalent 
numbers  of  suitable  controls  must  be  em- 
ployed. During  wartime  maneuvers,  many 
of  the  investigations  involved  studies  of 
groups  of  subjects  numbering  in  the  thou- 
sands. While  a compilation  of  so  many 
studies,  of  course,  represents  the  ideal 
method  when  conducted  precisely,  the 
studies  are  at  times  open  to  criticism,  in 
that  an  evaluation  of  such  large  numbers 
recpiires  more  experienced  personnel  than 
might  be  available  for  the  accurate  evalua- 
tion of  such  observations.  On  the  other 
hand,  while  studies  of  limited  numbers  of 
patients  have  the  shortcoming  of  perhaps 
being  less  adequate  statistically,  these 
studies  sometimes  compensate  for  this 
shortcoming  by  giving  a single  observer  an 
opportunity  to  evaluate  results  more  readily 
in  a critical  as  well  as  in  a comparative 
manner. 

In  our  own  evaluation,  although  the 
number  of  patients  studied  was  not  ex- 
tremely sizable,  the  conclusions  derived 
were  based  on  my  own  considerable  ex- 
perience in  the  field  of  motion  sickness,  as 
well  as  my  comparative  findings  under 
similar  circumstances  with  other  medica- 
tions. 

Importance  of  Etiology. — There  are 
several  aspects  to  the  problem  of  the 
etiology  of  motion  sickness,  one  of  the  most 
important  of  which  may  be  a p.«ychologic 
predisposition  to  this  disorder.  It  is  not 
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far-fetched  to  find  individuals  who  can  suc- 
cumb to  seasickness  just  on  boarding  the 
ship,  while  it  is  still  in  port.  It  is  important 
that  all  of  the  various  components  of  the 
etiology  of  motion  sickness  be  considered 
when  administering  therapy.  It  is  for  this 
reason  that  we  feel  that  the  preparation 
under  investigation  has  provided  a more 
rounded  therapy  than  is  obtained  with  other 
drugs,  in  that  it  possesses  antinauseant  as 
well  as  tranquilizing  properties. 

Method  and  Materials 

The  patients  included  in  this  study  were 
passengers  traveling  from  New  York  to 
South  America  during  the  scheduled  sailings 
of  the  Grace  Line  vessels.  The  sailings  took 
place  in  a variety  of  weather  conditions,  and 
in  many  instances  very  rough  seas  were  en- 
countered. All  passengers  were,  of  course, 
aware  that  medical  consultation  was  readily 
available  to  them,  and  although  this  was  the 
case,  a comparatively  small  percentage  took 
advantage  of  the  prophylactic  administra- 
tion of  therapy.  On  the  other  hand,  since 
the  hospital  facilities  were  close  to  the 
passengers’  quarters,  many  patients,  rec- 
ognizing the  easy  accessibility  of  medical 
help,  could  be  seen  very  promptly  after 
the  beginning  of  symptoms.  Furthermore, 
in  view  of  the  relatively  informal  atmosphere 
on  each  vessel,  the  physician  was  able  to  get 
to  know  the  passengers  quite  well  and  could 
follow  their  progress  readily. 

Ambulatory  patients  were  treated  in  the 
medical  officer’s  facilities,  whereas  nonam- 
bulatory patients  were  treated  in  their 
cabins.  When  passengers  complained  of 
motion  sickness,  the  course  of  therapy  dur- 
ing the  study  was  a simple  and  easy-to- 
follow  routine.  Medication  was  admin- 
istered by  the  sublingual  method.  The 
tablets,  which  were  especially  prepared  to 
dis.solve  promptly  in  the  mouth  under  the 
tongue,  provided  greater  advantages  than 
other  forms  of  medication,  since  they  did 
not  have  to  be  swallowed  and  water  was 
not  required. 

If  the  patient  was  vomiting,  all  food  and 


TABLE  I. — Medication  Data  on  Patients  From 
Two  TO  Sixty-Five  Years  Old 


Analysis 

Number 

of 

Patients 

Sex 

Male 

33 

Female 

67 

Previous  tendency 

Mild 

40 

Moderate 

48 

Severe 

8 

Very  severe 

4 

Severity  of  symptoms 

Mild 

15 

Moderate 

26 

Severe 

57 

Very  severe 

2 

Administration 

Prophylactically 

11 

Therapeutically 

89 

Total  dosage  for  relief  (tablets)* 

1 

13 

2 

42 

3 

38 

4 

1 

5 

1 

6 

5 

Results 

Excellent 

90 

Good 

7 

Moderate 

1 

Poor 

2 

* Many  patients  refused  to  stop  medication  for 
fear  of  recurrence  of  symptoms. 


drink  were  prohibited  for  one-half  hour  be- 
fore the  first  dose  was  administered.  All 
other  cases  were  started  on  medication  im- 
mediately, and  no  patients  were  permitted 
food  or  drink  for  one  hour  after  the  admin- 
istration of  the  first  dose.  Subsequently, 
the  patients  were  asked  to  limit  their  fluid 
intake  as  much  as  possible  until  they  were 
symptom-free.  When  multiple  doses  were 
required,  the  tablets  were  given  at  four-  to 
six-hour  intervals  for  a maximum  of  3 
tablets  daily. 

Data  concerning  100  patients  are  sum- 
marized in  Table  I.  As  may  be  noted  from 
the  Table,  the  majority  of  the  patients 
(90  per  cent)  showed  results  that  could  be 
classified  as  excellent.  For  the  most  part, 
these  patients  received  medication  therapeu- 
tically rather  than  for  prophylactic  purposes. 
In  many  instances  the  results  were  dramatic, 
with  symptoms  subsiding  within  an  hour. 
Some  patients  were  able  to  eat  their  sub- 
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sequent  meals  in  the  dining  room  despite 
no  significant  change  in  the  ship’s  motion. 
Of  considerable  interest  is  the  fact  that  many 
of  the  patients  in  this  group  had  previously 
been  on  another  type  of  medication. 

Summary- 

On  the  basis  of  our  own  objective  ob- 
servations, as  well  as  the  volunteered  reports 
of  patients,  we  are  convinced  that  the 
preparation  used  in  this  study  provides  a very 


effective  way  of  combating  seasickness. 
The  acceptabiUty  by  the  patient  is  eminently 
satisfactory,  the  administration  of  the 
preparation  is  not  associated  with  side-effects 
of  any  significance,  and  the  therapeutic 
response  is  not  only  prompt  but  it  is  also 
sustained.  The  marked  effectiveness  of  this 
preparation,  together  with  its  Softab  form 
which  permits  absorption  in  the  mouth, 
make  the  medication  of  specific  importance 
in  the  field  of  motion-sickness  therapy. 


Study  Pinpoints  Occurrence  of  Cerebrat  Palsy 


Studies  at  the  University  of  Illinois  College  of 
Dentistry  have  taken  important  strides  toward 
determination  of  the  time  that  cerebral  palsy — 
brought  on  by  a brain  injury- — takes  place  in  an 
infant. 

Maury  Massler,  D.D.S.,  head  of  the  department 
of  pedodontics,  has  studied  growth  rings  in  chil- 
dren’s teeth,  examining  the  quality  of  the  before- 
birth enamel  and  the  nature  of  the  tooth  rings  formed 
in  newly  born  children.  Associated  in  the  study 
was  Montague  A.  Young,  B.D.S.  (London),  research 
assistant. 

“This  study  shows  quite  clearly  that  children 
suffering  from  spastic  disorders  had  a severe  injury 
at  the  time  of  birth,”  Dr.  Massler  said.  “However, 
athetoid  children  with  kernicterus  (a  jaundice 
resulting  from  an  Rh  incompatibility  in  the  red 
blood  cells  which  causes  them  to  rupture  and  liber- 
ate products  injuring  the  brain)  show  a distinct  dis- 
turbance to  the  brain  at  about  the  fifth  month  of 
pregnancy.” 

The  nature  of  this  disturbance  is  not  clear,  but 
the  point  of  its  malfunction  can  be  determined 
and  isolated  to  within  one  week  of  the  occurrence, 
he  said. 

“We  know  also  that  the  disturbance  is  an  acute 
one,  because  the  enamel  subsequently  formed  is  nor- 
mal.” Microscopic  analysis  of  the  enamel  formed 
during  pregnancy  is  now  in  progress  to  determine 
the  nature  of  the  disturbance. 

The  teeth  of  children  contain  growth  rings  which 


reflect  the  developmental  history  of  the  child,  just 
as  the  growth  rings  of  a tree  reflect  the  seasons, 
climate,  and  the  quality  of  the  nutrients  in  the  soil. 
Every  baby  tooth  has  a birth  ring  permanently 
engraved  in  its  structure. 

If  the  child’s  development  during  pregnancy 
was  normal,  the  enamel  and  dentin  formed  are 
well  calcified  and  show  no  rings.  But  if  the  pre- 
natal development  was  disturbed,  a birth  ring  will 
be  present,  reflecting  each  disturbance.  Thus, 
Dr.  Massler’s  analysis  of  rings  in  baby  teeth  can 
date  the  time  of  an  injury  to  within  one  week. 

The  project  also  suggests  that  mongolism  may 
have  a metabolic  basis,  beginning  at  the  seventh 
month  in  pregnancy.  I^Tiile  mongoloid  children 
have  no  tooth  decay,  a brown  pigment  is  deposited 
in  the  teeth  before  birth  and  on  the  teeth  after 
birth.  The  source  of  this  pigment  is  not  yet  known. 
In  addition,  the  gums  and  bone  become  susceptible 
to  disease  and  infection  at  the  age  of  six,  so  that  the 
teeth  become  loose  and  some  fall  out  before  adoles- 
cence. 

In  the  next  group — on  which  he  will  begin  stud}' 
in  the  near  future — Dr.  Massler  will  examine  the 
teeth  of  epileptic  children  to  determine  whether 
there  is  any  evidence  of  an  injury  or  defect  during 
pregnancy. 

Dr.  Massler  collaborated  in  his  original  work 
on  tooth  ring  analysis  with  Dr.  Isaac  Schour,  now 
dean  of  the  University  of  Illinois  College  of  Den- 
tistry. 
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Treatment  of  Incontinence  in  Male  Mental 
Patients  with  Norethandrolone 


MAURICE  VAISBERG,  M.D.,  LONG  BEACH,  NEW  YORK,  AND  JOHN  C.  SAUNDERS,  M.D., 

ORANGEBURG,  NEW  YORK 

{From  the  Rockland  State  Hospital,  Research  Facility,  Orangeburg,  New  York) 


^ I "^HE  therapeutic  need  for  a steroid  which 
would  promote  protein  anabolism  but 
would  be  free  of  prominent  action  on  the  gon- 
ads or  secondary  sex  characteristics  has  long 
been  recognized.  Eisenberg  and  Gordan^ 
developed  a laboratory  method  for  de- 
termining the  anabolic  effects  of  steroids 
based  on  the  observation  that  the  levator 
ani  muscle  atrophies  after  the  castration 
of  experimental  animals  and  that  muscle 
weight  can  be  restored  by  treatment  with 
anabolic  steroids.  Norethandrolone  (Nile- 
var)*  is  17  a-ethyl-17-hydroxynorandro- 
stenone,  a synthetic  steroid  with  anabolic 
protein  characteristics  but  without  prom- 
inent androgenic  properties.  A comparison 
of  testosterone  propionate  with  norethan- 
drolone found  the  two  drugs  to  be  equally 
potent  in  their  anabolic  effect,  but  nor- 
ethandrolone has  approximately  only  one- 
sixteenth  of  the  androgenic  effects  of  tes- 
tosterone propionate.  2 This  protein  anabolic 
effect  of  norethandrolone  resulting  in  a 
myotrophic  action  led  Vlavianos  and  Fink^ 
to  investigate  whether  or  not  this  action 
on  the  levator  ani  and  perineal  muscles 
would  be  sufficient  in  man  to  control  in- 
continence. Following  their  report  of 
favorable  results,  we‘*  conducted  a pilot 
study  and  found  this  drug  to  be  effective 
in  alleviating  both  bladder  and  bowel  in- 
continence in  a group  of  elderly  mental 
patients. 

Selection  of  Patients 

Recognizing  the  need  for  further  investiga- 
tion of  the  clinical  potential  of  norethan- 

* The  norethandrolone  used  in  this  study  was  sup- 
plied by  G.  D.  Searle  & Co.,  Chicago,  Illinois. 


drolone  in  alleviating  incontinence,  we 
selected  27  male  patients  with  bladder 
and/or  bowel  incontinence  for  this  study. 
These  patients  were  selected  if  they  fulfilled 
the  following  criteria : There  must  have  been 
symptoms  of  incontinence  consistently  for 
a minimum  of  one  year;  the  patient  must 
be  ambulatory  and  know  the  location  and 
purpose  of  the  toilet;  and  there  must  be 
no  evidence  of  prostatic  carcinoma,  ne- 
phrosis, or  the  nephrotic  stage  of  nephritis, 
or  with  markedly  impaired  liver  function. 
All  patients  were  chosen  with  the  aid  of 
ward  personnel,  and  each  patient’s  mental, 
behavioral,  and  incontinent  status  was 
established  as  a control  base  for  evaluation 
of  the  effects  of  the  norethandrolone.  The 
ages  ranged  from  thirty-five  to  eighty-eight 
years  with  5 patients  under  fifty  years, 
16  patients  between  fifty-one  and  seventy 
years,  and  6 above  seventy-one  years  of 
age.  Diagnoses  were:  psychosis  with  cer- 
ebral arteriosclerosis,  6 patients;  psychosis 
with  syphilis,  4;  senile  psychosis,  3;  manic- 
depressive  psychosis,  depressed  type,  2; 
schizophrenia  with  catatonia,  2,  mixed,  2, 
and  with  paranoia,  1 ; involutional  p.sy- 
chosis  with  paranoia,  2,  melancholia,  1, 
and  mixed,  1 ; psychosis  with  epilepsy, 
1 ; psychosis  with  Huntington’s  chorea, 
1 ; and  psychosis  with  mental  deficiency,  1. 

Dosage 

Norethandrolone  was  administered  to 
16  patients  orally  and  to  11  parenterally 
(intramuscularly).  The  oral  dosage  con- 
si.sted  of  10  mg.  of  norethandrolone  three 
times  daily  for  three  weeks.  The  parenteral 
form  was  given  intramuscularly  once  weekly 
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in  doses  of  100  mg.  (1  ml.)  of  the  propionic 
ester  of  norethandrolone  in  sesame  oil 
(SC  7294)  for  three  weeks. 

Results 

Following  the  initiation  of  therapy,  ob- 
servations during  the  three  daily  shifts 
were  recorded,  and  conferences  were  held 
between  the  investigators  and  attendant 
personnel  thrice  weekly.  Up  to  the  time  of 
this  report  the  patients  had  been  observed 
for  three  months  after  the  therapy  was  dis- 
continued to  determine  the  duration  of 
remission.  After  the  initiation  of  treatment, 
8 patients  became  continent  within  one 
week,  5 within  two  weeks,  and  1 within 
three  weeks — a total  of  14  patients.  One 
of  these  relapsed  soon  after  the  cessation 
of  oral  medication,  but  the  remaining  13 
have  continued  completely  continent  for 
at  least  two  months.  Nine  of  these  13 
have  remained  continent  for  over  three 
months.  Of  these  13  with  prolonged  re- 
mission, 9 received  the  steroid  orally  and  4 
parenterally.  Of  the  13  failures,  6 were 
treated  orally  and  7 intramuscularly. 

Seven  patients  showed  increased  alert- 
ness, 1 was  more  cooperative,  and  the  ap- 
petite of  1 patient  improved.  Two  patients 
developed  cerebral  vascular  accidents,  and 
1 expired  as  a result  of  coronary  thrombosis 
and  1 of  advanced  general  paresis.  This 
attrition  rate  may  be  expected  in  view  of 
the  physical  condition  in  these  elderly 
patients  rather  than  be  attributed  to  the 
norethandrolone  therapy. 

During  the  course  of  this  study  it  became 
apparent  that  failures  tended  to  occur  in 
those  patients  who  displayed  pronounced 
uncooperative  psychotic  features.  Conti- 
nence resulted  in  those  in  whom  the  organic 


element  of  muscular  dysfunction  prevailed. 
In  spite  of  the  fact  that  norethandrolone 
improves  the  function  of  the  perineal 
muscles,  wetting  and  soihng  continues  in 
those  patients  who  are  actively  uncoopera- 
tive because  of  psychogenic  factors. 

Summary 

From  the  data  presented,  it  is  our  opinion 
that  norethandrolone  in  the  dosage  schedule 
described  is  an  effective,  easily  administered 
steroid,  free  of  untoward  effects,  for  the  rapid 
control  of  bowel  and  bladder  incontinence 
due  to  muscle  dysfunction  in  male  patients. 
The  remissions  induced  have  continued  for 
at  least  two  or  three  months  after  the  cessa- 
tion of  therapy  during  this  period  of  ob- 
servation. The  parenteral  route  offers  a 
saving  in  personnel  services  over  the  oral 
administration. 

Criteria  for  the  administration  of  nor- 
ethandrolone are;  the  patient  must  know 
the  location  and  purpose  of  the  toilet;  the 
psychic  status  must  involve  motivation  and 
cooperation  since  actively  uncooperative 
patients  can  be  expected  to  fail;  and  there 
must  be  no  evidence  of  prostatic  carcinoma, 
nephrotic  syndrome,  or  advanced  liver 
impairment. 
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Happiness  lies  in  the  consciousness  we  have  of  it,  and  hy  no  means  in  the  way  the  future 
keeps  its  promises. — George  Sand 
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Streptothricosis:  A New  Zoonotic  Disease 
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Streptothricosis  is  a disease  caused  by 
organisms  of  the  genus  Dermatophilus, 
which  affects  both  wild  and  domesticated 
animals  and  has  been  observed  in  Africa, 
Asia,  Australia,  Europe,  and  South  America.  ^ 
In  December,  1960,  a species  of  Derma- 
tophilus was  isolated  from  a five-and-ono- 
half-month-old  deer  and  from  2 of  4 persons 
who  developed  furumuilosis  after  handling 
the  deer.  These  are  believed  to  be  the 
first  reported  cases  of  . streptothricosis  in 
man.  It  is  the  first  isolation  of  Derma- 
tophilus sp.  from  wildlife  on  this  continent. 
We  have  succeeded  in  transmitting  the 
disease  to  deer  and  to  both  large  and  small 
domesticated  animals. 

The  Disease  in  the  Deer. — In  De- 
cember, 1960,  personnel  of  the  New  York 
State  Conservation  Department  at  a deer 
check  station,  observing  that  a five-and-one- 
half-month-old  male  deer  that  had  been 
taken  in  the  town  of  Crawford,  Orange 
County,  was  diseased,  submitted  it  for 
laboratory  examination.  The  deer  was 
emaciated.  Chronic  inflammatory  derma- 
titis was  present  on  all  limbs  below  the 
knees  and  hocks  but  was  most  severe  below 
the  fetlock  and  on  the  right  hind  leg.  The 
lesions  consisted  of  single  or  multiple  raised 
whitish  pustules  3 to  5 mm.  in  diameter, 
containing  serous  or  whitish  yellow  purulent 
exudate.  Older  lesions,  frequently  coalesced, 
were  covered  by  a brownish  scab  which  was 
commonly  tufted  and  raised  above  the  skin. 
The  area  between  the  toes  extending  from 
the  coronary  band  to  the  fetlock  on  the 
right  hind  leg  was  involved  extensively,  with 
the  skin  on  the  ventral  surface  of  the  leg 
completely  denuded.  Scattered  pustules 
were  observed  on  the  flanks,  back,  and  neck. 


Fio.  1 . Healing  pustular  lesions  of  streptothri- 
cosis in  man  following  contact  with  infected  deer. 


and  purulent  material  was  noted  throughout 
the  subcutaneum  from  the  hoof  to  the  hip. 
The  skin  adjacent  to  the  nostrils  was  in- 
volved extensively.  Visceral  organs  were 
not  available  for  examination. 

Dermatophilus  sp.  was  isolated  on  blood 
agar  plates  incubated  at  37  C.  in  practically 
pure  culture  from  selected  pustules  on  the 
right  hind  leg.  Micrococcus  tetragenus  and 
Corynebacterium  pyogenes  were  also  pres- 
ent on  some  plates. 

The  Disease  in  Man.— Excluding  lab- 
oratory personnel,  4 of  the  10  persons  who 
handled  the  deer  developed  furunculosis  on 
the  dorsal  surface  of  one  or  both  hands  two 
to  seven  days  later — 2 who  shot  and  dressed 
the  deer  and  2 employes  of  the  State  of  New 
York  Conservation  Department  who  ex- 
amined and  transported  it  to  the  laboratory. 
The  person  who  dressed  the  deer  developed 
pustules  on  the  right  forearm  in  addition 
to  those  on  the  hands.  The  lesions  con- 
sisted of  multiple  (2  to  25)  nonpainful 
whitish  pimples  or  pustules  from  2 to  5 
mm.  in  diameter,  containing  serous  or 
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whitish-yellow  exudate,  and  surrounded  by  a 
zone  of  hyperemia  (Fig.  1).  When  they 
were  ruptured  or  opened  and  the  exudate 
was  expressed,  a reddish  crateriform  cavity 
was  observed.  There  was  no  evidence  of 
spread  or  coalescence  and,  except  for  two 
pustules,  all  appeared  within  forty-eight 
hours.  The  lesions  remained  active  for 
from  three  to  fourteen  days  and  appeared  to 
heal  with  or  without  treatment  but  more 
rapidly  if  the  exudate  was  expressed.  As 
the  pustules  healed,  a brownish  scab  formed 
which  persisted  from  a few  days  to  a week, 
followed  by  a reddish-purple  scar.  Gen- 
eralized illness  was  not  observed  and  no 
cases  developed  among  the  9 household 
contacts  of  the  4 infected  persons. 

Dermatophilus  sp.  was  isolated  in  prac- 
tically pure  culture  on  blood  agar  plates 
incubated  at  37  C.  on  one  or  more  occasions 
from  the  unbroken  pustules  of  2 of  the  4 
persons.  The  organism  was  not  isolated 
from  the  scab  of  1 person  whose  pustules 
had  healed  or  from  another  from  whom  the 
single  discharging  lesion  cultured  was  heavily 
contaminated  with  staphylococci. 

The  Experimental  Disease 

Methods  and  Procedures. — All  ex- 
perimental animals  were  bred  or  raised  at 
the  Division  of  Laboratories  and  Research, 
except  for  2 deer  and  a goat  obtained  locally. 
The  cattle  and  sheep  were  five  to  seven 
months  old;  the  deer  and  the  goat  one 
and  one-half  and  three  years  old,  respec- 
tively. The  mice  were  of  the  Albany  stand- 
ard strain  and  weighed  9 to  11  Gm.,  except 
those  which  were  inoculated  on  the  scarified 
skin  of  the  back  and  weighed  16  to  20  Gm. 

The  hair  at  the  site  of  inoculation  was 
shaved  and/or  clipped.  Large  animals 
which  were  injected  intradermally  received 
0.2  ml.  of  culture  in  a single  site  in  the 
cervical  region;  rabbits  were  given  0.05 
ml.  and  0.15  ml.  injected  in  two  sites 
on  the  back.  The  skin  of  larger  animals 
was  scarified  by  50  puncture  marks  in  the 
epidermis  with  the  point  of  a 19-gauge 
needle;  in  mice  six  longitudinal  scratches  on 


the  back  were  made  with  the  same  size 
needle. 

All  animals  were  inoculated  with  pure 
cultures  of  Dermatophilus  sp.  grown  in 
beef  infusion  broth  for  seventy-two  hours 
at  37  C.  The  culture  density  was  0.11 
and  0.13  for  the  human  and  deer  strains, 
respectively,  when  measured  with  a Coleman 
spectrophotometer.  Strains  of  Dermatoph- 
ilus sp.  isolated  from  man  and  the  deer 
each  were  inoculated  into  1 deer,  2 .sheep, 
1 calf,  and  2 rabbits.  The  deer  strain  was 
also  inoculated  into  a goat.  Excluding 
the  rabbits,  each  animal  was  inoculated  in 
four  sites;  intradermally  on  the  neck,  on 
the  scarified  skin  of  the  flank,  above  the 
hoof  on  the  anterior  surface  of  a scarified 
front  leg,  and  on  a nonscarified  hind  leg. 
Cutaneous  exposures  on  the  scarified  or 
nonscarified  skin  were  made  by  rubbing  the 
area  to  be  inoculated  with  gauze  saturated 
with  culture.  The  rabbits  were  injected 
intradermally  and  inoculated  on  the  scarified 
skin  of  the  back.  Groups  of  5 mice  each 
were  also  injected  intraperitoneally,  sub- 
cutaneously, and  intranasally  and  were 
inoculated  on  the  scarified  skin  of  the  back. 

Lesions  were  induced  in  all  animals  inoc- 
ulated dermally  or  intradermally  at  each  site 
of  inoculation.  Only  the  deer  exhibited 
manifest  illness,  with  onset  at  fifteen  and 
ninteen  days  following  inoculation.  The 
illness  was  characterized  by  anorexia,  de- 
pression, loss  of  weight,  and  dyspnea.  One 
deer  recovered  without  treatment;  the 
other  died  of  an  apparently  unrelated  illness 
two  days  after  onset.  Mice  inoculated  in- 
tranasally showed  negative  reactions,  but 
localized  abscesses  were  observed  in  1 an- 
imal injected  subcutaneously.  There  was 
no  difference  in  the  character  or  size  of  the 
lesions  induced  by  the  human  or  deer  iso- 
lates. 

Dermatophilus  sp.  was  isolated  from  the 
lesions  of  each  of  the  species  inoculated. 
Skin  lesions  consisted  of  acute  ulcerative 
pustular  dermatitis  involving  principally 
the  hair  follicles  (Fig.  2).  No  significant 
difference  was  noted  between  those  animals 
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Fig.  2.  (.1)  Acute  pustular  dermatitis  of  foot  of  sheep  four  days  after  inoculation  with  Dermatophilus  sp. 
{B)  Multiple  raised  discrete  and  coalesced  erythematous  lesions  on  back  of  experimental  rabbit.  (C)  Section 
of  deer  skin  stained  with  hematoxylin  and  eosin,  showing  ulceration,  inflammation,  edema,  and  jioljmiorpho- 
nuclear  lymphocytic  infiltration  (reversed).  Note  involvement  of  hair  follicles. 


inoculated  on  scarified  and  on  nonscarified 
skin.  Multiple  pustules  2 to  3 mm.  in 
diameter,  associated  with  the  hair  follicles 
and  containing  serous  or  whitish-yellow 
exudate,  developed  in  all  animals  as  early 
as  two  days  postinoculation.  As  in  man, 
a reddish  crateriform  lesion  was  observed 
wherever  exudate  was  expressed  from  a 
pustule.  Pustules  rarely  exceeded  5 mm. 
in  diameter;  healing  was  usually  accom- 
panied by  the  formation  of  a brownish 
scab  which  remained  firmly  attached  to  the 
lesion  or  became  elevated  as  the  hair  grew 
longer.  Frequently  scabs  were  so  numerous 
as  to  form  a crusted  surface  covering  a sub- 
stantial area. 

Inflammation  and  swelling  of  the  inoc- 
ulated foot  occurred  in  all  animals  but  was 
most  noticeable  in  those  with  white  or 
lightly  pigmented  skins.  In  some  animals, 
particularly  sheep,  the  inflammatory  process 
was  sufficiently  severe  to  cause  lameness  of 
two  or  three  days  duration.  Despite  the 
fact  that  the  animals  were  maintained  in  a 
warm,  nonhumid  environment,  lesions  per- 
sisted for  from  seventeen  to  twenty-five 
days. 


Animals  injected  intradermally  developed 
a single  circumscribed  cutaneous  lesion 
varying  from  3 to  15  mm.  in  diameter  at  the 
site  of  inoculation.  Gradually  the  lesions 
were  resorbed  but  still  persisted  in  1 animal 
thirty  days  following  inoculation.  Occa- 
sionally a brownish  scab  formed  at  the  site 
of  inoculation. 

Mycology. — Isolates  from  man  and  the 
deer  possessed  similar  morphologic  and  bio- 
chemical characteristics.  The  microorgan- 
ism is  aerobic  and  facultatively  anaerobic. 
Good  growth  is  obtained  on  beef  heart 
infusion  blood  agar  at  37  C.  both  aerobically 
and  in  a 5 to  10  per  cent  carbon  dioxide 
atmosphere  and  at  a slower  rate  on  the  same 
medium  at  27  C.  A narrow  zone  of  beta 
hemolysis  is  formed.  In  beef  infusion 
broth  at  37  C.  a heavy,  flocculent,  coherent 
mass  is  formed  on  the  bottom  of  the  tube, 
and  no  pellicle  is  seen.  No  growth  occurred 
on  Sabouraud  dextrose  agar  or  on  potato 
infusion  dextrose  agar.  After  twenty-four 
hours  growth  on  blood  agar  at  37  G.,  colonies 
are  tiny,  grayish-white,  rough,  raised,  and 
strongly  adherent  to  the  agar  surface,  which 
is  markedly  depressed.  They  soon  turn 
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Fig.  3.  (/I)  Dermatophilus  sp.  in  wet  mount  from  brotli  culture,  showing  various  stages  in  development 
from  fine  hyphae  to  multiseptate  coarse  filaments  transforming  into  chains  of  coccal  jiackets.  {B)  Derm- 
atophilus sp.  from  same  preparation  as  (.4 ),  showing  final  transformation  of  mature  hypha  into  an  agglomera- 
tion of  motile  spores,  now  in  process  of  detachment.  (Darkfield  Illumination) 


yellowish  and  then  orange  within  another 
day  or  two,  more  rapidly  in  areas  of  denser 
growth,  and  become  acuminate  or  cratei’i- 
form  and  radially  grooved,  attaining  a di- 
ameter of  4 to  G mm.  and  a height  of  1.5 
to  2 mm.  after  several  days.  The  texture 
is  leathery,  softening  with  age,  and  colonies 
tend  to  liquefy  apically  or  to  form  secondary, 
mucoid  yellowish  to  buff  papillae. 

Microscopically,  on  both  solid  and  liquid 
media,  the  organism  during  the  first  twenty- 
four  hours  of  growth  develops  a gram-posi- 
tive, branching,  fine  filamentous  mycelium 
apparently  related  to  the  actinomycetes. 
The  filaments  increase  rapidly  in  diameter 
and  break  down  by  septation  in  three  perpen- 
dicular planes  to  release  motile,  coccoid 
swarm  spores,  which  are  usually  present 
within  a day  or  two.  Each  spore,  on  settling, 
germinates  to  form  from  one  to  three  germ 
tubes  about  1 micron  in  diameter;  as  these 
branch  at  right  angles  and  continue  to  elon- 
gate, transverse  septa  are  laid  down  in  the 
older  portions.  The  hyphae,  tapering  dis- 
tally,  continue  to  broaden  as  longitudinal 
septa  form  in  vertical  and  horizontal  planes, 
dividing  the  filaments  into  cubical  packets 
of  coccoid  forms,  as  many  as  8 per  transverse 
row  (Fig.  3).  These  cocci  develop  flagella, 
separate,  and  become  actively  motile.  All 
elements  of  the  organism  are  gram-positive, 
nonacid-fast,  and  stain  well  with  methylene 
blue,  Giemsa,  and  Grocott  silver  stains. 
India  ink  preparations  reveal  large  mucoid 


Fig.  4.  Section  of  mouse  skin  with  organisms  in 
the  surface  epithelium  and  scattered  throughout  the 
field.  Various  developmental  stages  are  seen  con- 
centrated around  the  hair  follicle  (hematoxylin  and 
eosin  stain). 

capsules  surrounding  the  filaments,  packets, 
and  individual  spores.  The  morphology 
of  the  organism  in  sections  of  infected  skin 
is  similar  to  that  in  culture  (Fig.  4). 

The  organism  is  catalase-positive  and 
hydrolyzes  urea.  Acid  without  gas  is  pro- 
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duced  within  forty-eight  hours  in  serum 
peptone  water  containing  glucose,  sucrose, 
and  maltose  but  not  after  two  weeks  in 
xylose,  rhamnose,  lactose,  mannitol,  sor- 
bitol, salicin,  or  dulcitol.  In  peptone  wa- 
ter without  serum,  glucose  and  levulose 
are  fermented  but  not  the  other  sugars 
mentioned  nor  galactose.  Gelatin  is  lique- 
fied, and  bromocresol  purple  milk  is  pep- 
tonized. Loeffler’s  coagulated  serum  slants 
are  softened  and  partially  cleared.  The 
isolates  are  very  close  to  Dermatophilus 
congolensis  Van  Saceghem  1915  as  emended 
by  Austwick.2’^  Since  the  species  of  this 
genus  are  not  sharply  defined,  a critical  com- 
parison of  the  present  organisms  with  pre- 
vious isolates  is  required  before  accurate 
identification  as  to  species  is  made. 

Summary 

Dermatophilus  sp.  was  isolated  from  a 
five-and-one-half-month-old  male  deer  taken 
in  the  town  of  Crawford,  Orange  County, 
New  York,  and  from  2 of  4 persons  who 
developed  furunculosis  after  handling  the 
deer.  These  are  believed  to  be  the  first 


cases  of  streptothricosis  in  man  as  well  as 
the  first  reported  isolation  of  Dermatoph- 
ilus sp.  from  wildlife  on  this  continent. 
The  disease  was  transmitted  successfully  to 
deer  and  to  both  large  and  small  domesti- 
cated animals. 

Addendum 

After  this  manuscript  was  completed, 
there  appeared  a report'*  of  2 cases  of  strepto- 
thricosis of  cattle  in  Texas.  It  is  believed 
to  be  the  first  published  account  of  the 
disease  in  domesticated  animals  on  this 
continent. 
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Editor’s  Note. — In  (he  ensuing  Proceedings,  the  Special  Committee  on  Infant  Mortality 
presents  its  deliberations  at  open  meetings  of  the  fiscal  year  lOSI)  to  W60.  The  papers 
and  discussions  highlight  certain  outstanding  problems  of  the  perinatal  period  which  are  of 
daily  concern  to  the  clinician. 

There  will  be  three  groups  of  papers.  The  first  is  a panel  discussion  on  the  preventive  as- 
pects of  perinatal  morbidity  and  mortality  and  presents  data  on  factors  which  contribute 
presently  to  the  disability  and  death  of  the  fetus  and  newborn  infant.  It  emphasizes  the 
importance  of  accurate  collection  and  interpretation  of  statistical  data  .so  that  appropriate 
measures  of  prevention  and  control  can  be  designed  and  implemented  for  the  succes.sful  re- 
duction of  pregnancy  wastage  and  perinatal  disability. 


Presented  at  an  open  meeting  of  the  Special  Com- 
mittee on  Infant  Mortality  of  the  Medical  Society  of  tlie  mark,  M.D.,  chairman,  and  Harold  Abram.son,  M.D., 

County  of  New  York,  December  17,  19.59,  Carl  Gold-  .secretary,  1192  Park  .Avenue,  New  York  28,  New  \ork. 
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The  County  Medical  Society  and 
Perinatal  Morbidity  and  Mortality 

Carl  Goldmark,  m.d.,  Chairman:  The 
county  medical  society  as  a participating 
agent  for  lowering  the  perinatal  mortality 
rate  is  not  a new  idea.  Certainly  the 
concept  is  not  new  in  New  York  City. 
The  Special  Committee  on  Infant  Mortality 
of  the  Medical  Society  of  the  County  of 
New  York  dates  back  to  1939.  The  officers  of 
the  organization  were  gratified  with  the 
success  of  the  Maternal  Mortality  Com- 
mittee. Four  years  of  study  by  this  com- 
mittee had  achieved  excellent  results  in 
reducing  needless  maternal  deaths. 

The  question  arose:  Could  not  a similar 
committee  produce  comparable  results  with 
perinatal  mortality  rates?  The  Special 
Committee  on  Infant  Mortality  was  thus 
formed  under  the  chairmanship  of  Locke 
Mackenzie,  M.D.  Several  members  of  the 
original  committee  serve  with  us  today. 
It  must  be  stressed  that  the  work  of  this 
Committee  antedates  by  some  ten  years  the 
feverish  interest  in  perinatal  mortality  of 
the  1950’s. 

In  the  early  days  of  our  Committee, 
perinatal  deaths  were  a much-neglected 
field  of  study.  Not  too  much  attention  was 
paid  to  fetal  wastage.  Today  tremendous 
interest  is  being  focused  on  an  almost 
stationary  perinatal  mortality  rate. 

All  agencies  concerned  with  problems  of 
newborn  infants  are  being  asked : Why 

can’t  this  figure  be  reduced?  Certainly 
we  have  not  yet  arrived  at  the  irreducible 
minimum.  How  can  the  county  medical  soci- 
ety and  its  infant  mortality  committee  help? 
After  twenty  years  of  experience  with  such  a 
committee,  I can  make  certain  observations. 

The  fact  emerged  after  several  years  of 
study  that  before  a substantially  lowered 
perinatal  mortality  rate  could  be  expected, 
it  would  be  necessary  to  obtain  well-trained 
pathologists  to  investigate  the  causes  of 
these  deaths.  Also,  it  would  be  necessary 
to  obtain  much  more  information  about 
normal  and  abnormal  infant  physiology. 


This  inferred  arousing  the  interest  of  the 
pathologist,  the  physiologist,  and  the  bio- 
chemist in  problems  of  the  fetal  and  neonatal 
periods. 

Open  meetings  such  as  the  one  we  are 
holding,  with  outstanding  authorities  in 
specialties  concerned  with  problems  of  the 
perinatal  period,  serve  their  purpose  if  they 
can  reach  a goodly  segment  of  the  medical 
profession  and  arouse  its  interest.  The 
meetings  must  be  well  planned  and  present 
pertinent  clinical  material.  For  the  past 
ten  years  we  have  also  published  our  pro- 
ceedings in  the  New  York  State  Journal 
OF  AIedicine.  In  the.se  ventures  we  hope 
information  of  value  is  being  disseminated, 
with  good  results. 

Studies  by  the  Committee  of  special 
problems  in  perinatal  mortality  have  proved 
to  be  of  value.  Nearly  six  years  ago  an 
evaluation  of  methods  to  resuscitate  new- 
born infants  was  begun.  We  presented  our 
results  at  the  annual  meeting  of  the  Ameri- 
can Medical  Association  held  here  in  New 
York  City  in  1958.  Clinics  were  held 
demonstrating  proper  resuscitation  technics. 
The  attendance  at  these  sessions  was  large 
and  confirmed  the  need  for  this  type  of 
practical  teaching. 

A textbook.  Resuscitation  of  the  Newborn 
Infant,  was  also  prepared  by  the  Committee 
and  edited  by  our  secretary,  Harold  Abram- 
son, M.D.,  and  was  published  by  The  C.  V. 
Mosby  Company  of  Philadelphia.  * In  addi- 
tion a motion  picture  illustrating  proper  and 
new  technics  of  resuscitating  the  newborn 
has  been  made  for  a wide  distribution. 
The  film  was  released  in  April,  I960.f 


* Abramson,  H.,  Ed.:  Resuscitation  of  the  New- 

born Infant,  Philadelphia,  C.  V.  Mosby  Company, 
1960. 

t Sponsored  by  the  Special  Committee  on  Infant 
Mortality,  Medical  Society  of  the  County  of  New  York. 
This  film  was  prepared  under  the  medical  direction  of 
L.  Stanley  James,  M.D.,  and  was  produced  by  the 
Sturgis-Grant  Productions.  The  film  was  made  pos- 
sible by  Smith,  Kline  & French  Laboratories,  Phila- 
delphia, and  is  available  on  a free  loan  basis  as  a 
medical  education  service. 
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WHAT  DOES  PERINATAL 
MEAN? 

The  period 

shortly  before 
during" 
and 

soon  after 
birth 


WHAT  IS  THE 

PERINATAL  MORTALITY  RATE? 

In  New  YorK^  we  compute  the 
P. M.  R.  as  follows: 


PM.R. 


fetal  deaths'  + Infant  deaths'* 
Fetal  deaths'+  Live  births 


X 1000 


Mother  localities  may  employ  other  periods  of  gestation  and  ages 

* ZS  weeks  gestation  or  over 
• * under  7 days 

P^iG.  1 . How  perinatal  mortality  rate  is  computed 
in  New  York  City. 

As  a result  of  our  experience  of  the  past 
twenty  years,  we  believe  that  open  meetings 
such  as  these  are  of  value  if  the  proceedings 
are  published  for  subsequent  study.  We 
also  believe  that  the  intensive  studies,  such 
as  those  mentioned,  by  the  Committee  of 
various  problems  can  be  productive  in 
lowering  perinatal  mortality. 

Having  finished  our  studies  on  resuscita- 
tion and  mechanical  resuscitators,  we  are 
now  embarking  on  other  studies  of  interest. 

This  meeting  is  a panel  discussion  devoted 
to  the  Prevention  and  Control  of  Perinatal 
Morbidity  and  Mortality.  The  panel  rep- 
resents a departure  from  our  programs  of 
the  past.  We  have  not  gone  outside  our 
Committee  to  compose  the  panel,  and  we 
have  three  outstanding  authorities  to  discuss 
these  problems. 

Scope  of  the  Problem 

H.yROLD  Jacobziner,  M.D.  ; In  1959 
and  1960  we  are  no  longer  satisfied  merely 
with  survival.  We  are  very  much  concerned 
with  the  maintenance  and  promotion  of 
optimum  health.  By  health  we  include  the 


definition  of  the  United  Nations  and  the 
World  Health  Organization,  that  is,  the 
attainment  of  the  maximum  physical,  men- 
tal, emotional,  and  social  well-being.  More 
than  survival,  it  is  necessary  that  we  insure 
the  enjoyment  of  optimal  health  and  that 
we  do  not  have  any  of  the  gradations  of  ill 
health. 

Since  we  are  going  to  talk  about  perinatal 
morbidity  and  mortality,  we  may  as  well 
define  the  term  perinatal.  By  perinatal 
we  mean  the  period  shortly  before,  during, 
and  soon  after  birth.  The  perinatal  mor- 
tality rate  is  computed  in  New  York  City 
as  is  indicated  in  Figure  1.  In  some  com- 
munities other  definitions  are  used.  They 
include  deaths  of  fetuses  of  twenty  weeks 
gestation  and  over  and  infant  deaths  of  the 
first  twenty-eight  days,  that  is  of  the 
neonatal  period.  ^ 

We  feel  that  the  definition  used  in  New 
York  City  is  a logical  one,  because  the 
causes  of  mortality  and  morbidity  which 
pertain  in  the  fetus  of  twenty-eight  weeks  of 
gestation  and  over  approximate  those  ob- 
tained in  the  infant  deaths  under  seven 
days.  It  is  regrettable  that  there  is  as  yet 
no  uniformity  in  the  use  of  terms  and 
definitions.  Comparative  studies  are  now 
almost  impossible.  We  hope  that  the  time  is 
coming  when  uniform  terminology  will  be 
used. 

Why  are  we  concerned  about  perinatal 
mortality?  Is  it  a problem?  What  is  the 
magnitude  and  the  scope  of  the  problem? 

M.agnitude  and  Scope  of  Problem. — 
It  is  definitely  a serious  problem.  Through- 
out the  United  States,  it  is  estimated  that 
the  perinatal  deaths,  if  we  use  the  New  York 
City  definition,  would  amount  to  about 
150,000  throughout  the  United  States. 
That  is  a vast  number  indeed.-  If  one 
includes  all  fetuses,  abortions,  and  other 
conditions,  the  number  would  reach  to  one- 
half  million  or  more.  It  is  thus  quite  a 
.sizable  problem  with  which  obstetricians, 
pediatricians,  anesthesiologists,  pathologists, 
health  officers,  ho.spital  administrators,  social 
scientists,  nurses,  and  everyone  concerned 
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TABLE  I. — District  Tabulation  Sheet:  Twelve-Month  Report  of  Perinatal  Mortality,  January 

THROUGH  December,  1959 


District  Live  Births 

Infant 
Deaths 
Under 
Seven  Days 

Fetal  Deaths 
Twenty- 
Eight  Weeks 
and  Over 

Perinatal 

Mortality 

Rate 

(Per  Cent) 

Change  in 

Rank  by  Rate,  1958  to 
Rate  1959 

Descending  (Per  Cent) 

New  York  City 

168,537 

3,042 

2,458 

32.2 

1.6 

Residents 

155.440 

2.828 

2,301 

32.5 

0.9 

Manhattan 

Central  Harlem 

6,189 

190 

155 

54.4 

1 

9.5 

East  Harlem 

4,578 

127 

82 

44.8 

2 

8.5 

Kips  Bay-Yorkville 

2,238 

38 

35 

32.1 

14 

-12.1 

Lower  East  Side 

5,242 

99 

79 

33.5 

13 

0.6 

Lower  West  Side 

3,901 

63 

54 

29.6 

18 

-17.8 

Riverside 

5,644 

148 

95 

42.3 

4 

9.6 

Washington  Heights 

4,378 

83 

55 

31.1 

16 

2.3 

Totals 

32,170 

748 

555 

39.8 

3.1 

Bronx 

Fordham-Riverdale 

3,792 

55 

41 

25.0 

24 

-3.8 

Morrisania 

6,189 

126 

104 

36.5 

6 

0.8 

Mott  Haven 

5,527 

106 

91 

35.1 

11 

-6.9 

Pelham  Bay 

2,997 

48 

32 

26.4 

23 

-14.0 

Tremont 

4,921 

90 

66 

31.3 

16 

16.8 

Westchester 

4,565 

75 

52 

27.5 

19 

-3.2 

Totals 

27,991 

500 

386 

31.2 

-1.3 

Brooklyn 

Bay  Ridge 

5,630 

68 

62 

22.8 

28 

4.1 

Bedford 

7,730 

211 

137 

44.2 

3 

-2.2 

Brownsville 

6,300 

122 

108 

35.9 

7 

7.2 

Bushwick 

5,094 

97 

98 

37.6 

5 

24.5 

Flatbush 

8,150 

113 

82 

23.7 

26 

-14.1 

Fort  Greene 

5,847 

121 

95 

36.4 

7 

-2.4 

Gravesend 

5,456 

78 

77 

28.0 

19 

3.3 

Red  Hook-Gowanus 

3,998 

80 

66 

35.9 

7 

14.7 

Sunset  Park 

3,702 

42 

39 

21.7 

30 

-23.0 

Williamsburg  Greenpoint 

4,417 

69 

93 

35.9 

7 

4.4 

Totals 

56,324 

1,001 

857 

32.5 

1.2 

Queens 

Astoria-Long  Island  City 

4,835 

73 

65 

28.2 

19 

6.0 

Corona 

4,452 

75 

69 

31.9 

14 

11.1 

Flushing 

7,867 

100 

87 

23.5 

26 

-4.5 

Jamaica  East 

5,956 

117 

92 

34.6 

11 

11.3 

Jamaica  West 

6,463 

87 

79 

25.4 

24 

-12.7 

Maspeth-Forest  Hills 

4,936 

66 

48 

22.9 

28 

-11.9 

Totals 

34,509 

518 

440 

27.4 

-0.4 

Richmond 

Totals 

4,446 

61 

63 

27.5 

19 

4.2 

Nonresidents 

11,760 

196 

132 

27.6 

20.0 

Residence  unknown 

1,337 

18 

25 

31.6 

-40.7 

with  health  and  welfare  should  be  con- 
cerned. Indeed  we  are  concerned. 

To  bring  the  picture  closer,  in  1959  in 
New  York  City,  68  per  cent  of  all  infant 
deaths  occurred  in  the  perinatal  period, 
that  is,  in  the  first  seven  days  of  life.  Forty- 
three  per  cent  occurred  in  the  under  one 
day  of  age  group  and  another  25  per  cent 
in  the  period  between  one  and  six  days. 
This  is  exclusive  of  the  fetal  deaths,  which 
almost  approximate  the  number  of  infant 


deaths.  Many  of  the  infant  deaths  could 
undoubtedly  have  been  prevented. 

Factors  Affecting  Morbidity  and 
Mortality  Rates. — Table  I shows  the 
perinatal  mortality  rates  in  1959,  city-wide, 
borough-wide,  and  by  districts.  Very  wide 
variations  are  noted  according  to  districts, 
from  a high  rate  of  54.4  in  Central  Harlem 
to  a low  rate  of  21.7  in  Sunset  Park. 

In  Figure  2 one  can  observe  that  between 
1950  and  1958,  and  we  also  have  the  figures 
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Fig.  2.  Perinatal  mortality  rates  in  New  York 
City  from  1950  through  1958. 


for  1959,  there  was  hardly  a change  in  the 
perinatal  mortality  rate  in  New  York  City. 
It  appears  almost  like  a straight  line. 

The  perinatal  mortality  rate  varies  with 
ethnic  grouping.  It  is  much  lower  in  the 
white  than  in  the  nonwhite  and  Puerto 
Rican  groups.  It  is  appro.ximately  47  in 
the  nonwhite,  27  in  the  white,  and  about 
37  in  the  Puerto  Rican  (Fig.  3). 

Perinatal  mortality  also  varies  by  weight 
grouping.  It  is  much  higher  in  the  pre- 
mature than  in  the  mature  infant  in  all 
ethnic  groups  (Fig.  4).  Perinatal  mortality 
is  also  higher  in  out-of-wedlock  births  in  all 
ethnic  groups  (Fig.  5). 

Does  it  vary  by  hospital  auspices?  The 
lowest  perinatal  rate  is  obtained  in  the 
proprietary  ho.spitals,  the  next  lowest  in  the 
voluntary  hospitals,  and  the  highest  in 
city  hospitals  (Fig.  (5  and  Table  II). 

It  is  not  implied  that  the  quality  of 
medical  care  is  poorest  in  municipal  hos- 
pitals. It  emphasizes  clearly  the  inadvi.s- 
ability  of  lumping  perinatal  mortality  rates 
by  hospital  classification  per  se,  because 
rates  vary  with  the  population  composition 
of  the  hospital.  Comparisons  of  perinatal 
mortality  rates  should  be  made  only  of 
hospitals  with  a similar  population  com- 
position. Nobody  would  claim  that  the 
quality  of  medical  care  given  in  proprietary 
hospitals  is  better  than  in  a teaching  city 
hospital,  for  example,  such  as  Martin 


TOTAL  WHITE  NOrmilTE  PUERTO  RiCAN 


Fig.  3.  Perinatal  mortality  rate  in  New  York  City 
by  ethnic  groups,  from  1950  through  1958. 

Stone,  M.D.,  of  the  Special  Committee  on 
Infant  Mortality  runs.  He  is  just  un- 
fortunate to  run  a service  where  some  90 
per  cent  of  his  patients  happen  to  be  in  a 
population  group  which  regrettably  still 
has  a high  perinatal  mortality  rate,  a high 
infant  mortality  rate,  a high  prematurity 
rate,  and  a high  neonatal  mortality  rate. 
In  the  proprietary  hospitals  our  friends  an* 
somewhat  luckier.  They  serve  a population 
which  is  of  a different  ethnic  and  socio- 
economic group,  in  whom  the  rates  are 
considerably  lower. 

It  does  not  mean,  however,  that  the  rates 
must  remain  high  in  the  other  groups.  On 
the  contrary,  we  must  work  harder  toward 
the  day  when  it  will  be  reduced  to  the  lowest 
rate  now  obtaining  in  the  more  favored 
population  groups. 

Thus  far  we  have  talked  about  perinatal 
mortality  as  if  it  were  in  a vacuum.  Per- 
inatal mortality  is  not  however  an  isolated 
incident.  It  is  connected  intimatelj^  with 
the  total  health  of  a respective  community. 

If  one  studies  the  districts  where  high 
perinatal  mortality  rates  prevail,  one  ob- 
serves that  there  is  also  a high  incidence  of 
other  related  factors  which  influence  per- 
inatal mortality  rates  adv^er.sely  (Figs.  7 
and  8).  The  high  districts  have  a high 
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RATE  PER  1,000 
DELIVERIES 


RATE  PER  1,000 
DELIVERIES 


ALL  WEIGHTS  2,500  GRAMS 
AND  LESS 

Fig.  4.  Perinatal  mortality  rate  in  New  York  City  by  weight  group  and  color  in  1958. 


2,501  GRAMS 
AND  OVER 


percentage  of  births  which  had  late  or  no 
prenatal  care,  a high  incidence  of  premature 
births,  and  a high  percentage  of  births 
delivered  on  ward  services.  The  same  high 
districts  also  have  high  rates  of  tuberculosis, 
venereal  disease,  poor  housing,  a low  level 
of  socioeconomic  income,  poor  recreational 
facilities,  and  a high  rate  of  juvenile  de- 
linquency. 

It  may  be  of  interest  to  glance  at  what 
happened  to  maternal  mortality  in  New 
York  City  as  compared  with  perinatal 
mortality  (Fig.  9 and  Table  III).  There 
has  been  a 72.1  per  cent  reduction  in  mater- 


nal mortality  since  1941  and  only  a 23.4  per 
cent  reduction  in  perinatal  mortality  during 
the  same  period.  The  fetal  component  was 
reduced  by  nearly  38  per  cent,  and  the 
infant  component  declined  less  than  8 
per  cent. 

It  is  possible  on  the  basis  of  changes  in  the 
population  composition  in  New  York  City 
in  the  past  decade  to  explain  the  failure  to 
obtain  a reduction  in  the  perinatal  mortality 
rate  (Table  IV).  Of  all  live  births  in  1950, 
80  per  cent  were  white,  14.1  per  cent  non- 
white, and  5.9  per  cent  Puerto  Rican. 

In  1959,  65.6  per  cent  of  all  live  births 
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RATE  PER  WOO  RATE  PER  ipOO 

LIVE  BIRTHS  LIVE  BIRTHS 


TOTAL  WHITE  NON-WHITE  PUERTO  RICAN 


Fig.  5.  Infant  mortality  rates  in  New  York 
City  by  ethnic  groups,  in-wedlock  and  out-of- 
wedlock,  in  1958. 

were  white,  a reduction  of  over  16  per  cent, 
and  20.8  per  cent  were  nonwhite,  an  in- 
crease of  over  38  per  cent,  while  13.6  per 
cent  of  all  live  births  were  to  Puerto  Rican 
mothers,  an  increase  of  over  120  per  cent 
since  1950. 

In  other  words,  instead  of  20  per  cent  of 
all  live  births  occurring  in  groups  with  high 
mortality  rates  as  in  1950,  we  now  have  34.4 
per  cent  of  all  live  births  occurring  in  high- 
risk  groups. 

Further  Reduction  of  Mortality 
Rates. — I do  not  want  to  imply,  however, 
that  we  can  become  complacent  about  this 
problem.  On  the  contrary,  we  must  exert 
every  effort  toward  lowering  the  existing 
unfavorable  rates  to  the  most  favorable 
rates  already  obtained  in  the  most  favored 
population.  Such  low  rates  can  and  must  be 
obtained  for  all  people,  regardless  of  race, 
creed,  or  color.  It  is  of  interest  to  recall 
that  when  the  New  York  Academy  of 
Medicine  studied  the  maternal  deaths  in  the 
early  1930’s,  it  was  predicted  that  a 66 
per  cent  reduction  in  rates  was  possible 
from  the  rates  then  prevailing.  Actually, 
we  did  much  better  than  that.  We  reduced 


maternal  deaths  beyond  what  was  then 
thought  to  be  the  irreducible  minimum. 
In  hke  manner,  I believe  that  perinatal 
mortality  in  all  groups  can  and  must  be 
reduced  much  further. 

I realize  fully  that  perinatal  mortality  is  a 
reflection  of  prematurity  since  it  accounts 
for  nearly  two  thirds  of  all  perinatal  deaths. 
I am  also  aware  that  there  is  still  much  more 
unknown  than  is  known  about  the  control 
and  prevention  of  prematurity. 

I am  aware,  however,  and  am  heartened 
by  the  numerous  studies  which  are  now 
being  carried  on,  and  I refer  specifically  to 
the  collaborative  study  on  cerebral  palsy 
and  other  neurologic  and  sensory  disorders 
of  infancy  and  childhood  of  which  Harold 
Abramson,  M.D.,  our  friend  and  colleague, 
is  the  project  director  of  the  participating 
group  at  New  York  Medical  College.  I 
hope  fervently  that  as  a result  of  these 
meticulous  research  studies,  a major  break- 
through will  develop  which  will  enhance  our 
knowledge  about  the  prevention  of  pre- 
maturity and  other  conditions  which  now 
contribute  greatly  to  perinatal  morbidity 
and  mortality.  It  is  not  necessary,  how- 
ever, to  wait  until  the  last  word  is  spoken 
and  until  all  unknowns  have  been  solved. 
A considerable  body  of  knowledge  already 
exists  which,  if  utilized  more  promptly  and 
applied  more  widely,  would  save  many  lives 
and  prevent  considerable  needless  morbidity 
and  mortality.  The  Premature  Care  pro- 
gram in  New  York  City  may  be  mentioned 
as  an  outstanding  example. 

Admittedly,  the  prevention  of  prematurity 
is  the  most  desirable  objective  since  even 
among  the  premature  infants  who  survive,  a 
considerable  percentage  will  suffer  from 
mental  retardation  and  neurologic  deficit. 
Many  premature  infants  however,  if  thej' 
survive  will,  in  over  50  per  cent  of  the  cases, 
grow  up  and  develop  normally  and  be  useful 
citizens.  Our  studies  in  New  York  City® 
have  indicated  that  the  survival  rate  among 
premature  infants  who  were  cared  for  in 
centers  is  four  times  higher  than  for  infants 
in  the  same  weight  categories  for  whom 
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Fig.  G.  Perinatal  mortality  rates  in  New  York  City  by  hospital  auspices  from  1950  through  1958. 


TABLE  II. — Perinatal  Mortality,  Total  and  by  Type  of  Hospitals,  New  York  City,  1950  to  1958 


Year 

lospital  P< 
Proprie- 
tary 

‘rinatal  M 

1-^ea  1 113 

Infant ' 

Number  Ratio 

/ — Perinatal — » 
Number  Rate* 

All 

City 

Number 

Ratio 

Private 

General 

1950 

2,329 

14.9 

2,574 

16.5 

4,903 

31.0 

.30,5 

46.0 

24.8 

28.0 

1951 

2,416 

14.8 

2,624 

16.1 

5,040 

30.5 

29.0 

42.1 

23.3 

27.3 

1952 

2,447 

14.9 

2 , 675 

16.3 

5,122 

.30.7 

29.7 

47.7 

23.0 

27.2 

195.3 

2,239 

13.9 

2,623 

16.2 

4,862 

29.7 

31.4 

51.2 

23.6 

28.5 

19.54 

2,320 

14.1 

2,633 

16.0 

4,953 

29.8 

29.3 

44.6 

24.5 

26.3 

1955 

2,233 

13.5 

2,921 

17.7 

5,154 

30.8 

30.4 

49.3 

22.6 

27.1 

195f) 

2,196 

13.3 

2,746 

16.6 

4,942 

29  5 

28  9 

44  4 

21.6 

23.0 

.33.1 

1957 

2,337 

14.0 

2,900 

17.4 

5,237 

30  9 

.30.3 

47.6 

22.7 

23.5 

34.3 

19.58 

2,495 

14.9 

2,958 

17.6 

5,453 

32  0 

31.9 

51.4 

23.5 

25.0 

31  9 

* Rate:  Infant  deaths  under  .seven  days  plus  fetal  deaths  twenty-eight  weeks  gestation  and  over  divided  by  live  births 
l>lus  fetal  deaths  twenty-eight  weeks  gestation  and  over  times  1,000. 


placement  was  requested  but  who  could  not 
be  accommodated. 

From  what  we  have  indicated  it  is  ap- 
parent that  perinatal  morbidity  and  mor- 
tality control  is  predicated  on  a team  effort 


and  a more  precise  knowledge  of  the  true 
causes  of  pregnancy  wastage.  Much  more 
than  is  being  done,  however,  can  be  ac- 
complished now  if  we  all  work  collaboratively . 
It  is  not  an  obstetric  or  pediatric  problem 
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Fig.  7.  Related  factors  of  perinatal  mortality  in  New  York  City;  averages  of  six  highest  and  six  lowest 

districts  in  1958. 


alone. It  is  a team  problem  including 
the  obstetrician,  pediatrician,  general  practi- 
tioner, health  officer,  nurse,  pathologist, 
anesthesiologist,  nutritionist,  social  worker, 
statistician,  health  educator,  social  scientist, 
and  research  worker  (Fig.  10).  In  closing 
I want  to  expre.ss  many  sincere  thanks  to 
Mr.  Louis  Weiner,  Mr.  Roland  Merchant, 
and  Mr.  Herbert  Rich,  all  statisticians  from 
our  Bureau  of  Records  and  Vital  Statistics, 
for  the  preparation  of  the  charts  we  have 
presented. 

It  is  now  my  pleasure  to  introduce  Jean 
Pakter,  M.D.,  who  will  speak  to  you  on  the 
utilization  of  statistics  in  a public  health 
program  in  the  control  and  prevention  of 
perinatal  morbidity  and  mortality. 
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Statistics  and  Perinatal  Mortality 

Jean  Pakter,  M.D.:  Lest  the  intro- 

duction should  misletid  you,  let  me  reassure 
you  that  I will  not  burden  you  with  a lot  of 
figures.  What  I would  like  to  emphasize 
is  the  important  facts  behind  the  figures. 

One  of  the  most  important  things  we  have 
to  learn  in  public  health,  and  this  embraces 
all  physicians  and  a.ssociafed  health  workers 
in  the  hospitals  and  the  community,  is  to 
utilize  statistics  properly.  If  statistics  are 
not  used  with  discretion  and  interpreted 
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District  Rank  in  Perinatol  Mortality  District  Rank  in  Perinatal  Mortality 

Fig.  8.  Related  factors  in  districts  with  high  and  low  perinatal  mortality  in  New  York  City  in  1958.  The  high  perinatal  rate  districts  were:  (1)  Central 
Harlem,  (2)  Bedford,  (2)  East  Harlem,  (4)  Riverside,  (5)  Mott  Haven,  and  (6)  Fort  Creene.  The  low  perinatal  ra.e  districts  were:  (25)  Astoria,  (26)  Richmond, 
(27)  Maspeth-Forest  Hills,  (28)  Fordham-Riverdale,  (29)  Flushing,  and  (80)  Bay  Ridge. 
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Let  us  consider  the  kind  of  statistical 
data  which  are  obtained  from  the  Bureau 
of  Records  and  Vital  Statistics  of  the  City 
of  New  York  Department  of  Health  and 
how  they  are  utilized. 

As  Dr.  Jacobziner  showed  with  his 
illustrations,  we  first  look  at  the  picture  in 
New  York  City  as  a whole  and  ascertain 
infant  and  fetal  death  rates,  as  well  as  the 
perinatal  mortality  rates.  It  is  naive  to 
compare  these  rates  with  those  of  other 
cities  unless  other  related  data  are  included. 

Analysis  of  Statistics. — It  is  essential 
to  obtain  data  for  the  city  as  a whole  and 

TABLE  IV. — Percentage  Change  in  Selected  Birth  Characteristics,  1950  to  1958 


TABLE  III. — Changes  in  Puerperal  and  Peri- 
natal Rates  from  1941  to  1958 


Rate  per  10,000  Live 

Births 

Decrease 

Condition 

1941 

1958 

(Per  Cent) 

Puerperal  diseases 
Perinatal 

21.9 

6.1 

72.1 

mortality 
Fetal  death 

41.4 

31.7 

23.4 

(twenty-eight 
weeks  gestation 
and  over) 

23.3 

14.5 

37.8 

Infant  death 

(under  seven 
days) 

19.1 

17.6 

7.9 

correctly,  they  can  be  misleading  rather 
than  helpful. 


1 0^0 

1 nco 

Change  from 
1950  to  1958 
(Per  Cent) 

Births 

Number 

Per  Cent 

Number 

Per  Cent 

By  ethnic  group 

White 

124,667 

80.0 

113,366 

67.6 

-15.5 

Non  white 

21,945 

14. 1 

32,546 

19.4 

+37.6 

Puerto  Rican 

9,206 

5.9 

21,863 

13.0 

+ 120.3 

By  service  in  hospital 

Private 

103,365 

66.3 

102,275 

61.0 

-8.0 

General 

50,035 

32.1 

63,270 

37.7 

+ 17.4 

By  prematurity  (under  2,501 
Gm.) 

White 

10,325 

7.7 

10,299 

7.7 

Nonwhite 

2,874 

12.8 

5,030 

15.1 

+ i8.0 

Totals 

13,199 

8.5 

15,329 

9.1 

+7.1 

By  prenatal  care  (1953  first 
year  available) 

Late  (seven  to  nine  months) 

13,414 

8.3 

24,581 

14.7 

+77.1 

None 

8,107 

5.0 

6,177 

3.7 

-26.0 
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Fig.  10.  Composition  of  a perinatal  mortality  conference. 


analyze  the  trends.  If  we  witness  a rise 
or  a lack  of  decline  in  mortality,  we  ask 
ourselves  why?  What  are  the  factors 
involved?  Is  it  lack  of  medical  care? 
Or  is  it  due  to  other  factors  such  as  pop- 
ulation change?  We  must  take  a closer  look 
at  the  city  itself.  After  all,  New  York  is  a 
big  city  with  a population  of  about  8 million 
people.  What  is  the  composition  of  this 
population? 

We  know  that  through  the  years  there 
have  been  changes  which  have  been  oc- 
curring at  a fairly  rapid  pace. 

For  example,  in  1950  the  population  in 
New  York  City  consisted  of  276,000  Puerto 
Ricans,  750,000  Negroes,  and  6,866,000 
white  persons.  In  1959  we  find  that  our 
Puerto  Rican  population  increased  to  670,- 
000,  an  increase  of  142  per  cent.  The  Negro 
population  has  gone  up  to  a million,  an 
increase  of  33  per  cent.  By  contrast,  the 
white  population  has  declined  about  10 
per  cent  and  is  currently  about  a little  over 
6 million.  The  total  population  in  New  York 
City  has  decreased  somewhat.  This  is 


primarily  because  of  a movement  out  of  the 
city  of  the  white  population.  Propor- 
tionately and  numerically  increases  have 
occurred  for  the  Puerto  Rican  and  Negro 
residents. 

The  birth  rate  for  the  white  group  has 
shown  a decline,  while  the  birth  rates  for 
the  Negro  and  Puerto  Rican  groups  have 
shown  a rise.  In  viewing  the  distribution 
of  births  by  ethnic  groups,  we  have  seen  the 
steady  rise  in  births  among  Negroes  and 
Puerto  Ricans. 

Study  of  Health  Districts. — Now  why 
does  this  concern  us?  In  studying  the 
various  health  districts  into  which  the  city 
is  divided,  we  find  a certain  pattern  emerg- 
ing, because  of  a variation  in  the  population 
composition  within  the  health  districts. 

For  example,  Central  Harlem  has  a 
predominantly  Negro  population.  East 
Harlem  is  predominantly  Puerto  Rican. 
Both  are  largely  the  result  of  the  local 
housing  accommodations  and  other  related 
social  and  economic  factors  which  have 
operated  to  evolve  these  groupings. 
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Now,  if  ill  studying  our  trends  we  see 
within  a given  district  a rise  in  the  perinatal 
mortality  over  a given  period,  we  must 
ask  ourselves  some  questions.  Has  some- 
thing been  happening  in  terms  of  medical 
care  to  this  population?  What  is  happening 
with  the  population  composition  in  the 
district?  As  a matter  of  fact,  this  should 
really  be  the  first  question. 

For  example,  consider  the  lower  East  Side 
health  district  which  some  years  ago  had  a 
very  high  mortality  rate.  In  recent  years 
this  rate  has  shown  a decline.  An  astute 
district  health  officer  would  be  aware  of  the 
facts  which  influenced  the  decline.  For- 
merly this  district  was  composed  largely  of 
lower  socioeconomic  tenements.  A large 
housing  project  then  displaced  the  slum 
buildings.  Accordingly,  the  population 
changed  to  a middle  class  socioeconomic 
group  with  a resultant  improvement  in 
perinatal  mortality  rates. 

On  the  other  hand,  a district  such  as  the 
Riverside  health  district  has  shown  a 
marked  rise  in  perinatal  mortality.  Again, 
the  (piestion  must  be  asked;  What  is  hap- 
pening within  the  district?  The  situation  in 
this  district  is  the  reverse  of  the  lower 
East  Side.  Here,  there  has  been  a marked 
shift  in  the  population  to  a lower  socio- 
economic level  consisting  predominantly  of 
Puerto  Rican  migrants  into  the  city. 

Study  of  Ethnic  and  Other  F.\ctors. — 
What  are  the  reasons  for  differences  in 
mortality  rates  as  we  see  them  in  the  three 
ethnic  groups  as  we  have  classified  them? 
The  reason  for  this  classification  becomes 
apparent  when  we  study  the  problem  further. 

The  classification  is  correlated  largely 
with  the  socioeconomic  factors.  We  know 
that  among  the  Negroes  and  Puerto  Ricans 
who  are  able  to  afford  private  services,  there 
is  a much  lower  incidence  of  premature  births 
and  a lower  infant  mortality  rate  than  is  the 
case  among  those  of  the  same  ethnic  groups 
in  the  lower  socioeconomic  brackets. 

The  term  socioeconomic  is  a fairly  broad 
(;ategory  and  deserves  more  detailed  dis- 
cussion. We  need  to  select  the  socio- 


economic factors  which  are  really  essential 
in  bringing  about  improvement.  Thus  far 
we  have  considered  statistics  a demographic 
ally,  viewing  the  city  m terms  of  the  districts 
and  of  the  patterns  within  the  districts.  A 
wide  range  of  mortality  rates  occurs  accord- 
ing to  districts  in  the  city,  varying  from 
the  high  to  the  very  low.  As  Dr.  Jacob- 
ziner  has  pointed  out,  a very  high  rate  is  seen 
in  Central  Harlem  and  a very  low  rate  in  the 
Sunset  Park  district.  These  rates  are 
correlated  with  other  factors,  such  as,  the 
proportion  of  women  in  this  district  who 
have  received  either  late  care  or  no  prenatal 
care  prior  to  delivery. 

In  the  district  with  the  highest  perinatal 
mortality  rate,  40  per  cent  of  the  pregnant 
women  received  either  late  or  no  prenatal 
care.  At  the  other  extreme  where  the 
perinatal  rate  is  low,  you  will  find  a very  low 
percentage  of  women  who  received  no  pre- 
natal care  or  late  prenatal  care. 

Now  another  factor  which  correlates  with 
mortality  is  the  incidence  of  premature 
births.  In  districts  with  a very  high  in- 
cidence of  premature  births,  14  or  lo  per 
cent,  we  find  a high  perinatal  mortality  rate. 
This  is  not  surprising  since  premature  births 
account  for  a large  proportion  of  the  perinatal 
mortality  rate. 

In  districts  with  high  rates,  the  proportion 
of  ward  service  patients  is  very  high  and  that 
of  private  patients  very  low.  This  propor- 
tion can  be  used  as  an  index  of  the  socio- 
economic level,  thus  correlating  socioeco- 
nomic status  with  mortality  rates. 

Those  districts  with  the  high  mortality 
rates  also  show  a higher  proportion  of  out-of- 
wedlock  births.  Associated  with  the  out-of- 
wedlock  births  we  find  a higher  mortality 
rate  for  the  mother,  as  well  as  for  the 
baby.  The  correlations  again  appear  for  a 
higher  incidence  of  premature  births  among 
women  who  received  either  late  care  or  no 
prenatal  care. 

Having  analyzed  all  of  these  factors  and 
having  armed  ourselves  with  all  of  these  data, 
what  is  the  next  step?  At  least  we  know 
what  the  needs  are.  These  are  indicators 
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I of  what  awaits  and  must  be  done. 

I Study  of  Facilities  and  Levels  of 
Existing  Prenatal  Care. — For  example, 
having  focused  on  the  Central  and  East 
Harlem  districts,  with  their  high  perinatal 

I mortality  rates  and  the  high  proportion  of 
women  receiving  late  and  no  prenatal  care, 
we  set  out  to  study  the  situation  in  the  dis- 
tricts regarding  facilities  and  levels  of  exist- 
ing prenatal  care.  Currently  in  New  York 
City,  99  per  cent  of  all  births  take  place  in 
hospitals.  Therefore,  attention  is  directed 
to  the  hospital  setup.  In  these  districts  the 
clinics  of  municipal  hospitals  are  over- 
crowded, understaffed,  and  taxed  beyond 
capacity.  In  one  particular  hospital,  the 
clinic  was  so  busy  that  not  more  than  half  the 
patients  seen  in  the  prenatal  clinic  could 
possibly  be  delivered  in  the  hospital.  Hav- 
ing ascertained  these  deficiencies,  what  could 
be  done  to  facilitate  prenatal  care?  We 
reviewed  all  community  resources  that  would 
be  of  value  in  solving  the  problem. 

We  turned  to  the  voluntary  ho.spifals  in 
these  districts  to  see  whether  their  clinic 
facilities  could  be  extended  and  expanded  to 
care  for  additional  prenatal  patients.  Ex- 
cellent cooperation  was  giv^en  by  such  vol- 
untary hospitals  as  New  York,  Lenox  Hill, 
Mount  Sinai,  and  Flower  and  Fifth  Avenue 
Hospitals  by  increasing  their  bookings  of 
patients  in  the  prenatal  clinics.  This  is  an 
illustration  of  the  kind  of  follow-through 
which  is  indicated  on  the  basis  of  a statistical 
analysis  of  needs. 

Use  of  St.\tistics  in  Measuring  Re- 
sults.— What  is  another  area  in  which  our 
data  can  be  applied?  Statistical  data  can  be 
used  as  a means  of  measuring  results.  Fol- 
lowing a period  of  a year  or  two  years,  we 
can  look  at  our  results  in  terms  of  the  peri- 
natal rates  in  these  districts. 

If  we  have  succeeded  in  improving 
prenatal  care  sufficiently  and  if  the  perinatal 
rate  has  shown  a decline,  perhaps  we  can 
say  that  it  is  due  to  improved  prenatal  care, 
and  I say  perhaps  guardedly,  because  there 
may  be  parallel  factors  which  are  improving 
the  situation. 


It  is  possible  that  the  people  in  the  district 
have  bettered  themselves  socioeconomically. 
They  may  now  be  living  in  a housing  situa- 
tion which  is  much  more  salutary;  perhaps 
their  entire  way  of  life  has  improved.  And  so 
it  is  necessary  to  be  careful  in  evaluating 
progress.  One  should  not  assume  that 
any  single  factor  may  necessarily  have  been 
re.sponsible  for  bringing  about  a change. 
Related  factors  must  be  borne  in  mind,  such 
as  population  changes  and  all  other  environ- 
mental factors.  We  realize  that  medical 
caz’e  will  not  be  the  sole  determining  factor. 

Hospital  Care. — At  the  pre.sent  time 
there  are  9.^  hospitals  giving  maternity  care 
in  New  York  City.  These  fall  into  three 
categories:  the  municipal,  which  are  pre- 
sumed to  care  for  the  medical  needs  of 
the  indigent;  the  voluntary  hospitals,  which 
have  a combination  of  private  and  ward 
services;  and  the  proprietary  hospitals, 
which  cater  only  to  private  patients.  Now 
in  these  three  categories  of  hospitals  we  see 
a variation  in  perinatal  mortality. 

It  is  naive  to  think  that  medical  care 
alone  in  the  hospitals  would  be  the  influenc- 
ing factor  in  perinatal  mortality.  We  have 
found  that  municipal  hospitals  have  the 
highest  perinatal  mortality  rates  and  the 
proprietaiy  hospitals  the  lowest.  The  vol- 
untary hospital  mortality  rates  fall  in  be- 
tween. Within  the  voluntary  hospitals,  we 
find  differences  in  perinatal  mortality  rates 
for  the  private  services  and  ward  services. 
The  rate  in  a voluntary  hospital  may  be 
influenced  by  the  proportion  of  the  ward 
services.  We  found  that  a teaching  hospital 
which  attracted  complicated  cases  might 
have  a \’ery  high  perinatal  mortality 
rate. 

Certainly  there  are  other  factors  besides 
medical  care  occurring  in  the  ho.spital  which 
influence  the  perinatal  mortality  rates.  If  a 
municipal  hospital  had  a perinatal  rate  of 
50  per  1,000  live  births  and  fetal  deaths,  it 
would  not  necessarily  mean  that  the  hospital 
was  rendering  poor  care.  The  hospital 
might  be  rendering  a high  level  of  care,  but 
the  composition  of  patients  is  such  as  to 
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contribute  much  higher  rates.  We  can 
speak  of  the  extrinsic  factors,  such  as  the 
composition  of  the  population  entering  the 
hospital,  the  incidence  of  premature  births 
of  this  population,  whether  these  people 
come  in  to  be  delivered  without  having  at- 
tended the  prenatal  clinic,  and  whether  the 
women  were  brought  in  by  ambulance  or 
by  any  other  means  and  delivered  without 
any  prior  care. 

The  second  category  might  be  called  the 
intrinsic  factors,  namely,  obstetric  and 
pediatric  care  factors  where  quality  of 
care  is  an  influence.  In  this  area,  there  are 
many  factors  which  deserve  a close  look. 
For  example,  is  the  house  staff  capable? 
Are  they  properly  supervised?  Are  they 
left  alone  to  such  an  extent  as  to  influence 
perinatal  rates  unfavorably?  Is  there  a 
lack  of  policies  to  control  procedures? 
These  are  some  of  the  things  that  have  to 
be  evaluated  within  the  hospital. 

It  would  be  of  importance  to  establish  a 
basic  perinatal  mortality  rate.  If  one 
merely  regards  the  perinatal  rate  of  a 
hospital  without  regard  to  the  extrinsic 
factors,  it  can  be  misleading. 

The  perinatal  rates  should  be  valuable 
to  the  hospital  staff  and  the  administrators, 
too,  provided  there  is  cognizance  of  the  fac- 
tors which  affect  the  perinatal  rates.  It  is 
the  plan  of  the  City  of  New  York  Depart- 
ment of  Health  to  supply  information  to 
hospitals  on  their  perinatal  mortality  for  a 
period  of  several  years  so  that  the  trend  can 
be  studied.  In  one  hospital,  to  illustrate, 
it  was  found  that  the  perinatal  rate  rose, 
but  it  was  noted  also  that  at  this  particular 
hospital  the  ward  service  had  increa.sed 
enormously,  that  they  had  an  increase  in 
premature  births,  and  that  they  had  an 
increased  number  f)f  patients  who  had  been 
admitted  into  the  hospital  and  who  had 
received  little  or  no  prenatal  care.  Evi- 
dently something  was  happening  in  terms  of 
the  population  composition  in  the  hospital 
which  could  very  well  account  for  the  in- 
crease in  the  perinatal  mortality  rate. 

The  usefulness  of  statistics  to  the  staff 


administration  of  the  hospital  cannot  be 
overestimated.  If  within  a given  category 
of  hospital,  such  as  the  proprietary  group, 
we  see  one  hospital  with  a rate  which  is 
significantly  higher  than  the  rest  of  this 
group,  then  we  have  every  incentive  to  look 
into  the  situation  in  this  hospital  to  ascertain 
the  factors  which  might  affect  the  rate  ad- 
versely. And,  of  course,  in  reverse,  we 
could  ask  of  the  hospital  which  has  a peri- 
natal rate  lower  than  the  average,  what  prac-  I 
tices  are  in  effect  to  create  a salutary  effect.  i 
But  we  must  compare  similar  things.  This  ' 
is  an  obvious  statement,  but,  unfortunately,  * 
it  is  too  often  overlooked. 

So  too  can  the  hospital  within  its  own 
framework  use  statistics  as  a measure  of 
progress.  The  stati.stical  data  can  provide  ' 
the  background  for  perinatal  mortality  ’ 
conferences. 

Speci.-vl  Problems  for  Investig.xtion. — 
Another  application  of  perinatal  mortality  ^ 
stati.stics  is  in  relation  to  special  problems  | 
for  investigation.  For  example,  we  know 
that  prematurity  has  a very  significant  in- 
fluence on  perinatal  mortality.  We  know 
that  we  could  cut  our  perinatal  mortality 
more  than  half  if  we  could  eliminate  these 
premature  births,  an  accomplishment  easier 
said  than  done. 

What  are  we  doing  about  this?  We  have 
tried  to  increase  the  survival  rates  of  the 
prematurely  born  by  means  of  a rather 
elaborate  program.  Premature  centers  to 
take  care  of  the  premature  infants  who  need 
intensive  care  have  been  in  operation  for 
about  ten  years.  They  number  12  at  the 
present  time  and  are  scattered  throughout 
the  city,  with  a few  more  under  construction. 

We  have  succeeded  in  saving  hundreds  of 
lives  over  the  years  by  this  means,  but  it  is 
not  going  to  affect  the  perinatal  mortality 
significantly  until  we  find  ways  of  reducing 
premature  births. 

We  are  also  .studying  the  problem  of  the 
out-of-wedlock  births  at  the  present  time. 

By  means  of  the  statistical  tools  previously 
mentioned,  we  watch  the  trends,  the  ethnic 
composition  of  the  out-of-wedlock  births. 
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the  areas  of  the  city  in  which  most  of  them 
are  concentrated,  the  age  distribution  of 
these  girls,  their  mortality,  their  compli- 
cations during  pregnancy,  and  when  hospital 
services  are  utilized. 

We  know,  for  example,  that  most  of  our 
out-of-wedlock  births  are  occurring  in  the 
municipal  hospitals  and  in  the  ward  serv- 
ices of  the  voluntary  hospitals.  We  know 
from  our  statistical  data  that  only  about  10 
per  cent  of  these  out-of-wedlock  girls  are 
receiving  shelter  care. 

Summary. — Thus,  it  is  obvious  that  a 
variety  of  very  useful  data  are  obtainable 
through  our  statistics.  It  should  be  em- 
phasized again  that  statistics  can  be  abused 
if  they  are  not  correlated  with  the  appro- 
priate facts.  The  comparison  of  hospital 
rates  without  consideration  of  the  popula- 
tion composition  is  not  useless,  but  it  is 
misleading.  The  same  holds  true  in  watch- 
ing perinatal  rates  within  the  health  dis- 
tricts of  the  city. 

Vital  statistics  tell  a story  if  they  are 
read  properly.  Statistics  are  helpful  in 
telling  what  needs  to  be  done,  to  point  up 
the  problems.  Doctors  in  general  are  an- 
alytical and  want  to  evaluate  the  quality 
of  medical  care.  On  the  other  hand,  one 
must  bear  in  mind  all  other  factors  which 
are  productive  in  bringing  about  increased 
survival  rates. 

If  we  are  going  to  get  anywhere  in  terms 
of  really  reducing  our  perinatal  mortality 
rate  in  New  York  City,  the  Department  of 
Health  cannot  do  this  alone.  Neither  can 
the  obstetricians  or  pediatricians  do  it 
alone.  We  need  concerted  community  effort 
on  all  fronts.  I know  this  is  a cliche,  but 
the  more  you  study  facts  and  figures,  the 
more  you  realize  that  this  is  the  only  way 
we  are  going  to  achieve  a diminution  in 
our  perinatal  mortality  rate. 

Dr.  Jacobziner  : Thank  you  very  much. 
Dr.  Pakter,  for  giving  us  a very  fine  dis- 
course on  the  utilization  of  statistics  in  the 
program  of  control  and  prevention  of 
perinatal  mortality. 

We  will  hoar  from  Edwin  M.  Gold,  M.D., 


who  will  tell  us  about  the  role  of  the  ob- 
stetrician in  the  control  and  prevention  of 
morbidity  and  perinatal  mortality. 

The  Obstetrician  and  Perinatal 
Mortality 

Edwin  M.  Gold,  M.D.  : — The  role  of  the 
obstetrician  in  preventing  perinatal  mor- 
tality and  morbidity  is  most  important.  In 
the  final  analysis,  he  must  decide  on  the 
elimination  of  errors  of  commission  as  well 
as  of  omission.  Dr.  Jacobziner  mentioned 
that  there  is  a large  body  of  knowledge 
that  we  have  already  which,  if  correctly 
applied,  might  improve  the  currently  static 
perinatal  mortality  rate.  With  this  I agree. 

Figure  1 demonstrates  the  two  compo- 
nents of  perinatal  mortality,  namely,  the 
early  neonatal  or  early  infant  deaths  under 
one  week  and  the  intrauterine  deaths  or 
stillbirths  or  fetal  deaths  of  twenty-eight 
weeks  gestation  and  over. 

Figure  11  is  a compilation  of  neonatal 
deaths  by  cause  in  New  York  City  for  the 
years  1949  through  1958.  By  definition, 
neonatal  deaths  are  those  that  occur  in  the 
first  month  of  life.  However,  as  obstetri- 
cians we  are  acutely  aware  of  the  fact  that 
90  per  cent  of  the  deaths  in  the  first  month 
of  life  occur  in  the  first  week  of  life.  Of 
these,  the  vast  majority  occur  within  the 
first  twenty-four  hours.  Thus  the  obstetric 
responsibility  is  high.  As  you  can  see,  the 
four  dominant  causes  of  neonatal  mortality 
are:  (1)  immaturity,  (2)  postnatal  asphyxia 
and  atelectasis,  (3)  congenital  malforma- 
tion, and  (4)  birth  injury. 

Anoxia. — It  has  been  said  that  the  basic 
pathology  in  perinatal  loss  is  that  related 
to  anoxia.  Table  V is  an  analysis  of  per- 
inatal mortality  in  New  York  City  for  195G 
from  the  point  of  view  of  the  anoxic  versus 
the  nonanoxic  components.  We  found  that 
46  per  cent  of  the  perinatal  deaths  were 
associated  with  an  anoxic  factor,  or  51  per 
cent  in  full-term  infants  and  51  and  43  per 
cent  in  premature  infants. 

Diabetes. — Among  the  fetal  deaths,  the 
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Fig.  11.  Ncoiiiital  deaths  by  cause  in  New  York  City  from  1949  through  1958. 


maternal  conditions  of  diabetes  and  toxemia 
wore  important  complications  a.ssociated 
with  an  anoxic  factor.  In  reducing  the 
perinatal  loss  a.ssociated  with  maternal 
diabetes,  the  obstetrician  has  availed  him- 
•self  of  preconceptional  evaluation  of  the 
woman  who  has  experienced  a past  history 
of  obstetric  loss.  This  might  be  habitual 


abortion,  previous  stillbirth,  or  previous 
premature  birth.  Preconceptional  glucose 
tolerance  tests  are  beginning  to  unearth 
either  obvious  frank  diabetes  or  latent  or 
glucose  tolerance  diabetes.  Being  fore- 
warned, we  can  conduct  the  subsequent 
pregnancy  in  such  patients  so  as  to  assure 
an  antepartum  course  that  is  free  from 


i:i04 


New  York  State  J.  Med. 


PREVENTION  AND  CONTROL  OF  PERINATAL  MORBIDITY  AND  MORTALITY 


TABLE  V. — Classification  of  Deaths  as  to 
Anoxic  or  No  Anoxic  Component  (Illustrations 
OF  Major  Causes) 


Deaths 

Anoxic 

No 

anoxic 

Fetal 

Causes  and  conditions  in  the 
mother 

Diabetes  mellitus 

X 

Toxemia  of  pregnancy 

X 

Causes  determined  in  the 
fetus,  placenta,  and  cord 
Prolapsed,  ruptured  um- 
bilical cord 

X 

Placenta  previa 

X 

Premature  separation  of 
normally  implanted  pla- 
centa 

X 

Anecephalus 

X 

Hydrocephalus 

X 

Erythroblastosis 

X 

Maceration,  cause  not 
specified 

X 

Early  infant 
Monstrosity 

X 

Congenital  malformations  of 
digestive  system 

X 

Introcranial  and  spinal  in- 
jury at  birth 

X 

Postnatal  asphyxia  and 
atelectasis 

X 

Pneumonia  of  newborn 

X 

Immaturity  (unqualified) 

X 

ketosis.  We  can  plan  for  interruption  of 
the  pregnancy  at  an  appropriate  time  to 
ensure  a liveborn  healthy  infant. 

Toxemia  of  Pregnancy. — Toxemia  of 
pregnancy  is  the  second  consideration. 
Both  Dr.  Jacobziner  and  Dr.  Pakter  have 
stated  that  deficiencies  in  prenatal  care 
loom  large  as  a factor  in  perinatal  loss. 
Many  factors  contribute.  The  population 
compo-sition  change  in  New  York  City  has 
caused  an  increase  in  births  in  the  lower 
socioeconomic  level  patients,  namely  the 
nonwhite  and  the  Puerto  Rican  groups. 
This  type  of  clientele  comprises  large  num- 
bers of  patients  having  late  or  no  prenatal 
care.  Thus  complications  of  pregnancy  are 
higher  in  this  group.  The  toxemia  of 
pregnancy  is  one  of  the  complications  seen 
with  greater  frequency  in  this  group.  In 
addition,  nutritional  problems  contributing 
to  the  development  of  toxemia  of  pregnancy 
are  likewi.se  more  prevalent.  It  is  to  this 
group  that  we  must  bring  early  and  con- 
tinuous prenatal  care. 


Deficit  of  Prenatal  C.are. — Yet  from 
an  obstetric  point  of  view  there  is  actually  a 
deficit  of  prenatal  care.  Many  of  the  mu- 
nicipal ho.spital  clinics  are  so  crowded  with 
prenatal  patients  that  adequate  prenatal 
care  cannot  be  rendered  in  the  time  allotted 
to  the  medical  staff  available.  More  (juali- 
fied  phy.sicians  are  needed,  but,  unfortu- 
nately, the  deficit  of  qualified  ob.stetric  at- 
tending physicians  increases.  We  train  our 
re.sidents,  ljut  on  completion  of  their  train- 
ing the.se  young  men  leave  the  city  environs 
to  practice  out  on  Long  Island,  in  metro- 
politan New  Jersey,  or  in  other  greener 
pastures,  further  compounding  the  deficit 
and  leaving  many  unfilled  positions  on  our 
attending  staff'  roster.  This  then  is  another 
part  of  the  obstetric  problem. 

Application  of  Information. — Avail- 
able information  is  properly  applied  in  most 
in.stitutions.  For  example,  in  placenta  pre- 
via the  adoption  of  the  attitude  of  expect- 
ancy is  productive  of  lowered  perinatal 
loss.  We  no  longer  rush  in  to  interrupt 
pregnancy  if  this  type  of  bleeding  complica- 
tion occurs  in  the  third  trimester.  We 
temporize,  in  the  interest  of  securing  greater 
viability  of  the  infant.  We  keep  ahead  of 
blood  loss  by  keeping  our  patient  in  the 
hospital.  She  is  typed  and  cross-matched, 
and  blood  is  kept  readily  available.  Under 
this  regimen  we  can  step  in  at  any  time  our 
hand  is  forced. 

With  abruptio  placentae  on  the  other 
hand,  we  adopt  a more  dynamic  attitude. 
The  termination  of  a mild  case  offers  much 
better  perinatal  .salvage  than  waiting  until 
fulminating  ma.ssive  placental  separation 
occurs.  These  patients  are  hospitalized 
immediately.  The  membranes  are  rup- 
tured. Labor  is  stimulated  with  intra- 
venously administered  oxytocic  agents.  The 
blood-clotting  mechanism  is  evaluated  to 
detect  clotting  deficit  or  is  treated  with 
fibrinogen  where  necessary.  Pregnancy  is 
terminated  early  in  the  course  of  this  com- 
plication, in  the  interest  of  the  infant. 

In  the  area  of  isoimmunization,  certain 
errors  of  omission  have  been  detected.  It  is 
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noted  as  we  peruse  hospital  records  that 
known  Rh  negative  patients  occasionally 
have  had  no  titer  studies  during  the  ante- 
partum period.  Conversely,  we  have  seen 
records  where  rising  titers  have  been  noted 
during  pregnancy,  but  no  preparation  has 
been  made  at  delivery  for  immediate  evalu- 
ation of  the  infant  or  for  exchange  trans- 
fusion, and  perinatal  loss  eventuates. 

In  the  early  infant  death  component  of 
perinatal  loss,  the  major  causes  of  prema- 
turity and  postnatal  asphyxia  and  atelec- 
tasis are  obstetrically  interrelated.  We 
have  much  knowledge,  but  we  do  not  al- 
ways apply  it  in  relation  to  prematurity. 
We  should  evaluate  the  patient  for  the 
possibility  of  an  incompetent  cervical  os. 
In  the  interval  between  pregnancies  the 
Lash’  operation  for  repair  of  the  incompetent 
internal  os  should  be  applied.  When  the 
diagnosis  is  made  during  a pregnancy,  the 
Shirodkar-Barter^  procedure  for  closing  the 
incompetent  os  should  be  attempted. 

Multiple  Gestation. — Multiple  gesta- 
tion is  frequently  associated  with  premature 
birth  and  prematurity.  Its  early  diagnosis 
is  essential  if  we  are  to  give  such  patients 
adequate  rest  in  the  last  trimester  of  preg- 
nancy, so  as  to  obviate  the  gravitational 
forces  causing  premature  rupture  of  the 
membranes  and  in  this  way  perhaps  prevent 
the  onset  of  premature  labor.  From  the 
intrapartum  viewpoint,  the  management  of 
the  second  twin  is  important.  A growing 
body  of  evidence  is  accumulating  which 
shows  that  the  second  twin  does  not  fare 
as  well  as  the  first.  Thus  our  mode  of 
delivery  for  the  second  twin  deserves  re- 
evaluation.  Version  and  extraction  are 
being  replaced  by  simple  amniotomy  of  the 
second  sac  and  restimulation  of  labor  with 
intravenous  oxytocic  agents  followed  by 
vertex  delivery. 

Postnatal  Asphyxia  and  Atelectasis. 
— Recently,  the  Special  Committee  on 
Infant  Mortality  of  the  Medical  Society  of 
the  County  of  New  York  evaluated  the 
problem  of  postnatal  asphyxia  and  atelec- 
tasis, with  or  without  hyaline  membrane 


disea.se,  as  a cause  of  perinatal  mortality. 
In  the  cour.se  of  this  evaluation,  the  prac- 
tices employed  in  the  delivery  room  in 
immediate  evaluation  of  the  infant  after 
birth  and  the  principles  of  neonatal  resus- 
citation employed  were  scrutinized.  It  was 
surprising  to  the  Committee  to  realize  that 
many  gaps  exist  in  our  knowledge  of  the 
physiology,  pharmacology,  and  clinical  man- 
agement of  neonatal  resuscitation  problems. 
The  Special  Committee  on  Infant  Mortality 
and  also  the  Committee  on  Fetus  and  New- 
born of  the  American  Academy  of  Pediatrics 
have  elucidated  a simple  acceptable  routine 
for  neonatal  resuscitation.  The  use  of  the 
recommended  routine  should  be  fostered  on 
all  maternity  services  to  reduce  further 
perinatal  loss  from  asphyxial  causes. 

In  this  context,  too,  the  entire  question 
of  the  relief  of  pain  in  the  management  of 
labor  is  one  that  bears  examination.  The 
use  of  polydrug  analgesia  during  labor  and 
of  premedication  prior  to  terminal  anes- 
thesia at  delivery  merits  re-evaluation. 
The  role  of  the  obstetric  anesthesiologist 
as  a member  of  the  delivery  team  is  like- 
wise of  importance. 

Distress  in  Utero. — Another  major 
contributing  factor  in  anoxic  perinatal  mor- 
tality is  fetal  distress  in  utero.  We  know 
what  the  clinical  manifestations  of  fetal 
distress  are.  We  define  them  glibly.  But 
actually  how  are  the  well-known  clinical 
manifestations  correlated  with  the  state  of 
the  fetus  in  utero?  What  alterations  in 
chemistry  are  going  on?  What  is  happening 
in  the  unsalutary  environment?  Is  there  an 
optimum  time  for  the  obstetrician  to  inter- 
vene before  irreversible  damage  is  done? 
These  are  all  questions  that  are  undergoing 
research  at  the  present  time. 

I am  sure  that  you  are  all  conversant  with 
the  work  that  Edward  H.  G.  Hon,  M.D., 
is  doing  at  Yale.  By  securing  continuous 
electrocardiographic  tracings  of  the  fetal 
heart  during  labor  he  has  elucidated  pat- 
terns which  are  related  to  the  fate  of  the 
fetus  in  utero.  These  researches  may  en- 
able us  in  time  to  decide  more  quantita- 
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TABLE  VI. — Perinatal  and  Infant  Mortality  Rates  per  Thousand  Births  by  Mode  of  Delivery, 

New  York  City,  1955 


Mode  of 
Delivery 

live 

Births 

Fetal 
Deaths 
Twenty- 
Eight 
Weeks  and 
Over 

Infant 

Deaths 

Under 

Seven 

Days 

. — —Perinatal  Mortality  Rates — - 
Fetal  Infant 

Total  Deaths  Deaths 

Total 
Infant 
Death  Rate 

Spontaneous 

delivery 

95,472 

1,159 

1,496 

27,5 

12.1 

15.7 

23.9 

Forceps 

53,494 

282 

399 

12.7 

5.3 

7.5 

12.2 

Breech 

5,122 

305 

357 

553 

166.1 

69,7 

108.0 

125.3 

Version 

25 

28 

160,6 

82.0 

91.8 

104.9 

Cesarean  section 

8,358 

172 

277 

52.6 

20.6 

33.1 

42.7 

Other  operative 
procedures 

48 

33 

9 

Not  stated 

2,351 

205 

159 

Totals 

165,150 

2,233 

2,921 

30.8 

13.5 

17.7 

25.8 

lively  when  to  remove  the  fetus  from  its 
anoxic  environment.  H.  Prystowsky,  M.D., 
in  Florida,  is  working  on  estimations  of 
oxygen  saturation  changes  in  placental  lake 
blood  during  labor.  These  researches  bear 
great  promise. 

Birth  Injury. — The  problem  of  birth 
injury  as  a cause  of  early  neonatal  death 
likewise  concerns  the  obstetrician.  Birth 
injury  as  a cause  of  early  neonatal  death  is 
being  reduced  rapidly.  The  regulations 
that  most  hospitals  have  with  regard  to  the 
performance  of  operative  delivery,  whether 
vaginal  or  abdominal,  by  qualified  obstetri- 
cians, or  the  need  in  such  ca.ses  for  consul- 
tation with  a qualified  obstetrician,  are 
reasons  for  the  reduction  of  birth  injury 
as  a cause  of  early  neonatal  mortality. 
The  pathologist  gives  us  another  good 
reason.  Lotte  Strauss,  M.D.,  of  our  own 
Special  Committee  on  Infant  Mortality 
tells  us  that  much  of  what  has  previously 
been  called  birth  trauma  is  actually  a 
pathologic  condition  secondary  to  the  effects 
of  intrauterine  anoxia.  Many  of  the  so- 
called  pathologic  lesions  previously  as- 
cribed to  trauma  from  operative  vaginal 
delivery  are  due  rather  to  oxygen  depriva- 
tion in  the  course  of  prolonged  labor  or  in 
the  cour.se  of  injudiciously  applied  agents 
for  the  potentiation  or  .stimulation  of  labor. 

Mode  of  Delivery. — The  mode  of 
delivery  likewi.se  is  related  to  perinatal  loss. 


Table  VI  shows  the  perinatal  mortafity  by 
mode  of  delivery  in  New  York  City  for  the 
year  1955.  The  perinatal  mortality  asso- 
ciated with  spontaneous  delivery  is  27.5  per 
thousand  births.  With  forceps  delivery 
the  rate  is  12.7  per  thousand.  With  breech 
delivery  and  version,  the  rates  jump  to 
166.1  and  160.6  per  thousand,  respectively. 
The  perinatal  mortality  associated  with 
cesarean  section  is  52.6  per  thousand. 
These  modes  of  delivery  are  the  main  reason 
for  the  recommendation  to  the  directors  of 
obstetric  services  that  they  set  up  the  con- 
sultation criteria  referred  to  earlier,  namely, 
that  operative  delivery  be  done  only  by  the 
quafified  obstetrician. 

Perinatal  Mortality  Conference. — 
Obstetricians  have  a role  to  play  in  actually 
self-examining  their  own  results.  This  is 
the  role  that  we  think  probably  will  pay  off 
best  in  the  long  run.  The  concept  of  the 
development  of  self-examination  or,  as  we 
like  to  call  it,  the  perinatal  mortality  con- 
ference at  the  hospital  level  gives  us  a num- 
ber of  opportunities  in  various  directions. 

First  and  foremost,  it  enables  us  as  a 
group  attending  this  type  of  situation  to  see 
the  errors  of  omission  and  commission  that 
have  occurred  in  obstetric,  pediatric,  and 
anesthesia  areas. 

Also  we  have  a tremendous  opportunity 
to  see  from  these  errors  of  omission  and 
commission  a crystallization  of  thinking  on 
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how  best  to  manage  specific  types  of  situa- 
tions. Here  is  the  opportunity  for  the 
hospital  obstetric  staffs  not  to  have  to  ac- 
cept something  arbitrarily,  but  rather  to 
crystallize  their  own  thoughts  on  the  best 
means  of  handling  situations. 

Finally,  there  is  the  golden  opportunity 
of  having  good  perinatal  pathologists  give 
us  more  meaningful  anatomic  information  as 
to  cause  of  death  along  lines  of  perinatal 
pathology.  It  is  unfortunate  in  this  re- 
gard that  we  do  not  have  sufficient  numbers 
of  well-trained,  sincere,  and  interested 
perinatal  pathologists  available  to  us.  At 
present,  the  number  of  autopsies  that  are 
being  done  is  now  rather  sparse. 

We  certainly  feel  a need  for  the  develop- 
ment of  the  field  of  perinafal  pathology. 
More  autopsies  must  be  secured  and  done  by 
trained  and  knowledgeable  people  so  that 
we,  the  clinicians,  can  derive  benefits 
therefrom. 

Also,  if  obstetricians  are  going  to  con- 
tribute accurately  to  the  statistics  from 
which  pinpointing  can  be  done,  the  filling 
out  of  the  vital  statistics  documents  and  of 
the  birth  and  fetal  death  certificates  has  got 
to  be  more  carefully  completed,  if  the  in- 
formation is  going  to  mean  anything. 

Comment. — I also  would  like  to  reiterate 
in  closing  what  Dr.  Jacobziner  and  Dr. 
I’akter  said  about  there  being  another  void 
in  our  knowledge.  That  void  is:  What 

happens  to  the  infants  who  are  actually  not 
dead  but  who  are  perinatal  morbidity  prob- 
lems, the  handicapped?  This  is  an  area 
that  is  being  investigated  at  the  present 
time,  and  I am  sure  that  a tremendous 
amount  of  information  is  going  to  accrue. 

There  are  one  or  two  additional  points 
that  I would  like  to  raise  to  provoke  some 
discussion  from  the  audience.  There  is 
statistical  evidence  of  a rising  perinatal 
mortality  rate.  There  is  also  evidence  of  a 
rising  cesarean  section  rate.  More  and 
more  cesarean  sections  are  being  done  be- 
cause of  “fetal”  distress”  with  no  salutary 
effect  on  perinatal  mortality.  At  the  same 
time  there  appears  to  be  an  increased 


utilization  of  o.\ytocics  for  elective  induction 
or  stimulation  of  labor.  In  my  mind  these 
three  facts  do  not  seem  to  jibe. 

Another  fact  that  I would  like  to  mention 
is,  we  are  faced  with  ho.spital  personnel 
shortage.  How  carefully  is  the  individual 
obstetric  patient  observed  in  the  labor  and 
deliv^ery  suite  of  the  average  ho.spital? 

In  my  own  institution  we  have  standing 
orders.  For  example  the  fetal  heart  rate  is 
supposed  to  be  listened  to  every  fifteen 
minutes  during  labor,  and  it  is  suppo.sed 
to  be  listened  to  at  every  pain  during  the 
.second  stage  of  labor.  Well,  I do  not  think 
we  have  sufficient  personnel  to  do  that. 
This  is  a question  that  I would  like  to  add 
to  tho.se  raised  by  Dr.  Pakter  on  the  things 
that  we  must  inv'estigate. 

How  can  w^e  get  additional  personnel, 
and  how  will  additional  personnel  perhaps 
atso  change  the  picture  of  perinatal  mortality 
and  make  the  birth  process  as  .safe  today  for 
the  baby  as  it  is  for  the  mother? 
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Sitnimary 

Dr.  J.vcobzinek:  Thank  you  very  much, 
Dr.  Gold.  I think  we  will  summarize  and 
then  open  the  forum  for  (luestions.  Dr. 
Pakter  outlined  the  reasons  for  obtaining 
statistics  and,  moreov^er,  how  they  should 
be  obtained.  In  .solving  this  problem,  we 
must  think  of  the  future.  What  of  the 
future?  We  have  to  lower  the  prev'ailing 
high  perinatal  mortality  and  morbidity  rate. 
Certain  challenges  and  goals  hav'e  been 
outlined,  but  we  must  hav'C  the  proper  tools. 
The  study  of  perinatal  mortality  and 
morbidity,  and  I would  like  to  put  morbidity 
first,  lends  it.self  for  solution  to  the  same 
epidemiologic  methods  as  do  all  other  di.sea.se 
conditions.  Only  by  getting  reliable  stati.stics 
and  analyzing  them  scrupulously  and  in- 
telligently will  we  obtain  the  facts.  Only  b}" 
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obtaining  the  facts  will  we  be  able  to 
formulate  sound  preventive  measures. 

Dr.  Pakter  also  indicated  why  and  how 
we  use  statistics  at  the  present  time.  I am 
very  much  interested  in  the  out-of-wedlock 
births.  If  you  recall,  she  pointed  out  the 
fact  that  the  nonwhite  in-wedlock  birth 
has  a higher  mortality  rate  than  the  out-of- 
wedlock  white,  even  though  the  out-of- 
wedlock  white  is  of  a high-risk  group. 

We  disclosed  the  same  findings  in  studying 
births  according  to  the  category  of  the 
physician  in  attendance,  that  is,  whether  he 
was  a diplomate,  a general  practitioner,  or  a 
nondiplomate  doing  obstetrics  only.  We 
found  that  when  the  occupation  of  the  father 
was  taken  as  the  index  of  socioeconomic 
conditions,  infants  in  the  highest  occupa- 
tional category  or  socioeconomic  group 
among  the  nonwhites  showed  a higher  per- 
inatal morbidity  rate  than  those  in  the  low- 
est category  in  the  whites.  They  also  had 
less  prenatal  care,  and  there  was  a lower 
percentage  of  deliveries  by  speciali.sts  or 
diplomates  than  for  those  in  the  poorest 
white  category.  It  is  possible  that  while  we 
do  not  discriminate  against  any  nonwhite 
officially  in  a hospital  or  by  a physician  in 
attendance,  some  subtle  factors  may  enter 
there.  The  nonwhite  person  may  feel  that 
.she  is  not  wanted  at  a certain  specialist’s 
office  or  that  certain  hospitals  may  not  want 
to  cater  to  this  group.  Hence  these  women 
do  not  seek  such  services,  and  I think 
sociologically  and  psychologically  we  have 
to  overcome  these  subtle  factors  which  are 
not  revealed  in  statistics. 

Dr.  Pakter  further  said  that  one  must  be 
very  analytic  in  interpreting  statistics  and 
in  the  utilization  of  the  statistics.  For 
instance,  she  indicated  that  you  cannot  say 
that  since  the  New  York  City  perinatal 
mortality  rate  is  32.4  per  thousand,  there- 
fore, any  hospital  which  has  a higher  rate 
than  this  is  necessarily  providing  poor  care. 
Not  only  must  you  place  these  hospitals 
into  their  own  categories,  based  on  popula- 
tion composition,  but  also  even  within  their 
own  categories  appropriate  differentiations 


must  be  made. 

Dr.  Stone,  for  example  runs  the  service 
at  the  Metropolitan  Ho.spital.  He  also 
runs  the  obstetric  service  at  Flower  and 
Fifth  Avenue  Hospitals.  I venture  to  say 
that  the  perinatal  mortality  rate  he  ob- 
tains at  Flower  and  Fifth  Avenue  is  far 
better  than  the  rate  he  obtains  at  Metro- 
politan Hospital,  and  for  the  reasons  al- 
ready mentioned,  namely,  a variation  in 
population  composition.  One  cannot  com- 
pare the  rate  at  Metropolitan  Hospital 
which  has  55  per  cent  or  more  Puerto  Rican 
patients  with  that  of  another  city  hospital 
with  a high  percentage  of  white  patients. 
One  must  be  careful,  as  Dr.  Pakter  so  care- 
fully and  rightly  indicated,  in  assessing  the 
facts  which  are  obtained.  Only  then  will 
you  be  able  to  arrive  at  sound  conclusions. 

Dr.  Pakter  raised  many  more  important 
points  but  the  time  is  fleeting,  and  so  I will 
turn  to  Dr.  Gold. 

Dr.  Gold  indicated  the  causes  of  neonatal 
mortality,  po.stneonatal  mortality,  infant 
mortality,  perinatal  mortality,  and  so  on, 
and  stres.sed  the  fact  that  three  conditions 
are  responsible  for  80  per  cent  of  neonatal 
deaths,  namely,  prematurity,  postnatal  as- 
phyxia and  atelectasis,  and  congenital  mal- 
formations. He  included  birth  injuries  too; 
but  the  preceding  three  conditions  alone  are 
responsible  for  80  per  cent  of  all  neonatal 
deaths,  and  goodness  only  knows  the  true 
extent  of  the  morbidity  for  which  these 
conditions  are  responsible.  There  are  vari- 
ous gradations  of  wellness  and  illness,  per- 
ceptible and  nonperceptible. 

Dr.  Gold  asked  an  important  question 
which  I cannot  answer  about  personnel: 
what  to  do  about  obstetric  personnel  which 
is  badly  needed.  I think  he  meant  to  say 
that  we  will  have  to  utilize  more  ancillary 
personnel,  the  less  well-trained  personnel. 
I mean  the  well-trained  nurse-midwife,  for 
example.  I think  this  type  of  personnel 
has  to  be  utilized  in  every  di.scipline.  There 
is  a great  shortage  of  trained  personnel  and 
it  does  not  look  as  though  this  condition 
will  improve.  We  also  have  to  search  for 
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better  methods  of  utilizing  the  available 
personnel  and  bringing  in  additional  people 
for  the  less  professional  tasks. 

Dr.  Gold  mentioned  the  utilizing  of 
available  knowledge  more  widely,  with 
which  I heartily  concur.  Then  he  also  men- 
tioned the  need  for  self-evaluation.  By 
that  he  meant  self-evaluation  through  the 
perinatal  morbidity  and  mortality  confer- 
ence. I would  make  a humble  suggestion 
to  our  chairman  that  the  name  of  our 
Committee  be  changed  to  the  Special  Com- 
mittee on  Perinatal  Morbidity  and  Mor- 
tality. 

Dr.  Gold  also  suggested  that  we  get 
everybody  into  the  act.  It  is  not  just  the 
obstetrician’s  job,  as  I indicated.  The 
general  practitioner  also  can  contribute  a 
great  deal.  You  say,  well,  what  could  the 
general  practitioner  do  with  regard  to 
statistics?  If  he  would  just  fill  out  the  birth 
certificate  or  the  fetal  death  certificate  or 
the  infant  death  certificate  accurately  and 
completely,  he  would  provide  the  statisti- 
cians with  the  tools  that  they  could  use 
adequately  in  preparing  information  for  us. 
We  could  do  something  with  the  facts,  if 
the  facts  were  presented  accurately. 

I repeat  again  that  the  problem  is  com- 
plex. The  solution  is  not  easy.  The  prob- 
lem, however,  is  soluble.  We  have  already 
demonstrated  that  the  perinatal  mortality 
rate  can  be  lowered  to  practically  half  of 
what  it  is  now,  namely  to  21.7  as  in  Sunset 
Park,  instead  of  54.4  as  in  Central  Harlem, 
or  a city-wide  rate  of  32.2  per  thousand. 
It  can  be  done,  but  we  need  much  more 
research.  It  can  be  lowered,  however,  even 
now  by  applying  the  available  knowledge 
more  widely  and  immediately. 

We  need  better  health  supervision  pre- 
conceptionally,  better  prenatal  care,  and 
total  maternity  care  as  Dr.  Gold  outlined. 

We  need  also  adequate  care  of  the  mature 
newborn  infant.  We  also  need  better  and 
more  care  of  the  prematurely  born  infant. 
It  would  be  best  to  prevent  prematurity, 
but  premature  infants  will  still  be  born. 
We  had  15,783  premature  births  last  year, 


and  we  will  probably  have  more  this  year, 
although  I hope  not. 

We  need  expert  pathologic  studies  to  learn 
the  true  causes  of  fetal  and  neonatal  deaths. 

We  need  perinatal  morbidity  and  mor- 
tal it}^  conferences  at  the  hospital  leve!,  at 
the  county  level,  and  even,  if  you  will, 
at  the  state  level. 

We  also  need  more  research  about  all 
phases  of  pregnancy  wastage. 

But  more  than  anjdhing  else,  we  need  the 
concern  and  participation  of  everyone  here 
and  everywhere  to  control  perinatal  mor- 
bidity and  mortality  and  to  maintain  and 
promote  optimal  health  for  all  individuals, 
particularly  pregnant  women  and  their 
newborn  infants. 

Question  and  Answer  Period 

Dr.  Goldmark:  The  discussion  is  now 

open  to  the  audience.  i 

L.  Stanley  James,  M.D.:  I was  partic- 

ularly interested  in  Dr.  Pakter’s  analysis  | 
of  the  mortality  in  the  out-of-wedlock  births 
in  New  York  City.  I think  that  this  is  a 
mo.st  important  aspect  of  prematurity  in  , 
relation  to  perinatal  mortality.  An  im-  | 
portant  cause  of  prematurity  was  stressed  | 

at  a recent  International  Congress  of  J. 

Pediatrics.  By  means  of  a carefully  con-  , , 
structed  questionnaire,  Finnish  investigators  j 
found  that  the  most  important  cause  of  ^ 
prematurity  in  Finland  was  interference 
before  completion  of  the  term  of  full  gesta-  | 
tion.  I mention  this  becau.se  so  man}'’  of  j , 
the  out-of-wedlock  mothers  have  premature 
deliveries.  I do  not  think  that  there  is  any 
available  information  in  New  York  City  on  ; 
the  proportion  of  these  mothers  who  have 
attempted  interference.  It  is  quite  possible 
that  the  most  important  cause  of  prematurity 
in  New  York  City  is  attempted  interference. 

If  this  is  so,  of  course,  the  obstetrician  can  do 
nothing  about  it.  It  is  a socioeconomic 
problem  which  is  quite  beyond  the  scope  of 
the  obstetrician  and  the  pediatrician.  If 
this  is  so,  the  key  t o the  greatest  cause  of  our 
perinatal  mortality  and  our  prematurity 
does  not  lie  in  the  hands  of  physicians. 
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Dr.  Goldmark:  I think  that  this  high 
premature  birth  rate  actually  is  a credit 
to  obstetricians,  because  many  cases  that 
formerly  would  have  been  lost  before 
twenty-eight  weeks  are  now,  with  better 
obstetrics,  being  carried  further.  I think  as 
obstetrics  improves,  we  are  going  to  find 
more  babies  just  under  the  twenty-eight- 
week  mark  or  just  over  it  who  are  premature. 
Also  with  better  obstetric  care  we  are  going 
to  have  fewer  abortions. 

Walter  Levy,  M.D.  : You  may  recall 
that  at  a previous  conference  the  question 
of  poor  nutrition  as  a cause  for  premature 
births  was  discussed.  It  is  evident  that 
there  is  quite  a large  percentage  of  our  peri- 
natal mortality  and  morbidity  attributable 
to  prematurity.  It  would  seem  to  me  that 
further  investigation  should  be  done  on  the 
role  of  nutrition  as  a factor  in  perinatal 
mortality. 

Dr.  Goldmark:  You  are  speaking  of 
maternal  nutrition? 

Dr.  Levy:  Yes,  maternal  nutrition. 

Lotte  Srauss,  M.D.:  As  a corollary  to 

what  Dr.  James  said  about  interference  with 
pregnancy  as  a cause  of  premature  birth, 
I should  like  to  call  attention  to  the  rela- 
tively high  incidence  of  amniotic  infection 
among  immature  fetuses  and  newborn 
infants.  I do  not  know  what  role  infection 
plays  in  the  causation  of  premature  birth, 
but  it  may  well  be  a consequence  of  inter- 
ference in  some  cases.  It  seems  that  this 
problem  has  had  little  investigation  in 
this  country.  Routine  histologic  e.xamina- 
tion  of  placentas  and  membranes,  in  con- 
junction with  autopsy  studies  on  the  in- 
fant and  a good  history,  would  probably 
shed  more  light  on  this.  It  is  just  one  facet 
of  the  vexing  problem  of  unexplained  fetal 
death. 

Martin  Stone,  M.D.:  The  hour  is 

late  unfortunately.  There  are  many  points 
for  discussion,  including  the  few  that  Dr. 
Gold  threw  out  for  provocation.  I was  not 
provoked.  I think  that  the  Special  Com- 
mittee on  Infant  Mortality  should  be  com- 
plimented on  presenting  a panel  on  basic 


problems  affecting  the  prevention  and 
management  of  problems  of  perinatal  mor- 
bidity and  mortality.  The  Department  of 
Health  is  faced,  as  are  we  at  the  large  city 
hospitals,  with  everyday  basic  problems  that 
need  management. 

Dr.  Pakter  commented  about  the  very 
direct  approach  that  was  recently  made 
with  the  cooperation  of  the  Department  of 
Health  in  reducing  the  tremendous  patient 
load  at  one  outpatient  department  by  using 
the  voluntary  hospitals.  We  send  20  cases  a 
month  to  one  hospital  and  70  to  another. 
It  serves  the  purpose  of  reducing  our  load 
and  increasing  their  load  for  residency 
training.  I can  tell  you  that  we  have 
seen  the  effect  in  our  prenatal  clinic.  Very 
definitely,  I am  sure,  the  statistics  will 
prove  that  sooner  or  later.  Incidentally,  I 
find  that  I can  get  much  more  cooperation 
from  the  Department  of  Health  in  our 
problems  than  from  other  agencies.  If 
other  agencies  would  exercise  greater  activity 
and  authority,  more  nurses  would  become 
available. 

Dr.  Gold  said  he  was  puzzled  about  the 
increase  in  cesarean  sections  and  the  in- 
crease in  fetal  loss,  the  increase  in  perinatal 
pathologic  conditions,  and  the  increased 
use  of  oxytocic  agents.  There  is  as  yet  no 
evidence  of  a cause-and-effect  relationship. 
I would  hesitate  to  think  that  anybody 
would  go  out  of  this  room  drawing  conclu- 
sions from  what  Dr.  Gold  tried  to  imply. 

More  practically.  Dr.  Gold  said  that  we  as 
obstetricians  can  do  something  about  peri- 
natal mortality.  It  would  not  take  many 
more  statistical  analyses  like  those  appear- 
ing in  the  literature  or  those  discussed  here 
to  state  that  almost  all  breech  deliveries 
should  be  made  by  cesarean  section.  I 
have  never  seen  good  perinatal  statistics  on 
breech  deliveries  in  anybody’s  hands  in 
any  series.  Cesarean  sections  showed  a 
higher  perinatal  loss  than  did  forceps  de- 
liveries. The  statistics  on  cesarean  section, 
however,  are  weighted  because  the  indica- 
tion for  the  section  is  not  explained,  and 
many  of  those  procedures  undoubtedly  com- 
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promised  bal)ies  on  the  basis  of  the  indica- 
tion for  the  section. 

The  unwed  mothers  are  a problem- 
We  are  doing  a collaborative  study  with  the 
Community  Service  Society.  A recent  re- 
port from  our  service  showed  the  incidence 
of  toxemia  as  markedly  increased  in  the 
unwed,  under  eighteen  years  of  age  mothers. 
Of  course,  with  the  problem  go  all  the  other 
complications,  including  perinatal  loss. 

James  Donnelly,  M.D.,  who  is  chairman 
of  the  Maternal  Welfare  Committee  for  the 
State  of  North  Carolina,  is  here  as  my 
guest.  Before  I take  the  liberty  of  asking 
if  he  would  care  to  comment,  I want  to 
tell  you  that  some  of  this  ancillary 
personnel,  which  is  a fancy  name  for  midwife, 
is  available.  Dr.  Donnelly,  I think  is  will- 
ing to  send  you  300  immediately! 

Dr.  Goldm.vrk:  I would  like  to  ask 

Dr.  Pakter  one  (question.  With  respect  to 
the  problem  of  the  out-of-wedlock  mothers, 
I notice  that  the  age  of  these  women  is 
omitted.  We  know  that  the  young  woman 
has  a higher  perinatal  mortality  rate.  What 
about  the  age  of  these  women? 

Dr.  P.vkter;  Surprisingly,  the  average 
age  is  not  too  different  from  the  average  age 
of  the  married  mother.  It  is  a little  bit  less 
but  not  much.  You  see,  predominantly 
your  unmarried  mothers  in  New  York 
City  are  in  the  Negro  and  Puerto  Rican 
groups,  and  there  is  not  much  difference  in 
ages.  The  average  age  is  about  twenty- 
three  years,  which  is  not  very  young,  and 
so  I do  not  think  that  age  is  the  factor. 

Dr.  Goldmark:  Are  there  any  statisti- 

cians in  the  audience  who  would  comment 
on  this? 

James  Donnelly,  M.D.:  I would  like 

to  make  one  comment  about  the  age.  You 
pointed  out  that  the  women  under  twenty 
usually  have  a higher  perinatal  mortality 


rate.  We  have  just  finished  tabulating 
some  data  on  these  women.  We  have  run 
it  by  years  from  eleven  up  to  nineteen. 

The  one  striking  thing  is  that  the  lower-age 
groups  have  a high  incidence  of  prematurity. 

In  fact,  it  is  nearly  12  per  cent.  This  | 
descends  to  a little  under  7 per  cent  at  the 
age  of  nineteen  years. 

In  addition,  in  the  smaller-weight  groups 
we  included  babies  under  twenty-eight  weeks 
and  all  from  twenty  weeks  on.  The  very 
small-weight  groups  of  the  premature  in- 
fants are  again  much  higher  at  the  lower- 
age  groups  and  descend  just  as  the  inci- 
dence does. 

At  this  moment,  our  feeling  about  this 
perinatal  mortality  rate  in  women  under 
twenty  is  due  to  the  factor  of  prematurity.  ^ 
This  holds  even  at  various  socioeconomic  | 
levels,  and  so  apparently  it  is  not  entirely  ’ 
related  to  that.  It  must  be  a biologic 
factor. 

Dr.  J.\mes:  I forgot  to  ask  a question  of  r 

Dr.  Gold.  I thoroughly  agree  with  him  that 
the  toxemias  of  pregnancy  and  the  diabetic 
patients  fell  into  the  anoxic  groups,  but  I 
wonder  exactly  what  the  evidence  is  that  p 
these  infants  are  in  the  anoxic  group.  ^ 

The  second  point  was  one  of  disagreement 
and  that  is  in  the  relation  to  pathologists. 

I feel  that  the  pat  hologists  have  done  a j 
wonderful  job  in  helping  us  with  our  peri-|  ^ 
natal  mortality,  and  we  really  know  an  n . 
enormous  amount  about  the  pathology  of  « ■[, 
perinatal  mortality.  S 

But  I feel  that  to  improve  the  situation  H ; ^ 
is  not  in  the  realm  of  pathology,  but  what  is  8 q 
causing  the  deaths  from  the  anoxia  should 
be  determined  biochemically  and  physiologi-^  , 
cally.  I p 

Dr.  Goldmark:  If  there  is  no  further  J !. 


discussion,  then,  I would  like  to  thank  the  4' 
members  of  the  panel.  Dr.  Jacobziner  as  V'j 
moderator.  Dr.  Pakter,  and  Dr.  Gold. 


(“ 

1 

i 


The  terrible  thing  about  the  quest  for  truth  is  that  you  find  it. — Remy  De  Gourmont  j ^ , 
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^ I ''he  purpose  of  this  paper  is  to  review 
in  brief  some  present-day  concepts  of 
scoliosis,  to  present  the  technics  used  to 
treat  this  deformity  at  the  New  York  State 
Rehabilitation  Hospital,  and  to  discuss  the 
end  results  of  this  treatment. 

Scoliosis  has  been  defined  as  a lateral 
spinal  curve  caused  by  angulation  of  one 
or  more  vertebrae.^  Spinal  curves  may  be 
functional  (mobile),  structviral  (rigid),  or 
a mi.xture  of  both.  An  example  of  a purely 
functional  scoliosis  may  be  found  early  in 
leg-length  discrepancy.  In  such  cases  the 
patient  is  obliged  to  maintain  body  balance 
by  angulating  his  spine  toward  the  short 
leg  side.  A functional  curve  of  this  type 
would  disappear  entirely  in  the  recumbent 
position.  Its  mobile  nature  could  be  demon- 
strated graphically  by  comparing  roent- 
genograms of  the  spine  in  the  upright  and 
then  the  supine  positions. 

If  such  a functional  curve  is  neglected 
sufficiently  long,  structural  changes  may 
take  place  in  the  spine  and  adjacent  soft 
tissues  so  that  the  scoliosis  becomes  in- 
creasingly rigid.  Comparative  roentgeno- 
grams then  would  show  only  partial  correc- 


tion of  the  curve  when  the  patient  assumed 
the  recumbent  position. 

A lateral  curve  in  a spine  calls  forth  an 
eoual  and  opposite  “compensatory”  curve 
to  maintain  the  erect  body  in  balance.  The 
so-called  “major”  cur\'e  or  curves  can  be 
thought  of  as  being  the  more  deforming  and 
rigid  in  the  set  of  curves  being  examined. 
The  rotation  of  apical  vertebrae  is  an  im- 
portant feature  of  structural  cur\'es  and 
usually  most  prominent  in  the  major 
curve. 

Etiology 

The  etiology  of  structural  .scoliosis  is 
diverse.  A classification  suggested  by  Cobb 
in  1948-  appears  most  useful. 

There  is  osteopathic  scolio.sis,  which 
includes  congenital,  thoracogenic  (postem- 
pyema and  post-thoracopla.sty ) , and  other 
osteopathic  conditions;  neuropathic  scolio- 
sis, which  includes  congenital,  postpoliomy- 
elitis, neurofibromatosis,  syringomyelia,  and 
similar  conditions;  myopathic  .scoliosis,  which 
includes  congenital,  muscular  dystrophy, 
and  other  myopathic  conditions;  and  idio- 
pathic scoliosis. 
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TABLE  I.- — Twenty-Six  Cases  Operated  on  For  Scoliosis  From  1954  through  1958 


1314 


LEV  ENT  EN  AND  MCCAULEY 


<u 

a o 


<=>  c 

cc  O 


& £ 

£ 


" c 
1^.2 
5 'm 
3 
X 
W 


4)  X 
o>  aj 

Q § 

«o 


e 2 ® 

.5  >::: 
• SP  3 C 


m 


X 

0) 

C/2 


fi 

,0 

o3 

(U  g 

bc  o3 
C Q. 
O 


I2 

!S 

rs 

rs 

12 

IH 

r2 

r2 

!2 

0 

-0 

3 

r2 

Cw 

12 

’!5 

0 

"O 

3 

12 

12 

r2 

12 

3 

3 

3 

3 

'0 

'o 

"0 

'o 

'o 

'o 

"o 

'o 

'o 

'o 

'o 

"o 

0 

CO 

'o 

'o 

'o 

oi 

GQ 

'o 

'o 

3 

3 

3 

3 

3 

3 

C/2 

02 

02 

02 

02 

02 

02 

02 

02 

02 

Oi 

Ah 

02 

02 

02 

Ah 

02 

02 

02 

02 

02 

02 

02 

02 

lO 

CO 

CO 

CO 

(N 

(N 

<N 

(M 

ict^oi^^ooioot^ 

01^<©CO<McDOCOC»5 


C^OlOMOOOMOt^OIM 


O O!  »C  lO  o o 

— I CO  o Tji  lo 


0 

(N 

D 

0 

05 

0 

(N 

CO 

05 

05 

CO 

05 

05 

05 

05 

1 

Q 

1 

Q 

1 

0 

CO 

j) 

0 

I 

hJ 

D 

C« 

CQ 

1 

Q 

1 

Q 

1 

Q 

0 

(M 

3 

3 

J; 

0 

C5 

CO 

1 

Q 

Q 

Hi 

0 

1-H 

1 

Q 

3 

Q 

1 

Q 

1 

Q 

3 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

-4-S 

0 

0 

0 

0 

-4^ 

0 

0 

0 

0 

0 

0 

•*^ 

-4^ 

0 

•4^ 

0 

•4^ 

-4^ 

>4^ 

0 

<4^ 

-4-3 

0 

-4-3 

-4.3 

-4J 

-4* 

-4-3 

10 

10 

CD 

CD 

00 

Tt^ 

10 

(N 

CD 

iC 

CD 

CO 

10 

CD 

CD 

lO 

iC 

lO 

»D 

lO 

1 

Q 

Q 

Q 

Q 

Q 

Q 

Q 

Q 

p 

Q 

Q 

Q 

Q 

Q 

Q 

Q 

Q 

Q 

Q 

Q 

Q 

Q 

Q 

Q 

P 

P 

IM  O 
Tf  CO  rH 


OOIOOCD-^COI^IOCOOCO 

rtCO  -HTt<lMCOrtr-H 


lo  g lo  lo  12 

<N 


-4-3 

43 

-4^ 

4: 

•4-3 

43 

-4^ 

43 

-43 

43 

-43 

43 

•43 

4: 

-43 

-43 

43 

-4.3 

4: 

H3 

43 

-43 

43 

•43 

43 

-43 

4: 

-43 

43 

-43 

43 

-43 

43 

-43 

43 

-43 

43 

.2P 

.SP 

.SP 

.SP 

.SP 

.SP 

3 

.£P 

«4-l 

.SP 

.£P 

.SP 

.SP 

<4.4 

.SP 

«4M 

.SP 

.SP 

.SP 

.SP 

.SP 

*n 

c 

*c 

3 

'C 

3 

*n 

*n 

3 

*C 

‘C 

3 

D 

‘C 

3 

‘C 

*n 

*u 

*c 

0 

0 

CO 

0 

0 

CD 

p 

0 

05 

CO 

05 

0 

05 

CO 

0 

ID 

CD 

m 

0 

00 

CD 

CD 

CD 

CD 

0 

in 

10 

i> 

CD 

00 

05 

05 

05 

CD 

CD 

05 

CD 

CD 

0 

05 

05 

0 

05 

0 

05 

05 

CO 

05 

05 

CO 

05 

05 

05 

05 

i-H 

1— H 

CO 

L 

m 

T—< 

1— < 

L 

05 

L 

05 

i-H 

1-H 

L 

»*^ 

4-H 

1-H 

P 

P 

P 

ni 

3 

P 

P 

P 

hA 

ni 

P 

Hi 

h5 

ni 

ni 

P 

P 

M 

P 

Hi 

p 

p 

P 

Hi 

0 

0 

0 

0 

-43 

n 

0 

0 

0 

Q 

-43 

0 

0 

0 

<43 

0 

0 

0 

0 

Q 

0 

0 

Q 

0 

0 

-43 

•43 

•43 

.43 

-43 

-43 

-43 

-43 

-43 

-43 

-43 

H3 

-43 

-43 

-43 

-43 

ID 

10 

CD 

CD 

10 

10 

CO 

CD 

m 

CD 

CO 

ID 

CD 

CD 

m 

CD 

ID 

ID 

ID 

P 

P 

P 

p 

p 

P 

p 

P 

P 

p 

p 

P 

p 

p 

P 

p 

P 

P 

P 

p 

P 

p 

P 

P 

p 

P 

.CQ 

CO 

CO 

CO 

CO 

QO 

OQ 

GO 

GO 

GO 

GO 

(tt 

ci  2 

'5  ■S 

<v  ^ 

b£  On 
£3  O 
rR  ^ 

^ HH 


^ 43 
c3  o3 
P.  P 
O O 


43  c 

<p 

£ c3 

o P« 


o 

p-( 


;p  o 
^ *4 

b :S 


s 

_o 

"o 

Ph 


u 3;  o u 3:  33 


"O  -o 


>1 

S 

_o 

"o 

fL, 


>> 

6 

_o 

■3 

Ph 


00  IM  05  O Tt<  tCI  X 


0 

0 

.-4 

.-ri 

05 

.-H 

»rm 

0> 

C 

>> 

>> 

>> 

•5 

•$ 

>> 

•5 

>» 

:g 

•s 

£ 

£ 

£ 

£ 

£ 

03 

£ 

£ 

o3 

o3 

£ 

£ 

0 

.2 

0 

.0 

0 

& 

a 

.2 

a 

0 

D. 

Di 

0 

.2 

.2 

.2 

.2 

.2 

.2 

■o 

Ah 

'o 

Ah 

'o 

Ah 

"o 

Ah 

'o 

Ah 

HH 

HH 

'o 

Ah 

0 

Ah 

HH 

0 

Ah 

'o 

Ah 

4H 

s 

S 

Ah 

s 

Ah 

Ah 

Ah 

Ph 

S 

Ah 

Ah 

05 

05 

CO 

CO 

05 

CO 

CO 

CO 

0 

05 

05 

0 

f-H 

CD 

CD 

CD 

CD 

CD 

00 

00 

00 

00 

00 

ID 

ID 

ID 

ID 

ID 

ID 

ID 

ID 

ID 

ID 

ID 

ID 

ID 

ID 

05 

05 

05 

05 

05 

05 

05 

05 

05 

05 

05 

05 

05 

05 

1— ( 

1-H 

1-H 

1-H 

1-H 

1-H 

1-H 

1-H 

1-H 

1-H 

I—" 

New  York  State  J.  Med. 


REVIEW  OF  CURRENT  CONCEPTS  AND  TREATMENT  IN  SCOLIOSIS 


Fig.  1.  Turnbuckle  plaster  cast.  The  anterior  hinge  may  be  seen  in  outline.  The  turnbuckle  is 

partially  hidden  behind  left  hand. 


It  is  apparent  that  idiopathic  scoliosis 
is  diagnosed  by  excluding  all  other  possi- 
bilities. It  is  the  most  common  cause  of 
structural  scoliosis  and  in  a large  series 
comprises  between  75  and  80  per  cent  of 
all  cases.®  In  our  series  of  26  cases  in  five 
years,  idiopathic  scoliosis  accounted  for  11 
cases  (42  per  cent).  Scoliosis  postpolio- 
myelitis is  next  in  frequency  and  in  a large 
series  makes  up  about  10  per  cent  of  all 
cases.  In  our  more  selected  series  this 
diagnosis  was  made  in  14  cases,  or  54  per 
cent  (Table  I). 

Various  curve  patterns  may  be  recognized 
in  scoliosis.  The  typical  pattern  of  idio- 
pathic scoliosis  as  found  in  our  series,  and  in 
most  others,^  is  a lower  dorsal  curve  con- 
vex to  the  right  (representing  the  major 
curve)  with  a compensatory  high  dorsal 
curve  above  and  a lumbar  curve  below. 

Curve  patterns  in  paralytic  scoliosis, 
according  to  a recent  review  of  193  cases 
by  James,®  tend  to  show  longer  curves 
which  are  more  mobile  but  have  more 
prominent  rib  rotation.  In  our  group  the 
majority  of  cases  showed  the  major  curve 
in  the  dorsolumbar  spine  with  equal  inci- 
dence of  convexity  to  right  and  left. 

The  curve  associated  with  neurofibromato- 
sis is  typically  in  the  dorsal  spine,  short. 


and  sharply  angular.  Skin  stigmas  of  the 
disease  are  important  for  diagnosis.  For  a 
complete  review  of  curve  patterns  the 
reader  is  referred  to  James’  article. 

The  majority  of  cases  of  idiopathic  scolio- 
sis involve  children  in  the  preadolescent 
and  adolescent  age  groups.  For  some  un- 
determined reason  girls  account  for  85 
per  cent  of  all  cases.®  All  of  the  patients 
in  our  series  of  idiopathic  cases  were  girls. 
The  average  age  incidence  at  the  time  of 
operation  was  12.7  years. 

In  paralytic  scoliosis,  on  the  other  hand, 
the  age  incidence  is  somewhat  lower,  and 
no  sex  predisposition  is  found.  The  vast 
majority  of  cases  have  been  found  to  occur 
within  two  years  of  the  acute  infection.® 
Our  14  paralytic  cases  were  almost  equally 
divided  between  girls  and  boys,  and  the 
patients  were  operated  on  at  an  average 
age  of  12.1  years. 

The  pathomechanics  of  scoliosis  has  been 
carefully  discussed  in  a recent  article  by 
Ris-ser.®  In  general,  the  structural  wedging  of 
angulated  vertebrae  can  be  explained  on  the 
basis  of  growth  laws  noted  by  Hueter  and 
Volkmann.  These  laws  indicated  that  com- 
pression of  a growth  center  impedes  growth, 
while  applying  tensile  force  to  a growth 
center  accelerates  growth.  Therefore,  the 
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Fig.  2.  Case  1. — (.4)  Fourteen-year-old  boy 
admitted  with  a diagnosis  of  scoliosis  following 
poliomyelitis.  There  was  a slow  progression  of 

angular  deformity  of  a spinal  curve  will 
cause  wedging  of  vertebrae  on  the  concave 
side  of  the  curve. 

Apical  rotation  is  due  to  posterior  loca- 
tion of  the  lateral  facets.  According  to 
Risser  the  more  posterior  the  lateral  facets, 
the  earlier  the  appearance  of  vertebral 
rotation.  Lumbar  curves  then  elicit  early 
apical  vertebral  rotation.  Rotation  in- 
creases compression  on  the  concave  side 
of  the  curve  and  therefore  hastens  its  wedg- 
ing process. 

In  the  routine  history  and  physical  ex- 
amination of  patients  admitted  to  our 
hospital  for  scoliosis  evaluation,  certain 
features  are  emphasized.  Careful  leg-length 

l.tKi 


measurements  are  made  as  well  as  a descrip- 
tion of  the  spinal  curve  and  its  thoracic 
rotation,  as  revealed  by  razor-back  ap- 
pearance and  accentuated  by  forward  bend- 
ing. Vital  capacity  measurements  are 
among  the  laboratory  studies  obtained. 
Photographs  of  the  patient  are  routine  at 
present. 

Roentgenograms  include  an  anteropos- 
terior film  of  the  entire  erect  spine  down  to 
the  sacrum  and  a similar  anteropo-sterior 
film  in  the  recumbent  position.  “Lateral 
bending”  films  then  are  made,  at  which 
time  the  technician  takes  an  anteroposterior 
view  of  each  curve  while  assisting  the  patient 
to  bend  sideways  in  a direction  opposite 
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curves  for  two  years  prior  to  hospital  admission. 
(B)  Admission  x-ray  film  revealed  a major  curve  of 
65  degrees  (erect)  from  dorsal-5  to  dorsal-12  and  a 
compensatory  curve  of  30  degrees  from  dorsal-12 
to  lumbar-4. 

The  major  curve  was  corrected  to  35  degrees  on 
counter-bending. 


{REVIEW  OFICURREXT  CONCEPTS  AND  TREATMENT  INiSCOLIOSIS 


to  that  curve.  This  reveals  the  rigidity 
of  the  curves  to  lateral  bending  stress  and 
gives  a rough  idea  of  the  degree  of  correction 
possible  if  treatment  is  deemed  necessary. 

The  angles  of  the  curves  are  measured  by 
the  technic  of  Cobb.^  Note  is  taken  of  the 
structural  features  of  the  curves  as  indi- 
cated by  wedging  and  rotation,  and  resist- 
ance to  correction  by  bending.  An  x-ray 
film  of  the  pelvis  is  examined  to  determine 
the  status  of  the  iliac  apophyses.  Risser® 
has  shown  that  vertebral  growth  is  essentially 
complete,  and  scoliosis  usually  will  not 
progress  after  full  excursion  of  the  iliac 
apophyses  to  the  posterior  iliac  spines. 

After  investigating  the  etiology  of  the 
disease  and  determining  the  present  angular 
deformity  and  its  mobility  and  correcti- 
bility,  the  (jiiestion  of  treatment  is  raised. 

Treat  men  I 

Structural  scoliosis  can  alter  body  physi- 
ology seriously  by  distorting  the  heart, 
lungs,  and  great  vessels  inside  a warped 
chest  cage.  Scoliosis  also  can  create  a 
lifelong  cosmetic  problem.  The  principal 
aim  of  scoliosis  therapy  at  this  institution 
is  to  arrest  the  advance  of  a progressively 
increasing  curve  before  it  reaches  crippling 
proportions  both  cosmetically  and  func- 
tionally. Our  secondary  goal  is  to  correct 
the  curve  and  to  maintain  as  full  a correc- 
tion as  possible. 

It  is  our  feeling  that  the  only  presently 
satisfactory  technic  of  treating  structural 
scoliosis  is  forcible  correction  of  the  curve 
or  curves  followed  by  spine  arthrodesis  to 
maintain  this  correction.^  In  our  hands 
this  treatment  involves  nine  months  to  a 
year  of  recumbency  in  a pla.ster  jacket 
associated  with  one  or  two  major  operations. 
Indications  for  correction,  therefore,  are 
carefully  reviewed  prior  to  embarking  on 
a treatment  regime. 


Fig.  3.  Case  1. — (.-1)  Patient  is  shown  si.xteen 
months  postoperatively  and  three  months  after 
removal  of  the  pla.ster  cast.  The  patient  has  an 
e.xeellent  cosmetic  result  and  is  asymptomatic. 
(H)  X-ray  film  shows  correction  of  curve. 
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The  usual  indications  for  treatment  are 
steady  progress  of  the  deformity  confirmed 
by  serial  roentgenograms,  prediction  of 
continued  deformity  as  indicated  by  spine 
growth  studies  of  the  iliac  apophysis,  and 
no  systemic  disease  process  which  would 
contraindicate  operative  correction. 

Again,  it  should  be  emphasized,  our 
philosophy  of  correction  is  oriented  toward 
halting  progress  in  a potentially  crippling  / 
curve.  :i 

The  turnbuckle  plaster  cast  is  utilized  j 
to  achieve  correction  of  the  major  curve  1 
(Fig.  1).  It  is  applied  to  include  the  head  J 
and  thigh  on  the  convex  side  of  the  curve.  J 
Anterior  and  posterior  hinges  are  placed  1 
slightly  eccentric  to  produce  a parallel  ' 
traction  or  tensile  force  as  well  as  the  ex- 
pected bending  force.  The  most  common  ^ 
complications  occurring  during  the  wedging  , 
process  are  skin  breakdown  and  brachial 
plexus  palsies.  In  our  series  of  26  cases 
we  have  not  experienced  these  two  com- 
plications. One  patient  did  require  removal 
from  the  cast  because  of  nausea  and  \’omiting 
probably  engendered  by  anxiety.  He  was 
later  replaced  in  a turnbuckle  jacket,  and 
the  condition  was  corrected  adequately. 

Satisfactory  correction  is  usually  attained 
in  from  two  to  three  weeks.  The  major 
curve  is  generally  not  corrected  to  a lesser 
degree  than  the  sum  of  the  secondary  curves  1 
during  forced  counter-bending.  A satis-  i 
factory  correction  is  somewhat  less  than  this,  \ 
therefore,  and  not  exceeding  the  patient’s  , 
pain  tolerance  in  the  wedging  jacket. 

Prior  to  operation  a window  over  the 
curve  to  be  fused  is  cut  in  the  back  of  the 
cast.  A similar  window  is  made  over  the 
heart.  A marker  x-ray  film  is  made  by 
injecting  a few  drojxs  of  methjdene  blue 


Fifi.  4.  Case  2. — (/I)  This  patient  was  admitted 
at  the  age  of  fourteen  years  with  a diagnosis  of 
scoliosis  following  poliomyelitis.  The  curves  had 
increased  rapidly  and  progressively  for  one  year 
prior  to  hospital  admission.  {B)  Major  curve  from 
dorsal-7  to  lumbar-1  measuring  55  degrees  and 
correctable  to  30  degrees  on  counter-bending.  A 
compensatory  curve  from  lumbar-1  through  lumbar- 
4 measured  35  degrees. 
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sulicutaneously  over  the  spinous  process  of 
both  end  vertebrae  in  the  curve  to  be  fused 
and  taping  paper  clips  over  these  promi- 
nences. An  anteroposterior  x-ray  is  centered 
on  these,  and  a film  is  made  available  for  the 
day  of  surgery. 

The  fusion  site  selected  in  each  of  the  26 
cases  in  the  series  was  exactly  the  segments 
of  the  major  curve.  This  is  in  keeping 
with  our  basic  goal  in  treatment  to  halt 
progress  in  the  curve.  If  the  primary 
function  of  treatment  is  to  correct  the  curve 
to  its  full  limits,  it  is  recognized  that  a greater 
fusion  area  including  all  structurally  altered 
vertebrae  becomes  necessary.®  The  greater 
the  number  of  segments  to  be  fused,  the 
more  the  likelihood  of  pseudoarthrosis  and 
other  operative  complications.  It  is  for 
this  reason  that  we  strive  to  keep  the  ar- 
throdesis area  to  a minimum  and  have  fused 
only  the  major  curve  itself  in  this  five-year 
series. 

The  procedure  is  technically  a modified 
Hibbs  spine  arthrodesis  utilizing  homog- 
enous bone  grafts.®  An  effort  is  made  to 
excise  the  intervertebral  articular  facets. 
No  more  than  eight  segments  are  usually 
fused  at  one  sitting.  Most  of  our  pro- 
cedures involving  eight  or  more  segments 
were  divided  into  two  stages. 

For  nine  months  postoperatively  the 
patient  is  kept  in  the  original  corrective 
jacket.  At  this  time  he  generally  is  placed 
in  a semibent  jacket  and  allowed  to  get  up. 
At  the  end  of  three  months  he  is  transferred 
to  a straight  body  jacket  for  a final  period  of 
three  months.  Follow-up  x-ray  films  are 
taken  between  plaster  changes  and  every 
three  months  for  a year  after  treatment. 
A summary  of  our  operative  results  follows. 
The  format  for  this  is  patterned  after  one 
used  by  Goldstein.® 

The  presence  of  pseudoarthrosis  is  sus- 
pected on  clinical  or  x-ray  evidence  of  an 


Fig.  5.  Case  2. — M)  Patient  is  shown  fourteen 
months  postoperatively  and  two  months  out  of  the 
plaster  cast.  The  cosmetic  result  is  satisfactory 
and  the  patient  is  asymptomatic.  (B)  X-ray  61m 
show's  correction  of  curve. 
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abrupt  recurrence  of  deformity.  In  2G 
cases  there  were  only  2 recognized  cases  of 
pseudoarthrosis,  an  incidence  of  8 per  cent. 

In  the  five-year  series  there  were  no 
deaths  and  no  infections.  The  only  com- 
plication was  in  1 patient  who  developed 
a postoperative  psychotic  reaction  which 
cleared  spontaneously  and  completely  in  two 
weeks. 

Cases  1 and  2 are  presented  as  illustra- 
tions (Figs.  2 through  5). 

Sum  niary 

1.  Some  definitions,  classification,  and 
basic  pathomechanics  of  scoliosis  are  re- 
viewed. 

2.  A method  used  at  the  New  York 
State  Rehabilitation  Hospital  for  evaluating 
a typical  case  of  scoliosis  is  discussed. 

3.  Our  correction  technics  are  presented 
along  with  the  results  in  26  consecutive 
cases  treated  over  a five-year  period. 

4.  Our  fusion  area  is  kept  minimal  to 
avoid  operative  complications  of  shock, 
infection,  and  pseudoarthrosis.  We  recog- 


nize the  fact  that  postoperativ'ely  we  are 
losing  some  of  our  forcible  correction,  b\it 
we  have  oriented  our  treatment  toward 
halting  progress  in  the  curve  rather  than 
maintaining  full  correction. 

5.  In  our  five-year  series  there  were 
no  deaths,  infections,  or  significant  operative 
complications. 
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Did  You  Know: 


— that  spaghetti  is  not  a high  calory  disli?  lin- 
riched  spaghetti,  a thoroughly  nutritious  food, 
only  contains  72  calories  per  cuj).  Add  a rich  sauce, 
however,  and  the  calorie  count  skyrockets.  F'or 
weight  watchers,  the  best  tip  is  to  keep  the  sauce 
simple.  A tomato  sauce  is  one  good  idea. 

— that  adults  should  consume  between  60  and 
100  mg.  of  vitamin  C each  day?  That’s  a little 


less  than  the  amount  contained  in  a glass  of  orange 
juice. 

— that  y('ar-round  dark  green  vegetables  are  an 
important  part  of  our  diet  and  should  be  served 
several  times  a week?  The  deej)  green  color  is 
due  to  the  vegetable’s  carotene  content.  Carotene 
is  converted  to  vitamin  A by  the  body.  The  dark 
green  vegetables  are  also  good  sources  of  vitamin  C. 
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GRASSLANDS  HOSPITAL 
VALHALLA,  NEW  YORK 

Conducted  by  victoria  a.  bradess,  m.d.,  and 

PEDRO  IRAL,  M.D. 


Discussed  by  Charles  a.  bertrand,  m.d. 


Cardiorenal  Failure 


Case  History 

A forty-nine-year-old  white  male,  a county 
home  transient,  was  admitted  to  the  Grass- 
lands Hospital  Medical  Service  because  of 
progressive  shortness  of  breath  and  dyspnea 
of  three  months  duration. 

The  patient  was  said  to  have  been  well 
until  about  three  months  prior  to  admission 
when  he  first  noted  dyspnea  on  exertion  and 
palpitations,  after  which  he  developed  parox- 
ysmal nocturnal  dyspnea. 

About  two  weeks  before  admission  the 
patient  allegedly  “caught  a cold.”  He  con- 
tinued to  have  nocturnal  dyspnea,  and  in- 
creasing edema  of  the  ankles  developed. 
Recently  he  had  severe  dyspnea  on  walking 
half  a block  or  climbing  a flight  of  stairs. 
In  addition,  the  patient  complained  of  a 
nonradiating  pain  in  the  precordial  area 
and  some  pain  in  the  right  upper  quadrant 
of  the  abdomen  on  deep  inspiration. 

He  denied  having  had  scarlet  fever,  rheu- 
matic fever,  joint  pains,  mumps,  or  rashes. 
His  heart  had  been  examined  previously,  but 
no  murmur  was  noted. 

The  family  history  was  noncontributory. 

The  patient  had  drunk  1 quart  of  wine 
daily  during  the  last  twenty-five  years  and 


smoked  about  one  pack  of  cigarets  a day  for 
many  years. 

A physical  examination  on  admission 
showed  the  blood  pressure  to  be  140  50, 
pulse  88  and  regular,  respirations  24,  and 
temperature  99  F.  The  patient  was  well 
developed,  fairly  well  nouri.shed,  pale,  and 
appeared  chronically  ill  with  slight  dyspnea 
and  slight  producti^'e  cough,  but  in  no  acute 
distress.  The  conjunctivae  were  injected. 
The  sclerae  were  not  icteric.  Small  spider 
nevi  were  noted  about  the  face  and  the  base 
of  the  neck.  The  mouth  showed  a few  loose 
and  carious  lower  teeth.  No  upper  teeth 
were  present.  The  neck  showed  no  pal- 
pable masses,  and  the  veins  were  not  dis- 
tended. The  heart  was  enlarged  to  the  left, 
and  the  point  of  maximal  impulse  was  at  the 
sixth  intercostal  space  to  the  left  of  the  mid- 
clavicular  line. 

The  rhythm  was  regular  at  88  per  minute. 
At  the  aortic  area  there  was  a Grade  II  to 
III  harsh  systolic  murmur  transmitted  to 
the  neck  and  a Grade  II  diastolic  murmur 
which  was  not  transmitted.  At  the  apex 
there  was  a Grade  II  presystolic  crescendo 
murmur  and  a Grade  II  to  III  systolic  mur- 
mur transmitted  to  the  axilla.  No  thrill 
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was  noted.  The  lungs  were  clear  to  percus- 
sion and  auscultation.  However,  one  ex- 
aminer heard  rhonchi  and  rales  at  both  bases, 
especially  on  the  left.  l"he  liver  edge  was  5 
fingerbreadths  below  the  costal  margin  and 
was  firm,  smooth,  and  tender.  The  spleen 
and  kidneys  were  not  palpable.  There  was 
3 plus  pitting  ankle  edema.  No  pretibial 
edema  was  noted.  There  was  no  cyanosis 
or  clubbing  of  the  fingers.  Neurologic  ex- 
amination produced  findings  within  normal 
limits. 

The  admission  chest  x-ray  films  showed  an 
increase  in  the  size  of  the  heart  compared 
with  a film  taken  one  and  one-half  years 
previously.  There  were  rather  marked 
congestive  changes  at  both  bases  and  blunt- 
ing of  the  costophrenic  angles.  The  barium- 
filled  esophagus  showed  a slight  backward 
displacement,  suggesting  an  enlarged  left 
atrium. 

Laboratory  data  on  the  fourth  hospital 
day  revealed  no  reaction  to  the  blood  Was- 
sermann  test.  The  hemoglobin  was  9.5 
Gm.,  red  blood  cells  3,080,000,  hematocrit 
29,  erythrocyte  sedimentation  rate  26  cor- 
rected, white  blood  cells  12,900,  mature 
neutrophils  74  per  cent,  bands  3 per  cent, 
lymphocytes  18  per  cent,  monocytes  2 per 
cent,  and  eosinophils  3 per  cent.  The  C- 
reactive  protein  was  6 plus,  antistreptolysin 
titer  12,  nonprotein  nitrogen  136,  fasting 
blood  sugar  107  mg.  per  100  ml.,  bilirubin 
0.6  mg..  Hanger  flocculation  4 plus,  alkaline 
phosphatase  3.3  Bodansky  units,  and  pro- 
thrombin concentration  100  per  cent.  Urin- 
alysis on  six  occasions  revealed  a specific 
gravity  of  1.012  to  1.010  and  an  acid  reac- 
tion; the  albumin  was  consistently  4 plus 
and  produced  negative  findings  for  sugar. 
A microscopic  examination  revealed  15  to 
20  leukocytes  per  high  power  field,  occasional 
to  a few  granular  casts,  and  from  few  to 
many  red  blood  cells. 

An  electrocardiogram  on  the  fifth  hospital 
day  revealed  a first  degree  heart  block  and 
minimal  T-wave  changes. 

On  the  seventh  hospital  day  the  non- 
protein nitrogen  was  163  mg.  per  100  ml.,  and 


of  a forty-five-minute  bromsulphalein  spec- 
imen test,  8 per  cent  remained. 

On  the  twelfth  hospital  day  the  mean  cor- 
puscular hemoglobin  was  29  micromicro- 
grams, mean  corpuscular  volume  91  cubic 
microns,  and  mean  corpuscular  hemoglobin 
concentration  32.  The  carbon  dioxide  com- 
bining power  was  16  mEq.,  plasma  chlorides 
98  mEq.,  potassium  4.7  mEq.,  calcium  5.9 
mg.  per  100  ml.,  and  phosphorus  9.6  mg. 
per  100  ml.  The  total  semm  protein  was 

5.1  per  cent,  albumin  2.3  per  cent,  and  glob- 
ulin 2.8  per  cent.  A phenolsulfonphthalein 
test  produced  no  results  in  fifteen  minutes, 

3 per  cent  in  thirty  minutes,  12  per  cent  in 
one  hour,  and  11  per  cent  in  two  hours. 

The  first  blood  culture  grew  Micrococcus 
tetragenus  after  seven  days.  The  second 
blood  culture  grew  diphtheroid  after  fourteen 
days.  An  old  tuberculin  test  produced  neg- 
ative results. 

On  the  nineteenth  hospital  day  the  hemo- 
globin was  6.75  Gm.,  red  blood  cells  2,370,- 
000,  hematocrit  21,  erythrocyte  sedimenta- 
tion rate  17  mm.  per  hour  corrected,  white 
blood  cells  9,000,  neutrophils  67  per  cent, 
lymphocytes  33  per  cent,  blood  cholesterol 
225  mg.  per  100  ml.,  potassium  4.8  mEq., 
nonprotein  nitrogen  179  mg.  per  100  ml.,  ' 
calcium  6.7  mg.  per  100  ml.,  and  phosphorus 

9.1  mg.  per  100  ml.  A third  blood  culture  | 
grew  Bacillus  subtilus  in  twenty-four  hours; 
Staphylococcus  albus  with  negative  coagulase 
results  were  found  after  fourteen  days.  A 
fourth  blood  culture  grew  B.  subtilus  after 
seven  days. 

On  the  twenty-fifth  hospital  day  the  white 
blood  cell  count  was  15,800,  74  per  cent  seg- 
mented, 10  per  cent  bands,  16  per  cent  lym- 
phocytes, nonprotein  nitrogen  183  mg.  per 
100  ml.,  carbon  dioxide  combining  power 
14  mEq.,  calcium  6.7  mg.  per  100  ml.,  and 
phosphorus  12.5  mg.  per  100  ml. 

An  electrocardiogram  on  the  same  day 
showed  a first  degree  heart  block,  nonspe-  | 
cific  T-wave  changes,  and  an  incomplete  j 
left  bundle  branch  block. 

A re-examination  of  the  chest  by  x-ray 
films  showed  generahzed  enlargement  of  the 
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heart  with  marked  hnear  and  nodular  in- 
filtrations of  both  lungs.  These  infiltra- 
tions were  much  more  marked  over  the 
central  fields. 

During  the  first  six  days  of  hospitalization 
the  patient  ran  an  intermittent  low-grade 
elevation  of  temperature  ranging  from  99 
F.  to  100.8  F.  with  a slightly  rapid  pulse. 
Thereafter,  he  had  a subfebrile  course. 
He  had  an  occasional  productive  cough, 
especially  at  night,  and  urgency  of  urina- 
tion and  nocturia  ten  times  a night.  How- 
ever, aside  from  some  orthopnea,  the  pa- 
tient remained  comfortable  and  was  ambula- 
tory. He  had  a weight  loss  of  2 pounds  with 
Mercuhydrin  (4  cc.)  at  the  end  of  six  days, 
and  ankle  edema  diminished. 

On  the  tenth  hospital  day  a cardiology 
consultant  examined  the  patient  and  noted 
that  the  heart  was  enlarged  to  the  left. 
The  rhythm  was  regular  and  the  rate  was 
normal.  The  first  sound  was  accentuated 
somewhat.  A Grade  IV  systolic  murmur 
and  a gallop  were  heard  at  the  fourth  to 
fifth  intercostal  space,  and  Grade  III  sys- 
tolic and  diastolic  murmurs  were  heard  at 
the  aortic  area.  A soft  systolic  murmur 
likewise  was  present  and  heard  at  Erb’s 
point. 

The  blood  pressure  was  160/80.  Small 
spider  angiomas  were  present  on  the  anterior 
chest.  The  lungs  were  congested  through- 
out. The  liver  was  5 fingerbreadths  below 
the  right  costal  margin  with  a smooth,  regu- 
lar edge.  There  was  1 plus  ankle  edema. 

The  signs  of  heart  failure  continued,  and 
ankle  edema  increased.  The  patient  be- 
came increasingly  restless,  more  pale,  and 
dyspneic  with  shallow  respirations.  At  one 
time  he  complained  of  severe  palpitations 
and  chilly  sensations.  Shortly  thereafter 
he  became  increasingly  disoriented,  un- 
responsive, cold,  and  clammy,  with  a 
progressive  fall  in  blood  pressure.  He  re- 
ceived Furadantin,  100  mg.  four  times  a day 
during  the  last  two  days,  1 unit  of  packed 
red  blood  cells,  and  digoxin  0.5  mg.  The 
patient  expired  on  the  twenty-fifth  hospital 
day. 


Discussion 

CELA.RLES  A.  Bertrand,  M.D.  : This  was 
a forty-nine-year-old  white  male  who  ad- 
mitted to  an  intake  of  1 quart  of  wine  daily 
for  the  past  quarter  of  a century.  However, 
he  had  been  in  reasonably  good  health  dur- 
ing this  period  of  time,  and  this  is  sub- 
stantiated, in  a measure,  by  a chest  x-ray 
film  showing  normal  findings  taken  one  and 
a half  years  prior  to  admission.  His  symp- 
toms were  of  recent  vintage  and  showed 
considerable  progression  during  the  three- 
month  period  of  time  preceding  his  admis- 
sion. His  symptoms  were  those  of  con- 
gestive heart  failure — specifically  dyspnea 
on  exertion,  paroxysmal  nocturnal  dyspnea, 
and  peripheral  edema.  On  examination, 
the  patient  was  found  to  be  a chronically  ill- 
appearing  individual  who  had  spider  nevi. 
In  addition,  he  had  the  usual  stigmas  of 
congestive  failure;  namely,  rales,  enlarged 
liver,  and  peripheral  edema.  Cardiovascular 
examination  disclosed  a wide  pulse  pressure, 
cardiac  enlargement,  and  at  least  two  mur- 
murs described  with  some  difference  in  the 
observations  made  by  different  observers. 
One  might  tentatively  conclude,  from  perusal 
of  the  patient’s  symptoms  and  signs,  that 
he  did  in  fact  have  congestive  heart  failure. 

The  laboratory  data  showed  a normo- 
chromic anemia,  rapid  sedimentation  rate, 
leukocytosis,  and  a positive  C-reactive 
protein.  In  addition,  he  manifested  signs 
of  renal  failure  with  an  elevation  of  the 
nonprotein  nitrogen,  and  positive  findings 
on  urinalysis  consisting  of  albuminuria  and 
of  casts  and  red  cells  in  the  urine.  The 
blood  chemistries  did  show  the  signs  of  a 
renal  acidosis  with  a low  calcium  and 
phosphorus  retention.  Hence,  one  would 
conclude  that  the  renal  insufficiency  was  a 
dominant  part  of  this  man’s  symptom 
complex,  as  viewed  from  the  standpoint  of 
the  laboratory  workers.  Moreover,  in  view 
of  the  positive  history  of  alcohol  intake,  the 
presence  of  spider  nevi,  and  the  abnormal 
results  of  the  liver  function  tests,  it  is  reason- 
able to  assume  that  the  patient  did  have 
portal  cirrhosis,  the  degree  of  which  is 
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undetermined. 

It  also  might  be  pointed  out  that  the 
serum  albumin  was  low,  probably  a mani- 
festation of  liver  disease,  but  this  may  have 
contributed  in  some  measure  to  the  con- 
gestive state  manifested  by  the  patient. 
The  more  specific  modalities  of  cardiac 
investigation,  such  as  the  x-ray  film  and  the 
electrocardiogram,  are  not  helpful  from  an 
etiologic  standpoint.  The  chest  x-ray  film 
does  show  an  enlarged  heart,  pleural  fluid, 
and  evidence  of  congestive  changes,  but  it  is 
in  no  way  specific.  The  same  might  be 
said  for  the  electrocardiogram  which  simply 
showed  first-degree  heart  block  and  non- 
specific T-wave  changes.  These  may  be 
interpreted  as  evidence  of  heart  disease  but 
are  in  no  way  specific  insofar  as  diagnosis  is 
concerned.  We  do  have  positive  blood 
cultures,  and  the  laboratory  is  indeed  more 
than  generous,  there  having  been  three 
organisms  isolated. 

The  patient’s  hospital  course  was  progres- 
sively downhill  and  unresponsive  to  therapy. 
He  did  have  a slight  irregular  temperature 
for  the  first  several  days  during  hospitaliza- 
tion. His  renal  failure  increased  progre.s- 
sively,  and  he  probably  died  as  a result  of 
cardiorenal  failure — it  is  a bit  difficult  to 
dissociate  the  two  factors. 

Often  there  are  a multiplicity  of  cau.ses 
that  lead  to  the  death  of  a given  patient. 
Such  causes  may  vary  in  importance.  This 
forty-nine-year-old  white  male  admitted  to 
a con.sumption  of  1 cpiart  of  wine  a day  for 
twenty-five  years,  had  spider  nevi,  and 
showed  grossly  abnormal  liver  function 
te.st  results;  it  is  quite  likely  that  he  had 
portal  cirrhosis.  Yet,  this  diagnosis  in  it- 
self is  insufficient  to  explain  the  symptom 
complex  encountered  in  this  patient  and  is 
inade(piate  as  a sole  cause  of  death.  The 
major  problem  presented  by  this  patient  is 
the  explanation  for  his  cardiac  and  renal 
failure,  and  this  will  be  the  primary  pur- 
pose of  our  discussion.  May  we  have  a 
report  on  the  chest  films  please? 

Radiologist;  A chest  plate  taken  one 
and  one-half  years  before  admission  shows 


normal  findings.  The  lungs  are  clear. 
The  heart  shadow  is  slightly  widened.  A 
film  taken  on  his  admission  shows  enlarge- 
ment of  the  heart  shadow  and  a slight  dis- 
placement of  the  esophagus.  This  corre- 
sponds to  the  left  ventricle,  which  is  rather 
bulging.  In  this  second  film,  there  is  some 
increase  in  the  anteropo.sterior  diameter  of 
the  heart.  There  is  some  increased  vas- 
cularity of  the  lung  fields  bilateralljL 
These  findings  are  compatible  with  cardiac 
enlargement  and  pulmonary  congestion. 

Dr.  Bertrand:  First,  I would  consider 
the  possible  diagnosis  of  arteriosclerotic 
heart  disease.  The  man  was  forty-nine 
years  of  age.  He  may  have  had  silent  cor- 
onary artery  disease.  The  electrocardio- 
gram does  not  favor  this  but  cannot  ex- 
clude it.  If  we  consider  arteriosclerotic 
heart  disease  as  the  diagnosis,  there  may  be 
sequelae  considered;  for  example,  an  in- 
fected mural  thrombus.  However,  I don’t 
think  we  can  explain  this  man’s  difficulty, 
especially  the  anemia  and  renal  failure, 
solely  on  the  basis  of  arteriosclerotic  heart 
disease  without  adding  a complicating  in- 
fectious process. 

Next,  we  shall  consider  the  possibility  of 
lues.  While  lues  may  affect  many  organs, 
even  the  kidneys,  one  would  not  expect  this 
degree  of  anemia.  There  have  been  cases 
in  which  bacterial  endocarditis  developed 
on  an  aortic  luetic  lesion,  yet  this  patient’s  * 
heart  apparently  was  normal  one  and  one- 
half  years  before  death,  and  so  we  have  no 
evidence  for  cardiovascular  syphilis.  There 
are  too  many  findings  in  this  situation  to  be 
explained  on  the  basis  of  syphilis;  the  Was- 
sermann  reaction  was  negative,  and  there 
is  no  history  of  infection.  One  would  not 
expect  a patient  of  this  age,  who  had  a nor- 
mal heart  one  and  one-half  years  previously, 
to  develop  such  severe  cardiac  and  renal 
failure  in  so  short  a period  of  time.  Renal 
involvement  usually  occurs  in  the  secondarj^ 
stage  of  syphilis  and  is  nephrotic  in  nature. 
There  were  no  signs  of  syphilitic  invoh'e- 
ment  of  the  skin,  bones,  joints,  stomach 
and  intestinal  tract,  or  central  nervous 
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system. 

Congenital  heart  disease  may  be  con- 
sidered. From  the  description  of  the  heart 
sounds  I think  that  this  patient  could  have 
had  a bicuspid  aortic  lesion.  It  is  esti- 
mated that  2.5  per  cent  of  patients  with 
bicuspid  aortic  valve  lesions  develop  bac- 
terial endocarditis.  However,  while  con- 
genital heart  disease  may  exist  as  an  under- 
lying disorder,  it  could  not  explain  the  phe- 
nomena in  this  situation  unless  superimposed 
bacterial  endocarditis  were  present. 

The  idiopathic  forms  of  heart  disease  in- 
volving the  left  ventricle  always  must  be 
considered,  but  accurate  diagnosis  is  very 
difficult.  These  forms  would  include  the 
consideration  of  primary  amyloidosis  and 
myocarditis.  The  patient  did  not  have  the 
phenomena  usually  associated  with  endo- 
cardial fibroelastosis,  and  we  .shall  eliminate 
these  uncommon  forms  of  heart  disease 
involving  the  left  ventricle  as  inadequate  to 
explain  the  whole  clinical  picture,  including 
anemia  and  renal  failure. 

Now,  I’ll  consider  the  collagen  di.seases, 
for  example  periarteritis  nodosa.  It  is 
true  that  periarteritis  nodosa  involves  many 
organs,  as  the  disease  obviously  did  in  this 
man.  Patients  with  periarteritis  nodosa 
may  have  slight  hypertension,  anemia, 
heart  failure,  and  renal  failure,  but  there 
are  too  many  negatives  to  con.sidcr  this 
diagnosis  as  the  primary  disorder.  For 
instance,  there  are  no  skin  changes,  and 
there  is  an  absence  of  asthma  and  of  central 
nervous  system  signs  usually  seen  in  peri- 
arteritis nodo.sa.  Also,  this  degree  of  uremia 
would  be  rather  unusual.  Glomerulone- 
phritis, a collagen  disorder,  may  be  con- 
sidered in  this  case,  but  we  shall  not  discuss 
it  at  the  present  time  since  it  is  thought  to 
be  a part  of  our  major  diagnosis  rather 
than  the  major  diagnosis.  Acute  rheumatic 
fever  should  be  considered  a possibility, 
but  the  usual  signs  are  absent.  The  C- 
reactive  protein  test  favors  a diagnosis  of 
rheumatic  fever,  but  it  is  not  a specific 
test.  Portal  cirrhosis  and  many  other 
disorders  may  produce  an  elevated  C-reac- 


tive protein. 

Beriberi  is  a pos.sibility  and  is  a fascinating 
disease.  This  patient  was  presumably  ad- 
dicted to  alcohol,  since  he  drank  1 quart  of 
wine  daily  for  the  last  twenty-five  years. 
We  realize  that  in  this  country  beriberi 
occurs  mainly  in  persons  with  alcoholism. 
So  he  may  have  had  beriberi.  For  the 
mo.st  part  the  outstanding  clinical  features 
of  beriberi  are  lacking  in  this  man.  IVIore- 
over  the  usual  signs  of  a “high  output  fail- 
ure” as  seen  with  beriberi  are  lacking. 
There  were  no  neuropathy  signs  in  this 
particular  case.  The  electrocardiogram  may 
be  very  helpful  in  the  diagnosis  of  beriberi. 
One  feature  is  the  lowering  of  the  T-waves. 
However,  beriberi  would  not  explain  the 
murmurs  described  in  the  protocol.  It 
would  not  explain  the  severe  uremia  that 
the  patient  had.  On  the  basis  of  these 
findings,  we  may  exclude  beriberi. 

Now,  finally  to  the  last  diagnosis  of  bacte- 
rial endocarditis.  The  patient  had  a marked 
anemia,  a slight  fever,  leukocytosis,  uremia, 
positive  blood  cultures,  and  heart  murmurs. 
The  murmurs,  if  they  are  varying,  favor  the 
diagnosis  of  bacterial  endocarditis.  I’he 
anemia  and  the  renal  picture  go  along  well 
with  bacterial  endocarditis.  He  may  have 
had  any  one  of  three  forms  of  kidney  disease 
(as.sociated  with  bacterial  endocarditis),  or 
he  may  have  had  renal  infarcts.  Careful 
renal  studies  have  revealed  renal  functional 
impairment  in  at  least  40  to  50  per  cent  of 
cases  with  bacterial  endocarditis.  The  pres- 
ence of  marked  uremia  and  acidosis  are  not 
in  any  way  out  of  line  with  bacterial  endocar- 
ditis, and  many  patients  die  of  renal  failure 
or  a combination  of  renal  failure  with  con- 
gestive heart  failure.  This  man  was  in 
congestive  failure  for  about  three  months  and 
did  not  respond  to  therapy.  One  such  entity 
responding  poorly  to  cardiac  therapy  is 
bacterial  endocarditis.  The  embolic  phe- 
nomena are  missing  in  this  case  but  are  a late 
manifestation  of  this  disease  and  often  are 
absent.  Furthermore,  he  received  treatment 
late  in  the  course  of  his  disease  and  a very 
high  mortality  rate  is  to  be  expected  under 
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such  circumstances. 

In  summary,  I would  say  that  this  patient 
had  bacterial  endocarditis,  and  from  the 
description  of  the  murmurs,  he  had  an  aortic 
valvular  lesion.  One  would  guess  that  there 
was  pulmonary  edema,  hepatic  congestion, 
vascular  congestion,  and  some  type  of  sec- 
ondary nephropathy,  probably  diffuse  glo- 
merulonephritis. 

Comment  : I think  one  could  say  that  the 
primary  trouble  in  this  case  was  a renal 
disturbance.  An  interesting  fact  in  the  renal 
findings  is  that  this  man  had  far-advanced 
renal  dysfunction  without  hypertension. 

Dr.  Bertrand  : The  nephritis  of  bacterial 
endocarditis  usually  does  not  produce  hy- 
pertension. I think  in  this  case  the  kidney 
lesion  played  a very  prominent  role  in  the 
patient’s  illness,  and  uremia  dominated  the 
picture.  Probably  his  renal  lesion  is  second- 
ary to  bacterial  endocarditis. 

Question:  I would  like  to  know  if  you 
would  get  this  kind  of  pulse  pressure  from  a 
rheumatic  valve. 

Dr.  Bertrand:  The  patient  was  quite 
anemic,  and  anemia  may  produce  the  pe- 
ripheral vascular  findings  of  aortic  valvular 
insufficiency,  or  he  may  have  had  rheumatic 
aortic  insufficiency. 

Question:  Do  you  think  it  is  a calcific 
type  of  aortic  stenosis? 

Dr.  Bertrand:  No. 

Question  : Could  this  be  a beriberi  aorti- 
tis? There  are  patients  who  may  have  nor- 
mal heart  findings  before  the  onset  of  heart 
failure.  The  same  is  true  of  aortic  stenosis. 
Patients  with  aortic  stenosis  will  not  develop 
failure  until  the  age  of  fifty  or  si.xty  years. 

Diagnoses 

Clinical. — Rheumatic  heart  disease,  aortic 
insufficiency,  and  aortic  stenosis. 

Dr.  Bertrand. — Bacterial  endocarditis  with 
diffuse  glomerulonephritis. 

Anatomic. — {!)  Arteriosclerotic  heart  dis- 
ease; (2)  subacute  bacterial  endocarditis  with 
perforated  mycotic  aneurysm  of  left  and 
posterior  aortic  cusps  due  to  Staphylococcus 
albus,  coagulase  negative;  (3)  subacute  diffuse 


glomerulonephritis. 

Pathologic  Report 

Pedro  Iral,  M.D.:  The  moderately  en- 
larged heart  revealed  a grossly  insufficient 
aortic  valve  with  a mycotic  aneurysm  in- 
volving the  posterior  and  left  cusps  which 
also  contained  perforations.  The  margins 
of  the  cusps  were  necrotic,  irregularly  frag- 
mented, and  focally  calcified  with  a 2-cm., 
firm,  dark  red-brown,  verrucous  vegetation 
attached  at  the  edge  of  the  posterior  cusp. 
The  section  of  the  aneurysm  area  showed 
necrosis,  proliferation  of  granulation  tissue, 
and  marked  subacute  inflammatory  infiltra- 
tion, which  included  giant  cells  considered 
to  be  foreign  body  in  type.  The  large, 
necrotic,  hyalinized  vegetation  with  foci 
of  calcium  deposition  is  seen  attached  to  the 
edge  of  the  leaflet.  This  mass  contained 
colonies  of  gram-positive  cocci.  The  pos- 
terior wall  of  the  left  ventricle  contained  2- 
to  7-mm.  foci  of  soft,  yellow  necrosis  or 
focal  infarcts.  The  arterioles  in  the  sections 
contained  acidophilic,  amorphous,  hyaline 
material  considered  to  be  embolic.  The 
hypertrophied  left  ventricle  was  16  mm. 
thick.  No  evidence  of  rheumatic  heart 
disease  was  seen.  The  coronary  arteries 
exhibited  marked  atherosclerosis  with  foci 
of  50  to  80  per  cent  narrowing  of  the  lumens. 
There  was  a marked  bilateral  pleural  effu- 
sion. The  lungs  showed  only  marked 
chronic  passive  congestion.  The  liver  was 
enlarged  and  weighed  2,600  Gm.  There  was 
marked  congestion  of  the  sinusoids  in  the 
central  areas  with  associated  necrosis  of 
the  liver  cells.  The  spleen  contained  a 
clearly  demarcated,  yellow,  subcapsular 
area  of  infarction.  The  kidneys  each 
weighed  225  Gm.  and  had  fairly  smooth, 
pale,  cortical  surfaces  with  focal  areas  of 
congestion.  The  medullas  were  dark  and 
congested.  The  sections  revealed  a diffuse, 
subacute  glomerulonephritis  with  glomeruli 
exhibiting  focal  fibrinoid  necrosis  of  the 
tufts  and  focal  inflammatory  changes  with 
areas  of  characteristic  early  crescent  type 
scarring.  There  were  focal  areas  of  chronic 
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inflammation  of  the  interstitial  tissue. 

Question  : Is  the  incidence  of  glomerular 

nephritis  higher  in  such  a situation  when 
dealing  with  a streptococcus  or  a staphylo- 
coccus infection? 

Dr.  Bertr.\nd  ; I cannot  say.  I meant  to 
mention  that  the  patient  had  a very  slight 
fever.  I know  of  similar  cases  of  bacterial 
endocarditis  where  there  was  no  fever. 

Comment:  One  might  think  that  a 

streptococcus  infection  was  present. 

Dr.  Bertrand  : Although  coagulase  nega- 
tive Staph,  albus  is  generally  considered 
nonpathogenic,  these  organisms  are  re- 
covered in  the  blood  cultures  of  patients 
with  bacterial  endocarditis,  sometimes  in 
patients  revealing  two  or  three  organisms  on 
different  occasions.* 


* Smith,  I.  M.,  Beals,  P.  C.,  Kingsbury,  K.,  and 
Hasenclever,  H.  F. : Observations  of  staphylocoecus 

albus  septicemia  in  mice  and  men,  A.M.A.  .\rch.  Int. 
Med.  102:  375  (1958). 


Victoria  A.  Bradess,  M.D.:  Do  you 
think  this  might  be  a subtilis  infection? 

Dr.  Bertrand:  These  organisms  have 
been  reported  in  cases  of  bacterial  endo- 
carditis, particularly  if  the  endocarditis  is  of 
multiple  origin.  A subtilis  infection  is  rare 
as  the  sole  cause. 

Question  : How  would  you  treat  a patient 
like  this? 

Dr.  Bertrand:  In  a case  of  suspected 
bacterial  endocarditis  and  impending  renal 
failure,  I would  treat  the  patient  as  having 
bacterial  endocarditis  and  use  large  doses 
of  penicillin,  streptomycin,  and  a broad- 
spectrum  antibiotic.  It  is  no  longer  rare 
to  recover  a Staph,  albus  in  those  cases. 
Micrococcus  tetragenus  is  more  unusual 
but  is  seen  in  urinary  tract  infections.  As 
mentioned  previously,  it  is  not  unusual  to 
have  multiple  organisms  present. 

Comment:  I would  use  streptomycin 

with  caution  in  view  of  the  renal  complica- 
tion. 


Pregnancy  and  Birth  Complications  Major  Cause  of  Deafness  in  Newborn 


Complications  of  birth  and  pregnancy  are  a 
major  cause  of  deafness  in  newborn  babies  and 
young  children. 

Findings  of  a study  conducted  among  328  children 
with  severe  hearing  loss  revealed  that  in  one  third 
of  the  group  damage  could  be  attributed  to  the 
prenatal  or  natal  periods. 

Complications  of  birth  and  labor  headed  the  list 
of  specific  causes,  accounting  for  more  than  15 
per  cent  of  all  cases.  Maternal  rubella,  the  virus 
that  causes  German  measles,  was  found  to  be  the 


cause  in  1 1 per  cent  of  cases,  and  Rh  incompatibility 
was  held  responsible  for  7 per  cent. 

How  early  can  deafness  in  children  be  diagnosed? 
At  a surprisingly  early  age,  with  the  aid  of  special 
testing  devices.  In  fact  infants  as  young  as  three 
weeks  of  age  can  be  tested  for  response  to  sound 
stimuli.  The  earliest  possible  detection,  for  differ- 
ential diagnosis  in  infants  and  preschool  children, 
is  necessary  to  rule  out  such  factors  as  mental  re- 
tardation, aphasia,  and  emotional  disturbance. 
— Patterns  of  Disease,  Parke,  Davis  & Company 
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Present  Status  of  the  Oral  Hypoglycemic  Agents 
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^ I ''he  present  status  of  the  oral  hypogly- 
cemic  agents  can  be  stated  briefly  as 
follows : 

In  medical  practice  they  have  found 
almost  general  acceptance  as  a convenient 
and,  when  properly  used,  rather  harmless 
means  of  management  of  diabetes  mellitus 
in  a large  and  well-defined  group  of  patients. 
They  may  be  employed  either  instead  of 
or  in  conjunction  with  insulin.  It  is,  how- 
ever, well  recognized  that  the  area  of  their 
usefulness  is  not  as  wide  nor  the  degree  of 
their  activity  as  great  as  that  of  insulin. 

In  the  laboratory  they  have  been  the 
subject  of  intensive  research  on  the  cellular, 
tissue,  organ,  and  total  body  level.  This 
has  enhanced  significantly  our  knowledge 
of  carbohydrate  metabolism,  its  pathways 
and  regulations,  but  has  failed  as  yet  to 
elucidate  fully  the  mode  of  action  of  the 
oral  hypoglycemic  agents. 

These  general  statements  apply  to  the 
arylsulfonylureas,  which  only  five  years 
ago  opened  the  present  era  of  effective 
oral  hypoglycemic  agents;  to  the  bigua- 


nides,  which  were  introduced  somewhat  ‘ 
later,  although  related  compounds  had  had  i 
a short-lived  existence  more  than  thirty ' 
years  ago ; and  to  the  salicylates.  Since  the  ; 
latter  part  of  the  nineteenth  century  the  sali- ; 
cylates  have  been  known  to  lower  the  blood 
sugar  level. 

Such  general  statements  do  not  apply, 
however,  to  the  many  other  agents  for  which 
oral  hypoglycemic  activity  has  been  claimed 
in  the  past  or  in  the  present,  but  which  have 
not  as  yet  made  any  impact  on  medical 
practice  either  because  their  activity  is  too 
weak  or  their  toxicity  too  great.  The.se 
agents  have  been  di.scu.ssed  elsewhere*  and 
will  not  be  included  in  this  review. 

Theoretic  Aspects 

Chemical  Structure  and  Phar- 
M.ACOLOGY.^ — Arylsulfonylureas. — Only  tol- 
butamide and  chlorpropamide  are  used 
presently  in  the  United  States.  They  are 
the  result  of  the  careful  screening  of  more  ' 
than  1,000  related  compounds.  With  the' 
original  hypoglycemic  agents  IPTD  (para- 
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N N 

IPTD  \s02-NH-(!: C— C3H6 

2-(p-aminobenzene  sulfamido) 

5- iso-propyl-l-thio-3, 4-diazole 

Carhutamide  ^SOz-NH-C()-NH-C4H9 

N-(4-Aminobenzenesulfonyl)-N-n- 

butylurea 

Tolbutamide  ^SOj-NH-CO-NH-gHg 

N-(4-Methylbenzeiiesulfonyl)- 
N-butylurea 

Chlorpropamide  Cl^^  ^SOg-NH-CO-NH-CaH; 

N-(4-Chlorobenzenesulfonyl)- 

N-n-propylurea 

Fig.  1.  Chemical  structures  of  the  various  hypo- 
gl3'cemic  sulfonvlureas. 

aminobenzenesulphonamidoisopropylthiodi- 
azole)  and  carhutamide,  which  were  dis- 
covered accidentally,  they  share  structurally 
a central  core  consisting  of  a sulfonyl  group 
linked  to  an  ureide  (or  a thiazole  ring,  as  in 
the  case  of  IPTD)  (Fig.  1).  This  core 
apparently  represents  the  active  principle 
and  must  be  present  in  every  hypoglycemic 
sulfonylurea  compound.  The  prosthetic 
radicals  in  front  of  and  behind  this  essential 
core  seem  to  determine  the  side-reactions 
of  the  compounds  and  their  metabolic  path- 
ways. The  substitution  of  the  para-amino 
group  on  the  benzol  ring  (present  in  IPTD 
and  carhutamide)  by  a methyl  group  (as 
in  tolbutamide)  or  a chlorine  molecule 
(as  in  chlorpropamide)  deprives  the  com- 
pound of  any  bacteriostatic  activity  and 
apparently  of  some  toxic  effects  as  well. 
In  the  organism  carhutamide  is  acetylated 
slowly,  and  tolbutamide  is  carboxylated 
relatively  rapidly.  Their  metabolic  deriva- 
tives are  void  of  any  hypoglycemic  activity. 
Chlorpropamide,  on  the  other  hand,  does 
not  seem  to  undergo  any  metabolic  changes 
in  the  human  organism  and  is  excreted 
extremely  slowly. 

All  hypoglycemic  sulfonylureas  require 
for  their  activity  the  presence  of  some  intact 
pancreatic  islet  tissue.  Although  they  are 
effective  at  about  the  same  plasma  concen- 
tration, the  duration  of  their  activity  varies 


significantly.  Weight  for  weight  chlorpro- 
pamide maintains  an  effective  plasma  con- 
centration for  about  five  to  six  times  as 
long  as  tolbutamide.  Its  biologic  plasma 
half-life  in  man  is  aliout  thirty-five  hours, 
while  that  of  tolbutamide  is  from  four  to 
six  hours.  The  longer  the  retention  of  the 
unchanged  compounds,  the  greater  is,  of 
course,  the  possibility  of  accumulation  by 
overdosage  and  of  untoward  side-effects. 
The  practical  implications  of  this  phar- 
macologic difference  of  tolbutamide  and 
chlorpropamide  will  be  discussed  elsewhere 
in  this  article. 

Guanidine  Derivatives. — The  presently 
used  phenethylbiguanide,  phenformin 
(DBI),  contains  as  the  active  principle 
two  guanidine  molecules  sharing  one  amino 
N.  It  is  a true  biguanide.  In  the  earlier 
hypoglycemic  diguanidines,  deca-  and  do- 
decamethylenediguanidine  (synthalin  A and 
B),  the  two  guanidine  molecules  were  sep- 
arated by  long  methyl  chains.  The  met- 
abolic pathway  of  phenethylbiguanide  is 
not  fully  understood,  but  it  seems  that  as 
oral  medication,  the  compound  is  partly 
degraded  with  loss  of  its  phenyl  group. ^ 
The  compound  itself,  as  well  as  its  degrada- 
tion product,  is  excreted  rapidly.  This 
accounts  for  its  rather  short  hypoglycemic 
activity  (biologic  half-life  of  from  four  to 
six  hours).  There  is  a great  species  differ- 
ence in  its  activity.  While  hypoglycemic 
in  intact  mice,  rats,  rabbits,  cats,  and  guinea 
pigs,  it  is  ineffective  in  the  intact  dog  and 
in  nondiabetic  man.  This  insensitivity  of 
normal  dog  and  man  is  probably  not  a ques- 
tion of  dosage,  since  both  diabetic  man  and 
dog  are  responsive.  Gastric  incompat- 
ibility, manifested  by  nausea  and  vomiting, 
limits  the  use  of  large  doses  of  phenethyl- 
biguanide. This  incompatibility,  more  than 
any  true  toxicity,  may  have  been  the  reason 
that  the  diguanidines  were  abandoned  in 
the  thirties.  Phenformin  has  been  found 
to  cause  true  organic  toxicity  in  animal  ex- 
perimentation only,  where  renal  and  hepatic 
damage  were  observed  after  doses  far  greater 
than  the  minimal  hypoglycemic  doses. 
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Ketosis  is  seen,  however,  in  man  under 
phenformin  medication,  and  recent  reports 
of  instances  of  severe  keto-acidosis®  make 
one  wonder  whether  or  not  this  is  due  to 
inadequate  diabetic  control  or  represents 
true  toxicity.  Contrary  to  the  hypogly- 
cemic sulfonylureas  the  biguanides  are 
effective  in  the  absence  of  the  pancreas. 

Mode  of  Action. — Arylsulfonylureas. — 
The  necessity  of  intact  islet  cell  tissue  for 
their  hypoglycemic  effect  suggested  that  the 
sulfonylurea  compounds  act  via  the  pan- 
creas. Loubatieres®  postulated  a betacy- 
totropic  action  with  stimulation  of  insulin 
production  or  insulin  release.  He  hoped 
that  the  new  agents  might  have  a curative 
or  preventive  effect  on  diabetes.  Experi- 
mental evidence  accumulated  during  the 
past  five  years  lends  increasing  support 
for  the  betacytotropic  concept  and  permits 
the  rejection  of  other  theories,  such  as,  for 
instance,  an  action  via  the  inhibition  of 
glucagon  or  the  pancreatic  alpha  cells  or  via 
the  inhibition  of  insulinase.  This  evidence 
has  been  presented  recently  in  several  ex- 
cellent reviews.'^"®  We  will  only  summarize 
it  here  as  follows:  (1)  convincing  histologic 
observations  of  degranulation  of  the  beta 
cells  as  well  as  an  increase  of  their  volume, 
the  enlargement  of  their  nuclei,  occasional 
mitoses,  and  the  emergence  of  new  cells 
under  the  influence  of  the  sulfonylureas 
and  (2)  demonstration  of  decreased 
insuhn  content  of  the  pancreas^®  and  in- 
creased plasma  concentration  of  insulin 
or  insulin-like  material  after  sulfonylurea 
medication.  There  are  several  reasons 
why  this  evidence  cannot  as  yet  be  con- 
sidered fully  satisfactory:  (1)  There  has 

a been  lack  of  corroboration  and  discordant 
results  by  some  investigators;  (2)  correla- 
tion of  the  hypoglycemic  reaction  with 
histologic  changes  has  been  demonstrated 
only  in  some  animal  species  and  with 
amounts  of  the  compound  greater  than  the 
chnical  doses;  (3)  there  has  been  a failure 
to  reproduce  with  the  sulfonylurea  com- 
pounds the  peripheral  effects  of  insulin, 
such  as  the  increased  peripheral  uptake  of 


glucose  and  glycogen  synthesis  in  the  iso- 
lated diaphragm  or  the  isolated  fat  pad, 
and  the  increase  of  the  arteriovenous  blood 
sugar  difference,  with  concomitant  increased 
carbon  dioxide  production  and  rise  in  lactate 
and  pyruvate. 

The  first  argument  may  be  refuted  as  due 
to  technical  differences.  The  necessary 
methods  are  most  diflicult  and  it  might 
be  justified  to  put  greater  weight  on  the 
positive  results  obtained  with  highly  sensi- 
tive methods  than  on  the  negative  results. 
The  two  latter  objections,  however,  raise 
the  question  whether  or  not  the  betacy- 
totropic action  is  only  one  of  several  mecha- 
nisms by  which  the  sulfonylurea  compounds 
cause  hypoglycemia.  This  question  is  as 
yet  difficult  to  solve  since  the  necessary 
prerequisite,  a full  understanding  of  the 
physiologic  action  of  insulin,  is  still  lacking. 
It  has  been  suggested  that  the  endogenous 
hormone  which  is  secreted  into  the  portal 
system  and  has  to  pass  the  fiver  before 
reaching  the  periphery  may  have  signifi- 
cantly different  hepatic  and  peripheral 
actions  from  exogenous  insulin  which  is 
administered  peripherally.^®  Much  research 
is  being  done  presently  in  this  respect  and 
raises  the  hope  that  some  of  the  existing 
discrepancies  may  be  resolved  and  that  the 
mode  of  action  of  insulin  as  well  as  of  the 
sulfonylureas  will  be  elucidated.  Until  then, 
it  is  of  little  use  to  cite  inconclusive  or  con- 
tradictory experimental  findings  as  decisive 
evidence  against  the  usefulness  of  these 
agents. 

Biguanides. — The  mode  of  action  of  the 
biguanides  is  even  less  clear  than  that  of 
the  sulfonylureas.  Biguanide  hypoglycemia 
occurs  in  the  absence  of  the  pancreas  and 
in  alloxan  diabetes.  It  is  thus  clear  that  it 
is  not  mediated  by  insulin  or  the  pancreatic 
islet  system.  In  vitro  experiments  have 
demonstrated  that  the  compounds  inhibit 
oxidative  metaboli.sm  and  promote  ana- 
erobic glycolysis.  Enzyme  inhibition  ap- 
pears to  take  place  on  the  level  of  the  suc- 
cinic dehydrogenase  and/or  the  cytochrome 
oxidase  and  has  been  found  to  occur  in 
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isolated  muscle,  liver,  and  adipose  tissue. 
From  these  observations  it  has  been  pos- 
tulated that  the  hypoglycemia  is  caused 
by  intracellular  glucose  accumulation  and 
inadequate  utihzation  for  energy  produc- 
tion, with  accumulation  of  lactate  and 
pyruvate  in  the  blood,  leading  to  a decrease 
of  the  alkali  reserve  and  to  acidosis.^® 

Serious  doubt  has  been  cast  on  this  concept 
for  three  reasons:  (1)  Careful  clinical  ob- 
servations have  shown  that  the  hypoglycemia 
is  accompanied  only  occasionally  by  ke- 
tonuria  and  small  increases  in  lactate  and 
pyruvate,^®  while  the  few  reported  instances 
of  severe  keto-acidosis  are  undoubtedly 
the  exception.®  (2)  Nondiabetic  man  and 
the  normal  dog  should  be  expected  to  be 
sensitive  to  such  basic  action  of  an  enzyme 
poison  but  they  are  not,  as  has  been  men- 
tioned previously.  (3)  The  inhibition  of 
aerobic  glycolysis  occurs  with  many  chemical 
substances  which,  however,  are  nonhypo- 
glycemic.2  One  must  wonder,  therefore, 
whether  or  not  the  hypoglycemic  action  of 
phenformin  is  directly  related  to  its  effect 
on  oxidative  processes.  In  the  intact  or- 
ganism, at  least,  hypoglycemia  occurs  at 
dose  levels  which  are  apparently  too  small 
to  induce  anoxybiosis. 

The  Salicylates. — Empiric  observations  as 
early  as  1876  led  to  the  recognition  that 
sahcylates  in  large  doses  (5  to  10  Gm.  per 
day)  diminish  glycosuria  and  polyuria 
and  cause  general  improvement  in  the  di- 
abetic state. Later,  their  hypoglycemic 
activity  was  demonstrated  and  applied 
clinically.^*-22  xhe  mode  of  action  is  not 
fully  elucidated.  It  is  noteworthy  that  the 
salicylates  may  be  hyperglycemic  as  well, 
and  that  salicylate  poisoning  may  have  all 
the  features  of  severe  keto-acidosis.  More- 
over, hypoglycemia  is  observed  mainly 
with  sodium  salicylate  and  acetylsalicylic 
acid  but  not  with  an  agent  with  as  similar 
a chemical  structure  as  gentisic  acid.  The 
suggestion  has  been  made  that  the  hypo- 
glycemic sahcylates  act  via  inhibition  of 
intracellular  phosphorylation  without  inter- 
fering with  the  oxidative  processes  in  the 


cell.  Indeed,  an  increased  uptake  of  glucose 
into  the  cell  has  been  demonstrated  with 
sodium  salicylate  as  well  as  an  increased 
utilization  of  glucose  by  the  muscle  with 
a rise  in  plasma  lactate  and  pyruvate. 

The  well-known  toxic  side-reactions  of  large 
doses  of  salicylates  and  their  rather  weak 
activity  limit  their  use  as  hypoglycemic 
agents  except  when  they  are  used  in  com- 
bination with  other  agents. 

Clinical  Aspects 

Notwithstanding  the  largely  unsolved 
problems  of  their  mode  of  action,  the  oral 
hypoglycemic  agents  have  acquired  an  im- 
portant place  in  the  therapy  of  diabetes 
mellitus.  The  clinical  experience  during 
the  first  five  years  of  their  existence  has 
been  extremely  wide  and  rather  favorable. 
It  is  estimated  that  they  are  used  by  more 
than  600,000  patients  in  the  United  States. 
Five  years  are,  however,  still  too  few  for 
the  true  evaluation  of  a therapeutic  agent 
which  may  have  to  be  used  by  the  patient 
for  many  decades.  Possible  late  toxic  effects 
must  still  be  watched  for,  as  well  as  loss 
of  effectiveness  with  time  (secondary  es- 
cape). Five  years  are  also  too  short  a time 
to  evaluate  the  effect  on  the  degenerative 
complications  of  diabetes,  or  to  substantiate 
Loubati^res’®  hope  that  they  might  be 
instruments  for  the  cure  or  the  prevention 
of  diabetes.  Their  usefulness  would  be 
enhanced  considerably  if  they  were  found 
to  be  effective  in  these  areas  where  insulin 
is  inadequate  or  fails  entirely. 

We  must  confine  ourselves  here  to  an 
appraisal  of  their  present  status.  They 
still  are  largely  agents  of  convenience,  as 
we  described  them  three  years  ago.^®  It 
is  still  more  diflficult  to  describe  the  situa- 
tions where  their  use  is  strictly  indicated 
than  to  state  where  they  are  contraindicated. 
Thus,  a negative  statement  serves  best  to 
describe  their  usefulness:  they  are  useful 
but  not  in  all  types  of  diabetes,  nor  at  all 
times.  . This  statement  contrasts  them 
clearly  with  insuhn,  which  is  useful  at  all 
times  in  all  types  of  the  disease.  More- 
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over,  this  statement  emphasizes  the  need 
for  intimate  familiarity  with  the  limitations 
of  these  agents  and  for  great  care  in  the 
selection  of  suitable  patients  and  in  the 
supervision  of  the  treatment.  The  con- 
venience of  the  oral  agents  is  that  they 
free  the  patient  from  the  needle  and  the 
syringe,  but  they  do  not  free  him  from  the 
disease. 

What  are  the  limitations  of  their  clinical 
use?  There  is,  of  course,  a general  one 
which  applies  to  them  as  well  as  to  insulin : 
neither  agent  needs  to  be  employed  in  that 
area  of  the  disease  which  can  be  controlled 
by  diet  alone.  Dietary  restriction  remains 
still  the  basic  modality  of  the  management 
of  diabetes.  Neither  insulin  nor  the  oral 
hypoglycemic  agents  should  be  used  instead 
of  an  adequately  controlled  diet,  although 
both  agents  are  certainly  effective  in  this 
area  of  the  disease.  An  adequately  con- 
trolled diet  should  supply  sufficient  calories 
to  maintain  weight  equilibrium  for  the 
patient  of  normal  weight  and  should  permit 
the  establishment  and  maintenance  of 
normal  weight  for  the  patient  who  is  under- 
weight or  overweight.  An  adequately  con- 
trolled diabetic  diet  should  contain  at  least 
1.50  Gm.  of  carbohydrate  and  should  be 
tolerated  without  significant  glucose  loss 
(.5  to  10  Gm.  per  day)  and  with  a blood  sugar 
level  two  hours  after  meals  of  not  higher 
than  180  mg.  per  100  ml.  About  two  thirds 
of  all  diabetic  patients  can  be  considered 
as  adequately  re.sponsive  to  diet  alone. 
All  of  them  suffer  from  the  maturity-onset 
type  of  the  di.sease  with  a stable  and  non- 
ketotic course.  Most  of  the  middle-aged, 
obe.se  diabetic  individuals  belong  in  this 
group. 

There  is  no  evidence  as  yet  that  the  addi- 
tion of  the  oral  agent  is  of  any  greater  benefit 
to  these  patients  than  diet  alone.  The 
suggestion  that  the  drug  may  exert  a special 
stimulus  to  insulin  secretion  which  permits 
establishment  and  maintenance  of  “eugly- 
cemia”  is  not  borne  out  by  experimental  or 
clinical  evidence.  The  drugs  will  help  to 
re.store  normoglycemia  in  some  patients 
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Fig.  2.  Representation  of  the  total  diabetic 
population. 

and  fail  in  others.  It  appears  unju.stified 
also  at  the  pre.sent  time  to  use  the  drugs 
in  potential  diabetic  patients  in  an  attempt 
to  prevent  the  development  of  the  disease. 
Nondiabetic  siblings  of  diabetic  patients 
should  be  advised  to  avoid  overweight 
but  should  not  be  treated  prophylactically 
with  insulin  or  with  oral  agents.  The  time- 
honored  rule  of  medical  science  to  use  drugs 
where  they  are  needed  but  to  avoid  them 
where  they  are  not  needed  should  be  adhered 
to.  We  have  pointed  out  elsewhere  that  the 
area  of  effectiveness  of  a drug  is  not  always 
identical  with  the  area  of  its  clinical  indi- 
cation.^* 

Usefulness  Instead  of  Insulin. — About 
one  third  of  the  diabetic  population  is  not 
fully  responsive  to  dietary  restrictions  alone 
and  until  recently  was  dependent  solely 
on  insulin  treatment.  With  an  estimated 
total  number  of  all  diabetic  individuals 
in  the  United  States  of  about  2 to  3 million, 
these  would  amount  to  about  700,000  to 
1 million  patients.  This  is  not  a homo- 
geneous group.  It  con.sists  of  the  juvenile 
or  growth-onset  type  of  diabetes,  the  so- 
called  brittle  or  unstable  type  of  diabetes 
of  maturity-onset,  and  a considerable  num- 
ber of  stable,  moderately  severe  maturity- 
on.set  diabetic  per-sons.  In  this  latter  group, 
oral  agents  have  their  greatest  usefulness. 
Here,  and  only  here,  they  can  be  em- 
ployed satisfactorily  instead  of  insulin. 
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This  is  commonly  possible  where  the  daily 
insulin  recjuirement  is  less  than  30  to  40 
units.  Patients  with  a greater  insulin  re- 
quirement are  usually  refractory  to  oral 
drugs  or  cannot  be  controlled  adequately 
with  this  medication.  Neither  the  juvenile 
diabetes  nor  the  unstable  diabetes  of  the 
adult  can  be  controlled  by  oral  agents  alone 
but  both  types  may  benefit  from  combined 
treatment  with  insulin. 

Figure  2 may  be  taken  to  represent  the 
total  diabetic  population,  (A)  10  to  15  per 
; cent  of  which  are  afflicted  with  the  juvenile 
! or  growth-onset  type  of  the  disease,  (B) 

: the  majority  with  the  maturity  onset  type. 

: The  lined  area  of  the  circle  indicates  that 
I sector  of  the  disease  which  may  be  consid- 
j ered  as  insulin-dependent.  It  includes  the 
juvenile  diabetes  (A),  the  brittle  or  un.stable 
diabetes  of  maturity  onset  (Bi)  and  a part 
1 of  the  stable  disease  of  adulthood  (B2). 
The  stippled  area  represents  the  area  of 
application  or  usefulness  of  the  oral  agents. 
It  overlaps  with  the  insulin  area  particularly 
in  the  field  of  the  stable  maturity-onset 
disease  but  reaches  also  into  the  fields  of 
the  juvenile  and  the  unstable  disea.ses. 
On  the  other  hand,  it  reaches  far  into  the 
area  of  the  disease  which  formerly  might 
have  been  treated  by  diet  alone  and  is 
represented  mainly  by  the  white  area  of  the 
circle.  It  appears  indeed  that  many  of  the 
diabetic  patients  treated  with  oral  agents 
belong  in  the  diet-responsive  group.  Other- 
wise it  would  not  be  understandable  that 
in  spite  of  the  wide  use  of  the  oral  agents, 
the  over-all  use  of  insulin  has  practically 
not  decreased. Where  the  oral  agents  are 
effective  they  offer  a real  advantage,  par- 
ticularly to  the  many  elderly  diabetic  persons 
who  have  their  daily  physical  and  emotional 
difficulties  with  the  insulin  syringe.  Where 
effective,  the  oral  agents  also  give  greater 
safety.  They  are  by  and  large  less  prone 
to  induce  hypoglycemic  reactions,  a danger 
which  is  always  imminent  with  insulin. 
On  the  other  hand,  one  must  be  aware  that 
even  in  this  group  the  oral  agents  may  be- 
come ineffective  either  temporarily  or  per- 


manently. One  must  check  most  carefully 
by  regular  urinalysis  and  blood  sugar  de- 
terminations for  any  of  the  following  condi- 
tions; (1)  natural  progress  of  the  disease 
with  increased  insulin  deficit  and  danger  of 
ketosis  and  acidosis;  (2)  complications  of 
the  diabetes  by  intercurrent  disease  with  the 
danger  of  ketosis  and  acidosis  and  the  need 
for  more  vigorous  treatment;  and  (3)  sec- 
ondary failure  of  the  oral  agents  without 
detectable  aggravation  or  complication  of 
the  disease. 

In  this  latter  case,  a switch  to  one  of  the 
other  oral  agents  may  be  helpful  to  re- 
establi.sh  control.  In  the  two  other  in- 
stances institution  of  insulin  treatment  is 
essential.  The  rea.son  is  that  there  exists 
only  a very  limited  dose-effect  relationship 
for  the  oral  agents.  An  increase  of  the  once 
effective  dose  rarely  permits  the  re-estab- 
lishment  of  control  but  may  induce  toxic 
side-effects  and  particularly  may  cause 
loss  of  precious  time  during  which  acidosis 
and  coma  can  develop. 

Dosage. — If  tolbutamide  is  u.sed,  early 
therapy  may  be  more  effective  if  an  initial 
loading  dose  is  given  which  is  then  tapered 
down  rapidly  to  a maintenance  dose.  Thus 
3 Gm.  on  the  first  day,  2 Gm.  on  the  second 
and  third  days,  and  1 Gm.  for  maintenance 
thereafter  is  often  a satisfactory  method. 
Because  of  a short  half-life,  divided  doses 
of  0.5  Gm.  each  often  give  more  satisfactory 
control  than  once-a-day  do.sage.  The  main- 
tenance do.se  may  vary  between  0.5  Gm. 
and  2 Gm.  daily.  Increa.sing  it  above  2 
Gm.  ordinarily  does  not  enhance  the  ther- 
apeutic effect. 

In  the  ca.se  of  chlorpropamide,  because 
of  the  long  half-life  and  the  tendency  toward 
a cumulative  effect,  it  is  more  advisable 
to  start  with  a low  do.sage  (200  mg.)  once 
daily,  and  to  increase  this  slowly  at  in- 
tervals of  several  days  as  needed  up  to  a 
maximum  maintenance  dose  of  500  mg. 
per  day.  Only  rarely  is  a higher  do.se  war- 
ranted or  more  effective  than  .500  mg.^^ 

Likewi.se,  phenformin  therapy  should  be 
started  at  a low  do.sage  and  increased  at 
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intervals  of  three  to  four  days  until  Rood 
control  is  achieved  at  the  lowest  possible 
dosage.  Short  half-life  and  gastrointestinal 
side-effects  make  advisable  the  use  of  divided 
doses  given  with  meals.  Thus  12.0  mg. 
twice  daily  can  be  gradually  increased  to 
50  mg.  four  times  a day  if  necessary.  A 
dose  before  retiring,  given  with  a small  feed- 
ing, is  helpful  in  maintaining  smoother 
control.  A total  daily  dose  above  200  mg. 
is  rarely  tolerated  or  more  beneficial  than 
200  mg.  per  day. 

Combined  Treatment. — The  oral  agents 
have  been  recommended  also  for  combined 
treatment  with  insulin. Evidently  this 
procedure  offers  little  to  the  patient  whose 
disease  is  well  controlled  with  diet  and  in- 
sulin. In  adding  the  oral  agent  he  must 
continue  to  take  his  daily  injection  of  insulin, 
although  in  a smaller  dosage.  Combined 
treatment  is  useful,  however,  where  insulin 
and  diet  do  not  permit  adequate  control 
and  where  spontaneous  fluctuations  of  the 
glycemia  are  common,  as  in  the  two  last 
groups  of  the  diagram,  the  brittle  and  the 
juvenile  diabetes.  Here,  the  addition  of 
oral  agents  to  insulin  and  diet  may,  in  many 
instances,  smooth  the  course  of  the  disease 
and  improve  the  control.  This  is  true  par- 
ticularly for  the  biguanides  in  unstable 
juvenile  diabetes,  but  it  is  true  also  for  the 
arylsulfonylureas  or  for  salicylates  in  brittle 
diabetes  of  the  adult.*  Occasionally,  such 
combined  treatment  with  insulin  has  been 
found  helpful  also  in  the  rare  cases  of  so- 
called  insulin  resistance,  where  unusually 
large  doses  of  insulin  are  required.*^  Often 
such  doses  may  be  reduced  considerably 
when  oral  agents  are  added. 

In  all  instances  of  combination  therapy 
the  oral  agent  may  be  added  directly  to  the 
established  dose  of  insulin,  starting  with 
small  doses.  These  are  gradually  increased, 
and,  if  possible,  insulin  dosage  is  decreased 
as  dictated  by  the  clinical  course.  An 
occasional  patient  may  require  and  may 
tolerate  doses  of  phenformin  up  to  400  mg. 
per  day  to  achieve  an  improvement  in  con- 
trol of  the  diabetes.  Some  authors  have 
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had  good  experience  with  a combination 
of  sulfonylureas  and  phenformin,  or  a com- 
bined use  of  insulin  plus  both  of  these* 
agents.^*"*"  Also,  the  addition  of  sahcylat.es 
to  sulfonylureas  has  been  employed. 

These  combinations  of  therapy  are  still  in 
experimental  stages. 

Toxic  and  Side-Effects. — Adverse  re- 
actions have  been  surprisingly  small  with 
tolbutamide  and  only  slightly  higher  with 
chlorpropamide  when  used  in  the  currently 
recommended  dose  range.  They  consist 
of  mild  hematologic,  dermatologic,  and 
gastrointestinal  disturbances  which  maj* 
require  interruption  or  discontinuance  of 
therapy.  Minimal  changes  in  liver  function 
with  tolbutamide  therapy,  and  a few  in- 
stances of  jaundice  of  the  hypersensitivity 
type  with  chlorpropamide  have  been  ob- 
served. With  chlorpropamide  a higher  tox- 
icity rate  of  about  5 per  cent  was  observed 
during  the  initial  testing  period.  At  that 
time,  significantly  higher  doses  were  used 
owing  to  a lack  of  appreciation  of  the  potency 
of  the  drug.  Since  then  lower  doses  have 
been  accepted  generally  as  effective,  the 
incidence  of  toxicity  is  not  higher  than  2 
to  3 per  cent. It  would,  nevertheless, 
be  unwise  to  use  the  sulfonylureas  when  sig- 
nificant liver  disease  is  present.  Alcohol 
ingestion  during  tolbutamide  therapy  is 
said  to  cause  a change  in  skin  color  in  some 
patients,  and  a combination  of  chlorpro- 
pamide and  alcohol  may  cause  an  untoward 
reaction  similar  to  that  seen  with  disul- 
firam.*2  A falsely  positive  test  reaction 
for  protein  may  be  seen  owing  to  the  car- 
boxymetabolite  of  tolbutamide  in  the  urine 
but  can  be  avoided  by  use  of  the  commer- 
cially available  Albutest. 

Rather  severe  nausea,  vomiting,  anorexia,  , 
and  occasional  severe  diarrhea  may  ne- 
cessitate the  lowering  of  dosage  or  drug 
stoppage  in  about  50  per  cent  of  patients 
treated  with  phenformin.  Some  patients  JS 
who  can  tolerate  the  drug  develop  an  un-  J 
explained  anorexia  and  weakness. 

Mention  should  be  made  of  the  possibly  j 
beneficial  side-effects  which  may  herald  | 

New  York  State  J.  Med.  J 


PRESENT  STATUS  OF  ORAL  HYPOGLYCEMIC  AGENTS 


new  therapeutic  applications  for  these 
drugs.  Thus,  observations  have  been  re- 
ported that  such  diverse  eonditions  as  aene,^^ 
angina  pectoris,^**  parkinsonism, multiple 
sclerosis, complications  of  artc'riosclerosis,^'* 
and  thromboangiitis  obliterans^^  may  im- 
prove on  medication  with  the  hypoglycemic 
sulfonylureas.  Similar  claims  have  been 
made  frequently  for  many  other  new  ther- 
apeutic agents  in  regard  to  treatment  of 
conditions  of  obscure  etiology  and  with  no 
specific  therapy.  It  would  therefore  be 
premature  to  include  an  evaluation  of  these 
possible  beneficial  effects  of  the  sulfonylureas 
in  a report  on  the  present  status  of  the  oral 
hypoglycemic  agents.  However,  it  is  nec- 
essary to  warn  that  severe  hypoglycemic 
I’eactions  may  develop  even  with  small  doses 
in  nondiabetic  patients,  particularly  elderly 
or  debilitated  individuals.  One  such  in- 
stance was  observed  recently  by  us.^* 
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(Number  ihirleen  in  a series  of  articles  on  Current  Concepts  in  Diabetes  Mellitus) 


Trampoline  Acrobatics  Can  Cripple  or  Kill 


Trampoline  acrobatics  performed  by  untrained 
amateurs  can  cause  cripijling  and  even  fatal  in- 
juries, according  to  the  November  26,  1960  issue 
of  the  Journal  of  the  American  Medical  Association. 

In  a strong  warning  against  the  dangers  of  in- 
crea.sed  popidarity  of  trampoline  tumbling  among 
novices  in  the  absence  of  proper  supervision  or 
competent  instruction,  an  editorial  in  the  Journal 
said  physicians  and  health  agencies  throughout  the 
nation  should  be  alerted  to  the  problem. 

Recent  improvements  in  equipment  design  have 
reduced  the  number  of  minor  injuries  which  result 
from  striking  the  solid  supporting  .structures,  though 
these  continue  to  occur.  But  the  most  dangerous 
place  on  the  trampoline  is  still  the  center  of  the 
mat.  Here  may  occur  the  serious,  permanently 
crippling,  or  even  fatal  injuries,  those  from  acute 
flexion  of  the  cervical  spine. 

In  an  accompanying  article,  authors  William 
G.  Ellis,  M.D.,  David  Green,  B.S.,  Norman  R. 
Holzaepfel,  M.A.,  and  A.  L.  Sahs,  M.D.,  of  Iowa 
City,  Iowa,  said  the  rise  in  the  number  of  inex- 
perienced performers  on  the  tranqjoline  has  been 
l)aralleled  by  a ri.se  in  the  number  of  injuries  sus- 
tained during  its  u.se. 

Five  ca.ses  of  severe  injuries  to  the  nervous  system 
resulting  from  trampoline  accidents  were  reported. 
All  were  men,  ranging  in  age  from  seventeen  to 


thirty-eight  years.  Three  developed  paralysis  of 
both  arms  and  both  legs.  The  maneuver  that 
led  to  the  accident  in  four  instances  was  the  back- 
ward somersaidt.  Two  accidents  occurred  in  a 
well-equipped  university  gymnasium  under  the 
direct  supervision  of  trained  personnel. 

The  fatality  involved  a nineteen-year-old  member 
of  a university  gymnastics  team.  While  practicing 
on  the  trampoline  he  performed  an  elementar}' 
back  drop,  landing  on  his  shoulders  and  back.  He 
immediatelj"  became  numb  and  paralyzed  in  his 
arms  and  legs.  Examination  revealed  dislocation 
of  a bone  of  the  spinal  cord.  He  died  fourteen 
days  later. 

In  another  case,  a thirty-eight-year-old  railroad 
brakeman  who  had  not  exercised  on  a trampoline 
for  twenty  years  attempted  a backward  somer- 
satdt,  landed  on  his  head  and  shoidders,  and  became 
paralyzed  in  his  arms  and  legs. 

A similar  paralyzing  effect  occurred  in  a seven- 
teen-year-old high  school  senior  who  failed  to  com- 
jjlete  a backward  somersaidt  and  landed  on  the 
back  of  his  neck.  The  accident  happened  after 
he  had  been  working  out  on  the  trampoline  for 
eight  hours. 

The  authors  urged  local  departments  of  health 
to  establish  minimum  safety  regulations  concerning 
trampoline  amusement  centers. 


1336 


New  York  State  J.  Med. 


MEDICAL  DIAGNOSTIC 
C L f N 1 C S 


A series  of  special  articles  on  rare  but  important 
disease  entities  or  medical  esoterica 

Prepared  by  the  Deportment  of  Medicine,  St.  Vincent’s  Hospital, 

l\eiv  York  City 

WILLIAM  j.  OKACE,  M.D.,  Editor 
MATTHEW  J.  FEKGUsox,  M.D.,  Associate  Editor 


A Cardiac  Diagnostic 


Protocol 

A fifty-six-year-old  white  salesman  en- 
tered the  hospital  with  advanced  chronic 
congestive  heart  failure.  Prior  to  the 
onset  of  this  illness  eighteen  months  earlier, 
the  patient  had  never  been  ill  and  had  never 
sought  medical  attention.  The  presenting 
symptom  was  easy  fatigability.  Later, 
weight  loss  and  muscular  weakness  became 
prominent.  Then  epigastric  fullness, 
cramping  lower  abdominal  pains,  and  fre- 
(juent  loose  bowel  movements  prompted 
him  to  see  a doctor.  His  symptoms  became 
worse  despite  numerous  and  various  medica- 
tions. About  this  same  time  he  consulted 
an  ophthalmologist  because  of  decreasing 
vision  and  the  sensation  of  spots  before 
his  eyes.  Although  his  eyeglasses  were 
changed  twice,  vision  continued  to  fail. 

Six  months  prior  to  this  admission,  he 
was  hospitalized  because  of  breathlessness, 
ankle  edema,  abdominal  pain,  and  a 30- 
pound  loss  of  weight.  The  admitting  di- 


agnosis was  arteriosclerotic  heart  disease 
with  congestive  failure  and  a probable 
gastrointestinal  malignant  condition. 
An  examination  at  that  time  revealed  a 
chronically  ill,  dyspneic  white  male  who 
evidenced  recent  weight  loss.  His  blood 
pressure  was  100/80  mm.  LIg.  The  pulse 
was  120  beats  per  minute.  The  posi- 
tive physical  findings  were  an  enlarged 
heart,  rales  at  both  lung  bases,  hepato- 
megaly, and  ankle  edema.  A chest  x-ray 
film  showed  generalized  cardiac  enlargement 
and  pulmonary  congestion.  An  electro- 
cardiograph showed  low  voltage  and  sinus 
tachycardia  with  occasional  premature  ven- 
tricular contractions.  An  extensive  gastro- 
intestinal roentgen-ray  investigation  showed 
no  abnormality. 

Bed  rest,  digitalis,  diuretic  agents,  and 
a low  sodium  diet  caused  a slow  but  definite 
regression  of  the  heart  failure.  The  patient 
was  discharged  with  a diagnosis  of  arterio- 
sclerotic heart  disease,  enlarged  heart,  and 
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regular  sinus  rhythm,  2-C.  After  the  pa- 
tient left  the  hospital,  his  right-sided  failure 
recurred.  The  same  gastrointestinal  symp- 
toms persisted.  He  complained  of  occa- 
sional chest  pain.  Numbness  and  stiffness 
of  his  hands  and  feet  were  noted.  Finally 
profound  weakness  and  breathlessness  made 
it  impossible  for  him  to  leave  his  apartment. 
Heart  failure  was  progressive  and  unre- 
lenting. At  this  point  he  was  readmitted. 

A physical  examination  revealed  an 
acutely  and  chronically  ill  patient  who  had 
lost  considerable  weight  since  his  previous 
admission.  He  was  lethargic.  His  speech 
was  slow,  thick,  and  almost  unintelligible. 
The  blood  pressure  was  96/65  mm.  Hg; 
pulse  rate,  140  per  minute;  respirations, 
44  per  minute;  and  temperature  99  F. 
An  oxygen  mask  covered  his  face.  Flatness 
and  decreased  breath  sounds  were  noted  at 
the  right  base.  Moist  rales  were  heard 
over  the  lower  halves  of  the  lungs.  The 
heart  was  enlarged  to  percussion.  The 
sounds  were  of  poor  quality.  A gallop 
rhythm  and  a soft  apical  systolic  murmur 
were  heard.  The  liver  edge  was  felt  5 cm. 
below  the  costal  margin.  Shifting  dullness 


was  apparent.  Subcutaneous  petechiae  and 
ecchymoses  were  present  over  the  pressure 
areas.  There  was  thickening  and  tightness 
of  the  skin  over  the  dorsum  of  the  hands. 
Deep  tendon  reflexes  were  absent.  Pain 
and  tactile  fremitus  were  decreased  over  the 
distal  portions  of  the  extremities.  There 
was  four  plus  pitting  edema  up  to  the  thighs. 

Course 

The  electrocardiograph  again  showed  a 
low  voltage  of  the  QRS  complexes  as  well 
as  sinus  tachycardia  and  depression  of  the 
S-T  segments.  Cardiomegaly,  a right 
pleural  effusion,  and  increased  vascular 
markings  were  noted  on  chest  x-ray  Aims. 
Laboratory  data,  which  were  essentially 
normal  on  the  first  admission,  now  showed 
four  plus  urinary  albumin.  The  blood 
urea  nitrogen  was  40  mg.  per  100  ml.  The 
serum  albumin  was  2.5  Gm.  per  100  ml. 
Despite  vigorous  efforts  to  slow  the  cardiac  i 
rate  and  cause  diuresis,  the  patient  con-  ^ 
tinned  a downhill  course.  He  expired  in  ' 
pulmonary  edema  on  the  third  hospital 
day. 

(Elucidation  will  be  found  on  page  1348) 


Scientist  Defines  ''Brain’' 


The  brain,  whether  of  mollusk  or  man,  is  that 
group  of  nerve  cells  which  determines  behavior. 

This  definition  was  offered  by  Dr.  G.  H.  Bishop 
of  the  medical  faculty  of  Washington  University, 
St.  Louis,  at  a conference  on  electrobiology  sponsored 
by  The  New  York  Academy  of  Sciences  and  the 
American  Association  for  the  Advancement  of 
Science. 

According  to  Dr.  Bishop  the  differences  between 
very  simple,  primitive  brains  and  that  of  man  lie 
in  the  structural  levels — “successive  dominant 
levels” — which  evolving  life  forms  have  developed 
by  concentration  of  nerve  cells  in  a potential  second- 
ary nucleus  of  a sensory  pathway. 

These  higher  levels  successively  dominate  those 
below,  both  with  regard  to  handling  of  incoming 
nerve  impulses  and  outgoing  messages  to  the 


muscles.  Major  stages  in  this  cephalization  appear 
to  have  been  such  as  to  enable  the  animal  to  invade 
at  each  step  a new  environment  in  the  successful 
occupation  of  which  one  or  another  special  sense 
was  of  primary  importance. 

Thus  the  development  of  an  olfactory  center  was 
of  special  significance  for  sea  animals  while  an  ocular 
center  was  of  similar  importance  to  animals  which 
were  evolving  from  sea-living  to  land-living  forms. 

The  cortex,  which  is  the  ultimate  in  brain  struc- 
tures and  which  is  most  fully  developed  in  man,  thus 
parallels  in  its  development  the  evolution  of  its 
efferent  connections — by  which  incoming  nerve 
impulses  are  analyzed,  integrated,  and  modulated. 
These  three  brain  functions.  Dr.  Bishop  explained, 
are  those  which  are  common  to  all  neuronal  group- 
ings to  which  he  gives  the  name  “brain.” 
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^ I '^HE  concept  that  adipose  tissue  is  a 
dynamic  “organ”  capable  of  partaking 
in  a number  of  metabolic  processes  is  now 
generally  accepted.  The  effect  of  caloric 
abundance  or  inadequacy  on  the  amount 
of  stored  fat  is  well  established.  A variety 
of  stimuli  are  known  to  induce  an  increase 
or  a decrease  in  body  fat.  However,  the 
mechanisms  involved  in  fat  deposition 
(Upogenesis)  and  fat  release  (lipolysis)  are 
not  completely  understood.  Body  fat  may 
be  considered  as  a reservoir  of  stored  calories 
in  the  form  of  triglycerides  with  high  caloric 
density.  However,  it  is  becoming  increas- 
ingly apparent  that  this  reservoir  is  com- 
posed of  myriads  of  living  cells  whose  func- 
tion includes  synthesis,  storage,  and  mobi- 
lization of  fat. 

Size  of  Depot  Fat 

The  number  of  calories  stored  as  fat  is  a 
function  of  two  variables,  energy  intake 
and  energy  expenditure.  The  body  of  a 
normal  young  adult  man  in  caloric  balance 
may  contain  an  average  of  14  per  cent  pure 
fat.i  Thus,  a young  man  weighing  70  Kg. 


may  carry  approximately  10  Kg.  of  fat, 
mostly  triglycerides.  This  is  almost  two 
and  a half  times  the  weight  of  his  bone 
minerals.  The  relative  amount  of  fat  in 
the  body  has  been  showm  to  increase  with  age 
reaching  at  age  fifty-five  approximately  25 
per  cent  of  body  weight  in  clinically  normal 
men. 2 In  obese  individuals  the  amount  of 
body  fat  may  reach  33  to  40  per  cent  of  body 
weight.  Thus  the  significance  and  behavior 
of  a significant  constituent  of  the  body  is 
worthy  of  the  closest  attention. 

Metabolic  Considerations 

The  assimilation  of  foodstuffs  is  a basic 
characteristic  of  animal  life.  Yet  food  is 
never  deposited  unchanged.  For  absorption 
to  take  place,  the  splitting  of  foodstuffs 
must  occur,  and  far-reaching  chemical  trans- 
formations follow  the  absorption  of  digested 
food.  The  transformed  food  may  be  oxi- 
dized for  the  immediate  production  of  en- 
ergy, carbon  dioxide,  and  water  or  stored 
for  short  or  long  periods,  depending  on  the 
needs  of  the  body.  With  the  exception  of 
certain  essential  nutrients,  the  body  is  able 
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to  synthesize,  intereonvert,  assimilate,  store, 
and  mobilize  its  constituents. 

When  an  individual  ingests  an  appreciable 
quantity  of  carbohydrate,  practically  all 
of  it  is  absorbed  from  the  digestive  tract 
and  eventually  reaches  the  liver  as  hexose. 
Part  of  this  hexose  is  transformed  into  liver 
glycogen;  part  of  it  is  released  to  the  blood 
stream  to  be  distributed  to  the  tissues  for 
oxidative  purposes.  Part  of  it  enters 
muscle,  where  it  can  either  be  burned  or 
stored  as  muscle  glycogen.  Once  it  enters 
muscle,  glucose  cannot  leave  as  such,  but 
as  one  of  its  breakdown  products,  such  as 
lactic  acid,  which  can  then  be  retransported 
to  the  liver.  The  excess  carbohydrate  is 
transformed  by  adipose  cells  into  fat,  which 
is  stored  in  the  adipose  tissues.  In  addition, 
carbohydrate  can  be  converted  into  amino 
acids,  when  necessary. 

Following  its  digestion  into  amino  acids, 
protein  can  be  converted  into  carbohydrate, 
diverted  into  oxidative  pathways,  incor- 
porated into  body  protein,  or,  if  in  excess, 
converted  into  fat  via  carbohydrate. 

Following  digestion,  ingested  fat  is  trans- 
formed into  very  low-density  lipoproteins 
(chylomicrons);  is  carried  as  such  in  the 
blood  stream;  and  eventually  is  disposed 
of  by  oxidation,  interconversion  (but  not 
into  carbohydrate),  or  storage  in  the  adipose 
tissues  as  triglycerides. 

Thus  all  three  major  ingredients  of  food- 
stuffs— carbohydrate,  protein,  and  fat — can 
be  stored  as  fat.  Certain  amounts  of  each 
(glucose,  amino  acids  and  protein,  and 
lipoprotein)  circulate  in  the  blood  stream 
within  a predictable  range  of  concentratioii 
in  the  normal  individual. 

Most  ingested  fats  reach  the  circulation 
as  chylomicrons,  which  are  largely  tri- 
glyceride containing  small  amounts  of  cho- 
lesterol, phospholipids,  and  protein.  These 
components  are  added  to  the  ingested  fats 
in  the  intestinal  wall  presumably  for  trans- 
port purposes.  About  5 per  cent  of  dietary 
fat  (fatty  acids  with  chain  lengths  of  Cio 
or  less)  travels  directly  as  free  fatty  acids 
(FFA)  to  the  liver  via  the  portal  system. 


The  lipids  travel  in  the  blood  in  the  form 
of  lipoprotein  complexes.  The  liver  plays 
a major  role  in  the  synthesis  and  catabolism 
of  lipoproteins.  The  plasma  level  of  cho- 
lesterol depends  on  the  rate  of  cholesterol 
synthesis,  the  vigor  of  the  glycolytic  path- 
way, the  rate  of  transfer  of  hepatic  cho- 
lesterol to  plasma,  the  rate  of  cholesterol 
uptake  by  liver  from  plasma,  the  rate  of 
bile  acid  formation,  and  the  efficiency  of 
enterohepatic  circulation  of  bile  acid  and 
cholesterol.  The  body  elaborates  lipopro- 
tein to  “solubilize”  lipid  material,  thus 
making  it  possible  to  transport  hydrophobic 
material  in  a system  of  Avhich  the  basic 
medium  is  water. 

During  the  past  twenty  years  there  has 
been  an  increasing  awareness  that  depot 
fat  is  a dynamic  organ  capable  of  responding 
to  a variety  of  stimuli.  The  experiments 
of  Schoenheimer^  and  others  have  shown 
that  depot  fat  turns  over  indeed.  Its 
half-life  in  the  rat  has  been  estimated  to 
be  six  to  eight  days.  The  turnover  of  depot 
fat  in  man  is  much  slower,  perhaps  in  the 
order  of  weeks  and  months,  in  the  presence 
of  adequate  caloric  intake.  However,  when 
carbohydrate  is  not  available,  depot  fat 
can  quickly  mobilize  free  fatty  acids  which 
are  then  carried  in  the  blood  bound  to 
albumin  to  working  cells.  These  fatty 
acids  may  supply  50  per  cent  of  energy 
requirements  in  the  postabsorptive  state. 
Esterified  fatty  acids  also  may  be  u.sed  for 
energy  purposes.  Thus  the  adipose  cell, 
Avhose  function  was  once  thought  to  be 
limited  to  storage  of  fat,  is  also  capable  of 
synthesizing  and  assimilating  fat. 

The  relationship  between  the  availability 
of  carbohydrate  and  the  mobilization  of 
depot  fat  is  an  important  one.  The  break- 
down of  glucose  through  the  Embden-  i 
Myerhof  pathway  and  the  hexosephosphate  | 
shunt  provides  certain  factors  (phosphopyri- 
dine  nucleotides)  necessary  for  fatty  acid  syn- 
thesis (lipogenesis).  Insulin  promotes  the  i 
entry  of  glucose  into  t he  cell  and  provides  the 
initial  stimulus  for  glycolysis.  Thus  fatty 
acid  synthesis  becomes  dependent  on  the  rate 
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of  glycolysis.  In  diabetes  mellitus,  where 
there  exists  a depression  of  glycolysis  due  to 
lack  of  insulin,  the  rate  of  fatty  acid  synthesis 
is  greatly  inhibited.  In  fact,  the  rate  of  hy- 
drolysis of  fat  increa.ses,  and  the  resultant 
fatty  acids  are  carried  into  the  circulation  as 
free  fatty  acids.  For  example,  enormous 
amounts  of  fat  are  mobilized  in  the  course 
of  diabetic  acidosis  leading  to  a plethora 
of  two  carbon  fragments  and  an  acceleration 
of  organic  acid  and  cholesterol  synthesis. 
Administration  of  insulin  corrects  the  aci- 
dosis by  inhibiting  lipoly.sis. 

Other  Hormonal  Influences 

Various  hormones,  other  than  insulin, 
have  been  found  to  influence  lipid  mobiliza- 
tion. It  is  emphasized  that  hormones 
do  not  initiate  events  within  cells,  but 
merely  regulate  the  rate  at  which  some  of 
these  events  occur.  Newer  studies  about 
the  role  of  certain  endocrine  secretions  in 
the  metabolism  of  adipose  tissue  have  again 
invoked  the  influence  of  the  pituitary- 
adrenal  “axis”  on  the  flux  of  depot  fat. 
It  was  reported^  that  when  large  doses  of 
posterior  pituitary  extracts  were  injected 
into  rats  or  rabbits,  there  resulted  an  ac- 
cumulation of  fat  in  the  liver.  Similarly, 
an  increase  in  liver  fat  and  a decrease  of 
carcass  fat  of  the  rat  were  found  following 
the  injection  of  anterior  pituitary  extract.® 
More  recently  Rudman  and  Seidman®  found 
that  the  injection  into  rabbits  of  crude 
extracts  of  whole  or  anterior  pituitary  gland 
of  hogs,  sheep,  cattle,  or  man  induced  visible 
lipemia  which  was  considerably  greater 
than  that  induced  by  recognized  anterior 
pituitary  hormones.  Thus  it  was  suggested 
that  the  lipemia-producing  principle  might 
be  an  independent  hormone,  or  that  the 
lipemia  was  the  result  of  synergistic  action 
of  known  hormones.  A follow-up  report’ 
by  the  same  group  suggested  that  the 
lipemia-producing  anterior  pituitary  com- 
ponent contained  negligible  or  no  detectable 
amounts  of  eight  known  pituitary  hormones. 
Following  injection  into  rabbits,  there  was 
a rapid  and  enormous  (tenfold)  increase 


in  free  fatty  acid  levels.  This  was  followed 
within  twelve  hours  by  a two-  to  fivefold 
increase  in  serum  total  lipid  concentration, 
including  significant  increa.ses  in  the  serum 
levels  of  triglycerides,  cholesterol,  and  pho.s- 
pholipid.  It  is  difficult  to  ascertain  from 
the.se  studies  whether  or  not  the  lipemia 
produced  by  the  apparently  new  anterior 
pituitary  component  was  mediated  through 
another  gland,  since  the  recipient  animal 
was  neither  hypophysectomized  nor  adrenal- 
ectomized.  If  one  assumes,  as  the  authors  do, 
that  the  active  principle  mobilized  depot  fat, 
namely  free  fatty  acids  and  triglycerides,  the 
increase  in  cholesterol  and  pho.spholipid  in 
.serum  is  therefore  due  to  a secondary  mo- 
bilization of  these  substances  from  the 
liver  in  re.sponse  to  triglyceride  and  free 
fatty  acid  release  from  depot  fat.  No 
direct  evidence  exists  for  either  of  these 
a.ssumptions. 

In  contrast,  the  posterior  pituitary  has 
been  implicated  recently  in  elaborating  a 
component  with  hormonal  properties,  inde- 
pendent of  the  known  posterior  pituitaiy 
hormones  and  possessing  marked  mobilizing 
effects  on  depot  fat.  In  19.54  Seifter  and 
Baeder®  showed  that  the  clearing  effect 
of  heparin  was  inhibited  in  vitro  by  the 
addition  of  plasma  from  animals  expo.sed 
to  cold  stress,  given  cortisone,  or  made 
nephrotic  by  the  administration  of  anti- 
kidney .serum.  Later  the  .same  workers® 
obtained  a freeze-dried  dialysate  of  plasma 
from  dogs,  rats,  and  horses  receiving  cor- 
tisone. Such  a dialy.sate  contained  a lipid 
mobilizer  which  when  injected  into  a variety 
of  experimental  animals  and  human  beings 
elevated  pla.sma  total  fatty  acids,  total 
chole.sterol,  and  lipid  phosphorus  consid- 
erably. In  addition,  the  dialysate  inhibited 
the  heparin-clearing  factor  in  vitro.  The 
administration  of  cortisone  rendered  the 
dialysate  more  active  in  its  fat-mobilizing 
properties  by  a factor  of  1,000,  Cortisojie 
and  a variety  of  lipemia-producing  agents, 
.such  as  the  injection  of  protamine,  bacterial 
pyrogens,  and  di-isopropyl  fluorophosphate, 
failed  to  induce  h3'^perlipemia  in  completely 
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hypophysectomized  rats. 

Cumulative  reports  by  Seifter  and  his 
associates  have  attempted  to  elucidate  the 
nature  and  mechanism  of  action  of  lipid 
mobilizers.  These  have  been  reviewed  else- 
where.^” These  studies  suggest  that  a 
hormone-like  component,  a relatively  small 
polypeptide,  is  elaborated  or  stored  in  the 
posterior  pituitary.  This  substance  has 
a potent  mobilizing  effect  on  omental  and 
mesenteric  fat.  The  mobilized  fat  (tri- 
glyceride) reaches  the  liver,  which  may  store 
or  metabolize  the  fat  or  release  lipid  to  the 
peripheral  circulation  in  the  form  of  tri- 
glyceride, cholesterol,  or  phospholipid. 
Various  agents  such  as  protamine  and  stress 
of  various  kinds  are  believed  to  induce 
lipemia  through  lipid-mobilizer  release. 
The  factors  influencing  the  disposal  of 
lipemia  have  not  been  determined  com- 
pletely. It  is  known  that  heparin  (a  sulfated 
mucopoly.saccharide)  clears  lipemia  by  the 
activation  of  a fat-splitting  enzyme,  lipo- 
protein lipase.  However,  heparin  fails  to 
clear  lipid  mobilizer-induced  lipemia.  In 
contrast,  a nonsulfated  mucopolysaccharide, 
partially  depolymerized  hyaluronic  acid 
(PDHA),  a substance  incapable  of  activating 
lipoprotein  lipase,  has  been  reported  to  block 
the  action  of  lipid  mobilize!’  on  depot  fat." 
Partially  depolymerized  hyaluronic  acid 
has  been  used  in  the  treatment  of  patients 
with  lipemias  having  a demonstrable  lipid 
mobilizer  activity  and  has  been  shown  to 
inhibit  lipid  mobilization  in  response  to 
surgical  stress." 

The  apparent  discovery  of  two  new 
factors,  one  from  the  anterior  and  one  from 
the  posterior  pituitary,  capable  of  mo- 
bilizing depot  fat  deserves  further  explora- 
tion and  confirmation  by  other  investi- 
gators. It  is  conceivable  that  the  pituitary 
elaborates  more  than  one  hormone  to  act 
on  fat  mobilization.  More  effort  is  needed 
to  harmonize  what  appears  to  be  mutually 
incompatible  results. 

Of  the  known  pituitary  hormones,  growth 
hormone  has  been  shown  to  possess  profound 
free  fatty  acid-mobilizing  properties  in  the 


intact  organism."  Growth  hormone-mo- 
bilizing action  on  depot  fat  appears  to  be 
species  specific,  working  down  the  phylo- 
genetic scale.  For  example,  beef  growth 
hormone  mobilized  fat  in  beef  and  rat  but 
not  in  monkey  or  human  being.  Moreover, 
Knobil"  has  shown  that  the  administration 
of  growth  hormone  stimulates  and  hypo- 
physectomy  inhibits  free  fatty  acid  release 
from  the  epidydimal  fat  ti.ssue  of  rats.  The 
mechanism  of  action  of  growth  hormone 
with  respect  to  free  fatty  acid  release  has 
not  been  elucidated. 

ACTH  has  been  found  to  be  very  active 
in  inducing  free  fatty  acid  release  from  adi- 
pose tissue  in  vitro.""®  However,  such  an 
effect  is  not  readily  demonstrated  in 
vivo."-"  The  reason  for  such  a discrep- 
ancy is  not  clear,  although  a difference  in 
species  response  to  ACTH  with  respect  to 
free  fatty  acid  release  has  been  offered  as 
a possible  explanation. " 

The  role  of  thyroid  in  the  metabolism 
of  depot  fat  is  under  study.  The  lipolytic 
response  of  adipose  tissue  was  restored  by 
restoration  of  the  euthyroid  state,  while 
hyperthyroidism  accentuated  such  a re- 
sponse." Moreover,  it  has  been  shown 
that  the  treatment  of  hypothyroid  patients 
with  thyroid  restored  their  free  fatty  acid 
response  to  growth  hormone."  Thus  the 
thyroid  appears  to  have  a permissive  role, 
potentiating  the  action  of  lipolytic  agents. 

The  autonomic  nervous  system  was  early 
suspected  of  playing  a role  in  the  metab- 
olism of  depot  fat."-^”  Early  observations 
on  the  autonomic  iimervation  of  adipose 
tissue  have  received  support  from  more 
recent  studies  on  the  action  of  epinephrine 
and  norepinephrine  on  depot  fat.  Sub- 
cutaneous administration  or  intravenous 
infusion  of  epinephrine  and  norepinephrine 
induced  considerable  elevations  of  free  fatty 
acids  in  the  plasma  of  intact  animals  and 
man.^^~^®  Moreover,  adipose  tissue  in  vitro 
has  been  found  to  be  exquisitely  sensitive 
to  epinephrine  and  norepinephrine,  by 
releasing  free  fatty  acids.  It  has 

been  shown  that  adipose  tissue  liberates 
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Free  fatty  acids 
Glycerides  (chylomicrons) 

Promoted  by 
Glucose  lack 
Starvation 
Insulin  lack 
Epinephrine 
Norepinephrine 
Growth  hormone 
ACTH  (in  vitro) 

Thyroid  hormone  (?  permissive) 
Certain  extracts  from  anterior 
and  posterior  pituitary 

Fig.  1.  Factors  influencing  lipogenes  is  andmobili- 
zation  of  fat  in  adipose  tissue. 


glycerol  in  response  to  epinephrine  and 
norepinephrine^®’^®  suggesting  that  the  mode 
of  action  of  these  hormones  on  adipose 
tissue  is  due  to  the  hydrolysis  of  triglyceride. 
An  epinephrine-sensitive  lipolytic  system 
has  been  reported  in  adipose  tissue.  The 
influence  on  depot  fat  of  chronic  administra- 
tion of  epinephrine  and  norepinephrine  as 
well  as  other  sympathomimetic  agents 
remains  unknown. 

Comment 

The  various  factors  influencing  lipogenesis 
and  mobihzation  of  fat  from  adipose  tissue 
are  summarized  in  Figure  1.  As  mentioned 
earlier,  hormones  merely  regulate  the  rate 
at  which  metabolic  events  occur  within 
cells.  The  net  effect  which  any  one  hormone 
plays  in  the  regulation  of  the  flux  of  fat 
in  adipose  tissue  of  the  intact  organism 
remains  unknown. 

In  view  of  the  importance  of  the  subject 
of  lipid  mobilization  and  lipogenesis  in 
the  scheme  of  knowledge  about  metabolism, 


it  is  surprising  that  investigation  in  this 
area  has  lagged  until  recently.  Conceiv- 
ably, as  our  knowledge  of  the  subject  in- 
creases, the  physician  will  be  the  beneficiary 
of  valuable  adjuncts  in  the  treatment  of 
obesity  and  lipid  disorders.  Thus  adipose 
tissue,  whose  function  once  was  thought 
to  be  limited  to  storing  dense  calories,  is 
indeed  capable  of  partaking  in  a variety 
of  metabolic  processes  characteristic  of 
living  tissue  and  also  of  responding  to 
humoral  and  autonomic  stimuli. 
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BRIEFS  ON  ACCIDENTAL 
CHEMICAL  POISONINGS 
IN  NEW  YORK  CITY 


From  the  Poison  Control  Center,  jNeit?  York  City  Department  of  Health 

A series  prepared  by 

HAROLD  JACOBZINEH,  M.D.,  Assistant  Commissioner.  New  York  City 
Department  of  Health;  Medical  Director,  Poison  Control  Center 
HARRY  w.  RAYBiN,  M.S.,  Technical  Director,  Poison  Control  Center 


Thallium  and  Melhapyrilene  Poisonings 


^ I ’’he  following  incidents  were  reported 
-L  recently  to  the  New  York  City  Poison 
Control  Center. 

Lncident  1 

7'o.tic  Agent  Age  iSex 

Thallium  Rodenticide  4 j^ears  Male 

The  Poison  Control  Center  received  a call 
from  a dermatologist  at  a local  medical 
school,  inquiring  whether  thallium  had  been 
used  by  an  exterminator  who  had  been  treat- 
ing premises  in  New  Jersey. 

The  patient,  a child  four  years  old,  had 
been  rapidly  losing  his  hair  from  the  scalp, 
and  the  physician  naturally  suspected  thal- 
lium poisoning.  When  questioned,  the  ex- 
terminator denied  using  thallium.  The  Poi- 
son Control  Center,  however,  offered  to 
analyze  the  poisoned  bait  if  the  physician 
could  procure  a sample  of  the  product. 
Chemical  analysis  subsequently  disclosed 
the  presence  of  thallium,  and  the  extermina- 
tor then  changed  his  story  and  admitted 
that  the  incriminated  product  contained 
thallium. 


In  this  case,  no  other  toxic  manifestations 
were  noted.  The  disclosure  of  a previously 
denied  toxic  agent  unraveled  a mystifying 
symptom. 

The  cases  involving  loss  of  hair  reported  to 
this  Center  have  been  due  exclusively  to 
thallium.  However,  von  Oettingen*  in  his 
book.  Poisoning,  also  mentions  the  following 
substances,  the  ingestion  of  which  may  be 
associated  with  loss  of  hair:  aminopterin 
(rare),  arsenic  trioxide,  boric  acid,  carbar- 
sone,  chloral  hydrate,  ergot,  gold  salts,  lead, 
morphine,  and  thiocyanates,  as  well  as  x-ray. 

We  believe  that  exterminators  are  most 
unwise  to  use  thallium  in  baits  which  are 
attractive  to  children,  such  as  peanut  butter 
or  vanilla  wafers.  The  New  York  City 
Health  Code  now  prohibits  the  use  of 
thallium  in  a strength  of  more  than  1 per  cent 
without  a special  permit  for  each  u.se. 
Thallium  in  strengths  of  less  than  1 per  cent, 
however,  can  be  used  without  a permit  only 
when  it  is  packaged  in  approved  sealed  con- 


* von  Oettingen,  W.  F. : Poisoning — A Guide  to 

Clinical  Diagnosis  and  Treatment,  Philadelphia,  W.  B. 
Saunders  Co.,  1958,  p.  37. 
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tainers.  It  should  be  noted  that  this  case 
occurred  in  New  Jersey  where  the  stringent 
New  York  City  regulations  do  not  apply. 

Incident  2 

Toxic  Agent  Age  Sex 

Sominex  (methapyrilene  17  years  Female 
hydrochloride,  25  mg. ; 
scopolamine  aminoxide 
hydrobromic  acid,  0.25 
mg. ; salicylanide,  200 
mg.) 

This  incident  was  reported  from  Grass- 
lands Hospital  in  Westchester  County.  The 
patient  reportedly  ingested  96  tablets  with 
suicidal  intent. 

On  admission  to  the  hospital  the  patient 
presented  the  following  symptoms;  dry,  red 
skin,  apparently  resulting  from  the  scopol- 
amine ingestion;  stupor;  and  an  occasional 
extrasystole.  An  hour  following  ingestion, 
vomiting  was  induced  in  the  emergency 
room,  and  the  patient  was  admitted  to  the 
hospital  where  she  was  treated  with  fluids. 
After  being  observed  closely  for  three  days, 
she  was  discharged  as  improved. 

Incident  3 

Toxic  Agent  Age  Sex 

Sominex  (methapyrilene  19  years  Female 
hydrochloride,  25  mg.; 
scopolamine  aminoxide 
hydrobromic  acid,  0.25 
mg. ; salicylanide,  200 
mg.) 

This  patient,  following  an  argument  with 
her  flanc^  in  his  home,  bought  a bottle  of  the 
tablets  in  a nearby  drug  store  and  returned 
to  her  own  home  where  she  later  swallowed 
the  contents  of  the  bottle — 36  tablets. 

The  patient  was  brought  to  a hospital 
emergency  room  in  a stupor.  Her  stomach 
was  lavaged  with  water,  vomiting  was  in- 
duced, and  she  was  admitted  to  the  inpatient 
service.  After  three  days  of  observation 
and  supportive  therapy,  the  patient  im- 
proved and  was  discharged. 


Incident  4 

Toxic  Agent  Age  Sex 

N y tol  (methapyrilene , 1 5 V2  years  Female 
25  mg.;  sahcylamide, 

200  mg.) 

The  nurse  who  made  a home  visit  in  this 
case  reports  that  this  patient  “had  been  go- 
ing steady  with  a seventeen-year-old  boy 
for  two  and  one-half  years.”  They  decided 
to  run  away  together.  After  being  gone  for 
eight  hours  they  became  frightened,  but  they 
feared  returning  home.  The  boy  suggested 
that  they  take  the  methapyrilene.  He  went 
to  a drug  store  and  bought  a bottle  contain- 
ing 24  tablets.  Each  took  12  of  the  tablets, 
hoping  that  their  parents  would  be  so  upset 
about  this  that  they  would  not  be  punished 
for  running  away. 

The  patient  was  taken  to  a hospital 
emergency  room.  No  symptoms  were  ap- 
parent on  examination,  and  after  one  hour  of 
observation,  she  was  discharged. 

As  has  been  noted  previously,  it  would  ap- 
pear there  is  a decided  advantage  in  having 
some  safe  over-the-counter  “sleeping  pill” 
preparations  available  to  the  public,  es- 
pecially for  those  who  have  suicidal  motiva- 
tion. Fortunately,  their  ignorance  of  toxi- 
cology has  been  demonstrated  to  be  a life- 
saving factor  in  many  of  these  cases. 

An  Emergency  Resuscitation  Measure 

Alvan  L.  Barach,  M.D.,  consultant  in 
medicine  at  Presbyterian  Hospital,  Colum- 
bia-Presbyterian  Medical  Center,  states 
in  a recent  communication  to  the  Poison 
Control  Center : 

1 saw  a research  Ph.D.  who  had  inhaled  a 
mixture  of  chlorine  and  fluorine.  He  died 
about  twelve  days  later,  after  having  taken 
just  one  whiff. 

He  breathed  quite  naturally  after  (the  in- 
halation) and  it  occurred  to  me  that  if  he  had 
pursued  the  maximal-breathing-capacity  test 
he  would  have  eliminated  the  gas  in  a very  short 
time,  since  the  effect  of  these  substances  has 
been  said  to  be  based  on  the  concentration  and 
the  duration  of  exposure,  but  actually  (is  based 
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on)  the  duration  of  exposure  in  the  lung  paren- 
chyma. I therefore  wrote  a statement  on  it. 

Incidentally,  it  would  be  a very  interesting 
investigation  in  animals,  since  no  such  study 
was  made  to  my  knowledge  when  we  were  in- 
terested in  war  gas  poisoning  during  the  war. 

Dr.  Barach’s  Note  on  a Procedure  Which 
may  Decrease  the  Severity  of  Inflamma- 
tory Reactions  due  to  Inhalation  of 
Irritant  Gases 

Instructions  should  be  given  that  immedi- 
ately after  exposure  to  any  irritant  gas  the 
individual  should  remove  himself  from  subse- 
quent exposure  and  instantly  perform  a 
maximal  breathing  procedure;  in  other  words. 


breathe  as  hard  and  fast  as  possible. 

The  effect  of  a chemical  irritant  depends  on 
the  concentration  of  the  gas  and  the  duration  of 
exposure.  With  normal  breathing  it  may  take  a 
minute  or  more  to  remove  all  traces  of  the 
irritant  gas  from  the  alveoli.  However,  with 
the  exercise  of  a maximal  breathing  capacity 
maneuver,  the  gas  may  be  expelled  in  a com- 
paratively short  period  of  time,  reducing  the 
subsequent  pathologic  effects  on  the  bronchi 
as  well  as  on  the  lungs. 

Physicians  are  urged  to  remember  and  to 
employ  this  life-saving  and  simple  procedure 
in  all  cases  immediately  following  exposure  to 
irritant  gases,  as  recommended  by  Dr. 
Barach. 


{Number  seventy-one  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings) 
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Elucidation 


(Continued  from  page  1338) 

“Primary  systemic  amyloidosis,  by  virtue 
of  its  protean  and  bizarre  manifestations, 
has  come  to  occupy  an  increasingly  im- 
portant position  in  the  differential  diagnostic 
constellation  of  the  commonplace  as  well 
as  of  the  obscure  and  puzzling  disease 
processes.”'  It  is  a disease  of  unknown 
etiology.  Its  classification  is  debated.  It 
is  said  to  affect  primarily  the  heart,  the 
gastrointestinal  tract,  the  kidneys,  tongue, 
and  skin.  It  affects  the  heart  often  enough 
to  be  considered  in  the  differential  diagnosis 
<of  heart  disease  of  unknown  etiology. 

Ilukavina  and  his  associates'  reviewed 
the  literature  in  195Gand  analyzed  154  cases. 
They  found  a male-to-female  ratio  of  6:4. 
Ages  ranged  from  nine  to  one  hundred  one 
years,  with  the  greatest  incidence  between 
ages  fifty  to  fifty-nine  years.  The  average 
duration  of  the  illness  was  twenty-sixmon  ths. 

The  patient  described  here  presented  the 
most  common  symptoms  of  systemic  amyloi- 
dosis. Profound  weakness,  fatigability, 
and  weight  loss  are  usually  the  presenting 
complaints.  Gastrointestinal  symptoms  are 
also  frequent.  Neurologic  involvement  is 
manifested  by  decreased  reflexes,  myotonia, 
and  sensory  changes.  Skin  changes  include 
purpura,  ecchymosis,  amyloid  papules  and 
placpies,  and  scleroderma-like  changes  on 
the  hands.  Macroglossia,  causing  thick, 
almost  unintelligible  speech,  is  found  in 
about  20  per  cent  of  cases  and  is  virtually 


diagnostic.  Recently  considerable  attention 
has  been  directed  at  ophthalmologic  in- 
volvement which  is  manifested  by  decreas- 
ing vision  and  diplopia. 

The  heart  may  be  involved  in  several 
ways:  (1)  valvular  deposits  resulting  in 

stenosis  or  insufficiency,  (2)  pericardial 
and  subendocardial  amyloid  deposits,  or 
(3)  the  most  common  pattern — diffuse 
or  nodular  interstitial  infiltration  of  the 
myocardium  with  concomitant  obliterative 
interference  with  the  coronary  circulation. 
This  latter  mode  of  involvement  usually 
produces  progressive,  unresponsive  con- 
gestive heart  failure,  decreased  heart  sounds, 
decreased  blood  pressure,  cardiac  enlarge- 
ment, and  low-voltage  electrocardiograms 
with  nonspecific  T-wave  changes. 

There  are  no  consistent  laboratory  find- 
ings. The  somewhat  dangerous  congo  red 
test  is  occasionally  diagnostic.  Tissue  bi- 
opsy (tongue,  gingiva,  and  skin)  is  probably 
the  most  important  single  diagnostic  crite- 
rion. The  over-all  premortem  diagnostic 
accuracy  in  the  reported  cases  was  25  per 
cent.  There  is  no  known  treatment. 
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Unilateral  Paralysis  of  the  Vocal  Cord  Following  Administration 

of  Tetanus  Antitoxin 

JOHN  A.  TRAYNA,  M.U.,  MANHASSET,  NEW  YORK 
{From  the  Department  of  Otorhinolaryngology,  City  Hospital  at  Elmhurst,  Elmhurst,  New  York) 


The  occurrence  of  recurrent  laiyngeal  nerve 
paralysis  resulting  from  the  injection  of 
tetanus  antitoxin  is  not  common,  des])ite  the 
widespread  use  of  the  serum.  Neffson  in  1938’ 
reported  a case  in  which  there  was  complete 
recover}'  in  three  months.  More  recently  Rasek’’ 
cited  2 cases  with  the  return'  of  normal  function. 
The  involvement  of  the  recurrent  laryngeal  nerves 
in  postserotherapeutic  reactions  has  been 
cited  by  Dintenfass®;  Floyd,  Pemleton,  and 
Vinson"*;  Imperatori^;  Lavrand®;  Roger  and 
Bremond^;  and  Schauweeker.®  In  American 
medical  literature  there  have  been  few  studies 
made  on  this  complication  of  serum  administra- 
tion. The  condition,  despite  its  favorable 
prognosis,  should  be  recognized  generally  and 
brought  to  the  attention  of  the  medical  profession. 

The  nerves  in  other  parts  of  the  body  may  be 
implicated  during  serum  reactions.  In  a compre- 
hensive analysis  Doyle®  studied  and  discussed  the 
neurologic  complications ; the  brachial  plexus  was 
the  site  of  involvement  in  the  majority  of  cases 
reviewed.  Reports  of  cases  describing  the  occur- 
rence of  paralysis  of  individual  auditory,’®"’® 
optic,”  oculomotor,’®  facial,  and  peripheral’® 
nerves  have  been  published  by  various  authors. 

Kraus  and  Chaney”  have  discussed  serum  dis- 
ease of  the  nervous  system.  The  essential 
pathologic  condition  underlying  the  neurologic 
symptoms  is  a vascular  phenomenon  with 
xlema.  This  change  impairs  the  cellular  nutri- 
oion  and  causes  temporary  impairment  of  func- 
tion. In  some  cases  cellular  death  may  ensue. 
Serum  reactions  may  be  widespread  and  produce 
a variety  of  syndromes.  Fortunately  the  path- 
ologic changes  are  reversible  with  complete  func- 
tional recover}\ 


Generally  the  symptoms  following  the  injec- 
tion of  tetanus  antito.xin  or  other  serums  appear 
within  a week.  The  length  of  time  required  for 
resumption  of  normal  physiology  is  usually 
three  months  or  more.  Many  forms  of  therapy 
have  been  administered,  but  apparently  theie  is 
no  specific  measure  that  will  hasten  recovery. 
The  use  of  cortisone  has  been  disappointing. 
Basek®  has  mentioned  speech  therapy  as  an  aid 
to  more  rapid  resolution. 

Case  Report 

A thirt3'-five-year-old  saxophone  player  was 
bitten  by  a dog  and  was  subsequently  treated 
at  a local  hospital.  After  sensitivity  tests  were 
performed  and  found  to  give  negative  results, 
he  received  tetanus  antitoxin.  About  one  week 
later  he  developed  generalized  urticarial  eruptions 
and  aches.  This  was  followed  by  the  develop- 
ment of  hoarseness.  He  was  treated  for  laryngitis 
with  various  medications.  When  there  was  no 
improvement,  he  was  referred  for  consultation. 
At  the  time  of  the  first  examination  the  left 
vocal  cord  was  found  to  be  paralyzed  in  adduc- 
tion. X-ray  studies  of  the  chest  produced  nor- 
mal findings.  There  was  no  apparent  disease 
of  the  thyroid  gland,  esophagus,  or  bronchial 
tubes.  A complete  neurologic  e.xamination  gave 
normal  findings.  Blood  studies  were  reported  to 
give  normal  findings.  A diagnosis  of  serum  re- 
action to  tetanus  antitoxin  was  made.  The 
patient  was  treated  with  antihistaminic  drugs  and 
crude  liver  injections.  He  was  advised  to  make 
strong  ('Sorts  to  talk  and  to  have  complete  con- 
fidence in  eventual  recovery.  In  view  of  the 
patient’s  profession  as  a saxophone  player,  he  was 
exceedingly  anxious  about  his  condition.  The 
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motion  of  the  cord  gradually  returned,  and  by  the 
end  of  three  months  function  was  normal.  He 
has  been  re-examined  over  a period  of  several 
years;  the  cords  have  remained  normal,  and  he 
has  resumed  his  musical  career. 

Summary 

A case  of  recurrent  laryngeal  nerve  paralysis 
following  the  injection  of  tetanus  antitoxin  is 
reported.  There  was  complete  recovery  of  func- 
tion in  three  months.  Patients  with  this  condi- 
tion should  be  encouraged  to  use  their  voices. 
Also,  it  is  recommended  that  speech  therapy  be 
instituted  so  function  may  be  regained  with  the 
effort  of  the  patient. 

042  Park  Avenue 
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Liver-Cell  Carcinoma  in  a Five-year-old  Male 


SALVATORE  GIORDANO,  M.D.,  F.A.C.S.,  AND  HARALD  J.  SCHWARZ,  M.D.,  MORRISTOWN, 

NEW  JERSEY 

{From  the  Departments  of  Pathology  and  Svrgery,  All  Souls  Hospital) 


PRIMARY  carcinoma  of  the  liver  is  rarely  en- 
countered in  adults;  it  is  even  more  rarelj’ 
encountered  in  children.  The  following  case  re- 
port is  well-documented  with  a well-known  history 
and  a clinically  established  diagnosis. 

Case  Report 

A five-year-old  white  male  was  treated  and  seen 
regularly  by  one  of  us  (S.G.)  since  birth.  For 
obstetric  reasons,  an  anteroposterior  x-ray  film 
of  the  abdomen  had  been  taken  shortly  before 
delivery.  The  patient  had  developed  normally, 
had  had  the  usual  childhood  diseases,  had  re- 
ceived the  usual  immunizations,  and  had  under- 
gone a tonsillectomy.  Jaundice  was  not  observed. 
The  patient  was  the  third  of  five  children.  The 
4 other  sibhngs  were  living  and  well. 

On  August  28,  1958,  the  patient  was  brought 
to  the  hospital  with  the  history  that  he  had 
“changed”  since  June  and  had  lost  some  weight. 
One  week  before  admission  the  patient  had 
vomited  and  had  had  some  abdominal  distention 
and  abdominal  pains  around  the  umbilicus. 
Later  the  pains  became  diffuse.  The  patient 
accepted  some  liquid  food,  but,  for  some  strange 
reason,  preferred  grapes. 

On  admission  the  examination  revealed  find- 
ings limited  mostly  to  the  abdomen.  There  were 
dilated  subcutaneous  veins  over  the  lower  chest 
wall  and  abdomen  and  a nodular  and  firm  liver, 
palpable  in  the  region  of  the  right  abdomen  and 
epigastrium  with  the  lower  edge  located  below 


the  umbilicus.  There  was  no  jaundice. 

The  following  laboratory  data  were  obtained 
on  admission:  The  peripheral  blood  revealed  a 
hemoglobin  of  10.9  Gm.;  a hematocrit  of  45; 
and  a white  blood  count  of  1 1,000  with  a differen- 
tial count  of  50  polymorphonuclear  leukocytes,  7 
juvenile  cells,  32  lymphocjdes,  3 monocjdes,  and 
8 eosinophihc  polymorphonuclear  leukocjdes. 
On  repeated  examinations  over  one  month’s 
period,  the  hemoglobin  and  hematocrit  fell  grad- 
ually to  9.3  Gm.  and  37  respectively.  During 
the  same  period  the  differential  count  displayed 
an  increasing  number  of  juvenile  cells,  a few 
myelocytes,  and  a few  nucleated  red  blood  cells. 
Bone  marrow  studies  revealed  nonspecific  changes 
as  seen  in  an  irritated  bone  marrow  and  excluded 
the  diagnosis  of  leukemia.  On  admission  a 
urinalysis  indicated  essentially  negative  results. 

One  month  later  the  albumin  was  2 plus;  the 
bile  was  4 plus;  sugar  and  acetone  disclosed  nega- 
tive findings ; the  sedimentation  rate  was  15  mm. ; 
the  bleeding  and  clotting  time  was  within  normal 
limits;  the  fasting  blood  sugar  was  77  mg.  per 
100  ml.;  the  total  cholesterol  was  290  mg.  per 
100  ml.;  the  cephalin  flocculation  was  1 plus  in 
forty-eight  hours;  the  thymol  turbidity  was  2.5 
units;  the  alkahne  phosphatase  was  22  Bodan- 
sky  units ; the  acid  phosphatase  was  6.4  Bodansky 
units;  the  serum  glutamic  transaminase  was 
80  units;  and  the  icterus  index,  shortly  before 
death,  was  52.9. 

An  x-ray  film  of  the  abdomen  disclosed  a mass 


Fig.  1.  (.4)  Dilated  abdominal  veins.  (B)  Large  liver  occupying  entire  abdomen.  ((7)  Large  nodular 

liver. 
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which  occupied  the  entire  upper  abdomen  and 
displaced  the  colon  caudally.  The  mass  com- 
pressed the  stomach  and  was  located  intra- 
abdominally.  X-ray  films  of  the  lungs,  a re- 
view of  the  long  bones  for  metastases,  and  an 
intravenous  pyelogram  disclosed  essentially  nega- 
tive results. 

The  diagnosis  of  primary  carcinoma  of  the 
liver  was  made  in  view  of  the  nodular  mass  in  the 
anatomic  region  of  the  hver,  the  negative  find- 
ings in  the  kidneys  and  the  long  bones,  the  ex- 
clusion of  a leukemia,  and  an  elevated  serum 
transaminase  and  alkahne  phosphatase.  This 
was  confirmed  by  a laparotomy  and  a biopsy.  * A 
laparotomy  showed  that  the  neoplasm  had 
affected  both  lobes  and  was  inoperable. 

The  treatment  was  symptomatic.  The  tem- 
peratures fluctuated  between  normal  and  sub- 
normal, and  the  pulse  and  respiration  were  not 
remarkable.  A few  days  before  death  on  Oc- 
tober 6,  1958,  the  patient  became  moderately 
jaundiced. 

A postmortem  examination  revealed  dilated 
subcutaneous  abdominal  veins  (Fig.  lA).  The 
abdomen  was  almost  entirely  occupied  by  a large 
nodular  hver  (Fig.  IB)  that  weighed  2,700  Gm. 
(Fig.  1C).  Sections  revealed  an  ovoid  greenish- 
brown  firm  mass  that  was  located  in  the  right 
lobe  and  which  measured  15  cm.  in  the  greatest 
diameter.  The  remaining  portions  of  both  lobes 
were  distorted  by  ill-defined,  greenish-gray,  and 
pale  gray  tumor  masses.  A single  wedge-shaped 
zone  that  measured  5 cm.  in  the  greatest  extent 
revealed  the  usual  architecture  of  hver  paren- 
chyma and  was  located  between  both  lobes  ante- 
riorly (Fig.  2A).  The  tumor  extended  into  the 
portal  vein  (Fig.  2B)  but  was  not  seen  in  the  vena 
cava.  In  the  pleura  and  subpleural  pulmonary 
parenchyma  there  were  ovoid  metastases  that 
measured  up  to  1.5  cm.  in  diameter  (Fig.  2C). 
The  mesenteric  lymph  nodes  were  enlarged,  out 
histologically  they  did  not  reveal  tumor 
metastases. 

A microscopic  examination  of  sections  taken 
from  the  ovoid  mass  revealed  polyhedral  cells 
with  hyperchromatic  nuclei  (Fig.  3A).  An 
occasional  cell  or  canaliculus  contained  bile  (Fig. 


* Section  of  the  biopsy  (S-1215-58)  and  the  autopsy 
material  (A-57-58)  were  sent  to  the  Armed  Forces 
Institute  of  Pathology  (Accession  Number  889502). 
The  authors  wish  to  express  their  appreciation  to  the 
staff  of  the  Armed  Forces  Institute  of  Pathology  for 
their  assistance  in  the  diagnosis. 
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Fig.  2.  (A)  Cross-section  of  liver  with  nodular  masses.  Note  hepatic  parenchyma  between  right  and  left  lobes.  (B)  Extension  of  carcinoma  of  liver  into 

portal  vein.  (C)  Metastatic  carcinoma  in  lungs. 


LIVER  CELL  CARCINOMA 


Fig.  3.  (.4)  Liver-cell  carcinoma.  (B)  Right  lower  half  liver  parenchyma;  left  upper  half  liver-cell 

carcinoma;  in  the  center  bile  in  canaliculus.  (HematoxyUn-eosin  stain) 


Fig.  4.  (.4)  Liver-cell  carcinoma  with  cell  nests  bordering  capillaries.  (B)  Nests  of  liver-cell  carcinoma 

growing  between  liver  lobules.  (Hematoxylin-eosin  stain) 


Fig.  5.  (^)  Pleomorphism  of  cells  of  liver-cell  carcinoma.  (B)  Metastatic  liver-cell  carcinoma  in  lung. 
Right  upper  half  lung,  left  lower  half  liver-cell  carcinoma.  (Hematoxylin-eosin  stain) 


3B).  The  cells  simulated  liver  cords  which  ap- 
peared to  border  capillaries  or  canalicuh  (Fig.  4A). 
The  lobular  arrangement  with  a central  vein  was 
lacking  (Fig.  3A).  Sections  taken  from  the  area 
where  the  hepatic  parenchyma  was  relatively 
well  preserved  revealed  large  and  small  nests  of 
tumor  cells  in  cords  growing  between  the  liver 


lobules  and  compressing  the  surrounding  tissue. 
The  cytoplasm  of  these  cells  was  somewhat  more 
basophihc  than  that  of  the  liver  cells  (Fig.  4B). 
Only  in  a few  areas  was  the  malignant  character 
of  the  neoplasm  striking  (Fig.  5 A) . The  cells  were 
pleomorphic,  varied  considerably,  and  occasionally 
there  were  giant  nuclei.  Sections  of  the  meta- 
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TABLE  I. — Primary  Liver-Cell  Carcinoma  in 
Infants  and  Children 


Reference 

Num- 

ber 

of 

Cases 

Metastases 

Remarks 

Bigelow  and 

95 

28  (29.5 

Includes  collec- 

Wright^ 

per  cent) 

tion  of 
Steiner® 

Brunschwig® 

1 

Well  5 years 
after  surgery 

Knox,  Zintel, 
and  Begg® 

1 

Well  2Va  years 
after  surgery 

McDougal  and 

5 

3 

5 died,  4 au- 

Gatzimos® 

topsied 

Packard  and 
Palmer® 

5 

1 

1 case  recurred, 
4 died,  3 au- 
topsied,  1 
metastases 

Roth  and 
Duncan® 

1 

Died,  cirrhosis 
due  to  giant- 
cell hepatitis 

Case  presented 

1 

1 

Autopsy 

Total 

109 

33  (30.5 
per  cent) 

static  lesions  in  the  lungs  revealed  cells  in  cords 
simulating  liver  cells  without  the  characteristics 
of  malignant  neoplastic  cells  (Fig.  5B). 

The  autopsy  diagnosis  was  primary  liver-cell 
carcinoma  with  an  invasion  of  the  portal  vein 
and  metastases  to  the  lung. 

Coninient 

In  the  English  literature  there  are  109  rela- 
tively well  documented  cases  of  jirimary  car- 
cinoma of  the  liver  in  infants  and  children,  as 
shown  in  Table  I which  gives  also  the  most 
relevant  data.^~^ 

The  special  features  of  this  case  were  the  meta- 
static pulmonary  lesions  and  the  invasion  of  the 
portal  vein.  The  ovoid  mass  in  the  cross-section  of 
the  liver  (Fig.  2A)  indicated  a unicentric  origin 
of  this  tumor  with  an  intrahepatic  spread.  There 
was  no  cirrhosis.  Histologically  the  tumor 
proved  to  be  a pure  hver-cell  carcinoma.  Stout,* 
who  has  examined  sections  of  the  tumor,  states 
that,  “It  .seems  to  be  an  unequivocal  case  in  which 
all  of  the  tumor  cells  are  hepartomatous  and  I 
can  find  no  evidemte  of  an  admixture  of  chole- 
angiomatous  cells  such  as  one  sometimes  finds.” 


Except  for  the  radiation  of  the  mother  shortlj' 
liefore  delivery,®  there  is  no  clue  as  to  the  cause  of  | 
this  tumor.  There  is  no  evidence  for  assuming 
that  a dietary  factor  was  the  cause,  since  the  child  I 
received  a well-rounded  diet,  and  since  the  other  4 I 
■siblings  are  well  and  alive.  ' 

The  tumor  involved  both  lobes  of  the  liver  | 
massively  and  was  inoperable.  Apparently  the 
symptoms  were  only  of  two  months  duration. 
The  diagnosis  was  established  clinically.  The 
serum  transaminase^®  pointed  decisively  toward 
a necrotic  liver. 

Summary 

A case  of  primary  liver-cell  carcinoma  with 
an  invasion  of  the  portal  vein  and  metastases  to 
the  lungs  in  a five-year-old  white  male  has  been 
described.  Except  for  the  radiation  of  the 
mother  before  delivery,  there  was  no  clue  to  the 
etiologic  cause.  A short  review  of  the  English 
literature  on  liver-cell  carcinoma  has  been  added. 

References 

1.  Bigelow,  N.  II.,  and  Wright,  A.  W. : Primary 
carcinoma  of  the  liver  in  infancy  and  childhood.  Cancer 
6:  170  (Jan.)  1953. 

2.  Brunschwig,  A. : Long  term  survival  following 
right  hepatic  lobectomv.  Am.  J.  Surg.  94:  2 (July) 
1957. 

3.  Knox,  W.  G.,  Zintel,  H.,  and  Begg,  C.  F.: 
Partial  hepatectomy  for  primary  carcinoma  of  the 
liver  in  childhood.  Cancer  11 : 1044  (Sept.-Oct.)  1958. 

4.  McDougal,  R.  A.,  and  Gatzimos,  C.  D.:  Pri- 
mary carcinoma  of  the  liver  in  infants  and  children, 
ibid.  10  : 678  (July-Aug.)  1957. 

5.  Packard,  G.  B.,  and  Palmer,  H.  D.:  Primary 
neoplasms  of  the  liver  in  infants  and  children,  Ann. 
Surg.  142:  214  (Aug.)  1955. 

6.  Roth,  D.,  and  Duncan,  P.  A.:  Primary  car- 
cinoma of  the  liver  after  giant-cell  hepatitis  of  infancy. 
Cancer  8 : 986  (Sept.-Oct.)  1955. 

7.  Steiner,  M.  M.:  Primary  carcinoma  of  the 

liver  in  childhood:  report  of  two  cases,  with  a critical 
review  of  the  literature,  A.M.A.  Am.  J.  Dis.  Child. 

55:  807  (Apr.)  1938. 

8.  Stout,  A.  P. ; Personal  communication. 

9.  Stewart,  A.,  Webb,  J.,  Giles,  D.,  and  Hewitt, 

D.:  Malignant  disease  in  childhood  and  diagnostic 

irradiation  in  utero;  preliminary  communication. 
Lancet  2:  447  (Sept.  1)  1956. 

10.  Wroblewski,  F.,  and  LaDue,  J.  S.:  Serum 

glutamic  oxalacetic-transaminase  activity  as  an  index 
of  liver-cell  injury  from  cancer;  a preliminary  report 
Cancer  8:  1155  (Nov.-Dee.)  1955. 
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Fibrolipoma  of  the  Knee 


SIGMUND  WINTER,  M.U.,  BRONX,  NEW  YORK 
{From  Mount  Sinai  Hospital,  New  York  City) 


Tumors  of  the  knee  or  any  other  joint,  wliether 
benign  or  malignant,  may  give  rise  to  symp- 
toms similar  to  arthritis.  It  is  beyond  the 
scope  of  this  presentation  to  enumerate  the 
different  types  of  tumors  of  the  bony  and  soft 
tissue  articular  structures. 

When  monoarticular  swelling  develops  or 
persists  without  definite  traumatic  histor}%  a 
tumor  always  must  be  considered  in  the  diag- 
nosis. Pain,  stiffness,  and  impairment  of  motion 
sometimes  may  be  caused  at  a relatively  early 
stage  by  neoplastic  disease. 

This  paper  describes  a case  of  a tumor  found  in 
the  popliteal  fossa  with  concomitant  radiologic 
evidence  of  hypertrophic  changes  of  the  knee 
joint.  After  the  removal  of  the  tumor  the 
chnical  manifestations  of  pain,  stiffness,  and 
disability  subsided  completely.  This  presenta- 
tion, therefore,  offers  evidence  for  two  important 
factors : ( 1 ) Osteoarthritis  may  be  asymptomatic, 
and  (2)  the  symptoms  of  arthritis  may  be  caused 
by  a tumor. 

Case  Report 

A sixty-year-old,  obese  female  in  good  general 
health  first  was  seen  in  1953.  She  complained  of 
intermittent  pain  and  stiffness  in  the  left  knee 
for  two  years.  The  pain  was  worse  on  arising 
from  the  sitting  position  and  when  climbing 
stairs.  There  was  no  history  of  a previous  injury 
to  the  knee.  Flexion  was  painful  and  restricted. 
An  ill-defined,  firm  mass  was  palpable  in  the 
posteromedial  surface  of  the  knee.  The  mass 
appeared  irregular  and  confluent  with  the  sub- 
cutaneous fat  so  commonly  accumulated  in  the 
pophteal  fossa  of  obese  women.*  The  tem- 
perature over  this  mass  was  not  increased,  and 
there  was  neither  pulsation  nor  bruit  felt.  The 
peripheral  pulses  were  palpable.  Patellar  bal- 
lottement  was  not  present.  A blood  count, 
sedimentation  rate,  and  urinalysis  produced 
normal  findings. 

An  examination  of  a roentgenogram  of  the 
left  knee  reveals  in  the  lateral  projection  a 
faintly  circumscribed  globular  mass  of  soft 
tissue  density  behind  the  knee  at  the  distal 
quarter  of  the  femoral  shaft.  It  contains  numer- 


Fig.  1.  Lateral  roentgenogram  of  the  knee 
before  operation  showing  scattered  calcifications  and 
hypertrophic  changes. 


ous  small,  large,  and  confluent  areas  of  calcifi- 
cation. This  mass  appears  to  be  in  intimate 
contact  with  the  knee  and  the  femur,  but  it  is 
apparently  extra-articular  in  situation.  There 
are  no  reactive  or  destructive  changes  visible  in 
the  adjacent  bone.  Moderated  advanced  hy- 
pertrophic arthritic  changes  are  noted  in  the 
knee  joint  (Fig.  1). 

Since  it  was  impossible  to  make  a correct 
diagnosis,  the  patient  was  referred  to  the  hos- 
pital for  an  exploratory  operation.®  The  sur- 
geon* described  the  operation  as  follows:  “A 
posteromedial  incision  was  made.  Under  the 
fascia  a clearly  defined  encapsulated  tumor  was 

* Aladar  Farkas,  M.D.,  New  York  City. 
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Fig.  2.  Lateral  view  of  the  knee  after  the  operation. 

recognized.  On  palpation  the  tumor  felt  soft 
and  full  of  scattered  calcifications.  It  could 
be  removed  in  toto  by  blunt  dissection.  It 
was  resting  in  the  popliteal  fossa  on  the  vessels 
and  nerves,  but  the  capsule  was  not  adherent  to 
any  of  the  surrounding  tissues.  No  bleeding 
whatsoever  was  encountered.  The  postoperative 
course  was  uneventful.” 

Figure  2 illustrates  the  lateral  view  of  the 
knee  after  removal  of  the  tumor. 

The  pathologic  examination  of  the  operative 
specimen  revealed  a large  mass  8 by  8 by  3 cm. 
and  surrounded  by  a thin  capsule.  The  surface 
was  nodular,  irregular,  roughened,  and  solid 
when  a section  was  performed.  The  mass  was 
whitish  in  color  with  areas  of  adipose  tissue  and 
some  calcareous  deposits  (Fig.  3). 

The  microscopic  examination  revealed  that 
the  tumor  was  composed  of  acellular  hyalinized 
connective  tissue,  which  was  scarlike  in  ap- 
pearance. Some  areas  showed  a collection  of 
adult  fat  cells.  In  addition,  there  were  some 
calcareous  deposits  present.  The  mass  was 
surrounded  by  a capsule  composed  of  narrow 
strands  of  connective  tissue  (Fig.  4).  The 
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Fig.  3.  Mass  revealed  on  operation.  It  contains 
areas  of  adipose  tissue  and  some  calcareous  deposits. 


Fig.  4.  Capsule  surrounding  mass  and  composed 
of  narrow  strands  of  connective  tissue. 

diagnosis  was  fibrohpoma  with  calcareous  de- 
posits.’-* 

Comment 

The  ill-defined  palpatory  findings  with  the 
scattered  calcifications  visible  on  the  x-ray  films 
favored  the  diagnosis  of  a tumor.  Since  fatty 
tissue  is  somewhat  radiolucent,  the  soft  tissue 
mass  was  not  outlined  sharply.  The  radiologic 
appearance  was  similar  to  the  picture  sometimes 
seen  in  synovial  osteochondromatosis.  This 
condition  is  uncommon,  but  in  order  of  incidence 
the  knee  is  involved  most  frequently.  The 
condition  is  usually  unilateral  and  is  often  as- 
sociated with  osteoarthritis.  The  complaints 
are  those  heard  from  patients  with  arthritic 
joint  disease.  Occasionally  a freely  floating, 
ossified  body  gets  locked  between  the  bony  ends 
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of  the  joint,  causing  severe  pain  with  reactive 
synovitis. 

Apart  from  benign  tumors  found  in  the  pop- 
liteal fossa  and  arising  from  subcutaneous  fat 
and  connective  tissue  of  the  muscles,  tendons, 
and  ligaments,  fibrosarcomas  and  liposarcomas 
rarely  were  encountered.  The  malignant  tumors 
invariably  invade  the  joint  by  direct  extension. 

Calcifications  within  a tumor  mass  are  visible 
in  the  highly  malignant  synoviomas  or  synovial 
sarcomas.^’  This  type  of  tumor  is  found  most 
often  in  the  knee  and  tends  to  develop  insidiously. 
Sometimes  several  years  may  elapse  before  the 
patient  becomes  sufficiently  concerned  to  seek 
surgical  treatment.  The  persisting  complaint  is 
often  that  of  a slowly  growing  and  painful  swell- 
ing. A provisional  diagnosis  of  a synovioma 
is  justified  if,  on  radiologic  examination,  one  sees 
a rounded,  sometimes  lobulated  soft  tissue  mass 
occurring  near  or  involving  a joint,  and  in  which 
mass  scattered  and  irregular  deposits  of  amor- 
phous lime  are  found.' 

The  remote  possibility  of  a large,  calcifying 
hematoma  was  excluded  by  the  absence  of  any 
previous  trauma  to  the  knee. 

Deep-seated  hemangiomas  in  the  popliteal 
fossa  were  described.  These,  when  large  enough 
and  projecting  over  the  surface,  are  soft  on 
palpation,  and  local  heat,  pulsation,  and  bruit 
usually  may  be  felt.'®  Sometimes  in  such 
hemangiomas  several  or  many  scattered  radio- 
pacities  are  encountered  in  the  soft  tissue  mass. 
These  represent  phleboliths,  that  is,  organized 
and  calcified  thrombi  in  the  vascular  c;hannels 
of  the  tumor  tissue. 

Summary 

1.  The  symptoms  of  arthritis  may  be  absent 
in  joints  showing  advanced  anatomic  evidence 
of  hypertrophic  changes. 

2.  The  anatomic  and  functional  peculiarities 
of  the  joints  are  responsible  for  the  arthritis-like 


symptoms  caused  by  intra-  or  extracapsular 
tumors. 

3.  Since  the  patient’s  complaints  may  be  due 
to  a highly  malignant  neoplasm  and  accurate 
diagnosis  is  often  impossible  prior  to  an  explora- 
tory operation,  early  surgery  is  essential. 

4.  The  fact  that  this  patient  became  symp- 
tomless after  the  operation  proves  that  her 
disabling  complaints  were  due  to  the  tumor 
obviously  pressing  on  the  articular  capsule  and 
on  the  surrounding  muscles  between  which  it  was 
gradually  expanding.  The  radiographic  evi- 
dence of  hypertrophic  arthritis  was  incidental 
and  of  no  clinical  significance. 

2720  Grand  Concourse 
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Malignant  Neoplasms  of  the  Fourth  Portion  of  the  Duodenum 


IRWIN  BLUTH,  MD.,  BROOKLYN,  NEW  YORK 

(From  the  Departments  of  Radiology,  Beth-El  Hospital  and  the  Slate  University  of 
New  York  Downstate  Medical  Center) 


The  duodenum  is  subdivided  anatomically 
into  four  portions;  these  are  the  superior 
or  first,  descending  or  second,  inferior  horizontal 
or  third,  and  the  ascending  or  fourth.  The 
fourth  portion  of  the  duodenum  arises  to  the  left 
of  the  crossing  of  the  duodenum  by  the  root  of 
the  mesentery.  It  ascends  obliquely  upward 
and  to  the  left  to  meet  the  jejunum  at  the 
ligament  of  Treitz.  Anatomically  this  segment 
is  related  to  the  bod}'  and  head  of  the  pancreas. 

It  is  the  purpose  of  this  paper  to  stress  the  im- 
portance of  adequate  study  of  the  last  segment 
of  the  duodenum.  Included  in  the  bibhography 
are  several  papers  giving  the  differential  diagnosis 
of  lesions  which  occur  at  this  site.^~^  In  this 
paper  I wish  to  discuss  only  two  of  these  condi- 
tions, carcinoma  of  the  fourth  portion  of  the  duo- 
denum and  carcinoma  of  the  pancreas  involving 
the  fourth  portion  of  the  duodenum. 

Duodenal  carcinoma  is  a rather  infrequent 
malignant  process.  Eger''  collected  350,286 
autopsy  cases  with  an  incidence  of  0.033  per  cent 
from  primary  duodenal  cancer.  He  claimed 
that  the  distribution  of  the  duodenal  carcinomas 
was  23.9  per  cent  in  the  first  portion;  61.9  per 
cent  in  the  second  portion;  12.1  per  cent  in  the 
third  portion;  and  in  the  entire  duodenum, 
1.9  per  cent.  Kleinerman®  described  duodenal 
carcinoma  in  his  series  as  22.5  per  cent  supra- 
ampullary,  59.2  per  cent  ampullary,  and  18.3 
per  cent  infra-ampullary.  Carcinoma  was  found 
in  the  duodenum  three  times  more  often  in  men 
than  in  women.  The  average  age  of  patients  is 
in  the  sixth  decade.  Burgerman,  Baggenstoss, 
and  Cain,®  reviewing  25,032  autopsy  cases  at  the 
Mayo  Clinic  from  1910  to  1953,  discovered  31 
ca.ses  of  primary  cancer  in  the  duodenum.  Of 
these  they  found  3 of  the  fourth  portion  of  the 
duodenum.  The  most  frequent  symptoms  in  their 
.series  were  pain,  weight  loss,  vomiting,  anemia, 
and  melena.  Barclay  and  Kent,^  reporting  on 
20,137  primary  malignant  tumors  which  were 
investigated  at  the  clinics  of  the  Saskatchewan 
Cancer  Commission  from  1930  to  1953,  found 
only  8 primary  adenocarcinomas  of  the  duodenum. 


representing  0.19  per  cent  of  all  gastrointestinal 
cancers  but  33.3  per  cent  of  primary  small  in- 
testinal cancers.  They  felt  the  main  symptoms 
were  due  to  hemorrhage  and  obstruction  of  the 
duodenum. 

Poppel®  in  his  book  mentions  involvement  of 
the  fourth  portion  of  the  duodenum  by  carcinoma 
of  the  body  of  the  pancreas  as  well  as  downward 
displacement  of  the  duodenal  jejunal  flexure. 
Deformity  of  the  stomach  or  duodenum  is  the 
most  common  finding  in  carcinoma  of  the  pan- 
creas. Usually  it  is  due  to  invasion,  adhesions, 
or  alterations  of  the  normal  anatomic  structures 
by  the  mass  of  the  tumor  or  involved  nodes. 
Beeler  and  Kirkhn®  report  1 case  of  carcinoma  of 
the  body  and  1 case  of  carcinoma  of  the  tail 
infiltrating  the  fourth  part  of  the  duodenum 
causing  mucosal  irregularity,  narrowing,  and 
ulceration.  Brown  and  Strittmatter®  report  a 
case  of  distention  of  the  entire  duodenum  to  the 
ligament  of  Treitz.  At  surgery,  carcinoma  of  the 
head  of  the  pancreas  fixed  posteriorly  and  ex- 
tending to  the  transverse  mesocolon  and  liga- 
ment of  Treitz  was  found. 

Diagnosis 

The  most  important  method  of  diagnosing 
involvement  of  the  fourth  portion  of  the  duo- 
denum by  intrinsic  or  extrinsic  carcinoma  is  the 
barium  meal.  Unless  the  condition  is  borne  in 
mind,  however,  and  unless  this  segment  of  the 
gastrointestinal  tract  is  given  adequate  scrutiny, 
it  is  obvious  that  lesions  at  this  particular  site 
can  be  overlooked.  The  roentgen  features  of 
primary  carcinoma  at  this  site  are  rather  sim- 
ilar to  maUgnant  conditions  seen  in  other  por- 
tions of  the  duodenum  and  within  the  small  in- 
testine and  colon.  The  lesion  may  be  annular  or 
ulcerating  and  produce  stri(d,ures  or  polypoid 
masses. 

Occasionally,  it  is  difficult  to  differentiate  an 
intrinsic  from  an  extrinsic  process  at  this  site, 
but  in  our  2 cases  of  extrinsic  involvement,  al- 
though there  was  narrowing  of  the  fourth  portion 
of  the  (luodenTirn,  one  could  see  evidence  of  in- 
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Fig.  1.  Case  1. — Barium-filled  stomach  and  upper  small  intestine.  (.4)  Posteroanterior  prone  view 
showing  defect  narrowing  lumen  of  ascending  duodenum  and  causing  dilatation  to  proximal  portion  of 
duodenum.  (B)  Anteroposterior  supine  view  in  which  stomach  has  retracted  cephalad  uncovering  duo- 
denojejunal flexure.  Defect  in  fourth  portion  of  duodenum  seen  again  with  proximal  duodenal  distention. 
Narrowed  segment  of  duodenum  shows  mucosal  remnants  with  absence  of  intraluminal  polypoid  changes 
or  ulceration.  It  was  felt  likely  these  findings  might  best  be  e.xplained  by  some  submucosal  or  intramural 
infiltration  probably  extending  from  a pancreatic  neoplasm. 


tact  mucosa  without  any  evidence  of  intrinsic 
polypoid  or  ulcerating  lesions. 

Certain  roentgen  projections  make  this  region 
more  apparent.  Fluoroscopic  examination  with 
spot  filming  of  this  segment  when  any  irregularity 
is  seen  is  of  obvious  importance.  In  a hyper- 
sthenic individual  the  posteroanterior  projec- 
tion frequently  will  demonstrate  this  portion  of 
the  duodenum  to  great  advantage  because  the 
stomach  is  situated  high  in  the  abdomen  leaving 
the  duodenal  jejunal  flexure  well  exposed  (see 
Fig.  1).  With  other  types  of  body  status  the 
stomach  may  be  lower  in  position  and  the  bar- 
ium-filled stomach  may  obscure  barium  that  is 
outlining  the  fourth  portion  of  the  duodenum. 
In  these  individuals  a routine  anteroposterior 
supine  projection  may  be  of  value  because  the 
barium  has  a tendency  to  gravitate  toward  the 
fundus  of  the  stomach  leaving  a thin  coating  of 
barium  in  the  antrum  or  occasionally  just  air 
(see  Fig.  2).  This  combination  of  circumstances 


results  in  groat  radioluccncy  to  this  area,  so  that 
one  may  look  to  the  fourth  portion  of  the  duo- 
denum through  the  stomach  window,  figuratively 
speaking.  In  an  occasional  case  the  author  has 
found  that  the  lateral  projection  will  demonstrate 
the  fourth  portion  of  the  duodenum  to  great 
advantage  (see  Fig.  3).  If  serial  films  are  taken 
after  thirty-  to  sixty-minute  intervals,  occa- 
sionally the  tumor  may  remain  coated,  and  as  the 
barium  passes  out  of  the  stomach,  the  lesion 
becomes  more  apparent  in  the  duodenum  (see 
Fig.  4). 

Case  Reports 

Case  1. — A seventy- j-ear-old  white  male  was 
admitted  to  Beth-El  Hospital  on  December  24, 
1958.  He  had  been  well  until  four  weeks  prior 
to  admission,  when  he  had  a bout  of  severe  diar- 
rhea lasting  one  week.  Subsequently,  the  patient 
was  well  again  until  one  and  a half  weeks  prior 
to  admission  when  he  had  an  attack  of  severe 
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Fig.  2.  Case  2. — (A)  Posteroanterior  prone  view  of  barium-filled  stomach  and  upper  small  intestine 
showing  incomplete  filling  of  just  visible  distal  ascending  duodenum.  {B)  Spot  film  of  barium-filled  upper 
gastrointestinal  tract  with  patient  supine  but  right  side  elevated  (right  anterior  oblique).  There  is  but 
thin  coating  of  barium  in  antral  portion  of  stomach.  Narrowed  ascending  duodenum  now  seen  clearly 
through  “gastric  window.”  Mucosa  in  narrowed  segment  apparently  intact  and  there  is  marked  dilatation 
in  proximal  duodenum.  This  lesion  was  interpreted  as  being  due  to  extrinsic  involvement  of  duodenal 
wall.  Although  different  roentgen  projections  were  necessary,  the  lesion  is  very  similar  to  the  one  shown 
in  Figure  1,  Case  1. 


midabdominal  crampy  pain  which  occurred 
at  night.  A similar  episode  occurred  one  week 
later.  The  pain  lasted  each  time  from  four  to 
five  hours  and  finally  subsided  spontaneously. 
Sometimes  temporary  relief  followed  vomiting. 
There  had  been  a 6-pound  weight  loss  in  the  last 
four  weeks. 

Physical  Examination. — A physical  examination 
revealed  a well-developed,  well-nourished  white 
male  whose  blood  pressure  was  160/90,  pulse  60, 
and  temperature  98.6  F.  The  abdomen  revealed 
no  palpable  masses,  no  areas  of  tenderness. 

Laboratory  Examination. — On  December  25, 
1958,  a laboratory  examination  showed  a hemo- 
globin of  15.7  and  a white  blood  count  of  6,700. 

Roentgenograms.  — Roentgenograms  taken  on 
December  29,  1958,  showed  a narrowing  of  the 
fourth  portion  of  the  duodenum  with  dilatation 
of  the  second  and  third  portions.  The  narrow- 
ing involved  an  area  5 cm.  in  length  (Fig.  1). 
The  mucosa  here  is  not  well  delineated. 

Operation.- — Surgery  revealed  a retroperi- 
toneal mass  the  size  of  a fist  involving  the  body 
of  the  pancreas  and  extending  to  the  head. 


The  retroperitoneal  nodes  were  enlarged.  This 
mass  constricted  the  duodenum  by  pressure,  just 
proximal  to  the  duodenojejunal  junction.  The 
stomach  was  dilated  and  the  common  duct  was 
dilated.  An  anterior  gastroenterostomy  was 
performed  and  a cholecystojej unostomy  was 
done.  The  patient  was  discharged  on  the 
twenty-first  day  after  his  admission. 

Case  2.- — A fifty-one-year-old  white  female 
was  admitted  on  March  8,  1954,  with  epigastric 
pain,  nausea  and  vomiting,  and  heartburn  of 
three  weeks  duration.  The  vomiting  had  been 
of  an  intermittent  nature  during  this  time. 
Until  the  present  illness,  she  had  been  quite  well. 
Her  physician  considered  her  a high-strung 
nervous  individual. 

Physical  Examination. physical  examina- 
tion revealed  a thin,  agitated  white  female 
whose  blood  pressure  was  110/80.  There  were  no 
positive  physical  findings.  The  abdomen  was 
soft. 

Laboratory  Findings. — On  March  9,  1954, 
laboratory  examinations  showed  negative  findings 
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Fig.  3.  Case  3. — Barium-filled  stomach  and  upper  small  intestine.  (^)  Posteroanterior  prone  view, 
with  no  apparent  lesion.  {B)  Right  lateral  prone  view  made  at  same  time  as  (^),  showing  irregular  nar- 
rowed segment  of  duodenum  at  region  of  ligament  of  Treitz.  Mucosa  in  involved  segment  shows  evidence 
of  polypoid  changes  and  ulceration. 


Fig.  4.  Case  4. — Posteroanterior  prone  view  of  barium-filled  upper  gastrointestinal  tract.  (^)  Barium- 
filled  stomach  partially  obscures  irregular  filling  defect  in  ascending  portion  of  duodenum  proximal  to  liga- 
ment of  Treitz.  {B)  View  taken  thirty  minutes  after  (d.)  shows  that  lessened  amount  of  barium  in  distal 
half  of  stomach  has  allowed  a polypoid  defect  in  ascending  duodenum  to  become  more  apparent.  (C)  View 
taken  one  hour  later  than  {B)  shows  stomach  almost  completely  emptied  of  barium.  Barium  in  fourth 
portion  of  duodenum  adheres  to  obvious  intraluminal  polypoid  mass. 


in  the  urine  except  for  a trace  of  sugar.  A com-  Gm.  and  a white  blood  count  of  5,250.  The 

plete  blood  count  showed  a hemoglobin  of  13.5  blood  chemistry  was  analyzed  on  March  10, 
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1954,  and  revealed  that  the  glucose  urea-nitrogen 
and  total  protein  were  normal. 

Roentgenograms.- — On  March  10,  1954,  a 

gastrointestinal  series  revealed  an  obstructing 
lesion  in  the  duodenum  just  proximal  to  the 
duodenal  jejunal  junction  most  likely  ascribable 
to  external  compression  from  a mass  in  this  region 
(Fig.  2).  There  was  a 75  per  cent  gastric  re- 
tention after  six  hours. 

Surgery. ^At  operation  on  March  12,  1954, 
there  was  a neoplasm  in  the  body  of  the  pancreas 
obstructing  the  terminal  portion  of  the  duo- 
denum infiltrating  the  retroperitoneal  tissue  and 
the  area  of  the  superior  mesenteric  vessels.  The 
lesion  was  inoperable.  Gastrojejunostomy  was 
done.  The  patient  was  discharged  on  March 
25,  1954. 

Case  3.' — A forty-seven-year-old  white  female 
was  readmitted  to  Beth-El  Hospital  on  Novem- 
ber 9,  1955,  for  the  second  time,  with  pain  in  the 
epigastrium  radiating  to  the  back  and  right  upper 
quadrant  and  to  the  right  shoulder,  nausea,  and 
vomiting.  The  patient  had  had  intermittent 
epigastric  pains  for  several  years,  but  four  months 
prior  to  admission,  the  pains  became  more  per- 
sistent and  began  to  increase  in  intensity.  The 
pains  were  made  more  severe  by  eating.  Vomit- 
ing, which  relieved  the  pain,  had  begun  to  occur 
two  weeks  prior  to  admission. 

Physical  Examination.- — A physical  examina- 
tion revealed  a moderately  obese  white  female 
with  a blood  pressure  of  140/80;  temperature, 
99  F.;  and  pulse,  100.  An  examination  of  the 
abdomen  revealed  no  palpable  masses  or  pal- 
pable organs. 

Laboratory  Findings.- — Laboratory  findings  on 
November  9,  1955,  revealed  a hemoglobin  of 
10.3  and  a white  blood  count  of  8,100. 

Roentgenograms.- — Roentgenograms  taken  of 
the  gastrointestinal  tract  on  October  29,  1955, 
showed  that  the  duodenal  bulb  was  not  de- 
formed. On  one  of  the  oblique  views  there 
is  a suspicious  defect  which  should  have  been 
investigated.  A re-examination  of  the  upper 
gastrointestinal  tract  revealed  no  definite  lesion 
in  the  bulb.  A persistent  narrowing  and  pol- 
ypoid alteration  in  the  fourth  portion  of  the  duo- 
denum, just  proximal  to  the  ligament  of  Treitz, 
can  be  seen  (Fig.  3).  The  findings  are  suspicious 
of  a primary  malignant  neoplasm  at  this  site. 

Operation.- — Surgery  on  November  14,  1955, 
showed  an  annular  firm  mass  involving  the 
fourth  portion  of  the  duodenum  at  the  duodeno- 


jejunal flexure.  The  mass  had  extended  beyond 
the  confines  of  the  intestine  and  had  invaded 
the  retroperitoneum,  in  particular  the  supe- 
rior mesenteric  arter}^  and  vein.  The  mass  was 
fixed.  An  antecolic  gastrojejunostomy  was  per- 
formed. The  patient  was  discharged  on  Novem- 
ber 29,  1955,  fifteen  days  postoperativel3^  The 
patient  was  hospitalized  three  times  subsequently, 
the  last  time  being  on  September  9,  1957,  with 
complaints  referrable  to  generalized  carcino- 
matosis. 

Case  4.— A fortj'-nine-year-old  white  female 
was  admitted  to  the  Beth-El  Hospital  on  Decem- 
ber 3,  1957,  with  a six-weeks  history  of  weakness, 
nausea,  vomiting,  and  epigastric  pain.  There 
had  been  a 9-pound  weight  loss  in  this  period. 
For  the  past  four  years  the  patient  had  been 
having  episodes  of  sharp,  colicky  epigastric  pain 
which  seemed  to  penetrate  her  body  to  the  ver- 
tebral column.  The  attacks  were  followed  by 
nausea  and  vomiting.  The  pain  was  relieved 
by  Demerol  hydrochloride.  There  was  one 
episode  of  coffee-ground  vomiting. 

Physical  Examination. — The  blood  pressure 
was  114/78;  pulse,  72;  and  temperature,  98.6  F. 
The  physical  findings  were  essentially  negative 
except  for  epigastric,  para-umbilical,  and  left 
lower  quadrant  tenderness  to  palpation. 

Laboratory  Examination.— On  December  4, 
1957,  the  hemoglobin  was  9.8  Gm.,  white  blood 
count  6,500,  with  negative  findings  in  the  urine. 

Roentgenograms.- — A gastrointestinal  series  re- 
vealed distention  of  the  duodenum  up  to  the 
junction  with  the  jejunum.  The  mucosa  ap- 
peared to  be  destroyed,  and  there  was  evidence 
of  a polypoid  new  growth  (Fig.  4). 

Operation.- — Surgery  performed  on  December 
20,  1957,  revealed  a large  hard  mass  involving 
the  terminal  portion  of  the  duodenum,  superior 
mesenteric  vessels,  and  adjacent  small  intestine. 
Several  hard  nodes  were  present  in  the  mesentery 
of  the  jejunum.  A gastrojejunostomy  was  per- 
formed. 

Pathology: — Biopsy  of  the  lymph  nodes  re- 
vealed adenocarcinoma  secondary’  within  the 
lymph  nodes.  The  patient  was  discharged  on 
December  27,  1957. 

Comment 

Although  the  author  realizes  that  the  patho- 
logic diagnosis  is  not  incontrovertibly  confirmed, 
it  still  seems  reasonable  from  careful  personal 
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discussion  with  the  operating  surgeon  in  each 
case  that  the  conclusions  as  to  the  site  of  origin 
of  each  lesion  are  valid. 

The  first  and  second  cases  revealed  extrinsic 
involvement  by  cancer  in  the  adjacent  pancreas. 
In  Case  1 the  lesion  could  be  seen  in  the  postero- 
anterior  prone  projection  because  the  high  posi- 
tion of  the  stomach  left  the  duodenum  uncovered. 
In  the  anteroposterior  supine  projection  the 
ascending  portion  of  the  duodenum  was  even  more 
clearly  seen.  In  the  second  case  it  was  apparent 
at  fluoroscopy  that  there  was  an  obstructing  lesion 
involving  the  distal  portion  of  the  duodenum. 
On  none  of  the  conventional  views  could  the 
last  portion  of  the  duodenum  be  seen  to  ad- 
vantage. As  a result,  a fluoroscopic  spot  view 
(Fig.  2B)  with  the  patient  supine  and  the  right 
side  elevated  was  made.  In  this  instance  the 
barium  left  the  gastric  antrum  and  gravitated 
toward  the  fundus.  It  was  then  that  the  nar- 
rowed segment  of  the  fourth  portion  of  the  duo- 
denum could  be  seen  through  the  stomach,  and 
the  absence  of  findings  suggestive  of  intrinsic 
neoplasm  were  noted. 

The  third  and  fourth  cases  were  of  primary 
duodenal  origin.  In  both  instances  the  lesion 
was  obscured  in  several  projections.  In  the 
third  case,  the  right  lateral  prone  projection  best 
demonstrated  the  classic  changes  of  intrinsic 
involvement  by  cancer.  In  the  fourth  case  char- 
acteristic changes  were  present  and  were  best  seen 
in  the  posteroanterior  prone  view.  The  lesion 
became  more  apparent  as  the  overlying  stomach 
emptied  and  the  tumor  in  the  duodenum  remained 
coated  with  barium. 


Summary 

1.  Two  diseases  of  the  fourth  portion  of  the 
duodenum  are  presented  and  discussed. 

2.  Suggested  views  are  indicated  to  show  this 
segment  to  its  greatest  advantage  on  a routine 
barium  meal  study. 

3.  Four  cases  are  presented.  The  author 
feels  the  evidence  indicates  that  2 are  of  primary 
carcinoma  and  2 of  carcinoma  of  the  pancreas 
involving  the  fourth  portion  of  the  duodenum. 

Beth-El  Hospital 
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If  people  liked  to  work,  we’d  still  be  plowing  the  ground  with  sticks  and  transporting  goods  on 
our  backs. — William  Feather 
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A.NNUAL  DINNER  DANCE 

in  honor  of 

NORMAN  S.  MOORE,  M.D.,  PRESIDENT 

VT ednesday.  May  10,  1961 


MANGER  HOTEL 


ROCHESTER 


Cocktails  at  6:30  p.m.  Music  and  Entertainment 

Dinner  at  8:00 p.m.  Dress  optional 

Subscription  $12 


Tickets  available  through  your  county  society  or  order  below 


DINNER  DANCE  RESERVATION  BLANK 

Medical  Society  of  the  State  of  New  York  (Make  checks  payable  to) 

750  Third  Avenue 
New  York  17,  New  York 

Please  send  me tickets  for  the  Annual  Dinner  Dance  on  May  10. 

Enclosed  please  find  my  check  for . 

NAME  

ADDRESS  

Please  attach  guest  list. 
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Reports  in  this  section  are  referred  to  the  Reference  Committee  on  Reports  of  Of- 
hcers,  consisting  of  the  following; 

Solomon  Schtjssheim,  M.D.,  Kings,  Chairman 

Arthur  H.  Diedrick,  M.D.,  Westchester 

James  I.  Farrell,  M.D.,  Oneida,  Section  on  Ophthalmology 

Adelaide  Romaine,  M.D.,  New  York 

Eldred  J.  Stevens,  M.D.,  Steuben,  Seventh  District  Branch 


Treasurer 


To  the  House  of  Delegates,  Gentlemen: 

Your  treasurer  again  reports  a deficit  from  finan- 
cial operations.  For  the  year  1960,  this  amounted  to 
.^1 17,622  for  the  General  Fund,  as  reported  in  Table 
I.  If  the  reported  deficits  for  1959  and  1960  are 
subtracted  from  each  other,  it  appears  that  the  1960 
deficit  is  increased  about  $18,500  over  1959.  This 
does  not,  however,  tell  the  full  story.  To  properly 
compare  the  two  years,  certain  adjustments  must  be 
made.  For  instance,  in  1959,  the  deficit  of  $99,144 
should  be  reduced  by  $53,970.  This  latter  figure 
represents  moving  expense  (including  office  furni- 
ture) which  was  incurred  in  1958.  When  we  moved 
the  office  in  1958,  it  was  decided  to  charge  this  ex- 
penditure to  the  Building  Fund  and  Repair  and  Re- 
placement Fund.  During  1959,  this  decision  was 
changed  so  that  the  General  Fund  would  bear  most 
of  the  cost  of  the  move.  This  change,  in  effect,  in- 
creased the  1959  deficit  from  $45,173  to  $99,144. 
Another  item  which  enters  this  picture  is  that  of  our 
charging  the  cost  of  new  equipment  not  to  the 


General  Fund,  but  to  the  Repair  and  Replacement 
Fund.  In  1960,  this  amounted  to  $5,629.  The 
following  shows  this  in  tabulation  form; 

1959  1960 

Deficit  as  shown  in 

Table  I $99,144  $117,622 

Adjustments  —53,970  4-5,629 

Actual  deficit  for  year  $45,174  $123,251 


The  deficit  increase  now  appears  to  be  $78,077 — 
rather  a substantial  figure.  General  Fund  surplus  is 
now  “in  the  red”  by  $20,642.  In  other  words,  if  it 
were  not  for  our  other  funds,  we  would  be  insolvent. 
As  your  treasurer  is  also  chairman  of  the  Budget 
Committee,  it  is  to  be  noted  here  that — even  with 
the  increase  in  1961  dues — the  picture  for  the 
present  year  is  not  bright.  If  the  1961  budget  is  a 
reasonable  estimate,  we  shall  be  in  a worse  financial 
state  in  1961. 


April  15,  1961 
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REPORTS  OP  OFFICERS 


As  to  some  of  the  details,  comparing  1960  ex- 


penditures  with  1959; 

Administration  expense  increased 

$20,135 

Department  of  Communications 

expense  increased 

29,213 

Woman’s  Auxiliary  expense  increased 

2,366 

Travel  expense  increased 

13,956 

A.M.A.  Conference  Room  expense 

increased 

5,714 

Certain  expenditures  of  a “one  time’’  nature 
were  incurred : 

International  Congress  of  Industrial 

Health  * 3,000 

Staphylococcal  Committee  1 , 576 

We  also  contributed  $3,000  to  the  Emjjire  State 
Medical,  Scientific  and  Educational  Foundation  to 
enable  it  to  commence  operations. 

There  were  some  significant  reductions  in  com- 
paring expenses  for  the  last  two  years: 


Legislation  Bureau  $ 3 , 796 

Workmen’s  Compensation  Bureau  3 , 666 

Bureau  of  Medical  Care  Insurance  1 , 176 

Scientific  Activities  4,071 

Medical  Directory  (1959  edition)  3 , 338 

Annual  Meeting  2 , 335 

Blood  Banks  Association  9 , 000 


During  late  1960  and  early  1961,  it  was  necessary 
for  us  to  borrow  $150,000  from  our  bank.  As  this 
report  is  written,  the  loan  has  been  paid  back  be- 
cause of  the  receipt  of  monies  for  1961  dues. 

Your  treasurer  continually  has  pointed  out  the 
need  for  giving  due  consideration  to  budgetary 
appropriations  which  carry  us  over  and  beyond  our 
income.  We  are  prone  to  criticize  our  Federal, 
State,  and  local  governmental  bodies  for  operating 
at  a deficit- — yet  we  are  following  the  identical 
process.  Spending  more  than  we  receive  results  in 
deficits — and  deficits  result  in  increases  in  dues. 
Continuation  on  our  present  way  will  mean  another 
dues  increase  before  too  long.  Your  treasurer 
urges  that  the  House  of  Delegates,  the  Board  of 
Trustees,  the  Council,  and  our  many  committees 
give  the  proverbial  “long  and  hard  look’’  at  i)ro])osed 
expenditures  and  budgets  before  permitting  monies 
to  be  appropriated . 

The  treasurer  wishes  to  express  his  apjireciation 
to  the  Accounting  Department,  Mr.  Eugene 
Dombrowski,  our  accountant,  and  Mr.  Thos.  E. 
Alexander,  our  controller. 

Respectfully  submitted, 

Maurice  J.  Daitelbaum,  M.D.,  Treasurer 


Budget 


To  the  House  of  Delegates,  Gentlemen: 

The  Budget  Committee  consists  of  the  following; 
Maurice  J.  Dattelbaum,  M.D.,  Chairman. . .Kings 


Samuel  Z.  Freedman,  M.D New  York 

Frederic  W.  Holcomb,  M.D Ulster 


The  Budget  Committee  receives  proposed  budg- 
etary requests  from  each  department  and  activity 


of  the  Society.  Such  estimates  are  requested  twice 
a year.  For  the  year  1961  we  asked  each  depart- 
ment and  activity  to  prepare  an  estimate  of  its 
expenditures  for  the  current  fiscal  period.  The 
committee  met  four  different  times  in  its  considera- 
tion of  the  1961  requested  appropriations.  In 
some  instances  we  found  it  necessary  to  request 
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TABLE  I. — Budget  for  the  Year  Ended 
December  31,  1961 


Income 

Dues  (net)  $695,720 

Journal  —21,867 

Transfer  from  Repair  and  Replace- 
ment Fund  6,630 


Total  Income  $680,483 


Expenditures 

Administration  $245 , 734 

Department  of  Communications  150,000 

Legislation  Bureau  16,355 

Workmen’s  Compensation  Bureau  31,466 

Bureau  of  Medical  Care  Insurance  20 , 200 

Scientific  Activities  9,372 

Woman’s  Auxiliary  10,698 

Travel  65,700 

Annual  Meeting  28,192 

District  Branches  6 , 100 

Planning  Committee  for  Medical 

Policies  2 , 000 

Malpractice  Insurance  and  Defense 
Board  2,500 

Malpractice  audit  2,000 

Legal  counsel  40,540 

A.M.A.  delegates  expense  fund  7,500 

Conference  of  Presidents  75 

Pensions  1 , 233 

Empire  State  Health  Council  100 

Committee  to  Combat  Cults  300 

New  York  State  Society  for  Medical 
Research  100 

World  Medical  Association  1,000 

Staphylococcal  Committee  424 

Membership  campaign  1,500 

Salary  and  overtime  contingency  fund  5 , 000 

Regional  Conference  on  Resolution 
58-49  5,500 

Joint  Council  to  Improve  Health 

Care  of  Aged  250 

Relative  Values  Study  for  New  York 
»»  State  1,000 

A.M.A.  New  York  City  Meeting — 

1961  10,000 

Empire  State  Medical,  Scientific  and 

Educational  Foundation  52 , 000 

Medical  Directory — 1961  60,524 


Total  Expenditures  $777,363 

Excess  of  Income  over  Expenditures  —96,880 

Interest  earned  2,500 


Net  Excess  of  Income  over 
Expenditures  $ — 94 , 380 


committee  chairmen  and  department  heads  to 
present  detailed  statements  and  reports  in  order  to 
substantiate  the  monies  requested. 

The  final  budget  as  approved  by  the  Council  and 
Board  of  Trustees  is  shown  in  Table  I.  We  believe 
that  the  budget  represents,  within  reason,  the 
financial  needs  for  the  operation  of  the  Society  for 
1961  in  combination  with  over-all  policy. 

It  is  to  be  noted  that  for  the  General  Fund  a 
deficit  of  $94,380  is  projected.  Additional  funds 
have  been  allowed  the  Journal  and  Department  of 
Communications  and  $52,000  has  been  appropriated 
for  the  Empire  State  Medical,  Scientific  and  Edu- 
cational Foundation.  As  to  the  latter,  since  the 
Foundation  is  taking  over  some  of  the  activities  of 
our  Public  Health  and  Education  Committee,  which 
is  listed  as  “Scientific  Activities’’  in  the  budget, 
there  is  a resultant  decrease  in  that  category. 

A year  ago  our  budget  as  published  in  the  April 
15,  1960,  issue  of  the  New  York  State  Journal  of 
Medicine  indicated  a deficit  of  $134,110.  Our 
actual  deficit  amounted  to  $117,622.09.  The 
difference  of  $16,488  between  the  projected  loss  and 
the  actual  loss  for  1960  represents  an  error  of  only 
8 per  cent. 

As  has  been  pointed  out  many  times  previously, 
the  budget  is  only  a plan.  Ever}^  attempt  is  made 
to  make  this  plan  realistic.  There  are  always  cer- 
tain errors  of  judgment  as  well  as  costs  which  are 
encountered.  However,  we  believe  that  with  the 
programs  suggested  our  budget  is  in  line. 

A new  feature  has  been  adopted  by  the  Board  of 
Trustees,  in  that  all  new  capital  equipment  purchases 
are  paid  for  out  of  the  Repair  and  Replacement 
Fund  to  the  extent  of  the  net  income  of  the  fund 
since  its  inception  some  six  or  seven  years  ago. 

Each  member  of  the  Budget  Committee  has  spent 
much  time  in  consideration  of  this  budget.  The 
chairman  especially  wishes  to  express  his  apprecia- 
tion to  them.  The  various  committee  chairmen, 
the  Council,  and  the  Board  of  Trustees  also  deserve 
a note  of  appreciation  for  their  advice  and  sugges- 
tions. The  advice  and  assistance  of  the  Accounting 
Department  and  our  Controller,  Mr.  Thos.  E. 
Alexander,  is  hereby  noted  and  appreciated. 

Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D.,  Chairman 
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Auditor’s  Certificate 

To  the  Board  of  Trustees,  Medical  Society  of  the  State  of  New  York: 


We  have  examined  the  (balance  sheet  of  the  Medi- 
cal Society  of  the  State  of  New  York  as  of  December 
31,  1960,  and  the  related  statement  of  operating 
income  and  expenses  and  general  and  other  funds 
for  the  year  then  ended.  Our  examination  was 
made  in  accordance  with  generally  accepted  auditing 
standards,  and  accordingly  included  such  tests  of 
the  accounting  records  and  such  other  auditing 
procedures  as  we  considered  necessary  in  the 
circumstances. 

We  did  not  confirm  the  unpaid  members’  dues  by 
correspondence  with  the  members,  nor  did  we 
confirm  the  amounts  due  from  the  U.S.  Government 
under  the  “Medicare”  program,  but  with  respect  to 


the  latter  we  satisfied  ourselves  by  other  auditing 
procedures. 

In  our  opinion,  the  accompanying  balance  sheet 
and  the  statement  of  operating  income  and  expenses 
and  general  and  other  funds  present  fairly  the 
financial  position  of  the  Medical  Society  of  the 
State  of  New  York  as  of  December  31,  1960,  and  the 
results  of  its  operations  for  the  year  then  ended,  in 
conformity  with  generally  accepted  accounting 
principles  applied  on  a basis  consistent  with  that 
of  the  preceding  year. 

Patterson  & Ridgway 
Certified  Public  Accountants 

March  9,  1961 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Statement  of  Operating  Income  and  Expenses 
For  the  Year  Ended  December  31,  I960 


OPERATING  INCOME 

Members  dues  after  reserve .1573 ,775.00 

Less — Allocation  to  Journal  circulation  income,  as  authorized  by  the 

Board  of  Trustees. 75,532.00 


$498,243.00 

Net  operating  income  from  Journal 39,619.67 

Sales  of  Medical  Directory,  1959  edition  less  charges 8,764.00 

Interest  on  savings  accounts  and  treasury  bills 2,603.45 


OPERATING  EXPENSES 

Administrative 

Department  of  Communications 

Legislation  Bureau,  Albany 

Workmen’s  Compensation  Bureau 

Bureau  of  Medical  Care  Insurance 

Scientific  Activities 

Woman’s  Auxiliary 

District  branches 

Planning  Committee  for  Medical  Policies 

Malpractice  Insurance  and  Defense  Board 

Malpractice  Defense  Audit 

Legal  counsel,  retainer  and  expenses 

Traveling  expenses 

Empire  State  Medical,  Scientific  and  Educational  Foundation 

Industrial  Confess  of  International  Health 

American  Medical  Association  Conference  room  expenses 

Regional  Conference  on  Medical  Care 

World  Medical  Association 

Pensions 

Sundries 

Annual  Meeting,  1960 

Medical  Directory,  1961  (one  half  of  estimated  loss  allocated  to  current 
year) 


$549,230  12 


$234,958.29 

114,239.92 

24,396.62 

27.708.51 

16.477.52 
16,101.28 

7,452.62 

4.935.65 

1.168.79 

2.320.66 
2,000.00 

40.135.00 
64,276.68 

3,000.00 

3.000. 00 
10,024.81 

4,643.74 

1.000. 00 
1,240.30 

5.357.80 
23,603.07 

64.440.00 


672,481.26 

Transfer  from  Repair  and  Replacement  Fund  to  cover  puchases  of  equip- 
ment   5 , 629 . 05 


666,852.21 


EXCESS  OF  EXPENSES  OVER  INCOME  TRANSFERRED  TO  GENERAL 
FUND $117,622.09* 


*Italics  denote  figures  in  red. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Balance  Sheet — December  31,  1960 


ASSETS 


GENERAL  FUND 
Current  Assets 

Cash  in  banks  and  on  hand $25,118.07 

Less:  Due  American  Medical  Association 2,175.00 


$ 22,943.07 

Acounts  and  notes  receivable  (after  reserves) 15,561.91 

Dues  receivable — net,  estimated 2,193.00 

Due  from  other  funds,  per  contra 7,911.24 

Due  from  U.S.  Government  “Medicare” 35,525.96 

Inventories 23,352.33 


Total  Current  Assets $ 107,487.51 

Prepaid  Expenses 

Sundry  expenses  and  deposits 43,594.11 

Furniture  and  Fixtures 

At  nominal  value 2.00 

Advances  (after  Reserve) 

Veterans  Medical  Service  Plan  of  New  York 14, 510. .53 


TOTAL  GENERAL  FUND 


165,594.15 


INVESTMENT  FUND 

Cash  in  banks 

Investments  at  cost  (market  or  redemption  value  $1,002,944.43) 

Accrued  interest  receivable 

Due  from  other  funds,  per  contra 

TOTAL  INVESTMENT  FUND 


SPECIAL  FUNDS  UNDER  CONTROL  OF  THE  BOARD  OF  TRUSTEES 
Employees  Beneficiary  Fund 

Investments — U.S.  and  other  obligations,  at  cost  (market  value 


$80,876.00) 89,778.36 

Accrued  interest  receivable 587.08 

Due  from  other  funds,  per  contra 1 , 606 . 30 


91,971.74 

58,526.80 

376.71 


58,903.51 

3,978.84 


54,924.67 


TOTAL  SPECIAL  FUNDS 146,896.41 


Repair  and  Replacement  Fund 

Investments,  at  cost  (market  value  $56,449.00) . 
Accrued  interest  receivable 


Less;  Due  to  Investment  Fund,  per  contra. 


78,222.63 

676,455.60 

3,794.08 

3,978.84 


762,451.15 


ENDOWMENT  FUNDS 

Cash  in  banks 15,836.04 

Less:  Due  to  General  Fund,  per  contra 400.00 


TOTAL  ENDOWMENT  FUNDS 


15,4.36.04 


PENSION  FUND 

Cash  in  bank 946.23 

Investments,  at  cost  (market  value  $272,906.00) 267,493.09 

Interest  receivable 2, 789.. 58 

Due  from  General  Fund,  per  contra 2,743.75 


TOTAL  PENSION  FUND 


273,972  65 


WAR  MEMORIAL  FUND 

Cash  in  bank 1,241.63 

Investments,  U.S.  Treasury  Bonds  (market  value  $166,859.00) 168,434.93 

Accrued  interest  receivable 795.23 

Due  from  other  funds,  per  contra 632.56 


TOTAL  WAR  MEMORIAL  FUND. 


171,104.35 


TOTAL  ASSETS 


$1,535,454.75 


1.370 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Balance  Sheet — December  31,  I960 


LIABILITIES  AND  FUNDS 


GENERAL  FUND 
Current  Liabilities 

Notes  payable  to  bank $100,000.00 

Accounts  payable  and  accruals 24,389. 11 

Taxes  payable  (including  withholding) 14,264.17 

Due  to  other  funds,  per  contra 3,396.96 


Total  Current  Liabilities 
Deferred  Credits 

Membership  dues  1961 

Annual  meeting  1961 

Sundry 


$ 142,050.24 

20,011.51 

14,475.00 

9,699.45 


Total  Deferred  Credits 44,185.96 

General  Fund 20,64B.05 


TOTAL  GENERAL  FUND 


165,. 594. 15 


INVESTMENT  FUND 

Reserve  for  depreciation  of  inve.stments 50,000.00 

Due  to  other  funds,  per  contra 9,096.89 

Balance 703,354.26 


TOTAL  INVESTMENT  FUND 


762,451.15 


SPECIAL  FUNDS  UNDER  CONTROL  OF  THE  BOARD  OF  TRUSTEES 


Employees  Beneficiary  Fund 91,971.74 

Repair  and  Replacement  Fund 54,924.67 


TOTAL  SPECIAL  FUNDS 


146,896.41 


ENDOWMENT  FUNDS 

Lucien  Howe  Prize  Fund 6,479.32 

Merit  H.  Cash  Prize  Fund 2,115.68 

A.  Walter  Suiter  Lectureship  Fund 6,841.04 


TOTAL  ENDOWMENT  FUNDS 


15,436.04 


PENSION  FUND 


273,972.65 


WAR  MEMORIAL  FUND 171,104.35 

TOTAL  LIABILITIES  AND  FUNDS $1,535,454.75 


♦Italics  denote  figures  in  red. 

NOTE:  The  Society  has  a Revolving  Fund  of  $150,000.00  from  the  U..S.  Army  (Medicare  Program),  not  included 
in  this  balance  sheet.  It  has  claims  from  physicians,  either  paid  or  approved  for  payment,  totaling  $121,662.81, 
that  have  not  yet  been  reimbursed  by  the  government. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Cash  in  Banks  and  on  Hand 
December  31,  1960 


GENERAL  FUND $ 25,118.07* 

INVESTMENT  FUND 78,222.63 

PENSION  FUND 946.23 


TOTAL 104,286.93 


ENDOWMENT  FUNDS 

Lucien  Howe  Prize  Fund 6,579.32 

Merit  H.  Cash  Prize  Fund 2,315.68 

A.  Walter  Suiter  Lectureship  Fund 6,941 .04 


TOTAL  (UNION  DIME  SAVINGS  BANK) 15,836.04 


WAR  MEMORIAL  FUND 

On  deposit 1 , 241 . 63 


♦ Includes  $2175  due  American  Medical  Association. 


Investments 


The  investments  of  the  Society  are  summarized  as  follows: 
INVESTMENT  FUND 

U.S.  Government  obligations 

Railroad  Bonds 

Industrial  and  Finance  Bonds 

Utility  Bonds 

Mortgage 

Preferred  Stocks 

Common  Stocks 

Cost 

$135,216.88 

5,551.25 

67,733.53 

181,416.62 

1,035.93 

29,501.47 

255,999.92 

Market 

$135,905.00 

5,670.00 

66.512.00 

172.155.00 
1,744.43 

27.766.00 

593.192.00 

TOTAL 

676,455.60 

1,002,944.43 

PENSION  FUND 

U.S.  Government  obligations 

Utility  Bonds 

Bank  and  Finance  Bonds 

Common  Stocks 

4,972.11 

188,117.05 

50,925.00 

23,478.93 

4,977.00 

184,112.00 

51.512.00 

32.305.00 

TOTAL 

267,493.09 

272,906.00 

EMPLOYEES  BENEFICIARY  FUND 

U.S.  Treasury  Bonds 

Public  Utility  Bonds 

Industrial  Bonds 

44,000.00 

35,493.60 

10,284.76 

40.340.00 

31.674.00 
8,862.00 

TOTAL 

89,778.36 

80,876.00 

REPAIR  AND  REPLACEMENT  FUND 

U.S.  Treasury  Bonds 

Utility  Bonds 

Finance  Bonds 

Common  Stocks 

24,987.50 

16,533.70 

7,163.69 

9,841.91 

24.471.00 

16.007.00 

7.175.00 

8.796.00 

TOTAL 

58,526.80 

56,449.00 

WAR  MEMORIAL  FUND 

U S.  Government  obligations 

$168,434.93 

166,859.00 
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Rcj)orts  in  this  snct-ion  arc  refern-d  to  the  Reference  Committee  on  Commission  on 
Medical  Services — A,  consisting  of  the  following: 

Bernard  J.  Pisani,  M.D.,  New  York,  Chairman 
Sol  Axelrad,  M.D.,  Queens 
Irving  L.  Ershler,  M.D.,  Onondaga 
J.  L.  Sengstack,  M.D.,  Suffolk 
Irving  Weiner,  M.D.,  Orange 


Economics 


To  the  House  of  Deleyalcs,  Gentlemen: 

The  Economics  Committee  is  composed  of  the 


following: 

Waring  Willis,  M.D.,  Chairman Westchester 

George  Rehmi  Denton,  M.D Albany 

Merle  D.  Evans,  M.D Monroe 

Milton  B.  Spiegel,  M.D Kings 

Frank  W.  Farrell,  M.D Queens 


The  committee  has  held  three  meetings:  April  19, 
1960;  August  26,  1960;  and  December  6,  1960. 
The  committee  has  met,  as  required,  for  the  review 
and  adjudication  of  Medicare  claims. 

The  following  matters  were  considered  and  acted 
on  by  your  committee: 

1.  The  feasibility  of  a mechanism  for  loans  to 
medical  students,  interns,  residents,  and  physicians 
starting  in  practice.  A preliminary  report  presented 
to  the  Council  by  your  president,  Norman  S.  Moore, 
M.D.,  similar  to  the  Foundation  in  effect  in  Pennsyl- 
vania was  reviewed,  and  after  discussion,  motion 
was  passed  to  recommend  to  the  Council  that  steps 
should  be  taken  to  set  up  a mechanism  for  such  a 
loan  fund,  and  if  possible  to  incorporate  the  concepts 
of  Norman  S.  Moore,  M.D.,  and  George  Moore, 
M.D.,  for  a “Medical  Science  and  Education  Foun- 
dation” similar  to  that  in  effect  in  Pennsylvania. 
Approval  by  the  Council  was  voted. 

2.  The  matter  of  a usual  or  customary  fee 
schedule  for  adoption  by  individual  county  societies 
was  considered.  It  was  pointed  out  that  this  con- 
cept would  not  necessarily  represent  the  fees  that 
would  be  charged  in  any  specific  instance,  but  rather 
a means  for  ascertaining  the  usual  or  customary  fee 
for  medical  or  surgical  services  in  any  given  com- 
munity and  for  use  in  informing  lay  persons  desiring 


to  know'  the  customary  fee  for  specific  medical  or 
surgical  services  and  would  also  provide  insurance 
carriers  and  governmental  agencies  with  some  medi- 
cally acceptable  standard  for  fees  in  any  given  area. 
This  compilation  can  be  used  also  in  determining 
customarj'  fees  in  all  cases  of  dispute  coming  to 
mediation  committees.  The  Council  approved  the 
committee’s  recommendation  that  county  societies 
be  urged  to  consider  the  establishment  of  such  a 
schedule. 

3.  The  overutilization  of  in-hospital  medical 
care  and  the  institution  of  proper  safeguards  b}'  the 
medical  profession  w'as  considered.  James  A. 
Caddy,  M.D.,  chairman  of  the  Nassau  County 
Medical  Society’s  Committee  on  Voluntary  Health 
Insurance,  and  representatives  of  the  Health  In- 
surance Council  discussed  in  detail  the  Nassau 
County  Society’s  plan  to  conserve  the  public’s 
health  dollar.  Dr.  Caddy  presented  in  detail  the 
historj'  and  origin  of  the  plan  and  pointed  out  that 
the  formation  of  utilization  committees  in  hospitals 
to  determine  length  of  stay  and  reason  for  admissions 
w'ould  help  to  control  the  overutilization  of  in- 
hospital  medical  care.  A brochure  outlining  this 
program  was  presented  to  the  Council  with  the 
recommendation  that  it  should  be  on  the  desk  of 
everj'  practicing  physician. 

The  Council  approved  the  committee’s  recom- 
mendation to  authorize  the  establishment  of  three 
pilot  studies  in  this  field — Nassau  County  as  a 
suburban  area,  Monroe  County  as  an  industrial 
area,  and  Wyoming  County  as  a rural  area — point- 
ing out  that  the  study  would  be  made  in  cooperation 
with  the  appropriate  Blue  Cross  Plan  and  the  aid 
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of  the  Health  Insurance  Council  without  cost  to 
the  State  Society. 

4.  Information  was  reviewed  from  the  County 
of  Monroe  that  they  had  done  considerable  work  on 
the  program  to  “Conserve  the  Public’s  Health  Dol- 
lar.” Paul  Entmacher,  M.D.,  of  the  Health  In- 
surance Council  reported  that  statistical  information 
will  be  developed  on  standard  uniform  reporting 
forms  as  of  January  1,  1961,  in  Nassau  County. 
It  is  recommended  that  these  standard  reporting 
forms  be  used  in  Monroe  and  Wyoming  Counties 
also,  and  your  committee  will  contact  the  county 
medical  societies  involved  for  their  cooperation  in 
setting  up  special  liaison  committees  and  a review 
committee. 

5.  The  committee  considered  the  matter  of  re- 
tirement investment  plans  for  physicians  of  the 
State  Society,  in  response  to  the  action  initiated  by 
the  House  of  Delegates  of  the  A.M.A.  in  June,  1960, 
as  reflected  in  a letter  received  by  the  secretary  of 
the  State  Society  from  the  Medical  Society  of  the 
County  of  Monroe,  and  in  reply  to  an  outline  re- 
ceived from  Jones  Plans,  Inc.  of  Kansas  City, 
Missouri.  The  A.M.A.  Board  of  Trustees  was 
authorized  to  develop  such  a program  and  to  recom- 
mend a specific  program  at  the  clinical  meeting  in 
Washington  in  December,  1960.  The  committee 
was  in  agreement  with  the  A.M.A.  policy  that  the 
development  of  a group  annuity  and  retirement 
program  for  its  members  is  a part  of  the  proper  role 
of  the  medical  society  and  that  such  a plan  be  na- 
tional in  scope  and  should  be  developed  by  the 
A.M.A.  and  approved  by  it.  The  need  for  a fi.xed 
annuity  plan  for  security  combined  with  an  available 
annuity  contract  or  a mutual  fund  was  endorsed  by 
your  committee,  and  it  was  recommended  to  the 
Council  that  these  features  be  further  explored  by 
the  State  Society  without  definite  action  until  rec- 
ommendations were  received  from  the  A.M.A. 
in  December,  1960.  It  is  the  understanding  of  your 
chairman  that  the  recommendations  were  not  pre- 
sented at  the  A.M.A.  meeting  in  December. 

6.  The  matter  of  nonparticipating  doctors  under 
the  State  Civil  Service  basic  Blue  Shield  contract 
charging  in  excess  of  the  schedule  of  allowances  was 
discussed.  It  was  pointed  out  that  the  nonpartici- 
pating physician  can  charge  whatever  he  chooses 
and  the  excess  of  Blue  Shield  allowances  would  be 
borne  by  the  major  medical  policy  carrier.  Your 
committee  referred  this  iiaatter  to  the  Temporary 
Health  Insurance  Board  but  no  action  was  taken  1)V 
that  Board  as  they  had  been  discharged  from  their 
duties  July  1,  1960.  The  committee  submitted  a 
comprehensive  program  to  the  Council  which  could 
be  adopted  by  each  county  medical  society  to  take 
care  of  the  Civil  Service  problem  and  many  others 
involving  overcharging  of  fees.  The  following  is  the 
proposed  plan; 


The  overcharging  of  patients  with  major  medical 
coverage  threatens  either  to  destroy  that  principle  of 
insurance,  or  to  result  eventually  in  legislation  that 
could  interfere  with  the  medical  profession’s  right  to 
negotiate  and  determine  its  own  fee  schedules. 
Adequate  proof  of  the  need  for  organized  medicine 
to  meet  and  resolve  this  problem  has  been  given  by 
the  complaints  of  the  commercial  insurance  carriers, 
and  by  abuses  cited  by  the  New  York  State  Tem- 
porary Health  Insurance  Board. 

The  matter  of  fees  in  general  will  sooner  or  later 
have  to  be  dealt  with  at  the  county  medical  society 
level.  Accordingly,  the  Council  at  its  April,  1960, 
meeting  urged  county  medical  societies  to  adopt  a 
fair  fee  schedule.  Aided  by  the  adoption  of  this 
type  of  standard,  boards  of  censors  and  mediation 
have  the  means  for  correction  of  the  problems  of 
overcharging. 

The  request  from  Broome  County  also  brings  up 
for  discussion  the  mechanisms  available  to  county 
medical  societies  for  enforcement  of  principles  and 
practices  agreed  upon  by  the  individual  county 
societies,  in  particular,  and  by  organized  medicine 
in  general.  That  such  a procedure  be  part  of  the 
bylaws  of  county  societies  is  deemed  necessary,  so 
that  the  public  may  be  convinced  that  medicine 
does  more  than  pay  lip  service  to  its  principles. 

A suitable  outline  of  such  a mechanism  which 
may  be  adopted  by  county  societies  in  its  entirety, 
or  modified  to  suit  regions  and  needs  is  hereby  ap- 
pended. 

Board  op  Censors  and  Mediation 

I.  There  shall  be  a Board  of  Censors  and 
Mediation  consisting  of  a chairman  and  six  other 
members. 

The  chairman  shall  be  elected  at  an  annual 
meeting  of  the  Medical  Society  to  serve  for  a 
period  of  two  years  and  shall  take  office  imme- 
diately following  this  meeting.  To  be  eligible  for 
election  to  this  office,  a candidate  must  have 
served  three  years  as  a member  of  the  governing 
board  of  the  Medical  Society  and  one  year  as  a 
member  of  the  Board  of  Censors  and  Mediation. 

Three  members  of  the  Board  of  Censors  and 
Mediation  shall  be  elected  each  year  to  serve  for  a 
period  of  two  years. 

Nominations  for  Members  of  the  Board  of  Censors 
and  Mediation. — Nominations  shall  be  proposed 
by  the  Nominating  Committee  that  prepares  the 
slate  of  elective  officers  of  the  Medical  Society 
and  these  names  shall  be  presented  at  the  meeting 
preceding  the  Annual  Meeting  of  the  Society, 
after  approval  by  the  chairman  of  the  Board  of 
Censors  and  Mediation  and  the  governing  board 
and  shall  then  be  voted  on  at  the  Annual  Meeting 
of  the  Medical  Society. 

Not  more  than  four  members  of  the  Board  of 
Censors  and  Mediation  may  be  members  of  the 
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governing  board  of  the  Medical  Society. 

II.  The  Board  of  Censors  and  Mediation  shall 
take  cognizance  of  complaints  from  any  source 
concerning  a member  of  the  Society.  Such 
complaints  may  be  received  verbally  or  in  writing 
but  must  be  submitted  to  the  chairman  of  this 
Board  as  a written  presentation. 

Meetings  of  the  Board  of  Censors  and  Media- 
tion shall  be  called  at  the  discretion  of  the  chair- 
man to  evaluate  complaints,  examine  all  pertinent 
information,  and  interview  any  witnesses  in  con- 
nection with  the  complaint.  The  chairman  shall 
request  the  defendant  and/or  the  complainant 
to  be  present  at  hearings  when  deemed  necessary 
for  the  clarification  of  issues  to  be  adjudicated. 
Such  request  to  appear  before  the  Board  of  Cen- 
sors and  Mediation  shall  be  recognized  as  man- 
datory by  all  members  of  the  Society. 

All  information  presented  to  the  Board  of 
Censors  and  Mediation  and  the  details  of  pro- 
ceedings of  this  Board  shall  be  held  in  confidence 
by  its  members.  E.xcept  for  written  statements 
received  from  the  complainant,  records  of  the 
proceedings  of  this  Board  shall  be  kept  only  at  the 
discretion  of  the  Board.  It  shall  be  understood, 
however,  that  the  chairman  or  an  appointed  repre- 
sentative of  the  Board  may  in  any  case  seek  legal 
counsel  or  request  a review  by  the  governing 
board  of  the  Medical  Society. 

A quorum  of  the  Board  of  Censors  and  Media- 
tion shall  consist  of  four  members  and  its  decisions 
shall  represent  a majority  opinion  in  all  cases. 

III.  Powers  of  enforcement  of  decisions  of  the 
Board  of  Censors  and  Mediation  shall  be; 

1.  Reasoning  and  moral  'persuasion. — The 
great  majority  of  physicians  respect  the  opinion  of 
a recognized  group  of  their  colleagues  and  are 
willing  to  accept  their  decision  and  cooperate 
with  them  in  carrying  out  recommendations  and 
mandates. 

2.  Testimon'y  in  court. — When  legal  action  is 
involved  in  a situation  wherein  a physician  refuses 
to  accept  the  decision  of  the  Board  of  Censors  and 
Mediation,  a representative  may  be  appointed  by 
the  Board  to  testify  as  a spokesman  for  the  Medi- 
cal Society.  Such  cases  shall  be  subject  to  review 
by  the  governing  board  of  the  Society. 

3.  Referral  to  the  Medical  Grievance  Com- 
mittee of  the  New  York  State  Education  Department 
through  the  Director  of  the  Division  of  Professional 
Conduct. — Such  action  shall  be  reported  to  the 
governing  board  of  the  Society  and  any  defendant 
member  against  whom  this  action  is  to  be  insti- 
tuted by  the  Board  of  Censors  and  Mediation 
shall  have  the  right  to  appeal  to  the  governing 
board  of  the  Medical  Society. 

The  Medical  Grievance  Committee  of  the  New 
York  State  Education  Department  has  the  power 


to  recommend  suspension  or  revocation  of  medical 
licensure  to  the  Board  of  Regents  of  the  University 
of  the  State  of  New  York. 

It  is  suggested  that  the  above  outline  be  adopted 
in  principle  by  the  Council  and  forwarded  to  the 
county  medical  societies  for  their  information  and/or 
adoption  if  they  so  desire. 

It  is  recommended  by  your  committee  that  in 
transmitting  this  information  to  countj'  societies, 
emphasis  be  placed  on  Section  III,  first  paragraph. 

Your  chairman  further  stated  that  the  question  of 
combining  the  Board  of  Censors  and  the  Mediation 
Committee  is  a debatable  point,  but  the  substance 
of  the  suggestion  is  that  the  principle  of  mediation 
and  censorship  be  adopted.  And  again  the  matter 
of  a usual  or  customary  fee  in  a given  area  would 
prove  helpful. 

7.  Resolution  60-29,  introduced  by  the  Nassau 
County  Medical  Society,  in  regard  to  “General 
Health  Information  Service,  Inc.,”  1021  Park 
Avenue,  New  York  28,  New  York,  known  as  “Blue 
Torch,”  was  considered.  Representatives  of  this 
information  service  appeared  before  the  committee 
and  explained  that  “Blue  Torch”  was  a nonproht 
organization  engaged  in  providing  comprehensive 
information,  guidance,  and  counselling  service  in  all 
medical,  health,  and  welfare  problems,  and  that  this 
program  was  chartered  in  January,  1956.  The 
committee  felt  that  the  use  of  “Blue  Torch”  might 
be  an  infringement  on  the  Blue  Shield  emblem,  and 
the  matter  was  referred  to  the  legal  counsel  of 
National  Blue  Shield  Plans.  Your  committee 
understands  that  General  Health  Information 
Service,  Inc.  has  agreed  that  they  will  withdraw  the 
use  of  this  emblem  or  symbol. 

8.  On  September  24,  1960,  your  chairman  met 
with  representatives  of  Associated  Blue  Shield 
Plans,  counsel  of  the  State  Society,  and  counsel  for 
the  Association  to  consider  Resolution  60-25  dealing 
with  the  problem  of  the  scope  of  the  practice  of 
podiatry  as  it  applies  in  Section  7001  of  the  Educa- 
tion Law  of  the  State  of  New  York.  This  meeting 
was  quite  timely,  because  many  of  the  Blue  Shield 
Plans  in  the  State  have  requests  from  podiatrists  to 
pay  for  operations  performed  by  them. 

Particular  reference  was  made  regarding  the  paj'- 
ment  of  the  so-called  “Keller  procedure.”  This 
information  was  presented  to  the  Council  of  the 
State  Society  at  its  October  27,  1960,  meeting,  and 
it  was  recommended  that  the  President  of  the  State 
Society  write  a letter  to  each  of  the  professors  of 
orthopedics  in  the  medical  schools  in  New  York 
State,  to  ask  his  opinion  as  to  whether  he  thought 
the  operation  was  a minor  or  major  procedure  and 
exceeded  the  training  of  podiatrists.  On  November 
22,  1960,  a letter  was  addressed  to  each  medical 
school,  and  eight  replies  have  been  received  stating 
the  opinion  that  this  particular  procedure  exceeded 
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the  training  of  podiatrists. 

The  Council  recommended  that  the  Attorney 
General  be  requested  to  rescind  his  prior  opinion 
regarding  the  practice  of  podiatry  under  Section 
7001,  particularly  as  it  applies  to  the  “Keller  pro- 
cedure.” 

9.  The  committee  considered  a request  from  the 
Public  Medical  Care  Subcommittee  regarding  the 
dilemma  of  doctors  who  are  covered  by  group  sick- 
ness and  accident  insurance,  who  move  from  the 
county  where  the  program  is  in  effect  to  another 
county  where  there  is  no  program  or  a different 
insurance  carrier.  In  order  that  the  insured  may 
not  lose  his  group  coverage,  even  if  at  that  time  he  is 
uninsurable,  it  was  suggested  by  your  committee 
that  the  insurance  carriers  be  contacted  to  provide 
that  benefits  be  continued  in  the  plan  where  origi- 
nally insured,  or  that  the  insured  have  the  privilege 
of  transferring  his  coverage  if  he  so  elects. 

10.  Your  committee  reports  that  the  relative 
value  study  covering  surgical  procedures,  anesthesi- 
ology, x-ray,  pathology,  and  in-hospital  medical 
care  is  completed  for  presentation  to  county  medical 
societies  for  review  and  recommended  units. 

11.  Due  to  several  inquiries,  your  conunittee 
investigated  a program  known  as  the  “Family 
Medical  Plan,”  125  Park  Avenue,  New  York  City, 
and  the  following  describes  the  plan;  It  is  a non- 
profit plan  licensed  under  Article  IX-C,  Section  250, 
of  the  Insurance  Law,  and  assigned  to  18  counties. 
Approximately  700  doctors  have  indicated  their 
willingness  to  participate  in  the  plan  and  are  re- 
sponsible for  its  undem’riting.  The  program  is  full 
service  to  subscribers  with  annual  incomes  of  $4,500 
or  less,  and  a plan  for  subscribers  with  annual  in- 
comes of  $6,500  or  less.  Participating  doctors  are 


classed  in  two  categories:  specialists  and  general 
practitioners.  The  program  provides  for  in-hospital 
medical  and  surgical  care  and  house  and  office  calls. 
Surgical  and/or  medical  services  in  the  hospital  are 
on  a fee-for-service  basis  according  to  a schedule  of 
allowances  and  the  general  practitioner  referred  to 
as  the  “family  doctor”  is  paid  on  a per  capitation 
basis  where  he  receives  a monthly  fee  of  $2.00  for 
every  family  assigned  to  him  and  $1.50  for  every 
individual  assigned  to  him.  If  the  doctor  of  the 
subscriber’s  choice  is  nonparticipating,  no  allowance 
is  made  on  behalf  of  the  subscriber,  and  where  the 
doctor  of  the  subscriber’s  choice  does  not  wish  to 
participate,  the  program  is  willing  to  furnish  a list  of 
doctors  who  are  participating  so  that  he  may  receive 
benefits  under  the  program. 

12.  A letter  addressed  to  Lee  Tompkins,  M.D., 
president  of  the  Third  District  Branch,  from  Mr. 
W.  T.  Roland,  Jr.,  concerning  the  endorsement  of  a 
life  insurance  program  submitted  to  certain  county 
medical  societies  in  the  Third  District,  was  con- 
sidered. The  committee  recommended  and  so 
advised  Dr.  Tompkins  that  he  not  endorse  the  re- 
quest of  Mr.  Roland.  It  was  pointed  out  that  the 
Insurance  Department  requires  a definite  per- 
centage of  participating  phj'sicians  in  each  county 
medical  society  to  file  applications  in  order  to  qualify 
for  the  issuing  of  a group  life  insurance  policy. 

The  members  of  the  Council  Committee  on  Eco- 
nomics wish  to  recognize  the  conscientious  and  effi- 
cient assistance  provided  by  Mr.  George  P.  Farrell 
and  the  members  of  his  staff. 

Respectfully  submitted. 

Waring  Willis,  M.D.,  Chairman 
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Bureau  of  Medical  Care  Iii.suratice 

The  Bureau  of  Medical  Care  Insurance,  IVIr. 
George  P.  Farrell,  director  and  administrative  officer 
of  Medicare,  reports  through  your  Economics  Com- 
mittee to  the  Council.  The  Bureau  operates  under 
the  direction  of  the  Economics  Committee  and  the 
Medical  Care  Insurance  Committee. 

In  addition  to  his  duties  as  director  of  t he  Bureau 
of  Medical  Care  Insurance  and  administrative 
officer  of  the  Medicare  program,  Mr.  Farrell  ar- 
ranged four  regional  conferences  on  medical  services 
at  the  request  of  and  in  cooperation  with  George  J. 
Lawrence,  Jr.,  M.D.,  chairman  of  the  Special  Com- 
mittee on  Resolution  58-49 — “Medical  Care,  the 
Job  of  the  Medical  Profession,”  sponsoring  the  con- 
ferences. These  conferences  were  held  January  15 
and  16,  1960;  March  11  and  12,  1960;  September 
14,  1960,  jointly  with  the  meeting  of  the  Third  and 
Fourth  District  Branches,  at  Schroon  Lake,  New 
York;  and  November  3,  1960,  at  the  Manger  Van- 
derbilt Hotel,  New  York  City.  The  first  two  con- 
ferences were  held  in  Buffalo  and  Syracuse  re- 
spectively. 

Mr.  Farrell’s  other  activities  were  as  follows: 

February  1 to  3,  1960 — Professional  Relations 
Conference  at  the  Drake  Hotel,  Chicago. 

February  18  and  19, 1960 — Joint  Legislative  Com- 
mittee hearings  in  Albany,  New  York. 

March  3,  1960 — Meeting  of  representatives  of 
Northeastern  New  York  Medical  Service,  Albany, 
and  a group  of  radiologists,  concerning  the  out- 
patient program  of  benefits  for  ancillary  services  by 
Blue  Cross  of  Albany. 

May  13  and  14,  1960 — Meeting  in  Chicago  on 
Prepaid  Health  Insurance,  on  the  invitation  of  the 
Council  on  Medical  Services  of  the  A.M.A. 

May  26,  1960 — Meeting  of  the  Empire  State 
Health  Council  in  New  York  City,  called  by  Senator 
George  R.  Metcalf. 

June  13  to  17,  1960 — A.M.A.  House  of  Delegates 
at  Miami  Beach,  Florida. 

July  11,  I960' — Meeting  of  the  Joint  Legislative 
Committee  on  Health  Insurance  Plans,  Senator 
George  R.  Metcalf,  chairman,  regarding  a contro- 
versy between  Richmond  Count}'  Medical  Society 
and  the  Health  Insurance  Plan  of  Greater  New 
York. 

August  1,  1960 — Meeting  of  the  A.M.A.’s  Com- 
mittee on  Medical  Care  for  Industrial  Workers  at 
the  Barclay  Hotel  in  New  York  City.  This  was 
the  first  of  a series  of  regional  conferences  in  the 
State  and  the  final  effort  was  a revision  of  the 
A.M.A.’s  document  “Guides  to  Physicians’  Re- 
lationships with  Medical  Care  Plans.” 

September  23  and  24,  I960 — Conference,  Medical 
Society  of  the  State  of  New  York,  with  county  medi- 
cal societies. 


Sc^ptembcr  24,  1960  -Meeting  called  by  Asso- 
ciated Blue  Shield  Plans  of  New  York  State  regard- 
ing Resolution  60-25  pertaining  to  the  problems  in 
the  area  of  podiatry  as  they  affect  Blue  Shield  pay- 
ments. 

September  25,  1960  -Meeting  of  Associated  Blue 
Shield  Plans  of  New  York  State  at  the  Manger 
Vanderbilt  Hotel,  New  York  City. 

October  10  and  11,  1960 — Annual  Conference  of 
National  Blue  Shield  Plans  in  Chicago. 

January  5,  1961 — Meeting  of  New  York  State 
Joint  Legislative  Committee  on  Health  Insurance 
Plans  called  by  Senator  George  R.  Metcalf,  chair- 
man. The  purpose  of  the  meeting  was  to  explore 
means  for  implementation  of  the  Trussell  Report 
regarding  Blue  Cross.  There  were  representatives 
from  the  New  York  State  and  New  York  City  hospi- 
tal associations,  industry,  commercial  insurance 
companies,  labor,  and  the  Medical  Society  of  the 
State  of  New  York. 

Participating  in  the  meeting  were  Hon.  Thomas 
Thacher,  Superintendent  of  Insurance;  Hon. 
Raymond  W.  Houston,  Commissioner  of  Welfare; 
and  Herman  E.  Hilleboe,  M.D.,  Commissioner  of 
Health  of  New  York  State. 

January  13,  1960 — Meeting  with  representatives 
of  the  Western  New  York  Medical  Plan  and  repre- 
sentatives of  the  Podiatry  Society  of  New  York 
State  relative  to  payments  by  the  Western  New 
York  Medical  Plan  to  podiatrists,  particularly  re- 
garding the  “Keller  procedure.”  The  meeting  was 
held  in  the  office  of  Hon.  Thomas  Thacher,  Super- 
intendent of  Insurance  of  New  York  State. 

February  19,  1960 — Meeting  of  Associated  Blue 
Shield  Plans  of  New  York  State  in  Buffalo. 

Mr.  Farrell  has  also  attended  meetings  of  the 
Medical  Care  Insurance  Committee,  the  Economics 
Committee,  the  Special  Committee  on  Resolution 
58-49,  the  district  branches,  and  the  Council. 

The  Bureau  has  compiled  the  Fourteenth  Annual 
Progress  Report  for  1960  on  the  New  York  State 
Blue  Shield  Plans,  showing  detailed  analysis  of  each 
plan  in  regard  to  membership,  incurred  and  paid 
claims,  claim  incidence,  operating  expenses,  premium 
income,  and  surplus,  for  the  information  of  the 
House  of  Delegates  and  members  of  the  Society. 
This  report  will  be  available  for  distribution  at  the 
Bureau’s  exhibit  booth. 

Quarterly  progress  reports  on  the  plans  have  been 
prepared  and  mailed  to  county  medical  society 
secretaries  and  operating  offices  and  to  a selected 
list  of  interested  groups. 

Table  I is  a statement  showing  membership  and 
increases  as  of  December  31,  1960,  in  Blue  Shield 
and  Blue  Cross  Plans  in  New  York  State. 

Progre.ss  of  the  Blue  Shield  Plans  in  New  York 
State  shows  that  as  of  December  31,  1960,  total 
membership  (subscribers  and  dependents)  was 
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TABLE  1. — Membkrshh*  in  Bmik  Shield  Plans  in  New  York  State 


Location 

, 

Medical 

Hospital 

Medical 

Hospital 

New  York 

5,105,225 

7,261,352 

-29,257 

39,390 

Buffalo 

690,9.36 

764,747 

23,561 

12,193 

Rochi^ster 

529,060 

.569,222 

57,227 

49,8(50 

Syracuse 

269,353 

414,739 

8,689 

-11, 725 

Utica 

232,144 

224,431 

2,983 

-3,39(5 

.\lbany 

298,029 

352,093 

5,567 

— (5 , 363 

Jamestown 

30,041 

53,719 

-164 

-2,001 

Watertown* 

31,141 

682 

Totals 

7,154,788 

9,671,444 

68 , 606 

78,(540 

* Utica  Plan  serves  Watertown  area  for  Blue  Shield  members. 


7, 154,788,  an  increase  of  68,(506  for  the  year. 

Blue  Shield  Plans  in  the  State  had  an  earned 
premium  income  during  1960  of  .$99,342,769,  as 
compared  to  .$94,744,940  in  1959,  an  increase  of 
.$4,597,829. 


Incurred  claim  expense  during  1960  amounted  to 
$91,537,984,  as  compared  to  $83,863,913  in  1959,  an 
increase  of  $7,674,071.  Incurred  claim  expense  was 
92.14  per  cent  of  earned  premium  in  1960,  as  com- 
pared to  88.52  per  cent  in  1959. 


Medicare 

Since  the  restoration  of  practically  all  the  benefits 
originally  included  in  the  Medicare  program,  the 
administration  of  the  program  has  progressed  and 
claims  have  now  accelerated  to  approximately  1,000 
per  month  processed  and  paid.  As  of  December 
31, 1960, 1 1,200  claims  have  been  paid  in  the  amount 
of  $851,423.74  to  8,338  physicians.  The  annual 
statistical  report  on  the  Medicare  program  will  be 
available  for  distribution  at  the  House  meeting. 
The  Ph3'sicians’  Review  Committee,  composed  of 
members  of  the  Economics  Committee  of  the  State 
Society,  have  met  as  required  for  the  adjudication 
and  disposition  of  disputed  claims. 

Your  chairman  had  the  pleasure  of  meeting  with 
General  Floyd  L.  Wergeland,  executive  director  of 
the  Office  for  Dependents’  Medical  Care  in  Washing- 
ton, on  March  31,  1960,  in  the  Society  office. 
General  Wergeland’s  call  at  our  offices  was  for  the 
purpose  of  reviewing  the  basic  policies  and  activities 
of  the  program  and  the  reports  he  has  received  since 
the  last  audit  by  the  U.S.  General  Accounting 
Office.  General  Wergeland’s  expression  of  satis- 
faction with  our  operation  of  the  program  was  most 
gratifying. 

A letter  received  from  the  U.S.  General  Account- 
ing Office  through  Lt.  Colonel  Walker  W.  Evans, 
contracting  officer  of  Medicare,  was  reviewed. 
This  communication  requested  a statement  by  the 
State  Society  of  its  position  on  and  its  proposal  of  a 
method  designed  to  accomplish  the  objectives  of 


paragraph(f).  Article  3,  Administrative  Services  of 
Medicare,  which  reads:  “It  is  expected  the  phj’si- 
cians  will  bill  the  Government  their  normal  charges 
for  persons  with  incomes  of  $4,500  when  such  charge 
is  less  than  the  stated  maximum  of  allowance.” 

It  was  pointed  out  that  the  State  Society  has 
complied  with  this  Article  to  the  extent  of  publishing 
the  article  in  the  Newsletters  of  October  1,  1958,  and 
January  1,  1960,  and  supplying  a schedule  of  maxi- 
mum fees  to  county  society  headquarters  and  the 
secretaries  of  county  medical  societies  where  an 
operating  office  is  not  maintained. 

It  was  further  pointed  out  that  to  ascertain  the 
usual  or  normal  fee  for  each  physician  in  the  State 
and  to  apply  that  knowledge  in  adjudicating  claims 
would  cost  the  government  many  times  the  amount 
it  would  be  intended  to  save.  The  Council  ap- 
proved the  committee’s  recommendation  that  cor- 
respondence be  opened  with  Colonel  Evans  to  further 
expound  this  reasoning.  Meanwhile,  in  a further 
endeavor  to  comply  with  the  Article  in  question,  an 
additional  announcement  was  incorporated  in  the 
January-Februarj',  1961,  Newsletter.  This  problem 
is  still  under  advisement. 

Your  committee  has  kept  the  doctors  in  the  State 
advised  of  changes  in  the  Medicare  program  through 
the  State  Society’s  Newsletter  and  by  direct  cor- 
respondence where  indicated. 

Commendation  is  in  order  in  this  report  for  the 
efficient  operation  of  the  program  by  Mr.  George  P. 
Farrell,  its  administrative  officer,  and  the  members 
of  his  staff 
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Medical  Care  Insurance 


To  the  House  of  Delegates,  Gentlemen: 

The  Medical  Care  Insurance  Committee  is  com- 
posed of  the  following: 

Melvin  S.  Martin,  M.D.,  Chairman Wyoming 

Kennedy  Creevey,  M.D Rensselaer 

Arthur  F.  Gaffney,  M.D Oneida 

Alfred  P.  Ingegno,  M.D Kings 

C.  Otto  Lindbeck,  M.D Chautauqua 

Dwight  V.  Needham,  M.D Onondaga 

Roland  E.  Stevens,  M.D Monroe 

George  P.  Farrell,  Adviser New  York 

The  committee  has  held  two  meetings — the  first 
jointly  with  the  Medical  Policy  Committee  of 

Associated  Blue  Shield  Plans  of  New  York  State,  on 
October  22,  I960;  the  second  on  February  18,  1961. 
We  met  jointly  with  the  Medical  Policy  Committee 
because  of  the  fact  we  have  similar  if  not  identical 
problems  to  deal  with  and  because  the  make-up  of 
the  two  committees  is  very  similar. 

The  joint  meeting  considered  resolution  60-34, 
introduced  by  the  Medical  Society  of  the  County  of 
Orange,  dealing  with  the  inequity  of  participating 
physicians  adhering  to  the  service  feature  of  the 
basic  Blue  Shield  contract  under  the  State  Civil 
Service  Program,  whereas  nonparticipating  physi- 
cians may  charge  whatever  they  wish  to  under  in- 
come subscribers  and  the  excess  over  and  above  the 
basic  Blue  Shield  contract  is  paid  by  the  major 
medical  contract  under  the  Civil  Service  Employe’s 
program,  issued  by  the  Metropolitan  Life  Insurance 
Company.  In  the  course  of  the  discussion  it  was 
pointed  out  that  informal  talks  were  proceeding  with 
representatives  of  the  State  Civil  Service  Com- 
mission and  Metropolitan  Life  on  the  need  to  modify 
the  major  medical  portion  of  the  contract.  A 
motion  was  passed  asking  the  State  Society  to  cor- 
rect the  inequities  mentioned  in  resolution  60-34. 
It  was  also  asked  that  the  Society’s  efforts  be  co- 
ordinated with  those  of  the  Associated  Blue  Shield 
Plans  of  New  York  State  “with  the  intent  to  induce 
the  major  medical  carrier  to  alter  its  contract  so 
that  nonparticipating  physicians  would  not  be  re- 
imbursed over  the  service  fee  for  basic  coverage.” 
It  was  pointed  out  that  while  there  might  be  some 
suspicion  that  the  major  medical  carrier  might  wish 
to  use  this  advantage  to  weaken  its  competitor  Blue 
Shield,  on  the  other  hand  it  is  felt  that  it  is  in  the 
interest  of  all  commercial  carriers  of  health  in- 
surance to  maintain  a strong  Blue  Shield,  else  the 
whole  voluntary  structure  would  be  in  danger  of 
collapse  in  the  face  of  threatened  government  inter- 
vention. 

Resolution  60-49,  introduced  by  Suffolk  County, 
concerned  multiple  insurance  and  service  benefits. 
It  recommended  that  participating  physicians  be 


released  from  their  service  benefit  obligation  in  the 
event  of  mvdtiple  insurance.  It  also  recommended 
that  the  patient  with  multiple  insurance  be  charged 
the  physician’s  regular  fee.  It  was  pointed  out  that 
duplicate  or  multiple  coverage  exists  only  in  respect 
to  basic  coverage.  Therefore  it  was  agreed  that 
the  term  “multiple  insurance”  be  limited  to  the 
basic  coverage. 

Your  committee  felt  that  no  action  was  required 
on  resolution  60-49  since  some  Blue  Shield  Plans  in 
the  State  have  modified  the  service  benefits  provi- 
sion with  their  contracts  in  regard  to  multiple 
coverage  or  are  considering  doing  so.  It  was  also 
felt  that  the  State  Insurance  Department  which  was 
unable  to  be  represented  at  this  meeting  might  have 
information  which  would  be  helpful  in  this  problem. 
It  was  felt  that  action  should  be  deferred  until  the 
next  meeting  to  be  held  in  February,  1961. 

There  was  also  a discussion  of  the  term  used  so 
often  “the  physician’s  usual  fee.”  A booklet  was 
shown  with  the  title  “Compilation  of  Usual  or 
Customary  Fees  Charged  for  Medical  and  Surgical 
Services”  in  the  County  of  Erie,  State  of  New  York. 
This  booklet  is  published  by  the  Erie  County  Medi- 
cal Society.  This  is  a very  realistic  fee  schedule  and 
adoption  of  a similar  schedule  is  recommended  to 
other  counties.  It  was  noted  also  that  there  is 
considerable  danger  to  the  voluntary  health  system 
if  doctors  charge  over  the  customary  fees  in  cases 
with  multiple  coverage  just  because  there  is  multiple 
coverage.  Publication  of  cases  where  this  happens 
can  be  very  damaging  to  our  case  for  a free  voluntary 
system. 

Previously  a meeting  of  the  Associated  Blue 
Shield  Plans  of  New  York  State  was  held  in  New 
York  City  with  legal  counsel  to  discuss  what  steps 
could  be  taken  to  clarify  the  situation  regarding 
reimbursement  of  podiatrists.  It  is  generally  felt 
that  podiatrists  have  been  going  beyond  the  scope 
of  their  practice  as  defined  by  law,  and  billing  Blue 
Shield  for  the  work.  The  report  of  this  meeting 
and  the  steps  to  be  taken  have  been  or  will  be  made 
known  to  the  State  Medical  Society  elsewhere  and 
will  not  be  repeated  here.  It  should  be  stated  here 
that  this  committee  is  in  agreement  and  in  sympathy 
with  Associated  Blue  Shield  Plans  and  endorses 
their  efforts  in  this  regard. 

A meeting  was  called  for  February  18,  1961,  in 
Buffalo  in  conjunction  with  the  meeting  of  the 
Associated  Blue  Shield  Plans  of  New  York  State. 
Because  of  a combination  of  factors,  very  bad 
weather  and  an  airline  strike,  less  than  a quorum  was 
present.  Members  and  guests  who  were  present 
discussed  topics  of  timely  interest.  Your  chairman 
can  report  only  the  general  opinion  of  those  present 
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and  will  not  say  these  are  official  or  even  the  opinions 
of  the  committee  as  a whole. 

A resolution  adopted  by  the  New  York  Academy 
of  General  Practice  was  referred  to  us.  The  “re- 
solved” which  concerns  us  is  the  following;  “That 
the  New  York  State  Academy  of  General  Practice 
reiterate  its  stand  that  all  insurance  plans  be  re- 
quired to  pay  equal  fees  for  equal  services  to  all 
physicians  duly  licensed  and  qualified  without  dis- 
crimination.” A lengthy  discussion  was  held  over 
this  and  without  a quorum  of  course  no  action  could 
be  taken.  In  general  those  present  were  in  con- 
siderable agreement  with  the  resolution.  It  will 
be  on  the  agenda  for  the  next  meeting.  It  was  felt 
that  perhaps  there  was  more  information  available 
concerning  the  steps  which  led  to  the  resolution  and 
specific  conditions  it  is  designed  to  correct.  An 
effort  wiU  be  made  to  obtain  more  of  this  informa- 
tion before  the  next  meeting.  Max  Cheplove, 
M.D.,  represented  the  New  York  Chapter,  American 
Academy  of  General  Practice,  at  this  meeting. 

We  considered  the  areas  of  alleged  abuses  of 
voluntary  health  plans.  In  all  fairness  it  must  be 
said  that  the  following  statements  on  this  subject 
are  the  opinion  of  your  chairman,  since  in  the  absence 
of  a quorum  no  vote  could  be  taken.  It  was  felt 
that  the  members  present  were  in  general  agreement 
but  such  cannot  be  pledged  in  the  absence  of  a vote 
on  specific  items.  It  is  felt,  however,  that  the  mat- 
ter is  an  urgent  one  and  should  not  wait  longer  than 
necessary. 

Regarding  the  subject  of  abuses  and  voluntary 
medical  and  hospital  insurance  plans,  it  is  well 
known  to  all  of  us  that  allegations  of  abuse  by  pa- 
tients, by  hospitals,  and  by  doctors  are  very  common 
in  the  press,  on  radio  and  television,  and  in  day-to- 
day  conversations.  If  it  is  true  that  there  are 
abuses  which  contribute  to  the  total  cost  of  medical 
care,  then  we  are  in  a weak  position  to  go  to  the 
public  and  ask  support  for  something  which  we 
know  contains  great  imperfections  and  which  we 
have  not  done  our  very  best  to  correct.  If  it  is  true 
that  abuses  are  present  and  we  do  not  immediately 
take  steps  to  seek  them  out  and  correct  them,  then 
there  is  a good  chance  we  are  doomed  to  failure  in 
one  of  the  finest  endeavors  ever  attempted  by  Ameri- 
can medicine. 

In  any  case  we  must  realize  that  the  Blue  Plans 
and  indeed  all  voluntary  health  insurance  plans  are 
in  serious  trouble.  Premiums  are  going  up,  hospital 
costs  are  increasing,  and  more  and  more  people  are 
asking  themselves  whether  or  not  they  can  afford 
the  Blue  Plans.  We  know  there  is  serious  threat  of 
government  intervention  in  this  field.  The  adop- 
tion of  President  Kennedy’s  plan  for  medical  care  for 
the  aged  would  indeed  be  the  entering  wedge  for 
full-scale  state  medicine. 

What  are  the  abuses  as  charged?  I can  enumer- 


ate a few  of  them  and  certainly  this  is  not  a com- 
plete list.  I do  not  imply  that  the  charges  are 
justified  or  that  they  are  not  justified.  I merely 
suggest  them  for  your  (nnsideration. 

1.  It  is  alleged  that  in  some  areas  of  the  State, 
doctors  admit  patients  to  hospitals  for  treatment  of 
minor  medical  illnesses  (bronchitis,  tonsillitis,  and 
so  forth)  so  that  the  doctor  might  bill  Blue  Shield 
for  the  in-hospital  care. 

2.  It  is  alleged  that  patients  insist  they  be 
hospitalized  when  their  condition  medically  does  not 
warrant  it.  The  doctor  in  this  case  is  under  con- 
siderable pressure,  and  conscientious  as  he  may  be,  is 
apt  to  be  the  tool  to  help  increase  the  total  cost  of 
medical  care. 

3.  Along  the  same  lines  it  has  been  alleged  that 
parents  are  sometimes  inclined  to  pressure  the 
doctor  to  admit  a child  with  a minor  illness  to  a 
hospital  for  a week-end  or  for  several  days.  This 
means  the  parents  will  get  rid  of  the  child  for  a few 
days  because  they  have  insurance  to  cover  it. 

4.  It  is  alleged  that  people  are  admitted  to  the 
hospital  for  diagnostic  x-ray  studies  which  are  not 
covered  as  outpatients.  In  this  situation  the  total 
cost  of  this  medical  service  skyrockets  whether  it 
be  the  Blue  Plans  or  commercial. 

5.  One  of  our  prominent  colleagues  has  told  us 
many  times  of  the  situation  where  the  ambulatory 
patient  comes  to  the  office  with  a minor  surgery  job 
(suturing  of  a laceration).  It  can  be  done  in  the 
office  or  it  can  be  done  in  the  hospital.  It  is  border- 
line. The  patient  wants  it  done  in  the  hospital  for 
then  it  will  be  “covered.”  The  doctor  knows  that 
while  the  insurance  will  pay  a reasonable  fee  for  the 
operating  room  in  the  hospital  it  will  not  pay  him 
anything  for  materials  and  service  in  his  office. 
The  decision,  naturally,  is  heavily  weighted  for  ad- 
mission of  the  patient  to  a hospital.  In  this  case 
our  colleague  tells  us  that  the  total  medical  cost  for 
this  patient  will  be  three  to  five  times  what  it  would 
be  if  the  job  were  done  in  the  doctor’s  office. 

Not  only  cost  for  medical  fees  but  also  hospital 
charges  are  of  great  concern  to  us.  The  public  is 
interested  not  only  in  our  fees  but  in  the  total  cost 
of  the  medical  care.  Anything  we  can  do  to  reduce 
the  total  cost  of  medical  care  is  in  our  favor  in  our 
battle  for  survival  of  the  voluntary  system.  Keep- 
ing people  out  of  hospitals  when  they  do  not  re- 
quire hospitalization  is  one  of  the  best  means  of 
holding  down  this  total  cost  of  medical  care. 

President  Kennedy  has  proposed  a plan  for  paying 
the  medical  cost  for  the  aged.  Most  of  us,  I am 
sure,  oppose  it,  as  I do,  for  very  sound  financial 
reasons.  The  President,  however,  has  had  very 
sound  advice  in  this  matter  and  it  is  not  to  be 
laughed  off.  One  feature  of  the  proposal  stands 
out,  and  I think  we  should  copy  it.  That  feature  is 
the  provision  that  in  the  first  nine  days  of  hospitali- 


April  16,  1961 


1381 


ADDITIONAL  ANNUAL  REPORTS 


zation  the  patient  pays  $10  a day  or  a total  of  $90 
for  nine  days.  The  minimum  deduction  would  be 
$20.  Thus  if  a patient  stays  only  one  day  he  would 
still  pay  the  first  $20.  After  the  first  nine  days  the 
government  or  the  plan  would  pay  the  entire  bill. 
There  is  enough  of  a deterrent  in  this  deductible 
feature  perhaps  to  keep  some  people  out  of  hospitals 
who  are  not  sick  enough  to  merit  hospitalization. 

Your  chairman  strongly  urges  that  the  Medical 
Society  of  the  State  of  New  York  exert  all  its  in- 
fluence to  the  end  that  all  Blue  Cross  Plans  in  the 
State  alter  their  basic  contracts  to  cover  one  hun- 
dred twenty  days  hospitalization  after  the  first  two 
days;  the  first  two  days  to  be  borne  by  the  patient. 
This  would  practically  eliminate  the  five  alleged 
abuses  named  above.  This  would  result  in  lower 
Blue  Cross  premiums.  Its  benefit  to  Blue  Shield 
through  elimination  of  the  above-named  abuses 
is  readily  apparent.  It  would  be  a great  deterrent 
on  the  use  of  admission  to  hospitals  of  those  who 
want  to  be  hospitalized  just  because  they  have  in- 
surance. We  urge  that  the  State  Society  take  im- 
mediate steps  to  study  this  problem  by  a special 
committee  which  would  be  instructed  to  report  back 
to  the  Council  in  a very  short  time.  Never  has  the 
specter  of  state  medicine  loomed  so  large  before  us, 
and  never  has  it  breathed  so  hard  down  our  necks. 
There  is  no  time  to  waste.  Certainly  now  is  the 
time  for  action,  and  with  a purpose. 

Reports  were  reviewed  concerning  the  progress  of 
Blue  Shield  Plans  in  offering  medical  care  insurance 
coverage  to  persons  over  age  sixty-five.  It  was  re- 
ported by  the  representative  of  the  Buffalo  plan 
that  the  pilot  project  was  showing  poor  experience 
and  the  board  had  decided  not  to  issue  further  con- 
tracts pending  additional  experience.  Albany  re- 


ported development  of  a plan  was  in  progress  with 
premiums  to  be  adjusted  according  to  actuarial 
figures.  Jamestown  reported  concern  relative  to 
the  determination  of  income  status  of  older  aged 
persons  and  that  no  contracts  were  being  filled 
pending  schedule  of  allowance  for  over  age  sixty-five 
persons.  Syracuse  reported  approval  by  the  In- 
surance Department  of  the  over  age  sixty-five 
program  and  awaiting  action  by  Blue  Cross.  The 
New  York  plan  reported  that  a plan  was  available 
but  did  not  wish  to  offer  it  without  Blue  Cross  and 
was  waiting  for  action  by  them. 

The  committee  recommends  for  approval  for  the 
ensuing  year  the  following  Blue  Shield  Plans; 
United  Medical  Service,  Inc.,  New  York  City; 
Western  New  York  Medical  Plan,  Inc.,  Buffalo; 
Genesee  Valley  Medical  Care,  Inc.,  Rochester; 
Central  New  York  Medical  Plan,  Inc.,  Syracuse; 
Medical  and  Surgical  Care,  Inc.,  Utica;  North- 
eastern New  York  Medical  Service,  Inc.,  Albany; 
and  Chautauqua  Region  Medical  Service,  Inc., 
Jamestown. 

The  committee  wishes  to  express  its  thanks  to  the 
officers  of  the  State  Society,  Gerald  D.  Dorman, 
M.D.,  chairman  of  the  Commission  on  Medical 
Services,  Waring  Willis,  M.D.,  chairman  of  the 
Economics  Committee,  Carl  B.  Ackerman,  M.D., 
former  chairman  of  this  committee  who  has  at- 
tended meetings  at  our  invitation  and  contributed 
to  our  discussions,  and  Mr.  George  P.  Farrell, 
director  of  the  Bureau  of  Medical  Care  Insurance 
and  adviser  to  the  Medical  Care  Insurance  Com- 
mittee, who  has  guided  us  very  skillfull}^ 

Respectfullj"  submitted, 

Melvin  S.  Martin,  M.D.,  Chairman 
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Reports  in  this  section  are  referred  to  the  Reference  Committee  on  Commission  on 
Medical  Services — B,  consisting  of  the  following: 

E.  Dean  Babbage,  M.D.,  Erie,  Chairman 
Harry  H.  Epstein,  M.D.,  Queens 
Michael  Crino,  M.D.,  Monroe 
Henry  T.  Randall,  M.D.,  New  York 
Lynn  Rumbold,  M.D.,  Monroe 


Hospital  and  Professional  Relations 


To  the  House  of  Delegates,  Gentlemen: 

The  Hospital  and  Professional  Relations  Com- 
mittee consists  of  the  following: 

Raymond  S.  McKeeby,  M.D.,  Chairman  .Broome 


James  Bordley,  III,  M.D Otsego 

Vincent  J.  Collins,  M.D New  York 

Harold  T.  Golden,  M.D Herkimer 

Joseph  A.  Kinnaman,  M.D Nassau 

Robert  A.  Moore,  M.D Kings 

John  T.  Murphy,  M.D Suffolk 

Irving  M.  Pallin,  M.D Kings 


It  is  noteworthy  that  this  committee  has  been 
enlarged,  based  on  the  suggestion  made  in  last 
year’s  report  to  include  a dean  of  a medical  school,  a 
representative  from  the  public  health  field,  a hospital 
administrator  representing  the  Medical  Society, 
and  several  from  the  rank  and  file  of  practicing 
physicians. 

A meeting  of  this  committee  was  held  in  the 
offices  of  the  Society  on  December  15,  1960,  at 
2:30  p.M.  At  this  meeting  there  was  a discussion 
of  the  outcome  of  the  resolutions  which  this  com- 
mittee had  drawn  up  for  presentation  at  the  Wash- 
ington A.M.A.  meeting  at  the  request  of  the  New 
York  State  Hospital  Association.  In  these  resolu- 
tions it  was  asked  that  foreign  doctors  who  started 
their  training  before  July  1,  1960,  be  allowed  to 
complete  their  training  in  the  United  States  without 
certification  by  the  Educational  Council  for  Foreign 
Medical  Graduates.  The  problems  which  these 
hospitals  would  face  if  they  lost  a good  share  of  their 
interns  was  discussed.  It  was  obvious  that  the 
individual  physicians  would  be  responsible  for  their 
own  histories  and  physicals.  Also  in  the  smaller 
hospitals  it  would  be  necessary  for  the  various  staff 


members  to  be  on  call  for  the  emergency  ward  and 
other  needed  hospital  functions. 

Another  item  discussed  at  this  meeting  was  a 
brief  statement  as  to  the  functions  of  the  committee 
which  could  be  placed  in  a “policy  book”  to  de- 
scribe the  committee.  The  following  was  agreed  on : 

“This  committee  was  charged  with  the  evaluation 
of  the  relationship  between  physicians  and  hospitals 
and  the  resolution  of  problems  arising  therefrom  for 
the  purpose  of  securing  the  best  patient  care.” 

This  committee  has  carried  on  two  studies  this 
year — the  first  one  which  the  committee  itself  ini- 
tiated in  last  year’s  report  in  regard  to  the  doctors’ 
emergency  service  in  the  various  counties,  and  the 
second  one  resolutions  60-9 — Plan  to  Study  the 
Intern  Shortage;  60-16 — Plan  to  Correct  Shortage 
of  Interns;  60-36 — Training  of  Residents  and  In- 
terns which  the  “House  of  Delegates  voted  to  refer 
to  the  Council  Committee  on  Hospital  and  Pro- 
fessional Relations  as  well  as  wherever  else  deemed 
advisable  by  the  Council.”  At  its  meeting  on  June 
23,  the  Council  referred  these  resolutions  to  this 
committee  and  made  no  other  disposition  of  them. 

As  to  the  first  study,  a questionnaire  was  sent  out 
to  the  counties  which  was  similar  to  the  one  sug- 
gested in  last  year’s  report.  There  has  been  an 
excellent  response  to  this  questionnaire,  and  at  the 
time  of  the  writing  of  this  preliminary  report  the 
committee  is  engaged  in  classifying  the  various 
emergency  services  which  vary  all  the  way  from  no 
organized  plan  at  all  to  one  in  an  upstate  county 
which  has  been  worked  out  to  the  very  last  detail 
including  mandatory  services  unless  the  physician 
falls  into  a very  special  category.  The  details  will 
be  enlarged  on  under  study  I of  the  supplemental 
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H'port  of  tills  committee. 

As  to  the  second  study,  letters  were  sent  out  to  the 
administrators  of  each  hospital  in  New  York  State, 
to  the  secretaries  of  the  various  specialty  boards,  and 
to  the  medical  facilities  of  the  armed  services  ad- 
vising them  of  the  action  of  the  House  and  inviting 
comments  and  suggestions  in  regard  to  the  intern 
shortage.  The  response  from  this  inquiry  has  been 
overwhelming.  In  fact,  so  much  so  that  the  com- 
mittee has  not  had  time  to  read,  let  alone  study,  all 
the  answers  which  have  been  returned.  Inasmuch 
as  the  committee  feels  that  this  stud}'  will  make  a 
distinct  contribution  to  the  subject  involved,  they 


are  carefully  considering  and  tabulating  all  the  sug- 
gestions and  these  will  be  a part  of  stud}'  II  of  the 
supplemental  report  of  this  committee. 

The  third  part  of  the  supplement  will  be  a report  of 
the  joint  meeting  of  the  Medical  Relations  Com- 
mittee of  the  Hospital  Association  of  New  York 
State  and  the  Hospital  and  Professional  Relations 
Committee  of  the  Medical  Society  of  the  State  of 
New  York  which  will  be  held  March  22,  1961,  at  the 
Stat  e Society  Headquarters. 

Respectfully  submitted, 

R.wmond  S.  McKeeby,  M.D.,  (,’hairman 
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Reports  in  this  section  are  referred  to  the  Reference  Committee  on  Legislation  and 
Legal  Matters,  consisting  of  the  following: 

George  Himler,  M.D.,  New  York,  Chairman 
George  A.  How^ley,  M.D.,  Bronx 
James  L.  Harrington,  M.l).,  Jefferson 
James  Haralambie,  M.D.,  Westchester 
Charles  R.  Mathews,  M.D.,  Monroe 


Legislation 


s 

i 

i To  the  House  of  Delegates,  Gentlemen: 
j The  Committee  on  Legislation  is  composed  of  the 


following  members: 

James  M.  Blake,  M.D.,  Chairman Schenectady 

) George  J.  Lawrence,  Jr.,  M.D.,  Vice- 

chairman  Queens 

, Jurgens  H.  Bauer,  M.D.* Onondaga 

, John  C.  Brady,  M.D Erie 

Floyd  C.  Bratt,  M.D Monroe 

E.  Yale  Clarke,  M.D Warren 

E.  Craig  Coats,  M.D New  York 

Elton  R.  Dickson,  M.D Broome 

Jerome  B.  Flynn,  M.D Bronx 

Frederic  W.  Holcomb,  M.D Ulster 

■ Ralph  E.  Isabella,  M.D Schenectadj' 

j Henry  W.  Kaessler,  M.D Westchester 

.Aaron  Kottler,  M.D Kings 

Herman  B.  Snow,  M.D St.  Lawrence 

Roman  R.  Violyn,  M.D Montgomery 

Joseph  G.  Zimring,  M.D Nassau 

Granville  W.  Larimore,  M.D.,  Adviser ....  Albany 
StUes  D.  Ezell,  M.D.,  Adviser Albany 


This  has  been  a very  active  year  from  the  point  of 
view  of  medical  legislation.  As  you  are  well  aware, 
the  public  in  general  is  much  more  alert  and  inter- 
ested in  various  items  of  legislation  pertaining  to 
public  health  and  medical  practice. 

The  State  Legislature  still  is  in  session  and  no 
definitive  action  has  as  yet  been  taken  on  the  various 
items  of  legislation  which  relate  to  medical  care  and 
the  practice  of  medicine.  A supplemental  report, 
therefore,  will  be  presented  following  closing  of  the 
Legislature,  referring  to  action  taken  by  them  on 

^William  Ryan,  M.  D.,  Onondaga,  replaced  Dr. 
Bauer  during  the  year. 


these  various  items. 

During  the  past  year,  the  position  of  legislative 
analyst  was  discontinued  and  the  duties  of  this 
office  assumed  by  the  Department  of  Communica- 
tions. Harold  Smith,  M.D.,  of  Syracuse  served 
the  Society  very  satisfactorily  for  a number  of 
years  as  legislative  analyst,  and  those  of  us  who  had 
the  opportunity  of  working  with  him  are  very  ap- 
preciative of  his  efforts  in  this  capacity.  Because  of 
the  responsibilities  of  his  own  legal  practice,  as  well 
as  other  business  enterprises,  it  became  necessary 
for  Dr.  Smith  to  limit  his  activities  from  the  point 
of  view'  of  the  Medical  Society.  Therefore,  because 
of  the  close  relationship  between  public  relations 
and  legislation,  it  was  felt  that  this  department 
should  assume  to  a greater  extent  the  responsibility 
for  disseminating  information  pertaining  to  legisla- 
tion, also  to  assume  the  responsibility  for  reviewing 
the  many  items  of  legislation  w'hich  are  presented 
each  year  to  the  Legislature.  In  accordance  with 
these  arrangements,  the  department  has  review'ed 
the  various  items  of  legislation  pertaining  to  the 
practice  of  medicine  and  public  health.  We  have 
classified  these  items  according  to  their  significance 
and  they  then  are  reviewed  by  the  Committee  on 
Legislation  and  our  legislative  counsel.  Following 
review  and  classification  of  these  items  of  legislation, 
this  information  has  then  been  disseminated  through 
Capital  News  to  the  legislation  chairmen  of  the 
various  county  societies  throughout  the  State  of 
New  York. 

Capitol  News  was  changed  somewhat  in  make-up 
this  year  in  an  attempt  to  provide  pertinent  infor- 
mation about  legislation  to  the  various  county  so- 
cieties so  they  would  be  more  fully  informed  relative 
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to  this  and  could  take  specific  action  with  their 
respective  legislators  introducing  the  legislation. 

We  have  attempted  to  encourage  the  various 
members  of  county  medical  societies  throughout  the 
State  to  contact  all  of  their  legislators,  but  particu- 
larly those  introducing  legislation,  so  they  would 
become  more  familiar  with  the  attitude  and  ideas  of 
the  Medical  Society  of  the  State  of  New  York  rela- 
tive to  medical  legislation.  This  has  been  quite 
successful  in  some  areas  of  the  State,  with  meetings 
being  held  with  the  various  legislators.  In  other 
areas,  unfortunately,  little  or  no  activity  has  taken 
place.  It  is  hoped,  however,  that  the  various  county 
societies  will  assume  the  responsibility  of  local  con- 
tact with  their  legislators  inasmuch  as  this  seems  to 
be  one  of  the  most  important,  if  not  the  most  im- 
portant, method  of  developing  a satisfactory  rela- 
tionship with  the  Legislature. 

The  Committee  on  Legislation  met  early  in  the 
year  and  reviewed  the  various  items  of  legislation 
which  were  available  at  that  time,  to  determine  the 
action  which  should  be  taken  with  reference  to  these. 
Subsequent  meetings  have  also  been  held.  In 
addition,  meetings  have  been  held  by  your  chairman 
with  the  legislation  chairmen  of  the  various  county 
medical  societies,  these  being  grouped  according  to 
district  branches.  These  meetings  were  quite  well 
attended  this  year.  A great  deal  of  interest  was 
expressed  by  those  in  attendance  concerning  the 
problems  of  legislation,  and  I think  they  were 
mutually  helpful  to  all. 

Your  chairman  has  also  met  with  a number  of 
other  groups  interested  in  legislation  in  the  State, 
also  with  various  departments  of  State  government. 
I think  it  is  important  to  point  out  that  from  the 
point  of  view  of  legislative  activities  pertaining  to 
the  practice  of  medicine,  it  is  again  to  be  emphasized 
that  it  is  important  that  all  members  of  the  Medical 
Society  throughout  the  State  take  advantage  of 
every  opportunity  to  make  contact  with  their  re- 
spective legislators,  to  get  to  know  them,  and  to 
discuss  with  them  items  of  legislation  pertaining  to 
medicine.  State  legislators  frequently  comment 
that  they  are  anxious  to  have  the  opinion  not  only  of 
medicine  as  a whole,  but  from  individual  physicians 
pertaining  to  the  many  problems  with  which  they 
are  faced  relative  to  medical  practice. 

The  following  are  summations  of  resolutions  sub- 
mitted to  the  Committee  on  Legislation  by  the 
House  of  Delegates.  These  resolutions  were  man- 
dated by  the  House  of  Delegates. 

Resolution  60-47 — “Legislation  to  require  es- 
tablishment of  Medical  Examiner  System  through- 
out the  State  of  New  York,”  introduced  by  Milton 
Helpern,  M.D.,  and  Samuel  Wagreich,  M.D. 

In  reviewing  this  resolution,  it  was  determned 
that  it  now  is  permissive  for  any  county  in  the 
State  of  New  York  to  establish  a medical  examiner 


system  if  they  so  desire.  It  was  further  pointed 
out  that  in  many  of  the  upstate  counties  it  would  be 
too  expensive  to  carry  out  a medical  examiner  sys- 
tem even  though  it  might  theoretically  be  desirable. 
It  was  also  pointed  out  that  at  the  present  time  there 
is  a governor’s  committee  studying  the  question  of 
the  coroner  system  as  it  is  now  being  carried  out  in 
the  upstate  area,  and  it  is  anticipated  that  certain 
recommendations  will  come  from  this  study  which 
might  be  helpful  in  respect  to  a medical  examiner 
program. 

In  view  of  these  facts,  it  was  felt  by  the  Com- 
mittee on  Legislation  that  it  would  not  be  desirable 
at  the  present  time,  in  fact,  would  be  superfluous,  to 
introduce  legislation  calling  for  mandated  medical 
examiner  systems  throughout  the  State  of  New 
York.  Therefore,  it  was  the  decision  of  the  com- 
mittee that  no  action  should  be  taken  on  this  resolu- 
tion this  year  and  that  such  be  recommended  to  the 
Council  and,  in  accordance  with  the  mandate  of  the 
House  of  Delegates,  that  the  House  of  Delegates  be 
so  advised  in  the  report. 

Resolution  60-31 — “To  amend  the  lien  law,  in 
relation  to  liens  of  physicians,”  introduced  by  the 
Medical  Society  of  the  County  of  Oneida. 

This  legislation  was  introduced  into  the  Senate  by 
Mr.  Brydges,  Intro.  No.  1708,  and  into  the  As- 
sembly by  Mr.  Calli,  Intro.  No.  2568. 

The  physicians’  lien  bill  has  been  introduced  in 
previous  years,  but  we  have  been  unsuccessful  in 
obtaining  any  action  on  this.  The  House  of  Dele- 
gates last  year  noted  that  there  was  considerable 
evidence  to  the  effect  that  insurance  companies  who 
previously  had  opposed  this  bill  might  at  this  time 
consider  supporting  it  so  it  could  be  enacted.  In 
view  of  this,  your  committee  referred  this  bill  to 
Irwin  Alper,  M.D.,  chairman  of  the  legislation 
committee  of  the  Medical  Society  of  the  County  of 
Oneida,  which  county  introduced  this  legislation 
into  the  House  of  Delegates.  Inasmuch  as  they 
had  contact  with  insurance  companies  with  refer- 
ence to  the  lien  law,  they  were  requested  to  exert 
whatever  effort  was  possible  to  aid  in  its  support. 
Dr.  Alper  and  other  members  of  his  county  society 
contacted  the  insurance  companies  with  whom  they 
had  previously  discussed  this  problem  and  made  a 
strong  effort  in  urging  them  to  support  the  legisla- 
tion. Unfortunately,  they  have  refused  to  do  so  up 
to  the  present  time.  This  law  is  opposed  by  the 
insurance  carriers  because  they  state  it  would  prove 
a great  detriment  in  settling  negligence  claims  and 
at  the  present  time  physicians  can  obtain  assign- 
ments to  assure  payment  for  services  rendered, 
which  they  feel  is  a much  more  satisfactory  arrange- 
ment. Therefore,  it  is  preferred  by  them,  the 
insurance  carriers.  It  is  recognized  that  this  ex- 
planation is  not  necessarily  satisfactory  to  those 
physicians  who  are  particularly  involved  in  work  of 
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this  type,  but  it  appears  at  this  time  that  the  hen 
I law  will  not  be  passed  this  year.  If  it  is  to  become 
enacted,  it  will  be  necessary  that  a great  deal  of 
I missionary  work  be  done  throughout  the  State  at 
I the  county  level  with  the  various  insurance  carriers 
I in  order  to  gain  their  support  for  this  type  of  legisla- 
I'  tion. 

Resolution  60-51 — “To  amend  the  education 
|i  law,  in  relation  to  the  administration  of  physical 
; therapy,”  introduced  by  Henry  Fleck,  M.D. 

This  item  of  legislation  has  previously  been  intro- 
, duced  into  the  Legislature,  but  it  has  not  gained 
I sufficient  support  from  other  sources  to  obtain  its 
passage.  Because  of  the  differences  which  exist 
' between  physicians  in  physical  medicine  and  some  of 
the  physical  therapist  groups,  this  item  of  legislation 
I was  referred  to  Henry  Fleck,  M.D.,  secretary  of  the 
I New  York  Society  of  Physical  Medicine  and  Reha- 
j bilitation,  and  to  the  Section  on  Physical  Medicine, 

I from  whence  it  was  introduced  into  the  House  of 
I;  Delegates.  It  was  recommended  to  them  that  in 
i view  of  the  differences  which  had  existed  before,  it 
I would  be  helpful  if  they  could  make  contact  with  the 
jl  physical  therapy  group  and  arrive  at  a satisfactory 
I arrangement.  The  legislation  as  first  introduced 
called  for  “written  prescription  of  physical  therapy.” 
In  presenting  this  item  of  legislation,  it  became  quite 
obvious  immediately  that  this  type  of  legislation 
. could  not  possibly  be  passed,  in  fact,  resulted  in 
difficulty  in  being  introduced.  After  a conference, 
it  was  changed  in  form  to  call  for  “referral  by  a 
, physician,”  but  agreement  could  not  be  satisfac- 
, torily  reached  and  the  legislation  was  therefore  in- 
troduced in  its  original  form.  Unfortunately,  it 
( met  with  considerable  opposition  and  lack  of  support 
} by  other  groups  and,  following  this,  further  active 
support  of  the  legislation  was  withdrawn  at  the  re- 
. quest  of  Dr.  Fleck  in  view  of  the  controversies  which 
I had  arisen  and  the  obvious  difficulty  that  would  be 
\ encountered  in  attempting  to  have  this  bill  moved  in 
committee. 

‘ I Other  legislation  of  interest: 

' I 1.  “To  provide  for  the  exemption  of  liability,  in 
■'  relation  to  physicians  and  surgeons  rendering  gratui- 
* tons  emergency  treatment" 

I Similar  legislation  has  been  introduced  in  the  past 
but  has  not  been  enacted.  This  legislation  was 
introduced  again  this  year  with  an  agreed  change  to 
the  insertion  of  the  word  “gratuitous”  emergency 
treatment.  In  discussing  this  item  of  legislation,  it 
was  pointed  out  by  the  legislative  authorities  that  it 
was  not  possible  under  the  laws  of  the  State  of  New 
York  for  a phj'^sician  to  be  rendered  not  responsible 
in  providing  treatment  for  which  he  charged  for  his 
services.  It  was  agreed  therefore  that  if  a physician 
could  be  rendered  exempt  from  liability  where  he 
rendered  emergency  treatment  on  a gratuitous 
basis,  this  would  indeed  be  helpful.  Therefore,  this 


legislation  was  introduced  accordingly  and  the 
probability  of  passage  appears  reasonably  good  at 
the  present  time. 

2.  “To  amend  the  education  law,  in  relation  to  the 
number  of  members  constituting  the  Committee  on 
Medical  Grievances” 

This  item  of  legislation  was  introduced  on  recom- 
mendation of  the  State  Department  of  Education 
and  referred  to  us  for  approval.  The  Medical  Griev- 
ance Committee  at  the  present  time  is  composed  of 
ten  members.  Because  of  the  amount  of  time  neces- 
sary in  carrying  out  the  duties  and  responsibilities, 
it  was  requested  that  additional  members  be  added 
to  the  committee.  This  item  of  legislation  calls  for 
“at  least  ten  members”  to  be  appointed  to  the  Com- 
mittee on  Medical  Grievances.  This  will  allow  the 
Department  of  Education  and  the  Board  of  Regents 
the  privilege  of  increasing  the  numbers  of  members 
on  the  Grievance  Committee  as  indicated  to  handle 
the  problems  handed  to  them.  This  item  of  legisla- 
tion appears  to  be  progressing  satisfactorily  and  it  is 
anticipated  it  will  pass  without  difficulty. 

3.  “To  amend  the  social  welfare  law,  in  relation  to 
medical  assistance  for  the  aged” 

This  item  of  legislation  has  been  introduced  to 
carry  out  the  intent  of  the  Kerr-Mills  Bill  for  pro- 
viding medical  services  where  indicated  to  those 
over  sixty-five  years  of  age.  This  item  of  legislation 
is  expected  to  be  enacted  into  law.  I think  it  is  ex- 
tremely important  for  each  member  of  the  medical 
profession  to  familiarize  himself  with  the  details  of 
this  item  of  legislation  after  it  is  passed,  so  he  will  be 
familiar  with  the  responsibilities  for  carrying  out  this 
program. 

4.  “To  amend  the  public  health  law,  in  relation  to 
the  practice  of  radiation  technology  and  the  creation  of  a 
radiation  technician  advisory  board” 

This  item  of  legislation  was  presented  by  the 
New  York  State  Society  of  Radiologists  and  the 
Society  of  Radiation  Technicians.  This  was  intro- 
duced last  year  also  and  at  that  time  we  were  asked 
to  support  it.  We  have  again  this  year  been  asked 
to  support  this  legislation  and  we  have  rendered  our 
support  to  it.  The  licensure  of  x-ray  technicians 
would  place  the  responsibility  with  the  Department 
of  Health  rather  than  the  Department  of  Education, 
and  the  legislation  would  set  up  certain  regulatory 
powers  following  its  enactment  but  would  permit  for 
the  inclusion  of  all  those  practicing  radiation  tech- 
nologj^  at  the  present  time  under  physician  super- 
vision. There  was  some  question  as  to  the  possi- 
bility of  this  legislation  causing  hardship  in  certain 
areas  of  the  State  and  in  hospitals,  but  following  dis- 
cussion of  this  and  meeting  with  the  New  York 
State  Hospital  Association,  the  problems  were  ironed 
out  satisfactorily  so  that  hardships  of  this  type  would 
not  result  from  this  legislation.  The  intent  here  is 
to  encourage  proper  training  for  those  handling 
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x-ray  equipment,  also  to  encourage  hospitals  which 
have  radiologists  on  their  staff  to  establish  programs 
for  the  proper  training  of  their  technicians.  Follow- 
ing discussion  of  this  legislation  and  its  various 
aspects,  the  committee  voted  its  approval. 

5.  Revieiv  of  the  licensure  of  the  healing  arts. 

This  has  been  introduced  as  a resolution  in  the 
Senate  and  in  the  Assembly  by  Senator  George  W. 
Cornell,  of  Scarsdale,  and  Assemblyman  Ray  S. 
Ashbery,  of  Trumansburg. 

A similar  resolution  was  introduced  last  year 
calling  for  a commission  to  study  the  healing  arts, 
and  it  was  our  intent  again  to  introduce  similar 
legislation  this  year,  but  it  seemed  desirable  that  a 
State  legislative  committee  be  requested  rather  than 
a State-wide  commission.  This  legislation  is  co- 
s[)onsored  by  the  Medical  Society  of  the  State  of 
New  York,  the  New  York  Academy  of  Medicine, 
and  the  State  Charities  Aid  Association. 

The  Medical  Practice  Act  of  New  York  was 
enacted  in  1891  and  has  not  been  fairlj'  reviewed 
since  that  date.  It  has  been  extended  and  amended 
on  several  occasions  throughout  the  years  and  it  was 
therefore  the  feeling  of  the  committee  that  the  entire 
act  should  be  re-evaluated.  This  is  particularly 
true  in  view  of  the  difficulties  which  have  arisen  in 
various  areas  in  the  practice  of  medicine,  between 
physicians  and  paramedical  groups,  difficulties  in 
defining  the  permissible  areas  of  practice  by  these 
recognized,  licensed  practitioners  of  the  healing 


arts.  In  addition,  difficulty  has  been  encountered 
in  the  assignment  of  medical  responsibilities  among 
paramedical  groups  in  hospitals,  particularly  nurses, 
hospital  aides,  and  laboratory  workers. 

The  resolution  calls  for  appropriation  of  fifty 
thousand  dollars  for  such  study.  The  resolution  is 
in  committee  at  the  present  time  and  the  action  on 
this  will  be  subsequently  reported. 

There  has  been  and  continues  to  be  considerable 
activity  with  various  other  items  pertaining  to 
medical  legislation  which  have  not  necessarily  been 
presented  to  the  Legislature  for  enactment  into  law. 
Reference  is  made  particularly  to  activity  in  the 
field  of  psychiatry  and  the  practice  of  psj'chologj'. 

It  has  been  the  hope  of  the  committee  this  year 
that  we  have  been  able  to  present  to  the  county 
societies  and  the  legislation  chairman  of  each  more 
pertinent  information  pertaining  to  legislative  activi- 
ties and  have  kept  them  fairly  well  abreast  of  activi- 
ties as  they  occurred.  It  is  our  belief  that  there  can 
be  further  improvement  in  this  respect  by  the  dis- 
semination of  information  and  it  is  hoped  that 
through  the  medium  of  Capitol  News  we  shall  sub- 
sequently be  able  to  provide  even  more  information 
than  has  been  the  case  during  the  year. 

We  would  be  most  receptive  to  any  suggestions 
which  would  be  helpful  to  legislation  activities  of 
the  committee. 

Respectfully  submitted, 

James  M.  Bl.\ke,  M.D.,  Chairman 


1388 


New  York  State  J.  Med. 


LEGISLATION  AND  LEGAL  MATTERS 


Legal  Counsel 


To  the  House  of  Delegates,  Gentlemen: 

Since  m3'  graduation  from  Columbia  Law  School 
in  the  spring  of  1928, 1 have  been  associated  with  the 
office  of  the  counsel  of  3’our  Society.  I was  ex- 
tremeh'  fortunate  to  be  associated,  in  the  earl>'  3'ears 
of  my  career,  with  the  late  Llo3’d  Paul  Str\'ker  and 
Lorenz  J.  Brosnan.  I succeeded  the  latter  as  your 
legal  counsel  just  after  his  untimel}'  death  in  1943. 
This  then  is  m3'  eighteenth  annual  report  to  the 
Societ3'.  I reported  to  3'ou  last  3'ear  that  we  have 
moved  our  offices  to  355  Lexington  Avenue,  a move 
which,  both  because  of  proximit3'  to  the  State  So- 
ciety and  the  extra  space  which  it  has  given  us  to 
work  in,  has  proved  to  have  a ver3'  beneficial  effect 
on  our  activities.  For  example,  an  extremely  val- 
uable proceeding  in  the  preparation  and  evaluation 
of  malpractice  litigation  is  the  examination  before 
trial  of  the  parties  to  the  lawsuit.  These  examina- 
tions require  extensive  conferences  with  the  phy- 
sician involved,  as  well  as  hours  of  stud3'  of  the  facts 
of  the  case  and  review  of  the  relevant  medical  lit- 
erature. We  are  now  able  to  have  these  conferences, 
and  in  maii3'  cases  the  actual  examinations  before 
trial  take  place  in  our  offices.  This  is  of  great  im- 
portance to  the  defendant  doctor  who  is,  of  course, 
under  considerable  strain  and  tension. 

I am  very  proud  of  the  members  of  m3'  staff  who 
are  constantly  engaged  in  the  trial  of  malpractice 
cases.  Mr.  Robert  J.  Bell,  the  attorney  for  the  Soci- 
ety who  has  been  with  us  thirt3'  3'ears,  and  Mr.  Harold 
Shapero,  who  was  admitted  to  practice  the  3'ear 
before  I was  and  who  spent  a great  part  of  his  pre- 
vious career  with  Llo3'd  Paul  Str3'ker,  are  both  con- 
tinually engaged  in  the  preparation  for  trial  and 
trial  of  our  Supreme  Court  cases.  I could  bind 
together  in  a sizable  volume  the  letters  which  grate- 
ful members  of  the  Society  have  sent  to  me  regarding 
these  two  associates.  They  arc  held  in  high  regard 
not  only  by  the  judges,  but,  as  I have  often  learned, 
by  our  opponents.  I am  further  pleased  to  report 
that  Mr.  Donald  J.  Pager,  who  has  been  with  us 
since  1955,  is  also  actively  engaged  in  the  trial  of 
our  cases.  In  back  of  the  trial  lawyers  of  course, 
there  must  be  a great  deal  of  preparation,  brief 
writing,  and  research.  In  addition,  as  mentioned 
above,  there  are  scores  of  examinations  before  trial, 
where  because  of  the  finality  of  the  testimony  given, 
great  care  must  be  exercised. 

All  of  our  cases  are  pretried  by  the  courts  before 
they  are  assigned  for  final  disposition.  In  these 
fields  Mr.  John  J.  De  Luca,  who  has  been  with  us 
for  nineteen  3'ears,  and  Mr.  William  C.  Richardson, 
who  has  been  with  us  for  eleven  3'ears,  are  con- 
stantly engaged.  Mr.  De  Luca  is  an  experienced  and 
able  appellate  lawyer  and  has  over  the  years  prepared 
and  argued  many  matters  for  us.  Mr.  J.  Richard 


Burns,  who  has  been  with  us  since  1952,  manages 
the  office  and  has  done  3'eoman  service  in  counselling 
and  correlating  the  mass  of  detailed  work  that  the 
affairs  of  the  State  Society'  involve  us  in.  In  addi- 
tion to  the  work  that  he  does  for  the  Society,  he  is 
engaged  in  a great  deal  of  court  work.  Among  the 
3'ounger  members  of  our  staff  there  has  been  quite 
a turnover  in  the  last  year.  Mr.  John  II.  Tove3', 
Jr.,  left  us  to  specialize  in  tax  law.  Messrs.  John 
P.  Brosnan  and  Frederick  L.  Flvnn  have  both  left 
to  practice  individualh'.  Mr.  Barton  L.  Ingraham, 
whose  brother  teaches  at  New  Mexico  State  College, 
decided  to  go  to  that  same  state  and  practice  law. 

We  have  added  three  new  associates  to  the  staff : 
Mr.  William  C.  Ketchum,  Jr.,  who  graduated  from 
Union  College  and  Columbia  Universit3'  School  of 
Law  and  who  then  was  a Lieutenant  in  the  United 
States  Navy'  in  the  Far  East;  Mr.  .\nthony  L. 
Schiavetti,  who  after  graduation  from  Fordham 
College  spent  a period  in  the  service  as  a Lieutenant 
in  the  L^nited  States  Army,  then  joined  the  New  York 
Police  Force  from  which  he  resigned  to  study  law 
at  Fordham  University  School  of  Law;  and  Mr. 
Andrew  A.  Goldman,  whose  home  is  in  Rochester, 
New  York,  and  who  graduated  with  a B.A.  degree 
from  the  University'  of  Michigan  and  from  Columbia 
University  Law  School  v'ith  an  L.L.B.  The  first 
two  have  been  admitted  to  practice  in  this  State, 
and  the  last  named  will  be  admitted  at  Rochester 
in  April. 

Each  year  I try  to  reflect  briefly  in  this  report 
on  some  of  the  matters  that  occupy'  our  time.  Every 
day  members  of  the  medical  profession,  who  are 
troubled  with  problems  that  are  presented  to  them, 
call  or  write  to  this  office,  and  to  the  best  of  our 
ability,  we  seek  to  advise  and  comfort  them.  The 
work  of  the  Society',  itself,  has  increa.sed  greatly'  over 
the  years,  and  I attend  with  members  of  my  staff 
not  only  the  monthly  meetings  of  the  Council  and 
Board  of  Trustees  but  many  other  special  meetings. 

The  work  and  activities  of  the  county  medical 
societies  in  recent  y'ears  have  increased  greatly  and 
their  requests  to  us  for  advice  and  counselling  have 
grown  correspondingly'.  Of  particular  significance 
and  importance  is  the  work  of  the  various  county 
society  malpractice  committees.  Their  efforts  have 
reached  a point  where  it  is  necessary  that  members 
of  my'  staff  take  assignments  of  certain  counties  and 
attend  regular  monthly  evening  meetings.  To 
illustrate,  Mr.  Shapero  is  assigned  to  Queens  County, 
Mr.  Burns  attends  in  Westchester,  Mr.  De  Luca 
in  Kings,  Mr.  Richardson  in  Bronx  and  Nassau 
Counties,  and  Mr.  Eager  in  New  York  and  Rich- 
mond Counties.  I appear  at  many'  of  these  meet- 
ings as  well,  and  with  Mr.  Bell  and  Mr.  Eager  at  the 
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upstate  county  meetings,  including  Erie,  Albany, 
and  Schenectady  Counties.  The  main  function  of 
these  committees  is  to  learn  of  the  problems  which 
are  presented  in  their  particular  counties  and  to  do 
all  they  can  to  see  that  the  lessons  to  be  learned  are 
brought  back  to  the  membership  at  large.  The 
homework  that  is  done  by  the  doctors  who  un- 
selhshly  give  of  their  time  at  these  meetings  is  of 
inestimable  value  to  us,  and  I am  most  grateful 
for  it.  As  I have  told  you  many  times,  we  have  a 
monthly  meeting  of  the  State  Society  Malpractice 
Insurance  and  Defense  Board  which  takes  place 
the  evening  before  the  Council  meeting.  There  over 
a period  of  four  or  five  hours  the  problems  of  the 
Group  Plan  as  a whole  and  of  individual  members 
insured  with  the  Group  Plan  are  reviewed. 

In  furtherance  of  our  activities  in  connection  with 
the  Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation  as  reported  in  our  last  annual 
report,  we  prepared  the  documents  necessary  to 
incorporate  the  foundation  as  a nonprofit  member- 
ship corporation,  obtained  approval  of  its  organiza- 
tion and  objectives  by  a Supreme  Court  judge  and 
various  State  departments  and  agencies,  and  drafted 
bylaws  to  govern  its  activities.  At  the  request  of 
the  Council,  we  also  prepared  bylaws  for  the  New 
York  State  Joint  Coimcil  to  Improve  the  Health 
Care  of  the  Aged.  All  contracts,  including  the 
Medicare  contract,  presented  to  the  Society,  are 
reviewed  by  us  and  detailed  recommendations  con- 
cerning them  are  made  by  us  to  the  officers  and  staff 
of  the  Society. 

The  office  of  your  counsel  reviews  in  detail  all 
proposed  amendments  to  the  constitution  and  by- 
laws of  the  county  societies  and  makes  recommenda- 
tions to  the  Council  concerning  their  acceptance 
and/or  modification. 

Since  my  last  report,  I have  addressed  the  follow- 
ing groups  and  organizations:  the  Medical  Econom- 
ics Forum  in  Boston,  a joint  meeting  of  the  On- 
ondaga County  Medical  Society  and  Bar  Associa- 
tion, the  Westchester  Academy  of  Medicine  Section 
of  Anesthesiology,  the  Albany  County  Medical 
Society,  the  American  Medical  Association  Medical- 
Legal  Conference  in  Chicago,  the  Northeastern 
Section  of  the  New  York  State  Bar  Association  legal 
conference  in  Plattsburgh,  presided  at  panel  discus- 
sion of  medical  legal  problems  in  connection  with  the 
dedication  of  the  new  offices  of  the  Medical  Exam- 
iner of  the  City  of  New  York,  the  annual  Conference 
of  County  Society  Officers  and  Committee  Chair- 
men with  the  Medical  Society  of  the  State  of  New 
York,  a meeting  of  Board  Qualified  Surgeons  of  the 
State  of  Connecticut  spon.sored  by  the  Connecticut 
State  Medical  Society,  and  a meeting  of  the  local 
chapter  of  the  American  College  of  Surgeons  spon- 
sored by  the  Vermont  State  Medical  Society.  My 
associate,  Mr.  Shapero,  and  I also  addressed  a 
meeting  of  the  Dade  County  Medical  Society  in 


Miami,  Florida. 

Mr.  Bell  participated  in  a panel  discussion  on 
medical  malpractice  with  a group  of  attorneys  before 
the  Buffalo  Obstetrical  and  Gynecological  Society 
and  addressed  a medical-legal  conference  of  the 
Dutchess  County  Medical  Society.  Mr.  Shapero 
delivered  lectures  on  medical-legal  problems  to 
meetings  of  interns  and  nurses  at  Mary  Immaculate 
Hospital  and  to  medical  assistants  and  secretaries 
in  Rockland  County.  He  also  participated  in 
symposiums  on  medical  malpractice  actions  con- 
ducted by  the  Association  of  the  Bar  of  the  City  of 
New  York,  the  New  York  County  Lawyers  Associa- 
tion, the  Practicing  Law  Institute  of  New  York, 
and  the  National  Association  of  Claimants  Com- 
pensation Attorneys.  Mr.  Burns  discussed  prob- 
lems of  malpractice  litigation  with  the  Westchester 
Academy  of  Medicine  Section  on  Opthalmology. 
Mr.  Richardson  spoke  to  the  medical  staffs  of  Brook- 
haven  Memorial  and  Doctors  Hospital  in  Freeport. 
He  and  Mr.  Fager  delivered  a series  of  lectures  on 
medicine  and  the  law  to  students  at  New  York  Med- 
ical College,  Flower  and  Fifth  Avenue  Hospitals. 
Mr.  Fager  also  spoke  to  the  staff  of  Methodist  Hos- 
pital of  Brooklyn  and  to  medical  assistants  in  West- 
chester County. 

Malpractice. — Last  year  in  my  report  I called 
attention  to  the  sad  plight  of  many  doctors  in  this 
country  who  carried  their  malpractice  insurance 
with  a British  company  which  went  into  voluntary 
liquidation.  Let  us  contrast  the  unfortunate  plight 
of  these  doctors  with  the  experience  of  their  fellow 
physicians,  who,  through  the  long  history  of  the 
State  Society  Group  Malpractice  Insurance  Plan, 
have  always  had  available  for  their  protection  the 
excellent  finances  and  services  of  established  com- 
panies. 

There  often  is  suggested  the  advisability  of  this  or 
that  particular  group  of  physicians  going  with  other 
insurance  carriers  because  a cheaper  rate  or  some 
other  advantage  is  stressed.  But  careful  considera- 
tion should  be  given  to  the  disadvantages  frequently 
inherent  in  such  plans.  Witness  the  recent  un- 
fortunate experience  of  many  anesthetists  in  this 
State  who  were  insured  with  a nation-wide  group 
plan  for  their  specialty  and  which  as  of  February 
15,  1961,  cancelled  all  its  policies  in  New  York  State. 
Any  doctor  who  has  had  his  policy  cancelled  in  such 
a plan  must  then  have  a complete  review  of  his  mal- 
practice claims  record  by  the  Malpractice  Insurance 
and  Defense  Board  of  the  State  Society  before  he  is 
eligible  to  rejoin  the  Society’s  Group  Plan. 

For  a frame  of  reference  as  to  the  seriousness  of 
the  whole  problem  of  negligence  litigation,  let  me 
cite  just  a few  facts.  The  Yale  Law  Journal  in 
its  March,  1961,  issue  has  a number  of  articles  on  the 
problem  of  negligence  litigation.  One  is  entitled: 
‘‘Some  Thoughts  on  Risk  Distribution  and  the  Law 
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of  Torts.”  It  is  written  by  Guido  Calabresi,  an 
assistant  professor  of  law  at  Yale,  and  I quote  just 
a short  excerpt  from  it:  “In  their  excellent  new  case- 
book on  Torts  Professors  Gregory  and  Calven  state 
that  ‘the  central  policy  issue  in  tort  law  is  whether  the 
principal  criterion  of  liability  is  to  be  based  on  in- 
dividual fault  or  on  a wide  distribution  of  risk  and 
loss.’  . . . Do  they  wish  as  broad  a spreading  of  all 
losses,  both  interpersonally  and  intertemporarily,  as 
is  possible?  Or  do  they  want  the  burden  of  losses  to 
be  borne  by  those  classes  of  people  ‘most  able’  to  pay? 
Or  do  they  seek  something  entirely  different — that 
those  ‘enterprises’  which  give  rise  to  a loss  ‘should’ 
bear  the  burden,  whether  or  not  this  accomplishes  the 
prior  two  aims.” 

Space  limitation  precludes  lengthy  discussion  of 
this  topic,  but  it  is  a truism  that  ideas  of  this  sort 
are  currently  being  thoroughly  discussed  by  men 
of  high  purpose. 

One  would  think  almost  that  there  is  a feeling 
that  litigants  in  negligence  cases  are  perhaps  not 
doing  so  well  as  they  should.  And  yet  under  our 
present  rules  of  law  it  is  interesting  to  note  that  a 
recent  report  of  the  Columbia  University  Research 
Project  in  this  field  calls  attention  to  the  fact  that 
in  an  average  recent  year  in  the  City  of  New  York 
alone  (and  this  situation  is  not  untypical  as  far  as 
other  metropolitan  communities  are  concerned) 
there  was  paid  out  in  nonindustrial  accidents  $220,- 
000,000  to  accident  victims,  and  of  this  huge  sum 
36  per  cent  was  retained  by  the  attorneys  represent- 
ing the  claimants  as  the  result  of  contingent  fee 
arrangements. 

At  very  little  sacrifice,  except  of  his  lawyer’s 
time,  a claimant  may  sue  with  impunity.  It  is 
axiomatic  that  even  if  he  loses  and  after  the  de- 
fendant has  spent  a great  deal  of  time  in  defeating 
the  cause,  onlj'  a token  bill  of  costs  is  paid  by  the 
plaintiff.  A lawyer  specializing  in  the  representa- 
tion of  claimants  may  bring  suits  for  fantastic 
amounts.  This  is  a particularly  vicious  procedure 
in  malpractice  cases,  and  we  have  seen  at  least  a 
dozen  complaints  in  which  damages  are  sought  for 
over  a million  dollars  and  in  one  instance  for  two- 
and-one-half  million  dollars.  The  defendant  phy- 
sicians were  shocked  when  they  were  served  with 
the  papers  and  it  was  small  comfort  to  them  when 
I mentioned  that  only  paper  and  a typewriter  are 
necessary  to  ask  for  such  amounts.  We  spent  many 
hours  with  one  of  our  clients  comforting  him  and 
assuring  him  that  there  was  absolutely  no  justifica- 
tion for  such  an  amount  being  asked  for  in  this 
particular  situation.  One  lawyer,  when  I taxed 
him  with  using  the  “boxcar”  demand  as  a black- 
mailing device,  said  he  did  it  “to  hold  the  client.” 
Another  reputable  lawyer  told  me,  “I  am  embar- 
rassed when  my  clients  criticize  me  for  being  mod- 
erately realistic  in  my  demands.” 

This  vicious  practice  has  been  condemned  and 


even  prohibited  in  other  states.  An  article  in  the 
January,  1961,  issue  of  the  Insurance  Law  Journal 
entitled  “Ad  Damnum  Demands  Not  to  Be  Ex- 
ploited” cites  some  extremely  pertinent  language 
in  this  regard.  For  example  the  New  Jersey  Su- 
preme Court’s  Committee  on  Rules,  which  was 
instrumental  in  persuading  that  Court  to  prohibit 
specification  of  unliquidated  damages  in  complaints 
said  in  part  in  its  report: 

“The  astronomical  sums  requested  in  com- 
plaints filed  today  bear  no  relation  whatsoever 
to  any  realistic  appraisal  of  the  case  for  either 
purpose.  At  best  they  confuse  individual  clients 
and  the  general  public  alike,  and  at  worst  they 
inject  into  the  determination  of  the  cause  at  the 
trial  level  a wholly  extraneous  factor  which  may 
thwart  a fair  and  proper  determination  by  a jury.” 

The  aforesaid  article  also  quoted  the  equally 
germane  comments  of  Judge  Alexander  Holtzoff 
before  a 1959  meeting  of  the  American  Bar  Associa- 
tion: 

“The  ad  damnum  is  not  disclosed  and  is  not 
permitted  to  be  disclosed  in  my  court.  The 
purpose  of  the  ad  damnum  is  onl}'’  to  establish 
jurisdiction.  It  has  no  bearing  on  what  should 
be  awarded  to  the  plaintiff  by  the  verdict.  After 
all,  you  know,  any  lawyer  or  stenographer  could 
multiply  the  ad  damnum  by  ten  by  hitting  a 
cipher  on  the  typewriter  one  additional  time. 
It  doesn’t  mean  anything.  ...  It  is  not  con- 
ducive to  obtaining  substantial  justice  to  dis- 
close a fantastic  ad  damnum  to  the  jury  or  to 
argue  that  pain  should  be  paid  for  at  so  much 
an  hour  or  so  much  a day.  It  is  immaterial  what 
the  plaintiff  thinks  she  should  be  awarded.  It 
is  immaterial  w’hat  the  defendant  thinks  should 
be  awarded  to  the  plaintiff.  All  that  is  for  the 
jury  or  the  judge,  if  the  trial  is  without  a jury.” 

As  far  as  I know,  the  courts  and  even  the  bar  as- 
sociations in  New  York  have,  unfortunately,  taken 
no  action  to  correct  this  pernicious  practice. 

The  trial  of  personal  injury  cases  is  constantly 
under  study  at  meetings  held  all  over  this  country 
where  medical  specialists  assemble  with  the  lawyers 
to  discuss  old  and  new  technics  of  presenting  medical 
testimony.  The  hackneyed  phrases  such  as  “post 
concussion  syndrome,”  “whiplash  injury,”  “trau- 
matic neuroses,”  and  others  appear  over  and  over 
again. 

In  a recent  case  a teen-age  driver  was  in  an  auto- 
mobile accident.  In  his  car  were  two  young  working 
girls,  who  refused  first  aid  treatment  at  a hospital 
and  were  back  at  work  two  days  later.  Each 
is  now  suing  for  “post  concussion  syndrome,”  “whip- 
lash injurj',”  and  so  forth  and  asking  damages 
of  $50,000.  While  the  courts  make  a real  effort 
through  trial  preference  procedures,  pretrials,  and 
so  forth  to  separate  the  wheat  from  the  chaff,  the 
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sheer  volume  of  litigation  (and  the  necessity  of  the 
courts  showing  statistical  results)  is  a mighty  force 
in  compelling  adjustment  of  lawsuits  without  an 
actual  trial. 

The  volume  of  malpractice  litigation  is  certainly 
on  the  increase,  and  this  has  happened  since  the 
Court  of  Appeals  several  3’ears  ago  ruled  that  hos- 
pitals were  no  longer  immune  from  liability  for  the 
professional  acts  of  their  emploj^es.  In  the  last 
week  of  the  1960  court  sessions  in  and  around  the 
City  of  New  York  we  read  of  a $317,000  settlement 
involving  a number  of  doctors  and  a hospital.  This 
result  eventuated  after  weeks  of  trial  where  the  plain- 
tiff was  a victim  of  an  anesthesia  accident.  There 
w'as  a settlement  in  another  case  on  behalf  of  four 
doctors  for  $40,000  and  a judgment  against  the 
fifth  defendant  doctor  of  $75,000.  The  strange 
thing  about  this  case  was  that  except  for  two  of  the 
defendant  doctors,  the  lawsuit  involved  entirelj' 
separate  operations  performed  by  various  doctors 
at  various  hospitals.  In  another  case  there  was  a 
$37,000  verdict  against  an  ophthalmologist.  All 
three  of  the  above  cases  were  on  trial  at  the  same 
time  in  different  counties.  You  can  be  sure  that 
they  were  not  the  onl}'  matters  of  that  type  that  were 
in  the  courts.  There  were  cases  tried  in  the  same 
period  which  resulted  in  complete  vindication  of  the 
doctors  involved,  but  only  after  considerable  ex- 
pense was  incurred  in  achieving  victory. 

Litigation. — In  1960  j'our  counsel  defended  a 
total  of  290  new  actions  brought  against  members 
of  the  Society’s  Group  Plan.  These  were  in  addi- 
tion to  the  lawsuits  started  in  previous  j'ears  and 
reported  in  past  reports.  There  were  also  201  active 
claims  made  against  Group  Plan  members  and  274 
events  reported  which  coidd  lead  to  legal  action. 
Past  experience  has  shown  that  the  majority  of 
these  claims  and  reported  events  eventually  become 
lawsuits  and  so  each  must  be  thoroughly  investi- 
gated and  evaluated.  We  also  were  called  on  to 
investigate  and  defetid  on  the  average  of  tlmie  new 
lawsuits  and  claims  i>er  month  mad(!  against  un- 
insured Society  members. 

The  courts  again  in  the  year  1960  handed  down 
a numlier  of  decisions  of  far-reaching  importance 
to  the  practice  of  medicine  in  New  York  State. 
One  of  the  most  significant  was  a decision  of  the 
Aj)pellate  Division,  First  Department  which,  in 
reversing  a prior  dismissal  of  a wrongful  death  action 
against  a phj'sician  and  a hospital  and  in  ordering 
a new  trial,  m effect  held  that  the  issue  of  whether 
or  not  the  doctor  and  the  hospital  had  abandoned 
a patient  and  caused  his  death  should  be  decided  by 
a jury.  The  facts  of  the  case  were  as  follows:  The 
deceased’s  widow  testified  that  she  awoke  at  5:00 
A.M.  to  find  her  husband  standing  by  the  window 
gasping  for  breath.  She  said  he  complained  of 
severe  pains  in  his  arms  and  chest.  She  helped 


him  to  dress  and,  since  they  could  not  find  a taxi, 
the  couple  walked  three  blocks  from  their  home  to 
the  hospital.  In  the  hospital  emergencj'  room, 
it  was  testified  that  the  deceased  mentioned  he  was 
a member  of  H.I.P.  He  was  informed  bj'  the  nurse 
on  duty  that  the  hospital  did  not  handle  H.I.P. 
cases,  but  that  she  would  telephone  a doctor  for 
him.  The  nurse  called  the  phvsician  who  was  “on 
call’’  for  the  particular  H.I.P.  group  involved. 
The  deceased  allegedlj-  talked  to  the  defendant  doc- 
tor and  was  heard  to  saju  “I  may  be  dead  by  eight 
o’clock.’’  The  defendant  doctor  testified  that  he 
had  offered  to  go  to  the  hospital,  but  that  the  de- 
ceased preferred  to  wait  until  eight  o’clock  when  his 
customary  physician  woidd  be  available.  The  de- 
ceased then  returned  home  and  fell  dead  while 
undressing.  The  widow  in  her  lawsuit  claimed  that 
the  doctor  had  in  effect  accepted  the  case  when  he 
questioned  her  husband  on  the  telephone  about 
his  svmptoms  and  medical  historj^  and  that  the 
hospital  was  involved  bj^  the  nurse’s  action.  The 
Appellate  Division  in  ordering  a new  trial  thus  ruled 
that  the  question  of  the  establishment  of  a doctor- 
patient  relationship  and  the  claimed  subsequent 
abandonment  was  a question  of  fact  for  decision 
b}^  a jur>". 

We  have  learned  from  this  opinion,  as  well  as 
recent  experiences  in  the  trial  of  malpractice  actions, 
that  the  courts  take  the  view  that  when  a doctor 
outlines  care  for  a patient  whom  he  has  talked  to 
only  over  the  telephone,  he  does  so  at  his  peril. 

Comment. — I cannot  close  this  report  without 
expressing  mj'  esteem  and  gratitude  for  the  help 
and  cooperation  so  unstintingly  given  to  me  by 
Norman  S.  Moore,  M.D.,  president;  John  M.  Gal- 
braith, M.D.,  president-elect;  Ilenrv  I.  Fineberg, 
M.D.,  past-president;  William  L.  Wheeler,  Jr., 
IM.D.,  secretary;  Maurice  J.  Dattelbaum,  M.D., 
treasurer;  and  Renato  .1.  .\zzari,  M.D.,  chairman 
of  the  Board  of  Trustees. 

Joseph  A.  Ijane,  M.D.,  speaker  of  tlie  House  of 
Delegates  and  chiurman  of  tlie  Malpractice  In- 
surance and  Defense  Board,  and  his  colleagues  on  the 
board,  as  well  as  Mr.  James  M.  Arnold,  Indemnity 
Representative  of  the  Society,  and  his  assistant, 
Mr.  Frank  W.  Appleton,  have  been  of  immeasurable 
assistance  to  me  in  defending  the  interests  of  the 
members  of  this  Society. 

The  Employers  Mutual  Insurance  Company  of 
Wausau,  insurance  carrier  for  the  Group  Plan, 
through  its  State-wide  organization  has  continued 
to  furnish  us  with  extremely  able  claims  and  in- 
vestigation facilities.  I am  particularly  indebted 
to  Mr.  Dale  Snure,  executive  vice-president  of 
Employers  Mutual,  and  Mr.  Richard  Dvorak, 
resident  vice-president,  and  their  able  assistants, 
Messrs.  Marvin  H.  Mar.x,  W.  F.  Hanner,  Michael 
O’Malley,  William  Duggan,  Gerald  Wilson,  and 
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Edward  C.  Bourbeau  of  New  York  City  for  their  aid 
and  cooperation.  Of  equal  assistance  have  been  Em- 
ploj’ers  Mutual,  upstate  claims  managers,  Messrs. 
Edward  Halligan  of  Albanj',  Charles  Bollman  of 
Rochester,  E.  C.  Lester  of  Buffalo,  and  K.  H. 
Schuelke  of  Syracuse. 

In  closing  I would  like  to  quote  briefly  from  a 
decision  of  the  Appellate  Division,  Third  Depart- 
ment in  the  case  of  Gielskie  v.  State  of  New  York 
which  is  refreshing  in  its  reaffirmance  of  a funda- 
mental doctrine  of  malpractice  defense : 

“The  weight  of  medical  authority  does  not 


necessarily  depend  on  the  number  of  doctors  who 
agree  to  a certain  method,  and  the  weight  to  be 
attached  to  individual  medical  opinion  must 
necessarily  be  gauged  by  the  honest  judgment  of 
those  who  must  accept  or  reject  it.  There  is  no 
authority  that  a doctor,  whether  employed  by 
the  State  or  in  private  practice,  must  use  what 
some  doctors  consider  the  best  method  if  a method 
which  is  accepted  by  respectable  medical  authoritj' 
is  adopted.” 

Respectfully  submitted, 

IYilliamF.  Martin,  LeyalCoamel 


To  Combat  Cults 


To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  to  Combat  Cults  is 
composed  of  the  following  members: 


James  M.  Blake,  M.D.,  Chairman Schenectady 

Edward  C.  Hughes,  M.D Onondaga 

John  C.  McClintock,  M.D Albany 

John  K.  Pardee,  Adviser New  York 


Senator  Peterson  has  again  this  year  introduced  a 
bill  into  the  Senate,  and  it  is  understood  a companion 
bill  subsequently  will  be  introduced  into  the  As- 
sembly, calling  for  the  licensure  of  chiropractic. 
This  has  been  a perennial  problem,  as  you  well 
know,  for  many  years,  and  we  of  the  Medical  Society 
of  the  State  of  New  York  have  opposed  the  licensure 
of  chiropractic  based  on  the  fact  that  it  is  a cult,  that 
it  is  scientifically  unsound,  and  that  it  should  not  be 
classified  in  the  profession  of  the  healing  arts. 

The  activity  this  year  pertaining  to  the  licensure 
of  chiropractic  is  much  more  definitive  than  it  has 
been  for  many  years.  The  Board  of  Regents  and 
the  Department  of  Education,  following  a meeting 
on  January  26,  1961,  wrote  to  the  Chiropractic 
Association  in  New  York  advising  them  that  they 
would  support  legislation  introduced  to  establish 
chiropractic  as  a profession  and  to  provide  for  its 
licensure.  The  legislation  which  was  introduced 
this  year  was  far  more  definitive  and  potentially 
more  dangerous  than  at  any  time  in  the  past.  In 


addition  to  calling  for  the  licensure  of  chiropractic, 
the  legislation  this  year  called  for  the  unlimited  use 
of  radiation  by  chiropractors.  The  danger  of  such 
practice  can  do  untold  harm  to  not  only  the  current 
generation,  but  to  generations  to  come.  Much 
information  has  been  gathered  on  the  indiscriminate 
use  of  x-ray  by  chiropractors,  and  the  danger  to  the 
public  health  based  on  this  seems  to  be  essentially 
unlimited. 

The  Council  Committee  on  Legislation,  the  Coun- 
cil of  the  Medical  Society  of  the  State  of  New  York, 
and  all  members  of  our  Society  are  vigorously  op- 
posing the  enactment  of  this  legislation,  and  we  have 
requested  all  members  of  the  respective  county 
societies  to  do  likewise. 

The  New  York  State  Department  of  Health  also 
is  vigorously  opposing  this  legislation. 

Based  on  our  strong  opposition,  the  Board  of 
Regents  has  in  part  revised  its  opinion,  but  even 
the  revised  opinion  is  insufficient  to  guard  against 
the  dangers  referred  to.  Therefore,  we  continue  to 
oppose  this  item  of  legislation. 

This  bill  remains  in  committee  and  what  the 
action  of  the  committee  itself  or  the  Legislature 
may  be  is,  of  course,  yet  to  be  determined. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 
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Reports  in  this  section  are  referred  to  the  Reference  Committee  on  Medical  Communi- 
cation, consisting  of  the  following; 

John  F.  Kelley,  M.D.,  Oneida,  Chairman 
Walter  T.  Heldmann,  M.D.,  Richmond 
Thomas  S.  Cotton,  M.D.,  Steuben 
Ely  Elliott  Lazarus,  M.D.,  New  York 
Jerome  L.  Leon,  M.D.,  Queens 


Publication 


To  the  House  of  Delegates,  Gentlemen: 

The  Publication  Committee  for  the  year  1960- 


1961  is  composed  of  the  following: 

Alfred  P.  Ingegno,  M.D.,  Chairman Kings 

Laurance  D.  Redway,  M.D Westchester 

Harold  F.  Brown,  M.D Erie 

Maurice  J.  Dattelbaum,  M.D Kings 

William  Hammond,  M.D Westchester 

John  G.  Masterson,  M.D Kings 

Albert  H.  Douglas,  M.D Queens 

Henry  I.  Fineberg,  M.D Queens 

Granville  W.  Larimore,  M.D Albany 

John  J.  Masterson,  M.D.,  Adviser Kings 


The  Publication  Committee  met  monthly  during 
the  year,  except  in  July  and  August.  In  addition, 
several  meetings  of  subcommittees  were  held.  The 
committee  is  responsible  for  the  management  of  two 
Society  publications,  the  New  York  State  Journal 
OF  Medicine  and  the  Medical  Directory  of  New  York 
State. 

During  the  year  the  committee,  with  Council  ap- 
proval, adopted  a new  plan  for  the  organization  of 
the  business  and  advertising  departments  of  both 
publications,  uniting  them  under  one  director. 
This  went  into  effect  as  of  January  1,  1961. 

Perhaps  the  saddest  event  the  committee  has  to 
report  is  the  sudden  death,  on  November  18,  1960, 
of  the  editor,  Laurance  D.  Redway,  M.D.,  who  had 
served  as  editor  of  the  Journal  since  1952  and  on 
the  Publication  Committee  since  1940. 

Detailed  information  concerning  each  publication 
follows: 

New  York  State  Journal  of  Medicine. — The 
Journal  has  appeared  semimonthly  uninterruptedly 
in  24  issues  and  a supplement.  Part  II  of  the  Septem- 
ber 1 issue  containing  the  Minutes  of  the  House  of 
Delegates,  making  a total  of  25  issues  for  the  year. 
The  Journal  has  continued  to  grow  this  year  as 


heretofore.  Because  of  decreased  advertising  the 
total  number  of  pages  decreased  from  4,670  in  1959 
to  4,290  in  1960.  However,  there  were  641  manu- 
scripts submitted  in  1959  and  711  in  1960,  an  in- 
crease of  70. 

The  Associate  Editorial  Board  consisting  of  33 
members  representing  all  the  subdivisions  of  medical 
practice  was  very  active.  They  have  given  con- 
scientious and  expert  help  and  their  advice  has  con- 
tributed invaluably  to  the  maintenance  of  high 
standards.  Each  editor  reviewed  an  average  of  20 
manuscripts.  The  consultants  in  surgery,  cardi- 
ology, and  pediatrics  reviewed  many  more  than  that. 

This  group  also  was  most  cooperative  in  providing 
editorials  related  to  their  specialty  when  requested 
by  the  editors.  Dr.  Albanese’s  editorial  on  oral 
antidiabetic  agents  and  Dr.  Bunn’s  editorial  on  syn- 
thetic penicillins  were  only  two  of  the  contributions 
by  these  men  in  this  area. 

The  annual  dinner  given  by  the  Pubhcation  Com- 
mittee to  the  associate  editorial  board  of  the  Jour- 
nal was  held  on  October  25,  1960,  at  the  Theodore 
Club  of  the  Hotel  Roosevelt,  with  33  present. 
This  year,  for  the  first  time,  the  deans  of  the  medical 
schools  in  New  York  State  were  also  invited  to 
attend  the  dinner,  and  a number  of  them  or  their 
representatives  did.  There  was  discussion  of 
Journal  objectives  and  long-range  plans.  Many 
constructive  suggestions  were  made  and  will  be  put 
into  effect.  For  example,  reproduction  in  color  of 
some  of  our  outstanding  convention  scientific  ex- 
hibits will  be  published.  An  attempt  will  also  be 
made  to  develop  a strong  working  relationship  with 
the  various  medical  centers  in  the  State  to  give 
rapid  priority  publication  to  original  research 
developments. 

During  the  year  a small  subcommittee  consisting 
of  the  chairman.  President  Norman  Moore,  Dr. 
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Fineberg,  and  Dr.  Larimore  made  a study  of  the 
reorganization  of  the  structure  of  the  Journal  with 
particular  emphasis  on  the  business  side.  During 
the  year,  also,  approval  was  given  by  the  Council 
for  a new  position  of  research  assistant.  Numerous 
applications  for  this  position  have  been  received  and 
are  under  study. 

The  scientific  material  was  generally  of  a high 
caliber.  Out  of  711  manuscripts  submitted  during 
the  year,  434  were  accepted,  172  were  rejected,  and 
the  remainder  were  returned  for  revision.  A total 
of  364  were  published. 

A writer’s  guide  entitled  “Basic  Requirements  for 
a Scientific  Article”  was  developed  and  published  by 
William  Hammond,  M.D.,  our  assistant  editor,  with 
the  cooperation  of  members  of  the  Publication  Com- 
mittee and  the  Associate  Editorial  Board.  It  has 
been  very  helpful  to  send  reprints  of  this  article  to 
authors  whose  papers  have  been  rejected  and  to  au- 
thors whose  papers  require  revision.  There  is  in 
process  at  the  present  time  another  paper  on  the 
subject  of  how  to  conduct  and  report  a therapeutic 
trial.  This  we  hope  to  use  in  the  same  way.  The 
Journal  was  one  of  the  first  scientific  publications 
in  the  country  to  publish  a report  on  the  new  syn- 
thetic penicillin  known  as  Staphcillin  which  is  very 
effective  against  resistant  staphylococci. 

During  the  year  the  Journal  has  been  very  active 
in  promoting  medical  writing  and  communication 
generally.  Following  the  annual  meeting  last  May, 
in  cooperation  with  the  Metropolitan  New  York 
Chapter  of  the  American  Medical  Writers  Associa- 
tion, the  Journal  conducted  an  all-day  symposium 
on  medical  communications.  This  was  well  at- 
tended by  practicing  physicians,  editors,  and  writers. 
Some  of  the  outstanding  speakers  on  this  occasion 
were  Austin  Smith,  M.D.,  former  editor  of  the 
Journal  of  the  American  Medical  Association; 
Edward  C.  Rosenow,  M.D.,  executive  director  of  the 
American  College  of  Physicians;  Theodore  Van 
Dellen,  M.D.,  editor  of  the  Illinois  Medical  Journal 
and  a syndicated  columnist  for  the  newspapers,  and 
John  L.  Dusseau,  editor  and  vice-president  of  W.  B. 
Saunders  Company.  At  the  luncheon  break  Dr. 
Joseph  C.  Hinsey,  coordinator  of  the  New  York  Hos- 
pital— Cornell  Medical  Center,  was  the  speaker. 

The  proceedings  of  the  meeting  were  published  in 
the  November  1,  1960,  issue  of  the  Journal.  We 
have  also  published  articles  by  Walter  C.  Alvarez, 
M.D.,  medical  columnist  of  the  New  York  Herald 
Tribune,  and  Chauncey  D.  Leake,  president  of  the 
American  Association  for  the  Advancement  of 
Science,  on  the  subject  of  medical  writing. 

The  featured  sections  of  the  Journal  continue 
with  excellent  presentations.  The  series  on  recent 
advances,  modern  concepts  of  diabetes,  the  cardio- 
vascular spotlight  under  the  editorial  direction  of  the 
Subcommittee  on  Heart  Disease  of  the  Council 
Committee  on  Public  Health  and  Education,  nutri- 


tion excerpts,  anesthesia  conferences,  reports  from 
the  Poison  Control  Center  of  the  New  York  City 
Department  of  Health,  the  physician  in  civil  de- 
fense, medical  care  insurance,  and  the  clinicopatho- 
logic  conference  reports  have  all  provided  important 
information  in  concise  form  for  our  readers.  Two 
new  series  are  in  process  of  development — one  from 
St.  Vincent’s  Hospital  on  diagnostic  problems,  and 
one  from  Memorial  Hospital  on  the  treatment  of 
maUgnant  disease.  An  expanded  Letters  to  the 
Editor  section  is  in  process  of  development  along  the 
lines  of  that  in  the  British  Lancet. 

The  Journal  was  represented  at  a regional  meet- 
ing of  editors  in  Lexington,  Kentucky,  during 
October  by  Dr.  Hammond  and  Miss  Alvina  Rich 
Lewis,  executive  editor.  Miss  Lewis  and  Miss 
Elizabeth  C.  Smith,  manuscript  editor,  also  repre- 
sented the  Journal  at  the  annual  meeting  of  the 
American  Medical  Writers  Association  in  Chicago  in 
November.  Dr.  Hammond  represented  the  Jour- 
nal at  the  interim  meeting  of  the  American  Medical 
Association  at  Washington,  D.C.  in  December. 

The  Journal  was  honored  by  an  award  and  cita- 
tion from  the  Metropolitan  New  York  Chapter  of 
the  American  Medical  Writers  Association  for  excel- 
lence in  the  presentation  of  scientific  matter,  timely 
conunent  on  important  trends  in  medicine,  and 
leadership  in  furthering  a high  state  of  medical  com- 
petence. During  the  year  the  staff  of  the  Journal 
under  the  able  direction  of  Miss  Lewis  maintained 
its  splendid  level  of  accomplishment.  Miss  Deborah 
Pritzker  unfortunately  was  forced  to  resign  because 
of  ill  health.  We  were  able  to  replace  her  with  Mrs. 
Joan  V.  Hughes  who  had  formerly  been  a member  of 
the  staff  before  her  marriage. 

The  Journal  suffered  a grievous  loss  in  the  sudden 
death  of  its  editor,  Laurance  D.  Redway,  M.D.,  on 
November  18.  Dr.  Redway  had  been  connected 
with  the  Journal  since  1940  and  assumed  the  editor- 
ship on  the  retirement  of  George  W.  Kosmak,  M.D., 
in  1952.  Because  of  Dr.  Redway’s  foresight  and 
careful  planning,  the  Journal  was  able  to  go  forward 
without  dislocation  following  his  sudden  demise. 
The  January  1,  1961  issue  of  the  Journal  was  dedi- 
cated as  a memorial  to  Dr.  Redway.  It  contained 
many  resolutions  and  tributes  from  organizations 
and  individuals  throughout  the  country  who  had 
known  and  respected  Dr.  Redway.  As  authorized 
by  the  Council,  a leather-bound  copy  of  the  me- 
morial issue  is  to  be  given  to  Mrs.  Redway  as  a 
memento. 

Solidly  grounded  on  the  firm  broad  base  which 
Dr.  Redway  established,  the  Journal,  it  is  ex- 
pected, will  go  forward  in  increasing  excellence. 
Pending  further  investigation  and  recommendation 
of  your  committee  concerning  the  Journal’s  edi- 
torial organization.  Dr.  Hammond,  our  assistant 
editor,  maintains  editorial  and  administrative  super- 
vision. His  efforts  in  this  connection  are  much 
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appreciated  bj'  the  committee.  The  outstanding 
work  of  our  e.xecutive  editor,  Miss  .■Mvina  Ricli 
Lewis,  is  also  to  be  commended.  Our  thanks  and 
appreciation  are  extended  also  to  the  members  of 
the  editorial  staff.  Miss  Elizabeth  C.  Smith,  Miss 
Frances  E.  Casej^  Mrs.  Olga  Mielke,  Miss  Nele 
Lape,  Miss  Anne-Marie  Fanshaw,  and  Mrs.  Joan  V. 
Hughes,  for  their  industry,  cooperation,  and 
accomplishments. 

In  accordance  with  prior  directives  and  plans,  and 
with  the  authorization  of  the  Council,  thorough  re- 
view of  J0URN.A.L  organization,  including  especially 
its  business  and  advertising  functions,  has  been 
made.  director  of  business  and  advertising,  Mr. 
C.  L.  Baldwin,  has  been  given  full  administrative 
charge  of  the  business  and  advertising  functions  of 
both  Journal  and  Directory. 

With  respect  to  the  Journal  provision  has  been 
made  for  a business  supervisor  and  circulation 
manager  to  assist  the  director  of  business  and 
advertising.  An  advertising  supervisor  for  the  East 
and  Midwest  and  a Western  representative  will 
function  in  advertising  solicitation.  Production 
and  accounting  and  billing  functions  have  their 
appropriate  personnel.  And  a secretary  to  the 
director  will  continue  her  duties  as  before. 

Work  has  begun  on  an  intensive  campaign  to 
increase  the  circulation  of  the  Journal  and  to  make 
it  a nationally  and  perhaps  even  internationally  read 
medical  magazine.  Actually,  aside  from  the  Journal 
of  the  American  Medical  Association,  the  New  Eng- 
land Journal  of  Medicine,  and  perhaps  one  or  two 
others,  there  is  no  journal  with  the  widely-ranging 
content  of  our  Journal.  Representing  as  it  does  an 
area  where  there  is  a magnificent  concentration  of 
medical  teaching  and  research  centers  and  hospitals, 
there  is  no  reason  why  our  Journal  should  not  take 
its  place  as  one  of  our  nation’s  great  medical  publica- 
tions. 

Advertising  in  the  Journal  during  1960  decreased 
from  the  high  of  1959.  The  gross  advertising  rev- 
enue for  1960  was  $428,471.95,  compared  with 
$463,110.93  for  1959.  This  decline  in  advertising  is 
general  in  medical  publications.  It  is  due  to  condi- 
tions in  the  pharmaceutical  industry.  Among  the 
influences  concerned  are  the  Kefauver  investigation, 
uncertainty  about  new  F.D.A.  ratings,  and  a general 
business  decline. 

A new  Journal  exhibit  is  being  prepared  at  this 
writing  for  use  at  our  annual  convention,  the  A.M.A. 
meeting  in  June,  1961,  and  various  other  exhibitions 
and  meetings  where  it  will  bring  attention  to  the 
merits  of  the  Journal. 

Your  committee  is  most  thankful  to  the  following 
members  of  the  business  and  advertising  staff  of  the 
Journal  for  their  loyal  and  conscientious  work: 
Mr.  Charles  L.  Baldwin,  Miss  Camille  M.  Marra, 
Mr.  Joseph  A.  Mullaney,  Mrs.  Marcia  Werbin,  and 
Mrs.  Molly  Jacob. 


Medical  Directory  of  New  York  State. — It  may 
interest  our  members  to  know  that  the  pre[>aration 
of  the  Directory  involves  the  securing,  editing, 
verifying,  alphabetizing,  and  setting  up  for  the 
printer  of  the  biographic  data  for  more  than  31,000 
physicians  in  our  State. 

After  each  publication  a pasted  biographic  card  is 
sent  to  the  physicians  who  appeared  in  the  previous 
publication  to  secure  the  most  recent  data.  This 
information  is  set  up  according  to  a certain  pattern 
on  the  individual  cards. 

For  accuracy,  much  of  the  material  in  the  listings 
is  verified,  such  as  certification  b\'  American  boards 
in  medical  specialties  and  by  the  National  Board  of 
Medical  Examiners,  membership  in  the  specialty 
colleges,  and  so  forth,  as  well  as  all  hospital  apjKjint- 
ments  listed  by  the  physicians. 

A media  card  is  used  for  each  qualification  to  be 
verified.  There  are  over  150,000  media  cards  which 
are  coded  and  punched  as  to  organization  or  hospital 
for  sorting  and  checking  with  each  society  list  or 
hospital  staff,  a procedure  which  is  painstaking  and 
time-consuming . 

In  the  hospital  sections,  the  medical  and  research 
staffs  of  approximately  400  voluntary.  Federal, 
State,  and  municipal  hospitals  are  shown  as  to 
departments  and  ranks  within  the  departments  for 
in-patient  as  well  as  out-patient  facilities.  These 
staff  lists  are  requested  by  letter  and  are  marked  and 
typed  as  to  the  particular  style.  The  media  cards 
are  compared  with  the  completed  staff  lists. 

The  verification  sheets,  which  show  the  dis- 
crepancies between  the  appointment  the  doctor  lists 
and  the  appointment  which  appears  on  the  hospital 
staff,  are  sent  to  the  hospital  for  official  and  final 
verification.  Corrections  are  made  in  the  biographic 
data  from  these  lists.  The  same  routine  applies  to 
the  society  lists. 

Before  the  new  Directory  card  is  placed  in  the  file, 
it  must  be  compared  carefully  with  the  previous 
Directory  card  for  certain  items  in  order  to  find  the 
changes  which  affect  other  records.  It  is  from  these 
cards  that  the  biographic  sections  are  printed. 

The  volume  of  material  processed  is  tremendous 
and  changes  and  additions  are  received  daily. 
These  corrections  are  made  as  late  as  possible. 

The  proofreading  must  be  done  in  a limited  length 
of  time.  It  requires  concentration  and  must  be 
accurate. 

Miss  Janet  Loy  is  continuing  her  splendid  work  as 
editorial  supervisor  of  the  Directory  and  Mr.  Robert 
W.  Miller  is  doing  a fine  job  as  Directory  advertising 
and  production  supervisor.  The  editorial  super- 
visor is  responsible  directly  to  the  editor  of  the 
Journal,  and  the  advertising  and  production  super- 
visor to  the  director  of  business  and  advertising. 

Most  of  the  compilation  work  for  the  1961  edition 
of  the  Directory  was  accomplished  during  1960. 
The  edition  is  expected  to  be  off  the  press  in  late 
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si)ring,  1961. 

An  intensive  campaign  to  augment  advertising 
revenue  from  the  1961  Directory  has  been  mounted, 
although  publication  deadlines  have  permitted  only 
a relatively  brief  (although  productive)  effort  in  this 
regard.  It  is  anticipated  that  a temporary  staff  of 
advertising  representatives,  working  on  commission, 
will  greatly  improve  the  advertising  situation  in 
future  editions.  This  will  help  to  lessen  the  inevi- 
table deficit  associated  with  Directory  publication. 

The  following  statistics  arc  of  interest.  They 
represent  the  revenue  from  copies  of  the  Directory 
sold  during  the  year  and  the  amount  of  advertising 
on  hand  for  the  1961  Directory  as  of  December  31, 
1960. 

Directory  Advertising $4 , 06.5 . 50 

Directory,  1959  editions  .‘$9 , 040 . 00 

1961  editions  820.00  .19,860.00 

The  Publication  Committee  would  like  to  thank 
Miss  Loy,  Mr.  Miller,  Mrs.  Evelyn  DeMarco,  and 
other  members  of  the  Directory  staff  for  their  fine 
work  during  the  year. 

Comment. — Henry  I.  Fineberg,  M.D.,  immediate 
past-president,  has  done  a splendid  job  as  chairman 
of  the  Directory  subcommittee  of  the  Publication 
Committee.  It  is  anticipated  that  editorial  and 
business  and  advertising  subcommittees  of  the 
Publication  Committee  will  also  be  activated  in  the 
near  future  more  efficiently  to  allocate  and  attend  to 
the  wide-ranging  responsibilities  of  your  Publication 
Committee.  This  is  in  accord  with  committee 
recommendation  and  Council  approval. 

Extensive  plans  for  improvements  on  the  Journal 
are  in  progress.  Professional  consultants  will  soon 
make  recommendations  with  respect  to  cover,  for- 
mat, printing,  design,  and  so  forth.  The  paper  will 
be  of  better  quality.  Abstracts,  including  sum- 
maries in  Interlingua,  will  head  important  scientific 
articles.  Some  of  our  first-rate  convention  scientific 
exhibits  will  be  published  in  color.  Increasingly 
close  relationships  with  medical  centers  and  hos- 
pitals in  the  State  will  provide  for  an  augmented 
volume  of  worth-while  scientific  material.  An 
attempt  will  be  made  to  record  and  publish  some  of 
the  excellent  and  authoritative  papers  given  at  vari- 
ous organizational  meetings  in  the  State. 

Your  chairman  is  most  grateful  to  the  conscien- 
tious members  of  the  committee  for  their  continued 
interest  and  work.  And  he  appreciates  greatly  the 
confidence  and  encouragement  given  to  the  commit- 
tee by  the  officers,  the  Council,  and  the  Trustees. 
Many  thanks,  too,  to  the  administrative  staff  of  the 
Society  for  its  cooperation. 

Report  of  the  Library. — The  Library  continues  to 
have  an  important  part  in  medical  research.  Dur- 
ing the  year  1,027  volumes  were  loaned  for  the  use  of 


readers  outside  of  Brooklyn.  Although  the  most  of 
these  were  sent  to  hospitals,  medical  schools,  and 
other  places  where  medical  research  is  done,  a large 
number  of  them  undoubtedly  were  used  at  these 
places  by  members  of  the  State  Medical  Society. 
In  addition  to  the  ones  sent  outside  of  Brooklyn, 
3,684  volumes  were  loaned  to  local  libraries. 

In  order  to  render  effective  service  it  is  extremely 
important  to  have  an  up-to-date  and  well-cataloged 
and  managed  collection  of  various  publications  in 
the  field  even  though  it  is  becoming  more  impossible 
to  have  complete  coverage  of  everj’thing  worth- 
while that  is  published.  Throughout  the  year  2,426 
volumes  were  added  to  the  shelves,  making  a total  of 
203,200  volumes  now  available  in  the  Library.  Of 
this  number  172  volumes  were  reviewed  in  the  pages 
of  this  Journal.  The  Library  has  on  file  aj)proxi- 
mately  2,500  current  periodicals  received  regularly 
from  all  over  the  world  wherever  research  is  done  and 
the  results  of  that  research  ptiblished.  The  majority 
of  these  are  paid  subscriptions.  The  others  are  re- 
ceived complimentary  or  through  exchanges. 

Periodical  publications  are  the  most  important 
part  of  a medical  library,  for  it  is  in  them  that  the  re- 
sults of  research  first  appear  in  print.  Estimates 
vary  on  the  total  now  being  published  on  medicine 
and  related  fields,  but  it  probably  numbers  about 
7,000  titles  appearing  at  more  or  less  regular  inter- 
vals. Increase  in  the  number  of  periodicals  being 
issued  and  rising  prices  for  all  worth-while  publica- 
tions continually  add  to  the  expense  of  adequate 
library  service.  At  the  same  time  this  service  is 
much  more  valuable  to  library  users  and  especially 
to  those  doing  extensive  research.  Few  if  any  indi- 
viduals can  subscribe  to  a sufficient  number  of 
periodicals  to  meet  even  moderate  research  needs. 

The  Library  works  in  close  cooperation  with  the 
office  staff  of  the  Journal  by  providing  weekly 
messenger  service  whereby  publications  needed  by 
the  editorial  staff  are  delivered  and  at  the  same  time 
exchanges  which  come  to  the  Journal  are  picked  up 
for  the  Library. 

The  Library  staff  also  cooperates  by  aiding  in  the 
search  for  difficult  references  and  in  the  solving  of 
other  bibliographic  problems  which  require  the  use 
of  a more  extensive  collection  of  books  than  is  prac- 
tical to  keep  on  file  at  the  offices  of  the  Journal. 

The  tremendous  upsurge  in  medical  research  in 
recent  years  poses  many  problems  for  all  who  have 
any  connection  with  the  dissemination  of  knowledge 
acquired  through  this  research,  or  with  its  preserva- 
tion and  storage.  Closer  cooperation  among  all  is 
extremely  important,  for  it  is  only  in  this  way  that 
an  efficient  and  well-ordered  program  of  medical 
research  can  develop. — Wesley  Draper,  Librarian 

Respectfully  submitted, 

Alfred  P.  Ingegno,  M.D.,  Chairman 
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American  Medical  Education  Foundation 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  American  Medical 
Education  Foundation  consists  of  the  following 


members; 

Henry  J.  Barrow,  M.D.,  Chairman Bronx 

William  C.  T.  Gaynor,  M.D Suffolk 

Milton  J.  Greenberg,  M.D Washington 

William  0.  Jackson,  M.D Steuben 

John  E.  Kiley,  M.D Albany 

Jerome  L.  Leon,  M.D ■•. Queens 

Edwin  P.  Russell,  M.D Oneida 

Irving  Weiner,  M.D Orange 

Carl  G.  Whitbeck,  M.D Columbia 


The  statistics  for  direct  alumni  giving  in  1960 
are  not  yet  completely  compiled  by  the  IBM  De- 
partment of  the  American  Medical  Association  so 
that  we  know  only  the  1959  total  for  direct  giving. 
The  1959  statistics  indicate  the  total  of  13,018  New 
York  State  physicians  gave  to  medical  education 
through  the  A.M.E.F.  or  directly,  and,  of  course, 
some  gave  to  both.  This  13,018  represents  “contri- 
butions” and  not  “contributors”;  therefore  we  can 
assume  that  the  number  of  “contributors”  is  some- 
what lower  than  the  total  of  13,018.  This  total  in- 
cludes 3,831  contributions  through  the  A.M.E.F. 
In  1959  we  had  16,762  A.M.A.  members.  Using 
these  as  our  best  potential  donors,  an  analysis  indi- 
cates that  A.M.E.F.  gifts  were  from  22.8  per  cent 
of  16,762  A.M.A.  members.  Their  gifts  averaged 
$14.87.  This  average  contribution  is  among  the 
lowest  in  the  country.  Of  course,  if  we  use  the  total 
number  of  physicians  in  the  State,  which  includes 
those  who  are  not  members  of  the  A.M.A.,  the  per- 
centage becomes  drastically  lower. 

With  reference  to  our  1960  figures,  we  moved  up- 
ward from  $56,972.70  to  $58,531.55,  with  a slight 
decrease  in  the  number  of  contributions,  which  went 
from  3,831  in  1959  to  3,816  in  1960.  These  figures 
have  been  known  to  us  for  a long  time,  and  I do 
think  this  last  year’s  increase  is  most  encouraging. 
This  was  the  first  time  that  the  State  Society  mailed 
out  A.M.E.F.  materials  direct  to  its  members  from 
the  headquarters  oflSce.  Our  prior  procedures  were 


TABLE  I. — State  of  New  York  Number  op  Contributors 
AND  Contributions  to  A.M.E.F.  1954-1960 


Year 

Number  of 
— Contributions — * 
Alumni  A.M.E.F. 

^ ^ 

Direct  Giving 
to  Schools 

A.M.E.F. 

1960 

3,816 

$58,531.55 

1959 

9,187 

3,831 

$424,258,43 

56,972.70 

1958 

8,694 

3,604 

449,906.00 

49,636.39 

1957 

7,864 

3,013 

411,925.00 

42,501.42 

1956 

7,016 

3,155 

327,336.71 

40,237.07 

1955 

6,926 

3,264 

458,741.10 

42,2.59.34 

1954 

6,339 

2,974 

282,093.64 

39,009.31 

to  go  through  the  counties,  a cumbersome  and  not 
too  rewarding  effort.  I feel  that,  with  the  new 
attitude  in  the  State  Society  office,  a much  brighter 
future  for  the  A.M.E.F.  is  to  be  expected  in  New 
York  State.  It  may  be  possible  for  the  A.M.E.F.  to 
maintain  some  direct  contact  with  the  counties  dur- 
ing the  year  through  some  of  its  materials,  but  the 
State  Society  office  is  much  more  the  logical  place 
to  handle  campaign  material. 

The  national  total  for  1960  was  $1,172,599.60. 
The  1959  totals,  which  were  distributed  in  1960, 
were  $1,198,287.22.  However,  in  1959  we  had  a 
thirteen-month  year  due  to  the  changing  of  the 
A.M.E.F.  fiscal  year  to  end  on  January  31.  In 
1960  we  had  the  normal  twelve-month  year,  and, 
comparing  it  with  the  thirteen-month  period  of 
1959,  our  1960  totals  were  up  approximately  6 per 
cent.  Of  this  6 per  cent  increase,  part,  of  course, 
was  due  to  the  increased  contributions  of  New  York 
(Table  I). 

At  this  time  I wish  to  thank  the  editors  of  the 
county  medical  society  bulletins  in  New  York  State 
for  their  assistance  this  year  in  reminding  mem- 
bers in  their  counties  of  our  annual  campaign  for 
funds  to  assist  our  medical  schools.  Mr.  Jay  B. 
Oliver,  acting  director  of  the  A.M.E.F.,  and  Mr. 
Jack  Pardee,  director  of  the  Department  of  Com- 
munications of  the  State  Medical  Society,  have 
worked  very  closely  with  my  committee  and  merit 
our  appreciation  for  all  they  have  done. 

Respectfully  submitted, 

Henry  J.  Barrow,  M.D.,  Chairman 
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Reports  in  this  section  are  referred  to  the  Reference  Committee  on  Organization  and 
Policies,  consisting  of  the  following: 

Frank  LaGattuta,  M.D.,  Bronx,  Chairman 
Philip  D.  Allen,  M.D.,  New  York 
Stanley  B.  Folts,  M.D.,  Seneca 

Arthur  F.  Gaffney,  M.D.,  Oneida,  Fifth  District  Branch 
Joseph  J.  Russo,  M.D.,  Albany 


First  District  Branch 


To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  First  District  Branch 
was  held  at  the  Statler  Hilton  Hotel,  New  York 
City,  on  Sunday,  May  8,  1960,  with  Frederick  A. 
Wurzbach,  Jr.,  M.D.,  president,  presiding,  and 
Moses  H.  Krakow,  M.D.,  acting  as  secretary. 

The  minutes  of  the  May,  1959,  meeting,  which 
appeared  in  the  April  15,  1960,  issue  of  the  New 
York  State  Journal  of  Medicine,  were  approved. 
The  following  resolution  was  read: 

Whereas,  the  resolution  passed  by  the  Comitia 
Minora  of  the  Medical  Society  of  the  County  of 
Kings,  at  its  meeting  on  Wednesday,  March  2, 
1960,  and  approved  by  the  Coordinating  Council 
of  the  Five  County  Medical  Societies  of  Greater 
New  York  at  its  regular  meeting  on  Tuesday, 
March  8,  1960,  and  pertaining  to  a Keller  opera- 
tive procedure  on  the  first  metatarsal  phalangeal 
joint  of  the  foot  performed  by  a practitioner  of 
podiatry  or  chiropody,  and  the  subsequently 
rendered  opinion  of  the  Attorney  General  of  the 
State  of  New  York  that  the  said  practitioner  was 
acting  within  his  competence  in  carrying  out  this 
operative  procedure  as  authorized  by  the  Educa- 
tion Law  in  defining  the  practice  of  podiatry,  was 
presented  to  the  Orthopedic  Section  of  the  New 
York  Academy  of  Medicine  at  its  regular  stated 
meeting  on  March  14,  1960;  and 

Whereas,  the  performance  of  an  operative 
procedure  such  as  described  violates  the  anatomic 
limitations  prescribed  in  the  Education  Law  de- 
fining the  practice  of  podiatry;  and 

Whereas,  the  practice  of  a surgical  operation 
of  this  magnitude  is  clearly  beyond  the  training, 
skill,  and  experience  of  a podiatrist,  and  therefore 
contrary  to  the  public  interest  and  welfare;  now 
therefore  be  it  hereby 

Resolved,  that  the  Orthopedic  Section  of  the 


New  York  Academy  of  Medicine  records  its 
approval  and  endorsement  of  said  resolution  and 
that  copies  of  this  resolution  be  forwarded  to  the 
Coordinating  Council  of  the  First  District  Branch 
of  the  Medical  Society  of  the  State  of  New  York, 
the  Medical  Society  of  the  State  of  New  York,  the 
American  Medical  Association,  the  American 
Academy  of  Orthopaedic  Surgeons,  and  the  Ameri- 
can College  of  Surgeons  for  appropriate  action. 
Discussion  followed  in  which  it  was  agreed  that  an 
injunction  should  be  sought  against  the  interpreta- 
tion by  the  State  Education  Department,  which  has 
arbitrarily  increased  the  scope  of  podiatrists  without 
due  process  of  law.  It  was  further  pointed  out  that 
a statement  should  be  included  in  the  resolution,  re- 
questing the  Medical  Society  of  the  State  of  New 
York  to  obtain  a "cease  and  desist”  order  against  the 
podiatrists  of  the  State  of  New  York  for  performing 
surgery  beyond  the  scope  of  their  licensure.  On 
motion,  it  was  approved  that  the  resolution  be  re- 
ferred to  a committee  composed  of  the  presidents  of 
the  five  county  medical  societies,  for  the  purpose  of 
including  the  statement  regarding  a "cease  and 
desist”  order,  and  that  the  resolution,  with  the  addi- 
tion, be  presented  to  the  House  of  Delegates  for 
action. 

On  motion  it  was  approved  that  the  following 
amendment  to  Chapter  VI,  Article  2 of  the  Bylaws  of 
the  First  District  Branch  be  sent  to  the  Council  of 
the  State  Medical  Society,  with  a request  for 
approval: 

The  Ad  Interim  Committee  shall  consist  of  the 
President,  Vice-President,  the  Secretary,  and 
Treasurer  of  the  District  Branch,  the  Chairman 
and  Vice-Chairman  of  the  Coordinating  Council 
and  the  President  of  each  of  the  constituent  socie- 
ties or  a member  of  the  Coordinating  Council 
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from  that  Society  designated  1)3"  its  President. 
At  the  meetings  of  the  Ad  Interim  Committee  the 
Secretary  and  Treasurer  shall  have  voice  but  no 
vote.  The  .\d  Interim  Committee  shall  act  for 
the  Coordinating  Council  between  meetings.  It 
shall  serve  as  the  publicit3"  committee  of  the  Co- 
ordinating Council;  as  such,  it  may  give  informa- 
tion to  the  public  concerning  actions  of  the  Co- 
ordinating Council.  No  one  may  give  informa- 
tion concerning  the  actions  of  the  Coordinating 
Council,  e.\cept  with  the  approval  of  the  Coordi- 
nating Council  or  its  Ad  Interim  Committee. 

The  treasurer  reported  a balance  as  of  May  8, 
19C0,  of  S40.5.84. 

Ceorge  W.  McCormick,  M.D.,  presented  the 
following  resolutions  from  the  Richmond  County 
Medical  Society: 

Whereas,  commercial  insurance  companies 
reimburse  the  ph3'sician  for  the  completion  of 
inquiry  forms;  and 

Whereas,  the  Associated  Hospital  Service  of 
New  York  expects  and  almost  demands  that  the 
physician  perform  secretarial  duties  that  right- 
fully belong  to  Blue  Cro.ss;  now'  therefore  be  it 
hereby 

Resolved,  that  Associated  Hospital  Service  be 
requested  to  reimburse  the  pli3'sician  for  the 
completion  of  inquiry  forms. 

Whereas,  the  Board  of  Regents  of  the  Univer- 
sity of  the  State  of  New  York,  as  authorized  by 
the  Medical  Practice  Act,  in  defining  the  term 
“unprofessional  conduct  in  the  practice  of  medi- 
cine,” has  ruled  (Article  II,  Section  30,  subdivision 
4)  that  the  following  described  conduct  on  the 
part  of  a physician  constitutes  “unprofessional 
conduct”: 

“The  revealing  of  facts,  data,  or  information 
obtained  in  a professional  capacity  relating  to  a 
patient  or  his  records  without  first  obtaining 
consent  of  the  patient  or  his  duly  authorized 
representative,  except  if  duly  required  by  a 
court  of  competent  jurisdiction  or  statute. 
Nothing  in  this  regulation  shall  prohibit  a 
physician  from  making  such  facts,  data,  or  in- 
formation available  to  a department  of  state 
government  providing  that  such  department 
shall  notify  the  pli3"sician  in  writing  that  such 
facts,  data,  or  information  shall  be  used  for  re- 
search and  study  and  that  their  confidential 
nature  shall  be  maintained;”  and 
Whereas,  the  Department  of  Hospitals,  the 
Board  of  Education,  and  others  habitually  require 
patients’  diagnoses  before  allowing  their  employes 
to  return  to  work;  and 

Whereas,  such  requests  for  diagnoses  without 
the  patient’s  written  authorization  are  requests 
that  the  physician  perform  illegally,  unprofes- 
sionally,  and  unethically;  now  therefore  be  it 


hereb3' 

Resolved,  that  the  Hospital  Department,  the 
Board  of  Education,  and  others  guilt}"  of  this 
j)roccdure  be  informed  that  phvsicians  will  l)c 
instructed  to  refu.se  to  compl}"  with  requests  for 
diagnoses  without  written  authorization  of  the 
patient ; and  be  it  further 

Resolved,  that  this  resolution  be  presented  to 
the  Coordinating  Council  for  approval  and,  if 
acted  upon,  he  given  the  widest  publicit\"  possible 
including  publication  in  the  count}"  bulletins. 

The  chairman  ruled  that  these  resolutions  be  re- 
ferred to  the  Coordinating  Council  for  consideration 
and  not  be  considered  by  the  First  District  Branch. 

Dr.  Wurzbach  stated  that  it  has  been  a great 
pleasure  and  an  honor  to  serve  as  president  of  the 
First  District  Branch  during  the  past  two  years  and 
that  he  has  enjoyed  attending  the  meetings  of  the 
Coordinating  Council,  where  the  president  of  the 
First  District  Branch  has  the  privilege  of  voice  and 
vote. 

The  report  of  the  Nominating  Committee  for 
1960-1962  was  presented,  as  follows: 

President 

Gerald  D.  Dorman,  M.D.,  New'  York 

Vice-President 

Walter  T.  Heldmann,  M.D.,  Richmond 

Secretary 

Charles  F.  McCarty,  M.D.,  Kings 

Treasurer 

Moses  H.  Krakow",  M.D.,  Bronx 

The  secretary  was  instructed  to  cast  a unanimous 
ballot  for  the  above  slate. 

Dr.  Dorman  then  took  the  chair  and  thanked  the 
members  for  electing  him  to  the  presidency  of  the 
First  District  Branch.  He  stated  that  he  will  en- 
deavor to  fulfill  the  duties  and  obligations  involved. 

Coordinating  Council,  September  13,  1960. — At 
the  September  13,  1960,  meeting  of  the  Coordinating 
Council,  Samuel  Wagreich,  M.D.,  presiding,  the 
Council  and  guests  stood  in  silent  memory  to  Dr. 
Moses  Krakow,  who  had  served  as  treasurer  of  the 
Coordinating  Council  since  1943  and  who  passed 
away  on  September  2,  1960.  The  secretary  was  re- 
quested to  send  a letter  of  condolence  to  Mrs.  Nora 
Murray,  daughter  of  Dr.  Krakow. 

The  Coordinating  Council  was  notified  by  William 
L.  Wheeler,  Jr.,  M.D.,  secretary  of  the  Medical 
Society  of  the  State  of  New  York,  that  the  amend- 
ment to  Chapter  VI,  Article  2 of  the  Bylaw's  of  the 
First  District  Branch  had  been  approved  by  the 
Council. 

A letter  from  the  Second  International  Meeting  in 
Forensic  Pathology  and  Medicine  invited  the 
Council  to  take  a table  for  the  dinner  on  Tuesday, 
September  20,  1960,  at  the  Hotel  Commodore  in 
celebration  of  the  opening  of  the  new  Forensic 
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Medical  Center  in  New  York  City,  which  will  be 
under  the  supervision  of  Milton  Helpern,  M.D., 
Chief  Medical  Examiner  of  the  City  of  New  York. 
The  Council  voted  to  take  a table  for  the  dinner  and 
that  each  county  society  be  asked  to  send  at  least 
two  representatives. 

During  the  Boy  Scout  encampment  on  Randall’s 
Island,  in  July  of  1960,  the  Coordinating  Council 
supplied  physicians  for  around-the-clock  duty  at  the 
camp.  The  following  letters  to  Dr.  Wagreich  from 
the  Boy  Scouts  of  America  were  read: 

“I  don’t  think  I have  ever  worked  on  a Scouting 
project  with  a busier  doctor  who  has  given  so 
willingly  of  his  time  to  make  our  project  successful. 

“I  want  to  express  my  personal  thanks,  as  well 
as  that  of  the  Boy  Scouts,  for  the  tremendous 
help  you  have  given  us.  The  cooperation  of  the 
Five  County  Medical  Associations  was  terrific. 
Every  doctor  who  attended  seemed  most  enthusi- 
astic about  the  project.  When  we  mentioned  to 
them  your  great  efforts  in  recruiting  and  co- 
ordinating doctors  for  the  Camporee,  they  had 
nothing  but  the  best  to  say  of  you.  It  showed  a 
very  deep  respect  for  you,  both  personally,  and  of 
your  high  position  in  the  medical  field. 

Bob  Hamilton,  Assistant  Director” 

“Before  I complete  the  closing  of  the  Jubilee 
Camporee  at  Randall’s  Island  as  part  of  the 
history  of  fifty  years  of  Scouting  service,  I want  to 
state  our  sincere  appreciation  of  your  leadership 
to  the  medical  program  for  the  event. 

“Nothing  brings  more  satisfaction  than  the 
knowledge  that  we  had  the  support  of  the  physi- 
cians and  nurses  of  the  five  counties  of  New  York 
City  in  this  enterprise  on  behalf  of  the  youngsters 
of  New  York. 

“It  shows  the  high  regard  in  which  Scouting  is 
held  and  is  a tribute  to  your  leadership  in  the 
medical  field. 

“Please  relay  to  all  those  associated  with  the 
enterprise  our  most  sincere  appreciation  of  their 
helpfulness. 

Alfred  C.  Nichols,  Director,  Program  Service” 

Dr.  Wagreich  stated  that  30  physicians  volun- 
teered their  services  for  this  Camporee:  14  from  the 
Bronx,  7 from  Brooklyn,  4 from  Queens,  3 from  New 
York,  2 from  Richmond.  He  stated  that  approxi- 
mately 250  emergency  cases  among  Boy  Scouts  and 
their  visitors  were  treated. 

Dr.  McCarty,  secretary,  reported  on  the  parking 
situation,  as  follows: 

Representatives  of  the  Coordinating  Council  met 
with  Magistrate  Bloch  on  July  11,  1960,  and  at  that 
time  the  Magistrate  agreed  not  to  send  back  parking 
tickets  which  were  issued  prior  to  February  26, 
1960.  He  also  informed  those  present  that  meter 
parking  was  for  one  hour  and  one  hour  only  and  that 
no  one  was  allowed  by  law  to  place  a second  dime  in 


a meter.  This  fact  has  been  published  in  the 
Bulletin  of  the  Medical  Society  of  the  County  of 
Kings  and  now,  very  recently,  when  doctors  who 
have  their  offices  near  parking  meters  receive  tickets, 
there  is  a small  printed  slip  attached  to  them 
stating  the  above  fact.  Meter  parking  is  for  the 
sole  purpose  of  allowing  persons  to  park  for  a limited 
time  in  business  districts  in  order  to  transact  business. 
It  is  felt  by  the  city  authorities  and  by  the  various 
chambers  of  commerce  that  as  many  persons  as 
possible  should  be  allowed  to  park  during  a business 
day  in  these  areas  and  that  the  streets  should  not  be 
used  as  a garage  for  persons  working  or  having 
businesses  in  the  area. 

Coordinating  Council,  November  8,  1960. — A 
meeting  of  the  Coordinating  Council  was  held  at  the 
Press  Box  on  Tuesday,  November  8,  1960.  The 
deans  of  the  medical  colleges  in  Greater  New  York 
were  invited.  Those  who  attended  were:  Joseph 
E.  Deitrick,  M.D.,  Cornell  University  Medical 
College;  Marcus  D.  Kogel,  M.D.,  Albert  Einstein 
College  of  Medicine;  Robert  A.  Moore,  M.D., 
Downstate  Medical  Center;  George  A.  Perera, 
M.D.,  Dean,  College  of  Physicians  and  Surgeons; 
Bernard  S.  Wortis,  M.D.,  New  York  University 
College  of  Medicine. 

Dr.  Samuel  Wagreich,  chairman  of  the  Co- 
ordinating Council,  stated  that  this  was  “Dean’s 
Night.’’  The  deans  or  their  representatives  from 
all  but  one  of  the  medical  schools  in  greater  New 
York  were  present. 

David  Kershner,  M.D.,  newly  elected  treasurer  of 
the  Council,  reported  $376.31  in  the  treasury. 
There  was  discussion  concerning  the  financial  condi- 
tion of  the  Council.  It  was  approved  that  beginning 
with  this  meeting  each  person  would  pay  $15  for  his 
dinner  (including  refreshments  and  service). 

A letter  from  Leona  Baumgartner,  M.D.,  Com- 
missioner of  Health,  to  Dr.  Wagreich,  was  read,  as 
follows: 

“For  the  past  year,  the  Health  Department  has 
cooperated  with  the  Kings  County  Medical 
Society  in  the  development  of  a Perinatal  Mor- 
tality Committee  which  is  currently  analyzing 
2,000  perinatal  deaths  per  annum.  In  addition, 
a monthly  Perinatal  Mortality  Conference  is  held 
at  the  Kings  County  Medical  Society,  to  which 
the  general  medical  profession  is  invited.  These 
meetings  serve  an  excellent  educational  func- 
tion. The  general  medical  public  in  attend- 
ance is  being  educated  to  perinatal  mortahty 
control.  I feel  that  by  this  device  not  only  will 
perinatal  mortality  be  lowered  but  standards  of 
practice  in  maternity  and  newborn  care  will  be 
elevated  as  well. 

“It  would  be  most  desirable  to  develop  similar 
perinatal  mortality  control  activities  in  the  other 
four  boroughs  and  I have  so  written  to  the  respec- 
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tive  county  medical  societies.  I should  like  to 
suggest  that  tliis  be  put  on  the  agenda  of  a meeting 
of  the  Coordinating  Council.” 

This  matter  was  referred  to  each  of  the  five  county 
medical  societies,  requesting  cooperation  with  Dr. 
Baumgartner. 

The  following  letter,  which  was  sent  to  Morris 
Jacobs,  M.D.,  Commissioner  of  Hospitals,  and  to 
each  member  of  the  Board  of  Hospitals,  was  read 
and  approved: 

“It  has  come  to  the  attention  of  the  Coordinat- 
ing Council  that  there  has  been  consideration  by 
the  Board  of  Hospitals  of  the  feasibility  of  trans- 
ferring the  supervision  of  nursing  homes  in  New 
York  City  from  the  Department  of  Hospitals  to 
the  Department  of  Health. 

“We  are  sure  that  you  are  well  aware  of  the  im- 
provement in  the  quality  of  care  in  nursing  homes 
in  the  past  year  or  two.  The  Coordinating 
Council  believes  this  is  largely  due  to  recent 
efforts  on  the  part  of  the  Department  of  Hospitals. 
There  have  been  frequent  inspections  of  these 
homes  by  representatives  of  this  department. 
The  Department  of  Hospitals  has  insisted  on  strict 
adherence  by  nursing  homes  to  the  standards  set 
up  by  that  department. 

“Nursing  homes  are  concerned  with  the  care  of 
sick  people,  especially  the  chronically  ill  and 
elderly.  We  feel  they  should  be  under  the  super- 
vision of  the  Department  of  Hospitals  whose 
prime  function  is  the  care  of  the  sick.  On  the 
other  hand,  the  Department  of  Health  is  pri- 
marily concerned  with  epidemiology  and  disease 
prevention,  whereas  the  Department  of  Hospitals 
has  personnel  who  are  trained  and  experienced  in 
the  inspection  of  hospitals  and  nursing  homes. 
The  Department  of  Health  inspection  teams  con- 
sist only  of  those  who  inspect  sanitary,  maternity, 
and  newborn  facilities. 

“As  physicians,  we  are  particularly  interested 
in  obtaining  the  best  health  care  available  to  the 
people  of  New  York  City.  In  nursing  homes  we 
are  sure  this  can  best  be  achieved  if  the  Depart- 
ment of  Hospitals  continues  to  be  responsible  for 
the  supervision  of  these  institutions. 

“The  Coordinating  Council  wishes  to  reiterate 
its  confidence  in  you  and  your  department,  as  we 
are  well  aware  of  the  excellent  work  being  done  in 
the  best  interests  of  the  sick  people  of  this  city. 

Charles  F.  McCarty,  M.D.,  Secretary" 

The  following  letter  from  Monroe  Broad,  M.D., 
president  of  the  Medical  Society  of  the  Co\inty  of 
Queens,  was  read: 

“Enclosed  is  a copy  of  a letter  we  received  in  the 
Society  office.  I suggest  that  it  be  placed  on  the 
agenda  for  the  November  8 Coordinating  Council 
meeting. 

“The  following  item  appeared  in  the  October, 


1960,  Bulletin  of  this  Society:  ‘It  was  brought  to 
the  attention  of  Comitia  Minora  that  the  counties 
in  New  York  City  use  different  standards  and 
criteria  as  the  basis  for  granting  an  “S”  workmen’s 
compensation  rating.  It  was  voted  to  refer  this 
matter  to  the  Coordinating  Council  with  the  sug- 
gestion that  the  chairman  of  the  workmen’s  com- 
pensation committee  of  each  of  the  five  county 
societies  in  New  York  City  meet  in  an  effort  to 
arrive  at  a uniform  standard  for  determining  com- 
pensation ratings  for  physicians  practicing  in  New 
York  City.’ 

“Will  you  please  place  this  item  on  the  Novem- 
ber 8 agenda.” 

It  was  approved  that  the  workmen’s  compensa- 
tion chairmen  of  each  of  the  five  county  medical 
societies  meet  to  make  recommendations  concerning 
this  matter. 

Report  of  Economics  Committee. — On  November  3, 
I960,  a meeting  of  the  committee  was  held  at  the 
Vanderbilt  Hotel,  during  the  regional  conference  of 
the  Medical  Society  of  the  State  of  New  York. 

There  seemed  to  be  universal  approval  of  the  new 
radiology  contract  submitted  by  United  Medical 
Service,  although  final  action  on  it  has  not  been 
taken  by  all  the  county  societies.  It  was  agreed 
that  final  approval  would  be  announced  through 
your  committee. 

The  Commissioner  of  Welfare  has  submitted  a 
recommendation  for  an  increase  in  payment  to  panel 
physicians,  to  the  New  York  State  Department  of 
Welfare.  A further  report  will  be  submitted  at  the 
January  meeting. — Charles  C.  Mangi,  M.D.,  Chair- 
man. 

The  following  letter  referred  to  the  Council  by 
Irving  M.  Pallin,  M.D.,  president  of  the  Medical 
Society  of  the  County  of  Kings,  was  received  from 
Matthew  Brody,  M.D.,  chairman  of  the  subcom- 
mittee on  mental  health  of  that  Society: 

“Suddenly  last  summer  the  Police  Department 
became  most  hesitant  in  offering  cooperation  and 
help  to  families  of  mentally  disturbed  patients  re- 
quiring transfer  to  an  observation  ward.  When 
local  police  officials  were  contacted,  they  were 
most  courteous  but  stated  that  there  had  been  a 
recent  order  making  it  impossible  for  them  to  do 
otherwise.  The  Subcommittee  on  Mental  Health 
appointed  an  ad  hoc  committee,  with  Dr.  Alexan- 
der Levine  as  chairman,  to  investigate  this  serious 
situation.  We  have  obtained  a copy  of  the  police 
order,  which  is  attached  to  this  letter,  and  have 
been  in  conference  with  certain  city  officials,  who 
have  been  courteous  and  polite,  and  indicated  a 
desire  to  work  out  some  solution  to  this  problem. 

“In  1948,  a mentally  ill  man  by  the  name  of 
Warner  was  sent  to  Marcy  State  Hospital  on  the 
certificate  of  a health  officer,  who  had  not  bothered 
to  examine  the  patient.  The  Court  of  Appeals 
was  appropriately  shocked  that  a certificate  should 
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have  been  issued  without  an  examination,  and  per- 
mitted this  man  to  collect  damages  {Warner  v. 
N.Y.  297  NY  396).  Some  time  ago,  a judge 
sitting  in  Bellevue  Hospital  questioned  how  a 
mentally  ill  patient  had  been  admitted  to  Bellevue. 
The  police  officer  honestly  stated  that  he  himself 
could  not  determine  whether  the  man  was  ill  or 
not.  The  Corporation  Counsel  has  studied  the 
law  and  issued  an  opinion  which  resulted  in 
Police  Order  G.O.  29,  issued  June  23,  1960,  which 
ended  with  the  statement  that  there  was  ‘no 
warrant  in  law  for  the  compulsory  removal  of  a 
person  to  a psychiatric  institution  by  a police 
officer  solely  on  the  basis  of  a note  written  by  a 
private  physician  stating  the  person  is  in  need  of 
psychiatric  attention.’ 

“As  a result  of  this  order,  police  officers  have  re- 
fused to  call  psychiatric  ambulances  when  re- 
quested to  do  so.  The  observation  wards  in  turn 
have  stated  that  if  a private  physician’s  note  is 
not  good  enough  for  the  police  department,  it 
would  not  be  good  enough  for  them.  As  a result 
of  these  attitudes.  Section  81.2  of  the  Mental 
Hygiene  Law  has  been  rendered  ineffective. 

“This  is  indeed  a serious  situation,  and  some- 
thing has  to  be  done  before  someone  gets  seriously 
hurt  and  the  city  is  sued.  Certainly  the  police 
department  should  be  informed  that  their  first 
duty  is  the  preservation,  safety,  and  protection  of 
life.  They  should  facilitate  calls  to  psychiatric 
hospitals  and  notify  them  that  the  relatives  have  a 
physician’s  note.  Until  the  ambulance  arrives, 
the  police  officers  should  at  least  be  present  to 
maintain  order  and  protect  life. 

“The  nurse  in  the  psychiatric  ambulance  should 
be  permitted  to  notify  the  psychiatric  division  of 
the  presence  of  a physician’s  note.  If  no  physi- 
cian’s note  is  present,  and  if  the  patient  is  not  at 
the  moment  disturbing  the  peace,  then  the  police 
officer  should  notify  the  relatives  of  their  duty  to 
make  a citizen’s  arrest.  If  the  Corporation 
Counsel  believes  the  law  is  defective,  he  should 
recommend  those  changes  that  are  necessary. 

“it  is  respectfully  suggested  that  the  Co- 
ordinating Council  of  the  five  county  medical 
societies  request  the  Mayor’s  office  to  call  a con- 
ference of  representatives  of  the  Police  Depart- 
ment, the  Department  of  Hospitals,  and  the 
Corporation  Coun  -el,  so  that  proper  measures  can 
be  taken  to  protect  jiotentially  dangerous  patients 
from  themselves.’’ 

We  have  been  informed  that  the  Mayor’s  office  has 
had  a bill  introduced  into  the  Legislature  to  remedy 
this  situation. 

Coordinating  Coimcil,  January  1,  1961. — A 

meeting  of  the  Coordinating  Council  was  held  at  the 
Press  Box,  New  York  City,  on  Tuesday,  January 
10, 1961. 


At  the  request  of  the  chairman.  Dr.  Wagreich,  the 
Council  rose  in  memory  of  Laurance  D.  Redway, 
M.D.,  editor  of  the  New  York  State  Journal  of 
Medicine,  whom  Dr.  Wagreich  characterized  as  a 
devoted  servant  of  medicine. 

Edward  Kirsch,  M.D.,  of  the  Greater  New  York 
Hospital  Association,  and  Morris  Jacobs,  M.D., 
Commissioner  of  Hospitals,  discussed  the  foreign 
intern  situation,  reporting  that  certain  foreign 
graduates  serving  as  interns  and  residents  in  New 
York  City  did  not  pass  the  New  York  State  Board  of 
Medical  Examiners’  test.  They  stated  that  this  is 
a great  handicap  to  the  hospitals  in  New  York  City, 
both  municipal  and  voluntary.  Dr.  Jacobs  spoke  of 
the  plan  of  the  Department  of  Hospitals  to  substi- 
tute the  services  of  private  physicians  on  the  staffs 
in  place  of  the  foreign  graduates,  so  that  patients  in 
municipal  hospitals  would  not  suffer. 

The  Coordinating  Council  approved  the  payment 
of  an  hourly  stipend  to  physicians  engaged  in 
emergency  work  in  municipal  hospitals. 

Dr.  Kirsch  and  Mr.  Jack  Pardee  discussed  the 
situation  involving  Cuban  refugee  physicians  who 
have  been  practitioners  of  medicine  in  Cuba.  They 
requested  approval  of  the  Coordinating  Council 
that  assistance  be  given  in  obtaining  positions  in 
New  York  City  hospitals  for  all  these  doctors.  This 
approval  was  voted. 

Charles  Mangi,  M.D.,  chairman  of  the  Economics 
Committee,  reported  concerning  the  joint  meeting 
of  the  Economics  and  Public  Health  Committees  as 
follows; 

The  meeting  was  held  at  the  building  of  the  Chief 
Medical  Examiner  on  December  15,  1960. 

Presept  were  the  following:  Public  Health — Drs. 
Philip  Cantor,  Kings;  Milton  Helpern  (Chairman), 
New  York;  Mary  McLaughlin,  Queens;  John  H. 
Randall,  Richmond;  Theodore  Rosenthal,  New 
York;  George  Schwartz,  Bronx. 

Economics — Drs.  George  Himler,  New  York; 
Mortimer  Lefkowitz,  Kings;  Charles  C.  Mangi 
(Chairman),  Queens;  Cecil  Mantel,  Richmond. 

The  items  for  discussion  were: 

1.  The  establishment  of  chain  drug  stores. — Mr. 
Herbert  D.  Bank,  chairman  of  the  Emergency 
Committee  for  Pharmacy  and  Public  Health,  pre- 
sented a brief  summary  of  the  development  of  the 
Medstore  Plan,  Inc.  This  is  sponsored  by  13  trade 
unions  and  it  is  contemplated  that  at  least  5 giant 
drugstores  will  be  opened  in  New  York  City.  The 
sponsors  claim  that  it  would  save  union  members  a 
large  percentage  of  the  cost  of  drugs.  The 
announcement  spoke  of  a “bureau  of  standards  and 
controls”  and  of  a campaign  to  persuade  physicians 
to  prescribe  drugs  by  their  generic  names.  Or- 
ganized pharmacy  opposes  this  plan  because  it  feels 
it  is  (a)  economically  unsound;  (6)  morally  indefen- 
sible because  a group  of  trade  unions  would  be  com- 
peting with  the  pharmacist;  (c)  a threat  to  the 
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public  health  since  it  would  cause  the  bankruptcy  of 
hundreds  of  small  neighborhood  drugstores  and  the 
loss  of  small  neighborhood  drugstores  and  the  loss  of 
essential  pharmaceutic  services  in  many  areas;  (d) 
a threat  to  the  public  health  because  generic  pre- 
scribing might  lead  to  inferior  drugs. 

The  Emergency  Committee  for  Pharmacy  does  not 
oppose  generic  prescribing  but  feels  that  for  any  such 
program  to  succeed  “it  must  have  the  proper  controls 
to  prevent  the  sale  of  inferior  drugs.”  It  does  pro- 
pose the  establishment  of  a prepaid  prescription 
insurance  program,  administered  bj'  a nonprofit 
corporation  and  governed  by  a board  of  directors 
consisting  of  representatives  of  medicine,  pharmacy, 
labor,  and  the  consumer. 

The  joint  committees  felt  that  adequate  safety 
precautions  exist  for  maintaining  proper  standards 
of  drugs.  By  a vote  of  8 to  1,  the  committee  de- 
cided to  refrain  from  taking  any  action  on  the 
Medstore  Plan,  since  it  was  not  clear  that  it  was  a 
threat  to  public  health,  or  that  it  would  result  in 
inferior  drugs. 

2.  Generic  prescribing. — A request  had  been  sub- 
mitted by  the  Pharmaceutical  Society  of  the  State 
of  New  York  to  study  the  directive  issued  by  the 
New  York  State  Department  of  Welfare.  On 
November  1,  1960,  panel  pharmacists  would  be  re- 
imbursed for  the  filling  of  welfare  prescriptions  on  a 
selective  list  of  prescription  products,  on  the  basis  of 
a “median”  cost  of  “generic  equivalents.”  A 
thorough  discussion  of  this  subject  appears  in  the 
November  5,  1960  issue  of  New  York  Medicine. 

By  invitation,  Mr.  Ira  Sharenow,  a house  counsel 
for  the  office  of  the  Pharmaceutical  Society  of  the 
State  of  New  York,  discussed  the  legal  and  practical 
aspects  of  generic  prescribing. 

The  joint  committee  noted  that  in  1957  the  Medi- 
cal Society  of  the  State  of  New  York  and  the  Phar- 
maceutical Society  of  the  State  of  New  York  has 
compiled  a “Physician’s  Prescription  Manual.”  Its 
purpose  was  to  bring  about  greater  uniformity  in 
prescription  writing  by  encouraging  the  wider  use  of 
generic  names.  It  was  felt  that  “such  a list  will 
encourage  uniformity  in  prescription  writing  and, 
ultimately,  effect  economy  to  the  patient,  the 
hospital,  and  those  welfare  organizations  which 
make  provision  for  pharmaceutical  services  for  their 
clients.” 

Your  committee  noted  that  generic  prescribing  is 
required  by  many  departments  of  welfare,  and  by 
many  hospitals.  The  committee  feels  that  there  are 
adequate  controls  for  maintaining  proper  standards 
for  drugs.  It  was  not  felt  that  the  use  of  generic 
prescribing  should  be  opposed. 

Both  items  of  discussion,  the  starting  of  the  chain 
drugstores  with  the  alternative  proposal  of  a prepaid 
insurance  program  and  the  use  of  generic  prescribing 
might  be  of  value  in  reducing  drug  costs.  The  joint 


committees  felt  that  the  Coordinating  Council 
should  not  initiate  a letter  to  the  Mayor  requesting 
the  formation  of  a committee  to  study  the  question 
of  drug  costs  but  that  the  Council  inform  all  inter- 
ested parties  that  it  would  offer  its  services  and 
advice  to  any  group  desiring  to  study  the  question. 

The  joint  report  of  the  Economics  and  Public 
Health  Committees  was  approved  by  the  Coordinat- 
ing Council. 

August  Groeschel,  M.D.,  representative  of  the 
Community  Blood  Council,  reported  on  the  method 
being  used  by  that  association  in  supplying  volun- 
tary and  municipal  hospitals  in  the  City  of  New  York 
with  blood.  The  Community  Blood  Council  of 
Greater  New  York  has  recommended  maximum 
charges  and  a uniform  replacement  ratio  for  blood 


and  blood  transfusion  services  as  follows: 

Blood,  1 unit  or  pint $12.50 

Processing 5.00 

Laboratory  and  administration  of  the 

blood 12.50 

Total  charge  for  blood  transfusion 30.00 

Replacement  ratio — one  for  one — credit  to 
patient’s  account  for  replacement  of 
blood 12.50 


These  recommendations  are  in  accordance  with 
recommendation  60  of  the  New  York  Academy  of 
IMedicine’s  report  on  blood  in  New  York  City,  which 
reads  as  follows:  “Individual  hospitals  who  work 
with  the  community  blood  organization  to  evolve  a 
uniform  schedule  of  charges  with  the  setting  of  a 
maximum  and  a standard  system  of  billing  the 
patient.” 

Solomon  Schus.sheim,  M.D.,  is  the  representative 
of  the  Coordinating  Council  to  the  Community 
Blood  Council. 

The  Coordinating  Council  approved  the  manner 
in  which  the  Community  Blood  Council  is  func- 
tioning. 

Dr.  McCfarty  reported  for  the  Compeiusation 
Committees  as  follows:  “The  meeting  of  the  chair- 
men of  the  compensation  committees  of  the  five 
county  medical  societies  of  Greater  New  \'ork  was 
held  at  New  York  County  Medical  Society  on 
Thursday,  December  22,  1961.  Present  were: 

Dr.  Wilbur  Duryee  and  Mr.  Robert  Potter  of  New 
York  County  Medical  Society;  Dr.  Milton  Good- 
friend  and  Mr.  Belmont  Ivindler  of  Bronx  County 
Medical  Society;  Dr.  David  Kershner  and  Dr. 
Charles  F.  McCarty  of  Kings  County  Medical 
Society;  Dr.  Alfred  H.  Smith  and  Dr.  Jerr}'  Leon  of 
Queens  County  Medical  Society;  and  Dr.  Joseph 
D’Agostino  of  Richmond  County  Medical  Society. 

The  meeting  was  held  at  the  request  of  the  Queens 
County  Medical  Society  concerning  a paragraph  in 
the  notice  from  the  Council  Committee  on  Work- 
men’s Compensation  of  the  Medical  Society  of  the 
State  of  New  York. 
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This  paragraph,  “S  qualification,  including  all 
specialists”  states  that  formative  training  of  at 
least  four  years  is  sufficient  to  qualify  a man  as  a 
specialist  in  his  particular  field.  Some  specialties, 
such  as  anesthesia,  do  not  require  four  years  of 
training.  Formative  training  means  the  required 
training,  in  an  approved  training  center  for  residents 
as  set  up  under  the  present  recognized  training  pro- 
grams. 

In  accordance  with  this  notice  additional  time  is 
not  required  in  the  actual  practice  of  a specialty  be- 
fore an  “S”  rating  can  be  granted.  The  compensa- 
tion committees  of  Bronx  County,  Kings  County, 
and  Richmond  County  are  following  this  plan,  while 
the  compensation  committees  of  New  York  County 
and  Queens  County  require  one  or  two  years  in  the 
actual  practice  of  medicine  before  an  “S”  rating  is 
granted.  In  order  to  bring  uniformity  in  the  giving 
of  ratings  throughout  the  entire  city,  the  chairmen 
arrived  at  a plan,  b}'  which  the  Workmen’s  Com- 
pensation Board  of  New  York  State  would  be  re- 
quested to  grant  a “Q”  rating  instead  of  “S”  rating 
for  persons  who  are  qualified  but  who  have  not  had 
anj"^  time  in  the  practice  of  medicine.  If  the  New 
York  County  Workmen’s  Compensation  Com- 
mittee agrees  with  us,  a letter  will  be  drawm  up  by 
Mr.  Potter  and  Dr.  McCarty  to  be  signed  by  the 
chairmen  of  the  five  county  medical  societies,  and 
sent  to  Colonel  S.  E.  Senior,  chairman  of  the  Work- 
men’s Compensation  Board. 

Joseph  Shanaphy,  M.D.,  of  Richmond,  chairman 
of  the  Legislation  Committee,  was  elected  as  the 
delegate  from  the  First  District  Branch  to  the 
Medical  Society  of  the  State  of  New  York. 

George  James,  M.D.,  Deputy  Commissioner  of 
Health,  gave  the  following  reports  for  Dr.  Baum- 
gartner. 

1.  Contract  Laboratories. — The  Health  Depart- 
ment is  making  a very  thorough  investigation  of  cer- 


tain commercial  laboratories  in  Greater  New  York 
who  are  selling  services  to  physicians  at  greatly  re- 
duced rates,  not  only  in  the  city,  but  throughout  the 
entire  country.  In  some  cases,  the  laboratory  does  a 
physician’s  entire  clinical  pathology,  including 
blood,  urine,  microscopic  examination,  sputa, 
Wassermanns,  blood  groupings,  etc.,  for  a flat  sum  of 
$50  per  month,  if  the  doctor  or  the  patient  will 
deliver  the  specimens  to  the  laboratory. 

The  Health  Department  is  questioning  the 
mechanical  methods  being  used  in  these  examina- 
tions, and  is  trying  to  ascertain  if  these  methods  may 
reduce  the  chance  of  an  accurate  diagnosis. 

2.  Oral  Polio  Vaccine. — On  this  subject.  Dr,  James 
stated  that  oral  polio  vaccine  is  effective  in  the  pre- 
vention of  acute  anterior  poliomyelitis.  At  present 
it  can  only  be  grown  commercially  on  monkey  kid- 
neys. However,  when  grown  to  any  e.xtent  on 
monkey  kidneys,  it  becomes  infected  with  a foreign 
virus.  Therefore  it  cannot  be  sold  commercially  at 
the  present  time.  The  small  amount  being  pro- 
duced successfully  on  chick  embryos  is  being  saved 
to  use  in  communities  whvere  there  is  an  epidemic  of 
polio. 

3.  Health  Resources  Committee. — Dr.  James  also 
reported  on  the  Health  Resources  Committee  Pro- 
gram : Mayor  Wagner  has  stated  that  by  the  end  of 
his  administration,  a sum  equal  to  3 per  cent  of  the 
monies  spent  in  New  York  City  for  the  Health  De- 
partment, Department  of  Hospitals,  and  medical 
care  in  the  Department  of  Welfare  w'ould  be  used 
for  research.  Several  groups  are  w'orking  on 
various  health  problems  under  this  program  and  Dr. 
James  hopes  Dr.  Baumgartner  will  be  able  to  give  a 
more  complete  report  at  one  of  the  future  meetings  of 
the  Coordinating  Council. 

Respectfully  submitted, 

Gerald  D.  Dorman,  M.D.,  President 
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Reports  in  this  section  are  referred  to  the  Reference  Committee  on  Ancillary  Groups, 
consisting  of  the  following: 

Robert  F.  McMahon,  M.D.,  Onondaga,  Chairman 

Leo  S.  Drexler,  M.D.,  Kings 

Gerard  V.  Farinola,  M.D.,  Nassau 

Melville  A.  Hare,  M.D.,  Livingston 

John  F.  Rogers,  M.D.,  Dutchess 


New  York  Bar  Association,  Joint  Committee  with 


To  the  House  of  Delegates,  Gentlemen: 

The  Joint  Committee  -of  the  Medical  Society  of 
the  State  of  New  York  and  the  New  York  State 
Bar  Association  consists  of  the  following  members : 

Medical  Society  of  the  State  of  New  York 


Milton  Helpern,  M.D.,  Chairman New  York 

George  A.  Burgin,  M.D Herkimer 

Samuel  Sanes,  M.D Erie 

New  York  State  Bar  Association 

William  F.  Martin,  Esq.,  Chairman New  York 

R.  Newell  Lusby,  Esq New  York 

Franklin  R.  Brown,  Esq Erie 


The  Joint  Committee  met  on  March  14,  1960,  at 
the  offices  of  the  State  Medical  Society  with  Milton 
Helpern,  M.D.,  chairman,  presiding.  In  addition 
to  the  above  members,  the  following  were  present: 

Medical  Society  of  the  State  of  New  Y ork 


Henry  I.  Fineberg,  M.D Queens 

Norman  S.  Moore,  M.D Tompkins 

Herbert  T.  Wagner,  M.D New  York 

New  York  State  Bar  Association 

Lewis  C.  Ryan,  Esq Onondaga 

Donald  W.  Kramer,  Esq Broome 


The  meeting  was  called  to  discuss  the  proper  role 
of  the  physician  in  courtroom  procedures  requiring 
medical  testimony,  to  insure  that  his  position  is  not 
exploited  and  that  his  medical  knowledge  will  be 
properly  employed  in  the  interest  of  justice. 

In  connection  with  the  role  of  the  physician  in 
court,  several  problems  of  mutual  concern  to  the 
medical  and  legal  professions  were  discussed. 

].  Improper  and  Unwarranted  Medical  Testi- 
mony.— Mr.  Ryan  reported  on  a procedure  in  effect 
in  Minnesota  whereby  complaints  concerning  un- 
warranted testimony  of  physicians  were  investigated 
by  a committee  of  physicians.  He  was  of  the 


opinion  that  the  formation  of  similar  committees 
in  New  York  State  would  act  as  a deterrent  to 
physicians  who  testify  improperly  and  discourage 
conclusions  and  opinions  not  in  keeping  with  the 
best  medical  thinking.  The  review  of  medical  testi- 
mony by  such  a committee  would  tend  to  bring 
about  an  improvement  in  its  quality  and  validity. 
Many  physicians  now  recklessly  offer  positive  opin- 
ions in  reply  to  questions  which  cannot  be  so 
answered.  It  is  less  likely  that  casual  or  improperly 
considered  opinions  would  be  ventured  if  there  was 
knowledge  that  the  testimony  would  be  reviewed  by 
a committee  of  physicians.  The  medical  witness 
should  behave  in  court  as  physicians  do  in  the  class- 
room or  at  a medical  meeting.  A study  of  the 
Minne.sota  plan  for  the  purpose  of  determining  its 
effectiveness  was  proposed.  It  was  further  sug- 
gested that  a procedure  be  established  whereby 
medical  testimony  would  become  easily  available 
to  an  appropriate  committee  of  the  county  medical 
society  where  it  could  be  carefully  and  reasonably 
reviewed. 

It  was  also  recommended  that  a joint  grievance 
committee  be  established  at  the  State  level  to  hear 
complaints  and  make  effective  recommendations. 
Any  authority  which  such  a committee  might  have 
would  depend  on  the  courts.  Legislation  would 
also  be  necessary  to  implement  such  a committee. 

Also,  it  was  believed  that  a physician  would  be 
more  likely  to  receive  fair  treatment  in  the  case  of  a 
complaint  having  been  made  against  him  when  the 
action  arising  out  of  the  complaint  was  initiated  by 
a fellow  physician  rather  than  by  members  of  the 
legal  profession.  It  was  felt  that  the  testimony 
first  would  have  to  be  challenged  by  the  lawyer 
whose  case  was  {irejudiced  by  the  unwarranted 
medical  testimony  but  that  the  proper  and  com- 
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petent  body  to  review  the  medical  testimony  in  a 
disputed  case  should  be  the  county  or  State  medical 
I society. 

There  was  discussion  about  the  desirability  of 
establishing  an  institute  of  legal  medicine  similar  to 
I those  existing  in  many  European  countries,  to 
i which  the  court  could  apply  for  medical  evaluations 
' of  legally  contested  cases.  The  consensus  was  that 
I the  legal  profession  would  not  agree  to  such  a pro- 
I cedure  which  would  be  contrary  to  existing  juridical 
[ principles. 

I It  was  pointed  out  that  many  physicians  do  not 
seem  to  understand  nor  do  many  lawyers  emphasize 
or  explain  the  meaning  in  the  hypothetical  question 
of  the  phrase,  “Have  you  an  opinion,  with  a reason- 

I able  degree  of  certainty ” When  testifying, 

many  physicians  will  give  an  affirmative  answer 
which  implies  reasonable  certainty  when  they 
actually  mean  only  the  slightest  possibility.  It 
was  felt  that  in  the  instruction  of  the  physician  with 
regard  to  his  responsibility  as  a medical  witness, 
the  first  step  to  be  taken  was  to  emphasize  that  all 
medical  opinions  have  to  be  given  with  a reasonable 
degree  of  certainty,  in  homicide  cases  with  certainty 
beyond  a reasonable  doubt,  and  in  actions  before 
the  Workmen’s  Compensation  Court  with  a reason- 
able degree  of  probability,  but  that  mere  possi- 
bilities were  not  acceptable  and  indicated  specula- 
tion on  the  part  of  the  witness. 

2.  Frequency  of  Medical  Testimony. — Two  rea- 
I sons  offered  as  to  why  physicians  frequently  sought 
to  give  expert  testimony  were  vanity  and  substantial 
fees.  It  was  pointed  out  that  relatively  few  physi- 
I cians  were  venal  but  that  when  he  was  called  on  to 
I give  expert  testimony,  whether  or  not  qualified  to  do 
so,  the  physician  assumed  the  role  of  an  adversary 
and  seemed  to  pride  himself  on  winning  the  case  and 
putting  his  point  across  regardless  of  the  merit  of 
I;  his  stand.  Many  qualified  physicians  who  may  not 
y demand  large  fees  for  expert  testimony  are  serious 
I offenders  with  regard  to  the  quality  of  the  medical 
I testimony  they  provide.  Once  they  have  assumed 
||  the  expert’s  role,  they  are  most  anxious  to  clinch 
||  the  case  for  the  lawyer  who  has  retained  them. 
I'  There  are  other  members  of  the  profession, 

' whether  or  not  qualified,  who  will  undertake  the  role 
of  the  expert  medical  witness  for  the  first  side  which 
; solicits  their  assistance,  merely  for  the  fee  which  is 
: available  for  saying  what  is  needed  and  wanted  by 

' the  side  calling  them,  regardless  of  the  merits  of  the 
t case. 

The  problem  is  an  extremely  complicated  one  and 
' will  never  be  altogether  solved  by  disciplinary  pro- 
j ceedings.  Some  of  the  worst  expert  testimony  has 
I been  given  by  physicians  who  have  never  charged 
any  fees  at  all,  for  various  reasons,  the  most  im- 
portant of  which  are  vanity,  sympathy,  and  general 
antagonism. 


With  regard  to  the  physician  who  appears  fre- 
quently as  an  expert  medical  witness,  in  some  in- 
stances this  would  tend  to  suggest  that  the  person 
so  involved  was  merely  a professional  witness,  but 
it  must  be  kept  in  mind  that  the  type  of  practice  of 
many  physicians  may  require  that  they  give  expert 
testimony  frequently  in  court  in  connection  with 
their  cases.  It  would  be  unjustified  if  disciplinary 
action  were  to  be  taken  against  a physician  merely 
because  he  testified  frequently.  It  is  not  how  often 
he  testifies  but  the  content  of  the  testimony  that 
should  be  subject  to  review  and  criticism. 

3.  Excessive  Verdicts  in  Civil  Litigation  Cases. — 
It  was  felt  that  this  subject  was  not  a proper  one 
for  discussion  by  the  joint  committee  except  to  point 
up  how  improper  and  unwarranted  medical  testi- 
mony could  be  the  basis  on  which  such  awards  were 
made. 

4.  Congestion  and  Delay  in  Court  Calendars. — 
In  connection  with  this  problem,  Mr.  Ryan  stated 
that  in  Chicago  Judge  Minor  had  adopted  the  pro- 
cedure of  first  determining  whether  or  not  liability 
existed,  and  if  so,  the  medical  question  was  then 
tried. 

5.  The  Qualification  of  the  Medical  Witness  in 
Comt. — It  was  pointed  out  that  many  physicians 
who  testify,  when  asked  their  professional  qualifica- 
tions, offer  many  which  are  entirely  meaningless  to  a 
physician  but  impressive  to  a layman  and  do  not 
signify  any  special  knowledge  or  experience  with  the 
medical  problems  involved  in  the  case.  The  diag- 
nostician and  the  treating  physician  are  not  neces- 
sarily qualified  as  experts  on  the  question  of  causal 
relationship. 

6.  Reluctance  on  the  Part  of  Highly  Qualified 
Physicians  to  Testify. — Many  highly  qualified 
physicians  who  could  and  should  assume  the  role  of 
an  expert  witness  in  court  for  the  value  of  their 
testimony  in  furthering  the  ends  of  justice  have 
either  refused  or  shown  great  reluctance  to  appear 
in  court,  mainly  because  they  do  not  wish  to  spend 
the  time  needed  or  to  be  subjected  to  cross-examina- 
tion on  a medical  subject  by  a lawyer.  It  was 
pointed  out,  however,  that  most  competent  physi- 
cians who  are  truly  expert  in  their  field  and  respon- 
sive to  questions  and  fair  in  their  answers  are  not 
harrassed  in  court  and  are  usually  treated  with  every 
consideration  by  the  opposing  counsel.  Such 
witnesses  are  generally  held  in  high  regard  by  the 
court.  They  should  make  their  services  more  avail- 
able and  by  doing  so  will  further  the  ends  of  justice. 

7.  Settlement  of  Cases  Out  of  Court. — It  was 
noted  that  judges  attempt  to  have  cases  settled  in 
order  to  avoid  long  and  costly  trials.  Such  settle- 
ments provide  a great  saving  in  the  expense  of  the 
trial  and  remove  much  of  the  uncertainty  of  a hti- 
gated  case.  It  was  pointed  out  that  such  settle- 
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ments  are  encouraged  when  there  is  some  degree  of 
merit  to  the  action  and  that  a great  many  cases  are 
disposed  of  in  this  manner  with  satisfaction  to  both 
litigants.  In  the  settlement  of  cases  involving  medi- 
cal questions,  there  is  a tendencj^  to  oversimplify 
complex  medical  situations,  but  such  situations 
may  provide  great  confusion  in  a trial  in  the  at- 
tempt by  inept  medical  witnesses  to  explain  the 
medical  issues  to  a lay  jury.  Basic  medical  princi- 
ples are  occasionally  violated  in  court  actions,  but 
in  most  of  such  cases  the  fault  lies  with  the  medical 
witness  who  has  given  a wrongful  answer  on  which 
a verdict  can  be  based. 

8.  Referral  by  Physicians  of  Patients  to  Lawyers. 
— In  order  to  discourage  such  referrals,  it  was  sug- 
gested that  lawj^ers  be  required  to  file  a statement 
which  would  include  not  onfy  the  name  of  a referred 
patient  but  that  of  the  person  who  referred  the 
patient  to  him.  It  was  thought  that  such  a pro- 
cedure would  discourage  the  repeated  referral  of 
patients  to  certain  law}^ers.  Nevertheless,  it  was 
felt  that  it  could  not  actually  be  considered  wrongful 
for  a doctor  to  suggest  a law3'er  to  one  of  his  pa- 
tients. 

9.  Frequent  Changing  of  Medical  Witnesses 
During  A Trial. — Mr.  Martin  reported  that  in  New 
Jersey  a lawyer  was  required  to  stipulate  which 
phj^sicians  he  will  call  and  he  is  not  permitted  to  call 
any  others. 

Mr.  Martin  also  spoke  about  the  impartial  testi- 
mony project  which  was  adopted  in  the  First  Judi- 
cial Department.  This  was  supported  by  the  Ford 
and  Sloan  Foundations,  each  of  which  contributed 
$25,000  for  the  study.  At  a pretrial  conference,  an 
impartial  report  may  be  ordered  on  the  medical  issue. 
Physicians  on  this  impartial  panel  are  chosen  by  the 
county  medical  society  and  the  Academy  of  Medi- 
cine in  rotation  and  only  one  clerk  has  the  list.  The 
impartial  expert  reviews  t he  reports  of  the  doctors  on 
both  sides  and  examines  the  plaintiff.  He  then 
sends  a written  rejjort  to  the  judge  and  to  the  lawyers 
for  both  parties.  The  Academy  of  Medicine  and 
the  medical  society  have  a committee  which  reviews 
these  reports  and  determines  how  practical  they  are. 
The  committee  also  checks  on  the  qualifications  of 
these  doctors.  The  hospitals  and  medical  schools 
persuaded  some  of  their  physicians  who  previously 
were  reluctant  to  serve  as  medical  witnesses  to  par- 
ticipate and  testify.  Mr.  Martin  stated  that  the 
project  has  reflected  creditably  on  the  medical 
profession  and  has  worked  so  well  that  it  was  in- 
cluded in  the  court  budget  so  that  foundation  sup- 
port was  no  longer  necessarJ^  However,  it  was 


brought  out  that  careful  selection  should  be  made  of 
the  cases  in  which  such  impartial  testimony  is 
utilized. 

There  was  discussion  on  the  disciplinary  actions 
which  can  now  be  taken  against  phy^sicians  and 
lawj'ers.  The  Appellate  Division  retains  lists  of 
lawyers  who  have  been  disbarred  or  suspended. 
Mr.  Rj'an  quoted  the  number  from  1957  to  1959, 
the  figures  indicating  that  few  law.vers  are  either 
disbarred  or  suspended. 

The  State  Education  Department  controls  medi- 
cal licensure.  Notice  of  suspension  or  revocation  is 
not  sent  to  the  State  Medical  Society  until  six 
months  after  such  action  has  been  taken.  The 
reason  for  this  delay  is  to  give  the  doctor  an  op- 
portunity to  appeal  his  case  to  the  Education  De- 
partment. The  Board  of  Regents  has  promulgated 
a list  of  acts  of  misbehavior  that  may  form  the  basis 
for  a phj'sician’s  license  being  revoked.  In  the 
discussion  it  was  proposed  that  the  Board  of  Regents 
might  add  to  the  existing  list  misbehavior  of  physi- 
cians in  the  courtroom,  and  it  was  suggested  that 
this  proposal  be  presented  to  the  Board. 

The  State  Medical  Society,  as  such,  does  not  have 
disciplinary  power  over  physicians.  The  power  to 
censure  or  suspend  a doctor  rests  with  the  county 
medical  society.  Notice  of  such  action  is  sent  to  the 
State  Society  but  the  complaint  and  evidence  against 
the  phy'sician  are  not  given,  unless  there  has  been 
an  appeal  by  the  phj’sician  to  the  State  Society'. 

It  w'as  again  suggested  that  a committee  be  formed 
in  each  county  medical  society  to  receive  complaints 
against  phj'sicians  concerning  their  actions  and 
testimony  under  oath  in  the  courtroom.  It  was 
further  recommended  that  another  meeting  of  the 
joint  committee  be  held  and  that  representatives  of 
the  judiciary'  be  invited  to  present  the  views  of  the 
judges. 

Mr.  Ryan  was  in  favor  of  inviting  Judge  Desmond 
who,  in  turn,  might  invite  one  or  more  justices  of  the 
Appellate  Court  to  meet  wdth  the  committee.  It 
was  also  suggested  that  Irving  S.  Wright,  M.D., 
professor  of  clinical  medicine  at  Cornell  University 
Medical  College,  be  asked  to  report  on  his  study  of 
medical  testimony.  However,  it  w'as  felt  thiit  any 
liaison  with  the  judiciary  should  be  deferred  until 
the  establishment  of  a definite  plan  of  action.  Mr. 
Donald  Kramer  was  asked  to  draft  a rough  plan  to 
be  sent  to  the  members  of  the  joint  committee  for 
consideration. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 
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NEW  YORK  STATE  MEDICAL  ASSISTANTS 

ASSOCIATION 


Annual  Convention 


New  York  State  Medical  Assistants  Associa- 
tion will  hold  its  second  annual  convention  May 
5 through  7,  at  the  Sheraton-Ten  Eyck  Hotel  in 
Albany. 

The  convention  will  open  with  an  “ice  breaker” 
party  in  the  Presidential  Suite  at  9;  00  p.m.  on 
Friday,  May  5.  Miss  Betty  Brooks  of  Albanj'  is  in 
charge  of  the  arrangements  for  the  jjarty. 

On  Saturday,  May  6,  a workshop  will  be  held  in 
the  Capitol  Room  under  the  cochairmanship  of 
IMrs.  Virginia  H.  Greenwood,  Troy,  and  Mrs. 
Katheryn  Blaauboer.  The  workshop  will  begin  at 
9:00  A.ii.  with  a film,  “A  Manner  of  Speaking,” 
supplied  by  the  New  York  Telephone  Company. 
At  9:30  A.M.  Mrs.  Rosalind  G.  Lang,  Albany,  will 
speak  on  the  subject  “Glamour  in  the  Doctor’s 
Office.”  From  10:30  to  11:30  a.m.  the  subject 
“Collections  and  Management  Problems  in  the 
Doctor’s  Office”  will  be  discussed  by  Mr.  Harry  W. 
Waple,  director  of  the  Medical-Dental  Credit  Ex- 
change, Troy,  and  Mr.  Martin  Gross,  director  of  the 
Dutchess  County  Bureau  of  Medical  Economics, 
Poughkeepsie. 

Luncheon  will  be  served  from  noon  to  1:00  p.m. 
in  the  Harlequin  Room  under  the  chairmanship  of 
Mrs.  Elizabeth  Carter.  Mrs.  Virginia  Dougherty, 


president  of  the  American  Association  of  Medical 
Assistants  will  be  the  luncheon  speaker. 

A general  business  session  will  be  held  from  1 : 30 
to  4:30  P.M.  in  the  Capitol  Room  with  Mrs.  Dorothy 
Ross,  president  of  the  New  York  State  IMedical 
Assistants  Association,  presiding. 

Miss  Betty  Brooks  is  the  chairman  of  a reception 
to  be  held  in  the  Siena  Room  from  6:00  to  7:00 
P.M.  The  Association’s  annual  banquet  will  follow 
the  reception.  Mrs  Bette  Kindlon,  is  chairman  of 
the  banquet  arrangements  Frances  E.  Vosburgh, 
iM.D.,  past-president  of  the  Medical  Society  of  the 
County  of  Albany,  will  be  the  guest  speaker.  Mrs. 
Virginia  Dougherty  will  be  the  installing  officer. 

The  convention  will  close  with  a breakfast  in  the 
Harlequin  Room  on  Sunday,  May  7,  at  9:00  a.m. 
Mrs.  Miriam  Markowitz,  is  chairman  of  the  breakfast 
arrangements.  G.  Rehmi  Denton,  M.D.,  Albany, 
will  be  the  guest  speaker.  His  topic  will  be  “Re- 
ligion in  Medicine.” 

For  further  information  concerning  the  meeting 
contact:  Mrs.  Mildred  S.  Taylor,  Convention  Chair- 
man, 345  Hamilton  Street,  Albany  10,  New  York, 
or  the  Department  of  Communications,  Medical 
Society  of  the  State  of  New  York,  750  Third  Avenue, 
New  York  17,  New  York. 


It  is  impossible  for  anyone  to  begin  to  learn  what  he  thinks  he  already  knows. — Epictetus 
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Perry  Sanborn  Boynton,  M.D.,  of  New  York  City, 
died  on  February  18  in  Whippany,  New  Jersey,  at 
the  age  of  ninety-five.  Dr.  Boynton  graduated  in 
1895  from  New  York  University  Medical  College 
and  interned  at  Post-Graduate  (now  University) 
Hospital.  He  was  a consultant  in  surgery  at  Harlem 
Hospital.  Dr.  Boynton  was  a Fellow  of  the  Amer- 
ican College  of  Surgeons  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Isidore  Morton  Brenner,  M.D.,  of  New  York 
City,  died  at  Doctors  Hospital  on  February  24  at 
the  age  of  seventy-three.  Dr.  Brenner  graduated 
in  1910  from  Yale  University  School  of  Medicine. 
He  was  a consultant  in  proctology  at  Grand  Central 
Hospital.  President  of  the  American  Protologic 
Society  in  1941,  Dr.  Brenner  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Grant  Cooper,  M.D.,  of  Ogdensburg,  died 
on  January  21  at  Pritchard  Pavilion  at  the  age  of 
ninety-one.  Dr.  Cooper  graduated  in  1895  from 
the  University  of  Buffalo  School  of  Medicine.  He 
was  an  attending  physician  at  the  A.  Barton  Hep- 
burn Hospital  and  St.  Lawrence  State  Hospital. 
Dr.  Cooper,  a former  president  of  the  St.  Lawrence 
County  Medical  Society,  was  a member  also  of  the 
Medical  Society  of  the  State  of  New  York  and  the 
American  Medical  Association. 

Roger  Dexter,  M.D.,  of  Bay  Shore,  died  on  No- 
vember 23,  1960,  at  the  age  of  eighty.  Dr.  Dexter 
graduated  in  1907  from  Tufts  College  Medical 
School.  He  was  an  honorary  attending  physician 
at  Huntington  Hospital.  Dr.  Dexter  was  a member 
of  the  Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  J.  Dorey,  M.D.,  of  Ogdensburg,  died  on 
January  25  at  Pritchard  Pavilion  at  the  age  of 
fifty-six.  Dr.  Dorey  graduated  in  1934  from  George- 
town University  School  of  Medicine.  He  was 
assistant  director  (clinical)  at  St.  Lawrence  State 
Hospital.  Dr.  Dorey,  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry) 


and  Member  of  the  American  Psychiatric  Associa- 
tion, also  held  membership  in  the  Mohawk  Valley 
Neuropsychiatric  Society,  the  St.  Lawrence  County 
Medical  Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Benjamin  Goldsmith,  M.D.,  of  Flushing,  died  on 
January  3 at  his  home  at  the  age  of  sixty-four. 
Dr.  Goldsmith  graduated  in  1925  from  Long  Island 
College  Hospital  Medical  School.  He  was  an  at- 
tending in  pediatrics  at  Queens  General  Hospital 
Center  and  Flushing  Hospital  and  Dispensary. 
Former  president  of  the  Queens  Pediatric  Society, 
Dr.  Goldsmith  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  American 
Academy  of  Pediatrics,  the  Queens  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Irving  Greene,  M.D.,  of  the  Bronx,  died  on  Jan- 
uary 26  at  Jewish  Memorial  Hospital  at  the  age  of 
fifty-three.  Dr.  Greene  graduated  in  1932  from 
Long  Island  College  of  Medicine.  He  was  an  as- 
sociate in  obstetrics  and  gynecology  at  Jewish 
Memorial  Hospital,  an  associate  in  obstetrics  at 
Bronx  Hospital,  and  senior  clinical  assistant  in 
gynecology  at  Mount  Sinai  Hospital.  Dr.  Greene 
was  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists,  and  a 
member  of  the  New  York  Academy  of  Medicine,  the 
Bronx  Gynecological  and  Obstetrical  Society,  the 
Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

William  Koblenz,  M.D.,  of  the  Bronx,  died  at 
his  home  on  February  2 at  the  age  of  sixty-four. 
Dr.  Koblenz  graduated  in  1920  from  New  York 
University  and  Bellevue  Hospital  Medical  College. 
He  was  senior  attending  physician  in  general  practice 
at  Bronx  Hospital.  Dr.  Koblenz  was  a member 
of  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Malisoff,  M.D.,  of  New  York  City,  died 
on  February  4 at  Gracie  Square  Hospital  at  the  ag(‘ 
of  seventy-two.  Dr.  Malisoff  graduated  in  1913 


1410 


New  York  State  J.  Med. 


NECROLOGY 


from  Long  Island  College  Hospital  Medical  School. 
He  was  a consultant  in  urology  at  Grand  Central 
Hospital,  having  served  there  as  president  of  the 
medical  board  and  chief  in  urology  when  it  was  Beth 
David  Hospital.  Dr.  Malisofif  was  a member  of 
the  American  Urological  Association,  the  New  York 
Society  of  the  American  Urological  Association, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  F.  Maltman,  M.D.,  of  Canandaigua,  died 
on  January  3 at  the  age  of  eighty-four.  Dr.  Malt- 
man graduated  in  1904  from  Hahnemann  Medical 
College  and  Hospital  of  Chicago.  Formerly  as- 
sociated with  the  Presidential  Ship  Lines  and  for  a 
while  in  charge  of  the  Ontario  County  School  Hy- 
giene Department,  Dr.  Maltman  was  a member  of 
the  Ontario  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Morris  Schnittman,  M.D.,  of  Staten  Island,  died 
on  November  4,  1960,  at  New  York  Hospital  at  the 
age  of  forty-three.  Dr.  Schnittman  graduated 


in  1942  from  the  University  of  Toronto  Faculty  of 
Medicine.  He  was  an  attending  surgeon  in  urology 
at  the  State  Island  Hospital  and  New  York  Hospital 
Outpatient  Department.  Dr.  Schnittman  was  a 
Diplomate  of  the  American  Board  of  Urology,  a 
Fellow  of  the  American  College  of  Surgeons,  a 
Fellow  of  the  International  College  of  Surgeons,  and 
a member  of  the  Richmond  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Harry  Schwartz,  M.D.,  of  the  Bronx,  died  on 
December  29,  1960,  at  his  home  at  the  age  of  fifty- 
nine.  Dr.  Schwartz  graduated  in  1924  from  New 
York  University  and  Bellevue  Hospital  Medical 
College  and  interned  at  Mount  Sinai  and  Presby- 
terian Hospitals.  He  was  an  attending  in  ophthal- 
mologic surgery  at  the  Bronx  Eye  and  Ear  Infirmary 
and  an  associate  in  ophthalmologic  surgery  at  Mor- 
risania  Hospital.  Dr.  Schwartz  was  a Diplomate  of 
the  American  Board  of  Ophthalmology  and  a member 
of  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


MEDICOLEGAL  SYMPOSIUM 

sponsored  by  the  American  Medical  Association 

Grand  Ballroom,  Statler  Hilton  Hotel 
New  York  City 

April  28  and  29,  1961 

Open  to  all  interested  physicians 
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New  Institute  for  Research  in  Mental  Retarda- 
tion— Governor  Nelson  A.  Rockefeller  has  an- 
nounced that  a new  institute  for  basic  research  in 
mental  retardation,  believed  to  be  the  first  of  its 
kind  in  the  world,  will  be  established  adjacent  to 
the  Willowbrook  State  School  on  Staten  Island  on 
lands  already  owned  by  New  York  State. 

The  institute  will  be  an  independent  facility  w'here 
a number  of  scientific  disciplines  working  in  the 
same  locality  can  carry  out  research  from  different 
points  of  view,  using  various  technics  but  all 
primarily  focused  on  the  basic  problems  of  mental 
deficiency.  The  institute,  which  will  have  its  own 
director  and  staff,  will  be  in  a position  to  establish 
close  work  relationships  with  medical  schools  in 
New  York  City. 

The  new  installation  will  comprise  laboratories, 
clinical  facilities,  and  administrative  offices.  In- 
dividual laboratories  will  include  provision  for 
studies  in  psychology,  biochemistry,  pharmacology, 
genetics,  and  microbiology,  biophysics,  metabolism, 
and  pathology  (including  neuropathology,  immu- 
nology, and  hematology). 

Clinical  areas  will  contain  several  small  wards 
constructed  to  permit  continuous  observation  and 
recording  of  patients’  behavior.  Facilities  will  be 
available  for  occupational  therapy,  recreation,  and 
classroom  instruction.  Proximity  to  Willowbrook 
State  School  will  permit  the  use  of  a great  deal  of 
research  material.  The  availability  of  Willow- 
brook’s  utilities  will  make  it  possible  to  devote  all 
construction  funds  to  the  research  facility  of  the 
Institute. 

Northeastern  New  York  Society  of  Internal  Medi- 
cine Elects  Officers — The  following  physicians  were 
recently  elected  as  officers  of  the  Northeastern  New 
York  Society  of  Internal  Medicine: 

Simon  Propp,  M.D.,  Albany,  president;  Maurice 
A.  Donovan,  M.D.,  Schenectady,  vice-president; 
Curtland  C.  Brown,  Jr.,  M.D.,  Albany,  secretary; 
and  William  B.  Scharfman,  M.D.,  Albany,  treasurer. 

New  York  Physicians  Offered  Enjoyable  Way 
to  Aid  AMEF — The  nation’s  first  benefit  concert  for 
the  American  Medical  Education  Foundation  will 
be  presented  at  Carnegie  Hall  in  New  York  City 
on  Wednesday  evening,  June  28,  by  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State  of 
New  York.  Attendance  at  the  concert,  which  will 


take  place  during  the  American  Medical  Associa- 
tion’s annual  convention,  will  enable  physicians 
to  enjoy  an  evening  out  and  at  the  same  time  to 
contribute  to  the  AMEF. 

Scheduled  to  perform  is  the  75-piece  Doctor’s 
Orchestral  Society  of  New  Y'ork  under  the  direction 
of  Mr.  Norman  Masonson.  Arrangements  are 
being  made  to  have  a famous  instrumentalist  and 
television  performer  as  guest  star. 

Individuals  who  wish  to  contribute  will  be  able 
to  do  so  either  by  becoming  concert  patrons  or 
patronesses  if  they  are  unable  to  attend  the  event, 
or  by  purchasing  donation  tickets  for  their  own 
use  or  as  gifts.  The  names  of  patrons  will  appear 
in  the  concert  program. 

Course  in  Electrodiagnosis  and  Electromyography 
— The  Department  of  Physical  Medicine  and 
Rehabilitation  of  New  Y'ork  Medical  College, 
Metropolitan  Medical  Center  will  hold  a one-week 
course  on  electrodiagnosis  and  electromyography, 
June  5 through  9. 

Applications  will  be  accepted  from  physicians 
only.  Detailed  instruction  will  be  given  in  the 
principles,  technics,  and  instrumentation  involved 
in  electrodiagnosis  and  electromyography. 

For  application  and  further  information  contact: 
Raymond  C.  Lerner,  M.S.S.W.,  Coordinator,  Post- 
graduate Education,  Department  of  Physical 
Medicine  and  Rehabilitation,  New  Y'ork  Medical 
College,  1 East  105th  Street,  New  Y'ork  29,  New 
York. 

Three  New  York  Resident  Physicians  Win  Awards 
in  Mediquiz — Three  house  physicians  in  New  Y'ork 
City  hospitals  were  among  the  leading  prize  winners 
in  the  S10,000  nationwide  Mediquiz  Contest  spon- 
sored by  the  medical  journal.  Resident  Physician. 

Peter  H.  Schur,  M.D.,  a resident  at  the  Bronx 
General  Hospital,  won  the  $250  cash  fifth  prize, 
and  prizes  of  $50  each  were  won  by  Richard  C. 
Evans,  M.D.,  also  of  the  Bronx  General  Hospital, 
and  Lewis  Burrow',  M.D.,  of  the  Mount  Sinai 
Hospital.  The  Bronx  General  Hospital  was  tied 
with  seven  other  hospitals  in  having  two  winners 
among  the  first  20  prize  awards.  It  also  captured 
one  of  the  $25  prizes,  the  award  going  to  Lawrence 
C.  Rosenberg,  M.D. 

The  first  and  second  prizes,  a fourteen-day 
European  trip  for  two  and  a British  Triumph/ 
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Herald  sedan,  went  to  two  resident  physicians  at 
Massachusetts  General  Hospital,  Boston. 

The  contest,  carried  on  over  a period  of  five 
months,  was  composed  of  100  questions  based  on 
information  contained  in  48  current  medical 
journals  on  file  in  hospital  libraries. 


Winthrop  Labs  Plays  Host  to  UN  Conference — 
Winthrop  Laboratories  played  host  on  February  24 
I fo  a major  United  Nations  body.  The  visiting 
' group  was  the  United  Nations  I’ienipotentiary 
' Conference  for  Adoption  of  a Single  Convention 
on  Narcotic  Drugs.  The  group  had  been  in  session 
^ at  U.  N.  Headquarters  in  New  York  City  since 
I .lanuary.  The  purpose  of  the  conference  was  to 
formulate  a single  set  of  international  laws  regulating 
most  of  the  important  aspects  of  narcotics  control, 
such  as  quotas,  types  of  narcotics  permitted  for 
controlled  use,  and  so  forth. 

Approximately  75  members  of  the  conference 
traveled  to  Rensselaer  to  be  the  guest  of  Winthrop’s 
j president.  Dr.  Theodore  G.  Klumpp,  at  a luncheon 
] and  later  for  a tour  of  the  laboratories. 

: Army  Reserve  Hospital  Prepares  for  Summer 

Training — The  307th  General  Hospital,  a 1,000-bed 
, Army  Reserve  Hospital  in  Jamaica,  New  York,  will 
hold  its  annual  two- week  summer  training  June  3 
!|  through  17,  at  Camp  Drum,  New  York. 

The  Hospital,  commanded  by  Col.  Gerald  Dor- 
r man,  will  have  as  its  mission  the  opening  of  Cantone- 
ment  Hospital  for  the  entire  summer  training  period 
l|  and  will  support  the  permanent  staff  of  Camp 
■ Drum  as  well  as  the  10th  Armored  Division  of 
l!  New  Jersey. 

The  307th  General  Hospital  was  originally  ac- 
tivated in  1944  and  served  in  Japan,  becoming  the 
Osaka  General  Hospital,  which  still  functions  under 
the  Japanese  government.  The  Hospital  was  re- 
j activated  in  1953  and  has  among  its  compliment 
I many  outstanding  members  of  the  medical,  nursing, 
and  allied  professions  including:  Col.  Gerald 

j Dorman,  member  of  the  Council  of  the  State 
Medical  Society  and  of  the  Board  of  Trustees  of 
the  American  Medical  Association  and  medical 
, director  of  the  New  York  Life  Insurance  Company; 
Col.  Monroe  Broad,  chief  of  the  Surgical  Section 
and  president  of  the  Queens  County  Medical  Society; 
and  Col.  Saul  Solomon,  chief  of  the  Medical  Service 
j and  assistant  professor  of  medicine.  New  York 
University. 

1 The  unit  trains  officers  and  corpsmen  in  military 
I medicine  and  is  prepared  to  assume  care  and  re- 
sponsibility of  the  Hospital  at  all  times  in  case  of  a 
national  emergency  or  a mass  casualty  situation. 

I Postgraduate  Courses  for  Ophthalmologists — 
J The  Institute  of  Ophthalmology  of  the  Americas 


of  the  New  York  Eye  and  Ear  Infirmary  has  an- 
nounced its  forth  series  of  postgraduate  courses 
for  specialists  in  ophthalmology,  September  14 
through  November  15. 

The  course  will  include  the  following  subjects: 
Advances  in  Ocular  Prostheses;  Anomalies  of  Ex- 
traocular Muscles,  Including  Ptosis;  Biomicroscopy; 
Biomicroscopy,  Using  Near  Ultraviolet,  Cobalt 
Blue,  Polarized  Light,  and  Infrared  lights;  Clinical 
Bacteriology;  Clinical  Problems  of  Tear  Formation; 
Complications  of  Ophthalmologic  Surgery;  Con- 
tact Lenses;  Electrophysiology  and  Applied  Physi- 
ology of  the  Eye;  Enucleation  and  Evisceration; 
Glaucoma ; Gonioscopy ; Keratectomies  and  Kerato- 
jdastics;  Lacrimal  Sac  Surgery;  Light  Coagulation 
(Meyer-Schwickerath  Apparatus);  Low  Vision 
Aids;  Ocular  Biochemistry;  Ocular  Geriatrics; 
Ocular  Neuro-Ophthalmology;  Ocular  Photog- 
raphy; Ocular  Radiology;  Ocular  Therapeutics; 
Ophthalmoscopy;  Orthoptics;  Pathology;  Pedi- 
atric Ophthalmology;  Perimetry;  Physiological 
Optics;  Plastic  Eye  Surgery;  Pleoptics  and  Macu- 
lar Function  Testing;  Psychosomatic  Factors  in 
Ophthalmology;  Radio-Isotopes  in  Ophthalmologj’; 
Recent  Advances  in  Cataract  Surgery;  Refraction; 
Retinal  Detachment;  Surgery  of  the  Orbit;  To- 
nography; and  Uveitis. 

For  additional  information,  contact:  Mrs. 

Tamar  Weber,  Registrar,  Institute  of  Ophthal- 
mology of  the  Americas,  New  York  Eye  and  Ear 
Infirmary,  218  Second  Avenue,  New  York  3,  New 
York. 


Smith  Kline  & French  Foimdation  “Matching 
Gift”  Program — Colleges,  schools,  and  hospitals 
throughout  the  nation  received  more  than  $110,000 
during  1960  as  a result  of  the  “matching  gifts”  pro- 
gram of  the  Smith  Kline  and  French  Foundation. 
Under  the  program,  the  Foundation  equals  donations 
of  from  $10  to  $2,000  by  employes  of  Smith  Kline 
& French  Laboratories  to  either  educational  or 
hospital  institutions  of  their  choice. 

In  1960,  159  schools  and  colleges  were  the  ben- 
eficiaries of  $41,932  from  233  Smith  Kline  & French 
employes  and  27  hospitals  received  $13,869  from 
50  employes  of  the  pharmaceutical  firm.  In  both 
cases  the  Foundation  matched  the  amounts  donated. 

Booklet  on  Diaper  Hygiene — An  informative  new 
booklet  entitled  “A  Mother’s  Guide  to  Diaper 
Hygiene”  is  being  made  available  to  pediatricians 
and  general  practitioners  for  distribution  to  their 
patients  by  the  National  Baby  Care  Council,  a 
nonprofit  organization.  The  11-page  booklet  de- 
scribes in  detail  the  causes,  prevention,  and  medical 
treatment  of  diaper  rash. 

Single  copies  of  the  booklet  may  be  obtained  from 
the  National  Baby  Care  Council,  1913  Walnut 
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Street,  Philadelphia  3,  Pennsylvania.  For  quan- 
tities of  the  booklet  physicians  should  contact 
diaper  services  in  their  areas. 

Award  Offered  in  Field  of  Mental  Health — The 
Association  for  Improvement  of  Mental  Health, 
Inc.,  has  announced  that  nominations  are  being 
accepted  for  the  Adolph  Meyer  Awards  given  each 
year  for  outstanding  contributions  to  the  field  of 
mental  health.  The  awards  are  made  to  both 


laymen  and  professionals  for  contributions  in  the 
field  of  research,  education,  services,  and  publica- 
tions. 

The  awards  will  be  presented  at  the  annual  awards 
luncheon  on  May  13,  at  the  New  York  University 
Club,  123  West  43rd  Street,  New  York  City. 
Send  nominations  to:  Milton  Miles  Berger,  M.D., 
Chairman,  Association  for  Improvement  of  Mental 
Health,  Inc.,  27  East  22nd  Street,  New  York  10, 
New  York. 


Personalities 


Speakers 

Alexandra  Adler,  M.D.,  New  York  City,  at  a meet- 
ing of  the  Association  for  the  Advancement  of 
Psychotherapy,  on  March  24,  on  the  subject 
“Psychotherapy,  Present  and  Future”.  . .Charles 
P.  Bailey,  M.D.,  New  York  City,  at  a meeting 
of  The  Society  of  Medical  Jurisprudence,  March 
13,  on  the  subject  “Medical  Legal  Aspects  of 
Cardiac  Surgery.” 

Awarded 

E.  M.  Bluestone,  M.D.,  New  York  City,  the 
American  Hospital  Association’s  Distinguished 
Service  Award  for  1961  in  recognition  of  his  pioneer 


work  in  home  care  programs.  . .George  G.  Deaver, 
M.D.,  New  York  City,  the  1960  Award  of  the  Presi- 
dent’s Committee  on  Employment  of  the  Physically 
Handicapped. 

Appointed 

Robert  F.  Gomprecht,  M.D.,  New  York  City,  as 
director  of  the  Department  of  Medicine  of  Miseri- 
cordia  Hospital,  the  Bronx.  . .William  Karlinger, 
M.D.,  Bronx,  as  chief  of  psychiatry  and  director 
of  the  Psychiatric  Clinic,  Jewish  Memorial  Hospital, 
New  York  City.  . .Richard  W.  Stone,  M.D.,  New 
York  City,  as  physician  in  charge  of  medical  ac- 
tivities of  the  New  York  Telephone  Company 
in  the  Bronx  and  Westchester  areas. 


The  amount  of  sleep  required  by  the  average  person  is  about  five  minutes  more. — Anon 
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iNNUAL  MEETING 


NEW  YORK  COLISEUM 
JUNE  25-30,  1961 


Here,  and  only  here  in  all  the  world,  can  you  pause 
to  "catch  up,”  to  discover  everything  that’s  really 
new  . . . stimulating  . . . important  in  every  field  of 
medicine.  Nowhere  else  can  you  find  conveniently 
under  one  roof: 

Operations  performed  on  closed  circuit  color  TV. 

650  scientific  and  industrial  exhibits,  the  largest, 
newest,  most  fascinating  collection  ever  assembled. 

Physicians  and  allied  groups  working  together,  giv- 
ing meaning  to  our  theme.  Teamwork  in  Medicine. 

Practical  panel  discussions  and  symposiums,  offering 
new  ways  to  help  solve  work-a-day  problems. 

New  developments  in  fracture  treatment. 

20  specialty  meetings. 

Your  own  personal  health  check-up,  free. 

Plan  now  to  attend  this  most  significant  and 
stimulating  AMA  Meeting.  In  these  rapidly- 
changing  times,  can  you  really  afford  not  to? 

Make  your  reservations  now  ! 


FOR  ADVANCE 


REGISTRATION  OF  PHYSICIANS 


^lease  return  this  coupon  to  the  Circulation  and  Records  Department  of  the  American  Medical 
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egistration  card  will  be  sent  to  you  on  June  14  unless  you  request  an  earlier  mailing  date. 
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Symposium  on  Management  of  Angina 
Pectoris  and  Myocardial  Infarction 

The  Vascular  Research  Foundation  will  sponsor  a 
symposium  on  “The  Management  of  Patients 
with  Angina  Pectoris  and  Myocardial  Infarction” 
on  Wednesday,  April  26,  at  the  Barbizon-Plaza 
Hotel,  New  York  City. 

Moderator  of  the  morning  session  from  9:30 
A.M.  to  NOON  will  be  Leo  Loewe,  M.D.,  Brooklyn. 
Topics  will  be:  “Rational  Treatment  of  Myocardial 
Infarction”  by  Louis  Sigler,  M.D.,  Brooklyn; 
“Treatment  of  Shock  in  Myocardial  Infarction”  by 
Arthur  Bernstein,  M.D.,  Newark,  New  Jersey; 
“Exercise  and  Physical  Fitness  in  the  Management 
of  Angina  Pectoris  and  Coronary  Heart  Disease” 
by  Albert  S.  Hyman,  M.D.,  New  York  City; 
“How  to  Determine  the  Value  of  an  Agent  in  the 
Treatment  of  Angina  of  Effort”  by  Harry  Gold, 
M.D.,  New  York  City;  and  “Monamino-Oxidase 
Inhibitors  and  Newer  Organic  Nitrates  in  Treat- 
ment of  Anginal  Syndrome — Evaluation  and  Ap- 
plication” by  Rudolph  E.  Fremont,  M.D.,  Brooklyn. 

Moderator  of  the  luncheon  session  from  noon  to 
2:00  p.M.  will  be  Harry  Gold,  M.D.  Topics  will 
be:  “Thyroxin  and  its  Analogues  in  the  Treatment 
of  Coronary  Artery  Disease”  by  Henry  Russek, 
M.D.,  Staten  Island;  “Diagnosis  and  Treatment 
of  the  Postmyocardial  Infarction  Syndrome”  by 
William  Dressier,  M.D.,  Brooklyn;  “Prophylaxis 
of  the  Coronary  Artery  Occlusion”  by  Leo  Loewe, 
M.D.;  and  “The  Surgical  Treatment  of  Angina 
Pectoris”  by  Charles  P.  Bailey,  M.D.,  New  York 
City. 

For  information  contact:  Mrs.  Terry  Duncan, 

Vascular  Research  Foundation,  1175  East  156th 
Street,  New  York  59,  New  York. 

Association  for  the  Advancement  of 
Psychoanalysis 

A panel  discussion  on  the  analyst’s  conception  of 
morality  as  a positive  goal  in  society  and  in  therapy 
will  be  sponsored  bj^  the  Association  for  the  Ad- 
vancement of  Psychoanalysis,  on  Wednesday,  April 
26,  at  8:30  p.m.,  at  the  New  York  Academy  of 
Medicine,  2 East  103rd  Street,  New  York  City. 

The  title  of  the  discussion  is  “Devolution  and 
Evolution  of  Morality.”  Panelists  will  include: 
Morris  Isenberg,  M.D.,  Forest  Hills;  Louis  E. 
DeRosis,  M.D.,  New  York  City;  and  John  A.  P. 
Miller,  M.D.,  New  York  City. 


Annual  Luncheon  and  Conference  of 
Tuberculosis  Groups 

The  State  Committee  on  Tuberculosis  and  Public 
Health  of  the  State  Charities  Aid  Association  and 
the  New  York  Tuberculosis  and  Health  Association 
will  hold  their  annual  conference  and  luncheon 
Thursday,  April  27,  at  the  Hotel  Statler  Hilton, 
New  York  City,  beginning  at  10:00  a.m. 

Robert  L.  Yeager,  M.D.,  Pomona,  will  serve  as 
moderator.  Topics  to  be  discussed  will  be:  “Pro- 
tection of  the  Family  Against  Tuberculosis — the 
Role  of  Chemotherapy”  by  Julia  M.  Jones,  M.D., 
and  Jean  F.  Huddleston,  M.D.,  New  York  City; 
“Viruses  and  Chronic  Bronchopulmonary  Disease” 
by  Edwin  D.  Kilbourne,  M.D.,  New  York  Citj" 
and  “Chronic  Obstructive  Disease  of  the  Lung: 
A Medical  and  Socioeconomic  Appraisal”  by  George 
W.  Wright,  M D.,  Cleveland,  Ohio. 

Herman  E.  Hilleboe,  M.D.,  Commissioner,  De- 
partment of  Health  of  the  State  of  New  York,  will 
be  the  guest  speaker  at  the  luncheon  to  be  held  at 
12:30  P.M.  His  topic  will  be  “The  Big  Push  in 
Tuberculosis.” 

Section  on  Allergy,  Medical  Society 
County  of  Kings 

The  Section  on  Allergy  of  the  Medical  Society  of 
the  County  of  Kings  will  meet  in  the  auditorium  of 
the  Society’s  building,  1313  Bedford  Avenue, 
Brooklyn,  on  Tuesday,  May  2,  at  9:00  p.m.  The 
speaker  for  the  evening  will  be  William  Dameshek, 
M.D.,  director  of  the  Blood  Research  Laboratory, 
New  England  Center  Hospital,  Boston,  and  editor 
of  Blood,  The  Journal  of  Hematology. 

The  Academy  of  Psychoanalysis 

The  Academy  of  Psychoanalysis  will  hold  its 
annual  meeting  on  May  6 and  7 at  the  La  Salle 
Hotel,  Chicago.  The  theme  of  the  meeting  will 
be  “Psychoanalytic  Education.” 

Among  the  physicians  participating  in  the  con- 
ference will  be  Frances  S.  Arkin,  M.D.,  John  A.  P. 
Millet,  M.D.,  and  William  Offenkrantz,  M.D.,  of 
New  York  City. 

For  further  information  contact:  Josejih  H. 

Merin,  M.D.,  Secretary,  The  Academy  of  Psj^cho- 
analysis,  125  East  65th  Street,  New  York  21, 
New  York. 
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real  or  potential 
ulcer... 

PATH  I BAM  ATE' 

meprobamate  with  Pathilon®  tridihexethyl  chloride  Lederle 

anticholinergic... 

treats  the  trauma 
tranquilizer... 

controls  the  tension 

Indications;  duodenal  ulcer;  gastric  ulcer;  intestinal 
colic;  spastic  and  irritable  colon;  ileitis;  esophag- 
eal spasm;  anxiety  neurosis  with  gastrointestinal 
symptoms,  and  gastric  hypermotility. 

Administration  and  Dosage:  PATHIBAMATE-400  (full 
meprobamate  effect)— 1 tablet  three  times  a day 
at  mealtime,  and  2 tablets  at  bedtime. 
PATHIBAMATE-200  (limited  meprobamate 
effect)— 1 or  2 tablets  three  times  a day  at  meal- 
time, and  2 tablets  at  bedtime.  Adjust  to  patient 
response. 

Contraindications:  glaucoma;  pyloric  obstruction, 
and  obstruction  of  the  urinary  bladder  neck. 

LEDERLE  LABORATDRIES 

A Division  of  AMERICAN  CYANAMID  CDMPANY 
Pearl  River,  New  York 


BOOKS  RECEIVED 


{The  following  books  were  received  during  the  month  of  February,  1961) 


Current  Therapy — 1961.  Edited  by  Howard  F. 
Conn,  M.D.  Quarto  of  806  pages.  Philadelphia, 
W.  B.  Saunders  Company,  1961.  Cloth,  .$12.50. 

The  Hand.  A Manual  and  Atlas  for  the  General 
Surgeon.  By  Henry  C.  Marble,  M.D.  Octavo  of 
207  pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1960.  Cloth,  $7.00. 

Pharmacology.  The  Nature,  Action  and  Use  of 
Drugs.  By  Harry  Beckman,  M.D.  Second  edition. 
Quarto  of  804  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1961.  Cloth,  $15.50. 

Surgical  Diseases  of  the  Chest.  Edited  by  Brian 
Blades,  M.D.  Octavo  of  580  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1961.  Cloth, 
$22. 

Medical-Surgical  Nursing.  By  Kathleen  Newton 
Shafer,  R.N.,  Janet  R.  Sawyer,  R.N.,  Audrey  M. 
McCluskey,  R.N.,  and  Edna  Lifgren  Beck,  R.N. 
Second  Edition.  Octavo  of  876  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1961. 
Cloth,  $8.75. 

Evaluation  of  Drug  Therapy.  Proceedings  of 
the  Symposium  on  Evaluation  of  Drug  Therapy  in 
Neurologic  and  Sensory  Diseases  Held  at  the 
University  of  Wisconsin,  May,  1960.  Edited  by 
Francis  M.  Forster.  Octavo  of  167  pages.  Madi- 
son, Wise.,  The  University  of  Wisconsin  Press, 
1961.  Cloth,  $4.00. 

Stroke.  A Study  of  Recovery.  By  Douglas 
Ritchie.  Octavo  of  192  pages.  Garden  City, 
N.Y.,  Doubleday  & Company,  Inc.,  1961.  Cloth, 
$3.50. 

Modem  Drug  Encyclopedia  and  Therapeutic 
Index.  Edited  by  Harry  D.  Fein,  M.D.  Eighth 
edition.  Octavo  of  1,649  pages.  New  York, 
The  Reuben  H.  Donnelley  Corporation,  1961. 


Cloth,  $17.50. 

Drugs  and  Behavior.  Edited  by  Leonard  Uhr 
and  James  G.  Miller.  Octavo  of  676  pages,  illus- 
trated. New  York,  John  Wiley  & Sons,  Inc.,  1960. 
Cloth,  $10.75. 

Cardiovascular  Dynamics.  By  Robert  F.  Rush- 
mer,  M.D.  Second  edition.  Quarto  of  502  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1961.  Cloth,  $12.50. 

Parkinsonism ; Its  Medical  and  Surgical  Therapy. 
By  Irving  S.  Cooper,  M.D.  Quarto  of  239  pages, 
illustrated.  Springfield,  Charles  C Thomas,  1961. 
Cloth,  $16.50. 

The  Surgery  of  Mitral  Stenosis.  By  Robert  P. 
Glover,  M.D.,  and  Julio  C.  Davila,  M.D.  Octavo 
of  219  pages,  illustrated.  New  York,  Grime  & 
Stratton,  1961.  Cloth,  $9.50.  (Modern  Surgical 
Monographs  4) 

Planning  for  Better  Hospital  Care.  By  Eli 
Ginzberg  and  Peter  Rogatz,  M.D.  Octavo  of 
131  pages.  New  York,  King’s  Crown  Press,  1961. 
Cloth,  $5.00. 

The  Great  Epidemic.  By  A.  A.  Hoehling.  Oc- 
tavo of  217  pages,  illustrated.  Boston,  Little, 
Brown  and  Company,  1961.  Cloth,  $3.95. 

The  Crisis  in  American  Medicine.  Edited  by 
Marion  K.  Sanders.  Octavo  of  149  pages.  New 
York,  Harper  & Brothers,  1960.  Cloth,  $3.75. 

Clinical  Obstetrics  and  Gynecology,  Volume  3, 
Number  4.  December  1960.  Fetal  Physiology 
and  Distress.  Edited  by  Thaddeus  L.  Mont- 
gomery, M.D.  Endocrinologj'.  Edited  by  Robert 
B.  Greenblatt,  M.D.  Octavo  of  328  pages,  illus- 
trated. New  York,  Paul  B.  Hoeber,  Inc.,  1960. 
Published  quarterly  (four  numbers  a year).  Cloth, 
$18  per  year. 


Men  cannot  labor  on  always.  They  must  have  'periods  of  relaxation. — Orville  Dewey 
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QUALITY  AND  QUANTITY 

Your  neighborhood  pharmacist’s  prescription  de- 
partment, stocked  with  over  4500  different,  high- 
est quality,  ethical  pharmaceuticals,  is  prepared 
to  fill  all  of  your  doctor’s  prescriptions. 

CERTIFICATION 

.\nother  essential— your  neighborhood  pharma- 
cist’s license  to  practice  Pharmacy— certifies  that 
he  is  properly  prepared  to  compound  your  pre- 
scription. 


EDUCATION  AND  EXPERIENCE 

In  order  to  receive  his  license,  he  studied  at  a 
college  of  Pharmacy  for  five  years  — interned 
under  a licensed  pharmacist  for  six  months  — 
then  passed  rigid  examinations  given  by  the 
New  York  State  Board  of  Pharmacy. 

Your  neighborhood  pharmacist, 
as  a professional, 

is  well-prepared  to  meet  your  health  needs. 

★ 


YOU  CAN  RELY  ON  YOUR  NEIGHBORHOOD  PHARMACIST 


An  affiliate  of  the 

Pharmaceutical  Society  of  the  State  of  New  York 
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“crash  diets” 

do  solve  the  basic  patient  prohlem 
habitual  overeating 


In  the  treatment  of  chronic  obesity,  “fad  diets”  are  not  the 
answer.  Your  patients  may  suffer  adverse  somatic  as  well  as  psychic 
effects  from  alternating  weight  loss  and  gain. 

At  the  conclusion  of  a “crash-diet”  program,  the  patient  often 
falls  back  into  familiar  habits  of  overeating.  The  problem, 
therefore,  remains  the  same. 

The  process  of  eliminating  pounds  in  the  chronically  obese 
should  be  gradual.  To  accomplish  this,  obviously,  new  patterns 
of  eating  must  be  established. 

BAMADEX  tablets  help  the  patient  be  satisfied  on  a diet  which  will 
cause  him  to  lose  weight.  BAMADEX  tablets  combine  two  specific  agents 
to  overcome  the  habitual  overeating  in  the  chronically  obese,,, 
the  outstanding  appetite  suppressant,  d-amphetamine,  balanced  with 
the  tranquilizer,  meprobamate.  BAMADEX  tablets  help  the  recalcitrant 
patient  keep  within  his  prescribed  caloric  limits.  It  does  this  by 
curbing  between-meal  hunger,  fatigue,  nervousness,  insomnia,  and 
dizziness,  which  may  lead  to  failure  in  diet  reduction. 


BAMADEX 


helps  them 
to  help  themselves 
to  less! 


meprobamate  with  d-amphetamine  sulfate  lederle 


TABLETS 


BAMADEX  Tablets:  Each  coated  tablet  (pink)  contains:  d-amphetamine 
sulfate,  5 mg.;  meprobamate,  UOO  mg.  dosage:  1 tablet  one-half  to  one  hour 
before  each  meal.  Higher  dosage  may  be  required  in  certain  cases. 
precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetic 
compounds,  who  have  coronary  or  cardiovascular  disease,  or  who 
are  severely  hypertensive.  suffWei:  Bottles  of  100  and  1,000. 


Request  complete  information  on  indications,  dosage,  precautions  and  contraindica- 
tions from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Pearl  River.  New  York 
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The  Medical  Clinics  of  North  America.  Nation- 
wide Number.  September,  1959.  Viral  and  Rick- 
ettsial Diseases.  Chester  S.  Keefer,  M.D.,  Con- 
sulting Editor.  Octavo.  Philadelphia,  W.  B. 
Saunders  Company,  1959.  Published  Bi-Monthly 
(six  numbers  a year).  Cloth,  ,S18  net;  Paper,  $15 
net. 

The  spectrum  of  clinical  conditions  which  indict 
viruses  as  their  cause  is  indeed  diverse.  In  an  at- 
tempt to  render  order  and  gradation  out  of  this 
mass  of  continuously  accumulating  information  the 
medical  clinics  have  done  a service  to  the  practicing 
physician. 

It  is  of  course  well  and  good  to  acknowledge  and 
re-edit  the  vast  research  undertaken  in  virology  in 
the  past  few  years.  Moreover,  when  this  is  com- 
bined with  a concise,  practical  clinical  picture  the 
end  result  has  to  be  a worth-while  present-day  text. 
This  nation-wide  symposium  with  Dr.  Keefer  as 
consulting  editor  has  attained  this  goal. 

The  inapparent  infection  of  an  ECHO  virus,  the 
often-misdiagnosed  encephalitides,  the  annoying 
recurrence  of  herpetic  lesions,  development  and 
efficacy  of  the  Salk  vaccine,  and  the  general  futility 
in  establishing  specific  modalities  of  therapy  are 
presented  factually.  And,  as  frankly  admitted, 
only  the  surface  has  been  touched  in  this  blossoming 
field.  The  stimulation  encountered  in  discussions 
of  animal  inoculations,  cytodiagnosis,  and  the 
eventual  etiologic  classification,  course,  and  prog- 
nosis is  worth  the  inclusion  of  this  collection  of 
papers  among  the  references  of  a well-read  practi- 
tioner. Kneeland,  Toosli,  Weinstein,  Finley,  and 
Francis  are  a few  of  the  contributors,  nationwide  in 
scope  for  an  edition  nationwide  in  appeal  and  im- 
portance.— Raymond  F.  Medler 

Light  Coagulation.  By  Gerd  Meyer-Schwick- 
erath,  M.D.  Translated  by  Stephen  M.  Drance, 
M.B.  Octavo  of  114  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1960.  Cloth,  $9.50. 

Dr.  Meyer-Schwickerath  has  invented  a new  tool, 
the  Zeiss  Light  Coagulator,  with  which  one  can 
produce  without  surgery,  through  the  pupil,  under 
direct  ophthalmoscopic  observation,  a retinal  burn 
similar  to  that  induced  by  diathermy  in  common 
usage  for  retinal  detachment.  He  traces  the  de- 
velopment of  the  apparatus,  originally  suggested  by 
the  phenomenon  of  “eclipse  blindness,”  from  the 
initial  use  of  reflected  solar  light  to  its  present  form 


of  a xenon  lamp  with  a brilliance  several  times  that  of 
the  sun.  The  indications,  limitations,  contraindica- 
tions, and  complications  of  light  coagulation  therapy 
are  set  forth.  It  has  proved  valuable  in  the  treat- 
ment of  macular  holes,  in  sealing  retinal  tears  in  flat 
detachments,  in  the  prophylaxis  of  retinal  detach- 
ment by  treating  peripheral  tears  and  degeneration, 
in  angiomatosis  retinas,  and  may  have  value  in  the 
therapy  of  small  retinal  tumors.  The  author  has 
accomplished  a major  advance  in  ocular  therapy, 
clearly  presented  in  this  volume. — Jesse  M.  Levitt 

Anatomy : Regional  and  Applied.  By  R.  J.  Last, 
M.B.  Second  edition.  Octavo  of  741  pages, 
illustrated.  Boston,  Little,  Brown  and  Company, 
1959.  Cloth,  $15. 

Human  anatomy  in  its  gross  aspects  has  never 
been  an  easy  subject  to  present,  whatever  the  plan, 
and  the  delimitation  of  its  application  as  a basic 
science  to  medicine  and  surgery  makes  it  no  simpler 
a task.  Dr.  Raymond  Jack  Last  is  professor  of 
applied  anatomy  in  the  Royal  College  of  Surgeons 
of  England — a prominent  post  which  eminently 
qualifies  him  to  write  on  the  subject.  Dr.  Last  is 
known  especially  for  his  studies  of  the  muscles  of 
the  mandible  and  prior  to  the  first  edition  of  the 
present  work  in  1954  he  had  written  a pocket  hand- 
book, Aids  to  Anatomy,  which  had  gone  through  11 
editions  by  1951. 

The  simplification  of  the  teaching  of  gross  human 
anatomy  has  been  like  a recurring  dream,  and  the 
attempts  to  do  so  will-o’-the-wisps.  Dr.  Last  has 
set  himself  no  such  elusive  goal,  but  instead  has 
set  down  in  a straightforward  manner  the  basic 
principles  of  anatomic  knowledge,  elucidated 
through  one  or  a combination  of  three  main  ap- 
proaches— embryologic,  phylogenetic,  and  physio- 
logic. These  are  then  “applied”  on  a regional  plan 
to  explain  the  anatomic  mechanisms  involved  in 
understanding  the  human  body  in  health  and  in 
disease.  He  has  done  this  very  well  indeed.  It  is 
to  be  noted  that  several  of  the  drawings  which  il- 
lustrate the  text  are  by  Dr.  Last  himself.  This  is  an 
important  consideration  since  good  blackboard 
drawing  is  one  of  the  marks  of  a good  teacher. 
Incidentally,  the  use  of  the  ninth  muscle  man  in  the 
Vesalian  figures  to  illustrate  the  jacket  of  the  present 
second  edition  (1959)  points  up  the  fact,  so  easily 
overlooked,  that  gross  human  anatomy  has  really 

(Continued  on  page  1424] 
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Rautrax-N  lowers  high  blood  pressure  gently,  gradually  . . . protects 
against  sharp  fluctuations  in  the  normal  pressure  swing. 


Rautrax-N  offers  all  the  advantages  of  Raudixin, 
Naturetin  and  potassium  chloride  in  a single  dosage 
form  plus:  increased  efficacy  — Combined  action  of 
Raudixin  and  Naturetin  results  in  a potentiated  anti- 
hypertensive effect  greater  than  that  produced  by  either 
drug  alone,  increased  safety  — Potentiated  action  per- 
mits lower  dose  of  other  antihypertensive  agents,  thus 
reducing  severity  of  side  effects.  Protection  against  pos- 
sible potassium  depletion,  flexibility  — Interchangeable 


with  either  Raudixin  or  Naturetin  c K.  economy  — Main- 
tenance dosage  of  only  1 or  2 tablets  daily  for  most  pa- 
tients. convenience  — Once-a-day  maintenance  dosage. 
Two  potencies  available. 

Supply : Rautrax-N  — capsule-shaped  tablets  providing  BO 
mg.  Raudixin,  4 mg.  Naturetin  and  400  mg.  potassium 
chloride.  Rautrax-N  Modified  — capsule-shaped  tablets  pro- 
viding 50  mg.  Raudixin,  2 mg.  Naturetin  and  400  mg. 
potassium  chloride. 


Rautrax-N* 
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[Continued  from  page  1422] 

changed  but  little  during  the  past  four  hundred 
years.  In  a certain  sense  it  has  become  an  exercise 
in  terminology  and  even  this  is  compensated  for  at 
least  in  part,  by  the  use  of  midtiple  corresponding 
nomenclatures. 

As  suggested  above,  nothing  new  is  added  to  our 
knowledge  of  the  subject  of  gross  human  anatomy 
but  there  is  always  need  for  a fresh  or  different  ap- 
proach. Economically  speaking,  the  appearance  of 
a second  edition  is  the  best  advertisement  for  the 
reception  accorded  the  first  edition  and  bespeaks 
the  merit  of  the  book’s  content.  Dr.  Last  is  the 
second  British  anatomist  to  have  his  work  published 
in  America  in  recent  times,  following  Sir  Frederick 
Treves  in  1934,  and  himself  being  followed  by  Alex- 
ander Lee  McGregor  in  1957.  Admittedly,  the 
work  of  these  men  also  covers  the  special  field  of 
applied  anatomy,  as  indeed  do  the  better-known 
American  works  by  Carl  Latimer  Callander,  W.  F. 
Campbell,  and  John  Blair  Deaver  but  except  for  a 
1957  edition  of  Treves  and  a 1958  edition  of  Cal- 
lander there  have  been  no  recent  books  generally 
available  in  this  country  other  than  the  first  and  the 
present  editions  by  Dr.  Last. 

This  book  was  written  primarily  for  the  post- 
graduate student  in  anatomy  and  for  the  physician 
or  surgeon  who  finds  his  grasp  of  anatomy  slipping. 
However,  the  presentation  is  such  that  it  may  be 
studied  with  profit  also  by  undergraduates  in  the 
medical  school. — Gordon  E.  Mestler 

Diverticulitis.  By  Sara  M.  Jordan,  M.D.,  and 
Russell  S.  Boles,  Jr.,  M.D.  Octavo  of  90  pages, 
illustrated.  New  York,  Grune  & Stratton,  1960. 
Cloth,  $4.75.  (Modern  Medical  Monographs) 

The  authors  have  written  a small  monograph 
supplemented  with  numerous  references.  A major 
portion  of  the  text  is  devoted  to  a critical  review  of 
the  history  of  diverticulosis  and  diverticulitis.  The 
remainder  of  the  publication  is  concerned  with  the 
pathogenesis,  incidence,  diagnosis,  complications, 
treatment  both  medical  and  surgical,  and  prognosis. 
The  indications  for  surgical  intervention  are  pre- 
sented. The  details  of  surgical  technic  are  inten- 
tionally omitted. 

This  monograph  is  recommended  as  a concise 
resume  rather  than  a detailed  presentation  of  this 
subject. — Milton  J.  Matzner 

A Clinical  Prospect  of  the  Cancer  Problem.  By 
D.  W.  Smithers,  M.D.  Octavo  of  232  pages,  il- 
lustrated. E.  & S.  Livingstone,  (Baltimore,  The 
Williams  & Wilkins  Company),  1960.  Cloth, 
$8.50. 

This  is  a short  volume  designed  as  a general  in- 
troduction to  a series  of  monographs  on  neoplasms 


at  various  individual  sites  in  the  body.  Dr. 
Smithers  will  also  be  editor  of  a series.  The  work  is 
definitely  interesting  and  has  a speculative  and 
])hilosophical  approach  to  the  subject  of  cancer. 

The  author  is  a radiotherapist  of  renown  in  the 
British  Empire.  The  book  is  very  provocative  in 
manj"  of  its  facets.  He  pleads  that  it  is  time  that 
we  in  the  scientific  group  recognize  that  there  is 
no  single  cause  of  cancer  to  be  found : that  there  are 
many  mechanisms  for  the  normal  regulation  of  cell 
division  and  differentiation,  and  many  influences 
deflecting  them  into  abnormal  expression  must  be 
understood.  Another  interesting  point  of  view  of- 
fered by  Dr.  Smithers  is  what  he  refers  to  as  the 
unfortunate  method  by  which  we  derive  our  statis- 
tics concerning  cancer  incidence.  He  points  out,  for 
instance,  that  much  of  our  data  is  extracted  from 
death  certificates  which  give  many  false  impressions. 

Anyone  who  is  interested  in  a new  approach  to 
the  subject  of  cancer  should  read  this  book. — 
Bernard  S.  Post 

Congenital  Malformations  of  the  Heart.  Volume 
I : General  Considerations.  By  Helen  B.  Taussig, 
M.D.  Second  edition.  Quarto  of  204  pages, 
illustrated.  Cambridge,  Published  for  The  Com- 
monwealth Fund  by  Harvard  University  Press, 
1960.  Cloth,  .$4.75. 

The  long  and  eagerly  awaited  second  edition  of  Dr. 
Taussig’s  monumental  work  is  one  of  the  great 
glories  of  the  current  publishing  season.  Readers 
will  be  pleased  to  find  that  although  the  size  of  the 
opus  makes  it  necessary  to  have  two  volumes,  the 
fundamental  design  is  the  same.  To  quote  the 
author:  “This  edition  is  like  a deciduous  tree: 

the  fundamental  outline  of  the  tree  remains,  but 
the  tree  has  all  new  leaves  and  a few  new  branches.’’ 

The  first  volume  is  now  at  hand  and  is  devoted  to 
“General  Considerations”  with  chapters  on  em- 
bryology, etiology,  and  the  fetal  circulation,  meth- 
ods of  diagnosis,  special  diagnostic  procedures  (such 
as  angiocardiography'  and  cardiac  catheterization), 
cyanosis,  and  medical  care.  Many  new  drawings 
and  radiographs  are  introduced,  all  highly'  satis- 
factory. 

The  wide  audience  which  these  volumes  will  surely 
and  deservedly  find  will  applaud,  too.  Dr.  Taussig’s 
excellent  judgment  in  using  a delightful  letter  as  the 
prefatory  illustration  to  the  book;  it  is  touching  and 
appropriate. — Milton  Plotz 

Blood  Diseases  of  Infancy  and  Childhood.  Bv 
Carl  H.  Smith,  M.D.  Octavo  of  572  pages,  illus- 
trated. St.  Louis,  The  C.  V.  Mosby'  Company, 
1960.  Cloth,  $17. 

Any  individual  who  undertakes  to  write  an  up-to- 
[Continued  on  page  1426] 
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u act  to  (a)  lubricate  and  soften  skin,  (b)  replenish  natural  emollient  oil,  (c)  prevent 
excessive  evaporation  of  essential  moisture.  JD, 

' Patients  appreciate  pleasant,  convenient  SARDO.  ^3 

Non-sticky,  non-sensitizing,  economical.  Bottles  of  4,  8 and  16  oz.  ‘ 


for  samples  and  literature,  please  write  . . . 

SARDEAU,  INC.  75  East  55th  Street,  New  York  22,  N.  Y.*Patent  Pending, t.m.  © igei 
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BOOKS  REVIEWED 


[Continued  from  page  1424] 

date  textbook  on  hematology  faces  a formidable 
task  in  view  of  the  continuous  rapid  expansion  of 
knowledge,  and  the  innumerable  pubhcations  re- 
garding the  subject  that  have  appeared  in  recent 
years.  Dr.  Smith,  because  of  his  vast  clinical  ex- 
perience and  his  numerous  contributions  to  hema- 
tologic literature  is  singularly  qualified  to  carry  out 
such  a task.  The  medical  profession  owes  him  a 
debt  of  gratitude  for  culling  the  vast  scientific 
literature,  and  with  the  wisdom  acquired  from  his 
own  personal  experiences,  preparing  this  excellent 
text  on  pediatric  hematology.  Among  his  own  origi- 
nal contributions  were  his  demonstration  of  the 
mechanism  of  heredity  of  mediterranean  (or 
Cooley’s)  anemia,  the  value  of  splenectomy  in  re- 
ducing the  need  for  blood  transfusion,  as  well  as 
the  role  of  transfusion  and  iron  therapy  in  producing 
hemochromatosis  as  a complication  of  the  disease. 
Other  contributions  dealt  with  are  generative 
anemia,  the  suppressive  effect  of  transfusion  on 
hematopoiesis,  the  effect  of  splenectomy  on  im- 
munity, and  the  description  of  the  clinical  entity, 
infectious  lymphocytosis.  These  and  Dr.  Smith’s 
other  contributions  are  of  course  included  in  his 
book.  The  product  is  an  attractive,  readable,  and 
authoritative  review,  which  anyone  requiring  in- 
formation and  guidance  in  the  management  of  a 
particular  hematologic  problem,  can  consult  with 
confidence. 

Like  most  other  authors  of  hematology  textbooks. 
Dr.  Smith  is  primarily  a clinical  hematologist  rather 
than  an  immunohematologist.  However,  the  litera- 
ture of  immunohematology  is  also  vast,  so  that  the 
tendency  of  those  preparing  textbooks  on  hema- 
tology has  been  to  derive  their  information  regarding 
the  subject  from  reviews.  Unfortunately,  many 
authors  obtain  most  or  all  of  their  information  from 
the  same  single  source,  namely  Race  and  Sanger’s, 
“Blood  Groups  in  Man,’’  even  though  this  book  is 
notorious  for  certain  misconceptions  and  misinfor- 
mation which  it  contains,  and  other  more  authorita- 
tive texts  on  the  subject  are  available,  the  result  is 
that  this  book,  in  common  with  other  hematology 
textbooks  repeats  and  helps  to  perpetuate  certain 
misinformation  contained  in  the  Race-Sanger  book. 
An  outstanding  example  of  the  confusion  to  which 
lack  of  understanding  of  the  principles  of  serology 
can  give  rise  can  be  found  on  the  top  of  page  72  of 
Smith’s  book,  where  there  appears  the  sentence. 


“Rh  variants  include  the  D“  factor,  C"  factor,  Kell 
group  (Kk),  Duffy  group  (Fy*  and  Fy^),  Lewis 
group  (Le“  and  Le**),  Lutheran  group  (Lu“  and  Lu>>), 
factor  U and  low  incidence  antigens.’’ 

The  reviewer  trusts  that  these  few  critical  remarks 
will  not  be  misconstrued,  because  Smith’s  book’s 
only  weakness  appears  to  be  in  the  short  section 
dealing  with  immunohematology.  As  a source  of 
information  regarding  pediatric  clinical  hematology, 
with  which  the  bulk  of  the  book  deals,  it  is  an  in- 
valuable contribution,  without  equal,  and  can  be 
recommended  without  qualification. — A.  S.  VViexeh 


Occupational  Diseases  and  Industrial  Medicine. 
By  Rutherford  T.  Johnstone,  M.D.,  and  Seward 
E.  Miller,  M.D.  Octavo  of  482  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1960. 
Cloth,  $12. 

Because  the  majority  of  occupational  illnesses  are 
handled  by  general  practitioners  it  is  important  that 
this  book  be  widely  disseminated.  It  is  also  im- 
portant in  general  practice  because  every  home  in 
the  nation  has  used  products  which  contain  chemi- 
cals that  are  potentially  capable  of  causing  syn- 
dromes which  are  bizarre  if  the  physician  is  not 
thinking  in  terms  of  chemicals. 

The  senior  author  (R.T.J.)  has  written  a number  of 
volumes  on  the  same  subject  some  of  which  have 
become  classics  in  the  field.  The  coauthor  (S.E.M.) 
is  director  of  the  Institute  of  Industrial  Health  and 
Professor  of  Medicine  at  the  University  of  Michigan. 

This  work  has  attempted  to  show  that  burns, 
sprains,  and  fractures  no  longer  dominate  the  prac- 
tice of  industrial  medicine,  but  rather  that  the  em- 
phasis today  is  on  the  effects  of  chemical  exposure, 
air  pollution,  radiation,  emotional  stress,  and  on 
insurance  and  disability  problems.  This  end  it  has 
well  accomplished  by  using  innumerable  interesting 
and  well-presented  case  histories  and  illustrations. 
Of  course  the  whole  gamut  of  industrial  medicine 
and  occupational  diseases  has  been  restated  and 
brought  up  to  date.  The  listing  of  the  metals  and 
poisons  is  done  in  a workman-like  manner  and  refer- 
ence to  any  particular  topic  is  quick  and  easy. 

This  book  has  filled  the  gap  which  time  created 
since  the  last  edition  of  Dr.  Johnstone’s  excellent 
book  of  the  same  title.  Every  doctor  should  have  a 
copy  of  this  work  on  his  shelf. — B.  S.  Post 


Hope  is  a light  diet,  hut  very  stimulating. — Balzac 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pr< 
Srams,  shock  therapy,  selected  cases  of  alcoholism  and  addi< 
tion  accepted. 

Geriatric  patients  given  special  consideration. 


W£:ST  HML.M. 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
For  oervous,  meocal,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physici^sn  in  Charge 
Telephone:  Kingsbridge  9-8440 


HOLBROOK  MANOR  •'Home'' 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-monlhs  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

254  W.  54  St— N V C 
Circle  7-3434 

Licensed  by  the  State  of  New  York  


MantU  ScUool 


PINEWOOD  g;•iyui:w^^t'r"}  P'.V»c;-ns/n  Charge 

EsT.  itso  [),_  Walter  A.  Thompson,  F.A.P.A.,  Clinieal  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 
A psychiatric  hospital,  ofFering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate:  Commence  at  $125.00  per  week. 

N.  Y.  City  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  FrI.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


A Modern 
Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problenu 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  P Myduatritt 
R.  Stuart  Djer,  M.D.,  Asst.  P syebiatritt 
Donald  Boudreau,  M.D., 4 sat.  Ptychiatrhl 
658  West  Onondaga  Street 
SYRACUSE,  N.  Y. 
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PHYSICIANS  WANTED 


LOCUM  TENENS — G.P.  or  internist.  Large,  busy  mid- 
town hotel,  NYC.  July  and  August.  Complete  coverage. 
Advantageous.  Write  Box  342,  N.  Y.  St.  Jr.  Med. 


Internist — Large  Midwest  hospital.  Must  be  board  eligible 
Write  Box  234,  N.  Y.  St  Jr.  Med. 


Anesthesiology  Residency  open — one  year — cardiac  surgery 
exclusively,  including  open  heart.  Apply  Albert  E.  Blundell, 
M.D.  Director  Anesthesiology  St.  Francis  IIosp.  and  San. 
Roslyn,  L.I.,N.  Y. 


If  you  are  contemplating  General  Practice,  Ophthalmology 
or  ENT,  a choice  site  is  now  available  in  association  with  es- 
tablished G.P.  Call  Edward  W.  Bockstahler,  M.D.,  6180 
Transit  Road,  Depew,  New  York. 


Physician  wanted  for  July  and  August  1961  to  assist  me  in 
my  practice  at  Chautauqua,  New  York  which  is  a summer  ed- 
ucational and  recreational  colony  on  Chautauqua  Lake. 
New  York  State  license  is  required.  One  or  more  years  of 
hospital  training  is  necessary,  and  applicant  should  have  some 
training  in  internal  medicine.  Anyone  interested  may  write 
or  phone  me,  and  other  details  will  be  discussed  at  that  time. 
G.  L.  Lester,  M.D. 


Wanted:  Associate,  general  practice,  upper  New  York,  some 
experience  in  obstetrics.  Rapid  advancement,  alternating 
night  duty,  month’s  vacation,  guaranteed  income;  first 
year  $13,000  plus.  Congenial  group.  Box  327,  N.  Y.  St. 
Jr.  Med. 


Phya.  Wanted:  Fastest  growing  town  in  Western  Suffolk 

County.  Space  for  rent  in  new  air-conditioned  bungalow 
office  occupied  by  established  dentist.  Ideal  area  for 
pediatrician.  Box  321,  N.Y.  St.  Jr.  Med. 


Adirondack  resort  community  desires  services  of  General 
Practicing  physician.  Beautiful  living  surroundings,  good 
sustaining  salary,  opportunity  for  service  to  several  neighbor- 
ing communities.  Write  Laura  Bird,  Town  Clerk,  Inlet, 
New  York,  or  call  Eagle  Bay  3631  for  an  appointment. 


Obstetrician-Gynecologist  for  active  practice  in  Metropolitan 
New  York  area.  Excellent  opportunity.  Open  hospital 
appointments.  Guaranteed  salary  first  year  and  early  full 
partnership.  Must  be  Board  Certified  or  eligible.  Cur- 
riculum vitae  and  date  of  availability  in  first  letter.  Box 
316,  N.  Y.  St.  Jr.  Med. 


PHARMACEUTICAL  ADVERTISING  AGENCY  RE- 
QUIRES A MEDICAL  DIRECTOR:  mature  internist  pre- 
ferred; primary — to  apply  high  standards  of  accuracy  and 
ethics  to  medical  advertising  for  pharmaceutical  products,  to 
provide  authoritative  information  to  agency  personnel,  to  con- 
fer and  explore  possibilities  for  acceptable  promotion;  must 
be  as  patient  and  respectful  of  uninformed  intelligence  as  a 
good  teacher,  as  receptive  to  new  ideas  as  a good  research  di- 
rector, and,  like  either,  completely  devoted  to  the  truth  as  it  is 
i given  him  to  see  it;  position  offers  high  professional  and  per- 

sonal rewards;  agency  willing  to  discuss  possibility  of  part- 
time  association;  New  York  City  location.  Reply  Box  347, 
N.  Y.  St.  Jr.  Med. 


Wanted:  House  Physician  for  Otolaryngology  Department. 

Applicant  must  have  license  or  certificate  from  E C F M G. 
Salary  open.  Write  Box  353,  N.Y.  St.  Jr.  Med. 


Young  doctor,  (or  graduating  intern)  with  knowledge  of  Ob- 
stetrics, to  join  established  Medical  Group  doing  General 
Practice  in  Queens.  Excellent  salary.  Object  ultimate 
partnership.  Box  354,  N.  Y.  St.  Jr.  Med. 


General  Practitioner  urgently  needed.  Small  but  growing 
community  in  Western  N.  Y.  offers  rare  opportunity  for 
young  doctor.  Mayor,  Lyndonville,  N.  Y. 


Physician  Wanted — Male — for  July  and  August  in  upstate 
summer  resort,  to  assist  two  physicians.  Excellent  salary. 
Write  Box  343,  N.  Y.  St.  Jr.  Med. 


Wanted — House  physician,  immediate  opening.  Foreign 
graduates  must  have  passed  ECFMG  examination.  1 year 
approved  internship  required  for  all  applicants.  Pleasant 
community  in  New  Jersey,  30  miles  from  New  York  City. 
Attractive  salary  and  good  working  conditions.  Apply- 
.4drainistrator,  Riverside  Hospital,  Boonton,  N.  J. 


Position  available:  Radiologist  to  direct  Tumor  Clinic  in 
upstate  New  York.  Deep  and  superficial  x-ray  therapy,  ra- 
dium and  isotopes.  Good  personnel  policies,  vacation,  sick 
leave,  retirement  and  social  security  benefits.  For  details, 
write  to  Box  344,  N.  Y.  St,  Jr.  Med. 


Town  desperate  for  doctor.  Unopposed.  Lovely  home  with 
office  avaUable  with  excellent  terms.  Three  hospitals  within 
thirteen  miles.  Estmated  income  $35,000.  Contact  South 
Rutland  Grange,  So.  Rutland,  N.  Y. 


Opportunity  available  for  internist,  ob-gyn,  and  pediatrician 
to  join  a young,  active  group  attached  to  an  eighty  bed  gen- 
eral hospital.  Salary  with  substantial  increments  for  three 
years  then  profit-sharing.  Must  be  eligible  for  Michigan 
licensure.  New  facilities  with  building  program.  Write 
Medical  Director,  Elliot  Hall  Hospital,  13015  West  Chicago, 
Detroit  28,  Michigan. 


Urgently  needed — Qualified  general  practitioner  in  resort  area 
in  western  New  York  State.  Good  schools,  hunting  and  fish- 
ing. Chance  for  lucrative  practice  in  growing  area.  Box  340 
N.  Y.  St.  Jr.  Med. 


Physicians  wanted — male  female,  licensed,  for  cliildren’s 

camps,  .luly-Aug.  Good  salary,  free  placement.  350  mem- 
ber camps.  Dept.  P.  Assoc’n  Private  Camps,  55  W.  42nd 
St.,  New  York  36. 


PRACTICES:  FOR  SALE  OR  RENT 


General  practice  grossing  $50,000.  Fully  equipped  office, 
apartment  house.  Open  hospital.  Near  teaching  hospital. 
Greater  potential.  Ideal  for  partnership  or  ambitious  indi- 
vidual. Terms.  Box  337,  N.  Y.  St.  Jr.  Med. 


General  practice,  established  14  years,  active.  Home-office 
combination  in  Central  Hudson  Valley  Village.  Suitable  for 
solo  or  partners.  Terms  if  needed.  Box  339,  N.  Y.  St.  Jr. 
Med. 


Sale:  Desirable  9-room  home  with  5-room  office.  Middletown, 
N.Y.  Established  27  yr.  practice  included.  Full  in- 
formation given  to  interested  person.  Central  location.  Box 
330,  N.  Y.  St.  Jr.  Med, 


Pediatric  practice  with  office  to  rent;  close  to  medical  school 
located  in  prosperous  urban  area.  Box  312,  N.  Y.  St.  Jr. 
Med. 


Practice,  fully  equipped  office  with  combination  office-resi- 
dence; very  successful  general  practitioner,  capital  district, 
died  suddenly  last  January.  Within  few  iniles  several 
hospitals,  medical  college.  Unusual  opportunity.  Box  352, 
N.  Y.  St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33Vs%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 
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Philatelic  Hobby:  Is  this  ope  of  your  preferred  relaxations? 
Or  maybe  additional  scientific  study?  On-hand  one  of  largest- 
selectioD  of  ERRORS.  VARIETIES  (even  for  advanced 
specialists).  Many  elusive  Topicals,  Air  Mails-incl  Medicine, 
Olympic,  Refugee,  Rotary,  UN,  FDR,  UPU,  I.G.Y.,  Proofs, 
etc.  An  accumulation  of  35  years!  Please  request  details  or 
approvals.  S.  Serebrakian,  Inc.,  P.O.B.  448,  Monroe,  N.  Y. 


REAL  ESTATE  FOR  SALE  OR  RENT 


For  rent:  Physician’s  office — 700  sq.  ft.  Also  300  sq.  ft. 
Share  reception  room  with  dentist.  Established  location  E. 
Northport,  L.I.  ANdrew  1-2720,  ANdrew  1-6977. 


i Brooklyn — Office  space  in  professional  building  with  M.D.’s 
& D.D.S.  Suitable  for  Psychiatrist.  Excellent  location  and 
transportation.  Reasonable — Phone-IN  7-5656. 


FOR  SALE— HOME  AND  OFFICE.  ROSLYN,  L.I..  N.Y. 
Private  entrance  to  3Vs  room  office,  plus  luxurious  8 room, 
2Vz  bath  home.  Panelled  den,  finished  basement,  maid's 
room.  V4  acre,  landscaped.  Many  extras.  $35,000.  Phone 
MA  1-2444. 


Staten  Island — New  Air  Condit.  suite  of  professional  offices. 
3 adjoining  rms.  with  priv.  lav.  Share  reception  rm  and  lab 
I with  D.D.S.  Street  level,  business  street,  ideal  specialist 
' or  G.P.  1991  Victory  Blvd.,  YU  1-7103. 


ti  ■ 

I Excellent  opportunity  to  re-establish  prominent  country  prac- 
i|  tice;  modern  fully  equipped  office  building  ready  for  use;  near 
hospital;  detached  home,  3 car  garage,  corner  fronting  main 
and  secondary  highways.  Write  E.  Gellert,  Kerhonkson, 
N.  Y.  Phone  Kerhonkson  2631. 


1200  Fifth  Ave.;  Mt.  Sinai-Flower  Fifth  area;  attractive 
apartments:  ideal  professional  and  residence  psychiatrist, 
or  allied  field;  luxury  bldg.;  attended  elevators.  Phone 
I agent — TR  6-9758. 


Office  to  let — 3 rooms — ideally  suitable  for  specialist,  sep. 
entrance.  Gr.  Cent.  Pkway  & Main  St.,  Kew  Garden  Hills, 
Call  Rosenberg,  AX  7-0419,  after  6 P.M.  $125. 


LONG  BEACH,  N.  Y.  Unusual,  perfect  professional  loca- 
tion. Combine  your  profession,  living  in  a comfortable,  beau- 
tiful home,  immaculate  condition.  Four  room  office,  with 
large  waiting  room,  bath,  separate  entrance.  Residence, 
large  living  room,  dining  room,  three  bed  rooms,  two  baths, 
and  two  car  garage.  GEneral  1-1614. 


For  Sale:  Hampton  Bays,  L.I.  Suitable  for  professional 

use;  home — office;  6 bedrooms,  3 baths.  Furnished.  On 
top  of  a hill  on  V2  acre  overlooking  Shinnecock  Bay  and 
Atlantic  Ocean.  Has  to  be  seen  to  be  appreciated.  FO 
4-8330  weekdays. 

I ■■■  . 


5 room  office  on  Staten  Island,  fastest  growing  borough  of 
New  York  City,  suitable  for  physician.  Dentist  in  building. 
Parking  no  problem.  Box  334,  N.  Y.  St.  Jr.  Med. 


For  Rent:  Manhattan  office,  214  E.  31st  Street,  suitable 
physician  or  dentist.  Occupied  by  surgeon  who  is  moving 
upstairs,  (jail  Mon,  Wed,  Fri  4 to  7 P.M.  MU  6-0223. 


Internist  or  G.P. : 25-year-old  Rochester.  N.Y. — Active  office- 
home  practice — corner — 5 min.  from  hospital — sale  or  rent. 
Fully  equipped.  Buy  inventory.  Grossing  $35,000  yearly. 
Write  Box  351,  N.  Y.  St.  Jr.  Med. 


Springfield  Gdns.,  L.I.,  N.Y. — Doctor’s  8 rm.  house  and  5 rm- 
office  bldg,  adjoining.  2 car  garage.  Integrated  section.  1 
block  from  bus  stop.  Reply  Box  349,  N.  Y.  St.  Jr.  Med. 
or  call  LA  8-0806. 


Rockland  County.  Large  practice  of  recently  deceased 
physician.  Practice  still  active.  8 room  office  suite  com- 
plete with  extensive  modern  equipment.  7 room  dwell- 
ing in  fine  condition  includes  carpeting  and  dishwasher. 
Corner  house  in  top  medical  location.  Office  entrance  on 
street.  Horne  entrance  on  otlier.  2 car  heated  garage 
attached  to  office.  Very  liberal  terms.  Only  small  amount 
of  cash  needed.  Asking  $35,000  for  everything.  Call  or 
write  Ruth  Koblin  Realty,  Main  St.,  Nyack,  N.  Y.  ELin- 
wood  8-3614. 


Wantagh,  L.I. — 69  ft.  ranch;  corner;  V2  acre;  main  tho- 
roughfare; 3*/j  rm  off.  lav.;  7 rm.  residence  (3  bdrms,  2 
baths);  2 car  gar.  Fine  sandstone  front  and  landscaping. 
$960  tax,  $25,000  mortg. — $10,000  cash,  incl.  off.  equip.  Cali 
SU  5-7821. 


New  medical  building,  Rockland  County.  Space  and  oppor- 
tunity available  for  allergist,  dermatologist.  ENT,  neurolo- 
gist, oplithalmoiogist,  psychiatrist,  urologist.  Call  Spring 
Valley.  ELmwood  6-3310. 


FOR  SALE:  Doctor’s  home  & office  in  Massapequa,  Nassau 
County.  Located  on  main  street  with  home  entrance  on 
small  quiet  street.  Office  opposite  2 large  shopping  centers. 
Fully  equipped  office  with  central  air  conditioning  through- 
out house  and  offi  ce.  Large  active  practice.  Suitable  for  any 
specialty.  Leaving  practice  to  subspecialize.  Call  Lincoln 
1-8018. 


Uniondale  Professional  Building  (East  Hempstead  area) 
374  Uniondale  Avenue.  Air  conditioned.  Will  alter  to  suit. 
Private  lavatories.  Excellent  opportunity  for  general  prac- 
titioner or  specialist.  Mrs.  Desch  PI  1-6632. 


POSITIONS  WANTED 


Midwestern  General  Practitioner  age  38,  AAGP,  primary 
interest  internal  medicine,  seeking  location  near  hospital, 
upper  2/3rds  Westchester  County.  Consider  practice  pur- 
chase, association,  or  establishment  of  new  practice  in  desirable 
office  location.  Box  332,  N.  Y.  St.  Jr.  Med. 


Anesthesiologist,  exceptionally  qualified  for  academic  or  clini- 
cal position.  Seeks  director  or  comparable  status  position. 
Curriculum  vitae  available.  N.  Y.  licensed.  Reply  Box 
350.  N.  Y,  St.  Jr.  Med. 


Obstetrician — Gynecologist,  Board  eligible,  married,  seeks 
association  in  individual  partnership  or  in  group  in  New  York 
City  area  or  suburbs.  Box  336,  N.  Y.  St.  Jr.  Med. 


General  Practitioner,  well  trained,  experienced,  seeks  loca- 
tion, practice  or  position  in  the  Metropolitan  area.  Box  341, 
N.  Y.  St.  Jr.  Med. 


Surgeon  for  part  time,  many  years  experience,  general 
(including  fractures)  and  pelvic  surgery.  Ratings  D.S., 
F.A.C.S.,  S.A.C.L.  Write  Box  333,  N.  Y.  St.  Jr.  Med. 


Anesthesiologist,  female,  well  qualified;  individual  fee  for 
service;  preferably  away  from  N.Y.C.  Write  Box  346, 
N.  Y.  St.  Jr.  Med. 


AAGP  member,  age  46,  primary  interest  internal  medicine, 
industrial  experience,  tired  of  solo  practice,  seeks  connec- 
tion with  industry,  institution  or  group.  Write  Box  348, 
N.  Y.  St.  Jr.  Med. 


General  and  Thoracic  surgeon,  32.  Board  eligible  both 
specialties;  trained  university  hospitals;  medical  school 
instructor.  Seeks  association  group  clinic,  private  practice. 
Box  355,  N.  Y.  St.  Jr.  Med. 
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Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1, 


1961—25,372 


County 


President 


Secretary 


Treasurer 


Alban; 

Allegan; 

Bronx 

Broome 

Cattaraugus. . . 

Ca;uga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefiferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomer; . . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga  ... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectad;.  . 

Schoharie 

Schu;ler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . 

Wa;ne 

Westchester . . 

W;oming 

Yates . 


William  H.  O'Brien Albany 

George  E.  Taylor,  Jr Cuba 

Leonard  L.  Heimoff Bronx 

George  C.  Hamilton.  . .Binghamton 

James  F.  Durbin Olean 

Leonard  \V.  Sincerbeaux . . . Auburn 

Alfred  D.  Heinemann Dunkirk 

W'illiam  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

Thomas  C.  Seymour Hudson 

William  J.  McAuliffe Cortland 

Harold  W'.  Hayne Sidney 

Morris  J.  Frank Beacon 

Eugene  J.  Hanavan Buffalo 

Rudolph  J.  Martin.  . . Ticonderoga 
C.  Bradley  Sageman.  Saranac  Lake 

Arthur  Howard Johnstown 

Myron  E.  Williams Batavia 

T.  Earl  McQuade Coxsackie 

Leo  L.  Heller Newport 

Rudolph  J.  Haas Chaumont 

Irving  M.  Pallin Brooklyn 

William  S.  Reed Lowville 

Stanley  J.  Jackson.  .Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Hobart  L.  Boyd Rochester 

Feori  F.  Pipito Amsterdam 

Reginald  M.  Steen Cedarhurst 

Bernard  J.  Pisani New  York 

John  T.  Donovan,  Jr Lockport 

Theodore  J.  Kantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

John  D.  Van  Zandt.  . .Tuxedo  Park 

Arnold  O.  Riley Holley 

John  B.  Riley Oswego 

Clinton  V.  Hawn Cooperstown 

Eugene  Lusardi Cold  Spring 

Monroe  M.  Broad Jamaica 

William  B.  McDonald. . North  Troy 

Isadore  Gordon Staten  Island 

G.  Gordon  Knight Piermont 

Alexander  E Dodds Edwards 

W.  M.  Moriarta. . .Saratoga  Springs 

Donald  C.  Walker Delanson 

Robert  Green wald Cobleskill 

Fritz  Landsberg Watkins  Glen 

Willard  L.  Hogeboom Willard 

Leon  M.  Roe Canisteo 

Anthony  Kohn Bay  Shore 

Lester  Lipson Monticello 

Henry  Kaine Spencer 

Noah  J.  Kassman Ithaca 

Vincent  Amatrano Kingston 

Raymond  L.  Rhodes. . . .Glens  Falls 

Peter  J.  Attwood Greenwich 

Charles  D.  Reeves Newark 

Arthur  H.  Diodrick.  . . Port  Chester 

Warren  H.  Hanson Warsaw 

Vincas  Sirmenis Penn  Yan 


G.  Rehmi  Denton -\lbany 

Edward  W.  Briggs,  Jr..  . .W^ellsville 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicot 

Frank  T.  Frost Olean 

Donald  W.  Delahanty Auburn 

Joseph  V.  Karnes Dunkirk 

James  A.  Mark Elmira 

■Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Theodore  I.  Jacobus Cortland 

Marvin  Huyck Walton 

James  K.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Daisy  H.  Van  Dyke Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington. . . . Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  A.  Woerner.  ..Port  Leyden 
G.  Emerson  Learn.  . .Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Philip  T.  Cortese .Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr. . . New  York 
William  C.  Niesen.  . . . Niagara  Falls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames.  . . .Cooperstown 

John  Simmons Brewster 

Kurt  Rosenberg . . . Long  Island  City 

David  R.  Tomlinson Troy 

Sydney  Lang Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot . . Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  V.  Dewell Cobleskill 

A.  Duncan  McCarthy Burdett 

William  P.  Magcnheimer.  .Waterloo 

Milton  Tully Hornell 

Joseph  Lambert Bay  Shore 

Alan  R,  Fried Livingston  Manor 

George  F.  Pritchard Owego 

Robert  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey  . . . .Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  M.  Jones Bronxville 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker. . . . Penn  Yan 


Arthur  J.  Sullivan Albany 

S.  I.  McMillin Houghton 

Herbert  G.  Cohen Bronx 

James  F.  Johnson Binghamton 

Ruth  R.  Knobloch ....  Little  Valley 

Joseph  T.  Birardi Auburn 

C.  Otto  Lindbeck Jamestown 

Francis  W.  Chamberlain  ....  Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyck Walton 

Philip  V.  Buckley.  . . .Poughkeepsie 

Francis  W.  O’Donnell Buffalo 

Harold  J.  Harris Westport 

Daisy  H.  Van  Dyke Malone 

William  H.  Raymond.  . .Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington ...  Watertown 

James  L.  O’Leary Brooklyn 

Charles  A.  Woerner. . .Port  Leyden 
G.  Emerson  Learn. . . Mount  Morris 

Gareth  S.  West Chittenango 

Charles  D.  Sherman,  Jr..  .Rochester 
Robert  W.  Dunlap,  Jr. . . Amsterdam 

Robert  Park,  Jr Garden  City 

Adelaide  Romaine New  York 

Glenn  E.  Jones Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  Dispenza Albion 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Del  Campo Carmel 

Victor  S.  Lait Flushing 

John  A.  Enzien Troy 

Charles  H.  Thom Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 
Kurt  H.  Meyerhoff. . . .Schenectady 

Duncan  L.  Beet Middleburg 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer. . Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone  ....  Bay  Shore 

Alan  R.  Fried Livingston  Manor 

George  F.  Pritchard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Wallace  M.  Sheridan.  .White  Plains 

Newland  W.  Fountain Warsaw 

Wilfred  D.  MoCusker...  .Penn  Yan 
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New  York  State  J.  Med. 


He  needs  his  muscles  working  properly 
when  they  aren’t,  he  needs 

Trancopal 


How  to  use 

Trancopal® 

Brand  of  chlormezonone  * 


in 

musculoskeletal 

^^splinting” 


Although  "splinting”  of  a joint  by 
skeletal  muscle  spasm  is  often  pro- 
tective, it  can  go  too  far  or  continue 
too  long.  Then  spasm,  pain  and  dis- 
use may  lead  to  wasting. 

When  you  prescribe  Trancopal, 
you  can  prevent  “oversplinting.” 
Trancopal  will  relax  the  spasm,  ease 
the  pain  and  get  the  muscle  work- 
ing again.  Relaxation  generally  be- 
gins within  half  an  hour,  and  the 
effects  of  one  tablet  last  from  four  to 
six  hours. 

In  addition  to  relaxing  the  muscle, 
Trancopal  will  mildly  tranquilize 
the  patient,  reducing  the  restless- 
ness and  irritability  that  so  often 
accompany  discomfort.  With  Tran- 
copal, the  patient  can  soon  start 
purposeful  exercise  and  physical 
therapy. 

Trancopal  has  been  found  very 
effective  in  the  treatment  of  pa- 
tients with  low  back  pain  (lum- 
bago), neck  pain  (torticollis),  bur- 
sitis, fibrositis,  myositis,  ankle  sprain, 
tennis  elbow,  osteoarthritis,  rheu- 
matoid arthritis,  disc  syndrome  and 
postoperative  muscle  spasm.  Tran- 
copal is  available  in  200  mg.  Caplets® 
(green  colored,  scored)  and  in  100 
mg.  Caplets  (peach  colored,  scored), 
bottles  of  100. 

Dosage:  Adults,  1 Caplet  ( 200  mg. ) 
three  or  four  times  daily;  children 
(5  to  12  years),  from  50  to  100  mg. 
three  or  four  times  daily. 


LABORATORIES 

New  York  18.N.Y. 


1591M 
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Acts  within  mtnufes— koagamin,  unlike  other  hemostatic  agents,  acts  quickly  in  minimal 
dosages.  Working  on  the  late  phases  of  the  clotting  mechanism,  koagamin  does  not  require 
massive  and  prolonged  pre-  or  postoperative  dosages  to  control  capillary  and  venous  bleeding. 

Acts  with  predictable  safety  — \n  20  years  of  clinical  use,  no  toxic  or  side  actions  have  been 
reported  with  koagamin.  Bleeding  is  arrested  without  danger  of  thrombosis,  and  because 
KOAGAMIN  contains  no  protein  or  alkaloid,  it  can  be  administered  without  danger  of  sensi- 
tization or  untoward  reactions. 

Acts  effectively  in  a broad  range  of  indications— Because  of  its  unparalleled  safety  and 
outstanding  effectiveness,  koagamin  has  been  successfully  employed  in... hemorrhagic  dis- 
eases, abnormal  bleeding,  blood  disorders,  surgical  cases  and  trauma. 

KOAGAMIN,  an  aqueous  solution  of  oxalic  (5  mg.  per  cc.)  and  malonic  (2.5  mg.  per  cc.)  acids  for  parenteral 
use,  is  supplied  in  10-cc.  diaphragm-stoppered  vials. 

CHATHAM  PHARMACEUTICALS,  INC  • NEWARK  2,  NEW  JERSEY 

Distributed  in  Canada  by  Austin  Laboratories,  Limited,  Guelph,  Ontario 

BEFORE,  DURING  AND  AFTER  SURGERY 

KOAGAMIN 

(parenteral  hemostat) 

controls 
bleeding 
with 
minimal 
dosage  and 
maximum 
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that  does  not  cause  autonomic  side  reactions 

• SAFE,  CONTINUOUS  RELIEF  of  anxiety  and  tension  for  12  hours  with 
just  one  capsule— without  causing  autonomic  side  reactions  and  without 
impairing  mental  acuity,  motor  control  or  normal  behavior. 

• ECONOMICAL  for  the  patient— daily  cost  is  only  a dime  or  so  more  than 
for  barbiturates. 


Meprospan-400 

400  mg.  meprobamate  (Miltown®)  sustained-release  capsules 

Usual  dosage;  One  capsule  at  breakfast  lasts  all  day;  one  capsule  with  evening  meal  lasts  ail  night. 
Available:  Meprospan-iOO,  each  blue-topped  capsule  contains  400  mg.  Miltown  (meprobamate).  Meprospan-SOO, 
each  yellow-topped  capsule  contains  200  mg.  Miltown  (meprobamate).  Both  potencies  in  bottles  of  30. 

^‘WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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In  trichomonas  vaginitis 
. . permanent  CURES  in 
84.6%”'  ■ "...symptomatic 
and  bacteriologic  CURES” 
in  100%^  ■ "symptomatic  CURE 
was  obtained  in  100%,  and 
bacteriologic  CURES  in  82.5%”’ 
in  moniliasis  "symptomatic  CURE 
was  effected  in  about  80%”'* 
in  mixed  infections  "complete 
symptomatic  and  bacteriologic 
CURES  in  92%”’ 
in  endocervicitis  75%  "were 
clinically  and  bacteriologically 
(as  indicated  by  vaginal 
smears  and  cultures)  CURED”^ 


Vaginitis  (trichomonal,  moniiial,  nonspecific),  Cervicitis 


References:  1.  Angelucci,  H.  M.:  Am.  J.  Obst.  & Gynec.  50:336,  1945.  2.  Hensel,  H.  A.;  Postgrad.  Med.  8:293, 
1950.  3.  Cortese,  J.  T.:  Clin.  Med.  2:45,  1955.  4.  Dill,  L.  V.,  and  Martin,  S.  S.:  M.  Ann.  District  of  Columbia  17:389, 
1948.  5.  Horoschak,  A.,  and  Horoschak,  S.:  J.  M.  Soc.  New  Jersey  43:92,  1946. 
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AFTER  SURGERY  OR  DELIVERY  . . . 


COZYME 

^ (d-pantothenyl  alcohol,  Travenol) 

TO  PREVENT  AND  CORRECT  ABDOMINAL  DISTENTION 

• enables  peristalsis  to  resume  within  24-48  hours 

• complete  absence  of  side  effects  • reduced  use  of 
enemas  • lessened  incidence  of  urinary  retention. 

Now  available  in  new  single  dose,  2 ml.  disposable 
sterile,  nonpyrogenic  syringe  for  greater  convenience 
in  administration.  Packaged  with  sterile  needle  as  sin- 
gle unit.  Each  2 ml.  syringe  contains  250  mg.  per  ml. 
of  d-pantothenyl  alcohol. 

Also  supplied  in  10  ml.  multiple  dose  and  2 ml.  single 
dose  vial,  each  containing  250  mg.  per  ml.  of 
d-pantothenyl  alcohol. 


TRAVENOL  LABORATORIES,  INC.  • Morton  Grove,  Illinois 
Pharmaceutical  Products  Division  of  BAXTER  LABORATORIES,  INC. 


I 
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MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE,  NEW  YORK  17,  NEW  YORK 
YUKON  6-5757 


Officers 


President Norman  S.  Moore,  M.D.,  Tompkins 

Past-President Henry  I.  Fineberg,  M.D.,  Queens 

President-Elect John  M.  Galbraith,  M.D.,  Nassau 

Vice-President W.  Walter  Street,  M.D.,  Onondaga 

Secretary William  L.  Wheeler,  Jr.,  M.D.,  New  York 

Assistant  Secretary Ezra  A.  Wolff,  M.D.,  Queens 

Treasurer Maurice  J.  Dattelbaum,  M.D.,  Kings 
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Speaker Joseph  A.  Lane,  M.D.,  Monroe 

Vice-Speaker Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 


Council 

The  Above  Officers 


Chairman,  Board  of  Trustees 


Term  Expires  1961 

Harold  F.  R.  Brown,  M.D. 
Erie 

John  C.  McClintock,  M.D. 
Albany 

George  A.  Burgin,  M.D. 
Herkimer 

Joseph  G.  Zimring,  M.D. 
Nassau 


AND 

Councillors 
Term  Expires  1962 

James  M.  Blake,  M.D. 
Schenectady 

Peter  J.  DiNatale,  M.D. 
Genesee 

George  J.  Lawrence,  Jr.,  M.D. 
Queens 

Waring  Willis,  M.D. 
Westchester 


Renato  j.  Azzari,  M.D.,  Bronx 


Term  Expires  1963 

Gerald  D.  Dorman,  M.D. 
New  York 

Edward  C.  Hughes,  M.D. 
Onondaga 

Alfred  P.  Ingegno,  M.D. 
Kings 

Raymond  S.  McKeeby,  M.D. 
Broome 


Trustees 

Renato  J.  Azzari,  M.D.,  Chairman Bronx 

Frederic  W.  Holcomb,  M.D.  . . . Ulster  Leo  E.  Gibson,  M.D Onondaga 

John  J.  Masterson,  M.D Kings  James  Greenough,  M.D Otsego 

J.  Stanley  Kenney,  M.D.  . . New  York  Henry  I.  Fineberg,  M.D.  . . . Queens 


(See  page  1440  for  additional  Society  Officers) 
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AntlmA  STOPS 

VERTIGO 


moderate  to  complete  relief  of 
symptoms  in  9 out  of  10  patients' 


Prescribe  one  antivert  tablet  (or  1-2  teaspoonfuls  antivert  syrup)  3 times  daily, 
before  each  meal,  for  prompt  relief  of  vertigo,  Meniere's  syndrome  and  allied  dis- 
orders. Side  effects  are  short-lived,  usually  only  harmless  flushing  and  tingling 
associated  with  vasodilation,  antivert  is  contraindicated  in  severe  hypotension 
and  hemorrhage. 

Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.)  in  bottles  of  100.  Syrup  in  pint  bottles.  Prescription  only. 
Bibliography  available  on  request. 

And  for  your  aging  patients — 

NEOBON*  Capsules:  five-factor  geriatric  supplement. 

Reference:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


now  available: 


4/f//vert 

Each  teaspoonful  (5  cc.)  contains  6.25  mg. 
meclizine  HCI  and  25  mg.  nicotinic  acid. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK  (Continued  from  page  im) 


Presidents, 

First  District 

Gerald  D.  Dorman,  M.D.,  New  York 
Second  District 

Joseph  G.  Zimring,  M.D.,  Nassau 
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District  Branches 
Fifth  District 
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Seventh  District 
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750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 


Assistant  Director 
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New  York  State  Journal  of  Medicine,  Publication  Committee 

Alfred  P.  Ingegno,  M.D.,  Chairman 
Laurance  D.  Redway,  M.D. 

Harold  F.  R.  Brown,  M.D. 

Henry  I.  Fineberg,  M.D. 
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Maurice  J.  Dattelbaum,  M.D. 
John  G.  Masterson,  M.D. 
William  Hammond,  M.D. 
Granville  W.  Larimore,  M.D. 


John  J.  Masterson,  M.D.,  Adviser 


Legal  Department 


Counsel 

W'lLLiA.M  F.  Martin,  Esq. 

355  Lexington  .\venue.  New  York  17 


Attorney 

Robert  J.  Bell,  Esq. 
Telephone:  OXford  7-3122 


Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Ave.,  New  York  16.  Telephone:  MUrray  Hill  4-3211 


Director,  Bureau  of  Industrial  Health  and  Workmen’s  Compensation 

Robert  Katz,  M.D.,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 


Director,  Department  of  Communications 
John  K.  Pardee,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 
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Director,  Bureau  of  Medical  Care  Insurance 
George  P.  Farrell,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 


DEUUIIIMINE2X 

Squibb  Testosterone  Enanthate  and  Estradiol  Valerate 

PREVENTS  LACTATION  AND  BREAST  ENGORGEMENT  / just  one  injection  at  the  end  of  the  first  stage 
of  labor  / optimally  balanced,  long-acting  combination  of  gonadal  steroids  for  easy  injection  through 
small-gauge  needle  because  of  low  viscosity / virtually  eliminates  need  for  analgesics'/ essen- 
tially eliminates  withdrawal  reaction  and  secondary  breast  engorgement  sometimes  associated 
with  oral  medication-'  / does  not  affect  involution  of  uterus  or  restoration  of  normal  ovarian  function’. 


Squibb 


Squibb  Quality— the  Priceless  ingredient 

DELADUMONE®  is  a Sauibb  trademark 


Supply:  Each  cc.  of  Oeladumone  2X  provides  180  mg.  testosterone  enanthate  and  8 mg.  estradiol  valerate  dissolved  in  sesame  oil.  Vials  of  2 cc.  Dosage'  2 cc.  given 
as  a single  intramuscular  injection  preferably  at  the  end  of  the  first  stage  of  labor  or  else  immediately  upon  delivery.  For  full  information  see  your  Squibb  Product 
Reference  or  Product  Brief  References'  i .Watrous,  J.  0.,  Jr.,  et  al,:  J.A.M  A.  169  246  (Jan.  17)  1959. 2-  Lo  Presto,  B.,  and  Cay p mar,  E.Y.:  J.A.M  A.  1 69  250  (Jan.  1 7)  1959. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK  (Conlinued from  page  w,0) 
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Harry  Leibowitz,  Secretary Kings 
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Louis  S.  Blancato,  Vice-Chairman Westchester 
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Vincent  J.  Collins,  Delegate New  York 
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Henry  W.  Leetch,  Vice-Chairman Franklin 

Harry  Golembe,  Secretary Sullivan 
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Herbert  A.  Laughlin,  Chairman Chautauqua 
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Charles  R.  Harris,  Secretary Monroe 

Royal  S.  Davis,  Delegate Westchester 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Harry  A.  Hanson,  Chairman Monroe 

Raymond  J.  Murray,  Vice-Chairman Nassau 

Marvin  L.  Amdur,  Secretary Erie 

Norman  Plummer,  Delegate New  York 

legal  MEDICINE 

Henry  Siegel,  Chairman Queens 

Herbert  Lansky,  Vice-Chairman Erie 

Sidney  B.  Weinberg,  Secretary Suffolk 

Reuben  M.  Dicker,  Delegate Queens 

MEDICINE 
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Walter  T.  Zimdahl,  Vice-Chairman Erie 

Aaron  Feder,  Secretary Queens 
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Bernard  J.  Pisani,  Chairman New  York 
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Richard  W.  Baetz,  Delegate Erie 
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Ivan  J.  Koenig,  Chairman Erie 
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John  A.  Cetner,  Secretary Albany 

James  I.  Farrell,  Delegate Oneida 
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Crawford  J.  Campbell,  Secretary Albany 

Frederick  Lee  Liebolt,  Delegate New  York 
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George  M.  Trainor,  Chairman Monroe 

John  F.  Daly,  Vice-Chairman New  York 

Marshall  Y.  Soldineer,  Secretary Erie 

Daniel  C.  Baker,  Jr.,  Delegate New  York 
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Richard  A.  Downey,  Delegate Erie 

PHYSICAL  MEDICINE 

William  H.  Georgi,  Chairman Erie 

Joseph  G.  Benton,  Vice-Chairman New  York 

Victor  Cummings,  Secretary Bronx 

Henry  Fleck,  Delegate Bronx 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Edward  R.  Schlesinger,  Chairman Albany 

Theodore  Rosenthal,  Vice-Chairman New  York 

Malcolm  A.  Bouton,  Secretary Schenectady 

William  E.  Mosher,  Delegate Erie 

RADIOLOGY 

Paul  A.  Reimenschneider,  Chairman Onondaga 

William  B.  Seaman,  Vice-Chairman New  York 

Charles  E.  Sherwood,  Secretary Monroe 

Frank  J.  Borrelli,  Delegate New  York 

SPACE  MEDICINE 

Constantine  D.  Generales,  Chairman ....  New  York 

SURGERY 

Vernon  Weinstein,  Chairman New  York 
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Donald  F.  McDonald,  Secretary Monroe 
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1960-1961 

HISTORY  OF  MEDICINE 

John  A.  Benjamin,  Chairman Monroe 
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Before  they  learn  their  letters... 
jou  can  learn  how  well  they  see 


'his  chart  devised  by  Sobering  is  part  of  a simple  vision  screening  test  for  children  over 
years.  Used  with  the  special  lens  provided,  it  helps  you  detect  impaired  vision,  including 
atent  hyperopia  (farsightedness),  and  thus  facilitates  screening  of  children  in  need  of 
sferral  to  an  ophthalmologist.  The  complete  kit— eye  chart,  special  lens  and  instructions  for 
se—is  available  ivithout  charge  from  your  Schering  representative  or  ow  written  request. 

jopical  eye  preparations:  Metimyd®  Ophthalmic  Suspension  (prednisolone  acetate  and  sulfacetamide 
bdium)  • Ointment  with  Neomycin;  Metreton®  Ophthalmic  Suspension  (prednisolone  acetate  and  chlor- 
leniramine  gluconate) ; Sodium  Sclamyd'^'  Ophthalmic  Solution  (sulfacetamide  sodium),  30%  and  10%  • Oph- 
lalmic  Ointment,  107o.  SCHERING  CORPORATION  (Dept.  G)  • BLOOMFIELD,  NEW  JERSEY 


NUARY,  1961  S-720 


IN  SINUSITIS,  COLDS  AND  UPPER  RESPIRATORY  DISORDERS 


"DIMETAPP  Extentab^ 


LET  YOUR  PATIENTS  BREATHE  EASIER! 


ONE  EXTENTAB  PROVIDES  CLEAR  BREATHING  FOR  12  HOURS  - One  long- 
acting  DIMETAPP  Extentab  provides  all-day  or  all-night  relief  from  stuffiness, 
drip  and  congestion.  Easier  to  use  than  nose  drops  or  sprays,  DIMETAPP 
contains  a proved  antihistamine,  Dimetane,  and  two  outstanding  decon- 
gestants, phenylephrine  and  phenylpropanolamine,  that  reach  into  the  areas 
topical  medications  can’t  touch,  to  relieve  the  annoying  symptoms  of  sinus- 
itis, colds  and  URI  — without  rebound  congestion. 

WITH  EXCEPTIONAL  FREEDOM  FROM  ANNOYING  SIDE  EFFECTS -With 
DIMETAPP  Extentabs,  there’s  little  problem  of  either  drowsiness  or  over- 
stimulation.  The  antihistamine  component,  Dimetane,  has  been  demonstrated 
to  produce  as  few  side  effects  as  a placebo,*  while  the  dosages  of  the  decon- 
gestant components  are  small,  yet  fully  effective. 

DIMETAPP  Extentabs  contain  Dimetane®  (parabromdylamine  [brompheniramine]  maleate  12  mg.,  phenyl* 
ephrine  HCI  15  mg.,  and  phenylpropanolamine  HCI  15  mg.  Dependable  Extentab  construction  assures 
relief  of  symptoms  for  up  to  12  hours  with  1 tablet. 

Dosage:  Adults  — 1 Extentab  q.  8-12  hours.  Children  over  6-1  Extentab  q.  12  hours.  Precautions:  In  high 
dosage  some  drowsiness  may  infrequently  occur  from  Dimetane.  As  with  all  prepara- 
tions containing  sympathomimetic  amines,  oimetapp  should  be  administered  with 
caution  to  patients  with  cardiac  or  peripheral  vascular  diseases  or  hyperthyroidism. 
Contraindication:  Patients  sensitive  to  antihistamines.  Supplied:  Bottles  of  100  and  500. 

•NewEnglandJ.  Med.  261:478,  1959 

(Schiller,  l.W.  and  Lowell,  F.C.)  A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

MAKING  TODAY’S  MEDICINES  WITH  INTEGRITY...  SEEKING  TOMORROWS  WITH  PERSISTENCE 


Percodan 

(Salts  of  Olhydrohydroxycodelnone  and  Homatropina,  plus  APC) 

TABLETS 

for  pain 

" prompt  relief 
profound  relief 
prolonged  relief 


ACTS  FASTER— usually  within  5-15  minutes,  lasts 
LONGER— usually  6 hours  or  more,  more  thorough 
RELIEF— permits  uninterrupted  sleep  through  the 
night.  RARELY  CONSTIPATES— excellent  for  chronic 
or  bedridden  patients. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit 
forming.  Federal  law  permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxy- 
codeinone  hydrochloride,  0.38  mg.  dihydrohydroxycode- 
inone  terephthalate,  0.38  mg.  homatropine  terephthalate, 
224  mg.  acetylsalicylic  acid,  160  mg.  acetophenetidin,  and 
32  mg.  caffeine. 


Also  available— for  greater  flexibility  in  dosage— Percodan*- 
Demi:  The  Percodan  formula  with  one-half  the  amount  of 
salts  of  dihydrohydroxycodeinone  and  homatropine. 


LITERATURE  AVAILABLE  ON  REQUEST 

ENDO  LABORATORIES 
Richmond  Hill  1 8,  New  York 


*U.S.  Patent  Nos.  2,628, 18S  and  2,0O7,9n 


“Wine 

and* 

stress” 

Wine  provides  a mild 
but  long-lasting  relief 
from  emotional  tension. 

95 


The  use  of  wine,  especially  in  moderation,  is  as  old  as  written 
history.  Social  scientists  claim  that  no  usage  of  any  kind 
persists  unless  it  serves  an  important  function. 

Stress  Relief  Studies  — Recent  research  by  Greenberg, 
Carpenter  and  Associates  at  Yale  University’s  Laboratory 
of  Applied  Physiology,  helps  explain  one  reason  for  the 
popularity  of  wine  in  nearly  all  cultures  and  all  nations  for 
thousands  and  thousands  of  years. 

It  was  found  that  as  little  as  3 ounces  of  a California  Bur- 
gundy could  lower  the  emotional  tension  index  in  normal 
humans  exposed  to  controlled  conditions  of  extreme  stress. 

The  tranquilizlng  effect  of  wine  appears  to  be  greater  and 
yet  smoother  than  that  produced  by  most  other  beverages, 
and  perhaps  safer  than  that  of  the  usual  synthetic  pill. 

Other  Physiologicai  Actions  and  Ciinicol  Roies — The  above 
is  just  one  of  the  many  interesting  research  studies  now  being 
conducted  on  the  physiological  effects  of  wine. 

Based  on  recent  findings,  the  modern  Rx  uses  for  wine— in  convalescence,  cardl« 
ology,  urology,  geriatrics— are  discussed  in  “Uses  of  Wine  in  Medical  Practice.'* 
Wine  Advisory  Board,  717  Market  Street,  San  Francisco  3,  California. 

♦Silverman,  M.;  48th  Quarterly  Meeting,  Soc.  Medical  Friends  of  Wine,  Jan.  13. 1960 
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‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORiN’ 


Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


' 5f. 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


© A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 1 
positive  and  gram-nega 
tive  organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

'/a  oz.  and  Vb  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

Vz  oz.  and  Vb  oz. 
(with  ophthalmic  tip) 

Tubes  of  Vz  oz.  and 
Vb  oz.  (with 
ophthalmic  tip) 
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BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


i 


) 


after  eleven  million  treatment  courses:.. 
consistently  broad  antibacterial  action 


Furadantm 


I ® through  the  years... consistently  broad 
antibacterial  action  against  urinary 
tract  pathogens —“It  was  interesting 
to  observe  that  nitrofurantoin  [Furadantin]  showed  a consistent  in  vitro  eifectiveness 
against  the  bacteria  tested  throughout  the  four  year  period,  thus  revealing  negligible  develop- 
ment of  bacterial  resistance,  if  any,  through  the  years.”  jouiff.  c.  R .etai.:  Amibiot.chemother.  (Wash.)  ;o: 694,  i960. 


•Conservative  estimate  based  on  the  clinical  use  of  Furadantin  tablets  and  Oral  Suspension  since  1953. 

rapid,  safe  control  of  infection  throughout  the  urinary  system 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  N.  Y. 
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DIAMOX  gently  but  effectively  mobilizes  fluid  without  drastic  electro- 
lyte change.  Gentle  self-limiting  action  allows  a full  night’s  sleep  without 
inducing  nocturia,  and  minimizes  the  risk  of  further  upset  for  the  tense 
and  irritable  patient.  Tablets  of  250  mg.  Parenteral,  vials  of  500  mg. 
Hequesl  comp/ete  information  on  indications,  dosage,  precoutions  and  contraindica- 
tions from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River.  New  York 
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BALANCED  THERAPY  FOR  C H 0 LESTE  R 0 L- PH  OS  PH  0 LI  PI  D IMBALANCE... 


IN  ATHEROSCLEROSIS,  OTOSCLEROSIS,  VITREOUS  OPACITIES,  LIVER  DISORDERS 

Extensive  clinical  experience  using  Lipozyme  and  Betazyme*  has  demonstrated  the  superior  response 
of  patients  with  degenerative  diseases  to  the  balanced  therapeutic  approach  provided  by  these  two 
enzyme  preparations.  Administered  concurrently,  they  act  effectively  to  reverse  the  biochemical  im- 
balance, in  which  hypercholesterolemia  is  induced  by  disturbed  cholesterol-phospholipid  metabolism. ‘ 


LIPOZYME  TABLETS 

Lipozyme  Tablets  supply  correctly  bal- 
anced proportions  of  lipotropic  factors; 
choline,  methionine,  and  inositol  (approx- 
imately one  gram  total  per  tablet),  to 
reduce  the  cholesterol  levels  of  the  blood. 

DOSAGE:  One  tablet  of  each  t.i.d.,  after  i 
Samples  and  Professiona 


BETAZYME  TABLETS 

Betazyme  Tablets  supply  balanced 
amounts  of  oxy  tropic  factors : all  the  B vita- 
mins, cocarboxylase,  yeast  enzymatic  hydro- 
lysate, divalent  minerals  and  amino  acids, 
to  promote  cellular  oxidation  processes, 
teals.  SUPPLIED:  Bottles  of  100  tablets 
Information  on  Request 


BARROWS  BIOCHEMICAL  PRODUCTS  CORP. 


BARROW? 


INWOOD, 


Biochemicals  • Manulacturing  Cbemisls  • Pliarmaceiitlcals. 


LONG  ISLAND,  NEW  YORK 


I.  Cgg«r$,  H.;  "Lipotropic  sub- 
stances for  the  absorption  of 
vitreous  opacities,"  New  York  St. 

J.  Med.  51:2255.  1951. 


•REFERENCES 

2.  KopeUky,  S.  J.:  "Reversal  of 
the  biochemical  processes  in 
cases  of  cochlear  and  vestibular 
dysfunction."  J.  Int.  Coll.  Surg. 
13:139,  1950. 


3.  Tuttle.  E.:  "Methods  of  the 
early  determination  of  athero- 
sclerosis and  preventive  meas- 
ures." Kins.  Med.  5;4.  1950. 
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degreases  the  skin 
helps  remove  blackheads 
dries  and  peels  the  skin 

Patients  like  Fostex  because  it’s  so 
easy  to  use.  Instead  of  using  soap, 
they  simply  wash  acne  skin  with 
Fostex  Cream  or  Fostex  Cake  2 to  4 
times  daily, 

Fostex  contains:  Sebulytic®  base  (unique,  penetrating,  sur- 
face-active combination  of  soapless  cleansers  and  wetting 
agents*)  with  remarkable  antiseborrheic,  keratolytic  and  anti- 
bacterial actions  . . . enhanced  by  micropulverized  sulfur  2%, 
salicylic  acid  2%  and  hexachlorophene  1%. 

♦sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl  polyether  sulfonate 
and  sodium  dioctyl  sulfosuccinate. 

Fostex  Cream  and  Fostex  Cake  are  interchangeable  for  thera- 
peutic washing  of  the  skin.  Fostex  Cream  is  approximately 
twice  as  drying  as  Fostex  Cake.  Supplied:  Fostex  Cake— bar 
form.  Fostex  Cream— 4.5  oz.  jars.  Also  used  as  a therapeutic 
shampoo  in  dandruff  and  oily  scalp. 

And  . . . since  continuous  24-hour  drying  and 
peeling  of  acne  skin  is  essential,  FOSTRIL  (a  new, 
flesh-tinted  drying  lotion)  should  be  used  once  or 
twice  daily  in  addition  to  Fostex  therapeutic  washings. 
Fostril®  contains  Liposec®  (polyoxyethylene  lauryl 
ether),  a new,  surface-active  drying  agent  used  for  the 
first  time  in  acne  treatment.  This  agent,  with  2% 
micropulverized  sulfur  and  a zinc  oxide,  talc  and  ben- 
tonite base,  provides  Fostril  with  excellent  drying 
properties.  Fostril  also  contains  1%  hexachlorophene. 

Available:  Fostril,  VA  oz.  tubes. 

Fostril-HC  VA%  hydrocortisone)  25  gm.  tubes. 
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Proven 

in  over  six  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 


Outstandingly  Safe 

^ simple  dosage  schedule  produces  rapid,  dependable 
1 tranquilization  without  unpredictable  excitation 

^ no  cumulative  effects,  thus  no  need  for  difficidt 
^ dosage  readjustments 

0 does  not  produce  ataxia,  change  in  appetite  or  libido 

. does  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agranulocytosis 

^ does  not  impair  mental  efficiency  or  normal  behavior 


Milt  own* 

meorobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  in  bottles  of  50. 

Also  supplied  in  sustained-release  mpcul^t  . 

^eprospan*  | 

Available  as  Meprospan-400  (blue-topped  sustained- 
release  capsules  containing  400  mg.  meprobamate), 
and  Meprospan-200  (yellow-topped  sustained-release 
capsules  containing  200  mg.  meprobamate). 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Fine  Medium  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also* 
Brasivol  Base  (abrasive  hee),  starter 
therapy  for  the  more  acute  cases. 


'ABRASION  THERAPY  FOR  ACNE 


Bravisol  has  a gentle,  graded  abrasive 
action  that  attacks  the  acne  lesion 
simply  and  directly.  Helps  open 
plugged  pores,  reduce  pustules  and 
blackheads,  control  oiliness. 
Outstanding  success  on  thousands 
of  acne  cases.  Brasivol  (pat. 
pend.)  contains:  mild  abrasive 
(ALO3),  hexachlorophene 
1% , drying  soap-and- 
detergent  base. 

Write  for  samples  and  literature. 


Logical  Dermalologicals — since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N ,Y. 

Canada:  Winley-Morris  Co.,  Ltd.,  Montreal  21 


(STIEFEL) 


in  certain  countries  Brasivol  available  as  DENCO-BRAS^^ 


DOORWAY  to  HEALTH 


Stubborn  coses  of  arthritis  and  rheumatism  will 
often  respond  to  complete  relaxation  in  pleasant 
surroundings. 

That  has  proved  to  be  especially  true  at  Sharon 
Springs,  N.  Y.  Here,  balneotherapy  (sulphur  wafer 
baths,  massage,  Nauheim  baths  and  related  treat- 
ments) has  combined  with  bracing  mountain  air 
and  a restful  atmosphere  to  "perform  wonders" 
for  patients  with  these  disorders. 

A new  color  brochure  on  this  old-established 
spa,  50  miles  west  of  Albany,  will  gladly  be  sent 
to  you  or  the  patients  you  specify. 

WHITE  SULPHUR  BATHS,  Inc. 
Sharon  Springs  3,  N.  Y. 

Charter  Member,  Association  of  American  Spas 
(Medically  Supervised ) 
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Nico-Metrazol' 

the  safe  ergogenic  agent 


Whenever  non-specific  fatigue  indicates  the  need  for  safe  cerebral  stimulation, 
Nico-Metrazol  deserves  a therapeutic  trial.  The  gentle  activation  of  the  central  nervous 
system  and  the  increased  rate  of  cerebral  blood  flow  effected  by  Metrazol®,  combined 
with  increased  peripheral  blood  flow  induced  by  nicotinic  acid,  provide  a “physiologic 
spark-plug”  for  renewed  mental  and  physical  vitality.  Fatigue  and  listlessness  are 
frequently  replaced  by  a resurgence  of  energy  and  alertness.  Chronically  apathetic 
geriatric  patients  often  show  significant  improvement  on  Nico-Metrazol  therapy. 

Outstanding  Safety:  Nico-Metrazol  is  markedly  free  of  undesirable  systemic  action. 
It  causes  neither  hypertension  nor  postural  hypotension.  Nico-Metrazol  has  no  adverse 
effect  on  liver  or  bone  marrow  functions.  The  vasodilating  action  of  nicotinic  acid 
produces  a transient  flush  and  is  accompanied  by  a feeling  of  warmth  and  stimulation. 

Dosage:  Initially,  2 Nico-Metrazol  Tablets,  or  2 teaspoonfuls  of  Nico-Metrazol  Elixir,  three  or  four 
times  daily.  For  maintenance,  after  optimal  results  have  been  achieved,  dosage  may  be  reduced  to 
1 Nico-Metrazol  Tablet  or  1 teaspoonful  of  Nico-Metrazol  Elixir  three  times  daily. 

Supply:  Nico-Metrazol  Tablets  and  Elixir  — 100  mg.  Metrazol  and  50  mg.  nicotinic  acid  in  each 
tablet  or  teaspoonful. 


For  information  on  Vita-Metrazol  and  Metrazol  dosage  forms,  consult  your  current  Physicians’  Desk  Reference. 
KNOLL  PHARMACEUTICAL  COMPANY  ORAJ^CE.  NEW  JERSEY 
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have  you 
heard,  Doctor? 
Chymoral' 

cuts  healing  time  in 
respiratory  inflammation 


By  subduing  the  inflammatory  reaction  of  respiratory 
tract  tissues,  Chymoral  liquefies  thickened  bronchial 
secretions  and  affords  easier  expectoration  of  mucus 
plugs.  In  a series  of  48  patients  with  bronchial  asthma, 
44  were  afforded  relief  with  Chymoral  therapy  that  was 
judged  "good  to  excellent."'  In  chronic  obstructive 
emphysema,  Chymoral  has  improved  both  vital  ca- 
pacity and  the  ability  to  expectorate  without  severe, 
racking  cough  effort.^  And  in  sinusitis  or  rhinitis  there  is 
a definite  reduction  of  inflammation  and  edema  of  the 
nasal  and  sinal  mucosa,  along  with  improved  airflow.^'" 

controls  inflammation 
curtails  swelling,  curbs  pain 

1.  Taub,  S.  J.:  Clin.  Med.  7:2575, 1960.  2.  Clinical  Reports  to  the  Medical 
Department,  Armour  Pharmaceutical  Company,  1960.  3.  Billow,  B.  W.; 
Cabodeville,  A.  M.;  Stern,  A.;  Palm,  A.;  Robinson,  M.,  and  Paley,  S.S.: 
Clinical  Experiences  with  Oral  Anti-inflammatory  Enzyme  for  Intesti- 
nal Absorption.  Southwestern  Med.  41:286,  1960. 


CHYMORAL 

Chymoral  is  an  ORAL  anti-inflammatory  enzyme  tablet  spe* 
cihcally  formulated  for  intestinal  absorption.  Each  tablet  pro- 
vides enzymatic  activity,  equivalent  to  50,000  Armour  Units, 
supplied  by  a purified  concentrate  which  has  specific  trypsin 
and  chymotrypsin  activity  in  a ratio  of  approximately  six  to 
one.  ACTION:  Reduces  inflammation  of  all  types;  reduces  and 
prevents  edema  except  that  of  cardiac  or  renal  origin;  hastens 
absorption  of  blood  and  lymph  extravasates;  helps  to  liquefy 
thick  tenacious  mucous  secretions;  improves  regional  circula- 
tion; promotes  healing;  reduces  pain.  INDICATIONS;  Chymoral 
is  indicated  in  respiratory  conditions  such  as  asthma,  bron- 
chitis, rhinitis,  sinusitis;  in  accidental  trauma  to  speed  absorp- 
tion of  hematoma,  bruises,  and  contusions;  in  inflammatory 
dermatoses  to  ameliorate  acute  inflammation  in  conjunction 
with  standard  therapies;  in  gynecologic  conditions  such  as 
pelvic  inflammatory  disease  and  mastitis;  in  obstetrics  as 
episiotomies  and  breast  engorgement;  in  surgical  procedures 
as  biopsies,  hernia  repairs,  hemorrhoidectomies,  mammec* 
tomies,  phlebitis  and  thrombophlebitis,  in  genitourinary  dis- 
orders as  epididymitis,  orchitis  and  prostatitis;  in  dental  and 
oral  surgery  as  fractures  of  the  mandible  or  maxillta,  difficult 
or  multiple  extractions,  and  alveolectomies.  CONTRAINDICA- 
TIONS: None  known.  INCOMPATIBILITIES;  None  known. 
Antibiotics  as  well  as  generally  accepted  measures  may  be 
coadministered.  SIDE  EFFECTS:  Mild  gastric  upsets,  rarely 
encountered.  DOSAGE:  Recommended  initial  dose  is  two 
tablets  q.i.d.;  one  tablet  q.i.d.  for  maintenance.  SUPPLIED: 

RntllA«  nf  as 


ARMOUR  PHARMACEUTICAL  COMPANY  kankakee, Illinois  Armour  Means  Protection 


© Jan.,  1961,  A.  P.  CO. 

CHYMORAL  ORAL  systemic  anti-infiammatory 
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one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  nutritionally  ❖ metabolically  mentally 


Each  dry-filled  capsule  contains:  Ethinyl  Estradiol, 
0.01  mg.  • Methyl  Testosterone.  2.5  mg.  • d-Am- 
phetamine  Sulfate,  2.5  mg.  • Vitamin  A (Acetate), 
5,000  U.S.P.  Units  • Vitamin  D,  500  U.S.P.  Units 

• Vitamin  Bis  with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thiamine 
Mononitrate  (Bi),  5 mg.  • Riboflavin  (B2),  5 mg. 

• Niacinamide,  15  mg.  • Pyridoxine  HCl  (Bo),  0.5 
mg.  • Calcium  Pantothenate,  5 mg.  • Choline  Bitar- 
trate, 25  mg.  • Inositol,  25  mg.  • Ascorbic  Acid  (C) 


as  Calcium  Ascorbate,  50  mg.  • 1-Lysine  Mono- 
hydrochloride, 25  mg.  • Vitamin  E (Tocopheryl  Acid 
Succinate),  10  Int.  Units  • Rutin,  12.5  mg.  • Fer- 
rous Fumarate  (Elemental  iron,  10  mg.),  30.4  mg. 
• Iodine  (as  KI),  0.1  mg.  • Calcium  (as  CaHP04), 
35  mg.  • Phosphorus  (as  CaHPOi),  27  mg.  • Fluorine 
(as  CaF2),  0.1  mg.  • Copper  (as  CuO),  1 mg.  • 
Potassium  (as  K2SO4),  5 mg.  • Manganese  (as 
Mn02),  1 mg.  • Zinc  (as  Zn(I)),  0.5  mg.  • Magne- 
sium (MgO),  1 mg.  Supply:  Bottles  of  100  and  1,000. 


Request  complete  information  on  indications,  dosage,  precautions  and  contraindi- 
cations from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYAN  AM  ID  C O M PA  N Y,  Pearl  River,  New  York 
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HOW  TO  GET  TO  ROCHESTER 
QUICKLY  AIVD  EASILY 

Transportation  to  the  Annual  Convention  of 
The  Medical  Society  of  the  State  of  New  York 

BY  AIR  — American  Airlines 
Capital  Airlines 
Mohawk  Airlines 

More  than  70  scheduled  flights  daily  in  all  directions 

BY  RAIL — East  and  West — New  York  Central 

BY  CAR — New  York  State  Thruway 

Exit  45  from  East,  Exit  46  from  West 

PARKING — United  System  Parking, 

South  Clinton,  opposite  Manger  Hotel 
Powers  Ramp  Garage,  20  North  Fitzhugh  Street 
Night  Parking 

PLACES  OF  INTEREST— 

Eastman  House  of  Photography 
Memorial  Art  Gallery 
Rochester  Museum  of  Arts  & Sciences 
University  of  Rochester 
Eastman  School  of  Music 
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• More  satisfactory  than  “the  usual  analgesic  compounds”  for  relieving  pain  and  anxietyd 

• More  effective  than  a standard  A.P.C.  preparation  for  relief  of  moderate  to  severe  pain.- 


Each  Phenaphen  capsule  contains: 

Acetylsalicylic  acid  (2^  gr.) 162  mg. 

Phenacetin  (3  gr.)  194  mg. 

Phenobarbital  (%  gr.) 16.2  mg. 

Hyoscyamine  sulfate  0.031  mg. 


1.  Meyers,  G.  B.:  Ind.  Med.  & Surg.  26:3,  1957.  2.  Murray. 
R.  J.:  N.  Y.  St.  J.  Med.  53:1867,  1953. 


Also  available: 

PHENAPHEN  with  CODEINE  PHOSPHATE 

'/4  GR.  (16.2  mg.)  Phenaphen  No.  2 
PHENAPHEN  with  CODEINE  PHOSPHATE 

Vt  GR.  (32.4  mg.)  Phenaphen  No.  3 
PHENAPHEN  with  CODEINE  PHOSPHATE 

1 GR.  (64.8  mg.)  Phenaphen  No.  4 

Bottles  of  100  and  500  capsules. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
Making  today’s  medicines  with  integrity. . . seeking  tomorrow’s  with  persistence. 


HOW  CAN  THE  FULL  POTENTIAL  , 
OF  ORAL  THERAPY  BE  REALIZED  ? 


Diabinese' 

BRAND  OF  CHLORPROPAMIDE 

the  oral  antidiabetic 
most  likely  to  succeed 


The  superior  effectiveness  of  chlorpropamide  (DIABINESE)! 
is  indicated  not  only  by  its  success  in  patients  in  whom 
tolbutamide  has  failed/’^  but  also  by  its  ability  to  maintaini 
effective  control  even  when  carbohydrate  intake  is  increased 
because  of  a more  liberal  diet.^  Underscoring  this  superiority' 
in  oral  therapy,  Hamwi  and  Skillman^  observe  that  in  dia- 
betics suitable  for  sulfonylurea  therapy,  DIABINESE,  ‘‘with 
its  more  constant  blood  levels  and  slower  degradation  would 
appear  to  be  the  choice  in  patients  predictably  less  likely  to 
respond  because  of  a clinically  more  severe  state  of  diabetes.’ 

1.  A.M.A.  Council  on  Drugs:  New  and  Nonofficial  Drugs  1961,  Ptiiladelpliia,  Lippincott,  1961,  p.  657.  2.  Jackson 
D.,  and  Oakley,  W.:  Lancet  2:752,  1959.  3.  Bliich,  J.,  and  Lenliardt,  A.:  Ann.  New  York  Acad.  Sc.  74:954,  1959 
4.  Hamwi,  G.  J.,  and  Skillinan,  T.  G. : Postgrad.  Med.  27:687,  1960. 

FOR  MAXIMAL  ASSURANCE  OF  CONTINUOUS  BLOOD- 
SUGAR  CONTROL  WITH  ORAL  THERAPY- DIABINESE: 


to  realize  the  full  potential  of  oral  therapy 


to  reptace  or  reduce  insulm  dosage 
to  ensure  control  tchere  diet  alone  has  failed 


DIABINESE,  a potent  sulfonylurea,  provides 
smooth,  long-lasting  control  of  blood  sugar 
permitting  economy  and  simplicity  of  low, 
once-a-day  dosage.  Moreover,  diabinese  often 
works  where  other  agents  have  failed  to  give 
satisfactory  control. 

INDICATIONS : Uncomplicated  diabetes  mel- 
litus  of  stable,  mild  or  moderately  severe  non- 
ketotic, maturity-onset  type.  Certain  ‘ ‘ brittle  ’ ’ 
patients  may  be  helped  to  smoother  control 
with  reduced  insulin  requirements. 

ADMINISTRATION  AND  DOSAGE: 
Familiarity  with  criteria  for  patient  selection, 
continued  close  medical  supervision,  and  ob- 
servance by  the  patient  of  good  dietary  and 
hygienic  habits  are  essential. 

Like  insulin,  diabinese  dosage  must  be  regu- 
lated to  individual  patient  requirements.  Aver- 
age maintenance  dosage  is  100-500  mg.  daily. 
For  most  patients  the  recommended  starting 
dose  is  250  mg.  given  once  daily.  Geriatric 
patients  should  be  started  on  100-125  mg.  daily. 
A priming  dose  is  not  necessary  and  should 
not  be  used;  most  patients  should  be  main- 
tained on  500  mg.  or  less  daily.  Maintenance 
dosage  above  750  mg.  should  be  avoided.  Before 
initiating  therapy,  consult  complete  dosage 
information. 

SIDE  EFFECTS : In  the  main,  side  effects, 
e.g.,  hypoglycemia,  gastrointestinal  intoler- 
ance, and  neurologic  reactions,  are  related  to 
dosage.  They  are  not  encountered  frequently 


on  presently  recommended  low  dosage.  There 
have  been,  however,  occasional  cases  of  jaun- 
dice and  skin  eruptions  primarily  due  to  drug 
sensitivity;  other  side  effects  which  may  be 
idiosyncratic  are  occasional  diarrhea  (some- 
times sanguineous)  and  hematologic  reactions. 
Since  sensitivity  reactions  usually  occur  within 
the  first  six  weeks  of  therapy,  a time  when  the 
patient  is  under  very  close  supervision,  they 
may  be  readily  detected.  Should  sensitivity 
reactions  be  detected,  diabinese  should  be  dis- 
continued. 

PRECAUTIONS  AND  CONTRAINDICA- 
TIONS: If  hypoglycemia  is  encountered,  the 
patient  must  be  observed  and  treated  con- 
tinuously as  necessary,  usually  3-5  days,  since 
DIABINESE  is  not  significantly  metabolized  and 
is  excreted  slowly,  diabinese  as  the  sole  agent 
is  not  indicated  in  juvenile  diabetes  mellitus 
and  unstable  or  severely  “brittle”  diabetes 
mellitus  of  the  adult  type.  Contraindicated  in 
patients  with  hepatic  dysfunction  and  in  dia- 
betes complicated  by  ketosis,  acidosis,  diabetic 
coma,  fever,  severe  trauma,  gangrene,  Ray- 
naud’s disease,  or  severe  impairment  of  renal 
or  thyroid  function,  diabinese  may  prolong  the 
activity  of  barbiturates.  An  effect  like  that  of 
disulfiram  has  been  noted  when  patients  on 
DIABINESE  drink  alcoholic  beverages. 

SUPPLIED : As  100  mg.  and  250  mg.  scored 
chlorpropamide  tablets. 

More  detailed  professional  information  avail- 
able on  request. 


Science  for  the  worhUs  ivell-heing® 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  dv  Co.,  Inc.  Brooklyn  6,  New  York 
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when  the  patient 
needs 

increased  bile  flow... 


AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


HOW  MAY  A PATIENT 
BE  REASSURED 
THAT  REMOVAL 
OF  HIS  GALLBLADDER 
WILL  NOT  SERIOUSLY 
IMPAIR  HIS  DIGESTIVE 
ABILITY? 

He  may  be  told  that,  among  animals 
of  similar  dietary  habits  and  digestive 
processes,  some  have  a gallbladder 
and  some  do  not.  Among  the 
herbivores,  the  cow  and  sheep  have 
one,  the  deer  and  horse  do  not; 
among  the  omnivores,  the  mouse 
has  one  but  the  rat  does  not. 

Source:  Farris,  J.  M.,  and  Smith,  G.  K.: 

M.  Clin.  North  America  4i:l  133  (July)  1959. 


(dehydrocholic  acid,  Ames) 

“Constant  loss  of  bile  [from  relaxation 
of  sphincter  of  Oddi  following  cholecyst- 
ectomy] reduces  the  amounts  available 
for  lipid  absorption  after  meals,  with 
resulting  clinical  symptoms  apparently 
relieved  by  bile  acid  administration.” 
Source:  Popper,  H.,  and  Schaffner,  E: 
Liver:  Structure  and  Function,  New 
York,  McGraw-Hill  1957,  p.  309. 

Available:  Decholin  Tablets;  (dehydrocholic 
acid,  Ames)  3%  gr.  (250  mg.).  Bottles  of  100, 
500,  and  1,000. 

and  for  hydrocholeresis  plus 
spasmoJysis . . . 

WITH  BFtT.AuON-iA 
(dehydrocholic  acid  with  belladonna,  Ames) 

Available:  Decholin  ' Belladonna  Tablets: 
Decholin  (dehydrocholic  acid,  Ames)  3^4  gr. 
(250  mg.)  and  extract  of  belladonna  ' <>  gr.  ( 10  mg.). 
Bottles  of  100  and  500. 


AMES 

COMPANY.  INC 
Elkhort  • Indiana 
Toronto  * Conodo 
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antipruritic .. .torturing  itch  disappears  on  application 


CuPERTiN  cream  produces  a marked— often  dramatic— effect  in  dermatomy- 
coses.  Itching  stopped  completely  in  40  of  52  patients  treated  for  tinea  pedis. 
An  additional  11  reported  improvement.  “The  antipruritic  action  of  the  drug 
was  almost  dramatic.”' 

In  CuPERTiN  cream,  the  antipruritic  effect  is  coupled  with  antifungal  action  to 
provide  therapy  as  well  as  fast  symptomatic  relief  in  tinea  cruris,  tinea  pedis, 
tinea  corporis,  tinea  axillaris  and  tinea  versicolor. 

Well  tolerated  Cupertin  cream  is  available  in  15  Gm.  (V2  oz.)  tubes  containing 
diphenylpyraline  2%  in  hydrophilic  ointment  U.S.P. 

1.  Helfand,  A.  E.:  To  be  published. 


T.M. 


OIPHENYLPYRAUNE  HCl  2% 


COOPER,  TINSLEY  LABORATORIES,  INC. 

Harrison,  New  Jersey 
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when  it  comes  to  your  malpractice  protection 

ANY  COMPROMISE  WITH  QUALITY  CAN  BE  COSTLY 


You  cannot  afford  less  than  the  best  professional  liability  insurance.  Most  members 
of  your  State  Medical  Society  insure  in  the  Society's  Group  Plan  because  it  cannot 
be  equalled  in  quality.  Among  its  unique  features: 

FEATURE  #3:  The  Group  Plan  is  the  only  plan  that,  by  agreement  be- 

tween the  insurance  company  and  the  State  Medical  Society,  provides 
that  suits  will  be  defended  by  the  Society's  Legal  Defense  Service,  which 
is  highly  experienced  in  this  complex  specialty  of  the  law. 

GROUP  PLAN  OF  MALPRACTICE  INSURANCE  AND  DEFENSE 

2 Park  Avenue,  New  York  16,  N.Y.  MUrray  Hill  4-321 1 

JAMES  M.  ARNOLD  FRANK  W.  APPLETON 

Indemnity  Representative  Asst.  Indemnity  Representative 

H.  F.  WANVIG,  Inc.,  broker 

EMPLOYERS  MUTUAL  LIABILITY  INSURANCE  COMPANY  OF  WISCONSIN,  carrier 
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IN  CHRONIC, 
FUNCTIONAL 
CONSTIPATION 


FOR  GENTLE,  EFFECTIVE  LAXATION 


LLOYD  BROTHERS,  INC. 

Cincinnati  39,  Ohio 


Doxidan  is  a safe  gentle  laxative  containing  a superior 
fecal  softener  and  the  mild  peristaltic  stimulant,  dan- 
thron.  Because  the  fecal  softener  is  highly  effective, 
a subclinical  dose  of  danthron  is  all  that  is  needed  to 
promote  easy  normal  evacuation.  Doxidan  has  been 
shown  to  be  clinically  effective  in  atonic  constipation 
caused  by  previous  use  of  harsh  cathartics,  during 
pregnancy  and  the  puerperium,  and  in  hemorrhoidal 
and  postoperative  conditions  where  avoidance  of 
straining  at  stool  is  desirable. 

Doxidan  effects  easy  defecation,  free  of  pain,  strain 
and  cramping. 1 As  a result,  “rebound  constipation”  is 
largely  obviated  and  the  tendency  toward  laxative 
dependency  is  greatly  reduced. 

FORMULA:  Each  capsule  contains  50  mg.  danthron 
(1,  8- dihydroxy anthraquin one)  and  60  mg.  calcium 
bis-(dioctyl  sulfosuccinate). 

DOSAGE:  Adults  and  children  over  12,  one  or  two 
capsules.  Children,  age  6 to  12,  one  capsule.  Admin- 
istered at  bedtime  for  2 or  3 days  or  until  bowel  move- 
ments are  normal.  Supplied  in  bottles  of  30  and  100 
soft  gelatin  capsules. 

1.  Belt,  A.  R.  and  Brevetfi,  R.  E.:  Manogement  of  constipation  during  the 
puerperium,  New  York  State  J.  Med.  60:2706-2707,  September  1,  1960. 

2.  McCarthy,  E.  V.:  Calcium  bis-(dioctyl  sulfosuccinote)  in  treatment  of 
constipation,  Clin.  Med.  7;2257-2259,  November,  1960. 
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Put  your  low-back  patient 
back  on  the  payroll 

Soma's  prompt  relief  of  pain  and  stiffness  can 
get  your  low-back  patients  back  to 
work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  . . . helj 
give  your  patient  the  two  things  he  want; 
most:  relief  from  pain  and  rapid  return  t(| 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  rarel 
Drowsiness  may  occur,  but  usually  only  witl\ 
higher  dosages.  Soma  is  available  in  350  mg\ 
tablets.  Usual  dosage  is  1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


How  you  can  help  save 
your  patients  a month’s  pay 


Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  patients 
required  an  average  of  41  days  for 
full  recovery  (range:  3 to  90  days). 
The  addition  of  Soma  therapy  in  this 
comparative  investigation  reduced 
the  average  to  11.5  days  (range:  2 to 
21  days).  With  Soma,  patients  aver- 
aged full  recovery  30  days  sooner. 


t 

1 


professional 

suites 

available 


3 

3 


EAST  SEVEIMTY-IMIIMTH  STREET 


One  of  the  East  Side’s  most  distinctive  new 
apartment  dwelling  offers  outstanding  air-con- 
ditioned professional  suites  of  four  and  five 
rooms  with  laboratory  and  dark  room  facilities. 
333  East  Seventy  Ninth  Street,  a 20  story  and 
penthouse  building,  will  provide  residential 
facilities  for  four  hundred  and  forty  families. 
Professional  suites  will  be  served  by  separate 
elevators. 

please  direct  inquiries  to: 

Renting  Manager:  333  East  79th  Street,  New  York  21,  N.Y. 
or  call;  RHInelander  4-3200 
Renting  Office  open  Daily  and  Sunday  10  AM  to  6 PM 
A WEBB  & KNAPP  RESIDENTIAL  BUILDING 
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you  can’t  prescribe  a more 
effective  antibiotic  than 


ERYTHROCIN 


Erythromycin,  Abbott 


How  much  “spectrum”  do  you  need  in  treat- 
ing an  infection?  Clearly  you  want  an  anti- 
biotic that  will  show  the  greatest  activity 
against  the  offending  organisms  and  the  least 
activity  against  non- pathogenic  gastro-intes- 
tinal  flora. 


Weigh  these  criteria  — and  make  this  com- 
parison — when  treating  your  next  coccal 
infection.  Erythrocin  is  a medium-spectrum 


antibiotic,  notably  effective  against  gram- 
positive organisms.  In  this  it  comes  close  to 
being  a “specific”  for  coccal  infections— 
means  it  is  delivering  a high  degree  of  activ- 
ity against  the  majority  of  common  infection- 
producing  bacteria. 

And  against  many  of  the  troublesome  “staph” 
strains  — a group  which  shows  increasing  re- 
sistance to  penicillin  and  certain  other  an- 
tibiotics — Erythrocin  continues  to  provide 
bactericidal  activity.  Yet,  as  potent  as  Eryth- 
rocin is,  it  rarely  has  a disturbing  effect  on 
normal  gastro-intestinal  flora.  Comes  in  easy- 
to-swallow  Filmtabs®,  100  and  250  mg.  Usual 
adult  dose  is  250  mg.  every  six  hours. 

Children,  in  proportion  to  age  and 
weight.  Won’t  you  try  Erythrocin?  MSB  I 
'^Filmtab— Film-sealed  tablets,  Abbott. 


••' - - 

heart 

I DISEASE 


ENEMY 
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IH  BRONCHIAL  ASTHMA.. IWRKED  INCREASE  IN  VITAL  CAPACITY..."' 

objective  evidence  of  relief 

Dexamethasone  produced  moderate  to  excellent  improvement  in  85  per  cent  of  143 
’ patients  with  bronchial  asthma  and  pulmonary  emphysema.  Objective  evidence 
of  antiasthmatic  effects;  “Marked  Increase  in  Vital  Capacity  and  Maximum  Breathing 
Capacity”*. . ."Increased  Efficiency  in  The  Air  Flow  Dynamics  of  Maximal  Cough.”* 


Supplied:  as  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DECADRON  Phosphate  and  new  Elixir  DECADRON.  Additional  information  on  DECADRON 
is  available  to  physicians  on  request.  DECADROX  is  a trademark  of  Merck  & Co.,  Inc. 


’Bickerman,  H.  A.,  et  al.:  Physiologic  and  steroid  therapy  in  respiratory  disease. 
Scientific  Exhibit,  A.M.  A.  Convention,  Atlantic  City,  N.  J.,  June  8-12,  1969. 

MERCK  SHARP  & DOHME  Division  of  Merck  & Co.,  INC.,  West  Point,  Pa. 


Decadron^ 

0«iumethasone 


TREATS  MORE  PATIENTS  MORE  EFFECTIVELY 


RESTORfi' 

VlfALITY... 


to  "the  under-par  child"* 

"Zentron 

comprehensive  liquid  hematinic 

• corrects  iron  deficiency 

• restores  healthy  appetite 

• helps  promote  normal  growth 

• underweight,  easily  fatigued,  anorexic— due 
to  mild  anemia 

Each  5-cc.  teaspoonful  provides: 

Ferrous  Sulfate  (equivalent  to 


20  mg.  of  iron) 100  mg. 

Thiamine  Hydrochloride 

(Vitamin  B,) 1 mg. 

Riboflavin  (Vitamin  B?)  ....  1 mg. 

Pyridoxine  Hydrochloride 

(Vitamin  Be) 0.5  mg. 

Vitamin  B,-,  Crystalline  ....  5 meg. 

Pantothenic  Acid 

(as  d-Panthenol) 1 mg. 

Nicotinamide 5 mg. 

Ascorbic  Acid  (Vitamin  C).  . . 35  mg. 
Alcohol,  2 percent. 


Usual  dosage: 

Infants  and  children — 1 2 to  1 teaspoonful 
(preferably  at  mealtime)  one  to  three 
times  daily. 

Adults — 1 to  2 teaspoonfuls  (preferably  at 
mealtime)  three  times  daily. 

Zentron^**  (iron,  vitamin  B complex,  and  vitamin  C,  Lilly) 
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Original  papers  will  be  considered  for  publication 
with  the  understanding  that  they  are  contributed 
solely  to  the  New  York  State  Journal  of  Medi- 
cine. Address  manuscripts  to  Editor,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue,  New 
York  17,  New  York. 

Preparation  of  Manuscript:  Manuscripts  should 

be  face  copy  typed  double-spaced  with  adequate 
margins  on  firm  paper.  Carbon  copy  flimsy  can  not 
be  used.  The  first  page  should  list  the  title,  the 
name  of  the  author  (or  authors),  degrees,  and  any 
institutional  or  other  credits.  Pages  should  be 
numbered  consecutively.  Tables  should  be  typed 
and  numbered  and  should  have  a brief  descriptive 
title.  Quotations  must  include  full  credit  to  both 
author  and  source.  Periodical  references  should 
include  in  order:  author’s  name  with  initials, 
title,  periodical  abbreviation,  volume,  pages,  and 
year.  References  should  be  numbered  consecu- 
tively in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs  should  be 
submitted.  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number, 


indication  of  the  top,  and  the  author’s  name  should 
be  attached  to  the  back  of  each  illustration.  Legend 
should  be  typed,  numbered,  and  attached  to  each 
illustration. 
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Published  twice  a month  by  the  Medical  Societj' 
of  the  State  of  New  York.  Editorial  and  circula- 
tion office:  750  Third  Avepue,  New  York  17,  New 
York.  Publisher’s  office:  20th  and  Northampton 
Streets,  Easton,  Pennsylvania.  Copyright  1961  by 
the  Medical  Society  of  the  State  of  New  York.  The 
Editors  of  the  Journal  assume  no  responsibility  for 
the  opinions  and  claims  expressed  in  the  articles 
contributed  by  individual  authors. 

Rates:  The  subscription  rate  is  $7.50  per  year 
payable  in  advance.  Single  copies  $0.50.  Back 
issues  will  be  supplied  at  the  single  copy  rate  when 
available. 

Change  of  address:  Notice  should  be  sent  to  the 
circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  in- 
cluded as  well  as  a statement  whether  or  not  change 
is  permanent.  Six  weeks  is  required  to  effect  a 
change  of  address. 
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EDITORIALS 


Comprehensive  Fact  Finding 


Governor  Rockefeller  has  requested  the 
State  Hospital  ReA'iew  and  Planning  Council 
to  woi'k  with  voluntary  and  local  public 
organizations  in  establishing  a comprehen- 
sive State-wide  system  to  assemble  informa- 
tion on  a continuing  basis  on  the  utilization, 
suitability,  and  services  of  hospitals  and 
related  facilities.  The  Council  will  work 
closely  with  the  Department  of  Social  Wel- 
fare and  utilize  the  information  obtained  by 
the  Department  through  its  projected  uni- 
form hospital  reporting  system.  The 
Council  was  also  asked  to  take  leadership, 
through  the  seven  regional  hospital  councils, 
to  assist  communities  of  the  State  faced  with 
problems  in  these  areas. 

“The  rising  cost  of  care  in  hospitals  and 
related  facilities  is  a matter  of  deep  concern 
to  the  people  of  the  State,”  the  Governor 
said.  “The  success  of  our  voluntary  pre- 
payment health  insurance  plans  depends 
upon  their  fiscal  soundness  and  the  avail- 
ability of  medical  care  facilities  efficiently 
administered  with  high  standards  of  service. 

“Medical  and  surgical  advances  frequently 
involve  costly  processes  and  equipment. 
These  and  other  factors  contribute  to  higher 
expenses  for  hospital  care.  This  makes 
necessary  continued  vigilance  by  all  con- 
cerned to  assure  the  best  utilization  of  avail- 
able funds.” 

Governor  Rockefeller  noted  that  various 
efforts  are  being  made  to  conserve  and  con- 
centrate medical  nursing  and  other  pro- 
fessional services  by  making  use  of  nursing 
homes,  outpatient  facilities,  and  home  care. 
In  some  states,  patients  are  progressively 
transferred  to  less  expensively-staffed  facil- 
ities within  a hospital  as  convalescence 
permits.  Communities  are  working  toward 
better  distribution  of  hospitals  and  are 
planning  specialized  health  facilities  on  a 
regional  ba.sis. 

The  Governor  said  funds  will  be  provided 


to  the  State  Department  of  Health  for  addi- 
tional expert  staff  to  assi.st  the  State  and  the 
regional  councils  and,  through  them,  the 
medical  staffs  and  boards  of  trustees  of 
hospitals,  with  studies  that  will  seek  to 
improve  ho.spital  services  and  the  utilization 
of  facilities.  This  work  will  be  in  addition 
to  the  State  Council’s  ongoing  advisory  ac- 
tivities in  connection  with  planning  new 
hospitals,  and  the  expansion,  replacement, 
and  modernization  of  other  hospitals  to 
meet  the  needs  of  all  income  groups. 

As  another  phase  of  this  expanded  pro- 
gram, the  State  Hospital  Planning  and 
Review  Council  was  authorized  by  the 
Governor  to  study  and  recommend  stand- 
ards for  prepayment  health  insurance  plans 
whenever  they  are  so  requested  by  the 
Superintendent  of  Insurance. 

The  State  Hospital  Planning  and  Review 
Council  is  comprised  of  25  members  ap- 
pointed by  the  Governor  from  private  and 
voluntary  groups  interested  in  hospital 
care.  The  Department  of  Health  provides 
staff  assistance  to  the  Council.  It  works 
closely  with  the  State  Board  of  Social  Wel- 
fare and  the  State  Department  of  Social 
Welfare,  which  have  important  inspection 
and  regulatory  functions.  The  Council 
also  makes  its  recommendations  to  the  Inter- 
departmental Health  and  Hospital  Council, 
which  includes  the  Commissioners  of  Educa- 
tion, Health,  Mental  Hygiene,  and  Social 
Welfare  and  the  Superintendent  of  In- 
surance. 

“Through  these  cooperative  working  rela- 
tionships,” the  Governor  stated,  “I  am 
confident  that  the  State  can  achieve  a 
planning  partnership  with  the  private  and 
voluntary  groups  which  provide  so  much  of 
our  hospital  service,  and  move  forward  to 
meet  the  serious  problems  which  now  con- 
front us.” 

The  Governor  further  stated  in  his  mes- 
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sago  to  the  Legislature  dated  March  7, 
19()0,  as  follows: 

In  order  to  encourage  greater  responsibility 
and  action  by  the  public  and  the  professions 
on  all  three  levels,  local,  regional  and  State, 
when  the  State  Hospital  Review  and  Planning 
Council  is  established,  I propose  to  ask  the 
Council  in  cooperation  with  the  Commissioner 
of  Health  to  undertake  the  following  missions : 

1.  To  advise  and  assist  in  developing  a 
comprehensive  State-wide  system  to  gather 
facts,  on  a continuing  basis,  about  the  services, 
use,  and  suitability  of  hospitals  and  related 
facilities. 

2.  To  develop  standards  to  guide  State  and 
local  agencies  in  improving  facilities  and 
services.  These  should  include  standards  of 
operation  for  hospitals,  nursing  homes,  and 
related  facilities  as  well  as  such  standards  as 
may  be  required  for  professional  performance, 
bed  use,  and  reporting. 

3.  To  advise  and  recommend  to  the  State 
Department  of  Social  Welfare  and  other 
appropriate  State  agencies  any  needs  for  new 
construction,  renovation,  or  expansion  of 
faciUties  or  services  which  are  subject  to 
State  licensing. 

4.  At  the  request  of  the  State  Department 
of  Insurance,  to  study  and  recommend 
standards  for  prepayment  health  insurance 
plans  necessary  for  the  public  health. 

5.  To  make  studies  to  encourage  the 
development  of  a high  quality  system  of 
hospitals  and  related  facilities  responsive  to 
the  needs  of  persons  in  all  income  groups. 

The  proposed  State  Hospital  Review  and 
Planning  Council  would  not  replace  the  seven 
e.xisting  Regional  Hospital  Planning  Councils. 
The  Regional  Councils  would  actually  com- 
plement the  State  Council  and  be  called  on  to 
perform,  at  the  regional  level,  similar  functions 
to  those  proposed  to  be  given  the  State 
Council.  By  thus  reflecting  area  attitudes  and 
problems,  the  Regional  Councils  would 
provide  information  essential  to  sound  plan- 
ning in  respect  to  hospital  facilities. 

The  structure  of  State  and  Regional 


Hos]htal  Review  and  Planning  Councils 
working  closely  with  the  Health  Department 
ai^pears  to  be  the  most  promising  approach  to 
the  vast  problem  of  the  adequacy  of  hospital 
and  related  services  in  the  State.  The  work  of 
the  existing  advisory  councils  has,  with 
respect  to  hospital  construction,  proved 
invaluable  and  there  is  every  reason  to 
believe  that  these  dedicated  groups  will  ful- 
fill their  broadened  responsibilities  with  a like 
measure  of  success. 

There  are  50  different  physicians  serving 
on  the  State  Hospital  Review  and  Planning 
Council,  the  six  regional  hospital  review  and 
planning  councils  serving  Upstate  New  York, 
and  on  the  Hospital  Council  of  Greater 
New  York  serving  New  York  City.  Four 
physicians  on  the  State  Council  also  double 
in  service  to  their  local  councils. 

The  respective  councils  comprise  the 
following  memberships : 

Number  of 
Number  of  Physicians 


Council 

Members 

Serving 

State  Hospital  Review  and 
Planning 

25 

9 

Buffalo  Regional  Review 
and  Planning 

29 

7 

Rochester  Regional  Review 
and  Planning 

28 

6 

Syracuse  Regional  Review 
and  Planning 

36 

6 

Albany  Regional  Review 
and  Planning 

27 

9 

Northern  Metropolitan 
Regional  Review  and 
Planning 

23 

5 

Long  Island  Regional  Re- 
view and  Planning 

23 

6 

Hospital  Council  of  Greater 
New  York 

33 

7 

The  medical  profession  is  well  represented 
on  these  community-based  councils,  and 
their  views  will  bear  proper  weight  in  the 
survey  to  be  made.  We  are  deeply  in- 
debted to  these,  our  colleagues,  who  are 
serving  their  communities,  their  State,  and 
their  profession  in  this  tremendous  and 
vital  undertaking. 


A propensity  to  hope  and  joy  is  real  riches— David  Hume 


May  1 1961 
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Sesquicentennial  of  the  Massachusetts  General  Hospital 


In  a nation  that  itself  is  only  one  hundred 
and  eighty-five  years  old  the  attainment  of 
the  age  of  one  hundred  and  fifty  by  one  of 
its  hospitals  is  a happy  and  notable  occasion. 

The  Massachusetts  General  Hospital 
founded  in  1811  is  the  third  oldest  hospital 
in  the  country.  It  was  preceded  by  the 
Pennsylvania  Hospital  (1750)  and  the  New 
York  Hospital  (1791). 

The  Rev.  John  Bartlett,  chaplain  to  the 
Alms  House  in  Boston,  after  visiting  the 
hospitals  in  New  York  and  Philadelphia, 
called  a meeting  of  prominent  citizens  on 
March  8,  1810,  to  organize  a general  hospital 
for  the  care  of  the  physically  and  mentally 
ill.  There  were  two  young  doctors  at  this 
meeting,  James  Jackson,  M.D.,  and  John 
Collins  Warren,  M.D.,  who  needed  only 
this  impetus  to  go  into  action.  Graduates 
of  the  Harvard  Medical  School,  these  men, 
trained  in  Europe  under  the  best  talent  of 
the  time,  set  about  the  organization  of 
the  medical  work  of  the  hospital.  They 
insisted  on  a close  association  with  the 
medical  school  and  they  instituted  research. 
All  the  great  achievements  of  the  Mas- 
sachusetts General  Hospital  stem  from  this 
seeding.  Staff  members  of  the  hospital 
were  in  the  thick  of  all  the  tremendous 
advances  in  the  ensuing  century — anes- 
thesia, asepsis,  roentgenology,  and  per- 
fection of  surgical  technic.  Latter  years 
saw  the  inception  of  hospital  social  service 
and  the  first  clinical  pathological  con- 
ference by  the  great  ground-breaker,  Richard 
C.  Cabot,  M.D.  In  a hundred  and  fifty 
years  the  drive  forward  has  not  abated — 


out  of  the  devastating  experience  of  the 
Coconut  Grove  fire  came  new  and  more 
effective  technics  for  treating  extensive 
burns.  The  laboratories  continue  to  turn  I 
out  men  and  ideas — Aub  and  the  chemistry  I 
of  lead  poisoning,  Albright  and  parathyroid  N 
hormone — the  chain  has  never  dropped  a I) 
link.  L 

Among  15  former  house  pupils  who  were  i 
selected  for  honors  at  the  convocation  | 
held  in  Boston,  January  31  through  Feb- 
ruary 2,  in  celebration  of  the  anniversary, 
was  Joseph  Garland,  M.D.,  editor  of  our 
distinguished  contemporary,  the  New  Eng- 
land Journal  of  Medicine.  It  was  said  of 
Dr.  Garland  in  the  citation,  ‘‘He  has  placed 
the  mortar  of  literacy  between  the  stones  of 
science  and  made  the  New  England  Journal 
of  Medicine  the  conscience  of  our  profes-  ;• 
sion.”  This  recognition  of  a great  medical  ') 
editor  and  his  important  function  strikes  a 1 
resonant  chord  among  medical  writers  I 
throughout  the  country  and  indeed  the 
world. 

The  program  of  the  convocation  il- 
lustrated the  yeasty  fermentation  of  this 
place.  There  were  sessions  not  on  medical 
science  alone  but  on  trends  in  nursing  and 
on  the  socioeconomic  factors  that  are 
influencing  medicine  today.  In  all  these 
sessions  the  eye  was  on  the  future. 

It  is  all  too  true  that  men  are  expendable. 
They  must  wither  and  decay  with  age,  but  a 
great  institution  such  as  the  Massachusetts 
General  Hospital  grows  in  strength  and 
stature  with  the  years,  an  enduring  monu- 
ment to  the  men  and  the  times  that  mold  it. 


What? 

155th  Annual  Convention 
Medical  Society  of  the  State  of  New  York 

When? 

May  8 through  12,  1961 

Where? 

Manger  Hotel  and  War  Memorial,  Rochester 
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MILD-MODERATE-SEVERE 
GASTROINTESTINAL  DISORDERS 

Pro-Banthlne*  / am®p"S 


One  characteristic  of  Pro-Banthlne  which  has 
won  it  general  medical  acceptance  is  its  versa- 
tility. Pro-Banthlne  has  proved  highly  useful  in 
the  management  of  gastrointestinal  disorders 
varying  widely  in  both  symptoms  and  severity. 

In  peptic  ulcer  and  in  other  disorders  char- 
acterized by  hyperacidity,  hypermotility  or 
spasm  of  the  enteric  tract,  Pro-Banthlne  con- 
trols symptoms  with  a consistency  attested  in 
more  than  375  published  reports. 

This  therapeutic  proficiency  results  not 
merely  from  the  high  level  of  pharmaco- 
dynamic activity  of  Pro-Banthine  but  also  from 
a favorable  balance  of  its  actions  on  both  au- 
tonomic ganglia  and  parasympathetic  effector 
organs.  The  total  effect  of  this  activity  permits 
doubling  or  tripling  the  usual  dosage  to  relieve 
severe  or  intractable  conditions  without  unduly 
extending  or  aggravating  secondary  actions. 

Less  than  a satisfactory  response'  to  Pro- 
Banthine  may  often  be  simply  a result  of  less 
than  adequate  dosage. 


Pro-Banthlne,  brand  of  propantheline  bro- 
mide, is  supplied  in  tablets  of  15  mg.  for  oral 
administration  in  conditions  such  as  peptic 
ulcer,  gastritis,  duodenitis,  pylorospasm,  biliary 
dyskinesia  and  spastic  colon,  and  in  ampuls  of 
30  mg.  for  intramuscular  or  intravenous 
administration  in  conditions  such  as  ureteral 
spasm  and  pancreatitis  in  which  prompt  and 
vigorous  effects  are  required  or  when  nausea 
and  vomiting  preclude  oral  administration. 

Usual  adult  dosage:  One  tablet  four  times 
daily.  Up  to  four  tablets  may  be  administered 
four  times  daily  for  severe  manifestations. 


When  emotional  factors  prevail  — 
Pro-BanthTne®  with  Dartal® 

Brand  of  propantheline  bromide  with  thiopropazate  dihydrochloride 
(Not  more  than  four  tablets  daily.) 


or 

Pro-BanthTne®  with  Phenobarbital 


1.  Krantz,  J.  C.,  Jr.,  and  Carr,  C.  J.:  The  Pharmacologic  Prin- 
ciples of  Medical  Practice,  Baltimore,  The  Williams  & Wilkins 
Company,  1958,  p.  843. 


G.  D.  SEARLE  & CO..  CHICAGO  80,  ILLINOIS.  Research  in  the  Service  of  Medicine 
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You  see  an  improve- 
ment within  a few  days 

Thanks  to  your  prompt 
treatment  and  the 
smooth  action  of  Deprol, 
her  depression  is 
relieved  and  her  anxiety 
and  tension  calmed  — 
often  in  a few  days.  She 
eats  well,  sleeps  well 
and  soon  returns  to  her 
normal  activities. 


I 


Lifts  depression... as  it  calms  anxiety! 

Smooth,  balanced  action  lifts  depression  as 
it  calms  anxiety. . . rapidly  and  safely 

Balances  the  mood  — no  “seesaw” 
effect  of  amphetamine -barbitu- 
rates and  energizers.  While  ampheta- 
mines and  energizers  may  stimulate  the 
patient— f/iey  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine -barbiturate 
combinations  may  counteract  excessive 
stimulation— t/iei/  often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects, 

Deprol’s  smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety  — both  at 
the  same  time. 


Dosage:  Usual  starting  dose  is  1 tablet  a 
q.i.d.  When  necessary,  this  dose  may  be  grad- 
ually increased  up  to  3 tablets  q.i.d. 

Composition:  1 mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HCI)  and  400  mg. 
meprobamate.  Supplied:  Bottles  of  50  light-pink, 
scored  tablets.  Write  for  literature  and  samples. 'A/  WALLACE  LABORATORIES/  Cranbury,  N.J. 

C0-2t2fi 

IJ 


Acts  swiftly  — the  patient  often 
feels  better,  sleeps  better,  within 
a few  days.  Unlike  the  delayed  action  of 
most  other  antidepressant  drugs,  which 
may  take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly— often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 


Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 
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Repository  Treatment  of  Grass  Pollinosis 


(JEUTFtUDE  SOBEL,  M.D.,  F.A.C.A.,  ROCKVILLE  CENTRE,  NEW  YORK 


Tn  the  late  1930’s,  Freund^’^  found  that 
the  antibody  production  in  animals 
could  be  enhanced  and  prolonged  by  the  use 
of  emulsions  containing  h’alba,  paraffin  oil, 
killed  Mycobacterium,  and  various  antigens. 
Halbert^  found  that  the  lethal  requirements 
of  toxin  for  animals  could  be  increased  ten- 
fold after  the  toxin  was  emulsified.  In  1947 
Loveless'*  employed  with  encouraging  results 
Freund’s  technic  without  the  killed  myco- 
bacterium in  the  treatment  of  33  ragweed 
hay-fever  patients.  Salk^“'^  gave  12,000  in- 
fluenza repository  injections  without  a 
single  reaction.  Loveless*  has  continued  to 
contribute  in  this  field.  In  the  last  three 
years,  Brown®~**  has  reported  about  90 
per  cent  good  results  in  over  1,000  patients 
in  the  repository  treatment  of  tree,  grass, 
and  ragweed  pollinosis. 

Through  the  kindness  of  Dr.  Loveless  and 
Dr.  Brown,  an  opportunity  was  afforded  to 
study  their  technics.  This  report  is  an 
attempt  to  evaluate  some  of  the  facets  of 
repository  therapy  in  grass  pollinosis  during 
1960.  A second  report*'*  will  be  devoted  to 
ragweed  emulsion  studies. 

Preparation  and  Macroscopic 
and  Microscopic  Description 
of  Timothy  Emulsions 

There  were  three  emulsions  under 
investigation:  B,  L,  and  HS.  The  emul- 
sions differed  in  the  technic  of  preparation, 
type  of  oil  used,  proportions  of  the  emulsi- 
fier, oil,  and  aqueous  timothy  antigen. 


Emulsion  B. — Emulsion  B was  similar  in 
composition  and  preparation  to  that 
described  by  Brown.®  It  consi.sted  of  1 
part  of  emulsifier,  mannide  monooleate 
(Arlacel  A),  9 parts  of  mineral  oil,  Drakeol 
G VR,  and  10  parts  of  timothy  antigen. 
The  emulsion  was  prepared  in  two  10-c(l 
syringes  connected  at  first  with  an  18- 
gauge  and  later  with  a 22-gauge  double- 
hubbed  needle.  The  solution  was  trans- 
ferred first  manually  and  later  by  machine 
from  one  syringe  to  the  other  syringe.  The 
microscopic  goal  sought  in  a satisfactory 
emulsion  was  a uniform  droplet  size  of  1 mi- 
cron or  less.  If  the  microscopic  examination 
was  not  satisfactory,  mixing  was  continued. 
AIicro.scopic  examinations  were  made  again 
after  storage  in  the  refrigerator  and  before 
administration  to  the  patients.  A good 
emulsion  could  be  prepared  most  of  the  time, 
but  occasionally,  despite  the  same  technic, 
the  droplet  size  could  not  be  reduced  uni- 
formly to  below  2 microns.  These  emulsions 
were  not  used  for  treatment. 

Emulsion  L. — Emulsion  L was  similar  in 
composition  and  preparation  as  described  by 
Loveless.*  The  ingredients  consisted  of 
mannide  monooleate  (1  part),  Atreol  9 (6 
parts),  and  aqueous  timothy  antigen  (5 
parts).  The  emulsion  was  made  manually 
by  repeatedly  withdrawing  the  fluid  into 
a 2-cc.  syringe  and  ejecting  it  forcibly 
for  six  minutes.  Alicroscopic  examination 
by  high  dry  power  showed  that  over  90 
to  97  per  cent  of  the  droplets  were  1 micron 
or  smaller.  The  over-all  droplets  seemed 
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TABLE  I. — Description  and  Administration  of  Timothy  Extract  Emulsions 


Emulsion  Data 

Emulsion  B 

Emulsion  L 

Emulsion  HS 

Ingredients 

Emulsifier 

Mannide  monooleate 

Mannide  monooleate 

Mannide  monooleate 

Oil 

Drakeol  6 VR 

Atreol  9 

Atreol  9 

Aqueous  antigen 

Timothy 

Timothy 

Timothy 

Proportions 

1:9:10 

1:6:5 

1:6:5 

Method  of  prepara- 

10-cc.  syringes 

2-cc.  syringe 

Combination  of  B and  L: 

tion 

Double  hub  18,  22 

15-gauge  needle:  manual 

Manual,  machine 

Microscopic 

needles:  manual, 
machine 

1 micron  or  less;  uniform 

1 micron  or  less , 97  per 

] micron  or  less,  uniform 

/c  • 
f f 

« o\  > 

cent ; not  uniform 

/ ’ X 

1 " 

^ 1 .•  1 ' 

* " j I 

- O 1 

y 

c ! \ 

^ ^ / \ 

* 

“'A"/-,',  f 
sv  ow 

o'  " ■■  ^ / 

Therapeutic  dose 

1,000  to  10,000  units 

1,000  to  10,000  units 

1,000  to  10,000  units 

Concentration  of 

1,000  to  10,000  units 

10,000  units  per  cubic 

1,000  to  10,000  units 

emulsion 

per  cubic  centimeter 

centimeter 

Volume  of  dose 

0.2  to  1 cc. 

0.2  to  1 cc. 

0.2  to  1 cc. 

Number  of  injections 

1 

1 

1 

Injection  date 

Two  and  one-half  months 

'I'wo  and  one-half  months 

Two  and  one-half  months 

before  pollinating 

before  pollinating  season 

before  pollinating  sea- 

season 

son  w 

to  be  slightly  smaller  than  those  seen  in 
emulsion  B.  However,  the  completed  emul- 
sion revealed  more  of  the  larger  droplets 


addition,  there  were  from  3 to  8 droplets^ 
(from  2 to  8 microns  in  size)  seen  in  every  J 
high-power  field. 


than  were  found  in  what  was  considered 
an  acceptable  batch  from  emulsion  B.  The 
larger  droplets,  which  invariably  were  found 
in  emulsion  L,  varied  in  size  from  3 to  15 
microns,  and  from  1 to  5 were  present  in  each 
high-power  field.  With  this  technic  it  was 
difficult  to  prepare  an  emulsion  completely 
free  of  the  larger  droplets. 

Emulsion  HS.* — Emulsion  HS  was  pre- 
pared commercially  and  packaged  in  2-  and 
5-cc.  vials.  The  emulsion  consisted  of  1 
part  mannide  monooleate,  6 parts  Atreol 
9,  and  5 parts  of  aqueous  timothy  antigen. 
There  were  eight  vials  of  prepared  emul- 
sion u.sed  for  the  investigation.  A micro- 
scopic examination  by  high  dry  power  re- 
vealed a uniform  droplet  distribution  of 
1 micron  or  less  in  six  of  the  eight  vials. 
Two  of  the  eight  vials  examined  micro- 
scopically showed  the  over-all  droplet  dis- 
tribution to  be  1 micron  or  less,  but,  in 

* Supplied  for  research  investigation  by  ITollister- 
Stier  Laboratories,  Spokane,  Washington. 


Preliminary  Testing  of  Patients 

Because  of  the  disagreement  on  the  im- 
portance of  the  conjunctival  threshold  test 
and  other  diagnostic  skin  tests  in  repository 
treatment,  preliminary  testing  was  per- 
formed to  try  to  shed  light  on  this  problem. 
All  patients  who  were  given  timothy, 
repository  injections  received  preliminary, 
puncture,  intracutaneous,  and  conjunc-! 
tival  threshold  tests.  The  puncture  test 
was  made  with  5 per  cent  of  timothy  in  50 
per  cent  glycerin.  The  intracutaneous  test 
was  performed  with  an  initial  timothy 
concentration  of  100  protein  nitrogen  units 
per  cubic  centimeter.  If  this  test  indicated 
negative  results,  1,000  units  per  cubic 
centimeter  and  10,000  units  per  cubic 
centimeter  were  employed.  For  the  con- 
junctival threshold  test,  the  aqueous  timo- 
thy antigen  was  prepared  in  double-fold 
dilutions  starting  at  10,  20,  40,  or  80  units 
per  cubic  centimeter,  and  so  forth,  up  to 
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10,240  units  per  cubic  centimeter.  Starting 
at  the  weakest  strength  and  increasing 
gradually,  one  drop  of  antigen  was  placed  on 
the  everted  lower  lid.  Readings  were  taken 
every  five  minutes.  The  end  point  was 
determined  when  the  caruncle  became 
red.  When  the  ocular  conjunctival  blood 
vessels  became  injected,  in  addition  to  the 
caruncular  reddening,  the  end  point  had 
been  exceeded.  At  the  completion  of  the 
test,  the  conjunctival  sac  was  flushed  with 
normal  saline,  and  occasionally  one  drop  of 
epinephrine  1:1,000,  was  instilled. 

Administration  of  Timothy  Emulsion 

Injections  were  made  with  a 26-gauge 
Vs-inch  needle  and  1-cc.  tuberculin  syringe 
into  the  subcutaneous  tissues  on  the  outer 
aspect  of  the  arm.  There  was  a total  of  64 
patients  treated  with  timothy  emulsion.  Of 
these,  48  patients  had  been  receiving  aqueous 
timothy  injections  on  a multiple  visit  basis. 
These  transitional  patients  received  their 
last  aqueous  timothy  injection  from  three  to 
six  weeks  before  repository  treatment. 
Most  of  the  repository  injections  were 
given  two  and  one-half  months  before  the 
onset  of  the  grass-pollinating  period.  The 
dosage  of  the  repository  emulsion  for 
transitional  patients  was  from  two  to  ten 
times  the  last  aqueous  amount.  The 
emulsion  dose  for  these  transitional  patients 
varied  between  2,000  to  10,000  protein  nitro- 
gen units.  This  dose  was  given  in  one  single 
injection  in  volumes  of  from  0.2  to  1.0  cc. 

Sixteen  out  of  the  total  of  64  patients  who 
were  given  timothy  emulsion  had  not 
received  multiple-visit  aqueous  treatment 
in  the  previous  year.  Most  of  these  patients 
received  a dose  of  from  1 ,000  to  5,000  units 
in  a single  injection. 

Table  I is  a compilation  of  some  of  the 
pertinent  facts  relating  to  the  description 
and  the  administration  of  the  emulsions,  as 
used  in  the  treatment  of  grass  pollinosis. 

Clinical  Results 

The  clinical  results  were  evaluated  as 
“satisfactory”  (from  65  to  100  per  cent 


@ SlliLht  reaction 
□ 11,  reaction 


Fig.  1.  Constitutional  reactions  following  tim- 
othy emulsion  injection.  Total  number  of  patients, 
C3;  total  per  cent  reaction,  6.35  (4  patients) ; mod- 
erate-severe, 4.7  per  cent  (3  patients);  slight  reac- 
tion, 1.6  per  cent  (1  patient). 

relief  of  symptoms)  and  as  “unsatisfactory” 
(from  0 to  65  per  cent  relief  of  symptoms). 

Sixty-four  patients  were  treated  with 
timothy  emulsion.  Satisfactory  results  were 
obtained  in  67  per  cent  of  the  patients.  Of 
the  64  patients  treated  with  timothy 
repository  emulsion  in  1960,  48  patients  had 
received  multiple  aqueous  treatment  the 
previous  year.  To  evaluate  the  results  of 
repository  treatment,  it  was  important  to 
review  the  results  of  multiple-visit  aqueous 
treatment  in  1959.  The  clinical  results  of 
the  48  patients  with  multiple-visit  treatment 
in  the  previous  year  revealed  67  per  cent 
satisfactory  results.  The  clinical  results  of 
the  same  48  patients  treated  with  timothy 
repo.sitory  injections  in  1960  gave  69  per  cent 
satisfactory  results. 

Patients  were  given  repository  dosages 
varying  between  1,000  to  10,000  units.  An 
attempt  was  made  to  correlate  the  effects  of 
dosage  on  clinical  results.  In  the  dosage 
range  between  1,000  to  5,000  units,  there 
were  67  per  cent  satisfactory  courses; 
in  the  5,000-  to  10,000-unit  range,  there 
were  69  per  cent  satisfactory  courses. 

The  three  different  types  of  emulsions 
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TABLE  II. — Summary  of  Clinical  Results  of 
Timothy  Repository  Treatment 


Condition  Data 

. Clinical 

Satis- 
factory 
(65  to  100 
Per  Cent) 

Results . 

Unsatis- 
factory 
(0  to  65 
Per  Cent) 

Total  repository  treatment 

(64  patients) 

67 

33 

Multiple  visit  treatment 
(1959) 

(48  patients) 

67 

33 

Repository  treatment 
( I960) 

(48  patients) 

69 

31 

Dosage  (units) 

1,000  to  5,000 

.67 

33 

5,000  to  10,000 

69 

31 

Type  of  emulsion 

B 

57 

43 

L 

81 

19 

HS 

72 

28 

Conjunctival  threshold  test 
(units  per  cubic 
centimeter) 

40  to  320 

55 

45 

640  to  10,240 

65 

35 

10,240 

73 

27 

Primary  patients  (21) 

67 

33 

Transitional  patients  (43) 

70 

30 

were  studied  in  relation  to  clinical  results. 
While  Figure  1 demonstrates  primarily  the 
constitutional  reactions  following  timothy 
emulsion  injections,  it  also  shows  the  distri- 
bution of  patients  with  various  conjunctival 
threshold  reactions  and  the  type  of  emulsion 
each  patient  received.  The  clinical  results 
were  poorest  with  emulsion  B.  However, 
most  of  the  hypersensitive  testing  patients 
(conjunctival  threshold  tests  below  240 
units  per  cubic  centimeter)  received  emulsion 
B.  The  results  were  best  with  emulsion  L; 
however,  the  greatest  proportion  of  patients 
who  were  hyposensitive  on  preliminary  test- 
ing received  emulsion  L. 

An  attempt  was  made  to  investigate 
whether  or  not  patients  who  were  hyper- 
sensitive on  preliminary  testing  obtained 
similar  benefits  to  hyposen.sitive  testing 
patients  following  therapy.  The  clinical 
results  of  patients  who  had  from  40  to  320 
units  per  cubic  centimeter  conjunctival 
thre.shold  tests  showed  55  per  cent  of 
.satisfactory  results.  Patients  with  640  to 
10,240  units  per  cubic  centimetei-  con- 
junctival thre.shold  tests  gave  66  per  cent 


satisfactory  results,  and  conjunctival  thresh- 
old te.sts  greater  than  10,240  units  per 
cubic  centimeter  gave  73  per  cent  satis- 
fa(;tory  re.sults. 

There  were  43  out  of  a total  of  64  patients 
who  had  been  receiving  multiple- visit 
aqueous  treatment  prior  to  depot  therapy. 
They  were  given  the  “single-shot  treat- 
ment,” one  to  six  weeks  after  the  last 
aqueous  treatment  and  were  known  as  ^ 
“tran.sitional”  patients.  Tho.se  who  did  not  j> 
receive  multi  pie-visit  aqueous  treatment  in  |, 
the  year  prior  to  emulsion  therapy  were  : 
known  as  “primary”  patients.  An  effort  : 
was  made  to  determine  whether  or  not 
aqueous  pollen  injections  prior  to  repository  ^ 
treatment  affected  the  clinical  results.  There  ^ 
were  70  per  cent  .satisfactory  results  in  thej^;; 
tran.sitional  group  and  67  per  cent  .satis--  ■! 
factory  results  in  the  primary  treated  group. , J 

Table  II  is  a summary  of  the  clinical 
results  of  timothy  repository  treatment.  9| 

Constitutional  Reactions  Following  ^ | 

Timothy  Repository  Injections  [ 

Any  reaction  other  than  local  reaction  at  | 
the  site  of  injection  occurring  within  forty- 
eight  hours  following  emulsion  therapy  was 
considered  a systemic  reaction.  In  the  ( • 
group  of  64  patients  treated  with  timothy  | 
emulsion  there  was  an  over-all  systemic  rate 
of  6.3  per  cent  (4  patients),  of  which  4.7  per  r 
cent  (3  patients)  were  moderately  severe,  j 
Systemic  reactions  occurred  with  emulsions’  ' 
B and  HS.  No  reactions  occurred  from  ^ 
emulsion  L.  However,  more  of  the  hyper-  ' 
sensitive  testing  patients  were  given  emul-  ' 
sions  B and  HS,  while  more  of  the  hypo- 
sensitive  testing  patients  received  emulsion 
L.  The  moderately  severe  systemic  re- 
actions occurred  in  the  patients  who  tested 
most  sensitively.  However,  one  mild  re- 
action occurred  in  a patient  with  a con- 
junctival threshold  of  greater  than  10,240 
units  per  cubic  centimeter  (hj'posensitive 
reactor).  There  were  no  systemic  reactions 
in  patients  who  were  transferred  from 
multiple-visit  aqueous  to  repository  treat- 
ment. 


1482 


New  York  State  J.  Med. 


RErOSITORY  TREATMENT  OF  GRAES  POLLINOSIS 


The  four  systemic  reactions  occurred 
in  patients  who  had  not  received  aqueous 
treatments  during  the  previous  year.  Two 
of  the  4 patients  with  systemic  reactions  to 
emulsion  therapy  had  a history  of  moderately 
severe  reactions  to  a(}ueous  pollen  therapy. 

The  reactions  which  occurred  after  re- 
pository treatment  were  different  from  those 
which  followed  a(jueous  treatment.  In 
emulsion  treatment,  the  systemic  reactions 
occurred  several  hours  later  and  tended  to 
be  more  prolonged.  In  2 patients  the 
constitutional  reactions  persisted  for  four 
days  despite  prophylactic  treatment  with 
steroids  and  antihistamines,  both  before  and 
after  the  injection. 

Figure  1 shows  the  occurrence  of  con- 
stitutional reactions  as  related  to  conjunc- 
tival threshold  sensitivity  and  type  of  emul- 
sion. 

Premedication  and  Post  medical ioti 

An  attempt  was  made  to  determine  the 
incidence  of  constitutional  reactions  without 
the  prophylatic  use  of  medication,  as  well  as 
to  determine  the  effectiveness  of  prophylactic 
medication  in  avoiding  or  minimizing  sys- 
temic reactions.  Twenty-three  patients 
were  picked  at  random  to  receive  prophylac- 
tic pre-  and  postmedication.  They  received 
15  mg.  of  prednisone  (or  its  equivalent  in 
other  forms  of  steroids)  one  day  prior  to 
depot  therapy.  A dose  of  10  mg.  was  given 
on  the  day  of  the  injection,  and  5 mg.  were 
given  the  following  day.  In  addition,  a 
delayed-action  antihistamine  was  given 
fifteen  minutes  before  the  injection  and 
again  on  the  evening  of  the  same  day.  The 
remaining  41  treated  patients  did  not 
receive  pre-  or  postinjection  medication.  All 
of  the  patients,  regardless  of  whether  or  not 
they  received  prophylactic  medication,  were 
handed  antihistamines  and  ephedrine  com- 
pounds to  be  taken  only  in  the  event  of  a 
delayed  reaction. 

There  were  four  systemic  reactions  follow- 
ing repository  treatment.  Two  patients  had 
received  prophylactic  pre-  and  postmedica- 
tion, and  2 patients  had  not. 


Local  Reactions  Following  Timothy 
Repository  Injections 

Injections  were  given  subcutaneously  in 
the  outer  aspect  of  the  arm  with  a 1-cc. 
tuberculin  syringe  and  a 26-gauge  Vg-inch 
needle.  The  total  volume  varied  between 
0.2  to  1 cc.  Local  erythema  and  some 
swelling  occurred  at  the  site  of  injection  in 
GO  per  cent  of  the  patients,  usually  became 
evident  within  fifteen  minutes,  and  per- 
sisted for  an  hour  to  several  days.  The 
erythema  and  swelling  were  usually  mild 
and  varied  from  a few  millimeters  to  several 
centimeters  in  diameter,  but  occasionally 
the  arm  swelled  moderately  for  a few  days. 
These  local  reactions  occurred  in  patients 
who  were  both  hyper-  and  hyposensitive  on 
preliminary  testing. 

Local  reactions  o(‘curred  following  the  use 
of  the  three  different  types  of  emulsions. 
There  were  3 patients  (4.8  per  cent)  with 
delayed  local  reactions  which  were  more 
disturbing.  A description  of  these  delayed 
local  reactions  is  given  in  the  following  case 
reports. 

Case  Reports 

Case  1. — Two  and  one-half  weeks  after  injec- 
tion, the  patient’s  arm  became  swollen  one  and 
one-half  times  its  original  size,  and  became  in- 
durated, tender,  dark  reddish  in  color,  with 
swelling  extending  to  the  forearm.  The  treat- 
ment consisted  of  massive  wet  dressings  and  anti- 
histamines. The  patient  recovered  in  several 
days. 

Case  2. — The  patient  had  a dark  reddish 
blotchy  area  with  moderate  tenderness  over  the 
local  injection  site  which  persisted  for  four 
weeks. 

Case  3. — The  jjatient’s  injection  site  was 
moderately  swollen  and  tender  for  three  weeks. 

There  were  3 additional  patients  (4.8  per 
cent)  who  had  subcutaneous  pea-sized 
nodules  at  the  site  of  injection  which  Avere 
present  for  two  months  after  therapy.  Two 
patients  had  received  emulsion  HS,  and  1 
patient  had  received  emulsion  L.  Six 
months  later,  1 patient  had  a residual  pea- 
sized subcutaneous  nodule. 
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Scratch  Reactions  with  Timothy 
Emulsions 

Immediately  following  repository  treat- 
ment, patients  were  scratch-tested  on  the 
^'olar  surface  of  the  forearm  with  the 
same  emulsion  which  was  used  for  depot 
therapy.  Six  patients  (7.2  per  cent)  gave 
positive  scratch  emulsion  reactions;  the 
remainder  gave  negative  reactions.  Positive 
scratch  reactions  were  found  more  frequently 
in  the  group  that  tested  more  sensitively  on 
preliminary  testing,  but  they  were  not 
confined  to  this  group.  ■■  Three  positive 
scratch  reactors  had  constitutional  re- 
actions following  their  repository  injection, 
and  3 did  not.  There  were  four  (6.25  per 
cent)  systemic  reactions  in  the  64  treated 
patients.  Three  systemic  reactors  had 
shown  a positive  scratch  reaction  to  the 
emulsion,  but  the  fourth  patient,  with  a 
moderately  severe  constitutional  reaction, 
had  a negative  scratch  emulsion  reaction. 

Comment 

Loveless*  reported  70.6  per  cent  satis- 
factory results  with  emulsified  extract  in 
contrast  to  81.8  per  cent  satisfactory  results 
with  multiple-visit  aqueous  treatment. 
Brown^*  reported  over  90  per  cent  good 
results  with  emulsion  treatment.  According 
to  Loveless,*  placebo  emulsion  injections 
gave  44.2  per  cent  satisfactory  results  in  74 
courses.  Other  workers^*  report  placebo 
therapy  to  be  satisfactory  in  as  high  as 
60  per  cent  of  the  patients.  The  results  of 
timothy  emvdsion  injections  in  this  study 
were  satisfactory  in  67.2  per  cent  of  the  64 
patients.  The  results  of  multiple-visit 
treatment  in  1959  were  satisfactory  in  66.8 
per  cent  of  the  patients.  However,  no 
placebo  studies  were  made.  For  a more 
critical  evaluation  of  the  clinical  results  in 
both  forms  of  therapy,  there  should  have 
been  a study  with  placebo  emulsions  and 
aqueous  control. 

The  systemic  reaction  rate  following 
repository  treatment  varies  accoi-ding  to 
different  investigators.  Browid*  reported 
this  reaction  rate  to  l)e  insignifi(!ant,  less 


than  1 per  cent.  Loveless*  reported  5.2  per" 
cent  reactions.  Furstenberg,*®  in  a co- 
operative study  of  repository  therapy, , 
stated  that  21  of  the  23  physicians  noted! 
systemic  reactions.  In  this  study  4 patients 
(6  per  cent)  had  systemic  reactions. 

There  has  been  a great  deal  of  confusion 
regarding  the  systemic  reactions  and  droplet 
size.  Emulsion  B contained  droplets  of  1 
micron  and  not  more  than  1 larger  droplet 
(2  microns  in  size)  every  20  to  40  high- 
power  field.  Six  of  the  eight  vials  of  emulsion  J 
HS  shov/ed  a uniform  droplet  size  of  less  I 
than  1 micron.  In  addition,  two  remaining  I 
HS  vials  showed  3 to  15  larger  droplets  (2  to  1 
8 microns  in  size)  every  high-power  field,  fi 
The  microscopic  examination  of  emulsion  L I 
showed  the  greatest  number  of  larger 
droplets.  Despite  the  uniform  microscopic 
appearance  of  emulsion  B,  two  systemic 
reactions  occurred  with  its  use.  The  third 
reaction  occurred  with  one  batch  of  emulsion  j 
HS  which  had  shown  no  droplets  larger  than 
1 micron.  The  fourth  reaction,  which  was 
the  mildest,  occurred  with  another  batch  of 
emulsion  HS  which  contained  a few  of  the 
larger  droplets.  Other  patients  recei^'ed 
injections  from  this  last  batch  of  emulsion  on 
the  same  day  without  systemic  reactions. 

It  is  of  interest  to  know  that  emulsion  L,  , 
which  contained  a greater  proportion  of  the 
larger  droplets  than  emulsions  B and  HS, 
did  not  give  systemic  reactions  in  this 
series.  Emulsions  B and  HS  were  given  to 
patients  who  tested  most  hypersensitively 
in  preliminary  testing.  On  the  other  hand, 
no  patient  with  a conjunctival  threshold 
test  below  240  units  per  cubic  centimeter 
had  received  emulsion  L.  It  is  not  known 
whether  or  not  emulsion  L,  if  given  to 
patients  with  similar  preliminary  hyper- 
sensitivity testing  reactions,  would  have 
produced  systemic,  and  prehaps  even  more 
severe,  reactions.  It  would  appear  that 
factors  other  than,  or  in  addition  to,  the 
microscopic  presence  of  a few  droplets 
greater  than  1 micron  cause  systemic  re-  1 
actions. 

The  conjunctival  threshold  test  is  not  a 
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frequently  used  test  in  the  practice  of 
allergy.  However,  aid  and  information  can 
be  derived  from  this  additional  testing 
technic  in  emulsion  therapy.  Reactions  can 
and  do  occur  with  repository  treatment; 
there  were  four  systemic  reactions  in  this 
study.  One  very  mild  fleeting  reaction 
occurred  in  a hyposensitive  testing  patient 
with  a conjunctival  threshold  reaction  of 
greater  than  10,240  units  per  cubic  centi- 
meter. Three  moderately  severe  reactions 
occurred  in  hypersensitive  testing  patients 
with  conjunctival  thresholds  of  below  240 
units  per  cubic  centimeter.  It  appears  that 
the  patients  who  test  most  sensitively  are 
more  volatile,  although  systemic  reactions 
from  emulsion  therapy  can  occur  in  the  less 
sensitive  testing  group.  While  preliminary 
testing  may  not  be  able  to  foreshadow  all 
possible  systemic  reactions,  the  extra  time 
involved  in  preliminary  testing  is  most 
worthwhile  if  it  alerts  us  to  the  majority 
of  these  labile  patients. 

No  abscesses  were  foimd  in  this  series,  as 
has  been  reported  by  others.  The  oc- 
currence of  delayed  local  reactions  is  a prob- 
lem to  the  patient,  as  well  as  to  the  physi- 
cian. Why  they  occur  is  unknown.  Sub- 
cutaneous pea-sized  nodules  were  present  in 
3 patients  (4.8  per  cent)  two  months 
after  repository  treatment.  One  nodule 
was  still  present  six  months  after  injection. 
Concern  over  their  presence  is  problematic. 
Loveless^^  found  that  these  nodules  dis- 
appeared within  a year.  There  has  been 
concern  over  the  possible  carcinogenic  effect 
of  the  injected  oil.  At  the  present  time 
there  does  not  seem  to  be  sufficient  evidence 
to  believe  that  the  injected  mineral  oil  is 
carcinogenic,  although  more  investigation 
is  needed. 

The  advantages  of  repository  therapy  are 
that  it  can  be  given  in  one  injection,  and  the 
clinical  results  are  essentially  the  same  as 
those  derived  from  the  more  traditional 
multiple-visit  treatments.  The  disad- 
vantages are  the  occurrence  of  systemic 
reactions  (6  per  cent),  delayed  local  re- 
actions at  the  site  of  injection  (4.8  per  cent). 


and  the  presence  of  subcutaneous  pea- 
sized nodules  two  months  later  (4.8  per 
cent). 

Summary 

Sixty-four  patients  were  treated  with  a 
single  injection  of  three  different  types  of 
timothy  emulsion  two  and  one-half  months 
before  the  grass  pollinating  season.  The 
clinical  results  of  repository  therapy  gave 
67.2  per  cent  satisfactory  courses.  Multiple- 
visit  aqueous  treatment  gave  66.8  per  cent 
satisfactory  results  in  the  previous  year.  No 
placebo  studies  were  performed.  Repository 
doses  varied  between  1,000  and  10,000  units. 
The  clinical  results  appeared  to  be  inde- 
pendent of  the  dosage  within  this  therapeu- 
tic range.  Slightly  better  results  were 
obtained  in  patients  who  reacted  less 
sensitively  on  preliminary  skin  testing. 
There  was  no  difference  in  the  clinical 
results  between  primary  and  transitional 
patients. 

The  systemic  reaction  rate  was  6.4  per 
cent.  Systemic  reactions  tended  to  be 
delayed  and  more  prolonged.  The  con- 
junctival threshold  test  was  a valuable 
test,  but  was  not  infallible  in  foreshadowing 
possible  systemic  reactions.  The  absence 
of  droplets  in  the  emulsion  below  the  size 
of  1 micron  did  not  insure  against  the 
prevention  of  systemic  reactions,  nor  did 
the  presence  of  a few  larger  droplets  (2  to  15 
microns)  in  every  high-power  field  necessarily 
cause  reactions.  Prophylactic  pre-  and 
postmedication  with  steroids  and  anti- 
histamines was  not  sufficient  to  prevent  the 
occurrence  of  systemic  reactions. 

A positive  scratch  reaction  with  the 
treatment  emulsion  was  followed  by  a 
greater  incidence  of  systemic  reactions,  but  a 
negative  scratch  reaction  did  not  rule  it  out. 
Delayed  local  reactions  at  the  site  of  in- 
jection, persisting  for  several  weeks,  occurred 
in  4.8  per  cent  of  the  patients.  Subcutaneous 
pea-sized  nodules  were  present  two  months 
after  repository  treatment  in  4.8  per  cent 
of  the  patients. 
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SIGNIFICANCE  OF  SOME  STRUCTURAL  ALTERATIONS  OF  THE  HUMAN  PLACENTA 
IN  RELATION  TO  PERINATAL  MORBIDITY  AND  AlORTALITY 


LOTTE  STRAUSS,  M.D.,  Moderator,  Associate  Pathologist,  Division  of  Pediatric  Pathology, 

The  Mount  Sinai  Hospital,  New  York  City 


Editor’s  Note.^ — In  these  Proceedings  the  Special  Committee  on  Infant  Mortality  is  present- 
ing its  deliberations  at  open  meetings  of  the  fiscal  year  1959  and  1960.  The  first  presentation, 
which  appeared  in  the  April  15,  1961,  Journal,  was  a panel  discussion  on  the  preventive 
aspects  of  perinatal  morbidity  and  mortality. 

The  second  group  of  papers  consists  of  a symposium  on  pathologic  conditions  of  the  human 
placenta.  Previously  a most  neglected  organ  of  study,  the  placenta  is  today  being  accorded 
intense  examination  as  to  morphology,  physiology,  permeability,  and  recogn  ition  of  significant 
pathologic  alterations,  as  well  as  from  the  viewpoints  of  infection  by  bacteria  and  the  viruses. 
The  meanings  of  newly  recognized  lesions  and  of  previously  known  lesions  are  being  revealed 
and  are  rapidly  assuming  clinical  importance  as  aids  in  the  early  diagnosis  of  abnormal  states 
of  the  fetus  and  of  the  newborn  infant.  Examples  discussed  are  the  amniotic  infection  syn- 
drome; the  condition  of  amnion  nodosum  in  relaticm  to  oligohydramnios  and  anomalies  of  the 
urinary  tract  of  the  newborn  infant;  placental  infarction;  the  mode  and  significance  of 
placentation  in  twins;  and  vascularity  and  circulation  in  relation  to  placental  insufficiency 
and  the  survival,  growth,  and  maturity  of  the  fetus. 


Introduction 

Lotte  Strauss,  M.D.  : Several  months 
ago,  I was  asked  to  arrange  a talk  on  the 
significance  of  the  placenta  in  relation  to 
perinatal  morbidity  and  mortality.  ^Vhy 
was  such  a meeting  contemplated?  Can  we 
expect  examination  of  the  human  placenta 
to  give  us  significant  help  in  studies  on  peri- 
natal morbidity  and  mortality?  I may  ask; 

Presented  at  an  open  meeting  of  the  Special  Com- 
mittee on  Infant  Mortality  of  the  Medical  Society  of 
the  County  of  New  York,  January  21,  1960,  at 
the  New  York  Academy  of  Medicine,  Carl  Goldmark, 
M.D.,  chairman,  and  Harold  Abramson,  M.D.,  sec- 
retary, 1192  Park  Avenue,  New  York  28,  New  York. 


Would  we  ever  perform  an  autopsy  without 
examining  the  lungs,  liver,  kidneys,  endo- 
crine glands,  and  other  important  organs  of 
the  body? 

The  placenta  is,  so  to  speak,  the  life  line 
of  the  fetus.  Cushioned  between  the  uterus 
and  the  fetus,  it  is  composed  of  maternal 
and  fetal  tissues.  Because  of  its  respiratory 
function,  it  is  correctly  called  an  extra- 
corporeal lung.  Its  metabolic  activities 
have  been  compared  to  those  of  the  liver. 
Its  role  in  fluid  exchange  and  balance  have 
been  likened  to  that  of  the  kidney.  Further- 
more, it  is  an  important  organ  of  internal 
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secretion,  manufacturing  as  it  does  gonado- 
trophic and  steroid  hormones. 

We  must  expect  the  placenta  to  reflect 
maternal  as  well  as  fetal  disease  states. 
One  speaks  of  the  “placental  barrier”  which 
is  thought  to  protect  the  fetus  from  a hostile 
environment.  But  is  this  protection  fool- 
proof? Can  the  “barrier”  break  down,  or 
can  the  placenta  itself  become  diseased? 
If  so,  how  does  this  affect  the  safety  and 
well-being  of  the  fetus  or  infant? 

It  has  been  said  that  we  owe  our  survival 
largely  to  the  fact  that  we  had  a good  pla- 
centa during  our  intrauterine  existence.* 
This  may  be  a somewhat  broad  statement, 
but  it  does  contain  a good  deal  of  truth. 

This  respect  for  the  importance  of  the 
placenta  in  the  fate  of  the  infant  is  shared  by 
many  primitive  tribes.  Magic  properties 
are  attributed  to  the  placenta  and  its  ap- 
pendages which  are  thought  to  influence  the 
future  life  of  the  individual.  For  this 
reason,  the  placenta  is  treated  with  great 
circumspection  and  is  not  thrown  thought- 
lessly away. 

Attitudes  toward  the  placenta  have  varied. 
Ordinarily  the  afterbirth  ends  up  in  a 
bucket  below  the  delivery  table,  unheeded 
and  useless,  its  short  life  span  completed 
and  its  function  fulfilled. 

It  is  accepted  practice  for  the  pathologist 


to  examine  placental  tissue  derived  from 
early  pregnancy  failure.  But  the  placenta 
from  later  periods  of  pregnancy  usually  is 
not  regarded  as  an  organ  of  special  interest. 
There  is  a widespread  lack  of  information 
on  the  nature  and  significance  of  structural 
alterations  of  the  placenta  and  membranes, 
particularly  with  respect  to  their  bearing  on 
perinatal  loss  and  morbidity.  Textbooks 
contain  little  information  on  this  question. 
Researches  have  emphasized  placental 
physiology  and  normal  structure. 

We  are  to  hear  about  the  systematic  work 
which  has  been  undertaken  by  pathologists 
in  several  institutions  to  find  out  what  can 
be  learned  from  examination  of  the  human 
placenta.  Beyond  the  purely  scientific  in- 
terest of  these  studies,  we  hope  to  under- 
stand better  the  relation.ship  between  pla- 
cental structural  alterations  on  the  one  hand 
and  late  fetal  loss,  neonatal  distress,  and 
perhaps  illness  in  later  life  on  the  other. 
It  should  be  stated  that  a prospective  col- 
laborative study  on  such  problems  is  now  un- 
der way,  supported  by  the  National  Institute 
of  Neurological  Diseases  and  Blindness  of  the 
National  Institutes  of  Health.  Some  of  our 
speakers  are  participants  in  this  project. 
Thus,  we  have  the  good  fortune  to  get  a 
firsthand  report  on  careful  observations 
accompanied  by  good  clinical  correlation. 


Amniotic  Infection  Syndrome 

Practical  Significance  and  Quick  Diagnostic  Test 


WILLIAM  A.  BLANC,  M.D.,  Department  of  Pathology,  College  of  Physicians  and  Surgeons, 
Columbia  University,  at  Babies  Hospital,  and  the  Sloane  Hospital  for  Women,  Columbia- 

Presbyterian  Medical  Center 


The  lesions  resulting  from  bacterial  infec- 
tion of  the  amniotic  cavity  may  be  grouped 
under  the  name  of  “amniotic  infection  syn- 


Part  of  Symposium,  “Significance  of  Some  Structural 
Alterations  of  the  Human  Placenta  in  Relation  to  Peri- 
natal Morbidity  and  Mortality,”  Special  Committee 
on  Infant  Mortalitj’,  Medical  Society  of  the  County  of 
New  York,  January  21,  1960. 

♦Huggett,  A.  S.:  Aspects  of  placental  function, 

.Ann.  New  York  Acad.  Sc.  75:  873  (Jan.  9)  1959. 


drome.”  The  clinical  aspects  of  the  syndrome 
are  not  yet  clearly  defined,  although  prema- 
ture rupture  of  the  membranes  is  common, 
and  maternal  pyrexia  occurs  in  severe  cases. 
The  syndrome  is  better  known  as  a morpho- 
logic entity  comprising  inflammation  of  the 
fetal  surface  of  the  placenta  (chorionitis  and 
amniotitis)  (Fig.  1),  of  the  membranes 
(membranitis),  and  of  the  umbilical  cord 
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Fig.  1.  Common  inflammatory  changes  in  pla- 
centa. Arrow  represents  leukotactic  factors  (bac- 
terial) present  in  amniotic  fluid.  Polymorphonu- 
clear leukocytes  represented  by  black  dots.  Re- 
sponse elicited  in  both  fetal  blood  vessels  and  ma- 
ternal vascular  spaces;  latter  evidenced  by  mar- 
gination  of  maternal  leukocytes  on  chorion  in 
intervillous  space  (subchorionic  intervillositis). 
These  white  cells  may  migrate  into  chorion  toward 
amnion.  Fetal  leukocytes  show  first  margination 
in  chorionic  arteries  and  veins  (chorionitis  grade  I 
found  in  6.5  per  cent  of  all  placentas),  then  invade 
vessel  walls  (chorionic  phlebitis  or  arteritis,  or 
chorionitis  grade  II,  incidence  4.5  per  cent),  pass 
into  chorion  (chorionitis  proper  or  chorionitis  grade 
III,  incidence  4.5  per  cent),  and  invade  amnion 
(amnionitis  or  chorionitis  grade  IV,  incidence  1.5 
per  cent).  Finally,  polymorphonuclear  leukocytes 
enter  amniotic  cavity  and  form  amniotic  exudate. 
{From  Clin.  Obst.  & Gijnec.  2:  705.  Reproduced  by 
permission  Paul  B.  Hoeber,  Inc.,  New  York  City.) 

(funisitis),  which  may  be  accompanied  by 
inflammatory  changes  in  the  fetus.  These 
tend  to  develop  later  than  the  inflammation 
of  the  fetal  adnexa,  are  much  less  common, 
and  include  congenital  or  neonatal  pneu- 
monia, otitis,  sinusitis,  meningitis,  gastritis, 
enteritis,  and  sepsis  (Fig.  2). 

If  these  conditions  are  severe  and  exten- 
sive enough  to  be  lethal  in  the  first  few 
hours  of  life,  it  is  reasonable  to  assume  that 
they  were  acquired  before  or  during  labor. 
This  also  holds  true  for  a lesion  bring- 
ing about  death  on  the  second  or  third  day 
of  life,  if  it  was  clinically  evident  at  birth 
or  shortly  thereafter.  The  presence  of  such 
lesions  does  not  mean  that  they  played  a 
definite  role  in  the  demise  of  a newborn 
infant,  and,  in  a number  of  autopsied  cases, 
the  finding  of  compound  anatomic  lesions 


^ Ascending  amniotic  infection. 

ii  Possible  woys  of  contominot ion 
of  fetal  bload. 

@ Fetal  circulation. 

Fig.  2.  Pathways  of  infection  of  amniotic  cavity 
and  of  fetus.  Inflammatory  response  to  infection 
represented  by  clumps  of  dots  in  membranes  (ma- 
ternal leukocytes),  in  chorion,  and  in  cord  (fetal 
leukocytes)  as  well  as  in  fetal  middle  ears,  facial 
sinuses,  lungs,  stomach,  and  intestine.  Fetal  sepsis 
not  represented.  Anoxic  fetus  may  aspirate  amni- 
otic exudate;  this  condition  should  not  be  confused 
with  active  pulmonary  exudation  seen  in  true  fetal 
or  neonatal  pneumonia.  Swallowing  of  amniotic 
exudate  constant  (see  Fig.  4).  {From  Clinic.  Obst.  cfc 
Gynec.  2:  705.  Reproduced  by  permission  Paul  B. 
Hoeber,  Inc.,  New  York  City.) 

and  the  complexity  of  the  obstetric  data 
preclude  any  simple  diagnosis.  Thus,  an 
infectious  lesion  should  not  be  accepted 
as  a major  cause  of  neonatal  death  without 
careful  consideration.  The  problem  pre- 
sents even  greater  difficulties  if  bacterial 
infection  is  evaluated  as  a major  or  con- 
tributory cause  of  prenatal  death. 

Practical  Implications. — In  a series  of 
260  consecutive  autopsies  performed  in  the 
year  1957  to  1958  at  Babies  Hospital  and 
Sloane  Hospital,  infection  was  considered  a 
major  cause  of  death  in  46  live  born  in- 
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Fig.  3.  (.4)  Chorionitis  grade  IV.  Fetal  polymorphonuclear  leukocytes  migrated  from  chorionic  vein 
(left)  toward  amniotic  cavity  (right)  and  are  forming  dense  collection  underneath  amniotic  epithelium  (appear- 
ing as  dark,  thick  line).  Amnion  and  immediately  underlying  chorion  (between  arrows)  have  been  separated 
partly  from  rest  of  chorion;  these  are  tissues  lifted  as  membrane  from  placental  surface  and  used  to  prepare 
“whole  mount  of  amnion.”  {R)  Whole  mount  of  amnion  with  severe  chorionitis  and  amniotitis.  Photo- 
micrograiih  focused  on  polymorphonuclear  leukocytes  infiltrating  chorion.  Compare  with  (A).  Specimen 
mounted  with  epithelium  aijplied  on  surface  of  slide.  Epithelium  out  of  focus  since  it  is  located  deeper  than 
cellular  infiltration. 


I 


I 


faiits  from  one  to  thirty  days  of  age.  Of 
107  deaths  which  occurred  on  the  first  day 
of  life  from  all  causes,  5 were  considered 
cases  of  intra-  or  prenatally  acquired  in- 
fection since  all  5 died  with  severe  pneu- 
monia within  a few  hours  of  birth. 

This  is  a small  number  compared  with  the 
large  number  of  deaths  attributed  to  intra- 
uterine anoxia  with  massive  aspiration  of 
amniotic  contents,  malformations,  hyaline 
membrane  disease,  and  intraventricular 
hemorrhage.  It  is,  however,  a group  of 
patients  which  might  have  benefited  from 
adequate  anti-infectious  treatment.  This 
is  true  also  of  the  larger  group  of  patients 
in  whom  infection  may  have  been  a con- 
tributory lethal  factor. 

There  is  a relationship  between  the  in- 


cidence of  amniotic  infection  and  the  dura- 
tion of  premature  rupture  of  the  membranes. 
The  frequency  of  fetal  inflammation  in  the 
placenta  (chorionitis)  ranges  from  2 or  3 
per  cent  when  the  membranes  have  been 
ruptured  for  zero  to  six  hours  antepartum 
to  more  than  50  per  cent  for  ruptures  present 
for  twenty-four  hours  or  more.  Of  interest 
is  the  fact  that  chorionitis  is  three  times  as 
common  in  premature  deliveries  as  in  full- 
term  deliveries  (26  and  9 per  cent  respec- 
tively). 

It  follows  that  fetal  inflammation  and 
pneumonia  in  particular  occurs  but  rarely 
in  comparison  with  the  high  frequency  of 
chorionitis.  The  interest  of  chorionitis  lies 
in  the  fact  that  it  is  a criterion  of  exposure 
of  the  fetus  to  infection.  Among  the  large 
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Fig.  4.  Smear  of  gastric  content  aspirated  at  birth  in  case  of  amniotic  infection.  (.4 ) Polymorphonnclear 
leukoc3^tes  intermingled  with  large  epithelial  cells  desiiuamated  from  fetal  skin.  E.xudate  has  been  swal- 
lowed in  utero  or,  possibly,  in  vagina.  It  is  made  up  of  admixture  of  fetal  leukocytes  (chiefl.v  from  chorionic 
vessels)  and  of  maternal  leukocytes  (chiefly  from  vessels  of  decidua  vera  and,  in  part,  from  intervillous  spaces). 
{B)  Greater  magnification  of  smear  seen  in  (.4).  Innumerable  bacteria  seen  Ixtween  degenerating  leuko- 
cytes. (Methylene  Blue  Stain) 


number  of  fetuses  contaminated  by  aspira- 
tion, swallowing,  or  the  hematogenous 
spread  of  bacteria  that  are  present  in  the 
amniotic  fluid,  only  a few  will  actually  die 
of  or  with  an  infection.  On  the  other  hand, 
it  has  been  shown  that  almost  all  the  cases 
of  early  neonatal  infection  occur  in  the  group 
showing  placental  inflammation. 

Diagnostic  Technic. — The  screening  of 
cases  of  "placentitis”  by  a quick  morpho- 
logic test  might  provide  an  additional  means 
of  controlling  some  cases  of  neonatal  infec- 
tion, if  it  were  alone  or  in  connection  with  the 
administration  of  antibiotics  to  parturient 
mothers  when  they  are  febrile  or  after  pro- 
longed rupture  of  the  membranes. 

Such  a test  is  the  "whole  mount  of 
amnion.”  A 2-  by  2-cm.  fragment  of 
amnion  is  cut  off  the  placental  surface  in  an 
area  overlying  the  chorionic  vessels.  It  is 
dipped  in  95  per  cent  alcohol  for  one  minute, 
floated  in  water,  stained  one  minute  in 
cresyl  violet  (1  per  cent  aqueous  solution), 
rinsed  in  water,  and  mounted  on  a slide. 
It  is  checked  under  the  microscope  for 
adequate  staining,  and  one  makes  sure  that 
the  amniotic  epithelium  is  in  contact  with 
the  slide.  If  this  is  not  so,  the  specimen  is 


remounted  correctly.  It  is  then  either 
covered  with  Kaiserling’s  jelly  and  a cover 
glass  or  is  dehydrated  by  three  rinses  of 
absolute  alcohol  (twenty  seconds  each), 
cleared  by  two  rinses  of  toluene,  and 
mounted  in  Permount. 

The  specimen  is  examined  for  the  presence 
of  polymorphonuclear  leukocytes  in  the 
loose  chorionic  tissue  located  underneath 
the  amnion  in  the  placenta  and  overlying 
it  on  the  slide  (Fig.  3).  The  finding  of  poly- 
morphonuclear leukocytes  by  this  method 
indicates  a definite  inflammatory  fetal 
reaction.  White  blood  cells  migrate  from 
the  chorionic  vessels  through  the  vessel 
wall  into  the  chorion  in  response  to  a leuko- 
tactic  stimulus  present  in  the  amniotic  cavity 
(Figs.  1,  2,  and  4).  A moderate  leukocytic 
infiltration  of  the  chorion  is  found  in  about 
4.5  per  cent  of  all  placentas,  and  a severe 
infiltration  exists  in  1.5  per  cent  of  them. 

The  correlation  between  amniotic  infec- 
tion and  its  clinical  diagnosis  based  on  the 
timing  of  rupture  of  the  membranes  and 
maternal  signs  and  symptoms  is  not  con- 
stant. Early  neonatal  pneumonia  is  associ- 
ated significantly  with  placentitis.  Thus, 
it  may  be  of  value  to  substantiate  the 
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clinical  suspicion  of  fetal  infection  on  the 
basis  of  the  morphologic  diagnosis  of  cho- 
rionitis.  The  “whole  mount  of  amnion” 
was  made  in  1,000  consecutive  deliveries. 
Among  the  9 neonatal  deaths  which  occurred 
within  forty-eight  hours  of  birth,  there 
were  3 cases  of  pneumonia,  all  with  cho- 
rion itis. 

A systematic  application  of  such  a diag- 
nostic test  would  provide  an  objective  basis 
tor  the  evaluation  of  a given  anti-infectious 
regimen.  In  severely  infected  cases  the 
clinician  could  be  kept  on  the  alert,  watching 
for  a po.ssible  flare-up  of  a masked  or  a 
quiescent  infection  after  the  antibiotics  are 


stopped.  Finally,  an  alternate  study  of 
treated  and  untreated  patients  born  with 
and  without  chorionitis  might  provide  a 
statistically  valid  answer  to  the  unsolved 
problem  of  neonatal  mortality  and  morbidity 
associated  with  the  amniotic  infection  syn- 
drome.* 

Summary. — The  concept  of  the  amniotic 
infection  syndrome,  its  practical  implica- 
tions, and  a rapid  technic  of  histologic  diag- 
nosis are  presented. 


*Blanc,  W.  A.:  Amniotic  infection  syndrome: 

pathogenesis,  morphology,  and  significance  in  circum- 
natal  mortality,  Clin.  Obst.  & Gynec.  2 : 705  (Sept.) 
1959. 


Vernix  Granulomatosis  of  Amnion  {''Amnion  Nodosum’')  in 

01  igohydram  n ios 

Lesion  Associated  ivith  Urinary  Anomalies,  Retention  of  Dead  Fetuses,  and 
Protonged  Leakage  of  Amniotic  Ftuid 

WILLIAM  A.  BLANC,  M.D.,  NEW  YORK  CITY 


Vernix  granulomatosis  is  characterized 
by  the  presence  of  innumerable  small  flat 
nodules  of  a gray  or  yellowish  color  on 
the  fetal  surface  of  the  placenta.  Only 
30  cases  of  this  condition  have  been  re- 
ported to  date  under  the  name  of  “amnion- 
knotchen”  or  “amnion  nodosum”^  since  the 
original  report  of  Pilgram  in  1889.  The 
interest  of  the  lesion  resides  in  its  associa- 
tion with  oligohydramnios  commonly  ac- 
companied by  severe  renal  anomalies  in  the 
fetuses.  The  pathogenesis  and  clinical  im- 
plications of  vernix  granulomatosis  will  be 
discussed  on  the  ba.sis  of  a series  of  19  cases 
collected  in  the  Sloane  Hospital  for  Women 
and  Babies  Ho.spital  within  the  last  six  years. 


Part  of  Symposium,  “Significance  of  Some  Structural 
Alterations  of  the  Human  Placenta  in  Relation  to  Peri- 
natal Morbidity  and  Mortality,”  Special  Committee 
on  Infant  Mortality,  Medical  Society  of  the  County  of 
New  York,  January  21,  1960. 
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Material  and  Methods. — From  July, 
1954,  until  the  end  of  December,  1959,  318 
placentas  from  autopsied  newborn  infants 
were  submitted  for  examination,  and  vernix 
granulomatosis  was  seen  in  17  placentas. 
Additional  instances  were  found  in  1 of  60 
abortuses  and  in  1 of  about  700  placentas 
from  normal  living  infants.  The  gross 
diagnosis  was  confirmed  on  whole  mounts  of 
amnion  and  multiple  blocks  were  taken  from 
each  placenta. 

Pathology  of  Placenta. — The  gro.ss 
characteristics  of  the  placenta  are  repre- 
sented in  Figure  1.  The  nodules  abound  on 
the  placental  surface,  are  rare  on  the  mem- 
branes, and  are  not  observed  on  the  cord. 
They  vary  in  size  from  barely  visible  to 
several  millimeters  in  diameter.  Their  color 
is  gray-yellowish,  greenish  in  meconium- 
stained  placentas,  and  reddi.sh  in  case  of 
maceration.  They  are  rounded,  protuber- 

New  York  State  J.  Med. 


SPECIAL  COMMITTEE  ON  INFANT  MORTALITY 


Fig.  1.  Vernix  granulomatosis  of  amnion  in  case  of 
renal  agenesis. 

ant,  planoconvex,  shiny  when  small,  and 
dull  when  large.  They  are  distributed 
equally  over  the  placental  surface  and  move 
along  with  the  amnion.  These  nodules  are 
distinguished  easily  from  the  atrophic  yolk 
sac,  a single  flat  structure  located  under- 
neath the  amnion,  usually  bright  yellow 
and  calcified,  and  found  in  about  a fourth  of 
all  placentas.  Finely  nodular  subchorionic 
fibrin  deposits  are  located  underneath  the 
amnion,  do  not  move  with  the  amnion,  and 
present  no  diagnostic  problem. 

Plaques  of  squamous  metaplasia  are  dull 
gray  with  irregular  contours  and  tend  to  be 
located  close  to  the  cord  insertion.  They 
are  not  as  easily  pulled  off  with  the  tip  of  the 
scalpel  as  the  vernix  granulomas.  The 
microscopic  appearance  is  depicted  in  Figure 
2.  The  fresh  nodule  consists  of  a mass  of 
vernix  that  adheres  to  an  area  of  necrotic 
amniotic  epithelium.  Under  some  nodules, 
the  amnion  has  disappeared.  The  vernix 
is  invaded  by  mesodermal  cells  from  the 
chorion  and  undergoes  a unique  type  of 
avascular  “organization.”  Further  fixation 
to  the  chorion  is  achieved  by  an  overgrowth 


of  amniotic  epithelium  over  the  edges  of 
the  nodule.  Occasionally,  the  nodule  con- 
tains lanugo  hairs. 

Mature  collagen  is  found  in  well-organized 
granulomas.  The  granuloma  is  distin- 
guished easily  from  squamous  metaplasia  of 
the  amnion  which  .shows  an  intact  basal 
layer  of  amnion  with  epithelial  proliferation 
and  superficial  keratinization. 

Obstetric  Findings. — The  duration  of 
labor  was  within  normal  limits.  The 
presentation  was  a breech  in  5 instances. 
Anhydramnios  or  oligohydramnios  were 
definitely  present  in  13  cases  and  suspected 
in  2 others.  The  amount  of  fluid  was  not 
noted  in  the  last  4 cases,  3 of  which  were 
severely  macerated.  Oligohydramnios  was 
associated  with  a prolonged  leaking  of 
amniotic  fluid  in  2 instances  (thirty  and 
forty-two  days  respectively).  Fresh  granu- 
lomas were  ob.served  in  a case  in  which  the 
membranes  were  ruptured  for  five  days. 

Pei)i.\tric  Findings. — Fourteen  babies 


Fig.  2.  Vernix  granuloma,  (d)  Note  absence  of 
amniotic  epithelium  under  vernix  mass,  except 
for  small  cyst-like  spaces  (low  magnification).  {B) 
Squames  embedded  in  hyaline  ground  substance  of 
granuloma.  Cross-section  of  lanugo  hair  seen 
(arrow).  Amniotic  epithelium  proliferates  at  margin 
of  nodule  and  is  beginning  to  grow  over  edge  (high 
magnification). 
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were  born  alive,  1 fetus  was  aborted  in  the 
fifth  lunar  month,  and  4 cases  were  still- 
born. One  remained  alive  and  well  while 
all  others  died  before  the  fourth  day  and  10 
within  the  first  twenty-four  hours.  The 
commonest  symptom  was  respii'atory  dis- 
tress. A positive  diagnosis  of  polycystic 
kidneys  was  made  in  3 cases,  and  a pelvic 
mass  was  described  in  a fourth. 

Autopsy  Findings. — The  cases  can  be 
divided  into  two  main  groups  according  to 
the  presence  or  absence  of  major  urinary 
tract  anomalies. 

Infants  with  Urinary  Anomalies. — Infants 
with  urinary  anomalies  comprised  10  cases: 
1 with  renal  agenesis,  5 with  polycystic 
kidneys  with  or  without  nephromegaly,  1 
with  one  polycystic  and  one  hypoplastic 
kidney,  and  3 with  severe  urethral  obstruc- 
tion resulting  in  severe  bilateral  hydro- 
ureters and  hydronephrosis  and  due  to 
associated  anomalies  of  adjacent  pelvic 
structures. 

Definite  abnormalities  of  the  facies  were 
found  in  all  cases  and  not  only  in  the  case 
of  renal  agenesis  as  described  by  Potter.^ 
The  external  ears  were  found  to  be  anatomi- 
cally abnormal  in  every  single  instance,  but 
not  necessarily  low-set  or  deficient  in  car- 
tilage. Equinovarus  deformities  of  the 
lower  extremities  were  present  in  8 infants. 

Severe  respiratory  symptoms  could  be 
correlated  with  pulmonary  hypoplasia  in  9 
cases.  The  child  with  the  longest  survival 
(three  days  and  sixteen  hours)  was  the  only 
one  with  normal  lungs.  Severe  interstitial 
emphysema  and  pneumothorax  were  com- 
mon complications  of  the  pulmonary  anom- 
aly. Microgastria,  a hitherto  unreported 
anomaly  in  this  group,  was  encountered 
three  times. 

Oligohydramnios  was  present  in  every 
case  of  this  group. 

Infants  Without  Urinary  Anomalies. — 
Infants  without  urinary  anomalies  com- 
prised 9 cases.  Four  were  macerated  fetuses 
which  had  all  been  retained  for  periods 
extending  from  six  days  to  two  weeks  after 
fetal  death.  Three  infants  were  born  with 


severe  intra-uterine  infection  after  pro- 
longed rupture  of  the  membranes.  The 
eighth  ca.se  pre.sented  with  an  abnormal 
facies,  abnormal  ears,  equinovarus  de- 
formity, and  pulmonary  hypoplasia.  Its 
placenta  showed  marked  circum valla tion. 
Oligohydramnios  was  diagnosed  clinically. 
All  these  features  were  also  pre.sent  in  1 of 
the  infants  born  after  a prolonged  rupture  of 
the  membranes  (thirty  days).  The  ninth 
case  had  multiple  facial  and  cranial  anom- 
alies with  exencephaly.  The  amount  of 
fluid  was  not  noted  at  birth.  The  placental 
amnion  was  missing  over  large  areas  and 
was  replaced  by  clumps  of  vernix  embedded 
in  a mucoid  ground  substance. 

Comments. — Incidence. — Vernix  granu- 

lomatosis is  rare  but  not  exceptional.  Anj'- 
evaluation  of  the  incidence  can  be  only 
approximative  since  no  systematic  examina- 
tion of  all  delivered  placentas  was  done 
in  our  series.  The  minimum  over-all  in- 
cidence was  about  one  per  1 ,000  de- 
liveries and  was  about  one  per  500  deliveries 
in  1959.  Jeffcoate  and  Scott^  found  an 
incidence  of  1.2  per  thousand  deliveries. 
The  association  of  vernLx  granulomatosis 
with  oligohydramnios^  is  apparent  in  the 
present  series  and  in  the  other  large  series.® 
Oligohydramnios  is  commonly  associated 
with  severe  renal  anomalies  and  probably 
results  from  the  decreased  secretion  of  fetal 
urine.® 

Analysis. — An  analysis  of  the  present 
material  shows  that  urethral  obstruction 
leads  to  the  same  chain  of  events.  It  is 
likely  that  oligohydramnios  and  vernix 
granulomas  of  the  amnion  actually  occur  in 
all  types  of  genitourinary  anomalies  pro- 
ducing severe  urinary  obstruction  at  any 
level,  all  severe  dysplasias  of  the  kidneys, 
and  in  functional  lesions  of  the  fetal  kidney. 
The  latter  cause  was  suggested  by  1 macer- 
ated stillborn  infant  in  which  calcified  and 
organized  thromboses  were  found  in  the 
inferior  vena  cava  and  in  the  renal  veins. 
The  baby  was  anencephalic,  and  poly- 
hydramnios was  still  present  at  least  a 
month  antepartum. 
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TABLE  I. — Autopsy  Findings  in  Vebnix  Granu- 
lomatosis OF  THE  Amnion 


Number 


Condition  of  Cases 

Renal  agenesis  13 

Polycystic  kidneys  8 

One  polycystic  and  one  hypoplastic  kidney  2 
Single  hj'poplastic  kidney  1 

Urethral  obstruction  3 

Decreased  renal  function  (anemia  in  one  of 
uniovular  twins)  1 

Circumvallate  placenta,  abnormal  facies, 

pes  equinovarus  2 

Retention  of  dead  fetus  5 

Prolonged  rupture  of  membranes  2 

Multiple  anomalies  with  normal  urinary 
system  1 


Oligohydramnios  might  also  result  from 
prolonged  retention  of  a dead  fetus  with 
resorption  of  amniotic  fluid  and  from  pro- 
longed leakage  of  amniotic  fluid,  a hitherto 
unreported  cause  of  vernix  granulomatosis. 

A fourth  condition  associated  with  oligo- 
hydramnios and  amniotic  nodules  w^as  de- 
scribed by  Jeff  coate  and  Scott.  ^ Their 
3 patients  had  threatened  abortions  early 
in  pregnancy,  and  the  membranes  of  the 
patients  showed  large  areas  covered  with 
old  blood  clots  which  might  have  interfered 
with  the  maintenance  of  normal  amounts  of 
amniotic  fluid. 

Any  of  the  conditions  described  might  be 
encountered  in  one  of  dizygotic  twins  and 
result  in  oligohydramnios  and  vernix  granu- 
lomatosis in  one  amniotic  sac  only.  In 
monozygotic  twins,  oligohydramnios  and 
amnion  nodosum  have  occurred  in  the 
amniotic  cavity  of  acardiac  acephalic  fetuses 
with  genitourinary  anomalies.  If  placental 
arteriovenous  anastomoses  exist  between 
identical  twins,  the  “transfused”  fetus  is  the 
larger.  The  excessive  blood  flow  produces 
heart  hypertrophy  and  seems  to  induce 
polyuria  resulting  in  polyhydramnios.  The 
“transfuser”  is  small  and  the  decreased 
blood  volume  may  result  in  oliguria  with 
oligohydramnios  and  vernix  granuloma- 
tosis.'' 

fl'he  microscopic  observations  made  in 
the  present  scries  suggest  that  the  adhesion 
of  vernix  masses  on  the  amnion  made  pos- 


TABLE II. — Conditions  Associated  with  Vernix 
Granulomatosis  of  the  Amnion  and  Oligo- 
hydramnios 


Condition 
of  Infants 

Etiologic 

Factor 

Pathogenesis 

Liveborn 

Genitouri- 

Aplasia 

Fetal  anuria  or 

nary 

Dysplasia 

oliguria 

anomalies 

Obstruction 

or  lesions 

Dysfunction 

No  genito- 

(?)Anomalous 

(?)  Abnormal  fil- 

urinary 

implantation 

tration  of  am- 

anom- 

or  lesions  of 

niotic  fluid 

alies 

placenta 

Ruptured  mem- 

Leakage  of  fluid 

Stillborn 

branes 

Intrauterine 

Resorption  of 

death 

fluid,  anuria 

sible  by  oligohydramnios  is  followed  by 
necrosis  of  the  epithelium  and  by  secondary 
mesodermal  invasion  into  the  nodule. 
Tables  I and  II  summarize  the  findings  in 
the  autopsied  cases  (20  from  the  literature 
and  18  from  the  present  series)  and  the 
suggested  physiopathology  of  the  condition. 

SuMM.AHY. — The  pathogenesis  and  the 
significance  of  vernix  granulomatosis  of  the 
amnion  is  discussed  on  the  basis  of  a series 
of  19  new  cases  in  addition  to  30  cases 
collected  from  the  literature.  The  condi- 
tion results  from  deposition  of  vernix  on  the 
amniotic  surface,  which  induces  necrosis  of 
the  underlying  epithelium.  This  is  followed 
by  avascular  organization  of  the  vernix  by 
chorionic  mesodermal  cells. 

A prerequisite  condition  to  the  adhesion 
of  vernix  on  the  placental  surface  is  oligo- 
hydramnios. In  the  present  series  oligo- 
hydramnios and  vernix  granulomas  were 
found  in  association  with  severe  genito- 
urinary anomalies,  retention  of  dead  fetuses, 
and  prolonged  rupture  of  the  membranes. 
In  2 cases  the  pathogenesis  of  oligohydram- 
nios was  not  elucidated. 

The  diagnosis  of  vernLx  granulomatosis 
of  the  placenta  implies  the  retrospeidive 
diagnosis  of  oligohydramnios.  It  suggests 
the  presence  of  severe  genitourinary  anom- 
alies in  newborn  children. 
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Clinical  Aspecls  of  Placental  Infarction  and  Fibrin  Deposition 


WILLI.4M  A.  LITTLE,  M.D.,  Sloauc  Hospital  for  Women,  Columbia-Preshyterian  Medical  Center, 
and  the  Department  of  Obstetrics  and  Gynecology,  Columbia  University  College  of  Physicians 

and,  Surgeons,  New  York  City 


The  term  placental  infarct  has  been  used 
as  a label  for  almost  any  solid  placental  le- 
sion. Perhaps  this  lack  of  standardization 
and  definition  has  led  to  the  numerous  con- 
tradictory reports  that  exist  in  respect  to 
most  clinical  aspects  of  this  lesion,  including 
fetal  implications. 

Despite  the  finding  of  Fehling  in  1886* 
that  the  presence  of  albuminuria  and  infarct 
formation  was  associated  with  high  fetal 
mortality  rates  and  an  additional  paper^ 
noting  subnormal  weight  in  infants  born  of 
women  with  albuminuria  and  placentas 
demonstrating  infarcts,  Williams^  in  his 
excellent  review  at  the  turn  of  the  century 
concluded  that  placental  infarction  exerted 
no  influence  on  the  health  of  the  mother  and 
only  indirectly  affected  the  child.  In 
general,  subsequent  papers^“®  concurred  in 
Williams’  opinion,  and  it  was  felt  that  only 
extensive  placental  damage  might  lead  to 
fetal  death  or  imperfect  development.  In 
one  instance'*  it  was  stated  that  two  thirds  of 
the  placenta  could  be  infarcted  without 
fetal  demise  or  complication.  In  the  last 
two  decades  there  have  been  occasional 


Part  of  Symposium,  “Significance  of  Some  Structural 
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TABLE  I. — Clas.sification  of  Placental  In- 
farction 


Type 

Gross 

Appearance 

Microscopic 

Appearance 

Infarc- 

tion 

I 

Pale,  compressed 

Compression,  no 
necrosis 

no 

2 

Dark  red,  cir- 
cumscribed 

Early  or  acute 
necrosis 

yes 

3 

Pink  or  brown, 
firm 

Late  acute  or 
early  subacute 
necrosis 

yes 

4 

White,  firm 

Late  subacute 
or  late  ne- 
crosis 

yes 

5 

White,  gritty,  or 
cystic 

Late  necrosis 
with  calcifica- 
tion or  licpie- 
faction 

yes 

reports’’®  demonstrating  the  fact  that  fetal 
weights  decrease  as  the  extent  of  placental 
infarction  increa.ses  and  that  intrauterine 
fetal  mortality  is  increased  when  the  placenta 
demonstrates  infarction. 

Materials  and  Methods. — In  an  at- 
tempt to  clarify  this  issue  we  defined 
placental  infarction  as  a circumscribed 
area  of  necrosis  of  villi  presumably  due  to 
vascular  obstruction.  Obviously,  this  def- 
inition does  not  include  fibrin  deposits  or  in- 
tervillous thromboses  as  infarcts,  a commonly 
used  erroneous  term  for  these  lesions.  For 
convenience,  infarction  was  classified  accord- 
ing to  the  degree  of  necrosis  (Table  I).  The 
Type  2 lesion  was  the  earliest  form  of  placen- 
tal infarct  and  was  characterized  by  a black 
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TABLE  II.— Perinatal  Mortality  in  Severely 
Infarcted  Placentas* 


Condition 

Per  Cent 

Stillbirths 

16.7 

Neonatal  deaths 

8.3 

Perinatal  mortality 

25.0 

* >10  per  cent  infarcted. 


or  dark  red  area  of  increased  density  extend- 
ing partially  or  entirely  through  the  placenta 
proper.  Microscopically  there  was  collapse 
of  the  intervillous  space,  engorgement  of 
villous  capillaries,  enlargement  and  close 
apposition  of  the  villi,  and  nuclear  evidences 
of  necrosis.  The  Type  3 lesion  was  pink  or 
brown,  firm,  and  sharply  demarcated  from 
the  surrounding  tissue.  Microscopically, 
the  villi  stained  poorly,  necrosis  was  more 
advanced  with  disintegration  of  the  cellular 
detail,  and  hemolysis  of  fetal  blood  was 
occurring,  imparting  the  characteristic  gro.ss 
coloration.  The  Type  4 or  late  subacute 
infarct  was  extremely  firm  with  a yellow- 
white  color.  There  were  no  laminations, 
and  lesions  were  never  found  directly  be- 
neath the  chorionic  plate,  except  when  they 
were  extensive.  Microscopically,  there  was 
marked  necrosis  of  villous  elements  with 
almost  complete  obliteration  of  the  villous 
architecture  forming  so-called  “ghost  villi.” 
Type  5 lesions  were  similar  to  the  latter 
group  with  the  addition  of  calcification  or 
liquefaction. 

It  is  important  that  Types  4 and  5 infarcts 
be  differentiated  from  the  common  deposits 
of  fibrin  which  have  a laminated  appearance 
in  the  gross  and  usually  occur  directly 
beneath  the  chorion  or  within  the  decidual 
septa.  Types  2 and  3 infarcts  must  be 
differentiated  from  intervillous  thromboses 
and  hemangiomas.  In  addition,  the  occur- 
rence of  calcification  per  se  does  not  signify 
infarction  when  there  are  no  evidences  of 
necrosis  of  villi. 

Utilizing  objective  and  standardized  quan- 
titative and  qualitative  methods,  we  exam- 
ined 1,000  consecutive  placentas  and  ex- 
plored, among  other  facets,  the  relationship 
of  these  lesions  to  fetal  morbidity  and  mor- 
tality. 


TABLE  III. — Per  cent  of  0 to  5 Apgar  Scores 
AND  Placental  Infarction 


Placentas 

Per  Cent  of 
Infants 

Normal 

9.7 

Infarcted  (per  cent) 

0 to  4.9 

13.1 

5 to  9 . 9 

11.1 

10  or  more 

36.4 

Total 

13.7 

TABLE  IV. — Time  to  Sustained  Respirations 
AND  Placental  Infarction 

Placentas 

Per  Cent  with 
TSR  >2  Minutes 

Normal 

8.3 

Infarcted  (per  cent) 

0 to  4.9 

12.7 

5 to  9 . 9 

9.7 

10  or  more 

33.3 

Total 

12.8 

Results. — From  these  data,  included  in  a 
previous  report,®  it  was  evident  that  placental 
infarction  occurred  significantly  more  fre- 
quently in  the  presence  of  preeclampsia  and 
bleeding  disorders  of  pregnancy,  especially 
abruptio  placentae.  These  disorders  have 
been  well  documented  as  lethal  factors  for  the 
fetus. 

IMore  direct  evaluation  revealed  that 
over-all,  perinatal  mortality  rates  are  essen- 
tially the  same  in  the  normal  as  in  the 
infarcted  groups.  Further  evaluation  of 
mortality  rates  revealed  that  severely  in- 
farcted placentas  (those  more  than  10  per 
cent  infarcted)  were  accompanied  by  a 
perinatal  mortality  rate  of  25  per  cent 
(Table  II).  Furthermore,  in  the  last  two 
and  one-half  years  we  have  observed  8 pla- 
centas that  were  more  than  30  per  cent 
infarcted,  an  incidence  approximating  1 in 
1,200  births.  All  were  associated  with  still- 
births, usually  occurring  prior  to  or  during 
early  labor. 

Although  impressive,  these  mortality 
figures  exist  in  a small  number  of  cases. 
Hence,  further  evaluation  was  accomplished 
by  examining  morbidity  in  the  form  of  the 
Apgar  score,’®  respiratory  delay  or  time  to 
sustained  respirations  (TSR),”  meconior- 
rhea,  and  fetal  distress.  Overall  there  was 
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TABLE  V. — Placental  Infarction  and  Meco- 
nium-Stained Amniotic  Fluid 


Placentas 

Meconium 
Staining 
(Per  Cent) 

Normal 

19.8 

Infarcted  (per  cent) 

0 to  4.9 

23.9 

5 to  9 . 9 

23.7 

10  or  more 

50.0 

Total 

24.8 

TABLE  VI. — Fetal  Distress* 
Infarction 

AND  Placental 

Fetal  Distress, 

Placentas 

(Per  Cent) 

Normal 

1 .5 

Infarcted  (per  cent) 

0 to  4 . 9 

1.6 

5 or  more 

10.0 

Total 

2.8 

* Defined  as  antepartum  meconium  staining  of  ' 
amniotic  fluid  with  fetal  heart  rate  less  than  100  , 
per  minute. 


an  insignificant  increase  in  low  Apgar  scores 
in  the  infarcted  group,  with  a preponderance 
of  low-scoring  infants  in  association  with 
placentas  that  were  more  than  10  per  cent 
infarcted  (Table  III). 

In  addition,  there  was  a barely  significant 
increase  in  apneic  infants  in  association 
with  placental  infarction  as  evidenced  by 
examination  of  the  time  to  sustained  respira- 
tions (Table  IV). 

Meconiorrhea,  possibly  representative  of 
fetal  distress,  was  not  significantly  in- 
creased in  respect  to  the  over-all  occurrence 
of  placental  infarction  (Table  V).  Nonethe- 
less, 50  per  cent  of  the  neonatal  infants 
in  the  severely  infarcted  group  demon- 
strated meconium  staining  of  amniotic  fluid. 

Fetal  distress,  defined  as  the  slowing  of 
fetal  heart  tones  to  less  than  100  beats  per 
minute  in  the  presence  of  meconiorrhea, 
was  not  increased  significantly  when  the 
infarcted  group  was  examined  in  toto.  An 
examination  of  the  clinical  courses  of  those 
cases  with  placentas  that  were  more  than 
5 per  cent  infarcted  revealed  a remarkable 
incidence  of  fetal  distress  (10  per  cent  as 
opposed  to  1.5  per  cent  in  the  normal  group, 
[Table  VI]). 

The  validity  of  these  findings  was  en- 
hanced by  further  scrutiny  which  revealed 
that  the  infarcted  and  normal  groups  had 
essentially  identical  distributions  of  types  of 
anesthesia,  analgesia,  methods  of  delivery, 
and  lengths  of  labor.  Indeed,  the  infants 
born  in  association  with  normal  placentas 
were  subject  to  slightly  more  maternal 
analgesia  and  general  anesthesia. 

The  preceding  data  were  supplemented 


further  by  an  evaluation  of  placental  in- 
farction in  respect  to  fetal  weights, 
placental  weights,  and  placental  coeffi- 
cients (placental  weight  divided  by  infant’s 
weight)  in  births  of  more  than  thirty- 
seven  weeks  gestation.  Statistically  there 
was  a significant  increase  in  the  placental 
coefficient  with  placental  infarction.  This 
was  combined  with  a progressive  decrease  in 
fetal  birth  weight  as  the  extent  of  infarc- 
tion increased  and  a barely  significant  in- 
crease in  the  weights  of  the  infarcted  as 
opposed  to  the  noninfarcted  placentas. 

Current  evaluation  of  these  same  factors 
in  respect  to  a quantitative  estimation  of 
placental  fibrin  deposition  has  revealed 
essentially  no  similar  alterations  or  evi- 
dences of  fetal  morbidity  or  mortality  in 
association  with  this  entity,  except  for 
slightly  higher  incidences  of  fetal  distress 
and  preeclampsia.  In  fact,  the  perinatal 
mortality  was  insignificantly  higher  in 
association  with  placentas  containing  mini- 
mal to  no  fibrin  deposits.  It  should  be  noted 
that  placental  infarction  occurred  more 
frequently  in  placentas  containing  fibrin 
deposits,  a relationship  which  we  have  noted 
with  other  “degenerative  lesions,”  including 
intervillous  thromboses. 

Comment. — Our  findings  to  date  leave 
little  doubt  that  there  is  some  association 
between  placental  infarction  and  fetal  mor- 
bidity and  mortality.  The  high  fetal  moi- 
tality  noted  with  extensive  placental  infarc- 
tion obviously  does  not  confirm  a cause- 
effect  relationship.  In  addition,  it  should 
not  be  implied  that  all  cases  with  placentas 
more  than  30  per  cent  infarcted  will  be 
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accompanied  by  intrauterine  fetal  demise, 
despite  our  observation  in  8 cases.  There 
are  numerous  factors  influencing  such  find- 
ings, including  placental  coefficients  and 
cellular  metabolism.  Nevertheless,  pla- 
cental infarction,  especially  when  it  is  ex- 
tensive, does  not  reflect  a benign  condition 
when  fetal  welfare  is  being  considered.  It  is 
obviously  important,  clinically  and  patho- 
logically, to  differentiate  infarction,  as 
defined  here,  from  other  placental  lesions. 
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Twin  Placenta  in  Perinatal  Mortality* * 
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It  is  generally  recognized  that  twin  preg- 
nancies are  attended  by  an  increased  risk  for 
the  baby  as  compared  with  singletons.  Not 
only  is  the  mortality  of  twins  greater  in  the 
neonatal  period,^  but  also  their  neonatal  mor- 
bidity and  chance  of  developing  cerebral  palsy 
is  increased,^'®  and  there  is  an  over-all  greater 
chance  of  prematurity  attending  twin  preg- 
nancies.^ The  causes  for  these  deleterious 
hazards  of  multiple  pregnancy  are  not  always 
clear;  indeed,  they  are  very  poorly  under- 
stood. A priori,  a number  of  factors  could 
be  assumed  to  be  the  reason  for  the  increased 
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attrition  of  twins,  such  as  prematurity 
because  of  overdistention  of  the  uterus 
and  the  relative  frequency  of  single-ovum 
twins  in  man.  For  any  one  of  the  reasons, 
equally  valid  arguments  can  be  cited  from 
the  animal  kingdom  which  would  invalidate 
the  assumption:  the  frequency  of  twins  in 
usually  uniparous  species,  such  as  cattle,® 
without  an  increase  in  mortality  but  with 
special  other  problems  (freemartins®) ; single- 
ovum multiple  pregnancies  in  the  armadillo’^ 
without  this  mortality;  and  so  forth. 

The  present  study  was  designed  to  attempt 
an  explanation  of  the  increased  mortality 
and  morbidity  in  twins  by  a meticulous 
examination  of  twin  placentas.  Preliminary 
observations  had  shown  that  certain  struc- 
tural changes  in  twin  placentas  could  well 
be  the  basis  for  the  pathologic  behavior  of 
some  newborn  twins,  a statement  which 
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could  well  have  been  made  by  the  pioneer  of 
this  work,  Schatz,  in  1900.* 

It  is  the  great  contribution  of  Schatz 
to  have  correlated  for  the  first  time  the 
fetal  development  of  twins  with  the  findings 
of  well-studied  placentas.  In  recent  years 
the  findings  of  older  authors  have  not  only 
been  misinterpreted  but  also  the  value  of 
an  assessment  of  the  afterbirth  in  twins  has 
been  discredited  in  some  textbooks  of  ge- 
netics.® It  is  the  conviction  of  this  author 
that  any  future  twin  study  will  have  validity 
only  if  it  encompasses  an  accurate  assess- 
ment of  the  placentas  of  the  pairs  studied. 
The  reasons  for  such  a sweeping  statement 
are  multiple,  and  this  presentation  is  de- 
signed to  point  out  some  of  the  structural 
alterations  which  may  be  observed  readily 
and  which  may  be  of  significance  in  the 
future  development  of  twins. 

Present  State  of  Knowledge  of 
Human  Twin  Placentation. — It  is  com- 
mon knowledge  that  there  are  both  fraternal 
and  “identical”  twins  in  man  and  in  the 
animal  kingdom.  In  man,  in  contrast 
to  other  species  (except  the  armadillo) 
single-ovum  twinning  is  rather  more  fre- 
quent, approximately  one  third  of  all  twins 
being  derived  from  single  fertilized  ova. 
The  statistical  frequency  is  easily  established 
from  a formula  of  Weinberg  and  is  well 
explained  by  Neel  and  Schull.®  This  for- 
mula takes  into  consideration  the  sex  ratio 
at  birth  (!)  and  the  ratio  of  sexes  in  twins 
and  is  applicable  to  man  as  well  as  to  other 
species.  It  follows  that  such  a formula 
would  not  hold  if  a group  of  twins  were 
analyzed  in  adult  life  and  if,  at  the  same 
time,  there  were  a difference  in  the  mortality 
rate  of  fraternal  versus  identical  twins. 

Twin  placentas  may  be  of  two  basically 
different  types:  dichorionic  (separated  or 
fused)  or  monochorionic  (diamnionic  or 
monoamnionic).  At  present  it  is  our  as- 
sumption that  monochorionic  placentas  al- 
ways connote  single-ovum  twinning,  since 
there  has  been  no  adequate  proof  for  the 
occurrence  of  heterosexual  human  twins  in  a 
common  chorion.  Surely,  large  studies  such 


as  the  twin  series  by  Walker*®  would  have 
detected  one  if  these  occurred  with  any 
frequency.  That  this  does  not  hold  for 
cattle  forms  the  basis  for  the  occurrence  of 
freemartins,®  and  Wislocki**  and  others 
have  demonstrated  that  this  is  also  not  true 
in  marmoset  monkeys. 

At  present  then  we  believe  that  mono- 
chorionic twins  in  man  are  always  of  single- 
ovum derivation.  Usually,  studies  such  as 
the  one  by  Steiner*®  are  cited  to  prove  that 
also  a significant  number  of  human  single 
ovum  twins  is  associated  with  dichorionic 
placentas.  These  studies  are  retrospecti\'e 
in  nature,  and  the  identity  of  the  twins  is 
proved  by  a number  of  hereditary  charac- 
teristics, such  as  hair  color,  eye  color, 
fingerprints,  and,  more  recently,  blood 
groups,  and  so  on.  Very  few  prospective 
studies  of  this  nature  exist,  and  there  is  no 
analysis  of  consecutive  twins  that  takes  into 
consideration  not  only  the  placentation  but 
also  the  sex  ratio  and  likeness  studies,  with 
adequate  follow-up.  Such  a study  of  course 
is  a difficult  undertaking  even  in  a large 
obstetric  institution,  considering  the  relative 
infrequency  of  twinning.  It  is  the  only 
way,  however,  to  analyze  a twin  population 
and  to  find  the  possible  reasons  for  such 
varied  syndromes  as  discordant  malforma- 
tions in  “identical”  twins,  blood  chimerism,*® 
and  the  syndromes  which  will  be  considered 
later. 

Present  Study. — This  study  comprises 
all  multiple  pregnancies  at  the  Boston 
Lying-in  Hospital  between  January  1, 
1957,  and  December  21,  1959,  during  which 
time  there  were  200  consecutive  sets  of  twins 
in  addition  to  one  set  of  triplets  and  seven 
twin  abortions  (under  twenty  weeks  of 
gestation).  During  the  same  period  there 
were  16,691  births  (over  twenty  weeks  of 
gestation)  and  1,558  abortions  (under  twenty 
weeks  gestation).  Thus  twins  were  ob- 
served once  in  83.45  deliveries,  a frequency 
comparable  to  other  statistics  from  this 
country.*^  In  abortions  twins  were  ob- 
served only  1 in  223,  a much  smaller  number. 
It  is  questionable,  however,  whether  this 
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TABLE  I. — Distribution  of  200  Twin  Placentas 


Types 

Number  of 
Placentas 

Monoamnionic-monochorionic 

3 

Diamnionic-monochorionic 

60 

Diamnionic-dichorionic,  fused 

63 

Diamnionic-dichorionic,  separated 

74 

Total 

200 

T.ABLE  II. — Distribution  of 
Series 

Sexes  in  Twin 

Types  and  Sexes 

Distribution 

M onoamnionic-monochorionic 

Boy/Boy 

1 set 

Girl/Girl 

2 sets 

Diamnionic-monochorionic 

Boy/Boy 

32  sets 

Girl/Girl 

28  sets 

Diamnionic-dichorionic,  fused 

Boy/Boy 

17  sets 

Girl/Girl 

21  sets 

Boy/Girl 

25  pairs 

Diamnionic-dichorionic,  separated 

Boy/Boy 

21  sets 

Girl/Girl 

19  sets 

Boy/Girl 

34  pairs 

incidence  is  correct  since  the  majority  of 
abortions  are  not  associated  with  detectable 
embryos.  The  basis  for  this  presentation 
will  be  the  200  consecutive  sets  of  twins 
past  twenty  weeks  of  gestation. 

All  placentas  were  examined  by  the  author 
according  to  specific  standards.  It  must  be 
admitted,  however,  that  during  the  time 
the  first  50  to  100  placentas  were  examined, 
the  technics  of  examination  and  photog- 
raphy were  improved,  particularly  with 
respect  to  vascular  anastomoses  in  the 
placentas  of  a monochorionic  nature.  There- 
fore the  figures  we  shall  give  represent  mini- 
mum numbers,  and  future  studies  may  in- 
validate the  frequencies  given.  For  these 
reasons  it  appears  important  to  outline 
briefly  the  technic  which  is  used  presently 
and  which,  we  believe,  will  yield  the  maxi- 
mum of  information  in  the  study  of  twin 
placentas. 

Technic  of  Examination  of  Twin 
Placentas. — The  examination  is  begun 
with  knowledge  of  the  sexes  of  the  twins 
and  the  birth  order,  the  cords  being  identi- 


TABLE III. — Total  Distribution  of  Boys  and 
Girls 


Sex 

Distribution 

Boys 

71  sets 

Girls 

70  sets 

Boy /Girl 

59  pairs 

fied  as  belonging  to  twin  1 or  2.  Separated 
placentas  are  always  dichorionic;  in  fused 
placentas  the  first  attention  is  paid  to  the 
identification  of  the  number  of  layers  com- 
posing the  dividing  membranes.  In  the 
case  of  a monochorionic  placenta  special 
attention  is  paid  to  vascular  anastomoses; 
in  dichorionic  isosexual  twins  blood  is  drawn 
from  the  cords  for  blood  grouping.  Vas- 
cular anastomoses  are  looked  for  in  dicho- 
rionic twins,  but  to  date  none  have  been 
found  by  us.  The  injection  of  the  vascular 
beds  of  monochorionic  twins  requires  time 
and  a certain  amount  of  knowledge  of  what 
to  expect.  It  has  been  most  convenient  for 
us  to  strip  the  amnion  first,  cut  the  cords 
near  the  insertion,  and  inspect  the  chorionic 
surface  carefully.  Most  monochorionic  twin 
placentas  will  have  obvious  anastomoses 
which  are  then  verified.  Of  particular 
interest  and  importance  are  anastomoses 
composed  of  an  artery  from  one  fetus 
(arteries  are  easily  identified  in  the  placenta 
because  their  course  is  superficial  to  the 
veins  over  which  they  frequently  cross) 
which  supplies  a cotyledon,  and  this  cotyle- 
don then  drains  into  the  vein  of  the  other 
fetus.  Such  shunts  cannot  be  demonstrated 
readily  with  plastic  or  radiopaque  materials. 
We  have  isolated  the  suspected  arteries, 
tied  a bail-point  cannula  into  the  lumen, 
and  attached  a syringe  with  a 3-way  stop- 
cock through  which  colored  (green)  saline 
is  injected.  After  the  “common  district” 
is  filled  by  some  30  to  50  ml.  of  saline,  having 
risen  perceptibly  during  the  procedure, 
suddenly  the  green  saline  will  empty  into  the 
vein  of  the  other  fetus.  Following  these 
measures  the  placentas  are  separated  at  the 
approximate  “vascular  equator”  and 
weighed  separately. 

Results. — The  distribution  of  the  200  con- 
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TABLE  IV. — Mortality  of  Groups  Presented 


Types 

Total 

Babies 

Deaths 

Per  Cent 

Monoamnionic 

monochorionic 

6 

3 

50.0 

1 )iamnionic-mono- 
chorionic 

120 

28 

23.3 

I )iamnionic-dicho- 
rionic,  fused 

126 

6 

4.7 

Diamnionic-dichori- 
onic,  separated 

148 

14 

9.4 

Totals 

400 

51 

12.7 

secutive  twin  placentas  is  shown  in  Table  I. 

The  triplet  placenta  was  a separated 
trichorionic  specimen.  The  triplets  were 
derived  from  three  fertilized  ova  because  of 
their  sexes  and  blood  groups:  girl — O,  Rh 
positive ; boy — A,  Rh  positive ; and  boy — 0, 
Rh  positive.  In  the  future  analysis  the 
triplets  are  not  counted. 

The  distribution  of  sexes  in  the  twin  series 
appears  in  Table  II. 

There  was  a total  number  of  201  boys  and 
199  girls,  distributed  as  is  shown  in  Table 
III. 

The  mortality  differed  considerably  in  the 
various  groups  presented.  For  the  purpose 
of  this  presentation  only  one  aspect  is  con- 
sidered, that  relating  to  placentation.  The 
mortality  of  the  groups  presented  appears  in 
Table  IV. 

Taking  into  consideration  now  that  all 
monochorionic  twins  are  definitely  single- 
ovum twins  (this  being  the  minimum  num- 
ber), then  the  approximate  perinatal  mor- 
tality compares  with  dichorionic  twins  as  is 
found  in  Table  V. 

The  figures  show  a strikingly  greater  peri- 
natal mortality  of  “identical”  twins  which 
is  not  altered  appreciably  if  one  takes  into 
consideration  that  a minority  of  the  di- 
chorionic twins  is  also  of  single-ovum 
derivation.  (At  present  no  valid  figures 
exist  which  allow  us  to  estimate  the  number 
of  monozygous  dichorionic  twins,  but  it  is 
hoped  that  studies  such  as  this  will  give  us 
the  number  when  statistically  valid  comsecu- 
tive  twins  are  so  studied.) 

What  are  the  reasons  for  the  greater 
mortality  among  monochorionic  twins?  Is 


TABLE  V. — Perinatal  Mortality  in  Twin 
Series 

Types 

Per  Cent 

Monochorionic 

24.6 

Dichorionic 

7.3 

it  the  process  of  single-ovum  twinning  in  ‘ 
itself  or  are  we  able  to  implicate  placental 
causes?  Numerous  case  reports  and  a j 
recent  review^®  have  emphasized  the  hazards  ^ 
of  monoamnionic  twinning.  Extensive  hj 
intertwining  of  the  cords  with  cessation  of 
circulation  is  usually  the  cause  of  stillbirth  j 
of  one  or  both  such  twins.  Double  survival  1 
is  often  reason  enough  for  a case  report.  '! 
Of  the  three  sets  of  monoamnionic  twins  in  i 
this  series  one  set  was  born  at  term,  had  no  I 
intertwining,  and  the  twins  survived.  A 
second  set  had  extensively  knotted  and 
intertwined  cords,  with  one  fetus  macerated 
and  the  other  dying  in  a few  months  with 
clinical  and  pathologic  cerebral  and  renal 
damage.  The  third  case  had  intertwining 
at  birth  with  one  recently  dead  term  infant;  , 
the  other  survived.  A fourth  set  of  mono- 
amnionic twins  was  seen  immediately  prior 
to  the  commencement  of  this  consecutive 
series.  Because  of  its  unusual  pathologic 
changes  and  because  it  was  in  part  respon- 
sible for  the  inception  of  this  study,  it  will  be 
presented  briefly. 

Case  Reports. — Case  1. — The  mother  of 
these  twins  was  a twenty-nine-year-old  gra^^da 
3 who  delivered  in  her  thirty-second  week  of 
pregnancy.  Prenatally  there  had  been  no  com- 
plications. The  first  twin  was  a macerated 
stillborn  female  weighing  1,010  Gm.  and  measur- 
ing 22.5  cm.,  crown-rump  length.  At  autopsy 
no  pathologic  changes  ivere  found  other  than 
extreme  maceration.  The  second  infant  was 
delivered  two  minutes  after  twin  1 and  she 
breathed  and  cried  immediateljx  The  birth 
weight  was  1,130  Gm.  and  the  crown-rump 
length  w'as  23  cm.  This  baby  was  admitted  to 
the  premature  nursery  where  it  did  well  for  the 
first  few  hours.  Then  slight  respiratory  diffi- 
culties ensued  with  costal  retractions.  On  her 
second  day  of  life  muscular  rigidity  was  noted 
and  occasional  apneic  and  “rigid”  spells.  A 
lumbar  puncture  yielded  a paucicellular  xantho- 
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Fig.  1.  Case  1. — Monoamnionic  twins.  (.4)  Placenta.  Twin  1 macerated.  Dark  umbilical  cord  wound 
about  cord  of  twin  2.  (B)  Kidnej’  of  twin  2,  age  sixtj'-two  hours.  Complete  cortical  necrosis. 


Fig.  2.  Case  1. — Monoamniotic  twins  in  Figure  1.  (^)  Microscopic  appearance  of  kidney.  Note  com- 
plete infarction  of  renal  tissue  and  dense  inflammatory  infiltration  in  perirenal  tissue  (hematoxylin  and  eosin 
stain).  (B)  Spleen.  Penicillary  artery  with  complete  occlusion  by  fibrin  thrombus,  infarction  of  spleen 
(hemato.xjdin  and  eosin  stain).  (C)  Brain  after  fixation.  Only  midbrain  and  thin  cortical  rim  with  arach- 
noid membrane  uninfarcted.  Vessels  at  arrows  and  in  arachnoid  occluded  by  fibrin  thrombi. 


chromic  fluid  under  increased  jiressure  with  a 
protein  content  of  75  ing.  jier  100  ml.  and  115 
red  blood  count  per  cubic  millimeti'r.  At  age 
sixty-two  hours  the  baby  expired  suddenl}'. 

The  placenta  of  these  twins  is  shown  in  P5gure 
lA.  It  is  a monoamnionic-monochorionic  twin 
jilacenta  with  the  cords  arising  nearly  at  the 
same  point  in  the  center  of  the  placenta.  The 
cord  of  the  macerated  twin  1 is  dark  and  wound 
around  that  of  twin  2.  Extemsive  vascular 
anastomoses  existed  bi'tween  the  two  circulations 
at  the  base  of  the  umbilical  cords. 

The  autopsy  of  twin  2 showi'd  several  interest- 
ing changes.  The  heart  was  considerably  hyper- 


trophied, weighing  17.5  Gm.  (e.xpeeted  8.5  Gm.) 
without  structural  changes.  The  kidne3^s  showed 
almost  comjilete  bilateral  cortical  necrosis  (Fig. 
IB).  Numerous  fibrin  thrombi  occluded  most 
blood  vi’ssels.  d'he  jierirenal  tissue  was  in- 
filtrated b}'  man,v  inflammatorj’  cells  (Fig.  2A), 
particular!}’  l\’mj)hoc\’tes  and  monocj’tes,  testify- 
ing to  the  age  of  the  necrotic  lesion.  Similar 
necroses  involved  the  spleen  (Fig.  2B)  and  the 
brain.  After  fixation  the  recentlj’  infarcted 
central  brain  tissue  remained  liquid  thus  creating 
a picture  (Fig.  2C)  of  hj-dranencephafy’.  The 
cortical  brain  stem  x-essels  contained  massive 
fibrin  deposits. 
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TABLE  VI. — Vascular  Relations  in  Diamnionic- 
Monochorionic  Twin  Placentas 


Condition 

Sets  of  Twins 
Surviv- 
Total  ing 

Arterj’  to  artery  only 

17 

12 

Artery  to  artery  plus  artery  to  vein 

17 

14 

Artery  to  arterv  plus  vein  to  vein 

2 

2 

Vein  to  vein  only 

3 

2 

Artery  to  vein  only 

7 

3 

Artery  to  vein  plus  vein  to  artery 

2 

1 

Artery  to  vein  plus  vein  to  vein 

3 

1 

No  anastomoses  seen 

9 

6 

To  us,  the  most  plausible  explanation 
for  this  infant’s  widespread  necrosis  is  the 
assumption  that  after  twin  1 died,  thrombo- 
plastin-rich macerating  blood  was  trans- 
fused into  twin  2 through  the  extensive 
placental  anastomoses. 

Most  commonly,  single-ovum  twins  have 
a diamnionic-monochorionic  placenta.  It 
has  been  recognized  for  many  years  that  the 
majority  of  such  placentas  have  vascular 
anastomoses  between  the  two  fetuses  for 
which  reason  they  are  termed  chorioangi- 
opagus.  Schatz*  made  extensive  observa- 
tions on  these  vascular  communications  and 
his  work  forms  much  of  the  “primary 
biases”  of  Price.  The  essence  of  this  work 
is  that  the  nature  of  these  anastomoses  and 
their  extent  vary  considerably,  and  that, 
under  certain  circumstances,  they  tend  to 
favor  the  development  of  one  twin;  in 
others  they  are  detrimental  in  intrauterine 
circumstances.  Schatz  termed  a special 
variety  of  anastomotic  supply  the  “third 
circulation,”  and  if  it  is  looked  for  ade- 
quately, it  is  found  with  extraordinary 
frequency.  Our  GO  diamnionic-monocho- 
rionic twin  placentas  had  the  vascular  rela- 
tions seen  in  Table  VI. 

The  retrospective  analysis  of  these  data 
shows  that  the  last  group  of  cases,  “no 
anastomo.ses  seen,”  is  comprised  primarily 
of  early  study  cases  or  severely  lacerated 
placentas.  It  is  our  impression  that  a more 
skillful  examination  of  these  9 placentas 
would  probably  have  shown  some  to  possess 
anastomoses  as  well. 

A tabulation  of  these  cases  also  does  not 


Fig.  3.  Case  S. — Monochorionic  “identical” 
twins.  (A)  One  weighed  540  Gin.,  edematous;  the 
other  410  Gm.,  dehydrated.  (R)  Viscera  of  twins, 
hearts  at  top,  liver  in  middle,  kidneys  below. 
Marked  cardiac  hypertrophy  of  larger  twin  on  left, 
heart  of  smaller  twin  not  enlarged.  {Reprinled  by 
permission  of  Josiah  Macy,  J r.  Foundaiion,  Gestation, 
Transactions  of  the  Fifth  Conference,  1969,  p.  202.) 
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indicate  the  size  of  the  anastomoses.  It  will 
readily  be  appreciated  that  an  arteriovenous 
shunt  will  have  different  sequelae  if  it  is 
associated  with  an  equal-sized  shunt  in  the 
opposite  direction  or  if  these  two  arterio- 
venous fistulas  vary  in  size.  Thus  in  this 
material  we  have  seen  11  “transfusion 
syndromes”  in  which  the  disparity  in  size 
and  development  of  the  “identical”  twins  can 
best  be  correlated  with  the  assumption  that 
one  twin  transfused  some  of  his  blood  con- 
stantly into  the  circulation  of  the  other. 
Depending  on  the  size  of  the  arteriovenous 
anastomosis  and  the  presence  or  absence  of 
other  compensatory  shunts,  the  severity  of 
this  frequent  syndrome  will  vary.  The  fol- 
lowing 3 cases  demonstrate  this  variation 
well. 


Fig.  4.  Case  2. — Monochorionic  ‘ ‘identical’  ’ twdns 
in  Figure  3.  (.4)  Placenta.  Edematous  cord  of 

larger  twin  at  1 ; insertion  of  cord  of  smaller  twin  at 
2.  Dividing  membranes  (two  amnions)  at  A.  (B) 
Area  outlined.  Close-up  of  (A).  Dividing  amnion 
at  A;  yolk  sac  remnant  at  Y.  Arrows  (1)  point- 
ing to  granules  of  amnion  nodosum.  Arrows  (2) 
follow  artery  from  smaller  twin;  arrows  (3) 
show  two  distended  veins  draining  fetal  pla- 
cental cotyledon  into  twin  2.  (C)  Section  of  liver  of 
smaller  twin.  Large  area  of  calcification  at  upper 
left  (hematoxylin  and  eosin  stain).  (Figures  4A 
and  4B  reprinted  by  permission  of  Josiah  Mary,  Jr. 
Foundation,  Gestation,  Transactions  of  the  Fifth 
Conference,  1959,  p.  204-) 


Case  2. — The  twins  in  Figure  3A  were  de- 
livered in  the  twenty-seventh  week  of  pregnancy 
of  a twenty-six-year-old  gravida  2,  in  whose 
families  there  were  no  twins.  Severe  hydramnios 
had  necessitated  abdominal  amniocentesis  (more 
than  4,000  ml.)  during  the  twenty-third  week  of 
pregnancy  and  again  shortly  before  delivery 
(3,000  ml.).  Labor  ensued  shortly  after  the 
second  tap.  Twin  1 weighed  540  Gm.  and  dic'd 
shortly;  twin  2 weighed  410  Gm.  and  died  within 
a few  hours  from  hyaline  membrane  syndrome. 
The  organs  of  these  twins  are  represented  on 
Figure  3B.  There  is  marked  cardiac  hyiier- 
trophy  of  twin  1 (12.5  Gm.,  e.xpected  4.6  Gm.), 
with  the  liver,  kidne}’S,  and  spleen  h'ss  strikingl}^ 
enlarged.  Twin  2 had  a heart  weight  of  2.7 
Gm.  (expected  4.6  Gm.).  This  is  the  severe  form 
of  the  transfusion  syndrome,  causing  hydramnios 
and  prematurity  by  virtue  of  the  anastomoses 
demonstrated  in  Figure  4,  A and  B.  Microscopic 
examination  of  the  organs  in  these  twins  shows 
not  only  the  expected  cardiac  h}’pertrophy  but 
also  irregular  calcifications  in  the  liver  (Fig.  4C) 
and  degenerative  changes  in  the  renal  tubules  of 
the  smaller  twin.  The  cause  of  the  latter 
changes  is  not  clear. 

Case  3. — The  twins  shown  in  Figure  5 were 
delivered  during  the  thirty-si.xth  week  of  preg- 
nancy of  a twenty-one-year-old  gravdda  1,  in 
whose  families  there  is  no  record  of  twinning. 
Twin  1 weighed  3 pounds,  12  ounces.  Twin  2 
weighed  5 pounds,  15  ounces.  Both  twins 
survived,  although  one  apjjeared  edematous  at 
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Fig.  5.  Case  3. — Slightly  premature  mono- 
chorionic  “identical”  twins  at  birth.  Twin  1 at  left 
was  3 pounds,  12  ounces,  and  twin  2 at  right  was  5 
pounds,  15  ounces.  Note  dehydration  in  groin  of 
left  twin. 

birth  and  the  other  malnourished.  In  the 
placenta  one  common  district  with  an  arterio- 
venous shunt  from  twin  1 to  2 and  one  small 
artery-to-artery  anastomosis  could  be  demon- 
strated. It  appears  that  the  severe  transfusion 
syndrome  of  Case  2 here  was  averted  by  the 
simultaneous  presence  of  a small  arter3^-to-artery 
communication  which  compensated,  at  least 
partially,  by  reshunting  the  transfused  blood. 

Case  If.. — The  twins  in  Figure  6 are  shown  at 
the  age  of  six  months.  The  mother  was  twenty- 
eight  y'ears  old,  a gravida  1,  and  deliv'ered  in  her 
thirty-ninth  week  of  pregnancy.  Twin  1 (left) 
weighed  6 pounds,  4 ounces  at  birth  and  twin  2 
(right)  weighed  3 pounds,  13  ounces.  The 
placenta  contained  two  arteriovenous  shunts, 
one  in  each  direction,  but  their  accurate  relative 
sizes  could  not  be  assessed.  Two  years  after  the 
birth  of  these  “identical”  twins  there  is  still  an 
appreciable  difference  in  their  weight,  dentition, 
and  facial  appearance,  as  well  as  in  fingerprints 
and  other  characteristics.  It  is  difficult  to  be 
certain  whether  the  observ'ed  arteriovenous 
shunts  in  these  twins  serve  as  the  basis  for 
the  continued  differences,  but  this  set  of  twins 
points  out  the  importance  of  accurate  assess- 
ment of  placental  vascular  communications  in 
future  prospective  twin  studies. 

In  this  group  of  60  diamnionic-mono- 
chorionic  twins  there  were  also  two  sets 


Fig.  6.  Case  4. — (.>4)  and  (B).  Monochorionic 
twins  with  slight  “transfu.sion  syndrome”  at  age  six 
months.  Birth  w'eights  6 pounds,  4 ounces  (left), 
and  3 pounds,  13  ounces  (right).  Moderate  dis- 
similarities still  apparent. 

with  discordant  congenital  heart  disease 
and  one  fetus  papyraceous.  The  anasto- 
motic supply  in  the  latter  could  well  have 
been  the  cause  of  the  fetus’  death;  however, 
the  extent  of  infarction  of  this  portion  of  the 
placenta  did  not  allow  injection  studies. 

The  mortality  of  the  twins  in  the  di- 
amnionic-dichorionic  group  had  no  common 
denominator.  Six  babies  of  126  diamnionic- 
dichorionic,  fused,  were  lost.  One  set  was  a 
set  of  macerated  stillborn  infants  in  an 
elderly  cardiac  patient  with  abruptio  pla- 
centae, another  set  died  as  prematures  from 
hyaline  membrane  syndrome,  and  2 single 
infants  exsanguinated  during  delivery  from 
ruptured  velamentous  vessels.  The  latter 
2 cases  caused  us  to  analyze  the  frequency 
of  velamentous  insertion  of  the  cord  in 
twins  (Table  VII). 
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TABLE  VII. — Frequency  of  Velamentous  In- 
sertion OF  Cord  in  Twins 


Types 

Total 

Cases 

Velamentous 

Cord 

Monoamnionic-mono- 

chorionic 

3 

0 

Diamnionic-monochorionic 

60 

14 

Diamnionic-dichorionic, 

fused 

63 

8 

Diamnionic-dichorionic, 

separated 

74 

2 

It  appears  thus  that  velamentous  inser- 
tion is  particularly  common  in  fused  twin 
placentas  and  probably  results  from  an 
irregular  expansion  of  the  fused  placenta. 
Its  frequency  demands  an  interest  on  the 
part  of  the  obstetrician  lest  he  rupture  the 
unsuspected  vessels  coursing  over  the  divid- 
ing membranes  and  cause  rapid  exsanguina- 
tion  while  the  second  twin  is  being  de- 
livered. 

Fourteen  babies  died  in  the  group  of  148 
babies  associated  with  separated  diamnionic- 
dichorionic  placentas.  Five  sets  were  sig- 
nificantly premature  and  died  with  hyaline 
membrane  disease,  as  did  1 single  infant. 
Two  single  infants  were  macerated  without 
detectable  cause.  One  second-born  infant 
died  within  eleven  minutes;  an  autopsy  was 
not  obtained. 

Comment. — A final  word  may  be  said 
about  the  twins  found  in  the  abortion  ma- 
terial of  this  hospital  during  the  same  period 
because  similar  records  are  not  available 
from  the  literature.  There  were  1,822 
abortions  during  this  period,  most  of  them 
curettings  of  incomplete  miscarriages.  In 
this  material,  all  of  which  is  processed  in 
this  laboratory,  there  were  seven  sets  of 
twins,  only  one  being  fraternal  (boy/girl) 
and  diamnionic-dichorionic,  fused.  This  oc- 
curred at  nineteen  weeks  and  was  associated 
with  a premature  dilation  of  the  cervix 
which  has  been  treated  successfully  sub- 
sequently. 

The  other  six  twin  abortions  were  mono- 
chorionic  and  like-sexed,  two  being  mono- 
amnionic-monochorionic.  One  of  the  latter 
was  clearly  associated  with  a cord  accident 
of  the  twins  (Fig.  7).  The  cause  of  abortion 


Fig.  7.  Monoamnionic  twin  abortus  at  eighteen 
weeks.  Macerated  fetuses,  8-cm.  crown-rump 
length;  cord  about  neck  with  knots. 


ill  the  other  monoamnioiiic-monochorioiiic 
and  in  the  four  sets  of  diamnionic-mono- 
chorionic  twins  could  not  be  ascertained. 

Summary. — It  was  the  purpose  of  this 
presentation  to  discuss  the  mode  of  placenta- 
tion  in  twins,  and  to  derive  from  these  ob- 
servations the  factors  relating  to  the  in- 
creased perinatal  mortaUty  of  twins.  Two 
hundred  consecutive  twins  were  so  studied, 
and  it  was  .shown  that  there  is  a much  greater 
perinatal  mortality  among  single-ovum  than 
among  fraternal  twins.  The  cause  for  this 
is  to  be  sought  in  the  vascular  communica- 
tions which  are  present  in  almost  all  mono- 
chorionic  placentas.  These  are  responsible 
for  transfusion  syndromes,  several  of  which 
have  been  illustrated ; others  may  be  found 
in  the  literature.  The  need  for  prospec- 
tive twin  studies  beginning  at  least  with  an 
accurate  assessment  of  the  placental  condi- 
tion has  been  pointed  out. 
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For  some  time  I have  been  interested  in 
infants  who  seem  to  be  born  prematurely  as 
gauged  by  body  weight,  but  at  an  estimated 
gestational  age  which  would  indicate  a full 
term.  Contrary  to  the  customary  idea  of 
di.sregarding  the  history  and  assuming  that 
the  mother  did  not  know  what  she  was 
talking  about,  we  find  that  many  of  these 
women  do  know.  There  are  objective 
indications  to  show  that  many  of  these 
small  infants  are  really  born  at  term  but 
have  suffered  some  kind  of  deprivation 
which  has  cau.sed  them  to  be  born  too  small. 

Placental  Insufficiency. — Figure  1 

shows  the  placenta  of  one  of  these  cases  in 
comparison  with  the  placenta  of  a pre- 
mature infant.  On  the  same  day  I happened 
to  see  two  placentas  of  babies  of  about  equal 
weight,  1 baby  weighing  2,150  and  the  other 
2,110  Gm.  One  of  the  placentas  weighed 
290  and  the  other  485  Gm.  When  I followed 

Part  of  Symposium,  “Significance  of  Some  Structural 
Alterations  of  the  Human  Placenta  in  Relation  to  Peri- 
natal Morbidity  and  Mortality,”  Special  Committee 
on  Infant  Mortality,  Medical  Society  of  the  Countj'^  of 
New  York,  Jantiary  21,  1960. 


these  cases  up  a little  more  I found  that  the 
smaller  placenta  belonged  to  a baby  resulting 
from  a forty-week  pregnancy.  The  larger  | 
placenta  which  was  adequate  in  size  belonged  | 
to  a truly  premature  pregnancy  of  about  i 
thirty-five  weeks.  \ 

I then  saw  the  2 infants  in  the  premature  i 
nursery.  The  infant  who  had  been  born  ! 
at  term  and  who  had  the  small,  pale  placenta  I 
was  very  thin  but  quite  active  and  behaved  ( 
more  maturely  than  its  weight  would  in-  i 
dicate.  This  condition  has  been  called 
pseudoprematurity  by  Soderling.^  The  i 
other  infant  appeared  and  behaved  as  a 
normal  premature  infant. 

Sectioning  of  the  two  placentas  showed 
that  the  larger  one  was  quite  normal.  The 
smaller  one,  which  belonged  to  the  full-j 
term  infant,  had  very  large  areas  of  in-! 
farction  and  fibrin  deposition.  These  areas 
occupied  well  over  30  per  cent  of  the  pla- 
centa. All  evidence  pointed  to  the  conclusion 
that  this  pregnancy  had  been  complicated  by 
placental  insufficiency. 

Another  example  of  this  deficiency  is 
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Fig.  1.  Placentas  of  2 infants  of  nearly  equal  weight  (2,110  and  2,150  Gin.),  (d)  Smaller  placenta  from 
forty-week  pregnancy.  {B)  Larger  placenta  from  premature  infani  of  corresponding  gestational  age. 


Fig.  2.  Placenta  with  large  area  of  solid  infarction  and  retroplacental  hemorrhage.  (.4.)  Fetal  surface. 
(B)  Cut  surface.  The  infant,  born  at  thirty-eight  weeks,  weighed  2,000  Gm. 


shown  in  Figure  2A.  A thirty-eight-week 
pregnancy  resulted  in  an  infant  weigh- 
ing 2,060  Gm.  The  infant  survived.  In 
the  placenta  a large  area  of  complete 
infarction  is  seen.  This  area  had  also 
separated  prematurely.  A blood  clot  was 
attached  to  this  portion  on  the  maternal 
surface.  The  excavations  which  had  been 


occupied  by  the  clot  are  seen  on  the  cut 
surfaces  in  Hgure  2B.  A large  portion 
of  the  placenta  was  completely  lost  to 
function. 

Avascular  Villi. — In  another  instructive 
case,  a forty -week  pregnancy  terminated 
with  the  birth  of  a 1,580-Gm.  infant  who 
survived.  The  placenta  showed  thrombosis 
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Fig.  4.  Appearance  of  2,420-Gm.  infant  born  at 
thirty-eight  weeks  with  signs  of  malnutrition; 
neonatal  death.  Note  lack  of  subcutaneous  fat. 


mature”  and  therefore  did  not  have  all  the 
skin  changes  which  go  with  that  condition. 
There  were  striking  changes  in  some  of  the 
large  fetal  vessels  in  the  placenta.  There 
was  great  thickening  of  the  intima,  almost  to 
the  point  of  obliteration  of  the  lumen  (Fig. 
5A).  The  thickened  intima  had  areas  of 
degeneration  that  were  occupied  by  amor- 
phous material.  There  were  also  many 
smaller  arteries  which  were  completely  or 
nearly  obliterated  by  a somewhat  different 
form  of  intimal  proliferation. 

In  association  with  the  arteries  were  seen 
groups  of  terminal  villi  which  were  somewhat 
fibro.sed  and  had  no  trace  of  capillaries 
(Fig.  5B).  These  villi  were  free  in  the  inter- 
villous space  and  had  an  intact  trophoblastic 
lining.  In  Figure  5B  they  may  be  compared 
with  adjacent  normal  villi.  This  is  the 
case  in  which  I first  became  aware  of  the 
existence  and  significance  of  avascular  villi. 
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Fig.  3.  Placenta  of  1,580-Gm.  infant  born  at  term. 
Large  villus  in  right  lower  portion  of  field  contains 
thrombus  in  a vessel.  Some  of  terminal  villi  con- 
tain fewer  capillaries  than  normal. 


of  some  vessels  and  narrowing  of  others 
(Fig.  3).  There  were  groups  of  terminal  villi 
which  contained  no  discernible  capillaries. 
I have  called  them  “avascular”  villi,  realiz- 
ing that  they  may  not  be  truly  avascular, 
at  least  in  the  early  stages  of  the  pathologic 
process.  There  may  be  collapsed  capillaries 
which  we  cannot  recognize  as  such. 

It  should  be  remembered  that  the  placenta 
is  a very  peculiar  organ  which  has  in  juxta- 
position the  circulations  of  two  individuals, 
the  mother  and  the  fetus.  If  in  a given 
area  the  blood  pressure  in  the  fetal  circula- 
tion drops,  perhaps  by  obhteration  of  the 
supplying  artery,  the  pressure  of  the  ma- 
ternal circulation  in  the  interyillous  space 
may  compress  the  fetal  capillaries  and 
cause  them  to  collapse.  Thus  the  fetal 
vascular  bed  in  the  placenta  may  behave 
differently  from  that  in  any  other  vascular 
bed  which  has  its  circulation  cut  off.  With 
all  this  in  mind,  let  me  go  on  calling  these 
peculiar  villi  “avascular.” 

A 2,420-Gm.  infant  was  born  after  thirty- 
eight  weeks  of  gestation  and  died  during  the 
neonatal  period.  It  showed  definite  signs  of 
malnutrition  (Fig.  4).  It  was  not  “post- 
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Fig.  5.  Same  case  as  Figure  4.  (A)  Large  artery  almost  occluded  by  proliferation  of  intima  with  area  of 


Fig.  6.  Placenta  of  infant  born  at  term,  weigliing 
1,870  Gm.  Both  large  and  small  villi  show  oblitera- 
tion of  vessels  and  moderate,  uncharacteristic  cell- 
ular infiltration. 

There  are  other  placentas  in  my  collection 
which  also  have  greatly  narrowed  large 


vessels  but  no  avascular  villi.  The  infants 
were  normal  in  size.  Perhaps  there  were 
sufficient  collaterals  present  in  the  last- 
mentioned  cases  to  prevent  both  the  avas- 
cular change  in  the  villi  and  an  adverse 
effect  on  the  fetuses. 

The  next  example  is  particularly  sig- 
nificant because  the  dating  of  the  pregnancy 
is  unusually  accurate.  The  patient  was  under 
obstetric  care  at  the  time  of  onset  of  her 
pregnancy.  She  delivered  exactly  on  the 
expected  date  of  confinement.  The  infant 
weighed  1,870  Gm.  and  was  born  with  poor 
muscle  tone  and  cyanosis.  However,  the 
further  clinical  course  was  normal,  and  the 
infant  was  described  as  acting  “like  a full- 
term  infant.”  The  placenta  was  slightly 
smaller  than  normal.  It  showed  micro- 
scopic obliteration  of  the  vessels  in  many  of 
the  stem  villi  and  also  many  avascular  villi. 
These  villi  contained  an  infiltrate  of  poorly 
defined  cells  which  were  vaguely  suggestive 
of  chronic  inflammation  (Fig.  6). 

The  next  case  shows  a rather  unusual 
kind  of  pathologic  change  in  the  placenta 
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Fig.  7.  Placenta  of  2,720-Gm.  fetus,  intrapartum  death  at  thirty-eight  weeks.  (.4)  Vessels  on  fetal  surface 
distended  with  thrombi.  (3)  Section  of  placenta  showing  two  thrombosed  vessels. 


(Fig.  7A).  Death  occurred  intrapartum  at 
thirty-eight  weeks  of  gestation.  The  fetus 
weighed  2,720  Gm.  On  the  fetal  surface 
of  the  placenta  practically  all  of  the  larger 
vessels  were  thrombosed.  Microscopically 
these  thrombi  were  not  quite  recent,  with 
areas  of  beginning  organization  (Fig.  7B). 
Again  there  were  obliterated  small  arteries 
and  avascular  villi.  In  this  instance  the 
placental  change  is  very  extensi^■e  but  is 
probably  not  as  long  in  duration  as  in  the 
preceding  cases.  The  effect  on  fetal  growth 
is  accordingly  less  pronounced.  However, 
fetal  death  just  before  birth  may  be  at- 
tributed to  the  changes. 

Factors  Causing  Malnutrition  and  Retarda- 
tion of  Growth  in  Twins. — Several  pairs  of 
twins  were  observed  in  which  one  partner  was 
considerably  smaller  than  the  other.  In  some 
of  these  cases  the  portion  of  the  placenta 
belonging  to  one  twin  was  much  smaller 
than  that  of  the  other  twin  (Fig.  8).  In  one 
instance  the  portion  of  a fused  placenta 
belonging  to  the  smaller  twin  was  con- 
spicuously more  calcified  than  that  of  the 


other  twin.  It  is  therefore  quite  likely  that 
several  factors  may  cause  malnutrition  and 
retardation  of  growth  in  one  of  twins: 
one  is  that  demonstrated  by  Dr.  Benirschke 
earlier  in  this  program,  and  the  other  is  an 
inadequate  share  in  the  common  placenta. 

Chronic  Intrauterine  Deprivation. — 
Let  us  now  turn  to  the  other  side  of  the  pic- 
ture, namely,  the  changes  in  the  fetus  or  in- 
fant produced  by  chronic  intrauterine  depri- 
vation. In  judging  the  weight  of  the  infant’s 
body  and  the  placenta,  and  of  the  viscera  at 
autopsy,  appropriate  standards  should  be 
used  which  indicate  mean  values  and  the 
normal  range  of  deviation.  Recently  we 
have  compiled  such  data,  separately  by  body 
weight  and  by  gestational  age.^  In  addition 
to  disturbances  of  growth  in  bulk,  qualita- 
tive data  should  be  obtained  particularly 
at  autopsy.  It  will  be  found  that  the  his- 
tologic differentiation  of  various  organs 
which  lend  themselves  to  this  investigation 
is  more  nearly  in  accord  with  the  gestational 
age  than  are  body  and  organ  weights. 

In  1 illustrative  case  which  has  been 
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Fig.  8.  Twin  placenta  divided  according  to  bor- 
■I  der  of  areas  of  circulation.  Twin  belonging  to 
t larger  portion  weighed  1,960  Gm.  and  survived. 
1 Other  twin  weighed  1,279  Gm.  and  died  shortly 
after  birth. 

' reported  in  detail,^  the  lungs,  kidneys,  liver, 
1 and  brain  of  the  infant  showed  microscopi- 

■ cally  features  of  a full-term  pregnancy. 
Actually  the  infant  weighed  1,769  Gm., 
but  the  pregnancy  had  lasted  a full  forty 
weeks.  In  addition  to  these  disturbances 
which  affect  growth  much  more  than  matura- 
tion, there  are  other  disturbances  referable 
to  hypoxic  damage  or  stress.  These  include 
edema,  atrophy  of  the  thymus  in  utero,  and, 

' in  severe  cases,  brain  damage.  All  these 
! disturbances  are  also  illustrated  by  the  case 

■ which  was  just  mentioned. 

One  of  the  most  important  aspects  is  the 
possibility  of  brain  damage  which  may 
affect  surviving  infants  to  various  degrees. 
In  this  day  and  age  when  we  are  so  very 
much  interested  in  the  causes  of  all  forms  of 
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cerebral  subnormality,  this  one  possibility 
should  certainly  be  tested  along  with  others, 
both  by  neuropathologic  studies  and  by 
careful  follow-up  of  surviving  infants  who 
might  fall  into  the  category  of  intrauterine 
deprivation. 

Summary. — The  significance  of  some  of 
the  findings  in  placentas  is  obvious;  for 
instance,  a placenta  with  a large  infarcted 
portion  will  be  insufficient.  Other,  less  ob- 
vious lesions  are  being  newly  recognized. 
Their  significance  requires  much  more  in- 
vestigation. 

The  ratio  of  placental  size  to  fetal  size 
at  full  term  is  stated  to  be  ordinarily  about 
1 to  7.  Cases  were  found  in  which  the 
placentas  were  too  small  in  relation  to  fetal 
size,  namely,  with  ratios  of  about  I to 
10  or  1 to  11.  Most  of  these  infants 
appeared  to  be  normal.  Actually  in  these 
infants  there  was  still  an  equivalent  of 
about  70  per  cent  of  functional  placenta 
remaining.  The  reserve  of  the  placenta  is 
quite  variable.  Some  placentas  can  do  very 
well  with  a loss  of  30  per  cent  of  their 
capacity.  In  other  instances,  the  loss  is 
excessive  with  regard  to  the  well-being  of 
the  fetus. 

Particularly  emphasized  is  the  probable 
significance  of  the  finding  of  avascular 
chorionic  villi,  with  the  reservation  men- 
tioned in  the  discussion.  This  finding  has 
given  a fairly  good  correlation  with  the 
occurrence  of  intrauterine  malnutrition 
(for  want  of  a better  name),  better  than  any 
other  finding.  The  problem  of  avascular 
chorionic  villi  is  worthy  of  further  extensive 
investigation  both  clinically  and  patho- 
logically. 
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Question  and  Answer  Period 

Dr.  Strauss  : The  various  papers  of  this 

Symposium  are  now  open  to  general  dis- 
cussion. 

Dr.  Benirschke:  I want  to  compliment 
Dr.  Blanc  on  his  discussion  of  the  infection 
of  the  fetal  membranes.  I should  like  to 
add  that  it  is  important  to  realize  that  not 
every  infant  infected  in  utero  need  die  from 
this  infection.  However  there  are  babies 
who  have  difficulties  several  weeks  later, 
such  as  otitis  or  meningitis  or  skin  infections 
which,  at  that  late  date,  are  not  easily 
traceable  to  intrauterine  infection  but  which 
correlate  fairly  well,  at  least  in  our  experi- 
ence, with  inflammatory  states  of  the 
placenta. 

Dr.  Goldmark:  I should  like  to  ask 
Dr.  Blanc  whether  or  not  cultures  were 
taken  of  the  placentas  which  were  thought 
to  be  infected? 

Dr.  Blanc:  In  my  own  studies  which 
involved  a few  hundred  placentas  which 
were  examined  in  Switzerland  and  a few 
hundred  examined  in  this  country,  no 
cultures  were  taken.  The  notion  that  in- 
flammation of  the  membranes  is  due  to 
bacterial  infection  is  derived  from  the 
experience  of  others  who  have  done  bac- 
teriologic  studies.  However,  we  have 
studied  1,000  consecutive  deliveries,  doing 
smears  of  gastric  aspirations  at  the  time  of 
birth  and  correlating  these  with  whole 
mounts  of  the  amniotic  membrane.  The 
study  is  not  completed,  but  a preliminary 
review  shows  a good  correlation  between  the 
amnionitis  and  the  contents  of  the  stomach. 
In  the  gastric  smear  you  may  find  bacteria 
without  any  white  blood  cells,  but  whenever 
one  sees  many  white  blood  cells  one  also 
finds  many  bacteria.  Thus  there  seems  to 
be  a pretty  good  correlation  between  bac- 
terial count  and  heavy  inflammation  of  the 
membranes. 

Dr.  Strauss:  Dr.  Blanc,  can  you  dis- 
tinguish by  examination  of  gastric  aspira- 
tions whether  the  white  cells  or  bacteria 
come  from  the  amniotic  cavity  or  from  the 


vaginal  canal?  Is  it  not  possible  that  the 
infant’s  stomach  contains  contaminated 
material  swallowed  during  its  passage 
through  the  birth  canal? 

Dr.  Blanc:  This  is  an  ever-present 

problem.  I do  not  know  whether  it  can  be 
solved  by  looking  at  the  leukocytes.  This 
problem  has  not  been  sufficiently  studied. 

Dr.  Strauss:  I find  it  very  difficult  to 
demonstrate  bacteria  in  histologic  sections 
in  many  instances  of  amnionitis.  Is  that 
your  experience  also? 

Dr.  Bl.vnc:  This  is  my  experience  also. 
Only  in  heavy  placentitis,  in  the  necrotic 
epithelial  plaques,  and,  as  I said,  in  the 
stomach  of  the  baby  is  it  fairly  easy  to  find 
bacteria.  I think  Dr.  Benirschke  has  less 
difficulty  in  detecting  microorganisms. 

Dr.  Benirschke  : I recommend  that  you 
do  a Brown-Brenn  stain.  This  works  very 
well. 

Dr.  Strauss  : I take  it  that  this  is  a modi- 
fication of  the  gram  stain  which  shows 
gram-negative  organisms  much  better  than 
the  traditional  gram  stain. 

Now  a question  bearing  on  Dr.  Gruen- 
wald’s  presentation:  Are  the  avascular  villi 
which  you  demonstrated  associated  more 
often  with  antepartum  fetal  death  or  do 
you  see  them  as  often  in  placentas  of  live- 
born  babies  who  are  undersized  and  mal- 
nourished? After  fetal  death  in  utero  and 
with  the  cessation  of  the  fetal  circulation, 
the  chorionic  capillaries  gradually  collapse 
and  the  chorionic  villi  turn  into  avascular 
fibrous  knobs  very  much  like  those  you 
showed. 

Dr.  Gruenwald  : I have  not  included  in 
my  demonstration  of  the  avascular  villi  any 
placentas  from  macerated  stillborn  infants, 
that  is,  from  infants  born  some  time  after 
fetal  death  in  utero.  I want  to  add  that  it  is 
generally  thought  that  these  changes  occur 
predominantly  in  women  with  essential 
hypertension  or  preeclampsia.  This  is  also 
my  impression,  but  I have  no  proof  of  it, 
and  there  are  no  valid  statistics  on  this 
question. 

Louis  S.  Lapid,  M.D.  : I want  to  corn- 


1514 


New  York  State  J.  Med. 


SPECIAL  COMMITTEE  ON  INFANT  MORTALITY 


ment  on  the  observations  of  Dr.  Gruenwald 
from  a clinical  point  of  view.  As  clinicians 
we  call  this  condition  “placental  insuffi- 
ciency” for  lack  of  a more  specific  term. 
We  have  collected  27  cases  that  fall  into  this 
category  from  a clinical  and  pathologic 
standpoint.  Of  these  27  viable  pregnancies 
16  infants  survived  and  11  were  stillborn. 
Three  who  were  born  alive  succumbed 
within  thirty-six  hours.  The  birth  weights 
ranged  from  1,340  to  2,080  Gm.  Cesarean 
section  was  performed  in  8 cases,  and  of 
these  7 infants  survived.  I want  to  note 
that  section  was  decided  on  in  cases  where 
we  anticipated  a small  baby,  namely  1,500 
to  1,800  Gm.,  with  a high  risk  of  death  in 
utero.  Of  the  19  vaginal  deliveries,  only  6 
babies  survived  the  delivery. 

There  appeared  to  be  no  definite  relation 
to  maternal  age  or  parity.  Maternal  age 
ranged  from  seventeen  to  forty-four  years. 
In  7 mothers  the  syndrome  recurred  in 
successive  pregnancies. 

Here  are  a few  examples:  A thirty-two- 
year-old  woman  who  had  had  four  still- 
births between  thirty-two  and  thirty-five 
weeks,  became  pregnant  for  the  fifth  time. 
In  the  twenty-ninth  week  her  uterus  was  not 
growing,  and  fetal  movements  were  not  as 
active  as  before.  At  thirty-one  weeks  the 
patient  was  delivered  by  section  of  a 1,600- 
Gm.  baby  who  survived.  The  child  is 
seven  years  old  today  and  is  entirely  well. 
Another  patient  had  two  pregnancies  re- 
sulting in  undersized  babies. 

Recently  we  saw  a patient  who  had  a 
normal  first  pregnancy.  In  her  second 
pregnancy  her  uterus  was  not  growing 
normally  at  twenty-seven  weeks.  The  preg- 
nancy was  allowed  to  continue.  The  fetus 
died  in  utero  at  thirty-two  weeks.  The 
placenta  was  severely  damaged  and  showed 
changes  of  the  kind  Dr.  Gruenwald  has 
demonstrated. 

We  feel  that  cases  of  this  type  can  be 
diagnosed,  and  that  we  may  save  some  of 
these  babies  if  we  are  aware  of  the  clinical 
picture.  In  only  12  to  15  per  cent  of  our 
cases  did  the  mother  develop  hypertension 


or  other  evidence  of  toxemia. 

Dr.  Strauss:  It  is  encouraging  to  see 
that  the  clinician  can  utilize  some  of  the 
lessons  learned  from  our  combined  efforts. 
I have  examined  most  of  the  placentas  in  the 
cases  Dr.  Lapid  has  mentioned.  I have 
found  a pretty  good  correlation  between  his 
clinical  observations  and  morphologic  altera- 
tions which  reduce  the  amount  of  function- 
ing placental  tissue.  However,  a word  of 
caution  may  be  in  order.  Unexpectedly 
small  babies  may  have  normal  placentas  bj' 
our  criteria. 

William  B.  Ober,  M.D.  : Avascular  villi 
which  we  see  in  early  placentas  are  usually 
accompanied  by  a certain  amount  of  hy- 
drops. Why  is  this  not  seen  in  your  cases. 
Dr.  Gruenwald? 

Dr.  Gruenwald  : The  changes  you  refer 
to  are  seen  in  hydatid  degeneration  which 
must  represent  a basically  different  condi- 
tion from  the  one  I have  shown. 

Dr.  Strauss:  Occasionally  I find  chronic 
inflammatory  changes  in  placentas  associ- 
ated with  the  condition  Dr.  Gruenwald 
described.  Have  you  observed  such  changes 
in  your  material.  Dr.  Gruenwald? 

Dr.  Gruenwald  : I have  seen  such 

changes  in  several  cases.  However,  since 
I cannot  interpret  them,  I prefer  not  to 
talk  about  them. 

Jean  Pakter,  M.D. : I should  like  to  ask 
whether  Dr.  Lapid  has  attempted  any 
hormonal  assays  in  cases  of  the  “failing 
placenta,”  which  might  help  detect  the 
beginning  of  failure? 

Dr.  Lapid:  To  my  knowledge  no  hor- 
monal assays  have  been  done.  However, 
functional  studies,  that  is,  measurement  of 
blood  flow  through  the  placenta,  have  been 
reported  from  England. 

Dr.  Benirschke:  We  know  very  little 
about  this  problem  of  the  failing  placenta 
and  must  use  caution  before  implicating  the 
placenta  as  causing  this  syndrome.  Often 
these  placental  changes  may  be  a reflection 
of  maternal  ill  health. 

Dr.  Strauss  : The  nature  and  sig- 

nificance of  the  placental  alterations  in  this 
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syndrome  still  require  a great  deal  of  in- 
vestigation. Almost  everything  we  can  say 
at  this  stage  would  be  pure  speculation. 

Dr.  Ober:  Dr.  Little,  how  do  you  cal- 
culate the  proportion  of  infarcted  placental 
tissue? 

Dr.  Little:  I cut  each  formalin-fixed 

placenta  into  20  or  so  equal  pieces.  Each 
piece  is  dissected  individually,  the  infarcted 
areas  mapped  out,  and  the  total  sum  made. 

Dr.  Strauss:  I wish  the  speakers  had 
time  to  tell  us  in  more  detail  about  the 
methods  they  use  in  examining  placentas; 
for  example:  how  to  find  the  best  site  to 
inject  vessels  in  twin  placentas,  how  to  make 
and  examine  a whole  mount  preparation  of 
the  amnion,  or  how  to  select  portions  of  the 
placenta  for  histologic  examination  in  the 
way  which  is  most  informative.  Standard- 
ization of  methods  would  be  just  as  desirable 
as  standardization  of  terminology.  In  con- 
nection with  my  latter  statement,  I should 
like  to  ask  Dr.  Blanc  how  he  defines  “pla- 
centitis.” I like  to  reserve  this  term  for 
inflammatory  changes  within  the  placenta 
proper,  that  is,  changes  involving  the 
chorionic  villi. 

Dr.  Blanc:  I have  applied  the  term 
“placentitis”  less  exactly  than  Dr.  Strauss, 
to  any  inflammation  seen  in  the  placenta, 
membranes,  or  cord.  This  includes  villo- 
sitis  as  seen  in  placental  bacteremia,  amnio- 
nitis,  chorionitis,  deciduitis,  and  funisitis, 
depending  on  where  the  inflammation  is 
localized. 

Dr.  Ober:  Dr.  Blanc,  in  your  slide  show- 
ing chorioamnionitis  you  seemed  to  indicate 
which  inflammatory  cells  come  from  the 
fetus  and  which  from  the  maternal  circula- 
tion. As  a microscopist  I should  like  to 
know  how  you  can  tell. 

Dr.  Blanc:  The  earliest  inflammatory 
response  in  the  amnion  seems  to  be  maternal 
perhaps  because  maternal  leukocytes  react 
faster.  Later  on,  fetal  leukocytes  seem  to 
migrate  through  the  walls  of  the  chorionic 
vessels  toward  the  amniotic  cavity.  You 
can  tell  these  pictures  apart  quite  easily. 

Dr.  Strauss:  The  question  of  fetal 


versus  maternal  origin  of  the  leukocytes  in 
inflammation  of  the  membranes  and  cord  is 
an  intriguing  one.  Scarcity  or  even  absence 
of  polymorphonuclear  leukocytes  is  one  of 
the  characteristics  of  fetal  inflammation. 
Why  then  does  one  see  so  many  leukocytes 
in  inflammation  of  the  membranes  of  the 
placenta?  On  this  basis  alone  one  might 
postulate  that  they  are  predominantly  of 
maternal  origin. 

Concluding  Remarks 

Dr.  Strauss:  The  speakers  on  this  pro- 
gram deserve  our  great  appreciation  for 
their  beautiful  and  instructive  presentations. 
After  listening  to  them  hardly  anyone  will 
doubt  that  careful  examination  of  placentas 
is  a worth-while  undertaking.  The  speakers 
have  shown  how  placental  examination  can 
help  in  the  recognition  of  fetal  or  neonatal 
illness  and  in  the  understanding  of  at  least 
some  of  the  “unexplained”  fetal  deaths. 
The  panelists  have  indicated  how  recogni- 
tion of  structural  abnormalities  of  the 
placenta  may  alert  the  pediatrician  to  j; 
institute  early  prophylactic  or  therapeutic 
measures.  !■ 

It  is  understood  that  this  panel  discu.ssion  ! 

was  not  intended  to  cover  every  aspect  of  li 

placental  pathology,  but  it  has  highlighted  |t 
certain  conditions  which  occur  with  greater  |i 
frequency  and  appear  capable  of  interpreta- 
tion. The  need  for  more  investigation  in 
this  field  is  obvious.  )| 

In  summarizing,  I should  like  to  state 
briefly  the  areas  in  which  examination  of  the 
placenta  has  been  helpful  in  perinatal  | 

studies.  All  of  these  areas  have  not  been  j 
discussed  this  evening.  j 

1.  Recognition  of  fetal  disease,  such  as 

erythroblastosis  due  to  isoimmunization  or 
other  causes,  anemias  due  to  blood  loss,  and 
certain  infections  transmitted  in  utero.  ! 

2.  Hazards  to  the  liveborn  infant,  espe- 
cially from  infection  of  the  fetal  membranes.  ' 

3.  Elucidation  of  some  cases  of  perinatal 
distress,  fetal  growth  arrest,  or  inanition, 
resulting  from  ischemic  changes  in  the 
placenta. 


1516 


New  York  State  J.  Med. 


SPECIAL  COMMITTEE  ON  INFANT  MORTALITY 


4.  Congenital  anomalies  in  the  infant 
caused  by  placental  changes,  such  as  amnion 
nodosum  and  the  absence  of  one  umbilical 
artery. 

5.  Multiple  gestation,  if  zygosity  is  estab- 
lished and  the  effect  of  placental  relation- 
ships on  the  fetus  and  newborn  elucidated. 

6.  The  occasional  revelation  of  the  cause 
of  “unexplained”  fetal  deaths  in  utero. 

Since  it  is  not  usually  practicable  to 
examine  all  placentas  grossly  and  micro- 
scopically, the  following  is  a list  of  conditions 
in  which  the  placenta  should  be  sent  to  the 
pathology  laboratory;* 

Gross  placental  anomalies 
Retroplacental  and  marginal  hemorrhage 
Placenta  previa 

Placenta  delivered  with  difficulty 


* Abramson,  H.,  Ed.;  Resuscitation  of  the  New- 
born Infant:  Principles  and  Practice,  St.  Louis,  The 
C.  V.  Mosby  Co.,  1960,  p.  68. 


Premature  birth 

Pregnancy  lasting  longer  than  forty-two  weeks 
Infant  weighing  over  4,500  Gm. 

Infant  much  smaller  than  expected 
Infant  appearing  anemic 

Intrapartum  fever  (prolonged  premature  rupture  ot 
membranes) 

Maternal  diabetes 
Severe  toxemia  of  pregnancy 
Hydramnios 
Oligohydramnios 
Multiple  pregnancy 
Infants  in  need  of  resuscitation 
Fetal  disease,  such  as  specific  infection  and  iso- 
immunization. 

Fetal  malformation 
Perinatal  death 

All  other  cases  which  appear  interesting  or  unusual 

The  correlation  between  structural  altera- 
tions of  the  placenta  and  fetal  or  neonatal 
death  and  disease  is  not  perfect.  It  is  but 
one  facet  of  the  whole  field  of  perinatal 
studies.  I have  no  doubt  that  all  of  you 
share  my  conviction  that  placental  examina- 
tion will  become  an  integral  part  of  perinatal 
pathology. 


Reserve  the  Dates  . . . 
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Kimmelstiel-Wilson  Syndrome 

DAVID  H.  APPELMAN,  M.D.,  F.A.C.P.,  BROOKLYN,  NEW  YORK 

{From  the  Diabetes  Clinic,  Jewish  Chronic  Disease  Hospital,  and  the  Endocrinology  Clinic  and  the  Department 

of  Medicine,  Beth-El  Hospital) 


T^he  pathologic  lesion  of  the  Kimmelstiel- 
Wilson  syndrome  is  an  intercapillary 
glomerulosclerosis.  Diabetic  glomerulo- 
sclerosis is  the  most  characteristic  renal 
complication  of  diabetes.  It  occurs  more 
frequently  in  the  younger  diabetic  patients 
and  is  usually  associated  with  a history  of 
long-standing  diabetes,  frequently  severe  in 
degree  and  often  poorly  controlled.  This 
is  in  contrast  with  earlier  reports,  wherein 
intercapillary  glomerulosclerosis  was  ob- 
served in  older  individuals  with  milder  forms 
of  the  disease.  It  is  found  postmortem  in 
perhaps  20  to  25  per  cent  of  all  diabetic 
patients,  but  it  is  severe  enough  to  produce  a 
fully-developed  nephrotic  syndrome  in  only  a 
slight  per  cent  of  the  affected  cases.  Capil- 
lary glomerulosclerosis  is  best  diagnosed  in 
life  by  renal  biopsy.  Often  it  is  associated 
with  diabetic  retinopathy  and  neuropathy; 
together  these  conditions  are  known  as  the 
diabetic  triopathy.  Of  interest  is  the  fact 
that  as  renal  failure  progresses,  usually 
slowly,  in  capillary  glomerulosclerosis,  in- 
sulin requirements  decrease,  perhaps  be- 
cause of  a decline  in  the  renal  insulinase 
activity.  Diabetic  glomerulosclerosis  may 
be  present  histologically  in  the  absence  of  the 
nephrotic  condition;  that  is,  the  process 
has  to  become  marked  enough  to  produce  the 
Kimmelstiel-Wilson  syndrome  with  its 
nephrosis.  In  the  early  and  mild  case  there 
may  be  only  proteinuria,  with  or  without 
hypertension. 

The  precise  diagnosis  of  intercapillary 
glomerulosclerosis  requires  histologic  exam- 
ination and  more  often  than  not,  especially 
in  younger  patients,  the  renal  picture  will  be 
one  of  a mixed  lesion  including  pyelonephritis 
and  arteriolar  sclerosis  as  well  as  inter- 
capillary glomerulosclerosis.  Recently  some 


workers  have  u.sed  the  term  diabetic  ne- 
phropathy^’^ rather  than  diabetic  glomerulo- 
sclerosis. 

Pathology 

Three  types  of  glomerular  lesions  have 
been  described  in  diabetic  glomerulosclerosis : 
nodular,  diffuse,  and  exudative.®  Still,  when 
we  use  the  term  Kimmelstiel-Wilson  lesion, 
we  are  referring  to  the  classical  nodular  lesion 
which  is  found  only  in  diabetic  patients. 
In  instances  where  Kimmelstiel-like  lesions 
have  been  found  in  diseases  other  than  dia- 
betes,® these  lesions  have  all  been  of  the  exuda- 
tive type.  Also,  experimental  cortisone- 
induced  lesions  resemble  more  strongly  the 
exudative  type.^-'^ 

Twenty-two  years  ago,  Kimmelstiel  and 
Wilson®  first  described  the  nodular  glomer- 
ular lesions  in  patients  with  diabetes  who 
had  hypertension,  severe  renal  failure, 
proteinuria,  and  edema  which  they  regarded 
as  nephrotic  in  type.  Once  the  pathologic 
lesion  had  been  described,  other  workers 
began  to  recognize  it  and  to  report  its  occur- 
rence. In  1942,  Fahr,®  Laipply,  Eitzen,  and 
Dutra,^®  and  Bell”  drew  attention  to  the 
frequent  occurrence  of  another  glomerular 
lesion  in  diabetic  patients,  diffuse  glomer- 
ulosclerosis. Recent  work  by  Gellman  et 
has  suggested  that  this  diffuse  lesion,  not 
the  nodular  lesion  of  Kimmelstiel-Wilson,  is 
the  cause  of  massive  proteinuria  and  the 
nephrotic  syndrome  in  diabetes.  This  group 
performed  renal  biopsies  on  53  diabetic 
patients  and  concluded  that  hypertension, 
renal  failure,  and  proteinuria  and  its  con- 
sequences (the  nephrotic  syndrome)  were 
correlated  quantitatively  with  the  severity  of 
diffuse  glomerulosclerosis,  but  not  with  the 
severity  of  nodular  glomerulosclerosis.  Gell- 
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I man  et  al.^^  suggested  that  much  confusion 
I would  be  avoided  if  the  eponym,  “Kimmel- 
► ! stiel-Wilson”  were  confined  to  a histologic 
it  lesion  (nodular  diabetic  glomerulosclerosis) 
i and  not  applied  to  a clinical  syndrome,  be- 
I cause  the  one  does  not  appear  to  be  the  cause 
of  the  other. 

Experimental  Diabetic 
I Glomerulosclerosis 

(I  In  1951,  Rich  et  reported  that  rabbits 
1 treated  with  cortisone  for  three  weeks  dc- 
I veloped  nodular  glomerular  lesions.  These 
I lesions  resembled  those  described  by  Kimmel- 
I stiel  and  Wilson®  but  did  not  meet  all  the 
1 critical  histologic  criteria  of  the  typical 
j Kimmelstiel-Wilson  nodular  lesions  which 
represent  a form  of  degenerative  vascular 
I disease  seen  only  in  patients  with  diabetes 
j mellitus.  Following  Rich’s  report.  Blood- 
worth  and  Hamwi^  administered  various 
J adrenal  cortical  steroids  in  the  hope  that  they 
might  produce  typical  nodular  diabetic 
glomerulosclerosis.  They  reported  that  nor- 
mal rabbits,  given  cortisone  acetate  or  hydro- 
cortisone acetate,  developed  steroid  diabetes 
, and  ten  proteinuria  and  glomerular  lesions. 
However,  the  lesions  thus  produced  were  of 
the  exudative  type  frequently  seen  in  the 
human  diabetic  patient,  and  they  did  not 
i progress  to  the  typical  nodular  lesions;  in 
fact,  they  seemed  to  disappear  in  time  with 
no  residual  change.  They  also  gave  desoxy- 
; corticosterone  acetate  to  one  alloxan-diabetic 
rabbit.  This  rabbit  developed  marked  pro- 
teinuria and  on  autopsy  showed  nodular 
lesions  similar  to,  but  not  identical  with,  the 
typical  nodular  lesions  of  diabetic  glomer- 
ulosclerosis. 

Regarding  experimental  reproduction  in 
experimental  animals,  one  must  conclude 
that  the  Kimmelstiel-Wilson  lesion  has  not 
yet  been  accurately  reproduced;  it  is  just  a 

I matter  of  how  close  you  can  get  to  it. 
Rich  et  al.^^  have  presented  a single  case  of  a 
nondiabetic  patient  who  was  treated  wfith 
ACTH  and  cortisone  and  developed  lesions 
in  the  glomeruli  which  resembled  the  Kim- 
I melstiel-Wilson  lesion. 


All  of  the  afore-mentioned  data  bring  up 
the  possibility  that  patients  who  do  not 
have  diabetes  and  who  are  receiving  ACTH  or 
cortisone  for  other  conditions  may  develop 
vascular  lesions  characteristic  of  diabetes 
mellitus  in  their  kidneys  and  retinas.  There 
are  scattered  reports  of  patients  without 
diabetes  receiving  ACTH  or  cortisone  and 
developing  capillary  aneurysms  in  their 
retinas. 

Some  six  years  ago  a working  hypothesis 
was  formulated  which  implicated  the  adrenal 
cortex  in  the  pathogenesis  of  the  nephropathy 
and  retinopathy  of  diabetes.  There  are  an 
increasing  number  of  reports  on  adrenalec- 
tomy and  hypophysectomy  in  the  therapy  of 
diabetic  retinopathy,  and  several  of  these 
reports  state  that  the  progression  of  the 
retinopathy  has  been  arrested. 

The  Specific  Vascular  Lesion  of  Diabetes 

The  diabetic  patient  develops  arterio- 
sclerosis just  as  the  nondiabetic  patient  does, 
as  part  of  the  aging  process.  There  is  no 
qualitative  difference  in  diseases  of  the  larger 
arteries  between  diabetic  and  nondiabetic 
patients.  Coronary  atherosclerosis,  Monck- 
eberg’s sclerosis  in  the  ves.sels  of  the  lower 
extremities,  diffuse  intimal  fibrosis,  and 
arteriolar  sclerosis  (nephrosclerosis)  are  found 
in  both  diabetic  and  nondiabetic  patients, 
with  no  difference  in  kind.  The  difference 
is  quantitative  rather  than  qualitative; 
these  vascular  lesions  are  the  same  in  both 
except  that  they  tend  to  develop  earlier,  and 
are  quantitatively  more  severe  and  extensive 
in  the  diabetic  than  in  the  nondiabetic 
patient. 

The  diabetic  patient,  however,  may 
develop  an  additional  vascular  lesion.  I am 
referring  now  to  the  characteristic  and  per- 
haps pathognomonic  capillary  lesions  in  the 
kidney  and  in  the  eye.  In  this  respect,  the 
distinction  between  the  diabetic  and  non- 
diabetic patient  is  so  great  that  one  can, 
with  a fair  degree  of  assurance,  make  a 
presumptive  diagnosis  of  diabetes  when 
the  capillary  aneurysms  are  seen  initially 
in  the  retina;  with  regard  to  the  kidney. 
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needle  biopsy  is  necessary.  This  specific 
vascular  lesion,  the  capillary  microaneurysm, 
is  seen  in  the  fundus  as  a retinal  aneurysm 
and  in  the  kidney  as  the  nodular  type  of 
glomerulosclerosis.  Many  workers  believe 
that  the  nodular  type  of  glomerulosclerosis 
and  retmal  microaneurysms  are  the  same 
pathologic  process,  and  it  is  suggested  that 
the  typical  glomerular  nodule  of  inter- 
capillary glomerulosclerosis  may  be  a hyalin- 
ized  saccular  capillary  aneurysm.  This  view 
has  been  challenged. 

Fundoscopic  examination  of  the  diabetic 
patient  with  retinopathy  will,  therefore,  show 
varying  grades  of  arteriosclerotic  involve- 
ment (no  different  from  that  seen  in  the  ag- 
ing nondiabetic  patient)  plus  the  specific 
retinal  capillary  microaneurysms  or  punctate 
hemorrhages.  A histologic  examination  of 
the  kidney  of  the  diabetic  patient  with 
nephropathy  would  also  show  two  types  of 
vascular  lesions:  arteriolar  nephrosclerosis 
plus  the  specific  nodular  Kimmelstiel-Wilson 
lesions. 

All  patients  with  the  specific  vascular 
lesion  of  diabetic  nephropathy  will  also  have 
retinal  capillary  microaneurysms  or  the 
punctate  hemorrhages  which  are  secondary 
to  the  capillary  aneurysms.  Close  to  80  or 
90  per  cent  of  all  patients  who  have  the 
specific  retinopathy  of  diabetes,  as  demon- 
strated by  flat  preparations  of  the  retina, 
will  have  Ivimmelstiel-Wilson  lesions  in  the 
kidney  at  autopsy. 

The  Nephrotic  Syndrome 

The  four  cardinal  manifestations  of  the 
nephrotic  syndrome  are : profu.se  proteinuria, 
hypoalbuminemia,  hyperlipemia,  and  pe- 
ripheral edema.  Hematuria,  hypertension, 
and  azotemia  may  or  may  not  be  present. 

On  physical  examination,  edema  is  the 
chief,  and  sometimes  the  only,  manifesta- 
tion of  the  nephrotic  syndrome.  It  may  vary 
from  simple  morning  eye  puffiness  or  end-of- 
the-day  ankle  swelling  to  massive  and  in- 
capacitating anasarca  with  ascites  and  pleural 
effu,sions.  The  edema  is  usually  soft,  easily 
pitted,  and  nontender. 


The  urine  contains  mas.sive  quantities  of 
protein  (at  least  5 to  10  Gm.  of  protein 
per  day,  most  of  which  is  albumin)  and  a 
variable  amount  of  lipid.  Such  lipids — 
doubly  refractile  bodies  appearing  singly  or 
in  masses,  or  in  casts  or  oval  fat  bodies — may 
be  seen  in  the  urinary  sediment  with  the  aid 
of  a polarizing  microscope.^®  The  combina- 
tion of  massive  proteinuria  and  large  num- 
bers of  doubly  refractile  bodies  in  the  .sedi- 
ment is  pathognomonic  of  the  nephrotic 
syndrome.  Hematuria  of  varying  degrees 
may  be  found. 


The  blood  shows  a low  albumin  concen- 
tration. The  level  is  usually  below  2.5 
Gm.  and  not  infrequently  below  1 Gm.  per 
100  ml.  The  total  globulin  of  the  blood  is 
apt  to  be  normal,  but  electrophoretic 
analysis  usually  discloses  a characteristic  pat- 
tern; alphai  globulins  are  normal  or  de- 
creased slightly,  the  alpha2  and  beta  globulins 
are  increased  markedly,  and  the  gamma 
globulins  are  decreased  markedly  and  may  be 
absent.^® 

The  other  characteristic  chemical  change 
in  the  blood  is  marked  hyperlipemia.  Al- 
though the  elevation  of  the  blood  cholesterol 
is  the  change  most  often  measured  in  clinical 
practice,  all  of  the  major  lipid  components 
of  the  plasma  are  usually  increased,  including 
neutral  fat,  free  and  esterified  cholesterol, 
and  phospholipids.  In  general,  the  rela- 
tive increase  in  neutral  fat  exceeds  that  iri 
cholesterol  and  phospholipids.  Frequently, 
the  concentration  of  neutral  fat  may  be  so 
high  that  it  may  make  the  fasting  plasma 
look  milky.  Patients  with  the  lowest 
plasma  albumin  levels  generally  tend  to  have 
the  highest  lipid  concentrations.  Almost 
any  degree  of  azotemia  may  occur,  and  the 
blood  pre.ssure  is  usually  elevated  in  the.se 
patients. 

The  basal  metabolic  rate  is  often  below 
normal,  even  when  corrected  to  dry  weight. 
This  observation,  taken  together  with  the 
puffy  clinical  appearance  and  the  increased 
blood  cholesterol,  has  long  stimulated  spec- 
ulation about  the  state  of  thyroid  function  in 
the  nephrotic  syndrome.  Concentrations  of 
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protein-bound  iodine  are  subnormal,  but 
this  is  owing  in  part  to  its  loss  in  the  urine. 
' However,  uptake  of  radioactive  iodine  is 
I normal  or  increased,  as  is  the  rate  of  pro- 
J duction  of  the  thyroid  hormone.  Although 
nephrotic  patients  have  an  increased  toler- 
ance for  administered  thyroid  hormone, 
there  is  as  yet  no  definite  evidence  of  a 
true  state  of  peripheral  thyroid  insufficiency, 
and  hence  there  is  no  rational  basis  for 
therapy  with  thyroid  hormone. 

Prognosis 

The  nephrotic  syndrome  due  to  inter- 
capillary glomerulosclerosis  has  a particularly 
oppressive  outlook.  Most  patients  die 
within  five  years  of  the  clinical  appearance 
of  the  syndrome.  The  severity  of  the  edema 
and  proteinuria  may  fluctuate,  but  the  renal 
disease  does  not  disappear.  Even  though 
the  disease  begins  insidiously  without  signs 
of  renal  failure  or  hypertension,  these  omi- 
nous developments  usually  appear.  Hyper- 
tension develops,  later  on  renal  failure  super- 
venes, and  death  is  usually  due  to  uremia, 
often  in  association  with  congestive  heart 
failure  or  myocardial  infarction. 

Treatment 

All  treatment  is  nonspecific  at  present, 
with  current  interest  being  focused  on  ACTH 
and  the  adrenocortical  steroids.  The  re- 
sults of  treatment  are  poor  in  the  Ivimmel- 
stiel-Wilson  nephrotic  syndrome  since  elim- 
ination of  the  cause  is  impossible. 

When  the  patient  has  massive  edema  or 
infection,  bed  rest  is  indicated.  Sudden 
dramatic  diuresis  may  follow  a period  of 
bed  rest  of  from  one  to  three  weeks.  If  the 
edema  is  mild,  the  patient  may  be  up  and 
about. 

Diet  and  Fluid  Intake. — The  sodium 
content  of  the  diet  should  be  kept  low,  at 
approximately  1 to  1.5  Gm.  Only  foods 
containing  minimal  amounts  of  sodium  are 
permitted  and  should  be  prepared  and  served 
without  salt,  soda,  or  baking  powder. 
Further  restriction  of  the  sodium  intake  is 
undesirable,  as  it  may  sometimes  lead  to 


marked  hyponatremia.  Moderate  amounts 
of  salt-free  condiments  may  be  used.  To 
minimize  protein  depletion,  a nutritious 
diet  adequate  in  protein  should  be  en- 
couraged. Urine  losses  should  be  measured, 
and  the  diet  should  contain  the  amount 
of  protein  in  the  urine  plus  at  least  1 Gm.  per 
kilogram  of  body  weight.  If  severe  azotemia 
and  hypertension  are  present,  it  is  probably 
best  not  to  give  much  more  than  the  minimal 
amount  of  protein  required  to  prevent  an 
imbalance.  In  many  patients,  anorexia  and 
nausea  are  major  problems,  and  the  physi- 
cian does  well  to  get  the  patient  to  take  even  a 
minimally  adequate  diet.  The  restriction  of 
fluids  is  unnecessary.  Most  patients  lose 
their  desire  for  fluids  after  the  sodium  intake 
has  been  limited. 

Diuretic  Therapy. — In  patients  with- 
out much  azotemia,  parenteral  mercurials 
are  sometimes  effective  in  producing  a 
diuresis.  Oral  chlorothiazide  may  be  useful 
also,  alone  or  in  combination  with  parenteral 
mercurials.  Ammonium  chloride  is  of  value 
only  as  an  adjunct  to  mercurial  therapy  and 
should  never  be  given  alone.  Cation  ex- 
change resins  may  sometimes  be  helpful  in 
controlling  edema  temporarily,  although  they 
must  be  used  cautiously  to  avoid  acidosis 
and  electrolyte  depletion.  The  intra- 
venous administration  of  salt-free  albumin 
or  dextran  may  induce  diuresis,  but  it  is  not 
practical  for  chronic  therapy.  When  com- 
bined with  injections  of  mercurials  and 
aminophyllin,  such  infusions  may  be  par- 
ticularly useful  in  the  management  of  intrac- 
table edema.  In  the  presence  of  severe  and 
symptomatic  ascites  or  pleural  effusion, 
abdominal  or  thoracic  paracentesis  may  re- 
sult in  considerable  relief  and  sometimes 
may  be  followed  by  profuse  diuresis.  Nitro- 
gen mustards,  induced  measles  or  malaria, 
and  typhoid  vaccine  may  be  useful  in 
children  with  lipoid  nephrosis  but  are  seldom 
helpful  in  Kimmelstiel- Wilson  nephrosis. 

Infections  are  not  a major  problem  in  this 
type  of  nephrosis,  and  prophylactic  treatment 
is  rarely  used.  Also,  continuous  prophy- 
lactic antibiotic  therapy  is  not  recommended 
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because  of  the  danger  of  the  development  of 
active  infection  with  resistant  organisms. 
Prompt  treatment  of  infections  that  do  oc- 
cur, particularly  pyelonephritis,  with  appro- 
priate and  adequate  antibacterial  therapy, 
will  eliminate  a major  danger  to  the  patient 
with  the  nephrotic  syndrome.  Anticoag- 
ulant therapy  should  be  instituted  whenever 
thromboembolic  phenomena  appear  during 
the  course  of  the  nephrotic  syndrome. 

Steroid  treatment  has  been  used  chiefly 
in  the  treatment  of  nephrotic  children  and 
adolescents,  and  there  is  no  doubt  that 
ACTH  and  adrenocortical  steroids  often  are 
effective  in  producing  a diure.sis  and  sup- 
pressing most  of  the  clinical  and  chemical 
evidences  of  the  nephrotic  syndrome  in 
children.  As  a rule,  adults  respond  less  well 
to  steroids  than  do  children,  and  there  are 
more  undesirable  side-effects  in  adults. 
Results  have  been  best  in  those  patients  who 
appear  to  have  “pure”  nephrosis  and  no 
known  underlying  disease.  In  diabetes 
mellitus  associated  with  the  nephrotic  syn- 
drome, ACTH  or  adrenocortical  hormone 
may  be  used  to  induce  diuresis  if  other  meas- 
ures have  been  ineffective,  but  frequently 
dangerous  complications  may  preclude  the 
continued  use  of  such  treatment.  Also,  the 
systemic  disease  itself  may  be  worsened  by 
such  therapy.  It  is  agreed  generally  that 
steroids  are  contraindicated  when  severe 
azotemia  or  hypertension  is  present.  If 
steroid  treatment  is  decided  on,  200  to  400  mg. 
of  cortisone  or  hydrocortisone,  50  to  100 
mg.  of  prednisone  or  prednisolone,  or  100  to 
120  units  of  ACTH  usually  are  prescribed 


daily  for  periods  of  from  two  to  four  weeks. 
After  diuresis  has  occurred,  prolonged  treat- 
ment at  reduced  dosages  is  hazardous  in  dia- 
betic renal  disease. 

890  Linden  Boulevard,  Brooklyn 
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Mortality  Rate  Goes  Down 


Since  1900  the  U.  S.  mortality  rate  has  gone 
down  45  per  cent,  thanks  largely  to  the  fact  that 
medical  science  has  brought  the  contagious  diseases 
under  greater  control.  The  death  rate  for  influenza 


and  pneumonia  has  dropped  86  per  cent  in  the  last 
sixty  years,  while  that  for  tuberculosis  has  gone  down 
97  per  cent. 

— Health  Information  Foundation 
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Bizarre  Clinical  Manifestations  of  Segmental 

Colitis 

ALBERT  M.  YUNICH,  M.D.,  AND  NATHAN  F.  FRADKIN,  M.D.,  ALBANY,  NEW  YORK 
{From  the  Department  of  Medicine,  Albany  Hospital) 


IOegmental  colitis  is  a chronic  inflam- 
^ matory  disease  of  the  colon  that  may 
go  unrecognized  for  years  because  of  bi- 
* zarre  clinical  manifestations.  This  occurs 
chiefly  because  (1)  the  local  signs  and  symp- 
>i  toms  are  generally  less  severe  than  in  left- 
sided or  universal  colitis,  and  (2)  the  con- 
stitutional or  systemic  manifestations  often 
deceptively  dominate  the  clinical  picture. 
By  contrast,  distal  ulcerative  colitis  usually 
is  recognized  with  ease  because  the  diarrhea, 
tenesmus,  bloody  stools,  and  abdominal 
pain  readily  focus  attention  on  the  intes- 
tinal tract. 

As  early  as  1925  Crohn  and  Rosenberg' 
stated  that  there  was  a type  of  ulcerative 
colitis  that  involved  segments  of  the  colon 
excluding  the  rectum,  but  they  had  not  yet 
observed  such  cases.  However,  it  remained 
for  Bargen  and  Weber^  in  1930  to  describe 
“regional  migratory  ulcerative  cohtis”  as  a 
clinical,  radiologic,  and  pathologic  entity. 
They  reported  23  cases  in  which  the  mucosa 
was  normal  by  sigmoidoscopic  examination 
and  the  diagnosis  was  established  by 
roentgenograms  of  the  colon. 

Segmental  colitis  is  a disease  of  unknown 
etiology  involving  one  or  more  segments  of 
the  large  intestine  exclusive  of  the  rectum, 
either  as  a continuous  lesion  or  as  multiple 
skip  lesions.  Since  1930  several  well- 
documented  reports^-^  have  appeared,  ex- 
panding the  clinical,  pathologic,  and  ther- 
apeutic concepts  of  the  disease.  It  is  note- 
worthy, however,  that  only  a few  sporadic 
reports  have  emphasized  certain  unusual 
manifestations  as  prodromata  of  segmental 

Presented  at  the  154th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City, 
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colitis  in  cases  with  minimal  or  absent  gastro- 
intestinal symptoms.  These  have  included 
protracted  fever,®'®  arthritis,'®  acute  ab- 
dominal emergencies,"  '®  and  hemorrhage.'® 

In  his  earlier  publications  Crohn® re- 
ferred to  the  disease  as  right-sided  (regional) 
colitis  because  of  the  predominance  of  the 
inflammatory  lesions  in  the  cecum  and  the 
ascending  and  proximal  transverse  colon. 
Bargen,®  '^  however,  noted  the  lesions  oc- 
curring more  often  in  the  transverse  colon 
and  suggested  the  term  segmental  colitis 
as  more  appropriate.  Manning'®  has  com- 
mented that  the  disease  appears  to  occupy 
a midposition  clinically  and  pathologically 
between  regional  ileitis  and  ulcerative  co- 
litis with  strikingly  characteristic  features 
of  both  diseases  noted  in  certain  cases. 
Yarnis  and  Crohn'®  also  now  favor  the  ap- 
pellation “segmental”  for  most  of  these 
cases  but  feel  the  term  “regional  colitis” 
is  more  descriptive  of  the  granulomatous 
forms  of  the  disease  which  may  simulate 
regional  enteritis. 

The  segmental  type  differs  from  the  more 
common  or  universal  type  of  ulcerative 
colitis  in  a number  of  ways  (Table  I). 
Since  the  pathologic  process  involves  the 
proximal  colon  and  the  rectmn  and  recto- 
sigmoid initially  are  unaffected,  the  local 
symptoms  of  diarrhea,  urgency,  and  bloody 
stools  are  usually  less  pronounced,  fre- 
quently minimal,  or  even  absent.  Also, 
the  constitutional  symptoms  including  fever, 
single  or  multiple  involvement  of  joints, 
ocular  complications,  skin  lesions,  and 
anemia  may  dominate  the  clinical  picture 
in  segmental  cohtis  when  the  sigmoido- 
scopic examination  discloses  a completely 
normal-appearing  mucosa.  Once  the  disease 
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TABLE  I. — Chronic  Ulcerative  Colitis 


Conditions 

Universal  Type 
(85  to  !)()  Per  Cent) 

Segmental  Type 
( 10  to  15  Per  Cent) 

Location  of  parent  lesion 
Castrointestinal  symptoms 
Constitutional  symjitoms 
Proctoscopic  findings 
Result  of  barium  enema  e.xamination 

Diagnosis 

Pathologic  findings 

Rectum 

Very  prominent 
Ma3^  or  maj'  not  be  prominent 
Characteristic  lesions  in  rectum 
Positive  findings  in  80  per  cent  of 
cases 

Usually  made  early 
Ulcerative 

Proximal  colon 
Minimal  or  frequently  absent 
Often  dominate  clinical  picture 
Normal  rectum 

Lesion(s)  in  proximal  colon 
(onlj"  clue  to  diagnosis) 

May  be  overlooked  for  years 
Cranulomatous,  ulcerative,  or 
mixed 

TABLE  II. — Protean  Manifestations  of  Seg- 
mental Colitis  (With  Minimal  or  No  Diarrhea) 


LTnexplained  fever  simulating:  brucellosis,  rheu- 
matic fever,  subacute  bacterial  endocarditis, 
collagen  diseases,  or  tuberculosis 
Recurring  perianal  and  perirectal  infections  and 
fistulas 

Rheumatoid  arthritis 

Ophthalmologic  complications:  phlyctenular  con- 
junctivitis, uveitis,  iritis,  and  keratitis 
Acute  abdominal  emergency 
Simulated  cancer 


is  suspected,  the  only  clue  to  the  diagnosis 
is  provided  by  barium  enema  studies  of  the 
colon,  whereas  in  the  distal  type  the  diagno- 
sis can  be  established  on  the  basis  of  the 
sigmoidoscopic  findings  alone. 

In  cases  where  the  diarrhea  is  minimal 
or  overlooked,  segmental  coUtis,  by  virtue 
of  its  protean  clinical  manifestations  (Table 
II),  may  mimic  a wide  variety  of  con- 
ditions such  as:  brucellosis,  tuberculosis, 

subacute  bacterial  endocarditis,  rheumatic 
fever,  diffuse  collagen  disease,  acute  ab- 
dominal emergencies,  and  others.  The 
general  manifestations  may  so  completely 
dominate  the  picture  that  the  parent  disease 
in  the  colon  not  infrequently  escapes 
recognition  for  a long  time.  During  this 
period  of  diagnostic  delay  the  disease  often 
progresses  to  involve  the  rectum,  or  ex- 
tensive perianal  and  perirectal  complica- 
tions may  develop,  so  that  the  optimum  time 
for  successful  treatment  is  sacrificed. 

The  incidence  of  segmental  colitis  is  dif- 
ficult to  ascertain  with  any  degree  of  pre- 
cision because  of  the  marked  discrepancy  in 
statistics  from  various  authors,  but  it  ap- 
parently varies  from  4^^  to  25^^  per  cent. 
During  the  past  fifteen  years  our  office  and 


hospital  records  include  observations  on 
283  cases  of  ulcerative  colitis  of  which  33  * 
or  11.6  per  cent  were  segmental  in  distribu- 
tion. It  is  our  opinion  that  the  precise 
incidence  cannot  be  determined  because 
some  cases  of  segmental  colitis  classified 
as  cases  of  the  universal  type  may  go  un- 
recognized for  years,  finally  presenting  with 
late  rectal  involvement. 

The  purpose  of  this  paper  is  to  present  a 
significant  group  of  cases  whose  bizarre 
clinical  manifestations,  varying  in  dura- 
tion from  one  to  five  years,  associated  with 
minimal  or  overlooked  diarrhea,  masked 
the  diagnosis  of  segmental  cohtis,  and  con- 
sequently precluded  early  recognition  and 
appropriate  treatment  of  the  disease.  This 
phase  of  the  problem  has  not  received  the 
emphasis  we  think  it  merits,  and  for  this 
reason  is  not  sufficiently  appreciated  by 
physicians  in  general.  In  an  effort  to  arouse 
greater  awareness  and  wider  recognition 
of  the  clinical  masquerades  responsible  for 
these  diagnostic  errors  4 cases  will  be  essayed 
under  captions  corresponding  with  their 
respective  initial  diagnoses.  We  hope  that 
by  alerting  physicians  to  these  subtle  and 
deceptive  preludes  more  cases  of  masked 
segmental  colitis  may  be  identified  sooner 
and  treated  earlier. 

Initial  Diagnoses  of  Four  Cases  of 
Segmental  Colitis 

Rheumatoid  Arthritis. — Case  1. — A fifty- 
two-year-old  white  male  attorney  began  in  1949 
to  have  frequent  recurring  attacks  of  acute  poly- 
articular arthritis  accompanied  by  temperatures 
up  to  102  F.  The  attacks  were  migratory  and 
during  the  course  of  his  illness  involved  the  el- 
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Fig.  1.  Case  1.- — (A)  Barium  enema  film  showing  rigidity,  narrowing,  and  absent  haustrations  of  ascend- 
ing and  proximal  transverse  colon.  The  remainder  of  the  colon  appears  normal.  {B)  Three-hour  film  fol- 
lowing barium  meal  demonstrating  normal  small  bowel  pattern  and  extensive  mucosal  destruction  of  ascend- 
ing colon. 


bows,  wrists,  fingers,  knees,  and  ankles.  He 
gradually  became  a semi-invalid,  was  unable  to 
work,  and  had  to  resort  to  the  use  of  crutches  for 
ambulation.  There  was  never  any  evidence  of 
cardiac  involvement.  During  the  ensuing  year 
the  arthritis  became  more  severe,  persistent,  and 
incapacitating  and  failed  to  respond  to  the  com- 
monly employed  conservative  measures.  In 
1950  he  was  studied  thoroughly  at  a hospital  in 
another  city  where  he  was  hospitalized  three 
times  during  1950  and  1951.  At  this  time  he 
had  no  intestinal  distress  but  did  have  two  or 
three  soft  bowel  movements  daily  without  gross 
blood.  Apparently  this  w'as  unknown  or  con- 
sidered insignificant  for  no  proctosigmoidoscopic, 
barium  enema,  or  barium  meal  examination  was 
done.  During  the  final  admission  at  that  hos- 
pital in  December,  1951,  it  was  noted  that  he 
had  conjunctivitis  of  the  right  eye  and  a maculo- 
papular  eruption  around  both  ankles.  The 
diagnosis  at  that  institution  was  acute  rheuma- 
toid arthritis. 

The  attacks  of  arthritis  and  fever  continued 
relentlessly,  and  he  spent  most  of  his  time 
in  bed  or  hobbling  about  on  crutches.  In  1952  and 
1953  he  had  several  attacks  of  severe  bilateral 
iritis  for  w’hich  he  consulted  an  ophthalmologist. 
During  these  same  years  he  also  had  recurring 
perirectal  abscesses  which  drained  spontaneously 
following  conservative  local  measures.  In  July, 
1954,  a perianal  fistula  was  excised.  In  October, 


1954,  a left  lumbar  sympathectomy  was  done  for 
obliterative  vascular  disease  (Buerger’s  disease). 
At  this  time  he  still  had  no  abdominal  pain  and  a 
few  apparently  insignificant  bowel  movements 
daily.  In  November,  1954,  he  was  seen  in  con- 
sultation by  an  internist  who  stated  that  in  view 
of  the  rheumatoid  arthritis,  iritis,  and  thrombo- 
angiitis obhterans  the  patient  could  have  a dif- 
fuse collagen  disease,  probably  periarteritis 
nodosa.  Now  the  patient  was  completely  bed- 
ridden with  fever  and  arthritis.  In  December, 
1954,  five  years  after  the  onset  of  the  arthritis, 
another  small  perianal  fistula  was  observed. 
Proctosigmoidoscopic  examination  disclosed,  in 
addition,  two  small  rectal  fistulas;  otherwise, 
the  rectum  and  sigmoid  were  normal.  For  the 
first  time  since  the  onset  of  his  illness  a barium 
enema  examination  was  done.  This  disclosed 
rigidity,  narrowing,  mucosal  destruction,  loss  of 
normal  haustral  markings,  and  fuzzy  borders  of 
the  ascending  and  proximal  transverse  colon 
(Fig.  lA).  The  remainder  of  the  colon  was  nor- 
mal radiographically.  Barium  meal  studies  a 
few  days  later  confirmed  the  barium  enema  find- 
ings (Fig.  IB),  and  the  small  bowel  appeared 
normal.  A belated  diagnosis  of  segmental  colitis 
was  made.  Because  of  the  fistulization  and  despite 
the  grossly  normal  rectum  and  sigmoid  mucosa, 
an  ileostomy,  colectomy,  and  abdominoperineal 
resection  were  done  in  two  stages  eleven  months 
apart.  It  is  interesting  that  the  colon  disclosed 
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ulcerative  colitis  more  advanced  in  ascending  colon  with  severity  diminishing  distally,  and  large  skip  lesion 
(arrow)  in  sigmoid.  (B)  Close-up  of  skip  lesion  in  sigmoid.  Note  normal-appearing  mucosa  above  and  below  i 
lesion. 


far  more  extensive  involvement  than  was  shown 
on  the  x-ray  film.  The  entire  colon  was  involved 
extensively  by  continuity  and  skip  lesions  from  the 
cecum  to  the  sigmoid,  the  older  and  more  advanced 
lesions  being  in  the  right  portion  of  the  colon, 
which  was  probably  the  site  of  the  parent  lesion, 
and  the  intensity  and  severity  gradually  dimin- 
ishing distally  (Fig.  2A  and  B).  The  pathologic 
diagnosis  was  chronic  ulcerative  colitis,  segmental 
type. 

Following  the  first  operation  improvement  was 
striking  and  almost  immediate.  Within  a few 
weeks  the  arthritis,  which  had  invalided  him  for 
about  five  years,  had  practically  disappeared.  In 
a few  months  he  gained  25  pounds.  Proctoscopic 
examination  three  months  after  the  first  operation 
disclosed  moderate  diffuse  friability  and  slight 
ulceration  of  the  rectal  mucosa.  Thus,  the 
wisdom  of  not  having  attempted  an  earlier 
anastomotic  operation  was  proved. 

Now,  more  than  four  years  since  the  last  opera- 
tion, his  return  to  normal  health  has  been 
dramatic.  He  has  had  no  further  arthritis  and  is 


one  of  the  bulwarks  of  the  local  ileostomy  asso-  - 
ciation. 

Comment. — Because  of  minimal  intestinal  . 
symptoms  the  correct  diagnosis  in  this  case  was  If 
overlooked  for  five  years  despite  the  attendance 
and  consultation  of  competent  physicians.  It 
would  seem  that  the  presence  over  the  years  of 
fever,  arthritis,  skin  lesions,  ocular  manifesta- 
tions, and  perianal  and  perirectal  infections  and 
fistulas  should  have  “rung  a bell”  somewhere 
along  the  line  and  suggested  to  someone  the 
possibility  of  segmental  colitis  as  the  parent 
disease.  Yarnis  and  Crohn'®  cite  2 cases  of 
segmental  colitis  that  presented  with  eye  com- 
plications only,  1 with  iridocyclitis,  the  other 
with  corneal  ulceration;  both  cleared  with  suc- 
cessful treatment  of  the  intestinal  disease.  The 
lesson  to  be  derived  from  this  case  is:  despite 
absent  or  minimal  diarrhea  and  intestinal  sym- 
toms,  unexplained  fever  and  arthritis  may  con- 
stitute the  only  significant  clues  to  a diagnosis 
of  segmental  colitis.  The  addition  of  skin  lesions, 
fistulization,  or  ocular  complications  makes  this 
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diagnosis  even  more  probable.  The  medical 
profession  at  large  has  been  backward  in  recog- 
nizing these  subtle  guides  to  the  correct  diagnosis. 

Subacute  Bacterial  Endocarditis. — Case  2. 
— A thirty-eight-year-old  white  married  female 
was  examined  in  1939  and  found  to  have  a heart 
murmur.  In  1954,  and  again  in  1955,  she  was 
hospitalized  because  of  chills,  une.xplained  fever, 
weight  loss,  anemia,  and  mild  diarrhea.  The  re- 
sult of  a proctosigmoidoscopic  e.xamination  was 
negative.  A barium  enema  examination  was  not 
done.  Her  temperature  was  irregular  with  daily 
rises  up  to  104  F.  There  was  a loud  presystolic 
mitral  bruit  and  palpable  thrill.  There  were  no 
petechiae,  splenomegaly,  or  other  embolic  mani- 
festations. The  hemoglobin  was  10  Gm.  and 
the  white  cell  count  was  15,200.  The  differential 
count  was  normal.  Agglutination  tests  for 
brucellosis,  t3^phoid,  paratyphoid,  tularemia,  and 
heterophilic  antibodies  showed  negative  esults. 
Numerous  blood  cultures  were  sterile.  An  x-ray 
film  of  the  lungs  and  an  electrocardiograph 
showed  negative  results.  Examination  of  the 
stool  disclosed  no  ova,  parasites,  or  pathogenic 
bacteria.  She  had  never  observed  gross  blood  in 
the  rectal  discharges.  The  mild  intermittent 
diarrhea  was  considered  to  be  functional. 

Because  of  the  chills,  fever,  anemia,  and  loud 
presystolic  bruit,  and  despite  negative  results  in 
the  blood  cultures,  a tentative  diagnosis  of 
chronic  rheumatic  endocarditis  with  super- 
imposed subacute  bacterial  endocarditis  was 
made.  Large  doses  of  penicillin  and  strepto- 
mycin were  given  without  effect.  Following  oral 
cortisone  therapy  the  temperature  dropped  to 
normal.  At  home  she  continued  to  have  a few 
soft  bowel  movements  daily  and  the  fever  con- 
tinued. In  June,  1956,  she  was  again  hospitalized. 
High  fever,  leukocytosis,  and  anemia  persisted 
and  the  cardiac  findings  were  unchanged.  A 
rectal  examination  disclosed  several  anal  and 
perianal  fistulas  discharging  purulent  material. 
There  was  considerable  destruction  of  the  anal 
and  rectal  sphincters.  Proctosigmoidoscopic  ex- 
amination disclosed  a small  rectal  fistula,  but 
otherwise  the  rectal  and  sigmoid  mucosa  ap- 
peared normal.  Agglutination  tests  and  blood 
cultures  still  showed  negative  results.  A barium 
enema  examination  disclosed  extensive  ulceration, 
rigidity,  foreshortening,  and  mucosal  destruction 
of  the  entire  colon,  the  more  advanced  changes 
being  in  the  right  side  of  the  colon.  The  terminal 
ileum  appeared  normal.  An  ileostomy. 


colectomj',  and  abdominoperineal  resection  were 
done  in  one  stage.  Grosslj-  and  microscopically 
the  resected  colon  showed  the  advanced  changes 
of  ulcerative  colitis  with  the  older  and  more 
advanced  lesions  in  the  right  side  of  the  colon 
gradually  diminishing  in  severity  distalljL  The 
lower  sigmoid  and  rectum  appeared  essentiallj" 
normal.  The  anal  region  disclosed  appreciable 
fistulization  and  extensive  destruction  of  the 
sphincteric  musculature.  Historicalh",  clinicallj-, 
and  pathologically  this  appeared  to  be  a case  of 
ulcerative  colitis  of  the  segmental  type.  Her 
postoperative  course  was  satisfactorj'  and  she 
was  discharged  from  the  hospital  two  weeks  later. 
On  the  fifth  day  at  home  she  suddenly  began  to 
hav^e  abdominal  jiain,  vomiting,  and  outpouring 
of  huge  quantities  of  secretions  from  the  ileos- 
tomy stoma.  She  was  readmitted  to  the  hospital 
in  extremis  and  died  twenty-four  hours  later, 
apparently  from  irreversible  shock  and  electrotyte 
depletion.  There  was  no  postmortem  examina- 
tion. 

Comment. — The  correct  diagnosis  was  over- 
looked in  this  patient  for  about  a j'ear  and  a half. 
With  fever,  anemia,  and  a loud  cardiac  bruit 
dominating  the  picture,  and  the  mild  diarrhea  at 
first  appearing  insignificant  and  probablj'  func- 
tional, the  diagnosis  of  subacute  bacterial  endo- 
carditis was  certainly  understandable.  The 
diagnosis  of  segmental  colitis  can  be  made  with 
certainty  only  by  a barium  enema  examination, 
and  had  this  been  done  during  the  first  hospitaliza- 
tion when  the  results  of  proctoscopj'  were  nega- 
tive, the  correct  diagnosis  might  have  been  made. 
The  appearance  of  fistulas  indicated  that  this  was 
not  a functional  diarrhea.  Finally,  although 
Crohn^  mentions  that  segmental  colitis  may 
occasionally  involve  the  heart  valves,  the  pres- 
ence of  segmental  colitis  and  chronic  endocarditis 
in  this  patient  more  probably  represents  a 
fortuitous  coincidence  of  two  unrelated  diseases. 
Crohn  and  Yarnis®  have  pointed  out  that  manj' 
cases  of  segmental  colitis  are  associated  with 
chronic,  valvular  heart  disease,  and  that  this 
association  is  probably  coincidental. 

Rheumatic  Fever  with  Erythema  Multi- 
forme. — Case  3. — A twenty-eight-year-old  mar- 
ried, white  female  was  hospitalized  on  May  27, 
1952,  because  of  fever,  anemia,  intermittent  mild 
diarrhea,  weight  loss,  erythematous  skin  lesions 
on  all  extremities,  and  migratory  joint  pains  of  a 
month’s  duration . She  had  a temperature  eleva- 
tion everj'  day  up  to  103  F.  A dermatologist 
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Fig.  3.  Case  3. — (A)  A barium  enema  film  taken  on  June  9,  1952,  originally  read  as  showing  negative 
findings,  shows,  we  believe,  moderate  distortion  of  the  mucosal  markings  of  the  descending  colon.  {B)  A 
second  barium  enema  film  taken  on  October  23,  1954,  discloses  changes  of  extensive  ulcerative  colitis  of 
entire  colon  to  sigmoid. 


diagnosed  the  eruption  as  erythema  multiforme. 
The  heart  was  normal  except  for  tachycardia. 
An  x-ray  film  of  the  lungs  showed  normal  results 
and  an  electrocardiograph  also  showed  normal 
results  except  for  the  tachycardia.  The  hemo- 
globin was  9 Gm.,  the  white  cell  count  was  10,200, 
and  the  differential  count  was  normal.  The 
erythrocyte  sedimentation  rate  was  elevated. 
Agglutination  tests  showed  negative  results  for 
brucellosis,  typhoid,  paratyphoid,  and  hetero- 
philic  antibodies.  Blood  cultures  were  sterile  and 
blood  studies  disclosed  no  plasmodia  or  lupus 
erythematosus  cells.  Examination  of  the  stools 
showed  no  ova,  parasites,  or  pathogenic  bacteria. 
The  results  of  a proctoscopic  examination  were 
negative.  A barium  enema  examination  on 
June  9,  1952,  was  reported  as  showing  normal 
findings,  but,  some  two  years  later,  when  we  first 
viewed  these  films  we  felt  there  was  suggestive 
evidence  of  distortion  of  the  mucosal  markings 
of  the  descending  colon  (Fig.  3A).  The  clinical 
diagnosis  was  rheumatic  fever  with  erythema 
multiforme.  Because  of  the  reported  negative 
results  of  proctoscopic  and  barium  enema  exam- 
inations, the  intestinal  tract  was  apparently 
exonerated  as  the  cause  of  her  illness.  Tempera- 
tures up  to  103  F.,  the  skin  lesions,  and  shifting 
joint  pains  persisted  for  about  three  weeks. 


Following  oral  cortisone  therapy  there  was  con- 
siderable improvement,  and  she  was  discharged 
on  July  3,  1952.  For  about  a year  following  her 
discharge  from  the  hospital  she  was  in  fairly  good 
health.  Then  the  joint  pains  and  eruption  on 
the  extremities  recurred. 

We  first  saw  her  about  two  years  later,  in 
September,  1954,  because  of  a recurrence  of  the 
diarrhea.  At  that  time  she  was  verj'  ill. 
There  was  a pronoimced  pallor  and  a pink 
maculopapular  eruption  on  the  arms  and  legs. 
The  hemoglobin  was  7 Gm.  An  anorectal  exam- 
ination disclosed  extensive  suppuration  and  ad- 
vanced destruction  of  the  sphincteric  muscula- 
ture. She  had  been  wearing  a protective  perineal 
pad  for  months . T wo  fingers  were  easil_v  admitted 
into  the  rectum.  There  was  also  extensive 
perianal  fistulization  and  a large  ucler  extending 
from  the  anus  through  the  sphincters  into  the 
rectum.  Otherwise,  the  rectum  and  sigmoid 
mucosa  appeared  normal.  She  was  hospitalized 
on  October  1,  1954.  A barium  enema  examina- 
tion showed  the  characteristic  changes  of  ulcera- 
tive colitis  of  the  entire  colon  down  to  the 
sigmoid  (Fig.  3B).  A barium  meal  examination 
disclosed  a normal  small  bowel.  Ultimately, 
she  had  an  ileostomy,  colectomy,  and  abdomino- 
perineal resection  in  two  stages  about  one  3'ear 
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Fig.  4.  Case  3. — Specimen  of  terminal  ileum  and 
entire  colon  showing  typical  lesions  of  ulcerative 
colitis,  more  severe  with  pseudopolyposis  in  distal 
transverse  and  descending  colon  and  milder  in 
ascending  colon.  Terminal  ileum  and  sigmoid  free 
from  disease. 

apart.  Obviously,  no  anastomotic  operation 
could  be  considered  because  of  the  extensive  de- 
struction of  the  anal  sphincters  and  fistulization. 
The  extirpated  colon  showed  the  typical  changes 
of  advanced  ulcerative  colitis  throughout  the 
large  intestine  to  the  lower  sigmoid.  The 
descending  colon  showed  the  most  advanced 
lesions  and  the  right  side  of  the  colon  the  least, 
indicating  that  the  former  was  probably  the 
parent  site  of  the  disease  (Fig.  4).  This  was  in 
agreement  with  our  opinion  that  the  original 
barium  enema  films  showed  early  changes  of 
ulcerative  colitis  in  the  descending  colon.  Im- 
jirovement  was  almost  immediate  after  recovery 
from  the  first  operation.  Now,  more  than  five 
years  later,  the  patient  is  in  excellent  health. 

Comment. — With  fever,  anemia,  minimal  diar- 
rhea, and  shifting  joint  pains  in  a young  female, 
the  clinical  picture  so  closely  simulated  rheumatic 
fever  that  the  correct  diagnosis  of  segmental  colitis 
was  missed  for  about  two  and  a half  years. 
Erythematous  skin  lesions  (marginatum,  nodo- 
sum, and  multiforme)  have  been  described  in 
rheumatic  fever,  but  also  are  very  commonly 
observed  in  all  varieties  of  ulcerative  colitis, 
particularly  typical  erythema  nodosum.  De- 
spite  the  negative  barium  enema  report,  the  con- 
tinued fever,  anemia,  joint  pains,  skin  lesions, 
and  intermittent  diarrhea  should  have  suggested 
the  diagnosis  of  segmental  colitis. 

Obscure  Prolonged  Fever. — Case  4- — An 
eighteen-year-old  male  student  was  in  good 


health  until  September,  1958,  when  he  had  a 
“virus  attack”  characterized  by  spiking  fever, 
vague  abdominal  discomfort,  and  mild  diarrhea 
that  lasted  about  ten  days.  One  month  later,  a 
similar  attack  with  protracted  fever  and  minimal 
intestinal  symptoms  necessitated  hospitalization 
elsewhere  for  investigation.  Treatment  with  a 
low  residue  diet,  sulfadiazine,  and  prednisone 
induced  a complete  remission  in  six  weeks.  A 
barium  enema  examination  revealed  changes  in 
the  transverse  and  descending  colon  consistent 
with  “ulcerative  colitis”;  all  other  diagnostic 
studies  showed  negative  results.  During  the 
ensuing  eight  months  he  exiierienced  three  more 
attacks  of  intermittent  fever,  two  to  four  weeks 
in  duration,  with  daily  elevations  in  tempera- 
ture ranging  from  100  to  104  F.  These  episodes 
were  associated  with  painful  swelling  of  the  joints 
in  the  fingers  and  right  knee,  but  there  was  no 
essential  change  in  his  bowel  habits.  His  bowel 
movements  rarely  exceeded  three  in  number  and 
often  during  these  febrile  attacks  were  “quite 
normal.”  On  a few  occasions  he  noted  loose 
movements  with  occasional  blood  streaks. 

He  was  admitted  to  the  hospital  on  December 
18,  1959,  because  of  unremitting  fever  with  daily 
temperature  elevations  of  104  to  105  F.  of  two 
weeks  duration.  He  was  having  two  or  three 
bowel  movements  daily  with  no  gross  blood  and 
com])lained  of  some  painful  swelling  in  the  meta- 
carpojihalangeal  joints  of  both  hands  and  to  a 
lesser  degree  in  the  right  knee  and  ankle.  A 
Iihysical  examination  revealed  a slightly  de- 
hydrated, well-nourished,  acutely  ill  young  man 
with  a pulse  rate  of  96,  respirations  of  22,  and 
temperature  of  102.5  F.  The  heart  showed  a 
Grade  II  systolic  murmur  along  the  left  sternal 
border.  The  abdomen  was  soft  with  no  localized 
tenderness,  and  the  bowel  sounds  were  normal. 
The  rectal  examination  and  proctoscopy  revealed 
normal  findings.  A solitary  erythema  nodosum 
lesion  was  noted  on  the  left  foot.  The  hemo- 
globin was  10  Gm.,  the  hematocrit  34,  the  white 
blood  count  13,800  cells  per  cubic  millimeter  and 
the  smear  showed  a shift  to  the  left.  The  urinal- 
ysis was  normal.  The  serum  electrolytes  were 
normal  except  for  a diminished  potassium  to  2.8 
mEq.  per  liter.  Three  blood  cultures  revealed 
no  growth.  The  sedimentation  rate  was  mod- 
erately elevated.  The  stools  contained  no  ova 
or  parasites  and  examination  revealed  consistently 
positive  results  for  occult  blood.  Agglutination 
tests  for  brucellosis,  typhoid,  paratyphoid. 
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Fig.  5.  Case  — Barium  enema  film  demonstrat- 
ing loss  of  normal  haustral  markings,  feathering, 
foreshortening,  and  pseudopolyposis,  typical  of 
severe  ulcerative  colitis.  Note  normal-appearing 
sigmoid  and  rectum. 

tularemia,  and  heterophilic  antibodies  showed 
negative  results.  A barium  enema  examination 
demonstrated  destruction  of  the  mucosal  pat- 
tern, irregularity  of  contour,  foreshortening,  and 
loss  of  haustral  markings  involving  the  entire 


proximal  colon  down  to  the  sigmoid  (Fig.  5). 
Compared  with  the  films  taken  elsewhere  six 
weeks  previously,  the  roentgenograms  showed  a 
striking  progression  of  the  disease,  yet  the  rectum 
and  distal  sigmoid  were  unaffected. 

With  the  diagnosis  of  segmental  cohtis  estab- 
lished, initial  treatment  consisted  of  a low  residue 
diet,  intravenous  fluids,  blood  transfusions,  and 
the  administration  of  2 Gm.  of  chloramphenicol 
per  day.  The  fever  continued  with  temperature 
spikes  to  104.2  F.,  and  two  day's  later  25  mg.  of 
corticotropin  in  1,000  cc.  of  5 per  cent  glucose 
was  administered  intravenously^  during  eight 
hours.  Penicillin  and  streptomy'cin  were  started 
and  the  next  day  the  corticotropin  was  repeated 
intravenously.  The  response  was  dramatic  and 
the  patient  became  afebrile  within  thirty'-six 
hours.  Aqueous  ACTH  in  a dose  of  120 
units  intramuscularly  daily  was  begun;  he  ex- 
perienced a distinct  sense  of  well-being,  and  his 
appetite  improved.  The  ACTH  was  withdrawn 
gradually  over  a period  of  three  weeks,  but  when 
it  was  discontinued  a febrile  reaction  was  again 
observed.  On  the  thirty-fifth  hospital  day  a total 
colectomy  with  ileoproctostomy  was  done.  The 
specimen  showed  extensive  chronic  inflammatory 
changes  with  advanced  pseudopoly'posis  and 
characteristic  thickening  of  the  wall  invohdng  the 
entire  colon  with  sharp  demarcation  at  the  sig- 
moid (Fig.  6A  and  B).  Microscopic  sections 
showed  granulomatous  and  chronic  ulcerative 
lesions  (Fig.  7 A and  B).  The  patient  made  a 


Fig.  6.  Case  4. — (A)  Specimen  of  terminal  ileum  and  entire  colon  showing  advanced  ulcerative  colitis 
with  diffuse  pseudopolyposis  most  severe  in  ascending  and  transverse  colon.  Sigmoid  free  from  disease.  {B) 
Close-up  of  portion  of  transverse  colon  demonstrating  pseudopolyps. 
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Fig.  7.  Case  4- — Sections  from  transverse  colon  showing  multiple  granulomata  in  (A)  submucosa  and  (B) 
muscular  wall.  These  granulomas  are  characterized  by  numbers  of  epithelioid  cells,  multinucleated  foreign 
body  giant  cells,  and  few  lymphocytes.  The  overlying  mucosa  in  (A)  shows  acute  inflammation  and  hemor- 
rhage more  typical  of  ulcerative  colitis.  (Hematoxylin  and  Eosin  Stain) 


gradual,  uncomplicated  recovery  and  was  dis- 
charged on  the  fifty-sixth  hospital  day  with  essen- 
tially normal  bowel  function.  Three  months 
postoperatively  his  clinical  condition  remains 
excellent,  he  is  having  two  or  three  normal  bowel 
movements  daily,  and  the  rectum  appears  normal 
at  proctoscopy. 

Comment. — The  several  significant  factors  in 
this  case  are:  (1)  the  long  history  of  relapsing  high 
fever;  (2)  the  minimal  colonic  symptoms  during 
periods  of  exacerbation;  (3)  the  association  of 
various  systemic  manifestations:  joint  involve- 
ment, cardiac  murmur,  and  erythema  nodosum 
obscuring  the  colitis  already  suggested  by  pre- 
vious barium  enema  studies  and  regarded  un- 
tenable because  of  minimal  diarrhea  and  absent 
abdominal  pain;  (4)  the  dramatic  response  to 
intravenous  corticotropin  and  the  return  of  fever 
following  its  withdrawal;  and  (5)  the  excellent 
response  to  a one-stage  colectomy  and  ileo- 
proctostomy  with  no  postoperative  morbidity. 
Yarnis  and  Crohn*®  have  reported  20  such  cases 
in  their  series  with  sustained  good  results  and  also 


6 patients  who  have  developed  “metachronous” 
granulomatous  ileitis  but  no  rectal  involvement 
postoperatively.  The  granulomatous  character 
of  the  chronic  inflammation  in  the  colon  is  also 
noteworthy.  This  feature  as  a differential 
histologic  characteristic  from  the  universal  tyjic 
has  already  been  mentioned  by  several  au- 
thors.*Finally,  this  case  emphasizes 
significantly  the  importance  of  considering  seg- 
mental colitis  in  the  differential  diagnosis  of 
any  case  of  prolonged  fever  of  obscure  origin. 

Conclusions 

When  dealing  with  an  entity  recognized  for 
its  controversial  aspects  in  etiology,  path- 
ology, and  treatment,  it  is  not  surprising  to 
note  that  its  clinical  manifestations  also  may 
be  perplexing.  These  4 cases  not  only  sup- 
port Crohn’s  contention  that  the  systemic 
or  general  symptoms  of  segmental  colitis 
often  dominate  the  clinical  picture,  but 
also  emphasize  vividly  that  the  underlying 
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causative  inflammatory  disease  in  the  colon 
may  go  unrecognized  for  years.  Exactly 
how  often  this  occurs  we  do  not  know,  but 
4 such  cases  in  a group  of  33  is  indeed  note- 
worthy. We  might  add  a fifth  patient  now 
being  treated  for  chronic  complicated  poly- 
articular arthritis  associated  with  “silent 
segmental  colitis”  repeatedly  diagnosed  by 
means  of  barium  enema  studies  during  the 
past  ten  years.  Two  other  patients  who 
presented  with  massive  rectal  hemorrhage 
are  under  observation,  1 without  previous 
intestinal  symptoms  and  1 with  a history 
of  mild  diarrhea.  The  diagnoses  were  es- 
tablished on  the  basis  of  roentgenologic 
evidence  of  unequivocal  involvement  of  the 
right  colon  and  negative  results  of  proc- 
toscopic examinations.  One  of  our  patients 
had  been  treated  for  seven  years  in  accord- 
ance with  a diagnosis  of  “mucous  colitis” 
before  a perianal  fistula  with  suppuration 
provided  the  key  to  the  true  nature  of  the 
inflammatory  condition  in  the  colon.  Thus, 
8 patients  in  our  group  of  33,  or  24  per  cent, 
may  be  said  to  have  experienced  bizarre 
onsets  of  the  disease. 

It  is  significant  also  that  3 of  the  4 cases 
we  have  presented  had  rectal  complications, 
and  2 were  subjected  to  local  surgery  before 
the  possibility  of  segmental  colitis  was  sus- 
pected. Neuman,  Bargen,  and  Judd®  re- 
ported that  8 of  their  patients  also  had 
undergone  local  operative  procedures  for 
perianal  complications  before  the  under- 
lying disease  was  recognized.  The  clinical 
significance  of  recurring  perianal  and  per- 
irectal fistulas  has  been  emphasized  time 
and  again  by  Crohn  but  is  still  not  uni- 
versally appreciated.  They  may  be  present 
as  local  disease,  to  be  sure,  but  in  our  ex- 
perience are  more  often  indicative  of  chronic 
inflammatory  disease  of  the  intestinal  tract. 
Yarnis  and  Crohn have  stated  that  rectal 
complications  may  precede  by  many  years 
the  onset  of  intestinal  symptoms  in  seg- 
mental colitis. 

Finally,  it  is  evident  from  the  material 
presented  that  even  when  local  symptoms 
are  minimal  or  absent,  such  bizarre  clinical 


preludes  as  obscure  fever,  joint  pains,  eiy- 
thematous  cutaneous  lesions,  and  ocular 
and  rectal  complications  should  direct  at- 
tention to  the  intestinal  tract  as  the  causa- 
tive site  of  the  chronic  inflammatory  disease. 

Summary 

Four  cases  of  segmental  cohtis  have  been 
described  illustrating  bizarre  clinical  man- 
ifestations of  the  disease.  Intestinal  symp- 
toms were  absent,  minimal,  or  overlooked. 
Failure  to  recognize  the  significance  of  the 
systemic  manifestations  caused  a diagnostic 
delay  of  from  one  to  five  years.  Erroneous 
diagnoses  included;  (1)  rheumatoid  ar- 
thritis, (2)  subacute  bacterial  endocarditis, 
(3)  rheumatic  fever  with  erythema  multi- 
forme, and  (4)  obscure  prolonged  fever. 
These  deceptive  masquerades  offer  a chal- 
lenge to  greater  clinical  perspicacity. 

Acknowledgment. — We  are  indebted  to  Arthur  A. 
Stein,  M.D.,  professor  of  pathology,  Albany  Medical 
College,  for  the  report  of  the  pathologic  findings  and  the 
photographs  in  Case  4. 
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Discussion 

Sidney  M.  Fierst,  M.D.,  Brooklyn,  New 
York. — Dr.  Yunich  and  Dr.  Fradkin  have  per- 
formed a distinct  service  in  bringing  to  the 
attention  of  the  general  internist  the  systemic 
manifestations  of  segmental  colitis.  In  our  ex- 
perience this  form  of  colitis  occurred  in  12  per 
cent  of  400  patients  with  ulcerative  colitis. 
Segmental  or  right-sided  colitis  should  be  borne 
in  mind  in  the  differential  diagnosis  of  fever  and 
anemia.  The  second  patient  presented  by  Dr. 
Yunich  and  Dr.  Fradkin  actually  was  treated 
empirically  for  subacute  bacterial  endocarditis. 
This  emphasizes  that  fever  is  the  most  common 
manifestation  of  this  form  of  colitis.  Although 
some  change  in  the  character  of  the  bowel  move- 
ment is  usually  present,  diarrhea  may  be  minimal 
and  fever  the  outstanding  symptom.  Fever  was 
the  presenting  complaint  in  34  of  the  48  patients 
in  our  group. 

Probably  the  most  common  feature  of  seg- 
mental colitis  is  the  skin  manifestations. 
Erythema  nodosum  and  erythema  multiforme 
occurred  in  28  of  the  48  patients.  These  skin 
manifestations  respond  dramatically  to  corticoid 
therapy.  Some  tissue  sensitization  phenomenon 
may  account  for  these  skin  manifestations. 

Arthralgia  is  much  more  common  than  true 
rheumatoid  arthritis.  It  is  unusual  to  find  ob- 
jective x-ray  changes.  The  involvement  is  in 
the  periarticular  tissue  with  swelling  and  some 
fixation.  Removal  of  the  diseased  segment  most 
often  results  in  complete  disappearance  of  the 
joint  pains.  The  appearance  of  joint  manifesta- 
tions often  precedes  or  coincides  with  the  onset  of 
exacerbation.  The  articular  manifestations  oc- 


curred in  38  per  cent  of  our  patients.  In  gen- 
eralized ulcerative  colitis  it  occurred  in  6 per  cent. 

Eye  manifestations  of  iritis,  iridocyclitis, 
uveitis,  and  conjunctivitis  also  are  commoner 
in  this  type  of  colitis.  In  the  segmental  group 
this  occurred  in  30  per  cent  of  the  patients  as 
opposed  to  8 per  cent  in  the  diffuse  form. 

The  occurrence  of  multiple  perirectal  fistulas 
should  arouse  the  suspicion  of  a segmental  colitis 
or  ileitis  being  present  and  a barium  enema  exam- 
ination should  be  done. 

The  involvement  of  the  right  side  of  the  colon 
is  more  likely  to  produce  systemic  manifestations, 
while  involvement  on  the  left  side  of  the  colon 
in  more  likely  to  attract  attention  by  producing 
local  symptoms  of  diarrhea  and  passage  of  blood. 
Fever,  skin  lesions,  ophthalmic  manifestations, 
arthralgia,  clubbing  of  fingers  and  toes,  spleno- 
megaly, anemia,  and  hyperglobulinemia  occur 
much  more  frequently  in  the  patient  with  seg- 
mental colitis  than  in  the  patient  with  diffuse 
ulcerative  colitis  lying  distal  to  the  splenic  flexure. 
It  is  speculated  that  the  reason  for  this  may  be 
related  to  the  greater  absorptive  capacity  of  the 
right  colon. 

Two  points  in  this  excellent  paper  bear  em- 
phasis. The  first  is  that  this  is  a progressive 
disease.  Over  a period  of  time  it  will  extend  over 
the  colon  to  the  left.  It  may  also  jump  the 
ileocecal  valve  barrier  and  produce  ileocolitis. 
Surgical  intervention  in  the  form  of  a colectomy 
and  ileoproctostomy  or  an  ileosigmoidostomy 
should  be  performed  early.  In  9 patients  op- 
erated on  in  this  manner,  8 have  been  well  for 
five  years. 

However,  once  the  rectum  is  involved,  the 
ileoproctostomy  should  not  be  performed.  An 
ascending  ileitis  will  result.  Once  the  rectum  is 
involved,  the  only  treatment  for  the  patient 
who  is  not  remitting  on  medical  treatment  is  the 
performance  of  colectomy,  proctectomy,  and 
ileostomy. 

I wish  to  thank  Dr.  Yunich  and  Dr.  Fradkin 
for  the  opportunity  of  reading  their  manuscript 
and  commend  them  for  an  excellent  and  timely 
presentation. 


Shallow  men  believe  in  luck;  wise  men  in  cause  and  effect. — Ralph  Waldo  Emerson 
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The  Spring  Sign 

In  Detection  of  Fracture  of  the  Internal  Meniscus 


ARTHUR  A.  MICHELE,  M.D.,  F.A.C.S.,  BROOKLYN,  NEW  YORK  k 
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^ I ''he  spring  sign  is  based  on  the  principle 
that  its  execution  will  produce  a 
stretching  of  a torn  and  frayed  meniscus, 
and  that  in  cases  where  its  execution 
produces  negative  results  there  will  be  a 
piling  up  of  the  damaged  meniscus  anteriorly 
within  the  knee  joint,  with  resultant  fixation 
of  restriction  of  movement  into  full  exten- 
sion or  hyperextension  (screw-home  posi- 
tion) as  compared  with  the  opposite  knee. 

Mechanics  of  Extension  of  the  Knee 
Joint 

De  Palma*  notes  that  because  of  the 
difference  in  configuration  of  the  femoral 
condyles,  the  longitudinal  axis  of  rotation 
passes  through  the  medial  condyle. 

An  inspection  of  their  articular  surfaces 
discloses  that  the  posterior  two  thirds  of  the 
condyles  are  parallel.  However,  the  an- 
terior one  third  of  the  medial  condyle  is 
directed  outward  toward  the  trochlear 
surface;  no  counterpart  exists  on  the  outer 
condyle.  When  extension  is  performed  with 
the  tibia  fixed,  the  femoral  condyles  roll  and 
glide  on  the  articular  surface  of  the  tibia 
and  superior  surfaces  of  the  menisci  until 
the  total  area  of  the  condyles  is  extended. 
With  continued  muscular  action,  the  re- 
maining movement  to  complete  extension 
occurs  on  the  curved  oblique  portion  of  the 
inner  condyle.  This  is  achieved  by  internal 
rotation  of  the  femur  until  all  of  the  articular 
surface  is  consummated  in  the  movement. 
The  final  position  places  the  knee  in  full 
extension,  and  the  sequence  of  events  bring- 
ing this  about  is  designated  the  “screw- 

* De  Palma,  A.  F. ; Diseases  of  the  Knee,  Phila- 
delphia, J.  B.  Lippiucott  Co.,  1954,  p.  93. 


home”  movement. 

Relation  of  Damaged  Internal  Meniscus 
and  Defect  in  Extension 


Both  menisci  migrate  forward  on  extension 
and  backward  on  flexion  of  the  knee  joint. 
When  the  damaged  meniscus  produces  a 
defect  of  extension  beyond  10  degrees,  it  is 
readily  discernible  on  examination  of  the 
affected  knee  with  the  patient  supine  on  the 
table.  When  the  deficit  is  less  than  10 
degrees,  however,  the  defect  of  the  knee 
is  not  so  quickly  apparent  with  the  patient 
in  the  supine  position. 

In  this  situation  supplemental  testing  is 
called  on.  The  spring  test  is  predicated  on 
the  fact  that  when  an  individual  is  in  the 
supine  position  with  the  knee  firmly  fixed 
against  the  examination  table,  in  the  normal 
knee  the  heel  can  be  raised  off  the  table 
a distance  of  approximately  2 inches,  at 
which  point  the  knee  will  have  reached  the 
“screw-home”  position. 

In  the  illustration  (Fig.  1)  I have  substi- 
tuted the  examiner’s  forearm  for  the  2-inch 
elevation  of  the  heel.  When  the  damaged 
meniscus  moves  forward,  full  extension  and 
hyperextension  restriction  ensues,  causing  a 
mechanical  block. 
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Spring  Sign 

When  complete  testing  has  excluded  all 
facets  of  internal  derangement  of  the  knee 
including  the  menisci,  collateral  ligaments, 
and  quadriceps  apparatus,  and  the  conven- 
tional McMurray  sign  and  grinding  test 
are  at  best  equivocal,  one  comes  to  rely  on 
the  spring  test  for  enlightenment  as  to  the 
integrity  of  the  joint. 
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THE  SPRING  SIGN 


Technic 

With  the  patient  supine  on  the  examina- 
ion  table,  the  examiner’s  forearm  is  placed 
)n  the  table  in  a neutral  attitude  of  mid- 
day 1,  1961 

II 


pronation  and  supination  at  a right  angle  to 
the  patient’s  extremities  and  with  the  heel 
cords  resting  squarely  on  the  forearm  (Fig. 
1).  In  this  position  there  will  be  an  arc  of 
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approximately  5 degrees  at  the  hips,  and 
the  heels  will  be  about  2 inches  off  the 
table.  When  the  unaffected  knee  is  de- 
pressed by  the  examiner’s  hand,  it  readily 
goes  without  difficulty  into  full  extension 
position,  and  most  often  into  hyperextension, 
and  the  posterior  knee  touches  the  table. 
In  short,  there  is  a springing  of  the  knee 
during  this  maneuver. 

On  depression  of  the  patella  or  the  supra- 
patellar area  of  the  affected  member,  the 
knee  will  not  arrive  completely  at  a straight 
angle,  rarely  goes  into  hyperextension,  and 
the  popliteal  region  of  the  knee  will  not  touch 
the  table.  When  the  knee  does  not  spring, 
the  sign  is  considered  to  show  negative  re- 
sults. 

In  acute  cases  pain  is  produced  or  intensi- 
fied over  the  meniscal  area  during  the  ma- 
neuver, caused  by  stretching  of  the  torn  or 
frayed  peripheral  attachments  of  the 
meniscus. 

It  is  important  to  establish  the  patient’s 
normal  range  of  motion  of  the  knee  on  the 
unaffected  extremity,  not  only  because  its 
functional  range  must  be  used  as  a gauge  in 
comparison,  but  also  because  the  spring  sign 
can  give  negative  results  in  pathologic  con- 
ditions such  as  low-grade  osteoarthritis, 
rheumatoid  arthritis,  and  hamstring  con- 


tractures. Further,  it  is  to  be  presumed  that 
prior  to  injury  the  scope  of  movement  of  the 
affected  knee  was  comparable  to  that  of  r 
the  joint  of  the  unaffected  member. 

If  moderate  to  severe  joint  effusion  is  . 
present,  decompression  should  be  carried 
out  prior  to  testing.  An  examination  of  j 
instability  should  precede  the  test.  If  t 
anteroposterior  instability  is  present,  one  can  I 
produce  pseudonegative  spring  test  results 
by  posterior  drawer-sign  pressure  with  J 
simultaneous  gradual  extension  of  the  knee  | ; 
to  completion.  X-ray  films  are  taken  to  i 
exclude  osseous  damage  within  the  knee 
joint  and  to  determine  the  presence  of  j 
degenerative  findings.  | 

J 

Conclusion 

The  spring  sign  is  presented  as  a supple- 
mental determinative  of  meniscal  damage, 
both  as  to  its  recognition  and  in  ascertaining  , 
the  progress  of  the  knee  following  conserva- 
tive management.  The  test  has  its  greatest 
value  when  the  degree  of  extension  defect 
is  minimal  or  hyperextension  (screw-home) 
position  of  the  knee  is  absent  and  when  the  : 
conventional  signs  of  meniscal  damage 
are  absent  or  at  best  equivocal. 

166  Clinton  Street,  Brooklyn  1 1| 
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Schizophrenia  Apparently  Runs  in  Families 

of  families  had  histories  of  the  disease.  It  was 
rarely  found  in  families  in  which  only  one  twin  was 
diagnosed  as  schizophrenic.  While  there  may  be 
agreement  that  schizophrenia  runs  in  families,  opin- 
ions vary  as  to  whether  or  not  the  familial  factor  is 
essentially  genetic  or  environmental. 


Indications  that  schizophrenia,  this  nation’s  num- 
ber one  mental  disorder  runs  in  families  are  cited 
in  the  March  issue  of  Patterns  of  Disease,  a monthly 
Parke,  Davis  & Company  publication  for  phy- 
sicians. In  a study  of  families  in  which  identical 
twins  both  had  schizophrenia,  about  60  per  cent 
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Trimeprazine  in  Pediatric  Practice 

Two  Years  Clinical  Experience 

H.  EUGENE  SEANOR,  M.D.,  F.A.A.P.,  RYE,  NEW  YORK 


' T7arly  studies  of  oral  trimeprazine 
' (Temaril),  dealing  primarily  with 
I adults,  pointed  up  its  usefulness  and  relative 
safety  in  controlling  itching  associated  with 
atopic  dermatitis,  neurodermatitis,  eczema, 
and  other  dermatoses.  There  was  a hint 
in  one  of  these  papers  that  the  drug  might 
be  useful  also  as  a calmative  agent  and  as  an 
antitussive.2 

In  1958  I began  to  use  the  drug  in  my 
I pediatric  practice  and  to  collect  data  on  its 
use  as  an  antipruritic.  I soon  observed, 
or  thought  I did,  its  calmative  and  anti- 
tussive  properties,  too.  Since  there  is  little 
or  no  published  information  on  these  uses 
of  the  drug  in  pediatrics,  I have  summarized 
here  my  experience  during  the  past  two 
years  in  174  infants  and  children  given 
trimeprazine  to  control  itching,  reduce 
restlessness  and  irritability,  and  relieve 
coughing. 

Method 

The  children  ranged  in  age  from  three 
weeks  to  sixteen  years;  the  great  majority 
were  over  two  years  old.  Ninety-three 
were  treated  for  itching,  25  for  marked 
irritability  or  restlessness,  and  56  for  cough- 
ing associated  with  acute  respiratory  tract 
infections.  They  were  given  trimeprazine 
syrup  or,  in  the  cases  of  those  with  coughs, 
a modified  trimeprazine  syrup  containing 
phenylpropanolamine  and  acetaminophen 
(a  nasal  decongestant  and  an  analgetic- 
antipyretic  agent  respectively).  The  dosage 
was  decided  on  an  individual  basis:  in  most 
instances  1 teaspoonful  of  trimeprazine 
syrup  or  the  modified  syrup  was  ad- 
ministered either  every  four  to  six  hours, 
as  needed,  or  three  times  daily.  Children 
two  years  old  and  under  were  given  Vz 
teaspoonful,  usually  three  times  a day. 


TABLE  I. — Results  with  Trimeprazine  in 
Children  with  Pruritus 


Num- 
ber   — Relief  of  Itching- 


of 

Marked 

None 

Chil- 

or 

Mod- 

or 

Diagnoses 

dren  Complete 

erate 

Slight 

Measles 

28 

12 

13 

3 

Contact 

dermatitis 

27 

8 

15 

4 

Varicella 

19 

6 

8 

5 

Urticaria 

11* 

5 

3 

2 

Intertrigo 

4 

4 

Miscellaneous 

dermatoses 

4 

4 

Totals 

93 

31 

43 

18 

(33  per 

(46  per 

( 19  per 

cent) 

cent) 

cent) 

* One  patient  discontinued  the  drug. 


When  sleep  disturbances  were  present,  the 
last  daily  dose  was  given  at  bedtime.  If  it 
failed  to  sedate  the  child,  the  dose  was  re- 
peated once.  The  duration  of  therapy 
varied  from  one  to  fourteen  days,  but  the 
majority  of  the  children  completed  treat- 
ment within  five  days. 

Results 

As  AN  Antipruritic. — The  results  in 
children  with  pruritus  treated  with  tri- 
meprazine as  an  antipruritic  are  shown  in 
Table  I.  The  results  were  graded  simply 
complete  or  marked  relief,  moderate  relief, 
and  slight  or  no  relief. 

As  can  be  seen,  the  best  results  were  ob- 
tained in  cases  of  measles,  where  25  of  28  pa- 
tients obtained  satisfactory  symptomatic  re- 
lief, generally  within  twenty  to  forty-five  min- 
utes after  the  administration  of  trimeprazine. 
As  would  be  expected,  this  relief  soon 
reduced  the  scratching  and  picking  of  lesions. 
Since  the  itching  of  measles  and  chickenpox 
lasts  only  a short  time,  we  excluded  those 
cases  in  which  itching  had  passed  its  peak. 
Still,  there  was  no  infallible  way  to  do  this. 
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and  there  are  undoubtedly  several  good 
results  that  were  spontaneous,  particularly 
in  the  case  of  measles.  The  relief  of  itching 
in  other  conditions  occurred  in  approx- 
imately 75  per  cent  of  the  group,  varying 
slightly  and  probably  insignificantly  from 
condition  to  condition. 

In  one  instance  trimeprazine  was  ad- 
ministered for  two  weeks  for  an  eczematous 
condition  that  had  persisted  for  four  and 
one-half  years.  With  the  addition  of  tri- 
meprazine to  a regimen  of  dietary  measures 
and  topical  hormone  therapy  which  had 
previously  proved  barely  palliative,  good 
relief  of  this  previously  hard-to-manage 
case  of  itching  was  obtained. 

The  results  in  poison  ivy  dermatitis  were 
somewhat  difficult  to  evaluate.  All  the 
children  were  involved  severely  by  the  time 
they  were  brought  to  the  office  and  had  al- 
ready been  treated  with  patent  medicine 
remedies  by  their  mothers.  While  several 
of  these  children  obtained  excellent  relief 
of  itching  when  given  trimeprazine  without 
any  other  medication,  most,  in  view  of  wide- 
spread inflammation,  also  received  oral 
steroid  therapy  concomitantly  and  obtained 
symptomatic  relief  of  itching.  When  the 
steroids  were  stopped  and  the  trimeprazine 
continued,  the  itching  did  not  recur. 

As  A Calmative.— Trimeprazine  was 

administered  as  a calmative  to  25  children 
to  counteract  marked  irritability  and  rest- 
lessness associated  with  colic,  severe  sun- 
burn, acute  cystitis,  asthma,  otitis  media, 
urticaria,  and  roseola.  Fifteen  obtained 
satisfactory  relief ; they  fussed  less,  ac- 
cepted bed  rest  and  medication  with  less 
protesting,  and,  in  general,  were  less  of  a 
management  problem  to  their  parents. 
The  drug  calmed  them  during  the  day, 
allowed  them  to  sleep  soundly  at  night,  and 
did  not  seem  to  produce  any  hang-over. 

As  AN  Antitussive. — ^Forty-two  children 
with  nasopharyngitis,  bronchitis,  and  ton- 
silhtis,  and  with  marked  coughing,  nasal 
congestion,  fever,  and  irritability,  were 
given  trimeprazine  syrup,  augmented  with 
phenylpropanolamine  and  acetaminophen. 


as  an  antitussive.  Twenty-three  of  them  ) 
also  received  antibiotics.  Fourteen  other  > 
children  with  the  same  general  symptoms  i 
were  given  plain,  unmodified  trimeprazine  i 
syrup. 

Symptomatic  relief  was  judged  to  be  I 
good  in  93  per  cent  of  the  children  receiving  1 1. 
the  modified  syrup;  the}'’ showed  a lowering  i 
of  temperature,  generally  prompt  relief  I 
of  cough,  and  shrinkage  of  nasal  mucosa. 

In  those  who  received  the  plain  trimeprazine  1 
syrup,  results  were  understandably  not  as 
good;  only  57  per  cent  obtained  relief  of 
coughing. 

The  trimeprazine  syrup,  both  plain  and 
modified,  appeared  to  be  well-accepted. 
However,  1 child  was  unable  to  retain  the 
plain  trimeprazine  syrup  because  of  an 
intestinal  infection,  and  another  objected 
to  the  ta.ste  of  the  modified  syrup. 

I 

Summary  j 

Over  the  course  of  two  years,  174  infants  ^ 
and  children  were  given  trimeprazine  either  i 
to  control  itching,  to  reduce  irritability  and  | . 
restlessness,  or  to  relieve  the  coughing  and  i 
other  symptoms  of  respiratory  infections,  j 
As  an  antipruritic  agent,  the  drug  proved  i 
to  be  effective  in  relieving  the  itching  associ-  | ' 
ated  with  measles,  chickenpox,  urticaria, 
contact  dermatitis,  and  other  pruritic  con- 
ditions. As  a calmative,  trimeprazine  af-  i 
forded  relief  of  irritability  or  restlessness 
in  60  per  cent  of  the  children  with  these 
disturbances.  In  children  with  acute  re-  ; 
spiratory  conditions,  the  drug,  combined  : 
with  phenylpropanolamine  and  acetamino-  | 
phen,  reduced  coughing,  fever,  nasal  con-  i 
gestion,  and  other  common  symptoms  and  j 
contributed  appreciably  to  lessening  patient  ; 
discomfort.  No  side-effects  occurred. 

Highland  Road  and  Purchase  Street 
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Treatment  of  Helminthiasis  with  Dithiazanine 

Iodide 


LELAND  S.  VILLADOLID,  M.D.,  BROOKLYN,  NEW  YORK 

{From  the  Departments  of  Medicine,  State  University  of  New  York  Downstate  Medical  Center,  and  the  Kings 

County  Hospital) 


Human  helminthiasis,  particularly  in 
tropical  zones,  has,  in  the  past,  con- 
stituted a major  health  problem  with 
far-reaching  socioeconomic  implications. 
This  study  was  undertaken  primarily  to 
ascertain  the  incidence  of  helminth  in- 
fection among  Puerto  Rican  patients  ad- 
mitted to  the  Kings  County  Hospital 
Center  and  to  evaluate  the  efficacy  of  a 
new  anthelminthic  agent,  dithiazanine  io- 
dide,* in  the  treatment  of  four  common 
helminth  infections : trichuriasis,  asca- 

riasis,  strongyloidiasis,  and  Necator  in- 
festation. 

Material  and  Methods 

Patients  were  selected  at  random  from 
the  large  Puerto  Rican  inpatient  popula- 
tion of  the  Kings  County  Hospital  medical, 
pediatric,  and  surgical  services.  Stools  were 
collected  during  the  period  of  June  17,  1958, 
to  February  14,  1959.  Standard  stool  con- 
centration methods  were  used,  that  is, 
acidf  ether  sedimentation  and  zinc  sulfate 
flotation  technics.  Stools  were  collected 
in  clean,  dry  containers  without  the  ad- 
mixture of  urine  and  were  examined  without 
delay.  Also,  direct  smears  were  made  and 
examined  on  all  stool  samples.  In  the  few 
heavily  infested  patients  who  were  seen, 
quantitation  by  Stoll’s  egg  count  method 
was  carried  out. 

Initial  stool  examinations  were  performed 
in  243  patients.  In  the  group  of  18  un- 
selected, consecutive  patients  treated  with 

* Supplied  as  Delvex  by  Eli  Lilly  & Company,  In- 
dianapolis, Indiana. 

t Consisting  of  a mixture  of  40  per  cent  hydrochloric 
acid  and  sodium  sulfate  with  a specific  gravity  of 
1.08. 


dithiazanine  iodide,  5 ranged  in  age  from 
sixteen  months  to  twelve  years,  and  11 
ranged  from  sixteen  to  fifty-nine  years. 
The  total  oral  daily  dosage  for  dithiaza- 
nine iodide  was  10  to  20  mg.  per  pound  of 
body  weight  in  children  below  60  pounds. 
Patients  over  GO  pounds  received  a daily 
dose  of  GOO  mg.  All  patients  were  treated 
for  five  days,  except  those  with  strongy- 
loidiasis who  received  from  ten  to  fourteen 
days  of  therapy.  Resistant  cases  of  hook- 
worm infection  were  treated  with  a com- 
bination of  600  mg.  dithiazanine  and  1 
Gm.,**  for  children,  or  2 Gm.,  for  adults, 
tetrachloroethylene,  the  latter  admin- 
istered in  two  or  three  doses  on  alternate 
days.  Side-effects,  such  as  nausea  and 
vomiting,  were  noted. 

A total  of  three  post-treatment  stools 
were  examined,  the  first  on  the  last  day  of 
the  treatment  schedule  and  the  second  and 
third  from  one  to  two  weeks  after  the  ces- 
sation of  therapy.  If  quantitation  of  a 
previously  heavy  infection  by  the  Stoll 
technic  could  not  be  done  because  of  a 
drastic  reduction  in  the  egg  count,  the  num- 
ber of  ova  per  field  covered  by  a 22  by  40 
mm.  cover  slip  was  reported. 

Results 

Incidence  of  Helminth  Infection. — 
Of  the  243  initial  stool  examinations,  93 
(38.3  per  cent)  showed  positive  findings  for 
one  or  more  kinds  of  parasitic  ova  (Table  I). 
Trichuris  and  hookworm  ova  were  the  most 
common  offenders.  Ova  of  Schistosoma 
mansoni,  Ascaris  lumbricoides,  and  Strongy- 

**  Tetrachloroethylene,  1.631  Gm.  per  cubic  centi- 
meter. 
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TABLE  I. — Incidence  of  Helminth  Infection  in 
Puerto  Rican  Patients  Admitted  to  Kings 
County  Hospital  I'rom  June  17,  1958,  to  Feb- 
ruary 14,  1959 


Total  number  of  stools  examined  (stools 
collected  at  random) 

243 

Total  number  of  stools  showing  positive 

findings  for  one  or  more  kinds  of  para- 
sitic ova 

93 

Trichuris 

05 

Hookworm 

48 

Schistosoma  mansoni 

8 

Ascaris 

5 

Strongyloides 

2 

Total  number  of  multiple  infections 
Hookworm  and  Trichuris 

35 

24 

Ascaris  and  Trichuris 

4 

Hookworm  and  Schistosoma 

2 

Trichuris  and  Schistosoma 

1 

Hookworm,  Strongyloides,  and 
Schistosoma 

1 

Hookworm  and  Diphyllobothrium 
latum 

1 

Hookworm,  Trichuris,  and  Ascaris 

1 

Hookworm,  Trichuris,  and 
Schistosoma 

1 

loides  stercoralis  made  up  the  remaining 
small  minority.  Thirty-five  of  the  93  stools 
showing  positive  findings  constituted  mul- 
tiple infections.  The  most  frequent  com- 
bination was  Trichuris  and  hookworm  ova, 
followed  by  Trichuris  and  Ascaris.  This 
conforms  with  the  clinical  observation 
that  significant  Trichuris  infection  should 
make  one  highly  suspicious  of  a concomitant 
hookworm  or  Ascaris  infection. 

The  majority  of  patients  with  positive 
findings  in  the  stools  did  not  show  clinical 
signs  of  helminthiasis.  In  these  instances 
helminth  ova  were  not  seen  on  direct  stool 
smear  but  were  identified  by  concentration 
methods. 

The  observed  incidence  of  38.3  per  cent  of 
the  stools  showing  positive  findings  for 
helminth  ova  in  an  unselected  group  of 
Puerto  Rican  patients,  admitted  for  ill- 
nesses other  than  helminthiasis,  is  of  in- 
tere.st.  It  should  be  noted  that  the  major- 
ity of  these  patients  had  arrived  recently  in 
New  York  from  a subtropical  area  without 
the  benefit  of  a medical  screening  examina- 
tion. 

Evaluation  of  Efficacy  of  Dithiaza- 
NiNE  Iodide. — Eighteen  clinical  and  sub- 
clinical  cases  of  helminth  infection  were 


treated  with  dithiazanine  iodide,  and  the  re  I 
suits  a resummarized  in  Table  II.  Two  pa  1 
tients  had  admission  diagnoses  related  td 
their  helminth  infection.  Disappearance  o)| 
clinical  signs  and  symptoms  and  ova  frorrj ' 
stools  occurred  in  patients  with  Trichuri.'- 
infections  and  in  the  few  cases  of  a.scariasi.H 
and  strongyloidiasis.  However,  hookworm: 
infection  responded  poorly.  Better  result.'^l 
were  obtained  in  patients  with  hookworm! 
infection  by  combining  dithiazanine  iodide 
with  tetrachloroethylene  (patient  10  ini 
Table  II).  Similar  findings  have  been  re- 
ported by  Swartzwelder  et  Our' 

patients  differed  from  those  reported  by; 
Swartzwelder  et  alA~^  in  that  mo.st  of  the' 
helminth  ova  were  detected  only  by  con- 
centration methods,  so  that  quantitation  i 
by  the  Stoll  technic  was  not  possible. 

Schi.stosoma  maiusoni  ova  were  not  af- , 
fected  in  any  way  by  the  administration  of 
dithiazanine  iodide.  The  only  side-effect 
noted  was  nau.sea,  with  occasional  vomiting. 
Patient  6 vomited  one  roundworm.  Stools 
were  colored  blue.  No  adult  worms  were  ' 
observed  in  the  stools  during  the  course  of 
therapy. 

Summary 

Initial  stools  of  243  unselected  Puerto  ' 
Rican  patients,  admitted  to  Kings  County  i 
Hospital  primarily  for  illnesses  other  than 
those  produced  by  helminths,  were  ex- 
amined during  the  period  from  June  17,  | 
1958,  to  February  14,  1959.  Ninety-three 
stools  indicated  positive  findings  for  one  or 
more  kinds  of  helminth  ova.  Trichuris  and  > 
hookworm  ova  were  the  most  commonly 
found.  Thirty-five  of  the  stools  showing 
positive  findings  were  multiple  infections. 

A combination  of  Trichuris  and  hookworm  i 
ova  was  most  frequently  encountered. 

In  the  18  clinical  and  subclinical  cases  of 
helminth  infection  treated  with  dithiazanine 
iodide,  the  disappearance  of  clinical  mani-  , 
festations  and  helminth  ova  from  the  stools  i 
was  obtained  in  patients  infected  with 
Trichuris,  Ascaris,  and  Strongyloides.  Hook- 
worm infection  re.sponded  poorly  to  di- 
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TABLE  II. — Findings  in  18  Cases  of  Helminth  Infection  Treated  with  Dithi.\zanine  Iodide* 


Patient 

Direct  Smear 

— — Pretreatment 

Concentration 
Methods;  Ova  in 
22  b\'  40  mm. 
Cover  Slip 

Stoll  Count 

' Post-Trea 

Concentration 
Methods;  Ova  in 
22  by  40  mm. 
Cover  Slip 

tmentf 

Stoll  Count 

1 

— 

Hk  10 

Hk  2 

TT  15 

TT  0 

2 

— 

TT  20 

TT  3 

3 

+ -f + 4- 

TT  . . . 

50,000 

TT  0 

0 

4 

— 

Hk  6 

Hk  1 

TT  12 

TT  0 

5 

TT  . . . 

42,000 

TT  0 

0 

6 

^ 

TT  . . . 

62,000 

TT  0 

0 

Hk  . . . 

30,000 

Hk  . . 

15,000 

7 

_ 

TT  13 

TT  0 

8 

— 

TT  8 

TT  0 

Hk  4 

Hk  1 

9 

— 

TT  16 

TT  0 

10 

+ + + + 

TT  . . 

82,000 

TT  . . . 

2,000 

Hk  14 

Hk  6 

11 

-t- 

SS  10 

SS  0 

Hk  6 

Hk  2 

SM  4 

SM  4 

12 

— 

TT  1 1 

TT  0 

13 

— 

TT  12 

TT  0 

Hk  7 

Hk  1 

14 

— 

Hk  6 

Hk  2 

TT  14 

TT  0 

15 

— 

TT  8 

TT  0 

Hk  4 

Hk  3 

SM  10 

SM  10 

16 

— 

TT  7 

TT  0 

17 

— 

TT  8 

TT  0 

18 

+ + + + 

AL... 

72,000 

ALO 

0 

TT. . . 

90,000 

TT  0 

0 

* AL  = Ascaris,  Hk  = hookworm,  SM  = Schistosoma,  SS  = Strongj’loides,  TT  = Trichuris,  + = posi- 
tive, + + + + = heavily  positive,  and  — = negative. 

t All  post-treatment  direct  smears  indicated  negative  findings  except  for  patients  6 and  10. 


thiazanine  iodide. 
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Nonwhite  and  White  Afortatity  Differential  Has  Narrowed 


Since  the  turn  of  the  century,  the  mortality  dif- 
ferential between  nonwhites  and  whites  in  this 
country  has  narrowed.  In  1900  the  mortality  rate 
for  the  nonwhite  population  exceeded  that  for  the 


white  by  47  per  cent.  But  by  1959  the  rates  were 
9.9  and  9.4  per  1,000  persons — an  excess  for  non- 
whites of  only  5 per  cent. — Health  Information 
Foundation 
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Fungus  Infections  in  Northern  New  York  State 

WILLIAM  SAUNDERS,  M.D.,  WATERTOWN,  NEW  YORK 
{From  the  City  of  Watertown,  Health  Department) 


T^ifty-nine  patients  presenting  fungus 
infections  with  positive  cultures*  were 
evaluated.  These  patients  all  came  from 
the  region  of  New  York  State  east  of  Lake 
Ontario  (Jefferson  and  Lewis  Counties  and 
the  southern  part  of  St.  Lawrence  County). 
Of  the  total  of  59  cases,  20  were  caused  by 
Trichophyton  verrucosum,  and  21  were 
caused  by  Trichophyton  rubrum.  Tri- 
chophyton mentagrophytes  caused  8 in- 
fections. A small  representation  of  other 
fungi,  as  shown  in  Table  I,  accounted  for 
the  remainder  of  the  infections. 

It  is  notable  that  47  of  the  positive  cul- 
tures were  found  in  males  and  only  12 
in  females.  The  large  number  of  T.  ver- 
rucosum infections  is  not  surprising  since 
this  area  has  a large  farming  population. 
The  incidence  of  infection  of  cattle  with  this 
organism,  although  unknown  in  this  region, 
has  been  reported  at  great  length  by  David- 
son, Gregory,  and  Birt  in  1934,^  Gammel 
and  Work  in  1938, ^ Fowle  and  Georg  in 
1947,^  Jillson  and  Buckley  in  1952,^  Fischer 
and  Wrong  in  1952,®  and  Birt  and  Wilt  in 
1954.®  It  is  highly  possible  that  this  in- 
fection may  have  been  carried  down  from 
southern  Canada  through  cattle  brought  into 
New  York  State  since  Muskatblit  and  Fisher 
stated  in  1952^  that  no  previous  cases  had 
been  reported  in  the  New  York  area. 

It  was  found  that  80  per  cent  of  the  T. 
verrucosum  infections  occurred  in  males. 
The  average  age  of  the  patient  was  sixteen, 
the  ages  ranging  from  five  to  forty-seven 
years.  Ninety  per  cent  of  the  patients  had 
had  contact  with  cattle,  or  the  opportunity 
for  contact  was  present.  Kerion,  a boggy, 
suppurative,  tinea  infection  of  hairy  areas 

* One  patient  with  tinea  versicolor  infection  was  in- 
cluded in  this  study,  although  culture  is  unnecessary 
for  identifying  the  organism. 


TABLE  I. — Fifty-Nine  Cases  of  Fungus 
Infections  in  New  York  State* 


Causative  Organism 

Number  of 
Cases 

Trichophyton  verrucosum 

20 

Trichophyton  rubrum 

21 

Trichophyton  mentagrophytes 

8 

Microsporum  audouini 

3 

Epidermophyton  floccosum 

2 

Malassezia  furfur 

1 

Microsporum  canis 

1 

Candida  albicans 

3 

* Jefferson  and  Lewis  Counties  and  the  southern 
part  of  St.  Lawrence  County. 


of  the  body  was  present  in  55  per  cent  of 
the  patients.  The  scalp  was  the  usual 
location,  although  2 adults  presented  this 
entity  on  the  arm  and  1 on  the  chin  (Table 
II).  Birt  and  Wilt®  feel  that  the  pus  present 
is  a result  of  the  allergic  reaction  of  the 
tissues  to  the  fungus,  and  bacterial  anti- 
biotic therapy  is  not  indicated. 

The  left  side  of  the  body  was  involved 
twice  as  often  as  the  right  in  all  areas  of  the 
body  involved  by  T.  verrucosum  infections. 
Multiple  sites  of  infection  were  present  in 
almost  50  per  cent  of  the  cases.  None 
showed  involvement  of  the  nails.  The  feet 
were  not  involved  in  any  of  the  patients  in 
this  series.  The  usual  duration  of  the  in- 
fection was  from  two  to  four  weeks. 

This  infection  is  thought  to  be  transmitted 
from  animal  to  human  being.  It  is  pos- 
sible that  it  may  be  transmitted  also  from 
human  being  to  human  being.  In  the  group 
of  cases  presented  5 individuals  were  mem- 
bers of  two  families.  As  previously  reported 
by  me  in  1954,®  large  numbers  of  individuals 
in  a single  family  have  been  infected  at  the 
same  time. 

Of  the  21  patients  with  T.  rubrum  in- 
fection, there  were  17  males  and  4 females, 
a number  almost  identical  to  that  for  the 
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TABLE  II.- — Infections  Caused  by  Trichophyton  Verrucosum 


Patient 

Age 

(Years)  Sex 

Location 

Predominating  Side 
Right  Left  Both 

Kerion 

Contact 

With 

Occupation  Cattle 

5 

M 

Scalp 

X 

farm  boy 

X 

15 

M 

Scalp,  face,  neck,  and  back 

X 

X 

farm  chores 

X 

20 

M 

Trunk 

X 

college  student 

7 

M 

Scalp,  leg,  and  arm 

X 

farm  chores 

X 

10 

F 

Cheek 

X 

farm  chores 

X 

37 

M 

Arm 

X 

X 

farmer  and  talc  miner 

X 

11 

M 

Wrist 

X 

student 

16 

F 

Face  and  neck 

X 

farm  chores 

X 

34 

M 

Dorsal  hand 

X 

farmer  and  bus  driver 

X 

13 

M 

Scalp,  back,  and  neck 

X 

X 

farm  chores 

X 

47 

M 

Dorsal  wrist 

X 

X 

farmer 

X 

14 

M 

Scalp 

X 

X 

farm  chores 

X 

11 

F 

Scalp 

X 

X 

farm  chores 

X 

25 

M 

Chin  (beard) 

X 

X 

farmer 

X 

11 

M 

Arm  and  face 

X 

farm  chores 

X 

4 

M 

Arm 

X 

farm  boy 

X 

6 

M 

Scalp  and  cheek 

X 

X 

farm  boy 

X 

10 

M 

Neck,  face,  and  shoulders 

X 

X 

farm  chores 

X 

13 

M 

Temple 

X 

X 

farm  chores 

X 

14 

F 

Trunk 

X 

farm  chores 

X 

TABLE  III. — Infections  Caused  by 
Trichophyton  Rubrum 


Patient 

Age 

(Years)  Sex 

Location 

55 

M 

Left  hand  and  toenails 

21 

M 

Left  hand  and  arm 

50 

M 

Right  dorsal  hand,  crotch,  and  nails 

27 

M 

Hands,  buttocks,  and  crotch 

35 

M 

Buttocks  and  crotch 

22 

F 

Nails  (hnger  and  toe) 

27 

M 

Buttocks  and  crotch 

31 

M 

Feet 

50 

M 

Neck  and  right  hand 

45 

F 

Leg 

48 

M 

Right  hand  and  nails  (finger) 

31 

M 

Fingers,  soles,  and  toenails 

16 

M 

Right  hand 

35 

F 

Left  leg 

40 

M 

Hands 

27 

M 

Buttocks  and  crural 

23 

M 

Both  soles  and  right  palm 

31 

M 

Fingernails 

28 

F 

Fingernails 

54 

M 

Crotch 

42 

M 

Left  dorsal  hand 

T.  verrucosum  group  (Table  III).  How- 
ever the  average  age  of  the  patient  was 
thirty-five,  more  than  double  that  for  the 
T.  verrucosum  group.  The  age  range  was 
from  sixteen  to  fifty-five  years.  The  nails 
were  involved  in  25  per  cent  of  the  patients. 
The  scalp  was  not  involved  in  any  of  this 
group.  Slightly  over  50  per  cent  of  the  cases 
showed  multiple  sites  of  infection.  The 
duration  of  infection  ranged  from  several 


months  to  fourteen  years,  the  average  dura- 
tion being  three  years. 

The  group  of  patients  with  T.  menta- 
grophytes  infection  was  rather  small  com- 
pared with  the  previous  two  groups.  No- 
table however,  was  the  average  age  of  the 
patients.  This  was  identical  to  that  of  the 
T.  rubrum  group.  One  nine-year-old  patient 
had  a scalp  infection  with  kerion;  the  re- 
mainder of  the  patients  were  from  twenty- 
six  to  fifty-five  years  of  age.  Two  patients 
had  involvement  of  the  nails. 

Cutaneous  moniliasis  was  present  in  3 
patients.  All  3 were  males  and  had  in- 
volvement of  the  crural  region.  One  had 
infection  of  the  interdigital  spaces  of  the 
toes.  Such  crural  infection,  caused  by 
Candida  albicans,  was  impossible  to  dis- 
tinguish from  common  ringworm  of  the 
groin,  both  by  direct  microscopic  examina- 
tion and  clinically.  The  importance  of 
doing  cultures  as  well  as  direct  microscopic 
examination  when  griseofulvin  is  to  be  used 
in  antifungal  therapy  is  made  apparent  by 
this  finding,  as  well  as  by  the  statements  of 
Lamb,  Wilson,  and  Goldman®  at  a round- 
table discussion  on  griseofulvin.  These 
prominent  dermatologists  concurred  that 
griseofulvin  not  only  fails  to  induce  any 
improvement  in  cutaneous  moniliasis  but 


May  1,  1961 


1543 


WILLI  A M .S-4  UNDERIi 


also,  at  times,  seems  to  cause  an  exacerba- 
tion or  predisposes  to  the  development  of 
this  infection. 

Su  tnrnary 

A series  of  59  current  cases  of  fungus 
infections  originating  in  Northern  New  York 
State  is  evaluated.  Particular  attention  is 
paid  to  T.  verrucosum  infections,  of  which 
little  has  been  known  in  this  area. 

Seventy  per  cent  of  the  total  series  of  in- 
fections was  due  to  either  T.  verrucosum  or 
to  T.  rubrum,  in  almost  exactly  equal 
numbers. 

The  problem  of  cutaneous  moniliasis, 
especially  with  regard  to  griseofulvin 
therapy,  is  discussed  briefly. 
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The  Infusion  Monitor 

MYRON  R.  SCHOENFELD,  M.D.,  YONKERS,  NEW  YORK,  AND  MURRAY  A.  EDIS,  B.M.E.,  AND 

STANLEY  R.  GOLD,  B.E.E.,  NEW  YORK  CITY 


T^espite  the  general  safety  of  parenteral 
fluid  administration,  problems  some- 
times arise.  In  instances  of  congestive  heart 
failure  or  renal  insufficiency,  the  control  of 
the  maximum  rate  of  infusion  is  of  para- 
mount importance,  for  an  excessive  rate 
may  precipitate  pulmonary  edema  and 
death.  The  rate  of  infusion  set  by  the 
physician  may  be  accelerated  inadvertently 
by  the  patient  who  moves  his  arm  and 
thereby  changes  the  position  of  the  needle 
tip  in  relation  to  the  vein  wall.  Should  this 
occur  at  night  when  medical  supervision 
is  at  a minimum,  rapid  infusion  may  con- 
tinue for  a long  enough  period  of  time  to 
endanger  life. 

In  other  instances,  the  control  of  the  total 
amount  of  infusion  is  of  greater  importance 
than  the  rate  at  which  it  is  given.  For 
example,  while  performing  cardiac  cathe- 
terization, a slow  constant  drip  of  5 per 
cent  glucose  in  water  under  an  air  pressure 
in  excess  of  the  systemic  blood  pressure  is 
run  through  the  catheter  to  prevent  a 
backflow  of  blood  and  clotting  within  the 
catheter  lumen.  In  difficult  cases  the  at- 
tending medical  personnel  may  be  so  busy 
with  the  technicalities  of  the  procedure 
that,  occasionally,  the  infusion  bottle  runs 
dry,  and  air,  under  a head  of  pressure  of 
150  mm.  Hg  or  more,  is  injected  intrave- 
nously or  intra-arterially.  While  the  fre- 
quency of  air  embolism  complicating  cardiac 
catheterization  is  allegedly  small, un- 
doubtedly there  are  many  cases  which  have 
not  been  reported  in  the  literature.  More- 
over, the  occasional  cases  that  do  occur 
pose  a serious  medical  and  medicolegal 
problem. 

Whole  blood  and  some  of  its  derivatives 
are  quite  viscous,  and  they  flow  through  a 
needle  very  slowly.  To  expedite  the  speed 


of  transfusion,  as  in  hemorrhagic  shock, 
air  is  sometimes  pumped  into  the  infusion 
bottle.  The  danger  of  air  embolism  in  such 
cases  is  more  than  a potential  problem. 
It  has  been  reported  that  air  embolism  can 
occur  from  an  empty  intravenous  infusion 
bottle,  even  though  air  is  not  pumped  to  a 
positive  pressure  within  the  bottle.^ 

In  some  patients — children,  shock  vic- 
tims, and  others — veins  accessible  for  in- 
travenous infusion  are  at  a premium. 
Should  the  infusion  bottle  run  dry  inad- 
vertently, a backflow  of  blood  usually  oc- 
curs into  the  needle,  with  clotting  and  oc- 
clusion of  the  needle.  Often  in  such  in- 
stances, recourse  must  be  taken  to  a “cut- 
down,”  a time-consuming,  mutilating  pro- 
cedure. But  even  when  a cutdown  is  not 
required,  the  necessity  for  repeated  veni- 
punctures due  to  clotted  needles  con- 
stitutes a source  of  irritation  both  to  the 
patient  and  to  the  attending  medical  per- 
sonnel. 

We  have  developed  a device  which  can 
monitor  both  the  maximum  rate  and  the 
total  amount  of  flow  of  an  infusion.  By  the 
use  of  this  device,  it  is  believed  that  most  of 
the  difficulties  described  previously  can  be 
circumvented. 

Materials  and  Methods 

Figure  lA  is  an  elevational  view  of  the 
apparatus.  Figure  IB  is  a schematic  wiring 
diagram  of  the  electrical  circuit  for  the  ap- 
paratus shown  in  Figure  lA. 

In  the  drawings  of  Figure  1 the  principles 
of  the  device  are  shown  as  applied  to  a 
housing  10  in  which  is  mounted  a lever  11 
for  oscillatable  movement  about  a pivot 
point  12.  Lever  11  is  supported  by  a spring 
13  that  has  its  one  end  fixed  to  the  lever  and 
its  other  end  fixed  to  a nonrotatable  member 
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Fig.  1.  (/I)  Elevational  view  of  the  maximum-flow  infusion  monitor.  (B)  Schematic  wiring  diagram  of 

the  electrical  circuit  for  the  apparatus  shown  in  (A).  Note  that  the  apparatus  consists  of  two  parts.  The 
main  housing,  labeled  as  number  10  in  (A),  contains  the  signal  pickup  system  and  the  triple  alarm  system.  In 
this  diagram  the  main  housing  has  been  greatly  enlarged  in  comparison  with  the  size  of  the  infusion  bottle, 
but  in  reality  it  is  a box  no  larger  than  4 by  4 by  4 inches.  The  automatic  cutoff  device,  labeled  as  number 
29  (A)  is  even  smaller. 


14  that  is  journaled  on  and  is  axially  movable 
with  a rotatable  screw  15.  Member  14 
is  provided  with  a pointer  16  that  extends 
outwardly  through  a slot  16'  within  the  one 
side  wall  of  housing  10  and  cooperates  with 
a scale  17.  The  screw  15  extends  thread- 
ingly  through  a boss  15'  fixed  to  the  top 
wall  of  housing  10  and  has  a crank  18  con- 
nected to  the  end  extending  outside  of 


housing  10.  Accordingly,  the  rotation  of 
crank  18  will  raise  or  lower  member  14, 
imparting  to  lever  11  a greater  or  lesser 
resihent  force  tending  to  raise  it.  A link 
1 9 is  fixed  to  lever  1 1 , and  is  extended  down- 
wardly through  the  bottom  of  housing  10 
to  end  in  a hook  20.  A cage  21,  adapted  to 
support  an  inverted  bottle  22  of  infusion 
liquid  23,  includes  a handle  24  adapted  to 
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be  supported  from  hook  20.  From  the 
foregoing  it  is  evident  that  bottle  22  is 
supported  by  spring  13,  and  the  actual 
limits  of  lever  11  are  determined  by  a stop 
25.  Furthermore,  spring  13  has  such  a 
spring  constant  than  when  a 500-(;(;.  or 
1,000-cc.  bottle  is  filled  with  infusion  liquid 
and  is  supported  as  shown  in  Figure  lA, 
lever  11  will  be  in  a horizontal  position. 
Scale  17  is  calibrated  separately  in  incre- 
ments of  50  cc.  for  bottles  of  500-cc.  and 
1,000-cc.  capacity.  Since  the  common  in- 
fusion solutions  are  all  of  approximately 
equal  specific  gravity,  a calibration  of  the 
scale  need  consider  only  the  volume  and  not 
the  type  of  solution. 

Bottle  22  includes  a top  through  which 
a tube  27  extends  to  prevent  the  bottle  from 
becoming  air-locked.  A flexible  tube  28 
leads  from  the  top  26  to  pass  through  a de- 
layed-action cut-off  device  29  and  has  the 
usual  hypodermic  needle  30  mounted  on  its 
free  end.  The  cutoff  device  is  located  within 
a housing  29'  supported  from  the  main  hous- 
ing 10  by  a tubular  connection  30  through 
which  conductors  pass,  as  will  be  described 
later.  This  device  is  an  electromagnet  of  the 
solenoid  or  hinge-clapper  type.  The  hinge- 
clapper  type  is  depicted  in  Figure  lA.  The 
hinge-clapper  cutoff  device  includes  a rig- 
idly mounted  anvil  31  and  a pivotally 
mounted  lever  32  of  magnetic  material.  A 
shoe  33  is  fixed  to  lever  32  for  cooperation 
with  anvil  31,  and  the  flexible  tube  28  passes 
between  the  shoe  33  and  anvil  31.  An  elec- 
tromagnetic device  34  is  fixed  within  housing 
29'  in  position  to  draw  the  arm  32  toward 
it  when  device  34  is  energized,  thus  clamp- 
ing tube  28  between  shoe  33  and  anvil  31, 
thereby  cutting  off  the  flow  of  infusion  liquid 
through  tube  28. 

Lever  11  is  provided  with  an  arm  35  to 
which  a position-sensitive  explosion-proof 
switch  36  is  attached  which,  in  the  disclosed 
embodiment,  is  shown  as  a mercury  switch. 
The  mercury  switch  is  in  open-circuit  condi- 
tion when  lever  11  is  horizontal,  but  it  is  in  a 
closed-circuit  condition  when  lever  11  is 
fully  raised.  A transformer  37  is  provided 


if  it  is  desired  to  operate  the  device  on  low 
voltage  to  prevent  the  patient  or  attend- 
ants from  being  inadvertently  shocked 
should  a short  circuit  develop  in  the  elec- 
tric system. 

The  closing  of  switch  36  by  the  raising 
of  lever  11,  owing  to  the  consumption  of  the 
infusion  liquid,  causes  magnet  34  to  be  en- 
ergized, thus  stopping  the  flow  of  infusion 
liquid  through  tube  28.  Warning  lights 
38  and  39  are  in  parallel  position  with  mag- 
net 34  and  become  illuminated.  One  of 
these  lights  is  located  in  housing  10  at  the 
bedside  and  is  colored  red  to  prevent  loss 
of  dark  adaption  by  the  fluoroscoping  team 
during  cardiac  catheterization.  The  other 
light  is  located  at  the  nurses’  station  outside 
the  room.  A bedside  buzzer  40  contained 
within  housing  10  is  also  provided.  Switches 
41,  42,  43,  and  43'  are  included,  respectively, 
in  the  circuits  for  lamps  38,  29,  buzzer  40, 
and  electromagnet  34,  so  that  flexibility  of 
operation  is  insured. 

Figure  2 is  a photograph  of  a working 
model  of  the  infusion  monitor. 

Comment 

The  infusion  monitor  consists  of  four  ele- 
ments; the  signal  pick-up  system,  the  triple 
alarm  system,  the  flow  cutoff  system,  and  a 
step-down  transformer.  The  signal  pick-up 
system  is  shown  in  Figure  lA.  A spring 
under  a predetermined  tension  is  anchored 
on  one  end  to  its  casing  and  on  the  other  end 
to  a lever  arm.  The  infusion  bottle  is  hung 
from  the  lever  arm  by  a hook.  As  the  fluid 
issues  from  the  infusion  bottle,  the  bottle 
loses  weight,  thereby  relaxing  the  spring  and 
elevating  the  lever  arm.  The  movement  of 
the  lever  arm  closes  an  electric  switch, 
thereby  activating  the  triple  alarm  and  flow 
cutoff  systems.  The  triple  alarm  system 
consists  of  a bedside  buzzer,  flickering  light, 
and  a similar  type  of  alarm  in  the  nurses’ 
station.  Depending  on  the  conditions,  each 
of  these  alarms  can  be  removed  from  the 
electric  circuit  by  its  own  switch.  Thus, 
for  example,  at  nighttime  the  buzzer  would 
destroy  the  tranquility  of  the  ward,  and  the 
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Fig.  2.  Prototype  of  the  infusion  monitor.  The 
box  (A)  contains  the  spring  and  lever  system  and  the 
alarms.  The  bottle  (B)  is  an  ordinary  1,000-cc.  in- 
fusion bottle.  The  solenoid  (C)  is  the  automatic  cut- 
off device.  The  apparatus  was  constructed  from 
spare  parts  of  other  commercially  available  products. 

l)P(lside  light  might  go  unnoticed.  In  such 
instances,  an  alarm  in  the  nurses’  station 
would  be  most  expedient.  The  automatics 
flow  cutoff  attachment,  an  electromagnet. 


is  a means  of  ensuring  that  further  flow 
of  infusion  liquid  will  not  occur,  even  though 
attending  medical  personnel  might  be  oc- 
cupied temporarily  with  other  duties  and 
therefore  might  be  unable  to  replace  the 
infusion  bottle.  The  step-down  transformer 
is  included  only  to  prevent  shocks  to  the 
patient  or  personnel  if  a short  circuit  should 
occur  in  the  electric  system. 

If  the  spring  tension  is  adjusted  by  means 
of  the  calibration  scale,  so  that  the  alarm 
and  cutoff  systems  become  activated  when, 
for  example,  200  cc.  of  fluid  remain  in  the 
bottle,  it  is  apparent  that  the  device  will 
not  only  warn  medical  attendants  that  an 
infusion  bottle  is  emptying,  but  also  it  will 
stop  the  flow  of  infusion  prior  to  emptying. 
In  these  wa}^s  the  dangers  of  air  embolism 
and  the  problem  of  an  occluded  needle  are 
minimized. 

On  the  other  hand,  during  intravenous 
infusions  in  patients  with  diminished  cardiac 
reserve,  it  may  be  preferable  to  monitor 
every  50  to  100  cc.,  for  there  is  little  danger 
if  this  amount  is  infused  even  at  a rate 
faster  than  is  intended.  Thus  at  the  start 
of  a 1,000-cc.  infusion,  the  spring  tension 
is  adjusted  so  that  the  alarm  rings  and  the 
infusion  is  stopped  at  the  800-cc.  mark.  The 
doctor  or  nurse  then  readjusts  the  spring 
tension  to,  let  us  say,  the  800-cc.  mark, 
and  another  100  cc.  is  thus  allowed  to  flow. 
In  this  way,  even  if  the  rate  of  flow  should 
increase  inadvertently,  never  more  than  a 
small  amount  of  fluid  would  be  infused  at 
this  accelerated  rate  without  alerting  the 
medical  supervisors. 

The  apparatus  possesses  the  following  de- 
sirable physical  characteristics; 

1.  It  is  small  in  size  and  easily  trans- 
portable. The  housing  enclosing  the  lever 
system  and  alarms  can  be  contained  in  a 
space  no  larger  than  4 by  4 by  4 inches, 
and  its  appendage,  the  flow  cutoff  device, 
is  even  smaller. 

2.  It  is  light  in  weight.  Exclusive  of 
the  t ransformer,  the  entire  apparatus  weighs 
no  more  than  a few  pounds. 

3.  It  utilizes  the  standard  type  infusion 


1548 


New  York  State  J.  Med. 


THE  INFUSION  MONITOR 


bottles  and  does  not  require  any  special 
type  of  stand. 

4.  Since  it  is  not  inserted  into  the  in- 
fusion solution,  the  apparatus  does  not 
require  sterilization. 

5.  It  is  durable  and  will  withstand  con- 
siderable abuse. 

6.  Its  construction  is  simple,  and  com- 
ponent parts  are  readily  available  and  easily 
replaced. 

7.  It  is  very  easy  to  operate. 

8.  It  is  highly  reliable,  for  the  spring  can 
maintain  its  tension  for  many  years. 

9.  Because  volumes  of  between  100  and 
1,000  cc.  can  be  monitored  accurately, 
and  because  the  various  alarm  systems  can 
be  turned  on  and  off  as  desired,  the  in- 
strument permits  versatile  application. 

10.  The  device  can  be  marketed  cheaply. 

A photoelectric  signal-pickup  device  may 

be  employed  alternately.  A photoelectric 
cell  and  a light  source  are  mounted  opposite 
each  other  by  an  encircling  band  at  any  de- 
sired level  on  the  infusion  bottle.  To  ob- 
viate the  necessity  for  an  elaborately  sensi- 
tive cell,  the  contrast  between  clear  fluid  and 
air  is  magnified  by  instilling  a few  cubic  cen- 
timeters of  Berocca-C  into  the  infusion  bottle 
(and  thereby  imparting  a deep  yellow  color 
to  the  fluid)  and  placing  a blue  filter  in  front 
of  the  photoelectric  cell.  Since  blue  is  the 
complement  of  yellow,  light  will  not  pass  into 
the  photoelectric  cell  as  long  as  the  meniscus 
of  the  infusing  fluid  remains  above  the  level 
of  the  cell.  When  the  meniscus  falls  below 
this  level,  the  triple  alarm  system  and  auto- 
matic cutoff  device  are  activated,  as  de- 
scribed previously.  While  this  scheme  is  a 
practical  one,  it  offers  no  advantage  over 
the  gravimetric  system,  and  it  has  the  dis- 


advantages of  being  more  expensive  and 
requiring  the  introduction  of  a coloring 
agent,  although  an  innocuous  one,  into  the 
infusing  solution. 

Summary 

We  have  described  a simple  and  reliable 
device  for  monitoring  the  flow  of  parenteral 
infusions.  The  device  responds  to  the  loss 
of  weight  of  the  infusion  bottle  as  it  empties 
progressively,  and  at  any  desired  predeter- 
mined point  it  can  translate  this  signal  into 
various  alarms  and  into  the  cutoff  of  a 
further  flow  of  the  solution. 

The  apparatus  would  be  of  the  greatest 
usefulness  in  the  following  conditions: 
(1)  in  the  prevention  of  inadvertent  ac- 
celeration of  the  speed  of  infusion  in  patients 
with  decreased  cardiac  reserve;  (2)  in  the 
prevention  of  air  embolism  during  cardiac 
catheterization,  during  blood  transfusion 
cardiac  catheterization,  during  blood  trans- 
fusion under  positive  pressure,  and  in  those 
rare  instances  during  a routine  intravenous 
infusion;  (3)  in  the  prevention  of  clotting 
within  the  infusion  needle  in  patients  with 
inaccessible  veins  (children,  patients  in 
shock,  and  others) ; and  (4)  in  obviating  the 
necessity  for  repeated  venipunctures  owing 
to  clotted  needles. 

11  Bronx  River  Road 
(Dr.  Schoenfeld) 
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T^he  following  passages  taken  from  The 
J-  Life  and  Time  of  Adolf  KussmauT 
vividly  describe  the  first  attempts  to  use 
nasopharyngeal  tubes. 

Kussmaul  was  also  a strong  advocate  of 
emesis.  In  his  own  case  he  resorted  to  this 
method  repeatedly  and  always  with  the  de- 
sired result.  These  personal  experiences  led 
him  to  the  extensive  use  of  the  stomach  pump 
in  stomach  disorders. 

His  writings  and  extensive  use  of  the 
stomach  pump  have  led  some  to  believe  that 
he  was  its  original  inventor.  This,  however, 
is  not  the  case.  To  Dr.  Julius  Friedenwald 
of  Baltimore  we  are  indebted  for  a history  of 
this  gastroenterologic  milestone.  Friedenwald 
called  attention  to  an  article  by  Philip  S. 
Physick,  M.D.,  Professor  of  Surgery  in  the 
University  of  Pennsylvania,  appearing  in  the 
Eclectic  Repository  of  October,  1812,  under 
the  title,  “Account  of  a New  Mode  of  Extract- 
ing Poisonous  Substances  from  the  Stomach.” 
Using  a large  catheter  for  the  purpose,  Dr. 
Physick  washed  out  the  stomachs  of  three 
months  old  twins  who,  accidently,  had  been 
given  an  overdose  of  laudanum.  One  re- 
covered; the  other  died.  In  his  paper,  the 
writer  asserted  that  he  had  employed  a tube 


for  washing  out  the  stomach  during  the  pre- 
ceding twelve  years,  and  had  for  “many 
years”  recommended  its  employment  in  his 
lectures.  In  1809,  according  to  Friedenwald, 
Dr.  Physick’s  nephew,  a Dr.  Dorsey,  placed 
on  record  a case  similar  to  Dr.  Physick’s 
twins.  In  1822,  an  English  surgeon.  Dr. 
Jukes,  published  an  article  in  the  London 
“Medical  Repository”  entitled  “Description 
of  an  Apparatus  for  Removing  Poison  from 
the  Stomach,  invented  by  Mr.  Jukes,  Surgeon,” 
but  presumablj’’  made  no  mention  of  the  paper 
of  ten  years  earlier  written  by  Dr.  Physick. 
Thus,  the  view  was  generally  accepted  that 
the  stomach  tube  was  of  English  origin.  It 
was  not  until  1867  that  Kussmaul  employed 
gastric  lavage  on  the  now  famous  (in  Europe) 
“Marie  Wiener”  who  was  affected  with  enor- 
mous dilatation  of  the  stomach  consequent  on 
pyloric  stenosis  due  to  the  cicatrix  of  a large 
peptic  ulcer.  Kussmaul’s  paper  “Ueber  die 
Rehandling  de  Magenerweitering  durch  eine 
neue  Methods  mittelest  die  Magenpumpe,” 
did  not  appear  until  years  later. 

Kussmaul,  seemingly,  gave  no  credit  in  his 
writings  or  his  lectures  to  Drs.  Dorsey,  Physick, 
or  Jukes.  Apparently,  too,  he  had  little 
conception  of  the  diagnostic  possibilities  of 
employing  the  stomach  tube  in  securing  gastric 


1550 


New  York  State  J.  Med. 


GASTROINTESTINAL  INTUBATION 


\ 

, contents  for  analysis;  lie  seemed  content  to 
emphasize  tube  lavage  only  as  a therapeutic 
agent.  Further,  it  remained  for  Jurgensen 
(1870)  to  point  out  that  the  “pump”  of  Kuss- 
maul  was  objectionable  from  the  standpoints 
of  cleanliness  and  practicability.  Jurgensen 
employed  the  soft  rubber  tube  and  introduced 
the  principle  of  siphonage  in  securing  speci- 
mens for  observation  and  as  a means  of 
lavage. 

The  dissemination  of  ideas  in  the  early 
nineteenth  century  was  markedly  curtailed 
because  of  poor  communication.  This  fact 
is  evident  in  the  description  of  Mr.  Reed’s 
use  of  the  stomach  tube  twelve  years  after 
Dr.  Physick’s  publication. 

During  the  second  year  of  the  Lancet’s 
e.xistence  one  of  the  greatest  advances  in 
medical  science  was  heralded  by  the  announce- 
ment of  the  invention  of  the  stomach  pump. 
The  first  reference  occurs  in  November,  1824, 
among  the  “Hospital  Reports,”  where  we 
read: 

At  half  past  one  o’clock,  the  operating 
theatre  (at  Guy’s)  was  crowded  to  excess  in 
consequence  of  its  having  been  stated.  . .that 
some  experiments  were  to  be  tried  on  a dog 
this  day,  for  the  purpose  of  ascertaining 
whether  liquids  could  be  put  into  the  stomach 
and  removed  from  it  by  means  of  an  instru- 
ment which  had  lately  been  invented  by  a 
Mr.  Reed  of  Hosmondon,  Kent. 

A drachm  of  laudanum  in  four  ounces  of 
water  was  given  to  the  dog  and  after  thirty- 
three  minutes  removed  from  the  stomach. 
The  Mr.  Reed  mentioned  was  a gardener. 
His  invention,  when  he  first  showed  it  to  some 
medical  practitioners  in  his  neighborhood,  was 
received  with  derision,  but  later  he  came  to 
London,  and  explained  it  to  Sr.  Astley  Cooper, 
who  at  once  recognized  its  possibilities.  Reed 
afterwards  invented  a number  of  other  in- 
struments for  use  in  human  and  veterinary 
surgery. 

Gastrostomy  Tubes 

Nasopharyngeal  tubes  should  be  used 
infrequently  and  then  only  for  short  periods 
of  time.  Difficulties  often  follow  the  use 
of  the  Levin  tube.  These  iatrogenic  com- 


Fig.  1.  Photograph  of  the  two-way  number  22 
gastrostomy  tube  with  Foley  bag  attachment.  The 
upper  photograph  depicts  the  lumen  with  the  proxi- 
mal openings  to  maintain  gastric  deflation.  The 
lower  photograph  shows  the  opposite  lumen  with  its 
distal  apertures  designed  for  duodenal  feeding.’ 

plications  include  ulceration  and  stenosis  of 
the  larynx,  esophagitis  with  subsequent 
stenosis,  constant  annoyance  because  of  the 
irritation  of  the  pharynx  and  nasal  passages, 
and  a high  incidence  of  pneumonitis  because 
of  the  patient’s  inability  to  cough  ade- 
quately. In  some  instances  Levin  tubes 
do  not  drain  satisfactorily,  and  in  others 
they  may  drain  larger  amounts  of  fluid  and 
electrolytes  than  are  necessary  or  advisable. 
On  the  other  hand,  gastrostomy  tubes  are 
so  placed  that  only  the  supernatant  fluid 
is  drained  from  the  stomach,  and  the  loss 
of  fluid  and  electrolytes  is  minimized. 
Finally,  the  discomfort  that  the  patient 
with  an  inlying  nasopharyngeal  tube  ex- 
periences triggers  off  a multitude  of  com- 
plaints which  induce  the  doctor  and  the 
nurse  to  give  the  patient  larger  amounts  of 
opiates  than  are  required  by  the  patients 
with  gastrostomy  tubes.  The  most  ap- 
preciative patients  are  those  who  have 
harbored  a Levin  tube  after  a prior  opera- 
tion. 

At  the  present  time,  I insert  a specially- 
designed  double  lumen  gastrostomy  tube* 
at  the  time  of  small  and  large  bowel  resec- 
tions and  ligation  of  esophageal  varices, 
after  resections  of  the  diseased  abdominal 
aorta,  and  in  other  selected  cases  (Fig.  1.). 
This  catheter  is  a Foley  bag,  dual-purpose 
tube  which  allows  aspiration  of  the  stomach 
and  injection  of  foodstuffs  into  the  duo- 

* Manufactured  by  C.  R.  Bard,  Inc.,  Summit,  New 
Jersey. 
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Fig.  2.  Drawing  depicts  the  Grossman-Hurwitz 
jejunostomy  tube  in  place  after  a Billroth  II  has  been 
performed.  The  tube  is  inserted  in  the  efferent  loop 
and  threaded  proximally  into  the  afferent  loop. 

denum  either  simultaneously  or  sequen- 
tially. ^ 

The  tube  is  inserted  in  the  midportion 
of  the  stomach  between  the  cuiwatures  and 
within  the  circumference  of  a purse-string 
suture  of  2-0  chromic  catgut.  A second 
purse  string  suture  of  2-0  chromic  catgut 
is  usually  employed.  The  Foley  bag  is 
inflated  to  a diameter  of  2 to  2.5  cm.  and 
withdrawn  to  the  mucosa  of  the  stomach, 
against  which  it  impinges.  The  tube  is 
then  brought  out  through  a stab  wound  and 
the  stomach  sutured  to  the  parietal  peri- 
toneum in  four  quadrants  around  the  tube. 
It  is  then  sutured  to  the  skin,  with  the 
employment  of  slight  tension  on  the  bag. 

We  have  used  gastrostomy  tubes  in  over 
200  patients.  The  tube  has  proved  life- 
saving in  several  instances.  One  patient 
Avho  had  severe  achalasia  developed  gastric 
atony  on  the  day  following  a pneumo- 
nectomy for  carcinoma  of  the  lung.  The 
tube  was  in.serted  under  local  anesthesia 
without  difficulty,  and  recovery  was  com- 
plete in  this  case.  The  tube  was  used  for 
deflation  and  later  for  feeding  for  three 
weeks.  Other  than  prolonged  drainage  last- 
ing for  one  week  after  withdrawal  of  the  tube 
in  3 cases,  there  were  no  complications  as- 
sociated^with  the  use  of  the  tube.  The  tubes 
have  been  removed  from  five  to  twenty- 


eight  days  after  insertion.  Recently  a 
disturbed  patient  pulled  the  gastrostomy 
tube  out  on  the  second  postoperative  day 
without  any  untoward  sequelae.  Our 
gratifying  experiences  coincide  with  those 
of  Farris  and  Smith®  and  Gilchrist.®  The 
latter  stated,  “Gastrostom}"  tubes  for  post- 
operative decompression  of  the  stomach 
and  small  bowel  have  been  used  for  six 
years  with  ever-increasing  .satisfaction.  The 
greate.st  advantages  are:  the  freedom  from 
postoperative  pulmonary  collapse;  an  aver- 
age postoperative  fever  of  at  lea.st  0.5  to  1 
degree  less  than  that  anticipated  when 
nasal  tubes  are  used;  the  ability  to  keep 
tubes  in  place  for  long  periods  for  feeding 
purposes;  finally,  the  ability  to  lessen 
fatigue  and  distress,  making  it  possible  to 
operate  on  some  aged  and  poor  risk  patients 
who  could  not  tolerate  a nasal  tube  for 
long.” 

Jejunostomy  Tube 

Recently  at  our  suggestion  a number  18 
Foley  catheter*  has  been  specially  de- 
signed.® The  bag  is  placed  12  inches  from 
the  tip,  and  the  catheter  has  multiple 
apertures  (Fig.  2).  We  have  used  this  tube 
successfully  to  decompress  the  afferent  loop 
after  closing  a difficult  duodenal  stump. 
The  tube  is  inserted  into  the  efferent  loop 
about  5 inches  from  the  gastroenterostomy 
stoma  and  threaded  into  the  afferent  loop. 
It  is  anchored  in  the  same  manner  as  the 
gastrostomy  tube  by  the  use  of  number 
00  chromic  catgut  purse  string  and  then 
anchored  to  the  parietal  peritoneum  in  four 
quadrants  with  number  000  silk  sutures. 
The  bag  in  this  instance  is  inflated  to  a 
diameter  of  from  5 to  8 mm.  The  Foley 
bag  ensures  adherence  and  proper  position- 
ing which  make  the  use  of  this  tube  prefer- 
able to  that  of  an  ordinary  catheter  as 
employed  by  Welch.® 

This  tube  also  has  been  used  successfully 
to  decompress  the  small  bowel  after  the  ob- 

* Manufactured  by  C.  R.  Bard,  Inc.,  Summit, 
New  Jersey. 
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struction  has  been  relieved.  At  operation 
the  bowel  can  be  emptied  efficiently  by  the 
use  of  the  long  Baker  tube  designed  for  this 
purpose.^  After  the  bowel  has  been  de- 
compressed, however,  our  jej unostomy  tube 
seems  to  drain  more  efficiently  postopera- 
tively  because  it  can  be  maintained  in  an 
appropriate  position,  and  its  multiple  aper- 
tures provide  for  better  drainage  than  that 
obtained  with  the  Baker  tube. 

Conclusions 

The  use  of  inlying  nasopharyngeal  tubes 
should  be  limited  because  of  the  high  in- 
cidence of  complications  and  discomfort. 
Gastrostomy  tubes  and  specially  designed 
jej  unostomy  catheters  are  more  efficacious, 
easier  to  control  and  position,  and  devoid 
of  complications. 

Addendum 

Recently  I performed  a total  gastrectomy 
for  carcinoma  and  interposed  a segment  of 
transverse  colon  between  the  esophagus  and 


the  duodenum.  I inserted  our  jejunostomy 
tube  into  the  jejunum  about  5 inches  from 
the  ligament  of  Treitz  and  threaded  it 
proximally  past  the  duodenocolic  anasto- 
mosis so  that  the  tip  rested  within  the  loop 
of  the  colonic  segment.  The  Levin  tube 
was  removed  within  forty-eight  hours,  and 
the  jejunostomy  tube,  which  functioned 
efficiently,  was  removed  on  the  eighth  post- 
operative day. 
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A Decrease  in  Fatal  Farm  Accidents 


Fatal  accidents  among  our  farm  population  have 
decreased  in  the  last  decade,  but  still  are  responsible 
for  about  1 1,700  deaths  annually. 

This  number,  which  includes  fatal  injuries  suffered 
by  farm  residents  both  on  and  off  the  farm,  is  equiv- 
alent to  a death  rate  of  55  per  100,000  compared  with 
52  for  the  whole  population  of  the  United  States. 

Motor  vehicle  accidents  account  for  about  5,300 
deaths  or  45  per  cent  of  the  total  accident  mortality 
among  farm  residents.  Accidents  arising  out  of  and 
in  the  course  of  employment  are  responsible  for  an 
additional  29  per  cent  of  the  deaths — twice  the  pro- 
portion in  the  population  as  a whole.  Accidents 
in  and  about  the  farm  house  each  year  kill  2,700 
persons,  while  public  accidents  other  than  motor 


vehicle  take  another  900  lives. 

Among  deaths  resulting  from  farm  work  area 
mishaps,  machinery  accidents  are  the  greatest  killers, 
accounting  for  nearly  900  deaths.  Reflecting  the 
increasing  mechanization  of  farm  activities,  the  loss 
of  life  in  machinery  accidents  rose  from  28  per  cent 
of  the  total  farm  accident  mortality  in  1950  to  36 
per  cent  in  1958. 

Drownings,  firearm  accidents,  and  falls  are  other 
leading  causes  of  accidental  farm  fatalities.  Fatal 
accidents  from  each  type  of  farm  accident  are  largely 
concentrated  among  males  reflecting  mainly  the 
fact  that  they  generally  do  the  hazardous  tasks 
around  the  farm. — Metropolitan  Life  Insurance 
Company  Information  Service 
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Discussed,  by  samuel  h.  belgorod,  m.d. 


Atelectasis,  Pneumonia,  and  an  Endobronchial  Mass 


Case  History 

J.  Higby  Farthingtrout,  m.d.:  A 

fifty-seven-year-old  white  male  was  admitted 
for  the  first  time  to  Knickerbocker  Hospital 
on  August  29,  1960,  because  of  cough  and 
dyspnea.  He  had  been  in  excellent  health 
until  five  days  previously  when  these  symp- 
toms appeared.  He  then  developed  fever 
and  pain  in  the  left  anterior  chest  which 
was  increased  by  in.spiration  and  coughing. 
There  was  no  frank  hemoptysis,  and  the 
sputum  was  not  blood-streaked. 

He  was  employed  as  a bridge  painter  and 
was  exposed  to  lead-containing  paints.  He 
had  been  a moderately  heavy  cigaret  smoker 
until  about  a year  previously. 

An  examination  revealed  a heavily  muscled 
man  5 feet  9 inches  tall  weighing  about  210 
pounds,  with  a plethoric  facies.  The  tem- 
perature was  103.4  F.,  pulse  120,  respirations 
16,  and  blood  pressure  120/80.  There  was 
inspiratory  guarding  of  the  chest,  and  rales 
and  rhonchi  were  heard  in  the  left  lower  lung 
field,  but  no  other  positive  findings  were 
elicited. 

A urinalysis  produced  negative  results. 
The  hemoglobin  was  13.3  Gm.  and  the  white 
cell  count  14,200  with  81  per  cent  neutro- 


phils and  19  per  cent  lymphocytes.  The 
sedimentation  rate  was  94  mm.  per  hour. 
The  nonprotein  nitrogen  was  32  mg.  per  100 
ml.,  bilirubin  0.65  mg.,  and  transaminase 
18  units.  Two  blood  cultures  gave  negative 
findings.  The  electrocardiogram  showed 
normal  results. 

The  chest  x-ray  films  showed  irregular, 
patchy  infiltrates  in  the  lower  lobe  of  the 
left  lung.  The  trachea  was  displaced  to  the 
left,  and  the  left  hemidiaphragm  was  shghtly 
elevated.  In  addition,  a film  taken  two  days 
later  showed  atelectasis  of  the  upper  lobe  of 
the  left  lung. 

He  was  treated  with  procaine  penicillin, 
and  his  fever  fell  to  normal  by  the  fourth 
hospital  day.  A chest  film  taken  on  the 
sixth  hospital  day  showed  partial  clearing 
of  the  infiltrates,  disappearance  of  the  atelec- 
tasis, and  return  of  the  mediastinum  to  the 
midline.  He  was  discharged  on  the  seventh 
hospital  day. 

He  was  seen  in  his  private  physician’s 
office  one  week  after  his  discharge  from  the 
hospital.  Although  his  cough  had  dimin- 
ished somewhat,  he  was  now  short  of  breath, 
and  there  were  still  audible  rales  and  rhonchi 
in  both  lung  bases.  Hospitahzation  was 
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advised,  but  the  patient  elected  to  defer 
this.  He  was  readmitted  two  weeks  after 
his  previous  discharge  with  persistent  cough 
and  recurrent  fever  as  well  as  considerable 
shortness  of  breath.  During  the  week  prior 
to  admission  he  had  developed  anorexia. 

On  examination  the  temperature  was  102.8 
F.,  pulse  100,  and  respirations  28.  There 
was  slight  cyanosis  of  the  lips.  The  trachea 
was  in  the  midline.  No  cervical  lymph 
nodes  were  palpable.  Flatness  and  absent 
breath  sounds  were  present  over  the  left  lower 
part  of  the  chest,  and  rhonchi  and  rales  were 
heard  at  the  base  of  the  right  lung.  There 
was  also  audible  wheezing,  chiefly  on  the  left 
side.  Although  the  cough  was  less  produc- 
tive of  sputum,  he  coughed  continuously 
when  lying  on  his  left  side.  The  heart  was 
normal.  There  was  no  peripheral  edema, 
but  there  was  some  clubbing  of  the  finger- 
nails. 

A urinalysis  produced  negative  findings. 
The  hemoglobin  was  12.4  Gm.  and  the  white 
cell  count  19,200  with  74  per  cent  neutro- 
phils, 21  per  cent  lymphocytes,  3 per  cent 
eosinophils,  and  2 per  cent  monocytes.  The 
sedimentation  rate  was  90  mm.  per  hour. 
Blood  cultures  produced  negative  results. 
The  sputum  showed  no  acid-fast  bacilli  on 
smear  or  culture,  but  Aerobacter  aerogenes 
was  cultured. 

A chest  film  taken  the  day  before  the 
patient’s  admission  showed  a recurrence  of 
the  infiltrate  in  the  base  of  the  left  lung. 
The  left  hilum  was  prominent,  and  the  left 
hemidiaphragm  was  slightly  elevated.  Chest 
x-ray  films  taken  two  days  after  readmission 
showed  homogeneous  density  throughout  the 
entire  left  hemithorax  with  a shift  of  the 
heart  and  mediastinum  to  the  left.  The 
changes  were  interpreted  as  indicating  pneu- 
monia and  atelectasis.  The  possibility  of 
some  amount  of  pleural  fluid  could  not  be 
excluded.  The  right  lung  was  clear.  Films 
taken  four  and  eight  days  later  showed  no 
significant  changes  in  the  chest  conditions. 

During  the  first  two  weeks  of  hospitaliza- 
tion the  patient  was  treated  with  procaine 
penicillin,  Chloromycetin,  and  potassium 


iodide.  His  temperature  fell  to  normal  levels 
after  four  days,  and  the  leukocytosis  also 
fell.  His  cough  was  diminished  but  still 
present  and  productive;  however,  the 
patient  felt  subjectively  much  improved. 

A bronchoscopy  was  performed  on  the 
thirteenth  hospital  day.  The  upper  trachea 
and  Carina  were  freely  movable.  The  left 
main  bronchus  was  completely  occluded  by 
an  endobronchial  tumor  mass  3 or  4 cm.  dis- 
tal to  the  Carina.  The  occlusion  was  at  the 
level  of  the  upper  lobe  orifice  of  the  left  lung, 
and  the  tumor  appeared  to  arise  from  the 
lateral  wall  of  the  left  main  bronchus.  A 
biopsy  was  taken  and  microscopic  examina- 
tion showed  only  necrotic  tissue.  An  opera- 
tion was  performed  on  the  sixteenth  hospital 
day. 

Discussion 

Samuel  Belgorod,  M.D.  : The  problem, 
as  presented,  resolves  itself  into  the  dif- 
ferential diagnosis  of  massive  atelectasis  and 
pneumonitis  in  the  presence  of  an  occluding 
endobronchial  mass.  Bronchial  obstruction 
may  be  extrabronchial,  intrabronchial,  or 
endobronchial.  I will  accept  the  endosco- 
pist’s report  of  an  endobronchial  obstruc- 
tion and  limit  my  remarks  to  that  class. 

One  can  readily  classify  the  etiology  of 
endobronchial  obstruction  pathogenetically 
as  follows:  congenital  web;  distortion  of 
the  walls,  including  kinking  and  twisting; 
nonspecific  inflammatory  processes,  includ- 
ing edema,  infiltration,  and  cicatricial  steno- 
sis; specific  inflammatory  processes,  such  as 
tuberculosis  (granulomas,  ulcerations,  and 
stenosis),  mycotic  infections,  syphilis,  and 
leprosy;  and  neoplastic  processes,  such  as 
benign  and  malignant  tumors. 

The  description  of  the  endobronchial 
lesion  as  a sizable  mass  which  had  undergone 
some  degree  of  necrosis  limits  the  discussion 
to  specific  inflammatory  processes  and  neo- 
plasms. I will  rule  out  syphilis  and  leprosy 
as  exotica  which  are  not  supported  by  any 
evidence  in  the  protocol.  This  patient  had 
either  tuberculosis,  a mycotic  infection,  or  a 
tumor. 
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Tuberculous  endobronchitis  generally  is 
the  result  of  spread  from  an  active  pulmo- 
nary focus  drained  by  that  particular  bron- 
chus or  contiguous  with  it.  Alternatively, 
it  may  develop  when  an  actively  diseased 
peribronchial  or  perihilar  lymph  node  erodes 
through  the  bronchial  wall.  The  earliest 
lesion  in  the  bronchus  then  is  found  to  be  an 
ulceration  which  spreads  laterally.  Later, 
granulomatous  tissue  may  pile  up  at  the 
edges  of  the  ulcer  or  within  it  and  give  rise  to 
a mass  which  may  partially  or  completely 
occlude  the  bronchial  lumen.  This  train  of 
events  is  characterized  by  its  chronicity  and 
the  ease  with  which  one  finds  tubercle  bacilli 
and  caseous  material  in  the  sputum.  In 
this  patient  there  was  no  evidence  of  the 
bacillus.  The  chest  film  did  not  suggest 
tuberculosis,  and  the  endoscopic  view  of  the 
lesion  did  not  suggest  a granuloma.  I think 
we  can  exclude  tuberculosis  with  confidence. 

Much  of  the  same  argument  enables  one 
to  exclude  mycotic  infection.  With  the 
advent  of  the  era  of  antibiotic  and  steroid 
therapy,  mycotic  infections  have  become 
more  common  and  more  dangerous.  Myco- 
ses have  been  described  with  increasing  fre- 
cjuency  as  complications  of  malignant  disease 
irrespective  of  therapy.  With  an  aging 
population  and  an  increasing  frequency  of 
neoplasms,  mycoses  will  continue  to  pose  an 
even  greater  problem.  However,  our  patient 
is  described  as  a robust  individual,  and  his 
ailment  was  of  short  duration.  He  was  not 
given  broad-spectrum  antibiotics,  which  are 
the  ones  most  likely  to  permit  an  overgrowth 
of  fungi.  He  was  treated  with  penicillin, 
the  use  of  which  is  statistically  more  likely 
to  be  complicated  by  a superinfection  with 
gram-negative  organisms,  and  indeed  Aero- 
bacter  aerogenes  was  cultured  from  his 
sputum.  I shall  accept  this  bacteriologic 
report  at  face  value;  it  fits  into  the  clinical 
background.  However,  I shall  exclude  such 
mycoses  as  moniliasis,  mucormycosis,  and 
aspergillosis.  Only  the  latter  two  can  pro- 
duce granulomatous  lesions  in  the  bronchi  of 
sufficient  proportions  to  give  obstruction 
with  recurrent  segmental  or  lobar  atelecta- 


Fig.  1.  The  x-ray  film  of  the  chest  at  the  first  ad- 
mission to  the  hospital  shows  a shift  of  the  medias- 
tinum to  the  left  and  elevation  of  the  left  diaphragm, 
both  secondary  to  atelectasis  of  the  upper  lobe  of  the 
left  lung.  There  is  also  pneumonic  infiltration  in  the 
lower  lobe  of  the  left  lung. 

ses.  With  mycotic  disease  of  this  extent 
one  would  expect  to  find  overt  intrapulmonic 
lesions  on  x-ray  examination;  cavitation 
and  bilaterality  also  should  be  present. 
Likewise,  either  fungus  is  easily  demon- 
strable on  a smear  of  the  sputum,  and  neither 
is  fastidious  in  terms  of  culture  on  routine 
media.  Last,  pulmonary  mycoses  are  likely 
to  be  chronic,  and  aspergillosis  in  particular 
often  is  associated  with  a high  degree  of 
eosinophilia. 

This  brings  us  to  a consideration  of  neo- 
plasm, and  at  this  juncture  I would  like  to 
have  the  benefit  of  Dr.  Moynahan’s  opinion. 

Joseph  M.  Moynahan,  M.D.  : The  ini- 
tial x-ray  examination  of  the  chest  (Fig.  1) 
reveals  a shift  of  the  mediastinum  to  the 
left  and  an  elevation  of  the  left  diaphragm 
secondary  to  atelectasis  of  the  upper  lobe 
of  the  left  lung  which  can  be  visualized 
clearly  on  the  lateral  projection  (Fig.  2). 
In  addition,  there  is  an  infiltrate  in  the  lower 
lobe  of  the  left  lung  consistent  with  pneu- 
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Fig.  2.  Lateral  x-ray  film  of  chest  at  the  first  ad- 
mission showing  clearly  the  atelectasis  of  the  upper 
lobe  of  the  left  lung. 


Fig.  4.  Chest  x-ray  film  at  the  second  hospital 
admission  shows  recurrence  of  the  pneumonic  infil- 
trate in  the  lower  lobe  of  the  left  lung. 


Fig.  3.  Chest  x-ray  film  one  week  later  shows  res- 
olution of  the  atelectasis,  return  of  the  mediastinum 
to  the  midline,  and  almost  complete  clearing  of  the 
infiltrate  in  the  lower  lobe  of  the  left  lung. 

monia.  The  x-ray  film  of  the  chest  taken 


seven  clays  later  reveals  complete  clearing  of 
the  atelectasis  of  the  upper  lobe  of  the  left 
lung  with  return  of  the  mediastinum  to  the 
midline  (Fig.  3).  There  also  has  been  al- 
most complete  resolution  of  the  pneumonia 
in  the  lower  lobe  of  the  left  lung.  There  is  a 
slight  residual  prominence  and  increase  in 
density  of  the  left  hilum.  An  x-ray  film  of 
the  chest  taken  fifteen  days  later,  following 
readmission  of  the  patient  to  the  hospital, 
reveals  a recurrence  of  the  pneumonia  in  the 
left  lower  lobe  of  the  left  lung  (Fig.  4). 
The  film  taken  six  days  after  that  shows  evi- 
dence of  recurrence  of  the  atelectasis  as 
manifested  by  a shift  of  the  mediastinum 
to  the  left  (Fig.  5).  The  observations  sug- 
gest strongly  an  obstruction  of  the  left 
bronchial  tree.  The  slight  prominence  of  the 
left  hilum  suggests  that  it  is  probably  due  to 
a space-occupying  lesion. 

Dr.  Belgorod;  It  appears  that  Dr. 
Moynahan  and  I have  arrived  at  the  idea  of 
a tumor  by  two  different  lines  of  reasoning. 
This  lends  weight  to  my  argument. 

The  only  two  tumors  that  can  be  con- 
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Fig.  5.  Chest  film  si.x  days  later  shows  increase 
in  the  pneumonic  infiltrate  and  recurrent  atelectasis 
indicated  by  shift  of  the  mediastinum  to  the  left. 


sidered  reasonably  are  bronchial  adenoma 
and  bronchogenic  carcinoma.  Whether  or 
not  a bronchial  adenoma  is  truly  a benign 
growth  has  been  questioned,  since  it  appears 
to  be  slowly  invasive  in  some  cases  and  is  ap- 
parently capable  of  giving  rise  to  metastases 
in  tracheobronchial  lymph  nodes.  This 
tumor  is  seen  most  often  in  patients  under 
forty  years  of  age  and  occurs  with  about 
equal  frequency  in  both  sexes.  It  is  highly 
vascular,  bleeds  readily,  and  most  com- 
monly makes  its  presence  known  by  recur- 
rent hemoptysis,  some  of  which  may  be 
alarming  in  magnitude.  Often,  the  growth 
cannot  be  seen  on  x-ray  examination,  but  it 
usually  can  be  visualized  with  the  broncho- 
scope since  it  tends  to  occur  in  larger  bron- 
chi. It  should  be  emphasized  that  a bron- 
chial adenoma  may  give  rise  to  all  the  signs 
and  symptoms  of  a bronchogenic  carcinoma 
so  that  clinical  distinction  between  the  two 
may  be  impossible  at  times  until  the  tissue  is 
examined  microscopically.  I shall  not  make 
the  diagnosis  of  bronchial  adenoma  in  this 
case  because  of  the  patient’s  age,  the  absence 


of  hemoptysis,  and  the  fact  that  the  bron- 
choscopic  biopsy  yielded  only  necrotic  tissue. 
May  I ask  if  the  biopsj^  was  of  good  size? 

William  B.  Ober,  M.D.;  Yes,  it  was 
larger  than  the  average  bronchoscopic  bi- 
opsy. 

Dr.  Belgorod;  Was  the  biopsy  fragment 
hemorrhagic  as  well  as  necrotic? 

Dr.  Ober;  There  was  no  evidence  of  re- 
cent or  remote  hemorrhage.  The  fragment 
showed  merely  coagulation  necrosis  so 
severe  as  to  obliterate  all  diagnostic  clues. 

Dr.  Belgorod;  I find  it  difficult  to  be- 
lieve that  a relatively  slow-growing,  essen- 
tially benign  tumor,  such  as  a bronchial 
adenoma,  can  undergo  necrosis  without 
hemorrhage,  particularly  when  such  a tumor 
has  a rich  intrinsic  vasculature.  I think  the 
same  reasoning  applies  to  such  rare  entities 
as  papillomas  of  the  bronchi  and  chondro- 
mas. This  leads  me  inevitably  to  a diagnosis 
of  bronchogenic  carcinoma.  If  I may  usurp 
Dr.  Ober’s  functions,  I like  to  classify 
bronchogenic  carcinomas  histologically  too. 
The  usual  varieties  of  this  carcinoma  are 
squamous  or  epidermoid  carcinoma,  ana- 
plastic or  oat-cell  carcinoma,  and  adeno- 
carcinoma. Some  authorities  further  sub- 
divide the  “anaplastic”  group  into  large-cell 
and  small-cell  varieties.  One  may  find  vary- 
ing admixtures  of  these  cell  types  in  any 
given  tumor  mass. 

The  squamous  cell  neoplasm  comprises 
about  42  per  cent  of  all  bronchogenic  car- 
cinomas. It  may  arise  from  any  portion  of 
the  bronchial  tree  but  usually  originates  in 
one  of  the  larger  branches  of  a main  stem 
bronchus.  It  evolves  more  slowly  than  the 
other  types  and  is  slower  in  occluding  the 
bronchial  lumen;  hence,  it  is  more  likely  to 
cause  disturbed  ventilatory  function.  It 
may  undergo  necrosis  and  suppuration. 
This  tumor  tends  to  metastasize  relatively 
late  and  does  so  more  frequently  by  way  of 
the  lymphatics.  Thus,  this  group  of  neo- 
plasms is  usually  more  suitable  for  excision 
surgery. 

The  anaplastic  type  accounts  for  about 
33  per  cent  of  all  lung  cancers,  is  the  most 
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rapid  in  growth,  and  consequently  is  the 
most  lethal.  It  is  generally  located  close  to 
the  hilum,  arising  from  a major  stem  bron- 
chus or  one  of  its  branches.  It  is  rapidly 
invasive,  involving  adjacent  tracheobron- 
chial and  paratracheal  lymph  nodes.  In 
this  fashion  it  may  produce  a large  medias- 
tinal mass  which  may  exert  pressure  on  such 
neighboring  structures  as  the  superior  vena 
cava,  phrenic  nerve,  recurrent  laryngeal 
nerve,  and  esophagus,  with  their  attendant 
trains  of  symptoms.  This  type  rarely  under- 
goes necrosis  or  suppuration  and  rarely  pro- 
duces pneumonic  or  atelectatic  changes. 
Distant  metastases  are  less  frequent  than 
with  the  other  types. 

Adenocarcinoma  is  the  variety  most  fre- 
quently found  in  females  and  comprises 
about  25  per  cent  of  all  cancers  of  the  bron- 
chus. It  is  usually  located  peripherally  and 
is  frequently  identified  with  pleural  irrita- 
tion and  effusion,  hemoptysis,  and  remote 
metastases  by  way  of  the  blood  and  lymph 
streams.  The  symptoms  from  metastases 
may  be  evident  before  those  arising  from  the 
bronchial  growth.  Thus,  the  signs  and 
symptoms  of  a cerebral  vascular  accident 
due  to  cerebral  metastasis  may  be  the  first 
evidence  of  the  presence  of  this  pulmonary 
cancer. 

Although  the  etiology  of  bronchogenic 
carcinoma  remains  obscure,  it  is  felt  by 
many  that  chronic  bronchial  irritation  by  a 
vast  group  of  substances  may  be  important 
factors  in  facilitating  the  growth  of  the  neo- 
plasm. Among  these  factors  may  be  in- 
cluded inhalation  of  irritating  fumes,  such 
as  those  from  automobile  exhausts  and  tars, 
irritating  road  dust,  cigaret  smoke,  and  a 
host  of  others.  Chronic  respiratory  irrita- 
tion may  well  have  played  a role  in  our 
patient’s  disease.  In  his  occupation  as  a 
bridge  painter  he  was  exposed  to  fumes 
from  automobile  exhausts  and  road  tars  as 
well  as  irritating  road  dust.  He  used  lead 
paint  which  contains  a high  percentage  of 
turpentine  or  mineral  spirits,  the  fumes  of 
which  are  respiratory  irritants,  and  although 
he  worked  outdoors,  he  scarcely  could  have 


escaped  a great  deal  of  exposure  to  these 
fumes.  Finally,  he  had  been  a moderately 
heavy  cigaret  smoker  and  thus  had  exposed 
his  respiratory  tract  to  the  po.ssible  carcino- 
genic effect  of  the  tars  in  the  tobacco  smoke 
as  well  as  that  of  the  arsenic  used  as  an  in- 
secticide on  the  tobacco  leaves. 

If  we  tabulate  the  symptoms  that  this 
patient  presents,  we  can  see  a close  correla- 
tion with  those  customarily  seen  in  broncho- 
genic carcinoma.  This  patient  had  fever, 
cough  and  expectoration,  anorexia,  loss  of 
weight  and  strength,  che.st  pain,  dyspnea, 
audible  wheezing,  and  pulmonary  osteo- 
arthropathy. The  chest  pain  was  probably 
secondary  to  pleurisy  caused  by  the  pneu- 
monitis. The  dyspnea  was  the  result  of 
massive  atelectasis.  The  audible  wheeze 
was  produced  by  the  occluding  tumor. 
Clubbing  of  the  fingers  may  develop  very 
rapidly  with  bronchogenic  carcinoma,  par- 
ticularly if  there  is  pulmonary  suppuration. 
There  were  no  hemoptyses,  probably  be- 
cause the  tumor  had  not  yet  advanced  to  an 
area  where  it  could  erode  through  a blood 
vessel.  Furthermore,  this  symptom  is  more 
likely  to  occur  with  peripheral  tumors. 
There  were  no  symptoms  of  pressure  on  ad- 
jacent mediastinal  structures  becau.se  there 
was  not  as  yet  sufficient  invasion  to  produce 
this  effect. 

It  could  not  be  determined  definitely 
whether  or  not  there  was  any  pleural  effusion. 
Statistical  reports  on  the  frequency  of  pleu- 
ral effusion  in  bronchogenic  carcinoma  vary 
considerably,  ranging  from  15  to  45  per 
cent.  Again,  this  sign  is  more  common 
with  peripheral  tumors. 

Of  the  laboratory  findings  onl3^  two  were 
significant,  the  elevated  sedimentation  rate 
and  the  loss  of  1 Gm.  of  hemoglobin  per  100 
ml.  within  a three-week  period.  Neither  of 
these  determinations  is  diagnostic,  but  they 
certainly  are  consistent  with  a malignant 
neoplasm. 

In  consideration  of  the  patient’s  age  and 
sex,  the  acute  onset  and  short  course  of  the 
disease,  the  recurrent  pneumonia  and  atelec- 
tasis, reasonably  supported  by  x-ray  and 
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Fig.  6.  Hemiscction  of  the  left  lung  shows  the  ob- 
structing endobronchial  mass. 

laboratory  findings  and  strongly  suggested 
by  the  necrotic  tissue  seen  in  the  broncho- 
scopic  biopsy,  I am  forced  to  conclude  that 
the  patient  had  a bronchogenic  carcinoma. 
It  was  probably  of  the  epidermoid  type  with 
complete  occlusion  of  the  left  main  bronchus, 
massive  atelectasis  of  the  left  lung,  pneu- 
monitis and/or  pulmonary  suppuration  dis- 
tal to  the  obstruction,  and  superinfection 
with  Aerobacter  aerogenes  secondary  to  the 
penicillin  therapy. 

Eric  Andreae,  AI.D.:  I feel  that  the 
diagno.sis  of  a benign  tumor  should  be  enter- 
tained. 

AIichael  S.  Bruno,  M.D.:  What  sort  of 
benign  tumor  did  you  have  in  mind? 

Dr.  Andreae:  Well,  either  an  adenoma 
or  a hamartoma. 

Dr.  Belgorod:  Hamartomas  are  very 
rare.  Usually  they  are  peripheral  in  location 
and  clinically  silent.  Most  of  them  are  de- 
tected as  coin  lesions  in  routine  chest  films  or 
screening  surveys.  I doubt  that  this  could 
be  a hamartoma.  A bronchial  adenoma 
should  be  considered,  but  the  patient  is  con- 


siderably older  than  one  would  expect  for  a 
patient  with  this  condition,  and  there  is  no 
history  of  hemoptysis.  Although  bronchial 
adenoma  is  not  a common  lesion,  it  usually  is 
associated  with  hemoptysis,  often  very  copi- 
ous. Of  course  it  is  the  sort  of  lesion  that 
typically  could  give  the  bronchoscopic  find- 
ings we  are  given,  but  the  rest  of  the  clinical 
picture  doesn’t  fit  bronchial  adenoma  too 
well. 

Diagnoses 

Clinical. — Primary  carcinoma  of  the  left 
lung  with  recurrent  'pneumonia. 

Dr.  Belgorod. — {1 ) Brmchogenic  carcinoma, 
epidermoid  type,  with  occlusion  of  left  main 
bronchus;  {2)  massive  atelectasis,  left  lung; 
(3)  pneumonitis,  left  lung,  superinfection 
type  {Aerobacter  aerogenes). 

Anatomic. — (f)  Bronchial  adenoma,  car- 
cinoid type,  left  main  bronchus;  {2)  organizing 
pneumonitis  with  cholesterol  pneumonitis. 

Pathologic  Report 

William  B.  Oder,  M.D.:  The  .surgical 
specimen  was  the  entire  left  lung.  The  oc- 
cluding lesion  proved  to  be  a bronchial  ade- 
noma which  completely  obstructed  the  left 
main  bronchus  (Fig.  6).  The  protruding  tip 
was  necrotic  but  not  hemorrhagic.  At  its 
base  the  tumor  compressed  lung  parenchyma 
and  showed  some  evidence  of  local  pulmo- 
nary inva.sion.  One  usually  has  an  uneasy 
feeling  when  one  sees  a tumor  that  is  sup- 
posedly “benign”  growing  in  an  invasive 
manner,  but  this  growth  pattern  is  char- 
acteristic of  “carcinoid”  tumors  wherever 
they  may  arise.  Actually,  a sharp  di.stinc- 
tion  between  “benign”  and  “malignant”  is 
not  strictly  correct  in  this  application. 
While  most  bronchial  adenomas  pursue  a 
clinically  benign  course,  there  are  a few 
reported  cases  in  which  metastasis  to  regional 
lymph  nodes  has  been  seen,  and  there  are 
cases  where  intrathoracic  recurrence  has 
terminated  fatally.  However,  in  contrast  to 
the  more  common  bronchogenic  carcinoma, 
a bronchial  adenoma  is  relatively  benign. 
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Fig.  7.  Medium  power  view  of  the  tumor  in 
apposition  to  intact  bronchial  mucosa.  The  tumor 
is  composed  of  nests  and  cords  of  uniform  small  dark 
cells. 

The  histologic  features  of  this  tumor  are 
best  shown  in  those  fields  where  it  lies  in 
apposition  to  bronchial  walls  (Fig.  7).  The 
characteristic  pattern  of  nests  of  uniform, 
small,  dark  cells  was  present  throughout. 
The  lymph  nodes  lying  along  the  bronchus 
and  within  the  pulmonary  hilus  were  free  of 
tumor. 

The  lung  itself  was  poorly  aerated,  espe- 
cially in  the  lower  lobe  where  it  was  rubbery 
and  partly  atelectatic.  There  was  evidence 
of  previous  infection  in  the  form  of  an  or- 
ganizing pneumonitis,  somewhat  patchily 
distributed,  and  there  was  a true  pleuritis. 
However,  most  of  the  pulmonary  paren- 
chyma consisted  of  alveoli  which  were  neither 


di.stended  nor  collapsed  but  which  contained 
accumulations  of  fat-filled  foam  cells.  We 
interpret  this  observation  as  indicating 
phagocytosis  of  endogenous  lipid,  largely 
cholesterol,  accumulating  distal  to  an  ob- 
structed bronchus. 

Probably  the  most  misleading  feature  of 
this  ca.se  is  the  biop.sy  secured  with  the  bron- 
choscope. It  was  a sizable  piece  of  tissue  as 
bronchoscopic  biopsies  go,  but  I was  unable 
to  identify  viable  tissue  in  any  of  several 
sections  taken  at  different  levels.  One  should 
not  diagno.se  malignant  tumors  by  exclusion, 
but  it  is  uncommon  to  see  necrosis  without 
hemorrhage  in  a bronchial  adenoma,  whereas 
bronchoscopic  biopsies  in  cases  later  proved 
to  be  bronchogenic  carcinoma  quite  com- 
monly are  necrotic  either  in  whole  or  in  part. 
The  decision  to  operate  was  not  made  on  the 
basis  of  the  biopsy;  it  was  based  on  the 
demonstration  on  bronchoscopy  of  an  ob- 
structing lesion.  I think  we  were  all  pleas- 
antly surprised  when  this  patient  proved  to 
have  a less  aggressive  tumor  than  we  had 
feared. 

This  was  Dr.  Murphy’s  patient.  Did  you 
find  any  fluid  in  the  chest  when  the  explora- 
tory operation  was  performed? 

Henry  H.  Murphy,  M.D.:  There  was  a 
small  amount  of  slightly  turbid  fluid,  less 
than  150  cc.  There  was  also  some  fibrin  on 
the  visceral  pleura,  but  the  lung  was  free  in 
the  pleural  space,  and  there  were  no  adhe- 
sions. Dr.  Nolan  encountered  no  difficulty  in 
mobilizing  the  lung.  The  tumor  was  readily 
palpable  at  the  hilum,  and  we  were  all  very 
pleased  when  it  was  so  easy  to  resect  with  a 
generous  margin  of  bronchus  medial  to  it. 
The  postoperative  course  was  completely 
uneventful,  and  the  patient  was  discharged 
in  ten  days. 


People  who  have  nothing  to  say  are  never  at  a loss  in  talking. — H.  W.  Shaw 


May  1,  1961 


1561 


Current  Concepts  in 


DIABETES  MELLITUS 

Sponsored  by  the  Clinical  Society  of  the  Netv  York  Diabetes  Association 


Editors 

MAX  ELLENBERG,  M.D. 
HAROLD  RIFKIN,  M.D. 


Diabetic  Neuropathy 
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/^NE  of  the  more  frequent  and  yet  one 
of  the  more  neglected  aspects  of  di- 
abetes is  the  involvement  of  the  nervous 
system.  This  is  even  more  evident  when 
one  considers  the  scope  of  the  organ  systems 
affected  and  the  almost  unlimited  range  of 
manifestations.  Fortunately,  there  has  been 
renewed  interest  in  the  past  few  years,  stem- 
ming primarily  from  an  increasing  aware- 
ness of  autonomic  nervous  system  and 
visceral  involvement. 

Symptomatology 

The  symptomatology  may  indicate  a 
pathologic  condition  in  the  cerebrum,  the 
spinal  cord,  the  spinal  roots,  the  peripheral 
nerves,  or  any  combination  thereof.  There 
are  various  forms,  many  of  which  present 
considerable  overlapping.  Some  have  a 
prolonged,  essentially  irreversible  course, 
whereas  others  are  acute  in  onset,  intense  in 
symptoms,  and  limited  in  duration.  Hence 
it  is  most  difficult  to  present  a simple,  clear 
clinical  picture  of  diabetic  neuropathy. 

The  most  frequent  syndrome  is  character- 
ized by  involvement  of  the  nerves  of  the 
lower  extremities,  most  often  bilaterally 


symmetrical  and  predominantly  sensory. 
However,  unilateral  involvement  may  be 
present;  there  may  or  may  not  be  pain; 
there  may  be  severe  pain  with  a minimum 
of  objective  findings;  there  may  be  an 
absence  of  pain,  with  a multiplicity  of  find- 
ings; there  may  be  complete  peripheral 
sensory  loss  without  paralysis,  or  there  may 
be  grave  paralysis  with  insignificant  sensory 
loss;  there  may  or  may  not  be  associated 
vascular  changes;  and  the  diabetes  may  be 
mild  or  severe.  There  may  be  cerebral 
pathologic  changes  as  indicated  by  ocular 
nerve  palsies,  pupillary  abnormalities,  tri- 
geminal and  facial  nerve  abnormalities,  and, 
occasionally,  emotional  disturbances  severe 
enough  to  lead  to  a diagnosis  of  a psychiatric 
disorder.  There  may  be  autonomic  nerve 
and  visceral  involvement,  including  changes 
in  vasomotor,  pilomotor,  and  sudomotor 
control;  dependent  edema;  abnormality 
of  texture  and  consistency  of  the  skin ; 
neuropathic  ulcers;  Charcot  arthropathy; 
impotence;  orthostatic  hypotension;  and 
neurogenic  vesical  dysfunction  and  neuro- 
genic bowel  dysfunction. 

In  general  the  outstanding  symptoms  are 
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pain  and  paresthesias.  The  pain  may  vary 
from  dull  or  aching  to  cramp-like,  burning, 
lancinating,  or  crushing.  A distinguishing 
characteristic  is  the  fact  that  the  pain  often 
is  intensified  at  night  and  is  relieved  by 
pacing  the  floor.  At  times  the  skin  is  so 
sensitive  that  the  patient  cannot  tolerate 
the  touch  of  pajamas  or  bed  clothes.  The 
paresthesias  are  described  as  consisting  of 
coldness,  numbness,  tingling,  or  burning. 
Occasionally  patients  complain  that  their 
feet  feel  dead  and  they  seem  to  be  walking 
on  cotton  or  air.  Another  symptom  worthy 
of  note  is  anorexia,  which  may  result  in 
considerable  loss  of  weight  despite  good 
diabetic  control.  Special  mention  should 
be  made  also  of  the  commonly  present  de- 
pression and  irritability  that  may  be  a 
dominant  factor  in  the  clinical  picture. 
Although  this  has  been  considered  a reaction 
commensurate  with  the  severe  pain  and 
associated  inability  to  sleep,  it  is  my  im- 
pression that  the  depression  is  far  more  pro- 
found than  can  be  explained  on  this  basis  and 
constitutes  a symptom  sui  generis.  Oc- 
casionally a lessening  of  the  depression  pre- 
sages the  clearing  of  the  neuritis. 

On  examination  the  most  reliable  and  con- 
sistent objective  findings  are  the  absence  of 
knee  jerks  and/or  ankle  jerks.  There  may 
be  tenderness  of  the  calf  muscles,  but  this 
is  not  constant.  There  is  a diminution  of 
some  of  the  modalities  of  sensation,  par- 
ticularly vibratory  perception.  The  sen- 
sory findings,  however,  vary  considerably 
and  are  unpredictable  from  patient  to 
patient.  The  commonly  observed  dis- 
turbance of  vibratory  perception  in  the 
older  nondiabetic  population  makes  this 
finding  by  itself  an  unreliable  diagnostic 
criterion.  Other  characteristics  that  should 
be  mentioned  include  the  definite  predilec- 
tion for  the  periphery,  the  more  marked 
involvement  of  the  lower  as  compared  to 
the  upper  extremities,  and  the  occasional 
frank  motor  paralysis  which  often  tends  to 
be  unilateral. 

In  the  varying  symptomatology  there  are 
a group  of  symptoms  that  merit  special 


attention.  They  have  been  classified  as 
pseudotabes  diabetica  or  as  involvement 
of  the  autonomic  nervous  system  and  include 
a variety  of  visceral  involvements.  From 
the  clinical  point  of  view  the  two  overlap 
to  make  them  essentially  part  of  one  syn- 
drome and  may  be  discussed  as  one  entity. 
The  similarity  of  the  symptomatology  to 
tabetic  syphilis  is  almost  complete.  It 
therefore  suggests  strongly  that  the  site  of 
the  pathologic  lesion  is  identical  with  that 
of  tabes.  The  visceral  involvement  is  of 
exceeding  importance  since  many  other 
disease  entities  may  be  simulated.  In  fact 
with  syphilis  on  the  wane  and  diabetes  with 
its  complications  on  the  increase,  the  role  of 
“the  great  imitator”  has  been  taken  over  by 
diabetes. 

Usually  the  clinical  picture  is  never  com- 
plete in  any  one  instance,  but  several  of  the 
phenomena  usually  are  present.  Pupillary 
reflex  abnormalities  occur  and  may  progress 
to  the  point  of  fulfilling  the  classical  de- 
scription of  Argyll  Robinson.  Extraocular 
muscle  palsies  occur,  most  frequently  in- 
volving the  third  or  sixth  nerve;  this  pa- 
ralysis often  is  introduced  by  pain  on  the 
affected  side  which  tends  to  follow  the  dis- 
tribution of  a branch  of  the  trigeminal  nerve. 
These  extraocular  motor  paralyses  are 
further  characterized  by  the  frequent  ten- 
dency to  spontaneous  resolution  in  from 
six  to  twelve  weeks. 

Bladder  involvement  in  the  form  of  neuro- 
genic vesical  obstruction  develops  to  the 
point  of  complete  paralysis.  This  is  di- 
rectly comparable  to  the  “cord”  bladder 
of  tabes.  It  is  insidious  in  onset  and  is 
manifested  by  slowly  increasing  urinary 
retention  and  proportionately  decreased 
frequency  of  voidings.  As  the  detrusor 
muscle  is  further  stretched,  bladder  atony 
supervenes;  this  may  be  documented  by  an 
abnormal  cystometrogram.  Unless  the 
urinary  retention  is  relieved,  secondary  in- 
fection with  ascending  pyelonephritis  is 
inevitable. 

Gastrointestinal  symptoms  may  appear 
either  in  the  form  of  diarrhea  or  of  constipa- 
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Fig.  1.  Roentgenogram  of  small  bowel  in  diabetic  diarrhea.  Note  delayed  segmentation,  retained  secre- 
tions, and  coarsening  of  the  folds. 


tion.  In  view  of  the  frequency  of  the  latter 
in  an  adult  population  this  symptom  is 
difficult  to  evaluate.  However,  the  onset 
of  very  severe  constipation,  sometimes  al- 
most to  the  point  of  obstipation,  is  most 
suggestive.  More  important  is  the  so-called 
diabetic  diarrhea  which  occurs  in  the  course 
of  and  is  peculiar  to  diabetes.  This  syn- 


drome is  characterized  by  intermittent, 
recurrent  attacks  of  nocturnal  and  post- 
prandial diarrhea,  occasional  nocturnal  fecal 
incontinence,  an  x-ray  picture  showing  dis- 
ordered motility  of  the  small  bowel  (Fig.  1), 
and  normal  exocrine  pancreatic  secretions. 
More  recently  steatorrhea  has  been  de- 
scribed^ and  in  fact  malabsorption  syn- 
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Fig.  2.  Diabetic  Charcot  arthropathy  of  the  metatarsal  joints.  Note  severe  and  extensive  destruction. 


drome  has  occiirrod.^  It  is  important  to 
recognize  that  not  all  diarrheas  in  diabetic 
individuals  are  related  to  the  diabetes; 
recently  in  this  connection  we  have  seen, 
for  example,  cystic  fibrosis  of  the  pancreas 
with  diarrhea  and  diabetes,  and  a diabetic 
patient  with  asymptomatic  pancreatitis  and 
severe  diarrhea.  These  masqueraded  with 
the  diagnosis  of  diabetic  diarrhea.  It  should 
be  pointed  out  that  no  corroborative  neuro- 
pathologic  findings  have  been  unequivocally 
demonstrated  in  the  bowel  in  this  condition. 

The  involvement  of  the  autonomic  nervous 
system  in  diabetes  may  be  so  extensive  as 
to  simulate  the  effects  of  a sympathectomy.^ 
One  of  the  striking  manifestations  that 
occurs  is  postural  or  orthostatic  hypotension. 
The  clinical  manifestations  in  this  instance 
apparently  result  from  the  presence  of  a 
dilated  peripheral  vascular  bed  unable  to 
constrict,  thus  serving  as  a reservoir  for  a 
considerable  proportion  of  the  total  blood 
volume.  Further  evidence  of  the  lack  of 
neural  reflex  is  the  absence  of  a compen- 
satory tachycardia;  this  is  probably  one  of 
the  major  factors  in  producing  vertigo  and 
syncope.  Postural  hypotension  has  been 
known  to  occur  in  syphilitic,  neurologic, 
and  endocrine  disorders  as  well  as  in  diabetic 
neuropathy.  In  recent  years,  however. 


most  cases  have  been  associated  with  di- 
abetic neuropathy.  Other  evidences  of 
involvement  of  the  autonomic  nervous 
system  include  anhidrosis,  vasomotor  in- 
stability, tachycardia,  dependent  edema, 
trophic  skin  disturbances,  and  reversal  in 
the  skin  temperature  gradient. 

The  occurrence  of  Charcot  joints  is  one  of 
the  intriguing  manifestations  of  diabetic 
neuropathy.  The  similarity  to  tabes  in  the 
extent  of  bone  and  joint  destruction  in  the 
presence  of  an  adequate  blood  supply,  the 
remarkable  painlessness  of  the  lesion,  the 
freedom  from  infection,  and  the  presence  of 
neuropathy  is  identical.  The  difference  is 
essentially  in  the  location  of  the  involved 
joint.  Whereas  in  tabes  the  most  commonly 
involved  joint  is  the  knee  with  not  infre- 
quent involvement  of  the  vertebral  column, 
the  hip,  and  even  the  upper  extremities, 
these  sites  are  infrequently  attacked  in 
diabetic  neuropathy.  In  the  latter  condi- 
tion the  tarsal  and  ankle  joints  are  most 
frequently  involved;  conversely,  a neu- 
ropathic joint  in  these  locations  is  almost  al- 
ways diabetic  in  origin.  A Charcot-type 
joint  occurs  when  there  is  neural  involve- 
ment of  the  sensory  components  (specifically 
impairment  of  afferent  pain  and  proprio- 
ceptive impulses),  intact  motor  power,  ex- 
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posure  of  the  joint  to  frequent  minor  trauma, 
and  chronicity  of  the  process.  A gross 
deformity  becomes  obvious  on  inspection  and 
is  characterized  by  a thickened  deformed 
foot,  with  a tendency  to  eversion  and  ex- 
ternal rotation  and  flattening  of  the  longi- 
tudinal arch.  On  x-ray  examination  ex- 
tensive destruction  and  dissolution  of  the 
bones  not  due  to  osteoporosis  or  osteo- 
myelitis is  seen  (Fig.  2).  Although  this 
lesion  is  not  the  result  of  infection,  on  oc- 
casion there  may  be  a superimpo.sed  infec- 
tion from  an  adjacent  neurotrophic  ulcer. 

Another  lesion  that  is  identical  in  all 
respects  with  its  counterpart  in  tabes  is  the 
mal  perforans  or  neurotrophic  ulcer.  This 
is  usually  painless  and  commonly  occurs 
at  a site  of  pressure,  most  often  the  head  of 
a metatarsal  bone.  The  lesion  is  neu- 
ropathic and  may  occur  in  the  presence  of  an 
excellent  blood  supply.  Any  persistent 
ulcer,  particularly  if  associated  with  a callus, 
should  suggest  a trophic  ulcer,  and  the  most 
common  cause  today  is  diabetes.  It  not 
rarely  is  a presenting  manifestation  of  di- 
abetes in  the  older  age  group.  I have  seen 
this  attract  the  attention  of  the  patient 
only  because  of  the  presence  of  a serous 
discharge  on  the  sock. 

Impotence  is  a frequent  occurrence  in  the 
male  diabetic  patient,  but  its  relationship 
to  neuropathy  is  still  uncertain.  There  is 
a group  of  patients  whose  impotence  is 
coincident  with  the  onset  of  diabetes  and 
the  uncontrolled  hyperglycemia  and  gly- 
cosuria. Many  of  these  patients  will  have 
restoration  of  their  potency  following  con- 
trol of  the  diabetes.  However,  the  larger 
group  of  patients  whose  impotence  occurs 
in  the  course  of  reasonably  controlled  di- 
abetes offers  a much  poorer  prognosis  for 
the  return  of  function.  In  this  category 
neuropathy  is  commonly  present. 

Pathology 

The  nature  and  even  the  site  of  the  path- 
ologic condition  is  still  unsettled.  The 
pathologic  changes  would  appear  to  offer  a 
direct  approach  to  this  aspect  of  the  problem 


and  obtained  without  undue  difhculty. 
And  yet  the  paucity  of  documented  path- 
ologic studies  in  the  literature  is  striking. 
The  lesion  has  been  placed  by  some  in  the 
peripheral  nerves;  others  believe  the  sig- 
nificant changes  are  in  the  nerve  roots  with 
the  dorsal  column  changes  resulting  from 
extension  of  the  process;  and  there  are  the 
proponents  of  the  theory  that  the  basic 
change  is  a myelopathy  with  the  predom- 
inant lesion  present  in  the  dorsal  columns. 
It  is  obvious  that  these  three  theories  are  not 
necessarily  mutually  exclusive  since  lesions 
in  either  the  spinal  cord  or  the  dorsal  roots 
will  result  in  changes  in  the  peripheral  nerve ; 
however,  if  the  fundamental  lesion  is  in  the 
periphery,  then  the  lesions  higher  up  re- 
quire further  explanation.  Although  still 
very  much  a matter  of  conjecture,  a con- 
siderable weight  of  neurologic  authority 
based  on  clinical  evidence  would  place  the 
lesion  in  the  dorsal  roots  and/or  the  cord. 
The  not  infrequent  remarkable  similarity 
between  the  picture  of  tabes  and  that  of 
pseud  otabes  diabetica  also  would  suggest 
that,  at  least  in  this  category,  the  lesions 
are  in  the  roots  and  dorsal  columns. 

The  pathogenesis  of  the  lesion  is  shrouded 
in  considerable  doubt  and  disagreement. 
Vascular  lesions  with  consequent  inter- 
ruption of  blood  supply  to  the  involved 
nerves  have  been  implicated  repeatedly. 
Some  of  the  reasons  for  this  are:  (1)  the 
increased  incidence  of  diabetic  neuropathy 
in  the  age  group  over  forty;  (2)  the  frequent 
association  of  vascular  disease  and  diabetic 
neuropathy;  and  (3)  the  generally  high 
over-all  frequency  of  vascular  disease  and 
peripheral  gangrene  in  diabetes.  Fager- 
berg^  has  attempted  to  explain  all  the  neu- 
rologic findings  on  the  basis  of  involvement  of 
the  small  vessels  of  peripheral  nerves,  com- 
parable with  the  anatomic  changes  in  reti- 
nopathy. In  view  of  the  significant  and  over- 
whelming frequency  of  vascular  disease  in 
diabetes  in  both  large  vessels  as  well  as 
the  more  specific  microangiopathy,  it  is 
logically  tempting  to  attribute  the  nerve 
lesions  to  vascular  insufficiency. 
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While  the  theory  of  vascular  insufficiency 
as  the  basis  of  this  condition  is  compatible 
in  many  instances,  there  are  several  clinical 
features  that  make  vascular  involvement 
as  the  basis  of  diabetic  neuropathy  un- 
tenable in  many  other  instances.  These 
include ; (1)  the  relative  rarity  of  neuropathy 
in  nondiabetic  individuals  who  have  evidence 
of  severe  and  advanced  obhterative  arterio- 
sclerosis; (2)  the  acute  onset;  (3)  the  pro- 
nounced improvement  which  so  many  of 
these  patients  experience;  (4)  frequent  in- 
volvement of  the  autonomic  nervous  sys- 
tem; and  (5)  its  occurrence  in  patients 
with  no  evidence  of  any  vascular  involve- 
ment in  either  large  or  small  vessels. 
Further  corroboration  of  this  are  the  find- 
ings of  Martin®  who  demonstrated  normal 
vascular  status  in  the  presence  of  neu- 
ropathy. Chnically  it  would  appear  that  at 
least  some  types  of  diabetic  neuropathy  are 
not  caused  primarily  by  a vascular  process. 

Etiology 

The  etiology  of  the  neuropathy  is  also  a 
matter  of  uncertainty.  For  many  years  it 
has  been  tacitly  assumed  to  follow  a pro- 
longed period  of  poor  diabetic  control. 
This  assumption  has  been  challenged,  since 
in  many  cases  the  factors  preceding,  and 
hence  presumably  influencing,  the  occurrence 
of  neuropathy  cast  considerable  doubt  on 
the  importance  of  control  in  many  instances.® 
The  inconsistencies  relating  to  neuropathy 
and  diabetic  control  are  manifest  in  several 
directions : 

1.  Neuropathy  may  occur  during  good 
control. 

2.  There  may  be  the  simultaneous  onset 
of  neuropathy  and  the  symptoms  of  un- 
controlled glycosuria. 

3.  The  neuropathy  is  unrelated  to  the 
duration  or  severity  of  the  diabetes. 

4.  Neuropathy  may  be  the  initial  clinical 
manifestation  of  diabetes,  unattended  by 
symptoms  of  hyperglycemia  and  glycosuria. 

5.  The  paradoxical  precipitation  of  neu- 
ropathy following  the  institution  of  good 


control  by  diet,  insulin,  or  tolbutamide  has 
been  observed. 

6.  Neuropathy  may  follow  stress  situa- 
tions; in  these  instances,  a relatively  con- 
stant latent  period  exists. 

The  precipitation  of  neuropathy  following 
stress  presents  a uniform  pattern  in  that  a 
relatively  constant  latent  time  interval 
exists.  This  period  of  time  is  so  similar  to 
that  of  known  toxic  factors  that  lead  to 
neuropathies,  that  one  may  well  conjecture 
that  this  type  of  diabetic  neuropathy  is 
related  to  the  release  of  a toxic  or  metabolic 
factor. 

The  fact  that  diabetic  neuropathy  occurs 
unrelated  to  control  does  not  deny  the  pos- 
sibility of  the  influence  of  poor  control  on  the 
eventual  development  of  neuropathy  in  some 
instances,  nor  does  it  enter  into  the  contro- 
versy of  the  importance  of  good  control. 
The  point  is  that  neuropathy  may  and  does 
occur  entirely  independent  of  the  severity, 
duration,  or  even  presence  of  hyperglycemia 
and  glycosuria. 

The  implications  of  these  observations 
merit  further  elaboration.  There  has  been 
an  increasing  awareness  that  diabetes  is  a 
general,  complex,  fundamental  disease. 
The  carbohydrate  metabolic  deficit  repre- 
sents a single  facet,  although  its  train  of 
symptoms  is  the  one  most  commonly  rec- 
ognized. Other  facets  include  the  compli- 
cations of  pregnancy,  microangiopathy  com- 
prising retinopathy  and  nephropathy,  and 
arteriosclerotic  involvement  of  the  larger 
vessels.  The  complications  of  pregnancy 
associated  with  diabetes  may  occur  long 
before  the  eventual  clinical  development  of 
diabetes  and  are  identical  with  those  oc- 
curring in  the  diabetic  state.  In  similar 
fashion  retinopathy  and  Kimmelstiel- Wilson 
lesions  of  the  kidney  have  been  known  to  be 
the  only  clinical  manifestations  of  diabetes. 
Recognition  of  these  features  has  led  to  the 
performance  of  glucose  tolerance  tests  which 
have  established  the  existence  of  a so-called 
prediabetic  state  long  before  the  clinical 
onset  of  diabetes.  Thus  diabetes  is  heredi- 
tary in  the  sense  that  a tendency  to  its 


May  1,  1961 


1567 


.1/.4A'  FALLEN  BERG 


development  is  inherited  and  may  be  mani- 
fested in  an  early  period  of  life  or  may  re- 
main latent  until  some  stress  brings  it  forth. 
The  hypothesis  that  such  an  inheritance 
carries  with  it  a specific  vulnerability  of 
the  central  nervous  and  vascular  systems 
is  gaining  support.  Hence  long  before  the 
clinical  evidences  of  hyperglycemia  and 
glycosuria  are  present  the  patient  may  be  in 
a preclinical  stage  in  which  manifestations 
of  the  other  defective  states  may  occur. 

From  the  practical  clinical  point  of  view 
it  is  important  to  remember  that  neuropathy 
may  be  the  presenting  symptom  of  diabetes 
mellitus.'^  Awareness  of  this  will  result 
in  establishing  the  correct  diagnosis  more 
promptly.  Any  neurologic  syndrome  com- 
patible with  and/or  occurring  in  a patient 
with  a family  history  of  diabetes  must  be 
investigated  for  this  possibility.  Unfor- 
tunately the  usual  diagnostic  procedure  is 
the  determination  of  the  fasting  blood  sugar ; 
this  is  the  least  rewarding  test  in  such  situa- 
tions. 

It  is  much  more  logical  and  produc- 
tive to  determine  the  two  hour  post- 
prandial blood  sugar  as  a screening  test 
and  then  to  perform  a glucose  tolerance 
test  if  indicated. 

Diagnosis 

In  view  of  the  complexity  of  the  possible 
neurologic  picture  there  is  little  wonder 
that  the  clinical  diagnosis  is  fraught  with 
difficulty  and  error.  To  confuse  the  matter 
further,  however,  is  the  fact  that  there  are 
no  pathognomonic  signs,  symptoms,  or 
laboratory  findings  to  establish  unques- 
tionably or  to  eliminate  the  diagnosis.  The 
most  consistent  laboratory  feature  has  been 
the  demonstration  of  an  elevation  of  the 
cerebrospinal  fluid  protein.  Although  not 
constant,  in  my  experience  this  abnormality 
is  present  in  about  80  per  cent  of  those 
diabetic  patients  with  neurologic  involve- 
ment. Contrariwise,  it  is  normal  in  diabetic 
patients  without  involvement  of  the  central 
nervous  system.  There  are  several  inter- 
esting and  significant  features  of  this  eleva- 


tion: (1)  It  is  usually  60  to  100  mg.  per 
100  ml.,  infrequently  higher,  and  rarely 
200  mg.  per  100  ml.;  (2)  there  is  an  al- 
buminocytologic  dissociation  since  the  cell 
count  is  never  raised;  (3)  the  fluid  is  in- 
variably clear;  (4)  the  manometric  readings 
are  invariably  normal ; and  (5)  the  serologic 
tests  always  show  negative  reactions.  The 
origin  of  this  elevation,  the  moieties  of  the 
proteins  involved,  or  the  possibility  of  ab- 
normal protein  elaboration,  remain  un- 
known. Preliminary  investigation  suggests 
that  the  elevation  is  in  the  area  of  the  gamma 
globulin  distribution  of  the  electrophoretic 
pattern. 

In  the  past  the  diagnosis  of  diabetic  neu- 
ropathy frequently  has  been  overlooked  and 
diagnosed  mistakenly  as  syphilis,  variants 
of  subacute  combined  sclerosis,  thiamine 
deficiency,  spinal  cord  tumors,  cauda  equina 
tumors,  retroperitoneal  neoplasms,  gastro- 
intestinal neoplasms,  and  prostatic  obstruc- 
tive uropathies. 

Mimicry  of  diabetic  neuropathy  by  the 
coincidentally  occurring  pathologic  changes 
not  specifically  related  to  diabetes  is  not 
unusual.  The  reverse,  namely  mimicry 
of  many  disease  patterns  by  diabetic  neu- 
ropathy, has  frequently  been  recorded.  At 
the  present  time,  in  view  of  the  absence  of 
any  symptoms,  signs,  or  laboratory  findings 
pathognomonic  of  diabetic  neuropathy,  ex- 
treme caution  must  be  exercised  in  diagnosis. 
The  appearance  of  neurologic  abnormalities 
in  a diabetic  individual  must  perforce  suggest 
the  diagnosis  of  diabetic  neuropathy.  Nev- 
ertheless, regardless  of  the  frequency  of  this 
complication  and  the  statistical  probability 
of  such  diagnosis  being  correct,  it  should 
always  be  made  with  reservation. 

The  diagnosis  of  diabetic  neuropathy  may 
be  made  only  after  the  complete  exclusion 
of  any  and  all  other  possible  explanations. 
If  this  is  accomplished,  then  one  may  be 
more  secure  in  the  presence  of  familiar  signs 
and  symptoms  if  the  spinal  fluid  total  pro- 
tein is  elevated  and  the  course  of  the  syn- 
drome remains  compatible  with  known  ex- 
perience.* 
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Therapy 

' The  treatment  of  diabetic  neuropathy, 
unfortunately,  leaves  much  to  be  desired. 
Although  many  claims  have  been  made  in- 
termittently for  the  various  components  of 
the  B complex  individually  and  in  combina- 
tion, our  experience  indicates  that  they  con- 
j tribute  nothing  to  the  course  of  this  disease. 
I'  The  same  disappointment  has  followed  the 
I use  of  other  suggested  therapeutic  agents, 
li  such  as  saline,  phenothiazine  derivatives,  and 
so  forth.  Unpredictably,  the  corticosteroids 
occasionally  have  yielded  a good  result. 
On  the  other  hand  some  of  the  lesions  are 
amenable  to  therapy,  and  some  recover 
spontaneously.  Among  the  latter  are  the 
external  ocular  palsies  which  almost  in- 
variably recover  in  from  six  to  twelve  weeks. 
The  severely  painful  or  “neuritic”  type, 
which  may  on  occasion  be  associated  with 
atrophy,  considerable  weakness,  or  even  frank 
paresis,  usually  will  recover  spontaneously  in 
from  three  to  eighteen  months  with  six 
months  as  a general  average.  The  neuro- 
genic bladder,  when  conservative  measures 
fail,  may  be  relieved  dramatically  by  resec- 
tion of  the  internal  vesical  sphincter.  The 
diabetic  diarrheas  occasionally  respond  to 
antibiotics,  especially  chloramphenicol.  On 


the  infrequent  occasion  when  the  diarrhea 
is  associated  with  steatorrhea  and  the  mal- 
absorption syndrome,  there  is  a dramatic 
response  to  corticosteroid  administration. 
Neuropathic  ulcers  often  may  be  helped  by 
local  surgery  which  includes  removal  of  the 
offending  pressure-producing  head  of  the 
underlying  metatarsal  bone.  General  symp- 
tomatic measures  including  warmth,  good 
nutrition,  relief  of  pain,  and  proper  diabetic 
control  are  indicated. 
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{Number  thirteen  in  a series  of  articles  on  Current  Concepts  in  Diabetes  Mellitus) 


Women  Show  Lower  Mortality  Rate 


Women  have  benefited  more  than  men  from  de- 
clining death  rates  in  this  country.  The  mortalit}' 
rate  for  females  dropped  from  16.5  per  1,000  popula- 


tion in  1900  to  8.0  in  1959,  a decline  of  51.5  per  cent. 
For  males  the  drop  was  from  17.9  to  10.9,  or 
39.1  per  cent. — Health  Information  Foundation 
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Cyanosis  Dae  to  Overtransfusion  in  a Pediatric  Patient 


^T^he  control  of  blood  replacement  in 
pediatric  anesthesia  and  surgery  is  a 
difficult  problem.  The  following  case  il- 
lustrates an  error  in  whole  blood  replace- 
ment, although  blood  loss  was  estimated 
by  weighing  all  sponges. 

Case  Report 

A nine-month-old-infant  was  admitted  to  the 
hospital  for  evaluation  of  a fever  of  unknown 
etiology. 

The  patient  weighed  1,500  Gm.  at  birth.  Dur- 
ing the  first  week  of  life  persistent  regurgitation 
was  noted.  The  patient  was  admitted  to  the  hos- 
pital where  a diagnosis  of  tracheoesophageal  fis- 
tula was  made  by  radiography,  and  at  one  week 
of  age  a gastrostomy  was  done  under  local 
anesthesia.  The  patient  did  fairly  well  for  the 
ne.xt  six  weeks  but  while  still  in  the  hospital  was 

Presented  and  discussed  at  a conference  held  at  New 
York  Hospital,  New  York  City,  February  6,  1961. 
Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  every  month. 


found  to  have  an  incarcerated  right  inguinal 
hernia  which  was  repaired  at  seven  weeks  of  age 
under  local  anesthesia.  At  the  age  of  ten  weeks  a 
primary  esophageal  anastomosis  was  performed  • 
uneventfully  under  endotracheal  halothane  anes- 
thesia. The  postoperative  course  was  unevent- 
ful, and  the  patient  was  discharged  at  the  age  of 
four  months  weighing  3,550  Gm. 

At  the  age  of  twent}^-one  weeks  the  patient 
had  an  uneventful  elective  left  inguinal  hernior- 
rhaphy under  cyclopropane-ether  anesthesia. 

At  thirty  weeks  of  age  the  patient  was  ad- 
mitted to  the  hospital  for  esophageal  dilation. 
This  was  attempted  unsuccessfully  under  endo- 
tracheal ether  anesthesia  during  which  there  was 
a transient  tachycardia  of  160  to  180. 

The  illness  on  the  current  admission  revealed 
a three-week  history  of  fever  with  one  day  of 
diarrhea  and  no  other  symptoms.  The  patient’s 
weight  was  5,900  Gm.,  temperature  38.3  C.,  pulse 
120  per  minute,  and  respirations  28  per  minute. 
A physical  examination  produced  unremarkable 
findings  save  for  the  presence  of  the  gastrostomy 
tube. 
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The  laboratory  results  included  normal  findings 
on  the  chest  x-ray  film,  urinalysis,  white  blood  cell 
count,  and  differential.  The  hematocrit  was  30. 
Stool,  urinalysis,  and  blood  cultures  gave  negative 
findings  for  pathogens. 

By  the  third  hospital  day  the  patient  was 
afebrile.  During  the  next  two  weeks  attempts  at 
further  esophageal  dilation  were  made. 

On  the  fourteenth  hospital  day  mild  diarrhea 
and  a temperature  of  38  C.  were  noted  again.  At 
this  time  an  intravenous  pyelogram  showed  a 
space-occupying  lesion  in  the  left  kidney,  and 
after  repositioning  of  the  gastrotomy,  a mass  in 
the  left  upper  quadrant  of  the  abdomen  could  be 
palpated. 

On  the  fifteenth  hospital  day,  because  of  the 
likelihood  of  a Wilms  tumor,  elective  laparotomy 
was  scheduled.  At  this  time  the  patient’s  tem- 
perature was  38  C.,  pulse  188  per  minute,  blood 
pressure  104/70,  respirations  42  per  minute,  and 
weight  6.3  Kg.  The  positive  physical  findings 
were  a mass  in  the  left  side  of  the  abdomen  which 
extended  to  the  iliac  crest.  The  hematocrit  was 
28,  and  the  child  received  a transfusion  of  70  cc. 
of  compatible  whole  blood  the  evening  before 
surgery,  raising  the  preoperative  hematocrit  to 
31.5.  He  was  considered  a physical  status  4 and 
evaluated  a poor  operative  risk.^  He  had  re- 
ceived nothing  by  mouth  for  over  twelve  hours 
and  had  been  hydrated  adequately.  There  was 
a cut-down  intravenous  route  in  the  left  arm. 

No  preoperative  medication  was  administered. 
Direct  laryngoscopy  was  accomplished  without 
an  anesthetic  agent  to  check  the  airway.  Oxygen 
was  administered  by  mask  for  three  minutes, 
and  10  mg.  of  succinylcholine  were  administered 
intravenously.  A number  18  French  plastic  oro- 
tracheal tube  was  passed  with  ease.  Main- 
tenance was  by  a Bloomquist  closed  circle  with 
intermittent  cyclopropane.  The  duration  of 
anesthesia  was  three  hours  and  twenty  minutes. 
The  patient’s  respirations  were  assisted  through- 
out with  a spontaneous  rate  of  between  30  and  40 
per  minute.  The  pulse  rate  had  been  200  per 
minute  and  through  the  course  of  surgery 
gradually  declined  to  130  per  minute.  The  blood 
pressure  was  not  followed.  The  operative  proce- 
dure was  a left  nephrectomy  and  splenectomy 
for  a nephroblastoma  which  proved  on  pathologic 
examination  to  have  invaded  the  periaortic 
lymph  nodes,  the  mesocolon  and  pancreatico- 
splenic  ligament,  and  the  renal  veins.  The 
tumor  was  necrotic  and  friable  and  measured  10 


by  7 by  8.5  cm.  It  was  not  weighed.  Blood  re- 
placement was  begun  with  the  initial  incision  and 
was  controlled  by  weighing  sponges.  The 
weighed  blood  loss  was  850  to  900  ml.  of  which 
800  ml.  was  replaced  in  the  operating  room.  At 
the  end  of  the  operative  procedure  the  tube  was 
removed  after  suctioning,  and  the  child  was 
awake  before  leaving  the  operating  room.  He  was 
cyanotic  although  ventilating  adequately,  and  his 
lungs  were  clear  to  auscultation  and  percussion. 

In  the  recovery  room  a microhematocrit  was 
over  78.  There  was  marked  peripheral  plethora 
with  marked  cyanosis.  Eighty  ml.  of  blood  were 
removed  by  phlebotomy.  The  hematocrit  was 
then  75.  In  the  morning  of  his  first  postoperative 
day  the  patient’s  hematocrit  was  71,  and  55  ml. 
of  whole  blood  were  removed  which  brought  his 
hematocrit  down  to  57.  That  evening  the 
hematocrit  was  62,  and  25  ml.  more  blood  were 
removed.  The  following  morning  the  hematocrit 
was  53,  and  47  ml.  of  whole  blood  were  removed. 
A total  of  210  ml.  of  blood  were  phlebotomized  in 
forty-eight  hours  with  clearing  of  the  cyanosis  and 
lowering  of  the  hematocrit  to  49. 

The  patient  received  radiation  therapy  for  the 
next  three  weeks.  He  developed  a staphylococcal 
wound  infection,  congestive  heart  failure,  and 
ascites,  and  went  on  to  expire  on  the  forty-third 
postoperative  day. 

An  autopsy  revealed  resected  nephroblastoma 
of  the  left  kidney;  metastases  in  visceral  and 
parietal  peritoneum  and  diaphragm,  liver,  right 
kidney,  lungs,  visceral  and  parietal  pleura,  and 
lymph  nodes;  multiple  serosanguineous  effusions 
and  pulmonary  edema;  multiple  fibrous  ad- 
hesions of  the  intestines;  congenital  anomalies; 
esophageal  stricture  following  repair  of  tracheo- 
esophageal fistula;  and  focal  microgyria  and 
frontal  atrophy  of  the  brain,  weight  665  Gm. 
(expected  750  Gm.). 

Comment 

This  infant  received  approximately  250 
ml.  overtransfusion  of  whole  blood  during 
the  excision  of  a Wilms  tumor.  The  error 
was  that  some  of  the  sponges  which  were 
weighed  contained  part  of  the  necrotic 
friable  tumor  which  the  circulating  nurse 
included  in  her  estimate  of  blood  loss.  The 
anesthesiologist  felt  that  he  was  using  an 
accurate  method  of  blood  replacement  and 
did  not  take  into  consideration  the  error  in- 
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troduced  by  the  tissue  in  the  sponges  or  the 
clinical  evidence  of  plethora  and  cyanosis 
of  polycythemia.  The  estimated  blood 
volume  in  this  infant  was  between  550  and 
600  ml.  so  that  both  the  surgeons  and  the 
anesthesiologist  realized  that  the  800  ml. 
administered  was  in  essence  an  exchange 
transfusion.  Weighing  the  child  imme- 
diately before  and  after  surgery  with  ap- 
propriate corrections  for  weight  of  tumor 
and  organs  removed,  infusions,  and  trans- 
fusions might  be  advisable  when  blood  loss 
of  this  magnitude  is  anticipated.  Accord- 
ing to  Smith,  2 blood  replacement  is  the  great- 
est problem  in  the  operating  room.  Since 
there  is  no  way  to  predict  how  much  blood 
will  be  needed,  estimation  of  blood  require- 
ment must  be  based  on  several  guides. 

The  case  also  illustrates  that  cyanosis 


in  the  recovery  room  is  not  always  a ventila- 
tory problem.  An  adult  with  this  extent 
of  overtransfusion  would  probably  suffer 
pulmonary  edema.  This  child  with  a good 
myocardium  was  able  to  maintain  cardiac 
compensation.  However,  the  hazard  of 
thrombosis  is  very  great  with  hematocrits 
of  this  level.  Other  complications,  such  as 
pulmonary  edema,  right-sided  heart  failure, 
oliguria,  renal  insufficiency,  and  infections 
may  accompany  polycythemia.^ 
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A series  of  articles  on  health  insurance  prepared  by  the 
Associated  Blue  Shield  Plans  of  New  York  State 

LEONARD  J.  RAIDER,  M.D.,  Editor 


The  National  Association  of  Blue  Shield  Plans — How  It  Functions 

JOHN  W.  CASTELLUCCI,  CHICAGO,  ILLINOIS 
{Executive  Vice-President,  National  Association  of  Blue  Shield  Plans) 


^ I ''he  National  Association  of  Blue  Shield 
Plans — like  any  association — exists 

solely  to  serve  the  mutual  interests  of  its 
members.  And,  like  all  association  groups, 
this  national  organization  derives  its 
strength  from  the  fact'  that  it  provides  a 
framework  within  which  individual  members 
may  bring  group  action  to  bear  in  the 
solution  of  common  problems.  Thus,  the 
association  program  provides  the  means  of 
applying  and  directing  the  combined  re- 
sources, the  experience,  and  the  capabilities 
of  members  in  the  attainment  of  goals  that 
are  important  to  both  the  individual  and 
collective  interests  of  all  concerned.  To 
demonstrate  how  widely  the  principle  of 
group  action  through  association  effort  is 
accepted,  one  need  consider  only  that  there 
are  in  existence  today  more  than  12,000 
associations  serving  various  trade,  industry, 
and  professional  groups  in  the  United  States. 
Associations  are  an  important  part  of  our 
business  and  economic  community.  In 
fact,  the  association  has  been  described  as 
an  integral  part  of  our  industrial  and  social 
fabric. 

Development  of  the  Association 
Movement  in  the  United  States 

To  understand  the  nature  of  the  Blue 


Shield  national  organization  more  fully 
it  may  be  helpful  to  review  briefly  the 
growth  of  the  association  movement  in 
general.  This  will  serve  to  put  the  organi- 
zation in  the  proper  perspective  and  will 
help  to  clarify  both  the  purposes  it  serves 
and  the  role  it  is  capable  of  fulfilling  in 
serving  the  needs  of  member  Plans. 

The  association  movement  as  we  know  it 
today  began  in  the  mid-eighteenth  century 
when  a group  of  merchants  in  the  city  of 
New  A"ork  organized  a “mercantile  union.” 
Today  this  organization  still  exists.  It  is 
known  as  the  Chamber  of  Commerce  of  the 
State  of  New  York,  and,  as  far  as  available 
records  are  concerned,  it  is  the  “oldest 
local  businessmen’s  association  still  in  ex- 
istence.” 

In  the  1800’s,  associations  were  organized 
in  considerable  numbers  to  give  industry 
groups  a means  of  exerting  the  collective 
pressure  of  members  in  meeting  specific 
issues  affecting  the  business  fortunes  of 
members.  Thus  the  efforts  of  early  as- 
sociation groups  were  largely  defensive  in 
nature  and  were  utilized  to  obtain  pref- 
erential regulations  of  one  sort  or  another 
so  that  the  business  interests  of  members 
might  be  maintained  on  an  advantageous 
basis  with  but  little  real  regard  to  the 
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general  welfare  of  the  business  community. 

By  about  1900  the  concepts  governing  the 
organization  and  functions  of  associations 
had  undergone  a radical  change.  The 
great  economic  depression  of  1907  caused 
business  leaders  to  realize  that  business  and 
industry  had  an  important  role  to  play  as 
responsible  members  of  the  business  com- 
munity. This  role  required  that  business 
organizations  consider  the  general  welfare 
of  the  economic  system  as  important  a 
responsibility  as  the  welfare  of  any  single 
enterprise.  This  new  attitude  toward  the 
value  of  association  activities  and  their 
constructive  employment  in  fostering  the 
positive  business  developments  was  re- 
flected in  a referendum  on  association 
activities  conducted  in  1923  by  the  U.S. 
Chamber  of  Commerce.  This  referendum 
said,  in  part,  “A  trade  association  should 
be  prepared  to  consider  all  problems  affecting 
the  general  advance  of  its  industry  or 
branch  of  commerce.” 

Broadly  interpreted,  this  implies  that  one 
of  the  fundamental  responsibilities  of  as- 
sociations today  is  to  provide  positive  and 
decisive  leadership  in  the  organization  and 
execution  of  programs  calculated  to  foster 
progress  for  the  industry  or  business  the 
association  serves.  This  has  become,  in 
fact,  a function  to  which  associations  have 
increasingly  devoted  their  resources  and 
energies,  and  it  will  continue  to  be  a prime 
objective  of  all  associations  as  the  structure 
of  our  business  and  economic  community 
grows  increasingly  complex. 

Putting  it  in  another  way,  it  may  be 
said  that  ideally  the  association  of  today, 
if  it  is  to  serve  effectively,  must  assume 
leadership  in  defining  the  problems  that 
confront  its  membership,  and,  further,  the 
association  must  cultivate  from  within  its 
membership  the  resources  for  solving  the 
problems  it  defines.  Thus  the  role  of  any 
association  today  is  to  lead  the  way  in 
providing  the  methods  and  mechanics  of 
group  action  whereby  the  basic  economic 
problems  confronting  the  association  mem- 
bership may  be  solved  effectively  and 


imaginatively. 

This  background  will  serve  to  indicate  the 
nature  of  the  National  Association  of 
Blue  Shield  Plans  in  relation  to  the  as- 
sociation movement  generally.  Let  us 
turn  now  to  an  examination  of  its  special 
mission  and  what  functions  it  fulfills  in 
relation  to  the  specific  goals  and  needs  of 
Blue  Shield  Plans. 

Origin  of  Blue  Shield  National 
Organization 

What  is  the  origin  of  this  national  as- 
sociation? In  December,  1945,  the  House 
of  Delegates  of  the  American  Medical  As- 
sociation instructed  the  trustees  and  the 
Council  on  Medical  Service  to  “proceed  as 
promptly  as  possible  with  the  development 
of  a specific  national  health  program,  with 
emphasis  on  the  nation-wide  organization 
of  locally  administered  prepayment  medical 
plans  sponsored  by  medical  societies.” 

To  implement  this  action,  the  American 
Medical  Association  appropriated  $25,000 
to  finance  the  establishment  of  a central 
coordinating  office  for  medical  care  plans. 
The  Council  on  Medical  Service  promptly 
drafted  a constitution  and  bylaws  for  the 
establishment  of  Associated  Medical  Care 
Plans.  Thus  early  in  1946  the  organization 
to  serve  the  interests  of  medically-sponsored 
plans  and  to  foster  their  development  was 
formed. 

In  1949  the  ties  of  direct  affiliation  be- 
tween the  A.M.A.  and  the  Blue  Shield 
national  organization  were  terminated  on 
the  grounds  that  the  mission  of  the  Council 
on  Medical  Service  as  defined  in  the  House 
of  Delegates  action  of  1945  had  been  ac- 
comphshed  with  the  formation  of  a national 
coordinating  agency  to  facilitate  the  de- 
velopment of  medically-sponsored  prepay- 
ment plans.  In  1950  Associated  Medical 
Care  Plans  changed  its  name  to  Blue  Shield 
Medical  Care  Plans,  and  last  year  the 
organization’s  name  was  again  changed  and 
is  known  as  the  National  Association  of 
Blue  Shield  Plans. 

Although  Blue  Shield  Plans  are  affiliated 
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in  a national  association,  the  local  autonomy 
of  all  is  maintained,  and  each  Plan’s  business 
affairs  are  controlled  and  directed  through 
its  local  sponsoring  medical  society.  It  is 
important  to  stress  this  particular  charac- 
teristic for  it  demonstrates  that  each  Plan 
continues  to  serve  the  interests  of  the  pro- 
fession locally  and  cannot  cede  to  a national 
organization  any  powers  which  would  con- 
flict with  the  preservation  of  the  local 
relationships  existing  between  the  Plans 
and  their  doctors. 

The  affairs  of  the  national  association 
are  governed  by  a board  of  directors  elected 
by  member  Plans.  Thus,  the  legislative 
and  policy-making  power  is  derived  from 
the  member  Plans  themselves.  The  board 
of  the  national  organization  is  composed  of 
31  representatives.  The  member  Plans  in 
each  of  11  geographic  areas  or  districts 
elect  two  board  representatives  and  of  the 
22  so  elected,  11  must  be  doctors  of  medicine 
and  members  of  their  Plan  governing  board. 
In  addition,  a total  of  nine  board  members 
at  large  are  elected,  three  of  whom  are 
elected  by  the  American  Medical  As- 
sociation. The  remaining  six  directors  at 
large  are  elected  by  the  member  Plans.  Of 
the  nine  directors  at  large,  two  thirds  must 
be  doctors  of  medicine. 

Purpose  of  the  National  Association 

What  purpose  is  the  national  association 
intended  to  serve?  The  bylaws  of  the 
organization  provide  that  it  shall  under- 
take and  promote  research  and  statistical 
services,  consultation  and  information  serv- 
ices, public  education  activities,  and  co- 
ordination and  reciprocity  arrangements 
between  Plans  relating  to  the  interests  of 
subscribers. 

Specifically  the  services  performed  by 


the  association  in  the  interests  of  Plans 
include  programs  and  services  related  to 
nearly  all  aspects  of  Plan  management  and 
administration.  Annual  conferences  on 
enrollment,  professional  relations,  research 
and  actuarial  science,  office  management,  and 
public  relations  are  organized  for  Plan  rep- 
resentatives. These  meetings  are  planned 
to  keep  Plan  pensonnel  well  informed 
on  these  specialities  of  Plan  administration 
and  to  encourage  a constructive  exchange  of 
information  and  experience  among  all  Plans. 

The  association  also  conducts  intensive 
research  studies  and  provides  the  results  of 
such  studies  to  Plans  to  assist  them  in 
shaping  their  enrollment  and  product  de- 
velopment activities  in  conformance  with 
the  trends  in  public  demand  and  economic 
conditions. 

Periodic  reports  on  all  phases  of  Plan 
management  and  administration  are  distrib- 
uted to  Plans  as  part  of  an  informational 
program  to  foster  continuing  improvement 
in  Plan  operations. 

The  association  also  conducts  continuing 
programs  of  publicity,  professional  rela- 
tions, and  national  advertising  activities  to 
extend  the  effectiveness  of  local  Plan  efforts 
in  these  important  areas  of  promotion.  For 
example,  a national  advertising  program 
appearing  in  various  national  magazines  is 
presently  carrying  the  story  of  Blue  Shield 
to  millions  of  readers  month  by  month 
throughout  the  year. 

Contacts  with  national  business  organi- 
zations, other  trade  associations,  the  Amer- 
ican Medical  Association,  medical  specialty 
organizations,  and  governmental  agencies 
are  maintained  in  behalf  of  Plans  to  promote 
their  interests,  develop  activities,  and  extend 
the  acceptance  of  the  Blue  Shield  program 
nationally. 


(Number  seven  in  a series  of  special  articles  on  Medical  Care  Insurance) 
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All  That  Pains  Is  Not  Arthritis 

SELVAN  DAVISON,  M.D.,  NEW  YORK  CITY 
{From  the  Arthritis  Group,  Department  of  Medicine,  The  Mount  Sinai  Hospital) 


The  complaint  of  pain  originating  apparently 
in  the  musculoskeletal  system  often  is  given 
a none-too-critical  appraisal  and  is  relegated 
quickly  to  the  realm  of  “arthritis.”  Usually 
this  is  accompanied  by  a succession  of  various 
antirheumatic  measures  and/or  the  advice  to 
“learn  to  live  with  it.”  In  a significant  per- 
centage of  such  instances,  careful  evaluation  of 
each  individual  problem  will  unearth  the  true 
pathology,  leading  either  to  remediable  measures 
or  at  least  to  the  cessation  of  unnecessary  treat- 
ment, annoyance,  and  expense. 

The  salient  features  of  25  cases  will  be  pre- 
sented. These  cases  include  23  from  private 
practice  and  2 from  the  Arthritis  Clinic  of  The 
Mount  Sinai  Hospital.  Table  I exhibits  the 
presenting  symptoms,  previous  impression,  and 
final  diagnosis.  The  cases  are  divided  roughly 
into  several  categories,  namely;  neoplasms;  cir- 
culatory, endocrine,  neurologic,  and  gastrointes- 
tinal disorders;  and  miscellaneous. 

Case  Reports 

Neoplasms. — Benign  and  malignant  neoplasms 
are  often  the  great  dissemblers  in  musculoskeletal 
syndromes.  The  persistence  of  pain  in  and 
around  a joint,  despite  seemingly  adequate 
therapeutic  measures,  may  mask  a malignant 
process.  One  must  also  recognize  that  benign 
tumors  may  cause  extremely  distressing  symp- 
toms, and  their  recognition  may  initiate  striking 
and  gratifying  relief  by  relatively  simple  removal. 
Systemic  manifestations  of  a malignant  condition 
may  be  overlooked  because  of  a separate  local 
painful  condition. 

Case  1 . — Over  a period  of  four  years  a seventy- 
two-year-old  male  complained  of  increasing  and 
intractable  low  back  pain.  X-ray  films  of  the 
spine  had  revealed  osteophytic  spurring  of  the 
lumbar  vertebrae.  The  patient  was  treated  for 


arthritis  of  the  spine  with  every  possible  systemic 
medication,  all  physiotherapeutic  modalities, 
paravertebral  blocks,  radiotherapy,  osteopathy, 
and  assorted  quackery.  A history  of  urinary 
difficulty  and  the  discovery  of  perineal  hypes- 
thesia  led  to  myelography,  subsequent  laminec- 
tomy, and  the  removal  of  an  intraneural  fibro- 
blastoma  of  the  conus  medullaris. 

Case  2. — Because  of  intractable  “arthritis” 
of  the  mid-dorsal  spine,  a seventy-two-year-old 
female  was  bedridden  for  six  months  and  treated 
with  home  diathermy,  steroids,  and  eventually 
narcotics.  During  this  time  no  x-ray  films  were 
obtained.  When  examined,  exquisite  tenderness 
was  produced  on  percussing  the  area  of  the  seventh 
and  eighth  dorsal  vertebrae.  Further  ph}'sical 
examination  revealed  a large  tumor  of  the  left 
breast  with  fixation,  peau  d’orange,  and  axillary 
lymph  nodes.  An  x-ray  film  of  the  dorsal  spine 
confirmed  the  clinical  impression  of  metastatic 
invasion  of  the  seventh  and  eighth  dorsal  ver- 
tebrae. 

Case  S. — No  one  can  afford  to  keep  his  medical 
eyes  focused  only  on  their  own  little  realm.  This 
was  exemplified  by  the  case  of  a sixty-five-year- 
old  male  who  for  several  years  was  seen  very 
frequently  by  various  clinics  because  of  multiple 
complaints  and  diagnoses  including  osteoarthritis 
of  the  spine  and  generalized  aches  and  pains. 
During  one  of  his  visits  to  the  arthritis  clinic, 
it  was  noted  that  he  presented  a significant  degree 
of  pallor  of  the  skin.  He  was  questioned  closely 
and  disclosed  that  for  many  months  some  of  his 
“aches  and  pains”  were  abdominal  and  that  he 
had  suffered  increasing  anorexia.  His  concen- 
tration of  hemoglobin  was  found  to  be  9.2  Gm., 
the  stool  guaiac  was  4 plus,  and  a gastrointestinal 
x-ray  series  revealed  a large  carcinoma  of  the 
stomach. 
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TABLE  I. — Medical  Data  of  25  Cases 


Case 

Sex 

Age 

(Years) 

Presenting  Symptoms 

Initial  Impression 

Final  Diagnosis 

1 

M 

72 

Low  back  pain 

Arthritis  of  spine 

Extradural  neurofibroma 

2 

F 

72 

Upper  back  pain 

Arthritis  of  spine 

Carcinoma  of  breast  with 
metastases  to  spine 

3 

M 

65 

General  aches  and  pains 

Generalized  arthralgias 

Carcinoma  of  stomach 

4 

M 

65 

Acute  torticollis 

Myositis;  osteoarthritis; 
psychoneurosis 

Metastatic  invasion  of  cer- 
vical spine 

5 

F 

60 

Shoulder  pain 

Bursitis  of  shoulder 

Metastatic  invasion  of  ac- 
romioclavicular joint 

6 

M 

74 

Clubbed  fingers,  chronic; 
recent  acute  wrist  and 
ankle  pain 

Chronic  bronchitis  and  em- 
physema 

Chronic  bronchitis  and  em- 
physema; pulmonary 
neoplasm  with  hyper- 
trophic osteoarthropathy 

7 

F 

60 

Knee  pain  and  swelling 

Arthritis  and  joint  mice 

Calcified  fibrolipoma,  ex- 
tra-articular 

8 

F 

45 

Neck  pain 

Arthritis  of  cervical  spine 

Hemangioma  of  cervical 
vertebra 

9 

F 

41 

Right  sciatic  syndrome 

Discogenic  syndrome 

Metastases  from  carcinoma 
of  rectum 

10 

F 

65 

Midback  pain 

Arthritis  of  spine 

Penetrating  duodenal  ulcer 

11 

F 

65 

Low  back  pain 

Arthritis  of  spine 

Diverticulitis  of  colon 

12 

M 

70 

Upper  back  and  neck 
pain 

Arthritis  of  spine 

Angina  “pectoris”  cervi- 
calis;  arthritis  of  spine 

13 

M 

65 

Hip  pain 

Malum  coxae  senilis 

Leriche  syndrome 

14 

F 

40 

Hip  and  ankle  pain 

Arthritis 

Thrombophlebitis 

15 

F 

60 

Low  back  and  leg  pain 

Sciatic  syndrome 

Thrombophlebitis 

16 

F 

50 

Multiple  arthralgias, 
worse  in  wrists 

Osteoarthritis ; D e Q u e r - 

vain’s  syndrome 

Acromegaly 

17 

F 

62 

Multiple  arthralgias, 
worse  in  knees 

Osteoarthritis ; psycho- 
neurosis 

Myxedema 

18 

F 

40 

Acute  hand  pain 

Webspace  infection 

Gout 

19 

F 

52 

Bilateral  upper  extremity 
pain 

Arthritis  of  spine;  circu- 
latory disease 

Intrinsic  cervical  cord  dis- 
ease 

20 

F 

84 

Neck  pain  radiating  to 
fingers 

Arthritis  of  spine 

Arthritis  of  spine;  carpal 
tunnel  syndrome 

21 

F 

47 

Sciatic  syndrome 

Discogenic  syndrome 

Herpes  zoster 

22 

F 

45 

Foot  pain 

Arthritis 

Interdigital  neuroma 

23 

M 

57 

Hip  pain 

Trochanteric  bursitis 

Meralgia  paresthetica 
Tietze’s  syndrome 

24 

F 

14 

Chest  pain  and  local 
swelling 

Rheumatoid  arthritis;  rheu- 
matic fever 

25 

F 

50 

Knee  pain 

Arthritis  of  knee 

Lower  extremity  shortening 

Case  4. — A sixty-five-year-old  male  was  seized 
with  acute  torticollis.  All  therapeutic  measures 
failed  to  relieve  this  syndrome.  Over  a four- 
month  period  he  was  hospitalized  three  times  on 
the  orthopedic  and  neurologic  services.  Nu- 
merous x-rays  of  films  of  the  cervical  spine  never 
were  contributory,  and  a diagnosis  of  severe 
psychoneurosis  was  entertained.  Eventually, 
following  a sudden  quadriplegia,  an  emergency 
myelogram  and  chordotomy  were  performed,  but 
the  patient  died  immediately  postoperatively. 
A pathologic  examination  of  the  removed  bone 
revealed  that  it  was  almost  entirely  replaced  by 
undifferentiated  metastatic  carcinoma. 

Case  5. — A sixty-year-old  female  complained  of 
constant  and  increasing  right  shoulder  pain  and 
disability.  Exquisite  point  tenderness  was 
elicited  over  the  acromioclavicular  joint  area. 


and  a diagnosis  was  made  of  either  acute  ar- 
thritis or  a subacromial  bursitis.  The  patient 
was  treated  unsuccessfully  with  salicylates, 
phenylbutazone,  and  oral  steroids.  On  two 
occasions  procaine  was  instilled  locally,  followed 
by  hydrocortisone,  and  not  even  a minimal 
immediate  relief  was  obtained.  An  earlier 
x-ray  film  had  disclosed  negative  results.  Another 
x-ray  film  revealed  a faint  irregularity  in  the 
area  of  the  acromioclavicular  joint.  An  ortho- 
pedic surgeon  performed  an  open  biopsy,  and  the 
pathologic  report  was  undifferentiated  carcinoma. 

Case  6. — The  association  of  “clubbed  fingers” 
with  pulmonary  disease  is  well  known.  A 
seventy-four-year-old  male  with  chronic  bron- 
chitis and  emphysema  had  painless  clubbed 
fingers  for  many  years.  He  suddenly  began  to 
complain  of  severe  pain  and  swelling  in  both 
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upper  and  lower  extremities,  mainly  of  the  wrist 
and  ankle  joints,  and  was  referred  with  a diag- 
nosis of  arthritis.  X-ray  films  revealed  a dis- 
tinct elevation  and  thickening  of  the  periosteum 
of  the  ulna  and  tibia,  characteristic  of  hyper- 
trophic pulmonary  osteoarthropathy,  and  an 
x-ray  film  of  the  chest  revealed  a rounded  right 
paratracheal  density  which  had  not  been  present 
prior  to  the  onset  of  the  “joint  pains.”  The  ap- 
pearance of  clubbed  fingers  and/or  osteoarthrop- 
athy of  the  larger  bones  often  lead  to  the  dis- 
covery of  an  unsuspected  pulmonary  lesion.  In 
this  case  chronic  lung  infection  had  produced 
clubbing;  but  after  many  years,  an  additional 
pathologic  condition,  namely  a pulmonary  neo- 
plasm, promoted  the  production  of  progressively 
painful  osteoarthropathy.* 

Case  7. — An  obese  si.\ty-year-old  female  com- 
plained of  increasing  pain  and  disability  of  the 
right  knee.  She  was  treated  with  the  usual 
battery  of  antiarthritic  medications.  When 
examined,  the  tenderness  and  swelling  were  most 
marked  in  the  popliteal  fossa,  and  flexion  was 
restricted.  An  x-ray  film  revealed  multiple 
area  of  calcification,  and  the  impression  was  that 
of  joint  mice  associated  with  degenerative  joint 
disease.  The  patient  was  referred  for  arthrot- 
omy.  At  operation  a large,  firm,  encapsulated 
tumor  was  discovered  extra-articularly,  pressing 
on  the  joint  capsule.  The  pathologic  report  was 
a benign,  extra-articular,  calcified  fibrohpoma. 

Case  8. — A forty-five-year-old  female  com- 
plained for  several  years  of  pain  in  the  inferior- 
posterior  cervical  spine  area,  sometimes  radiating 
to  the  right  shoulder.  She  was  a tense,  emo- 
tional individual  with  generalized  aches  and  pains 
and  had  always  been  labeled  a neurotic,  par- 
ticularly when  x-ray  films  did  not  indicate  re- 
markable findings.  An  examination  of  the 
patient  revealed  one  consistent  finding,  a dis- 
tinctly localized,  although  moderate,  tenderness 
over  the  sixth  cervical  vertebra  area.  The  x-ray 
films  were  reviewed  and  changes  were  demon- 
strated which  were  characteristic  of  an  heman- 
gioma of  the  body  of  the  sixth  cervical  vertebra.* 
Roentgenologically,  solitary  hemangiomas  of  the 
spine  are  not  rare  and  are  usually  as}Tnptomatic. 
However,  they  can  produce  vague  pain  of  long 
standing,  and  treatment  with  radiotherapy  is 
usually  effective.* 

Case  9. — A forty-one-year-old  female  noted 
pain  in  her  right  heel  and  ankle  which  gradually 


became  a full  sciatic  radiation  associated  with 
increasingly  severe  low  back  pain.  Over  a period 
of  ten  months  she  was  treated  variously  with 
local  injections,  strict  bed  rest  with  and  without 
traction,  and  a full-length  lumbosacral  corset. 
X-ray  films  of  the  lumbosacral  spine  had  been 
obtained  and  were  reported  as  showing  negative 
results.  The  important  part  of  the  patient’s  past 
medical  history  was  a resection  of  a carcinoma 
of  the  rectum  ten  years  ago.  This  was  not  un- 
known to  her  physicians,  but  it  was  not  recorded 
because  a rectal  carcinoma  metastasizing  to  the 
bone  is  not  common  and  because  of  the  length 
of  time  that  had  elapsed  since  a seemingly  suc- 
cessful cure.  A re-examination  of  the  x-ray 
films  revealed  a suspicious  quarter-sized  area  in 
the  superior  pole  of  the  sacrum  which  appeared 
somewhat  lucent.  Another  set  of  x-ray  films 
was  obtained,  and  this  time  there  was  no  question 
of  the  lytic  appearance  of  the  sacrum  and  the 
adjacent  fifth  lumbar  vertebra.  It  would  seem 
instructive  to  note  that  the  patient  volunteered 
the  information  that  when  she  was  in  traction 
the  pain  was  strikingly  aggravated,  and  that 
during  the  night  the  pain  was  deep  and  boring. 

Gastrointestinal  Disorders. — A lesion  of 
the  gastrointestinal  tract  and  associated  structures 
may  produce  pain  simulating  that  of  the  musculo- 
skeletal system.  One  thinks  immediately  of 
carcinoma  of  the  body  and  tail  of  the  pancreas 
as  a cause  of  back  pain.  However,  such  pain 
may  be  referred  from  a hollow  viscus  and  may 
have  a nonneoplastic  cause. 

Case  10. — A sixty-five-year-old  female  com- 
plained of  persistent  midback  pain  in  the  area 
of  the  eleventh  and  twelfth  dorsal  vertebra  over 
a several  months  period,  and  x-ray  films  had 
revealed  marked  vertebral  spurring.  The  patient 
was  treated  for  arthritis  of  the  spine  with  many 
modalities  without  success.  Reviewing  her  his- 
tory, the  pain  was  found  to  be  not  aching  but 
boring  in  character.  The  pain  was  in  no  way 
altered  by  physical  acti\dty,  and  it  awakened 
her  constantly  at  night.  Further  questioning 
revealed  a distinct  relationship  to  food  and 
established  a hunger-pain-food-rehef  cycle.  A 
gastrointestinal  x-ray  film  series  was  performed 
and  revealed  a large  penetrating  duodenal  ulcer. 
Treatment  with  an  ulcer  regimen  produced  com- 
plete relief  of  her  pain. 

Case  11. — A sixty-five-year-old  female  com- 
plained for  one  year  of  increasing  low  back,  knee, 
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and  hand  pains.  During  this  time  she  had  been 
I hospitalized  for  six  weeks  and  the  final  diagnosis 
I w'as  mi.xed  arthritis.  Treatments  consisted  of  a 
series  of  gold  salt  injections  and  then  steroids, 
all  without  success.  The  back  pain  became 
progressively  more  severe.  Dissecting  the  history, 
two  types  of  pain  were  revealed.  One  was  a mod- 
erate lumbosacral  area  aching,  which  was  worse 
, in  the  morning  and  became  better  as  the  day  pro- 
! gressed.  The  other  “component”  was  intermit- 
tent, deep,  boring,  unrelated  to  position,  and 
I sometimes  accompanied  by  left  lower  quadrant 
1 abdominal  pain  and  chills.  A physical  examina- 
tion disclosed  marked  left  lower  quadrant  ab- 
dominal tenderness  and  a sensation  of  a mass. 
The  temperature  was  found  to  be  102  F.  The 
patient  was  hospitalized  immediately,  and  a 
' barium  enema  revealed  severe  diverticulitis  of 
the  colon  with  probable  multiple  abscesses.  This 
condition  was  treated  \dgorously  and  successfully, 
with  complete  relief  of  all  the  abdominal  pain  and 
most  of  the  back  pain.  What  remained  was  a 
mild  low  back  syndrome,  with  some  aching  in  the 
knees  and  fingers.  This  was  controlled  easily 
by  simple  antirheumatic  measures,  such  as 
I salicylates. 

Circulatory  Disorders. — Particularly  in  eld- 
erly patients,  cardiovascular  lesions  may  easily 
produce  pain  mimicking  that  of  musculoskeletal 
I origin. 

Case  12. — A seventy-year-old  male  complained 
of  severe  upper  dorsal  and  lower  cervical  spine 
pain.  Roentgenograms  revealed  marked  osteo- 
arthritic  changes,  and  numerous  antirheumatic 
measures  were  not  effectual.  On  investigation 
! of  the  patient’s  pain  syndrome,  two  patterns 
were  disclosed.  One  was  an  aching  pain  which 
was  in  the  morning  and  was  relieved  by  activity 
and  aspirin.  The  other  was  severe  and  gripping 
pain  which  appeared  after  walking  several  blocks 
I and  was  relieved  by  rest.  Further  questioning 
I then  highlighted  an  episode  which  took  place 
, three  months  before,  consisting  of  sudden  chest 
constriction  and  semisyncope.  An  electrocardio- 
gram now  revealed  a classic  pattern  of  a previous 
anterior  wall  myocardial  infarction.  The  patient 
i was  followed  carefully  for  several  days,  but  there 
was  no  indication  of  an  active  myocardial  process. 
Subsequent  proper  anticoronary  insufficiency 
|i  measures  have  been  very  effective,  so  that  mod- 
1 erate  degrees  of  walking  and  similar  exertion  no 
I longer  produce  a cardiac  anginal  syndrome  which 


in  this  case  was  localized  to  the  back  and  neck. 
The  patient  still  complains  of  moderate  stiffness 
and  aching  in  the  cervical  spine  area,  particularly 
in  the  morning  or  after  long  periods  of  rest. 
This,  however,  is  easily  controlled  by  aspirin. 

Case  13. — A sixi^y-five-year-old  male  was 
referred  with  a diagnosis  of  malum  coxae  semlis 
which  was  completely  unresponsive  to  therapy. 
He  complained  of  severe  pain  in  the  hips  ag- 
gravated by  walking.  A review  of  the  history 
disclosed  no  discomfort,  pain,  or  stiffness  on 
arising  or  beginning  to  walk.  But  after  two 
blocks  rapid  onset  of  pain  appeared  and  spread 
down  both  thighs.  Wlien  the  patient  discon- 
tinued walking,  the  pain  subsided.  On  examina- 
tion, a full  range  of  motion  without  pain  was  pres- 
ent in  both  hip  joints.  No  dorsalis  pedis,  pos- 
terior tibial,  or  popliteal  pulses  were  palpable, 
and  both  femoral  artery  pulsations  were  dimin- 
ished considerably.  A diagnosis  of  a Leriche 
syndrome  was  entertained,  and  the  patient  was 
referred  for  appropriate  treatment.^ 

Case  14. — A forty-year-old  female  complained 
of  pain  in  the  entire  left  lower  extremity  and  was 
treated  unsuccessfully  for  arthritis.  Her  history 
was  reviewed,  and  her  complaints  were  localized 
to  the  leg  and  to  the  hip-joint  area.  Among  the 
treatments  she  had  received  were  a number  of 
intra-articular  hip-joint  and  knee-joint  injec- 
tions with  procaine  and  hydrocortisone.  Phys- 
ical examination  revealed  full  motion  without 
pain  in  the  left  hip,  knee,  foot,  ankle,  and  tarsal 
joints,  and  no  joint  swelling  was  noted.  A 
moderate  degree  of  deep  tenderness  was  elicited 
in  the  left  inguinal  region.  The  left  calf  appeared 
somewhat  full,  and  on  measurement  it  was  dis- 
tinctly larger  than  the  right  one.  The  skin  tem- 
perature over  the  left  leg  was  increased,  the  calf 
was  tender,  and  a positive  Homans  sign  was 
elicited.  Treatment  for  a deep  thrombophlebitis 
of  the  left  lower  extremity  was  indicated.  It  is 
well  to  keep  in  mind  that  an  involvement  of  the 
deep  veins  of  the  legs  need  not  be  restricted  to 
postoperative  sequelae  and  should  be  sought  for 
when  the  complaint  is  pain  in  the  lower  extremity, 
particularly  in  females. 

Case  15. — A sixty-year-old  female  had  had  a 
low  back  syndrome  without  radiation  of  pain  for 
many  years.  Several  weeks  prior  to  examination 
she  suddenly  complained  of  pain  and  disability 
in  the  left  lower  e.xtremity,  and  she  was  considered 
to  have  a progression  of  her  low  back  syndrome. 
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manifesting  itself  in  a sciatic  radiation.  The 
patient  was  referred  for  consultation  because  two 
weeks  of  therapy  directed  to  the  back  was  without 
benefit,  and  further  advice  as  to  antirheumatic 
measures  was  desired.  At  this  time  an  e.xamina- 
tion  revealed  little  or  no  spinal  disability,  since 
there  was  a full  range  of  motion  without  pain. 
However,  the  left  calf  appeared  slightly  full, 
there  was  increased  skin  temperature,  marked 
deep  tenderness  was  elicited  posteriorly,  and  the 
Homans  sign  indicated  positive  findings.  The 
patient  was  referred  for  therapy  of  a deep  throm- 
bophlebitis of  the  left  lower  extremity. 

Endocrine  Disorders. — An  appraisal  of  a 
patient  complaining  of  musculoskeletal  pain 
should  always  include  a consideration  of  en- 
docrine and  metabolic  disorders,  as  exemplified 
in  the  following  3 cases. 

Case  16. — A fifty-year-old  female  had  com- 
plained for  the  past  year  of  vague  aches  and  pains 
most  marked  in  the  midspine,  jaws,  wrists,  and 
fingers.  Various  antirheumatic  therapeutic 
measures  were  unsuccessful.  Operation  had  been 
performed  on  both  wrists  for  the  diagnosis  of 
DeQuervain’s  syndrome  with  no  noticeable  im- 
provement. During  the  interview  she  was 
observed  to  have  a rather  masculine  voice,  and 
the  mouth  and  lower  jaw  appeared  somewhat 
large.  On  physical  examination,  the  wrists  and 
hands  were  found  to  be  enlarged  and  puffy.  An 
x-ray  film  survey  revealed  an  overgrowth  of  the 
bone  of  the  jaw,  wrists,  and  fingers;  in  the  skull 
the  sella  turcica  was  widened  and  the  clinoid 
processes  thinned.  No  significant  degree  of 
arthritic  change  was  found  roentgenographically, 
although  degenerative  disease  of  the  spine  is  not 
unusual  in  acromegaly  and  should  not  obscure 
the  basic  disease.^  In  this  instance,  despite  ap- 
parently rather  obvious  features  of  progressive 
acromegaly,  the  patient  was  put  through  many 
unnecessary  therapeutic  procedures. 

Case  17. — A sixty-two-year-old  female  com- 
plained for  more  than  a year  of  increasing  gen- 
eralized stiffness  and  aches  and  pains,  most 
marked  in  the  knees.  Various  and  many  anti- 
rheumatic remedies  had  produced  little  or  no 
relief.  An  examination  revealed  a rather  short, 
stocky  patient  with  dry  skin.  She  admitted  to 
easy  fatigability,  sluggishness,  and  irritability. 
The  next  morning  a basal  metabolic  rate,  in 
the  office,  was  found  to  be  minus  28.  Beginning 
with  Vs  grain  of  thyroid  daily,  the  dose  was 


raised  gradually  to  grain,  and  after  four  weeks 
there  was  generally  marked  improvement  in- 
cluding disappearance  of  the  stiffness,  aches, 
and  pains.  It  should  be  recalled  that  in  this  case 
x-ray  films  of  the  knees  had  revealed  osteoarthritic 
changes.  It  must  be  kept  in  mind  that  changes 
noted  in  x-ray  films  do  not  necessarily  produce 
pain.  The  musculoskeletal  pains  were  produced 
here  solely  by  the  myxedema.® 

Case  18. — A forty-year-old  female  awoke  one 
morning  with  pain,  heat,  redness,  and  exquisite 
tenderness  and  marked  swelling  in  the  meta- 
carpophalangeal area  of  the  third  and  fourth 
fingers  of  the  right  hand.  A diagnosis  of  acute 
web-space  infection  with  cellulitis  was  made, 
and  she  was  referred  for  immediate  surgerjx 
The  surgeon  to  whom  she  was  referred  had  once 
suffered  an  exactly  similar  sequence,  and  he 
therefore  ordered  an  immediate  blood  uric  acid 
determination  which  was  reported  as  6.4  mg.  per 
100  ml.  The  patient  was  started  on  colchicine 
therapy,  0.6  mg.  hourly  for  ten  doses.  This  pro- 
duced vomiting  and  diarrhea,  but  within  twenty- 
four  hours  the  hand  was  completely  normal.  It 
is  of  further  interest  to  note  that  the  patient’s 
father  had  renal  lithiasis,  a brother  later  de- 
veloped gout,  and  a sister  had  a history  of  diffuse 
recurrent  arthralgias.  The  patient  informed  me 
that  she  had  advised  her  sister  to  take  2 colchicine 
tablets  daily,  and  this  is  reported  to  have  con- 
trolled the  pains  completely.  It  is  not  unknown 
for  an  incision  and  drainage  to  be  performed  on 
an  acute  gouty  hand. 

A high  index  of  suspicion  for  gout  will  produce 
many  a therapeutic  triumph.  VTiile  colchicine, 
phenylbutazone,  and  the  steroids  all  have  a quick 
beneficial  effect  in  gout,  only  the  successful  treat- 
ment with  colchicine  can  be  considered  a ther- 
apeutic test. 

Physicians  are  becoming  more  and  more  alerted 
to  know  gout  as  no  respecter  of  economic  levels 
and  as  a not  unusual  cause  of  joint  pain  in  males. 
It  is  also  well  to  remember  that  despite  the  huge 
preponderance  of  the  instances  of  gout  in  males, 
a small  proportion  does  occur  in  women.  In 
nine  reported  series  totaling  702  patients  wdth 
gout,  6.8  per  cent  appeared  in  females.® 

Neurologic  Disorders. — Primary  disease 
of  the  nervous  system,  both  central  and  pe- 
ripheral, may  often  be  mistaken  for  musclo- 
skeletal  conditions. 

Case  19. — Over  a period  of  two  years,  a fifty- 
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ALL  THAT  PAINS  IS  NOT  ARTHRITIS 


two-year-old  female  complained  of  progressively 
i severe  pains  and  disability  involving  both  upper 
extremities,  the  right  greater  than  the  left,  un- 
relieved by  rest  and  aggravated  during  the  night. 
She  had  received  considerable  therapy  for  ar- 
thritis of  the  shoulders,  arms,  and  hands. 
Roentgenograms  of  the  cervical  spine  revealed 
minimal  to  moderate  arthritic  changes  with  some 
degree  of  narrowing  between  the  fifth  and  sixth 
cervical  vertebrae.  A trial  of  cervical  spine 
traction  had  been  discontinued  because  of  in- 
creased pain.  A consultation  produced  an  addi- 
tional history  of  right  lower  extremity  weakness, 
and  a central  nervous  system  examination  indi- 
cated distinct  sensory  and  reflex  changes  includ- 
ing a right  Babinski  sign.  The  immediate 
impression  was  that  the  patient  was  suffering 
from  a tumor  of  the  cervical  spinal  cord  or  a 
cervical  ridge  syndrome ; but  a thorough  work-up 
on  the  neurologic  service  revealed  intrinsic  spinal 
cord  disease.  An  x-ray  film  revealing  the  pres- 
ence of  changes  in  the  cervical  spine,  particularly 
that  of  narrowing  between  the  fifth  and  sixth 
vertebrae,  focused  attention  on  the  impression  of 
a discogenic  syndrome.  It  was  only  by  review- 
ing the  patient  as  a whole,  including  the  un- 
remitting character  of  the  pain  and  the  discovery 
of  the  weakness  of  the  right  lower  extremity, 
that  the  true  diagnosis  was  arrived  at. 

Case  20. — An  eighty-four-year-old  female  com- 
plained of  a rather  classical  right  cervical  ra- 
diculopathy with  severe  pain  and  paresthesias 
extending  throughout  the  right  upper  extremity 
into  the  first  three  fingers.  Roentgenograms  of 
the  cervical  spine  revealed  marked  osteophytic 
formations  and  a narrowing  between  the  fourth, 
fifth,  and  sixth  cervical  vertebrae.  Nerve  blocks 
of  the  third,  fourth,  and  fifth  cervical  nerves 
were  performed  with  procaine  and  hydrocortisone 
following  which  all  symptoms  were  relieved  ex- 
cept the  painful  paresthesias  in  the  second  and 
third  fingers.  Repeated  cervical  nerve  blocks 
w'ere  unproductive.  The  problem  was  reviewed 
and  point  pressure  was  applied  over  the  right 
volar  carpal  tunnel  through  which  the  median 
nerve  travels.  This  maneuver  reproduced  faith- 
fully the  pain  and  paresthesias  in  the  fingers 
indicating  a carpal  tunnel  syndrome.’  The 
carpal  tunnel  was  injected  with  procaine  and 
hydrocortisone  on  three  occasions,  and  the  symp- 
toms were  relieved. 

Fitting  a series  of  sjmptoms  into  one  disease 
is  eminently  desirable  and  frequently  possible. 


One  must  be  aware,  however,  of  overlooking  the 
existence  of  a second  diagnosis. 

Case  21 . — This  forty-seven-year-old  female  had 
been  treated  previously  for  a low  back  syndrome 
with  left  sciatic  radiation.  Several  months  later 
she  developed  symptoms  of  a right  sciatic  syn- 
drome which  over  a period  of  two  weeks  was  un- 
responsive to  all  therapy.  When  examined,  she 
limped,  favoring  the  right  lower  extremity,  but 
she  had  full  range  of  back  motion  without  ag- 
gravation of  the  pain  which  she  described  as 
tense  and  burning  and  extending  to  the  heel. 
An  examination  then  revealed  two  raised,  dull, 
erythematous  skin  lesions  on  the  posterior  thigh, 
midline,  and  over  the  next  few  days  additional 
typical  lesions  of  herpes  zoster  appeared  over  the 
gluteal  area,  posterior  thigh,  calf,  and  ankle. 
Since  then,  I have  seen  another  patient  wdth 
pain  mistaken  as  being  of  discogenic  origin  which 
was  found  to  be  due  to  herpes  zoster. 

Case  22. — For  nine  months  a fortj'-five-year- 
old  female  complained  of  severe  pain  in  the  right 
foot  and  was  treated  unsuccessfully  for  arthritis 
with  various  measures  including  systemic  ster- 
oids. In  reviewing  the  history,  she  stated  that 
there  was  pain  only  w'hen  walking  and  bearing 
pressure  on  the  foot,  and  that  resting  brought 
complete  and  immediate  relief.  X-ray  films 
taken  at  the  onset  of  her  illness  and  compared 
with  others  taken  at  this  time  revealed  no  changes 
in  the  bones  or  related  structures.  An  examina- 
tion of  the  foot  revealed  no  evidence  of  swelling, 
heat,  or  redness,  and  no  deformity.  The  only 
positive  finding  was  exquisite  tenderness  in  the 
area  between  the  second  and  third  metatarsal 
bones  on  the  the  plantar  surface.  Bilateral  pres- 
sure on  the  forefoot  (squeezing)  also  reproduced 
the  pain.  Reviewing  the  x-ray  films  did  not 
reveal  any  noticeable  widening  of  the  space  be- 
tween the  second  and  third  metatarsals,  but  the 
clinical  impression  favored  strongly  the  diag- 
nosis of  a neuroma  of  the  interdigital  nerve.  The 
nerve  area  was  injected  with  procaine  with  im- 
mediate complete  relief  of  pain  on  walking  for 
the  first  time  since  her  difficulty  began. 

Case  23. — A fifty-seven-year-old  male  noted 
increasing  pain  in  his  right  lower  extremity  from 
the  hip  to  the  knee.  He  was  treated  with  ster- 
oids systemically  for  the  diagnosis  of  arthritis 
of  the  hip,  and  when  this  produced  no  relief, 
he  received  local  injections  into  the  right  trochan- 
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ter  area  for  a trochanteric  bursitis.  This  too  was 
unsuccessful.  He  was  then  completely  bedridden 
and  lay  on  his  left  side  with  his  knee  and  hip 
flexed  because  in  the  supine  position  the  pain 
was  intolerable  and  he  characterized  it  as  “numb 
and  agonizing.”  No  tenderness  was  elicited 
over  the  hip  joint  or  the  greater  trochanter, 
but  it  was  marked  over  the  entire  lateral  as- 
pect of  the  thigh,  and  hyperesthesia  was  elicited 
along  the  path  of  the  lateral  cutaneous  nerve  of 
the  thigh,  indicating  a diagnosis  of  meralgia  par- 
esthetica.® The  patient  was  given  phenyl- 
butazone, and  after  five  days  he  was  able  to 
discontinue  taking  codeine  while  Ijdng  in  bed, 
and  he  could  remain  supine.  Phenylbutazone 
was  discontinued  after  ten  days,  and  over  several 
weeks  time  the  patient  became  ambulatory  with 
gradually  diminishing  pain.  It  is  not  certain 
whether  or  not  the  phenylbutazone  contributed 
to  the  relief  of  this  syndrome.  The  syndrome  is 
known  to  be  frequently  intractable  to  therapy, 
even  including  avulsion  of  the  nerve  at  its  exit 
into  the  thigh,  it  is  self-limiting,  and  it  may  persist 
for  months  or  years. 

Miscellaneous  Conditions. — Case  2^. — A 
seventeen-year-old  female  suffered  from  a severe 
virus  infection,  typified  by  generalized  aches  and 
pains,  fever,  and  malaise.  During  her  convales- 
cence swelling  and  pain  were  noted  at  the  second 
left  chondrosternal  articulations,  and  generahzed 
vague  arthralgias  were  reported.  The  patient 
and  family  were  extremely  apprehensive  because 
they  had  been  told  that  she  had  developed  either 
rheumatic  fever,  rheumatoid  arthritis,  or  a neo- 
plasm. An  examination  revealed  the  chondro- 
sternal swelling  to  be  tender,  firm,  and  not  warm 
or  discolored.  An  x-ray  film  disclosed  no  evi- 
dence of  disease,  a sedimentation  rate  was  normal, 
and  a latex  test  showed  negative  results.  A 
diagnosis  of  Tietze’s  syndrome  or  parasternal 
chondrodynia  was  entertained.®  The  benignity 
of  the  condition  was  explained  to  the  patient  and 
family,  and  they  were  advised  that  no  therapy 
was  indicated  and  that  there  would  be  gradual 
and  uneventful  subsidence  of  the  tumescence. 
Tietzo’s  syndrome  may  involve  the  sternoclavic- 
ular joint  or  any  one  of  the  costosternal  articula- 
tions, but  particularly  the  first  three.  Recogni- 
tion of  this  syndrome  will  save  a patient  much 
apprehension  and  a great  deal  of  unnecessary 
treatment. 


Case  25. — During  a five-year  period  a fifty- 
year-old  female  complained  of  persistent  pain  and 
disability  of  the  right  knee  and  the  adjacent 
thigh.  All  antirheumatic  measures  including 
local  steroid  injections  had  failed.  During  the 
consultation  it  was  noted  that  she  walked  with  a 
decided  limp  to  the  right.  An  examination  re- 
vealed a V2-inch  to  V4-inch  shortening  of  the 
right  lower  extremity,  and  the  right  thigh  was 
found  to  be  V4  inch  thinner  than  the  left.  An 
x-ray  film  of  the  knee  and  femur  showed  com- 
pletely normal  findings.  Although  an  etiology 
of  the  asymmetry  could  not  be  established,  the 
heel  of  her  right  shoe  was  raised  V le  inch,  correc- 
tive shoe  supports  were  obtained,  and  quadriceps 
exercises  were  advised.  Within  three  weeks 
there  was  almost  complete  relief  of  the  pain  in 
the  knee.  In  this  instance  the  shortening  of  the 
right  lower  extremity  initiated  an  abnormal  gait 
which  in  turn  caused  pain  in  the  knee  and  the 
adjacent  thigh  muscles.  No  intrinsic  joint  or 
muscle  disease  had  produced  the  pain. 

Conclusion 

In  this  day  of  the  scientific  laboratorj'  and  its 
undeniably  great  contributions  to  modern  di- 
agnosis it  cannot  be  remiss  to  re-alert  the  medical 
practitioner  to  the  fundamental  role  played  by  a 
detailed  history,  a careful  physical  examination, 
and  the  logical  clinical  answer  which  is  often 
derived  thereby. 
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Ischemic  Necrosis  of  the  Anterior  Tibial  Muscles  Associated  with 

Arteriosclerosis  Obliterans* 

DON  C.  HIGGINS,  M.D.,  NEW  HAVEN,  CONNECTICUT 
{From  the  Neuropsychiatric  Department,  United  States  Naval  Hospital,  St.  Albans,  New  York) 


The  original  description  of  ischemic  con- 
tracture of  the  muscle  is  now  remembered 
through  the  association  of  Volkmann’s*  name 
with  that  particular  post-traumatic  deformity. 
This  description  has  been  followed  by  reports  of 
similar  experimental  observations  in  animals 
and  clinical  descriptions.  Brooks^  reviewed  these 
in  1922.^  He  reported  experimental  findings  of 
the  changes  which  occur  at  intervals  following 
acute  muscle  ischemia  of  varying  duration. 
In  recent  years  Harman,®  Harman  and  Gwinn,"* 
Bowden  and  Gutmann,®  and  Hughes®  have  re- 
ported further  information  relative  to  ischemic 
contracture.  These  reports  have  included  more 
specific  pathologic  information,  and  they  have 
extended  the  knowledge  of  etiology  and  patho- 
genesis of  the  condition.  Cohen^>®  presented 
case  histories  of  accidental  arterial  thrombosis 
in  man  due  to  the  inadvertent  injection  of 
intra-arterial  thiopental  sodium.  Bowden  and 
Gutmann®  described  three  lesion  categories: 
massive  necrosis  in  5 patients,  diffuse  interstitial 
fibrosis  in  6 patients,  and  scattered  foci  of  necrosis 
together  with  interstitial  fibrosis  in  5 patients. 
Fifteen  of  their  cases  were  due  to  direct  trauma 
to  the  extremity  vessels.  Apparently  1 case 
was  related  to  low  serum  ascorbic  acid  in  a 
young  man.  The  pathologic  finding  in  massive 
necrosis  was  described  as  consisting  of  many 
necrotic  muscle  fibers  surrounded  by  a zone  of 
fibrous  tissue  and  discoidal  fragmentation  of 
the  necrotic  muscle  fibers,  with  no  fibrosis 
between  the  muscle  fibers.  The  other  two 
categories  described  demonstrated  more  pro- 
liferation of  the  fibrous  tissue,  sometimes  inter- 
mixed with  necrotic,  inflammatory,  and  re- 
generative changes.  Cohen’s  pathologic  ma- 
terial was  similar  to  that  described  as  complete 
necrosis.  In  all  such  studies  the  muscles  ap- 
peared grossly  firm  and  friable,  with  patches  of 
yellowish-green  necrotic  material.  Harman’s® 
observations  of  animal  material  were  of  similar 

* The  opinions  expressed  herein  represent  those  of 
the  author  and  are  not  necessarily  those  of  the  De- 

partment of  the  Navy. 


nature.  The  necrosis  varied  directly  with  the 
degree  and  duration  of  the  ischemia.  Recently, 
Scully  and  Hughes®  published  a series  of  casualty 
case  reports  in  which  the  major  extremity  vessels 
had  been  injured.  The  pathologic  material  was 
obtained  from  six  and  one-half  hours  to  twenty- 
seven  days  following  the  acute  vascular  injury. 
The  necrosis  was  described  as  most  complete 
following  injury  to  the  blood  supply  of  the 
long,  slender  muscles  of  the  leg.  There  was 
little  inflammatory  reaction  and  no  regeneration 
in  such  cases.  The  findings  corresponded  to 
Zenker’s  waxy  or  hyahne  degeneration  of  the 
muscle  fibers.  Also,  there  was  necrosis  of  the 
interstitial  tissue.  Although  some  fibers  had 
structureless  sarcoplasm  and  appeared  slightly 
swollen,  the  predominant  change  was  that  of 
discoid  necrosis.  Various  other  partial  necrotic 
changes  were  described.  These  consisted  of 
inflammatory  and  regenerative  changes  inter- 
spersed with  necrosis. 

A comparison  was  made  with  animal  experi- 
mental pathology  with  regard  to  the  duration 
of  ischemia  and  the  time  following  the  injury 
that  the  material  was  obtained,  relating  these 
factors  to  acute  and  chronic  muscle  changes. 
Complete  necrosis  occurred  only  in  the  arterial 
injuries.  Adams,  Denny-Brown,  and  Pearson*® 
state  that  if  the  necrosis  is  complete,  resulting 
in  a form  of  dry  gangrene,  the  microscopic  picture 
is  that  of  congealed  muscle  fibers  which  may 
preserve  a recognizable  form  for  weeks  or  months. 
Others  have  reported  clinical  and  pathologic 
findings  in  the  “anterior  tibial  syndrome. ”®>**~*® 
These  findings  do  not  differ  greatly  from  those 
of  acute  ischemia  of  the  muscle.  This  syndrome 
occurs  primarily  in  young  males  of  athletic 
stature  following  prolonged  exercise  of  the  lower 
extremities,  such  as  in  forced  marching.  The 
mechanism  of  this  type  of  necrosis  is  poorly  under- 
stood. However,  it  is  thought  that  edema  of  the 
anterior  tribial  compartment  may  precede  the 
vascular  occlusion.  Some  individuals  consider 
that  vascular  change  precedes  the  edema. 

From  the  foregoing,  it  is  evident  that  the 
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changes  in  muscle  are  primarily  dependent  on 
the  degree  and  duration  of  the  vascular  occlusion 
and  the  length  of  time  following  the  injury  that 
the  pathologic  material  was  obtained.  The 
nature  of  the  vascular  supply  was  also  noted  to 
be  important,  namely,  that  the  more  massive 
necrosis  was  found  in  long,  slender  leg  muscles. 
The  anterior  tibial  muscles  (tibialis  anticus, 
e.xtensor  digitorum  longus,  and  extensor  hallucis 
longus)  receive  their  major  blood  supply  from 
the  anterior  tibial  artery.  This  artery  is  known 
to  anastamose  with  the  posterior  tibial  circula- 
tion at  the  ankle  (malleolar  anastamosis) . The 
lateral  compartment  muscles  (peroneus  longus 
and  tertius)  receive  vascular  twigs  from  the 
peroneal  artery  (posterior  tibial  circulation). 
The  motor  nerve  for  all  of  these  muscles  is  the 
common  peroneal  nerve.  Vascular  occlusion 
of  the  anterior  tibial  system  might  not  neces- 
sarily result  in  loss  of  function  in  the  lateral 
compartment  muscles.  Spontaneous  necrosis 
of  the  anterior  tibial  muscles  in  young 
men  is  thought  to  be  on  an  ischemic 
basis.  Vascular  trauma  has  been  implicated 
frequently  in  most  cases  of  lower  extremity 
muscle  necrosis,  and  most  of  our  knowledge  of 
the  process  in  human  beings  has  been  derived 
from  such  sources.  Gangrene  of  the  distal 
portions  of  the  e.xtremities  in  diabetic  patients 
and  in  those  patients  suffering  from  throm- 
boangiitis obliterans  is  common  and  involves 
skin  and  subcutaneous  tissue,  as  well  as  muscle 
and  bone.  An  involvement  of  the  muscle  alone 
in  such  processes  is  little  known. 

The  following  is  a case  report  with  tissue  con- 
firmation of  the  pathologic  process,  occurring 
spontaneously  in  an  elderly  person  with  both 
arteriosclerotic  and  diabetic  tendencies. 

Case  Report 

A fifty-six-year-old  Caucasian  married  male 
tax  assessor  was  admitted  to  the  United  States 
Naval  Hospital  in  August,  1959,  approximately 
one  month  following  the  development  of  pain, 
heat,  redness,  and  swelling  in  the  left  anterior 
tibial  region.  Because  of  a residual  left  foot 
drop,  he  was  admitted  to  the  neurology  service. 
The  history  obtained  indicated  that  there  had 
been  no  antecedent  trauma,  infection,  or  symp- 
toms of  chronic  lower  e.xtremity  vascular  in- 
sufficiency. The  patient  had  been  in  good 
health.  Initially,  while  at  a desk  job  at  a military 
encampment  for  two  weeks  of  training  duty,  he 


Fig.  1.  Attempted  dorsiflexion  of  both  feet. 
Note  the  fullness  in  the  left  anterior  tibial 
region. 


had  had  cramping  in  the  left  leg  with  heat  and 
swelling  of  the  left  anterior  tibial  region.  These 
symptoms  lasted  two  days  and  were  accompanied 
by  foot  drop  afterwards,  resulting  in  his  hospital- 
ization at  the  camp.  The  difficulty  was  treated 
S3Tnptomatically,  since  no  definite  cause  could  be 
determined.  Within  several  days,  the  swelling 
and  pain  had  subsided  largely,  leaving  a residual 
foot  drop. 

A physical  examination  revealed  an  obese 
male  who  appeared  somewhat  older  than  his 
stated  age.  His  blood  pressure  was  162/90, 
and  his  pulse  was  88  and  regular.  His  oral 
temperature  was  99.6  F.,  and  the  heart,  lungs,  and 
abdomen  indicated  normal  findings  after  a 
clinical  e.xamination.  There  was  a complete 
left  foot  drop  without  any  significant  alteration 
of  skin  sensitivity  and  with  intact  deep  tendon 
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ISCHEMIC  NECROSIS  OF  ANTERIOR  TIBIAE  MUSCLES 


Fig.  2.  Roentgenograms  of  the  left  leg,  showing 
calcific  densities  outlining  popliteal,  posterior  tibial, 
and  anterior  tibial  arteries. 


reflexes.  The  lateral  compartment  muscles  re- 
tained some  function,  so  that  eversion  of  the 
foot  was  not  significantly  impaired.  On  at- 
tempted dorsiflexion  of  the  foot,  palpation  of  the 
anterior  compartment  muscles  on  the  left  re- 
vealed them  to  be  firm  and  lacking  any  move- 
ment. There  was  a mild  degree  of  rubor  over 
the  anterior  tibial  region  on  the  left  which 
gradually  subsided  (Fig.  1).  Both  posterior 
tibial  pulses  were  absent  consistently.  The 
remainder  of  the  physical  examination  was 
within  normal  limits. 

Admission  laborator}"  procedures  revealed  a 
white  blood  count  of  6,700  per  cubic  millimeter, 
with  an  essentially  normal  differential  count. 
The  erythrocyte  sedimentation  rate  on  admis- 
sion was  40  mm.  per  hour  (corrected).  The 
hematocrit  was  40,  and  the  hemoglobin  was  12.8 
Gm.  per  100  ml.  The  blood  serology  CVDRL) 
indicated  negative  findings.  The  serum  C- 
reactive  protein  was  reported  as  3 plus.  A 
random  fasting  blood  sugar  determination  w'as 
144  mg.  per  100  ml.  With  appropriate  diet, 
this  determination  was  reduced  to  73  and  92 
mg.  per  100  ml.  on  two  subsequent  random 
fasting  samples.  A glucose  tolerance  test  re- 


Fig.  3.  Section  of  left  tibialis  anticus  muscle 
showing  hj'aline  necrosis  and  discoid  fragmentation 
of  muscle  fibers. 


vealed  the  “diabetic”  type  of  curve. 

A roentgenographic  examination  of  the  chest 
revealed  normal  cardiac  silhouette  and  lung 
fields,  with  evidence  of  considerable  osteo- 
arthritic  change  in  the  thoracic  spine.  An 
electrocardiogram  revealed  left  axis  deviation 
and  clockwise  rotation,  with  a suggestion  of 
first-degree  auriculoventricular  block.  However, 
serial  electrocardiograms  were  obtained,  and  the 
conduction  defect  was  not  seen  again.  There 
was  never  evidence  of  infarction  or  coronary 
occlusion.  During  the  course  of  the  patient’s 
hospitahzation,  he  developed  some  pain,  swelling, 
redness,  and  heat  at  the  right  knee,  wdth  a 
limitation  of  motion.  This  condition  subsided 
in  one  week.  At  that  time,  a sedimentation  rate 
(corrected)  of  45  ml.  per  hour  and  serum  uric 
acid  of  7.5  mg.  per  100  ml.  were  obtained.  An 
x-ray  examination  of  the  knees  revealed  mild 
arthritic  changes.  These  changes  were  not  those 
of  gout  but  were  presumed  to  be  those  of  osteo- 
arthritis. Several  further  uric  acid  determina- 
tions w'ere  elevated  for  this  particular  laboratory. 
Later,  uric  acid  determinations  disclosed  normal 
findings  without  any  specific  therapy.  This  was 
considered  an  incidental  finding,  not  related  to 
the  patient’s  neurologic  problem.  Roentgeno- 
grams of  the  left  calf  region  revealed  evidence  of 
calcium  deposits  in  the  walls  of  the  anterior  and 
posterior  tibial  arteries  (Fig.  2).  An  electromy- 
ography of  the  left  tibialis  anticus  was  attempted, 
but  no  potentials  could  be  obtained.  A chronaxy 
determination  for  the  left  common  peroneal 
nerve  was  obtained  approximately  one  month 
following  the  acute  episode.  It  was  a normal 
determination  in  association  with  a normal 
strength-duration  curve  for  the  left  lateral  com- 
partment muscles  (peronei).  There  w'as  no 
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response  in  the  anterior  compartment  with 
maximal  stimulation  of  this  nerve. 

Two  successive  biopsies  were  obtained  from 
the  left  tibiahs  anticus  at  separate  sites.  These 
biopsies  were  obtained  at  approximately  ninety 
days  following  the  acute  episode.  At  operation, 
the  muscle  was  observed  to  have  a gray-red 
color  with  patches  of  yellowish-green  material. 
The  material  was  difficult  to  obtain  intact  owing 
to  its  friable  nature.  Figure  3 shows  a rep- 
resentative microscopic  section  of  this  muscle 
under  high-power  magnification.  This  section  is 
representative  of  the  remainder  of  both  biopsy 
specimens,  although  in  some  areas  there  was 
some  fibrosis  about  groups  of  necrotic  muscle 
bundles.  The  muscle  fibers  shown  have  the 
appearance  of  Zenker’s  waxy  or  hyaline  degenera- 
tion, with  considerable  discoid  fragmentation. 
Cross-striation  was  not  preserved.  An  occasional 
basophilic  remnant  of  a sarcolemmal  nucleus 
was  observed.  There  was  no  infiltration  of 
fibrous  tissue  or  inflammatory  cells.  There  was 
no  evidence  of  regeneration,  and  viable  muscle 
cells  were  not  seen. 

Summary 

A case  of  acute  necrosis  of  the  anterior  tibial 
compartment  muscles  has  been  outlined.  The 
pathologic  findings  were  consistent  with  results 
of  an  ischemic  process.  Roentgenograms  of  the 
calf  revealed  calcific  vascular  changes  in  the 
anterior  and  posterior  tibial  and  popUteal 
arteries.  The  patient  was  considered  a border- 
line diabetic  patient  by  laboratory  tests. 

As  indicated  previously,  the  common  causes 
of  ischemic  necrosis  in  this  group  of  muscles  are 
a preceding  trauma  and  excessive  exercise. 
This  case  is  cited  as  an  unusual  instance  of 
anterior  tibial  muscle  necrosis  associated  with 
arteriosclerosis  without  history  of  other  known 
predisposing  factors.  It  is  postulated  that  the 
necrosis  resulted  from  acute  and  prolonged 
anterior  tibial  artery  occlusion  most  likely 
owing  to  thrombosis.  This  is,  therefore,  another 
form  in  which  peripheral  vascular  disease  may 
confront  the  internist  and  surgeon,  and  it  is 
also  a different  cause  of  foot  drop  from  those 
usually  cited. 


Addendum 

It  has  come  to  my  attention  that  D.  C.  Watson, 
M.D.,  has  described  2 cases  of  auricular  fibrilla- 
tion with  embolism  of  the  tibial  circulation  in  the 
British  Medical  Journal  1:  1412  (1955).  These 
cases  differed  from  the  present  case  in  that  the 
muscular  involvement  was  more  diffuse,  there 
were  sensory  changes,  and  a definite  source  of 
embolism  was  apparent. 
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Acute  Anicteric  Hepatitis  Manifested  by  Coma  and  Delirium 


LEON  SASSON,  M.D.,  AND  HARRY  GOLDIN,  M.D.,  BRONX,  NEW  YORK 
{From  the  Department  of  Medicine  and  Gastroenterology,  Morrisania  City  Hospital) 


Acute  anicteric  hepatitis  may  be  asympto- 
matic or  may  present  the  usual  symptoms 
of  fever,  malaise,  anorexia,  and  epigastric  dis- 
comfort. The  following  case  is  unusual  in  that  the 
predominating  symptom  was  coma  followed  by 
acute  delirious  mania.  It  also  illustrates  the 
value  of  inspecting  the  urine  at  the  bedside  which 
permitted  the  diagnosis  to  be  suspected  im- 
mediately and  steroid  therapy  to  be  instituted 
with  dramatic  results. 

Case  Report 

A fourteen-year-old  male  was  admitted  to  the 
hospital  in  coma  on  December  3,  1957.  A 
history  was  obtained  of  an  onset  of  nausea, 
vomiting,  and  epigastric  distress  four  days  prior 
to  admission,  followed  by  chills  and  a fever  of 
103  F.  Antibiotics  had  been  administered 
without  effect.  On  the  day  of  admission  his 
temperature  had  risen  to  104.4  F.,  and  he  had 
shaking  chills  and  then  lapsed  into  coma.  His 
past  history  indicated  negative  findings,  and 
there  had  been  no  exposure  to  toxic  agents  or  to 
drugs. 

When  he  was  examined  on  the  ward,  he  ap- 
peared to  be  confused  and  disoriented.  His 
attitude  was  belligerent,  and  he  fought  off  the 
examining  doctors.  No  rapport  could  be  es- 
tablished with  the  patient  who  did  not  know 
that  he  was  in  a hospital  and  did  not  recognize 
us  as  physicians.  He  had  to  be  restrained  to  be 
examined.  He  exhibited  excessive  motor  ac- 
tivity and  also  overactivity  of  the  autonomic 
nervous  system.  His  skin  was  pale  and  clammy, 
but  his  pulse  was  strong  at  125  per  minute. 
There  was  no  icterus,  no  nuchal  rigidity,  and  no 
abnormal  neurologic  findings.  The  heart  and 
lungs  were  normal.  The  abdomen  was  soft 
and  nontender,  and  there  was  no  palpable  liver, 
spleen,  or  other  masses.  There  was  no  rash,  no 
adenopathy,  and  no  edema.  The  blood  pressure 
was  120/80,  and  the  temperature  was  102  F. 

It  was  believed  that  the  patient  had  an  acute 
systemic  infectious  disease,  possibly  encephalitis ; 
but  when  catheterized  urine  was  obtained  and 
the  color  was  noted  to  be  brown  with  a foam 
test  indicating  positive  results,  it  became  clear 


TABLE  I. — Laboratory  Findings 


Laboratory 

Test 

Decem- 

ber 

4 

Decem- 

ber 

9 

Decem- 

ber 

18 

Serum  bilirubin 

2 mg. 

0.5 

Icterus  index 
Alkaline 
phosphatase 

14 

12.8  King- 
Arm- 
strong 

7 

units 

10.1 

7 

Cephalin 

3 plus 

2 plus 

1 plus 

flocculation 

Thymol 

7 units 

0 

0 

turbidity 

Serum  albumin 

4.2  Gm. 

3.8  Gm. 

4 Gm.  per 

per  100 
ml. 

per  100 
ml. 

100  ml. 

Serum  globulin 

2 . 1 Gm. 

2.3  Gm. 

2.4  Gm. 

per  100 

per  100 

per  100 

ml. 

ml. 

ml. 

Bromsulphalein 
Bile  in  urine 

Stronglj' 

36 

0 per  cent 

Urobilin  in 

positive 

Strongly 

0 

0 

urine 

positive 

0 

0 

that  we  were  dealing  with  a case  of  probable 
acute  viral  hepatitis.  One  hundred  milligrams 
of  hydrocortisone  w’ere  immediately  given  intra- 
muscularly, and  within  one  hour  the  patient’s 
picture  changed  completely.  He  became  or- 
iented, recognized  us  as  physicians,  described  his 
symptoms,  and  permitted  us  to  examine  him. 
His  temperature  fell  to  normal  limits  within  sev- 
eral hours,  and  subsequently  the  patient  became 
completely  asymptomatic.  Steroids  were  con- 
tinued for  four  days,  using  40  units  of  ACTH 
and  60  mg.  of  h3"drocortisone  daily.  The 
patient’s  liver  became  palpable  and  slightly 
tender  within  tw^enty-four  hours,  and  within 
three  days  it  was  palpable  3 fingerbreadths  below 
the  right  costal  border.  On  discharge,  seventeen 
da>'S  after  admission,  the  patient’s  liver  w'as 
palpable  1 fingerbreadth  below  the  costal  margin 
on  deep  inspiration,  and  w^as  slightly  tender. 
Throughout  his  entire  clinical  course  the  patient 
remained  chnically  nonicteric. 

Liver  function  tests  confirmed  the  diagnosis 
of  acute  hepatitis  (Table  I).  At  the  height  of 
his  illness  the  serum  bihrubin  was  2 mg.  which 
is  considered  the  level  beyond  w’hich  one  cannot 
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apply  the  term  “anicteric.”^ 

Other  laboratory  tests  were  as  follows: 

The  hemoglobin  was  17.5  Gm.,  and  the  white 
blood  count  was  4,200,  with  65  per  cent  segmented 
forms  and  32  per  cent  lymphocytes.  The  urine 
indicated  negative  results  for  sugar  and  albumin, 
and  the  serology  indicated  negative  findings. 
The  prothrombin  time  was  16  seconds,  and  the 
amylase  produced  68  Somogyi  units.  The 
heterophil  antibody  test  yielded  negative  results, 
and  the  blood  sugar  and  urea  nitrogen  were 
normal.  A spinal  tap  revealed  a clear  fluid  with 
an  initial  pressure  of  240  and  a final  pressure  of 
180  mm.  of  water  (the  patient  was  delirious  at 
this  time  and  was  being  restrained).  Chemical 
and  microscopic  studies  of  the  fluid  and  the 
cultures  disclosed  negative  findings  for  the 
tubercle  bacillus  and  other  organisms. 

The  patient  was  followed  over  a period  of 
three  years  with  periodic  examinations  and 
laboratory  tests  and  showed  no  evidence  of 
further  hepatic  disorder. 

Comment 

Acute  anicteric  viral  hepatitis  must  be  con- 
sidered in  the  differential  diagnosis  of  an  acutely 
ill  patient.  Most  cases  escape  diagnosis. 
Anicteric  hepatitis  is  rarely  diagnosed,  and  yet 
it  is  about  two  and  one-half  times  as  common 
as  icteric  hepatitis  which,  in  contrast,  is  recog- 
nized frequently. 

Often  delirium  is  seen  terminally  in  fatal 
cases,  but  mental  changes  are  rare  in  nonfatal 
cases.  The  described  psychotic  reactions  have 


been  confined  mainly  to  the  rare  occurrences  of 
delirium  in  the  prodromal  stage.®  In  this  par- 
ticular case,  the  patient’s  belligerent  behavior 
was  such  as  to  make  a complete  examination 
impossible.  It  was  felt  that  the  patient  had  a 
systemic  infectious  disease  with  toxic  dehrium, 
and  it  was  not  clear  that  he  was  suffering  from 
hepatitis  until  brown  urine  was  obtained.  The 
institution  of  steroid  therapy  seemed  responsible 
for  the  dramatic  change  in  the  patient’s  picture 
and  for  the  favorable  outcome. 

Summary 

1.  A case  of  fulminating  anicteric  hepatitis 
manifested  by  coma  and  delirium  has  been 
presented. 

2.  The  value  of  finding  bile  in  the  urine  in 
this  case  has  been  emphasized. 

3.  Prompt  administration  of  corticosteroids 
produced  spectacular  results. 

1475  Grand  Concourse,  New  York  52 

(Dr.  Sasson) 
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Research  in  Schizophrenia  Intensified 


Research  in  the  field  of  schizophrenia,  this  nation’s 
number  one  mental  disorder,  is  being  sharply 
intensified.  More  than  six  and  a half  million  dollars 
were  spent  in  1960,  thirty  times  the  amount  spent 


in  1951.  Projects  launched  have  been  in  the  fields 
of  genetics,  biochemistry,  physiologj",  psychology, 
and  psychiatry. — Patterns  of  Disease,  March,  1961, 
Parke,  Davis  and  Company 
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Granulomatous  Prostatitis  Due  to  Cryptococcus  Neoformans 
{Torula)  with  Disseminated  Cryptococcosis  and  Meningitis 

M.  L.  DREYFUSS,  M.D.,  S.  SIMON,  M.D.,  AND  R.  I.  SOMMER,  M.D.,  POUGHKEEPSIE,  NEW  YORK 

{From  Fassor  Brothers  Hospital) 


UNTIL  very  recently  infection  with  Crypto- 
coccus neoformans  was  considered  a med- 
ical curiosity.  During  the  last  decade  it  has 
been  recognized  with  increasing  frequency.  A 
considerable  proportion  of  the  reported  cases  are 
disseminated  infections,  many  of  them  undi- 
agnosed clinically.  Usually  the  yeast  is  dis- 
seminated widely  with  the  lesions  either  visible 
or  demonstrable  only  microscopically. 

In  all  these  instances  the  lungs  are  presumed 
to  be  the  portal  of  entry,  although  frequently 
pulmonary  lesions  cannot  be  demonstrated 
clinically  or  pathologically.*  Even  when  the 
clinical  picture  suggests  limitation  of  the  disease 
to  a single  organ  or  organ  system  such  as  the  eye,* 
the  prostate,*  or  the  adrenals^  the  infection  is 
presumed  to  have  originated  in  the  lungs  and  to 
have  reached  the  symptomatic  site  by  way  of 
the  blood  stream. 

There  still  remains  the  possibility  that  the 
ubiquitous  Cryptococcus  may  gain  access  to  the 
human  body  and  colonize  it  by  portals  of  entry 
other  than  the  lungs.® 

The  findings  in  the  case  which  is  the  subject  of 
this  report  suggest  that  the  infection  originated 
in  the  urinary  tract  and,  following  surgery,  in- 
volved the  meninges  secondarily  without  de- 
monstrable lesions  in  any  other  organ  but  with 
Cryptococci  demonstrated  in  the  kidneys,  the 
adrenals,  and  the  lungs. 

Case  Report 

The  patient,  a sixty-seven-year-old  white 
male  factory  worker  was  admitted  to  Vassar 
Brothers  Hospital  on  January  31,  1959,  because 
of  increasing  difficulty  in  voiding,  frequency, 
and  nocturia  of  from  two  to  three  months  dura- 
tion. Examination  at  the  urologist’s  office  re- 
vealed a moderately  enlarged,  suspiciously  firm 
prostate.  There  were  10  ounces  of  residual 
urine  and  intravesical  prostatic  enlargement  as 
demonstrated  by  intravenous  urography.  The 
past  history  was  entirely  noncontributory. 
The  patient  had  always  lived  in  this  part  of  the 
country.  There  was  no  history  of  familial  disease 


or  serious  illness. 

On  admission  the  patient’s  temperature  was 
98.6  F.,  pulse  80  and  regular,  blood  pressure 
140/90,  and  respiratory  rate  20.  The  patient 
was  well  nourished,  well  developed,  and  appar- 
ently not  ill.  Except  for  the  prostatic  enlarge- 
ment, a general  physical  examination  showed 
negative  results.  The  urine  was  free  of  albumin 
and  sugar.  The  urinary  sediment  contained  a 
few  white  cells  and  very  occasional  red  cells  per 
high  power  field.  Specific  gravity  was  1.012, 
the  reaction  was  acid.  A urine  culture  yielded 
little  growth  of  yeast,  not  further  identified. 
The  hemoglobin  was  11.7  Gm.  The  white  cell 
count  was  4,000  per  cubic  millimeter  with  normal 
differential.  The  blood  sugar  was  98  mg.  per 
100  ml.,  and  the  blood  urea  nitrogen  was  10.4 
mg.  per  100  ml.  A chest  film  showed  no  evidence 
of  an  active  pleural  or  pulmonary  pathologic 
condition.  The  cardiac  contour  was  normal. 

A cystoscopic  examination  was  performed  on 
February  2.  A trilobular  prostatic  hypertrophy, 
mainly  confined  to  the  median  lobe,  was  found. 
Multiple  small  yellowish-white  calculi  were  float- 
ing freely  in  the  bladder.  No  tumor  was  seen. 
The  bladder  was  moderately  trabeculated. 

A suprapubic  prostatectomy  and  bilateral 
ligation  of  vas  was  performed  on  February  4. 

A median  lobe  intravesical  prostatic  enlarge-  ' 
ment,  grade  I,  with  almost  complete  obstruction 
of  the  bladder  neck  was  encountered.  There 
also  was  bilateral  lobe  enlargement.  The  gland 
was  quite  firm  to  palpation,  suggestive  of  car- 
cinoma. No  tumor,  diverticula,  or  stones  were 
seen  in  the  bladder. 

The  surgical  specimen  consisted  of  several 
pieces  of  prostatic  tissue,  together  weighing  less 
than  20  Gm.  The  tissue  was  firm  and  elastic. 
The  cut  surfaces  were  yellowish-white  and  gray- 
ish, indistinctly  nodular,  and  shiny.  The  picture 
was  uniform  throughout.  Microscopic  examina- 
tion showed  that  the  prostate  was  destroyed  by  a 
granulomatous  process  characterized  by  multiple 
nodules  composed  of  epitheloid  cells,  histiocytes, 
giant  cells  of  the  Langhans  type,  a moderate 
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Fig.  1.  Prostate  destroyed  by  granulomatous 
inflammation. 


number  of  lymphocytes,  and  only  very  occasional 
polymorphonuclear  leukocytes  (Fig.  1).  There 
was  considerable  fibrosis.  Pink-staining  amor- 
phous matter  was  seen  in  the  granulomas.  The 
normal  structure  of  the  prostate  was  barely 
recognizable.  It  showed  little  evidence  of  hyper- 
trophy. No  tumor  was  seen.  A diagnosis  of 
granulomatous  prostatitis  was  made.  No  at- 
tempt was  made  at  the  time  to  search  for  a specific 
etiologic  agent. 

Following  surgery,  the  previously  normal  tem- 
perature rose  to  100.6  F.  and,  subsequently  dur- 
ing the  entire  hospital  stay  of  twenty-one  days  it 
ranged  from  between  99.2  and  102.8  F.  The 
patient  voided  spontaneously  and  without 
difficulty  on  the  eighth  postoperative  day.  Urine 
cultures  showed  little  growth  of  diphtheroids  and 
yeast  cells  which  were  not  further  identified. 
Results  of  blood  cultures  were  negative.  The 
cause  of  the  rise  in  temperature  remained  un- 
determined. A moderate  anemia  (hemoglobin 
9.3  Gm.)  developed  and  the  patient  received  one 
pint  of  blood.  He  was  finally  discharged  on 
February  24  with  a persistent  low-grade  tempera- 
ture. Subjectively  he  was  well.  The  findings 
of  a physical  examination  on  discharge  were 
essentially  negative. 

The  patient  was  readmitted  on  March  21  be- 
cause of  persistent  fever,  increasing  weakness, 
malaise,  and  severe  frontal  headaches.  While 
at  home,  it  had  been  noted  that  he  was  at  times 
quite  drowsy,  had  lapses  of  memory,  and  that 
his  gait  was  unsteady.  There  was  a subicteric 
tinge  to  his  skin.  The  liver  edge  was  found  1 
fingerbreadth  below  the  costal  margin.  A 
neurologic  examination  revealed  a cooperative 
patient  with  no  speech  disturbances  and  no 


apraxia.  The  left  optic  disk  was  slightly  edem- 
atous. The  left  abdominal  reflex  was  consid- 
erably diminished.  There  was  a suggestion  of 
weakness  of  the  right  handgrip  and  of  weakness 
in  the  right  lower  extremity.  An  x-ray  examina- 
tion of  the  chest  showed  no  e\ddence  of  pul- 
monary disease.  However  there  was  an  oval 
mass  measuring  about  7 cm.  in  diameter 
that  rose  partially  above  the  dome  of  the  left 
diaphragm.  This  mass  also  was  seen  above  the 
left  kidney  on  the  otherwise  normal  intravenous 
pyelogram.  It  was  thought  to  be  due  to  a dia- 
phragmatic hernia.  An  x-ray  examination  of  the 
skull  showed  negative  results.  The  results  of 
gastrointestinal  studies  were  negative.  An  elec- 
trocardiogram revealed  normal  findings.  The 
urine  was  turbid  and  acid;  the  specific  gravity 
was  1.020.  There  was  a very  faint  trace  of 
albumin.  There  were  from  20  to  25  white  cells 
per  high  power  field  and  very  occasional  red 
cells.  The  hemoglobin  was  11.7  Gm.  There 
was  some  anisocytosis.  The  white  cell  count 
was  6,900  with  a normal  differential.  The 
sternal  marrow  was  within  normal  hmits.  The 
fasting  blood  sugar  was  97  mg.  per  100  ml. 
The  blood  urea  nitrogen  was  30  mg.  per  100  ml. 
The  serum  bilirubin  was  1.8  mg.  per  100  ml.  The 
result  of  a cephalin  flocculation  test  was  4 plus, 
and  the  thymol  turbidity  test  rated  5 units. 
Blood  cultures  showed  negative  results.  Urine 
cultures  yielded  Staphylococcus  albus,  no  coagu- 
lase.  A spinal  fluid  tap  on  March  26  revealed 
an  initial  pressure  of  230  mm.  of  water.  The 
fluid  was  clear  and  colorless.  It  contained  one 
white  cell  and  a moderate  number  of  red  cells. 
The  spinal  fluid  protein  was  66.5  mg.  per  100  ml. 

During  the  next  few  days  the  patient  developed 
increasing  drowsiness,  mental  confusion,  and  a 
questionable  nuchal  rigidity.  The  spinal  punc- 
ture was  repeated  on  April  1.  The  initial  pres- 
sure was  140  mm.  of  water.  The  fluid  had  a 
ground-glass  appearance.  The  spinal  fluid  pro- 
tein was  92  mg.  per  100  ml.  The  sugar  was  27 
mg.  per  100  ml.  On  direct  examination  of  the 
spinal  fluid  many  yeast  cells,  some  budding,  and 
varying  in  size  between  5 and  15  microns,  were 
noted.  They  had  a definite  capsule.  A diag- 
nosis of  cryptococcic  meningitis  was  made. 
Cultural  studies  and  animal  inoculation  identified 
the  yeast  definitely  as  pathogenic  Cryptococcus 
neoformans.  At  this  time,  re-examination  of  the 
microscopic  sections  from  the  surgical  prostatic 
specimen  by  special  stains  showed  the  presence 
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Fig.  2.  Cryptococci  in  capsular  space  of  glomerulus. 
No  reaction. 


of  many  typical  yeasts  in  the  prostatic  acini  as 
well  as  in  the  interstitial  tissue. 

Treatment  with  amphotericin  B (Fungizone) 
was  started,  and  continued,  although  the  patient 
experienced  serious  reactions  to  the  drug,  char- 
acterized by  severe  shaking  chills,  convulsions, 
extreme  malaise,  and  nausea.  Supportive 
therapy  with  parenteral  fluids  and  whole  blood 
complemented  the  program  of  therapy.  How- 
ever, the  patient  became  more  drowsy  gradually 
and  the  urea  nitrogen  increased.  Finally  coma 
ensued  and  the  patient  expired  on  April  10,  eight 
days  following  the  establishment  of  the  diagnosis, 
two  months  following  surgery,  and  approximately 
three  to  four  months  after  the  initial  onset  of 
symptoms. 

At  autopsy,  a slight  jaundice  was  noted.  The 
soft  meninges  were  injected  and  cloudy.  They 
were  finely  granular,  especially  over  the  base  of 
the  frontal  and  temporal  lobes.  No  massive 
exudate  was  present.  The  brain  was  slightly 
edematous.  There  was  massive  pulmonary  edema 
and  confluent  bronchopneumonia.  A metic- 
ulous search  for  parenchymal  or  subpleural 
granulomatous  lesions  was  made  and  none  were 
found.  Approximately  600  cc.  of  clear  ascitic 
fluid  were  present  in  the  peritoneal  cavity.  The 
liver  weighed  1,700  Gm.  It  was  coarsely  nodular 
and  presented  the  characteristic  picture  of  portal 
cirrhosis.  The  spleen  weighed  750  Gm.  It 
showed  no  circumscribed  lesions.  Only  a very 
small  amount  of  remaining  prostatic  tissue  was 
recognized. 

Microscopic  examination  revealed  Cryptococci 
in  the  meninges,  in  the  pulmonary  alveoli  and 
bronchi,  in  the  capsular  spaces  of  the  glomeruli, 
in  the  interstitial  renal  cortical  tissue,  in  the 


adrenals,  and  in  the  remaining  prostate.  A 
histiocytic  and  phagocytic  reaction  to  the  presence 
of  huge  numbers  of  Cryptococci  was  apparent 
in  the  meninges.  There  were  only  a few  lympho- 
cytes and  plasma  cells,  practically  no  polymor- 
phonuclear leukocytes,  and  no  fibrin.  Appar- 
ently much  of  the  meningeal  exudate  consisted 
of  yeasts  and  gelatinous  capsular  material.  No 
tissue  reaction  was  noted  in  the  lungs  and  the 
adrenals.  Cryptococci  were  seen  l}dng  losely 
in  the  capsular  spaces  of  the  glomeruli  (Fig.  2). 
They  formed  numerous  small  colonies  in  the 
interstitial  tissue  of  the  cortex  where  they  were 
imbedded  in  gelatinous  capsular  material.  How- 
ever there  was  no  tissue  reaction  of  any  kind. 
The  picture  in  the  prostate  was  essentially  the 
same  as  in  the  surgical  specimen.  The  final 
diagnosis  was : Cryptococcosis ; cryptococcic  men- 
ingitis; status  after  prostatectomy  for  crypto- 
coccic granulomatous  prostatitis;  disseminated 
cryptococcosis;  portal  cirrhosis  of  liver;  spleno- 
megaly; ascites;  jaundice;  bronchopneumonia 
bilateral ; and  diaphragmatic  hernia,  left. 

Comment 

In  the  prostate,  the  Cryptococcus  had  pro- 
duced a very  definite  tissue  reaction  of  the  gran- 
ulomatous type.  In  addition,  yeasts  were  found 
in  the  lumen  of  the  prostatic  glands.  At  autopsy. 
Cryptococci  were  still  present  in  the  remaining 
prostatic  tissue.  Huge  numbers  of  Cryptococci 
were  present  in  the  soft  meninges  where  they 
had  produced  a histiocytic  reaction  with  phago- 
cytosis but  without  exudation  and  without  gran- 
ulomatous features.  Yeasts  w'ere  seen  also  in 
the  lumen  of  the  glomerular  capsules,  in  the 
interstitial  tissue  of  the  renal  cortex,  in  the  lungs, 
and  in  the  adrenals.  In  none  of  these  organs 
w’as  there  any  tissue  reaction  to  the  presence  of 
the  yeast.  Baker  and  Haugen®  have  demon- 
strated in  their  study  of  26  cases  that  early 
cryptococcic  lesions  are  mucinous  while  older 
lesions  are  granulomatous.  Cryptococci  being 
rather  inert  and  incapable  of  producing  a tissue 
response.  It  is  reasonable  then  to  consider  the 
prostate  with  its  granulomatous  reaction  as  the 
oldest  lesion  in  our  patient,  whose  symptoms 
dated  back  approximately  two  months. 

Yeasts,  unfortunately  not  further  identified, 
were  cultured  from  the  patient’s  urine  before 
surgery.  They  were  noted  once  again  in  a later 
urine  culture  together  with  diphtheroids.  One 
might  wonder  whether  or  not  a correct  diagnosis 
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could  have  been  arrived  at  on  the  basis  of  identi- 
fication of  the  yeast  in  the  original  urine  culture. 
Hematogenous  spread  with  characteristic  selec- 
tive massive  infection  of  the  meninges  ensued 
within  about  six  weeks  following  surgery. 

The  anatomically  characteristic  but  clinically 
silent  portal  cirrhosis  is  considered  incidental 
although  it  may,  by  the  same  unknown  mecha- 
nism as  do  lymphomas  and  leukemias,  have 
created  or  enhanced  predisposing  factors  for  the 
establishment  of  the  Cryptococcus  in  a generally 
so  unfavorable  host  as  man. 

Summary 

A case  of  granulomatous  prostatitis  due  to 
Cryptococcus  neoformans  is  presented.  The 
history  and  progress  as  well  as  the  histologic 
findings  suggest  that  in  this  unusual  case  the 
primary  site  of  the  cryptococcic  infection  was 
in  the  genitourinary  tract,  specifically  the  pros- 
tate. Secondary  involvement  of  the  central 
nervous  system  followed  surgery.  The  diag- 


nosis was  established  by  identification  of  the 
yeast  in  the  spinal  fluid.  It  is  suggested  that  the 
diagnosis  might  have  been  made  by  identification 
of  the  yeast  in  the  original  urine  culture. 
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SPECIAL  ARTICLE 


Medical  Care  for  the  Needy 

HERBERT  NOTHIN,  M.D.,  SYRACUSE,  NEW  YORK 
{From  the  Onondaga  County  Department  of  Public  Welfare) 


IT  IS  now  quite  generally  recognized  through  a 
large  part  of  the  world  that  each  human  being 
has  four  basic  physical  rights  necessary  to  sur- 
vival at  more  than  an  animal  level.  These  are 
food,  shelter,  clothing,  and  medical  care.  The 
fourth  of  these — medical  care' — is  a relatively 
recent  addition  to  this  group  of  necessities  and  is, 
of  course,  the  subject  of  this  discussion.  Medical 
science  has  now  reached  the  point  where  its  serv- 
ices are  essential  to  comfort,  productive  living, 
and  even  survival.  Therefore,  the  role  of 
government  has  become  important  in  supplying 
this  service  to  people  who  for  some  reason  or 
another  cannot  get  it  through  their  own  re- 
sources. By  its  very  nature,  it  is  a more  com- 
phcated  and  controversial  service  to  supply  than 
food,  shelter,  or  clothing. 

There  are  many  reasons  for  this.  One  is  the 
fact  that  medical  care  involves  skilled  personal 
service  by  many  different  types  of  health  per- 
sonnel, with  all  the  attendant  problems  of  inter- 
professional relationships.  Another  is  the  dif- 
ficulty of  financing  unpredictable  medical  ex- 
penses as  opposed  to  predictable  items,  such  as 
food.  Still  another  is  the  inevitable  involvement 
of  welfare  medical  care  in  certain  aspects  of  the 
controversy  between  people  who  favor  private 
control  of  the  economics  of  medical  practice 
and  those  who  favor  strong  government  interven- 
tion in  this  field. 

It  has  long  been  recognized  that  certain  pop- 
ulation groups  have  special  reasons  for  needing 
governmental  help  with  medical  services.  Bas- 
ically, there  are  two  reasons  for  such  aid.  One 
reason,  and  probably  the  original  one,  is  fear. 
This  can  easily  be  seen  in  the  early  fever  hospitals 
that  were  designed  to  quarantine  people  who 
might  infect  the  community  with  a serious  in- 
fectious disease,  or  in  the  early  mental  hospitals, 
built  and  maintained  to  protect  the  community 
from  the  dangerously  insane.  Over  the  centuries. 

Presented  to  the  Kentucky  Welfare  Association, 
Louisville,  Kentucky,  November  2,  1960. 


medical  treatment  has  been  added  to  these 
hospitals,  but  community  protection  still  is  a 
factor.  Even  today  we  hospitalize  psychotic 
patients  not  only  for  treatment,  but  for  com- 
munity protection  as  well. 

The  second  reason  is  basically  humanitarian, 
one  expression  of  the  charitable  attitudes  of  the 
Judeo-Christian  culture.  From  this  root  stem 
our  programs  for  the  care  of  crippled  children, 
our  municipal  hospitals  in  large  cities,  and  the 
programs  of  medical  care  for  welfare  recipients. 
To  keep  this  discussion  within  reasonable  bounds, 
it  will  be  confined  to  the  last  group' — welfare 
recipients. 

We  rarely  think  about  the  purpose  of  a medical 
care  program,  assuming  rightly  that  the  job  of 
all  medicine  is  to  prevent  and  cure  disease,  elim- 
inate pain  and  suffering,  and  delay  death.  This 
is  true  of  welfare  medical  programs  as  well,  but 
there  is  at  least  one  more  major  purpose  of  sucli 
programs.  This  is  to  restore  as  many  people 
as  possible  to  economic  self-sufficiency,  in  con- 
junction with  social  programs  geared  to  the  same 
purpose.  This  is  important  for  the  nation  in 
conserving  manpower,  to  the  individual  citizen 
in  minimizing  tax  burdens,  and  to  the  welfare 
recipient  in  restoring  both  earning  power  and 
self-respect. 

This  economic  root  is  seen  also  in  such  programs 
as  Workmen’s  Compensation  and  Vocational 
Rehabilitation,  for  example.  This  is  really  a 
tribute  to  the  efficacy  of  modern  medicine. 

History 

Medical  care  for  welfare  recipients  has  a long 
history.  Starting  in  Elizabethan  England,  these 
programs  were  conceived  of  as  caring  for  the 
“worthy  poor’’  and  administered  entirely  by 
local  governments  on  a very  marginal  basis. 
In  the  early  Colonial  days  of  this  country  and  up 
until  the  depression  of  the  1930’s,  this  attitude 
changed  very  little.  Municipalities,  towns,  and 
counties  developed  their  own  programs  for  care 
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of  the  needy,  or  frequently  developed  none  at  all. 
In  general,  the  method  of  approach  was  to  pay 
a salary  to  a physician  for  the  care  of  the  poor' — 
almost  always  an  inadequate  salary,  attracting 
the  least  well-trained  physicians- — or  to  contract 
out  the  service  on  an  annual  basis  to  the  local 
doctor  who  entered  the  lowest  bid;  this  was 
surely  a guarantee  of  the  absolute  minimum  of 
quantity  and  quality  of  service  1 Those  relatively 
few,  usually  urban,  communities  which  developed 
their  services  for  the  needy  through  a municipal 
hospital,  possibly  connected  with  a medical 
school,  were  often  very  different,  frequently 
supplying  the  best  available  medical  care,  at 
least  to  hospital  patients. 

The  first  major  change  in  this  pattern  was  in 
the  early  depression  years  through  the  various 
Federal  Emergency  Relief  programs.  Here,  for 
the  first  time  in  history,  public  assistance  funds 
were  made  available  to  states  and  localities  from 
the  Federal  government.  On  the  basis  of  this 
experience,  a number  of  states  developed  pro- 
grams on  their  own  throughout  the  next  two 
decades,  independent  of  Federal  aid.  This  was 
seen  primarily  in  the  wealthy  industrial  states 
of  the  Northeast  and  in  the  Midwest. ‘ 

Starting  with  the  1950  amendments  to  the 
Social  Security  Act  and  continuing  steadily 
through  the  amendments  of  1960,  Federal  funds 
in  some  manner  or  other  flowed  to  the  states, 
earmarked  for  medical  care.  These  incentives 
helped  many  states  which  could  not  otherwise 
afford  them  to  develop  or  extend  medical  care 
programs,  but  the  picture  remains  spotty  even 
today. 

Current  Status 

Currently,  about  fifteen  states,  or  less  than  one 
third  of  all  our  states,  have  reasonably  com- 
prehensive medical  care  programs.  Forty-four 
states  have  some  medical  care  available  to  as- 
sistance recipients  through  state  and  local  funds. 
The  amount  and  type  of  medical  care  may  vary 
from  the  provision  of  only  one  service  to  provi- 
sion of  several  services  to  one  or  more  categories. 
For  example,  Tennessee  supplies  only  hospital 
care. 

In  Nevada,  on  the  other  hand,  physicians’ 
services  and  drugs  are  available  for  the  Old 
Age  and  Aid  to  the  Blind  programs.  The  re- 
maining six  states  have  no  medical  programs  at 
all,  except  the  very  spotty  coverage  which  may 
be  available  at  a local  level.  The  situation  is 
currently  very  fluid,  and  changes  are  taking  place 


almost  daily,  especially  since  the  introduction 
of  the  Medical  Aid  for  the  Aged  program. 

At  the  Federal  level,  the  program  is  admin- 
istered by  the  Bureau  of  Public  Assistance,  a 
division  of  the  Department  of  Health,  Education, 
and  Welfare.  This  agency  distributes  appropri- 
ated funds  to  the  various  states,  in  accordance 
with  law  and  regulation,  and  approves  state  plans 
for  the  administration  of  medical  care  services. 
Unfortunately,  in  the  opinion  of  many  people,  the 
Bureau  has  not  exercised  adequate  leadership  in 
helping  the  states  to  improve  programs  and  in  en- 
couraging the  quahty  of  care. 

At  the  state  level.  Federal  funds  are  channeled 
to  the  state  public  welfare  agency.  In  almost 
all  instances,  this  agency  operates  the  medical 
care  program  directly  or  supervises  its  ad- 
ministration through  local  welfare  agencies.  As 
a general  rule,  direct  administration  is  found  in 
the  smaller  states,  such  as  Connecticut  and  Rhode 
Island,  while  local  administration  is  found  in  the 
larger  states,  such  as  New  York  and  California. 

In  a handful  of  states,  including  Maryland) 
Tennessee,  and  Kentucky,  the  administration  is 
in  the  hands  of  the  state  and  local  departments 
of  health.  If  any  Federal  funds  are  involved, 
there  must  be  a contract  between  the  health  and 
welfare  departments  covering  the  fiscal  arrange- 
ments between  the  two  agencies.  While  we  are 
discussing  current  administrative  arrangements, 
it  may  be  well  to  refer  to  the  long-standing  con- 
troversy as  to  whether  it  is  better  for  health  or 
for  welfare  departments  to  administer  medical 
care  programs  for  the  needy.*  This  may  be  a 
matter  of  some  moment  in  the  future,  since  at 
least  two  states  (Washington  and  Hawaii)  have 
switched  from  one  pattern  to  the  other.  Wash- 
ington, for  example,  started  with  its  program  in 
the  welfare  department,  moved  it  to  the  health 
department,  and  then  moved  it  to  the  welfare 
department  again. 

Those  who  feel  that  health  departments  can 
best  administer  such  programs  point  to  the  fact 
that  health  departments  are  led  by  physicians 
trained  in  administration  and  that  they  are  also 
more  motivated  and  educated  in  the  area  of 
prevention  than  are  welfare  departments. 
Another  argument  used  by  proponents  of  health 
department  administration  is  that  such  depart- 
ments have  long  histories  of  working  closely  with 
physicians  and  medical  societies,  in  contrast  to 
welfare  departments.  They  further  point  to  the 
inseparability  of  preventive  and  therapeutic 
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services  as  an  argument  for  health  department 
administration  of  such  programs. 

There  are,  however,  public  health  officers  who 
do  not  believe  that  health  departments  should 
be  involved  in  administering  such  programs  for 
at  least  two  reasons.  One  is  that  they  do  not  wish 
to  get  involved  in  a controversy  with  the  medical 
profession  over  the  role  of  government  in  pro- 
viding medical  care.  The  other  is  the  fact  that 
budgets  for  medical  care  are  so  large  that  they 
tend  to  jeopardize  the  already  too-small  budgets 
for  preventive  services. 

Those  individuals  who  favor  welfare  depart- 
ment administration  rest  their  case  primarily 
on  the  fact  that  human  beings  are  inseparable 
and  that  no  agency  can  tend  properly  to  the 
medical  needs  of  welfare  recipients  without  being 
cognizant  of  their  social  needs  as  well. 

Current  thinking  generally  reflects  a com- 
promise opinion,  namely,  that  either  department, 
health  or  welfare,  properly  staffed  and  organized, 
can  do  a good  job  of  administering  a medical  care 
program.  Conversely,  neither  type  of  depart- 
ment automatically  does  a good  job.  Both 
statements  can  be  documented  from  current 
examples. 

Both  the  American  Public  Health  and  the 
Public  Welfare  Associations  have  policy  state- 
ments to  the  effect  that  either  health  or  welfare 
departments  can  administer  welfare  medical 
care  programs  effectively.®  A device  which  has 
been  tried  in  many  places  and  is  becoming  more 
widespread  is  to  assign  a health  officer  full  or 
part  time  to  the  welfare  department  as  a medical 
consultant.  This,  in  effect,  combines  both  ap- 
proaches. The  latest  area  to  try  this  is  the 
City  of  New  York. 

Who  is  currently  eligible  for  medical  care 
programs  for  pubhc  welfare  recipients?  People 
eligible  for  such  programs  are  rather  arbitrarily 
classified  into  a number  of  groups.  By  far  the 
largest  number  fall  into  the  five  federally-aided 
categories : 

Old  Age  Assistance.' — The  group  for  Old 
Age  Assistance  consists  of  needy  individuals  over 
the  age  of  sixty-five  years,  a group  with  unusually 
many  and  expensive  medical  needs. 

Aid  to  the  Disabled.— Aid  to  the  Disabled 
is  given  to  a group  of  individuals  from  eighteen 
to  sixty-five  years  of  age  who  have  physical  or 
mental  impairments  which  prevent  them  from 
being  employed  at  a gainful  occupation. 

Aid  to  Dependent  Children. — Aid  is  given 


to  children  who  are  deprived  of  parental  support 
or  care  owing  to  death,  continued  absence,  or 
incapacity  of  the  father. 

Aid  to  the  Blind. — Needy  individuals  who 
are  incapacitated  by  poor  vision  are  given  aid. 

Medical  Aid  to  the  Aged.' — Medical  Aid  to 
Aged  is  the  newest  of  the  Federal  categories, 
in  existence  only  since  the  Social  Security  Amend- 
ments of  1960.  Federal  law  has  defined  this 
group  broadly  and  liberally  as  being  people  over 
sixty-five  who  cannot  meet  their  medical  needs 
through  their  own  resources.  States  can  be  as 
hberal  as  they  wish  in  making  their  own  defini- 
tions to  meet  the  open-ended  Federal  appropria- 
tion. This  Federal  money  is  available  on  a 
matching  basis,  with  the  government  paying 
from  50  to  80  per  cent  of  the  cost,  in  inverse  ratio 
to  the  average  per  capita  income  of  the  state. 
So  far,  only  a few  states  have  adopted  legislation 
to  permit  state  participation  in  the  program. 

In  addition  to  the  federally-aided  categories, 
many  states  have  a group  called  General  As- 
sistance (termed  Home  Rehef  in  New  York  State) . 
This,  broadly  speaking,  is  for  people  who  are 
in  financial  need  but  who  do  not  fall  into  any  of 
the  categories  mentioned.  People  who  are 
temporarily  unemployed,  for  example,  would  fall 
into  this  group. 

Over  and  above  the  various  categories  of 
public  assistance,  there  is  a large  and  rather 
amorphous  group  of  people  known  as  the  med- 
ically indigent.  In  broad  terms,  these  indi- 
viduals are  people  who  can  meet  their  ordinary 
living  expenses  but  who  cannot  meet  unpre- 
dictable medical  bills.  This  group  is  hard  to 
define  because  there  are  two  sets  of  variable 
factors  in  any  definition.  One  set  relates  to  the 
income  and  financial  resources  of  the  individual 
or  family,  and  the  other  relates  to  the  amount  of 
medical  services  received.  An  economically 
marginal  family,  therefore,  can  become  medically 
indigent  quickly  even  with  fairly  small  medical 
bills.  A more  prosperous  family  will  take  longer 
to  become  medically  indigent,  but  can  fall  easily 
into  this  group  if  medical  expenses  are  unusually 
large.  This  is  particularly  true  if  the  wage- 
earner  in  the  family  is  ill  and  ordinary  income 
ceases  for  a prolonged  period  of  time. 

Obviously,  such  a broad  definition  is  difficult 
for  a welfare  agency  to  cope  with;  therefore, 
those  agencies  which  deal  with  the  medically 
indigent  have  been  forced  by  economic  and 
political  pressures  to  adopt  a much  narrower 
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definition.  In  most  states  with  such  programs, 
only  people  slightly  above  ordinary  welfare 
limits  are  included.  One  state  with  a formal 
program  for  the  medically  indigent  is  Maryland, 
where  those  who  qualify  as  medically  indigent 
are  entitled  to  all  the  medical  services  available 
to  the  welfare  recipient,  with  eligibility  being 
determined  in  the  health  department.  In  New 
York,  any  medically  indigent  person  is  theo- 
retically entitled  to  comprehensive  medical  care 
at  the  expense  of  the  Welfare  Department. 
However,  in  actual  practice,  this  care  is  limited 
to  large  bills,  such  as  those  incurred  in  hospitals. 
Many  welfare  agencies  do  serve  the  medically 
indigent  without  a formal  program  being  spelled 
out.  These  agencies  approach  the  problem  on 
the  so-called  “budget  basis.”  This  is  used  when 
a client’s  medical  expenses  exceed  his  resources 
according  to  specific  welfare  budget  standards. 
The  client  is  then  entitled  to  payment  for  all 
medical  costs  beyond  his  budgeted  needs  and 
which  he  cannot  meet  from  his  own  resources. 

Recipients  and  Costs 

Currently,  there  are  some  5 million  recipients 
of  public  assistance  in  the  United  States.  Their 
identifiable  medical  care  costs  (paid  directly  to 
suppliers  of  service)  are  about  410  million  dollars, 
or  nearly  12  per  cent  of  all  public  assistance  ex- 
penditures. In  addition  to  this  figure,  a very 
large  sum  of  money  is  being  spent  for  nursing 
home  care  in  the  form  of  cash  grants  to  the  clients 
and  is  therefore  not  easily  identifiable  as  medical 
care  costs.  Even  this  would  not  give  us  a true 
picture  of  costs,  because  we  do  not  know  how 
much  local  money  is  being  spent  for  the  needy 
through  municipal  hospitals,  as  only  one  example, 
or  by  recipients  themselves,  expecially  in  those 
states  without  medical  program.  (In  New  York 
State  there  was  an  average  of  518,637  persons  on 
public  assistance  in  1959;  identifiable  medical 
care  costs,  including  all  nursing  home  care, 
amounted  to  $86,797,000  or  about  26  per  cent  of 
all  public  assistance  expenditures.) 

To  give  some  general  idea  of  what  a compre- 
hensive program  costs,  let  me  cite  some  figures 
from  my  own  department.  During  the  year 
1960  Onondaga  County  had  an  average  of  about 
12,000  categorical  welfare  recipients  (including 
Home  Rtdief),  or  about  3 per  cent  of  our  400,000 
residents.  The  medical  care  expenditures  for 
this  group  paid  for  by  the  Welfare  Department 
and  identifiable  as  such  were  nearly  $1,900,000, 


or  about  $150  per  recipient.  If  we  include  the 
cost  for  hospital  care  of  the  medically  indigent, 
we  add  another  $700,000.  If  we  decide  to  include 
the  cost  of  operating  the  county  chronic  disease 
hospital  (not  usually  the  function  of  a welfare 
department),  we  add  another  $2,000,000.  In 
toto,  therefore,  the  medical  care  program  cost 
the  Welfare  Department  approximately  $4,600- 
000  in  one  recent  year,  or  slightly  over  $10  per 
capita  for  the  total  county  population.  This 
is  approximately  one  third  of  the  entire  welfare 
budget.  I am  not  contending  that  these  figures 
will  hold  anywhere  else  in  the  country,  but  they 
give  some  idea  of  the  very  large  costs  involved 
in  administering  a comprehensive  medical  care 
program. 

What  are  we  purchasing  for  this  huge  amount 
of  money?  To  a large  extent,  we  are  purchasing 
care  for  our  needy  older  people,  since  about  half 
of  all  welfare  medical  care  expenditures  are  for 
Old  Age  Assistance  recipients.  This  helps  to 
highlight  the  current  national  interest  in 
this  field.  One  of  the  reasons  why  Old 
Age  Assistance  medical  costs  are  so  high 
is  the  development  of  retirement  programs. 
Since  these  have  been  in  effect,  relatively  few 
people  over  sixty-five  come  on  Old  Age  Assistance 
for  the  defrayment  of  living  expenses,  while 
many  need  assistance  to  defray  medical  costs 
which  cannot  be  met  through  a retirement  income. 

To  put  it  in  terms  of  services  rendered,  a very 
large  amount  of  the  money  goes  for  two  major 
services:  hospital  care  and  nursing  home  care. 
Well  over  half  the  money  spent  for  medical 
services  went  for  these  two  items.  The  other  two 
major  items  are  physicians’  services  and  drugs, 
each  accounting  for  about  10  to  15  per  cent  of 
medical  care  costs. 

All  of  these  figures  on  the  relative  costs  of 
services  should  be  regarded  as  crude  approxima- 
tions, since  the  percentage  of  money  spent  for 
any  given  item  of  medical  care  depends  on  the 
scope  of  the  program  in  the  state.  If,  for  example, 
a state  pays  only  for  hospital  care,  this  item  will 
consume  100  per  cent  of  the  budget,  while  phy- 
sicians’ services  will  not  appear  at  all.  On  the 
other  hand,  if  a state  has  a comprehensive  pro- 
gram, the  relationship  between  these  figures  will 
be  much  more  meaningful. 

There  is  still  another  way  to  look  at  what  we 
arc  buying  with  more  than  400  million  dollars 
of  local,  state,  and  Federal  tax  funds.  This  is 
to  look  at  the  quality  of  care  we  are  purchasing. 
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First  of  all,  it  must  be  admitted,  as  studies  have 
recently  shown,  that  we  know  very  httle  about 
even  the  quantity  of  medical  care  we  are  buying 
in  this  program  and  practically  nothing  about  its 
quality.  However,  many  welfare  administrators 
have  a strong  suspicion,  based  on  much  indi- 
vidual case  experience,  that  a great  deal  of  the 
care  received  by  welfare  recipients  is  very  poor 
indeed.  Most  programs  have  few  standards  for 
care  other  than  requiring  licensing  of  health 
personnel  and  institutions.  Most  programs  allow 
for  a free  choice  of  physician.  Regardless  of 
the  merits  of  free  choice  of  physician  for  the 
general  population,  clients  by  and  large  are  not 
too  well  educated  and  usually  have  little  knowl- 
edge of  how  to  choose  a well-qualified  physician. 
Second,  it  turns  out  in  actual  practice  that  wel- 
fare clients  frequently  choose  doctors  who  are 
situated  close  to  them  physically.  These  lo- 
calities are  often  the  least  desirable  places  to  live 
in  any  community,  and  there  is  a tendency  for 
them  to  attract  the  less  well-qualified  physicians. 
Third,  free  choice  often  means  free  choice  of 
general  practitioners  only,  since  specialists’ 
fees  are  often  much  higher  than  welfare  will 
pay,  and  general  practitioners  do  not,  as  a rule, 
refer  welfare  clients  to  specialists.  Since  the 
physician  is  the  key  individual  in  medical  care, 
a poor  quality  of  physician  services  will  inevitably 
lead  to  a poor  quality  in  all  services. 

Trends  and  Future  Developments 

Having  had  a quick  overview  of  the  past  and 
the  present  in  welfare  medical  care,  I would  like  to 
sketch  briefly  what  will  probably  be  the  major 
trends  in  welfare  medical  care  in  the  next  one  or 
two  decades. 

One  trend  which  has  existed  now  for  ten  j-ears 
and  is  almost  certain  to  continue  is  an  increase 
in  the  Federal  funds  available  for  medical  serv- 
ices. This  is  well  exemplified  in  the  recent  Kerr- 
Mills  BilF  with  its  accompanying  open-ended 
appropriation  for  care  of  the  aged.  What  will 
happen  if  Forand-type  legislation  passes  is  hard 
to  predict  at  the  present  time. 

A second  trend,  closely  allied  to  the  first,  will 
be  increased  Federal  insistence  on  standards 
for  the  quality  as  well  as  the  quantity  of  care. 

A third  trend,  allied  to  the  increase  in  Federal 
funds  and  matching  increases  from  states  and 
localities,  will  be  a rise  in  the  number  of  states 
which  provide  medical  care  and  a trend  toward 
more  comprehensive  care  in  those  states  which 


already  have  medical  programs.  Since  the  major 
barrier  to  comprehensive  care  is  financial,  this 
would  seem  to  follow  logically  if  more  funds 
are  made  available.  This  has  happened  with 
great  regularity  for  the  past  ten  years,  and  there 
is  httle  reason  to  expect  any  change  in  this  trend. 

Along  with  more  comprehensive  care,  states 
will  place  more  emphasis  on  preventive  and 
rehabihtative  services.  This  will  apply  to 
economic  and  social,  as  well  as  medical,  factors 
in  rehabilitation. 

A fourth  trend  will  be  an  increased  emphasis 
on  research  of  a medical-administrative  nature 
in  the  larger  agencies.  The  recent  studies  of 
the  American  Pubhc  Welfare  Association  in 
connection  with  the  University  of  Michigan  have 
opened  up  wide  vistas  of  research  in  this  area. 
The  Social  Security  Administration,  for  the  first 
time  in  its  history,  has  funds  for  research  in  the 
broad  area  of  social  security,  including  public 
assistance.  The  Public  Health  Service  and 
private  foundations  are  often  eager  to  finance 
such  projects.  If  research  personnel  is  not 
available  in  w’elfare  departments,  it  can  often 
be  obtained  from  nearby  universities.® 

The  fifth  and  last  trend  will  be  tow'ard  the 
better  training  of  welfare  medical  personnel. 
The  University  of  Michigan  Schools  of  Public 
Health  and  Social  Work  are  now  w'orking  out 
a joint  course  for  training  of  welfare  medical 
care  administrators. 

Basic  Principles 

Finally,  I w'ould  like  to  conclude  with  what 
1 think  are  the  basic  principles  of  a sound  welfare 
medical  care  program. 

1.  Possibly  the  most  important  principle 
of  any  medical  care  program  is  that  of  professional 
direction.  No  program  can  be  good  unless  it  is 
administered  by  a person  with  a background  in 
medical  care  and  who  understands  its  problems. 
It  is  highly  desirable  to  have  a physician  with 
specialized  training  in  administration  perform 
this  function,  but  this  is  not  always  possible, 
both  for  economic  reasons  (especially  in  small 
agencies)  and  because  of  a shortage  of  trained 
personnel.  Other  good  choices  are  medical 
social  workers  and  public  health  administrators. 
In  these  cases,  medical  consultation  is  essential.® 

The  medical  unit  which  administers  the  pro- 
gram should  be  properly  staffed  and  equipped 
to  arrange  for  adequate  medical  services,  to  pay 
for  them  promptly  and  adequately,  to  have 
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realistic  controls  on  service,  and  to  keep  and 
interpret  program  statistics.  Two  publications 
which  will  be  forthcoming  very  shortly  will 
contain  model  reporting  systems  for  welfare  med- 
ical care.  These  will  be  pubhshed  by  the  Bureau 
of  Public  Assistance  and  the  University  of 
Michigan,  under  a research  contract  with  the 
American  Public  Welfare  Association. 

2.  The  medical  unit  should  also  be  responsible 
for  setting  long-term  goals  and  planning  its 
programs  to  reach  them  eventually.  If  pro- 
grams are  developed  only  to  meet  emergency 
needs,  chaos  may  well  be  the  result.'^ 

3.  Another  very  important  principle  is  that 
of  comprehensiveness  of  care.  It  is  almost 
impossible  to  define  meaningful  priorities  in  the 
medical  care  field  except  in  such  obviously  elec- 
tive areas  as  plastic  surgery.  The  only  approach 
that  makes  sense  is  to  have  a comprehensive 
program  of  care.  For  example,  many  states 
start  their  program  with  hospital  services  because 
there  is  such  a demand  for  financing  this  expen- 
sive service  on  the  part  of  both  recipients  and 
hospital  administrators.  But  where  does  this 
leave  the  diabetic  patient,  for  example?  How 
does  he  purchase  insulin  after  his  discharge  from 
the  hospital?  How  does  he  obtain  home  and 
office  physicians’  services  when  they  are  needed? 
One  state,  until  very  recently,  cheerfully  paid 
for  hospital  care  for  welfare  recipients  who  needed 
cataracts  removed.  However,  the  program 
would  not  pay  for  the  glasses  the  patient  needed 
for  adequate  vision  after  he  left  the  hospital. 
The  patient  had  undergone  the  pain  and  dis- 
comfort of  surgery  and  hospital  care.  The  state 
had  paid  a few  hundred  dollars  for  his  care,  but 
refused  to  pay  the  extra  $15  or  $20  needed  to 
complete  the  job.  The  logic  in  this  escapes  me 
completely.  These  two  situations  illustrate  the 
dilemma  inherent  in  a noncomprehensive  pro- 
gram, namely,  that  a fragment  of  medical  care 
is  not  usually  very  useful  and  can  often  be  utterly 
useless.  While  most  states  cannot  achieve  this 
immediately,  it  certainly  should  be  considered 
a goal  for  the  future  in  all  welfare  medical  pro- 
grams. 

4.  Emphasis  on  the  quality  of  care  is  basic 
to  any  good  program.  Poor  quality  of  care  is 
tied  closely  to  overutilization  of  unnecessary  serv- 
ices and  a high  rate  of  permanent  dependency, 
resulting  from  the  fact  that  no  diagnosis  of  the 
condition  was  made  and  no  rehabilitative  program 
was  developed  for  individual  patients.  The  lack 


of  a proper  diagnosis  and  the  interminable  treat- 
ment of  symptoms  are  two  of  the  hallmarks  of 
poor  quality.  It  must  also  be  stated  that  the  low 
fees  paid  by  welfare  departments  has  been  an 
important  factor  in  keeping  quality  of  care  at  a 
low  level.  While  adequate  fees  do  not  insure 
quality,  low  fees  to  professional  personnel  and 
institutions  almost  guarantee  poor  quahty.  Good 
quality  of  care  inevitably  stresses  preventive  and 
rehabilitative  services.® 

5.  Any  program  which  seeks  comprehensive- 
ness and  quality  must  also  seek  continuity  of  care, 
something  most  difficult  to  obtain  in  a welfare 
program,  particularly  in  a large  metropolitan 
area,  and  something  which  cannot  be  bought  by 
money  alone.  Lack  of  continuity  of  care  leads 
to  both  duplication  of  services  and  poor  care  for 
the  individual.  In  one  situation  I know  of,  a 
diabetic  patient  was  seen  by  nine  different  physi- 
cians in  one  year.  It  is  quite  obvious  that  it  was 
very  difficult  to  control  her  diabetes.  In  chronic 
illness,  in  particular,  continuity  of  care  is  both 
very  important  and  difficult  to  achieve.  Con- 
tinuity involves  much  education  of  welfare 
workers,  welfare  recipients,  health  personnel,  and 
health  agencies. 

6.  The  coordination  of  medical  programs  with 
other  aspects  of  welfare  is  also  important.  The 
social  and  medical  programs  of  families  are  often 
inseparable,  and  it  is  vital  for  the  caseworker  to 
know  about  and  understand  the  medical  problems 
of  clients.  A medical  program  that  will  control 
heart  disease  in  an  individual  may  be  completely 
useless  if  the  client  continues  to  live  in  a third- 
floor  apartment  because  the  welfare  department 
\vill  not  pay  for  the  increased  rent  on  the  first 
floor.  Similarly,  if  food  allowances  are  not  ade- 
quate, no  one  can  take  full  advantage  of  medical 
treatment. 

7.  If  a welfare  program  is  to  provide  adequate 
service  for  its  clients,  it  must  coordinate  its 
activities  with  those  of  other  community  agencies. 
This  is  necessary  because  no  welfare  program  can 
provide  all  essential  medical  care  services.  Such 
coordination  will  help  prevent  duplication  of 
services  and  will  uncover  gaps  in  the  community’s 
health  program,  as  well  as  provide  much  better 
services  for  the  individual.  This  is  a most  diffi- 
cult goal  to  achieve,  at  least  in  larger  communi- 
ties. If  the  community  has  a central  health  and 
welfare  planning  organization,  the  welfare  de- 
partment has  a real  obligation  to  be  a very  active 
member.® 
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8.  To  achieve  a successful  medical  program, 
welfare  agencies  must  plan  and  administer  pro- 
grams in  collaboration  with  professional  societies, 
such  as  medical,  dental,  and  pharmaceutical 
associations.  No  program  can  be  a success  with- 
out the  cooperation  of  the  health  practitioners  in  a 
community,  and  this  is  best  achieved  through  the 
cooperation  of  the  respective  professional 
society.!®  Formal  advisory  committees  are  often 
very  helpful  in  this  regard.!!’*^ 

9.  In  those  agencies  which  are  large  enough, 
research  programs  and  studies  help  keep  vitality 
in  a program.  The  exciting  business  of  ferreting 
out  new  facts  and  analyzing  them  as  a method  of 
improving  program  operation  has  a very  salutary 
effect  on  staff  morale.  In  addition  to  the  process 
of  research,  the  findings  may  be  of  great  im- 
portance, not  only  to  the  agency,  but  also  to  many 
other  agencies  in  the  field. 

Summary 

This  has  been  an  attempt  to  discuss  the  phi- 
losophy and  history  of  medical  care  programs  for 
the  needy,  their  current  status,  their  probable  fu- 
ture, and  some  basic  principles  of  good  programs. 
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The  Auxiliary  and  the  Aged  Patient 

New  Approaches 


At  the  present  time  the  daily  ratio  of  patients 
over  sixty-five  years  in  general  voluntary 
hospitals  in  New  York  City  is  more  than  20  per 
cent  and  that  in  municipal  hospitals  almost  30  per 
cent.  The  problems  related  to  care  of  aged  pa- 
tients in  these  hospitals  were  viewed  from  three 
angles  by  guest  speakers  at  a recent  meeting  held 
to  explore  such  problems. 

Management 

From  management’s  point  of  view,  John  W. 
Kauffman,  administrator  of  Princeton  Hospital, 
Princeton,  New  Jersey,  described  the  hospital’s 
relatively  new  unit,  Merwick,  for  the  care  of  the 
aged  and  chronically  ill,  which  is  using  the  most 
modern  approaches  based  on  a realistic  appraisal 
of  society  today. 

John  W.  Kauffman;  Today’s  .family,  socially 
and  economically,  is  not  designed  or  motivated 
to  accept  the  responsibility  of  caring  for  their 
older  relatives.  Adequate  housing  and  com- 
munity facihties  for  the  well  aged  is  as  important 
as  hospital  care  is  for  the  aged  ill.  “Dumping” 
of  this  category  of  senior  citizen,  the  well  aged, 
into  hospitals  and  nursing  homes  is  criminal. 
One  could  ask:  why  extend  hfe,  if  we  as  a nation 
can  make  it  no  more  interesting  or  satisfying  than 
this.  It  seems  paradoxical  that  that  portion  of 
our  population  least  able  to  pay  for  care,  the 
chronically  ill  and  especially  the  aged  ill,  should 
be  left  largely  unprovided  for  by  community- 
supported  institutions  and  programs.  Only  3 
per  cent  of  all  the  general  hospital  beds  in  our 
country  are  proprietary.  Yet  I would  estimate 
that  more  than  90  per  cent  of  the  nursing  home 
beds  are  proprietary-  owned.  The-  lengthening 
of  the  life  span  and  the  increasing  incidence  of 
chronic  illness  will  certainly  require  more  beds. 
The  construction  of  these  beds  should  never  be 
undertaken  without  sufficient  budget,  trained 
jjersonnel,  and  organized  facilities,  so  that  a 
standard  of  competent  service  can  be  maintained. 

Meeting  sponsored  by  the  Committee  on  Hospital 
Auxiliaries  of  the  United  Hospital  Fund  of  New  York 
and  the  Conference  on  Hospital  Auxiliaries  of  the  Hos- 
pital Association  of  New  York  State,  held  at  the 
Carnegie  Endowment  International  Center  in  New 
York  City  on  February  7,  1961. 


To  do  otherwise  will  only  mean  the  development 
of  expensive  human  storage  buildings.  Also, 
facihties  must  be  planned  for  the  community 
as  a whole  and  not  the  medically  and  socially 
indigent  only.  Chronic  illness  strikes  all  sections 
of  the  population.  Those  able  to  afford  to  paj' 
require  the  service  just  as  much  as  those  unable 
to  do  so.  If  the  decision  has  been  made  that  the 
need  for  a nursing  home,  convalescent,  or  chron- 
ically ill  unit  within  a community  can  be  financed 
and  staffed,  then  I beheve  the  integration  of  that 
unit  with  the  general  hospital  is  essential.  The 
continued  separation  of  the  care  of  the  aged  from 
the  general  hospital  can  only  result  in  the  medical 
isolation  and  stagnation  of  these  separate  institu- 
tions. 

The  administration  by  a general  hospital  of  a 
chronically  ill,  convalescent,  or  nursing  home 
unit,  will  present  new  and  challenging  problems. 
These  would  include:  physical  plant  design, 
personnel  staffing  patterns,  family  relations, 
community  relations,  psychology  of  patient 
management,  administrative  management  and 
liaison,  and  financing. 

At  Merwick  staffing  has  been  one  of  the  most 
difficult  problems.  Such  a unit  needs  dedicated 
personnel — someone  to  care.  Such  persons  are 
few  in  number,  and  in-service  training  is  essential. 
Concerning  the  kinds  of  personnel  needed,  Mer- 
wick has  found  that  while  as  many  personnel  are 
needed  as  in  the  general  hospital  unit,  the  Mer- 
wick unit  utilizes  more  practical  nurses,  aides, 
orderlies,  occupational  therapists,  and  volunteers. 
The  number  of  personnel  should  be  equivalent 
to  that  of  the  general  hospital,  however.  This  is 
necessary  to  do  the  job  of  rehabihtation  and  to 
create  the  desire  within  the  patient  for  a con- 
tinuing identity  with  life. 

In  a study  made  of  proprietarj’  nursing  homes, 
our  staff  found  a major  difference  in  staffing 
from  the  personnel  at  Merwick.  Many  proprie- 
tary operators  think  rehabilitation  a waste  of  time 
and  a prohibitive  expense.  At  Merwick,  the 
whole  philosophy  is  pointed  toward  rehabilitation. 

Average  per  diem  costs  at  Merwick  in  1960 
were  less  than  half  that  of  the  general  hospital 
costs  per  day.  In  spite  of  tliis,  the  average 
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citizen  has  not  budgeted  enough  to  pay  for  pro- 
longed care.  In  New  Jersey,  the  care  of  aged 
medically  and  socially  indigent  persons  comes 
under  old  age  assistance.  This  bureau  of  the 
state  government  pays  $190  per  month  toward  the 
care  of  this  category  of  patient  in  a chronically 
ill  or  nursing  home  unit.  Princeton  is  presently 
e.xploring  with  Blue  Cross  the  possibility  of  trans- 
ferring the  chronically  ill  persons  with  insurance 
to  the  Merwick  unit  on  the  basis  of  one  Blue 
Cross  hospital  day  equalling  two  Blue  Cross 
Merwick  days. 

I would  recommend  that  you  place  the  chal- 
lenge of  caring  for  the  chronically  ill  and  the 
aged  high  on  the  priority  list  in  3mur  future  com- 
munity and  hospital  planning  and  make  a serious 
effort  to  assist  in  finding  an  acceptable  solution 
to  financing  of  the  care  of  the  aged.  A coordi- 
nated, financially  solvent  program  in  our  com- 
munity should  be  the  aim  of  each  one  of  us. 

The  Informed  Layman 

Mrs.  A.  Vittorio  Marano,  vice-president  of  the 
United  Hospital  Fund  of  New  York,  spoke  from 
the  point  of  view  of  the  informed  layman,  the 
hospital  auxiliary  member. 

Mrs.  a.  Vittorio  Marano:  I am  sure  that 
you  will  agree  that  if  we  are  convinced,  as  I 
know  we  are,  that  our  hospitals  do  face  a grave 
and  ever-increasing  responsibility  in  this  field, 
then  it  follows  that  our  auxiliaries  face  the  same 
responsibilities,  the  same  need  to  extend  our  serv- 
ices beyond  their  current  boundaries.  Now  I 
know  that  there  are  those  who,  in  all  sincerity, 
cannot  see  the  need  for  a revision  of  our  thinking 
on  our  present  services.  They  have  asked,  “But 
in  substance,  what  difference  is  there  in  providing 
service  for  a patient  over  sixty-five,  than  for 
one  of  forty — or  for  a child?” 

Let’s  begin  b\'  taking  the  simplest  possible 
example,  relating  to  one  of  our  oldest,  best- 
established  services,  the  librarj'. 

Let’s  assume  that  a man  of  seventy  is  admitted 
to  the  hospital  for  a simple  gallbladder  work-up — 
the  exact  same  work-up  as  would  be  required 
for  a man  of  thirty-five  \’ears.  However,  the 
man  of  seventy  is  probably  also  suffering  from 
one  or  two  of  the  compound  miseries  of  advancing 
years — for  one,  failing  eyesight.  Obviously, 
this  patient  would  need  a book  with  larger  type. 
Too,  a lighter-weight  book  would  be  needed. 
As  the  life  span  is  increased  we  find  more  and 
more  fracture  cases,  such  as  broken  hips  and 
arms.  Therefore,  there  is  increasing  need  for 


projected  reading  matter  and  for  special  prism 
glasses.  Incidentally,  I am  not  speaking  of  the 
future  with  this  example,  for  these  conditions 
are  already  the  case  in  many  hospitals. 

I have  used  this  very  simple  example  to  il- 
lustrate one  of  the  points  which  are  imperative 
for  our  immediate  thought  and  attention,  and 
that  is  our  need  to  adapt  what  we  are  presently 
doing  to  meet  the  changing  needs  of  our  patients. 

There  is  a great  need  to  orient  volunteer  serv- 
ices toward  the  needs  of  the  aged  patient.  Vol- 
unteers, being  only  human,  have  more  of  a pull 
toward  the  pediatric  patient  and  the  young  adult, 
who  are  more  readily  responsive  to  what  they 
do  for  them.  Yet  the  older  patient,  though  less 
responsive,  may  need  such  services  even  more. 

For  example,  let  us  assume  we  have  a program 
of  patient  visiting,  or  as  it  is  sometimes  called, 
“friendly  visiting.”  We  know  for  a fact  that 
older  patients  have  fewer  visitors  than  do  the 
younger  ones.  They  may  have  outlived  their 
families  and  friends,  or  again  they  may  have  be- 
come so  crotchety  and  withdrawn  that  they  give 
the  impression  that  they  want  no  part  of  the 
outside  world. 

Let  me  cite  the  case,  of  an  eighty-four-3'ear-old 
blind  woman  who  was  visited  on  a regular  basis 
by  a Lighthouse  volunteer.  At  first  the  patient 
was  uninterested,  unreceptive,  and  very  dis- 
agreeable. After  much  encouragement  the 
patient  finally  began  to  study  braille,  so  that  she 
could  “keep  up  with  what  was  going  on  around 
her.” 

If  our  auxiliaries  are  realty  to  be  considered 
as  an  integral  part  of  our  hospitals,  as  we  are 
always  saying  they  deserve  to  be,  we  must  extend 
our  services  to  all  the  patients  who  need  us. 
By  doing  this  we  are  not  onty  bringing  warmth 
and  friendliness  to  people  who  may  have  almost 
forgotten  these  qualities  exist,  but  also  we  are 
fulfilling  our  avowed  purpose  to  help  our  hos- 
pitals, through  d3mamic  lay  participation,  to  pro- 
vide the  finest  possible  care  to  all  their  patients. 

To  point  out  that  the  initiation  of  ancillary  pro- 
grams is  in  line  with  the  past  history  of  auxiha- 
ries,  let  me  give  these  examples:  Medical  social 
service,  occupational  therapy,  recreation,  even 
organized  volunteer  departments  might  still  be 
in  their  infancy  had  it  not  been  for  the  inspired 
initiation  of  these  services  by  auxiharies. 

I believe  wholeheartedly  that  our  present  lim- 
ited services  to  the  aged  in  our  general  hospitals  is 
due  onty  to  our  lack  of  understanding  that  this  is 
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a new  and  different  type  of  patient  service. 

We  must  concern  ourselves  with  what  is  in- 
volved in  the  rehabiUtation  of  the  older  patient. 
We  must  know  what  is  involved  in  the  encourage- 
ment of  home  care,  the  upgrading  of  the  nursing 
home,  and  the  role  that  we  can  and  must  play 
in  all  of  these.  I beg  you  to  pick  up  the  challenge 
which  is  in  front  of  us.  As  hospital  laymen,  we 
are  in  an  enviable  position  to  make  a tremendous 
contribution  in  this  whole  area.  Let  us  not  turn 
our  backs  on  our  hospitals,  or  on  this  ever-in- 
creasing segment  of  our  hospitals’  population. 
To  adapt,  to  extend,  to  initiate,  and  above  all 
to  understand:  these  are  the  priorities  for  our 
immediate  and  long  range  attention. 

Preserving  Individuality  in  the  Care  of 
Aged,  Invalid  Patients 

The  third  speaker,  Leo  W.  Simmons,  Ph.D., 
executive  officer  of  the  Institute  of  Research  and 
Service  in  Nursing  Education,  and  professor  of 
education  at  Teachers  College,  Columbia  Uni- 
versity, spoke  from  the  point  of  view  of  the  aged 
person. 

Leo  W.  Simmons,  Ph.D.:  At  long  last  in  our 
country,  aging  is  becoming  nearly  everybody’s 
business.  The  growing  popularity  of  the  subject, 
however,  does  not  prevent  it  from  being  a tender, 
touchy,  and  sensitive  topic.  This  sensitivity 
that  we  share  emphasizes  an  interesting  factor 
about  our  interest  in  aging — it  is  this:  Often  we 
can  get  hurt  more  by  what  we  hear  about  aging 
than  by  what  we  have  yet  experienced  in  aging. 
And  we  can,  of  course,  hurt  others  by  what  we 
say  about  aging.  A good  many  of  us  are  going  to 
leave  this  conference  “older”  than  when  we  came 
because  of  what  we  hear!  So  we  should  be 
careful  in  what  we  say  to  each  other  about  aging 
and  in  how  we  talk  to  and  treat  the  aged  in- 
valids. I would  hke  to  suggest  three  themes  for 
the  Conference  and  call  to  the  audience’s  atten- 
tion five  or  six  critical  issues. 

First,  there  is  a timehness  in  aging  that  may  be 
golden:  timehness  of  threshold,  when  we  freely 
assume  the  status  of  the  old;  timehness  of  the 
peak  of  aging,  when  its  glories  are  possible 
achievements;  and  timehness  of  decline  and 
closure,  when  the  benefits  of  a good  departure 
are  maximal.  Although  aging  may  not  seem 
quite  so  bad  when  we  consider  its  alternative,  it 
really  can’t  stay  very  good  when  it  lasts  much 
too  long.  In  short,  there  is  a timehness  in  aging 
that  we  must  face  up  to  and  that  may  pass  us  bj'. 

My  second  theme  concerns  decision-making. 


Personal  decision-making  is  a most  treasured 
prerogative  to  us  oldsters,  until  kept  too  late, 
when  it  becomes  one  of  our  greatest  liabihties. 
Life  and  its  resources  can  drain  out  for  any  one 
of  us  with  a few  very  bad  decisions. 

Some  of  the  transitional  pitfalls  in  aging  are 
the  climacteric  or  change  of  hfe,  retirement,  loss 
of  spouse,  loss  of  health  and  faculties,  and  perhaps 
even  loss  of  purpose  in  hfe. 

Among  the  top  priority  issues  for  us  to  give 
deep  thought  to  are : 

How  may  the  major  role  reversals  between  the 
aged  and  their  offspring  be  accomphshed 
smoothly,  without  discord  on  either  hand,  when 
the  young  become  responsible  adults  and  the  old 
return  again  to  their  childhke  status?  What  are 
the  suitable  steps  in  the  movement  of  aging  per- 
sons out  of  family  settings  and  into  institutions 
and  back  again  into  family  situations?  Independ- 
ence in  decision-making  by  elders  remains  one  of 
their  most  cherished  prerogatives.  By  what  means 
may  this  privilege  be  preserved  for  them  as  long 
as  possible  with  safety  to  themselves  and  some 
peace  of  mind  for  their  responsible  relatives? 

But  the  biggest  problem  confronting  the  aged 
is  the  unresolved  dilemma  in  life’s  clo.sure.  It 
is  really  the  question  of  “to  be  or  not  to  be” 
for  how  much  longer.  We  oldsters  think  about 
this  a lot.  Under  the  protection  of  modem 
medical  care,  and  under  pubhc  and  private  wel- 
fare programs,  it  is  becoming  more  and  more 
difficult  for  us  to  die,  timely  and  with  dignity. 
I suspect  that  at  the  bottom  of  this  problem 
is  the  need  to  preserve  some  individuahty,  which 
is  perhaps  the  essence  of  human  dignity.  Even 
long  before  we  reach  our  wheelchairs  and  final 
sick  bed,  there  is  a tendency  to  think  about  us 
and  to  treat  us  as  though  we  were  all  afike,  aged 
and  nearly  spent.  This  tendency  to  stereotype 
us  oldsters  is  an  attitude  that  we  can’t  take  with 
any  satisfaction  at  aU.  We  have  had  a long  life 
of  becoming  different  and  individuahstic,  and  we 
would  like  to  hold  on  to  that  to  our  last  day. 

Let  us  respond,  therefore,  to  our  countr3^’s 
call  to  create  before  long  a brave  new  climate,  in 
which  to  grow  old  to  fulfillment  and  to  depart 
from  with  dignity.  It  is  ver>'  probable  that 
within  our  highly  complex  civihzation,  there  he 
all  around  us  untapped  potentiahties  in  aging  that 
may  be  explored  to  great  advantage.  Truly 
herein  hes  an  old  frontier  that  invites  new  pi- 
oneering, and  it  could  be  that  certain  of  the  aging 
themselves  will  mark  for  us  the  new  milestones. 
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medical  profession,  the  U.S.  Public  Health 
Service,  and  the  National  Foundation  are  work- 
ing together  in  an  all-out  drive  to  get  as  many 
persons  as  possible  to  take  Salk  vaccine  shots  before 
the  summer  polio  season  starts. 

The  Sabin  live  polio  vaccine  will  not  be  available 
in  quantity  this  year. 

The  Salk  vaccine  campaign  drive  is  directed  par- 
ticularly at  children  and  younger  adults  in  the 
lower  economic  groups. 

Juhan  P.  Price,  M.D.,  Florence,  S.C.,  chairman 
of  the  American  Medical  Association’s  Board  of 
Trustees,  pointed  out  that  many  children  and 
younger  adults  in  the  lower  income  groups  have  not 
been  inoculated  against  polio. 

“As  long  as  ‘islands  of  unvaccinated  persons’ 
exist  even  within  well-vaccinated  communities, 
polio  epidemics  remain  a serious  threat,”  Dr.  Price 
said. 

Luther  L.  Terry,  M.D.,  Surgeon  General  of  the 
Public  Health  Service,  emphasized  the  need  for 
immunizing  infants.  He  also  said  that  the  P.H.S. 
will  encourage  behavioral  studies  to  determine 
reasons  why  some  people  refuse  to  take  polio  shots. 
It  is  hoped  that  methods  may  then  be  devised  to 
overcome  such  refusal. 

Dr.  Terry  called  particular  attention  to  the  find- 
ings of  the  P.H.S.’s  Advisory  Committee  on  Polio- 
myelitis Control  that  the  recommended  dosage 
schedules  may  be  modified  to  permit  the  administra- 
tion of  three  shots  of  Salk  vaccine  before  summer  to 
persons  who  have  not  had  any  vaccine  before. 

Dr.  Price  stressed  that  success  of  the  “babies  and 
breadwinners”  polio  vaccine  campaign  depends  on 
joint  activity  at  the  local  level  by  medical  societies, 
boards  of  health,  and  voluntary  health  agencies. 
He  expressed  confidence  that  the  more  than  2,000 
state  and  county  medical  societies  throughout  the 
country  would  cooperate  wholeheartedly. 

“Contrary  to  recent  reports  (in  Scripps-Howard 
Newspapers),”  Dr.  Price  said,  “the  A.M.A.  is 
strongly  behind  every  effort  to  encourage  the  public 
to  take  advantage  of  the  Salk  vaccine  without 
delay.” 

The  Advisory  Committee  urged  that  “immediate 
steps  ...  be  taken  by  all  interested  groups  to 
intensify  drives  for  vaccination  with  the  formalin- 
inactivated  (Salk)  vaccine.”  The  Committee  also 
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endorsed  the  plan  to  direct  the  campaign  particularly 
at  the  lower  socioeconomic  and  younger  age  groups. 

The  Committee  recommended  that  the  first 
available  supplies  of  the  Sabin  live  oral  vaccine  be 
utilized  in  the  following  priority  order:  (1)  epidemic 
control,  investigations,  and  community  studies, 

(2)  immunization  of  infants  and  preschool  children, 

(3)  selected  area  immunization  of  those  segments 
of  the  population  that  are  least  well  immunized. 

* ♦ * 

Congress  now  has  before  it  legislation  to  carry 
out  all  of  President  Kennedy’s  broad  health  program, 
but  it  is  doubtful  that  the  lawmakers  will  act  on 
some  of  it  this  year. 

Kennedy  health  legislation  sent  to  Congress 
recently  included  bills  on  medical  education  and 
Federal  grants  for  nursing  homes  and  other  com- 
munity facilities. 

The  Chief  Executive  also  recommended  an  ex- 
panded program  to  combat  water  pollution.  He 
requested  Congress  to  authorize  Federal  grants  of 
$125  million  a year  for  ten  years  to  help  states 
forming  interstate  water  pollution  control  agencies. 
He  also  recommended  increased  Federal  aid  to  com- 
munities building  sewage  treatment  plants. 

The  President  proposed  creation  of  a special  unit 
in  the  Public  Health  Service  to  handle  both  air 
and  water  pollution  matters. 

In  accompanying  letters  to  the  presiding  officers 
of  the  House  and  the  Senate,  Kennedy  said  he 
regarded  his  medical  education  proposals  as  the 
keystone  of  the  over-all  health  program  because 
“we  are  not  presently  training  enough  (physicians) 
to  keep  up  with  our  growing  population.” 

The  other  bill  would  “make  possible  a substantial 
addition  to  the  number  of  nursing  home  facilities 
to  care  for  long-term  patients  and.  . . help  relieve 
the  shortages  of  home  health  care  programs,”  Ken- 
nedy said. 

The  medical  education  measure  would  authorize 
Federal  grants  for  scholarships  for  medical  and 
dental  students.  Each  medical  and  dental  school 
would  be  eligible  for  a total  of  scholarship  grants 
equal  to  $1,500  times  one-fourth  the  enrollment 
after  the  program  had  been  in  effect  for  four  years. 
The  maximum  individual  scholarship  would  be 
$2,000  a year.  Participating  schools  also  would 
be  eligible  for  Federal  grants  of  $1,000  per  scholar- 
ship to  help  pay  a school’s  operating  expenses. 

The  community  health  facilities  bill  would  in- 
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crease  the  annual  authorization  for  Federal  grants 
for  construction  of  nonprofit  nursing  homes  from 
$10  million  to  $20  million  and  raise  the  minimum 
state  allotment  from  $50,000  to  $100,000  per  year. 
It  also  would  broaden  the  P.H.S.  Surgeon  General’s 
authority  to  conduct  research,  experiments,  and 
demonstrations  on  development  and  utilization  of 
hospital  services,  facilities,  and  resources  to  include 
other  medical  facilities. 

Federal  grants  also  would  be  authorized  to  help 
finance  studies,  experiments,  and  demonstrations 
by  states  and  other  non-Federal  agencies  for  de- 
velopment of  new  or  improved  methods  of  providing 
health  services  outside  of  hospitals,  particularly 


for  chronically  ill  or  aged  persons. 

The  A.M.A.  found  “much  to  applaud”  in  Ken- 
nedy’s over-all  health  program  but  stood  fast  in 
opposing  the  proposal  to  provide  elderly  persons 
with  health  care  through  the  Social  Security  System. 
F.  J.  L.  Blasingame,  M.D.,  executive  vice-president 
of  the  A.M.A.,  said:  “We  support  the  broad  prin- 
ciples and  the  general  goals  of  the  President’s  pro- 
gram, but  we  cannot  support  his  proposal  for 
hospitalization  and  nursing  home  care  for  persons 
over  sixty-five  under  Social  Security. 

“In  fact,  after  studying  this  section  of  the  Presi- 
dent’s plan,  the  A.M.A.  more  strongly  than  ever 
reaffirms  its  support  of  the  Kerr-Mills  law.” 


New  Acetic  Acid  Solution  Heals  “ Swimmer  s Ear’ 


A new  acetic  acid  solution  has  been  recommended 
for  the  treatment  and  prevention  of  “swimmer’s 
ear,”  an  inflammation  of  the  outer  ear  caused  by 
bacteria  or  fungi. 

Writing  in  the  February  4,  1961,  issue  of  the 
Journal  of  the  American  Medical  Association,  Ben 
H.  Jenkins,  M.D.,  Newman,  Georgia,  said  the 
solution  combines  the  time-proved  antifungal  prop- 
erties of  acetic  acid  and  the  disinfecting  and  drying 
action  of  alcohol. 

He  said  the  solution  (VoSol  Otic)  produced  “en- 
tirely satisfactory  results”  in  200  patients.  The 
condition  was  considered  completely  cured  after 
four  to  six  days  in  most  cases. 

Of  the  200,  146  had  acute  new  cases  not  pre- 


viously treated  and  54  had  received  other  medication 
without  satisfactory  response. 

Dr.  Jenkins  said  the  solution  had  several  ad- 
vantages over  antibiotics  and  other  drugs.  The 
use  of  antibiotics  and  sulfonamides  can  be  followed 
by  the  development  of  antibiotic  and  sulfonamide- 
resistant  bacteria,  and  other  drugs  may  suppress  the 
symptoms  without  curing  the  infection. 

Dr.  Jenkins  said  he  also  instructed  a number  of 
other  patients  who  previously  had  swimmer’s  ear 
to  use  the  preparation  routinely  after  swimming  as 
a preventive  measure.  He  said  not  one  patient 
with  a history  of  swimmer’s  ear — some  over  a period 
of  five  years — has  had  to  be  treated  for  this  condition 
again. 
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Harold  Altman,  M.D.,  of  New  York  City,  died 
on  March  15  at  his  home  at  the  age  of  forty-eight. 
Dr.  Altman  graduated  in  1936  from  Baylor  Uni- 
versity College  of  Medicine  and  interned  at  Jewish 
Hospital  of  Brooklyn,  Hospital  for  Joint  Diseases, 
and  Montefiore  Hospital.  He  was  an  attending  in 
orthopedic  surgery  at  Montefiore  Hospital  and  an 
associate  in  orthopedic  surgery  at  the  Hospital  for 
Joint  Diseases  and  the  Hospital  for  Joint  Diseases 
Outpatient  Department.  A former  president  of  the 
Alumni  Association  of  the  Hospital  for  Joint 
Diseases,  Dr.  Altman  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow  of  the 
International  College  of  Surgeons,  and  a member  of 
the  American  Academy  of  Orthopaedic  Surgery, 
the  American  Geriatrics  Society,  the  Association  of 
Military  Surgeons  of  the  United  States,  the  Pan- 
American  Medical  Association,  the  New  York 
Academy  of  Medicine,  the  Westchester  Academy  of 
Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Augustus  V.  Chiarello,  M.D.,  of  Brooklyn,  died 
at  Shore  Road  Hospital  on  January  25  at  the  age  of 
fifty-five.  Dr.  Chiarello  graduated  in  1929  from 
Long  Island  College  Hospital  Medical  School. 
He  was  a member  of  the  Kings  County  Medical 
Society  and  the  Medical  Society  of  the  State  of 
New  York. 

Philip  Eichler,  M.D.,  of  Yorktown  Heights,  died 
at  his  home  on  March  2 at  the  age  of  eighty-four. 
Dr.  Eichler  graduated  in  1899  from  New  York 
University  and  Bellevue  Hospital  Medical  College. 
A member  and  former  president  of  the  Bronx 
County  Medical  Society,  Dr.  Eichler  was  a member 
also  of  the  Medical  Society  of  the  State  of  New  York 
and  the  American  Medical  Association. 

Philip  Harold  Fink,  M.D.,  of  Kew  Gardens,  died 
on  March  27  at  New  York  Hospital  at  the  age  of 
sixty-seven.  Dr.  Fink  graduated  in  1915  from 
Long  Island  College  Hospital  Medical  School. 
An  ophthalmologist  for  the  Workman’s  Com- 
pensation Board,  Dr.  Fink  was  a Diplomate  of  the 
American  Board  of  Ophthalmology  and  a member 
of  the  Pan  American  Association  of  Ophthalmology, 
the  American  Academy  of  Ophthalmology  and 


Otolaryngology,  the  Queens  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Morris  Glass,  M.D.,  of  Brooklyn,  died  on  March 
29  at  Long  Island  College  Hospital  at  the  age  of 
fifty-nine.  Dr.  Glass  graduated  in  1925  from  Long 
Island  College  Hospital  Medical  School.  He 
was  a consultant  in  obstetrics  and  gynecology  at 
Methodist  Hospital  of  Brooklyn  and  director  of 
obstetrics  and  gynecology  at  Long  Island  College 
Hospital  and  Long  Island  College  Hospital  Out- 
patient Department.  Dr.  Glass  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  New  York  Academy  of  Medicine, 
the  New  York  Obstetrical  Society,  the  Brooklyn 
Gynecological  Society,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Arthiu"  Haberstroh,  M.D.,  of  New  York  City, 
died  on  November  6,  1960,  at  the  Emerson  Hospital, 
Concord,  Massachusetts,  at  the  age  of  eighty-two. 
Dr.  Haberstroh  graduated  in  1902  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Erich  Kraft,  M.D.,  of  New  York  City,  died  on 
March  12  at  his  home  at  the  age  of  sixty-eight. 
Dr.  Kraft  received  his  medical  degree  from  the 
University  of  Berlin  in  1919.  A Member  of  the 
American  Psychiatric  Association,  he  also  held 
memberships  in  the  American  Psychoanalytic 
Association,  the  Association  for  Psychoanalytic 
Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  F.  Moore,  Jr.,  M.D.,  of  New  Rochelle, 
died  on  February  19  at  the  age  of  thirty-five. 
Dr.  Moore  graduated  in  1954  from  New  York 
Medical  College.  He  was  a member  of  the  West- 
chester County  Medical  Society  and  the  Medical 
Societ}^  of  the  State  of  New  York. 

Sexton  Crea  Roane,  M.D.,  of  New  York  City, 
died  on  March  7 at  his  home  at  the  age  of  seventy. 
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Dr.  Roane  graduated  in  1916  from  New  York 
Homeopathic  Medical  College  and  Flower  Hospital. 
He  was  a consultant  in  surgery  at  Metropolitan 
Hospital  and  for  the  last  thirty-one  years  had 
served  as  physician  for  the  New  York  Athletic 
Club. 

Irvine  J.  Russell,  M.D.,  of  Ballston  Spa,  died  on 
October  2,  1960,  at  the  age  of  seventy-eight.  Dr. 
Russell  graduated  in  1905  from  Long  Island  College 
Hospital  Medical  School. 

Max  Schultz,  M.D.,  of  Brooklyn,  died  on  March 
22  at  Unity  Hospital  of  Brooklyn  at  the  age  of 
seventy-four.  Dr.  Schultz  graduated  in  1910 
from  Cornell  University  Medical  College.  He  was  a 
member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  Wells  Smyth,  M.D.,  of  Hempstead,  died 
on  June  6,  1960,  at  the  age  of  eighty-five.  Dr. 
Smyth  graduated  in  1897  from  the  University  of 
Louisville  School  of  Medicine. 

Martin  Christofer  Szabados,  M.D.,  of  River- 
head,  died  on  July  7,  1960,  at  the  age  of  sixty-eight. 
Dr.  Szabados  received  his  medical  degree  from  the 
University  of  Prague  in  1921.  He  was  a member  of 
the  staff  of  the  Eastern  Long  Island  Hospital  Asso- 
ciation and  an  attending  physician  in  radiology  at 
the  Central  Suffolk  Hospital  Association.  Dr. 
Szabados  was  a Diplomate  of  the  American  Board  of 
Radiology  (Diagnostic  Roentgenology). 

Carl  Theobald,  M.D.,  of  Little  Neck,  died  at  his 
home  on  March  2 at  the  age  of  ninety-one.  Dr. 
Theobald  graduated  in  1894  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  and 
interned  at  Lenox  Hill  Hospital.  He  was  a consult- 
ing physician  at  Lenox  Hill  Hospital  Outpatient 
Department  and  in  1957  received  the  Lenox  Hill 
Hospital’s  distinguished  service  medal.  Dr.  Theo- 
bald was  member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society, 


the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Alfred  Tulloh,  M.D.,  of  Schenectady, 
died  on  November  4,  1960,  at  the  age  of  fifty-seven. 
Dr.  Tulloh  graduated  in  1931  from  Howard  Uni- 
versity College  of  Medicine. 

Joseph  Cary  Turner,  M.D.,  of  New  York  City, 
died  at  his  home  on  February  28  at  the  age  of 
fifty-one.  Dr.  Turner  graduated  in  1933  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  Professor  of  medicine  at  the  College  of 
Physicians  and  Surgeons,  he  was  also  an  attending 
physician  at  Presbyterian  Hospital  and  a consulting 
physician  at  Francis  Delafield  Hospital.  Dr.  Tur- 
ner, who  was  credited  with  the  discovery  of  cold 
agglutinins  in  certain  forms  of  viral  pneumonia 
and  the  author  of  a textbook  on  clinical  pathology, 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a member  of  the  American  Society 
for  Clinical  Investigation,  the  Association  of 
American  Physicians,  the  Society  for  Experimental 
Biology  and  Medicine,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Thurston  Scott  Welton,  M.D.,  of  Brooklyn, 
died  on  March  15  at  the  Long  Island  College 
Hospital  at  the  age  of  seventy-five.  Dr.  Welton 
graduated  in  1908  from  Long  Island  College  Hospital 
Medical  School.  A past-president  of  the  Kings 
County  Medical  Society  and  for  thirty-three  years 
editor  of  the  American  Journal  of  Surgery,  he  was  a 
consultant  in  obstetrics  and  gynecology  at  Green- 
point  and  Long  Island  College  Hospitals,  a con- 
sultant in  gynecology  at  Southside  Hospital  (Bay 
Shore),  and  a consultant  in  obstetrics  at  Mar}' 
Immaculate  Hospital.  Dr.  Welton  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  the  Associated 
Physicians  of  Long  Island,  the  Brooklyn  Gyneco- 
logical Society,  the  Kings  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of  New  York. 


The  finest  kind  of  courage  is  that  of  being  happy. — Joseph  Joubert 
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Albany  Medical  College 


S.  Eugene  Barrera  Memorial  Lecture — Dr.  W. 
Rex  Ingram,  professor  and  head,  Department  of 
Anatomy,  State  University  of  Iowa  College  of 
Medicine,  gave  the  annual  S.  Eugene  Barrera 
Memorial  Lecture  on  April  10. 

First  Annual  Student  Research  Day — The  First 
Annual  Student  Research  Day  was  held  on  March 


28.  Dr.  Carl  J.  Wiggers,  ph}^siologist  and  pro- 
fessor emeritus.  Western  Reserve  University  School 
of  Medicine,  was  the  guest  speaker  and  lectured  on 
“Pathways  of  Progress  in  Medical  Research  Prac- 
tice During  the  Past  Sixty  Years.”  Student  Re- 
search Day  has  been  designed  as  a forum  for  under- 
graduate research  projects  and  marked  the  students’ 
first  opportunity  to  read  papers  based  on  their  own 
research  work. 


Albert  Einstein  College  of  Medicine 


Grant — The  Office  of  Vocational  Rehabilitation 
has  awarded  a grant  of  $350,000  for  the  establish- 
ment of  a “Therapeutic  Community  in  Rehabilita- 
tion Medicine.”  The  program  will  be  directed  by 
Arthur  Abramson,  M.D.,  chairman.  Department  of 


Rehabilitation  Medicine,  and  Bernard  Kutner, 
M.D.,  associate  professor  of  preventive  and  environ- 
mental medicine  and  of  rehabilitation  medicine 
(social  science).  A 37-bed  ward  in  Jacobi  Hospital 
will  be  used  for  this  study. 


Columbia  University  College  of  Physicians  and  Surgeons 


To  Retire — George  E.  Daniels,  M.D.,  will  retire 
on  June  30  as  director  of  the  Psychoanalytic  Clinic 
for  Training  and  Research  and  as  clinical  professor 


of  psychiatry.  George  S.  Goldman,  M.D.,  presently 
associate  clinical  professor  of  psychiatry,  will 
succeed  Dr.  Daniels  in  both  posts  on  July  1. 


Cornell  University 

Grant — A grant  of  $1,569,607  has  been  received 
from  the  Division  of  General  Medical  Sciences  of 
the  National  Institutes  of  Health  in  support  of 
research  involving  hospital  patients  with  unusual 
diseases  or  unusual  treatments.  The  grant  is  for  a 


Medical  College 

three-year  period  and  will  be  carried  on  in  the 
world’s  oldest  metabolism  unit — the  Research 
Metabolism  Ward  of  the  New  York  Hospital- 
Cornell  Medical  Center  under  the  direction  of  E. 
Lovell  Becker,  M.D.,  assistant  professor  of  medicine. 


!\ew  York  Medical  College 


Honored — David  Lehr,  M.D.,  chairman.  Depart- 
ment of  Physiology  and  Pharmacology,  and  chair- 
man, Research  Committee,  was  honored  by  the 
University  of  Montreal  by  being  designated  as  the 
Claude  Bernard  visiting  professor.  Dr.  Lehr 
lectured  at  the  University  on  February  27  and  28 
on  “Experimental  Cardiovascular  and  Smooth 
Muscle  Necrosis. — Methods,  Pathology,  Endocrine 


Interrelations”  and  on  his  personal  viewpoints  and 
experiences  in  medical  research.  Ralph  E.  Snyder, 
M.D.,  president  and  dean,  was  honored  on  March 
17  at  a dinner  and  presented  with  his  portrait 
by  the  school’s  Parents  Council  for  “his  leadership  in 
molding  New  York  Medical  College  into  an 
increasingly  greater  force  for  the  nation’s  medical 
progress.” 
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State  University  of  New  York  Downstate  Medical  Center 


Visiting  Faculty — Sir  Dugald  Baird,  Regius 
Professor  of  Midwifery  and  Gynaecology,  Uni- 
versity of  Aberdeen,  Scotland,  was  visiting  pro- 
fessor of  obstetrics  and  g3^necology  during  March, 
and  Dr.  Margery  Grace  Ord,  Fellow  at  Lady 
Margaret  Hall  College  and  University  Demonstra- 
tor, Department  of  Biochemistry,  Oxford  Uni- 
versity, was  visiting  senior  lecturer  in  pathology  dur- 
ing March.  Dr.  George  Cunningham,  Sir  William 
Collins  Professor  of  Pathology  at  the  Royal  College 
of  Surgeons  of  England  and  Conservator  of  the 
Pathology  Museum,  was  visiting  professor  of 
pathology  for  the  month  of  April. 

The  William  and  Raynore  Engle  Scholarship — 
Irwin  Gelernt,  who  will  receive  his  medical  degree 
in  June,  was  awarded  The  1961  William  and  Ray- 
nore Engle  Scholarship  by  the  Alumni  Association. 
The  scholarship  is  awarded  by  the  Alumni  As- 
sociation’s Research,  Scholarship,  Student  Loan, 
and  Welfare  Fund  from  a special  contribution  by 
William  Engel,  M.D.,  Class  of  1909. 

Murray  B.  Gordon  Lecture — The  Annual  Murray 
B.  Gordon  Lecture  was  delivered  on  March  20  by 
Dr.  Nathaniel  Kleitman,  professor  emeritus  of 
phy'siology.  University  of  Chicago.  Dr.  Kleitman’s 
topic  was  “The  Twenty-Four-Hour  Rhythm  in 
Man.”  The  lecture  is  in  memory  of  Murray  B. 
Gordon,  M.D.,  clinical  professor  of  pediatrics. 

Research  Grants. — Grants  amounting  to  $165,- 
221  were  awarded  during  February.  A Lederle 
Medical  Faculty  Award  of  $14,383  went  to  Jackson 


H.  Stuckey,  M.D.,  associate  professor  of  surgery. 
This  is  made  by  the  Lederle  Laboratories  Division 
of  American  Cyanamid  Company  to  provide 
recognition  and  incentive  for  outstanding  clinical 
teachers  and  scholars.  From  the  National  Institutes 
of  Health,  $9,646  was  received  to  support  part- 
time  research  fellowships  for  medical  students  and 
$71,173  for  a graduate  training  program  in  clinical 
ophthalmology. 

Three  of  the  grants,  to  support  new  projects, 
went  to  Ling  Sun  Chu,  M.D.,  assistant  professor 
of  medicine,  from  A.  H.  Robins  Companj';  David  M. 
Engelhardt,  M.D.,  associate  professor  of  psychiatry, 
from  the  Squibb  Institute  for  Medical  Research; 
and  Sigmund  Wesolowski,  M.D.,  associate  professor 
of  surgerjr,  from  Merck,  Sharp  & Dohme. 

Nine  renewal  grants  from  the  National  Institutes 
of  Health  went  to  Edward  Eckert,  M.D.,  associate 
professor  of  microbiology;  Anne  C.  Carter,  M.D., 
associate  professor  in  the  Department  of  Medi- 
cine; Louis  M.  Heilman,  M.D.,  professor  and 
chairman,  and  John  G.  Masterson,  M.D.,  associate 
professor.  Department  of  Obstetrics  and  Gyue- 
cologj';  Daniel  I.  Malamud,  M.D.,  assistant  professor 
of  psychiatry;  Dr.  Walter  D.  Wosilait,  assistant 
professor  of  pharmacology;  Dr.  Alfred  Stracher, 
assistant  professor  of  biochemistry;  Walton  H. 
Marsh,  M.D.,  associate  professor  of  pathology; 
Sidney  R.  Weinberg,  M.D.,  associate  professor  of 
urology;  and  Clarence  Dennis,  M.D.,  professor  and 
chairman  of  surgery  for  cancer  research,  which 
award  was  made  by  the  Sidney  Gelb  Chapter  for 
Cancer  Research. 


State  University  of  New  York  Upstate  Medical  Center 


George  Bimey  Broad  Lecture — William  A. 
Lynch,  M.D.,  Boston,  Massachusetts,  delivered 
the  annual  George  Birney  Broad  Lecture  in  March. 
Dr.  Lynch  discussed  “Endometriosis — A Disease 
Entity  and  Sj'mbol.” 

Foimding  Meeting — The  Western  New  York 
PsA^choanalytic  Society  held  its  founding  meeting 
and  celebrated  the  fiftieth  anniversary  of  its  parent 
organization,  the  American  Psychoanalytic  As- 


sociation, on  April  7 and  April  8.  Four  of  the 
founding  members  are;  Marc  H.  Hollender,  M.D., 
professor  and  chairman;  Sherwin  Radin,  M.D., 
clinical  assistant  professor;  Robert  Seidenberg, 
M.D.,  clinical  associate  professor;  and  Thomas  S. 
Szasz,  M.D.,  professor.  Department  of  Psychiatrj". 
Julius  B.  Richmond,  M.D.,  professor  and  chairman, 
Department  of  Pediatrics,  is  one  of  the  two  honorary- 
founding  members. 


Those  rainy  days  for  which  a man  saves  usually  arrive  during  his  vacation. — Anon 
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Ban  on  Raw  Milk  Postponed  One  Year — The 
New  York  State  Public  Health  Council  has  voted  to 
postpone  for  one  year  enforcement  of  an  amendment 
to  the  State  Sanitary  Code  prohibiting  the  sale  of 
raw  milk. 

The  action  by  the  Public  Health  Council  was 
recommended  by  Herman  E.  Hilleboe,  M.D.,  State 
Health  Commissioner,  in  order  to  permit  further 
study  of  the  problems  involved. 

The  amendment  to  the  State  Sanitary  Code  was 
originally  scheduled  to  take  effect  on  April  1. 
The  amendment  bans  the  sale  of  raw  milk  except 
certified  raw,  which  may  be  sold  only  under  a 
physician’s  prescription. 

A.M.A.  Seeks  Papers  for  1962  Meeting — The 
Council  on  Scientific  Assembly  of  the  American 
Medical  Association  invites  physicians  to  submit 
titles  and  brief  abstracts  of  scientific  papers  they 
wish  to  deliver  at  the  1962  meeting  of  the  American 
Medical  Association,  which  will  be  held  in  Chicago, 
June  11  through  15.  The  deadline  for  submission 
of  papers  is  October  15,  1961. 

Physicians  are  urged  to  contact  members  of  the 
council  in  their  own  regions  to  discuss  prospective 
papers  with  them.  Lee  Edward  Farr,  M.D., 
Upton,  New  York,  is  the  council  member  for  the 
New  York  area. 

Further  information  may  be  obtained  from: 
Charles  Bramlitt,  M.D.,  Secretary,  Council  on 
Scientific  Assembly,  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago  10,  Illinois. 

Postgraduate  Seminar  on  Rheumatic  Diseases — 
A postgraduate  seminar  on  the  “Diagnosis  and 
Management  of  Rheumatic  Diseases”  will  be  held  on 
Saturday  and  Sunday,  June  24  and  25,  at  the  Roose- 
velt Hotel  in  New  York  City,  immediately  following 
the  annual  meeting  of  the  American  Rheumatism 
Association  and  immediately  preceding  the  annual 
meeting  of  the  American  Medical  Association. 

A series  of  lectures  covering  basic  concepts,  as  well 
as  practical  applications,  will  be  given  by  outstand- 
ing medical  educators.  Several  luncheon  groups 
will  be  organized  at  which  additional  topics  of 
interest  will  be  presented  and  discussed. 

Physicians  attending  the  course  will  be  eligible  for 
eight  hours  of  category  1 credit  from  the  Academy 
of  General  Practice. 

For  further  information  write  to:  Seminar  Com- 


mittee, New  York  Chapter,  Arthritis  and  Rheuma- 
tism Foundation,  432  Park  Avenue  South,  New 
York  16,  New  York. 

Anesthesiologist  Completes  Sabbatical  Leave — 
Lester  C.  Mark,  M.D.,  New  York  City,  has  com- 
pleted a sabbatical  leave  at  the  Bispebjerg 
Hospital,  Copenhagen  NV,  Denmark,  as  a Ful- 
bright  Professor  and  John  Simon  Guggenheim 
Memorial  Fellow  engaged  in  studies  of  acid-base 
balance  and  renal  function  during  barbiturate 
poisoning. 

While  in  Copenhagen  he  was  acting  technical 
adviser  and  consultant  to  the  Anesthesiology  Center, 
Copenhagen,  operated  jointly  b}^  the  World  Health 
Organization,  the  University  of  Copenhagen,  and 
the  Danish  Ministry  of  Health.  During  his 
sabbatical  term  he  also  lectured  at  the  University  of 
Vienna,  and  while  enroute  to  the  United  States 
addressed  the  Institut  d’  Anesthesiologie  of  the 
University  of  Paris,  the  Asociacion  Espagnol  de 
Anestesiologie  in  Madrid,  and  the  Sociedade 
Portuguesa  de  Anestesiologie  in  Lisbon. 

Dr.  Mark  has  now  resumed  his  duties  as  associate 
professor  of  anesthesiology  at  Columbia  University. 

Limcheon  for  Northwestern  University  Medical 
Alumni — A luncheon  will  be  held  for  alumni  of 
Northwestern  University  Medical  School  on  Tues- 
day, June  27,  at  12:30  p.m.,  in  the  Park-Sheraton 
Hotel,  New  York  City. 

The  luncheon  has  been  arranged  to  coincide  with 
the  American  Medical  Association’s  annual  con- 
vention to  be  held  in  New  York  City,  June  27 
through  30.  Rulon  W.  Rawson,  M.D.,  New  York 
City,  is  New  York  chairman  for  the  luncheon. 
Dean  Richard  H.  Young  of  Northwestern  University 
Medical  School  will  be  the  speaker. 

Tickets  may  be  purchased  from  the  Alumni 
office  at  303  East  Chicago  Avenue,  Chicago  11, 
Illinois,  or  in  the  registration  area  of  the  A.M.A. 
convention. 

Associated  Blue  Shield  Plans  Elect  OflBcers — 
Robert  D.  Fairchild,  M.D.,  Syracuse,  vice-president 
and  member  of  the  board  of  the  Central  New  York 
Medical  Plan,  was  elected  chairman  of  the  As- 
sociated Blue  Shield  Plans  of  New  York  State  at 
the  organization’s  February  19  meeting.  Frank  A. 
Graniero,  M.D.,  Utica,  member  of  the  board  of 
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Medical  and  Surgical  Care,  Inc.,  was  elected  vice- 
chairman,  and  Leonard  J.  Raider,  M.D.,  New  York 
City,  vice-president  and  secretary  of  United 
Medical  Service,  Inc.,  was  re-elected  secretary  and 
treasurer.  Each  newly  elected  officer  will  serve  a 
two-year  term. 

Discussion  on  Infantile  Eczema — A discussion  on 
“Infantile  Eczema — Cause  and  Management  as 
Viewed  by  the  Pediatrician,  Allergist,  and  Derma- 
tologist” will  be  held  under  the  auspices  of  the 
Division  of  Dermatology  of  the  Department  of 
Medicine,  State  University  of  New  York  Down- 
state  Medical  Center,  on  Friday,  May  19,  from 
10:00  to  11:30  a.m.,  in  the  E Building  Auditorium, 
Kings  County  Hospital,  451  Clarkson  Avenue, 
Brooklyn. 

Taking  part  in  the  discussion  will  be  Emilia 
Sedlis,  M.D.,  assistant  professor  of  pediatrics.  New 
York  University;  and  from  the  State  University  of 
New  York  Downstate  Medical  Center,  Max 
Grolnick,  M.D.,  associate  clinical  professor  of 
medicine  (allergy);  Conrad  Stritzler,  M.D.,  as- 
sociate clinical  professor  of  dermatology;  and 
Lawrence  Frank,  M.D.,  professor  of  dermatology, 
who  will  act  as  moderator. 

Residents  Join  Staff  of  Institute  for  the  Crippled 
and  Disabled — Lawrence  W.  Friedmann,  M.D., 
New  York  City,  and  Luis  J.  Flores,  M.D.,  Lima, 
Peru,  have  joined  the  staff  of  the  Institute  for  the 
Crippled  and  Disabled,  rehabilitation  center,  as 
residents  in  the  Medical  Service. 

Apartment  Idea  Unique  in  Medical  Annals — An 
article  in  the  March  25  issue  of  The  Saturday 
Evening  Post  has  focused  attention  on  the  unique 
part  a four-family  apartment  in  New  York  City  is 
playing  in  medical  annals. 

The  four-bedroom  apartment  located  across  the 
street  from  the  Institute  of  Ophthalmology  of  the 
Columbia-Presbyterian  Medical  Center  serves  as 
temporary  living  quarters  for  mothers  and  baby 
patients  undergoing  treatment  at  the  Center’s 
Retinoblastoma  Clinic. 

The  apartment  is  maintained  by  the  clinic  for  a 
dual  purpose:  It  enables  young  parents  who  haven’t 
much  money  to  be  close  to  their  child  while  treat- 
ment is  in  progress,  and  it  alleviates  feelings  of 
isolation  and  confusion  on  the  part  of  both  the 
parent  and  the  child. 

Hospital  Gets  Intensive  Care  Wing — A new  17- 
bed  intensive  care  wing  for  acutely  ill  patients  has 
been  dedicated  at  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals. 

The  new  unit  is  set  up  to  provide  acutely  ill 
patients  with  constant,  round-the-clock  nursing 


care  as  well  as  with  the  immediate  services  of 
staff  physicians.  Emergency  equipment,  such  as  an 
artificial  kidney,  defibrillators,  bronchoscopes,  and 
tracheotomy  setups  are  kept  in  the  unit  for  instant 
use.  Built-in  wall  units  provide  oxygen  and  suction. 

The  new  facility  was  constructed  with  funds 
contributed  by  Burton  Zell,  of  Zell  Products 
Corporation.  It  was  dedicated  to  Mr.  Zell’s 
Parents,  David  H.  and  Sophie  B.  Zell. 

American  Surgeons  to  Give  Nasal  Surgery  Course 
in  Jerusalem — A group  of  25  American  specialists  in 
nasal  surgery  will  serve  as  instructors  at  the  second 
international  postgraduate  course  in  “Reconstruc- 
tive Surgery  of  the  Nasal  Septum  and  External 
Pyramid,”  to  be  presented  in  Jerusalem,  Israel, 
August  6 through  17. 

The  course  will  be  given  under  the  auspices  of  the 
Department  of  Otorhinolaryngology,  Mayer  de 
Rothschild  Hadassah  University  Hospital,  and  the 
Hebrew  University-Hadassah  Medical  School  of 
Jerusalem,  in  cooperation  with  the  American 
Rhinologic  Society.  Lectures  and  demonstrations 
will  be  in  English. 

Maurice  H.  Cottle,  M.D.,  of  Chicago,  professor 
of  otorhinolaryngology,  Chicago  Medical  School, 
and  founder  of  the  American  Rhinologic  Society, 
will  direct  the  course.  Among  those  assisting  in  the 
course  will  be  Richard  B.  Hadley,  M.D.,  Rye. 

For  further  information  write  to:  Robert  M. 
Hansen,  M.D.,  Secretary,  American  Rhinologic 
Society,  2210  Lloyd  Center,  Portland  12,  Oregon. 

New  Type  of  Polio  Vaccine  Requires  Smaller 
Dose — Parke,  Davis  & Company  has  announced 
the  availability  in  all  its  United  States  branches  of  a 
new  type  of  poliomyelitis  vaccine,  requiring  a 
smaller  dose. 

The  new  product,  Poliomj’elitis  Vaccine,  Alumi- 
num Phosphate  Adsorbed,  requires  injections  of 
0.5  cc.  as  compared  to  1 cc.  for  the  first  fluid-type 
polio  vaccine.  It  is  prepared  by  the  additional  step 
of  adsorbing  polio  vaccine  and  aluminum  phosphate 
suspension  with  the  aid  of  a small  amount  of  pro- 
tamine sulfate.  The  fluid  vaccine  is  prepared  in 
the  usual  manner  from  polio  virus.  Types  1,  2,  and 
3,  grown  on  monkey  kidney  tissue  cultures  and  in- 
activated with  formaldehyde  and  supplemental 
ultraviolet  irradiation.  The  vaccine  contains  only 
a minute  trace  of  penicillin  (less  than  0.0000005 
unit  per  dose)  and  small  residual  amounts  of  strepto- 
mycin (less  than  2.5  meg.  per  0.5  cc.  dose)  but  in 
hypersensitive  individuals  consideration  should  be 
given  to  this  antibiotic  content  and  they  should  be 
tested  for  sensitivity  where  this  possibility  exists. 

The  new  vaccine  may  be  used  either  for  the 
complete  immunizing  series  or  as  a booster  for 
patients  who  previously  have  had  the  fluid  polio 
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vaccine. 

New  York  City  Business  Taxes  Due — City 
Treasurer  Hilda  G.  Schwartz  has  issued  a reminder 
that  the  New  York  City  General  Business  and 
Financial  Taxes  for  the  calendar  year  1960  are  due 
and  payable  on  or  before  May  15. 

The  General  Business  Tax  is  imposed  for  the 
privilege  of  carrying  on  or  exercising  for  gain  or 
profit  within  the  City  of  New  York  any  trade, 
business,  profession,  vocation,  or  commercial 
activity  (other  than  a financial  business),  or  of 
making  sales  within  the  City.  The  rate  of  tax  is 
two  fifths  of  1 per  cent  on  all  gross  receipts  in 
excess  of  $10,000  received  in  and/or  allocated  to  the 
City  of  New  York  for  the  base  period  covered  by 
the  return.  The  first  $10,000  of  gross  receipts  may 
be  deducted  in  computing  the  tax  due.  The 
practice  of  a profession  is  subject  to  the  New  Y^ork 
City  General  Business  Tax;  this  includes  lawyers, 
doctors,  dentists,  accountants,  engineers,  architects, 
and  others. 

Tax  returns  should  be  filed  on  or  before  the  due 
date,  at  the  oflices  of  the  Department  of  Finance, 
Bureau  of  City  Collections,  in  the  borough  in 
which  the  business  or  professional  office  is  located. 
Assistance  in  the  preparation  of  tax  returns  may  be 
obtained  at  the  offices  of  the  Department  of  Finance, 
Bureau  of  City  Collections. 

Locations  of  the  borough  offices  are  as  follows: 
New  York  City:  50  Pine  Street,  New  York  5; 
The  Bronx:  Tremont  and  Arthur  Avenues,  New 
York  57;  Brooklyn:  Room  1,  Municipal  Building, 
Brooklyn  1;  Queens:  Borough  Hall,  Kew  Gardens 
24;  Richmond:  Borough  Hall,  St.  George,  Staten 
Island. 

The  New  York  City  Occupancy  Tax  Return 
accompanies  all  Business  Tax  returns.  The  Oc- 
cupancy Tax  is  payable  by  persons  who  occupy 
space  for  gainful  purposes  for  a period  of  one  month 
or  more  prior  to  July  15,  1961.  The  rate  is  one 
dollar  per  thousand  of  rental  value  up  to  $6,000. 
The  Occupancy  Tax  is  payable  on  or  before  July  15. 

Scientific  Papers  Sought  by  Psychiatric  As- 
sociation— Scientific  papers  are  now  being  accepted 
for  consideration  by  the  program  committee  for  the 
1961  Midwest  Divisional  Meeting  of  the  American 
Psychiatric  Association,  November  16  through  18. 
The  committee  is  also  interested  in  those  wanting  to 
participate  in  the  program  as  panelists. 

For  further  information  contact:  Miss  Joan  D. 
McGucken,  American  Psychiatric  Association,  756 
North  Milwaukee  Street,  Milwaukee  2,  Wisconsin. 

Postgraduate  Radio  Programs — The  New  York 
Academy  of  Medicine’s  Committee  on  Special 
Studies  announces  the  May  schedule  for  its  forty- 


eighth  series  of  postgraduate  radio  programs. 
The  programs,  which  will  be  broadcast  on  Saturdays 
at  4:30  p.m.,  on  Station  WBAI  (FM  99.5  mega- 
cycles), will  be  as  follows: 

May  6 — “Current  Status  of  Kidney  Trans- 
plantation,” Wilson  G.  SmiUie,  M.D.,  professor 
emeritus  of  preventive  medicine  and  public  health, 
Cornell  University  Medical  College. 

May  20 — “Factors  Influencing  the  Treatment  and 
Course  of  Rheumatoid  Arthritis,”  (panel)  William 
D.  Robinson,  M.D.,  moderator,  professor  and  chair- 
man, Department  of  Internal  Medicine,  University 
of  Michigan  Medical  School,  with  Baruch  Blum- 
berg,  M.D.,  chief.  Program  on  Geographic  Medicine 
and  Genetics,  National  Institute  of  Arthritis  and 
Metabolic  Diseases;  Sidney  Cobb,  M.D.,  associate 
professor  of  epidemiology.  Graduate  School  of 
Public  Health,  University  of  Pittsburgh;  and 
Edward  W.  Lowman,  M.D.,  associate  professor  of 
physical  medicine  and  rehabilitation.  New  Y^ork 
University  Medical  Center. 

May  27 — -“Experimental  Pathology  of  Tobacco 
Smoke:  Skin  Neoplasia,”  Fred  G.  Bock,  Ph.D., 
associate  cancer  research  scientist.  Biological 
Station,  Roswell  Park  Memorial  Institute,  Spring- 
ville.  New  York. 

Hospital  Administrators  Program  at  Cornell — 
The  Sloan  Institute  of  Hospital  Administration  at 
Cornell  University  will  hold  its  fourth  annual 
hospital  administrators  development  program  from 
June  25  to  July  21. 

The  four-week  program,  supported  by  a grant 
from  the  Alfred  P.  Sloan  Foundation,  will  be  an 
intensive  course  of  lectures,  readings,  and  discussions 
divided  into  three  seminars  dealing  with  medical 
care,  the  administrative  process,  and  trends  in 
hospital  administration. 

For  further  information  contact:  Professor 

Frederic  C.  LeRocker,  Director,  Sloan  Institute  of 
Hospital  Administration,  111  Day  Hall,  Ithaca, 
New  York. 

Judges  Chosen  for  Empire  State  Award — The 
panel  of  judges  for  the  second  annual  Empire  State 
Award  for  Excellence  in  Medical  Reporting  has  been 
announced  by  Herman  E.  Hilleboe,  M.D.,  Com- 
missioner, New  York  State  Department  of  Health, 
and  Norman  S.  Moore,  M.D.,  president.  Medical 
Society  of  the  State  of  New  Y^ork. 

They  are:  Mr.  George  H.  Bevan,  managing 

editor.  Corning  Evening  Leader,  representing  the 
New  York  State  Society  of  Newspaper  Editors; 
Henry  I.  Fineberg,  M.D.,  former  president  of  the 
Medical  Society  of  the  State  of  New  York  and  a 
member  of  the  Society’s  Board  of  Trustees;  Pro- 
fessor Hillier  Krieghbaum,  chairman.  Department 
of  Journalism.  New  York  University,  representing 
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the  National  Association  of  Science  Writers;  Gran- 
ville W.  Larimore,  M.D.,  Deputy  Commissioner, 
New  York  State  Department  of  Health;  James 
J.  Quinlivan,  M.D.,  assistant  secretary,  Annual 
Health  Conference;  and  Mr.  Harvey  I.  Cobert  of 
the  Publications  Section  of  the  New  York  State 
Department  of  Health.  Professor  Krieghbaum  is 
chairman  and  Mr.  Cobert  is  secretary. 

The  $500  annual  award  is  sponsored  by  the 
Medical  Society  of  the  State  of  New  York  and 
Annual  Health  Conference  Inc.,  on  behalf  of  the 
New  York  State  Department  of  Health.  The 
award  was  established  to  encourage  the  further 
development  of  sound  medical  reporting  in  New 
York  State.  Any  member  of  the  editorial  staff  of 
any  newspaper  published  five  or  more  times  a week 
in  New  York  State  may  be  nominated  to  receive  the 
award. 

The  award  winner  will  be  announced  at  the 
annual  meeting  of  the  Medical  Society  of  the  State 
of  New  York  to  be  held  May  8 to  12  in  Rochester. 

Post-Doctoral  Training  in  Environmental  Health 
— Postdoctoral  specialization  in  the  field  of  environ- 
mental health  is  now  being  offered  by  the  Institute 
of  Industrial  Medicine,  New  York  University 
Medical  Center,  under  a United  States  Public 
Health  Service  training  grant.  This  program  is 
designed  to  prepare  persons  with  doctoral  degrees  in 
medicine,  the  medical  sciences,  or  one  of  the  basic 
sciences  for  research  and  teaching  careers  in  this 
field. 

Inquiries  should  be  directed  to:  Dr.  Norton 
Nelson,  Institute  of  Industrial  Medicine,  New 
York  University  Medical  Center,  550  First  Avenue, 
New  York  16,  New  York. 

Dartmouth  Convocation  to  Be  Televised — Fifty 
educational  television  stations  throughout  the 
country  are  scheduled  to  telecast  the  videotaped 
proceedings  of  last  September’s  Dartmouth  Con- 
vocation on  the  “Great  Issues  of  Conscience  in 
Modern  Medicine.’’ 

The  National  Educational  Television  and  Radio 
Center  in  New  York  is  distributing  the  three  ninety- 
minute  programs.  They  will  be  shown  over  three- 
week  periods  by  the  stations.  In  the  New  York 
area  the  programs  will  be  shown  during  the  weeks 
of  May  14  through  20,  May  21  through  27,  and  May 
28  through  June  3 over  stations  WNED,  Buffalo,  and 
WHYY,  Philadelphia. 

The  programs  center  on  three  panel-discussion 
periods  on  the  convocation  on  “The  Issues  of  Man 
and  His  Environment,’’  “The  Issues  Concerning 
Man’s  Biological  Future,’’  and  “The  Issues  In- 
volved in  Influencing  the  Mind.’’  Within  these 
topics  there  were,  among  others,  extended  discussions 
of  the  population  explosion,  eugenics,  influencing  the 


mind,  and  environmental  pollution. 

Participating  in  the  discussions  were  Rene  Jules 
Dubos,  microbiologist  and  member  and  professor 
of  the  Rockefeller  Institute;  Mohamedali  Currim 
Chagla,  India’s  Ambassador  to  the  United  States; 

G.  Brock  Chisholm,  M.D.,  Canadian  physician  and 
former  director-general  of  the  World  Health  Or- 
ganization; Ralph  Gerard,  M.D.,  professor  of 
psychiatry  and  physiology  and  director  of  labora- 
tories at  the  Mental  Health  Research  Institute, 
University  of  Michigan. 

Also  Aldous  Huxley,  English  author  and  humanist; 
George  B.  Kistiakowsky,  former  special  assistant 
to  President  Eisenhower  for  Science  and  Technol- 
ogy; Walsh  McDermott,  M.D.,  chairman  of  the 
Department  of  Public  Health  and  Preventive 
Medicine  at  Cornell  University  Medical  College; 

H.  J.  Muller,  Indiana  University  professor  and 
Nobel  Prize  winner  in  genetics;  Wilder  G.  Penfield, 
M.D.,  former  director  of  the  Montreal  Neurological 
Institute  at  McGill  University;  Sir  George  Picker- 
ing, Regius  Professor  of  Medicine  at  Oxford  Uni- 
versity; Sandor  Rado,  M.D.,  dean  and  professor 
of  psychiatry  for  the  New  York  School  of  Psychiatry; 
Sir  Charles  (C.P.)  Snow,  British  novelist  and  physi- 
cist; and  Warren  Weaver,  vice-president  of  the 
Alfred  P.  Sloan  Foundation. 

Prenatal  Education  Program — The  Department 
of  Obstetrics  and  Gynecology  of  the  New  York 
Medical  College,  Flower  and  Fifth  Avenue  Hos- 
pitals is  offering  a prenatal  education  program  for 
the  benefit  of  mothers-  and  fathers-to-be.  The 
course  consists  of  a two-hour  session  held  once 
weekly  for  six  consecutive  weeks.  The  Lamaze  or 
psychoprophylactic  method  of  natural  childbirth 
will  be  taught  to  those  who  are  interested. 

Inquiries  may  be  addressed  to:  The  Prenatal 
Education  Program,  Department  of  Obstetrics  and 
Gynecology,  New  York  Medical  College-Flower  and 
Fifth  Avenue  Hospitals,  New  York  29,  New  York. 

American  Board  of  Obstetrics  and  Gynecology — 
The  American  Board  of  Obstetrics  and  Gynecology 
has  announced  that  applications  for  certification 
by  the  Board,  new  and  reopened,  for  the  1962  part  1 
examinations  are  now  being  accepted.  The  dead- 
line for  receipt  of  applications  is  August  1.  No 
applications  can  be  accepted  after  that  date. 

Candidates  for  admission  to  the  examinations  are 
required  to  submit  with  their  application,  a type- 
written list  of  all  patients  admitted  to  the  hospitals 
where  they  practice  for  the  year  preceding  their 
application  or  the  year  prior  to  their  request  for  the 
reopening  of  their  application.  This  information 
is  to  be  attested  to  by  the  record  librarian  of  the 
hospital  or  hospitals  and  submitted  on  paper 
measuring  8V2  by  11  inches.  Necessary  details 
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to  be  contained  in  the  list  of  admissions  are  out- 
lined in  the  current  bulletin. 

For  a current  bulletin  write  to:  Robert  L.  Faulk- 
ner, M.D.,  Executive  Secretary  and  Treasurer, 
American  Board  of  Obstetrics  and  Gynecology,  2105 
Adelbert  Road,  Cleveland  6,  Ohio. 

National  Tuberculosis  Association  Gives  Grants — 


Medical  and  social  research  grants  totaling  $274,039 
have  been  awarded  by  the  National  Tuberculosis 
Association  to  33  investigators  for  research  projects 
in  18  states,  the  District  of  Columbia,  Canada, 
Holland,  and  Japan. 

In  New  York,  Walsh  McDermott,  M.D.,  and 
Robert  McCune,  M.D.,  of  Cornell  University  Medi- 
cal College  have  been  given  a grant  to  study  host- 
parasite  relationships  in  tuberculosis. 


Personalities 


Retired 

William  P.  Shepard,  M.D.,  New  York  City,  as 
chief  medical  director  of  the  Metropolitan  Life 
Insurance  Company. 

Awarded 

Newton  J.  T.  Bigelow,  M.D.,  Marcy,  the  Richard 
H.  Hutchings  Award  from  the  New  York  State 
Hospital  Medical  Alumni  Association  for  his  “out- 
standing clinical  service,  writing,  and  teaching”.  . . 
Irving  S.  Cooper,  M.D.,  New  York  City,  a civic 
award  from  the  Bronx  Board  of  Trade.  . .Frank  L. 
Horsfall,  Jr.,  M.D.,  an  honorary  degree  by  Uppsala 
University,  Stockholm.  . .John  K.  Lattimer,  M.D., 
New  York  City,  an  award  from  the  Morris  Morgen- 
stern  Foundation  for  advancing  “the  principles  of 
human  dignity  and  freedom.” 

Appoin  ted 

Leona  Baumgartner,  M.D.,  Commissioner  of 
Health  of  New  York  City,  to  the  National  Advisory 
Council  of  the  President’s  Peace  Corps.  . .Nathaniel 
Finby,  M.D.,  New  York  City,  as  director  of  radiol- 
ogy at  St.  Luke’s  Hospital.  . .Lawrence  C.  Kolb, 
M.D.,  New  York  City,  to  head  a committee  to 
study  psychiatric  services  in  hospitals  operated  by 
the  City  of  New  York.  . .Paul  I.  Robinson,  M.D., 
New  York  City,  as  chief  medical  director  of  the 
Metropolitan  Life  Insurance  Company. 

Elected 

Louis  J.  Feit,  M.D.,  New  York  City,  as  president- 


elect and  Joseph  G.  Gilbert,  M.D.,  Roslyn  Heights, 
re-elected  as  secretary-treasurer,  of  the  American 
Otorhinologic  Society  for  Plastic  Surgery.  . .Robert 
S.  Goodhart,  M.D.,  New  York  City,  re-elected  as 
executive  vice-president  and  scientific  director  of  the 
National  Vitamin  Foundation.  . .John  H.  McCle- 
ment,  M.D.,  New  York  City,  as  president  of  the 
New  York  Tuberculosis  and  Health  Association.  . . 
James  H.  Sterner,  M.D.,  Rochester,  as  president  of 
the  National  Health  Council. 

Speakers 

Herbert  Berger,  M.D.,  Staten  Island,  on  March  15, 
before  the  New  York  State  Hospital  Medical 
Alumni  Association  on  the  topic  “Should  We  Adopt 
a New  Legal  Attitude  Towards  Addicts?”.  . . 
Ludwig  W.  Eichna,  M.D.,  New  York  City,  the  ninth 
annual  Emanuel  B.  Schoenbach  Memorial  Lecture 
on  April  26.  . .Sidney  L.  Green,  M.D.,  Brooklyn, 
on  March  23,  as  part  of  an  inservice  course  sponsored 
by  the  New  York  City  Board  of  Education  on  the 
topic  “The  Withdrawn  and  Aggressive  Child: 
Implications  for  Teachers”.  . .John  R.  Heller,  M.D., 
New  York  City,  at  a luncheon  on  March  26,  to 
initiate  the  April  campaign  of  the  New  York  City 
Cancer  Committee  of  the  American  Cancer  Society 
. . .George  E.  Moore,  M.D.,  Buffalo,  at  a seminar  of 
the  American  Cancer  Society  on  March  19,  in  St. 
Petersburg,  Florida.  . .David  Schachter,  M.D.,  New 
York  City,  the  Mary  Swartz  Rose  Memorial  Lecture 
on  April  19,  before  the  Greater  New  York  Dietetic 
Association. 


Proclaim  liberty  throughout  all  the  land  unto  all  the  inhabitants  thereof. — Old  Testament 
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American  College  of  Cardiology 

The  American  College  of  Cardiology  will  hold 
its  tenth  anniversary  convention  at  the  Biltmore 
Hotel,  New  York  City,  May  17  through  20. 

William  Bennett  Bean,  M.D.,  Iowa  City,  lown, 
will  deliver  the  memorial  lecture  in  honor  of  Franz 
Maximilian  Groedel,  M.D.,  founder  of  the  College. 
Louis  F.  Bishop,  M.D.,  New  York  City,  president  of 
the  College,  will  confer  on  Dr.  Bean  the  Groedel 
Medal  for  1961. 

The  scientific  sessions  of  the  meeting  will  be 
devoted  to  symposia  on  the  latest  developments  on 
basic  and  clinical  research  and  new  advancements 
in  instrumentation  and  operative  procedures. 
Other  features  of  the  meeting  will  be  fireside  con- 
ferences, scientific  exhibits,  and  an  anniversary 
banquet. 

For  further  information  contact:  Philip  Reichert, 
M.D.,  Executive  Director,  American  College  of 
Cardiology,  Empire  State  Building,  New  York, 
New  York. 

Metropolitan  Section,  Professional  Group  on 
Bio-Medical  Electronics 

The  Metropolitan  Section  of  the  Professional 
Group  on  Bio-Medical  Electronics  will  hold  a meet- 
ing on  May  18,  at  8:00  p.m.,  in  Welch  Hall,  Rocke- 
feller Institute,  67th  Street  and  York  Avenue, 
New  York  City. 

Leo  Zach,  D.D.S.,  New  York  University  College 
of  Dentistry,  and  Lewis  Balamuth,  Ph.D.,  of  the 
Cavitron  Corporation,  will  discuss  “Problems  and 
Potentials  of  Ultrasonics  in  Dentistry.”  Hans  H. 
Zinsser,  M.D.,  Columbia  University  College  of 
Physicians  and  Surgeons,  will  speak  on  the  topic 
“Microscopic  and  Submicroscopic  Pressure  Indicat- 
ing Devices.”  Members  and  guests  are  invited  to 
submit  additional  medical-electronic  problems  for 
discussion.  They  should  be  addressed  to:  John  T. 
Farrar,  M.D.,  Veterans  Administration  Hospital, 
First  Avenue  and  East  24th  Street,  New  York  City. 

A premeeting  dinner  will  be  held  at  6:15  p.m., 
at  the  Sutton  Restaurant,  58th  Street  and  First 
Avenue,  New  York  City. 

Joint  Meeting  of  Tuberculosis  Groups 

The  National  Tuberculosis  Association,  the 
American  Thoracic  Society,  and  the  National  Con- 
ference of  Tuberculosis  Workers,  will  hold  a joint 
meeting  in  Cincinnati,  May  21  through  25. 


For  further  information  contact:  National 

Tuberculosis  Association,  1790  Broadway,  New 
York  19,  New  York. 

American  Laryngological,  Rhinological  and 
Otological  Society 

The  American  Laryngological,  Rhinological  and 
Otological  Society,  Inc.,  (the  “Triological  Society”), 
will  hold  a meeting  at  the  Lake  Placid  Club,  in 
Essex  County,  May  23  through  25. 

Among  the  participants  will  be  John  O.  Moore, 
Ph.D.,  Sayville,  who  will  speak  on  “The  Frequency 
and  Severity  of  Injury  to  the  Face  and  Jaws  Associ- 
ated with  Automobile  Accident  Injuries”;.  John 
J.  Conley,  M.D.,  New  York  City,  whose  topic  will 
be  “Concepts  in  Facial  Form  and  Function  Re- 
habilitation”; and  Godfrey  E.  Arnold,  M.D.,  New 
York  City,  who  will  speak  on  “Physiology  and 
Pathology  of  the  Cricothyroid  Muscle.” 

Well-known  authorities  from  all  over  the  United 
States  have  been  invited  to  present  papers  at  the 
meeting. 

For  information  contact:  C.  Stewart  Nash, 

M.D.,  708  Medical  Arts  Building,  Rochester  7,  New 
York. 

Association  for  the  Advancement  of  Psycho- 
analysis, Inc. 

The  Association  for  the  Advancement  of  Psycho- 
analysis, Inc.,  will  hold  a meeting  devoted  to 
“The  Dream — A Mobilizing  Force  in  Therapy,” 
on  May  24,  at  8:30  p.m.,  at  the  New  York  Academy 
of  Medicine,  2 East  103rd  Street,  New  York  City. 

The  principal  speaker  will  be  Frederick  A.  Weiss, 
M.D.,  New  York  City,  whose  concepts  of  dream 
interpretation  embrace  the  contributions  of  all 
anal3dic  schools  of  thought.  The  discussants  will  be 
Harry  Gershman,  M.D.,  and  Edward  S.  Tauber, 
M.D.,  (by  invitation)  of  New  York  City. 

For  information  contact:  Albert  L.  Deutsch, 

M.D.,  Chairman-Professional  Relations  Committee, 
Association  for  the  Advancement  of  Psychoanalysis, 
Inc.,  329  East  62nd  Street,  New  York  21,  New 
York. 

Memorial  Hospital  of  Long  Beach,  California 

The  Memorial  Hospital  of  Long  Beach,  Cali- 
fornia, will  hold  its  third  annual  medical  staff  sym- 
posium on  May  24,  at  the  Hospital,  2801  Atlantic 
Avenue,  Long  Beach  6,  California.  Henry  Brainerd, 
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M.D.,  chairman,  Department  of  Medicine,  Univer- 
sity of  California,  San  Francisco,  will  be  the  guest 
speaker. 

For  further  information  contact:  George  X. 

Trimble,  M.D.,  Secretary,  Memorial  Hospital  of 
Long  Beach,  at  the  above  address. 


Tenth  Annual  Ira  I.  Kaplan  Lecture 

The  tenth  annual  Ira  I.  Kaplan  Lecture  will  be 
held  Thursday,  May  25,  at  5:30  p.m.,  in  the  main 
auditorium  of  Alumni  Hall,  New  York  University 
School  of  Medicine,  550  First  Avenue  at  31st  Street, 
New  York  City. 

The  lecturer  will  be  Walter  T.  Murphy,  M.D., 
director  of  therapeutic  radiology,  Roswell  Park 
Memorial  Institute,  Buffalo.  His  topic  will  be 
“Complications  of  Head  and  Neck  Irradiation.” 


North  American  Conference  on  Infertility 

The  North  American  Conference  on  Infertility, 
sponsored  by  the  International  Fertility  Association, 
will  be  held  at  the  Barbizon-Plaza  Hotel,  New 
York  City,  June  23  through  25. 

For  further  information  write  to:  Maxwell 

Roland,  M.D.,  Chairman  of  Registration,  North 
American  Conference  on  Infertility,  109-23  71st 
Road,  Forest  Hills  75,  New  York. 

Eastern  Psychiatric  Research  Association 

The  sixth  annual  meeting  of  the  Eastern  Psychi- 
atric Research  Association  will  be  held  on  October 
27  and  28,  in  New  York  City. 

For  further  information  contact:  David  J. 

Impastato,  M.D.,  Secretary-Treasurer,  Eastern 
Psychiatric  Research  Association,  40  Fifth  Avenue, 
New  York,  New  York. 


Report  Capstone  to  Puzzling  Baby  Disease 


Physicians  have  reported  progress  in  tracking 
down  a comparatively  new  and  puzzling  baby 
disease — infantile  cortical  hyperostosis. 

When  it  was  first  reported  in  1945,  there  was  a 
feeling  in  pediatric  medicine  that  only  a few  babies 
suffered  from  it.  Until  1952,  only  100  case  reports 
were  in  the  literature. 

The  February  11,  1961,  Journal  of  the  American 
Medical  Association  reported,  however,  that  the 
disease  is  so  common  in  pediatric  practice  now  that 
only  cases  of  unusual  interest  are  being  published  by 
the  Journal. 

Four  Burlington,  Vermont,  physicians  reported 
the  unusual  and  first  experience  of  having  observed 
11  cases  in  one  family  over  a fourteen-year-period. 

This,  the  doctors  said,  strongly  indicates  that  the 
disease  may  be  hereditary  and  that  many  cases 
exist  which  are  being  overlooked. 

The  four  doctors  are  John  P.  Tampas,  M.D., 
Frederick  W.  VanBuskirk,  M.D.,  Oscar  S.  Peterson, 
Jr.,  M.D.,  and  A.  Bradley  Soule,  M.D.,  all  connected 
with  the  Department  of  Radiology,  University  of 
Vermont  College  of  Medicine. 


They  explained  that  clinically,  the  disease,  which 
strikes  infants  up  to  nine  weeks  of  age,  is  charac- 
terized by  soft  tissue  swelling  over  affected  bones, 
fever,  and  irritability.  Sometimes  there  is  pleurisy, 
pseudo-paralysis,  and  pallor.  The  disease  seldom 
follows  a classic  or  characteristic  pattern. 

Laboratory  data  are  inconstant,  the  doctors  said. 
X-ray  studies  show  that  as  the  disease  regresses, 
affected  leg  bones  have  a tendency  to  bow,  but  later 
the  bownng  corrects  itself.  The  puzzling  nature  of 
the  disease,  from  which  nearly  all  the  young  patients 
eventually  recover  completely,  accounts  for  the 
Journal’s  reference  to  it  as  an  “interesting  enigma.” 
Among  the  11  cases  observed  in  a single  family, 
the  doctors  said,  1 patient  was  a twenty-five-year-old 
father  of  four  children.  The  father  suffered  swollen 
painful  extremities  and  bowing  deformities  in  child- 
hood, and  the  deformities  persisted  into  adult  life. 
All  four  of  his  children  had  the  disease  in  infancy. 

The  Burlington  physicians  urged  the  medical 
profession,  especially  radiologists,  to  be  on  the 
lookout  for  symptoms,  especially  with  respect  to 
hereditary  factors. 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Health  Poster  Contest 


\ s THE  1960—1961  Ninth  Annual  Health  Poster 
Contest  was  brought  to  a close,  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State  of 
New  York  evaluated  the  project  as  not  only 
successful  but  also  rewarding  in  its  purpose. 

Through  this  contest  had  been  stimulated  health 
consciousness  in  the  youth,  and  by  introducing  it  to 
the  educators  of  children  in  the  elementary  and  high 
schools  an  alertness  of  their  responsibility  to  guard 
the  most  valuable  asset  of  all  human  beings — 
health — has  been  provoked. 

In  the  education  of  a future  citizen  reminding  him 
of  the  value  of  preventive  medicine  establishes  a way 
for  a more  stable  student.  By  this  he  has  an  aware- 
ness of  his  responsibility  for  his  own  health  and  in 
turn  he  promotes  an  intensive  interest  on  the  part  of 
his  parents  to  realize  their  duty  to  safeguard  the 
health  of  themselves  and  their  families. 

The  schools  have  been  most  receptive  in  urging 
students  to  enter  the  contest  since  they  know  a 
health-minded  student  develops  into  a successful 
student.  In  spite  of  the  many  contests,  safety, 
dental,  art,  and  others,  being  introduced  into  the 
schools  of  New  York  State — preceding  or  following 
and  in  some  instances  running  concurrently  with  the 
Health  Poster  Contest — the  art  instructors  have 
been  most  cooperative  and  have  executed  the  contest 
efficiently,  the  Auxiliary  reports. 

On  the  county  level  the  woman’s  auxiliaries  in 
cooperation  with  the  county  medical  societies 
organized  and  planned  the  contest  with  much  detail, 
stressing  the  health  message  as  the  important  theme. 
The  judges  were  chosen  from  the  communities  and 
were  representative  of  the  citizenry,  along  with 
members  of  each  county  medical  society,  many  of 
whom  are  amateur  painters. 

Since  the  inception  of  this  program  it  has  been 
estimated  that  over  100,000  students  have  entered 
the  contest  in  the  last  nine  years.  As  time  goes  on 
it  is  hoped  more  counties  will  participate,  especially 


since  the  contest  has  proved  to  be  a good  public 
relations  factor  whenever  it  has  been  sponsored. 

Various  methods  of  presenting  the  awards  have 
been  used.  One  county  gave  the  awards  at  a recep- 
tion and  tea  for  the  students  and  parents  at  the  local 
hospital. 

The  rules  of  the  contest  require  that  the  posters 
illustrate  some  phase  of  personal  health  care,  ac- 
cident prevention,  preventive  medicine,  or  activity 
of  the  family  doctor;  a suggestion  for  protecting 
one’s  health,  with  a health  slogan  or  caption  of  not 
more  than  seven  words.  Thus  the  contest  has  been 
maintained  on  a high  level  in  keeping  medicine  an 
eminent  profession,  dedicated  to  the  art  of  healing, 
restoring,  and  keeping  the  population  healthy.  The 
student  entering  the  contest  is  given  an  insight  into 
the  integral  part  the  doctor  takes  in  the  lives  of  his 
patients  and  the  community. 

The  State  judging  took  place  in  Glens  Falls  on 
April  13.  The  judges  met  at  Crandall  Library  to 
pick  the  winners  and  the  Medical  Society  of  the 
State  of  New  York  donated  a total  of  $500  in  U.S. 
Savings  Bonds  for  the  awards.  Each  grade  group 
received  first  and  second  prizes.  Honorable  mention 
certificates  were  also  awarded.  (The  1960  winner 
received  a $125  bond  and  is  now  pursuing  an  art 
course  at  Pratt  Institute.) 

The  judges  for  the  State  contest  were:  Joseph  J. 
Dodge,  Curator,  Hyde  Collection,  Glens  Falls; 
Norman  S.  Moore,  M.D.,  President,  Medical  So- 
ciety of  the  State  of  New  York;  Henry  I.  Fineberg, 
M.D.,  Chairman,  Advisory  Committee  to  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York;  Thomas  C.  Mohaney,  adver- 
tising artist,  Glens  Falls;  Francis  X.  Dever,  M.D., 
member,  Warren  County  Medical  Society. 

Mrs.  Edward  P.  Ryan,  Chairman 
Health  Poster  Contest 

615  Glen  Street 
Glens  Falls,  New  York 


A bore  is  someone  who,  when  you  ask  him  how  he  is,  tells  you. — Franklin  P.  Adams 
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The  Normal  Skull.  By  Robert  Shapiro,  M.D., 
and  Arnold  H.  Janzen,  M.D.  Quarto  of  257  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  Inc., 
1960.  Cloth,  $18. 

The  authors  have  gathered  and  described  in  de- 
tail in  one  monograph  the  necessary  basic  roentgen 
features  of  the  skull.  The  embryology  and  develop- 
ment of  the  skull  are  discussed;  anatomic  diagrams 
and  the  correlated  radiologic  appearances  of  the 
individual  bones  and  of  the  skull  as  a whole,  are 
illustrated  side  by  side. 

The  blood  supply  of  the  skull  and  brain,  the 
physiologic  variations  and  calcifications,  the  para- 
nasal sinuses,  and  the  structures  of  the  ear  are  all 
treated  in  the  same  manner. 

The  book  compiles  under  one  cover  all  the  neces- 
sary anatomic  data  which  the  student  of  radiology 
will  utilize  in  developing  his  knowledge  of  roent- 
genology of  the  skull. — E.  Mendelson 

Industrial  Pulmonary  Diseases.  A Symposium 
held  at  The  Postgraduate  Medical  School  of  London, 
18th-20th  September,  1957,  and  25th-27th  March, 
1958.  Edited  by  E.  J.  King,  D.Sc.,  and  C.  M. 
Fletcher,  M.D.  Octavo  of  273  pages,  illustrated. 
Boston,  Little,  Brown  and  Company,  1960.  Cloth, 
$8.50. 

This  book  embraces  primarily  the  pneumoconioses 
as  seen  in  England  where  intensive  study  has  been 
devoted  to  the  subject.  It  has  very  broad  implica- 
tions because  of  the  increased  world-wide  distribu- 
tion of  these  diseases,  some  of  which  certainly  could 
have  been  attenuated  or  prevented  in  the  light  of  our 
current  knowledge. 

The  subject  matter  is  thoroughly  presented. 
Chapters  are  devoted  to  the  physical,  pathologic, 
roentgenographic,  physiologic,  and  epidemiologic 
aspects.  In  addition,  there  is  a very  readable  chap- 
ter on  occupational  carcinoma  of  the  lung.  This 
book  should  be  of  general  interest  to  sociologists, 
public  health  workers,  industrial  engineers,  as  well 
as  to  doctors  of  medicine.  It  is  particularly  recom- 
mended to  the  industrial  physician. — Edgar  P. 
Mannix,  Jr. 

Surgery  in  the  Aged.  Edited  by  Frank  Glenn, 
M.D.,  S.  W.  Moore,  M.D.,  and  John  M.  Beal, 
M.D.  Octavo  of  534  pages,  illustrated.  New 


York,  The  Blakiston  Division,  McGraw-Hill  Book 
Company,  Inc.,  1960.  Cloth,  $17.50. 

The  authors  are  essentially  on  the  staff  of  the 
Cornell  Medical  Center  in  New  York  City.  They 
draw  heavily  on  the  statistics  and  experiences  of 
the  Institution.  The  material  is  well  organized  and 
presented  in  a readable  manner;  the  views  are  au- 
thoritative. The  subjects  are  divided  into  eight 
sections,  each  dealing  with  the  peculiarities  of  the 
older  patient. 

The  first  section  is  concerned  with  the  problems  of 
general  physiology,  metabolic  problems — prepara- 
tion for  surgery  and  postoperative  care.  The  sub- 
sequent sections  deal  with  the  regional  surgical 
problems  of  major  nature  as  they  occur  in  the  older 
or  aged  patient.  Problems  in  diagnosis,  surgical 
technic,  and  end  results  are  discussed.  The  sections 
on  surgery  of  the  gastrointestinal,  biliary,  genito- 
urinary tracts,  and  thorax  are  quite  comprehensive. 

The  general  surgeon  will  find  these  essays  and 
discussions  informative  and  factual. — William 
Sheinfeld 

Diabetic  Care  in  Pictures.  By  Helen  Rosenthah 
B.S.,  and  Joseph  Rosenthal,  M.D.  Third  edition. 
Octavo  of  237  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1960.  Cloth,  $4.50. 

“Diabetic  Care  in  Pictures”  is  concerned  with  the 
diet;  the  various  kinds  of  insulin,  its  measurement 
and  the  technic  of  injection;  insulin  reaction; 
diabetic  acidosis  and  coma;  tests  of  blood  and  urine; 
hygiene  and  the  care  of  the  body,  especially  the 
feet;  present-day  opinions  concerning  personal  and 
social  factors,  including  marriage  and  pregnancy. 
The  new  edition  also  answers  the  patients’  questions 
on  the  latest  oral  drugs  used  for  the  treatment  of 
diabetes. 

The  diet  for  diabetes  is  discussed  in  detail  with 
particular  attention  given  to  the  queries  of  the  pa- 
tient. The  food  exchange  lists,  with  illustrations, 
are  presented,  and  the  reader  will  be  especially  in- 
terested in  the  new  section  on  special  dishes  for 
restaurant  eating.  Diabetic  diets  which  have  been 
adjusted  for  other  conditions  are  now  included — 
sodium-restricted  diets,  the  bland  diet,  the  low- 
residue  diet,  and  the  liquid  diet. 

Insulin  preparations  in  current  use  are  featured 
together  with  the  latest  equipment  for  their  injec- 
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tion.  In  addition  to  the  standard  tests  for  deter- 
mining the  presence  of  sugar,  acetone,  and  diacetic 
acid  in  the  urine,  there  are  now  presented  with 
illustrations  the  newer  simplified  tests  for  these 
determinations. 

Much  of  the  visual  presentation  in  this  book  was 
conceived  in  1918  when  Frances  Stern,  the  founder 
of  the  first  food  clinic  in  the  world,  initiated  and 
developed  the  then  new  and  now  accepted  concepts 
in  visual  education.  Through  her  foresight  the 
tremendous  educational  value  of  visual  aids  was 
realized.  Today,  the  methods  and  the  materials 
developed  in  the  Frances  Stern  Food  Clinic  are 
being  used  throughout  the  world. 

Much  has  been  learned  about  the  oral  hypogly- 
cemic agents  in  a relatively  short  span  of  time.  Al- 
though the  exact  mode  of  their  action  is  not  yet 
clearly  understood,  they  have  been  proved  to  be 
both  valuable  and  convenient  agents  in  the  treat- 
ment for  many  patients.  Of  no  little  importance  in 
the  results  of  this  discovery  has  been  the  stimulation 
that  they  have  precipitated  for  further  investigation 
into  the  entire  subject  of  diabetes.  The  patient  has 
much  to  anticipate  in  the  future  as  additional  data  is 
accumulated  from  research  and  experience. 

This  practical  work  is  recommended  for  the  pa- 
tient in  order  that  he  may  learn  to  cooperate  better 
with  his  physician  in  the  treatment  of  his  disease, 
the  symptoms  of  which  may  not  motivate  him  to 
follow  a life-long  course  of  treatment. — Samtiel  G. 
Slo-Bodkin 

Obstetrics.  By  J.  P.  Greenhill,  M.D.  Twelfth 
edition.  Quarto  of  1,098  pages,  illustrated.  Phil- 
adelphia, W.  B.  Saunders  Company,  1960.  Cloth, 
$17. 

In  this  his  fifth  revision  of  De  Lee’s  classic  text- 
book, Dr.  Greenhill  has  brought  to  bear  his  long 
and  distinguished  editorial  experience.  He  has 
gathered  together  and  coordinated  the  experience 
and  opinions  of  many  other  leaders  in  the  field  of 
obstetrics.  The  subject  matter  is  clear  cut  and 
presented  in  logical  sequence.  Although  some  of 
the  ideas  expressed  and  methods  described  are  not 
in  accord  with  those  of  many  present-day  obstetri- 
cians, they  are  very  properly  included  if  for  no  other 
reasons  than  for  completeness  and  their  historic 
interest.  On  the  other  hand  it  has  been  brought 
thoroughly,  completely,  and  accurately  up  to  date 
on  all  the  advances  in  the  specialty  in  recent  years. 
It  is  well  and  copiously  illustrated  by  both  photo- 
graphs and  drawings,  though  few  are  in  color.  This 
reviewer  was  particularly  impressed  by  the  thorough 
coverage  of  medical,  surgical,  neurologic,  derma- 


tologic, and  other  conditions  that  may  complicate 
pregnancy  and  the  comphcations  that  may  arise  in 
the  fetus,  both  before  and  after  delivery,  which  may 
result  from  some  of  these  illnesses  and  the  trauma  of 
labor  and  dehvery. 

The  bibliographies  are  complete  and  up  to  date. 
They  include  references  not  only  to  standard  texts 
but  to  current  literature  as  well. 

All  in  all,  it  may  be  considered  a textbook  that 
ranks  with  the  best  and  is  filled  with  information 
that  is  of  value  to  student,  general  practitioner,  and 
specialist  as  well. — J.  Thornton  Wallace 

Handbook  of  Social  Gerontology.  Edited  by 
Clark  Tibbitts.  Octavo  of  770  pages,  illustrated. 
Chicago,  The  University  of  Chicago  Press,  1960. 
Cloth,  $10. 

This  is  a collection  of  papers  concerned  with  the 
psychologic  and  social  aspects  of  aging.  The  19 
papers  certainly  constitute  a valuable  addition  to 
the  literature  of  the  managements  of  this  growing 
problem.  The  reviewer  found  the  papers  on  aging 
in  preindustrial  societies,  changing  status,  retire- 
ment, uses  of  leisure,  aging,  religion,  and  the  church 
to  be  of  compelling  interest.  As  is  usual  with  most 
sociologic  treatises,  a conspicuous  fault  is  the  use  of 
about  50  per  cent  more  words  than  are  necessary; 
certainly  almost  aU  of  the  essays  would  gain  by 
compression.— Milton  Plotz 

Henry  W.  Sigerist  on  the  Sociology  of  Medicine. 
Edited  by  Milton  I.  Roemer,  M.D.  Octavo  of 
397  pages.  New  York,  MD  Publications,  1960. 
Cloth,  $6.75. 

This  fascinating  volume  is  a collection  of  papers 
on  the  sociologic  aspects  of  medicine.  The  diver- 
sified titles  would,  in  some  instances,  lead  the  reader 
to  expect  a different  phase  of  study,  but  such  is  not 
the  case.  Dr.  Sigerist  evidently  held  definite  opin- 
ions in  favor  of  socialized  medicine  and  he  goes  to 
great  lengths  to  define  and  defend  this  controversial 
issue.  Aside  from  the  obvious  propaganda  which  is 
woven  into  the  text  of  the  papers,  there  is  often  a 
remarkable  insight  into  the  social  conditions  and  the 
state  of  medical  care  in  many  areas  of  the  world. 
There  are  problems  of  overpopulation  and  under- 
nourishment in  some  areas,  in  which  improved 
medical  care  alone  would  hardly  seem  to  be  the 
answer  to  the  over-all  picture.  Dr.  Sigerist  is 
particularly  skillful  in  the  handling  of  such  touchy 
subjects.  The  book  has  been  well  edited  and  the 
essays  carefully  selected.  The  reader  will  find  the 
time  spent  in  its  perusal  most  rewarding  and  en- 
joyable.— Jerome  Weiss 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro 
Srams,  shock  therapy,  selected  cases  of  alcoholism  and  addic 
tion  accepted. 

Geriatric  patients  given  special  consideration. 


HOLBROOK  MANOR  '‘S'" 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observ'yd 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


for  well  trained  highly  qualified  personnel 

MEDICAL  ASSISTANTS 
OR  OFFICE  SECRETARIES 
LABORATORY  • X-RAY 
TECHNICIANS 

N.  Y.  State  Licensed  • Day-Eve  Courses 
Co-Ed  (Founded  1936) 

request  Free  Cat.  9 
I 85  Fifth  ATe.(I6lh  St.) 
New  York  3,  N.Y. 

SCHOOL  FOR  PHYSICIANS’  AIDES 
Agtliatei  with  CARNEGIE  INSTITUTE,  INC.  Cleveland,  Ohio 
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Today's  Health  is  published 

for  the  American  Family  by  the 
American  Medical  Association 

GIVE  GIFT  SUBSCRIPTIONS 

to  your  patients  and  friends 

Today's  Health  - AMA 
535  N.  Dearborn  Street 
Chicago  TO,  Illinois 


Please  enter  the  following  subscription: 
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HALL-BROOKE  HOSPITAL 

An  Active  Treatment  Hospital,  located  one  hour  from  New  York 
Accredited  bj: 

TIm  CentrtI  lotpwtioD  Board  of  tbo  Ametkin  Ptrchiatric  AiaoclatloB 
Tbt  Joint  Commitaioo  on  Accrtdiution  of  Hoapitala 

CRtSnS  FAMMS,  BOX  II.  COnntCTICOT  . WBSTBOBFa  CAHTAL  t.iui 


PINE  WOOD  8;-  'Lrifw.'’nd*J" } 

E8T.  iMo  Walter  A.  Thompson,  F.A.P.A.,  CUnical  Director 

Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 
A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate:  Commence  at  $125.00  per  week. 

N.  y City  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  FrL,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tue$.,  Thurs.,  Sat.  — RH  4-3700 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale>on-the-Hudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scienti6cally  air<onditioncd.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridgt  9-8440 


MURRAY  “SPACE”  SHOE 

Beware  of  Imitations 

Only  Murray  Makes  a "Space**  Shoe 
21  3 W.  58th  St.,  N.y.C.  Cl  7-1795 
Free  Literature  Upon  Request 


LAUNCH  HOPE 
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REAL  ESTATE  FOR  SALE  OR  RENT 


For  rent:  Physician’s  office — 700  sq.  ft.  Also  300  sq.  ft. 
Share  reception  room  with  dentist.  Established  location  E. 
Northport,  L.I.  ANdrew  1-2720,  ANdrew  1-6977. 


Brooklyn — Office  space  in  professional  building  with  M.D.’s 
& D.D.S.  Suitable  for  Psychiatrist.  Excellent  location  and 
transportation.  Reasonable — Phone-IN  7-5656. 


FOR  SALE— HOME  AND  OFFICE,  ROSLYN,  L.I.,  N.Y. 
Private  entrance  to  3V«  room  office,  plus  luxurious  8 room, 
2^/s  bath  home.  Panelled  den,  finished  basement,  maid’s 
room.  V4  acre,  landscaped.  Many  extras.  $35,000.  Phone 
MA  1-2444. 


Huntington,  L.I.  475  sq.  ft.  available  for  specialist  in  new 
fully  air-conditioned  professional  building.  On-site  parking. 
Partitioned  to  suit  tenant.  Located  in  Village  of  Huntington 
business  district.  44  Elm  Street.  HAmilton  1-4646. 


Massapequa  area,  L.I. — Medical  home— office  comb.  Choice 
corner  location — adjacent  school  and  shopping  center.  3 
bedrooms,  2 baths.  4^/2  room  office,  private  lavatory. 
Separate  entrance.  Rare  opportunity.  Lincoln  1-6241. 


Bayside,  L.I.  Custom  built  corner  home  and  office  combina- 
tion on  main  thorofare.  Excellent  transportation  facilities — 
ideal  for  general  practitioner.  Fieldstone  and  brick  exterior, 
8 rooms,  2V^  baths,  finished  basement,  perfect  condition,  ten 
years  old.  Wall  to  wall  carpeting  and  drapes  throughout. 
All  appliances  including  2 air  conditioners.  Convenient  to 
schools,  shopping.  $32,500.  RE  9-6980., t 


A lack  of  resources  no  bar.  Large  lovely  home  with  fully 
equipped  office  for  sale  in  small  town.  Southern  tier  of 
Western  New  York.  Second  doctor  badly  needed.  Early 
success  and  a very  good  income  assured.  Write  L.  Elton, 
M.D.  Addison.  New  York. 


Huntington — possible  home-office  combination  in  huge  ranch ; 
1/2  acre  cor.;  main  rd.;  new  resid.  section  and  growing; 
near  hosp.,  high  school,  next  to  new  elera.  school.  Area 
needs  M.D.  HA  3-8543  or  HA  1-1584. 


Colonial  brick  house — suitable  professional  office  and  home; 
natural  gas;  two  car  garage;  2Vz  acres;  landscaped;  black 
top  drive;  County  Seat.  $30,000.  AX  4-5826.  Goshen, 
New  York. 


Air  conditioned  office  space  available  July,  1961  in  new, 
attractive  professional  building.  Superb  location,  cen- 
tral Ave.,  Valley  Stream,  Long  Island.  Nine  medical  suites 
on  ground  floor,  seven  rented.  Available  for  Gu,  Obs-Gyn, 
Neuro,  Psych,  Derm,  Allergist,  Pathologist.  Call  LOcust 
1-1332. 


For  Rent:  Manhattan  office,  214  E.  31st  Street,  suitable 

physician  or  dentist.  Occupied  by  surgeon  who  is  moving 
upstairs.  Call  Mon,  Wed,  Fri  4 to  7 P.M.  MU  6-0223. 


Internist  or  G.P. : 25-year-old  Rochester,  N.Y. — Active  office- 
home  practice — corner — 5 min.  from  hospital — sale  or  rent. 
Fully  equipped.  Buy  inventory.  Grossing  $35,000  yearly. 
Write  Box  351,  N,  Y.  St.  Jr.  Med. 


Springfield  Gdns.,  L.I.,  N.Y. — Doctor's  8 rm.  house  and  5 rm- 
office  bldg,  adjoining.  2 car  garage.  Integrated  section.  1 
block  from  bus  stop.  Reply  Box  349,  N.  Y.  St.  Jr.  Med. 
or  call  LA  8-0806. 


Excellent  opportunity  to  re-establish  prominent  country  prac- 
tice; modern  fully  equipped  office  building  ready  for  use;  near 
hospital;  detached  home,  3 car  garage,  corner  fronting  main 
and  secondary  highways.  W’rite  E.  Gellert,  Kerhonkson. 
N.  Y.  Phone  Kerhonkson  2631. 


Wantagh,  L.I, — 69  ft.  ranch;  corner;  V*  acre;  main  tho- 
roughfare; 3V*  rm  off.  lav.;  7 rm.  residence  (3  bdrms,  2 
baths);  2 car  gar.  Fine  sandstone  front  and  landscaping. 
$960  tax,  $25,000  mortg. — $10, 000  cash,  incl.  off.  equip.  Call 
8U  5-7821. 


New  medical  building,  Rockland  County.  Space  and  oppor- 
tunity available  for  allergist,  dermatologist,  ENT,  neurolo- 
gist, ophthalmologist,  psychiatrist,  urologist.  C^  Spring 
Valley.  ELmwood  6-3310. 


FOR  SALE:  Doctor’s  home  & office  in  Massapequa,  Nassau 
County.  Located  on  main  street  with  home  entrance  on 
small  quiet  street.  Office  opposite  2 large  shopping  centers. 
Fully  equipped  office  with  central  air  conditioning  through- 
out house  and  office.  Large  active  pediatric  practice.  Suit- 
able for  any  specialty.  Leaving  practice  to  subspecialize. 
Call  Lincoln  1-8018. 


Uniondale  Professional  Building  (East  Hempstead  area) 
374  Uniondale  Avenue.  Air  conditioned.  Will  alter  to  suit. 
Private  lavatories.  Excellent  opportunity  for  general  prac- 
titioner or  specialist.  Mrs.  Desch  PI  1-6632. 


For  Sale:  Hampton  Bays,  L.I.  Suitable  for  professional 

use:  home — office;  6 bedrooms,  3 baths.  Furnished.  On 
top  of  a hill  on  1/2  acre  overlooking  Shinnecock  Bay  and 
Atlantic  Ocean.  Has  to  be  seen  to  be  appreciated.  FO 
4-8330  weekdays. 


Office  to  let — 3 rooms — ideally  suitable  for  specialist,  sep. 
entrance.  Gr.  Cent.  Pkway  & Main  St.,  Kew  Garden  Hills 
Call  Rosenberg,  AX  7-0419.  after  6 P.M.  $125. 


URGENT:  For  sale  in  Ridgefield,  Conn.,  suitable  for 

physician,  comf.  Col.  8-room  house,  2 baths,  furnished  or 
unfurnished.  DA  acres  landscaped.  Dr.  Royen.  ID 
8-6463. 


POSITIONS  WANTED 


Anesthestologist,  exceptionally  qualified  for  academic  or  clini- 
cal position.  Seeks  director  or  comparable  status  position. 
Curriculum  vitae  available.  N.  Y.  licensed.  Reply  Box 
350.  N.  Y.  St.  Jr.  Med. 


Obstetrician — Gynecologist,  Board  elipble,  married,  seeks 
association  in  individual  partnership  or  in  group  in  New  York 
City  area  or  suburbs.  Box  336,  N.  Y.  St.  Jr.  Med. 


General  Practitioner,  well  trained,  experienced,  seeks  loca- 
tion. practice  or  position  in  the  Metropolitan  area.  Box  341, 
N.  Y.  St.  Jr.  Med. 


Anesthesiologist,  female,  well  qualified;  individual  fee  for 
service;  preferably  away  from  N.Y.C.  Write  Box  346, 
N.  Y.  St.  Jr,  Med. 


Anesthesiologist:  New  York  Licensed  female,  married 

Spanish  speaking.  Seeks  location  in  New  York  State.  WiP 
consider  combination  with  General  Practice.  Write  Box  359, 
N.  Y.  St.  Jr.  Med. 


Board  Eligible  Internist.  Solo  G.P.  for  nine  years.  Age  37. 
Seeks  association  with  Group  or  Individual,  or  solo  location  in 
Metropolitan  New  York  City.  Call  Mr.  Wall.  WH  4-1893. 


Physician,  N.  Y.  licensed,  will  assist  a practitioner  in  obs. 
and  gyn.  No  salarv  required.  Write  Box  360,  N.  Y.  St. 
Jr.  Med. 


PHYSICIANS  WANTED 


LOCUM  TENENS — G.P.  or  internist.  Large,  busy  mid- 
town hotel,  NYC.  July  and  August.  Complete  coverage. 
Advantageous.  Write  Box  342,  N.  Y.  St.  Jr.  Med. 


Internist — Large  Midwest  hospital.  Must  be  board  eligible. 
Write  Box  234,  N.  Y.  St  Jr.  Med. 


Physician  Wanted — Male — for  July  and  August  in  upstate 
summer  resort,  to  assist  two  physicians.  Excellent  salary. 
Write  Box  343,  N.  Y.  St.  Jr.  Med. 


Wanted:  General  Practitioner,  young  or  middle  age,  to  join 
as  associate  or  partner,  good  general  practice  in  Northern  New 
York  college  town.  Hospital  admission  can  be  arranged. 
Write  Box  357,  N.  Y.  St.  Jr.  Med. 


Position  available:  Radiologist  to  direct  Tumor  Clinic  in 
upstate  New  York.  Deep  and  superficial  x-ray  therapy,  ra- 
dium and  isotopes.  Good  personnel  policies,  vacation,  sick 
leave,  retirement  and  social  security  benefits.  For  details, 
write  to  Box  344,  N.  Y.  St.  Jr.  Med. 


Town  desperate  for  doctor.  Unopposed.  Lovely  home  with 
office  avauable  with  excellent  terms.  Three  hospitals  within 
thirteen  miles.  Estimated  income  $35,000.  Contact  South 
Rutland  Grange,  So.  Rutland,  N.  Y. 


If  you  are  contemplating  General  Practice,  Ophthalmology 
or  ENT,  a choice  site  is  now  available  in  association  with  es- 
tablished G.P.  Call  Edward  W.  Bockstahler,  M.D.,  0180 
Transit  Road,  Depew,  New  York. 


Wanted:  Associate,  general  practice,  upper  New  York,  some 
experience  in  obstetrics.  Rapid  advancement,  alternating 
night  duty,  month’s  vacation,  guaranteed  income;  first 
year  S13,0i00  plus.  Congenial  group.  Box  327,  N.  Y.  St. 
Jr.  Med. 


Phyt.  Wanted:  Fastest  growing  town  in  Western  Suffolk 

County.  Space  for  rent  in  new  air-conditioned  bungalow 
office  occupied  by  established  dentist.  Ideal  area  for 
pediatrician.  Box  321,  N.Y,  St.  Jr.  Med. 


Adirondack  resort  community  desires  services  of  General 
Practicing  physician.  Beautiful  living  surroundings,  good 
sustaining  salary,  opportunity  for  service  to  several  neighbor- 
ing communities.  Write  Laura  Bird,  Town  Clerk,  Inlet, 
New  York,  or  call  Eagle  Bay  3631  for  an  appointment. 


Wanted:  House  Physician  for  Otolaryngology  Department. 

Applicant  must  have  license  or  certificate  from  E C F M G. 
Salary  open.  Write  Box  353,  N.Y.  St.  Jr.  Med. 


Young  doctor,  (or  graduating  intern)  with  knowledge  of  Ob- 
stetrics, to  join  established  Medical  Group  doing  General 
Practice  in  Queens.  Excellent  salary.  Object  ultimate 
partnership.  Box  364,  N.  Y.  St.  Jr.  Med. 


Physicians  wanted — male  & female,  licensed,  for  children’s 
camps,  July-Aug.  Good  salary,  free  placement.  3.50  mem- 
ber camps.  Dept.  P.  Assoc’n  Private  Camps,  55  W.  42nd 
St.,  New  York  36. 


PRACTICES:  FOR  SALE  OR  RENT 


General  practice  grossing  $50,000.  Fully  equipped  office, 
apartment  house.  Open  hospital.  Near  teaching  hospital. 
Greater  potential.  Ideal  for  partnership  or  ambitious  indi- 
vidual. Terms.  Box  337,  N.  Y.  St.  Jr.  Med. 


General  practice,  established  14  years,  active.  Home-office 
combination  in  Central  Hudson  Valley  Village.  Suitable  for 
solo  or  partners.  Terms  if  needed.  Box  339,  N.  Y.  St.  Jr. 
Med. 


Pediatric  practice  with  office  to  rent;  close  to  medical  school 
located  in  prosperous  urban  area.  Box  312,  N.  Y.  St.  Jr. 
Med. 


Practice,  fully  equipped  office  with  combination  office-resi- 
dence; very  successful  general  practitioner,  capital  district, 
died  suddenly  last  January.  Within  few  miles  several 
hospitals,  medical  college.  Unusual  opportunity.  Box  352, 
N.  Y.  St.  Jr.  Med. 


Due  to  sudden  death,  17  year  old  well  established  general 
practice  available  in  Amityville,  L.I.,  30  miles  from  NYC  with 
spacious  home  and  equipment.  Reasonable.  Tel.  week- 
days Mr  Pototzky,  NyC  BA  7-9467  or  Write  Box  358, 
N.  Y.  St.  Jr.  Med. 


General  Practice  and/or  living  quarters  for  sale.  Wonderful 
opportunity.  Ideal  location  in  Islip.  Long  Island.  JU. 
1-2266. 


For  Sale;  Completely  equipped  Brooklyn  office,  x-ray,  etc. 
Large  active  general  medical  and  surgical  practice.  Ex- 
cellent opportunity.  Retiring.  Write  Box  361,  N.  Y.  St. 
Jr.  Med. 


5 room,  completely  equipped  modern  office  in  rapidly  growing 
Queens,  NYC  area.  Internist  leaving  town  in  July.  Sacrifice. 
Will  Introduce.  Write  Box  356,  N.  Y.  St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33 ‘/«%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Practical  HYPNOSIS  taught.  Physician- Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  'Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


Philatelic  Hobby:  Is  this  one  of  your  preferred  relaxations? 
Or  maybe  additional  scientific  study?  On-hand  one  of  largest- 
selection  of  ERRORS,  VARIETIES  (even  for  advanced 
specialists).  Many  elusive  Topicals,  Air  Mails-incl  Medicine, 
Olympic,  Refugee,  Rotary,  UN,  FDR,  UPU,  I.G.Y.,  Proofs, 
etc.  An  accumulation  of  35  years!  Please  request  details  or 
approvals.  S.  Serebrakian,  Inc.,  P.O.B.  448,  Monroe,  N.  Y. 


Office  to  share:  excellent  location  in  Forest  Hills;  express 
subway  stop.  Call  BO  3-6488. 
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Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1961—25,372 


Count]/ 


Preaident 


Seeretar]/ 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

tHngs 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery . . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga.  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

CJlster 

Warren 

Washington. . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


William  H.  O’Brien Albany 

George  E.  Taylor,  Jr Cuba 

Leonard  L.  Heimoff Bronx 

George  C.  Hamilton . . . Binghamton 

James  F.  Durbin Olean 

Leonard  W.  Sincerbeaux.  . . Auburn 
Alfred  D.  Heinemann,  . . . .Dunkirk 

William  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

Thomas  C.  Seymour Hudson 

William  J.  McAuliffe Cortland 

Harold  W.  Hayne Sidney 

Morris  J.  Frank Beacon 

Eugene  J.  Hanavan Buffalo 

Rudolph  J.  Martin.  . . .Ticonderoga 
C.  Bradley  Sageman.  .Saranac  Lake 

Arthur  Howard Johnstown 

Myron  E.  Williams Batavia 

T.  Earl  McQuade Coxsackie 

Leo  L.  Heller Newport 

Rudolph  J.  Haas Chaumont 

Irving  M.  Fallin Brooklyn 

William  S.  Reed Lowville 

Stanley  J.  Jackson.  .Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Hobart  L.  Boyd Rochester 

Feori  F.  Pipito Amsterdam 

Reginald  M.  Steen Cedarhurst 

Bernard  J.  Pisani New  York 

John  T.  Donovan,  Jr Lockport 

Theodore  J.  Kantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

John  D.  Van  Zandt.  . .Tuxedo  Park 

Arnold  O.  Riley Holley 

John  B.  Riley Oswego 

Clinton  V.  Hawn Cooperstown 

Eugene  Lusardi Cold  Spring 

Monroe  M.  Broad Jamaica 

William  B.  McDonald. . North  Troy 

Isadore  Gordon Staten  Island 

G.  Gordon  Knight Piermont 

Alexander  E.  Dodds Edwards 

W.  M.  Moriarta. . .Saratoga  Springs 

Donald  C.  Walker Delanson 

Robert  Green wald Cobleskill 

Fritz  Landsberg Watkins  Glen 

Willard  L.  Hogeboom Willard 

Leon  M.  Roe Canisteo 

Anthony  Kohn Bay  Shore 

Lester  Lipson Monticello 

Henry  Kaine Spencer 

Noah  J.  Kassman Ithaca 

Vincent  Amatrano Kingston 

Raymond  L.  Rhodes. . . .Glens  Falls 

Peter  J.  Attwood Greenwich 

Charles  D.  Reeves Newark 

Arthur  H.  Diedrick . . . Port  Chester 

G.  Stanley  Baker Castile 

Vincas  Sirmenis Penn  Yan 


G.  Rehmi  Denton Albany 

Edward  W.  Briggs,  Jr..  . .Wellsville 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicot 

Frank  T.  Frost Olean 

Donald  W.  Delahanty Auburn 

Joseph  V.  Karnes Dunkirk 

James  A.  Mark Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Theodore  I.  Jacobus Cortland 

Marvin  Huyck Walton 

James  K.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Daisy  H.  Van  Dyke Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn.  . . Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Philip  T.  Cortese Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr..  .New  York 
William  C.  Niesen.  . . . Niagara  Fadls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames.  . . . Cooperstown 

John  Simmons Brewster 

Kurt  Rosenberg . . . Long  Island  City 

David  R.  Tomlinson Troy 

Sydney  Lang Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot . . Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  V.  Dewell Cobleskill 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer.  .Waterloo 

Milton  Tully Hornell 

Joseph  Lambert Bay  Shore 

Alan  R.  Fried. ,.  .Livingston  Manor 

George  F.  Pritchard Owego 

Robert  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey  . . . .Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  M.  Jones Bronxville 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker...  .Penn  Yan 


Arthur  J.  Sullivan Albany 

S.  I.  McMillin Houghton 

Herbert  G.  Cohen Bronx 

James  F.  Johnson Binghamton 

Ruth  R.  Knobloch ....  Little  Valley 

Joseph  T.  Birardi Auburn 

C.  Otto  Lindbeck Jamestown 

Francis  W.  Chamberlain.  . . .Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

Francis  W.  O’Donnell Buffalo 

Harold  J.  Harris Westport 

Daisy  H.  Van  Dyke Malone 

William  H.  Raymond . . . Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington . . . Watertown 

James  L.  O’Leary Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn. . .Mount  Morris 

Gareth  S.  West Chittenango 

Charles  D.  Sherman,  Jr. . . Rochester 
Robert  W.  Dunlap,  Jr. . . Amsterdam 

Robert  Park,  Jr Garden  City 

Adelaide  Romaine New  York  ' 

Glenn  E.  Jones Niagara  Falls 

Theodore  F.  Thomas Utica  | 

Clayton  H.  Hale Sjrracuse  j 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  Dispenza Albion 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Del  Campo Carmel 

Victor  S.  Lait Flushing 

John  A.  Enzien ’I’roy 

Charles  H.  Thom Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 
Kurt  H.  Meyerhoff . . . . Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer.  .Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone  ....  Bay  Shore 

Alan  R.  Fried Livingston  Manor 

George  F.  Pritchard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Wallace  M.  Sheridan.  .White  Plains 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker.. . .Penn  Yan 
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New  York  State  J.  Med. 


xlpw  would  you 
a tranquilizer 
specifically 
for  children? 


design 


wouldn’t  you  see  how  closely  these  atarax 
want  it  to  be : advantages  meet  your  standards: 


efficacious 

remarkably 
well  tolerated 


. . Atarax  appeared  to  reduce  anxiety  and  restlessness,  improve  sleep 
patterns  and  make  the  child  more  amenable  to  the  development  of  new 
patterns  of  behavior. . . i 

“The  investigators  were  impressed  with  the  lack  of  toxicity  and  minimal 
side  effects  which  were  observed  even  after  long-term  use.”  2 


palatable 


Delicious  ATARAX  syrup  pleases  even  the  balkiest  patient. 


Nor  is  that  all  atarax  has  to  offer.  In  the  allergic  child,  atarax  offers 
added  antihistaminic  action  to  help  control  asthma  and  urticaria. 3 In  fact, 
though  outstandingly  useful  in  children,!-*  ATARAX  equally  well  meets  the 
needs  of  the  elderly,  and  of  the  tense  working  adult  (it  calms,  seldom 
impairing  mental  acuity).  Why  not  extend  its  benefits  to  all  your  tense 
and  anxious  patients? 

Dosage:  For  children:  under  6 years,  50  mg.  daily;  over  6 years,  50-100  mg.  daily; 
in  divided  doses.  For  adults:  25  mg.  t.i.d.  to  100  mg.  q.i.d.  Supplied:  Tablets  10 
mg.  and  25  mg.,  in  bottles  of  100  and  500.  Tablets  100  mg.,  in  bottles  of  100. 
Syrup,  2 mg.  per  cc.,  in  pint  bottles.  Also  available:  Parenteral  Solution.  Prescrip- 
tion only. 

References:  1.  Freedman,  A.  M.:  Pediat.  Clin.  North  America  5:573  (Aug.)  1958. 

2,  Nathan,  L.  A.,  and  Andelman,  M.  B.:  Illinois  M.  J.  112:171  (Oct.)  1957. 

3.  Santos,  I.  M.  H.,  and  Unger,  L.:  Ann.  Allergy  18:179  (Feb.)  1960.  4.  Litchfield, 
H.  R.:  New  York  J.  Med.  60:518  (Feb.  15)  1960. 


PASSPORT 
TO  TRANQUILITY 

(brand  of  hydroxyzine) 

New  York  17,  N.  Y.  VITERRA  Capsules-Tastitabs 

Division,  Chas.  Pfizer  & Co.,  Inc.  —Therapeutic  Capsules  for 
Science  for  the  World’s  Well-Being®  vitamin-mineral  supplementation 
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introducing  a modern 
concept  in  nutrition. . . 


nutritionally  complete  food 


a nutritious  meal,  ready  to  drink 

to  supplement  inadequate  diets... to  replace  skipped  meals 

Nutrament  provides  a scientifically  balanced  ratio  of  protein-fat-carbohydrate. 
Each  12V2-ounce  serving  contains:  20  grams  of  quality  protein;  50  grains 
of  carbohydrate;  and  13.3  grams  fat,  with  added  vitamins  and  minerals. 


1024 


...  nutritional  support  in 
convenient,  tasty,  liquid  form 

\ • when  time,  habit,  or  circumstance  interfere  with  good  nutrition 

Nutrament  may  be  used  by  individuals  who  skip  breakfast  or  luncli  or  do  not  eat  properly  because 
I of  busy  schedules  or  faulty  eating  habits;  and  by  those  adolescents  whose  poor  dietary  selections 

I fail  to  meet  their  nutritional  needs  so  important  during  this  period  of  active  growth.' 

, • when  nutritional  deficiencies  threaten  or  require  correction 

I Nutrament  also  is  useful  for  obstetric  patients  who  often  require  sound,  easily  tolerated,  and  con- 

venient nutritional  supplementation  during  pregnancy  and  lactation;^  and  for  geriatric  and  other 
patients  who  cannot  or  will  not  maintain  proper  nutrition  because  of  poor  dentition,^’’*  faulty  eating 
habits,''*  or  lack  of  interest  in  eating.*'* 

• when  oral,  dental,  or  surgical  problems  prevent  ingestion  of  solid  food 

Nutrament  liquid,  sipped  directly  from  a glass  or  through  a straw,  may  he  used  to  provide  good 
nutrition  in  patients  who  are  unable  to  chew  solid  foods  or  in  whom  solids  are  contraindicated. 

• when  hospital  and  convalescent  diets  require  supplementation 

Even  though  prescribed,  adequate  diets  may  not  he  consumed  because  of  the  difficulty  of  providing 
personalized  nutritional  supplementation  and  encouragement  of  feeding.*  Nutrament  is  easily 
adjusted  to  the  individual  patient’s  needs;  provides  excellent  nutritional  support;  requires  no 
special  preparation. 


scientifically  formulated  to  provide 
all  known  essential  nutrients 

Each  12V^  fi.  oz.  can  of  Nutrament  liquid  provides  400 
calories.  Caloric  Distribution:  protein  — 20%;  fat  — 30%; 
carbohydrate— 50% ; plus  following  vitamins  and  minerals: 


%AADR 

Vitomin  A (U.S.P.  Units) 1250  30 

Vitomin  D (U.S.P.  Units) 125  30 

Vitamin  C,  mg 50  166 

Thiomine,  mg 0.5  50 

Riboflavin,  mg 0.6  50 

Niacinamide,  mg 5.0  50 

Calcium,  Gm 0.5  67 

Phosphorus,  Gm 0.4  53 

Iron,  mg 4 40 

Iodine,  meg 60  60 

Vitomin  E (Int.  Units) 2.5 

Pyridoxine,  mg 0.4 

Vitamin  Bi^,  meg 0.5 

Colcium  pantothenate,  mg 2.0 

Sodium,  Gm 0.2 

Potossium,  Gm 0.9 

Copper,  mg 0.5 

Mongonese,  mg 1.0 

Fiber,  Gm 0.55 


readily  accepted  by  patients 

Nutrament  liquid  requires  no  special  preparation.  The 
smooth  texture  and  appealing  taste  of  Nutrament  make  it 
readily  acceptable.  Equally  delicious  served  hot  or  cold. 
Nutrament  also  has  a high  satiety  value. 


supplied 

In  12'^•^uid•ounce  cans,  chocolate  and  vanilla  flavors. 
Conveniently  available  at  drug  and  food  stores. 


refei'ences 

(1)  Jolinston,  J.  A.:  Ann.  New  York  Acad.  Sc.  69:881-901  (Jan.  10) 
1958.  (2)  Burke,  B.  S.,  and  Kirkwood,  S.  B.,  in  Greenhiil,  J.  R: 
Obstetrics,  ed.  12,  Philadelphia,  W.  B.  Saunders  Company,  1960,  pp. 
126-131.  (3)  Skillman,  T.  G.;  Hamwi,  G.  J.,  and  May,  C.:  Geriatrics 
15:464-472  (June)  1960.  (4)  Shaw.  J.  H..  in  Wohl.  M.  G.,  and  Good- 
hart,  R.  S.:  Modern  Nutrition  in  Health  and  Disease,  ed.  2,  Phila- 
delphia, Lea  & Febiger,  1960,  pp.  558-601.  (5)  Campbell,  D.  G.: 
ibid,  pp.  888-910.  (6)  Abbott,  W.,  in  Allison,  J.  B.:  Ann.  New  York 
Acad.  Sc.  69:1018-1022  (Jan.  10)  1958. 


ingredients 

Whole  milk,  skim  milk,  sugar,  soy  flour,  Dextri-Maltose,®  (maltose 
and  dextrins  derived  from  enzymic  action  of  choice  barley  malt 
on  selected  corn  flour)  starch,  chondrus  extract,  sodium  alginate, 
vitamin  A palmitate,  calciferol,  sodium  ascorbate,  thiamine  hydro- 
chloride, niacinamide,  ferrous  sulfate,  sodium  iodide,  d-alpha-to- 
copheryl  acetate,  pyridoxine  hydrochloride,  cyanocobalamin,  calcium 
pantothenate,  salt,  cupric  carbonate,  manganese  sulfate,  cocoa 
and/or  vanilla  flavor. 


tC2«l 


Edward  Dalton  Co. 

A DIVISION  OF 

MEAD  JOHNSON  & COMPANY 


Quality  products  from  nutritional  research 
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STOPS  THE  ASTHMA  ATTACK 
IN  MINUTES. ..FOR  HOURS... 
ORALLY 


ELIXOPHYLLIN 


RAPID  RELIEF  IN  MINUTES  — in  15  min- 
ytesi-2.3  mean  theophylline  blood  levels  are  comparable  to  I.  V. 
aminophylline — so  that  severe  attacks  have  been  terminated 
in  10  to  30  minutes.^’ 


SUSTAINED  RELIEF  FDR  HOURS  — After 
absorption  theophylline  is  slowly  eliminated  during  a 9-hour 
period,^  making  possible  t.i.d.  ’round-the-clock  protection  in 
chronic  cases.  Note:  With  Elixophyllin  the  patient  can  learn 
to  abort  an  attack  in  its  incipient  stage. 


NO  UNNEEDED  SIDE  EFFECTS  — Since 
Elixophyllin  does  not  need  “auxiliaries,”  it  contains  no  ephed- 
rine — no  barbiturate  — no  iodide  — no  steroid.  Gastric  distress 


is  rarely  encountered.^'^ 


Each  tablespoonful  (15  cc.)  contains 
theophylline  80  mg.  (equivalent  to 
100  mg.  aminophylline)  in  a hydro- 
alcoholic vehicle  (alcohol  20%). 


ACUTE  ATTACKS! 

single  dose  of  75  cc.  for  adults;  0.5 
cc.  per  lb.  of  body  weight  for  children. 

24  HOUR  CONTROL 

for  adults  45  cc.  doses  before  break- 
fast, at  3 P.M..  and  before  retiring; 
after  two  days,  30  cc.  doses.  Children, 
first  6 doses  0.3  cc.— then  0.2  cc. 
per  lb.  of  body  weight  as  above. 


lf> 

Average  increase  in  vital  capacity 
produced  by  Elixophyllin,  75  cc., 
in  acute  asthmatic  attacks.’ 


REFERENCES:  I.  Kessler,  F.:  Connecticut  M J Ef:205  (March)  1957.  2.  Schlueer,  J.; 
McGinn,  J.T.,  and  Hennessy,  O.J.;  Am  J.  Med.  Sci.  ^■?3;296  (March)  1957.  3.  Kessler,  F.: 
Med.  Times  (Oct.)  1959.  4.  Burbank,  8.;  Schiuger,  J..  and  McGinn,  J.;  Am.  J.  Med.  Sci. 
234:2Z  (July)  1957.  5.  Spielman,  A.D.:  Ann.  Allergy  75:270  (June)  1957. 6.  Greenbaum, 
J.:  Ann.  Allergy  (May-June)  1958.  7.  Waxier.  S.H.,  and  Shack.  J.A.:  J.A.M.A.  743:736 
(1950).  8.  Bickerman.  H.A.,  and  Barach,  A.L.,  in  Modell,  W.:  Drugs  of  Choice  1960- 
1961,  St.  Louis,  The  C.V.  Mosby  Company.  1960,  p.  516.  9.  Wilhelm,  R.E.,  Conn,  H.F.:  In 
Current  Therapy— 1961,  Philadelphia,  W.B.  Saunders  Company,  p.  417. 
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Use  of  pHisoHex  for  washing  the  skin  aug- 
ments any  other  therapy  for  acne  — brings 
better  results.  Now,  pHisoAc  Cream,  a new 
acne  remedy  for  topical  application,  sup- 
presses and  masks  lesions  — dries,  peels  and 
degerms  the  skin.  Together,  pHisoHex  and 
pHisoAc  provide  basic  complementary  topical 
therapy  for  acne. 

pHisoHex,  antibacterial  detergent  with  3 per 
cent  hexachlorophene,  removes  soil  and  oil 
better  than  soap  — provides  continuous  de- 
germing  action  when  used  often.  pHisoHex  is 
nonalkaline,  nonirritating  and  hypoallergenic. 

When  pHisoAc  Cream  is  used  with  pHisoHex 
washings,  it  unplugs  follicles,  helps  prevent 


development  of  comedones,  pustules  and 
scarring.  New  pHisoAc  Cream  is  flesh-toned, 
not  greasy.  It  contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  percent,  and  hexachloro- 
phene 0.3  per  cent  in  a specially  prepared 
base.  pHisoAc  is  pleasant  to  use. 

A new  “self-help”  booklet.  Teen-aged?  Have 
acne?  Feel  lonely?,  gives  important  psycho- 
logic first  aid  for  patients  with  acne  and 
describes  the  proper  use  of  pHisoHex  and 
pHisoAc.  Ask  your  Winthrop  representative 
for  copies. 

pHisoAc  is  available  in  IV2  oz.  tubes  and 
pHisoHex  is  available  in  5 oz.  plastic  squeeze 
bottles  and  in  bottles  of  16  oz. 


pHisoHex"  and  pHisoAc  for  acne 

* ■ trademark 


' LABORATORIES  I 
New  York  18.  N.  Y. 
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only  2 seconds  to  specify 

mnximuiii 

quniiTV 


It  takes  only  2 seconds  to  specify 
"THYROID  ARMOUR"  on  a 
prescription  blank,  yet  these  words 
represent  the  highest  grade  thyroid 
available,  manufactured  with 
all  the  control  skills  learned  during 
three-quarters  of  a century  of 
experience  with  endocrine  products. 
THYROID  ARMOUR  is  the  original 
standard  of  comparison  for  all 
thyroid  preparations,  and  is 
regarded  throughout  the  world 
as  the  quality  thyroid  product. 

ARMOUR  PHARMACEUTICAL  COMPANY 

KANKAKEE,  iLUNois  ArmouT  Meatis  Protection 


THYROID  U.S.P. 

Thyroid  Tablets  (Armour)  are  prepared  from  fresh 
selected  glands,  desiccated  and  standardized  by  official 
U.S.P.  method  to  contain  0.2  percent  of  iodine  in  thyroid 
combination.  Thyroid  Powder  U.S.P.  (Armour)  is 
standardized  and  of  uniform  potency.  USES:  Thyroid 
deficiencies,  cretinism,  myiedema.  nodular  goiter  (non- 
toxic), non-nodular  goiter.  A variety  of  clinical  condi- 
tions will  respond  to  the  use  of  Thyroid  (Armour)  when 
subclinical  hypothyroidism  is  involved,  i.e.,  gynecologic 
conditions  such  as  functional  menstrual  disorders,  ster- 
ility. habitual  abortion;  recurring  conjunctivitis  .certain 
types  of  anemias  and  obesity;  and  certain  changes 
which  occur  in  hair,  skin  and  fingernails.  DOSAGE:  Vi 
to  5 grains  daily  as  required  by  clinical  condition. 
Therapeutic  effect  develops  slowly  and  lasts  for  two 
months  or  longer.  Thus  the  daily  dose  may  be  given  as 
a single  dose  (preferably  in  the  morning)  rather  than 
severaltimes daily.  Patientstreated  with  thyroid  should 
be  continuously  under  the  physician's  observation. 
CONTRAINDICATIONS:  Heart  disease  and  hyperten- 
sion, unless  the  metabolic  rate  is  low.  SUPPLIED: 
Tablets— bottles  of  100,  1000  and  larger:  potencies  of 
Vi.  Vi.  1,  2 and  S grains.  Powder— 1 oz.  4 oz  .and  1 lb. 
bottles. 


^Jan.  1961,  A.  P.  Co. 
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For  your 

OB-GYN 

patients: 

fight 

infection, 

facilitate 

healing 


Administered  before  and  after  cervicovaginal  surgery, 
irradiation,  delivery,  and  office  procedures  such  as  cau- 
terization, Furacin  helps  to  provide  a shorter,  more 
comfortable  convalesceyice.  Infection  is  promptly  con- 
trolled; discharge,  irritation  and  malodor  reduced; 
healing  hastened.  Furacin  is  highly  active  in  the  pres- 
ence of  exudates,  yet  is  nontoxic  to  regenerating  tissue, 
does  not  induce  significant  bacterial  resistance  nor  en- 
courage monilial  overgrowth. 


brtnd  of  nitrofurazono 


Vaginal  Suppositories 

Furacin  0.3%  in  a water-miscible  base 
which  melts  at  body  temperature.  Box 
of  12,  each  2 Gm.  suppository  hermet- 
ically sealed  in  yellow  foil. 

Cream 

Furacin  0.2%  in  a fine  cream  base, 
water-miscible  and  self-emulsifying  in 
body  fluids.  Tubes  of  3 oz.,  with  plastic 
plunger-type  vaginal  applicator. 

THE  NITROFURANS- 

a unique  class  of  antimicrobials 

EATON  LABORATORIES,  NORWICH,  NEW  Y0R£ 


1633 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK  {Continued  from  page  1632) 


Section  Officers 

1960-1961 


ALLERGY 

Samuel  J.  Prigal,  Chairman New  York 

Francis  E.  Ehret,  Vice-Chairman Erie 

Harry  Leibowitz,  Secretary Kings 

Alexander  Chester,  Delegate Kings 

ANESTHESIOLOGY 

Richard  Ament,  Chairman Erie 

Louis  S.  Blancato,  Vice-Chairman Westchester 

Solomon  G.  Hershey,  Secretary Bronx 

Vincent  J.  Collins,  Delegate New  York 

CHEST  DISEASES 

Emil  A.  Naclerio,  Chairman New  York 

Henry  W.  Leetch,  Vice-Chairman Franklin 

Harry  Golembe,  Secretary Sullivan 

Arthur  Q.  Penta,  Delegate Schenectady 

DERMATOLOGY  AND  SYPHILOLOGY 

Richard  L.  Saunders,  Chairman Niagara 

Royal  M.  Montgomery,  Vice-Chairman.  .New  York 

Joseph  J.  Russo,  Secretary Albany 

David  Bloom,  Delegate New  York 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Michael  R.  Deddish,  Chairman New  York 

Victor  W.  Logan,  Vice-Chairman Monroe 

I.  Richard  ScWartz,  Secretary Kings 

Sidney  M.  Fierst,  Delegate Kings 

GENERAL  PRACTICE 

Herbert  A.  Laughlin,  Chairman Chautauqua 

Lawrence  Ames,  Vice-Chairman Kings 

Charles  R.  Harris,  Secretary Monroe 

Royal  S.  Davis,  Delegate Westchester 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Harry  A.  Hanson,  Chairman Monroe 

Raymond  J.  Murray,  Vice-Chairman Nassau 

Marvin  L.  Amdur,  Secretary Erie 

Norman  Plummer,  Delegate New  York 

LEGAL  MEDICINE 

Henry  Siegel,  Chairman Queens 

Herbert  Lansky,  Vice-Chairman Erie 

Sidney  B.  Weinberg,  Secretary Suffolk 

Reuben  M.  Dicker,  Delegate Queens 

MEDICINE 

Albert  H.  Douglas,  Chairman Queens 

Walter  T.  Zimdahl,  Vice-Chairman Erie 

Aaron  Feder,  Secretary Queens 

John  R.  Williams,  Jr.,  Delegate Monroe 

NEUROLOGY  AND  PSYCHIATRY 

Frederick  H.  Hesser,  Chairman Albany 

Murray  E.  Margulies,  Secretary Kings 

Harry  A.  Kaplan,  Delegate Kings 

OBSTETRICS  AND  GYNECOLOGY 

Bernard  J.  Pisani,  Chairman New  York 

Robert  E.  L.  Nesbitt,  Jr.,  Vice-Chairman . . .Albany 

Robert  S.  Millen,  Secretary Nassau 

Richard  W.  Baetz,  Delegate Erie 


OPHTHALMOLOGY 

Ivan  J.  Koenig,  Chairman Erie 

Bernard  Kronenberg,  Vice-Chairman'^. . New  York 

John  A.  Cetner,  Secretary Albany 

James  I.  Farrell,  Delegate Oneida 

ORTHOPEDIC  SURGERY 

Carmelo  C.  Vitale,  Chairman Kings 

Crawford  J.  Campbell,  Secretary Albany 

Frederick  Lee  Liebolt,  Delegate New  York 

OTOLARYNGOLOGY 

George  M.  Trainor,  Chairman Monroe 

John  F.  Daly,  Vice-Chairman New  York 

Marshall  Y.  Soldineer,  Secretary Erie 

Daniel  C.  Baker,  Jr.,  Delegate New  York 

PATHOLOGY,  CLINICAL  PATHOLOGY,  AND 
BLOOD  BANKING 

Theodore  T.  Bronk,  Chairman Erie 

N.  M.  Fedde,  Vice-Chairman Richmond 

George  K.  Higgins,  Secretary New  York 

John  J.  Clemmer,  Delegate Albany 

PEDIATRICS 

Hugh  F.  Leahy,  Chairman Albany 

Harry  R.  Litchfield,  Vice-Chairman Kings 

Samuel  Karelitz,  Secretary Nassau 

Richard  A.  Downey,  Delegate Erie 

PHYSICAL  MEDICINE 

William  H.  Georgi,  Chairman Erie 

Joseph  G.  Benton,  Vice-Chairman New  York 

Victor  Cummings,  Secretary Bronx 

Henry  Fleck,  Delegate Bronx 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Edward  R.  Schlesinger,  Chairman Albany 

Theodore  Rosenthal,  Vice-Chairman New  York 

Malcolm  A.  Bouton,  Secretary Schenectady 

William  E.  Mosher,  Delegate Erie 

RADIOLOGY 

Paul  A.  Reimenschneider,  Chairman Onondaga 

William  B.  Seaman,  Vice-Chairman New  York 

Charles  E.  Sherwood,  Secretary Monroe 

Frank  J.  Borrelli,  Delegate New  York 

SPACE  MEDICINE 

Constantine  D.  Generales,  Chairman.  . . .New  York 
SURGERY 

Vernon  Weinstein,  Chairman New  York 

Harold  G.  Barker,  Vice-Chairman New  York 

Charles  E.  Wiles,  Secretary Erie 

Harry  W.  Hale,  Jr.,  Delegate Erie 

UROLOGY 

Howard  T.  Thompson,  Chairman Monroe 

Gustavus  A.  Humphreys,  Vice-Chairman 

New  York 

Donald  F.  McDonald,  Secretary Monroe 

E.  Craig  Coats,  Delegate New  York 


Session  Officers 

1960-1961 

HISTORY  OF  MEDICINE 

John  A.  Benjamin,  Chairman Monroe 


1634 


THESE  673,000 
PEOPLE  IN 
NEW  YORK  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
New  York  there  are  at  least  673,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  RACK: 

UBimiM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  awakens  the  patient’s  desire  for  solid 
food  and  helps  to  control  withdrawal  symptoms.  The 
complications  of  chronic  alcoholism,  including  hallu- 
cinations and  delirium  tremens,  can  often  be  alleviated 
with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 

LIBRIUM®  Hydrochloride  — 7 -chIoro-2- methy  la  mi  no - 
nnnilp  5-phenyl-3H-l. 4-benzodiazepine  4-oxtde  hydrochloride 

mm  ROCHE 

LjOll^J  LABORATORIES  Division  of  Hoffmann-La  Roche  Inc. 


do  all  you  can 
wl^ever 
there  is  local 
inSammationI 
swelling/ pain... 

ARIDASE 


STREPTOKINASE-STREPTODORNASE  LEDERLE 


buccal  tablets 

“Normal”  recovery  is  not  enough.  Now,  by  adding  V ARIDASE  to  your 
procedure,  you  can  release  your  patient  from  the  stress  and  pain  of 
a “normal”  recovery— put  comfort  in  convalescence,  shorten  the  re- 
covery cycle,  and  reap  the  reward  of  greater  patient  appreciation. 

• In  treating  refractory,  chronic  conditions,  VARIDASE  therapy  gives  added  im- 
petus to  recovery.  In  common,  self-limiting  conditions,  VARIDASE  provides  an 
easier  convalescence  with  faster  return  to  constructive  living.  This  can  be  of  major 
importance  even  to  the  patient  with  a “minor”  condition.  • VARIDASE  Buccal 
Tablets  are  indicated  to  control  inflammation  following  trauma  or  surgical  proce- 
dures, and  in  suppurative  or  inflammatory  lesions  of  subcutaneous  and  deep  tissues. 


• Precautions:  VARIDASE  has  no  adverse  effect  on  normal  blood  clotting.  Care  should 
be  taken  in  patients  on  anticoagulants  or  with  a deficient  coagulation  mechanism.  When 
infection  is  present,  VARIDASE  Buccal  Tablets  should  be  given  in  conjunction  with 
antibiotics. 


• Dosage:  One  buccal  tablet  four  times  daily  usually  for  five  days.  To  facilitate  absorp- 
tion, patient  should  delay  swallowing  saliva. 

• Supplied:  Each  tablet  contains  10,000  Units  Streptokinase,  2,500  Units  Streptodornase. 
Boxes  of  24  and  100  Tablets. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River.  New  York 


VIDESPREAD  EXPERIENCE 

N RESISTANT  ‘STAPH’  INFECTIONS 

ffirms  the  clinical  significance  of  its  unique  property  of  virtually 

withstanding  destruction  by  staphylococcal  penicillinases' 


"TDESPREAD  EXPERIENCE 
N RESISTANT  ‘STAPH’  INFECTIONS 

ffirms  that  Staphcillin  is  free  from  such  toxic  hazards  as  hearing 
npairment,  renal  damage,  and  blood  dyscrasias  characteristic 
■ other  antibiotics  active  against  resistant  staphylococci'""  " 


STAPHCILLIN  THERAPY. . . 

Summary  of  response  in  staphylococcal  disease 


TYPE  OF  INFECTION 


Soft  tissue  infection 

Lower-respiratory 

(pneumonia,  empyema 
bronchitis,  lung  abscess) 

I 

Osteomyelitis 

Septicemia 

Endocarditis 

(acute  & subacute) 

1 

I 

Genitourinary 

Upper  respiratory 

Enterocolitis 

CNS  (abscesses  and 
meningitis) 

Septic  arthritis 


433 


349 


25  - 


26 


33(7) 


*[S-satisfactory  response;  improved  or  cured]  [NC-no  change]  [l-indeterminate  response;  not  stated  or 
insufficient  data]  [D-died;  ( )-No.  of  deaths  due  to  infection;  other  deaths  were  due  to  causes  such  as 
coronary  thrombosis,  pulmonary  embolism,  terminal  carcinoma,  etc.] 

The  data  in  the  above  table  were  compiled  from  published  articles  and  reports  to 
The  Department  of  Clinical  Investigation  of  Bristol  Laboratories. 


Of  the  433  patients  included  in  this  summary,  256  received  one  or  more  of 
21  different  antibacterial  agents  prior  to  initiation  of  Staphcillin  therapy. 
Among  these  patients,  147  received  chloramphenicol,  72  received  erythromycin, 

34  received  kanamycin,  28  received  novobiocin,  28  received  vancomycin. 

The  two  major  reasons  given  for  discontinuing  other  antibiotics  were: 

1.  previous  antibiotic  was  ineffective;  2.  previous  antibiotic  demonstrated  toxicity. 


STAPHCILLIN . . . EFFECTIVE  IN 

life-threatening  infections 

CAUSED  BY  RESISTANT  STAPHYLOCOCCI 


Endocarditis,  Septicemia, 
and  Osteomyelitis 

A 10-year-old  boy  was  admitted  to  the 
hospital  on  August  11,  1960,  acutely  ill 
with  high  fever,  and  severe  pain  and  swell- 
ing of  the  right  knee,  right  thigh,  ^d  right 
elbow.  Six  days  before,  he  had  injured  his 
right  knee.  On  admission  he  had  a systolic 
nuirmur.  A short  time  later  cardiac  en- 
largement, slurring  of  speech,  and  ataxia 
of  the  right  arm  and  leg  developed.  Blood 
culture  revealed  an  abundant  growth  of 
I ) igulase-positive  staphylococci;  the  same 
organisms  were  later  identified  in  material 
(Irnin^  from  a large  abscess  surroimding 
part  of  the  right  femur,  which  was  de- 
nuded of  periosteum.  The  diagnosis  was 
acute  osteomyelitis,  septicemia,  and  endo- 
[carditis  caused  by  staphylococcal 
infection. 

Over  a period  of  7 weeks,  the  following  an- 
tibiotica  were  administered,  but  were  dis- 
( ontinued  because  of  inadequate  improve- 
ment or  toxicity:  penicillin  G,  tetracy- 
cline, chloramphenicol,  kanamycin,  van- 
comycin, novobiocin,  erythromycin,  and 
I istocetin.  Staphcillin  was  started  on  Sept. 
[29, 1960, 1 Gm.  I.M.,  q.6h.  (later  reduced 
to  3 Om.  daily) , and  was  given  for  54  days. 
Shortly  following  initiation  of  this  ther- 
apy, he  became  afebrile,  and  there  was 
marked  clinical  improvement  thereafter. 
There  were  no  side  effects  from  Staph- 
cillin. As  of  March,  1961,  he  had  had  no 
recurrence  of  the  infection,  was  afebrile, 
had  gained  weight  and  the  ataxia  and 
t^peech  defect  had  almost  disappeared. 
There  was  residual  heart  murmur.  There 
were  signs  of  osteomyelitis  in  the  right 
femur  on  X-ray  examination. 

Gini,  W.  E.>  Report  to  Dept,  of  Clin. 

>«««».,  Brittol  Laboratories. 


Empyema  and  Concurrent 
Pseudomonas  Wound  Infection 
A 6l-year-old  male  was  injured  in  an  auto- 
mobile accident.  He  was  operated  upon 
for  lacerations  of  the  spleen,  left  dia- 
phragm, pericardium,  and  left  ventri- 
cle. He  later  developed  a Staph,  aureus 
empyema  and  a Pseudomonas  aeruginosa 


abdominal  wound  infection.  Chloram- 
phenicol, erythromycin,  and  penicillin  G 
were  given,  but  discontinued  because  of 
inefficacy.  Staphcillin  was  then  admin- 
istered, 2 Gm.  q.i.d.,  for  30  days.  Poly- 
myxin B was  administered  concurrently 
for  the  Pseudomonas  infection.  The  con- 
dition was  improved,  with  apparent  elimi- 
nation of  all  infecting  bacteria. 

Hewitt,  W.  L.:  Report  to  Dept,  of  Clin. 

Invest.,  Bristol  Laboratories. 


Pneumonia  following 
Laparotomy 

A 37-year-old  man  had  a laparotomy  per- 
formed at  which  acute  pancreatitis  was 
found.  Postoperatively,  he  developed  a bi- 
lateral staphylococcal  bronchopneumonia. 
The  organism  was  resistant  to  penicillin 
G.  Before  the  laboratory  tests  were  re- 
ported, he  had  been  given  massive  doses 
of  penicillin  G for  three  days  with  no  tem- 
perature response.  Staphcillin  was  given 
intravenously,  1 Gm.  every  four  hours, 
after  which  his  temperature  became  nor- 
mal in  48  hours,  “and  his  clinical  response 
was  most  gratifying.” 


Brancti,  A.i  Boiger,  K.  C.;  lee.  R.  W.,  and 
Power,  E.  E.:  Csnad.  M.  A.  J.  83:991 
(Nov.  S)  1960. 


Enterocolitis  after 
Abdominal  Surgery 
A 65-year-old  woman  had  profuse  watery 
diarrhea  3 days  after  an  abdominal  opera- 
tion. She  became  acutely  ill,  with  a 
temperature  of  103"F.,  tachycardia,  leuko- 
cytosis, and  fluid  and  electrolyte  loss. 
Staphylococci  in  pure  culture  were  identi- 
fied on  stool  smear  and  culture.  Tetra- 
cycline, which  she  had  been  receiving 
since  operation,  was  discontinued,  and 
Staphcillin  (1.5  Gm.  every  6 hours)  admin- 
istered parenterally.  Within  48  hours  she 
was  afebrile,  and  the  diarrhea  had  sub- 
sided. Staphylococci  were  eliminated  from 
the  stool.  She  received  Staphcillin  for  8 
days,  and  was  discharged  as  well  on  the 
11th  postoperative  day. 

Rutenburg,  A.  M.;  Greenberg.  H.  L..  and 
Schwelnburg,  F.  B.;  New  Eng.  i.  Med. 

283:1174  (Dec.  8)  1960. 


STAPHCILLIN . . . EFFECTIVE  IN 

SKIN,  SOFT  TISSUE  AND  BONE  INFECTIONS 

CAUSED  BY  RESISTANT  STAPHYLOCOCCI 


Persistent  Multiple  Boils 
A 58-year-old  male,  who  for  many  weeks 
had  suffered  from  multiple  boils  from 
which  resistant  staphylococci  were  iso- 
lated, was  treated  for  3 days  with  sodium 
methicillin,  1 Gm.,  q.  4 h.,  followed  hy  1 
Gm.  q.  6 h.  for  another  3 days.  Previous 
treatment  with  chloramphenicol  and  ery- 
thromycin had  been  imsuccessful.  At  the 
end  of  the  6-day  period  there  was  complete 
resolution  of  all  the  boils,  and  the  patient 
was  discharged  from  the  hospital.  There 
has  been  no  recurrence. 

Knudsen,  E.  T.,  and  Rolinson,  G.  N.: 

Brit.  M.  J.  11:700  (Sept.)  1960. 


Cellulitis  and  Abscess 
A 22-year-old  male  was  treated  lor  cellu- 
litis and  purulent  abscess  of  the  left  thigh, 
resulting  from  a wound.  Staph,  aureus, 
resistant  to  penicillin  G,  was  isolated  from 
the  wound  tissue.  Penicillin  G,  tetracy- 
cline, and  erythromycin  proved  ineffec- 
tive. Staphcillin  was  then  administered  for 
17  days,  1 Gm.,  5 times  daily.  The  elimi- 
nation of  the  infective  organisms  was 
impressive. 

Bunn,  P.  A.:  Report  to  Dept,  of  Clin.  Invest., 

Bristol  Laboratories. 


Submandibular  Abscess 
A 24-year-old  man  was  suffering  from  a 
submandibular  abscess  secondary  to 
obstruction  and  infection  in  the  subman- 
dibular duct.  This  abscess  was  drained 
surgically  three  days  before  antibiotic 
therapy,  and  a heavy  growth  of  coagulase- 
positive  Staph,  aureus  was  cultured  from 
the  wound.  He  was  given  chloramphenicol 
(to  which  the  organism  was  reported  sen- 
sitive) for  7 days,  but  continued  to  have  a 
positive  culture,  Staphcillin  was  then 
given  intramuscularly  for  one  week.  The 
temperature  dropped  from  99.6®F.  to  nor- 
mal within  24  hours.  The  drainage  soon 
disappeared.  The  patient  recovered,  and 
was  discharged  from  the  hospital  two 
weeks  later  without  any  subsequent  anti- 
biotic treatment. 


Osteomyelitis  of  Femur  — 

Recurrent  for  3 Years 
A 42-year-old  woman  had  a recurrent 
osteomyelitis  of  the  left  femoral  shaft  for 
three  years.  Upon  this  admission  to  the 
hospital,  swelling,  heat  and  tenderness  of 
the  thigh  were  present.  Operation  revealed 
a purulent  abscess  extending  into  the 
medullary  bone.  Cultures  showed  Staph, 
aureus.  The  patient  was  treated  with 
Staphcillin  and  probenecid  for  6 days,  fol- 
lowing which  the  drainage  became  tem- 
porarily negative  for  staphylococci.  After 
an  interval  of  10  days,  a second  course  of 
the  same  treatment  was  started.  Eight 
days  later,  the  drainage  became  negative 
for  staphylococci,  and  subsequently  the 
incisions  closed.  The  patient  was  treated 
for  a total  of  35  days,  and  was  discharged 
as  symptomatically  improved.  She  was  re- 
admitted two  months  later,  and  was  again 
treated  with  8 Gm.  of  Staphcillin  and  IVi 
Gm.  of  probenecid  per  day,  for  three 
months,  with  recovery. 

Rifkind.  D.,  and  Knight,  V.!  Report  to 
Dept,  of  Clin.  Invest..  Bristol  Laboratories. 

Retropharyngeal  Abscess 
A 24-year-old  male  was  treated  for  a pre- 
vertebral,  retropharyngeal  abscess.  The 
infection  was  caused  by  Staph,  aureus, 
phage  type  80/81.  Tetracycline,  novobio- 
cin, and  vancomycin  were  only  partially 
effective.  Staphcillin  was  then  given  I.M., 
1 Gm.  6 times  per  day,  for  24  days.  The 
patient  was  cured.  There  was  a mild  local 
reaction,  at  the  site  of  injection. 

Thompson.  R.  A.:  Report  to  Dept,  of  Clin.  Invest.. 

Bristol  Laboratories. 

Multiple  Carbuncles  and  Furunculosis 
A 53-year-old  male  orderly  with  multiple 
carbuncles  and  furuncles,  from  which 
staphylococci  resistant  to  penicillin  G 
were  cultured,  had  been  followed  as  an 
outpatient  for  five  weeks.  New  lesions 
occurred  in  different  areas,  from  which  the 
same  organisms  were  isolated.  Staphcillin 
was  given  intramuscularly,  1 Gm.  q.  6 h., 
for  seven  days.  Follow-up  cultures  were 
negative,  and  all  lesions  were  closed. 


TYPE  OF  INFECTION 


Soil  tissue  infection 

Lower-respiratory 

(pneumonia,  empyema 
bronchitis,  lung  abscess) 

Osteomyelitis 

Septicemia 

Endocarditis 

(acute  & subacute) 

Genitourinary 

Upper  respiratory 

Enterocolitis 

CNS  (abscesses  and 
meningitis) 

Septic  arthritis 


STAPHCILLIN  THERAPY... 

Summary  of  response  in  staphylococcal  disease 
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MS'Satisfactory  response;  improved  or  cured!  (NC-no  change!  [(-indeterminate  response;  not  stated  or 
insufficient  data!  ID-died;  ( VNo.  of  deaths  due  to  infection;  other  deaths  were  due  to  causes  such  as 
coronary  thrombosis,  pulmonary  embolism,  terminal  carcinoma,  etc.! 

The  data  (n  the  above  table  were  compiled  from  published  articles  and  reports  to 
The  Department  of  Clinical  Investigation  of  Bristol  Laboratories. 


Of  the  433  patients  included  in  this  summary,  256  received  one  or  more  of 
21  different  antibacterial  agents  prior  to  initiation  of  Staphcillin  therapy. 

Among  these  patients,  147  received  chloramphenicol,  72  received  erythromycin, 

34  received  kanamycin,  28  received  novobiocin,  28  received  vancomycin. 

The  two  major  reasons  given  for  discontinuing  other  antibiotics  were: 

1.  previous  antibiotic  was  ineffective;  2.  previous  antibiotic  demonstrated  toxicity. 


SUMMARY  OF 

SENSITIVITY 

STUDIES 

Published  data  and  reports  to 
the  Department  of  Clinical 
Investigation,  Bristol  Labora- 
tories, concerning  sensitivity 
of  staphylococci  to  Staphcillin 
are  summarized  to  date 
(March,  1961)  as  follows: 

Total  number  of  isolates  8,060 

No.  of  isolates  with  a 
Minimum  Inhibitory 
Concentration  (M.I.C.) 
of  6.25  mcg./ml.  or  less 
(45  investigators) 8,052 

No.  of  isolates  with  an 
M.I.C.  of  more  than  6.25 
mcg./ml.  (4  investiga- 
tors: Jevons,Rutenburg. 

Katz.  Eichenwald) 8 

(0.09%) 

Blood  levels  well  over  12  meg./ 
ml.  are  commonly  reached  for 
limited  periods  following  the 
recommended  I.M.  orl.V.  dos- 
age of  Staphcillin.  Many  infec- 
tions caused  by  strains  with  an 
M.I.C.  of  6.25  mcg./ml.  have 
responded  well  to  treatment 
with  the  recommended  dosage. 
The  rare  incidence  to  date  of 
strains  of  staphylococci  with 
an  M.I.C.  of  more  than  6.25 
mcg./ml.  is  shown  in  the  above 
summary  (0.09%  of  8,060  iso- 
lates). Only  in  the  future,  fol- 
lowing treatment  of  a sufli- 
cient  number  of  such  cases, 
can  it  be  known  whether  they 
will  respond  to  Staphcillin, 
and  further,  what  the  highest 
M.I.C.  might  be  that  is  con- 
sistent with  good  clinical 
response. 


THE  ACTIVITY 
OF  STAPHCILLIN 
IS  VIRTUALLY 
UNAFFECTED  BY 
STAPHYLOCOCCAL 
PENICILLINASES 

The  width  of  the  clear  zones 
around  the  sensitivity  discs  in 
Figs.  1 and  2 shows  that 
Staphcillin  acts  against  this 
resistant  strain,  and  that  peni- 
cillin G has  little  or  no  effect. 
The  similarity  in  the  width  of 
the  zones  around  Staphcillin 
discs  in  the  light  and  heavy 
(increased  concentration  of 
penicillinase)  inocula  shows 
that  penicillinase-producing 
staphylococci  have  virtually  no 
effect  on  the  antistaphylococ- 
cal  activity  of  Staphcillin. 

The  clinical  effectiveness  of 
Staphcillin  against  penicillin 
G-resistant  staphylococci  is 
most  probably  related  to 
Staphcillin’s  demonstrated 
resistance  to  destruction  by 
penicillinase. 


CONCURRENT 
ANTIBIOTIC 
THERAPY  IN 
MIXED  OR 
SUPERINFECTIONS 

If  mixed  or  superinfections 
due  to  Gram-negative  organ- 
isms occur  during  Staphcillin 
therapy,  appropriate  measures 
should  be  taken.  Clinical  expe- 
rience reported  to  the  Depart- 
ment of  Clinical  Investigation, 
Bristol  Laboratories  can  be 
summarized  as  follows:  One 
or  more  antibiotics  were 
employed  concurrently  with 
Staphcillin  in  the  treatment  of 
88  patients.  Of  these.  73 
improved,  and  there  was  no 
change  in  5.  There  were  10 
deaths,  all  of  which  were  unre- 
lated to  antibiotic  therapy;  e.g., 
coronary  thrombosis,  pul- 
monary embolism,  terminal 
carcinoma,  etc.  Among  the 
antibiotics  most  commonly 
used  with  Staphcillin  in  this 
series  of  88  patients  were  poly- 
myxin. colistin,  bacitracin, 
streptomycin,  kanamycin  and 
chloramphenicol. 
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STAPHCIILIN 

lium  mcthiciMin  (sodium  dimethoxyphenyl  penicillin)  pQ[j  INJECTION 


NDICATIONS;  Staphcillin  is  rcc- 
■m  men  do  cl  sjjocifically  for 
afootions  caused  by  strains  of 
tai>hyloc’occi  susceptible  to  it 
nd  resistant  to  other  penicillins. 
A’bcn  laboratory  .sensitivity  tests 
ufjgest  that  the  staphylococci 
nvolved  in  an  infection  are  sus- 
cpfible  to  Staphcillin  and  to 
it  her  antimicrobial  agents,  selec- 
ion  can  be  further  guided  by 
udument  of  the  nature  of  the  in- 
■ction,  of  the  need  for  bacteri- 
idal  action,  and  by  considera- 
ions  of  comparative  toxicity  and 
onvenience  of  administration. 

rcil  INFECTIONS  INCLUDE:  S/cin 
nd  soft  tissue  infections:  cellu- 
litis, wound  infections,  carbun- 
cles, pyoderma,  furunculosis, 
lymphangitis  and  lymphadenitis. 

Respiratory  infections:  staphylo- 
coccal lobar  pneumonia,  broncho- 
pneumonia. or  lung  abscess  com- 
bined with  indicated  surgical 
treatment. 

Other  infections:  staphylococcal 
septicemia,  bacteremia,  acute  or 
subacute  endocarditis,  acute  os- 
teomyelitis and  enterocolitis. 

Infections  due  to  penicillin-sensi- 
i\e  staphylococci,  streptococci, 
oiieumococci  or  gonococci,  should 
>e  treated  with  Syncillin  (potas- 
ium  phenethicillin)  or  paren- 
eral  penicillin  G.  rather  than 
ith  Staphcillin.  Treponemal  in- 


fections should  be  treated  with 
parenteral  penicillin  G. 

DOSAGE  AND  ADMINISTRATION: 
Intramuscularly  (deep  intraglu- 
teal):  Adults  —The  usual  dose  is 
1 Gm.  every  4 to  6 hours.  Infants 
and  children  — 25  mg.  per  kg.  of 
body  weight  (approximately  12 
mg.  per  lb.)  every  6 hours. 

Intravenously:  .'\clults  —The  us- 
ual dose  is  1 Gm.  every  6 hours, 
using  50  ml.  of  steril(>  saline  solu- 
tion at  the  rate  of  10  ml.  per 
minute. 

PRECAUTIONS:  Mild  skin  reac- 

tions, e.g.,  itching,  papular 
eruptions,  and  erythema  have 
occasionally  been  observed  dur- 
ing treatment  and  after  discon- 
tinuance of  therapy.  Patients 
with  histories  of  hay  fever, 
asthma,  urticaria,  and  previous 
sensitivity  to  any  penicillin  are 
more  likely  to  react  to  all  peni- 
cillins, and  the  possibility  of  ana- 
phylaxis should  be  kept  in  mind; 
epinephrine,  antihistamines,  and 
intravenous  corticosteroids 
should  be  available  for  emer- 
gency treatment.  Because  of  the 
virtually  complete  resistance  of 
Staphcillin  to  destruction  by 
penicillinase,  jiarenteral  B. 
cereus  penicillina.se  may  not  be 
effective  for  treatment  of  allergic 
redactions.  If  suiierinfection  by 
Gram-negative  organisms  or 
fungi  occurs  during  Staphcillin 


therapy,  appropriate  measures 
should  be  taken. 

SUPPLY:  Stapbcillin  is  available 
in  1 Gm.  dry-filled  vials,  equiva- 
lent to  900  mg.  of  dimethoxy- 
phenyl  penicillin  activity. 

Helrrcntcs:  1.  Knox,  R.:  Rrif.  M .I.  ii:690 
iSe-pt.  :))  1!X>().  2.  Slewarl,  G.  T..  ct  at.: 
lirit.  M.  .1.  ii:(i‘)4  (Sept.  :i)  1960.  .').  Rol- 
inson.  G.  N..  el  at.:  Ijincet  ii:.'j64  (Sept. 
10)  1960.  •!.  Hulenburg.  A.  M.,  el  at.: 
Now  Eng.  J.  Med.  2e>.3:1171  (Deo.  8) 
liH>0.  .S.  Runn.  P.  A.,  el  at.:  New  Yorle  .1. 
Med.  <iO:;t074  (Oct.  1)  1960.  6.  Branch, 
A.,  el  at.:  C.inad.  M.  A.  .1.  8.1:991  (Nov. 
.5)  ISKiO.  7.  Gourevitch,  A.,  el  at.:  Paper 
prosonleel  at  Conference  on  Staphcillin  in 
the  Therapy  of  ‘Resi.slanf  Staphylocoe;cal 
Oisease.  Sep(.  7.  P.HiO.  State  University  of 
New  York  College  of  Medicine,  Syracuse, 
New  York.  8.  Ca.s.son.  K.,  and  Lannon. 
.1.:  ride  suprn.  9.  White.  A.  C..  and 
Varga,  U.  T.:  ride  supra.  10.  Knight,  V., 
and  Rifkind,  U.:  vide  supra.  11,  Uouth- 
waite.  A.  H..  and  Trafford,  .1.  A.  P.: 
Brit.  ,M.  .1.  ii:(yi7  (Sept.  ID  1960.  12.  Pin- 
dell,  M.  H.,  el  at.:  vide  supra.  18,  Smith, 
I.  M..  and  Counts.  G.  W.:  vide  supra.  14. 
Hewitt.  W.  L.,  el  at.:  vide  supra. 

PROFESSIONAL  INFORMATION  SERV- 
ICE: Whenever  you  desire  addi- 
tional information  concerning 
clinical  experience  with  Bristol 
antibiotics,  you  may  avail  your- 
self of  the  services  of  the  Medical 
Department  of  Bristol  Labora- 
tories via  a collect  telephone  call 
to  New  York,  PLaza  7-8520,  or 
by  mail  to  the  Medical  Depart- 
ment, Bristol  Laboratories,  630 
Fifth  Avenue,  New  York  20,  N.Y. 
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A-k.in.imyrtn  suH.ilc'  B fotr.if ycline  phosph.Ue  complex)  (C-pot.issium  phcncthicillin)  (0-sodium  methicillin)  Stnee  not 
.ill  stf.nns  of  the  mic  foofi'.inisms  h^^led  may  be  sensitive  to  d pjrltculAir  iintibiotic,  clinical  therapy  should  be  guided  by  in 
vitro  antibiolic  sensitivity  tests  whenever  possible,  ‘recommended  tor  those  staphylococci  resistant  to  other  penicillins 

Rautrax-N  lowers  high  blood  pressure  gently,  gradually  . . . protects 
against  sharp  fluctuations  in  the  normal  pressure  swing. 


Rautrax-N  offers  all  the  advantages  of  Raudixin, 
Naturetin  and  potassium  chloride  in  a single  dosage 
form  plus:  increased  efficacy  — Combined  action  of 
Raudixin  and  Naturetin  results  in  a potentiated  anti- 
hypertensive effect  greater  than  that  produced  by  either 
drug  alone,  increased  safety  — Potentiated  action  per- 
mits lower  dose  of  other  antihypertensive  agents,  thus 
reducing  severity  of  side  effects.  Protection  against  pos- 
sible potassium  depletion,  flexibility  — Interchangeable 


with  either  Raudixin  or  Naturetin  c K.  economy  — Main- 
tenance dosage  of  only  1 or  2 tablets  daily  for  most  pa- 
tients. convenience  — Once-a-day  maintenance  dosage. 
Two  potencies  available. 

Supply : Rautrax-N  — capsule-shaped  tablets  providing  60 
mg.  Raudixin,  4 mg.  Naturetin  and  400  mg.  potassium 
chloride.  Rautrax-N  Modified  — capsule-shaped  tablets  pro- 
viding 50  mg.  Raudixin,  2 mg.  Naturetin  and  400  mg. 
potassium  chloride. 


Rautrax-N* 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina  (Raudixin) 
and  Bendroflumethiazide  (*Naturetin)  with  Potasaium  Chloride 


For  full  InfonottioD. 
•ee  your  Squibb 
Product  hefercDCO 
or  Product  Brief. 


SoyiBB 

Squibb  Quality 
— the  Priceless  Ingredient 


'flAUOiWn'9.  *NO  'NATuRCTIN'®  arc  touioo  TRAOCMARM 
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contains  everything  most  coughers  need 


in  each  5 cc.  (1  teaspoonful) 


Dimetane  2 mg. 

I (Parabromdylamine  [Brompheniramine]  Maleate) 
I the  antihistamine  most  likely  to  succeed. 


I Phenylephrine  HCl  5 mg.  and  Phenylpropanolamine  HCl  5 mg. 
I two  highly  approved  decongestants. 


I Glyceryl  Guaiacolate  100  mg., 

I the  expectorant  that  works  best  — 

I increases  respiratory  tract  fluid  almost  200% 


i IN  DIMETANE  EXPECTORANT-DC 
j added  Codeine  Phosphate  10  mg./5  cc.(exempt  narcotic), 
I when  additional  cough  suppressant  action  is  needed. 


for  less  frequent,  more  productive  cough 

Diinetan^Expectorant 
DimetancfExpeGtorant-DC 

Dimetane  Expectorant  with  Codeine  Phosphate  I A.  H.  ROBINS  CO.,  INC.,  RICHMONO  20,  VIRGINIA 


Will  he  ever  save  the  down  payment?  He’ll  be  in  his  new 
home  sooner  than  he  thinks,  if  he  saves  something  every  payday. 

The  effortless,  automatic  way  is  the  Payroll  Savings  Plan  for  U.S. 

Savings  Bonds. 

How  to  buy  a down  payment 
on  a new  home  for  d.25  a day 


Saving  for  a new  home,  or  anything 
else  in  fact,  is  simply  a matter  of 
spending  less  than  you  earn.  Thou- 
sands of  Americans  have  found  an 
automatic  way:  the  Payroll  Savings 
Plan  where  they  work.  Through  this 
plan  your  payroll  clerk  sets  aside  a 
certain  amount  each  payday  for  U.S. 
Savings  Bonds.  As  little  as  $1.25  a 
day  buys  a $50  Bond  a month  (cost 
$37.50).  In  5 years  you’ll  own  Bonds 
worth  $2,428.00— enough  for  a down 
payment  and  closing  costs. 


Six  nice  things  about 
U.S.  Savings  Bonds 


• You  can  save  automatically  on  the 
Payroll  Savings  Plan  or  buy  Bonds 
at  any  bank  • You  now  earn  3%% 
to  matmity,  more  than  ever 

before  • You  invest  without  risk  • 
Your  Bonds  are  replaced  free  if  lost 
or  stolen  • You  can  get  your  money 
with  interest  anytime  you  want  it  • 
You  save  more  than  money— you 
buy  shares  in  a stronger  America. 


You  save  more  than  money  with  U.  S.  Savings  Bonds 

This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine^ 
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Can 

a plumber 
do  a 

day’s  work 
on  1200 
calories? 


i 

! 
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The  answer,  of  course,  is  “not  for 
long.”  For  example,  following 
diagnosis  of  diabetes,  a 44-year- 
old  plumber  (5'8"  and  weighing 
147  lb.)  had  been  put  on  a 1200- 
calorie  diet  to  control  glycosuria. 
When  referred  six  months  later, 
he  had  not  been  spilling  sugar-, 
but  had  lost  25  pounds  and  de- 
veloped progressive  fatigability. 
Orinase,  0.5  Gm./day,  was  pre- 
scribed and  his  diet  was  increased 
to  2800  calories  to  meet  metabolic 
demands  (125  Gm.  protein;  300 
Gm.  carbohydrate;  125  Gm.  fat). 

Follow-up  visits  showed  this 
progress: 

3 mo.  Urineand  blood  sugar  o.k. ; 
weight  gain:  28  lb.  Can 
work  normally,  feels  gen- 
erally well. 

6 mo.  Weight  constant,  conti'ol 
constant,  no  complaints. 

12  mo.  Same. 

18  mo.  Same. 

2Ii.  mo.  Same. 

Diet-conti-olled  diabetics  who 
ai-e  underweight,  tire  easily,  or 
have  increased  nutritional  needs 
may  merely  be  “getting  by”  on 
dietotherapy  alone.  These  pa- 
tients — and  others  who  experi- 
ence transient  weakness  or 
listlessness— can  often  be  returned 
to  near-normal  activity  by  giving 
Orinase  together  with  a more 
adequate  diet.  Orinase  control  of 
diabetes  is  notably  smooth  and 
stable;  patients  report  a greater 
sense  of  well-being,  an  improved 
mood  and  outlook. 

Case  data  courtesy  Henry  Dolser,  M.D. 


i 


Indications  and  effects:  The  clinical  indication  for 
Orinase  is  stabic  diabetes  mellltus.  Its  use  brings 
about  the  lowering  of  blood  sugar;  glycosuria  dlmin> 
ishes.  and  such  symptoms  as  pruritus,  polyuria,  and 
polyphagia  disappear. 


I Dosage:  There  is  no  fixed  regimen  for  initiating 

Orinase  therapy.  A simple  and  efTective  method  is 
as  follows:  First  day  —•  6 tablets;  second  day  — 4 
tablets;  third  day  — 2 tablets.  The  daily  dose  is 
then  adjusted  — raised,  lowered  or  maintained  at  the 
two-tablot  level,  whichever  is  necessary  to  maintain 
I optimum  control. 

i In  patients  being  converted  from  insulin,  insulin 

is  gra<lually  withdrawn  in  accordance  with  the  re- 
sponse to  Orinase  observed  over  a trial  period  that 
may  extend  to  tlu*ee  or  four  weeks.  In  candidates  for 
combined  Orinase-lnsulin  therapy,  an  individualized 
schedule  is  usually  obtainable  during  a trial  course 
of  two  or  more  weeks. 


Contraindications  and  side  cfTects:  Orinase  is  con- 
traindicated in  patients  having  juvenile  or  growtli- 
onset,  unstable  or  brittle  types  of  diabetes  mcllitus; 
history  of  diabetic  coma,  fever,  severe  trauma  or 
gai^gvene. 

Side  effects  are  mild,  transient  and  limited  to 
approximately  39b  of  patients.  Hypoglycemia  and 
toxic  reactions  are  extremely  rare.  Hypoglycemia  is 
most  likely  to  occur  during  the  period  of  transition 
from  insulin  to  Orinase.  Other  untoward  reactions 
to  Orinase  arc  usually  not  of  a serious  nature  and 
consist  principally  of  gastrointestinal  disturbances, 
headache,  and  variable  allergic  skin  manifestations. 
The  gastrointestinal  disturbances  (nausea,  epigastric 
fullness,  heartburn)  and  headache  appear  to  be  re- 
lated to  the  size  of  the  dose,  and  they  frequently 
disappear  when  dosage  is  reduced  to  maintenance 
levels  or  the  total  dally  dose  is  administered  in 
divided  portions  after  meals.  The  allergic  skin 
manlfo.stntlons  (pruritus,  erythema,  and  urticarial, 
morbilliform,  or  maculopapular  eruptions)  are  trans- 
ient reactions,  which  frequently  With  con- 


tinued drug  administration.  However,  if  the  skin 
reactions  persist,  Orinase  should  be  discontinued. 
Clinical  toxicity:  Orinase  appears  to  be  remarkably 
free  from  gross  clinical  toxicity  on  the  basis  of 
experience  accumulated  during  more  than  four  years 
of  clinical  use.  Crystalluria  or  other  untoward  effects 
on  renal  function  have  not  been  observed.  Long-term 
studies  of  hepatic  function  in  humans  and  experi- 
ence in  over  600,000  diabetics  have  shown  Orinase 
to  be  remarkably  free  of  hepatic  toxicity.  There  has 
been  reported  only  one  case  of  cholestatic  jaundice 
related  to  Orinase  administration,  which  occurred 
In  a patient  with  pre-existing  liver  disease  and  which 
rapidly  reversed  upon  discontinuance  of  the  drug. 
Each  tablet  contains: 

Tolbutamide  . 0.5  Gnu 

Supplied:  In  bottles  of  50. 
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An  exclusive  methyl 
"grovernor”  prevents 
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in  very  special  cases 
a very  superior  brandy 
specify 
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MANHATTAN 
GENERAL  HOSPITAL 
X-RAY  CONFERENCE 

IN  MEMORY  OF 
CHARLES  GOTTLIEB,  M.D. 

Auditorium 
307  Second  Avenue 
Thursday,  May  25,  1961,  8:30  P.M. 

PROGRAWl 

Tribute  to  Dr.  Charles  Gottlieb  Angelo  M.  Sala,  M.D. 
Euology  to  Dr.  Charles  Gottlieb  Joseph  Zausner,  M.D. 

ROENTGENOLOGICAL  PAPERS 
OF  THE  EVENING 

1. )  “SOLITARY  LESIONS  OF  THE  LUNG" 

Henry  Hammer,  M.D. 

Director,  Department  of  Roentgenology 
MANHATTAN  GENERAL  HOSPITAL 

2. )  “LOWER  ESOPHAGEAL  VESTIBULAR 

COMPLEX” 

Constantine  Zaino,  M.D. 

(By  Invitation) 

Assistant  Clinical  Professor, 

New  York  University  Medical  School 

Angelo  M,  Sala,  M.D.,  Chairman 
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For  the 
irritable 
G.L  tract 

Milpath  acts  quickly  to  suppress  hypermotility, 
hypersecretion,  pain  and  spasm,  and  to  allay 
anxiety  and  tension  with  minimal  side  effects. 


AVAILABLE  IN  TWO  POTENCIES 

MILPATH-400— Yellow,  scored  tablets  of  400  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 tablet  t.i.d.  at  mealtime  and  2 at  bedtime. 
MILPATH-200— Yellow,  coated  tablets  of  200  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 or  2 tablets  t.i.d.  at  mealtime  and  2 at  bedtime. 


Milpatli 

®Miltovvn  -f-  anticholinergic 


WALLACE  LABORATORIES 


Cranbury,  N.  J. 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Bravisol  has  a gentle,  graded  abrasive 
action  that  attaclu  the  acne  lesion 
simply  and  directly.  Helps  open 
plugged  pores,  reduce  pustules  and 
blackheads,  control  oiliness. 
Outstanding  success  on  thousands 
of  acne  cases.  Brasivol  (pat. 
pend.)  contains:  mild  abrasive 
(AI2O3),  hexachlorophene 
1%,  drying  soap-and- 
detergent  base. 

Write  for  samples  and  literature. 

( STIEFEf) 

Logical  Dermatologicals-~~since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N .Y. 

Canada;  Winlejr*Morrii  Co.,  Ltd.,  Montreal  2f 

Fine  Medium  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  (he  more  acute  cases. 

rasivol 

’abrasion  therapy  for  acne 


in  certain  countries  Brasivol  available  as  DENCO-BRAS^^ 


rational  aspect 
of  civilized  living... 
beverage  alcohol. 


TARD  COGNAC 

a celebrated  example 
of  the  French  Art. 


The  Only  Cognac  Made  and  Bottled  at  The  Chateau  de 
Cognac.  IMPORTED  OTARD  COGNAC.  V.S.O.P., 80  PROOF 
3 STAR,  84  PROOF  • SCHENLEY  IMPORT  CO..  NEW  YORK 
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IF  YOUR  OWN  WIFE  WERE 
A SPONTANEOUS  ABORTER 

...WHAT  WOULD  YOU  DO,  DOCTOR? 


1,425  physicians  answered  this  question 
by  treating  abortion-prone  women  in  their  own 
families  with  Hesper-C  Prenatal.  1,248  successful 
pregnancies  (87.6%)  resulted.' 

Fetal  salvage  rates  as  high  as  95%  have  been 
achieved  when  hesperidin  complex  and  ascorbic 
acid  (as  provided  by  Hesper-C  Prenatal)  were 
administered  with  the  usual  vitamin  and 
mineral  supplementation.’  ’ 

Hesper-C  Prenatal  (hesperidin  complex,  ascorbic 
acid  plus  vitamin-mineral  supplementation) 
provides  an  established  therapy  for  the 
restoration  and  maintenance  of  capillary  integrity. 

It  thus  helps  protect  the  habitual  aborter  and 
every  pregnant  woman  against  the  decidual 
bleeding  and  spontaneous  abortion  triggered 
by  capillary  fragility. 

1.  For  further  information  concerning  this  study,  contact 
C.  R.  Stevenson,  M.D.,  Medical  Director,  The  National 
Drug  Company.  2.  Javert,  C.:  Obst.  & Gynec.  3:420,  1954. 
3.  Greenblatt,  R.  B.:  Obst.  & Gynec.  2:530,  1953. 

Hesper-C 
Prenatal 

a precaution  in  every  pregnancy 
a necessity  in  habitual  abortion 


Division  of  Richardson-Mertell  Inc. 

THE  NATIONAL  DRUG  COMPANY 

It  U Philadelphia  44,  Pa. 


HCP-1819'60 


10/60 
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X-RAY  FOLLOW-UP 


, , . time  after  time,  Patrician  “200”  guarantees 
x-ray  exposures  exactly  as  you  dial  them 


In  periodic  patient  follow-up,  you 
really  come  to  appreciate  the  meaning 
of  “True-to-Dial”  accuracy  with  the 
G-E  Patrician  “200”  combination.  Film 
comparison  is  easier  because  of  guar- 
anteed consistent  x-ray  output.  Per- 
formance holds  predictably  from  range 
to  range  . . . even  from  one  G-E  unit 
to  another!  And  with  it  you  get  so 
many  more  Patrician  features:  full-size 
81"  tilting  table  . . . independent 
tube-stand  . . . counterbalanced,  not 
counterpoised,  fluoroscopic  screen  or 
spot-fdm  device  . . . radiation  confined 
to  screen  area  by  automatic  shutter 


limiting  device  . . . economy  of  pur- 
chase and  operation. 

You  can  rent  the  Patrician.  G-E  Maxi- 
service® plan  provides  an  attractive 
alternative  to  outright  purchase.  In- 
cluded, for  a convenient  monthly  fee, 
are  installation,  maintenance,  parts, 
tubes,  insurance,  local  taxes.  Gontact 
your  G-E  x-ray  representative  listed 
below  for  details. 


7h>greis  k Our  Mosf  Impoiianf  Ptodu<f 

GENERAL^  ELECTRIC 


DIRECT  FACTORY  BRANCHES 

ALBANY 

8 Colvin  Avc.  • IVanhoc  9-4776 

BUFFALO 

960  Busti  Avc.  • TT  3-5425 
EAST  SYRACUSE 
1937  Tcall  Avc.  • HEmpstcad  7-8438 
NEW  YORK 

Long  Island  City,  41—15  27th  St.  • EXctcr  2-5500 
ROCHESTER 

75  College  Avc.  • GRecnEeld  3-9930 


RESIDENT  REPRESENTATIVES 

BINGHAMTON 

W.  Gorski,  11  Bennett  Avc.  • RAymond  4-8471 
ELMIRA 

V.  D.  Graham,  96  Cleveland  Avc.  • REgcnt  2-7989 

SARANAC  LAKE 
S.  Martin,  24  Bitch  St.  • Phone  2049 
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more 


than  just  vitamins  A and  D 


Ni/ NI/ -4/ Nj/ si/ \J/ 

DESITIN 

ointment 


also  provides 

unsaturated  fatty  acids  as  well  as  the  vitamins  A and  D (of  high  grade 
Norwegian  cod  liver  oil)  — essential  to  skin  health  and  integrity 

and  ingredients  that  are  emollient,  lubricant,  gently  astringent,  protective, 
and  aid  tissue  repair  (zinc  oxide,  talcum,  petrolatum  and  lanolin) 

in  a smooth  creamy  ointment  so  processed  that  one  application  of  Desitin 
soothes,  protects,  and  promotes  healing  for  hours  in . . . 

diaper  rash 
wounds 
burns 
ulcers 

(decubitus,  diabetic,  varicose) 

intertrigo 

Q0AMl)ll£&  Please  write . . . DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R.  I. 
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"'.'I 

dual  antibiotic  ^ 
therapy  gives  - ' ^ 
88%  cure  rate* 
in  a wide  vari- 
ety of  common 
skin  infections 

’Greenhouse,  J.  M.,  and  Ryle,  W.  C,:  A.  M.  A. 

Arch.  Dermat.  & Syph.  69:366,  1954. 


BACIMYCIN  Ointment 

A V2-0Z.  100-Gm. 

1 tubes  hospital 

m jars 

1 » Vs-oz.  tubes 
1 for  ophthalmic 
1 use 

BACIMYCIN 

. with  Hydrocortisone 

1 Vs-oz.  tube  with 
1 applicator  tip 

■ 

LABORATORIES,  INC. 

MOUNT  VERNON,  N.  Y. 

( 
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^ longer-acting,  fewer  injections  Delalutin  offers  these  advantages  over  other  ! 

. progestational  agents:  Significantly  i 

for  fotol  SSiVSgO  with  no  ondro^onic  offoct  improved  rate  of  fetal  salvage’'^  ■ No  viril-  i 

® izing  effect  on  female  fetus  or  mother  j 

■ High,  sustained  hormonal  level  in  the  f 

uterine  muscle  and  mucosa"—  high  enough 
even  to  replace  an  excised  corpus  luteum* 

■ Absence  of  local  tissue  reactions^ 

Squibb  Hydroxyprogesterone  Caproate  Long-acting  Progestational  Therapy 


Days  following  injection 


^ ■ 


f 


dual  antibiotic 
therapy  gives 
88%  cure  rate* 
in  a wide  vari- 
ety of  common 
skin  infections 

'Greenhouse,  J.  M.,  and  Ryle,  W.  C.;  A.  M.  A. 
Arch,  Dermal.  & Syph.  69:366,  1954. 


■J 

• -i 


** 

■■ 


(bacitracin-neomycin) 


BACIMYCIN  Ointment 

A Vz-oz. 
1 tubes 

■ 

lOO-Gm. 

hospital 

jars 

i 

Vs-oz.  tubes 
for  ophthalmic 
use 

BACIMYCIN 
with  Hydrocortisone 

Vs-oz.  tube  with 
applicator  tip 


LABORATORIES,  INC. 
MOUNT  VERNON,  N.  Y. 
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Clauberg  R 


longer-acting,  fewer  injections  Delalutin  offers  these  advantages  over  other 

progestational  agents:  Significantly 

for  fotol  S3lV3g6  with  no  ondrogonic  offoct  improved  rate  of  fetal  salvage’"^  ■ No  viril- 

® izing  effect  on  female  fetus  or  mother 

■ High,  sustained  hormonal  level  in  the 
uterine  muscle  and  mucosa"—  high  enough 
even  to  replace  an  excised  corpus  luteum^ 

■ Absence  of  local  tissue  reactions\ 

Squibb  Hydroxyprogesterone  Caproate  Long-acting  Progestational  Therapy 


Days  following  injection 


pocket-size  antiasthmatic  aerosol  that  is  more  than  just  a bronchodilator 

CLEARS  AND  DILATES  WITH  MINIMAL  SIDE  EFFECTS 


Bronkometer  is  a synergistic  combination  of  isoetharine  (a  new  bronchodilator); 
phenylephrine  (bronchodilator-bronchovasoconstrictor-decongestant);  and  thenyldia- 
mine  (bronchodilator-antihistamine).  These  agents  reinforce  each  other  to  give  asthma 
patients  a significant  increase  in  vital  capacity. 

Because  a smaller  amount  of  each  active  agent  is  required  than  would  be  necessary 
if  each  were  administered  separately,  Bronkometer  has  a wide  margin  of  safety.  And 
the  pocket-size  aerosol,  complete  with  measured-dose  valve  and  oral  nebulizer,  allows 
the  use  of  the  ideal  route  of  administration  for  combating  acute  attacks. 

(Also  available:  Bronkospray®  antiasthmatic  solution  for  use  in  a conventional  nebulizer.) 

Bronkometer  delivers  at  the  mouthpiece  200  measured  doses  of:  350  meg.  isoetharine  methane- 
sulfonate  (0.6%);  70  meg.  phenylephrine  HCI  (0.125%);  and  30  meg.  thenyidiamine  HCI  (0.05%) 
with  inert  propellants  and  preservatives.  Average  adult  dose  is  one  or  two  inhalations.  Occasion- 
ally, more  may  be  required.  Even  though  Bronkometer  has  a wide  margin  of  safety,  the  usual 
precautions  associated  with  the  use  of  sympathomimetic  amines  should  be  observed. 

Bibliography:  1.  Spielman,  A.  D.:  Evaluation  of  a New  Antiasthmatic  Compound  Aerosol,  in  press. 
2.  Lands,  A.  M.  et  al.:  The  Pharmacologic  Actions  of  the  Bronchodilator  Drug,  Isoetharine,  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  47:744  (Oct.)  1958. 

For  full  information  on  Breon's  five  antiasthmatics,  see  pp.  538-539  of  the  1961  Physicians’ 
Desk  Reference  plus  the  2nd,  3rd  or  4th  quarterly  supplement. 


a full  line  of  antiasthmatics  designed  to  meet  every  patient's  need- 


Rx  Products  Division,  Breon  Laboratories  Inc.,  N.  Y.,  N.Y. 


For  the  build-up  in  convalescence 


ANNOUNCING 


Therapeutic  dosage  of  B-Complex 
plus  500  mg.  of  Vitamin  C 


Unsurpassed  stability.  As  coatings  are  applied 
without  water,  deterioration  due  to  moisture  is 
virtually  eliminated.  Stability  is  enhanced;  po- 
tency is  protected.  Easier,  more  pleasant  to 
take.  Surbex-T  tablets  are  up  to  30%  smaller; 
have  a pleasant  taste;  and  are  non-caloric.  Vita- 
min odor  and  aftertaste  are  eliminated. 


Each  Filmtab  Surbex-T  represents: 


Thiamine  Mononitrate  (Bi) 15  mg. 

Riboflavin  (Bz) 10  mg. 

Nicotinamide 100  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Cobalamin  (Vitamin  Biz) 4 meg. 

Calcium  Pantothenate 20  mg. 

(as  calcium  pantothenate  racemic) 

Ascorbic  Acid  (as  sodium  ascorbate).  500  mg. 

Desiccated  Liver,  N.  F 75  mg. 

Liver  Fraction  2.  N.  F 75  mg. 


Supplied  in  bottles  of  100  and  1000 

VITAMINS  BY  S 


Filmtab  coatings  protect 

this  full  range  of  Abbott  i 

nutritional  supplements:  [ 

SUR-BEX^  WITH  C.  Smaller  f 

dosages  of  the  essential  B-  • 

Complex  and  C.  Table  bottles  ) 

of  60.  Also  in  bottles  of  100,  |i 

500  and  1000.  j 

DAYTEENS^”  To  help  insure  j 

optimal  nutrition  in  growing  ; 

teenagers.  Table  bottles  of 
100,  bottles  of  250,  1000.  j 

! 

Potent  maintenance  formulas 

—ideal  for  those  who  are  “nu-  I 

tritionally  run-down”  | 

i 

DAYALETS*  Table  bottles  of  ^ 

100.  Bottles  of  50,  250,  1000. 

I 

DAYALETS-M*  Apothecary  j 

bottles  of  100  and  250.  Also  1 

in  bottles  of  1000.  | 

I 

Therapeutic  formulas  for  | 

more  severe  deficiencies— ill- 
ness, infection,  etc. 

OPTILETS*  & OPTILETS-M* 

Table  bottles  of  30  and  100. 

Bottles  of  1000. 

®FILMTA0  — FILM. SEALED  TABLETS.  ABBOTT. 

TM  —TRADEMARK 

196).  ABBOTT  LABORATORIES  103029A 
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Filmtab®  Coating  Advantages 


Tablets  are 
easier  to  swallow, 
up  to  30% 
smaller. 


Vitamin 
after-taste  and 
odor 

are  eliminated. 


Tablets  are  pleasant 
tasting,  non-caloric, 
come  in  a rainbow  of 
cheerful  colors. 


In  contrast  with 
sugar  coatings, 
no  water  is  used 
in  manufacture. 


Tbis  eliminates  tbe  need 
of  protective  subseals,  and 
chances  of  moisture  seepage 
through  imperfections. 


Absorption  is  speeded 
as  sugar’s  bulk 
and  subseals 
are  eliminated. 


in  a Nutshell 


Breakage  and  cracking 
are  less  likely.  (Sugar 
coatings  are  crystalline, 
and  more  brittle.) 


Vitamins  are 
readily  available  at 
proximal 
receptor  sites. 


NET  RESULT;  Potency  is  assured  for  a longer  time. 
The  patient  gets  what  he  pays  for — and  what  you  prescribe. 


FILMTAe— FILM. SEALED  TABLETS,  ABBOTT 


01961,  ABBOTT  LABORATORIES 
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[a  breathing  spell  from  asthma 


a rapid  way  to  clear  the  airway 


« stops  wheezing 

* increases  cough  effectiveness 

• relieves  spasm 


In  chronic  disorders  associated  with  obstructed  respiration,  the  dependable  antispasmodic  and  expectorant 
action  of  Quadrinal  rapidly  clears  the  bronchial  tree.  Patients  breathe  more  easily  and  acute  episodes  of 
bronchospasm  are  often  eliminated.  Quadrinal  is  well  tolerated,  even  on  prolonged  administration.  The 
pot^ium  iodide  in  Quadrinal  provides  an  expectorant  of  time-tested  effectiveness  and  safety. 


Indications:  Bronchial  asthma,  chronic  bronchitis, 
pulmonary  fibrosis,  pulmonary  emphysema. 

Quadrinal  Tsilets,  containing  ephedrine  HG!  (24  mg.), 
phenobarbital  (24  mg.),  ‘Phyllicin**  (theophyilina-calcium 
salicylate)  0.30  mg.),  and  potassium  Iodide  (0.3  Gm.). 

Also  available— 

a new  Quadrinal  dosage  form  with  taste-appea!  for  all  age  groups : 
fruit-flavored  QUADRINAL  SUSPENSION  (1  teaspoonful  = 1/2  Quadrinal  Tablet) 

KNOLL  PHARMACEUTICAL  COMPANY,  orange,  new  jersey 

‘QuadrJnat,  Phytticln# 


READILY 

ABSORBED 


squeeze  of  modern  diuretics 
excess  fluids— but  loss 
of  potassium  is  unavoidable 


If  must  he  replaced. 


REMARKABLY 
WELL  TOLERATED 


o 

EXTREMELY 

PALATABLE 

& 

AVOIDS 

UNCERTAINTIES  OF 
ENTERIC-COATED 
TABLETS  AND 
DANGERS  OF 
INTRAVENOUS 
POTASSIUM 


^dtiiN-irro 


A tablespoonful  of  KAON  Elixir  twice  daily  (30  cc.) 
supplies  the  approximate  normal  daily  potassium 
requirement  (40.0  mEq. ) — is  approximately  equal  to 
the  elemental  potassium  in  one  fourth  gallon  of  orange 
juice.  One  teaspoonful  (5  cc.)  approximately  equals 
the  potassium  in  0.5  Gm.  of  potassium  chloride. 


WITH  ADRENAL  CORTICOID  THERAPY, 
KAON  IS  USEFUL  IN  PREVENTING 
POTASSIUM  DEPLETION. 

References;  W.  J.  Kolff,  "Acute  Renal  Failure:  Causes 
and  Treatment,"  The  Medical  Clinics  of 
North  America,  30.1052  (July  1955). 

Peter  Forsham,  "Symposium  on  Adrenal 
Corticoid  Therapy,”  Metabolism,  7.19  (Jan. 

1958). 

THE  WARREN-TEED  PRODUCTS  COMPANY 

COLUMBUS  8,  OHIO 

Dallas  Chatlanoaga  Los  Angeles  Portland 


K-^ 


K+ 
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Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.l.D. 


(carisoprodol,  Wallace) 

^ Wallace  Laboratories,  Cranbury,  New  Jersey 


le  muscle  relaxant  with  an  independent  pain-reheving  action 


Put  your 
low-back  patient 
back  on  the  payroll 


Soma  relieves  stiffness 
—stops  pain,  too 

YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


j ROCHE 

I LABORATORIES 
of  Hofimann-La  Rocheinc. 


Assure  balanced  nutritional  support  from  the  | 

very  first  days  of  life  with  V! -PENT A drops-\^ 
dependable  vitamin  formulations. 

'Vitamins  to  meet  their  growing  needt 


Over  600,000,000 
patient-days  of 
effective,  well-toler- 
ated antihypertensive 
therapy... 


Rauwiloid 


alseroxylon,  2 mg. 


is  still  unexcelled 


Just 

two  tablets 
at  bedtime 


Eight  years  of  continuous  use... 
prove  enduring  patient-accept- 
ance and  physician-satisfaction 
with  RA\JV\/\L.0{0 ...without  any  re~ 
visions  of  claims,  changes  of  dosage, 
or  additional  side  actions  encountered. 


Rauwiloid  is  an  original  development  of 


Norfftridge, 

California 
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Mw—Fmm  the  maheris  of 
MeiscfmanTl's  Margarine  comes  the... 


Wonderful  for  sodium-restricted  diets— 10  mgs. 
of  sodium  per  100  grams! 

Contains  liquid  corn  oil  and  partially 
hydrogenated  corn  oil! 

Delicious  tiavor  like  the  sweet,  high-price  spread! 

Fresh-  Frozen— available  only  in  grocers’  frozen  food  cases! 

Now,  Fleischmann’s  announces  a 
new  unsalted  margarine  for  patients 
on  low-sodium  diets,  and  for  those 
who  simply  prefer  the  sweet  taste  of 
an  unsalted  spread.  It’s  new  Fleisch- 
mann’s Sweet  (Unsalted)  Margarine,  made 
from  100%  corn  oil.  This  new  margarine  has  a 
linoleic  acid  content  higher  than  any  other 
margarine  available  at  grocery  stores  . . . and 
ten  times  higher  than  the  high-price  spread. 

Thirty  percent  (30%)  of  the  fat  in  Fleisch- 
mann’s is  polyunsaturated. 

Smooth,  Fresh  Flavor  Preserved 
By  Exclusive  Fresh-Frozen  Process 

This  new  unsalted  margarine  has  a light,  fresh 
flavor  your  patients  will  find  delicious.  And 
because  it  contains  no  salt  or  other  preserva- 
tives, it’s  Fresh-Frozen  for  flavor  protection. 

Your  patients  can  be  sm'e  it’s  always  fresh  and 
pure. 

Although  this  new  margarine  is  Fresh- 
Frozen,  the  quarter  in  use  may  be  kept  in  the 
refrigerator  as  any  other  spread.  The  remain- 
ing quarters  should  be  stored  in  the  freezer. 

By  Ihe  Makers  of  Fleischmonn's  Yeast 

Fleischmanri’s  sweet  (vnsalted)  margarine 

Made  from  100%  CORN  OIL 


For  Patients 

On  Sodium-Restricted  Diets 

If  your  patients  need  sodium  restriction,  rec- 
ommend delicious  new  Fleischmann’s  Sweet 
(Unsalted)  Margarine.  It’s  ideal  as  a table 
spread  and  for  cooking.  It  comes  in  a bright 
green  foil  package  and  is  found  in  the  grocer’s 
frozen  food  case.  Remember  Fleischmann’s  is 
the  first  and  only  unsalted  margarine  made 
from  100%  corn  oil. 
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Iron  utilization  depends  principally  upon  the  rate  of  erythropoiesisi’2  which,  in  turn,  is  controlled  by  the  hormone, 
erythropoietin.3'4  Cobalt  is  the  only  clinically  proved  agent  which  enhances  the  formation  of  erythropoietin^,® 
...providing  a rational  physiologic  approach  to  the  treatment  of  anemia.  □ RONCOVITE-MF,  through  cobalt- 
L created  erythropoietin,  produces  a more  rapid  and  complete  red  blood  cell  and  hemoglobin  response  in 
^ iron  deficiency  anemia  of  pregnancy.^-®  Typically,  in  a study  of  pregnant  patients,  “. . . utilization  of  orally  ^ , 
^^administered  iron  was  increased  roughly  twofold  by  the  simultaneous  administration  of  cobalt."’^^ 


RONCOVITE^mf 


each  tablet  contains:  cobalt  chloride  (cobalt  as  Co, 
3.7  mg.)  IS  mg.  and  ferrous  sulfate,  exsiccated.  100  mg. 


(1)  Bothwelt,  T.  H.;  Plrzio-Biroli,  G.,  and  Finch,  C.  A.:  J.  Lab.  & Clin.  Med.  51 :24, 1958.  (2)  Beutler,  t..  an<( 
Buttenwieser,  1.-.  J.  Lab.  & Clin.  Med.  55:274,  1960.  (3)  Gordon,  A.  S.;  Physiol.  Rev.  39  1.  1959. 
i|L  (4)  Rosse,  W.  F.,  and  Gurney,  C.  W.:  J.  Lab.  & Clin.  Med.  53:446. 1959.  (5)  Goldwasser,  E.;  Jacobson,  A 
H|L  L 0.;  Fried,  W..  and  Plzak,  L.  F.:  Blood  13:55, 1958.  (6)  Murdock,  H.  R.,  Jr.i  J.  Am.  Pharm.  M 
A.  (Sclent.  Ed.)  48:140,  1959.  (7)  Center.  W.  M.:  Clin.  Med.  7:713,  1960.  (8)  Craig, 

P.  E.:  Clin.  Med.  6:597,  1959.  (9)  Holly,  R.  G.:  Clin.  Obst.  & Gynec.  1:15, 1958. 
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to  "the  under-par  child”* 


"‘^Zentron 

comprehensive  liquid  hematinic 

• corrects  iron  deficiency 

• restores  healthy  appetite 

• helps  promote  normal  growth 

• underweight,  easily  fatigued,  anorexic— due 
to  mild  anemia 

Each  5-cc.  teaspoonful  provides: 

Ferrous  Sulfate  (equivalent  to 


20  mg.  of  iron) 100  mg. 

Thiamine  Hydrochloride 

(Vitamin  B,) 1 mg. 

Riboflavin  (Vitamin  B.)  . . . . 1 mg. 

Pyridoxine  Hydrochloride 

(Vitamin  Be) 0.5  mg. 

Vitamin  B,.  Crystalline  ....  5 meg. 

Pantothenic  Acid 

(as  d-Panthenol) 1 mg. 

Nicotinamide 5 mg. 

Ascorbic  Acid  (Vitamin  C).  . . 35  mg. 

Alcohol,  2 percent. 


Usual  dosage: 

Infants  and  children — 12  to  1 teaspoonful 
(preferably  at  mealtime)  one  to  three 
times  daily. 

Adults — 1 to  2 teaspoonfuls  (preferably  at 
mealtime)  three  times  daily. 

Zentron^"  (iron,  vitamin  B complex,  and  vitamin  C,  Lilly) 
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Important  Legal  Opinion 


The  Attorney  General  of  the  State  of  New 
York,  the  Hon.  I.ouis  J.  I^efkowitz,  has  n;- 
versed  a deeision  of  a preceding  Attorney 
General,  making  it  now  legal  for  registered 
professional  nurses  to  c^arry  out  (certain  in- 
travenous procedures. 

In  his  opinion,  the  Attorney  General  said ; 
“Intravenous  procedures  limited  solely  to 
those  involving  venipuncture  by  needle  and 
which  do  not  involve  incision  into  or  in- 
cision to  reach  a vein  reasonably  can  be 
considered  to  be  encompassed  within  the 
language  of  the  statute  giving  a registered 
professional  nurse  authority  to  carry  out 
treatments  and  medications  prescribed  by 
a licensed  physician.” 

He  added,  however,  that  there  appeared 
to  be  a need  for  specialized  training  for 
nurses  performing  the  intravenous  proce- 
dures and  urged  that  the  State  Education 
Department  recommend  inclusion  of  this 
procedure  in  the  curriculum  of  schools  of 
nursing. 

In  addition,  he  suggested  that  hospitals 
and  other  nurse-employing  agencies  in  the 
State  establish  inservice  training  programs 
to  qualify  nurses  to  carry  out  the  intra- 


venous procedures. 

“Nothing  in  this  opinion  should  be  con- 
strued as  an  attempt  on  my  part  to  alter 
or  change  the  legal  principles  governing  the 
relationship  between  a physician  and  a pa- 
tient and,  in  the  case  of  a hospitalized  pa- 
tient, the  relationship  between  the  physician, 
hospital,  and  patient,”  the  Attorney  General 
.said. 

Since  the  earlier  opinion  of  1942,  advances 
and  changes  in  medical  practice  and  in  at- 
titudes of  both  medicine  and  nursing  have 
made  this  liberalization  desirable. 

Experience  in  World  War  II  and  the 
Korean  action  explored  the  technic  and 
proved  the  acceptability  of  using  trained 
personnel  such  as  registered  nurses  for  this 
particular  procedure. 

Mr.  Lefkowitz  consulted  with  the  Council 
of  the  Medical  Society  of  the  State  of  NeAV 
York  Avhich  passed  a resolution  approving 
this  decision. 

The  physician  who  prescribes  intravenous 
therapy  to  be  given  by  a registered  nurse 
trained  in  this  procedure  is  fully  responsible 
for  this,  as  indeed  he  is  for  any  treatment  he 
orders. 
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Confidential  Relationship  Not  Breached 


The  Supreme  Court,  Kings  County,  late 
in  1960  held  that  a physician  had  not 
breached  the  confidential  relationship  of 
physician  and  patient  when  the  former  had 
disclosed  to  the  patient’s  employer,  the  Air 
Force,  that  his  absences  from  work  were 
due  to  alcoholism  and  the  patient  subse- 
(juently  lost  his  job. 

The  physician,  while  treating  the  patient, 
had  learned  that  the  patient  had  taken  to 
drink  as  a means  of  meeting  his  social  prob- 
lems. He  repeatedly  treatc'd  him  for  asth- 


matic bronchitis  and  respiratory  infections 
which  were  the  ill-effects  of  the  patient’s 
alcoholism.  On  a number  of  prior  occasions 
the  physician  had,  at  the  patient’s  request, 
supplied  medical  certificates  to  explain  his  ^ - 
absences  from  work  which  not  only  set  forth^  | en; 
the  facts  of  illness  but  also  described  the|  r, 
patient’s  trouble  as  consisting  of  ailments,  f 
“without  disclosure  that  many  of  them,  such  , 
as  the  bronchial  and  respiratory  difficulties,  ^ | 
were  due  to  alcoholism.” 

Thereaftei',  the  doctor  alerted  the  patient 
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to  the  fact  that  the  Air  Force  had  requested 
a letter  setting  forth  the  underlying  cause 
of  the  patient’s  illness  because  this  had 
not  been  done  in  the  prior  medical  certifi- 
cates. 

The  patient  sued  the  physician,  charging 
that  he  had  requested  the  physician  not 
to  send  the  letter  disclosing  his  alcoholism 
and  periods  of  depression  and  that  the  letter 
was  responsible  for  causing  his  discharge 
from  employment  by  the  Air  Force.  On 
the  trial  the  patient  argued  that  the  doctor 
had  committed  malpractice  in  divulging 
a confidential  communication. 

The  Court  discussed  the  pertinent  laws 
and  regulations  governing  the  confidential 
relationship  of  physician  and  patient  and 
came  to  the  conclusion  that  a cause  of  action 
would  lie  against  a doctor  who,  without  the 
patient’s  consent,  discloses  information  ob- 
tained in  the  course  of  treatment  and  care 
of  a patient.  It  called  attention  to  the  fact 
that  disclosure  of  such  information  is  de- 
fined as  unprofessional  conduct  by  Article 
2,  Section  30,  of  the  Regulations  of  the 
Commissioner  of  Education,  made  pursuant 
to  the  Education  Law  of  the  State  of  New 
York : 

4.  “Unprofessional  conduct  in  the  prac- 
tice of  medicine”  shall  include  but  not  be 
limited  to  the  following : 

* 

c.  The  revealing  of  facts,  data,  or  infor- 
mation obtained  in  a professional  capacity 
relating  to  a patient  or  his  records  without 
first  obtaining  consent  of  the  patient  or  his 
duly  authorized  representative,  except  if 
duly  required  by  a court  of  competent  juris- 
diction. 

The  Court  also  pointed  out  that  the  phy- 
sician is,  by  another  statute,  specifically 
enjoined  from  giving  evidence  of  such  in- 


formation when  called  on  to  testify  as  a 
witness  (Civil  Practice  Act,  Section  352). 
It  went  on  to  say:  “So,  while  no  principle 
of  common  law  is  violated,  disclosure  is 
plainly  reprehensible  as  indicated  by  the 
statutory  law  in  this  state,  accepted  usage, 
and  the  Hippocratic  oath,  for  information 
possessed  by  the  doctor  of  the  illness  of  his 
patient  has  long  been  thought  of  as  a pro- 
tected professional  confidence  upon  which 
every  patient  may  rely.” 

After  reviewing  the  applicable  rules  of 
law  and  after  first  observing  that  “(h)ad  the 
disclosure  risen  to  the  level  of  a need  to 
safeguard  the  security  of  the  government 
or  the  safety  of  the  public,  as  in  a case  of 
a disclosure  of  a communicable  disease, 
it  would,  of  course,  be  quite  simple  to  find 
that  the  doctor’s  duty  to  disclose  overrode 
his  duty  to  remain  silent,”  the  Court  then 
went  on  to  direct  a verdict  for  the  physician 
on  the  following  grounds: 

1.  “In  view  of  the  prior  incomplete 
medical  certificates  requested  by  the  patient 
and  supplied  by  the  doctor  to  explain  the 
former’s  absences,  it  may  similarly  be  said 
that  his  right,  if  not  his  duty  to  his  govern- 
ment, to  make  a full  disclosure  of  the  facts 
superseded  his  duty  to  the  patient  to  re- 
main silent.” 

2.  The  patient  “not  only  waived  the  dis- 
closure of  the  secret  to  the  extent  that  they 
told  of  the  effects  of  his  habitual  inebria- 
tion, but  was  aware  that  the  certificates  were 
true  only  as  far  as  they  went.  Having 
placed  the  doctor  in  the  position  of  telling 
but  part  of  the  truth,  he  is  estopped  from 
preventing  his  divulging  the  remainder.” 

3.  “In  addition  to  the  legal  bars  to  plain- 
tiff’s suit  is  the  overwhelming  proof  that 
plaintiff’s  discharge  was  due  essentially  to 
his  absences  and  not  to  the  disclosure.” 
{Clark  V.  Geroci,  208  N.Y.S.  2d  564.) 


Only  that  day  dawns  to  which  we  are  awake.— H.  D.  Thoreau 
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Industry  Helps  Developments  in  Medicine 


In  the  business  magazine  of  the  rubber 
industry,  Rubber  World,  for  March,  1961, 
there  appears  a description  of  how  the  Dow 
Corning  Corporation,  manufacturer  of  sili- 
cone rubbers,  aids  the  medical  profession  in 
adapting  their  product  to  medical  use. 

After  four  years  of  requests  from  doctors 
for  samples  and  technical  assistance,  this 
company  in  August,  1959,  put  into  opera- 
tion a nonprofit  Center  for  Aid  to  Medical 
Research  under  the  direction  of  Dr.  R.  R. 
McGregor.  The  center  has  three  purposes: 
(1)  to  collect  and  give  out  information  on 
medical  uses  of  silicone  so  that  doctors  in 
all  specialties  will  be  able  to  keep  up  with 
new  appUcations;  (2)  to  provide  technical 
aid,  working  out  ways  of  making  devices 
needed  by  doctors  for  particular  surgical 
applications;  and  (3)  to  probe  deeper  into 
the  chemistry  of  silicone  polymers  used  in 
the  human  body. 

From  here  information  and  advice  is 
given  to  requests  which  average  about  400 
per  month.  Only  a few  calls  or  letters  can 
be  given  a routine  answer — -in  many  cases 
the  answer  must  be  found  in  the  laboratories, 
and  this  may  take  days  to  weeks. 

Silicone  rubber  is  valuable  for  prosthetics 
because  of  its  chemical  inertness  to  body 
tissue  and  fluids.  It  has  proved  its  useful- 
ness in  cardiac  surgery  where  the  lucite 
ball  valve  has  been  replaced  by  a Silastic- 
coated  nylon  ball.  Silicone  rubber  valves 


bonded  to  plastic  permit  the  valve  to  be 
anchored  by  tissue  growing  into  the  plastic. 
Sihcone  rubber  tubing  has  been  used  to  re- 
place the  common  bile  duct  and  the  ureter. 
This  tubing  has  also  been  used  success- 
fully to  bypass  the  blockage  in  hydro- 
cephalus— 10,000  such  cases  have  been 
treated  in  the  past  four  years  with  success 
in  75  to  85  per  cent  of  the  cases.  This  prod- 
uct is  also  being  used  to  reinforce  the  sup- 
port of  detached  retinas.  In  plastic  surgery 
silicone  sponges  have  been  used  to  build 
up  missing  tissue  to  restore  natural  contours. 
Silicone  rubber  has  even  been  used  success- 
fully as  a blowout  patch  to  cover  perfora- 
tions of  the  ear  drum. 

The  Center  publishes  a quarterly  journal 
which  is  sent  to  physicians  and  surgeons 
doing  original  research. 

The  manufacture  of  silicone  rubber  de- 
vices, being  largely  a custom,  hand  opera- 
tion, is  not  a profitable  operation  to  the  in- 
dustry. Dow  Corning  feels  that  the  number 
of  lives  saved  outweighs  economic  considera- 
tions. The  Medical  Research  Center  is 
in  being  because,  as  one  executive  put  it: 
“When  you  see  how  desperately  doctors 
need  our  help  and  how  grateful  they  are  for 
understanding  their  problems,  how  can  we 
refuse  to  help?” 

We  extend  our  sincere  appreciation  to 
Dow  Corning  and  to  the  rubber  industry 
for  this  helping  hand. 


Great  minds  have  purposes;  others  have  wishes. — Washington  Irving 
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BENEFIT  CONCERT  FOR  THE  AMERICAN 
MEDICAL  EDUCATION  FOUNDATION 


Famous  Guest  Stars  to  Appear 


^ I ^HE  nation’s  first  benefit  concert  for  the  American 
Medical  Education  Foundation  will  be  presented 
at  Carnegie  Hall  in  New  York  City  on  Wednesday 


evening,  June  28,  under  the  sponsorship  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York. 


Scheduled  to  perform  is  the  75-piece  Doctors’ 
Orchestral  Society  of  New  York  (Fig.  1)  under  the 
direction  of  Mr.  Norman  Masonson.  The  orchestra 
has  received  from  Time  Magazine  and  New  York 
City  newspapers  the  kind  of  recognition  usually 
given  only  to  professional  musicians.  Mr.  Masonson 
has  selected  a program  of  light  classics  for  the 
evening.  World-famous  opera  stars.  Rise  Stevens 
(Fig.  2)  and  Brian  Sullivan  (Fig.  3),  will  be  the  guest 
performers. 

Miss  Stevens  began  her  career  at  the  age  of  ten  as 
the  youthful  primadonna  on  a children’s  radio 
program.  She  has  now  appeared  with  most  of  the 
world’s  leading  opera  companies.  The  versatile 
singer’s  voice  encompasses  three  ranges^ — mezzo- 
soprano,  soprano,  and  contralto — enabling  her  to 
sing  a wide  variety  of  roles.  In  addition  to  opera. 
Miss  Stevens  is  known  for  her  performances  in 
motion  pictures,  television,  and  on  recordings. 

Mr.  Sullivan  appeared  on  the  stage  for  the  first 
time  professionally  at  the  age  of  twenty-one  in  an 
English  version  of  Rossini’s  “The  Barber  of  Seville.” 
He  occupies  a unique  position  in  American  music 


Fig.  2.  Miss  Rise  Stevens. 
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Fig.  3.  Mr.  Brian  Sullivan. 


since  he  is  the  only  American-born  helden  tenor  on 
the  musical  scene  today.  A Metropolitan  opera 
star  since  his  debut  there  in  1948,  he  is  frequently 
heard  with  the  San  Francisco  Opera  and  the  Chicago 
Lyric  Opera.  Mr.  Sullivan  has  also  appeared  on 
the  “Voice  of  Firestone”  and  the  “Bell  Telephone 
Hour”  on  television. 

Mrs.  Harvey  W.  Kausel,  Albany,  is  .\MEF 
chairman  for  the  State  Au.xiliary.  Samuel  Wag- 
reich,  M.D.,  the  Bronx,  is  chairman  of  the  State 
Medical  Societj- ’s  Arrangements  Committee  for  the 
concert. 

All  purchases  and  patronage  contributions  made 
by  residents  of  a given  county  will  be  credited  to 
the  AMEF  fund  campaign  committee  of  the  existing 
woman’s  auxiliar}'  in  that  countrj'. 

For  ticket  information  write  to:  Medical  Society 
of  the  State  of  New  York,  750  Third  Avenue,  New 
York  17,  New'  York. 


Support  the 

cA.c^yC.S.^.  ^3enefit  Concert 

June  28,  1961 

Carnegie  ^all 
York  Cky 
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The  bowel,  designed  to  operate  best  under  the  stimulus  of  a bolus  of  waste,  is 
seldom  at  rest  under  normal  conditions.  But  the  new  bulkless  liquid  diets 
which  have  taken  the  country  by  storm,  although  they  may  be  a useful 
road  to  weight  loss,  may  also  lead  to  constipation  or  bowel  irregularities. 

Metamucil  adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal 
peristalsis  and  also  retain  water  within  the  stools  to  keep  them  soft  and 
easy  to  pass.  Thus  Metamucil,  with  an  adequate  water  intake,  will  avert 
or  correct  constipation  in  the  dieting  patient.  Metamucil  also  promotes 
regularity  through  “smoothage”  in  all  types  of  constipation. 


Metamucil' 

brand  of  •psyllium  hydrophilic  mucilloid 

Available  as  Metamucil  powder  in  4,  8 and  16  oz.  cans, 
or  as  the  new  lemon -flavored  Instant  Mix  Metamucil  in 
cartons  of  16  or  30  measured-dose  packets. 


does  the  bowel  take  kindly  to  no-bulk  diets? 


1075 


essential 
partners 
in  the 
control 
of  edema 


classic 

o 


brand  of  meralluride  sodium 


HYDRIN 

nonmercurial 

METAHYDRIN 


brand  of  trichlormethiazide 


iVbw...the  alternate  or  combined  use  of  these  two  drugs 
can  help  the  physician  meet  with  maximum  efficiency 
the  demands  of  diuretic  therapy  in  almost  any  phase  or  degree 
of  cardiac  edema— acute  or  chronic. 


SEND  FOR METAHYDRIN  BROCHURE 

SUPPLIED: 

METAHYDRIN— Tablets  of  2 mg.  and  4 mg.  in  bottles  oflOO  and  1000. 
mercuhydrin  — 1 cc.  and  2 cc.  ampuls  in  boxes  of  12,  25  and  100, 
and  10  cc.  rubber  capped,  multiple  dose  vials  in 
boxes  of  6,  25  and  100. 

Needs  no  refrigeration. 
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INFANT  MORTALITY 


Medical  Society  of  the  County  of  New  York 
HAROLD  ABRAMSON,  M.D.,  Editor 


Clinical  Investigation  of  the  Respiratory  Distress 
Syndrome  of  Prematurity* 

Interim  Report 


ROBERT  H.  USHER,  M.D.,  MONTREAL,  CANADA 
[From  the  Departments  of  Obstetrics  and  Paediatrics,  Royal  Victoria  Hospital) 


Editor’s  Note. — In  these  Proceedings,  the  Special  Committee  on  Infant  Mortality  presents 
its  deliberations  at  open  meetings  of  the  fiscal  year  1959  to  1960.  The  papers  and  discus- 
sions highlight  certain  outstanding  problems  of  the  perinatal  period  which  are  of  daily  concern 
to  the  clinician. 

The  first  paper  appeared  in  the  April  15,  1961,  Journal  and  was  a panel  discussion  on 
the  preventive  aspects  of  perinatal  morbidity  and  mortality.  In  the  May  1 Journal  the 
second  group  of  papers  was  presented,  a symposium  on  pathologic  conditions  of  the  human 
placenta. 

The  third  paper  discusses  in  detail  the  perturbing  problem  of  the  respiratory  distress  syn- 
drome of  prematurity,  its  symptoms,  physical  signs,  recognition,  and  clinical  course  and 
significant  laboratory,  roentgenographic,  and  electrocardiographic  findings.  The  results  of 
meticulous  acid-base  balance  studies  are  considered  in  relation  to  a plan  of  treatment  which  is 
designed  to  combat  the  severe  respiratory  and  metabolic  disturbances  which  accompany  the 
respiratory  distress  syndrome  of  prematurity,  a condition  which  too  frequently  proves  fatal. 

The  foregoing  studies  illustrate  the  many  investigations  which  are  urgently  needed  to  solve 
the  myriad  problems  which  are  unique  in  the  perinatal  period. 


Presented  at  an  open  meeting  of  the  Special  Com- 
mittee on  Infant  Mortality  of  the  Medical  Society  of 
the  County  of  New  York,  December  17,  1959,  Carl 
Goldmark,  M.D.,  chairman,  and  Harold  Abramson, 


M.D.,  secretary,  1192  Park  Avenue,  New  York  28,  New 
York. 

* This  investigation  is  being  supported  by  a National 
Health  Grant,  Canada. 
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T N Canada,  as  elsewhere,  premature  infant 
deaths  comprise  70  per  cent  of  the  total 
neonatal  mortality^  The  clinical  course  of 
many  of  these  infants  is  marked  by  severe 
respiratory  distress.  A postmortem  exami- 
nation of  these  cases  of  respiratory  distress 
shows  only  pulmonary  atelectasis  and  con- 
gestion with  or  without  hyaline  membrane 
formation.  Ever  since  Farber  and  Wilson^ 
described  the  striking  appearance  of  these 
hyaline  membranes,  attempts  have  been 
made  to  determine  their  composition^”® 
and  to  reproduce  them  experimentally.^”^® 
Until  quite  recently,  however,  little  investi- 
gation had  been  made  of  the  living  distressed 
infant. 

Certain  aspects  of  the  problem  have  been 
the  subjects  of  clinical  studies  during  the 
past  five  years.  Roentgenography  shows 
that  affected  infants  have  a reticulo- 
granular  pattern  throughout  both  lung 
fields.  ®^”^®  The  respiratory  rate  in  dis- 
tressed, although  not  in  healthy,  premature 
infants  increases  from  birth  onward. 
Pulmonary  function  studies  show  a de- 
creased compliance  and  decreased  vital 
capacity.  Roentgenograms  show  that 
the  heart  size  is  increased  and  the  superior 
mediastinum  widened.®®  Distressed  in- 
fants have  a large  shunt  through  a patent 
ductus  arteriosus  as  shown  by  cardiac  cathe- 
terization.®® Studies  of  the  leg  volume 
indicate  that  peripheral  edema  develops  after 
birth  in  the  presence  of  decreasing  body 
weight.®^  Blood  biochemical  determina- 
tions have  shown  a combined  respiratory 
and  metabolic  acidosis.®®”®®  Hyperbili- 
rubinemia tends  to  develop  in  survivors 
after  the  distress  is  over,®®  but  it  can  be  pre- 
vented by  glucose  infusions.®®  This  diver- 
sity of  abnormal  findings  indicates  the 
generalized  nature  of  the  condition. 

There  is  little  or  no  understanding  of  the 
etiology  and  pathogenesis  of  this  disease. 
It  is  prone  to  occur  in  infants  born  pre- 
maturely, in  those  delivered  by  cesarean 
section,  and  in  offspring  of  diabetic  mothers. 
Deaths  usually  occur  between  twelve  and 
seventy-two  hours  of  age.  The  pathologic 


process  is  believed  to  be  initiated  either  by 
aspiration  of  amniotic  fluid®  ^'®®  or  by  the  de- 
velopment of  pulmonary  edema,®®  although 
neither  of  these  mechanisms  has  been 
proved.  The  pulmonary  edema  is  attrib- 
uted variously  to  a high  concentration  of 
environmental  oxygen,®' “’^®  to  a generalized 
increase  in  capillary  permeability,  ®‘‘  or  to 
congestive  pulmonary  failure  resulting  from 
a widely  patent  ductus  arteriosus.®®-®® 

No  therapeutic  regime  has  proved  to  be 
effective.  Incubators,  aerosols,  antibiotics, 
and  newer  resuscitative  technics  have  not 
improved  the  prognosis.  The  mortality 
rate  for  premature  infants  during  the  first 
five  days  of  life  is  the  same  today  as  that  re- 
ported by  Ylppo  forty  years  ago.®®  Re- 
cently several  methods  of  management  have 
been  advocated.  These  include  the  use  of 
intravenous  glucose  and  saline  for  infants  of 
diabetic  mothers,®®  vitamin  E,®*  digitalis,®® 
adrenal  corticoids,  fibrinolysin  by  aerosol, 
the  use  of  a pump-oxygenator  system,  con- 
tinuous artificial  respiration,  hypothermia,^® 
and  even  the  use  of  a subnormal  atmospheric 
oxygen  concentration.^®  The  multiplicity 
of  therapeutic  approaches  is  an  index  of  our 
ignorance  of  the  fundamental  aspects  of  the 
problem. 

Most  clinicians  and  nurses  have  found 
that  distressed  premature  infants  do  best 
with  least  handling  and  are  unwilling  to  try 
the  newer  forms  of  therapy  until  they  are 
proved  effective.  Clinical  care  therefore 
usually  consists  of  leaving  the  infant  undis- 
turbed in  an  incubator  at  89  F.  with  full 
humidity  and  sufficient  oxygen  to  relieve 
cyanosis.  Feedings  are  generally  withheld 
until  from  forty-eight  to  seventy-two  hours 
of  age  to  avoid  the  danger  of  vomiting.'*® 

A recent  reviewer*®  has  emphasized  the 
fact  that  the  major  obstacle  to  further 
understanding  of  the  disea.se  is  the  lack  of  a 
careful  description  of  the  clinical  course  of  a 
large  number  of  patients.  The  respiratory 
distress  syndrome,  as  the  disease  is  now 
called,  mu.st  continue  to  be  an  indefinite 
entity  until  authoritative  clinical  diagnostic 
criteria  are  available.  This  situation  has 
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made  it  difficult  to  estimate  the  clinical 
incidence  of  the  disease  and  its  mortality 
rate,  to  compare  the  work  of  different 
authors,  and  to  evaluate  new  methods  of 
therapy. 

The  present  study  was  designed  to  observe 
in  detail  the  clinical  signs  which  distinguish 
premature  infants  with  respiratory  distress 
syndrome  from  healthy  premature  infants. 
In  addition,  an  investigation  was  made  of 
their  cardiovascular  and  metabolic  status. 
Recently  the  effect  of  intravenous  fluid 
therapy  for  premature  infants  with  respira- 
tory distress  syndrome  has  also  been 
evaluated.  Great  care  was  taken  while  per- 
forming the  study  to  avoid  harming  the 
infants  and  prejudicing  their  chances  for  sur- 
vival. During  the  course  of  the  investiga- 
tion there  was  no  increase  in  the  hospital 
death  rate  from  this  disease,  and  our 
mortality  rate  of  7.8  per  cent  for  the  year 
1959  to  1960  among  infants  weighing,  1,000 
to  2,500  Gm.  was  the  lowest  in  our  history. 
Some  of  the  results  of  this  study  have  been 
published  elsewhere^^-'*®  and  will  not  be  re- 
ported in  full  in  this  paper. 

Subjects  and  Methods 

This  continuing  study  has  been  under  way 
at  the  Royal  Victoria  Montreal  Maternity 
Hospital  since  July,  1957.  During  the 
thirty  months  until  December,  1959,  694 
premature  infants  were  born  at  the  hospital 
and  almost  all  were  observed  by  the  author 
at  or  soon  after  delivery.  Ninety-five  of  the 
infants  were  diagnosed  as  having  the  respira- 
tory distress  syndrome  of  prematurity.  ( The 
criteria  for  diagnosis  were : retraction  of  the 
chest,  expiratory  grunting,  and  decreased 
entry  of  air  on  auscultation,  persisting  for 
hours  or  days  after  birth  without  evidence  of 
other  coexisting  disease. 

Sixty-five  distressed  and  41  healthy  pre- 
mature infants  were  selected  for  intensive 
study  to  determine  the  distinctive  diagnostic 
and  prognostic  clinical  features  of  the  syn- 
drome. The  infants  were  examined  re- 
peatedly by  the  author;  each  clinical  sign 
was  recorded  and  its  severity  graded.  Flush 


blood  pressure  determinations  and  electro- 
cardiograms were  made  at  frequent  intervals. 
Phonocardiograms  were  made  on  infants 
with  heart  murmurs. 

Venous  blood  was  taken  several  times 
during  the  course  of  the  disease.  Bio- 
chemical determinations  on  these  samples 
included  pH  (radiometer),  total  carbon  di- 
oxide (Kopp-Natelson  microgasometer), 
sugar  (modified  Somogyi  method),  potassium 
and  sodium  (flame  photometer),  chloride 
(Schales  and  Schales  method),  nonprotein 
nitrogen  (by  Nesslerization),  total  pro- 
tein (by  biuret  reaction),  phosphorus  (by 
modified  Fiske  and  Subba  Row  method), 
and  osmolarity  (Fiske  freezing  point  osmom- 
eter). Serum  tocopherol  concentrations 
were  measured  by  Richard  Goldbloom,  M.D. 

Urine  collections  were  obtained  on  24  in- 
fants for  the  first  three  days  of  life.  The 
volume,  the  osmolarity,  and  the  potassium, 
sodium,  chloride,  nitrogen,  and  phosphorus 
content  were  measured.  Determinations 
of  17-hydroxycorticosteroid  concentration 
in  the  urine  were  made  by  Hillman  et  al.*^  and 
are  reported  here  with  their  permission. 

Edema  fluid,  uncontaminated  by  blood, 
was  obtained  by  subcutaneous  needle  punc- 
ture of  the  swollen  edematous  limbs  in  20 
infants.  It  was  examined  for  total  protein 
content  and  electrophoretic  pattern.  Um- 
bilical vein-pressure  measurements  were 
made  in  15  infants  by  insertion  of  a saline- 
filled  catheter. 

The  clinical  care  of  the  premature  infants 
during  the  study  period  was  conservative, 
with  86  to  90  F.  temperature,  full  humidity, 
and  oxygen  for  cyanosis.  Feedings  were 
withheld  for  an  average  of  eighteen  hours  in 
healthy  infants  and  from  twenty-four  to 
forty-eight  hours  in  those  with  the  respira- 
tory distress  syndrome.  There  were  no 
medications  given  routinely  during  the  first 
three  days  of  life. 

Following  on  the  demonstration  that  dis- 
tressed infants  who  were  critically  ill  had 
developed  a metabolic  disturbance  which 
could  often  be  alleviated,  a controlled  study 
was  begun  recently  to  evaluate  the  effective- 
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ness  of  intravenous  therapy  started  soon 
af ter  birth  in  distressed  infants.  This  technic 
has  been  used  in  24  infants  as  part  of  a con- 
trolled series  and  in  29  other  infants  seen  at 
outside  hospitals. 

Results 

Incidence  and  Mortality  Rate. — The 
incidence  of  the  respiratory  distress  syn- 
drome was  14  per  cent.  The  mortality  rate, 
excluding  infants  who  received  early  intra- 
venous fluid,  was  56  per  cent.  Prior  to  the 
use  of  intravenous  fluids,  the  respiratory 
distress  syndrome  was  responsible  for  52  per 
cent  of  the  deaths  of  infants  who  weighed 

1.000  to  2,500  Gm. 

■?_There  was  a strong  correlation  between 
the  degree  of  prematurity  and  the  incidence 
of  the  disease.  While  only  1 in  20  infants 
weighing  2,000  to  2,500  Gm.  developed  the 
disease,  1 in  every  2 infants  weighing  1,000  to 
1,500  Gm.  did.  Once  affected,  infants  of  all 
sizes  had  an  uncertain  prognosis,  one  third  of 
the  larger  and  two  thirds  of  the  smaller 
cases  dying. 

I The  problem  was  different  in  infants  who 
weighed  less  than  1,000  Gm.  Most  of  these 
infants  died  of  unknown  cause,  without 
manifesting  signs  of  the  respiratory  distress 
syndrome.  None  of  the  infants  of  this 
weight  who  did  develop  the  signs  of  distress 
survived^ 

For  completeness  the  incidence  of  the 
respiratory  distress  syndrome  in  infants  of 
over  2,500  Gm.  birth  weight  will  now  be 
considered  although  these  infants  are  not 
considered  in  subsequent  sections  of  this 
paper.  Twenty-one  (0.25  per  cent)  of  the 

9.000  deliveries  of  full-term  infants  de- 
veloped the  syndrome,  and  4 died.  One  was 
born  to  a diabetic  mother,  and  10  of  the 
other  20  were  delivered  by  cesarean  section. 
Fifteen  of  these  21  statistically  full-term  in- 
fants weighed  from  2,500  to  3,000  Gm.,  and 
many  were  born  after  less  than  thirty-seven 
weeks  gestation,  suggesting  that  prematur- 
ity was  a factor  even  in  many  distress  cases 
weighing  more  than  2,500  Gm. 

Age  at  Death. — The  median  age  of  death 


in  the  34  fatal  cases  among  the  group  of  65 
distressed  infants  who  were  studied  inten- 
sively was  forty  hours.  Only  3 babies  died 
before  twelve  hours  and  4 after  seventy-two 
hours  of  age.  4^The  prognosis  for  ultimate 
survival  rose  from  48  per  cent  in  infants  who 
showed  respiratory  distress  at  age  one  hour, 
to  76  per  cent  among  infants  who  were  still 
alive  at  age  forty-eight  hours,  and  to  90 
per  cent  at  seventy-two  hours^ 

Factors  Affecting  Incidence  and  Mor- 
tality Rate. — The  degree  of  prematurity 
as  measured  by  birth  weight  was  the  major 
factor  affecting  the  incidence  of  respiratory 
distress  syndrome.  The  incidence  and  mor- 
tality figures  presented  in  this  section  have 
therefore  been  adjusted  so  that  all  com- 
parisons between  different  factors  are  made 
on  groups  of  infants  of  identical  weight  dis- 
tribution. For  example,  although  the  ob- 
served incidence  of  distress  was  higher  in 
multiple  than  in  single  births,  this  difference 
was  due  solely  to  the  smaller  birth  weight  of 
the  former  group  and  disappeared  when 
the  weight  distribution  was  corrected. 

Data  from  the  Total  Population. — The 
relationship  between  nine  different  factors 
and  the  incidence  and  mortality  rate  of  the 
respiratory  distress  syndrome  have  been 
ascertained.  These  data  have  been  ob- 
tained from  a study  of  all  694  premature  in- 
fants births  and  have  been  corrected  in  each 
in^ance  for  the  effect  of  birth  weight. 

(Xhe  incidence  of  respiratory  distress  syn- 
drome was  significantly  increased  in  infants 
born  by  cesarean  section.  There  was  also  a 
significantly  higher  incidence  in  males._j  The 
incidence  was  increased  in  the  warmer  as 
compared  with  the  colder  months,  in  private 
as  compared  with  public  patients,  and  in  ver- 
tex as  compared  with  breech  presentations, 
although  these  differences  were  not  significant 
at  the  5 per  cent  level  of  probabilityJ  /There 
was  no  difference  in  incidence  between  in- 
fants delivered  under  general  or  local  or  no 
anesthesia,  nor  in  those  delivered  as  first  or 
second  of  twins,  nor,  if  twins,  whether  deliv- 
er ed  as  breech  or  vertex  presentation . There 
was  no  relationship  between  the  blood 
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groups  of  either  mother  or  infant  and  the 
incidence  of  distress. 

The  mortality  rate  among  distressed  in- 
fants was  higher  in  the  warmer  months,  in 
public  patients,  in  males,  and  in  single 
births.  None  of  these  factors  was  statisti- 
cally significant.  Breech  delivery,  cesarean 
section,  and  the  order  of  birth  in  twin 
deliveries  did  not  affect  the  mortaUty  rate  of 
distressed  infants. 

When  the  effect  of  each  factor  on  incidence 
and  on  mortality  rate  is  combined,  deaths  of 
premature  jiffants  from  respiratory  distress 
syndrome  4jvere  greater  by  160  per  cent 
following  cesarean  section  than  following 
vaginal  deliveries,  greater  by  128  per  cent 
among  boys  than  among  girls,  and  greater 
by  65  per  cent  during  the  warm  than  during 
the  cold  months.  / 

A strong  tendency  was  noted  for  distress  to 
affect  both  members  of  twin  pairs  when 
either  member  was  affected.  There  were  50 
twin  sets  in  which  both  members  were  live- 
born  premature  infants.  The  respiratory 
distress  syndrome  developed  in  18  of  these 
100  infants,  and  therefore  by  chance  alone 
only  0.18  by  0.18  or  1 in  30  sets  would  be 
expected  to  include  2 distressed  infants. 
Actually  7 sets  of  the  50  twin  sets  showed 
respiratory  distress  syndrome  in  both  mem- 
bers of  the  pair,  a highly  significant  differ- 
ence (P  : 0.005)  from  the  expected  rate. 
Two  sets  of  premature  triplets  born  re- 
cently showed  respiratory  distress  in  each  of 
the  3 members.  The  members  of  both  sets  of 
triplets  and  five  of  the  seven  twin  pairs  were 
of  the  same  sex,  possibly  suggesting  a heredi- 
tary factor. 

Data  from  Selected  Group. — It  was  possible 
to  analyze  the  role  of  some  of  the  factors 
only  in  the  smaller  group  of  65  distressed 
and  41  healthy  infants  who  were  studied  in- 
tensively. history  of  antepartum  hemor- 
rhage and  ^Tiistory  of  rupture  of  the  mem- 
branes within  twenty-four  hours  of  delivery 
were  both  obtained  with  a statistically 
significant  higher  frequencv  in  distressed 
than  in  healthy  infants.^  Other  factors 
more  commonly  found  in  distressed  than  in 


healthy  infants,  although  the  differences 
were  not  statistically  significant,  included: 
a history  of  fetal  distress  in  utero,  asphyxia 
neonatorum,  multiparity,  maternal  age  over 
twenty-five  years,  a history  of  previous  preg- 
nancies resulting  in  premature  or  abnormal 
offspring,  and  antepartum  analgesia.  The 
average  duration  of  labor  was  the  same  in 
both  healthy  and  distressed  infants.  Fetal 
bradycardia  was  the  only  one  of  these  factors 
associated  with  a higher  mortality  rate  in 
distressed  infants. 

Clinicopathologic  and  Clinicoradio- 
LOGic  Correlation.— The  infants  who  were 
diagnosed  as  having  the  respiratory  distress 
syndrome  by  the  previous  criteria  had,  in 
the  first  15  instances,  chest  roentgenographic 
corroboration  of  the  diagnosis.  Roent- 
genographic diagnosis  was  thereafter  con- 
sidered unnecessary,  since  the  clinical  picture 
was  sufficiently  typical  in  itself.  For  full- 
term  infants  or  in  premature  infants  who 
were  not  seen  until  after  twelve  hours  of  age 
the  roentgenogram  remained,  however,  a 
valuable  diagnostic  aid.  The  uniform 
granular  pattern,  the  air  bronchogram,  and 
cardiomegaly  with  a widened  superior  medi- 
astinum were  characteristic  roentgenographic 
features. 

At  autopsy  none  of  the  infants  with  a 
clinical  diagnosis  of  the  respiratory  distress 
syndrome  showed  congenital  heart  disease, 
pneumothorax,  meconium  aspiration,  cere- 
bral hemorrhage  from  tentorial  tear,  or  pri- 
mary pneumonia.  At  postmortem  many  of 
the  respiratory  distress  syndrome  infants 
had  subarachnoid  or  intraventricular  hemor- 
rhages, presumably  of  secondary  anoxic 
nature,  and  some  had  a small  amount  of 
exudate  in  the  pulmonary  alveoli.  Pul- 
monary atelectasis  and  congestion  were 
prominent  features  except  in  a few  infants 
who  later  died  and  hyaline  membranes 
were  found  in  many. 

Typical  Clinical  Course. — All  of  the 
infants  who  developed  the  respiratory  dis- 
tress syndrome  showed  some  retraction, 
grunting,  or  decreased  air  entry  from  the 
first  time  they  were  examined.  There  was 
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never  a healthy  latent  period  after  birth. 
The  diagnosis  had  to  be  delayed  in  infants 
with  mild  signs  immediately  after  birth. 
These  signs  sometimes  disappeared  rapidly; 
in  other  cases  they  progressed  into  the  full- 
blown disease.  It  was  possible  by  serial  ob- 
servations during  the  first  hour  of  life  to 
learn  whether  the  signs  were  persisting  or 
disappearing  and  thereby  to  diagnose  or  ex- 
clude the  syndrome. 

A fairly  typical  case  is  presented  in  tabular 
form  in  Table  I.  This  1,270-Gm.  infant  who 
survived  started  life  with  retractions,  grunt- 
ing, and  decreased  air  entry.  After  twelve 
hours  of  age,  while  the  respiratory  signs 
were  gradually  diminishing,  new  signs  ap- 
peared. Fine  moist  pulmonary  rales  de- 
veloped along  with  peripheral  pitting  edema, 
irritability,  duskiness,  poor  tone,  and  de- 
creased activity.  It  was  not  until  forty- 
eight  hours  of  age  that  sufficient  activity 
and  responsiveness  were  regained  to  permit 
of  gavage  feeding.  After  this  time  the 
condition  returned  rapidly  to  normal.  Flush 
blood  pressure  measurements  were  low 
during  the  first  twenty-four  hours  and  then 
rose  gradually.  A loud  continuous  murmur 
typical  of  a patent  ductus  arteriosus  was 
heard  at  the  upper  left  sternal  border  after 
the  third  day.  It  changed  to  a purely 
systolic  murmur  on  the  eighth  day  and  dis- 
appeared by  three  weeks  of  age. 

Physical  Signs. — The  incidence  of  each 
of  the  physical  signs  in  41  healthy  infants,  31 
distressed  survivors,  and  34  distressed  fatal 
cases  will  now  be  analyzed.  Each  of  the 
signs  and  its  severity  is  considered  sepa- 
rately. 

Retractions. — In  one  half  of  the  healthy 
premature  infants  chest  retraction  was  noted 
during  the  early  minutes  of  life,  but  it  rarely 
persisted  and  then  only  in  a mild  form.  All 
but  2 of  the  respiratory  distress  syndrome 
infants  had  sternal  or  subcostal  retractions 
during  the  early  hours  of  life.  This  per- 
sisted until  forty-eight  hours  of  age. 

The  prognosis  for  affected  infants  was  un- 
related to  the  severity  of  retractions  during 
the  first  hour  after  birth.  There  was  a 
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A Grade  II  to  III  continuous  murmur  was  audible  at  the  upper  left  sternal  border  from  age  three  and  a half  to  age  eight  days,  and  a Grade  II  sj^stolic  murmur 
persisted  until  three  weeks  of  age.  First  feedings  were  at  age  forty-eight  hours.  There  was  a 20  per  cent  weight  loss  by  age  seventy-two  hours. 
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significantly  higher  mortality,  however, 
with  severe  retractions  between  one  and  six 
hours  or  with  moderate  or  severe  retractions 
after  six  hours  of  age.  Among  the  fatal  dis- 
tress cases,  those  with  severe  retractions 
tended  to  die  before  thirty  hours  of  age 
(mean  twenty-six  hours),  while  those  with 
mild  or  moderate  retractions  tended  to  die 
after  thirty  hours  of  age  (mean  sixty  hours). 
There  was  a significant  correlation  between 
the  severity  of  the  retractions  on  the  one 
hand  and  the  severity  of  grunting  and  of 
diminished  air  entry  on  the  other. 

Grunting. — Expiratory  grunting  was  some- 
times present  in  the  same  healthy  premature 
infants  who  showed  some  early  chest  retrac- 
tion. Grunting  was  always  mild  in  healthy 
infants  and  never  persisted  beyond  three 
hours  of  age. 

The  grunt  on  expiration  was  the  most 
characteristic  sign  of  the  respiratory  distress 
syndrome,  although  it  was  often  not  present 
until  thirty  minutes  of  age.  Although  there 
was  no  correlation  between  the  maximal 
severity  of  grunting  found  throughout  the 
disease  and  the  outcome,  from  the  ages  of 
one  to  six  hours  severe  grunting  w'as  asso- 
ciated with  a significantly  poorer  prognosis. 

Among  the  fatal  cases  there  was  a tend- 
ency (such  as  was  found  with  severe  retrac- 
tions) for  the  infants  with  severe  grunting  to 
die  early.  Respiratory  distress,  as  evidenced 
by  grunting  and  retraction,  continued  until 
the  end  in  infants  who  died  before  thirty 
hours  of  age  but  usually  disappeared  long 
before  death  in  the  infants  who  died  after 
thirty  hours.  Grunting  tended  to  be  more 
severe  in  the  smaller  babies. 

Breath  Sounds. — Although  one  half  of  the 
healthy  infants  had  diminished  breath 
sounds  after  birth,  the  air  entry  in  these 
infants  increased  rapidly  to  normal.  In  dis- 
tressed infants  air  entry  remained  poor 
until  forty-eight  hours  of  age.  Severe 
diminution  of  air  entry  was  a poor  prog- 
nostic sign.  The  finding  of  normal  air  entry 
in  distressed  infants  after  twelve  hours  of  age 
was  a good  prognostic  sign.  One  in  4 fatal 
cases,  however,  had  normal  air  entry  prior  to 


death.  There  was  a close  correlation  be- 
tween infants  with  most  markedly  dimin- 
ished air  entry  and  infants  who  had  the 
severest  retractions,  the  severest  rales,  and 
the  lowest  birth  weight. 

Tone  and  Activity. — Healthy  infants  some- 
times had  a mild  depression  of  tone  and 
activity  after  birth  which  was  relieved  by 
twelve  hours  of  age.  Distressed  infants 
showed  increasing  flaccidity  and  inactivity 
during  the  first  twelve  hours  of  life,  and  this 
lasted  for  over  forty-eight  hours.  Relief  of 
this  depression  was  usually  the  first  indica- 
tion of  recovery  in  survivors.  The  ap- 
pearance of  spontaneous  stretching  move- 
ments and  facial  expressiveness  during  the 
second  or  third  day  of  life  was  usually  fol- 
lowed by  rapid  abatement  of  the  disease. 
There  was  not,  however,  a significant  cor- 
relation between  the  degree  of  flaccidity  and 
inactivity  and  the  prognosis.  One  third  of 
the  fatal  cases  had  fair  tone  and  activity 
prior  to  death.  There  was  a close  correla- 
tion between  the  severity  of  depression  and 
the  severity  of  cyanosis  and  rales. 

Irritability. — In  spite  of  their  flaccidity 
and  lack  of  spontaneous  movements,  most  of 
the  distressed  infants  responded  to  stimula- 
tion with  tremulous  hyperactivity  between 
twelve  and  forty-eight  hours  of  age.  When 
slightly  disturbed  these  infants  cried  in  a 
high-pitched  wailing  fashion  which  persisted 
long  after  the  stimulus  was  removed.  Such 
jittery  hyperactivity  was  not  seen  in  healthy 
infants.  There  was  no  tendency  for  the 
degree  of  irritability  to  vary  with  the  severity 
of  any  other  of  the  signs.  Severe  irrita- 
bility was  not  a poor  prognostic  sign. 

Cyanosis. — Healthy  premature  infants 
were  sometimes  duskj'-  after  birth  but 
quickly  became  pink.  In  one  half  of  the  dis- 
tressed infants  some  cyanosis  was  present  in 
spite  of  oxygen  administration.  The  sever- 
ity of  cyanosis  after  the  first  hour  of  life  was 
more  closely  related  to  prognosis  than  was 
the  severity  of  any  of  the  other  physical 
signs.  There  was,  however,  no  relationship 
between  the  degree  of  cyanosis  and  the  age 
at  death,  and  there  was  also  no  tendency  for 
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cyanosis  to  increase  steadily  prior  to  death 
in  the  fatal  cases.  Cyanosis  was  absent  or 
decreasing  during  the  hours  before  death  in 
more  than  half  the  fatal  cases.  The  only 
physical  sign  which  tended  to  correlate  in 
severity  with  the  degree  of  cyanosis  was  the 
depression  of  tone  and  activity. 

Edema. — At  each  physical  examination 
the  feet  and  hands  were  palpated  for  edema. 
Transient  edema  was  found  in  4 healthy  in- 
fants. Each  of  these  were  probably  border- 
line distress  cases,  judging  from  their  slight 
retraction  and  grunting  after  birth.  Even 
the  smallest  infants  did  not  develop  edema 
if  they  did  not  have  signs  of  the  respiratory 
distress  syndrome.  (None  of  the  14  healthy 
babies  weighing  900  to  1,700  Gm.  had 
edema). 

Eighty-six  per  cent  of  the  distressed  infants 
developed  soft  pitting  edema  of  the  limbs. 
This  was  never  noted  at  birth  but  usually 
from  twelve  to  sixty  hours  of  age.  In  fatal 
cases  the  edema  tended  to  develop  earlier 
and  to  last  longer.  It  was  noted  in  9 infants 
during  the  first  hour  of  life,  and  8 died. 

There  was  no  relation  between  the  sever- 
ity of  edema  and  the  prognosis.  One  half 
of  the  fatal  cases  had  lost  some  or  all  of  their 
edema  prior  to  death.  The  severest  edema 
was  noted  in  the  smallest  distressed  infants. 
None  of  the  other  physical  signs  including 
rales  or  liver  enlargement  tended  to  be  re- 
lated in  their  severity  to  the  degree  of 
edema. 

Rales. — Coarse  rhonchi  were  heard  oc- 
casionally after  birth  in  premature  infants  of 
all  three  groups,  but  they  had  no  diagnostic 
or  prognostic  significance.  After  one  hour 
of  age  rales  were  heard  at  some  time  in  two 
thirds  of  the  infants  with  respiratory  dis- 
tress s3mdrome  but  in  none  of  the  healthy 
infants.  These  fine  moist  generalized  rales 
were  usually  heard  between  twelve  and  forty- 
eight  hours  of  age. 

Rales  were  more  frequently  heard  in  fatal 
(84  per  cent)  than  in  surviving  (43  per  cent) 
infants.  Infants  with  moderate  or  severe 
rales  or  with  early  onset  of  rales  tended  to 
have  a poorer  prognosis.  The  average  age 


when  rales  first  appeared  was  ten  hours  in 
fatal  cases  and  twenty  hours  in  survivors. 
The  9 distressed  infants  who  showed  rales 
before  six  hours  of  age  died.  Rales  were 
heard  at  the  last  examination  before  death  in 
18  out  of  21  babies  who  died  before  forty-six 
hours  of  age  and  in  only  3 out  of  11  infants 
who  died  after  age  forty-six  hours.  There 
was  an  association  between  the  severity  of 
rales  on  the  one  hand  and  the  severity  of  de- 
pressed tone  and  activity  and  the  degree  of 
impairment  of  breath  sounds  on  the  other. 

Although  there  was  no  tendency  for  edema 
and  rales  to  develop  in  equal  severity,  there 
was  a tendency  for  them  to  appear  coinciden- 
tally and  to  disappear  coincidentally  when 
both  were  present  in  the  same  infant.  Many 
infants,  however,  had  one  sign  and  not  the 
other. 

Liver  Size. — As  with  cyanosis  and  rhonchi, 
liver  enlargement  was  noted  in  some  infants 
after  birth  and  had  no  relation  to  diagnosis  or 
to  prognosis.  In  healthy  infants  after  one 
hour  of  age  the  liver  was  less  than  2.5  cm. 
below  the  right  costal  margin.  Distressed 
infants  for  the  most  part  also  had  livers  that 
were  palpable  less  than  2.5  cm.  throughout 
the  course  of  the  disease.  The  liver  was 
this  size  in  two  thirds  of  the  fatal  cases  at  the 
last  examination  before  death.  In  4 infants, 
however,  the  liver  was  larger  than  3 cm.  be- 
tween twenty-four  and  forty-eight  hours  of 
age;  all  4 died.  There  was  no  correlation 
between  the  degree  of  liver  enlargement  and 
the  severity  of  any  of  the  other  physical 
signs. 

Apneic  Spells. — Apneic  spells  rarely  were 
seen  in  premature  infants  who  did  not  have 
the  respiratory  distress  syndrome,  but  they 
were  noted  in  one  half  of  the  surviving  and  in 
one  half  of  the  fatal  distressed  cases.  In  the 
fatal  cases  they  usually  developed  during  the 
first  day  of  life  and  became  rapidly  more 
severe  until  death  resulted,  twelve  to  twenty- 
four  hours  later.  It  was  usual  in  survivors  for 
the  apneic  periods  to  appear  after  forty-eight 
hours  of  age  and  to  continue  for  several  days. 
In  this  group  the  spells  did  not  seem  to  in- 
crease in  severity  although  some  of  the  in- 
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fants  required  repeated  stimulation  or  posi- 
tive pressure  resuscitation. 

Heart  Murmur. — A characteristic  heart 
murmur  was  heard  in  one  third  of  the  infants 
who  survived  the  respiratory  distress  syn- 
drome. It  appeared  between  the  fourth  and 
seventh  days  of  age,  after  all  respiratory 
signs  had  gone.  The  murmur  was  loudest 
at  the  upper  left  sternal  border.  It  was 
crescendo  systolic  at  some  times  and  con- 
tinuous at  others.  There  was  a respiratory 
fluctuation  with  accentuation  of  the  murmur 
during  expiration;  a marked  accentuation 
occurred  if  the  infants  stopped  breathing  for 
several  seconds,  as  they  were  prone  to  do  at 
this  age.  The  murmur  always  disappeared 
several  days  to  two  weeks  after  it  appeared. 
It  was  never  heard  in  healthy  premature  in- 
fants. 

Jaundice. — Jaundice  was  noted  in  8 dis- 
tressed infants  during  the  first  twenty-four 
hours  of  life;  5 died.  Moderate  or  severe 
jaundice  appeared  after  twenty-four  hours  in 
one  third  of  the  healthy  infants  and  in  one 
half  of  the  distressed  infants  who  survived. 

Abdominal  Signs. — ^Abdominal  distention, 
infrequent  bowel  movements,  and  absent 
bowel  sounds  were  noted  in  a number  of  dis- 
tressed infants  during  the  second  half  of  the 
first  week,  after  distress  was  over.  This 
paralytic  ileus  sometimes  presented  a severe 
problem.  Occasionally  it  responded  to 
warm  saline  enemas. 

Capillary  Fragility. — There  was  evidence 
of  increased  capillary  fragility  in  infants  who 
had  respiratory  distress  syndrome.  A suc- 
tion cup  electrode  used  for  the  electrocardio- 
graphic chest  lead  produced  ecchymoses 
during  the  early  hours  of  the  most  severe 
re.spiratory  difficulty.  It  was  rare  for  such 
ecchymoses  to  result  in  even  the  smallest 
healthy  premature  infants.  A similar 
phenomenon  was  noted  in  infants  who  were 
cyanotic  from  asphyxia  neonatorum,  in 
whom  any  trauma  resulted  in  severe  bruis- 
ing. On  recovery  from  the  asphyxia  or 
respiratory  distress  syndrome,  the  infants 
no  longer  tended  to  bruise. 

Sclerema. — One  quarter  (16)  of  the  dis- 


tressed infants  and  none  of  the  healthy  de- 
veloped sclerema.  This  usually  appeared 
between  twenty-four  and  forty-eight  hours 
of  age  as  a hardening  of  the  pre-existing  pe- 
ripheral edema  and  of  the  tissues  of  the 
buttocks,  thighs,  and  cheeks.  In  8 of  the 
cases  it  persisted  until  death,  which  followed 
within  twelve  hours,  and  in  the  other  half  it 
subsided. 

Pulse  Rate. — The  pulse  rate  in  normal  in- 
fants gradually  decreased  from  137  at  one 
hour  to  126  at  forty-eight  hours  of  age. 
Distressed  infants’  pulse  rates  were  10  per 
minute  faster;  the  pulse  rates  in  fatal  dis- 
tress cases  were  slightly  higher  than  in  sur- 
vivors during  the  first  twenty-four  hours  of 
life.  There  was  no  tendency  for  the  pulse 
rate  to  increase  in  fatal  cases  prior  to  death. 

Respiratory  Rate. — Respiratory  rates  were 
counted  4 hourly  by  the  nurses  while  the 
infants  were  quiet,  although  not  usually 
asleep.  In  healthy  premature  infants  the 
rate  averaged  55  during  the  first  hour,  rose 
to  64  by  six  hours,  and  then  fell  steadily  to 
53  per  minute  at  seventy-two  hours  of  age. 
In  distressed  infants  the  respiratory  rate  con- 
tinued to  rise  to  73  per  minute  between 
twelve  and  forty-eight  hours  of  age.  After 
this  time  the  rate  fell  slowly  in  surviving  in- 
fants. The  fatal  cases  tended  to  start  with  a 
lower  rate  (40  per  minute)  after  birth. 

A rise  in  the  respiratory  rate  of  more  than 
20  per  minute  after  the  first  hour  of  age 
occurred  in  20  per  cent  of  the  healthy  and  70 
per  cent  of  the  distressed  infants.  Respira- 
tory rates  of  70  per  minute  or  more  at  any 
time  after  twelve  hours  of  age  were  unusual 
in  healthy  infants  (25  per  cent),  but  common 
in  distressed  infants  (70  per  cent).  There 
was  therefore  no  method  of  providing  a clear- 
cut  distinction  between  healthy  and  distressed 
infants  on  the  basis  of  respiratory  rate  alone. 

Body  Temperature. — ^The  rectal  tempera- 
ture was  the  same  in  healthy  and  in  dis- 
tressed infants  who  survived,  with  an  av- 
erage of  95.7  F.  (35.4  C.)  on  admission  to  the 
nursery  and  96  F.  (35.5  C.)  to  97  F.  (36.1  C.) 
thereafter.  The  fatal  distressed  cases  had 
an  average  rectal  temperature  of  approxi- 
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mately  0.5  F.  (0.25  C.)  below  these  levels  at 
all  times.  A rectal  temperature  below  95  F. 
(35  C.)  was  a poor  prognostic  sign.  This 
occurred  at  some  time  after  one  hour  of  age 
in  50  per  cent  of  the  fatal  distress  cases  and 
in  only  15  per  cent  of  the  healthy  infants  and 
the  distressed  survivors. 

Weight  Loss.- — The  weight  loss  was  twice 
as  great  in  distressed  infants  as  in  healthy 
infants  of  equal  birth  weight.  By  seventy- 
two  hours  of  age  the  healthy  infants  had  lost 
an  average  of  6.5  per  cent  of  their  birth 
weight,  with  1 out  of  10  losing  more  than  10 
per  cent.  The  distressed  infants  had  lost 
12.5  per  cent,  with  8 out  of  10  losing  more 
than  10  per  cent.  Healthy  premature  in- 
fants regained  their  birth  weight  by  the  age 
of  two  weeks,  while  distressed  infants  took 
three  and  one-half  weeks.  The  weight  loss 
in  all  three  groups  of  infants  was  the  same 
during  the  first  day  of  life  (4  to  5 per  cent  by 
the  age  of  twenty-four  hours) . The  loss  pro- 
gressed at  a faster  rate  in  distressed  infants 
thereafter.  Survivors  and  fatal  cases  lost 
similar  amounts. 

Prognostic  Significance  of  Physical 
Signs. — The  physical  signs  which  were  ob- 
served with  significantly  higher  frequency  in 
fatal  than  in  surviving  distressed  infants  will 
now  be  considered  together.  They  are  the 
clinical  signs  which  had  statistically  signifi- 
cant prognostic  value. 

During  the  first  hour  of  life  edema  (89  per 
cent  mortality)  was  the  only  such  sign.  The 
presence,  after  one  hour  of  age,  of  severe 
retraction  (83  per  cent  mortality),  moder- 
ate to  severe  cyanosis  (80  per  cent  mor- 
tality), and  rales  (68  per  cent  mortality), 
were  significant  indicators  of  an  adverse 
outcome.  At  between  one  and  six  hours  of 
age,  rales  assumed  even  greater  significance 
(100  per  cent  mortality),  and  severe  grunting 
(82  per  cent  mortality)  became  statistically 
significant. 

Conversely,  the  speed  with  which  certain 
of  the  physical  signs  disappeared  was  asso- 
ciated with  a good  prognosis.  If  retractions 
had  become  mild  or  absent  after  six  hours  of 
age  the  mortality  rate  dropped  to  32  per 


cent,  and  if  there  were  no  retractions  after 
twelve  hours  of  age  only  17  per  cent  died. 
When  rales  were  absent  between  twelve 
and  twenty-four  hours  of  age,  28  per  cent 
died.  When  rales  were  absent  between 
twenty-four  and  forty-eight  hours,  15  per 
cent  died.  When  cyanosis  was  absent  after 
forty-eight  hours,  9 per  cent  died.  The 
absence  of  retractions,  rales,  and  cyanosis  at 
these  age  periods  could  therefore  be  inter- 
preted as  favorable  findings. 

Correlation  Between  Physical  Signs. 
—The  tendency  for  different  physical  signs  to 
appear  together  in  equal  severity  in  the  same 
infant  has  been  analyzed  in  an  attempt  to 
understand  the  interrelationships  of  the 
several  clinical  signs  of  respiratory  distress 
syndrome.  The  Chi-square  test  for  double 
dichotomies  was  used  to  determine  whether 
or  not  there  was  a statistically  significant 
tendency  for  the  infants  with  the  severest 
rales,  for  example,  also  to  have  the  severest 
edema.  It  was  possible  to  determine  by  the 
same  method  the  correlation  between  the 
severity  of  each  of  the  signs  and  the  birth 
weight  and  between  the  severity  of  each  of 
the  signs  and  a fatal  outcome. 

^hese  interrelationships  are  now  pre- 
sfeted.  There  were  four  signs  which  when 
severe  tended  to  be  associated  with  a fatal 
outcome.  In  the  order  of  statistical  signifi- 
cance they  are:  cyanosis,  rales,  retraction, 
and  diminished  air  entry.  The  severity  of 
the  other  five  signs,  namely,  grunting, 
edema,  liver  enlargement,  depressed  tone 
and  activity,  and  irritability,  were  not  corre- 
lated with  prognosis.  Three  of  the  signs 
tended  to  be  more  severe  in  the  smaller  in- 
fants. These  were  grunting,  poor  air  entry, 
and  edema.  The  mortality  rate  in  the 
group  of  65  was  not  significantly  higher 
for  infants  who  weighed  less  than  1,750 
Gm.  (58  per  cent)  than  for  those  who 
weighed  more  (48  per  cent). 

/There  was  a highly  significant  correlation 
between  the  severity  of  rales  and  the  severity 
of  depressed  tone  and  activity,  between  the 
severity  of  cyanosis  and  of  depression,  and 
between  the  severity  of  retraction  and  of 
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grunting.  A less  significant  correlation  was 
found  between  the  poorness  of  air  entry  on 
the  one  hand  and  the  severity  of  retraction 
or  of  rales  on  the  other.  There  was  no  corre- 
lation between  the  severity  of  edema  and 
that  of  rales  and  none  between  either  of  these 
and  liver  enlargement.  When  depressed 
tone  and  activity  on  the  one  hand  and  either 
rales  or  cyanosis  on  the  other  were  both 
severe  in  the  same  infant,  the  severe  de- 
pression usually  preceded  the  development  of 
severe  cyanosis  or  of  severe  rales. 

Differential  Diagnosis.— ijhe  diffi- 
culty in  the  early  diagnostic  differentiation 
of  the  mild  distress  case  from  the  healthy  pre- 
mature infant  with  transient  respiratory 
signs  has  been  discussed  previously.  This 
problem  was  overcome  by  serial  examina- 
tions during  the  first  hour  of  life  to  distin- 
guish the  infants  whose  respiratory  difficulty 
was  increasing  (respiratory  distress  syn- 
drome) from  those  in  whom  it  was  disappear- 
ing (healthy). 

-kinfants  with  the  syndrome  who  were  not 
seen  until  after  twelve  hours  of  age  had  fre- 
quently lost  their  respiratory  distress.  The 
later  physical  findings  (rales,  tachypnea, 
cyanosis,  irritability,  flaccidity,  edema, 
jaundice,  and  heart  murmur)  could  be  mis- 
taken for  the  signs  of  pneumonia,  congenital 
heart  disease,  or  intracranial  hemorrhage. 
It  was  at  this  stage  that  the  chest  roentgeno- 
gram was  of  the  most  diagnostic  aid. 

As  the  study  progressed  it  became  ap- 
parent that  edema  was  almost  specifically 
associated  with  this  syndrome;  that  gener- 
alized rales  were  part  of  the  disease,  but 
focal  rales  usually  meant  pneumonia;  and 
that  tachypnea  and  cyanosis  with  good  air 
entry  and  coarse  breath  sounds  during  the 
early  hours,  without  much  retraction  and 
grunting,  were  likely  to  be  due  to  pneumonia, 
meconium  aspiration,  or  congenital  heart 
disease  and  not  to  the  respiratory  distress 
syndrome.  The  most  confusing  conditions 
were  pneumothorax  and  posthemorrhagic 
shock  which  both  presented  with  severe  re- 
traction, grunting,  and  poor  air  entry,  al- 
though they  usually  had  other  specific  diag- 


nostic features. 

Blood  Pressures. — The  flush  blood  pres- 
sure in  healthy  infants  tended  to  increase  by 
25  mm.  Hg  during  the  first  week  of  life. 
There  was  a direct  correlation  between  the 
weight  of  the  infant  and  the  blood  pressure. 
This  effect  of  weight  did  not  persist  beyond 
two  weeks  of  age  when  pressures  of  80  mm. 
Hg  were  common  to  all. 

In  distressed  infants  during  the  first 
month  of  life  the  flush  blood  pressure  aver- 
aged 10  mm.  Hg  less  than  in  healthy  infants 
of  the  same  weight  and  age.  This  hypoten- 
sion was  not  a universal  finding ; One  half  of 
the  distressed  infants  had  blood  pressures 
within  the  normal  range.  There  was  no 
significant  relationship  between  the  degree  of 
hypotension  during  distress  and  the  progno- 
sis. There  was  frequently,  however,  a 10- 
to  20-mm.  Hg  rise  in  blood  pressure  coinci- 
dental with  the  onset  of  normal  stretching 
activity  in  survivors  when  they  began  to  re- 
cover. 

Venous  Pressure. — Umbilical  vein  pres- 
sure measurements  were  made  20  times  in  15 
distressed  infants.  The  average  venous 
pressure  during  distress  was  62  mm.  water. 
In  three  infants  the  reading  was  below  40 
mm.  and  in  one  above  90  mm.  water.  (The 
venous  pressure  measured  by  the  same 
technic  prior  to  exchange  transfusions  of 
erythroblastotic  infants  ranged  from  40  to  90 
mm.  water.)  Serial  measurements  were 
made  in  4 infants : 2 who  died  showed  a rise 
in  pressure  prior  to  death  of  40  and  125  mm. 
water;  1 fatal  case  and  1 survivor  did  not 
show  any  change.  There  was  no  relation- 
ship between  the  venous  pressure  on  the  one 
hand  and  the  blood  pressure,  the  prognosis, 
the  age  of  the  infant,  the  severity  of  rales, 
edema,  or  liver  enlargement  on  the 
other. 

Electrocardiographic  Changes. — The 
electrocardiogram,  although  showing  normal 
findings  at  birth,  showed  P-R  and  QRS 
widening  in  distressed  infants  only,  between 
twelve  and  sixty  hours  of  age.  This  dis- 
turbance persisted  for  from  twenty-four  to 
thirty-six  hours  in  survivors.  In  fatal  cases 
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increasingly  severe  conduction  defects  were 
present  for  a similar  period  prior  to  death. 
When  250  tracings  made  on  94  premature  in- 
fants were  analyzed,  there  was  a quite  sharp 
distinction  between  those  made  on  healthy 
and  those  made  on  distressed  premature  in- 
fants. The  borderline  was  0.04  seconds  for 
QRS  and  0.11  seconds  for  P-R  duration,  with 
longer  values  found  only  in  distressed  in- 
fants. 

The  electrocardiographic  disturbances 
found  during  the  respiratory  distress  syn- 
drome included  as  well  as  prolongation  of 
P-R  and  QRS  intervals,  decreased  QRS 
voltage  in  standard  leads;  a prolonged  Q-T 
interval;  broadening,  flattening,  and  finally 
disappearance  of  the  P wave;  left  axis  devia- 
tion and  left  ventricular  preponderance; 
rarely,  peaked  T waves;  and  sometimes  a 
2 : 1 atrioventricular  heart  block.  These 
changes  always  reverted  to  normal  within 
several  days  in  survivors.  Between  twelve 
and  thirty-six  hours  of  age,  75  per  cent  of  the 
electrocardiograms  taken  on  distressed  in- 
fants showed  P-R  and  QRS  prolongation. 

Electrocardiographic  Changes  Corre- 
lated WITH  THE  Serum  Potassium  Con- 
centration.— When  serial  serum  potassium 
determinations  and  electrocardiograms  were 
made  on  the  same  infants  at  the  same  time, 
it  was  found  that  the  electrocardiographic 
disturbances  were  always  associated  with 
serum  potassium  concentrations  of  over  7 
mEq.  per  liter.  In  healthy  infants  the 
serum  potassium  did  not  increase  after  birth. 
During  distress,  however,  the  mean  serum 
potassium  concentration  rose  from  5 mEq. 
per  liter  in  the  first  six  hours  to  8 or  9 
mEq.  per  liter  between  twelve  and  forty- 
eight  hours  after  birth. 

Acidosis.^ — ^Serial  studies  of  pH  and  the 
total  carbon  dioxide  content  of  venous 
blood  were  made  on  healthy  and  distressed 
infants.  They  showed  an  early  respiratory 
acidosis  in  distressed  infants  complicated 
after  twelve  hours  of  age  by  an  increasingly 
severe  metabolic  acidosis. 

During  the  first  day  of  life  the  normal  in- 
fants had  a pH  of  7.3,  distressed  survivors 


7.2,  and  fatal  distress  cases  7.1.  The  mean 
carbon  dioxide  tension  in  distre.ssed  cases 
was  an  average  15  mm.  Hg  higher  than  in 
normal  infants,  with  no  evidence  of  a com- 
pensatory rise  of  bicarbonate  in  distressed 
infants  in  response  to  the  respiratory  acidosis. 
Instead  the  bicarbonate  concentration  fell 
markedly  in  fatal  cases  during  their  twenty- 
four-  to  seventy-two-hour  course. 

Blood  Biochemical  Results. — Associ- 
ated with  the  rise  of  serum  potassium  con- 
centration in  distressed  infants  was  a similar 
rise  of  the  nonprotein  nitrogen  and  phos- 
phorus concentrations.  The  potassium, 
nonprotein  nitrogen,  and  phosphorus  con- 
centrations all  rose  higher  in  fatal  cases  than 
in  surviving  infants.  For  potassium  and 
nonprotein  nitrogen  this  difference  was 
noticeable  only  after  twelve  hours  of  age. 

There  was  a slight  increase  in  the  serum 
sodium  concentration  during  distress  and  no 
change  in  the  chloride.  In  one  third  of  the 
distressed  infants  the  blood  sugar  was  ab- 
normally low.  Concentrations  of  5 to  20 
mg.  per  100  ml.  were  not  infrequently  ob- 
tained and  were  not  associated  with  con- 
vulsions or  with  other  clinical  signs. 

Plasma  protein  concentrations  were 
markedly  lower  in  distressed  than  in  healthy 
infants.  During  the  first  days  of  life  the 
mean  value  for  healthy  infants  was  5.5  Gm. 
per  100  ml.  while  for  distressed  babies  it 
was  4.5  Gm.  per  100  ml.  This  was  not 
associated  with  differences  in  hematocrit  or 
osmolarity  between  the  two  groups.  This 
hypoproteinemia  persisted  until  the  infants 
were  one  week  of  age. 

Urinary  Output. — Distressed  infants  ex- 
creted almost  as  much  urine  as  did 
healthy  infants.  This  urine  contained  more 
nitrogen  and  potassium  and  vastly  more 
.sodium  and  chloride  than  normal.  The 
phosphorus  output  during  the  first  day  of 
life  was  minute  in  both  healthy  and  dis- 
tressed infants  and  rose  quickly  thereafter, 
the  rise  being  greater  in  distressed  infants. 

17-Hydroxycorticoid  Output. — The  17- 
hydroxycorticoid  output,  measured  as  Por- 
ter-Silber  chromogen,  was  found  to  be  twice 
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as  high  during  the  first  three  days  of  life  in 
distressed  infants  as  in  healthy  infants. 
There  was  also  a correlation  between  the  17- 
hydroxycorticoid  output  and  the  potassium, 
nitrogen,  and  sodium  output. 

Edema  Fluid  Protein. — Blood-free 
edema  fluid  collected  from  distressed  infants 
contained  from  1 to  3 Gm.  of  total  protein, 
usually  almost  one  half  of  the  serum  protein 
concentration.  The  albumin  fraction  as 
measured  by  protein  electrophoresis  was  an 
average  10  per  cent  higher  in  the  edema  fluid 
than  in  the  serum.  In  3 premature  infants 
who  developed  edema  at  about  one  month 
of  age  (unrelated  to  respiratory  distress  syn- 
drome) the  edema  fluid  contained  less  than 
1 Gm.  per  100  ml.  protein. 

Tocopherol. — Serum  tocopherol  concen- 
trations were  determined  by  Dr.  Goldbloom. 
No  difference  could  be  demonstrated  between 
the  concentrations  found  in  7 distressed 
infants  and  those  obtained  from  a large 
group  of  healthy  premature  infants. 

Glucose  - Insulin  - Bicarbonate  ther- 
apy FOR  Hyperkalemia. — After  the  dem- 
onstration that  distressed  infants  devel- 
oped a hyperkalemic  state  with  impaired 
electrocardiographic  conduction,  an  at- 
tempt was  made  to  treat  the  condition.  An 
intravenous  infusion  containing  glucose  (15 
per  cent),  insulin  (7.5  units  per  100  ml.),  and 
sodium  bicarbonate  (5  mEq.  per  100  ml.)  was 
given  to  desperately  ill  infants  who  had  the 
signs  of  the  metabolic  disturbance  at  from 
twenty-four  to  forty-eight  hours  of  age.  It 
was  usually  possible  to  lower  the  serum  po- 
tassium and  correct  the  electrocardiogram 
and  to  prolong  life,  although  18  of  these  24 
infants  ultimately  died. 

Early  Intravenous  Glucose  and  Bi- 
carbonate Therapy. — Fifty-three  prema- 
ture infants  with  respiratory  distress  syn- 
drome have  recently  been  treated  with  intra- 
venous glucose  and  sodium  bicarbonate 
therapy  from  the  first  three  hours  of  life 
until  gastric  feedings  were  well  established. 
With  this  management  it  has  been  possible 
in  almost  every  case  to  prevent  the  potas- 
sium, nitrogen,  and  phosphorus  rise,  the 
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hypoglycemia,  and  the  metabolic  acidosis. 
In  none  of  these  infants  did  any  electro- 
cardiographic conduction  disturbances  de- 
velop. Of  29  distressed  infants  so  treated  at 
other  hospitals  during  the  past  fifteen 
months,  9 have  died.  This  is  one  half  of  the 
mortality  previously  observed  by  the  author 
at  these  hospitals. 

During  these  fifteen  months  every  900-  to 
2,500-Gm.  premature  infant  seen  by  the 
author  at  the  Royal  Victoria  Hospital 
who  had  the  signs  of  respiratory  distress 
syndrome  was  assigned  to  a controlled 
study  of  early  intravenous  therapy.  The 
study  included  almost  every  infant  born 
during  this  period  who  had  respiratory 
distress  syndrome.  Within  three  hours 
after  birth,  as  soon  as  the  diagnosis  of 
the  syndrome  had  been  clinically  estab- 
lished, allotment  to  treatment  or  control 
groups  was  made  by  a coin  toss.  The 
only  difference  in  the  management  of  the 
two  groups  was  in  the  fluid  intake.  The 
study  group  was  given  intravenous  fluids 
from  the  first  three  hours  until  gastric  feed- 
ings were  being  well  absorbed.  The  controls 
received  no  parenteral  fluids  and  were  not  fed 
until  twenty-four  to  thirty-six  hours  of  age. 

During  this  time,  12  of  the  26  controls 
died  and  5 of  the  24  treated  infants  died. 
This  mortality  rate  (21  per  cent)  is  not  quite 
significantly  lower  than  the  46  per  cent  rate 
obtained  in  controls.  The  study  is  being 
continued  until  35  infants  have  been  treated 
and  35  watched  as  controls. 

In  all,  14  of  the  distressed  infants  treated 
early  with  intravenous  therapy  died;  12 
weighed  less  than  1,750  Gm.  Three  of  the 
deaths  were  infants  weighing  900  to  1,000 
Gm.,  a weight  group  from  which  no  sur- 
vivors of  respiratory  distress  syndrome  have 
been  observed  at  this  hospital.  During  the 
first  three  days  of  life,  2 infants  died  of  com- 
plications which  metabolic  therapy  could 
not  be  expected  to  affect : massive  subarach- 
noid hemorrhage  and  pneumomediastinum. 
Three  other  infants  survived  the  first  three 
days  of  life  to  die  at  ages  six  to  twenty-one 
days,  2 with  pneumonia  and  1 with  a large 
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intraventricular  hemorrhage. 

The  6 other  fatalities  were  uncomplicated 
cases  who  died  during  the  usual  period  for 
respiratory  distress  syndrome  and  appeared 
to  gain  little  or  no  benefit  from  the  intra- 
venous infusion.  All  6 fatahties  were  no- 
table for  the  severe  degree  of  retraction, 
grunting,  cyanosis,  and  respiratory  acidosis 
which  they  showed  and  their  early  age  at 
death,  namely  from  ten  to  thirty-eight 
hours.  They  all  had  increasingly  severe 
signs  of  respiratory  failure  prior  to  death. 

Metabolic  and  electrocardiographic  dis- 
turbances similar  to  those  in  respiratory 
distress  syndrome  have  been  found  to 
develop  after  twelve  hours  of  age  in  border- 
line viable  infants  who  weigh  less  than 
1,000  Gm.,  even  if  they  do  not  have  the 
respiratory  distress  syndrome.  During  the 
past  nine  months,  early  intravenous  ther- 
apy was  used  in  10  such  infants.  Although 
many  of  them  died,  the  survival  time  was 
exceptional,  such  as  from  five  to  seven  days 
for  some  infants  weighing  less  than  700  Gm. 
Two  who  survived  weighed  730  and  710  Gm. 
at  birth,  smaller  than  any  previous  graduates 
of  this  hospital,  and  both  were  doing  well  at 
two  months  and  nine  months  of  age. 

The  intravenous  solution  is  administered 
through  a scalp  vein  in  the  midfrontal  area, 
the  infant  remaining  unrestrained.  With 
the  use  of  a microdrip  set,  and  more  re- 
cently a 20-ml.  volume  control  chamber, 
there  have  been  no  accidents  in  the  ad- 
ministration of  quantities  of  fluid  as  small  as 
2 ml.  per  hour  over  periods  of  as  long  as  one 
week. 

The  early  intravenous  therapy  consists  of 
a constant  infusion  of  10  per  cent  glucose 
water  containing  5 rnEq.  of  sodium  bicar- 
bonate per  100  ml.  and  given  at  the  rate  of 
65  ml.  per  kilogram  of  body  weight. 

In  most  cases  venous  blood  is  drawn  at 
the  onset  of  therapy  for  pH,  carbon  dioxide, 
and  potassium  determinations.  Subsequent 
samples  are  sometimes  drawn  if  the  condition 
does  not  improve.  In  the  presence  of  a 
severe  acidosis  the  intravenous  sodium  bi- 
carbonate is  sometimes  increased  to  10  or 


even  15  mEq.  per  100  ml.  until  the  pH  rises 
to  7.2.  Hyperkalemia  developed  twice  and 
was  treated  by  increasing  the  glucose  con- 
centration to  15  per  cent  and  adding  5 units 
of  insulin  per  100  ml. 

None  of  the  infants  treated  to  date  has 
developed  signs  of  fluid  overload.  Actually 
the  incidence  of  peripheral  edema,  rales,  and 
liver  enlargement  is  lessened  with  intra- 
venous therapy.  During  the  course  of  the 
intravenous  therapy  the  body  weight  re- 
mains unchanged  or  drops  by  5 per  cent. 

The  main  danger  of  the  intravenous 
therapy  seems  to  be  the  resultant  hypo- 
glycemia if  the  infusion  is  discontinued  or 
infiltrates  before  an  alternate  source  of 
calories  (preferably  milk)  is  being  provided. 
This  danger  has  been  met  by  restarting  the 
infusion  within  one  hour  after  it  stops. 
It  is  usual  for  each  infusion  to  run  for  forty- 
eight  hours  before  infiltration  or  reddening 
of  the  infusion  site  necessitate  a reinsertion. 
Insertion  of  scalp  vein  needles  must  be  done 
in  the  incubator  with  utmost  consideration 
for  the  infant’s  precarious  status  if  excessive 
trauma  is  to  be  avoided.  When  the  condi- 
tion is  too  grave  to  permit  the  pain  of  inser- 
tion of  a needle,  the  umbilical  vein  is  some- 
times used,  although  the  risk  of  infection  is 
greater. 

It  is  usually  possible  to  start  gastric 
feedings  about  twenty-four  hours  after 
birth  when  spontaneous  activity  develops 
and  the  infant  becomes  increasingly  able  to 
tolerate  handling.  It  is  sometimes  advis- 
able to  initiate  feedings  with  the  hourly  ad- 
ministration of  tiny  amounts  of  food  through 
an  indwelling  gastric  polyethylene  tube. 
The  stomach  contents  are  aspirated  prior  to 
each  feeding  in  an  attempt  to  prevent  re- 
gurgitation. When  milk  is  being  absorbed 
in  the  same  volume  as  is  running  intra- 
venously, the  intravenous  infusion  is  dis- 
continued. This  is  usually  at  from  thirty-six 
to  forty-eight  hours  of  age. 

Comment 

Diagnosis. — The  diagnostic  criteria  es- 
tablished for  this  study  were  sufficient  to 
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select  a group  of  affected  infants  who  went 
on  to  develop  the  full-blown  disease  from 
healthy  premature  infants  who  did  not. 
Many  of  the  problems  of  prematurity  such 
as  edema,  flaccidity,  abdominal  distention, 
and  acidosis  were  accentuated  in  or  restricted 
to  this  distressed  group  of  infants.  Fine 
moist  rales,  typical  of  those  heard  in  pul- 
monary edema,  were  a characteristic  sign  in 
most  cases.  There  were  a number  of  signs 
which  were  associated  with  an  unfavorable 
outcome  in  the  group  as  a whole.  Although 
diagnosis  proved  to  be  straightforward  in 
individual  cases,  prognostication  was  most 
difficult. 

Etiology. — The  presence  of  the  clinical 
signs  of  the  disease  immediately  after  birth 
suggests  that  the  etiologic  factor  or  factors 
operate  before  birth.  From  the  analysis  of 
the  factors  in  pregnancy  and  delivery  which 
affected  the  incidence  of  the  disease,  it 
seemed  that  factors  which  were  associated 
with  an  increased  incidence  were  those 
which  operated  in  utero  rather  than  during 
delivery.  The  earliest  disturbances  to  ap- 
pear after  birth  probably  have  the  closest  re- 
lation to  the  etiology.  These  included : 
chnical  signs  of  labored  respirations,  hypo- 
tension, respiratory  acidosis,  hypoprotein- 
emia,  and  hyperphosphatemia.  The  inter- 
pretation of  such  wide-ranging  changes 
would  be  overly  speculative. 

Pathogenesis. — Considerable  evidence 
was  found  of  an  increased  capillary  perme- 
ability which  might  explain  the  peripheral 
edema.  The  possible  role  of  this  disturb- 
ance in  producing  pulmonary  rales,  hypo- 
proteinemia,  and  hyaline  membranes  is  un- 
known. A lack  of  vitamin  E has  been 
postulated  as  a possible  cause  for  increased 
capillary  permeability  and  edema,  but  the 
levels  found  in  this  study  were  the  same  in 
healthy  as  in  distressed  infants. 

The  biochemical  disturbance  during  re- 
spiratory distress  syndrome  consisted  of  an 
early  respiratory  acidosis  complicated  later 
by  a metabolic  acidosis.  The  ki  dney  s seemed 
to  be  unable  to  conserve  a base;  the  sodium 
excretion  was  elevated  in  the  face  of  a 


severe  acidosis,  and  the  bicarbonate 
fell.  After  twelve  hours  of  age  there  was 
evidence  of  increased  catabolism  with  rising 
serum  phosphorus,  nonprotein  nitrogen,  and 
potassium  concentrations  in  the  presence  of 
a normal  urinary  output  and  severe  weight 
loss. 

Urinary  17-hydroxy corticoids  indicated 
that  the  adrenal  cortex  might  be  functioning 
at  twice  the  normal  rate,  even  though  there 
were  signs  of  adrenal  insufficiency  such  as 
hypotension,  hypoglycemia,  and  increased 
serum  potassium  and  urine  sodium.  The 
correlation  between  the  amount  of  17-hy- 
droxycorticoid  and  of  potassium  and  nitro- 
gen in  the  urine  lent  some  weight  to  the 
hypothesis  that  the  increased  catabolic  rate 
was  mediated  by  a hyperactive  adrenal 
cortex. 

The  changes  shown  by  electrocardi- 
ography were  an  almost  constant  feature  of 
the  middle  period  of  the  disease  (from 
twelve  to  sixty  hours).  Their  close  correla- 
tion with  the  serum  potassium  concentra- 
tion and  their  correction  with  antihyper- 
kalemic  therapy  suggested  a cause-and-effect 
relationship.  It  was  difficult,  however,  to 
be  sure  that  these  were  hyperkalemic  con- 
duction disturbances  in  the  absence  of 
peaked  T waves,  even  though  the  remainder 
of  the  findings  were  fairly  typical.  The 
normally  low  or  almost  absent  T wave  of  the 
premature  infant  after  birth  might  bear 
some  relation  to  this  point. 

Since  most  of  the  information  about  the 
cardiac  effects  of  an  elevated  serum  potas- 
sium concentration  has  been  derived  from 
adults  with  acute  renal  failure,  a recent  case 
of  a hydronephrotic  newborn  infant  who 
died  on  the  sixth  day  of  life  with  a serum 
potassium  of  8.8  mEq.  per  liter  was  of 
interest.  An  electrocardiogram  that  was 
taken  a few  hours  before  death  showed  a 
P-R  interval  of  0.14  and  a QRS  of  0.07 
seconds.  There  was  a left  ventricular  pre- 
ponderance and  a shift  in  the  axis  toward 
the  left.  There  was  no  peaking  of  the  T 
wave.  This  lends  credence  to  the  belief 
that  the  serum  potassium  concentration  in 
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the  distressed  newborn  is  toxic  when  it  is 
above  7 mEq.  per  liter,  although  the  effects 
seen  on  electrocardiography  are  manifested 
differently  from  those  found  in  adults.  It 
also  suggests  that  the  left  ventricular  pre- 
ponderance seen  in  many  of  the  distressed 
infants’  tracings  could  have  resulted  from 
hyperkalemia  rather  than  from  a mechanical 
disturbance  such  as  patent  ductus  arteriosus. 

Infants  who  die  early  in  the  course  of  the 
disease  have  the  most  marked  respiratory 
signs,  and  these  signs  increase  in  severity 
until  death.  Such  deaths  appear  to  be 
purely  respiratory  in  nature  and  are  usually 
associated  with  very  high  carbon  dioxide 
tensions  in  the  blood.  They  are  contrasted 
with  the  deaths  of  infants  who  survive  more 
than  thirty  hours  and  whose  milder  respira- 
tory signs  have  disappeared  long  before 
the  end.  These  have  frequently  been 
referred  to  as  exhaustion  deaths  in  pre- 
vious descriptions.  It  is  possible  that  the 
high  serum  potassium  and  severe  metabolic 
acidosis  prevailing  at  this  time  may  indicate 
that  in  some  cases  these  later  deaths  may  be 
metabolic  in  nature.  The  higher  degree  of 
success  of  the  metabolic  therapy  in  prevent- 
ing deaths  during  this  period  as  compared 
with  the  6 ‘respiratory’  deaths  of  treated  in- 
fants before  thirty-eight  hours  of  age  is  also 
suggestive. 

Treatment. — Early  intravenous  therapy, 
although  painstaking  and  potentially  dan- 
gerous because  of  trauma  and  reactive  hypo- 
glycemia, has  enjoyed  a partial  success. 
This  is  particularly  true  for  nondistressed 
infants  weighing  less  than  1,000  Gm.  and  for 
the  distressed  infants  who  did  not  have  a 
rapid  downhill  asphyxiating  course. 

Summary 

The  clinical  incidence  of  respiratory  dis- 
tress syndrome  in  694  consecutive  premature 
infant  deliveries  was  14  per  cent,  and  the 
mortality  in  affected  cases  was  56  per  cent. 
The  syndrome  was  responsible  for  52  per 
cent  of  premature  infant  deaths.  Male  in- 
fants had  a much  higher  incidence  and 


mortality  rate  than  females.  The  incidence 
was  significantly  higher  following  cesarean 
section  or  antepartum  hemorrhage,  and  the 
mortality  was  greater  if  there  was  a history 
of  fetal  bradycardia.  When  present  in 
twins  or  triplets,  all  members  of  the  set  were 
usually  affected.  Eighty  per  cent  of  the 
deaths  occurred  between  twelve  and  seventy- 
two  hours  of  age  (median  forty  hours). 

The  diagnosis  was  made  during  the  first 
hour  of  life  using  the  following  clinical  signs: 
chest  retraction,  grunting,  and  decreased  air 
entry  on  auscultation.  These  signs  usually 
diminished  after  twelve  hours  of  age  and 
were  replaced  by  peripheral  edema,  rales, 
duskiness,  flaccidity,  and  irritability.  Dur- 
ing recovery  the  infants  often  had  a loud 
continuous  murmur  typical  of  a patent 
ductus  arteriosus,  recurrent  apneic  spells, 
and  abdominal  signs  secondary  to  what 
appeared  as  paralytic  ileus.  The  signs 
which  were  associated  with  a poor  prognosis 
were  analyzed,  but  it  proved  difficult  to 
assign  a prognosis  to  any  particular  infant. 
The  flush  blood  pressure  was  low  in  one  half 
of  the  distressed  infants.  The  venous  pres- 
sure was  usually  within  the  normal  range. 

Electrocardiographic  conduction  disturb- 
ances were  noted  in  most  distressed  infants 
between  twelve  and  sixty  hours  of  age. 
They  were  associated  with  elevated  serum 
potassium  concentrations  above  7 mEq.  per 
liter.  The  conduction  disturbance  pro- 
gressed until  death  in  fatal  cases  and  re- 
verted spontaneously  to  normal  in  survivors. 
The  hyperkalemia  and  the  electrocardio- 
graphic abnormality  could  both  be  reversed 
quickly  with  the  use  of  intravenous  glucose, 
insulin,  and  bicarbonate. 

Blood  gas  studies  showed  an  early  respira- 
tory acidosis  which  was  complicated  later  by 
associated  metabolic  acidosis.  Biochemical 
determinations  showed  a tendency  for  the 
serum  potassium,  nonprotein  nitrogen,  and 
phosphorus  to  rise  markedly  during  the 
first  two  days  of  life,  in  spite  of  a normal 
urinary  output;  the  peak  levels  were 
higher  in  fatal  cases.  There  was  consider- 
able evidence  for  the  existence  of  a catabolic 
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process  during  distress  which  resulted  in  the 
release  of  more  end  products  than  the  pre- 
mature kidney  could  excrete,  producing 
hyperkalemia  and  azotemia.  An  associated 
increase  in  the  output  of  1 7-hydroxy  cor  ti- 
coids  suggested  an  adrenal  role  in  the  pro- 
duction of  the  catabolic  state.  Hypogly- 
cemia and  hypoproteinemia  were  other  bio- 
chemical disturbances. 

Increased  capillary  fragility  was  present 
during  distress,  and  the  edema  fluid  con- 
tained a high  protein  content  with  an  excess 
of  albumin  when  compared  with  the  serum, 
indicating  that  increased  capillary  perme- 
ability might  play  a role  in  the  development 
of  edema. 

A continuing  controlled  trial  of  early 
intravenous  glucose  and  bicarbonate  therapy 
has  already  demonstrated  that  the  metabolic 
and  electrocardiographic  disturbances  could 
be  prevented.  Although  the  mortality  rate 
was  decreased  with  treatment,  the  im- 
provement is  not  at  present  statistically 
significant. 

The  result  of  this  study  suggests  that  the 
metabolic  disturbance,  which  seems  to  be  a 
result  of  the  primary  respiratory  pathologic 
condition,  may  be  the  actual  cause  of  death 
in  some  cases  of  the  respiratory  distress  syn- 
drome. A method  of  controlling  the  meta- 
bolic disturbance  is  described. 

Question  and  Answer  Period 

Carl  Goldmark,  Jr.,  M.D.:  It  would  be 
of  great  interest  to  know  of  any  neurologic 
changes  in  the  infants.  Have  you  made 
any  observations  of  neurologic  signs  or  of 
developmental  sequelae  in  survivors? 

Dr.  Usher:  I have  not  attempted  to 
elicit  individual  neurologic  reflexes.  Tone, 
spontaneous  activity,  and  responsiveness 
were  the  only  neurologic  signs  which  were 
observed.  The  distressed  infant  usually 
shows  general  flaccidity  and  inactivity 
rather  than  any  focal  neurologic  changes. 

Sufficient  time  has  not  elapsed  to  obtain  a 
developmental  follow-up.  Occasional  in- 
fants were  observed  at  from  six  months  to 
two  years  of  age.  Spasticity  and  develop- 


mental retardation  have  not  been  present  in 
these  few  infants,  nor  have  they  been  re- 
ported by  the  attending  doctors  in  any  of 
the  other  cases  we  have  observed,  so  that 
presently  we  have  no  evidence  that  neuro- 
logic sequelae  are  a problem  in  this  disease. 

Dr.  Goldmark:  You  describe  a group  of 
babies  who  were  in  rather  serious  respira- 
tory distress  and  who  are  sometimes  un- 
responsive to  oxygen.  Do  you  have 
studies  of  their  oxygen  saturation? 

Dr.  Usher:  I have  been  able  to  test  the 
femoral  arterial  oxygen  saturation  in  only  4 
distressed  babies.  The  results  showed 
about  95  per  cent  saturation.  These  infants 
were  receiving  supplemental  oxygen  when 
they  were  being  tested. 

Jean  Pakter,  M.D.  : I wonder  whether 
this  group  of  infants  showed  an  increased 
incidence  of  defective  vision. 

Dr.  Usher:  Retrolental  fibroplasia  de- 
veloped mildly  in  only  1 infant  during  the 
past  five  years.  This  was  a 730-Gm.  prema- 
ture infant  who  had  retinal  capillary  changes 
on  discharge  which  were  gone  at  follow-up 
at  six  months  of  age.  Our  practice  has 
been  to  use  supplemental  oxygen  up  to  a 40 
per  cent  concentration  for  distressed  infants 
and  to  use  levels  beyond  this  if  cyanosis  per- 
sisted at  the  40  per  cent  level.  Concentra- 
tions as  high  as  80  per  cent  have  been  used, 
but  the  oxygen  was  reduced  as  soon  as  the 
infants  became  pink. 

Peter  Gruenwald,  M.D.:  There  is 

some  additional  evidence  to  suggest  that  the 
onset  of  the  respiratory  distress  syndrome 
may  be  set  off  before  birth. 

I do  not  want  to  take  too  much  time  to  ex- 
plore this,  but  the  normal  lung  shows  a 
characteristic  surface  activity.  As  a result, 
on  expiration  the  lung  holds  its  air  which  it 
inspired  until  the  pressure  is  very,  very  low, 
much  lower  than  on  inspiration.  This  has 
been  determined  on  lung  specimens.  In  ab- 
normal infants,  including  among  others  all 
those  who  died  in  the  first  few  days  with  the 
respiratory  distress  syndrome,  this  difference 
is  reduced. 

These  lungs  lose  the  inspired  air  during 


May  15,  1961 


1693 


Proceedings 


expiration  at  relatively  high  pressure,  so 
that  they  might  very  well  become  atelec- 
tatic. This  explains  some  of  the  distress  of 
these  babies. 

The  same  lack  of  stability  of  expansion  is 
found  in  a certain  number  of  stillborn  babies 
who  have  never  taken  a breath,  and  that 
suggests  that  a predisposing  factor  can  be 
present  even  before  the  baby  takes  its  first 
breath. 

This,  together  with  the  evidence  pre- 
sented by  Dr.  Usher,  should  really  make  us 
extend  our  investigations  of  the  respiratory 
distress  syndrome  to  the  prenatal  period,  to 
find  out  what  factors  may  be  at  work  to  pro- 
duce this  situation.  In  several  studies, 
there  was  frequently  only  a history  of  hemor- 
rhage during  dehvery.  Perhaps  this  might 
be  one  of  the  predisposing  factors  to  investi- 
gate, as  well  as  other  possibihties  of  which  we 
are  not  presently  aware. 

Guest:  Was  there  a correlation  between 
intraventricular  hemorrhage  and  the  re- 
spiratory distress  syndrome? 

Dr.  Usher:  Yes.  Anoxic  hemorrhages 
were  frequently  present  at  postmortem  ex- 
amination in  the  form  of  subarachnoid  or 
intraventricular  bleeding  in  distressed  in- 
fants and  also  in  infants  weighing  less  than 
1,000  Gm.,  even  if  they  were  not  distressed. 

Charles  H.  O’Regan,  M.D.:  Did  you 

treat  those  babies  who  had  a rapid  pulse, 
cyanosis,  and  liver  enlargement? 

Dr.  Usher:  It  was  rare  for  sick  infants  to 
have  a very  rapid  pulse,  although  the  mean 
heart  rate  for  the  distressed  group  was 
slightly  higher  than  for  healthy  premature 
infants. 

Cyanosis,  although  a poor  prognostic  sign 
during  distress,  was  not  associated  with  liver 
enlargement  and  was  not  believed  to  be  due 
to  heart  failure.  It  was  treated  only  by  in- 
creased environmental  oxygen  concentra- 
tion. 

In  only  4 of  the  34  infants  studied  for 
physical  signs  was  there  clear-cut  evi- 
dence of  right-heart  failure  as  denoted  by 
liver  enlargement  to  more  than  3 cm.  below 
the  right  costal  margin  prior  to  death.  As 


our  infants  are  at  present  on  a controlled 
study  of  early  intravenous  therapy,  it  has 
not  been  possible  to  attempt  an  evalua- 
tion of  the  effectiveness  of  digitahs  in  such 
cases.  I have  used  the  drug  only  twice, 
and  both  infants  died  in  spite  of  it. 

Stahlman®®  has  reported  that  among  8 dis- 
tressed infants  who  were  treated  with  digi- 
talis, only  1 died.  She  is  evidently  having 
continued  success  with  it. 

Returning  again  to  the  question  of  oxygen 
saturation  during  respiratory  distress,  the 
cardiac  catheterization  work  of  Rudolph^^' 
showed  an  adequate  oxygen  saturation  as 
long  as  the  distressed  infant  was  given 
supplemental  oxygen.  This  corroborates 
the  clinical  impression  of  the  need  for  oxygen 
in  these  infants  to  maintain  a pink  skin 
color  and  also  indicates  that  the  infant  who 
appears  chnically  pink  has  good  oxygen 
saturation. 

Lotte  Strauss,  M.D.  : Do  you  have  any 
idea  why  there  seems  to  be  a lack  of  a com- 
pensatory mechanism  for  acidosis  in  these 
premature  infants  in  the  absence  of  any  other 
major  impairment  in  renal  function? 

Dr.  Usher:  This  seems  to  be  the  crux  of 
the  problem.  These  babies  seemed  to  be 
completely  unable  to  conserve  base  to  com- 
pensate for  a respiratory  acidosis.  Many 
seemed  to  die  simply  from  metabolic  im- 
balance with  acidosis  and  hyperkalemia, 
even  though  they  had  functioning  kidneys. 

I may  have  left  the  impression  that  the 
equality  of  potassium  and  nitrogen  excre- 
tion in  distressed  infants  as  compared  with 
healthy  infants  indicated  adequate  renal 
function  during  distress.  That  this  is  not 
the  case  can  best  be  illustrated  by  pointing 
out  the  fact  that  the  plasma  potassium  and 
nitrogen  concentrations  were  twice  the 
normal  level  in  distressed  infants.  In  the 
presence  of  such  hyperkalemia  the  normally 
functioning  kidney  of  adult  or  child  would 
greatly  increase  the  amount  of  potassium 
excreted.  This  response  was  not  seen  in  dis- 
tressed premature  infants.  It  therefore 
appeared  that  the  renal  function  of  the  pre- 
mature infant  was  already  strained  to  its 
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limits  and  that  an  increased  solute  load  such 
as  would  result  from  an  increased  catabolic 
rate  resulted  simply  in  an  accumulation  of 
catabolic  end  products  in  the  extracellular 
fluid. 

The  phosphorus  concentration  in  the 
blood  reacted  to  distress  somewhat  differently 
from  the  nitrogen  and  potassium  concentra- 
tions. Although  all  three  rose  from  birth 
onward,  the  phosphorus  was  already  high  at 
first  sampling  as  compared  with  the  normal 
adult  or  healthy  premature  infant.  The 
nitrogen  and  potassium  concentrations  were 
usually  normal  during  the  first  six  hours  of 
life.  My  only  interpretation  of  this  finding 
is  that  the  early  paranatal  stress  which  is 
present  in  the  respiratory  distress  syndrome 
stimulates  the  adrenal  medulla  and  results 
in  glycogenolysis  and  immediate  phos- 
phorus release.  The  later  proportionate 
rise  of  phosphorus,  potassium,  and  nitrogen 
might  then  be  explained  by  a general  cata- 
bolic phenomenon,  possibly  mediated  by 
adrenal  cortical  hyperactivity. 

The  most  interesting  and,  I think,  signifi- 
cant finding  in  phosphorus  metabolism  dur- 
ing distress  is  the  minute  quantity  of  phos- 
phorus which  is  excreted  in  the  urine  during 
the  first  two  days  of  life.  The  urinary  phos- 
phorus concentration  is  sometimes  below  3 
mg.  per  100  ml.,  lower  than  that  of  the 
plasma  and  much  lower  than  that  of  the 
normal  urinary  concentration  in  adults. 
This  is  in  the  presence  of  a greatly  increased 
plasma  phosphorus  concentration.  Since 
the  major  renal  mechanism  for  conserving 
base  is  the  phosphate  buffer  system,  this 
markedly  diminished  phosphate  excretion 
must  impose  a severe  handicap  on  the  base 
conservation  ability  of  the  kidney. 

In  summary,  then,  the  following  is  my 
understanding  of  the  role  of  the  kidney  in 
the  respiratory  distress  syndrome  of  pre- 
maturity. There  is  an  inability  of  the  kid- 
neys to  increase  their  rate  of  solute  excretion, 
so  that  in  the  presence  of  an  increased  cata- 
bolic rate  there  is  an  accumulation  of  potas- 
sium, nitrogen,  and  phosphorus  which  are 
being  released  from  cells  in  excessive 


amounts.  Also,  in  the  presence  of  a severe 
respiratory  acidosis  there  is  a complete  in- 
ability of  the  kidney  to  conserve  base,  which 
deficiency  is  probably  due  to  the  absence  of 
sufficient  urinary  phosphate  to  act  as  a 
buffer.  Although  respiratory  acidosis  and 
catabolism  are  transient  phenomena,  fatal 
degrees  of  hyperkalemia  or  acidosis  may  re- 
sult because  of  the  inadequacy  of  renal  com- 
pensatory mechanisms  in  these  premature 
infants  during  the  first  two  days  after  birth. 
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St.  Vincent’s  Hospital,  New  York  City) 


T NTRAMEDULLARY  injection  of  a contrast 
substance  permit  the  roentgenographic 
visualization  of  certain  venous  pathways 
not  usually  outlined  by  other  avenues. 
One  important  field  of  intra-osseous  venog- 
raphy is  azygography  or  the  opacification  of 
the  azygos  venous  system.  The  value  of 
costal  intra-osseous  venography  in  the  di- 
agnosis of  portal  hypertension  has  been 
emphasized  in  previous  communications 
which  also  contained  a detailed  presentation 
of  the  technic  of  costal  intramedullary 
injections. 

Continued  studies  at  our  institutions  of 
patients  suffering  from  obstructions  of 
the  portal  venous  bed  have  confirmed  con- 
sistently these  earlier  observations.  Fur- 
thermore, additional  investigative  work  with 
azygography  in  patients  with  a variety  of 
intrathoracic  disorders  has  confirmed  the 
great  adaptability  of  the  venous  system  to  ob- 
structive conditions  by  producing  a series  of 
typical  venographic  patterns  which  can  be  ex- 
ploited conveniently  for  diagnostic  purposes. 
With  this  communication  it  is  our  desire 
to  emphasize  further  the  value  of  costal 
intra-osseous  venography  in  the  diagnosis 
of  portal  hypertension  and  to  discuss  its  use 
in  the  evaluation  of  intrathoracic  disorders 
such  as  cardiac  decompensation,  mediastinal 
lymphadenopathy,  esophageal  and  pul- 
monary neoplasms,  and  aneurysm  of  the 
descending  thoracic  aorta. 


Presented  at  the  154th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  General  Ses- 
sion, New  York  City,  May  9,  1960. 


Since  the  technic  of  costal  intra-osseous 
venography  has  been  fully  described  else- 
where, only  certain  points  will  be  emphasized 
here.  The  examination  can  be  performed 
on  an  ambulatory  basis,  it  is  well  tolerated 
and  is  without  ill-effects  even  in  acutely 
ill  patients,  and  it  is  performed  under  local 
anesthesia  except  in  young  children  where 
general  anesthesia  may  be  preferred.  All 
patients  must  be  tested  for  idiosyncrasy  to 
the  contrast  medium  which  consists  ideally 
of  a 50-per  cent  solution  of  Hypaque  sodium. 
Adequate  premedication  with  100  mg.  of 
Demerol  hydrochloride  and  100  mg.  of 
Seconal  sodium  administered  one  hour  prior 
to  the  examination  is  important.  The  most 
satisfactory  local  anesthetic  agent  is  a 2- 
per  cent  solution  of  Procaine  hydrochloride 
which  is  used  to  infiltrate  the  soft  tissues 
overlying  the  site  of  bone  puncture,  2 to  3 
cc.  of  which  are  injected  directly  into  the 
medullary  cavity  after  adequate  placement 
of  a 16-gauge  bone-marrow  needle.  The 
conditio  sine  qua  non  for  adequate  intra- 
osseous venograms  is  the  proper  positioning 
of  the  needle  within  the  bone-marrow  cavity 
and  the  rule  that  no  substance  is  to  be  in- 
jected unless  a fairly  free  flow  of  medullary 
blood  containing  bone  marrow  particles  can 
be  obtained  on  aspiration.  A slightly  over- 
penetrated plain  film  is  obtained,  with  the 
shortest  possible  exposure  time  to  verify 
the  correct  positioning  of  the  patient  and 
the  various  x-ray  factors.  In  five  seconds 
or  less  20  to  25  cc.  of  contrast  medium  are 
injected  rapidly  and  one  14-  by  17-inch  roent- 
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genogram  is  exposed  while  the  last  2 to  3 cc. 
of  substance  are  injected  and  while  the 
patient  is  asked  to  stop  breathing  without 
straining.  The  exposed  film  is  developed 
immediately,  and  if  the  desired  information 
has  been  obtained,  the  needle  may  be  with- 
drawn. A Band-Aid  is  used  as  a dressing, 
and  no  special  aftercare  is  required.  Bi- 
lateral, simultaneous  injections,  as  well  as 
seriography,  are  unnecessary  for  routine 
purposes. 

Normal  Azygography 

After  injection  of  contrast  medium  into 
the  tenth  rib  in  the  left  midaxillary  line,  the 
normal  venous  pattern  is  simple.  The  pat- 
tern consists  of  one  or  two  intercostal  veins 
corresponding  to  the  level  of  injection  and 
of  the  hemiazygos  and  azygos  veins.  The 
level  at  which  the  hemiazygos  vein  crosses 
to  the  right  to  terminate  in  the  azygos  vein 
usually  corresponds  to  the  ninth  dorsal 
vertebra,  but  occasionally  may  be  higher  or 
lower.  The  azygos  vein  has  been  observed 
consistently  to  be  situated  much  further 
to  the  left  than  is  described  in  standard  texts 
on  anatomy  or  than  is  usually  realized  during 
a right  thoracotomy. 

Abnormal  Azygography 

Portal  Hypertension. — Azygography 

means  opacification  of  the  azygos  venous 
system  which  belongs  to  the  systemic  venous 
circulation  and,  therefore,  does  not  allow 
the  roentgenographic  demonstration  of  the 
portal  venous  bed  or  of  gastroesophageal 
varices.  However,  azygography  does  pro- 
duce a venous  pattern  which  has  been 
observed  by  us  consistently  in  this  condi- 
tion. Hence,  azygography  allows  the  di- 
agnosis of  portal  hypertension  by  itself, 
whether  gastroesophageal  varices  can  be 
demonstrated  or  not  by  esophagoscopy  or 
esophagrams.  In  our  limited  experience 
with  azygography  in  portal  hypertension 
due  to  extrahepatic  portal  vein  obstruction 
no  significant  venographic  difference  has 
been  observed  as  compared  with  azygo- 
grams  performed  in  patients  with  portal 


hypertension  due  to  cirrhosis  of  the  liver. 
It  is  of  interest  to  note  that  a previously 
abnormal  azygogram  tends  to  return  to 
normal  after  a successful  portosystemic 
shunt  operation  has  resulted  in  a satis- 
factory lowering  of  the  portal  venous  pres- 
sure. Since  we  re-examined  such  patients 
venographically  within  two  weeks  after 
surgery,  this  normalization  must  take  place 
within  the  immediate  period  following  the 
establishment  of  a successful  venovenous 
anastomosis. 

Thus,  if  azygography  is  of  little  or  no 
practical  assistance  in  determining  the  type 
of  portal  venous  bed  obstruction,  it  is  of 
definite  value  in  several  other  important 
aspects.  First,  azygography  allows  the 
diagnosis  of  portal  hypertension  by  itself. 
Second,  azygography  assists  in  determining 
the  presence  of  portal  hypertension  in 
patients  who  have  undergone  a splenectomy 
previously  and  when  the  portal  hemo- 
dynamics could  not  be  evaluated  in  the 
presence  of  esophageal  investigations  in- 
dicating negative  results,  short-of-wedge 
hepatic  vein  pressure  measurements,  or 
laparotomy.  Third,  azygography  is  valuable 
in  screening  for  portal  hypertension  certain 
problem  cases  including  patients  with  acute 
upper  gastrointestinal  tract  hemorrhage  of 
obscure  origin.  Fourth,  azygography  rep- 
resents a unique  means  for  a more  complete 
evaluation  of  the  over-all  hemodynamics  in 
patients  with  portal  hypertension. 

In  no  instance  of  elevated  portal  vein 
pressure  did  azygography  fail  to  reveal  the 
venous  pattern  typical  for  this  morbid 
condition.  Furthermore,  in  no  instance  of  a 
normal  azygogram  was  an  abnormal  spleno- 
portogram encountered  and  vice  versa. 
The  findings  of  splenic  pulp  manometry, 
splenoportography,  and  azygography  have 
paralleled  each  other  so  consistently  that  in 
Dr.  Schobinger’s  opinion,  it  may  not  be 
necessary  to  obtain  further  vascular  or 
manometric  studies  concerning  portal  hy- 
pertension if  a normal  azygogram  has  been 
encountered  in  a patient  with  the  doubtful 
diagnosis  of  portal  hypertension. 
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COSTAL  INTRA-OSSEOUS  VENOGRAPHY 


Intrathoracic  Disorders 

As  has  been  mentioned,  the  azygographic 
alterations  observed  in  portal  hypertension 
form  a hemodynamic  reflection  of  an  ob- 
structive process  located  below  the  dia- 
phragm. Obviously,  any  abnormal  situation 
which  is  accompanied  by  an  obstruction 
of  the  azygos  veins  will  result  in  abnormal 
azygographic  patterns.  The  mechanism  of 
obstruction  may  be  a purely  functional  one 
as  in  a Valsalva  maneuver,  owing  to  cardiac 
decompensation  with  right  inflow  stasis,  or 
owing  to  constrictive  pericarditis.  These 
conditions  result  in  a very  dense  opacifica- 
tion of  the  entire  azygos  venous  system, 
including  several  intercostal  veins  cor- 
responding to  the  level  of  injection,  dia- 
phragmatic veins,  epidural  veins,  and  oc- 
casionally even  the  pericardiophrenic  vein. 
It  must  be  recalled  that  these  venous 
patterns  are  based  on  unilateral  intra- 
osseous injections  of  contrast  medium  into 
the  left  tenth  rib.  Furthermore,  in  cardiac 
decompensation  there  is  an  elevation  and  a 
widening  of  the  arch  of  the  azygos  vein 
with  a visible  encroachment  of  the  right 
bronchus  on  the  undersurface  of  the  dis- 
tended vein.  This  sign  is  pathognomonic 
of  cardiac  insufficiency  with  right  inflow 
stasis. 

Organic  lesions  may  also  influence  the 
azygos  venous  pattern.  In  this  respect, 
it  must  be  stated  that  it  is  the  strategic 
location  of  a space-occupying  lesion  and  its 
relationship  to  the  vein  rather  than  to  its 
origin  or  microscopic  aspect  which  influences 
the  local  venous  hemodynamics.  This 
explains  why  peripherally  situated  pul- 
monary tumors  usually  fail  to  alter  the 
normal  azygos  pattern  and  why,  on  the 
other  hand,  centrally  located  lesions  may 
impinge  rather  promptly  on  the  lumen  of 
the  azygos  vein  and  produce  abnormal  venous 
pictures.  In  contradistinction  to  portal 
hypertension  and  right  cardiac  inflow  stasis, 
the  azygos  vein  in  these  latter  instances  of 
centrally  located  masses  is  opacifled  only 
up  to  the  point  of  obstruction.  This 
obstruction  may  be  partial,  such  as  is 


caused  by  moderately  enlarged  hilar  lymph 
nodes,  and  it  is  characterized  by  one  or  more 
distinct  indentations  into  the  contour  of  the 
vein  and  by  a moderate  degree  of  retro- 
grade stasis.  In  other  instances,  the  ob- 
struction may  be  complete  such  as  is 
observed  in  the  vena  cava  superior  syndrome 
where  the  azygos  vein  cannot  be  opacified 
proximally  to  the  space-occupying  lesion. 
This  includes  the  arch  of  the  azygos  vein 
which  in  portal  hypertension  and  cardiac 
insufficiency  is  always  outlined  angiograph- 
ically.  As  can  be  expected,  the  degree  of 
retrograde  flow  over  intercostal,  epidural, 
and  ascending  lumbar  veins  is  extremely 
pronounced  in  the  presence  of  a vena  cava 
superior  syndrome.  In  some  of  our  patients 
it  was  possible  to  outline  by  an  intracostal 
injection  the  vena  cava  inferior  through 
these  collateral  channels.  It  appears  that 
organic  lesions  obstructing  the  azygos  flow 
are  accompanied  by  a collateral  retrograde 
flow  extending  more  below  the  diaphragm, 
while  in  portal  hypertension  this  collateral 
flow  is  restricted  more  to  the  supradia- 
phragmatic collaterals. 

If  one  keeps  in  mind  that  it  is  the  lesion-to- 
vein  relationship  which  influences  the  venous 
picture,  primarily  several  intrathoracic  dis- 
orders must  be  likely,  and  we  have  found 
in  our  studies  that  these  disorders  indeed 
cause  abnormal  azygograms.  Such  lesions 
consisted  of  hilar  lymphadenopathy  due  to 
lymphomas  or  metastases;  carcinoma  of 
the  midthoracic  esophagus  and  lung,  either 
by  direct  extension  or  hilar  metastases; 
and  aneurysmal  dilatation  of  the  descending 
thoracic  aorta.  In  this  latter  instance  the 
obstruction  involved  only  the  segment  of 
the  hemiazygos  vein  which  was  compressed 
by  the  aneurysm  with  the  resumption  of  a 
fairly  normal  azygogram  proximally  to  the 
lesion.  We  have  not  as  yet  found  pul- 
monary tuberculosis,  bronchiectasis,  pneu- 
mothorax, and  adhesive  mediastinitis  ob- 
structing the  azygos  vein. 

In  correlating  clinical,  laboratory,  surgical, 
and  autopsy  data  with  the  respective  veno- 
graphic  pictures  it  became  evident  that 
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partial  or  complete  obstruction  of  the 
azygos  vein  by  a neoplastic  process  connoted 
inoperability  for  cure  and  in  many  instances 
indicated  complete  inoperability.  This 
statement  applies  only  to  neoplasms  at  the 
previously  mentioned  locations.  Tumors 
of  the  upper  and  lower  third  of  the  thoracic 
esophagus  do  not  influence  directly  the 
hemodynamics  of  the  azygos  system  because 
of  the  rather  great  distance  between  the 
vein  and  these  esophageal  segments,  unless 
the  lesion  is  already  hopelessly  advanced  or 
unless  hilar  metastases  are  present. 

Similarly,  neoplasms  of  the  upper  lobe 
of  the  left  lung  may  not  be  evaluated 
adequately  as  to  their  operability  by 
azygography,  since  the  accessory  hemi- 
azygos vein  which  is  the  left  counterpart 
of  the  azygos  vein  on  the  right  is  usually 
not  opacified  by  the  employed  technic 
and  since  the  lymphatic  drainage  of  the  left 
upper  lobe  is  somewhat  different  from  that 
of  the  remaining  lung.  Thus  it  becomes  evi- 
dent that  the  conscientious  examiner  must 
correlate  carefully  all  venographic  and  clini- 
cal data  prior  to  drawing  final  diagnostic  or 
therapeutic  conclusions.  When  based  on 
such  careful  correlations,  thoracotomy  can 
and  has  been  avoided. 

Finally,  in  most  instances  azygography 
allows  a more  precise  delineation  of  a 
mediastinal  neoplasm.  In  several  instances 


this  diagnostic  refinement  has  been  of 
valuable  assistance  to  our  radiotherapist  in 
a more  exact  placement  of  his  radiation 
ports. 

Summary 

Costal  intra-osseous  venography  (azy- 
gography) allows,  by  simple  technical  means, 
a more  complete  evaluation  of  the  intra- 
thoracic  venous  hemodynamics  in  portal 
hypertension  and  various  disease  states 
within  the  thorax.  The  method  has  well- 
established  diagnostic  purposes  and  definite 
therapeutic  and  prognostic  implications. 

There  can  be  no  doubt  that  a wider  use  of 
azygography  will  result  in  a better  under- 
standing of  certain  clinical  pictures,  physi- 
ologic phenomena,  and  the  behavior  of 
neoplasms. 

References 

1.  Liebowitz,  H.  R.,  and  Rousselot,  L.  M.:  Bleed- 
ing Esophageal  Varices:  Portal  Hypertension,  Spring- 

field,  Illinois,  Charles  C Thomas,  1959,  p.  767. 

2.  Schobinger,  R.:  Costal  intra-osseous  venog- 

raphy in  the  diagnosis  of  portal  hypertension,  Gastro- 
enterologia  88  : 21  (1957). 

3.  Idem:  Intra-Osseous  Venography,  New  York 

City,  Grune  & Stratton,  Inc.,  1960,  p.  36. 

4.  Schobinger,  R.,  Cooper,  P.,  Rousselot,  L.  M., 

and  Stein,  J. : Costal  intra-osseous  venography  in  the 

diagnosis  of  portal  hypertension,  exhibit,  American 
College  of  Surgeons,  Chicago,  1958. 

5.  Schobinger,  R.,  Cooper,  P.,  and  Rousselot,  L. 

M.:  Observations  on  the  systemic  venous  collateral 

circulation  in  portal  hypertension  and  other  morbid 
states  within  the  thorax,  Ann.  Surg.  150:  188  (Aug.) 
1959. 


1 

1 


Did  You  Know: 


I 


— the  life  expectancy  of  a forty-year-old  .\merican 
man  ia  only  two  years  greater  than  it  was  a half- 
century  ago?  Keys  to  the  j)roblem  are  overeating 
and  consequent  obesity;  lack  of  exercise;  smoking 
and  the  stress  of  modern  life. 

— that  the  U.S.  death  toll  from  pellagra  (caused  by 


a deficiency  of  protein  and  of  the  B vitamin,  niacin) 
fell  from  3,543  in  1935  to  70  in  1956?  Deficiency 
diseases  have  been  virtually  rooted  out  in  the  U.S. 
thanks  to  the  nutrition  advances  of  the  last  few 
decades. 

— The  Nutrition  Foundation 
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Introduction 

Douglas  E.  Johnstone,  M.D.:  We 

have  four  papers  in  our  symposium  on 
allergic  problems  in  children,  and  the  first 
paper  will  be  on  the  treatment  of  poison 
ivy  dermatitis  by  Vincent  J.  Fontana,  M.D., 
of  New  York  City. 

Treatment  of  Poison  Ivy  Dermatitis 

Vincent  J.  Fontana,  M.D.  : The  most 

Presented  at  the  I54th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Allergy,  May  12,  1960. 


common  of  all  types  of  contact  dermatitis  is 
caused  by  the  Rhus  plants.  More  patients 
are  affected  by  this  dermatitis  than  by  all 
other  forms  of  allergic  diseases.  It  has  been 
reported  that  as  much  as  70  per  cent  of  the 
American  population  is  susceptible  to  the  dis- 
tressing effects  resulting  from  contact  with 
poison  ivy.  The  recognition  that  sensitiza- 
tion to  the  Rhus  antigens  existed  was  re- 
ported as  early  as  1609  by  Captain  John 
Smith.  His  recorded  observation  was  ac- 
curate and  indicated  “the  poisonous  weed, 
being  in  shape  but  little  different  from 
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English  ivie;  but  being  touched  causeth 
redness,  itchings,  and  lastly  blysters.” 
Smith’s  observation  would  indicate  that  this 
disease  was  the  first  American  allergic  con- 
tact dermatitis  recognized. 

The  Rhus  plants,  toxicodendron  and  radi- 
cans,  are  the  principal  agents  causing  this 
sensitization  reaction.  Rhus  toxicodendron, 
or  poison  oak,  is  more  predominant  on  the 
west  coast,  whereas  Rhus  radicans,  or  poison 
ivy,  occurs  throughout  the  United  States. 
Cross-.sensitivity  between  these  plants  exists, 
and  the  antigens  of  the  two  plants  are  essen- 
tially very  similar.  The  antigenic  compo- 
nents responsible  for  the  skin  reaction  arel,  2- 
dihydroxy  benzenes  (catechols)  with  a 15- 
carbon  atom  side-chain  in  the  3 position. 
Poison  ivy  dermatitis  can  be  acquired  only 
by  intimate  contact  with  the  antigenic  sub- 
stance of  the  plant.  Volatile  emanations  are 
not  generally  responsible  for  the  disease  un- 
less the  plant  particles  are  encountered.  In- 
direct contact  by  a sensitive  individual  with 
contaminated  clothes,  animals,  or  working 
utensils  will  cause  the  distressing  symptoms 
of  this  disease.  The  lesions  are  spread  along 
the  surfaces  of  the  body,  not  by  the  blister 
fluid,  but  by  antigenic  material  remaining 
either  on  the  parts  of  the  body  or  on  the 
clothes. 

Since  Rhus  sensitization  is  caused  by  an 
externally  contacted  agent,  it  falls  into  the 
class  of  dermatitis  venenata  or  contact 
dermatitis.  Contact  dermatitis  of  this  type 
is  a delayed  reaction  with  the  antigen  assum- 
ing a haptene  configuration  consisting  of 
plant  material  and  tissue  protein.  The 
delayed  variety  of  sensitization  response  pro- 
duces no  detectable  circulating  antibody,  no 
histamine  or  histamine-like  substances  under- 
lying the  immunologic  response,  and  sensi- 
tivity cannot  be  transferred  to  normal  in- 
dividuals with  serum. 

In  the  delayed  allergic  reaction,  the  sensi- 
tive cells  seem  to  be  the  target  of  primary 
destruction.  As  the  antigen  combines  with 
some  of  the  antibodies  in  these  cells,  it 
destroys  the  cells  with  the  resulting  release 
of  uncombined  or  free  antibodies.  The  anti- 


bodies may  become  engulfed  by  leukocytes 
and  other  phagocytic  cells  which  subse- 
quently become  sensitive  and  susceptible  to 
the  damaging  effects  of  the  antigen.  This 
type  of  vicious  cycle  reaction  continues  until 
either  the  antigen  or  the  antibody  is  ex- 
hausted. The  first  signs  of  the  dermatitis 
usually  are  limited  to  the  actual  areas  of 
contact  with  the  allergen;  in  many  cases  a 
sharp  delineation  is  noted  between  normal 
and  diseased  skin.  The  lesions  that  result 
vary  from  a simple  erythema,  weeping 
eczematous  eruption,  or  vesiculation  to  acute 
bullous  lesions  associated  with  inflammatory 
changes.  The  edema  in  many  of  the  more 
severe  cases  may  reach  proportions  causing 
the  affected  parts  to  be  much  larger  than 
normal.  With  vesiculation  and  bullous 
formation  there  is  disturbance  in  the  con- 
tinuity of  the  skin  and  superimposed  bac- 
terial infection.  In  the  less  severe  cases,  as 
in  most  types  of  contact  dermatitis,  the 
epidermis  is  the  only  part  of  the  integument 
involved.  For  this  reason,  the  patient  can 
be  reassured  as  to  cosmetic  appearances  after 
the  disease  has  subsided.  When  the  lesions 
become  infected  and  the  subepidermal  or 
corium  layers  are  involved,  the  ulcerations 
may  leave  scars  and  pigmentation  after  heal- 
ing. The  lesions  may  appear  soon  after  the 
first  contact  or  only  after  prolonged  contact, 
and  they  are  confined  to  the  areas  of  direct 
exposure,  such  as  the  hands,  face,  neck,  and 
legs.  Secondary  lesions  may  appear  on  the 
unexposed  surfaces  of  the  body  by  means  of 
transference  by  the  hands  or  clothing.  This 
type  of  dermatitis  may  appear  in  normal  as 
well  as  in  allergic  individuals,  and  once 
sensitization  has  developed,  renewed  attacks 
may  develop  quickly  on  future  exposure. 
This  type  of  sensitivity  is  never  present  at 
birth  and  consequently  is  acquired  by  arti- 
ficial exposure  to  the  plant  sap. 

Rhus  Hyposensitization. — Since  the 
American  Indians  were  the  first  victims  of 
the  Rhus  type  of  contact  dermatitis,  the}' 
uncovered  the  primitive  means  of  treating 
their  ailment.  They  attempted  to  prevent 
the  disease  by  chewing  the  ivy  leaves  in  the 
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early  spring.  This  initial  attempt  at 
prophylaxis  forms  the  basis  for  our  present- 
day  concept  of  hyposensitization,  namely, 
the  administration  of  the  plant  products 
orally.  During  the  era  of  the  American 
Indian,  the  therapeutic  effects  resulting  from 
chewing  poison  ivy  leaves  were  questionable. 
With  the  passage  of  time,  the  modern  con- 
cepts of  preventing  this  disease  by  hyposensi- 
tization still  are  debatable.  The  modern 
approach  to  this  problem  began  with  the  oral 
and  parenteral  administration  of  the  plant  ex- 
tracts by  Schamberg  and  Strickler  in  1920. 
These  initial  attempts  have  been  followed 
by  many  reports  expressing  the  investiga- 
tors’ enthusiasm  for  the  particular  material 
used  to  treat  this  disease.  The  variety  of 
allergens  used,  the  various  methods  pre- 
scribed, and  the  authors'  variable  results 
have  led  to  skepticism  in  this  field.  The 
true  effectiveness  of  hyposensitization  in 
Rhus  dermatitis  is  questionable. 

In  this  particular  sensitization  reaction, 
the  investigator  is  confronted  with  many 
variables  and  many  unknown  factors.  The 
allergic  mechanism  involved  in  this  dermati- 
tis still  is  under  study.  Although,  as  men- 
tioned previously,  apparent  past  exposure  to 
the  plant  is  necessary  for  sensitization,  no 
hereditary  factor  appears  evident.  The 
therapeutic  benefits  reported  with  various 
plant  extracts  have  depended  for  the  most 
part  on  the  patient’s  satisfaction  which,  in 
turn,  results  from  the  amount  of  plant  ex- 
posure, the  individual’s  sensitivity  to  the 
plant,  and  also  his  desire  to  please  the 
physician.  At  the  same  time,  the  real 
effects  of  a positive  therapeutic  approach  to 
the  patient’s  emotional  attitude  toward  this 
problem  cannot  be  overlooked. 

I believe  that  strict,  chnically  controlled 
studies  in  this  disease  are  most  difficult  to 
carry  out,  in  view  of  the  aforementioned 
variable  factors.  The  patch  tests  that  are 
used  for  diagnosis  and  sensitivity  classifica- 
tion also  are  difficult  to  evaluate  in  light  of 
the  clinical  results  reported  by  some  physi- 
cians which  do  not  correlate  with  the  patch 
test  results  in  the  patients. 


The  pure  synthetic  antigen,  3-n-penta- 
decylcatechol  (PDC),  a stable  crystalline 
material,  is  used  in  various  dilutions  for 
patch  testing.  The  oleoresin  of  the  plant 
also  has  been  used  in  the  patch-testing  pro- 
cedures. The  patient’s  sensitivity  u.sually  is 
based  on  the  greatest  dilution  still  giving  a 
skin  reaction.  The  oleoresin  may  give  in- 
tense reactions  with  vesicular  eruptions  when 
used  at  the  higher  concentrations.  Kligman 
has  used  still  another  method  of  testing. 
He  has  rubbed  fresh  ivy  leaves  on  the  sensi- 
tive skin.  He  calls  this  test  the  “finger-leaf 
test.”  The  index  finger  of  a nonsensitivo 
person  previously  contaminated  with  leaf 
sap  is  applied  firmly  to  the  skin  of  the  sensi- 
tive victim  for  five  minutes. 

Chewing  ivy  leaves,  a time-honored  pre- 
ventive method  in  the  prophylaxis  of  poison 
ivy,  serves  as  a model  for  our  present  oral 
and  parenteral  hyposensitization  methods. 
The  antigens  used  in  this  type  of  therapy 
have  consisted  of  Rhus  oleoresin,  3-n- 
pentadecylcatechol,  and  alum-precipitated 
pyridine  extracts  of  the  poison  ivy  plant. 
These  materials  have  been  used  orally  and 
by  the  intramuscular  route  by  many  investi- 
gators. The  results  reported  by  some  have 
been  excellent,  while  others  in  the  field  have 
rejected  these  procedures  as  useless. 

The  oleoresin  is  the  oily  fraction  of  the 
plant.  This  fraction  usually  is  used  in  a 0.1 
per  cent  (1:1,000)  solution  in  corn,  sesame, 
or  peanut  oil.  Anywhere  from  4 to  20 
injections  are  given  by  the  intramuscular 
route  in  1 cc.  doses  containing  1 mg.  of  the 
oleoresin  by  weight.  Kligman  has  used  3-n- 
pentadecylcatechol  in  a 10  per  cent  concen- 
tration with  various  dosage  schedules.  The 
alum-precipitated  pyridine  extracts  of  the 
plants  are  in  a saline  solution  and  were  used 
first  by  Spain  and  Strauss.  The  concentra- 
tion of  these  tablets  for  oral  use  is  standard- 
ized to  contain  15  mg.  per  milhliter  of  dry 
alum-precipitated  pyridine  ivy.  When 
given  by  injection,  the  aqueous  solution 
is  said  to  be  less  painful,  less  toxic,  and 
more  effective  because  of  slower  absorption. 
It  is  the  consensus  that  if  therapeutic  re- 
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suits  are  to  be  achieved,  the  oral  dose  should 
be  many  times  the  intramuscular  dose. 
It  would  appear  that  hyposensitization  in  the 
delayed  type  of  contact  allergy  is  difficult 
to  achieve  and  necessitates  potent  allergens 
in  adequate  amounts. 

Results. — In  general,  the  results  of  hypo- 
sensitization in  this  disease  depend  on  the 
sensitivity  of  the  individual  treated  and  the 
intensity  of  the  plant  exposure.  The  patient 
undergoing  this  type  of  therapy  can  hope  for 
a milder  dermatitis  of  shorter  duration  and 
less  spread.  The  effects  of  treatment  are 
of  a temporary  nature,  and  hyposensitiza- 
tion must  be  repeated  each  year  with  enough 
time  to  reach  a maximum  immunity  before 
the  spring  arrival  of  the  poisonous  plant. 

The  process  of  administering  to  a sensi- 
tive individual  doses  of  an  allergen  to  which 
he  is  clinically  sensitive  always  carries  with 
it  the  possibility  of  undesirable  side-effects. 
These  often  very  disturbing  reactions  to 
therapy  probably  are  the  result  of  an 
allergic  mechanism  and  are  not  due  to 
toxicity  of  the  agent  u.sed  per  se.  The 
cutaneous  reactions  that  are  usually  en- 
countered range  from  erythematous  rashes, 
urticaria,  and  pruritis  to  flare-ups  of  the 
Rhus  dermatitis.  Pruritis  ani  is  a common 
side-effect  noted  with  the  older  oral  type  of 
treatment.  Local  reactions  following  the 
intramuscular  method  are  noted  in  the 
more  severely  sensitive  cases  with  local  swell- 
ing, pain,  inflammation,  and  associated  ten- 
derness. 

Stomatitis  develops  in  about  4 per  cent 
of  the  subjects  receiving  oral  prophylaxis. 
Systemic  reactions,  such  as  fever,  diffuse 
aches  and  pains,  and  flu-like  symptoms  are 
possible  with  the  intramuscular  administra- 
tion of  antigen.  The  possibility  of  kidney 
damage  resulting  from  the  administration 
of  oleoresin,  3-n-pentadecylcatechol,  or  the 
alum-precipitated  pyridine  extract  has  not 
been  verified,  and  it  seems  unlikely  that 
the  kidney  serves  as  a shock  organ.  How- 
ever, kidney  damage  has  been  reported  as  a 
result  of  a severe  fulminating  Rhus  derma- 
titis following  superimposed  infection,  with- 


out any  ivy  prophylaxis. 

Hyposensitization  at  this  time  seems  to 
be  more  practical  by  oral  administration. 
The  use  of  Rhus  antigen  protects  against 
the  several  varieties  of  the  plant  causing  the 
dermatitis. 

The  alum-precipitated  pyridine  extract 
of  the  ivy  plant  as  prepared  by  Spain  and 
Strauss  has  been  administered  orally  in 
tablet  form  to  large  groups  of  sensitive  in- 
dividuals with  good  results.  Gaillard, 
Passanger,  and  Langs  in  various  reports  all 
have  reported  effective  hyposensitization  in 
a large  percentage  of  patients  treated  with 
this  material. 

At  this  time  no  serious  side-effects  have 
been  observed  due  to  administration  of  this 
antigen.  Rashes  resembling  poison  ivy  and 
urticarial  lesions  have  been  encountered 
subsequent  to  the  administration  of  this 
alum-precipitated  pyridine  product. 

The  phylactic  treatment  of  Rhus  derma- 
titis by  the  administration  of  Rhus  antigen 
offers  no  help  to  this  problem  and  in  many 
cases  will  intensify  the  dermatitis.  It  should 
be  avoided  in  all  cases  regardless  of  the  sever- 
ity of  the  skin  lesions. 

It  is  well  known  that  the  only  true  and 
effective  means  of  prophylaxis  is  avoidance 
and  elimination  of  the  trilobed  ivy  leaf  by 
careful  observation  and  search  of  the  sur- 
rounding terrain  before  choosing  the  picnic  or 
camping  site. 

Symptomatic  treatment  of  this  condition 
consists  of  local  and  systemic  medication  de- 
pending on  the  severity  of  the  disease. 
During  the  initial  acute  stages  with  the 
vesiculation,  exudation,  edema,  and  severe 
itching,  the  application  of  compresses  and 
soaks  helps  alleviate  the  itching  and  also 
helps  in  the  removal  of  crusts  and  debris. 
Burow’s  solution  or  physiologic  saline  solu- 
tion are  particularly  effective.  The  use  of 
Aveeno  or  starch  baths  also  will  relieve  some 
of  the  itching  and  associated  inflammatory 
reaction. 

Calamine  lotion  without  phenol  has  been 
found  useful  in  the  local  therapy  of  this 
disease.  The  zirconium  compound  lotions 
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and  ointments  are  said  to  combine  with  the 
active  allergen  and  prevent  spread  of  the 
lesions  to  other  parts  of  the  body. 

It  is  most  important  to  be  aware  of  any 
superimposed  infection  which  is  a common 
complication  of  the  more  severe  poison  ivy 
cases.  Therapy  will  be  ineffective  unless  ap- 
propriate antimicrobial  therapy  is  instituted. 
The  antibiotic  may  be  apphed  locally  or  given 
systemically.  This  treatment  will  help  pre- 
vent ulcerations  and  scarring. 

The  antihistaminic  and  steroid  lotions  and 
ointments  should  be  avoided  in  the  treatment 
of  this  dermatitis.  They  have  been  found 
to  be  of  httle  symptomatic  benefit  and  are 
known  to  possess  increased  potential  for 
sensitization  when  applied  locally.  The 
systemic  administration  of  the  antihistaminic 
drugs  will  afford  the  patient  much  relief 
through  the  alleviation  of  itching  and  also  a 
measure  of  sedation. 

The  steroid  hormones  should  be  reserved 
for  the  more  severe  cases  of  Rhus  dermatitis. 
These  hormones  have  many  well-known  side- 
effects  which  may  make  the  cure  of  this 
condition  more  bothersome  than  the  disease 
itself. 

Dr.  Johnstone:  Our  next  speaker  is 
giving  a talk  on  the  prognostic  significance 
of  the  allergic  index.  He  is  Howard  G. 
Rapaport,  M.D.,  of  New  York  City. 

The  Allergic  Index — 

Its  Prognostic  Significance 

Howard  G.  R.apaport,  M.D.  : In  terms 
of  its  widespread  incidence  and  chronic 
nature,  allergy  may  be  considered  one  of  the 
major  medical  problems  now  facing  man- 
kind.^ Estimates  of  the  actual  incidence 
vary  and  often  are  based  on  unreliable  data, 
but  it  seems  reasonable  to  predicate  that 
upwards  of  20  per  cent  of  all  Americans, 
or  approximately  35  million  persons,  are 
subject  at  one  time  or  another  to  some 
manifestation  of  allergy,  ranging  from  simple 
contact  dermatitis  to  intractable  (and  some- 
times fatal)  bronchial  asthma.^ 

Since  the  earhest  signs  of  allergy  occur 
most  often  in  children, it  is  the  pediatrician. 


as  well  as  the  general  practitioner  who  treats 
many  children,  who  can  play  an  important 
role  in  deahng  with  the  problem  of  allergy. 

The  skin  and  the  respiratory  system  are 
the  usual  shock  organs  in  pediatric  allergy, 
but  almost  any  other  organ  system  of  the 
body  also  may  be  involved.  Thus,  the 
allergic  or  the  potentially  allergic  child  may 
present  a bewildering  variety  of  illnesses  over 
a period  of  years,  some  obviously  of  an 
allergic  nature,  others  not.  The  physician 
who  is  insufficiently  oriented  in  allergy  often 
will  treat  the  immediate  illness  while  remain- 
ing completely  unaware  of  its  basic  allergenic 
nature.  Even  the  physician  who  has  been 
exposed  to  the  intricacies  of  allergy  some- 
times will  treat  one  manifestation  after 
another,  as  each  appears,  and  ignore  the 
total  picture  of  progressive  disease  that 
is  developing.  Too  often  the  unhappy  result 
is  chronic,  intractable  allergy. 

The  author,  during  his  long  service  as  a 
pediatric  allergist,  has  become  aware  that 
many  unusual  signs  and  symptoms  of  early 
allergy  become  manifest  in  different  cases  at 
different  times.  Considered  by  themselves, 
they  often  are  treated  routinely  and  are 
readily  forgotten.  The  child  who  is  prone 
to  catching  cold  is  merely  a child  who 
catches  cold.  The  child  who  has  a contin- 
uously stuffy  nose  merely  has  one  cold  after 
another.  Vomiting,  diarrhea,  or  frequent 
bouts  of  cohc  are  common  childhood  experi- 
ences, but  also  they  may  be  the  first  visible 
evidence  of  allergy. 

The  problem,  then,  is  one  of  awareness. 
In  an  effort  to  develop  a solution  to  this 
problem,  the  author  has  formulated  the 
Allergic  Index,  a weighted,  mathematical 
guide  which  can  serve  as  a diagnostic  aid  in 
recognizing  allergy  at  the  earliest  possible 
moment,  so  that  appropriate  treatment 
may  be  instituted  when  the  chances  of  gain- 
ing control  over  the  disease  are  greatest.^ 

The  Allergic  Index  can  serve  not  only  to 
formalize  the  early  diagnosis  of  allergy,  but 
also  to  alert  the  physician  to  the  many  signs 
of  allergy  that  might  otherwise  pass  un- 
noticed. Table  I lists  these  symptoms  of 


SYMPOSIUM 


TABLE  I. — Allergic  Index,  Symptom-Weight 
Values 


Symptom 

Unit  Weight 

Heredity 

Bilateral  inheritance 

2 

Unilateral  inheritance 

1 

Bronchial  asthma 

5 

Colic 

1 

Chronic  gastroenteritis  of  allergic 
etiology 

1 

Infantile  allergic  dermatitis 

3 

Asthmatic  bronchitis  (bronchitis  with 
expiratory  wheezing) 

One  attack 

1 

Two  attacks 

2 

Three  or  more  attacks 

5 

Tonsillectomy  and  adenoidectomy 
Performed  two  or  more  times 

3 

Pollinosis 
One  season 

2 

Two  or  more  seasons 

3 

Recurrent  upper  respiratory 
infections 

1 

If  associated  with  perennial  allergic 
rhinitis  or  seasonal  repetition 

2 

Perennial  allergic  rhinitis 

2 

Chronic  allergic  cough  (repeated 
tracheobronchitis) 

2 

Allergic  conjunctivitis 

1 

Croup,  recurrent 

1 

BronchioUtis,  two  or  more  episodes 

1 

Paroxysmal  sneezing 

1 

Urticaria 

1 

Tracheal  clearing,  recurrent 

V2 

Visceral  pain  syndromes,  including 
pylorospasm 

'A 

Drug  allergy,  including  Henoch’s 
purpura 

V2 

V2 

Migraine 

Epistaxis,  recurrent 

72 

Idiopathic  hematuria 

72 

Canker  sores 

72 

allergy  as  they  generally  present  themselves. 
Any  one  of  these  symptoms,  even  though 
given  a relatively  low  unit  value  in  the 
Allergic  Index,  may  of  and  by  itself  in- 
dicate a significant  allergy,  requiring  appro- 
priate study  and  treatment,  if  it  manifests 
itself  to  a severe  degree  or  if  it  tends  to 
recur  with  frequency.  Each  factor  has  been 
assigned  a numerical  weight-value  based  on 
its  significance  in  the  total  allergic  picture, 
its  relation  to  other  symptoms,  likelihood 
of  recurrence,  familial  patterns,  and  so  on. 
A thorough  review  of  individual  case 
records  has  shown  that  when  a patient’s 
clinical  history  yields  an  allergic  index,  that 
is,  a numerical  total,  of  5 or  more  units,  a 
thorough  allergic  diagnostic  study  must  be 
made  and  appropriate  therapy  and  prophy- 
laxis started. 
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Clinical  case  histories  from  the  files  of  the 
author  will  serve  to  illustrate  the  practical 
value  of  the  Allergic  Index. 

Case  Reports. — Casel. — This  boy  was  twelve 
years  old  at  the  time  of  the  first  consultation  in 
October,  1958.  From  the  age  of  about  three 
or  four  years,  he  had  experienced  a deep-  ' , 
seated  spasmodic  cough  during  the  winter. 
Some  degree  of  relief  was  obtained  on  treatment 
with  cough  syrups  and  antihistamines.  The 
child  also  had  manifested  year-round  nasal  con- 
gestion, and  some  sneezing  had  been  noted.  In  ; 
1956  he  developed  wheezing  in  association  with 
an  upper  respiratory  infection  which  recurred 
three  to  five  times  each  of  the  following  two  win- 
ters. Consultation  with  an  allergist  w'as  sought  •; 
after  the  child  developed  chronic  wheezing  w'hich  ) 
persisted  for  five  days  in  the  postragw'eed  season 
(masked  polhnosis).  The  first  inter\iew  also  re-  * 
vealed  the  fact  that  the  cliild’s  father  had  had  ^ 
severe  hay  fever. 

A complete  allergic  diagnostic  study  indicated 
multiple  food  sensitivities,  including  chocolate, 
celery,  peas,  string  beans,  onions,  w’heat,  and  ' 
Brazil  nuts,  and  many  inhalant  factors,  including  ’ 
ragw'eed  pollen,  trees,  grasses  and  w'eeds,  dust 
and  feathers,  and  cat  hair. 

Thus  we  have  a clear-cut  picture  of  a child  <• 
with  a serious  allergic  problem  wliich  w'as  recog-  S 
nized  many  years  after  it  should  have  been.  Re-  i 
quired  therapy  was  more  rigorous,  and  prognosis  j: 
w^as  not  as  good.  Further,  we  have  a patient  v 
w'hose  childhood  was  unnecessarily  “under-  *f 
privileged.”  His  recurrent  illnesses  had  led 
to  protracted  losses  of  school  time,  inadequate 
social  activities,  and  a complete  lack  of  partici- 
pation in  sports.  Generalized  unhappiness  and 
anxiety  on  the  part  of  the  parents,  brought  on 
directly  by  the  cliild’s  illnesses,  complicated  the 
problem.  The  child  is  now"  obviously  emotion- 
ally disturbed,  and  although  no  specific  evidence 
exists  as  to  w'hether  or  not  the  seeds  of  this 
disturbance  existed  prior  to  the  initial  onset  of 
symptoms,  it  is  commonly  accepted  that  chronic 
illness  either  can  accentuate  such  a disturbance 
or  initiate  one. 

Viewed  with  the  Allergic  Index  in  hand,  the 
nature  of  this  child’s  illness  should  have  become 
evident  when  he  was  about  five  years  old.  The 
fact  that  one  parent  had  severe  hay  fever  gives 
us  1 unit  in  the  Index.  A chronic  cough  from 
the  age  of  three  or  four  adds  2 units,  and  peren- 
nial allergic  rhinitis  adds  2 more  to  give  us  the 
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required  5 units.  It  was  at  this  point  that  the 
physician  who  had  become  aware  of  the  multi- 
faceted nature  of  allergy  would  have  done  a 
thorough  allergic  diagnostic  study.  The  later 
development  of  episodes  of  sneezing  (1  unit) 
and  the  repeated  recurrence  of  wheezing  in  asso- 
ciation with  upper  respiratory  infection  (5  units) 
further  emphasize  the  nature  of  the  illness.  Yet 
it  was  only  when  wheezing  persisted  for  five 
days  that  allergy  was  first  suspected. 

Case  2, — This  girl  was  seven  and  one-half 
years  old  at  the  time  of  the  first  consultation  in 
1958.  The  history  of  this  child  revealed  that 
the  mother  has  asthma  and  the  father  has  vernal 
catarrh  (bilateral  inheritance — 2 units).  The 
child  developed  eczema  in  the  first  year  of  life 
(3  units)  related  to  certain  foods,  including  wheat 
cereals,  orange  juice,  and  some  vegetables.  From 
the  age  of  six  months  there  were  recurrent  respira- 
tory infections  (2  units).  These  were  treated 
with  “mycin”  antibiotics,  which  caused  a reac- 
tion of  hives  and  urticaria  (V2  unit).  Subse- 
quently there  was  urticaria  to  nuts  and  choco- 
late (1  unit).  During  the  second  and  third 
winters  of  life  there  were  frequent  episodes  of 
colds,  sore  throat,  and  croup  with  wheezing  (5 
units).  All  treatment  was  purely  symptomatic. 
At  the  age  of  three  and  one-half  there  was  pro- 
longed nasal  stuffiness  during  the  winter  (2 
units).  Her  tonsils  and  adenoids  were  removed 
at  the  age  of  five  in  the  hope  of  relieving  the 
upper  respiratory  problems.  The  child  had  had 
multiple  ear  infections  each  winter  since  the  age 
of  four  years.  Six  months  before  the  first  con- 
sultation nasal  symptoms  consisting  of  increased 
stuffiness  and  sneezing  (1  unit)  developed. 

A complete  diagnostic  study  recorded  positive 
reactions  to  chocolate,  bananas,  milk,  inhalants 
(feathers,  dust,  short  and  giant  ragweed  pollen, 
timothy,  red  top,  and  orchard  and  June  grasses) 
and  trees  (oak,  ash,  birch,  elm,  and  maple). 

Again  we  are  faced  with  a child  who  had  lost 
considerable  school  time  and  was  underdeveloped, 
morose,  and  whiny,  a child  whose  allergic  prob- 
lem should  have  been  recognized  and  treated 
before  her  first  birthday  but  who  was  permitted 
to  go  without  adequate  therapy  for  more  than 
seven  years. 

Case  S. — This  girl  was  seven  years  old  at  the 
time  of  the  first  consultation  in  1958.  Both 
parents  gave  a history  of  major  allergy  (severe 
pollinosis).  The  child  had  suffered  from  colic 


during  the  entire  first  year  of  life,  and  from  the 
age  of  three  weeks  had  experienced  a prolonged 
afebrile  “cold,”  usually  with  some  degree  of  im- 
provement in  the  warm-weather  months,  but 
with  relapse  from  about  the  middle  of  October 
through  May.  From  the  age  of  two  years, 
exacerbation  of  nasal  stuffiness  and  leaking 
occurred  each  year  in  the  early  fall  and  again 
in  the  spring  and  summer.  During  the  third 
winter  of  life  the  child  was  subject  to  frequent 
ear  infections  and  sties.  A tonsillectomy  and 
adenoidectomy  were  recommended  but  not 
done. 

In  April,  1958,  nasal  stuffiness  and  leaking 
became  more  pronounced,  and  the  eyes  became 
reddened  and  itchy.  In  the  fall  of  1958  a severe 
spasmodic  cough  developed  which  interfered 
with  sleep.  The  cough  did  not  respond  to  treat- 
ment with  antihistamines  and  antibiotics  and  had 
persisted  for  three  months  before  consultation 
with  an  allergist  was  sought. 

A complete  allergic  diagnostic  study  revealed 
sensitivity  to  dust,  feathers,  horse  serum,  short 
and  giant  ragweed,  all  the  grasses,  and  oak,  ash, 
and  birch  trees.  Positive  reactions  also  were 
recorded  to  spinach,  citrus  fruit,  and  chocolate. 

Treatment  of  this  child’s  allergic  problem 
should  have  been  initiated  before  her  third  birth- 
day, when  symptoms  of  hay  fever  first  appeared. 
By  that  time,  bilateral  allergic  inheritance,  per- 
sistent colic,  and  the  prolonged  “cold”  already 
had  given  a strong  suggestion  of  the  allergic 
nature  of  the  symptoms.  Unfortunately,  the 
diagnosis  was  not  made  until  four  more  years 
had  passed,  carrying  with  them  uncounted  days 
and  nights  of  both  physical  suffering  and  emo- 
tional distress. 

Case  1^. — This  boy  was  thirteen  years  old  when 
he  was  first  seen  in  1958.  Both  parents  have 
had  nasal  stuffiness  and  secondary  chronic 
sinusitis  during  most  of  their  lives.  The  patient 
had  suffered  with  frequent  winter  nose  colds  and 
a great  deal  of  nasal  stuffiness  from  infancy  on. 
During  his  childhood,  his  tonsils  and  adenoids 
had  been  removed  twice.  Several  nose  and 
tliroat  specialists  had  been  consulted,  and  only 
local  treatment,  which  proved  to  be  unsuccessful, 
had  been  recommended.  At  eleven  years  of  age 
some  diminution  of  hearing  in  the  right  ear  was 
noted.  This  has  persisted  to  this  day.  Marked 
tracheal  clearing  developed  at  the  age  of  thir- 
teen. The  child  also  manifested  urticaria  after 
eating  pork  products  and  had  what  was  reported 
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to  be  an  anaphylactic  reaction  from  penicillin 
injections. 

Diagnostic  study  of  this  child  revealed  positive 
reactions  to  short  and  giant  ragweed,  chocolate, 
string  beans,  horse  serum,  many  grasses  and 
trees,  dust,  cats,  and  dogs. 

Tliis  is  another  child  who  should  have  been 
studied  and  treated  very  early  in  life.  If  his 
allergy  had  been  recognized  early,  chances  are 
good  that  the  loss  of  hearing  would  not  have 
occurred.  Further,  the  surgery  for  removal  of 
tonsils  and  adenoids  might  have  been  avoided. 
(Most  pediatric  allergists  are  now  agreed  that  if 
adenoid  and  tonsil  tissue  have  to  be  removed 
more  than  once,  this  hypertrophy  of  lymphoid 
tissue  in  the  upper  respiratory  tract  most  often 
can  be  ascribed  to  allergic  irritation  originating 
in  the  nares.) 

It  is  hoped  that  these  illustrative  cases 
serve  to  emphasize  the  prognostic  signifi- 
cance of  the  Allergic  Index,  not  only  in  terms 
of  the  treatment  of  disease,  but  also  in  terms 
of  preventing  disease.  Allergy  is  a chronic 
condition,  but  if  treatment  is  begun  in  child- 
hood when  the  earliest  symptoms  appear, 
many  of  the  severe  or  crippling  later  mani- 
festations can  be  avoided,  and  the  patient 
can  live  a normal,  healthy  fife. 

Perhaps  the  most  valuable  aspect  of  the 
Allergic  Index  is  that  it  permits  the  physi- 
cian to  establish  a diagnosis  of  allergy  within 
the  framework  of  the  “total  patient”  and 
to  visualize  and  deal  with  the  allergic  syn- 
drome in  its  entirety.  The  Index  helps  the 
physician  to  obtain  an  over-all  view,  a per- 
spective of  the  allergic  picture  from  which 
specific  diagnostic  and  therapeutic  procedures 
follow  logically.  The  pattern  of  symptoms, 
previously  unrecognized,  becomes  clearly 
visible  and  can  be  identified.  Since  the 
Index  focuses  attention  on  the  immediate 
relationship  between  the  symptom  and 
the  need  for  treatment,  appropriate  therapy 
may  be  initiated  promptly,  and  the  prog- 
nosis in  any  individual  case  may  become 
considerably  brighter. 
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Dr.  Johnstone:  The  next  paper  will  be 
on  the  rehabilitation  of  the  pediatric  patient 
with  asthma  and  will  be  presented  by  Joseph  ’ 
G.  Benton,  M.  D.,  of  New  York  City. 

Rehabilitation  of  the  Pediatric  Patient  d 

with  Asthma  ’ 

Joseph  G.  Benton,  M.D.  : Therapeutic 
exercises  in  the  management  of  asthma  have 
been  used  quite  extensively  in  England  as 
well  as  in  the  Scandinavian  countries,  while 
there  has  been  rather  limited  use  of  these 
technics  in  the  United  States.  The  methods, 
however,  have  widespread  application  here 
to  increase  the  expiratory  phase  of  respira- 
tion in  singers.  As  a point  of  concomitant 
interest,  it  is  to  be  noted  in  this  connection 
that  asthma  seems  to  be  rather  rare  in 
singers. 

Comprehensive  care  for  the  patient  with  | 
asthma  includes  removal  of  the  offending  * 
allergens,  control  of  infection  when  it  exists,  ‘ 
correction  of  anemia,  supervision  of  diet  for  ’ 
proper  food  intake  and  for  removal  of  food 
allergies,  supplementation  of  the  diet  with 
proper  vitamins,  making  provision  for  super-  t 
vised  physical  exercise  and  adequate  rest, 
and  the  use  of  pharmacologic  agents  for 
symptomatic  relief.  These  measures  not 
only  increase  the  comfort  and  confidence 
of  the  child  but  also  prevent  pathologic 
changes  which  may  be  induced  in  the  mucous  i 
membrane  of  the  respiratory  tract  through 
repeated  and  unchecked  episodes  of  bron-  I 
chial  spasm  and  excessive  secretions. 

The  therapeutic  exercises  commonly  used 
today  were  described  by  Clayton'  and  ha\'e 
been  published  with  the  approval  of  the 
Asthma  Research  Council  of  England.  The  ' 
difficulty  in  breathing  for  the  asthmatic 
patient  occurs  primarily  during  expiration. 
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Since  inspiration  is  less  difficult  than  ex- 
piration during  acute  attacks,  the  lungs 
become  more  and  more  distended  with  air 
which  even  forced  expiration  may  be  in- 
capable of  expelling. 

After  an  attack,  the  excess  air  is  expelled 
from  the  over-expanded  lungs,  and  the  chest 
may  return  to  its  normal  shape  and  size. 
If,  however,  the  attacks  are  frequent  and  are 
of  long  duration,  the  lungs  will  remain  dis- 
tended, and  the  chronically  ill  patient  experi- 
ences more  or  less  difficult  breathing  most  of 
the  time. 

During  the  attack,  breathing  is  of  the 
thoracic  type,  and  the  accessory  muscles  of 
breathing  are  fully  contracted.  In  addition, 
the  diaphragm  is  depressed  to  its  maximal 
extent.  In  patients  with  a chronic  syndrome 
a typical,  permanent  deformity  of  the  chest 
wall  develops,  with  kyphosis,  rounded  chest, 
and  Harrison’s  sulcus.  Many  of  you  may  be 
familiar  with  this  clinical  picture.  This  is 
due  to  actual  shortening  of  the  fibers  of  the 
muscles  in  the  diaphragm,  the  chest  wall, 
and  the  accessory  muscles  of  breathing. 
Very  frequently  vital  capacity  is  reduced  as 
well. 

The  distended  lungs  are  generally  referred 
to  as  being  “emphysematous,”  but  it  must 
be  remembered  that  true  emphysema  in- 
volves actual  degeneration  of  the  elastic 
tissue  of  the  lung. 

The  first  object  in  treating  an  asthmatic 
patient  by  means  of  exercise  is  to  attempt 
to  restore  the  lungs  and  chest  cavity  to 
normal  size.  Therefore,  deep  breathing 
exercises  per  se  are  of  no  value  to  the 
asthmatic  patient.  The  asthmatic  patient 
usually  exhibits  limited  expansion  of  the 
chest,  particularly  of  the  lower  wall,  which 
may  be  overexpanded,  while  the  diaphragm 
is  used  only  shghtly  in  inspiration.  The 
exercises  are  designed  to  teach  the  patient 
to  use  the  lower  part  of  his  chest  wall  and 
to  employ  diaphragmatic  breathing  to  a 
greater  extent  than  he  has  been  accustomed 
in  the  past.  They  are  performed  standing, 
sitting,  or  lying,  and  must  be  practiced 
daily  for  a period  of  months  or  years.  It  is 


also  advisable  that  they  be  performed  in  the 
morning,  at  night,  and  at  the  first  sign  of  an 
impending  attack.  It  may  be  necessary 
for  the  patient  who  has  continuous  dyspnea 
to  use  an  effective  medication  to  dilate  the 
bronchial  tract  as  well. 

During  the  exercise  period  patients  very 
frequently  become  distressed  because  mucus 
becomes  loosened  and  has  to  be  expelled. 
The  Asthma  Research  Council  of  Kings 
College,  London,  has  published  a booklet 
describing  in  great  detail  exercises  which  can 
be  used  as  a guide  by  the  asthmatic  patient 
in  relearning  correct  breathing  patterns.^ 

Essential  points  in  the  performance  of  the 
exercises  are  as  follows : Before  beginning  the 
exercises  the  patient  should  clear  the  nasal 
passages.  This  is  done  with  the  aid  of 
postural  drainage,  if  necessary.  Each  ex- 
ercise should  start  with  a short  general  in- 
spiration through  the  nose  followed  by  a pro- 
longed expiration  through  the  mouth,  mak- 
ing an  “S”  or  “F”  sound  as  long  as  possible. 
With  children,  play  technics  may  be  em- 
ployed. They  can  be  taught  to  blow  against 
objects  such  as  bits  of  cotton  wool  or  a ping- 
pong  ball. 

During  inspiration  the  upper  portion  of 
the  thorax  must  be  kept  immobilized  as  much 
as  possible  to  allow  for  an  increase  in  ab- 
dominal breathing.  During  expiration  the 
abdominal  muscles  should  be  pulled  in 
toward  the  spine.  There  should  be  a one-  or 
two-minute  rest  period  between  periods  of 
exercise  to  minimize  the  onset  of  fatigue. 
The  basic  exercises  are  practiced  until  they 
are  performed  perfectly  before  going  on  to 
more  advanced  ones. 

The  exercises  should  be  performed  for 
ten  minutes  three  times  a day,  and  the 
habit  of  diaphragmatic  breathing  should  be 
cultivated  by  practicing  it  at  odd  moments 
during  the  day.  I do  not  have  time  to  go 
into  the  details  of  the  various  technics. 
The  more  important  exercises  can  be  stated 
simply  as  being  (1)  diaphragmatic  breathing, 
(2)  side  expansion  breathing,  (3)  shoulder 
stretching  exercise,  (4)  forward  bending, 
and  (5)  side  bending  and  rotation. 
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Seventy-five  cases  of  asthma  were  studied 
for  over  a year  by  Livingstone  and  Gil- 
lespie.^ On  the  basis  of  this  work  it  was 
concluded  that  good  clinical  results  were  ob- 
tained in  52,  or  69  per  cent  of  the  sample, 
with  moderate  improvement  in  12,  making  a 
total  of  81  per  cent  with  adequate  clinical 
remission.  No  improvement  was  observed 
in  1 1 cases  or  16  per  cent  of  the  total  series. 

The  improvement  with  exercise  depends 
on  the  patient’s  ability  to  acquire  mobility  of 
the  chest  as  well  as  control  of  the  diaphragm. 

By  means  of  exercises,  a number  of 
patients  were  able  to  avoid  impending  at- 
tacks. This  appeared  to  be  due  to  a loosen- 
ing and  expulsion  of  mucus.  This  method 
of  treatment  of  asthma  is  simple  and  ap- 
plicable to  both  children  and  adults  where 
patient  cooperation  can  be  obtained.  The 
exercises  have  been  shown  to  produce  good 
results  when  used  alone,  but  specific 
treatment,  as  previously  indicated,  should 
not  be  neglected.  They  are  especially  use- 
ful to  improve  the  mobihty  of  the  chest 
wall,  particularly  when  the  muscles  of  the 
chest  have  become  fixed  in  a shortened  posi- 
tion with  the  chest  expanded. 
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Dr.  Johnstone:  Thank  you  very  much. 
Our  last  paper  is  given  by  Victor  L.  Cohen, 
M.D.,  from  Buffalo  and  will  be  on  the  value 
of  skin  testing  atopic  children. 

The  Value  of  Skin  Testing 
Atopic  Children 

Victor  L.  Cohen,  M.D.  : This  paper  was 
designed  to  obtain  an  answer  to  questions 
which  arise  in  connection  with  the  diagnostic 
work-up  of  children  with  atopic  conditions. 
The  method  used  in  the  solution  of  these 
problems  consisted  of  the  carding  of  data 
from  the  charts  of  300  children  with  a sus- 
pected atopic  condition,  their  ages  ranging 


between  one  and  sixteen  years,  on  a stand-  9 
ard  data  sorting  system  (McBee-Keysort) 
and  determining  the  answers  largely  from  the 
statistics  acquired.  The  patients’  condi- 
tions had  been  diagnosed  previously  by 
pediatricians,  and  the  patients  were  re-  * 
ferred  for  allergy  studies  after  the  diagnosis 
had  been  made. 

The  questions  to  be  answered  by  this 
method  were:  (1)  Can  an  accurate  diagnosis  ' 
of  atopic  disease  be  made  without  skin  testing? 
and  (2)  How  valuable  is  the  history  given  by 
a parent  or  guardian  in  the  search  for  a 
causative  allergen  in  the  absence  of  skin 
tests  in  nonseasonal  allergy  and  in  seasonal 
allergy? 

As  far  as  possible  these  questions  were 
decided  by  the  results  of  enumeration  from  ' 
the  data  cards.  However,  certain  questions  • 
did  not  lend  themselves  to  this  method  of  | 
solution,  and  in  this  situation  consideration  J 
of  the  history,  physical  examination,  and  i 
the  patient’s  course  helped  to  formulate  our 
conclusions.  t 

Can  an  accurate  diagnosis  of  atopic  disease 
be  made  without  skin  testing?  Obviously, 
the  recognition  of  certain  atopic  diseases  is  a 
great  deal  easier  than  the  recognition  of 
others.  Therefore,  this  study  was  made  on  ^ 
the  basis  of  each  disease,  instead  of  consider-  ^ 
ing  the  entire  group  as  a unit.  Inaccuracy  * 
in  diagnosis  was  based  on  the  failure  of  the 
patient  to  elicit  skin  reactions  on  intrader- 
mal  skin  testing.  j. 

Patients  Studied. — One  hundred  fifty-  ’ 
nine  patients  with  asthma  were  studied. 
The  total  error  was  3 per  cent.  In  the  , 
age  group  of  one  to  four  years  it  was  7 per 
cent,  with  55  patients  of  whom  4 did  not  f 
react;  in  the  five-  to  nine-year-old  group  it  T 
was  1 per  cent,  with  71  patients  of  whom  1 J 
did  not  react;  and  in  the  ten-  to  fifteen-year-  | / 
old  age  group  there  were  34  patients  with  ■■  i' 
none  who  did  not  react. 

In  atopic  rhinitis  and  hay  fever  78  patients  , ii 
were  studied.  The  total  error  was  9 per  J 
cent.  In  the  age  group  of  one  to  four  years  -.i 
it  was  9 per  cent  with  1 1 patients  of  whom  1 ■; 

did  not  react;  in  the  five-  to  nine-year-old 
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age  group  it  was  17  per  cent,  with  36  patients 
of  whom  6 did  not  react;  and  in  the  ten-  to 
fifteen-year-old  age  group  there  were  31 
patients  with  none  who  did  not  react. 

Thirty-six  patients  with  bronchitis  were 
studied.  The  diagnosis  of  bronchitis  con- 
forms with  the  description  found  in  a current 
pediatric  textbook  for  chronic  bronchitis.* 
None  of  these  patients  wheezed  or  had  a 
history  of  wheezing.  The  total  error  was  8 per 
cent.  In  the  age  group  of  one  to  four 
years  it  was  8 per  cent,  with  12  patients  of 
whom  1 did  not  react;  in  the  five-  to  nine- 
year-old  age  group  it  was  9 per  cent,  with  23 
patients  of  whom  2 did  not  react ; and  in  the 
ten-  to  fifteen-year-old  age  group  there  was 
only  1 patient,  and  that  patient  reacted. 

In  eczema  there  were  19  patients  with  1 
who  did  not  react,  a total  error  of  5 per  cent. 

Comment. — The  diagnosis  of  atopic 
eczema  and  asthma  can  be  made  accurately 
without  skin  tests.  The  error  in  asthma 
may  be  even  smaller  than  the  3 per  cent 
figure  when  the  possibility  of  true  non  skin- 
reacting asthma  is  considered.  The  non 
skin-reacting  asthmatic  patient  is  seen  in- 
frequently, but  this  type  of  patient  does 
exist.  Such  a case  would  be  wrongly 
grouped  as  an  incorrect  diagnosis. 

The  diagnosis  of  atopic  rhinitis,  hay  fever, 
or  bronchitis  is  less  accurately  made  without 
skin  testing. 

The  generally  accepted  features  which  sug- 
gest the  diagnosis  of  atopic  disease  were 
present  in  the  following  percentages  in  this 
group  of  patients:  Sixty-two  per  cent  of 
asthma  sufferers,  60  per  cent  with  rhinitis  and 
hay  fever,  61  per  cent  with  bronchitis, 
and  58  per  cent  with  atopic  eczema  had 
positive  family  histories  of  their  diseases. 
Twenty-six  per  cent  of  patients  with  asthma 
had  a history  of  infantile  eczema,  as  did  14 
per  cent  with  rhinitis  and  hay  fever,  30  per 
cent  with  bronchitis,  and  63  per  cent  with 
eczema. 

Strangely  enough,  a sex  variation  in  the 
occurrence  of  these  diseases  seemed  suffi- 
ciently significant  to  mention.  Males  had  a 
higher  incidence  of  lower  respiratory  tract 


disease,  while  females  had  a greater  incidence 
of  eczema.  Allergic  rhinitis  and  hay  fever 
were  divided  equally  between  the  sexes. 
Asthma  sufferers  consisted  of  68  per  cent 
males  and  32  per  cent  females;  rhinitis  and 
hay  fever,  54  per  cent  males  and  46  per  cent 
females ; bronchitis,  67  per  cent  males  and  33 
per  cent  females;  and  eczema,  21  per  cent 
males  and  79  per  cent  females. 

How  valuable  an  aid  is  a history  as  ob- 
tained from  a parent  or  guardian  in  the  search 
for  a causative  allergen  in  an  atopic  patient 
in  the  absence  of  skin  testing?  All  his- 
tories were  taken  personally  by  the  author, 
obtaining  all  the  usual  data  suggested  by 
textbooks  on  allergy  including  a detailed 
chronologic  account  from  infancy  to  the 
present  time. 

In  Nonseasonal  Allergy. — The  con- 
clusions arrived  at  concerning  nonseasonal 
allergy  after  the  review  of  300  case  histories 
indicated  that  previous  to  performing  skin 
tests,  a history  offered  only  vague  and  un- 
reliable information  as  to  the  offending 
allergen.  With  the  exception  of  those  few 
patients  whose  clinical  sensitivities  were 
known  from  past  experience  with  exposure 
to  an  allergen,  the  case  history  was  found  to 
be  almost  useless  in  the  discovery  of  an 
offending  allergen.  Therefore,  how  fre- 
quently such  a known  sensitivity  was  re- 
ported to  occur  was  determined  by  actual 
count  with  the  following  result;  Four  per 
cent  of  patients  with  asthma  related  a his- 
tory of  sensitivity  to  an  allergen.  Fourteen 
per  cent  of  those  histories  were  found  to  be 
erroneous  on  skin  testing  and/or  further 
clinical  observations. 

Four  per  cent  of  patients  with  rhinitis  and 
hay  fever  related  a history  of  sensitivity 
to  an  allergen.  Sixty-six  per  cent  of  these 
were  found  to  be  erroneous  on  skin  testing 
and/or  further  clinical  observation. 

There  was  no  observed  clinical  sensitivity 
in  bronchitis  patients. 

Thirteen  per  cent  of  patients  with  eczema 
related  a history  of  sensitivity  to  an 
allergen.  Fifty  per  cent  of  these  sensitivities 
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T.\BLE  I.— 

-Exact 

Dilutions 

Testing 

Used  in 

Skin 

Stock 

Frotein 

Solution 

. Dilutions  

Allergen 

Nitrogen 

(Per  Cent) 

Weak 

Strong 

Timothy 

0.53 

5 

1:1,000 

1:10 

Ragweed 

0.36 

5 

1:1,000 

1:10 

Plantain 

0.42 

5 

1:1,000 

1:10 

Alternaria 

3 

1:1,000 

1:10 

Hormodendruin 

3 

1:1,000 

1:10 

Orris  root 

0 20 

12 

1:1,000 

1:10 

House  dust 

concentrated 

and 

dialyzed 

1:10 

stock 

Horse  hair 

0.42 

concentrated 

1:1,000 

1:10 

Horse  serum 

10 

1:1,000 

1:10 

Cat  hair 

0.17 

concentrated 

1:1,000 

1:10 

Dog  hair 

0.17 

concentrated 

1:1,000 

1:10 

Feathers 

concentrated 

and 

dialyzed 

1:1,000 

1:10 

Sandfly 

0.61 

5' 

1:1,000 

1:10 

Pyrethrum 

0.28 

5 

1:100 

1:10 

Flaxseed 

0.28 

5 

1:1,000 

1:10 

Cottonseed 

0.67 

5 

1:1,000 

1:10 

Kapok  seed 

10 

1:1,000 

1:10 

LePage’s  glue 

0.45 

0.1 

1:10,000 

1:100 

were  found  to  be  erroneous  on  skin  testing 
and/or  further  observation. 

Therefore,  it  was  concluded  that  ob- 
servations as  to  the  causative  allergen  as 
obtained  from  the  history  are  made  less 
often  than  one  is  led  to  believe  from  the  text- 
books, and  error  in  these  observations  is  not 
infrequent. 

In  Seasonal  Allergy. — A general  feehng 
exists  that  in  seasonal  allergies  the  offending 
allergen  can  be  determined  reliably  without 
skin  testing  even  to  the  extent  of  desensitiz- 
ing against  it.  The  validity  of  this  assump- 
tion was  checked  by  actual  count,  and  the 
results  follow. 

Forty-seven  per  cent  of  patients  with 
asthma  had  seasonal  variations  mentioned  in 
their  clinical  histories.  After  skin  testing 
and/or  further  observation,  84  per  cent  were 
found  to  react  to  the  prevalent  allergens 
during  the  seasons  mentioned.  Fifteen  per 
cent  were  not  sensitive  to  the  prevalent 
allergens  of  the  seasons  mentioned.  The 
chance  of  error  of  assuming  an  allergen  to  be 
the  cause  of  a patient’s  asthma  from  seasonal 
variation  without  skin  testing  is  15  per  cent, 
or  1 in  7. 

Similar  determinations  in  other  atopic 
diseases  were  as  follows:  Forty- two  per  cent 
of  patients  with  allergic  rhinitis  and  hay 
fever  mentioned  seasonal  variation  in  the 
history.  Eighty-five  per  cent  were  found  to 
be  consistent  on  skin  test  with  the  prevalent 


TABLE  II. — Dilutions  Used  in  Skin  Testing 


Foods 

Protein 

Nitrogen 

Extract 
(Per  Cent) 

^Stock  Solution — » 
Weak  Strong 

Cod 

1.57 

5 

1:1,000 

1:10 

Salmon 

0.73 

5 

1:1,000 

1:10 

Oyster 

0.9 

5 

1:1,000 

1:10 

Lobster 

0.59 

5 

1:1,000 

1:10 

Shrimp 

0.84 

5 

1:1,000 

1:10 

Crabmeat 

0.87 

5 

1:1,000 

1:10 

Almond 

1.40 

5 

1:1,000 

1:10 

Brazil  nut 

1.51 

5 

1:1,000 

1:10 

Hazel  nut 

1.62 

5 

1:1,000 

1:10 

Walnut 

0.20 

5 

1:1,000 

1:10 

Chestnut 

0.20 

5 

1:1,000 

1:10 

Pecan 

0.17 

5 

1:1,000 

1:10 

Pistachio 

0.64 

5 

1:1,000 

1:10 

Cashew  nut 

0.84 

5 

1:1,000 

1:10 

Green  peas 
concentrated 

1:1,000 

1:10 

Peanut 

0.45 

5 

1:1,000 

1:10 

Coconut 

0.56 

5 

1:1,000 

1:10 

Mustard 

0.84 

2.5 

1:10,000 

1:100 

seasonal  allergen,  and  15  per  cent  were  t 
inconsistent.  The  error  was  15  per  cent,  or  1 i 
in  7 cases.  i 

Thirty-six  per  cent  of  patients  with 
bronchitis  mentioned  seasonal  variations. 
Seventy-seven  per  cent  of  these  were  con- 
sistent with  skin  tests  and/or  further  ob- 
servation. The  error  was  23  per  cent,  or  1 in 
5 cases. 

Eczema  sufferers  reported  no  seasonal  var- 
iations. I 

It  is  to  be  assumed  from  our  data,  there-  ] 
fore,  that  the  determination  of  a causative 
allergen  from  the  history  and  without  skin  \ 
testing  is  an  undependable  and  often  in-  ] 
accurate  practice.  The  value  of  the  clinical  | 
history  is  retrospective  to  the  performing  of  i( 
skin  tests.  After  an  allergen  is  suspected  I 
from  a positive  skin  test  reaction,  clinical  ‘ 
sensitivity  is  then  determined  from  its  prob-  j 
able  effect  as  a determinant  of  the  patient’s  j 
past  clinical  course.  The  use  of  the  history 
has  been  found  to  be  of  uncertain  value  when 
applied  other  than  in  this  manner. 

Skin  Testing. — Because  of  the  variety  of 
methods  in  which  skin  testing  is  performed,  j 
an  explanation  of  the  method  used  to  obtain  ’ 
the  results  reported  would  seem  to  be  appro-  | 
priate.  All  skin  tests  were  done  intra-  ’ 
dermally  in  the  usual  manner.  Each  test  » 
was  performed  in  one  of  two  dilutions.  The  i 
weaker  dilution  was  tested  initially,  and  if  f 
no  skin  reaction  occurred,  the  stronger  C 
dilution  was  tried.  In  general,  the  1 
“stronger”  test  was  a 1 : 10  dilution  of  a 5 per  | 
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TABLE  III. — Results  of  Tests  for  Inhalant  and  Food  Allergens;  Grouping  by  Atopic  Disease 


Testing  By  Disease 

Number  of 
Patients 

Strong 
(Per  Cent) 

— Reactions  — 
Weak 
(Per  Cent) 

Mixed 
(Per  Cent) 

Negative 
(Per  Cent^ 

Inhalants 

Bronchitis 

36 

36 

3 

53 

8 

Eczema 

19 

37 

0 

58 

5 

Asthma 

159 

17 

3 

77 

3 

Rhinitis  and  hay  fever 

78 

28 

0 

64 

8 

Foods 

Bronchitis 

36 

48 

31 

21 

0 

Eczema 

19 

26 

0 

26 

48 

Asthma 

159 

35 

6 

40 

19 

Rhinitis  and  hay  fever 

78 

30 

4 

38 

28 

cent  extract  of  the  allergen,  although  there 
were  exceptions  to  this  rule  (Tables  I and  II). 
This  concentration,  it  was  felt,  was  the  great- 
est concentration  which  just  fails  to  elicit  a 
skin  reaction  due  to  nonspecific  irritants 
present  in  the  stock  allergen.  The  weaker 
test  was,  in  most  cases,  a 100-fold  dilution 
of  the  1 : 10,  or  stronger  dilution. 

The  significance  of  a skin  reaction  to  the 
weak  or  the  strong  allergen  is  considered  to 
be  without  a difference  as  an  indicator  of  a 
causative  allergen.  It  has  long  been  recog- 
nized that  skin  sensitivity  does  not  neces- 
sarily parallel  clinical  sensitivity.’^ 

As  described  in  Table  I,  all  300  patients 
were  tested  with  all  the  36  allergens  listed 
(18  inhalants  and  18  foods).  Certain  find- 
ings in  relation  to  the  skin  testing  in  this  way 
seem  worth  mentioning. 

Results. — The  results  of  tests  with  in- 
halant allergens  on  292  patients*  show  that 
24  per  cent  of  the  group  reacted  to  the  strong 
allergens  only,  2 per  cent  reacted  to  the  weak 
allergens  only,  69  per  cent  to  the  weak  or 
strong  allergens,  and  6 per  cent  showed  no 
skin  reaction  at  all. 

The  results  of  tests  with  food  allergens  on 
292  patients*  show  that  35  per  cent  of  the 
group  reacted  to  the  strong  allergens  only, 
8 per  cent  reacted  to  weak  allergens  only, 
36  per  cent  reacted  to  weak  or  strong  aller- 
gens, and  21  per  cent  showed  no  skin  reac- 
tions at  all. 

* Eight  patients  were  eliminated  from  the  300  be- 
cause the  diagnosis  was  of  questionable  atopic  origin; 
namely,  hydroarthrosis,  migraine,  urticaria,  abdominal 
pain,  headache,  and  conjunctivitis. 


These  observations  would  indicate  that 
unless  skin  testing  were  done  in  two  dilu- 
tions as  described,  those  patients  whose 
skin  reactions  were  elicited  by  the  stronger 
allergens  only  and  a segment  of  the  group 
whose  skin  reactions  were  elicited  by  the 
weak  or  strong  allergens  would  be  un- 
diagnosed or  only  partially  diagnosed  in  the 
determination  of  the  offending  allergen. 
Further,  these  same  patients  would  be 
classed  as  nonreactors  or  nonatopic  in  which 
case  they  would  be  deprived  of  the  benefits  of 
specific  treatment  for  their  atopic  diseases. 
Such  would  be  the  case  in  which  the  popular 
scratch  tests  or  puncture  tests  alone  were 
used  or  when  intradermal  testing  is  per- 
formed with  the  weaker  allergens  alone.® 

The  possibility  was  considered  that  by 
varying  the  grouping,  the  results  leading  to 
these  conclusions  regarding  skin  tests  may 
be  altered.  Therefore,  these  patients 
were  grouped  as  to  atopic  disease  and 
as  to  age  groups  to  see  if  the  results  re- 
garding skin  sensitivity  would  be  changed. 
The  reason  for  this  grouping  was  because  of 
the  clinical  impression  often  expressed  that 
those  children  with  either  asthma  or  hay 
fever  elicit  their  skin  reactions  more  readily 
than  in  other  atopic  diseases,  and  also  that 
younger  children  are  more  sensitive  (or  less 
sensitive)  than  older  children.  Results  are 
shown  in  Tables  III  and  IV. 

There  seems  to  exist  in  the  asthma  and 
rhinitis  and  hay  fever  groups  greater  skin 
sensitivity  for  inhalants  as  indicated  by  the 
larger  percentage  of  the  group  who  react 
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TABLE  IV. — Results  of  Tests  for  Inhalant  and  Food  Allergens:  Grouping  by  Age 


Age  (Years) 

Number  of 
Patients 

Strong 
(Per  Cent) 

Weak 
(Per  Cent) 

Mixed 
(Per  Cent) 

Negative 
(Per  Cent) 

Inhalants 

1 to  4 

86 

30 

4 

59 

7 

5 to  9 

137 

22 

1 

70 

7 

10  to  16 

69 

22 

0 

77 

1 

Foods 

1 to  4 

86 

34 

12 

32 

22 

5 to  9 

137 

41 

8 

29 

22 

10  to  16 

69 

23 

3 

55 

19 

to  the  weak  and  mixed  skin  tests  (3  and  77 
per  cent  respectively  for  asthma  and  0 and  64 
per  cent  in  hay  fever  in  the  inhalant 
groups).  This  situation  does  not  seem  to 
hold  for  food  sensitivity.  It  may  be  noted 
that  even  in  the  asthma  and  the  rhinitis 
and  hay  fever  groups  a large  percentage 
require  the  stronger  extracts  to  elicit  skin 
reactions. 

When  divided  into  age  groups,  children 
reacted  to  the  weak  allergens,  mixed  aller- 
gens, and  strong  allergens  in  the  same  pro- 
portion as  with  the  group  as  a whole.  There- 
fore, no  significant  difference  in  skin  sensi- 
tivity seems  to  exist  with  relation  to  ages 
(Tables  III  and  IV). 

Summary. — A diagnosis  of  atopic  disease 
without  skin  testing  indicated  an  error  of 
8 per  cent  in  allergic  rhinitis  and  hay  fever, 
an  error  of  3 per  cent  in  asthma,  an  error  of 
5 per  cent  in  eczema,  and  an  error  of  8 per 
cent  in  atopic  bronchitis. 

The  history  obtained  from  a parent  or 
guardian  in  determining  a causative  allergen 
in  nonseasonal  allergy  is  of  value  only 
retrospective  to  performing  skin  tests. 


Supposed  causative  allergens  are  observed 
infrequently  by  the  parents  and  are  fre- 
quently found  to  be  incorrect.  ; 

The  error  in  the  diagnosis  of  the  causative  .• 
allergen  in  seasonal  allergy  without  skin  test-  I 
ing  was  15  per  cent  in  asthma,  15  per  cent  in  . 
allergic  rhinitis  and  hay  fever,  and  23  per  * 
cent  in  bronchitis.  t 

The  range  of  dilutions  required  to  ehcit  1 
skin  reactions  in  the  entire  group  was . 
determined.  All  cases  also  were  grouped  by  1 
disease  and  by  age  group.  The  indication  | 
was  that  in  all  groupings,  upward  of  24  per  { 
cent  of  children  tested  would  fail  to  ehcit  ‘ 
skin  reactions  to  allergens  to  which  they  \ 
were  skin-sensitive  if  the  stronger  dilutions  ^ 
of  allergens  were  omitted  when  intra-  « 
dermal  skin  tests  were  performed  routinely.  ^ 
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Sociology  in  Medicine 

CHARLES  V.  WILLIE,  PH.D.,*  SYRACUSE,  NEW  YORK 
{From  the  Department  of  Sociology  and  Anthropology,  Syracuse  University) 


^ I ^HE  field  of  medical  sociology  may  be 
divided  into  two  categories,  according 
to  Dr.  Robert  Straus,  Professor  of  Medical 
Sociology  at  the  University  of  Kentucky 
College  of  Medicine.  They  are:  sociology 
of  medicine  and  sociology  in  medicine.  He 
states  that: 

1.  Sociology  of  medicine  is  concerned 
with  studying  such  factors  as  the  organiza- 
tional structure,  the  role  relationship,  the 
value  systems,  the  rituals,  and  the  functions 
of  medicine  as  a system  of  behavior. 

2.  Sociology  in  medicine  consists  of 
collaborative  research  or  teaching  often 
involving  the  integration  of  concepts,  tech- 
nics, and  personnel  from  many  disciplines.^ 

Sociologists  of  medicine  are  usually  based 
in  an  academic  department  of  sociology 
while  sociologists  in  medicine  are  being 
placed  in  increasing  numbers  on  the  faculties 
of  medical  colleges  throughout  the  nation. 

The  Field  of  Medical  Sociology 

In  1956  there  were  24  sociologists  with 
formal  appointments  on  the  faculties  of  15 
different  medical  schools.  Sociologists  also 
held  positions  in  four  schools  of  public 
health  and  in  four  schools  of  nursing.  In 
addition,  they  worked  for  public  health  or 
mental  health  agencies  in  state  and  Federal 
governments  as  well  as  for  voluntary  health 
and  welfare  agencies,  including  several 
hospitals.  Altogether,  there  were  60  sociolo- 
gists working  with  colleges,  organizations, 
and  agencies  having  a distinct  medical 
orientation.  ^ 

The  academic  careers  of  most  scientists 
in  medical  sociology  are  relatively  young  in 
that  nearly  60  per  cent  received  their 
doctorate  degrees  after  1950.'*  Some  medical 

* The  author  was  a member  of  the  faculty  of  the 
Department  of  Preventive  Medicine,  State  University 
of  New  York,  College  of  Medicine  in  Syracuse,  for 
eight  years. 


sociologists  teach  students  of  medicine, 
nursing,  and  public  health,*  but  the  majority 
are  working  full  time  in  research.^  In  1957, 
approximately  216  behavioral  scientists  were 
identified  as  being  engaged  in  research  in  the 
health  field. ^ These  216  scientists  rep- 
resented less  than  10  per  cent  of  the  2,402 
active  members  of  the  American  Sociological 
Society  in  1957. 

Goals  and  Problems  of 
Medical  Sociology 

The  goals  of  medical  sociology  are  in  the 
process  of  development.  As  yet  they  are 
unclear,  but  one  thing  is  certain:  Medical 
sociology  does  not  have  as  its  goal  the 
making-over  of  physicians  or  other  health 
personnel  in  the  image  of  sociologists. 
In  a positive  fashion,  this  same  idea  may 
be  stated  in  the  following  manner:  Medical 
sociology  has  as  one  of  its  goals  the  creation 
of  information  that  will  help  persons  in  the 
health  professions  to  determine,  within 
their  range  of  knowledge  and  * specialty, 
the  care  and  services  most  suitable  for  a 
patient  and  a community. 

It  is  possible  that  many  therapists  judge 
the  sociologic  aspects  of  medicine  to  be  unim- 
portant simply  because  they  are  not  ac- 
quainted with  the  theory  and  knowledge  of 
social  science.  Findings  of  the  biologic 
sciences  were  resisted  in  the  past  as  is 
sociology  today.  Before  the  germ  theory 
of  disease  was  developed,  many  practitioners 
thought  that  illness  was  transmitted  by 
demons  or  by  air,  and  thus  prescriptions 
for  the  treatment  and  care  of  patients  were 
defective  because  of  faulty  knowledge. 
Inadequate  knowledge  and  understanding 
of  a patient’s  human  interrelationships  may 
result  in  insuflacient  concern  for  the  social 
circumstances  of  illness  and  health  and  the 
social  situation  of  therapy. 

Some  of  the  problems  with  which  medical 
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sociologists  are  concerned  are  the  following: 
How  do  individuals  determine  that  they  are 
sick?  When  and  how  do  they  get  help? 
What  kinds  of  help  do  they  seek,  and  from 
whom  do  they  seek  it?  What  factors  are 
associated  with  the  failure  to  seek  help? 
Under  what  conditions  does  one  accept  or 
reject  treatment?  These  are  problems  that 
are  concerned  mainly  with  the  patient’s  def- 
inition of  and  response  to  illness.  Other 
interests  of  medical  sociologists  center 
in  the  social  groups  with  which  patients 
are  affiliated,  such  as  family,  socioeconomic 
and  ethnic  groups,  and  the  social  organiza- 
tion of  treatment  units,  such  as  the  hospital, 
the  clinic,  the  physician’s  office,  or  the 
home.  Still  other  sociologists  are  interested 
in  total  community  organization  for  health. 
This  broad  range  of  interest  was  reflected  in 
the  1956  edition  of  An  Inventory  of  Social 
and  Economic  Research  in  Health,^  pub- 
lished by  the  Health  Information  Founda- 
tion, in  which  were  listed  almost  500  re- 
search projects  that  were  completed  or  in 
progress  during  that  year. 

Case  Illustrations  of  Medical-Socio- 
logic Problems 

Perhaps  the  need  for  sociology  in  medicine 
is  illustrated  best  with  a few  case  illustra- 
tions. Dr.  Lyle  Saunders^  of  the  University 
of  Colorado  Medical  College  tells  a story 
about  Virginia,  a forty-year-old  lower-class 
woman  living  in  that  state: 

Virginia  is  pregnant  again  and  is  a little 
apprehensive  about  this  because  of  her 
experience  two  years  ago.  At  that  time,  she 
made  her  first  visit  to  a hospital  to  have  a 
baby  delivered.  Her  other  eight  children — 
three  of  whom  are  dead — had  all  been  born  at 
home ; the  first  five  delivered  by  a . . . midwife, 
and  the  last  three  by  a physician.  At  the 
physician’s  insistence,  Virginia  had  gone  to  the 
hospital  for  the  birth  of  her  ninth  child.  The 
hospital  atmosphere  was  strange  to  her,  and 
she  was  not  particularly  comfortable  there. 
Her  real  concern  began  when  soon  after  her 
arrival  at  the  hospital  her  nurse  took  her  to 
see  the  delivery  room.  For  some  reason  the 
delivery  table  frightened  her  and  she  began  to 


be  apprehensive  about  her  forthcoming 
experience  with  it.  Throughout  the  day,  her 
apprehension  grew.  Twice  she  slipped  out  of 
bed  and  w^ent  dowm  the  hall  for  another  look 
and  each  time  became  more  frightened.  By 
nightfall,  she  was  terrified.  Her  first  five 
children  w^ere  born . . . with  their  mother 
kneeling  on  the  floor;  the  nexT  three  were 
delivered  in  bed,  but  it  was  a familiar  bed  and 
a familiar  room.  The  delivery  table  with  its 
shiny  metal  and  leather  straps  was  not  like 
anything  she  had  ever  known  and  Virginia  was 
afraid  of  it.  She  tried  to  explain  this  to  the 
nurse,  but  to  the  nurse  the  idea  that  anyone  who 
already  had  eight  children  could  be  afraid  of  a 
delivery  room  was  so  improbable  that  Virginia 
was  not  taken  seriously.  The  nurse  merely 
patted  her  on  the  shoulder,  assured  her  that 
there  was  nothing  to  fear  and  that  she  would 
be  all  right,  and  left  her. 

During  the  night,  Virginia’s  labor  began. 
She  climbed  out  of  bed,  and  taking  a blanket, 
went  into  one  of  the  corners  of  the  ward. 
There  on  the  floor,  alone  and  unassisted,  she 
gave  birth  to  her  baby.  Only  after  the  baby 
had  been  born  and  she  was  certain  that  it  was 
too  late  to  be  taken  to  the  delivery  room,  did 
she  awaken  one  of  the  other  patients  in  the 
ward  and  ask  her  to  call  the  nurse.  The 
nurse  was  thoroughly  puzzled  by  Virgioia’s 
action ; the  resident  in  charge  of  the  ward  was 
bewildered  and  resentful  that  such  an  ir- 
rational, irresponsible  act  could  occur  on  his 
w^ard.  The  nurse  and  doctor  questioned 
Virginia  to  learn  what  had  prompted  her  to 
do  such  a thing;  both  lectured  her  for  ha\ing 
done  it.  Virginia  took  the  questions  and  the 
scolding  with  a penitent  but  amiable  grace. 
Actually  she  was  a little  pleased  with  herself 
and  considerably  relieved  at  having  escaped 
the  delivery  room.'' 

This  is  the  story  of  Virginia,  a person 
different  from,  but  then  similar  to,  many 
individuals  whom  we  may  know.  She 
has  come  in  contact  with  practitioners  of 
scientific  medicine.  But  they  do  not  under- 
stand her,  and  she  does  not  understand 
them.  There  are  many  Virginias  in  New 
York  as  well  as  in  Colorado.  Dr.  Saunders, 
the  sociologist,  who  tells  of  the  vicissitudes 
of  Virginia,  analyzes  the  problems  in  pro- 
viding more  medical  care  for  Spanish-speak- 
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ing  people  in  the  Southwest.  He  arrives 
at  the  following  conclusion  in  his  book; 

Medical  personnel  and  others  whose  oc- 
cupation or  position  brings  them  into  associa- 
tion with  members  of . . . any . . . groups  ex- 
hibiting cultural  or  subcultural  differences.  . . 
can  probably  develop  more  satisfactory 
relationships  and  give  more  effective  service  if 
they  are  sensitive  to  the  implications  of 
cultural  differences  and  know  something  of  the 
specific  culture  of  the  group  with  whom  they 
are  working  and  of  the  possible  range  of 
differences. . .within  the  group.® 

By  understanding  a patient’s  cultural  def- 
inition of  health  and  disease  and  by  under- 
standing his  conception  of  necessary  medical 
procedures,  we  are  then  able  to  help  modify 
his  idea  if  it  is  erroneous  and  incorrect  and 
to  win  greater  cooperation  in  the  patient’s 
response  to  our  programs  of  scientific  med- 
ical care. 

A second  illustration  is  provided  by  Dr. 
Margaret  Mead.®  She  describes  the  typical 
response  to  illness  of  persons  in  three  differ- 
ent societies: 

When  a Burmese  villager  is  ill,  it  is  he 
who  immediately  sends  for  a physician,  for 
drugs,  for  treatment.  When  a Greek  is  ill,  he 
does  not  exhibit  any  need  for  care,  does  not  go 
to  bed  unless  he  is  incapable  of  standing  up, 
thus  exercising  fortitude.  When  a Navaho  is 
ill,  it  is  his  relatives  who  decide  what  is  to  be 
doneandmakethenecessaryarrangements. . . . 

The  worker  who  knows  this  picture  addresses 
his  recommendation  to  the  appropriate 
person.  (For  e.xample),  it  is  not  much  use  to 
try  to  persuade  a sick  Navaho  to  go  to  the 
hospital,  since  it  is  his  family  who  will  actually 
make  the  decision.® 

Brian  Bird,  M.D.,’  has  told  the  story  of  a 
patient  with  a long  history  of  peptic  ulcer 
who  was  dramatically  cured  by  surgical 
removal  of  his  stomach.  Dr.  Bird  stated 
that  the  patient  was  free  from  abdominal 
pain  for  the  first  time  in  ten  years.  How- 
ever, he  became  depressed  and  attempted 
suicide.  Dr.  Bird  explained  that  the  patient 
had  used  his  stomach  as  a crutch  to  enable 
him  to  avoid  social  or  business  engagements 


whenever  he  felt  anxious  or  uncertain. 
For  example,  he  hated  to  visit  his  in-laws 
and  was  never  pressed  to  do  so,  because 
everyone  knew  that  his  stomach  would 
react.  Instead  of  recognizing  and  under- 
standing the  cause  for  his  anxiety,  the 
patient  blamed  everything  on  his  stomach. 
After  the  successful  operation  the  patient’s 
family  and  friends  then  expected  him  to  do 
what  he  never  wanted  to  do  anyway. 
Now  there  was  no  stomach  to  blame — no 
easy  way  out.  Hence  the  patient  became 
depressed  and  tried  to  kill  himself.  Sur- 
gery ameliorated  the  physical  component 
of  the  patient’s  problem.  Dr.  Bird  stated 
that  had  the  patient  been  given  an  oppor- 
tunity to  talk  about  his  troubles  and  to 
come  to  an  understanding  of  how  he  felt 
about  them  he  would  have  been  less  helpless 
following  his  successful  gastrectomy,  for  he 
may  have  recognized  how  he  had  unwittingly 
tied  all  of  his  troubles  to  his  stomach.'^ 

In  each  of  the  situations  presented  there 
was  a problem  that  required  medical  atten- 
tion. However,  these  cases  illustrate  that 
health  personnel,  though  competent  and 
well-trained,  may  be  handicapped  in  apply- 
ing their  medical  knowledge  and  skills 
for  the  well-being  of  a patient  or  family 
because  of  intervening  social  circumstances. 

Major  Concepts  of  Medical  Sociology 

Theoretically,  the  basic  unit  of  analysis 
in  sociology  is  a social  relationship.  A re- 
lationship, of  course,  involves  two  or  more 
persons.  Practically,  it  is  often  necessary 
to  study  the  behavior  of  individuals.  But 
individuals  are  considered  only  as  products 
of  past  relationships,  participants  in  present 
relationships,  or  potential  participants  in 
future  relationships  in  sociologic  investi- 
gations. Relationships  occur  in  many  dif- 
ferent kinds  of  human  aggregations — crowds, 
audiences,  and  groups.  Before  the  advent 
of  scientific  medicine,  a principal  technic 
of  preventing  or  controlling  the  spread  of 
communicable  diseases  was  the  control  of 
relationships  between  sick  and  well  people. 
Essentially,  this  was  the  purpose  of  the 
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quarantine.  Knowledge  of  the  patterns 
of  participation  or  relationships  between 
persons  in  different  kinds  of  human  aggre- 
gations still  is  of  utmost  importance  in  many 
epidemiologic  investigations. 

Gumpert*  states:  “The  doctor  and  pa- 

tient are  people  affected  more  or  less  by  the 
same  array  of  good  and  bad  qualities  which 
affect  other  people.  But  they  meet  each 
other  in  an  unusual  and  critical  situation 
which  is  quite  different  from  an  ordinary 
social  encounter.  A relationship  develops 
quite  unlike  their  customary  contacts  with 
other  people.” 

He  further  states  that  “it  is  good  to  begin 
the  study  of  medicine. . .by  becoming  con- 
scious of  the  eminent  and  responsible  part 
a doctor  plays  sooner  or  later  in  each  indi- 
vidual’s life.®  However,  Rosen has  stated 
that  while  many  persons  in  the  health 
field  “give  evidence  of  an  empirical  aware- 
ness that  medical  care  is  a social  activity 
organized  in  certain  institutional  forms, 
there  is  no  reference  to  the  existence  of  a 
body  of  scientific  theory  and  knowledge 
which  may  throw  light  on  the  problems.” 

In  addition  to  the  concept  of  social  re- 
lationships, the  concepts  of  status  and  role 
are  important  in  medical  sociology.  Status 
as  used  here  does  not  refer  specifically  to 
prestige.  Rather  it  denotes  the  position 
occupied  by  an  individual  in  a group  and 
identifies  the  rights,  privileges,  and  respon- 
sibilities of  that  position.  In  the  family 
group,  for  example,  there  are  the  status 
positions  of  father  and  mother,  husband  and 
wife,  son  and  daughter,  brother  and  sister, 
or  parent  and  children.  In  the  hospital 
group  there  may  be  the  status  positions 
of  physician,  nurse,  administrator,  patient, 
and  so  on.  It  is  important  to  identify 
one’s  position  in  a group,  because  persons 
who  occupy  certain  statuses  are  expected 
to  behave  in  specific  ways.  These  ways 
of  behaving  are  called  roles.  The  roles 
are  learned  by  each  individual.  One  learns 
the  roles  expected  of  oneself  and  of  others 
in  terms  of  what  one  has  seen,  read,  and 
experienced.  Obviously  no  two  persons 


can  have  exactly  the  same  experiences. 
Hence  the  patient’s  understanding  of  the 
proper  roles  of  a patient  and  the  proper 
roles  of  a physician  may  be  somewhat  dif- 
ferent from  the  physician’s  interpretation 
of  the  proper  roles  of  a patient  and  physician. 
This  is  a most  important  principle  to  under- 
stand. Patients  refuse  to  follow  the  doc- 
tor’s orders  not  so  much  because  they  are 
stubborn,  but  because  they  have  an  erroneous 
conception  of  the  doctor’s  role  or  because 
they  may  not  have  learned  well  the  patient’s 
role.  Consider  the  following  statement 
by  one  who  received  help  in  understanding 
his  new  status  position  as  a patient: 

I never  had  an  anesthetic  before,  and  the 
night  before  my  operation  the  nurse  told  me  all 
about  what  would  happen,  and  I was  scared ...  . 
I guess  it’s  all  right  for  a man  to  admit  he’s 
scared  in  a hospital — he  doesn’t  get  there  very 
often,  thank  God ...  . After  I woke  up  the 

nurse  was  right  there  and  she  told  me  why 
my  legs  were  sore  from  the  injection  of  fluids, 
how  I was  hooked  up  to  a pipe  and  bottle  to 
keep  my  bladder  dry,  and  everything ... 
From  the  way  she  talked,  I understood  what 
was  going  on,  and  I wasn’t  worried  about  a 
thing.  It  wasn’t  dreadful  the  way  I thought 
it  was  going  to  be,  at  all.” 

This  testimony  is  significant;  it  could 
be  duplicated  by  many  patients  who  have 
experienced  good  nursing  from  a professional 
who  realized  the  novelty  that  the  hospital 
situation  and  the  patient  status  and  role  held 
for  the  individual. 

Gumpert  points  out  that  patients 

have  bedside  “manners”  as  do  doctors  and 
that  the  patient’s  “manners”  may  be 

stereotyped,  based  on  how  he  thinks  a 
patient  is  supposed  to  act.®  This  fact  brings 
into  focus  another  concept  in  medical 

sociology — the  concept  of  culture.  “Man- 
ners” as  used  by  Gumpert  refer  to  one’s 
learned  patterns  of  behavior  such  as  values, 
ideas,  and  customs  that  are  transmitted 
from  one  individual  to  another.  One  learns 
not  only  how  to  be  a patient;  one  learns  also 
when  he  may  be  a patient.  In  many  re- 
spects the  patient  status  is  culturally 
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defined  by  the  society  in  which  one  lives. 
Different  societies  as  well  as  different  cul- 
tural groups  within  a society  define  the 
patient  status  and  roles  somewhat  dif- 
ferently. It  is  important  that  health  per- 
sonnel recognize  that  a misbehaving  patient 
may  be  exhibiting  appropriate  behavior 
according  to  the  definition  of  the  patient’s 
role  in  his  cultural  group,  which,  inciden- 
tally, may  be  different  from  the  cultural 
group  occupied  by  the  physician  or  the  nurse. 

Viewing  the  patient  status  position, 
which  is  a result  of  illness,  also  as  a product 
of  culture  may  be  new  to  many  of  us. 
Nevertheless,  it  is  a valuable  way  of  under- 
standing how  one  adapts  to  disease  or  dis- 
I ability.  Of  course,  some  disorders  may 
( disable  one  whether  one  likes  it  or  not; 

' in  these  instances,  one  does  not  have  to  learn 
how  to  be  sick.  But  consider  the  bodily 
changes  of  the  human  female  that  result  in 
i periodic  menstruation.  In  some  cultural 
groups,  this  physiologic  condition  is  defined 
as  sickness;  therefore,  one  must  behave  in  a 
sick-like  manner  which,  in  some  instances, 
involves  cessation  from  work,  bed  rest,  and 
even  removal  from  the  family  for  the  dura- 
tion. This  same  periodic  condition  in  other 
cultural  groups  is  not  defined  as  sickness; 
hence  one  may  continue  one’s  regular 
routine  of  activities. 

In  a previous  article,  the  author  has  stated : 

Recognition  of  the  fact  that  one  cultural 
group  may  define  a condition  as  sickness  while 
another  cultural  group  may  not  is  especially 
important  for . . . physicians  who  must  super- 
vise the  care  of  patients  outside  the  confines  of 
the  institutions.  It  is  naive  to  expect  pre- 
scriptions to  be  followed  by  a family  in  the 
care  of  a member’s  illness  when  the  condition 
is  not  defined  as  sickness  by  the  subcultural 
group  in  which  the  family  exists.** 

Still  another  concept  in  medical  sociology 
is  that  of  social  institution.  A social  insti- 
tution is  neither  a person,  a group,  nor  a 
custom.  It  is  a configuration  of  all  three. 
Social  institution,  therefore,  is  an  abstrac- 
tion which  conceptualizes  people,  groups,  and 
customs  organized  into  patterned  activity 


to  fulfil  some  societal  goal  such  as  educa- 
tion, government,  medical  care,  and  the 
production  or  distribution  of  goods  and 
services.  Since  a social  institution  is  more 
than  a person,  a group,  or  a custom,  it  is 
capable  of  surviving  its  separate  compo- 
nents. Thus,  social  institutions  such  as  the 
medical  care  institutional  system,  the  educa- 
tional institutional  system,  and  the  govern- 
mental institutional  system  among  others 
tend  to  become  rigid.  Their  rigidity  is  at 
once  an  asset  and  a liability — an  asset  be- 
cause their  capability  to  continue  to  fulfil 
societal  goals  is  not  dependent  on  any 
single  person,  a liability  because  their 
capability  to  change  functions  as  societal 
goals  change  is  limited.  Social  institu- 
tional research  in  medical  sociology  is  con- 
cerned with  relationships,  status,  role,  and 
culture.  Such  research  in  medicine  may 
involve  analysis  of  the  hospital  as  a social 
institutional  system.  These  studies  are 
concerned  with  understanding  the  status 
and  roles  of  the  significant  personnel  in  a 
hospital,  such  as  patients,  physicians,  nurses, 
administrators,  aids,  and  assistants,  their 
interrelationship,  and  the  cultural  values 
that  are  associated  with  their  activities. 
The  goal  of  this  kind  of  investigation  might 
be  to  discover  how  the  institutional  system 
affects  patients  or  medical  personnel  and  if  it 
is  associated  in  any  way  with  disease  or  an 
acceleration  toward  recovery  from  disease. 

Integration  of  Social  and  Biologic 
Sciences  in  Medicine 

Thus,  the  concepts  of  social  relationship, 
status,  role,  culture,  and  social  institution 
are  unique  contributions  of  sociology  to  an 
understanding  of  medical  situations.  Not- 
withstanding the  differences  in  concepts, 
the  methods  and  basic  assumptions  of 
sociology  are  quite  similar  to  all  the  other 
scientific  disciplines  that  have  contributed 
to  the  development  of  medicine.  In  so- 
ciology, as  in  the  other  sciences,  it  is  assumed 
that  there  is  an  orderliness  to  the  universe 
which  is  understandable.  The  technics 
of  securing  data  from  the  social  and  the 
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physical  aspects  of  the  universe  are  different, 
but  the  principles  of  analysis  are  the  same. 
All  data  whether  biologic  or  sociologic 
must  be  submitted  to  the  scientific  method 
of  analysis. 

It  is  interesting  to  note  that  sociologists 
and  physiologists  even  conceptualize  life 
in  similar  ways.  Physiologists  describe 
the  human  being  as  an  organism  consisting 
of  several  subsystems,  among  which  are  the 
circulatory,  the  respiratory,  the  digestive, 
the  excretory,  the  muscular,  the  nervous, 
the  endocrine,  and  the  reproductive  sys- 
tems.’^ In  like  manner,  sociologists  de- 
scribe the  people  of  society  and  their  multiple 
social  relationships  as  fitting  together  in  a 
configuration  which  is  called  the  social 
system.’^  Rosen  has  stated  that  the  pro- 
vision of  medical  service  is  an  activity 
involving  interaction  between  two  or  more 
human  beings,  thus  creating  a social  sys- 
tem. Of  course,  the  social  system  con- 
sists of  several  subsystems,  among  which 
are  the  institutional  systems  of  the  family, 
government,  economics,  and  religion  as  well 
as  systems  of  communication  and  hierarchic 
differentiation.  The  systems  of  the  human 
organism  are  interdependent  and  are  in 
constant  contact  with  each  other  through 
the  fluid  matrix  of  the  body.^®  Likewise, 
the  systems  of  a society  are  interdependent 
and  are  integrated  through  a common  cul- 
ture. Both  the  human  body  and  human 
society  are  in  a constant  state  of  flux. 
It  was  the  physiologist,  Walter  B.  Cannon, 
M.D.,  of  Harvard  University,  who  developed 
the  concept — homeostasis — to  describe  the 
human  organism’s  attempt  to  maintain  a 
steady  state.  And  it  is  noted  that  he  wrote 
an  epilogue  to  the  revised  version  of  his 
book.  The  Wisdom  of  the  Body,  in  which 
he  discussed  the  “Relation  of  Biological 
and  Social  Homeostasis.”*^  This  was  a 
timely  observation,  for  it  has  been  docu- 
mented by  competent  social  scientists  that 
society,  though  constantly  changing,  also 
attempts  to  maintain  a steady  state.  And 
finally,  the  specialization  of  function  so 
chara(;teristic  of  multicellular  organisms  is 


also  a characteristic  of  multipeopled  so- 
cieties in  their  elaborate  division  of  labor. 

Analogies  between  function  and  structure 
in  the  human  organism  and  in  human  so- 
ciety are  many.  However,  it  was  never 
intended  to  suggest  that  the  two  are  the 
same.  The  physical  and  social  aspects  of 
the  universe  are  different  but  interde- 
pendent; they  supplement  each  other.  The 
multiple  disciplines  of  study,  including  the 
physical,  the  organic,  the  psychic,  the  social, 
and  the  cultural,  are  but  convenient  ways 
of  investigating  existence.  But  life  itself 
is  integrated  and  whole.  Comprehensive 
medical  care,  then,  requires  that  one  con- 
sider the  sociology  as  well  as  the  physiology 
of  man.  A pathologic  condition  in  either 
system  may  contribute  to  disease.  A path- 
ologic condition  in  either  system  may  be  fatal ! 
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^ I ''here  has  been  an  increase  in  interest 
in  contact  lenses  recently,  as  mani- 
fested by  many  articles  in  today’s  press. 
Because  of  this,  many  physicians  are  being 
asked  by  their  patients  for  information  re- 
garding contact  lenses  as  to  feasibility  and 
for  personal  fitness.  This  paper  will 
attempt  to  bring  the  physician  up  to  date  so 
that  he  may  be  able  to  advise  his  patient 
intelligently.  The  field  is  changing  rapidly, 
and  opinions  differ  on  many  points.  The 
answers  here  are  the  present  feelings  of  the 
authors  based  on  their  practical  experiences. 

The  recent  advances  in  the  use  of  contact 
lenses  relate  primarily  to  the  types  of  lens 
used,  to  the  method  of  fitting,  and,  as  a 
result  of  these  changes,  to  the  types  of  cases 
which  can  be  fitted. 

Changes  in  the  Lens 

Before  1948,  contact  lenses  were  of  the 
scleral  type.  They  had  two  portions,  a 
central  optical  portion  which  covered  the 
cornea,  and  a peripheral  rim  which  rested 
on  the  sclera  and  supported  the  corneal 
portion.  The  scleral  lenses  were  of  two 


types.  The  original  type  had  to  be  filled 
with  fluid,  and  the  second  type  had  holes, 
or  flanges,  which  were  added  to  the  lens  so 
that  the  tears  themselves  could  act  as  the 
fluid.  The  scleral  lenses  as  a group  had 
many  disadvantages,  among  them  the  great 
difficulty  in  fitting,  the  small  proportion 
of  cases  which  could  be  fitted,  the  incon- 
venience to  the  wearer,  the  fact  that  few 
people  could  wear  them  more  than  a few 
hours  a day,  and  in  most  cases  the  poor 
cosmetic  appearance.  These  disadvantages 
combined  to  make  these  lenses  general^ 
unacceptable.  They  are  still  used,  how- 
ever, where  special  indications  exist,  such  as 
where  lenses  must  be  used  in  swimming,  for 
very  active  sports,  and  in  certain  cases  of 
severe  keratoconus  (conical  cornea) . 

In  1948,  the  corneal  contact  lens  was 
presented  to  the  ophthalmologic  profession. 
It  was  a lens  made  of  methylmethacrylate 
and  was  between  11  and  12  mm.  in  diameter. 
Therefore,  it  covered  the  greater  portion 
of  the  cornea.  While  it  did  slide  over  the 
corneal  edge  onto  the  sclera  to  some  degree, 
it  was  held  in  place  by  capillary  attraction 
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to  the  cornea,  rather  than  by  resting  on 
the  sclera.  This  lens  marked  the  beginning 
of  the  modern  period  of  contact  lenses. 
From  here  on,  the  lens  was  altered  in  size 
and  other  specific  characteristics.  In  gen- 
eral, the  changes  all  were  directed  toward 
creating  a back  surface  on  the  lens  which 
would  more  accurately  fit  the  corneal  con- 
tour. (The  front  surface  was  dictated  by 
the  optical  necessities  of  the  refractive  error.) 
The  diameters  were  altered  as  time  went  on 
so  that  they  became  smaller  and  smaller 
until  today  the  average  diameter  of  a corneal 
lens  ranges  between  9 and  10  V2  nim.  Other 
characteristics  which  have  been  altered  are 
the  bevels  at  the  edge  of  the  lenses  and 
certain  other  changes  in  the  back  surface 
curvature  in  different  zones  of  the  lens. 

There  have  been  special  claims  made  for 
special  types  of  lens  features,  such  as  vents, 
perforations,  and  domes.  These  special 
characteristics  have  not  been  proved  to  be 
of  any  special  value.  In  general,  the  at- 
tempt is  made  to  make  the  lens  conform  as 
closely  as  possible  to  the  corneal  contour. 
The  corneal  lens  then  rests  on  a thin  layer 
of  tear  fluid.  However,  one  always  must 
bear  in  mind  that  there  is  no  such  thing  as 
a “contactless”  corneal  lens.  The  lens 
does  touch  the  cornea  at  one  point  or  another 
at  all  times.  This  is  occasioned  by  the 
pressure  of  the  eyelids  as  well  as  the  fact 
that  it  is  impossible  to  create  a lens  which 
corresponds  exactly  to  the  corneal  curvature 
itself.  Therefore,  the  claims  that  there  is 
a contactless  corneal  lens  are  factually  in- 
correct. 

Regarding  the  use  of  fluid  in  connection 
with  contact  lenses,  it  is  important  to  re- 
member that  with  the  original  type  of  scleral 
lens,  which  is  unperforated,  it  is  necessary 
to  fill  the  corneal  portion  with  a special 
fluid  before  placing  it  on  the  eyeball.  This 
fluid  fills  the  space  between  the  cornea  and 
the  back  surface  of  the  corneal  part  of  the 
lens.  With  the  further  development  of 
scleral  contact  lenses,  there  was  a perforation 
made  in  the  lens  which  permitted  the  tear 
fluid  to  flow  into  the  space  between  the  cor- 


nea and  the  lens,  thus  eliminating  the  need 
for  special  fluids.  With  the  corneal  lens, 
special  fluids  are  not  needed.  However, 
since  the  plastic  used  is  not  wet  easily  by  a 
watery  fluid,  it  is  necessary  to  first  wet  the 
surface  of  the  plastic  lens  with  a wetting 
agent  which  enables  the  tear  fluid  to  flow 
uniformly  and  evenly  over  the  contact  lens. 
This  is  the  only  kind  of  fluid  which  is  used 
in  corneal  lens  work.  Another  advance  has 
been  the  increased  use  of  tinted  lenses  which 
eliminate  glare,  one  of  the  drawbacks  of  pre- 
vious lenses.  Recently  a way  has  been 
found  to  make  high  plus  lenses  (as  used  in 
postcataract  cases)  thinner  by  changing  the 
shape  of  the  lens  to  the  so-called  lenticular 
type,  so  that  the  edge  is  thinner.  Cylindri- 
cal back  surfaces  also  are  being  used. 

Recent  Advances  in  the  Fitting 

The  scleral  lenses  were  fitted  by  making 
a mold  of  the  eye  with  an  agarlike  substance. 
This  represented  a considerable  physical 
and  psychologic  inconvenience  to  the 
patients  and  was  resented  by  a great  many. 
In  contrast,  corneal  lenses,  since  they  fit 
only  onto  the  cornea,  which  in  turn  can  be 
measured  more  easily  by  optical  means, 
can  be  fitted  with  much  less  discomfort  to 
the  patient.  As  a routine,  they  are  ordered 
after  a series  of  optical  measurements  are 
taken  without  anything  touching  the  eye. 
The  number  and  the  duration  of  the  fitting 
sessions  have  been  decreased  considerably 
so  that  in  general  by  the  time  the  patient  is 
taught  to  insert  the  lenses,  remove  them, 
and  reposition  them  onto  the  cornea,  he  is 
ready  to  take  the  lenses  home.  As  more 
experience  is  being  gained  in  the  correlation 
between  symtomatology  and  fit  of  the 
lenses,  a firmer  basis  for  the  correct  fitting 
of  lenses  is  being  established. 

As  a result  of  these  changes  in  the  lenses 
and  the  fitting  procedure,  it  has  been  pos- 
sible to  fit  a greater  percentage  of  patients, 
and  as  a result  of  this,  indications  for  the  use 
of  lenses  have  been  broadened  to  include 
many  cases  which  would  not  have  been  fitted 
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with  the  old-style  lenses.  These  include 
patients  with  such  conditions  as  lower  re- 
fractive errors  and  monocular  or  binocular 
aphakia. 

Advantages  of  Contact  Lenses 

Contact  lenses  have  a number  of  ad- 
vantages over  conventional  spectacles. 
First,  there  are  cosmetic  and  psychologic 
advantages.  Young  ladies  gain  in  self  con- 
fidence and  poise  when  they  can  discard 
their  spectacles  and  still  retain  normal 
visual  acuity.  Matrons  and  women  in  the 
business  world  also  appreciate  their  new 
appearance.  The  psychologic  effect  is  sim- 
ilar to  that  obtained  following  successful 
strabismus  surgery  on  an  adult. 

An  increased  field  of  vision  is  notable  in 
high  refractive  errors  and  in  aphakia  and  is 
important  in  a number  of  activities,  such  as 
ballet  dancing,  sports,  and  motoring.  The 
increased  visual  field  afforded  is  of  particular 
advantage  in  twilight  and  in  night  driving. 

Better  visual  acuity  is  obtained  in  cases 
of  high  myopia,  irregular  astigmatism, 
keratoconus,  and  refractive  errors  in  the 
presence  of  nystagmus. 

In  certain  situations  the  eyes  work  to- 
gether better  when  one  or  both  eyes  use  a 
contact  lens.  This  is  particularly  true 
when  one  eye  is  relatively  normal  and  the 
other  has  had  a cataract  removed. 

There  is  no  fogging  of  the  lens  by  mist, 
rain,  snow,  mud,  or  dust. 

The  safety  factor  compared  with  that  of 
eye  glasses,  is  greater. 

Disadvantages  of  Contact  Lenses 

It  is  a mistake  to  think,  however,  that 
contact  lenses  are  a completely  satisfactory 
replacement  for  glasses  in  all  cases.  While 
they  have  a great  many  advantages,  it  must 
not  be  forgotten  that  they  also  have  dis- 
advantages. The  degree  of  comfort  is  not 
nearly  so  great  as  with  an  ordinary  pair  of 
glasses,  which,  after  all,  almost  always  can 
be  put  on  in  the  morning  and  forgotten  until 
taken  off  at  night.  To  achieve  any  degree 
of  comfort,  the  patient  must  undergo  a con- 


siderable amount  of  training,  fitting,  ex- 
pense, personal  trouble,  and  discomfort. 
When  the  patient  is  wearing  contact  lenses, 
the  eyes  are  somewhat  more  sensitive  to 
wind,  dust,  smoky  atmosphere,  and  sunlight. 
They  are  lost  more  easily  than  the  con- 
ventional glasses.  They  are  not  so  flexible 
as  glasses  in  the  range  of  types  of  correction 
which  can  be  incorporated  in  them,  such  as 
corrective  prisms  for  muscle  imbalance  and 
reading  addition  for  presbyopia  (bifocal). 
Furthermore,  there  is  a group  of  conditions 
which  are  contraindications  to  the  use  of 
contact  lenses,  although  they  do  not  pre- 
vent the  use  of  spectacles.  These  contra- 
indications include  ocular  infections,  aller- 
gies, neoplasms,  and  corneal  edema.  In 
general,  these  would  be  evaluated  by  the 
ophthalmologist  who  sees  the  patient.  In 
some  cases,  of  course,  the  condition  can  be 
treated  and  contact  lenses  then  used. 

Answers  to  Specific  Questions  About 
Contact  Lenses 

Who  Wears  Contact  Lenses? — Esti- 
mates of  the  number  of  contact  lens  wearers 
range  from  1 to  4 milUon.  The  majority 
of  the  wearers  are  young  women.  This 
group  finds  the  advantage  of  contact  lenses 
an  overwhelming  one,  compared  with  the 
appearance  of  the  spectacles  which  they 
should,  but  do  not,  wear.  In  addition  to 
this  group  however,  there  are  others  with 
medical  or  vocational  indications.  Among 
them  are  patients  who  have  had  cataract 
operations  in  one  or  both  eyes,  keratoconus, 
severe  or  irregular  astigmatism  or  high  re- 
fractive errors  of  any  type,  and  a few  oph- 
thalmologic indications.  A group  of  voca- 
tional and  avocational  indications  includes 
many  people  who  cannot  wear  ordinary 
spectacles  for  their  work  or  their  sport  and 
who  need  an  optical  correction.  These 
activities  include  singing,  acting,  dancing, 
motoring,  mining,  deep-sea  diving,  and 
seafaring.  In  any  case  where  these  indica- 
tions exist  and  contraindication  does  not 
exist,  contact  lenses  may  be  recommended. 

Who  Can’t  Wear  Them? — The  most 
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important  contraindication  for  contact  lenses 
is  the  lack  of  indication  for  them.  Unless 
the  indication  for  the  use  of  contact  lenses 
exists  they  should  not  be  recommended. 
A second  group  of  contraindications  revolves 
around  personality  factors.  There  are  nu- 
merous patients  whose  personal  motivation 
seems  insufficient,  such  as  the  child  whose 
parents  want  him  fitted  but  who  himself  does 
not  want  the  lenses.  Such  a case  is  better 
rejected  at  the  outset.  Other  specific  con- 
traindications have  been  listed  previously. 

Are  They  S.\fe? — In  the  overwhelming 
number  of  cases  they  are  safe,  although  as 
in  every  therapeutic  procedure,  there  are 
risks. 

Enough  experience  has  now  been  ac- 
cumulated to  evaluate  at  least  the  short- 
and  intermediate-term  effects. 

By  far  the  commonest  complication  en- 
countered is  abrasion  of  the  cornea.  It  is 
found  with  great  frequency.  It  may  be 
caused  by  foreign  bodies  getting  under  the 
lens,  trauma  Avhen  inserting  or  removing 
lenses,  vigorous  rubbing  of  the  eyes  while  the 
lenses  are  worn,  a poorly  fitted  lens,  or  over- 
wearing of  the  lenses  in  some  cases.  The 
usual  sequelae  of  corneal  abrasions  may 
occur,  such  as  infection  and  ulceration  of  the 
cornea,  although  this  is  not  common.  In 
fact,  it  is  particularly  interesting  to  note 
the  great  frequency  with  which  corneal 
abrasions  may  occur  without  further  com- 
plications developing.  The  treatment  rests 
with  the  ophthalmologist. 

Another  complication,  less  frequently  en- 
countered, is  “spectacle  blur.”  In  this 
condition  the  patient’s  vision  is  blurred  when 
he  replaces  his  corneal  lenses  with  ordinary 
spectacles,  although  he  can  see  quite  clearly 
with  his  corneal  lenses.  According  to 
available  evidence,  this  is  caused  by  ir- 
regularity in  the  surface  epithelium  of  the 
cornea  or  over-all  alteration  in  the  shape 
of  the  cornea.  The  net  result  of  these 
changes  is  the  production  of  an  irregular 
astigmatism  which  cannot  be  corrected  by 
conventional  spectacles.  The  epithelial  al- 
terations may  be  caused  by  impairment  of 


the  metabolism  of  the  epithelial  cells  or  by 
the  mechanical  pressure  of  the  corneal  lens. 
The  over-all  change  in  the  corneal  curvature 
may  be  the  result  simply  of  lens  pressure 
deforming  the  corneal  shape,  but  its  mag- 
nitude usually  is  insignificant,  and  the  cornea 
returns  to  normal  within  a relatively  short 
time  in  most  cases.  However,  it  must  be 
watched  for  and  steps  taken  to  minimize 
it.  While  the  effect  of  the  existence  of  this 
condition  over  an  extended  period  is  not 
known  as  yet,  certainly  it  would  not  be 
proper  to  allow  it  to  persist  without  careful, 
frequent,  medical  check-ups  of  the  eyes. 

Further  experience  with  these  corneal 
lenses  probably  will  reveal  other  complica- 
tions and  the  methods  of  handling  them. 

Because  contact  lenses  change  the  cornea- 
tear-air  relationship,  there  is  a theoretic 
possibility  of  metabolic  damage  to  the 
cornea.  The  exact  metabolic  status  of  the 
cornea  under  a contact  lens  has  yet  to  be 
determined.  Some  preliminary  animal  ex- 
periments indicate  that  metabolic  changes 
do  take  place  and  that  they  are  reversible 
when  the  lenses  are  removed  for  a period  of 
time,  as  at  night. 

In  general,  it  may  be  said  that  contact 
lenses  may  be  worn  safely  provided  they  are 
properly  fitted  and  the  wearer  is  kept  under 
regular  ophthalmologic  observation,  perhaps 
three  or  four  times  a year. 

How  Long  May  Contact  Lenses  Be 
Worn? — Corneal  lenses  can  be  worn  all 
day  long.  For  personal  reasons,  some 
people  prefer  to  wear  them  for  only  a few 
hours  a day. 

There  has  been  an  increasing  practice 
during  the  last  few  years  for  patients  to 
wear  them  even  during  sleep.  Until  fur- 
ther data  are  available,  we  do  not  recom- 
mend this  practice. 

Will  It  Decrease  Myopia? — Regarding 
the  effect  of  wearing  corneal  lenses  in  cases  of 
progressive  myopia,  there  is  no  valid  in- 
formation. To  answer  this  question  one 
would  have  to  follow  a series  of  progressive 
myopes  over  the  course  of  several  years  and 
compare  their  progress  with  that  of  a control 
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series  of  a comparable  group  of  myopes  who 
were  not  wearing  contact  lenses.  As  yet, 
this  has  not  been  done.  This  question, 

' therefore,  cannot  be  answered. 

What  Kind  of  Lens  Should  Be  Used? — 
I From  what  has  been  said  before,  it  will  bi; 

seen  that  most  patients  will  use  corneal 
i lenses.  The  scleral  or  perforated  scleral 
I lenses  will  be  used  only  in  special  cases  for 
medical  indications.  The  particular  type 
of  manufacture  of  corneal  lens  to  be  used 
will  be  decided  by  the  practitioner. 

Will  Fluid  Be  Needed? — The  original 
scleral  type,  as  mentioned  before,  is  filled 
with  fluid  before  insertion  onto  the  eye. 

I The  other  two  types,  the  fenestrated  scleral 
I and  the  corneal,  are  cleaned  with  a special 
j solution  and  wet  before  being  inserted  but 
do  not  require  extra  fluid  on  the  concave 
surface  before  insertion  onto  the  eye. 

I How  Often  Are  They  Changed? — 
I They  have  to  be  changed  when  they  no 
[ longer  fit  either  mechanically,  that  is,  no 
longer  fit  the  eye ; or  optically,  that  is,  when 
they  no  longer  correct  the  refractive  error. 
In  general,  this  would  be  somewhat  less 
often  than  the  need  to  change  ordinary 
spectacles.  It  may  be  said  that  the  prob- 
lem of  having  to  change  contact  lenses  is  not 
a big  one.  Many  minor  changes  in  fit  and 
power  can  be  ground  into  the  lens  without 
replacing  the  lens  itself. 

How  Are  Contact  Lenses  Obtained? — 
We  feel  strongly  that  the  best  place  to  get 
contact  lenses  is  from  an  ophthalmologist 
who  fits  them.  If  one  is  available,  there  is 
no  problem.  If  none  is  available,  the  best 
solution  is  to  have  an  ophthalmologist  recom- 
mend a technician  who  will  fit  the  lenses 
under  the  ophthalmologist’s  supervision. 
We  do  not  advise  any  other  way  of  getting 
them.  More  and  more  ophthalmologists 
have  been  acquainting  themselves  with  the 
fitting  of  contact  lenses,  and  it  has  become 
a standard  part  of  the  training  of  eye  res- 
idents. Therefore,  in  the  near  future  the 
problem  will  no  longer  exist.  The  referral 
of  a patient  to  a technician  who  fits  lenses 
without  continuing  direct  medical  super- 


vision is  not  in  the  best  interests  of  the 
patient  or  of  the  referring  doctor  who,  after 
all,  bears  the  ultimate  legal  responsibility. 

Will  Spectacles  Be  Needed? — The 
question  of  the  further  need  of  spectacles 
often  is  posed  by  patients  who  are  buying 
corneal  lenses.  Even  though  they  are 
satisfactorily  wearing  corneal  lenses,  they 
still  should  have  a pair  of  ordinary  spectacles 
to  be  used  whenever  the  need  arises.  They 
will  use  them  when  for  any  reason  the  con- 
tact lenses  cannot  be  worn,  for  example, 
irritation  from  a foreign  body  or  abrasions. 

In  addition  to  this,  patients  who  are 
presbyopic  will  need  a pair  of  reading  spec- 
tacles to  wear  with  the  contact  lenses. 
While  it  is  true  that  bifocal  contact  lenses 
have  been  made,  as  a general  rule  they  are 
not  sufficiently  practicable  to  be  able  to 
replace  a separate  pair  of  reading  glasses. 

Summary 

1.  The  fitting  and  wearing  of  contact 
lenses  is  a practicable  and  feasible  procedure 
today. 

2.  It  is  definitely  an  ophthalmologic 
procedure,  in  our  opinion,  because  of  the 
hazards  involved  in  the  fitting  and  wearing 
of  these  lenses. 

3.  The  hazards  are  reduced  to  reasonable 
levels  if  the  patient  is  under  direct  ophthal- 
mologic care  during  the  fitting  process  and 
is  kept  under  periodic  observation  for  the 
period  of  wear. 

4.  At  the  present  time,  it  can  be  stated 
definitely  that  corneal  lenses  will  not  replace 
ordinary  spectacles  for  the  eyeglass-wearing 
population. 

5.  The  numerous  statements  in  the 
public  press  regarding  the  ease  of  fitting 
and  the  ease  of  wearing  corneal  lenses  must 
be  discounted  considerably. 

6.  Patients  requesting  corneal  lenses 
should  be  referred  to  their  ophthalmologist 
for  examination  and  fitting. 

7.  Because  of  the  great  demand  for  these 
lenses  from  the  general  public,  it  is  important 
that  the  medical  profession  take  the  lead 
in  seeing  that  the  public  receives  protection 
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against  ocular  damage  from  their  use. 
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Recreation,  Medical  Spending  on  Par 


The  American  public  is  spending  as  much  money 
for  recreation  as  it  is  for  medical  care,  the  Health 
Insurance  Institute  has  reported. 

Out  of  every  dollar  the  public  spends,  nearly  six 
cents  goes  for  recreation  and  the  same  amount  is 
expended  on  medical  care,  said  the  Institute  in  a 
report  based  on  personal  consumption  expenditure 
figures  compiled  by  the  U.S.  Department  of  Com- 
merce. 

These  figures  show  that  Americans  in  1959  spent 
$314  billion  on  their  personal  needs.  Of  this  total, 
$18.3  billion,  or  5.8  per  cent,  went  for  recreation,  and 
exactly  the  same  amount  was  spent  on  medical  care. 

In  addition  to  the  recreation  expenditure,  Amer- 
icans spent  $9.6  billion  on  alcoholic  beverages  and 
$7.0  billion  on  tobacco  products,  for  a total  of  $34.9 
billion  on  these  three  expenditures,  or  11  per  cent 
of  all  personal  consumption  expenditures. 

Other  pubhc  expenditures  in  1959  included  nearly 
.$69  billion  for  food,  more  than  $40  billion  for  hous- 
ing, and  $33  billion  for  clothing  and  accessories. 

Public  spending  for  medical  care,  as  a proportion 
of  all  personal  spending,  has  not  increased  much  m 
the  past  twenty  years.  In  1939,  the  public  spent 
$67.6  billion  for  its  personal  needs  including  .$2.8 


billion,  or  4.2  per  cent  of  the  total,  on  medical  care, 
compared  to  1959’s  nearly  6 per  cent. 

The  Institute  said  that  there  have  been  sharp 
changes  over  the  same  period  in  the  distribution 
of  each  dollar  spent  for  medical  care. 

From  each  dollar  spent  for  medical  care  in  1939, 
physicians  received  30  cents,  some  28  cents  went  for 
drugs  and  appUances,  17  cents  went  to  hospitals, 
14  cents  to  dentists,  and  11  cents  was  spent  on  all 
other  medical  needs,  which  includes  other  pro- 
fessional services  and  nursing  home  care.  In  1959, 
some  27  cents  went  to  physicians,  26  cents  for  drugs 
and  appliances,  30  cents  to  hospitals,  11  cents  to 
dentists,  and  6 cents  for  all  other  medical  care. 
Expenses  for  health  insurance  were  included  in  the 
distribution. 

The  $18  billion  in  medical  expenditures — in 
addition  to  going  for  physicians,  dentists,  hospitals, 
and  prescribed  drugs — pay  for  nonprescribed  drugs 
and  medicines,  eyeglasses,  luxury  hospital  accom- 
modations, and  all  drug  store  purchases,  including 
dentifrices,  sunglasses,  paper  products,  and  cos- 
metics. These  expenditures  represent  the  total 
medical  care  spending  of  both  insured  and  non- 
insured persons  in  the  United  States. 
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Infiltrative  Peripheral  Nerve  Disorder 


Case  History 

Jesse  Berkowitz,  M.D.:  This  was  the 
first  Montefiore  Hospital  admission  of  a 
sixty-seven-year-old  white  male  with  dia- 
betes whose  chief  complaint  was  mental 
confusion.  He  began  to  manifest  personality 
changes  about  three  to  four  months  prior 
to  admission.  These  were  characterized 
by  absent-mindedness  and  carelessness  in 
grooming.  About  one  month  prior  to  ad- 
mission the  patient’s  brother,  a physician, 
was  notified  of  his  progressively  pecuhar 
behavior,  and  on  examining  him  noted  a 
temperature  of  103  F.  The  patient  was 
hospitalized  immediately  at  The  New  York 
Infirmary  where  he  ran  an  unrelenting 
febrile  course,  with  temperatures  up  to 
106  F.,  for  one  month. 

An  extensive  work-up  failed  to  supply  any 
explanation  for  the  patient’s  clinical  course. 
After  the  first  week  at  the  New  York  In- 
firmary the  patient  became  completely  dis- 
oriented, and  weakness  of  the  right  hand  was 
noted  (the  patient  was  normally  right- 
handed)  . The  patient  also  developed  hyper- 
esthesia of  both  lower  extremities.  This 
was  thought  to  be  caused  by  a nutritional 


deficiency,  for  which  the  patient  was  given 
thiamine.  Initially  the  fever  responded  to 
penicillin  and  streptomycin,  but  after  one 
to  two  weeks  it  mounted  again,  and  urinary 
urgency  and  frequency  developed.  A urine 
culture  revealed  Staphylococcus  albus  sensi- 
tive to  Albamycin,  penicillin,  neomycin, 
Furadantin,  and  carbomycin.  In  spite  of 
antibiotic  therapy,  the  fever  persisted. 
Approximately  twenty-four  to  forty-eight 
hours  before  his  transfer  to  Montefiore 
Hospital,  the  patient  developed  a tremor 
of  the  right  hand  and  lips  as  well  as  hyper- 
tonicity of  the  right  upper  extremity.  Dur- 
ing the  month  at  New  York  Infirmary  he 
developed  moderate  hepatosplenomegaly. 

The  reports  of  pertinent  laboratory  find- 
ings received  from  New  York  Infirmary 
on  October  22,  1957,  included  hemoglobin 
8.1  Gm.  per  100  ml.,  white  blood  cells  5,300, 
polymorphonuclears  57,  stabs  5,  lympho- 
cytes 20,  and  monocytes  10.  A urinalysis 
revealed  yellow  urine  with  a specific  gravity 
of  1.015,  an  acid  reaction,  2 plus  albumin, 
a trace  of  sugar,  a few  uric  acid  crystals, 
2 to  4 white  blood  cells  per  high  power 
field,  and  a few  red  blood  cells  per  high 
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power  field.  The  fasting  blood  sugar  ranged 
between  133  and  430.  The  blood  urea  ni- 
trogen was  18,  37,  and  21.4  mg.  Elec- 
trol3des  on  October  28  included  chlo- 
ride 102,  sodium  129,  potassium  4.6,  and 
carbon  dioxide  25.  On  November  16 
chloride  was  78.5,  sodium  123,  potassium  5, 
and  phosphorus  4.2.  The  alkaline  phos- 
phatase was  4.6  Bodansky  units  and  acid 
phosphatase  0.9.  The  total  protein  was 
5.4  Gm.  per  100  ml.,  albumin  3.2  Gm.  per 
100  ml.,  globulin  22  Gm.  per  100  ml.,  and 
bilirubin  0.9  mg.  per  100  ml.  The  thymol 
turbidity  was  5.5  and  cephalin  flocculation 
4 plus.  Stool  and  blood  cultures  produced 
negative  findings.  Febrile  agglutination 
tests  and  lupus  erythematosus  preparations 
produced  negative  findings.  Concentrated 
smears  of  urine  gave  negative  findings  for 
acid-fast  organisms,  and  the  stools  gave 
negative  findings  for  occult  blood.  A proc- 
toscopic examination  produced  negative 
findings.  Chest  x-ray  films,  a barium 
enema,  and  a gastrointestinal  series  all 
showed  negative  findings.  Intravenous 
pyelography  showed  nephrolithiasis  on  the 
left  with  a bifid  pelvis  and  two  ureters  on 
the  left.  An  electrocardiogram  showed  nor- 
mal findings. 

A physical  examination  on  the  patient’s 
admission  to  Montefiore  Hospital  revealed 
a blood  pressure  of  140/70,  pulse  106  per 
minute  and  regular,  and  respirations  22  per 
minute  and  shallow.  The  patient  was  a thin, 
pale,  emaciated,  white  male  in  his  late  sixties 
who  was  completely  disoriented  as  to  time, 
place,  and  person.  A tremor  of  the  lips  was 
noted.  His  skin  was  warm  and  dry,  and  no 
icterus  was  noted.  The  tongue  was  dry  and 
covered  with  a grayish-brown  coat.  No 
masses  were  present  in  the  neck,  and  there 
was  no  adenopathy.  The  lungs  were  clear. 
The  heart  was  not  enlarged,  there  was  a regu- 
lar rate,  and  a systolic  murmur  was  heard  over 
the  entire  precordium.  The  liver  was  down 
1 fingerbreadth  from  the  right  costal  margin, 
and  the  spleen  was  down  2 fingerbreadths 
from  the  left  costal  margin.  A neurologic 
examination  showed  moderate  niichal  ri- 


gidity, slight  tremors  of  both  hands  and  lips 
and  bilateral  grasp  reflex  of  the  hands,  ques- 
tionably increased  muscle  tone  on  the  left, 
normal  fundi  and  cranial  nerves,  no  loss  of 
pinprick  sensation  or  touch,  good  movement 
in  all  extremities,  no  asymmetry  of  reflexes 
and  no  pathologic  reflexes,  disorientation  and 
restlessness,  and  incontinence. 

Laboratory  Data 

Laboratory  data  showed  the  hematocrit 
to  be  27.5,  hemoglobin  9 Gm.  per  100  ml., 
red  blood  cells  3,000,000,  and  white  blood 
cells  5,000.  The  fasting  blood  sugar  was 
318,  and  the  blood  urea  nitrogen  was  25.4. 
The  sodium  was  137,  potassium  5,  carbon 
dioxide  337,  chloride  87.2,  calcium  8.5, 
and  phosphorus  4.3  units.  The  cephaUn 
flocculation  was  4 plus.  The  bilirubin  was 
0.66  and  thymol  turbidity  12.  The  total 
protein  was  6.5,  albumin  2.5,  and  globulin  4. 
The  cerebrospinal  fluid  showed  no  increase 
in  pressure;  there  were  no  cells,  sugar  was 
191  mg.  per  100  ml.,  protein  22  mg.  per  100 
ml.,  and  there  was  no  growth  on  culture. 
A urinalysis  revealed  an  acid  reaction,  a 
specific  gravity  of  1.018,  albumin  2 plus, 
sugar  2 plus,  a negative  reaction  when  tested 
for  acetone,  and  many  bacteria  and  red  and 
white  blood  cells.  An  electrocardiogram 
showed  low  voltage.  An  electroencephalo- 
gram showed  a diffuse  dysrhythmia  of  mod- 
erate severity  compatible  with  diffuse  cer- 
ebral disease. 

The  patient  ran  a continuous  febrile 
course  with  temperatures  ranging  from 
101  to  103  F.  On  the  second  hospital  day  a 
call  was  received  from  the  laboratory  that 
the  serum  precipitated  on  dilution  with 
water.  The  serum  was  placed  in  the  re- 
frigerator for  forty-eight  hours,  and  no  pre- 
cipitate was  obtained.  On  the  fourth  hos- 
pital day  a left  carotid  angiogram  was  taken, 
and  the  patient  tolerated  the  procedure. 
On  the  seventh  hospital  day  an  operation 
was  performed,  the  results  of  which  will  be 
presented  later. 

H.  M.  Zimmerman,  M.D.:  We  will  show 
the  x-ray  findings  in  the  course  of  the  dis- 
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cussion  of  this  case,  which  will  be  conducted 
by  Dr.  Rifkin. 

Discussion 

Harold  Rifkin,  M.D.  : In  essence,  we 
are  confronted  with  a problem  in  differential 
diagnosis  of  an  illness  which  began  ap- 
parently rather  abruptly  in  this  sixty-seven- 
year-old  white  male  with  diabetes.  The 
presenting  problems  were  fever,  weight  loss, 
and  symptoms  and  signs  suggesting  an 
organic  mental  disorder.  In  the  course  of 
investigation,  hepatosplenomegaly  without 
significant  lymphadenopathy  was  observed. 
The  laboratory  studies  revealed  a severe 
anemia,  albuminuria,  micro.scopic  hematuria 
and  pyuria,  a positive  reaction  on  urine 
culture  for  Staphylococcus  albus,  and  an 
elevated  cephalin  flocculation  and  thymol 
turbidity  in  the  presence  of  a normal  serum 
bihrubin  and  alkaline  phosphatase.  The 
patient  was  treated  with  a variety  of  anti- 
biotics and  antibacterial  agents,  but  to  no 
avail.  It  was  the  opinion  of  both  the  at- 
tending neurologist  and  the  neurosurgeon 
that  the  organic  mental  disorder  was  prob- 
ably a manifestation  of  a systemic  disease 
process,  and  since  cerebral  angiography 
excluded  a mass  lesion,  it  was  felt  that  fur- 
ther neurologic  investigation  was  not  indi- 
cated. Before  continuing,  may  we  please 
have  the  x-ray  studies  reviewed? 

Harold  J.^.cobson,  M.D.:  Films  of  the 
skull  .show  considerable  thinning  of  the 
dor.sum  sellae  which  may  be  consistent  with 
the  age  of  the  patient.  There  are  radio- 
lucent  defects  throughout  the  skull  which 
appear  to  be  vascular.  The  bones  of  the 
calvarium  .show  slight,  generalized  osteo- 
porosis. There  are  no  lesions  that  can  be 
identified  as  due  to  multiple  myeloma  or 
metastatic  disease.  There  is  no  evidence  of 
increased  intracranial  pressure  or  ab- 
normal intracranial  calcifications.  The  pet- 
rous pyramids  show  an  increase  in  density 
on  the  right,  suggesting  an  old  petrositis, 
while  the  left  is  grossly  normal. 

A film  of  the  chest  taken  with  the  patient 
in  a supine  position  shows  an  increase  in 


interstitial  structures  with  no  evidence  of  an 
active  infiltrate  in  the  lungs.  The  dia- 
phragm is  normal.  The  heart  is  not  en- 
larged, but  there  is  a slight  uncoiling  of  the 
thoracic  aorta. 

The  shoulder  girdles  in  the  chest  examina- 
tion show  generalized  osteoporosis,  again 
consistent  with  the  age  of  the  patient. 

An  angiogram  of  the  left  side  of  the  cer- 
ebrum demonstrates  a slight  shift  of  the 
anterior  cerebral  artery  to  the  right,  but  it 
then  courses  back  normally  in  its  midportion. 
There  is  some  tortuosity  of  the  vessels, 
.suggesting  arteriosclerotic  changes.  In  sev- 
eral of  the  frontal  plane  roentgenograms  a 
distinct  space  is  shown  between  the  inner 
table  of  the  skull  and  the  outer  margin  of  the 
vascularized  brain  segment  in  the  parietal 
area,  which  brings  to  mind  the  possibility 
of  an  extracerebral  collection  of  fluid,  such 
as  is  sometimes  seen  in  a subdural  hematoma. 
The  possibility  of  brain  atrophy  being  im- 
plicated in  such  a finding  is  to  be  considered. 
In  the  lateral  views,  aside  from  tortuosity 
of  the  vessels  indicating  arteriosclerotic 
change,  no  abnormality  is  noted.  There 
is  no  evidence  of  a brain  tumor. 

Dr.  Rifkin:  The  problem,  then,  is  to 
determine  the  nature  of  this  patient’s 
illness.  The  initial  possibility  is  that 
there  is  a combination  of  contributing 
factors.  It  is  conceivable  that  this  patient 
with  diabetes  had  an  active  cystopyelone- 
phritis  in  association  with  arterial  and 
arteriolar  nephrosclerosis  and  that  these  con- 
ditions wei’e  responsible  for  the  urinary 
findings  and  azotemia.  The  organic  mental 
disorder  then  could  be  ascribed  to  generalized 
cerebral  arteriosclerosis.  The  hepato- 
splenomegaly and  anemia,  however,  still 
remain  to  be  explained.  Furthermore,  the 
acuteness  of  the  onset  of  this  patient’s 
illness,  the  lack  of  response  of  his  fever  to 
appropriate  antibiotics,  and  the  rapidly 
developing  course  of  events  make  us  con- 
sider other  possibilities  more  seriously. 
Subacute  bacterial  endocarditis  with  mul- 
tiple embolization  to  the  liver,  spleen,  kid- 
ney, and  brain  is  considered,  particularly 
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in  the  presence  of  unremitting  fever,  a 
systolic  murmur,  splenomegaly,  and  ab- 
normal urinary  findings.  Repeated  blood 
cultures,  however,  showed  negative  find- 
ings. This  certainly  does  not  exclude  sub- 
acute bacterial  endocarditis,  and  we  haven’t 
the  benefit  of  observing  the  clinical  response 
to  massive  combined  antibiotic  therapy. 
Consideration  is  given  to  a diffuse  viral, 
bacterial  or  rickettsial,  or  parasitic  disease, 
with  or  without  a complicating  encephalitis. 
The  persistently  negative  blood  culture 
findings,  the  normal  cerebrospinal  fluid,  and 
the  negative  findings  on  studies  for  febrile 
agglutinins  somewhat  militate  against  these 
possibilities.  Diffuse  granulomatous  dis- 
eases are  considered,  but  there  is  really  no 
available  evidence  from  the  protocol  to 
consider  these  too  seriously.  The  negative 
findings  seen  on  the  chest  film  and  the  nega- 
tive culture  reactions  of  the  urine  and 
spinal  fluid  cultures  for  acid-fast  bacilli 
are  somewhat  against  miliary  tuberculosis. 
Sarcoidosis  appears  to  be  excluded  in  the 
presence  of  normal  findings  on  the  chest  film 
and  positive  results  of  tuberculin  skin  tests. 
Systemic  torulosis  is  considered,  but  the 
negative  findings  in  the  spinal  fluid  are  not 
compatible.  Other  mycotic  diseases,  such 
as  coccidioidomycosis,  blastomycosis,  and 
histoplasmosis  are  excluded  by  the  fact 
that  the  patient  has  resided  in  New  York 
City  constantly  for  the  last  thirty-five  years. 
The  “group”  of  diffuse  collagen  diseases 
always  enters  into  a discussion  of  this  type 
of  systemic  illness.  Diffuse  systemic  lupus 
erythematosus  is  a rare  bird  in  elderly  male 
patients.  The  lupus  preparations  showed 
persistently  negative  findings.  There  is  no 
chnical  evidence  to  suggest  scleroderma  or 
dermatomyositis.  One  always  considers 
periarteritis  nodosa,  and  a skin  and  muscle 
biopsy  might  have  been  illuminating.  Amy- 
loidosis, particularly  the  primary  type,  can 
produce  this  clinical  picture,  but  again,  there 
is  no  objective  evidence.  A gingival  biopsy 
might  have  been  helpful.  This  patient 
had  a thorough  radiologic  examination,  and 
no  primary  neoplasm  was  found.  This  does 


not  exclude  widespread  dissemination  from 
a small,  primary,  neoplastic  focus  in  areas 
such  as  the  kidney,  pancreas,  prostate,  or 
lungs.  The  lymphomas  and  leukemias  are 
excellent  possibilities.  The  initial  bone 
marrow  studies  at  another  institution  were 
reported  as  showing  normal  findings.  The 
absence  of  lymphadenopathy  somewhat 
militates  against  diffuse  lymphoma. 

The  first  real  clue  was  the  demonstration 
that  the  serum  precipitated  on  dilution  with 
water.  This  has  been  described  in  condi- 
tions characterized  by  hypergammaglobu- 
linemia or  macroglobulinemia.  Accord- 
ingly, chemical  and  electrophoretic  studies 
of  the  serum  proteins  were  performed,  and 
these  confirmed  the  findings  of  increased 
serum  gamma  globulin  with  a peak  sup- 
posedly characteristic  of  multiple  myeloma. 
A bone  marrow  puncture  was  performed. 
This  is  the  operation  referred  to  in  the  clin- 
ical history,  and  this  study  revealed  find- 
ings which  are  described  by  Dr.  Spaet  as 
compatible  with,  but  not  diagnostic  of, 
myeloma.  I should  like  to  ask  Dr.  Spaet 
if  he  would  elaborate  on  this  point  and  also 
if  he  would  describe  the  bone  marrow  find- 
ings in  patients  with  macroglobulinemia. 
I wonder  also  if  Dr.  Sachs  would  care  to 
tell  us  a little  about  the  protein  abnormalities 
in  multiple  myeloma  and  the  significance 
of  the  abonormal  lipid  and  carbohydrate- 
protein  complexes  which  he  originally  noted 
in  this  disease.  I trust  he  also  will  give 
us  some  information  concerning  the  inci- 
dence of  Bence  Jones  albuminuria  in  this 
and  related  diseases,  and  perhaps  a word  or 
two  about  the  newer  immunochemical 
studies  in  myeloma. 

Theodore  H.  Spaet,  M.D.:  We  base 
the  bone  marrow  diagnosis  of  multiple 
myeloma  on  two  main  criteria:  sheets  of 
plasma  cells  which  infiltrate  and  displace 
normal  elements  and  the  presence  of  many 
primitive  and  bizarre  plasma  cells.  In- 
creased plasma  cells  are  not  in  themselves 
adequate  for  diagnostic  purposes,  since  strik- 
ing marrow  plasmacytosis  may  be  present 
with  a variety  of  conditions  when  there  is 
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elevation  of  the  serum  gamma  globulin. 
Cirrhosis  of  the  liver,  rheumatoid  arthritis, 
and  certain  allergic  disorders  are  examples  of 
conditions  in  which  there  is  “reactive” 
marrow  plasmacytosis. 

In  our  patient  there  was  a moderate  in- 
crease in  plasma  cells,  occasional  small 
nests  were  seen,  and  a few  of  the  cells  ap- 
peared primitive  or  atypical.  This  type  of 
marrow  is  most  difficult  to  interpret.  How- 
ever, the  typical  serum  electrophoretic 
pattern  combined  with  the  marrow  picture 
indicates  the  diagnosis  of  multiple  myeloma. 
In  idiopathic  macroglobulinemia,  some  of 
the  patients  show  clear-cut  myeloma 
patterns.  Others  show  a marked  marrow 
lymphocytosis  in  which  these  cells  may  seem 
to  be  infiltrating  normal  tissue.  A few 
patients  have  somewhat  abnormal  marrows 
with  no  clear  diagnostic  picture. 

Bernard  Sachs,  M.D.  : The  characteristic 
protein  change  in  myeloma  consists  of  a dis- 
crete, homogeneous  increase  in  abnormal 
globulin  which  has  the  electrophoretic 
mobility  of  gamma  or  beta  globulin.  The 
myeloma  globulin  occasionally  migrates 
electrophoretically  between  gamma  and 
beta  and,  rarely,  has  the  mobility  of  alpha 
globulin.  The  normal  concentration  of 
gamma  globulin,  as  we  measure  it  by  den- 
sitometry or  elution  after  paper  electro- 
phoresis, is  approximately  20  per  cent  of  the 
total  protein  or  1.5  Gm.  per  100  ml.  In 
myeloma,  gamma  globulin  may  be  as  high 
as  60  per  cent  of  the  serum  protein,  or  7 
Gm.  per  100  ml. 

In  1954  we  described  an  abnormal  carbo- 
hydrate and  lipid-staining  band  in  11 
patients  with  multiple  myeloma.^  Since 
then,  we  have  extended  our  studies  to  in- 
clude 56  patients  with  this  disorder.  We 
found  that  the  abnormal  myeloma  globulin 
invariably  was  associated  with  abnormal 
protein-bound  carbohydrate  as  determined  by 
electrophoresis.  When  this  electrophoretic 
abnormality  was  present,  chemically  de- 
termined total  polysaccharides  and/or  glu- 
cosamine were  increased  in  the  serum. 
Further  studies  on  the  abnormal  lipid-stain- 


ing band  have  shown  that  this  band  is  re- 
lated to  the  absolute  amount  of  globulin 
protein  present  rather  than  to  associated 
hpid.  When  lipid  partitions  are  performed 
on  the  sera  of  patients  with  myeloma,  the 
lipids,  particularly  the  cholesterol  values, 
are  found  to  be  low  in  many  patients. 

Regarding  Bence  Jones  proteinuria,  when 
the  urines  of  patients  with  myeloma  are 
examined  by  paper  electrophoresis  after 
dialysis,  the  majority  of  them  show  a dis- 
crete abnormal  protein  band.  Most  of 
these  proteins  give  positive  findings  on  heat 
lability  tests.  It  is  now  believed  that 
Bence  Jones  protein  is  not  derived  from 
serum  or  tissue  proteins  and  participates 
in  an  entirely  different  metabolic  pool. 

Dr.  Korngold'*  has  used  an  agar  diffusion 
technic  in  his  immunochemical  studies  of 
multiple  myeloma  serum  and  urine  proteins. 
From  these  and  other  immunochemical 
studies  we  have  learned  that  all  abnormal 
serum  and  urine  proteins  are  related  to 
normal  gamma  globulin.  We  also  have 
learned  that  no  two  myeloma  globulins  are 
identical  to  each  other  or  to  normal  gamma 
globulin.  It  may  even  develop  that  the 
abnormal  globulin  in  a given  myeloma 
patient  is  as  characteristic  as  a fingerprint. 

Dr.  Zimmerman;  Dr.  Rifkin,  would  you 
care  to  close  your  discussion? 

Dr.  Rifkin:  I would  conclude,  therefore, 
that  the  patient  probably  had  multiple 
myeloma,  and  in  view  of  the  bizarre  neuro- 
logic and  psychiatric  findings,  that  there 
was  extensive  involvement  of  the  central  and 
peripheral  nervous  system  by  myeloma. 

Dr.  Zimmerman:  Thank  you.  Dr.  Rifkin. 
We  will  now  have  Dr.  Kandzie  .summarize 
for  us  the  findings  on  postmortem  examina- 
tion. 

Diagnoses 

Clinical. — Malignant  lymphoma. 

Dr.  Rifkin. — Multiple  myeloma  with  ex- 
tensive involvement  of  the  central  and  pe- 
ripheral nervous  systems. 

Anatomic. — {!)  Multiple  myeloma  with 
infiltration  of  the  lungs,  cerebrospinal  lepto- 
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Fig.  1.  Interfascicular  myeloma  cell  infiltrate  in 
right  popliteal  nerve.  Hematoxylin-eosin  stain. 


meninges,  and  peripheral  nerves;  {2)  healed 
pyelonephritis  with  renal  calculi  (left);  and 
(3)  senile  plaques  in  frontal  lobe  cortices. 

Pathologic  Report 

George  Kandzie,  M.D.:  The  body  was 
well  developed  but  emaciated.  The  heart 
weighed  only  280  Gm.  All  the  epicardial 
and  endocardial  surfaces  were  smooth, 
and  there  were  no  valvular  lesions.  The 
coronary  vessels  likewise  were  unremarkable. 
The  lungs  were  voluminous,  noncrepitant, 
and  heavy  (their  combined  weight  was  1,725 
Gm.).  A microscopic  study  revealed  ex- 
tensive infiltration  of  the  pulmonary  septa 
and  numerous  alveoli  with  myeloma  cells 
of  the  plasma  cell  and  large  mononuclear 
varieties.  In  addition,  megakaryocytes 
were  observed  in  the  capillaries  of  the  al- 
veolar walls.  The  spleen  was  quite  large, 
weighing  420  Gm.,  and  contained  numerous 
myeloma  cells  in  the  sinusoids.  Neither 
subcutaneous  nor  mesenteric  lymph  nodes 
were  enlarged.  Each  kidney  weighed  160 
Gm.  Whereas  the  right  kidney  was  entirely 
normal  on  gross  and  microscopic  inspection, 
the  left  was  finely  scarred  diffusely  and  had 
several  broad  scars  as  well.  The  pelvis  and 
calyces  of  this  kidney  were  dilated  and  lined 
by  thickened  mucosa.  Three  small  black 
calculi  were  found  in  a calyx  of  the  upper 
pole.  Three  parathyroid  glands  were  iden- 
tified macroscopically  and  on  microscopic 
examination  were  found  to  be  normal.  The 
calvarium,  sternum,  ribs,  vertebrae,  and 


Fig.  2.  Myeloma  cell  infiltrate  in  left  popliteal 
nerve.  Note  destruction  of  myelin  sheaths.  Spiel- 
meyer  stain. 


iliac  bones  were  examined  in  detail.  None 
of  these  disclosed  cystic  changes  to  the  naked 
eye,  but  on  microscopic  examination  the 
marrow  of  all  was  diffusely  infiltrated  by 
clumps  of  tumor  cells.  Some  of  these  had 
large,  hyperchromatic,  bizarre  nuclei;  others 
were  typical  plasma  cells.  There  was  a 
generalized  reduction  in  hematopoiesis,  but 
megakaryocytes  still  were  fairly  numerous. 

This  was  a complete  autopsy,  and  Dr. 
Barron  will  describe  the  findings  in  the 
nervous  system. 

Kevin  D.  Barron,  M.D.  : Except  for  mild 
opacification  of  the  cerebral  leptomeninges 
and  slight  dilatation  of  the  anterior  horns  of 
the  lateral  ventricles,  there  were  no  obvious 
lesions  in  the  brain  macroscopically.  The 
spinal  cord,  the  cauda  equina,  the  brachial 
plexus,  and  the  median  and  popliteal  nerves 
also  were  unremarkable  on  inspection. 

A microscopic  study  of  both  the  central 
and  peripheral  nervous  systems  was  most 
rewarding.  Tumor  cell  infiltrates  were  pres- 
ent in  the  cerebral  and  spinal  leptomeninges 
as  well  as  in  the  perivascular  spaces  of  the 
cortex  and  subcortical  white  matter.  These 
infiltrates,  consisting  of  myeloma  cells,  were 
especially  dense  in  the  basal  ganglions  (Fig. 
1). 

In  preparations  of  the  peripheral  nerves 
and  the  anterior  and  posterior  spinal  roots, 
intramural  infiltrates  of  small,  round  tumor 
cells  were  present  in  abundance.  Some  of 
these  cells  were  readily  identifiable  as 
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plasma  cells.  Where  the  neoplastic  cells  lie 
between  the  nerve  fasciculi,  the  myelin 
sheaths  of  these  nerves  were  degenerated 
(Fig.  2).  Small  quantities  of  the  sudanophilic 
material  in  phagocytes  were  intermixed 
with  the  myeloma  cells. 

An  additional  finding  of  interest  but  of 
secondary  importance  was  the  presence  of 
senile  plaques  in  the  deeper  layers  of  both 
frontal  lobes.  These  were  demonstrable  in 
special  silver-nitrate  (Bielschowsky)  prepa- 
rations which,  however,  failed  to  disclose 
intraganglionic  fibrillary  changes. 

Comment 

I Dr.  Zimmerman:  We  have,  then,  a pa- 
[ tient  with  plasma  cell  myeloma  involving 
i the  bone  marrow,  spleen,  lungs,  cerebral 
I leptomeninges,  brain,  and  peripheral  nerves. 
The  latter  were  partially  demyelinated  in 
consequence  of  the  interfascicular  tumor 
infiltration. 

The  febrile  course  could  well  be  the  result 
of  the  nephrolithiasis  and  chronic  pyelone- 
j phritis  in  the  left  kidney.  But  it  also  could 
f be  due  to  the  extensive  pulmonary  tumor 
infiltrates,  except  that  these  must  have 
occurred  late  in  the  course  of  the  disease  in 
view  of  the  negative  roentgenographic  find- 
ings in  the  chest.  There  is  less  reason  to 
question  the  role  of  the  tumor  cells  in  the 
cerebral  leptomeninges  in  producing  nuchal 
rigidity.  The  tumor  infiltrates  in  the  cere- 
bral parenchyma  certainly  could  account  for 
the  mental  confusion  and  the  personality 
changes.  But  here  again  we  have  an  addi- 
tional possible  explanation  for  these  symp- 


toms in  the  presence  of  senile  changes 
(plaques)  in  the  brain. 

To  my  knowledge  this  is  the  first  case  of 
peripheral  neuropathy  produced  by  myeloma 
infiltrates  within  nerve  fibers.*  Whereas 
peripheral  nerve  demyelination  in  cases  of 
multiple  myeloma  previously  has  been 
described  not  infrequently,  the  cause  of  the 
myelin  breakdown  has  been  attributed  either 
to  a “toxic”  effect  on  the  nerve  or  to  avita- 
minosis. In  some  instances  it  also  has 
been  shown  that  amyloidosis  secondary  to 
myeloma  was  responsible  for  the  neurop- 
athy.® Nearly  all  investigators  have  dis- 
claimed finding  myeloma  cells  within  pe- 
ripheral nerves  as  was  present  in  this  case. 

* Two  additional  cases  have  been  discovered  in  the 
Montefiore  Hospital  autopsy  series.  All  3 cases  have 
since  been  reported  briefly  by  Barron,  K.  D.,  Rowland, 
L.  P.,  and  Zimmerman,  H.  M.:  Neuropathy  with 

malignant  tumor  metastases,  J.  Nerv.  & Ment.  Dis. 
131 : 10  (July)  1960.  The  present  case  is  Case  2 of 
that  article. 
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Pregnant  Women  Require  Twice  as  Much  Iron 


Pregnant  women  require  more  than  twice  as  much 
iron  as  they  receive  from  their  normal  diets.  Dur- 
ing pregnancy,  a woman  requires  1,200  mg.  of  iron 
in  addition  to  normal  requirements  and  receives 
only  500  mg.  from  her  diet  during  this  period.  The 
700-mg.  deficit  must  come  from  reserves  stored  in 


the  fiver,  spleen,  and  bone  marrow.  If  these  are 
inadequate,  anemia  develops.  A two-year  study 
of  4,744  obstetric  patients  shows  that  20  per  cent 
of  the  mothers-to-be  suffered  from  iron-deficiency 
anemia. — Patterns  of  Disease,  Parke,  Davis  & Conv- 
pany 
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A TTEMPTS  to  classify  disorders  of  the 
human  body,  whether  of  function  or 
structure,  may  be  regarded  as  necessary 
in  our  efforts  to  dissociate  the  similar  and 
dissimilar  manifestations  that  belong  or 
occur  together  in  what  appears  to  be  a nos- 
ologic entity  like  diabetes  mellitus. 

In  Table  I a convenient  classification  of 
diabetes  is  taken  from  Duncan.  ^ Readers 
are  cautioned  to  weigh  the  factors  of  avail- 
able knowledge  in  determining  whether  or 
not  patients  with  some  or  all  of  the  symp- 
toms and  signs  of  diabetes  may  be  classified 
accordingly. 

Classifications  are  often  the  product  of  an 
exercise  in  differentiating  the  various  mani- 
festations and  causes,  where  known,  of  dis- 
turbances in  many  persons  who  have  in 
common  some  recurrently  recognizable  hall- 
mark of  a disorder.  In  diabetic  subjects 
the  hallmark  has  been  the  disturbance  in 
carbohydrate  metabolism  which  is  indicated 
by  an  abnormal  elevation  of  fasting  or  post- 
prandial blood  sugar  and  the  presence  of 
glycosuria.  That  these  are  two  independent 


variables  should  not  be  overlooked.  When 
frank  hyperglycemia  is  accompanied  by 
glycosuria  the  etymologic  basis  for  the  term 
diabetes  mellitus  is  clearly  established. 
However,  the  spontaneous  variations  in  the 
level  of  the  blood  sugar  in  the  postabsorptive 
fasting  state  may  include  wholly  normal 
levels  only  to  be  followed  by  abnormal  levels 
in  the  same  state  under  other  circumstances. 
To  exclude  diabetes  in  relation  to  the  fasting 
state  only,  may  be  to  overlook  postprandial 
hyperglycemia  and  glycosuria,  if  the  “renal 
threshold”  is  not  too  high,  which  maj'’  herald 
the  beginning  of  a more  persistent  hyper- 
glycemia and  glycosuria  even  in  the  fasting 
state. 

If  diabetes  mellitus  is  to  be  recognized 
early,  that  is  before  the  usual  symptoms, 
then  it  must  be  sought  in  the  daily  “profile” 
of  the  patient’s  response  to  usual  or  repro- 
ducible test  loads  of  caloric  intake  and  food 
composition,  combined  with  muscular  or 
other  activity.  The  awkward  phrase  “glu- 
cose tolerance”  diabetes  has  been  used  by 
some  to  denote  diabetes  in  a phase  where 
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TABLE  I. — Clinical  Classification  of  Diabetes 
Mellitus* 


I.  Primary,  or  essential,  diabetes  with  an  in- 
herited predisposition 

A.  Relatively  stable 

Onset  in  adult  life 

Overweight  is  usual  (80  per  cent  plus) 
Relatively  insensitive  to  insulin 
Not  prone  to  develop  ketosis,  in  the 
absence  of  acute  complications 

B.  Unstable,  juvenile  type 

Onset  usually  in  childhood  or  youth 
Very  sensitive  to  insulin 
Very  susceptible  to  ketosis 
II.  Secondary  diabetes 

A.  Endocrinologic  causes 

Hyperadrenalism 

Cortical 

Cushing’s  syndrome 
Aldosteronism  (primary) 

Corticoid  therapy 
Medullary,  pheochromocytoma 
Hyperpituitarism 
Acromegaly 
Pituitary  basophilism 
Therapy — adrenicotrophic  (ACTH) 

and  growth  hormone 
Hyperthyroidism  (rarely,  if  ever,  a 
cause  of  clinical  diabetes) 
Thyrotoxicosis 

Thyroid  and  tri-iodothyronine  thera- 
pies 

B.  Destruction  or  excision  of  pancreatic  islet 

tissue 

Hemochromatosis 

Pancreatitis 

Cystic  disease  or  neoplasm  of  pancreas 
Removal  of  pancreas 
Trauma  to  pancreas  (?) 


*After  Garfield  G.  Duncan,  M.D.,  courtesy  of  New 
York  Academy  of  Medicine. 

only  the  administration  of  a test  load  of 
glucose  brings  out  the  diabetic  response. 

Prediabetes 

The  term  “prediabetic”  has  been  used 
widely  to  denote  similar  patients  who,  before 
diabetic  symptoms  or  signs  appear,  have  the 
abnormal  metabolic  reponse  to  glucose  load- 
ing or  other  stresses.  A common  example 
is  pregnancy,  which  is  regarded  as  a stressful 
physiologic  experience  frequently  attended 
by  abnormal  results  of  glucose  tolerance 
tests.  These  may  occur  in  any  part  of  the 
pregnancy,  in  any  pregnancy  in  a multip- 
arous woman,  and  are  regarded  as  likely 
warnings  of  the  coming  of  permanent  di- 
abetes. However,  recent  studies  have 
shown  that  many  of  such  subjects  do  not 


necessarily  become  diabetic  in  spite  of 
multiple  pregnancies,  nor  does  the  condition 
of  an  established  diabetic  female  necessarily 
worsen  as  a result  of  multiple  pregnancies. 
The  question  of  how  to  classify  a pregnant 
woman  who  does  not  exhibit  an  abnormal 
glucose  tolerance  response  before  and  after 
pregnancy  but  who  does  have  an  abnormal 
result  during  pregnancy  is  still  unanswered 
and  under  study. 

The  need  to  find  the  prediabetic  subject 
(or  should  the  term  “prodiabetic”  be  used 
to  denote  a person  inclined  to  diabetes?)  is 
extremely  important.  Ophthalmologists  are 
frequently  the  first  physicians  to  discover 
the  initial  manifestation  of  the  diabetic 
state  in  many  patients.  Various  stages  of 
diabetic  retinopathy  or  cataractous  changes 
impairing  vision  usually  lead  such  patients 
to  the  ophthalmologist  who  in  turn,  suspect- 
ing diabetes,  refers  the  patient  to  another 
physician  for  further  metabolic  study  which 
usually  confirms  the  diagnosis  of  diabetes. 
Once  in  a great  while  such  a patient,  pre- 
sumably in  a state  of  remission  at  the  time, 
may  even  exhibit  a normal  response  to  a 
glucose  tolerance  test.  In  the  absence 
of  the  classical  diabetic  symptoms  such  as 
weight  loss,  polyuria,  and  polydipsia  and 
very  rarely  even  presenting  a normal  glucose 
tolerance  test,  at  this  stage,  how  shall  we 
classify  this  person?  Was  the  disease  in- 
apparent  or  in  remission  because  of  nutri- 
tional habits,  occupational  activity,  or  un- 
known factors  for  years  prior  to  the  ocular 
damage?  Or  are  the  vascular  lesion  and  the 
cataract  special  disorders  which  coincide 
with  the  state  however  mild  the  disturbance 
in  carbohydrate  metabolism?  The  latter 
question  plagues  investigators  of  diabetes 
as  they  seek  to  establish  the  cause  of  the 
vascular  lesion  of  the  pathogenesis  of  di- 
abetic cataract. 

^‘Malignant  Vascular  Diabetes” 

Kinsell  has  introduced  the  term  “malig- 
nant vascular  diabetes”  to  denote  those 
patients  whose  disability  and  even  premature 
death  are  attributable  to  the  nephropathy 
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and  retinopathy  advancing  at  a rate  which 
is  often  independent  of  the  manifest  disorder 
of  carbohydrate  utilization.  Whether  or 
not  the  recent  evidence  of  the  associated 
severe  disturbances  in  lipid  metabolism  will 
furnish  a clue  to  the  pathogenesis  of  the 
diabetic  angiopathies  is  still  speculative. 
Certainly  the  proponents  of  rigid  dietary 
control  and  blood  sugar  regulation  acknowl- 
edge that  at  best  such  control  merely  post- 
pones the  onset  of  these  vascular  complica- 
tions. Their  inevitability  in  many  patients 
tells  us  that  in  diabetes  there  is  more  in- 
volved than  the  underutilization  or  over- 
production of  glucose.  Perhaps  these 
patients  should  be  separated  as  soon  as  they 
are  recognized  and  treated  as  carefully  as 
possible  to  control  every  manifest  or  recog- 
nizable endocrine  or  metabolic  disturbance. 

Juvenile  and  Postmaturity  Diabetes 

The  problem  of  separating  so-called 
“juvenile”  and  “postmaturity”  diabetes 
seems  easy  at  first  glance.  The  difficulty 
is  that  some  juvenile  diabetic  subjects  be- 
have like  adult  diabetic  subjects  and  vice 
versa.  For  example,  there  are  some  juvenile 
patients  who  rarely  produce  excessive  ketone 
bodies  and  some  adults  with  postmaturity 
onset  of  diabetes  who  do.  Age  therefore 
is  not  always  a point  of  separation.  The 
recent  development  of  methods  of  assaying 
insulin  or  insulin-like  activity  in  the  blood 
has  provided  data  supporting  the  view  that 
most  juvenile  diabetic  individuals  are  in- 
sulin-deficient while  most  diabetic  indi- 
viduals with  postmaturity  onset  are  not; 
indeed  they  are  often  insulin-resistant.  It 
is  important  that  these  data  be  enlarged, 
verified,  and  tested  for  validity  in  charac- 
terizing diabetic  subjects.  They  need  to  be 
correlated  with  the  course  and  onset  of 
complications  in  both  types.  We  can  expect 
fruitful  developments  as  the  technics  are 
refined  and  the  false  values  inherent  in 
bio-assay  technics  are  eliminated. 

Secondary  Diabetes 

The  question  of  secondary  diabetes  is  a 


special  one.  Here  we  may  encounter  a ^ 
mixture  of  genetic  predisposition  with  dis- 
orders of  the  body  which  induce  reversible 
diabetic  or  diabetic-like  states.  Under  this 
heading  may  be  classified  the  hyperfunc- 
tioning disturbances  of  the  thyroid,  pitui- 
tary, adrenal  glands,  and  even  of  the  gonads 
(in  some  rare  tumors,  such  as  arrhenoblas- 
toma),  whether  they  are  due  to  hyperplasia 
or  tumor.  If  the  offending  organ  or  tumor 
can  be  treated  successfully  then  the  diabetic 
state  may  disappear  or  revert  to  a latent 
or  potential  condition.  It  is  of  interest  that 
in  acromegaly  and  Cushing’s  syndrome  some 
instances  of  diabetic  retinopathy  have  been 
reported.  They  are  rare  however  and  when 
present  cannot  readily  be  related  to  the  co- 
existing endocrine  disturbance.  For  the  ■ 
question  can  be  raised:  Is  the  patient  not 
already  a true  diabetic  in  whom  the  en- 
docrine disorder  is  merely  a trigger  or  ag-  ’ 
gravating  factor?  While  it  is  intriguing  to  ; 
speculate  that  excess  hormones  derived  , 
from  this  or  that  gland  may  contribute  to  < 
diabetic  angiopathy,  there  is  yet  no  valid 
evidence  to  support  this  idea.  Massive  and 
prolonged  use  of  the  readily  available  pi- 
tuitary hormone,  ACTH,  and  the  adrenal 
steroids  has  not  provided  evidence  of  this 
effect  in  man.  Whether  or  not  human 
growth  hormone  or  other  diabetogenic 
hormones  play  any  role  in  the  vascular  com- 
plications or  the  onset  of  diabetes  in  other- 
wise normal  or  even  genetically  susceptible 
subjects  is  speculative.  Consider  that  re- 
ports vary  from  between  30  to  65  per  cent 
for  acromegalic  individuals  and  about  30 
per  cent  for  patients  with  Cushing’s  syn- 
drome who  present  diabetes,  (although  larger 
numbers  have  impaired  glucose  tolerance 
tests),  and  that  among  these  the  incidence 
of  diabetic  retinopathy  is  extremely  rare. 
The  incidence  of  so-called  diabetic  ne- 
phropathy in  these  endocrinopathies  has 
not  been  documented  as  far  as  I know. 

Secondary  diabetes  due  to  injury  of  the 
pancreas,  acute  or  chronic  pancreatitis,  carci- 
noma of  the  exocrine  portion  of  this  organ, 
or  pancreatectomy  is  relatively  rare.  Sur- 
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vivors  of  the  neoplasms  are  scarce  and 
certainly  not  long  lived.  Yet  it  is  of  great 
interest  that  recently  the  onset  of  diabetic 
retinopathy  in  human  beings  with  diabetes 
secondary  to  pancreatectomy  and  surviving 
1 ten  years  has  been  reported.  Since  this  is 
^ truly  insulin-deficient  diabetes,  it  is  tempting 
I to  assume  that  their  vascular  lesions  il- 
lustrate their  occurrence  secondary  to 
insulin  deficiency,  even  though  exogenous 
insulin  was  administered  daily.  Again  it 
is  worth  noting  that  these  rare  cases  may 
represent  the  conjunction  of  genetic  pre- 
disposition to  diabetes  with  an  unrelated 
disease  process  leading  to  pancreatectomy. 
Many  more  such  survivors  need  to  be  fol- 
lowed long  enough  to  establish  the  relation- 
ship of  retinopathy  to  insulin  loss.  The 
occurrence  of  retinopathy  in  postmaturity 
diabetes  where  insulin  deficiency  is  not 
demonstrable  already  challenges  this  notion. 
In  experimental  pancreatic  diabetes,  whether 
due  to  extirpation  or  chemical  injury,  there 
is  as  yet  no  report  of  secondary  angiopathy 
resembling  that  seen  in  diabetes  in  man. 

Another  rare  form  of  secondary  diabetes 
is  that  which  is  associated  with  hemachro- 
matosis.  Here  the  possibility  confronts  us 
of  two  errors  of  metabolism  occasionally 
occurring  together.  In  general,  however, 
it  is  assumed  that  the  excessive  deposit  of 
ferritin  in  the  hver  and  in  the  cells  of  the 
exocrine  and  endocrine  portions  of  the 
pancreas  accounts  for  the  diabetic  syndrome 
encountered  in  these  patients.  Since  this 
is  a slowly  progressive  and  long-standing 
disorder,  it  is  of  interest  that  the  vascular 
lesions  in  these  subjects  have  had  little 
attention.  Conflicting  reports  have  been 
published  on  the  occurrence  of  diabetic 
retinopathy  and  nephropathy  in  these 
patients.  Now  that  these  patients  often  are 
brought  to  clinical  notice  via  liver  biopsy 
long  before  the  onset  of  diabetes,  there  is  an 
opportunity  to  study  them  early  and  late 
as  to  their  metabolic  and  vascular  states. 
Much  more  data  are  required  to  charac- 
terize these  subjects.  Are  they  insulin- 
deficient?  Do  they  underutilize  glucose? 


Do  their  livers  fail  to  store  glucose  or  glyco- 
gen? They  sometimes  appear  to  be  re- 
sponsive to  drugs  (sulfonylureas)  stimulat- 
ing insulin  secretion  and  at  the  same  time 
are  usually  insulin-dependent. 

Secondary  diabetes  or  a diabetes-like  state 
due  to  adrenal  steroid  administration  or  the 
use  of  adrenal  steroid  analogues  is  almost 
always  reversible.  The  use  of  these  sub- 
stances in  detecting  the  prediabetic  (or  is  it 
the  latent?)  state  has  recently  been  suggested 
as  being  useful.  Similar  diabetic  responses 
due  to  the  use  of  ACTH  are  likewise  re- 
versible. “Hunger  diabetes,”  “epinephrine 
diabetes,”  and  “glucagon  diabetes”  are: 
three  additional  examples  of  diabetic-like 
states  that  are  clearly  secondary,  tem- 
porary, and  bear  little  resemblance  to  the 
disease  diabetes  mellitus.  The  impaired 
glucose  tolerance  or  hyperglycemia  seen 
with  hyperthyroidism  or  pheochromocy- 
toma  belong  in  the  same  category. 

The  action  of  the  human  growth  hormone 
has  been  referred  to  previously.  Of  special 
interest  is  the  peculiar  keto-acidotic  action 
of  this  hormone  that  is  encountered  in 
so-called  juvenile  diabetic  individuals  and 
the  absence  of  this  effect  in  maturity-onset 
diabetic  subjects.*  Here  is  a dissociation 
which  strongly  supports  the  view  that  readily 
available  endocrine  factors  in  juvenile  indi- 
viduals may  play  a special  role  in  some  di- 
abetic subjects. 

Stress  Diabetes 

Stress  and  the  consequent  aggravation  of 
diabetes  (stress  diabetes)  is  well  known. 
Just  how  this  aggravation  is  effected  is  still 
speculative.  Obviously  the  stimulation  of 
the  pituitary-adrenal  hormones  leading  to 
increased  secretion  of  diabetogenic  hormones 
must  aggravate  the  biochemical  malfunction 
as  they  do  in  therapeutic  or  experimental 
tests.  That  this  is  generally  reversible  is 
obvious.  But  occasionally  what  was  in- 
apparent  and  a latent  or  prediabetic  state 
becomes  clinically  full-blown  following  a 
stress  within  so  short  a period  (two  weeks  to 
two  months)  that  a causal  relationship 
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cannot  be  excluded  arbitrarily.  Excluding 
direct  injury  to  the  pancreas,  we  must 
assume  that  like  some  pregnancies,  some 
general  stresses  occur  at  the  right  time  and 
alter  the  internal  milieu. 

Comment 

The  mildly  glycosuric  patient  first  di- 
agnosed with  already  advanced  diabetic 
retinopathy  and  intercapillary  glomerulo- 
sclerosis, with  no  family  history  of  the 
disease,  or  any  of  the  classical  symptoms 
associated  with  a possible  prior  phase  of 
severe  glycosuria,  warns  us  that  a classifica- 
tion based  on  one  aspect  of  the  disease  alone, 
namely  glycosuria  and  hyperglycemia,  is  a 
shaky  reed  for  future  use  in  exploring  the 
many  problems  that  may  be  encountered 
in  diabetic  patients. 

The  term  diabetes  mellitus  means  more 
than  an  outpouring  of  sugar.  It  is  worth 
remembering  that  diabetic  neuropathy  is 
not  understood  and  that  the  cause  and  dis- 
tribution of  vascular  disease  is  speculative. 
The  hyperlipemia,  the  reduced  lipogenesis, 
the  precocious  atherosclerosis,  and  the  initial 
and  medial  alterations  of  the  large  and  small 
vessels  occur  at  rates  and  in  ways  which  are 
often  independent  of  the  state  of  control  of 
carbohydrate  metabolism. 

Among  the  common  efforts  to  classify 
diabetes  mellitus,  the  most  widely  attempted 
is  a grading  or  characterization  of  a patient’s 
disorder  by  reference  to  measurable  aspects, 
that  is,  the  degree  of  glycosuria,  the  per- 
sistence of  hyperglycemia  in  certain  ranges, 
and  the  presence  or  absence  of  ketones  or 
keto-acidosis.  Numerical  scoring  of  the 
patient’s  data  may  be  useful  for  viewing  the 
data.  Grading  of  diabetic  control  as  ex- 
cellent, good,  fair,  or  poor  by  reference  to 
the  ranges  of  blood  sugar  in  the  postab- 
sorptive  fasting  state  or  in  a postprandial 
measure  (two  or  three  hours  postcibal) 
of  blood  and  quantitative  urinary  glucose 
also  may  provide  clues  as  to  the  effectiveness 
of  any  method  of  therapy  directed  at  the 


disease  as  a whole  or  focused  on  the  utiliza- 
tion and  excretion  of  carbohydrates.  But, 
at  this  date,  it  is  necessary  to  remember 
that  lipid  and  protein  metabolism  are  dis- 
turbed also  and  parameters  of  the  inter- 
mediary metabolism  of  these  classes  of  sub- 
stances are  not  readily  available.  Research 
into  the  relationships  of  these  disturbances 
is  new  and  ultimately  may  prove  to  be 
useful  in  a fuller  and  more  accurate  classi- 
fication of  any  diabetic  person. 

Some  maturity-onset  diabetic  individuals 
have  gross  hyperlipemia,  some  have  hyper- 
cholesterolemia, and  some  have  both.  The 
same  is  variably  true  in  juvenile-onset  di- 
abetes. While  the  administration  of  insulin 
may  correct  most  of  the  apparent  biochem- 
ical disturbances,  the  independent  vascular 
changes  tell  us  that  insulin  deficiency  and  its 
correction  do  not  prevent  other  tissue 
changes  affecting  ground  substances,  muco- 
polysaccharides, lipids,  and  proteins. 

Perhaps  the  most  misleading  classification 
of  diabetic  patients  is  that  based  on  insuUn 
requirement  where  patients  are  referred  to 
as  “severe,”  “moderate,”  or  “mild”  because 
they  require  large,  moderate,  or  small  doses 
of  insulin.  Such  a classification  is  not 
warranted  since  prognosis,  complications, 
or  tendency  to  keto-acidosis  are  not  related 
to  insulin  requirement  in  insulin-dependent 
diabetic  individuals. 

As  knowledge  of  the  other  changes  in 
metabolism  and  structure  grows,  we  may 
expect  to  separate  better  those  cases  that 
are  characterized  by  their  special  vascular, 
lipid,  endocrine,  or  hepatic  insulin  usage  or 
other  outstanding  features.  Let  us  close 
this  discussion  with  the  realization  that  all 
classifications  are  subject  to  change  and 
their  usefulness  depends  on  their  validity. 
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Hypocholesterolemic  Action  of  Nicotinic  Acid 

J.  L.  GAYLOR,  Ph.D.,  ITHACA,  NEW  YORK 


T ARGE  doses  of  nicotinic  acid  lower  the 
concentration  of  serum  cholesterol  in  the 
hypercholesterolemic  human  being the 
effects  of  comparable  doses  have  been  studied 
in  a number  of  laboratory  animals.  The 
pharmacologic  action  of  niacin  appears  to  be 
associated  only  remotely  with  vitamin 
activity  because  more  than  100  times  the 
quantity  needed  for  vitamin  function  is 
administered  and  nicotinamide  (an  active 
vitamin  form)  is  ineffective.  The  metab- 
olism of  nicotinic  acid,  when  used  in  the 
amounts  supphed  by  vitamins,  is  understood. 
However,  until  the  therapeutic  use  of  this 
vitamin,  the  effects  of  large  amounts  of 
nicotinic  acid  were  of  little  interest  to  the 
investigator. 

Mechanisms 

The  mechanism  of  the  hypocholesterolemic 
action  of  nicotinic  acid  is  currently  under 
study  utilizing  methods  and  information 
derived  from  previous  vitamin  research.  At 
this  time,  the  effect  of  nicotinic  acid  on  serum 
levels  of  cholesterol  is  attributed  to  no  single 
uncomplicated  mechanism.  A current,  com- 
prehensive review  by  Parsons®  includes  all 


the  mechanisms  that  have  been  suggested  or 
tested. 

Three  types  of  mechanisms  which  may  ex- 
plain the  hypocholesterolemic  action  of 
massive  doses  of  nicotinic  acid  will  be  con- 
sidered here:  a decreased  biosynthesis  of 
sterols,  an  increased  oxidation  and  elimina- 
tion of  sterols,  and  an  altered  lipid  transport 
in  serum. 

Decreased  Biosynthesis  of  Sterols. — 
Although  nicotinic  acid  does  not  lower  the 
concentration  of  serum  cholesterol  in  the 
rat,*  most  of  the  studies  concerned  with  the 
effect  of  nicotinic  acid  on  sterol  biosynthesis 
have  used  rats  as  the  experimental  animal. 
In  addition,  conflicting  reports  have  appeared 
which  describe  the  effects  of  nicotinic  acid 
on  the  biosynthesis  of  sterols  in  rat  liver. 
The  observations  which  appear  at  variance 
in  some  instances  may  be  the  result  of 
secondary  effects  of  the  addition  of  nicotinic 
acid.  For  example.  Hardy,  Gaylor,  and 
Baumann’  studied  the  effect  of  both  dietary 
and  in  vitro  additions  of  nicotinic  acid  on  the 
biosynthesis  of  sterols  by  hver  sUces  taken 
from  rats  and  chicks.  All  the  studies  were 
carried  out  in  incubation  flasks  containing 
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inorganic  buffers,  liver  slices,  and  radio- 
actively  labeled  acetic  acid  that  served  as  a 
building  block  for  sterol  synthesis.  With  a 
small  quantity  of  acetic  acid  in  each  flask, 
nicotinic  acid  increased  the  incorporation  of 
acetic  acid  into  sterols.  This  reaction  was 
not  observed  when  the  amount  of  acetic 
acid  was  increased  tenfold.  In  normal  liver, 
a large  quantity  of  acetic  acid  is  oxidized  to 
carbon  dioxide  and  water,  less  is  incor- 
porated into  fatty  acids,  and  only  a small 
quantity  appears  in  sterols.  Livers  from 
rats  or  chicks  fed  nicotinic  acid  converted 
less  acetic  acid  into  fatty  acids;  thus  more 
labeled  acetic  acid  was  available  for  sterol 
genesis.  The  excess  of  acetic  acid  produced 
by  a slower  conversion  into  fatty  acids 
was  much  less  significant  when  larger  quanti- 
ties of  acetic  acid  were  added  to  each  flask. 
Hence,  only  slight  elevations  in  sterol 
synthesis  were  noted  when  nicotinic  acid  was 
added. 

Perry*  observed  that  in  vitro  additions 
of  nicotinic  acid  lessened  the  incorporation  of 
labeled  acetic  acid  into  both  fatty  acids  and 
sterols  when  the  amount  of  acetic  acid  was 
increased  two-hundred-fifty  fold.  There- 
fore, as  the  quantity  of  acetic  acid  is  in- 
creased in  the  incubation  flask  the  observed 
effect  of  nicotinic  acid  on  sterol  biosynthesis 
changes  from  one  of  apparent  stimulation 
to  one  of  apparent  depression.  If  analogous 
metabolism  of  acetic  acid  takes  place  in  the 
intact  animal,  one  would  expect  little  change 
in  the  biosynthesis  of  cholesterol  in  animals 
treated  with  nicotinic  acid.  Further  evi- 
dence for  a lack  of  involvement  of  sterol  bio- 
synthesis during  this  treatment  was  obtained 
by  Gamble  and  Wright.®  These  workers 
•observed  no  significant  (less  than  25  per 
•cent)  effect  of  nicotinic  acid  on  the  incorpora- 
tion of  radioactively  labeled  mevalonic 
acid  into  sterols.  Parsons®  is  currently  in- 
vestigating the  effect  of  nicotinic  acid  on  the 
■conversion  of  acetic  acid  to  sterols  in  human 
beings. 

Increased  Oxidation  and  Elimination 
'OF  Sterols. — The  oxidation  of  sterols  in  the 
liver  produces  bile  acids,  and  oxidations  in 


a number  of  other  tissues  produce  steroidal 
hormones.  The  effect  of  nicotinic  acid  in 
increasing  the  basal  metabolic  rate  and  hence 
in  influencing  the  oxidation  of  sterols  was  dis- 
cussed by  Altschul  and  Hoffer.  “ It  is  possi- 
ble that  the  abundance  of  oxidative  cofactors 
produced  by  massive  doses  of  nicotinic  acid 
could  increase  the  oxidation  of  sterols. 
Miller,  Hamilton,  and  Goldsmith,”  how- 
ever, showed,  with  careful  sterol  balance 
studies  in  man,  that  the  amount  of  choles- 
terol lost  from  the  blood  during  therapy 
could  not  be  accounted  for  in  the  feces 
as  either  bile  acids  or  sterols.  Kritchevsky, 
Whitehouse,  and  Staple^®  observed  an  en- 
hanced oxidation  of  sterols  in  vitro  by 
mitochondria  from  rats  given  nicotinic  acid, 
and  presumably  most  of  these  oxidation 
products  would  be  excreted  as  bile  acids  in 
the  intact  animal.  At  best,  the  results  in- 
dicate the  possibility  of  increased  oxidation 
and  ehmination  of  sterols  by  the  liver  in 
animals  given  nicotinic  acid,  but  this  amount 
of  destruction  cannot  account  for  the  total  i 
reduction  of  serum  cholesterol  in  man. 

Altered  Lipid  Transport  in  Serum. — ] 

The  changes  in  the  physical  form  of  serum  I 
cholesterol  have  not  been  investigated  in  , 
many  laboratory  animals  receiving  nicotinic 
acid.  Parsons  and  Flinn^  have  observed  re- 
peatedly a lower  concentration  of  total  lipid, 
fatty  acids,  and  phospholipids  in  the  serum 
of  patients  receiving  nicotinic  acid.  In 
these  patients  the  amount  of  cholesterol 
bound  to  the  beta-lipoprotein  fraction  was  | 
observed  to  decrease  and  the  amount  of  ' 
cholesterol  bound  to  the  alphai-lipoprotein 
fraction  to  increase.  The  depressed  bio-  j 
synthesis  of  fatty  acids  observed  by  Perry®  I 
and  Hardy,  Gaylor,  and  Baumann^  suggests 
that  in  serum  less  fatty  acid  may  be  avail- 
able  for  cholesterol  transport  as  the  fat, 
protein,  and  cholesterol  complex. 

With  less  fatty  acid,  the  beta-lipoprotein 
fraction  of  serum  proteins  would  have  a 
lower  capacity  to  bind  cholesterol  in  serum 
and  a greater  load  would  then  be  placed  on  i 
the  alphai-lipoprotein  fraction.  The  alphai- 
lipoprotein  fraction  has  a lower  hpid-to-  | 
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protein  ratio  and  a lower  capacity  to  bind 
cholesterol.  The  net  result  would  be  an 
apparent  shift  of  cholesterol  from  the  beta 
lipoprotein  to  the  alphai  lipoprotein  and  an 
over-all  decrease  in  the  concentration  of 
cholesterol  in  the  serum. 

Comment 

Whether  or  not  any  of  the  three  hypo- 
thetic mechanisms  discussed  here  describe 
the  entire  effect  of  nicotinic  acid  on  serum 
cholesterol  remains  to  be  established.  When 
the  mode  of  action  is  more  fully  understood, 
a wide  field  of  investigation  will  be  opened 
to  enhance  the  effectiveness  of  this  therapy 
and  minimize  the  undesirable  side-reactions 
that  are  produced  by  the  parent  compound. 
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Premenstrual  Acne:  New  Therapeutic  Approach 


The  effects  of  hydrochlorothiazide  in  preventing 
premenstrual  acne  were  studied  in  109  patients  over 
a period  of  six  months.  The  use  of  this  saluretic 
agent,  which  has  proved  useful  in  treating  pre- 
menstrual tension,  brought  re.sults  cla.ssified  as 
excellent  in  7,  good  in  73,  fair  in  19,  and  negative 
in  10. 

This  favorable  resjionse  suggests  that  jier- 
haps  salt  and  water  retention  are  causative  factors 
in  the  premenstrual  acne  flairs  commonly  bother- 
some to  female  patients.  The  author,  A.  J.  Edel- 


stein,  M.D.,  Johnstown,  Pennsylvania,  speculates 
on  the  possibility  that  the  stress  before  and  during 
menstruation  may  increase  adrenocortical  activity, 
with  consequent  increase  in  the  secretion  of  gluco- 
and  mineralo-corticoids,  which  in  turn  stimulate 
activity  of  the  sebaceous  glands.  In  addition  to 
the  improvement  in  the  skin  condition.  Dr.  Edel- 
stein  took  clinical  note  of  the  increased  sense  of 
well  being  in  these  patients,  with  amelioration 
of  other  associated  symptoms. — Pennsylvania  State 
Medical  Journal,  October,  I960 
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series  of  conferences  on  medical  emergencies 
in.  the  operating  room  including  causes  of  death 
during  anesthesia 
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Management  and  Mismanagement  of  Blood  Transfusions 


^ I "'he  problem  of  whether  or  not  to  give  a 
blood  transfusion  may  be  a difficult  de- 
cision at  times.  In  such  cases  it  may  be 
better  to  procrastinate,  if  possible,  until  all 
available  evidence  indicates  its  need.  The 
following  case  reports  illustrate  the  trans- 
fusion problem  in  2 patients  with  cardiac 
disease.  Both  patients  exhibited  tachy- 
cardia. One  patient  benefited  by  blood 
transfusion,  whereas  the  other  went  into 
cardiac  arrest  apparently  following  acute 
cardiac  failure  from  overtransfusion. 

Case  Reports 

Cask  !.• — A rather  thin,  sixty-seven-year-old 
man  was  admitti'd  to  the  hospital  with  a history  of 
acute  blood  loss  secondary  to  hemorrhage  from 
the  upper  part  of  the  gastrointestinal  tract. 

Discussed  at  a conference  held  at  The  New  York  Hos- 
pital, New  York  City,  February  6,  1961.  Clinical 
Anesthesia  Conferences  are  held  on  the  first  Monday  of 
every  month. 


On  admission  the  blood  pressure  was  120/80, 
pulse  rate  120  jter  minuti',  hematocrit  31,  and  a 
urinalysis  revealed  negative  findings. 

During  a twelve-hour  period  of  observation  the 
blood  pressure  fell  to  90,  60,  and  the  hematocrit 
dropped  to  25.  The  patient  became  slightly 
cyanotic,  apprehensitay  and  passed  large  amounts 
of  tarry  stools,  "ngorous  tlierapj'  was  untler- 
taken  at  this  time,  and  during  the  next  three 
hours  the  patient  received  3,000  ml.  of  blood 
which  brought  the  pressure  up  again  to  120/80 
and  the  pulse  rate  to  about  100  per  minute. 
Because  of  his  inability  to  maintain  an  adequate 
blood  pressure  without  sustained  transfusion,  an 
ex])loratory  laparotomy  and  possible  gastrectomy 
were  decided  on.  A re\'iew  of  the  recent  and  past 
iiK'dical  history  at  this  time  re\'ealed  that  the 
patient  had  been  known  to  have  mitral  valvular 
disease  and  that  hi'  had  received  digitalis  in  the 
])ast.  However,  at  the  time  of  the  patiimt’s 
present  admission,  decompensation  was  not 
evident.  Orthopnea  or  dyspnea  were  not 
present. 
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He  was  brought  to  the  operating  room,  and 
anesthesia  was  induced  with  350  mg.  of  metho- 
liexital  sodium  in  five  small,  divided  doses. 
After  40  mg.  of  Anectine  had  been  given  intra- 
venously and  atraumatic  intubation  was  per- 
formed, anesthesia  was  continued  with  ether  via  a 
clos('d-circle  absorption  system  and  assisted  res- 
piration. The  blood  transfusion  was  accelerated 
and  surgery  begun.  During  the  following  ninety 
minutes  the  blood  pressure  and  the  pulse  rate 
increased  steadily,  and  an  additional  2,000  ml.  of 
Idood  was  given.  The  blood  pressure  began  to 
fall  markedly  while  the  pulse  rate  continued  to  in- 
crease. About  thirtj'  minutes  later  cardiac 
arrest  occurred.  At  this  time  additional  blood 
and  dextran  were  given.  Atropine  and  Levophed 
also  were  administenal.  All  measures  were  un- 
successful, and  attempts  at  resuscitation  were 
abandoned  seventy-five  minutes  after  arrest  had 
occurred. 

Case  2. — This  sixty-six-year-old  white  male 
was  admitted  on  the  medical  service  with  arterio- 
sclerotic heai't  disease*  and  congestive  heart  fail- 
im*.  He  had  arteriosclerotic  aortic  stenosis, 
first-degree  heart  block,  and  left  ventricular 
hj'pertroph}’.  His  condition  improved  with  bed 
rest,  digitalis,  low-salt  diet,  and  diuretics. 
During  his  stay  he  had  an  episode  of  rectal 
bleeding.  His  hemoglobin  was  11.9  Gm.  per  100 
ml.  A barium  enema  revealed  a polypoifl  defect 
in  the  region  of  the  cecum.  The  patient  improved 
on  a medical  regimen  and  was  maintained  on 
digoxin  0.5  mg.  daily  and  a low-salt  diet.  He  was 
transferred  to  the  surgical  ser\-ice  for  an  explora- 
tory laparotomy  and  a right  hemicolectomy.  At 
this  time  his  hemoglobin  was  13  Gm.  per  100  ml. 

Neomycin  1 Gm.  every  four  hours  and  Achro- 
mycin 250  mg.  every  six  hours  were  administered 
orally  for  two  days  prior  to  surgery. 

In  the  operating  room  his  blood  pressure  was 
176/82,  pulse  rate  88  per  minute,  and  respira- 
tions 20  per  minute.  The  induction  of  anesthesia 
was  performed  with  thiopental  sodium  100  mg. 
and  cyclopropane.  Following  the  administra- 
tion of  succinylcholine,  oral  endotracheal  intuba- 
tion was  performed,  and  the  patient  was  main- 
tained on  cyclopropane.  A right  hemicolectomy 
together  with  colotomies  in  the  transverse  and 
descending  colon  for  removal  of  polyps  was  per- 
formed without  serious  incident.  No  blood 
transfusions  were  given  since  the  estimated 
blood  loss  was  approximately  200  to  250  ml.  The 
procedure  took  four  hours  during  which  1,000  ml. 


of  5 per  cent  glucose  in  water  and  700  mg.  succin- 
ylcholine were  administered. 

However,  at  the  end  of  surgery  respirations 
were  inadequate.  The  patient  appeared  to  use 
his  accessory  muscles  of  respiration,  and  tracheal 
tug  was  evident.  This  was  attributed  to  the  per- 
sistent effect  of  succinylcholine.  Assisted  respi- 
rations were  continu<*d  with  100  per  cent  oxygen. 
The  blood  pressure  remained  about  100/70.  A 
tachycardia  w'as  not(>d  with  a heart  rate*  of  140  to 
150  beats  per  minute.  This  was  a fairly  sudden 
change  from  a previous  100  beats  p(*r  minute  at 
the  end  of  surgery.  The  patient  was  moving 
about  and  appeared  somewhat  restless  e\'-en  with 
assisted  respirations  and  oxygen  through  an  endo- 
tracheal tube.  The  lungs  were  clear  on  ausculta- 
tion. The  respirations  gradually  improved,  but 
tachycardia  persisted.  The  patient  looked  pale, 
and  his  skin  was  slightly  moist.  A blood  trans- 
fusion was  delayed  because  of  his  cardiac  status 
and  apparent  slight  blood  loss  during  the  proce- 
dure. The  possibility  of  concealed  bk'eding  was 
considen'd  but  lacked  support.  A consultation 
on  his  cardiac  condition  was  obtained  while  the 
patient  was  still  in  the  operating  I'oom.  It  was 
felt  that  the  effect  of  digitalis  on  the  patient  had 
been  adequate.  A transfusion  of  whole  blood 
then  was  started  slowly.  Gradually,  his  heart 
rate  decreased  to  92  beats  per  minute,  and  the 
patient’s  general  appearance  improved.  Later, 
in  th('  recovery  room  his  hematocrit  was  35, 
venous  pressure  in  the  antecubital  vein  was  115 
mm.  water,  and  circulation  time  was  25  seconds 
with  Decholin.  His  postoperative  course  re- 
mained uneventful. 

Comment 

In  Case  1,  it  appears  from  the  course  of 
events  that  the  problem  of  transfusion  was 
overemphasized.  A rising  blood  pressure 
and  accompanying  increase  in  pulse  rate 
would  indicate  a response  to  some  physio- 
logic derangement.  Such  a pattern  should 
have  been  investigated  and  under  the  cir- 
cumstances accepted  as  sufficient  evidence  of 
overtransfusion.  When  the  patient’s  blood 
pressure  was  120  '80  and  pulse  rate  100  per 
minute  on  arrival  in  the  operating  room, 
caution  should  have  been  used  in  blood  re- 
placement. Acute  cardiac  failure  occurred 
secondary  to  overtransfusion.  Resuscita- 
tive  measures  included  the  administration 
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of  more  l)lood  and  dextran.  This  un- 
doubtedly made  the  situation  worse.  Overen- 
ihusiastie  blood  replacement  precipitated 
the  results  in  such  a patient  with  a cardiac 
history. 

In  Ca.se  2,  persi.stent  tachycardia  of  140 
to  loO  beats  per  minute  following  surgery  in 
this  cardiac  patient  may  well  have  produced 
.serious  consecpiences.  One  can  conjecture 
that  tachycardia  was  not  evident  during  the 
procedure  l)ecau.se  cyclopropane  was  used  as 
the  ane.sthetic  agent.  When  this  was  par- 
tially eliminated  following  surgery,  a rapid 
pulse  became  evident.  The  possibility  of 
concealed  internal  bleeding  was  considered, 
but  the  surgeon  felt  fairly  confident  of  the 
patient’s  hemostasis,  and  although  the  blood 
pressure  had  decreased  to  100/70  at  the  end 
of  surgery,  it  was  more  or  less  maintained  in 
that  vicinity.  A consultation  was  obtained 
to  evaluate  the  patient’s  immediate  post- 
operative cardiac  .status.  Such  a consulta- 
tion appeared  advisable  since  overloading 
this  patient  could  easily  produce  cardiac  de- 
compemsation  and  possible  irreversible  con.se- 
quences.  Likewise,  failure  to  increase  the 
amount  of  hemoglobin  when  needed  in  such 
a patient  also  can  cause  cardiac  failure  be- 
cause of  insufficient  oxygenation  of  the 
myocardium.  In  general,  the  “1-unit”  blood 
transfusion  is  to  be  avoided  unless  one  can 
justify  its  use.^  Although  this  patient  im- 
proved on  1 unit  of  whole  blood,  it  would 
have  been  better  to  u.se  packed  cells.  It  is 
difficult  to  state  whether  or  not  blood  loss 
during  surgery  was  estimated  incorrectly  or 
preoperative  blood  figures  were  incorrect 


and  insufficient.  The  patient  may  have 
been  hypovolemic  before  surgery.  Blood 
volume  detei'minations  pre-  and  po.st- 
operatively  would  have  been  a better  guide. 

Both  cases  illustrate  the  necessity  for 
employing  methods  to  determine  proper 
blood  replacement.  Several  methods  have 
been  advocated.-"®  Simple  procedures,  such 
as  the  use  of  a three-way  stopcock  to  deter- 
mine the  venous  pressure  at  any  time  and 
frequent  auscultation  of  the  chest  with  a 
.stethoscope  also  can  be  utilized,  especially 
in  emergency  .situations.  Monitoring  with  a 
cardioscope  during  anesthesia  and  surgery 
and  utilizing  the  cardiac  consultant  in  such 
cases  may  aid  in  diagnosis  and  therapy. 

A smaller  augmentation  of  blood  volume  is 
said  to  produce  overloading  in  a patient  with 
heart  failure  or  in  hemorrhagic  shock  than  is 
the  ca.se  in  other  disorders.  A tran.sfu.sion 
of  whole  blood  should  be  administered 
sparingly  and  cautiously  to  prevent  circula- 
tory overload.® 
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A Medical  Diagnostic 


Protocol 

A forty-two-y ear-old  dress  designer  was 
admitted  to  the  hospital  for  evaluation  of 
intermittent  attacks  of  muscular  weakness 
which  she  had  had  for  five  years.  She  had 
been  forced  to  curtail  her  busine.ss  activities 
and  social  life  because  of  periods  of  “paraly- 
sis” of  the  lower  extremities.  This  pro- 
found weakne.ss  would  last  about  two  to  three 
days  and  then  subside  spontaneously.  She 
also  noted  that  for  the  past  three  years  she 
had  had  urinary  freipiency,  both  day  and 
night.  This  she  attributed  to  her  increased 
fluid  intake.  She  had  been  drinking  about  2 
quarts  of  milk  per  day,  numerous  cups  of 
coffee,  and  additional  M'ater.  At  times  she 
hail  severe  throbbing  headaches. 

The  patient  had  two  children,  aged  twelve 
and  six  years.  Both  pregnancies  were  nor- 
mal although  she  was  told  that  her  blood 
pressure  was  elevated  during  the  last  preg- 
nancy. Her  family  history  was  unremark- 
able: both  parents  were  living  and  well. 

Her  brother  was  an  active  sportsman. 

(Jn  physical  examination  the  patient  ap- 
peared well.  She  was  a white  female  weigh- 


ing 130  pounds  and  was  o feet,  4 inches 
tall.  She  had  the  normal  female  distribu- 
tion of  fat.  Blood  pressure  readings  in  both 
arms  were  190,  110.  The  blood  pressure  in 
the  lower  extremities  was  210/120.  The 
peripheral  pulses  were  palpable,  and  there 
was  no  edema.  A fundo.scopic  examination 
showed  normal  findings.  On  percussion  the 
heart  border  was  about  2 cm.  outside  the 
midclavicular  line;  the  rate  was  84  per  min- 
ute, the  rhythm  was  regular.  There  was 
no  sign  of  mu.scular  weakness,  and  the  re- 
flexes were  hyperactive.  The  rest  of  the 
examination  gave  negative  results. 

The  chest  x-ray  film  showed  a moderately 
enlarged  left  ventricle.  The  electrocardio- 
gram was  interpreted  as  showing  left  ven- 
tricular hypertrophy.  During  her  hospital 
stay  she  excreted  about  0 L.  of  urine  a day 
with  specific  gravities  of  1 .004  to  1 .007.  The 
urinary  pH  was  always  alkaline.  No  sugar 
or  albumin  was  pre.sent  and  there  were  no 
formed  elements.  The  blood  chemistries 
were  as  follows:  fasting  blood  sugar,  96  mg. 
per  100  ml.;  serum  sodium  135  mEq.  per 
liter;  chlorides  95  mEip  per  liter;  carbon 
dioxide  30  inEij.  per  liter;  blood  pH  7.45; 
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and  blood  urea  nitrogen  20.  The  Regitine 
test  showed  negative  findings.  An  aorto- 
gram  revealed  normal  renal  arteries.  Pre- 
sacral  air  studies  were  done,  and  no  positive 


findings  were  reported. 

A surgical  exploration  was  done  on  the 
patient  on  the  eighth  hospital  day. 

(Elucidation  will  be  found  on  page  1755) 


Favorable  Prognosis  in  Myasthenia  Gravis 


“The  prognosis  of  myasthenia  gravis  of  childhood 
and  adolescence  is  generally  good,”  report  Millichap 
and  Dodge  (Millichap,  J.  G.,  and  Dodge,  P.  R.: 
Neurology  10:  1007  [Nov.]  1960)  after  a follow-up 
study  of  51  patients  whose  symptoms  began  before 
seventeen  j'ears  of  age.  Crises  and  need  for  res- 
pirator care  may  occur,  yet  complete  remission 
can  be  expected  in  23  per  cent.  While  thymic  irra- 
diation could  not  be  adequately  assessed  in  this 
series,  the  treatment  was  followed  by  complete  re- 
mission of  symptoms  in  one  child. 

Of  the  51  patients,  the  neonatal  transient  type  of 
myasthenia  gravis  occurred  in  10  infants  whose 
mothers  were  similarlj"  affected.  Symptoms  con- 
sisted of  generalized  muscular  weakness,  ptosis, 
respiratory  weakness,  and  dysphagia.  All  6 infants 
who  received  neostigmine  recovered.  Of  4 not  so 
treated,  1 died.  This  fatal  case  plus  3 others  re- 
ported in  the  literature  emphasize  the  need  for  early 
diagnosis  and  treatment. 

The  neonatal  persistent  (congenital)  type  of  the 
disease  occurred  in  6 iiifants  who  had  symptoms  at 
birth  which  persisted.  The  mothers  were  un- 
affected. Principal  presenting  signs  were  ptosis. 


weak  cry,  and  generalized  weakness.  Ptosis  and 
e.xternal  ophthalmoplegia  were  the  most  prominent 
signs  in  childhood  and  later  life.  The  symptoms 
were  mild,  but  refractory  to  drugs.  The  course 
was  protracted,  and  in  no  case  was  complete  remi.s- 
sion  obtained. 

The  juvenile  type  of  mj-asthenia  gravis,  occurring 
in  35  jjatients  in  this  series,  presented  persistent 
sjuiiptoms  which  began  after  ten  years  of  age  in  74 
per  cent.  Girls  seem  affected  by  this  type  six  times 
more  frecpiently  than  boj’S.  Commonest  present- 
ing signs  in  order  of  frequency  are  ptosis,  weakness 
in  arms  and  legs,  and  respiratory  difficulty.  The 
illness  is  many  times  misdiagnosed  as  hysteria.  Of 
21  patients  who  underwent  thymectomy,  complete 
remission  was  obtained  in  6 (29  per  cent),  and  ob- 
jective improvement  in  12  (57  per  cent).  The 
authors  point  out,  however,  that  surgical  therapy 
cannot  be  accurately  assessed  until  a large,  con- 
trolled series  of  patients  has  been  followed.  Of  14 
j)atients  receiving  only  cholinergic  drugs,  2 (14  per 
cent)  recovered  completely,  1 1 were  objectively  im- 
]>roved,  and  1 dwd.—Pedialric  Currents,  Ross 
Laboratories 
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The  Confederate  Medical  Officer  in  the  Space  Age 
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{Dean,  Eton  College) 


^ I ^HE  reception  which  the  medical  profes- 
sion  accorded  the  effort  of  the  writer  to 
tell  the  engrossing  story  of  the  Confederate 
medical  service  in  his  book.  Doctors  in  Graij,' 
has  been  most  gratifying.  My  study  of  the 
medical  officers,  hospital  stewards,  nurses, 
and  other  persons  connected  in  some  ivay 
with  the  activities  of  the  Confederate 
medical  department  impelled  me  to  under- 
take this  work,  and  I am  glad  I had  the 
opportunity  to  rescue  from  oblivion  the 
record  of  their  deeds.  Insights  gained 
have  been  extremely  valuable,  and  it  seems 
to  me  that  one  of  the  most  unfortunate  as- 
pects of  our  lives  today — at  least  for  our  fu- 
ture well-being — is  that  modern  man  lives  in 
something  of  a state  of  historical  disconnec- 
tion, particularly  since  a real  sense  of  history 
may  be  more  significant  in  what  it  does  to  a 
person  than  what  it  does  for  him  or  her.- 
But,  to  build  a better  society,  we  must  under- 
stand nature  and  man  and  that  which  has 
been  thought  and  said  and  attempted  in  all 
generations.  All  too  often,  I suspect,  we 
have  in  our  ignorance  di.smis.sed  the  past 
with  contempt,  rejected  the  pertinence  of 
the  past  to  the  future,  and  refused  to  concei-n 
outselves  with  the  serious  problems  that  a 
careful  examination  of  the  past  would  sug- 
gest. 

Presented  at  tlie  154th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  Session  on  Historj'  of  Medicine,  May  13,  1960. 


In  many  re.spects,  of  course,  American 
medicine  of  the  ante  helium  and  war  years  is 
a far  cry  from  that  of  the  mid-twentieth 
century.  iMedical  theory  on  the  eve  of  the 
Civil  War  was  just  nearing  the  threshold  of 
electrifying  and  spectacular  developments. 
Outstanding  leaders,  Fhiropeans  for  the 
most  part,  had  been  hard  at  work  for  several 
generations  in  preparing  for  the  transition 
from  medieval  to  modern  medicine.  .Ymong 
these  were  the  great  Frenchmen,  Marie 
Franyois  Xavier  Bichat  and  Pierre  Charles 
Alexander  Louis,  and  their  influence  was 
largely  responsible  for  the  growing  emphasis 
on  disea.sed  tissues  as  the  seat  of  disease  and 
the  use  of  medical  statistics — in  the  form  of 
the  famous  “numerical  method” — in  the 
evaluation  of  therapeutic  procedures.  Such 
significant  developments  as  these,  however, 
along  with  many  others,  moved  but  slowly 
across  the  ocean — despite  the  fact  that  a 
number  of  Americans  were  attracted  to 
Paris  by  the  work  of  Bichat  and  Louis — and 
then  not  infrequently  experienced  rather 
lukewarm  acceptance  on  the  part  of  Ameri- 
can physicians.  There  was  some  resistance 
in  France  itself.  One  French  doctor,  F.  J. 

Broussais,  charged  that  “Laennec  was 
more  interested  in  performing  autopsies  than 
he  was  in  preventing  them.”®  (Shiyock’s 
chapters  on  the  emergence  of  modern 
medicine  are  excellent;  for  further  back- 
ground one  can  read  Doctors  in  Gray^  and 
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Duffy.-') 

American  medicine  was  characterized  bj" 
a division  into  “sects”  and  “schools.” 
“Calomel  doctors”  found  their  treatments 
excoriated  by  the  “botanies,”  and  homeo- 
paths with  their  small  doses  contended  for 
popular  favor  against  the  allopaths  and  their 
heroic  prescriptions.  The  situation  was 
further  confused  bj'  numerous  irregularities 
concerning  medical  nomenclature  caused  by 
the  discovery  of  new  diseases  and  the 
designation  of  new  names  to  old  diseases. 
In  addition,  there  was  no  standardization  in 
the  method  of  listing  ailments:  some  were 
classified  on  the  basis  of  symptoms,  others 
according  to  the  .seat  of  the  trouble,  and  still 
others  according  to  the  cause  of  the  di.sease.® 

Southern  medical  men,  in  the  years  before 
the  war,  attempted  to  find  the  one  universal 
remedy  for  all  human  sickness  and  focu.sed 
their  effoids  for  the  most  part  on  calomel, 
cpiinine,  and  bloodletting.  Bleeding,  blister- 
ing, purging,  vomiting,  and  sweating  to 
cleanse  and  purify  the  bodies  of  afflicted 
persons  were  carried  on  to  such  an  extent 
that  there  is  some  justification  for  describing 
the  period  as  the  heroic  age  of  medicine. 
The  Rev.  Theodore  Clapp,  a well-known 
Xew  Orleans  minister,  wrote  in  1857  that  he 
had  observed  a physician  on  “his  hrst  visit  to 
a patient,  who  had  been  ill  but  four  hours, 
take  from  him,  by  the  lancet,  fifty  ounces  of 
blood  at  one  time.”  Bled  until  he  fainted, 
the  sick  man  was  revived  and  then  ordered 
“to  swallow  at  once,  three  hundred  grains  of 
calomel  and  gamboge.”®  ‘Tt  makes  me 
shudder,”  wi’ote  a physician  who  dissented 
from  such  treatment,  “when  I hear  of 
‘heroic  practice’;  heroi.sm  in  war  is  built 
upon  the  slaughter  of  our  fellow  creatures; 
it  is  little  less  in  physic.”^  A guidebook  for 
immigrants  to  Texas,  published  in  1858, 
advi.sed  the  new  arrivals  who  wished  “peace, 
prosperity,  and  health,  to  avoid  ku\wers, 
doctors,  and  (}uack  medicines,  and  all  other 
unseemly  monsters,  and  to  attend  strictly  to 
their  dome.stic  affairs.”* 

As  indicated  previously,  however,  heroic 
dosing  was  not  limited  to  the  South.  Ac- 


cording to  a statement  made  b\'  S.  S.  Satch- 
well,  M.D.,  of  North  Carolina  in  1857,  the 
newfangled  systems  of  medicine  were  con- 
hned  mostly  to  the  North,  and  it  was  his 
opinion  that  this  section  was  “fast  becoming 
a great  laboratory  for  the  manufacture  of 
medical  as  well  as  political  and  religious 
heresies.”®  And  as  to  heavy  dosing,  01i\'er 
Wendell  Holmes,  iM.D.,  concluded  in  an 
address  before  the  [Massachusetts  Medical 
Society  in  May,  18()0,  that  with  few  excep- 
tions “if  the  Avhole  materia  medica,  as  now 
used,  could  sink  to  the  bottom  of  the  .sea,  it 
would  be  all  the  better  for  mankind,  and  all 
the  worse  for  the  fishes.”'® 

There  were  also  those  physicians  who  were 
!<o  enchanted  by  abstract  theories  that  they 
treated  the  disease  instead  of  the  patient. 
We  are  reminded  here  of  the  attitude  of  the 
Scottish  medical  man  in  the  eighteenth 
centuiy  who  confessed  that  certain  practical 
remedies  had  succeeded  where  more  rational 
ones  had  failed  but  who  denied  with  consid- 
erable fervor  that  the  curing  of  patients  alone 
coidd  warrant  irrational  procedures!" 

The  foregoing  review,  brief  though  it  maj' 
be,  is  no  doubt  sufficient  to  indicate  that 
medical  development  generally — and  the 
state  of  American  medicine  particularly — 
was  not  such  as  to  ecjuip  Ci-\'il  War  doctors  at 
all  adequately  for  the  terrible  burden  they 
were  forced  to  shoulder  on  the  outbreak  of 
our  tragic  internecine  struggle.  The  lack  of 
bacteriologic  knowledge  by  medical  men  of 
the  18()0’s,  for  example,  doomed  military 
units  in  the  civil  .strife  to  devastating  attacks 
of  communicable  diseases  such  as  dy.sentery, 
typhoid  fever,  pneumonia,  malaria,  small- 
pox, and  measles  and  the  almo.st  inevitable 
infection  that  followed  in  the  wake  of  surgi- 
cal inten’ention.  The  great  work  of  Pas- 
teur, Koch,  Lister,  and  others  came  too  late 
for  the  wartime  surgeons  to  contend  more 
effectively  with  disease  and  prevent  post- 
operative infection;  and  successful  blood 
tran.sfusion  to  combat  hemorrhage  had  to 
await  the  development  of  aseptic  technics  j 
from  bacteriology,  Ihe  discovery  of  incom- 
patible human  blood  groups,  and  the  intro-  I 
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ductioii  of  sodium  citrate  as  an  anticoagulant . 
^Movement  of  the  disabled  to  hospitals  was 
not  infrequently  a horrifying  ordeal,  and  the 
hospitals  themselves,  by  modern  standards, 
usually  left  much  to  be  desired.  One  might 
understandably,  in  the  face  of  such  facts, 
pity  the  doctors  and  patients  in  both  gray  and 
blue  and  utter  a fervent  prayer  of  thanks- 
giving for  the  blaze  of  medical  prog- 
ress that  came  after  wartime  medical  minis- 
trations had  ceased. 

Similarities  to  Present  Conditions 

And  yet,  as  military  medical  man  Lt.  C’ol. 
Douglas  Lindsey  points  out  in  his  review  of 
Doctors  in  Gray  for  the  periodical  Army, 
“There  is  much  in  the  Civil  War  scene  which 
is  still  familiar.”'-  Just  recentlj',  an  edi- 
torial in  the  Journal  of  the  Iowa  State  Medical 
Society  declared  that  “The  AMA  ought  to 
gi\’e  a medal,  occasionally,  to  doctors  who  re- 
fuse to  order  medicines  for  some  of  their  pa- 
tients.”'^ Lindsey  reminds  us  that  measles 
is  still  a hazard  among  Army  reci-uits  and  still 
involves  “measures  of  sanitary  supervision 
rather  than  . . . pharmaceutical  formulae”' 
(189  n.).  Writes  Lindsey  further:  “The 
Confederate  aid  man  carried  a kit  containing 
lint,  bandages,  sponges,  tourni(juets,  four 
splints,  and  a pint  bottle  of  alcoholic  stimu- 
lants. The  contents  of  the  current  kit  are 
the  same,  except  that  the  splints  and  the 
pint  bottle  are  missing,  and  the  tourniquet 
(in  my  opinion)  does  not  work.  The  Con- 
federates were  plagued  with  gangrene,  and 
tried  a number  of  apparently  bizarre 
methods  of  treatment;  at  least  two  of  these 
methods  are  under  formal  medical  research 
at  this  moment.” '- 

Other  very  formidable  problems  that 
harassed  Confederate  medical  officers  may 
in  the  Age  of  Space  again  confront  their 
modern  counterparts,  albeit  in  somewhat 
different  form  and  circumstances.  In  the 
event  of  a war  fought  in  underdeveloped 
countries,  for  example,  the  Medical  Service 
may  have  to  contend  with  communicable 
disease,  that  bete  noire  of  Civil  War  doctors, 
on  an  almost  unprecedented  scale.  To  sup- 


port the  military  appraisal  that  communi- 
cable disease  is  far  from  conquered,  the  Sur- 
geon General  recently  cited  figures  showing 
that  approximately  200  million  cases  of 
malaria  result  in  2 million  deaths  annuall3q 
and  he  observed  that  additional  millions  of 
deaths  each  year  are  attributable  to  tuber- 
culosis and  the  diarrheal  diseases.  He  also 
adverted  to  the  threat  of  the  intentional 
spread  of  disea.se  agents,  against  man}"  of 
which  no  vaccines  are — at  least  officially — 
availalffe. Should  the  Armed  Forces  be 
confronted  with  biologic  warfare,  it  may  be 
nece.s.sary  to  do  as  General  Lee  did,  when, 
after  learning  of  the  pre\'alence  of  smallpox 
in  Winchester,  Mrginia,  near  the  army’s 
encampment,  he  ordered  the  entire  army  to 
be  vaccinated.'®  If  there  is  to  be  a modern 
day  counterpart  of  .smallpox  in  Winchester, 
the  Medical  Service  will  no  doubt  take  much 
the  same  chance  as  General  Lee  did  and  vac- 
cinate the  Army,  even  if  the  vaccines  have 
not  been  formally  accepted  for  general  use 
because  of  remaining  elements  of  risk. 

Confederate  soldiers  were  so  bedeviled  by 
insects  that  they  felt  the  latter  must  haAT 
been  “born  with  national  prejudices  against 
all  Southern  flesh,”  according  to  the  Augusta 
Daily  Constitutionalist,  May  19,  1863,  and 
the  doctors  had  no  really  effective  means  of 
controlling  them.  More  recent  success  with 
chemicals  against  such  in.sects  as  lice  and 
mo.scpiitoes  should  not  cause  complacency 
inasmuch  as  strains  of  in.sects  re.sistant  to  in- 
secticides are  turning  up  everywhere  more 
and  more  fi'equently.  The  same  is  true  of 
the  mici’o-organisms  which  are  chiefly  re- 
.spon.sible  for  wound  infections  and  blood 
poisoning:  the  streptococci  and  the  staphy- 
lococci. Their  ability  to  adapt  themselves  to 
present  antibiotics  dims  our  hopes  for  a 
world  free  from  such  organisms  and  demands 
the  development  of  new  antibiotics  by 
medical  science.  Thus,  the  race  goes  on 
with  the  fate  of  millions  hanging  in  the 
balance ! 

The  evacuation  of  casualties  from  the 
battlefield  with  such  dispatch  as  to  cause 
minimal  suffering,  a Civil  War  problem  of 
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considerable  magnitude,  appears  destined  to 
cause  future  difficulty.  Even  in  World  War 
II  and  Korea,  some  of  the  congestion,  delay, 
and  lack  of  coordination  that  hampered  the 
Medical  Service  in  its  movement  of  disabled 
troops  to  hospitals  in  the  rear  was  reminis- 
cent of  difficulties  exj)erienced  by  the  Con- 
federates. Medical  considerations  deserve 
greater  attention  than  they  have  at  times  re- 
ceived in  military  plans  and  operations. 

In  suggesting  further  the  relevance  of  the 
past  to  the  present,  it  is  my  understanding 
that  the  Army  is  now  being  organized  into 
relatively  self-sufficient  “battle  groups”  of 
about  1,500  men.  Since  future  battlefields 
are  expected  to  encompass  a large  area,  with 
the  “front”  in  the  nature  of  a series  of 
islands,  groups  may  be  engaged  in  combat 
for  several  days  without  relief,  resupply,  or 
physical  contact.  This  means  that  care  of 
the  wounded  may  he  quite  different  from 
that  in  recent  conflicts  when  there  were 
means  for  assuring  steady  evacuation  of 
casualties  to  supporting  medical  installa- 
tions. It  appears  reasonably  certain  that 
unless  it  becomes  possible  to  delay  major 
surgery  for  the  time  the  groups  are  engaged — 
and  the  research  necessary  to  make  this 
possible  may  be  completed  in  time — life- 
saving surgical  care  will  have  to  be  adminis- 
tered in  the  battlefield  area.  In  the  latter 
event,  military  surgeons  of  the  future  may 
I'esemble  rather  closely  the  military  surgeons 
of  the  Confederacy  inasmuch  as  the  latter  per- 
formed their  operations  in  the  field  under  the 
most  trying  circumstances.'^  I quote  again 
from  the  Lindsey  review  of  Doctors  in  Gray: 
“The  Confederates  learned  at  First  Manassas 
of  the  pitfalls  of  trying  to  give  medical  sup- 
port to  a field  army  from  a base  hospital 
surgical  suite.  If  I read  some  of  the  troop 
planners  correctly,  we  may  have  to  learn 
t his  lesson  again.” 

I am  at  present  conducting  a research 
project  for  the  Federal  government  concern- 
ing the  care  of  the  wounded  men  of  both 
Confederate  and  Union  armies  after  the  two 
battles  of  Manas.sas  (Bidl  Run).  Just  re- 
cently I came  across  a graphic  description  of 


field  medical  attention — a scene  duplicated 
many  times  during  the  war — after  the  first 
of  these  engagements.  It  was  given  by  a 
correspondent  of  the  Savannah  Republican. 

“I  was  with  the  surgeons  of  the  Seventh  and 
Eighth  Georgia,”  he  wrote,  “for  half  an  hour 
during  the  battle,  and  saw  our  wounded  and 
ci‘i])pled  friends  as  they  were  brought  back  to 
a little  clump  of  trees  where  they  had  estab- 
lished a temporary  hospital.  Never  did  men 
labor  more  successfully  or  indefatigably,  and 
never  tlid  martyr  endure  the  torture  of  the 
stake  with  more  patieiuie  and  fortitude  than 
our  suffering  men  tixhibited  under  the 
painful  operations  to  which  they  sub- 
mitted. I saw  legs  and  feet  taken  off,  arms 
and  hands  amputated,  deep  wounds  probed, 
and  ghastly  gashes  sewed  up  rapidly  and  set 
skillfully,  and  that  too  almost  upon  the  very 
border  of  the  battlefield;  and  yet  scarcely  a 
groan  escaped  the  lips  of  the  heroic  sufferers. 

I arrived  at  the  conclusion  from  what 
passed  before  my  eyes  that  next  to  a skillful 
field  officer  the  most  important  man  on  the 
day  of  battle  is  the  surgeon.”'® 

Methods  Still  Useful  in  the  Field 

If  aid-station  surgery  of  this  nature  is  to 
be  performed,  then  one  of  the  most  impelling 
needs  will  be  a simple  anesthetic.  Chloro- 
form, in  almost  complete  disuse  today, 
appears  to  have  met  the  needs  of  Confed- 
erate medical  men.  Stonewall  Jackson’s 
medical  director,  for  example,  asserted  that  ^ 
chloroform  was  administered  in  his  corps 
over  28,000  times  without  a single  fatality 
from  the  use  of  the  agent  itself. It  has 
been  estimated  that  anesthetics  were  em-  j ' 
ployed  by  Union  surgeons  in  at  least  80,000 
cases.  The  use  of  chloroform  was  definitely  ’ 
ascertained  in  0,784  cases  and  that  of  ether  ( ^ 
in  1,305.  There  were  37  known  deaths  from  ^ 
chloroform  and  4 from  ether.'®  Such  death 
rate  as  might  result,  however,  becomes  , 
acceptable  if  it  is  known  that  even  more  l 
patients  are  going  to  die  unless  some  anes-  f ' 
thetic  is  given.  ^ 

It  may  seem  farfetched  to  look  to  the  Civil  • 
War  for  a situation  analogous  to  one  we 
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would  encounter  in.  a nuclear  struggle  or  to 
suspect  that  we  may  resort  to  treatments 
administered  by  the  surgeons  of  that  war  for 
the  purpose  of  coping  most  effectively  with 
the  mass  casualties  of  such  a catastrophe. 
Yet,  at  Second  Manassas,  the  wounded 
soldiers  were  seen,  in  the  words  of  a Con- 
federate surgeon,  “as  thick  as  a drove  of  hogs 
in  a lot.”^*  A Union  soldier  with  Hooker’s 
First  Corps  at  Antietam  observed  that  “in 
some  places  the  dead  were  so  thick  they  had 
more  the  appearance  of  troops  that  had 
halted  and  lain  down  to  rest  then  the  dead 
left  on  the  battlefield. Some  of  the  expe- 
dients employed  to  meet  the  bloodletting  on 
the  field  of  Manassas,  at  Chancellorsville, 
Antietam,  and  elsewhere  may  yet  be  useful 
in  the  eventuality  of  current  disaster. 

Surgeon  Henry  F.  Campbell  of  Ceorgia 
was  well  known  for  his  unusual  treatment  of 
gangrene  by  arterial  ligation.  Xumerous 
articles  about  Campbell  and  his  apparently 
bizarre  method  appeared  in  medical  journals 
during  and  after  the  war,  and  some  of  you 
have  no  doubt  seen  reference  to  Campbell  in 
the  May,  1959,  issue  of  The  American 
Journal  of  Surgery,  coupled  with  the  sugges- 
tion that  his  treatment  may  be  quite  usefid 
today  in  extreme  circumstances.^*  In  other 
words,  it  might  again  save  life  and  limb 
should  such  conditions  occur. 

Confederate  surgeons  generally  applied 
cold  or  warm  water  dressings  to  wounds. 
Recent  laboratory  experimentation  proves 
that  continuous  irrigation  with  plain  tap 
water  will  double  the  survival  time  of  an 
animal  with  a fatal  wound  of  the  hind- 
quarter  as  compared  to  its  survival  time  with 
a dry  dressing.  Common  sense  would  seem 
to  dictate  that  a reasonable  amount  of 
laboratory  research  should  be  devoted  to 
finding  out  how  we  can,  if  necessary,  get 
along  with  much  less  than  we  now  have. 

While  it  is  not  expected  that  indigenous 
remedies  made  from  Georgia  bark,  white 
willow,  skunk  cabbage,  cranesbill,  and  the 
like  will  ever  again  receive  the  attention  they 
did  in  the  1860’s,  it  is  well  to  know  that  from 
a therapeutic  standpoint  some  of  these  drug 


substitutes  are  useful.  A book  on  the 
resources  of  the  Southern  fields  and  forests 
by  Confederate  surgeon  Francis  Peyre 
Porcher  of  South  Carolina  was  credited  by 
one  enthusiast  with  having  “saved  the 
Confederacy  for  two  years. 

Today,  in  an  America  at  peace,  with  heli- 
copter ambulances,  unlimited  accounts  at  the 
blood  bank,  superb  anesthesia,  multiple 
teams  of  highly  skilled  surgeons,  and  won- 
drous antibiotic  drugs,  such  treatments  and 
technics  adverted  to  may  seem  of  little 
moment.  But  I would  again  emphasize  the 
fact  that  in  the  face  of  widespread  tragedy 
some  of  the  treatments  and  technics  of  the 
Civil  War  may  be  needed  to  save  as  many 
lives  as  possible  of  the  great  number  of 
wounded  persons  and  to  help  do  the  best 
that  can  be  done  for  the  most  persons.  You 
are  probably  aware  of  the  fact  that  surviving 
surgeons  at  Hiroshima  treated  burns  with 
sweet  potato  mash. 

Need  for  Sympathy 

Although  less  dramatic,  it  is  no  less  impor- 
tant to  understand  that  soldiers  of  the  Civil 
War  differed  little  from  the  hoplites  of 
Xenophon  and  the  legionnaires  of  Caesar  (and 
from  those  of  the  present  century)  in  their 
need  for  sympathetic  and  respectful  treat- 
ment. Hospitalized  soldiers  of  the  Con- 
fedei’acy  often  chafed  under  military  restric- 
tions and  sometimes  immersed  themselves  in 
self-pity.  One  inmate  of  a Richmond 
hospital  in  the  fall  of  1863,  for  example, 
opined  that  “our  authorities  don’t  have  any 
simpathy  for  us”-^  and  another  in  Missis- 
sippi thought  that  medical  officials  were  more 
interested  in  burying  than  in  curing  them.^^ 
It  does  appear  that  some  of  the  doctors  in 
gray,  under  the  strain  of  attempting  to  treat 
a great  stream  of  moving  humanity,  forgot 
the  importance  of  diagnosing  and  treating 
the  whole  patient  instead  of  just  a pathologic 
condition.  We  might,  in  passing,  note  that 
nearly  all  doctors  were  overworked.  One 
dental  surgeon,  for  example,  described  a 
day’s  labors  as  consisting  of  from  20  to  30 
fillings,  the  extraction  of  15  or  20  teeth,  and 
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the  reino\'al  of  tartar  ad  libilum.  Yet,  one 
of  his  colleagues  made  a dramatic  contribu- 
tion to  maxillofacial  surgery  with  his  method 
of  treating  maxillary  wounds  with  an  inter- 
dental splint.  Failure  at  times  to  work 
sympathetically  with  patients,  however,  re- 
sulted in  homesickness,  mental  depression, 
and  anxiety  to  such  an  extent  in  some  cases 
as  to  he  the  predominant  cause  of  death. 
INlental  depression  was  almost  always  noticed 
among  prisoners  and  w'as  certainly  a factor 
in  the  Andersonville  suffering^  (page  213). 

Confederate  Surgeon  General  Samuel 
Preston  Moore  himself  probably  lacked 
sufficient  appreciation  of  the  human  factor, 
but  near  the  end  of  the  war  there  were  those, 
like  Porcher,  who  urged  modifications  in  the 
treatment  of  hospitalized  men.  Porcher 
placed  considerable  emphasis  on  proper  food, 
excoriated  the  exces.sive  use  of  internal 
medication — the  conviction  growing  that 
one’s  drugs  should  be  aimed  like  a rifle 
rather  than  a shotgun — and  called  on 
medical  officers  to  encourage  the  disabled 
soldier  and  “reinstate  hope  and  cheerfulness 
in  his  heart. “Nine  physicians  out  of 
ten,”  asserted  a special  correspondent, 
“scare  their  patients  by  long  faces,  looking 
at  the  tongue  often,  thumping  the  chest, 
shake  their  heads  significantly,  and  dosing 
them  with  (piinine  and  ipecac.  The  first 
makes  you  deaf  and  dumb,  the  other  turns 
you  inside  out. ”2® 

Continued  improvement  in  the  art  as  well 
as  the  science  of  medicine  is  an  essential 
factor  in  our  military  establishment,  and  it  is 
encouraging  to  observe  the  present  stress  on 
efl’orts  to  overcome  the  difficulties  that  have 
accompanied  the  growth  of  specialization 
and  establish  doctor-patient  relationships  of 
more  extensive  duration.  One  (‘an  read,  for 
example,  the  recent  official  comment  on  this 
development  by  the  Army  Medical  Service. 22 

Military  medical  men  have  often  been 
called  on  for  more  than  they  could  give,  but 
if  patients  with  puzzling  complaints  are 
given  needed  reassurance  and  prescribed  for 
in  a confident  manner  much  real  kindness  will 
be  done.  Fortunate  indeed  is  the  regi- 


mental surgeon,  who,  like  the  community 
physician,  lives  with  his  patients  day  in  and 
day  out,  because  he  is  then  in  a position  to 
administer,  watch,  and  correct. 

Nonspecific  Measures 

Nonspecific  measures  are  still  of  consid- 
erable value.  Surgeon  A.  P.  INIerrill  of  the 
Confederate  medical  service  claimed  he 
could  treat  yellow  fever  effectively  if  he  were 
given  custody  of  the  cases  early  enough. 2** 
There  is  as  yet  no  specific  treatment  for  the 
epidemic  hemorrhagic  fever  which  the 
Medical  Service  faced  in  Korea,  and  the 
cause  of  the  disease  remains  unknown;  but 
Army  medical  personnel  learned  to  diagno.se 
it,  and  early  diagnosis  combined  with  general, 
nonspecific  care  reduced  the  mortality  rate  to 
nearly  zero.  The  care  of  surgical  incisions 
or  wounds  of  violence  depends  heavily  on 
general  measures  such  as  gentleness,  caution, 
nutrition,  rest,  and  support. 

It  is  no  doubt  a truism,  then,  and  I believe 
this  was  demonstrated  by  Confederate 
medical  officers,  that  a doctor  can  treat  his 
patients  and  do  for  them  a great  deal  of  good 
even  if  water  is  his  only  drug  and  a piece  of 
string  his  only  instrument. 

Comment 

Finally,  I should  like  to  take  notice  of  the 
fact  that  doctors  undergoing  training  for 
service  in  the  military  establishment  today 
are  being  prepared  for  peacetime  as  well  as 
for  wartime  medical  emergencies.  I have  no 
fear  but  that  they  will  do  all  that  is  expected 
of  them  for  millions  like  ourselves  should 
di.saster  come,  either  locally  or  generally. 
And  although  the  Confederate  medical 
officer  was  not  trained  for  the  years  following 
his  service,  the  facts  app(*ar  conclusive  that 
the  les.sons  he  learned  in  the  service  added 
much  to  his  professional  equipment  and 
enabled  him  to  render  to  his  fellow  men,  in  a 
region  broken  by  war,  services  of  incalcu- 
lal)le  value. 

Space  allows  only  the  barest  mention  of 
the  roles  playc’d  by  alumni  members  of  the 
Confedei'ate  medical  .service.  Some  assumed 
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positions  of  prominence  in  the  phenomenal 
postwar  development  of  medicine,  and  their 
leadership  qualities  are  attested  by  the  fact 
of  their  election  to  head  the  American 
Medical  Association.  Among  this  number, 
incidentally,  were  Dr.  Campbell  and  Hunter 
Holmes  McGuire,  M.D.,  both  of  whom 
achieved  pre-eminence  in  the  field  of  medical 
education.  Also  worthy  of  citation  is 
Ferdinand  E.  Daniel,  M.D.,  founder  of  the 
Texas  Medical  College,  first  such  institution 
in  the  state  of  Texas.  Daniel  also  estab- 
lished the  medical  journal  Red-Back,  became 
president  of  the  American  International 
Congress  on  Tuberculosis  and  was  appro- 
priately referred  to  as  “the  father  of  medi- 
cine in  Texas.”^® 

Both  Surgeon  General  Moore  and  Medical 
Director  Samuel  H.  Stout  devoted  their 
administrative  talents  to  the  cause  of  public 
education,  Moore  in  Richmond  and  Stout  in 
Georgia  and  Texas.  Stout  also  helped  found 
the  medical  department  of  the  University  of 
Dallas  and  became  dean  of  its  faculty.  An 
outstanding  Confederate  surgeon.  Stout  pre- 
served some  1,500  pounds  of  record  material 
for  the  purpo.se  “of  publishing  after  the  close 
of  the  war  a book  or  books  in  the  interest  of 
medical  science  and  truthful  history.”  Un- 
fortunately, Stout  never  found  time  to  attain 
this  objective,  and  even  now  some  of  his 
papers  are  not  accessible  to  medical  his- 
torians.®® 

Other  former  Confederates  spearheaded 
the  struggle  against  the  disastrous  epidemics 
that  were  winnowing  the  population  in  the 
years  after  the  peace.  The  creation  of  the 
North  Carolina  State  Board  of  Health,  for 
example,  owed  much  to  the  efforts  of  Thomas 
Fanning  Wood,  M.D.,  a Wilmington  practi- 
tioner. In  New  Orleans,  Joseph  Jones, 
M.D.,  was  appointed  president  of  Louisiana’s 
public  health  board,  and  Lafayette  Guild, 
M.D.,  Lee’s  medical  director,  fought  yellow 
fever  as  quarantine  inspector  for  the  port 
of  Mobile  until  his  premature  death  in  1870. 
Both  Tobias  G.  Richardson,  M.D.,  and 
Dr.  Campbell,  as  presidents  of  the  American 
Medical  Association,  were  in  the  vanguard 


of  the  movement  for  state  boards  of  health, 
and  one  of  the  most  advanced  positions  ol 
all  was  that  taken  by  Dr.  McGuire  in  his 
presidential  message  of  1893  when  he  recom- 
mended the  establishment  of  a national  de- 
partment of  health.®^  The  humanitarian 
concern  felt  by  these  dedicated  professional 
men  should  evoke  words  of  commendation 
from  our  medical  historians. 

In  other  words,  these  aforementioned  in- 
dividuals, the  counterparts  of  those  in  the 
medical  service  today,  met  the  disastrous 
conditions  confronting  them  after  their 
years  in  the  military  establishment  with 
courage,  understanding,  and  vision.  It  is 
totally  unnecessary,  I feel  sure,  to  do  more 
than  advert  to  the  example  of  their  quiet 
heroism  and  hope  that  their  counterparts  in 
the  Age  of  Space  may,  if  called  on,  find  it 
possible  to  rise  to  similar  heights. 

Needed  perspective  might  be  added  to 
this  picture  if  we  are  reminded  that  Con- 
federate medical  officers  are  the  only  repre- 
sentatives of  their  profession  in  the  history 
of  our  nation  who  have  experienced  military 
defeat,  life  in  a land  controlled  by  an  army  of 
occupation,  and  the  travail  of  “reconstruc- 
tion.” That  their  spirit  was  not  broken  as  a 
result  of  this  encounter  with  military  con- 
quest and  humiliation  is  very  much  to  their 
credit.  Their  achievements,  under  the  cir- 
cumstances, must  be  accounted  as  all  the 
more  remarkable. 

It  is  my  measured  and  final  judgment  that 
we  can  yet  learn  much  from  the  doctors  in 
gray  and  the  services  they  rendered  on  both 
the  military  and  civilian  fronts.  There  is 
much  that  is  inspiring  and  well  worth 
knowing  in  their  professional  achieve- 
ments. As  our  troop  planners  concern 
themselves  with  an  uncertain  future,  they 
need  to  make  this  record  a part  of  their 
knowledge  and  ponder  carefully  its  signifi- 
cance for  both  the  present  and  the  future. 
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True  Tale  of  Two  Sons 


Some  eighty  years  ago  a Scotsman  of  poor  means 
was  walking  near  his  home  when  he  saw  a boy 
dangerously  mired  in  a bog  and  rescued  him.  The 
lad  turned  out  to  be  the  son  of  a nobleman,  who 
offered  money  to  the  Scotsman.  The  Scotsman  re- 
fused. The  nobleman  then  offered  to  rear  and 
educate  the  Scotsman’s  son  and  both  shook  hands 


on  the  bargain. 

In  time,  the  Scotsman’s  son  graduated  from 
St.  Mary’s  Hospital  Medical  School.  His  name  i.s 
Sir  Alexander  Fleming,  the  discoverer  of  penicillin. 
During  the  war  the  nobleman’s  son  was  stricken  with 
pneumonia  but  lived  because  of  penicillin.  His 
name  is  Sir  Winston  Churchill. — Table  Talk 
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Ehividation 


(Continued  from  page  1746) 

The  clinical  entity  of  primary  aldosteron- 
ism was  first  described  by  Conn  in  1956^ 
when  he  reported  a case  characterized  by  hy- 
pertension, muscular  weakness,  alkalosis, 
and  impaired  renal  function.  He  showed 
that  the  basic  cause  for  this  syndrome  was  an 
adrenocortical  tumor  which  secreted  large 
amounts  of  aldosterone,  causing  an  excessive 
loss  of  potassium  in  the  urine  with  a retention 
of  sodium.  Since  his  report,  other  cases 
have  been  de.scribed.^^** 

Of  the  28  cases  found  in  the  literature,  se- 
lective adrenal  hyperfunction  has  been  pres- 
ent : 22  cases  had  an  adrenal  adenoma,  3 had 
hyperplasia,  1 had  a mixture  of  hyperplasia 
and  adenoma,  and  2 had  adrenal  carcinoma. 
Xo  definite  zone  of  the  adrenal  cortex  is  al- 
ways involved,  although  the  zona  fasciculata 
has  been  incriminated  in  many  cases. 

-Vrterial  hypertension  is  the  major  sign  in 
this  syndrome.  It  may  be  present  for  sev- 
eral years  and  is  found  in  all  age  groups.  In 
younger  patients  it  is  usually  of  the  malig- 
nant type  and  is  associated  with  adrenal 
hyperplasia.  The  adenoma,  which  occurs 
in  all  age  groups  from  children  to  older  indi- 
viduals, causes  hypertension  of  varying 
severity. 

The  inability  of  the  renal  tubules  to  re- 
absorb water  results  from  hypokalemia. 
The  loss  of  large  amounts  of  potassium 
causes  vacuolar  degeneration  of  the  tubules 
with  a resultant  impairment  of  function 
(low  potassium  kidney).  This  low-serum 
potassium  also  causes  degenerative  changes 
in  the  striated  muscles  of  the  body  and  is 
responsible  for  the  episodes  of  muscular 
weakness  or  frank  paralysis. 

Usually  patients  are  seen  by  the  clinician 


for  high  blood  pressure  or  attacks  of  muscu- 
lar weakness.  Many  patients  present  with 
severe  headaches,  while  others  seek  help  for 
polydip.sia  and  polyuria. 

The  most  common  clinical  finding  is  hy- 
perten.sion  which  occurs  in  all  cases  of  pri- 
mary aldosteronism.  The  next  most  fre- 
(luent  symptom  is  excessive  thirst  and  uri- 
nary water  loss.  At  times  this  polyuria  is 
only  nocturnal  and,  in  children,  enuresis  is 
the  problem  which  causes  the  pai’(*nts  to 
seek  medical  assistance  for  the  child. 

Muscular  weakness,  which  is  not  always 
present,  may  be  slight  or  may  assume  the 
characteristics  of  an  acute  flaccid  paralysis. 
There  seems  to  be  no  relationship  between 
effort  and  the  onset  of  this  weakness.  Any 
part  of  the  body  may  be  involved.  At 
times  dyspnea  and  dysphagia  may  bc' 
present;  at  other  times,  the  weakness  may  in- 
volve the  lower  extremities.  Patients  are 
usually  asymptomatic  between  these  attacks. 
Tetany  has  been  reported,  but  it  is  uncom- 
mon. 

Edema,  as  opposed  to  that  found  in  sec- 
ondary aldosteronism,  is  absent  in  this  syn- 
drome. 

Low-serum  potassium  is  a constant  finding 
with  alkalosis  present  in  the  majority  of 
patients.  The  serum  sodium  may  be  nor- 
mal, increased,  or  decreased,  while  the  chlo- 
ride is  usually  slightly  decreased.  An  ele- 
vated carbon  dioxide  in  the  presence  of  a 
low  potassium  should  make  one  suspect  this 
di.sease  process.  The  specific  gravity  of  the 
urine  is  seldom  above  1.010  and  the  reaction 
of  the  urine  is  usually  alkaline.  Unless  the 
hypertension  has  been  severe  with  resulting 
permanent  damage  to  the  kidneys,  there 
are  neither  albumin  nor  cells  in  the 
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urine.  Urinary  aldosterone  may  be  ele- 
vated. The  blood  suo;ar  and  urea  are  nor- 
mal. 

Surgieal  removal  of  the  atlenoma  is  neces- 
sary for  cure.  If  adrenal  hypei-plasia  is 
present  or  if  the  adrenals  appear  grossly  nor- 
mal, bilateral  subtotal  adrenalectomy  is 
advised.  If  irreversible  kidney  damage  has 
not  occurred,  renal  function  improves  within 
five  to  fifteen  days,  the  blood  pressure  re- 
turns to  normal,  and  all  signs  and  symptoms 
disappear. 
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Smoking  as  a Problem  A ffecting  Health 


Although  there  is  evidence  that  smoking  increases 
the  frequency  of  lung  cancer,  and,  among  other 
things,  definitely  affects  the  circulatory  system, 
the  most  notable  health  hazard  of  habitual  long-term 
smoking  is  bronchitis  and  bronchiolitis.  The 
process  is  so  slow,  going  on  over  several  decades, 
that  the  causal  relationshij)  between  chronic  smoking 
and  emphysema  is  easily  overlooked  by  the  layman. 

Out  of  a general  population  of  3,375  persons 
over  fifteen  years  of  age  137  males  were  found  to  be 
suffering  from  pulmonary  emjjhysema,  and  of  these, 
56  per  cent  were  heavy  smokers.  In  the  grou]) 
with  normal  lungs,  only  33.4  j)er  cent  were  heavy 
smokers.  But  even  these  figures  must  be  inter- 
preted in  the  light  of  the  age  groups  in  which 
they  were  found.  The  difference  in  the  incidence 
of  pulmonary  emphysema  was  not  significant  in  the 
younger  groui)s,  but  at  age  forty  to  si.xty  years  the 


difference  wms  marked:  4.9  per  cent  among  non- 
smokers  and  16.7  per  cent  among  the  heavy  smokers. 
This  difference  was  also  evident  in  the  over-sixty 
group:  23  per  cent  among  the  non-smokers  and 
40  per  cent  among  the  heavy  smokers.  Among  both 
males  and  females  the  incidence  of  pulmonary 
emphysema  among  nonsmokers  was  about  the 
same  for  all  age  groups. 

The  author,  Klaus  A.  J.  Jarvinen,  Helsinki, 
Pdnland,  concludes  that  pulmonary  emphj'sema 
ai>pears  to  be  a male  disease  only  because  chronic 
smoking  is  not  common  among  the  females  in  the 
population  studied.  The  younger  chain  smoker, 
who  appears  to  suffer  only  from  a chronic  cough 
which  he  disregards,  must  consider  that  when  he 
reaches  the  age  of  forty  years  he  has  twice  the  chance 
of  developing  pulmonary  emph.ysema  as  the  non- 
smoker. — World  Medical  Journal,  September,  1960 
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Sarcoidosis  Followed  by  Biliary  Cirrhosis  and  Xanthomatosis 


IimXG  N.  HOLTZMAN,  M.D.,  K.A.C.P.,  BROOKLYN,  NEW  YORK 


{From  the  Department  of  Medicine,  Division  of  Dermatology , Jewish  Hospital  of  Brooklyn) 


The  patient  was  a thirty-four-year-old  Negro 
female  who  was  admitted  to  the  medical 
service  of  the  Jewish  Hospital  of  Brooklyn  for  the 
first  time  on  August  14,  1952.  Her  presenting 
complaint  was  jaundice  of  approximately  one 
month’s  duration.  A skin  eruption  noted  on 
examination  had  been  present,  according  to  the 
patient,  for  approximately  three  years  prior  to 
admission. 

The  history  of  her  present  illness  disclosed  an 
ejnsode  of  “liver  infection’’  eight  months  prior  to 
admission  accompanied  by  vomiting  and  ab- 
dominal ))ain.  She  was  treated  at  home  by  lu'r 
phj'sician  with  some  pills  and  injections  and  four 
months  later  felt  completely  well.  One  month 
prior  to  admission  her  urine  became  very  dark  in 
color  and  her  stools  became  pale ; she  lost  weight 
and  was  told  by  her  friends  that  her  eyeballs  had 
become  yellow.  Her  past  personal  history  dis- 
closed typhoid  and  malaria  fourteen  years  prior 
to  admission  while  she  was  living  in  South  Caro- 
lina. She  had  lived  in  Brooklyn  for  the  past 
eight  years.  She  smoked  20  cigarets  daily  and 
indulged  in  alcoholic  beverages  excessive!}"  on 
weekends  until  the  onset  of  her  present  illness. 

The  physical  examination  on  admission  dis- 
closed a fairly  well-nourished  female  with  marked 
icterus  of  her  sclerae  and  buccal  mucous  mem- 
branes. Her  liver  edge  was  palpable  2 finger- 
breadths  below  the  right  costal  margin.  The 
spleen  was  not  felt.  The  skin  was  the  site  of  a 
generalized  flat-topped  papular  eruption  with 
lesions  varying  in  size  from  1 to  5 mm.  in 
diameter,  some  discrete,  and  some  confluent  and 
slightly  infiltrated  in  consistency  (Fig.  1). 

Laboratory  Data 

On  admission,  laboratory  data  of  a pertinent 
nature  were  as  follows: 


The  hemoglobin  was  13  Gm.  per  100  ml., 
sedimentation  rate  125  mm.  per  hour,  cephalin 
flocculation  2 plus,  thymol  turbidity  21  units,  ic- 
terus index  34.5,  total  cholesterol  433  mg.  per  100 
ml.,  totalfree  277 mg.  per  100 ml., total  lipids,  1,080 
mg.  per  100  ml.,  total  proteins  8.5  Gm.  per  100 
ml.,  albumin  3.7  Gm.  per  100  ml.,  globulin  4.8 
Gm.  per  100  ml.,  albumin-globulin  ratio  0.8, 
bromsulphalein  25  per  cent  excretion  and  alka- 
line phosphatase  16  units. 

Urine  tests  gave  positive  results  for  bile,  and 
urobilinogen  was  1 :50. 

The  fat  content  of  the  stool  was  27.7  per  cent. 

A microscopic  examination  of  a skin  biopsy  dis- 
closed the  presence,  in  the  corium,  of  tuberculoid 
aggregations  of  epithelioid  cells  compatible  with 
the  picture  of  sarcoidosis  (Fig.  2).  A Kveim 
test  was  performed  one  week  after  her  admis- 
sion, and  a positive  nodular  reaction  eight  weeks 
following  this  test  was  biopsied  for  histologic  ex- 
amination. A tuberculin  test  produced  negative 
results  in  three  dilutions. 

During  this  first  admission  she  gave  a liistory  of 
menorrhagia  of  several  months  duration.  A 
biopsy  of  the  cervix  disclosed  a benign  adenoma- 
tous hyperplasia  of  mesonephric  duct  origin.' 
This  menstrual  problem  continued  to  annoy  her 
throughout  her  clinical  course.  Sputum  and 
gastric  washings  gave  negative  findings  for  acid- 
fast  organisms  on  direct  examination,  culture,  and 
guinea  pig  inoculation.  A liver  biopsy,  per- 
formed on  August  23,  1952,  showed  a minimal  in- 
crease in  fibrous  tissue  in  the  portal  areas  and 
several  well-defined  foci,  tuberculoid  in  character, 
consisting  of  collections  of  epithelioid  cells  (Fig. 
3).  The  blood  chemistry  showed  inversion  of  her 
albumin-globulin  ratio  with  an  increase  in  glob- 
ulin (4.5  Gm.  per  100  ml.),  thymol  turbidity  of 
27  units,  and  total  cholesterol  433  mg.  per  100 
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Fig.  1.  Appearance  of  patient  on  first  admission.  admission.  {A)  Low  magnification.  (B)  Higher 
(.4)  Front.  (B)  Back.  magnification. 
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Fig.  .3.  Photomicrograph  of  liver  biopsy  on  first  admission.  (Le/<)  Low  magnification.  (Right)  High 

magnification. 


ml.,  with  a total  free  of  275  mg.  jier  100  ml.  The 
red  cell  sedimentation  rate  was  100  mm.  per  hour. 

She  was  discharged  on  September  13,  1952,  and 
readmitted  on  November  5,  1952,  witli  jaundice 
i still  present,  associated  with  some  vague  gastro- 
) intestinal  complaints.  During  this  admission 
the  liver  biopsy  was  repeated,  showing  the  same 
' findings.  Excision  of  the  Kveim  reaction,  which 
was  still  present,  showed  scattered  foci  of  epi- 
, thelioid  cell  proliferation  compatible  with  a posi- 
tive reaction.  She  was  discharged  on  November 
; 25,  1952,  with  her  condition  relatively  unchanged 

and  was  followed  in  the  outpatient  department. 

On  June  26,  1953,  a skin  biopsy  was  repeated  in 
the  outpatient  department  because  of  the  change 
in  the  color  and  size  of  the  skin  lesion.  A patho- 
logic examination  disclosed  a focal  collection  in 
the  midcutis  of  histiocytes,  foam  cells,  l3mipho- 
cj'tes,  and  fibroblasts,  compatible  with  a picture 
' of  lipogranulomatosis  (Fig.  4).  The  jaundice 
persisted. 

On  January'  6,  1954,  she  was  readmitted  to  the 
gjmecologic  service  because  of  aggravation  of  her 
menorrhagia.  A cervical  biopsj'  disclosed  the 
.same  type  of  pathologic  condition.  During  this 
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admission  blood  chemistries  were  repeated.  On 
September  7,  1954,  she*  was  readmitted  for  an 
exploratory  laparotomj^  because  of  the  persistence 
of  the  jaundice  and  the  ojiinion  of  some  of  the 
attending  staff  that  an  obstructive  jaundice 
could  not  be  ruled  out.  The  liver  was  enlarged 
and  cirrhotic  on  inspection.  No  obstniction  was 
found.  Biopsies  were  taken  of  the  liver,  muscle  of 
the  abdominal  wall,  and  skin  lesion  in  the  area  of 
incision.  The  skin  biopsj'  disclosed  numerous 
collections  of  typical  foam  cells  compatible  with 
xanthomatosis  (Fig.  5).  The  muscle  showed 
several  foci  of  epithelioid  cell  aggregates  sur- 
rounded by  lymphocytes,  typical  of  sarcoidosis 
(Fig.  6).  The  liver  again  disclosed  a similar  type 
of  focal  reaction  in  the  periportal  areas  consisting 
of  several  well-defined  epithelioid  tubercles,  some 
of  which  alreadj^  had  become  h\-alinized,  and 
there  was  now  a considerable  increase  in  peri- 
portal fibrosis.  Her  condition  remained  about 
the  same  with  a slight  increase  in  jaundice  and 
vague  gastrointestinal  complaints  until  April  15, 
1956,  when  she  was  readmitted  to  the  hospital, 
this  time  with  ascites  and  a pleural  effusion.  The 
total  lipids  were  now  2,040  mg.  per  100  ml.  Phos- 
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Fin.  4.  I’hotoinicrofjraiihi^.  8kiii  tnops^y  in  outiiatient  department,  June,  1958.  {Left)  Low  masnifi- 

eation.  (Ri(iht)  High  magnification. 


pholipids  were  1,267  mg.  per  100  ml.  and  choles- 
terol 510  mg.  pm- 100  ml. 

An  x-ray  of  the  bones  of  the  hands  on  this  ad- 
mission showed  a lace-work  pattern  in  the  proxi- 
mal and  middle  phalanges  suggestive  of  sarcoido- 
sis. An  electro])horetic  study  of  the  serum  pro- 
teins on  this  admission  showed  albumin  1.8  Gm. 
per  100  ml.,  alpha  globulin  0.4  Gm.  per  100  ml., 
alpha  2 globulin  0.9  Gm.  per  100  ml.,  beta  globu- 
lin 0.9  Gm.  per  100  ml.,  and  gamma  globulin  3.2 
Gm.  per  100  ml.  She  was  discharged  with  a 
slight  reduction  in  the  ascites,  but  her  condition 
continued  to  deteriorate.  She  w'as  finally  ad- 
mitti'd  on  June  13,  1956,  with  a history  of  acute 
urinary  retention  and  abdominal  pain.  Her 
course  from  that  point  on  was  ])rogressively  down- 
hill with  evidence  of  urinary  infection,  increase  in 
ascites,  and  jileural  effusion.  She  expired  on 
July  13,  1956. 

During  this  admission  she  jiresenti'd  a palpahle 
sjileim  for  the  first  time. 

From  a laboratory  standiioint,  1'able  I will 
give  some  indication  of  the  change's  which  took 
place  during  her  six  admissions. 


Necropsy  findings  showed  a marked  vacuoliza- 
tion of  the  liver  cells  in  the  small  amount  of  resid- 
ual liver  tissue  with  an  increase  in  the  trabecular 
fibrous  tissue.  There  were  a few  scattered 
hyalinized  nodules  in  the  periportal  areas  (Fig. 
7).  ^Microscopically,  there  was  no  evidence  of 
active  sarcoidosis  in  any  of  the  other  viscera. 
There  was  acholemic  nejihrosis  and  pyelonephritis 
involving  both  kidneys.  The  spleen  was  the 
site  of  congestion  and  fibrosis.  The  lungs  showed 
marked  edema,  congestion,  and  focal  pneu- 
monitis. The  heart  showed  a pericarditis  and 
focal  degenerative  changes  in  the  myocardium. 
The  cervix  showed  a chronic  cervicitis  and  adeno- 
matoid hypi'rplasia.  The  brain  showed  somi' 
focal  gliosis  of  a nonspecific  character  in  the  inter- 
nal capsule  and  brain  sti'in.  Then'  was  hydro- 
thorax and  ascites. 

Conimen  I 

The  clinical  jiicture  from  her  first  admission  on 
was  consistent  with  that  of  biliary  cirrhosis.  I'lx- 
ploratory  surgery  ruled  out  a circumventable  ob- 
struction. Was  her  cirrhosis,  then,  the  type  de- 
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Fig.  5.  Photomicrograph  of  skin  biopsy  on  fourth 
admission. 


scribed  as  [irimar}'  biliaiy  cirrhosis  with  its  con- 
comitant jaundice,  hyperlipemia,  and  \antlio- 
matosis  of  the  skin;  or  was  it  secondary  to  sar- 
coidosis, involving  the  liver  and  ])roducing,  by 
pressure  and  fibrosis,  obliteration  of  the  inter- 
lobular eholangiolar  radicles?  The  iiathologie 
findings  sihmii  to  indicate  that  the  jirimary  process 
here  was  one  of  sarcoidosis.  Th(>  first  skin 
liiopsy  showed  such  a lesion,  as  did  a livi'r  biopsy. 
The  hyjierlipemia,  which  follows  biliary  obstruc- 
tion of  this  type,  seems  to  have  flooded  the 
epithelioid  cells  in  the  skin  lesions  with  a “forc'ign 
body”  so  to  speak,  of  lijiid  substances  which  they 
ingested,  giving  th('  newer  pietun*  of  .xantho- 
matosis in  the  skin  as  shown  in  th(>  next  sc'ries  of 
bio])sies. 

'I'he  jiathologic  jiicture  of  so-called  ])rimary 
biliary  cirrho.sis  was  first  attributed  to  infiltration 
of  xanthoma  cells  in  the  walls  of  the  intrahejiatic 
ducts,  with  fibrosis  and  secondary  obstruction.^ 
A subsequent  report  of  re-examination  of  casi's 
of  what  then  were  called  xanthomatous  biliary 
cirrhosis  showed  no  evidence  of  foam  ci'lls  in  the 
liver  but  a chronic  iiroliferative  and  exudative  re- 
action in  the  interlobular  septa  which  causi'd  ob- 
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Fig.  6.  Photomicrograiih  of  muscle  biopsy  on 
fourth  admission.  (.1)  Low  magnification.  (B) 
Higher  magnification. 
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TABLE  I. — Laboratory  Data  for  Six  Hospital  Admissions 


Admissions 


Test 

Aug.  14, 
1952 

Nov.  25, 
1952 

Jan.  8, 
1954 

Feb.  23, 
1954 

Sept.  29, 
1954 

Apr.  16, 
1956 

Sedimentation  rate  (mm.  per  hour) 

125 

115 

10 

28 

38 

Thvmol  turbiditv  (units) 

21 

18.3 

27.8 

29.1 

20.7 

18.7 

Icterus  index 

34.5 

26.8 

34.0 

35.5 

17.5 

30.0 

Vandenberg  total 

4,6 

2.4 

2.6 

5.2 

4.4 

1.1 

^’andenherg  direct 

3.7 

1.6 

1.3 

2.5 

2.7 

0.3 

Total  cholesterol  (mg.  ]>er  100  ml.) 

433 

292 

439 

928 

510 

'total  free  (mg.  jier  1()0  ml.) 

277 

149 

295 

660 

425 

'total  lipids  (mg.  pc'r  100  ml.) 

1 ,080 

2,310 

2,040 

'total  proteins  (Gm.  jier  100  ml.) 

8.5 

8.5 

8,0 

8.0 

8.2 

7.2 

■Vlbumin  (Gm.  per  1()0  ml.) 

3.7 

3.9 

3.4 

3.6 

2 . 6 

Globulin  (Gm.  per  100  ml.) 

4.8 

4.6 

4.6 

4.6 

4.6 

Albumin-globulin  ratio 

0.8 

0.9 

0.7 

0.8 

0.6 

Bromsulphalein  retention  (per  cent) 

25 

21.4 

struction  of  the  biliary  and  venous  radicles.® 
This  then  was  called  perieholangiolitic  biliar}' 
cirrhosis  or,  when  there  was  a concomitant  lipid 
retention  with  skin  lesions,  perieholangiolitic 
xanthomatosis  or  obstructive  xanthomatosis, 
since  the  same  clinical  syndrome  can  b(>  obtained 
with  extrahepatic  biliary  obstruction.  There 
was  no  indication  that  microscopically  the 
hejiatic  change's  were  in  these  cases  at  least  more 
than  a nonspecific  type  of  inflammatory  reaction.^ 
This  .still  leaves  us  with  the  problem  of  what 
causes  thesi'  inflammatory  changes.  A primary 
noncalculus  cholangiolitis  is  certainly  a possi- 
bility. Ascending  cholangiolitis  from  biliary  in- 
fection of  the  banal  types  associated  with  chole- 
cystitis and  cholelithiasis  is  another.  Involuting 
changes  following  hejiatitis  may  be  a cause.  The 
history  of  a “liver  infection”  eight  months  prior 
to  her  first  admission  makes  this  a possibility  in 
this  path'nt.  We  should  like  to  add  granulomas, 
like  sarcoidosis,  as  one  of  the  causes  of  so-called 
secondary  biliary  or  perieholangiolitic  cirrhosis. 

Sarcoidosis  of  the  liver  is  common,  ranking 
next  in  frequency  to  the  lungs  and  lymjjh  nodes 
in  autopsy  material.  A comprehensiv^e  re- 
view of  this  aspect  of  sarcoidosis  introduced  the 
subject  with  a case  report  of  a fifty-one-year-old 
female  with  a syndrome  almost  identical  with  the 
cas(‘  under  di.scussion.®  This  patic'iit  jiresented  a 
jiicture  of  progres.sive  icterus,  hepatospleno- 
mi'galy,  a papular  lichenoid  eruption  of  the  trunk 
showing  sarcoidosis  histologically,  xanthelasma 
of  the  eyelids,  bone  involvement,  hyperglobuli- 
nemia,  elevated  serum  cholesterol,  ascites,  nega- 
tive findings  on  a tuberculin  test,  and  postmortem 
demonstration  of  generalized  sarcoidosis.  The  le- 
sions in  the  liver  were  mainly  in  the  interlobular 


Fig.  7.  Photomicrograph  of  liver  postmortem. 


sejita  with  secondary  hyalinization  of  the  “tu- 
bercles,” giving  secondary  pressure  obstruction  of 
smaller  radicles.  In  our  case,  the  extensive  xan- 
thomatosis of  the  skin  could  be  explained  readily 
by  the  macrophagic  activity  of  the  epithelioid 
cells  of  the  sarcoid  tubercles.  The  antemortem 
pathologic  condition  in  the  liver  was  that  of  sar- 
coidosis. 

The  etiologic  factors  which  ha\'e  been  inijili- 
cated  in  sarcoidosis  are  many.  They  include 
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tuberculosis,  syphilis,  leprosy,  histoplasmosis, 
leishmaniasis,  foreign  bodies  (beryllium),  virus, 
and  allergic  factors.  Generalized  sarcoidosis  has 
a classical  picture  of  multiple  organ  involvement, 
hyperglobulinemia,  negative  tuberculin  test  find- 
ings, and  a positive  Kveim  reaction,  all  of  which 
wore  present  in  our  patient.®  The  added  colora- 
tion clinically  of  each  patient  depends  on  the 
functional  impairment  of  the  different  organs  in- 
\'olved.  The  classical  cutaneous  lesions  of  pri- 
mary biliary  cirrhosis  are  of  the  tuberous  and 
plain  types  of  xanthoma,  showing  collections  of 
foam  cells  from  the  outset. 

A recent  comprehensive  study  of  primary 
biliary  cirrhosis  svirveyed  22  patients  over  a six- 
year  period.^  Of  these,  17  were  labeled  primary 
liiliary  cirrhosis,  and  the  other  5 as  secondary, 
owing  to  the  proved  extrahepatic  obstructive 
lesions.  None  of  these  patients  presented  a 
picture  of  sarcoidosis.  In  a survey  of  43  addi- 
tional cases  from  the  literature  of  types  of  biliary 
cirrhosis,  no  evidence  of  sarcoidosis  was  men- 
tioned. In  the  evolution  of  this  syndrome  it 
would  appear  that  the  earliest  symptom  is  pruri- 
tus, followed  by  jaundice  with  subsequent  hyper- 
lipemia involving  the  cholesterol  and  phospho- 
lipid fractions  essentially.  It  was  the  impression 
of  the  authors  that  cutaneous  xanthomas  did  not 
appear  until  the  total  lipids  exceeded  1,800  mg. 
per  100  ml.  for  a period  of  at  least  three  months. 
The  xanthomas  described  were  of  two  varieties, 
flat  and  tuberous.  Apparently  none  of  the 
lesions  in  these  patients  resembled  the  small 
papular  type  of  lesion  which  first  was  presented  in 
our  patient.  Another  interesting  finding  in  their 
patients  was  the  increase  in  the  globulins  of  the 
blood,  particularly  the  beta  globulin  peaks  which 
were  reported  as  double.  Protein  production  by 
the  liver  (albumin,  fibrinogen,  prothrombin,  and 
serum  esterase)  apparently  was  unaffected  in 
contradistinction  to  what  usually  happens  in 
portal  cirrhosis  or  posthepatitic  cirrhosis.  The 
almost  uniform  occurrence  of  this  disease  in 
younger  females  led  the  authors  to  some  endo- 
crine investigation  which  disclosed  no  evidence  of 
ovarian  dysfunction  prior  to  the  presenting  illness. 
Hypoestrinism  during  the  illness  was  indicated  by 
irregularity  of  periods  and  a low  degree  of  epithe- 
lial cornification  in  vaginal  smears.  This,  of 
course,  is  not  peculiar  to  biliary  cirrhosis  but  is 
found  in  other  types  of  liver  disease.  It  is  of 
interest  to  note  that  in  our  patient  uterine  disturb- 
ance in  the  nature  of  an  adenomatoid  hyper- 


plasia of  mesonephric  rests  was  seen  in  the  cervix. 

The  location  of  the  pathologic  condition  in 
these  cases  of  primary  biliary  cirrhosis  was  in  the 
periphery  of  the  liver  lobule  where  the  bile  cana- 
liculi  joined  the  interlobular  bile  ducts.  Here  cir- 
cumscribed areas  of  chronic  inflammation  and 
connective  tissue  proliferation  were  described. 
As  a result  of  increased  fibrous  tissue,  small 
groups  of  hepatic  cells  became  isolated  at  the 
periphery  of  the  lobule,  and  all  transitions  were 
seen  between  beginning  peripheral  invasion  and 
final  death  of  pinched-off  hepatic  cells.  This 
pathologic  condition  seems  to  confirm  the  concept 
of  a pericholangiolitic  inflammatory  lesion  at  the 
periphery  of  the  lobule,  obstructing  bile  flow  be- 
tween bile  canaliculi  and  the  smallest  bile  ducts 
(cholangioles). 

In  the  essential  hyperlipemias  with  milky 
serum,  where  the  elevated  fats  are  of  the  neutral 
type,  the  skin  lesions  are  classified  as  the  eruptive 
form;  small,  papular  in  character  with  much  of 
the  fat  extracellular  in  distribution,  some  in  foam 
cells,  but  no  tuberculoid  structure.  These 
patients  are  never  jaundiced.  Another  group  of 
skin  xanthomas  is  seen  in  what  we  now  call  pri- 
mary reticuloendothelial  disease,  or  histiocytosis 
X.  This  includes  the  Letterer-Siwe,  Hand- 
Schuller  - Christian,  eosinophilic  granuloma 
group.® 

All  three  groups  with  xanthomatous  skin  mani- 
festation may  show  hepatosplenomegaly,  but 
only  the  first  two  may  show  hyperlipemic  sera' — 
clear  in  the  cirrhosis  group,  milkj^  in  the  essential 
hyperlipemias.  Jaundice  occurs  only  in  the 
cirrhosis  group.  In  the  third  group  where  a 
normal  blood  lipid  and  lipoprotein  partition  is 
present,  the  presence  of  foam  cells  suggests  a 
change  in  cholesterol  metabolism  of  the  primitive 
reticulum  or  epithelioid  cell,  or  possibly  a tran- 
sient hypercholesteremia  bringing  this  lipid  by 
transport  to  these  cells.  This  phase  of  the 
problem  is  still  unsettled. 

Another  differential  possibility  to  be  considered 
is  the  syndrome  of  lipogranulomatous  pseudosar- 
coid.®  This  condition,  which  develops  apparently 
whenever  increased  circulating  phospholipids  con- 
front the  reticuloendothelial  apparatus,  has  many 
features  in  common  with  the  picture  presented  by 
our  patient.  However,  the  postmortem  findings 
in  these  patients  show  ample  evidence  of  the 
pseudosarcoid  reaction  in  other  tissues,  partic- 
ularly the  spleen  and  lymph  nodes.  In  our  case, 
which  was  examined  intensively  at  postmortem. 
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thcMv  wviv  only  a low  royidual  hyalinizod  foci  in 
the  liver  and  no  othc'r  evidence  of  sarcoidosis  in 
any  of  the  characteristic  locations. 

A chronologic  review  would  indicate  that  our 
patient  developed  in  succession  as3unptomatic 
skin  lesions  for  two  ja'ars,  followed  bj"  jn-uritus, 
jaundice,  and  progressive  impairment  of  liver 
function  with  death  finallv'  from  a terminal  uri- 
iiaiy  infection.  Tlu-  i)ertinent  findings  during 
this  course  were  histologic  evidence  of  sarcoidosis 
in  the  skin,  liver,  and  muscle;  a positive  Kveim 
test  reaction;  hvperlipemia  with  elevation  of 
cholesterol  and  phospholipids;  and  the  develop- 
ment of  a xanthomatous  lesion  in  the  skin. 

Sum  niary 

A cas('  report  is  presented  of  a patient  with 
sarcoidosis,  im'oh’cment  of  the  liver  followed  bj- 
the  development  of  a progressive  biliarv  cirrhosis, 
and  a change  in  character  histologicall.v  of  th(' 
skin  k'sions  from  simple  ei)ithelioid  tulx'rculoid 
aggregates  to  classical  foam  cell  collections  of  a 
xanthomatous  type. 

Implicit  in  this  ])resentation  is  the  possibilit}’ 
that  biliarv  cirrhosis  with  xanthomatosis  may  re- 
sult from  sarcoidosis  involving  the  liver. 


13.5  E.\stek.v  Parkw.xy,  Brooklyn"  .38  .' 
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Rare  Case  of  Tick  Paralysis  Reported  in  Florida  | 


A rare  case  of  tick  paralt’sis  has  been  reported  in 
Florida. 

d'he  case  rejtorted  l)v  F.  \\  . Henderson,  M.D., 
bake  City,  Florida,  in  the  February  18,  19(il, 
Journal  of  the  American  Medical  Association  in- 
volved a thirty-eight-year-old  lumbermari  who  was 
stricken  after  working  and  living  in  a woods  for  two 
weeks. 

He  recovered  after  the  ticks  were  removed. 

The  tick,  a blood-sucking  insect,  is  believed  to 
cause  [taralysis  by  rtdeasing  a toxin  which  acts  on 


the  s))inal  cord,  'ho  Dr.  Henderson’s  knowledge 
there  has  been  oidy  one  previously  reported  case  of  '• ) 
tick  ixiralysis  in  man  in  Florida. 

The  case  also  is  unusual  because  it  was  caused  by  d ■ 
the  Lone  Star  tick  which  has  been  implicated  in 
only  one  ])revious  reported  case  of  paralysis  although 
the  species  heavily  infests  large  areas  of  the  south 
and  southeastern  states. 

Furthermon',  although  the  male  tick  is  thought 
to  be  less  likely  to  cause  jiaralysis,  all  the  ticks  re- 
moved from  the  lumberman  were-  males.  ^ 
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Coexistent  Pulmonary  and  Ileocecal  Tuberculosis 


AAKOX  WEISBERG,  M.D.,  F.A.C.P.,  AND  VITO  LUONGO,  M.D.,  E.A.C.S., 
BROOKLYN,  NEW  YORK 

{From  the  Division  of  Medicine  and  Surgery,  Carson  C.  Peck  Memorial  Hospital) 


TUBERCULOUS  infection  of  the  gastrointestinal 
tract  is  the  most  frequent  complication  of 
untreated  pulmonar}-  tuberculosis.  The  incidence 
in  sanatoriums  varies  considerabh’  depending  on 
tlie  percentage  of  minimal,  moderateh'  advanced, 
and  far-advanced  cases  admitted  to  the  institu- 
tion. ]?lumberg'  reported  roentgen  evidence  of 
intestinal  tuberculosis  in  5 to  S per  cent  of 
minimal,  14  to  IS  p(>r  cent  of  moderately  ad- 
vanced, and  70  to  SO  pcu  cent  of  far-advanc('d 
cas(‘s. 

There  is  great  difficulty-  in  the  diagnosis  of 
intestinal  tuberculosis  in  the  absence  of  florid 
imlmonary  involvement  or  an  established  etiology 
for  coexistent  pulmonary  disease.  The  details  of  a 
recent  experience  in  the  diagnosis  aiifl  manag('- 
ment  with  coe.xistent  pulmonary  and  ileocecal 
disease,  particularly  in  the  present  era  of  anti- 
tuberculosis drugs,  promiited  the  following  cas(' 
report. 

Case  Report 

A sixty-oiK'-yi'ar-old  white*  male  was  admitted 
to  the  Carson  C.  P(>ck  ^lemorial  Hospital  on 
Xovember  8,  1956,  and  discharged  on  November 
24,  1956.  He  was  em])loyed  as  a production 
manager  in  an  industry  unrelated  to  this  disease 
and  without  any  occuiiational  hazards.  On 
admi.ssion  his  chief  com])laint  was  dys])nea, 
hoarsene.ss,  fatigue',  anel  weight  leiss.  For  the 
past  few  months,  jirie)!-  to  aelmissie)n,  this  jiatient 
hael  elevelopeel  a preigressive'ly  increasing,  elry, 
unproeluctiv-e  e'ough,  associateel  with  pe'fie)els  e>f 
hoarseness.  This  symptom  be'e'ame'  so  gre'at 
that  he  was  unable  to  sjieak.  He  e’onsulted  an 
otorhinolaryngologist  who  found  no  organic 
elisease  of  the  larynx  anel  who  sugge'ste'd  further 
medical  examination. 

A physical  examination  at  this  time  diselo.seel 
an  emaciated,  elderly,  white  male  who  exhibited 
marked  hoarseness.  His  color  was  jioor.  An 
e'xamination  of  the  iiharny-x  showeel  essentially- 
negative  findings,  the  neck  revealeel  no  findings  of 
significance,  the  chest  revealed  numerous  rales 
throughout  the  area,  the  heart  sounds  were  of 


fair  (]uality-  with  regular  sinus  rhy-thm,  the 
abdomen  was  soft  with  no  masses,  and  there  was 
no  peri])h('ral  edema.  An  x-ray-  film  of  the  chest 
revealed  many-  infiltrations  throughout  both 
lungs  which  appean'd  to  be  suggestive  of  either 
tuberculosis  or  a neojilastic  process.  The  patient 
was  therefore  hospitalized  for  further  stuely-. 

The  ixiti('nt’s  past  medical  history-  was  not 
pertinent  except  for  a prc'vious  lios])italization 
for  an  acute  anteroseptal  wall  infarction.  At 
that  time  an  x-ray-  film  of  the  chest  showed 
negative  findings  for  any-  ])ulmonary  disease. 
The  family-  history-  was  significant  in  that  one 
brother  had  pulmonary-  tulx'rculosis. 

At  the  time  of  hospitalization  the  pliysical 
findings  were  essentially-  the  same  as  jireviously- 
mentioned.  In  addition,  the'  blood  pressure'  was 
110/70  in  each  arm.  The  rectal  examination 
indicat'd  negative  findings.  On  admission  an 
x-ray-  film  of  the  chest  r('\-eak'd  a straight  and 
central  trachea.  The  superior  mediastinum 
was  of  normal  jiroportions.  The  heart  was  of 
normal  size*  and  shape.  Both  diajihragms  were 
smooth  and  at  their  usual  U'vels.  Throughout 
both  lung  fie'lds,  but  pn'ponderantly^  in  the 
ujiper  lung  field,  there  was  a coarse  exaggeration 
of  the  bi-onchovascular  markings  associated  with 
ill-defined,  ]x'a-sized  soft  tissue  densities.  These 
densities  wen*  most  iirominent  in  the  subcla- 
vicular  rc'gions.  The  hili  were  not  unduly-  prom- 
im'ut. 

The  findings  were  inb'i'ijn'ted  as  those  of  a 
bronchiolar  pneumonitis  of  undetc'rmined  cause, 
and  a tuberculous  infection  could  not  be  excluded. 
Interval  studies  were  suggested  for  a considera- 
tion of  such  things  as  multiple  emboli,  broncho- 
pneumonia or,  k'ss  probably-,  metastasis  from 
some  distant  malignant  process  (P’ig.  1). 

After  an  interval  of  four  day-s,  a re-examina- 
tion  of  the  chest  showed  no  changes  in  the 
general  pattern.  While  in  the  hospital  the  patient 
ran  a low-grade  fever  varying  between  101  anrl 
102  F.  Because  of  his  continuous  upper  gastric 
discomfort  and  intermittent  periods  of  vomiting, 
a gastrointestinal  series  was  done  on  Novem- 
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bcr  13,  1956. 

The  gastrointestinal  series  w'as  not  remarkable 
except  for  the  five-hour  film  which  showed  that 
the  barium  column  had  reached  the  splenic 
flexure.  There  was  a suggestive  deformity  of  the 
cecal  region,  and  a barium  enema  study  was 
advised.  On  November  15,  1956,  a barium 
enema  was  performed  which  revealed  a cecal 
defect.  This  defect  extended  up  into  the  ascend- 
ing colon  for  a distance  of  approximate!}^  6 cm. 
The  involved  segment  demonstrated  im'gular 
canalization  and  involved  the  most  terminal 
j)oint  of  the  ileum  for  a distance  of  approxi- 
mately 2 cm.  The  appendix  was  visualized 
with  a very  fine  lumen.  An  occasional  divertic- 
ulum was  seen  along  the  sigmoid  and  lower 
descending  colon.  The  evacuation  study  demon- 
strat(>d  excellent  emptying.  The  diagnosis 
restc'd  between  an  ik'oc('citis  and  a neoi)lastic 
process. 

A survey  of  the  skull,  the  s])ine,  and  the 
vertical,  dorsal,  and  lumbosacral  areas  failed  to 
reveal  any  evichmce  of  bony  metastases  or 
other  involvement.  T'he  electrocardiographic 
findings  were  consistent  with  an  old  antero- 
.septal  wall  infarction. 

T'he  laboratory  data  were  as  follows; 

T'he  hemoglobin  was  12.5  to  13  Gm.  per  100 
ml.;  the  red  cell  count  was  4,240,000  to  4,310,000 


per  cubic  millimeter;  the  white  cell  count  was 
8,500  per  cubic  millimeter;  the  differential  blood 
count  consisted  of  69  per  cent  polymorphonuclear 
cells,  24  per  cent  lymphocytes,  3 per  cent  eosino- 
phils, and  2 per  cent  monocytes;  the  hemato- 
crit was  4] ; the  erythrocyte  sedimentation  rate 
was  28  mm.  per  hour;  the  blood  glucose  was 
103  mg.  per  100  ml.;  the  urea  nitrogen  was  18.7 
mg.  per  100  ml.;  the  total  protein  was  9.2  Gm.; 
the  serum  albumin  was  5.4;  the  serum  globulin 
was  3.8;  and  the  albumin-globulin  ratio  was 
1.4:1.  T'he  sinitum  smear  and  culture  indicatcal 
negative  results  for  acid-fast  bacilli.  T'he  urine 
and  stool  smear  and  culture  also  disclosed  nega- 
tive findings.  T'he  Kahn  test  indicated  nega- 
tive results. 

The  patient  was  placed  on  bed  rest  and  was 
given  a course  of  Signemycin  and  M}'costatin. 
For  a period  of  about  ten  days  he  continued  to  run 
a low-grade  fever  and  showed  no  improvement  at 
all.  He  was  discharged  on  November  24,  1956,  as 
unimproved. 

Following  discharge,  the  pati(>nt  began  to  show 
a gradual  downhill  course  which  became  so  severe 
that  it  was  necc'ssary  to  give  him  some  additional 
form  of  therapy.  Since  tub(>rculosis  still  seemed 
to  be  a very  good  possibility,  he  was  given  a 
course  of  Rimofon  plus  para-aminosalicyclic  acid 
and  dihydrostreptomycin.  At  the  end  of  two 
weeks,  his  voice  was  restored;  however,  he  con- 
tinued to  have  epigastric  abdominal  pain  and 
vomiting  which  necessitated  rehospitalization. 

The  patient  was,  therefore,  rehospitalized  at 
one  of  the  hospitals  in  Brooklyn  on  January  1 1 , 
1957,  and  remained  there  until  February  8,  1957. 
The  physical  findings  at  that  hospital  were  the 
same  as  those  at  the  Carson  C.  Peck  IMemorial 
Hospital  except  that  he  had  increasing  signs  of 
intestinal  obstruction. 

Laboratory  findings  at  that  time  were  as  fol- 
lows : 

The  hemoglobin  was  14  Gm.  per  100  ml.; 
the  white  blood  count  was  9,700  per  cubic  milli- 
meter; the  hematocrit  was  43;  the  differential 
blood  count  consisted  of  87  per  cent  polymor- 
phonuclear cells,  4 per  cent  bands,  and  9 per  cent 
lymphocytes;  the  sputum  indicated  negative 
findings  for  acid-fast  bacilli  and  neoplastic  cells 
and  the  urine  disclosed  negative  findings  for  acid- 
fast  bacilli;  the  blood  glucose  was  70  mg.  per 
100  ml.;  the  blood  urea  was  12  to  16  mg.  per 
100  ml. : the  total  j)rotein  was  7.8  Gm.,  the  serum 
albumin  was  4.3;  the  serum  globulin  was  3.5; 
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Fig.  2.  Barium  enema  demonstrating  the  involve- 
ment of  ileocecal  region. 


the  albumin-globulin  ratio  was  1.2:1;  the  tlnmiol 
turbidity  was  1.5  units;  the  total  cholesterol  was 
293  mg.  per  100  ml.;  the  free  cholesterol  was  79 
mg.  per  100  ml.;  the  erj'throcyte  sedimentation 
rate  was  34  mm.  per  hour ; and  the  tuberculin  test 
indicated  negative  results  with  a ratio  of  1 :1,000. 
A sputum  culture  revealed  Candida  albicans  and 
Staphylococcus  aureus. 

A repeat  barium  enema  taken  at  this  hospital 
reported  that  the  findings  in  the  ileocecal  region 
were  consistent  with  neoplastic  infiltration  and 
early  intestinal  obstruction  (Fig.  2).  The  x-ray 
film  of  the  chest  indicated  no  change.  The 
hematology  consultation  on  January  21,  1957,  re- 
vealed nothing  of  significance.  The  patient  was 


seen  in  consultation  by  the  gastroenterologist  who 
ad^^sed  exploration. 

Accordingly,  the  patient  was  transferred  to 
the  surgical  si'rvdce  on  January  18,  1957,  because* 
of  continuing  signs  of  intestinal  obstruction  which 
did  not  justify  further  delay.  An  exploratorv 
ojieration  was  jierformed  on  .fanuary  22,  1957. 

The  findings  were  as  follows: 

J’he  ileoec'cal  area  was  bound  down  in  an  in- 
flammatory mass,  'riu*  serosal  surface*  of  tla* 
e*e*e*um  le)e)ke*el  he*me)rrh;igic  anel  was  ejuite*  fri:d)le*. 
The  se*re>sal  sui'faee*  eever  the*  e*e*cum  was  stuilele*el 
with  nume*re)us  miliar}'  ele*j)osits  me*asuring  a 
fnictieen  of  a millime*te*i'  in  eliame*te*r.  The* 
mese*nte*iy  was  met  thicke*ne*el,  anel  the  noeles  we*re* 
not  e*nlarge*el.  There  were*  no  signs  of  intestinal 
obstruction  at  the  ope*rating  table.  The  re- 
maineler  of  the  small  bowel  was  normal.  The* 
involveel  are*as  of  the  ileum  measureel  12  to  18 
inches  anel  were  resected. 

IVniOLOGic  IlEpeiRT. — Gross. — The*  s])e*cimen 
labeleel  “jiortion  eif  ileum”  me*asure*el  28  cm.  in 
length  anel  2.5  cm.  at  its  avemge  exte*rnal  eliam- 
eter.  The  sereesal  surface  was  smooth,  gliste*ning, 
anel  j)inkish-re*el  in  color.  On  one  siele,  through 
the  entire  le*ngth  of  the  sjiecimen,  a moelereite 
amount  of  bright  yellow  globules  of  aelipose  tissue 
was  attacheel.  About  8 cm.  from  one  cut  enel 
numerous  grayish-yellow  noelules  measuring  up 
to  0.1  cm.  in  size  were  noteel.  On  close  examina- 
tion some  of  the  noelules  coalesceel  with  one 
another,  anel  this  occupieel  the  entire  circum- 
ference of  the  ileum;  the  extent  of  this  measured 
5.5  cm.  This  area  was  elull  anel  opaque  as  com- 
jiareel  with  the  rest  of  the  serosal  surface.  At  the 
center  of  this  lesion  there  was  an  area  which 
measured  about  1 cm.  in  size  where  the  serosal 
surface  was  minimally  involved.  The  mucosal 
surface  was  pink-red  in  color  and  with  its  usual 
rugal  folels.  Underlying  the  serosa  there  were 
two  ulcers  about  1 cm.  in  size  (Fig.  3).  One 
section  from  the  normal  looking  mucosa  and  two 


Fig.  3.  (A)  Portion  of  ileum,  28  cm.  in  length  and  2.5  cm.  in  diameter.  {B)  Open  specimen  of  ileum 

demonstrating  two  ulcers,  1 cm.  in  size.  Ulcer  involves  only  mucosa,  and  base  is  congested  with  sloping 
edges. 
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Fig.  4.  (-4)  Microscopic  section  showing  heavy  infiltration  by  lymphocytes,  plasma  cells,  and  macro- 

})hages.  Numerous  tubercles  made  up  of  epithelioid  cells,  with  lymphocytes  and  ))lasma  cells.  Many  giant 
cells  of  the  Langhans’  type  are  noted  within  and  arovmd  tubercles  and  about  areas  of  casc'ation  necrosis. 
Granulomatous  process  involves  entire  thickness  of  the  wall  up  to  serosa.  (B)  Same  section  under  high- 
power  magnification. 


sections  from  the  ulcers  were  taken  for  study. 

^Microscopic  Report.' — The  preparation  fi-om 
the  normal-looking  mucosa  showed  no  features  of 
note  except  for  some  lymphocytes  and  plasma 
cells  at  the  serosa.  The  other  preparations 
showed  the  lining  ejiithelium  to  be  mostly  de- 
nuded, and  an  ulcer  was  noted  in  one  area.  The 
subjacent  tissue  was  infiltrated  heavily  with 
lymphocytes,  plasma  cells,  and  macrojihages. 
There  were  numerous  tubercles  made  up  of  ('jii- 
theloid  cells  with  Ivmphocj’tes  and  plasma  cells. 
Many  giant  cells  of  the  Langhans’  t3*pe  are  noted 
within  and  around  the  tubercles  and  about  areas 
of  caseation  necrosis.  A granulomatous  process 
involved  the  entire  thickness  of  the  wall  up  to  th(' 
serosa.  The  adjacent  tissue  was  infiltratc'd 
hcavih'  bj-  ly’inphocj’tes,  plasma  cells,  and  here 
the  muscle  fibers  were  replaced  lyy  fibrous  tissue 
jiroliferation  (Fig.  4).  Postoperativeh',  the  pa- 
tient had  an  uneventful  course. 

In  view  of  the  pathologic  diagnosis  of  tuber- 
culosis, the  patient  was  placed  on  isoniazid,  para- 
aminosalicjdic  acid,  and  stn'ptomj'cin.  On 
Februaiy  14,  1957,  after  four  weeks  of  incubation, 
the  sputum  showed  m3'cobacterium  tuberculosis, 
and  again  on  Februaiy  28,  1957,  after  six  weeks  of 
incubation,  the  culture  also  revealed  jiositive 
findings.  The  patient  was  therefore  transferrc'd 
to  one  of  the  tuberculosis  hosiiitals  in  Brookl3'n 
but  nunained  there  for  a short  period  of  time. 
Subsequentl3'  he  was  transferred  to  a sanatorium 
and  receiv'ed  therajy  for  a period  of  four  months. 

An  x-ra3'  film  of  the  clu'st,  taken  on  June  8, 
1957,  revealed  (considerable  iinjirovement  in 
both  lung  fields  (Fig.  5).  'riu'rcc  was  markc'd 
resolution  of  the  jn’evious  areas  of  infiltration  and 


Fig.  5.  X-ray  film  of  chest  taken  on  June  8. 
1957,  showing  marked  imiirovement  in  both  lung 
fields  and  a resolution  of  previous  areas  of  infiltra- 
tion. 

no  evidemee  of  aiyv  cavitation.  The  general 
condition  of  this  jiatient  had  also  improved. 
He  gained  10  pounds  since  th(>  onsc't  of  his  illness, 
and  his  appetite  was  good  with  no  gastrointestinal 
distn>ss  whatsoever. 

On  Juh'  4,  1957,  while  at  the  sanatorium,  this 
jiatient  devadoped  sevc're  abdominal  jiain.  'Flu' 
pain  was  of  a colick3'  nature  and  was  present  in 
th('  entire  abdomen  but  radiated  down  to  the 
right  lower  quadrant.  A tentative  diagnosis  of 
acute  ajipendicitis  was  made,  and  the  patient  was 
transferred  to  his  home  to  be  examined  1)3^  his 
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private  ph3'sician.  At  the  time  of  his  ariival 
five  hours  later,  the  patient  appeared  to  be  in 
shock.  His  blood  pressure'  was  90/70,  his  color 
was  markedh'  pale,  he  perspired  profusely, 

I and  he  complained  of  generalized  abdominal 
pain.  A careful  examination  of  the  abdomen  re- 
vealed marked  rigidity  and  tenderness  in  the 
right  lower  quadrant.  A rectal  examination  re- 
vealed mai'ked  tenderness  of  the  pelvic  perito- 
neum. A provisional  diagnosis  of  a ruptured 
viscus  was  made.  Th(>  patient  was  given  seda- 
tion and  transferred  to  the  Carson  C.  Peck 
^lemorial  Hospital.  He  was  seen  within  the 
hour  bj-  Dr.  Luongo  who  concurred  in  the  diagno- 
sis of  ruptured  viscus,  and  immediate  operative 
preparations  were  instituterl.  The  patient  was 
given  adequate  fluids  and  blood,  and  the  oj^era- 
tion  was  performed  on  July  5,  1957. 

At  operation  the  findings  were  general  ])eri- 
tonitis  secondary  to  perforation  of  the  terminal 
ileum.  The  procedure  performed  was  a light 
hemicolectomy  including  excision  of  the  terminal 
ileum. 

The  findings  in  detail  at  operation  were : 

On  opening  the  peritoneum  there  was  an  escape 
of  thin  peritoneal  exudate,  and  a culture  was 
taken.  An  examination  revealed  a perforation  of 
the  terminal  ileum  from  which  bowel  content  was 
pouring  ver}*  activeh’.  The  entire  terminal 
ileum  was  the  seat  of  an  acute  suppurative  proc- 
ess. The  caput  cecum  was  firmlj'  bound  down  to 
the  right  peritoneal  wall.  It  too  was  covered  b}' 
exudate.  In  view  of  the  fact  that  this  patient 
had  been  operated  on  in  February  of  the  same 
year  for  a tuberculous  ulcer  of  the  terminal  ileum, 
at  which  time  a segmental  resection  of  the  ileum 
was  performed,  and  an  ileotransversotomj'  (this 
was  an  exclusion  procedure  which  apparentl}’ 
had  failed  to  eradicate  this  patient’s  disease),  the 
indication  here  was  for  a removal  of  the  diseased 
terminal  ileum  and  a completion  of  the  right 
hemicolectomy,  which  were  performed. 

Following  the  operation,  the  patient  was 
treated  with  adequate  amounts  of  fluid.  He 
made  an  uneventful  recoveiy.  He  was  con- 
tinued on  para-aminosalicylic  acid,  streptomj'cin, 
and  isoniazid  and  discharged  in  good  condi- 
tion approximatelj’  twenty-one  daj'S  after  opera- 
tion. Since  discharge  the  patient  has  continued 
to  be  asymptomatic. 

A recent  x-ray  film  of  the  pa'  ient’s  chest  appears 
to  indicate  that  the  chest  is  free  of  any  tuber- 
culous infection,  as  are  his  sputums.  An  x-raj’ 


film  of  the  chest  taken  in  Januaiy,  1960,  shows 
much  the  same  results  as  the  one  taken  on  .lune  S, 
1957. 

Comment 

This  case  presents  several  interesting  facets. 
First,  the  presenting  s.ymptoms  in  this  case  were 
those  of  hoarseness,  loss  of  weight,  anorexia,  and 
general  debility.  Although  tuberculosis  ap- 
peared to  be  a good  possibility,  radiographs  of  the 
chest  were  not  conclusive.  Added  to  this  diffi- 
cultly was  the  presence  of  n'peated  negative 
findings  in  the  sputum  which  indicated  positive 
findings  only  after  several  months  of  examination. 
It  was  the  subsequent  development  of  abdominal 
symptoms  and  the  appearance  of  the  gastroin- 
testinal studies  referable  to  the  ileocecal  region 
which  made  the  possibilitj^  of  tuberculosis  all 
the  more  likelj^  since  the  presence  of  intestinal 
s.vmptoms  was  coupled  with  pulmonary'  findings. 

At  this  point  it  is  important  to  bring  out  the 
fact  that  a physical  examination  is  of  little  aid  in 
intestinal  tuberculosis  because  it  reveals  no 
characteristic  findings  other  than  a pale  patient 
with  some  abdominal  tenderness.  It  is  also  im- 
portant to  note  that  radiograpliic  studies  provide 
the  onlj'  way  to  establish  the  diagnosis  of  intesti- 
nal tuberculosis.  Both  the  barium  enema  and 
the  motor  meals  should  be  performed.  The 
ileum  will  show  segmentation  and  also  a dilatation 
of  the  ileal  loops.  The  cecum  may  show  an 
ulcer  crater,  a persistent  irregularity  or  a loss  of 
haustrations,  and  continuous  spasm. 

Stierlin,  in  1911,'“  described  the  sign  of  cecal 
tuberculosis  which  has  been  noted  frequently 
since.  This  sign  shows  that  in  cases  of  tuber- 
culosis of  the  cecum  and  ascending  colon,  marked 
ii-ritability  was  seen  in  these  areas,  and  there  was 
a tendency  of  these  areas  to  empt>'  themselves  of 
the  barium  promptly.  Unfortunately,  this  sign 
is  not  pathognomonic  of  tubercle  bacilli  and  may 
be  found  in  carcinoma,  regional  ileitis,  and  several 
other  conditions  involving  the  ascending  colon. 

One  learns  from  a case  of  this  type  that  when 
one  is  in  doubt  and  when  a lesion  of  the  ileocecal 
region  of  undetermined  origin  is  found,  it  is 
essential  that  exploration  not  be  delayed  un- 
necessarilj’,  particular!}'  when  a neoplasm  is  con- 
sidered. It  should  also  be  kept  in  mind  that 
sputum  examinations  showing  negative  results 
do  not  necessarily  rule  out  the  presence  or 
absence  of  pulmonary  tuberculosis.  One  must  be 
extremely  careful  to  look  for  active  pulmonary 
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tuberculosis,  and  extreme  caution  must  be  exer- 
cisc'd  in  ojrerating  on  intestinal  tubercidous 
lesions,  since  many  of  these  patients  ha\’e  active 
pulmonary  tuberculosis  as  well. 

Uncomplicated  tuberculous  enteritis  has  been 
treated  successfully  with  antimicrobial  therajiy.®’^ 
'I'here  arc'  ver}"  few  indications  for  surgical  inter- 
vention. These  are  usually  found  in  the  compli- 
cations that  arise  in  cases  of  intestinal  tuber- 
cidosis.  Complications  such  as  hemorrhage, 
obstruction,  perforation  with  abscess,  preperfora- 
tion, and  fistcda  formation  are  some  of  the  indica- 
tions for  surgical  intervention.  Fortunately, 
these  complications  are  not  common.^’®  It  might 
be  added  that  ileocecal  involvement  with  de- 
struction maj^  respond  to  intensive  medical  treat- 
ment.' There  are  more  indications  for  explora- 
tion, such  as  nonpulmonary  tuberculosis  with 
symptoms  of  acute  appendicitis.  Cases  of  this 
t.ype  shoidd  be  explored  to  avoid  catastrophies 
that  may  develop  from  a perforated  appendix  in  a 
])ati('ut  who  is  already  suffering  from  ]rulmonary 
tuberculosis.  Schaffner,*  in  a series  of  101  cases 
o]x‘rat('d  on,  found  that  80  per  cent  of  the  cases 
had  simple,  acute  appendicitis  while  20  per  cent 
had  tuberculosis  of  the  appendix.  These  cases 
w('re  treated  either  by  a simple  appendectomy  or 
by  an  added  partial  resection  of  the  cecum, 
'rhe  patient  who  presents  an  ileocecal  lesion  with 
no  irulmonary  manifestation  and  the  patient  who 
lias  had  an  ileocecal  lesion  and  pulmonaiy 
cavitary  or  noncavdtary  disease  in  which  no 
tubercle  bacilli  have  been  or  can  be  isolated  should 
b('  explored  with  the  aim  of  establishing  a defini- 
tive diagnosis  and  also  for  the  purposes  of  ex- 
cluding a malignant  disease.  Now  more  than 
ever,  because  we  have  some  form  of  specific 
therapy  for  tuberculosis,  it  becomes  more  es- 


sential to  arrive  at  a definitive  diagnosis  as  soon 
as  feasible. 

Snmtnary 

1 . The  pi'oblem  of  coexistent  pulmonarj’  and 
ileocecal  disease  has  been  presented. 

2.  The  coexistc'iit  pulmonary  and  intestinal 
tubc'rculosis  in  the  light  of  present  antitubercu- 
losis therapy  has  been  re-evaluated. 

3.  A case  of  advanced  pulmonarj'  and  ileo- 
cecal tuberculosis  has  been  reported. 

4.  A bi'ief  comment  of  the  management  of 
such  a case  has  been  cited. 

5.  The  importance  of  early  surgical  inter- 
vention and  definitive  diagnosis  has  been  stressed. 

6.  Extreme  caution  should  be  exercised  in  ex- 
ploring abdominal  tuberculosis  by  itself,  since 
maii}^  patients  have  pulmonary  tuberculosis  as 
well. 

lOGO  OcE.xN  Avenue,  Brooklyn  2G 
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One  Way  to  Condense  Statistics 


An  educational  mission,  composed  of  100  men  and 
4 women,  was  sent  to  one  of  the  underdeveloped 
nations.  Soon  after  their  arrival  two  of  the  women 
were  married  to  two  of  the  men  with  whom  they 
were  working.  This  item  was  duly  reported  in 
one  of  the  progress  reports.  When  the  report  reached 
Washington  it  was  turned  over  to  a clerk  with  in- 


structions to  boil  it  down  into  statistics  before  it 
went  to  the  project  director.  When  the  condensed 
version  was  submitted  the  social  note  mentioned  was 
recorded  as  follows:  During  the  first  three  months 
the  mission  was  in  the  field  2 per  cent  of  the  men 
married  50  per  cent  of  the  women. — The  Little 
Gazette,  Medicine  at  Work 
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Comments  on  Soviet  Medicine 

ARNOLD  LIEBEKMAN,  M.D.,  NEW  YORK  CITY 


Much  confusion  can  be  avoided  if,  at  the 
very  outset,  we  clarify  the  tliree-tiered 
sj’stem  of  Russian  medical  education.  This  has 
been  a unique  product  of  sheer  necessit}',  although 
its  roots  go  back  a good  two  hundred  years. 

Briefly,  at  the  lowest  level  there  is  the  “fel’sher” 
comprising  the  lower  medical  personnel.'  The 
word  comes  from  the  eighteenth  century  German 
term  “feldchir”  (“feld,”  field;  “chir,”  first  syl- 
lable of  chirurgeon).  Immediately  after  World 
War  I these  people  were  turned  loose  after  only 
one  year  of  lectures;  later,  they  n'cc'ived  onl\- 
two  years. 

I'lie  middle  medical  personnel  consists  of  the 
physicians,  “vrachy,”  the  last  letter  rhyming 
with  “thee.”  A three-year  eourse— now  four — 
graduates  the  “vrach.”  She  (they  are  mostly 
women)  receives  in  pay  less  than  a highly  skilled 
worker,  to  say  nothing  of  a skilled  engineer.^ 

The  upper  3 per  cent  or  so  of  the  middle  med- 
ical personnel,  these  “vrachy,”  are  recalled  for 
what  we  in  America  would  call  genuim'  medical 
training:  first,  one  year  of  genuine  clinical  .stud}', 
not  just  lectures  learned  by  rote;  then,  a ])re- 
liminary  screening  e.xam,  after  which  the  suc- 
cessful individual  becomes  a “candidate  for  the 
degree  of  Doctor  of  Medicine.”  This  is  the  first 
time  that  the  word  doctor  is  used  in  this  specific 
fashion.  Then  there  follow  three  }’ears  of  what 
we  would  agree  is  residency  training.  This  is  con- 
cluded by  a written  thesis  and  a comprehensive, 
Ph.D.-type,  examination.  This  fortunate  indi- 
vidual now  joins  the  ranks  of  the  upper  medical 
personnel,  the  Doctors  of  INIedicine.  Actually, 
he  reaches  the  level  of  our  board  men;  in  practice, 
he  can  be  considered  the  equal  of  any  of  his  peers 
in  the  world.  He  (they  are  usuall}'  men)  is  now 
in  line  for  a position  as  teacher,  chief  of  a hospital 
staff,  academician,  and  so  forth.  Salary  wise, 
these  doctors  are  in  the  very  top  echelons  of  the 
elite  of  Russia,  earning  ten  times  the  income  of 
an  ordinary  vrach. 

The  Russian  vice  minister  of  health,  Victor 
Zhdanov,  has  much  of  this  material  in  his  speech 


delivered  at  Rochester,  New  York,  in  June,  1900.’ 
He  calls  the  “fel’shers,”  assistant  doctors.  He 
lumjis  them  with  midwives  and  mmses,  and  con- 
sequently his  figures  are  confusing.  Namely, 
he  states  that  before  World  War  I all  of  Russia 
had  only  some  23,000  doctors.  These  were  con- 
centrated mostly  in  the  largei’  centers  of  Russia 
itself  so  that  the  ])cri])hery  was  deprived  of  all 
medical  staffing.  At  the  end  of  the  Civil  War — 
the  time  when  the  Holsheviks  assumed  power — 
there  were  only  some  10,000  doctors  left.  Then 
he  goes  on  to  say  that  “in  1940  the  number  of 
doctors  had  increased  to  140,700,  reaching  the 
figure  of  340,000  at  tlu^  jiresent.”  He  does  not 
.state  that  the  “vrachy”  are  lumiK'd  by  him  with 
the  doctors.  He  sim])ly  lumps  the  middle  and 
upper  medical  personnel  together  and  arrives  at 
the  impressive  total  just  given.  Also,  he  states 
that  “the  annual  output  of  doctors  is  15,000  to 
16,000”;  he  omits  the  fact  that  he  is  now  talking 
about  middle  medical  personnel,  that  is,  vrachy 
or  physicians.  Nowhere  is  the  li.stener  given  to 
understand  that  only  some  3 per  cent  of  this  num- 
ber become  quahfied  as  Doctors  of  IMedicine,  the 
U])per  medical  personnel  we  have  previously  de- 
scribed. 

The  comparison  with  the  ])r(!war  number  of 
23,000  becomes  much  less  impressive  if  we  take 
3 per  cent  of  the  number  as  quoted.  It  is  certain 
that  Zhdanov  must  know  the  exact  number  of 
Doctors  of  Medicine  extant  in  Russia  today. 
However,  he  appeared  to  evade  that  question 
while  in  this  country.  Also,  I have  been  unable 
to  get  m}'self  understood  when  I asked  this 
question.  Now  the  Russian  performance  since  the 
Revolution  of  1917  has  been  creditable  enough 
that  they  should  not  have  to  do  this  in  the  in- 
terest of  propaganda  or  otherwise.  Still,  it  does 
pei'init  certain  writers  to  become  confused  on  the 
distinction  between  a vrach  or  physician,  and  a 
Doctor  of  Medicine.’  The  course  in  Russia  for 
an  individual  going  on  to  become  a doctor  is  quite 
rigorous  as  we  have  explained.  In  fact,  if  we 
compare  the  six-year  course  taken  by  the  doctors 
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ill  Russia  witli  our  host  schools,  the  Russians 
clearly  get  the  hi'tter  of  it;  that  is  why  I make  the 
lioiiit  that  the  Russian  doctors  hear  comiiarison 
with  our  board  men.  However,  let  us  not  forget 
that  only  3 per  cent  of  the  vrachy  go  on  to  become 
doctors.  In  my  opinion,  it  would  be  a distortion 
of  the  actual  situation  were  we  to  overlook  this. 

That  3 per  cent  figure,  however,  may  no  longer 
be  true.  ^ly  reason  for  saying  this  is  as  follows: 
In  Czechoslovakia  there  is  considerably  less 
secrec,y  on  the  number  of  true  doctors  jiut  out. 
The\'  even  invite  forc'ign  students.^  We  know 
that  Czeehoslovakia  jiuts  out  somewheri'  between 

1.000  and  2,000  doctors  yi'arly.  If  it  is  true  that 
Russia  jxits  out  a somewhat  greater  number — 
a statement  attributed  to  a Czech  official  who 
would  not  be  quoted  officially — then  the  number 
of  doctors  being  put  out  by  Russia  has  been  in- 
creasing so  that  they  graduate  somewhere  over 

2.000  yearly.  The  3 per  cent  might  become 
10  per  cent  plus.  That  would  be  most  interesting 
and  confirmatory  of  the  fact  that  medicine  in 
Russia  has  been  acquiring  greater  juiorities  in 
the  last  year  or  so.  That  is  whj'  one  feels  baffled 
at  not  being  able  to  obtain  such  a simple  sta- 
tistic as  the  actual  number  of  upper  medical  per- 
sonnel being  graduated  in  Russia  today. 

L(>t  me  quote  from  a ])revious  article:  “It  ap- 
])oars  that  the  Kremlin  is  beginning  to  think  se- 
riously of  exporting  real  doctors  to  backward 
countries.  There  is  a growing  impression  that 
such  a decision  has  been  made.  This  will  reflect 
itself  in  rising  medical  standards.  We  only  have 
to  draw  a parallel  with  our  own  Flexner-Rocke- 
feller  report.  Let  us  not  forget  that  Ru.s.sian 
implementation  will  be  ruthlessly  total.”® 

Zhdanov®  tells  us  again  that  there  are  644 
medical  schools  training  fel’shers,  midwives,  and 
nunses;  there  are  76  medical  institutes  for  the 
training  of  the  physicians  or  vrach.y.  Then  he 
j)roceeds  with  a succinct  summary  of  “the  net- 
work of  medical  institutions  presently  func- 
tioning . . . the  main  tj'pe  is  a combined  in- 
ane! out-patient  hospital  staffed  with  sectional 
internists  and  pediatricians  and  having  special 
dei)artments  all  of  which  serve  part  of  the  terri- 
tory of  a cit.y  with  a population  of  15,000  to 

30.000  ...  . 

“In  1956  there  were  1,360,000  beds,  i.e.,  about 
70  beds  ])er  10,000  po])ulation.  In  the  same  year 
610  million  persons  a))i)lied  to  out-patient  clinics 
and  16  million  people  entered  the  hos])itals.” 

Most  instructive  is  his  frank  statement:  “Due 


to  the  fact  that  the  territor}'  of  our  countr}-  is  very  • 
big  and  its  iK)])ulation  is  v(>r>'  .scattered,  the 
UK'dical  network  in  rural  localities  is  based  on  tlie 
following  luinciples.  In  a district — an  admin- 
istrative unit  with  a ])opulation  of  .say  50,000 
there  is  a district  hosjjital  staffed  with  not  less 
than  .six  to  seven  i^rincipal  specialists;  three  to 
four  villages  are  served  by  a small  hospital  with 
tw'o  or  three  physicians;  in  some  of  the  smaller 
villages  ambulatory  units  are  set  up  which  in- 
clude a ])h3'sician  in  some  units,  a fel’sher  and  a 
midwife.” 

It  is  interesting  to  pick  u))  a Russian  text  on 
])harmacology  and  observe  the  amount  of  space 
devoted  to  such  things  as  the  medications  used 
in  the  antiplague  network  of  stations,  cholera 
control,  “summer  diarrhea,”  tuberculosis,  ve- 
nereal disease,  and  so  forth.'  Furthermore,  this 
standard  text  used  for  the  instruction  of  the 
phj’sicians  is  on  a level  of  instruction  which,  I 
believe,  is  not  quite  on  the  level  of  that  used  for 
teaching  nur.ses  in  this  country. 

Of  counse,  a great  deal  of  first  class  wmrk  is  done 
in  the  larger  resc'arch  institutes  and  Moscow 
hospitals  of  the  Botkin  type.  As  part  of  the  cul- 
tural exchanges  going  on,  there  have  been  several 
missions  from  this  country  that  have  had  an 
opportunity  to  take  a good  look  at  present-day 
Russian  teaching  and  research.  Their  reports 
are  clear  and  detailed  and  show  a realistic  ajr- 
praisal  of  wdiat  they  saw'.®“'”  There  is  an  over-all 
ini])ression  of  unevenness:  good  teachers,  mostly; 
earnest  students  working  hard;  excellent  equip- 
ment but  sometimes  little  of  it;  also,  a lot  of  ex- 
pansion and  an  over-all  . sense  of  progress. 
Some  British  doctors  visiting  Russia  reach  the 
same  conclusions,''  and  the  Ru.ssians  themseh'es, 
at  times,  are  rather  frank  in  their  self-criticism.'® 

In  1958,  A.  D.  Gurewitsch,  M.D.,  of  New 
York  accompanied  Mrs.  Eleanor  Roosevelt  on  her 
trip  to  Russia.  The  magic  of  the  Roosevelt  name 
opened  many  hitherto-locked  doors  for  him. 
His  primary  interest  is  rehabilitation.  On  his 
return  from  Russia,  Dr.  Gurewitsch  gave  several 
public  lectures.  Verj'  definitely.  Dr.  Gurewitsch 
appeared  to  have  been  impressed  with  the  high 
quality  of  their  central  institute  for  the  making 
of  new'  j)rostheses.  He  thought  that  some  of  the 
devices  he  saw  were  superior  to  anything  known 
in  this  country.  Yet,  there  was  emphasis  by  the 
s])eaker  that  this  was  a pilot  project,  that  the 
contraptions  were  single,  handmade  units.  In 
other  words,  the  vast  army  of  crii^iflcs  loft  over 
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from  the  wars  derived  no  direct  benefit  whatever 
from  this  work.  It  was  just  as  if  the  Detroit  auto 
factories  were  to  hand-make  their  new  models 
and  then  not  follow  through  with  the  automated 
mass  production  of  the  cars.  When  Russian 
surgeons  devised  ingenious  vascular  stitching  in- 
struments and  Americans  placed  orders  for  them, 
these  latter  had  to  wait  a very  long  time  indeed. 
^Vhy?  Because  each  order  had  to  be  filled  by 
hand;  there  was  no  provision  for  mass  produc- 
tion. 

In  summary,  then,  there  are  several  points  to 
be  made. 

The  Russians  have  de\dsed  a three-tiered 
system  of  medical  education:  (1)  lower  medical 
personnel  consisting  of  fel’shers,  nurses,  and 
midwives;  (2)  middle  medical  personnel  con- 
sisting of  physicians,  the  vrachy;  and  (3)  upper 
medical  personnel  which  includes  the  individuals 
actually  called  Doctors  of  Medicine.  These  ma\' 
be  equated  with  our  board  men  for  the  reasons 
adduced  previously.  A clear  understanding  of 
these  semantic  nuances  avoids  unbridled  en- 
thusiasm for^  and  indignant  rebuttal  of‘^  the 
evident  error. 

The  Russians  have  improved  greatly  the  medi- 
cal care  available  in  the  days  of  the  czar,  but  their 
j)ersonnel  is  stretched  very  thin,  and  they  have  a 
long  wa}'  to  go  to  catch  up  (but  they  are  coming 
fast).  In  many  ways,  their  present  status  is 
reminiscent  of  America  at  the  time  of  the  1911 
Flexner-Rockefeller  report. 

In  the  Russia  of  today,  the  upper  medical 
personnel,  the  Doctors  of  Medicine,  are  furnish- 
ing excellent  care  at  the  great  medical  schools 
and  at  such  special  centers  for  the  Communist 
elite  as  the  Kremlin  Hospital.  All  Soviet  citi- 
zens are  equal,  but  some  are  very  much  more 


equal  than  others.  The  bulk  of  the  population 
gets  care  from  the  vrachy;  the  very  periphery  of 
the  remote  villages  is  staffed  by  fel’shers. 

Comment  on  Russian  matters  currently  has  to 
be  tempered  with  caution  to  make  allowance  for 
propaganda  distortions. In  spite  of  gaps  in  our 
knowledge,  one  cannot  but  be  impressed  by 
their  very  solid  accomplishments. 

1270  Firm  Avenuk,  New  Youk  29 
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Emily  Dunning  Barringer,  M.D.,  of  New  Canaan, 
Connecticut,  formerly  of  New  York  City,  died  on 
April  8 at  the  age  of  eighty-four.  Dr.  Barringer 
graduated  in  1901  from  Cornell  University  Medical 
College.  Retired,  she  was  a consultant  in  obstetrics 
and  gynecology  at  Kingston  Avenue  Hospital  and 
a consulting  physician  at  the  New  York  Infirmary. 
The  first  woman  to  serve  on  the  staff  of  a general 
municipal  hospital  in  New  York  City,  Dr.  Barringer 
was  a leader  in  the  fight  for  recognition  of  women 
physicians  and,  as  chairman  of  a special  commission 
of  the  American  Medical  Women’s  Association, 
helped  secure  commissions  for  women  physicians 
in  the  Army  and  Navy  Medical  Corps  in  1943. 
Dr.  Barringer  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  New  York  Acad- 
emy of  Medicine,  the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the  State  of 
New  York. 

Charles  B.  Dugan,  M.D.,  of  Grand  Rapids, 
Michigan,  formerly  of  Beacon,  died  on  February  24 
at  the  age  of  eighty-six.  Dr.  Dugan  graduated  in 
1910  from  the  University  of  Michigan  Medical 
School.  He  served  as  the  first  city  health  officer 
of  Beacon  and  held  this  post  for  thirty-three  years. 
Retired  in  1946  from  the  post  of  city  health  officer 
and  private  practice  in  1959,  Dr.  Dugan  was  a 
member  of  the  Dutchess  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Alfred  Faiella,  M.D.,  of  Yonkers,  retired, 
died  on  April  8 aboard  the  cruise  liner  Santa  Sofia 
at  the  age  of  seventy-six.  Dr.  Faiella  graduated 
in  1906  from  New  York  University  and  Bellevue 
Hospital  Medical  College.  A founder  and  president 
of  the  Yonkers  Professional  Hospital,  he  had  served 
as  deputy  health  commissioner  of  Yonkers  for  forty- 
five  years  and  was  former  chief  of  staff  of  St. 
Joseph’s  Hospital.  Dr.  Faiella  was  a member  of 
the  Yonkers  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Frank  Carmine  Furlong,  M.D.,  of  Schenectady, 
died  while  vacationing  in  Fort  Lauderdale,  Florida, 
on  February  12  at  the  age  of  seventy.  Dr.  Furlong 
graduated  in  1914  from  Albany  Medical  College. 


He  was  a consultant  in  otolaryngology  at  Ellis 
and  Schenectady  Rehabilitation  and  Day  Hospitals, 
and  East  New  York  Dispensary  and  Community 
Hospital  of  Schoharie  County,  and  an  attending 
otolaryngologist  at  St.  Clare’s  Hospital.  A past- 
president  of  the  Eastern  New  York  Eye,  Ear,  Nose 
and  Throat  Assocation,  president  of  the  Schenectady 
County  Medical  Society  in  1955,  and  former  pres- 
ident of  the  Albany  Medical  College  Alumni  As- 
sociation, Dr.  Furlong  was  a Dipolmate  of  the  Amer- 
ican Board  of  Otolaryngology  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology, the  American  Otorhinologic  Society 
for  Plastic  Surgery,  the  Eastern  New  York  Eye, 
Ear,  Nose  and  Throat  Association,  the  American 
Geriatrics  Society,  the  Schenectady  County  Medical 
Society,  and  the  Medical  Society  of  the  State  of 
New  York. 

H.  M.  Gasparian,  M.D.,  of  Cornwall,  died  on 
March  9 at  his  home  at  the  age  of  fifty-seven.  Dr. 
Gasparian  received  his  medical  degree  from  the 
University  of  Heidelberg  in  1932.  He  was  an  attend- 
ing in  pathology  at  St.  Anthony’s  Hospital  in  War- 
wick and  an  attending  in  radiology  and  pathology 
at  Cornwall  Hospital.  Dr.  Gasparian  was  a Diplo- 
mate  of  the  American  Board  of  Radiology  (Diag- 
nostic Roentgenology  and  Therapeutic  RadiologjO, 
a Fellow  of  the  College  of  American  Pathologists, 
a Member  of  the  American  College  of  Radiolog3', 
and  belonged  also  to  the  American  Society  of  Clinical 
Pathologists,  the  New  York  Roentgen  Society,  the 
New  York  State  Society  of  Pathologists,  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Joseph  Harvey,  M.D.,  of  the  Bronx,  died  on 
April  3 at  the  Veterans  Administration  Hospital, 
Ellenville,  at  the  age  of  fifty-two.  Dr.  Harvey  re- 
ceived his  medical  degree  from  the  University  of 
Bonn  in  1938.  He  was  an  assistant  in  cardiovas- 
cular diseases  at  Morrisania  Hospital  and  a clinical 
assistant  in  cardiology  at  Lebanon  Hospital.  Dr. 
Harvey  was  a member  of  the  American  Geriatrics 
Society,  the  New  York  Cardiological  Society,  the 
Bronx  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Irving  Hyman,  M.D.,  of  Buffalo,  died  on  March 
7 at  Roswell  Park  Memorial  Institute  at  the  age  of 
fifty-two.  Dr.  H3TOan  graduated  in  1935  from  the 
University  of  Buffalo  School  of  Medicine.  Head  of 
the  Department  of  Neurology  at  the  University  of 
Buffalo  School  of  Medicine,  Dr.  Hyman  was  chief 
of  neurology  and  electroencephalography  at  Buffalo 
General  Hospital  and  chairman  of  neurology  and 
electroencephalography  at  Millard  Fillmore  Hos- 
pital as  well  as  a consultant  in  neurology  at  the 
Veterans  Administration  Hospital  and  Warsaw 
Community  Hospital.  Dr.  Hyman  was  a Diplo- 
mate  of  the  American  Board  of  Psychiatry  and 
Neurology,  a Fellow  of  the  American  Psychiatric 
Association,  and  a member  of  the  Association  for 
Research  in  Nervous  and  Mental  Disease,  the 
American  Academy  of  Neurology,  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Henry  Norman  Kenwell,  M.D.,  of  Buffalo,  died 
on  March  13  at  Millard  Fillmore  Hospital  at  the 
age  of  sixty.  Dr.  Kenwell  graduated  in  1925  from 
the  University  of  Buffalo  School  of  Medicine. 
Chairman  of  surgery  at  Millard  Fillmore  Hospital, 
he  was  also  an  associate  professor  of  surgery  at  the 
University  of  Buffalo  School  of  Medicine  and  an 
attending  in  surgery  at  Edward  J.  Meyer  Memorial 
Hospital.  A past-president  of  the  Buffalo  Surgical 
Society  and  the  Buffalo  Academy  of  Medicine,  Dr. 
Kenwell  was  a Dipolmate  of  the  American  Board 
of  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  also  of  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Bernard  Kohn,  M.D.,  of  New  York  City,  died 
on  November  15,  1960,  at  the  age  of  seventy-nine. 
Dr.  Kohn  graduated  in  1905  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Earle  Edward  Mack,  M.D.,  of  Syracuse,  died  on 
February  12  at  the  age  of  sixty-six.  Dr.  Mack  grad- 
uated in  1919  from  Syracuse  University  College  of 
Medicine.  He  was  an  honorary  physician  at  Uni- 
versity Hospital,  senior  attending  physician  in 
internal  medicine  at  St.  Joseph’s  Hospital,  and  a con- 
sultant in  internal  medicine  at  St.  Mary’s  Hospital. 
Dr.  Mack  was  a Fellow  of  the  American  College  of 
Physicians  and  a member  of  the  Syracuse  Academy 
of  Medicine,  the  New  York  Society  of  Internal 
Medicine,  the  Onondaga  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of  New  York. 


Joseph  William  Mooney,  M.D.,  of  Baj’side,  died 
on  April  4 in  New  Hyde  Park  at  the  age  of  sixty- 
four.  Dr.  Mooney  graduated  in  1925  from  George- 
town University  School  of  Medicine.  He  was  an 
associate  in  obstetrics  and  gymecology  at  City  Hos- 
pital at  Elmhurst  and  a former  chief  medical  officer 
of  the  New  York  National  Guard  with  the  rank  of 
lieutenant  colonel.  Dr.  Mooney  was  a Fellow  of  the 
International  College  of  Surgeons  and  a member  of 
the  Association  of  Military  Surgeons  of  the  United 
States,  the  New  York  Academy  of  Medicine,  the 
New  York  Celtic  Medical  Society,  the  Queens 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Leonard  Stevens  Nolan,  M.D.,  of  Auburn,  died 
on  November  5,  1960,  at  the  age  of  seventy-one. 
Retired,  Dr.  Nolan  graduated  in  1914  from  Syracuse 
University  College  of  Medicine.  He  was  a Member 
of  the  American  Psychiatric  Association. 

Helen  Letitia  Palliser,  M.D.,  of  Poughkeepsie, 
died  at  her  home  in  Sarasota,  Florida,  on  March 
8 at  the  age  of  seventy-eight.  Dr.  Palliser  grad- 
uated in  1914  from  Cornell  University  Medical 
College.  She  was  the  first  woman  ever  to  serve  as 
health  officer  of  Poughkeepsie,  which  post  she  filled 
from  1918  to  1922,  and  until  1944  also  served  as 
school  physician.  Retired  in  1947,  Dr.  Palliser 
was  the  first  president  of  the  Dutchess  County 
Branch  of  the  American  Cancer  Society  (1946  to 
1947),  from  1928  to  1943  was  chairman  of  the 
Dutchess  County  Medical  Society  cancer  com- 
mittee, and  was  president  of  the  Poughkeepsie 
Tuberculosis  Committee  from  1922  to  1941,  as  well 
as  a former  director  of  the  Dutchess  County  Health 
Association  from  1924.  Dr.  Palliser  was  a member 
of  the  Dutchess  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Albert  W.  Palmer,  M.D.,  of  Buffalo,  died  on 
March  11  at  the  age  of  eighty-two.  Dr.  Palmer 
graduated  in  1903  from  the  University  of  Buffalo 
School  of  Medicine.  For  twenty-five  years  he  was 
an  examining  physician  for  the  Northwestern  Mu- 
tual Life  Insurance  Company,  until  his  retirement  in 
1954  and  at  the  time  of  his  death  was  an  honorarj" 
physician  at  Mercy  Hospital.  Dr.  Palmer  was  a 
member  of  the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Donald  D,  Reals,  M.D.,  of  Utica,  died  on  Feb- 
ruary 17  at  his  home  at  the  age  of  sixty-eight. 
Dr.i  Reals  graduated  in  1917  from  Syracuse  Univer- 
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sity  College  of  Medicine.  He  was  an  attending  in 
anesthesiology  at  Utica  State  and  Marcy  State 
Hospitals,  and  an  honorary  attending  in  anes- 
thesiology at  Faxton  Hospital.  Dr.  Reals  was  a 
Fellow  of  the  American  College  of  Anesthesiologists 
and  a member  of  the  American  Society  of  Anesthesi- 
ologists, Inc.,  the  International  Anesthesia  Research 
Society,  the  Utica  Academy  of  Medicine,  the  Oneida 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Frank  E.  Spencer,  M.D.,  of  Plattsburgh,  died  on 
March  7 at  the  Champlain  Valley  Hospital  at  the 
age  of  seventy-six.  Dr.  Spencer  graduated  in  1908 
from  the  University  of  Toronto  Faculty  of  Medicine. 
Until  1915  he  was  a practicing  psychiatrist  at  Dan- 
nemora  and  Matteawan  State  Hospitals  at  which 
time  he  went  into  private  practice.  Dr.  Spencer 
was  a member  of  the  Clinton  County  Medical  So- 


ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Charles  Henry  Webster,  M.D.,  of  Ithaca,  died 
on  November  2,  1960,  at  the  age  of  eighty-two.  Dr. 
Webster  graduated  in  1904  from  Cornell  University 
Medical  College.  He  was  a member  of  the  Tompkins 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Tibor  W.  Wodraska,  M.D.,  of  Orangeburg, 
died  on  November  2,  I960,  at  the  age  of  forty- 
eight.  Dr.  Wodraska  received  his  medical  degree 
from  the  University  of  Bratislava  in  1939.  He 
was  supervising  psychiatrist  at  Rockland  State 
Hospital.  Dr.  Wodraska  was  a member  of  the  Rock- 
land County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Med- 
ical Association. 


Encouraging  Gains  in  Fight  Against  Cancer 


Because  of  the  heavy  death  toll  from  cancer,  the 
encouraging  gains  made  in  the  control  of  the  disease 
tend  to  be  overlooked,  according  to  statisticians  of 
Metropolitan  Life  Insurance  Company. 

Even  though  methods  of  treatment  have  been 
largely  limited  to  surgery  and  radiation,  much  prog- 
ress has  been  made  in  lengthening  the  life  of  cancer 
patients,  the  statisticians  point  out.  The  American 
Cancer  Society  estimates  that  if  all  patients  received 
early  and  adequate  treatment,  one-half  would  sur- 
vive at  least  five  years  after  diagnosis  of  the  disease. 

Some  indication  of  the  effect  of  the  detection  of 
cancer  at  an  early  stage  is  provided  by  a study 
sponsored  by  the  National  Cancer  Institute  of  the 
follow-up  records  of  117,000  patients  from  99  hos- 
pitals in  the  United  States. 

For  example,  for  male  patients  with  cancer  of  the 
stomach,  the  five-year  survival  rate  was  8 per  cent. 


while  for  those  who  received  treatment  at  an  early 
stage  it  was  30  per  cent.  For  cancer  of  the  esoph- 
agus, the  contrasting  records  were  2 per  cent  and 
24  per  cent;  for  cancer  of  the  large  intestine,  29 
per  cent  and  51  per  cent. 

Among  female  patients,  the  importance  of  treat- 
ment at  an  early  stage  was  just  as  marked.  Against 
a 50  per  cent  five-year  survival  record  for  breast 
cancer,  72  per  cent  of  patients  receiving  treatment 
at  an  early  stage  were  still  alive  after  five  years. 
For  ovarian  cancer,  the  contrasting  percentages 
were  24  and  60  per  cent. 

These  figures  do  not  take  into  account  deaths 
that  would  normally  be  expected  from  other  causes, 
the  statisticians  point  out.  For  that  reason,  sur- 
vival rates  so  adjusted  are  materially  higher  than 
those  shown. — Metropolitan  Life  Insurance  Company 
Information  Service 
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Bowen-Brooks  Scholarship  for  Advanced  Study 
Abroad — The  Committee  on  Medical  Education  of 
the  New  York  Academy  of  Medicine  will  award  one 
scholarship  grant  in  the  amount  of  $4,800  for  the 
academic  year  1962-1963. 

The  Bowen-Brooks  Scholarship  was  established 
by  the  donor  to  provide  aid  for  advanced  study 
abroad  in  a clinical  subject  in  preparation  for  the 
practice  of  medicine  or  surgery  in  any  of  their 
branches.  As  stipulated  by  the  donor  of  the  fund, 
candidates  must  be  male  interns  or  residents  in 
voluntary,  municipal,  or  Veterans  Administration 
hospitals  in  New  York  City. 

Applications  must  be  submitted  by  September  1, 
1961.  For  further  information  contact:  Aims  C. 
McGuinness,  M.D.,  Executive  Secretary  for  Medical 
Education,  The  New  York  Academy  of  Medicine,  2 
East  103rd  Street,  New  York  29,  New  York. 

New  Units  for  Treatment  of  Narcotic  Addicts — 
The  first  of  two  new  units  for  the  treatment  and 
rehabilitation  of  narcotic  addicts  opened  on  April  17 
at  Central  Islip  State  Hospital  on  Long  Island. 

The  new  facility  will  consist  of  two  wards:  a 30- 
bed  unit  for  the  admission  and  detoxication  service, 
and  a 50-bed  ward  for  continued  treatment  and 
rehabilitation. 

Francis  J.  O’Neill,  M.D.,  director  of  Central  Islip, 
has  indicated  that  during  the  early  operation  of  the 
unit  admissions  will  be  restricted  to  voluntary  and 
court-referred  patients  from  New  York  County. 
This  restriction  has  been  imposed  in  order  to  permit 
the  staff  to  develop  the  treatment  program  on  an 
> individual  basis.  At  a later  date  admissions  will 
be  extended  to  other  sections  in  the  downstate  area. 

The  two  phases  of  treatment  will  include  an  in- 
tensive medical  detoxication  procedure  requiring 
( three  weeks  to  a month,  followed  by  psychiatric, 
social,  and  vocational  rehabilitation.  A wide  range 
of  treatment  procedures  will  be  utilized,  including 
individual  and  group  psychotherapy,  tranquilizing 
drug  therapy,  occupational  therapy,  and  recreation, 
plus  the  regular  medical  and  dental  services  normally 
provided  in  the  hospital. 

Graduate  Nursing  Course  Initiated  by  New  York 

t_  Medical  College — A program  of  graduate  study  in 
nursing  to  focus  exclusively  on  the  clinical  practice  of 
f medical-surgical  nursing  rather  than  administration 
? or  teaching  will  be  inaugurated  by  the  New  York 


Medical  College  Graduate  School  of  Nursing  on 
September  5. 

In  announcing  the  new  program  Ralph  E.  Snyder, 
M.D.,  President  and  Dean  of  the  College  stated, 
“For  many  years  the  trend  in  nursing  has  been  for 
the  nurse  to  advance  into  administration  or  teaching, 
taking  her  away  from  direct  patient  care.  This 
program  is  designed  to  provide  a channel  of  profes- 
sional advancement  which  will  keep  the  nurse  at  the 
bedside,  where  we  believe  she  can  render  a unique 
and  invaluable  service  to  better  patient  care.” 

He  said  the  program  “is  intended  to  meet  the 
growing  need  for  highly  skilled  nurse  clinicians  in 
specialized  fields  which  are  receiving  increasing 
attention  in  modern  medicine,  such  as  cardiovascular 
diseases,  metabolic  disorders,  and  afflictions  of  the 
chronically  ill  and  aging.  It  will  be  on  a level  to 
qualify  the  nurse  to  serve  as  a partner  of  the  physi- 
cian and  a full  member  of  the  professional  health 
team.” 

The  one-year-long  graduate  course,  divided  into 
three  consecutive  sixteen-week  semesters  and  lead- 
ing to  the  degree  of  Master  of  Science  is  open  to 
registered  professional  nurses  who  hold  Bachelor’s 
degrees. 

Fluoridated  Water  Proves  Successful  in  Test — 
Children  who  have  the  benefit  of  fluoridated  water 
while  their  teeth  are  developing  have  a significantly 
lower  loss  of  permanent  teeth  than  do  children  who 
do  not  live  in  areas  where  the  water  is  fluoridated. 
This  was  reported  by  David  B.  Ast,  D.D.S.,  director 
of  the  State  Health  Department’s  Bureau  of  Dental 
Health  at  a meeting  of  the  American  Association  of 
Orthodontists  in  Denver,  Colorado. 

Dr.  Ast  presented  a paper  dealing  with  the  preva- 
lence of  malocclusion  in  Newburgh,  which  has  had 
fluoridation  since  1945,  and  Kingston,  which  uses  a 
fluoride-deflcient  water  supply.  For  the  purposes 
of  the  study,  160  children  in  Newburgh  and  142  in 
Kingston,  aged  thirteen  and  fourteen,  were  examined 
for  tooth  decay,  lost  permanent  teeth,  and  malocclu- 
sion. 

The  children  in  Kingston  lost,  on  the  average,  2V2 
times  more  permanent  teeth,  and  especially  first 
permanent  molars,  than  the  Newburgh  children. 
With  regard  to  malocclusion.  Dr.  Ast  reported  that 
35  per  cent  of  the  Newburgh  children  had  nearly 
ideal  teeth,  while  only  13  per  cent  of  the  Kingston 
children  were  in  this  group. 
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New  Handbook  on  Food  Additives — Physicians 
interested  in  accurate  and  up-to-date  information  on 
food  additives  will  find  this  data  in  a new  reference 
handbook  prepared  by  the  Manufacturing  Chem- 
ists’ Association. 

Food  Additives:  What  They  Are — How  They  Are 
Used  is  a basic  reference  book  which  covers  many 
aspects  of  food  additives,  presenting  technical  in- 
formation in  popular,  readable  language.  Food 
additives  are  defined  and  their  development  ex- 
plained. 

All  types  of  additives  are  discussed,  including 
such  important  and  widely  used  substances  as 
nutrient  supplements,  leavenings,  mold  inhibitors, 
emulsifiers,  and  flavors  and  spices. 

Requests  for  single  copies  of  this  publication  will 
be  honored  without  charge  when  received  from  indi- 
viduals on  institution  or  organization  letterhead. 
Address  requests  to:  Manufacturing  Chemists’ 

Association,  Inc.,  1825  Connecticut  Avenue,  N.W., 
Washington  9,  D.C. 


Report  on  Research  Grants — The  National  In- 
stitutes of  Health,  the  Public  Health  Service  re- 
search center  at  Bethesda,  Maryland,  has  reported 
that  752  research  grants  and  208  fellowships  total- 
ing $15,638,463  were  awarded  during  March  of  1961. 

Of  the  total,  $2,270,889  was  allocated  to  support 
194  new  research  grants  and  fellowship  awards. 
The  remaining  $13,367,574  was  for  the  continuation 
of  705  previously  approved  research  grants  totaling 
$13,024,761  and  the  continuation  of  61  fellowships 
totaling  $342,813. 

The  new  research  grants  were  made  to  42  institu- 
tions in  10  States  and  1 1 foreign  countries. 


Course  on  Occupational  Medicine — Occupational 
Medicine,  a full-time  course  for  physicians,  will  be 
given  for  eight  weeks  from  September  18  through 
November  10,  by  the  New  York  University  Post- 
Graduate  Medical  School. 

The  course  content  covers  the  following  areas: 
preventive  medicine,  including  epidemiology  and 
biostatistics;  administrative  medicine;  occupational 
diseases;  and  industrial  hygiene.  Didactic  in- 
struction will  be  supplemented  with  field  trips  to 
industrial  plants,  governmental  agencies  concerned 
with  industrial  health,  and  to  union  health  centers. 
Opportunity  will  be  given  to  attend  medical,  surgi- 
cal, and  clinical-pathologic  conferences  held  in  the 
New  York  University  Medical  Center, 

For  further  information  write  to:  Office  of  the 
Associate  Dean,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New 
York  16,  New  York. 


Expanded  Program  at  Sunnyview  Orthopedic  and 
Rehabilitation  Center — An  expanded  program  at 
the  Sunnyview  Orthopedic  and  Rehabilitation  Cen- 
ter, Schenectady,  will  receive  State  assistance  as  the 
result  of  an  agreement  made  between  the  Center  and 
the  State  Health  Department. 

The  agreement  calls  for  the  State  Health  Depart- 
ment to  assist  the  Center  with  up  to  $30,000  a year 
in  support  of  any  deficit  resulting  from  the  expanded 
services. 

The  Center,  which  started  in  1928  as  a 10-bed 
children’s  hospital,  recently  expanded  its  services  to 
care  for  adult  inpatients  and  outpatients.  Under 
the  new  agreement  with  the  State  Health  Depart- 
ment, the  Center  will  place  increased  emphasis  on 
rehabilitation  services  to  amputees  and  to  patients 
with  spinal  cord  lesions  with  resulting  paralysis  or 
weakness  of  the  extremities. 


Lederle  Gives  Awards  to  Aid  Medical  Teaching — 
Fifteen  outstanding  members  of  medical  school 
faculties  will  share  $250,000  this  year  under  the 
Lederle  Medical  Faculty  Awards  Program.  The 
awards  are  made  annually  to  help  sustain  the  high 
caliber  of  medical  education  in  the  United  States 
and  Canada. 

The  purpose  of  the  awards  is  to  help  defray 
salary  expenses  in  order  to  keep  capable  teachers 
in  the  academic  professions. 

The  program  is  administered  by  an  independent 
awards  committee  composed  of  7 leading  medical 
educators.  Chairman  of  the  committee,  which  has 
full  authority  for  selecting  recipients,  is  Maxwell 
Finland,  M.D.,  associate  professor  of  medicine. 
Harvard  Medical  College,  and  associate  director, 
Thorndike  Memorial  Laboratory,  Boston  City 
Hospital. 

Since  the  program  started  in  1954,  Lederle  has 
allocated  more  than  $2  million  to  120  faculty  mem- 
bers in  59  United  States  and  Canadian  medical 
schools.  Ninety-two  per  cent  of  the  award  re- 
cipients have  chosen  to  remain  in  academic  posts. 
Records  indicate  that  7 awardees  have  been  ap- 
pointed department  heads,  and  58  have  been  ad- 
vanced to  the  rank  of  assistant,  associate,  or  full 
professor. 

Among  the  1961-1962  awardees  are  the  following 
faculty  members  of  schools  in  New  York  State: 
Robert  B.  Hiatt,  M.D.,  assistant  professor  of  clinical 
surgery,  Columbia  University;  John  R.  Jaenike, 
M.D.,  assistant  professor  of  medicine.  University 
of  Rochester;  Sasha  Malamed,  Ph.D.,  assistant 
professor  of  anatomy,  Albert  Einstein  College  of 
Medicine;  Henry  R.  Shinefield,  M.D.,  assistant 
professor  of  pediatrics,  Cornell  University;  and  | 
Jackson  H.  Stuckey,  M.D.,  associate  professor  of  | 
surgery.  State  University  of  New  York,  Downstate 
Medical  Center. 


1778 


New  York  State  J.  Med. 


MEDICAL  NEWS 


Personalities 


Awarded 

George  Hoyt  Whipple,  M.D.,  Rochester,  the 
Gold  Headed  Cane  of  the  American  Association  of 
Pathologists  and  Bacteriologists. 


Elected 

James  H.  Barnard,  M.D.,  New  York  City,  re- 
elected as  treasurer  of  the  American  Academy  of 
Allergy  . . . Henry  B.  Dubins,  M.D.,  Albany,  as 
president  of  the  Eastern  New  York  Eye,  Ear,  Nose 
and  Throat  Society  . . . Max  Grolnick,  M.D., 
Brooklyn,  as  vice-president  of  the  American  Acad- 
emy of  Allergy. 


Appointed 

Henry  I.  Fineberg,  M.D.,  as  executive  vice-presi- 
dent of  the  Medical  Society  of  the  State  of  New 
York  . . . Selig  H.  Katz,  M.D.,  Delmar,  as  assistant 
director  of  the  State  Health  Department’s  Division 
of  Special  Health  Services  . . . Charles  E.  Niles, 
M.D.,  Delmar,  as  deputy  commissioner  for  ad- 
ministration of  the  New  York  State  Department  of 
Mental  Hygiene. 


Speakers 

Henry  L.  Barnett,  M.D.,  Bronx,  the  Bela  Schick 
Lecture  on  the  topic  “Countercurrent  Systems  and 
Infant  Feeding”  on  April  26  at  The  Mount  Sinai 
Hospital. . . John  J.  Bourke,  M.D.,  Albany,  on 
April  6,  before  the  New  York  Chapter  of  the  Ameri- 
can Institute  of  Architects  . . . Lothar  Kalinowsky, 
M.D.,  New  York  City,  in  a panel  discussion  on 
“The  Theory  and  Practice  of  Psychiatry  in  the 
Communist  Countries  of  Eastern  Europe”  on  April 
28  before  the  Association  for  the  Advancement  of 
Psychotherapy  . . . Lena  Levine,  M.D.,  Brooklyn, 
on  April  5,  before  the  School  for  Brides  and  Bride- 
grooms conducted  by  the  New  York  Herald  Tribune 
. . . Harry  Lochte,  M.D.,  Cooperstown,  on  the  topic 
“Management  of  Disorders  of  the  Clotting  Mecha- 
nism” at  the  monthly  meeting  of  the  Jefferson 
County  Medical  Society  on  April  18  . . . Morton 
Rosenthal,  M.D.,  Brooklyn,  on  April  24,  on  the 
topic  “Interesting  Detachment  Syndromes”  at  a 
meeting  of  the  Long  Island  Ophthalmological 
Society  . . . George  Serban,  M.D.,  New  York  City, 
in  a panel  discussion  on  “The  Theory  and  Practice 
of  Psychiatry  in  the  Communist  Countries  of 
Eastern  Europe”  on  April  28,  at  a meeting  of  the 
Association  for  the  Advancement  of  Psychotherapy. 


Hair  Loss  Caused  by  Excessive  Anxiety 


Temporary  hair  loss  can  be  caused  by  excessive 
anxiety,  according  to  Albert  M.  Kligman,  M.D., 
Philadelphia. 

The  shedding  of  more  than  a normal  amount  of 
hair  “is  sometimes  truly  psychosomatic — a direct 
result  of  excessive  anxiety,”  Dr.  Kligman  said  in 
the  February,  1961,  issue  of  Archives  of  Dermatology 
published  by  the  American  Medical  Association. 

However,  the  condition  is  “uncommon,”  he  said. 
His  conclusion  was  based  on  5 patients  in  whom 
I)hysiologic  causes  for  hair  loss  could  not  be  found. 

Dr.  Kligman  said  his  doubts  about  whether  or 
not  hair  loss  could  be  caused  by  psychologic  factors 
were  dispelled  with  his  observation  of  a 


dramatic  case  involving  a prisoner. 

The  man  had  gone  on  trial  three  times  and  escaped 
the  death  penalty  on  a legal  technicality  in  each 
instance  during  a period  of  three  years.  The  fourth 
trial  resulted  in  a conviction  of  murder  in  the  first 
degree.  Ten  weeks  later  he  complained  that  his  hair 
was  falling  out.  Four  weeks  later,  his  hair  was 
noticeably  thinner  and  he  eventually  became  bald. 

His  hair  began  to  grow  back  about  eight  weeks 
after  shedding  subsided.  The  prisoner,  subse- 
quently pardoned,  had  complete  hair  regrowth  by 
the  time  he  was  released. 

The  other  four  patients  had  received  psychiatric 
care  and  had  histories  of  psychosomatic  illness. 


May  15,  1961 
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I'if ty -Seventh  yinniial  Health  Conference 

Tlie  fifty-seventh  annual  health  conference  will 
1)('  held  June  5 through  8 in  Rochester.  The  meet- 
ing, called  each  year  by  the  New  York  State  Health 
Commissioner,  is  conducted  under  the  auspices  of 
Annual  Health  Conference  Inc.,  a nonprofit  organi- 
zation chartered  by  the  Secretary  of  State.  It 
serves  to  provide  postgraduate  education  for  pro- 
fessional persons  and  to  call  attention  to  the  new 
developments  in  the  health  field. 

Among  the  organizations  participating  in  the 
conference  are  the  Conference  of  County,  City,  and 
District  Health  Officers;  County  and  City  Health 
Department  Public  Health  Nurse  Administrators; 
Empire  State  Health  Council;  New  York  State 
Association  of  School  Physicians;  New  York  State 
Health  Officers  Association,  New  York  State  Public 
Health  Association;  and  the  New  York  State  School 
Nurse-Teachers  Association. 

The  Hermann  M.  Biggs  Memorial  Award  will  be 
awarded  at  a luncheon  of  the  New  York  State 
Public  Health  Association.  The  award,  named  for 
a pioneer  in  public  health,  is  presented  annually  for 
achievements  in  the  field  of  pviblic  health  in  New 
York  State. 

American  Neurological  Association 

The  eighty-sixth  annual  meeting  of  The  American 
Neurological  Association  will  be  held  at  the  Claridge 
Hotel,  Atlantic  City,  New  Jersey,  June  12  through  14. 

For  further  information  write  to:  Melvin  D. 

Yahr,  M.D.,  Secretary,  The  American  Neurological 
A.ssociation,  710  West  lG8th  Street,  New  York  32, 
New  York. 

Ninth  Annual  Conference  on 
Disaster  Medical  Care 

The  ninth  annual  conference  on  disaster  medical 
care  will  be  held  on  Saturday,  June  24,  at  the  Statler- 
Hilton  Hotel  in  New  York  City. 

Sponsored  by  the  American  Medical  Associa- 
tion’s Council  on  National  Security,  the  theme  of  the 
one-day  meeting  will  be  developed  by  the  United 
States  Air  Force  Medical  Service. 

For  additional  information  and  advance  registra- 


tion write  to:  American  Medical  Association, 

Council  on  National  Security,  535  North  Dearborn 
Street,  Chicago  10,  Illinois. 

A.M.A.  Commit  tee  on  Cosmetics 

The  American  Medical  Association’s  Committee 
on  Cosmetics  will  present  a symposium  on  the 
problem  of  the  aging  skin  at  2:00  p.m.  on  Wednes- 
day, June  28,  in  the  Tudor  Room  of  the  Henry 
Hudson  Hotel,  New  York  City. 

Symposium  for  General  Practitioners  on 
TB  and  Other  Pulmonary  Diseases 

The  tenth  annual  symposium  for  general  practi- 
tioners on  tuberculosis  and  other  pulmonary  diseases 
will  be  held  in  Saranac  Lake,  July  10  through  14. 

Sessions  will  be  held  in  various  sanatoria  and 
laboratories  in  the  Saranac  Lake  area.  Free  trans- 
portation will  be  provided  from  Saranac  Lake  to  the 
various  meeting  places  so  that  the  physicians’ 
families  may  have  use  of  the  car  to  enjoy  the  vaca- 
tion facilities  of  the  surrounding  Adirondack  Moun- 
tains. 

For  information  and  registration  blanks  write  to: 
Registrar,  Symposium  for  General  Practitioners  on 
Tuberculosis  and  Other  Pulmonary  Diseases,  P.O. 
Box  627,  Saranac  Lake,  New  York. 

The  symposium  is  acceptable  for  twenty-seven 
hours  of  Category  I credit  by  the  American  Academy 
of  General  Practice. 

Rocky  Mountain  Cancer  Conference 

The  fifteenth  annual  Rocky  Mountain  cancer 
conference  will  be  held  on  July  12  and  13  at  Brown 
Palace  West,  Denver,  Colorado.  The  conference, 
which  will  be  sponsored  by  the  Colorado  Division 
of  the  American  Cancer  Society  and  the  Colorado 
State  Medical  Society,  will  feature  discussions  on 
“Detect  Cancer  in  Time — Procedures,  Problems, 
and  Solutions,”  and  “Neoplasms  of  the  Female 
Genital  Tract.” 

Among  the  speakers  will  be  William  Dock,  M.D., 
of  Brooklyn. 

For  further  information  write  to:  Rocky  Moun- 
tain Cancer  Conference,  835  Republic  Building, 
Denver  2,  Colorado. 
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'"Phe  seriousness  of  the  natioiuil  prot)lem  of  mental 
^ illness  was  emphasized  on  three  fronts  recently 
in  the  nation’s  capital. 

First,  the  Joint  Commission  on  Mental  Illness 
and  Health  reported  on  a comprehensive  five-year 
study  of  the  over-all  problem.  Second,  another 
special  governmental  advisory  committee  recom- 
mended smaller  community-sized  mental  institutions 
after  a two-year  study  of  facilities  for  care  of  the 
mentally  ill.  Third,  a Senate  subcommittee  held 
hearings  on  the  constitutional  rights  of  mental 
patients. 

The  Joint  Commission  recommended  sweeping 
reforms  in  the  treatment  of  mental  illness  as  well 
as  expanded  and  improved  facilities.  It  said  some 
gains  had  been  made  in  the  past  ten  years  but  that 
the  need  for  adequate  facilities  for  humane,  healing 
treatment  of  the  mentally  ill  is  still  largely  unmet. 

More  than  half  of  the  patients  in  state  mental 
hospitals  do  not  receive  any  treatment,  largely 
because  of  inadequate  facilities,  the  Commission 
said. 

J’he  Commission  recommended  that  governmental 
spending  at  all  levels — Federal,  state,  and  local — for 
public  mental  patient  services  be  stepped-up  in 
the  next  decade  from  the  present  $1  billion  a year 
to  .13  billion  a year. 

Another  recommendation  was  that  there  be  a 
fully-staffed,  full-time  mental  health  clinic  for  each 
50,000  of  population. 

The  Commission,  which  was  created  in  1955  by  a 
special  act  of  Congress,  had  45  members  represent- 
ing every  national  association  and  nongovernmental 
agency  concerned  with  mental  health.  The  Ameri- 
can Psychiatric  Association  and  the  American 
Medical  Association  had  the  leadership  in  setting 
up  the  Commission. 

The  governmental  advisor}'  committee,  composed 
of  12  state  Hill-Burton  and  mental  health  authori- 
ties, recommended  that  states  concentrate  on  smaller 
community  or  regional  facilities  “offering  a wide 
spectrum  of  services.” 

Luther  L.  Terry,  M.D.,  Surgeon  General  of  the 
Public  Health  Service,  urged  state  governors  to  use 
the  advisory  committee’s  recommendations  as 
guidelines  for  improving  mental  health  facilities. 

The  Senate  Constitutional  Rights  Subcommittee 
heard  from  Winfred  Overholser,  M.D.,  that  there 
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is  no  foundation  to  charges  that  many  Americans 
are  “railroaded”  into  mental  hospitals.  Dr.  Ovcr- 
holser  is  superintendent  of  St.  Elizabeths  Hospital, 
a large  Federal  mental  institution  in  Washington, 
D.C. 

Lauren  H.  Smith,  M.D.,  vice-chairman  of  the 
A.M.A.’s  Council  on  Mental  Health,  told  the 
subcommittee  that  the  A.M.A.’s  future  program  in 
the  field  will  include  emphasis  on  more  use  of 
psychiatry  in  geriatrics,  pediatrics,  and  medical 
education,  at  both  student  and  postgraduate  levels. 

Other  activities  planned  for  the  A.M.A.  program 
include  closer  coordination  of  activities  of  the 
A.M.A.  council  and  corresponding  committees  of 
state  medical  societies. 

* * * 

The  P’ood  and  Drug  Administration  after  the 
government  filed  suit  against  two  drug  firms  for 
counterfeiting,  reported  that  an  extensive  investiga- 
tion showed  that  there  is  still  relatively  little  coun- 
terfeiting of  drugs. 

Of  2,700  samples  of  drugs  collected  from  900 
drugstores  in  the  first  three  months  of  this  year, 
only  nine  were  found  to  be  counterfeit. 

FDA  Commissioner  George  P.  Larrick  said  he 
e.\pected  the  problem  of  counterfeit  drugs  to  con- 
tinue because  of  the  lure  of  easy  profits.  But  he 
said  results  of  the  investigation  supported  the  FDA 
view  that  “the  facts  to  date  do  not  warrant  disturb- 
ing sick  people  about  the  quality  of  medications  that 
they  have  been  taking.” 

In  the  counterfeiting  suit.  General  Pharmacal 
Co.,  Hoboken,  N.J.,  and  Lowell  Packing  Co.,  Long 
Island,  N.Y.,  and  8 officials  of  the  two  firms  were 
charged  with  manufacturing  counterfeit  tran- 
quilizers, diuretics,  weight  reducers,  and  other  drugs 
and  selling  them  to  drugstores  in  six  states.  The 
Justice  Department  charged  that  the  companies 
put  markings  on  pills  making  them  appear  like 
other  trade-marked  brands. 

* * ♦ 

The  FDA  ordered  manufacturers,  effective  May 
27,  to  supply  samples  of  new  drugs  for  testing  by 
the  government  agency  prior  to  clearance  for  sale. 

In  the  past,  the  FDA  has  relied  largely  on 
scientific  data  supplied  by  the  manufacturers  them- 
selves in  clearing  a new  drug  as  being  safe  for  sale. 
The  FDA  tested  the  drugs  only  on  a limited  and 
occasional  basis  and  after  they  had  been  put  on  the 
market. 


May  15,  1961 
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MONTH  IN  WASHINGTON 


* * * 

The  government  is  spending  $4.1  billion  a year  in 
the  health  field,  a Senate  Government  Operations 
Subcommittee  reported.  In  the  most  detailed 
report  of  its  kind  ever  published  by  a governmental 
group,  the  Subcommittee,  headed  by  Sen.  Hubert  H. 
Humphrey  (D.,  Minn.),  noted  that  $1.1  billion  of 
the  total  cares  for  sick  members  of  the  armed  forces 
and  their  dependents  in  hospitals.  The  tab  for 
Civil  Service  workers’  sick  leave  totals  $315  million 
a year.  About  $650  million  a year  is  spent  on 


medical  research,  with  most  of  this  carried  out  by 
the  National  Institutes  of  Health  and  the  Veterans 
Administration. 

The  government  ordered  250  physicians  drafted 
this  year  due  to  the  failure  of  enough  interns  to  sign 
up  for  military  service.  It  is  the  first  physicians 
draft  in  four  years.  All  of  the  draftees  will  be 
assigned  to  the  Air  F orce.  A department  spokesman 
said  the  draft  call  would  not  prevent  individual 
physicians  finishing  internship  this  year  from 
volunteering  for  Air  Force  medical  duty. 


More  Deaths  Now  Occur  in  Hospitals 


More  than  half  of  all  deaths  in  the  United  States 
now  occur  in  hospitals,  reflecting  the  wide  use  being 
made  of  their  facilities  in  the  diagnosis  and  treat- 
ment of  serious  illness. 

In  1949,  45  per  cent  of  the  deaths  occurred  in 
hospitals.  By  1958,  the  proportion  had  risen 
to  53  per  cent. 

Within  the  country,  there  are  appreciable  varia- 
tions in  the  proportion  of  deaths  occurring  in  hos- 
pitals. In  1958,  the  Mountain  and  Pacific  states 
led  the  nation  with  57  per  cent  of  all  deaths  in  those 
areas  occurring  in  hospitals.  The  proportion  was 
lowest  in  the  East  South  Central  states,  but  even 
there  43  per  cent  of  the  deaths  took  place  in  hos- 
pitals. In  one  state,  Mississippi,  the  figure  was  as 
low  as  37  per  cent.  On  the  other  hand,  in  six 
states — North  Dakota,  South  Dakota,  Wyoming, 
Montana,  Nevada,  and  Colorado — the  District  of 
Columbia,  the  proportion  was  at  least  60  per  cent. 

Many  more  deaths  occur  in  general  hospitals  than 
in  all  other  types  of  hospitals  combined.  Nine  out 
of  every  10  hospital  deaths  (nine-tenths)  and  almost 
50  per  cent  of  all  deaths  in  the  United  States,  take 
place  in  general  hospitals.  The  others  (one-tenth) 


occur  in  nervous  and  mental  hospitals  or  in  other 
special  hospitals,  such  as  maternity,  tuberculosis, 
and  chronic  disease  hospitals. 

The  proportion  of  deaths  from  the  major  diseases 
occurring  in  hospitals  are:  cardiovascular-renal 

diseases,  45  per  cent;  cancer,  60  per  cent;  certain 
diseases  of  early  infancy,  93  per  cent;  and  accidents, 
45  per  cent. 

It  is  expected  that  an  increasing  number  of  people 
with  terminal  illnesses  will  utilize  hospital  services 
as  the  bed  capacity  and  diagnostic  and  therapeutic 
facilities  of  these  institutions  expand  further.  Even 
now  at  least  90  per  cent  of  the  general  hospitals  in 
the  United  States  have  operating  rooms,  basal 
metabolism  apparatus,  clinical  laboratories,  elec- 
trocardiograph equipment  or  x-ray  diagnostic 
service.  Furthermore,  an  increasing  number  of 
people  avail  themselves  of  hospital  services  through 
voluntary  health  insurance.  It  is  estimated  by 
the  Health  Insurance  Council  that  there  are  now 
more  than  130,000,000  people  in  the  United  States 
protected  against  the  cost  of  hospital  care — more 
than  twice  the  number  only  12  years  ago. — Metro- 
polilan  Life  Insurance  Company  Information  Service 


1782 


New  York  State  J.  Med. 


ST.  VINCENT’S  HOSPITAL  OF  WESTCHESTER  COUNTY 

240  North  street  WOodbine 7-6500  Harrison,  New  York 

i 

^ A voluntary  non-profit  institu- 
< tion  providing  all  modern  ther- 
apies for  mental  and  emotional 
disorders  including  individual 
and  group  psychotherapy, 
pharmacotherapy,  insulin  coma 
and  electro  therapies  and  ex- 
tensive activity  programs.  All 
facilities  expanded  for  in-  and 
out-patients,  day  care  and  clinic 
service  for  children.  Acutely 
ill  and  continued  therapy  pa- 
tients admitted. 


RICHARD  D’ISERNIA,  M.D. 

Medical  Director 


GER-O-FOAM 


(aerosol  foam) 


relieves  pain,  spasm; 
improves  function 
increases  tolerance 
to  exercise 


GER-O-FOAM’s  exclu- 
sive formula  provides 
for  the  first  time  deeply 
absorbed  analgesic- 
anesthetic  agents  in 
aerosol  form— to  per- 
meate and  anesthetize 
sensory  nerve  endings. 

Relief  in  minutes,  lasting 
for  hours  in  . . . rheuma- 
toid arthritis,  osteoar- 
thritis, muscle  sprain, 
fibromyositis,  low  back 
pain  . . . even  in  chronic 
intractable  cases. 

GER-O-FOAM  combines: 
Methyl  salicylate  30%,  ben- 
zocaine  3%,  in  a neutralized 
emulsion  base,  permitting 
fast  penetration  through  the 
stratum  corneum. 


and  reprint  from 


GERIATRIC  PHARMACEUTICAL CORP. 


Bellerose,  New  York 


Pioneers  In  Geriatric  Research 


1.  Gordon,  E.  E.  and  Haas,  A.; 
Industrial  Medicine  & Surgery 
28:217,  1959. 
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Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1961—25,372 


County 


Pretident 


Secretary 


Treeieurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery . . 

Nassau 

New  York .... 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady . . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester . . 

Wyoming 

Yates 


William  H.  O’Brien Albany 

George  E.  Taylor,  Jr Cuba 

Leonard  L.  Heimoff Bronx 

George  C.  Hamilton . . . Binghamton 

James  F.  Durbin Olean 

Leonard  W.  Sincerbeaux . . . Auburn 

Alfred  D.  Heinemann Dunkirk 

William  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

Thomas  C.  Seymour Hudson 

William  J.  McAuliffe Cortland 

Harold  W.  Hayne Sidney 

Morris  J.  Frank Beacon 

Eugene  J.  Hanavan Buffalo 

Rudolph  J.  Martin ....  Ticonderoga 
C.  Bradley  Sageman.  .Saranac  Lake 

Arthur  Howard Johnstown 

Myron  E.  Williams Batavia 

T.  Earl  McQuade Coxsackie 

Leo  L.  Heller Newport 

Rudolph  J.  Haas Chaumont 

Irving  M.  Pallin Brooklyn 

William  S.  Reed Lowville 

Stanley  J.  Jackson.  .Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Hobart  L.  Boyd Rochester 

Feori  F.  Pipito Amsterdam 

Reginald  M.  Steen Cedarhurst 

Bernard  J.  Pisani New  York 

John  T.  Donovan,  Jr Lockport 

Theodore  J.  Kantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

John  D.  Van  Zandt.  . .Tuxedo  Park 

Arnold  O.  Riley Holley 

John  B.  Riley Oswego 

Clinton  V.  Hawn Cooperstown 

Eugene  Lusardi Cold  Spring 

Monroe  M.  Broad Jamaica 

William  B.  McDonald. . North  Troy 

Isadore  Gordon Staten  Island 

G.  Gordon  Knight Piermont 

Alexander  E.  Dodds Edwards 

G.  D.  Anderson.  . .Saratoga  Springs 

Donald  C.  Walker Delanson 

Robert  Green wald CobleskUl 

Frits  Landsberg Watkins  Glen 

Willard  L.  Hogeboom Willard 

Leon  M.  Roe Canisteo 

Anthony  Kohn Bay  Shore 

Lester  Lipson Monticello 

Henry  Kaine Spencer 

Noah  J.  Kassman Ithaca 

Vincent  Amatrano Kingston 

Raymond  L.  Rhodes. . . .Glens  Falls 

Peter  J.  Attwood Greenwich 

Charles  D.  Reeves Newark 

Arthur  H.  Diedrick.  . .Port  Chester 

G.  Stanley  Baker Castile 

Vincas  Sirmenls Penn  Yan 


G.  Rehmi  Denton Albany 

Edward  W.  Briggs,  Jr..  . .Wellsville 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicot 

Frank  T.  Frost Olean 

Donald  W.  Delahanty Auburn 

Joseph  V.  Karnes Dunkirk 

James  A.  Mark Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Theodore  I.  Jacobus Cortland 

Marvin  Huyck Walton 

James  K.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Daisy  H.  Van  Dyke Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington. ...  Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Philip  T.  Cortese Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr..  .New  York 
William  C.  Niesen ....  Niagara  Falls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Simmons Brewster 

Kurt  Rosenberg . . . Long  Island  City 

David  R.  Tomlinson Troy 

Sydney  Lang Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  V.  Dewell CobleskUl 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer. .Waterloo 

Milton  Tully Hornell 

Joseph  Lambert Bay  Shore 

Alan  R.  Fried.,.. Livingston  Manor 

George  F.  Pritchard Owego 

Robert  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey  ....  Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  M.  Jones Bronxville 

Newland  W.  Fountain Warsaw 

WUfred  D.  McCusker.. . .Penn  Yan 


Arthur  J.  Sullivan Albany 

S.  I.  McMillin Houghton 

Herbert  G.  Cohen Bronx 

James  F.  Johnson Binghamton 

Ruth  R.  Knobloch ....  Little  Valley 

Joseph  T.  Birardi Auburn 

C.  Otto  Lindbeck Jamestown 

Francis  W.  Chamberlain ....  Elmirs 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyck Walton 

Philip  V.  Buckley Poughkeepsie 

Francis  W.  O'Donnell Buffalo 

Harold  J.  Harris Westport 

Daisy  H.  Van  Dyke Malone 

WUliam  H.  Raymond.  . .Johnstown 

Emil  Kimaid Le  Roy 

Mablon  H.  Atkinson Catskill 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington.  . .Watertown 

James  L.  O'Leary Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn . . . Mount  Morris 

Gareth  S.  West Chittenango 

Charles  D.  Sherman,  Jr..  .Rochester 
Robert  W.  Dunlap,  Jr. . . Amsterdam 

Robert  Park,  Jr Garden  City 

Adelaide  Romaine New  York 

Glenn  E.  Jones Niagara  Falls 

Theodore  F.  Thomas Utica 

Cla3rton  H.  Hale Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  Dispenia Albion 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames.  . . .Cooperstown 

John  Del  Campo Carmel 

Victor  S.  Lait Flushing 

John  A.  Eniien Troy 

Charles  H.  Thom Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 
Kurt  H.  Meyerhoff . . . . Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer. .Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone  ....  Bay  Shore 
Alan  R.  Fried. ..  .Livingston  Manor 

George  F.  Pritchard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston 

Francis  X.  Dover Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Wallace  M.  Sheridan.  .White  Plains 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker Penn  Yan 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individu4l  psychotherapy,  occupational  and  recreational  pro- 
Srams,  shock  therapy,  selected  cases  oF  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


WEST  HMEL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-tbe-lludson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  Facilities  For  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  1 0-tnonths  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

S54  W.  54  St— N y C 
Circle  7-3434 

Licensed  by  the  State  of  New  york  


Ma*tcU  School 


PINEWOOD  g;-  Ww^ntr"  } 

E8T.  1130  [},_  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 

Westchester  County  Katonah,  N.  y,  Tel;  Central  2-31 55 
A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate:  Commence  at  $125.00  per  week. 

N.  y.  city  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatritt 
R.  Stuart  Dyer,  M.D.,  4iil.  Psychiatritt 
Donald  Boudreau,  M.D.,4ssf . Psychiatrist 
658  West  Onondaga  Street 
SYRACUSE,  N.  Y. 


MEDICAL  CREDIT  PROTECTION 
& COLLECTION  ASSOCIATION 

for  particulars  write: 

Medical  Credit  Protection  & 
Collection  Association,  Inc. 

33  Main  St.,  Port  Washington,  New  York 


FOR  CASTRO-INTESTINAL  DYSFUNCTION  AND 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


"Sedation  & Euphoria  for  Nervous. 
Irritable  Patients" 


"A  modernized  method  of  preparing  Burow's 
Solution  U.S.P.  XIV" 


EUCARBON® 


Each  tablet  conlilns:  Eitrect  of  Rhubarb, 
Senna,  Precipitated  Sulfur,  Peppermint  OH 
end  Fennel  OH,  In  e highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative,  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  In  dermatology. 

Doses:  1 or  2 tablets  daily  Vt  hr.  after 
meals  — Supply:  Tins  of  100. 


VALERIANETS-DiSPERT® 


Each  Chocolate  Coaled  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  O.OS  gm, 
dispergentized.  Tastless,  Odorless,  Non- 
Depressant,  Non-Habit  forming.  Indicated  In 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  insomnia. 


PRESTO-BORO® 


POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings,  lAllamnutlons, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  SL,  NEW  YORK  1,  N.  Y. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


A lack  of  resources  no  bar.  Large  lovely  home  with  fully 
equipped  office  for  sale  in  small  town.  Southern  tier  of 
Western  New  York.  Second  doctor  badly  needed.  Early 
success  and  a very  good  income  assured.  Write  L.  Elton, 
M.D.  Addison.  New  York. 


Huntington — possible  home-office  combination  in  huge  ranch; 
1/2  acre  cor.;  main  rd.;  new  resid.  section  and  growing; 
near  hosp.,  high  school,  next  to  new  elem.  school.  Area 
needs  M.D.  HA  3-8543  or  HA  1-1584. 


Colonial  brick  house — suitable  professional  office  and  home; 
natural  gas;  two  car  garage;  2>/2  acres;  landscaped;  black 
top  drive;  County  Seat.  $30,000.  AX  4-5826.  Goshen, 
New  York. 


Air  conditioned  office  space  available  July,  1961  in  new, 
attractive  professional  building.  Superb  location,  cen- 
tral Ave.,  Valley  Stream,  Long  Island.  Nine  medical  suites 
on  ground  floor,  seven  rented.  Available  for  Gu,  Obs-Gyn, 
Neuro,  Psych,  Derm,  Allergist,  Pathologist.  Call  LOcust 
1-1332. 


For  Rent:  Manhattan  office,  214  E.  31st  Street,  suitable 
physician  or  dentist.  Occupied  by  surgeon  who  is  moving 
upstairs.  Call  Mon,  Wed,  Fri  4 to  7 P.M.  MU  6-0223. 


Internist  or  G.P.:  25-year-old  Rochester,  N.Y. — Active  office- 
home  practice— corner — 5 min.  from  hospital — sale  or  rent. 
Fully  equipped.  Buy  inventory.  Grossing  $36,000  yearly. 
Write  Box  351,  N.  Y.  St.  Jr.  Med. 


Springfield  Gdns.,  L.I.,  N.Y.^ — -Doctor’s  8 rm.  house  and  6 rm 
office  bldg,  adjoining.  2 car  garage.  Integrated  section.  1 
block  from  bus  stop.  Reply  Box  349,  N.  Y.  St.  Jr.  Med. 
or  call  LA  8-0806. 


Excellent  opportunity  to  re-establish  prominent  country  prac- 
tice; modern  fully  equipped  office  building  ready  for  use;  near 
hospital;  detached  home,  3 car  garage,  corner  fronting  main 
and  secondary  highways.  Write  E.  Gellert,  Eerhonkson, 
N.  Y.  Phone  Kerhonkson  2631. 


Wantagh,  L.I. — 69  ft.  ranch;  corner;  ‘/i  acre;  main  tho- 
roughfare; 3‘/«  rm  off.  lav.;  7 rm.  residence  (3  bdrms,  2 
baths) ; 2 car  gar.  Fine  sandstone  front  and  landscaping. 
$960  tax,  $25,000  mortg. — $10,000  cash,  incl.  off.  equip.  Call 
8U  5-7821. 


New  medical  building,  Rockland  County.  Space  and  oppor- 
tunity available  for  allergist,  dermatologist,  ENT,  neurolo- 
gist, ophthalmologist,  psychiatrist,  urologist.  Call  Spring 
Valley.  ELmwood  6-3937  evenings. 


FOR  SALE:  Doctor’s  home  <fe  office  in  Massapequa,  Nassau 
County.  Located  on  main  street  with  home  entrance  on 
small  quiet  street.  Office  opposite  2 large  shopping  centers. 
Fully  equipped  office  with  central  air  conditioning  through- 
out house  and  office.  Large  active  pediatric  practice.  Suit- 
able for  any  specialty.  Leaving  practice  to  subspecialize. 
Call  Lincoln  1-8018. 


For  Sale:  Hampton  Bays,  L.I.  Suitable  for  professional 

use;  home — office;  6 bedrooms,  3 baths.  Furnished.  On 
top  of  a hill  on  •/«  acre  overlooking  Shinnecock  Bay  and 
Atlantic  Ocean.  Has  to  be  seen  to  be  appreciated.  FO 
4-8330  weekdays. 


Brooklyn — Office  space  in  professional  building  with  M.D.’s 
& D.D.S.  Suitable  for  Psychiatrist.  Excellent  location  and 
transportation.  Reasonable — Pbone-IN  7-6666. 


Home  and  office  available  for  physician.  Central  N.  Y. 
location.  Assured  income.  Hospitals  and  clinics  in  area. 
Rural  community  with  several  small  communities  in  sur- 
rounding area.  Previous  physician  left  to  specialize.  Town 
in  urgent  need  of  qualified  physician.  Write  or  call  Mrs. 
Howard  Urtz,-  West  Leyden,  N.  Y.  Tel.  Boonville,  N.  Y.. 
453-W. 


Ml.  Wrnon,  N.  I'.:  Ideal  prof. /resid.  location.  Aubuyn 

Manor-Fleetwood  area;  Colonial.  7 rms,  2 baths;  sprinkler 
system,  terrace,  beautiful  landscaped  corner.  Located  on 
main  thorofare.  $40,000.  Owner,  MO  7-8225. 


1200  Fifth  -Ave.;  Mt.  Sinai-Flower  Fifth  area;  attractive 
apartments;  ideal  professional  and  residence  psychiatrist, 
or  allied  field;  luxury  bldg.;  attended  elevators.  Phone 
agent— TR  6-9758. 


Young  internist  wishes  to  sublease  part  of  eight  room  office 
in  crowded  apartment  house  area.  Far  Rockaway.  Ideal 
for  Pediatrician,  Obstetrician  or  other  specialist.  Some  pe- 
diatric practice  available.  Write  Box  363,  N.  Y.  St.  Jr. 
Med. 


FOR  RENT:  Fully  equipped  Doctor’s  office — Grand  Army 

Plaza,  878  President  Street,  Brooklyn,  STerling  3-2244. 


POSITIONS  WANTED 


Anesthesiologist,  exceptionally  qualified  for  academic  or  clini- 
cal position.  Seeks  director  or  comparable  status  position. 
Curriculum  vitae  available.  N.  Y.  licensed.  Reply  Box 
350,  N.  Y.  St.  Jr.  Med. 


Board  Eligible  Internist.  Solo  G.P.  for  nine  years.  Age  37. 
Seeks  association  with  Group  or  Individual,  or  solo  location  in 
Metropolitan  New  York  City.  Call  Mr.  Wall.  WH  4-1893. 


Physician  seeks  office-home  combination  in  Queens  or  West- 
ern Nassau  County,  up  to  $30,000.  Write  Box  364,  N.  Y. 
St.  Jr.  Med.  or  call  REpublic  9-5778,  Ext,  18,  weekdays. 
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PHYSICIANS  WANTED 


PRACTICES:  FOR  SALE  OR  RENT 


If  you  are  contemplating  General  Practice,  Ophthalmology 
or  ENT,  a choice  site  is  now  available  in  association  with  es- 
tablished G.P.  Call  Edward  W.  Bockstahler,  M.D.,  6180 
Transit  Road,  Depew,  New  York. 


Wanted:  Aesociate,  general  practice,  upper  New  York,  eome 
experience  in  obstetrics.  Rapid  advancement,  alternating 
night  duty,  month’s  vacation,  guaranteed  income;  first 
year  $13,000  plus.  Congenial  group.  Box  327,  N.  Y.  St. 
Jr.  Med. 

Phys.  Wanted:  Fastest  growing  town  in  Western  Suffolk 

County.  Space  for  rent  in  new  air-conditioned  bungalow 
office  occupied  by  established  dentist.  Ideal  area  for 
pediatrician.  Box  321,  N.Y.  St.  Jr.  Med. 

Adirondack  resort  community  desires  services  of  General 
Practicing  physician.  Beautiful  living  surroundings,  good 
sustaining  salary,  opportunity  for  service  to  several  neighbor- 
ing communities.  Write  Laura  Bird,  Town  Clerk,  Inlet, 
New  York,  or  call  Eagle  Bay  3631  for  an  appointment. 

Wanted:  General  Practitioner,  young  or  middle  age,  to  join 
as  associate  or  partner,  good  general  practice  in  Northern  New 
York  college  town.  Hospital  admission  can  be  arranged. 

Write  Box  357.  N.  Y.  St.  Jr.  Med. 

Position  available:  Radiologist  to  direct  Tumor  Clinic  in 
upstate  New  York.  Deep  and  superficial  x-ray  therapy,  ra- 
dium and  isotopes.  Good  personnel  policies,  vacation,  sick 
leave,  retirement  and  social  security  benefits.  For  details, 
write  to  Box  344,  N.  Y.  St.  Jr.  Med. 

Internist — Large  Midwest  hospital.  Must  be  board  eligible. 
Write  Box  234,  N.  Y.  St  Jr.  Med. 

Young  doctor,  (or  graduating  intern)  with  knowledge  of  Ob- 
stetrics, to  join  established  Medical  Group  doing  General 
Practice  in  Queens.  Excellent  salary.  Object  ultimate 
partnership.  Box  354,  N.  Y.  St.  Jr.  Med. 

MISCELLANEOUS 

COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33Va%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard* 
less  of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 

Practical  HYPNOSIS  taught.  Physician-Dentista  only. 
Claaaea  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 

Philatelic  Hobby:  Is  this  one  of  your  preferred  relaxations? 
Or  maybe  additional  scientific  study?  On-band  one  of  largeet- 
lelection  of  ERRORS,  VARIETIES  (even  for  advanced 
yiecialists) . Many  elusive  Topicals,  Air  Mails-incl  Medicine, 
Olympic,  Refugee,  Rotary,  UN,  FDR,  UPU,  I.G.Y.,  Proofs, 
etc.  An  accumulation  of  35  yearsi  Please  request  details  or 
approvals.  S.  Serebrakian,  Inc.,  P.O.B.  448,  Monroe,  N.  Y. 

General  practice,  established  14  years,  active.  Home-office 
combination  in  Central  Hudson  Valley  Village.  Suitable  for 
solo  or  partners.  Terms  if  needed.  Box  339,  N.  Y.  St.  Jr. 
Med. 


Pediatric  practice  with  office  to  rent;  close  to  medical  school 
located  in  prosperous  urban  area.  Box  312,  N.  Y.  St.  Jr. 
Med. 


Practice,  fully  equipped  office  with  combination  office-resi- 
dence; very  successful  general  practitioner,  capital  district, 
died  suddenly  last  January.  Within  few  miles  several 
hospitals,  medical  college.  Unusual  opportunity.  Box  352, 
N.  Y.  St.  Jr.  Med. 


For  Sale:  Completely  equipped  Brooklyn  office,  x-ray,  etc. 
Large  active  general  medical  and  surgical  practice.  Ex- 
cellent opportunity.  Retiring.  Write  Box  361,  N.  Y.  St. 
Jr.  Med. 


General  practice,  Bayside,  N.  Y.;  grossing  $35,000;  fully 
equipped  office;  leaving  for  residency  July  1st;  for  sale  or 
association;  Terms.  Write  Box  362,  N.  Y.  State  Jr.  Med. 


CLASSIFIED  RATES 


1 time .SI. .35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 
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CONSISTENTLY  SUCCESSFUL  IN  RELIEVING 

DRY  ITCHY  SKIN 


study  1 Spoor, 


satisfactory  results  in  88  ^ of  cases 

from  dryness  and  pruritus. 

satisfactory  results  in  94%  of  cases 

discomfort  other 


BATH  OIL 


INDICATIONS 


eczematoid  dermatitis 


atopic  dermatitis 
senile  pruritus 


contact  dermatitis 


nummular  dermatitis 


neurodermatitis 
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ichthyosis 
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SARDO  IN  THE  BATH  releases  millions  of  microfine  water-miscible  globules*  which 
act  to  (a)  lubricate  and  soften  skin,  (b)  replenish  natural  emollient  oil,  (c)  prevent 
excessive  evaporation  of  essential  moisture.  JL 

Patients  appreciate  pleasant,  convenient  SARDO. 

Non-sticky,  non-sensitizing,  economical.  Bottles  of  4,  8 and  16  oz. 


for  samples  and  literature,  please  write . . . 

SARDEAU,  INC.  75  East  55th  Street,  New  York  22,  N.  Y.*Patent  Pending,  t.ivi.  © isei 
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Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 

Data  based  on  pH  measurements  in  11  patients  with  peptic  uicer' 


At 

the 

site 

of 

peptic 

ulcer 


Neutralization 
with  new  Creamalin 


Neutralization 
with  standard 
aluminum  hydroxide 


neutralization 
is  much 
faster  and 
twice 
as  long 
with 


Minutes  20 


100 


120 


New  pprAI 

MAI  IM'antacid 

UIILIll 

IIHLIN  tablets 

New  York  18,  N.  Y. 


New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  show  that  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  "acid  rebound"  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P„  and  Tainter,  M.  L.:  J.  Am, 
Pharm.  A.  (Sclent.  Ed.)  48:384,  July,  1959. 

for  peptic  ulcers  gastritis  ngastric  hyperacidity 
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Now— From  the  makers  of 
Meischmanri’s Margarine  comes  the... 


Wonderful  for  sodium-restricted  diets— 10  mgs. 
of  sodium  per  100  grams! 

Contains  liquid  corn  oil  and  partially 
hydrogenated  corn  oil! 


Delicious  flavor  like  the  sweet,  high-price  spread! 

^ Fresh-F  rozen— available  only  in  grocers’  frozen  food  cases! 


Now,  Fleischmann’s  announces  a 
new  unsalted  margarine  for  patients 
on  low-sodium  diets,  and  for  those 
who  simply  prefer  the  sweet  taste  of 
an  unsalted  spread.  It’s  new  Fleisch- 
mann’s Sweet  (Unsalted)  Margarine,  made 
from  100%  corn  oil.  This  new  margarine  has  a 
linoleic  acid  content  higher  than  any  other 
margarine  available  at  grocery  stores  . . . and 
ten  times  higher  than  the  high-price  spread. 
Thirty  percent  (30%)  of  the  fat  in  Fleisch- 
mann’s is  polyunsaturated. 

Smooth,  Fresh  Flavor  Preserved 
By  Exclusive  Fresh-Frozen  Process 

This  new  unsalted  margarine  has  a light,  fresh 
flavor  your  patients  will  find  delicious.  And 
because  it  contains  no  salt  or  other  preserva- 
tives, it’s  Fresh-Frozen  for  flavor  protection. 
Your  patients  can  be  sme  it’s  always  fresh  and 
pure. 

Although  this  new  margarine  is  Fresh- 
Frozen,  the  quarter  in  use  may  be  kept  in  the 
refrigerator  as  any  other  spread.  The  remain- 
ing quarters  should  be  stored  in  the  freezer. 


For  Patients 

On  Sodium-Restricted  Diets 

If  your  patients  need  sodium  restriction,  rec- 
ommend delicious  new  Fleischmann’s  Sweet 
(Unsalted)  Margarine.  It’s  ideal  as  a table 
spread  and  for  cooking.  It  comes  in  a bright 
green  foil  package  and  is  found  in  the  grocer’s 
frozen  food  case.  Remember  Fleischmann’s  is 
the  first  and  only  unsalted  margarine  made 
from  100%  corn  oil. 


By  fhe  Makers  of  Fteischmann's  Yeasf 

Fleisc^imanris  sweet  (vnsalted)marjgarine 

Made  from  100%  CORN  OIL 
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the  only  sustained-release  tranquilizer 
that  does  not  cause  autonomic  side  reactions 


for  the 
tense 
and  anxious 
patient . . . 


• SAFE,  CONTINUOUS  RELIEF  of  anxiety  and  tension  for  12  hours  with 
just  one  capsule— without  causing  autonomic  side  reactions  and  without 
impairing  mental  acuity,  motor  control  or  normal  behavior. 

• ECONOMICAL  for  the  patient— daily  cost  is  only  a dime  or  so  more  than 
for  barbiturates. 

Meprospan-400 

400  mg.  meprobamate  (Miltown®)  sustained-release  capsules 


Usual  dosaee:  One  capsule  at  breakfast  lasts  all  day;  one  capsule  with  evening  meal  lasts  all  night. 
Available:  Meprospan-iOO,  each  blue-topped  capsule  contains  400  mg.  Miltown  (meprobamate).  Meprospan-ZOO, 
each  yellow-topped  capsule  contains  200  mg.  Miltown  (meprobamate).  Both  potencies  in  bottles  of  30. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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Scientific  Articles 

Clinical  I'se  of  Hone  Marrow  Transfusions,  Audrey  E.  Evans,  L.R.C.P.,  and  S.E fS37 

Para.sitic  Infections  in  Children,  Thomas  S.  Bumbalo,  M .D 1843 

The  “Two-Step”  E.xercise  Test  Brought  Up  to  Date,  Arthur  M.  Master,  M.D.,  and  Isadore 

Rosenfeld,  M .D 1850 

\'alue  of  Community  Chest  X-Ray  Sur\-eys  in  Detecting  Lung  Cancer,  Vincent  H.  Handy. 

M.D.,  Raul  R.  Gerhardt,  M.D.,  Henry  H.  Sc/mltz,  M.D.,  and  Abraham  Kaminsky,  M .A 1859 

Symposium  and  Panel  Discussion — Cerebral  Concussion  and  Jts  Sequelae  1864 

I ntroduction.  E.  Jefferson  Browder,  M.D.,  Moderator 1 865 

Cerebral  Concussion;  Presentation  of  the  Problem,  Harry  .4.  Kaplan,  M .D 1865 

The  Pathophysiology  of  Cerebral  Concussion,  Maitland  Baldwin,  M.D 1868 

Sequelae  of  Cerebral  Concussion,  William  F.  Caveness,  M .D.,  and  Kai  C.  Nielsen,  M.D 1871 

Post-Traumatic  Headache:  Its  Basic  Mechanisms  and  Character,  Arnold  P.  Friedman, 

.M.D 1875 

Psychiatric  Aspects  of  Head  Injury,  Edwin  .4.  Weinstein,  M.D 1879 

Diagnostic  Value  of  the  Electroencephalogram  in  Concussion  and  Its  Sequelae,  Hans  Strauss, 

.M.D 1884 

Medicolegal  Aspects  of  Concussion  and  Sequelae,  Richard  Grimes,  M.D 1888 

C'ombined  Use  of  Tranylcypromine  and  Trifluoperazine  in  Ambulator}’  Treatment  of  Patients 

with  Agitated  Depressions,  Preliminary  Evaluation,  Stanley  Lesse,  .M.D 1898 

Rceent  .Advances  in  Medicine  and  Surgery 

Current  Concepts  of  Superficial  Fungus  Diseases,  Edward  H.  Mandel,  M .D 1904 

Cl inicopa  t h ologic  Conference 

.\  Large  Mass  in  the  Lung,  Knickerbocker  H ospital 1913 

Current  Concepts  in  Diabetes  Mellitus 

1 liabetic  Microangiopathy,  Harold  Rifkin,  M .1).,  and  Louis  Leiter,  M .D 1920 

.\ utrition  Excerpts 

Body  Fatness  in  Normal  Young  Women,  Charlotte  M . Young,  Ph.D 1928 
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COZYME 


(dexpanthenol,  Travenol) 


ACT 


Restores  Normal  Peristalsis 


after  Surgical  Stress 


rgical  intestinal  atony,  abdomi- 


COZYME  is  a specific  for  post 

nal  distention,  paralytic  ileus  and  retention  of  flatus  and  feces.  Routine  administration 
is  completely  safe,  even  in  cases  such  as  intestinal  anastomoses.  COZYME  stimulates 
the  return  of  normal  peristalsis.There  are  no  known  contraindications,  except  concurrent 
use  with  other  enterokinetics  such  as  neostigmine.  A vast  number  of  cases  on  record 
attest  to  the  effectiveness  of  COZYME.  Many  surgeons  and  obstetricians  use  this  drug 
as  an  indispensible  part  of  postsurgical  and  postnatal  case  management. 


Supplied;  In  2 ml.  and  10  ml.  vials  containing  250  mg.  of  dexpanthenol  per  ml.  Also  in 
2 ml.  disposable  syringe  containing  250  mg.  of  dexpanthenol  per  ml. 


Bibliography;  1.  Lamphier,  T.A.:  Am. Surgeon  2fi;350-354  (May)  1960.  2.  Wager,  H.P.,  and  Melosh,  W.D.:  West.  J.Surg. 
67:280-282  (Sept.-Oct.)  1959.  3.  Turow,  D.D.:  Clin.  Med.  6:791-796  (May)  1959.  4.  Frazer,  J.W.;  Flowe,  B.H.,  and  Aniyan 
W.G.:  J.A.M.A.  169:1047-1051  (March  7)  1959.  5.  Stone,  M.L.;  Schlussel,  S.;  Siibermann,  E.,  and  Mersheimer,  W.:  Am. 
J.Surg.  97:191-194  (February)  1959.  6.  Haycock,  C.E.;  Davis, W. A.,  and  Morton,  T.V.:  Am.  J.  Surg.  97:75-78  (January) 
1959.  7.  Fabi,  M.;  Gazz.  Med.  Ital.  166:159-161  (Aprii)  1957. 

TRAVENOL  LABORATORIES,  INC.,  Morton  Grove,  Illinois 
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DEUDUM0NE2X 

Squibb  Testosterone  Enanthate  and  Estradiol  Valerate 

PREVENTS  LACTATION  AND  BREAST  ENGORGEMENT  / just  one  injection  at  the  end  of  the  first  stage 
of  labor/ optimally  balanced,  long-acting  combination  of  gonadal  steroids  for  easy  injection  through 
small-gauge  needle  because  of  low  viscosity  / virtually  eliminates  need  for  analgesics' / essen- 
tially eliminates  withdrawal  reaction  and  secondary  breast  engorgement  sometimes  associated 
with  oral  medication-'  / does  not  affect  involution  of  uterusor  restoration  of  normal  ovarian  function’. 


Squibb 


Squibb  Quality — the  Priceless  ingredient 

DELADUMONE'*  is  a Sauibb  trademark 


Supply:  Each  cc.  of  Deladumone  2X  provides  180  mg.  testosterone  enanthate  and  8 mg.  estradiol  valerate  dissolved  in  sesame  oil.  Vials  of  2 cc.  Dosage:  2 cc.  given 
as  a single  intramuscular  injection  preferably  at  the  end  of  the  first  stago  of  labor  or  else  immediately  upon  delivery.  For  full  information  see  your  Squibb  Product 
Reference  or  Product  Brief.  References:  i.Watrous,  J.  B.,  Jr.,et  al.:  J.A.M.A.  169:  246  (Jan.  17)  1959,2.  Lo  Presto,  B.,  and  Caypinar,  E.Y.'  J.A.M.A.  169:250  (Jan.  1 7)  1959. 
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ENDS 

ITCH 

FAST 

ORAL  ALLERCUR  REACHES 
THE  SKIN  IN  10  MINUTES' 
FOR  PROLONGED  RELIEF 


Allercur  is  the  systemic  answer  to  a derma- 
tology problem.  This  single  agent  provides 
fast,  prolonged  relief  of  itching,  both  allergic 
and  nonallergic,  with  only  2 to  4 tablets  daily 
—without  timed-release  devices.  Drowsiness 
and  other  side  effects  are  of  low  degree.  Un- 
like topical  preparations,  Allercur  frees  the 
patient  of  messy,  inconvenient  local  applica- 
tion. Many  risks  of  systemic  phenothiazine 
and  glucocorticoid  therapy  are  decreased. 

Effective:  "An  excellent  or  good  antipruritic 
response  occurred  in  69  patients  (79.5%).  No 
toxic  reactions  occurred  and  there  were  virtu- 
ally no  side  effects.  Particularly  notable  were 
the  absence  of  drowsiness  and  the  rapidity 
with  which  the  remission  of  itching  occurred.”^ 
Allercur  is  also  effective  in  the  management 
of  conditions  such  as  nasal  allergy,  including 
seasonal  hay  fever. 

CAUTION:  If  drowsiness  occurs,  patients  should 
avoid  activities  demanding  alertness. 

AVERAGE  DOSE:  2 to  4 tablets  daily  in  divided  doses. 

SUPPLIED:  Tan,  scored  tablets,  each  containing  20 
mg.  clemizole  HCI,  in  bottles  of  100. 

REFERENCES:  l.  Kimmig,  J.:Hautarzl3:414(Sept.)1952. 
2.  Butler.  P.G. : Western  Med.  1 :16(Nov.)  I960. 

Bibliography  on  request. 


New  YorK  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


when  allergies  occur 


•Reg  T.M  . Schering.  A.  G..  Berlin 


(clemizole  HCI) 
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(Salts  of  Dihydroh  droxycodeinone  and 
Homatropine,  plus  APC) 


TABLETS 


fills  the  gap 
between 
mild  oral  and 
potent 

parenteral 
analgesics ' 


ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 

ru.s.  Pats.  2,628,185  and  2,907,768 


AVERAGE  ADULT  DOSE 

1 tablet  every  6 hours. 
May  be  habit-forming. 
Federal  law  permits 
oral  prescription. 


Also  Available 

For  greater 
flexibility  in  dosage  — 
Percodan®-Demi:  The  complete 
Percodan  formula,  but  with 
only  half  the  amount  of  salts  of 
dihydrohydroxycodeinone 
and  homatropine. 


1,  Blank,  P.,  and  Boas,  H.:  Improved 
analgesia  for  moderate  pain,  Ann.  West. 
Med.  & Surg.  6:376,  1952.  2.  Bonica,  J.  J., 
et  al.:  The  management  of  postpartum 
pain  with  dihydrohydroxycodeinone 
(Percodan):  Evaluation  with  codeine  and 
placebo,  West.  J.  Surg.  65:84,  1957. 
3.  Cass,  L.  J.,  and  Frederick,  W.  S.: 
A controlled  study  in  pain  relief,  M.  Times 
84:1318,  1956.  4.  Chasko,  W.  J.:  Pain-lfree 
dental  surgery:  Postoperative  extension 
of  the  pain-free  state,  J.  District  of 
Columbia  Dent.  Soc.  31:3,  No.  5,  1956. 
5.  Cozen,  L.:  Office  Orthopedics,  ed.  2, 
Philadelphia,  Lea  & Febiger,  1953,  pp.  120, 
138,  145,  156,  234.  6.  Nicolson,  W.  P..  Jr., 
and  Skandalakis,  J.  E.:  Control  of  postopera- 
tive pain,  J.M.A.  Georgia  46:471,  1957. 
7.  Piper,  C.  E.,  and  Nicklas,  F.  W.:  Percodan 
for  pain  in  industrial  practice,  Indust.  Med. 
23:510,  1954;  abstracted,  Clin.  Med.  3:1008,  1956, 
Current  M.  Digest  22:135,  No.  3,  1955. 
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■ acts  in  5-15  minutes 

■ relief  usually  lasts 
6 hours  or  longer 

■ toleration  excellent... 
constipation  rare 

■ sleep  uninterrupted 
by  pain 


Each  Percodan*  Tablet 
contains  4.50  mg.  dihydro- 
hydroxycodeinone HCI, 
0.38  mg.  dihydrohydroxy- 
codeinone'terephthalate 
(warning:  may  be  habit- 
forming), 0.38  mg. 
homatropine  terephthalate, 
224  mg.  acetylsalicylic 
acid,  160  mg.  aceto- 
phenetidin,  and  32  mg. 
caffeine. 


AN  AMES  CLINIQUICK' 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


HOW  MAY  A PATIENT 
BE  REASSURED 
THAT  REMOVAL 
OF  HIS  GALLBLADDER 
WILL  NOT  SERIOUSLY 
IMPAIR  HIS  DIGESTIVE 
ABILITY? 

He  may  be  told  that,  among  animals 
of  similar  dietary  habits  and  digestive 
processes,  some  have  a gallbladder 
and  some  do  not.  Among  the 
herbivores,  the  cow  and  sheep  have 
one,  the  deer  and  horse  do  not; 
among  the  omnivores,  the  mouse 
has  one  but  the  rat  does  not. 

Source:  Farris,  J.  M.,  and  Smith,  G.  K.; 

M.  Clia  North  America  -#5:1 133  (July)  1959. 


when  the-patient 
needs 

increased  bile  flow, 


(dehydrocholic  acid,  Ames) 

“Constant  loss  of  bile  [from  relaxation 
of  sphincter  of  Oddi  following  cholecyst- 
ectomy] reduces  the  amounts  available 
for  lipid  absorption  after  meals,  with 
resulting  clinical  symptoms  apparently 
relieved  by  bile  acid  administration.” 
Source:  Popper,  H.,  and  Schaffner,  E; 
Liver:  Structure  and  Function,  New 
York,  McGraw-Hill  1957,  p.  309. 

Available:  Decholin  Tablets:  (dehydrocholic 

acid,  Ames)  3%  gr.  (250  mg.).  Bottles  of  100, 
500,  and  1,000. 

and  for  hydrocJwleresis  plus 
spasmolysis . . . 

(dehydrocholic  acid  with  belladonna,  Ames) 

Available:  Dechoi  in,  Belladonna  Tablets; 
Decholin  (dehydrocholic  acid,  Ames)  3-’4  gr. 
(250  mg.)  and  extract  of  belladonna  ' (.  gr.  ( 1 0 mg.). 
Bottles  of  100  and  500. 
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no  longer 
detoured 
by 

diarrhea 


the  green  light  to  normal  activity,  through  its  fast  and  dependable 
control  of  intestinal  hypermotility. 


Each  30  cc.  (1  fl.  oz.)  of  Donnagel  contains; 

Kaolin  6.0  Gm.  Natural  belladonna  alkaloids: 

Pectin  142.8  mg.  hyoscyamine  sulfate 0.1037  mg. 

Phenobarbital  (V4  gr.) 16.2  mg.  atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide 0.0065  mg. 


also  available 


DONNAGEL  plus  neomycin  sulfate  300  mg.  (as  neomycin  base  210  mg.)  per  30  cc.  DONNAGEL  plus  powdered  opium  U.S.P.  24.0 

mg.  per  fl.  oz.  (equivalent  to  paregoric  6 ml.). 
This  is  the  usual  adult  dose. 


All  three  forms  available  in  bottles  of  6 fl.  oz. 


As  the  greatest  dental  benefits  of  Sodium  Fluoride  are 


derived  during  infancy  and  early  childhood: 


PEDIATRIC  VITAMINS 
PLUS  SODIUM  FLUORIDE 

provide 


proper 

nutritional 


support 

plus 

prophylaxis 

against 

future 


dental 

caries 


FUNDAMENTAL  VITAMINS  PU^  SODIUM  FLUORIDE 

Funda-Vite(F) 

PEDIATRIC  DROPS  ^ 

Each  0.6  ml.  provides,  400  U.S.P.  units  vitamin  D,  30  mg.  vitamin  C and 
0.5  mg.  fluorine  (as  sodium  fluoride) . Available  in  30  ml.  and  50  ml. 
bottles  with  calibrated  droppers. 


MULTIPLE  VITAMINS  Pl^  SODIUM  FLUORIDE 

Quanti  - Vite  (F) 

PEDIATRIC  DROPS 

Each  0.6  ml.  provides,  3,000  U.S.P.  units  vitamin  A,  400  U.S.P.  units 
vitamin  D,  60  mg.  vitamin  C,  1 mg.  vitamin  Bi,  1.2  mg.  vitamin  B2, 

1 mg.  vitamin  Bg,  10  mg.  niacinamide  and  0.5  mg.  fluorine  (as  sodiiun 
fluoride) . Available  in  50  ml.  bottles  with  calibrated  droppers. 

AVAILABLE  ON  PRESCRIPTION  ONLY 

CONTRAINDICATED  IN  COMMUNITIES  WITH  FLUORIDATED  DRINKING  WATER. 


* 

NOTE; 

CONTINUE  VITAMIN- 
FLUORIDE  SUPPLEMENTS 
DURING  THE  SUMMER 

Daily  administrations 
of  Funda-Vite(F)  or 
Quanti-Vite(F)  should  be 
consistent  and  continuous 
if  substantial  dental  benefits 
ore  to  be  anticipated. 


HOYT 


SAMPLES  AND  LITERATURE  - Write  Medical  Department 

HOYT  PHARMACEUTICAL  CORP.,  NEWTON  58,  MASSACHUSETTS 

PIONEERS  IN  PEDIATRIC  VITAMIN-FLUORIDE  SUPPLEMENTS 
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for 

real  or  potential 
ulcer... 

PATH  I BAM  ATE* 

meprobamate  with  Pathilon®  tridihexethyl  chloride  Lederle 


anticholinergic... 

treats  the  trauma 

tranquilizer... 

controls  the  tension 

Indications;  duodenal  ulcer;  gastric  ulcer;  intestinal 
colic;  spastic  and  irritable  colon;  ileitis;  esophag- 
eal spasm;  anxiety  neurosis  with  gastrointestinal 
symptoms,  and  gastric  hypermotility. 

Administration  and  Dosage:  PATHIBAMATE-400  (full 
meprobamate  effect)— 1 tablet  three  times  a day 
at  mealtime,  and  2 tablets  at  bedtime. 
PATHIBAMATE-200  (limited  meprobamate 
effect)—!  or  2 tablets  three  times  a day  at  meal- 
time, and  2 tablets  at  bedtime.  Adjust  to  patient 
response. 

Contraindications:  glaucoma;  pyloric  obstruction, 
and  obstruction  of  the  urinary  bladder  neck. 

LEDERLE  LABORATORIES 

A Division  of  AMERICAN  CYAN  AMID  COMPANY 
Pearl  River,  New  York 


BECAUSE  POOR  DIABETIC  CONTROL 
INCREASES  THE  THREAT  OF  VASCULAR 
COMPLICATIONS  IN  DIABETES'.;. 
DIABINESE  FIRST  FOR  ADEOUATE  AND 
CONTINUOUS  ORAL  CONTROL 


Oral  therapy  with  diabinese  can  help  assure 
more  adequate  blood-sugar  control  in  many 
maturity -onset  diabetics,  including  certain  pa- 
tients now  poorly  controlled  by  diet  alone, 
some  patieiits  on  insulin,  and  many  who  escape 
control  on  previous  oral  therapy. 

Diabinese  and  diet 

In  patients  with  maturity-onset  diabetes  whose 
blood  sugar  remains  elevated  despite  weight 
and/or  caloric  control,  diabinese  is  frequently 
effective  in  doses  of  100  to  250  mg.  a day.  Fur- 
ther, unlike  insulin,  diabinese  has  not  been 
reported  to  increase  appetite,  and  residual 
capacity  for  endogenous  beta  cell  activity  is 
stimulated.  Thus,  diabinese  combined  with 
dietary  regulation  will  often  ensure  more  satis- 
factory control  than  “diet  alone.” 

J)ial)lncso  and  IJie 
insulin  patient 

DIABINESE  has  pi'ovcd  to  be  an  effective  replace- 
ment for  insulin  among  maturity-onset  pa- 
tients needing  40  units  or  less  per  day.  This 
application  of  diabinese  is  especially  valuable 
in  patients  who  should  not  be  exposed  to  the 
hazards  and  inconvenience  of  self-administered 
injection  — those  with  poor  eyesight,  the  infirm 
and  elderly,  and  the  emotionally  disturbed. 
Transfer  from  insulin  to  diabinese  in  proper 
do.sage  lessens  the  risk  of  hypoglycemia,  and  may 
enable  certain  patients  to  resume  occupations 
w’here  insulin  shock  is  considered  dangerous. 


In  selected  patients  in  whom  insulin  require- 
ments have  become  quite  high,  combined  ther- 
apy with  DIABINESE  .soiuetimes  permits  reduc- 
tion of  insulin  dosage  and  helps  to  improve 
control.^  Patients  with  insulin  resistance  may 
sometimes  be  similarly  helped  by  replacement 
of  part  of  the  daily  insulin  dosage.'* 

Diabinese  from  the  start 

Continuous  control  in  suitable  candidates  for 
sulfonylurea  therapy  is  more  likely  to  be 
achieved  with  diabinese.  According  to  the 
A.M.A.  Council  on  Drug.s,^  observations  indi- 
cate that  “on  an  equivalent  dose  and  blood 
level  basis,  chlorpropamide  has  a somewhat 
greater  therapeutic  effect  than  has  tolbuta- 
mide. ’ ’ This  therapeutic  superiority  is  reflected 
in  the  results  of  clinical  observations  like  those 
of  Fineberg,*'  who  compared  the  effect  of 
diabinese  in  50  patients  with  the  effect  of  tol- 
butamide in  35  jiatients.  He  concluded  that 
“chlorpropamide  produced  satisfactory  con- 
trol of  the  diabetes  in  almost  twice  as  great  a 
percentage  (76  versus  43  per  cent)  of  patients 
than  did  tolbutamide,  and  e.xeellent  control  in 
more  than  twice  as  great  a percentage  (74 
versus  31  per  cent).” 

1.  Jolmsson,  S.:  Diabetes  9:1,  I960.  2.  El  Mahallawy, 
M.  N.,  ami  Sabour,  M.  S. : J. A.M.A.  173:1783,  1960. 
3.  Editorial:  Brit.  M.  J.  1 :188,  1961.  4.  Duncan,  L.  J.  P., 
and  Baird,  J.  D. : Pharmacol.  Rev.  12:91, 1960.  5.  A.M..\. 
Council  on  Drugs:  New  and  Nonofficial  Drugs,  1961, 
Philadelphia,  Lippincott,  1961,  p.  657.  6.  Fineberg, 
S.  K.:  J.  Am.  Geriat.  Soc.  8:441, 1960. 


FOR  MAXIMUM  ASSURANCE  OF  CONTINUOUS 

BLOOD-SUGAR  CONTROL 

Til  qIiI  T1  OQO®  antidiahetic 

±J lG;UllivOC  most  I'tkelij  to  succeed 

BRAND  OF  CHLORPROPAMIDE 

economical  once-a-daij  dosage 


IX  BRIEF  V. 


DIABIXESE,  a potent  sulfonylurea,  provides 
smooth,  long-lasting  control  of  blood  sugar  per- 
mitting economy  and  simplicity  of  low,  once-a-day 
dosage.  Moreover,  diabinese  often  works  where 
other  agents  have  failed  to  give  satisfactory  control. 

INDICATIONS : Uncomplicated  diabetes  mellitus 
of  stable,  mild  or  moderately  severe  nonketotic, 
maturity -onset  type.  Certain  “brittle”  patients  may 
be  helped  to  smoother  control  with  reduced  insulin 
requirements. 

ADMINISTRATION  AND  DOSAGE:  Familiar- 
ity with  criteria  for  patient  selection,  continued 
close  medical  supervision,  and  observance  bj'  the 
patient  of  good  dietary  and  hygienic  habits  are 
essential. 

Like  insulin,  diabinese  dosage  must  be  regulated  to 
individual  patient  requirements.  Average  mainte- 
nance dosage  is  100-500  mg.  daily.  For  most  patients 
the  recommended  starting  dose  is  250  mg.  given 
once  daily.  Geriati’ic  patients  should  be  started  on 
100-125  mg.  daily.  A priming  dose  is  not  necessarj’ 
and  should  not  be  used;  most  patients  should  be 
maintained  on  500  mg.  or  less  daily.  Maintenance 
dosage  above  750  mg.  should  be  avoided.  Before 
initiating  therapy,  consult  complete  dosage  infor- 
mation. 

SIDE  EFFECTS : In  the  main,  side  effects,  e.g., 
hypoglycemia,  gastrointestinal  intolerance,  and  neu- 
rologic reactions,  are  related  to  dosage.  They  are 


not  encountered  frequently  on  presentl}’  recom- 
mended low  dosage.  There  have  been,  however,  oc- 
casional cases  of  jaundice  and  skin  eruptions  pri- 
marily due  to  drug  sensitivity;  other  side  effects 
which  may  be  idiosyncratic  are  occasional  diarrhea 
(sometimes  sanguineous)  and  hematologic  reactions. 
Since  sensitivity  reactions  usually  occur  within  the 
first  six  weeks  of  therapy,  a time  when  the  patient 
is  under  very  close  supervision,  tliey  may  be  readily 
detected.  Should  sensitivity  reactions  be  detected, 
DIABINESE  should  be  discontinued. 

PRECAUTIONS  AND  CONTRAINDICATIONS: 
If  bypoglycemia  is  encountered,  the  patient  must 
be  observed  and  treated  continuously  as  necessary, 
usually  3-5  days,  since  diabinese  is  not  significantly 
metabolized  and  is  excreted  slowly,  diabinese  as  the 
sole  agent  is  not  indicated  in  juvenile  diabetes  mel- 
litus and  unstable  or  severely  “brittle”  diabetes 
mellitus  of  the  adult  type.  Contraindicated  in  pa- 
tients with  hepatic  dysfunction  and  in  diabetes 
complicated  by  ketosis,  acidosis,  diabetic  coma, 
fever,  severe  trauma,  gangrene,  Raynaud’s  disease, 
or  severe  impairment  of  renal  or  thyroid  function. 
DIABINESE  may  prolong  the  activity  of  barbiturates. 
An  effect  tike  that  of  disulfiram  has  been  noted  when 
patients  on  diabinese  drink  alcoholic  beverages. 

SUPPLIED : As  100  mg.  and  250  mg.  scored  chlor- 
propamide tablets. 

More  detailed  professional  information  available  on 
request. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc.  New  York  17,  New  York 


l'/4  Grs.  Ea. 
FLAVORED 


Living  up  to 
a family  traditton 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children  — IVa  grain  flavored 
tablets— Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Children’s 
Greater  Protection 


THE  BAYER  COMPANY.  DIVISION  OF  STERLING  DRUG  INC..  1450  BROADWAY.  NEW  YORK  18.  N.  Y 


1808 


NEURITIS 


FIBROSITIS 


MYALGIA 


SCIATICA 


BURSITIS 


RELIEVE  SYMPTOMS  WITH 

MEPHOGEN  capsules 

Mephenesin,  skeletal-muscle  relaxant,  in  combination  with  clini- 
cally effective  Sodium  Salicylate  — Sodium  Gentisate  (the 
“double  salt”  analgesic)  assures  sustained  muscle  relaxation  and 
safe  analgesia. 

The  prolonged  pain  relief  improves  joint  mobility,  as  does  the^ 
increase  of  endogenous  cortisone-like  activity  of  the  “double  salt” 
— which  is  further  potentiated  by  Para-Aminobenzoic  Acid,  per- 
mitting higher  analgesic  blood  levels  with  relatively  low  dosage. 

In  addition  Mephogen  provides:  Ascorbic  Acid  for  prevention  of 
degenerative  changes  in  connective  tissues;  Sodium  Nucleate  and 
Glutamic  Acid  — both  synergistically  effective  enzymes  to  aid  the 
intermediary  metabolic  conjugating  mechanism.  There  are  no  real 
contraindications  to  the  use  of  Mephogen. 

Each  Mephogen  Capsule  contains: 

Mephenesin,  N.N.R 250  mg. 

Sodium  Salicylate  200  mg. 

Sodium  Gentisate  100  mg. 

Potassium  Para-Aminobenzoic  Acid 60  mg. 

Ascorbic  Acid 50  mg. 

Sodium  Nucleate 12.5  mg. 

Glutamic  Acid  12.5  mg. 


DOSAGE:  One  or  two  Me- 
phogen capsules  every 
three  or  four  hours  given 
preferably  after  meals  or 
with  a little  milk. 
Supplied  at  all  pharma- 
cies in  bottles  of  100  and 
1000  capsules. 


Write  for  physicians'  samples  for  clinical  trial. 


BARROWS  BIOCHEMICAL  PRODUCTS  CORP. 


BARROWS 


INWOOD.  LONG  ISLAND.  NEW  YORK 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Bravisol  has  a gentle,  graded  abrasive 
action  that  attaclu  the  acne  lesion 
simply  and  directly.  Helps  open 
plugged  pores,  reduce  pustules  and 
blackheads,  control  oiliness. 
Outstanding  success  on  thousands 
of  acne  cases.  Brasivol  (pat. 
pend.)  contains:  mild  abrasive 
(AloOj),  hexachlorophene 
*1%,  drying  soap-and- 
detergent  base. 

Write  for  samples  and  literature. 


Logical  Dermatologicals — since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N .Y. 

Canada:  WinleyMorris  Co.,  Ltd.,  Montraal  21 


Fine  Medium  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also, 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  the  more  acute  cases. 


THERAPY  FOR  ACNE 

in  certain  countries  Brasivol  available  as  DENCO-BRAS'^ 


(STIEFEU) 


DOORWAY  to  HEALTH 


Stubborn  cases  of  arthritis  and  rheumatism  will 
often  respond  to  complete  relaxation  in  pleasant 
surroundings. 

That  has  proved  to  be  especially  true  at  Sharon 
Springs,  N.  Y.  Here,  balneotherapy  (sulphur  water 
baths,  massage,  Nauheim  baths  and  related  treat- 
ments) has  combined  with  bracing  mountain  air 
and  a restful  atmosphere  to  "perform  wonders" 
for  patients  with  these  disorders. 

A new  color  brochure  on  this  old-established 
spa,  50  miles  west  of  Albany,  will  gladly  be  sent 
to  you  or  the  patients  you  specify. 

WHITE  SULPHUR  BATHS,  Inc. 

Sharon  Springs  3,  N.  Y. 

Charter  Member,  Association  of  American  Spas 
{Medically  Supervised) 
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“almost  universally  rapidly  curative”'  in 

infantile  eczema 


Biopsy  section  from  skin  stained  Biopsy  section  from  skin  stained  with  osmic 

with  osmic  acid  after  treatment  acid  after  treatment  with  Desitin  Ointment 

for  one  week  with  placebo  base  for  one  week  shows  much  unsaturated  oil 

shows  little  unsaturated  oil  (black  (black  stain)  on  the  surface  and  also  within 

stain)  on  the  surface  and  practi-  the  epidermis.  Unsaturated  oils  are  impor- 

cally  none  within  the  epidermis.  tant  constituents  of  natural  emollients. 


restores  unsaturates  via  fatty  acids  of  external  COd  liver  oil 


Spoor  finds!  that  Desitin  Ointment  topically 
replenishes  unsaturated  fatty  acids  dermally 
deficient!''*  in  many  babies  with  infantile 
eczemas.  Desitin  Ointment  was  selected  be- 
cause its  rich  cod  liver  oil  unsaturates 
resemble  those  naturally  found  in  the  skin. 

1.  Spoor,  H.  J.:  New  York  St.  J.  M.  60:2863,  1960. 

2.  Wiese,  H.  F.,  et  al.;  J.  Nutrition  66:345,  1958. 

3.  Smith,  L.  W.,  et  al.:  Amer.  J.  Med.  Sc.  237:600,  1959. 

4.  Nutrition  Reviews  17:136,  1959. 


Desitin  plus  antiallergenic  therapy 
proved  . . . 

“almost  universally  rapidly  curative”, 
with  great  improvement  or  clearing  of 
the  condition  in  all  babies  in  from  one 
to  five  weeksJ 

for  samples  of  soothing,  protective,  healing 
Desitin  Ointment  and  reprint,  please  write... 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R.  I. 
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Fostex"  treats 
pimplesblackheadsacne 
while  they  wash 


degreases  the  skin 
helps  remove  blackheads 
dries  and  peels  the  skin 

Patients  like  Fostex  because  it’s  so 
easy  to  use.  Instead  of  using  soap, 
they  simply  wash  acne  skin  with 
Fostex  Cream  or  Fostex  Cake  2 to  4 
times  daily. 

Fostex  contains:  Sebulytic®  base  (unique,  penetrating,  sur- 
face-active combination  of  soapless  cleansers  and  wetting 
agents*)  with  remarkable  antiseborrheic,  keratolytic  and  anti- 
bacterial actions  . . . enhanced  by  micropulverized  sulfur  2%, 
salicylic  acid  2%  and  hexachlorophene  1%. 

*sodium  lauryl  sultoacetate,  sodium  alkyl  aryl  polyether  sulfonate 
and  sodium  dioctyl  sulfosuccinate. 

Fostex  Cream  and  Fostex  Cake  are  interchangeable  for  thera- 
peutic washing  of  the  skin.  Fostex  Cream  is  approximately 
twice  as  drying  as  Fostex  Cake.  Supplied:  Fostex  Cake— bar 
form.  Fostex  Cream— 4.5  oz.  jars.  Also  used  as  a therapeutic 
shampoo  in  dandruff  and  oily  scalp. 

And  . . . since  continuous  24-hour  drying  and 
peeling  of  acne  skin  is  essential,  FOSTRIL  (a  new, 
flesh-tinted  drying  lotion)  should  be  used  once  or 
twice  daily  in  addition  to  Fostex  therapeutic  washings. 
Fostril®  contains  Liposec®  (polyoxyethylene  lauryl 
ether),  a new,  surface-active  drying  agent  used  forthe 
first  time  in  acne  treatment.  This  agent,  with  2% 
micropulverized  sulfur  and  a zinc  oxide,  talc  and  ben- 
tonite base,  provides  Fostril  with  excellent  drying 
properties.  Fostril  also  contains  1%  hexachlorophene. 

Available:  Fostril,  oz.  tubes. 

Fostril-HC  (%%  hydrocortisone)  25  gm.  tubes. 


INDEX  TO  ADVERTISED  PRODUCTS 


AVC  (National  Drug  Company) 1814 

Allercur  (J.  B.  Roerig  & Company) 1799 

Aspirin  (Bayer  Aspirin  Company) 1808 

Auralgan  (Doho  Chemical  Corp.) 1793 

Bio-Tosraosan  HC  (Doho  Chemical  Corp.) 1793 

Brasivol  (Stiefel  Laboratories) 1810 

Cortisporin  (Burroughs  Wellcome  & Company  Inc.) . . 1816 

Cozyme  (Baxter  Laboratories) 1795 

Creamalin  (IVinthrop  Laboratories) 1789 

Cupertin  (Copper-Tinsley  Laboratories) 1819 

Decadron  (Merck  Sharp  & Dohme,  Div.  Merck  <t 

Co.) 1825 

Decholin  (Ames  Co.,  Inc.) 1802 

Declomycin  (Lederele  Laboratories,  Div.  Amer. 

Cyanamid  Co.) 1820 

Deladumone  2X  (E.  R.  Squibb  & Sons,  Div.  Mathieson 

Chemical  Co.) 1797 

Deprol  (Wallace  Laboratories) 1836 

Desitin  Ointment  (Destin  Chemical  Company) 1811 

Diabinese  (Pfizer  Laboratories,  Div.  Chas  Pfizer  & Co.) 

1806-1807 

Donnagel  (A.  H.  Robins  Co.,  Inc.) 1803 

Fostex  (Westwood  Pharmaceuticals) 1812 

Funda-Vite  (Hoyt  Pharmaceutical  Co.) 1804 

.Jefron-Elixir  (Pitman  Moore  & Company) 3rd  cover 

Larylgan  (Doho  Chemical  Corp.) 1793 

Lipo-Hepin  (Riker  Laboratories) 1823 

Lomotil  (G.  D.  Searle  & Company) . . 1835 

Mephogen  (Barrows  BioChemical  Corp.) 1809 

Meprospan-400  (Wallace  Laboratories) 1791 

Miltown  (Wallace  Laboratories) 1815 

Neosporin  (Burroughs  Wellcome  & Co.  Inc.) 1816 

Nico-Metrazol  (Knoll  Pharmaceutical  Company) ....  1827 

Norflex  (Riker  Laboratories) 2nd  cover 

Otos-Mosan  (Doho  Chemical  Corp.) 1793 

Pathibamate  (Lederle  Laboratories,  Div.  Amer. 

Cyanamid  Co.) 1805 

Percodaji  (Endo  Laboratories) 1801 

Polysporin  (Burroughs  Wellcome  & Co.,  Inc.) 1816 

Quanti-Vite  (F)  (Hoyt  Pharm.  Corp.) 1804 

Rhinalgan  and  Rhinajgan  HC  (Doho  Chemical  Corp.) . 1793 

Sobee  (Mead  Johnson  & Company) 4th  cover 

Soma  (Wallace  Laboratories) 1974-1975 

TAO  (J.  B.  Roerig  & Company) 1821 

Tandearil  (Geigy  Pharmaceutical  Co.) 1813 

Tricofuron  (Eaton  Laboratories) 1817 

Zentron  (Eli  Lilly  - Company) 1828 

Dietary  Foods 

Fleischmann’s  Margarine  (Standard  Brands,  Inc.) ....  1790 

Medical  and  Surgical  Supplies 

ECG  (Sanborn  Company) 1822 

Miscellaneous 

Coca  Cola  (Coca  Cola  Company) 1980 

Sulphur  Baths  (White  Sulphur  Baths,  Inc.) 1810 


WESTWOOD  PHARMACEUTICALS  Buffalo  13.  New  York 

1812 


newl^dearil  Geigyl 

brand  of  oxyphenbutazone 


inflammation  takes  flight 


a new  development 
in  nonhormonal, 
anti-inflammatory 
therapy 


more  specific  than  steroids— 

Acts  directly  on  the  inflammatory  lesion  without 
altering  pituitary-adrenal  function  . . . 
without  impairing  immunity  responses.®  ' ' 

more  dependable  than  enzymes— 

Rapid  and  complete  absorption,  without  the 
uncertainty  of  oral  or  buccal  enzyme  therapy.® 

more  potent  than  salicylates— 

Anti-inflammatory  potency  of  Tandearil 
markedly  superiorto  aspirin. 


Remarkably  useful  in  a wide  variety  of  inflammatory 
conditions,  including:  rheumatoid  arthritis, 
spondylitis,  osteoarthritis'  '^  ®;  gout'  "''®;  acute  super- 
ficial thrombophlebitis"  ';  painful  shoulder 
(peritendinitis,  capsulitis,  bursitis,  and  acute  arthritis 
of  that  joint)'  '’;  severe  forms  of  a variety  • 

of  local  inflammatory  conditions®  ’ '®. 

The  physician  should  be  thoroughly  familiar  with  the  1 

dosage,  side  effects,  precautions  and  contra-  j 

indications  of  Tandearil  before  prescribing.  Full 
product  information  available  on  request. 


I 


I 

f 

I 
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In  trichomonas  vaginitis 
. . permanent  CURES  in 
84.6%”'  ■ "...  symptomatic 
and  bacterioiogic  CURES” 
in  100%^  ■ "symptomatic  CURE 
was  obtained  in  100%,  and 
bacterioiogic  CURES  in  82.5%”^ 
in  moniliasis  "symptomatic  CURE 
was  effected  in  about  80%”“ 
in  mixed  infections  "complete 
symptomatic  and  bacterioiogic 
CURES  in  92%”^ 
in  endocervicitis  75%  "were 
clinically  and  bacteriologically 
(as  indicated  by  vaginal 
smears  and  cultures)  CURED”^ 


ATT^  STOPS  THE  TORMENT 
XXV  V>  DESTROYS  THE  CAUSE 


Vaginitis  (trichomonal,  moniliai,  nonspecific),  Cervicitis 


References;  1.  Angelucci,  H.  M.;  Am.  J.  Obst.  & Gynec.  50:336,  1945.  2.  Hensel,  H.  A.;  Postgrad.  Med.  8:293, 
1950.  3.  Cortese,  J.  T.:  Clin.  Med.  2:45,  1955.  4.  Dill,  L.  V.,  and  Martin,  S.  S.;  M.  Ann.  District  of  Columbia  17:389, 
1948.  5.  Horoschak,  A.,  and  Horoschak,  S.:  J.  M.  Soc.  New  Jersey  43:92,  1946. 


Division  of  Richardson- Merrell  Inc. 

THE  NATIONAL  DRUG  COMPANY  Philadelphia  44,  Pa. 


Trademark:  AVC  avc-7j*/®o 
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Proven 

in  over  six  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 


Outstandingly  Safe 

-(  simple  dosage  schedule  produces  rapid,  dependable 
tranquilization  without  unpredictable  excitation 

Q no  cumulative  effects,  thus  no  need  for  difficult 
^ dosage  readjustments 

3 does  not  produce  ataxia,  change  in  appetite  or  libido 

4 does  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agranulocytosis 

^ does  not  impair  mental  efficiency  or  normal  behavior 


Miltowir 

meorobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  in  bottles  of  50. 

.^Also  supplied  in  sustained-release  capsules,.. 

Meprospan*  1 

Available  as  Meprospan-400  (blue-topped  sustained- 
release  capsules  containing  400  mg.  meprobamate), 
and  Meprospan-200  (yellow-topped  sustained-release 
capsules  containing  200  mg.  meprobamate). 


W WALLACE  LABORA.TORIES  / Cratibury,  N.  J. 
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‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


© Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


\ 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

V2  oz.  and  Vs  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

Vz  oz.  and  Vb  oz. 
(with  ophthalmic  tip) 

Tubes  of  V2  oz.  and 
Vb  oz.  (with 
ophthalmic  tip) 

1816 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


j 

Three  of  these  women  have  va 
or  mixed).  Only  comprehensive  therapy  can  reach  all  three. 

Tor  every  2 cases  of  vaginitis  caused  by  Trichomonas  vaginalis  alone,  there  is  usually  1 case  caused  by 
Candida  (Monilia)  albicans,  Haemophilus  vaginalis,  or  mixed  infection  involving  several  pathogens.*'®  . 

You  can  reach  all  of  these  vaginitis  patients  with  the  coiiiprehnish'c  vaginal  preparation  effective  against  ( 
C.  albicans,  H.  vaginalis  and  other  bacterial  pathogens,  in  addition  to  T.  vaginalis.  j; 

1.  Powder  for  ^weekly  application  in  your  office:  Furoxoxe®  (furazolidone)  0.\%  and  Micofur®  (nifuroxime)  0.5%,  in  an  acidic  water- 
dispersible  base.  15  Gm.  plastic  squeeze  bottle.  2.  Suppositories  for  continued  home  use:  first  week  1 in  the  morning  and  1 on  retiring. 

After  first  week,  1 at  night  may  suffice.  Continue  treatment  during  menses  and  throughout  menstrual  cycle  and  for  several  days  there-  I 

after.  Contain  Micofur  0.375%  and  Furoxone  0.25%  in  a water-miscible  base.  Boxes  of  12  or  24  suppositories  with  applicator.  | 

l.Coolidge,C.  W. ; Glisson.C.S,,  Jr.,and  Smith,  A. A.;  J.M.  A. Georgia 
48:167(Apr.)1959.2.Ensey,J.E.:Ani.J.Obst.&Gynec.77:lS5{Jan.)  1959.  i 

3.Frech,H.C.,and  Lanier,  L.R.,  Jr.  :J.M.  A.  Georgia  47:498  (Oct.)  1958.  i 

EATON  LABORATORIES  1^^^ 

Division  of  The  Norwich  Pharmacal  Company  I 

NORWICH,  NEW  YORK  \:dl  j. 

Improved 


iinitis  (trichomonal,  monilial 


In  1961,  you,  the  nation’s  physicians,  will  diagnose 
an  estimated  70,000  cases  of  cancer  of  the  colon  and  rectum. 

Although  potentially  this  is  a highly  curable  cancer, 
each  year  more  than  two  thirds  of  such  patients 
die  of  the  disease.  Thousands  are  lost  needlessly. 
They  could  be  saved  by  proper  medical  treatment  of  the  disease, 
found  by  annual  examination,  in  its  presymptomatic 
and  most  curable  stage.  The  regular  health  checkup 
and  alertness  to  first  symptoms  are  great  life-savers. 

To  help  bring  such  patients  to  you  in  time, 
the  American  Cancer  Society  has  developed 
a forceful,  comprehensive  public  education 
program  on  cancer  of  the  colon  and  rectum. 
The  Society’s  newest  film,  Lije  Story 
dramatizes  for  the  public  the  importance 
of  the  inclusion  of  digital  and 

PROCTOSCOPIC 
EXAMINATIONS 
IN  THE  ANNUAL 
HEALTH  CHECKUP. 

In  this,  as  in  the  preparation  of  all 
of  its  life-saving  educational  materials. 
Society  is  aided  by  the  best  medical 
and  lay  experts  available. 
The  physician  and  the  layman 
in  the  American  Cancer  Society 
are  truly  partners  for  life. 


AMERICAN 

CANCER 

SOCIETY 


antipruritic. ..torturing  itch  disappears  on  application 


CuPERTiN  cream  produces  a marked— often  dramatic— effect  in  dermatomy- 
coses.  Itching  stopped  completely  in  40  of  52  patients  treated  for  tinea  pedis. 
An  additional  11  reported  improvement.  “The  antipruritic  action  of  the  drug 
was  almost  dramatic.”' 

In  CuPERTiN  cream,  the  antipruritic  effect  is  coupled  with  antifungal  action  to 
provide  therapy  as  well  as  fast  symptomatic  relief  in  tinea  cruris,  tinea  pedis, 
tinea  corporis,  tinea  axillaris  and  tinea  versicolor. 

Well  tolerated  Cupertin  cream  is  available  in  15  Gm.  (Y2  oz.)  tubes  containing 
diphenylpyraline  2%  in  hydrophilic  ointment  U.S.P. 

1.  Helfand,  A.  E.:  To  be  published. 


T.M. 


DIPHENYLPYRALINE  HCI  2% 


COOPER,  TINSLEY  LABORATORIES,  INC. 

Harrison,  New  Jersey 
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( 


antibiotic  therapy  with  an  added  measure  of  protection 

ECLOMYCIN 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 

against  relapse— up  to  6 days’  activity  on  4 days’  dosage 
against  secondary  infection— sustained  high  activity  levels 
against  “problem”  pathogens— positive  broad-spectrum  antibiosis 


CAPSULES,  150  mg.,  75  mg.;  PEDIATRIC  DROPS,  60  mg./cc.;  SYRUP,  75  mg./5  cc. 
Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from 
your  Lederle  representative  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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N SUMMER  INFECTIONS 


)F  SKIN  AND  SOFT  TISSUE  (SUCH  AS  IMPETIGO,  INFECTED  WOUNDS) 
)UE  TO  SUSCEPTIBLE  ORGANISMS 


gainst  the  pathogen— Tao  extends  the  Gram-positive 
lectrum  of  usefulness  to  include  many  staphylococci  resistant 
) one  or  more  of  the  commonly  used  antibiotics. 

jr  the  patient — Tao  narrows  the  spectrum  of  side  effects  by 
voiding  many  allergic  reactions  and  changes  in  intestinal  bac- 
rrial  balance. 

‘ao  performance  in  clinical  practice:  “The  results  [in  81 
ases] . . show  that  triacetyloleandomycin  is  an  effective  antibiotic 
nd  that  it  is  especially  so  against  pathogenic  staphylococci. . . ."i 
Results  with  triacetyloleandomycin  in  this  study  [74  patients], 
nerefore,  corroborate  those  of  other  dermatologic  investigators 
nd  show  this  antibiotic  to  possess  a good  therapeutic  index  and 
Dw  order  of  toxicity  and  allergic  sensitivity. "2 
iood  to  excellent  results  (with  symptomatic  treatment)  in  all  of  30 
kin  and/or  soft  tissue  infections  which  had  failed  to  improve  or 
esolve  with  local  treatment,  incision  and  drainage,  or  debride- 
nent.3 

’recautions  and  side  effects:  The  use  of  antibioties  may  oc- 
asionally  permit  overgrowth  of  nonsusceptible  organisms.  A re- 
istant  infection  or  superinfection  requires  re-evaluation  of  the 
latient’s  therapy.  This  preparation  should  be  discontinued,  and 


specific  therapy  and  indicated  supportive  treatment  instituted  if 
such  resistant  infection  or  superinfection  should  appear. 

Following  widespread  and  extensive  use  of  TAO,  mild  reversible 
jaundice  presumed  to  have  been  caused  by  the  administration  of 
TAO  has  been  observed  in  a few  pediatric  patients.  In  these  cases 
jaundice  was  first  noticed  after  periods  varying  from  10  days  to  8 
weeks  of  continuous  treatment  with  the  drug.  When  jaundice  was 
first  noticed,  the  doses  employed  in  these  children  ranged  from  50 
to  100  mg. /kg. /day,  a dose  which  in  all  cases  is  in  excess  of  those 
recommended.  In  every  case  the  jaundice  was  mild  and  quickly 
reversible  on  discontinuance  of  medication. 

Available  as  Tao  Capsules,  250  and  125  mg.;  Ready  Mixed  Oral 
Suspension,  125  mg.  per  5 cc.;  Pediatric  Drops,  100  mg.  per  cc.  of 
reconstituted  liquid;  Intramuscular  or  Intravenous,  as  oleando- 
mycin phosphate. 

References:  1.  LeFebvre,  M.,  et  al.:  Antibiotics  Annual  1959-1960, 
New  York,  Antibiotica,  Inc.,  I960,  p.  755.  2.  Fisher,  A.  A.;  Med. 
Times  88:1056  (Sept.)  1960.  3.  Steller,  R.  E.:  Antibiotic  Med.  & Clin. 
Therapy  7:691  (Nov.)  1960.  Literature  on  request. 

and  for  nutritional  support  VITERRA'®  Vitamins  and  Minerals 
formulated  from  Pfizer's  line  of  fine  pharmaceutical  products 


New  York  17,  N.Y.;  Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being’’' 
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do  all 


Perhaps  they  do  ...  if  you  consider  their  “tools”  to  be  only  soldering  irons, 
spare  components,  milliammeters  and  the  like.  But  what  about  their  train- 
ing, experience,  and  personal  interest  in  your  satisfaction? 

The  men  who  service  Sanborn  electrocardiographs  are  qualified  technicians 
— highly  skilled  and  experienced  in  medical  electronics.  Their  training  and 
experience  are  important;  but  important,  too,  is  their  direct,  personal  in- 
terest in  providing  every  Sanborn  owner  with  competent,  prompt,  respon- 
sible service. 

It's  a “service  tool”  well  worth  remembering  the  next  time  you  buy  an 
electrocardiograph. 


MEDICAL  DIVISION 

S A IM  B O R IM 
O O IVI  F=*  A IM  ^ 

75  Wyman  St.,  Waltham  S4-,  Massachusetts 

New  York  Branch  Office  KS41  Broadway 
Circle  7-.5794  and  7-r>795 

Rochester  Branch  Office  830  Linden  Are.,  Ludlow  6-0433 
Schenectady  Resident  Representative  61  I I'nion  St.,  Franklin  7-8691 


Positive 

Antithrombotic 

Therapy 


HEPARIN 


is  the  only  substance  that  protects  against  the 
organization  and  extension  of  thrombi  by 
acting  on  both  the  clotting  mechanism  and 
on  elevated  lipid  levels. 


There  is  a growing  body  of  evidence 
for  inter-relationships  among 
elevated  serum  lipids,  atherosclerosis, 
hypercoagulability,  and  thrombosis. 


LIPO-HEPIN 

HEPARIN  SODIUM  INJECTION,  AQUEOUS 


RIKER  LABORATORIES,  INC. 

NORTHRIDGE,  CALIFORNIA 
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Recognizing  that  the  exchange  of  ideas  is  fundamental  to  medical  progress,  Lederle 
continues  its  Symposium  program  with  the  10th  year  of  scheduled  meetings.  Through 
these  Symposia,  sponsored  by  medical  organizations  with  our  cooperation,  over  50,000 
physicians  have  had  the  opportunity  to  hear  and  question  authorities  on  important 
advances  in  clinical  medicine  and  surgery.  You  have  a standing  invitation  to  attend  any 
of  these  Symposia  with  your  wife,  for  whom  a special  program  is  planned. 


ANOTHER  YEAR 

RICHARDSON  SPRINGS,  CALIF. 

Sunday,  June  11,  1961 
Richardson’s  Mineral  Springs 

SPRINGFIELD,  MASSACHUSETTS 

Wednesday,  June  14,  1961 
The  Schine  Inn 


OF  SYMPOSIA  . . . 

WICHITA,  KANSAS 

Wednesday,  October  4,  1961 
The  Broadview  Hotel 

TRAVERSE  CITY,  MICHIGAN 

Friday,  October  13,  1961 
The  Park  Place  Hotel 


CHEYENNE,  WYOMING 

Monday,  July  24,  1961 
The  Plains  Hotel 

McALESTER,  OKLAHOMA 

Saturday,  July  29,  1961 
The  Aldridge  Hotel 

SEATTLE,  WASHINGTON 
Saturday,  August  5,  1961 
The  Olympic  Hotel 


PEORIA,  ILLINOIS 

Thursday,  October  26,  1961 
The  Hotel  Pere  Marquette 

PROVIDENCE,  RHODE  ISLAND 

Wednesday,  November  1,  1961 
The  Colony  Motor  Hotel 

HARRISBURG,  PENNSYLVANIA 

Thursday,  November  9,  1961 
The  Penn  Harris  Hotel 


KANSAS  CITY,  KANSAS 
Friday,  September  15,  1961 
Battenfeld  Memorial  Auditorium 


JACKSONVILLE,  FLORIDA 

Sunday,  November  12,  1961 
The  Robert  Meyer  Hotel 


TOLEDO,  OHIO 

Thursday,  September  28,  1961 
The  Commodore  Perry  Hotel 


ALLENTOWN,  PENNSYLVANIA 

Wednesday,  November  15,  1961 
The  Americas  Hotel 


LEOERLE  LABORATORIES,  a Division  Of  AMERICAN  CVANAMID  COMPANY,  Pearl  River.  N.  V. 
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a series  of  24  handicapped  arthritics 
treated  with  dexamethasone  for  8 to  16 
months,  ring  size  decreased  consistently  — 
objective  evidence  of  antirheumatic  effects 
which  were  maintained  throughout  the 
entire  period  of  obsei'vation.  Improvement 
was  also  noted  in  other  antirheumatic 
indices,  i.  e.,  pain  on  motion,  tenderness, 
swelling  and  morning  stiffness.^ 


Supplied:  as  0.76  mg.and  0.5  mg. scored, pentagon-shaped  tablets 
in  bottles  of  100.  Also  available  as  Injection  DM:  \l)HO.N  Phos- 


phate and  new  Elixir  Dl^<  vl)KON.  Additional  information  on 
DKt.ADIlO.N  is  available  to  physicians  on  request.  Di;t:.M)KO.N 


ia  a trademark  of  Merck  & Co.,  Inc. 


Reference:  1.  Bunim,  J.  J.,  in  Hollander.  J.  L.:  Arthritis  and  Allied 


Conditions,  cd.  6,  Philadelphia,  Lea  & Eebi({cr,  1960,  p.36  l. 


MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  l.VC.,West  Point,  Pa, 


Decadion^ 


TREATS  MORE  PATIENTS  MORE  EFFECTIVELY 


See 


“Dr.B”onNBC-TV- 

TUESDAY  NIGHT.  JUNE  27. 1961  : 

A portrait  of  the  family  physician  * 
and  hts  special  contributians  • 
to  the  health  of  the  nation  •* 


Medicine 


CaBinefe 


while  youWe  spring-cleaning  this  week, 
take  a few  moments  to 
check  your  medicine  cabinet. 


DRUGS  —remember,  drugs  don’t  last  indefinitely. 
Discard  as  unsafe  any  preparation  that  has  changed 
color  or  consistency  or  become  cloudy.  Especially 
avoid  the  use  of  old  iodine,  cough  remedies,  oint- 
ments, eye  drops,  eye  washes,  nose  drops. 


HAZARDOUS  SUBSTANCES  — make  certain 

that  any  hazardous  substances  are  placed  on  a shelf 
out  of  the  reach  of  children. 


LABELS  —note  any  expiration  date  on  a drug,  dis- 
card those  which  have  expired.  It  is  advisable  to 
write  the  purchase  date  on  the  labels  of  all  bottles. 
To  prevent  deterioration,  make  certain  all  bottles 
are  tightly  sealed. 


FIRST  AID  SUPPLIES  — make  certain  you  have 

the  essentials  necessary  for  a sudden  emergency. 
Your  neighborhood  pharmacist  or  your  family  doc- 
tor will  help  you  prepare  a list  of  first-aid  essentials. 


YOU  CAN  RELY  ON  YOUR  NEIGHBORHOOD  PHARMACIST 


PHARMACEUTICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
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Nico-Metrazol' 

the  safe  ergogenic  agent 


Whenever  non-specific  fatfgue  indicates  the  need  for  safe  cerebral  stimulation, 
Nico-Metrazol  deserves  a therapeutic  trial.  The  gentle  activation  of  the  central  nervous 
system  and  the  increased  rate  of  cerebral  blood  flow  effected  by  Metrazol®,  combined 
with  increased  peripheral  blood  flow  induced  by  nicotinic  acid,  provide  a “physiologic 
spark-plug”  for  renewed  mental  and  physical  vitality.  Fatigue  and  listlessness  are 
frequently  replaced  by  a resurgence  of  energy  and  alertness.  Chronically  apathetic 
geriatric  patients  often  show  significant  improvement  on  Nico-Metrazol  therapy. 

Outstanding  Safety;  Nico-Metrazol  is  markedly  free  of  undesirable  systemic  action. 
It  causes  neither  hypertension  nor  postural  hypotension.  Nico-Metrazol  has  no  adverse 
effect  on  liver  or  bone  marrow  functions.  The  vasodilating  action  of  nicotinic  acid 
produces  a transient  flush  and  is  accompanied  by  a feeling  of  warmth  and  stimulation. 

Dosage:  Initially,  2 Nico-Metrazol  Tablets,  or  2 teaspoonfuls  of  Nico-Metrazol  Elixir,  three  or  four 
times  daily.  For  maintenance,  after  optimal  results  have  been  achieved,  dosage  may  be  reduced  to 
1 Nico-Metrazol  Tablet  or  1 teaspoonful  of  Nico-Metrazol  Elixir  three  times  daily. 

Supply:  Nico-Metrazol  Tablets  and  Elixir- 100  mg.  Metrazol  and  50  mg.  nicotinic  acid  in  each 
tablet  or  teaspoonful. 


For  information  on  Vlta-Metrarol  and  Metrazol  dosage  forms,  consult  your  current  Physicians'  Desk  Reference. 
KNOLL  PHARMACEUTICAL  COMPANY  - or.o<ge.  new  jersev 
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I, 


to  "the  under-par  child”* 

‘‘"Zentron 

comprehensive  liquid  hematinic 

• corrects  iron  deficiency 

• restores  healthy  appetite 

• helps  promote  normal  growth 

• underweight,  easily  fatigued,  anorexic— due 
to  mild  anemia 

Each  5-cc.  teaspoonful  provides: 

Ferrous  Sulfate  (equivalent  to 


20  mg.  of  iron) 100  mg. 

Thiamine  Hydrochloride 

(Vitamin  B,) 1 mg. 

Riboflavin  (Vitamin  B2)  ....  1 mg. 

Pyridoxine  Hydrochloride 

(Vitamin  Be) 0.5  mg. 

Vitamin  B12  CrystaUine  ....  5 meg. 

Pantothenic  Acid 

(as  d-Panthenol) 1 mg. 

Nicotinamide 5 mg. 

Ascorbic  Acid  (Vitamin  C).  . . 35  mg. 
Alcohol,  2 percent. 


Usual  dosage: 

Infants  and  children — 1/2  to  1 teaspoonful 
(preferably  at  mealtime)  one  to  three 
times  daily. 

Adults — 1 to  2 teaspoonfuls  (preferably  at 
mealtime)  three  times  daily. 

Zentron™  (Iron,  vitamin  B complex,  and  vitamin  C,  Lilly) 


110319 
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New  Administrative  Ojficer  for  the  Medical  Society  of  the  State 

of  New  York 

[ 


On  May  1,  1961,  Henry  I.  Fineberg,  M.D., 
became  Executive  Vice-President  of  the 
Medical  Society  of  the  State  of  New  York. 

Dr.  Fineberg’s 
voluntary 
service  to  the 
Society  goes 
back  many 
years.  He 
has  been  ac- 
tive in  many 
of  the  com- 
mittees of  the 
Society,  hav- 
ing served 
most  effec- 
tively on  the 
Legislation 
Committee 
in  combating 
cult  legislation  inimical  to  the  health 
of  the  people  and  to  the  practicing  phy- 
sicians of  the  State  charged  with  this 


responsibility.  He  has  been  the  com- 
petent chairman  of  our  delegation  to  the 
American  Medical  Association  and  served 
notably  as  president  of  the  Society  during  , 
1959  and  1960.  | 

Dr.  Fineberg  qualified  for  these  high  posi- 
tions of  trust  by  being  first  and  foremost  an 
excellent  practicing  physician  who  turned  his 
interest  toward  the  general  health  by  becom- 
ing an  able  hospital  administrator.  His  com- 
petence in  this  field  was  rewarded  by  his 
appointment  in  1957  by  Mayor  Wagner  to 
the  position  of  First  Deputy  Commissioner 
of  Hospitals  of  New  York  City. 

Dr.  Fineberg  through  his  long  service  ; 

to  the  Medical  Society  of  the  State  of  New  ! 

York  is  intimately  known  in  each  county 
society  and  district  branch  throughout  the 
State.  He  knows  the  root  problems. 

We  are  indeed  fortunate  that  Dr.  Fine- 
berg’s great  warmth,  understanding,  and 
proved  administrative  ability  will  be  devoted 
now  full  time  to  the  affairs  of  the  Society. 


HENRY  I.  FINEBERG,  M.D. 


Things  Familiar 


Things  fanuliar  may  be  little  understood. 
Twice  each  month  the  Journal  appears  with 
its  red  band  on  which  is  superimposed  the 
seal  of  the  Medical  Society  of  the  State  of 
New  York.  The  use  of  a seal  goes  far  back 
in  history  to  days  of  almost  universal  il- 
literacy when  the  pictographic  imprint 
could  be  recognized  by  everyone  as  the  sign 
of  authority,  whether  it  be  that  of  king, 
government  official,  or  guild  of  artisans. 

The  origins  and  meaning  of  the  State  So- 
ciety’s seal  are  interestingly  described  in  the 


continuum  to  this  editorial  by  Wesley 
Draper,  official  librarian  to  the  Medical 
Society  of  the  State  of  New  York. 
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The  Seal  of  the  Medical  Society  of  the  State  of  New  York 


The  seal  of  the  Medical  Society  of  the  State 
of  New  York  is  extremely  interesting  in 
medical  symbolism.  The  rod  with  the 
single  snake  entwined  around  it  is,  of  course, 
the  staff  of  Aesculapius  and  is  well  known 
as  the  special  symbol  of  medical  healing. 
This  goes  back  to  Greek  mythology.  Aes- 
culapius, son  of  Apollo,  was  known  as  the 
god  of  healing.  In  fact,  he  eventually  be- 
came so  proficient  in  the  art  that  Pluto 
accused  him  of  diminishing  the  number  of 
shades  in  Hades,  which  finally  led  to  his 
destruction. 

The  meaning  of  the  rooster  prominent  on 
the  seal  is  not  quite  so  familiar,  but  it  also 
undoubtedly  goes  back  to  Greek  mythology. 
Early  Greek  medicine  was  connected  with 
temple  worship,  and  those  who  followed  the 
Aesculapius  cult  upheld  the  ancient  concept 
of  the  sacrifice  as  a communion  between  God 
and  man.  Generally  speaking  all  animals 
which  the  ancients  were  wont  to  give  to  their 
deities  could  be  offered  also  to  Aesculapius, 
as  he  was  not  very  particular.  However,  in 
one  respect  he  did  show  an  extraordinary 
attitude : he  was  satisfied  with  small  dedica- 
tions. The  Goan  women  who  sacrificed  a 
cock  to  him  apologized  for  the  cheapness 
of  their  offering;  they  were  aware  of  the  fact 
that  other  suppliants  would  have  offered 
perhaps  an  ox  or  a pig,  yet  they  were  as- 
sured that  nobody  could  give  to  Aesculapius 
a gift  which  would  be  more  welcome.  The 
cock  was  indeed  the  most  common  sacrifice; 
the  phrase  “a  cock  to  Aesculapius”  was  al- 
most proverbial.  Socrates,  as  reported  by 
Plato,  has  made  this  memorable.  Feeling 
his  body  gradually  losing  its  vital  heat  and 
realizing  that  relief  from  his  troubles  was  at 
hand,  he  said  (and  these  were  his  last 
words) : “Crito,  I owe  a cock  to  Aesculapius; 
will  you  remember  to  pay  the  debt?”  “The 
debt  shall  be  paid,”  responded  his  friend. 
However,  thank  offerings  to  Aesculapius  did 
not  consist  necessarily  of  animal  sacrifices 
nor  of  these  alone.  In  exchange  for  the  ful- 
filment of  their  wishes  the  people  gave  him 
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almost  anything.  Whatever  it  was,  the  god 
received  it  graciously:  “The  gods  do  not 
strive  after  human  goods.  Wealth  is  not 
gratifying  to  them,  nor  any  other  gain. 
They  are  interested  in  beneficence  alone.  In 
this  the  gods  find  their  riches.”  Tins  the 
ancient  skeptic  said  before  he  was  asked  to 
render  his  due  to  Aesculapius. 

The  symbol  of  the  branch  and  leaves  is 
not  quite  so  easy  to  identify  with  certainty, 
but  it  too  probably  comes  from  Greek 
mythology.  It  appears  to  be  laurel,  also 
known  as  the  bay  tree,  although  the  present 
seal  bears  less  resemblance  to  laurel  than 
did  earlier  ones.  The  leaves  of  the  sweet 
bay  tree,  still  used  in  cooking  and  making 
confections  because  of  their  pleasant  aro- 
matic flavor,  were  supposed  to  have  certain 
narcotic  properties  which  were  used  when 
questioning  the  Oracle  of  Apollo  at  Delphi. 
Among  other  things  Aesculapius  found  de- 
light in  a gift  of  laurel.  It  was  with  these 
leaves  that  garlands  were  made  for  crowning 
the  heroes  of  antiquity. 

The  bay  tree  also  had  the  miraculous 
power  to  resist  witchcraft,  for  “neither 
witch  nor  devil,  thunder  nor  lightning,  will 
hurt  a man  in  the  place  where  a bay  tree  is.” 
So  says  Nicholas  Culpeper  in  his  English 
Physician  and  Complete  Herbal.  He  says 
also  that  it  has  many  other  virtues  and  is  so 
well  known  that  it  needs  no  description. 
The  frontispiece  of  an  edition  of  this  work 
published  in  London  about  1798  shows  a pic- 
ture of  Nicholas  Culpeper  holding  a branch 
of  laurel  with  other  branches  decorating  the 
page. 

It  is  not  known  when  the  Medical  Society 
of  the  State  of  New  York  first  adopted  its 
seal,  but  it  seems  that  a seal  must  have  been 
used  from  the  time  that  the  Society  was  first 
organized,  as  it  was  required  then  to  validate 
the  diplomas  which  were  issued  to  physicians 
qualified  to  practice  medicine  in  the  State. 
The  seal  in  use  about  1836  is  essentially  the 
same  as  the  one  used  today,  except  that  it 
seems  to  bear  a closer  resemblance  to  the 
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leaves  of  the  bay  tree. 

It  would  be  interesting  to  know  where  the 
artist  who  made  the  original  seal  secured  his 
motif  and  whether  or  not  it  was  given  to 
him  by  the  medical  profession.  If  he  de- 
signed it  through  searching  the  medical 
literature  of  his  day,  he  may  have  been  in- 
fluenced to  use  laurel  through  the  writings 
of  Nicholas  Culpeper  who  was  probably  the 
most  famous  medical  (juack  of  all  time, 
whose  Complete  Herbal  is  still  in  print,  and 
who  aroused  the  ire  of  the  medical  profession 


of  his  day  by  publi.shing  in  1049  an  English 
translation  of  the  Pharmacopeia  Londinensi.s 
so  that  everyone  could  know  what  remedies 
were  being  used  in  the  treatment  of  dis- 
ease.— W.D. 
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Medical  Assistance  to  the  Aged 


The  Metcalf-McCloskey  law,  the  State  law 
implementing  the  Kerr-Mills  legislation, 
went  into  effect  on  April  1. 

This  law  makes  it  possible  for  this  State 
to  use  Federal  funds  for  medical  assistance 
to  the  aged.  It  is  expected  to  concern  about 
93,000  persons.  The  bill  is  in  effect  a side-by- 
.side  application  of  the  insurance  principle  and 
public  a.ssistance  through  the  means  test. 


which  might  better  be  called  “proved  neces- 
sity.” 

Elsewhere  in  this  issue  is  reprinted  a short 
catechism  of  Medical  Aid  to  the  Aged.  It 
explains  who  gets  this  benefit  and  under 
what  circumstances  and  will  assist  the 
practicing  physician  in  counseling  those  of 
his  patients  who  may  seriously  need  this 
help. 


Comment  on  Klein  v.  Arnold 


In  a recent  malpractice  case  the  defendant 
physician  was  charged  with  negligence  in 
that  he  caused  the  esophagus  to  perforate 
while  in  the  act  of  performing  an  esopha- 
goscopy  on  the  plaintiff.  At  the  trial  of  the 
action  the  plaintiff  failed  to  produce  an  ex- 
pert witness  but  relied  on  the  doctrine  of  res 
ipsa  loquitur  which  in  effect  means  that  the 
plaintiff  gains  the  benefit  of  an  inference  of 
negligence  from  the  mere  happening  of  the 
accident  without  specific  proof  of  negligence. 
The  defendant  in  turn  did  not  call  any  expert 
witnesses  in  his  own  behalf;  his  defense 
consisted  in  the  reading  of  testimony  which 
he  had  given  at  an  examination  before  trial. 

The  trial  judge  submitted  the  case  to  the 
jury,  and  a verdict  was  returned  in  favor  of 
the  defendant.  Subsequently,  the  plaintiff 
made  a motion  to  set  aside  the  verdict  which 


the  trial  judge  properly  denied,  holding  that 
the  jury  could  reasonably  return  a verdict 
for  the  defendant  on  the  basis  of  the  evi- 
dence. 

While  the  end  result  was  favorable  to  the 
physician,  one  can  well  argue  that  the  case 
should  never  have  been  submitted  to  the 
jury  but  should  have  been  dismissed  by  the 
judge.  It  does  not  seem  that  the  res  ipsa 
doctrine  was  ever  meant  to  apply  to  a situa- 
tion of  this  type.  The  performance  of  an 
esophagoscopy  is  certainly  not  within  the 
realm  of  knowledge  of  laymen,  and  a lay 
jury  should  not  be  permitted  to  speculate  as 
to  negligence  in  the  absence  of  some  proof 
by  a competent  medical  witness  that  the 
defendant  did  depart  in  fact  from  proper  and 
approved  practice  in  the  course  of  this 
procedure. 
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The  Twenty-eighth  of  June 

Today  there  are  few  objectives  more  vital  to  the  welfare 
of  the  United  States  and  its  people  than  the  advancement 
of  medical  education.  None  is  more  urgent.  None  is  in 
greater  need  of  support  from  every  quarter  of  our  profession. 
Nor,  conceivably,  could  there  be  a cause  nearer  to  the 
heart  of  him  who  teaches  or  studies  or  practices  the  art  and 
science  of  medicine. 

This  is  my  belief,  and  I am  confident  that  you  are  in  ac- 
cord. Thus,  I would  like  to  take  my  first  opportunity, 
through  this  medium,  to  (rail  your  attention  to  a most  un- 
usual event  which  is  being  held  on  Wednesday,  June  28, 
1961,  in  New  York  City,  to  assist  the  American  Medical 
Education  Foundation. 

At  Carnegie  Hall  on  that  evening,  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York  is  presenting 
the  first  concert  ever  held  in  the  United  States  for  the  pur- 
pose of  securing  contributions  to  the  advancement  of 
medical  education  through  the  AMEF. 

Miss  Rise  Stevens  and  Mr.  Brian  Sullivan,  celebrated  stars  of  the  Metropolitan  Opera, 
will  perform  with  the  famous  Doctors’  Orchestral  Society  of  New  York,  under  the  baton  of 
Mr.  Norman  Masonson,  the  Orchestra’s  regular  professional  conductor. 

Time  Magazine  has  acclaimed  the  80-member  symphonic  orchestra  as  “one  of  the  out- 
standing amateur  groups  of  its  kind  in  the  United  States.”  As  for  our  excellent  stars,  I 
am  sure  you  will  agree  that  the  saying,  “You  cannot  guild  a lily,”  certainly  applies. 

Tickets  for  the  AMEF  Benefit  Concert  at  Carnegie  Hall  are  available.  As  you  probably 
know,  a Concert  Donation  Form  and  a price  list  appeared  in  the  April  edition  of  the  News- 
letter of  the  State  Medical  Society.  This  form  can  be  used  in  making  contributions  to  the 
AMEF  through  the  Concert  in  any  of  the  following  four  ways : 

1.  By  purchasing  tickets  for  personal  use  or  as  gifts; 

2.  By  becoming  a Concert  Patron  or  Patroness,  if  you  are  not  planning  to  attend  the 
concert  and  do  not  wish  to  purchase  tickets ; 

3.  By  becoming  a Concert  Sponsor;  or 

4.  Alternatively,  by  purchasing  tickets  and  also  becoming  a Patron  or  a Sponsor.  The 
purchase  of  a ticket  alone  does  not  constitute  patronage  or  sponsorship. 

The  names  of  Patrons,  Patronesses,  and  Sponsors  will  be  published  in  the  Carnegie  Hall 
Concert  Program. 

Concert  donations  in  any  form  may  be  mailed  with  the  forms  to:  Concert,  Medical 
Society  of  the  State  of  New  York,  750  Third  Avenue,  New  York  17,  New  York.  Tickets 
will  be  mailed  to  purchasers.  Orders  for  tickets  will  also  be  accepted  at  designated  loca- 
tions at  the  1961  Annual  Convention  of  the  American  Medical  Association  in  New  York 
City,  June  25  to  30. 
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Now,  permit  me  to  say  a word  about  the  work  of  the  AMEF,  its  important  program,  and 
the  good  job  that  is  being  done.  More  than  $10,000,000  has  been  given  to  the  medical 
schools  in  the  last  decade,  and,  as  you  know,  the  A.M.A.  supports  all  the  administrative 
expenses. 

In  1960  the  total  sum  of  $1,172,599.60  was  contributed  by  the  medical  profession  and  the 
woman’s  auxiliaries.  New  York  State’s  share  of  this  sum  was  $58,531.55,  given  through 
3,816  contributors.  In  1959,  New  York  gave  $56,972.60,  through  3,831  contributors. 
The  individual  contributions  either  go  to  the  general  fund  to  be  distributed  equally  among 
all  of  our  medical  schools,  or  may  be  designated  for  a particular  school.  With  respect  to 
the  AMEF  Benefit  Concert,  all  contributions  will  go  into  the  general  fund. 

I well  recognize  that  every  doctor  of  medicine  in  this  State  is  asked  frequently  to  con- 
tribute to  various  causes,  both  local  and  national  and,  to  his  alma  mater;  however,  this  is 
a very  special  cause  which  directly  concerns  our  profession  and  its  future  and  our  obligation 
to  the  schools  which  prepared  us. 

I would  like  to  point  out  to  members  of  our  Society  that,  since  the  Foundation’s  begin- 
nings in  1951,  a grand  total  of  $1,465,461.79  has  been  distributed  by  the  AMEF  to  the  ten 
schools  of  medicine  in  New  York  State.  In  1959,  a total  of  $75,028.29,  both  designated 
and  nondesignated  funds,  was  distributed  to  Empire  State  medical  schools.  By  the  time 
this  message  reaches  you,  an  additional  sum  approximating  the  same  amount  will  again  be 
distributed. 

As  I have  pointed  out,  in  both  of  these  years  New  York  State  received  from  the  AMEF 
more  than  was  contributed  by  New  York  physicians.  This  might  be  expected  in  some  states 
which  have  lesser  advantages,  but  I am  sure  you  will  agree  that  this  is  not  the  record  we  could 
hope  for  and  attain  in  our  own  State,  where  the  medical  population  is  the  greatest. 

Please  let  me  emphasize  again,  therefore,  that  support  is  urgently  requested  for  the 
AMEF,  through  regular  personal  contributions  and  especially  for  the  Carnegie  Hall  Con- 
cert. There  is  every  assurance  of  a delightful  evening  for  you  and  for  your  guests,  together 
with  the  very  good  and  rewarding  knowledge  that  we  physicians  are  helping  the  future 
physicians  of  our  wonderful  country. 

John  M.  Galbraith,  M.D.,  President 


Support  the  Concert 

June  28,  1961  C<^'tuegie  ^all 
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In  convenient  tablet  form... 


Now  an  exempt  preparation  under 
revised  Federal  Narcotic  Laws 


(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 


LOwers  propulsive 
MOTILity 

Stops  diarrhea  promptly 


Extensive  clinical  experience  in  the  United 
States  and  Europe  demonstrates  that  Lomotil 
provides  prompt  and  positive  symptomatic  con- 
trol of  diarrhea. 

Lomotil  possesses  a highly  efficient  antiperi- 
staltic  action.  It  controls  diarrhea  with  few  or 
none  of  the  undesirable  side  effects  of  many 
other  commonly  used  antiperistaltic  agents. 

In  the  control  of  diarrhea,  Lomotil  offers 
safety,  efficacy  and  greater  convenience. 

DOSAGE:  The  recommended  initial  dosage  for 
adults  is  two  tablets  (2.5  mg.  each)  three  or  four 
times  daily,  reduced  to  meet  the  requirements 


of  each  patient  as  soon  as  the  diarrhea  is  under 
control.  Maintenance  dosage  may  be  as  low  as 
two  tablets  daily.  Lomotil,  brand  of  diphenoxy- 
late hydrochloride  with  atropine  sulfate,  is  sup- 
plied as  unscored,  uncoated  white  tablets  of  2.5 
mg.,  each  containing  0.025  mg.  (’/2400  grain)  of 
atropine  sulfate  to  discourage  deliberate  over- 
dosage. 

Recommended  dosage  schedules  should  not 
be  exceeded. 

e.  D.  SEARLE  & co. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 
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LIFTS 

DEPRESSION 
ANXIETY 


“I  feel  like  my  old  self  again!”  Thanks  to  your  balanced  Deprol  ther- 
apy, her  depression  has  lifted  and  her  mood  has  brightened  up  — while  her 
anxiety  and  tension  have  been  calmed  down.  She  sleeps  better,  eats  better, 
and  normal  drive  and  interest  have  replaced  her  emotional  fatigue. 


Brightens  up  the  mood,  brings  down  tension 


Deprol’s  balanced  action  avoids 
“seesaiv”  effects  of  energizers  and 
amphetamines.  While  energizers  and 
amphetamines  may  stimulate  the  pa- 
tient — they  often  aggravate  anxiety 
and  tension. 

And  although  amphetamine-barbitu- 
rate combinations  may  counteract 
excessive  stimulation  — t/iey  often 
deepen  depression  and  emotional 
fatigue. 

These  “seesaw”  effects  are  avoided 
with  Deprol.  It  lifts  depression  as  it 
calms  anxiety— a balanced  action  that 
brightens  up  the  mood,  brings  down 
tension,  and  relieves  insomnia, 
anorexia  and  emotional  fatigue. 

Acts  rapidly  — you  see  improvement  in 
a feio  days.  Unlike  the  delayed  action 


\kr  WALLACE  LABORATORIES/CranftMr!/,  N.  J. 


of  most  other  antidepressant  drugs, 
which  may  take  two  to  six  weeks  to 
bring  results,  Deprol  relieves  the 
patient  quickly  — often  within  a feiv 
days.  Thus,  the  expense  to  the  patient 
of  long-term  drug  therapy  can  be 
avoided. 

Acts  safely  — no  danger  of  liver  or 
blood  damage.  Deprol  does  not  cause 
liver  toxicity,  anemia,  hypotension, 
psychotic  reactions  or  changes  in 
sexual  function  — frequently  reported 
with  other  drugs. 


^Deprol^* 

Dosage:  Usual  starting  dose  is  ] tablet  q.i.d.  When  neces-  ' 

sory,  this  may  be  gradually  increased  up  to  3 toblets  q.i.d. 
Composition:  ] mg.  2-diethylominoethyl  benzilofe  hydro-  t 

chloride  (benactyzine  HCI)  and  400  mg.  meprobamate.  ^ 

Supplied:  eBottles  of  50  llght-pink,  scored  toblets.  Write 
for  literature  and  samples.  co-4S23  - 


SCIENTIFIC  ARTICLES 


Clinical  Use  of  Bone  Marrow  Transfusions" 

AUDREY  E.  EVANS,  L.R.C.P.,  AND  S.E.,  BOSTON,  MASSACHUSETTS 

(From  The  Children’s  Cancer  Research  Foundation  and  the  Department  of  Medicine  [Tumor  Thernpt/],  The 

Children’s  Hospital  Medical  Center) 


T N THE  last  two  decades  research  has  been 
carried  out  on  the  transplantation  of 
skin,  organs,  and  other  tissues  including 
bone  marrow.  I shall  confine  my  comments 
to  the  subject  of  the  clinical  uses  of  trans- 
planted marrow. 

The  difficulties  encountered  in  animal 
tolerance  of  a graft  apply  to  bone  marrow,  as 
well  as  to  other  organs.  Marrow  trans- 
planted from  one  closely  related  animal  to 
another  frequently  will  survive  and  grow 
in  the  host.^-^  Unfortunately,  in  human 
beings  such  close  immunologic  relationship 
does  not  occur  except  in  uniovular  twins. 
The  survival  of  marrow  transfused  from 
donor  to  patient  is  usually  transient.  To 
overcome  this  problem,  great  efforts  have 
been  made  to  prepare  the  host  and  to  alter 
the  immune  mechanism  in  such  a way  that 
the  patient  will  tolerate  the  foreign  marrow. 
This  can  be  attempted  by  the  use  of  total 
body  irradiation,  corticosteroids,  splenec- 
tomy, large  doses  of  chemotherapeutic 
agents,  or  any  combination  of  these  methods. 

Various  Technics  of  Bone  Marrow 
Transfusion 

Much  of  the  recent  work  in  the  field  of 
bone  marrow  transfusion  has  been  done  at 
the  Mary  Imogene  Bassett  Hospital  in 
Cooperstown,  New  York,  by  Thomas  et  al.^ 

Presented  at  the  154th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City, 
General  Session,  May  9,  1960. 

* This  investigation  was  supported  in  part  by  a re- 
search grant  from  the  National  Institutes  of  Health, 
United  States  Public  Health  Service,  CY  3335,  Be- 
thesda,  Maryland. 


As  far  as  I know,  they  were  the  first  group  to 
report  the  intravenous  infusion  of  marrow 
from  a donor  to  a patient  following  chemo- 
therapy or  total  body  irradiation.  None  of 
these  original  infusions  reported  in  1957  gave 
definite  evidence  of  “take,”  but  neither  were 
they  accompanied  by  any  untoward  re- 
actions, such  as  emboli  or  allergic  phenom- 
ena. In  October,  1958,  Math6  et  al* *  and 
Jammet  et  al.^  treated  6 nuclear  scientists 
from  Belgrade  who  had  been  exposed  acci- 
dentally to  large  doses  of  irradiation.  Five 
of  them  received  marrow  transfusions,  4 
probably  with  benefit.  In  1959  reports  were 
published  by  Atkinson  et  al.f  McGovern 
et  al.,^  and  Math6  et  alf  on  the  treatment 
of  acute  leukemia  with  total  body  irradia- 
tion followed  by  infusions  of  marrow.  The 
marrow  used  was  obtained  from  a donor, 
an  identical  twin,  or  had  been  previously 
aspirated  from  the  patient  while  in  remis- 
sion. Some  of  these  patients  achieved  a fur- 
ther remission. 

Collection  and  Storage  of  Bone 
Marrow. — The  collection  of  bone  marrow 
should  be  carried  out  with  the  usual  surgical 
aseptic  technic  and  is  easier  under  general 
anesthesia.®  The  procedure  takes  approxi- 
mately one  hour.  The  sites  chosen  are  the 
sternum  and  both  posterior  iliac  crests.  In 
a very  small  child  a significant  amount  of 
marrow  may  be  obtained  from  the  tibias. 
Multiple  aspirations  of  the  sternum  are  car- 
ried out  with  the  patient  lying  supine  and 
then  turned  in  the  right  lateral  position,  with 
the  knees  flexed,  to  obtain  marrow  from  the 
pelvis.  If  the  patient  is  positioned  cor- 
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rectly,  both  posterior  iliac  areas  can  be 
aspirated  from  the  same  side.  So  far,  no 
ill-effects  have  resulted  from  the  aspiration 
of  marrow,  the  only  complaint  being  some 
stiffness  of  the  back  for  a day  or  two  follow- 
ing the  procedure. 

The  marrow  obtained  is  combined  with 
small  quantities  of  heparinized  tissue  culture 
fluid,  and  if  it  is  to  be  used  as  fresh  material, 
the  whole  quantity  is  stored  in  a plastic 
bag  at  4 C.  until  it  is  returned  to  the  patient 
a few  hours  later.  If  it  is  to  be  stored,  17 
per  cent  of  glycerol  is  added  to  prevent 
crystallization.  It  is  cooled  at  a controlled 
rate  of  1 C.  per  minute  and  stored  at  — 80  C. 
The  quantity  of  marrow  obtained  varies, 
but  it  is  u.sually  in  the  region  of  200  cc. 
Obviously,  this  is  diluted  considerably  with 
peripheral  blood.  The  total  nucleated  count 
is  estimated  at  an  average  of  between  5 and 
15  billion  cells.  We  have  found  that  the 
age  and  size  of  the  patient  do  not  necessarily 
affect  the  total  count.  The  youngest  pa- 
tient from  whom  I have  taken  marrow  was 
two  years  and  two  months  old,  and  the  total 
count  was  3.8  billion  cells.  If  a patient  has 
received  radiotherapy  in  the  pelvic  region 
previously,  a diagnostic  bone  marrow  test 
should  be  done  to  ascertain  the  presence  of 
active  marrow.  It  is  not  possible  to  esti- 
mate the  number  of  cells  needed  for  a satisfac- 
tory transfusion,  but  it  is  thought  that  a 
greater  number  is  required  when  using  ho- 
mologous or  autologous  marrow  that  has 
been  stored.  The  smallest  number  reported 
as  providing  a satisfactory  transplant  was 
1.1  billion  cells. 

It  has  been  known  for  some  time  that  red 
cells  and  bull  sperm,  stored  in  a similar  man- 
ner at  very  low  temperatures,  have  been 
alive  two  and  more  years  later.  It  is  more 
difficult  to  assess  the  functional  state  of 
white  cells  and  megakaryocytes,  and  there 
are  various  tests  for  the  viability  of  stored 
marrow.  These  tests  include  the  uptake  of 
tritiated  thymidine  by  white  cells,  considered 
an  evidence  of  desoxyribose  nucleic  acid  syn- 
thesis ; the  use  of  eosin  stains  to  demonstrate 
dead  cells;  and  observations  of  motility  by 


direct  microscopy.  Recently  McGovern'® 
and  his  colleagues  at  the  Massachusetts 
General  Hospital  have  thought  that  the  per- 
centage of  viable  cells  decreased  with  the 
length  of  time  stored,  and  that  after  six 
months  few  cells  were  viable.  Kurnick  et 
aZ.'i  feel  that  marrow,  frozen  and  stored  in 
small  aliquots  of  5 or  10  cc.,  maintains  90 
per  cent  viability  indefinitely.  The  differ- 
ence in  the  results  obtained  by  these  two  in- 
vestigators may  be  explained  by  the  differ- 
ent methods  of  storage  in  that  McGovern’s 
marrow  is  stored  in  much  larger  quantities. 

To  return  the  marrow,  it  is  infused  intra- 
venously, and  serious  adverse  effects  have 
not  been  noted.  Some  of  our  patients  who 
received  stored  marrow  had  a transient 
pyrexia  and  marked  hemoglobinuria  which 
subsided  within  twenty-four  to  forty-eight 
hours.  Work  has  been  done  with  tagged 
marrow  in  animals  which  demonstrated  that, 
when  given  intravenously,  the  cells  migrate 
and  settle  in  marrow  spaces. 

Homologous  Transplants. — The  sur- 
vival of  a homologous  transplant  is  easier 
to  demonstrate  than  that  of  an  autologous 
one,  since  it  is  possible  to  detect  the  donor 
cells  with  different  phenotype  in  the  re- 
cipient circulation.  Mathe  et  al.*  have 
demonstrated  an  increase  in  the  percentage 
of  the  donor  cells  for  one  or  two  months, 
after  which  time  they  diminished  and 
survival  of  the  graft  could  no  longer  be 
shown.  It  is  harder  to  assess  the  results 
of  isologous  or  autologous  marrow  trans- 
plants since  there  are  no  blood-group  differ- 
ences to  measure.  An  increase  in  the  periph- 
eral leukocyte  and  platelet  counts  has 
been  found  to  be  more  rapid  in  patients  re- 
ceiving marrow  infusions  than  in  similarly 
treated  controls  not  receiving  marrow." 
One  of  our  children  who  received  large 
doses  of  actinomycin  D and  x-ray  therapy, 
which  on  a previous  occasion  had  caused 
marked  toxicity  to  the  bone  marrow,  de- 
veloped a recticulocyte  count  of  10  per  cent 
two  weeks  after  the  return  of  stored  autol- 
ogous marrow.  Newton'"  has  showm  that 
active  bone  marrow  may  be  obtained  from 


4 


1838 


New  York  State  J.  Med. 


CLINICAL  USE  OF  BONE  MARROW  TRANSFUSIONS 


an  area  recently  receiving  3,000  r irradiation 
following  an  infusion  of  stored  autologous 
marrow.  In  his  experience  he  would  expect 
aplasia  of  the  bone  marrow  to  follow  this 
magnitude  of  x-ray  treatment. 

Treatment  of  Cancer. — One  of  the 
limitations  of  the  treatment  of  cancer  by 
chemicals  and  x-ray  is  a depression  of  the 
patient’s  hematopoietic  system,  and  if  this 
were  not  a factor,  larger  doses  of  chemical 
agents  and  x-ray  therapy  could  be  given. 
When  it  was  found  that  marrow  transplants 
could  correct  some  of  the  toxic  effects  of 
irradiation,  there  were  great  hopes  that  this 
might  be  a useful  method  of  treatment  for 
acute  leukemia.  If  all  the  leukemic  cells 
could  be  eradicated  by  x-ray  therapy  and 
replaced  by  marrow  from  a normal  person, 
theoretically  the  disease  should  not  return. 
Unfortunately,  this  is  not  true  at  present. 
Math4*  has  treated  several  children  with 
total  body  irradiation  both  while  in  remission 
and  in  relapse  and  he  achieved  successful, 
although  temporary,  remissions  in  some  of 
them.  After  an  initial  burst  of  graft  activity 
with  10  to  30  per  cent  of  donor-type  cells  in 
the  patient’s  circulation  at  the  end  of  two 
months,  there  was  a gradual  return  of  the 
host’s  own  marrow  function  and  with  it  an 
eventual  return  of  the  disease.  I think  the 
longest  remission  in  one  of  Mathe’s  patients 
was  five  months. 

The  method  for  this  total  body  irradiation 
is  complicated,  time-consuming,  and  not 
without  danger.  Infection  has  been  a great 
problem,  arising  usually  from  a normally 
nonpathogenic  organism  which  the  patient 
was  harboring  at  the  time  of  irradiation. 
Great  efforts  are  made  to  care  for  these 
patients  in  a sterile  atmosphere,  but  it 
appears  that  infection  from  the  outside  is 
less  dangerous  than  that  from  within. 
Prophylactic  antibiotics  have  not  been  found 
to  be  of  value  because  of  the  development  of 
resistance,  and  it  is  felt,  preferably,  that  in- 
fection should  be  treated  vigorously  when  it 
arises. 

Treatment  of  Hodgkins  Disease. — The 
most  striking  report  which  I have  read  of  a 


successful  homologous  transplant  was  the 
one  by  Beilby  et  alA^  They  reported  the 
results  of  a marrow  infusion  in  a female 
patient  who,  over  a period  of  four  years,  had 
received  x-ray  therapy  and  chemotherapy 
for  Hodgkin’s  disease.  At  the  time  the 
marrow  transplant  was  done,  the  patient 
had  been  receiving  chlorambucil,  and  her 
peripheral  blood  counts  were  very  low.  A 
diagnostic  bone  marrow  aspiration  showed 
extreme  hypoplasia.  She  was  transfused 
with  fresh  marrow  from  her  sister,  with  a 
total  of  1.1  billion  cells  in  76  cc.  The  blood 
group  of  the  donor  was  Rh  positive  and  that 
of  the  patient  was  Rh  negative.  There  was 
marked  clinical  improvement  within  days, 
and  two  to  three  weeks  later  the  patient’s 
white  count  had  risen  from  25  to  2,620  per 
cubic  millimeter  and  the  platelet  count  had 
risen  from  5,000  to  170,000  per  cubic  milli- 
meter. Of  much  more  interest,  however, 
were  the  investigations  regarding  the  type 
of  red  cells  present.  They  were  able  to 
demonstrate  small  numbers  of  Rh  positive 
cells  during  the  first  month  and  a gradually 
increasing  percentage  of  these  positive  cells 
during  the  next  months.  At  six  months 
24  per  cent  and  at  ten  months  40  per  cent 
of  the  patient’s  circulating  erythrocytes 
were  Rh  positive.  There  is  little  doubt  that 
this  graft  “took”  and  continued  to  grow 
over  a period  of  ten  months  or  more.  It  is 
difficult  to  say  why  this  homologous  trans- 
plant, which  had  several  blood  group  in- 
compatibilities, survived  and  was  tolerated 
by  the  patient  for  such  a long  period  when 
nearly  all  other  reported  cases  had  such  a 
transient  effect.  It  is  also  interesting  to 
note  that  a skin  graft  from  the  donor  was 
rejected  by  the  patient. 

Treatment  of  Aplastic  Anemia. — 
Schwartz  et  have  reported  a series  of  20 
patients  with  aplastic  anemia  who  received 
homologous  marrow  transplants  and  com- 
pared them  with  17  similar  patients  as 
controls.  There  was  no  evidence  of  long- 
term survival  of  the  graft  in  the  marrow- 
treated  patients  and  no  significant  difference 
in  the  over-all  survival.  However,  it  was 
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their  feelinj>;  that  the  marrow  t,rausplants 
had  exerted  a temporary  beneficial  effect 
on  the  disease.  When  some  of  the  difficulties 
are  overcome,  aplastic  anemia  may  prove 
one  of  the  most  rewarding  diseases  to  treat 
with  marrow  transfusions. 

Treatment  of  Irradiation. — In  this 
atomic  age  people  may  receive  large  do.ses  of 
iirailiat ion,  either  accidentally  or  as  a result 
of  inh'iitional  atomic  explosion.  Very  large 
doses  are  fatal  within  a few  hours,  but  the 
effects  of  smaller  and  potentially  lethal  doses 
may  be  alleviated  by  bone  marrow  trans- 
fusions. A great  deal  was  written  about  six 
Yugoslavian  scientists  who  in  October,  1958, 
were  accidentally  exposed  to  between  400 
and  ] ,000  rem  of  neutrons  and  gamma 
rays.  These  t]  men  were  treated  in  Paris  by 
Mathe  et  alA  and  Jammet  et  al}  and  much 
information  has  been  published  on  their 
course.  The  j^atient  who  received  the 
largest  dose  of  irradiation  was  given  a 
transfusion  of  fetal  tissue  and  spleen  on  the 
fourteenth  day  after  exposure  but  with  no 
beneficial  effect.  On  the  twenty-seventh 
day  ho  received  a transfusion  of  marrow 
cells  from  a compatible  donor.  There  was  a 
transient  rise  in  his  counts,  but  he  expired 
soon  after  with  anuria.  Four  others  re- 
ceived homologous  marrow  transfusions 
between  the  twenty-seventh  and  thirty- 
sixth  day  following  exposure.  All  4 patients 
were  improved  clinically  and  had  dramatic 
rises  in  platelets,  reticulocytes,  and  myeloid 
cells.  The  donor  cells  could  be  measured  in 
the  patients  and  the  number  increased  for 
about  a month,  after  which  they  fell  and 
could  no  longer  be  demonstrated.  The 
sixth  patient,  with  the  smallest  exposure, 
recovered  spontaneously  but  more  slowly. 

There  has  been  some  criticism  of  the  work 
done  with  these  patients  and  of  the  methods 
used  in  calculating  their  amount  of  ex- 
jjosuro.  However,  I think  there  is  little 
doubt  that  they  did  receive  large  doses  of 
irradiation,  and  it  would  appear  that  the 
marrow  transfusions  may  have  saved  the 
lives  of  4 of  them  and  probably  altered  their 
clinical  course. 


ConimenL 

Isologous  Transplants. — The  use  of 
isologous  marrow  is  limited  strictly  to  those 
patients  who  are  fortunate  enough  to  have 
an  identical  twin.  The  problems  of  re- 
jection do  not  arise,  nor  does  the  marrow 
have  to  be  stored.  Thomas  et  al.^^  have 
done  much  work  in  Cooperstowii  with 
identical  twins,  and  in  1959  Atkinson  el  nl}’ 
reported  a case  of  a successful  isologous 
transplant  with  a remission  of  the  leukemia 
which  lasted  seven  weeks. 

Autologous  Marrow'. — Autologous  mar- 
row also  has  the  advantage  that  it  should 
be  tolerated  when  it  is  returned  to  the 
patient.  It  can  be  used  fresh  and  returned 
within  tw'elve  hours  or  kept  frozen  and 
stored  for  use  on  some  future  occasion.  It 
is  provdng  a useful  adjuvant  to  chemo- 
therapy and  x-ray  therapy  of  solid  tumors. 
Newton has  given  large  doses  of  x-ray  to 
the  thorax  for  pulmonary  lesions  in  an 
amount  that  normally  a patient  would  not 
tolerate.  At  the  end  of  treatment  he  re- 
turned the  patient’s  marrow,  previously 
stored,  and  noted  a good  response  in  the 
peripheral  counts.  It  was  in  these  patients 
that  diagnostic  aspirations  of  the  sternum 
showed  an  active  marrow,  although  this 
area  had  recently  received  3,000  r of  irradia- 
tion. Kurnick  et  have  shown  that  they 
can  administer  more  intensive  radiotherapy 
to  larger  areas  in  a shorter  time  and  get  a 
better  return  of  peripheral  counts  following 
the  refusinion  of  stored  autologous  marrow. 

When  using  chemotherapy  combined  with 
the  aspiration  of  the  patient’s  marrow,  only 
short-acting  agents  can  be  used,  so  that  the 
chemical  is  either  bound  or  excreted  before 
the  marrow  is  returned.  It  should  also  be 
remembered  that  depression  of  the  bone 
marrow  is  not  the  only  toxic  result  of  many 
of  these  agents,  and  considerable  increase  in 
the  dose  may  well  result  in  other  undesired 
side-effects.  McFarland,  Granville,  and 
Dameshek'®  reported  the  treatment  of  5 
patients  with  lymphomatous  diseases,  using 
large  doses  of  nitrogen  mustard  (0.8  to  1.4 
mg.  per  kilogram).  Marrow  was  aspirated 
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before  treatment  and  returned  six  hours 
later.  It  was  their  feeling  that  3 of  the  5 
patients  had  a more  benign  course  because  of 
the  marrow  reinfusion.  One  of  the  other 
patients  who  received  1.4  mg.  per  kilogram 
of  nitrogen  mustard  expired  later  with  severe 
sepsis,  possibly  as  a result  of  toxicity  to  the 
bowel. 

Creech  feels  that  he  is  able  to  use  larger 
doses  of  chemotherapy  during  a total  body 
perfusion  if  the  marrow  is  aspirated  before 
and  returned  some  hours  after  the  procedure. 
McGovern  et  aU  reported  on  3 patients  with 
acute  lymphocytic  leukemia  in  their  termi- 
nal relapse  who  were  treated  with  500  to  600 
r of  total  body  irradiation.  Previously  he 
had  aspirated  and  stored  their  bone  marrow 
while  they  were  in  remission,  and  he  returned 
it  following  the  irradiation.  One  patient 
died  nine  days  later  with  leukemia  still 
present,  and  a second  died  twenty-three  days 
later  with  no  evidence  of  leukemia  or  re- 
population of  the  bone  marrow.  The  third 
patient  showed  recovery  of  normal  bone 
marrow  and  peripheral  blood  within  seven- 
teen days,  with  a clinical  and  hematologic  re- 
mission which,  however,  was  only  short- 
lived. 

Possibly  in  this  field  the  treatment  of  a 
leukemic  relapse  should  be  with  chemo- 
therapy rather  than  with  x-ray  therapy, 
using  much  larger  doses  than  previously  and 
returning  the  marrow  obtained  during  a 
remission.  Chemotherapeutic  agents  might 
have  a more  specific  effect  on  the  leukemic 
cells.  Again  it  must  be  remembered  that 
autologous  marrow  in  a leukemic  child  is  still 
potentially  malignant,  and  relapse  is  a 
potential  hazard.  We  treated  1 child  with 
acute  leukemia  in  relapse  with  large  doses 
of  nitrogen  mustard,  with  a total  of  0.8  mg. 
per  kilogram.  Her  marrow  had  been  as- 
pirated three  or  four  months  previously,  at  a 
time  when  she  was  in  a satisfactory  re- 
mission, and  it  was  returned  three  hours  after 
the  last  injection  of  nitrogen  mustard. 
There  was  marked  depression  of  the  pe- 
ripheral counts  and  aplasia  of  the  bone 
marrow.  At  about  two  weeks,  leukemic 


cells  reappeared,  and  there  was  no  evidence 
of  normal  regeneration  following  the  in- 
fusion. A coliform  septicemia  occurred, 
probably  as  a result  of  nitrogen  mustard 
toxicity  to  the  gastrointestinal  tract,  and 
the  patient  expired  four  weeks  after  the 
marrow  infusion. 

Summary 

It  is  possible  to  aspirate  significant 
quantities  of  bone  marrow  from  a patient 
or  donor  and  return  it  intravenously.  It 
appears  to  settle  and  repopulate  the  marrow 
spaces  and  no  ill-effects  have  been  noted  fol- 
lowing the  reinfusion.  Marrow  can  be  given 
either  fresh  or  after  being  stored  at  low 
temperatures.  It  can  be  either  homologous 
from  a donor,  isologous  from  an  identical 
twin,  or  autologous  from  the  patient.  At 
the  moment  bone  marrow  transplantation  is 
still  in  the  experimental  stage  and  is  of 
limited  value.  Marrow  transplants  have 
been  used  in  the  treatment  of  the  bone 
marrow  depression  following  large  doses  of 
chemotherapy  or  x-ray  therapy,  accidental 
irradiation,  and  in  the  treatment  of  aplastic 
anemia  and  acute  leukemia.  Remissions  of 
acute  leukemia  following  total  body  irradia- 
tion are  short-lived,  and  the  treatment  itself 
carries  many  dangers.  The  problem  of 
homologous  marrow  is  the  transient  survival 
and  ultimate  rejection  of  the  graft,  although 
there  is  some  evidence  that  even  temporary 
“takes”  are  beneficial.  At  the  moment, 
autologous  marrow,  either  fresh  or  stored, 
has  been  shown  to  be  of  value  by  some 
workers.  More  studies  must  be  made  on 
the  methods  of  storage  to  insure  viability. 
It  must  be  remembered  that  in  using  autol- 
ogous marrow,  tumor  cells  or  potentially 
leukemic  cells  may  be  reinfused,  and  this 
probably  explains  the  short  remissions  ob- 
tained in  patients  with  acute  leukemia. 

The  initial  high  hopes  resulting  from  the 
discovery  that  bone  marrow  could  be  trans- 
planted from  1 patient  to  another  were  fol- 
lowed by  disappointment  when  it  was  found 
that  survival  of  the  graft  was  only  temporary. 
However,  it  does  seem  possible  that  further 
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research  will  overcome  the  problems  of  re- 
jection and  storage,  and  that  the  use  of 
bone  marrow  infusions  will  have  a place 
in  clinical  medicine. 

35  Binney  Street,  Boston  15 
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Real  Cost  of  Medical  Care  Lower  Than  Twenty  Years  Ago 


The  real  cost  of  medical  care,  in  terms  of  hours  of 
work  to  purchase  it,  is  less  today  than  it  was  twenty 
years  ago,  according  to  a report  in  the  January,  1961, 
AM  A News  of  the  American  Medical  Association’s 
Economic  Research  Department  conclusions  based 
on  data  from  the  Bureau  of  Labor  Statistics. 

“The  time  that  a factory  employe  worked  in  1959 
to  purchase  a given  ‘market  basket’  of  medical  care 
was  only  61  per  cent  of  the  amount  of  time  required 
in  1939,  a decrease  of  39  per  cent.”  To  pay  for 
physicians’  services  required  only  55  per  cent  as 
much  working  time  in  1959  as  in  1939.  In  1959,  a 
worker  could  earn  the  money  to  pay  for  a constant 
quality  of  surgeons’  services  in  less  than  half  the 
time  required  in  1939.  Optometric  examinations 
and  eyeglasses  show  that  about  42  per  cent  of  the 
time  worked  in  1939  was  required  in  1959  for  the 
purchases  of  these  medical  goods  and  services. 


Only  one  part  of  medical  care — hospital  rates 
— required  more  working  time  to  cover  the  in- 
creased cost.  The  factory  worker  in  1959  put  in 
122  per  cent  of  the  time  worked  in  1939  to  purchase 
the  same  quantity  of  hospital  services.  Qualitative 
changes  in  medical  practices,  however,  have  rt>- 
sulted  in  shortened  periods  of  hospitalization. 
Twenty  years  ago  the  average  length  of  stay  for  a 
hemorrhoidectomy  was  19.6  days.  Today  it  is 
7.6  days.  The  average  length  of  stay  for  an  ap- 
pendectomy was  13.5  days;  today  it  is  only  6.7 
days. 

“Included  in  this  decrease  of  real  cost  of  medical 
care  is  the  higher  quality  of  today’s  service.  Re- 
search and  progress  have  produced  drugs,  tech- 
nologic instruments  and  improved  methods  in  the 
management  of  disease  which  were  nonexistent 
twenty  years  ago.”  i 
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Parasitic  Infections  in  Chitdren 

THOMAS  S.  BUMBALO,  M.D.,  BUFFALO,  NEW  YORK 
{From  the  Department  of  Pediatrics,  Edward  J.  Meyer  Memorial  Hospital) 


OiNCE  World  War  II,  attention  has  been 
^ focused  on  the  increased  incidence  of 
parasitic  infections  in  the  United  States. 
"While  pinworms  still  are  the  most  common 
and  widely  distributed  of  human  helminth 
parasites,  the  incidence  of  ascariasis  in 
particular  and  of  other  intestinal  parasitic 
infections  has  increased  sufficiently  to  con- 
sider the  diagnosis  of  these  worms  in  areas 
where  formerly  they  were  seen  infrequently.^ 
In  a recent  study  of  385  Philadelphia  school 
children,  Weiner,  Brooke,  and  Witkow* 
reported  on  83.2  per  cent  of  Puerto  Rican 
children,  51  per  cent  of  Negro  children,  and 
30.2  per  cent  of  white  (non-Puerto  Rican) 
children  infected  with  one  or  more  intestinal 
parasites.  Our  experience  with  Puerto 
Rican  children  on  the  wards  of  the  Edw^ard 
J.  Meyer  Memorial  Hospital  indicates  that 
almost  all  of  these  children  are  infected  with 
one  or  more  helminths. 

The  increased  influx  in  recent  years  of 
Puerto  Ricans  to  many  of  the  large  cities 
and  farmlands  of  the  northeastern  part  of 
the  United  States  in  part  explains  this  in- 
crease in  incidence.  Other  contributing 
factors  are  the  mass  migration  of  the 
southern  Negro  to  the  large  northern  in- 
dustrial cities  and  the  increase  in  the  number 
of  Americans  that  travel  to  distant  areas 
where  these  infections  are  endemic  and  of 
higher  incidence.  As  jet  flying  continues 
to  shrink  the  whole  w’orld  we  become  more 
aware  that  the  health  problems  of  the  warm 
climates,  particularly  problems  of  parasitic 
origin,  become  important  health  problems 
even  in  our  owm  New  York  State.  Until 
fairly  recent  times  the  pediatrician  and 
general  practitioner  of  the  northeastern  part 

Preseiitpfl  at  the  154th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Pediatrics,  May  12, 1960. 
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Fig.  1.  Technic  to  obtain  diagnostic  cellophane 
tape  swab. 


of  the  United  States  had  had  frequent  en- 
counters, almost  exclusively,  with  the  En- 
terobius  vermicularis.  Now  they  must  be 
prepared  to  diagnose  and  treat  trichuriasis, 
ascariasis,  necatoriasis,  strongyloidiasis,  and 
even  schistosomiasis. 

Enterobiasis  {Pinworm  Infection  ) 

The  diagnosis  of  pinworm  infection,  a 
simple  office  procedure,  is  established  by 
the  microscopic  demonstration  of  the  pin- 
worm  eggs  on  cellophane  tape  preparations, 
obtained  by  touching  the  adhesive  side  of 
the  tape  to  the  anal  orifice  and  then  placing 
the  tape  on  a glass  slide  for  examination 
(Fig.  1).  This  technic  has  been  described 
in  detail  in  previous  publications.'’’®  Two 
diagnostic  smears  are  taken  before  the  pa- 
tient is  bathed  on  two  consecutive  mornings. 
To  confirm  a cure,  one  cellophane  tape  smear 
is  taken  before  bathing  for  seven  consecutive 
mornings,  seven  days  after  completion  of  the 
treatment.  If  all  seven  smears  produce 
negative  findings,  the  patient  is  considered 
cured. 

Symptoms  may  be  completely  absent  in 
pinworm  infection  in  children.  However, 
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pruritis  ani  and  vulvae,  particularly  at  night, 
are  common  complaints.  The  pruritis 
vulvae  frequently  is  associated  with  vaginal 
discharge.  As  a result  of  the  pruritis, 
erythema,  excoriation,  and  even  signs  of 
secondary  bacterial  infection  of  the  perianal 
area  may  be  present.  In  children  disturbed 
behavior  attitudes  frequently  are  observed. 
These  attitudes  may  be  manifested  by  un- 
explained restlessness  and  a disturbed  sleep 
pattern  with  resulting  inattention  and  lack 
of  cooperation  in  the  classroom.  A feeling 
of  shame  and  inferiority  resulting  from  the 
ridicule  by  schoolmates  who  observe  the 
itching  and  scratching  also  is  observed  fre- 
quently in  the  infected  school-age  child. 

Bion'omics  of  the  Enterobius  Ver- 


MicuLARis. — The  microscopic  egg,  55  by  26 
microns  in  size,  is  swallowed  by  the  human 
host.  The  intestinal  juices  stimulate  the 
eggs’  hatching  into  young  male  and  female 
oxyurids,  which  grow  rapidly  to  sexual 
maturity.  After  mating  in  the  lower  small 
intestine  and  cecum,  the  male  worm  dies 
and  disintegrates.  The  fertilized  female 
reaches  the  colon  and  emerges  from  the  anus 
after  the  host  has  gone  to  bed.  The  cooler 
temperature  outside  the  anus  causes  violent 
contraction  of  the  female  worm  until  she 
bursts  and  oviposits  from  10,000  to  15,000 
fertilized  eggs  in  the  perianal  folds.  Scratch- 
ing fingers  transfer  fertilized  eggs  to  the 
mouth,  and  the  fife  cycle  starts  again. 
Complete  pinworm  life  cycles  vary  from 
fourteen  to  sixty  days  (Figs.  2,  3,  and  4). 
The  incidence  of  pinworm  infection  through- 
out the  world  is  reported  in  Table  I. 

Treatment  of  Pinworm  Infection. — 
Personal  and  environmental  hygiene  are 
important  in  the  control  and  spread  of  pin- 
worm infection.  The  hands  should  be 
washed  before  eating  and  immediately  after 
toilet.  The  fingernails  should  be  cut  short 
and  kept  clean.  A stand-up  bath  or  shower 
is  helpful  in  controlling  the  spread  of  this 
infection.  The  bathtub  should  be  washed  f 
carefully  after  bathing.  The  sleeping  rooms  1 
should  be  aired  well  daily,  and  whenever  ' 
possible  they  should  be  superheated,  since 
the  eggs  are  rendered  inert  in  excessiv^e 
heat.  All  sleeping  clothes  and  soiled  bed 
linen  should  be  folded  carefully,  without 
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TABLE  I. — Incidence  of  Pinworm  Infection* 


Location 

Per  Cent 

United  States  (undertwentj^  years) 
Whites 

40 

Negroes 

10 

Washington,  D.  C.  (all  ages) 

35 

Pre-school  (diildrcn 

29 

School  children 

50 

Boston  (children) 

38 

San  Francisco  (children) 

63 

Buffalo,  New  York  (2,724  children)! 

50.2 

Toronto,  Canada 

49 

New  York  City  (high  school  students) 

9 

Manila,  Phillipine  Islands  (children) 

75 

Mexico  City  (children) 

95 

Sao  Paulo,  Brazil  (children) 

60 

Germany  (children) 

87 

Italy  (children) 

74 

England  (children) 

42 

Alaska  (all  ages) 

60 

* Pinworms  are  the  most  common  and  widely  dis- 
tributed of  human  helminth  parasites.  World  cases 
total  208,800,000;  the  United  States  and  Canada  re- 
port 18  million  cases. 

t E.  J.  Meyer  Memorial  Hospital  inpatients  and 
outpatients. 

shaking,  and  soaked  in  ammonia  water 
solution  (2  cups  of  household  ammonia  to 

10  gallons  of  water)  for  one  hour  or  boiled 
before  laundering.  Both  these  procedures 
help  to  control  the  spread  of  this  disease 
by  destroying  the  eggs.  Since  the  infection 
usually  spreads  to  all  members  of  a family, 
the  entire  family,  including  the  adults, 
should  be  treated  simultaneously.  Table 

11  shows  the  dose  schedule  and  cure  rates 


TABLE  II. — Drug  Therapy  in  Treatment  of 

Pinworm  Infection  s 


Drug 

Dosag(! 

Cure 

Rate 

(Per 

Cent) 

Pyrvinium  pamoate 
(Povan) 

5 mg.  per  kilo  in 
single  dose 

100 

Piperazine  citrate 
(Antepar) 

30  mg.  per  pound  in 
two  doses  daily 
for  fourteen  davs 

100 

Pilierazine  citrate 

3 Gm.  once  daily  for 
three  days 

90.6 

Dithiazanine  iodide 
( Abminthic  and 
Delvex) 

30  to  60  pounds  body 
weight:  50 mg. 
three  times  dailj^ 
for  five  days. 
60-pound  body 
weight:  100  mg. 
three  times  daily 
for  five  days. 

100 

obtained  with  three  oxyuricides  that  have 
been  used  in  the  treatment  of  pinworm  in- 
fection at  the  K.  J.  Meyer  Memorial  Ho.s- 
pital.®’'' 

Ascariasis 

{Large  Rouurlwortn  Infection) 

Since  our  last  report  on  ascariasis  in  the 
Buffalo  area,  the  incidence  of  this  infection 
has  increased  well  beyond  a “relatively  un- 
common infection”  as  we  reported  in  a recent 
publication.®  Almo.st  all  the  Puerto  Rican 
children  admitted  to  the  Pediatric  Depart- 
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ment  of  the  E.  J.  Meyer  Memorial  Hospital 
for  various  medical  and  surgical  conditions 
also  have  been  infected  with  Ascaris  lum- 
bricoides. 

The  diagnosis  of  roundworm  infection  is 
established  by  the  passage  of  an  adult  worm 
with  the  patient’s  feces  or  by  finding  eggs 
of  the  parasite  in  the  feces  by  microscopic 
examination  of  the  stool.  The  male  round- 
worm  is  from  15  to  30  cm.  long  and  from  2 to 
4 mm.  in  diameter.  The  female  is  from 
20  to  30  cm.  long  and  from  3 to  6 mm.  in 
diameter.  A single  female  worm  produces 
approximately  200,000  eggs  daily,  a sufficient 
load  of  eggs  to  assure  their  discovery  in  a 
centrifuged  specimen  of  feces.  However, 
since  it  is  estimated  that  3.34  per  cent  of 
patients  infected  with  roundworm  have  so- 
called  “bachelor  infections,”  or  male  worm 
infection  only,  a small  percentage  of  infected 
patients  never  will  pass  ova  in  the  stool.* 
We  have  found  roentgenologic  study  of  the 
gastrointestinal  tract  particularly  helpful 
in  those  cases  suspected  of  ascariasis  in  which 
repeated  examinations  of  stools  fail  to  re- 
veal eggs.^  The  eosinophil  counts  ranged 
from  2 to  23  per  cent  in  a group  of  children 
that  we  treated  for  Ascaris  infection  at  the 
E.  J.  Meyer  Memorial  Hospital. 

Symptomatology. — In  roundworm  infec- 
tion symptoms  always  are  present  even  if 
the  worm  burden  is  one  single  worm. 
Colicky  abdominal  pain  in  the  epigastrium 
or  umbilical  area  usually  is  present  and  as- 
sociated with  some  weight  loss,  debility, 
and  anemia.  Heavy  infections  can  produce 
partial  to  complete  bowel  obstruction  and 
even  perforation  of  the  bowel.  Evidence 
of  pneumonitis  may  be  present  in  a heavy 
infection.  Refractive  hives,  resistive  to  the 
usual  therapeutic  measures,  should  arouse 
suspicion  of  roundworm  infection  and  war- 
rant a careful  search  for  roundworms  in- 
cluding roentologic  examination  of  the 
gastrointestinal  tract  if,  after  a diligent 
search,  eggs  are  not  found  in  the  stool. 

Bionomics  of  Ascaris  Lumbricoides. — 
'riie  habitat  of  the  large  roundworm  in 
human  beings  is  the  lumen  of  the  small 


TABLE  III. — Drug  Ther.\py  in  Tre.ytment  of 

AfSCARIASIS 


Drug 

1 )osage 

Cure 

Rate 

(Per 

Cent) 

Piperazine  citrate 

70  mg.  per  pound  (not 
to  exceed  .3  Gm.)  in 
single  dose  repeated 
in  one  week 

94.1 

Piperazine  citrate 

2 Gm.  in  single  dose 
for  six  to  ten  davs 

100 

Dithiazanine  iodide 

100  mg.  three  times 

90  to 

daily  for  five  days 

100 

bowel.  The  female  worm  produces  about 
200,000  immature  eggs  daily.  After  lying 
in  warm  soil  for  about  two  weeks  these  eggs 
become  embryonated  and  infective.  The 
embryonated  eggs  are  carried  by  con- 
taminated hands  to  the  mouth  nfith  food 
and  drink.  In  the  small  intestine  larvae 
hatch  from  the  embryonated  eggs,  enter  the 
portal  circulation,  and  are  carried  to  the 
liver,  the  heart,  and  then  to  the  lungs  where 
they  grow  and  moult.  After  ascending 
the  respiratory  tract  they  pass  down  the 
esophagus  and  into  the  stomach.  From  the 
stomach  they  pass  into  the  small  bowel  and  ' i 

mature  into  adult  forms.  The  prepatent  | 

period  is  from  two  to  two  and  one-half  ’ 
months.  The  duration  of  a single  infection 
may  vary  from  eight  to  twelve  months.  j 

Treatment  of  Roundworm  Infection.  T 
— Preventive  measures  should  include  the 
sanitary  disposal  of  human  excreta  and  the  i 
careful  washing  of  hands  after  toilet  and 
before  eating.  All  fresh  fruits  and  vegetables 
should  be  washed  carefully  at  all  times,  and  , 
uncooked  vegetables  should  be  avoided  in  ! 
areas  where  “night  soil”  is  used  as  fertilizer. 
Children  should  be  taught  not  to  put  soil 
into  their  mouths,  and  top  soil  should  be 
turned  under  frequently  in  infected  areas, 
particularly  in  play  yards  about  the  home. 

Table  III  shows  the  dose  schedule  and 
cure  rate  obtained  with  piperazine  citrate 
and  dithiazanine  iodide  in  our  experience. 

I'richiiriasis  I 

Trichuriasis  or  Trichuris  trichiura  in-  j 
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fection  also  is  known  as  whipworm  infection 
or  trichocephaliasis.  Almost  all  the  children 
treated  for  roundworm  infection  at  the  E.  J. 
Meyer  Memorial  Hospital  also  were  infected 
with  whipworms.  While  the  incidence  of 
whipworm  infection  varies  greatly  in  various 
communities,  an  incidence  in  children  of 
as  high  as  29.4  per  cent  has  been  reported 
by  Weiner  and  Brooke.®  Children  wdth 
very  light  whipwonn  infections  usually  are 
symptomless;  however,  they  can  be  a source 
of  infection  for  others  and  also  can  reinfect 
themselves. 

The  diagnosis  of  whipworm  infection  is 
established  by  the  passage  of  adult  whip- 
worms in  the  stool  or  the  identification  of 
whipworm  eggs  in  the  stool.  An  eosinophilia 
of  varying  degree,  as  in  other  helminth 
infections,  is  a common  finding.  The  pres- 
ence of  ascariasis  in  a patient  should  arouse 
the  suspicion  of  whipworm  infection  since 
very  frequently  infection  with  these  two 
helminths  occurs  in  the  same  host  at  the 
same  time. 

Symptomatology. — The  presence  and  in- 
tensity of  symptoms  in  whipworm  infection 
depend  on  the  worm  burden.  Symptoms  can 
vary  from  complete  absence  in  very  fight 
worm  burdens  to  rectal  prolapse  in  very 
heavy  infections.  Abdominal  pain  and 
tenderness  are  common  in  an  average  in- 
fection. General  malaise  with  weight  loss, 
anemia,  and  debilitation  can  be  present  in 
moderately  heavy  infections.  Diarrhea 
with  mucoid  stools,  colitis,  and  dehydration 
also  can  accompany  moderately  severe  to 
severe  infections. 

Bionomics. — The  habitat  of  the  whip- 
worm is  the  cecum  and  less  commonly  the 
appendix,  colon,  or  posteriormost  level  of 
the  ileum.  The  adult  female  measures  from 
35  to  50  mm.  in  length,  and  the  adult  male 
measures  from  30  to  45  mm.  in  length.  The 
female  worm  lays  several  thousand  eggs 
daily  which  are  passed  with  the  stool  of  the 
host.  These  immature  eggs  become  em- 
bryonated  and  infective  after  lying  in  waim 
soil  for  a period  of  two  weeks.  The  em- 
bryonated  eggs  are  carried  to  the  mouth  of 


TABLE  IV. — Treatment  of  Trichuriasis  with 
Dithiazanine  Iodide 


Dosage 

Duration  of  Dosage 

Children 

5 mg.  per  pound  per 

Five  to  fifteen  days. 

day  (maximum 

depending  on 

100  mg.)  three 
times  daily,  after 
meals  first  day 
10  mg.  per  pound 
per  day  (maxi- 
mum 200  mg.) 
three  times  daily, 
after  meals  there- 
after 

worm  burden 

Adults 

100  mg.  three  times 

Five  to  fifteen  days. 

daily,  after  meals 

depending  on 

first  day  200  mg. 
three  times  daily, 
after  meals  there- 
after 

worm  burden* 

* Cure  rate  up  to  97  per  cent  (Swartzwelder) . 


the  human  host  with  food  and  drink  that 
have  become  contaminated  by  dirty  hands. 
The  shell  of  the  egg  is  digested  in  the  host’s 
small  intestine,  and  the  larva  enters  the 
crypts  of  the  small  intestine  for  nourish- 
ment. It  later  passes  to  the  site  of  its  adult 
attachment  where  in  about  ninety  days  it 
grows  into  the  adult  form,  without  migration 
through  the  lungs  of  the  host. 

Treatment.  — Preventive  measures 
should  include  the  sanitary  disposal  of  feces, 
as  is  recommended  for  roundworm  infection. 
Careful  cleansing  of  the  hands  after  toilet 
and  before  meals  reduces  the  incidence  and  in- 
tensity of  whipworm  infection.  Fresh  fruits 
and  vegetables  should  be  washed  carefully 
before  being  consumed,  and  uncooked  vege- 
tables should  be  avoided  in  those  areas  where 
“night  soil”  is  used  as  a fertilizer.  Children 
should  be  taught  not  to  defecate  on  the 
ground  and  to  avoid  putting  soil  and  dirty 
hands  into  their  mouths. 

The  dose  schedule  of  dithiazanine  iodide, 
which  has  proved  very  effective  in  the 
treatment  of  whipworm  infection  at  the  E.  J. 
Meyer  IMemorial  Hospital,  is  indicated  in 
Table  IV.  Dithiazanine  also  is  the  drug  of 
choice  in  treating  mixed  infection  of  round- 
worms  and  whipworms. 

Necatoriasis  {Hookworm  Infection) 

Hookworm  infection  in  the  United  States 
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is  caused  by  the  Necator  americanus. 
Hookworm  infection  also  may  coexist  fre- 
quently with  Ascaris  lumbricoides  infection. 
This  infection  is  seen  almost  exclusively  in 
Puerto  Ricans  and  Negroes  who  have  mi- 
grated to  our  area  from  the  southern  United 
States  and  Puerto  Rico. 

Hookworm  infection  is  confirmed  by  the 
demonstration  of  Necator  americanus  eggs 
in  the  stool.  The  presence  of  an  initial 
dermatitis  of  the  feet  (“ground  itch”)  with 
an  eosinophilia  ranging  from  10  to  70  per 
cent  should  arouse  suspicion  of  hookworm 
infection. 

Sympto matolog  y . — The  symptomatology 
of  hookworm  infection  varies  from  mild  to 
severe  symptoms  depending  on  the  degree 
of  infection  of  the  patient.  “Ground  itch,” 
the  initial  dermatitis  of  the  feet  manifested 
by  intense  itching  and  burning  followed  by 
edema,  erythema,  and  later  papulovesicular 
eruption  of  the  skin,  usually  is  present  at 
the  site  of  entry  of  the  larvae  of  Necator 
americanus.  Anemia,  which  also  is  usually 
present,  can  vary  from  negligible  anemia 
in  the  mild  cases  to  profound  anemia  in 
severe  infections.  Abdominal  pain  with 
a feeling  of  fullness  in  the  abdomen,  flatu- 
lence, and  “pot  belly”  may  be  present  in 
moderately  severe  cases.  Anorexia,  nausea, 
and  vomiting  associated  with  diarrhea  and 
low-grade  fever  usually  are  present  in  an 
average  infection.  Debility,  malnutrition, 
and  hypoproteinemia  are  additional  symp- 
toms observed  in  moderate  to  severe  infec- 
tions with  hookworm. 

Bionomics  of  Necator  Americanus. ^ — 
The  habitat  of  the  Necator  americanus 
is  the  small  intestine.  The  adult  female 
worm,  which  measures  from  9 to  11  mm.  by 
0.4  mm.  produces  approximately  9,000  eggs 
daily.  The  adult  male  worm  measures  from 
7 to  9 mm.  in  length  by  0.3  mm.  in  diameter. 
The  immature  eggs  are  passed  with  the 
host’s  stool  and  develop  into  infective  larvae 
in  warm,  moist  soil.  The  larvae  penetrate 
the  skin  of  the  host’s  feet  and  enter  the  cir- 
culatory system.  They  are  carried  by  the 
portal  circulation  to  the  liver  and  then  to 


the  heart  and  lungs.  In  the  lungs  the  larvae 
erupt  into  the  alveoli  to  ascend  the  respiratory 
tract  and  then  pass  into  the  stomach  through 
the  esophagus.  From  the  stomach  they 
pass  into  the  small  intestine  and  attach 
themselves  to  the  mucosa  to  nourish  and 
mature  into  adult  worms.  As  adult  forms 
the  worms  literally  suck  blood  from  the  villi 
of  the  mucosa  to  produce  the  typical  symp- 
tomatology. The  prepatent  period  of  the 
Necator  americanus  is  five  or  more  weeks. 

Treatment. — Foremost  in  the  preven- 
tion and  control  of  hookworm  infection  is 
the  sanitary  disposal  of  human  excreta  and 
avoidance  of  walking  without  the  protection 
of  shoes  in  areas  where  the  infection  is  en- 
demic. The  same  personal  and  environ- 
mental hygienic  measures  applicable  in  the 
control  of  roundworm  infection  are  recom- 
mended in  the  prevention  of  hookwoiTn 
infection. 

Following  is  the  dose  schedule  of  the  three 
recommended  anthelmintics  in  the  treat- 
ment of  infection  with  Necator  americanus. 

Tetrachloroethylene.  — Tetrachloroethyl- 
ene  0.05  cc.  per  pound  of  body  weight  with 
a maximum  of  5 cc.  should  be  given  in  a soft 
gelatin  capsule.  No  cathartic  should  be 
given  before  or  after  treatment,  and  the 
treatment  may  be  repeated  in  one  week  if 
necessary.  It  is  90  per  cent  effective  in  re- 
ducing egg  counts.  For  a mixed  infection 
with  Ascaris  lumbricoides,  the  ascariasis 
should  be  treated  first  with  piperazine  be- 
fore using  tetrachloroethylene. 

Dithiazanine  Iodide. — Dithiazanine  iodide 
600  mg.  and  1 Gm.  tetrachloroethylene 
should  be  combined  on  two  or  three  alternate 
or  successive  days  for  a heavy  infection. 
There  is  a 36.3  per  cent  cure  rate  and  a 
97  per  cent  reduction  in  egg  count  in  cases 
not  completely  cured. 

Bephenium  Hydroxynaphthuate. — Bephen- 
ium  hydroxy naphthoate  (alcopara,  alcopar) 
is  suitable  in  mixed  infections  of  hookworm 
and  Ascaris  lumbricoides.  It  should  be 
given  in  5 Gm.  doses,  regardless  of  the  pa- 
tient’s weight,  in  half  a glass  of  water  as  a 
single  dose.  No  purgatives  should  be  given. 
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Su  niinary 

1.  Intestinal  parasitic  infections  in  chil- 
dren in  metropolitan  areas  are  seen  with  suf- 
ficient frequency  to  warrant  the  interest 
and  attention  of  pediatricians  and  general 
practitioners. 

2.  Children  with  vague  and  unexplained 
abdominal  cramps  and  pain  should  b(^ 
examined  for  intestinal  parasites. 

3.  The  introduction  of  new  therapeutic 
agents,  piperazine,  pyrvinium  pamoate, 
dithiazanine  iodide,  and  bephenium  com- 
pound, has  resulted  in  significant  improve- 
ment in  the  treatment  of  intestinal  parasites 
in  children. 

4.  Dithiazanine,  a broad-spectrum  an- 
thelmintic, has  proved  effective  in  mixed 
and  multiple  infection  with  common  in- 
testinal parasites. 

5.  A review  is  presented  of  the  diagnosis, 
symptomatology,  bionomics,  and  treatment 
of  pinworm,  roundworm,  whipworm,  and 
hookworm  infections  in  children. 
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Childbearing  More  Hazardous  for  Teen-agers 


Childbearing  is  more  hazardous  for  teen-agers  than 
for  women  in  their  early  twenties,  according  to 
statistics  cited  bj-  Patterns  of  Disease,  a Parke,  Davis 
& Company  publication  for  physicians.  The  mor- 
tality rate  of  pregnant  teen-agers  is  2.5  for  every 
10,000  live  births;  among  those  in  their  early 
twenties  the  rate  is  only  1.9. 

Greatest  menace  to  the  health  of  pregnant  women 
is  eclampsia,  a form  of  toxemia,  which,  in  their  first 


pregnancy,  tends  to  attack  teen-agers  15  times  more 
often  than  older  women.  Among  pregnant  women 
who  had  been  pregnant  before,  the  teen-ager  is  four 
times  as  prone  to  eclampsia  as  older  women. 

In  a study  of  1,500  teen-age  maternity  patients, 
a correlation  was  found  between  weight  gains  of  40 
pounds  or  more  and  the  incidence  of  eclampsia,  al- 
though another  study  indicates  that  overweight  did 
not  appear  to  be  a direct  cause  of  eclampsia. 
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The  ''Two-Step''  Exercise  Test  Brought  Up  to  Date 

ARTHUR  M.  MASTER,  M.D.,  AND  ISADORE  ROSENFELD,  M.D.,  NEW  YORK  CITY 
{From  The  Mount  Sinai  and  New  York  Hospitals) 


' I "^HERE  is  a need  for  an  objective  and 
reliable  measure  of  cardiac  function 
since  accurate  differential  diagnosis  cannot 
always  depend  only  on  clinical  history, 
physical  findings,  or  response  to  drugs.’' 

Many  diseases,  including  hiatus  hernia, 
spinal  arthritis,  intercostal  neuralgia,  gall- 
bladder disease,  and  myositis,  can  produce  a 
clinical  picture  resembling  that  of  ischemic 
heart  disease.  Response  to  exertion  can  be 
equally  deceptive.  For  example,  we  studied 
100  consecutive  patients  with  proved  coro- 
nary heart  disease,  all  of  whom  complained 
of  chest  discomfort  or  pain.'  In  9 of  these 
patients,  the  symptom  was  never  produced 
by  or  associated  with  even  moderately  severe 
effort.  In  23  others,  only  specific  exertion 
or  experiences  such  as  climbing  a hill  against 
the  wind,  sexual  intercourse,  or  emotional 
crises  provoked  chest  pains.  The  remainder 
were  classical  types — practically  any  exertion 
caused  typical  pain. 

Relief  of  pain  by  nitroglycerin  was  also  not 
always  specifically  diagnostic.’'  Among  our 
100  consecutive  patients  with  pain  due  to 
organic  heart  disease,  we  were  able  to  record 
the  effects  of  nitroglycerin  in  79;  62  experi- 
enced complete  relief  with  the  use  of  nitro- 
glycerin but  9 patients  remained  totally  un- 
affected. The  results  were  equivocal  in  the 
other  8 patients.  This  drug  is  often  effective 
in  relieving  the  pain  associated  with  such 
diseases  as  cholecystitis,  dorsal  spine  arthritis, 
and  peptic  ulcer  and  frequently  alleviates 
the  chest  discomfort  experienced  by  emo- 
tionally disturbed  persons. 

There  is  no  doubt  that  chest  pain  or  pres- 
sure is  a cardinal  presenting  symptom  in 
patients  with  organic  heart  disease,  and  it 

Presented  at  the  154th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Medicine,  May  11,  1960. 


might  be  argued  that  the  routine  12-lead 
electrocardiogram  would  enable  one  to 
establish  the  significance  of  the  symptom 
without  further  test.  This  is  simply  not 
found  to  be  sufficiently  reliable.  Although 
a normal  electrocardiogram  is  certainly 
desirable,  many  investigators  have  demon- 
strated repeatedly  that  it  does  not  preclude 
the  possibility  of  crucial  deterioration  of 
coronary  circulation.  Paul  Wood,®  in  Eng- 
land, observed  that  a good  majority  of 
patients  with  clinical  indications  of  coronary 
artery  disease  produced  normal  electro- 
cardiograms, and  our  own  experience  reveals 
that  about  40  to  50  per  cent  of  patients  with 
angina  pectoris  have  normal  resting  records. 

These  factors  alone  provide  cogent  evi- 
dence for  the  need  of  a reliable  and  objective 
test  of  cardiac  function.  Other  situations, 
too,  demand  this  kind  of  test,  including 
litigation  cases,  accidents,  determination  of 
physical  fitness  for  military  service,  judg- 
ments of  total  di.sability  for  insurance  bene- 
fits, and  acceptance  of  applicants  for  life 
insurance.  It  is  obvious  that  a standardized 
test  possesses  a special  value  and,  in  fact,  is  a 
necessity. 

The  Master  “two-step”  test,  first  de- 
veloped in  the  period  1925  through  1929  by 
Enid  Oppenheimer  and  the  senior  author  of 
this  article  (A.  M.)  at  Cornell  University 
Medical  College,  originally  measured  the 
fluctuations  of  blood  pressure  and  pulse  in 
response  to  exercise. ' After  years  of  study, 
testing,  and  accumulating  statistical  data  on 
such  factors  as  weight,  age,  and  sex,  we  found 
a clear  correlation  between  cardiac  function 
and  the  blood  pressure  and  pulse  response 
to  our  standardized  exercise  test.'-^  Later, 
we  replaced  these  responses  with  the  elec- 
trocardiographic tracing  recorded  after  this 
exercise  and  found  that  our  correlations 
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were  equally  well  sustained.®  Today,  the 
Master  “two-step”  test  is  in  wide  use 
throughout  the  world  by  private  physicians, 
hospitals,  the  military,  insurance  companies, 
and  in  industrial  medicine.  When  properly 
managed,  the  test  is  not  only  a significant 
diagnostic  aid,  but  also  is  a safe,  uncom- 
plicated procedure,  easily  administered  by 
the  physician. 

Technic  of  Performing  the 
“Two-Step”  Test 

Construction. — The  “two-step”  appara- 
tus should  be  constructed  solidly  and  with 
each  of  the  two  steps  9 inches  high  and  about 
10  inches  deep.  We  found  a width  of 
approximately  20  to  24  inches  to  be  optimal 
in  allowing  the  patient  to  perform  the  test 
without  balancing  precariously.^"® 

Conditions. — Proper  administration  of 
the  test  first  requires  the  existence  of  essen- 
tially basal  conditions.  Routine  medica- 
tions and  smoking  should  be  deferred  and 
every  effort  made  to  insure  a restful  night’s 
sleep.  A tranquil  and  comfortable  at- 
mosphere, undisturbed  by  extraneous  stimuli, 
and  at  least  a ten-minute  rest  period  prior  to 
the  exercise  are  important.  A careful  exam- 
ination and  evaluation  of  the  patient  must 
always  be  made  just  prior  to  testing  to  rule 
out  the  existence  of  acute  illness  or  impend- 
ing infarction.  The  results  of  an  electro- 
cardiogram that  is  taken  while  the  patient  is 
resting  must  be  normal.  If  all  the  condi- 
tions are  satisfied,  the  procedure  should  be 
explained  in  detail  to  the  patient  and  par- 
ticular emphasis  should  be  placed  on  the 
instruction  to  stop  immediately  when  he 
experiences  any  chest  pain,  discomfort,  or 
abnormal  sensation  during  the  procedure. 

Procedure. — The  age,  sex,  and  weight 
of  each  patient  will  dictate  the  exact  number 
of  trips  to  be  performed,  and  this  informa- 
tion is  indicated  on  the  published  “two-step” 
chart.  The  single  test  (one-half  the  charted 
trips)  is  performed  in  one  and  a half  minutes. 
During  the  exercise,  the  limb  electrodes  are 
left  in  place  with  the  lead  wires  attached. 
The  chest  electrode  remains  in  the  lead  II 


position.  The  subject  then  ascends  to  the 
top  of  the  “two-step”  and  walks  down  the 
other  side.  This  is  counted  as  one  trip.  He 
should  then  always  turn  toward  t he  examiner, 
since,  in  so  doing,  he  reverses  the  direction 
of  turn  at  the  end  of  each  trip  and  thus  will 
not  become  dizzy.  It  should  be  mentioned 
here  that  this  turning  also  provides  a rest. 
Thus,  there  is  a difference  between  walking 
steadily  up  36  steps,  each  9 inches  high,  and 
18  trips  on  our  “two-step”  apparatus. 

The  rate  of  ascent  and  descent  should  be 
controlled  by  a sweep  second  hand.  A varia- 
tion of  from  one  to  three  seconds  in  the 
duration  of  the  test  is  permissible.  A 
metronome,  though  not  essential,  is  helpful 
in  maintaining  a constant  rate.  We  use  a 
specially  devised  metronome*  which  is  set 
to  click  with  each  .step  the  patient  ascends  or 
descends.  At  the  end  of  a single  trip,  the 
instrument  clicks  twice  to  signal  the  time 
to  turn  around.  The  timing  is  easily  ad- 
justed for  any  number  of  trips  required  by 
the  chart. 

If  the  single  test  shows  negative  results, 
the  double  test  should  always  be  done  after 
one  hour  or,  preferably,  the  next  day.  In 
the  double  “two-step,”  twice  the  number  of 
trips  are  performed  but  in  double  the  time, 
that  is,  in  three  minutes  (Table  I).  Where 
the  possibility  of  serious  acute  coronary  artery 
disease  .seems  remote  we  have  found  it  safe  to 
proceed  directly  with  the  double  test.  In 
private  practice  we  find  that  we  start  with 
the  double  rather  than  the  single  test  in  fully 
90  per  cent  of  the  patients.  Insurance  com- 
panies, executive  examiners,  and  the  mili- 
tary in\'ariably  use  the  double  or  three- 
minute  test. 

When  the  exercise  has  been  completed, 
the  patient  lies  down  immediately,  relaxes 
completely,  and  the  lead  wire  cable  is  in- 
serted into  the  machine.  Electrodes  and 
connections  should  be  checked  quickly  to 
make  certain  they  have  not  been  disturbed 
during  the  test.  Tracings  are  recorded 
immediately  after  exercise,  in  two  minutes 

* Manufactured  bv  Electronic.s  for  Medicine,  White 
Plains,  New  York. 
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TABLE  I. — Trips  PERroRMEo  in  Master  Double  (Three  Minute)  Two-Step  Exercise  Test 


^ I e s 8 n d C Fema lea! 


Age  In  Years 


weight 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75-79 

lb. 

50-59 

60-69 

70-79 

64(64) 

62(60) 

60(58) 

80-89 

•0-99 

100-109 

58(56) 

56(521 

54(50) 

53(561 

56(541 

56(52) 

53(56) 

56(52) 

56(52) 

56(541 

54(50) 

54(50) 

54(52) 

54(48) 

52(48) 

54(43) 

52(46) 

50(461 

52(46) 

50(44) 

50(44) 

50(44) 

50(441 

48(42) 

50(421 

46(42) 

46(401 

48(42) 
46(40 ) 
44(38) 

46(401 

44(361 

44(36) 

46(381 

44(381 

42(361 

44(361 

42(36) 

40(341 

UO-119 

120-129 

130-139 

52(46) 

50(44) 

48(40) 

54(50) 

52(48) 

50(461 

54(50) 

54(48) 

52(46) 

52(48-1 

52(46) 

50(441 

50(46) 

50(44) 

48(421 

50(44) 

48(421 

46(40) 

48(42) 

46(40) 

46(33) 

46(40) 

46(38) 

44(381 

46(38) 

44(38) 

42(361 

44(36) 

42(361 

40(34) 

42(36) 

40(34) 

40(321 

42(34) 

40(32) 

38(30) 

40(321 

38(301 

36(301 

140-149 

150-155 

160-165 

46(381 

44(34) 

42(32) 

48(44) 

48(42) 

46(40) 

50(44) 

50(40) 

48(38) 

48(42) 

48(401 

46(381 

48(40) 

46(38) 

44(36) 

46(53) 

44(58) 

44(36) 

44(38) 

42(361 

42(341 

42(361 

40(341 

40(321 

40(34  1 
40(321 
38(321 

40(321 

38(321 

36(301 

38(32) 

36(301 

36(281 

36(30) 

56(28) 

34(261 

36(28) 

34(26) 

34(24) 

170-179 

160-189 

ISO-159 

40(281 

38(26) 

56(24) 

44(381 

42(36) 

40(341 

46(361 

46(34) 

44(32) 

46(361 

44(341 

42(52) 

44(34) 

42(34) 

42(32) 

42(34) 

40(32) 

40(30) 

40(32) 

38(32) 

38(30) 

38(32) 

38(301 

36(28) 

36(30) 

36(28) 

34(26) 

36(28) 

34(28) 

32(261 

34(26) 

32(261 

30(241 

34(261 

32(24) 

50(24) 

32(241 

30(221 

28(221 

200-205 

210-219 

220-229 

38(32) 

36(30) 

34(28) 

42(30) 

42(28) 

40(261 

42(30) 

40(23) 

40(26) 

40(301 

38(231 

58(261 

38(28) 
36 ( 26 ) 
36(26) 

36(28) 

34(26) 

34(241 

34(26) 

34(26) 

32(24) 

32(26) 

32(24) 

30(221 

32(241 

30(221 

28(221 

30(221 

28(221 

26(201 

28(22) 

28(22) 

26120) 

28(20) 

26(20) 

24(18) 

and,  finally,  in  six  minutes.  We  have  found 
the  most  useful  leads  to  be  leads  II,  V4,  Vs, 
and  Ve. 

Occasionally,  after  exercise,  the  stylus  of 
the  electrocardiograph  may  wander,  espe- 
cially if  respiration  is  a bit  rapid  or  deep. 
The  RvS-T  segment  may  thus  become  either 
artificially  elevated  or  depressed.  Correct 
interpretation  and  measurement  of  the  RS-T 
segment  changes  can  be  made  only  in  the 
presence  of  a baseline  that  has  remained  level 
for  at  least  three  consecutive  beats.  The 
P-Q  or  P-R  interval  (and  not  the  T-P  inter- 
val) is  the  reference  point  with  which  the 
level  of  the  RS-T  segment  is  compared. 

Com  men  I, 

The  various  modifications  which  were 
developed  offer  no  advantages  over  the 
simple  “two-step”  test.  The  mode  of  ex- 
ercise is  often  completely  altered. The 
variations  include  having  a patient  walk  on 
level  ground  until  he  is  exhausted,  knee 
bending,  stair  climbing,  and  reproducing 
activity  which  causes  the  patient  pain.  An- 
other variation,  the  “step-up”  test,  requires 
that  the  patient  step  up  and  down  from  floor 
level  onto  chairs,  boxes,  or  stools  of  heights 


varying  from  12  to  20  inches.  These  tests 
are  not  standardized  and  may  even  jeopard- 
ize the  health  of  the  patient  with  coronary 
artery  disease. 

There  are  a few,  particularly  Scherf  and 
Schaffer, “ who  insist  that  the  test  must  not 
be  standardized  but  rather  that  the  physician 
should  have  the  patient  perform  the  effort 
that  causes  the  chest  pain  or  pressure.  This 
is  obviously  impractical  and  frequently  im- 
possible. Thus,  there  is  the  patient  who  can 
walk  or  climb  with  no  symptoms  but  de- 
velops pain  in  cold  weather,  only  when  he 
leaves  his  house  in  the  morning,  only  when 
he  is  tired,  or  only  after  sexual  intercourse. 

It  should  be  obvious  by  now  that  the  ob- 
jective reliability  and  validity  of  the  Master 
“two-step”  test  depend  largely  on  carefully 
achieved,  rigorously  maintained  criteria. 
Such  standardization  not  only  insures  greater 
diagnostic  dependability  but  also  enhances 
the  possibility  of  productive  research.  Our 
experience  has  demonstrated,  for  example, 
that  failure  to  exercise  a patient  with  angina 
pectoris  as  much  as  is  indicated  for  him  in 
the  table  may  result  in  a negative  response.® 
Conversely,  if  a normal  person  is  exercised 
excessively,  changes  may  well  appear  in 
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Fig.  1.  Master  “two-step”  test.  The  patient,  a forty-two-year-old  man,  had  angina  pectoris  for  nine 
years  but  improved  steadily.  In  June  and  July,  1956,  partial  “two-step”  tests  were  performed.  The  table 
called  for  23  trips  in  one  and  half  a minutes;  this  was  definitely  abnormal.  However,  10, 14, 16, 18,  and  even  21 
trips  respectively  in  one  and  a half  minutes  always  showed  negative  reactions.  To  conserve  space  only  the 
electrocardiograms  taken  immediately  after  exercise  are  shown. 


the  electrocardiogram.  Let  us  take  the 
former  situation,  the  case  of  a man  with  a 
severe  anginal  syndrome.  For  his  age  and 
weight,  the  published  table  called  for  23 
trips  to  be  performed  in  one  and  a half 
minutes.  An  abnormally  depressed 
“ischemic”  RS-T  segment  resulted,  but 
when  this  same  patient  performed  only  10 
trips  in  the  same  one  and  a half  minutes,  he 
showed  no  change  at  all.  In  fact,  14,  and 
even  18  trips  still  resulted  in  a negative 
test  reaction.  It  was  only  when  he  did  21 
trips  that  a slight  indication  of  abnormality 
began  to  appear  on  the  electrocardiogram. 
These  tests  are  what  we  call  “partial  tests,” 
repeated  again  and  again  on  the  same  patient, 
and  reflecting  to  our  satisfaction  the  need  for 
standardization.  Changes  in  the  electro- 
cardiogram are  generally  quantitative  and 


thus  become  more  marked  as  physical  exer- 
tion increases  (Fig.  1). 

With  a system  for  standardization  and  the 
existence  of  tested,  stable  criteria,  compara- 
tive judgments  and  studies  can  be  made  in 
research.  Drugs  can  be  tested  by  many 
investigators,  their  effect  on  the  electro- 
cardiogram measured,  and  the  results  of 
independent  studies  compared  reliably.^® 
We,  for  example,  wanted  to  determine 
whether  the  impressive  control  of  the  anginal 
syndrome  by  iproniazid  (Marsilid),  an  early 
form  of  the  monoamine  oxidase  inhibitors, 
was  related  to  an  actual  improvement 
in  coronary  circulation.^^  Many  of 
the  patients  to  whom  iproniazid  was 
administered  had  normal  resting  electro- 
cardiograms, but  they  had  positive 
“two-step”  tests.  We  discovered  that 
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after  months  of  medication  and  almost 
unbelievable  freedom  from  symptoms,  RS-T 
depressions  persistedd^  In  other  words,  the 
underlying  coronary  disease  was  unaltered. 
This  is  a good  example  of  how  a standard- 
ized test  lends  itself  to  physiologic  and  phar- 
macologic research. 

Finally,  as  a strong  bit  of  evidence  that 
standardization  by  sex,  age,  and  weight  is 
mandatory  is  the  observation  made  in  the 
period  1925  through  1929  that  cardiac  func- 
tion in  foot  pounds  of  work  per  minute  is 
dependent  on  these  factors. In  our  test, 
in  which  the  height  of  the  step  is  only  9 
inches,  the  height  of  the  step  can  be  dis- 
regarded, but  this  is  not  true  in  other  “step- 
up”  tests. 

As  we  have  already  suggested,  one  major 
advantage  of  the  Master  “two-step”  test  is 
that  it  is  completely  safe.  We  must  em- 
phasize, in  view  of  occasional  contrary 
opinion,  that  the  safety  of  this  procedure, 
like  everything  in  medicine,  must  reason- 
ably depend  on  the  ordinary  discretion  and 
knowledge  of  the  administering  physician. 
The  required  precautions,  vitually  self- 
evident  and  easily  maintained,  can  of  course 
not  be  ignored  or  overlooked.  We  have 
supervised  52,000  or  more  Master  “two-step” 
tests  since  1925  and  have  never  experienced 
a single  accident.  Critical  analysis  of  the 
few  reports  of  myocardial  infarction  ostensi- 
bly following  the  test  reveal  incredible  mis- 
management or  extremely  poor  judgment. 
In  all  these  cases  circumstances  can  be 
found  which  patently  contraindicated  the 
use  of  any  effort.  Usually  an  infarction  was 
impending  or  had  already  taken  place.  For 
example,  Grossman  and  Grossman^*  wrote 
on  the  subject  “Myocardial  Infarction 
I’recipitated  by  Master  Two-Step  Test,” 
yet  the  resting  electrocardiogram  was  defi- 
nitely abnormal  with  RS-T  segment  de- 
pression in  lead  II,  and  we  suspect  the 
patient  had  an  impending  infarction  when 
the  test  was  performed.  Nevertheless, 
Simonson  and  Keys,'^  among  others,  refer 
repeatedly  to  this  case  as  evidence  of  the 
danger  of  tlie  “two-st(‘p”  test.  It  should  be 


clear  that  if  in  any  case  there  is  the  possi- 
bility of  an  impending  coronary  occlusion,  if 
the  patient  has  in  fact  already  sustained  a 
recent  attack,  or  if  the  resting  electro- 
cardiogram is  obviously  abnormal,  the  test 
should  not  be  done.  Fried  berg,  too,  is  guilty 
in  this  respect.'®  The  principles  of  simple, 
sound  medical  judgment  are  no  less  appro- 
priate in  this  area  than  in  all  medicine,  and 
their  simple  application  has  in  our  extensive 
experience  resulted  in  a perfect  safety  record. 

Concerning  pain  during  or  immediately 
following  the  “two-step”  exercise,  in  our  ex- 
perience in  the  office,  the  over-all  incidence 
of  chest  pain  is  5 or  6 per  cent  in  all  the  tests. 
However,  among  those  with  definite  organic 
disease,  fully  20  per  cent  experienced  slight 
chest  pain  or  discomfort.  This  pressure  or 
pain  was  always  very  slight  and  usually 
appeared  only  momentarily  after  the  patient 
lay  down.  Only  two  or  three  times  per  100 
office  cases  of  angina  pectoris  did  the  patient 
actually  stop  because  he  had  developed  the 
pressure  during  the  procedure  of  walking. 

Responsible  investigators  like  Lepeschkin 
and  Surawicz®®  of  the  University  of  Vermont 
have  reported  or  discussed  an  incidence  of 
from  20  to  25  per  cent  “false  positive”  tests 
using  our  old  criterion  of  an  abnormal  test, 
namely  an  RS-T  depression  beyond  0.5  mm. 
Therefore,  it  was  indicated  clearly  that  fur- 
ther study  of  the  problem  of  interpretation 
was  necessary.  Ashman  in  1943,®'  Wood  and 
his  collaborators  in  England  in  1950,® 
Myers  and  Talmers®®  in  this  country,  Evans 
and  McRae  in  Britain,®®  Malhotra  and 
Pathania  in  India,®^  Feuiltault  in  Canada,®® 
and  others®'®’®®’®®"®'  reported  that  the  con- 
figuration of  the  depressed  RS-T  segment 
was  of  greater  importance  than  the  amount 
of  depression  in  millimeters  below  the  base- 
line. Following  this  argument,  many  have 
emphasized  the  importance  of  distinguishing 
the  “ischemic”  RS-T  depression  from  the 
“junctional”  or  false  positive  type.  It  was, 
however,  the  excellent  studies  conducted  by 
George  Robb®®  at  the  Metropolitan  Life  In- 
surance Company,  in  New  York  and  those 
by  General  Thomas  Mattingly®®  at  the 
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Walter  Reed  Hospital  in  Washington,  D.C., 
which  demonstrated  that  there  was  a 
statistically  valid  difference  between  the 
“ischemic”  RS-T  segment  and  the  benign 
depression  of  the  RS-T  segment.  Accord- 
ing to  Robb  and  to  Mattingly,  who  based 
their  studies  on  extensive  clinical  experience 
with  hundreds  of  persons  whose  physical 
progress  had  been  followed  for  many  years, 
any  depression  of  the  RS-T  interval  char- 
acterized by  an  initial  horizontal  course  of  at 
least  0.08  second,  or  by  a definite  sag,  was 
abnormal.  On  the  other  hand,  if  the  de- 
pression was  solely  at  the  “j”  or  junction  of 
the  QRS  with  the  RS-T  segment,  it  was  of 
intermediate  or  little  significance.  Here, 
immediately  following  the  “j,”  the  RS-T 
segment  quickly  rose  to  the  isoelectric  base- 
line. 

In  an  attempt  to  clarify  the  problem  of  the 
criteria  of  the  “two-step”  test,  we  reviewed 
the  last  consecutive  596  patients  in  whom 
the  double  “two-step”  test  had  been  per- 
formed and  in  whom  the  resting  electro- 
cardiogram was  normal.  Although,  at  the 
present  time,  we  are  not  quite  ready  to  pre- 
sent our  detailed  statistics  we  are,  never- 
theless, prepared  to  present  definite  con- 
clusions in  regard  to  our  new  criteria. 

As  we  have  said  before,  a negative  double 
“two-step”  test  reaction,  that  is,  one  with- 
out any  RS-T  depression,  is  exceedingly  help- 
ful. It  provides  an  assurance  of  at  least 
30  to  1,  that  the  patient  has  no  significant 
interference  with  coronary  circulation  or 
with  proper  nutrition  of  the  myocardium 
and  that,  therefore,  a search  should  be  in- 
stituted for  extracardiac  causes  of  the 
patient’s  complaint. 

In  the  rare  case,  in  which  the  double  “two- 
step”  test  discloses  no  change  from  the 
normal  resting  electrocardiographic  findings 
but  the  history  suggests  strongly  the  proli- 
ability of  an  anginal  syndrome,  or  there  is 
definite  hypertension,  or  the  patient  has 
recovered  from  a “coronary”  heart  attack, 
then  the  QT  ratio  should  be  measured.®  If 
the  actual  QT  time,  that  is,  the  duration  of 
the  electrical  systole,  is  at  least  10  per  cent 


greater  than  the  ideal  QT,  namely,  the  QT 
of  normal  persons  at  the  same  heart  rate, 
then  the  double  “two-step”  test  should  be 
considered  abnormal. 

The  normal  double  “two-step'’  test  therefore 
is  invaluable  evidence  that  significant  inter- 
ference with  the  coronary  circulation  or  with 
the  nutritional  requirements  of  the  myo- 
cardium is  absent. 

We  measure  the  QT  ratio  of  the  “two- 
step”  test  in  all  patients.  A little  experience 
makes  this  an  easy  task.  It  may  take  from 
one  to  three  minutes,  but  we  have  found 
the  effort  worth  while.  We  have  obtained 
the  QTr  from  published  tables,  but  it  can 
be  calculated  from  Bazett’s  formula.  The 
corrected  QT  (QTc)  is  equal  to  a constant, 
“K,”  times  the  square  root  of  the  cycle 
length  or  R-R,  expressed  in  decimals  of  a 
second  or  seconds.  The  formula,  therefore, 
is  QTc  = K\/R-R-  We  use  0.4  for  the  con- 
stant “K”  as  did  many  others.®®-®®  When 
the  resulting  figure  is  1.08  or  more,  the  re- 
sult is  abnormal,  that  is,  the  actual  measured 
QT  interval  is  definitely  prolonged. ®®’®®’®^’®® 
A QTr  of  1.07  or  less  is  considered  to  be 
within  normal  limits.* 

An  “ischemic”  RS-T  segment  depression, 
that  is,  a completely  horizontal  depression 
for  at  least  0.08  second,  (Fig.  1,  V5,  last 
column)  or  a sag  (Fig.  1,  lead  II),  can  be 
considered  at  least  a 95  per  cent  indication 
of  organic  involvement  of  the  heart  itself 
or  of  serious  involvement  of  the  nutrition 
of  the  heart  muscle, ®’®  ®*“®®f  Furthermore, 
this  type  of  depression  is  significant  whether 
the  depression  is  *,  '2,  1,  or  2 mm.  We  have 
observed,  although  only  very  occasionally, 
a ^/i,  or  num.  depression.  It  would 
appear,  therefore,  that  the  “ischemic” 
character  of  the  RS-T  depression  is  a par- 


* There  are  scattered  published  tables  that  can  be 
used  but  we  have  employed  the  “QT  Calculator”  con- 
structed by  William  Welsh,  M.D.,  which  we  sub- 
stantiated to  be  correct  and  accurate.  It  is  sold  by 
the  Bowen  & Company,  Inc.,  of  Bethesda,  Maryland. 
It  is  a small  celluloid  ruler.  One  edge  gives  the 
“normal”  QT  for  a specific  heart  rate  and  the  opposite 
edge  presents  the  ratio  of  the  actual  measured  (JT  to 
the  “ideal”  or  “normal”  (JT  for  that  rate. 

t In  108  cases,  103  were  organic  (95.4  per  cent). 
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amoimt  criterion  regardless  of  the  depth  of 
the  RS-T  segment  below  the  isoelectric 
level.  Nevertheless,  the  ischemic  depres- 
sions are  usually  V2  mm.  or  more  and 
only  in  3 or  4 per  cent  of  the  cases  were 
they  slightly  less  than  V2  nun. 

The  value  of  the  “ischemic”  depression  can 
be  further  increased  by  the  use  of  the  QT 
ratio  and  the  QX/QT  fraction.  The  latter 
is  the  relation  of  the  duration  of  the  RS-T 
depression  (QX)  to  the  entire  electrical 
systole  (QT)  and,  in  a patient  with  organic 
heart  disease,  the  fraction  will  be  greater 
than  50  per  cent.®-®’^®’^“’®^ 

In  the  “j”  or  “junctional”  depression  of 
the  RS-T  segment,  the  latter  ascends  more 
or  less  rapidly  without  ever  being  completely 
horizontal  or  sagging  (Fig.  1,  V3  and  V4, 
last  column).  This  “j”  or  “junctional” 
depression  is  considered  by  most,  if  not  all, 
investigators  to  be  synonymous  with  “func- 
tional” cases.  We  differ  strongly  from  this 
opinion;  we  have  found  that  30  per  cent  of 
our  cases  with  a “j”  depression  appeared  in 
patients  with  definite  organic  heart 
disease.  Therefore,  we  have  em- 

ployed other  parameters  to  ascertain 
whether  the  “j”  is  “functional”  or  “organic” 
in  origin. 

If  the  “j”  depression  is  2 mm.  or  more, 
it  is  practically  always  an  indication  of 
disease  or  interference  with  coronary  cir- 
culation. On  the  other  hand,  if  the  depres- 
sion is  under  2 mm.,  the  QX/QT  fraction 
must  be  measured.  If  this  fraction  is  more 
than  50  per  cent,  if  the  corrected  QTr  is  more 
than  1.08,  then  the  “j”  depression  has  its  ori- 
gin in  significant  heart  disease  or  in  significant 
interference  with  the  coronary  circulation. 
If,  on  the  other  hand,  the  QX/QT  measures 
less  than  50  per  cent  and  the  QTr  is  under 
1.08,  then  it  is  good  evidence  that  the  “j” 
is  functional  in  etiology.*  The  QX  is  the 
duration  in  decimals  of  a second  from  the 


* In  58  organic  cases,  in  55  the  QX  /QT  measured 
50  per  cent  or  more,  and  in  138  functional  cases,  131 
measured  less  than  50  per  cent.  Of  180  organic  cases, 
177  had  a prolonged  QTr  of  1.08  or  more  after  exercise, 
and  of  416  functional  cases,  it  was  shortened  below 
1.08  in  408  cases. 


beginning  of  the  QRS  to  the  point  at  which 
the  RS-T  depression  returns  to  the  baseline; 
or  isoelectric  level,  that  is,  X;  the  QT  is  the 
duration  from  the  Q to  the  end  of  electrical 
systole,  that  is,  to  the  end  of  the  T-wave. 

The  measurement  of  the  QX/QT  and  the 
QTr  is  of  great  assistance  in  the  evaluation 
of  the  RS-T  depression,®  particularly  the 
“j”  type.  The  results  of  the  measurement 
of  these  parameters  usually  parallel  each 
other.  The  “false  positive”  reactions  will  be 
less  than  3 per  cent  whereas  in  a small  group 
of  patients  previously  reported®  in  whom 
only  the  QX/QT,  and  not  the  QTr,  was  em- 
ployed there  were  3 per  cent  “false  positive” 
reactions  in  men  and  nearly  17  per  cent  in 
women. 
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Discussion 

Albert  H.  Douglas,  M.D.,  Jamaica. — There 
are  few  diagnoses  in  medicine  that  require 
greater  judgment  and  which  have  more  poten- 
tial for  good  or  harm  than  that  of  ischemic  heart 
disease.  We  are  all  indebted  to  Dr.  Master  and 
his  coauthors  for  their  contributions  in  this  field. 
The  Master  “two-step”  test  has  become  part 
of  the  standard  armamentarium  of  the  car- 
diologist. The  present  report  by  Dr.  Master 
and  Dr.  Rosenfeld  represents  an  extension  of 
previous  studies.  The  authors  have  demon- 
strated that  the  number  of  false  positive  re- 
actions can  be  reduced  by  a more  detailed  analy- 
sis of  the  duration  of  the  S-T  segment  depression. 
Even  with  the  new  criteria,  however,  the  test 
must  be  correlated  with  the  clinical  picture. 

The  difficulties  which  attend  a diagnosis  of 
coronary  artery  insufficiency  become  apparent 
when  one  considers  the  great  variability  in  the 
course  of  coronary  arteriosclerosis.  On  the  one 
hand,  a patient  with  a positive  exercise  test  re- 
action may  in  a short  time  develop  electrocardio- 
graphic changes  at  rest  or  those  of  myocardial 
infarction,  while  on  the  other  hand  the  condition 
may  remain  stationary  for  years  or  even  improve 
with  the  development  of  collateral  circulation. 

Prognosis  becomes  possible  only  with  careful 
evaluation  of  the  history.  Furthermore,  this 
variability  in  the  natural  history  of  the  disease 
complicates  any  statistical  study  of  so-called  false 
positive  reactions,  which  may,  at  times,  represent 
nonprogressive  lesions.  It  is  of  interest  that  the 
authors  report  false  positive  reactions  in  only  3 
per  cent  of  males  but  in  17  per  cent  of  females. 
The  fact  that  coronary  artery  disease  progresses 
at  a slower  rate  in  women  may  explain  part  of  this 
difference  and  a longer  follow-up  of  these  patients 
should  be  informative. 

The  safety  of  the  Master  “two-step”  test  has 
been  well  documented,  and  my  own  experience 
confirms  this  conclusion.  It  is  important  to 
emphasize  that  the  test  should  rarely,  if  ever,  be 
used  when  the  recency  of  the  chest  pain  suggests 
the  possibility  of  an  actual  or  an  impending  myo- 
cardial infarct.  In  general,  the  single  “two-step” 
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test  should  be  done  first  when  there  is  a history 
of  chest  pain  after  relatively  little  effort.  When 
arduous  effort  is  required  to  produce  symptoms, 
the  double  test  is  not  likely  to  cause  distress.  In 
this  regard,  it  is  pertinent  to  note  that  angina 
frequently  appears  in  the  morning  only,  and  it 
would  be  of  interest  to  know  whether  or  not  more 
positive  tests  would  result  at  this  time  of  the  day 
and  whether  or  not  less  stress  would  be  necessary 
to  produce  them. 

In  addition  to  the  time-of-day  factor,  the  exer- 
cise test  can  be  influenced  by  the  emotional  state 
of  the  patient,  his  pain  threshold,  the  sym- 
pathetic-parasympathetic balance,  eating,  room 
temperature,  muscle  fatigue,  consumption  of  to- 
bacco, anemia,  endocrine  disease,  pulmonary  dis- 
ease, the  use  of  a variety  of  drugs,  and  other  fac- 
tors. These  variables  indicate  that  the  exercise 
test  cannot  be  regarded  as  absolutely  quantita- 
tive since  the  increased  cardiac  load  induced  by 
exercise  is  applied  under  conditions  that  can  be 
controlled  only  partly. 

At  times,  the  test  must  be  terminated  because 
of  chest  pain,  although  electrocardiographic 


changes  do  not  become  manifest.  It  may  be  that 
transient  S-T  segment  shift  is  missed  in  some 
cases  and  that  records  taken  during  exercise  will 
be  informative. 

This  problem  is  being  investigated  in  several 
clinics. 

When  a positive  “two-step”  test  reaction  is 
found  in  a routine  examination  of  an  asympto- 
matic subject,  one  must  be  extremely  careful  in 
the  application  of  statistical  data  to  the  indi- 
vidual patient.  The  attitude  of  the  practicing 
physician  differs  significantly  from  that  of  the 
insurance  company.  The  patient  should  be 
treated  rather  than  the  electrocardiogram.  Even 
with  odds  of  9 to  1 that  a male  patient  with  a posi- 
tive stress  test  has  coronary  disease,  it  must  be 
remembered  that  the  course  of  coronary  disease 
varies  widely  and  unpredictably,  and  that  iatro- 
genic heart  disease  can  be  equally  disabling. 
Any  advice  given  to  an  asymptomatic  patient 
that  calls  for  important  modifications  in  diet  and 
program  of  lixdng  should  be  clearly  understood  as 
health  measures  offered  for  the  prevention  of  ill- 
ness rather  than  as  treatment. 


Health,  Handwriting,  and  Humor 


When  police  in  Yonkers,  New  York,  arrested  a 
musician  for  forging  a narcotics  prescription  they 
credited  the  alertness  of  the  pharmacist,  William 
Astmann,  who  later  told  them:  “That  prescription 
was  too  clear  to  have  V)een  written  by  a doctor.” 
Rightly  or  wrongly,  in  such  news  items  and  in 
preposterous  wit,  j)hysicians  for  generations  have 
been  twitted  about  their  scrawl.  If  such  needling 
can  correct  a truly  serious  situation,  following  are  a 
few  examples  which  have  made  the  rounds  of  medical 
conventions. 

The  spider  climbs  out  of  the  ink  well  and  walks 
across  the  prescription  pad.  The  nurse  takes  the 
slip  to  the  drug  store,  where  the  pharmacist  then 


])hones  the  clinic  to  ask:  “Doc,  you  just  gotta  tell 
me  that  last  word.” 

When  the  new  doctor  in  town  responds  to  a 
dinner  invitation,  the  hostess  cannot  make  out  his 
reply.  In  desperation  she  brings  it  to  the  neighbor- 
hood pharmacist.  A few  minutes  later  he  returns 
with  a package,  sa3’ing:  “That  will  be  one  dollar.” 
One  physician’s  prescription  is  so  illegible  that  the 
patient  uses  it  for  two  years  as  a railroad  pass,  gets 
into  Madison  Square  Garden  and  Yankee  Stadium 
on  it,  then  gives  it  to  his  daughter,  who  pla3's  it  on 
the  piano  and  wins  a scholarship  to  a music  con- 
servator3'. 

— Medicine  at  Work 


1858 


New  York  State  J.  Med. 


Value  of  Community  Chest  X-Ray  Surveys 
in  Detecting  Lung  Cancer 

VINCENT  H.  HANDY,  M.D.,  PAUL  R.  GERHARDT,  M.D.,  HENRY  H.  SCHULTZ,  M.U.,  AND 
ABRAHAM  KAMINSKY,  M.A.,  ALBANY,  NEW  YORK 

i-From  the  Bureau  of  Cancer  Control  and  the  Bureau  of  Tuberculosis  Case  Finding,  Division  of  Chronic 
Disease  Services,  State  of  New  York  Department  of  Health) 


I "^HE  steady  increase  in  lung  cancer  cases 
emphasizes  the  growing  importance  of 
this  disease,  and  diligent  efforts  must  be 
made  to  detect  pulmonary  lesions  before 
they  become  symptomatic.  Improved  prog- 
nosis depends  on  the  earliest  possible  diag- 
nosis followed  by  prompt  therapy.  In 
Upstate  New  York,  an  area  of  approximately 
9 million  people,  the  incidence  rate  of  pri- 
mary cancer  of  the  lung  and  bronchus  has, 
in  less  than  two  decades,  more  than  tripled 
among  men,  increasing  from  a rate  of  12.1 
cases  per  100,000  men  in  1942  to  43.6  cases 
per  100,000  men  in  1959.  Among  women, 
the  incidence  rate  is  considerably  less  and 
has  not  accelerated  as  rapidly  as  in  men; 
nevertheless,  the  incidence  rate  has  nearly 
doubled,  going  from  a rate  of  3.3  cases  per 
100,000  women  in  the  years  1942  to  1944  to 
5.6  cases  per  100,000  women  in  1959.  These 
rates  have  been  age-standardized,  which 
would  take  into  account  any  increase  due  to 
aging  of  the  population  alone.  They 
indicate  a real  increase  in  the  risk  of  lung 
cancer  and  focus  attention  on  the  magnitude 
of  the  problem. 

Considerable  effort  is  being  directed 
toward  the  prevention  of  lung  cancer  through 
educational  programs  explaining  the  risks 
involved  in  heavy  cigaret  smoking,  and  a 
beginning  is  being  made  to  control  air  pollu- 
tion, but  actual  prevention  is  still  in  the 
future.  Improvements  in  laboratory  tech- 
nics, particularly  in  connection  with  the 
cytologic  study  of  sputum,  offer  the  ad- 
vantage of  possible  early  detection  of  cancer. 
The  value  of  cytology  in  cases  of  acute  and 
chronic  inflammatory  conditions  of  the  lung 


has  already  been  proved.^  However,  the 
practical  use  of  exfoliative  cytology  for  the 
detection  of  lung  cancer  on  a mass  screening 
basis  has  yet  to  be  established.  At  present, 
in  community  health  programs,  it  is  still 
necessary  to  rely  on  the  technic  found  so 
effective  in  discovering  tuberculosis,  roent- 
genographic  screening. 

Program 

In  the  fall  of  the  Bureau  of  Cancer 
Control  of  the  State  of  New  York  Depart- 
ment of  Health  initiated  a follow-up  pro- 
gram coordinated  with  community  x-ray 
surveys  conducted  by  the  Department’s 
Bureau  of  Tuberculosis  Case  Finding.  This 
program,  based  on  procedures  for  the  follow- 
up of  suspected  tuberculosis  cases,  consisted 
of  a report  by  the  health  officer  to  the  private 
physician  of  each  case  diagnosed  initially 
on  survey  as  “suspicious  for  lung  tumor.’’ 
Within  three  months  the  health  officer  then 
obtained  a report  from  the  physician  of  the 
final  diagnosis  and  the  current  status  of  each 
patient.  On  the  whole,  cooperation  by  the 
health  officers  and  practicing  physicians  has 
been  good.  It  was  hoped  that  by  reminding 
the  practicing  physician  of  the  Health  De- 
partment’s interest  in  the  final  diagnosis, 
patient  delay  and  physician  delay  would 
be  reduced  in  those  cases  with  a disease 
as  serious  as  lung  cancer. 

Two  questions  have  been  raised  during 
the  administration  of  this  program:  (1) 
Are  community  x-ray  surveys  a productive 
method  of  detecting  lung  cancer?,  and  (2) 
is  the  program  effective  in  detecting  bron- 
chogenic carcinoma  in  an  early,  curable 
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stage,  as  evidenced  by  improved  survival 
rates? 

Hospital  Series  of  Cases 

Many  studies  have  been  done  on  survivor- 
ship, but  they  are  usually  based  on  a par- 
ticular, treated  series  of  cases;  few  studies 
have  been  done  calculating  survivorship 
following  mass  x-ray  surveys. 

Gibbon,  Templeton,  and  Nealon^  re- 
viewed 353  consecutive  patients  with  pri- 
mary cancer  of  the  lung  seen  at  Jeffer- 
son Medical  College  between  April  1,  1946, 
and  January  1,  1951.  The  average  age 
of  this  group  was  fifty-eight  years,  and 
the  average  duration  of  symptoms,  prior  to 
treatment,  was  6.9  months.  There  were 
107  patients  (30  per  cent)  with  inoperable 
lesions  when  they  were  first  seen.  In  11 
patients  the  tumor  was  detected  initially  by 
a survey  photofluorogram,  but  because  of 
delay,  only  2 were  asymptomatic  at  the  time 
of  their  admission  to  the  hospital.  The  best 
survivorship  results  were  obtained  in  those 
patients  with  epidermoid  carcinoma,  which 
was  confined  entirely  to  lung  tissue.  The 
over-all  five-year  survivorship  for  the  353 
cases  was  9.6  per  cent,  34  patients  having- 
survived  five  years  or  more. 

Overholt  and  Bougas®  reviewed  all  the 
confirmed  cases  of  primary  pulmonary  car- 
cinoma between  June,  1932,  and  May,  1951, 
who  were  treated  at  New  England  Deaconess 
Hospital  in  Boston.  Of  this  group  of  733 
cases,  55  survived  five  years,  a rate  of  7.5 
per  cent. 

Ochsner,  Ray,  and  Acree^  have  reported 
a series  of  1,457  cases  of  cancer  of  the  lung 
from  Charity  Hospital,  New  Orleans,  of 
which  49  per  cent  were  operable.  The  av- 
erage delay  was  8.7  months  from  the  onset 
of  the  first  symptom  until  therapy  was  in- 
stituted. Of  the  entire  group,  8 per  cent 
were  alive  at  the  end  of  five  years. 

More  recently,  Jacobs,  Yee,  and  May® 
studied  321  proved  cases  of  cancer  of  the 
lung  seen  between  1948  and  1955  in  a Vet- 
erans Administration  Hospital  in  Oakland, 
California.  He  reported  cure  rates  of  about 


8 per  cent  at  two  years,  7 per  cent  at  five 
years,  and  5 per  cent  at  seven  years.  These 
figures  indicated  to  Jacobs  that  patients  alive 
and  free  of  cancer  at  two  years  have  a good 
chance  of  permanent  cure. 

In  1960  Olson®  in  New  York  State  studied 
the  survivorship  of  704  bronchogenic  cancer 
cases  admitted  to  Albany  Hospital  between 
1952  and  1958.  Of  these,  31  per  cent  were 
resectable  at  the  time  of  admission.  He 
found  a 24.7  per  cent  survivorship  for  one 
year,  14.3  per  cent  survivorship  for  two  years, 
and  4.5  per  cent  survivorship  for  five  years. 

Community  X-Ray  Series  of  Cases 

In  1950  Guiss^  in  Los  Angeles  County 
carried  out  the  largest  single  mass  detection 
program  to  date,  and  evaluated  the  results 
of  the  minifilms  on  1,867,201  persons.  A 
total  of  244  patients  with  confirmed  bron- 
chogenic neoplasms  was  discovered,  and 
50.4  per  cent  of  the  group  were  operable. 
The  five-year  survivorship  rate  of  these  244 
patients  was  9.9  per  cent. 

Posner,  AIcDowell,  and  Cros.s®  in  England 
studied  238  cases  of  cancer  which  were 
found  by  six  mass  radiography  units  of  the 
Birmingham  Regional  Hospital  Board  in  the 
twelve  months  following  July  1,  1955.  He 
was  interested  in  seeing  whether  or  not  mass 
x-ray  surveys  improved  the  prognosis  of 
the  disease  by  detecting  cases  earlier  than 
those  found  in  the  course  of  general  medical 
practice.  He  found  that  50  per  cent  of  those 
cases  detected  by  mass  x-ray  surveys  sur- 
vived for  twelve  months,  while  36  per  cent 
of  223  cases  discovered  routinely  by  general 
practitioners  survived  for  twelve  months. 
For  the  twenty-four-month  survi^’al,  he 
found  25  per  cent  among  the  survey  group 
and  20  per  cent  among  the  general  practi- 
tioner series. 

Boucot,®  in  1959  analyzed  the  over-all 
survival  rates  in  community  surveys  in 
Philadelphia,  and  reported  a one-year  sur- 
vivorship of  46  per  cent  based  on  235  cases, 
a two-year  survivorship  of  39  per  cent  based 
on  190  cases,  and  a five-year  survivorship 
of  17  per  cent  based  on  100  cases. 
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Present  Study 

In  Upstate  New  York,  1,357,843  chest 
x-ray  films  were  taken  as  part  of  362  com- 
munity x-ray  surveys  from  September  1, 
1953,  through  December,  1959.  These  sur- 
veys, initiated  at  the  request  of  the  full-time 
health  officer,  were  done  by  mobile  x-ray 
units  of  the  State  of  New  York  Department 
of  Health.  Reports  were  sent  to  the  health 
officer  for  forwarding  to  the  respective  pri- 
vate physician  and  for  notification  of 
patients.  In  addition,  the  health  officer 
followed  all  cases  diagnosed  from  the  original 
small  film  as  “suspicious  of  lung  cancer” 

I by  contacting  the  private  physician.  In 
this  way,  he  was  able  to  offer  the  facilities 
of  his  department  to  the  private  physician 
and  was  able  to  obtain  information  regarding 
the  final  diagnosis  and  treatment  of  the 
patient. 

Among  this  group  of  over  a million  people, 
84  definite  cases  of  bronchogenic  carcinoma 
were  discovered;  it  is  possible  that  more 
definite  cases  would  have  been  discovered 
if  the  follow-up  had  been  complete  in  all 
instances.  Since  cancer  is  a reportable  dis- 
I ease  in  New  York  State,  exclusive  of  New 
York  City,  the  diagnoses  of  these  84  cases 
were  substantiated  either  by  cancer  reports 
sent  by  the  private  physician  to  the  full- 
' time  health  officer  or  by  death  certificate. 
Of  the  84  cases,  x-ray  films  were  made  of 
70  prior  to  April  21,  1959,  and  theoretically 
the  patients  had  an  opportunity  to  survive 
one  year;  and  roentgenograms  of  50  of  these 
' were  made  prior  to  April,  1958,  and  the 
patients  could  have  survived  two  years, 
t There  were  14  cases  which  had  not  had  an 
' opportunity  to  survive  one  year  and  are 
therefore  excluded  from  the  survival  rate 
calculations.  The  status  of  these  70  cases 
was  investigated  by  contacting  the  private 
physician  through  the  health  officer  and  by 
reviewing  indicated  death  certificates.  Two 
cases,  living  at  last  report,  were  lost  within 
the  year  their  x-ray  films  were  taken  and  are 
considered  untraced  and  do  not  enter  into 
the  calculations.  The  survival  rates  were 
computed  by  the  direct  or  ad  hoc  method 


TABLE  I. — One-  and  Two-Year  Survival  Rates, 
Bronchogenic  Carcinoma  Cases  Detected  by 
Chest  X-Ray  Surveys,  Upstate  New  York 
1953  TO  1959 


Lived  Beyond 
- — Indicated  Period — > 


Period 

' — Patients ' 

Total 

Survival 

Rate 

(Per 

(Years) 

Cases 

Traced 

Number 

Cent*) 

1 

70 

68 

37 

54 

2 

50 

48 

19 

40 

* Per  cent  of  traced  patients.  Inquiry  as  of 
April,  1960.  The  one-year  group  comprises  patients 
whose  disease  was  detected  by  routine  x-ray  survey 
at  least  one  year  prior  to  the  time  of  inquiry,  that 
is  x-ray  films  were  taken  prior  to  April  21,  1959. 
The  two-year  group  includes  those  whose  disease 
was  detected  by  April  21,  1958. 

described  by  Berkson  and  Gage'®  and  are 
given  in  Table  I. 

In  this  series,  54  per  cent  survived  for 
one  year  and  40  per  cent  for  two  years. 
Actually  4 patients  survived  for  over  five 
years,  based  on  a traced  group  of  19  patients, 
giving  a five-year  survivorship  of  21  per 
cent.  These  figures  indicate  the  proportion 
of  individuals  alive  after  a specified  interval 
of  time,  irrespective  of  the  current  status 
of  the  disease.  Because  of  the  small  group 
of  traced  cases  involved,  the  reliability  of 
these  survival  rates  would  not  warrant  any 
conclusion  beyond  the  fact  that  the  results 
are  consistent  with  the  improved  survivor- 
ship found  in  other  community  x-ray  studies. 

Comment 

The  State  of  New  York  Department  of 
Health’s  figures  tend  to  support  those  of 
Posner,®  based  on  his  mass  surveys,  and  in- 
dicate that  surveys  have  made  a small  con- 
tribution in  improving  survivorship  from 
this  highly  fatal  disease.  From  a public 
health  point  of  view,  community  surveys 
over  the  years  have  been  important  in  find- 
ing unsuspected  cases  of  tuberculosis,  but  the 
detection  of  a case  of  bronchogenic  car- 
cinoma has  less  impact  on  the  health  of  the 
total  community.  The  results  are  purely 
personal;  there  is  no  epidemiologic  benefit 
to  the  community  as  in  the  case  of  discovered 
tuberculosis,  although  there  may  be  com- 
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TABLE  II. — Survivorship — Bronchogenic 
Carcinoma 


Source 

Number  of 
Patients 
with  Cancer 
of  Lung 

Number  of  Years 
Survival  Rate 
- — ^(Per  Cent)— ^ 

1 2 5 

Hospital  series 

Gibbon^ 

353 

9.6 

Overholt^ 

733 

7.5 

Ochsner'* 

1,457 

8.0 

Jacobs® 

321 

8 

7.0 

Posner® 

223 

36  20 

Olson® 

704 

24.7  14.3 

4.5 

Community  x-rsLy 
series 

Guiss’ 

244 

10 

Posner* 

238 

50  25 

Boucot* 

235  . 

46  39 

17 

New  York  State 
Department 

of  Health 

84 

54  40 

21* 

* Based  on  19  traced  patients. 


munity  concern  from  an  economic  viewpoint. 
However,  if  the  prognosis  of  bronchogenic 
cancer  can  be  improved  as  a result  of  mass 
radiography,  perhaps  we  should  proceed 
with  caution  before  we  abandon  this  method. 
Table  II  summarizes  the  results  of  various 
series  of  cases,  comparing  survivorship 
among  hospital  patients  with  cancer  of  the 
lung  with  those  individuals  diagnosed  as 
having  bronchogenic  carcinoma  according 
to  community  x-ray  surveys. 

There  are  dangers  in  comparing  survivor- 
ship rates  among  different  series  of  cases. 
Various  methods  may  have  been  used  in  the 
calculations,  certain  authors  may  insist 
on  freedom  from  disease  as  criteria  of  sur- 
vivorship, while  others  consider  survivorship 
irrespective  of  current  disease  status.  Also, 
some  may  believe  that  the  improvement  in 
one-  and  two-year  survivorship  in  the  sur- 
vey series  does  not  actually  mean  that  life 
has  been  lengthened  but  that  the  diagnosis 
has  been  made  earlier  in  time,  allowing  for  a 
longer  interval  of  life  to  be  recorded.  To 
this  we  have  no  answer  except  that  with  a 
large  enough  .sei’ies  of  cases,  the  five-year 
survival  figures  would  probably  settle  the 
issue. 

While  the  number  of  diagnosed  cases  of 
cancer  of  the  lung  continues  to  increase, 
there  is  little  evidence  that  the  salvage  rates 
for  treated  lung  cancer  have  improved. 


Most  hospital  series  still  indicate  that  one 
third  to  one  half  of  the  patients  with  this 
disease  have  inoperable  lesions  when  they 
are  first  admitted.  While  the  technical 
ability  to  cure  lung  cancer  surgically  may 
possibly  have  reached  a plateau,  resectability 
rates  can  be  improved  by  discovering  the 
disease  while  it  is  still  asymptomatic.  To- 
day, any  improvement  in  the  cure  rate  will 
be  dependent  on  earlier  detection,  and  at 
present,  in  a community  program,  this  is 
most  easily  done  by  periodic  chest  x-ray 
examination. 

Mass  community-wide  x-ray  surveys,  such 
as  have  been  carried  out  in  the  search  for 
tuberculosis,  are  not  the  answer  to  the  prob- 
lem of  early  cancer  detection  because  of  their 
expense  and  lack  of  selectivity.  However, 
there  is  evidence  that  by  concentrating  on 
high-risk  groups,  a more  worth-while  public 
health  program  in  terms  of  finding  early 
lung  cancer  could  be  developed.  In  Up- 
state New  York  in  1959  the  incidence  rate 
for  lung  cancer  among  men  over  forty-five 
was  more  than  30  times  the  rate  in  yoimger 
adult  men  between  twenty  and  forty-four.  “ 
A further  analysis  of  New  York  State  data 
indicates  that  the  incidence  of  lung  cancer 
in  men  in  urban  areas  is  40  per  cent  higher 
than  among  men  in  rural  areas.  Urbaniza- 
tion makes  its  contribution  to  the  cancer 
risk  not  only  because  the  percentage  of 
smokers  increases  with  the  impact  of  urban 
life^^  but  also  because  congested  areas  can 
produce  more  air  pollution  with  its  attend- 
ant carcinogenic  hazards.  In  addition, 
many  studies  have  been  done,  both  of  the 
case  history  type  and  of  large  populations, 
which  have  indicated  that  persons  who 
.smoke  cigarets  develop  lung  cancer  much 
more  freiiuently  than  do  nonsmokers  of  the 
same  age.^^^^®  If  x-ray  surveys  are  concen- 
trated in  areas  of  higher  risk,  such  as  among 
men  over  forty-five,  among  adults  in  urban 
settlements  or  areas  of  concentrated  air 
pollution,  or  among  individuals  who  are 
heavy  smokers,  this  selective  type  of  ap- 
proach would  lead  to  the  detection  of  more 
cases  of  curable  lung  cancer. 
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This  discussion  is  not  meant  to  imply  that 
chest  x-ray  surveys  should  be  directed  solely 
toward  the  detection  of  lung  cancer.  Tu- 
berculosis, certain  forms  of  cardiovascular 
disease,  and  lung  cancer  are  all  more  prev- 
alent among  older  males  and  urban  groups. 
Survey  activities  should  be  organized  with 
these  facts  in  mind.  Such  surveys  properly 
planned  and  carried  out  will  discover  ap- 
preciably more  cases  of  these  diseases,  thus 
playing  a broader  public  health  role. 

Summary 

The  two  questions  with  which  this  paper 
was  concerned  were  whether  or  not  com- 
munity x-ray  surveys  are  a productive 
method  of  detecting  lung  cancer,  and 
whether  or  not  such  programs  are  effective 
in  detecting  bronchogenic  carcinomas  in 
an  early  curable  stage  as  evidenced  by  im- 
proved survival  rates.  A study  of  the  re- 
sults over  the  last  six  years  leads  us  to  con- 
clude, first,  that  while  a number  of  bron- 
chogenic cancers  were  discovered  in  com- 
munity x-ray  surveys,  the  number  was  small; 
and  second,  that  those  cases  which  were  dis- 
covered had  an  improved  survivorship  as 
compared  with  hospital  series  of  cases  not 
discovered  by  survey. 

Chest  x-ray  surveys  are  an  important 
factor  in  improving  the  prognosis  in  lung 
cancer  because  the  x-ray  film  can  reveal  the 
asymptomatic  case;  and  far  better  yields 
can  be  expected  if  such  surveys  are  re- 
stricted to  selected  high-risk  groups,  such  as 
men  over  forty-five,  adults  living  in  urban 
settlements  or  areas  of  concentrated  air 
pollution,  or  individuals  who  are  heavy 
smokers.  Until  new  diagnostic  and  treat- 
ment methods  for  lung  cancer  are  available, 
it  behooves  us  to  use  the  time-tested  method 
of  roentgenographic  screening  more  wisely 
for  the  detection  of  asymptomatic  disease. 
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f Introduction 

j E.  Jefferson  Browder,  M.D.  : We  are 
I most  grateful  to  Harry  A.  Kaplan,  M.D., 

I chairman  of  the  Section  on  Neurology  and 
I Psychiatry,  for  assembling  this  distinguished 
( group  of  investigators,  each  of  whom  during 
' past  years  has  been  interested  in  some 
j aspect  of  the  effects  of  craniocerebral  in- 
, juries.  Today  our  attention  will  be  focused, 

I for  the  most  part,  on  the  pathophysiologic 
states  commonly  termed  cerebral  concussion 
and  the  resultant  post-traumatic  sequelae  of 
this  type  of  cerebral  insult. 

The  first  presentation  will  be  given  by  Dr. 
Kaplan. 

Cerebral  Concussion: 

I Presentation  of  the  Problem 

Harry  A.  Kaplan,  M.D. ; For  centuries 
physicians  have  concerned  themselves  with 
' the  problem  of  cerebral  concussion  and  its 
sequelae.  The  voluminous'  literature  on  the 
’ subject  attests  to  the  lack  of  conformity  in 
their  views.  The  state  of  cerebral  concus- 
sion has  often  been  referred  to  as  the  least 
severe  in  a series  of  various  types  of  head 
injury,  the  gradations  being  labeled  cerebral 
concussion,  cerebral  contusion,  and  finally, 
the  most  severe,  cerebral  laceration.  Some 
have  even  considered  compression  a related 
entity.  In  the  more  recent  literature  this 
fine  of  thought  has  been  abandoned  for  the 
most  part. 

Perhaps  confusion  springs  from  the  unfor- 
tunate use  of  a term  bearing  an  implication 
other  than  the  existent  reality.  The  defini- 
tion of  the  word  concussion,  according  to  the 
Oxford  Dictionary,  is  “the  action  of  violently 
shaking.”  Therefore,  the  term  “cerebral 
concussion”  implies  a violent  shaking  of  the 
brain.  The  present  problem  is  to  deter- 
mine whether  or  not  this  is  correct.  Perhaps 
the  symposium  today  may  aid  in  clarifica- 
tion. 

General  Considerations. — If  we  were 
to  disregard  the  title  and  to  borrow  from 
Shakespeare,  “What’s  in  a name?  That 
which  we  call  a rose  by  any  other  name 
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would  smell  as  sweet,”  then  what  are  we 
dealing  with?  One  of  the  most  widely  ac- 
cepted definitions  of  the  so-called  state  of 
cerebral  concussion  is  that  of  Trotter  in 
1924P  “.  . . an  essentially  transient  state 
due  to  head  injury  which  is  of  instantaneous 
onset,  manifests  widespread  symptoms  of 
pundy  paralytic  kind,  does  not  as  such  com- 
prise any  evidence  of  structural  cerebral 
injury,  and  is  always  followed  by  amnesia 
for  the  actual  moment  of  the  accident.”  The 
majority  of  physicians  tend  to  support  the 
view  of  the  absence  of  any  grossly  visible 
changes  in  the  brain  associated  with  cerebral 
concussion.  However,  other  investigators 
have  indicated  subtle  changes  in  the  nerve 
cells  that  are  visible  only  by  critically  refined 
methods  of  histologic  study. 

Courville,^  writing  of  the  pathology  of 
cerebral  concussion,  stated:  “Cerebral  con- 
cussion, whether  fatal  or  otherwise,  does  not 
provoke  any  gross  lesions  which  are  ade- 
quate, per  se,  to  account  for  either  the  im- 
mediate or  the  delayed  symptoms.  On  the 
other  hand,  the  available  facts  support  the 
conclusion  that  one  of  the  important  effects 
of  concussion  is  the  production  of  a more  or 
less  profound  disturbance  in  the  circulation. 
It  appears,  therefore,  that  there  is  little 
direct  evidence,  structurally  speaking,  that 
physical  force  results  in  actual  alterations 
within  the  nervous  substance.  But  if  the 
microscope  is  turned  on  sections  from  the 
brains  of  concussed  animals  or  from  those  of 
human  beings  who  have  died  as  a conse- 
quence of  cranio-cerebral  injury,  it  is  soon 
noted  that  such  evidence  does  exist.” 

He  summed  up  the  various  changes  of 
pathologic  conditions  as  follows:  “It  thus 
seems  clear  that  as  a consequence  of  cerebral 
commotion,  two  types  of  lesions  may  be 
found:  the  first  a general  effect,  possibly  a 
combination  of  consequences  of  the  primary 
physical  violence  in  which  there  is  a diffuse 
loss  of  tigroid  substance  of  the  nerve  cells  as 
well  as  alterations  of  the  nuclear  membrane 
and  its  enclosed  chromatin  material;  the 
second  consisting  of  multiple  focal  effects 
characterized  by  areas  of  cell  loss  (Herde), 
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either  in  the  cerebral  cortex  or  nuclear 
masses  of  the  brain  stem,  which  appears  to 
be  the  result  of  either  anoxia  incident  to 
local  ischemia  (vasospasm)  or  of  a prolonged 
drop  in  blood  pressure  (primary  shock  of 
concussion  or  subsequent  traumatic  shock). 
Added  to  these  more  direct  cellular  and 
structural  alterations  is  a third  change  inci- 
dent to  edema  of  the  brain,  an  indirect  con- 
sequence of  concussion  through  its  retarded 
vasomotor  effects.  Manifested  at  first  his- 
tologically by  acute  swelling  of  the  oligoden- 
droglia  and  increased  vacuolization  of  the 
choroidal  and  ependymal  epithelium,  tokens 
of  cerebral  edema  and  increased  production 
of  cerebrospinal  fluid,  these  alterations  may 
leave  their  mark  grossly  in  the  ultimate 
shrinkage  of  the  brain  substance  and  en- 
largement of  the  ventricular  cavities.” 

It  is  all  well  and  good  to  note  the  variety 
of  pathologic  changes  seen  under  the  micro- 
scope after  head  trauma,  but  are  these  find- 
ings at  autopsy  a necessary  or  even  common 
accompaniment  of  the  syndrome  of  so-called 
cerebral  concussion?  Certainly  death  fol- 
lowing an  injury  is  something  other  than  a 
cerebral  concussion.  Many  reports  of 
deaths  following  alleged  head  injury  but 
without  evident,  gross  brain  damage  have 
appeared  in  the  literature,  but  one  wonders 
in  how  many  of  these  the  cervical  spinal  cord 
was  inspected  and  what  the  relationship  of 
cardiac  arrest  might  have  been. 

Denny-Brown,^  whose  animal  experimen- 
tation results  have  been  concurred  in  by 
many  others,  defines  cerebral  concussion  as 
“a  transitory  and  reversible  nervous  reaction 
with  immediate  onset  following  physical 
stress  of  sufficient  violence  and  brevity,  and 
characterized  by  progressive  recovery  there- 
after.” 

Because  of  the  violence  necessary  to  pro- 
duce a state  of  cerebral  concussion,  investiga- 
tion of  its  mechanism  of  production  requires 
the  use  of  laboratory  anim^-ls.  However, 
the  necessity  for  anesthesia  in  the  course  of 
the  experimentation  abolishes  the  one  promi- 
nent symptom,  loss  of  consciousness,  before 
the  experiment  is  begun.  Furthermore, 


amnesia  is  difficult  to  evaluate  in  animals; 
therefore,  a set  of  criteria  not  usually 
observed  in  the  human  being  is  employed. 
Denny-Brown  and  RusselB  in  animal  experi- 
ments described  an  orderly  succession  of  re- 
covery of  nervous  function  following  its  im- 
mediate abolition  by  a certain  degree  of 
injury  to  the  head.  They  chose  the  time 
required  for  recovery  of  the  corneal  reflex  as  a 
convenient  standard  by  which  to  measure 
the  duration  of  traumatic  disturbance  of 
cerebral  function.  Abolition  of  the  nervous 
function,  in  the  absence  of  any  trace  of 
hemorrhagic  lesion  in  the  brain,  brain  stem, 
or  cervical  cord,  was  accepted  as  evidence  of 
concussion.  Gurdjian,  Webster,  and  Liss- 
ner,^  using  dogs  anesthetized  with  morphine, 
have  stated  that  their  animals  could  be 
rendered  briefly  unconscious  by  head  injury, 
as  judged  by  lack  of  reaction  to  compression 
of  the  tail,  without  loss  of  corneal  reflex,  al- 
though in  all  moderate  and  severe  grades  of 
injury  the  corneal  reflex  was  lost. 

Hollister  et  al.^  were  able  to  effect  the  state 
of  concussion,  as  described  by  other  investi- 
gators, in  anesthetized  cats  that  were 
dropped  from  various  heights  while  sus- 
pended by  the  neck  in  a stock.  He  con- 
cluded that  stretch  of  the  cervical  region  at 
the  moment  of  impact  of  the  falling  device 
against  its  stop  was  the  most  sensitive  means 
of  producing  experimental  concussion.  The 
severity  of  the  concussion  could  be  lessened 
or  concussion  abolished  altogether  by  apply- 
ing a tetanic  current  to  the  neck  muscula- 
ture at  the  moment  that  the  falhng  stock 
struck  the  bottom.  He  also  described  cell 
changes  in  the  brain  stem  similar  to  those 
noted  by  other  investigators  who  had  pro- 
duced experimental  concussion  in  animals  by 
blows  on  the  head.  One  might  infer  that  an 
upward  blow  to  the  head  occurs  at  the  mo- 
ment of  impact  of  the  falling  stock,  but  then 
why  can  concussion  be  abolished  by  applj"- 
ing  a tetanizing  current  to  the  muscles  of  the 
neck?  In  these  animals  something  other 
than  application  of  tremendous  gravitational 
unit  force  to  the  brain  as  a whole  by  the 
sudden  step  of  the  animal  in  its  fall  must  be 


1866 


New  York  State  J.  Med. 


CEREBRAL  CONCUSSION  AND  ITS  SEQUELAE 


considered. 

Theoretic  Considerations. — There  is 
no  doubt  that  the  physiologic  alterations 
brought  about  by  sufficient  trauma  to  an 
animal  may  be  associated  with  pathologic 
changes  in  the  brain  as  seen  under  a micro- 
scope. But  is  the  force  applied  to  the  head 
which  in  the  human  produces  a loss  of  the 
state  of  awareness  of  the  same  type  and 
severity  as  that  applied  to  the  animals  on  the 
experimental  table  or  in  individuals  who 
have  succumbed  to  a head  blow?  Denny- 
Brown  and  RusselB  refer  to  a subconcussive 
state  attributable  to  stimulation  of  the  vagal 
mechanism.  They  considered  this  stimula- 
tion the  probable  mechanism  of  the  knockout 
in  boxing,  where  the  subject  sags  gently  to 
the  floor  without  retrograde  amnesia  and 
with  relatively  rapid  recovery.  They  further 
stated  that  concussion  does  occasionally 
occur  in  boxing,  but  the  subject  is  then 
“knocked  stiff,”  lies  pale  and  immobile,  and 
has  no  memory  of  the  incident.  Williams 
and  Denny-Brown’  found  no  electroenceph- 
alographic  changes  in  subconcussive  effects 
in  cats. 

Now,  herein  lies  the  crux  of  the  entire  con- 
troversy: Is  the  length  of  time  of  lack  of 
awareness  an  indication  of  the  type  and 
severity  of  pathologic  conditions  present? 
Much  has  been  written  about  the  character 
of  the  stimulus  and  the  location  of  the  area  of 
the  brain  most  likely  implicated  in  producing 
a state  of  unconsciousness  and  recovery,  but 
little  seems  known  about  the  type  of  patho- 
physiology involved.  May  one  lose  the 
state  of  awareness  following  a head  blow  and 
not  have  any  permanent  residual  pathologic 
lesions  in  the  brain?  Certainly  what 
Denny-Brown  and  Russell  refer  to  as  sub- 
concussion is  associated  with  a quickly  re- 
versible alteration  of  the  state  of  conscious- 
ness. What  they  refer  to  as  being  “knocked 
stiff,”  that  is  longer  than  ten  seconds,  is  ex- 
tremely rare  in  boxing,  but  will  the  recovery 
from  nervous  system  dysfunction  following  a 
blow  to  the  head  be  the  same  in  all  indi- 
viduals? 

Dr.  Browder  and  I®  undertook  an  investi- 


gation of  boxers  who  had  sustained  knockout 
punches  in  the  ring.  Our  observations  in- 
dicated that  by  far  the  greater  number  of 
boxers  losing  a fight  by  a knockout  were  able 
to  get  to  their  feet  unaided  after  the  count  of 
ten  and  proceed  to  the  dressing  room  with- 
out seeming  after-effect.  Examination 
showed  that  regardless  of  the  length  of  time 
they  lay  on  the  floor,  if  they  were  able  to 
leave  the  ring  under  their  own  power,  there 
were  no  residual  neurologic  signs  on  examina- 
tion within  ten  minutes  after  the  knockout. 
Many  of  these  boxers  had  a period  of  lack  of 
awareness,  and  some  had  associated  total 
paralysis,  that  is,  unconsciousness  and  lying 
prostrate  on  the  floor.  One  observation, 
stressing  the  point  that  a rapidly  reversible 
physiologic  rather  than  a lasting  pathologic 
change  occurs  following  the  milder  blows  to 
the  head,  was  the  dazed  state  of  the  boxer 
which  could  be  reversed  by  another  blow  to 
the  head,  similar  to  the  one  producing  the 
state  of  loss  of  awareness.  It  is  common 
knowledge  among  boxers  that  a particular 
blow  may  stun  the  opponent,  and  a similar 
but  somewhat  less  forceful  blow  can  alert 
him. 

We  are  faced,  therefore,  with  the  problem 
of  deciding  what  we  mean  by  cerebral  con- 
cussion. Is  it  a completely  reversible  state, 
or  is  it  the  more  drastic  result  of  head  trauma 
with  all  the  signs  demonstrated  by  many 
investigators  on  animal  experimentation 
and  associated  with  the  pathology  described 
by  Courville?  Most  physicians  now  believe 
that  cerebral  concussion  is  not  associated 
with  gross  pathologic  changes  in  the  brain. 
Can  we  reduce  the  condition  still  further  and 
use  the  term  cerebral  concussion  only  as 
a completely  reversible  pathophysiologic 
state?  If  so,  then  what  is  the  condition  seen 
with  head  trauma  that  produces  micro- 
scopic pathologic  changes  in  the  brain? 

Sequelae. — This  brings  us  to  the  final 
part  of  the  syndrome,  the  so-called  sequelae 
or  postconcussion  state.  The  signs  and 
symptoms  following  a head  blow  seem  many 
and  varied.  Almost  every  conceivable  com- 
plaint has  been  attributed  to  cerebral  con- 
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cussion.  There  are  those  who  believe  that 
with  all  the  microscopic  changes  seen  with 
cerebral  concussion,  it  is  not  surprising  that 
there  are  sequelae.  However,  diffuse  micro- 
scopic changes  in  the  brain,  such  as  those 
seen  with  degenerative  or  metabolic  diseases, 
may  be  present  without  the  symptoms  of  a 
postconcussion  state.  More  often  one  sus- 
pects the  presence  of  a mass  within  the  head 
if  headache  is  a major  symptom.  Further- 
more, it  is  rare  for  professional  pugilists  to 
have  headaches  immediately  following  a 
bout  or  even  years  after  quitting  the  ring. 
No  one  can  deny  that  multiple  head  traumas 
have  been  sustained  by  individuals  in  this 
group. 

Finally,  we  must  consider  the  place  of  the 
psyche  in  this  discussion,  for  there  are  a 
number  of  neurologists,  neurosurgeons,  and 
neuropsychiatrists  who  feel  that  the  pre- 
trauma personality  of  the  patient  plays  a 
great  part  in  his  response  to  the  injury.  The 
final  phase  of  this  controversy  seems  to  re- 
solve itself  into  the  relationship  between  the 
sequelae  of  the  type  of  head  trauma  produc- 
ing cerebral  concussion  and  either  a factor  of 
morphologic  change  within  the  brain  or  the 
response  to  a personality  disorder. 

If  these  problems  are  to  be  solved,  then 
the  panel  has  quite  a task  set  for  it.  How- 
ever, if  a trend  of  thought  can  be  generated  in 
the  group,  then  this  symposium  will  have 
performed  a job  well  done. 
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77ie  Pathophysiology 
of  Cerebral  Concussion 

Maitland  Baldwin,  M.D.  : In  clinical 
language  the  word  concussion  represents  a 
complex  post-traumatic  cerebral  disturb- 
ance. According  to  Gurdjian  and  Webster,  * 
it  is  characterized  by  a state  of  unconscious- 
ness with  slow  pulse  and  shocklike  pallor  hut 
without  visible  injury  to  the  ner\-ous  system. 
The  disturbance  obviously  begins  as  the  head 
is  struck.  Usually  it  is  transient  and  re- 
versible.^ 

Acceleration. — In  an  experimental  in- 
vestigation Denny-Brown  and  RusselP 
showed  that  the  disturbance  was  related  to 
acceleration.  According  to  them  this  “short 
lasting  but  profound  nervous  disturbance” 
was  characterized  by  a sudden  muscular  jerk 
followed  by  a loss  of  postural  tone,  inspira- 
tory spasm,  bradycardia,  hypertension,  and 
loss  of  superficial  reflexes.  The  condition 
was  caused  by  a pendulum  which  delivered 
a blow  to  the  occipitoparietal  region  of  an 
anesthetized  experimental  animal.  The 
striker  at  the  end  of  the  pendulum  had  a 
greater  mass  than  the  head.  Thus,  the  head 
took  up  the  velocity  of  the  pendulum  during 
a period  of  a few  milliseconds.  At  a velocity 
of  28.7  feet  per  second,  the  pendulum  and 
striker  caused  concussive  effects.  Below  this 
velocity  the  effects  were  negligible,  while 
above  it  there  were  also  fractures  and  con- 
tusions. Thus,  28.7  feet  per  second  was  con- 
sidered a critical  velocity.  Moreo\'er,  since 
it  was  related  to  concussive  effects  in  brains 
of  different  mass,  the  rate  of  change  of 
velocity  was  considered  more  important 
than  the  momentum.  It  was  clear  that 
movement  of  the  head  with  impact  was 
essential  to  the  development  of  the  condi- 
tion, for  when  the  head  ivas  held  as  the 
anunal  w^as  struck  on  the  occipital  region, 
there  W'as  only  a slight  inspiratory  gasp. 
However,  the  same  blow  delivered  to  the 
same  place,  with  the  head  allow'ed  only  2.5 
cm.  of  movement,  killed  the  animal.  Thus, 
acceleration  was  considered  the  pi’incipal 
causal  mechanism,  although  it  was  noted 
that  a sudden  increase  of  cerebrospinal  fluid 
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pressure  did  cause  similar  effects.  How- 
ever, this  “compression  concussion”  was 
not  interpreted  as  comparable  to  clinical 
human  concussion. 

Sometime  later,  Gurdjian  and  Webster^ 
reported  that  skull  deformity  at  impact  was 
also  an  important  causative  factor.  More- 
over, they  found  that  both  skull  deformity 
and  acceleration  were  significantly  related  to 
an  increase  of  intracranial  pressure.  Walker, 
Kollros,  and  Case®  recorded  not  only  rise  of 
intracranial  pressure,  but  also  significant 
electrical  changes.  Since  these  pressures 
varied  from  side  to  side  of  the  skull,  it  was 
thought  that  the  brain  underwent  addi- 
tional stresses  as  the  pressure  differences 
occurred.  (According  to  the  cinemato- 
graphic demonstrations  of  Pudenz  and 
Shelden,®  it  seems  clear  that  the  brain  moves 
with  impact  whether  or  not  this  movement 
is  due  to  pressure  differences.)  The  signifi- 
cant electrical  changes  occurred  at  the 
moment  of  concussion.  Thus,  an  after- 
discharge was  followed  by  cortical  dis- 
charges of  increased  frequency  which  lasted 
for  ten  to  twenty  seconds.  At  the  moment 
of  impact,  potentials  from  a few  hundred 
microvolts  to  a millivolt  were  recorded. 
This  increase  in  frequency  without  decrease 
in  amplitude  was  reminiscent  of  the  fast 
spiky  activity  of  a major  convulsive  seizure. 
It  was  followed  by  a period  of  relative  in- 
activity after  which  the  recording  gradually 
returned  to  normal. 

Williams  and  Denny-Brown^  also  noted  a 
diminution  in  electrical  activity  after  experi- 
mental concussion,  although  they  did  not 
observe  a prior  increase  of  activity.  (This 
omission  was  probably  due  to  technical 
difficulties  and  does  not  indicate  a contradic- 
tion of  Walker’s  results.)  Nonetheless, 
there  is  more  evidence  for  “slowing”  of 
electrical  activity  than  for  an  increase. 

Dow,  Ulett,  and  Raaff  observed  “slow 
waves”  in  abnormal  electroencephalographic 
tracings  made  within  thirty  minutes  after 
human  head  injuries  that  had  been  classed  as 
concussive.  It  is  interesting  that  in  74  of 
the  197  cases  examined  by  these  investi- 


gators, the  injury  was  due  to  a falling  ob- 
ject. In  these  cases  they  weighed  the  ob- 
ject and  measured  the  distance  of  its  fall. 
The  average  velocity  at  point  of  impact  was 
23.6  feet  per  second  when  the  tracing  was 
normal  and  35.9  feet  per  second  for  the  ab- 
normal group.  Foltz,  Jenkner,  and  Ward® 
also  recorded  a generalized  flattening  and 
some  “slow  activity”  after  experimental  con- 
cussion, but  they  did  not  notice  any  after- 
discharge  or  other  evidence  of  excitation. 
In  their  observations  the  longest  depression 
was  recorded  from  the  mesial  reticular  for- 
mation. 

According  to  Gurdjian  and  Lissner,^®  such 
intracerebral  changes  are  preceded  by  a very 
significant  deformity  of  the  skull  at  impact. 
The  skull  was  said  to  oscillate  at  700  cycles 
per  second,  while  the  time  necessary  for 
maximum  deformity  was  five  milliseconds. 
These  observers  also  measured  accelerations 
from  70  to  75  G.  with  unbounded  wire  and 
barium  titanate  accelerometers.  From  these 
observations  they  concluded  that  the  dura- 
tion of  acceleration  is  more  important  than 
its  magnitude  and  that  both  acceleration 
and  deformity  cause  an  increase  of  intra- 
cranial pressure  which  is  essential  to  the 
development  of  concussion. 

Pathophysiologic  Changes. — While 

Gurdjian  and  Lissner,“  Scott,  “ Kocher,'^ 
and  Cannon^®  considered  the  phenomena  of 
concussion  as  primarily  related  to  increased 
intracranial  pressure,  others  explained  them 
differently.  Denny-Brown  and  RusselP  said 
that  “an  immediate  paralysis  of  reflex  func- 
tion occurred,”  but  Walker,  Kollros,  and 
Case®  thought  that  “the  process  is  one  of  ex- 
citation of  large  masses  of  neurones  within 
the  nervous  system.”  However,  both  expla- 
nations actually  interpret  the  phenomena  as 
intrinsically  neuronal.  Thus,  Denny-Brown 
and  Russell  state;  “The  paralytic  phenom- 
ena of  concussion  we  have  studied  are  due 
to  a direct  generalized  physical  injury  to  the 
neurones.”®  In  Walker’s  terms  this  is  “the 
equivalent  of  traumatic  discharge  of  the 
polarized  cell  membranes  (of  the  central 
nervous  system)  by  the  shaking  up  or 
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commotion  of  the  brain  and  that  the  subse- 
([uent  course  of  events  is  that  which  woukl 
be  expected  when  large  masses  of  nerve  cells 
discharge,  such  as  is  seen  in  the  spontaneous 
or  electrically  induced  seizure.”  This  pri- 
mary, intense  stimulation  is  naturally 
followed  by  extinction.  All  of  which  can  be 
translated  into  clinical  terms  since  it  pro- 
\'ides  for  rapid  functional  disturbance  of 
cortical  or  subcortical  systems. 

Foltz,  Jenkner,  and  Ward®  draw  attention 
to  the  reticular  system  in  their  explanations. 
They  postulate  a selective  depression  of 
those  systems  which  subserve  the  waking 
state  and  consciousness.  Actually,  Rhines, 
Magoun,  and  Windle’^  have  shown  an  in- 
creased threshold  to  stimulation  in  the  mesial 
reticular  system  after  experimental  con- 
(uission.  Certainly  alteration  of  awareness 
is  a cardinal  characteristic  of  clinical  con- 
cussion. Because  of  this  outstanding  fea- 
ture, some  inference  can  be  made  from  the 
physiologic  evidence  which  relates  the  brain 
stem  mechanisms  to  waking  and  conscious- 
ness. The  ascending  reticular  system  has 
been  clearly  related  to  such  functions  by 
Magoun.^®  Also  various  chnical  reports 
seem  to  correlate  specific  lesions  of  the 
rostral  brain  stem  with  alterations  of  aware- 
ness.'®'*^ If  the  ascending  reticular  system 
is  directly  responsible  for  wakefulness,  then 
its  disturbance  in  concussion  would  pre- 
sumably provide  a pathophysiologic  basis 
for  the  characteristic  coma.  An  intense 
neuronal  disturbance  (such  as  is  considered 
by  either  Denny-BroAvn  or  Walker)  would 
disrupt  the  system  temporarily.  Such  dis- 
turbance could  well  be  comparable  to  the 
intense  excitation  of  the  centrencephalic 
epileptic  discharges.  It  could  excite  and 
then  paralyze,  producing  a myoclonic  jerk- 
ing, tonic  change,  and  a fall  coincident  with 
coma.  In  such  epileptic  discharge  there  is  a 
concomitant  inspiratory  gasp,  tachycardia, 
and  hypertension,  whereas  in  the  condition 
of  concussion,  there  is  a bradycardia.  In 
either  situation  these  vasomotor  and  re- 
spiratory phenomena  must  be  due  to  spread 
of  discharge  or  other  essential  effect  to 


medullary  centers. 

Comment. — While  inferential  explanation 
of  this  kind  is  attractive,  it  is  also  reminiscent 
of  the  long  line  of  theories  which  have  been 
offered  previously  and  intermittently  since 
the  time  of  Pare.  This  modern  explanation 
shares  with  its  predecessors  the  common 
deficit  of  convincing  proof.  Actually,  there 
is  insufficient  evidence  for  any  precise  deline- 
ation of  the  underlying  functional  disturb- 
ance. Thus,  one  can  join  Hunter'*  in  the 
suspicion  that  concussion  “is  at  the  bottom 
of  all”  and  add  the  hope  that  we  may  have 
the  wit  to  get  there  someday. 
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Sequelae  of  Cerebral  Concussion 

William  F.  Caveness,  M.D.,  and  Kai  C. 
Nielsen,  M.D.  : This  presentation  is  drawn 
from  an  ongoing  study  of  head  injuries  from 
the  Korean  conflict,  sponsored  by  the 
Office  of  Naval  Research  (Combat  Head 
Injury  Project,  Follow-up  Phase,  Nonr- 
2690[00]).  “Concussion”  and  its  sequelae 
will  be  considered  in  their  natural  settings; 
that  is,  in  relation  to  head  injuries  of  greater 
or  less  severity. 

The  over-all  material  includes  407  young 
adult  males,  the  majority  in  their  early 
twenties,  who  were  injured  in  combat  or 
supporting  activities  between  1951  and 
1953.  Small  arms  fire,  mortar  fragments, 
land  mines,  and  other  missiles  accounted  for 
214  of  the  injuries,  blast  for  52,  and  trauma 
unrelated  to  missiles  for  141.  These  various 
modes  of  trauma  resulted  in  272  closed  and 
135  penetrating  head  injuries,  with  the 
designation  “closed”  or  “penetrating”  de- 
pending on  the  absence  or  presence  of  dural 
rupture.  In  an  attempt  to  divide  the  in- 
juries further  into  successive  degrees  of  brain 
damage,  without  and  with  penetration  of  the 
dura,  criteria  have  been  set  up  for  the 
following  six  categories.  These  are  arbi- 
trary and  not  exactly  graded,  but  they  are 
relatively  easy  to  recognize  and  may  further 
clarify  the  relation  of  severity  of  brain 
damage  to  sequelae. 

Closed  Injuries. — Category  I includes 
those  patients  who  sustained  a blow  to  the 
head  significant  enough  in  circumstance  or 
symptomatology  to  occasion  a hospital  ad- 
mission but  without  loss  of  consciousness  or 
apparent  neurologic  defect.  Short  periods 
of  confusion  are  permitted.  In  our  series 
there  are  66  men  in  this  category. 


Category  II,  “concussion,”  includes  those 
who  had  a delayed  loss  in  consciousness  or 
profound  confusion,  a loss  in  consciousness  of 
under  one  hour,  or  a loss  in  consciousness  of 
more  than  one  hour  but  less  than  six  hours. 
Complete  recovery  is  assumed  from  the 
clinical  course  and  laboratory  findings  in  the 
acute  phase  of  injury.  For  practical  reasons 
transient  minimal  neurologic  signs  are  per- 
mitted, such  as  nystagmus  or  bilateral 
pyramidal  tract  signs  of  short  duration. 

At  this  point  one  should  note  the  difference 
between  the  classic  description  of  concussion 
and  the  injuries  in  Category  II.  By  Wil- 
fred Trotter’s  definition  (1924),*  concussion 
is  “an  essentially  transient  state  due  to  head 
injury  which  is  of  instantaneous  onset,  mani- 
fests widespread  symptoms  of  purely  para- 
lytic kind,  does  not  as  such  comprise  any 
evidence  of  structural  cerebral  injury,  and  is 
always  followed  by  amnesia  for  the  actual 
moment  of  the  accident.”  Category  II 
differs  in  that  it  includes  a delayed  loss  in 
consciousness  and  unconsciousness  of  up  to 
six  hours  and  cannot  be  considered  as  con- 
forming to  the  strict  definition  of  concussion. 
This  grouping  is  used,  however,  so  that  our 
material  will  conform  with  that  reported  by 
others  at  this  meeting. 

We  are  fully  aware  of  the  difficulty  of  exact 
classification  of  clinical  material  or,  for  that 
matter,  of  experimentally  controlled  animal 
material.  Perhaps  the  least  injured  person 
initially  included  in  our  Category  II  was  a 
helicopter  pilot  who  crashed  into  the  China 
Sea  from  about  20  feet  above  the  water 
while  attempting  to  rescue  another  pilot. 
He  recalled  nothing  from  the  time  he  saw 
the  water  approaching  until  he  found  him- 
self floating  free  on  the  surface  a moment  or 
so  later.  He  believed  his  seat  belt  was 
fastened  and  the  pilot’s  door  closed  at  the 
moment  of  impact.  It  seems  probable  that 
he  escaped  through  the  plexiglass  of  the 
canopy.  He  was  removed  from  the  water, 
fully  conscious,  within  five  minutes.  The 
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next  day  his  only  complaints  were  left 
frontal  scalp  t(Miderness  and  a generalized 
headache.  Physical  examination  revealed 
negative  findings,  except  for  contusion  of  the 
scalp.  Within  two  weeks  the  man  was  back 
at  full  duty.  Was  this  minimal  concussion, 
confusion,  or,  as  my  colleague  would  have  it, 
psychologic  amnesia?  This  case  has  been 
transferred  to  Category  I. 

A more  severe  case  initially  included  in 
Category  II  was  that  of  a Navy  airman  who 
was  thrown  to  the  deck  of  a carrier  by  the 
blast  of  a jet  on  take-off.  He  sustained  a 
scalp  contusion  over  the  left  parietal  region 
and  a linear  nondepressed  fracture  of  the  left 
occipital  bone.  Immediately  unresponsive, 
he  was  unconscious  for  several  minutes. 
There  was  retrograde  amnesia  of  a few 
seconds  and  post-traumatic  amnesia  for 
several  hours.  Neurologic  examination  on 
recovery  of  awareness  revealed  no  signifi- 
cant abnormality  except  drowsiness.  Four 
days  later  he  developed  a severe  headache, 
neck  stiffness,  and  slight  left-sided  weakness 
and  was  found  on  examination  to  have  bi- 
lateral papilledema  and  an  extensor  plantar 
response  on  the  left.  With  further  increase 
in  drowsiness  and  head  pain,  exploratory 
trephinations  were  made.  No  hemorrhage 
was  found,  but  when  the  dura,  bulging  at 
the  site  of  the  burr  holes,  was  incised  a small 
amount  of  xanthochromic  fluid  was  released. 
This  patient  made  slow,  steady  progress 
thereafter,  with  the  discomfort  and  ab- 
normal signs  gradually  subsiding  and  alert- 
ness returning  to  normal  over  a period  of 
several  weeks.  For  obvious  reasons  this 
case  has  been  reclassified  in  Category  III. 

The  remaining  cases  in  Categoiy  II  fall 
between  these  two  examples  and  I’epresent 
the  part  of  our  material  that  is  closest  to 
cerebral  concussion  as  it  is  discussed  today. 
These  comprise  121  men,  of  whom  12.5  per 
cent  had  delayed  loss  in  consciousness  or  pro- 
found confusion,  71.9  per  cent  a loss  in 
consciousness  of  under  one  hour,  and  15.6 
per  cent  a loss  in  consciousness  of  up  to  six 
hours. 

Category  III  is  much  easier  to  recognize. 


In  the  injury  itself  the  dura  is  not  penetrated, 
but  there  is  evidence  of  underlying  brain 
damage  from  neurologic  signs  or  laboratory 
data.  Consciousness  may  be  lost  up  to  or 
beyond  six  hours.  There  are  84  men  in  this 
category. 

Penetr.\ting  Injuries. — Category  IV, 
the  first  of  the  three  divisions  with  penetra- 
tion of  the  dura  at  time  of  injur}^,  includes 
those  men  who  sustained  no  loss  in  con- 
sciousness and  were  found  to  have  no  ab- 
normal neurologic  signs  on  examination. 
This  is  the  kind  of  injury  one  might  sustain 
when  a shrapnel  fragment  enters  the 
frontal  lobe  or  perhaps  the  right  temporal 
lobe.  Most  of  our  cases  of  this  type  re- 
sulted from  stepping  on  land  mines  or  from 
overhead  mortar  bursts.  Although  lacera- 
tion of  the  brain  was  evident,  there  was  no 
recognizable  neurologic  deficit.  In  this 
category  there  are  24  men. 

Category  V includes  a straightfonvard 
laceration  of  the  brain  with  a neurologic 
deficit.  Consciousness  may  or  may  not  be 
lost.  There  are  38  men  in  this  category. 

Category  VI  includes  the  more  profound 
injuries  with  ventricular  penetration,  gross 
loss  in  brain  substance,  and  the  more  serious 
complications  of  hemorrhage  and  infection. 
Consciousness,  although  usually  lost  for  pro- 
longed periods,  may  rarely  be  present. 
There  are  73  men  in  Category  VI. 

Incidence  of  Concussion. — The  inci- 
dence of  concussion,  or  Category  II,  as  may 
hai'e  been  noted  from  the  previous  figures, 
is  greater  than  that  of  any  other  category. 
It  makes  up  44.5  per  cent  of  the  closed  in- 
juries and  29  per  cent  of  the  total  injuries  in 
our  series. 

Folloav-Up. — The  sequelae  of  concussion, 
as  part  of  the  sequelae  of  the  total  injuries, 
have  been  determined  to  date  by  a review  of 
the  initial  hospital  records  in  100  per  cent, 
questionnaires  in  90.6  per  cent,  additional 
personal  correspondence  in  37.5  per  cent, 
periodic  physical  examinations  in  25.5  per 
cent,  additional  interviews  in  24.5  per  cent, 
American  Red  Cross  field  study  in  69  per 
cent,  and  Veterans  Administration  records 
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TABLE  I. — Post-Traumatic  Epilepsy  According 
TO  Categories  of  Injury 


Category  Per  Cent 


I 

8.5 

II 

11.9 

III 

26.6 

IV 

17.3 

V 

:34.2 

VI 

50.6 

in  66.5  per  cent  of  the  men  being  followed. 
From  the  data  thus  collected  the  following 
sequelae  have  been  recognized. 

Neurologic  Deficit. — Of  the  total  injuries 
25.6  per  cent  resulted  in  some  degree  of 
stabilized  neurologic  deficit.  As  one  would 
expect,  there  is  far  less  of  this  sequela  follow- 
ing closed  head  injury  than  following  an 
injury  with  penetration  of  the  dura;  6.4  per 
cent  and  55.9  per  cent,  respectively.  Neuro- 
logic deficit  has  appeared  as  a sequela  in  2.9 
per  cent  of  those  in  Category  II. 

Post-Traumatic  Epilepsy. — The  next  se- 
quela, perhaps  the  principal  interest  of  our 
study,  is  post-traumatic  epilepsy.  This 
phrase  requires  definition.  Is  one  seizure 
epilepsy?  Yes,  as  a reflection  of  an  ex- 
cessive neuronal  discharge.  No,  if  one  de- 
mands that  epilepsy  be  a tendency  to  recur- 
rent seizures.  Are  minor  attacks,  like  tran- 
sient aphasia,  that  occur  many  times  a week 
to  be  included  with  major  attacks  that  occur 
twice  in  five  j'^ears?  Are  seizures  that  occur 
immediately  after  the  trauma  and  then  cease 
to  be  included  with  those  that  begin  two 
years  later  and  persist?  According  to  cer- 
tain concepts  of  mechanism,  such  divisions 
are  made. 


For  the  purpose  of  this  presentation  any 
seizure  thought  to  be  related  to  the  injury 
has  been  included,  whether  single  or  multiple, 
focal  or  general,  early  or  late.  Excluded  are 
syncopal  episodes,  giddiness,  or  attacks  of 
vertigo  that  may  be  included  in  the  post- 
traumatic  syndrome.  Excluded  are  any 
episodes  that  are  doubtful  as  true  seizure 
phenomena  from  the  subjective  or  objective 
description. 

With  these  considerations,  post-traumatic 
epilep.sy  has  been  found  in  11.9  per  cent  of 
the  men  in  Category  II.  Table  I shows  this 
incidence  in  comparison  with  that  in  the 
other  types  of  injury. 

Post-Traumatic  Syndrome . — Pos t-trau- 
matic  or,  as  it  is  commonly  and  erroneously 
called,  postconcussional  syndrome  consists 
of  a varying  constellation  of  symptoms  domi- 
nated by  headache  but  including  vertigo, 
giddiness,  nervousness,  difficulty  in  sleeping, 
increased  irritability,  excessive  fatigability, 
inability  to  concentrate,  impaired  memory, 
and  decreased  tolerance  to  alcohol.  Not  all 
of  these  appear  in  each  patient,  but  to  satisfy 
our  criteria  there  must  be,  in  addition  to  the 
headache,  an  emotional  and  an  intellectual 
element  such  as  nervousness  and  impaired 
memory.  This  makes  our  criteria  some- 
what more  rigid  than  those  of  most  ob- 
servers. 

Relating  this  syndrome  to  injury  is  diffi- 
cult. Both  psychologic  and  physical  factors 
at  the  time  of  the  injury  have  been  impli- 
cated. Pretraumatic  personality  and  post- 
traumatic  “gain”  have  been  thought  im- 
portant. Such  mechani.sms  will  be  elabo- 


TABLE  II. — Post-Traumatic  Syndrome  Symptoms  in  Injured  Group  and  Control  Group 


. — Absence  of  Symptom — • 
Injured  Control 

(Per  Cent)  (Per  Cent) 

Symptom 

Injured  Control 

(Per  Cent)  (Per  Cent) 

Injured 
(Per  Cent) 

Control 
(Per  Cent) 

Headaches 

77 

40 

3 

20 

60 

Giddiness 

33 

13 

66 

87 

Vertigo 

21 

4 

2 

76 

96 

Nervousness 

9 

12 

54 

4i 

36 

47 

Irritability 

21 

33 

33 

12 

45 

55 

Inability  to  concentrate 

10 

10 

33 

4 

54 

86 

Impaired  memory 

8 

4 

34 

6 

58 

90 

Excessive  fatigue 

12 

8 

36 

2 

51 

90 

Difficulty  with  sleep 
No  symptom  of 

8 

14 

14 

68 

86 

any  kuid 

6 

34 
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TABLE  III. — Post-Traumatic  Syndrome  Accord- 
ing TO  Categories  of  Injury 


Category 

Per  Cent 

I 

40.8 

II 

35.9 

III 

50.8 

IV 

35.0 

V 

66.7 

VI 

50.8 

rated  on  in  the  presentations  by  Dr.  Arnold 
Friedman  and  Dr.  Edwin  Weinstein.  Es- 
pecially troublesome  is  the  appearance  of 
these  symptoms  in  persons  with  no  history 
of  head  injury.  This  prompted  us  to 
examine  a 100  nonhead-injured  Marine  and 
Navy  personnel  from  the  Korean  engage- 
ment, matched  for  age  distribution  and  com- 
bat experience  with  the  head  injury  casual- 
ties. The  symptoms  as  they  appeared  in 
both  groups  are  indicated  in  Table  II. 

It  is  immediately  apparent  from  Table  II 


TABLE  IV. — Failures  in  Social  and  Economic 
Spheres  According  to  Categories  of  Injury 


Category 

Per  Cent 

I 

36.7 

II 

21.9 

III 

28.8 

IV 

10.0 

V 

29.2 

VI 

29.2 

that  there  are  significant  similarities  and 
differences.  The  symptoms,  particularly 
the  constant  symptoms,  appear  with  far 
greater  frequency  in  the  injured  group. 

The  constellation  of  symptoms,  headache 
with  emotional  and  intellectual  impairment, 
that  makes  up  our  criterion  of  post-trau- 
matic syndrome  has  been  found  in  46  per 
cent  of  the  injured  and  6 per  cent  of  the 
control  group.  In  Category  II  the  post- 
traumatic  syndrome  as  defined  has  been 
found  in  35.9  per  cent  of  the  cases.  In 


INCIDENCE 


SUMMARY 


29.7% 


lOOX, 


SEQUELAE 


Neurological  Deficit 


2.9% 


25.6% 


Posttraumatic  Epilepsy 


Category  II 
Total,  all  categories 


Posttraumatic  Syndrome 


35.9% 


45.9% 


Social  & Economic  Failure 


Fig.  1.  Summary  of  sequelae  of  cerebral  concussion  following  injuries. 
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comparison  with  other  types  of  injury  it  is 
evident  that  there  is  less  relation  to  degree  of 
injury  than  has  been  seen  in  the  previous 
sequelae  (Table  III). 

Social  and  Economic  Failure. — The  se- 
quela of  failure  in  social  and  economic 
spheres  was  evaluated  by  an  American  Red 
Cross  field  study  of  the  patient  and  asso- 
ciates in  281  of  the  head  injury  cases  and  in 
the  100  control  cases.  This  field  study  was 
supplemented  by  information  obtained  at 
periodic  neurologic  examinations  and  from 
Veterans  Administration  records  and  per- 
sonal correspondence.  The  areas  covered 
included  relationships  to  the  family,  school, 
employment,  and  the  law  before  and  after 
the  head  injury  or,  in  the  control  group, 
before  and  after  service  in  Korea.  A sub- 
ject who  demonstrated  a distinctly  inferior 
adjustment  subsequent  to  injury  or  war 
service  was  classified  as  a failure. 

With  this  type  of  evaluation,  the  over-all 
failure  in  the  injured  group  was  27  per  cent, 
in  the  control  group  11  per  cent.  In 
Category  II  such  failures  occurred  in  21.9 
per  cent.  Table  IV  indicates  little,  if  any, 
relationship  to  type  of  injury,  contrary  to 
what  had  been  expected. 

In  correlating  over-all  failure  in  social  and 
economic  spheres  with  other  sequelae,  there 
was  a significant  relationship  to  neurologic 
deficit,  seizures,  and  post-traumatic  syn- 
drome. However,  since  sequelae  commonly 
overlap,  if  one  examines  failures  in  relation 
to  an  individual  sequela,  the  highest  inci- 
dence, 40  per  cent,  was  among  those  with 
the  post-traumatic  syndrome.  In  those 
without  sequelae,  only  12  per  cent  failed  as 
against  11  per  cent  in  the  control  group. 

Summary. — Cerebral  concussion,  as  de- 
fined in  Category  II,  occurred  in  29.7  per 
cent  of  the  407  injured  men  in  our  study.  It 
has  been  followed  by  neurologic  deficit  in  2.9 
per  cent,  post-traumatic  epilepsy  in  11.9  per 
cent,  post-traumatic  syndrome  in  35.9  per 
cent,  and  social  and  economic  failure  in  21.9 
per  cent.  These  secpielae  are  shown  in  rela- 
tion to  those  following  all  categories  of 
injury  in  hdgure  1. 


Post-Traumatic  Headache: 

fts  Basic  Mechanisms  and  Character 

Arnold  P.  Friedman,  M.D.  ; Headache 
is  one  of  the  most  frequent  symptoms  follow- 
ing minor,  moderate,  or  severe  injury  to  the 
head,  and  occurs  in  approximately  60  per 
cent  of  head  injuries.^  It  may  appear  singly 
or  in  association  with  such  symptoms  as 
dizziness,  difficulty  in  concentration,  nerv- 
ousness, and  insomnia — the  so-called  post- 
traumatic  syndrome.  This  group  of  symp- 
toms may  be  present  for  only  a few  weeks  or 
persist  for  years. 

During  the  past  two  decades  our  horizon 
regarding  the  etiology  and  pathophysiology 
of  headache  has  widened  markedly.  In  re- 
viewing and  summarizing  our  knowledge  re- 
garding post-traumatic  headache,  however, 
one  necessarily  finds  a great  diversity  of 
opinions,  explanations  regarding  the  mecha- 
nism of  headache,  and  a multitude  of  thera- 
peutic recommendations. 

Mechanism  op  Production. — The  mech- 
anism of  post-traumatic  headaches  may 
be  multiple  and  involve  intracranial  or 
extracranial  structures,  or  both  (Table  I). 
In  general,  the  majority  of  patients  with 
chronic  (persisting  two  or  more  months 
following  trauma)  headaches  have  no  known 
intracranial  abnormalities  to  explain  their 
headaches.  Present  evidence  indicates  that, 
in  the  majority  of  patients,  chronic  post- 
traumatic  headache  is  caused  by  sustained 
contraction  of  the  skeletal  muscles  of  the 
neck,  resulting  from  the  emotional  reaction 
to  the  injury. 

Elliott^  and  Tunis  and  Wolffs  demon- 
strated by  electromyography  that  proce- 
dures which  increased  action  potentials  pro- 
duced pain  and,  conversely,  that  those 
which  diminished  the  potentials  decreased 
the  pain.  Therefore,  they  concluded  that 
sustained  contractions  of  skeletal  muscles 
are  the  source  of  pain.  However,  pain, 
whatever  its  etiology  may  be,  can  cause 
muscle  contraction.  Observing  the  pres- 
ence of  a muscle  spasm  or  recording  it  by 
electromyography  does  not  prove  an  existing 
connection  or  causal  relationship  between  it 
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TABLE  I. — Mechanism  of  Post-Traumatic 
Headache 


Demonstrable  Peripheral  Mechanism 

Sustained  contraction  of  skeletal  muscles:  scar 

formation  of  extracranial  soft  tissues 
Dilatation  of  cranial  arteries 
Extracranial 
Intracranial 

Traction  on  intracranial  structures 
Accumulation  of  blood  (spaces) 

Epidural 

Subdural 

Subarachnoid 

Meningocerebral  cicatrix  secondary  to  brain 
injury 

Associated  injury  to  superficial  or  deep  structures 
of  neck 
Muscles 
Ligaments 
Intervertebral  disks 
Bones 
Nerve  roots 

No  Demonstrable  Peripheral  Mechanism:  supra- 

segmental:  psychogenic  headache 


and  the  headache. 

There  are  a number  of  other  possible  ex- 
planations of  why  muscle  spasm  produces 
pain.  Lewis  and  his  associates^  have  postu- 
lated that  during  sustained  muscular  con- 
traction the  formation  of  a metabolite  which 
they  called  “P”  may  be  the  stimulus  for  the 
pain. 

It  has  been  suggested  frequently  that  is- 
chemia due  to  occlusion  of  the  circulation 
may  be  the  factor  that  produces  the  pain  in 
muscle  spasm.®  However,  it  should  be 
noted  that  the  circulation  to  an  extremity 
can  be  occluded  without  producing  pain  as 
long  as  the  limb  is  not  exercised.  Direct 
measurement  of  vessel  size  and  blood  flow 
in  the  involved  muscles  during  a headache 
and  in  a headache-free  interval  are  needed  to 
substantiate  these  assumptions. 

Another  factor  responsible  for  the  head 
pain  may  be  a central  spread  of  the  excita- 
tory effect  of  noxious  stimulation  of  the  soft 
tissues  of  the  neck.  This  spread  of  pain  is 
carried  by  the  upper  cervical  nerves  and  may 
produce  painful  sensations  in  the  forehead 
and  face.  Two  possibilities  have  been  sug- 
gested to  explain  the  mechanism  of  the  pain 
projection  from  the  cervical  spine  to  the 
head  and  face.  One  involves  irritation  of 
the  descending  or  spinal  root  of  the  trigem- 


inal nerve  with  transmission  of  pain  to  the 
head  and  face.  The  other  pertains  to  pain 
which  is  sympathetic,  caused  by  reflex 
stimulation. 

Scar  formation  of  the  extracranial  soft 
tissue  may  increase  the  sustained  muscle 
spasm  and  tend  to  reinforce  the  head  pain 
caused  by  muscle  spasm. 

Changes  in  the  vascular  tone  and  caliber, 
that  is,  dilatation  of  the  cranial  blood  ves- 
sels, may  occur  with  post-traumatic  head- 
ache, giving  rise  to  vascular  headaches  which 
are  pulsatile  in  character.  The  present  evi- 
dence indicates  that  in  headache  of  this 
type,  vasodilatation  with  increased  ampli- 
tude of  pulsation  is  presumed  to  be  re- 
sponsible for  the  pain.  However,  altera- 
tions in  the  size  and  pulsations  of  the 
cranial  arteries  do  not  entirely  explain  the 
pain,  since  they  exist  independently  of  any 
headache.  It  has  been  theorized  that  during 
an  attack  of  vascular  headache  there  exists 
not  only  a loss  of  tone  and  marked  distention 
of  the  large  extracranial  arteries,  but  also  a 
dilatation  and  increase  in  permeability  of 
the  arterioles  and  capillaries  in  the  same 
region.  This  increased  permeability  en- 
ables a substance  capable  of  lowering  the 
pain  threshold  to  diffuse  into  the  peri- 
arterial tissues.  It  has  been  assumed  that 
the  presence  of  this  pain  threshold-lowering 
substance  (probably  a product  of  protein 
breakdown  with  properties  akin  to  neuro- 
kinin) renders  the  distention  of  the  large 
arteries  painful  so  that  a headache  ulti- 
mately results  from  a combination  of  these 
two  factors.®  Recently  Lenormand’^  has 
presented  a concept  that  the  pain  is  linked 
with  the  distention  of  arteries  that  have 
been  made  sensitive  by  the  previous  \’aso- 
constriction  of  the  vaso  vasorum,  this 
having  provoked  an  anoxemia  in  the  walls 
with  a lowering  of  the  pain  threshold. 

The  possibility  of  cranial  arteritis  has  been 
suggested  as  a cause  of  headache  when  the 
pain  is  localized  to  one  side  of  the  occipital, 
temporal,  or  frontal  region. 

In  a smaller  number  of  patients  with  post- 
traumatic  headache,  the  cause  is  gross , 
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accumulation  of  blood  in  the  epidural,  sub- 
dural, or  subarachnoid  spaces.  Such  blood 
induces  head  pain  because  of  traction,  dis- 
placement, distention,  or  rupture  of  pain- 
sensitive  blood  vessels  and  pia-arachnoid. 
A sustained  headache  is  uncommon  when 
only  small  amounts  of  blood  are  involved. 
In  a few  instances  a sustained  headache  may 
be  due  to  arachnoidal  adhesions.®  At- 
tempts to  explain  the  headache  of  “post- 
concussion  syndrome”  on  the  basis  of  ac- 
cumulations of  fluid  in  the  subdural  space 
also  have  been  made.®  However,  such  ac- 
cumulations exist  in  very  few  cases.  Still 
other  investigators  indicate  that  the  head- 
ache may  be  associated  with  longlasting  de- 
rangements of  ganglion  cells,  nerve  fiber, 
glia,  blood  vessels,  and  meninges.^®  This 
hypothesis  has  no  objective  substantiation, 
and  in  the  majority  of  cases  there  is  no 
evidence  that  such  changes  exist. 

An  associated  injury  to  the  superficial  or 
deep  structures  of  the  neck,  involving  the 
muscles,  ligaments,  intervertebral  disks, 
bones,  or  nerve  roots,  may  be  responsible 
for  some  post-traumatic  head  and  neck 
pain.  Jones  and  Brown^^  believed  that 
there  was  evidence  to  indicate  that  the  head 
pain  following  head  trauma  in  many  cases 
had  its  origin  in  the  soft  tissues  about  the 
head  and  neck  as  a result  of  traumatic 
fibrositis.  In  certain  cases  of  post-trau- 
matic and  tension  headaches,  tender  nodules 
may  be  felt  in  muscles  of  the  scalp,  neck,  and 
suboccipital  region.  It  is  uncertain  whether 
the  pain  arises  from  these  nodules  or 
whether  their  tenderness  is  a secondary 
consequence  of  a referred  pain. 

In  many  patients,  the  amount  of  muscle 
contraction  is  minimal,  and  the  cause  of 
headache  may  be  an  over-reaction  to  a 
minor  discomfort,  or,  in  some  instances,  a 
conversion  mechanism. 

Psychogenic  Factors  in  Post-Trau- 
matic He.\dache. — The  importance  of  psy- 
chogenic factors  in  post-traumatic  headache 
is  well  documented.  It  is  apparent  that  the 
complaints  will  vary  with  the  injury,  the 
patient’s  personality  structure,  compensa- 


tion factors,  and  environmental  status. 
There  is  general  agreement  that  the  head  has 
a special  symbolic  significance;  its  injury  is 
followed  by  considerably  more  anxiety,  re- 
sentment, and  fear  than  is  injury  to  almost 
any  other  part  of  the  body.  The  implied 
dangers  to  brain  function  and  ability  to 
think  and  concentrate  cause  this  special 
anxiety  reaction — the  basis  for  the  psy- 
chologic factor  which  is  a part  of  all  post- 
traumatic  headaches. 

Present  evidence  indicates  that  there  is  a 
high  incidence  of  prolonged  headaches 
among  those  patients  who  were  considered 
to  have  been  neurotic  prior  to  the  accident — 
among  those  with  symptoms  of  a marked, 
immediate,  emotional  reaction  to  the  in- 
jury— as  well  as  a low  incidence  of  such 
headaches  among  patients  who  were  injured 
at  play.^  No  correlation  has  been  found 
between  the  severity  of  cerebral  injury  and 
the  occurrence  of  post-traumatic  headache. 
Whether  the  pretraumatic  personality  or 
the  psychologic  factors  which  follow  injury 
are  more  important  has  not  been  agreed  on. 
However,  it  would  appear  that  the  degree  of 
complaint  will  vary  greatly  with  the  psy- 
chologic status  of  the  patient. 

The  problem  of  compensation  for  injury 
as  a precipitant  of  emotional  stress  must  be 
given  consideration.  However,  it  is  erro- 
neous to  consider  post-traumatic  headache 
merely  as  an  expression  of  “compensation 
neurosis.”  The  same  type  of  headache  may 
occur  associated  with  anxiety,  and  it  may 
correlate  equally  well  with  domestic  or  oc- 
cupational stress  uncomplicated  by  the 
possibility  of  compensation.  Furthermore, 
in  some  patients  the  symptoms  continue 
after  work  has  been  resumed  or  the  matter 
of  compensation  has  been  settled. 

In  summarizing,  the  various  opinions  in 
the  literature  are  essentially  that  post- 
traumatic  headaches  (and  other  symptoms 
of  the  post-traumatic  syndrome)  are  related 
exclusively  to  psychologic  factors,  or  that 
they  are  related  exclusively  to  organic  fac- 
tors, or  that  both  elements  must  be  recog- 
nized. The  truth  probably  lies  between  the 
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two  extreme  positions. 

Brain  Dam.\ge  and  Headache. — In  a 
patient  who  gives  evidence  of  brain  damage, 
the  associated  headaches  may  not  be  due  to 
brain  injury.  No  correlation  has  been 
found  between  duration  of  coma,  amnesia, 
neurologic  signs,  spinal  fluid  changes,  skull 
fractures,  or  electroencephalographic 
changes  and  prolonged  post-traumatic  head- 
ache. 

Chak.ccter  of  Post-Tk.\umatic  Head- 
ache.— In  most  patients  with  post-trau- 
matic headache,  the  pain  has  no  special 
characteristic.  Although  many  refer  to  it  as 
a pressure  or  bandlike  sensation,  others  de- 
scribe a recurrent,  periodic,  throbbing  pain. 
It  is  usually  referred  to  the  side  or  part  of 
the  head  which  the  patient  associates  with 
the  injury.  The  headache  may  be  regular 
or  intermittent,  generalized  (bitemporal  or 
bifrontal)  or  unilateral,  and  may  vary  in  fre- 
quency and  duration.  It  may  be  precipi- 
tated or  aggravated  by  excitement,  change 
in  posture,  fatigue,  or  effort.  However, 
post-traumatic  headache  also  may  appear 
without  any  such  precipitating  factors  and 
may  resemble  tension  headache.  Some 
patients  report  that  such  headaches  are 
aggravated  by  the  hot  sun ; still  others  com- 
plain that  they  are  more  severe  at  night  and 
keep  them  awake,  or  awaken  them  from 
sleep,  while  others  state  they  are  relieved  by 
rest. 

The  headaches  usually  have  their  onset 
with  the  return  of  consciousness  and  are 
severe  and  persistent.  In  some  instances, 
they  may  not  appear  until  the  patient  is 
ambulatory.  In  the  majority  of  patients, 
the  frequency  and  severity  of  the  headache 
diminishes  with  the  passage  of  time,  usually 
disappearing  entirely  within  six  to  twelve 
months.  In  some  patients,  headaclies  may 
persist  for  years. 

Courville,'^  in  discussing  chronic  post- 
traumatic  headache,  states  that  any  head- 
ache which  is  not  precipitahid  by  physical 
effort,  not  relieved  promptly  by  complete 
physical  rest,  and  tends  to  become  worse 
without  the  intervention  of  some  complica- 


tion, should  be  looked  on  with  suspicion  as  to 
its  alleged  traumatic  cause.  Diagnosis  re- 
(piires  knowledge,  experience,  patience,  and 
persistence  on  the  part  of  the  examining 
physician. 

Prognosis. — In  general,  progressive  im- 
provement may  be  expected  with  the  pas- 
sage of  time.  The  duration  of  the  symptom 
(headache)  is  not  related  directly  to  the 
severity  of  the  injury.  In  most  instances, 
the  functional  or  psychoneurotic  reaction  to 
trauma  is  re.sponsible  for  prolonging  the 
symptom  beyond  six  months. 

Cervicocranial  (Whiplash)  Head- 
ache.— The  generalized  headache  after  in- 
jury at  the  craniospinal  junction,  such  as 
the  “whiplash”  injury,  is  explained  by  the 
extensive  disturbance  in  the  scalp  of  sensory 
fibers  from  the  upper  cervical  region  and 
from  the  cervical  plexus.  Some  whiplash 
symptoms  may  be  due  to  a composite  of 
vertebral  artery  and  brain  stem  injury.  It  is 
considered  to  be  the  product  of  a violent  to- 
and-fro  motion  of  the  head,  generally  cau.sed 
by  the  impact  of  two  automobiles.  The 
classical  picture  presents  an  individual  with 
complaints  of  violent  headache,  sometimes 
associated  with  nausea,  dizziness,  ocular 
complaints,  exquisite  soreness,  and  limita- 
tion of  movement  of  the  neck  for  long 
periods  of  time.  The  only  change  observed 
on  x-ray  films  is  a lo.ss  of  lordosis,  presumably 
due  to  mu.scle  splinting. 

Schlesinger^''  has  stated  that  in  the  so- 
called  whiplash  injury  we  are  not  defining  a 
clinical  picture  in  which  there  is  evidence  of 
obvious  disorder.  He  cites  the  hyperexten- 
sion injury  of  elderly  people,  which  should 
not  be  included  in  this  category.  Further-  i 
more,  he  states  that  within  a period  of  six  j 
months  one  should  be  able  to  determine  the 
cause  of  the  site  of  involvement  of  any  in- 
jury to  neck  structure.  In  patients  with 
the  “whipla.sh”  injury  such  changes  are  not 
.seen  by  clinical  and  x-raj^  examinations  at 
so  late  a period.  However,  it  should  be 
emphasized  that  a mo.st  discomtorting  con- 
dition can  be  created  by  a sudden  violent 
extension  and  flexion  of  the  head  and  cervical 
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spine  after  a minor  or  violent  impact.  Under 
these  circumstances,  there  is  stretching  and 
injury  of  the  ligaments  and  muscles  of  the 
neck.  Hemorrhage  and  sequelae  in  the 
form  of  tender  areas,  muscle  splinting,  and 
tension-type  headache  may  occur.  How- 
ever, such  syndromes,  if  confined  to  the 
pathologic  changes  stated,  should  respond  to 
time  or  treatment  within  a reasonable 
period. 

SuBDUK.\L  Hem.\tom.\. — A sei’ious  compli- 
cation of  head  injury  which  must  be  diag- 
nosed as  early  as  possible  is  subdural  hema- 
toma. This  may  be  acute  or  chronic,  and  in 
either  case  constitutes  a neurosurgical  emer- 
gency. A subdural  hemorrhage,  that  is,  a 
collection  of  blood  between  the  dura  and 
arachnoid  in  the  subdural  space,  may  occur 
secondarily  to  severe  or  minor  injuries  to  the 
head.  When  this  occurs,  headache  is  almost 
always  present.  Such  headache  varies  in 
intensity  but  after  the  injury  is  apt  to  be 
constant.  It  may  be  localized  to  the  site  of 
the  hematoma  but  is  more  usually  general- 
ized. The  persistence  of  headache,  periodic 
obtundation  of  the  mental  faculties,  unequal 
pupils,  hemiplegia,  or  other  focal  neurologic 
signs  following  injury,  should  suggest  con- 
sideration of  the  diagnosis  of  subdural  hema- 
toma. 
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Psychiatric  Aspects  of  Head  Injury* 

Edwin  A.  Weinstein,  M.D.  ; The  con- 
cept of  concussion  still  is  a clinical  one,  since 
no  definitive  pathophysiologic  basis  for  its 
manifestations  has  been  demonstrated  as 
yet.  Because  of  this,  a consideration  of  the 
psychiatric  aspects  of  concussion  depends  on 
the  particular  context  in  which  the  clinical 
features  are  classed  and  studied.  They  may 
be  placed  in  the  group  of  the  post-trau- 
matic neuroses  where  the  head  injury  is 
equated  with  injuries  to  other  parts  of  the 
body  and  with  catastrophic  events  in  general. 
In  this  symposium,  however,  an  attempt  is 
being  made  to  evaluate  concussion  in  terms 
of  changes  in  brain  function,  to  compare  the 
manifestations  with  those  of  other  forms  of 
brain  injury,  and  to  consider  the  relation- 
ships that  exist  among  symbolic  and  neuro- 
physiologic factors. 

The  usual  descriptions  of  concussion  in- 
clude an  acute  trauma,  a period  of  uncon- 
sciousness followed  by  amnesia  and  perhaps 
by  manifestations  of  disturbed  conscious- 
ness, and  a variable  number  of  so-called 
postconcussion  symptoms.  It  should  be 
noted,  however,  that  many,  possibly  most, 
blows  to  the  head  resulting  in  unconscious- 
ness have  no  or  very  minor  sequelae.  Also, 
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the  severity  of  the  brain  injury  bears  no 
constant  relationship  to  the  length  of  the 
amnesia,  the  type  and  duration  of  the  dis- 
turbances of  consciousness,  and  the  inci- 
dence of  postconcussion  features.  In  this 
paper  the  nature  of  amnesia  and  alterations 
in  consciousness  will  be  considered  in  some 
detail.  While  they  may  not  be  prominent  in 
many  cases  of  concussion,  they  offer  prin- 
ciples that  are  relevant  to  the  understanding 
of  the  effects  of  concussion. 

The  data  to  be  presented  ccmie  largely 
from  a study  of  150  patients  with  acute 
head  injuries  admitted  to  the  Walter  Reed 
Army  Hospital  over  the  past  six  years. 

Amnesi.\. — While  amnesia  is  usually  de- 
fined as  a loss  of  memory,  it  is  a particular 
kind  of  memory  disturbance.  It  generally 
refers  to  the  statement  by  the  patient  that  he 
does  not  remember  something  or  does  not 
remember  the  events  over  a certain  period  of 
time.  In  patients  who  have  sustained  head 
injuries  the  content  of  the  amnesia  most 
often  concerns  the  accident  itself.  Thus, 
when  a patient  is  asked  what  happened  to 
him,  he  says  that  he  does  not  remember. 
There  often  is  a retrograde  amnesia  extend- 
ing back  hours,  days,  and  even  months,  so 
that  a patient  may  say  that  the  last  thing  he 
remembers  was  going  to  work  on  the  morn- 
ing of  the  accident.  Patients  also  volunteer 
an  amnesia  in  highly  selective  fashion  for 
events  or  periods  in  their  past  lives.  At 
Walter  Reed,  soldiers  may  not  remember 
ha\'ing  been  in  the  Army,  and  one  officer 
could  not  recall  having  graduated  from  West 
Point.  Sometimes  the  amnesia  involves 
apparently  trivial  details,  as  in  the  instance 
of  a young  man  who  could  not  remember  the 
make  of  the  car  in  which  he  had  had  the 
wreck.  Patients  may  say  that  they  know 
things  have  happened  but  they  can’t  remem- 
ber the  actual  incidents.  Patients  may  in 
successive  interviews  say  they  do  not  re- 
member having  seen  the  examiner  before  or 
that  they  do  not  recall  things  that  have 
happened  during  the  hospitalization. 

Amnesia,  however,  is  not  an  absolute 
memory  loss.  Pati(mts  uiay  ‘'remember” 


an  incident  in  one  context  but  not  in 
another.  A soldier  may  state  that  he  can- 
not remember  anything  for  a month  prior  to 
his  accident,  but  he  describes  a place  that  he 
has  visited  during  this  period.  Or  he  may 
claim  that  he  cannot  remember  having  been 
in  the  Army,  but  he  shows  an  obvious 
familiarity  with  military  routine.  Such 
patients  may  do  very  well  on  formal  memory 
tests,  while  others  who  show  severe  memory 
loss  may  not  express  amnesias.  No  patient 
Avho  has  been  rendered  unconscious  by  a 
head  injury  remembers  the  actual  impact. 
ATt,  when  most  persons  are  asked  what 
happened,  they  respond  with  a statement  of 
having  been  in  a car  wreck.  The  amnesic 
patient,  however,  long  after  he  is  mentally 
clear  prefaces  any  statement  about  his 
accident  with  “I  don’t  remember”  or  “I 
don’t  remember  but  they  say  ...  .” 

In  the  amnesia  the  patient  seems  to  be  ex- 
pressing a sense  of  noninvolvement  or  de- 
tachment. He  appears  to  feel  as  if  the  acci- 
dent were  not  a part  of  his  experience,  as  if  it 
had  not  happened  to  him  in  a personal  way. 
When  the  amnesia  is  selective,  as  in  the  case 
of  the  officer  who  could  not  remember  having 
graduated  from  West  Point,  the  patient 
has  chosen  an  area  which  has  been  highly 
significant  in  the  establishing  of  personal 
identity.  Even  a seemingly  trivial  amnesia 
like  not  remembering  the  make  of  the 
wrecked  car  is  psychologically  important  if 
cars  have  been  a major  prestige  symbol. 
The  amnesia  is  a statement  of  a sense  of  iso- 
lation and  nonrelatedness.  For  any  person 
to  feel  the  reality  of  a past  experience  it 
must  be  reinforced  by  a relatedness  in  the 
current  environment,  and  it  is  this  related- 
ness that  is  impaired  after  certain  types  of 
brain  injury  and  in  other  forms  of  stress. 

Confabulations. — Alost  frequently  the 
patient  confabulates  about  the  circumstances 
of  the  injury,  and  the  confabulations  are 
elicited  largely  in  response  to  questions 
about  the  injury  or  the  disability.  They  are 
not  simply  an  effort  to  fill  in  a memory  gap, 
as  stated  in  most  textbooks.  Confabula- 
tions may  occur  when  there  is  very  little 
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amnesia  and  when  the  patient  indicates 
knowledge  of  the  facts  of  his  injury  in  other 
ways.  Rather,  the  confabulation  may  be 
regarded  as  a way  of  restructuring  and  re- 
lating one’s  self  in  the  environment,  thereby 
imparting  a feeling  of  reality  to  one’s  ex- 
perience. While  confabulations  ostensibly 
refer  to  past  events,  they  also  symbolically 
represent  current  problems.  Many  are 
denials  of  the  seriousness  and  consequences 
of  the  accident.  Other  confabulations  do 
not  deny  disabilities  explicitly  but  depict 
them  metaphorically.  Thus,  a soldier  who 
had  sustained  a head  wound  in  Korea  and 
who  had  a residual  skull  defect  felt  that  he 
had  been  hospitalized  because  his  wife  did 
not  want  him  at  home  and  was  deliberately 
keeping  him  in  the  hospital.  When  asked 
what  had  happened  to  him,  he  claimed  that 
his  wife  had  beaten  him  on  the  head.  Some 
patients  portray  their  current  difficulties  in 
highly  dramatic  terms.  One  man  with  a 
paraparesis  who  had  problems  with  the 
nurses  told  a story  about  a little  girl  with 
paralytic  polio  who  had  been  refused  admis- 
sion to  the  hospital.  The  symbols  that  are 
selected  are  those  which  have  been  impor- 
tant in  social  relationships  through  which 
the  patient  has  deriv'ed  his  sense  of  personal 
identity.  When  paratroopers  are  injured 
in  car  wrecks  they  commonly  describe  the 
accident  in  terms  of  jumping,  such  as  saying 
that  the  parachute  “fouled  up”  or  had  gotten 
a “hole  on  top.” 

Disorientation  and  Reduplication. — 
In  the  disorientation  for  place  that  is  so  fre- 
quently a part  of  the  amnestic-confabulatory 
state,  the  patient  usually  says  that  he  is 
somewhere  close  to  home  or  his  post  of  duty. 
As  a rule,  he  will  say  he  is  in  a hospital  but 
may  give  it  the  name  of  a hospital  near  his 
home.  In  reduplication  for  place,  the 
patient  says  there  are  two  or  more  hospitals 
of  the  same  or  similar  names.  Thus,  he 
gives  two  Walter  Reed  Hospitals,  one  in 
Washington  and  the  other  near  his  home  in 
Indiana.  In  reduplicative  misidentification 
of  people,  the  patient  is  likely  to  say  that 
another  patient  is  someone  from  his  home 


town  or  military  unit.  Or  he  may  state 
that  the  ward  physician  used  to  practice  in 
his  community.  These  are  not  absolute 
defects  in  perception  or  memory,  because  the 
patient  may  identify  the  hospital  and  people 
correctly  in  other  contexts.  They  are  sym- 
bolic patterns  based  on  a highly  selective 
interaction  in  the  environment  which  seems 
to  provide  a rea.ssuring  sense  of  identity. 

Anxiety  .and  Modes  of  Adaptation. — - 
During  the  period  when  there  is  a well- 
developed  syndrome  of  confabulation,  dis- 
orientation, and  reduplication,  patients  ap- 
pear free  of  overt  anxiety.  They  have  no 
complaints,  usually  do  not  express  worry 
about  their  disabilities  or  their  future,  and 
are  not  concerned  about  the  amnesia. 
Generally,  they  are  bland  and  placid  and 
occasionally  mildly  paranoid.  But  when 
the  confabulations  and  associated  phenom- 
ena clear,  then  manifestations  of  anxiety 
may  appear.  Patients  then  may  develop 
headaches  and  other  somatic  complaints. 
They  may  become  obsessively  concerned 
with  their  health  or  that  of  members  of  their 
family.  They  may  express  concern  about 
their  teeth  or  minor  facial  blemishes  or  ex- 
press a fear  of  falling  down  stairs  or  getting  a 
haircut.  They  worry  about  jobs  and  finan- 
cial matters.  Some  patients  talk  persist- 
ently about  going  home  and  keep  bringing 
up  the  subject  even  after  the  date  for  leaving 
has  been  settled.  Some  become  preoccupied 
with  God  and  sin  and  war  and  leading  a 
better  life. 

Along  with  these  signs  of  anxiety,  there 
occur  also  adaptive  mechanisms  which  are 
similar  to  those  which  existed  during  the 
period  when  confabulation  and  disorienta- 
tion were  present.  When  these  are  in 
evidence,  the  manifestations  of  anxiety 
are  relatively  inconspicuous.  Some  involve 
changes  in  language,  as  in  the  use  of  the 
third  person.  Here  the  patient  refers  to 
his  accident  and  his  di.sabilities  in  the  third 
personal  pronoun  as  “it”  or  “they.”  Or 
some  patients,  when  asked  what  has 
happened  to  them,  tell  how  the  “car  was  all 
smashed  up.”  Others  answer  with  a quota- 
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tioii  of  what  the  doctor  or  a relative  said 
about  the  accident.  Such  use  of  the  third 
person  is  of  course  not  confined  to  persons 
with  head  injuries  but  occurs  as  a mode  of 
adaptation  in  many  forms  of  stress.  Pa- 
tients also  refer  to  their  accidents  in  meta- 
phoric, often  humorous  terms  such  as 
“getting  a big  head”  or  being  “rattle- 
brained” and  use  many  cliches  and  colloquial 
expressions.  Dreams  may  appear  at  this 
stage,  and  many  of  them  resemble  the  con- 
fabulations and  reduplications.  A patient 
who  had  been  hurt  in  a car  accident  dreamed 
that  his  brother  had  borrowed  the  car. 
Another  man  who  had  sustained  a radial 
nerve  paralysis  and  a concussion  dreamed 
that  a friend  had  been  shot  through  the 
hand. 

In  this  stage  it  often  is  difficult  to  deter- 
mine which  aspects  of  a patient’s  behavior 
are  causing  anxiety  and  which  are  attempts 
to  avoid  or  resolve  it.  Thus,  an  obsessive 
preoccupation  with  going  home  is  analogous 
to  the  disorientation  for  place  that  occurred 
earlier  in  the  course  of  hospitalization  when 
the  patient  “located”  the  hospital  close  to 
his  home.  While  the  patient  seems  upset  at 
not  being  home,  his  persistent  use  of  the  con- 
cept indicates  an  effort  to  attain  a sense  of 
belonging  and  identity  through  the  symbol. 
Similarly,  a preoccupation  with  going  to 
work  and  worrying  about  jobs  may  be  a 
way  of  trying  to  achieve  significant  status. 
After  amnesia  is  no  longer  present  as  such, 
patients  may  have  transitory  episodes  where 
their  environment  appears  strangely  un- 
familiar, the  so-called  “jamais  vu”  ex- 
perience. While  there  is  generally  no  anxiety 
associated  with  the  amnesia  of  continuous 
duration,  “jamais  vu”  episodes  may  be  ac- 
companied by  considerable  anxiety.  Simi- 
larly, reduplicative  delusions  may  be  “re- 
placed” by  momentary  “d^ja  vu”  phenom- 
ena. There  is  also  a use  of  third  person 
and  reduplication  when  patients  worry  that 
a relative  or  friend  may  have  an  accident 
like  their  own. 

The  role  of  adaptive  forms  of  language  was 
well  shown  in  2 patients  admitted  recently 
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with  apparently  similar  head  injuries.  Each 
was  reported  as  having  been  unconscious  for 
a half  hour.  When  one  was  asked  what  had 
happened,  he  stated  that  he  did  not  re- 
member and  added  that  “they  said”  he  had 
been  hurt.  He  developed  no  sequelae  and 
was  discharged  in  a week.  The  other 
patient,  when  asked  about  his  accident, 
replied  “car  wreck,  sir”  and  subsequently 
gave  an  accurate  account  of  the  events 
without  any  amnesia  or  use  of  the  third 
person.  Several  days  later  he  began  to  com- 
plain of  headaches,  dizziness,  sweating,  in- 
somnia, and  traumatic  dreams. 

Not  all  patients  go  through  the  stages  of 
unconsciousness  and  the  amnestic-confabu- 
latory  state.  Some  are  quite  clear  after  re- 
covering consciousness  and,  as  has  been 
mentioned,  they  are  much  more  apt  to  show 
anxiety  than  those  patients  who  had  a pro- 
longed period  of  disorientation  and  confabu- 
lation. In  others  it  is  difficult  to  determine 
when  consciousness  has  been  restored,  be- 
cause they  may  remain  lethargic  and  im- 
mobile. In  the  extreme  form  this  is  known 
as  akinetic  mutism.  More  often  it  is  selec- 
tive, and  the  patient  closes  his  eyes,  is  mute, 
or  turns  away  mainly  in  answer  to  questions 
about  his  injury  and  his  capacities.  These  ' 
patients  speak  little  but  when  they  do  so 
seem  depressed,  talking  about  violence, 
death,  killing,  and  graveyards.  When  they 
recover  to  the  point  where  they  seem  men-  i 
tally  clear,  they  are  particularly  apt  to  have 
traumatic  dreams,  complain  of  headache  and 
pain,  and  have  episodes  of  depression  and 
temper  outbursts. 

Psychologic  and  Social  Factors. — 
The  content  and  duration  of  the  manifesta- 
tions of  the  amnestic-confabulatory  state, 
the  periods  of  lethargy  and  restlessness,  and 
the  incidence  and  character  of  the  so-called 
postconcussion  syndrome  also  are  related  to 
psychologic  and  social  factors.  These  con-  | 
cern  the  patient’s  premorbid  personality,  the  4 
circumstances  in  which  the  injury  occurred, 
and  the  problems  in  living  that  confront  the 
patient  in  the  present  situation.  It  is  diffi-  , 
cult  to  lay  down  any  set  of  personality  traits 
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which  predispose  a person  to  a postconcus- 
sion neurosis,  nor  can  one  state  simply  that 
“neui’otics”  are  moi’e  susceptible.  Many  of 
our  patients  had  had  no  neurotic  symptoms 
and  had  made  satisfactory  adjustments  in 
military  service.  Also,  much  depends  on 
the  method  of  personality  study.  Our  infor- 
mation was  obtained  largely  in  interviews 
with  relatives  and  colleagues.  The  approach 
lay  in  learning  how  the  patient  had  related 
socially  and  through  what  values  he  had  de- 
rived his  sense  of  identity. 

The  patients  who  developed  marked  post- 
concussion symptoms  seemed  to  have  related 
to  other  persons  in  a narrow  and  rigid  fashion. 
They  were  described  in  such  terms  as  “had  to 
have  things  his  own  way,”  “very  critical,” 
“afraid  of  displeasing  people,”  “thought  no 
one  did  anything  without  wanting  something 
ill  return.”  Some  patients  seemed  to  an- 
ticipate hostile  behavior  in  others.  (Others 
were  described  as  “conscientious”  and 
“good”  and  seemed  to  have  conceived  of 
these  values  in  terms  of  the  fulfillment  of  a 
very  stereotyped  role.  Such  persons  felt 
anxious  in  situations  which  could  not  be 
classified  readily  into  good  and  bad,  hostile 
or  friendly.  Patients  who  had  severe  head- 
ache, irritability,  and  catastrophic  dreams 
often  came  from  families  in  which  there  had 
been  a great  emphasis  on  symbols  of  vio- 
lence. This  might  have  been  expressed  in 
overt  physical  fashion,  threats,  or  an  exag- 
gerated avoidance  of  any  action  that  might 
be  construed  as  hostile.  In  either  case  the 
patient  had  related  to  other  persons  and  ex- 
pressed his  feelings  most  meaningfully  in 
symbols  concerning  violence.  One  might 
interpret  the  behavior  as  an  attempt  to 
structure  the  environment  and  avoid  isola- 
tion by  using  those  symbols  that  had  been 
most  significant  in  social  relationships. 

People  who  were  described  as  having  been 
compulsive  and  perfectionistic  about  their 
work  often  had  regarded  illness  as  a kind  of 
imperfection  or  inefficiency  that  had  to  be 
denied  or  overcome.  When  ill  or  idle,  they 
had  felt  anxious  or  unworthy.  When  brain 
function  was  sufficiently  impaired,  they 


might  deny  their  incapacity  or  the  injury 
and  confabulate  that  they  were  well  and 
working.  If  the  degree  of  brain  dysfunction 
cannot  sustain  this  symbolic  system,  the 
patient  may  become  preoccupied  with  effi- 
ciency, anxious,  irritable  about  his  work,  and 
hypersensitive  to  any  criticism. 

The  circumstances  under  which  the 
trauma  occurred  are  of  importance.  Pre- 
existing anxiety  frequently  is  a factor  in 
getting  into  an  accident,  and  after  the 
injury  the  patient  has  to  cope  with  many  of 
the  same  problems  that  may  have  con- 
tributed to  the  injury.  Most  head  injuries 
are  unexpected  and  are  sustained  on  an 
“individual”  basis  rather  than  in  the 
course  of  socially  concerted  activity,  such  as 
getting  knocked  unconscious  in  a football 
game. 

Such  a situation  contributes  to  the  diffi- 
culties of  forming  a reliable  relation.ship  in 
one’s  social  environment. 

Summary. — The  amnestic-confabulatory 
state  and  the  postconcussion  syndrome  have 
been  described  as  modes  of  interaction  in  the 
environment.  They  bear  a somewhat  re- 
ciprocal relationship  to  each  other,  and  one 
factor  in  their  clinical  dissimilarity  is  that 
each  is  subserved  by  a different  level  of 
brain  function  involving  a different  relation- 
ship of  the  self  in  the  environment.  In  the 
state  of  greater  brain  dysfunction  the 
patient  talks  of  himself  and  his  problems  in 
adaptive  symbolic  patterns,  such  as  con- 
fabulation and  disorientation.  With  re- 
covery of  brain  function,  he  refers  to  himself 
and  his  injury  more  directly. 

In  the  production  of  the  postconcussion 
syndrome,  the  significant  factors  seem  to  be 
a rapid  return  to  consciousness,  the  circum- 
stances under  which  the  injury  occurred,  and 
the  person’s  habitual  patterns  of  social  relat- 
edness. A recipe  for  the  avoidance  of  post- 
concussion symptoms  would  be  not  to  get  a 
head  injury,  not  to  achieve  consciousness  too 
rapidly,  and  to  be  a person  whose  social  rela- 
tionships are  flexible  and  do  not  depend  on 
the  fulfillment  of  stereotyped  roles  by  one’s 
self  and  others. 
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Diagnostic  Value 

of  the  Electroencephalogram 

in  Concussion  and  Its  Sequelae 

Hans  Strauss,  M.D.  : I do  not  know  how 
the  title  of  my  paper  came  about,  for  I am 
surprised  that  the  word  “concussion”  is  in- 
cluded in  the  title.  It  is  a word  I try  to 
avoid  whenever  possible.  While,  clinically, 
there  is  agreement  on  the  meaning  of  the 
acute  concussive  state,  not  much  informa- 
tion is  available  about  the  anatomy  and 
physiology.  Therefore,  in  the  diagnostic 
work-up  of  a patient  following  a head 
injury,  why  can  we  not  avoid  the  word 
“concussion”  altogether? 

Isn’t  the  problem  we  have  diagnostically 
simply  this?  Somebody  has  had  an  injury 
which  may  or  may  not  have  directly  affected 
his  head.  He  may  have  had  disturbances  of 
consciousness  of  some  degree,  or  none  at  all. 
What  we  really  want  to  know  is,  does  the 
man  have  any  kind  of  organic  brain  damage 
caused  by  trauma?  Let  us  speak,  then,  of 
organic  brain  damage  due  to  injury  instead 
of  postconcussive  state  or  postconcussion 
syndrome. 

Anybody  who  sees  compensation  or  other 
types  of  accident  cases  will  find  all  kinds  of 
diagnoses  in  the  reports:  postconcu.ssion 
syndrome,  post-traumatic  neurosis,  and  what 
have  you.  The  postconcussion  syndrome, 
for  most  people,  includes  practically  any- 
thing the  patient  complains  about  after  he 
has  had  an  injury.  Many  doctors  do  not 
even  try  to  differentiate  between  organic 
sequelae  or  psychologic  reaction  to  the  acci- 
dent. 

Value  of  Electroencephalogram. — 
One  of  the  prime  questions  we  have  to  answer 
is:  Does  the  patient  have  any  organic  brain 
damage,  and  if  so,  is  this  brain  damage  con- 
nected with  the  accident  or  due  to  other 
causes?  This,  of  course,  is  where  the  electro- 
encephalogram can  help.  The  electro- 
encephalogram is  not  necessary  in  cases 
where  the  neurologic  examination  leaves  no 
doubt  whatsoever  that  the  condition  is  the 
result  of  damage  to  the  brain.  If  a person  is 
hemiplegic  or  completely  aphasic,  you  do  not 


need  an  electroencephalogram  to  show  that 
this  man  has  something  wrong  with  his  brain. 
It  is  superfluous  to  take  the  electroencephalo- 
gram in  such  cases  just  to  determine  the 
presence  of  brain  damage.  In  fact,  for  the 
inexperiencofl  physician,  the  electroenceph- 
alogram sometimes  may  be  misleading,  for 
he  may  conclude  from  normal  encephalo- 
gram findings  that  there  is  nothing  wrong 
with  the  brain.  This,  of  course,  is  a wrong 
conclusion.  You  can  have  a very  sick 
bi’ain  and  entirely  normal  findings  on  the 
electroencephalogram.  In  fact,  the  progno- 
sis is  worse  if  after  a head  injury  you  have 
positive  neurologic  signs  but  the  electro- 
encephalogram shows  normal  rather  than  ab- 
normal findings.  This  is  because  with 
abnormal  electroencephalogram  findings  it 
can  be  assumed  that  a transient  disturbance 
in  circulation,  such  as  edema,  which  may  be 
compensated  for  later,  is  still  present  and 
that  restitution  of  the  clinical  state  may 
occur.  On  the  other  hand,  a normal  reading 
of  an  electroencephalogram  in  the  presence 
of  objective  neurologic  signs  indicates  very 
frequently  that  you  are  dealing  with  a loss  of 
cerebral  tissue  which  cannot  be  replaced. 
Therefore,  the  symptoms  and  signs  pi’obably 
will  be  permanent. 

Now  let  us  come  to  the  abnormal  findings 
of  the  electroencephalogram.  Such  ab- 
normal findings,  if  abnormality  is  defined 
correctly — and  I have  tried  to  do  this  for 
many  years — prove  that  there  is  something 
wrong  with  the  function  of  the  brain.  As  I 
have  said  before,  I do  not  want  to  speak  of 
those  cases  in  which  there  is  no  doubt  of  the 
presence  of  a pathologic  condition,  but  only 
of  those  where  there  is  difficulty  in  its  deter- 
mination. For  that  reason,  in  1956  I com- 
piled the  electroencephalographic  records  of 
600  patients  who  had  suffered  head  injuries 
and  who  showed  no  major  neurologic  signs, 
although  some  may  have  shown  slight 
differences  in  the  abdominal  reffexes  of  the 
two  sides,  a suggestive  Babinski  sign  on  one 
side,  or  possibly  a slight  variation  of  the 
patellar  reflex.  Unfortunately,  I have  not 
done  any  further  compilation  of  similar 
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TABLE  I. — Occurrence  of  Abnormal  Record  Findings  in  Relation  to  Disturbance 

OF  Consciousness* 


Initial 

Disturbance  of 
Consciousness 

Number  of 
Patients 

Percentage 
of  Total 
Patients 

Percentage 
of  Patients 
up  to  Fifteen 
Yearst 

Abnormal  ^ 

Record  Finding 

Number  Per  Cent 

None 

114 

19 

22 

14 

12 

Dazed 

55 

9 

7 

4 

7 

Unconscious 

less  than  one  hour 

227 

38 

31 

44 

19.5 

Unconscious 

more  than  one  hour 

113 

19 

20 

37 

33 

Unconscious, 

duration  unknown 

31 

5 

9 

9 

27 

No  information 

available 

60 

10 

11 

16 

27 

* Strauss,  H. : The 

electroencephalogram 

in  the  evaluation  of  head  injuries 

without 

gross  neurological 

deficit,  J.  Hillside  Hosp.  5 ; 268  (Oct.)  1956. 

t This  column  indicates  in  how  many  per  cent  of  the  patients  up  to  fifteen  years  of  age  the  particular  disturb- 
ance of  consciousness  was  present. 


cases  since  then. 

Findings  in  Electroencephalogr.am. — 
Among  those  600  records  124,  or  about  20 
per  cent  of  the  total,  showed  abnormal 
findings.  Whether  a normal  or  abnormal 
finding  is  seen  on  the  record  seems  to  depend 
on  a variety  of  factors.  First,  there  seems  to 
be  some  correlation  with  the  initial  dis- 
turbance of  consciousness  (Table  I). 

As  is  to  be  expected,  there  is  some  corre- 
lation between  the  state  of  disturbance  of 
consciousness,  as  experienced  initially,  and 
the  number  of  abnormal  record  findings. 
There  are  patients  in  this  group  who  were 
not  unconscious,  some  with  unconsciousness 
of  less  than  one  hour,  and  others  with  un- 
consciousness of  more  than  an  hour.  The 
highest  percentage  of  abnormal  record 
findings  was  in  the  group  reporting  un- 
consciousness of  more  than  one  hour’s  dura- 
tion. Most  of  these  patients  had  been 
hospitalized.  They  were  taken  from  the 
place  of  the  accident  to  a hospital  after 
having  been  unconscious  for  a long  time. 
Here,  as  a rule,  there  was  objective  proof  of 
unconsciousness. 

When  unconsciousness  is  present  for  less 
than  one  hour,  such  as  for  a period  of  three 
to  five  minutes,  the  problem  arises  as  to 
whether  there  really  was  any  disturbance  of 
consciousness  at  all,  or  if  one  is  dealing 
simply  with  a state  of  emotionally  induced 
confusion.  We  cannot  be  sure  that  every 


TABLE  II. — Occurrence  of  Abnormal  Record 
Findings  in  Relation  to  Age* 


Age 

(Years) 

Number  of 
Patients 

Number  of 
Abnormal 
Records 

Percentage  of 
Abnormal 
Records  in 
Age  Group 

Below  6 

14 

7 

50 

6 to  10 

40 

17 

42.5 

11  to  15 

27 

17 

63 

16  to  20 

44 

14 

32 

21  to  30 

107 

19 

18 

31  to  60 

314 

46 

14.5 

61  to  70 

46 

3 

6.5 

Over  70 

8 

1 

12.5 

Totals 

600 

124 

patient  in  this  group  had  a state  of  disturbed 
consciousness  associated  with  organic  changes 
in  the  brain.  It  is  interesting,  therefore, 
that  this  group  shows  a higher  percentage  of 
normal  record  findings,  biit  it  also  is  interest- 
ing that  in  the  injury  groups  in  which  the 
patients  showed  no  disturbance  of  conscious- 
ness and  among  those  who  were  dazed, 
there  were  quite  a number  of  abnormal 
findings. 

Another  factor  which  determines  the  fre- 
quency of  abnormalities  is  the  age  of  the 
patient  (Table  II).  In  the  group  of  patients 
up  to  the  age  of  fifteen,  50.5  per  cent  of  the 
records  showed  abnormal  findings,  while  in 
those  in  the  age  group  from  twenty-one  to 
thirty,  only  14.5  per  cent  had  abnormal 
findings.  In  between  is  the  age  group  from 
sixteen  to  twenty  years.  How  can  that  be 
explained? . 
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TABLE  III. — Occurrence  of  Various  Types  of  Abnormal  Record  Findings* 


Total  Number 

Patients 

of  Patients 

up  t o Fifteen 

Percentage  of 

with  this 

'i'otal 

Years, 

Patients 

Tvpe  of 

Patients 

•Absolute 

up  to  Fifteen 

Type  of  Abnormal  Record  Finding 

Record 

(Per  Cent) 

Number 

Years 

Low  degree  symmetrical  and  diffuse  slow 
activity 

Symmetrical  and  diffuse  bursts  of  slow 

32 

5.5 

7 

8.5 

activity 

Low  degree  asymmetrical  focal  slow 

23 

4 

11 

13.5 

activity 

18 

3 

10 

12.5 

Symmetrical  bursts  of  slow  activity, 
accentuated  regionally 
Low  degree  not  quite  symmetrical 

13 

2 

3 

4 

(parasymmetrical)  slow  activitjq 
accentuated  focally 

10 

1.5 

4 

5 

Focal  asymmetrical  depression  of  the 

amount  of  alpha  activity 

8 

1.5 

Abnormal  sleep 

Low  degree  svmmetrical  slow  activitv, 

5 

1 

accentuated  regionally 
.Asymmetrical  focal  bursts  of  slow 

5 

1 

1 

1 

activity 

Low  degree  not  quite  symmetrical 

3 

0.5 

(parasymmetrical)  diffuse  slow 
activity 

3 

0.5 

3 

4 

High  degree  not  quite  symmetrical 

(parasymmetrical)  slow  activity  with 
focal  accentuation 

2 

0.3 

2 

2 . 5 

Shifting  bursts  of  slow  activity 
Symmetrical  and  diffuse  spike  and  wave 

] 

0.15 

patterns  after  hyperventilation 

1 

0.15 

Totals 

124 

41 

Of  course,  every  electroencephalographer 
will  tell  you  that  the  reading  of  records  of 
young  patients  is  very  difficult.  One  cannot 
label  the  record  findings  of  a young  patient 
as  abnormal  just  because  there  are  some 
symmetrical  slow  waves.  These  occur  in 
varying  amounts  in  all  young  patients 
(Table  III). 

However,  some  of  the  records  show  asym- 
metrical waves  or  show  focal  abnormalities, 
and  certainly  no  one  would  diagnose  them  as 
normal.  Even  these  undoubtedly  abnormal 
findings  are  much  more  frequent  in  children 
than  in  adults  following  a head  injury. 

There  is  no  doubt  that  in  children  a rela- 
tively higher  number  of  abnormal  record 
findings  are  present  than  in  adults.  This 
has  to  be  attributed,  in  my  opinion,  to  the  fact 
that  the  brain  of  the  young  patient  reacts 
to  any  disturbance  with  changes,  as  seen  on 
the  encephalogram,  much  more  easily  than 
does  the  brain  of  an  adult.  This  is  true  not 


only  for  post-traumatic  damage,  but  also 
for  many  other  conditions. 

Another  factor  which  determines  the 
number  of  abnormal  record  findings  is  the 
interval  between  the  accident  and  the  time 
when  the  record  is  taken.  My  own  material 
does  not  prove  this  point  well.  However, 
this'  has  been  proved  sufficiently  by  other 
authors  who  have  seen  many  more  cases 
shortly  after  the  accident  than  I have. 
Also,  The  Mount  Sinai  Hospital  material, 
which  is  not  used  in  this  report,  shows  this 
quite  well.  The  record  can  show  quite  ab- 
normal findings  in  the  first  few  days,  let  us 
say  the  first  three  days,  and  then  the  ab- 
normality disappears.  I rarelj'^  see  patients 
in  the  office  that  soon  after  the  accident. 

It  is  well  known  that  an  abnormality  .seen 
within  the  first  few  days  disappears  or  im- 
proves after  the  first  few  days  or  weeks. 
However,  an  abnormality  still  present  after 
three  months  probably  will  be  permanent. 
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This  has  been  shown  by  the  material  of 
many  authors. 

It  may  be  stated  that  abnormal  record 
findings  occurred  in  about  20  per  cent  of  the 
group  and  that  their  number  is  relatively 
higher  in  the  lower  age  group  in  the  first  few 
days  or  weeks  after  the  injury  and  in  pa- 
tients with  definite  and  longer-lasting  dis- 
turbances of  consciousness. 

Clinical  Correlation. — As  to  the  corre- 
lation of  abnormalities  found  on  the  electro- 
encephalogram with  clinical  findings,  the 
number  of  abnormal  record  findings  was 
higher  in  patients  who  had  sustained  a skull 
fracture  and  who  had  a bloody  spinal  fluid. 
The  abnormal  record  findings  are  very  much 
more  frequent  in  patients  who  develop  con- 
vulsive disorders.  Here  I noted  abnormal 
findings  in  75  per  cent,  which  compares  with 
20  per  cent  of  the  whole  group.  The  abnor- 
mal findings  are  much  more  frequent  in  pa- 
tients with  any  degree  of  positive  neurologic 
signs,  even  if  they  are  minor  ones  (56  per 
cent).  However,  I want  to  emphasize  that  no 
patients  with  gross  neurologic  disturbances 
were  included  in  this  study.  There  is  no 
correlation  of  subjective  complaints  with  the 
abnormality  or  normality  of  findings  on  the 
electroencephalogram. 

Dr.  Friedman  and  Dr.  Weinstein  stated 
that  there  was  no  correlation  of  the  com- 
plaints with  many  of  the  observed 
physiologic  changes;  for  example,  the  initial 
disturbance  of  consciousness.  There  are 
quite  a number  of  factors,  which  I do  not 
now  want  to  discuss  in  detail,  which  may  be 
responsible  for  this  disparity.  It  is  rather 
amazing  to  me  that  in  the  few  boxers  I have 
examined,  there  were  some  quite  abnormal 
electroencephalographic  readings,  but  the 
men  denied  that  they  had  any  kind  of  com- 
plaint. I think  Dr.  Browder  and  Dr. 
Kaplan  will  bear  me  out  on  this  point.  Of 
course,  there  are  psychologic  determinants 
which  may  be  the  basis  for  the  patients’ 
complaints. 

An  abnormal  finding  on  the  electroenceph- 
alogram in  a patient  wdth  a history  of  head 
injury  brings  up  the  question  of  the  cause 


of  the  abnormality.  We  electroencephalog- 
raphers  often  are  ridiculed  for  not  being  able 
to  state  categorically  that  “this  is  due  to  the 
accident.”  But,  of  course,  we  cannot  state 
this.  There  is  no  type  of  abnormality  in 
electroencephalographic  findings  that  is  char- 
acteristic of  post-traumatic  brain  damage, 
just  as  there  is  no  neurologic  sign  indicating 
a specific  etiology. 

Therefore,  to  attribute  the  abnormality 
found  on  the  electroencephalogram  to  the 
head  injury,  other  data,  such  as  the  history 
and  physical  findings,  must  be  obtained. 
There  is  only  one  way  in  which  the  electro- 
encephalogram alone  might  help  to  deter- 
mine whether  or  not  the  abnormality  found 
on  the  electroencephalogram  and  the  under- 
lying disturbance  of  brain  function  is  due  to 
the  accident,  and  that  is  by  the  use  of  a series 
of  electroencephalograms.  If  there  are  ab- 
normal electroencephalographic  findings 
soon  after  an  accident  and  if  the  findings 
later  show  improvement,  you  can  say  with 
pretty  much  certainty  that  the  original 
abnormalities  shown  on  the  electroenceph- 
alogram were  due  to  the  accident.  This 
is  equally  valid  for  neurologic  signs.  If 
they  disappear  very  soon  after  an  accident, 
you  probably  would  assume  that  they,  too, 
were  due  to  the  accident. 

It  is  important,  therefore,  that  to  deter- 
mine the  presence  of  brain  damage  following 
an  accident,  one  must  obtain  electroenceph- 
alogram results  very  early  after  the  injury 
and  follow  them  with  later  records. 

Taking  electroencephalograms  early  is 
important  in  another  respect.  In  patients 
at  The  Mount  Sinai  Hospital,  I have  seen  a 
definite  focal  abnormality  that  was  present 
on  the  second  or  third  day  after  an  accident. 
These  focal  abnormalities  disappeared  within 
two  or  three  weeks.  But  these  focal  ab- 
normalities in  a case  which  showed  no  clinical 
evidence  of  any  localized  lesion  prove  that 
the  patient  initially  had  focal  damage  to  his 
brain.  I think  that  if  you  have  found  this 
once  in  such  a patient,  it  should  influence 
your  thinking  later  on. 

Now,  even  with  the  discussed  restrictions. 


June  1,  1961 


1887 


PANEL  DISCUSSION 


SYMPOSIUM 


the  electroencephalogram  dan  be  used  in 
evaluating  the  sequelae  of  head  injuries, 
with  or  without  unconsciousness.  It  can 
help  further  in  determining  the  localization 
and  extent  of  a lesion,  if  one  is  present.  I 
recently  saw  a girl  with  a depressed  skull 
fracture  and  with  a fine  laceration  of  the 
dura  in  the  parietal  region  from  which  some 
brain  tissue  extruded.  This  brain  tissue 
was  removed,  and  I took  the  electroenceph- 
alogram about  half  a year  later.  It  was 
evident  on  that  electroencephalogram  that 
the  brain  damage  concerned  not  only  the 
parietal  region,  but  extended  into  the  frontal 
regions. 

Prognostic  Aid. — The  electroencephalo- 
gram also  is  of  some  importance  in  determin- 
ing the  prognosis,  particularly  the  possibility 
of  later  convulsive  phenomena.  If  a record 
is  obtained  which  shows  spikes  in  one  region, 
you  would  be  extremely  suspicious  that  the 
patient  might  develop  some  epileptic  disturb- 
ance later  on.  Even  if  a spike  focus  is  not 
present,  but  a focus  of  slow  wave  activity  is 
found  and  persists  for  a long  time,  one  has  to 
consider  this  possibility. 

Among  the  cases  reported  today,  many 
had  no  neurologic  signs  whatsoever,  but  13 
per  cent  of  those  without  neurologic  signs 
showed  abnormal  electroencephalographic 
findings.  For  them,  therefore,  the  electro- 
encephalogram was  the  only  method  which 
demonstrated  brain  damage.  Of  course,  we 
might  have  demonstrated  brain  damage  by 
angiogram  or  pneumoencephalogram.  How- 
ever, the  electroencephalogram  certainly  is  a 
more  innocuous  method.  It  can  be,  there- 
fore, the  only  one  of  the  innocuous  methods 
to  demonstrate  brain  damage. 

Also,  in  quite  a few  patients  who  had  no 
initial  disturbance  of  consciousness,  the 
electroencephalogram  proved  that  brain 
damage  was  present.  Of  course,  as  I said 
before,  it  has  to  be  ascertained  whether  or 
not  this  brain  damage  was  due  to  something 
which  existed  before  the  injury  or  developed 
independently  of  the  injury  later  on.  So, 
with  all  these  restrictions,  if  used  very  care- 
fully, I think  the  electroiaicephalogram  can 


help  us  in  determining  whether  or  not  some- 
body has  brain  damage  after  an  inj  ury. 

Medicolegal  Aspects  of  Cottcussion 
and  Sequelae 

Richard  Grimes,  M.D.  : The  principal 
stumbling  block  which  arises  in  a considera- 
tion of  the  medicolegal  aspects  of  cerebral 
concussion  and  its  sequelae  revolves  about  a 
lack  of  specific  uniform  definition  of  cerebral 
concussion  and  lack  of  general  agreement, 
about  the  pathologic  condition,  if  any,  which 
underlies  concussion. 

Most  observers  believe  that  some  dist’iirb- 
ance  of  consciousness  is  a necessary  finding; 
others  do  not  share  this  behef.  Some 
writers  consider  cerebral  concussion  a specific 
and  individual  entity;  others  use  cerebral 
concussion  and  cerebral  contusion  inter- 
changeably. Some  textbooks  state  that 
there  are  no  pathologic  changes  demonstra- 
ble in  concussion;  others,  because  of  the 
loose  connotation  of  the  term  and  the  inclu- 
sion of  other  entities,  describe  pathologic 
processes  in  any  or  every  portion  of  the  brain 
as  evidences  of  concussion.  Some  state  that 
cerebral  concussion  rarely  if  ever  causes 
death ; others  take  a contrary  viewpoint. 

In  a prolonged  experience  with  medical 
examiners’  cases,  it  has  not  been  my  ex- 
perience that  concussion  without  demon- 
strable findings  in  the  brain  has  been  con- 
sidered the  exclusive  cause  of  death.  Not 
infrequently  cases  are  referred  to  the  medical 
examiner’s  department  for  e^^aluation  when 
claims  are  made  of  death  from  cerebral  con- 
cussion in  people  suffering  from  coronary 
artery  disease  who  collapse  and  die  suddenly 
in  a standing  or  seated  position,  then  fall  and 
sustain  superficial  trauma  to  the  scalp. 
The  demonstration  by  postmortem  examina- 
tion of  coronary  occlusions  and  myocardial 
infarctions,  and  the  absence  of  any  specific 
changes  within  the  brain,  speak  for  death 
from  heart  disease  and  not  from  concussion. 
It  is  my  conviction  that  when  death  follows 
an  injury  to  the  head,  some  type  of  intra- 
cranial injury  will  be  found  to  justify  the 
conclusion  that  death  did  in  fact  result  from 
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the  head  injury,  and  the  cause  of  death 
under  such  circumstances  will  be  related  to 
the  specific  type  of  pathologic  process  found. 

The  much-quoted  case  of  Littre  in  1705,^ 
in  which  he  states  in  part,  “With  his  hands 
behind  his  back  and  his  head  lowered  he  ran 
about  15  paces  across  the  dungeon  where  he 
was  confined  and  struck  his  head  with  all  his 
might  against  the  opposite  wall;  he  fell  dead 
on  the  spot  without  uttering  a word  or 
making  a single  sound,”  is  held  up  as  a 
classical  example  of  death  by  cerebral  con- 
cussion without  evidence  in  the  brain  to  ac- 
count for  the  sudden  death.  The  conclusion 
inferred  from  Littre’s  case  would  be  much 
more  convincing  if  one  could  be  assured  that 
the  subject  in  question  did  not  die  of  a 
broken  neck. 

The  clinical  medicolegal  evaluation  of 
patients  with  head  injuries  therefore  will 
depend  in  large  part  on  the  basic  pathologic 
concepts  which  any  particular  examiner 
entertains.  Fortunately,  there  is  not  a 
great  divergence  of  opinion  among  physicians 
in  the  case  of  the  seriously  damaged  brain. 
In  such  situations  medical  witnesses  may 
differ  in  minor  issues  only;  the  major  fea- 
tures of  such  injuries  will  find  general  agree- 
ment between  medical  witnesses  of  both 
sides. 

Clinically,  the  principal  difficulties  in  my 
experience  lie  in  the  interpretation  of  the 
injuries  of  the  less  severely  injured  person 
where  the  diagnosis  of  cerebral  concussion 
and  postconcussion  syndrome  has  been 
made.  In  many  of  these  cases,  the  history 
has  been  of  a brief  period  of  unconscious- 
ness. Frequently,  the  expressions  stunned, 
dazed,  confused,  and  similar  expressions  are 
employed  to  describe  lesser  degrees  of  altera- 
tions in  the  conscious  state.  The  aftermath 
of  complaints  of  headaches,  dizziness,  sleep 
disturbances,  difficulty  in  concentrating, 
memory  defects,  emotional  disturbances, 
and  so  forth  may  last  for  varying  periods  of 
time,  far  too  often  the  severity  and  dura- 
tion of  these  complaints  seem  out  of  all 
proportion  to  the  injury  sustained.  Para- 
doxically, patients  with  severe  head  injuries 


present  comparatively  few  subjective  com- 
plaints. Gurdjian  and  Webster,  ^ in  their 
recent  book  on  head  injuries,  summarize 
this  situation  aptly:  On  the  basis  of  ob- 
servations of  those  with  wide  experience 
with  head  injury  patients  it  may  be  stated 
that 

1.  Patients  with  major  cerebral  damage  from 
closed  or  open  injuries  or  with  hematomas 
seldom  manifest  chronic  headaches,  dizzi- 
ness, fatigue,  or  nervousness. 

2.  Subconcussive  or  concussive  blows  with  a 
short  period  of  unconsciousness  or  none 
whatever  after  impact  are  the  most  likely 
to  produce  either  of  the  syndromes. 

3.  The  syndromes  develop  more  commonly 
in  tense,  anxious  patients  than  in  those 
with  a stable  personality. 

4.  Compensation  considerations  play  a role 
in  the  duration  of  the  symptoms. 

The  term  “either.  . . syndromes”  in  this 
quotation  refers  to  their  discussion  of  post- 
concussion and  postsubconcussion  syn- 
dromes. 

There  has  been  a growing  trend  in  adjudi- 
cating concussion  and  postconcussion  com- 
plaints to  place  greater  emphasis  on  the  dis- 
tinction between  objective  and  subjective 
findings.  It  would  serve  no  good  purpose  to 
elaborate  further  on  a discussion  of  subjec- 
tive and  objective  findings  other  than  to 
state  that  the  postconcussion  syndrome  is 
notoriously  characterized  by  the  paucity  or 
absence  of  objective  findings.  In  this  con- 
nection, it  is  difficult  to  understand  why  so 
much  emphasis  is  placed  on  the  Romberg 
test  in  the  neurologic  examination  in  head 
injuries.  In  1853,  Moritz  Romberg,®  in  his 
discussion  of  tabes  dorsalis,  stated,  “from 
the  commencement  of  the  disease  the  indi- 
vidual keeps  his  eyes  on  his  feet  to  prevent 
his  movements  from  becoming  still  more  un- 
steady. If  he  is  ordered  to  close  his  eyes  in 
the  erect  posture  he  at  once  commences  to 
totter  and  swing  from  side  to  side.” 

In  another  portion  of  the  book,  in  dis- 
cussing anesthesia  of  the  muscles  alone, 
without  loss  of  tactile  power  invariably  ac- 
companying tabes,  he  stated,  “If  the 
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patient  is  told  to  shut  his  eyes  while  in  the 
erect  posture  he  immediately  begins  to  move 
from  side  to  side,  and  the  oscillations  soon 
attain  such  a pitch  that  unless  supported  he 
falls  to  the  ground ; even  if  the  trunk  is  sup- 
ported, if  the  patient  be  sitting  and  leaning 
against  the  back  of  a chair,  the  phenomenon 
takes  place  to  the  same  extent,  and  he  will 
slip  off  the  chair. 

It  would  seem,  therefore,  that  this  test,  as 
devised  by  Romberg,  was  intended  to  point 
out  defects  in  proprioceptive  control 
mediated  through  the  posterior  columns  of 
the  spinal  cord,  and  it  is  generally  agreed 
that  impairment  of  the  posterior  columns  is 
manifested  by  alterations  in  position  sense 
and  vibratory  perception.  In  my  experience 
a truly  positive  Romberg  test  finding  in  the 
postconcussion  syndrome  is  rare. 

When  medicolegal  issues  cannot  be  re- 
solved by  discussions  between  the  attorneys 
for  the  plaintiff  and  the  defendant,  it  be- 
comes necessary  to  submit  the  issues  to 
open  trial.  The  role  of  the  medical  witness, 
whether  he  be  acting  for  the  injured  patient 
or  the  defendant,  assumes  paramount  im- 
portance. As  a preliminary  requisite  the 
medical  witness  usually  is  given  an  oppor- 
tunity to  examine  the  hospital  and  other 
medical  records.  In  this  connection,  it 
should  be  noted  that  some  hospital  records 
are  very  accurate,  objective,  blow-by-blow 
descriptions  of  the  clinical  course  of  a 
patient  from  the  time  of  injury  to  the  time  of 
his  discharge  from  the  hospital.  Such  docu- 
ments, when  objectively  portrayed,  consti- 
tute a reasonable  basis  for  the  formulation  of 
subsequent  opinions.  Unfortunately,  other 
hospital  charts  are  pitiful.  In  fact,  at  times 
no  reference  or  description  of  the  patient’s 
sensorium  is  contained  in  any  of  the  nota- 
tions. Not  infrequently  the  nurse’s  notes 
are  used  in  court  to  depict  the  patient’s  con- 
dition. The  hospital  record,  whether  good, 
bad,  or  indifferent,  enjoys  a peculiar  sanctity 
in  court  and  when  admitted  into  evidence 
becomes  probably  the  most  important  link 
in  strengthening  or  weakening  the  patient’s 
claim. 


It  would  be  only  fair  to  state  that  the 
majority  of  physicians,  when  testifying  in 
court,  whether  it  be  with  respect  to  head 
injuries  or  other  medical  problems,  make  a 
serious  effort  to  be  accurate  and  impartial  in 
their  testimony.  The  designation  of  plain- 
tiff’s man  or  defendant’s  man  is  unhappily 
placed  on  the  physician  who  restricts  his 
activities  to  one  side  or  the  other.  The  so- 
called  medical  expert,  Avhatever  that  term 
implies,  is  lietter  suited  to  testifying  to  the 
facts  at  hand  regardless  of  who  benefits  by 
his  opinion. 

However  conscientious  a physician  may 
be,  his  medicolegal  opinions  in  court  may  be 
vitiated,  if  not  invalidated,  by  fairly  ubiq- 
uitous legal  devices.  The  actual  time  con- 
sumed in  carrying  out  a neurologic  examina- 
tion may  become  an  embarrassing  consid- 
eration for  the  medical  witness.  He  may 
be  asked  if  it  is  possible  to  conduct  50  or  60 
separate  tests  sufficient  to  prepare  a three- 
or  four-page  report  and  yet  require  only 
five  minutes  for  his  examination.  Other 
lines  of  attack  will  be  directed  against  his 
professional  qualifications,  his  experience 
in  the  particular  field  in  question,  his  fre- 
quency of  appearance  in  courtroom  pro- 
cedures, whether  he  testifies  for  plaintiffs 
or  defendants  exclusively,  and  what  pe- 
cuniary considerations  are  involved  in  his 
appearance. 

The  particular  stratagem  employed  in 
present-day  technics  is  what  I refer  to  as 
the  squeeze  play.  This  is  a technic  employed 
by  the  opposing  attorney  when  cross-exam- 
ining an  expert  witness  by  the  introduction 
of  textbooks.  The  attempt  is  made  to 
induce  the  witness  to  acknowledge  that  one 
or  more  so-called  standard  textbooks,  usually 
in  the  field  of  neurology  or  neurosurgery, 
is  “an  authority”  on  the  subject.  The 
device  can  only  be  used  on  cross-examina- 
tion. If  one  refuses  to  acknowledge  any 
given  textbook  or  a number  of  such  text- 
books on  the  subject  as  authorities,  he 
becomes,  as  it  were,  a medical  agnostic; 
he  is  a law  unto  himself ; only  his  opinions 
count;  he  refuses  to  be  boimd  by  what 
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someone  else  has  written  on  the  same  general 
subject. 

On  the  other  hand,  if  he  acknowledges 
that  Dr.  X is  an  authority  on  the  subject, 
he  is  bound  immediately  by  any  and 
all  statements  which  appear  in  that  par- 
ticular book.  He  will  be  confronted 
promptly  with  a quotation  from  the  book 
which  he  concedes  to  be  authoritative, 
and  the  medical  witness  may  be  quite  certain 
that  this  quoted  statement,  often  out  of 
context  only,  will  controvert  directly  his 
previous  testimony.  If  he  dares  to  di.sagree, 
he  is  reminded  that  he  recognized  the  author 
of  this  book  as  “an  authority.” 

What  is  the  fallacy  in  this  legal  maneuver 
which  reduces  the  witness  to  a damned  if 
you  do  and  damned  if  you  don’t  attitude? 
The  answer  is  that  no  medical  textbook 
can  be  referred  to  properly  as  an  authority. 
Because  it  happens  to  be  used  in  one  or 
more  medical  schools  does  not  establish  its 
position  as  authoritative.  Because  its 
author  may  hold  some  very  enviable  hospital 
or  medical  school  affiliations  likewise  does 
not  confer  an  aura  of  absolutism  on  the 
book  in  question.  I believe,  and  I am  not 
alone  in  this  concept,  that  some  portions  of  a 
number  of  so-called  authoritative  medical 
books  are  basically  sound  and  correct. 
I believe  further  that  other  portions  of 
these  same  books  are  at  least  controversial, 
and  very  emphatically  I believe  that  some 
statements  and  conclusions  are  wholly 
erroneous. 

The  legal  justification  for  the  use  of 
medical  books  in  the  cross-examination  of 
expert  witnesses  is  discussed  in  part  in  a 
publication  of  the  Practicing  Law  Institute, 
1956,  entitled  The.  Medical  Aspects  of  Head 
Injury  Cases.  Referring  presumably  to  a 
decision  from  a tested  case,  it  states  in 
part  on  page  40: 

The  qualifications  of  a medical  e.xpert  may 
be  tested  upon  cross-examination  in  any  way 
which  will  enal)le  the  Jury  who  are  to  pass 
upon  the  weight  to  he  given  to  his  testimonj', 
to  judge  intelligently  about  it  . . . therefore 
it  has  been  the  custom  to  call  the  attention  of 


an  e.xpert  witness  upon  cross-examination  to 
books  upon  the  subject  and  ask  whether  or  not 
Authors  whom  he  admitted  to  be  good  au- 
thority had  expressed  opinions  different  from 
that  which  was  given  by  him  upon  the  stand. 
The  reference  to  books  in  such  cases  is  not 
made  for  the  purpose  of  making  the  statements 
in  the  books  evidence  before  a Jury,  but  solely 
for  the  purpose  of  ascertaining  the  weight  to 
be  given  to  the  testimony  of  the  witness. 

One  would  infer  from  this  ruling  that  the 
so-called  authoritative  medical  books  are 
in  good  agreement,  that  the  majority  opinion 
expressed  in  these  medical  treatises  must  be 
right,  and  that  the  dissenting  witness  is 
swimming  against  the  tide.  Actually,  such 
is  not  the  case.  Diverse  and  widely  con- 
trary opinions  about  some  very  fundamental 
problems  in  head  injuries  are  expressed  in 
the  very  books  which  are  brought  to  bear 
against  the  medical  witness. 

For  instance,  take  the  question  of  surgical 
shock.  One  author  states,  “All  cases  of 
head  injury  are  associated  with  some  degree 
of  shock;  the  more  severe  the  injury,  the 
greater  being  the  evidence  of  shock.  It  is 
generally  agreed  that  the  manifestations 
which  accompany  head  injuries  are  anal- 
ogous to  those  of  surgical  shock. 

Another  author  states,  “In  our  experi- 
ence shock  is  not  a common  occurrence  in 
head  injury  alone  but  only  when  there 
are  other  injuries  as  well.”^ 

Even  within  the  covers  of  the  same  text- 
book, opposing  views  may  be  held.  Thus  in 
a commonly  used,  so-called  authoritative 
text,  “All  authorities  agree  that  the  shock 
which  so  frequently  accompanies  the  severer 
types  of  head  and  brain  injury  demands 
treatment  before  any  other  condition.”® 
In  another  portion  of  the  same  book  another 
contributor  states,  “A  state  of  traumatic 
shock  characterized  by  a fast  pulse,  low 
systolic  blood  pressure,  pallor,  and  sweating, 
is  seldom  observed  unless  a considerable 
(piantity  of  blood  has  been  lost  or  injury 
of  other  organs  sustained.”® 

See  how  the  authorities  agree  on  the 
diagnosis  of  extradural  hemorrhage.  Says 
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one  author,  “The  diagnosis  of  epidural 
middle  meningeal  hemorrhage  generally  is 
not  difficult.”®  Says  another,  “The  diag- 
nosis of  epidural  hemorrhage  is  at  once  one 
of  the  most  baffling  and  simple  in  neurolog- 
ical practice.”^ 

In  a discussion  of  cerebral  concussion, 
one  textbook  goes  to  considerable  length  in 
describing  the  various  stages  of  concussion.'^ 
In  the  first  stage  “there  is  no  disturbance  of 
consciousness.”  In  the  second  stage  “the 
injured  individual  is  only  dazed  or  stunned 
and  does  not  completely  lose  contact  with 
his  environment.”  In  the  other  stages 
described,  unconsciousness  is  a constant 
feature.  Yet,  this  same  author,  in  sum- 
marizing the  various  degrees  of  concussion 
which  he  has  described,  concludes,  “From 
what  has  just  been  stated,  loss  of  conscious- 
ness stands  out  as  one  of  the  most  common 
if  not  absolutely  necessary  essentials  of  the 
acute  phase  of  concussion.” 

In  another  medical  textbook  we  find, 
“The  word  concussion  should  be  used  to 
indicate  a transient  loss  of  or  defect  in 
consciousness  without  known  pathology 
from  which  the  individual  makes  a rapid 
and  complete  recovery.”®  In  this  same  text- 
book, another  author  writes,  “Concussion 
of  the  brain  is  an  organic  disease  process 
caused  by  trauma  which  directly  affects  the 
nerve  and  other  elements  of  the  brain.”® 
This  latter  author  states  further,  “Changes 
seen  in  concussion  of  the  brain  vary  ac- 
cording to  the  type  of  severity  of  the  injury 
but  are  always  present  in  noting  the  organic 
nature  of  this  condition.”® 

How  well  do  some  of  the  authoritative 
textbooks  agree  on  the  importance  of  the 
type  of  head  injury,  the  mechanics  involved, 
and  so  forth?  Says  one  writer,  “Much 
time  is  lost  and  much  energy  unduly 
expended  by  the  doctor  in  attempting  to 
obtain  historical  data  relative  to  the  me- 
chanics of  the  injury  and  the  severity  of  the 
blow.  Any  type  of  cranio-cerebral  injury 
can  be  caused  by  any  kind  of  blow  on  any 
sort  of  head.”® 


But,  quotes  another  author,  “The  history 
of  the  accident  that  has  caused  the  injury 
should  be  recorded  in  detail  and  should  in- 
clude if  possible  a description  of  the  injuring 
object,  its  speed  or  force,  the  height  from 
which  the  object  or  the  patient  fell,  and  so 
on;  all  such  data  help  to  estimate  the  poten- 
tial of  the  injuring  force. 

My  only  purpose  in  the  previous  quota- 
tions from  so-called  standard  authoritative 
medical  books  is  to  illustrate  the  precise  lack 
of  uniformity  of  opinion  expressed  by  those 
designated  as  authorities. 

It  should  appear  evident,  therefore,  that 
in  the  cross-examination  of  a medical  wit- 
ness, the  attorney  has  the  whip  hand;  he 
obviously  will  produce  excerpts  from  so- 
called  authoritative  textbooks  to  controvert 
the  witness’  opinion. 

Finally,  what  do  the  jurists  think  of  experts 
or  authorities  within  their  own  ranks? 
At  the  dedication  of  the  new  Fordham  Law 
School,  the  Chief  Justice  of  the  United 
States  Supreme  Court  stated,  “As  our 
society  has  become  increasingly  complex, 
statutes,  regulations,  case  law  and  legal 
commentary  have  grown  astronomically. 
Intense  specialization  has  become  a neces- 
sity; for  today  no  man,  however  capable, 
however  dedicated,  can  achieve  and  main- 
tain professional  competence  in  all  fields  of 
the  law.”  Is  the  field  of  medicine  so 
different? 
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Summary 

Dr.  Browder:  On  behalf  of  the  members 
of  the  section,  I wish  to  express  our  appreci- 
ation for  the  part  played  by  the  panelists 
in  this  symposium.  While  it  is  obvious 
that  there  remains  a gross  deficit  in  our 
knowledge  of  cerebral  concussion,  this 
review  has  been  both  timely  and  instructive. 

It  always  has  seemed  to  me  that  the 
designation  “cerel)ral  concussion”  is  a clin- 
ical concept  with  a limited  application. 
The  opportunities  for  detailed  observations 
following  a mild  craniocerebral  insult  have 
been  rare.  Furthermore,  all  blows  to  the 
head  which  result  in  transitory  unconscious- 
ness, even  though  they  are  of  equal  force, 
do  not  produce  the  same  response.  This  is 
displayed  clearly  in  the  boxing  arena. 
Moreover,  one  would  not  expect  a blow  to 
the  forehead  to  inflict  a pathophysiologic 
state  comparable  to  that  from  a blow  of 
equal  force  to  the  temple  or  the  occiput. 
It  is  common  knowledge  among  boxers  and 
their  trainers  that  some  engaged  in  this 
enterprise  are  almost  punch-proof,  whereas 
others  have  a glass  jaw.  Dr.  Kaplan’s 
observations  at  the  ringside  have  taught  us 
much  about  boxing  and  the  knockout  punch 
but  a limited  amount  concerning  cerebral 
concussion.  Most  boxers  subjected  to  a 
knockout  punch  in  the  ring  recover  shortly 
and  walk  without  support  to  their  dressing 
room.  There,  when  detailed  examination  is 
carried  out,  no  or  insignificant  abnormal 
physical  findings  are  disclosed.  Inter- 
estingly enough,  it  is  rare  for  one  so  injured 
to  admit  headache  and  dizziness. 

At  the  impact  of  a clean  knockout  punch 
some  boxers  fall  to  the  mat  like  a bag  of 
bones  and  remain  flaccid  until  consciousness 
is  regained.  Others  manifest  transitory 
skeletal  muscle  rigidity  (this  at  times  is 
more  evident  in  the  extremities  of  one  side) 
when  struck  and  fall  to  the  mat  like  a 
toppled  marble  statue.  They  appear  to 
have  had  fleeting  decerebrate  rigidity; 
however,  this  is  soon  followed  bj^  a flaccid 
state.  Therefore,  it  appears  that  most 


knockouts  in  the  boxing  arena  are  to  be 
regarded  as  cerebral  concussion.  There  is  a 
gap  in  our  observations,  namely,  the 
sequence  of  clinical  events  that  takes  place 
from  the  time  the  boxer  hits  the  mat  until 
he  is  available  for  examination  in  the 
dressing  room  some  ten  minutes  later. 
Thus  far  we  have  been  unable  to  worm  our 
way  into  the  boxing  arena  to  pursue  clinical 
investigation  of  cerebral  concussion. 

From  1928  to  1959,  under  my  aegis, 
slightly  over  5fi,00()  patients  were  admitted 
to  the  neurosurgical  service  at  Kings  County 
Hospital  with  evidence  of  mild  to  severe 
craniocerebral  injury.  A few  of  these  were 
regarded  as  having  had  cerebral  concussion; 
however,  in  no  instance  was  there  an  op- 
portunity to  make  accurate  observations 
from  the  time  of  the  head  injury  to  recovery. 
In  my  entire  experience  this  opportunity 
has  presented  itself  only  once,  and  as 
concluding  remarks  I will  restate  briefly 
the  circumstances  and  my  observations  in 
this  case. 

As  I was  about  to  pass  through  a door- 
way with  closed,  double  swinging  doors, 
accompanied  by  a nurse  anesthetist,  the 
door  on  her  side  was  opened  suddenly 
against  her  by  an  attendant  coming  in 
the  opposite  direction.  The  edge  of  the 
door  struck  her  in  the  middle  of  the  fore- 
head, and  she  collapsed  immediately  in 
a flaccid  state.  Her  head  would  have 
snapped  to  the  floor  but  for  my  support. 
She  was  placed  on  a nearby  stretcher 
unconscious,  pallid,  and  with  the  skeletal 
musculature  completely  flaccid.  The  sys- 
tolic blood  pressure  was  less  than  50  mm. 
Hg  and  the  pulse  50  per  minute.  The  skin 
of  the  trunk  and  extremities  was  dry.  There 
was  an  abrasion  of  the  skin  of  the  midfore- 
head surmounting  a slight  swelling  at  this 
site.  The  pupils  were  equal,  fully  dilated, 
and  nonreactive  to  light.  The  corneal  re- 
flexes were  absent,  and  there  was  no  wander- 
ing of  the  bulbs.  All  tendon  and  cutaneous 
reflexes  were  absent.  Plantar  stimulation 
produced  no  response.  After  four  minutes 
the  pulse  was  GO  per  minute,  and  the  systolic 
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blood  pressure  was  approximately  50  mm. 
Hg.  The  facial  coloring  was  returning.  The 
reflexes  were  still  absent.  At  six  minutes 
following  injury  the  pulse  rate  was  70  per 
minute,  and  the  systolic  blood  pressure  was 
80  mm.  Hg.  There  were  aimless  movements 
of  the  extremities  and  moaning.  The  skin 
of  the  face  and  palms  was  pink.  By  nine 
minutes  following  the  injury  there  was  coher- 
ent speech,  appreciation  of  surroundings,  re- 
turn of  tendon  reflexes,  and  flexor  response 
to  plantar  stimulus.  The  systolic  blood  pres- 
sure rose  to  100  mm.  Hg,  and  the  pulse  rate 
was  90  per  minute.  By  ten  minutes  follow- 
ing injury  she  was  able  to  sit  but  complained 
of  a “full  head”  and  slight  dizziness.  Within 
twenty  hours  there  was  complete  recovery 
except  for  tenderness  of  the  forehead.  There 
was  no  so-called  post-traumatic  syndrome. 
This,  to  me,  gentlemen,  is  cerebral  concus- 
sion. 

These  six  papers,  although  not  encompass- 
ing a review  of  all  of  the  voluminous  lit- 
erature pertaining  to  cerebral  concussion, 
serve  as  a substantial  basis  for  your  con- 
sideration and  discussion.  No  doubt  many 
questions  have  arisen  in  your  thoughts 
concerning  the  problems  presented.  For 
example,  is  there  an  acceptable  correlation 
between  the  recorded  findings  of  the  experi- 
mentalist and  the  clinical  observations 
in  the  human  being?  Are  there  pathologic 
alterations  in  the  brain  of  the  human  being 
following  transitory  loss  of  consciousness, 
consequent  on  a blow  to  the  head,  com- 
parable to  those  demonstrable  in  material 
obtained  at  autopsy  in  those  succumbing 
to  traumatic  craniocerebral  insults?  Should 
a substitute  term  be  sought  to  replace 
“concussion?”  Isn’t  the  designation  “post- 
concussion” just  as  acceptable  as  “post- 
traumatic?”  These  and  many  other  ques- 
tions arise  which  you  may  wish  to  discuss. 

Question  and  Answer  Period 

Sidney  Gross,  M.D.;  We  have  been 
treated  today  to  a very  line  discussion  of  a 
very  difficult  and  muddled  subject.  1 
think  a bit  of  light  is  beginning  to  evolve  in 


this  area.  I think  we  are  beginning  to 
understand  what  concussion  is;  and  while  I 
admit  that  concussion  is  a poor  term,  it  is  a 
poor  term  only  because  it  has  been  used 
that  way.  No  matter  what  term  is  used  to 
designate  this  condition,  it  always  involves  a 
blow  to  the  head,  and  unless  you  use  it 
properly,  it  will  be  misunderstood. 

I have  a few  questions  and  perhaps  a 
few  comments  to  make  on  some  of  the  things 
that  were  said  here.  In  the  discussion  of 
the  incidence  and  the  degree  of  the  symp- 
toms that  follow  an  injury  to  the  head, 
most  of  the  points  brought  out  were  quite 
accurate,  from  my  experience. 

I think  one  was  left  out,  or  perhaps  I 
didn’t  hear  it,  which  in  my  observations  over 
the  years  of  patients  with  head  injuries  is 
one  of  extreme  importance;  that  is,  the  age 
of  the  individual.  It  has  been  my  experi- 
ence, and  I think  the  experience  of  others  as 
well,  that  the  older  the  individual,  the  greater 
the  risk  of  developing  symptoms  after  a head 
injury  and  the  longer  they  will  last.  I 
wonder  if  Dr.  Caveness  has  any  statistical 
information  from  his  studies  to  corroborate 
the  impression  that  I have  had  over  the 
years. 

Another  point  that  perhaps  he  may  have, 
or  someone  else  may  have,  which  would  be 
of  extreme  value,  is  statistical  information 
about  the  incidence  of  the  postconcussion, 
or  post-trauma  syndrome,  or  sequelae  in 
those  individuals  who  were  treated  by  the 
conservative  method  of  keeping  them  in 
bed  for  twenty-one  days,  or  by  the  newer 
method  which  evolved  during  World  War 
II  of  early  ambulation  of  the  patient. 
There  has  been  some  suggestion  that  those 
patients  who  are  allowed  out  of  bed  early 
have  a lower  incidence.  I wonder  whether 
or  not  there  is  any  statistical  information 
from  some  of  the  studies  that  have  been 
made  to  back  up  this  impression.  I have 
the  impression,  too,  that  if  you  take  the 
patient  out  of  bed  early,  the  incidence  of 
sequelae  is  definitely  diminished.  Whether 
or  not  this  means  that  there  is  a quicker 
return  to  a vasomotor  stability,  I don’t  know. 
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Now,  I was  very  much  interested  in  Dr. 
Strauss’  remarks  concerning  the  electro- 
encephalogram. I would  like  to  know  how 
early  the  electroencephalogram  was  done 
in  his  cases.  There  is  some  experimental 
evidence,  for  example,  which  shows  that 
if  you  can  do  an  electroencephalogram 
early  enough,  it  will  be  very  flat.  If  you 
get  it  early  enough,  or  during  the  concussion, 
the  electroencephalogram  is  absolutely  flat, 
which  perhaps  gives  us  some  information 
from  a physiologic  standpoint  regarding 
what  concussion  really  is.  I would  like  to 
know  when  he  found  these  abnormalities 
and  how  quickly  they  cleared  up.  In  my 
experience,  the  earlier  you  take  an  electro- 
encephalogram, the  more  apt  you  are  to 
And  abnormalities.  I was  intrigued  by  his 
statement  that  he  is  sometimes  more 
disturbed  about  a patient  who  has  normal 
electroencephalographic  findings  than  about 
one  in  whom  he  finds  abnormality.  Frankly, 
I make  very  little  use  of  the  electroencepha- 
logram in  head  injury  cases  from  the  point 
of  view  of  diagnosis,  prognosis,  or  methods 
of  treatment,  because  while  it  is  very 
interesting,  I don’t  feel  we  have  collected 
enough  data  or  have  properly  evaluated  it, 
and  it  can  be  misused  so  easily. 

As  far  as  pneumoencephalography  and 
angiography  are  concerned,  I believe  many 
of  us  now  are  using  these  very  ^7^1uable 
assets  as  adjuncts  to  diagnosis  much  earlier 
and  haven’t  the  great  fear  that  we  had  of 
employing  them.  I think  that  this  will  give 
us  a great  deal  of  new  information  regarding 
our  understanding  of  head  injuries. 

Dr.  Browder:  Thank  you.  Dr.  Gross. 
I might  say  that  several  of  these  points  Avere 
covered  by  Dr.  Strauss,  but  possibly  Dr. 
Strauss  would  like  to  comment  further. 
Dr.  Caveness,  have  you  any  comment  re- 
garding the  question  of  age? 

Dr.  Caveness:  In  answer  to  Dr.  Gross, 
our  material  Avas  limited  to  the  young  adult 
male  predominantly  betAveen  the  ages  of 
seventeen  and  tAA^enty-five  years,  A\'ith  less 
than  5 per  cent  betAvecn  tAAenfy-six  and 
thirty-tAvo  years  of  age.  Within  that  range 


there  has  been  no  difference,  statistically, 
in  the  incidence  of  post-traumatic  syndrome. 
I have  the  same  impression  that  you  do 
that  older  patients  certainly  are  more 
susceptible. 

Concerning  treatment,  we  routinely  mo- 
bilized these  patients  within  a few  days  of 
injury.  With  a graded  schedule  of  physical 
actmty  within  their  tolerance  the  majority 
Avere  returned  to  full  duty  within  tA\^o  Aveeks. 
Some,  of  course,  were  not.  More  con- 
servative management,  or  prolonged  bed 
rest,  AA'as  employed  too  seldom  to  permit  a 
comparison. 

With  the  permission  of  Dr.  Strauss  I 
Avill  comment  on  the  question  addressed  to 
him.  In  our  experience,  the  most  valuable 
information  from  the  electroencephalogram 
is  Avithin  the  acute  phase  of  injury.  The 
onset,  deA^elopment,  and  resolution  of  the 
abnormality  as  reflected  in  early  serial 
tracings  add  much  to  the  appraisal  of  the 
degree  of  injury.  In  this  acute  phase,  for 
accurate  interpretation  one  should  be  care- 
ful to  ascertain  the  le\'el  of  responsiveness 
and  the  influence  of  ancillary  factors,  such 
as  anoxia  or  dehydration,  in  altering  the 
brain  Avaves. 

Dr.  Broavder:  Dr.  Strauss,  Avould  you 
be  good  enough  to  add  something  here? 

Dr.  Strauss:  Surely.  I have  seen  quite 
a feAv  patients  Avho  e\ddently  had  a diseased 
brain  before  the  accident  but  Avho  AA^orked 
Avell  up  to  that  event.  Here  it  Avas  the 
trauma  Avhich  added  the  slight  additional 
damage  to  make  them  permanently  disabled. 
To  get  back  to  the  abuse  of  electroencepha- 
lograms, I have  no  argument  about  it  that 
this  method  is  abused,  but  so  is  any  other 
method.  I haA'e  seen  cases  of  head  injuries 
AAdiere  the  electroencephalograms  Avere  read 
as  shoAving  abnormal  findings  AAdien  they 
really  did  not. 

Dr.  Broavder:  Dr.  Kaplan,  do  you  have 
any  comment  about  flattening  out  of  the 
electroencephalogram  in  the  early  aspects? 

Dr.  Kaplan:  We  made  studies  as  early 
as  ten  minutes  after  the  head  bloAA’S  sustained 
b)f  boxers,  and  Ave  didn’t  see  these  changes. 
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Perhaps  if  we  had  electrodes  on  the  head 
and  could  record  from  the  moment  of  the 
blow,  we  might  see  a short  period  of  flat- 
tening. We  do  see  a flattening  of  the 

record,  of  course,  with  cerebral  swelling 
and  hematoma,  but  this  involves  gross 
changes  in  the  brain  tissue.  I would 
like  to  ask  a question  of  Dr.  Friedman. 

In  the  pugilist,  whose  main  object  is  to 
produce  concussion  in  his  opponent,  we 
don’t  see  the  so-called  syndrome  of  “post- 
concussion.” An  occasional  one  may  have 
a headache  for  a few  days  after  a fight,  but  it 
doesn’t  persist.  Now,  why  is  it  that  people 
who  are  sustaining  these  types  of  blows  all 
the  time  and  just  as  severely  as  many  of 
the  others — even  to  being  knocked  out  for  a 
short  period — don’t  have  these  post-concus- 
sive  symptoms?  I wonder  whether  it’s 
the  type  of  individual  or  whether  it’s  because 
of  the  prepersonality  makeup? 

Dr.  Browder:  He  wants  to  live  and 
fight  again.  Dr.  Weinstein,  you  commented 
about  this  briefly.  Would  you  care  to 
elaborate  at  this  time? 

Dr.  Weinstein:  I certainly  do  not  have 
the  answer,  and  the  fact  is  that  most  people 
who  are  knocked  unconscious  by  head 
injuries  do  not  develop  postconcussion 
syndromes.  I recall  that  in  the  books  for 
juveniles  of  twenty  or  thirty  years  ago  the 
hero  would  be  knocked  out  any  number 
of  times  only  to  bounce  up  ready  to  go  in 
the  next  chapter.  So  many  accounts  of 
po.stconcussion  syndromes  say  they  develop 
in  “neurotic”  persons.  How  is  the  diagnosis 
of  neurosis  made?  Usually  it  is  simply 
a matter  of  asking  the  individual  or  his 
family  whether  he  has  had  certain  symp- 
toms deemed  “psychosomatic”  or  whether 
in  the  examiner’s  opinion  he  has  made  a 
satisfactory  adjustment  in  life. 

So,  I was  particularly  impressed  by  Dr. 
Caveness’  account  that  the  high  incidence 
of  symptoms  in  his  study  came  in  a well- 
selected  group  of  presumably  non-neurotic 
people.  In  my  talk  I avoided  classifications 
of  neuroses  in  the  usual  terms  and  took  up 
the  matter  of  the  range  of  adaptive  abilities. 


Persons  who  are  highly  conventional  and 
rigid  and  who  get  along  well  in  well-defined 
situations  aren’t  necessarily  “neurotic”  and 
usually  make  good  soldiers,  but  they  may 
do  poorly,  in  a clinical  sense,  after  head 
injuries. 

I think  that  the  circumstances  under 
which  the  head  injury  is  sustained  are  very 
significant.  If  it  occurs  in  a loosely  struc- 
tured situation,  such  as  an  unexpected 
catastrophic  happening,  and  one  is  left  with 
a poorly  defined  role,  sequelae  may  be 
more  apt  to  come  than  when  the  injurj^  is 
part  of  a more  socially  organized  series  of 
events,  such  as  in  a boxing  match  or  a 
football  game.  There,  in  a sense,  it’s  all  in 
the  family. 

Dr.  Browder:  Thank  you.  Dr.  Wein- 
stein. Dr.  Kaplan  and  I and  others  were 
not  interested  in  boxing.  We  were  trying 
to  find  out  something  about  cerebral 
concussion.  We  found  out  a considerable 
amount  about  boxing  but  very  little  about 
concussion.  I am  wondering,  and  I am 
not  trying  to  direct  your  thoughts,  if  some- 
one would  like  possibly  to  comment  about 
the  pathophysiology  of  so-called  cerebral 
concussion.  Who  has  any  notion  about 
this?  Dr.  Rabiner  has  the  floor. 

Abraham  AI.  Rabiner,  M.D.:  From 

what  Dr.  Kaplan  has  said  about  boxers  and 
from  what  others  have  said  about  serious 
head  injuries,  I somehow  got  the  feeling  that 
emotional  illness  is  very  important  in  these 
syndromes.  I would  like  to  hear  an  opinion 
about  whether  or  not  emotionally  unsound 
people  who  complain  after  the  accident  could 
be  compensated  in  any  way? 

Dr.  Browder:  They  are  usually.  Dr. 
Rabiner. 

Dr.  Rabiner:  I think  that  all  problems  of 
this  type,  whether  they  be  academic  or 
otherwise,  require  recognition  and  evaluation 
from  the  point  of  view  of  what  happens 
pathophysiologically.  One  must  bear  in 
mind  the  importance  of  the  relationship  of 
(lie  individual  himself  and  his  trauma. 
Much  has  been  made  about  the  term  “con- 
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cussion.”  Is  it  a justifiable  term?  A month 
ago  I appeared  in  court  and  was  asked  by  the 
cross-examining  attorney  to  give  a definition 
of  concussion.  I answered,  “I  don’t  know. 
I don’t  know  what  it  is.”  He  queried, 
“Are  you  sure  of  what  you  are  saying?” 
I retorted,  “I  am  sure  today.” 

Well,  he  pulled  out  a big  book,  not  a 
textbook,  but  a transcription  of  testimony 
made  in  a case  in  1930.  He  read  a long 
definition,  two  pages  long,  from  the  trans- 
cription of  thirty  years  ago.  He  said, 
“Doctor,  do  you  remember  this?”  I said, 
“No.  It’s  an  old  question  of  about  thirty 
years  ago.  At  least  I can  call  upon  the 
so-called  statute  of  limitations.  I am 
absolved  by  that  for  five  years,  anyway.” 

I think  the  term  concussion  is  one  of  a 
type  of  usage.  Actually,  it  is  the  normal 
type  of  disturbed  function  of  the  brain  that 
(•an  occur  as  the  result  of  a contact  wound 
or  blow  on  the  head.  All  this  discussion 
about  the  length  of  the  period  of  un- 
consciousness of  the  patient  after  the 
blow  on  the  head  implies  that  these  patients 
had  much  more  than  what  we  considered 
to  be  a concussion.  Years  ago  we  spoke  of 
traumatic  ansiotis  or  hemorrhagic  enceph- 
alitis. When  a patient  was  unconscious  for 
a prolonged  period  of  time,  we  considered 
that  he  had  a deep,  real  hemorrhage  of  the 
brain  and  therefore  was  left  with  scars. 
The  symptoms  he  had  afterwards  were 
justified  as  the  result  of  the  scarring  of  the 
brain.  To  diagnose  concussion  there  had 
to  be  at  least  a brief  period  of  unconscious- 
ness; either  dazed,  stunned,  or  at  least 
unconscious  for  a moment  or  a few  minutes. 
And  I think  that  no  one  can  justifiably  say 
that  they  can  demonstrate,  pathologically 
or  physiologically,  pathologic  changes  in 
the  brain  as  a result  of  concussion  alone. 

Now  the  postconcussion  syndromes.  The 
symptoms,  if  you  look  at  them  carefully, 
are  identical  with  the  symptoms  of  any 
autodistress;  they  are  of  a normal  type. 
Tightness  of  the  head,  vertigo,  dizziness, 
loss  of  or  lack  of  concentration  are  the  so- 
called  autonomic  contrivances  of  patients 


who  are  now  called  psychosomatic.  After 
a so-called  concussion  the  patient  presents 
symptoms  that  are  not  the  result  of  altera- 
tions of  brain  function  but  are  a mirroring 
of  what  has  happened  before  he  ever  had 
the  concussion.  Thousands  and  thousands 
of  people  have  concussions  and  don’t  have  a 
symptom  afterwards.  I have  had  concus- 
sions four  or  five  times.  As  a boy,  I was 
struck  by  a baseball  and  brought  to  bed  and 
doctored  for  unconsciousness.  I got  up  and 
walked  away.  I was  knocked  unconscious 
when  I was  playing  football  years  ago.  I had 
no  headaches  and  dizziness,  nor  do  I have 
lack  of  concentration — not  yet,  anyway. 

I dare  say  that  at  this  stage  of  my  life, 
if  I do  have  a concussion,  I might  have 
changes  afterward  due  to  arteriosclerosis, 
which  is  still  latent,  I hope ! 

What  happens  to  the  brains  of  people  who 
have  been  subjected  to  electric  shock 
therapy?  They  get  electric  shock,  are 
knocked  unconscious,  and  have  convulsive 
seizures.  They  have  anywhere  from  3 to 
30  or  40  such  shocks.  How  many  of  them 
have  headaches,  dizziness,  and  lack  of 
concentration  afterwards?  If  anybody  has 
a concussion,  these  people  have  concussions, 
but  we  do  not  see  any  of  these  mani- 
festations. I think  that  many  people  have 
had  a concussion,  but  they  go  on  about  life 
and  pay  no  attention  to  it  and  have  no 
residual  symptoms.  Now  I am  not  legal- 
izing, but  it  seems  to  me  that  the  problem  of 
the  post-concussive  syndrome  has  been 
magnified  and  publicized  purely  by  the 
medicolegal  aspects.  There  is  no  hold- 
over, whether  conscious  or  unconscious, 
for  perpetuating  the  complaints  or  de- 
veloping the  symptoms  that  leaves  the 
patient  an  alibi  for  not  carrying  on  normally. 
These  are  the  ones,  I think,  who  have  post- 
concussive  syndromes.  But  the  boxer,  as 
Dr.  Kaplan  says,  has  a concussion  with 
unconsciousness,  gets  up,  walks  away,  and 
the  next  week  wants  another  fight.  If 
he  had  headaches  and  dizziness,  he  would 
have  no  fight,  so  he  doesn’t  have  them. 
Thank  you. 
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^ I ''his  report  presents  aii  initial  clinical 
evaluation  of  the  use  of  tranylcypromine 
(Parnate)  combined  with  trifluoperazine 
(Stelazine)  in  the  management  of  ambula- 
tory patients  with  severe,  agitated  depres- 
sions. * My  study  of  these  drugs  is  part  of  a 
broad-spectrum  investigation  designed  to 
find  more  effective  and  safer  antidepressant 
medications.  In  this  portion  of  the  study  I 
restricted  the  use  of  this  combination  of 
drugs  selectively  to  the  treatment  of  patients 
with  severe  agitated  depressions  because  in 
my  experience  patients  with  this  type  of 
depression  have  not  responded  well  to  the 
various  antidepressant  preparations  which 
are  available  currently.  In  an  earher  evalu- 
ation I did  not  find  that  tranylcypromine 
alone  was  of  significant  benefit  in  the 
management  of  agitated  depressed  patients.^ 

Laboratory  Characteristics 
of  Tranylcypromine  and  Trifluoperazine 

Tranylcypromine. — Tranylcypromine  is 
a potent,  nonhydrazine  monoamine  oxidase- 
inhibitor  which  is  related  structurally  to  the 
amphetamines  but  which  has  pharmacody- 
namic properties  that  differ  distinctly  from 
other  drugs  of  this  type.  With  this  prepa- 
ration the  enzyme  blocking  period  is  quite 
short  as  compared  with  other  monoamine 
oxidase  inhibitors  now  available.  The  side- 
effects  and  complications  with  tranylcy- 
promine are  very  slight  as  compared  with 


* The  tranylcypromine  and  trifluoperazine  were 
supplied  by  Smith,  Kline  & French  Laboratories, 
Philadelphia,  Pennsylvania. 


other  monoamine  oxidase  inhibitors. 

Tranylcypromine  does  not  potentiate 
sedative-hypnotic  drugs.  It  has  not  pro- 
duced hepatic  damage,  leukopenia,  or  renal 
difficulties.  In  a small  percentage  of  pa- 
tients, particularly  patients  with  a history  of 
hypertension,  hypotensive  reactions  of  the 
orthostatic  type  have  been  seen,  at  times 
associated  with  dizziness,  palpitations,  and 
faintness.  A few  patients  have  complained 
of  slight  headache  or  mild  dyspepsia. 

Trifluoperazine. — Trifluoperazine  is  a 
potent  phenothiazine  tranquilizer  which  has 
had  wide  acceptance.  In  general,  I have 
found  that  in  the  management  of  severely 
anxious  psychotic  patients  and,  to  a lesser 
extent,  in  the  care  of  extremely  anxious 
psychoneurotic  patients,  chlorpromazine  re- 
mains the  most  effective  phenothiazine  for 
use  on  an  ambulatory  basis.  However,  I 
have  rarely  found  the  phenothiazines  or 
other  tranquillizing  drugs  of  significant  bene- 
fit in  severely  depressed  patients.  Tri- 
fluoperazine, if  used  in  dosages  of  10  mg.  or 
under  per  day,  has^very  few  significant  side- 
effects.  In  higher  doses  extrapyramidal- 
like  symptoms  may  occur.  Severe  side- 
effects,  such  as  leukopenia  or  hepatic  diffi- 
culties, have  been  virtually  unseen. 

Methodology  ^ 

This  report  is  based  on  an  eleven-month 
study  during  which  70  patients  were  treated 
on  an  outpatient  basis.  Fifty-two  patients 
were  women,  ranging  in  age  from  twenty-five 
to  seventy-two  years,  (all  but  5 were  over 
forty-two  years  old)  and  18  were  men. 
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thirty-nine  to  seventy  years  of  age.  The 
duration  of  the  treatment  varied  from  two 
weeks  to  eleven  months. 

The  patients  were  all  very  ill,  unable  to 
function  vocationally  or  socially.  They 
had  been  severely  ill  for  from  one  month  to 
twenty  years,  the  average  period  being  five 
months.  Forty-one  patients  had  received 
trifluoperazine  or  other  tranquilizers  without 
.significant  benefit.  Thirty-one  of  them  had 
been  treated  with  nialamide  (Niamid), 
imipramine  hydrochloride  (Tofranil),  or 
iproniazid  (Marsilid)  without  success. 
Twelve  patients  had  had  previous  trials  on 
tranylcypromine  alone,  but  there  was  no 
definite  benefit  from  this.  Electroshock 
therapy  had  produced  temporary  remissions 
j in  18  patients,  and  14  patients  had  been 
under  psychoanalytically  oriented  psycho- 
j therapy  or  intense  psychoanalysis  for  vary- 
j;  ing  periods  of  time. 

The  patients  were  screened  carefully  prior 
to  treatment.  All  of  them  manifested 
marked  anxiety  (this  term  is  defined  later), 
agitation,  restlessness,  severe  depression 
with  feelings  of  hopelessness,  inability  to 
perform  together  with  guilt  feelings  stem- 
ming from  this  lack  of  performance,  inability 
to  concentrate,  insomnia,  and  anorexia. 
Frequently  multiple  hypochondriacal  mani- 
festations accompanied  the  basic  picture. 
These  patients  all  had  a rigid,  obsessive, 
compulsive  personality  matrix  as  evidenced 
by  a history  of  meticulousness,  rigid  habit 
patterns,  and  great  difficulties  in  adapting  to 
changing  situations.  In  general,  they  had 
been  active,  aggressive,  and  intelligent 
persons.  The  syndrome  described  pre- 
viously is  the  classical  agitated  state  of  de- 
pression traditionally  described  in  women 
during  the  involutional  or  postinvolutional 
periods,  but  which  is  now  becoming  in- 
creasingly common  among  those  in  the 
middle-aged  male  population. 

Thirteen  patients  in  our  series  had  definite 
schizoid  personality  matrices.  Eight  of 
them  had  prior  histories  indicative  of  overt 
schizophrenic  psychotic  episodes.  Two  pa- 
tients had  clearly  defined  histories  indicating 


manic-depressive  psychosis.  No  patients 
with  organic  mental  syndromes  were  in- 
cluded in  this  study. 

Technic  of  Evaluation  of  Improvement 
Level 

The  technic  used  in  evaluating  the  level  of 
improvement  achieved  by  these  patients  is 
similar  to  that  used  by  me  in  other  studies 
with  antidepressant  drugs  in  ambulatory, 
noninstitutionahzed  patients.  It  stresses 
the  patient’s  adaptation  to  routine  voca- 
tional and  social  responsibilities  of  everyday 
life  in  addition  to  the  degree  of  symptomatic 
improvement.  The  degree  of  pride  and 
pleasure  is  considered  also. 

In  the  evaluation  of  drugs  designed  for  the 
relief  of  depression  we  also  measured  the 
changes  in  two  specific  clinical  areas,  namely, 
mood  and  psychomotor  activity.  These 
two  areas  were  not  considered  under  the 
general  heading  of  “Amelioration  of  Initial 
Symptoms”  because  they  are  of  cardinal  im- 
portance in  all  depressions.  Any  consistent 
trend  of  improvement  caused  in  one  or  both 
of  these  areas  by  any  medication  is  of  utmost 
importance. 

The  details  of  the  scheme  are  as  follows : 

Effect  on  Mood. — In  this  instance  “mood” 
refers  to  the  degree  of  depression  as  measured 
by  facial  e.xpression;  tone,  quality,  and  vol- 
ume of  voice;  and  content  of  conversation. 

Key.—{\)  Excellent:  Appropriate  cheer- 

fulness and  optimism;  depression,  when  it 
appears,  is  commensurate  with  the  severity 
of  the  cause  in  both  intensity  and  duration. 
(2)  Good:  Appropriate  cheerfulness  and  op- 
timism in  most  instances  but,  on  brief,  self- 
limiting  occasions  given  to  episodes  of  mild 
“blueness,”  pessimism,  and  diluted  capacity 
for  pleasure.  Depression,  when  it  appears, 
may  be  slightly  more  severe  than  is  commen- 
surate with  the  cause  in  intensity  and  dura- 
tion; feelings  of  hopelessness,  if  they  occur, 
are  mild  and  transient.  (3)  Fair:  General 
feeling  of  “blueness,”  relative-anhedonia, 
chronic  pessimism,  rare  and  brief  periods  of 
cheerfulness  and/or  optimism  not  commen- 
surate with  the  cause.  Prone  to  frequent 
episodes  of  severe  depression  with  marked 
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feelings  of  hopelessness.  Suicidal  preoccu- 
pations, if  they  o(;cur,  are  transient  and  poorly 
organized.  (4)  Poor:  Continued  profound 

depression,  anhedonia,  obsessed  with  feelings 
of  hopelessness,  dominated  by  suicidal  pre- 
occupations. 

Effect  of  I’sychomotor  Activity.-  In 
this  instance  “jisychomotor  activity”  refers  to 
the  motor  activity  which  is  a reflection  of  the 
degree  of  emotional  stress. 

Hyperactive  Group  Key. — (1)  E.xcellent: 
Activity  appropriate  in  degree  and  duration 
to  the  environmental  stimuli.  (2)  Good: 
Appropriate  motor  activity  in  most  instances, 
but  brief,  self-limited  periods  of  mild  restless- 
ness, possibly  with  short  periods  of  pacing; 
all  slightly  more  severe  than  is  commensurate 
with  severity  of  the  cause  in  intensity  and/or 
duration.  (3)  Fair:  General  restlessness,  in- 
frequent periods  of  being  able  to  remain  in 
one  place,  frequent  pacing,  prone  to  have 
periods  of  extreme  restlessness  with  marked 
pacing  and  moving  about  precipitated  by 
minor  stimuli.  (4)  Poor:  Extreme  restless- 
ness, constant  pacing,  incessant  moving. 

There  may  or  may  not  be  chronic  complaints 
of  fatigue  among  those  diagnosed  as  “fair” 
or  “poor.” 

Hypoactive  Group  Key. — (1)  E.xcellent:  Ac- 
tivity appropriate  in  degree  and  duration  to 
the  environmental  stimuli.  (2)  Good:  Ap- 
propriate motor  activit}^  in  most  instances 
but  given  to  brief  self-limited  periods  of  slow- 
ness associated  usually  with  complaints  of 
fatigue  and/or  tiredness.  This  often  is  de- 
scribed as  “feeling  lazy.”  All  this  is  slightly 
more  severe  than  is  commensurate  with  the 
environmental  stimuli  in  intensity  and/or 
duration.  (3)  Fair:  Generalized  slowness, 

difficulty  initiating  anj"  activity,  infrequent 
“bursts”  of  motor  activity  (constant  com- 
plaints of  fatigue).  Prone  to  have  periods  of 
extreme  slowness  or  even  lack  of  activity  with 
patient  remaining  in  bed  and  unable  to  fulfill 
routine  daily  personal  responsibilities.  (4) 
Poor:  Immobile,  vegetating,  not  fulfilling 

routine  daily  jiersonal  responsibilities. 

Performance. — Vocational  Performance 

Key. — (1)  Excellent:  Full-time  employment, 
functioning  efficiently  without  strain,  great 
pride  and  pleasure  from  attainments.  (2) 
Good:  Full-time  employment,  greater  effort 
required,  moderate  pride  and  pleasure.  (3) 


Fair:  Working  intermittently  with  consider- 
able difficulties,  frequent  absences,  faulty  per- 
formance at  times,  lack  of  pride  and  pleasure 
from  attainments.  (4)  Poor:  Unable  to  per- 
form at  all. 

Social  Performance  Key  {Individual  and 
group  inter  personal  relationships). — (1)  Excel- 
lent: Active  and  comfortable;  high  level 
of  pride  and  pleasure  obtained.  (2)  Good: 
Active  but  with  slight  to  moderate  difficulty 
at  times;  limited  pleasure  capacity.  (3) 
Fair : Socializes  with  great  difficulty,  becomes 
anxious  readily,  has  lack  of  pride  and  very 
limited  and  infrequent  pleasure.  (4)  Poor: 
Seclusiveness  or  chaotic  relations. 

Amelioration  of  Anxiety. — An.xiety  is 
defined  for  our  purposes  here  in  its  broadest 
sense.  We  consider  it  synonymous  with 
fear,  whether  this  fear  is  generated  by  un- 
conscious conflict  or  actual  difficulties.  We 
attempted  to  quantitate  anxiety  according 
to  a four-point  scale  after  analyzing  this  psj^- 
chophysiologic  phenomenon  into  several  com- 
ponents, namely:  motor  component,  affec- 
tual  component,  verbal  component,  and 
autonomic  component. 

Key. — (1)  Calm:  No  restlessness.  Overt 
expression  of  fear,  when  it  occurs,  is  appro- 
priate to  the  severity  of  the  actual  stress. 

(2)  Slight:  Slight  restlessness,  slight  affectual 
expression  of  fear,  slight  pressure  of  speech. 

(3)  Marked:  Marked  restlessness,  pacing, 

marked  overt  affectual  expression  of  fear, 
often  severe  pressure  of  speech.  (4)  Panic. 

Amelioration  of  Initial  Symptoms 
Key. — (1)  Excellent:  All  symptoms  com- 
pletely gone.  (2)  Good:  Sjunjitoms  mark- 
edly rc'duced  in  intensity  and  frequency,  pa- 
tient able  to  cope  with  them.  (3)  Fair: 
Slight  improvement  only  with  symptoms  con- 
tinuing to  jilague  patient  most  of  the  time  and 
with  marked  impact.  (4)  Poor:  Symptoms 
unchanged  or  worse. 

Dreams. — Whenever  possible,  dreams  were 
sought  out  and  studied  in  an  attempt  to  gain 
additional  information.  The  disappearance 
of  nightmares,  decrease  in  the  frequency  of 
rage  dreams,  and  increase  in  the  frequency  of 
pleasant  dreams  were  points  that  were  evalu- 
ated. 

Final  Improvement  Rating. — The  final 
improvement  rating  is  indicated  on  the  fol- 
loiving  four-point  scale  which  took  into  ac- 
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count  all  of  the  factors  described  previously : 

I.  Excellent. — Appropriate  cheerfulness, 
optimism  and  motor  activity,  full-time  em- 
ployment, active  and  comfortable  social  per- 
formance, marked  pride  and  pleasure  from 
vocational  and  social  performance. 

II.  Good. — Usually  appropriate  cheerful- 
ness, optimism,  and  motor  activity,  but  with 
periods  of  mild  “blueness”  and  periods  of 
either  slight  restlessness  or  slight  slowness  and 
listlessness;  full-time  employment  but  re- 
quiring shghtly  greater  effort  than  usual; 
active  socially  but  with  slight  to  moderate 
difficulties  at  times;  slight  residual  anxiety; 
symptoms  markedly  reduced  in  intensity  and 
frequency;  limited  pride  and  pleasure  from 
performance. 

III.  Fair. — General  feeling  of  depression, 
relative  anhedonia,  chronic  pessimism,  prone 
to  frequent  periods  of  profound  depression, 
marked  restlessness  with  pacing  or  marked 
motor  inactivity;  working,  but  with  con- 
siderable difficulties;  frequent  absences,  so- 
cializing with  great  difficulty;  moderate-to- 
marked  residual  anxiety;  slight  improve- 
ment in  symptoms;  minimal  pride  and  pleasure 
from  performance. 

IV.  Poor. — Continual  profound  depres- 
sions, anhedonia,  obsessed  by  feelings  of 
hopelessness  dominated  by  suicidal  preoccu- 
pations; either  incessant  pacing  and  uncon- 
trolled activity  or  immobility;  unable  to  per- 
form vocationally  or  socially;  anxiety  level 
severe  and  unchanged;  symptoms  unchanged; 
absence  of  pride  and  pleasure  from  perform- 
ance. 

All  the  patients  in  this  study  were  in  the 
hyperactive  group  with  regard  to  p.sycho- 
motor  activity  when  treatment  with  tranyl- 
cypromine and  trifluoperazine  was  begun. 

Technic  of  Administration 

The  usual  initial  daily  dosage  was  10  mg. 
of  tranylcypromine  and  3 mg.  of  trifluo- 
perazine administered  in  combination  three 
times  per  day.  In  particularly  severe  cases 
this  combination  of  drugs  was  given  four 
times  per  day.  As  I became  more  skilled 
in  the  use  of  this  combined  regime,  I found 
that  in  patients  in  whom  the  degree  of  agita- 
tion was  not  too  profound,  2 mg.  of  tri- 


TABLE  I. — Improvement  Ratings  with  Tranyl- 
cypromine IN  Combination  with  Trifluoperazine 


Improvement  Rating 

Number  of 
Patients 

Percentages 

I (Excellent) 

11 

16 

II  (Good) 

32 

46 

III  (Fair) 

13 

18 

IV  (Poor) 

14 

20 

fluoperazine  together  with  10  mg.  of  tranyl- 
cypromine, given  three  or  four  times  per 
day,  was  an  adequate  dosage.  Therefore, 
the  key  to  the  amount  of  trifluoperazine 
used  was  the  degree  of  agitation  manifested 
prior  to  the  onset  of  therapy.  The  com- 
bined regime  was  tried  for  a minimum  period 
of  three  weeks.  The  trial  period  was  less  in 
7 patients  who,  because  of  overwhelming 
suicidal  drives,  were  started  on  electroshock 
therapy,  since  they  did  not  respond  signifi- 
cantly after  two  weeks  of  the  combined 
drug  therapy.  As  mentioned  before,  some 
patients  have  been  maintained  on  the  com- 
bination for  eleven  months. 

Clinical  Results 

Eleven  (16  per  cent)  of  the  70  patients 
with  severe,  agitated  depressions  who  were 
treated  with  the  tranylcypromine-trifluoper- 
azine combination  could  be  considered  as 
achieving  an  improvement  rating  of  I 
(excellent),  while  32  (46  per  cent)  showed  an 
improvement  rating  of  II  (good).  There- 
fore, 43  or  62  per  cent  of  the  total  of  70 
patients  treated  in  this  series  had  complete 
or  almost  complete  remission  of  their  de- 
pressions and  were  able  to  return  to  full 
vocational  and  social  activity  and  function 
on  a high  level.  Thirteen  (18  per  cent)  of 
the  patients  treated  showed  an  improvement 
rating  of  III  (fair),  and  the  remaining  14 
patients  (20  per  cent)  did  not  demonstrate 
any  change  remaining  with  the  improve- 
ment rating  IV  (poor).  The  results  are 
summarized  in  Table  I.  When  the  results 
were  evaluated  further,  I noted  that  8 of  the 
14  patients  included  under  improvement 
rating  IV  were  schizophrenic  patients. 

I did  not  find  that  the  age  or  sex  of  the 
patients  had  any  significant  effect  on  the 
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results.  Tlie  duration  of  illness  did  have  a 
bearing  on  the  response.  In  general,  pa- 
tients ill  for  six  months  or  less  had  the  best 
results. 

However,  7 patients  who  w^ere  ill  for 
more  than  three  years  responded  very 
satisfactorily  to  the  medications.  Prior  to 
receiving  the  tranylcypromine-trifluopera- 
zine combination,  these  patients  had  been 
treated  with  various  organic  and  psycho- 
therapeutic technics  by  many  psychiatrists 
but  without  significant  benefit. 

Those  patients  included  under  improve- 
ment ratings  I and  II  (excellent  and  good) 
showed  definite  signs  of  improvement  within 
seventy-two  hours  after  having  been  started 
on  the  medications.  It  was  a great  excep- 
tion for  significant  improvement  to  ocicur  if 
the  initial  evidence  of  this  improvement  was 
not  noted  during  the  first  three  treatment 
days. 

It  was  not  unusual  for  striking  improve- 
ment to  be  reported  after  only  twenty-four 
hours  of  therapy. 

Effect  of  Tranylcypromine- 
Trifluoperazine  on  Psychomotor 
Activity  and  Mood 

Psychomotor  activity  and  mood  were 
singled  out  for  closer  evaluation  because  in 
previous  studies  with  antidepressant  drugs 
I found  that  an  improvement  in  psycho- 
motor activity  preceded  any  improvement  in 
the  depressed  affect. In  this  study  of  the 
43  patients  who  obtained  very  satisfactory 
results,  3G  (84  per  cent)  had  evidence  of  a 
slowing  or  decrea.se  in  the  pretreatment  level 
of  psychomotor  activity  prior  to  tlie  im- 
provement in  the  depres.scd  mood.  These 
patients  described,  in  general,  t hat  a decrea.se 
in  restlessness  and  general  muscle  tension 
was  the  earliest  sign  of  improvement.  The 
improvement  in  mood  usually  began  about 
twenty-four  hours  after  the  improvement  in 
psychomotor  activity.  It  usually  took  from 
one  to  three  weeks  for  the  patients  to  reach 
the  point  at  which  they  could  assume  voca- 
tional and  social  responsibilities  on  a high 
plane. 


Complications  of  Tranylcypromine- 
Trifluoperazine  Therapy 

All  of  the  patients  included  in  this  study 
had  thorough  general  medical  and  neurologic 
examinations  before  therapy  was  instituted. 
Forty-seven  of  them  had  blood  counts  and 
urinalyses.  Twenty  patients  had  liver  func- 
tion studies,  and  38  had  electrocardiographic 
studies.  Mtal  signs  were  checked  fre- 
quently. No  adverse  hematopoetic,  renal, 
or  hepatic  changes  were  noted.  i\Io.st 
patients  complained  of  a slight  dryness  of 
the  mouth,  and  3 patients  noted  mild 
dyspepsia.  Three  patients  complained  of 
slight  stiffness  of  their  hands  (all  3 patients 
were  on  12  mg.  of  trifluoperazine  per  day) 
which  was  relieved  either  by  decreasing  the- 
total  dosage  of  trifluoperazine  or  by  addfi^g; 
methanesulphonate  (Cogentin)  to  the  re-. 
gime.  Only  1 patient  had  any  significant 
orthostatic  hypotensive  reaction.  Tfanjd-. 
cypromine  in  higher  doses  can  cause  hypo-, 
tensive  reactions  .similar  to  those  frc(}uently 
reported  secondaiy  to  the  use  of  monamine  • 
oxida.se  inhibitors. 


1 


1 


Commen  t 

Tranylcypromine  in  combination  with 
trifluoperazine  is  of  definite  benefit  in  the 
treatment  of  patients  with  severe,  agitated 
depressions.  In  my  experience,  it  is  the  only 
p.sychopharmacologic  antidepressant  that 
has  proved  to  be  of  significant  Avorth  in  the 
ambulatory  treatment  of  severely  agitated 
depres.sed  patients,  when  the  re.sults  were 
evaluated  according  to  the  technic  described  , 
in  the  body  of  this  paper.  Other  effective  i 
antidepre.s.sants,  such  as  iproniazid  or  imipra- 
mine  hydrochloride,  are  of  benefit  almost 
exclu.fively,  in  my  e.xperience  in  patients^  n 
who.se  depressions  were  associated  with  dp--  H 
creased  psychomotor  activity.  The.se  a,qti- . U 
depres.sants  arc  of  particular  help  in,  en- . V 
dogenous  depression,  a syndrome  whfi'h  is  . ■ 
characterized  in  mo.st  instances  1)A"  decreased  A 
p.sychomotor  activity.  B 

On  reviewing  a series  of  80  depressed  pa-  - B 
tients  who  had  been  treated  with  iproniazid,  B 
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I found  that  while  31  (39  per  cent)  of  the 
total  group,  had  improvement  ratings  of  I 
and  II,  on’iy  9 per  cent  of  those  with  agitated 
depressirms  had  significant  results.  The 
I’emaia^Jer  of  the  agitated  eases  re(juired 
electrr jshock  therapy.  In  a recent  study  of 
imipr  amine  hydrochloride  I reported  that 
the  drug  was  “most  effective  in  patients 
wT.ose  depression  is  associated  with  a marked 
d'ecrease  in  psychomotor  activity. I 
'found,  in  such  cases,  that  an  increase  in 
psychomotor  activity  usually  preceded  the 
amelioration  of  the  depressed  affect.  While 
imipramine  hydrochloride  produced  very 
satisfactory  therapeutic  resnlts  in  23  of  49 
patients  (47  per  cent)  witli-a  very  low  level  of 
psychomotor  activity,  >it  was  of  benefit  in 
only  G of  a group  of  45  patients  (13  per  cent) 
'.with  a markedly  elevated  1o\t1  of  psycho- 
motor activity. 

I have  found  that  the  use  of  the  tranyl- 
cypromiHc-trifluoperazine  combination  has 
reduced  'greatly  the  need  for  electroshock 
therap3'  in  the  management  of  patients  with 
, sevemagitated  depressions.  The  Ipng-nuige 


effects  of  these  drugs  as  a prophylaxis  against 
recurrent  depressions  is  as  yet  unanswered. 

Summary 

Seventy  patients  with  severe  agitated  de- 
pressions were  treated  with  tranylcypromine 
in  combination  with  trifluoperazine. 
Tranylcypromine  is  a powerful  monamine 
Oxidase  inhibitor  which  is  related  structurally 
to  the  amphetamine  drugs.  This  combina- 
tion of  drugs  produced  very  striking  results 
in  62  per  cent  of  the  patients  treated.  No 
severe  complications  were  encountered. 
The  drug  combination  appears  to  be  of  much 
greater  benefit  in  the  treatment  of  patients 
with  agitated  depressions  than  the  other 
psychopharmacologic  preparations  currently 
available. 

710  West  1 G8th  Stheet,  New  York  32 
Rejerences, 

1.  I^esse,  S.:  A preliminary  evaluation  of  trans^ 

DL^2-phenylcyclopropylamine  hydrochloride  (SKF 
385),  Int.  Rec.  Med.  173:  h32  (Oct.)  1960. 

2.  Idem:  The  evaluation  of  imipramine  hydrochlo- 

ride in  the  ambulatorj-  treatment  of  depressed  pa- 
tients, J,  Neuropsychiat.  1:  246  (June)  1960. 


Heart  AlUacks  Ckciir  More  Often  Among  Lower- SaldFi^  Men 


Heart  attacks  occur  more  freitiuently  among  lower- 
.salaried  male  employes  thaji  among  those  in  higher 
brackets,  a three-year  study  of  first  heart  attacks 
among  3S.  I.  du  Pont  de  Nemours  & Company  per- 
sfflmnel  reported. 

Male  employes  were,  divided  into  five  grouj>s  on 
fRRonomic  basis  and  level  of  job  responsibility  to 
•ascertain  the  relationship  between  heart  attacks  and 
'occupation.  The  study  showed  that  the  incidence 
of  heart  attacks  was  lowest  among  the  highest 
.salary  groups,  being  2 per  1,000  persons  per  year. 
.In  the  second  highest  salary  group,  the  rate  wiis  2.4 
iper  1,000,  and  the  rate  rose  to  3,8  and  4 per  1,000  in 
the  two  lower-salaried  groups. 

The  fifth,  or  “wage  roll,”  group  consisted  of 
.skilled,  semiskiUrd,  and  un.skilh'd  productio.u  workers 


who,  on  the  who!e>  WetC  Wiore  physically  active  at 
work  than  those  in  th6  other  four  classifications. 
The  heart  attack  rate  in  this  group  was  2.9  per 
1)000  persons  per  year. 

The  authors  feel  that  their  data  are  “inconsistent 
with  the  Idea  that  the  increased  responsibility  of 
men  at  the  upper  levels  of  management  increases 
their  susceptibility  to  coronary  heart  disease. 
Although  stress  may  be  an  important  factor  in  the 
development  of  the  disease,  the  level  of  job  re- 
sponsibility is  not  necessarily  an  indicator  of  the 
degree  of  stress  to  which  an  individual  is  sul>^ 
jected.” 

Sidney  Pell,  Ph.D.,  and  C.  A.  D' Alonzo,  M.D., 
J oumal  of  the  American  Medical  Association/,  Feb- 
ruary 11,  1961 
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Current  Concepts  of  Superficial  Fungus  Diseases 
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{Frotn  the  Metropolitan  Medical  Center  and  The  Mount  Sinai  Hospital) 


Griseofulvin  is  the  most  significant 
recent  advance  in  the  treatment  of 
superficial  fungus  infections.  Skin  lesions 
produced  by  Candida  albicans,  although 
indistinguishable  from  those  caused  by  the 
superficial  dermatophytes,  are  resistant  to 
griseofulvin  but  are  sensitive  to  fungicidin 
(nystatin).  Despite  the  availability  of  these 
new  agents,  the  prognosis  of  these  infections 
is  not  dependent  solely  on  adequate  intake 
of  medication  but  is  the  reflection  also  of  the 
accuracy  of  diagnosis,  the  immunologic 
status  of  the  patient,  the  local  tissue  resist- 
ance, and  the  exposure  to  endogenous  and/or 
exogenous  reservoirs  of  fungi. 

Need  for  Laboratory  Tests 

The  indiscriminate  use  of  griseofulvin  or 
nystatin  for  supposed  fungus  iirfections  re- 
sults in  loss  of  time,  unnecessary  expense  to 
the  patient,  and  false  treatment  failures. 
A laboratory  examination  (direct  mount  in 
potassium  hydroxide  and  cultures  on  Sa- 
bouraud’s  medium)  should  be  used  for  con- 
firmation of  the  diagnosis  since  clinical  im- 
pressions are  not  always  correct.  Marples 
and  Bailey,^  for  example,  studied  the  fourth 
interspace  of  the  feet  of  175  subjects  for  the 


presence  of  fungi  and  found  organisms  in 
8.9  per  cent  of  clinically  normal  feet,  in 
12.5  per  cent  of  asymptomatic  abnormal 
feet,  and  in  58.8  per  cent  of  symptomatic 
abnormal  feet.  Strauss  and  Kligman^  were 
able  to  corroborate,  by  laboratory  tests, 
clinical  diagnoses  of  fungus  infections  of  the 
soles  in  95  per  cent  of  the  cases,  of  the  inter- 
triginous  areas  in  75  per  cent  of  the  cases, 
and  of  the  nails  in  65  per  cent  of  the  cases. 
In  75  per  cent  of  their  cases,  the  results  of 
the  potassium  hydroxide  examinations  and 
of  the  cultures  coincided;  however,  in  23 
per  cent  only  the  potassium  hydroxide  prep- 
arations gave  positive  findings,  and  in  2 per 
cent  the  cultures  alone  gave  positive  findings. 
Increased  yields  of  pathogenic  fungi  have 
been  obtained  by  the  incorporation  into 
Sabouraud’s  medium  of  a saprophyte  in- 
hibitor, cycloheximide,  and  other  antibiotics 
that  reduce  bacterial  overgrowth.*”® 

Griseofulvin,  first  described  in  1939,^  was 
isolated  originally  from  cultures  of  Peni- 
cillium  griseofulvin  and  subsequently  from 
several  other  Penicillium  strains.  In  the 
early  1940’s  it  became  available  commer- 
cially for  the  management  of  fungus  bhghts 
in  plants.  Clinical  trials  were  not  initiated, 
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-Tiowever,  until  Gentles®  reported  the  cure 
Iby  griseofulvin  of  experimental  ringworm  in 
'the  guinea  pig.  Within  a few  months  three 
groups  of  clinical  investigators  reported 
the  successful  treatment  of  superficial  fungus 
diseases  in  man.®-^^ 

Griseofulvin  inhibits  the  growth  of  the 
common  dermatophytic  fungi  of  the  Micro- 
sporum,  Epidermophyton,  and  Trichophy- 
ton genera.  Candida  albicans,  Microsporum 
minutissimum,  Microsporum  furfur,  and 
Trichosporum  beigelii  are  resistant  to  the 
antibiotic. 

A response  is  seen  in  most  patients  at  dose 
levels  of  1 Gm.  per  day,  although  some 
individuals  will  respond  to  250  mg.  per  day.'® 
The  duration  of  treatment  varies  from  three 
to  four  weeks  for  skin  lesiojis  to  six  or  seven 
months  or  longer  for  lesions  of  the  nails.'® 
Wilson'^  found  that  the  concomitant  pres- 
lence  of  diabetes  or  Cushing’s  syndrome  and 
superficial  fungus  infection  did  not  reduce 
the  effectiveness  of  griseofulvin  therapy. 
Mandel'®  presented  a patient  with  Tri- 
chophyton rubrum  infection  of  the  finger- 
nails of  one  hand  and  the  adjacent  skin  which 
was  associated  with  uncontrolled  diabetes 
mellitus.  In  this  case,  the  initial  response 
of  all  lesions  to  1 Gm.  of  griseofulvin  per  day 
was  good;  however,  exacerbations  of  the 
disease  were  seen  during  the  course  of  treat- 
ment. After  the  diabetes  was  brought  under 
control,  the  same  dosage  of  griseofulvin  was 
adequate  to  produce  complete  resolution  of 
the  lesions. 

The  toxicity  of  griseofulvin  is  low;  how- 
ever, diarrhea,  gastrointestinal  distress, 
headaches,  poor  tolerance  of  alcohol,  al- 
buminuria, and  slight  depression  of  the  white 
count  have  been  noted  occasionally.'®’'® 
Erythema  multiforme,  generalized  mor- 
billiform eruptions,  urticaria,  and  angio- 
neurotic edema  have  occurred  in  patients 
receiving  this  medication.'®-'^ 

Although  griseofulvin  is  produced  by  Peni- 
•cillium,  it  does  not  produce  allergic  reactions 
in  penicillin-sensitive  patients.  Pruritus, 
headaches,  erythema,  and  urticaria  may 
appear  within  the  first  few  days  of  therapy 


only  to  disappear,  even  though  the  admin- 
istration of  griseofulvin  is  continued.'® 
This  effect  (Herxheimer-like)  should  be  kept 
in  mind  when  reactions  occur,  otherwise  the 
griseofulvin  may  be  discontinued  prema- 
turely. 

In  rats  and  mice  receiving  high  doses 
(1.3  Gm.  per  kilogram  per  day)  of  griseo- 
fulvin, partial  to  total  suppression  of  sper- 
matogenesis has  been  noted.'®  In  human 
beings  receiving  2 Gm.  daily  of  the  anti- 
biotic for  over  six  months,  however,  no 
effects  on  spermatogenesis  were  seen.®® 

Griseofulvin  apparently  acts  by  com- 
bining with  keratin  and  renders  it  resistant 
to  invasion  by  the  dermatophytes.  Topical 
applications  produce  no  therapeutic  effects,®' 
although  griseofulvin  is  markedly  fungi- 
static in  vitro.®®  In  his  original  communica- 
tion, Gentles®  reported  that  the  tips  of  the 
hairs  of  the  infected  animals  treated  with 
griseofulvin  continued  to  fluoresce  under  a 
Wood’s  light  and  that  microscopic  examina- 
tion of  the  hair  shaft  still  showed  organisms 
in  the  distal  end,  while  the  proximal  portion 
of  the  hair  that  grew  out  during  treatment 
was  free  of  fungi. 

Harrell  et  have  shown  that  the  bril- 
liant, emerald-green  fluorescence  of  the 
scalp  hairs  infected  with  Microsporum 
audouini  or  canis  (lanosum)  changes  to  a 
dull  white  after  seven  to  fourteen  days  of 
griseofulvin  administration.  The  loss  of 
fluorescence,  however,  does  not  signify 
nonviability  of  these  fungi,  since  cultures 
of  M.  audouini  or  M.  canis  can  be  obtained 
by  planting  these  hairs  on  Sabouraud’s 
medium.  Tinea  capitis  infections  are  cured 
only  when  two  consecutive  cultures  made 
one  week  apart  show  negative  results. 

Some  strains  of  fungi  have  demonstrated 
in  vitro  resistance  to  griseofulvin,  but  there 
do  not  seem  to  be  any  examples  of  in  vivo 
development  of  resistance  to  the  medication. 

It  is  clear  from  both  laboratory  and  clin- 
ical studies  that  therapy  must  be  continued 
until  all  laboratory  evidence  and  all  clinical 
signs  of  infection  have  disappeared.  Since 
cure  is  not  associated  with  the  development 
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of  immunity,  reinfection  from  either  an 
lundetected  nidus  of  infection  or  from  ex- 
ogenous foci  (clothes,  floor)  is  a possibility. 
Tlelapses  from  fungi  residing  in  apparently 
normal  skin  develop  when  changes  occur 
►eithe-r  in  local  conditions  (moisture,  friction) 
•or  in  the  immunologic  status  of  the  patient. 

Epi  de  in  xology 

The  incidence  and  pattern  of  superficial 
fungus  infections  vary  according  to  both 
place  and  time.  Miedzinski  and  Lipski,^^ 
in  a survey  of  348  cases  of  mycotic  infection 
in  Great  Britain,  found  the  following  fungi 
to  be  the  prinicpal  causative  agents:  Tri- 
chophyton violaceum  (42.1  per  cent);  Tri- 
chophyton (Achorion)  schoenleini  (18.7  per 
cent),  and  Trichophyton  mentagrophytes 
(17.5  per  cent).  In  the  University  of 
Chicago  clinics  from  1950  through  1954,  the 
most  commonly  cultured  dermatophytes 
from  cases  other  than  tinea  capitis  were,  in 
'order  of  frecjuency,  T.  rubrum,  T.  menta- 
:grophytes,  and  Epidermophyton  floccosum.-® 
In  3,182  ca.ses  of  fungus  infection  seen  at  the 
New  York  Skin  and  Cancer  Unit  between 
1935  and  1954,  T.  mentagrophytes,  T. 
rubrum,  and  to  a lesser  extent,  E.  floccosum 
were  the  principal  organisms.-® 

Despite  local  variations,  some  general  and 
apparently  world-wide  trends  are  discernible. 
One  is  an  increase  in  the  proportion  of 
tinea  capitis  caused  by  Trichophyton  ton- 
.surans  with  a concomitant  decline  in  M. 
audouini  cases. A second  is  the  increase 
in  T.  rubrum  infections  reported  by  a num- 
ber of  widely  separated  clinics.  At 
the  New  York  Skin  and  Cancer  Unit,  for 
example,  the  cases  of  dermatophytosis  due 
to  T.  mentagrophytes  dropped  from  13 
to  2 per  cejit  between  1935  and  1954,  while 
T.  rubrum  infections  increased  from  1.8 
to  10  per  cent.^®  The  authors  propose  as  a 
po.ssible  explanation  the  fact  that  T.  rubrum 
is  more  difficult  to  treat  and  more  often 
becomes  chronic.  The  possibilities  of  im- 
provements in  culture  media  and  diagnostic 
technics  are  considered  also. 

One  importiint  factor  in  the  pattern  of 


fungus  infections,  and  perhaps  an  influence 
on  the  current  changing  trends,  is  the  differ- 
ence between  rural  and  urban  exposures. 
Georg,  Hand,  and  IMendes®®  found  that  ^I. 
audouini,  M.  canis,  and  T.  tonsurans  were 
the  most  common  cau.ses  of  infections  among 
urban  dwellers.  In  rural  areas,  the  most 
common  dermatophytes  were  Trichophyton 
verruco.sum  and  T.  mentagrophytes.  T. 
vei’rucosum  is  almost  entirely  of  bovine 
origin,  while  T.  mentagrophytes  may  come 
from  cows,  hor.ses,  and  rodents.®®  Bjorn- 
stad®"*  reports  6 ca.ses  of  deep  trichophyta 
infection  of  bovine  origin  in  cross-country 
runners  acquired  during  their  pas.sage 
through  heavy  undergrowth. 

A number  of  bizarre  lesions  produced  by 
organisms  of  the  Trichophyton  genus  have 
been  .seen.  Wilson  and  his  coworkers,®® 
Mullins  and  Watts,®®  and  Cremer®^  describe 
patients  with  deep-.seated  pustules  and 
nodules  composed  of  chronic  granulomatous 
infiltrates  around  the  hair  follicles  of  the 
legs.  T.  i-ubrum  is  found  in  the  hair  shafts 
and  the  granulomatous  areas  in  the  corium. 
T.  rubrum  infections  also  may  simulate 
erythema  perstans®®  and  creeping  eruption.®® 
Witkop  (white  head  di.sea.se),  found  in 
children  in  South  Africa  and  long  thought 
to  be  a manifestation  of  syphilis,  now  has 
been  demonstrated  to  be  caused  by  T. 
.schoenleini.^® 

Unusual  id  reactions,  such  as  erythema 
multiforme,  erysipela.s-like  lesions,  urticaria, 
thrombophlebitis,  thromboangitis  obliter- 
ans, exfoliative  dermatitis,  and  erythema 
annulare  centrifugum  all  have  been  de- 
scribed. 

Two  new  dermatophytes,  IMicrosporum 
distortum  and  Keratinomyces  ajelloi,  have 
been  reported.  DiMenna  and  Marples''® 
i.solated  M.  distortum  in  New  Zealand  from 
children  with  tinea  capitis  and  from  an 
adult  with  tinea  corporis.  Kaplan  and 
his  associates'^  recovered  this  organism 
from  a monkey  and  from  a Boston  terrier 
and  its  puppies.  Brooks  and  his  coworkers^® 
found  the  fungus  on  the  skin  of  a laboratory 
technician  who  had  handled  monkeys.  M. 
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(listortuni  is  Wood’s  light-posilivo,  fluo- 
rescing in  a manner  similar  to  M.  audouini 
and  lanosum.  It  produces  a small  spore 
ectothrix  infection  of  hairs  and  yields  a 
culture  on  Sabouraud’s  medium  within  seven 
days.  jNIarkedl}'^  distorted  (hence  the  name) 
macroconidia  are  seen  in  culture  mounts. 

K.  ajelloi  was  disco^'ered  ^"anbreuse- 
ghem  and  his  a.ssociates^®  in  a cutaneous 
lesion  of  an  agricultural  worker  and,  si- 
multaneously, from  the  earth  of  the  field 
where  he  worked.  Georg  et  al.^°  isolated  the 
organism  from  the  skin  lesion  of  a captive 
malabar  scpiirrel  and  succeeded  in  producing 
experimental  infection  in  four  guinea  pigs. 
This  fungus  also  grows  readily  on  Sabou- 
raud’s medium  but  undergoes  pleomorphic 
degeneration  rapidly.  Culture  mounts  are 
characterized  by  long,  thin  septate  macro- 
conidia which  taper  at  each  end  (cylindro- 
f usiform) . 

Etiology 

Formerly,  the  concept  of  transmission  of 
the  superficial  fungi  was  twofold:  anthro- 
pophilic  (man  to  man,  such  as  M.  audouini 
infection)  or  zoophilic  (animal  to  man,  such 
as  M.  canis  infection).  A new  avenue  of 
infection,  geophilic  (soil  to  man  or  animal, 
such  as  Microsporum  gypsum  and  K.  ajelloi) 
has  been  demonstrated  by  these  recent 
studies.®^  The  fungi  involved  are  free-living 
keratinophilic  organisms  commonly  found 
in  soil,  which  under  certain  conditions  can 
parasitize  human  beings  and  lower  animals 
and  produce  disease. 

Tinea  pedis  has  been  the  object  of  a 
large  number  of  investigations  of  fungus 
etiology  because  of  the  obvious  discrepancy 
between  the  incidence  of  exposure  to  the 
dermatophyte  and  the  development  of 
symptomatic  disease.  Potentially  patho- 
genic fungi  are  recovered  readily  from  the 
bathhouse  floors  of  any  public  bathing 
area.^’®’®^  The  pathogens  are  shed  easily 
from  the  feet  of  infected  persons.  Baer 
et  were  able  to  demonstrate  fungus 

elements  in  the  foot  bathwater  of  69  per  cent 
of  78  subjects  with  clinical  fungus  infections. 


Moreover,  they  found  fungi  in  the  foot  bath- 
water of  14  per  cent  of  28  subjects  without 
clinical  symptoms  of  infection.  Similarly, 
Gentles®^  observed  that  many  persons  who 
have  no  clinical  signs  of  fungus  infection  are 
carriers  of  the  disease. 

It  has  been  observed  that  dermatophytes 
that  are  deliberately  placed  on  the  un- 
damaged skin  of  the  feet  are  eliminated 
readily,  inhibited,  or  killed  by  self-sterilizing 
properties  of  the  skin.®^  The  serum  of 
normal  persons  over  three  months  of  age 
has  been  observed  to  possess  fungistatic 
activity  and  to  potentiate  the  activity  of 
antifungal  agents.®®  Blank  and  his  as- 
sociates®® found  that  dermatophytes  mul- 
tiply rapidly  only  in  tissues  where  they 
are  out  of  reach  of  inhibitory  substances 
normally  present  in  serum  and  presumably 
in  intact,  living,  moist  tissue. 

Canizares,  Shatin,  and  Kellert®’  and 
Nelson  and  McNiece®*  reported  on  the 
association  of  Cushing’s  syndrome  in 
patients  who  develop  generalized  T.  rubrum 
infections.  In  several  instances  the  wide- 
spread fungus  mfection  preceded  the  frank 
manifestations  of  the  Cushing’s  syndrome. 
These  infections  receded  spontaneously  fol- 
lowing adrenalectomies.  It  is  thought  that 
the  dissemination  of  the  fungus  infection  is 
the  result  of  an  altered  immunologic  state 
produced  by  the  hyperactivity  of  the  adrenal 
cortex.  A similar  phenomenon  has  been 
noted  by  Lewis,  Hopper,  and  Scott®®  in 
patients  who  have  widespread  T.  rubrum 
infections  and  associated  lymphoblastoma. 

Vilanova,  Casanovas,  and  Francino®®  were 
able  to  induce  onychomycosis  in  52  (24 
per  cent)  of  216  cases.  In  contrast  to  the 
prolonged  clinical  course  of  spontaneous 
fungus  infections  of  the  nails,  all  of  the 
experimental  infections  cleared  within  one 
hundred  eighty  days. 

It  appears  that  exogenous  exposure  tO' 
fungi  in  swimming  pools,  shower  stalls,  and 
bathrooms  plays  a minor  role  in  producing 
acute  attacks  of  tinea  pedis.  It  is  rather  the’ 
diminished  resistance  of  the  human  host 
with  activation  of  pathogenic  fungi  lying; 
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doraiaut  on  the  patient’s  own  feet  which  is 
responsible  for  clinical  attacks.  In  patients 
who  have  had  superficial  fungus  infections 
cured  by  griseofulvin,  re-exposure  to  orga- 
nisms may  induce  reinfections. 

Factors  of  individual  susceptibility  also 
play  an  important  role  in  the  development 
of  tinea  capitis.  The  great  majority  of  in- 
dividuals appear  to  be  resistant  to  the 
disease,  and  even  in  those  who  are  sensitive 
the  lesion  remains  confined  to  relatively 
small  areas.  According  to  Kligman,®^  only 
about  5 per  cent  of  the  children  exposed  to 
M.  audouini  during  an  epidemic  contract 
the  disease.  The  adult  scalp  is  extremely 
resistant  to  this  organism.  In  the  Chicago 
epidemic  in  which  30-  to  40,000  children 
were  affected,  only  20  adults  were  reported 
to  have  contracted  the  disease.^® 

Kligman  was  able  to  produce  experimental 
infection  in  about  60  per  cent  of  a large 
series  of  children  by  rubbing  spores  into  a 
mildly  traumatized  site.  Excessive  trauma, 
he  found,  interfered  with  successful  inocula- 
tion apparently  because  of  the  counter- 
reaction of  oozing  serum  and  blood.  The 
other  40  per  cent  were  immune  even  to  this 
rigorous  challenge. 

Vanbreuseghem®^  feels  that  low  protein 
intake  predisposes  children  to  ringworm  of 
the  scalp,  there  being  a higher  percentage 
among  children  with  kwashiorkor  and  a 
lower  incidence  in  areas  where  children 
have  an  adequate  intake  of  protein.  Man- 
del®®  noted,  however,  that  tinea  capitis 
developed  in  children  receiving  adequate  nu- 
trition who  had  been  at  a children’s  center 
for  periods  of  from  two  to  eleven  months. 
The  epidemic  form  occasionally  assumed  by 
the  disease  also  indicates  that  exposure  to 
the  infecting  organism  plays  a role  in  the 
development  of  clinical  tinea  capitis. 

Candida  Albicans 

C.  albicans  is  a yeastlike  fungus  which 
usually  causes  infections  of  the  skin  and 
fingernails  but  also  can  produce  systemic 
disease.  Other  species  of  Candida  generally 
are  considered  nonpathogenic,  but  Drouhet®^ 


reports  isolation  of  other  types  as  the  causa-  t 
tive  agents  in  lesions  similar  to  those  associ-  f 
ated  with  C.  albicans.  A tentative  diag-  1 
nosis  of  Candida  usually  can  be  made  first  s 
on  clinical  grounds  and  corroborated  by  1 
direct  microscopic  demonstration  in  po- 
tassium  hydroxide  of  the  characteristic  ' 
pseudomycelia  with  subsequent  culture  on  i 
corn  meal  agar.  : 

Attempts  have  been  made  to  facilitate  ' 

the  diagnostic  procedure.  A medium  has  ' 

been  described  by  Pagano,  Levin,  and  Trejo®®  I' 
which  contains  a tetrazolium  indicator  on  f 
which  C.  albicans  produces  characteristic  s 
light  pink  colonies.®®  Rosenthal  and  Fur-  i 
nari®^  found  it  useful  for  rapid  isolation  P 
and  identification  of  C.  albicans.  A culture 
medium  (Nickerson’s)  containing  polybis- 
muth sulfite  has  been  described  in  which  C.  j a 
albicans  also  produces  a characteristic  color,  j 
but  this  has  not  proved  entirely  reliable.®®'*®  i li 
Sena  and  Reiss’®  have  described  a rice  in-  ' ti 
fusion  agar  method  in  which  they  were  able  el 
to  produce  spore  formation  on  the  second  ; p 
day  of  incubation,  and  it  was  their  feeling  e; 
that  this  was  a superior  method.  The  stand-  tl 
ard  corn  meal  agar  technic  remains  satis-  oi 
factory,  inexpensive,  and  practical.  i 

C.  albicans  is  well  recognized  as  being  si 
pathogenic  only  under  special  predisposing 
conditions.  Candida  has  been  recovered  t( 

from  the  oral  cavity  of  large  numbers  of  e 

normal  persons,”’’®  and  apparently  the  ol 

majority  of  the  population  harbors  the  ti 

organism  in  the  gastrointestinal  tract.’®  P 

However,  clinical  evidence  of  infection  is  k 

common  only  among  infants,  elderly  persons,  m 

and  patients  under  treatment  with  broad-  b 

spectrum  antibiotics  and  corticosteroids.®*  ®^  « 

Waisman’®  describes  9 men  with  genital  tl 

pruritus  and  dermatitis  whose  wives  also  S' 

had  a vaginal  pruritus  or  discharge  caused  o? 

by  Candida.  In  such  cases,  unless  both  c? 

partners  are  treated  a “ping-pong”  moni-  te 

liasis  may  result  which,  regardless  of  therapy,  ti 

will  persist  indefinitely. 

Occasionally,  C.  albicans  appears  to  find  or 
itself  in  an  envh’onment  which  offers  almost  i pi 
no  natural  resistance  to  its  growth.  De-  . j t 
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bilitated  patients  may  develop  monilial 
granulomas  in  which  horny  projections  may 
• form  with  vesicular  papules  on  the  face, 
anus,  and  body.  C.  albicans  is  recoverable 
' from  all  lesions.'^®  Pluss  and  Kadas’^  de- 
scribe an  even  more  extreme  case  of  a man 
with  an  overwhelming  monilial  granuloma 
accompanied  by  E.  floccosum  which  was 
I treated  by  surgical  ablation  and  skin  grafting 
with  subsequent  recurrence  on  the  grafted 
' skin.  This  patient  had  had  the  infection 
j for  years  without  infecting  anyone  in  his 
I environment.  In  this  case,  the  lack  of  re- 
, sistance  was  specific  for  the  particular  strain; 
inoculations  of  stock  cultures  of  the  species 
produced  no  unusual  responses  in  the  indi- 
vidual, and  the  areas  healed  spontaneously. 

In  another  debilitating  disease  of  infants, 
acrodermatitis  enteropathica,  C.  albicans 
sometimes  but  not  always  is  recoverable 
from  the  stool  and  skin  lesions.  This  erup- 
I tion  is  severe  and  sometimes  fatal.  It  is 
characterized  by  diarrhea;  disturbances  in 
growth;  apathy;  alopecia  of  the  scalp, 
eyelashes,  and  eyebrows;  white  plaques  on 
I the  oral  mucosa;  C.  albicans  infections 
' of  the  gastrointestinal  tract;  and  psori- 
asiform lesions  of  the  elbows,  anus,  and  peri- 
anal region.^®“®^ 

[ Glucose  has  been  estabhshed  as  one  de- 
termining factor  in  clinical  moniliasis.  It 
is  apparently  the  increased  glycogen  content 
' of  the  skin  in  diabetes  that  favors  the  de- 
I velopment  of  C.  albicans  in  these  patients.®^ 

I Paronychias  and  inframammary  and  geni- 
1 toanal  intertriginous  lesions  of  widespread 
>1  moniliasis  often  are  associated  with  diabetes 
j;  mellitus.  Estrogen  increases  the  glycogen 
i content  of  the  vagina,  thereby  favoring 
j the  growth  of  Candida.’'®  It  is  rare  to 
< see  monilial  vulvovaginitis  before  puberty 
» or  in  elderly  patients  unless  they  are  re- 
j ceiving  estrogens.  The  high  glycogen  con- 
j tent  of  the  vagina  during  pregnancy  favors 
i the  growth  of  C.  albicans  during  this  period. 

Acidity  also  has  a favorable  influence 
T on  the  growth  of  this  organism.  Vaginal 
I pH  in  most  infections  of  C.  albicans  is  about 
i 4.'^®  Drouhet®‘‘  suggests  that  the  high  lactic 
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acid  content  of  the  infant  mouth  owing  to 
the  presence  of  stagnant  milk  is  a factor 
in  the  development  of  thrush. 

The  use  of  the  broad-spectrum  antibiotics 
frequently  is  followed  by  cutaneous  and 
mucous  membrane  eruptions  from  which 
C.  albicans  can  be  recovered. Whether 
the  organism  in  these  lesions  is  the  principal 
causative  agent,  a secondary  invader,  or 
just  a saprophyte  is  not  known.  Chloro- 
tetracycline  and  oxytetracycline  are  the  most 
frequent  offenders.  The  cutaneous  lesions 
often  are  associated  with  diarrhea  or  vag- 
initis and  pruritus  of  the  perianal  and/or 
vulvar  areas.®^ 

This  phenomenon  has  been  the  subject  of 
much  investigation  and  speculation.  It 
now  appears  clear  that  the  antibiotics  do 
not  increase  the  incidence  of  C.  albicans. 
Robinson®®  observed  that  oropharyngeal, 
stool,  and  vaginal  cultures  of  patients  who 
had  not  had  broad-spectrum  antibiotic 
therapy  showed  the  same  incidence  as  those 
of  patients  who  had  had  antibiotic  therapy. 
Stool  examinations  of  patients  before  and 
after  oxytetracycline  therapy  similarly 
showed  no  change  in  the  incidence  of  the 
organisms.  He  also  found  that  the  anti- 
biotics neither  suppressed  nor  stimulated 
the  growth  of  C.  albicans  in  culture  and 
suggested  that  the  increase  in  clinical  moni- 
liasis is  due  to  lowered  resistance  of  the 
patient  and  not  to  antibiotic  therapy  per  se. 
Since  the  intestinal  bacteria  are  concerned 
with  vitamin  production,  he  felt  that  their 
suppression  possibly  might  produce  a de- 
crease in  vitamins  and  therefore  reduce 
resistance  to  the  growth  of  C.  albicans. 
Lactobacillus  acidophilus  has  been  shown 
to  produce  a substance  antagonistic  to  C. 
albicans;  when  L.  acidophilus  is  inhibited 
by  antibiotics,  C.  albicans  flourishes.®® 

Brande  and  Rock,*®  in  an  analysis  of  fatal 
cases  of  acute  disseminated  moniliasis  in 
adults,  found  two  outstanding  features  that 
these  cases  had  in  common:  prolonged  anti- 
biotic therapy  during  the  course  of  a pro- 
tracted illness  and  an  abrupt  decline  in  the 
patient’s  clinical  course.  They  felt  that  the 
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lowered  resistance  of  these  patients  was  due 
to  alteration  in  the  flora  of  the  bowel  and 
injury  to  the  intestinal  mucosa. 

C.  albicans  responds  readily  to  prepara- 
tions of  fungicidin  (nystatin),  an  anti- 
fungal antibiotic  produced  by  Streptomyces 
noursei.^^’™^®^  Fungicidin  is  not  absorbed 
from  the  gastrointestinal  tract  and  so  must 
be  conveyed  directly  to  the  affected  areas. 
The  treatment  of  choice  in  gastrointestinal 
candidiasis  is  500,000  units  of  fungicidin 
four  times  a day.®-  In  infants  with  Candida 
diaper  rash,  the  oral  administration  of 
fungicidin  suspension  should  be  combined 
with  topical  use  of  the  drug.®^  The  ad- 
ministration of  fungicidin  during  tetracycline 
therapy  has  been  reported  to  reduce  gas- 
trointestinal disturbances  and  to  suppress 
the  growth  of  C.  albicans.®^  ®®  Additional 
protection  may  be  afforded  by  the  admin- 
istration of  tablets  of  Bacillus  acidophilus 
vulgaris  twice  a day  during  and  after  ther- 
apy.®® 

532  Park  Avenue 
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Presidential  Longevity 


Wlien  President  John  F.  Kennedy  was  sworn  in  on 
January  20,  it  was  the  first  time  in  seventy-five 
years  that  three  ex-presidents  were  alive  for  an 
inauguration,  according  to  statisticians  of  Metro- 
pohtan  Life  Insurance  Company.  At  that  tune, 
Dwight  D.  Eisenhower  was  seventy  years  of  age, 
Harry  S.  Truman  was  seventy-six,  and  Herbert  C. 
Hoover  was  eighty-sLx.  Both  Mr.  Hoover  and  Mr. 
Truman  have  lived  already  for  a longer  time  since 
their  inauguration  than  woidd  have  been  expected 
on  the  basis  of  mortality  conditions  prevailing  at 
the  time  they  took  office. 

Since  the  Civil  War  there  have  been  only  two 
other  Presidents — Grover  Cleveland  and  William 
H.  Taft — who  have  outlived  their  expectation  of  life 
at  inauguration.  The  15  deceased  Presidents  from 
Lincoln  to  Franklin  D.  Roosevelt  lived  about  eight 
years  less,  on  the  average,  than  expected.  Even  if 
the  three  who  were  assassinated  while  in  office — 
Lincoln,  Garfield,  and  McKinley — ^are  omitted  from 
the  record,  the  actual  years  lived  by  the  deceased 
Presidents  of  the  post-Civil  War  era  still  averaged 
6.6  years  less  than  expected  at  their  inauguration. 

The  earlier  Presidents  had  a much  more  favorable 
longevity.  The  15  Presidents  from  Washington  to 
Buchanan  lived  an  average  of  one  and  one-third 
years  longer  than  their  expectation  of  life  at  in- 
auguration, and  the  first  10  outlived  their  expecta- 


tion of  life  at  inauguration  by  art  average  of  about 
four  and  a half  years.  Of  the  first  10  Presidents, 
only  Washington  and  William  H.  Harrison  fell 
appreciably  short  of  their  expectation  of  life — 
Washington  by  4.7  years  and  Harrison  by  9.3  years. 

John  Adams  w^as  the  longest-lived  of  our  Presi- 
dents, attaining  age  ninety,  or  sixteen  years  in  ex- 
cess of  his  expectation  of  life  at  inauguration.  At 
the  other  extreme,  Garfield  was  the  shortest-lived, 
dying  from  an  assassin’s  bullet  at  the  age  of  fortj'- 
nine,  nineteen  years  short  of  his  expectation  of  life. 
Polk  and  Harding  died  at  fifty-three  and  fifty- 
seven,  respectively,  sixteen  years  before  their  time. 
Franklin  D.  Roosevelt  w as  sixty-three  when  he  died, 
eight  years  short  of  his  expectation  of  life  at  the 
time  he  took  office. 

Theodore  Roosevelt  w as  the  youngest  at  inaugura- 
tion, forty-two  years  of  age;  Kennedy  was  forty- 
three.  The  oldest  men  to  become  President  were 
Wilham  H.  Harrison  and  James  Buchanan,  who 
were  sixty-eight  and  sixty-five,  respectively,  at  in- 
auguration. 

“Considering  that  there  have  been  only  34  Presi- 
dents of  the  United  States  and  that  their  longevity 
record  has  varied  from  one  historic  period  to  an- 
other,” the  Metropolitan  statisticians  conclude,  “it 
is  not  possible  to  say  whether  or  not  the  presidency 
shortens  life.” 
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A Large  Mass  in  the  Lung 


Case  History 

Joseph  Musolino,  M.D. : A sixty-seven- 
year-old  Negro  male  was  admitted  for  the 
first  time  to  Knickerbocker  Hospital  on 
September  1,  1960,  because  of  hemoptysis 
and  shortness  of  breath. 

About  one  month  previously  the  patient 
had  developed  insidious  malaise  and  weak- 
ness, loss  of  appetite,  and  loss  of  weight. 
A cough  had  been  ] present  for  a long  time, 
but  coincident  with  the  onset  of  the  con- 
stitutional symptom  s the  cough  had  become 
more  insistent,  almost  continuous,  and  was 
productive  of  a largo  volume  of  clear,  whitish 
sputum  which  was  occasionally  blood- 
tinged  but  never  fcml-smelling.  During  the 
week  before  admission  chest  pain  and 
shortness  of  breath  had  developed.  The 
pain  was  continuous,  boring,  and  localized 
over  the  left  side  c»f  the  chest.  It  was  made 
worse  by  coughijig  and  deep  inspiration. 
The  shortness  of  breath  was  noticed  first 
on  exertion,  but  by  the  time  of  admission 
it  was  present  at  rest. 

The  patient  had  been  in  good  health 
until  three  years  previously  when  he  was 
hospitahzed  with  a diagnosis  of  pneumonitis 
which  responded  slowly  to  therapy.  About 


two  years  previously  he  had  begun  working 
in  a theater  as  a porter,  and  since  then  he 
had  been  exposed  to  dust  and  to  frequent 
changes  of  temperature.  During  these 
two  years  he  had  had  numerous  “colds” 
and  indeed,  his  cough,  productive  of  clear, 
whitish  phlegm  especially  abundant  in  the 
morning,  seemed  to  coincide  with  this  em- 
ployment. 

He  drank  moderately  and  smoked  two 
packs  of  cigarets  a day.  He  never  left  New 
York  City.  He  denied  knowledge  of  ex- 
posure to  tuberculosis. 

Examination  disclosed  a well-developed, 
poorly  nourished,  elderly  Negro  male,  ap- 
pearing toxic,  dyspneic,  and  somewhat 
cyanotic.  The  pulse  was  108  and  regular, 
temperature  100.6  F.,  respirations  38,  and 
blood  pressure  130/70.  An  examination  of 
the  head  and  neck  was  unreveahng.  The 
chest  was  symmetrical.  The  respirations 
were  shallow  and  regular.  Dullness  and 
decreased  breath  sounds  were  elicited  over 
the  left  anterior  portion  of  the  chest. 
Scattered  rales  and  rhonchi  were  heard  at 
both  lung  bases  posteriorly,  and  there  were 
increased  breath  sounds  over  the  base  of  the 
right  lung. 
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Fig.  1.  X-ray  film  of  chest  showing  the  large, 
round  mass  in  the  left  lung.  There  is  infiltration 
in  the  lower  lobe  of  the  right  lung  and  in  the  lower 
lobe  of  the  left  lung  inferior  to  the  mass. 


The  heart  was  not  enlarged  to  percus- 
sion, and  no  murmurs  were  heard.  The 
liver  was  felt  about  4 cm.  below  the 
right  costal  margin;  its  edge  was  smooth. 
Moderate  clubbing  of  the  fingers  was  noted, 
and  the  nail  beds  were  slightly  cyanotic. 

The  urine  showed  normal  findings.  The 
hemoglobin  was  9.1  Gm.  The  white  blood 
cell  count  was  15,000  with  71  per  cent  poly- 
morphonuclear leukocytes,  18  per  cent 
lymphocytes,  6 per  cent  monocytes,  and 
5 per  cent  eosinophils.  The  sedimentation 
rate  was  122  mm.  per  hour.  A sickle  cell 
preparation  showed  negative  findings.  The 
transaminase  was  18  units.  Two  blood 
cultures  produced  negative  findings.  A 
smear  of  the  sputum  showed  gram-positive 
cocci  in  chains  and  clusters.  Nonhemolytic 
streptococci  and  Aerobacter  aerogenes  were 
cultured  from  the  sputum. 

An  x-ray  film  of  the  aiiti'i-oposteiloi' 
portion  of  the  che.st  showed  a large  round 
mass  in  the  middle  field  of  the  left  lung. 
(Fig.  1).  It  was  homogeneously  den.se  with 
no  calcification.  The  lateral  margins  were 
well  defined  in  this  projection,  but  near  the 


Fig.  2.  View  of  the  laterall  portion  of  the  chest 
showing  the  spherical  natun»  ■ of  the  mass  and  a 
vague  sense  of  lessened  densiitl  \-  in  its  center. 


hilum  its  margins  heca  me  indistinct.  In 
the  frontal  projection  t here  was  a super- 
impo.sed  radiolucemey,.  2 uid  the  possibility 
of  early  cavitation  cook  1 not  be  excluded. 
Patchy  pneumauic  hifilt:  rates  were  present 
in  the  lower  lobes  of  Isc  th  lungs.  A film 
of  the  lateral  portion  of  t he  lung  confirmed 
the  central  po.sition  of  tl  le  mass,  and  the 
area  of  radioluceiuw  wa,s  not  visible  (Fig. 
2).^ 

'IT'eatment  with  o.xygec ',  penicillin,  and 
Chloromycetin  was  begun..  Within  a few 
days  cyanosis  and  dyspne  a had  lessened. 
However,  the  cough  did  not-  subside  and  was 
productive  of  3 to  4 cups  o.f  sputum  daily. 
The  sputum  was  occir.sionaIly  blood-streaked, 
but  generally  whitish.  Anomxia  and  weight 
loss  continued.  An  operation  was  performed 
on  t he  fourteenth  hospital  day . 
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Discussion 

Thomas  Silvekbehg,  M.D.  : I am  not 
going  to  make  a very  long  presentation  of 
this  morning’s  case  for  the  simple  reason 
that  I can  arrive  at  only  one  diagnosis  that 
seems  to  do  justice  to  the  facts  that  are 
offered  and  that  will  keep  me  on  the  proper 
side  of  the  statistics.  The  protocol  seems 
to  be  straightforward,  without  guile,  and 
literally  loaded  with  pertinent  information. 
There  is  something  so  innocent  and  clean- 
cut  about  it  that  my  paranoid  instincts  rise 
up  and  make  me  wonder  whether  Dr.  Muso- 
lino’s  fine  Italian  hand  has  dealt  me  five 
aces.  If  so,  I can  still  play  them  only  one 
way.  Frankly,  the  diagnosis  I shall  offer 
seems  the  only  reasonable  one  to  make, 
and  even  if  it  is  wrong  I would  make  it 
again  if  confronted  with  the  same  situa- 
tion. 

Without  recapitulating  the  protocol,  cer- 
tain salient  features  stand  out  in  the  his- 
tory. The  patient  was  a man  in  his  sixties 
who  had  lived  in  New  York  City  all  his 
life.  He  was  a heavy  smoker  for  an  un- 
specified but  presumably  extensive  period 
of  time.  TIis  health  was  good  until  three 
years  ago  when  at  the  age  of  sixty-four  he 
had  an  episode  of  pneumonitis  which  re- 
cjuired  hospitalization  and  which  cleared 
slowly.  He  had  a chronic  cough  which  may 
well  havx'  antedated  the  pneumonitis.  Dur- 
ing the  two  years  before  his  current  admis- 
sion he  had  numerous  infections  of  the  re- 
spiratory tract  and  a productive  cough. 
About  a month  before  his  admission  to  the 
hospital  ominous  signs  insidiously  appeared; 
he  noticed  malaise,  weakness,  anorexia, 
and  weight  loss;  his  cough  became  almost 
continuous  and  more  productive;  and  his 
sputum  was  now  occasionally  tinged  with 
blood.  During  the  week  before  his  entry 
into  the  hospital  he  developed  rapidly  pro- 
gressing shortness  of  breath  and  a constant 
boring  pain  in  the  left  side  of  the  chest. 

Tlu^  })hysical  findings  were  impressive. 
The  patient  was  poorly  nourished,  toxic, 
dyspneic,  and  cyanotic.  He  was  slightly 


febrile,  and  his  pulse  was  rapid.  There  was 
an  area  of  dullness  and  decreased  breath 
sounds  over  the  left  side  of  the  chest,  rales 
and  rhonchi  were  heard  over  the  posterior 
bases  of  both  lungs,  and  the  breath  sounds 
were  increased  at  the  base  of  the  right  lung. 
The  liver  was  enlarged.  There  was  clubbing 
of  the  fingers.  The  laboratory  observations 
may  not  be  specific,  but  they  are  certainly 
consistent  with  the  inescapable  diagnosis. 
Anemia,  leukocytosis,  mild  eosinophilia,  and 
an  elevated  sedimentation  rate  would  be  the 
least  one  could  expect . 

The  x-ray  films  of  the  chest  taken  on  ad- 
mission were  most  striking,  and  I should  like 
to  have  Dr.  Moynahan’s  comments. 

Joseph  M.  Moynah.an,  M.D.:  The  in- 
itial .x-ray  examination  of  the  chest  re- 
vealed a smooth,  rounded,  sharply  defined 
density  in  the  middle  field  of  the  left  lung 
adjacent  to  the  hilum  (Fig.  1).  It  was 
homogeneous  and  had  no  calcification. 
In  addition,  there  was  an  irregular  infiltrate 
at  the  base  of  the  left  lung,  and  similar 
findings  were  present  in  the  base  of  the  right 
lung,  these  infiltrates  being  consistent  with 
bilateral  pneumonia.  The  left  hemidi- 
aphragm  was  slightly  elevated.  The  heart 
was  not  unusual,  and  the  mediastinum  was 
in  the  midline.  Follow-up  studies  five  days 
later  showed  clearing  of  the  infiltrate  at  the 
base  of  the  right  lung  and  partial  clearing 
at  the  base  of  the  left  lung.  There  was  no 
interval  change  in  the  appearance  of  the 
mass.  There  was  no  evidence  of  atelectasis 
on  either  examination.  A fluoroscopic 
examination  revealed  no  displacement  of 
the  esophagus,  no  paralysis  of  the  di- 
aphragm, and  no  pulsations  in  the  region 
of  the  sharply  defined  density. 

There  are  several  diagnostic  possibilities 
in  this  case.  The  mass  appears  more  likely 
to  be  intrapulmonic  rather  than  mediastinal 
in  origin,  although  this  distinction  is  some- 
times difficult,  and  mediastinal  lesions  may 
simulate  intrapulmonary  disease.  Solid 
(ysts  of  the  lung  are  relatively  rare  except 
for  hydatid  cysts  which  are  not  likely  to  be 
found  in  this  area.  The  diagnosis  of  a 
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bronchogenic  cyst  is  unlikely  because  of  the 
associated  infiltrates  in  the  lower  lobes 
of  the  lungs.  I doubt  that  the  lesion  repre- 
sents loculated  fluid  because  of  its  rounded 
contour,  seen  in  the  projection  of  the  lateral 
portion  of  the  chest  (Fig.  2).  Loculated 
fluid  viewed  in  the  lateral  portion  should 
give  a spindle-shaped  shadow.  In  view 
of  the  bilateral  pneumonia,  the  possibility 
of  a suppurative  process,  possibly  an  abscess 
on  the  basis  of  aspiration,  must  be  con- 
sidered. In  the  last  analysis,  any  space- 
occupying  lesion  such  as  this  in  the  lung 
must  be  considered  a tumor  until  proved 
otherwise.  Bronchogenic  carcinoma  is  the 
most  common  tumor,  but  the  x-ray  film 
does  not  really  rule  out  such  rarities  as 
localized  fibrous  mesothelioma  of  the  pleura. 
Certain  radiologic  features,  however,  are 
unusual  for  primary  carcinoma,  notably 
the  sharp  margins  and  lack  of  lobulation 
despite  its  size.  The  pneumonia  in  the 
right  lung  also  is  unusual,  but  perhaps  it 
can  be  explained  by  aspiration  of  purulent 
material  from  the  left  bronchus. 

Dr.  Silverberg:  Following  the  example 
of  the  late  Woodrow  Wilson,  I shall  now 
give  you  the  Fourteen  Points:  (1)  age, 

(2)  sex,  (3)  smoking,  (4)  insidious  onset, 
(5)  cough,  (6)  recurrent  respiratory  in- 
fections, (7)  hemoptysis,  (8)  dyspnea,  (9) 
chest  pain,  (10)  clubbing,  (11)  anorexia 
and  weight  loss,  (12)  anemia  and  leukocyto- 
sis, (13)  mass  in  the  chest  on  x-ray,  and  (14) 
elevated  sedimentation  rate.  Taking  all 
of  these  points  together  into  consideration, 
I must  make  the  diagnosis  of  primary  car- 
cinoma of  the  lung,  make  it  with  conviction, 
and  stick  to  it.  If  there  is  such  a thing  as  a 
typical  picture  and  course  of  lung  cancer, 
our  patient  fits  it  perfectly.  He  is  a man  in 
his  sixties;  the  predilection  of  lung  cancer 
for  men  is  at  least  6:1,  and  the  apex  of  the 
curve  for  highest  incidence  is  in  the  seventh 
decade.  He  is  a heavy  smoker,  and  as  a 
fellow  smoker  I would  rather  not  dwell  on 
the  wealth  of  data  that  is  so  thoroughly 
establishing  the  connection  between  cancel- 
of  the  lung  and  smoking.  If  so  many  of  the 


people  who  are  going  to  develop  lung  cancer 
just  wouldn’t  take  up  cigarets,  the  rest 
of  us  who  smoke  would  feel  a lot  less  anxious! 

As  for  the  symptoms,  the  insidious  pro- 
gression of  mild  and  misleading  nonspecific 
complaints — the  chronic  cough,  the  in- 
nocent-looking sputum,  the  frequent  colds — 
is  so  characteristic  of  the  early  course  of 
carcinoma  of  the  lung  that  it  is  the  despair 
of  all  those  who  work  and  plead  for  early 
detection  of  these  malignant  conditions. 
It  is  scarcely  surprising  that  in  one  series 
of  over  700  cases  of  lung  cancer,  cough  was 
the  first  symptom  in  over  40  per  cent  of  the 
cases.  Also,  in  this  series  15  per  cent  of  the 
patients  noted  sputum  as  the  first  symptom, 
and  100  per  cent  eventually  developed 
both  cough  and  sputum.  Both  of  these 
signs  probably  are  related  to  the  me- 
chanics of  invasion  of  the  bronchial  wall  by 
the  neoplasm  and  likewise  to  chronic  or 
recurrent  infection. 

What  about  the  more  definite  signs  that 
appeared  later  in  the  patient’s  course? 
Hemoptysis  was  mentioned  as  a presenting 
complaint  by  only  6 per  cent  of  the  patients 
in  the  series  just  referred  to;  however,  50 
per  cent  developed  hemoptysis  at  some  stage 
of  the  disease.  Usually,  the  hemoptysis 
is  slight  and  intermittent;  it  is  rarely  mas- 
sive or  continuous.  Chest  pain  was  re- 
ported as  an  initial  symptom  by  21  per  cent 
of  824  patients  in  another  series  of  cases; 
eventually,  almost  100  per  cent  developed 
pain.  Most  authorities  agree  that  dyspnea 
is  a sign  of  advanced  carcinoma  of  the  lung. 
Although  it  occurs  late,  it  nevertheless  ap- 
pears in  the  majority  of  patients,  since  most 
of  them  live  long  enough  to  develop  sig- 
nificant impairment  of  pulmonary  reserve 
and  the  mechanics  of  respiration.  Like- 
wise, cyanosis  may  appear  at  this  late  stage. 
I can  make  no  intelligent  comment  on  club- 
bing of  the  fingers;  its  pathogenesis  is  ob- 
scure. However,  when  present,  it  is  almost 
always  a sign  of  serious  pulmonary  disease. 
The  anemia,  leukocytosis,  and  elevated 
sedimentation  rate  all  are  consistent  with 
an  established  malignant  disease  but  are 
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certainly  nonspecific.  I would  like  to  com- 
ment on  the  eosinophilia.  This  is  an  absolute: 
eosinophilia,  5 per  cent  out  of  15,000  for  an 
eosinophil  count  of  750.  I can  see  no  reason 
for  invoking  parasites  or  the  usual  range  of 
allergies  as  the  cause  of  symptoms  in  this; 
patient.  I would  raise  the  question  that 
eosinophilia  in  patients  with  spreading: 
neoplasms  may  represent  one  aspect  of  a 
partial  immune  response  by  the  body  to  the 
tumor. 

Dr.  Moynahan  already  has  commented 
on  the  x-ray  films.  I am  sure  the  lesion  is  a, 
tumor.  Although  the  x-ray  film  cannot  rule 
out  rare  thoracic  or  pulmonary  tumors, 
I think  that  primary  carcinoma  of  the  lung 
is  the  obvious  choice. 

The  majority  of  lung  cancers  begins  pe- 
ripherally. They  usually  have  a clearly  de- 
fined border  and  when  large  enough  to  be 
seen  radiographically,  they  almost  invari- 
ably are  spherical  in  shape.  They  may 
follow  the  shape  of  a lobe  and  on  reaching 
the  periphery  may  flatten  out  against  a 
pleural  surface.  Calcification  within  the 
mass  is  unusual,  but  it  may  occur  if  there 
has  been  necrosis  inside  the  tumor.  Sim- 
ilarly, if  there  has  been  extensive  necrotic 
breakdown,  the  lesion  may  suggest  an 
abscess  which,  strictly  speaking,  it  is. 

Within  the  chest,  tumor  invasion  often 
is  represented  by  effusion  if  the  lesion  is 
contiguous  to  the  pleura.  Pleural  effusions 
of  noticeable  degree  occur  in  from  25  to 
50  per  cent  of  the  cases.  Lymphangitic 
spread  is  common,  and  hematogenous  dis- 
semination to  another  focus  in  the  chest 
can  occur.  Destruction  of  the  ribs  and  in- 
vasion of  mediastinal  structures  occur  with 
frequency.  In  regard  to  our  patient,  there 
was  no  significant  effusion;  I wonder 
whether  or  not  the  apparent  elevation  of  the 
left  side  of  the  diaphragm  indicates  invasion 
of  the  phrenic  nerve. 

Although  I am  thoroughly  convinced 
that  the  patient  had  carcinoma  of  the  lung, 
I should  not  like  to  imply  that  there  is  no 
differential  diagnosis.  Other  paren- 
chymatous pulmonary  lesions  may  look  like 


this  one,  presenting  as  a large,  solitary, 
circumscribed  mass  on  x-ray  examination, 
but  we  can  dismiss  a good  many  of  them 
because  they  simply  do  not  produce  clinical 
pictures  of  a progressive  disease  of  insidious 
onset.  The  list  of  exclusions  includes  aortic 
aneurysm,  mesothelioma,  dermoid  cyst, 
neuroma,  neurofibroma,  hamartoma,  and  a 
variety  of  cysts.  I will  exclude  bronchial 
cyst  not  only  because  of  the  associated 
pneumonia  but  because  it  is  so  infrequent 
in  elderly  males. 

I will  have  to  exclude  the  mycotic  granulo- 
mas, such  as  actinomycosis,  coccidioido- 
mycosis, and  histoplasmosis  for  lack  of  any 
positive  evidence  and  the  intrinsic  im- 
probability that  a native  New  Yorker  would 
have  these  diseases.  Also,  pulmonary 
mycoses  rarely  are  solitary  lesions. 

Hemangioma,  or  pulmonary  arteriovenous 
fistula,  can  produce  cough,  hemoptysis, 
clubbing,  and  cyanosis.  However,  as  a 
rule  it  does  not  give  rise  to  pain  or  a pro- 
ductive cough.  It  usually  occurs  in  a 
younger  age  group  and  is  more  likely  to 
be  associated  with  polycythemia  and  often 
with  a characteristic  murmur  or  bruit. 

A large  pulmonary  abscess  certainly  could 
produce  many  of  the  symptoms  and  signs 
we  have  mentioned,  but  the  appearance 
on  x-ray  examination  is  not  typical  of  an 
abscess,  nor  is  the  character  of  the  sputum. 

The  possibility  of  a large,  solitary  tuber- 
culoma should  give  us  pause  for  thought. 
It  is  difficult  to  distinguish  such  a lesion 
radiologically  from  neoplasm,  and  clinically 
there  is  probably  not  one  of  our  patient’s 
manifestations  that  tuberculosis  could  not 
cause.  However,  there  is  no  roentgenologic 
evidence  of  breakdown!  w'ithin  the  lesion, 
which  we  might  expect  in  view  of  the  pa- 
tient’s symptoms,  nor  of  calcification  in  old 
areas  of  caseation  and  healing.  To  explain 
such  sickness  in  a patient  on  the  basis  of  an 
intact  tuberculoma  without  central  necrosis 
seems  improbable,  and  I can  see  no  evidence 
of  diffuse  pulmonary  tuberculosis. 

As  I started  out  by  saying,  the  diagnosis 
of  tumor  seems  inescapable.  The  only 
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romainiiig  (jiiestioii  is  what  sort  of  tumor. 
Primary  sarcoma  of  the  lung  should  be 
mentioned,  but  it  is  very  rare.  A mass 
such  as  we  see  in  the  x-ray  films  might 
represent  a pulmonary  metastasis  from  some 
other  primary  cancer,  possibly  from  the 
kidney,  gastrointestinal  tract,  or  some  other 
remote  focus.  If  so,  we  have  no  clue  to  it  in 
the  protocol.  It  also  should  be  noted  that 
pulmonary  metastases  usually  do  not  lead 
to  hemoptysis  or  to  a productive  cough. 
Could  this  be  a bronchial  ad('uoma?  I 
doubt  it.  The  relatively  benign  bronchial 
adenoma  usually  occurs  in  younger  patients, 
although  it  is  not  unheard  of  in  the  seventh 
decade.  However,  I have  never  seen  oiu' 
that  grew  to  this  huge  size.  Also,  it  seems 
likely  that  had  such  a tumor  been  present 
within  a major  bronchial  lumen  for  the  time 
necessary  to  grow  to  such  a size,  the  symp- 
toms would  have  been  present  for  a longer 
time,  and  hemoptysis  would  ha^"e  been  more 
frecjuent  and  profuse,  even  sufficient  to  be 
considered  a pulmonary  hemorrhage. 

Taking  the  evidence  as  a whole,  I think 
the  lesion  surely  is  one  or  another  of  the 
histologic  varieties  of  bronchogenic  car- 
cinoma. I will  not  specify  which  histologic 
type;  however,  given  such  a large  tumor 
and  no  evidence  of  metastasis  to  the  brain, 
adrenals,  bones,  or  liver,  I think  it  is  not 
likely  to  be  the  “oat  cell”  variety  which 
metastasizes  early  and  widely. 

Heinrich  Spritzw.isser,  M.D.;  While 
I agree  that  carcinoma  is  the  more  likely 
diagnosis,  nevertheless  there  is  an  area  of 
relatively  less  density  in  the  center  of  the 
mass  as  projected  on  the  x-ray  film.  Could 
such  a lesion  be  a chronic  lung  abscess  with 
a thick  wall  and  a necrotic  center? 

Marcel  Tuchm.vn,  M.D.:  This  was  the 
principal  item  of  differential  diagnosis  when 
the  patient  first  was  seen  on  service.  We 
resolved  the  analysis  much  as  Dr.  Silver- 
berg  did,  and  an  exploratory  thoracotomy 
was  performed. 

,1.  Higby  Farthingtroiit,  M.D.:  One 
of  the  pi-oblems  that  arose  when  the  patient 
was  admitted  was  the  dyspnea  dispropoi- 


Fig.  3.  ttiopsy  taken  at  thoracotomy  showing 
the  features  of  an  uiuiifferentiated  carcinoma  of 
tlie  large  cell  type. 


tionate  to  the  reduction  in  functioning  lung 
volume.  Admittedly,  the  mass  was  large, 
but  it  replaced  only  about  a third  of  the  left 
lung,  and  the  pneumonic  infiltrate  in  the 
lower  lobe  of  the  right  lung  was  scarcely 
massive.  The  dyspnea  cannot  be  explained 
on  a sulitractive  basis,  nor  was  there  hy- 
pervolemia or  polycythemia  to  account  for 
it. 

Demetrios  Mavrodakis,  M.D.:  Tchah! 
One  frequently  sees  very  severe  dyspnea 
with  a small  pulmonary  infarct. 

Dr.  Silverberg:  Possibly  the  patient 
didn’t  have  much  pulmonaiy  dead  space. 

Diagnoses 

Clinical. — Pmnarij  carcinoma  of  the  left 
lung. 

Dr.  Silverberg.  -Bronchogenic  carcinoma 
of  the  left  lung. 

Ana.tomic.  -Bronchogenic  carcinoma  of  the 
left  lung,  undifferentiated,  large  cell  type. 
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I*alhol€>^ic  Report 

William  B.  Ober,  M.D.r  The  diagnosis 
of  bronchogenic  carcinoma  was  confirmed 
by  bronchoscopic  biopsy.  The  fragment  was 
a bit  crushed,  and  classification  by  cell 
type  was  not  feasible.  At  the  exploratory 
thoracotomy  the  tumor  was  found  to  be 
unresectable,  and  a larger  biop.sy  was 
taken.  This  revealed  an  undifferentiated 
carcinoma  of  the  large  cell  type  (Fig.  3), 

I with  the  cells  growing  in  a patternless  sheet 
and  showing  a fair  degree  of  pleomorphism. 

Recently,  Umiker  and  French,*  in  a 
1 1 study  of  121  cases,  have  classified  the  lesion 
' hi.stopathologically  according  to  cell  type  as 
I follows: 

Differentiated  carcinoma — 44.7  per  cent 
Squamous  carcinoma — 31.5  per  cent 
Adenocarcinoma — 13.2  per  cent 

Poorly  differentiated  carcinoma — 32.2  per 
cent 

' Undifferentiated  carcinoma — 23. 1 per  cent 

Large  cell  type — 10.7  per  cent 
, Small  cell  type  (oat  cell) — 12.4  per  cent 
, Although  the  actual  number  of  cases  of 
undifferentiated  carcinoma  is  not  great 
in  this  series  (13  large  cell  and  15  small  cell 

! * Umiker,  W.,  and  French,  A.  J. : Bronchogenic  car- 

( cinoma.  A second  look  at  cell  type.  Cancer  13:  1053 
(Sept.-Oct.)  1960. 
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Ip  15KX),  Health  Information  Foundation  reports, 
the  average  twenty-year-old  American  male  could 
j expect  to  spend  only  2.7  years  in  retirement.  By 
I 1958,  however,  retirement-life  expectancy  for  a 
twenty-year-old  male  had  more  than  doubled, 
reaching  6.3  years.  The  average  length  of  working 
life  for  American  males  has  increased  by  more  than 


carcinomas),  tluy  wore  able  to  find  sig- 
nificant clinical  and  pathologic  differences 
between  the  two  varieties  of  undifferentiated 
carcinoma.  The  large  cell  tumors  tend  to 
arise  in  smaller  bronchi  and  are  more  pe- 
ripheral in  location  than  the  small  cell 
carcinomas,  which  are  characteristically 
hilar  in  origin.  Metastasis  to  mediastinal 
lymph  nodes  was  less  common  in  the  large 
cell  type  (5  of  13)  than  in  the  small  cell 
type  (14  of  15),  and  metastasis  to  the  more 
distant  scalene  lymph  nodes  likewise  was 
less  (1  of  7 as  contrasted  with  4 of  8).  Of 
the  13  large  cell  carcinomas,  8 of  13  were 
re.sectable,  and  3 patients  were  alive  one 
year  later,  whereas  of  the  15  small  cell 
carcinomas,  only  two  were  resectable,  and 
all  patients  were  dead,  only  1 surviving  more 
than  a year. 

Admittedly,  the  five-year  survival  rate 
in  lung  cancer  is  scarcely  impressive,  and 
usually  the  pathologist  can  offer  only  cold 
comfort  to  the  clinician  by  histopathologic 
analysis  of  bronchogenic  carcinomas.  None- 
theless, it  is  only  by  meticulous  gross  and 
microscopic  study  that  we  are  able  to  arrive 
at  any  correlations  of  clinical  with  pathologic 
observations,  and  in  selected  cases  small 
differences  may  be  of  importance  in  manage- 
ment. 


ono-third  since  1900,  from  about  thirty-one  to 
forty-tv'o  years.  Since  1900  the  life  expectancy  of 
the  average  male  baby  born  in  this  country  has 
increased  by  18.5  years.  The  effect  of  this  remark- 
able increase  is  to  add  11.2  years  to  the  American 
male’s  working  lifetime  and  7.3  to  his  depc'iident  and 
retirement  years. 
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^ I '^HE  classic  description  by  Kimmelstiel 
-L  and  Wilson^  of  a nodular  renal  glomer- 
ular lesion  in  8 patients,  several  of  whom 
had  diabetes,  gave  impetus  to  the  study  of 
small-vessel  disease  in  diabetes.  In  the 
ensuing  years,  many  reports  on  diabetic 
renal  disease  have  appeared  testifying  to 
its  specificity  and  indicating  that  a char- 
acteristic clinical  syndrome  may  be  as- 
sociated with  this  renal  lesion.  This  con- 
sisted of  proteinuria,  hypoproteinemia,  hy- 
pertension, edema,  and  azotemia,  occurring 
in  patients  with  long-standing  diabetes. 
Diabetic  retinopathy  soon  was  added  as  an 
integral  part  of  this  clinical  entity.  With 
further  observation,  it  became  apparent  that 
a variety  of  glomerular  lesions  exist  in  the 
diabetic  kidney,  including  the  classical 
nodular  or  Kimmelstiel- Wilson  lesion,  a 
diffuse  glomerulosclerotic  lesion,  and  an 
exudative  lesion.  Recent  studies,^  ^ par- 
ticularly with  the  aid  of  serial  renal  biopsies, 
indicate  that  the  diffuse  lesion  frequently 
coexists  with  the  nodular  lesion,  usually 
precedes  it,  and  often  exists  alone.  The 


diffuse  lesion  perhaps  may  be  the  more 
significant  glomerular  abnormality  in  di- 
betes  mellitus  and  appears  to  be  more  closely 
related  to  the  clinical  findings  than  the 
nodular  lesion.  The  exudative  lesions  have 
been  defined  as  masses  of  homogeneous 
eosinophilic  fibrinoid  material  located  either 
in  the  lumen  of  a capillary  or  in  capsular 
space,  in  contrast  to  the  diffuse  or  nodular 
lesions,  which  are  intercapillary  or  intra- 
mural in  location.  In  contrast  to  the  inter- 
capillary lesions,  the  exudative  lesion  is  non- 
specific, having  been  seen  in  a variety  of 
nondiabetic  renal  lesions.  In  experienced 
hands,  these  glomerular  lesions  may  be 
differentiated  from  each  other  by  means  of 
electron  microscopy.  In  addition,  extensive 
arteriosclerosis  of  the  extra-  and  intrarenal 
arteries  has  been  observed  more  frequently 
in  diabetic  than  in  nondiabetic  subjects. 
Acute  and  chronic  diffuse  and  focal  pyelone- 
phritis frequently  coexist.  The  tubular  base- 
ment shows  mild  to  severe  hyalinization. 
This  combination  of  glomerular,  vascular, 
and  tubular  lesions  in  the  kidneys  of  patients 
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with  long-standing  diabetes  is  referred  to  as 
diabetic  nephropathy. 

Generalized  and  Specific  Nature  of 
Diabetic  Microangiopathy 

The  association  of  coronary,  cerebral,  and 
peripheral  arteriosclerosis  with  diabetes  mel- 
litus  is  a well-established  clinical  and  patho- 
logic fact.  It  is  only  in  the  last  quarter  of 
a century,  however,  that  capillary  vascular 
disease  has  been  demonstrated  in  diabetic 
patients.  Originally,  retinal  and  renal 
changes  were  documented,  but  more  re- 
cently, with  newer  tinctorial  and  micro- 
scopic technics,  the  more  generalized  nature 
of  the  diabetic  microangiopathy  has  become 
appreciated.^  Lesions  involving  arterioles, 
venules,  as  well  as  capillaries  are  now  being 
described  in,  a variety  of  organs  of  diabetic 
patients. 

Venous  dilatation  and  engorgement,  hem- 
orrhages, exudates,  obliteration  of  the  pre- 
capillary arterioles  and  capillaries,  and  reti- 
nitis proliferans  are  manifestations  of  di- 
abetic retinopathy,  but  it  is  the  retinal 
microaneurysm  in  an  otherwise  normal 
fundus  which  appears  to  be  the  hallmark  of 
the  diabetic  state.  This  lesion  has  been 
described  in  a variety  of  other  illnesses  in- 
cluding sickle  cell-hemoglobin  C disease, 
pernicious  anemia,  malignant  hypertension, 
central  retinal  vein  thrombosis,  and  retinal 
periphlebitis  (Eales’s  disease).®  Presum- 
ably, coexisting  diabetes  has  been  excluded 
in  the  reported  patients  with  these  clinical 
states. 

Aneurysmal  capillary  dilatations  also  have 
been  demonstrated  in  nodular  glomerulo- 
sclerosis and,  therefore,  a similar  patho- 
genesis for  diabetic  retinopathy  and  neph- 
ropathy has  been  formulated.  This  has  not 
been  generally  accepted.  Recently  Ashton® 
has  re-evaluated  this  problem,  and  has  re- 
affirmed the  belief  that  no  real  analogy  exists 
between  the  retinal  and  renal  lesions. 

Similar  microaneurysms  have  not  been 
described  in  other  organs  of  diabetic  patients, 
except  possibly  for  the  conjunctiva.  How- 
ever, somewhat  different  vascular  lesions  of 


the  peripheral,  central,  and  autonomic 
nervous  system  have  recently  been  noted. 
Serial  sections  of  sural  nerves  from  patients 
with  diabetic  neuropathy  have  revealed  a 
diffuse  thickening  of  the  vasa  nervorum. 
Recently,  lesions  have  been  noted  in  the 
small  vessels  of  amputated  gangrenous  ex- 
tremities, skin,  epicardial  fat,  and  placenta; 
in  the  intramural  coronary  branches  of  the 
heart;  in  the  interlobular,  afferent,  and 
efferent  arterioles  of  the  kidney;  and  in  the 
venules  and  arterioles  of  the  retina.^  These 
lesions  are  stated  to  be  characterized  by  an 
intimal  endothelial  proliferation  and  a lay- 
ing down  of  fine  periodic  acid-Schiff-positive 
material  throughout  the  wall  of  the  involved 
vessels.  They  are  colloidal-iron  negative. 
The  internal  elastic  membrane  in  the  in- 
volved small  vessels  of  the  diabetic  indi- 
vidual is  intact  and  stains  strongly  with 
PAS  (para-aminosalicylic  acid)  in  contrast 
with  nondiabetic  arteriosclerotic  lesions 
where  the  membrane  is  frayed,  reduplicated, 
and  stains  poorly,  if  at  all,  with  PAS.  A 
rather  close  correlation  is  noted  between 
the  lesions  in  the  vasa  nervorum  of  the  ex- 
tremities of  diabetic  subjects  and  antecedent 
clinical  signs  of  neuropathy,  suggesting  that 
the  microvascular  disease  might  conceivably 
be  responsible  for  the  neurologic  disease. 
It  is  of  further  interest  that  if  factors  of  age 
and  coexisting  hypertension  are  evaluated 
carefully,  little  difference  in  incidence  and 
intensity  of  arteriosclerosis  can  be  noted  be- 
tween diabetic  and  nondiabetic  patients. 
In  contrast,  proliferative  endothelial  lesions 
of  the  small  vessels  appear  to  be  from  two  to 
two  and  one-half  times  as  frequent  in  di- 
abetic as  in  nondiabetic  individuals.  It  is 
possible  that  it  is  these  microangiopathic 
changes  which  might  be  responsible  for  the 
higher  incidence  of  diabetic  complications 
of  the  skin,  heart,  extremities,  retina,  kidney, 
and  nervous  system.  Further  corrobora- 
tion of  the  specificity  of  these  lesions  is 
awaited. 

Pathogenesis 

The  pathogenesis  of  diabetic  microan- 
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f^iopathy  is  poorly  undorstood.  Experi- 
nientally,  glomerular  lesions  have  been  pro- 
duced by  a \’ariety  of  technics. It  would 
appear  that  the  lesions  which  have  developed 
are  chiefly  of  the  exudati\'c  type  and  cer- 
tainly not  typical  of  the  human  disease. 
There  is  no  i-eal  evidence  to  implicate  local 
intraluminal  obstructive  processes,  although 
a characteristic  pattern  of  functional  vaso- 
motor respoirses  have  been  observed  in  di- 
abetes of  long  duration. A number  of 
biochemical  alterations  have  been  observed 
in  patients  with  diabetic  retinopathy  and 
nephropathy. These  include  elevations 
of  the  beta-  and  alpha-2  globulin  fractions  of 
the  serum  proteins  and  increases  in  the  serum 
glycoproteins,  lipids,  and  low-density  lipo- 
proteins. Although  tempting,  it  is  still 
somewhat  premature  to  relate  these  changes 
to  the  development  of  capillary  vascular 
disease  in  diabetes. Hyperfunction 
of  the  adrenal  cortex^^  has  been  implicated 
causally,  but  recent  studies  by  our  group*®--® 
indicate  that,  at  least  in  established  vascular 
disease,  there  is  no  evidence  of  adrenal 
cortical  h,>peracti\’ity. 

One  may  speculate  that  these  vascular 
lesions  may  not  be  complications  of  long- 
term diabetes  but  rather  an  integral  part 
of  an  underlying  metabolic  disorder  in  which 
hyperglycemia  and  glycosuria  are  only  the 
pn^senting  findings,  while  the  factor  of  time 
brings  the  vascular  lesions  to  the  clinical 
surface.  Certainly,  the  duration  of  di- 
abetes is  a most  important  factor  in  the 
the  development  of  capillary  vascular  lesions. 

d'here  are  recent  observations,  however, 
which  indicate  that  capillary  vascular  dis- 
ease may  not  be  related  specifically  to  pri- 
mary or  “genetic”  diabetes  mellitus.**  Ret- 
inopathy and  nephropathy  have  now  been 
ob.ser\-ed  in  patients  with  a variety  of  second- 
ary types  of  diabetes,  namely,  diabetes 
.secondary  to  total  pancreatectomy,  chi’onic 
pancreatitis,  hemochromatosis,  acromegaly, 
pheochromocytoma,  or  Cushing’s  disease. 
However,  the  possibility  always  exists  that 
these  patients  may  already  have  had  a 
genetically  predisposed  tendemy  to  impaired 


glucose  tolerance  prior  to  the  development 
of  these  clinical  states. 

Insulin,  or  its  protein  adjuvants,  has 
been  incriminated  by  some  investigators  as 
being  responsible  for  the  glomerular  and 
retinal  lesions,  particularly  since  these  com- 
plications have  been  recognized  only  since 
the  introduction  of  insulin.  A sufficient 
number  of  well-documented  cases  of  diabetic 
nephropathy  and  retinopathy  have  now  been 
studied  in  which  neither  protamine  zinc, 
NPH,  globin,  nor  regular  insulin  have  ever 
been  administered  prior  to  the  development 
of  vascular  damage. 

The  newer  sulfonylureas  might  inhibit, 
halt,  or  even  cause  the  retrogression  of  the 
lesion  of  diabetic  retinopathy.  Cuendet*® 
and  his  associates  have  studied  such  patients 
who  had  received  carbutamide  or  tolbuta- 
mide and  no  insulin  for  a period  of  one  year. 
Most  patients  were  over  age  fifty  and 
had  severe  diabetes.  Twenty-two  of  these 
patients  had  previously  been  treated  with 
insulin.  Careful  and  frequent  ophthalmo- 
logic surveys  showed  no  favorable  influence 
on  the  evolution  of  diabetic  retinopathy. 
This  has  been  the  general  experience  of 
workers  in  the  field. 

The  relation  of  control  of  diabetes  to  the 
development  of  diabetic  microangiopathy 
is  a difficult  matter  to  evaluate  since  the 
definition  of  control  varies  so  widely  in  di- 
abetic circles.  While  it  is  true  that  ret- 
inopathy and  nephropathy  maj^  be  as.soci- 
ated  with  poor  levels  of  control,  we  must  still 
be  aware  that  a fair  percentage  of  patients 
with  good  control,  as  dehned  under  the  most 
rigid  criteria,  do  exhibit  vascular  damage. 
Recent  studies  from  Sweden*®  and  Den- 
mark*® suggest  that  patients  who  are  con- 
trolletl  as  tightly  as  possible  have  relatively 
fewer  vascular  complications.  One  must 
recall,  however,  that  patients  may  present 
th('inselves  with  retinopathy  or  nephropathy 
who  have  had  no  known  diabetes  prior  to 
the  knowledge  of  these  vascular  complica- 
tions. Granted  that  they  maj^  have  had  im- 
paired glucose  tolerance,  pro\'cd  even  by  the 
most  rigid  testing,  it  is  difficult  to  see  how 
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“control”  of  this  type  of  “diabetes”  would 
have  altered  the  clinical  picture.  Further- 
more, many  diabetologists  and  internists 
have  had  the  clinical  experience  of  observing 
the  diabetic  complications  actually  preced- 
ing chemical  diabetes.  If  it  is  so,  it  is 
difficult  to  implicate  poor  control,  as  pres- 
ently defined,  in  the  pathogenesis  of  di- 
abetic vascular  disease.  Perhaps  the  fluc- 
tuating levels,  slight  as  they  may  be,  of  the 
serum  lipid  fractions  may  be  of  more  sig- 
nificance than  the  levels  of  the  blood  glucose. 
Control,  defined  in  these  terms,  may  then 
be  a most  significant  pathogenetic  factor. 
We  are  in  the  process  of  such  a long-term 
study,  but  many  years  will  be  required  before 
a definitive  answer  can  be  given. 

Clinical  Features 

A fully  developed  clinical  syndrome  char- 
acterized by  diabetes,  edema,  hyperlipemia, 
hypoalbuminemia,  hypertension,  pro- 
teinuria, azotemia,  and  retinopathy  is  noted 
in  approximately  10  to  15  per  cent  of  the 
patients  with  the  specific  nodular  lesion  of 
the  glomerulus.  Unfortunately,  a num- 
ber of  other  situations  may  give  rise  to  a 
similar  secpience  of  symptoms  and  signs. 
This  includes  diabetic  patients  who  happen 
to  have  arteriosclerotic  heart  disease,  hy- 
pertensive cardiovascular  disease,  or  chronic 
pyelonephritis  with  superimposed  congestive 
heart  failure,  or  patients  who,  in  addition 
to  their  diabetes,  develop  other  conditions 
producing  a nephrotic  syndrome,  such  as 
renal  amyloidosis,  nephrotic  glomerulone- 
phritis, or  the  rare  case  of  coexisting  di- 
abetes mellitus  and  renal  vein  thrombosis  or 
diffuse  collagen  disease. 

The  problem  of  the  accuracy  of  the  clin- 
ical-pathologic correlation  has  been  a sub- 
ject for  discussion  in  almost  all  reports  sub- 
seciuent  to  Kimmelstiel’s  original  paper. 
There  is  no  doubt  that  the  pathologist 
frequently  cannot  show  the  characteristic 
nodular  glomerular  lesions  in  patients  who, 
during  life,  had  been  clinically  diagnosed 
as  having  a typical  Kunmelstiel-Wilson 
syndrome.  This  is  well  illustrated  in  the 


material  analyzed  at  the  Boston  City  Hos- 
pital. A probable  diagnosis  was  made 
on  the  presence  of  proteinuria  and  hyper- 
tension, but  without  edema  or  anisotropic 
lipiduria.  One  is  impressed  by  the  relatively 
high  percentage  of  incorrect  diagnoses  in 
terms  of  positive  clinical  impressions  and  lack 
of  histologic  confirmation  of  the  specific 
lesion  at  autopsy.  Perhaps  this  discrepancy 
may  be  resoh'ed  by  the  recent  findings  of 
Gellman  and  his  coworkeis-’^  who  also  ob- 
served no  consistent  relationship  betweem 
these  clinical  parameters  and  the  nodular 
lesion,  but  specifically  relate  the  degree  of 
proteinuria,  hypoalbuminemia,  blood  urea 
nitrogen  retention,  and  depressed  urea 
clearance  to  the  severity  of  the  diffuse  lesion. 

Although  originally  considered  a disease 
of  the  diabetic  patient  in  the  fifth  and  sixth 
decades  of  life,  it  has  become  increasingly 
apparent  that  capillary  vascular  disease  is 
relatively  common  in  juvenile  diabetic 
patients  with  long-standing  diabetes. 

An  analysis  of  all  available  clinical  reports 
indicates  that  there  is  no  real  correlation  of 
this  syndrome  with  age,  sex  distribution,  or 
the  intensity  of  diabetes.  It  is  generally 
true,  however,  that  the  disease  is  relatively 
mild  in  maturity  in  most  diabetic  patients, 
in  contrast  to  the  relatively  sevei’e  type  of 
diabetes  noted  in  the  young  patient  with 
renal-retinal  vascular  disease.  The  severity 
of  diabetes  in  this  instance  refers  to  the 
insulin  need  for  the  patient  prior  to  the  de- 
velopment of  clinical  stigmas  of  degenerative 
capillary  vascular  disease.  In  some  cases, 
the  amelioration  of  diabetes  occurs  as  the 
renal  lesion  progresses.  This  finding  is  not 
unique  in  patients  with  diabetic  glomerulo- 
sclerosis, for  similar  findings  can  be  noted 
in  diabetic  patients  exhibiting  a wide  variety 
of  other  nonspecific  renal  diseases.  A 
marked  diminiition  of  caloric  intake  with 
inci’easing  illness  would  appear  to  be  a 
likely  explanation.  Recently,  studies  with 
labeled  insulin  and  have  indicated 
that  nephrectomy  diminishes  the  rate  of 
insulin  degradation,  which  may  have  soni(' 
bearing  on  the  amelioration  of  diabetes. 


June  1,  1961 


1923 


RIF  KIN  AND  LEI  TER 


both  in  diabetic  and  nondiabetic  renal 
disease. 

It  has  been  stated  that  diabetic  acidosis 
is  rare  in  the  course  of  the  lifetime  of  a di- 
abetic patient  in  whom  glomerulosclerosis 
and  retinopathy  develop. However,  more 
recent  studies  indicate  that  no  real  differ- 
ences exist  between  diabetic  patients  with 
and  without  the  specific  renal  lesion. 

An  important  clinical  problem  facing  the 
clinician  is  the  determination  of  what  con- 
stitutes the  earliest  clinical  signs  of  the 
disease.  This  becomes  particularly  sig- 
nificant since  any  considered  medical 
or  surgical  regimen  may  be  too  late  to  affect 
already  irreversible  lesions.  Occasionally 
it  is  possible  for  the  physician  to  follow  the 
patient  accurately  over  the  years  from  the 
known  onset  of  diabetes  through  the  various 
progressive  manifestations  of  the  clinical 
syndrome.  A retinal  microaneurysm  is 
frequently  the  heralding  sign  and  is  soon 
followed  by  proteinuria  and  borderline  hy- 
pertension. Increasing  proteinuria,  hypo- 
proteinemia,  progressive  hypertension,  in- 
creasing cardiac  enlargement,  and  the  onset 
of  cardiac  or  nephrotic  edema  with  a rising 
blood  urea  nitrogen  follow  in  slow  but  relent- 
less fashion.  To  this  burden  may  be  added 
the  effects  of  increasing  coronary  athero- 
sclerosis and  peripheral  vascular  di,sease, 
and  ultimately,  the  fully  developed  clinical 
picture  is  seen.^® 

More  frequently,  however,  it  is  not  pos- 
sible for  the  physician  to  determine  with 
any  degree  of  accuracy  the  exact  onset  of  the 
disease  or  its  full  development.  Many 
diabetic  patients  with  this  syndrome  may 
show  an  occasional  stigma  only,  and  the 
physician  must  be  alerted  to  the  possible 
diagnosis.  We  have  seen  patients  with 
minimal  proteinuria  and  a rare  retinal  micro- 
aneurysm, but  with  pronounced  peripheral 
neuropathy,  who  have  suddenly  gone  into 
severe  uremia  on  the  basis  of  the  specific 
renal  lesion.  We  must  be  aware  of  the 
possibility  of  the  diabetic  glomerulosclerosis 
in  a patient  with  renal  insufficiency  or 
edema  of  undetermined  etiology  but  whose 


diabetes  is  so  mild  that  glucose  tolerance 
studies  are  necessary  to  prove  its  exist- 
ence.The  patient  with  mild  hyper- 
tension, diabetes,  and  a trace  of  proteinuria 
may  be  overlooked  in  terms  of  the  under- 
lying disease  process,  and  his  peripheral 
edema  may  be  attributed  erroneously  to 
cardiac  decompensation  or  peripheral  venous 
insufficiency  rather  than  to  a nephrotic 
origin. 

Although  the  control  of  diabetes  cannot  be 
related  definitely  to  the  development  of 
vascular  damage,  a rigid  and  fulminating 
course  of  events  may  develop  following  a 
period  of  poor  management  or  a severe  in- 
fection. We  have  seen  rapidly  developing 
retinal  hemorrhages  following  an  episode  of 
keto-acidosis  in  a patient  who  previoasly  had 
a mild  retinopathy.  A mild  infection  in  a 
diabetic  patient  with  minimal  clinical  symp- 
toms and  signs  may  set  off  severe  azotemia 
and  rapid  progression  to  terminal  uremia.^® 

Treatment 

No  specific  therapy  is  available  at  the 
present  time  and  symptomatic  therapy  is  the 
mainstay  of  management.  The  diabetic 
patient  is  relatively  easy  to  manage  in  terms 
of  insulin  and  diet.  The  blood  pressure  may 
be  controlled  by  the  use  of  antihypertensive 
medication,  but  care  must  be  exercised  to 
prevent  sudden  falls  in  blood  pressure  which 
may  precipitate  an  acute  cerebrovascular 
accident,  coronary  occlusion,  or  increasing 
uremia.  Food  intake  should  be  planned  to 
maintain  the  patient  in  a normal  nutritional 
status,  as  in  the  case  with  diabetic  diets  in 
general.  Our  experience  indicates  that,  in 
the  presence  of  poor  renal  function,  the 
dietary  protein  should  be  reduced  to  30  to 
50  Gm.  per  day,  but  adequate  caloric  intake 
by  carbohydrate  and  fat  supplementation 
must  be  assured  to  prevent  malnutrition, 
especially  in  the  presence  of  severe  pro- 
teinuria. The  fluid  intake  must  be  elevated 
to  the  point  of  producing  a urine  volume  of 
1,200  to  1,500  cc.  daily,  otherwise,  non- 
protein nitrogen  retention  may  develop 
rapidly,  even  on  relatively  low  protein  diets. 
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The  management  of  edema  is  most  diffi- 
cult because  of  the  multiplicity  of  causative 
factors,  such  as  renal  insufficiency  of  glo- 
merular origin,  cardiac  decompensation,  and 
hypoalbuminemia,  in  addition  to  the  com- 
bined effects  of  arterial  and  venous  pe- 
ripheral vascular  disease.  The  rate  of  forma- 
tion of  edema  will  depend  as  usual  on  the 
intake  of  salt  and  water  regardless  of  the 
basic  cause  of  the  edema.  Salt  restriction 
will  therefore  delay  quantitatively  the  ac- 
cumulation of  edema  and  may  even  lead  to 
its  mobilization.  However,  the  degree  of 
cardiac  failure,  and,  especially,  the  degree 
of  renal  insufficiency,  will  be  deciding  fac- 
tors in  this  process.  The  salt  content  in 
the  diet  of  edematous  patients  should  be  less 
than  2 Gm.  per  day.  Further  reduction  in 
salt  intake  should  be  carried  out  only  under 
careful  supervision  of  blood  and  urinary 
electrolytes. 

Patients  with  cardiac  failure  and  diabetic 
glomerulosclerosis  are  maintained  on  digitalis 
and  may  be  given  mercurial  diuretics  as  long 
as  they  respond  and  renal  insufficiency  is 
not  too  severe.  Ammonium  chloride  and 
other  acid-forming  salts  may  be  helpful  in 
promoting  mercurial  diuresis  when  renal 
function  is  adequate,  but  the  patient  should 
be  observed  carefully  for  the  development  of 
acidosis.  Purine  diuretics  given  orally  are 
of  little  value  and  often  produce  unpleasant 
gastrointestinal  symptoms.  Ion-exchange 
resins  have  been  displaced  in  the  treatment 
of  either  cardiac  or  renal  edema  by  the 
benzothiadiazines.  Diamox  is  of  limited 
value.  Aldosterone  antagonists,  particularly 
in  combination  with  the  benzothiadiazine 
agents,  may  help  in  keeping  the  patient 
edema-free’.  Adrenal  cortical  steroid  hor- 
mones are  contraindicated  in  these  patients. 

Complications  of  chronic  renal  failure, 
as  well  as  associated  clinical  conditions  which 
may  further  aggravate  the  underlying  situa- 
tion, must  be 'constantly  kept  in  mind  since 
these  may  be  remediable,  and  their  intelli- 
gent management  may  do  much  to  maintain 
-comfort  and  prolong  life.  These  include 
disorders  of  fluid  and  electrolyte  balance. 


severe  anemia,  renal  and  extrarenal  infection, 
possible  associated  obstructive  uropathy. 
and  gastrointestinal  disturbances  with  re- 
sultant nutritional  vitamin  depletion. 

There  has  been  increasing  speculation  thal 
a high-fat  diet  may  play  a significant  role 
in  the  development  of  the  increased  .serum 
lipid  values  and  associated  vascular  disease 
of  diabetic  patients.  The  effect  of  a diet 
containing  20  Gm.  of  fat  per  day  on  patients 
with  diabetic  retinopathy  has  recently  been 
studied.^®  The  lowering  of  serum  lipids  was 
noted  in  patients  who  adhered  to  this  dietary 
regimen,  and  this  effect  was  maintained  dur- 
ing the  entire  observation  period  of  one  to 
two  years.  A marked  decrease  and  dis- 
appearance of  retinal  exudates  was  noted 
in  a number  of  these  patients.  The  in- 
creased carbohydrate  intake  which  was 
necessary  to  maintain  caloric  balance  was 
well  tolerated. 

KinselF^  has  not  limited  the  amount  of 
fat,  but  has  substituted  polyunsaturated  fat 
for  a saturated-monosaturated  fat  intake 
and  has  similarly  observed  not  only  decreases 
in  plasma  lipids  but  also  apparent  improve- 
ment of  existing  retinopathy  and  ne- 
phropathy. Additional  carefully  controlled 
observations  over  a long  period  of  time  in 
such  patients  with  modification  of  fat  intake 
are  clearly  indicated.  It  is  possible  that 
a low-fat  intake  or  a relatively  high  concen- 
tration of  unsaturated  fat  intake  should  be 
taken  early  in  the  diabetic  individual’s  life- 
time possibly  to  insure  against  or  at  least 
impede  the  rate  of  development  of  diabetic 
angiopathy. 

Hypophysectomy  already  ha.s  been  per- 
formed by  numerous  clinical  investiga- 
tors.^“®®  The  rationale  for  this  is  not 
understood  clearly.  It  appears  that  the 
effects  are  not  mediated  directly  through  the 
adrenal  gland.  Eliminating  various  pi- 
tuitary lipid-mobilizing  hormones  by  hypo- 
physectomy might  conceivably  be  an  im- 
portant factor.  At  any  rate,  improvement 
in  diabetic  retinopathy  has  been  observed 
in  some  patients  with  this  procedure. 

Lipemic  clearing  agents  are  being  em- 
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ployed  currently  in  an  attempt  to  produce 
I’etrogression  of  diabetic  retinopathy.  It 
is  as  yet  premature  to  evaluate  results  with 
this  regimen. 
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Life  Expectancy  Near  One  Hundred  and  Twenty  Predicted  hy  Year  WOO 


Life  expectiincy  may  apjjroach  one  hundred  and 
twenty  yeans  in  America  hy  the  end  of  this  century, 
according  to  an  (‘ditorial  in  tlu'  Fehrnary  25,  1961, 
issue  of  the  Journal  of  the  American  Medical  Associa- 
tion. More  than  20  Civil  War  veterans  passed  the 
century  mark,  the  oldest  reaching  the  age  of  one 
hundred  and  seventeen. 

There  is  evidence  that  men  in  Hunza  Land,  a re- 
mote and  mountainous  region  of  northern  Pakistan, 
live  to  be  one  hundred  and  twenty  or  even  one 
hundred  and  forty.  Although  not  documented, 


such  ages  are  believed  to  be  within  the  limits  of 
j)ossibility. 

“If  scientific  advances  continue  to  Ix'  productive, 
and  there  is  little  doubt  but  that  t his  will  b(>  fact  ual 
— with  eradication  of  infection,  ])revention  of  cancer, 
and  inhibition  of  progression  of  the  degenerative 
diseases — life  expectancy  in  America  should  ap- 
proach that  of  the  fabled  Hunzukuts  by  the  end  of 
this  century  and  equal  that  of  the  Himalayan 
dwellers  in  the  twenty-first  centm\\-.  The  j)rob- 
lems  posed  by  such  a j)robability  nuait  study.” 
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Tn  an  earlier  Nutrition  Excerpt,^  Fryer 
^ discussed  in  general  some  of  the  technics 
being  used  in  body  composition  studies  in 
the  living  human  being  and  indicated  some 
of  the  contributions  to  understanding  which 
have  come  from  the  application  of  these 
technics.  A preview  will  be  given  in  this 
Excerpt  of  some  of  the  new  studies  in 
progress  in  our  laboratory.  Greater  detail 
may  be  found  elsewhere  and  in  subsequent 
contributions.  2 

Study  Objectives 

Metabolic  Response  to  Weight  Re- 
duction.— For  some  time  our  laboratory 
has  been  interested  in  obesity  studies  and 
the  metabohc  responses  of  both  young 
men  and  women  during  the  weight-reduction 
process.  Despite  dietary  intakes  gen- 
erally considered  adequate  in  all  the 
nutrients  except  calories,  the  weight  loss  in 
obese  young  men  and  women  is  often  ac- 
companied by  apparently  adverse  metabolic 
responses  which  consist  of  nitrogen,  calcium, 
and/or  phosphorus  deficits.  From  a recent 
study,  it  seemed  clear  that  the  losses  in  some 
subjects  are  characteristic  of  caloric  re- 

im 


strictions  per  se.®  Since  not  all  subjects 
respond  to  weight  loss  in  a uniform  manner 
metabolically,  there  has  been  a question  as 
to  what  leads  to  nitrogen  losses  in  some  in- 
dividuals and  not  in  others.  Might  the 
presence  or  absence  of  nitrogen  loss  during: 
weight  reduction  be  related  to  the  degree 
of  fatness  of  the  body?  Were  those  going: 
into  nitrogen  deficit  with  continued  weight’ 
loss  those  who  were  more  overweight  than 
overfat  or  obese?  These  questions  led  to 
our  interest  in  body  composition  as  it  related 
to  metabolic  response  during  weight  reduc- 
tion.® In  connection  with  the  latter  study 
we  became  aware  of  the  paucity  of  data  on 
the  lean  body  mass  and/ or  relative  adiposity 
of  normal  women.  There  are  only  two' 
papers  in  the  literature.  One  by  Cheni"' 
reports  specific  gravity  figures  on  65  i\Iin- 
nesota  women  over  a wide  age  range  and 
clinically  fi’ee  of  disease.  A second  study 
by  Allen  et  gives  density  figures  for  29 
young  Chinese  university  women.  Hence 
it  seemed  a worth-while  objective  to  obtain 
normative  or  descriptive  data  on  the  lean 
body  mass  and  fatness  of  a representative 
sampling  of  women.  Originally  the  objec- 
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live  was  limited  to  young  women  sixteen  tO) 
thirty  years  of  age,  the  group  on  which  a 
preliminary  report  will  be  given  now.. 
Since  then  the  objective  has  been  expanded 
to  include  women  up  to  seventy  years  of 
age.  Data  for  the  older  women  will  be; 
reported  at  a later  date. 

Interrelationships  Between  Esti- 
mates OF  Lean  Body  Mass  and  Adipo- 
sity.— The  study  had  a second  and  equally 
important  objective.  As  Fryer  pointed 
out,  ^ all  attempts  to  measure  fatness; 
in  the  living  human  being  obviously  must 
be  by  indirect  means.  A number  of  such, 
means  have  been  used  by  various  investiga- 
tors: density,  body  water,  skinfold  thick- 
nesses, measurement  of  fat  pad  thicknesses 
on  soft  tissue  x-ray  films,  anthropometric 
measurements  both  skeletal  and  envelope, 
transverse  skeletal  diameters  on  joint  x-ray 
films,  creatinine  excretion,  and  basal  oxygen 
consumption.  Most  of  the  data  available 
using  these  technics  are  for  men.  Inter- 
relationships between  the  estimates  made 
by  some  of  the  indirect  methods  have  been 
studied  but  not  between  all.  For  men,  in 
certain  cases  prediction  equations  based  on 
interrelationships  have  been  made.  For 
example,  formulations  exist  for  prediction 
of  density,  lean  body  mass,  or  body  fatness 
of  young  men  on  the  basis  of  such  more 
easily  obtainable  data  as  skinfold  thick- 
nesses, creatinine  excretion,  or  basal  oxygen 
consumption.  Similar  formulations  do  not 
exist  for  women  because  of  the  lack  of  the 
basic  data  needed.  Hence,  the  second  ob- 
jective of  our  research  has  been  to  study 
the  interrelationships  which  exist  between 
estimates  of  lean  body  mass  and/or  adiposity 
based  on  the  determination  in  each  subject 
of  all  the  parameters  listed  previously. 

Methods  and  Materials 

Data  were  obtained  for  94  normal  middle- 
class  or  upper  middle-class  young  women 
students  aged  seventeen  to  twenty-eight 
years  with  a mean  age  of  20.36  years. 
Heights  ranged  from  just  under  5 feet  to 
approximately  6 feet  with  a mean  height  of 


65.94  inches.  Body  weight  nude,  in  a 
fasting  condition  with  empty  bladder,  ranged 
from  97  to  168  pounds,  with  a mean  of 
130  pounds.  Weights  of  the  women  were 
compared  to  a “standard.”  No  completely 
satisfactory  standard  was  available  for  this 
age  group.  The  one  used  finally  was  the 
average  weight  figures  given  in  the  1959 
Build  and  Blood  Pressure  Study*^  for  young 
women  twenty  to  twenty-four  and  twenty- 
four  to  twenty-nine  years  of  age.  When 
adjustments  were  made  in  our  figures  for 
heel  height  and  indoor  clothing  the  mean 
weight  of  the  young  women  in  our  sample 
was  98.93  ± 8.61  compared  with  the 

“standard”  weight  of  100;  they  ranged  from 
83.2  to  128.  The  weights  of  our  young 
women  might  be  expected  to  be  slightly  less 
than  standard  since  our  women  were  in  a 
fasting  condition  and  had  empty  bladders. 
If  ± 10  per  cent  of  standard  was  considered 
“normal,”  about  80  per  cent  of  our  women 
could  be  so  classified;  if  more  than  10  per 
cent  above  or  below  standard  was  considered 
over-  or  underweight  respectively,  approxi- 
mately 10  per  cent  of  our  sample  fell  in 
each  direction.  Actually  none  of  the  women 
were  as  much  as  20  per  cent  below  standard 
and  only  2 were  20  per  cent  or  more  above 
the  standard  weight  of  100.  It  seems  likely 
then  that  the  density  or  specific  gravity 
and  percentage  body  fat  figures  derived  for 
this  sample  of  young  women  may  be  taken 
as  fairly  typical  for  a more  or  less  normal 
weight  population  of  American  middle- 
class  or  upper  middle-class  young  women. 

For  the  young  women,  densities  ranged 
from  1.0150  to  1.0595;  the  mean  was 
1.0342  Gm.  per  milliliter  ± 0.0094.  Con- 
verted to  specific  gravity  the  range  becomes; 
1.0217  to  1.0665,  the  mean  1.0408  ± 
0.0094.  These  figures  compare  favorably 
with  the  25  Alinnesota  women  ages  eighteen; 
to  thirty  years  (mean  age  slightly  higher,, 
24.4  years)  reported  by  Chen.“  Mean 
specific  gravity  here  was  very  slightly  higher, 
1.0458  ± 0.0099. 

Of  more  interest  from  a practical  point 
of  view  in  our  fat-conscious  world  is  the 
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percentage  of  bodj’'  weight,  present  as  fat. 
Using  the  best  known  formula,  that  of 
Rathbim  and  Pace  based  on  specific  gravity 
figures,  the  percentage  of  fat  ranged  from 
15.81  to  38.62  among  the  94  jmung  women. 
The  mean  percentage  was  28.69  ± 4.856; 
the  median  28.55. 

How  do  these  figures  compare  with  those 
for  men  of  various  age  groups?  For  young 
men  with  a comparable  mean  age  of  20.3 
5^ears,  Brozek  and  Keys'^  found  a mean 
specific  gravity  of  1.0766  ± 0.0141  and  a 
mean  percentage  of  fat  of  10.92.  For  88 
young  soldiers  with  a mean  age  of  20.3 
years,  Pascale  et  report  a mean  specific 
gravity  of  1.0761  equivalent  to  a percentag(' 
body  fat  of  11.17  per  cent  u.sing  the  Tathbun- 
Pace  formula.  In  other  words,  the  young 
women  on  the  average  have  over  two  and 
one-half  times  the  percentage  of  their 
body  weight  as  fat  as  do  the  young  men  of 
comparable  age  and  status. 

Even  the  middle-aged  bu.siness  men  re- 
ported by  Brozek  and  Keys^^’^^  have  specific 
gravities  slightly  higher  than  do  the  young- 
women  (1.0554  for  122  business  men,  mean 
age  forty-nine  years,  and  1.0464  for  56  men, 
mean  age  52.5  years).  The  percentage  of 
body  weight  as  fat  is  slightly  lower  (21.3 
and  25.8  per  cent  respectively  as  compared 
with  28.69  per  cent  for  the  young  women). 
The  mean  figure  for  the  young  women  is 
more  comparable  to  that  reported  by  Man- 
niello'®  for  60  elderly  men  (mean  age  70.1 
year.s),  30.5  per  cent. 

Of  the  other  methods  used  to  estimate 
lean  body  mass  or  relative  fatness  which 
methods  give  the  best  correlation  (r)  with 
den.sity?  Of  all  measures  used,  density 
correlated  best  with  a rather  simple  one, 
skinfold  thicknes.ses  (r  = —0.68(56).  The 
next  highest  correlation  was  with  basal 
oxygen  consumption  expre.s.sed  on  a per 
kilogram  basis  (r  = 0.6001).  Actually, 
density  was  more  highly  correlated  with 
per  cent  “standard”  (average)  weight  than 
with  actual  weight,  creatinine  (coefficient, 
or  total  body  water  expre.ssed  as  a per- 
centage' of  body  weight,  (hough  there  was 


a highly  significant  correlation  with  all  of 
the.se  parameters.  At  least  in  this  young 
age  group,  in  the  absence  of  facilities  to 
make  density  measurements,  the  very  simple 
technic  of  .skinfold  thickne.sses  mea.sured 
with  a calibrated  caliper  in  well-cho.seti 
spots  would  seem  to  give  a better  indication' 
of  relative  fatness  than  the  other  more 
elaborate  chemical  procedures  u.sed. 

Which  skinfolds  .seemed  particularly  in- 
dicative? Those  found  on  the  lower  trunk 
particularly  toward  (he  pelvic  region  gave 
the  best  corielation  with  both  total  skinfold 
thickness  and  with  density  (hence  body 
fatness).  A measurement  taken  at  a site 
on  the  abdominal  midline  halfwa.y  between 
the  umbilicus  and  the  pubis  correlated  best 
of  all  (he  measurements  with  both  total 
skinfold  thickne.s.ses  (r  = 0.9020)  and  den- 
sity (r  = —0.6590).  Correlations  of  other 
lower  trunk  positions  (supra-iliacc,  umbilicus, 
and  waist)  were  high  also  but  slightly  less 
in  each  case.  Of  the  upper  trunk,  the  skin- 
fold o\’er  the  lower  ribs  (lateral  aspect  of 
thoiax,  one-half  way  between  the  axilla 
and  the  iliac  crest)  gave  the  best  correlation 
with  total  skinfold  thickne.ss  (0.8883)  and 
density  ( — 0.6110).  Measurements  on  ap- 
pendages correlated  much  less  well;  the 
skinfold  over  the  triceps  .seemed  the  best 
(r  = —0.5210  with  density;  r — 0.8176 
with  total  skinfold  thicknes.se.s). 

Eventually,  from  density  and  skinfold 
data  it  is  planned  to  formulate  a regression 
equation  for  the  prediction  of  density  (hence 
fatness)  of  young  women  based  on  the* 
more  easily  measured  skinfold  thickneases 
which  should  be  very  usable  in  the  hanefe  of 
physicians. 

Slim  tnary 

The  percentage  of  body  weight  as  fat  in 
94  young  women  agc'd  eightec'ii  to  twenty- 
eight  years  (mean  age,  20.3  y('ars)  ranged 
from  15.81  to  38.62  with  a mean  of  28.69  ± 
4.856.  The  young  women  app(>ared  to  be 
typical  of  a more  or  less  average  weight, 
middle-class  or  upper  middle-class  popula- 
tion. 'rii('  y(Ming  women  on  the  average  hav(' 
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over  tAvo  and  one-half  times  the  percentage 
of  their  body  as  fat  as  do  young  men  of 
comparable  age  and  status;  the  figures  for 
young  women  are  slightly  higher  than  those 
for  middle-aged  men  and  similar  to  those 
reported  for  elderly  men. 

At  least  for  young  women,  in  the  absence 
of  facilities  to  make  density  measurements, 
the  very  simple  technic  of  skinfold  thick- 
nesses measured  with  a calibrated  caliper 
in  well-chosen  spots  would  seem  to  give  a 
better  indication  of  relative  fatness  than 
the  other  more  elaborate  chemical  pro- 
cedures used. 
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Toxemias  Leading  Hazards  of  Pregnancy 


Leading  hazards  of  pregnancy  are  the  toxemias. 
Although  deaths  stemming  from  toxemias  have  been 
reduced  dramatically,  they  still  account  for  about 
25  per  cent  of  all  maternal  deaths.  Among  the 
types  of  toxemia  most  perilous  to  pregnant  women, 


eclampsia  ranks  first,  accounting  for  more  than  40 
per  cent  of  all  toxemia  deaths.  About  70  per  cent 
of  cases  of  eclampsia  occur  among  women  in  their 
first  pregnancy.— Poffems  of  Disease,  Parke,  Davis 
(fe  Company. 
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Postoperative  Pulmonary  Embolism 


The  dislodgment  of  emboli  from  various 
source.s  to  the  lungs  usually  is  brought 
about  by  a rise  and  fall  in  venous  pressure 
incident  to  straining  or  exercise.  Some 
occur  without  apparent  exertion  and  with 
the  patients  at  rest.  After  surgical  op- 
erations, lung  infarctions  from  emboli  may 
develop  gradually  within  two  to  three 
weeks.  If  small,  they  rarely  are  fatal. 
The  effects  of  multiple  pulmonary  emboli 
may  be  acute,  subacute,  or  chronic.  The 
following  case  report  illustrates  an  acute 
episode  following  pulmonary  emboli  and 
the  futility  of  resuscitative  measures. 


Presented  and  discussed  at  a conference  held  at  the 
New  York  Hospital,  New  York  City,  March  6,  1961. 
Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  every  month. 

* Submitted  by  Richard  B.  Knapp,  M.D.,  resident 
anesthesiologist,  the  New  York  Hospital,  New  York 
City. 


Case  Report* * 

A sixty-five-year-old  female  was  admitted 
to  the  hospital  with  the  chief  complaint  of 
pain  and  swelling  of  the  left  thigh  of  five 
months  duration.  The  patient  had  had 
varicose  veins  bilaterally  for  manj’  years. 
Two  years  prior  to  her  admission  she  was  in 
another  hospital  for  eleven  days  with  the 
complaint  of  an  inflamed,  painful  left  leg. 
These  symptoms  subsided  with  bed  rest 
and  injections  but  recurred  approximately 
five  months  before  the  present  admission. 
They  had  become  progressively  more  intense, 
necessitating  hospital  admission.  The  pa- 
tient’s past  history,  other  than  the  pre- 
viously mentioned  complaint,  showed  es- 
sentially normal  findings. 

The  patient  was  a well-developed,  well- 
nourished  white  female.  A physical  e.x- 
amination  revealed  an  arterial  blood  pressure 
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of  140  mm.  Hg  systolic  and  85  diastolic. 
Her  temperature  was  36.8  C.,  and  the  pulse 
rate  was  80  beats  per  minute.  An  ex- 
amination of  her  heart  and  lungs  revealed 
no  abnormal  findings.  Bilateral  varicosities 
were  evident.  In  the  anterior  portion  of  the 
left  thigh  there  was  a smooth,  firm  mass, 
approximately  10  to  15  cm.  in  diameter. 
This  was  slightly  movable,  nonfluctuant, 
and  moderately  tender.  The  electrocardio- 
gram and  roentgenogram  of  the  chest 
produced  normal  findings.  Laboratory  stud- 
ies of  the  blood  showed  that  this  patient’s 
hemoglobin  was  12  Gm.  per  100  ml.  The 
hematocrit  was  39,  and  the  white  blood 
count  was  6,680  per  cubic  milliliter.  The 
blood  urea  nitrogen  was  14  mg.  per  100 
ml.  A roentgenogram  of  the  left  thigh 
revealed  a fusiform  soft  tissue  mass  oc- 
cupying the  major  portion  of  the  antero- 
lateral aspect  of  the  thigh.  There  was  no 
definite  evidence  of  bone  involvement. 

Four  days  following  hospital  admission  a 
biopsy  of  the  mass  in  the  left  thigh  was 
performed.  The  pathology  report  gave 
rhabdomyosarcoma  as  the  diagnosis.  It 
was  decided  that  the  surgical  procedure  of 
choice  would  be  hip  disarticulation.  Ten 
days  following  admission  this  operation 
was  performed.  Preoperative  medication 
consisted  of  50  mg.  of  meperidine  hydro- 
chloride and  0.4  mg.  of  atropine  by  intra- 
muscular injection.  On  arrival  in  the 
operating  room  the  patient’s  arterial  blood 
pressure  was  140/80  with  a pulse  rate  of  90 
beats  per  minute.  Anesthesia  was  induced 
with  150  mg.  of  2.5  per  cent  thiopental 
sodium  and  oxygen-cyclopropane.  An  endo- 
tracheal tube  was  inserted  under  direct 
vision,  and  anesthesia  was  maintained  with 
a cyclopropane-oxygen  mixture.  During 
the  operative  procedure,  which  was  quite 
uneventful,  1,000  cc.  of  whole  blood  were 
adniinistered.  There  were  no  anesthetic 
complications.  The  endotracheal  tube  was 
removed  about  five  minutes  before  the 
procedure  was  completed.  The  duration  of 
the  operation  was  three  hours.  As  the  skin 
was  being  prepared  for  application  of 


dressings,  the  patient,  who  already  had 
responded  somewhat  from  the  anesthesia, 
became  quite  cyanotic  and  dyspneic  and 
suddenly  ceased  to  breathe.  No  blood 
pressure  could  be  obtained  although  a weak 
pulse  was  palpated.  The  anesthesiologist 
reinserted  the  endotracheal  tube.  The 
chest  was  opened  quickly  and  the  heart 
massaged.  Although  a few  feeble  contrac- 
tions were  evident  after  an  hour  of  massage, 
the  heart  action  became  very  weak  and 
finally  ceased  altogether.  Electrocardio- 
graphic monitoring  of  the  heart  during 
resuscitation  showed  no  activity.  The 
patient  was  pronounced  dead  two  hours 
following  completion  of  the  operation. 

An  autopsy  revealed  a massive  pulmonary 
embolus.  The  pulmonary  artery  to  the 
right  lower  lobe  was  occluded  by  a dark, 
red-purple  thromboembolus.  This  was  the 
principal  cause  of  death  although  similar 
thromboemboli  were  evident  in  the  right 
main  pulmonary  artery  as  well  as  in  the 
right  ventricle. 

Comment 

Phlebothrombosis  and  thrombophlebitis, 
especially  of  the  deep  veins  of  the  leg,  are 
the  chief  sources  of  pulmonary  embolism.  ‘ 
With  larger  infarcts,  cyanosis  and  dyspnea 
are  likely  to  be  most  pronounced.  Post- 
operatively,  in  the  presence  of  a clear  airway, 
the  symptoms  of  cyanosis  and  dyspnea 
certainly  suggest  a pulmonary  infarction. 
This  was  observed  and  diagnosed  in  the  op- 
erating room  by  both  the  anesthesiologist 
and  the  surgeon  involved  in  the  reported 
case.  During  the  years  1948  to  1957,  there 
was  a total  of  92,678  anesthetics  given  at  the 
New  York  Hospital-Cornell  Medical  Center. 
In  this  series  117  cases  of  pulmonary 
infarction  and  embolization  were  reported, 
for  a percentage  of  0.13.^ 

Thus,  pulmonary  embohsm  presents  a 
definite  problem  to  the  anesthesiologist. 
Jenkins  and  Graves^  list  several  anesthetic 
considerations  for  the  prevention  of  pul- 
monary embolus.  These  include  rapid, 
quiet,  induction  and  emergence;  adequate 
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oxygenation  and  removal  of  carbon  dioxide; 
a patent  airway;  high^flow  oxygen;  the 
avoidance  of  exertion,  straining,  or  “buck- 
ing”; maintenance  of  normotension  and 
normovolemia;  non  toxic  anesthetic  agents 
not  irritating  to  the  myocardium;  the 
control  of  cardiac  arrhythmias  and  cardiac 
decompensation;  and  care  in  posturing, 
pressure  points  on  veins,  and  avoidance  of 
unnecessary  pressure  on  veins  of  the  lower 


extremities. 
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Ratio  of  Physicians  to  Population  Highest  in  Boston  Area 


Among  the  greater  metropolitan  areas  with 
populations  of  a million  or  over,  the  Boston  area 
has  the  highest  ratio  of  physicians  to  population, 
according  to  a report  issued  by  the  United  States 
Public  Health  Service. 

In  the  four  counties  that  comprise  the  Boston- 
Lowell-Lawrence  metro|>olitan  area  there  were  207 
active  non-Federal  phj-sicians  per  1(X),000  people  in 
mid-1959.  The  San  Francisco-Oakland  area  (six 
counties)  ranked  second  with  a physician-population 
ratio  of  199.  The  consolidated  New  York-North- 
eastern  New  Jersey  area  (eight  New  York  counties 
and  eight  New  Jersey  counties)  was  third  with  189 


physicians  for  every  100,000  persons. 

The  New  York-Northeastern  New  Jersey  con- 
solidated area  had  the  highest  proportion,  77  per 
cent,  of  physicians  in  private  practice.  The  Balti- 
more area  had  the  highest  proportion,  38  per  cent, 
in  hospital  service,  teaching,  administration,  re- 
search, and  other  salaried  positions. 

Only  40  per  cent  of  the  physicians  in  the  New 
York-Northeastern  New  Jersey  area  were  under 
forty-five  years  of  age.  As  many  as  62  per  cent  of 
the  physicians  in  the  Dallas  and  Houston  areas, 
however,  were  in  this  younger  age  group. — Public 
Health  Service  Publication  No.  26S,  Section  10 
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BRIEFS  ON  ACCIDENTAL 
CHEMICAL  POISONINGS 
IN  NEW  YORK  CITY 


From  the  Poison  Control  Center,  New  York  City  Department  of  Health 

A series  prepared  by 

HAROLD  jACOBZiNER,  M.D.,  Assistant  Commissioner,  New  York  City 
Department  of  Health;  Medical  Director,  Poison  Control  Center 
HARRY  w.  RAYBiN,  M.S.,  Technical  Director,  Poison  Control  Center 


Meprobamate,  Aspirin,  and  Methyprylon  Intoxications 


T^he  following  incidents  were  reported 
recently  to  the  New  York  City  Poison 
Control  Center. 

Incident  1 

Substance 

Ingested  Age  Sex 

Miltown 

(meprobamate)  4 years  Male 

The  patient  was  left  with  his  grandmother, 
who  suffered  from  insomnia  and  was  in  the 
habit  of  taking  meprobamate  every  morn- 
ing. On  the  morning  of  the  accident  the 
grandmother  left  the  bottle  with  the  medica- 
tion on  a bedside  table  where  the  child 
obtained  it  and  swallowed  eight  50-mg. 
tablets.  The  grandmother,  who  was  working 
in  the  kitchen,  was  attracted  by  the  sudden 
quiet  in  the  bedroom.  She  went  to  in- 
vestigate and  saw  the  child  swallowing  the 
tablets. 

Although  the  patient  was  asymptomatic, 
the  grandmother  called  the  Poison  Control 
Center  and  was  advised  to  call  a private 
physician.  Not  being  able  to  locate  a 


physician,  she  called  the  Center  again  and 
was  given  advice  on  inducing  vomiting  by 
means  of  ipecac.  Vomiting  was  not  induced 
with  the  first  dose,  but  success  was  achieved 
with  a second  dose.  The  child  made  a 
complete  recovery  after  sleeping  for  several 
hours. 

This  patient  was  reported  to  be  under 
treatment  for  hypothyroidism  and  was  re- 
ceiving thyroid  therapy  daily.  Although 
four  years  of  age,  the  child  is  still  unable 
to  talk  and  is  emotionally  and  physically 
retarded.  According  to  the  grandmother, 
“he  puts  everything  in  his  mouth.”  The 
patient  comes  from  a disorganized  home 
(the  parents  are  separated).  The  father 
rejects  the  child  entirely  and  blames  the 
mother  for  the  child’s  condition  and  for  the 
expenditure  of  an  undue  amount  for  medical 
fees.  The  patient  was  referred  to  a clinic 
for  emotionally  retarded  children  as  well 
as  to  the  Hearing  and  Speech  Rehabilitation 
Center  of  Kings  County  Hospital.  A 
follow-up  on  this  case  by  a public  health 
nurse  is  planned. 

It  is  fortunate  that  the  drug  ingested  was 
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relatively  nontoxic,  and  an  overdose  of  this 
particular  drug  did  not  produce  any  de- 
leterious effects.  While  it  is  a very  poor 
practice,  as  we  often  have  indicated,  to  leave 
medications  within  the  reach  of  children, 
greater  caution  must  be  exercised  when  deal- 
ing with  children  who  are  mentally  retarded 
and  particularly,  as  in  this  case,  where  it 
is  known  that  the  child  puts  everything  in 
his  mouth. 

Ingestions  associated  with  tranquilizing 
drugs  are  reported  with  increasing  fre- 
quency. We  believe  that  this  is  directly 
related  to  their  availability  and  accessibility 
in  the  home. 

Incident  2 

Substance  Ingested  Age  Sex 

Aspirin  3 Vi  years  Male 

2 years  Female 

While  the  mother  was  conversing  on  the 
telephone,  two  siblings,  a two-year-old  girl 
and  a three  and  one-half-year-old  boy, 
went  into  the  bathroom.  After  five  minutes 
elapsed,  the  mother  could  hear  the  water 
running.  On  investigation,  she  noted  that 
both  children  were  playing  with  an  aspirin 
bottle  which  originally  contained  about 
90  5-grain  tablets.  The  bottle  with  the 
medication  had  been  placed  on  a shelf  over 
the  bathtub,  about  S'- ^2  feet  from  the  floor. 
Since  the  bathtub  has  a narrow  ledge,  the 
parents  felt  secure  that  the  medication 
placed  on  the  shelf  was  inaccessible  to  the 
children.  The  older  sibling,  however,  was 
able  to  climb  up,  obtain  the  bottle,  and  share 
the  “loot”  with  his  younger  sibling. 

The  mother,  a registered  nurse,  called  a 
physician  immediately.  The  physician  in- 
structed her  to  induce  vomiting.  However, 
he  minimized  the  incident  and  advised 
nothing  beyond  observation  of  the  children 
since  he  believed  that  the  children  had 
not  swallowed  a sufficient  number  of  pills 
to  warrant  further  care.  The  mother  at- 
tempted to  induce  vomiting  with  her  fingers 
and  by  the  administration  of  egg  white  but 
was  unsuccessful  (another  instance  of  the  er- 


roneous behef  that  egg  white  is  an  effective 
emetic).  The  incident  occurred  at  11:30 
A.M.  One  hour  later,  however,  the  children 
began  to  vomit  and  continued  vomiting 
intermittently.  The  mother  again  called 
the  physician  who  advised  hospitalization. 

On  their  admission  to  the  hospital,  the 
urine  of  the  older  child  showed  a 4 plus 
acetone,  a trace  of  albumin,  and  1 plus 
diacetic  acid.  The  urine  of  the  younger 
child  showed  3 plus  acetone  and  positive 
findings  for  diacetic  acid.  The  patients 
continued  to  vomit,  appeared  pale,  and  had 
rapid  respiration.  About  twenty-two  hours 
following  ingestion  both  children  exhibited 
extreme  pallor  and  very  rapid  respiration. 
They  were  placed  in  oxygen  tents.  Sodium 
lactate  was  administered  intravenously  and 
vitamin  K intramuscularly.  Both  children 
received  essentially  the  same  treatment. 
After  four  days  of  hospitalization  both  of 
them  made  a complete  recovery. 

The  delayed  reaction  in  these  cases  is 
worthy  of  note  and  is  not  infrequent  when 
massive  doses  have  been  ingested.  One 
must  not  assume  that  merely  because  there 
was  a lapse  of  several  hours  complete  ab- 
sorption took  place  and  no  other  manifesta- 
tions will  ensue. 

Although  aspirin  is  responsible  for  the  large 
number  of  incidents  reported,  it  infrequently 
causes  serious  manifestations  and  fatalities. 
We  believe  this  is  due  entirely  to  the 
standardization  on  the  low-dosage  tablet 
for  children  and  to  the  restriction  of  the 
number  in  a package  unit.  Since  5-grain 
tablets  still  are  available  in  the  home,  this 
poses  a continuous  hazard  to  children.  A 
previous  fatality  from  the  ingestion  of  5- 
grain  flavored  aspirin  by  the  same  manu- 
facturer occurred  in  a two-year-old  child 
in  the  same  residential  area.  The  tablets 
in  the  case  under  discussion  were  unflavored. 
Our  experience  would  indicate  that  it  is  not 
the  flavor  itself  which  should  be  condemned, 
since  both  flavored  and  nonflavored  aspirin, 
if  taken  in  sufficient  amounts,  will  produce 
serious  consequences.  Aspirin  per  se  is 
the  culprit  and  not  the  flavoring. 
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Incident  3 

Substance  Ingested  Age  Sex 
Noludar  (methyprylon)  20  years  Female 

This  incident  was  reported  from  Port 
Jefferson,  Long  Island.  The  patient,  a 
Scandinavian  girl,  could  not  adjust  to  this 
country’s  customs  and  was  very  emotional 
and  unstable.  She  was  disturbed  about 
her  pregnancy  since  she  had  had  a cesarean 
section  about  a year  and  a half  ago. 

She  ingested  about  20  methyprylon  cap- 
sules at  2 p.M.  and  went  into  a deep  coma 
soon  after.  The  patient  was  brought  to 
a hospital  emergency  room  where  a thorough 
gastric  lavage  was  done,  and  3 teaspoonfuls 
of  sodium  phosphate  were  given  through  the 
tube.  The  patient  still  remained  comatose. 
However,  she  responded  to  physical  stimuli. 

On  admission  to  the  hospital  the  pupils 
were  dilated  and  contracted  alternately  but 
reacted  to  light.  The  corneal  reflex  was 
very  faint.  There  was  an  accumulation  of 
mucus  in  her  throat.  The  pulse  rate  was 
regular  and  elevated  (88  a minute),  and 
the  blood  pressure  was  110/80.  No  other 
pathologic  findings  were  noted  on  admission. 

Thirty-one  hours  after  admission  the 
patient  woke  up.  At  first  she  was  very 
restless,  then  she  went  back  to  sleep.  She 
woke  up  again  after  several  hours,  re- 
membered taking  the  medication,  and  com- 
plained of  loneliness,  lack  of  friends,  and  a 
misunderstanding  with  her  husband.  She 
cried  while  narrating  this  to  the  physician. 

The  patient  was  treated  with  gastric 
lavage,  a laxative,  and  supportive  therapy. 
Under  this  regimen  she  finally  made  a com- 
plete recovery. 

Incident  4 

Substance  Ingested  Age  Sex 

Noludar  (methyprylon)  39  years  Male 

Another  incident  involving  methyprylon 
occurred  in  a thirty-nine-year-old  adult  who 
ingested  40  tablets  with  suicidal  intent. 
Soon  after  the  ingestion  the  patient  was 
taken  to  a hospital  where  his  stomach  was 


lavaged  with  saline  thirty  minutes  following 
ingestion. 

On  his  admission  to  the  hospital,  a history 
of  chronic  depression  was  obtained.  The 
patient  appeared  drowsy  and  comatose  and 
had  recurrent  vomiting.  He  was  treated 
with  caffeine  sodium  benzoate  in  a 1,000  cc., 
5 per  cent  glucose  solution.  After  two 
days  in  the  hospital  he  recovered  sufficiently 
to  leave  against  the  doctor’s  advice. 

Methyprylon  is  a nonbarbiturate  sedative. 
After  a hypnotic  dose  sleep  follows  in  about 
ten  to  thirty  minutes  and  proceeds  uninter- 
ruptedly for  about  six  hours.  Large  doses, 
however,  produce  a more  profound  depres- 
sion and  result  in  longer  periods  of  sleep, 
as  was  evident  in  this  case.  In  laboratory 
animals  anticonvulsant  and  antiemetic  ac- 
tivity also  has  been  noted.  Alterations  in 
the  electroencephalogram  also  have  been 
observed  in  dogs  after  the  administration 
of  the  drug.  The  changes  are  similar  to 
those  seen  following  the  administration  of 
pentobarbital,  that  is,  large  and  slow  waves. 
Although  the  recommended  doses  in  man 
do  not  affect  respiration  significantly,  the 
drug  is  capable  of  reducing  the  respiratory 
rate  and  amplitude.  Blood  pressure  changes 
have  not  been  reported  following  the  ad- 
ministration of  hypnotic  amounts,  but  in 
overdosages  prolonged  hypotensive  periods 
may  occur  and  may  be  followed  by  death. 
No  changes  in  the  electrocardiogram  have 
been  reported  either  in  animals  or  in  man. 
The  absorption  from  the  gastrointestinal 
tract  is  fairly  rapid.  Maximal  concentra- 
tion of  the  drug  in  plasma  usually  occurs 
within  two  hours  after  the  oral  administra- 
tion. 

The  drug  generally  is  supplied  in  50-  and 
200-mg.  tablets  and  in  an  elixir  form  con- 
taining 10  mg.  per  cubic  centimeter.  The 
hypnotic  dose  is  0.2  to  0.4  Gm.  For 
sedation,  doses  of  50  to  100  mg.  three  or 
four  times  daily  are  used.  While  vertigo, 
nausea,  vomiting,  and  even  syncope  have 
been  reported  following  the  use  of  a hypnotic 
dose,  survival  has  been  reported  even  after 
the  ingestion  of  as  much  as  9 Gm.  of  the 
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drug,  and  one  death  was  reported  in  an 
individual  who  consumed  6 Gm.  of  the  drug. 
In  this  case  hypotension  was  the  single  most 
prominent  sjrmptom,  and  this  responded 
only  to  the  continuous  administration  of 
arterenol.  Death  occurred  on  the  fifth 
day  following  the  ingestion  of  the  drug. 
The  pathologic  findings  were  those  observed 
only  in  cases  of  shock.  Analeptics,  such  as 
pentylenetetrazol,  picrotoxin,  and  strych- 
nine, have  been  recommended  as  effective 
antagonists  for  the  depressing  effects  of 
methyprylon. 


It  is  beheved  that  the  same  measures  em- 
ployed in  the  treatment  of  acute  bar- 
biturate intoxication  and  supportive  therapy 
would  be  of  value  in  the  treatment  of  acute 
methyprylon  intoxication. 

It  is  emphasized  again  that  the  charac- 
terization of  the  newer,  lesser-used  sedatives 
as  “nonbarbiturates”  is  not  synonymous 
with  “nontoxic”  or  “nonhazardous.”  This 
is  especially  important  because  many  phy- 
sicians have  changed  from  barbiturate  to 
nonbarbiturate  drugs  in  prescribing  for 
unstable  patients. 


(Number  seventy-two  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings) 


Suicide 


About  18,000  persons  die  by  their  own  hand  in 
the  United  States  each  year. 

This  is  at  least  twice  the  toll  in  homicides,  and 
about  12  times  the  loss  of  life  in  all  types  of  aircraft 
accidents.  Suicide  ranks  eleventh  among  the  causes 
of  death;  among  white  males,  who  account  for  about 
three  fourths  of  all  self-inflicted  deaths  in  the  coun- 
try, suicide  ranks  eighth. 

The  relative  frequency  of  suicide  in  the  United 
States  is  appreciably  higher  than  Canada,  the  rates 
in  1958  being  10.7  and  7.5  per  100,000,  respectively, 
and  is  several  times  that  in  Ireland,  Greece,  or  a 
number  of  Latin  American  countries.  On  the  other 
hand,  our  suicide  rate  is  no  more  than  half  that  re- 
corded in  Austria,  Hungary,  West  Germany,  or 


Japan. 

Spring  is  the  most  common  season  for  suicide, 
and  April  the  month  of  greatest  frequency.  Sui- 
cides are  fewest  in  December. 

Methods  of  committing  suicide  vary  in  frequency 
according  to  sex.  White  males  tend  toward  fire- 
arms, somewhat  over  half  choosing  this  method. 
Hanging  and  poisoning  each  accounted  for  nearly 
one  fifth  of  the  suicides  among  the  males. 

Among  white  females,  poisoning  outranked  the 
other  methods,  being  responsible  for  more  than  one 
third  of  the  suicides.  Firearms  accounted  for  one 
fourth  and  hanging  for  about  one  fifth  of  the  lives 
lost  among  females  by  self-destruction. — Metro- 
politan Life  Insurance  Company  Information  Service 
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CASE  REPORTS 


Prolonged  Severe  Hypoglycemia  Following  Tolbutamide  Therapy 

for  Paralysis  Agitans 


HOWARD  M.  YONET,  M.D.,  AND  HAROLD  S.  BALLARD,  M.D.,  NEW  YORK  CITY 
{From  the  Medical  and  Neurology  Services,  Veterans  Administration  Hospital) 


Tolbutamide  has  recently  been  reported 
as  beneficial  in  the  management  of  various 
nondiabetic  conditions  including  paralysis  agi- 
tans, acne,  staphyloderma,  multiple  sclerosis, 
angina  pectoris,  rheumatic  carditis,  peripheral 
arteriosclerosis,  and  thromboangiitis  obliterans. 
An  enhancement  of  spontaneous  fibrinolysis  has 
also  been  demonstrated  during  tolbutamide 
medication.’ 

Gates  and  Hyman’  noted  a considerable  de- 
crease in  the  rigidity  and  tremor  of  paralysis 
agitans  in  11  of  the  15  nondiabetic  patients  who 
received  this  drug.  Because  of  the  good  results 
reported  in  their  study,  we  elected  tolbutamide 
therapy  in  an  euglycemic  patient  with  this  dis- 
order. However,  after  two  days  of  such  therapy, 
severe  hypoglycemia  and  shock  ensued.  Symp- 
toms were  relieved  temporarily  by  parenteral 
dextrose,  but  episodes  of  severe  hypoglycemia 
and  semistupor  recurred  over  a period  of  thirty- 
six  hours. 

Case  Report 

A thirty-seven-year-old  white  woman  was 
admitted  to  the  Veterans  Administration  Hos- 
pital on  August  29,  1960,  because  of  difficulty 
in  walking.  For  two  years  she  had  been  aware 
of  an  unsteadiness  of  gait  which  increased  pro- 
gressively in  severity,  and  for  the  last  six  months 
difficulty  in  speech  and  tremors  of  both  hands  had 
been  noted. 

A physical  examination  on  admission  revealed 
a thin,  well-developed  woman  with  mask-like 
facies.  The  pertinent  findings  were  limited  to 
the  neurologic  examination  which  showed  gen- 
erally increased  muscular  tone,  cogwheel  rigidity 
of  all  extremities,  and  a limited  spontaneous 


muscular  activity.  The  temperature  was  98.4 
F.,  the  pulse  78,  the  respirations  18,  and  the 
blood  pressure  Was  135  systolic  and  84  diastoUc. 
An  examination  of  the  blood  revealed  a hemo- 
globin of  11.3  Gm.  per  100  ml.  and  a white  cell 
count  of  5,500  with  60  per  cent  neutrophils. 
The  blood  glucose  level  was  106  mg.  per  100  ml. 
while  fasting  and  109  mg.  per  100  ml.  two  hours 
after  eating.  The  blood  urea  nitrogen  was  16 
mg.  per  100  ml.,  and  the  total  serum  proteins 
were  6.8  Gm.  (albumin,  4.7  Gm.  and  globulin, 
2.1  Gm.).  A spinal  fluid  examination  revealed 
no  cells,  the  Wassermann  test  indicated  negative 
results,  the  protein  content  was  30  mg.  per  100 
mg.,  and  the  glucose  level  was  84  mg.  per  100 
mg.  An  electroencephalogram  was  interpreted 
as  showing  a diffusely  abnormal  record.  A clin- 
ical diagnosis  of  paralysis  agitans  was  made,  and 
therapy  was  initiated  with  trihexyphenidyl  hy- 
drochloride (Artane)  15  mg.  daily.  After  seven 
weeks  of  only  minimal  improvement,  the  drug 
was  discontinued  on  October  24.  On  October 
27  tolbutamide  therapy  was  begun  at  a dosage  of 
500  mg.  three  times  daily.  During  the  period 
in  which  the  drug  was  administered,  the  patient 
received  a regular  3,000-calorie,  325-Gm.  carbo- 
hydrate diet  with  orange  juice  supplements  of 
240  cc.  between  meals  and  at  bedtime.  On 
October  29  at  4:00  p.m.,  the  patient  was  cold, 
clammy,  unresponsive,  and  with  marked  di- 
aphoresis. Her  blood  pressure  was  120  systolic, 
75  distolic.  The  pulse  was  130.  She  responded 
to  painful  stimuli.  Corneal  reflexes  were  present. 
The  blood  glucose  was  40  mg.  per  100  ml.  at  this 
time.  Fifty  cc.  of  50  per  cent  dextrose  in  water 
were  administered  intravenously,  and  the  patient 
promptly  became  alert  and  responsive.  Tol- 
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butamide  was  discontinued,  and  1,000  ml.  of 
10  per  cent  dextrose  in  water  were  given  by 
infusion  over  a three-hour  period.  At  10:00 
p.M.  profuse  sweating,  tachycardia,  and  stupor 
again  were  noted  and  were  relieved  by  drinking 
orange  juice.  This  unresponsive  state  recurred 
again  at  9:00  a.m.  the  following  day,  October  30, 
at  which  time  the  blood  glucose  level  was  42  mg. 
per  100  ml.  Once  again  intravenous  dextrose 
in  water  reversed  these  symptoms.  At  3:00 
P.M.,  six  hours  later,  the  patient  became  comatose. 
At  this  time  continuous  intravenous  infusion  of 
dextrose  was  begun  and  continued  for  twelve 
hours.  The  patient  remained  asymptomatic. 
Forty-eight  hours  after  onset,  on  October  31, 
the  blood  glucose  level  was  116  mg.  per  100  ml. 
During  the  thirty-six-hour  period  of  hypogly- 
cemia a total  of  215  Gm.  of  dextrose  were  given 
intravenously  in  a fluid  volume  of  2,150  ml.,  and 
large  amounts  of  orange  juice  were  administered 
orally.  Therapy  with  tolbutamide  was  not  re- 
instituted. 

Comment 

Severe  hypoglycemia  in  diabetic  patients  on 
tolbutamide  therapy  is  extremely  rare.  De- 
tailed observations  in  9,146  cases  maintained  on 
tolbutamide  by  420  cooperating  physicians  and 
clinic  groups  for  periods  of  from  one  to  twenty- 
eight  months  were  analyzed  by  O’Donovan®  who 
found  only  1 case  of  severe  hypoglycemia,  be- 
latedly recognized  in  a malnourished  eighty-six- 
year-old  diabetic  patient.  This  patient  expired 
five  days  following  an  episode  of  hypoglycemia, 
and  death  was  attributed  to  the  effect  of  hypo- 
glycemia on  a central  nervous  system  already 
severely  compromised  by  arteriosclerosis.® 

Tolbutamide  and  chlorpropamide  are  similar 
structurally,  but  prolonged  severe  hypoglycemic 
reactions  have  been  reported  only  with  chlor- 
propamide. Locket  and  Brown“  reported  2 
such  cases.  One  case  was  a nondiabetic  patient 
who  had  ingested  chlorpropamide  with  suicidal 
intent  and  died  after  ninety-six  hours  of  coma. 
The  other  case  was  a diabetic  patient  who  was 
receiving  750  mg.  of  chlorpropamide  daily.  On 
this  dosage  she  developed  hypoglycemic  coma, 
and  although  continuous  dextrose  infusions  were 
administered  for  four  days,  coma  persisted  for 
seventy-two  hours.  Lindeman^^  and  Coates 
and  Robbins'®  have  published  single  case  reports 
of  similar  reactions  to  chlorpropamide.  The 
outstanding  features  in  these  4 cases  were  the 


duration  and  severity  of  symptoms  without  dra- 
matic recovery  from  h}T)oglycemia  under  therapy 
with  parenteral  glucose.  A comparative  study  of 
the  acute  hypoglycemic  potencies  of  tolbutamide 
and  chlorpropamide  revealed  no  inherent  dif- 
ference.'® The  prolonged  severe  hypoglycemia 
on  chlorpropamide  therapy  as  contrasted  with 
tolbutamide  therapy  may  be  related  to  the  in  vivo 
half-life  of  from  thirty-two  to  thirty-six  hours  of 
a single  dose  of  chlorpropamide  or  about  eight 
times  that  of  tolbutamide.'^- 

In  a review  of  the  comparatively  small  number 
of  cases  reported  of  nondiabetic  patients  treated 
with  tolbutamide,  only  1 mild,  hypoglycemic 
reaction  has  been  reported.'  The  unusually 
severe  reaction  of  our  patient  is  unexplained. 

Although  the  hypoglycemic  reaction  in  our 
patient  resulted  in  no  apparent  residua,  the 
dangers  of  prolonged  hypoglycemia  are  well 
known.  The  single  instance  of  symptomatic 
hypoglycemia  in  Gate’s  and  Hyman’s'  series 
was  associated  with  a temporary  increase  in 
right-sided  paresis.  One  other  patient  in  this 
study  developed  cerebral  thrombosis  forty-eight 
hours  after  the  onset  of  therapy.  The  blood 
glucose  level  in  this  patient  was  not  reported. 

The  anticipated  increase  in  the  use  of  tolbu- 
tamide in  nondiabetic  disorders  has  prompted 
us  to  record  these  observations.  The  untoward 
results  in  this  nondiabetic  patient  following  a 
comparatively  small  dosage  of  tolbutamide  rec- 
ommends an  attitude  of  considerable  caution 
in  employing  the  drug  in  euglycemic  patients. 

Summary 

We  have  presented  a case  of  prolonged  severe 
hypoglycemic  shock  following  tolbutamide 
therapy  in  a nondiabetic  patient  with  paralysis 
agitans.  Physicians  should  be  alerted  to  the 
fact  that  potentially  dangerous  hypoglycemic 
shock  may  occur  when  tolbutamide  is  used  in  the 
therapy  of  conditions  other  than  diabetes. 
Should  hypoglycemic  reactions  occur,  they  must 
be  treated  with  the  knowledge  that  severe  hypo- 
glycemia may  persist  for  many  hours  after  dis- 
continuing the  drug. 
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Horse  Studied  in  Probe  of  Human  Lung  Disease 


The  lung  of  the  horse,  closely  resembling  that  of 
man,  is  expected  to  aid  the  study  of  an  incurable 
respiratory  disease,  emphysema,  a chronic  condition 
characterized  by  enlarged  air  sacs  in  the  lung. 

Studies  compared  the  lungs  of  the  cow,  pig,  lamb, 
dog,  cat,  monkey,  and  horse  with  human  lungs.  A 
significant  finding  was  that  only  in  the  lung  of  man 
and  the  horse  does  the  bronchial  artery  provide 
blood  directly  to  the  air  sacs.  This  lends  support 
to  the  theory  that  emphysema  can  result  from  disease 


of  the  bronchial  artery.  Using  this  theory  as  a 
basis  for  experimentation  the  researchers  were  able 
to  produce  in  a normal  horse  a condition  identical  to 
both  naturally  occurring  equine  and  human  emphy- 
sema. They  stressed,  however,  that  more  investi- 
gation is  required  before  this  theory  can  be  con- 
firmed or  denied. — Richard  F.  McLaughlin,  Jr., 
M.D.,  Walter  S.  Tyler,  D.V.M.,  and  Capt.  Robert  0. 
Canada,  M.D.,  U.S.N.,  Journal  of  the  American 
Medical  Association,  February  25,  1961 
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An  Unusual  Anaphylactic  Reaction  to  Penicillin 


JEROME  GERBER,  M.D.,  AND  MARION  K.  G.  COLLE,  M.D.,  CATSKILL,  NEW  YORK 
(From  the  Department  of  Medicine,  the  Memorial  Hospital  of  Greene  County) 


The  incidence  of  anaphylactic  reactions  to 
penicillin  is  on  the  increase.  This  is  prob- 
ably owing  to  the  fact  that  penicilhn  represents 
a “two-edged  sword.”  It  is  the  most  widely 
used,  least  expensive,  and  the  oldest  of  the  anti- 
biotic preparations  which  are  now  available  to 
the  medical  profession.  Since  severe  anaphy- 
lactic reactions  can  and  do  occur,  the  following 
case  report  is  presented. 

Case  Report 

A thirty-four-year-old  male  was  first  seen  in 
the  emergency  room  of  the  Greene  County  Me- 
morial Hospital  on  April  14,  1960.  He  had  suf- 
fered an  injury  to  his  right  hand  in  an  industrial 
accident  in  which  he  had  used  a power  saw. 
He  had  lacerated  the  right  middle  and  ring  fingers 
and  was  suffering  from  compound  comminuted 
fractures  of  the  proximal  phalanges  of  those 
fingers  together  with  a disruption  of  the  extensor 
digitorium  communis  of  the  right  middle  finger. 
The  patient  was  treated  in  the  emergency  room 
under  local  anesthesia.  The  wounds  were  de- 
brided,  the  fractures  were  reduced,  and  the  lacera- 
tion of  the  extensor  digitorum  communis  was 
repaired.  This  procedure  required  approxi- 
mately two  hours.  The  patient  was  then  hos- 
pitalized and  put  on  a regimen  of  antibiotics 
which  consisted  of  penicillin  procaine,  600,000 
units  every  six  hours,  and  chloramphenicol, 
250  mg.  every  four  hours.  Before  he  was  ad- 
mitted to  the  hospital,  the  patient  had  been  skin- 
tested  with  the  usual  dilution  of  tetanus  anti- 
toxin, and  since  there  was  no  reaction,  after 
twenty  minutes  he  was  given  1,500  units  of  tetanus 
antitoxin.  The  patient  was  then  taken  to  the 
ward  and  was  hospitalized.  The  regimen  of 
antibiotics  was  continued  over  a period  of  six 
days  without  any  apparent  side-effects. 

On  April  20  one  of  us  (JG),  while  making  the 
rounds,  noticed  that  the  patient  had  severe 
urticaria  and  that  his  lips  and  ear  lobes  were 
markedly  edematous.  Accordingly,  80  units  of 
ACTH  gel  and  an  antihistamine  (tripelennamine 
hydrochloride)  were  ordered  in  dosages  of  50 
mg.  every  four  hours.  The  order  was  given  at 
approximately  10:30  a.m.,  and  hospital  rounds 


were  continued.  The  ACTH  gel  was  given  as  a 
stat  dose.  At  approximately  12:30  p.m.  on 
April  20,  1960,  the  physician  (JG)  was  summoned 
to  the  hospital,  and  was  informed  that  the  patient 
had  suddenly  gone  into  shock,  was  unconscious, 
and  that  no  pulse  or  blood  pressure  were  obtain- 
able. 

Initially  the  patient  was  given  100  mg.  of 
prednisolone  21-phosphate  (Hydeltrasol)  intra- 
venously over  a period  of  fifteen  minutes.  The 
patient  awoke  immediately  from  his  unconscious 
state,  complaining  of  a severe,  warm,  burning  feel- 
ing throughout  his  entire  body  and  stating  that 
he  felt  perfectly  well.  Accordingly,  an  intra- 
venous infusion  consisting  of  100  mg.  of  hydro- 
cortisone sodium  succinate  (Solu-Cortef)  was 
started  together  with  600  mg.  of  mephentermine 
sulfate.  The  patient’s  blood  pressure  rose  grad- 
ually thereafter  to  116/60  and  was  maintained 
at  that  level  during  the  entire  afternoon  of  April 
20,  1960.  He  was  seen  again  at  4:30  p.m.,  at 
which  time  it  was  felt  that  his  blood  pressure  had 
stabilized  at  approximately  120/70.  His  pulse 
was  88  at  this  time.  It  was  considered  safe  to 
discontinue  the  infusion,  but  within  thirty-five 
minutes  the  patient  again  became  pulseless  and 
had  no  discernible  blood  pressure.  Accordingly, 
the  administration  of  mephentermine  sulfate  was 
started  again  in  a dose  of  600  mg.  in  1,000  cc. 
of  5 per  cent  glucose  in  water.  This  procedure 
lasted  approximately  forty-five  minutes  without 
any  apparent  improvement,  and  it  was  deemed 
necessary  again  to  add  the  hydrocortisone  sodium 
succinate  to  the  infusion.  When  this  was  done, 
the  patient’s  blood  pressure  climbed  gradually, 
and  his  pulse  became  discernible.  Within  thirty 
minutes  he  registered  a pulse  of  92,  and  a blood 
pressure  of  90/60.  In  the  next  hour  and  half 
the  blood  pressure  rose  gradually  to  approxi- 
mately 114/64.  It  remained  constant  at  this 
level  throughout  the  night,  and  the  patient  re- 
ceived another  1,000  cc.  of  5 per  cent  glucose  in 
water  containing  100  mg.  of  hydrocortisone 
sodium  succinate  and  600  mg.  of  mephentermine 
sulfate,  so  that  over  a twenty-four-hour  period 
he  had  received  almost  300  mg.  of  the  hydro- 
cortone  or  hydrocortone  derivatives  together  with 
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1,800  mg.  of  mephentermine  sulfate.  Accord- 
ingly next  morning  the  intravenous  infusion 
was  again  ordered  without  the  hydrocortisone 
sodium  succinate.  The  patient  became  pulseless 
again,  and  it  was  then  apparent  that  to  overcome 
this  anaphylactic  reaction  the  patient  required 
some  form  of  hydrocortisone  intravenously. 

Over  a period  of  two  days  the  patient  had  re- 
ceived almost  a gram  of  hydrocortisone  sodium 
succinate  intravenously.  On  the  evening  of  the 
second  day  it  was  noted  that  the  patient’s  be- 
havior was  irrational  and  that  his  sensorium  was 
clouded.  At  one  time  the  patient  removed  the 
intravenous  needle  from  his  arm  and  complained 
that  people  were  at  the  window  watching  him. 
He  had  acute  paranoid  delusions  about  hospital 
personnel  and  about  his  attending  physician, 
and  he  was  hallucinating  freely  at  this  time. 
The  patient  was  placed  under  sedation  with 
100  mg.  meperidine  and  100  mg.  promazine 
hydrochloride  given  subcutaneously  every  four 
hours.  It  was  now  apparent  that  he  was  suffer- 
ing from  an  acute  cortisone-induced  psychosis. 
The  amount  of  hydrocortisone  sodium  succinate 
which  the  patient  had  received  was  gradually 
decreased  by  controlling  the  flow  of  the  infusion. 
In  addition  to  this,  he  received  promazine  hydro- 
chloride as  a sedative  and  maintained  his  blood 


pressure  at  134/80. 

After  seventy-two  hours  the  intravenous 
solutions  of  hydrocortisone  sodium  succinate 
were  discontinued  completely.  The  patient  was 
stiU  moderately  disorientated  and  was  having 
frequent  hallucinations. 

Conclusion 

A case  of  acute  anaphylactic  reaction  to  pro- 
caine penicillin  has  been  presented  together  with 
the  interesting  complication  of  a cortisone-in- 
duced psychosis.  There  is  no  doubt  in  our  minds 
that  the  cortisone  and  its  derivatives  used  in 
this  case  saved  the  life  of  the  patient. 

It  should  also  be  noted  that  after  the  patient’s 
release  from  the  hospital  and  during  his  follow-up 
in  the  office,  he  was  tested  intradermally  to  pro- 
caine, crystalline  penicillin,  chloramphenicol,  and 
for  tetanus  antitoxin.  . A skin  test  dose  of  dilu- 
tion 1 to  100  of  procaine  penicillin  G was  injected 
intradermally,  and  within  ten  minutes  the  patient 
developed  a large  wheal  the  size  of  a silver  doUar 
which  proved  conclusively  that  this  anaphylactic 
reaction  was  due  to  penicillin.  The  patient  did 
not  react  to  testing  with  procaine,  to  chloram- 
phenicol, or  to  tetanus  antitoxin. 

260  Main  Street,  (Dr.  Gerber) 


A Woman’s  Attitude  Toward  Pregnancy  May  Affect  Her  Health 


A woman’s  attitude  toward  being  pregnant  may 
affect  her  chances  of  remaining  healthy  during  her 
pregnancy.  Certain  complications  of  pregnancy, 
the  toxemias,  occur  less  often  among  women  with 
favorable  attitudes  toward  their  pregnancy. 
Among  a group  of  pregnant  women  surveyed,  67 
per  cent  of  those  who  developed  toxemia  pitied 


themselves  and  women  in  general,  77  per  cent  felt 
guilty  toward  the  unborn  child,  and  70  per  cent  were 
embarrassed  by  or  ashamed  of  being  pregnant. 

On  the  other  hand,  it  was  reported  that 
corresponding  figures  among  healthy  patients  were 
zero,  6 per  cent,  and  7 per  cent  respectively. — Pat- 
terns of  Disease,  Parke,  Davis  <fc  Company 
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Lincoln’s  Ladies  in  White 

SYLVIA  G.  L.  DANNETT,  SCARSDALE,  NEW  YORK 


NO  WOMAN  would  have  been  invited  to 
speak  at  an  American  medical  conven- 
tion in  1860,  nor  could  female  nurses  have 
been  the  topic  of  anybody’s  lecture,  much 
less  a woman’s,  since  trained  female  nurses 
were  nonexistent  in  the  United  States  at 
that  time.  Hospitals  were  suspect  and 
looked  on  as  houses  of  death.  No  respect- 
able lady  would  have  been  found  in  one. 

In  the  first  half  of  the  nineteenth  century 
the  American  woman  was  just  a second-class 
citizen.  Her  education  was  concerned  pri- 
marily with  morals  and  manners.  Woman’s 
place,  said  the  nineteenth  century  American 
male,  was  in  the  home.  He  frowned  in 
horror  at  the  unladylike  outbursts  in  various 
parts  of  the  country  when  Susan  B.  Anthony 
and  her  cohorts  began  drumbeating  for 
women’s  rights.  Perhaps  if  Amelia  Bloomer 
had  sported  a bikini  bathing  suit  instead  of 
her  balloonhke  togs,  he  might  not  have  been 
so  horrified,  and  the  women  might  have  been 
given  the  right  to  vote  much  sooner. 

Despite  male  opposition,  women’s  sta- 
tus gradually  began  to  improve.  In  1833, 
Oberlin  College  opened  its  doors  to  women. 
In  1847,  Ehzabeth  Blackwell  became 
America’s  first  woman  doctor  when  she  re- 
ceived a diploma  from  the  medical  college  at 
Geneva,  New  York. 

But  it  wasn’t  until  the  outbreak  of  the 


Presented  at  the  154th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  Session  on  Historj’  of  Medicine,  May  13,  1960. 


Civil  War  that  the  position  of  women  under- 
went a radical  change.  They  found  their 
greatest  opportunity  for  emancipation  in  the 
medical  field. 

At  the  very  outset  of  the  war,  the  women 
busied  themselves  on  the  home  front  sewing 
garments  and  preparing  medical  supplies. 
This  involved  rolhng  bandages  and  scraping 
lint  from  old  linen  to  be  used  in  packing 
wounds.  The  New  York  Medical  Associa- 
tion for  Furnishing  Hospital  Supplies  opened 
a lint  and  bandage  depot.  Scraping  lint  be- 
came the  chief  topic  of  the  hour.  Special  j 
meetings  were  held  to  discuss  “the  lint 
question.”  What  was  the  best  material  for 
lint?  How  could  it  best  be  scraped  and 
prepared?  Was  it  actually  good  medical 
procedure? 

Before  long,  however,  the  lint  problem 
gave  way  to  a far  graver  situation  that  be- 
came the  concern  of  the  entire  North.  The 
number  of  sick  soldiers  was  greater  than 
anyone  had  anticipated.  Typhoid  fever, 
mumps,  scarlet  fever,  and  diarrhea  thinned 
the  ranks  of  the  regiments  before  any  man 
had  been  exposed  to  a Mini4  ball.  The 
Medical  Department  was  completely  unpre- 
pared. It  had  no  facilities  for  housing  sick 
persons.  Until  the  Civil  War  the  army  had 
no  General  Hospital.  The  one  mifitary 
hospital  had  a total  of  40  beds,  no  trained 
medical  staff,  no  diet  kitchens,  and  no  means 
of  humanely  transporting  the  sick  and  the 
wounded  men.  Hotels,  mansions,  business 
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offices  such  as  the  patent  office  in  Washing- 
ton, D.C.,  divinity  schools,  and  churches  in 
the  capital  and  in  other  cities  near  the  line  of 
battle  were  hastily  converted  into  hospitals, 
and  the  sick  soldiers  were  sent  to  these  make- 
shift quarters  without  proper  food,  medical 
care,  and  nursing.  The  office  of  the 
Surgeon-in-Charge  in  Washington  was  soon 
working  overtime.  There  was  an  acute 
shortage  of  surgeons.  As  the  number  of 
hospitals  and  patients  increased,  it  took  all 
day  for  the  available  doctors  to  make  their 
rounds.  This  led  to  added  suffering. 

One  soldier  wrote  home,  “Our  hospitals 
are  so  bad  men  fight  against  being  sent  to 
them.”^  As  I previously  stated,  there  were 
no  trained  nurses.  Training  schools  for 
nurses  in  the  United  States  had  not  yet  been 
started  except  for  a small  number  of  pri- 
vately operated  institutions.  Nursing  care 
was  provided  by  convalescent  soldiers.  Of 
the  convalescent  soliders  as  nurses,  a fellow 
soldier  of  the  Fifth  Wisconsin  Regiment, 
Camp  Griff en,  near  Washington,  D.C., 
had  this  to  say  in  November,  1861:  “They 
are  so  nearly  sick  them.selves  that  they  ought 
to  be  in  the  wards,  and  from  this  very  feeble- 
ness they  are  selfish  and  sometimes  inhuman 
in  their  treatment  of  the  patients.”^ 

In  municipal  hospitals,  such  as  Bellevue 
in  New  York  and  Old  Blockley  in  Philadel- 
phia, the  nursing  situation  was  even  worse 
and  would  not  improve  for  another  decade. 
Patients  were  cared  for  by  convalescents  or 
poorly  paid  and  generally  incompetent 
attendants,  who  were  often  vicious  and  ig- 
norant. Prisoners  and  paupers,  former  in- 
mates of  almshouses,  and  charwomen  unable 
to  get  other  work  took  the  low  wages  offered 
to  nurse  sick  persons.  In  New  York,  some 
of  the  nursing  care  at  Bellevue  was  provided 
by  the  prostitutes  who,  in  the  notorious  Five 
Points  Police  Court,  were  given  the  option  of 
going  to  prison  or  to  hospital  service  for  ten 
days. 

Stealing,  cheating,  and  drunkenness  were 
prevalent  among  female  as  well  as  male 
“nurses.”  Many  a drunken  nurse  was 
found  sleeping  under  the  bed  of  a dead 


patient  after  having  consumed  the  liquor 
provided  as  a stimulant  for  very  sick 
patients. 

Woman’s  Central  Association  of  Relief 

Obviously  drastic  changes  were  in  order. 
The  existing  hospital  conditions  and  nursing 
care  would  not  do  for  the  brave  boys  in  blue. 
Here  was  a new  area  in  which  the  services  of 
American  women  were  needed.  On  April 
25,  1861,  at  Cooper  Institute,  New  York, 
largely  tlirough  the  efforts  of  Dr.  Blackwell, 
3,000  prominent  women  organized  the 
Woman’s  Central  Association  of  Relief— 
the  first  of  its  kind  in  American  history — 
to  look  after  the  comforts  of  the  soldiers 
and  the  training  of  nurses.  Dr.  Blackwell 
had  only  recently  returned  from  London 
where  she  had  conferred  with  Florence 
Nightingale,  who  had  instituted  hospital 
reforms  in  England.  Dr.  Blackwell,  like 
Florence  Nightingale,  believed  that  only 
good  women  properly  trained  should  be 
nurses.  Toward  this  end  she  enlisted  the 
support  of  the  society  leaders  of  New  York. 

Within  thirty  days  after  President  Lin- 
coln’s request  for  75,000  men,  the  Woman’s 
Central  Association  of  Relief  of  New  York 
chose  from  hundreds  of  candidates  inter- 
viewed by  Dr.  Blackwell  herself,  100  com- 
petent women  to  be  trained  as  nurses  for 
three  months  by  physicians  and  surgeons  of 
New  York  at  Bellevue  Hospital.  Dr.  Black- 
well  herself  trained  a group  at  her  own  New 
York  Infirmary  for  Women  and  Children. 

It  became  fashionable  to  enlist  as  an  army 
nurse.  In  the  socially  elite  Woolsey  family 
of  Brevoort  Place,  New  York,  five  sisters 
were  to  volunteer  as  nurses  before  the  war 
was  over,  and  their  mother,  Jane  Newton 
Woolsey,  served  for  three  weeks  at  Gettys- 
burg. Before  long  the  attending  physicians 
in  hospitals  throughout  the  country  were 
drilling  women  in  the  art  of  nursing.  It  was 
said  that  the  ladies  fainted  every  day  for  a 
week  at  Massachusetts  General  Hospital. 
Georgeanna  Woolsey,  a lively  attractive 
debutante,  enrolled  for  a month  of  training  at 


June  1,  1961 


1945 


SYLVIA  G.  L.  DANNETT 


the  old  New  York  Hospital.  She  writes: 

I was  considered  by  some  of  the  committee 
too  young  and  too  pretty  to  be  sent  to  the 
front. . .but  by  taking  the  flowers  out  of  my 
bonnet  and  the  flounce  off  my  dress,  by 
toning  down ...  I w'as  passed  over  to  the 
examining  board . . . Doctors  Delafield,  Wood 
and  Harris ....  It  had  to  decide  upon  my 
physical  qualifications.  . .and  so  having 
asked  me  who  my  grandfather  was,  and 
whether  I had  had  the  measles,  it  blandly 
put  my  name  down  and  I was  launched  with 
20  other  neophytes  into  a career  of  philan- 
thropy more  or  less  confused.’ 

In  the  hospital,  Georgeanna  Woolsey  and 
the  other  would-be  nurses  were  taught  to 
care  for  the  sick,  to  make  beds  for  the 
wounded,  to  wash  and  dress  wounds,  and  to 
do  “other  things  as  they  came  along  in  the 
proper  care  of  the  wards — such  as  providing 
adequate  fresh  air.” 

While  the  doctors  lectured  for  their  benefit 
at  the  bedside  of  the  patients,  the  trainees 
took  voluminous  notes.  They  made  elabo- 
rate sketches  of  all  kinds  of  bandages  and  the 
ways  of  applying  them.  Like  the  students 
of  First  Aid  in  World  War  II,  they  bandaged 
everybody  they  met  for  practice. 

Finally  at  the  end  of  the  month  the  girls 
were,  to  quote  Georgeanna  Woolsey  again, 
“Competent  to  any  very  small  emergency.”^ 

Unfortunately  there  wasn’t  the  time  nor 
were  there  the  facilities  for  training  the 
great  number  of  women  who  were  needed 
immediately  to  nurse  the  sick,  and  the  ma- 
jority volunteered  for  service  without  any 
previous  training.  Churches,  private  or- 
ganizations, and  prominent  individuals,  too, 
formed  their  own  groups  of  women  to  serve 
as  war  nurses.  The  Hon.  Henry  Raymond 
of  The  New  York  Times  organized  a band  of 
ladies  to  go  to  Washington  to  serve  in  the 
hospitals.  The  nobility  of  Mr.  Raymond’s 
motives  is  open  to  question  since  he  was 
subsequently  accused  of  having  a cozy  little 
romance  with  the  woman  he  put  in  charge  of 
the  contingent  of  potential  Florence  Nightin- 
gales. 

Many  of  the  nurses  who  had  received  no 


prior  training  were  frequently  required  to 
use  their  own  judgment  when  treating 
patients  or  to  follow  the  directions  in  A 
Nurse’s  Manual,  drawn  up  by  the  Woman’s 
Central  Association.  Instructions  varied 
from  infoimation  concerning  different  kinds 
of  rice  and  sage  jelly  to  be  used  in  the 
patient’s  diet  to  directions  for  the  applica- 
tion of  leeches : 

The  part  to  which  the  leeches  are  to  be 
applied  should  be  carefully  cleansed  with 
soap  and  water  and  dried.  Leeches  will  be 
made  more  active  by  putting  them  in  fresh 
water  just  before  applying  them. 

The  bleeding  of  leech  bites  may  be  en- 
couraged by  warm  fomentations  of  sponging 
with  warm  water.  Should  there  be  diffi- 
culty in  checking  the  bleeding  use  a pledget 
of  scraped  lint  with  pressure.  If  this 
fails,  call  the  medical  attendant. 

Meanwhile  on  the  home  front  the 
Woman’s  Central  Relief  Association  and 
several  medical  societies  joined  in  an  appeal 
to  President  Lincoln  to  set  up  a national 
relief  agency  to  coordinate  the  work  of  the 
many  aid  societies  and  supplement  the  work 
of  the  Medical  Department.  At  first  Lin- 
coln believed  such  an  agency  would  be  a 
fifth  wheel  to  the  coach,  but  he  finally  gave 
his  consent  to  the  formation  of  a “commis- 
sion of  inquiry  and  advice  with  respect  to  the 
sanitary  interests  of  the  United  States 
forces.” 

Sanitary  Commission 

On  June  9,  1861,  the  Secretary  of  War 
issued  an  order  creating  the  body  which  be- 
came known  as  the  United  States  Sanitary 
Commission,  a forerunner  of  the  American 
Red  Cross.  The  Sanitary  Commission 
sought  to  meet  the  emergency  caused  by  the 
breakdown  of  governmental  machinery,  to 
obtain  medical  supplies  and  food,  to  inspect 
sanitary  conditions  in  camps  and  hospitals, 
to  put  trained  nurses  into  hospitals,  to  find 
means  for  more  humane  transportation  of 
the  sick  and  the  wounded  soldiers,  and  so 
forth.  Ironically,  though  the  women  first 
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conceived  of  this  national  aid  society  and 
carved  out  most  of  its  functions,  only  men 
were  appointed  to  the  Sanitary  Commission 
Board.  The  Rev.  Dr.  Henry  W.  Bellows 
became  its  president  and  Frederick  Law 
Olmstead  the  General  Secretary. 

The  Woman’s  Central  Association  of 
Rehef  now  became  a branch  of  the  Sanitary 
Commission,  and,  with  sociahte  Louisa  Lee 
Schuyler  spearheading  the  action,  the  Com- 
mission coordinated  relief  organizations 
throughout  the  country,  bringing  all  into 
one  harmonious  magnificent  system. 

Secretary  of  War  Simon  Cameron  ap- 
pointed Dorothea  Dix,  a sixty-year-old 
spinster  and  social  reformer,  as  Superin- 
tendent of  Nurses.  Dr.  Blackwell  was  the 
logical  choice,  but  the  medical  profession 
still  could  not  forgive  her  for  invading  their 
male  sanctum.  Dorothea  had  all  sorts  of 
rules  and  regulations.  Hoops  were  out- 
lawed in  hospitals.  Nurses  were  to  be 
plain-looking  older  women. 

Male  and  female  voices  were  raised  in 
protest  against  women  of  any  age  serving  in 
hospitals,  and  the  physicians  and  surgeons 
muttered  “Amen.” 

Expanding  Duties  of  Women  Serving 
in  Hospitals 

But  nobody,  not  even  Dorothea  Dix  nor 
the  entire  medical  profession,  could  stop  the 
women  now.  From  every  walk  of  life  they 
volunteered  enthusiastically  to  serve  their 
country.  Uninformed,  unwanted  by  the 
medical  Stas',  they  fought  their  way  into 
the  hospitals,  prepared  to  face  the  dangers  of 
infectious  diseases  as  well  as  war.  At  times 
it  was  difficult  to  know  where  their  greatest 
danger  lay,  for  in  this  preantiseptic  era  no 
serums  had  yet  been  discovered  to  protect 
them  from  tuberculosis,  diphtheria,  pneu- 
monia, and  smallpox.  The  sanitary  condi- 
tions were  almost  inconceivable  when  com- 
pared with  twentieth  century  standards. 

One  woman  who  was  appointed  a ward 
matron  at  Benton  Barracks  Hospital  in  St. 
Louis  discovered  her  first  morning,  before 
she  had  made  her  rounds,  that  a smallpox 


patient  occupied  a cot  a few  feet  from  her 
room,  which  adjoined  the  ward.  “The 
partition  was  of  boards  placed  on  end,  barn 
fashion,  with  strips  nailed  over  the  cracks.” 
The  air  was  “virtually  the  same”  in  both 
ward  and  nurse’s  room.® 

One  nurse  on  a hospital  transport  decided 
that  three  men  to  a tin  wash  basin  was 
enough,  or  four  “if  they  didn’t  wash  too 
hard.”  But  an  old  corporal  taught  her 
otherwise.  “Stop,  Marm,”  said  he  as  she 
was  turning  away  with  the  dirty  water  to 
get  fresh,  “that  water  will  do  for  several  of 
us  yet.  Bless  you!  I make  my  coffee  of 
worse  than  that.”* 

When  it  came  to  surgery  usually  the  same 
wash  basin  was  used  for  all,  and  each  sponge 
hid  a menace.  Gangrene  and  dysentery 
were  often  fatal.  One  nurse  pricked  her 
finger  while  pinning  a bandage  and  con- 
tracted blood  poisoning  while  washing  out 
the  wound  of  her  next  patient.  The  nurse’s 
hand  was  immediately  amputated  but  to  no 
avail.  She  was  one  of  the  many  martyr- 
nurses  who  died  during  the  years  of  the  war. 

But  it  wasn’t  the  fear  of  the  disease  that 
troubled  the  army  nurses.  The  greatest 
difficulty  they  faced  in  the  beginning,  and  in 
many  instances  throughout  the  war,  was  the 
opposition  of  the  Medical  Department  and 
the  medical  staff  in  the  individual  hospitals, 
who  went  to  great  lengths  to  make  their 
lives  as  unpleasant  as  possible.  (The 
hospital  staff  consisted  of  a Surgeon-in- 
Charge  and  Acting  Assistant  Surgeons  or 
contract  surgeons — civilians  serving  as  non- 
commissioned officers  under  contract — and 
a matron  to  look  after  the  linen  room  and 
kitchen,  her  presence  more  or  less  tolerated 
by  the  male  staff.)  But  as  for  the  nurses, 
Georgeanna  Woolsey  writes,  “Hardly  a 
surgeon  of  whom  I can  think  received  or 
treated  them  with  even  common  courtesy. 
Many  purposely  and  ingeniously”^  arranged 
inconveniences  in  order  to  drive  away  the 
women.  Dorthea  Dix  of  course  was  beside 
herself  at  the  attitude  of  the  doctors.  She 
rose  swiftly  to  the  defense  of  her  girls.  Al- 
though they  were  by  and  large  no  Follies 
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beauties,  they  deserved  proper  respect  and 
treatment,  and  she  determined  to  see  that 
they  got  it.  Her  first  target  of  attack  was 
the  Mansion  House  Hospital  in  Alexandria. 
The  surgeon  there  had  stated  that  he  would 
allow  no  female  nurse  to  cross  its  threshold. 
Dorothea  picked  up  the  gauntlet  and  put  it 
on  Mary  Phinney,  widow  of  the  Baron  von 
Olnhausen,  who  had  been  seeking  a commis- 
sion for  months.  Arbitrary  and  dictatorial 
Dorothea  probably  chose  well  in  selecting 
the  equally  arbitrary  and  dictatorial  Bar- 
oness for  a test  case.  Mary  Phinney  was  a 
woman  who  devoted  her  life  to  helping 
others,  but  on  her  own  terms.  She  was 
hardly  likely  to  be  a pushover  for  anyone, 
let  alone  a contract  surgeon. 

The  surgeon  greeted  Mary  with  the  news 
that  he  had  no  room  for  her  in  the  hospital. 
A male  nurse  warned  that  he  would  make  the 
place  so  hot  for  Mary  that  she  would  not 
stay  long.  A less  hardy  soul  might  have 
bolted  at  once,  but  the  Baroness  had 
promised  Dorothea  she  would  stick  it  out, 
and  she  did. 

Mary  had  no  room  of  her  own  for  a long 
while.  Occasionally  the  matron  would  ex- 
tend the  hospitality  of  the  floor  in  hers,  and 
Mary  would  have  a straw  mat  dragged  in  on 
which  to  snatch  a few  hours’  sleep.  It  was  a 
bitter  fight  behind  the  battle  scenes,  but 
the  nurses  won  their  battle  of  the  sexes  long 
before  Lee  surrendered  to  Grant  at  Appo- 
mattox. 

As  the  war  progressed  and  the  army  nurses 
moved  closer  to  the  scene  of  battle,  they  were 
called  on  to  perform  more  serious  duties.  In 
emergencies  they  had  to  set  fractures  and 
make  anterior  splints  without  anyone  to 
advise  them.  They  learned  to  improvise. 
Corn  husks  were  used  for  want  of  bandages 
at  Antietam.  Pads  and  crutches  were  a 
standing  want  after  Gettysburg,  pads  par- 
ticularly. The  nurses  manufactured  them 
out  of  rags  stuffed  with  sawdust  from 
“bandy  boxes”  with  a half-sheet  and  some 
soft  straw.  They  assisted  in  surgical  opera- 
tions and  stood  at  the  surgeon’s  table  not 
one  or  two  but  many  hours  with  the  hot 


blood  streaming  into  their  faces.  Women  to 
whom  “operating  theater”  had  been  an  al- 
most unknown  term  were  called  on  to  hand 
saw  and  needles  to  the  young  surgeons. 

This  was  often  the  case  of  the  halt  helping 
the  lame  since  many  surgeons  were  young, 
unskilled,  and  partially  trained.  Some  had 
no  preparation  other  than  a quick  course  in 
military  surgery.  Others  relied  on  the 
written  word.  A small  pocket  text,  A 
Handbook  of  Operative  Surgery,  had  been 
hurried  to  press  and  was  in  such  demand 
that  it  went  into  20  editions. 

A variety  of  pamphlets  were  soon  ready. 
They  contained  the  conclusions  of  the  highest 
paid  medical  authorities  on  those  medical 
and  surgical  questions  most  likely  to  present 
themselves  to  military  surgeons:  Dr.  Guth- 
rie’s Directions  to  Army  Surgeons  on  the 
Battlefield,  Report  on  the  Treatment  of 
Fractures  in  Military  Surgery,  Report  on 
Excision  of  Joints  for  Traumatic  Cause,  and 
Report  on  Amputation  through  the  foot  and  at 
the  ancle  (sic)  joint.  There  were  strict  rules 
concerning  amputations,  for  example:  “In 
army  practice  on  the  field,  amputations, 
when  necessary,  ought  to  be  primary — 
Therefore  amputate  with  as  little  delay  as 
possible.”*  That  the  patients  survived 
under  such  conditions  is  no  less  than  mi- 
raculous. 

Young  Belle  Reynolds  who  accompanied 
her  husband’s  regiment  from  Peoria,  Illinois, 
throughout  the  war,  writes  of  the  surgical 
conditions  after  the  Battle  of  Shiloh  (Pitts- 
burgh Landing) : 

That  operating  table . . . one  by  one  they 
would  take  from  different  parts  of  the  hos- 
pital a poor  fellow,  lay  him  out  on  those 
bloody  boards,  and  administer  chloroform; 
before  insensibihty  the  operation  would  be- 
gin, the  surgeon  would  wield . . . the  ghtter- 
ing  knife  and  saw,  and  soon  the  severed  limb, 
white  as  snow  and  spattered  with  blood, 
would  faU  upon  the  floor . . . one  more  added 
to  that  terrible  pile.* 

A soldier  appealed  to  Sophronia  Bucklin, 
one  of  Dorothea’s  pretty  young  nurses,  when 
she  was  on  the  battlefield  and  asked  her  to 
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dress  his  wound.  He  had  been  struck  by  a 
piece  of  shell.  The  cavity,  which  was  deep 
and  wide  enough  to  hold  a pint-size  bowl, 
was  filled  with  great  black-headed  worms, 
which  had  grown  on  the  flesh.  Some  were 
even  crawling  in  his  hair  and  over  his  torn 
clothing.  A surgeon  came  along,  saw  the 
young  nurse  trying  to  scoop  the  worms  from 
the  wound,  and  offered  to  help.  He  took  the 
can  of  chloroform — which  the  nurses  always 
carried  when  making  their  rounds — and 
poured  the  contents  of  the  can  into  the  mass 
of  creeping  life  which,  Sophronia  writes, 
“for  a moment  fought  the  contest  with  the 
fiery  fluid  and  then  straightened  out.”‘®  The 
patient  was  then  turned  over  to  the  nurse. 
She  took  a full  pint  of  the  dead  worms  from 
the  soldier’s  side,  thoroughly  washed  out  the 
wound,  filled  it  with  soft  lint  wet  in  cold 
water,  and  then  bandaged  him  about  the 
waist. 

Many  of  the  women  were  responsible  for 
the  improvements  adopted  by  the  so-called 
Banner  Hospitals.  Annie  Wittemyer,  a 
handsome  blue-eyed  widow,  was  a good 
friend  of  Julia  Dent  Grant  as  well  as  of  Gen- 
eral Grant.  She  had  been  the  state  sanitary 
agent  for  Iowa.  After  a disagreement  with 
sanitary  commission  officials  she  had  thrown 
her  energies  into  helping  the  Christian  Com- 
mission instead.  Annie  introduced  a special 
soft  diet  for  the  soldiers.'  The  need  for  the 
diet  had  been  brought  to  her  attention  when 
she  was  working  in  a hospital  in  Sedalia, 
Missouri. 

One  morning  when  she  entered  the  ward 
she  heard  a patient  say,  “Take  that  food 
away.  I won’t  eat  it,”  whereupon  the 
attendant  replied,  “That’s  all  you’re 
getting.” “ Annie  hurried  to  the  patient’s 
bedside  and,  on  looking  down,  discovered 
that  the  sick  soldier  was  her  brother,  David 
Turner.  The  food  which  had  repelled  him 
was  fat  salt  pork  floating  in  grease.  Annie 
decided  that  this  was  no  diet  for  a sick 
soldier  and  made  up  a special  soft  diet  that 
was  soon  adopted  by  all  the  hospitals. 
Patients  on  such  a diet  had  a little  red  flag  at 
the  foot  of  the  bed. 


One  day  in  1865  when  Lincoln  was  visiting 
Armory  Square  in  Washington,  his  favorite 
hospital,  he  noticed  the  flag  and  questioned 
Nurse  Harriet  M.  Scott  about  it.  After  he 
had  heard  about  the  Wittemyer  diet  lu* 
said,  “They  say  these  are  the  days  that  try 
men’s  souls;  they  try  women’s  souls  as  well 
and  when  this  war  is  ended  I will  never  for- 
get the  noble  women  of  the  North. 

Early  in  1862  when  the  battlefields  opened 
all  along  the  waterways,  first  in  the  West  and 
then  in  the  East,  the  Medical  Department 
had  no  means  of  getting  to  the  scene  of  action 
to  treat  the  sick  and  wounded  soldiers  nor  of 
transferring  them  to  the  general  hospitals. 

To  meet  this  new  emergency,  the  United 
States  Sanitary  Commission  took  over 
certain  large  steamers  not  being  used  by  the 
government  and  fitted  them  up  as  floating 
hospitals,  to  which  the  men  could  be  brought 
from  the  battlefields  for  on-the-spot  medical 
care  before  being  removed  to  the  nearest 
hospital. 

Hospital  Transport  Service 

The  United  States  Sanitary  Commission 
Hospital  Transport  Service  got  started  in  the 
East  after  many  tedious  delays  but  was  in 
good  order  by  the  time  McClellan  was  ready 
to  start  his  Peninsula  Campaign. 

After  the  Battle  of  Fair  Oaks  800  wounded 
men,  “shattered  and  shrieking  from  pain, 
were  taken  on  board  the  transport  Vander- 
bilt on  stretchers  carried  by  contrabands 
who  dumped  them  anywhere,  banged  the 
stretchers  against  the  posts,  and  walked  over 
the  men  without  compassion.  There  was  no 
one  to  direct  what  ward  or  bed  they  were  to 
go  into.  Men  shattered  in  the  thigh  and 
even  cases  for  amputation  were  shoveled  into 
top  berths  without  thought  or  mercy.  At 
this  point  the  Sanitary  Commission  staff  of 
doctors  and  nurses  took  over.  The  nurses 
had  quickly  learned  that  the  first  things 
wanted  by  a wounded  man  were  something 
to  drink  and  cold  water  poured  on  his 
wounds,  while  a sick  man  craved  stimulants. 
In  the  hot  damp  hold,  150  men  were  crowded 
together  on  the  floor.  The  women  waded 
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through  and  knelt  in  blood  and  filth  to  look 
after  the  needs  of  the  men.  “Such  a scene 
as  we  entered  and  lived  in  for  two  days  1 
trust  never  to  see  again,”  one  nurse  wrote. 

Bread,  oranges,  and  pickles  were  fed  to 
the  starving  men.  Many  said  that  the 
pickles  had  done  them  more  good  than  all  the 
medicine  they  had  taken. 

The  daily  routine  on  board  the  transports 
was  about  the  same  as  in  any  hospital  ward. 
After  breakfast  the  surgeons  and  dressers 
would  make  their  rounds,  “open  the  wounds, 
apply  the  remedies,  and  replace  the  band- 
ages.”*® A special  supply  boat  always 
traveled  in  the  wake  of  the  hospital  steamers 
from  which  the  nurses  were  able  to  select  the 
necessary  food  and  linens  for  the  patients. 

In  the  West  the  hospital  transports  were 
put  into  effective  use  in  February,  1862, 
after  the  Union  victories  at  Forts  Henry  and 
Donelson.  When  the  Battle  of  Fort  Donel- 
son  ended,  there  was  no  place  available  for  a 
hospital.  The  army  did  not  have  time  to 
look  after  the  wounded  men.  Many  lay 
suffering  with  their  clothes  frozen  on  them. 
Others  were  frozen  to  the  ground  with  their 
wounds  undressed  until  they  perished  on  the 
battlefield.  This  harrowing  situation  did 
not  end  until  the  arrival  of  the  first  Sanitary 
Commission  from  Cairo,  Illinois.  On  board 
was  the  nurse  who  became  known  to  the 
entire  army  of  the  West  as  Mother  Bicker- 
dyke.  Civil  War  G.I.’s  had  two  sobriquets 
for  their  nurses:  “Angel”  and  “Mother.” 
The  nineteenth  century  “angel”  was  prob- 
ably our  twentieth  century  “doll.” 

Blunt,  unselfish,  warmhearted,  bossy 
Mary  Bickerdyke  was  no  angel  in  any 
century  but  was  perhaps  the  greatest  of  all 
army  nurses,  if  not  of  all  women  of  the 
North  who  served  in  the  Civil  War.  She  was 
certainly  the  most  beloved  of  the  rank 
and  file  who  knew  that  her  life  was  dedicated 
to  saving  theirs. 

The  hospital  steamers  had  not  yet  been 
properly  equipped,  but  thoughtful  Mary  had 
put  her  own  supplies  aboard  before  the 
steamer  sailed.  She  got  everything  set  for 
her  boys,  made  beds,  and  prepared  hot 


drinks,  food,  and  ice  water. 

The  soldiers  had  a terrible  five-mile 
wagon  ride  over  frozen  roads  in  common 
Tennessee  farm  wagons  without  springs. 
The  frozen  ground  from  which  they  were  cut 
still  adhered  to  their  bodies.  They  were  in 
physical  agony,  burning  with  fever  and 
raving  in  delirium,  but,  when  they  came  on 
board.  Mother  Bickerdyke’s  boat  w^as  in 
readiness  for  them. 

Mary  Bickerdyke  became  General  Wilham 
Sherman’s  favorite  nurse.  Before  long  she 
was  fimly  entrenched  as  a sort  of  ex  officio 
member  of  his  staff.  Faithful  surgeons 
praised  Mary,  but  others  clamored  for  her 
removal! 

Stories  about  Mother  Bickerdyke’s  dis- 
agreements with  contract  surgeons  are 
legion.  They  were  all  carefully  recorded  by 
Mary  Livermore,  Mother  Bickerdyke’s  Bos- 
well. Mary  Livermore  was  cochairman  of 
the  Northwestern  Sanitary  Commission. 
A very  characteristic  incident  is  that  in- 
volving a ward  surgeon  who  was  given  to 
drunken  sprees. 

One  day  he  failed  to  report  for  duty  until 
noon.  He  appeared  looking  as  if  he  had  just 
slept  off  a night’s  debauch;  none  of  the  men 
in  his  ward  had  had  breakfast.  Mother  B. 
was  livid.  “Off  with  your  shoulder  straps,” 
she  shouted,  “and  get  out  of  this  hospital. 
This  is  your  fourth  spree  in  a month.”*® 

As  a result  of  Mother  Bickerdyke’s  charges 
against  him,  the  surgeon  was  dismissed  from 
the  service.  He  went  straight  to  General 
Sherman  to  complain.  The  following  scene 
is  said  to  have  ensued:  “Who  was  your 
accuser?”  asked  General  Sherman.  Reluc- 
tantly the  surgeon  replied,  “That  spiteful  old 
woman,  Mrs.  Bickerdyke.”  “Oh,  well,” 
said  Sherman,  “if  it  was  she,  I can’t  help 
you.  She  has  more  power  than  I.  She 
ranks  me.”** 

The  songs  of  these  Civil  War  nightingales 
were  not  all  sweetness  and  light.  It  is 
doubtful  that  any  hospital  today  would  be 
large  enough  to  include  such  rugged  indi- 
vidualists as  Annie  Wittemyer,  Mother 
Bickerdyke,  Mary  Livermore,  Mary  Phin- 
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ney,  and  Clara  Barton.  Each  one  con- 
ducted a sort  of  one-woman  nursing  corps 
that  brooked  no  interference  from  the  out- 
side. 

Eliza  Chappell  Porter  was  a gentler 
woman  with  a more  delicate  constitution. 
It  is  a miracle  she  survived  Sherman’s 
campaign.  Her  entire  spine  was  marked  by 
scars  of  lancets  that  had  been  used  with 
cupping  when  she  was  a girl.  Before  she 
was  twenty-five,  she  had  been  so  “sahvated 
by  calomel”  that  she  had  lost  all  her  teeth. 
Despite  these  handicaps,  early  in  the  war, 
when  her  husband  became  Chaplain  of  the 
First  Illinois  Light  Artillery  and  her  three 
sons  enhsted,  Eliza  worked  with  Mother 
Bickerdyke  in  Cairo  hospitals. 

During  the  brilliant  victories  and  bloody 
fights  of  Sherman’s  entire  Atlanta  campaign, 
Mary  A.  Bickerdyke  and  Eliza  Porter  were 
always  on  hand  to  receive  and  care  for  the 
wounded,  run  the  hospitals,  and  superintend 
the  laundries.  As  the  army  moved  for- 
ward, teams  would  be  sent  ahead,  laden  with 
supplies,  and  the  women  would  follow  in  an 
ambulance  on  the  following  day.  Mrs. 
Bickerdyke  always  brought  along  her 
washers  and  wringers  furnished  by  the 
Sanitary  Commission.  Mrs.  Bickerdyke 
writes : 

What  it  was  to  follow  Sherman’s  army 
with  only  the  one  aim  of  ministering  to  the 
wounded,  the  dying — with  only  a blanket 
and  a pillow  for  a bed;  the  roar  of  the 
artillery,  the  clash  of  arms,  the  cries  of 
distress  and  the  shout  of  battle  constantly 
resounding,  to  live  by  night  and  day  in  the 
midst  of  these  horrors,  in  constant  attendance 
on  the  mangled  and  anguished  soldiers,  this 
cannot  be  described . . . the  exhaustion  and 
suffering  of  the  Atlanta  campaign  can  never 
be  told.” 

Amid  all  this  horror  of  warfare  a bit  of 
humor  crops  up  on  occasion  even  in  connec- 
tion with  Sherman’s  army,  particularly  in 
the  journal  of  Elvira  J.  Powers,  a Yankee 
“school  marm”  from  New  England.  Her 
ambition  was  to  serve  under  General  Sher- 
man. Among  the  Union  generals,  Sherman 


and  McClellan  were  the  great  heroes  to  the 
ladies. 

But  Sherman  was  not  easy  to  reach. 
Months  passed  while  Elvira  vainly  tried  to 
join  his  nursing  corps.  In  May,  when  she 
again  applied  for  a job,  the  General  wired  his 
officers,  “Send  always  a barrel  of  pork 
instead  of  a woman!”  Elvira  remarked: 
“The  general  is  very  complimentary.” 

Results 

When  the  war  ended,  many  army  nurses 
and  Sanitary  Commission  agents  continued 
their  work  until  the  last  soldiers  were 
mustered  out  of  service.  Some  remained 
in  the  field  of  nursing,  but  the  majority  of 
army  nurses,  broken  in  health,  returned  to 
their  homes  and  to  obscurity,  forgotten  too 
soon  by  the  country  they  had  served  so 
loyally. 

Attempts  to  obtain  pensions  for  them  met 
with  failure.  PoUticians  were  not  in- 
terested in  securing  pensions  for  needy  vet- 
erans, much  less  for  sick  and  needy  army 
nurses  who  didn’t  have  the  right  to  vote. 
Now  and  again,  through  the  intervention  of 
friends  or  former  military  leaders,  indi- 
vidual women  were  granted  some  compen- 
sation. Annie  Wittemyer,  for  example, 
who  was  such  a great  friend  of  Julia  Grant, 
managed  to  receive  $50  a month  from 
Congress.  In  1886  Congress,  through  the 
efforts  of  Generals  Sherman  and  Grant  and 
her  friend  Mary  A.  Livermore,  allotted  to 
Mother  Bickerdyke  not  the  requested  $50 
a month  but  $25.  Finally  in  1892,  twenty- 
seven  years  after  the  war,  largely  through 
the  intervention  of  Annie  Wittemyer,  a bill 
was  passed  giving  $12  a month  to  those 
women  who  could  prove  their  title  as  nurses 
under  the  law. 

Until  very  recently,  historians,  too,  were 
neglectful  of  the  women  of  the  war.  Before 
the  author  started  on  her  research  for 
Noble  Wome7i  of  the  North, she  was  under 
the  impression  that  Clara  Barton  had 
nursed  the  entire  Union  army  singlehanded 
with  minor  assi.stance  from  the  creator  of 
Little  people — Little  Men  and  Little  Women; 
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Louisa  Alcott  has  received  what  I consider 
to  be  undeserved  acclaim  and  recognition 
for  the  less  than  four  weeks  she  served  in  a 
Washington  hospital. 

Today,  as  evidenced  by  this  paper,  Mary 
Bickerdyke  and  her  coworkers  in  the  armies 
of  the  North  are  once  again  honored  and 
remembered,  not  only  for  their  true  courage 
and  patriotism  but  also  for  having  laid  the 
groundwork  for  hospital  nursing  as  we  know 
it  today. 
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The  worst  bankrupt  in  the  world  is  the  man  who  has  lost  his  enthusiasm. — H.  W.  Arnoi,d 
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The  National  Community — Its  Importance  to  Blue  Shield  Progress* 
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I 


\ MERiCA  is  at  a stage  where,  for  a number 
of  reasons,  economic  units  which  for- 
merly were  confined  to  individual  states  are 
rapidly  flowing  into  larger  and  larger  blocs 
which  exceed  the  limits  of  state  lines. 
Improvements  in  transportation  and  com- 
munications facilities  abet  the  situation. 
Large  companies,  attempting  to  diversify 
products,  assimilate  many  small  scattered 
companies  and  thus  grow  larger.  Small 
companies  merge  and  become,  themselves, 
big  industry.  The  remaining  small  em- 
ployers are  closing  ranks  in  a variety  of 
nation-wide  associations  in  order  to  bargain 
effectively  with  national  unions. 

When  Blue  Shield  enters  the  arena  with 
unions  and  with  national  accounts  it  usually 
finds  these  organizations  highly  adept  in 
considering  the  issues  of  health  care.  IMany 
of  them  have  big  staffs  in  their  insurance, 
pension,  and  welfare  departments.  They 
are  busy  analyzing  the  effectiveness  of 
health  insurance  programs,  comparing  note.s 
with  other  companies  or  unions,  and  watch- 
ing costs  closely.  More  and  more  emphasis 
is  being  placed  on  improving  lines  of  com- 


*Adapted from  a speech  presented  at  the  Annual  Con- 
ference of  Blue  Shield  Plans,  held  at  Miami  Beach, 
Florida,  April  12  to  16,  1959. 


munications  to  promote  a better  under- 
standing of  benefits  by  their  employes  or 
members.  Why  the  concern?  Money! 

Today,  more  than  89  million  employes 
and  their  dependents  receive  some  form  of 
health  insurance  through  the  workers’  jobs. 
The  annual  expenditure  exceeds  four  billion 
dollars.  As  a result,  management  and 
labor  are  the  largest  private  purchasers  of 
hospital  and  medical  care  in  the  United 
States. 

The  previously  localized  structure  of 
Blue  Shield  has  responded  quickly  to  the 
impact  of  such  developments  toward  uni- 
formity. Blue  Shield  has  already  taken 
steps  to  insure  more  uniform  health  in- 
surance coverage  across  the  country  with 
the  establishment  of  the  Blue  Shield  Study 
Commission,  whose  purpose  is  to  undertake 
a major  review  of  the  “differences  in  con- 
cept and  coverage”  among  the  nation’s 
Blue  Shield  Plans  and  to  work  toward  a 
re.solution  of  the  difi'erences  involved. 

In  addition,  the  successful  framing  of  a 
Federal  Employes  Service  Contract  has 
been  a great  achievement  in  response  to  the 
need  for  a uniform  national  Blue  Shield 
offering.  This  Service  program  affords  a 
great  opportunity  and  challenge  for  Blue 
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Shield  and  its  sponsoring  medical  profession 
to  prove  the  feasibility  and  effectiveness 
of  the  voluntary  system  on  the  national 
level.  An  equally  great  opportunity  and 
challenge  lies  in  the  development  of  an 
approach  to  meet  the  needs  of  the  remainder 
of  the  national  community. 

What  Labor  and  Management  Want — 
Nationally 

With  very  few  exceptions  national  ac- 
counts are  demanding,  and  will  continue  to 
demand,  uniformity  in  many  areas  in  their 
health  programs.  Here  listed  are  a few 
of  the  areas  in  which  uniformity  is  asked : 

1 . Uniformity  of  Benefits. — To  an 
increasing  degree,  national  accounts  require 
a standard  or  uniform  fee  schedule.  It  is 
becoming  increasingly  clear  that  local  fee 
schedules  cannot  suffice  in  the  national 
market  as  it  is  developing.  Although  na- 
tional industries  are  decentralizing  their 
activities  their  employes,  wherever  located, 
are,  for  the  most  part,  paid  at  a single  wage 
rate  rather  than  at  varying  local  rates. 

Thus  if  all  of  their  employes  are  on  the 
same  wage  scale  throughout  the  country, 
national  accounts  feel  it  is  only  logical  that 
they  should  receive  identical  benefit  pay- 
ments. 

2.  Uniformity  of  Coverage. — Another 
related  problem  which  must  be  solved  is 
that  of  variations  in  coverage.  How  is  an 
employer  to  explain  to  his  people  in  one 
area  that  children  will  be  covered  from 
birth,  while  in  another  area  not  until  sixty 
days  after  birth?  When  dealing  with  na- 
tional accounts  it  is  simply  impossible 
to  explain  the  efficacy  of  such  variations. 

3.  Uniformity  of  Billing  and  Claim 
Information. — The  Plans  are  being  asked, 
to  a greater  extent  than  ever  before,  for 
detailed  data  on  costs  and  claims.  The 
only  way  they  can  satisfy  this  increasing 
demand  for  information  on  the  national 
level,  where  usually  a syndicate  of  Plans 
operates,  is  to  have  the  individual  Plans 
submit  claim  information  to  a designated 
“conirol  Plan”  with  the  machinery  to 


consolidate  and  present  this  information 
to  the  account. 

4.  Uniformity  of  Rates. — When  it 
comes  to  establishing  rating  arrangements 
for  a national  account,  another  difficulty  is 
encountered.  Many  national  employers  are 
not  interested  in  rate  structures  which  are 
related  to  local  costs  and  needs.  They 
are  concerned  about  the  costs  for  their  own 
groups.  This  is,  unfortunately,  true  when 
the  group  is  of  such  size  that  there 
actually  is  very  little  risk  involved.  Such 
an  employer  prefers  to  have  his  group  stand 
on  its  own,  which,  of  course,  means  experi- 
ence-rating. If  there  are  going  to  be  any 
further  increases  in  costs  he  wants  to  be 
sure  that  such  costs  are  related  specifically 
to  his  group.  And,  if  he  pays  more  money, 
he  wants  to  get  the  credit  for  it. 

Then  too,  there  are  other  factors  that 
influence  his  thinking  about  rating  ar- 
rangements. Most  important  of  these  is 
the  competition  of  commercial  companies 
who  accept  only  the  good-risk  groups  of  the 
community.  Also,  occupational  or  indus- 
trial medicine  is  receiving  increasing  atten- 
tion. Since  this  provides  for  prehiring, 
preplacement,  and  periodic  examinations  of 
employes,  the  employer  is  naturally  going 
to  watch  for  concrete  results.  Studies  are 
being  conducted  to  determine  to  what  extent 
such  a medical  program  within  the  plants 
reduces  the  costs  of  medical-surgical  and 
hospitalization  programs.  Reports  indicate 
that  employers  who  do  promote  preventive 
medicine  are  having  a very  favorable 
experience.  Naturally,  then,  they  are  re- 
luctant to  accept  a community  rate  when 
they  know  other  employers  show  no  concern 
about  preventive  medicine. 

5.  Service  Benefits  and  Uniform 
Levels. — As  medical  costs  continually  climb, 
both  management  and  unions  are  looking 
for  some  sort  of  ceiling.  Payment  of  a 
fixed  amount  of  dollars  will  not  answer  the 
quest  for  medical  economic  stability. 
Service  Benefits  is  the  answer,  but  if  Service 
Benefits  cannot  be  obtained,  can  it  honestly 
be  expected  that  the  lower-income  employes 
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of  national  accounts  will  cast  their  ballot  for 
indemnity?  Rather,  unless  Blue  Shield 
can  offer  Service  Benefits  with  nationally 
uniform  income  ceilings,  other  routes  will 
be  sought.  Note  how  the  idea  of  health 
centers  and  clinics  is  growing.  They  are 
being  sponsored  not  only  by  unions,  but 
also  by  employers  and  physicians.  It  is 
contended  that  such  an  arrangement  is 
more  economically  feasible  to  provide 
broader  coverage  at  less  cost — presumably 
through  the  control  of  doctors’  salaries  and 
equipment.  It  is  felt  also  by  many  that 
under  such  an  arrangement  a subscriber  does 
not  have  pieces  of  coverage  with  lots  of 
limitations. 

Let  us  not  forget  the  social  planners  either. 
We  are  all  too  familiar  with  schemes  to  have 
the  Federal  government  establish  a com- 
pulsory health  insurance  program.  The 
establishment  of  a uniform  national  Blue 
Shield  contract  is  perhaps,  in  the  last  analy- 
sis, medicine’s  only  weapon  against  such 
“ofl&cial”  encroachment  into  the  practice  of 
medicine. 

What  Is  Called  For — Nationally 

From  a national  point  of  view  all  that  is 
needed  is  for  Blue  Shield  to  demonstrate 
the  same  brand  of  flexibility  as  it  has  on  the 
local  level.  In  individual  areas  some  of  the 
Plans  are  doing  a magnificent  job  in  intro- 
ducing new  and  broader  coverage,  elimi- 
nating restrictions,  and  establishing  higher 
income  limits  to  make  the  Service  Benefits 
principle  more  meaningful.  In  such  actions 
they  are  showing  that  they  do  have  flex- 
ibility. And  steps  are  now  being  taken  to 
translate  that  individual  flexibility  to  the 
national  level.  Here  are  listed  a few  areas 
in  which  progress  is  being  made : 

1.  Use  of  Modern  Business  Con- 
cepts.— For  Blue  Shield  to  serve  a broader 
role  in  meeting  the  needs  of  the  national  com- 
munity, an  awareness  of  the  developments 
of  present-day  marketing  concepts  is  neces- 
sary. In  the  world  of  commerce  there  has 
been  a shift  in  top  management  thinking 
from  production-mindedness  to  customer- 


orientation.  Markets  are  thought  of  first, 
production  problems  second.  Blue  Shield 
Plans  must  adapt  themselves  to  the  special 
problems  of  national  account  customers. 
They  must  make  provision  for  the  speedy 
and  simple  addition  of  benefits,  if  requested ; 
for  change  of  contract  provisions;  and  for 
the  dissemination  of  consolidated  statistical 
data.  They  cannot  be  bound  by  the  out- 
moded system  of  canvassing  Plans  again  and 
again  every  time  some  information  is  re- 
quested or  a change  is  contemplated. 

2.  Education  to  the  Benefits  of 
Community  Coverage. — The  superiority 
of  community-rating  over  experience-rating 
must  be  made  apparent  to  all  potential 
national  purchasers  of  health  insurance. 
These  concerns  must  be  made  to  see  that 
by  demanding  experience-rated  contracts 
they  are  merely  putting  the  additional 
health  expenditures  in  the  realm  of  hidden 
costs;  they  will  pay  for  the  care  of  the 
community’s  poor  risks  in  taxes  or  by  some 
other  compulsory  way.  While  we  must 
congratulate  employers  who  take  extra 
efforts  to  create  safe  and  healthy  working 
conditions  and  encourage  other  employers  to 
follow  suit,  we  must  educate  these  same 
employers  to  the  benefits  of  community 
coverage.  By  preserving  the  voluntary 
method  through  community-rating,  they 
must  be  made  to  see  that  they  are  preserving, 
in  the  long  run,  the  freedom  of  their  own 
business. 

3.  Closer  Relationship  Between 
Blue  Shield  and  the  Medical  Pro- 
fession.— Blue  Shield  and  the  medical 
profession  must  establish  closer  rapport. 
Because  the  mechanism  of  providing  health 
care  is  becoming  increasingly  complex, 
the  Blue  Shield  Plans,  without  the  active 
support  of  the  medical  profession,  cannot 
do  an  effective  job  in  the  national  account 
market.  Since  Blue  Shield  is  sponsored  by 
the  medical  profession,  it  therefore  follows 
that  there  must  be  simultaneous  and  agres- 
sive  activity  on  the  part  of  organized  med- 
icine— national,  state,  and  county  societies — 
to  understand  the  problems  connected  with 
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Blue  Shield  national  enrollment  efforts. 
In  view  of  the  fact  that  more  and  more  of 
our  population  is  being  enrolled  in  health 
programs  on  the  basis  of  some  sort  of 
national  contract,  the  medical  profession 
will  certainly  lose  some  of  its  influence  in  the 
management  of  health  affairs  should  Blue 
Shield  fail  in  its  national  enrollment  en- 
deavors. 

4.  Uniform  Service  Benefits  and 
Income  Levels. — The  concept  of  Service 
Benefits  and  the  development  of  a national 
Service  Contract,  most  physicians  and  lay 
leaders  have  come  to  believe,  are  the  key 
to  any  success  Blue  Shield  and  the  medical 
profession  may  have  in  the  future.  Service 
Benefits  is  the  voluntary  way  of  achieving 
security  from  medical  expenses  for  the 
national  community,  while  retaining  the 
integrity  and  traditional  practice  of  med- 
icine. Under  a meaningful  national  pro- 
gram providing  Service  Benefits,  the  em- 
ployes of  large  concerns  will  have  the 
medical  economic  security  they  are  seeking, 
and  they  will  be  sure  of  their  benefits  no 


matter  where  they  are  transferred.  The 
development  of  a variety  of  Service  Benefits 
from  which  the  prospective  national  account 
can  choose  is  the  next  major  step  in  the 
progress  of  Blue  Shield. 

6.  Relinquishing  Local  Autonomy. — 
The  Blue  Shield  Plans  can  be  only  as  effec- 
tive as  the  medical  profession  wishes  to 
make  them.  Both  the  Plans  and  the  med- 
ical profession  may  have  to  be  willing  to  give 
up  some  degree  of  local  autonomy  when  it 
comes  to  dealings  with  national  accounts. 
Some  sacrifice  of  power  may  have  to  be 
made  by  all  parties  to  a national  corporate 
body  with  full  authority  to  act  decisively. 

We  face  exactly  what  our  forefathers  faced 
almost  two  hundred  years  ago.  It  was 
then  a struggle  for  the  Colonial  states  to 
give  up  their  local  prerogatives  to  a central 
government.  Nevertheless,  it  was  done, 
and  history  has  borne  out  the  wisdom  of  the 
decision. 

In  the  last  analysis,  we  must  lose  part 
of  ourselves  in  the  national  effort  to  save 
ourselves. 


{Number  eight  in  a series  of  special  articles  on  Medical  Care  Insurance) 


Denial  Surgery  Need  Nol  Hall  Anlicoagulanl  Therapy 


Dental  surgery  can  be  performed  on  persons 
taking  anticoagulant  drugs  without  fear  of  excessive 
bleeding.  Anticoagulants  are  given  patients  who 
have  suffered  heart  attacks,  strokes,  or  other  effects 
of  blood  clots  to  prevent  recurrences.  There  have 
been  conflicting  reports  as  to  whether  or  not  dental 
surgery  should  be  performed  while  a patient  is  taking 
a drug  designed  to  slow  the  blood  clotting  process. 
A study  of  20  patients  on  long-term  anticoagulant 


therapy  who  underwent  45  surgical  procedures  indi- 
cated that  with  careful  management  and  prescribed 
surgical  technics,  dental  surgery  may  be  carried  out 
safely  while  blood  clotting  time  is  being  slowed. 
Discontinuance  of  the  drug  could  permit  a recur- 
rence of  a fatal  blood  clot. 

— S.  J.  Behrman,  D.D.S.,  and  /.  S.  Wright,  M.D., 
Journal  of  the  American  Medical  Association,  Feb- 
ruary 11,  1961 
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The  Hospital  Laboratory  as  a Listening  Post  for  Health 

Departments 

EBWIN  NETER,  M.D.,  BUFFALO,  NEW  YORK 

{From  the  Departments  of  Pediatrics  and  Bacteriology  of  the  Children’s  Hospital  and  University 

of  Buffalo  Medical  School) 


During  past  decades  great  strides  have  been 
made  in  the  control  of  many  bacterial  in- 
fections by  means  of  sanitation,  immunization, 
chemotherapy,  and  other  measures.  And  yet 
certain  bacterial  infections  even  today  present 
formidable  problems,  such  as  staphylococcal 
disease  and  hospital-acquired  infections.  Cogni- 
zance by  health  departments  of  the  actual  in- 
cidence of  infectious  diseases,  either  overt  or  sub- 
clinical,  depends  on  one  or  more  of  these  condi- 
tions; 

1.  The  infection  must  produce  clinical  symp- 
toms of  sufficient  degree  to  bring  the  patient 
to  the  care  of  a physician. 

2.  The  physician  must  consider  the  possi- 
bility of  the  particular  infection,  if  the  proper 
diagnosis  is  to  be  made. 

3.  Appropriate  laboratory  procedures  must 
be  carried  out,  if  the  diagnosis  of  the  disease  can- 
not be  made  on  clinical  grounds.  This  applies 
also  to  the  recognition  of  subclinical  infections. 

4.  The  occurrence  of  a particular  infection 
in  a given  patient  must  be  reported  to  the  health 
department. 

5.  Surveillance  studies,  clinical  and/or  micro- 
biologic, on  the  incidence  of  a given  infection  are 
undertaken. 

It  is  the  purpose  of  this  brief  presentation  to 
illustrate  the  thesis  that  the  hospital  laboratory 
may  well  serve  as  a listening  post  for  health  de- 
partments and  thus  aid  the  latter  and  the  medi- 
cal profession  of  a community  in  their  efforts  to 
diagnose  and  control  certain  bacterial  infections. 

Method 

A few  years  ago  we  noticed  in  the  laboratory 
of  the  Children’s  Hospital  a striking  increase  in 
the  isolation  rate  of  group  A hemolytic  strepto- 
cocci. In  view  of  the  possibility  that  strepto- 
coccal infection  might  be  epidemic  in  the  com- 


TABLE  I. — Bacteriologically  Proved  Shigella 
SoNNEi  Infections  in  1959 


Months 

Number  of 
Cases 

Number  of 
Families 

January 

2 

2 

February 

1 

1 

March 

0 

0 

April 

1 

1 

May 

12 

9 

June 

16 

6 

July 

32 

14 

August 

34 

28 

September 

44 

33 

October 

53 

38 

November 

30 

26 

December 

18 

13 

Totals 

243 

171 

munity  as  a whole  and  that  reporting  was  lag- 
ging, this  information  was  given  to  the  Erie 
County  Health  Department.  As  a result  and  with 
the  approval  of  the  County  Medical  Society,  a 
letter  was  sent  to  all  physicians  of  the  community 
alerting  them  of  the  findings.  This  approach 
was  considered  reasonable,  for  physicians  often 
are  reminded  not  to  use  chemotherapeutic 
agents,  including  antibiotics,  unless  indicated, 
and  an  outbreak  of  streptococcosis  in  a commu- 
nity presents  an  indication  for  a more  liberal  and 
judicious  use  of  penicillin  or  other  potent  anti- 
streptococcal  drugs.  Clearly,  cultures  cannot  be 
taken  by  physicians  from  all  patients  with  re- 
spiratory diseases.  A selected  sample,  such  as 
the  patients  seen  at  the  hospital  and  the  out- 
patient clinic,  gave  information  of  an  increased 
incidence  of  streptococcal  infection. 

The  hospital  laboratory  as  a listening  post  for 
health  departments  also  can  be  utilized  during 
outbreaks  of  influenza,  with  particular  reference 
to  the  incidence  of  secondary  bacterial  complica- 
tions. Indeed,  the  physician  may  be  aided  if 
he  knows  whether  during  a given  outbreak  such 
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secondary  infections  are  caused  by  pneumococci, 
streptococci,  staphylococci,  influenza  bacilli,  or 
other  pathogens,  and,  further,  the  physician  gains 
from  knowledge  of  the  pattern  of  susceptibility 
to  various  antibiotics  of  the  predominating 
pathogen,  such  as  the  staphylococcus. 

Recently  we  encountered  an  outbreak  of  bacil- 
lary dysentery  which  illustrates  the  applica- 
bility of  the  thesis  under  discussion.  As  seen  in 
Table  I,  during  the  fall  of  1959  the  isolation  rate 
of  Shigella  sonnei  had  increased  markedly,  so 
that  in  one  single  laboratory  some  100  cases  had 
been  recognized  by  bacteriologic  examination. 
The  findings  were  reported  to  the  Health  Depart- 
ment. It  is  interesting  to  note  that  at  that  time 
only  some  12  cases  of  Sh.  sonnei  infection  had 
been  reported  from  all  other  institutions  and  by 
practicing  physicians  of  the  community.  It  is 
unlikely  that  the  disease  was  restricted  to  patients 
seen  at  a single  hospital.  Rather,  the  low  rate 
of  reported  cases  probably  was  due  to  the  fact 
that  cultural  examination  had  been  done  only 
infrequently  on  patients  with  mild  dysentery 
and/or  that  the  diagnosed  cases  had  not  been 
reported  to  the  Health  Department.  The  Health 
Department  called  a conference  of  representa- 
tives of  all  hospitals  of  the  community  to  alert 
the  medical  profession  to  the  increased  inci- 
dence of  this  disease.  In  addition,  as  a guide  to 
therapy,  information  was  provided  on  the  sus- 
ceptibility of  Sh.  sonnei  strains  to  various  anti- 
bacterial agents.  Recognition  of  an  epidemic, 
even  if  the  illness  is  mild  in  the  majority  of  pa- 
tients, has  important  implications.  For  example, 
during  the  outbreak  under  discussion  bacillary 
dysentery  was  introduced  into  both  surgical  and 
obstetric  units  of  a hospital.  Transmission  of 


this  infection  from  mother  to  newborn  infant  j 
was  observed  in  one  instance.  Had  the  mothers  ' 
and  infants  not  been  isolated  because  the  exist- 
ence of  the  epidemic  was  recognized,  an  obstetric 
and/or  nursery  outbreak  of  shigellosis  might 
have  resulted. 

To  make  possible  a regular  exchange  of  infor- 
mation between  various  laboratories  and  the  ^ 
Health  Department,  a monthly  meeting  attended  i 
by  laboratory  directors  and  a representative  of  ^ 
the  Health  Department  was  instituted  at  the  J 
suggestion  of  the  author.  Such  an  approach  ap>-  1 
pears  to  be  particularly  fruitful  regarding  re-  a 
portable  infections  which  so  frequently  remain  fl 
unreported.  In  case  of  a sudden  outbreak,  a m 
special  meeting  can  be  called.  In  addition,  one  I 
of  the  laboratories  may  be  designated  for  a M 
thorough  study  of  a given  group  of  infections,  .11 
such  as  intestinal  diseases.  An  intensive  study  'J 
of  such  cases,  even  if  mild,  should  give  more  » ' 
complete  information  on  the  true  incidence  of  ' 
the  particular  disease. 

Summary 

Although  the  idea  of  the  hospital  laboratory  as 
a Ustening  post  for  health  departments  is  not 
novel,  our  experience  suggests  that  utilization  of 
the  thesis  here  presented  may  be  conceivably  of 
benefit  to  other  communities  by  supplying  per-  ; 
tinent  information  on  reportable  infections  not 
reported  or  not  diagnosed  and  on  nonreportable 
diseases  of  microbial  origin. 
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What  Is  Medical  Assistance  for  the  Aged? 

Medical  Assistance  for  the  Aged  is  assistance 
granted  by  a local  public  welfare  official  to  a 
needy  aged  person  to  help  provide  necessary 
medical  care  he  is  otherwise  unable  to  obtain.  It 
includes  physicians’  services;  care  in  a hospital, 
nursing  home,  infirmary,  or  other  medical  insti- 
tution; outpatient  hospital  or  clinic  services, 
and,  when  prescribed,  home  nursing  services, 
drugs,  sick  room  supplies,  prosthetic  appliances, 
and  physical  therapy.  It  may  include  also  pre- 
miums on  personal  health  insurance  for  a person 
who  already  has  such  insurance  in  force  to  cover 
any  or  all  of  the  preceding  items  of  medical  care. 

How  Old  Must  a Person  Be  to  Receive  Medical 
Assistance  for  the  Aged? 

He  must  be  sixty-five  years  of  age  or  over. 

How  Long  Must  a Person  Live  in  New  York  State 
to  Be  Eligible? 

A person  must  be  a bona  fide  resident  of  New 
York  State.  This  includes  a person  who  may  be 
temporarily  absent  from  the  State  at  the  time  he 
incurs  his  medical  need. 

Who  Is  Considered  a Needy  Person  for  Medical 
Assistance? 

A needy  person  is  determined  as  follows: 
When  a person  is  confined  to  a medical  facility  for 
chronic  care  such  as  a hospital  or  nursing  home, 
he  is  allowed  to  reserve  from  his  income  and  re- 
sources an  amount  for  personal  expenses,  an 
amount  to  pay  premiums  on  his  outstanding 
health  insurance,  and  an  amount  for  the  support 
of  his  spouse  not  to  exceed  $1,800  a year.  The 
difference  between  his  remaining  income  and  re- 
sources and  the  cost  of  essential  medical  care 
determines  his  need  for  medical  care.  If  that 
difference  is  insufficient  to  pay  the  cost  of  that 
essential  medical  care,  the  person  is  determined  to 
be  a needy  person. 

When  he  is  not  confined  to  a medical  facility  for 
chronic  care,  from  his  income  and  other  resources 
he  may  reserve  $1,800  for  his  maintenance  if 
single  and  $2,600  a year  if  married  and  living  with 
his  spouse.  In  addition,  for  a single  person  other 
liquid  resources  up  to  $900  plus  premiums  on  his 
outstanding  insurance  policy  up  to  $150  a year 


may  be  reserved.  For  a married  couple  these 
amounts  are  $1,300  and  $250  respectively.  After 
these  reserves  have  been  deducted,  the  difference 
between  his  remaining  income  and  resources  and 
the  cost  of  his  medical  care  determines  his  need  for 
medical  assistance.  If  the  difference  is  insuffi- 
cient to  pay  the  cost  of  necessary  medical  care, 
the  person  or  couple  are  determined  to  be  needy. 

Where  May  a Person  Live  and  Receive  Medical 
Assistance  for  the  Aged? 

He  may  live  in  his  own  home,  some  other 
suitable  family  home,  a private  boarding  home,  a 
jirivate  home  or  institution  for  adults,  or  a pri- 
vate home  for  the  aged.  Medical  assistance  for 
the  aged  includes  medical  services  and  supplies 
for  such  a person  but  does  not  include  main- 
tenance in  such  a home. 

It  may  be  provided  also  in  a private  proprie- 
tary or  nonprofit  nursing  home,  the  infirmary 
section  of  a home  for  the  aged,  a public  home  in- 
firmary or  other  similar  public  facility  for  the 
chronically  Ul,  or  a hospital  other  than  one  caring 
exclusively  or  primarily  for  tuberculosis  or 
psychotic  patients.  In  such  medical  facilities, 
medical  assistance  for  the  aged  may  include 
maintenance  as  well  as  medical  and  nursing  care 
and  services. 

It  may  not  be  provided  in  a public  institution 
(except  as  a patient  in  a medical  institution). 
Neither  may  it  be  provided  with  respect  to  care  or 
services  for  any  individual  in  any  other  hospital  or 
medical  institution  after  a total  of  more  than 
forty-two  days  following  a diagnosis  of  tuber- 
culosis or  psychosis;  nor  shall  it  include  any  such 
payments  with  respect  to  any  examination  or  care 
for  the  purpose  of  determining  whether  the  person 
should  be  committed  to  an  institution  pursuant 
to  the  provisions  of  the  Mental  Hygiene  Law  or 
admitted  to  a tuberculosis  hospital  pursuant  to 
the  provisions  of  the  Public  Health  Law. 

Where  and  How  May  a Person  Apply  for  Medical 
Assistance  for  the  Aged? 

Application  may  be  made  personally  or  by 
letter  to  the  public  welfare  official  of  the  locality 
in  which  the  person  lives.  The  person  signs  an 
application  requesting  such  assistance.  If  he 
cannot  make  his  own  application,  a relative  or 
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friend  may  apply  for  him. 

How  Is  Need  Determinedf 

The  county  or  city  public  welfare  official  deter- 
mines need  on  the  basis  of  information  provided 
by  the  applicant  or  his  representative  and  verified 
by  the  welfare  official.  This  information  in- 
cludes facts  regarding  the  applicant’s  living  condi- 
tions, his  health  and  medical  need,  his  ability  to 
work,  his  earnings  from  business  or  employment, 
and  his  other  resources,  if  any.  On  the  basis  of 
this  verified  information,  the  welfare  official 
determines  the  extent  of  need  and  the  amount  of 
assistance  the  person  requires  for  medical  care. 

What  Do  Resources  Include? 

Resources  include  income  from  employment  or 
business,  benefits,  pensions,  compensation,  in- 
surance, bank  accounts,  real  or  personal  prop- 
erty, contributions  from  relatives  and  friends, 
assistance  from  other  agencies,  and  income  from 
all  other  sources  including  income  in  kind. 

Must  Relatives  Help  to  Support? 

Yes.  The  legally  responsible  relatives  of  an 
aged  person  in  need  are  required  to  contribute 
to  the  person’s  support  in  so  far  as  they  are  able  to 
do  so.  Legally  responsible  relatives  include 
husband,  wife,  child,  and  parent.  Medical 
Assistance  for  the  Aged  may  be  granted,  when  it  is 
essential,  until  the  legally  responsible  relatives 
can  be  interviewed  and  their  resources  checked. 

If,  in  the  opinion  of  the  public  welfare  official,  a 
legally  responsible  relative  is  able  to  contribute 
but  fails  to  do  so,  such  official  is  required  to  bring 
legal  action  against  the  relative.  The  coopera- 
tion of  the  recipient  of  Medical  Assistance  for  the 
Aged  will  be  expected  in  such  legal  action. 

If  a Person,  Has  Real  Estate,  Insurance,  or  Some 
Other  Asset,  Must  He  Assign  It? 

No,  assignment  is  prohibited.  Real  property 
used  as  a home,  clothing,  and  household  effects, 
and  the  cash  surrender  value  of  life  insurance  not 
in  excess  of  $500  need  not  be  utilized  in  paying  for 
medical  care. 

However,  ordinarily,  real  property  not  used  as  a 
home,  nonessential  personal  property,  and  in- 
surance in  excess  of  $500  cash  value  must  be 
utilized  toward  payment  for  medical  care. 

How  Is  the  Amount  of  Medical  Assistance  Deter- 
minedf 

The  ex-tent  of  his  medical  need  must  be  certi- 
fied by  a physician.  The  difference  between  the 


resources  he  has  to  apply  toward  the  cost  of  this 
medical  care  (excluding  the  allowable  reserves) 
and  his  essential  medical  needs  is  the  amount  of 
medical  assistance  required.  The  rates  allowed 
for  medical  services  are  locally  established  and 
State-approved. 

Is  the  Amount  of  Medical  Assistance  for  the  Aged 
Fixed? 

No.  The  amount  changes  as  need  and  income 
change.  For  example,  reduced  earnings  or  con- 
tributions or  increased  medical  need  may  re- 
quire increasing  the  medical  assistance  provided. 
On  the  other  hand,  a larger  contribution  from 
relatives  because  of  their  increased  income  might 
result  in  reducing  the  medical  assistance  provided 
or  in  discontinuing  it  altogether  if  the  person  no 
longer  needs  it. 

How  Will  the  Applicant  Be  Informed  of  the  Deci- 
sion of  the  Public  Welfare  Official  on  His  Applica- 
tion for  Medical  Assistance  for  the  Aged? 

The  county  or  city  public  welfare  official  will 
write  his  decision  to  the  applicant.  If  the  appli- 
cation has  been  accepted,  the  letter  will  state  the 
amount  of  the  assistance  to  be  provided  and  the 
date  when  it  will  begin.  If  assistance  is  denied, 
the  letter  will  give  the  reason  for  this  action. 

What  Can  the  Person  Do  Who  Is  Not  Satisfied 
with  the  Action  Taken  on  His  Application  or  vnth 
the  Amount  of  His  Grant? 

He  should  ask  the  local  welfare  agency  to  ex- 
plain and  reconsider  its  decision.  At  the  same 
time,  he  may  appeal  to  the  State  Department  of 
Social  Welfare  for  an  impartial  review  of  the  local 
agency’s  decision  when  he  believes  that:  (1) 
the  local  agency  has  not  granted  him  assistance 
even  though  he  is  eligible;  (2)  it  has  not  acted  on 
his  application  vnthin  thirty  days;  (3)  he  has  re- 
ceived too  little  assistance  to  meet  his  needs; 
or  (4)  assistance  has  been  discontinued  unfairly. 
In  connection  with  such  an  appeal,  he  may  also 
request  that  a Fair  Hearing  be  held  before  the 
State  Department  of  Social  Welfare. 

How  May  He  Make  His  Appeal? 

He  may  address  a letter  to  the  State  Depart- 
ment of  Social  Welfare,  112  State  Street,  Albany 
1,  New  York.  New  York  City  residents  should 
write  to  the  State  Department  of  Social  Welfare, 
Area  6,  270  Broadway,  New  York  7,  New  York. 

What  Will  the  Stale  Department  of  Social  Welfare 
Do  with  His  A ppeal? 
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To  deal  with  emergency  situations  and  prevent 
hardship,  the  State  Department  of  Social  Wel- 
fare will  request  a report  from  the  local  welfare 
agency  without  delay  and  will  take  any  necessary 
steps  to  ensure  that  the  action  of  the  local  agency 
is  (1)  understood  by  the  person  making  the  appeal 
or  (2)  in  so  far  as  possible  within  the  limitations  of 
law  and  agency  policy,  adjusted  to  his  satisfac- 
tion. 

What  Will  the  State  Department  of  Social  Welfare 
Do  with  His  Appeal  if  It  Includes  a Request  for 
a Fair  Hearing? 

A Fair  Hearing  will  be  scheduled  for  a date 
within  sixty  days  of  the  request.  The  Depart- 
ment then  will  proceed  with  efforts  to  adjust  his 
appeal  as  previously  described.  The  Fair  Hear- 
ing will  be  held  as  scheduled  unless  the  request  is 
withdrawn  as  a result  of  satisfactory  adjustment 
of  the  agency  decision. 

What  Is  a Fair  Hearing? 

In  a Fair  Hearing  the  State  Commissioner  of 
Social  Welfare,  through  his  designated  referee, 
calls  on  an  applicant  or  recipient  of  assistance  to 


present  the  reasons  why  he  is  not  satisfied  with 
the  decision  of  the  local  public  welfare  agency  and 
calls  on  that  agency  to  present  the  reasons  for  its 
decision.  On  the  basis  of  this  information,  the 
State  Commissioner  of  Social  Welfare  renders  a 
decision  that  is  binding  on  both  the  local  agency 
and  the  person  appealing. 

Is  the  Recipient  of  Medical  Assistance  for  the  Aged 
Responsible  for  Reporting  Changes  in  Need  and  in 
Income? 

Yes.  He  shall  report  promptly  to  the  local 
public  welfare  official  any  and  all  changes  in  his 
need  and  income. 

How  Long  Will  Medical  Assistance  for  the  Aged  Be 
Provided? 

Assistance  will  continue  as  long  as  there  is  need 
for  it  and  the  recipient  continues  to  fulfil  the 
other  eligibility  requirements.  The  county  or 
city  public  welfare  official  is  required  by  law  to 
keep  in  close  touch  with  persons  receiving 
Medical  Assistance  for  the  Aged  and  to  have  in- 
formation available  on  their  circumstances  and 
resources. 


Surgical  Hospitals  for  Children  May  Replace  Pediatric  Hospitals 


Surgical  hospitals  for  children  under  fifteen  years 
of  age  may  replace  pediatric  hospitals  during  the 
next  twenty  years.  A sharp  rise  in  the  number  of 
children  entering  hospitals  for  surgical  reasons  is 
expected,  along  with  a sharp  drop  in  the  number 
entering  for  general  medical  reasons,  according  to 
Roderic  M.  Bell  of  Presbyterian  Hospital,  in  the 
March  1 issue  of  Hospitals,  Journal  of  the  American 


Hospital  Association. 

Among  the  reasons  for  the  expected  change  are 
that  antibiotics  have  made  possible  outpatient  and 
home  care  of  many  acute  ills  and  that  other  diseases, 
such  as  rheumatic  fever,  appear  to  have  become 
milder.  Many  children  who  previously  might  have 
died  now  survive  but  with  handicaps  that  can  be 
corrected  surgically. 
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Benjamin  Antin,  M.D.,  of  Yorktown  Heighta, 
died  on  December  5,  1960,  at  Montefiore  Hospital 
at  the  age  of  sixty-seven.  Dr.  Antin  graduated  in 
1919  from  Fordham  University  School  of  Medicine. 
He  was  an  attending  physician  at  Peekskill  Hospital. 
Dr.  Antin  was  a member  of  the  Westchester  County 
Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Henry  Amalric  Bancel,  M.D.,  of  New  York  City, 
died  on  April  18  at  the  age  of  seventy-five.  Retired, 
Dr.  Bancel  graduated  in  1909  from  New  York 
University  and  Bellevue  Hospital  Medical  College. 
He  was  a former  medical  director  of  the  Mutual  Life 
Insurance  Company  of  New  York,  district  diagnos- 
tician for  the  New  York  City  Health  Department, 
and  a former  president  of  the  New  York  Academy  of 
Medicine. 

Nelson  Kingsbury  Benton,  M.D.,  of  Cliff  Island, 
Portland,  Maine,  formerly  of  Mamaroneck,  retired, 
died  on  April  19  at  the  Maine  Medical  Center  in 
Portland  at  the  age  of  seventy-seven.  Dr.  Benton 
graduated  in  1909  from  Columbia  University  College 
of  Physicians  and  Surgeons.  From  1933  to  1953  he 
was  medical  director  of  the  Western  Union  Tele- 
graph Company.  Dr.  Benton  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

David  Moses  Bernstein,  M.D.,  of  Putnam  Valley, 
formerly  of  Brewerton,  died  on  September  17,  1960, 
at  the  age  of  fifty-five.  Dr.  Bernstein  received  his 
medical  degree  from  the  University  of  Prague  in 
1934.  He  was  a member  of  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Louis  Bert  Bleich,  M.D.,  of  Buffalo,  died  on  April 
3 at  the  age  of  thirty-nine.  Dr.  Bleich  graduated  in 
1945  from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  a clinical  assistant  in  internal  medi- 
cine at  Millard  Fillmore  Hospital.  Dr.  Bleich  was 
a member  of  the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 


Orson  Pratt  Cardon,  M.D.,  of  Huntington,  died 
at  Huntington  Hospital  on  April  20  at  the  age  of 
thirty-eight.  Dr.  Cardon  graduated  in  1947  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  associate  attending  in  surgery 
at  Huntington  Hospital  and  an  attending  in  surgery 
at  Central  Islip  State  Hospital.  Dr.  Cardon  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  T.  Cook,  M.D.,  of  Miami,  Florida,  for- 
merly of  Buffalo,  died  on  March  28  in  Miami  at  the 
age  of  eighty-two.  Dr.  Cook  graduated  in  1913 
from  the  University  of  Buffalo  School  of  Medicine. 
Retired  in  1957,  he  was  a member  of  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ralph  Leslie  Downes,  M.D.,  of  Syracuse,  died  on 
April  5 at  his  home  at  the  age  of  fifty-three.  Dr. 
Downes  graduated  in  1934  from  Syracuse  University 
College  of  Medicine.  He  was  chief  attending  physi- 
cian at  Crouse-Irving  Hospital  and  a staff  physician 
at  the  Onondaga  County  Home  and  Hospital.  Dr. 
Downes  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine  and  a member  of  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County  Medi- 
cal Society,  and  the  Medical  Society  of  the  State  of 
New  York. 

Victor  George  Fleischer,  M.D.,  of  Brooklyn,  died 
at  Presbyterian  Hospital  on  December  29,  1960,  at 
the  age  of  sixty-three.  Dr.  Fleischer  received  his 
medical  degree  from  the  University  of  Vienna  in 
1922.  He  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Clayton  Longueville  Gifford,  M.D.,  of  Watervhet, 
died  on  April  1 at  Samaritan  Hospital,  Troy,  at  the 
age  of  sixty- nine.  Dr.  Gifford  graduated  in  1911 
from  Albany  Medical  College.  He  was  an  associ- 
ate attending  physician  at  Samaritan  Hospital. 
Named  “General  Practitioner  of  the  Year”  in  1960 
by  the  Rensselaer  County  Medical  Society,  Dr. 
Gifford  was  also  a member  of  the  Medical  Society 
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of  the  State  of  New  York  and  the  American  Medical  April  2 at  the  age  of  seventy-nine.  Dr.  Hite  gradu- 


Association. 

ated  in  1903  from  New  York  University  and  Belle- 
vue Hospital  Medical  College  and  interned  at 

John  Anthony  Hite,  M.D.,  of  Yonkers,  died  on  Bellevue  Hospital. 
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North  Shore  Hospital  to  Open  Eye  Clinic — An 
eye  clinic  to  treat  patients  with  acute  and  chronic  eye 
diseases  will  be  included  in  a 100-bed  expansion  of 
North  Shore  Hospital  in  Manhasset.  The  facility 
will  be  the  first  eye  clinic  in  Nassau  County.  The 
hospital  also  plans  to  establish  an  ophthalmology 
resident-training  program,  secure  equipment  and 
personnel  for  specialized  eye  studies,  and  create  an 
eye  nursing  unit. 

Society  for  Scientific  Study  of  Sex  Elects  OflBcers 
— The  Society  for  the  Scientific  Study  of  Sex  has 
announced  the  result  of  its  first  election  of  officers. 
Elected  were:  Albert  EUis,  Ph.D.,  president; 

Christopher  Tietze,  M.D.,  president-elect;  Hugo 
G.  Beigel,  Ph.D.,  secretary;  and  Robert  V.  Sherwin, 
Esq.,  treasurer. 

The  society  plans  to  hold  its  fourth  annual  meeting 
on  November  14,  at  the  Barbizon  Plaza  Hotel,  New 
York  City. 

Postgraduate  Radio  Programs — The  New  York 
Academy  of  Medicine’s  Committee  on  Special 
Studies  announces  the  June  schedule  for  its  forty- 
eighth  series  of  postgraduate  radio  programs.  The 
programs  will  be  broadcast  on  Saturdays  at  4:30 
P.M.,  on  Station  WBAI  (FM  99.5  megacycles). 

June  3 — “Trauma  in  High  Altitude  and  High 
Speed  Flying.”  Charles  S.  Berry,  Major,  U.S.A.F. 
(MC),  Aerospace  Medicine  Division,  Office  of  the 
Surgeon-General,  Washington,  D.C. 

June  10 — “Radiation  Hazards  in  Relation  to 
Public  Health,”  Leroy  E.  Burney,  Surgeon-General, 
U.S.  Public  Health  Service. 

June  17— “Muscular  Disease  (Part  I),”  David 
Grob,  M.D.,  professor  of  medicine.  State  University 
of  New  York  Downstate  Medical  Center. 

June  24 — “Muscular  Disease  (Part  II),”  David 
Grob,  M.D. 


Westchester  Psychoanalytic  Society— The  West- 
chester Psychoanalytic  Society  held  its  first  annual 
meeting  on  April  4,  at  the  Westchester  Academy  of 
Medicine.  Charles  Brenner,  M.D.,  New  York 
City,  read  a paper  on  “Dreams  and  the  Structural 
Theory.” 

The  Westchester  Psychoanalytic  Society  was 
organized  in  May,  1960,  and  accepted  as  an  affiliate 
society  by  the  American  Psychoanalytic  Association 
in  December,  1960.  Officers  re-elected  at  the  meeting 
are:  Norbert  Bromberg,  M.D.,  Tarrytown, 

president;  Leo  Beliak,  M.D.,  Larchmont,  vice- 
president;  and  Henry  F.  Marasse,  M.D.,  Hartsdale, 
secretary-treasurer. 


American  Board  of  Obstetrics  and  Gynecology — 
The  American  Board  of  Obstetrics  and  Gynecologj’ 
has  announced  that  applications  for  certification, 
new  and  reopened,  part  1,  and  requests  for  re- 
examination in  part  2 are  now  being  accepted. 
Deadline  for  receipt  of  applications  is  August  1. 

Candidates  are  requested  to  write  to  the  office  of 
the  Secretary  for  a current  bulletin  listing  the  present 
requirements.  Application  fee,  photographs,  and 
lists  of  hospital  admissions  must  accompany  all 
applications. 

After  July  1,  1962,  the  Board  will  require  a 
minimum  of  three  years  of  approved  progressive 
residency  training  to  fulfill  the  requirements  for 
admission  to  examination.  After  that  date  training 
by  preceptorship  will  no  longer  be  acceptable. 

Diplomates  of  the  Board  are  urged  to  notify  the 
office  of  the  Secretarj'  as  soon  as  possible  of  any 
change  of  address. 

Write  to:  Robert  L.  Faulkner,  M.D.,  Secretary, 
The  American  Board  of  Obstetrics  and  Gynecology, 
2105  Adelbert  Road,  Cleveland  6,  Ohio. 


Personalities 


Appointed 

Col.  Isidor  Markowitz,  Columbia,  South  Carolina, 
as  chief  of  the  Preventive  Medicine  Division  of  the 
First  U.S.  Army  Medical  Section  . . . George  M. 
Wheatley,  M.D.,  New  York  City,  as  third  vice- 
president  and  medical  director  of  the  Metropolitan 
Life  Insurance  Company. 


Elected 

Alfred  Gellhorn,  M.D.,  New  York  City,  as 
president-elect  of  the  American  Association  for 
Cancer  Research  . . . Edward  C.  Hughes,  M.D., 
Syracuse,  as  president-elect  of  the  American  College 
of  Obstetrics  and  Gynecology  . . . Lester  A.  Mount, 
M.D.,  New  York  City,  as  president  of  the  Neuro- 
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logical  Society  of  America  . . . Leonard  J.  Raider, 
M.D.,  New  York  City,  as  executive  vice-president 
of  United  Medical  Service  Inc.  . . . Frederick  Reiss, 
M.D.,  New  York  City,  as  an  honorary  member  of 
the  Iranian  Society  of  Dermatology  and  Venerology. 

Speakers 

Edith  Klemperer,  M.D.,  New  York  City,  at  the 


April  meeting  of  the  Medical  Circle  on  the  subject 
“The  Forbidden  Wish  in  HypnoanaRsis”  . . . 
Fenton  Schaffner,  M.D.,  New  York  City,  on  the 
topic  “New  Aspects  of  Hepatitis”  and  Felix  Wroblew- 
ski,  M.D.,  New  York  City,  on  the  subject  “New 
Diagnostic  Approach  by  Special  Enzyme  Studies” 
at  the  regular  monthly  meeting  of  the  Rudolf 
Virchow  Medical  Society  on  May  1. 


Support  the 

benefit  Concert 

June  28,  1961 

Carnegie  ^all 
York  C^ty 
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MEDICAL  MEETINGS 


Eastern  Psychiatric  Research  Association 

The  Eastern  Psychiatric  Research  Association 
will  hold  its  twenty-sixth  regular  bimonthly  meeting 
on  June  22,  at  8:00  p.m.,  at  the  New  York  University 
Medical  School,  30th  Street  and  First  Avenue,  New 
York  Cit3^ 

The  program  for  the  evening  will  be  as  follows: 
•‘The  First  Organization  of  Expatients  of  a Psychi- 
atric Hospital,  Twenty-five  Years  Later,”  Jacob 
Friedman,  M.D.,  New  York  City;  “Ambulatory 
Maintenance  Electric  Coma  Therapy  in  Chronic 
Mental  Ilhiess — a Ten-Year  Review  of  Fifty 
Patients,”  Emerick  Friedman,  M.D.,  Albany; 
“Views  and  Practices  in  Psjmhiatric  Pharmacology,” 
Brain  C.  Campden-Main,  M.D.,  Arlington,  Virginia. 

For  further  information  contact:  David  J. 

Impastato,  M.D.,  40  Fifth  Avenue,  New  York  City. 


American  College  of  Chest  Physicians 

The  American  College  of  Chest  Physicians  will 
hold  its  twenty-seventh  annual  meeting  at  the 
Commodore  Hotel,  New  York  City,  Thursday, 
June  22,  through  Monday,  June  26.  A joint  session 
with  the  American  Medical  Association’s  Section  on 
Diseases  of  the  Chest  will  be  held  at  the  Coliseum 
on  June  26.  This  will  be  the  first  joint  meeting  in 
the  history  of  the  two  societies. 


Preconvention  Session  on  School  Health 

The  third  preconvention  session  on  school 
health  will  be  held  at  7:30  p.m.,  Sunday,  June  25, 
at  the  Park  Sheraton  Hotel  in  New  York  City. 
The  theme  for  discussion  will  be  “Health  of  the 
School  Personnel.” 

The  meeting  will  be  of  particular  interest  to  phy- 
sicians, nurses,  and  educators  concerned  with  school 
health.  Speakers  for  the  evening  will  be:  Lemuel 
C.  McGee,  M.D.,  president  of  the  Delaware  Medical 


Society;  Gerhardt  Rast,  Ph.D.,  school  administra- 
tor; Mrs.  Doris  Field,  school  nurse;  and  George  L. 
Cushman,  M.D.,  North  Woodbury,  Connecticut, 
family  practitioner. 


Metropolitan  New  York  Society  of  Clinical 
Hypnosis 


The  Metropolitan  New  York  Society  of  Clinical 
Hypnosis  will  hold  its  quarterly  meeting  on  Sun- 
day, June  25,  at  2:00  p.m.,  at  the  Maternity  Center 
Association,  48  East  92  Street,  New  York  City. 

Ainslie  Mears,  M.D.,  Melbourne,  Australia,  will 
be  the  guest  speaker.  His  topic  will  be  “Some  Tech- 
nics for  Induction.” 

For  further  information  contact:  Leo  Wollman, 
M.D.,  President,  Metropolitan  New  York  Society  of 
Clinical  Hypnosis,  2802  Mermaid  Avenue,  Brook- 
lyn 24,  New  York. 


I 


Fifth  International  Congress  of  the 
International  Cardiovascular  Society 

The  fifth  international  congress  of  The  Inter- 
national Cardiovascular  Society,  with  the  participa- 
tion of  its  three  chapters,  will  be  held  in  Dublin,  Ire- 
land, at  the  University  College,  September  7 
through  9.  The  congress  will  be  held  jointly  with 
that  of  the  nineteenth  congress  of  The  International 
Society  of  Surgery,  which  is  scheduled  to  be  held 
September  2 through  9. 

Charles  Rob,  M.D.,  Rochester,  will  speak  on  the 
subject  “Indications  for  Operation  in  Occlusive  Dis- 
ease of  the  Visceral  Arteries.”  Among  the  speakers 
from  the  United  States  will  be  Michael  E.  DeBakey, 
M.D.,  Houston,  Texas,  whose  topic  will  be  “Indica- 
tions and  Surgical  Results.” 

For  further  information  contact:  Henry  Haimo- 
vici,  M.D.,  Secretary-General,  Fifth  International 
Congress  of  The  International  Cardiovascular 
Society,  715  Park  Avenue,  New  York  21,  New  York. 


In  time  and  place  a harmless  lie  is  a great  deal  better  than  a hurtful  truth. — Roger  Ascham 
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NEWS  FROM  THE 
MEDICAL  SCHOOLS 


Albany  Medical  College 


Forum  Speaker — Caldwell  B.  Esselstyn,  M.D., 
president,  Group  Health  Association  of  America, 
was  a member  of  the  forum  on  “Medical  Care  for 
the  Aged”  which  was  sponsored  by  the  College  on 
May  5. 


Commencement  Speaker — Victor  L.  Butterfield, 
president,  Wesleyan  University,  delivered  the 
principal  address  at  the  131st  commencement 
exercises  on  May  26.  Dr.  Butterfield  was  awarded 
an  honorary  doctoral  degree  at  the  exercises. 


Albert  Einstein  College  of  Medicine 


Visiting  Lecturers — Visiting  lecturers  at  the 
College  during  May  were:  Dr.  Hermann  Blaschko, 
Oxford  University,  who  spoke  on  “The  Biological 
Significance  of  Amine  Oxidase”;  Sam  Sorof,  M.D., 
Lankanau  Institute  of  Cancer  Research,  who 
discussed  “Studies  on  the  Mechanism  of  Chemical 
Carcinogenesis”;  P'.  Golomb,  M.D.,  New  York  Uni- 


versity, whose  subject  was  “Chemotherapeutic  Per- 
fusion of  Tumors  by  Corporeal  and  Extra-cor- 
poreal Systems”;  and  Professor  Ian  Aird,  Ch.M., 
F.R.C.S.,  professor  of  surgery,  University  of  London, 
and  Director  of  the  Surgical  Unit,  Postgraduate 
Medical  School,  Hammersmith,  who  spoke  on  “Re- 
lationship Between  Blood  Groups  and  Diseases.” 


Columbia  University  College  of  Physicians  and  Surgeons 


Annual  Alumni  Day — The  Association  of  the 
-\lumni  of  the  College  sponsored  the  annual  Alumni 
Day  on  April  15.  Melvin  M.  Grumbach,  M.D., 
assistant  professor  of  pediatrics,  and  Akira  Moris- 
hima,  M.D.,  fellow  in  pediatrics,  spoke  on  “Sex 
Chromatin,  Sex  Chromosomes,  and  Anomalies  of 
Sex.”  Following  the  talk  by  Drs.  Grumbach  and 
Morishima,  a panel  discussion  on  “Bacterial 
Resistance  to  Antibiotics”  with  Yale  Kneeland, 
Jr.,  M.D.,  professor  of  medicine,  moderator,  was 
held.  During  the  luncheon  H.  Houston  Merritt, 
M.D.,  dean,  spoke,  and  in  the  afternoon  a clinical 
pathologic  conference  was  held  with  George  A. 
Perera,  M.D.,  professor  of  medicine,  Dorothy  H. 
.\ndersen,  M.D.,  professor  of  pathology,  and 
Sidney  Blumenthal,  M.D.,  professor  of  clinical 


pediatrics,  participants. 

Endowment  Fund — The  Research  Corporation 
presented  a half-million  dollar  endowment  fund  to 
establish  a distinguished  professorship  in  the 
nutrition  sciences.  The  new  chair  will  be  named  the 
Robert  R.  Williams  Professorship  honoring  Dr. 
Williams  who  was  the  first  to  sjmthesize  vitamin 
Bi.  The  Institute  of  Nutrition  Sciences,  where  the 
Robert  R.  Williams  Professorship  will  be  established, 
was  created  four  years  ago  as  an  international 
center  for  the  study  of  malnutrition  and  is  under 
the  directorship  of  W.  Henry  Sebrell,  Jr.,  M.D., 
formerly  director  of  the  National  Institutes  of 
Health  and  former  assistant  surgeon  general  of  the 
United  States  Public  Health  Service. 


New  York  Medical  College 


Visiting  Professor — Daniel  G.  Morton,  M.D., 
professor  of  obstetrics  and  gynecology,  University 
of  California  at  Los  Angeles,  served  as  visiting 
professor.  Department  of  Obstetrics  and  Gyne- 


cology, for  the  week  of  May  8.  On  May  11,  Dr 
Morton  lectured  on  “Some  Cytological  Inves- 
tigations of  Pelvic  Cancers.”  in  the  auditorium  at 
the  College. 


June  1,  1961 


1967 


Nl<:WS  FROM  THE  MEDICAL  SCHOOLS 


New  \ ork  University  Medical  Center 


Louis  Gross  Memorial  Lecture — The  third 
annual  Louis  Gross  Memorial  Lecture  was  held  on 
April  25  with  Paul  Klemperer,  M.D.,  the  guest 
speaker.  Dr.  Klemperer  was  a former  associate 
professor  of  pathology  at  the  Post-Graduate  Medical 


School  and  the  Columbia  University  College  of 
Physicians  and  Surgeons  and  is  presently  visiting 
professor  at  the  Albert  Einstein  College  of  Medicine. 
Dr.  Klemperer  spoke  on  “Morbid  Anatomy  and 
Experimental  Pathology  in  Historical  Perspective.” 


State  University  of  Neiv  York  Downstate  Medical  Cen  ter 


Special  Lecture — Tom  Shires,  M.S.,  associate 
professor  and  acting  chairman.  Department  of 
Surgery,  The  University  of  Texas  Southwestern 
.Medical  School,  delivered  a special  lecture  on 
April  17.  Dr.  Shires  spoke  on  “The  Response  of 
Body  Fluids  to  the  Truama  of  Surgery.” 

Grants — Seven  research  grants  and  two  training 
grants  were  received  in  March.  Dr.  Chandler 
McC.  Brooks,  professor  and  chairman  of  physiology, 
received  $41,350  from  the  Life  Insurance  Medical 
Research  Fund  for  a continuation  of  his  studies; 
from  the  National  Institutes  of  Health  renewal 
grants  were  received  by  Lewis  E.  Lipkin,  M.D., 
assistant  professor  of  pathology,  $15,758;  Dr. 
Arthur  M.  Zimmerman,  assistant  professor  of 

pharmacology,  $12,984;  Dr.  John  P.  Craig,  as- 
sistant professor  of  microbiology,  $11,044;  Dr. 
Lowell  M.  Greenbaum,  assistant  professor  of 

pharmacology,  $10,327;  Karl  E.  Karlson,  M.D., 
professor  of  surgery,  $9,867;  and  from  Hoffmann  La 
Roche  Inc.,  $1,828  was  awarded  to  Brian  F.  Hoff- 
man, M.D. 

Appointments — Harvey  Krieger,  M.D.,  a.ssistant 
professor  in  surgery.  Western  Reserve  University 
School  of  Medicine,  as  director.  Department  of 
Surgery;  and  in  the  Department  of  Pediatrics — 
Harry  Bloch,  M.D.,  as  senior  lecturer;  Joseph  H. 
Fries,  M.D.,  as  clinical  associate  professor;  Grace  A. 
Altenau,  M.D.,  as  lecturer;  and  as  clinical  as- 
sistant professors,  Stanlev  S.  Greenfield,  M.D., 
Edward  T.  Reilly,  M.D.,  Abraham  Nathan,  M.D., 
and  Felix  Stein,  M.D. 

Medical  Student  Fellowship — Pascal  J.  Imperato, 
a third-year  student,  has  been  awarded  a Smith, 
Kline  and  French  grant  of  $1,572.40  to  spend  three 
months  this  summer  working  at  the  Kowak  Catholic 
Hospital  in  Tanganyika,  under  the  supervision  of 
his  overseas  sponsor.  Sister  Marian  Jan,  M.D. 

The  Kowak  medical  mission  consists  of  a 21- 
bed  hospital,  a dispensary,  and  a small  laboratory, 
located  in  the  “bush”  of  one  of  the  more  remote  and 
primitive  areas  of  Tanganyika.  It  is  equipped  for 
only  minor  surgery.  The  average  inpatient  census 
is  about  15,  with  some  20  outpatients  being  handled 
daily.  Medical  staff  members  visit  all  outlying 
villages  each  week,  not  only  for  treatment  of 


patients  but  also  to  continue  the  preventive  health 
programs  which  have  been  started. 

Supervised  by  Sister  Marian  Jan,  director  of  th(! 
hospital,  Imperato  will  participate  in  all  phascvs  of 
medical  mission  work. 

Symposium  on  “The  Sphingolipidoses  and  Allied 
Diseases” — A two-daj'  symposium  on  “The  Sphin- 
golipidoses and  Allied  Diseases”  was  held  March  29 
and  30  at  the  Isaac  Albert  Research  Institute  of  the 
Jewish  Chronic  Disease  Hospital  and  at  the  Dowm- 
state  Medical  Center.  It  was  sponsored  by  The 
Isaac  Albert  Research  Institute,  the  Downstate 
Medical  Center,  and  The  National  Tay-Sachs 
Association,  Inc. 

Scientists  from  leading  American  and  West 
European  universities  and  medical  centers  pre- 
sented their  findings  regarding  Tay-Sachs’  Disease 
and  allied  fatal  degenerative  diseases  of  the  nervous 
system  which  occur  in  infancy  and  childhood. 
The  approach  was  multidisciplinary,  including 
pertinent  studies  in  the  biochemistry,  histochem- 
istry, neuropathology,  electron  microscopy,  and 
genetics  of  the  sphingolipidoses. 

John  F.  Raycroft  Day — John  F.  Raycroft,  M.D., 
visiting  surgeon  at  Kings  County  Hospital  and 
clinical  associate  professor  of  surgery  at  the  College, 
was  honored  by  his  former  residents  and  present 
associates  in  surgery  at  a special  “John  F.  Raycroft 
Day”  on  April  14. 

Twelve  scientific  papers  were  presented  at  a 
scientific  seminar  from  1 to  5 p.m.  and  in  the  evening 
a Testimonial  Dinner-Dance  was  held  at  the  Star- 
light Roof  of  the  Waldorf-Astoria  Hotel. 

Dr.  Raycroft,  an  alumnus  of  the  Class  of  1920, 
took  his  internship  training  at  Kings  County 
Hospital  and  has  been  on  the  visiting  staff  there 
since  1922. 

Faculty  Sabbatical — Duncan  W.  Clark,  M.D., 
professor  and  chairman.  Department  of  Environ- 
mental Medicine  and  Community  Health,  left 
March  29  on  the  Queen  Elizabeth  for  a six  months 
sabbatical  leave  in  Europe. 

Under  a fellowship  grant  from  The  Common- 
wealth Fund,  Dr.  Clark  will  study  medical  care  in 
Great  Britain,  with  Birmingham,  England,  serving 
as  his  base  of  operation.  He  will  also  attend  a 
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meeting  of  the  International  Epidemiological 
Association  in  Korcula,  Yugoslavia,  August  24  to 
September  22. 

May  Special  Guest  Lectures — Oliver  H.  Lowry, 
M.D.,  professor  and  chairman.  Department  of 
Pharmacology,  Washington  University  School  of 
•Medicine,  St.  Louis,  Missouri,  spoke  on  “Chemical 
Structure  of  the  Retina,”  on  May  1;  Dr.  J.  J. 
Mason-Brown,  surgeon-in-chief.  Royal  Hospital, 
Edinburgh,  Scotland,  discussed  “Symptomless  Ab- 
dominal Swellings  in  Infants  and  Children,”  on  May 
2;  on  May  4,  Nicholas  Greene,  M.D.,  professor  and 
chairman.  Department  of  Anesthesiology,  Yale 
University  School  of  Medicine,  spoke  on  “Studies  on 
Tissue  Oxygen  Tension,”  and  on  May  9,  Dr.  Ian 


Aird,  professor  of  surgery.  University  of  London, 
England,  lectured  on  “Relation  of  Blood  Types 
to  Surgical  Diseases.” 

Annual  Reunion  Day — the  Annual  Reunion  Day 
of  the  Alumni  Association  was  held  on  May  13. 
E.  Jefferson  Browder,  M.D.,  professor  emeritus  of 
neurosurgery,  was  guest  speaker  at  the  luncheon 
which  follow  a scientific  session  on  “The  Chemo- 
therapy of  Malignant  Diseases.”  William  G. 
Mullin,  M.D.,  clinical  assistant  professor  of  med- 
icine, was  the  moderator  and  other  scheduled 
speakers  were:  John  J.  Harris,  M.D.,  John  G. 
Masterson,  M.D.,  and  Robert  G.  Ravdin,  M.D. 
(from  the  University  of  Pennsylvania  Medical 
College). 


State  University  of  New  York  Upstate  Medical  Center 


Appointed — Horton  Murray,  M.D.,  clinical  as- 
sociate professor,  Department  of  Surgery,  was 
appointed  on  April  19  director  of  a clinic  designed  to 
diagnosis  and  treat  curvature  of  the  spine. 

Lectures — “The  Lessons  of  the  Concentration 
Camps,”  was  presented  by  Professor  Bruno  Bettel- 
heim,  director,  Sonia  Shankman  Orthogenic  School, 
University  of  Chicago,  on  April  20.  Professor 
Bettelheim  was  the  guest  lecturer  for  the  Hutchings 
Society  which  is  composed  of  the  third-  and  fourth- 
year  students  who  have  shown  special  aptitude 
and  interest  in  psychiatry  and  is  named  in  honor  of 
the  late  Richard  H.  Hutchings,  M.D.,  professor  of 
psychiatry  for  twenty-five  years  at  the  College. 

C.  Henry  Kempe,  M.D.,  professor  and  head. 
Department  of  Pediatrics,  University  of  Colorado 
Medical  Center,  discussed  “Recent  Advances  in 
Smallpox  and  Serious  Complications  of  Smallpox 


Vaccination”  on  April  21.  Dr.  Kempe’s  visit 
was  sponsored  by  MEND  which  is  financed  by 
funds  from  the  Army,  Navy,  Air  Force,  and  Office 
of  Civil  Defense.  The  purposes  of  the  program  are 
to  incorporate  military  and  disaster  medicine  into 
the  existing  medical  college  curriculum  and  to 
acquaint  the  faculty  and  students  with  federal- 
sponsored  medical  research  programs. 

Elected — Harry  A.  Feldman,  M.D.,  professor 
and  chairman.  Department  of  Preventive  Medicine, 
was  elected  secretary-treasurer  of  the  American 
Epidemiological  Society. 

Visitor — C.  Andrew  Bassett,  M.D.,  Department 
of  Orthopedic  Surgery,  Columbia-Presbyterian 
Medical  Center,  visited  in  April  as  a consultant  on 
the  future  remodeling  of  present  bone  bank  facilities 
and  also  addressed  surgical  grand  rounds  on  April 
22  on  the  aspects  of  tissue  transplantation. 


University  of  Buffalo  School  of  Medicine 

United  Cerebral  Palsy  Associations  Lecture — tions  Lecture  in  May.  Dr.  Meyers  held  a teaching 
Russell  Meyers,  M.D.,  professor  of  surgery,  chair-  clinic  in  cerebral  palsy  at  the  Children’s  Rehabilita- 
man.  Division  of  Neurosurgery,  State  University  of  tion  Center  in  the  afternoon,  and  intheevening  spoke 
Iowa,  presented  the  United  Cerebral  Palsy  Associa-  on  “Surgical  Measures  of  Value  in  Cerebral  Palsy.” 


University  of  Rochester  School  of  Medicine  and  Dentistry 


John  and  Mary  R.  Markle  Foundation  Grant — 
The  University  has  received  a $200,000  grant  from 
the  John  and  Mary  R.  Markle  Foundation  to 
aid  the  Alumni  Association’s  fund  drive  for  expan- 
sion of  the  Edward  G.  Miner  Medical  Library. 
This  grant  brings  the  drive  to  within  $100,000  of  its 
$500,000  goal.  The  Foundation’s  interest  in 
aiding  the  library  was  spurred  by  the  enthusiastic 


leadership  and  support  which  the  School’s  alumni 
have  demonstrated  for  the  project.  Chairman  of 
the  drive  is  William  S.  McCann,  M.D.,  professor 
emeritus  of  medicine,  and  other  fund  drive  leaders 
are  Leon  L.  Miller,  M.D.,  Howard  A.  Spindler, 
M.D.,  John  A.  Benjamin,  M.D.,  Gilbert  B.  Forbes, 
M.D.,  Roger  Terry,  M.D.,  and  Roland  E.  Stevens, 
M.D. 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


New  Auxiliary  President  Outlines  Program  for  Year 

Editor’s  Note:  Because  oj  its  interest  not  only  to  the  Wmnan’s  Auxiliary  but  also  to 
the  members  of  the  M edical  Society  of  the  State  of  New  York,  we  are  pleased  to  publish  portions 
of  the  inaugural  address  of  Mrs.  Eugene  F.  Wolff,  of  Newburgh,  State  Auxiliary  president 
for  the  coming  year,  as  presented  on  May  10,  1961,  at  the  annual  Auxiliary  convention  in 
Rochester. 


...  As  we  em- 
bark on  our 
twenty-  sixth 
year  . . . Let  us 
review  our  pur- 
poses and  con- 
tinue to  promote 
the  aims  which 
our  State  Medi- 
cal Society  and 
the  Woman’s 
Auxiliary  to  the 
American  Medi- 
cal Association 
endorse. 

John  M.  Galbraith,  M.D.,  President,  Medical 
Society  of  the  State  of  New  York,  suggests  our 
emphasis  on...(l)  active  programs  on  health 
careers  with  special  stress  on  nursing  and  medical 
student  recruitment;  (2)  continued  support  of 
Physicians’  Home  and  the  American  Medical 
Education  Foundation  philanthropies;  (3)  a closer 
liaison  between  country  Auxiliaries  and  their  com- 
ponent county  medical  societies. 

. . . Mrs.  Harlan  English,  incoming  president  (on 
June  28)  of  the  Woman’s  AuxiUary  to  the  American 
Medical  Association,  indicates  these  priorities:  (1) 
legislation  for  study  and  action;  (2)  community 
service  by  meeting  the  individual  needs;  (3) 
planned  programs  with  teaching  and  guidance  value 
at  each  meeting;  (4)  health  careers,  American 
Medical  Education  Foundation,  and,  new  this 
year,  help  to  publicize  the  American  Medical 
Scholarship  Loan  Fund. 

...  As  quoted  by  Gordon  of  the  Nebraska  Joumab 
“There  are  many  people  who  make  things  happen, 
people  who  watch  things  happen,  and  people 
who  do  not  know  anything  happened.” 


. . . My  theme  for  1961  to  1962  is  as  simple  as 
A,  B,  C:  Accelerate,  Be  Enthusiastic,  and  Co- 
ordinate. 

Accelerate. — . . . Auxiliary  activities  with  an 
active,  lively,  and  burning  pioneer  spirit  so  that  it 
permeates  into  . . . Physicians’  Home  and  American 
Medical  Education  Foundation  philanthropies. 
. . . health  careers  and  civil  defense  programs, 
health  poster  and  essay  contests,  mental  and  rural 
health,  safety,  community  service,  and  voluntary 
health  plans.  . . . 

Be  enthusiastic  in  promoting  a planned,  well- 
organized  membership  increase.  . . . How?  By 
orienting  . . . individual  county  members,  new, 
recent,  and  apathetic,  by  setting  aside  a specific 
time  to  inform  them  accurately  of  what  we  . . . are 
endeavoring  to  do.  . . . 

Coordinate. — Where?  In  your  counties,  your 
State,  and  in  your  national  affiliation.  How? 
Cultivate  your  resources.  . . . 

Every  year  is  a crucial  year,  but  in  this  twenty- 
sixth  auxiliary  year  many  challenges  and  problems 
are  present  in  our  medical  life-line.  In  Legislation, 
our  solidarity  and  support  must  be  ever  keener  and 
more  ardent  to  the  basic  principles  of  free  enterprise. 
In  better  public  relations  our  vital  concern  begins 
at  the  “grass  roots.”  Let  us  e.xpand  and  take  our 
place  in  the  “Space  Age  of  Medical  Auxiliaries.” 

Hoping  for  a year  of  security  and  fulfillment  of  our 
faith  in  preserving  universal  peace  and  brother- 
hood, I close  with  Dr.  Reinhold  Niebuhr’s  words, 

“God  grant  me  the  Serenity 
To  Accept  the  things  I cannot  change 
The  courage  to  change  the  things  I can 
And,  the  wisdom  to  know  the  difference.” 

Mrs.  Eugene  F.  Wolff,  President 
268  Grand  Street 
Newburgh,  New  York 
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BOOKS  RECEIVED 


{The  following  books  were  received  during  the  month  of  March,  1961) 


Systemic  Lupus  Erythematosus.  By  Daniel  L. 
Larson,  M.D.  Octavo  of  212  pages,  illustrated. 
Boston,  Little,  Brown  and  Company,  1961.  Cloth, 
*7.50 

Recent  Advances  in  Human  Genetics.  Edited 
by  L.  S.  Penrose,  M.D.  Octavo  of  194  pages, 
illustrated.  Boston,  Little,  Brown  and  Company, 
1961.  Cloth,  *8.00. 

Key  and  Conwell’s  Management  of  Fractures, 
Dislocations,  and  Sprains.  By  H.  Earle  Conwell, 
M.D.,  and  Fred  C.  Reynolds,  M.D.  Seventh 
edition.  Octavo  of  1,153  pages,  illustrated.  St. 
Louis,  The  C.  V.  Mosby  Company,  1961.  Cloth, 
*27. 

Atlas  of  Obstetric  Technic.  By  J.  Robert  Will- 
son,  M.D.  De  luxe  edition.  Quarto  of  304  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Company, 
1961.  Cloth,  *14.50. 

Tobacco,  Experimental  and  Clinical  Studies. 
By  P.  S.  Larson,  Ph.D.,  H.  B.  Haag,  M.D.,  and 
H.  Silvette,  Ph.D.  Quarto  of  932  pages.  Balti- 
more, The  Williams  & Wilkins  Company,  1961. 
Cloth,  *20. 

A Synopsis  of  Contemporary  Psychiatry.  By 
George  A.  Ulett,  M.D.,  and  D.  Wells  Goodrich, 
M.D.  Second  edition.  Duodecimo  of  309  pages. 
St.  Louis,  The  C.  V.  Mosby  Company,  1960.  Cloth, 
*6.50. 

The  Medical  Clinics  of  North  America.  Na- 
tionwide Number.  March,  1961.  Hypertension 
and  Its  Treatment.  Irvine  H.  Page,  M.D.,  guest 
editor.  Octavo.  Philadelphia,  W.  B.  Saunders 
Company,  1961.  Published  bimonthly  (six  numbers 
a year).  Cloth,  *18  net;  Paper,  *15  net. 

Dxmham’s  Premature  Infants.  By  William  A. 
Silverman,  M.D.  Third  edition.  Octavo  of  578 
pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
Inc.,  Medical  Division  of  Harper  & Brothers,  1961. 
Cloth,  *15. 

The  Survey  of  Dentistry.  The  final  report  of 
the  Commission  on  the  Survey  of  Dentistry  in  the 
United  States.  Byron  S.  Hollinshead,  Director. 
Octavo  of  603  pages,  illustrated.  Washington, 


D.C.,  American  Council  on  Education,  1961.  Cloth, 
*10. 

Developmental  Genetics  and  Lethal  Factors. 
By  Ernst  Hadorn.  Translated  by  Ursula  Mittwoch. 
Octavo  of  355  pages,  illustrated.  London,  Methuen 
& Co.,  Ltd.,  (New  York,  John  Wiley  & Sons,  Inc.), 
1961.  Cloth,  *8.50. 

Information,  Please!  For  Women  Only.  By 
Alfred  Dreyfus,  II.  Octavo  of  556  pages.  New 
York,  Vantage  Press,  1961.  Cloth,  *7.50. 

The  Psychotherapy  Relationship.  By  William 
U.  Snyder,  Ph.D.,  with  the  collaboration  of  B. 
June  Snyder,  M.A.  Octavo  of  418  pages,  illustrated. 
New  York,  The  Macmillan  Company,  1961.  Cloth, 
*7.50. 

The  Conquest  of  Pain.  Achievements  of  Modern 
Anaesthesia.  By  Ronald  Woolmer,  B.M.  Octavo 
of  240  pages,  illustrated.  New  York,  Alfred  A. 
Knopf,  1961.  Cloth,  *4.50. 

Childbirth  with  Hypnosis.  By  William  S.  Kroger, 
M.D.  Edited  by  Jules  Steinberg.  Octavo  of  216 
pages,  illustrated.  Garden  City,  N.Y.,  Doubleday 
& Company,  Inc.,  1961.  Cloth,  *3.95. 

My  Friends  the  Doctors.  By  Sigmund  L.  Wi- 
lens,  M.D.  Octavo  of  245  pages.  New  York, 
Atheneum,  1961.  Cloth,  *5.00. 

Haematology  and  Blood  Groups.  Edited  by  D. 
A.  G.  Galton  and  K.  L.  G.  Goldsmith.  Quarto 
of  169  pages,  illustrated.  Chicago,  The  University 
of  Chicago  Press,  1961.  Cloth,  *4.00. 

The  Sex  Technique  in  Marriage.  By  Isabel 
Emslie  Hutton,  M.D.  Revised  and  enlarged 
edition.  Octavo  of  191  pages,  illustrated.  New 
York,  Emerson  Books,  Inc.,  1961.  Cloth,  *3.00. 

Parkinson’s  Disease,  Its  Meaning  and  Manage- 
ment. By  Lewis  J.  Doshay,  M.D.  Duodecimo 
of  224  pages,  illustrated.  Philadelphia,  J.  B.  Lip- 
pincott  Company,  1960.  Paper,  *1.45. 

Management  of  Hypertensive  Diseases.  By 
Joseph  C.  Edwards,  M.D.  Octavo  of  439  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Company, 
1960.  Cloth,  *15. 


BOOKS  REVIEWED 


Anorexia  Nervosa.  By  Eugene  L.  Bbss,  M.D., 
and  C.  H.  Hardin  Branch,  M.D.  Octavo  of  210 
pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
Inc.,  1960.  Cloth,  $5.50. 

In  this  monograph  the  authors  have  reported  in 
detail  psychiatric  and  medical  studies  of  22  cases  of 
anorexia  nervosa.  They  reviewed  the  literature 
available  on  this  subject  and  from  their  analysis 
and  reports  of  others  attempted  to  define  the  causes, 
manifestations,  and  treatment  of  this  condition. 

The  theoretic  underlying  psychopathology  of  this 
condition  is  competently  presented.  A concept  is 
offered  that  the  cumulative  impact  of  many  suc- 
cessive events  in  the  life  history  of  the  patient  with 
particular  emphasis  upon  the  area  of  food,  obesity, 
and  digestion  appears  to  be  a pertinent  factor. 

The  authors  emphasize  in  their  treatment  pro- 
gram both  the  therapy  of  the  malnutrition  and  man- 
agement of  the  psychologic  disturbance  responsible 
for  it.  This  illness  which  is  associated  with  a drive 
towards  self-starvation  presents  a major  problem  to 
the  practicing  physician. 

This  monograph  is  recommended  to  all  physicians 
who  may  be  required  to  manage  patients  with  this 
perplexing  problem  of  anorexia  nervosa. — Milton 
J.  Matzner 

The  Psychology  of  Deafness.  By  Helmer  R. 
Myklebust.  Octavo  of  393  pages,  illustrated. 
New  York,  Grune  & Stratton,  1960.  Cloth. 

The  author  is  eminently  qualified  for  the  prepara- 
tion of  this  type  of  text.  He  is  first  and  foremost  a 
student.  He  is  also  a teacher,  a research  worker, 
and  an  author.  He  has  written  extensively  on  the 
subject  of  deafness,  has  delivered  and  published 
many  papers,  and  is  the  author  of  “Auditory  Dis- 
orders in  Children”  and  “A  Manual  for  Differential 
Diagnosis.”  The  latter  are,  indeed,  recommended 
for  otologists  and  all  others  engaged  in  the  field  of 
deafness  and  hearing  impairment. 

This  book  has  been  prepared  for  advanced  study 
courses  in  audiology,  language  pathology,  special 
education,  and  psychology  and  will  be  particularly 
useful  in  otolaryngology,  psychiatry,  pediatrics, 
neurology,  rehabilitation,  and  other  areas  which 
concern  themselves  with  the  multitudinous  ramifi- 
cations of  sensory  deprivation. 

The  table  of  contents  is  excellent,  the  illustrations 
are  well-done,  and  the  format  allows  the  reader  not 


only  ample  reference  but  also  suggestions  for  further 
study.  The  theme  of  this  publication  is  “Sensory 
Deprivation,  Learning  and  Adjustment.”  This 
volume  is,  indeed,  recommended  and  will  occupy  a 
treasured  place  in  the  hbrary  of  those  interested  in 
the  field. — Samubl  Zwbrling 

Infectious  Diseases  of  Children.  By  Saul 
Krugman,  M.D.,  and  Robert  Ward,  M.D.  Second 
edition.  Octavo  of  398  pages,  illustrated.  St. 
Louis,  The  C.  V.  Mosby  Company,  1960.  Cloth, 
$13. 

In  my  review  of  the  first  edition  of  this  very  in- 
teresting and  valuable  work,  I stated  that  not  all  of 
the  infectious  diseases  were  described,  and  in  the 
preface  of  this  edition,  the  authors  state  that  “since 
its  inception  this  book  was  not  designed  to  be  an 
all-inclusive  text  on  infectious  diseases.” 

One  hears  commonly  the  remark  made  in  the 
opening  sentence  of  the  authors’  preface,  “Medical 
textbooks  are  said  to  lag  about  ten  years  ‘behind 
the  times,’  meaning  the  frontiers  of  medicine,” 
but  they  go  on  to  relate  many  good  reasons  for  this 
revision  about  two  years  after  its  first  appearance. 

Again,  it  should  be  noted  that  under  the  title 
“Differential  Diagnosis,”  the  diseases  are  discussed 
elaborately  and  very  instructively.  Following  each 
disease  description  is  a complete  up-to-date  list  of 
references. 

The  next  to  the  last  chapter  is  entitled  “Diagnosis 
of  Acute  Exanthematous  Diseases.”  It  is  extremely 
instructive,  deaUng  in  detail  with  every  angle  of 
diagnosis,  and  I must  repeat,  what  I said  of  the 
first  edition,  that  the  last  chapter  dealing  with  the 
“Control  of  Communicable  Diseases”  is  also  very 
enlightening. 

This  book  should  prove  of  interest  to  pediatricians, 
medical  students,  and  all  specialists  who  have  any 
association  with  children. — Samuel  K.  Levy 

Thoracic  Surgery  Before  the  20th  Century.  By 
Lew  A.  Hochberg,  M.D.  Octavo  of  858  pages, 
illustrated.  New  York,  Vantage  Press,  1960. 
Cloth,  $15. 

The  author,  an  experienced  thoracic  surgeon  and 
frequent  contributor  to  medical  literature,  has 
presented  a complete  and  lucid  compendium  of 
significant  historical  developments  in  the  area 
of  thoracic  surgery  prior  to  the  current  century. 
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The  book  reflects  a scholarly  attitude.  The 
large  volume  of  material  has  been  systematically 
organized  and  colorfully  presented.  Herein  will  be 
found  numerous  references  to  the  practical  experi- 
ences of  many  of  the  outstanding  surgeons  of 
history,  men  whose  philosophy  and  foresight  so 
strongly  influence  the  modern-day  development 
of  this  specialty.  This  presentation  of  medical 
history,  to  some  extent,  is  cleverly  interwoven  with 
the  political  and  military  posture  of  the  eras  in 
question.  This  tends  to  heighten  the  level  of  reader 
interest  which  is  further  maintained  by  the  many 
excellent  illustrations.  The  final  chapter  of  the 
book  is  devoted  to  the  extra  surgical  contributions 
to  thoracic  surgical  progress. 

The  book  is  recommended  to  medical  historians, 
students,  and  doctors  of  medicine.  It  should  be 
considered  required  reading  for  all  surgeons  with  an 
interest  in  the  thorax. — Edgar  P.  Mannix,  Jr. 

Leukaemia,  Research  and  Clinical  Practice. 
By  F.  G.  J.  Hayhoe,  M.D.  Octavo  of  335  pages, 
illustrated.  Boston,  Little,  Brown  and  Company, 
1960.  Cloth,  $16. 

The  author  has  presented  a text  on  leukemia 
incorporating  all  the  present-day  knowledge  of  the 
disease.  He  has  made  an  attempt  to  outline  the 
progressive  research  and  comprehensive  survey  of 
current  beliefs  and  activities  in  the  laboratory.  A 
background  of  elementary  principles  in  the  reserved 
fields  are  described.  The  book  is  divided  into  four 
sections.  The  first  section  is  devoted  to  the 
incidents  and  etiology  of  the  diseases.  Statistical 
data  from  the  entire  world  has  been  secured  and 
fully  reviewed.  The  second  section  deals  with 
cytology,  cytochemistry,  antigenicity,  and  im- 
munology. The  third  section  describes  currently 
available  therapeutic  agents  and  some  of  the 
complications  of  leukemia.  The  fourth  section 
deals  with  the  clinical  aspects  of  each  of  the  leu- 
kemias. The  last  chapter  is  a study  of  the  rela- 
tionships of  the  leukemias  to  leukemoid  reactions 
and  other  myeloprohferative  and  lymphopro- 
liferative  states. 

This  volume  is  an  excellent  reference  text  in  the 
field  of  leukemia.  It  is  recommended  to  all  phy- 
sicians in  internal  medicine  and  especially  hema- 
tology, because  it  delves  into  the  newest  approaches 
to  research  in  leukemia  and  also  gives  the  cellular 
metabolic  changes  which  are  basic  in  this  disease. — 
Victor  Ginsberg 


A first  failure  is  often  a blessing. — A.  L. 

Brown 


TWELFTH 

ANNUAL  REFRESHER  COURSE 
FOR 

GENERAL  PRACTITIONERS 

The  Royal  Victoria  Hospital  will  conduct  a 
five  and  one-half  day  course  for  General 
Practitioners  from  November  6 to  November 
11,  inclusive,  1961.  The  course  will  cover  con- 
ditions most  commonly  encountered  in 
General  Practice  with  emphasis  on  practical 
office  procedures  used  in  Medicine.  Surgery, 
Obstetrics  and  Gynaecology,  Anaesthesia, 
Psychiatry  and  Physical  Medicine. 

The  practical  aspects  and  recent  advances 
applicable  to  General  Practice  will  be 
stressed. 

FEE:  $75.00. 

Approved  for  formal  study  credits  by  The 
College  of  General  Practice  of  Canada 

This  course  is  also  acceptable  for  Category  1 
credit  by  The  American  Academy  of  General 
Practice. 


COURSE  IN  CLINICAL  CARDIOLOGY 

The  Joint  Cardio-Respiratory  Service  of  the 
Royal  Victoria  Hospital  and  the  Montreal 
Children’s  Hospital  will  conduct  a course  in 
clinical  cardiology  for  General  Practitioners 
November  13  to  November  16,  inclusive,  1961. 

Special  emphasis  will  be  placed  upon  elec- 
trocardiographic interpretation,  bedside 
diagnosis,  selection  of  cases  and  present 
status  of  surgery  in  acquired  and  congenital 
heart  disease,  management  of  ischaemic 
heart  disease,  hypertension,  cardiac  emer- 
gencies and  congestive  heart  failure. 

FEE:  $50.00 

For  further  particulars  or  application  for 
both  courses,  address  the  Post-Grade  Board, 
Royal  Victoria  Hospital,  687  Pine  Avenue 
West,  Montreal  2,  P.Q. 


June  1,  1961 
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Put  your  low-back  patient 
back  on  the  payroll 

Soma^s  prompt  relief  of  pain  and  stiffness  can 
get  your  low-back  patients  back  to 
work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  . . . help 
give  your  patient  the  two  things  he  wants 
most:  relief  from  pain  and  rapid  return  tc 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  rare 
Drowsiness  may  occur,  but  usually  only  with 
higher  dosages.  Soma  is  available  in  350  mg 
tablets.  Usual  dosage  is  1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace} 


W Wallace  Laboratories,  Cranbury,  New  Jersey 


How  you  can  help  save 
your  patients  a month’s  pay 


Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  patients 
required  an  average  of  41  days  for 
full  recovery  (range:  3 to  90  days). 
The  addition  of  Soma  therapy  in  this 
comparative  investigation  reduced 
the  average  to  11.5  days  (range:  2 to 
21  days).  With  Soma,  patients  aver- 
aged full  recovery  30  days  sooner. 


— * 
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Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1961—25,372 


Counlu 


Pr4$id»nt 


Stertlory 


Tremturer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery . . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady . . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington  . 

Wayne 

Westchester . 

Wyoming 

Yates  


William  H.  O'Brien Albany 

George  E.  Taylor,  Jr Cuba 

Leonard  L.  Heimoff Bronx 

George  C.  Hamilton . . . Binghamton 

James  F.  Durbin Olean 

Leonard  W.  Sincerbeaux . . . Auburn 

Alfred  D.  Heinemann Dunkirk 

William  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

Thomas  C.  Seymour Hudson 

William  J.  McAuliffe Cortland 

Harold  W.  Hayne Sidney 

Morris  J.  Frank Beacon 

Eugene  J.  Hanavan Buffalo 

Rudolph  J.  Martin ....  Ticonderoga 
C.  Bradley  Sageman . . Saranao  Lake 

Arthur  Howard Johnstown 

Myron  E.  Williams Batavia 

T.  Earl  McQuade Coxsaokie 

Leo  L.  Heller Newport 

Rudolph  J.  Haas Chaumont 

Irving  M.  Pallin Brooklyn 

William  S.  Reed Lowville 

Stanley  J.  Jackson.  .Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Hobart  L.  Boyd Rochester 

Feori  F.  Pipito Amsterdam 

Reginald  M.  Steen Cedarhurst 

Bernard  J.  Pisani New  York 

John  T.  Donovan,  Jr Lockport 

Theodore  J.  Eantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

John  D.  Van  Zandt.  . .Tuxedo  Park 

Arnold  O.  Riley Holley 

John  B.  Riley Oswego 

Clinton  V.  Hawn Cooperstown 

Eugene  Lusardi Cold  Spring 

Monroe  M.  Broad Jamaica 

William  B.  McDonald. .North  Troy 

Isadore  Gordon Staten  Island 

G.  Gordon  Knight Piermont 

Alexander  E.  Dodds Edwards 

G.  D.  Anderson. . .Saratoga  Springs 

Donald  C.  Walker Delanson 

Robert  Green wald Cobleskill 

Frits  Landsberg Watkins  Glen 

Willard  L.  Hogeboom Willard 

Leon  M.  Roe Canisteo 

Anthony  Kohn Bay  Shore 

Lester  Lipson Monticello 

Henry  Kaine Spencer 

Noah  J,  Kassman Ithaca 

Vincent  Amatrano Kingston 

Raymond  L.  Rhodes.. . .Glens  Falls 

Peter  J.  Attwood Greenwich 

Charles  D.  Reeves Newark 

Arthur  H.  Diedrick . . . Port  Chester 

G.  Stanley  Baker Castile 

Vincas  Slrmsnts Penn  Yan 


G.  Rehmi  Denton Albany 

Edward  W.  Briggs,  Jr,. . .Wellsville 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicot 

Frank  T.  Frost Olean 

Donald  W.  Delabanty Auburn 

Joseph  V.  Karnes Dunkirk 

James  A.  Mark Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Theodore  I.  Jacobus Cortland 

Marvin  Huyck Walton 

James  K.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Daisy  H.  Van  Dyke Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Philip  T.  Cortese Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr..  .New  York 
William  C.  Niesen ....  Niagara  Falla 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Simmons Brewster 

Kurt  Rosenberg. . . Long  Island  City 

David  R.  Tomlinson Troy 

Sydney  Lang Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  V.  Dewell Cobleskill 

A.  Duncan  McCarthy Burdett 

William  P.  Magenbeimer.. Waterloo 

Milton  Tully Hornell 

Joseph  Lambert Bay  Shore 

Alan  R.  Fried. ..  .Livingston  Manor 

George  F.  Pritchard Owego 

Robert  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey  . . . .Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

James  M.  Jones Bronxville 

Newland  W.  Fountain Warsaw 

Wilfred  D McCusker. . . . Penn  Yan 


Arthur  J.  Sullivan Albany 

S.  I.  McMillin Houghton 

Herbert  G.  Cohen Bronx 

James  F.  Johnson Binghamton 

Ruth  R.  Knobloch ....  Little  Valley 

Joseph  T.  Birardi Auburn 

C.  Otto  Lindbeck Jamestown 

Francis  W.  Chamberlain ....  Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

Francis  W.  O’Donnell Buffalo 

Harold  J.  Harris Westport 

Daisy  H.  Van  Dyke Malone 

William  H.  Raymond.  . .Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington.  . .Watertown 

James  L.  O’Leary Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 

G.  Emerson  Learn Mount  Morris 

Gareth  S.  West Chittenango 

Charles  D.  Sherman,  Jr. . . Rochester 
Robert  W.  Dunlap,  Jr..  .Amsterdam 

Robert  Park,  Jr Garden  City 

Adelaide  Romaine New  York 

Glenn  E.  Jones Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  Dispenia Albion 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Del  Campo Carmel 

Victor  S.  Lait Flushing 

John  A.  Ensien Troy 

Charles  H.  Thom Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

Kurt  H.  Meyerboff Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

William  P.  Magenbeimer.. Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone  ....  Bay  Shore 
Alan  R.  Fried. ..  .Livingston  Manor 

George  F.  Pritchard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Wallace  M.  Sheridan.  .White  Plains 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker.. . .Penn  Yan 
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New  York  State  J.  Med. 


HALL-BROOKE  HOSPITAL! 

An  Active  Treatment  Hospital,  located  one  hour  from  New  York  • 

Aetrtdittd  by:  • 

The  Central  Intpection  Board  of  the  American  Peychlatrk  Aeeociation  4 
The  Joint  Conuniulon  on  Accrediution  of  Hoepitale  * 

ettitns  ruus,  box  u,  conmcncBT  • wssTronit  cabital  r-itsi ! 


PINEWOOD  8;-  I 

E8T.  i«3o  D,_  Wallei  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Kitonah,  N.  Y.  Tel:  Central  S-31  55 
A psychiatric  hospital,  ofilering  individual  treatment.  Psy- 
cboanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate:  Commence  at  $125.00  per  week. 

N.  y.  city  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


/or  well  trained  highly  qualified  personnel 

MEDICAL  ASSISTANTS 
OR  OFFICE  SECRETARIES 
LABORATORY  • X-RAY 
TECHNICIANS 

N.  Y.  State  Licensed  • Day-Eve  Courses 
Co-Ed  (Founded  19S6) 

request  Free  Cat.  9 
I 85  Fifth  ATe.(l6th  St.) 
New  York  3,  N.T. 


astern 


SCHOOL  FOR  PHYSICIANS’  AIDES 
AmiiateA  with  CARNEGIE  INSTITUTE.  INC.  Clewland.  Ohio 


BUY 

SAVINGS  BONDS 


WEST  MULL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Iludson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air<onditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingtbridsc  9-8440 


MEDICAL  CREDIT  PROTECTION 
& COLLECTION  ASSOCIATION 

for  particulars  write: 

Medical  Credit  Protection  & 
Collection  Association,  Inc. 

33  Main  St.,  Port  Washington,  New  York 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third 
Avenue,  New  York  17,  New  York.  Old  and  new  address 
should  be  included  as  well  as  a statement  whether  or  not 
change  is  permanent.  Six  weeks  is  required  to  effect  a 
change  of  address. 
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KEAL  ESTATE  FOR  SALE  OR  RENT 


A lack  of  resources  no  bar.  Larne  lovely  home  with  fully 
equipped  office  for  sale  in  small  town.  Southern  tier  of 
Western  New  York.  Second  doctor  badly  needed.  Early 
success  and  a very  good  income  assured.  Write  L.  Elton, 
M.D.  Addison.  New  York. 


Colonial  brick  house — suitable  professional  office  and  home; 
natural  gas;  two  car  garage;  2*/!  acres;  landscaped;  black 
top  drive;  County  Seat.  $30  000.  AX  4-5820.  Cushen, 
New  York. 


.Air  conditioned  office  space  available  July,  1961  in  new, 
attractive  professional  building.  Superb  location,  cen- 
tral .Ave.,  Valley  Stream,  Long  Island.  Nine  medical  suites 
on  ground  floor,  seven  rented.  Available  for  Gu,  Obs-Gyn, 
.N'euro,  Psych,  Derm,  -Allergist,  Pathologist.  Call  LOcust 
1-1332. 


For  Rent.  Professional  Office  A-1  location  in  beautiful 
residential  community  at  center  of  Nassau  County.  Area 
needs  G.P.,  Pediatrician,  or  other  specialty.  For  further 
information  eall  IVanhoe  3-4884. 


For  Sale;  Hampton  Bays,  L.I.  Suitable  for  professional 
use;  home — office;  6 bedrooms,  3 baths.  Furnished.  On 
top  of  a hill  on  t/s  acre  overlooking  Shinnecock  Bay  and 
.Atlantic  Ocean.  Has  to  be  seen  to  be  appreciated.  FO 
4-8330  weekdays. 


Brooklyn — Office  space  in  professional  building  with  M.D.'j* 
& D.D.S.  Suitable  for  Psychiatrist.  Excellent  location  and 
transportation.  Reasonable — Phone-IN  7-5656. 


Desirable  office  suite  available  in  established  medical  build- 
ing on  Route  59,  main  thoroughfare  in  Rockland  County. 
.Apply  F.  X.  Mascola,  Wheeler  Place,  West  Nyack,  New 
York.  Telephone,  ELmwmod  8-3148. 


For  Rent — Suites  in  new,  fully  air-conditioned  professional 
building.  Ideal  location  in  rapidly  growing  community  in 
Suffolk  County,  Long  Island.  Excellent  opportunity  for 
Pediatrician  and  Obstetrician.  JUniper  4-6750. 


Corner  house — Ideal  location  for  professional  building  or 
rest  home.  15  rooms,  four  baths,  heat.  $15,000.  Easy 
terms.  Box  135,  Cairo,  New  York.  Tel.  MA.  2-9534. 


No  cash  needed — rent  on  % of  gross.  Modern,  air-conditioned 
fully  equipped  750  ft.  of  office  space  in  Rochester,  N.  Y. 
-Attached  6 room  home  can  be  rented  separately.  Suitable 
for  internist  or  g.  p.  Grossing  $35,000  yearly.  Box  366, 
N.  Y.  St.  Jr.  Med. 


1200  Fifth  Ave. ; Mt.  Sinai-Flower  Fifth  area;  attractive 
apartments;  ideal  professional  and  residence  psychiatrist, 
or  allied  field;  luxury  bldg.;  attended  elevators.  Phone 
agent — TR  6-9758. 


Young  internist  wishes  to  sublease  part  of  eight  room  office 
in  crowded  apartment  house  area.  Far  Rockaway.  Ideal 
for  Pediatrician,  Obstetrician  or  other  specialist.  Some  pe- 
diatric practice  available.  Write  Box  363,  N.  Y.  St.  Jr. 
Med. 


Home  and  office  available  for  physician.  Central  N.  Y. 
location.  Assured  income.  Hospitals  and  clinics  in  area. 
Rural  community  with  several  small  communities  in  sur- 
rounding area.  Previous  physician  left  to  specialize.  Town 
in  urgent  need  of  qualified  physician.  Write  or  call  Mrs. 
Howard  Urtz,  West  Leyden,  N.  Y.  Tel.  Boonville,  N.  Y., 
453-W. 


FOR  SALE;  West  44th  Street.  Remodeled  house,  duplex 
apt.  with  lovely  garden.  Income  from  occupants  of  other  two 
floors.  Ideal  for  physician.  Owner  retiring  after  25  year 
practice.  Office  fully  equipped.  $65,000.  Tel.  Cl.  5-5571. 


FOR  S.ALE;  Westbury,  L.  I.  Physician’s  home-office; 
impressive  2-story  colonial.  3 bedrooms,  3>/2  room  pine- 
paneled  office  suite,  separate  entrance,  excellent  corner  loca- 
tion. $33,500.  Write  Box  375,  N.  Y.  St.  Jr.  Med. 


POSITIONS  WANTED 


Board  Eligible  Internist.  Solo  G.P.  for  nine  years.  .Age  37. 
Seeks  association  with  Group  or  Individual,  or  solo  location  in 
Metropolitan  New  York  City.  Call  Mr.  Wall.  WH  4-1893. 


Physician  seeks  office-home  eombination  in  Queens  or  West- 
ern Nassau  County,  up  to  $30,000.  Write  Box  364,  N.  Y. 
St.  Jr.  Med.  or  call  REpublic  9-5778,  Ext,  18.  weekdays. 


-Available  to  cover  your  practice  first  two  weeks  of  July. 
Four  yrs.  GP  experience.  Box  365,  N.  Y.  St.  Jr.  Med. 


Locum  Tenens — G.P.  or  Internal  Medicine  for  July  and/or 
-August.  Seeks  M.D.  licensed  in  N.Y.  Experienced. 
Please  write  Box  372,  N.  Y.  St.  Jr.  Med. 


Locum  Tenens — -Anesthesiologist.  Bronx  voluntary  hos- 
pital. July,  possibly  August.  Fee  for  service  or  salary. 
Write  Box  371,  N.  Y.  St.  Jr.  Med. 


EQUIPMENT  FOR  SALE 


Complete  equipment  of  deceased  E.E.N.T.  specialist  for 
sale  in  upstate  area.  Excellent  condition.  Has  been  ap- 
praised. Box  369,  N.Y.  St.  Jr.  Med. 


“Outside  of  morning  sickness  what  else  makes  you 
think  you’re  'pregnant?” 
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PHYSICIANS  WANTED 


PRACTICES:  FOR  SALE  OR  RENT 


If  you  are  contemplating  General  Practice,  Ophthalmology 
or  ENT,  a choice  site  is  now  available  in  association  with  es- 
tal)lished  G.P.  Call  Edward  W.  Bockstahler,  M.D.,  6180 
Transit  Road,  Depew,  New  York. 


Camp  Physician  Wanted.  Position  available  for  physician 
at  outstanding  girls  camp  between  June  1 and  August  26. 
Camp  Allegro  in  the  Berkshires,  SCarsdale  3-4321. 


Physician-Resident,  temporary  or  permanent.  Large 
Bronx  geriatric  institution.  Good  compensation,  working 
conditions  and  benefits.  Phone  Dr.  Philip  Schulman, 
CYpress  3-1500. 


Physician  with  large  practice  (25  years)  seeks  two  associates 
preferably  with  General  Practice  experience  and  age  under 
40;  country,  .50  minutes  N.Y.C.  Full  partnership  after 
trial  period.  Object;  group  practice  (time  for  study  and 
recreation).  Resume  and  references  in  first  letter  please. 
Box  370.  N.  Y.  St.  Jr.  Med. 


Adirondack  resort  community  desires  services  of  General 
Practicing  physician.  Beautiful  living  surroundings,  good 
sustaining  salary,  opportunity  for  service  to  several  neighbor- 
ing communities.  Write  Laura  Bird,  Town  Clerk,  Inlet, 
New  York,  or  call  Eagle  Bay  3631  for  an  appointment. 


Physicians  wanted — male  & female,  licensed,  for  children’s 
camps,  July-Aug.  Good  salary,  free  placement.  350  mem- 
ber camps.  Dept.  P.  Assoc’n  Private  Camps,  55  W.  42nd 
St.,  New  York  36. 


Internist  or  generalist  to  associate  with  group  now  forming. 
Minimum  $10,000  plus  percentage.  Partnership  after  one 
year  for  right  party.  Address  M.D.,  2 Scarsdale,  St.  Louis 
17,  Mo. 


Wanted;  General  Practitioner  for  Incorporated  Village. 
Northern  New  York.  Paper  manufacturing  and  dairy 
center.  Near  an  approved  hospital.  Excellent  field.  Write 
Box  374,  N.  Y.  St.  Jr.  Med. 


Internist — Large  Midwest  hospital.  Must  be  board  eligible. 
Write  Box  234,  N.  Y.  St  Jr.  Med. 


Young  doctor,  (or  graduating  intern)  with  knowledge  of  Ob- 
stetrics, to  join  established  Medical  Group  doing  General 
Practice  in  Queens.  Excellent  salary.  Object  ultimate 
partnership.  Box  354,  N.  Y.  St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33'/i%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forme — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


Philatelic  Hobby:  Is  this  one  of  your  preferred  relaxations? 
Or  maybe  additional  scientific  study?  On-hand  one  of  largest- 
selection  of  ERRORS,  VARIETIES  (even  for  advanced 
specialists).  Many  elusive  Topicals,  Air  Mails-incI  Medicine, 
Olympic.  Refugee,  Rotary,  UN,  FDR,  UPU,  I.G.Y.,  Proofs, 
etc.  An  accumulation  of  35  yearsi  Please  request  details  or 
approvals.  S.  Serebrakian,  Inc.,  P.O.B.  448,  Monroe,  N.  Y. 


General  practice,  established  14  years,  active.  Home-office 
combination  in  Central  Hudson  Valley  Village.  Suitable  for 
solo  or  partners.  Terms  if  needed.  Box  339,  N.  Y.  St.  Jr. 
Med. 


Two  M.D.’s  like  to  purchase/rent  lucrative  general  practice 
from  retiring  colleague  in  N.  Y.  or  vicinity.  TR  7-9279.  8 
AM-11  AM,  4 PM-6  PM  or  Box  373,  N.  Y.  St.  Jr.  Med. 


General  Practice  available,  Rochester,  N.  Y.  Completely 
equipped  office.  Excellent  location,  .\mple  parking.  Box 
368,  N.  Y.  St.  Jr.  Med. 


Doctor’s  home-office  combination  with  good  active  general 
practice  near  hospital  75  miles  from  N.  Y.  City.  Will  in- 
troduce. Box  367,  N.  Y.  St.  Jr.  Med. 


For  Sale;  Completely  equipped  Brooklyn  office,  x-ray,  etc. 
Large  active  general  medical  and  surgical  practice.  Ex- 
cellent opportunity.  Retiring.  Write  Box  361,  N.  Y.  St. 
Jr.  Med. 


General  practice,  Bayside,  N.  Y.;  grossing  $35,000;  fully 
equipped  office;  leaving  for  residency  July  1st;  for  sale  or 
association;  Terms.  Write  Box  362,  N.  Y.  State  Jr.  Med. 


CLASSIFIED  RATES 


1 time .fl.,35  per  line  per  insertion 

3 Consecutive  time.s.  1 .‘20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
1‘2  Consecutive  times.  .90  per  line  per  insertion 
‘24  Consecutive  times.  .85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line  ' 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  17,  N.  Y. 
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oca-CoIa  , too,  has  its  place  in  a well 
balanced  diet.  As  a pure,  wholesome 
drink,  it  provides  a bit  of  quick  energy 
. . . brings  you  back  refreshed  after  work 
or  play.  It  contributes  to  good  health 
by  providing  a pleasurable  moment’s 
pause  from  the  pace  of  a busy  day. 
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PROTAMIOr 


provides  rapid  reiief 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is 
prompt  when  Protamide  is  administered  early^-^  in  the  course  of 
the  disease.  More  important,  recovery  usually  follows  in  three  to 
six  days,  with  prompt  response  even  in  ophthalmic  herpes  zoster.® 
Published  studies  suggest  that  Protamide  acts  as  a direct  sup- 
pressant of  neuritis  due  to  acute  inflammation  of  the  nerve  root. 
In  such  disorders,  the  response  to  early  treatment  with  Protamide 
is  sufficient  to  be  diagnostic  in  inflammatory  neuritis.®-'* 

Protamide— an  exclusive  denatured  colloidal  enzyme  prepara- 
tion, virtually  safe  and  painless— not  foreign  protein  therapy. 
One  ampul  I.M.  daily  for  2 to  5 days  usually  relieves  pain 
completely  in  patients  treated  early. 

SUPPLIED;  boxes  of  10  ampuls  (1.3  cc.).  For  detailed  information, 
refer  to  PDR,  page  731,  or  write  to  our  Medical  Department. 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med. 
(Aug.  20)  1952,  pp.  16-19.  3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer, 
H.  G.,  and  Lehrer,  D.  R.:  Northw.  Med.  (Nov.)  1955.  5.  Sforzolini.  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 


Detroit  11,  Michigan 


With  its  combination  of  5 proven  therapeutic  agents,  BRONKOTABS  dilates  the  bronchioles ...  thins  and  helps  expel 
thick  mucus... combats  local  edema ...  offers  mild  sedation  ...  and  treats  the  allergic  component.  Gets  right  to  the 
root  of  asthmatic  distress  with  minimal  side  effects,  and  none  of  those  associated  with  steroids. 

In  a study  of  40  patients  with  bronchial  asthma,  24  persons  (60%)  reported  BRONKOTABS  brought  good  relief  from 
asthmatic  symptoms  — ease  of  expectoration,  reduction  of  bronchospasm  and  increased  vital  capacity.  Only  seven 
patients  failed  to  respond  at  all.  “The  combination  of  drugs  used  [in  Bronkotabs]  gave  greater  relief  in  these  patients 
thafrlhe  conventionally  used  tablet  [ephedrine,  theophylline,  phenobarbitall . . 

In  another  study,  79.7%  of  64  asthma  patients  showed  good  to  excellent  response  to  BRONKOTABS  therapy.' 

Each  tablet  contains;  theophylline  100  mg.;  ephedrine  sulfate  24  mg.;  phenobarbital  8 mg.  (warning;  may  be  habit 
forming);  thenyidiamine  HCI  10  mg.;  and  glyceryl  guaiacolate  100  mg.  Supplied;  bottles  of  100  white  scored  tablets. 
Usual'precautions  associated  with  sympathomimetic  amines  should  be  observed. 


References:  1.  Spielman,  A.  D.:  Evaluation  of  a Combination  Tablet  of  Theophylline,  Ephedrine  Sulphate.  Phenobarbital,  Thenyidiamine  and 
Glyceryl  Guaiacolate  in  the  Treatment  of  Chronic  Asthma.  Ann.  Allergy  18:281,  1960.  2.  Waldbott,  G.;  Bronkotabs  — a New  Antiasthmatic  Prep- 
aration (Preliminary  Report),  Int.  Arch.  Allergy  17:116,  1960. 

For  full  information  on  Sreon's  five  antiasthmatics,  see  pp.  538-539  of  the  1961  PHYSICIANS’  DESK  REFERENCE  plus  the  2nd,  3rd.  or 
4th  quarterly  supplement. 


CLEARS  and  DILATES  the  bronchial  tree  with  MINIMAL  SIDE  EFFECTS 


Ri  Products  Division,  Breon  Laboratories  Inc.,  New  York  18,  N.  Y. 
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for  immediate 
and  prolonged  relief 
in  peptic  ulcer 
and  hyperacidity 


• potoncy 

Prsforrod  for  * immediate  relief 

(within  seconds) 

. e lasting  effect 
e milk-like  action 
e fresh  mint  flavor 
e non-cholky  smoothness 
e freedom  from  effect  on 
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He  needs  his  muscles  working  properly— 
when  they  aren’t,  he  needs 
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Although  “splinting”  of  a joint  by 
skeletal  muscle  spasm  is  often  pro- 
tective, it  can  go  too  far  or  continue 
too  long.  Then  spasm,  pain  and  dis- 
use may  lead  to  wasting. 
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postoperative  muscle  spasm.  Tran- 
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efficacious  atarax  . . seems  to  be  the  agent  of  choice  in  patients  suffering  from 
removal  disorientation,  confusion,  conversion  hysteria  and  other  psycho- 
neurotic conditions  occurring  in  old  age.”l 

“No  untoward  effects  on  liver,  blood,  and  nervous  system  were  obsefved.”2 

well  tolerated 

palatable  Delicious  ATARAX  syrup  pleases  patients  who  resist  tablets. 

Nor  is  that  all  atarax  has  to  offer.  When  elderly  patients  require  surgery, 
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outstandingly  useful  in  geriatric  patients, atarax  equally  well  meets 
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impairing  mental  acuity).  Why  not  extend  its  benefits  to  all  your  tense 
and  anxious  patients? 

Dosage:  For  adults:  25  mg.  t.i.d.  to  100  mg.  q.i.d.  For  children:  under  6 years, 
50  mg.  daily;  over  6 years,  50-100  mg.  daily;  in  divided  doses.  Supplied:  Tablets 
10  mg.  and  25  mg.,  in  bottles  of  100  and  500.  Tablets  100  mg.,  in  bottles  of  100. 
Syrup  2 mg./cc.,  in  pint  bottles.  Also  available:  Parenteral  Solution.  Prescrip- 
tion only. 

References : 1.  Smigel,  J.  O.,  et  al.:  J.  Am.  Geriatrics  Soc.  7:61  (Jan.)  1959. 
2.  Shalowitz,  M.:  Geriatrics  71:312  (July)  1956. 


;it;i  MX 

(brand  of  hydroxyzine  HCI)  PASSPORT  TO  TRANQUILITY 

New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

VITERRA®  Capsules— Tastitabs®— Therapeutic  Capsules  for  vitamin-mineral  supplementation 


MKDICAIj  society  of  the  state  of  new  YORK  {Continued  from  page  1990) 


Section  Officers 

1960-1961 


ALLERUY 

Samuel  J.  Prigal,  Chairman New  York 

Francis  E.  Ehret,  V ice-C  hair  man Erie 

Harry  Leibowitz,  Secretary Kings 

Alexander  Chester,  Delegate Kings 

ANESTUESIOLOGY 

Richard  Ament,  Chairman Erie 

Louis  S.  Blancato,  Vice-Chairman Westchester 

Solomon  G.  Hershey,  Secretary Bronx 

Vincent  J.  Collins,  Delegate New  York 

CHEST  DISEASES 

Emil  A.  Naclerio,  Chairman New  York 

Henry  W.  Leetch,  Vice-Chairman Franklin 

Harry  Golembe,  Secretary Sullivan 

Arthur  Q.  Penta,  Delegate Schenectady 

DERMATOLOGY  AND  SYPHILOLOGY 

Richard  L.  Saunders,  Chairman Niagara 

Roj'^al  M.  Montgomery,  Vice-Chairman.  .New  York 

Joseph  J.  Russo,  Secretary Albany 

David  Bloom,  Delegate New  York 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Michael  R.  Deddish,  Chairman New  York 

Victor  W.  Logan,  Vice-Chairman Monroe 

I.  Richard  Schwartz,  Secretary Kings 

Sidney  M.  Fierst,  Delegate Kings 

GENERAL  PRACTICE 

Herbert  A.  Laughlin,  Chairman Chautauqua 

Lawrence  Ames,  Vice-Chairman Kings 

Charles  R.  Harris,  Secretary Monroe 

Royal  S.  Davis,  Delegate Westchester 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Harry  A.  Hanson,  Chairman Monroe 

Raymond  J.  Murray,  Vice-Chairman Nassau 

Marvin  L.  Amdur,  Secretary Erie 

Norman  Plummer,  Delegate New  York 

LEGAL  MEDICINE 

Henry  Siegel,  Chairman Queens 

Herbert  Lansky,  Vice-Chairman Erie 

Sidney  B.  Weinberg,  Secretary Suffolk 

Reuben  M.  Dicker,  Delegate Queens 

MEDICINE 

Albert  H.  Douglas,  Chairman Queens 

Walter  T.  Zimdahl,  Vice-Chairman Erie 

Aaron  Feder,  Secretary Queens 

John  R.  Williams,  Jr.,  Delegate Monroe 

NEUROLOGY  AND  PSYCHIATRY 

Frederick  H.  Hesser,  Chairman Albany 

Murray  E.  Margulies,  Secretary Kings 

Harry  A.  Kaplan,  Delegate Kings 

OBSTETRICS  AND  GYNECOLOGY 

Bernard  J.  Pisani,  Chairman New  York 

Robert  E.  L.  Nesbitt,  Jr.,  Vice-Chairman.  . Albany 

Robert  S.  Millen,  Secretary Nassau 

Richard  W.  Baetz,  Delegate Erie 


OPHTHALMOLOGY 

Ivan  J.  Koenig,  Chairman Erie 

Bernard  Kronenberg,  Vice-Chairman ....  New  York 

John  A.  Cetner,  Secretary Albany 

James  I.  Farrell,  Delegate Oneida 

ORTHOPEDIC  SURGERY 

Carmelo  C.  Vitale,  Chairman Kings 

Crawford  J.  Campbell,  Secretary Albany 

Frederick  Lee  Liebolt,  Delegate New  York 

OTOLARYNGOLOGY 

George  M.  Trainor,  Chairman Monroe 

John  F.  Daly,  Vice-Chairman New  York 

Marshall  Y.  Soldineer,  Secretary Erie 

Daniel  C.  Baker,  Jr.,  Delegate New  York 

PATHOLOGY,  CLINICAL  PATHOLOGY,  AND 
BLOOD  BANKING 

Theodore  T.  Bronk,  Chairman .Erie 

N.  M.  Fedde,  Vice-Chairman Richmond 

George  K.  Higgins,  Secretary New  York 

John  J.  Clemmer,  Delegate Albany 

PEDIATRICS 

Hugh  F.  Leahy,  Chairman Albany 

Harry  R.  Litchfield,  Vice-Chairman Kings 

Samuel  Karelitz,  Secretary Nassau 

Richard  A.  Downey,  Delegate Erie 

PHYSICAL  MEDICINE 

William  H.  Georgi,  Chairman Erie 

Joseph  G.  Benton,  Vice-Chairman New  York 

Victor  Cummings,  Secretary Bronx 

Henrj"  Fleck,  Delegate Bronx 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Edward  R.  Schlesinger,  Chairman Albany 

Theodore  Rosenthal,  Vice-Chairman New  York 

Malcolm  A.  Bouton,  Secretary Schenectady 

William  E.  Mosher,  Delegate Erie 

RADIOLOGY 

Paul  A.  Reimenschneider,  Chairman Onondaga 

William  B.  Seaman,  Vice-Chairman New  York 

Charles  E.  Sherwood,  Secretary Monroe 

Frank  J.  Borrelli,  Delegate New  York 

SPACE  MEDICINE 

Constantine  D.  Generales,  Chairman.  . . .New  York 
SURGERY 

Vernon  Weinstein,  Chairman New  York 

Harold  G.  Barker,  Vice-Chairman New  York 

Charles  E.  Wiles,  Secretary Erie 

Harry  W.  Hale,  Jr.,  Delegate Erie 

UROLOGY 

Howard  T.  Thompson,  Chairman Monroe 

Gustavus  A.  Humphreys,  Vice-Chairman 

New  York 

Donald  F.  McDonald,  Secretary Monroe 

E.  Craig  Coats,  Delegate New  York 


Session  Officers 

1960-1961 

HISTORY  OF  MEDICINE 

John  A.  Benjamin,  Chairman Monroe 


1992 


When 

severe  pain  accompanies 

skeletal  muscle  spasm 
ease  both ‘pain  & spasm’ 


with 


Rob  AXIS’®  with  Aspirin 


A dual-acting  skeletal  muscle  relaxant-analgesic,  combining  the  clinically 
proven  relaxant  action  of  Robaxin  with  the  time-tested  pain  relieving 
action  of  aspirin. 

Each  Robaxisal  Tiiblet  contains : 

Robaxin  (methocarbamol  Robins)  400  mg.  Acetylsalicylicacid  (5  gr.) 325  mg. 

U.S.  P«t.  No.  277060 

Supply:  Bottles  of  100  and  500  pink-and-white  laminated  tablets. 
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Phenacetin  97  mg.  Hyoscyamine  sulfate  0.0 16 mg.  Phenobarbital  ( gr-)  8.1  mg. 
Supply:  Bottles  of  100  and  500  green-and-white  laminated  tablets. 
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Assure  balanced  nutritional  support  from  the 

very  first  days  of  life  with  Vl-PENTA  DROPS 
dependable  vitamin  formulations. 

Vitamins  to  meet  their  growing  need 
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correct 

constipation  without 
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/ the  bowel 


DORBANE* 

Tablets 

For  recurrent  or  chronic  constipation  in  patients  of  all  ages. 
A peristaltic  stimulant  acting  through  the  blood  stream  spe- 
cifically upon  the  intramural  myenteric  plexus  of  the  colon. 
Motility  of  the  small  bowel  not  affected.  Evacuation  within 
6 to  12  hours  without  cramping  or  griping.  Each  scored  tablet 
contains  75  mg.  of  1,8  dihydroxyanthraquinone. 
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softening 
effect 
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peristaltic  stimulation  of  Dorbane  (25  mg.)  in 
each  capsule.  This  combination  brings  relief 
in”hardstools” constipation  or  fecal  impaction. 


'O'-  DORBANTYL®  FORTE 

extra  Orange  and  Gray  Capsules 

potency  The  advantages  of  Dorbantyl  in  double- 

strength potency  for  convenience  and  econ- 
omy. Especially  useful  in  geriatric  practice  and 
in  patients  recalcitrant  to  ordinary  laxatives 
through  prolonged  use  or  habituation. 


Norf/ir/c/ge,  California 
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STAPHCIUIN 

Slum  methicillin  (sodium  dimetho«yphenyl  penicillin)  FOR  INJECTION 

WIDESPREAD  EXPERIENCE 

N RESISTANT  ‘STAPH’  INFECTIONS 

ffirms  the  clinical  significance  of  its  unique  property  of  virtually 

hthstanding  destruction  by  staphylococcal  penicillinases' 


WIDESPREAD  EXPERIENCE 
N RESISTANT  ‘STAPH’  INFECTIONS 

ffirms  that  Staphcillin  is  free  from  such  toxic  hazards  as  hearing 
npairment,  renal  damage,  and  blood  dyscrasias  characteristic 
f other  antibiotics  active  against  resistant  staphylococci"'  ''" 

( 


i 
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STAPHCILLIN  THERAPY. . . 

Summary  of  response  in  staphylococcal  disease 


TYPE  OF  INFECTION 

Soft  tissue  infection 

Lower-respiratory 

(pneumonia,  empyema 
bronchitis,  lung  abscess) 

Osteomyelitis 

Septicemia 

Endocarditis 
(acute  & subacute) 

Genitourinary 

Upper  respiratory 

Enterocolitis 

CNS  (abscesses  and 
meningitis) 

Septic  arthritis 


*[S-satisfactory  response;  improved  or  cured]  [NC-no  change]  [l-indeterminate  response;  not  stated  or 
insufficient  data]  [D-died;  ( )-No.  of  deaths  due  to  infection;  other  deaths  were  due  to  causes  such  as 
coronary  thrombosis,  pulmonary  embolism,  terminal  carcinoma,  etc.] 

The  data  in  the  above  table  were  compiled  from  published  articles  and  reports  to 
The  Department  of  Clinical  Investigation  of  Bristol  Laboratories. 


Of  the  433  patients  included  in  this  summary,  256  received  one  or  more  of 
21  different  antibacterial  agents  prior  to  initiation  of  Staphcillin  therapy. 
Among  these  patients,  147  received  chloramphenicol,  72  received  erythromycin, 

34  received  kanamycin,  28  received  novobiocin,  28  received  vancomycin. 

The  two  major  reasons  given  for  discontinuing  other  antibiotics  were: 

1.  previous  antibiotic  was  ineffective;  2.  previous  antibiotic  demonstrated  toxicity. 


STAPHCILLIN... EFFECTIVE  IN 
LIFE-THREATENING  INFECTIONS 
CAUSED  BY  RESISTANT  STAPHYLOCOCCI 


Endocarditis,  Septicemia, 
and  Osteomyelitis 

A 10-year-old  boy  was  admitted  to  the 
hospital  on  August  11,  1960,  acutely  ill 
with  high  fever,  and  severe  pain  and  swell- 
ing of  the  right  knee,  right  ^gh,  and  right 
elbow.  Six  days  before,  he  had  injured  his 
right  knee.  On  admission  he  had  a systolic 
murmur.  A short  time  later  cardiac  en- 
largement, slurring  of  speech,  and  ataxia 
of  the  right  arm  and  leg  developed.  Blood 
culture  revealed  an  abundant  growth  of 
coagulase-positive staphylococci;  the  same 
organisms  were  later  identified  in  material 
drained  from  a large  abscess  surrounding 
part  of  the  right  femur,  which  was  de- 
nuded of  periosteum.  The  diagnosis  was 
acute  osteomyelitis,  septicemia,  and  endo- 
carditis caused  by  staphylococcal 
infection. 

Over  a period  of  7 weeks,  the  following  an- 
tibiotics were  administered,  but  were  dis- 
continued because  of  inadequate  improve- 
ment or  toxicity:  penicillin  G,  tetracy- 
cline, chloramphenicol,  kanamycin,  van- 
comycin, novobiocin,  erythromycin,  and 
ristocetin.  Staphcillin  was  started  on  Sept. 
29. 1960, 1 Gm.  I.M.,  q.  6 h.  (later  reduced 
to  3 Gm.  daily) , and  was  given  for  54  days. 
Shortly  following  initiation  of  this  ther- 
apy, he  became  afebrile,  and  there  was 
marked  clinical  improvement  thereafter. 
There  were  no  side  effects  from  Staph- 
cillin. As  of  March,  1961,  he  had  had  no 
recurrence  of  the  infection,  was  afebrile, 
had  gained  weight  and  the  ataxia  and 
speech  defect  had  almost  disappeared. 
There  was  residual  heart  murmur.  There 
were  signs  of  osteomyelitis  in  the  right 
femur  on  X-ray  examination. 

Ev<n«.  W.  E.>  Rtport  to  Dopl.  of  Clin. 

Invtil.,  Bristol  Laboratories. 


Empyema  and  Concurrent 
Pseudomonas  Wound  Infection 
A 61-year-old  male  was  injured  in  an  auto- 
mobile accident.  He  was  operated  upon 
for  lacerations  of  the  spleen,  left  dia- 
phragm, pericardium,  and  left  ventri- 
cle. He  later  developed  a Staph,  aureus 
empyema  and  a Pseudomonas  aeruginosa 


abdominal  wound  infection.  Chloram- 
phenicol, erythromycin,  and  penicillin  G 
were  given,  but  discontinued  because  of 
inefficacy.  Staphcillin  was  then  admin- 
istered, 2 Gm.  q.i.d.,  for  30  days.  Poly- 
myxin B was  administered  concurrently 
for  the  Pseudomonas  infection.  The  con- 
dition was  improved,  with  apparent  elimi- 
nation of  all  infecting  bacteria. 

Hewitt,  W.  l.:  Report  to  Dept,  of  Clin. 

Invest.,  Bristol  leborstories. 

Pneumonia  following 
Laparotomy 

A 37-year-old  man  had  a laparotomy  per- 
formed at  which  acute  pancreatitis  was 
found.  Postoperatively,  he  developed  a bi- 
lateral staphylococcal  bronchopneumonia. 
The  organism  was  resistant  to  penicillin 
G.  Before  the  laboratory  tests  were  re- 
ported, he  had  been  given  massive  doses 
of  penicillin  G for  three  days  with  no  tem- 
perature response.  Staphcillin  was  given 
intravenously,  1 Gm.  every  four  hours, 
after  which  his  temperature  became  nor- 
mal in  46  hours,  “and  his  clinical  response 
was  most  gratifying.” 

Sraneb,  A.;  Rodger,  K.  C.;  Lee.  R.  W..  and 
Power,  1.  E.:  Canad.  M.  A.  J.  13:991 
(Nov.  &)  1960. 


Enterocolitis  after 
Abdominal  Surgery 
A 65-year-old  woman  had  profuse  watery 
diarrhea  3 days  after  an  abdominal  opera- 
tion. She  became  acutely  ill,  with  a 
temperature  of  103*F.,  tachycardia,  leuko- 
cytosis. and  fluid  and  electrolyte  loss. 
Staphylococci  in  pure  culture  were  identi- 
fied on  stool  smear  and  culture.  Tetra- 
cycline, which  she  had  been  receiving 
since  operation,  was  discontinued,  and 
Staphcillin  (1.5  Gm.  every  6 hours)  admin- 
istered parenterally.  Within  48  hours  she 
was  afebrile,  and  the  diarrhea  had  sub- 
sided. Staphylococci  were  eliminated  from 
the  stool.  She  received  Staphcillin  for  8 
days,  and  was  discharged  as  well  on  the 
nth  postoperative  day. 

Rutenburg,  A.  M.:  6rt»nb«r|.  H.  L.,  tfid 
Schwtlnburg,  f.  B.:  Ntw  Eng.  J.  Mm. 

2«9;1174  (Dec.  I)  I960. 
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STAPHCILLIN... EFFECTIVE  IN 

SKIN,  SOFT  TISSUE  AND  BONE  INFECTIONS 

CAUSED  BY  RESISTANT  STAPHYLOCOCCI 


Persistent  Multiple  Boils 
A 58-year-old  male,  who  for  many  weeks 
had  suffered  from  multiple  boils  from 
which  resistant  staphylococci  were  iso- 
lated, was  treated  for  3 days  with  sodium 
methicillin,  1 Gm.,  q.  4 h.,  followed  by  1 
Gm.  q.  6 h.  for  another  3 days.  Previous 
treatment  with  chlorsunphenicol  and  ery- 
thromycin had  been  imsuccessful.  At  the 
end  of  the  6-day  period  there  was  complete 
resolution  of  all  the  boils,  and  the  patient 
was  discharged  from  the  hospital.  There 
has  been  no  recurrence. 

Knudsen,  E.  T.,  and  Rollnson,  C.  N.: 

Brit.  M.  J.  ii:700  (Sept.)  1960. 


Cellulitis  and  Abscess 
A 22-year-old  male  was  treated  for  cellu- 
litis and  purulent  abscess  of  the  left  thigh, 
resulting  from  a wound.  Staph,  aureus, 
resistant  to  penicillin  G,  was  isolated  from 
the  wound  tissue.  Penicillin  G,  tetracy- 
cline, and  erythromycin  proved  ineffec- 
tive. Staphcillin  was  then  administered  for 
17  days,  1 Gm.,  5 times  daily.  TTie  elimi- 
nation of  the  infective  organisms  was 
impressive. 

Bunn,  P.  A.:  Report  to  Dept,  of  Clin,  invest., 

Bristol  Laboratories. 


Submandibular  Abscess 
A 24-year-oid  man  was  suffering  from  a 
submandibular  abscess  secondary  to 
obstruction  and  infection  in  the  subman- 
dibular duct.  This  abscess  was  drained 
surgically  three  days  before  antibiotic 
therapy,  and  a heavy  growth  of  coagulase- 
positive  Staph,  aureus  was  cultured  from 
the  wound.  He  was  given  chloramphenicol 
(to  which  the  organism  was  reported  sen- 
sitive) for  7 days,  but  continued  to  have  a 
positive  culture.  Staphcillin  was  then 
given  intramuscularly  for  one  week.  The 
temperature  dropped  from  99.6*F.  to  nor- 
mal within  24  hours.  The  drainage  soon 
disappeared.  The  patient  recovered,  and 
was  discharged  from  the  hospital  two 
weeks  later  without  any  subsequent  anti- 
biotic treatment. 


Osteomyelitis  of  Femur  — 

Recurrent  for  3 Years 
A 42-year-old  woman  had  a recurrent 
osteomyelitis  of  the  left  femoral  shaft  for 
three  years.  Upon  this  admission  to  the 
hospital,  swelling,  heat  and  tenderness  of 
the  thigh  were  present.  Operation  revealed 
a purulent  abscess  extending  into  the 
medullary  bone.  Cultures  showed  Staph, 
aureus.  The  patient  was  treated  with 
Staphcillin  and  probenecid  for  6 days,  fol- 
lowing which  the  drainage  became  tem- 
porarily negative  for  staphylococci.  After 
an  interval  of  10  days,  a second  course  of 
the  same  treatment  was  started.  Eight 
days  later,  the  drainage  became  negative 
for  staphylococci,  and  subsequently  the 
incisions  closed.  The  patient  was  treated 
for  a total  of  35  days,  and  was  discharged 
as  symptomatically  improved.  She  was  re- 
admitted two  months  later,  and  was  again 
treated  with  8 Gm.  of  Staphcillin  and  1 V2 
Gm.  of  probenecid  per  day,  for  three 
months,  with  recovery. 

Rifhind,  D.,  and  Knlsht.  V.:  Report  to 
Dept,  of  Clin.  Invest.,  Bristol  Laboratories. 

Retropharyngeal  Abscess 
A 24-year-old  male  was  treated  for  a pre- 
vertebral,  retropharyngeal  abscess.  The 
infection  was  caused  by  Staph,  aureus, 
phage  type  80/81.  Tetracycline,  novobio- 
cin, and  vancomycin  were  only  partially 
effective.  Staphcillin  was  then  given  I.M., 
1 Gm.  6 times  per  day,  for  24  days.  TTre 
patient  was  cured.  TTtere  was  a mild  local 
reaction,  at  the  site  of  injection. 

Thompson,  R.  A.;  Report  to  Dept,  of  Clin.  Invest., 

Bristol  laboratories. 

Multiple  Carbuncles  and  Furunculosis 
A 53-year-old  male  orderly  with  multiple 
carbuncles  and  furuncles,  from  which 
staphylococci  resistant  to  penicillin  G 
were  cultured,  had  been  followed  as  an 
outpatient  for  five  weeks.  New  lesions 
occurred  in  different  areas,  from  which  the 
same  organisms  were  isolated.  Staphcillin 
was  given  intramuscularly,  1 Gm.  q.  6 h., 
for  seven  days.  Follow-up  cultures  were 
negative,  and  all  lesions  were  closed. 

Branch,  A.;  Rodeer,  K.  C.;  Lit.  R.  W.,  and  Powar, 

E.  E.i  Canad.  M.  A.  1. 13:991  (Nov.  5)  1960. 


STAPHCILLIN  THERAPY. . . 

Summary  of  response  in  staphylococcal  disease 


TYPE  OF  INFECTION 

Soft  tissue  infection 

lower-respiratory 

(pneumonia,  empyema 
bronchitis,  lung  abscess) 

Osteomyelitis 

Septicemia 

Endocarditis 
(acute  & subacute) 

Genitourinary 

Upper  respiratory 

Enterocolitis 

CNS  (abscesses  and 
meningitis) 

Septic  arthritis 

433  349  25  26  33(7) 


MS-salisfactory  response;  improved  or  cured]  (NC*no  change]  [l-indeterminate  response;  not  stated  or 
insufftcient  data]  lO-died;  O-No.  of  deaths  due  to  infection;  other  deaths  were  due  to  causes  such  as 
coronary  thrombosis,  pulmonary  embolism,  terminal  carcinoma,  etc.] 

The  data  in  the  above  table  were  compiled  from  published  articles  and  reports  to 
The  Department  of  Clinical  Investigation  of  Bristol  Laboratories. 


Of  the  433  patients  included  in  this  summary,  256  received  one  or  more  of 
21  different  antibacterial  agents  prior  to  initiation  of  Staphcillin  therapy. 
Among  these  patients,  147  received  chloramphenicol,  72  received  erythromycin, 

34  received  kanamycin,  28  received  novobiocin,  28  received  vancomycin. 

The  two  major  reasons  given  for  discontinuing  other  antibiotics  were; 

1.  previous  antibiotic  was  ineffective;  2.  previous  antibiotic  demonstrated  toxicity. 


SUMMARY  OF 

SENSITIVITY 

STUDIES 

Published  data  and  reports  to 
the  Department  of  Clinical 
Investigation,  Bristol  Labora* 
tories,  concerning  sensitivity 
of  staphylococci  to  Staphcillin 
are  summarized  to  date 
(March,  1961)  as  follows: 

Total  number  of  isolates  8,060 

No.  of  isolates  with  a 
Minimum  Inhibitory 
Concentration  (M.I.C.) 
of  6.25  mcg./ml.  or  less 
(45  investigators) 8,052 

No.  of  isolates  with  an 
M.I.C.  of  more  than  6.25 
mcg./ml.  (4  investiga- 
tors:Jevon8,Rutenburg, 

Katz.  Eichenwald) 8 

(0.09%) 


Blood  levels  well  over  12  meg./ 
ml.  are  commonly  reached  for 
limited  periods  following  the 
recommended  I.M.  orl.V.  dos- 
age of  Staphcillin.  Many  infec- 
tions caused  by  strains  with  an 
M.I.C.  of  6.25  mcg./ml.  have 
responded  well  to  treatment 
with  the  recommended  dosage. 
The  rare  incidence  to  date  of 
strains  of  staphylococci  with 
an  M.I.C.  of  more  than  6.25 
mcg./ml.  is  shown  in  the  above 
summary  (0.09%  of  8,060  iso- 
lates). Only  in  the  future,  fol- 
lowing treatment  of  a suffi- 
cient number  of  such  cases, 
can  it  be  known  whether  they 
will  respond  to  Staphcillin, 
and  further,  what  the  highest 
M.I.C.  might  be  that  is  con- 
sistent with  good  clinical 
response. 


THE  ACTIVITY 
OF  STAPHCILLIN 
IS  VIRTUALLY 
UNAFFECTED  BY 
STAPHYLOCOCCAL 
PENICILLINASES 


CONCURRENT 
ANTIBIOTIC 
THERAPY  IN 
MIXED  OR 
SUPERINFECTIONS 


The  width  of  the  clear  zones 
around  the  sensitivity  discs  in 
Figs.  1 and  2 shows  that 
Staphcillin  acts  against  this 
resistant  strain,  and  that  peni- 
cillin G has  little  or  no  effect. 
The  similarity  in  the  width  of 
the  zones  around  Staphcillin 
discs  in  the  light  and  heavy 
(increased  concentration  of 
penicillinase)  inocula  shows 
that  penicillinase-producing 
staphylococci  have  virtually  no 
effect  on  the  antistaphylococ- 
cal  activity  of  Staphcillin. 

The  clinical  effectiveness  of 
Staphcillin  against  penicillin 
G-resistant  staphylococci  is 
most  probably  related  to 
Staphcillin’s  demonstrated 
resistance  to  destruction  by 
penicillinase. 


If  mixed  or  superinfections 
due  to  Gram-negative  organ- 
isms occur  during  Staphcillin 
therapy,  appropriate  measures 
should  be  taken.  Clinical  expe- 
rience reported  to  the  Depart- 
ment of  Clinical  Investigation, 
Bristol  Laboratories  can  be 
summarized  as  follows:  One 
or  more  antibiotics  were 
employed  concurrently  with 
Staphcillin  in  the  treatment  of 
88  patients.  Of  these,  73 
improved,  and  there  was  no 
change  in  5.  There  were  10 
deaths,  all  of  which  were  unre- 
lated to  antibiotic  therapy;  e.g., 
coronary  thrombosis,  pul- 
monary embolism,  terminal 
carcinoma,  etc.  Among  the 
antibiotics  most  commonly 
used  with  Staphcillin  in  this 
series  of  88  patients  were  poly- 
myxin. colistin,  bacitracin, 
streptomycin,  kanamycin  and 
chloramphenicol. 


Penicillin  6 
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STAPHCILLIN 


Penicillin  6 

Fig.  2 
Heavy 
Inoculum 


STAPHCILLIN 


TAPHCILLIN 


I 


odium  mclhicillm  (sodium  dimelhonyphenyl  penicillin) 


FOR  INJECTION 


INDICATIONS;  Staphcillin  is  roc- 
m men  do  cl  specifically  for 
infections  caused  by  strains  of 
staphylococci  susceptible  to  it 
nd  resistant  to  other  penicillins. 
KVhen  laboratory  sensitivity  tests 
uggest  that  the  staphylococri 
irvvolvc'd  in, an  infection  are  sus- 
|ceptible  to  Staphcillin  and  to 
ther  antimicrobial  agemts,  .selec- 
tion can  be  further  guided  by 
judgment  of  the  nature  of  the  in- 
fection, of  the  nc'ed  for  bacteri- 
cidal action,  and  by  considera- 
tions of  comparative  toxicity  and 
convenience  of  administration. 


SUCH  INFECTIONS  INCLUDE;  Skirt 
and  soft  tissue  infections:  cellu- 
litis, wound  infections,  carbun- 
cles, pyoderma,  furunculosis, 
lymphangitis  and  lymphadenitis. 


Respiratory  infections:  staphylo- 
coccal lobar  pneumonia,  broncho- 
pneumonia, or  lung  abscess  com- 
idned  with  indicated  surgical 
treatment. 


{Other  infections:  staphylococcal 
jsepticemia,  bacteremia,  acute  or 
Isubacute  endocarditis,  acute  os- 
Iteomvelitis  and  enterocolitis. 


Infections  due  to  penicillin-sensi- 
ive  staphylococci,  streptococci, 
yneumococci  or  gonoco<'ci,  should 
10  treated  with  Syncillin  (potas- 
dum  phenethicillin)  or  paren- 
‘eral  penicillin  G,  rather  than 
ivith  Staijhcillin.  I'reponemal  in- 


fections should  be  treated  with 
parenteral  penicillin  G. 


DOSAGE  AND  ADMINISTRATION: 
Intramuscularly  (deep  intraglu- 
teal):  Adults  -The  usual  dose  is 
1 Gm.  evi'i  y 4 to  6 hours.  Infants 
and  children  - 25  mg.  per  kg.  of 
body  weight  (api)roximately  12 
mg.  per  lb.)  ev<>ry  6 hours. 


Intravenously:  Adults  —The  us- 
ual dose  is  1 Gm.  every  6 hours, 
using  50  ml.  of  sterile  saline  solu- 
tion at  the  rate  of  10  ml.  per 
minute. 


precautions:  Mild  skin  reac- 
tions, e.g.,  itching,  papular 
eruptions,  and  erythema  have 
occasionally  been  observed  dur- 
ing treatment  and  after  discon- 
tinuance of  therapy.  Patients 
with  histories  of  hay  fever, 
asthma,  urticaria,  and  previous 
sensitivity  to  any  penicillin  are 
more  likely  to  react  to  all  peni- 
cillins, and  the  possibility  of  ana- 
Ijhylaxis  should  be  kept  in  mind; 
epinephrine,  antihistamines,  and 
intravenous  corticosteroids 
should  be  available  for  emer- 
gency treatment.  Because  of  the 
virtually  complete  resistance  of 
Staphcillin  to  destruction  by 
penicillinase,  parenteral  B. 
cereus  ))enicillinase  may  not  be 
elTective  for  treatment  of  allergic 
reactions.  If  superinfection  by 
Gram-negative  organisms  or 
fungi  occurs  during  Staphcillin 


theraiiy,  appropriate  measures 
should  be  taken. 


supply:  Staphcillin  is  available 
in  1 Gm.  dry-filled  vials,  equiva- 
lent to  900  mg.  of  dimethoxy- 
phenyl  i>enicillin  activity. 


Kelerences:  1.  Knox.  R.:  Brit.  M..I.  ii:690 
(Sopt.  ;D  1960.  2.  Stewart,  G.  T.,  el  at.: 
Bril.  M.  J.  ii:6<)4  (Sept.  3)  I960.  3.  Ro|- 
inson,  G.  N.,  el  at.:  Ijincet  ii:.‘>64  (Sept. 
10)  19()0.  4.  Hutenburg,  A.  M.,  et  at.: 
New  Kng.  J.  Med.  263:1174  (Dec.  8) 
1;K)0.  .6.  Bonn,  P.  A.,  et  at.:  New  York  J. 
Med.  60::)074  (Oct.  1)  1960.  6.  Branch, 
A.,  el  at.:  Canad.  M.  A.  J.  83:991  (Nov. 
r>)  I960.  7.  Gourevitch.  A.,  el  at.:  Paper 
pre.sented  at  Conference  on  Staphcillin  in 
the  Therapy  of  'Resistant'  Staphylococcal 
Disease.  Sept.  7,  19()0.  Stale  University  of 
New  York  College  of  Medicine,  Syracuse, 
New  York.  8.  Cas.son.  K.,  and  Lannon, 
.1.:  I'ide  supra.  9.  While.  A.  C..  and 
Varga.  D.  T.:  ride  supra.  10.  Knight,  V., 
and  Rifkind,  D.:  aide  supra.  11.  Douth- 
- waile,  A.  H..  and  Traflord,  .1.  A.  P.: 
-Bril.  M.  .1.  ii:687  (Sept.  3)  1960.  12.  Pin- 
dell.  M.  H.,  et  al::  vide  supra.  13.  Smith, 
I.  M.,  and  Counts.  G.  W.:  vide  supra.  14. 
Hewitt,  W.  L.,  el  at.:  vide  supra. 


PROFESSIONAL  INFORMATION  SERV- 
ICE: Whenever  you  desire  addi- 
tional information  concerning 
clinical  experience  with  Bristol 
antibiotics,  you  may  avail  your- 
self of  the  services  of  the  Medical 
Department  of  Bristol  Labora- 
tories via  a collect  telephone  call 
to  New  York,  PLaza  7-8520,  or  | 
by  mail  to  the  Medical  Depart- 
ment, Bristol  Laboratories,  630 
Fifth  Avenue,  New  York  20,  N.Y. 
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O.kjn.imyrin  Mill.ile  B-li'tr.irycline  pliospli,ilc  complex)  (C-potassium  phenethicillin)  (0-sodium  methicillin)  Since  not 
.III  sir.iins  ot  the  micioor.-.m.^ms  lisied  injy  be  sensitive  to  ,i  particular  .inlibiotic,  clinical  therapy  should  be  guided  by  in 
vitro  .inlibiolic  sensitivity  lesis  whenever  possible  ’recommended  for  those  staphylococci  resistant  to  other  penicillins 
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for  vaginal  discharges 


NYLMERATE 


NYLMERATE  JELLY 


NYLMERATE  SOLUTION 
CONCENTRATE 


The  modern,  non-staining  therapy  for  vaginal 
trichomoniasis,  non-specihc  vaginal  discharges, 
vaginal  pruritis  and  malodorous  lesions. 

Low  surface  tension  assures  uniform  coating  of 
the  vaginal  mucosa . . . permits  deep  penetration 
of  all  areas.  Kills  most  offending  pathogens  and 
re-establishes  normal  vaginal  flora.  Prescribe 
economy  size  Nylmerate  Jelly,  5 oz.  tube  with 
applicator.  (Also  available  in  refill  tubes.)  Use 
twice  daily,  morning  and  night. 

Active  Initredients:  Poiyoxyethylenenon>IphenoI  0.10<>,  Boric 
Acid  Phcn>lmercuric  Acetate  0.029f*  in  a cum  base  with 

pH  adjusted  to  4. 


A therapeutic  vaginal  douche  of  choice  in  the 
management  of  monilia  and  trichomonas  vaginal 
infections. 

Nylmerate  Solution  has  deep  surface  penetrating 
properties  — Reaches  innermost  recesses  where 
undesirable  organisms  flourish. 

ICffectively  cleanses,  deodorizes  and  soothes  the 
vaginal  vault.  At  the  same  time  provides  tricho- 
monicidal  and  bacteriocidal  activities.  Because 
of  this  buffered  acidity  (pH  4.1  in  dilution)  aids 
in  controlling  and  inhibiting  the  growth  of  path- 
ogenic organisms. 

More  effective  than  vinegar,  Nylmerate  Anti- 
septic Solution  is  ideal  for  therapeutic  and  pro- 
phylactic use  as  a vaginal  douche. 

Simple  to  use:  One  capful  in  two  quarts  of  water. 
Prescribe  in  pint  bottles. 

Active  Incredients:  Phcn>lmcrcuric  zVccfalc  0.20  in  a buffered 
solvent  of  Alcohol  500 « Acetone  10'<  and  de-ionired  water  q.  s.. 
added  certilicd  color  with  pH  adjusted  to  4.9. 

145  Hudson  Street  • New  York  13,  N.  Y, 
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Clauberg  Respo 
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. progestational  agents:  Significantly 

for  fotol  S3lV3£6  with  no  ondro^onic  offoct  improved  rate  of  fetal  salvage''^  ■ No  viril- 

® izing  effect  on  female  fetus  or  mother 

■ High,  sustained  hormonal  level  in  the 
uterine  muscle  and  mucosa"  — high  enough 
even  to  replace  an  excised  corpus  luteum® 

■ Absence  of  local  tissue  reactions\ 

Squibb  Hydroxyprogesterone  Caproate  Long-acting  Progestational  Therapy 


Days  following  injection 


Soma  relieves  stiffness 
—stops  pain,  too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


Put  your 
low-back  patient 
back  on  the  payroll 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  (J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 tablet  q.i.d. 


(carisoprodol,  Wallace) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


introducing. . . nutritional  support 
in  convenient,  tasty,  liquid  form 
to  supplement  inadequate  diets. . . 
to  replace  skipped  meals 


Nutrament 

■ MANO 

nutritionally  complete  food 

a nutritious  meal,  ready  to  drink 


nutritional  support  is  often  needed  for: 
careless  or  irrer/iilar  eaters  — who  skip  breakfast  or 
lunch  or  do  not  eat  properly  because  of  busy  sched- 
ules or  faulty  eating  habits. 

children  — who  need  increased  basic  nutrients  during 
convalescence’  or  during  difficult  feeding  periods, 
such  as  after  tonsillectomies.- 

(idolesceiits  — who  require  nutritional  support  be- 
cause of  growth  needs  and  poor  dietary  selection.” 

nrcf/iiant  patients  — who  often  require  sound,  easily 
tolerated,  and  convenient  nutritional  supplemen- 
tation during  pregnancy  and  lactation.” 


offers  a scientifically  balanced  ratio  of  carbohydrate, 
protein,  and  fat.  Each  I2V2  fl.  oz.  can  of  Nutrament 
liquid  provides  400  calories.  Caloric  distribution: 
protein-20%  (20  Gm.) ; carbohydrate— 50%  (50  Gm.) ; 
fat— 30%  (13.3  Gm.):  plus  the  following  vitamins 
and  minerals: 


Vitomin  A {U.S.P.  Units).  . 

% 

1250 

MDR 

30 

Vitomin  E (Int.  Units) 

. 2.5 

Vitomin  0 (U.S.P.  Units).  . 

125 

30 

Pyridoxine,  mg 

. 0.4 

Vitomin  C,  mg 

50 

166 

Vitamin  Bij,  meg 

. 0.5 

Thiomine,  mg 

0.5 

50 

Colcium  pantothenate,  mg.  . 

. 2 

Ribofiovin,  mg 

0.6 

50 

Sodium,  Gm 

. 0.2 

5 

50 

. 0.9 

Calcium,  Gm.  

0.5 

67 

Copper,  mg 

. 0.5 

0.4 

53 

, 1 

Iron,  mg 

4 

40 

Fiber,  Gm 

. 0.55 

Iodine,  meg 

60 

60 

yeriatric  patients  and  others  — who  cannot  or  will  not 
maintain  proper  nutrition  because  of  poor  dentition, 
faulty  eating  habits,  or  lack  of  interest  in  eating.” 

hospital  pafieiit.s  — Nutrament  liquid  can  serve  as  an 
excellent  and  convenient  source  of  nourishment. 

and  in  Oral,  Dental  or  Snryical  conditions— which 
interfere  with  or  prevent  consumption  of  solid  food. 

readily  accepted  by  patients 
Nutrament  liquid  requires  no  special  preparation. 
Smooth  texture  and  appealing  taste  of  Nutrament 
make  it  readily  acceptable.  Equally  delicious  served 
hot  or  cold.  Nutrament  also  has  a high  satiety  value. 

ij  supplied 

ij  In  12V2  fl.  oz.  cans,  chocolate  and  vanilla  flavors, 
ij  Conveniently  available  at  drug  and  food  stores. 

I 

I 


ingrcdicntu : Whole  milk,  skim  milk,  sujcai'.  »‘>y  flour,  Dextri>MaItose® 
(mahose  and  de.xtrins  derived  from  enzymic  action  of  choice  barley  malt 
on  selecte<l  corn  flour),  starch,  chondrus  extract,  sodium  alRinate,  vitamin  A 
palmitute,  calciferol,  sodium  ascorbate,  thiamine  hydrochloride,  niacinamide, 
ferrous  sulfate,  sodium  iodide,  d-al|>ha-toco|>heryl  acetate,  pyridoxine  hydro* 
chloride,  cyanocobahimin,  calcium  pantothenate,  salt,  cupric  carbonate, 
manganese  sulfate,  cocoa  and/or  imitation  vanilla  flavor. 

references : ( 1 ) Nelson,  VV.  E.:  Textbook  of  Pediatrics,  ed.  7,  Philadel- 
phia, W.  B.  Saunders  Company,  pp.  231-233,  1959.  (2)  Parrott,  R.  H., 
and  Nelson,  W.  E.:  ibid.,  p.  759.  (3)  Johnston,  J.  A.:  Ann.  New  York 
Acad.  Sc.  tf9:881-90I  (Jan.  10)  1958.  (4)  Burke,  B.  S.,  and  Kirkwood. 
S.  B.,  in  Greenhill,  J.  P:  Obstetrics,  ed.  12,  Philadelphia,  W.  B. 
Saunders  Company,  19G0,  pp.  126-131.  (5)  Skillman,  T.  G.;  Hamwi, 
G.  J.,  and  May,  C.:  Geriatrics  i 5:464-472  (June)  1960. 
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Quality  products  from  nutritional  research 


2005 


THE  MOUNT  SINAI  HOSPITAL 
NEW  YORK  29,  NEW  YORK 


I POSTGRADUATES  COURSES 
IN  CLINICAL  MEDICINE 


given  in  affiliation  with 


COLUMBIA  UNIVERSITY 
JULY  THROUGH  DECEMBER  1961 


COURSES  FOR  GENERAL  PRACTITIONERS 


: Surgical  Pathology 

: Sept.  9 to  Lee.  16:  Sat.,  2 to  4 P.M. 

: Radiology  of  the  chest 

: Sept.  25  to  Oct.  3:  Mon.  to  Fri.  9 to  10:30  A.M. 

: Normal  and  pathological  physiology 
: Oct.  4 to  Mar.  28:  Wed.,  2 to  4 P.M. 

: Oifferential  diagnosis  in  gastro-intest'nal  radiology 
; Oct.  10  to  Dec.  12:  Tue.,  5 to  6 P.M. 

: Clinical  Cardiology 

: Oct.  17  to  Dec.  19:  Tue.,  2 to  4 P.M. 

: Electrocardiography 

: Oct.  17  to  Oct.  27:  1st  Week— Tue.  to  Sat. 

: 2nd  week— Mon.  to  Fri.,  9-12  Noon 

: Chemotherapy  of  infections  and  parasitic  d's'’3S's 
: Oct.  17  to  Nov.  2:  Tue.  & Thur.,  4:30  to  6 P.M. 

: Differential  diagnosis  in  radiology  of  the  chest 
: Oct.  23  to  Jan.  29:  Mon.  4:45  to  6:15  P.M. 

: Diseases  of  the  Liver 

j Oct.  23  to  Oct.  27:  Mon.,  to  Fri.,  9 to  5 P.M. 

: Office  proctology 

; Nov.  2 to  Nov.  3:  Thur.  & Fri.,  10  to  4 P.M. 

; Clinical  Hematology 

: Nov.  6 to  Nov.  8:  Mon.  Tue.  & Wed.,  9 to  5 P.M. 

: Spatial  vectorcardiology  and  vector  interpretation  of  the 
t electrocardiogram 

: Dec.  4 to  Dec.  8:  Mon.  to  Fri.,  9 to  3 P.M. 


COURSES  FOR  SPECIALISTS 


Trans-meatal  (Endaural)  surgery 

Sept.  5 to  Sept.  15:  1st  week— Tue.  thru  Sat. 

2nd  week— Mon.  thru  Fri.,  9 to 
6 P.M. 

Audiology 

Sept.  18  to  Sept.  20:  Mon.  Tue  & Wed.,  9 to  5 P.M. 

Clinical  use  of  radioactive  isotopes 

Sept.  18  to  May  21:  Mon.,  3 to  6 P.M. 

Glaucoma 

Oct.  2 to  Oct.  20:  Mon.  & Fri.,  2:30  to  3:30  P.M. 

Clinical  electroencephalography 

Oct.  5 to  Jan.  18:  Thur.,  9 to  12  Noon 


COURSES  ON  WHICH  DATES  ARE  TO  BE 
ARRANGED  . 

Seminar  in  selected  topics  in  gastrointestinal  physiology 
Oct.  1961  to  May  1962:  2 hours,  once  weekly. 

Use  of  radioactive  iodine 

Sept,  through  Nov.;  repeated  Dec.  through  Feb. 
Mon.,  Tie.,  Thur.,  Fri.,  1 to  4 P.M. 

Radiotherapy  (full  time) 

6-month  or  12-month  course. 
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IF  YOUR  OWN  WIFE  WERE 
A SPONTANEOUS  ABORTER 


...WHAT  WOULD  YOU  DO,  DOCTOR? 


1,425  physicians  answered  this  question 
hy  treating  abortion-prone  women  in  their  own 
families  with  Hesper-C  Prenatal.  1,248  successful 
pregnancies  (87.6%)  resulted.' 

Fetal  salvage  rates  as  high  as  95%  have  been 
achieved  when  hesperidin  complex  and  ascorbic 
acid  (as  provided  by  Hesper-C  Prenatal)  were 
administered  with  the  usual  vitamin  and 
mineral  supplementation.’  ’ 

Hesper-C  Prenatal  (hesperidin  complex,  ascorbic 
acid  plus  vitamin-mineral  supplementation) 
provides  an  established  therapy  for  the 
restoration  and  maintenance  of  capillary  integrity. 

It  thus  helps  protect  the  habitual  aborter  and 
every  pregnant  woman  against  the  decidual 
bleeding  and  spontaneous  abortion  triggered 
by  capillary  fragility. 

1.  For  further  information  concerning  this  study,  contact 
C.  R.  Stevenson,  M.O.,  Medical  Director,  The  National 
Drug  Company.  2.  Javert,  C.:  Obst.  & Gynec.  3:420,  1954. 
3.  Greenblatt,  R.  B.:  Obst.  & Gynec.  2:530,  1953. 

Hesper-C 
Prenatal 

a precaution  in  every  pregnancy 
a necessity  in  habitual  abortion 


Division  of  Richardson-Metrell  Inc. 

/jK  THE  NATIONAL  DRUG  COMPANY 

It  U Philadelphia  44,  Pa. 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Bravisol  has  a gentle,  graded  abrasive 
action  that  attacks  the  acne  lesion 
simply  and  directly.  Helps  open 
plugged  pores,  reduce  pustules  and 
blackheads,  control  oiliness. 
Outstanding  success  on  thousands 
of  acne  cases.  Brasivol  (pat. 
pend.)  contains:  mild  abrasive 
(AI2O3),  hexachlorophene 
1 % , drying  soap-and- 
detergent  base. 

Write  for  samples  and  literature. 

(STIEFELQ 

Logical  Dermatologicals — since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N .Y. 

Canada:  Winley*Morris  Co.,  Ltd.,  Montroal  29 


Fine  Medium  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  the  more  acute  cases. 


THERAPY  FOR  ACNE 


in  certain  countries  Brasivol  available  as  DENCO-BRAS^ 


rational  aspect 
of  civilizecd  living... 
beverage  alcohol. 


TARD  COGNAC 

a celebrated  example 
of  the  French  Art. 


The  Only  Cognac  Made  and  Bottled  at  The  Chateau  da 
Cognac.  IMPORTED  OTARD  COGNAC.  V.S.O.P.,  80  PROOF 
3STAR.84PROOF»SCHENLEYIMPORTCO..NEWYORK 
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IN  SUMMER  INFECTIONS 


OF  SKIN  AND  SOFT  TISSUE  (SUCH  AS  IMPETIGO.  INFECTED  WOUNDS) 
DUE  TO  SUSCEPTIBLE  ORGANISMS 


against  the  pathogen— Tao  extends  the  Gram-positive 
spectrum  of  usefulness  to  include  many  staphylococci  resistant 
to  one  or  more  of  the  commonly  used  antibiotics. 

for  the  patient— Tao  narrows  the  spectrum  of  side  effects  by 
avoiding  many  allergic  reactions  and  changes  in  intestinal  bac- 
terial balance. 

Tao  performance  in  clinical  practice:  “The  results  [in  81 
cases] . . show  that  triacetyloleandomycin  is  an  effective  antibiotic 
and  that  it  is  especially  so  against  pathogenic  staphylococci. . . 
“Results  with  triacetyloleandomycin  in  this  study  [74  patients], 
therefore,  corroborate  those  of  other  dermatologic  investigators 
and  show  this  antibiotic  to  possess  a good  therapeutic  index  and 
low  order  of  toxicity  and  allergic  sensitivity. ”2 
Good  to  excellent  results  (with  symptomatic  treatment)  in  all  of  30 
skin  and/or  soft  tissue  infections  which  had  failed  to  improve  or 
resolve  with  local  treatment,  incision  and  drainage,  or  debride- 
ment.3 

Precautions  and  side  effects:  The  use  of  antibiotics  may  oc- 
casionally permit  overgrowth  of  nonsusceptible  organisms.  A re- 
sistant infection  or  superinfection  requires  re-evaluation  of  the 
patient's  therapy.  This  preparation  should  be  discontinued,  and 


specific  therapy  and  indicated  supportive  treatment  instituted  if  | 
such  resistant  infection  or  superinfection  should  appear.  | 

Following  widespread  and  extensive  use  of  TAO,  mild  reversible  i 
jaundice  presumed  to  have  been  caused  by  the  administration  of 
TAO  has  been  observed  in  a few  pediatric  patients.  In  these  cases 
jaundice  was  first  noticed  after  periods  varying  from  10  days  to  8 
weeks  of  continuous  treatment  with  the  drug.  When  jaundice  was 
first  noticed,  the  doses  employed  in  these  children  ranged  from  50 
to  100  mg./kg./day,  a dose  which  in  all  cases  is  in  excess  of  those 
recommended.  In  every  case  the  jaundice  was  mild  and  quickly 
reversible  on  discontinuance  of  medication. 

Available  as  Tao  Capsules,  250  and  125  mg.;  Ready  Mixed  Oral 
Suspension.  125  mg.  per  5 cc. ; Pediatric  Drops,  100  mg.  per  cc.  of 
reconstituted  liquid;  Intramuscular  or  Intravenous,  as  oleando- 
mycin phosphate. 

References:  I.  LeFebvre,  M.,  et  al.:  Antibiotics  Annual  1959-1960, 
New  York,  Antibiotica,  Inc.,  1960,  p.  755.  2.  Fisher,  A.  A.:  Med. 
Times  88:1056  (Sept.)  1960.  3.  Steller,  R.  E.:  Antibiotic  Med.  & Clin. 
Therapy  7:691  (Nov.)  I960.  Literature  on  request,  i 

and  for  nutritional  support  VITERRA®  Vitamins  and  Minerals 
formulated  from  Pfzer's  line  of fine  pharmaceutical  products 


New  York  17,  N.Y.;  Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being' 
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As  the  greatest  dental  benefits  of  Sodium  Fluoride  are 
derived  during  infancy  and  early  childhood: 


PEDIATRIC  VITAMINS 


PLUS  SODIUM  FLUORIDE 


provide 
proper 
nutritional 


support 

plus 

prophylaxis 

against 

future 


dental 

caries 


FUNDAMENTAL  VITAMINS  SODIUM  FLUORIDE 

Funda-Vite(F) 

PEDIATRIC  DROPS  ^ 

Each  0.6  ml.  provides,  400  U.S.P.  units  vitamin  D,  30  mg.  vitamin  C and 
0.5  mg.  fluorine  (as  sodium  fluoride).  Available  in  30  ml.  and  50  ml. 
bottles  with  calibrated  droppers. 


MULTIPLE  VITAMINS  P^  SODIUM  FLUORIDE 

Quanti  - Vite  (F) 

PEDIATRIC  DROPS 

Each  0.6  ml.  provides,  3,000  U.S.P.  units  vitamin  A,  400  U.S.P.  units 
vitamin  D,  60  mg.  vitamin  C,  1 mg.  vitamin  Bi,  1.2  mg.  vitamin  Bj, 

1 mg.  vitamin  Be,  10  mg.  niacinamide  and  0.5  mg.  fluorine  (as  sodium 
fluoride).  Available  in  50  ml.  bottles  with  calibrated  droppers. 


* 

NOTt: 

CONTINUE  VITAMIN- 
FLUORIDE  SUPPLEMENTS 
DURING  THE  SUMMER 

Daily  administrations 
of  Funda-Vite(F)  or 
Quonti-Vite(F)  should  be 
consistent  and  continuous 
if  substantial  dental  benefits 
are  to  be  onticipated. 


AVAILABLE  ON  PRESCRIPTION  ONLY 

CONTRAINDICATED  IN  COMMUNITIES  WITH  FLUORIDATED  DRINKING  WATER. 


HOYT 


SAMPLES  AND  LITERATURE  — Write  Medical  Deportment 

HOYT  PHARMACEUTICAL  CORP.,  NEWTON  SB,  MASSACHUSETTS 

PIONEERS  IN  PEDIATRIC  VITAMIN-FLUORIDE  SUPPLEMENTS 


one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  ❖ nutritionally  ❖ metabolically  .>  mentally 


Each  dry-filled  capsule  contains:  Ethinyl  Estradiol, 
0.01  mg.  • Methyl  Testosterone,  2.5  mg.  • d-Am- 
phetamine  Sulfate,  2.5  mg.  • Vitamin  A (Acetate), 
5,000  U.S.P.  Units  • Vitamin  D,  500  U.S.P.  Units 

• Vitamin  Bis  with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/16  N.F.  Oral  Unit  * Thiamine 
Mononitrate  (Bi),  5 mg.  • Riboflavin  (Bs),  5 mg. 

• Niacinamide.  15  mg.  • Pyridoxine  HCl  (B.i).  0.5 
mg.  • Calcium  Pantothenate,  6 rag.  • Choline  Bitar- 
trate, 25  mg.  • Inositol,  25  mg.  • Ascorbic  Acid  (C) 


as  Calcium  Ascorbate.  50  mg.  • 1-Lysine  Mono- 
hydrochloride, 25  mg.  • Vitamin  E (Tocopheryl  Acid 
Succinate),  10  Int.  Units  • Rutin,  12.5  mg.  • Fer- 
rous Fumarate  (Elemental  iron,  10  mg.),  30.4  mg. 
• Iodine  (as  KI),  0.1  mg.  • Calcium  (as  CaHPOi), 
35  mg.  • Phosphorus  (as  CaHPOi),  27  mg.  • Fluorine 
(as  CaFs),  0.1  mg.  • Copper  (as  CuO).  1 mg.  • 
Potassium  (as  K2SO4),  5 mg.  • Manganese  (as 
MnOa),  1 mg.  • Zinc  (as  ZnO).  0.6  mg.  • Magne- 
sium (MgO).  1 mg.  Siij>i>ly:  Bottles  of  100  and  1,000. 


Request  romplcte  iv formation  on  indieations,  dosage,  precautions  aud  rnutraindi~ 
cations  from  your  I,ederle  reiiresentative  or  write  to  Medical  Advisory  Depurtmeut. 

LED  E RLE  LAB  OR  AT  CRIES,  A Division  of  AMERICAN  CYAN  AM  ID  COM  PA  NY,  Pearl  River,  New  York 
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dual  antibiotic 
therapy  gives 
88%  cure  rate* 
in  a wide  vari- 
ety of  common 
skin  infections 

’Greenhouse,  J.  M,.  and  Ryle,  W.  C.:  A.  M.  A. 

. Arch.  Dermat.  & Syph.  69:366,  1954. 


BACIMYCIN  Ointment 

A V2-0Z. 
1 tubes 

■ 

lOO-Gm. 

hospital 

jars 

It 

’/a-oz.  tubes 
for  ophthalmic 
use 

BACIMYCIN 
with  Hydrocortisone 

Vs-oz.  tube  with 
applicator  tip 


LABORATORIES.  INC. 

MOUNT  VERNON,  N.  Y. 


2012 


iron  utilization  improves  the  picture 


In  the  "secondary”  anemias  due  to  chronic  disease  or  infection,  iron  alone  is  often  ineffective 
since  its  utilization  is  impeded  by  depressed  bone  marrow  activity.  However,  RONCOVITE®-MF 
(cobalt-iron)  has  proved  notably  effective  in  these  iron-refractory  anemias’  ’ because  of  the 
unique  marrow-activating  effect  of  cobalt-created  erythropoietin,  the  hormone  which  controls 
the  rate  of  erythropoiesis.  Thus,  RONCOVITE-MF  improves  iron  utilization  and  produces  rapid 
increases  in  hemoglobin  and  red  blood  cell  formation.’  * 

Each  tablet  contains:  Cobalt  chloride,  15  mg.  (cobalt  as 
Co,  3.7  mg.)  and  ferrous  sulfate  exsiccated,  100  mg. 


RONCOVITEmf 


(1)  Weinsaft.  P.  P..  and  Bernstein,  L.  H.  T.:  Am.  J.  M.  Sc. 
230:264,  1955.  (2)  Gosseiin,  G.,  and  Long,  L.  A.:  Appl.  Therap. 
2:453,  I960.  (3)  Rohn,  R.  J.;  Bond.  W.  H..  and  Klotz.  L.  J.: 
Journal-Lancet  73:317,  1953.  (4)  Center.  W.  M.:  Clin.  Med. 
7:713,1960.  voi««i  H4.U 


LLOYD  BROTHERS,  INC. 

Cincinnati  39.  Or>iO 


THESE  673,000 
PEOPLE  IN 
NEW  YORK  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
New  York  there  are  at  least  673,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient's  family. 


ONE  FOR  THE  ROAD  RACK: 

UBRUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 


During  and  after  an  acute  alcoholic  episode.  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  awakens  the  patient’s  desire  for  solid 
food  and  helps  to  control  withdrawal  symptoms.  The 
complications  of  chronic  alcoholism,  including  hallu- 
cinations and  delirium  tremens,  can  often  be  alleviated 
with  Librium. 


During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 


Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


LIBRIUM®  Hydrochloride  — 7 -ch  loro- 2- methyla  mi  no- 
ROCHE  4-oxide  hydrochloride 

LA60RATOR<£S  Division  ol  Hoffmann-La  Roche  Inc. 


The  answer,  of  course,  is  “not  for 
long.”  For  example,  following 
diagnosis  of  diabetes,  a 44-year- 
old  plumber  (5'8"  and  weighing 
147  lb.)  had  been  put  on  a 1200- 
calorie  diet  to  control  glycosuria. 
When  referred  six  months  later, 
he  had  not  been  spilling  sugar, 
but  had  lost  25  pounds  and  de- 
veloped progressive  fatigability. 
Orinase,  0.5  Gm./day,  was  pre- 
scribed and  his  diet  was  increased 
to  2800  calories  to  meet  metabolic 
demands  (125  Gm.  protein;  300 
Gm.  carbohydrate;  125  Gm.  fat). 

Follow-up  visits  showed  this 
progress: 

3 mo.  Urineand  blood  sugar  o.k.; 
weight  gain:  28  lb.  Can 
work  normally,  feels  gen- 
erally well. 

6 mo.  Weight  constant,  control 
constant,  no  complaints. 

12  mo.  Same. 

18  mo.  Same. 

2Jf  mo.  Same. 

Diet-controlled  diabetics  who 
are  underweight,  tire  easily,  or 
have  increased  nutritional  needs 
may  merely  be  “getting  by”  on 
dietotherapy  alone.  These  pa- 
tients — and  othei's  who  experi- 
ence transient  weakness  or 
listlessness— can  often  be  returned 
to  near-normal  activity  by  giving 
Orinase  together  with  a more 
adequate  diet.  Orinase  control  of 
diabetes  is  notably  smooth  and 
stable;  patients  report  a greater 
sense  of  well-being,  an  improved 
mood  and  outlook. 

d»U  courtesy  Henry  Dolger.  M.O. 


Indications  and  effects;  The  clinical  Indication  for 
Orinase  is  stable  diabetes  meilitus.  Its  use  brlners 
about  the  lowering  of  blood  sugar;  glycosuria  dimin* 
ishes,  and  such  symptoms  as  pruritus,  polyuria*  and 
polyphagia  disappear. 

Dosage:  There  Is  no  fixed  regimen  for  Initiating 
Orinase  therapy.  A simple  and  effective  method  is 
as  follows:  First  day  ~ 6 tablets:  second  day  — 4 
tablets;  third  day  — 2 tablets.  The  dally  dose  is 
then  .acijusted  — raised,  lowered  or  maintained  at  the 
two 'tablet  level,  whichever  is  necessary  to  maintain 
oi)iimum  control. 

In  patients  being  converted  from  insulin,  insulin 
Is  gradually  withdrawn  In  accordance  witli  the  re* 
sponse  to  Orinase  observed  over  a trial  period  that 
nmy  extend  to  three  or  four  weeks.  In  candidates  for 
combined  Orinase-insulin  tlicrapy,  an  individualized 
schedule  is  usually  obtainable  during  a trial  course 
of  two  or  more  weeks. 

Contraindications  and  side  effects:  Orinase  is  con- 
traindicated in  patients  having  Juvenile  or  growth- 
onset.  unstable  or  brittle  types  of  diabetes  meilitus; 
history  of  diabetic  coma,  fever,  severe  trauma  or 
gangrene. 

Side  effects  are  mild,  transient  and  limited  to 
ap)>roxiinate)y  of  patients.  Hypoglycemia  and 

toxic  reactions  are  extremely  rare.  Hypoglycemia  is 
most  likely  to  occur  during  the  period  of  ti'ansition 
from  insulin  to  Orinase.  Other  untoward  reactions 
to  Orinase  are  usually  not  of  a serious  nature  and 
consist  principally  of  gastrointestinal  disturbances, 
headache,  and  variable  allergic  skin  manifestations. 
The  gastrointestinal  disturbances  (nausea,  epigastric 
fullness,  lieartburn)  and  headache  appear  to  be  re- 
lated to  the  size  of  the  dose,  and  they  frequently 
flisappear  when  dosage  is  reduced  to  maintenance 
levels  or  the  total  dally  do.se  Is  administered  in 
divided  portions  after  meals.  The  allergic  skin 
manlfest.atlon.s  (pruritus,  erythema,  and  urticarial, 
morbilliform,  or  maculopapular  eruptions)  are  trans- 
ient reactions,  which  frequently  disappear  with  con- 


tinued drug  administration.  However,  If  the  skin 
reactions  persist,  Orinase  should  be  discontinued. 
Clinical  toxicity:  Orinase  appears  to  be  remarkably 
free  from  gross  clinical  toxicity  on  the  basis  of 
experience  accumulated  during  more  than  four  years 
of  clinical  use.  Crystallurla  or  other  untoward  effects 
on  renal  function  have  not  been  observed.  Long-term 
studies  of  hepatic  function  in  humans  and  experi- 
ence in  over  600,000  diabetics  have  shown  Orinase 
to  be  remarkably  free  of  hepatic  toxicity.  There  has 
been  reported  only  one  case  of  cholestatic  jaundice 
related  to  Orinase  administration,  which  occurred 
In  a patient  with  pre-existing  liver  disease  and  which 
rapidly  reversed  upon  discontinuance  of  the  drug. 
Each  tablet  contains: 

Tolbutamide  . 0.5  Gnu 

Supplied:  In  bottles  of  50. 


Orinase 

An  exclusive  methyl 
"governor"  prevents 
hypoglycemia. 


Llpjohn 


The  Upjohn 
Company 
Kalamazoo 
Michigan 

. Pat.  Off, 


2015 


SUCCESSFUL  FAMILY 
PLANNING... BASED  ON 
YOUR  COUNSEL  AND 


LANESTA  GEL 


The  new  baby  is  beautiful,  but  his  arrival  raises  some  problems  in  family  planning  on  which  the  mother 
will  need  help  — your  help.  What  you  counsel  or  suggest  to  her  may  determine  the  family’s  happiness 
for  many  years  to  come.  When  she  comes  in  to  see  you  for  her  routine  postnatal  check-up,  you  have  an 
ideal  opportunity  to  counsel  her  and  answer  her  questions.  It’s  also  an  ideal  time  to  recommend  the  use  of 
Lanesta  Gel. 

Lanesta  Gel,  with  or  without  a diaphragm,  is  a most  effective  means  of  conception  control.  Lanesta  Gel 
offers  faster  spermicidal  action  because  it  rapidly  diffuses  into  the  seminal  clot.  In  fact,  the  mean  diffu- 
sion spermicidal  time  of  Lanesta  Gel  is  three  to  seven  times  faster  than  the  mean  diffusion  times  of  ten 
leading  commercially  available  contraceptive  creams,  gels,  or  jellies,  according  to  Gamble  (“Spermicidal 
Times  of  Commercial  Contraceptive  Materials  — 1959’’)  * 

Lanesta  Gel  has  complete  esthetic  acceptance  and  is  well  tolerated. 

‘Gamble,  C.J.;Am.  Pract.  & Digest.  Treat.  71:852  (Oct.)  1960.  See  also  Berberian,  D.A.,  and  Slighter,  R.G.:  J.A.M.A. 
168:2257  (Dec.  27)  1958;  Kaufman,  S.A.:  Obst.  and  Gynec.  15:401  (March)  1960;  Warner,  M.P.;  J.Am.M.  Women’s  A. 
14:412  (May)  1959. 

A PRODUCT  OF  LANTEEN®  RESEARCH  Distributed  by 

Supplied  by  Esta  Medical  Laboratories,  Inc.,  Alliance,  Ohio  BREON  LABORATORIES  INC.,  New  York  18,  N.  Y. 
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Infectious  folliculitis  with  secondary  impetiginization  treated  with  FURACIN-HC  Cream 
—6  days  later  improved  and  discharged. 


Pyodermas: 

fight 

infection, 

facilitate 

healing 


In  clinical  use  for  more  than  13  years  and  today  the 
most  icidely  prescribed  single  topical  antibacterial, 
Furacin  retains  undiminished  potency  against  patho- 
gens such  as  staphylococci  that  no  longer  respond  ade- 
quately to  other  antimicrobials.  Furacin  is  gentle,  non- 
toxic to  regenerating  tissue,  speeds  healing  through 
efficient  prophylaxis  or  prompt  control  of  infection. 
Unique  luater-soluble  bases  provide  thorough  penetra- 
tion, lasting  activity  in  wound  exudates,  without  “seal- 
ing” the  lesion  or  macerating  surrounding  tissue. 


the  broad-spectrum 
bactericide  exclusively 
for  topical  use 


brand  of  nitrofurazone 


in  dosage  forms  for  every  topical  need 


Soluble  Dressing  / Soluble  Powder 
Solution  / Cream  / HC  Cream 
(with  hydrocortisone)  / Vaginal 
Suppositories  / Inserts  / Furestrol® 
Suppositories  (with  diethylstilbestrol) 
Special  Formulations  for  Eye,  Ear,  Nose 


EATON  LABORATORIES 

Division  of  The  Norwich  Phannacal  Company 

NORWICH,  NEW  YORK 
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For  the 
irritable 
G.L  tract 

Milpath  acts  quickly  to  suppress  hypermotility, 
hypersecretion,  pain  and  spasm,  and  to  allay 
anxiety  and  tension  with  minimal  side  effects. 

AVAILABLE  IN  TWO  POTENCIES 

MILPATH-400— Yellow,  scored  tablets  of  400  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 tablet  t.i.d.  at  mealtime  and  2 at  bedtime. 

MlLPATH-200— Yellow,  coated  tablets  of  200  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 or  2 tablets  t.i.d.  at  mealtime  and  2 at  bedtime. 

Milpath 

®Miltown  -j-  anticholinergic 

WALLACE  LABORATORIES  Cranbury,  N.  J. 


2018 
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• stops  wheezing 

• increases  cough  effectiveness 

• relieves  spasm 


in  chronic  disorders  associated  with  obstructed  respiration,  the  dependable  antispasmodic  and  expectorant 
action  of  Quadrinal  rapidly  clears  the  bronchial  tree.  Patients  breathe  more  easily  and  acute  episodes  of 
■ bronchospasm  are  often  eliminated.  Quadrinal  is  well  tolerated,  even  on  prolonged  administration.  TTie 


^potassNm  iodide  in  Quadrinal  provides  an  expectorant  of  time-tested  effectiveness  and  safety. 

S lmllcatl«ns:  Bronchial  asthma,  chronic  bronchitis, 

m pulmonary  fibrosis,  pulmonary  emphysema. 

B PuadritialTsileb,  containing  ephedrinsHCt  {24  mg.), 

w phenObarbitlt  {24  mg.),  ‘Phyllicin’*  {theophyltine-calclura 

salicylate)  ^30  mg.),  ani  potasslom  Iodide  (0.3  6m.), 


^Iso  available  » 

a new  Quadrinal  dosage  form  with  taste-appeal  for  all  age  groups : 
fruit-flavored  QUADRINAL  SUSPENSION  0 teaspoohfui.W-1/2  Qtadrinal  Tablet) 


KNOkL  PHARMACEUTICAI.  CONIFANY,  orange,  new  Jersey 


‘Quadrinal,  Phyillcln® 


1 

( 


With  proper  medical  management  and  adequate 
control  of  seizures,  epileptic  persons  may  lead  pro- 
ductive, functioning  lives.'^  To  implement  this  goal, 
many  clinicians  rely  on  Dilantin  for  outstanding 
control  of  grand  mal  and  psychomotor  attacks. 

“In  most  cases  Dilantin  is  the  drug  of  choice 

Toxic  symptoms  are  uncommon  and  when  they  do 
appear  they  are  usually  readily  controlled;  the  drug 
is  inexpensive,  and  widely  available.”'  Dilantin 
Sodium  (diphenylhydantoin  sodium,  Parke-Davis) 
is  available  in  several  forms,  including  Kapseals, 
0.03  Gm.  and  0.1  Gm.,  bottles  of  100  and  1,000. 


other  members  of  the  PARKE-DAVIS 
FAMILY  OF  ANTICONVULSANTS 
for  grand  mal  and  psycho- 
motor  seizures:  Phelantin® 


SODIUM  KAPSEALS® 


HELPS  KEEP  HIM 
IHTHE 


Kapseals  (Dilantin  100  mg., 

phenobarbital  30  mg.,  des-  MIDST  OFTHIHGS 

oxyephedrine  hydrochloride  2.5  mg.),  bottles  of  1 00. 
for  the  petit  mal  triad:  Milontin®  Kapseals  (phen- 
suximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and 
1,000;  Suspension,  250  mg.  per  4 cc.,  16-ounce 
bottles  • Celontin®  Kapseals  (methsuximide, 
Parke-Davis)  0.3  Gm.,  bottles  of  100.  Zarontin® 
Capsules  (ethosuximide,  Parke-Davis)  0.25  Gm., 
bottles  of  100.  See  medical  brochure  for  details 
of  administration  and  dosage. 


PARKE-DAVIS 


(1)  Carter,  S.:  M.  Ctin.  North  America  37:315,  1953. 

(2)  Malfby,  G.  L.:  J.  Maine  M.  A.  48:257,  1957. 

(3)  Crawley,  J.  W.:  M.  Clin.  North  America  42:317,  1958. 


fiAHK£.  OAVIS  d COMPANY,  OttrtH  tf.  MicH/g§n 


THIS 

TRACK 

OFFICIAL 

HAS 

EPILEPSY... 


in  rheumatoid  arthritis 


Triamcinolone  LEDERLE 


UNSURPASSED  “GENERAL-PURPOSE”  STEROID 
OUTSTANDING  FOR  “SPECIAL-PURPOSE”  THERAPY 


ARISTOCORT  Triamcinolone  has  long  since  proved  its  unsurpassed  efficacy  and  relative 
safety  in  treating  rheumatoid  arthritis.  Mounting  clinical  evidence  has  shown  that 
ARISTOCORT  is  also  highly  valuable  for  the  “special-problem”  arthritic  — the  patient  who, 
because  of  certain  complications,  was  hitherto  considered  a poor  candidate  for  cortico- 
steroids. 

for  example: 

SPECIAL  PROBLEM:  ANXIETY- TENSION 

When  triamcinolone  was  used,  euphoria  and  psychic  unrest  rarely  occurred.  (McGavack, 
T.  H.:  Clin.  Med.  6:997  [June]  1959.) 

SPECIAL  PROBLEM:  OVERWEIGHT 

No  patient  developed  voracious  appetite  on  triamcinolone.  Preferable  for  the  overweight 
person  whose  appetite  is  undesirably  stimulated  by  other  steroids.  (Freyberg,  R.  H. ; 
Berntsen,  C.  A.,  Jr.,  and  Heilman,  L.:  Arthritis  & Rheumatism  1:215  [June]  1958.) 

SPECIAL  PROBLEM:  EDEMA 

Since  it  does  not  produce  edema,  triamcinolone  is  useful  in  rheumatoid  arthritis  patients 
with  cardiac  decompensation  who  need  steroid  therapy.  (Hollander,  J.  L. : J.A.M.A. 
172:306  [Jan.  23]  1960.) 

SPECIAL  PROBLEM:  HYPERTENSION 

Triamcinolone  may  be  included  among  the  currently  available  antirheumatic  steroids 
having  the  least  tendency  to  cause  sodium  retention.  (Ward,  L.  E.:  J.A.M.A.  170:1318 
[July  11]  1959.) 

Hypertension  did  not  result  from  triamcinolone  therapy.  Existing  hypertension  was 
reduced  sometimes.  This  may  have  been  due  to  lack  of  sodium  retention.  (Freyberg,  R.  H. ; 
Berntsen,  C.  A.,  Jr.,  and  Heilman,  L.:  Arthritis  & Rheumatism  1:215  [June]  1958.) 

Precautions:  Collateral  hormonal  effects  generally  associated  with  corticosteroids  may  be 
induced.  These  include  Cushingoid  manifestations  and  muscle  weakness.  However,  sodium  and 
potassium  retention,  edema,  weight  gain,  psychic  aberration  and  hypertension  are  exceedingly 
rare.  In  the  treatment  of  rheumatoid  arthritis,  dosage  should  be  individualized  and  kept  at  the 
lowest  level  needed  to  control  symptoms.  Dosage  should  not  exceed  36  mg.  daily  without  potas- 
sium supplementation.  Drug  should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes 
simplex  and  chicken  pox. 

Supplied:  Scored  tablets  — 1 mg.  (yellow):  2 mg.  (pink);  4 mg.  (white);  16  mg.  (white). 

Also  available  --  syrup,  parenteral  and  various  topical  forms. 
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RESTORE 

VirALITY... 


to  "the  under-par  child"* 

^‘"Zentron 

comprehensive  liquid  hematinic 

• corrects  iron  deficiency 

• restores  healthy  appetite 

• helps  promote  normal  growth 

• underweight,  easily  fatigued,  anorexic— due 
to  mild  anemia 

Eax^h  5-cc.  teaspoonful  provides: 

Ferrous  Sulfate  (equivalent  to 


20  mg.  of  iron) 100  mg. 

Thiamine  Hydrochloride 

(Vitamin  B,) 1 mg. 

Riboflavin  (Vitamin  Bo)  ....  1 mg. 

Pyridoxine  Hydrochloride 

(Vitamin  Be) 0.5  mg. 

Vitamin  Bjo  Crystalline  ....  5 meg. 

Pantothenic  Acid 

(as  d-Panthenol) 1 mg. 

Nicotinamide 5 mg. 

Ascorbic  Acid  (Vitamin  C).  . . 35  mg. 
Alcohol,  2 percent. 


Usual  dosage: 

Infants  and  children — 12  to  1 teaspoonful 
(preferably  at  mealtime)  one  to  three 
times  daily. 

Adults — 1 to  2 teaspoonfuls  (preferably  at 
mealtime)  three  times  daily. 

ZentronTx  (iron,  vitamin  B compiex,  and  vitamin  C,  Lilly) 
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New  Editor  Named  for  Journal 


WILLIAM  HAMMOND,  M.D. 


The  Publication  Committee  of  the  Medical 
Society  of  the  State  of  New  York  is  pleased 
to  announce  the  appointment  of  William 
Hammond,  M.D.,  as  editor  of  the  New  York 
State  Journal  of  Medicine.  Dr.  Ham- 
mond served  as  assistant  editor  of  the 
Journal  for  the  past  three  years;  he  suc- 
ceeds the  late  Laurance  D.  Redway,  M.D., 
as  editor. 

Dr.  Hammond  is  a native  of  New  York 
City  and  now  lives  in  Scarsdale.  He  at- 
tended Columbia  University  and  graduated 
from  McGill  University  Faculty  of  Medicine 
in  1927.  He  received  hospital  training  in 
Montreal,  Boston,  and  Baltimore  and  has 
jiracticed  internal  medicine  in  Westchester 
from  1931  to  the  present. 

For  the  past  twenty  years  Dr.  Hammond 
has  served  as  medical  consultant  to  the 
Department  of  Family  and  Child  Welfare  of 
Westchester  County;  for  the  past  ten  years 

2026 


he  has  been  consultant  to  the  State  Depart- 
ment of  Social  Welfare  in  its  program  for  aid 
to  the  disabled.  He  is  affiliated  also  with 
St.  Luke’s  Convalescent,  Gras.slands,  and 
White  Plains  Hospitals. 

Dr.  Hammond’s  main  fields  of  interest  are 
geriatrics,  welfare,  and  nutrition.  He  has 
done  research  and  published  reports  in  these 
fields,  and  he  is  first  vice-president  of  the 
American  Geriatrics  Society. 

Under  the  leadership  of  the  new  editor  it  is 
certain  that  the  Journal  will  maintain  the 
high  standards  established  by  former  editors, 
the  late  George  W.  Kosmak,  M.D.,  and  the 
late  Dr.  Redway.  Dr.  Hammond  has 
proved  outstanding  ability  in  the  field  of 
medical  writing  and  editing,  as  well  as  in  the 
practice  of  medicine. 

In  projecting  his  hopes  for  the  Journal, 
Dr.  Hammond  stated:  “We  beUeve  that  the 
Journal  has  the  unique  function  of  pulling 
together  the  medical  thought  of  a large 
membership  widely  diversified  and  widely 
dispersed  throughout  this  vast  Empire  State. 

“With  roots  in  rural,  suburban,  and  urban 
areas,  with  ten  medical  schools,  with  more 
than  400  hospitals,  many  of  them  important 
teaching  centers  in  their  own  right,  with 
active  and  perceptive  health  departments  at 
all  levels  of  government,  the  sources  of 
material  are  tremendous. 

“We  cultivate  these  sources  constantly 
and  will  continue  to  do  so.  We  will  endeavor 
to  make  this  Journal  a prime  means  of 
communication  for  all  w'ho  study,  teach,  and 
write.” 

The  members  of  the  Publication  Commit- 
tee feel  sure  that  the  membership  of  the 
Medical  Society  of  the  State  of  New  York 
and  other  Journal  readers  will  join  with 
them  in  wishing  Dr.  Hammond  success  in  his 
editorial  leadership  of  the  New  York  State 
Journal  of  Medicine. 
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Comment  on  Gottsdanker  v.  Cutter  Laboratories 


In  mid-July,  1960,  a California  appellate 
court  affirmed  judgments  totaling  $147,300 
against  a manufacturer  of  Salk  vaccine  for 
damages  sustained  when  two  children  alleg- 
edly contracted  poliomyelitis  as  a result  of 
an  inoculation  with  the  vaccine. 

The  Court  in  its  decision  related  that  the 
vaccine  administered  to  each  child  was  pur- 
chased by  a doctor  from  a pharmacy  in  a 
sealed  bottle  or  ampule.  In  one  case  the 
hyperdermic  injection  of  the  vaccine  was 
made  by  a doctor,  in  the  other  by  a nurse 
under  a doctor’s  direction.  Neither  doctor 
was  sued,  and  the  action  against  one  of  the 
pharmacies  was  dismissed  in  a lower  court. 
It  said  that  there  had  been  substantial  evi- 
dence to  sustain  a finding  that  the  vaccine 
contained  live  virus  of  poliomyelitis  and  that 
the  injected  vaccine  caused  the  disease  in 
each  child.  The  essence  of  the  plaintiff’s 
claim  was  not  that  the  vaccine  failed  to  pre- 
vent polio  but  that  it  actually  and  directly 
caused  it. 

The  decision  is  of  particular  interest  be- 
cause it  marks  a significant  extension  of  the 
doctrine  of  “implied  warranty  of  merchant- 
ability and  of  fitness  for  the  purpose  of  which 
it  is  sold”  from  the  established  rule  concern- 
ing food  products  to  drugs  such  as  the  vaccine 
involved. 

The  Court  stated  the  general  rule  followed 
substantially  in  all  American  jurisdictions 
that  an  essential  factor  in  establishing  the 
liability  of  a manufacturer  for  implied  war- 
ranty is  “privity  of  contract”  (that  is,  direct 
sale  from  the  manufacturer  to  the  ultimate 
consumer).  It  then  went  on  to  say  that 
California,  among  a number  of  other 
states,  had  recognized  an  exception  to  the 
privity  requirement  in  cases  where  the 
product  is  food  for  human  con,sumption.  It 
stated  that  as  a matter  of  public  policy  only 
wholesome  food  could  be  sold  for  human 
consumption,  and  therefore  California  had 
rejected  the  contention  that  an  implied 
warranty  in  food  cases  runs  “only  from  an 
immediate  seller  to  an  immediate  buyer.” 


The  Court  then  went  on  to  say  that: 

In  view  of  the  established  Cahfornia  rule 
that  the  consumer  of  a food  product  may  re- 
cover from  the  manufacturer  upon  implied 
warranty,  is  there  any  reason  to  apply  a 
different  rule  to  the  vaccine  here  involved? 
We  think  not.  The  vaccine  is  intended  for 
human  consumption  quite  as  much  as  is 
food.  We  see  no  reason  to  differentiate  the 
policy  considerations  requiring  pure  and  whole- 
some food  from  those  requiring  pure  and 
wholesome  vaccine. 

It  then  related  that  several  earlier  de- 
cisions had  stated  that  the  privity  exception 
extends  to  “medicines  and  food  stuff”  and 
had  relied  on  the  pure  food  and  drug  acts 
as  indicating  the  public  policy  which  under- 
lies the  exception.  The  Court  pointed  out: 

The  vaccine  here  involved  is,  like  food 
products,  designed  solely  for  introduction  into 
the  body  of  a human  being.  . . . The  fact 
that  the  entry  is  made  by  injection  rather  than 
by  ingestion  in  no  way  alters  the  premise 
that  each  is  for  human  consumption — each 
enters  the  human  system.  In  fact,  the  diges- 
tive system  has  means  of  rejecting  or  minimiz- 
ing the  effects  of  many  toxic  compounds  taken 
orally.  Such  defenses  are  much  less  available 
as  against  harmful  elements  introduced  into 
the  system  by  hypodermic  injection. 

The  Court  then  went  on  to  reject  the 
vaccine  manufacturer’s  argument  that  even 
if  privity  was  not  required,  there  could  be 
an  actionable  implied  warranty  only  if  the 
plaintiff  himself  was  a purchaser  of  the 
vaccine.  It  said  that  in  the  absence  of  a 
sale  to  and  a purchase  by  the  plaintiff,  there 
was  no  “vehicle  to  carry  an  implied  war- 
ranty” by  the  manufacturer.  The  manu- 
facturer relied  in  large  part  on  the  leading 
New  York  case  of  Perlmutter  v.  Beth  David 
Hospital,  308  N.Y.  100,  which  held  that 
the  furnishing  of  blood  by  a hospital  carries 
no  implied  warranty  of  merchantability  and 
fitness  because  it  constitutes  a rendition  of 
service  and  not  a sale  of  the  blood.  It 
argued,  by  analogy,  that  the  transaction 
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between  the  doctors  and  the  plaintiffs  in 
these  cases  was  not  a sale.  The  Court  ac- 
cepted this  analogy  that  there  was  no  sale  of 
the  vaccine  from  the  doctor  who  administered 
or  supervised  the  inoculation  to  either  of  the 
plaintiff’s  children  but  rejected  the  argument 
that  this  disposed  of  the  case. 

It  said  that: 

It  seems  clear  that  the  implied  warranties 
of  fitness  and  of  merchantability  are  enforce- 
able only  against  a seller  [because  of  California 
statute].  But  it  is  of  the  essence  of  the 
food  exception  to  the  privity  rule  (which  we 
have  held  equally  applicable  to  vaccines)  that 
the  sale  need  not  be  from  the  manufacturer  to 
the  consumer.  AVhile  the  manufacturer  of 
foods  and  drugs  is  not  liable  as  a warrantor 
unless  he  has  made  a sale,  we  see  no  reason 
to  hold  that  he  escapes  liability  because  the 
ultimate  consumer,  whose  use  of  the  product 
in  the  essential  consideration  in  its  manufac- 
ture for  the  market,  is  not  a purchaser  under 
a contract  of  sale.  It  is  significant  that  in  the 
leading  California  case  pcn-mitting  warranty 
recovery  without  j)rivity  in  food  cases,  the 
plaintiff  was  not  the  purchaser.  Her  husband 
had  bought  the  sandwich  which  she  ate.  . . . 
The  vaccine  here  used  was  manufactured  for 
the  express  purpose  of  supplying  doctors 
who  would  inject  it  into  the  bodies  of  persons 
seeking  inoculations  against  poliomyelitis. 
Clearly  it  is  the  patient,  and  not  the  doctor, 
who  is  the  ultimate  consumer  of  the  vaccine. 


While  a sale  is  essential  to  impose  liability 
under  the  implied  warranties,  the  initial  sale 
to  distributor  or  retailer  of  pharmaceu- 
ticals is  sufficient  to  impose  upon  the  manu- 
facturer the  responsibility  of  fulfilling  the 
implied  warranties  which  run  to  the  benefit  of 
the  persons  whom  the  manufacturer  int('nd('d 
to  be,  and  who  in  fact  became,  the  “con- 
sumers.” 

The  Courts  of  New  York  have  not  as  yet 
gone  as  far  as  those  of  California  in  interpret- 
ing the  privity  requirement  but  a portent  of 
the  future  is  implicit  in  a decision  of  the 
Court  of  Appeals  on  March  2,  1961.  In  the 
case  of  Greenberg  v.  Lorenz,  a father  had 
purchased  a can  of  salmon.  It  contained 
foreign  matter.  His  son  ate  the  salmon, 
was  injured,  and  sued  the  seller  for  breach  of 
an  implied  warranty  of  fitness  and  whole- 
someness. The  rule  in  New  York  in  the 
past  has  been  that  there  could  be  no  re- 
covery on  a wari-anty  without  “privity  of 
contract.”  But  the  Court  of  Appeals  has 
now  changed  in  part  this  old  hard  and  fast 
rule,  saying  that  it  will  take  one  step  at  a 
time.  It  has  ruled  that  when  a father  buys 
households  goods,  it  is  presumed  that  he  is 
acting  as  agent  for  all  of  his  household  and 
therefore  privity  exists  between  the  seller 
and  all  the  members  of  the  buyer’s  family. 
(Gottsdanker  v.  Cutter  Laboratories,  6 Cal. 
Rptr.  320.) 


The  Atomic  Tool 


The  Manhattan  Engineer  District,  pred- 
ecessor of  the  Atomic  Energy  Commission, 
foresaw  the  possibility  of  widespread  scien- 
tific use  of  its  radioactive  byproducts  and 
in  1946  made  the  first  civilian  shipment  of  a 
radioisotope  to  a cancer  hospital  in  St. 
Louis. 

The  Atomic  Energy  Commi.ssion  has  been 
charged  with  responsibility  for  public  health 
and  safety  in  the  use  of  the  radioactive  ma- 
terials it  produced.  The  point  was  reached 
in  1959  when  some  of  this  responsibility 
could  be  shifted  to  the  states.  I'ive  states 


have  enacted  enabling  legislation,  and  aetion 
is  pending  or  in  the  planning  stage  in  17 
others.  Active  negotiations  with  the  Com- 
mission are  in  process  by  this  State  at  the 
present  time. 

Of  all  the  applications  of  radioactive 
tracer  elements  those  in  use  in  agriculture 
and  in  medicine  are  most  interesting  and  re- 
warding. 

Quietly  and  with  insufficient  public  recog- 
nition, the  radioisotope  has  made  and  con- 
tinues to  make  magnificent  contributions  to 
all  phases  of  agriculture.  Tracer  atoms. 
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such  as  carbon-14,  iodine-131,  and  phos- 
phorus-32, have  made  possible  thousands  of 
experiments  that  have  added  tremendously 
to  our  understanding  of  the  biology  of  plant 
and  animal  processes.  We  have  learned 
much  about  the  insects  and  disea.ses  that 
menace  our  crops  and  livestock,  about  the 
soils  which  nourish  them  and  about  the 
sources  and  movement  of  water  so  neces.saiy 
to  sustain  them.  Savings  to  the  farmer,  live- 
stock grower,  orchardist,  and  others  en- 
gaged in  agriculture  have  mounted  into 
millions. 

By  putting  tagged  atoms  into  fertilizer, 
one  can  make  exact  measurements  of  when, 
where,  and  how  the  plants  make  u.se  of  these 
nutrients.  When  it  was  proved  thus  that 
tobacco  plants  make  little  u.se  of  commercial 
phosphates,  the  fertilizer  manufacturers 
changed  their  formulae.  In  some  areas 
farmers  carefully,  and  expensively,  fertilized 
corn  just  before  it  ta.sseled.  The  use  of 
radioactive  phosphorus  proved  that  the  corn 
plants  do  not  u.se  the  applied  fertilizer  after 
they  are  about  knee-high. 

Some  agricultural  scientists  have  as.serted 
that  research  with  radioactive  phosphorus 
yielded  in  a few  years  more  new  knowledge 
of  phosphate  fertilizers  than  had  been  gained 
through  decades  of  previous  study. 

In  an  area  that  seemed  well  suited  to 
raising  livestock,  the  animals  did  not  thrive 
as  well  as  expected.  Thanks  to  the  tracer 
atom  it  was  found  that  the  cause  was  the 
absence  in  their  diet  of  minute  amounts  of  a 
single  mineral  element — cobalt.  Apricot 
trees  in  the  lush  Yakima  Valley  were  de- 
creasing slowly  in  yield  for  no  readily  ap- 
parent reason.  The  atomic  “detective”  was 
put  on  the  case,  and  it  was  found  that  too 
much  of  one  mineral,  zinc,  was  being  fed  into 
the  soil  from  the  irrigation  water.  These  are 
only  two  examples  of  many — the  list  is 
imprt'ssive. 

Spectacular  progress  has  been  made  in 
man’s  unending  battle  against  in.sects  and 
plant  and  animal  di.seases.  The  tagged 
atoms  make  it  possible  to  know  more  of  the 
life  cycles,  habits,  flight  ranges,  and  popula- 


tion characteristics  of  insects. 

Effects  of  in.secticides  on  their  intended 
victims  and  on  the  plants  and  trees  them- 
selves can  be  investigated.  The  story  of 
how  the  screwworm  was  eradicated  in  South- 
eastern United  States  by  radiation  steriliza- 
tion is  too  long  to  be  told  here,  but  what  is 
noteworthy  is  that  re.search  is  in  progress  to 
see  if  this  same  technic  can  be  applied  to  the 
dacus  fly  which  infests  the  olive  groves  of 
Greece  and  the  IMediterranean. 

Carbon-14  has  been  invaluable  in  studying 
the  uptake  and  distribution  of  weed-killing 
chemicals  applied  to  leaves  of  plants.  This 
same  isotope  has  been  useful  in  investigating 
how  plant  metaboli.sm  may  be  affected  by 
growth  regulators.  Tritium,  the  radioactive 
isotope  of  hydrogen,  is  being  u.sed  to  measure 
the  source  and  flow  of  underground  water 
and  the  water  content  of  .soils. 

The  possibility  of  using  radioisotopes  in 
medicine  was  quickly  recognized,  as  radio- 
activity  has  been  used  for  various  purposes  in 
medicine  since  about  1905.  The  first  medi- 
cal use  of  man-made  radioactivity  occurred 
in  the  mid-1930’s  at  the  University  of 
California  with  cyclotron-produced  radio- 
phosphorus. When  the  nuclear  reactor  made 
these  materials  available  in  quantity  and, 
therefore,  relatively  cheap,  medical  knowl- 
edge benefited  greatly. 

In  a recent  summary  the  Atomic  Energy 
Commission  stated  that:  “The  supremaej^ 
of  radioactive  elements  as  tracers  to  define 
physiologic  processes  is  readily  apparent  in 
medical  and  biologic  fields.  The  tracers 
correspond  in  size  and  kind  to  the  thing  they 
trace.  They  are  not  foreign  or  chemically 
different — they  are  the  material  or  a true 
part  thereof.” 

Some  disease  processes  that  have  been 
studied  are  cancer,  leukemia,  heart  malfunc- 
tions, arteriosclerosis,  arthritis,  anemia,  gout, 
and  nutritional  deficiencies.  That  is  an  im- 
pressive list. 

We  find  that  new  understanding  of  old 
processes  is  perhaps  the  most  valuable  re- 
sult, but  diagnostic  technics,  undreamed  of 
only  a few  decades  ago,  now  are  in  wide  use. 


June  15,  1961 
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There  are  more  than  2,500  licensees  using 
radioisotopes  in  medical  research,  diagnosis, 
and  therapy.  About  half  of  these  licensees 
are  physicians  in  private  practice. 

Applications  now  include  determination 
of  the  thyroid  function,  measurement  of 
blood  volume,  cardiac  output,  liver  function, 
plasma  volume,  and  many  other  body  func- 
tions. 

The  complete  explanation  of  the  cause  and 
cure  of  cancer  still  eludes  the  investigators, 
but  the  therapeutic  use  of  radioisotopes  such 
as  cobalt-60,  cesium-137,  and  gold-198  has 
brought  relief  to  thousands  of  cancer  victims. 

Editorial 

Highway  Report.  A report  from  the  old- 
est and  one  of  the  largest  automobile  insur- 
ance companies  in  the  United  States  con- 
tains some  interesting  observations  on  the 
nation’s  highway  safety  record. 

The  Travelers  Insurance  Companies  of 
Hartford,  Connecticut,  in  its  annual  tally 
of  highway  casualties,  says;  “We  have  long 
contended  that  the  total  number  of  casualties 
rather  than  the  number  of  deaths  should  be 
the  criterion  by  which  we  should  judge  the 
seriousness  of  this  situation.” 

Supporting  this  statement  is  the  stagger- 
ing count  of  more  than  3,000,000  persons 
injured  in  highway  accidents  last  year,  an 
increase  of  more  than  7 per  cent  over  a year 
ago. 

Deaths  increased  during  the  year  by  1 per 
cent  with  400  more  reported  than  in  1959. 
There  were,  however,  208,000  more  injuries 
than  was  the  case  a year  ago. 

The  Travelers  report  continues:  “Thus, 


An  estimated  100,000  patients  now  receive 
radiation  therapy  by  isotopes  annually. 

The  refinement  and  extended  eflaciency 
of  diagnostic  procedures  are  really  further 
developments  of  the  technics  of  research 
which  already  have  revolutionized  biology 
and  biochemistry  and  which  have  been  in 
large  part  the  result  of  the  general  availa- 
bility of  radioisotopes. 

There  seem  to  be  as  many  uses  for  this 
versatile  tool  as  there  are  questions  to  be 
solved.  That  it  will  open  up  new  questions 
is  certain;  that  it  will  solve  some  of  them  is 
probable. 

Comment 

while  deaths  from  motor  vehicle  accidents 
remain  fairly  stable,  within  a few  hundred 
each  year,  injuries  continue  to  mount  with 
alarming  rapidity,  topping  3,000,000  an- 
nually for  the  first  time  in  1960.” 

“It  must  be  remembered,”  says  the  report, 
“that  the  apparent  levehng  off  of  the  number 
of  deaths  has  come  about,  not  because  of 
motorists  but  in  spite  of  them.  More  than 
80  per  cent  of  personal  injury  accidents  still 
involve  driving  violations,  and  the  fact  that 
deaths  have  not  risen  sharply  in  recent  years 
is  due  largely  to  better  and  more  prompt 
medical  care  rather  than  care  on  the  part  of 
the  drivers.” 

Casualties  that  result  from  motor  acci- 
dents are  an  additional  burden  for  the  prac- 
ticing physician.  The  time  and  skill  de- 
voted to  the  avoidable  casualty  could  be 
better  spent  elsewhere.  There  can  be  no 
relaxation  in  efforts  by  everyone  to  make  the 
avoidable  casualty  truly  avoidable. 


Support  the  c91.g5W.£.^.  Concert 
June  28,  1961  Carnegie  ^all 
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MILD- MODE  RATE-SEVERE 
GASTROINTESTINAL  DISORDERS 

Pro-Banthine*  / 


One  characteristic  of  Pro-Banthlne  which  has 
won  it  general  medical  acceptance  is  its  versa- 
tility. Pro-Banthlne  has  proved  highly  useful  in 
the  management  of  gastrointestinal  disorders 
varying  widely  in  both  symptoms  and  severity. 

In  peptic  ulcer  and  in  other  disorders  char- 
acterized by  hyperacidity,  hypermotility  or 
spasm  of  the  enteric  tract,  Pro-Banthlne  con- 
trols symptoms  with  a consistency  attested  in 
more  than  375  published  reports. 

This  therapeutic  proficiency  results  not 
merely  from  the  high  level  of  pharmaco- 
dynamic activity  of  Pro-Banthlne  but  also  from 
a favorable  balance  of  its  actions  on  both  au- 
tonomic ganglia  and  parasympathetic  effector 
organs.  The  total  effect  of  this  activity  permits 
doubling  or  tripling  the  usual  dosage  to  relieve 
severe  or  intractable  conditions  without  unduly 
extending  or  aggravating  secondary  actions. 

Less  than  a satisfactory  response^  to  Pro- 
Banthlne  may  often  be  simply  a result  of  less 
than  adequate  dosage. 

G.  D.  SEARLE&  CO.,  CHICAGO  80, 


Pro-Banthine,  brand  of  propantheline  bro- 
mide, is  supplied  in  tablets  of  15  mg.  for  oral 
administration  in  conditions  such  as  peptic 
ulcer,  gastritis,  duodenitis,  pylorospasm,  biliary 
dyskinesia  and  spastic  colon,  and  in  ampuls  of 
30  mg.  for  intramuscular  or  intravenous 
administration  in  conditions  such  as  ureteral 
spasm  and  pancreatitis  in  which  prompt  and 
vigorous  effects  are  required  or  when  nausea 
and  vomiting  preclude  oral  administration. 

Usual  adult  dosage:  One  tablet  four  times 
daily.  Up  to  four  tablets  may  be  administered 
four  times  daily  for  severe  manifestations. 


When  emotional  factors  prevail  — 
Pro-BanthTne®  with  Dartal® 

Brand  of  propantheline  bromide  with  thiopropazate  dihydrochloride 
(Not  more  than  four  tablets  daily.) 


or 

Pro-BanthTne®  with  Phenobarbital 


1.  Krantz,  J.  C.,  Jr.,  and  Carr,  C.  J.:  The  Pharmacologic  Prin- 
ciples of  Medical  Practice,  Baltimore,  The  Williams  & Wilkins 
Company,  1958,  p.  843. 

ILLINOIS.  Research  in  the  Service  of  Medicine 
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essential 
partners 
in  the 
control 
of  edema 


brand  of  meralluride  sodium 

nonmercurial 

METAHYDRIN 

brand  of  trichlormethiazide 

Now. . .the  alternate  or  combined  use  of  these  two  drugs 
can  help  the  physician  meet  with  maximum  efficiency 
the  demands  of  diuretic  therapy  in  almost  any  phase  or  degree 
of  cardiac  edema— acute  or  chronic. 

SEND  FOR  METAHYDRIN  BROCHURE 

SUPPLIED: 

METAIIYDRIN— Tabletsof2  mg.  and  4 mg.  in  bottles  of  100  and  1000. 

MERCUIIYDRIN — 1 cc.  and  2 cc.  ampuls  in  boxes  of  12,  25  and  100, 
and  10  cc.  rubber  capped,  multiple  dose  vials  in 
boxes  of  6,  25  and  100. 

Needs  no  refrigeration. 
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Peptic  Ulcer  as  a Presenting  Manifestation  of 
Primary  Hyperparathyroidism 

PAUL  CHODACK,  M.D.,  AND  JOSEPH  N.  ATTIE,  M.D.,  BROOKLYN,  NEW  YORK 

{From  the  Department  of  Medical  Services  and  the  Department  of  Surgery,  Maimonides  Hospital  of  Brooklyn, 
and  the  Departments  of  Medicine  and  Surgery,  State  University  of  New  York  Downstate  Medical  Center) 


T3rimary  hyperparathyroidism  is  readily 
curable  by  timely  surgical  intervention 
before  irreversible  damage  has  been  caused 
to  the  kidneys.  A high  premium  is  thus 
put  on  early  diagnosis,  but,  unfortunately, 
a correct  diagnosis  is  rarely  suggested  by 
the  very  early  symptoms  of  the  disease. 
Although  hyperparathyroidism  as  a patho- 
logic state  has  been  known  for  over  a half 
century,'-*  and  the  basic  diagnostic  criteria 
of  the  condition  have  been  well  established 
for  over  a quarter  century,*  its  recognition 
is  not  always  easy  and  its  diagnosis  is  often 
elusive.  This,  as  was  pointed  out  by  Al- 
bright, Aub,  and  Bauer*  is  due,  in  part, 
to  a lack  of  awareness  of  the  various  guises 
assumed  by  primary  hyperparathyroidism 
with  its  pleomorphic  manifestations,  mimick- 
ing other  clinical  disorders  and  being,  in 
turn,  mimicked  by  them. 

Usually  a diagnosis  of  primary  hyper- 
parathyroidism is  suggested  first  by  osseous 
and/or  renal  manifestations  associated  tra- 
ditionally with  this  disease.  Confirmation 
is  then  obtained,  in  cases  showing  positive 
results,  by  a laboratory  detection  of  the 
following  biochemical  changes  characteristic 
of  the  condition:  “increased  serum  calcium 
level,  decreased  serum  phosphorus  level, 
and  an  increased  excretion  of  both  elements 
in  the  urine.”*  Then  the  diagnosis  is 


proved  finally  by  a pathologic  examination 
of  the  parathyroid  tissue  obtained  at  op- 
eration or  at  necropsy.  The  association 
between  skeletal  abnormalities  and  the 
parathyroid  bodies  was  known  to  patholo- 
gists'-*-'*-®  even  before  Mandl’s®-*  classical 
therapeutic  parathyroidectomy  and  before 
insight  had  been  gained  into  the  physiology 
of  the  parathyroid  glands,®”'*  and  osseous 
manifestations  were,  for  a time,  the  prin- 
cipal clue  to  the  diagnosis  of  hyperpara- 
thyroidism. 

Albright  and  Bloomberg'*  and  Albright 
et  aU*  were  the  first  to  note  the  greater 
incidence  of  renal  damage  as  a manifesta- 
tion of  hyperparathyroidism  rather  than 
the  more  spectacular  osseous  changes,  and 
they  urged  a systematic  screening  of  patients 
with  urinary  lithiasis  for  hyperparathy- 
roidism. In  1934  Gutman,  Swenson,  and 
Parsons'®  observed  that  hyperparathyroid- 
ism was  associated  frequently  with  nausea, 
vomiting,  anorexia,  constipation,  and  epi- 
gastric pain  and  that  “the  gastrointestinal 
symptoms  may  dominate  the  picture  as  to 
suggest  duodenal  ulcer  or  acute  appendi- 
citis.” Rogers'®  and  Rogers  et  aZ.'*  were 
the  first,  however,  to  describe  the  actual 
association  of  peptic  ulcer  and  hyperpara- 
thyroidism. This  association  has  received 
considerable  attention,  as  evidenced  by  the 
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increasing  number  of  observations  and  re- 
ports in  the  literature — reports  of  individual 
cases,  as  well  as  retrospective  studies  of 
many  striking  series  from  major  clinics, 
with  many  authors  stressing  the  significance 
of  peptic  ulcer  as  a clue  to  the  diagnosis  of 
primary  hyperparathyroidism. 

Recently  we  had  occasion  to  study  a 
patient  with  a bleeding  duodenal  ulcer  in 
whom  hyperparathyroidism  was  totally  un- 
suspected, but  in  whom  such  a diagnosis 
was  arrived  at,  in  part,  by  serendipity. 
Immediately  following  the  surgical  removal 
of  a parath5Toid  adenoma,  all  chemical 
indices  of  hyperparathyroidism  reverted  to 
normal,  and  the  duodenal  ulcer  healed  com- 
pletely within  a short  time.  This  led  us 
to  review  our  experience  with  primary 
hyperparathyroidism  at  the  Maimonides 
Hospital  of  Brooklyn  within  the  last  decade, 
with  particular  reference  to  the  simultaneous 
occurrence  of  peptic  ulcer.  A group  of  9 
patients,  all  but  2*  of  whom  were  followed 
personally  by  either  one  or  both  of  us,  com- 
prises the  series  and  forms  the  basis  for  this 
report. 

Results 

The  essential  features  of  the  9 cases  are 
summarized  in  Table  I and  in  Figure  1. 
Gastrointestinal  symptoms  were  present  in 
6 out  of  the  9 cases  and  predominated  in  5 
cases.  The  incidence  of  peptic  ulcer  as  the 
principal  presenting  manifestation  of  pri- 
mary hyperparathyroidism  in  this  group  was 
the  same  as  that  of  skeletal  manifestations, 
2 out  of  9 cases  each.  Five  cases  in  this 
group  presented  a combination  of  two  or 
more  complications,  the  skeletal  complica- 
tions being  generally  an  index  of  the  dura- 
tion of  the  parathyroid  hyperactivity  and 
the  renal  complications  being  an  index  of 
the  si'verity  of  the  condition.  Four  out 
of  the  5 cases  with  skeletal  manifestations 
(Cases  1,  3,  5,  and  9)  exhibited  radiologically 
acromioclavicular  lesorptive  changes  de- 

*  We  are  indebted  to  Samuel  Epstein,  M.D.,  and  to 
Benjamin  Rosenbers,  M.D.,  for  permission  to  use  Case 
5 and  Case  !)  respectively. 
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Fig.  1.  Incidence  of  various  complications  in  a 
group  of  9 cases  of  primary  hyperparathyroidism. 


scribed  by  Nathanson  and  Slobodkin^® — 
the  cupping  and  fraying  of  the  acromial  ends 
of  the  clavicles,  with  or  without  similar 
changes  in  the  articular  surface  of  the 
acromion  process^ — changes  which  some  radi- 
ologists claim  are  pathognomonic  of  hyper- 
parathyroidism, primary  or  secondary. 

The  level  of  calciiun  in  the  serum  dechned 
to  normal  values  in  all  but  1 case  immedi- 
ately postoperatively.  In  Case  5 parathy- 
roid adenoma  tissue  was  implanted  in  the 
sternocleidomastoid  muscle,  and  the  very 
slow  fall  in  the  serum  calcium  level  in  that 
case  was  probably  due  to  the  discharge  of 
parathormone  from  the  implant  which  con- 
tinued to  be  functionally  active  for  a few 
days.  Determinations  for  alkaline  phos- 
phatase activity  were  made  in  8 cases; 
markedly  elevated  levels  were  obtained  in 
2 cases  (133  in  Case  1,  and  127  in  Case  3), 
moderately  elevated  values  of  15  to  30 
were  obtained  in  3 cases  (Cases  2,  5,  and  6), 
and  normal  values  were  obtained  in  3 cases 
(Cases  7,  8,  and  9).  Two  rather  uncommon 
pathologic  conditions  of  the  parathyroid 
glands  were  encountered  in  this  group — 1 
case  of  bilateral  adenomata  (Case  5)  and 
1 case  of  carcinoma  (Case  6).  A more 
detailed  report  of  2 cases  in  which  duodenal 
ulcer  was  associated  with  hyperpara- 
thyroidism follows. 

C.fise  Reports 

Cask  5. — A fifty-niiic-yeur-old  white  male  hotel  i 
manager  wa.s  admittinl  to  the  Maimonides  Hos- 
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PEI^TIC  ULCER  AS  A PRESENTING  MANIFESTATION 
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pital  of  Brooklyn  on  October  12,  1955,  for  in- 
vestigation of  unexplained  anemia.  Three  and 
a half  weeks  prior  to  his  admission,  the  patient 
was  operated  on  for  the  repair  of  an  inguinal 
hernia,  and  during  the  convalescent  period  hemo- 
globin values  ranging  from  10.5  to  7.7  Gm.  per 
100  ml.  of  blood  were  noted.  The  patient  had 
had  an  “ulcer”  of  the  stomach  for  thirty  years, 
but  the  gastrointestinal  complaints  remitted 
between  1949  and  1954.  Since  1954,  he  had  had 
four  or  five  episodes  of  recurrence  of  gastro- 
intestinal complaints  consisting  of  belching, 
heartburn,  constipation,  and,  recently,  melena. 
During  the  previous  winter,  he  had  had  pain  in 
both  shoulders,  and  on  admission  he  complained 
of  pain  in  both  knees  and  in  the  lumbar  spine. 

He  also  complained  of  a frequency  (?)  of  urina- 
tion (from  three  to  four  times  a day)  and  noc- 
turia (from  two  to  three  times).  He  had  had  a 
heart  attack  six  years  before  entry,  but  he  had 
had  no  recurrence  of  cardiovascular  complaints 
since  then. 

A physical  examination  revealed  a well-de- 
veloped, well-nourished  white  male,  not  in  acute 
distress  and  not  appearing  chronically  ill.  The 
blood  pressure  was  150  systolic,  90  diastolic. 
There  was  a healing  left  lower  quadrant  hernior- 
raphy  scar.  The  prostate  was  moderately  en- 
larged. The  remainder  of  the  physical  examina- 
tion was  not  remarkable. 

Laboratory  Data  on  Admission.- — The  urine 
showed  a specific  gravity  of  1.010.  An  examina- 
tion of  the  blood  showed  a red  cell  count  of 

3.480.000  and  a white  cell  coimt  of  9,000  per 
cubic  millimeter,  with  a normal  differential 
count;  a hemoglobin  of  10.5  Gm.  per  100  ml.; 
a hematocrit  of  33;  and  a platelet  count  of 

485.000  per  cubic  millimeter.  The  blood  urea 
nitrogen  was  25  mg.,  the  cholesterol  283  mg., 
albumin  3.7  Gm.,  and  globulin  3.4  Gm.  per  100 
ml.  The  alkaline  phosphatase  was  15.4  and  the 
acid  phosphatase  was  5.4  King-Armstrong  units. 
The  stool  indicated  positive  findings  for  blood. 

An  analysis  of  the  gastric  contents  showed 
free  hydrochloric  acid  after  histamine  stimula- 
tion. The  results  of  fuither  chemical  tests  are 
listed  in  Table  11.  <j 

An  x-ray  examination  of  the  gastrointestinal  1! 
tract  showed  a constantly  irregular  and  deformed  | 
duodenal  cap  suggestive  of  chronic  ulcer  and  a I 
diverticulum  of  the  descending  duodenum.  I 
An  x-ray  exiimination  of  the  knees,  feet,  and  ■ 
ankles  showed  only  evidence  of  moderatelj’  I 
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TABLE  II. — Summary  of  Pertinent  Chemical  Studies  of  the  Blood  in  Case  5 


Date 

Urea 
Nitrogen 
(Mg.  Per 
100  Ml.) 

Creatinine 
(Mg.  Per 
100  Ml.) 

Total 
Protein 
(Gm.  Per 
100  Ml.) 

Calcium 
(Mg.  Per 
100  Ml.) 

Phosphorus 
(Mg.  Per 
100  Ml.) 

Alkaline 

Phosphatase 

(King- 

Armstrong 

Units) 

1955 

October 

18 

25 

10.9 

15.4 

21 

26 

7.i 

28 

32 

31 

32 

1956 

September 

4 

55 

3.5 

6.4 

13 

98 

16.4 

6.2 

17.5 

17 

1 18 

11.9 

5 . 4 

19 

130 

22 

156 

23 

148 

24 

136 

iV.O 

T9 

25 

150 

7.6 

26 

105 

4.8 

17.4 

3.5 

27 

90 

3.4 

29 

75 

October 

1 

40 

19.6 

3.7 

3* 

4 

25 

l'8.’6 

2.8 

5 

16.0 

3.1 

6 

13.0 

2.8 

8 

11.0 

3.1 

17.0 

9 

9.8 

3.7 

10 

52 

9.4 

3.4 

26.0 

15 

52 

9.0 

4.2 

20.1 

22 

51 

9.4 

4.1 

16.0 

29 

47 

7.4 

4.4 

13.8 

1957 

August  6 

41 

8.6 

2.8 

20.0 

1958 

June  17 

47 

10.2 

3.1 

8.0 

* Surgery — two  parathyroid  adenomas  removed. 


advanced  osteoarthritis  of  both  knees.  The 
electrocardiogram  showed  a short  Q-T  interval, 
with  a notation  by  Alfred  M.  Steinman,  M.D., 
that  “one  would  suspect  hypercalcemia.” 

The  patient  was  treated  with  frequent  milk 
feedings,  alkalis,  and  propantheline  bromide 
(Pro-Banthine).  The  guaiac  test  indicated 
negative  findings  for  blood  in  the  stools,  and  the 
hemoglobin  value,  which  had  declined  to  7.7  Gm., 
rose  to  11.1  Gm.  before  his  discharge  from  the 
hospital.  Isosthenuria  persisted  throughout  the 
hospital  stay. 

On  September  1,  1956,  the  patient  was  re- 
admitted to  the  Maimonides  Hospital  of  Brook- 
lyn with  complaints  of  pain  in  the  knees  and  in 
the  lumbar  spine  and  of  weakness  in  the  region 
of  the  right  hip.  An  x-ray  examination  prior 
to  admission  showed  a “cyst”  of  the  right  hip. 
There  had  been  no  recurrence  of  the  gastroin- 


testinal complaints  since  his  last  discharge  from 
the  hospital. 

The  results  of  the  physical  examination  were 
essentially  the  same  as  on  the  previous  admission, 
except  that  some  tenderness  was  now  elicited 
over  the  right  pelvis  posteriorly,  and  there  was 
some  pain  on  palpation  over  the  left  tibia  and 
over  the  left  ulna. 

Pertinent  Laboratory  Data.' — The  urine  was 
persistently  isosthenuric,  the  Sulkowitch  test 
gave  a 3 plus  reaction,  and  the  examination  of 
the  urine  for  Bence  Jones  proteins  indicated 
negative  results  on  three  occasions.  The  guaiac 
test  indicated  positive  findings  for  blood  in  the 
stool.  The  hemoglobin  value  ranged  between 
12.8  and  10.3  Gm.  per  100  ml.  of  blood.  The 
acid  phosphatase  was  6.6  King-Armstrong  units. 
The  results  of  the  other  clinical  studies  of  the 
blood  are  listed  in  Table  II.  A bone  marrow 
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biopsy  showed  no  abnormalities.  An  x-ray  ex- 
amination of  the  urinary  tract  by  intravenous 
jiyelography  was  unsatisfactory  because  of  poor 
visualization.  An  x-ray  film  of  the  skeleton 
showed  large  punched-out  areas  in  the  medulla 
and  in  the  cortex  of  both  hips,  subperiosteal 
cortical  absorption  of  both  humeri,  and  a marked 
absorption  and  fraying  of  the  acromial  ends  of 
both  clavicles  and  of  the  juxta-articular  por- 
tions of  the  acromions.  A barium  esophagram 
showed  a filling  defect  in  the  upper  esophagus, 
but  no  impression  was  demonstrated  on  the 
trachea.  An  x-ray  examination  of  the  upper 
gastrointestinal  tract  showed  a deformed  duo- 
denal bulb  with  a contraction  of  its  apex. 

A diagnosis  of  hyperparathyroidism  was  made, 
and  the  patient  was  scheduled  for  exploration  of 
the  neck  for  a parathyroid  adenoma  or  adenomas. 
However,  because  of  the  rapid  progression  of 
azotemia  and  electrolyte  disturbance,  the  pa- 
tient was  transferred  to  another  institution  for 
the  possible  preoperative  use  of  an  artificial 
kidney.  Dialysis  was  not  found  necessary, 
the  azotemia  was  lowered,  and  the  electrolyte 
derangement  was  corrected  with  intravenously 
administered  fluids,  electrolytes,  and  packed 
red  cells.  However,  the  patient  became  dis- 
oriented and  cardiac  arrhythmias  set  in.  An 
exploration  of  the  patient’s  neck  was  carried  out 
as  a semiemergency  measure.  At  operation,  a 
large  right  superior  parathyroid  adenoma  and  a 
somewhat  smaller  left  inferior  parathyroid 
adenoma  were  removed,  and  one  third  of  the 
right  lobe  of  the  thyroid  was  resected.  The  right 
inferior  and  the  left  superior  parathyroid  bodies 
were  not  visualized,  and,  therefore,  a part  of 
the  left  parathyroid  adenoma  was  implanted 
in  the  left  sternocleidomastoid  muscle.  Post- 
operatively,  the  level  of  serum  calcium  remained 
elevated,  falling  quite  slowly,  and  the  patient 
continued  to  be  disoriented  for  about  ten  days. 
The  blood  urea  nitrogen  was  stabilized  at  about 
50  mg.  per  100  ml.,  and  the  patient  was  dis- 
charged from  the  hospital  one  month  after 
operation. 

Following  di.scharge,  he  had  photophobia  for 
two  months  and  edema  of  the  legs  and  ankles 
for  three  months.  He  was  readmitted  to  the 
hospital  one  year  later  for  follow-up  studies.  An 
x-ray  examination  at  this  time  showed  marked 
improvement  in  both  femora.  The  phenol- 
sulfophthalein  excretion  was  O,  and  the  blood 
urea  nitrogen  and  the  alkaline  phosphatase  were 


elevated;  otherwise  the  chemical  studies  of  the 
blood  were  within  normal  limits  (Table  II). 
A renal  biop.sy  showed  changes  compatible  with 
chronic  pyelonephritis.  The  patient  has  re- 
mained well,  and  the  last  routine  follow-up  ex- 
amination in  1958  gave  es.sentially  the  same 
results  as  in  1957. 

Comment. — This  case  has  illustrated  the  diffi- 
culty encountered  at  times  in  the  diagnosis  of 
hyperparathyroidism,  particularly  in  cases  com- 
plicated by  secondary  renal  damage.  When 
renal  impairment  supervenes  and  excretion  of 
phosjfliate  in  the  urine  is  diminished,  the  chemical 
manifestations  of  hyperparathyroidism  may  be 
abolished,  and  the  usually  acceptable  diagnostic 
criteria  are  no  longer  necessarily  valid.  In  the 
case  we  have  presented,  hypercalcemia  was  sug- 
gested during  the  first  hospital  admission  by  a 
short  Q-T  interval  in  the  electrocardiogram,  but 
further  investigation  in  this  direction  was  aban- 
doned when  the  levels  of  calcium  and  phosphorus 
in  the  serum  were  found  to  be  normal.  Besides 
the  fact  that  the  value  for  calcium  is  less  than  1 1 
mg.  per  100  ml.  of  blood  in  14  per  cent  of  cases 
of  primary  hyperparathyroidism,**  in  this  case 
the  demonstration  of  isosthenuria  and  moderate 
nitrogen  retention,  which  would  indicate  some 
disturbance  in  renal  function,  should  have 
raised  some  doubt  as  to  the  “normality”  of  the 
values  obtained  for  calcium  and  phosphorus  in 
the  serum  and  should  have  called  for  further 
elucidating  studies.  The  utilization  of  the 
newer  tests  for  hyperparathyroidism — the 
measurement  of  the  tubular  reabsorption  of 
l)hosphorus,®*~’^  the  intravenously  administered 
calcium-tolerance,®^  and  the  phosphorus  dej)- 
rivation  test*® — might  have  been  helpful  in 
establishing  the  diagnosis  during  this  jiatient’s 
first  hospital  admission  before  the  renal  impair- 
ment had  progressed  to  a critical  stage. 

Case  8. — A sixty-one-year-old  white  male 
stocks  salesman  was  admitted  to  the  Maimonides 
Hospital  on  December  6,  1958,  for  melena  and 
weakness  of  three  weeks  duration.  In  the  past 
fifteen  years  he  had  had  intermittently  vague 
musculoskeletal  pain  in  various  parts  of  his  body. 
He  had  suffered  from  con.stipation  for  many 
years  and  had  had  intermittently  epigastric 
and  lower  abdominal  pain  for  the  past  fifteen 
years.  Repeated  x-ray  examinations  of  the  gall- 
bladder and  the  gastrointestinal  tract  (the  latest 
examination  was  in  August,  1958)  revealed  en- 
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tirely  negative  findings  except  for  a demonstra- 
tion of  diverticula  of  the  sigmoid  colon.  An 
x-ray  examination  of  the  entire  spine  and  both 
shoulders  failed  to  reveal  any  abnormalities. 
In  1046  the  patient  was  operated  on  for  acute 
suppurative  appendicitis.  A few  weeks  before 
admission  to  the  hospital  he  complained  for  a 
few  days  of  burning  at  the  end  of  the  penis  on 
micturition.  Costovertebral  angle  tenderness 
was  not  elicited  at  that  time,  and  a urinalysis 
indicated  normal  results. 

Three  weeks  prior  to  admission  to  the  hos])ital, 
while  on  a business  trip  to  the  Virgin  Islands, 
the  patient  experienced  general  weakness  which 
persisted  for  a few  days.  He  consulted  a phy- 
sician there  who  prescribed  medication,  the 
nature  of  which  is  not  knowm . An  examination 
of  the  stool  was  not  carried  out  at  this  time. 
The  patient  failed  to  improve  and  returned 
home.  On  questioning,  further  information 
was  elicited  that  his  stools  were  black  and  that 
there  had  been  another  such  episode  of  black 
stools  one  year  previously  while  the  patient  had 
been  on  a similar  visit  to  the  Virgin  Islands. 
On  December  2,  1958,  an  examination  revealed 
a dark  stool  showing  strongly  positive  indica- 
tions for  blood  and  a hemoglobin  value  of  11.0 
Gm.  per  100  ml.  of  blood,  the  usual  value  previ- 
ously having  been  15  Gm.  per  100  ml.  The  pa- 
tient was  placed  on  rest,  frequent  milk  feedings 
(about  2 L.  daily),  aluminum  hydroxide  gel,  and 
propantheline  bromide.  On  December  6,  1958, 
he  was  admitted  to  the  hospital  where  this  regi- 
men of  treatment  was  continued  for  another 
nine  days. 

A physical  examination  revealed  a well- 
developed,  well-nourished  white  male,  not  in 
acute  distre.ss.  A slight  exophthalmos  was 
present,  but  the  patient  stated  that  this  had 
been  present  all  his  life.  There  was  no  demon- 
strable mass  in  the  neck.  The  blood  pressure 
was  160  systolic,  100  diastolic.  A 3-cm.  nodule 
was  felt  in  the  right  lobe  of  the  prostate.  The 
remainder  of  the  physical  examination  was  not 
remarkable. 

Pertinent  Laboratory  Data  on  Admission. — The 
specific  gravity  of  urine  was  1.007,  and  a Fishberg 
concentration  test  showed  a maximum  specific 
gravity  of  1.009.  An  e.xamination  of  the  blood 
showed  a white  cell  count  of  14,700,  declining  to 
11,200  in  a few  days;  a platelet  count  of  293,000 
per  cu.  mm.;  a hemoglobin  of  11.2  Gm.  per  100 
ml.;  and  a sedimentation  rate  of  33  per  hour. 


The  fasting  blood  sugar  was  104  mg.,  the  cho- 
lesterol 246  mg.,  the  albumin  3.7  Gm.,  the  globu- 
lin 3.1  Gm.  per  100  ml.,  and  the  acid  phosphatase 
activity  0.  The  Sulkowitch  test  gave  a 3-plus 
reaction.  The  phenoLsuIfonphthalein  excretion 
was  40  per  cent  in  two  hours.  Free  hydro- 
chloric acid  was  present  in  the  gastric  contents 
after  histamine  stimulation.  The  guaiac  test 
indicated  positive  findings  for  blood  in  the  stool. 
The  results  of  other  pertinent  chemical  determina- 
tions of  the  urine  and  on  the  blood  are  recorded 
in  Table  III. 

An  x-ray  examination  of  the  gastrointestinal 
tract  demonstrated  a medium-sized  central 
hiatus  hernia,  an  ulcer  crater  of  the  duodenal 
bulb,  and  diverticula  of  the  sigmoid  colon.  An 
x-ray  examination  of  the  urinary  tract  by  intra- 
venous pyelography  revealed  no  demonstrable 
abnormalities.  An  x-ray  examination  of  the 
skull,  clavicles,  hands,  spine,  and  hips  revealed 
negative  results.  The  lamina  dura  was  absent, 
but  this  was  considered  by  the  radiologist  as  a 
normal  physiologic  absorption  in  the  patient’s 
age  group.  An  examination  of  the  bone  marrow 
aspirated  from  the  iliac  crest  showed  a normal 
pattern  with  an  occasional  osteoblast.  The 
basal  metabolic  rate  was  — 19  per  cent.  An  x-ra}* 
examination  of  the  esophagus  with  barium 
swallows  failed  to  reveal  an}^  pressure  defect. 

Course. — On  December  15,  1958,  aluminum 
hydroxide  gel  was  discontinued,  and  the  patient 
was  placed  on  a Bauer-Aub  diet.  The  patient 
refused  medication  on  the  following  day,  claiming 
that  the  new  diet  agreed  with  him  and  that  he 
no  longer  had  any  ulcer  symptoms.  Results  of 
the  metabolic  studies  on  calcium  and  phosphorus, 
which  were  carried  out  during  the  next  six 
weeks  (Table  III),  were  consistently  compatible 
with  the  diagnosis  of  primary  hyperparathy- 
roidism, and  the  patient’s  neck  was  explored  on 
January  30,  1959.  Two  parathyroid  glands  on 
the  right  side  and  the  inferior  parathyroid  gland 
on  the  left  side  were  visualized  and  appeared 
normal.  The  left  superior  parathyroid  gland  was 
involved  by  a well-encapsulated,  freely  movable 
tumor,  measuring  3 by  1 by  1 cm.  The  tumor 
was  removed,  and  on  pathologic  examination  it 
proved  to  be  parathyroid  adenoma.  The  results 
of  chemical  studies  postoperative ly  are  listed 
in  Table  III.  An  x-ray  examination  of  the 
stomach  and  duodenum  five  days  postoperatively 
failed  to  show  any  deformity  of  the  duodenal 
bulb,  but  on  special  contrast  studies,  a small  re- 
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PEPTIC  ULCER  /I  PRESENTING  MANIFESTATION 


sidual  comma-like  ulcer  crater  was  still  dem- 
onstrated, surrounded  by  a zone  of  moderate 
mucosal  edema. 

A follow-up  x-ray  examination  of  the  stomach 
and  duodenum  on  April  22,  1959,  failed  to  dem- 
onstrate any  remaining  evidence  of  duodenal 
ulcer.  After  the  operation  the  patient  was 
placed  on  an  unrestricted  diet.  Twenty-seven 
months  after  the  operation,  there  had  been  no 
recurrence  of  the  gastrointestinal  symptoms,  but 
the  muscular  pains  have  recurred  intermittently, 
particularly  about  the  left  shoulder  girdle.  An 
x-ray  examination  of  the  left  shoulder  on  March 
22,  1961,  showed  a partly  frozen  shoulder. 

Comment. — This  case  has  presented  several 
noteworthy  features.  The  presenting  complaint 
in  this  patient  was  a bleeding  peptic  ulcer.  The 
usual  chnical  manifestations  related  to  skeletal 
or  renal  involvement  were  absent  or  were  very 
minor,  and  hyperparathyroidism  was  totally 
unsuspected  at  first.  An  evidence  of  some  renal 
involvement  was  obtained  in  routine  studies, 
and  in  the  course  of  an  evaluation  of  the  renal 
status  hypercalcemia  and  hypophosphatemia 
were  demonstrated  fortuitously.  The  hypo- 
phosphatemia could  not  be  explained  on  the  basis 
of  ingestion  by  the  patient  of  aluminum  hy- 
droxide gel  since,  according  to  studies  by  Myer- 
son,  Snape,  and  Sall,“  feeding  of  aluminum  gel 
to  patients  with  peptic  ulcer  does  not  affect  the 
value  of  phosphorus  in  the  serum,  and  since  the 
level  of  phosphorus  was  not  changed  after  the 
use  of  aluminum  hydroxide  gel  was  discontinued. 

The  Burnett  et  al.^  (milk-alkali)  syndrome  has 
to  be  considered  as  a cause  of  hypercalcemia  in 
any  patient  who  has  been  on  an  excessive  intake 
of  milk,  but  militating  against  consideration  of 
such  a diagnosis  in  this  case  were  the  following 
pertinent  facts:  (1)  There  was  no  history  of 

ingestion  of  soluble  alkalis,  and  alkalosis  was 
not  present;  (2)  hypophosphatemia  and  in- 
creased excretion  of  calcium  and  phosphorus  in 
the  urine  are  not  usual  findings  in  the  Burnett 
syndrome;  and  (3)  the  values  for  calcium  and 
phosphorus  were  not  altered  significantly  by 
dietary  correction  with  a Bauer- Aub  diet  and  the 
withdrawal  of  aluminum  hydroxide  gel.  In  this 
connection  it  is  interesting  to  note  that  the  sub- 
jective ulcer  symptoms  in  the  patient  subsided, 
and  the  renal  picture  improved  coincidentally, 
promptly  after  the  inauguration  of  a low-calcium 
diet,  although  the  level  of  calcium  in  the  serum 
did  not  decUne  materially. 


Of  the  newer  tests  for  the  diagnosis  of  hyper- 
parathyroidism which  were  mentioned  previ- 
ously, the  calcium-loading  test  and  the  phos- 
phorus-deprivation test  were  considered  too 
hazardous  for  use  in  this  patient  in  whom  the 
level  of  calcium  in  the  serum  was  already  high, 
for  fear  of  precipitating  nephrocalcinosis  and 
hyperparathyroid  intoxication.®  A determina- 
tion of  the  per  cent  of  tubular  reabsorption  of 
phosphorus  was  therefore  employed,  and  the 
results  obtained  were  consistent  with  a diagnosis 
of  hyperparathyroidism.  Since  no  history  of 
excess  vitamin  D intake  was  eheited,  after 
methodical  exclusion  on  clinical  grounds  and  by 
appropriate  laboratory  tests  of  other  pertinent 
clinical  states  in  which  hypercalcemia  may  be 
present  (multiple  myeloma,  primary  neoplasm 
or  metastatic  bone  disease,  the  milk-alkali  syn- 
drome, sarcoidosis,  and  hyperthyroidism),  an 
exploration  of  the  neck  was  carried  out  and  a 
parathyroid  adenoma  was  excised. 

The  dramatic  return  to  normal  levels  of  all 
chemical  indices  of  hyperparathyroidism  and 
the  radiographically  demonstrated  improvement 
in  the  duodenal  ulcer  immediately  after  opera- 
tion were  very  striking,  as  was  the  twofold 
postoperative  increases  in  the  glomerular  filtra- 
tion rate  of  phosphorus  in  the  face  of  only  a 
very  moderate  increase  in  creatinine  clearance. 
The  glomerular  filtration  rate  of  phosphorus, 
the  tubular  reabsorption  of  phosphorus,  and  the 
per  cent  of  tubular  reabsorption  of  phosphorus 
reverted  to  preoperative  levels  five  and  a half 
months  after  operation  (Table  III).  A similar 
depression  of  tubular  reabsorption  of  phosphorus 
was  observed  by  Sirota’*  in  2 male  patients, 
forty-two  and  ninety  days  after  parathyroid- 
ectomy. 

Comment 

It  is  generally  recognized  now  that  the 
coexistence  of  peptic  ulcer  and  primary 
hyperparathyroidism  is  not  a chance  hap- 
pening. Hellstrom,**  in  his  latest  study  of 
the  relation  between  the  two  diseases  based 
on  a critical  analysis  of  the  data  in  the 
literature  and  on  a review  of  a series  of  121 
personal  cases  of  proved  hyperparathyroid- 
ism (14  of  which  had  coexistent  peptic  ulcer), 
concludes  that  “there  is  definitely  a con- 
siderably higher  incidence  of  gastroduodenal 
ulcer  in  hyperparathyroidism  than  in  the 
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general  population,  and  this  applies  es- 
pecially to  the  men.”  Although  hyper- 
parathyroidism is  two  and  a half  times  as 
common  in  females  as  in  males,  the  incidence 
of  concurrent  peptic  ulcer  is  two  to  two  and 
a half  times  as  frequent  in  males  as  in  fe- 
males, with  a total  incidence  of  coexistence 
of  the  two  diseases  being  28.6  per  cent  in 
males,  as  against  only  4.6  per  cent  in 
females.  Attempts  made  at  the  Mayo 
Clinic  to  detect  the  presence  of  hyper- 
parathyroidism by  means  of  systematic 
examinations  in  a series  of  functional  gastro- 
intestinal complaints  did  not  lead  to  positive 
results.^®  A similar  study  by  Brummer  and 
Kasanen,^®  in  which  the  tubular  reabsorp- 
tion of  phosphorus  and  the  levels  of  calcium 
and  phosphorus  in  the  serum  were  de- 
termined in  50  patients  with  functional 
gastrointestinal  distress  and  in  15  normal 
subjects,  showed  no  significant  difference 
in  the  two  groups.  However,  it  would  seem 
that  rewarding  results  would  be  obtained 
if  screening  studies  for  hyperparathyroidism 
were  to  be  carried  out  on  cases  of  peptic 
ulcer  in  male  patients,  particularly  if  the 
ulcer  does  not  respond  to,  or  is  even  aggra- 
vated by,  the  institution  or  continuation  of 
an  ulcer  regimen  which  includes  a high- 
calcium  diet.  An  early  recognition  of  pri- 
mary hyperparathyroidism  has  such  an  im- 
portant bearing  on  its  prognosis  that  any 
early  clue  to  the  diagnosis  of  the  disease 
should  be  followed  through,  and  peptic 
ulcer  in  male  patients  may  be  such  an 
early  clue.  To  quote  from  St.  Goar’s 
concise  summary,  “Hyperparathyroidism.  . . 
might  be  recognized  both  earlier  and  more 
frequently  if  it  were  widely  recognized  as 
a ‘Disease  of  Stones,  bones  and  abdominal 
groans.’ 

Summary 

A review  of  9 cases  of  proved  primary 
hyperparathyroidism  studied  by  us  at  the 
Maimonides  Hospital  of  Brooklyn  has 
been  presented.  Seven  cases  were  proved 
at  operation  and  2 were  proved  at  necropsy; 
2 patients  had  concurrent  duodenal  ulcers. 


The  presenting  manifestations  of  primary 
hyperparathyroidism  in  this  group  were 
peptic  ulcer  in  2 cases,  skeletal  abnormalities 
in  2 cases,  and  renal  involvement  in  the 
remaining  5 cases. 

The  importance  of  gastrointestinal  sjunp- 
toms,  and  particularly  peptic  ulcer  in  male 
patients,  as  an  early  clue  to  the  diagnosis  of 
hyperparathyroidism,  has  been  re-empha- 
sized, and  the  literature  relating  to  this 
subject  has  been  reviewed. 

It  is  suggested  that  cases  of  peptic  ulcer 
in  male  patients  should  be  screened  sys-  ] 
tematically  for  hyperparathyroidism,  par-  j 
ticularly  if  the  ulcer  does  not  respond  to,  i 
or  is  aggravated  by,  the  usual  medical  treat-  j/i 
ment.  !’ 

1204  Ditmas  Avenue,  Brooklyn  18,  ‘ 

(Dr.  Chodack) 
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Parkinson' s Disease 


Some  25,000  to  43,000  Americans  are  likely  to  be 
afflicted  each  year  with  Parkinson’s  disease,  and  2 to 
3 per  cent  of  persons  in  the  United  States  may 
develop  the  disea.se  during  their  lifetime,  according 


to  Patterns  of  Disease,  a Parke,  Davis  & Company 
publication  for  physicians.  The  disease  ranks 
second  in  this  country  among  all  neurologic  diseases, 
with  convulsive  disorders  ranking  first. 
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Palatal  Leukoplakia  in  a Female  Cigaret  Smoker 

Contribution  to  Study  of  Tobacco- Induced  Epithelial  Hyperplasia 

in  Human  Beings 

IRVING  CHAPMAN,  M.D.,  AND  MORTON  MALKIN,  D.D.S.,  ELMHURST,  NEW  YORK 
{From  the  Departments  of  Laboratories  and  Oral  Surgery,  City  Hospital  at  Elmhurst) 


Stomatitis  nicotina  (a  form  of  palatal 
leukoplakia,  seen  in  long-term  tobacco 
users)  is  found  almost  exclusively  in  male 
pipe  smokers.  It  is  seen  occasionally  in 
cigar  smokers,  and  it  is  seen  rarely  in  cig- 
aret smokers. 

The  time-honored  teaching  has  been 
that  the  tissue  changes  are  caused  by  the 
heat  of  the  smoke  and  by  the  products  of 
tobacco  combustion.  In  a recent  study  of 
19  pipe  smokers  with  stomatitis  nicotina,*  it 
was  demonstrated  that  the  temperature  of 
the  smoke  issuing  from  the  bit  end  of  a pipe 
infrequently  rises  above  body  temperature 
within  1 to  2 degrees.  Studies  now  in 
progress  indicate  that  the  same  situation 
prevails  in  the  temperature  of  the  smoke 
issuing  from  the  mouth  end  of  a cigaret. 
The  products  of  tobacco  combustion,  there- 
fore, remain  as  the  probable  cause  of  the 
epithelial  hyperplasia  seen  in  stomatitis 
nicotina. 

Recently  we  observed  a female  patient, 
a cigaret  smoker  of  forty  years  duration, 
who  presented  with  a moderate  degree  of 
stomatitis  nicotina.  To  our  knowledge, 
this  form  of  palatal  leukoplakia  has  never 
been  recorded  in  a female  cigaret  smoker. 
This  clinical  curiosity  was  worthy  of  study 
because  of  the  obvious  need  to  gather  all 
possible  data  in  evaluating  the  effects  of 
tobacco  smoke  on  human  tissue. 

A detailed  questioning  of  the  patient  re- 
vealed a most  unusual  smoking  history. 
During  the  middle  1930’s,  because  of  finan- 
cial difficulties,  she  self-medicated  any  pain 
in  her  mouth  by  a peculiar  method  of  smok- 
ing. She  learned  that  by  retaining  the 
cigaret  smoke  in  her  mouth  for  protracted 


Fig.  1.  Patches  of  moderately  thickened  gray 
and  opacified  mucosa  membrane  on  hard  palate. 
There  are  many  hemispheroidal  papules  bearing  a red 
moist  area  in  their  approximate  center. 

periods  (from  fifteen  to  thirty  seconds) 
she  obtained  some  relief  of  pain.  This 
method  of  smoking  became  so  enjoyable 
that  she  continued  it  until  the  present. 
Clinically,  the  hard  palate  showed  the 
typical  findings  of  a stomatitis  nicotina, 
as  evidenced  by  graying,  opacification,  and 
thickening  of  the  mucosa  with  numerous 
hemispheroidal  papules,  many  of  which 
bore  a red  moist  area  in  their  approximate 
center  (Fig.  1).  Histologically,  a representa- 
tive section  of  the  tissue  showed  moderate 
parakeratosis,  acanthosis,  and  a partial 
replacement  of  the  fining  of  a moderately 
dilated  duct  of  one  of  the  palatal  mucous 
glands  by  a downgrowth  of  proliferating 
squamous  epithelium.  A mild  chronic 
inflammatory  infiltrate  was  also  present 
within  the  corium  (Fig.  2).  The  micro- 
scopic alterations  confirmed  the  clinical 
impression  of  a moderate  degree  of  sto- 
matitis nicotina. 
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Fig.  2.  Representative  microscopic  section  dem- 
onstrating moderate  degree  of  leukoplakia. 


Comment 

Three  significant  factors,  each  of  which  is 
different  in  cigaret,  cigar,  and  pipe  smoking, 
consist  of  the  following:  the  direction  of 
the  smoke  stream  in  the  mouth,  the  length 
of  time  of  contact  of  the  smoke  with  the 
buccal  mucosa,  and  the  differences  of  the 
tobacco  in  each. 

In  pipe  smoking  it  is  usual  to  have  the 
smoke  stream  directed  against  the  palate 
either  by  the  angle  at  which  the  stem  is 
held,  by  the  arch  of  the  dorsum  of  the  tongue, 
or  by  a combination  of  both.  The  smoke  is 
held  in  the  oral  cavity  for  varying  lengths 
of  time.  In  cigar  smoking,  the  How  of 
smoke  is  frequently  found  along  the  floor 
of  the  mouth  or  is  directed  against  the  inner 
lining  of  the  cheek.  The  cigar  smoker  also 
retains  the  smoke  for  varying  lengths  of 
time  before  expelling  it.  In  cigaret  smoking 
the  smoke  stream  is  generally  found  along 
the  superior  surface  of  the  tongue  and  is 
inhaled.  It  is  then  exhaled  at  a rapid  rate. 


The  duration  of  contact  of  the  palatal 
mucosa  with  tobacco  smoke  is  longest  in 
pipe  smokers,  less  in  cigar  smokers,  and 
relatively  fleeting  in  cigaret  smokers.  It 
is  of  interest  that  this  approximation  of  the 
amount  of  palatal  exposure  to  the  products 
of  tobacco  combustion  correlates  well  with 
the  incidence  of  palatal  leukoplakia  in  the 
various  forms  of  long-term  tobacco  use. 
Previously  McCarthy^  had  shown  that  the 
sites  of  localization  of  leukoplakia  buccalis 
in  smokers  is  dependent  on  the  sites  of  im- 
pact and  maximum  exposure  to  tobacco 
smoke,  and  that  these  areas  vary  with  dif- 
ferent forms  of  smoking.  Because  of  the 
most  unusual  manner  in  which  our  patient 
smoked  cigarets,  the  total  time  exposure 
of  her  palate  to  the  tobacco  smoke  was 
equivalent  to  that  of  a pipe  smoker. 

The  odd  smoking  habit  of  our  patient,  as 
well  as  the  incidence  of  stomatitis  nicotina 
in  a female  cigaret  smoker,  is  extremely  in- 
frequent. The  possibility  of  both  of  these 
occurring  by  chance  in  the  same  individual 
would  be  most  unlikely,  and  the  reasonable 
explanation  is  that  there  is  a causal  rela- 
tionship between  the  manner  in  which  our 
patient  smoked  cigarets  and  the  forma- 
tion of  the  stomatitis  nicotina. 

Summary 

We  have  described  stomatitis  nicotina 
involving  the  palate  in  a female  cigaret 
smoker.  To  our  knowledge,  this  is  the 
first  such  case  recorded  and  is  probably  due 
to  the  peculiarities  of  her  smoking  habit. 
These  findings  confirm  further  the  relation 
of  tobacco  smoke  to  some  forms  of  epithelial 
proliferation  in  the  human  being. 
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Human  Anthrax  in  New  York  State 
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\ NTHRAx  is  primarily  a disease  of  ani- 
mals.  Man  is  the  accidental  victim 
when  he  comes  in  contact  with  the  infected 
animal,  its  products,  or  its  environment. 
Practically  all  animals  are  to  some  degree 
susceptible,  although  herbivores,  such  as 
cattle,  horses,  sheep,  mules,  and  goats,  are 
most  commonly  infected.  Carnivores  eat- 
ing anthrax-infected  animals  may  contract 
the  disease.  Durable  spores  formed  by 
Bacillus  anthracis  persist  in  favorable  pasture 
soils.  As  we  shall  see,  human  anthrax  in 
New  York  State  has,  for  good  reasons,  been 
mainly  an  occupational  disease. 

History  of  Anthrax  in  New  York  State 

Anthrax  has  been  prevalent  in  the  State 
for  many  years.  Stein  ^ mentions  an  out- 
break in  livestock  in  1881.  Lanahan^ 
describes  bovine  and  human  anthrax  in 
New  York  State  during  the  period  from  1912 
through  1916.  In  the  three  years  prior 
to  1915  only  6 human  cases,  4 of  which 
were  fatal,  were  reported  as  required  by  law. 
Twenty-six  human  cases  occurred  between 
March  1,  1915,  and  April  1,  1916,  and  were 
reported  from  eight  counties,  in  all  of  which 
bovine  anthrax  was  prevalent.  Figure  1 
shows  the  distribution  of  these  cases  and 
their  association  with  bovine  anthrax.  The 
majority  of  the  cases  occurred  in  farmers 
(3),  tanners  (9),  and  hide  handlers  (5). 
All  were  the  cutaneous  form  of  anthrax  : 
21  cases  (78  per  cent)  had  lesions  on  the 
upper  extremities  (13)  and  the  head  or 
neck  (8).  Fifteen  cases  (56  per  cent)  were 
fatal;  the  mortality  in  the  New  York  City 
area  was  78  per  cent  and  in  the  Upstate 
areas  30  per  cent.  Among  those  patients 
with  adequate  records,  most  were  not 
diagnosed  until  after  they  were  hospitalized 
or  at  autops3^  A delay  in  the  diagnosis  of 


the  anthrax  was  a contributing  factor  to 
mortality.  The  association  of  hides  im- 
ported from  the  Far  East  and  South  America 
with  human  cases  is  significant.  Lanahan^ 
points  to  the  contamination  of  soil  and 
waters  adjacent  to  tanneries  by  refuse  from 
the  tanneries.  It  was  found  that  the 
spores  of  B.  anthracis  survived  the  tanning 
solutions. 

In  1922,  B.  anthracis  was  isolated  from 
the  pustule  on  the  face  of  a patient  who 
had  used  a new  shaving  brush  for  the  first 
time  one  week  prior  to  the  appearance  of 
intense  itching  of  the  area  followed  by  a 
pimple.  The  pustule  was  excised,  and  50 
ml.  of  anthrax  antiserum  were  given  intra- 
venously. Recovery  followed  with  a residual 
scar.  Stained  sections  of  the  excised  lesion 
showed  pathologic  changes  characteristic 
of  the  pustule  of  anthrax.  Spores  of  the 
causative  organism  were  demonstrated  in 
the  shaving  brush.  ^ Strains  from  4 other 
cases  of  anthrax  in  1931,  1938,  and  1940 
were  identified  by  the  Division  of  Labora- 
tories and  Research,  State  of  New  York 
Department  of  Health.^ 

The  present  study  presents  an  analysis  of 
the  109  cases  of  human  anthrax  reported 
during  the  period  1943  to  1960  inclusive. 
Table  I summarizes  the  cases  by  j’ear  and 


county. 

All  but  3 cases  occurred  in  the  four 
counties  of  Fulton,  Montgomerj'^,  West- 
chester, and  Orange,  in  which  were  con- 
centrated the  carpet  and  leather  (Fulton) 
industries  of  the  State.  The  cases  included 
101  men  and  8 women.  All  but  4 were  in 
the  employable  ages  of  from  twenty-one 
to  seventy  years  (Table  II).  Except  for 
the  “special  cases”  noted  in  Table  III, 
all  patients  were  employes  of  carpet  mills 
or  leather  industries.  There  were  5 deaths. 
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TABLE  I. — Human  Anthrax  in  New  York  State,  1943  to  1960;  Annual  Cases  and  Geographic 

Distribution 


' 

Year 

Montgomery 

Fulton 

Westchester 

Orange 

other 

Annual  Total 

1943 

4 

2 

5 

0 

1 

12 

1944 

0 

1 

0 

2 

1 

4 

1945 

3 

1 

0 

0 

0 

4 

1946 

2 

1 

1 

5 

1 

10 

1947 

7 

0 

17 

2 

0 

26 

1948 

5 

0 

4 

0 

0 

9 

1949 

24 

1 

1 

0 

0 

20 

1950 

4 

0 

0 

0 

0 

4 

1951 

5 

0 

0 

0 

0 

5 

1952 

4 

0 

0 

0 

0 

4 

1953 

0 

1 

0 

0 

0 

1 

1954 

1 

1 

0 

0 

0 

2 

1955 

1956  to 

0 

1 

0 

0 

0 

1 

1959 

0 

0 

0 

0 

0 

0 

1960 

0 

0 

0 

1 

0 

1 

— 

— 



— 

— 

'I'OTAI.S 

59 

9 

28 

10 

3 

109 

4 (1  bacteremia,  3 cutaneous)  in  1943  be- 
fore the  advent  of  antiliiotic  tlierapy  and  1 
case  of  fatal  meningitis  in  1952. 

The  site  of  the  primary  lesion  in  the  107 


cases  of  cutaneous  anthrax  is  presented  in 
Table  IV.  Of  Ihe  07  cases  in  which  a 
definite  site  was  reported,  40  per  cent  oc- 
curred on  the  lower  arm  and  hand,  33  per 
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TABLE  II. — Ages  of  Patients  in  Anthrax 
Study 


Age  (Years) 

Number  of  Patients 

11  to  20 

3 

21  to  30 

10 

31  to  40 

19 

41  to  50 

19 

51  to  60 

21 

61  to  70 

9 

71  to  90 

0 

91  and  over 

1 

Not  given 

27 

Total 

109 

TABLE  III. — Cases  of  Nonindustrial  Origin 


Source 

County 

Number  of 
Patients 

Laboratory 

Tompkins 

1 

Slaughterhouse 

worker 

Sheep  farm  wool 

Monroe 

1 

sorter 

Rag  picker  collect- 

Cayuga 

1 

ing  mill  refuse 
Butcher  who  cut 

Orange 

1 

hand 

Contracted  from 

Montgomery 

1 

butchering  cow 
Contracted  skin- 
ning 4 infected 

Westchester 

1 

cows 

Truck  driver 

Orange 

1 

hauling  hides 
Air  conditioner  re- 

Fulton 

1 

pair  man 

Retired  carpet  mill 
workers  who 
handled  garden 

Orange 

1 

fertilizer 

Montgomery 

3 

Total 

12 

cent  were  on  the  face  (including  eye,  ear, 
nose,  and  lip),  and  16  per  cent  occurred  on 
the  neck.  Only  10  per  cent  were  on  covered 
surfaces  of  the  body.  Three  cases  of 
cutaneous  anthrax  developed  meningitis, 
and  2 cases  had  a bacteremia. 

Only  12  cases  were  in  persons  not  em- 
ployed in  carpet  or  leather  mills.  These 
are  summarized  in  Table  III.  It  is  im- 
portant to  note  in  the  case  with  a primary 
lesion  near  the  eye  that  it  was  considered 
initially  as  angioneurotic  edema.  Ironi- 
cally, 3 cases  of  anthrax  occurred  in  retired 
mill  workers  with  a history  of  exposure  to 
commercial  fertilizer  in  gardening.  Some 
of  the  cases  in  this  series  have  been  re- 
ported prcviously.®“^ 


TABLE  IV. — Human  Anthrax  in  New  York 
State,  1943  to  1960 


Form  of  Disease 

Num- 
ber of 
Cases 

Remarks 

Bacteremia 

1 

Laboratory  infec- 

Meningitis 

1 

tion;  fatal 
Fatal 

Cutaneous 

3 cases  developed 

Site  not  reported 

40 

meningitis 
2 cases  had  a bac- 
teremia 

Eye 

2 

Ear 

2 

Lip 

1 

Nose 

5 

Face  (general) 

12 

Neck 

11 

Arm 

Upper 

3 

Lower 

20 

Finger 

3 

Thumb 

4 

Leg 

Upper 

3 

Lower 

1 

Total 

109 

The  Medical  Ecology  of  Anthrax 

In  the  United  States,  hmnan  anthrax  is 
essentially  an  occupational  disease  of  in- 
dustrial or  agricultural  populations,  the 
cutaneous  form  accounting  for  more  than 
95  per  cent  of  cases.  The  first  cases  of 
inhalation  anthrax  of  the  twentieth  century 
were  reported  in  1960  in  persons  employed 
in  goat  hair  processing  mills  in  New  England.* 
Intestinal  anthrax  due  to  the  ingestion  of 
infected  meats  is  not  known  in  this  country. 
However,  Nhonoli®  reports  human  anthrax 
following  the  ingestion  of  infected  meat  in 
members  of  the  Chagga  tribe  in  Tanganyika. 
The  associated  cutaneous  lesions  were 
thought  to  be  a manifestation  of  a septicemic 
infection.  In  elderly  and  debilitated  per- 
sons there  was  a gastrointestinal  infection 
with  diarrhea. 

Since  anthrax  is  primarily  a disease  of 
domestic  animals,  its  main  reservoir,  the 
incidence  of  human  anthrax  reflects  the 
extent  of  the  disease  in  animals  and  man’s 
contact  with  such  animals  or  their  products. 
Good  animal  husbandry  and  the  use  of  anti- 
anthrax vaccines  have  resulted  in  a marked 
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decrease  of  rural  human  anthrax  in  this 
country. 

Stein  ^ states  that  animal  anthrax  tends 
to  appear  in  river  valleys.  Streams  and 
their  riparian  soil  are  contaminated  by 
surface  drainage  from  “anthrax”  soil  during 
heavy  rains  and  floods  occurring  in  the 
spring  melting  and  periods  of  excessive  rain- 
fall. Anthrax  occurs  in  domestic  animals 
grazing  in  such  infected  areas.  It  tends 
to  occur  following  hot,  rainless  seasons  in 
which  swamp  areas  dry  up,  herbage  is 
scant,  and  close  cropping  results.  Crops 
grown  in  infected  fields  may  be  contaminated. 
Lanahan^  mentions  the  contamination  of 
streams  and  fields  by  tannery  wastes.  The 
flooding  of  soil  in  which  infected  carcasses 
have  been  buried  is  a repeated  source  of 
anthrax.  There  certainly  is  a telluric  reser- 
voir of  anthrax.  Van  Ness  and  Stein*® 
found  that  soils  of  neutral  or  alkaline  state 


favor  the  viability  of  anthrax  spores. 

The  danger  of  infection  through  milk  is 
remote,*-**  although  Lanahan^  mentions  the 
isolation  of  B.  anthracis  from  the  milk  of 
infected  cows.  Usually  anthrax  is  so 
devastating  that  the  secretion  of  milk  is 
markedly  reduced  and  death  is  rapid. 

Persons  employed  in  industries  using 
animal  products,  especially  wool,  hair,  and 
hides,  account  for  most  cases.  Many  of 
these  materials  are  imported  from  the 
Near  and  Far  East  where  there  is  poor 
animal  husbandry  and  anthrax  in  cattle, 
sheep,  and  goats  is  uncontrolled  and  com- 
mon. Tanneries  and  carpet  mills  were  the 
focus  of  such  products  until  recently.  Now, 
cases  predominate  in  industries  using  goat 
hair  to  make  the  hair  cloth  interlining  that 
lends  shape  to  suits  and  coats.  Goat  hair 
comes  mainly  from  Pakistan,  Iraq,  Iran,  and 
India.  ConanU  states  that  anthrax  is 
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rare  in  the  apparel  industry  that  uses  the 
fine  wool,  size  40  or  above,  obtained  from 
South  Africa,  Australia,  and  New  Zealand, 
where  animal  husbandry  is  superior. 

Studies  of  anthrax  in  mills  suggest  that 
the  greatest  danger  of  infection  is  in  the 
early  stages  of  processing,  picking,  carding, 
combing,  and  drawing;  spinning,  weaving, 
finishing,  and  general  maintenance  services 
have  lower  attack  rates.  “ Contact  with 
B.  anthracis  does  not  necessarily  lead  to 
infection.  The  microorganism  was  iso- 
lated from  the  nose  and  throat  of  101 
healthy  employes  in  two  mills  processing 
goat  hair.^^  If  the  surface  contamination  of 
a mill  is  reduced  to  a 10  per  cent  level,  the 
attack  rate  becomes  negligible.  “ The  level 
of  contamination  of  a mill  and  the  related 
attack  rate  are  dependent  on  the  degree  of 
contamination  of  the  products  used.  Ade- 
quate ventilation,  maintained  personnel 
cleanliness,  and  immediate  detection  and 
reporting  of  primary  lesions  to  the  plant 
physician  are  most  important  in  control. 
Rarely  is  anthrax  passed  from  man  to  man, 
although  there  is  evidence  that  the  in- 
fected clothing  of  healthy  employes  may 
be  the  source  of  cases  in  other  employes. 

It  is  significant  that  the  areas  in  which 
bovine  anthrax  was  reported  as  of  the 
year  1952  (Fig.  2)  are  not  very  different 
from  those  noted  by  Lanahan^  for  the 
period  1912  to  1916  (Fig.  1).  Snook^®  states 
that  bovine  anthrax  tends  to  occur  in 
regions  near  tanneries,  slaughterhouses,  ren- 
dering plants,  and  mills  handling  wool. 
Between  May,  1955,  and  January,  1958,  18 
cases  of  bovine  anthrax  were  reported  in 
the  State:  4 each  from  Franklin  and  Orange 
counties;  3 cases  in  Delaware  County; 
2 cases  each  in  Erie  and  Montgomery 
counties;  and  1 case  each  in  Dutchess, 
Oneida,  and  Ulster  counties. 

The  transmission  of  anthrax  by  the 
inge.stion  of  infected  beef  occurred  in  a 
1941'*'  and  in  a 1952*®  outbreak  of  anthrax 
ill  colonies  of  mink.  Outbreaks  of  anthrax 
in  swine  have  occurred  following  the  in- 
gestion of  infected  bone  meal  imported 


from  Europe.*  Similar  bone  meal  may 
contaminate  garden  fertilizer. 

There  is  no  seasonal  incidence  of  anthrax 
in  industrial  cases.  Agricultural  anthrax 
is  more  apt  to  occur  in  very  dry  seasons  and 
after  heavy  rains  or  floods. 

Clinical  Disease 

In  cutaneous  anthrax,  after  not  more 
than  seven  days  incubation  and  usually  four 
or  less,  there  appears  a single,  small  reddish 
papule.  Within  twelve  hours  a vesicle 
with  central  umbilication  forms  on  top  of 
the  papule.  At  first  clear,  the  vesicular 
fluid  soon  becomes  brownish,  but  not 
purulent.  The  lesion  develops  rapidly  in 
the  next  twenty-four  to  seventy-two  hours 
to  reach  a diameter  of  1 to  2.5  cm.  It 
forms  a central  necrotic  brownish-black 
eschar  surrounded  by  a ring  of  multiple 
raised  vesicles  over  and  in  a zone  of  edema- 
tous cyanotic  skin.  The  regional  lymph 
nodes  may  or  may  not  be  involved.  Al- 
though the  patient  has  a sense  of  numbness 
and  itching,  the  lesion  is  characteristically 
painless.  With  an  untreated  cutaneous  lesion 
lymphadenopathy  and  even  bacteremia 
may  occur.  In  the  untreated  case,  the 
vesicular  exudate  is  filled  with  B.  anthracis. 
However,  after  twenty-four  horn’s  of  treat- 
ment with  antibiotics,  the  primary  lesion 
may  be  sterile,  although  a bacteremia  may 
exist. Despite  adequate  therapy  with 
parenteral  penicillin,  which  sterilizes  the 
lesion,  it  pursues  its  usual  development  of  a 
black  eschar  surrounded  by  an  erythematous 
vesicular  ring.  The  peripheral  edema  and 
inflammation  disappear,  but  the  eschar  may 
persist  for  two  or  three  weeks. 

The  constitutional  reaction  consists  of 
fatigue,  marked  headache,  fever  from  100 
and  103  F.,  and  a moderate  polymorpho- 
nuclear leukocytosis.  These  signs  and  symp- 
toms may  appear  more  severe  than  the 
character  of  the  primary  lesion  would  pre- 
sume. If  the  case  is  not  treated,  death 
may  occur  in  from  three  to  five  days.  The 
severity  of  anthrax  may  vary.  It  is  most 
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severe  in  lesions  of  the  head  and  neck. 
The  papulovesicular  stage  may  be  absent 
and  the  accompanying  edema  so  extensive 
as  to  cause  gangrene.  A mistaken  diag- 
nosis of  Ludwig’s  angina  or  angioneurotic 
edema  may  be  made  initially. 

Therapy 

The  mortality  rate  prior  to  antibiotic 
therapy  was  high.^  Griffin  and  his  as- 
sociates® mention  a group  of  82  cases  of 
anthrax  in  employes  of  a carpet  factory  in 
Westchester  County,  occurring  prior  to 
1947,  in  which  66  cases  were  treated  with 
antianthrax  serum,  1 treated  with  peni- 
cillin and  serum,  9 with  penicillin  and 
sulfonamides,  and  6 with  penicillin  alone. 
There  were  4 deaths,  1 complicated  by 
diabetes  and  3 with  meningitis.  All  the  fatal 
cases  had  been  treated  with  serum  alone. 
No  deaths  occurred  with  penicillin  therapy. 
Conant^  treated  46  cases  between  1943  and 
1950  with  penicillin  alone  without  a fatality. 
He  states  that  prior  to  the  advent  of  peni- 
cillin, the  mortality  rate  in  his  cases  was 
14  per  cent, 

Griffin  and  his  associates®  gave  300,000 
units  of  penicillin  every  three  hours  intra- 
muscularly for  an  average  total  dosage  of 
approximately  13,000,000  units.  All  cases 
with  lesions  of  the  head  or  neck  had  ad- 
ditional sulfonamide  therapy.  Conant^  gave 
a million  units  of  penicillin  in  the  first 
twenty-four  hours  by  intravenous  and 
intramuscular  routes.  The  primary  cu- 
taneous lesion  was  treated  with  wet  packs 
saturated  with  a 1:3,000  penicillin  solution. 
.\ny  manipulation  of  the  ulcer  is  strongly 
contraindicated.  The  average  hospital  pe- 
riod is  from  seven  to  ten  days,  rarely  as  long 
as  four  weeks.  Hospitalization  is  essential 
to  the  management  of  therapy. 

Laboratory  Diagnosis 

B.  anthracis  is  a large,  square-ended, 
gram-positive,  nonmotile,  chain-forming, 
spore-bearing  bacillus.  Spores  are  not  found 
in  living  tissues  or  fluids. 

Microscopic  Ex.\min.\tion. — A micro- 


scopic examination  includes  the  study  of  a 
gram-stained  film  of  vesicular  fluid  or  the 
purulent  exudate  from  the  base  of  the 
eschar.  A suspension  of  purulent  material 
in  saline  solution  or  vesicular  fluid  should 
be  examined  for  motility.  B.  anthracis  is 
not  motile;  Bacillus  subtilis.  Bacillus  my- 
coides,  and  Bacillus  mesentericus,  similar  in 
morphology  and  spore  formers,  are  motile. 
These  easily-done  microscopic  examinations 
are  essential  for  early  diagnosis  and  ther- 
apy. 

Cultural  Examination. — B.  anthracis 
grows  readily  on  ordinary  nutrient  media. 
Vesicular  fluid;  material  from  the  eschar 
in  saline,  blood,  or  cerebrospinal  fluid;  or 
minced  tissue  in  saline  should  be  inoculated 
into  nutrient  broth,  a semisolid  motility 
medium,  streaked  on  blood  agar,  and  in- 
cubated aerobically  at  36  ± 1 C.  on  solid 
media.  B.  anthracis  produces  characteristic 
“Medusa  head”  colonies. 

Animal  Virulence. — The  inoculation  of 
0.3  ml.  of  a broth  culture,  saline  suspension 
of  colonies,  or  material  from  a lesion,  blood, 
or  cerebrospinal  fluid  intramuscularly  into 
the  thigh  of  a mouse  usually  causes  death 
by  bacteremic  anthrax  in  from  twelve  to 
twenty-four  hours.  At  the  site  of  inocula- 
tion there  is  a sanguineous  edema  containing 
bacilli.  Usually  the  cardiac  blood  of  the 
dying  mouse  contains  anthrax  bacilli.  Other 
bacilli  that  are  mistaken  morphologically  for 
B.  anthracis  are  not  virulent  for  mice. 
B.  anthracis  may  be  isolated  from  a mixed 
culture  of  nonsporulating  bacteria  by  heat- 
ing the  culture  at  60  C.  for  twenty  minutes 
and  inoculating  this  heated  material  into 
mice. 

Steriliz.ation. — Spores  of  B.  anthracis 
are  killed  in  ten  minutes  at  135  C.  in  mois- 
ture, in  one  hour  at  120  C.  in  dry  heat, 
in  seven  hours  in  5 per  cent  cresol,  in  two 
days  in  5 per  cent  phenol,  and  in  twenty 
minutes  in  10  per  cent  mercuiic  chloride. 
Infected  animals  must  be  burned. 

Comment 

In  diagnosis,  first,  the  patient’s  occupa- 
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tion,  second,  the  character  of  the  cutaneous 
lesion,  and  third,  the  demonstration  of  B. 
anthracis  in  a gram-stained  film  of  material 
from  the  lesion  provide  a presumptive 
diagnosis  for  immediate  penicillin  therapy. 
Culture  and  animal  inoculation  of  infected 
material  confirms  the  diagnosis. 

It  is  seen  that  the  distribution  of  agri- 
cultural anthrax  is  about  the  same  as  it 
was  fifty  years  ago  (Figs.  1 and  2).  How- 
ever, the  number  and  size  of  the  outbreaks 
of  bovine  anthrax  are  reduced  markedly 
because  of  widespread  vaccination  against 
anthrax  in  cattle. 

The  incidence  of  industrial  anthrax  is 
related  directly  to  the  number  of  persons 
employed  in  industries  using  wool,  hair, 
and  hides,  especially  those  imported  from 
coimtries  without  adequate  anthrax  con- 
trol. The  incidence  of  industrial  anthrax 
in  New  York  State  decreased  markedly  in 
the  past  ten  years  owing  to  the  closure  of 
carpet  and  leather  mills  which  have  moved 
to  the  southern  states.  Sporadic  cases  of 
anthrax  of  agricultural  origin  can  be  ex- 
pected in  areas  where  the  soil  and  waters 
have  been  contaminated  by  previous  bovine 
anthrax  and  in  the  environs  of  old  industries 
whose  wastes  polluted  the  area. 

Summary 

A review  of  human  and  bovine  anthrax  in 
New  York  State  circa  1916  includes  27 
human  cases.  This  is  compared  with  an 
analysis  of  109  cases  of  hiunan  anthrax 
reported  between  the  years  1943  and  1960. 
All  but  12  of  the  109  cases  occurred  in 
persons  employed  in  industries  using  wool, 
hair,  or  hides,  such  as  carpet  and  leather 
mills.  There  was  1 case  of  fatal  bacteremia 
due  to  laboratory  infection  and  a fatal  case 
of  meningitis.  The  remaining  107  cases 
were  the  cutaneous  form  of  anthrax.  Among 
these,  there  were  only  3 deaths,  all  in  1943 
before  the  advent  of  penicillin  therapy. 
Three  cases  of  cutaneous  anthrax  had  a 
meningitis,  and  2 more  developed  a bac- 
teremia, but  all  5 recovered  with  penicillin 
therapy.  Forty  per  cent  of  the  primary 


cutaneous  lesions  occurred  on  the  lower 
arm  and  hand,  one-third  more  were  located 
on  the  face,  and  16  per  cent  were  on  the 
neck. 

There  were  101  men  and  8 women.  The 
majority  were  between  the  ages  of  twenty- 
one  and  seventy  years.  There  was  no 
seasonal  incidence  of  the  anthrax.  All 
but  3 cases  occurred  in  the  four  counties  in 
which  the  carpet  and  leather  mills  were 
located,  that  is,  Fulton,  Montgomery, 
Westchester,  and  Orange  counties.  Since 
1955,  there  has  been  a marked  reduction  in 
the  incidence  of  industrial  anthrax  because 
of  the  closing  of  such  industries  in  the  State. 
All  cases  were  diagnosed  initially  by  the 
demonstration  of  the  characteristic  B. 
anthracis  in  films  of  fluid  from  the  primary 
lesion  stained  by  the  Gram  method.  A 
majority  of  cases  were  identified  further  by 
cultmal  isolation  and  animal  virulence  tests. 
From  1945  on,  all  cases  were  treated  with 
penicillin  therapy,  either  alone  or  supple- 
mented with  sulfonamide  therapy  in  cases 
with  primary  lesions  of  the  head  and  neck, 
and  hospitalization. 

New  Scotland  Avenue 
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Vitamin  Bq  Reduces  Dental  Decay 


A radically  new  and  practical  method  of  reducing 
dental  decay  has  been  reported  by  the  National 
Vitamin  Foundation,  Inc.,  as  resulting  in  a marked 
decrease  in  the  incidence  of  dental  caries  in  both 
adults  and  children. 

In  a carefully  controlled  experiment  to  see  if 
pyridoxine  would  reduce  dental  decay  in  pregnant 
women,  there  was  a decrease  of  almost  36  per  cent 
in  the  incidence  of  new  cavities  in  the  group  receiving 
pyridoxine  in  lozenges  and  17  per  cent  in  the  group 
receiving  pyridoxine  in  capsules,  as  compared  with 
the  group  not  receiving  supplementary  vitamin  Be. 

Just  how  pyridoxine  acts  to  prevent  decay  is  not 
certain.  It  is  known  that  the  type  of  bacteria  in  the 
mouth  which  produces  lactic  acid  (thought  to  cause 
decay)  do  not  need  vitamin  Be.  In  laboratory  tests 
it  has  been  shown  that  adding  the  vitamin  spurs  the 
growth  of  harmless  bacteria  at  the  expense  of  the 
decay-causing  microbes. 

This  theory  seems  to  be  supported  by  the  fact  that 
the  group  taking  the  lozenges,  which  released  the 
vitamin  slowly  in  direct  contact  with  the  teeth,  had 
the  best  results.  However,  there  is  also  the  possi- 
bility that  the  divided,  slowly  released  doses  were 
absorbed  more  efficiently  by  the  body  and  pro- 
duced more  effective  levels.  The  investigators 
point  out  that  although  the  exact  mechanism  of 
action  has  not  been  defined  it  is  clear  that  pyridoxine 
offers  a safe,  practical  means  of  reducing  dental 
decay. 


Pyridoxine  seems  to  have  an  additive  effect  in 
preventing  caries  with  fluorides.  In  a study  of 
eleven-  to  fourteen-year-old  school  children  in 
Philadelphia,  where  the  water  is  fluoridated, 
pyridoxine  lozenges  produced  a 26  per  cent  reduction 
in  dental  caries.  The  authors  of  this  study  point 
out  that  while  the  difference  between  treated  and 
untreated  groups  was  not  sufficient  to  achieve  the 
statisticians’  level  of  probabihty,  the  results  were 
suggestive.  In  a nonfluoridated  area  in  New  Jersey, 
a study  of  28  school  children  ten  to  fifteen  years  of 
age  showed  a 40  per  cent  difference  in  incidence  of 
caries  between  treated  and  nontreated  groups. 

It  had  been  demonstrated  previously  that  pyri- 
doxine would  inhibit  dental  decay  in  monk(‘3  S,  ham- 
sters, and  rats. 

As  an  interesting  sidelight,  a study  of  Cuban 
children  (pre-Castro)  showed  that  although  their 
general  nutritional  state  left  much  to  be  desired, 
they  had  much  higher  blood  levels  of  vitamin  Be 
than  American  children.  The  Cuban  children  chew 
sugar  cane  regularly  but,  despite  poor  dental 
hygiene,  have  a low  incidence  of  dental  caries. 
Eating  so  much  sugar  ordinarily  would  be  expected 
to  increase  dental  decay;  it  has  been  found,  how- 
ever, that  the  sugar  cane  itself  contains  a good  deal 
of  vitamin  Be. — Robert  W.  Hillman,  M.D.,  P.  G. 
Cabaud,  M.D.,  and  R.  A.  Schenone,  M.D.,  Annual 
Meeting  of  the  American  Society  for  Clinical  Nutri- 
tion, April  29, 1961 


June  15, 1961 


2053 


Value  of  Aerosol- Produced  Sputum  as  Screening 
Technic  for  Lung  Cancer* 

DORIS  S.  ROME,  M.D.,  ALBANY,  NEW  YORK 
(From  the  Department  of  Hfedirine,  Subdepartment  of  Oncology,  Albany  Medical  College) 


T N September  of  1957  a study  was  under- 
taken  to  determine  whether  or  not 
adequate  sputum  could  be  obtained  from 
asymptomatic  men.  The'  patients  used 
were  men  who  were  attending  a cardio- 
vascular health  center  at  Albany  Medical 
College.  These  patients  received  a com- 
plete history  and  physical  examination 
including  posteroanterior  and  lateral  chest 
films.  Over  half  of  them  were  between  the 
ages  of  fifty  and  fifty-nine  years.  A com- 
plete coughing  history  and  smoking  history 
was  obtained  on  each  one. 

Apparatus 

Alvin  L.  Barach,  M.D.,  of  New  York  City 
has  developed  a heated  nebulizer  to  stimulate 
mucous  production  in  the  bronchial  tree.f 

A 10  per  cent  saline  solution  in  20  per 
cent  propylene  glycol  is  prepared  and  placed 
in  the  nebulizer  which  heats  the  liquid  and  air 
breathed  by  the  patients  to  105  F.  This 
heated  air  stream  is  at  100  per  cent  relative 
humidity  and  contains  suspended  water  parti- 
cles. The  hypertonic  saline  droplets  de- 
posited on  the  bronchial  mucosa  osmotically 
induce  transudation.  This  material  is  then 
expectorated  directly  into  a jar  of  70  per 
cent  alcohol. 

Method 

Each  subject  was  instructed  to  breathe 
through  his  mouth  at  a normal  rate.  The 
ten-minute  inhalation  of  the  hypertonic 

* Thi.s  study  was  supported  by  a grant  from  the 
American  Cancer  Society,  New  York  City. 

t Bickerman,  H.  A.,  Sproul,  E.  E.,  and  Barach,  A.  L. : 
An  aerosol  method  of  producing  bronchial  secretions 
in  human  subjects:  a clinical  technic  for  detection  of 

lung  cancer,  Dis.  Chest  33  : 347  (Apr.)  19.58. 


TABLE  I. — Adequacy  of  Sputum  Received  from 
693  Asymptomatic  Men  After  10  Per  Cent 
Saline  Inhalation 


Condition 

Number 

of 

Subjects 

Ade- 

quate 

Per 

Cent 

Inade- 

quate 

No  sputum,  no 

cough 

515 

432 

83.9 

83 

Dry  cough 

63 

57 

90.5 

6 

Cough  and 

sputum 

115 

107 

93.0 

8 

Totals 

693 

596 

86 

97 

salt  solution  stimulated  mucous  production 
in  the  tracheobronchial  tree.  The  patient 
would  cough  this  up  into  a jar  containing 
70  per  cent  alcohol.  Slides  were  made 
directly  from  the  sputum. 

Preparation. — Two  slides  were  made 
from  each  specimen  and  fixed  in  equal 
amounts  of  alcohol  and  ether.  The  slides 
were  stained  by  the  Papanicolaou  method. 
All  slides  were  screened  for  the  presence  or 
absence  of  histiocytes,  atypical  cells,  or  ma- 
lignant cells.  If  no  histiocytes  were  present 
the  specimen  was  considered  inadequate 
for  diagnosis. 

Patient  Reaction. — The  patients  ac- 
cepted this  test  readily.  They  voiced  no 
complaints  and  did  not  have  any  irritating 
effects  from  the  heated  salt  solution.  It 
was  noted  that  heavy  smokers  seemed  to 
have  a more  productive  cough  than  non- 
smokers. 

Types  of  Cells  Found  in  Smears. — 
Most  of  the  cells  were  well  preserved.  The 
nuclear  detail  was  distinct  and  cytoplasmic 
borders  were  maintained.  The  cells  stained 
uniformly  well,  and  many  slides  contained 
great  numbers  of  dust-containing  histio- 
cytes. Some  of  the  slides  contained  atypical 
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VALUE  OF  aeroeol-phoduved  sputum  as  screening  technic 


TABLE  II.— Standard  Chi-Square  Test  of  Independence* 

Observed  Number  of  Cases  Expected  Number  of  Cases  -—Chi  Square  (X^) — ' 
Non-  Non- 


Ade-  ade-  Ade-  ade-  Ade-  Non- 


Condition 

(plate 

quate 

Total 

quate 

quate 

Total 

quate 

adequate 

Sputum  cougher 

107 

8 

115 

99 

16 

115 

0.66 

4.08 

lir3"  cougher 

57 

6 

63 

54 

9 

63 

0.14 

0.89  (2  degrees  of 
freedom) 

Noncougher 

432 

83 

515 

443 

72 

515 

0.27 

1.65 

Totals 

596 

97 

693 

596 

97 

693 

...  7,69  = X2 

* The  probability  of  a Chi  square  as  great  as  7.69  due  to  chance  alone  is  less  than  5 per  cent.  This 
indicates  that  the  difference  in  adequacy  of  aerosol  sputum  due  to  coughing  type  is  statistically  significant 
(statistical  analysis  by  Abbott  S.  Weinstein,  Assistant  Director,  Statistical  Service,  New  York  State  I)e- 
])artment  of  Mental  Hygiene). 


TABLE  III. — Presence  of  Atypical  Cells  in  693 
Asymptomatic  Men  in  Relationship  to  Smoking 
History 


Normal 

Atypical 

Per 

Inade- 

Condition  Cells 

Cells 

Cent 

quate 

Cigaret 


smokers 

257 

51 

20 

36 

Pipe  smokers 

74 

12 

16 

12 

Nonsmokers 

78 

18 

23 

31 

Stopped 

smoking 

88 

14 

16 

18 

cells  which  were  felt  to  represent  squamous 
metaplasia.  These  consisted  of  small  round 
eosinophilic  cells  with  rather  dense  nuclei. 
No  malignant  cells  were  found  in  this  group 
of  asymtomatic  males,  and  no  cases  of  lung 
cancer  were  detected  clinically  during  this 
period  of  time. 

Results 

Individuals  were  classified  according  to 
their  own  evaluation  as  natural  (1)  sputum 
cougher,  (2)  dry  cougher,  and  (3)  non- 
cougher.  The  number  in  each  group  pro- 
ducing adequate  sputum  after  the  use  of 
heated  hypertonic  saline  aerosol  was  de- 
termined. 

Table  I.— Table  I shows  that  of  693 
men  who  underwent  this  test  86  per  cent 
produced  sputum  that  contained  histiocytes 
and  was  considered  to  have  come  from  the 
lung. 

Table  II. — A standard  Chi-square  test 
of  independence  was  made  to  determine 
whether  the  ability  to  cough  and  to  produce 
sputum  naturally  is  related  to  the  adequacy 
of  specimens  after  aerosol.  This  was  the 


TABLE  IV. — Adequacy  of  Sputum  in  Relation- 
ship TO  Smoking 


Amount  of 

Ade- 

Per 

Inade- 

Smoking 

Total 

quate 

Cent 

quate 

Heavy  smoker 

(over  one  pack 
of  cigarets  per 
day) 

171 

155 

90.6 

16 

Nonsmokers 

127 

96 

75.5 

31 

case.  It  was  found  that  adequate  aerosol 
sputum  was  obtained  significantly  more 
often  from  sputum  coughers  than  from  dry 
coughers  or  noncoughers.  (Table  II). 

The  probability  of  a Chi  square  as  great 
as  7.69  being  due  to  chance  alone  is  less 
than  5 per  cent.  This  indicates  that  there 
is  a statistically  significant  difference  in  the 
adequacy  of  aerosol  sputum  owing  to  the 
coughing  type.  Even  among  noncoughers 
adequate  specimens  were  obtained  in  84  per 
cent  of  these  men. 

Table  III. — No  statistical  significance  was 
observed  in  the  presence  of  atypical  cells 
in  smokers  as  contrasted  with  nonsmokers. 
(Table  III). 

Table  IV. — Among  heavy  smokers  90.6 
per  cent  produced  an  adequate  sputum  as 
contrasted  with  75.5  per  cent  in  nonsmokers. 
This  is  of  statistical  significance.  Heavy 
smokers  were  able  to  bring  up  more  adequate 
sputum  than  nonsmokers.  (Table  IV). 

Table  V. — Aerosol  sputums  were  ob- 
tained on  27  patients  who  were  suspected 
of  having  lung  cancer.  Of  those  with  proved 
lung  cancer,  11  out  of  14  with  adequate 
specimens  had  suspicious  or  positive  smear 
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TABLE  V. — Cytologic  Results  on  27  Patients 
WITH  Suspected  Lung  Cancer 


Total 

Patients 

Ade- 

quate 

Positive 

or 

Suspicious 

Nega- 

tive 

Proved  lung 
cancer 

18 

14 

11 

3 

Clinical  lung 
cancer 

7 

7 

4 

3 

Metastatic 

cancer 

2 

1 

1 

findings  for  a percentage  of  78.5.  Four  out 
of  7 with  clinical  lung  cancer  had  a suspicious 
or  positive  smear  result.  Of  6 patients  with 
proved  lung  cancer,  2 had  negative  sputum 
findings  before  aerosol,  and  after  aerosol 
both  had  positive  sputum  results.  The 
number  of  cases  is  too  small  to  state  def- 
initely whether  the  aerosol  machine  will 
produce  sputum  containing  malignant  cells 
more  often  than  naturally  produced  sputum. 
However,  we  do  know  that  the  saline  solu- 
tion used  to  stimulate  the  cough  does  not 
alter  the  configuration  or  staining  properties 


of  the  malignant  cells  (Table  V). 

Summary 

In  our  study  693  asymptomatic  males 
were  subjected  to  a ten-minute  period  of  in- 
halation of  a heated  10  per  cent  salt  solution 
without  ill-ejects.  The  sputum  produced  by 
these  men  was  examined  cytologically,  and  86 
per  cent  of  these  specimens  contained  mate- 
rial which  was  considered  to  have  come  from 
the  bronchi.  The  presence  of  a sputum-pro- 
ducing cough  or  heavy  smoking  history  had 
a statistical  effect  on  the  ability  of  this 
machine  to  induce  an  adequate  specimen. 
Preliminary  results  on  aerosol  sputum  col- 
lection in  known  lung  cancer  patients  show 
that  it  is  possible  to  obtain  well-preserved 
cancer  cells  in  great  numbers.  The  applica- 
tion of  the  aerosol  nebulizer  to  large  screen- 
ing programs  is  feasible  and  with  further 
evaluation  may  show  that  an  earlier  di- 
agnosis of  lung  cancer  can  be  made  by  this 
method. 


Ice  Water  as  a Primary  Treatment  of  Burns 


Although  immersion  of  damaged  areas  in  cold 
water  as  the  initial  treatment  of  burns  was  known 
to  the  ancients  and  although  scattered  praise  of  the 
method  is  to  be  found  in  literature,  this  simple, 
effective  measure  seems  generally  to  have  been 
lost  sight  of. 

After  experience  with  150  patients,  the  author 
recommends  ice  water  immersion  or  application  of 
ice  cold  compresses  as  the  immediate  treatment  in 
bums  of  all  degrees  involving  less  than  20  per  cent 
of  the  total  body  surface.  The  author  began  this 
treatment  originally  as  an  emergency  measure, 
aimed  primarily  at  immediate  relief  of  pain,  but 
usually  the  effect  appears  to  have  lessened  the 
damaging  sequelae  that  might  have  been  ex- 


pected. 

In  one  instance  where  a small  burned  area  was 
missed  inadvertently  in  the  initial  cold  water 
treatment,  the  author  had  an  opportunity  to  com- 
pare the  progress  of  the  two  areas.  Although  the 
small  control  patch  was  remote  from  the  worst  part 
of  the  bum,  all  areas  except  the  overlooked  one  were 
healed  in  a day.  The  overlooked  area  blistered,  re- 
mained painful,  crusted  over,  and  required  over  two 
weeks  for  healing.  The  general  experience  wdth  the 
series  indicates  that  whatever  form  subsequent 
management  may  take,  those  treated  initially  with 
ice  water  fare  better  than  those  who  are  not. — 
Alex  G.  Shulman,  M.D.,  Journal  of  the  American 
Medical  Association,  August  27, 1960 
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An  Effective  Ointment  in  the  Treatment  of 
Diaper  Dermatitis 

DONALD  K.  ADLER,  M.D.,  F.A.A.P.,  WOODMERE,  LONG  ISLAND 


Diaper  rash  is  probably  the  commonest 
form  of  skin  eruption  in  infants.  Few 

escape  the  condition,  and  indeed  there  are 
records  dating  back  to  antiquity  of  this 
syndrome. Usually  limited  to  the  diaper 
area,  it  may  involve  the  buttocks,  lower 
abdomen,  and  perineum.  It  varies  in 
severity  from  a simple  erythema  to  a severe 
ulcerated  necrotic  type  of  lesion,  and  second- 
ary infection  becomes  a problem  in  some 
cases.  In  the  male  infant,  irritation  and 
crusting  of  the  penile  orifice  leads  to  urinary 
frequency  and,  at  times,  bleeding.  To 
avoid  complications,  as  well  as  to  allay  the 
mother’s  anxiety,  treatment  should  be 
initiated  as  soon  as  possible.  Since  pre- 
vention by  frequent  diaper  changes  is  often 
a difficult  and  unattainable  ideal,  the  phy- 
sician usually  relies  on  hygienic  technics 
and,  once  the  rash  appears,  some  form  of 
medication. 

The  basic  factor  in  the  causation  of  diaper 
rash  is  the  contact  of  urine  with  the  skin, 
aggravated  by  the  subtropical  environment 
created  by  the  diaper.  The  more  severe 
forms  are  related  to  the  production  of 
ammonia  from  the  urea  of  the  urine,  which 
is  accomplished  by  urea-splitting  bacteria 
from  the  intestine  which  are  normally  har- 
bored in  the  skin  of  the  perineum.  There- 
fore, any  means  of  keeping  the  urine  from 
contact  with  the  area  warrants  consideration. 

There  is  no  question  of  the  need  for  a safe 
and  rapidly  effective  preparation  for  the 
treatment  of  this  affliction  of  infancy.  The 
incidence  of  persistent  diaper  rash  is  on  the 
rise.^  The  multitudinous  variety  of  prepa- 
rations on  the  market,  ranging  from  fish  oil 
to  steroids,  attest  more  to  optimism  than 
to  their  effectiveness.  The  ideal  medication 
for  this  condition  should  treat  skin  macera- 


tion, destroy  ammonia-producing  bacteria, 
and  promote  healing  of  lesions  both  rapidh" 
and  safely.  It  should  spread  with  a min- 
imum of  force,  adhere  well  to  the  skin,  be 
compatible  with  normal  epidermal  processes 
(such  as  perspiration),  and  not  form  an  im- 
penetrable film,  as  do  many  oily  prepara- 
tions; and  it  should  repel  urine  without 
being  washed  away  with  repeated  diaper 
wettings,  yet  be  easily  removed  by  the 
mother  or  the  nurse. 

Clinical  Study 

Fifty  infants  selected  from  private  prac- 
tice, ranging  in  age  from  two  months  or  less 
to  over  eighteen  months,  were  first  estab- 
lished to  be  refractory  to  the  commonly  used 
therapeutic  agents.  This  resistant  group 
constituted  approximately  every  third  case 
presented  for  treatment.  The  severity  of 
the  initial  complaint  ranged  from  mild  to 
severe.  Twenty-five  children  exhibiting  a 
simple  erythema  ^dthout  chronic  skin 
changes  were  classified  as  mild.  Another  15 
cases  exhibited  extensive  cutaneous  excoria- 
tion and  lichenification  with  occasional 
scattered  areas  of  ulceration;  these  were 
classified  as  moderately  severe.  Seven 
others  suffered  from  a severe  dermatitis  with 
marked  edema,  exudation,  and  severe  ulcera- 
tion. The  remaining  3 cases  were  com- 
plicated by  eczema  and  presented  various 
pathologic  manifestations.  These  infants 
had  had  diaper  rash  for  at  least  three  days 
to  as  much  as  seven  months  before  therapy 
was  begun.  Before  I was  consulted  by  the 
mother,  the  duration  of  the  condition  was 
in  most  instances  between  four  days  and 
one  week.  Thirty  cases  were  in  this  cate- 
gory. Only  2 cases  were  seen  before  they 
were  of  four  days  duration,  whereas  8 were 
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TABLE  I. — Preparations  Used  Initially  in 
Combating  Diaper  Dermatitis  in  Fifty 
Infants 


Preparation 

N umber 
of 

Cases 

Antiseptic-containing  ointment.s 
Antibiotic-containing  ointments  (bacitracin 
alone  or  admixed  with  neomycin  and 

26 

poh'mLxin ) 

Zinc  oxide  ointments  (including  simple  zinc 
o.xide  ointment  and  those  containing  cod 

<) 

liver  oil) 

12 

Vitamin  A and  D ointment 

7 

Corticosteroid  ointments 

7 

Simple  antiseptics  such  as  borax 
Talcum  powder  only  in  addition  to  general 

3 

hygiene 

3 

seen  after  from  eight  to  ten  days,  7 after 
from  eleven  to  fourteen  days,  and  3 after 
more  than  two  weeks  of  difficulty. 

The  initial  therapy  usually  was  determined 
in  conjunction  with  the  mother  in  the  follow- 
ing way.  If  previously  she  had  utilized  a 
popular  preparation,  she  was  encouraged 
to  try  it  again.  In  many  instances  a specific 
preparation  had  been  suggested  by  a phar- 
macist or  a neighbor,  and  this  was  utilized. 
As  a result,  a variety  of  preparations  were 
utilized  initially  in  addition  to  the  hygienic 
technics. 

It  can  be  seen  from  Table  I that  the  total 
is  more  than  50  cases.  However,  several 
of  the  patients  utilized  more  than  one  prep- 
aration before  consulting  me  again  and  gave 
each  preparation  at  least  a three-  to  four-day 
trial.  Where  these  were  given  an  adequate 
trial,  they  were  included  as  separate  utiliza- 
tions. 

After  failure  of  the  standard  treatment, 
a preparation*  reported  to  fulfill  our  criteria 
of  urine  repellency  was  made  available  to  us. 
It  w'as  decided  first  to  test  these  properties 
and  second,  to  try  the  material  clinically  if 
the  results  warranted.  The  test  preparation 
contained  neomycin  3 mg.  per  gram  as  an 
antibacterial  agent,  vitamin  A 5,000  units 
per  gram  and  vitamin  D 500  units  per  gram, 
and  lanolin  in  a special  base  containing  by 

* Dipamycin  ointment  supplied  by  Medisan  Labo- 
ratories, Ine.,  New  York  City. 


weight  95  per  cent  liquid  petrolatum  and 
5 per  cent  polyethylene.  The  liquid  pet- 
rolatum is  thickened  and  retained  in  gel 
form  by  the  matrix  of  solid  polyethylene. 
The  substance  is  said  to  be  neutral  and  non- 
sensitizing with  the  ability  to  repel  urine 
without  clogging  the  pores  or  interfering 
with  normal  epidermal  processes.  Cos- 
metically, the  ointment  was  noted  to  be 
colorless,  odorless,  and  stainless,  and  it 
imparted  a velvety,  nongreasy  feel  to  the 
skin. 

The  new  ointment  was  tested  for  urine- 
repellent  properties  against  the  most  popular 
preparation  previously  used.  The  latter 
maintained  its  repellency  for  thirty  minutes. 
A total  of  90  ml.  of  urine  applied  down  the 
wall  of  a funnel  were  required  to  destroy 
this  property  and  penetrate  to  imderlying 
hydrion  papers.  The  new  ointment,  how- 
ever, repelled  urine  for  one  hundred  min- 
utes; the  test  was  then  discontinued  since 
there  was  no  sign  that  the  layer  was  breaking 
down. 

All  47  cases  which  had  responded  in- 
adequately to  the  usual  forms  of  therapy, 
and  were  uncomplicated  by  eczema,  were 
then  treated  with  the  new  ointment.  The 
hygienic  precautions  that  had  been  followed 
with  all  other  preparations  w’ere  continued, 
and  the  mothers  were  instructed  to  apply  the 
ointment  with  each  diaper  change.  This 
was  carried  out  with  varying  degrees  of 
regularity.  Some  of  the  mothers  carried 
out  the  treatment  only  once  or  twice  a day, 
but  most  of  them  followed  instructions. 

Clinical  Response 

The  response  to  therapy  was  impressivelj' 
good.  As  can  be  seen  from  Figure  1,  over 
60  per  cent  responded  in  two  days  or  less 
with  complete  clearing.  Of  the  47  cases, 
a total  of  45  achieved  clearing  in  no  longer 
than  four  days,  an  effective  response  to 
therapy  in  almost  96  per  cent  of  cases.  The 
average  period  of  treatment  necessary  was 
only  2.4  days.  Once  clear,  these  children 
were  followed  for  a minimum  of  two  weeks 
to  determine  whether  or  not  the  condition 
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.l.V  EFFECTIVE  OIXTMEXT  IX  TREATMEXT  OF  DIAPER  DERMATITIS 


NUMBER  OF 
EXCELLENT 
RESPONSES 
35  L 


1 2 3 4 5 

DAYS  OF  THERAPY  REQUIRED  FOR  CLEARING 


Fig.  1.  Days  required  to  clear  mild  to  severe 
diaper  rash  in  infants  treated  with  test  preparation. 

recurred. 

No  instance  of  irritation  or  sensitization 
occurred  in  any  patients,  in  spite  of  the  fact 
that  the  group  included  4 highly  allergic 
infants  and  several  others  with  milder  his- 
tories of  allergy. 

Patient  acceptance  was  good.  The  oint- 
ment spread  readily,  with  a minimum  of 
force  over  the  tender  areas,  and  it  neither 
melted  nor  clumped  while  on  the  body. 
The  mothers  commented  on  the  fact  that 
“this  ointment  didn’t  wash  off.’’  They  were 
impressed  with  its  urine-repellent  properties, 
lack  of  diaper  staining,  and  as  a group 
requested  further  supplies  of  the  medication. 
Illustrative  case  histories  follow. 

Case  Reports 

Case  1. — A ten-month-old  male  had  a severe 
indurated  and  er^dhematous  rash  of  the  anterior 
perineum,  lower  abdomen,  thighs,  and  buttocks 
of  two  weeks  duration.  He  had  been  treated  by 
the  parents  with  such  medications  as  methyl- 
benzethonium  chloride  (Diaparene),  cod  liver  oil 


ointment  (Desitin),  Meti-Derm  ointment,  and 
Neo-Polycin  antibiotic  ointment,  without  thera- 
peutic response.  After  aiiplication  of  the  test 
ointment,  the  rash  improved  significantly  in  two 
days  and,  except  for  minor  residual  roughening  of 
the  skin,  cleared  by  the  third  day. 

Case  2. — A ten-month-old  male  had  a severe 
perirectal  and  perineal  ulcerated  and  excoriated 
diaper  rash.  The  child  was  born  with  an  im- 
perforate anus  which  had  been  treated  surgically. 
Subs(>quently,  a rectourethral  fistula  became 
clinically  apparent  from  the  passage  of  urine  per 
rectum,  causing  a severe  diaper  dermatitis.  The 
rash  had  been  present  in  varjing  degrees  of 
severity  for  seven  months,  and  the  infant  had 
been  treated  wth  every  available  topical  medica- 
tion, as  well  as  the  oral  administration  of  methio- 
nine. After  the  test  preparation  had  been  applied 
for  five  days  as  instructed,  the  ulcerated  rash 
was  essentially  cleared.  With  further  application 
of  the  ointment,  it  remained  clear  for  six  months, 
the  entire  period  of  observation. 

Case  3. — A four-month-old  male  had  moder- 
ately severe  weeping  diaper  rash  of  the  anterior 
abdomen  and  perineum,  further  complicated  by 
the  presence  of  infantile  eczema  and  a history  of 
allergy.  A rash  of  two  months  duration  proved 
intractable  and  failed  to  respond  to  cod  liver  oil 
ointment,  Hydrocortone  ointment,  and  methyl- 
benzethonium  chloride  ointment.  Application  of 
the  test  preparation  for  two  days  brought  about 
a complete  clearing  of  the  rash. 

Conclusions 

The  results  of  this  study  show  that  simple 
hygienic  technics  alone  are  not  adequate  to 
treat  a diaper  rash  once  it  has  been  estab- 
lished, although  they  may  be  valuable  ad- 
juvants to  therapy  and  will,  furthermore, 
help  prevent  the  establishment  of  this  con- 
dition. It  further  illustrates  that  an  oint- 
ment which  fulfills  our  clinical  criteria  of  a 
safe  and  rapidly  effective  material,  which 
is  indeed  urine-repellent  but  does  not  form 
an  impenetrable  oily  film  and  does  not  wash 
off  easily,  is  extremely  effective  in  the  treat- 
ment of  diaper  rash.  This  Avas  most  strik- 
ingly illustrated  in  the  group  of  cases  in 
which  the  mothers,  in  spite  of  instructions, 
relied  on  a once-a-day  application  of  the 
ointment  with  results  which  were  comparable 
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to  the  series  as  a whole. 

It  is  of  interest  that  several  children  had 
previously  been  treated  with  medications 
containing  neomycin  or  vitamins  A and  D, 
both  of  which  are  constituents  of  this  drug. 
It  occurred  to  us  it  w^as  the  urine-repellent, 
easily  spreadable,  and  yet  tenacious  base 
that  was  the  major  factor.  To  confirm  this 
hypothesis,  6 children  from  the  original 
series  in  which  diaper  rash  recurred  were 
treated  at  a later  date  with  the  base  alone. 
The  mothers  were  told  only  that  an  improved 
formula  was  being  tried.  In  5 of  the  6 cases 
no  difference  was  noted  in  the  healing 
process.  In  1 case  of  the  papulonecrotic 
type  the  response  had  been  better  with  the 
neomycin-containing  ointment,  which  would 
suggest  that  secondary  infection  was  a 
major  factor  here. 

Summary 

Diaper  dermatitis  is  the  most  common 
form  of  skin  eruption  in  infancy  and  is 
extremely  difficult  to  prevent.  Treatment 


consists  of  a combination  of  hygienic  meas- 
ures and  the  application  of  a safe,  effective 
urine-repellent  medication.  In  a clinical 
study  of  47  infants  with  mild  to  severe  diaper 
rash  it  was  found  that  the  generally  available 
preparations  in  common  use  do  not  satisfy 
these  criteria.  A new  ointment  which  ful- 
fills certain  theoretic  criteria,  including 
urine  repellency,  tenacity,  and  absence  of 
interference  with  normal  epidermal  proc- 
esses, in  clinical  practice  produced  uniformly 
excellent  results  in  almost  96  per  cent  of 
cases. 
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Radioactive  Iodine  Beneficial  for  Thyroid-Heart  Patients 


Radioactive  iodine  has  produced  “striking  im- 
provement” in  persons  with  hj^perthyroidism  and 
some  forms  of  heart  disease.  In  a study  of  35G 
thyrocardiac  patients  the  best  result  was  obtained  in 
hyperthyroid  patients  suffering  a convulsive  heart 
beat.  Of  81  such  patients,  all  but  1 showed  im- 
provement of  the  heart  ailment  when  the  thyroid 
condition  was  controlled,  a rate  of  99  per  cent. 

Improvement  was  shown  in  85  per  cent  of  the 
hyperthyroid  patients  with  congestive  heart  failure, 
93  per  cent  of  those  with  angina  pectoris,  and  96  per 
cent  of  those  suffering  from  both  angina  and  heart 
failure.  The  latter  were  considered  improved  if 
either  disorder  was  benefited. 

The  treatment  consisted  only  of  radioactive  iodine. 
Although  the  average  dose  for  the  thyrocardiac 


patients  was  greater  than  that  for  hyperthyroid 
patients,  a significant  number  of  thyro(;ardiac 
patients  were  controlled  with  relatively  small  doses. 
Each  was  treated  until  the  hyperthyroid  state  was 
controlled  completely. 

The  beneficial  effects  of  the  control  of  the  hyper- 
thyroid state  on  the  symptoms  of  th}Tocardiac 
disease  can  be  attained  by  the  control  of  the  thyroid 
disease  with  surgerj'^,  antithyroid  drugs,  or  radio- 
active iodine.  However,  one  major  advantage  of 
radioactive  iodine  therapy  is  the  low  recurrence 
rate,  which  was  less  than  1 per  cent  in  this  series. — 
Clement  Delit,  M.D.,  Solomon  Silver,  M.D.,  Stephen 
B.  Yohalem,  M.D.,  and  Robert  L.  Segal,  M.D., 
Journal  of  the  American  Medical  Association,  April 
29, 1961 
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New  Formula  for  Tube  Feeding 

CLARA  METZMEIER,  R.N.,  AND  FLETCHER  MCDOWELL,  M.D.,  NEW  YORK  CITY 
(From  the  Second  (Cornell)  Neurological  Division,  Bellevue  Hospital) 


^ I ’’he  advantages  of  supplying  adequate 
fluid,  electrolyte,  and  caloric  intake  by 
tube  feeding  for  most  patients  who  are  un- 
able to  take  nourishment  by  mouth  have 
always  been  apparent.  A deterrent 
against  using  this  method  of  feeding  patients 
has  been  that  many  formulas  designed  for 
such  feedings  produce  diarrhea  and  are  at- 
tended by  the  possibility  of  regurgitation 
with  aspiration.  It  is  only  by  tube  feeding 
in  the  unconscious  patient  and  in  patients 
who  are  unable  to  swallow  that  protein  and 
caloric  deficiencies  can  be  prevented.  To 
prevent  such  deficiencies  in  bedridden  pa- 
tients it  is  important  to  reduce  tissue  vulner- 
ability in  pressure  areas  and  to  promote  the 
healing  of  bed  sores  that  are  already  present. 
Often  intravenous  feeding  is  used  in  pref- 
erence to  tube  feeding,  but  indwelling  venous 
catheters  and  intravenous  needles  may  cause 
local  thrombophlebitis^’®  and  occasionally 
septicemia  by  introducing  organisms  di- 
rectly into  the  blood  stream.®  Avoiding  the 
possibility  of  septicemia  with  such  methods 
of  maintaining  nutritional  and  fluid  balance 
has  become  especially  important  recently  be- 
cause of  the  high  incidence  of  antibiotic- 
resistant  bacteremias. 


On  the  Cornell  Neurological  Service  at 
Bellevue  Hospital,  the  formula  and  method 
of  tube  feeding  to  be  described  have  been 
used  during  the  past  nine  years  for  patients 
who  have  been  unable  to  take  nourishment 
by  mouth.  This  formula  for  tube  feeding 
was  developed  in  an  effort  to  overcome  the 
complication  of  diarrhea  in  tube-fed  pa- 
tients and  to  meet  all  nutritional  require- 
ments. It  differs  from  the  usual  tube-feed- 
ing formula  in  that  it  uses  no  milk  and  in- 
cludes pur^d  vegetables  and  meat  which  add 
bulk  to  the  intestinal  contents.  This  for- 
mula is  flexible,  easily  prepared  from  mate- 
rials available  in  any  hospital  kitchen,  main- 
tains its  consistency,  does  not  separate  into 
layers  of  solids  and  liquids,  and  will  pass 
readily  through  a small-bore  Levine  tube 
(size  14). 

Table  I indicates  the  caloric,  protein, 
carbohydrate,  and  fat  content.  It  is  de- 
signed to  give  from  2,000  to  2,500  calories  in 
approximately  2,000  to  3,000  cc.  of  fluid  per 
day.  The  total  amount  required  is  made  up 
daily.  In  the  preparation  of  this  formula 
canned  baby  foods  are  used,  but  any  pur^d 
meat  or  vegetables  can  be  used.  The 
purfed  vegetables  listed  in  Table  II  can  be 


TABI.E  I.— CAI.OR1C, 

Protein, 

Carbohvdrate,  and 

Fat  Content 

OF  Formula’* 

Nutrient 

Amount 

(Gm.) 

Calories 

Protein 

(Gm.) 

Carbo- 

hydrate 

(Gm.) 

Fat 

(Gm.) 

Pureed  beef,  liver,  veal,  lamb 

600 

(6  3>/2-oz. 
cans) 

540 

79.8 

0 

24.0 

Purged  vegetables:  carrots 

600 

(6  3‘/3-oz. 
cans) 

156 

4.2 

33.0 

0.6 

Raw  eggs 

8 eggs 

616 

48.8 

2.4 

44.0 

Protein  supplement 
powder  (Gevral) 

150 

250 

31.0 

41.0 

0.3 

Table  sugar 

200 

800 

0 

200.0 

0 

Totals 

2,362 

163.8 

276.4 

68.9 

* This  formula  supplies  approximately  twice  the  necessary  daily  requirements  of  thiamin,  niacin,  riboflavin, 
ascorbic  acid,  iron,  calcium,  and  phosphorus  and  approximately  4 Gm.  of  sodium  daily. 
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TABLE  II. — PuREED  Vegetables  Used  in  Formula^* 


Vegetables 

(Purged) 

Amount 

(Gm.) 

Calories 

Protein 

(Gm.) 

Carbo- 

hydrate 

(Gm.) 

Fat 

(Gm.) 

Peas 

too 

(3‘/2  oz.) 

50 

3.0 

8.1 

0.2 

Beans 

100 

(372  oz.) 

25 

1.4 

4.5 

0.1 

Beets 

100 

(372  oz.) 

37 

1.1 

7.8 

0.1 

* These  pureed  vegetables 

can  be  used 

in  addition  to  or  supplementing  the  carrots  listed  in 

Table  I. 

TABLE  III.- 

—Fluids  Used  As  Supplements  in  Formula^ 

Juices 

Amount 

(Cc.) 

Calories 

Protein 

(Gm.) 

Carbo- 

hydrate 

(Gm.) 

Fat 

(Gm.) 

Orange 

240 
(8  oz.) 

109 

2.0 

27.3 

0.5 

Pineapple 

240 
(8  oz.) 

120 

0.8 

32.0 

0.24 

Grapefruit 

240 
(8  oz.) 

92 

1.2 

24.1 

0.2 

o 


J 


used  interchangeably,  but  corrections  for 
the  desired  caloric  intake  must  be  made  by 
increasing  or  decreasing  the  number  of 
grams  of  vegetables  used.  The  ingredients 
are  added  to  2,000  cc.  of  water,  mixed 
thoroughly,  and  stored  in  an  ice  box.  If 
more  than  2,000  cc.  of  fluid  is  desired  daily 
this  can  be  supplemented  by  water  or  by 
fruit  juices  (Table  III).  The  over-all  caloric 
intake  provided  for  in  the  basic  formula  can 
be  raised  or  lowered  easily  by  adding  or 
subtracting  table  sugar. 

The  protein  content  of  this  formula  is 
higher  than  that  required  for  the  average 
patient.  It  has  been  raised  to  this  level  to 
provide  an  excess  of  protein  for  debilitated 
and  immobilized  patients  in  an  effort  to 
avoid  bed  sores  and  to  improve  the  condi- 
tions for  the  healing  of  bed  sores  that  are 
already  present.  The  value  of  a high- 
protein  diet  in  such  patients  has  been  well 
established.®  It  can  be  lowered  easily  by 
reducing  the  amount  of  purged  meat  and 
increasing  the  quantity  of  table  sugar  and 
purged  vegetables.* 

* If  canned  puieed  meat  is  not  available,  it  can  he 
prepared  by  boiling  bone-  and  tendon-free  meat  thor- 
oughly (.saving  the  jui<^e  which  is  used  instead  of  water 
for  feeding),  grinding  the  meat  as  finely  as  possible,  and 


Technic  of  Tube  Feeding 


The  head  of  the  bed  is  elevated  to  an  angle 
of  30  degrees,  and  a gastric  tube,  usually  a 
size  14  Levine  tube,  is  passed  through  the 
nose  into  the  stomach  and  taped  to  the  side 
of  the  cheek.  Prior  to  the  instillation  of  the 
formula  into  the  tube,  the  tube  is  aspirated 
and  all  obtainable  residua  are  removed, 
saved,  and  measured.  Next,  25  cc.  of  water 
are  introduced  through  the  tube  to  insure  its 
patency.  Following  this,  a total  of  150  to 
300  cc.  (formula  plus  residua)  are  given  at 
each  feeding.  This  is  introduced  slowly 
through  the  tube  over  a period  of  from  fifteen 
to  twenty  minutes.  A glass  asepto  syringe 
with  a rubber  bulb  is  used  and  care  is  taken 
to  insure  that  the  glass  syringe  contains  no 
air  and  that  air  is  not  introduced  during  the 
feeding.  Following  the  instillation  of  the 
feeding  mixture,  25  cc.  of  water  are  intro- 
duced through  the  tube  to  maintain  its 
patency.  The  head  of  the  bed  is  left  ele- 
vated at  30  degrees  for  thirty  minutes  after 


i 
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then  putting  it  through  a sieve.  Purged  vegetables  can 
be  prepared  by  a similar  technic,  again  saving  the  juice 
to  be  u.sed  in  place  of  water.  Powdered  eggs  may  be 
substituted  for  whole  eggs.  Additional  eggs  or  cane 
sugar  may  be  added  to  increase  the  protein  or  caloric 
content. 
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each  feeding.  Usually  feedings  are  carried 
out  every  two  hours  throughout  each  twenty- 
four-hour  period. 

Tube  and  Nasal  Care 

Gastric  tubes  are  changed  approximately 
once  a week.  Following  its  removal,  the 
tube  is  washed,  cleaned,  and  reinserted. 
The  tube  is  alternated  from  one  nostril  to 
the  other  when  it  is  changed.  Preferably 
the  tube  should  be  of  a different  color  from 

I the  nasal  oxygen  catheters  and  should  be 
distinguished  clearly  by  a tag  to  avoid  the 
possibility  of  connecting  an  oxygen  supply  to 
I the  gastric  tube. 

To  prevent  the  patient  from  pulling  out 
j the  tube,  it  is  first  taped  to  the  cheek  in  such 
i a manner  that  it  does  not  distend  the  nostril 
[ and  cause  discomfort.  If  this  is  not  suffi- 
cient to  prevent  the  patient’s  pulling  it  out, 
padded  mittens  are  used  so  that  the  patient 
is  unable  to  grasp  the  tube.  Elbow  splints, 
placed  so  that  the  patient  is  unable  to  bend 
his  arms,  are  equally  effective.  Restraining 
the  patient’s  arms  is  used  only  as  a last  resort 
and  in  our  experience  has  not  been  required 
very  often. 

Nasal  care  is  carried  out  daily.  The 
nostrils  are  kept  clean,  and  mucus  and  nasal 
secretions  are  suctioned  from  behind  the 
Levine  tube.  Cold  cream  is  used  as  a 
lubricant  around  the  nostrils,  and  the  site 
for  taping  the  tube  to  the  cheek  is  changed 
frequently  to  avoid  irritation  of  the  skin  of 
the  face. 

The  tube  is  always  clamped  between 
feedings.  A continuous  gastric  drip  is  not 
used,  as  this  does  not  allow  aspiration  and 
measurement  of  the  gastric  residua  and  fre- 
quently causes  marked  gastric  dilitation. 

Com  plica  t ions 

Diarrhea  is  a rare  complicat  ion,  occurrhig 
on  the  average  in  fewer  than  1 per  cent  of 
patients.  It  is  usually  controlled  if  three  or 
four  feedings  are  eliminateil,  and  then  feed- 
ing is  resumed  as  described  previously. 

An  intestinal  obstruction  should  be  sus- 


pected if  the  aspirated  residue  is  recurrently 
over  30  cc.  If  this  occurs,  tube  feedings  are 
stopped  until  this  possibility  has  been  in- 
vestigated. If  an  intestinal  obstruction  is 
not  evident  and  the  residua  continue  to  be 
above  30  cc.,  feedings  are  stopped  for  from 
six  to  eight  hours  and  resumed  with  smaller 
amounts  given  more  frequently,  usually 
approximately  100  cc.  of  the  formula  every 
hour  or  two. 

Results 

On  this  formula  adequate  nutritional  and 
fluid  intake  and  electrolyte  balance  have 
been  maintained,  with  little  or  no  weight 
loss.  We  have  also  found  that  in  patients 
receiving  this  particular  tube  feeding  bed 
sores  and  skin  ulceration  have  been  less  of  a 
problem  than  with  those  patients  fed  intra- 
venously. Some  of  our  patients  have  been 
maintained  for  as  long  as  four  years  on  this 
formula  without  complications  of  diarrhea, 
regurgitation,  aspiration,  gastric  or  intestinal 
distention,  or  vitamin  deficiency.  The  feed- 
ing is  always  used  to  replace  intravenous 
feedings  unless  some  specific  electrolyte  im- 
balance is  present  which  cannot  be  corrected 
by  any  other  route. 

Summary 

A formula  for  intragastric  tube  feeding  is 
described.  It  is  easily  prepared,  inexpen- 
sive, and  simple  to  administer.  An  average 
daily  feeding  of  2 L.  provides  2,000  to 
3,000  calories  and  a high  vitamin  and  protein 
content.  A particular  advantage  of  this 
formula  is  the  rarity  of  diarrhea.  Our 
patients  have  been  fed  by  gastric  tube  for  as 
long  as  four  years  without  the  occurrence  of 
this  complication.  In  addition,  the  prepa- 
ration maintains  its  liquid  consistency  and 
does  not  separate  into  layers  of  solids  and 
liquids. 

The  caloric  \-alues  and  the  protein,  carbo- 
hydrate, and  fat  content  of  the  various  nu- 
trients are  tabulated.  The  use  of  this 
formula  in  any  patient  unal)le  to  take  fluid 
and  nourishment  is  recommended  for  periods 
as  short  as  one  day  or  as  long  as  several  years. 
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Electric  Factors  Blamed  in  Study  of  Heart  Attacks 


Fatal  heart  attacks  can  occur  in  the  absence  of 
any  new  heart  damage.  An  autopsy  analysis  of  500 
sudden  deaths  attributed  to  hardenmg  of  the 
coronary  arteries  revealed  that  63  per  cent  of  the 
victims  had  hearts  with  no  acute  anatomic  damage. 

The  findings  cannot  be  applied  to  the  general 
population  because  the  study  group  was  weighted  in 
favor  of  young  persons  and  those  not  under  regular 
medical  observation. 

Signs  of  recent  heart  attacks  could  explain  184  of 
the  fatalities,  or  37  per  cent,  but  m the  remaining 
316  persons  there  was  no  evidence  of  recent  heart 
flamage.  Although  chronic  coronary  disease  was 
found  among  the  latter  group,  many  of  these  per- 
sons had  recovered  from  a heart  attack  in  the  past. 
Furthermore,  no  recent  or  remote  heart  attacks  were 
found  in  26  per  cent  of  the  500  deaths. 

A plausible  explanation  for  fatal  heart  attacks  in 
such  persons  is  the  theory  that  an  electric  imbalance 
can  arise  from  the  slow  progressive  narrowing  of  the 
coronary  arteries  which  nourish  the  heart.  Varying 
degrees  of  coronary  narrowing  produce  different 
amounts  of  oxygen  in  different  parts  of  the  heart 
muscle,  and  this  can  create  an  electric  disturbance 
of  sufficient  magnitude  to  cause  a fatal  convulsive 
heart  beat.  Such  electric  phenomena  do  not  pro- 
duce any  recognizable  damage  to  the  heart  muscle. 


The  fatal  attacks  occurred  in  all  environments. 
Fifty-five  per  cent  of  the  victims  were  stricken  at 
home.  Thirty-seven  persons  were  operating  motor 
vehicles  at  the  onset  of  their  attack.  “Although 
several  were  able  to  stop  uneventfully,  many 
victims  lost  control  of  their  vehicle,  and  it  stopped 
only  after  it  had  run  into  solid  obstruction,”  the 
authors  commented.  “These  incidents  raise  the 
issue  of  the  physical,  mental,  and  emotional  stresses 
attendant  on  driving  on  today’s  highways  and  the 
problems  of  driver  licensure.” 

The  study  also  indicated  that  “obesity  is  not  a 
significant  factor  in  predisposing  to  sudden  death 
from  coronary  disease.  However,  it  has  been 
suggested  that  weight  history  may  be  more  im- 
portant than  observed  weight.  Unfortunately  we 
have  no  data  about  past  weight  changes  of  our 
coronary  victims.” 

The  findings  indicated  no  apparent  causal  re- 
lationship between  a heart  attack  and  the  type  of 
activity  preceding  the  fatal  episode.  In  addition 
the  physicians  concluded,  “the  impression  that 
coronary  disease  chooses  its  victims  mainly  from  the 
executive  or  professional  groups  is  not  substantiated 
by  our  data.” — Lester  Adelson,  M.D.,  and  Wilbam 
Hoffman,  M.D.,  Journal  of  the  American  Medical 
Association,  April  15, 1961 
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Roentgenographic  Demonstration  of  Catcification 
of  Aortic  Cusps  in  Aortic  Stenosis 
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nPHE  clinical  diagnosis  of  aortic  stenosis 
is  more  often  missed  than  that  of  any 
other  valvular  disorder.  Bergeron  et  aU 
emphasized  the  fact  that  even  in  the  fore- 
most teaching  institutions  only  50  per  cent 
of  such  cases  are  detected  in  the  living 
patient.  The  reason  for  this  is  that  too 
much  reliance  has  been  placed  on  the  strict 
tetrad  of  signs:  (1)  a rough  systolic  mur- 
mur in  the  aortic  area,  (2)  an  aortic  systolic 
thrill,  (3)  the  absence  or  diminution  of  the 
second  aortic  sound,  and  (4)  a pulsus  parvus 
et  tardus.  Frequently  these  signs  are  not 
all  present  at  the  same  time.  The  basilar 
systolic  murmur,  the  most  reliable  finding. 


may  at  times  be  heard  most  audibly  at  the 
apex  and  thus  be  mistaken  for  a mitral 
lesion.  The  thrill,  being  wholly  dependent 
on  the  loudness  of  the  murmur,  is  occa- 
sionally absent.  The  second  aortic  sound 
may  be  normal,  or  increased  in  volume, 
particularly  in  the  presence  of  hypertension. 
The  so-called  “plateau  pulse”  is  not  always 
easily  perceptible  at  the  wrist.  A demon- 
strable calcification  of  the  aortic  valves, 
however,  constitutes  confirmatory  evidence 
of  the  existence  of  aortic  stenosis. 

The  purpose  of  this  paper  is  to  call  at- 
tention to  the  fact  that  an  ordinary  x-ray 
examination  of  the  chest  in  the  right  lateral 


Fig.  1.  (i4)  Case  14- — Systolic  at  base  to  apc.\,  blood  pressure  130/84,  second  aortic  sound  diminished 
but  present,  thrill  present.  {B)  Case  4- — Sjstolic  at  base  and  apex,  second  aortic  sound  absent,  blood 
pressure  130/84,  thrill  present. 
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Fig.  2.  {A)  Case  7. — Sysstolic  at  base  to  apex  and  diastolic  at  Erb’s  point,  blood  pressure  120/86,  second 

aortic  sound  absent,  no  thrill.  {B)  Case  10.- — S.ystolic  at  base  to  neck  and  apex,  diastolic  at  base,  thrill 
present. 


Fig.  8.  (A  ) Case  ff.— Sy.stolic  at  base  to  apex,  blood  pressure  120/74,  second  aortic  sound  present,  no  thrill. 
(B)  Case  12. — Systolic  at  base  to  apex,  second  aortic  sound  diminished  by  present,  blood  pressure  130/84, 
no  thrill. 
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Fici.  5.  (/I ) ('une  3.- — Systolic  at  base  to  apex,  second  aortic  sound  diminished  by  i)resent,  Idood  pressun; 

124/78,  no  thrill.  (B)  Case  10. — Systolic  at  base  to  apex,  second  aortic  sound  equal  to  pulmonic  second 
sound,  blood  pressure  220/110,  no  thrill. 

or  oblique  position  will  demonstrate  eal-  stanees  of  aortic  stenosis,  as  shown  in  the 
cification  of  the  aortic  cusps  in  many  in-  cases  presented. 


liOENTGENOGHABHIC  DEMON  BTli  AT  ION  OE  CALCIFICATION  OF  AORTIC  CUBES 


Fig.  4.  (A)  Case  8. — Systolic  at  base  to  apex,  second  aortic  sound  present  and  equal  to  pulmonic  second 

sound.  Blood  pressure  220/120,  no  thrill.  (B)  Systolic  at  base  to  neck  and  apex,  second  aortic  sound 
equal  to  pulmonic  second  sound,  blood  pressure  190/100,  no  thrill. 
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TABLE  I. — Characteristic  Clinical  Features  and  Physical  Findings 


Case 
N um- 
ber 

Sex  Age  Symptoms 

History 

of 

Rheu- 
matic 
Murmur  Fever 

Thrill 

Presence 

of 

Aortic 

Second 

Sound 

Blood 

Pres- 

sure 

Rhythm  X-ray 

Outcome 

1 

M 

34 

Weakness 

Dyspnea 

Cough 

Systolic  at 
base  to 
neck  and 
apex 

+ 

+ 

Dimuiished 

120 

80 

Regular 

sinus 

+ 

Operated  and 
improved  but 
died  four 
months  later 
from  suppura- 
tive hepatitis 

2 

M 

52 

Syncope 

Precordial 

pain 

Systolic  at 
base  to 
neck 

+ 

Diminished 

220 

no 

Heart 

+ 

Doing  well  on 
mercurials 

3 

M 

70 

Angina  at 
times 

Systolic  at 
base  to 
apex 

0 

Present 

124 

78 

Regular 

sinus 

+ 

Active,  no  ther- 
apy 

4 

M 

72 

Cough 

Weakness 

Angina 

Dyspnea 

Dizziness 

Systolic  at 
base  to 
apex  and 
neck 

+ 

Almost 

absent 

130 

84 

Regular 

sinus 

+ 

Died  two  j'ears 
after  failure 
set  in 

5 

M 

59 

Cough 

Weakness 

Dyspnea 

Systolic  at 
base  to 
neck  and 
apex 

+ 

Present 

200 

ho 

Regular 

sinus 

+ 

Died*  six  years 
after  failure 
began 

6 

M 

46 

Angina  at 
times 

Systolic  at 
base  to 
apex 

0 

Present 

120 

74 

Regular 

sinus 

+ 

Well,  active 

7 

M 

32 

Cough 

Dizziness 

Dyspnea 

Systolic  at 
base  to 
apex 

Soft  dias- 
tolic at 
Erb’s 
point 

+ 

+ 

Absent 

120 

86 

Regular 

sinus 

+ 

Died*  suddenly 
on  third  hos- 
pital day  as 
improving 

8 

F 

76 

Dyspnea 

Dizziness 

Weakness 

Cough 

Systolic  at 
base  to 
apex 

O 

0 

Present 
A2  = P2 

220 

100 

Regular 

sinus 

+ 

Died  three  years 
after  failure 
began,  cere- 
brovascular 
accident 

!) 

M 

72 

1 lizziness 

Angina 

Weakness 

Systolic  at 
base  to 
a])ex  and 
neck 

() 

() 

Present 
A2  = \\ 

190 

93 

H.egular 

sinus 

+ 

Alive 

iO 

M 

1 1 

Cough 
1 )ys|)iioa 
Weakness 

Systolic  at 
base  to 
neck  and 
apex 

Diastolic  at 
base 

+ 

4' 

1 liminislied 

120 

64 

K(*gnlar 

sinus 

+ 

Died  eiglileen 
nionlhs  afU'r 
failure 

1 1 

M 

73 

Weakness 

Cough 

JJyspnea 

Systolic  at 
base  to 
neck  and 
apex 

0 

o 

A2  = \\ 

I'K) 

100 

Regular 

sinus 

+ 

Alive,  in  chronic 
failure  on 

mercury- 
t!ieoj)hylline 
solution 

12 

M 

59 

Cough 
Dyspnea 
Edema  of 
logs 

Systolic  at 
base  to 
apex 

o 

0 

Diminished 

130 

84 

Regular 

sinus 

Alive,  four 

years  in 

chronic  failure 

13 

M 

68 

Angina 

Weakness 

Systolic  at 
base  to 
neck  and 
ai)(‘x 

() 

u 

Presents 

A2  - w 

190 

!)0 

U(‘gular 

sinus 

+ 

Died  eighte('n 
months  afic'r 
failure  began 

1 1 

K 

58 

Congli 
1 l^sjmca 

S3  st.olic  at 
base  and 

+ 

-1- 

1 iiininislicd 

130 

84 

Kegular 

sinus 

+ 

Died  two  y(^ars 
after  failure 

{Continued) 
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15 


16 


17 


19 


TABLE  I.- 

-{Continued) 

Edema  of 
legs 
Cough 

at  apex 

set  in 

Systolic  at 

0 0 

Aj  = P2 

220 

Regular 

+ 

Died  in  intrac- 

Dizziness 

base  to 

no 

sinus 

table  failure, 

Angina 

apex 

one  and  a half 
years 

Syncope 

Systolic  at 

O O 

A2  = 1>2 

200 

Regular 

+ 

Died  in  failure 

Angina 

base  to 

98 

sinus 

four  years 

Dyspnea 

neck  and 

after  symp- 

Cough 

apex 

toms  began 

Cough 

Systolic  at 

0 0 

Aj  = P2 

200 

Regular 

+ 

Died  in  failure. 

Dj'spnea 

base  and 

no 

sinus 

four  years 

Angina 

ajiex 

after  symp- 

W'eakness 

toms  began 

Angina 

Systolic  at 

()  0 

A2  dimin- 

160 

Regular 

+ 

Died*  from 

Cough 

base  to 

ishetl 

90 

sinus 

acute  coro- 

Dyspnea 

neck  and 

nary  throm- 

apex 


later 


Weakne.ss 

Systolic  at  O 

+ A2  dimin- 

160 

Regular 

+ 

Alive,  three 

Angina 

Dj'spnea 

base  to 
apex  and 
neck 

ished 

100 

sinus 

years  since 
symptoms  be- 
gan, on  diet 
and  mercury- 
theophylline 
solution 

Angina 

Systolic  at  0 

0 A2  dimin- 

120 

Regular 

+ 

Alive,  four  years 

Dyspnea 

Weakness 

base  to 
apex 

ished 

80 

sinus 

since  symp- 
toms began, 
on  digitalis 
and  mercury- 
theophylline 
solution 

* Autopsy:  Case  5 — autopsy  showed  enlarged  heart  and  aortic  stenosis  only.  Case  7 — autopsy  showed 

enlarged  heart  and  aortic  stenosis  only.  Case  18 — autopsy  showed  enlarged  heart  and  aortic  stenosis, 
coronary  thrombosis,  and  carcinoma  of  lung. 


Cases  Studie€l 

Twenty  patients,  clinically  suspected  of 
having  aortic  stenosis  and  demonstrating 
calcification  of  the  aortic  cusps  on  routine 
x-ray  examination  of  the  chest  in  the  right 
lateral  position,  are  herewith  presented. 
Several  of  the  films  thus  obtained  are  il- 
lustrated in  Figures  1 through  5.  The 
characteristic  clinical  features  and  physical 
findings  appear  in  Table  I.  The  series  in- 
cludes 15  males  and  5 females,  whose  ages 
ranged  from  thirty-four  to  eighty  years 
(Table  II),  A harsh,  rough  systolic  murmur 
of  the  Grade  IV  variety  (the  classification 
of  murmurs  in  accordance  with  their  in- 
tensity into  Grades  I to  VI  being  here  em- 
ployed) was  present  in  the  aortic  area  in 
all  of  the  patients.  This  murmur,  at  times 
possessing  a cooing  musical  note  and  radiat- 
ing either  to  the  neck  or  apex,  led  to  the 
clinical  suspicion  of  an  existing  aortic  steno- 
sis. In  a few  cases  the  classical  murmur 


TABLE  II. — Age  Range  in  Serie.s 


Age  by  Decades 

Number 

of 

Patients 

Males 

Females 

20  to  30 

0 

0 

0 

31  to  40 

2 

2 

0 

41  to  50 

2 

2 

0 

51  to  60 

4 

3 

1 

61  to  70 

5 

3 

2 

71  to  80 

7 

5 

2 

was  heard  at  the  apex  only,  suggesting  the 
possibility  of  a mitral  lesion.  In  only  3 
instances  was  there  an  additional  diastolic 
murmur  at  the  base  or  at  Erb’s  point.  A 
thrill  was  present  in  less  than  half  (8  pa- 
tients). The  second  aortic  sound  was  com- 
pletely absent  in  but  2,  diminished  in  9, 
and  clearly  audible  in  the  remainder.  The 
“plateau”  type  of  pulse  was  felt  in  about 
50  per  cent  of  the  subjects. 

A definite  history  of  rheumatic  fever  could 
be  elicited  in  about  20  per  cent  of  this 
group,  and  hypertension  was  apparent  in 
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1 1 individuals.  Angina,  dyspnea,  and  weak- 
ness were  the  outstanding  syni])toms  in  the 
majority  of  cases.  (\)ugh  was  also  a prom- 
inent complaint  and  indicated  left  ventricu- 
lar failure.  Cerebral  signs  consisting  of 
dizziness  and  syncope  were  present,  in  a 
good  portion.  One  patient  (Case  2),  who 
had  first  been  seen  two  years  ago  because  of 
a Stokes-Adams  syndrome,  was  found  on 
e.xamination  to  have  a complete  heart 
block  in  addition  to  aortic  stenosis. 

Of  the  entire  group  only  7 are  still  alive. 
This  is  probably  owing  to  the  fact  that  when 
most  of  these  patients  were  first  seen  they 
were  either  in  the  symptomatic  phase  of  the 
disease  or  were  already  in  advanced  and 
intractable  heart  failure.  It  is  well  known 
that  once  failure  supervenes  in  persons 
with  aortic  stenosis,  the  duration  of  life  is 
usually  no  longer  than  two  years.  Several 
of  those  here  reported  were  carried  along 
for  somewhat  longer  periods  of  time,  and  1 
individual  (Case  5)  continued  working  for 
six  years  in  a state  of  chronic  congestive 
heart  failure  before  he  was  compelled  to 
stop.  He  developed  marked  intractable 
failure  which  did  not  respond  to  any  form 
of  therapy  and  died  unexpectedly.  At 
autopsy  a tight  aortic  stenosis  was  found, 
with  minimal  coronary  sclerosis.  Sudden 
death  occurred  in  another  patient  (Case  7) 
at  a time  when  the  congestive  failure  for 
which  he  had  entered  the  hospital  was 
completely  reversible.  The  exact  reason 
for  this  fatality  could  not  be  ascertained 
even  at  autopsy,  but  such  occurrences  are 
not  entirely  rare  in  this  disease. 

The  most  common  cause  of  death  in  our 
small  series  was  intractable  heart  failure. 
In  addition,  1 elderly  woman  (Case  8)  de- 
veloped a cerebrovascular  accident  three 
years  after  heart  failure  was  being  con- 
trolled by  a strict  regimen  of  digitalis,  salt- 
free  diet,  and  weekly  injections  of  mercury- 
theophylline  solution  (Mercuhydrin).  The 
patient  never  regained  consciousness  and 
died  within  a week  after  the  onset  of  the 
complication.  Case  18  entered  the  hospital 
for  severe  chest  pain  and,  in  addition  to  a 


Fig.  ().  Site  of  area  to  ho  e.xaminetl  for  ealcifiea- 
tion  of  aortic  valves. 


carcinoma  of  the  lung,  which  was  considered 
inoperable,  presented  the  classical  picture 
of  aortic  stenosis.  One  week  later  a severe 
coronary  thrombosis  developed  with  a fatal 
outcome.  An  autopsy  confirmed  the  latter 
diagnosis  and  likewise  revealed  a pure 
aortic  stenosis,  with  marked  calcification 
and  carcinoma  of  the  lung. 

Postmortem  examination  in  2 other 
patients  corroborated  the  presence  of  cal- 
cification of  the  aortic  valves.  In  all  3 no 
other  valve  involvement  was  present.  This 
does  not  invalidate  the  possibility  of  an  exist- 
ing aortic  regurgitation  in  Case  7,  in  whom 
a diastolic  murmur  was  detected  at  Erb’s 
point,  for  it  is  well  known  that  the  degree 
of  incompetence  cannot  be  measured  at 
necropsy. 

Roentgenogr.\phy. — The  conventional 
technic  of  x-ray  examination  of  the  chest  in 
the  right  lateral  position  was  employed  in 
our  series  of  cases.  The  patient  was  placed 
with  his  right  side  against  the  casette, 
at  an  angle  of  90  degrees.  Both  arms  were 
elevated  above  the  head,  and  the  distance 
between  the  casette  and  the  machine  was 
set  at  72  inches.  Two  hundred  ma.  with 
75  kv.  for  a period  of  one  tenth  of  a second 
were  employed  in  each  case.  It  is  occasionally 
stated  in  the  literature  that  if  the  heart 
rate  is  somewhat  too  rapid,  the  roent- 
genographic  speed  should  be  increased  to 
one  twenty-fifth  or  one  thirtieth  of  a second. 
This  will  rarely  be  necessary,  but  the  injunc- 
tion should  be  kept  in  mind.  With  this 
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method  the  films  obtained  often  contain 
several  shadows  that  may  mislead  the  un- 
( rained  observer.  Mf)wever,  a knowledge  of 
the  location  on  which  the  attention  is  to  be 
com^entrated  in  the  reading  of  such  roent- 
genograms will  <*larify  Ibe  situation. 

SiTK  OF  Area  to  Be  Examined  for  Cal- 
cification OF  THE  Aortic  Valves  (Fig.  6). 
— (1)  Draw  a vertical  line  bi.secting  the  dia- 
phragm from  the  anterior  border  of  the  spine 
to  the  sterum.  (2)  Draw  a horizontal  line 
midway  between  the  inferior  border  of  the 
arch  of  the  aorta  and  the  diaphragm.  (3) 
The  area  about  the  size  of  a half  dollar  where 
these  two  lines  meet  will  mark  the  site  of 
the  calcified  aortic  valves  when  present. 

Comment 

There  can  be  no  doubt  that  an  x-ray 
demonstration  of  calcification  of  the  aortic 
valve  is  of  great  value  in  the  diagnosis  of 
aortic  stenosis.  There  are  two  methods 
available;  fluoroscopy  and  radiography. 

The  former  is  a tedious  procedure  re- 
fpiiring  the  pre.sence  of  the  ob.server  in  a 
dark  room  for  about  twenty-five  to  thirty 
minutes,  to  permit  proper  accommodation 
of  the  eyes.  In  addition,  there  is  no  per- 
manent recording  of  the  findings.  The  latter 
is  by  far  the  more  .satisfactory  modality, 
since  it  does  not  require  any  specialized 
equipment,  and  the  findings,  when  positive, 
admit  of  no  dispute.  The  use  of  the  x-ray 
film  for  the  detection  of  aortic  stenosis  is 
based  on  the  fact  that  the  leaflets  of  the 
aortic  valve  in  this  condition,  regardless 
of  the  etiology,  become  infiltrated  with 
calcium  in  about  90  per  cent  of  cases. 

Christian  in  193  P was  one  of  the  first  in 
this  country  to  emphasize  the  fact  that  in 
aortic  stenosis  an  x-ray  examination  with 
the  proper  technic  will  often  give  evidence 
of  calcification  in  the  living  patient.  In 
1933  Sosman  and  Wosika®  became  interested 
in  the  subject  and  were  able  to  demonstrate 
intracardiac  calcification  of  the  aortic  valve 
by  roentgen  ray  in  11  out  of  12  cases  of 
aortic  stenosis.  They  seemed  to  favor 
roentgenoscopy,  but  to  check  the  amount 


and  distribution  of  the  calcification  and  to 
furnish  a permanent  record  of  their  findings, 
they  followed  up  their  fluoroscopic  examina- 
tion with  the  film  method.  Before  taking 
the  actual  pictures,  they  designated  on  the 
patient’s  chest,  the  spot  when'  the  \-ah’('s 
were  be.st  seen  fluoroseopieally,  both  front 
and  back,  whereupon  the  technician  em- 
ployed a small  cone  to  duplicate  the  position. 
They  employed  200  ma.,  a distance  of  30 
inches,  and  an  exposure  time  varying  from 
one  tenth  to  one  thirtieth  of  a .second. 
They  were  successful  in  demonstrating  the 
calcified  valves  and  obtained  excellent  roent- 
genograms in  the  left  anterio-oblique  posi- 
tion. 

A number  of  workers  subsequently  ob- 
tained similar  results  with  the  same  tech- 
nic,^® and  still  later  tomography  was  u.sed 
by  some,  to  increa.se  the  accuracy  of  the 
depiction. Soloft',  Zatuchni,  and  Fi.sher^ 
as  well  as  Davies  and  Steiner®  believe  that 
planigraphy  is  the  best  method  pre.sently 
available  for  the  demonstration  and  re- 
cording of  intracardiac  calcification. 

Although  there  can  be  no  argument  with 
this  statement,  however,  such  a procedure 
is  not  a practical  one,  for  not  every  phy.sician 
is  equipped  with  this  type  of  apparatus. 
Furthermore,  the  proeedure  suggested  by 
Sosman  and  Wosika®  is  also  a tedious  one. 
The  simple  method  described  previously  can 
be  carried  out  by  anyone  possessing  any 
of  the  conventional  x-ray  units. 

The  area  on  which  the  attention  is  to  be 
concentrated  in  the  reading  of  a lateral 
film  (preferably  the  right  lateral)  was  de- 
termined on  the  basis  of  anatomic  studies  of 
the  heart  obtained  from  a cadaver  which 
was  fixed  and  of  which  x-ray  films  were 
taken.  Le  Wald  and  Senior*  with  this 
method  ascertained  the  position  of  the 
cardiac  valves  in  relation  to  the  anterior 
thoracic  wall  (Fig.  7).  Thus,  by  transpo.sing 
this  figure  into  the  right  lateral  position,  one 
may  visualize  the  aortic  valve  in  the  region 
previously  described.  Davies  and  Steiner® 
determined  the  position  of  the  aortic  and 
mitral  valves  in  the  cadaver  after  placing 
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Fig.  7.  Position  of  cardiac  valves  in  relation  to 
anterior  thoracic  wall. 


lead  strips  at  the  normal  level  of  the  aortic 
and  mitral  cusps  of  the  human  heart  and 
then  taking  an  x-ray  tomogram  of  them 
(Fig.  8).  Analyzing  the  shadows  cast,  they 
found  that  the  aortic  valve  was  projected 
below  and  dorsal  to  the  level  of  the  pul- 
monary conus.  How  closely  this  resembles 
the  area  described  in  this  paper! 

It  is,  therefore,  apparent  that  the  use  of 
x-ray  films  in  demonstrating  calcification  of 
the  aortic  valves  is  a rewarding  procedure. 
Since  the  presence  of  calcification  of  the 
aortic  valves  almost  invariably  indicates 
aortic  stenosis,  its  visualization  on  an  x-ray 
film  lends  corroborative  evidence  to  the 
clinical  suspicion  of  this  entity.  Hence, 
in  any  patient  with  a basilar  systolic  murmur 
that  radiates  either  to  the  neck  or  to  the 
apex,  even  though  not  all  of  the  corrobora- 
tive findings  of  aortic  stenosis  are  present, 
an  ordinary  x-ray  film  of  the  chest  in  the 
right  lateral  or  oblique  position  should  be 
taken.  Such  a procedure  in  the  words  of 
Christian^  would  undoubtedly  increase  the 
accuracy  of  the  diagnosis  of  aortic  stenosis, 
so  that  the  detection  of  this  form  of  heart 
disease  will  become  fairly  common.  This 
is  particularly  important  at  the  present 
time,  inasmuch  as  cardiac  surgery  has  ad- 
vanced to  such  a degree  that  an  acquired 
heart  lesion  of  this  type  can  now  be  properly 
corrected.  It  is,  therefore,  timely  to  re- 
awaken interest  in  a well-known  basic  pro- 


Fig.  8.  Oblique  radiograph  of  heart  in  cadaver. 
(A)  represents  shadow  of  lead  strip  in  aortic  valve 
area.  (B)  represents  shadow  of  lead  strip  in  mitral 
valve  area. 

cedure  which  has  been  largely  neglected. 
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Bradycardia  Utitizing  Halothane  Anesthesia 
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^ I ''here  are  many  reports  in  the  literature 
of  clinical  experiences  with  halothane 
anesthesia. The  majority  of  these  reports 
consist  of  a series  of  cases  in  which  halothane 
is  the  primary  anesthetic  agent.  Vital  signs 
are  monitored  and  special  emphasis  is  placed 
on  cardiovascular  alterations.  The  con- 
clusions of  these  reports  always  include  the 
statement  that  halothane  is  prone  to  produce 
a variable  degree  of  hypotension  and  brady- 
cardia. 

We  feel  that  a possibly  more  significant 
clinical  study  would  be  to  compare  the 
cardiovascular  changes  occurring  with  halo- 
thane anesthesia  with  those  occurring  with 
cyclopropane,  ether,  and  nitrous  oxide 
anesthesia. 

Method 

One  hundred  charts  were  picked  at  random 
from  the  departmental  files  for  1959  for  each 
of  the  four  primary  agents,  resulting  in  a total 
of  400  anesthesia  records.  Only  those  charts 
were  selected  which  were  made  during  the 
course  of  at  least  thirty  minutes  of  anesthesia 
and  for  intraperitoneal  surgical  procedures 
necessitating  abdominal  relaxation.  All  types 
of  surgical  procedures  were  represented. 

The  ages  of  the  patients  and  the  duration 
of  anesthesia  for  each  of  the  four  agents  were 
tabulated  and  charted  as  can  be  seen  in 
Table  I. 


Systolic  and  diastolic  pressures  and  pulse 
rates  prior  to  the  onset  of  anesthesia  for 
each  of  the  four  agents  were  noted.  These 
same  signs  were  obtained  at  fifteen-minute 
intervals  throughout  anesthesia  and  were 
recorded  and  charted  as  can  be  seen  in 
Table  II.  An  additional  value  was  noted 
and  charted  for  each  of  the  four  agents, 
namely  the  lowest  systolic  blood  pressure 
recorded  during  anesthesia. 

The  agents  used  in  premedication  con- 
sisted of  atropine  or  scopolamine  alone  or  in 
combination  with  barbiturates,  opiates,  or 
phenothiazine  derivatives.  These  drugs 
were  given  from  one  hour  to  one  and  one-half 
hours  prior  to  the  onset  of  anesthesia. 

The  majority  of  the  patients  received  an 
intravenous  induction  dose  of  an  ultra- 
short-acting  barbiturate.  Muscle  relaxants 
were  used  as  supplements  wherever  in- 
dicated. Standard  vaporizers  on  the  Heid- 
brink  gas  machine  was  used  for  ether;  the 
copper  kettle  on  the  Foregger  machine  was 
used  for  halothane,  with  high  gas  flows  and 
a semiclosed  system.  At  no  time  did  the 
concentration  of  halothane  as  delivered  by 
the  copper  kettle  exceed  2 per  cent. 

Results 

As  can  be  seen  from  Table  II,  there  was 
significant  hypotension  when  halothane  was 
used.  This  was  not  reflected  in  the  diastolic 


TABLE  I. — Ages  of  Patients  and  Duration  of  Anesthesia 


Ages > Duration 

Range  Average  Range  Average 

Agent  (Years)  (Years)  (Minutes)  (Minutes) 

Cyclopropane  15  to  90  55  40  to  270  124 

Ether  13  to  90  52  30  to  300  130 

Halothane  20  to  78  48  30  to  240  120 

Nitrous  oxide  14  to  75  52  30  to  300  150 
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TABLE  II. — Average  Systolic  and  Diastolic  Pressures  and  Pulse  Rates 


Sijin.s 

('yclopro])ane 

Ether 

IlalothaTK' 

Nitrous 
( )xid(‘ 

Systolic  pressures  (mni.  Hg) 
Preaiiesthesia 

128.3 

130.2 

123.5 

125.5 

During  anesthesia 

126.5 

125.2 

100.0 

128.0 

Difference 

-1.6 

-5.0 

-23.5 

+2.5 

Lowest 

80.0 

85.0 

60.0 

78.0 

Average 

110.4 

115.5 

102.9 

109.8 

Diastolic  pressures  (inni.  Hg) 

Preaiiesthesia 

81.0 

80.4 

74.0 

73.2 

During  anesthesia 

78.4 

77.5 

70.5 

74 . 7 

Difference 

— 2 . () 

-2.!) 

-3.5 

+ 1.5 

Pulse  rates 

Preanesthesia 

87.4 

88.1 

83.7 

80.3 

During  anesthesia 

84.4 

87.5 

83.2 

79.3 

Difference 

-3.0 

-0.4 

-0.5 

-1.0 

pressure  as  is  indicated.  A further  interest- 
ing result  shown  in  Table  II  was  the  values 
for  the  lowest  systolic  pressure.  The 
patients  who  were  anesthetized  with  halo- 
thane  demonstrated  the  lowest  values.  The 
low  pressures  for  all  of  the  primary  agents 
may  have  resulted  from  deep  anesthesia, 
blood  loss,  positional  change,  and  other  cir- 
cumstances that  can  contribute  to  hypo- 
tension. It  is  apparent,  however,  that  halo- 
thane  provoked  the  greatest  hypotensive  re- 
spon.se. 

The  only  significant  change  in  pulse  rate 
was  a bradycardia  associated  with  cyclo- 
propane, as  can  also  be  seen  in  Table  II. 
Bradycardia  was  definitely  not  a.s.sociated 
with  halothane  anesthesia. 

Comment 

The  earlier  experiences  with  halothane 
anesthesia  as  recorded  in  the  literature  were 
associated  with  cardiovascular  depression. 
Subsequently,  other  reports  indicated  that 
this  would  change  if  one  used  the  proper 
calibrated  vaporizer,  high  flows  of  gases, 
and  a semiclo.sed  system.  Some  investi- 
gators, using  these  recommended  methods, 
still  recorded  hypoten.sion  but  gave  the.se 
results  a different  interpretation. 

Abajiaid  stated  that  in  his  series  of  5,000 
cases  the  hypotensive  episodes  observed 
did  not  seem  to  be  a liability,  and  only  15 
per  cent  of  the  5,000  cases  had  a drop  of  blood 
pressure  more  than  20  mm,  Hg.  Smith  and 


Volpitto^  reported  that  only  16  per  cent  of 
their  cases  developed  hypotension,  with  a 
maximum  drop  of  40  mm.  Hg  and  an  average 
drop  of  21  mm.  Hg.  Moyers  and  PittingeH 
published  a statistical  survey  in  which  they 
concluded  that  the  incidence  of  hypotension 
with  halothane  was  the  same  as  with  ether. 

Other  authors  accepted  the  hypotension 
associated  with  halothane  and  treated  it 
pharmacologically.  Stephen  et  aU  reported 
that  in  93  per  cent  of  cases  the  systolic  drop 
did  not  exceed  30  mm.  Hg,  but  in  5 per  cent 
of  cases  specific  therapy,  such  as  the  ad- 
ministration of  anticholinergic  or  va.sopressor 
agents  or  the  withdrawal  of  halothane,  was 
deemed  advisable.  Dixon  and  Matheson^ 
remarked  that  if  hypotension  associated  with 
halothane  was  severe  it  was  controlled  with 
small  doses  of  intravenous  methoxamine. 
And  Wyant  et  al.^  stated  that  vasopressors 
were  used  in  their  series  to  reverse  hypo- 
tension. 

Our  results  indicate  that  during  halothane 
anesthesia  one  may  expect  a significant  de- 
gree of  hypotension  that  is  not  associated 
with  bradycardia.  We  feel  that  this  is  the 
direct  result  of  the  cardiovascular  depressant 
activity  of  halothane  as  indicated  by 
Raventos.®  We  do  not  agree  with  authors 
such  as  Dixon  ^ who  state  that  moderate 
hypotension  resulting  from  halothane  an- 
esthesia is  to  be  considered  an  insignificant 
consequence. 

The  hypotension  has  been  and  is  treated 
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by  many  with  pharmacologic  drugs.  In  our 
opinion  this  significant  hypotension  is  due  to 
a relative'  overdo, sage  of  halothane  for  the 
particular  patient,  and  to  t reat  this  condition 
with  pharmacologic  agents  instead  of  re- 
moving the  cau.sative  factor,  namely  halo- 
thane, is  unphysiologic  and  fraught  with 
danger. 

Summary 

The  charts  of  400  patients  were  examined 
and  comparisons  were  made  to  detei’inine 
the  effect  of  anesthetic  agents  on  blood  pres- 
sure and  pulse  rates.  Patients  anesthetized 
with  halothane  using  the  copper  kettle,  high 
gas  flows,  and  a semiclosed  system  were  found 
to  exhibit  significant  hypotension  when 
compared  with  patients  anesthetized  with 
ether,  cyclopropane,  and  nitrous  oxide. 
Bradycardia  was  associated  with  the  patients 
who  had  been  anesthetized  with  cyclo- 


propane. 
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Schizophrenics  Identified  by  Blood  Chemistry 


Schizophrenia  can  be  identified  in  a significant 
number  of  cases  on  the  basis  of  a blood  test,  six 
Detroit  researchers  reported.  Their  studies  “dem- 
onstrated that  schizophrenic  patients  could  be 
differentiated  from  nonschizophrenic  subjects  bio- 
chemically in  a significant  number  of  cases.” 

The  study  lends  support  to  previous  reports 
implicating  a blood  factor  as  significant  in  producing 
a disturbance  of  the  body’s  metabolism  in  schizo- 
phrenia. 

The  significance  of  the  findings  in  the  develop- 
ment of  schizophrenia  is  not  known.  The  chemical 
differences  found  in  schizophrenics  may  be  purely  a 


phenomenon  secondary  to  a complex  disease  process, 
but,  on  the  other  hand,  they  may  represent  an  im- 
portant factor  associated  with  the  symptoms  of  the 
illness  itself. 

Further  investigations  are  under  way  to  delineate 
the  importance  of  these  chemical  factors  in  the 
schizophrenic  process.  These  include  efforts  to 
isolate  the  blood  factor  involved. — Charles  E. 
Frohman,  Ph.D.,  Garfield  Tourney,  M.D.,  Peter  G.  S. 
Beckett,  M.D.,  Helen  Lees,  Ph.D.,  L.  Kenneth 
Latham,  and  Jacques  S.  Gottlieb,  M.D.,  Archives  of 
General  Psychiatry,  American  Medical  Association, 
April,  1961 
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Studies  in  Myasthenia  Gravis 

KERMIT  E.  OSSERMAN,  M.D.,  F.A.C.P.,  AND  GABRIEL  GENKINS,  M.D.,*  NEW  YORK  CITY 
(From  the  Myasthenia  Gravis  Clinic  and  the  Department  of  Medicine  of  The  Mount  Sinai  Hospital) 


OVER  the  last  decade  greater  awareness 
and  recognition  of  the  problems  of 
myasthenia  gravis  have  become  widespread 
in  the  medical  woiidd  In  1956,  in  a review 
of  the  literature  to  date,  over  300  papers 
were  citedA’®  These  dealt  with  the  natural 
history  of  the  disease,  its  diagnosis,  pa- 
thology, physiology,  pharmacology,  and  ther- 
apy. In  the  past  five  years  the  volume  of 
published  clinical  and  experimental  experi- 
ence has  almost  equaled  all  the  published 
literature  previously  cited.  Two  inter- 
national symposia  were  held  in  1954  and 
1959,  permitting  a wide  exchange  of  ideas 
among  investigators  from  all  over  the 
world. The  clinical  papers  of  the  re- 
cently published  literature  have  described 
the  disease  as  seen  in  a number  of  treat- 
ment centers  and  have  collated  a patient 
population  of  several  thousand. 

Evaluation  and  Classification 

The  evaluation  of  such  large  groups  of 
patients  has  led  to  a clinical  classification 
of  the  cases  based  on  their  course,  manner  of 
presentation,  duration,  severity  of  symp- 

*  Sara  Welt  Fellow  in  Medicine. 


toms,  and  response  to  drug  therapy.®  The 
application  of  such  a classification  has 
permitted  a more  standard  evaluation  of 
their  results  of  therapy  in  these  patients. 
The  prognostic  evaluation  has  become  more 
precise,  and  the  determination  of  the  course 
of  myasthenia  gravis  has  been  possible  with 
greater  accuracy  than  heretofore.  As  more 
patients  have  been  seen  in  each  of  the  clinical 
groups,  there  also  has  become  possible  an 
evaluation  of  certain  types  of  therapy,  be  it 
surgery,  x-ray  therapy,  or  the  application 
of  the  standard  and  newer  drugs  employed 
in  the  treatment  of  this  syndrome. 

While  it  is  more  frequent  in  the  young 
female,  myasthenia  gravis  does  not  respect 
sex  or  age  and  indeed  has  been  seen  in  the 
seventh  and  eighth  decades  of  life  in  both 
sexes.  The  overwhelming  numbers  of  pa- 
tients demonstrate  the  onset  of  this  disease 
with  ocular  symptoms  of  diplopia  or  ptosis 
unilaterally  or  bilaterally,  mimicking  various 
other  possible  intracranial  lesions,  par- 
ticularly of  a vascular  nature  in  the  older 
population.  Frequently  the  pattern  of 
ptosis  and  diplopia  changes  with  time 
from  one  side  to  the  other.  Such  a change 
is  fairly  characteristic  of  myasthenia  gravis 
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and  quite  unusual  in  other  intracranial 
lesions.  A rapid  progression  to  other 
prominent  bulbar  symptoms,  such  as  dys- 
arthria, dysphasia,  nasal  regurgitation, 
masticatory  weakness,  and  labored  res- 
piration may  occur.  The  symptoms  may 
remain  localized  in  the  ocular  area  for  a 
long  period  of  time  or  may  skip  the  re- 
mainder of  bulbar  symptoms  and  next 
manifest  themselves  by  isolated  weakness 
of  a peripheral  muscle  group  usually  of  the 
proximal  limb  distribution. 

Muscle  atrophy  now  is  recognized  to  be  a 
proper  and  integral  part  of  myasthenia 
gravis.^  The  appearance  of  such  atrophy 
need  not  be  due  to  a specific  spinal  cord  or 
to  other  central  nervous  system  disease. 
The  characteristic  history,  when  obtained, 
will  stress  the  fact  that  deficiencies  in 
muscular  activity  are  more  marked  following 
the  repetitive  use  of  the  involved  muscula- 
ture. In  general,  the  patient  will  feel  better 
in  the  morning  and  manifest  a particular 
weakness  from  which  he  is  suffering  on  use 
of  the  involved  musculature,  with  perhaps 
more  marked  prominence  of  these  symptoms 
toward  the  evening  when  he  has  undergone  a 
day’s  activity.  As  the  myasthenia  gravis 
progresses,  the  patient  need  not  go  through 
an  entire  day  to  exhibit  such  symptoms. 
Briefer  and  briefer  periods  of  the  use  of 
these  muscles  may  make  the  symptoms  or 
muscle  defi(uts  evident.  The  sympto- 
matology in  general,  however,  may  be  so 
mild  as  to  escape  attention,  except  during 
such  periods  as  when  the  patient  is  under 
stress.  It  should  be  emphasized  that  such 
stress  may  be  of  a physical  nature,  such  as 
intercurrent  illness,  or  may  represent  emo- 
tional disturbance.  When  these  facts  are 
kept  in  mind,  one  will  develop  a much 
greater  index  of  suspicion  of  the  possible 
existence  of  myasthenia  gravis.  The  patient 
then  should  be  subjected  to  simple  repetitive 
stimuli  which  will  cause  his  symptoms  to 
become  overt. 

A careful  general  medical  and  neurologic 
examination  is  imperative  and,  in  my- 
asthenia gravis,  generally  unproductive. 


However,  a neurologic  examination  may 
reveal  odd  findings,  such  as  nystagmus  and 
a positive  Babinski’s  reflex  on  rare  oc- 
casions. A further  study  of  these  patients, 
including  an  examination  of  cerebrospinal 
fluid,  electroencephalogram,  pneumoen- 
cephalogram, and  arteriography,  is  nonre- 
vealing of  any  other  neurologic  lesion.  Usu- 
ally in  the  patient  with  myasthenia  gravis 
these  bizarre  neurologic  findings  are  evanes- 
cent and  changeable. 

Diagnostic  Methods 

Cholinergic  Drugs. — Cholinergic  drugs 
for  testing,  such  as  edrophonium  chloride 
(Tensilon) or  neostigmine  (Prostigmin),* 
may  clarify  the  issue  rapidly  by  decreasing 
muscle  deficits.  Such  resolution  may  be 
expected  in  85  to  90  per  cent  of  patients.® 
The  revival  of  the  technic  of  local  instillation 
of  anticholinesterase  agents  in  ocular  my- 
asthenia gravis  has  been  advocated  as  a 
means  to  finer  diagnostic  acumen.^®  We 
have  repeated  such  testing  and  failed  to 
document  its  value  except  in  a very  limited 
manner.  The  full  hospital  or  clinic  evalua- 
tion of  the  patient  with  myasthenia  gravis 
includes  a number  of  diagnostic  procedures. 

Roentgenograms.  — Posterior  - anterior 
and  lateral  roentgenograms  of  the  chest 
are  routine.  When  a thymic  tumor  is 
suspected,  particularly  in  the  older  patient 
with  a fulminating  clinical  onset,  lateral 
tomography  of  the  anterior  mediastinum  is 
necessary.  It  should  be  noted  that  even 
with  this  technic  x-ray  evaluation  of 
possible  thymic  enlargement  may  be  most 
difficult. 

Associated  Clinical  Findings. ^ — The 
electrocardiogram  may  demonstrate  ab- 
normalities, nonspecific  in  nature,  involving 
the  S-T  and  T-wave  segments  which  may 
reflect  myasthenic  myocarditis.  The 
evaluation  of  thyroid  function  may  reveal  a 
higher  than  average  incidence  of  coexisting 
myasthenia  gravis  and  hyperthyroidism, 
although  a few  cases  of  hypofuuction  of  the 
thyroid  gland  also  have  been  described. 
Abnormalities  of  the  bone  marrow,  involving 
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a regeneratix'e  eiytluoid  hypoplasia,  diminu- 
tion of  the  granulocytic  series,  presence  of  a 
positive  lupus  preparation,  and  chemical 
abnormalities  involving  creatine  and  creati- 
nine met  abolism,  also  maj^  be  properly  studied 
in  the  e\'aluation  of  these  patientsd^~'® 
While  other  neurologic  diseases,  such  as  der- 
matomyositis,  amyotrophic  lateral  sclerosis, 
multiple  sclerosis,  intrinsic  disease  of  the 
spinal  cord,  muscular  dystrophy,  and  so 
on,  may  be  considered,  their  characteristic 
sensory,  reflex,  biopsy,  and  laboratory 
findings  will  not  be  seen.’  ‘^'’~^^ 

Difficulties  in  Diagnosis. — A smaller 
but  significant  group  of  patients  do  not 
present  symptoms  in  the  classical  fashion 
just  described.  Indeed,  one  may  encounter 
patients  in  whom  rest  provokes  greater 
weakness.  Only  on  repetitive  exercise  do 
they  have  an  apparent  facilitation  of  their 
neuromuscular  transmission  with  the  result 
of  greater  strength,  only  to  show  fatigue 
after  this  apparent  rebound.  “Skip”  periods 
in  terms  of  time  also  may  occur  where  ocular 
symptoms  may  precede  the  occurrence  of 
more  generalized  signs  and  then  may  vanish, 
only  to  be  succeeded  at  a far  later  date  by 
weakness  completely  separate  from  the 
primary  presentation  which  may  have  been 
forgotten  by  the  patient.  At  times,  also, 
the  presence  of  typical  ocular  symptoms  may 
lead  one  to  suspect  myasthenia,  but  con- 
firmation by  means  of  pharmacologic  testing 
is  lacking  in  that  the  patient  has  no  repair 
of  muscle  deficit  through  the  administration 
of  cholinergic  drug  substances. 

-Vnother  pitfall,  leading  to  a false  negative 
result  impression,  is  the  patient  who  is 
unusually  sensitive  to  these  drug  substances. 
In  such  a subject  the  recommended  dose  of 
edrophonium  chloride  may  result  in  a 
cholinergic  reaction  with  no  repair  of  or 
even  a worsening  of  the  .symptomatology.^^ 
An  awareness  of  this  is  crucial.  Placebo 
administration  is  important  to  rule  out 
the  fal.se  positive  response  which  may  be 
encountered  in  the  suggestible  patient. 
Myasthenia  gravis  also  may  present  with 
only  mild  dysphagia  which  may  simulate 


closely  globus  hystericus.  A bai'ium  swallow 
with  a positive  vallecular  sign,  eliminated 
by  the  administration  of  edrophonium 
chloride,  will  be  diagnostic  here.^  Skeletal 
muscle  weakne.ss  not  preceded  by  ocular 
weakne.ss  also  may  occur.  When  this 
involves  one  or  more  extremities  and  is 
unrelated  to  previous  ocular  difficulties,  a 
suspicion  of  diseases  other  than  myasthenia 
gravis  often  is  entertained,  particularly  if 
such  weakness  is  coupled  at  its  initial 
presentation  with  the  appearance  of  atrophy 
of  the  involved  muscle  group.  Such  pa- 
tients also  may  manifest  symptoms  of 
deep  muscle  pain.  This  maj'  lead  the 
examining  physician  to  suspect  specific 
spinal  cord  tumors,  herniated  disks,  or 
other  similar  neuromuscular  syndromes. 

Electhodiagnosis. — As  described  herein, 
the  repair  of  muscular  symptoms  need  not 
be  invariable  with  the  use  of  the  cholinergic 
testing  substances,  and  more  specific  electro- 
myographic test  procedures  may  ha\'e  to  be 
employed.  Electrodiagnosis  consists  of  two 
procedure.s — electromyography,-^  in  which 
electrical  activity  produced  by  muscle  is 
studied,  and  electrical  stimulation,  in  which 
the  respon.se  of  nerve  and  muscle  to  electrical 
stimuli  is  observed.*  The  value  of  these 
procedures  lies  in  their  elimination  of 
subjective  responses.  In  itself,  electromy- 
ography does  not  make  a positive  clinical 
diagnosis,  although  there  are  wave  forms 
which  are  pathognomonic  of  specific  disease 
entities.  Electromyography  aids  in  diag- 
nosis when  the  evidence  of  abnormality  of 
the  motor  unit  which  it  reveals  is  or  is  not 
compatible  with  the  clinical  diagnosis  under 
consideration.  The  electromyographic  re- 
sults must  be  integrated  with  the  results  of 
other  tests,  clinical  examinations,  and  his- 
tory in  arriving  at  a final  diagnosis. 

Critehia  for  Positive  Electromyo- 
graphic Te.st  Results.' — Criteria  include 
the  following: 

1.  Variability  in  the  .size  of  a .single 
motor  unit  action  potential  on  voluntary 
contraction. 

2.  On  repetitive  stimulation  in  the  normal 


2078 


New  York  State  J.  Med. 


STUDIES  L\  MYASTHENIA  GliAVIS 


patient,  amplitude  of  the  resultant  action 
potential  does  not  decrease.  In  the  patient 
with  myasthenia  gravis  there  is  a gradual 
reduction  in  amplitude  toward  the  end  of 
a train  of  stimuli;  at  times  there  is  even 
some  skipping  of  action  potentials.  Such 
stimulation  in  a repetitive  train  of  stimuli 
always  is  of  a supramaximal  nature  so  that 
all  motor  nerve  units  are  called  into  play. 

3.  Repair  of  the  defect  described  follows 
maximal  isometric  exercise,  with  a return 
to  the  pre-exercise  state  in  forty-five  to 
sixty  seconds. 

4.  Repair  of  the  defect  by  the  admin- 
istration of  anticholinesterase  drugs. 

■).  k^licitation  of  criteria  1 and  2 by  the 
administration  of  d-tubocurarine  in  proper 
dosage. 

6.  Post-tetanic  facilitation,  in  which  there 
is  an  increase  in  muscle  action  potential 
response  to  a single  nerve  stimulus  given 
after  a series  of  supramaximal  stimuli,  may 
be  another  diagnostic  criterion. 

Applications  of  Electromyographic 
Study. — While  applicable  most  easily  to 
the  peripheral  musculature  when  the  muscles 
of  the  hand,  foot,  thigh,  or  leg  are  involved, 
su(‘h  electromyographic  study  also  can  be 
applied  to  isolated  small  groups  of  muscles, 
such  as  those  described  by  Boetelho, 
Deaterly,  and  Comroe^^  and  Breinin,“  in 
extraocular  muscle  electromyography. In 
the  eye  musculature,  however,  stimulation 
is  not  applied  by  means  of  electrical  current, 
and  needles  are  inserted  to  specific  muscle 
groups  under  study.  Without  the  use  of 
provocative  or  reparative  drugs,  the  electro- 
myogram, particularly  in  the  atypical  case, 
will  be  diagnostic  only  in  approximately 
■)0  per  cent  of  patients.  Further  refine- 
ment of  this  test  procedure  must  be  under- 
taken. 

Drug  Agents. — Pharmacologically,  the 
patient  with  myasthenia  gravis  is  exipiisitely 
sensitive,  far  more  so  than  the  normal 
subject,  to  a number  of  drug  agents.  The 
most  prominent  of  these  is  d-tubocurarine. 
The  standard  method  of  curarizing  a 
myasthenic  patient  and  observing  his  elec- 


tromyographic respon.se  has  been  well  de- 
scribed by  Lambert  and  Eaton,  Rowland, 
Aranow,  and  Hoefer,^®  and  others. A 
more  recent  modification  suggested  to  us 
by  Foldes,’*'’^  which  uses  decrements  of  curare 
following  an  initial  larger  loading  dose  rat  her 
than  the  progressive  increments  suggested 
by  Lambert  in  his  technic,  appears  to  be 
reasonable.  It  should  be  mentioned  that 
this  test  is  not  without  its  dangers,  and  at 
all  times  one  would  advise  the  availability 
of  a trained  anesthetist  with  proper  appara- 
tus should  apnea  occur  as  a result  of  ad- 
ministering curare  to  the  patient  with 
myasthenia  gravis.  The  increased  suscepti- 
bility of  such  a patient  and  his  involved 
musculature  to  curare,  as  compared  with 
the  response  of  the  normal  individual  to  this 
drug,  allows  definitive  diagno.sis  in  a larger 
percentage  of  cases.  The  repair  of  this 
curare-induced  deficit  by  edrophonium  chlo- 
ride is  a further  confirmatory  test.^^ 

Cduirchill-Davidson  and  Richardson, 
rather  than  using  curare  as  a provocative 
test,  have  advocated  and  tlescribed  the  use  of 
decamethonium  iodide  (C.IO),  a substance  to 
which  the  patient  with  myasthenia  gravis  is 
resistant  in  comparison  with  the  normal 
individual.  This  depolarizing  neuro- 
muscular blocking  agent,  in  contradistinc- 
tion to  the  nondepolarizing  curare,  causes 
no  overt  weakness  in  the  myasthenia  gravis 
patients  at  a dose  level  which  would  paralyze 
completely  the  vast  majority  of  non- 
myasthenic  patients.  Experience  suggests 
that  the  use  of  this  agent  is  best  reserved 
for  those  atypical  myasthenia  gravis  pa- 
tients manifesting  isolated  peripheral  weak- 
ness rather  than  bulbar  signs,  with  the  in- 
clusion of  ocular  aiul  extraocular  motor 
weakness  in  the  peripheral  groups.  The 
apiplication  of  such  decamethonium  iodide 
(C.IO)  testing  to  patients  manifesting  dys- 
phagia or  any  difficulty  in  respiration  is  not 
recommended. 

The  decamethonium  bromide  test,  when 
performed  in  conjunction  with  the  electro- 
myogram, will  show  a persistence  of  action 
potentials  at  a level  of  bO  per  cent  of  control 
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in  the  myasthenic  patient,  whereas  in  the 
nonmyasthenic  patient,  by  the  time  1.5 
to  2.5  mg.  of  decamethonium  bromide  have 
been  administered  intravenously,  a fall  to 
less  than  20  per  cent  of  the  initial  action 
potential  will  have  occurred.  Such  electro- 
myographic findings  will  be  confirmed  by 
clinical  paralysis,  inability  to  move  the 
limbs,  and  possible  difficulty  in  respira- 
tion. In  the  myasthenic  patient,  how- 
ever, such  doses,  or  even  larger  doses,  are 
tolerated  with  no  clinical  or  electromyo- 
graphic evidence  that  a potent  drug  has  been 
administered.  If  clinical  weakness  follows 
decamethonium  bromide  administration  to 
the  myasthenic  patient,  intravenous  edro- 
phonium chloride  results  in  immediate  im- 
provement, whereas  in  the  nonmyasthenic 
patient,  further  weakness  or  possible  com- 
plete apnea  or  paralysis  may  result.  How- 
ever, such  clinical  changes  need  not  be 
paralleled  by  improvement  in  the  electro- 
myogram taken  at  a concurrent  time. 
The  administration  of  decamethonium 
bromide  and  edrophonium  chloride  in  this 
manner  should  be  carried  out  only  with 
necessary  precautions  as  outlined  for  the 
curare  test. 

The  pathologist  has  been  struck  more  by 
the  paucity  than  the  plenty  of  specific 
myasthenic  lesions,  such  as  muscle  lymphor- 
rhages  or  necrosis.^  When  classical  pathol- 
ogy is  supplemented  by  the  electron  micro- 
scope,’’*®”®*  newer  histochemical  technics, 
and  supervital  staining^^  of  localized  end- 
plate  segments,  new  vistas  open  up.  The 
work  of  Coers  and  Desmedt,^^'^®  and 
others'*^'^®  has  shown  that  abnormalities  of 
the  end-plate  arborizations  appear  to  be 
quite  characteristic  in  the  myasthenic  pa- 
tient and  that  such  abnormalities  are 
absent  in  the  normal  population.  Using 
histochemical  technics,  the  specific  pa- 
thology of  thymoma  has  demonstrated  the 
existence  of  peculiarly  structured  epithe- 
lial cells  in  association  with  myasthenia 
gravis.”'^®’^® 

The  cla.ssification  of  thymic  tumors  as  a 
separate  entity  rather  than  inclusion  of 


lymphomas  and  other  mediastinal  tumors 
arising  in  thymus  glands  has  helped  to 
clarify  a morass  of  pathologic  conditions. 
It  has  been  noted  that  although  histo- 
logically benign,  the  thymic  cell  or  thymic 
tumor  demonstrates  local  invasiveness  in 
75  to  80  per  cent  of  cases  where  such 
tumors  are  associated  with  myasthenia 
gravis.^®  Dillon  et  have  added  a new 
approach  to  muscle  biopsy  technics  by  ex- 
cising specimens  of  intercostal  muscle  from 
periosteum  to  periosteum.  These  prep- 
arations are  extremely  durable  and  have 
been  used  to  demonstrate  the  pharmacologic 
properties  of  all  the  well-known  drugs 
which  affect  neuromuscular  activity.  This 
technic  at  present  is  more  for  the  experi- 
mental study  of  nerve  muscle  preparations, 
eliminating  many  of  the  variables  which 
exist  in  the  intact  patient. 

Treatment 

Thymectomy. — iVIany  reports  and  a re- 
cent monograph  on  the  subject  of  thy- 
mectomy have  been  published.^®  It  would 
seem,  at  the  present  time,  that  sex  is  not  the 
major  factor  in  the  selection  of  patients  for 
thymectomy,  as  was  stated  previously  by 
Schwab  and  Leland,^®  but  that  age  and  the 
duration  and  severity  of  myasthenia  gravis 
are  the  major  factors.®®  Patients  of  both 
sexes  who  are  relatively  young  and  have 
had  severe  myasthenia  for  less  than  two  l.o 
five  years  are  the  ones  who  apparentl}^ 
derive  the  best  results  from  this  procedur(\ 
In  the  monograph  from  the  Massachusetts 
General  Hospital,  the  total  conduct  of 
thymectomy  is  detailed  carefully.  More 
recent  reports  by  Genkins  et  oi.®^  and  Kreel 
et  al}'^  have  shown  that  the  preparation  of 
the  patient  for  thjunectomy  can  be  eased 
greatly  if  one  resorts  to  routine  tracheostomy 
at  the  time  of  surgery  and  does  not  ad- 
minister cholinergic  medication  in  the  im- 
juediate  postoperative  period.  The  ixmii- 
stitution  of  such  cholinergic  therapy  awaits 
a demand  schedule  based  on  clinical  symp- 
toms shown  by  the  patient.  The  application 
of  these  newer  technics  of  management  has 
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rendered  thymectomy  a procedure  with 
acceptable  risk  during  which  there  should 
be  no  significant  hazard  to  the  patient. 
The  pathologic  data  cited  also  have  led  to 
the  belief  that  thymomas  in  patients  with 
myasthenia  gravis  should  be  excised  regard- 
less of  the  clinical  status  of  the  myasthenia. 

Under  the  auspices  of  the  United  States 
Public  Health  Service  and  The  Myasthenia 
Gravis  Foundation,  Inc.,  a committee  for  a 
central  registry  and  evaluation  of  thy- 
mectomy in  the  United  States  may  be 
set  up.  A cooperative  effort  of  study  involv- 
ing clinicians  and  pathologists  of  leading 
research  and  treatment  centers  dealing  with 
myasthenia  gravis  thus  will  be  gathered  in 
one  group  for  the  evaluation  of  this  pro- 
cedure whose  rationale  is,  as  yet,  unclear 
and  whose  results  are,  as  yet,  unpredictable. 

Drugs. — Whereas,  neostigmine  bromide 
was  the  standard  and  almost  sole  drug 
available  for  treatment,  today  the  clinician 
has  at  his  disposal  not  only  neostigmine, 
but  also  pyridostigmin  bromide  (hlestinon 
bromide,  Mestinon  bromide  Timespan), 
ambenoium  chloride  (JMytelase  chloride)*^ 
and  experimentally  available  preparations, 
such  as  Phospholine  iodide^^  and  the  BC 
substances.^®  A new  drug,  galanthamine, 
was  reported  from  Russia  some  two  years 
ago.  This  and  other  newer  synthesized 
compounds  based  on  extracts  derived  from 
plants,  such  as  the  daffodil,  indicate  that 
these  derivatives  are  more  potent  than 
galanthamine  hydrobromide.  Studies  in 
animals  indicate  that  these  lycoramine 
derivatives  and  galanthamine  methiodide 
are  more  potent  than  endrophonium  chloride 
but  less  potent  than  neostigmine  in  inhibit- 
ing muscle  cholinesterase.  Deoxydemethyl 
lycoramine  methiodide  has  approximately 
the  same  muscle  cholinesterase  inhibition 
potency  as  neostigmine.  These  compounds 
arc  particularly  interesting  because  they 
differ  chemically  from  the  drugs  currently  in 
use.  These  drugs  have  been  studied  only 
in  the  laboratory,  and  their  therapeutic 
efficacy  is,  as  yet,  undetermined.®®'®’ 

In  isolated  cases,  the  use  of  ephedrinc  and 


potassium  salts  still  meets  with  some  en- 
thusiasm and  occasional  results.  The  adre- 
nocorticotropic hormone,  cortisone,  and  its 
derivatives  also  have  been  employed  by 
research  physicians  and  clinicians  dealing 
with  myasthenia  gravis.  Reports  of  the 
results  have  varied  from  enthusiastic  to 
derogatory.  In  two  reports,  patients  with 
myasthenia  gravis  who  manifested  primarily 
ocular  signs  were  improved  by  the  admin- 
istration of  ACTH.®®'®®  This  improvement, 
however,  followed  an  initial  period  of  in- 
creased .symptomatology.  One  must  cau- 
tion that  deaths  have  been  reported  with 
the  use  of  ACTH.  ’ This  work  is  still  experi- 
mental in  nature  and  needs  further  con- 
firmation. At  present,  it  cannot  be  stated 
that  either  ACTH  or  corticosteroids  have 
a specific  place  in  the  treatment  of  myas- 
thenia gravis.  The  use  of  the  sex  hormones 
in  appropriately  selected  male  and  female 
patients  is  still  under  investigation.®®  Re- 
ports from  Japan  indicate  that  a crude  pa- 
rotid extract,  Parotin,  may  be  beneficial  in 
the  selected  case.®^®^  In  this  country,  pre- 
liminary work  by  Foldes®^  has  shown  that  a 
few  patients  with  severe  myasthenia  gravis, 
requiring  large  doses  of  medication,  with  the 
use  of  the  parotid  extract  could  be  controlled 
more  satisfactorily  with  a reduction  in  dos- 
age of  their  specific  treatment  drug.  Other 
evidence  fails  to  confirm  the  parotid  ex- 
tract’s iLsefulncss.®®  The  method  of  acdioii 
of  this  extract  is  unknown,  and  further  in- 
vestigation is  an  order. 

The  recognition  of  cholinergic  toxicity 
now  is  a generally  accepted  finding  in  the 
management  of  myasthenia  gravis.*'’®  In 
addition  to  the  use  of  atropine  for  the  control 
of  muscarinic  side-reactions,  specific  anti- 
dotes now  are  available  in  the  form  of 
pralidoxime  iodide  (Protopam)  to  counter- 
act overdepolarization  reactions.®^  ®®  A new 
anticholinesterase  antagonist,  TMB-4  (1, 
1-trimethylene-bis  (4-formylpyridinium 
bromide)  dioxime),  still  in  the  experimental 
stage,  appears  to  be  more  effective  than  prali- 
doxime chloride  in  cholinergic  toxicity.®®  ®’ 
In  our  experience  we  have  found  the  oxime 
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drugs  most  effective  in  treating  the  cho- 
linergic crisis  precipitated  by  double  bond 
phosphorus  anticholinesterases.  However, 
when  cholinergic  crisis  is  due  to  the  com- 
mercially available  (}uaternary  ammonium 
substances,  the  oximes  are  effective  only 
partially,  and  exacting  tracheobronchial 
toilet,  tracheostomy,  and  mechanical  re- 
spiratory assistance  still  are  the  mainstays  of 
therapy.  The  u.se  of  the  positive  pressure 
respirator  has  eased  greatly  the  nursing 
care  of  the  patient  with  myasthenia  gravis 
in  a crisis.®** 

(lomnien  I 

Etiologically,  the  key  to  myasthenia 
gravis  as  a single  disease  entity  or,  as  it 
may  be  more  properly  called,  the  myasthenic 
syndrome,  has  eluded  all  investigation. 
Over  the  past  twenty-five  years  attention 
has  focused  on  the  neuromuscular  junction. 
Pre-  and  postsynaptic  localizations  of  defects 
have  been  suggested,  and  artificial  “my- 
asthenic” nerve  muscle  preparations  have 
been  created.  The  ionic  equilibriums  in- 
volved in  muscle  depolarization  and  re- 
polarization also  have  been  investigated 
carefully  with  particular  scrutiny  of  the  role 
of  sodium  and  potassium.  While  aberration 
in  these  spheres  has  been  described,  no 
generally  accepted  unified  concept  has 
resulted.®®^'^® 

Recent  work  involving  a different  ap- 
proach appears  extremely  promising. 

In  the  three  main  theories  of  the  causation 
of  myasthenia  gravis,  (1)  diminished  acetyl- 
choline production,  (2)  increased  chol- 
inesterase production  at  the  neuromuscular 
end-plate,  and  (3)  the  dual  theoiy  dealing 
with  alteration  of  the  end-plate  properties, 
one  specific  clinical  fact  remains  out- 
standing.^^ This  is  the  existence  of  that 
clinical  entity  known  as  neonatal  my- 
asthenia, in  which  a baby  born  of  a mother 
with  myasthenia  gravis  may  for  varying 
perifxls  of  time  in  the  early  weeks  of  life 
demonstrate  profound  generalized  myas- 
thenia.^® 8uch  myasthenia  responds  in 
time  with  a diminution  of  symptoms  and 


also  demonstrates  the  repair  of  muscle 
deficits  through  the  use  of  cholinergic 
substances.  This  fact  strongly  bespeaks 
the  existence  of  some  circulating  curare-like 
substance  which  creates  the  picture  of 
myasthenia  gravis  in  these  children. 
Whether  this  circulating  moiety  competes 
at  the  end-plate  so  that  there  cannot  be  a 
reception  of  a normally  occurring  substance, 
or  whether  the  substance  in  question  is 
antigenic  toward  the  muscle  end-plate  and/  ‘ 
or  the  muscle,  as  yet  is  unclear.  Earlj'-  work 
by  Walker™  and  Wilson  and  Stoner^ 
suggested  the  presence  of  a circulating 
curare-like  substance  in  myasthenic  sera. 

In  repeating  and  expanding  these  studies. 
Nastuk,  Strauss,  and  Osserman™  dem- 
onstrated a myocytolytic  serum  component.  ^ 
This  substance  appears  to  be  associated  v 
with  serum  complement  levels.'^®  Studies  / 
of  the  latter  have  indicated  basically  that 
there  is  a marked  diminution  of  serum  t 
complement  activity  during  the  active 
phase  of  myasthenia  gravis  with  a rebound 
in  such  activity  when  remission  occurs.®® 
Eollowing  this  lead,  with  the  possibility 
that  the  complement  was  used  up  in  an 
immune  antigen  antibody  reaction,  pooled 
and  single  myasthenic  sera  were  employed 
by  Strauss  et  through  the  tagging  of 
globulin  fraction  with  fluoroscein  isothio- 
cyanate. Thus,  labeled  serum  proteins  , j 
were  used  to  stain  myasthenic  and  normal 
muscle  segments,  which  had  been  obtained 
and  freeze-dried  so  that  their  vital  proj)-  I 
erties  were  preserved.  Preliminary,  but  , 
very  encouraging,  observation  has  shown  Kj 
that  such  fluorescin-tagged  myasthenic  . 
globulin  regularly  localizes  in  alternate  ^ 
major  striations  of  human  skeletal  muscle,  8 
both  normal  and  myasthenic,  as  well  as  in  1 
the  skeletal  muscle  of  other  mammalian  I 
species.  Such  experiments  suggest  that  the  I 
staining  property  resides  in  the  abnormal  1 
.serum  rather  than  in  the  mu.scle.  It  is  1 
suggested  that  myasthenia  thus  may  rep-  ■ 
resent  a peculiar  form  of  autoimmune  I 
myositis.  This  evidence  is  similar,  perhaps,  I 
in  character  to  the  evidence  which  has  ■ 
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u(;cuinuluted  in  vurious  thyroid  iiiflum- 
inatory  conditions.  The  (bourse  of  the 
patient  with  myasthenia  gravis,  while  clin- 
ically explicable  by  such  theories  as  the 
mnltiple  block  concept,™  also  might  fit 
into  such  a scheme  of  myositis  that  if 
sufficient  muscle  is  damaged  over  a pei'iod  of 
time,  one  may  be  faced  with  an  end-stage 
myasthenic  condition  which  is  unresponsive 
to  drug  modalities.  The  partial  reversal  of 
such  an  end-state  by  corticosteroid  thei’apy 
and/or  complete  rest  with  abstinence  from 
all  cholinergic  medication  and  with  resort  to 
artificial  respiratory  assistance  also  may 
rei)resenf  the  exhaustion  of  such  an  anti- 
body mechanism.  As  advanced  by  Simp- 
son,'*''* the  suggestion  that  myasthenia  gravis 
may  represent  an  initial  attack  of  a disease 
entity  where  there  is  profound  damage  of  a 
large  number  of  muscle  groups,  with  sub- 
secpient  (luieseent  periods  and  later  ex- 
acerbations, parallels  such  concepts  as 
those  proposed  in  certain  collagen  diseases.*^ 

At  this  stage  of  finer  protein  partition  and 
of  more  precise  protein  analysis  by  im- 
munohistochemical  methods,  it  is  possible 
that  “the  era  of  the  protein’’  may  solve  the 
riddle  of  myasthenia  gravis. 

4 East  89th  Stiieet,  New  York  28 
(Dk.  Ossehman) 
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(Number  one  hundred  one  in  a series  on  Recent  Advances  in  Medicine  and  Surgery) 


Steroids  Check  Deadly  Kidney  Effects  of  Lupus 


The  deadly  kidney  damage  caused  by  one  of  the 
most  serious  rheumatic  diseases,  systemic  lupus 
erythematosus,  has  been  checked  successfully  by 
large  doses  of  steroids,  according  to  an  article  in  the 
May,  1961,  issue  of  the  Bulletin  on  Rheumatic 
Diseases,  the  Arthritis  and  Rheumatism  Founda- 
tion’s publication  for  physicians.  It  had  been  be- 
lieved that  these  cortisone  derivatives  either  aggra- 
vated or  had  no  effect  on  such  kidney  complications. 

Once  thought  to  be  a rare  disease,  lupus  is  being 
found  with  increasing  frequency  because  of  better 
diagnostic  technics.  Eighty  to  90  per  cent  of  its 
victims  are  women  in  the  child-bearing  years,  and  it 
often  attacks  the  lungs,  heart,  liver,  and  kidney  as 
well  as  the  joints  and  surrounding  tissues.  Though 
lupus  no  longer  is  considered  as  dread  a disease  as  it 
once  was,  it  is  its  effect  on  the  kidney  which  leads 
most  often  to  dangerous  complications. 

According  to  Victor  E.  Poliak,  M.D.,  Robert  M. 
Kark,  M.D.,  and  Conrad  L.  Pirani,  M.D.,  of  the 


University  of  Illinois  College  of  Medicine,  9 of  16 
lupus  patients  with  kidney  involvement  are  still 
alive  on  an  average  of  three  and  a half  years  after 
treatment  with  large  doses  of  prednisone.  All  of  an 
earlier  series  of  10  patients  with  a similar  degree  of 
kidney  involvement  who  received  only  small  doses 
of  the  drug  died  in  slightly  more  than  a year’s  time. 

In  stating  their  belief  that  enough  steroids  should 
be  given  to  suppress  “all  disease  activity’’  rather  than 
just  symptoms,  the  authors  warn  that  though  most 
tissue  damage  seems  to  have  healed  and  kidney 
function  has  not  deteriorated  in  the  9 living  patients, 
certain  tissue  changes  have  continued.  They  also 
explain  that  no  dosage  has  been  effective  in  patients 
where  kidney  damage  has  reached  a certain  stage. 
Almost  all  the  patient  deaths  were  in  this  group. 

The  clinical  research  team  adds  that  large  doses  of 
steroids  can  have  dangerous  side  effects,  though  “a 
high  daily  intake  of  calories,  protein,  calcium,  and 
potassium  will  go  far  to  minimize  the  problem.” 
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Anemia  of  Unusual  Origin 


Case  History 

This  sixty-eight-year-old  white  female 
was  well  until  August,  1955,  when  following 
an  infection  of  the  respiratory  tract,  which 
had  been  treated  with  penicillin  and  Aureo- 
mycin,  she  developed  profound  weakness. 
For  this  reason  she  was  hospitalized  at 
Lebanon  Hospital  where  a hemoglobin  of 
4.2  Gm.  per  100  ml.  was  discovered.  A 
chest  x-ray  examination,  upper  gastro- 
intestinal series,  and  barium  enema  pro- 
duced negative  findings.  A diagnosis  was 
not  made,  and  the  patient  was  discharged 
after  transfusions  had  brought  the  hemo- 
globin to  10.5  Gm.  per  100  ml.  On  three 
subsequent  admissions  to  Lebanon  Hospital 
(October,  1955,  and  June  and  August,  1956) 
because  of  recurrent  anemia,  a hematologic 
investigation  was  carried  out  which  revealed 
the  following:  (1)  a persistent  severe  anemia 
which  was  normochromic  and  normocytic, 
normal  platelets  and  white  cells;  (2)  bone 
marrow  which  was  hypoplastic  and  largely 
replaced  by  fat,  with  a relative  increase  in 
myeloid  series  and  severe  depression  of 
erythroid  series,  iron  stain  of  4 plus;  (3) 
no  evidence  of  blood  loss  or  hemolysis 


(reticulocyte  count  was  0.1  per  cent,  fecal 
urobilinogen  was  normal,  and  there  was 
normal  osmotic  fragility  of  red  cells); 
and  (4)  there  was  no  response  to  known 
hematinics,  including  cobalt  and  cortisone. 

On  the  basis  of  these  studies  a diagnosis  of 
aplastic  anemia  of  unknown  etiology  was 
made,  and  the  patient  was  treated  with 
tran.sfusions.  ; 

In  June,  1957,  the  patient  was  admitted  \ 
to  Alontefiore  Hospital  for  the  first  time  1 
with  a high  fever  and  pain  in  the  left  flank.  I 

She  responded  well  to  antibiotics.  An  jf 

intravenous  pyelogram  revealed  possible  » 
obstructive  uropathy  on  the  left,  but  the  1 
patient  refused  to  have  this  investigated  ^ 
further  by  means  of  retrograde  pyelography.  | 
She  received  three  transfusions  during  this  I 
hospital  stay  to  maintain  her  hematocrit  at  I 
about  30.  #' 

On  September  9,  1957,  she  was  admitted  I 

for  the  second  time,  again  with  a high  fe\'er  I 
and  pain  in  the  left  flank.  A retrograde  ■ 
pyelogram  revealed  a calculus  in  the  left  ■ 
ureter,  and  on  October  14,  1957,  a uretero-  fl 
lithotomy  was  performed  on  the  left  ureter.  ■ 
The  postoperative  course  was  complicated  H 
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by  a wound  infection,  but  the  patient  re- 
covered from  the  procedure  and  was  dis- 
charged on  December  7,  1957. 

Her  third  and  final  admission  was  on 
March  3,  1959.  Since  her  discharge  from 
tlie  hospital,  she  had  received  home  care  and 
had  received  a blood  transfusion  at  home 
about  every  ten  to  fifteen  days.  It  had  been 
noted  that  anginal  pain  occurred  at  the  times 
when  the  hematocrit  was  lowest  and  was  re- 
lieved by  transfusion.  This  hospital  ad- 
mission was  because  of  a severe,  persistent, 
precordial,  and  substernal  pain  lasting  over  a 
period  of  two  to  three  days. 

A physical  examination  revealed  a thin, 
emaciated  woman  with  blood  pressure  of 
110/70,  pulse  120,  respirations  12,  and  tem- 
perature 100  F.  There  were  no  signs  of 
congestive  heart  failure.  The  heart  was 
not  enlarged,  and  a Grade  III  systolic 
murmur  was  heard  at  the  apex.  The  liver, 
spleen,  and  kidneys  were  not  palpable. 
There  was  no  peripheral  edema.  The  rest 
of  the  physical  examination  produced  no 
unusual  findings. 

A laboratory  data  report  revealed  that  the 
urine  was  loaded  consistently  with  white 
blood  cells  and  bacteria.  Urine  cultures 
grew  out  Escherichia  coli.  The  hematocrits 
ranged  from  22  to  32,  white  blood  cells  from 
5,100  to  8,200,  and  platelets  were  230,000. 
The  blood  urea  nitrogen  ranged  from  28  to 
35  mg.  per  100  ml.  The  serum  glutamic 
oxaloacetic  transaminase  varied  from  18  to 
74  units.  The  total  protein  was  5.9  Gm. 
per  100  ml.  with  an  albumin-globulin  ratio  of 
3.5:2.4  Gm.  per  100  ml.  The  serum  electro- 
phoresis showed  an  elevation  of  the  alpha-2- 
globulin  with  a decrease  in  gamma  globulin. 
The  serum  electrolytes  and  liver  function 
test  results  were  within  normal  limits. 

The  admission  electrocardiogram  revealed 
a fresh  anterior  wall  myocardial  infarction. 
The  patient  was  treated  with  bed  rest  and 
anticoagulation  therapy.  She  was  given 
transfusions  as  needed  to  maintain  the 
hematocrit  at  about  25  to  30.  Her  clinical 
course  was  complicated  by  recurring  urinary 
tract  infections,  diarrhea,  anorexia,  and 


congestive  failure.  She  ran  a progressively 
downhill  course  and  died  (piietly  on  the 
afternoon  of  .June  23,  1959. 

Discussion 

Robert  D.  Epstein,  M.D.;  From  the 
description  of  the  patient’s  hematologic 
status  in  the  protocol,  there  seems  to  be  no 
diagnosis  that  can  be  reached  other  than  pure 
red  cell  anemia.  The  peripheral  leukocyte 
and  platelet  counts  were  normal,  and  the 
patient  was  severely  anemic.  The  bone 
marrow  was  found  to  be  hypoplastic  and,  in 
particular,  there  was  a severe  depression  of 
the  erythroid  series.  Studies  for  increased 
hemolysis  and  blood  loss  were  performed  and 
ruled  out  these  possibilities.  We  are  not 
told  whether  or  not  the  various  hematemics 
were  tried.  Usually  they  are  given  a 
therapeutic  trial,  and  usually  they  are  in- 
effective. 

If  we  assume  the  diagnosis  of  pure  red 
cell  anemia  to  be  correct,  a further  differen- 
tial diagnosis  becomes  somewhat  easier. 
Josephs^  and  Diamond  and  Blackfan^  have 
described  an  anemia  in  infants  due  to  hypo- 
plasia of  the  marrow  with  failure  of  ery- 
throid generation.  This  is  reminiscent  of  a 
"selective”  Fanconi’s  syndrome  with  only 
one,  instead  of  all,  of  the  marrow  elements 
involved.  It  usually  comes  to  attention 
during  the  first  year  of  life  but  occasionally 
is  seen  at  birth.  Marrow  erythropoiesis  is 
decreased  or  absent.  The  anemia  is  pro- 
gressive and  can  be  resolved  only  with  trans- 
fusions. 

The  second  situation  in  which  one  may 
see  pure  red  cell  anemia  is  in  association 
with  iso-immunization  by  the  blood  group 
factor  “A.”  This  was  described  by  Smith 
in  1953.^  His  case  was  considered  to  be  one 
of  erythroblastosis  fetalis  in  spite  of  its  be- 
ing the  first  pregnancy.  The  mother’s 
blood  type  was  Rh  positive  O,  the  father’s 
and  child’s  Rh  positive  A;  the  height  of 
the  maternal  anti-A  agglutinin  reached  1 : 
128,000.  It  was  postulated  that  the  pro- 
longed depression  of  the  erythroid  series  in 
the  child  resulted  from  the  continuing  ex- 
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posure  to  the  high  level  of  anti-A  agglutinin. 

Obviously  these  types  of  pure  red  cell 
anemia  do  not  apply  to  the  case  presented 
today. 

The  largest  group  of  pure  red  cell  anemias 
that  has  been  described  in  adults  has  been  in 
association  with  tumors  of  the  anterior 
mediastinum.  They  usually  are  described 
as  arising  from  the  thymus  and  only  rarely 
from  aberrant  parathyroid  glands.  The 
thymomas  ordinarily  are  benign  and  most 
often  are  not  associated  with  myasthenia 
gravis.  Some  of  the  reported  cases  have  re- 
solved their  anemias  within  a few  days  of 
thymectomy,  but  not  all  have  done  so. 
Some  of  the  patients  who  respond  initially  to 
surgery  become  anemic  again  within  a few 
months.  Therefore,  removal  of  the  thymic 
tumor  has  not  always  been  associated  with  a 
permanent  cure. 

One  of  the  major  problems  in  attempting 
to  correlate  the  anemia  of  this  patient  with  a 
thymoma  is  that  such  a lesion  was  not 
demonstrated  by  x-ray  examinations  during 
her  life.  However,  a similar  case  has  been 
reported  by  Chalmers  and  Boheimer.^  Their 
patient  had  pure  red  cell  anemia  in  associa- 
tion with  myasthenia  gravis.  Repeated 
chest  x-ray  examinations  failed  to  reveal  a 
thymoma,  but  because  of  the  relationship  of 
myasthenia  gravis  to  thymomas  and  of 
thymomas  to  pure  red  cell  anemia,  they  ex- 
plored the  anterior  mediastinum.  There 
was  found  a large  thymoma  which  invaded 
the  mediastinum  locally  but  showed  no 
other  signs  of  malignancy. 

Therefore,  I am  going  to  postulate  that 
the  patient  presented  today  had  a thymoma. 
Since  most  thymomas  are  benign  when 
associated  with  pure  red  cell  anemia,  and 
since  clinically  there  seemed  to  be  no 
evidence  of  a malignant  condition,  probably 
this  one  was  benign  also.  The  possibility  of 
local  invasion  of  the  myocardium  producing 
the  changes  of  an  anterior  wall  infarction 
cannot  be  ruled  out  conclusively.  Statis- 
tically, however,  this  seems  improbable. 

Few  facts  are  available  to  explain  the 
relationship  of  thymomas  to  pure  red  cell 


anemia.  Usually  there  is  no  difficulty  in 
ruling  out  “toxic”  agents,  allergic  reactions, 
infections,  and,  in  adults,  iso-immunizations. 
Ross  and  his  coauthors®  have  proposed  four 
possible  considerations:  that  they  occur 

simultaneously  by  chance  alone;  that  the 
thymoma  causes  the  anemia,  that  the 
anemia  causes  the  thymoma,  or  that  there  is 
some  etiologic  factor  common  to  both. 

Both  thymomas  and  pure  red  cell  anemia 
are  very  rare  diseases.  The  statistical 
probabilities  of  chance  occurrence  in  the 
same  individual  is  exceedingly  small. 

It  seems  more  probable  that  the  thymoma 
would  be  the  cause  of  the  anemia  than  vice 
versa.  The  function  of  the  thymus  remains 
largely  unknown,  but  evidence  that  it  does 
have  some  systemic  effect  is  that  some  cases 
of  myasthenia  gra\ds  improve  after  thy- 
mectomy. There  also  have  been  some 
experimental  studies  that  seem  to  demon- 
strate a relationship  between  the  thjTnus 
and  hematopoiesis.  Furth®  was  able  to  re- 
duce the  incidence  of  leukemia  in  a high- 
leukemic  stock  of  mice  from  about  81  to  10 
per  cent  with  thymectomy  only.  The 
incidence  of  carcinogen-induced  leukemia  in 
mice  also  has  been  reported  to  be  reduced 
following  thymectomy.  Furthermore,  in 
some  of  the  reported  cases  of  thymoma 
associated  with  pure  red  cell  anemia,  im- 
provement has  occurred  after  removal  of  the 
gland. 

The  possibility  that  a single  etiologic 
factor  may  cause  both  the  thymoma  and 
pure  red  cell  anemia  cannot  clearly  be  ruled 
out.  There  are  many  factors  that  will  cause 
the  adult  thymus  to  enlarge,  such  as  hyper- 
thyroidism, Addison’s  disease,  drugs,  allergy, 
and  infections.  The  principal  etiologic 
agents  causing  aplastic  anemia  in  the  adult 
are  derivatives  of  benzol,  and  it  has  been 
reported  that  methyl  cholanthrene  will 
produce  thymic  hyperplasia. 

In  summary,  I believe  that  the  patient 
had  a thymoma,  probably  benign,  in  addi- 
tion to  the  clinical  diagnoses  listed  in  the 
protocol. 

Ira  Rubin,  M.D.:  This  patient  had 
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Fig.  1.  (.1)  Electrocardiogram  taken  September  11,  1957,  shows  regular  sinus  rhythm,  prominent  Q 
waves  in  leads  2,  3,  and  aVf,  with  a low  T wave  in  1,  and  inverted  T waves  in  aVl  and  V2  through  Ve.  {D 
Eleirtrocardiogram  taken  October  28,  1957.  Ih-omineut  but  narrow  Q waves  are  present  in  leads  2,  3,  and 
aVf  and  also  in  V<  through  Ve.  The  T waves  that  previously  were  inverted  in  leads  1,  aVl,  and  V2  through 
Ve,  now  are  upright. 


several  diseases  which  could  have  led  to 
death.  She  suffered  from  severe  malnutri- 
tion. Her  weight  varied  between  55  and  57 
pounds  terminally.  During  the  course  of 
her  illness  she  suffered  from  marked  anorexia 
and  recurrent  diarrhea.  In  addition,  she 
ran  recurrent  fevers  and  had  almost  con- 
tinuous urinary  infections. 

This  patient  had  renal  disease,  as  charac- 
terized by  recurrent  urinary  infections,  of  at 
least  two  years  duration,  with  a history  of 
lithiasis  of  the  left  ureter.  In  1957  she  was 
operated  on,  and  a calcium  stone  was  re- 
moved. Her  urine  almost  always  was 
loaded  with  pus.  A variety  of  organisms 
were  cultured  from  her  urine.  These  in- 
cluded E.  coli,  aerogenous  pseudomonas,  and 
enterococcus.  With  this  variety  of  or- 
ganisms in  her  urine,  antibiotics  had  been 
unsuccessful  in  producing  sterilization.  In 
addition,  her  specific  gravity  remained  at 
1.010  or  less  during  the  last  year  of  her  life. 
Her  blood  urea  nitrogen  varied  between  35 
and  39  mg.  per  100  ml.  Her  creatinine 
varied  from  1.6  to  2.3  mg.  per  100  ml.  In 
a patient  who  is  not  eating  and  is  losing 
weight,  these  definitely  are  abnormal  figures. 
There  was  no  evidence  of  hemolysis  during 
her  life  to  account  for  the  elevated  blood  urea 
nitrogen.  It  would  appear  that  the  kidneys 
were  markedly  diseased  with  pyelonephritis 
with  diffuse  scarring. 

In  addition,  this  patient  had  received 


multiple  transfusions  without  any  evidence 
of  blood  loss.  Such  patients  usually  are 
subject  to  hemochromatosis,  secondary  to 
the  increased  iron  stored  in  the  body.  This 
diagnosis  also  was  suggested  by  the  in- 
creased density  of  the  liver  as  seen  in  x-ray 
films  taken  prior  to  her  death. 

This  patient  appeared  to  suffer  from 
definite  cardiac  disease.  The  reports  of  pre- 
vious hospital  admissions  note  the  fact  that 
prominent  Q waves  were  present  in  electro- 
cardiograms in  leads  2,  3,  and  aVf,  as  far 
back  as  1956.  Since  1957,  the  patient  had 
had  anginal  attacks,  usually  at  times  of  her 
lowest  hematocrit.  Following  transfusions 
her  anginal  seizures  would  lessen. 

In  1957,  during  admission  at  Montefiore 
Hospital,  there  were  definite  T-wave  changes 
in  the  precordial  leads,  as  shown  in  Figure  1. 
These  T-wave  abnormalities  reverted  back 
toward  normal  within  a month.  During  this 
hospitalization  her  serum  transaminase  was 
reported  as  varying  from  43  to  61  serum 
glutamic  oxaloacetic  transaminase. 

At  the  time  of  her  last  admission  to 
Montefiore  Hospital,  the  initial  electro- 
cardiogram revealed  changes  as  seen  in 
Figure  2 and  were  highly  suggestive  of  acute 
anterior  wall  myocardial  infarction.  The 
elevated  S-T  segment  in  leads  2,  3,  and  aVf 
suggested  acute  posterior  wall  involvement 
too.  This  electrocardiogram  was  taken  two 
or  three  days  after  the  onset  of  her  pain. 
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Fig.  2.  Electrocardiogram  dated  March  3, 
195‘J.  Ithythm  is  sinus  tac^h.ycardia.  Deep  Q 
waves  with  elevated,  ujiward-howed  S-T  segment 
are  present  in  leads  2,  3,  and  aVf.  A deep  Q 
wave  with  markedly  elevated  S-T  segment  is 
present  in  V2  through  Ve. 

The  transaminase  of  30  on  admission  was 
not  evidence  against  the  presence  of  acute 


infarction  since  it  was  taken  several  days 
after  the  onset  of  tlie  suspected  acute 
myocardial  infarction.  On  jiliysical  ('xaini- 
nation  the  patient  had  a tirade  111  systolic 
murmur  in  the  ape.x,  which  is  not  reinarkahle 
considering  tlu'  patient’s  age  and  the 
severity  of  her  anemia.  1 luring  her  hospital 
stay  the  transaminase  rose  to  74  on  April  1, 
at  a time  when  the  patient  was  reported  as 
asymptomatic  as  far  as  chest  pain  was  con- 
cerned. Subseciuent  serum  transaminase 
studies  showed  irregular  falls  and  rises,  as  low 
as  18  and  as  high  as  61. 

The  patient  experienced  a definite  bout  of 
congestive  heart  failure,  which  probably  was 
related  to  the  combination  of  anemia  and 
myocardial  damage.  Her  congestive  heart 


Fig.  3.  (A)  Electrocardiogram  dated  March  12,  1959.  Rhythm  is  sinus  tachycardia.  A very  deep  Q 
wave  is  present  in  leads  2,  3,  and  aVf.  However,  the  S-T  segment  is  elevated  in  leads  2,  3,  and  aVf.  In 
leads  V2  through  V5  the  T is  deeply  inverted.  The  S-T  segment  is  elevated  only  slightly  in  V3  through  V%. 
A deep  Q wave  is  present  in  V3  through  Ve.  (B)  Electrocardiogram  dated  March  16,  1959.  The  T wave  is 
now  inverted  in  leads  2,  3,  and  aVf.  The  S-T  segment  is  elevated  only  slightly  in  the  same  leads.  In  the 
V leads,  the  T wave  is  inverted  deeply  in  V2  through  Ve,  and  a prominent  Q wave  is  present  in  V3  through  Ve. 
The  S-T  segment  is  bowed  slightly  upward  in  V3  through  Ve.  (C)  Electrocardiogram  dated  March  25, 
1959.  Deep  Q waves  are  present  in  leads  2,  3,  and  aVf.  The  S-T  segment  has  returned  almost  to  the 
iso-electric  line  in  these  leads.  In  the  precordial  leads  V2  through  Ve,  the  T wave  is  less  inverted.  The 
S-T  segment  is  iso-electric,  and  prominent  Q waves  appear  in  only  Ve  and  Ve.  (D)  Electrocardiogram  dated 
March  31,  1959.  Deep  Q waves  are  present  in  leads  2,  3,  and  aVf.  However,  the  T wave  has  become 
upright  in  these  leads.  In  the  V leads,  the  T is  inverted  in  1 through  6 without  S-T  segment  elevation. 
Abnormal  Q waves  are  apparent  once  again  in  V2  through  Vt. 
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V4  V5  Vg 


Fig.  4.  Electrocardiogram  dated  May  13, 
1959.  Q waves  are  present  in  leads  2,  3,  and  aVf, 
although  not  as  deep  and  as  wide  as  on  previous 
tracings.  In  the  V leads  no  abnormal  Q waves  are 
present.  The  T wave  is  .slightly  invert('d  in  V2 
through  V5. 


failure  responded  well  to  digitalis  therapy. 

Her  subsequent  electrocardiograms  are  of 
interest  in  the  marked  variability  of  Q 
waves  in  the  leads  in  which  they  appeared 
(Fig.  3).  The  last  electrocardiogram  taken 
about  a month  before  her  death  showed  no 
abnormal  Q waves  in  the  precordial  leads  but 
persistent  deep  Q waves  in  leads  2,  3,  and 
aVf  (Fig.  4). 

Certainly,  in  a patient  with  severe  anemia 
many  of  her  symptoms,  including  angina 
and  failure,  could  be  based  on  this  diagnosis 
without  finding  extensive  myocardial 
damage.  However,  in  view  of  the  electro- 
cardiographic changes,  it  would  appear  that 
this  patient  did  have  fairly  severe  myocardial 
damage  with  multiple  myocardial  infarc- 
tions. Whether  or  not  her  coronary  arteries 
were  severely  atherosclerotic  is  hard  to  say 
since  .severe  anemia  in  the  presence  of 
moderate  atherosclerosis  may  lead  to  a 
similar  clinical  picture.  The  electrocardio- 
gram shows  only  the  state  of  the  myocar- 
dium and  not  that  of  the  coronary  arteries. 

It  would  seem  that  this  patient  had  re- 
current myocardial  damage  while  in  the 
hospital  as  manifested  by  recurrent  T-wave 
changes  and  transient  elevation  of  trans- 
aminase. This  type  of  disease  would  be 
associated  with  diffuse  myocardial  scarring. 
The  deep  abnormal  Q wave  in  leads  2,  3,  and 
aVf  and  V2  through  Ve  would  indicate  con- 
fluent infarction  of  a considerable  area  of  the 
heart. 


It  would  appear  from  these  electrocardio- 
grams that  this  patient  had  infarctions  in  the 
posterior  as  well  as  in  the  anterior  wall. 

An  explanation  for  the  appearance  of  Q 
waves  in  the  absence  of  myocardial  infarc- 
tion would  be  the  invasion  of  the  heart  by  a 
tumor  since  Dr.  Epstein  mentioned  the 
po.ssibility  of  thymoma  being  present.  If 
malignant,  such  a thymoma  might  metasta- 
size to  the  heart  and  produce  Q-wave  changes 
.secondary  to  the  replacement  of  myocardial 
cells  by  malignant,  electrically  inert  tissue. 
It  would  be  unusual  to  see  a tumor  invade 
the  posterior  as  well  as  the  anterior  wall  of 
the  heart  in  the  absence  of  clinical  evidence 
of  massive  mediastinal  involvement  by  a 
tumor. 

One  problem  remains,  and  that  is  the 
marked  variability  of  the  depth  of  the  Q 
waves  in  the  areas  in  which  they  were  pre- 
sent. Several  possibilities  are  suggested. 
In  the  precordial  leads  the  variation  in  Q 
waves  may  be  due  to  variation  of  the  elec- 
trode position.  The  V leads  may  be  taken 
one  interspace  above  or  below  the  usual 
position.  A di.sappearance  of  the  Q waves 
in  V2  through  Ve  also  might  be  due  to  an  un- 
suspected infarct  in  another  area  of  the 
heart,  which  would  change  the  initial  0.04 
vector  in  the  precordial  leads  and  lead  to  loss 
of  the  abnormal  Q wave.  Other  factors 
responsible  for  the  variability  of  the  Q wave 
in  the  precordial  leads  would  be  the  con- 
traction of  the  scar  or  infarct  to  an  area  not 
recorded  by  the  precordial  leads  or  to  marked 
rotation  of  the  heart.  One  final  possibility 
is  that  the  patient  had  Q waves  in  the  pre- 
cordial leads  without  an  actual  myocardial 
infarction  being  present.  Such  changes 
have  been  reported  experimentally  by  Gilli- 
gan,  Blumgart,  and  Schlesinger^  and  clini- 
cally by  Goldman,  Gro.ss,  and  Rubin.* 
Myocardial  cells  may  be  damaged  suffi- 
ciently so  that  they  cannot  generate  electri- 
cal potentials  and  yet  survive  anatomically. 
It  would  be  surprising  to  see  Q waves  persist 
over  a month  and  still  find  no  anatomic 
changes  in  the  myocardial  cells.  Most  of 
the  transient  Q waves  associated  with  muscle 
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Fig  5.  Macroscopic  appearance  of  thymoma  found 
in  anterior  mediastinum. 


Fig.  6.  Photomicrograph  of  thymoma  (hematox- 
ylin and  eosin  stain). 


injury  have  persisted  only  for  brief  periods 
of  time. 

Diagnoses 

Clinical, — (!)  Aplastic  anemia  of  unknown 
etiology,  {2)  myocardial  infarction;  {3)  chronic 
pyelonephritis. 

Dr.  Epstein. — Benign  thymoma  with  pure 
red  cell  anemia. 

Dr.  Rubin. — {!)  Chronic  pyelonephritis; 
{2)  hemochromatosis  secondary  to  multiple 
transfusions;  {3)  multiple  myocardial  infarc- 
tions. 

Anatomic. — {!)  Benign  thymoma,  hypo- 
plasia of  hone  marrow  with  depression  of 
erythropoiesis.  secondary  hemochromatosis  in 
liver  and  pancreas;  (2)  chronic  active  bilateral 
pyelonephritis,  bilateral  focal  pneumonia;  (3) 
arteriosclerosis  cf  coronary  arteries  with 
especial  involvement  of  anterior  descending 


Fig.  7.  Hemochromatosis  in  liver  (hematoxylin 
and  eosin  stain). 


branch  of  left  by  recanalized  thrombus,  brown 
atrophy  and  focal  scars  in  myocardium. 

Pathologic  Report 

David  Sohn,  M.D.;  The  anatomic  find- 
ings in  this  case  belong  under  three  headings. 
The  first  is  related  to  a tumor  in  the  medias- 
tinum and  to  a severe  depression  of  the  bone 
marrow.  The  second  is  related  to  a pyelone- 
phritis. The  third  is  concerned  with  coro- 
nary artery  sclerosis  and  the  resultant  injury 
to  the  myocardium. 

In  the  anterior  mediastinum,  loosely 
attached  to  the  pericardium  on  its  anterior 
surface,  there  was  a bilobed  tumor  mass 
which  measured  3 by  2 by  1.5  cm.  (Fig.  5). 
This  tumor,  which  was  spongy  in  ap- 
pearance, did  not  penetrate  the  pericardium 
nor  in  any  way  involve  the  pericardial  sac 
and  heart.  It  represented  a benign  thj^- 
moma,  was  surrounded  by  a dense  fibrous 
capsule,  and  was  composed  of  spindle- 
shaped  cells  arranged  in  whorls.  The  cyto- 
plasm of  the  cells  was  scant;  the  nuclei  were 
fusiform  and  finely  vacuolated  (Fig.  6). 
One  questionable  Hassall’s  corpuscle  was 
found  after  a thorough  search. 

Erythropoiesis  was  depressed  severely  in 
the  bone  marrow.  Rare  red  cell  precursors 
were  present,  in  contrast  to  a mild  hyper- 
plasia of  the  myelocytic  elements.  Large 
amounts  of  iron  pigment  were  found  in  the 
liver,  pancreas,  spleen,  and  lymph  nodes. 
In  addition  to  this  pigment,  there  was  con- 
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siderable  fibrosis  in  the  liver  and  pancreas, 
a true  picture  of  hemochromatosis  (Fig.  7). 

Both  kidneys  contained  pyelonephritic 
scars.  The  left  ureter  was  dilated  and  its 
wall  greatly  thickened.  Both  renal  pelves 
were  enlarged,  and  their  mucosae  were  thick 
and  opaque.  The  right  kidney  contained  a 
small  abscess  (less  than  1 cm.  in  diameter) 
which  yielded  pus  and  bacteria  when  it  was 
incised.  Microscopically  both  kidneys  were 
found  to  contain  an  active  but  chronic  in- 
flammatory reaction  in  the  pelves  and  paren- 
chyma. 

The  only  other  site  of  inflammation  was 
the  lungs,  all  lobes  of  which  contained  focal 
pneumonic  peribronchial  consolidation.  In 
several  zones  these  lesions  showed  beginning 
liquefaction  with  abscess  formation. 

The  larger  arteries,  as  well  as  the  aorta, 
contained  numerous  atheromatous  plaques. 
One  such  lesion  almost  completely  occluded 
the  anterior  descending  branch  of  the  left 
coronary  artery,  but  this  vessel  was  none- 
theless not  fully  closed.  On  microscopic 
examination  it  was  found  to  contain  a re- 
canalized thrombus.  The  heart  was  quite 
small,  weighing  only  200  Gm.,  which  was  in 
keeping  with  the  severe  emaciation  of  the 
body  as  a whole.  The  myocardium  re- 
vealed brown  atrophy  and  was  shown  to 
contain  numerous  old  scars.  These  were 
most  conspicuous  in  the  left  ventricle,  but 
not  even  in  this  part  of  the  myocardium 
was  there  a single  large  scar.  Rather, 
multiple  focal  scars  replaced  muscle  bundles 
in  the  walls  of  both  ventricles. 

H.  M.  ZiMMEKMAN,  M.D. : There  is  no 

need  to  elaborate  further  on  the  association 
between  thymoma  and  anemia.  This  Dr. 
Epstein  has  covered  as  fully  as  our  present 
state  of  knowledge  permits. 

Dr.  Rubin  is  to  be  congratulated  on  his 
suggestion  that  the  multiple  transfusions 


resulted  in  hemochromatosis  in  this  patient. 
This  suggestion  actually  was  substantiated 
by  the  postmortem  examination.  His  care- 
ful documentation  of  myocardial  infarctions, 
on  the  other  hand,  was  not  borne  out  by  the 
necropsy  findings.  At  least  there  was  no 
large,  single  myocardial  scar  present  as  is 
usually  the  case  with  a complete  coronary 
artery  occlusion.  Rather,  there  were  seen 
many  small  focal  scars  such  as  are  en- 
countered in  myocardial  ischemia.  By  the 
way,  the  thymic  tumor  was  entirely  benign 
and  did  not  involve  the  pericardium,  endo- 
cardium, or  myocardium.  To  account  for 
the  extraordinary  electrocardiographic  find- 
ings in  this  case,  attention  should  be  called 
to  the  following  lesions:  (1)  severe  brown 

atrophy  of  the  myocardium  (heart  weight 
was  200  Gm.) ; (2)  coronary  arteriosclerosis 
with  recanalized  thrombus  in  the  anterior 
descending  branch  of  the  left  coronary 
artery;  (3)  focal  disseminated  scars  in  the 
myocardium;  (4)  severe  anemia  (contrib- 
uting possibly  to  myocardial  ischemia). 
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^ I ''he  discovpiy  of  insulin  has  changed  the 
outlook  for  the  person  with  diabetes 
because  it  allows  adequate  nutrition  to  be 
prescribed.  Thus,  the  diabetic  child  now 
can  have  the  proper  food  to  enable  him  to 
grow,  develop,  and  play  like  other  children. 
The  adult  diabetic  patient  now  can  have 
sufficient  energy  to  support  himself  eco- 
nomically and  to  participate  in  a normal 
social  life.  The  prescription  of  a diet  to 
each  diabetic  patient  must  consider  these 
factors;  the  physician  and  dietitian  must 
keep  informed  concerning  the  current  con- 
cepts as  to  what  constitutes  “adequate  nu- 
trition.” 

Surveys  concerning  the  nutritional  re- 
(phrements  of  different  segments  of  our 
“normal”  population  are  being  made  each 
year  and  the.se  have  led  to  changing  (;oncepts 
of  their  needs.  The  National  Aijademy 
of  Sciences  in  conjunction  with  the  National 
ll(!.search  Council  established  in  1940  a 
h'ood  and  Nutrition  Board  to  review  these 
changes.  Tliis  Board,  composed  of  leaders 
in  the  field  of  nutrition,  weighs  the  scientific 


evidence  available  and  periodically  makes 
recommendations  concerning  desirable  nu- 
tritional goals  for  individuals  of  different 
ages  and  conditions.  These  recommenda- 
tions serve  as  a guide  to  physicians  by  out- 
lining standards  that  can  be  applied  to 
normal  people  in  average  situations;  as  will 
be  .show'll  later  they  also  can  be  applied  to 
diabetic  individuals. 

The  diabetic  population  coming  to  physi- 
cians for  treatment  is  heavily  weighti'd  with 
people  who  are  not  normal  in  the  nut  ritional 
sense.  For  instance,  the  freipient  associa- 
tion of  obesit.y  in  the  adult  diabetic  popula- 
tion is  w’ell  known,  and,  as  Danowski'  has 
pointed  out,  the  average  diabetic  child  is 
underweight  w'hen  the  diabetes  is  discovered. 
Thus,  a physician  treating  diabetic  patients 
must  practice  “therapeutic  nutrition”  re- 
(luiring  indi\idualization  of  treatment. 
Duncan‘S  has  brought  the  over-all  picture 
of  clinical  diabetes  into  proper  perspective 
by  a simple  grouping  of  diabetic  individuals. 
Although  his  categories  were  arranged  for 
use  in  selecting  patients  who  might  respond 
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TABLE  1. — Catecjokies  ok  Diabetic  Individuals 


Type 

Nutritional 

State 

Estimated 
Incidence  In 
Diabetic 
l\)])ulation 
( Per  Cent) 

.\diilt 

overweight 

80 

Juvenile 

5 

“Juvenile  type” 
in  adults 

5 

Adult 

normal  or  under- 

weight  at  onset 

10 

TABLE  II. — Suggested  Calorie  and  Protein  Guide  for 
-Adult  Diadetic  Patients 


Pro- 


Arc 

Sex  (Years) 

Weight 

(Pounds) 

Height 

(Inches) 

Calories 

teins 

(Gin.) 

Male  2.') 

1.54 

(i!» 

;i . 200 

70 

4.') 

1.54 

l)!1 

:i , 000 

70 

r>r, 

1.54 

()9 

2 , 5.50 

70 

Female  2.') 

128 

(>4 

2 , 200 

.58 

4.5 

128 

lit 

2 , 200 

58 

Pregnant 

(second 

128 

04 

1 , 800 

58 

half) 

Lactatin^ 

(28  ounces 

|)lus  200 

plus  20 

daily) 

plus  1 , 000 

plus  40 

to  oral  hypoglycemic  agents,  they  can  be 
used  equally  well  in  discussing  nutrition  in 
diabetes  (Table  I). 

ISutrilion  in  Adull  Diabetes 

Since  approximately  80  per  cent  of  dia- 
betic individuals  are  (or  were)  overweight 
in  contrast  to  an  incidence  of  20  to  25  per 
cent  estimated  for  the  average  population, 
there  has  been  a general  impression  that 
low-calorie  diets  should  be  employed  for  all 
adult  diabetic  patients.  A 1,500-calorie 
diet  is  a favorite  prescription  for  adult  dia- 
betic patients  in  many  circles.  However, 
by  referring  to  Duncan’s  grouping  in  Table  I 
it  can  be  seen  that  at  least  15  per  cent  of  the 
adult  diabetic  population  do  not  fall  into 
the  overweight  group.  To  these  can  be 
added  a large  number  of  obese  diabetic  in- 
dividuals who  have  lost  considerable  AA'eight 
when  applying  for  treatment.  As  Pol- 
lack^ has  pointed  out,  “caloric  equilibrium 
can  be  reached  and  body  weight  maintained 
at  a 1,200  to  1,500  calorie  intake  for  a young 
adult  whose  optimum  calorie  requirement 
may  be  2,600  calories.  At  the  lower  equi- 
librium he  is  incapable  of  a full,  active,  and 


TABLE  IIL- 

FOR 

-Suggested  Caluhie  liEguiREMENTs 
Adult  Diabetic  P.atients 

Calories  by  Height 

Below  5 Feet  .\bove  5 Feet 

( irmip 

()  Inches 

6 Inches 

( iverweight 

Si'dentarv 

1 ,201)  to  1,500 

1,500  to  1,800 

Moderately 

active 

1,800 

2,200 

Very  active 

2,200 

2,600 

Desired  W'eight 

Sedentary 

1,800 

2,200 

Moderatel}' 

active 

2,600 

3,000 

Very  active 

3,000 

3,500 

h(!althy  life  and  will  show  easy  faligabilily, 
decreased  n'sistance  to  infection,  loss  of 
\dgor,  and  even  apathy  and  mental  depres- 
sion.” Adeipiate  nutrition  should  be  pre- 
scribed when  overweight  is  not  a problem. 

The  revised  “Recommended  Daily  Die- 
tary Allowances”  published  by  the  Food  and 
Nutrition  Board  in  1958^  suggests  a calorie 
and  protein  guide  for  adults  (Table  II). 
These  caloric  values  may  appear  extremely 
high  to  physicians  who  treat  adult  diabetic 
patients  liecause  clinical  experience  with  the 
statistically  more  freiiuent  overweight  group 
has  led  to  an  emphasis  on  caloric  restriction. 
However,  for  the  diabetic  patient  who  is 
normal  or  underweight  and  who  is  actively 
employed  the  recommendations  in  Table  II 
serve  as  a good  guide  for  caloric  needs. 
Their  application  in  practice  will  prevent 
the  “dietary  cripples”  who  are  still  too  fre- 
quently encountered  in  diabetic  clinics. 

This  does  not  minimize  the  importance 
of  reducing  the  overweight  diabetic  subject 
but  places  alongside  the  eipial  emphasis 
that  adequate  calories  be  prescribed  for 
those  who  are  no  longer  or  who  never  were 
overweight.  In  1 956  the  American  Diabetes 
Association  with  the  American  Dietetic  As- 
sociation and  the  Public  Health  Service 
formulated  a handy  “Diabetic  Diet  Caixl” 
for  physicians.  Their  recommendations  in- 
corporate the  previously  mentioned  concepts 
and  suggest  the  requirements  in  Table  III 
for  adult  diabetic  patients. 

Periodic  check-ups  of  a patient  are  needed 
to  determine  whether  or  not  the  prescribed 
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diet  is  satisfactory.  The  well-known  dif- 
ficulties in  making  the  obese  patient  adhere 
to  a reducing  regimen  also  are  encountered 
in  the  treatment  of  diabetes.  At  a sympo- 
sium sponsored  by  the  New  York  Diabetes 
Association,  Stunkard^  reported  that  a 
review  of  the  literature  revealed  that  only 
25  per  cent  of  adult  patients  starting  weight 
reduction  achieved  a 20-pound  weight  loss 
and  only  5 per  cent  lost  40  pounds.  He 
compared  these  results  in  nondiabetic  sub- 
jects with  those  found  in  a group  of  obese 
diabetic  subjects  treated  by  Osserman  and 
Dolger®  where  29  per  cent  achieved  a loss 
of  20  pounds  and  only  2 per  cent  lost  40 
pounds.  Since  loss  in  weight  obviates  the 
need  for  insulin  in  most  such  cases,  this  lack 
of  success  in  getting  patients  to  reduce  their 
weight  becomes  a serious  problem  in 
diabetes.  The  oral  hypoglycemic  agents 
have  made  possible  the  control  of  hyper- 
glycemia and  glycosuria  in  a large  per- 
centage of  patients  but  have  not  helped  in 
the  problem  of  weight  reduction.  In  fact, 
in  many  patients  the  oral  hypoglycemic 
agents  eventually  lose  their  effect  and  the 
secondary  failure  has  been  attributed  to 
overeating. 

Niilrilion  in  Juvenile  Diabetes 

For  juvenile  diabetic  patients  it  is  now 
generally  accepted  that  normal  nutrition 
should  be  prescribed  and  adequate  insulin 
dosage  be  given  to  insure  proper  utiliza- 
tion of  the  food  prescribed.  The  nutritional 
needs  of  children  after  infancy  were  reviewed 
last  year  by  Newman.'^  lie  presented  the 
pitfalls  of  rigidly  accepting  the  published 
values  of  average  caloric  requirements  as 
well  as  height-weight  norms.  Variations 
from  individual  to  individual  are  too  great 
to  allow  rigid  application  of  such  data. 
He  pointed  out  that  the  recommendations 
of  the  Food  and  Nutrition  Board  of  the  Na- 
tional Council  “are  not  minimal  but  provide 
a margin  of  safety  and  are  intended  to  cover 
individual  variations  among  most  normal 
children.”  Despite  this,  periodic  check-ups 
with  changes  in  diet  frequently  are  needed 


TABLE  IV. — SuGOESTED  Calorie  and  Protein  Guide  kor 
Diabetic  Children 


Groups 

Arc 

(Years) 

Weight 

(Pounds) 

Height 

(Inches) 

Calories 

Pro- 

teins 

(Gm.) 

Children 

1 to  3 

27 

34 

1.300 

40 

4 to  (> 

40 

43 

1.700 

50 

7 to  9 

60 

51 

2,100 

60 

10  to  12 

79 

57 

2 , 500 

70 

Boys 

13  to  15 

108 

64 

3,100 

85 

16  to  19 

1.39 

69 

3,600 

100 

Girls 

13  to  15 

108 

63 

2 , 600 

80 

16  to  19 

120 

64 

2,400 

75 

to  insure  that  the  desired  gain  in  weight  and 
development  is  obtained.  Table  IV  shows 
the  1958  revision  of  the  “Recommended 
Dietary  Allowances,”  for  children. 

Current  Practices  in  Dietetics 

The  subject  of  nutrition  in  juvenile  di- 
abetes has  been  confused  in  recent  years  by 
the  term  “free  diet.”  Most  clinics*'®  giving 
“free  diets”  instruct  the  parents  of  the  child 
as  well  as  the  child  in  how  to  prepare  a diet 
that  is  nutritionally  adequate  for  the  child’s 
age,  sex,  height,  and  weight.  They  next 
teach  the  selection  of  foods  that  can  be 
served  at  the  family  table  and  yet  remain 
within  the  diabetic  menu.  One  clinic* 
subsequently  sends  a dietitian  to  the  home 
at  periodic  intervals  to  check  whether  or 
not  the  food  consumption  of  the  child  is 
nutritionally  adequate.  Such  diets  are 
“free”  only  because  there  is  freedom  from 
the  drudgery  of  weighing  foods  and  of  fol- 
lowing an  inflexible  menu  presented  in  a 
fixed-diet  prescription.  Nutritional  guid- 
ance is  nonetheless  maintained. 

This,  however,  is  not  what  many  other 
physicians  consider  a “free  diet.”  Some 
allow  unlimited  amounts  of  all  foods  except 
those  considered  concentrated  sweets  such 
as  candy,  cake,  pastries,  sweetened  bever- 
ages, and  so  forth,  which  are  allowed  only 
occasionally.®  Adjustments  of  insulin  dos- 
age are  depended  on  to  obtain  the  level  of 
diabetic  control  desired  by  the  physician. 
Although  these  diets  are  “free”  to  some  ex- 
tent, they  still  are  limited  in  many  important 
respects.  In  contrast,  there  are  some  phy- 
sicians who  allow  unlimited  ingestion  of  all 
types  of  food,  using  large  doses  of  insulin 
“to  cover”;  actually  these  practice  “no 
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diet”  rather  than  “free  diet.” 

In  1951,  Jaeobi*”  studied  the  dietary 
habits  of  children  coming  from  Xew  York 
City  and  the  surrounding  area  to  Camp 
Nyda,  a summer  camp  for  diabetic  children. 
He  reported  that  approximately  30  per  cent 
of  the  children  had  been  on  “free  diets” 
at  home.  A survey  in  the  same  camp" 
in  1957  revealed  that  “free  diets”  were 
prescribed  to  approximately  40  per  cent  of 
the  children.  Apparently  this  trend  has 
been  growing;  more  study  is  needed  to 
determine  what  various  physicians  define 
as  “free  diet.” 

In  the  previously  mentioned  study  by 
Jacobi'®  it  was  ascertained  by  direct  survey 
that  only  54  per  cent  of  the  children  given 
“free  diets”  had  consumed  diets  at  home 
that  could  be  considered  nutritionally  proper 
and  well  balanced.  However,  the  record 
of  children  ostensibly  ^ given  scientifically 
calculated  diets  a^'*ioW  was  even  worse; 
Jacobi  found  that  only  one  fifth  of  the  boys 
and  one  third  of  the  girls  actually  followed 
their  prescribed  diet  before  coming  to  camp. 
The  majority  admitted  to  eating  usually 
one  and  a half  to  two  times  more  than  the 
advised  amount.  Large  doses  of  insulin 
were  taken  to  effect  control  of  the  diabetic 
status. 

The  latter  fact  was  again  demonstrated 
at  Camp  Nyda  in  1957  and  1958."  During 
these  camping  seasons,  in  anticipation  of 
increased  physical  activity,  most  children 
received  adequate  diets  containing  200  to 
500  calories  more  than  the  amounts  recom- 
mended by  the  National  Research  Council’s 
Board  of  Food  and  Nuti'ition.  Insulin 
reactions  were  encountered  daily  in  20  to 
25  per  cent  of  the  children  during  the  first 
several  days  at  camp.  To  prevent  this 
high  incidence  of  insulin  reaction,  the  dosage 
at  camp  had  to  be  lowered  18  to  74  units 
below  the  home  dosage  in  10  per  cent  of  the 
campers,  and  an  additional  31  per  cent  re- 
quired decreases  of  4 to  16  units  a day. 
Although  increased  exercise  accounted  for 
much  of  this,  previous  overfeeding  with  com- 
pensatory increases  in  insulin  could  be 


blamed  also.  The  distribution  of  weight.s 
of  the  children  coming  to  camp  al.so  sug- 
gested that  many  diabetic  youngsters  may 
be  overfed.  In  the  1957  series,  12  per  cent 
of  the  children  were  above  the  97  percentile 
level  of  weight;  only  6.5  per  cent  were  in 
the  10  percentile  group.  In  dealing  with 
the  weight  of  juvenile  diabetic  patients  it 
must  be  remembered  that  the  incidence  of 
overweight  is  not  necessarily  a reliable  cri- 
terion of  excessive  food  consumption.  In- 
sufficient insulin  dosage  in  the  pre.sence  of 
overeating  will  keep  the  incidence  of  over- 
weight in  check  by  allowing  severe  wastage 
of  calories  through  urinary  glucose  excre- 
tion. The  significance  of  all  these  findings 
in  regard  to  the  development  of  complica- 
tions is  not  known. 

Diabetic  Complications  and  Nutrition 

Elsewhere  in  this  series  the  relationship 
between  deranged  fat  metabolism  and  vas- 
cular disease  will  be  discussed.  Recent 
studies  suggest  that  some  of  the  typical 
diabetic  vascular  complications  may  be 
reversed  by  nutritional  means.  About  fif- 
teen years  ago,  Kempner'^  reported  that 
there  w'as  marked  improvement  in  the 
retinopathy  and  renal  function  of  diabetic 
patients  who  had  been  on  his  rice  and 
fruit  diet  for  several  months.  This  was 
confirmed  in  three  diabetic  subjects  with 
retinopathy  by  Watkin  e(  al.'^  A more 
recent  report  by  Kempner,  Peschel,  and 
Schlayer'^  in  1958  shows  photographs  of  the 
fundi  of  diabetic  subjects  in  whom  the  exu- 
dates disappeared.  The  rice  diet  consists 
of  approximately  2,400  calories  with  the 
distribution  of  cax'bohy^drate  560  Gm.,  pro- 
tein 25  Gm.,  fat  5 Gm.,  and  with  practically 
no  salt.  Despite  the  high  carbohydrate 
intake,  29  out  of  48  patients  did  not  require 
a change  in  insulin  requirements;  in  15 
patients,  the  insulin  dosage  was  decreased. 

This  problem  was  studied  further  by 
Van  Eck'®  who  attempted  to  ascertain 
which  nutritional  components  were  re- 
sponsible. In  contrast  to  Kempner,  he 
employed  diets  with  normal  protein  (80 
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Gin.)  and  salt  contents  hut  limited  the  fat 
content  of  his  diets  to  20  (hn.  Adequate 
caloric  rec}uirements  were  maintained  by 
giving  a very  high  (carbohydrate  intake. 
Photographs  of  the  resolution  of  exudates 
in  the  fundi  of  his  diabetic  subjects  are  im- 
pressive but  ocular  hemorrhages  were  not 
prevented.  The  author  concluded  that  the 
beneficial  results  might  be  due  either  to 
the  very  high  carbohydrate  content  of  the 
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Comment 
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Postoperative  Cyanosis  Attributed  to  Putrnonary  Embolus 


SINCE  pulinomuy  embolism  may  simulate 
many  kinds  of  cardiac,  pulmonary, 
pleural,  neurologic,  and  abdominal  diseases, 
its  diagnosis  may  be  difficult.  Its  occur- 
rence may  be  more  frequent  than  is  suspected. 
The  proof  of  pulmonary  embolism  can  be 
obtained  only  at  autopsy.  However,  an 
appropriate  history,  suggestive  physical 
signs,  and  radiographic  and  electrocardio- 
graphic changes  may  present  diagnostic 
evidence. 

The  following  case  report  illustrates  a pul- 
monary embolus  occurring  in  an  elderly  pa- 
tient following  surgery.  Apnea  and  cyano- 
sis occurred  suddenly  in  the  recovery  room 
during  bladder  irrigation  which  was  thought 
to  initiate  the  complication. 

Presented  at  a conference  held  at  New  York  Hospital, 
New  York  City,  March  6,  19C1.  Clinical  Anesthesia 
Conferences  are  held  on  the  first  Monday  of  every 
month. 


Case  Report 

This  seventy-seven-year-old  white  male  patient 
first  presented  himself  with  symptoms  of  pros- 
tatism, and  on  June  26,  1960,  a suprapubic  cys- 
tostomy  was  performed. 

The  past  history  revealed  that  the  patient  was 
hypertensive  and  slept  on  three  pillows.  He 
denied  other  signs  of  failure  and  had  never  re- 
ceived any  heart  medication.  On  admission 
to  the  hospital,  his  blood  pressure  was  190/85, 
pulse  60  beats  per  minute  and  regular,  and  res- 
pirations 18  per  minute.  The  hemoglobin  was 
13.4,  and  blood  urea  nitrogen  was  16.  An  x-ray 
film  showed  mild  cardiomegaly  and  severe  pul- 
monary emphysema.  An  electrocardiogram 
showed  no  unusual  findings. 

A punch  biopsy  on  September  12,  1960,  showed 
adenocarcinoma,  and  on  September  20  a trans- 
urethral resection  of  the  prostate  was  performed 
under  nitrous  oxide,  thiamylal  sodium-succinyl- 
choline  anesthesia.  The  patient  had  refused  to 
be  operated  on  under  a regional  procedure. 
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Anestliesia,  surger}',  and  the  patient’s  postopera- 
tive course  were  uncomplicated. 

On  October  7,  1960,  the  patient  underwent 
another  transurethral  resection  for  residual  tissue. 
He  was  anesthetized  again  with  nitrous  o.xide, 
small  increments  of  intravenous  thiamylal  so- 
dium, and  a slow  succinylcholine  drip.  An  endo- 
tracheal tube  was  inserted  i)roi3hylactically  be- 
cause of  the  required  ])osition,  lithotomy  com- 
bined with  Trendelenburg,  so  that  ventilation 
could  be  assisted  at  all  times.  The  vital  signs 
remained  stable  throughout  the  one  and  one-half 
hours  of  anesthesia.  The  blood  pressure  fluc- 
tuated only  slightly  from  170/90,  and  the  pulse 
was  90  to  96  beats  per  minute.  The  respirations 
were  assisted  or  controlled.  The  patient  emerged 
from  anesthesia  in  the  ojjerating  room.  Im- 
mediately following  the  removal  of  the  tube 
he  was  alert,  talking,  and  moving  all  four 
e.xtremities. 

In  the  recovery  room  the  patient  complained  of 
being  chillj^  and  asked  for  a second  blanket.  The 
blood  j^ressure  and  pulse  rate  were  unchanged. 
Fifteen  minutes  after  arrival  in  the  recovery  room 
and  while  the  Foley  catheter  was  being  irrigated 
by  the  nurse,  the  patient  suddenly  became  apneic 
and  deeply  cyanotic.  He  was  given  oxygen 
under  pressure  immediately.  An  endotra- 
cheal tube  then  was  inserted  and  connected  to 
a Bird  respirator.  Two  and  a half  hours  later  the 
patient  resumed  breathing  spontaneously.  After 
appro-ximately  one-half  hour  of  adequate  spon- 
taneous respirations  \\dth  the  endotracheal  tube 
in  place,  the  patient  suddenly  became  apneic 
again.  Again  the  Bird  respirator  was  used. 
Twenty  mintues  later  he  again  started  to  breathe 
adequately  by  himself. 

At  this  time  he  attempted  to  remove  the 
endotracheal  tube.  During  the  periods  of  apnea 
and  while  the  respirator  was  being  used,  the  vital 
signs  other  than  respiration  remained  constant, 
and  all  four  extremities  showed  involuntary 
movements. 

The  patient  developed  inversion  of  T waves 
in  the  electrocardiogram  which  were  suggestive 
of  pulmonary  infarction.  The  chest  x-ray  film 
revealed  a density  extending  from  the  hilum  to  the 
right  lateral  chest  wall  with  associated  ]jleural 
reaction. 

Dullness  developed  over  the  base  of  the 
right  lung,  and  basilar  rales  were  heard.  It 
was  concluded  that  a pulmonary  embolus  was 
initiated  by  irrigation  of  the  bladder. 


Comment 

Pulmonary  embolic  phenomenon  is  great- 
est in  the  older-age  groups.  '■  One  can  expect 
an  increase  in  incidence  due  to  the  advancing 
age  of  the  population  and  the  increasing 
number  of  individuals  with  chronic  illnesses 
which  predispose  to  thromboembolic  disease. 
Thrombosis  of  the  pelvic  veins  results  more 
often  from  infections  or  tumors  of  the 
bladder,  prostate,  rectum,  uterus,  or  fal- 
lopian tubes. - 

Cyanosis  can  be  present  as  the  initial 
objective  sign  of  embolism  and  occurs  when 
the  thromboembolism  blocks  off  the  blood 
supply  to  a large  portion  of  the  respiratory 
tissue.  Some  have  attributed  anoxia  to  the 
opening  of  pulmonary  arteriovenous  shunts.^ 
Others  postulate  that  particulate  embolism 
induces  reflex  pulmonary  arterial  constric- 
tion mediated  through  sympathetic  im- 
pulses. This  causes  abrupt  pulmonary  hy- 
pertension and  diminished  left  ventricular 
output.  However,  it  seems  probable  that  the 
effects  of  most  pulmonary  emboli  on  the  cir- 
culation of  the  lungs  are  largely  mechanical. 
Vasomotor  responses  may  be  an  important 
additional  means  of  bringing  about  a cat- 
astrophic circulatory  shutdown.^ 

It  was  difficult  to  ascertain  the  sequence 
of  apnea  and  cyanosis  in  this  patient.  Since 
the  total  dose  of  thiamylal  sodium  was  200 
mg.  and  it  had  been  discontinued  forty-five 
minutes  prior  to  the  development  of  apnea, 
it  was  not  incriminated  as  the  main  etiologic 
factor.  Also,  no  narcotics  were  administered 
in  the  recovery  room  to  bring  about  depres- 
sion of  the  respiratory  center.  Succinyl- 
choline was  thought  not  to  cause  apnea 
since  the  patient  was  alert  and  talking 
following  the  removal  of  the  tube  in  the 
operating  room.  Then,  too,  one  notes  the 
second  occurrence  of  apnea  and  cyanosis 
thirty  minutes  after  recovery  from  the  first 
bout. 

The  apnea  in  all  probability  was  due  to  a 
vagovagal  reflex  from  which  the  patient  did 
not  recover  for  some  time  because  of  his 
poor  physical  status.  Recurrent  emboli 
could  well  account  for  his  second  episode 
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of  apnea  and  cyanosis. 

Three  fourths  of  patients  with  significant 
embolization  will  reveal  transient  electro- 
cardiographic changes.  The  pattern  of 
acute  cor  pulmonale  is  the  most  character- 
istic of  these  and  is  noted  in  one  half  of  the 
cases.  Its  main  features  are  large  S de- 
flections in  lead  I,  prominent  Q and  inverted 
T waves  in  lead  III,  and  in  some  cases 
inverted  T waves  in  the  right-sided  pre- 
cordial leads.  The  sudden  appearance  and 
rapid  evolution  of  these  changes  and  the 
rather  rapid  return  to  normal  aid  in  the 
differentiation.^  This  patient  did  develop 
inversions  of  the  T waves  which  were  sug- 
gestive of  infarction. 

The  diagnosis  also  may  be  evident  because 
various  features  which  distinguish  acute 
cor  pulmonale,  pulmonary  infarcts,  or  an 
occluded  pulmonary  artery  and  related 
phenomena  are  observed  roentgenographic- 


ally.  On  x-ray  examination  this  patient 
demonstrated  pulmonary  changes  which 
were  attributed  to  embolic  disease. 

It  is  well  to  keep  in  mind  that  manifesta- 
tions of  embolic  episodes  are  exceedingly 
varied.  Emboli  tend  to  be  recurrent  so  that 
changing  patterns  of  symptomatology  are 
evident. 
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Parkinson  s Disease  Second  in  the  United  States  Among 
Neurologic  Diseases 


Parkinson’s  disease  ranks  second  in  the  United 
States  among  all  neurologic  diseases.  Convulsive 
disorders  are  first,  with  an  estimated  incidence  of 
500,000  to  1,500,000;  then  Parkinson’s  disease 
follows  closely  with  300,000  to  1,500,000;  primary 
tumors  of  the  brain,  pituitary,  and  spinal  cord  are 
third  with  65,000  to  190,000;  and  multiple  sclerosis 


ranks  fourth  with  80,000  to  150,000. 

The  disease  strikes  more  persons  in  the  sixth  decade 
of  their  lives  than  in  any  other — 35  per  cent  of 
parkinsonian  patients  are  stricken  between  fifty-one 
and  sixty  years  of  age.  Males  account  for  an  esti- 
mated 55  to  65  per  cent  of  persons  afflicted. 
— Patterns  of  Disease,  Parke,  Davis  & Company 
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A Medical  Diagnostic 


Protocol 

A thirty-five-your-old  gravida  4,  para  3 
white  female  was  admitted  to  the  delivery 
room  in  the  forty-second  week  of  gestation. 
Her  antepartum  period  was  uneventful  and 
the  progno.sis  was  considered  excellent. 
Her  past  medical  history  was  unremarkable. 
The  urinalysis  and  complete  blood  count 
findings  were  normal. 

A phy.sical  examination  revealed  a well- 
nourished,  well-developed,  healthy  multip- 
ara who  was  not  in  active  labor.  Her  mem- 
branes had  ruptured  just  prior  to  admission. 
The  blood  pre.ssure  was  130/75  mm.  of 
Hg;  pul.se  rate,  84  per  minute;  and  tem- 
perature, 98.6  F.  The  lungs  were  clear, 
and  the  cardiac  auscultation  was  unremark- 
able. The  uterus  was  very  large.  The 
fetal  heart  sounds  were  inaudible.  At 
10:00  A.M.,  two  hours  after  admission,  a 
Fitocin  infusion  was  given,  and  a hard, 
rapid  labor  commenced.  The  cervix  dilated 
rapidly  and  moderate  vaginal  bleeding  was 
noted.  At  I I ;00  a.m.  the  patient,  began 


to  cough  violently.  She  became  restless 
and  anxious  and  complained  of  breathless- 
ness. At  this  point  the  blood  pressure  was 
90/60  mm.  of  Hg;  pulse  rate,  130  per 
minute;  and  respirations,  40  per  minute. 
Cyanosis  was  apparent.  At  11:30  a.m. 
a 4,300-Gm.  stillborn  infant  was  delivered. 
The  amnio  tic  fluid  was  meconium-stained. 
Following  this,  the  patient  vomited  and  the 
blood  pressure  became  unobtainable.  Al- 
though dyspnea  and  cyanosis  increased,  the 
lungs  remained  clear.  The  neck  veins  were 
distended.  The  pulse  rate  rose  to  160  per 
minute. 

Vasopres.sors  were  given,  300  cc.  of 
blood  were  withdrawn,  and  rapid  digitaliza- 
tion was  started.  At  12:15  p.m.,  bleeding 
was  noted  from  the  venipuncture  sites, 
gums,  nose,  and  vagina.  When  the  vaginal 
bleeding  continued,  1,500  cc.  of  whole 
blood  were  administered.  The  patient  be- 
came comatose.  Her  blood  pressure  failed 
to  ri.se,  and  bleeding  continued.  At  1:00 
p.m.  (he  patient  expired. 


(Elucidation  will  l>e  found  on  page  2121) 
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CASE  REPORTS 


Types  of  CAinical  Psychiatric  Pictures  Observed  in  Heart  Disease 


KAKL  EASTON,  M.D.,  NEW  YORK  CITY 

{From  the  Deparlmenl  of  Pfiychintry,  The  Mount  Sinai  Hospital,  and  the.  Psychiatric,  Clinic,  Hospital  for 

Joint  Diseases) 


There  is  a considc'rable  amount  of  interest 
today  in  the  relationship  between  the  emo- 
tional reactions  of  the  individual  and  his  cardiac 
status.  That  a relationship  is  indeed  present  is 
easily  observable,  since  the  normal,  physiologic 
ac(^ompanim(‘iits  ot  anxiety,  ang(u-,  and  fear  in- 
clude increased  heart  rat(',  blood  pressure, 
stroke  volume,  circulation  time,  and  jx'ripheral 
ri'sistance. 

However,  definitive  etiologic  connections  be- 
tween the  emotions  and  certain  specific  acute  and 
chronic  pathologic  heart  conditions  have  not 
been  proved.  Nevertheless,  there  is  con- 
siderable clinical  evidence  of  such  a relationship. 
For  example,  in  the  presence  of  already  existing 
heart  disease  and  limiU'd  cardiacs  reserve,  it  has 
been  demonstrated  definitely  that  an  anxiety 
attack  can  precipitate  cardiac  decompensation 
and  congestive  heart  failure.  This  is  due  to  the 
increased  demands  jilacc'd  on  the  cardiac  mus- 
culature.' Furthermore,  in  a patient  with  sub- 
clinical  atherosclerotic  coronary  arteries,  the 
coronary  constriction  accompanying  acute 
anxiety  and  panic  can  be  the  final  causative 
event  in  the  development  of  a coronary  occlusion 
and  myocardial  infarction.*’®  In  addition,  it  has 
been  demonstrated  that  patients  with  paroxysmal 
auricular  tachycardia,  nodal  tachycardia,  and 
auricular  fibrillation  experience  a greater  in- 
cidence of  attacks  during  periods  of  emotional 
stress.'* 

By  means  of  psychiatric  observations  on 
patients  without  heart  disease  it  has  been  demon- 
strated that  extrasystoles  and  palpations  oc- 
curred during  phases  of  the  psychiatric  treatment 
when  competitive  hostility  was  stimulated  but 
was  not  expressed  openly  owing  to  inhibitions.® 
Furthermore,  electrocardiographic  abnormalities 


have  been  obsi'rvi'd  in  patients  with  no  cardio- 
vascular disease  who  were  examined  in  intensely 
painful  affective  states  such  as  acute  fear, 
anxiety,  ten.sion,  resentment,  and  sexual  excita- 
tion.®”* 

Dunbar*  described  what  she  thought  was  a 
typical  personality  picture  found  in  a rather  large 
series  of  patients  who  had  been  hosiiitalizi'd  b(‘- 
cause  of  coronary  oia’lusion.  'hhese  patients  wer(> 
described  as  ambitious,  hard-working,  competi- 
tive people  with  strong  and  brittle  character 
defenses  who  found  it  hard  to  relax  and  enjoy  life 
and  who  tended  to  be  compulsive  but  calm  on  the 
surface.  Beneath  this  facade,  however,  existed 
deep  feelings  of  inadequacy  and  insecurity.  She 
believed  that  this  constellation  was  significant 
etiologically  in  patients  with  coronary  occlusion. 
However,  subsequent  detailed  and  controlled 
investigations  have  not  verified  these  findings. 
For  example,  in  one  careful  study*“  in  which  46 
young  men  with  coronary  artery  disease  wen' 
compared  medically  and  psychiatrically  with  49 
healthy  controls,  only  a few  more  of  the  coronary 
group  exhibited  a tendency  toward  compulsive 
striving,  great  ambitiousness,  and  ascetic  self- 
discipline.  The  coronary  group  did  exhibit 
greater  difficulties  in  handling  their  aggressive 
tendencies,  but  this  could  have  been  owing  to  the 
fact  that  they  were  sick  and  bedridden.  In  this 
study  the  similarities  between  the  two  groups 
were  more  striking.  There  was  little  evidence 
that  coronary  arter}'  disease  patients  harbored 
specific  personality  profiles. 

Patients  with  arterial  hypertension  have  been 
the  object  of  psychiatric  investigation.  Alex- 
ander,"-'* Miller,'®  and  Saul,'^  on  the  basis  of 
material  observed  in  patients  receiving  psycho- 
analytic treatment,  have  propos('d  that  hyper- 
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tensive  patients  harbor  intensive  rage  and 
aggressive  impulses  which  are  inhibited  but  not 
deeply  repressed.  These  aggressive  impulses  are 
turned  partly  inward  against  the  patient’s  own 
person  in  the  from  of  depressions  and  partly 
turned  outward  in  the  form  of  hostile  feelings. 
The  essential  ingredient  of  Alexander’s  theory 
is  that  an  elevation  of  blood  pressure  is  a physio- 
logic concomitant  of  rage  and  hostility,  and  the 
chronicity  of  these  emotions  is  accompanied  by 
a consistently  elevated  blood  pressure.  How- 
ever, subsequent  studies  of  controlled  series  of 
patients  with  hypertension,  as  well  as  detailed 
psychoanalytic  studies  on  individual  patients, 
have  not  verified  this  thesis. Moreover,  the 
great  majority  of  people  with  the  alleged  hyper- 
tensive specific  personality  profile  are  not  found 
to  be  hypertensive. 

Although  the  personality  profile  theory  is 
equivocal  in  the  etiology  of  the  cardiovascular  dis- 
ease of  many  patients,  intensive  psychiatric  treat- 
ment is  indicated  in  certain  syndromes.  The 
main  purpose  of  this  report  is  to  describe  and  dis- 
cuss 4 clinical  cases  which  presented  themselves 
initially  for  cardiac  evaluation  and  management 
but  wliich  subsequently  required  the  additional 
services  of  a psychiatrist. 

The  first  case  describes  a man  who  presented 
symptoms  of  angina  pectoris  due  to  true  conver- 
sion hysteria.  The  second  case  involves  a woman 
with  anginal  symptoms,  organic  in  etiology,  which 
were  set  off  and  exacerbated  by  emotional  tension 
and  anxiety.  The  third  case  is  illustrated  by  a 
man  who  developed  a deep  suicidal  depression 
after  a myocardial  infarct.  The  fourth  case  deals 
with  the  wife  of  a coronary  patient  whose  severe 
psychoneurotic  reaction  was  precipitated  by  her 
husband’s  mild  coronary  occlusion. 

Case  Reports 

Case  1.— A fifty-nine-year-old  married  but 
unemployed  white  male  was  admitted  to  the 
hospital  medical  service  because  of  severe  upper 
substernal  pain  associated  with  a “choking  sensa- 
tion” in  the  throat  and  some  difficulty  in  catcliing 
his  breath.  The  pain  was  intensely  sharp  and 
penetrated  to  the  back.  There  seemed  to  be 
some  association  of  the  pain  with  exertion,  but  on 
occasion  the  pain  was  experienced  while  the 
patient  was  resting. 

The  patient  first  noted  the  onset  of  these  symp- 
toms about  two  months  prior  to  admission. 
Initially  the  symptoms  were  mild  and  transitory 


but  the  episodes  had  increased  in  frequency  and 
intensity.  A few  weeks  before  admission  an 
attack  occurred  suddenly  while  he  was  lifting 
some  heavy  objects  at  home.  The  patient  was 
taken  to  a city  hospital  where  a physical  examina- 
tion in  the  emergency  room  revealed  no  demon- 
strable disease.  He  was  told  it  was  his  “imagina- 
tion,” and  was  sent  home. 

During  his  stay  in  the  hospital  a physical  and 
laboratory  examination  indicated  essentially  nega- 
tive results  except  for  the  gallbladder  series 
which  revealed  a moderately  enlarged  gallbladder. 

No  stones  were  seen.  Serial  electrocardiograms 
remained  completely  normal. 

During  his  hospitalization  the  patient’s  symp- 
toms diminished  and  finally  ceased  completely. 
One  very  important  point  was  that  he  never 
seemed  very  anxious  or  concerned  about  his 
cardiorespiratory  symptoms.  He  was  rather 
placid,  passive,  and  content  in  the  hospital.  He 
seemed  to  enjoy  the  attentions  he  received  during 
the  daily  medical  rounds  when  he  would  put  down  , 
the  newspaper  he  was  reading,  answer  the 
doctors’  questions,  and  quietly  resume  reading 
after  their  departure.  He  remained  somewhat 
aloof  and  distant  from  the  rest  of  the  ward 
patients,  but  the  nurses  found  him  “cooperative 
and  nice.” 

The  psychiatric  examination  revealed  the  fol- 
lowing information:  This  patient  was  born  in 
Russia  and  had  come  to  the  United  States  when 
he  was  five  years  old.  He  was  one  of  ten  sibhngs. 

All  that  remained  of  liis  family  were  five  older 
brothers  and  one  younger  brother.  Two  older  | 
sisters  had  died  of  “strokes”  and  two  older  ' 
brothers  were  dead,  one  of  a “stroke”  and  another 
of  cancer.  His  father  had  died  of  stomach 
cancer  when  the  patient  was  twenty-two  years 
old.  There  was  never  a close  relationship  with 
his  father,  and  there  was  little  mourning  by  the 
patient;  still  the  death  of  his  father  ushered  in  a j 
rather  crucial  phase  in  the  patient’s  fife.  Since 
all  the  other  siblings  had  married,  for  the  next  , 
twenty  years  he  was  given  the  responsibility  of 
caring  for  and  providing  companionship  for  his 
mother.  He  was  not  emotionally  prepared  for 
this.  During  his  earlier  years  he  had  been  rather 
placid  and  compliant,  lacking  ambition  and  drive. 
School  chums  had  invariably  teased  him  but  he 
had  never  fought  back.  He  had  few  friends  and 
was  closely  attached  to  his  brothers  who  tended 
to  protect  him.  In  reahty,  he  longed  to  be  more 
closely  dependent  on  his  mother. 
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A gradually  deepening  dependency  and  a sado- 
masochistic relationship  developed  between  this 
patient  and  his  mother  over  these  years.  The 
patient  was  bombarded  with  verbal  abuse  and 
aggravation  by  his  mother.  He  stated,  “I  never 
went  any  place  because  she  was  always  sick. 
She  used  to  yell  and  scream  at  me.  She  used  to 
cry  hysterically  that  she  was  alone;  she  was 
always  aggravated  and  blamed  me.  It  broke 
me  down.  I always  took  it.  I got  the  worst  of 
it.”  This  continued  for  twenty  years  until  the 
mother  died  when  the  patient  was  forty-two 
years  old. 

The  repressed  hostility  of  the  patient  caused 
still  increased  dependency  on  his  mother,  further 
narrowing  his  sphere  of  operation.  Healthy 
emotional  development  all  but  ceased.  During 
this  time  the  patient  managed  to  continue  work- 
ing at  unskilled  office  and  factory  work.  “I 
was  a jack  of  all  trades,”  he  stated. 

When  the  patient’s  mother,  at  the  age  of 
seventy-nine  years,  developed  her  terminal  illness, 
the  patient  developed  an  acute  anxiety  state. 
Soon  the  panic  was  alleviated,  however,  by  the 
transferring  of  his  strong  dependency  drives  onto 
a woman  he  met  at  his  place  of  employment. 
Prior  to  this  time  he  had  never  evinced  any  inter- 
est in  dating  women.  After  a three-week  court- 
ship with  this  woman,  they  were  married. 

One  week  after  his  marriage  his  mother  died. 
“We  all  knew  she  was  going  to  die  at  any  mo- 
ment,” he  stated.  In  the  marriage  his  sado- 
masochistic needs,  previously  satisfied  by  his 
aggressive  mother,  were  now  gratified  by  his  wife. 
Smiling,  he  described  his  marriage  as  follows, 
“My  wife  has  a habit  of  starting  an  argument. 
She  is  a bundle  of  nerves  all  the  time,  always 
nag,  nag,  nag,  fight,  fight,  fight.  It  seems  I’ve 
been  yelled  at  all  my  life.” 

Four  years  after  the  marriage  a son  was  born. 
The  patient  continued  to  work,  but  the  pressures 
and  increased  responsibilities  of  marriage  and 
fatherhood  weakened  his  ego  inexorably.  He 
became  increasingly  depressed  and  started  to 
experience  frontal  headaches,  dizzy  spells,  and 
generalized  weakness.  Physical  work-ups  in- 
variably indicated  negative  results,  and  he  was 
told  his  symptoms  were  due  to  “nervousness.” 

Finally  six  years  ago  “something  snapped.” 
He  did  not  go  to  work  one  morning  and  has  not 
returned  yet.  The  symptoms  referrable  to  the 
heart  were  seen  as  a continuation  and  progression 
of  the  psychopathologic  process. 


Comment. — In  tracing  the  pathogenesis  of  this 
patient’s  psychiatric  disability  we  have  seen  that 
his  physical  symptoms  were  conversion  reactions 
based  on  dependency  longings,  masochistic  wishes, 
repressed  hostilities,  and  fundamental  inabilities 
in  discharging  aggressive  drives. 

This  patient  suffered  from  a passive  dependent 
personality  disorder.  In  spite  of  enormous  pres- 
sures, he  never  lost  his  ability  to  test  reality. 
Anxiety  was  seldom  experienced;  insb'ad,  he  be- 
came more  masochistic  and  developed  physical 
symptoms.  What  was  the  reason  for  this?  One 
of  the  biggest  mysteries  in  psychiatric  thinking  is 
the  understanding  of  the  “choice  of  neurosis.” 
Why  do  some  patients  under  the  influence  of 
great  pressures  and  anxieties  develop  phobias, 
while  other  patients  develop  conversion  reactions, 
and  still  others  develop  behavioral  and  personal- 
ity disorders?  This  patient’s  “solution”  not 
onl}^  provided  secondary  love  gains  from  his  ill- 
ness, but  also  enabk'd  him  to  retaliate  against  his 
wife  in  a disguised  fashion  by  not  working. 

Patients  with  conversion-reaction  symptoms 
referable  to  the  cardiovascular  system  need  not 
be  suffering  from  passive  personality  problems. 
One  of  my  patients  was  a dynamic,  aggressive, 
ambitious  young  lawyer  whose  chest  pains,  emo- 
tional in  origin,  were  based  on  unconscious  fears 
and  anxieties  associated  with  his  inordinate  drive 
to  be  more  successful  than  his  father,  a moderately 
successful  business  man.  This  patient’s  competi- 
tive strivings  were  so  enormous  that  any  success 
represented  the  destruction  of  his  father.  Crip- 
pling guilt  and  anxiety  followed  each  step  up  the 
ladder.  The  chest  pains  represented  a somatic 
expression  of  an.\iety  and  the  expected  retaliation 
by  his  father. 

Each  case  is  an  individual  unique  problem  and 
has  to  be  evaluated,  understood,  and  treated  as 
a distinct  clinical  entity. 

Case  2.' — A forty-six-year-old  intelligent,  mar- 
ried Negro  female,  a domestic,  entered  the 
emergency  room  of  the  hospital  at  1:40  a.m. 
with  a sharp,  severe  precordial  pain  which 
radiated  to  the  shoulders  and  down  both  upper 
extremities.  She  was  experiencing  general  malaise 
and  shortness  of  breath.  Her  skin  was  wet,  cold, 
and  clammy;  her  pupils  were  dilated;  and  she 
was  acutely  anxious. 

The  history  of  the  present  illness  revealed  that 
the  precordial  pain  had  been  present  for  the  past 
three  years  but  had  worsened  progressively.  The 
attacks  of  pain  seemed  to  be  more  prevalent  and 


June  15,  1961 


2105 


KARL  EAUTOS 


severe  during  the  winter  months  and  after  exer- 
tion. However,  they  could  occur  while  the 
patient  was  inactive  and  even  when  she  was 
sitting  or  lying  down.  The  past  medical  history 
revealed  that  she  had  had  an  hysterectomy  at 
the  age  of  twentj'-six  and  had  been  experiencing 
hot  flashes  since  that  time. 

In  the  emergency  room  her  blood  pressure  was 
140/90,  pulse  80,  and  respiration  22.  A general 
physical  examination  did  not  reveal  any  abnor- 
malities. The  heart  was  normal  to  percussion 
and  auscultation,  and  there  was  no  evidence  of 
congestive  heart  failure.  An  electrocardiogram 
revealed  a depressed  S-T  wave.  The  electro- 
cardiogram diagnosis  was  impending  myocardial 
infarction. 

The  patient  was  given  sublingual  nitroglycerin 
which  was  followed  by  immediate  relief  of  the 
acute  pain,  and  she  was  admitted  to  the  hospital 
ward.  During  her  hosihtal  stay  the  j^atient  was 
treated  with  bed  rest,  nitroglycerin,  digitahza- 
tion,  and  diuretics.  Serial  electrocardiograms 
revealed  nonspecific  changes  which  were  felt  to 
be  caused  by  myocardial  ischemia.  There  was 
no  question  that  the  pain  was  cardiac  in  nature 
and  due  to  a compromised  myocardial  circulation. 

The  anginal  symptoms  soon  disappeared  dur- 
ing the  day,  but  strikingly  she  experienced 
nightly  anginal  attacks  while  lying  in  bed.  The 
psychiatric  examination  re\'eak'd  the  apparent 
reason  for  this  paradoxical  finding.  During  the 
day  she  was  emotionally  involved  and  interested 
in  various  hospital  procedures.  She  conversed 
with  other  patients,  had  personal  contacts  with 
the  nurses,  and  enjoyed  the  attention  of  the 
doctors  while  they  made  their  rounds.  These 
activities  were  constant  perceptual  stimuli  which 
kept  her  from  thinking,  worrying,  and  brooding 
about  her  condition.  However,  after  the  lights 
were  turned  out  thoughts,  fantasies,  worries, 
and  preoccupations  about  her  body  were  allowed 
free  reign  and  expres-sion.  These  self-absorbed, 
frightening  thoughts  jireviously  held  in  check 
by  outer  stimuli,  iirecipitated  a panic  reaction. 
The  anxietii's  were  accompanied  by  gimeral 
vasconstriction,  coronary  constriction,  and 
angina.  During  her  anxiety  state  the  patient 
revealed  that  her  hands  and  feet  became  “icy 
cold.” 

'I'his  patient  had  three  older  sisters,  two 
younger  sisters,  and  one  younger  brother.  The 
parents  had  been  hard-working,  interested,  and 
devoted  to  their  children.  A good  relationship  e.x- 


isted  between  all  members  of  the  family.  In  sjjite 
of  th(>ir  poverty,  there  was  a rather  full  range  of 
emotional  expression  in  the  family.  Good  time's 
were  frequent,  and  there  was  no  untoward  sibling 
rivalry. 

This  patient,  however,  stated  that  sh(>  was 
more  sensitive,  anxious,  and  more  easily  hurt 
emotionally  than  her  siblings.  She  stated,  “I’ve 
always  been  nervous  and  seemi'd  to  worry  more 
than  anybody  else.  Even  when  I was  younger, 
I was  more  sad ; I got  upset  more  easily  than  the 
others.  I guess  it  was  ni}'  make-up.” 

The  patient  had  married  at  the  age  of  nineteen. 
A son  was  born.  He  developed  into  a resjjonsible 
individual  and  was  now  living  in  another  city. 
All  of  her  siblings  were  successfully  married. 
She  stated  that  her  parents  were  dead,  but  in- 
dicated that  no  residual  dependenc}’  or  guilt  re- 
actions were  present. 

The  mental  examination  found  her  indeed 
extremely  perceptive  as  well  as  excessive!}-  emo- 
tionally sensitive.  She  described  \-ividly  an 
exaggerated  awareness  of  other  people’s  moods. 
A stray  look  from  another  person  could  shock 
her  into  a feeling  of  self-absorption.  She  was 
unusually  receptive  to  other  people’s  actions 
toward  her.  This  hypersensitivity  was  anxiety- 
provoking  since  it  resulted  in  a state  of  not 
being  in  command  of  her  reacti\-ity.  A most 
unpleasant  result  was  her  inability  to  tolerate 
another  person’s  aggression  or  hostihty  toward 
her.  She  tended  to  shy  away  from  others.  It 
was  difficult  for  her  to  make  friends  unless  she  was 
completely  sure  of  them.  She  tended  to  be 
suspicious.  In  addition,  she  could  not  bear  to 
hurt  others  and  therefore  found  it  extremely  diffi- 
cult to  carry  out  aggressive  and  competitive 
strivings.  Following  her  discharge,  she  was 
referred  for  treatment  to  the  medical  and  psychi- 
atric outpatient  departments. 

Comment. — The  most  striking  feature  of  this 
patient’s  psychiatric  status  was  her  hypersensi- 
tive emotional  reactivity  to  affective  stimuli  from 
the  environment,  ff'hese  behavioral  character- 
istics had  been  present  since  early  childhood, 
'rhere  was  little  evidence  that  they  arose  out  of 
environmental  experiences.  Her  relationship  to 
her  mother,  for  example,  had  not  been  symbiotic. 
She  was  not  a rejected  baby  or  child.  Further- 
more, her  familial  relations  were  warm. 

There  was  pn'sumptive  evidence  that  she  was 
not  sensorially  or  emotionalh'  hyperstimulated  as 
a baby.  She  was  a fourth  child  and  never 
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remembered  being  a favorite  of  her  parents. 
She  sensed  that  it  would  have  Ixh'ii  out  of  eltar- 
acter  of  her  mother  to  have  spoiled,  overhandled, 
or  overprotected  any  of  the  children. 

The  patient’s  vasomotor  responses  to  emo- 
tional tensions  were  similarly  exaggerated,  as 
manifested  by  the  icy  temperature  of  her  hands 
and  feet.  There  must  have  been  excessive 
coronary  artery  constriction  during  the.se  episodes 
which  resulted  in  the  angina. 

The  patient  was  probably  endowed  with 
emotional  and  autonomic  hypersensitivities. 
Escalona''  and  Escalona  and  Heider^*  have  de- 
scribed how  babies  can  differ  in  their  responsiv- 
ity  to  visual,  auditory,  tactile,  and  kinesthetic 
stimuli.  There  is  empiric  evidence  that  babies 
more  sensitive  to  various  sensory  stimulation  are 
more  responsive  interpersonally  later  on.  Rich- 
mond and  Lustman^^  have  demonstrated  the 
variability  of  autonomic  responsiveness  in  new- 
born infants  as  measured  by  significant  individual 
differences  in  reflex  vasodilatation  and  reflex 
pupillary  dilatation  to  sound. 

Why  had  the  angina  not  occurred  prior  to 
fortj'-three  years  of  age?  The  logical  answer 
is  that  coronary  atherosclerotic  degeneration 
and/or  the  intensity  of  her  anxiety  reactions  had 
increased.  The  rationale  of  the  psychiatric 
management  was  to  diminish  the  degree  of  anxiety 
by  means  of  supportive  psychotherapy  and 
pharmacologic  treatment. 

Cask  3.' — A sixty-four-year-old  married  white 
man,  a butcher  by  trade,  was  admitted  to  the 
hospital  in  a deep  coma  after  a serious  suicidal 
attempt  by  means  of  barbiturates.  Five  months 
previously  he  had  suffered  his  first  coronary 
occlusion  and  myocardial  infarction,  for  which 
he  had  been  hospitalized  for  five  weeks.  After 
two  months  of  treatment  at  home,  he  had  to  be 
r(>admitted  because  of  an  episode  of  pulmonary 
edema  due  to  congestive  heart  failure.  The 
third  hospital  admission  followed  when  his  wife 
found  him  unconscious  with  an  empty  bottle  of 
sleeping  pills  at  his  side. 

This  patient  was  a quiet,  serious,  rather 
humorless,  but  industrious  person  who  had 
worked  as  a butcher  since  the  age  of  eighteen. 
He  was  born  in  Germany  and  had  four  older 
sisters,  two  older  brothers,  and  one  younger 
brother.  He  had  been  extremely  attached  and 
over-dependent  on  his  over-protective  mother 
and  to  some  extent  on  his  oldest  sister. 

As  a child  he  was  shy,  retiring,  and  somewhat 


l)assive.  He  never  displayed  anger  or  aggression. 
He  was  consistentlj'  obedii'iit.  His  father  woi’ked 
long  hours  as  a butcher  and  paid  little  attention 
to  him.  The  patient  tended  to  fear  his  father, 
although  there  was  little  physical  contact  between 
them.  The  family  was  definitedy  matriarchal; 
the  mother  and  sisters  dominated  the  household. 

When  he  was  fourteen  years  old,  the  patient’s 
mother  died.  This  was  a catastrophic  loss  which 
was  followed  by  deep  grieving.  Shortly  there- 
after he  moved  to  the  United  States  to  live  with 
his  older  sister  who  had  sinc(‘  married  and 
emigrated.  He  transferred  much  of  his  depend- 
ency needs  onto  her  and  looked  on  her  as  another 
mother.  Schooling  was  rather  unsatisfactory. 
He  had  few  friends  and  interests  outside  the 
house.  He  was  eager  to  learn  the  butcher 
trade,  and  when  he  finally  startc'd  he  threw 
himself  eagerly  into  his  work. 

At  the  age  of  twenty-eight  he  married  a kind, 
pleasant,  loving  woman,  and  two  daughters  were 
soon  born.  He  was  a devoted  husband  and  father. 
His  home  life  was  precious  to  him,  and  his 
dependency  needs  were  gratified  by  his  wife  who 
ran  the  household  and  tended  to  make  all  the 
important  decisions.  About  six  years  prior  to 
the  suicide  attempt,  he  gave  up  his  meat  market 
concessions  because  of  a drastic  rent  rise.  Over 
the  next  few  years  two  more  concessions  failed, 
and  finall}"  he  was  forced  to  work  on  a salary. 
This  loss  of  self-esteem  was  accompanied  by  an 
inner  rage  which  was  not  expressed  and  was  inter- 
nalized. He  became  increasingly  passive  and 
withdrawn.  In  one  last  desperate  attempt  he 
bought  a small  butcher  shop  which  failed  after 
one  and  a half  years.  He  lost  practically  all  his 
savings  and  was  forced  to  work  for  a man  he 
considered  inferior  as  a master  butcher. 

When  his  first  coronary  occlusion  was  experi- 
enced, he  stated,  “It  threw  me  into  despair.  It 
took  the  starch  right  out  of  me.’’  The  episodes  of 
pulmonary  edema  similarly  exacerbated  his  rage 
and  feeling  of  helplessness.  The  suicide  attempt 
was  the  culmination  of  the  slow,  chronic  insidious 
process  of  inner  rage  turned  against  the  self. 

Comment.' — This  patient’s  basic  passivity  and 
dependency  was  determined  by  his  mother’s  in- 
fantilization  of  him.  She  overprotected  and 
seduced  him  into  passivity.  Furthermore,  there 
was  no  opportunity  to  identify  with  an  effective, 
competent,  and  strong  father  figure  because  of 
the  poor  relationship  which  existed  between  him 
and  his  father.  Moreover,  his  father  was  the 
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lesser  authority  figure  in  the  family.  His  ex- 
cessive fear  of  his  father  was  based  on  the  guilt 
which  accompanied  the  close  mother  relationship. 
He  was  inwardly  enraged  against  his  father,  for 
wluch  he  expected  retaliation. 

The  patient’s  passivity  was  exacerbated 
enormously  following  the  death  of  his  mother 
when  unconscious  rage  affects  were  stimulated, 
internalized,  and  subsequently  defended  against 
by  passive  character  formations. 

Following  his  hospitalization,  he  was  treated 
psychiatrically  for  many  months.  He  was  able 
to  make  a good  transference  wherein  he  felt  pro- 
tected. The  psychodynamic  mechanisms  de- 
scribed previously  were  elaborated  and  gradually 
understood.  When  his  cardiac  condition  healed 
sufficiently,  he  was  encouraged  to  start  working 
again  and  eventually  was  rehabilitated. 

Case  4. — The  patient  was  a married  white, 
forty-year-old  female  who  developed  a severe  ob- 
sessional neurosis  a few  weeks  after  her  husband’s 
mild  coronary  occlusion.  After  his  family  physi- 
cian told  her  to  prepare  food  with  a low  cholesterol 
content,  she  developed  an  almost  complete  in- 
hibition in  preparing  any  meals  whatsoever. 
She  became  preoccupied  completely  with  dietetics, 
she  studied  calorie  charts  religiously,  and  she 
thought  about  foods  all  day.  Preparing  a meal 
became  a monumental  task.  She  remained 
awake  at  night,  thinking  about  what  meals  she 
should  prepare  the  following  day.  She  changed 
her  meal  plans  repeatedly  so  that  when  it  came 
time  to  prepare  the  meal,  she  found  herself  not 
knowing  what  to  make.  This  obsessional  doubt- 
ing mental  state  continued  despite  consultations 
with  a respected  cardiologist  who  told  her  that 
her  husband’s  condition  was  not  necessarily 
serious.  She  was  notified  that  a rigidly  low  cho- 
lesterol diet  was  unnecessary.  Despite  reassur- 
ances, she  believed  her  husband  was  dying.  She 
developed  panic,  withdrawal  from  her  neighbors, 
and  urticaria.  Psychiatric  treatment  was  ad- 
vised. 

This  patient  had  one  child,  a fifteen-year-old 
daughter  whom  she  tended  to  overprotect.  Fol- 
lowing the  delivery  of  this  child,  the  patient  had 
developed  a moderate  postpartum  depression 
which  had  cleared  up  spontaneously  after  three 
months.  During  this  period  she  harbored  power- 
ful impulses  to  return  home  to  her  mother. 

Her  husband  was  a mild-mannered,  softspoken 
man  who  was  described  a “a  good  breadwinner. 


not  passionate  but  nice.”  Their  sexual  life  was  ; 
barren.  She  had  had  a two  months  miscarriagt*  ; 
six  years  ago  and  had  refused  all  sexual  overtures 
since  that  time. 

The  patient’s  childhood  upbringing  had  been 
strict  and  loveless.  There  had  been  four  brothers  ; 
and  one  sister  in  the  household.  Her  parents  had 
quarreled  unmercifully  with  each  other  and  with 
the  children.  The  patient  had  not  been  allowed  | 
to  have  any  friends.  Unfair  demands  had  been  I 
made  on  her  to  clean  and  to  do  a considerable 
amount  of  cooking  and  housework,  even  when  she 
was  a very  young  child.  Essentially  she  had 
been  a lonely,  unhappy,  an.xious,  and  rather 
withdrawn  child. 

After  completing  high  school  she  worked  in  an  , 
office  from  which  she  returned  home  to  a nagging,  I 
critical  mother.  Her  social  life  was  nonexistent.  [ 
She  felt  unlovable  and  believed  she  would  never  •' 
get  married.  When  her  future  husband  began 
to  show  some  interest  in  her,  she  quickly  asked  j 
him  to  marry  her.  He  agreed. 

In  her  marriage  she  prided  herself  on  the 
meticulous  care  she  gave  to  the  house.  She 
was  an  excellent  cook.  The  love  she  felt  toward 
her  daughter  seemed  to  help  her  overcome  some 
of  the  feelings  of  coldness.  She  could  not  feel 
close  to  any  neighbors,  and  superficial  conversa- 
tions with  them  were  the  rule. 

The  patient’s  father  died  two  years  after  the 
birth  of  her  daughter.  She  experienced  some 
guilt  but  was  not  incapacitated.  In  her  relation- 
ship with  her  mother  she  was  excessively  ambi-  | 
valent.  She  felt  tied  to  her.  There  were  many 
moments  during  the  day  when  she  felt  impulses  to  4 
visit  her.  On  the  other  hand,  she  hated  and 
resented  her  mother,  and  she  was  disgusted  with  i 
this  desire  to  be  closely  involved  with  her.  She 
stated,  “My  mother  makes  me  nervous  when  I’m 
near  her.  I feel  I want  to  be  with  her  all  the 
time,  but  when  I get  in  her  presence  I want  to  get 
away.  I love  her  and  I hate  her.  She  has 
never  understood  me.  I’m  mixed  up  about  it.” 

Comment.' — This  patient’s  essential  psycho- 
dynamic situation  was  her  intensely  powerful  wish 
to  be  dependent  on,  loved,  and  cared  for  by  her 
mother.  The  strength  of  these  drives  precipi- 
tated anxiety  when  she  was  in  her  mother’s  pres- 
ence. Hostility  and  rage  against  her  mother  were 
defended  against  by  a reaction  formation  of 
increased  dependency. 

Unconsciously  this  patient  wished  her  hus- 
band to  be  dead  so  that  she  could  be  free  to  return 
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to  her  mother.  Her  husband’s  coronary  occlu- 
sion prov'ided  the  stimulus  for  her  sudden  emo- 
tional decompensation.  Her  doubts  about  what 
to  feed  him  were  predicated  on  her  wish  that  he 
eat  the  wrong  foods  and  die.  This  is  why  she  be- 
lieved obsessively  that  he  would  die,  and  she  could 
not  give  up  this  belief  in  spite  of  the  doctor’s  re- 
assurance. This  unconscious  wish  for  her  hus- 
band’s death  was  terrifying  to  the  patient,  since 
his  death  would  result  in  her  being  thrown  back 
to  her  ambivalently  loved  and  hated  mother.  A 
vicious  circle  was  in  operation  consisting  of  un- 
conscious wishes  and  fears  for  her  husband’s 
death,  desires  and  revulsions  to  be  orally  de- 
pendent on  her  mother,  and  anxiety.  Intensive 
psychiatric  treatment  helped  to  unravel  this 
patient’s  symptoms. 

Summary 

Cardiac  conditions  such  as  congestive  heart 
failure,  paroxysmal  auricular  tachycardia,  nodal 
tachycardia  auricular  fibrillations,  extrasystoles, 
and  electrocardiographic  changes  can  be  precipi- 
tated and  exacerbated  by  emotional  reactions. 
There  is  still  inconclusive  evidence  that  specific 
personality  profiles  are  significant  etiologically  in 
coronary  occlusion  and  essential  hypertension. 
Intensive  psychiatric  treatment  is  indicated  and 
can  be  helpful  in  many  situations  which  present 
themselves  for  cardiac  management.  Each  case 
in  unique  and  has  to  be  individually  evaluated. 
Family  members  of  cardiac  patients  can  become 
psychopathologically  affected.  Four  clinical  ex- 
amples have  been  reported  and  commented  on. 
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Listeria  Monocytogenes  Infection  in  Children 

PATRICK  M.  COLAGIURI,  M.D.,  AND  CHARLES  J.  LESLIE,  M.D.,  MANHASSET,  NEW  YORK 
{From  the  Division  of  Pediatrics,  North  Shore  Hospital) 


Listeria  monocytogenes  is  an  infrequent  cause 
of  disease  in  man,  although  it  is  well  known 
in  veterinary  medicine  as  a bacterial  pathogen. 
The  purpose  of  this  report  is  to  point  out  that 
listeriosis  should  be  considered  in  the  differential 
diagnosis  of  central  nervous  system  disease  in 
children.  The  laboratory  recognition  of  this 
agent  and  the  management  of  patients  with  this 
infection  will  be  discussed. 

During  a three-week  period  at  the  North  Shore 
Hospital  2 children  were  seen  with  L.  monocyto- 
genes infection.  One  child  presented  as  having 
meningitis  and  the  other  as  having  terminal 
“encephalitis.” 

It  is  of  great  interest  that  a review  of  the  litera- 
ture has  indicated  that  without  chemotherapy 
only  3 of  15  reported  cases  recovered,  whereas 
with  such  treatment  22  of  29  reported  cases  re- 
covered.i“® 

Case  Reports 

Case  1 . — A three-and-half-year-old  white  male 
from  the  North  Shore  of  Long  Island  had 
been  well  until  January  4,  1960,  three  days  prior 
to  hospitalization,  when  he  developed  tonsillitis 
with  an  oral  temperature  of  102  F.  and  a chill. 
Eight  hours  later  he  had  some  projectile  vomiting 
and  the  temperature  rose  to  105  F.  Penicillin 
was  given  intramuscularly.  Although  the  tem- 
perature dropped  slightly,  the  child  became 
anorectic,  progressively  drowsy,  and  listless. 
Just  prior  to  hospitalization,  strabismus  of  the 
left  eye  and  nuchal  rigidity  were  present. 

At  the  time  of  admission  the  child  was  flushed, 
lethargic,  irritable,  and  in  an  opisthotonic  posi- 
tion. The  temperature  was  99.6  F.,  pulse  110  per 
minute,  and  respirations  20  per  minute.  The 
pupils  were  equal  and  reactive.  There  was  a left 
internal  strabismus.  The  pharynx  was  moder- 
ately injected,  and  the  neck  was  rigid.  The 
Kernig  and  Brudzinski  signs  indicated  positive 
findings.  The  Babinski  sign  was  not  elicited. 
The  blood  count  showed  11.6  Gm.  hemoglobin 
per  100  ml.  and  26,900  white  blood  cells  per  cubic 
milliliter  of  which  85  per  cent  were  polymorpho- 
nuclear leukocytes,  5 per  cent  were  lymphocytes,  9 
per  cent  were  monocytes,  and  1 per  cent  were 


TABLE  I. — Antibiotic  Disk  Sensitivities 


Antibiotic 

Case  1 

Case  2 i 

1 

Penicillin 

Resistant 

Resistant  * 

Aureomycin 

Sensitive 

Sensitive  i 

Oxytetracycline 

Sensitive 

Sensitive 

Tetracycline 

Sensitive 

Sensitive 

Chloramphenicol  sodium 
succinate 

Resistant 

Sensitive 

Dihydrostreptomycin 

Resistant 

Resistant 

Erythromycin 

Resistant 

Resistant 

Polymixin  B 

Resistant 

Resistant 

atypical  lymphocytes.  The  urine  showed  strongly 
positive  findings  for  acetone  and  showed  1 plus 
albumin.  The  initial  spinal  tap  was  traumatic, 
but  a smear  showed  gram-negative  rods,  and  a wet 
preparation  showed  rod  and  coccoid  forms.  Al- 
though the  organisms  did  not  type  with  Hemo- 
philus influenzae  antisera,  a tentative  diagnosis  of 
meningitis  most  probably  due  to  H.  influenzae 
Type  B was  made.  The  child,  who  weighed  13.2 
Kg.,  was  given  fluids  intravenously  with  1 Gm.  of 
chloramphenicol  sodium  succinate  (Chloromyce- 
tin succinate)  and  1.3  Gm.  of  sulfadiazine  dail3^ 
Procaine  penicillin  (600,000  units)  was  also  given 
intramuscularly  every  twelve  hours.  After 
twenty-four  hours  of  such  treatment  the  child 
became  less  irritable  and  the  strabismus  im- 
proved; however,  the  neck  remained  rigid,  the 
Kernig  and  Brudzinski  signs  continued  to  show 
positive  findings,  and  the  child  had  an  elevated 
temperature.  Therefore,  on  the  fifth  hospital 
day  the  penicillin  was  increased,  and  4 million 
units  of  aqueous  cr^'stalline  penicillin  were  given 
intravenously  ever}"  twenty-four  hours.  On  the 
seventh  hospital  day  this  dosage  was  increased  to 
8 million  units.  Meanwhile,  rod-shaped  bacteria 
were  recovered  from  the  original  cerebrospinal 
fluid  culture.  These  bacteria  had  a tumbling 
type  of  motility  and  showed  a variable  color  with 
the  Gram  stain.  These  findings  suggested  L. 
monocytogenes.  Wlien  sensitivity  studies  showed 
that  this  organism  was  most  sensitive  to  tetra- 
cyclines (see  Table  I for  the  sensitivity  pattern), 
oxytetracycline  (Terramycin)  was  added  to  the 
therapeutic  regimen.  Thus  on  the  fifth  hospital 
day  75  mg.  of  oxytetracycline  was  given  intra- 
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mu.scularly  followed  b}"  50  mg.  of  oxj’tetracycline 
given  intramuseularly  ever}-  eight  hours.  After 
two  days  this  dosage  was  increased  to  75  mg. 
every  eight  hours  for  the  ne.xt  ten  days.  On  the 
seventh  hospital  day  sulfadiazine  was  discon- 
tinued. 

Spinal  fluid  obtained  on  the  sixth  hospital  day 
still  contained  gross  blood.  However,  on  micro- 
scopic e.xamination  of  this  fluid,  motile  rods  with 
tumbling  movement  were  seen.  These  rods 
again  showed  a variable  color  with  the  Gram 
stain.  A pure  culture  of  gram-positive  pleo- 
morphic rods  was  obtained  from  this  spinal  fluid. 
Some  of  these  bacteria  showed  metachromatic 
staining.  Many  of  these  organisms  resembled 
diphtheroids,  and  others  resembled  diplococci. 
On  the  fourth  day  of  culture  beta  hemolysis  on 
Imman  blood  agar  plate  was  noted. 

Within  thirty-six  hours  after  the  start  of  o.xy- 
tetracycline,  the  child,  who  had  been  running  a 
low-grade  fever  (up  to  101.4  F.)  since  his  second 
hospital  day,  became  afebrile  and  remained  so  for 
the  remainder  of  his  hospital  stay.  All  neuro- 
logic signs  became  normal  by  the  twelfth  hospital 
day.  On  this  day  a spinal  tap  showed  crystal- 
clear  fluid  with  normal  pressure  and  normal  values 
for  sugar,  protein,  and  chloride.  Smears  and 
cultures  of  this  fluid  yielded  negative  results. 
Chloramphenicol  sodium  succinate  was  dis- 
continued on  the  fourteenth  hospital  day,  and 
oxytetracycline  and  penicillin  were  discontinued 
two  days  later.  The  child  was  discharged  on  the 
twenty-third  hospital  day.  When  seen  two 
months  later,  he  was  clinically  well.  Serum  ob- 
tained at  this  time  gave  a positive  agglutinin  re- 
action for  L.  monoc}-togenes  in  a dilution  of  1 to 
20.  Serum  obtained  during  the  acute  illness, 
even  when  diluted  only  1 to  10,  had  failed  to 
agglutinate  these  organisms. 

Case  2. — A seven-year-old  white  female  was  in 
good  health  until  the  night  prior  to  hospitaliza- 
tion when  she  complained  of  a headache  and 
seemed  to  have  a cold.  Aspirin  relieved  the 
headache.  At  5:30  a.m.,  on  January  27,  1960,  she 
awoke  screaming,  holding  her  head  and  stomach. 
This  was  followed  by  a number  of  convulsive 
seizures  and  then  a right  hemiplegia.  She  was 
hospitalized  immediately. 

On  admission  the  child  was  afebrile  and  coma- 
tose with  intermittent  episodes  of  spasticity  and 
flaccidity.  The  skin  was  cool  and  clammy,  the 
pupils  were  dilated  (the  left  one  more  so  than  the 


right  one)  and  did  not  respond  to  light.  A 
funduscopic  examination  indicated  negative  find- 
ings. The  neck  was  supple,  the  refle.xes  were 
variable,  and  Babinski  signs  were  elicited  during 
the  spastic  episodes. 

A spinal  tap  produced  clear  fluid  under  very 
high  pressure.  The  spinal  fluid  showed  18  white 
blood  cells  (10  polymorphonuclear  leukocytes  and 
8 lymphocytes),  108  mg.  per  cent  sugar,  125  mEq. 
per  liter  chlorides,  and  195  mg.  per  100  ml.  pro- 
tein. Later  the  culture  showed  a pure  growth  of 
L.  monocytogenes  (Table  I).  The  blood  sugar 
was  235  mg.  per  100  ml.  The  hemoglobin  level 
was  12.6  Gm.  per  100  ml.,  and  the  white  blood  cell 
count  was  22,300  per  cubic  milliliter  with  87  per 
cent  polymorphonuclear  leukocytes,  9 per  cent 
lymphocytes,  and  4 per  cent  monocytes. 

The  patient  remained  comatose,  developed 
Cheyne-Stokes  respirations,  and  then  ceased 
breathing.  Although  she  was  placed  in  an 
himerson  respirator,  she  expired  seven  hours 
after  admission. 

At  the  postmortem  examination  the  gross 
pathologic  findings  were  limited  to  the  brain 
which  showed  diffuse  edema  with  increased  con- 
gestion in  the  left  parietal  region.  The  left  cere- 
bral hemisphere  appeared  larger  and  softer  than 
the  right  one.  On  sectioning  the  left  hemisphere, 
an  area  of  hemorrhagic  excavation  was  found 
which  extended  caudally  from  the  anterior  as- 
pects of  the  left  lateral  ventricle  through  the  white 
matter  of  parietal  and  occipital  lobes  for  a dis- 
tance of  10  cm.  to  a point  about  2.5  cm.  from  the 
occipital  pole.  Although  the  ventricles  appeared 
compressed,  the  hemorrhage  did  not  extend  into 
them.  In  the  plane  of  maximum  cro.ss  section  the 
excavation  measured  6 by  7 cm.  and  came  to 
within  2 to  3 mm.  of  the  cortical  surface.  There 
was  no  gross  evidence  of  an  aneurysm  or  tumor 
mass  at  any  point  on  the  surface  of  the  e.xcavation. 
The  cause  of  death  was,  therefore,  considered  to 
have  been  due  to  hemorrhage  into  a cortical  cyst. 

Comment 

Prior  to  the  first  authenticated  case  in  1935 
there  had  been  reported  1 1 cases  of  meningitis  due 
to  “diphtheroids.”^  Three  of  these  cases  were 
later  shown  to  have  been  probably  due  to  L. 
monocytogenes.  By  1954  there  were  31  reported 
cases  of  L.  monocytogenes  meningitis,*”®  and 
since  then  there  have  been  an  additional  13  cases 
reported  in  the  United  States  literature  alone. 

It  has  been  pointed  out  frequently  that  besides 


June  15,  1961 


2111 


COLAGIURI  AND  LESLIE 


being  mistaken  for  diphtheroids,  Listeria  may  also 
be  confused  with  H.  influenzae  or  beta  hemolytic 
streptococci.  These  errors  are  understandable 
when  one  considers  the  morphologic  and  staining 
variability  of  Listeria.  It  also  suggests  that  the 
rarity  of  L.  monocytogenes  meningitis  may  per- 
haps reflect  incorrect  diagnoses. 

Of  the  44  reported  cases,  blood  cultures  were 
taken  in  23  cases  and  in  10  of  these  cases  they 
indicated  positive  findings  for  Listeria.  In  a 
great  number  of  cases  an  upper  respiratory  infec- 
tion was  noted  prior  to  the  onset  of  meningeal 
signs.  The  portal  of  entry  is  presumed  to  be  the 
upper  respiratory  tract.  An  invasion  of  the 
blood  stream  may  then  follow  with  a subsequent 
involvement  of  the  meninges. 

Both  cases  presented  in  this  report  had  a 
history  of  upper  respiratory  infection  preceding 
isolation  of  Listeria  from  the  cerebrospinal  fluid. 
The  recovery  of  Listeria  from  the  cerebrospinal 
fluid  in  the  second  case  was  probably  incidental 
and  most  likely  the  result  of  an  agonal  invasion. 
It  serves  to  illustrate  the  probable  ubiquity  of 
Listeria.  It  also  suggests  that  the  diagnosis  of 
odd-looking  bacteria  as  “diphtheroids”  should  be 
subjected  to  closer  scrutiny.  The  elevated  blood 
sugar  level  and  consequently  the  cerebrospinal 
fluid  sugar  level  in  Case  2 were  probably  repre- 
sentative of  the  physiologic  effects  of  the  general 
adaptation  syndrome  as  described  by  Selye.^” 

Since  the  patient  in  Case  1 had  been  on  peni- 
cillin, sulfadiazine,  and  chloramphenicol  sodium 
succinate  for  over  ninety-six  hours  with  no  real 
improvement  in  his  condition,  one  can  say  that  it 
was  not  these  drugs  but  rather  the  oxytetra- 
cycline  which  aided  the  recovery.  The  first  three 
antibiotics  used  were  not  discontinued  earlier  only 
because  we  were  not  yet  certain  that  we  were 


dealing  with  listeriosis  when  th'e  o.\'5d;e^ac3Tline 
was  started.  The  results  with  o.xytetracycline 
show  how  treatment  of  this  infection  is  most 
effective  when  the  specific  strain  can  be  recovered 
and  tested  for  antibiotic  sensitivity. 

Summary- 

Two  new  cases  of  listeriosk  have  been  reported. 
One  is  an  example  of  meijjpilui,  and  the  other  is  a 
representative  of  a^  agonal  invasion.  The 
management  of  Listeria  monocytogenes  meningi- 
tis has  been  discussed  briefly. 
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Primary  Lymphoma  of  the  Vagina 

SYDNEY  W.  STRINGER,  M.D.,  AND  A.  JEFFERSON  PENFIELD,  M.D.,  SYRACUSE,  NEW  YORK 

{From  the  General  Hospital  of  Syracuse) 


PRIMARY  lymphoma  of  the  vagina  is  reported 
here.  A review  of  the  medical  literature  to 
date  has  uncovered  no  other  instance. 

A fifty-two-year-old  wliite  female,  gravida  3, 
para  2,  was  admitted  to  the  General  Hospital  of 
Syracuse  in  January,  1953,  with  the  chief  com- 
plaint of  vaginal  bleeding  following  intercourse. 

Three  years  previously,  at  age  forty-nine,  she 
had  had  a dilatation  and  curettage  for  irregular 
uterine  bleeding.  The  tissue  report  read  as 
follows:  “Chronic  cervicitis,  marked.  Hyper- 
plastic endometrium.  Acute  and  chronic  endo- 
metritis.” Following  the  procedure,  artificial 
menopause  was  induced  by  means  of  external 
x-ray  therapy. 

She  had  no  further  vaginal  bleeding  until  June, 
1952,  when  she  began  to  have  frequent  episodes 
of  postcoital  bleeding.  These  continued  to  the 


time  of  her  admission  in  January,  1953.  A gen- 
eral physical  examination  at  this  time  revealed 
no  palpable  enlargement  of  the  liver  or  spleen. 
No  enlarged  lymiih  nodes  could  be  felt.  The 
comj)lete  blood  count  and  differential  were  nor- 
mal. A chest  x-ray  examination  gave  negative 
findings.  A pehic  examination  under  anesthesia 
revealed  a profuse  yellow-white  vaginal  dis- 
charge. An  ulcerated  area,  measuring  1 by 
1 cm.,  was  found  on  each  lateral  wall  of  the 
vagina,  on  its  anterolateral  aspect.  These 
ulcers  were  granular  and  red  and  bled  very  easily 
on  contact.  Elsewhere  the  vaginal  walls  ap- 
peared and  felt  normal.  The  remainder  of  the 
pelvic  examination  was  unremarkable.  A dilata- 
tion and  curettage,  biopsies  of  the  cervix,  and 
biopsies  of  the  vaginal  lesions  were  performed. 
No  curettings  were  obtained;  the  cer\’ical  biopsy 
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Fig.  1.  Sections  show  fragments  of  moderately  vascular  tissue  heavily  infiltrated  by  fairly  uniform  sheets 
of  mature-appearing  lymphocytes.  There  is  superficial  ulceration  of  attached  squamous  epithelial  surface 
with  some  fibrinous  exudation.  (A)  is  much  lower  magnification  than  (B).  Diagnosis:  Chronic  ulcerative 
vaginitis.  Presence  of  this  type  of  lymphocytic  overgrowth  suggests  possibility  of  lymphoma,  but  there  is  in- 
sufficient evidence  to  substantiate  this  diagnosis. 
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Fig.  2.  Sections  show  fragment  of  tissue  composed  of  uniform  masses  of  mature-appearing  lymphoc>'tes  in 
moderafel}^  vascular  stroma.  Squamous  epithelial  surface  infiltrated  by  these  cells  which  appear  to  bulge 
outward  in  polypoid  mass  from  ulcerated  surface.  (.-1)  is  lower  magnification  than  (B).  Diagnosis: 
Lymphocytic  lymphosarcoma  of  vagina. 


reports  were  negative;  and  the  vaginal  wall 
bioiisies  were  described  by  the  pathologist*  as 
follows:  “Marked  chronic  inflammation.  The 
unusual  degree  of  the  latter,  and  presence  of  rare 
giant  cells,  suggest  that  a lymphoma  should  be 
ruled  out”  (Fig.  1). 

Two  days  following  operation,  the  patient  w'as 
discharged  from  the  hospital. 

Ten  months  later,  she  was  readmitted  with  the 
same  complaint  of  bleeding  after  intercourse. 
Again  a physical  e.xamination  on  admission  re- 
vealed no  enlargement  of  the  liver,  spleen,  or 
lymph  nodes;  the  blood  count  and  differential 
were  normal;  and  a chest  x-ray  film  showed  nega- 
tive findings.  A jielvic  examination  under  anes- 
tlu'sia  revealed  a raised,  easily  bleeding,  fungat- 
ing area  in  tlie  hdt  lateral  fornix  of  the  vagina, 
the  size  of  a walnut.  The  two  areas  of  previous 
ulceration  showed  complete  healing.  The  re- 
mainder of  the  pelvic  e.xamination  was  un- 
changed. A small  lymph  node  was  found  in  the 
left  inguinal  region.  The  vaginal  lesion  was 

* John  Prior,  M.D.,  Denartnicnt  of  Pathology, 

State  University  of  New  York,  Upstate  Medical  Cen- 
ter, Syracuse,  New  York. 


biopsied,  and  the  inguinal  node  was  excised. 

Pathology  reports  on  these  specimens  revealed : 
“(1)  Lymphocytic  lymphoma  of  the  vagina” 
(Fig.  2).  “(2)  Lymph  nodes  show  chronic  lym- 

phadenitis.”t 

The  patient  was  discharged  from  the  liospital 
to  receive  an  immediate  course  of  external  radi- 
ation tlierapy  as  follows: 

Between  December  8 and  18,  1953,  she  re- 
ceived 1,900  r in  air  to  the  cervix  and  vaginal 
wall  through  a 6 by  8 cm.  perineal  portal.  (The 
vagina  was  too  small  to  admit  an  intravaginal 
port  to  cover  the  lesion.)  Between  December 
21  and  January  8,  she  received  3,000  r in  air 
through  an  anterior  15  by  15  cm.  port  to  the 
])clvis  and  3,000  r in  air  through  a jiosterior  port 
to  the  pelvis.  All  of  this  radiation  was  given 
with  200  kilovolt  peak  therapy  with  V2  mm.  of 
copper  filtration  and  1 mm.  of  aluminum  filtra- 
tion. Therefore  the  total  tumor  dose  received 
was  4,700  r.** 

t J.  H.  Feiguson,  M.D.,  Department  of  Patholog.v, 
State  University  of  New  York,  lh>state  Medical  Cen- 
ter, Syracuse,  New  York. 

**  Clayton  Hale,  M.D.,  Sj  racuse,  New  York. 
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TABLE  I. — Vaginal  Tumors  Found  Out  of 
47,5()0  Ch'NECOLOGIC  SPECIMENS 


Types  of  Tumor 

Number  of 
Tumors 

Cysts 

137 

Solid  benign  (papillomas,  polyps, 
moles,  fibromas,  myomas,  con- 

dylomas,  granulation  tissue) 

38 

Carcinoma 

75 

Sarcoma  (undifferentiated,  myxo- 
sarcoma, rhabdomyosarcoma, 

secondary  sarcoma) 

9 

Lymphangioma 

1 

Total 

260 

Nine  months  later  the  patient  developed  a 
severe  cellulitis  of  the  abdominal  wall  which 
subsided  rapidly  following  an  intensive  course  of 
penicillin  and  streptomycin  therapy. 

The  subsequent  occurrence  of  severe  radiation 
fibrosis  and  ulcer  formation  of  the  skin  of  the 
lower  abdominal  wall  necessitated  surgical  e.x- 
cision  of  the  involved  tissues  in  January,  1959. 
An  examination  of  the  excised  tissues  showed 
ulceration  and  radiation  fibrosis,  but  no  evidence 
of  a malignant  condition.  A physical  examina- 
tion at  the  time  of  this  third  admission  again 
revealed  no  enlargement  of  the  liver,  spleen,  or 
lymph  nodes  nor  any  abnormality  of  blood  count 
or  differential.  A chest  x-ray  film  revealed  no 
widening  of  the  mediastinal  shadow  nor  other 
evidence  of  a large  lymph  node  aggregate. 

Pelvic  examinations  every  six  months  follow- 
ing completion  of  the  x-ray  therajiy  have  failed 
to  reveal  any  trace  of  the  original  tumor  or  the 
appearance  of  any  new  lesions.  Papanicolaou 
vaginal  smears  taken  at  each  of  these  examina- 
tions have  been  consistently  read  as  Class  2 or 
Class  1 without  suggestive  evidence  of  recurrent 
lymphoma.  Abdominal  and  lymph  node  exami- 
nations have  shown  consistently  negative  find- 
ings. 

Comment 

Vaginal  tumors  as  a group  are  seen  onl}^  infre- 
quently in  gynecology.  For  example,  out  of 
47,500  gynecologic  pathologic  specimens  at  Johns 
Hopkins  Hospital,  there  were  only  260  tumors  of 
the  vagina  (Table  I).' 

It  can  be  seen  that  primary  lymphoma  was  not 
found  in  the  Hopkins  series. 

Lymphocytic  lymphoma,  as  here  presented,  is 
one  of  the  malignant  lymphomas  which  have  been 


classified  in  different  ways  by  different  jiatholo- 
gists.  Ou('  simj)lifi('d  classification,  proposed  by 
Lloyd  Craver,^  clarifies  the  relationships  of  the 
different  types,  without  intricate  subdi\dsion  into 
different  cellular  patterns: 

Malignant  Lymphomas 
Lymphosarcoma 

Follicular  lymphosarcoma 
Lymphocytic  ljunphosarcoma 
Reticulum  cell  sarcoma 
Hodgkin’s  disease 

Hodgkin’s  paragranuloma 
Hodgkin’s  granuloma 
Hodgkin’s  sarcoma 

Lymphatic  leukemia;  May  be  associated  with  any 
of  the  lymphosarcomas. 

Fortunately,  lymphosarcomas  are  frequently 
remarkably  radiosensitive.  Radiation  therapy 
can  be  expected  to  effect  improvement,  remission, 
or  even  cure,  depending  on  several  factors  which 
include  the  degree  of  radiosensitivity  of  the 
tumor;  the  degree  of  malignancy  or  invasive  po- 
tential of  the  tumor;  the  ability  of  the  surround- 
ing normal  tissues  to  tolerate  radiation;  and  the 
type  of  radiation  therapy  employed:  for  ex- 
ample, the  application  of  radium  or  radon  seeds 
in  certain  locations  and  the  use  of  the  cobalt 
bomb  in  certain  instances  in  deep  therapy  to  pre- 
vent skin  burns  and  reduce  systemic  effects. 

In  addition  to  radiation  therapy  of  lympho- 
sarcomas, excision  has  been  used  as  primary 
therapj"  in  several  reported  series.^”^ 
When  the  malignant  condition  is  mul- 
ticentric or  generalized,  nitrogen  mustards 
have  been  utilized  with  considerable  success,  and 
other  chemotherapeutic  agents  are  under  investi- 
gation. 

Once  a lymphosarcoma  has  been  diagnosed  and 
treated,  the  possibility  of  its  springing  up  else- 
where in  the  body  must  always  be  kept  in  mind 
as  well  as  the  close  relationship  and  the  occa- 
sional occurrence  in  the  same  patient  of  both 
lymphosarcoma  and  chronic  lymphatic  leukemia. 

Therefore,  following  the  initial  diagnosis  and 
treatment  of  a primary  lymphoma,  subsequent 
examinations  should  include  roentgenograms  and 
complete  blood  count  determinations. 

Summary 

A primary  lymphoma  of  the  vagina  has  been 
presented.  No  previous  instance  has  been  noted. 
Seven  years  have  elapsed  since  .x-ray  therapy  was 
completed,  and  there  is  no  evidence  of  residual  or 
recurrent  tumor. 
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Vitamin 


Vitamin  Be  has  been  referred  to  as  the  “Rip  Van 
Winkle”  vitamin.  Discovered  in  1935  to  1936  by 
Birch  and  Gyorgy,  it  attracted  little  attention  until 
the  early  1950’s. 

In  1950  it  was  noticed  that  there  was  a marked 
increase  in  the  number  of  infants  developing  convul- 
sions. Scientists  of  the  Food  and  Drug  Administra- 
tion and  medical  researchers  in  several  parts  of  the 
country  found  that  there  was  one  common  factor  in 
all  the  cases:  the  infants  all  were  being  fed  with  a 
new  liquid  formula.  It  was  discovered  that  the 
formula  had  been  sterilized  in  preparation  and  that 
this  heating  had  destroyed  the  vitamin  Be.  When 
pyridoxine,  a heat  stable  form  of  the  vitamin,  was 
added  to  the  infants’  diet,  they  no  longer  had  con- 
vulsions. The  manufacturer  then  started  adding 
pyridoxine  to  his  formula,  and  there  was  no  further 
trouble.  Though  vitamin  Be  deficiency  is  not  the 
only  cause  of  convulsions  in  infants,  administration 
of  the  vitamin  has  removed  this  cause. 

In  1953  Vilter  and  his  associates,  using  a synthetic 
antagonist — a drug  that  counteracts  the  effects  of 
the  vitamin  in  the  body — proved  that  vitamin  Be 
is  essential  for  human  nutrition.  About  that  time  it 
was  discovered  also  that  vitamin  Be  could  prevent 
the  damage  to  the  nervous  system  caused  by  isoni- 
azid,  a drug  used  to  treat  tubercidosis.  Extra 


amounts  of  the  vitamin  are  administered  routinely 
when  the  drug  has  to  be  given  in  large  amounts. 

Vitamin  Be  occurs  in  three  forms,  all  acting  the 
same  in  the  body:  pyridoxine,  pyridoxamine,  and 
pyridoxal.  Pyridoxine  is  the  most  stable  of  the 
three  and,  therefore,  is  the  form  used  in  medicine 
and  vitamin  supplements.  The  vitamin  occurs 
widely  in  nature;  muscle  meats,  liver,  vegetables, 
and  whole  grain  cereals  are  among  the  best  sources. 

The  Food  and  Nutrition  Board  of  the  National 
Research  Council  recommends  a daily  intake  of  1 to 
2 milligrams  of  vitamin  Be.  It  is  essential  for  pro- 
tein metabolism,  is  necessary  for  the  utilization  of 
essential  fatty  acids,  and  helps  the  body  break  down 
and  build  up  amino  acids.  A proper  intake  of 
vitamin  Be  is  necessary  for  the  proper  functioning  of 
several  other  vitamins.  Vitamin  Be  takes  part  in  a 
vast  range  of  activities  within  the  body,  many  of 
which  as  yet  have  not  been  defined.  As  an  interest- 
ing point  for  speculation,  vitamin  Be  is  necessary  for 
the  metabolism  of  tryptophan,  an  amino  acid.  One 
of  the  products  of  tryptophan  in  the  body  is  sero- 
tonin. Serotonin,  a neurohormone,  is  known  to 
play  a role  in  both  the  normal  and  abnormal 
functioning  of  the  nervous  system  and  possibly 
plays  an  important  role  in  mental  disease. — Na- 
tional Vitamin  Foundation,  Inc. 
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Right  Hepatic  Lobectomy  in  Infancy 

CHARLES  J.  MCPEAK,  M.D  , NEW  YORK  CITY 
{From  the  Department  of  Surgery,  Memorial  Hospital  for  Cancer  and  Allied  Diseases) 


Although  the  resection  of  either  the  right 
or  the  left  lobe  of  the  liver  in  infants  and 
children  is  not  a frequently  performed  operation, 
mahgnant  and  benign  tumors  of  pernicious 
behavior  are  not  rare  in  childhood.  Anderson,* 
in  a survey  of  12  patients  with  liver  tumors  and 
with  only  1 survival  following  excision,  recom- 
mends that  large  surgical  risks  are  warranted  in 
view  of  the  otherwise  fatal  outcome  of  these 
tumors. 

Certainly  in  the  absence  of  other  curative 
treatments  in  the  form  of  radiation  or  chemo- 
therapy, early  and  adequate  surgery  is  indicated. 
Not  only  is  it  necessary  to  remove  the  micro- 
scopically malignant  liver  tumor  that  is  confined 
to  one  lobe,  but  also  it  may  be  even  more  re- 
warding to  remove  the  microscopically  benign 
lesion  which  may  grow  to  great  size  and  cause 
death  as  a result  of  displacement  and  inter- 
ference with  function.*'® 

The  pathologic  differential  of  liver  tumors  in 
infancy  and  adulthood,  as  outlined  by  Ed- 
monson,^ is  divided  into  benign  and  malignant 
groups.  The  benign  liver  tumors  include  ac- 
cessory lobe,  focal  hyperplasia,  adenomas,  ad- 
renal rest  tumors,  mesenchymal  hamartoma, 
lymphangioma,  bile  cysts,  cavernous  hemangi- 
omas, infantile  hemangioendotheliomas,  and 
teratomas.  Malignant  liver  tumors  consist  of 
carcinoma  and  hepatic  mixed  tumors — an  ad- 
mixture of  mesenchymal  sarcoma  and  liver  cell 
carcinoma,  mesenchymoma,  and  sarcoma.  Sec- 
ondary liver  tumors  are  usually  metastases  of 
Wilms  tumor,  neuroblastoma,  or  adrenal  car- 
cinoma. 

The  following  is  a case  report  of  a total  right 
hepatic  lobectomy  for  malignant  hepatoma  in  an 
infant,  with  a follow-up  of  twenty-five  months. 

Case  Report 

In  mid-September,  1958,  a sixteen-month-old 
male  infant  was  found  to  have  a mass  in  his 
right  upper  abdomen.  The  child  had  been  in 
apparent  good  health,  happy,  and  developing 
normally.  He  did  not  give  evidence  of  having 
any  symptoms  referable  to  this  abdominal  mass. 
The  infant  was  admitted  to  the  Memorial 


Hospital  for  Cancer  and  Allied  Diseases  on 
September  22,  1958.  A physical  examination 
presented  the  following  pertinent  findings:  The 
abdomen  was  relaxed.  On  the  right  side  there 
was  a movable  mass  expending  from  beneath  the 
costal  margin  down  to  the  iliac  crest  and  extend- 
ing from  the  right  flank  over  to  the  midline  of 
the  abdomen.  This  mass  felt  slightly  irregular 
centrally  but  presented  a smooth  periphery. 

Chest  films  were  clear,  with  no  evidence  of 
pulmonary  disease.  An  intravenous  pyelogram 
study  on  September  23,  1958,  was  interpreted  as 
follows:  There  was  a soft  tissue  density  in  the 
right  upper  abdomen.  The  density  extended 
inferiorly  to  3 cm.  below  the  iliac  crest  The 
colon  and  small  intestine  were  displaced  in- 
feriorly. The  right  renal  outline  was  visualized 
through  this  soft  tissue  density;  the  inferior 
pole  of  the  right  kidney  appeared  normal.  The 
lumbar  and  pehdc  bones  were  within  normal 
limits.  Following  injection  of  contrast  media, 
there  was  evidence  of  good  excretion  and  con- 
centration in  both  kidneys.  There  was  no 
evidence  of  distortion  of  the  renal  calyces. 
There  was  no  displacement  of  the  kidneys. 

The  laboratory  studies  were  as  follows : hemo- 
globin, 11.2;  white  blood  count,  9,800  with  a 
normal  differential  count;  urinalysis,  normal; 
and  blood  urea  nitrogen,  22  mg.  per  100  ml. 

With  the  preoperative  impression  of  a tumor 
in  the  right  lobe  of  the  liver,  on  September  24, 
1958,  an  exploratory  laporatomy  was  performed 
through  a right  subcostal  curved  incision.  The 
right  lobe  of  the  liver  was  enlarged  greatly  and 
extended  down  to  the  iliac  crest  and  over  to  the 
midline.  The  tumor  was  entirely  within  the 
parenchyma  of  the  liver  and  was  lobulated,  yet 
infiltrative,  in  character.  The  entire  right  lobe 
measured  16  cm.  vertically  and  14  cm.  trans- 
versely. The  tumor  mass  measured  approxi- 
mately 13  cm.  vertically  and  12  cm.  transversely. 
Fortunately  the  bulk  of  the  tumor  involved  the 
lateral  portion  of  the  right  lobe,  thereby  allowing 
a good  margin  of  about  2 cm.  of  normal-appear- 
ing parenchyma  between  the  edge  of  the  tumor 
mass  and  the  anatomic  line  of  division  between 
the  right  and  left  lobes  of  the  liver. 
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Fig.  1.  Right  lobe  of  liver  showing  larger  of 
tumor  lobes  confluent  at  midportion  of  lobe  and 
many  smaller  nodules  found  at  edge  of  tumor  bulk 
as  adjacent  confluent  satellites. 

A Silverman  aspiration  needle  biopsy  was 
considered  inadequate  for  a pathologic  diagnosis. 
Nevertheless,  the  following  findings  presented 
sufficient  evidence  on  gross  e.xamination  to  con- 
sider the  tumor  malignant:  the  solid  multi- 
lobular yet  invasive  character  on  palpation,  the 
large  dilated  veins  over  the  surface  of  the  liver 
in  the  immediate  area  of  the  tumor,  and  the 
normal  ajipearancc  of  the  remainder  of  the  liver. 
These  facts  coupled  wuth  the  history  of  the  rapid 
and  progressive  growth  of  the  tumor  led  us  to 
proceed  with  a total  right  hepatic  lobectomjx 
The  operation  was  performed  entirely  through 
the  extended  subcostal  incision  and  did  not 
necessitate  opening  the  chest,  as  is  usually 
necessary  in  an  adult.  The  operation  was  un- 
eventful except  for  transient  periods  of  hypo- 
tonia which  usually  result  after  the  right  hepatic 
artery  and  the  right  portal  vein  are  ligated  and 
also  when  the  right  side  of  the  liver  is  rotated  out 
of  the  abdomen,  thereby  compressing  the  vena 
cava  and  reducing  the  venous  flow  to  the  heart. 
After  the  specimen  was  removed  entirely  and 
the  measured  blood  loss  was  corrected,  the  blood 
pressure  returned  to  normal  levels.  During 
the  operation  the  child  was  given  1,000  cc.  of 
blood,  150  cc.  of  normal  saline,  and  250  cc.  of 
antihemolytic  plasma. 

Pathologic  Report. — The  source  of  tissue 
was  a right  lobe  of  the  liver  with  an  attached 
gallbladder.  The  tissue  weighed  640  Gm.  and 
measured  16  by  12  by  7 cm.  in  dimension. 
Within  tlie  parenchyma  there  w'ere  multiple 
lobules  of  tumor  measuring  up  to  7 cm.  in  di- 


Fig. 2.  Microscopic  view  of  liver  lobe  with  cyto- 
plasm in  well-vascularized  nodules  resembling  that 
of  normal  liver  parenchyma. 


ameter.  The  tumor  tissue  was  mottled  and 
varied  in  color  from  pink  to  dark  red  hemorrhagic 
areas,  interspersed  with  glistening  grey  tissue. 
At  the  periphery  of  the  tumor  the  liver  paren- 
chyma was  discolored  a bright  yellow  tan.  On 
sectioning  the  liver,  the  larger  of  the  tumor  lobules 
was  seen  to  be  confluent  at  the  midportion  of  the 
lobe,  and  many  of  the  smaller  nodules  were  found 
at  the  edge  of  the  tumor  bulk  as  adjacent  con- 
fluent satellites  (Fig.  1). 

Microscopic  Description. — The  tumor  was 
a relatively  small-celled  hepatocellular  carci- 
noma. The  nuclei  were  round  and  regular  with  a 
single  large  nucleolus  in  most  cases.  There  was 
some  tendency  for  trabecular  arrangement, 
but  more  commonly  the  cells  occurred  in  masses 
that  on  sections  appeared  as  sheets.  In  some 
nodules  sinusoids  were  a prominent  feature; 
these  could  be  recognized  grossly  by  their  pink 
color.  Frank  hemorrhage  also  was  encountered 
in  relation  to  larger  vessels.  Bile  secretion  was 
not  seen.  In  the  well-vascularized  nodules  the 
C3Toplasm  resembled  that  of  normal  liver  paren- 
chyma (Fig.  2).  In  the  yellow  and  grey  nodules 
most  of  the  cells  had  no  staining  of  the  cytoplasm. 
It  was  not  determined  whether  the  cells  had 
contained  fat,  glycogen,  or  some  other  com- 
pound. The  uninvolved  liver  was  not  remark- 
able, and  the  sections  from  the  resection  surface 
contained  no  tumor. 

The  microscopic  diagnosis  was  malignant 
hepatoma,  partly  very  embryonal  looking  and 
partly  clear  celled,  probably  containing  glycogen. 

Following  a hepatic  lobectomy,  most  patients 
lose  a large  amount  of  plasma  and  electroUTe 
from  the  cut  surface  of  the  liver.  This  plasma 
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Fig.  3.  Patient  thirty-two  days  after  operation 
with  clean  abdominal  wound  showing  two  small 
nonepithelized  areas. 


loss  results  in  a degree  of  hemoconcentration  as 
reflected  by  a rising  hematocrit.  The  elec- 
trolyte loss  in  this  fluid  is  that  of  cations.  How- 
ever, the  losses  were  less  than  expected  in  this 
patient.  The  reasons  for  this  were  probably 
twofold.  First,  the  soft  liver  tissue  permitted 
better  compression  of  the  small  transected 
vessels;  and  second,  the  entire  falciform  ligament 
e.xtending  down  to  the  umbilicus  was  mobilized 
and  reflected  over  the  cut  surface  of  the  liver, 
producing  a complete  peritoneal  surface  for  the 
raw  liver  tissue.  Electrolyte,  blood,  and  plasma 
replacements  were  directed  by  measured  physio- 
logic losses  and  by  laboratory  studies. 

The  infant  was  started  on  oral  feedings  on  the 
third  postoperative  day,  but  supplementary 
pan'iiteral  feedings  were  necessary  for  the  first 
week  after  operation.  His  weight  on  admission 
was  24  pounds  (10.9  Kg.).  The  day  after  opera- 
tion he  weighed  9.8  Kg.  (The  right  lobe  of  the 
liver  specimen  weighed  0.640  Kg.)  At  the  time 
of  discharge  the  patient  weighed  9.8  Kg. 

Postoperatively  the  patient  had  a transient 
period  of  ileus  for  forty-eight  hours  after  opera- 
tion. The  temperature  curve  showed  a rise 
from  the  day  of  operation  to  101  and  on  the 
fourth  day  following  operation  it  reached  a high 
of  104.2  F.  Intravenous  penicillin  and  Chloro- 
mycetin therapy  were  instituted,  consisting  of 
500,000  units  of  penicillin  and  250  mg.  of  Chloro- 
mycetin every  six  hours.  The  temperature 
curve  gradually  approached  normal  levels  over 
the  next  six  days,  at  which  time  antibiotics  were 
discontinued.  Following  this,  the  temperature 
rose  again  gradually  to  103  F.  but  fell  promptly 
to  normal  levels  when  the  same  antibiotics  were 
reinstituted  for  an  additional  ten  days.  Blood 
culture  taken  on  the  fourth  day  after  operation 


showed  positive  findings  for  Staphylococcus 
aureus,  coagulase  negative.  The  specimen  drawn 
on  the  sixdh  postoperative  day  disclosed  positive 
findings  for  Staph,  aureus,  coagulase  positive. 
Subsequent  blood  cultures  indicated  negative 
findings.  Cultures  of  the  wound  grew  Staph, 
aureus,  coagulase  positive,  on  three  different 
occasions. 

At  the  time  of  discharge,  thirty-two  days  after 
the  operation,  the  patient  was  following  an  ade- 
quate diet  for  a seventeen-month-old  infant. 
His  temperature  had  been  normal  for  the  pre- 
ceding ten  days.  His  abdominal  wound  was 
clean  and  showed  only  two  small  nonepithel- 
ized areas  where  the  drains  had  been  placed 
(Fig.  3). 

The  laboratory  results  at  the  time  of  discharge 
were  as  follows:  hemoglobin,  11  Gm.;  white 
blood  count,  7,100;  hematocrit,  33;  bilirubin, 
0.37  per  cent;  cephalin  flocculation,  showing 
negative  results;  thymol  turbidity,  0.97  units; 
alkaline  phosphatase,  5.9  units;  and  inorganic 
phosphorus,  5 mg.  per  100  ml. 

Although  the  patient  had  medium  light-colored 
stools  for  the  first  two  months  following  his 
discharge  from  the  hospital,  subsequently  the 
stools  assumed  a normal  color.  Also,  the 
patient’s  mother  observed  that  although  he  was 
alert  and  played  vigorously,  he  seemed  to  tire 
more  easily  than  her  other  children;  however, 
his  vigor  would  return  after  a brief  nap.  A 
year  later  an  examination  revealed  that  the 
infant  was  developing  normally  for  his  age  with 
no  impairment  of  his  physiologic  function  or  his 
activity.  An  examination  of  the  abdomen 
demonstrated  that  the  wound  was  well  healed 
and  firm.  The  right  lobe  of  the  liver  was  absent, 
while  the  left  lobe  was  enlarged  two  to  three 
times  its  normal  size  and  presented  a smooth 
surface. 

Laboratory  studies  were  reported  as  follows: 
the  chest  films  showed  negative  results  for 
metastases,  the  thymol  turbidity  was  0.77  units, 
the  total  protein  was  7.9  Gm.  per  100  ml.,  the 
albumin  was  6.6  Gm.  per  100  ml.,  and  the  hemo- 
globin was  1 1 Gm. 

More  recent  reports  from  the  jiatient’s  mother 
and  pediatrician  indicate  that  the  infant  is  free  of 
disease  and  is  developing  normally. 

Summary 

This  case  report  has  demonstrated  the  feasi- 
bility of  a right  hejiatic  lobectomy  in  infants. 
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Some  of  the  operative  and  postoperative  prob- 
lems have  been  commented  on. 
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Breathing  Trick  May  Be  Factor  in  Brownings 


A breathing  trick  used  by  underwater  swimmers 
has  been  termed  a possible  cause  of  drowniings  and 
near  drownings.  The  swimmer’s  practice  of  deep 
breathing  before  his  breath-holding  and  exercise 
under  water  may  delay  the  sensation  of  the  urge  to 
breathe,  according  to  an  article  by  Albert  B.  Craig, 
Jr.,  M.D.,  of  Rochester,  New  York,  in  the  April  29, 
1961,  issue  of  the  Journal  of  the  American  Medical 
Association.  Dr.  Craig  described  8 cases  of  near 
drownings  and  5 drownings  caused  by  apparent  loss 
of  consciousness  under  water  which  could  have  been 
precipitated  by  the  deep  breathing  trick.  Most 
underwater  swimmers  have  learned  that  taking  a 
series  of  deep  breaths  will  increase  their  breath- 
holding time.  Deep  breathing  decreases  the  carbon 
dioxide  pressure  in  the  blood.  It  is  an  increase  in 
this  pressure  which  creates  the  irresistible  urge  to 
breathe  again.  During  the  first  few  seconds  of 
exercise,  more  oxygen  is  used  up  by  the  body,  and 
oxygen  may  decrease  to  a degree  that  will  affect  the 
function  of  the  brain  before  the  carbon  dioxide 
pressure  becomes  unbearable. 

Exercise  appears  to  increase  a person’s  tolerance 
to  increasing  carbon  dioxide  jjressure.  This  in- 
creases the  likelihood  of  an  oxygen  deficiency  de- 


veloping, and  one  characteristic  of  this  state  is  that 
loss  of  consciousness  occurs  with  little  specific 
warning. 

In  all  the  cases  reported  the  victims  were  con- 
sidered good  swimmers  and  experienced  at  under- 
water swimming.  The  eight  survivors  all  had  hy- 
perventilated before  submerging.  Seven  of  them 
had  a goal  in  mind  or  were  in  competition  with 
others. 

While  the  swimmer  usually  noted  the  urge  to 
breathe,  he  had  little  or  no  warning  that  he  was 
going  to  pass  out.  In  some  cases  the  swimmer  con- 
tinued to  make  coordinated  movements  after  losing 
consciousness. 

“From  the  point  of  view  of  those  who  are  either 
directly  or  indirectly  responsible  for  safetj^  in  a 
swimming  program,  it  is  worth  remembering  that 
not  only  competition  with  others  but  competition  of 
the  swimmer  with  himself  seems  to  be  an  important 
contributing  factor  in  this  series  of  accidents,’’  Dr. 
Craig  concluded,  adding  that  under  the  proper  con- 
ditions the  risks  involved  in  underwater  swimming 
are  probably  very  small  and  the  ability  to  swim 
under  water  may  be  as  useful  as  swimming  on  the 
surface  in  certain  types  of  boat  and  car  accidents. 
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(Continued  from  page  2102) 

Amniotic  fluid  embolism  is  one  of  the  most 
dramatic  clinical  phenomena  encountered  in 
the  parturient  patient.  The  disease  was 
first  described  by  Meyer  in  Brazil  in  1926.^ 
However,  it  awaited  the  brilliant  work  of 
Lushbaugh  and  Steiner  in  194P  to  establish 
it  as  a definite  pathologic  entity.  They 
were  able  to  demonstrate,  in  the  pulmonary 
arterial  system,  the  particulate  matter  of 
amniotic  fluid : squamous  epithelium,  vernix 
caseosa,  and  also  meconium.  They  were 
then  able  to  reproduce  the  clinical  and 
pathologic  picture  in  dogs  and  rabbits. 

It  is  postulated  that  after  rupture  of  the 
membranes  the  fluid  dissects  between  the 
membranes  and  uterine  wall  and  enters 
open  venous  sinusoids.  A tumultuous  labor 
is  supposed  to  abet  this  process. 

At  one  time,  amniotic  fluid  embolism  was 
considered  rare,  but  this  was  probably  be- 
cause most  of  the  cases  were  grouped  in 
such  categories  as  obstetric  shock  or  over- 
whelming toxemia.  Numerous  papex’s  ap- 
pearing primarily  in  the  obstetric  literature 
have  led  to  a higher  index  of  suspicion  and 
an  increased  rate  of  diagnosis.^  A recent 
survey  of  234  obstetric  deaths  in  Minnesota 
ranked  amniotic  fluid  embolism  as  the  fifth 
leading  cause  of  death,  surprisingly  ahead 
of  anesthetic  deaths. 

At  this  time  there  appear  to  be  several 
factors  which  predispose  to  the  develop- 
ment of  this  catastrophic  illness.  It  appears 
to  occur  more  commonly  in  older  and  mul- 
tiparous women.  The  fetus  is  frequently 
oversized  and  past  term.  It  is  often  dead  in 
utero.  A hard,  violent  labor  with  exces- 
sively powerful  uterine  contractions  is  often 
noted,  and  recently  the  use  of  pituitary  ex- 


tracts has  been  incriminated  as  a possible 
causative  factor. 

It  is  well  recognized  that  all  of  the 
preceding  factors  may  be  absent;  indeed 
amniotic  fluid  embolism  has  occurred  follow- 
ing cesarean  section  and  also  before  the 
onset  of  obvious  labor. 

The  clinical  picture  of  the  calamitous  ill- 
ness is  fairly  consistent  and  is  well  demon- 
strated in  the  protocol.  The  patient  usually 
begins  to  cough,  and  she  becomes  restless 
and  anxious.  She  may  complain  of  chills 
and  breathlessness.  Dyspnea  with  cyanosis 
will  become  obvious.  Rarely  there  is  chest 
or  abdominal  pain.  Vasomotor  collapse 
supervenes  rapidly  following  these  other 
signs  and  symptoms.  Tachycardia  is  pres- 
ent; the  electrocardiographic  pattern  is 
unknown.  The  neck  veins  are  distended. 
The  lungs  usually  are  clear.  The  interval 
between  onset  of  symptoms  and  death  is 
less  than  five  hours  in  the  vast  majority 
of  patients.  There  have  been  isolated 
case  reports  of  patients  surviving  the  acute 
episode.  However,  a definitive  diagnosis 
is  at  present  impossible  without  autopsy 
study.  Therefore,  these  cases  are  open  to 
question. 

In  about  25  to  50  per  cent  of  those  surviv- 
ing a few  hours  a severe  defect  in  blood 
coagulability  develops.  This  disturbance 
appears  to  be  afibrinogenemia.  Its  patho- 
genesis is  not  yet  clear,  but  it  has  been  shown 
that  amniotic  fluid  contains  a thrombo- 
plastin-like material  that  may  cause  in- 
travascular clotting  and  defibi'ination  of  the 
blood. 

Treatment  is  unsatisfactory.  Oxygen, 
morphine,  and  vasopressors  have  been  used. 
When  clotting  defects  develop,  fibrinogen 
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should  be  given. 
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Accident  Death  Rate  Somewhat  Reduced  Since  1950 


Some  progress  has  been  made  recently  in  reducing 
the  accident  death  rate  in  the  United  States,  the 
statisticians  of  the  Metropolitan  Life  Insurance 
Company  report.  The  rate  fell  from  60  per  100,000 
population  in  1950  to  52  in  1960.  Vet  accidents  still 
take  about  93,000  lives  a year  and  are  outranked 
only  by  the  cardiovascular  diseases  and  cancer  as  a 
cause  of  death. 

Injuries  resulting  from  accidents  are  the  leading 
cause  of  death  among  white  males  in  the  age  bracket 
of  one  to  thirty-four  years  and  are  outnumbered 
only  by  heart  disease  at  ages  thirt\’-five  to  forty- 
four. 

Fatal  mishaps  play  a dominant  role  in  the  total 
mortality  among  children  and  young  adults.  For 
example,  among  white  males  accidental  injuries 
cause  somewhat  more  than  one  fourth  of  all  deaths 
at  ages  one  to  four  years,  and  the  proi>ortion  in- 
creases to  nearlj'  one  half  at  ages  five  to  fourteen, 
and  to  about  two  thirrls  in  the  fifteen  to  twenty-four- 
j'ear  age  range. 

Motor  vehicle  accidents  are  the  largest  single 
cau.se  of  fatal  injuries  among  both  males  and  females 
a t every  ag(>  j)eriod  under  sixty-five  years. 

“The  j)eak  motor  vehicle  accident  death  rate 
among  white  males  occurs  at  ages  twenty  to  twenty- 
four,  where  it  accounts  for  about  70  per  cent  of  the 
total  accident  mortality.  At  no  age  group  among 


the  males  do  the  deaths  sustained  in  motor  vehicle 
accidents  comprise  less  than  30  per  cent  of  the 
total,”  the  statisticians  report.  Among  white 
females  the  mortality  rate  in  motor  vehicle  acci- 
dents for  all  ages  combined  is  about  one  third  that 
among  males. 

Fatal  falls,  although  concentrated  mostly  at  the 
older  ages,  rank  second  to  motor  vehicles  as  a cause 
of  accidental  death  among  white  males  at  all  ages 
combined  and  are  the  leading  cause  of  accidental 
death  among  white  females. 

The  majority  of  drownings  occur  among  males 
and  are  most  prevalent  among  children  and  young 
adults.  Nearly  three  fifths  of  the  drowming  victims 
(excluding  those  associated  with  small  boat  acci- 
dents) are  under  tw'enty-five  years  of  age.  Like 
drownings,  fatal  firearm  accidents  reach  a peak 
among  boys  from  fifteen  to  nmeteen  years  of  age. 

“Accidents  are  not  onb'  a major  killer  but  also  a 
le.ading  cause  of  illness  and  disability.  Data  derived 
from  the  U.S.  National  Health  Survey  show  that  in 
the  year  ended  June,  1958,  approximately  47  million 
persons  sustained  injuries  involving  one  or  more  days 
of  restricted  activity  or  medical  attendance. 

“About  one  third  of  the  males  and  nearly  one 
fourth  of  the  females  in  the  United  States  suffered 
such  injviry  during  that  year,”  the  statisticians  con- 
cluded. 
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Brief  History  of  the  New  York  Post-Graduate  Medical  School 

and  Hospital 


EDWARD  F.  HARTUNG,  M.D.,  NEW  YORK  CITY 
(Associale  ProJeHsor  of  Clinical  Medicine,  New  York  University  School  of  Medicine) 


^ I ''his  is  a fitting  time  to  review,  even 
though  briefly  here,*  the  history  of  tihe 
New  York  Post-Graduate  Medical  School 
and  HospitaP“‘‘  and  to  summarize  the 
reasons  for  its  creation  and  some  of  its 
important  achievements — for  even  the  old 
buildings  it  occupied  will  soon  have  only  a 
historic  reality. 

On  September  1,  1948,  the  school  merged 
with  other  units  of  the  medical  department 
of  the  New  York  University  to  form  what  is 
now  called  the  New  York  University  SchooP 
of  Medicine.  The  hospital  came  under  the 
ownership  of  New  York  University  and  was 
renamed  the  University  Hospital.  The 
buildings  that  hou.sed  the  school  and 
hospital,  on  the  northeast  corner  of  Second 
Avenue  and  20th  Street,  will  soon  be 
turned  over  to  other  ownership  and  other 
uses.  The  new  hospital,  the  construction  of 
which  commenced  in  the  spring  of  1959,  will 
be  located  at  31st  Street  and  First  Avenue 
in  front  and  to  the  north  of  the  present 
Alumni  Hall  of  the  new  Medical  Center. 

First  Postgraduate  Medical  School  iti 
America 

The  name  of  the  school  was  coined  by 
one  of  the  founders,  Daniel  Bennett  St. 
John  Roosa,  M.D.,  who  said  that  they  would 
have  used  the  grammatical  term  “graduate 
instruction,”  had  it  not  seemed  to  fail 

* A more  extensive  history  is  available  in  mimeo- 
graph form. 


altogether  to  indicate  the  kind  of  courses 
and  training  the  school  offered.  Where  the 
term  “postgraduate”  originated,  it  is  almost 
impo.s.sible  to  say.  It  was  used,  said  Roosa, 
by  Columbia  College  in  reference  to  post- 
graduate instruction  in  the  law  and  in  the 
scientific  school  far  back  in  the  early  sixties, 
but  the  term  was  soon  given  up.  Then  the 
University  of  the  City  of  New  York  took  it 
up  in  1875  in  connection  with  their  post- 
graduate medical  courses  which,  as  shown 
below,  led  to  the  founding  of  the  New  York 
Post-Graduate  Medical  School.  The  es- 
tablishment of  this  school  finally  caused 
the  term  to  be  adopted  everywhere. 

The  school  was  dedicated  from  its  start, 
and  primarily  throughout  its  entire  exist- 
ence, to  the  teaching  of  medicine  to  post- 
graduate students,  not  only  to  physicians 
but  also  to  their  paramedical  aids.  It  is 
conceded  that  this  institution  was  the 
first  in  the  United  States  devoted  exclu- 
sively to  the  teaching  of  postgraduate 
medicine,  to  be  followed  in  a matter  of  days 
only,  however,  by  the  New  York  Poly- 
clinic.It  was  also  the  oldest  one  in  the 
world  organized  strictly  as  such  under  one 
roof.  It  was  modeled  after  the  Vienna 
Poliklinik,  but  the  curriculum  was  more 
systematic.  Other  American  institiitions 
taught  graduates  in  medicine  before  1882 
but  always  in  conjunction  with  under- 
graduate teaching — that  is,  in  clas.ses  not 
solely  oriented  to  the  particular  needs  of 
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Fig.  1.  Daniel  Bennett  St.  John  Roosa,  M.D. 
(about  1907). 

practicing  physicians. 

In  1875  a group  of  physicians,  some  of 
whom  became  the  founders  of  the  New 
York  Post-Graduate  Medical  School,  es- 
tablished a postgraduate  medical  center 
under  the  faculty  of  the  medical  depart- 
ment (founded  in  1841)  of  the  University 
of  the  City  of  New  York  (founded  in 
1831),  now  New  York  University.  The 
medical  school  in  those  days  was  situated 
at  426  East  26th  Street  and  after  1897, 
when  it  consolidated  with  Bellevue  Hos- 
pital Medical  College,  was  situated  at  410 
East  26th  Street  on  the  southwest  corner 
of  First  Avenue.  This  last  building  is  still 
standing;  in  fact  it  was  just  recently  aban- 
doned by  the  undergraduate  medical  school 
and  turned  over  to  the  New  York  University 
School  of  Dentistry. 

The  men  responsible  for  postgraduate 
teaching  were  called  the  Supplemental 
or  Post-Graduate  Medical  Faculty.  Thus 
it  can  be  seen  that  the  present  institution  is 
a definite  outgrowth  of  New  York  Uni- 
versity’s own  undergraduate  medical  school. 


By  1881  the  postgraduate  faculty  members 
were  unhappy  with  the  arrangements  avail- 
able to  them.  They  said  that  it  was  def- 
initely unwise  to  teach  postgraduates  in 
the  same  classes  with  undergraduates. 
They  asked  to  be  allowed  to  hire  a separate 
building  and  to  hold  sessions  exclusively  for 
physicians.  There  should,  they  said,  be  a 
truly  separate  faculty  with  a viewpoint 
more  suitable  for  teaching  practicing  phy- 
sicians; they  claimed  that  instead  of  con- 
stituting a faculty  in  reality,  as  they  were 
in  name,  they  were  merely  a set  of  medical 
tutors.*®  William  A.  Hammond,  M.D., 
Surgeon-General  of  the  U.S.  Army  during 
the  Civil  War,  was  one  of  the  most  per- 
sistent proponents  of  these  ideas  and,  in  a 
sense,  was  thus  the  originator  of  the  new 
school. 

These  demands  were  opposed  by  the 
regular  undergraduate  faculty  and  by  the 
majority  of  the  Council  of  the  University. 
The  opposition  was  based  mainly  on  financial 
grounds,  since  the  University  was  com- 
mitted to  great  expense  in  maintaining  its 
academic  college,  and,  as  Dr.  Roosa,  a 
founder  of  the  Post-Graduate,  said,  it 
“chooses”  to  hug  her  feeble  little  college 
rather  than  lift  on  her  strong  arms  the 
University  that  rightfully  belongs  to  her — 
for  New  York  parents  have  long  since  re- 
solved that  college  boys  are  better  off  in 
New  Haven,  Princeton,  and  Williamstown 
than  in  a vast  city.”*’ 

As  a result  of  this  conflict  a meeting  was 
held  in  Dr.  Roosa’s  private  office  in  New 
York  City,  and  six  of  the  postgraduate 
faculty  of  the  University  of  the  City  of 
New  York  resigned  on  April  4,  1882,  for  the 
purpose,  as  they  stated,  of  “founding  a post- 
graduate medical  shool.”*®  *^  The  resigna- 
tion of  a seventh  was  secured  on  the  follow- 
ing day.  A leading  influence  was  Dr.  Roosa, 
an  eye  and  ear  specialist,  for  seven  years  a 
member  of  the  Council  of  the  University 
(Fig.  1).  They  attempted  but  failed  to 
consummate  an  affiliation  with  Princeton 
University  and  then  Cornell.*^  The  formal 
organization  of  the  school  (the  hospital  came 
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later,  in  1884)  took  place  on  June  27,  1882, 
at  the  residence  of  Dr.  Hammond.^'*  Dr. 
Roosa  was  the  first  president  and  remained 
so  until  his  death  in  1908.-^''''^  The  first 
announcement  of  courses  was  published  in 
the  New  York  Medical  Journal  for  August 
19  and  29,  1882.  (The  first  announcement 
by  the  New  York  Polyclinic  appeared  on 
October  28,  1882,  in  the  Medical  RecordN) 

Why  a Separate  Postgraduate  School 
was  Necessary  at  That  Time 

The  reasons  for  the  establishment  of  the 
school  are  well  expressed  in  the  address 
delivered  by  Dr.  Roosa  at  the  inauguration 
exercises  at  Chickering  Hall  on  Fifth  Avenue, 
at  the  corner  of  18th  Street,  the  evening  of 
November  4,  two  days  before  the  opening 
of  the  school.  He  said  that  the  medical 

schools  of  the  city  annually  sent  out  500  or 
more  new  doctors  (1,780  students  in  New 
York  City  in  1879  to  1880)  “to  practice  with 
drugs  and  the  cutting  instruments”  and  that 
a great  change  was  about  to  come  on  the 
existing  system  of  medical  education  of  which 
these  schools  were  not  yet  aware.  Learned 
essays  and  eloquent  harangues,  said  Dr. 
Roosa,  must  give  way  to  colloquial  instruc- 
tion in  the  presence  of  the  patient.  Medicine 
and  surgery  should  not  be  taught  like  law  and 
theology.  The  schools  must  become  vast 
dispensaries,  dissecting  rooms,  and  labora- 
tories. The  science  and  practice  of  medicine 
must  be  taught  by  fact  and  not  by  theory. 
It  was  possible  at  the  time,  he  said,  to 
graduate  from  one  of  the  undergraduate 
schools  after  two  years  of  study  without 
ever  having  seen  a patient!  The  aim  of  the 
postgraduate  school  is  not  to  make  more 
doctors  but  to  improve  those  in  existence 
and  to  establish  a central  place  where 
physicians  may  find  the  instruction  they  de- 
sire. However,  the  Post-Graduate  should 
not  always  continue  in  its  present  detached 
condition.  “It  will  yet,”  Dr.  Roosa  said, 
“be  part  of  a great  University.” 

Early  Locations 

The  first  sessions  of  the  school  were  held 


at  209-211  East  23rd  Street  on  November  G, 
1882,  in  the  College  of  Pharmacy  building 
and  the  store  floor  of  the  adjoining  house. 
Samuel  Lloyd,  M.D.,  said  that  there 
were  accommodations  for  probably  10  bed 
patients.  The  first  clinic  was  conducted  on 
November  7 by  James  L.  Little,  M.D.,  one  of 
the  founders. 

Dr.  Hammond’s  prestige  as  a teacher,  more 
than  any  other  one  thing,  maintained  the 
school  successfully  during  the  first  two 
years  of  its  existence.  He  lectured  in  one 
of  the  rear  rooms  of  this  former  tenement, 
soon  to  be  used  as  a grocery  store,  with  the 
maximum  audience  not  more  than  six  and 
the  neurologic  clinic  largely  dependent  on 
the  man  with  the  “wrist-drop”  who  attended 
the  front  door! 

At  the  first  clinic  there  was  one  matricu- 
late, but  by  the  end  of  the  first  year  (1882  to 
1883)  100  had  matriculated,  and  by  1892  to 
1893  there  were  527.  They  were  from  all 
parts  of  the  country  and  Canada,  and  many 
famous  names  appear  on  the  lists  of  students, 
among  them  William  J.  Mayo,  M.D.,  a ma- 
triculate in  1884,  and  Charles  H.  Mayo, 
M.D.,  in  1889  to  1890  and  again  in  1891  to 
1892. 

The  school  terms  were  seven  weeks  in 
duration,  and  the  fee  for  a full  course  of 
instruction  in  any  one  of  the  10  departments 
of  the  college  curriculum  was  $20  per  term. 

On  January  1,  1885,  the  school  and 
hospital  took  over  the  “Home  for  the 
Friendless”  at  226  East  20th  Street,  now  the 
site  of  Columbus  Hospital.  There  were 
50  beds  and  a faculty  of  34.  The  appliances 
were  crude,  and  the  food  for  the  hospital 
patients  was  rushed  over  by  a Third  Avenue 
restaurant.  A special  act  “to  create  the 
New  York  Post-Graduate  Medical  School 
and  Hospital”  was  passed  on  May  25,  1886, 
by  the  New  York  State  Legislature,  there 
being  no  provision  by  law  up  to  this  time 
for  postgraduate  schools  separate  from 
undergraduate  schools.^® 

At  this  time  the  school  was  being  system- 
atically opposed  by  all  the  undergraduate 
institutions. 
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Fig.  2.  New  York  Post-Graduate  Medical 
School  and  Hospital,  303  East  20th  St.  (Annual 
Report  1902). 


Present  Location 

In  April,  1892,  the  Board  of  Directors 
purchased  the  property  on  the  corner  of 
Second  Avenue  and  20th  Street  for  the 
construction  of  a new  190-bed,  nine-story 
hospital,  the  building  and  property  to  cost 
$759,431  (Fig.  2).  The  building  was  ready 
for  occupancy  in  1894.  An  underground 
stream,  hitherto  unsuspected,  was  en- 
countered when  digging  the  foundation  and 
added  considerably  to  the  consternation  of 
the  Board  of  Directors  and  the  expense 
of  the  project.  This  property  was  part  of 
the  Petersfield  farm  belonging  to  Peter 
Stuyvesant,  the  first  Dutch  governor  of  New 
Amsterdam.  It  finally  devolved  to  Peter 
Stuyvesant  II,  who  died  in  1847,  leaving  all 
his  lands,  from  what  is  now  known  as  10th 
Street  to  21st  Street  and  from  Third  Avenue 
to  the  East  River,  to  his  wife,  nieces,  and 
nephews.  His  will  in  part  reads  as  follows: 

He  or  his  heirs  or  assigns  shall  not  erect, 
suffer  or  permit  on  these  premises  any  brewery, 
distillery,  slaughter  house,  blacksmith  shop, 
forge  or  furnace,  or  soap,  candle,  starch, 
varnish,  vitriol,  glue,  ink  or  turpentine  factory 
or  any  other  factory  for  tanning,  dressing  or 
preparing  skins,  hides  or  leatlier  or  any  cow 
or  livery  stable,  pigsty  or  cattle  yard,  or 
any  other  no.xious  or  offensive  establishment 
whatsoever.^’ 

'riie  Hewitt  Wing,  just  east  of  the  corner 


building,  opened  on  January  11,  1912,  bring- 
ing the  total  number  of  beds  to  406  and  mak- 
ing the  hospital  the  second  largest  in  New 
York  City.  This  addition  was  made  pos- 
sible through  the  bequest  from  Frederick 
Cooper  Hewitt  of  Oswego,  New  York, 
of  over  $1.5  million.  Hewitt  had  been  a 
classmate  of  Dr.  Roosa  at  Yale.  Also 
through  Dr.  Roosa  was  a gift  of  $10,000  in 
1890  from  D.  B.  St.  John  of  Newburgh,  New 
York,  one  of  the  first  to  be  received  from  a 
layman. 

One  of  the  most  recent  gifts,  the  munifi- 
cent one  of  over  $8  million  from  the  Samuel 
H.  Kress  Foundation  during  the  years  of 
1949  to  1957,  came  after  New  York  Uni- 
versity received  jurisdiction  of  the  school. 

In  1924  the  hospital  purchased  and,  on 
January  22,  1925,  opened  the  building  just 
north,  on  the  southeast  corner  of  21st  Street 
and  Second  Avenue,  and  named  it  the  James 
F.  McKernon  Building  in  honor  of  the  presi- 
dent of  the  corporation.  The  Reconstruc- 
tion Hospital  in  1929  and  the  New  York 
Skin  and  Cancer  Hospital  (formerly  the 
Stuyvesant  Square  Hospital  in  which  one 
of  the  Post-Graduate’s  ardent  supporters, 
Charles  C.  Harris,  was  active  for  years)  in 
1934  became  part  of  New  York  Post-Grad- 
uate Medical  School  and  Hospital  by 
amalgamations. 

First  Wards  in  America  for  Babies  Under 
T wo 

The  establishment  of  the  Babies’  Wards 
which  opened  in  November,  1885,  ushered 
in  a new  era  in  pediatric  hospital  care  (Fig.  3). 
Until  this  time  there  had  been  no  hospital 
where  children  under  two  years  of  age  could 
receive  inpatient  care.  In  a city  with 
primitive  civic  health  controls  and  crowded 
at  that  time  with  immigrants,  infant  diarrhea 
was  rife  and  the  mortality  rate  appalling. 

IMuch  disturbed  by  these  facts,  the  author- 
ities of  the  hospital,  while  still  located  at 
226  East  20th  Street,  set  aside  some  air3q 
sunny,  well-eiiuipped,  and  specially  staffed 
rooms  for  infants,  in  addition  to  the  beds  for 
older  children.  From  that  time  on,  the 
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P^iG.  3.  Lining  up  of  the  Babies'  Wards  patients  (Annual  Report  1!)07). 


Babies’  Wards  became  an  outstanding  fea- 
ture of  the  Post-Graduate.  In  the  new 
building  on  20th  Street  and  Second  Avenue, 
an  entire  section  of  two  floors,  the  sunniest 
and  lightest,  was  given  over  to  these  wards, 
with  a separate  entrance  and  elevator  and 
separate  facilities  of  all  kinds.  On  the  floor 
below  were  the  Children’s  Orthopedic  Wards 
I which  have  always  been  an  important  fea- 
[ ture  of  the  hospital.  The  latter  were  super- 
vised from  1893  by  Miss  Christine  Leading- 
ham  from  her  suite  within  the  wards,  where 
she  lived  and  worked  until  her  death  in  1942. 
The  Orthopedic  Department  became  famous 
under  Fred  H.  Albee,  M.D. 

First  Professional  Social  Service 

The  first  Social  Service  in  this  country 
was  started  in  these  Babies’  Wards  by  Henry 
Dwight  Chapin,  M.D.^^  In  1933  he  re- 
ceived the  Columbia  University  medal  “as 
a pioneer  in  hospital  social  service.”  A 
physician  working  in  the  rapidly  increasing 
dispensary  and  hospital  services  for  sick 
poor  persons  “in  this  teeming  metropolis,” 


as  Dr.  Roosa  called  it,  was  deprived  of  the 
knowledge  of  the  family  background  so  well 
known  to  the  family  doctor.  The  Social 
Service  was  based  on  the  idea  that  relief  of 
illness  may  be  made  permanent  and  re- 
currences prevented  by  studying  the  cultural, 
social,  hygienic,  and  economic  background 
of  the  patient.  The  visitors  were  first 
voluntary  workers,  but  by  1894  paid  full- 
time workers  were  employed.  In  that  year 
Dr.  Chapin  published  a record  of  600  cases 
followed  from  1890  to  1892,  and  in  1905,  the 
same  year  in  which  Richard  Cabot,  M.D., 
established  the  first  paid  workers  at  the 
Massachusetts  General  Hospital,  Dr.  Chapin 
reported  on  1,000  cases  followed  from  1900  to 
1902.  Thus  before  1905  a pattern  of  pro- 
cedure had  been  set  up  which  is  more  or  less 
commonplace  in  hospitals  today.  The 
underlying  causes  of  continuing  ill  health 
were,  accoi’ding  to  Dr.  Chapin,  insuffi- 
cient earnings,  bad  housing,  and  ignorance 
on  the  parts  of  the  parents,  with  not  a 
word  about  emotional  factors.  Freud  was 
relatively  unknown  and  just  publishing  his 
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first  books. 

The  Training  School  for  Nurses 

'I'he  training  school  for  nurses  of  the 
New  York  Post-Graduate  Medical  School 
and  Hospital,  the  third  such  school  in  New 
York  City,  was  the  outgrowth  of  the  Babies’ 
Wards  and  their  need  for  special  nursing  care 
of  infants  under  two  years  of  age.  Its  his- 
tory has  been  superbly  written  by  Lena 
Dufton,  a graduate  of  the  school.  Sarah 
McNutt,  M.D.,  in  charge  of  the  Babies’ 
Wards,  called  on  her  sister,  Julia  McNutt, 
M.D.,  who  was  both  physician  and  nurse,  to 
establish  a nurses’  training  school.  The  lat- 
ter inserted  advertisements  in  the  religious 
papers  of  the  country  seeking  to  interest 
“young  ladies  of  culture.”  From  the  replies 
she  selected  five,  which  composed  the  first 
class.  One  of  the  doctors  noted  that  “a  fine 
lot  of  young  women  were  playing  havoc  with 
the  cardiac  and  cephalic  machineries  of 
both  patients  and  doctors.” 

In  1886  Dr.  Roosa  suggested  that  the 
number  of  student  nurses  be  increased  to  12 
so  that  the  general  hospital  might  also  avail 
itself  of  the  services  of  these  “young  women 
of  intelligence  and  refinement.”  A house 
was  rented  as  a home  at  163  East  36th 
Street,  “at  a walking  distance,  gentlemen, 
we  have  no  money  for  carfare.” 

The  formal  opening  of  the  training  school 
was  in  January,  1887.  It  offered  two  years 
(increased  in  1900  to  three  years)  of  training 
for  women,  preferably  from  twenty-five  to 
thirty-five  years  of  age,  who  had  to  be 
prepared  for  an  examination  to  determine 
whether  or  not  they  could  read  well  aloud, 
write  legibly  and  accurately,  and  keep  simple 
accounts.  The  first  class  graduated  in 
1888,  12  in  all. 

The  schedule  of  work  in  those  days  was 
arduous,  to  say  the  least.  The  rising  bell  at 
the  home  was  5:00  a.m.,  and  the  time  for 
duty  at  the  hospital,  some  16  blocks  away, 
to  which  they  had  to  walk,  was  6:30.  All 
walked  except  the  girl  who  carried  the  lunch 
for  the  entire  school  in  her  basket.  She  was 
given  carfare  and  was  allowed  to  ride  the 


horsecar.  Ward  duty  lasted  until  dinner, 
which  was  .served  at  the  nurses’  residence. 
Many  of  the  lectures  at  that  time  were  given 
in  the  evening,  and  it  was  a rare  occasion 
when  a doctor  did  not  appear  in  evening 
clothes  and  impeccable  manners.  On  Sun- 
days ward  rounds  were  usually  made  by  the 
attending  physicians  dressed  in  formal 
“morning  suit,”  and  this  even  in  the  intern 
days  of  the  writer. 

Senior  pupils  and  nurses  were  sent  out  into 
private  homes  to  take  care  of  the  public 
demand  for  trained  nurses.  The  money 
went  to  the  nursing  school  and  was  its  sole 
support  during  the  early  years.  Preparing 
for  operations  in  patients’  homes  and  hotels 
was  a common  duty  in  those  days.  Home 
operations  were  preferred  by  well-to-do 
persons.  In  general  at  this  time  hospitals 
were  considered  suitable  mainly  for  sick  poor 
persons.  Starting  in  1887  nurses  were  also 
sent  to  other  hospitals,  notably  Presbjfferian 
and  Roosevelt  Hospitals,  where  schools  were 
not  yet  established.  This  led  to  the  found- 
ing by  these  hospitals  of  their  own  nursing 
schools.  This  leadership  was  graciously 
recognized  in  a pageant  held  in  June,  1942, 
at  the  fiftieth  anniversary  of  the  founding  of 
the  school  of  nursing  at  Presbyterian 
Hospital. 

On  March  13,  1899,  the  president.  Dr. 
Roosa,  announced  the  gift  from  ]\Ir.  Harris 
C.  Fahnestock,  an  old  and  constant  friend  of 
the  Post-Graduate,  of  “not  less  than  $100,- 
000”  for  the  erection  of  the  training  school  for 
nurses  on  three  lots  purchased  by  him  across 
the  street  from  the  hospital.  In  1905  the 
school  was  registered  by  the  Board  of 
Regents  of  the  State  of  New  York,  making 
official  its  recognition  as  a training  school. 
In  1909  an  additional  $100,000  was  con- 
tributed by  Mr.  Fahnestock  to  enlarge  the 
facilities. 

The  largest  class,  54  members,  graduated 
in  1926.  However,  by  the  time  of  the  great 
depression  there  was  considerable  unemploj’’- 
ment  of  trained  nurses  and,  difficult  as  it 
may  be  for  us  to  believe  today,  it  was  con- 
sidered that  there  was  a gross  overproduc- 
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I tion  of  nurses.  In  1900  there  was  one  nurse 
for  every  6,405  of  the  population  and  in  1928 
; one  for  every  590,  an  increase  of  more  than 
1,000  per  cent.  During  this  period  there 
were  approximately  22,000  nurses  graduating 
annually  in  this  country.  In  1932  the 
' American  Nursing  Association  recommended 
that  as  many  as  possible  of  the  undergrad- 
i uate  nursing  schools  be  discontinued  to  pre- 
vent further  overcrowding  of  the  profession. 
As  a result  of  this,  the  Board  of  Directors  of 
: the  hospital  reluctantly  but  resolutely 
decided  in  1932  to  discontinue  undergraduate 
teaching  of  nurses  and  set  about  the  estab- 
lishment of  courses  of  a postgraduate  order. 
The  last  class  of  nurses  to  receive  diplomas 
was  graduated  in  1 935,  making  a total  of  1 ,438 
nurses  who  had  been  prepared  for  the 
nursing  profession  in  the  fifty  years  since  the 
foundation  of  the  nursing  school.  Since 
1941  nursing  students  from  Skidmore  College 
receive  part  of  their  training  at  the  Post- 
Graduate.'^^ 

Early  Roentgen  Ray  Services 

Another  early  innovation  was  the  installa- 
tion of  a Roentgen  Ray  Laboratory  in  1896. 
This  hospital  and  the  Hahnemann  Hospital 
in  Chicago  were  the  first  in  this  regard  in  this 
country. It  is  worth  mentioning  that 
Roentgen’s  “preliminary  communication” 
was  presented  on  December  28,  1895,  and 
t his  first  public  presentation  given  on  Jan- 
uary 23,  1896.  The  discovery  traveled  with 
unbelievable  rapidity  to  the  four  corners  of 
the  world.  Before  April  of  the  latter  year^ — 
that  is,  two  months  after  the  public  presenta- 
j tion — an  apparatus  was  in  operation  at  the 

New  York  Post-Graduate. 

In  the  magazine  The  Post-Graduate  for 
that  month  there  is  reproduced  a “shadow- 
graph” of  a hand  (Fig.  4)  taken  by  William 
T.  Morton,  M.D.,  professor  of  electro- 
therapeutics and  diseases  of  the  mind  at 
the  Post-Graduate.  Morton  was  also  the 
first  to  produce  high  frequency  currents 
and  to  introduce  them  into  the  practice  of 
medicine  (1881). 


Fig.  4.  Shadowgraph  taken  at  New  York  Post- 
Graduate  Medical  School  and  Hospital  ( The  Post- 
Graduate,  April,  1896,  vol.  11). 


Rapid  Growth 

The  growth  of  the  hospital  and  the  nursing 
school  has  been  outlined  previously.  By 
1912,  it  was  the  second  largest  hospital  in 
New  York  City.  By  1915  there  were  7,000 
surgical  operations  a year.  The  dispensary 
paralleled  this  growth;  by  1915  there  were 
188,000  outpatient  visits  during  the  year. 

The  increase  in  the  annual  registration  of 
postgraduate  students  was  remarkable.  By 
1900  there  were  seven  postgraduate  medical 
schools  in  the  United  States,  but  the  Post- 
Graduate  led  all  in  numbers  of  matriculates 
and  faculty.  The  figures  and,  in  the  early 
years,  often  lists  of  students  are  given  in  the 
school  Announcements.  The  accompany- 
ing graph  (Fig.  5)  may  be  of  interest.  It  is 
based  on  the  number  of  individual  matricu- 
lates, regardless  of  the  number  or  duration  of 
the  courses  taken.  The  effect  of  wars  and 
other  socioeconomic  situations  on  this  graph 
can  be  noted  by  the  reader.  There  is  a sud- 
den drop  in  enrollment  for  two  years  or  so  be- 
fore the  start  of  the  last  two  wars  and  then  a 
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Fkj.  5.  NumlK'r  of  matriculates  1882-1948  (from 
Annual  Reports  and  Annual  Announcements). 


.steep  rise  even  before  the  close  of  each  war. 

In  1956  to  1957  the  Post-Graduate  ac- 
counted for  about  6 per  cent  of  the  national 
enrollment  of  postgraduate  matriculates. 

The  Staff 

The  presidents  of  the  corporation  have  not 
been  many,  Dr.  Roosa  being  president  from 
the  founding  in  1882  until  his  death  in  1908. 
Then  followed  George  N.  Miller,  Al.D.  (1908 
to  1912),  .James  F.  McKernon,  M.D.  (1912 
to  1915  and  1920  to  1928),  Frederic  Sondern, 
M.D.  (1916  to  1920),  Arthur  F.  Chase,  M.D. 
(1928  to  1943),  Edgar  H.  Boles  (1944  to 
1946),  and  Charles  S.  McVeigh,  Acting 
President. 

The  staff  of  the  New  York  Post-Graduate 
Medical  School  and  Hospital,  both  faculty 
and  attending  staff,  has  always  been  large; 
in  the  forties,  for  example,  it  exceeded  700 
members.  This  was  becau.se  almost  all  were 
part-time  men  and  the  teaching  program  was 
extensive.  It  is  most  tempting  to  mention 
many  of  the.se  by  name.  The  Post-Graduate 
attained  con.siderable  stature  by  the  unselfi.sh 
devotion  and  labors  of  many  physicians 
in  addition  to  the  few  already  mentioned. 
But  any  list  would  be  very  long  or  influenced 


by  special  and  personal  interests.  One  can 
say  without  ecpiivocation,  however,  that 
many  of  the  heads  of  departments  have  been 
pre-eminent  in  their  field.  With  few  excep- 
tions, they  were  clinicians  whose  primary  in- 
terest was  clinical  medicine  and  surgery. 
The  research  that  was  done  was  limited 
mainly  to  clinical  investigation  and  the  appli- 
cation of  new  technics.  However,  the 
amount  of  clinical  research  was  very  large, 
and  for  its  quality  the  hospital  can  be  justly 
proud.  Extensive  re.search  was  carried  on  by 
the  Pellagra  Commission  in  the  years  1912  to 
1915.  No  department  was  inactive,  and  a 
bibliography  would  fill  many  volumes. 
Epoch-making  discoveries  are  re.served  for  the 
few  only,  and  even  some  in.stitutions  dedi- 
cated to  research  alone  can  point  to  only  a 
few  great  advances  in  their  long  careers. 

The  younger  generation  must  not  forget 
that  the  ubicjuitous  stress  on  basic  research  is 
new  and  today  is  influencing  even  hospitals 
with  no  university  connections  whatever. 
In  the  first  quarter  of  this  century  it  was  the 
practicing  physicians  and  surgeons  who  were 
most  influential  and  most  revered  by  pro- 
fessional and  lay  people  alike.  The  clini- 
cians were  the  leaders,  the  policy-makers. 
This  is  not  so  today,  whether  for  good  or  evil. 
Today  it  is  the  research  and  full-time 
academic  men  with  large  sums  to  spend  on 
apparatus  and  materials,  fairly  adecjuate 
salaries,  and  freedom  from  the  petty  daily 
minutiae  of  private  practice  who  are  most 
influential  in  medicine. 

In  a longer  history  many  men  could  with 
justice  be  singled  out  for  particular  mention; 
physicians  and  surgeons  who  spent  their 
full  profe.ssional  lives  as  part  of  the  Post- 
Graduate,  men  with  national  and  inter- 
national reputations,  those  with  extensive 
private  practices  among  the  rich  and  the 
poor,  and  teachers  .sought  after  by  hundreds 
of  knowledge-thir.sty  physicians.  Only  yes- 
terday there  were  sui‘g('ons  who  would  com- 
monly perform  10  to  12  major  operations  in 
one  morning  with  speed,  dexterity,  and  pre- 
cision. There  were  physicians  who  knew  the 
art,  and  not  onlj^  the  science,  of  medicine. 
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Fig.  6.  Nurse.s  of  the  Margaret  Fahnestock 
Training  School  leaving  for  service  in  France  with 
the  Post-Graduate  Hospital  unit,  19K). 


The  School  and  Hospital  in  the  W ars 

At  tho  onset  of  the  Spanish-Americtin 
War,  the  nursing  school  played  an  important 
role  in  the  enlistment  of  nurses  and  indirectly 
aided  in  the  formation  of  the  present  Army 
Nurse  Corps,  no  nurses  havinjr  been  em- 
ployed by  the  gotTrnment  for  field  service  up 
to  this  time.  Miss  Annie  M.  Reikert,  head 
of  the  Post-Graduate  nursing  school,  and 
other  heads  of  schools  in  the  United  States 
were  delegated  to  enlist  nurses  for  actual  field 
work.  Their  conduct  and  efficiency  were 
to  determine  whether  or  not  women  should 
henceforth  be  employed  as  nur.ses  in  the 
Army,  regularly  and  without  restrictions  as 
to  area  of  duty.  Their  re(*ord  of  perform- 
ance is  now  history. 

In  World  War  I the  New  York  Post- 
Graduate  Hospital  organized  on  iVIay  8,  191G, 
the  U.S.  Army  Base  Hospital  Number  8. 
Dr.  Lloyd  was  director,  and  Miss  Amy  P. 
I’atmore,  the  chief  nurse;  the  commanding 
officer  was  Major  Joseph  F.  Siler,  U.S.  Army 


Fig.  7.  Ojicration  af  the  New  York  Post-Graduate 
Medical  School  and  Hospital. 


Medical  Corps.  Eleven  months  later  the 
United  States  entered  the  war.  The  Post- 
Graduate  was  among  the  first  to  send  a base 
hospital  out  to  France.  Twenty-five  physi- 
cians, 6")  nurses,  and  loO  enlisted  men  were 
etpiipped  for  a 1,000-bed  hospital  (Fig.  (5). 
Official  orders  were  received  to  proceed  over- 
seas, which  they  did  on  July  29,  1917, 
on  the  transport  “Saratoga,”  only  to  be 
rammed  by  another  steamer  in  New  York 
Harbor.  They  had  to  return  to  New  York 
again  but  finally  left  one  week  later  on  the 
transport  “Finland.”  They  located  at 
Savenay,  Loire  Inferieure,  France,  17  miles 
east  of  St.  Nazaire.  At  one  time  this  base 
had  '),000  patients  with  only  84  nurses. 
By  the  time  the  armistice  was  signed  the 
capacity  had  been  increased  to  18,000  beds. 

The  Post-Graduate  was  also  well  repre- 
sented in  World  War  II;  a unit  of  doctors 
and  nurses,  designated  “Evacuation  Hospital 
Number  7,”  set  out  early  in  1942  for  the 
South  Pacific  area.  By  December,  1944,  a 
total  of  284  members  of  the  attending  staff 
and  44  staff  nurses  had  left,  scattered  world- 
wide in  that  global  war. 

-in  Epitome  of  Medical  History 

The  history  of  medicine  from  1882  to  1948, 
and  indeed  socioeconomic  history  as  well,  is 
of  course  reflected  in  the  changes  that  took 
place  at  Post-Graduate.  An  intriguing  rec- 
ord up  to  the  World  War  I can  be  followed  in 
the  monthly  issues  of  The  Post-Graduate. 
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Fig.  8.  Taking  the  grafts  (The  Post-Graduate, 
August,  1892,  vol.  7). 


Only  a few  examples  can  be  given  here. 

The  era  of  antiseptic  surgery  is  well  de- 
scribed, with  everything  reeking  of  carbolic 
acid.  Dr.  Lloyd  (in  the  late  nineties) 
gives  exact  details  for  preparing  the  linen, 
instruments,  and  operating  room  (Pdg.  7). 
This  arduous  task  he  performed  personally, 
the  night  before  the  operation. 

In  1899  began  big  and  small  controversies 
as  to  antisepsis  versus  asepsis.  The  role  of 
the  beard  was  discussed  with  great  serious- 
ness (Fig.  8).  The  operation  mask  was 
recommended  by  Mikulicz  but  objected  to 
on  the  grounds  that  the  wearers  of  full  beards 
(physicians  of  the  turn  of  the  century  were 
partial  to  these),  by  rubbing  on  the  masks, 
liberated  a great  number  of  germs  over  the 
field  of  operation,  as  shown  by  experimenta- 
tion. 

The  question  of  whether  or  not  to  wear 
gloves  at  operations  was  a heated  one  (Fig.  8). 
At  first  cotton  or  silk  gloves  were  used  but  by 
1900  The  Post-Graduate  said  that  operating 
with  gloves  had  gone  out  of  fashion.  It 
never  had  any  excuse  except  to  save  the 
surgeon  from  thoroughly  washing  his  hands! 
If  any  gloves  were  to  be  used  they  should  be 
made  of  thin  rubber,  it  was  said,  but  the 
advantages  were  less  than  the  loss  of  the 
tactile  sense.  Since  it  was  shown  by  Doder- 
lein  that  it  was  impossible  to  sterilize  the 
hands,  the  abandonment  of  asepsis  and  return 
to  antisepsis  were  advocated.  Long  discus- 
sions took  place  concerning  the  methods  cur- 
rent at  that  time  of  bringing  the  patient  into 
the  operating  room  on  his  own  bed,  dirty 


Fig.  9.  Charles  Carroll  Lee  Alemorial  Ward 
(Annual  Report  1904). 

linen  and  all. 

The  gradual  inflation  of  prices  is  well 
shown  in  this  Post-Graduate  history.  Thus 
in  1902  and  1903  the  board  for  adults  in  the 
wards  was  .|o  to  $10  a week  (Fig.  9) ; the  cost 
to  the  hospital  of  a day’s  care  was  estimated 
in  1904  to  1905  as  around  $2.40  a day. 
Those  who  could  not  pay  the  board  in  full 
were  not  required  to  pay  a fee  for  medical 
attendance.  In  the  same  year,  said  Roosa, 
the  cost  in  Germany  varied  from  35  to  70 
cents  a day.  By  1941  the  cost  to  maintain 
a patient  had  risen  to  $7.37  and  in  1958  to 
$28.81. 

Of  intriguing  interest  is  the  development 
of  laboratory  aids  in  the  diagnosis  and  treat- 
ment of  human  ills,  as  reflected  in  the  history 
of  the  New  York  Post-Graduate  Medical 
School  and  Hospital.  The  examination  of 
tissue  became  increasingly  common  after  the 
1830’s.  At  the  Post-Graduate  Edward  K. 
Dunham,  M.D.,  was  pathologist  to  the 
Babies’  Wards  before  1896.  Chemistry  and 
bacteriology  followed  toward  the  end  of  the 
century.  The  founder  of  the  latter  labora- 
tory was  Henry  T.  Brooks,  M.D.,  who  ar- 
rived in  1900.  It  may  seem  difficult  for  the 
reader  to  realize  that  hospital  laboratories 
for  use  in  routine  clinical  work,  essential  for 
diagnosis  today,  are  hardly  more  than  sixty 
years  old  (Fig.  10). 

Facilities — and  costs,  we  might  add — ex- 
panded rapidly  as  modern  medicine  ad- 
vanced along  technical  lines.  Subsequent 
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Fig.  10.  The  Laboratory  (Annual  Report  1001). 


to  1914  and  to  the  present  day,  men  such  as 
Dr.  Sondern,  Victor  C.  Myers,  M.D.,  Ward  .1. 
MacNeal,  M.D.,  and  Maurice  Bruger,  M.D., 
developed  the  clinical  laboratories  to  the 
point  where  they  were  inferior  to  none  in 
New  York  City.  Parallel  with  this  growth, 
classes  of  TiO  or  more  were  accommodated 
for  practical  work  in  the  laboratory. 

Back  lo.lhntt  Mnler 

In  1931  there  had  been  an  affiliation  with 
the  College  of  Physicians  and  Surgeons  of 
Columbia  University,  but  this  unrestful 
relationship  lasted  only  until  May  1,  1947, 
when  the  Post-Graduate  chose  to  dissolve  it. 
The  causes  of  conflict  were  many  and  need 
not  be  recounted  here.  It  should  be  noted, 
however,  that  this  union  was  an  affiliation 
only,  the  school  and  hospital  reserving 
autonomy.  Such  was  not  to  be  the  case 
with  the  next  consolidation,  the  one  with 
New  York  University. 

In  May,  1948,  the  New  York  University 
Medical  Center  was  organized,  and  on 
December  1, 1948,  the  New  York  Post-Grad- 
uate Medical  School  went  out  of  existence 
by  consolidating  with  the  Post-Graduate 
Division  of  the  College  of  Medicine  of  New 
York  University,  to  form  the  New  York 
University  Post-Graduate  Medical  School. 
The  Post-Graduate  Division  of  the  College 
was  founded  in  1914  and  reorganized  in  1945, 
supported  by  a three-year  grant  from  the 
W.  K.  Kellogg  Foundation.  Further  merg- 
ers resulted  in  the  formation  of  the  New 


York  University-Bellevue  Medical  Center. 
The  old  New  York  Post-Graduate  Hospital 
is  now  the  University  Hospital. 

Beginning  demolition  of  the  old  buildings 
at  414  East  34th  Street,  the  northern  line  of 
the  Center’s  four-block  site,  started  on 
June  7,  1949,  at  a signal  from  Winthrop 
Rockefeller,  Chairman  of  the  Medical 
Center’s  Board  of  Trustees.^*  The  first 
building  to  be  completed  was  the  Institute 
of  Physical  Medicine  and  Rehabilitation, 
then  came  the  Hall  of  Residence,  followed  by 
the  Alumni  Hall.  Dedication  ceremonies 
of  the  Medical  Science  Building  took  place  on 
June  2,  1955.  Ground-breaking  for  the  new 
University  Hospital  commenced  in  the  fall  of 
1959. 

Changing  Needs  of  Postgraduate 
MefUcal  Training 

The  evolulion  of  postgraduate  training 
facilities  whiiJi,  in  fact,  laid  the  pattern  for 
improvement  in  undergraduate  education, 
esjK'cially  through  its  emphasis  on  bedside 
teaching,  is  exemplified  in  the  history  of 
New  York  Post-Graduate  Medical  School 
and  the  courses  offered  from  its  inception  to 
the  present  day.  Postgraduate  education  is 
of  course  distinct  from  graduate  education; 
the  latter  is  best  undi'rtaken  by  the  under- 
graduate faculty,  the  stress  being  on  basic 
science,  the  courses  prescribed,  an  examina- 
tion given  or  a thesis  defended,  and  in  some 
instances  a degree  conferred.  The  principles 
of  postgraduate  medical  education  are  differ- 
ent and,  for  good  or  evil,  place  less  stress 
on  basic  science  and  more  on  clinical  med- 
icine, diagnosis,  and  treatment. 

The  criticism  of  the  Post-Graduate  and 
similar  institutions,  certainly  as  early  as  1902 
and  with  ever  louder  crescendo  thereafter, 
was  that  the  courses  were  being  used  by 
physicians  and  surgeons  to  attain  specialty 
status.  In  1902  there  was,  for  example,  the 
criticism  by  a past-president  of  the  American 
Medical  Association,  a prominent  practi- 
tioner “in  this  city,”  in  a lecture  before  the 
annual  meeting  of  the  Medical  Society  of 
the  State  of  New  Y ork.  He  complained  that 
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the  postgraduate  medical  schools  attempt 
to  make  specialists  in  a short  time,  e\"en 
charging  that  in  six  weeks  men  come  from 
these  schools  claiming  to  be  specialists.  Dr. 
Iloosa  took  vehement  issue  with  this,  point- 
ing out  that  at  least  80  per  cent  of  the  stu- 
dents at  the  Post-Graduate  were  general 
practitioners  and  wi.shed  to  remain  so. 
However,  some  of  the  one-to-two-year  full- 
time courses  were  designed  and  used  as 
steps  to  specialization.  The  methods  by 
which  one  attained  specialization  in  those 
days,  and  really  up  to  a few  years  ago,  were 
unregulated  and  haphazard.  What  could  a 
physician  do  except  attach  himself  to  a 
man  already  a specialist  and  watch  other 
specialists  at  work?  Dr.  Roosa’s  own  educa- 
tion was  typical  of  the  better  kind,  his  prep- 
aration for  ophthalmology  being  a year  in 
Berlin  and  Vienna,  where  he  observed  as 
much  or  as  little  as  he  pleased  but  probably 
had  no  opportunity  actually  to  handle 
patients. 

By  the  late  twenties  it  was  obvious  that 
the  present  system  must  be  discarded,  that 
criteria  and  Specialty  Boards  must  be  estab- 
lished, and  that  specialty  residencies  and 
ade(}uate  graduate  training  programs  must 
be  organized.  These  changes  culminated 
about  the  time  of  the  amalgamation  of  the 
Post-Graduate  with  Columbia  University  in 
1981  and  resulted  in  the  elimination  of  many 
courses  too  long  or  too  detailed  for  the  gen- 
eral physician  and  too  short  and  inadequate 
for  preparation  for  specialization. 

But  what  about  short  refresher  and  reorien- 
tation courses?  These  too  were  under 
criticism.  In  1910  the  Andrew  Carnegie 
Foundation  rendered  a now  famous  repcn-t  by 
Dr.  Abraham  Flexner  on  the  state  of  medical 
education.  Flexner  had  no  sympathy  “with 
even  the  best  postgraduate  schools,  because 
they  have  not  so  far  been  connected  with 
great  universities.”  He  was  referring  to 
the  lack  of  stress  on  basic  science  and  the 
incompetence  of  many  postgraduate  schools. 
“Flexner  did  not  realize,”  said  The  Posf- 
(iraduale  in  1910,  which,  with  Dr.  Roo.sa, 
clung  to  the  opinion  that  postgraduate  teach- 


ing can  best  be  done  by  a separate  post- 
graduate faculty,  “that  undergraduate  med- 
ical schools  cannot  furnish  what  is  required 
hy  practicing  physicians.  Johns  Hopkins, 
Harvard,  etc.,  have  all  failed  in  their  post- 
graduate medical  courses  and  they  are  still 
wondering  why.”  However,  the  adverse 
comments  were  repeated  and  expanded  at 
the  well-known  Conference  on  Aledical 
Education  in  Chicago,  February  16,  1916, 
at  which  H.  D.  Arnold,  M.D.,  of  Harvard 
reported  as  Chairman  of  the  Committee  to 
Investigate  Graduate  Medical  Instruction. 
The  President  of  the  Post-Graduate,  Dr. 
McKernon,  discussed  this  report  at  the 
time  and  reversed  the  criticism  somewhat, 
stating  that  “when  the  undergraduate  schools 
give  us  better  material,  we  will  turn  out  a 
better  finished  product.”  This  report  is 
very  pertinent  today,  forty-five  years  after 
its  publication. 

It  is  admitted  that  a physician  is  unin- 
formed in  the  latest  results  of  applicable 
medical  research  even  five  years  after  grad- 
uation, unless  he  is  one  of  the  fortunate 
few  who  have  remained  with  a teaching 
institution.  How,  then,  can  this  lag  be 
remedied  for  the  general  practitioner  and 
indeed  for  many  “certified”  specialists?  Xo 
suitable  comprehensive  plan  is  in  sight  to 
meet  this  urgent  need.^”  That  X*ew  York 
University  is  playing  a pre-eminent  role, 
however,  is  seen  by  the  fact  that  in  the 
period  from  September,  1 966,  through  August 
81,  1967,  the  enrollment  of  individual 

physicians  for  postgraduate  courses  in  the 
United  States  totaled  approximately  20,000, 
of  which  1,220,  or  6 per  cent,  had  enrolled 
at  New  York  University  Post-Graduate 
Medical  School. 

There  is  a gradual  growth  of  facilities  for 
postgraduate  instruction,  but  it  is  decidedly 
haphazard  in  nature.  Some  suggestions 
emerge  when  viewing  this  history  of  the  first 
postgraduate  school  in  America.  However, 
many  fundamental  questions  are  still  un- 
re.solved.  For  example,  who  can  best  teach 
the  postgraduate  student : the  full-time  staff 
of  the  undergraduate  school  or  competent 
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clinicians  in  active  practice?  The  trend  at 
the  present  time  is  toward  the  former  prefer- 
ence, and  yet  any  comprehensive  plan  would 
demand  more  time  and  effort  than  the  full- 
time undergraduate  faculty  is  able  or  willing 
to  give.  There  are  also  (juestions  of 
organization  to  attain  over-all  coverage  and, 
above  all,  the  costs  and  who  is  to  pay  them. 
Public  even  more  than  professional  interests 
demand  that  these  problems  be  solved 
soon. 

This  is  the  challenge  to  the  new  Post- 
graduate. 

.')80  Pakk  Avenue,  New  York 
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The  Advantages  of  the  Practice  of  Medicine  in  Rural  Areas 
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God  made  the  countnj,  and  man  inode  the 
town. — William  Cowper,  The  Sofa,  in  the 
Task,  book  1,  line  7^9. 

The  country  doctor  lias  a universal  practice  of 
medicine;  he  attends  his  people  through- 
out the  cycle  of  life  and  nature,  from  the  spring- 
time of  birth  through  the  winter  of  old  age. 

Spring 

In  the  spring  there  is  a rebirth  of  nature  when 
buds  unfold.  It  is  the  time  of  jilanting,  when  the 
•seed  is  set  deep  into  the  sod  where  it  dies  to  bring 
forth  new  life.  So,  too,  in  the  human  being 
there  is  a time  when  woman  becomes  pregnant 
and  gives  birth.  The  services  of  the  rural 
physician  begin  in  this  springtime  of  life  with 
obstetrics. 

The  child  is  given  the  routine  care  of  formula, 
supplemental  vitamins,  and  {leriodic  check-ups. 
The  baby  grows  stronger  from  week  to  week.  As 
the  months  roll  on  he  grows  jihysically,  and  in  a 
short  time  his  jiersonality  is  definitely  formi'd. 
Almost  all  parents  are  flabbergasted  to  learn  that 
their  “little  angel”  has  a mind  of  his  own.  He  even 
becomes  finicky  about  his  feeding.  As  soon  as  he 
learns  how  to  talk,  the  child  invariably  learns  how 
to  say  “No.”  Then  he  is  capable  of  giving  some 
heartaches.  When  he  has  injections  to  protect 
him  aginst  pertussus,  diphtheria,  tetanus,  polio- 
myelitis, and  small  pox,  he  becomes  actively 
conscious  of  his  environment.  The  parents  are 
ready  to  swoon  when  their  darling  attempts  to 
ingest  anything  from  Grandpa’s  sleeping  pills  to 
rat  poison.  He  sometimes  falls  awkwardly  and 
may  need  a few  sutures  or  a splint  for  a broken 
bone. 

The  child  in  the  country  has  less  chance  of  being 
injured  by  automobiles  on  the  street  and  high- 
ways than  a youngster  in  the  city.  However,  in 
the  country  the  child  may  be  injured  by  unusual 
accidents  such  as  snake  bites,  insect  bites  (very 
alarming  at  times),  poison  ivy,  falls  from  trees, 
or  drowning  in  ponds  or  pools.  Many  accidents 
are  due  to  trauma  from  horses,  bulls,  tractors,  ax 


cuts,  and  gunshot  wounds,  especially  during  the 
hunting  .season.  The  country  is  easier  for  raising 
children  and  seems  to  favor  normal  growth  of 
3'oungsters.  There  is  always  an  ample  supply  of 
fresh  pasteurized  milk.  There  is  less  noise,  less 
traffic,  and  less  smog,  and  the  fresh  clear  air  is 
a joy  to  breathe. 

In  the  country  the  average  child  enters  kinder- 
garten in  a centralized  school  system  at  the  age  of 
four  years  and  nine  months.  Attending  school 
in  a rural  district  means  that  Mother  has  the  duty 
of  taking  little  Johnny  to  school  personally  or 
that,  if  he  happens  to  live  in  the  farm  areas  be- 
yond the  legal  limit  of  walking,  he  is  picked  up 
by  a school  bus.  In  the  school  the  children 
are  usually  protected  from  illness  for  the  .school 
maintains  a part-time  doctor,  three  full-time 
nurses,  a full-time  dental  hygienist,  and  a 
])sychologist.  Recess  to  a country  pupil  means 
playing  outdoors  under  the  trees. 

Summer 

The  early  summertime  of  life  starts  when 
the  child  enters  the  higher  grades  of  school  and 
lasts  until  he  graduates  from  college.  Most  of  the 
])U{)ils  who  attend  school  attend  a public  school. 
There  is  provided,  however,  voluntary  religious 
('ducation  in  the  Protestant,  Catholic,  and  Jewish 
faiths.  Religious  education  starts  from  the  first 
grade  and  is  continued  through  the  senior  class 
in  high  school.  This  summertime  of  life  corre- 
sponds to  the  time  of  the  Mayflower,  the  moun- 
tain laurel,  and  roses  that  bloom  all  along  the 
countryside,  filling  the  air  with  their  perfume. 

Most  country  boys  and  girls  in  New  York  State 
finish  grade  school  at  the  age  of  eleven  jTars 
and  seven  months,  that  is,  the  sixth  grade  in 
June  of  the  year.  The  pupil  cannot  leave  school 
until  the  age  of  sixteen  (in  the  city  at  the  age  of 
seventeen).  However,  boys  may  leave  earlier 
with  special  permission  of  the  New  York 
State  Guidance  Division  in  such  cases  as  illness. 
Occasionally  girls  leave  school  because  of  preg- 
nancy. 

Eighty  per  cent  of  eighth  graders  enter  high 
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school.  The  national  average  is  55  to  60  per  cent. 
Rural  students  enter  high  school  at  the  average 
age  of  thirteen  years  and  nine  months  and  grad- 
uate at  seventeen  years  and  seven  months. 
About  80  per  cent  finish  high  school. 

Of  those  students  graduating  from  high  .school 
about  65  to  70  per  cent  of  the  boys  and  girls 
attend  institutions  of  higher  learning.  The 
girls  .studj'  teaching  and  nursing.  The  boys 
enter  college  to  learn  enginc'cring,  law,  teaching, 
accounting,  and  business  admini.stration. 

Disability  of  high  school  students  in  New  York 
State  on  the  basis  of  2,060  students  was  found 
to  be:  dental,  982;  overweight,  52;  orthopedic, 
20;  heart,  15;  tonsils,  14;  posture,  14;  asthma, 
8;  epilepsy,  4;  diabetes,  4;  and  underweight,  3. 
Of  the  2,060  students  examined,  69  students 
were  referred  to  the  school  pyschologist.  One 
was  further  referred  to  a mental  hygiene  clinic, 
and  12  were  referred  to  a child  hygiene  clinic 
for  emotional  problems.  The  average  number 
of  take-home  calls  by  school  nurses  is  2 pupils 
per  day. 

. iuluinn 

Our  country  life  drifts  swiftly  into  the  late 
summer  and  autumn  of  life  when  the  green  leaf 
turns  yellow.  It  is  the  age  of  life  when  boys  and 
girls  become  adults,  with  marriage  and  childn'u. 
The  average  age  of  marriage  for  both  girls  and 
boys  is  twenty-one  or  twenty-two,  immediately 
after  college  graduation,  not  at  high  school  ag(> 
as  is  commonly  thought.  The  youngest  mar- 
riage recorded  in  New  York  State  (with  the 
permission  of  the  count)'  judge)  was  that  of  a 
girl  of  fourteen  and  her  si)ouse  of  eighteen.  The 
oldest  marriage'  was  at  the  age  of  seventy. 

The  types  of  factory  and  business  found  in  a 
small  town  are  cutlery,  wood  turning,  umbrella 
handles,  antennae,  babies’  clothes,  and  handker- 
chief factories,  farming,  garages,  bar-and-grill, 
motels,  hotels  (summer  resort),  rooming  houses, 
and  a hospital  (50  bed).  Most  of  the  citizens 
own  their  own  homes,  and  almost  everyone  has 
a television  set,  a radio,  and  an  automobile. 

The  usual  diseases  are  the  same  as  those 
found  among  city  dwellers : influenza,  pneumonia, 
fractures,  appendicitis,  gallbladder  disease,  and 
ulcers.  Many  people  may  have  the  idea  that 
those  who  live  in  the  country  escape  vascular 
diseases,  but  I believe  it  to  be  true  that  a person 
is  as  healthy  as  his  arteries.  It  is  the  author’s 
opinion  that  the  incidence  of  coronary  heart 


disease,  especially  in  middle-aged  individuals, 
is  increasing.  It  is  also  interesting  that  quite 
a number  of  farmers  develop  arthritis;  this  is 
attributed  to  the  strenuous  physical  life  and  work 
in  the  wet  fields. 

W inter 

The  winter  of  life  ensues  and  is  accompanied 
by  a ho.st  of  disabilities.  The  old  have  their 
share  of  cataracts,  prostatic  hypertrophy,  as- 
thenia, hip  fractures,  heart  disease,  and  strokes. 
Yet  there  are  many  old  peo])le  in  the  country 
who  still  do  active  farming.  It  is  fa.scinating  to 
study  the  genealogies  of  families  in  the  country; 
many  individuals  live  into  the  eighties  or  nineties 
and  not  a few  are  centenarians,  regardless  of 
what  previous  life  they  led.  Infections,  ac- 
cidents, smoking,  drinking,  and  hard  physical 
labor  do  not  interfere  with  their  long  years  lived 
in  good  health  and  clarity  of  mind.  For  ex- 
ample: The  death  rate  in  this  community  of 
5,000  was:  1956,81;  1957,111;  1958,90;  1959, 
76;  and  1960,  79. 

Knou'ledge  of  the  ('.ommunity 

It  is  the  wish  of  every  physician  to  be  able  to 
practice  not  only  the  science  of  medicine  but 
also  the  art  of  his  profes.sion.  It  .seems  fair  to 
say  that  the  doctor  who  practices  medicine  in  a 
rural  community  knows  more  about  his  pcojile 
in  a general  way  than  does  a city  physician. 
The  size  of  a community,  its  smallness,  offers 
him  an  opportunity  to  know  practically  everyone 
in  the  town — at  least  everyone  in  the  town 
knows  him.  After  many  years  in  a rural  com- 
munity a i)ractitioner  knows  by  heart  the  life 
situation  of  almost  everyone  in  the  community. 
He  develops  a sensitivity  in  making  a true 
diagnosis  because  he  knows  so  well  the  family 
history  of  the  patients. 

There  is  a real  atmosphere  of  independence 
in  the  practice  of  medicine  in  a small  town. 
Of  all  the  medical  problems  encountered,  at 
least  90  per  cent  can  be  handled  skillfully  by  the 
country  doctor.  There  are  occasions,  however, 
when  the  country  physician  must  refer  his 
patients  to  a specialist.  An  example  of  such  a 
situation  occurred  last  winter  when  a sixty-year- 
old  male  nurse  complained  of  some  pain  in  the 
left  groin.  He  stated  that  his  left  inguinal 
hernia  was  “kicking  up.’’  During  the  next  two 
days  the  pain  became  severe  and  the  left  leg 
discolored.  The  family  doctor  sensed  the 
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trouble  and  rushed  the  patient  to  a New  York 
medical  center.  The  diagnosis  of  a ruptured 
aneurysm  of  the  left  femoral  artery  was  made,  and 
shortly  thereafter  the  patient  was  operated  on, 
a plastic  segment  of  artery  replacing  the  diseased 
part.  Today  the  j)atient  is  alive  and  well.  As 
a matter  of  fact,  the  other  day  1 met  him  in  a 
supermarket,  shopping. 

Another  striking  case  was  that  of  a A'oung 
married  woman,  eighteen  years  of  age,  who 
after  four  months  of  jiregnancy  developed 
congestive  heart  failure.  She  had  a congenital 
defect  of  the  heart  (patent  ductus).  The  j)a- 
tient  was  removed  to  the  city  and  oj)erated  on, 
and  her  congestive  heart  failure  cleared  up  like 
magic.  At  term  she  gave  birth  to  a normal 
bab}’  boy.  Up  to  the  ])resent  time  both  baby 
and  mother  are  doing  well.  It  is  es])ecially  true 
of  country  doctors  that  they  automatically 
develo])  a very  keen  sense  for  medical  problems 
which  they  know  they  can  handle  rightly  and  for 
those  which  require  the  ser\dces  of  a specialist. 

In  a rural  community  the  doctor  has  the  op- 
portunit}'  to  know  the  ])atient,  his  family,  his 
relatives,  and  the  community  as  a whole.  The 
neuroses  and  psychoses  are  clearly  seen  in  relation 
to  heredity.  The  near-psychotic  persons  are  no- 
ticed at  a glance.  Contrary  to  urban  medical 
practice,  the  patient  or  his  relatives  are  not 
questioned  too  much  because  of  the  well-known 
fact  that  in  a village  the  family  picture  is  there 
for  everyone  to  see.  As  an  e.xample,  there  is  no 
secret  of  Bill’s  excessive  drinking  and  his  develoj)- 
ing  delirium  tremens.  The\'  say,  “Look  at  his 
father.  He  died  in  an  insane  asylum  thirty  years 
ago  of  the  .same  thing.” 

Epilepsy  and  similar  diseases  demonstrate 
themselves  as  in  an  open  book.  Migraine  can 
b(‘  traced  in  family  |>atterns.  small  town  is 
like  a family  when  it  has  to  deal  with  illness. 
Diseases  are  recognized  almost  as  easily  as  ])eople 
can  differentiate  the  makes  of  cars  or  refrigerators. 

When  there  is  an  epidemic  of  measles,  many 
mothers  recognize  the  value  of  convale.scent 
serum  which  surely  can  modify  the  course  of  the 
disease.  The  mothers  also  know  the  fact  that 
it  might  be  better  for  daughter  Helen  to  have 
the  measles  so  that  she  will  be  immune  later  on 
in  life,  thus  avoiding  any  complication  during 
pregnancy  with  its  possibility  of  injury  to  the 
baby. 

In  rural  areas  the  closc'iiess  of  peo|)le  allows 
them  greater  opportunity  to  observe  disease  in 


a general  way.  It  affords  equally  the  physician 
who  is  specially  trained  to  learn  much  more  than 
would  be  feasible  in  a city  population.  It  is 
amusing  to  hear  a parent  pick  up  the  telephone 
and  ask  the  family  doctor,  “,\re  the  chickenpox 
around?” 

Activities  of  the  Rural  Physician 

The  practice  of  medicine  in  a rural  pojmlation 
does  not  limit  itself  to  any  one  activity.  Its 
sco])e  is  always  general.  The  ph3'sician  in  the 
true  sense  of  the  word  takes  care  of  the  individual 
from  birth  to  the  grave.  The  doctor’s  moral 
fiber  controls  his  medical  conscience — what  he 
can  do  and  what  he  cannot  perform.  If  the 
plyysician  happens  to  be  trained  in  certain  special 
fields  of  medicine,  he  most  assuredh’  should 
l)ractice  his  specialty.  For  exami)le,  it  is  botli 
right  and  desirable  for  the  doctor  with  special 
training  and  residenc\'  in  urolog\-  to  use  cx’stos- 
cop,y  and  retrograde  urograpln'.  If  his  back- 
ground is  dermatology',  he  may  wisely  spend 
his  time  as  a “country  sjiecialist”  in  skin  di.s- 
orders.  The  general  practitioner  with  this  type 
of  training  is  actually  encouraged  to  continue 
and  jK'rfect  his  si)ecialt\'.  For  exami)le,  on  our 
small  staff  of  10  doctors,  one  reads  all  the  elec- 
trocardiograms. .Vlso  certain  individuals  in 
rural  practice  are  excellent  small  town  surgeons. 
They  of  course  do  not  tackle  all  types  of  major 
surgery,  but  they  are  very  well  qualified  to 
perform  appendectomies,  operations  for  gall- 
bladders, ruptured  ulcers,  hernias,  and  tonsils 
and  adenoids,  as  well  as  the  ordinary  emergency 
surgery  which  is  necessitated  by  industrial 
accidents  and  automobile  mishaps.  This  tyjK* 
of  rural  surgery  is  good  as  long  as  it  is  sensibly 
restricted.  As  a rule,  a fully  qualified  surgeon 
who  is  a member  of  the  staff  comes  to  the  rural 
hospital  to  perform  difficult  surgical  procedures 
such  as  gastrectomies  and  thyroidectomies. 
General  ])ractitioners  on  the  staff  of  the  hospital 
handle  obstetrics.  There  is  a consultant  in  this 
specialty  as  in  others.  .\s  a rule  the  cesarean 
sections  and  difficult  forceps  deliveries  are  per- 
formed by  the  consultant  or  by  the  general 
surgeon.  Practically  every  doctor  on  the  staff 
can  admini.ster  an  anesthetic  with  remarkable 
safety.  For  the  past  twenty-five  years  this 
routine  has  gone  along  well  with  no  serious  J 
mishap.  1 

The  doctor  in  a rural  an'a  oft('u  becomes  a t 
member  of  the  Board  of  Education  or  is  elected  1 
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as  a medical  examiner.  During  the  war  years, 
the  jjhysicians  who  did  not  go  into  the  military 
services  carried  out  \’ast  programs  of  instruction 
in  first  aid  and  supervision  of  blood  banks. 

Presentl}’  in  this  area  of  rural  practice  there 
exists  a First  Aid  and  Rescue  Squad  with  two 
ambulances,  on  duty  twenty-four  hours  a day 
throughout  the  year.  The  doctor  contacts  the 
Squad  by  calling  the  local  Police  Department. 
Financial  support  conies  from  local  voluntarj' 
contributions,  but  First  Aid  volunteers  receive 
no  salary.  The  work  done  b}'  the  First  Aid  and 
Rescue  Squad  is  efficient,  and  the  First  Aid 
workers  are  a dedicated  group  of  men  and  women. 

The  rural  medical  community  has  its  own 
medical  society  with  a jiresident,  vice-president, 
and  secretary-treasurer  elected  annually.  There 
are  monthly  meetings  at  which  business  is 
transact(‘d  and  iiajiers  on  general  tojiics  given 
by  guest  speakers.  The  topic  of  a recent  paper 
was  hypertension.  The  local  medical  society 
also  cooperates  with  its  county  medical  society 
when  there  is  an  opportunity  to  hear  a jirominent 
medical  authority. 

In  addition,  the  rural  medical  practitioner 
may  go  to  the  city  to  take  jiostgraduate  courses. 
He  has  books,  medical  journals,  medical  tape 
recordings,  and  medical  long-playing  records 
which  all  contribute  to  his  knowledge  of  the 
progress  of  medicine. 

The  village  hospital,  which  is  the  workshoj)  of 
all  the  physicians,  is  centrally  located  and  may 
be  reached  bj'  car  in  a few  minutes.  This  fact 
is  of  utmost  imjiortance  not  only  to  the  physician 
and  patient  but  equally  to  the  relatives  who 
visit  sick  |)ersons. 

Then'  is  a trend  today  for  many  doctors  to 
go  into  group  jiractice.  This  type  of  practice 
has  been  in  existence  in  our  rural  area  for  more 
than  seven  years.  It  seems  to  work  out  well 
for  both  the  doctors  in  the  medical  group  and 
the  remaining  private  general  practitioners. 
So  far,  group  j)ractice  does  not  seem  to  interfere 
with  the  role  of  the  family  doctor  as  long  as  the 
medical  group  does  not  control  the  hospital 
staff  and  outside  consultants  are  available. 

There  is  a question  in  the  author’s  mind  as  to 
whether  or  not  group  practice  is  better  than 
independent  practice.  Group  practice  invariably 
leads  to  specialization  or  at  least  to  special  in- 
terests in  other  fields  of  medicine,  thereby  r(>- 
(lucing  the  number  of  true  family  doctors.  It 
do('s  not  always  satisfy  the  desires  and  ne('ds  of 


many  ])eo])le  to  have  a physician  as  “my  doctor,” 
to  whom  they  turn  for  advice  on  many  medical 
problems. 

Hunting  and  Fishing 

Practicing  medicine  in  a rural  community 
in  New  York  State  has  many  other  advantages, 
esj)ecially  for  those  who  are  interested  in  fishing 
and  hunting.  It  is  not  uncommon  to  see  Dr. 
Jones  get  out  of  bed  at  5:30  in  the  morning, 
have  breakfast,  and  secure  the  bait  for  a morning 
of  fishing,  .\ngling  in  this  area  is  mainly  for 
bass,  jjickerel,  and  trout.  Most  of  the  streams 
are  stocked  with  brown  trout  (which  originated 
in  Germany),  noted  for  their  smartness  and 
fighting  ability.  The  country  has  a few  private 
fishing  clubs,  but  there  are  more  than  enough 
streams  where  fishing  is  oj)en  to  the  public. 

The  wilderness,  the  natural  beauty,  and 
privacy,  together  with  ideal  fishing  conditions, 
make  the  country  a joy  forever  for  the  fisherman. 
.\mong  the  natives  fishing  season  becomes  a 
matter  of  as  much  communitj'  interest  and 
excitement  as  a bull  fight  does  in  Spain.  It 
is  a sport  which  has  many  rituals  and  creates  in 
man  a sense  of  serenity  and  joy.  One  of  my 
patients  told  me  that  fishing  was  a form  of 
{)rayer  and  a way  of  retreat  from  the  world 
for  a few  hours,  before  returning  home  tired 
but  refreshed  and  haii])y. 

Hunting  is  equally  if  not  more  popular  in  the 
country  as  a sport,  for  small  game  and  especially 
for  deer  and  bear.  The  deer  herd  in  this  i>art 
of  the  country  is  one  of  the  largest  in  the  United 
States,  and  hundreds  are  taken  each  year. 
The  city  dweller  may  think  that  bears  are  hunted 
only  in  Canada  or  .\laska,  but  the  wild  animal 
makes  his  appearance  here  in  Ulster  Countj'. 

It  is  quite  a spectacle  to  see  hunters,  both 
male  and  female,  dressed  in  red  hunting  coats 
and  caps,  wearing  tags  on  their  backs,  and  carry- 
ing long  rifles,  in  .search  of  deer.  This  scene  is 
part  of  our  community  life.  Many  a doctor 
is  excused  during  deer  season,  because  the  pa- 
tients realize  that  “Old  Doc”  must  have  some 
recreation  too. 

The  sports  of  fishing  and  hunting  reach  greater 
proportions  than  actually  meet  the  eye.  Well- 
organized  clubs  are  formed,  and  it  is  an  .Mnerican 
tradition  that  the  clubs  participate  in  the  sport- 
ing ceremony  of  annual  game  meals.  On  these 
occasions  sportsmen  discuss  their  hobbies,  and 
much  time  is  spent  in  narrating  stories  of  hunting 
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and  fishing — and  the  stories  are  endless.  Friends 
meet  and  consider  their  game  as  a jjriceless 
troph3^  Prizes  are  awarded  to  the  biggest 
buck  with  the  greatest  number  of  spikes  and 
to  the  biggest  trout  netted.  Of  course,  the 
local  small  town  press  is  jiresent,  eager  to  obtain 
all  the  news  w'hich  will  appear  in  the  local  weeklj^ 


papers,  with  the  names  and  pictures  of  the 
men  and  their  game. 

Life  in  the  countrj’  will  never  suffer  from 
the  comple.xities  and  frustrations  of  city  life  as 
long  as  men  and  women  take  keen  enjojTnent 
in  their  work  in  the  midst  of  unspoiled  natural 
surroundings. 


West  First  in  Health  Benejit  Groivlh 


The  West  in  lUtiO  showed  a greater  growth  in 
health  insurance  benefits  received  from  insurance 
companies  than  any  other  region  of  the  United 
States,  the  Health  Insurance  reported  in  an  esti- 
mate of  I960  benefits  by  states.  The  total  amount 
of  health  benefits  paid  by  insurance  companies  in 
1!)60  was  more  than  .S3.1  billion,  an  increase  of  8 per 
cent  over  the  S2.9  billion  distributed  in  19.59. 

.More  than  .$.570  million  in  benefits  were  ])aid  last 
year  to  people  in  the  13  Western  states.  This  was 
an  increase  of  nearly  1 1 per  cent  and  .$55  million 
over  1959.  The  Midwest  had  the  greatest  dollar 
increase,  .$72  million;  it  climbed  from  nearly  $962 
million  to  $1,034  inillion  in  benc'fits  to  show  an  in- 
crease of  7.5  per  cent  for  its  12  states. 


The  nine  Northeast  states  increased  their  benefits 
from  $723  to  $772  million,  a growdh  of  6.8  per  cent. 
Nearly'  $771  million  in  benefits  were  paid  last  year  to 
people  in  the  16  Southern  states;  this  was  an  in- 
crease of  8 per  cent  over  the  $714  of  1959. 

On  a state  level,  Cahfornia  led  once  again  in 
benefit  payments,  but  the  greatest  percentage  in- 
crease over  1959  was  recorded  by  residents  of 
Wyoming.  Insurance  companies  paid  nearly  $392 
million  in  benefits  in  California  while  persons  in 
Wyoming  received  $5  million  in  benefits,  44  per  cent 
more  than  in  1959.  New  York  trailed  California 
in  amount  of  benefits  received  from  insurance  com- 
panies with  $321  million  being  distributed  in  the 
State,  an  increase  of  7.2  per  cent  over  1959. 
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A Physician  s Report  on  Project  Hope 


ALEX  SAHAGIAN-EDWARDS,  M.D.,  NEW  YORK  CITY 


PHYSICIANS  in  New  York  State  will  be  hearing 
more  and  more  of  Project  Hope  in  the  next 
few  months.  A large  scale  publicity  and  fund- 
raising campaign  is  about  to  be  launched  for  the 
general  public,  and  therefore  the  medical  com- 
munity should  be  informed  of  this  immensely 
pertinent  endeavor. 

AA'ithin  the  past  year  the  imagination  of  the 
public  has  been  captured  by  the  announcement  of 
President  Kennedy’s  Peace  Corps.  I have  just  re- 
turned from  three  months  in  Indonesia  with 
Project  Hope  which  anticipated  the  Peace  Corps 
by  several  years.  The  purpose  of  this  project 
is  to  bring  modern  medical  training  at  a post- 
graduate level  to  doctors,  nurses,  and  para- 
medical jiersonnel  in  underdeveloped  areas  of  the 
world.  The  program  centers  about  the  S.  S. 
Hope,  formerly  the  Navy  hospital  ship.  Consola- 
tion, \ihich  has  been  converted  to  a floating 
university  medical  center.  Its  facilities  include 
a fully  equipped  pathology  laboratory,  roentgen- 
ology department,  medical  library,  and  auditorium 
with  closed-circuit  television  connected  to  modern 
operating  rooms  and  ward  beds  with  a capacity 
for  300  patients. 

Project  Hope  is  supported  entirely  by  voluntary 
contributions  and  staffed  by  American  volunteer 
nurses  and  doctors.  As  such  it  represents  a 
gesture  of  good  will  of  American  citizens  without 
any  government  affiliation.  It  affords  an  oppor- 
tunity for  cultural  and  scientific  exchange  at  the 
grass  roots  level.  The  personnel  of  Hope  worked 
directly  with  their  counterparts  at  all  pro- 
fessional levels.  Indonesian  surgeons  “scrubbed” 
with  American  surgeons,  both  on  board  ship  and 
in  Indonesian  hospitals.  A staff  of  22  Indonesian 
nurses  joined  the  ship  at  Djakarta,  the  capital  of 
Indonesia,  and  worked  alongside  American  nurses 
throughout  the  six  months  visit.  Hope  laboratory 
technicians  visited  Indonesian  laboratories  to 
observe  and  advise  Indonesian  technicians. 

It  should  be  stressed  that  this  is  primarily  a 
teaching  program.  Lectures  and  seminars  were 
given  at  the  university  medical  schools  to  under- 
graduates, hospital  staff,  and  jiracticing  physi- 
cians. Patients  admitted  to  the  S.S.  Hope  posed 
essentially  diagnostic  and  therapeutic  problems. 
They  served  as  teaching  cases,  and  Indonesian 


interns  and  residents  made  studies  of  them  as 
they  would  in  an  American  hospital.  Teaching 
rounds  were  made  daily,  and  combined  staff  con- 
ferences were  held  regularly.  In  most  cases  this 
was  the  only  opportunity  young  Indonesian 
doctors  would  have  to  experience  the  American 
method  of  jiostgraduate  medical  training. 

Since  Indonesia  is  an  archipelago  of  3,000  or 
more  islands,  the  goal  of  teaching  could  not  be 
achieved  at  all  ports  of  call.  For  example, 
the  island  of  Sumbawa  has  a physician  population 
of  two  for  almost  half  a million  people.  Here,  an 
outpatient  clinic  was  set  up  on  the  beach,  and,  of 
necessity,  the  activities  were  limited  to  straight 
jiatient  care.  However,  two  midwives  from 
Hope  worked  in  the  field  with  native  midwives  and 
had  an  opportunity  to  teach  such  basic  technics  as 
hygiene  and  antisep.sis. 

Most  of  the  medical  specialties  were  represented 
on  the  Hope  staff  by  board-qualified  or  certified 
physicians.  Many  doctors  left  busy  practices  or 
obtained  leaves  of  absence  from  academic  appoint- 
ments for  as  long  as  two  to  three  months.  There 
was  no  remuneration  for  their  services  other  than 
liayment  of  their  passage  to  Indonesia  and,  of 
course,  their  full  maintenance  on  board  the  shij). 
All  participating  physicians  felt  this  was  an 
extremely  rewarding  experience.  The  case  mate- 
rial was  so  fascinating  and  abundant  that  there 
was  some  question  as  to  who  was  benefiting  most 
from  the  medical  experience.  For  example,  our 
gynecologist  learned  that  the  incidence  of 
choriocarcinoma  has  been  increasing  in  South- 
east Asia  since  World  War  II  and  had  an 
opportunity  to  see  many  cases  of  this  relatively 
uncommon  neoplasm.  The  urologist  was  startled 
to  observe  the  tremendous  number  of  bladder  and 
kidney  stones  in  infants  and  children.  It  was 
unfortunate  that  there  was  no  time  to  conduct  an 
investigation  on  the  possible  etiology  of  such  fre- 
quent urolithiasis. 

It  is  too  early  to  evaluate  the  impact  that 
Project  Hope  has  made  in  Indonesia.  The  evi- 
dence to  date,  however,  suggests  that  it  will  be 
very  successful.  The  Indonesian  government  has 
built  a 250-bed  orthopedic  hospital  and  has  asked 
the  Hope  officials  to  help  staff  it.  This  is  partic- 
ularly significant  in  the  light  of  the  fact  that  the 
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Russians  were  permitted  to  build  a hospital  in 
Djakarta,  but  it  was  stipulated  that  Russian 
physicians  and  nurses  would  not  staff  it.  Invita- 
tions from  virtually  every  country  in  Southeast 
Asia  have  been  extended,  and  next  month  the  S.S. 
Hope  goes  to  South  Vietnam  for  four  months  of 
service  in  Saigon.  With  this  type  of  response. 


the  People  to  People  Health  Foundation, 
sponsors  of  Project  Hope,  are  considering  the 
activation  of  other  Navy  hospital  ships.  Those 
who  are  interested  in  obtaining  further  informa- 
tion can  write  to  Project  Hope,  1818  M Street, 
N.  W.,  Washington  6,  D.  C. 

22  East  40th  Street,  New  York  16 


Support  the 

^Benefit  Concert 

June  28,  1961 

Carnegie  ^all 
York  Chy 
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Harry  Eugene  Anthony,  M.D.,  of  Moravia,  died 
on  April  0 at  his  home  at  the  age  of  eighty-two.  Dr. 
Anthony  graduated  in  1901  from  the  University  of 
Maryland  Sehool  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  an  honorary 
attending  physician  at  Cortland  Memorial  Hos[)ital. 
Dr.  Anthony  was  a member  of  the  Cayuga  Cotinty 
M(‘dical  Society,  the  .Medical  Society  of  the  State 
of  Xew  York,  and  the  American  Medical  .\ssocia- 
tion. 

Max  George  Berliner,  M.D.,  of  Brooklyn,  died  on 
March  22  at  the  age  of  s(!venty-three.  Dr.  BerliiK'r 
rec(‘ived  his  medical  degree  from  the  University  of 
Kiel  in  1911.  Me  was  a member  of  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  Xew  York,  and  the  American  Medical 
Association. 

Guilford  Swathel  Dudley,  M.D.,  of  Xew  York 
City,  di(al  on  April  llO  at  Xew  York  Hospital  at  the 
age  of  seventy-one.  Dr.  Dudley  graduated  in  191U 
from  Cornell  University  Medical  College  and  in- 
terned at  Bellevue,  St.  Luke’s,  and  Sloane  Hospitals. 
He  was  an  attending  in  surgery  at  Manhattan  Eye, 
Ear  and  Throat  Hospital  and  a consultant  in 
surgery  at  Bellevue  and  Ijawrence  (Bronxville) 
Hospitals.  From  1931  to  1949  he  had  been  director 
of  the  Second  Ck)rn(;ll  Surgical  Division  at  Bellevue 
Hospitiil  as  well  as  a former  professor  of  clinical 
surg(;ry  at  Cornell  Medical  College.  Dr.  Dudley 
was  a Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  Xew  York  Academy  of  Medicine,  the 
Xew  York  Surgical  Society  the  Xew  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
Xew  York,  and  the  American  Medical  Association. 

Kenneth  Gordon,  M.D.,  of  Rensselaer,  died  at  his 
home  on  .January  1 at  the  age  of  fifty-four.  Dr. 
Cordon  graduated  in  1932  from  Tufts  College 
Medical  School.  He  was  an  a.ssociate  attending 


physician  at  Memorial  Hospital  (Albany)  and  a 
Rensselaer  school  phy.sician.  Dr.  Gordon  was  a 
member  of  the  Rensselaer  County  Medical  Society, 
the  Medical  Society  of  the  State  of  Xew  York,  and 
the  American  Medical  A.s.sociation. 

Bernhard  Ralph  Loewy,  M.D.,  of  Peu'kskill,  died 
at  Peekskill  General  Hospital  on  April  28  at  the  age 
of  seventy-two.  Dr.  Loewy  graduated  in  1912  from 
Xew  York  University  and  Bellevue  Hospital  Medical 
School.  A fornier  head  of  the  health  department,  he 
was  an  honorary  attending  physician  at  Peekskill 
General  Hosj)ital.  Dr.  Loewy  was  a member  of  th(‘ 
Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  X’'ew  York,  and  the  .\m(“iican 
•Medical  Association.  ^ 

Daniel  Joseph  McAuliffe,  M.D.,  of  Xew  Rochelle 
and  the  Bronx,  died  on  April  2(i  at  Mi.sericordia 
Hospital  at  the  age  of  forty-eight.  Dr.  McAuliffe 
graduated  in  1938  from  Columbia  University 
College  of  Physicians  and  Surgeons.  Director  of 
surgery  at  the  Frances  Schervier  Hospital,  River- 
dale,  he  was  al.so  an  associate  in  surgery  .at  St. 
Francis  Hospital  (Bronx),  an  assistant  in  surgery  at 
St.  Joseph’s  Hospital  (Yonkers),  and  an  associate  in 
surgery  (th.vroid)  at  the  Bronx  Eye  and  Ear  In- 
firmary. Dr.  McAuliffe  was  a member  of  the 
•\merican  Geriatrics  Society,  the  Industrial  Medical 
Association,  the  Bronx  Surgical  Society,  the  Bronx 
County  Medical  Socic'ty,  the  Medical  Society  of  the 
State  of  Xew  York,  and  the  American  Medical 
Association. 

Samuel  David  Piquet,  M.D.,  of  Mattituck,  died  on 
April  24  at  his  home  at  the  age  of  eighty-eight.  Dr. 
Piquet  graduated  in  1899  from  Long  Island  College 
Hospital  Medical  School.  Retired  in  1939,  he  had 
been  a surgeon  for  the  Long  Island  Rail  Road.  Dr. 
Piqiiet  was  a member  of  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


W)iat  do  we  lire  for  if  it  is  not  to  make  life  less  difficult  for  each  other. — Gkowje  Eliot 
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Physicians  Art  Exhibit  at  A.M.A.  Meeting — The 
twenty-fourth  annual  exhibition  of  the  American 
Physicians  Art  Association  will  be  held  June  26 
through  30  in  New  York  City  in  conjunction  with 
the  annual  meeting  of  the  American  Medical 
Association.  The  exhibit  will  include  works  of 
sculpture,  painting,  crafts,  and  photography  by 
physicians  throughout  the  United  States. 

Further  information  can  be  obtained  from: 
Alfred  A.  Richman,  M.D.,  Secretary,  American 
Physicians  Art  Association,  307  Second  Avenue, 
New  York  3,  New  York. 

Course  in  Electrodiagnosis  and  Electromy- 
ography— The  Department  of  Physical  Medicine 
and  Rehabilitation  of  the  New  York  Medical  Col- 
lege, Metropolitan  Medical  Center,  announces  a 
one-week  course  in  electrodiagnosis  and  electromy- 
ography to  be  held  September  18  through  22. 

The  course  is  planned  to  provide  for  physicians 
detailed  instruction  in  the  principles,  technics, 
and  instrumentation  involved  in  electrodiagnosis 
and  electromyography.  It  will  consist  of  lectures, 
seminars,  clinical  demonstrations,  and  laboratory 
sessions. 

For  further  information  and  application  forms 
write  to:  Raymond  C.  Lerner,  M.S.S.W.,  Coordina- 
tor, Postgraduate  Education,  Department  of 
Physical  Medicine  and  Rehabilitation,  New  York 
Medical  College,  1 East  105th  Street,  New  York  20, 
New  York. 

New  Volume  Available  in  Army  Medical  Series — 
The  Historical  Unit  of  the  U.S.  Army  Medical 
Service  has  announced  the  publication  of  the 
sixteenth  volume  of  the  series,  “Medical  Depart- 
ment, U.S.  Army,  in  World  War  II.”  The  title 
of  the  new  book  is  Preventive  Medicine  in  IF arid  IF ar 
II,  Volume  V. 

The  volume  may  be  purchased  from  the  Superin- 
tendent of  Documents,  Government  Printing  Office, 
Washington  25,  D.C. 

Course  on  Theory  and  Practice  of  Psychoanalysis 
— The  American  Institute  for  Psychoanalysis  will 
present  a five-session  orientation  course  in  the 
theory  and  practice  of  p.sychoanalysis,  at  the 
Karen  Homey  Clinic  Building,  329  East  62nd 
Street,  New  York  21,  New  York.  Two  series  of 
five  lectures  will  be  given  on  Tuesdays  at  8:30  p.m. 


beginning  October  3,  1961  and  March  6,  1962. 
Clinical  examples  will  be  used  to  illustrate  funda- 
mental principles.  Part  of  each  evening  will  be 
devoted  to  questions  and  discussions. 

Psychiatric  interns  and  residents  of  American 
Medical  Association-approved  hospitals  are  eligible 
to  apply  for  this  course,  which  is  open  to  them 
without  fee. 

For  further  information  write  to:  Harold  Kelman, 
M.D.,  American  Institute  for  Psychoanalysis,  329 
East  62nd  Street,  New  York  21,  New  York. 

Grants  to  Study  Hemorrhagic  Disorders — 
Fellowships  in  the  studies  of  hemorrhagic  disorders, 
and  research  grants  in  the  studies  of  hemorrhagic 
disorders,  are  being  offered  by  the  National  He- 
mophilia Foundation. 

The  Foundation  is  primarily  interested  in  pilot 
projects  of  a nature  that  would  not  be  eligible  for 
National  Institutes  of  Health  grants. 

Projects  should  be  submitted  to:  Martin  C. 

Rosenthal,  M.D.,  Medical  Adviser,  National  He- 
mophilia Foundation,  175  Fifth  Avenue,  New  York 
10,  New  York. 

Workmen’s  Compensation  Board  Appoints  Seven 
Doctors — Col.  S.  E.  Senior,  chairman  of  the  Work- 
men’s Compensation  Board,  has  announced  the 
appointment  of  7 physicians  to  a panel  of  impartial 
medical  experts  to  serve  the  Board  in  fields  of 
orthopedics  and  cardiology  in  the  metropolitan 
New  York  area. 

The  appointees  will  devote  their  professional 
insurance  consultant  services  exclusively  to  the 
Board  in  helping  to  resolve  complex,  disputed  medi- 
cal issues  in  compensation  cases. 

Members  of  the  new  panel  are:  Adolph  R.  Berger, 
M.D.,  cardiologist,  attending  physician,  Beekman 
Hospital,  Veterans  Hospital,  and  Bellevue  Hospital; 
J.  Scott  Butterworth,  M.D.,  cardiologist,  president- 
elect, American  Heart  Association;  Arthur  Alan 
Fischl,  M.D.,  cardiologist,  physician  and  director 
of  medicine.  Queens  General  Hospital;  Halford 
Hallock,  M.D.,  orthopedic  surgeon.  New  York 
Orthopedic  Hospital,  Columbia-Presbyterian  Medi- 
cal Center,  and  chief  orthopedic  surgeon,  Vanderbilt 
Clinic;  Leonidas  A.  Lantzounis,  M.D.,  orthopedic 
surgeon,  Presbyterian  and  French  Hospitals;  Joseph 
Elias  Milgram,  M.D.,  director  of  orthopedics. 
Hospital  for  Joint  Diseases;  and  Melvin  Brent 
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Watkins,  M.D.,  associate  orthopedic  surgeon, 
New  York  Orthopedic  Hospital  and  Columbia- 
Presbyterian  Medical  Center. 

Woman’s  Auxiliary  to  A.M.A.  to  Hold  Con- 
vention— The  Woman’s  Auxiliary  to  the  American 
Medical  Association,  Inc.,  will  hold  its  thirty-eighth 
annual  convention  June  26  through  29  in  New  York 
City.  The  Hotel  Roosevelt  will  be  the  convention 
headquarters.  Mrs.  Harry  F.  Pohlmann,  is  chair- 
man, and  Mrs.  John  L.  Neubert,  cochairman  of  the 
committee  on  local  arrangements. 

Guests  at  the  opening  of  the  convention  will 
include:  William  L.  Wheeler,  Jr.,  M.D.,  chairman, 
committee  on  arrangements,  American  Medical 
Association;  Norman  S.  Moore,  M.D.,  immediate 
past-president.  Medical  Society  of  the  State  of 
New  York;  Mrs.  Milton  W.  Kogan,  immediate 
past-president  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York;  Mrs. 
Paul  Ivkovich,  president.  Woman’s  Auxiliary  to  the 
Michigan  State  Medical  Society;  and  Leonard 
.Martin,  Ph.D.,  director  of  the  American  Medical 
Association’s  Department  of  Economic  Research. 

Grant  Given  to  Study  Hepatitis — The  John  A. 
Hartford  Foundation,  Inc.,  has  awarded  a $408,900 
grant  to  the  Presbyterian  Hospital,  New  York  City, 
to  support  a three-year  study  of  hepatitis. 

Hepatitis  is  endemic  throughout  the  world  and 
is  now  recognized  as  a serious  health  problem  in  this 
country.  The  Public  Health  Service  reported 
41,000  cases  in  1960  against  23,000  in  1959,  an 
increase  of  78  per  cent.  During  the  first  sixteen 
weeks  of  1961,  28,000  cases  were  reported,  an  increase 
of  130  per  cent  over  the  corresponding  period  of 
1960.  The  di.sease  has  reached  epidemic  levels  in 
some  communities. 

Postgraduate  Radio  Programs — The  July  schedule 
of  postgraduate  radio  programs  being  presented 
by  the  New  York  Academy  of  Medicine’s  Com- 
mittee on  Special  Studies  is  as  follows: 

July  1 — “Experimental  Pathologj"  of  Tobacco 
Smoke:  Bronchial  Pathology  in  Man,’’  Oscar 

Auerbach,  M.D.,  associate  professor  of  pathology. 
New  York  Medical  College. 

July  8 — “Surgical  Treatment  of  Conductive 
Deafness,’’  Joseph  L.  Goldman,  M.D.,  director. 
Department  of  Otolaryngology,  The  Mount  Sinai 
Hospital,  New  York  City. 

July  15 — “Etiology  and  Management  of  Acne 
Vulgaris,’’  Frank  E.  Cormia,  M.D.,  associate  pro- 
fessor of  medicine  (dermatology),  Cornell  University 
Medical  Center. 

July  22 — “Communication  and  Public  Health,” 
Henry  B.  Makover,  M.D.,  professor  of  preventive 
medicine,  Albert  Einstein  College  of  Medicine. 


July  29 — “The  Temporal  Organization  of  Living 
Systems,”  Colin  S.  Pittendrigh,  Ph.D.,  professor 
of  biology,  Princeton  University. 

The  programs  will  be  broadcast  on  Saturdays  at 
4:30  P.M.,  on  Station  WBAI  (FM  99.5  megacycles). 

Fellowship  Program  of  Arthritis  and  Rheumatism 
Foundation — The  Arthritis  and  Rheumatism  Foun- 
dation offers  predoctoral,  postdoctoral,  and  senior 
investigatorship  awards  in  the  fundamental  sciences 
related  to  arthritis  for  work  beginning  July  1,  1962. 
Deadline  for  applications  is  October  31,1961. 

These  awards  are  intended  as  fellowships  to 
advance  the  training  of  young  men  and  women  |of 
promise  for  an  investigative  or  teaching  career. 
They  are  not  in  the  nature  of  a grant-in-aid  in  sup- 
port of  a research  project. 

The  program  provides  for  three  awards:  (1) 

Predoctoral  Fellowships  are  limited  to  stvidents  who 
hold  a bachelor’s  degree.  Each  applicant  studying 
for  an  advanced  degree  must  be  acceptable  to  the 
individual  under  whom  the  work  will  be  done. 
These  Fellowships  are  tenable  for  one  year,  with 
prospect  of  renewal.  Stipends  range  from  $2,000 
to  .$3,000  per  year,  depending  on  the  family  respon- 
.sibilities  of  the  Fellow. 

(2)  Postdoctoral  Fellowships  are  limited  to 
applicants  with  the  degree  of  Doctor  of  Medicine, 
Doctor  of  Philosophy,  or  their  equivalent.  These 
F'ellowships  are  tenable  for  one  year,  with  prospect 
of  renewal.  Stipends  range  from  $5,000  to  $7,000 
per  year,  depending  on  the  family  responsibilities 
of  the  Fellow. 

(3)  Senior  Investigator  Awards  are  made  to 
candidates  holding  or  eligible  for  a “faculty  rank” 
such  as  instructor  or  assistant  professor  (or  equiva- 
lent) and  who  are  sponsored  by  their  institution. 
Stipends  are  from  $7,000  to  $10,000  per  year  and 
are  tenable  for  five  years. 

For  further  information  and  application  forms 
write  to:  Medical  Director,  Arthritis  and  Rheuma- 
tism Foundation,  10  Columbus  Circle,  New  York  19, 
New  York. 

Medical  Reporting  Award — John  Maguire,  science 
writer  for  the  Albany  Times-Union  has  been  named 
the  winner  of  the  Annual  Empire  State  Award  for 
Excellence  in  Medical  Reporting. 

Mr.  Maguire  received  the  $500  award  from  Her- 
man E.  Hilleboe,  M.D.,  State  Health  Commis- 
sioner, at  the  opening  session  of  the  annual  meeting 
of  the  Medical  Society  of  the  State  of  New  York. 

The  award  is  sponsored  by  the  Medical  Society 
of  the  State  of  New  York  and  Annual  Health  Con- 
ference Inc.,  on  behalf  of  the  New  York  State 
Health  Department.  The  award  was  established 
to  encourage  sound  medical  reporting  in  New  York 
State  and  to  recognize  the  significant  contributions 
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to  public  knowledge  and  understanding  of  health 
and  medicine  that  are  made  by  rej^orters  and  news- 
l)ai)ers. 

Certificates  of  honorable  mention  were  awarded 
to  Miss  Mildred  Spencer,  Buffalo  Evening  News, 
and  Mrs.  Nora  Applegate,  Westchester  County 
Publishers,  Inc. 

Special  public  service  awards  were  given  to  The 
Buffalo  Courier  Express  and  Westchester  County 
Publishers  Inc. 

Queens  Hospital  Center  Offers  Courses — The 
Queens  Hospital  Center  will  offer  the  following 
courses  in  the  coming  months: 

“Course  in  Radioactive  Isotopes  for  Technicians’’ 
— consisting  of  8 sessions  of  four  hours  each  to  be 
held  every  Wednesday  afternoon  from  1:00  to 
5:00  e.M.,  from  September  27  to  November  15. 

“Course  in  Special  Radiation  Procedures  in  the 
Treatment  of  Cancer” — a one-week  intensive 
cour.s(>  starting  Monday,  Octolx'r  1(1. 

For  further  information  contact:  Philli]}  J. 

Kalian,  M.D.,  Supervising  Medical  Superintendent, 
Queens  Hospital  Center,  82-08  104th  Street, 

.Jamaica  32,  New  York. 

Rehabilitation  Center  at  Albany  Medical  Center 
Hospital — E.stablishment  of  a Primary  Rehabilita- 


tion Center  at  the  .Albany  Medical  Center  Hospital 
has  been  announced  by  Herman  E.  Hilleboe,  M.D., 
State  Health  Commissioner. 

Under  terms  of  an  agreement  between  the  Hos- 
pital and  the  State  Health  Department,  the  .Albany 
Rehabilitation  Center  will  receive  up  to  ■S50,000  a 
year  in  support  of  any  deficit  resulting  from  its 
operation. 

The  Center  is  the  third  in  a Statewide  program 
which  calls  for  a network  of  12  primary  centers 
affiliated  with  medical  schools  and  teaching  hos- 
])itals,  and  15  associate  rehabilitation  centers.  The 
plan  was  develo])ed  by  Governor  Rockefeller’s  office 
with  the  as.sistance  of  the  Committee  on  Rehabilita- 
tion of  the  Interdepartmental  Health  and  Hos]jital 
Council  which  includes  the  Departments  of  Educa- 
tion, Health,  Insurance,  Mental  Hygiene,  and 
Social  Welfare. 

Pamphlet  on  Cataract  and  Glaucoma  The 
Public  Health  Service  has  announced  the  publica- 
tion of  a pamphlet  entitled  “Cataract  and  Glaucoma 
— Hope  Through  Re.search.”  The  pamphlet  de- 
scribes these  two  principal  causes  of  blindness  and 
tells  how  the  ailments  may  be  arrested  or  prevented. 

Single  copies  may  be  obtained  without  charge 
from:  Superintendent  of  Documents,  Government 
Printing  Office,  Washington  25,  D.C. 


Person  a U I ies 


Retired 

George  E.  Daniels,  M.D.,  New  York  City,  on 
June  30  as  clinical  professor  of  psychiatry  and 
director  of  the  Columbia  University  College  of 
Physicians  and  Surgeons  Psychoanalytic  Clinic 
for  Training  and  Research. 

Honored 

Milton  Miles  Berger,  M.D.,  New  York  City, 
with  a testimonial  luncheon  given  by  the  Association 
for  Improvement  of  Mental  Health,  on  May  13. 

twarderl 

H.  McLeod  Riggins,  M.D.,  New  A'ork  City,  the 
Distinguished  Service  .Award  of  the  University  of 
North  Carolina. 

tppoin  ted 

Oscar  K.  Diamond,  M.D.,  Queens  Village,  as 
director  of  Manhattan  State  Hospital,  Wards  Island 
. . . George  S.  Goldman,  M.D.,  New  A'ork  City, 
as  clinical  professor  of  psychiatry  and  director  of  the 
Ckjiumbia  University  College  of  Physicians  and 
Surgeons  Psychoanalytic  Clinic  for  Training  and 
Research  . . . Herman  IC  Hilleboe,  M.D.,  Albany, 
reappointed  to  the  Expert  Advisory  Panel  on  Public 
Health  Administration  of  the  World  Health  Organi- 


zation. 

Elected 

Seymour  S.  Bluestone,  M.D.,  West  Haverstraw, 
as  president  of  the  newly-organized  .Association  of 
Rehabilitation  Facilities  of  Upstate  New  York  . . . 
Edward  C.  Hughes,  M.D.,  Syracuse,  as  president- 
elect of  the  American  College  of  Obstetricians  and 
Gynecologists. 

Speakers 

Vincent  J.  Collins,  M.D.,  New  York  City,  on 
June  13,  in  Detroit  at  the  annual  convention 
of  the  Catholic  Hospital  Association,  on  the  topic 
“Recent  Interesting  Advances  in  .Anesthesia”  . . . 
Max  P.  Cowett,  M.D.,  New  York  City,  at  the 
Hebrew  University-Hadassah  Medical  School  in 
Jerusalem  on  June  7 on  the  topic  “The  Place  of 
Proctology  in  the  Medical  School”  . . . William 
Dement,  M.D.,  New  AMrk  City,  on  the  subject 
“Experimental  Studies  of  Sleep  and  Dreaming” 
and  Werner  Engel,  M.D.,  New  AMrk  City,  on  the 
subject  “Reflections  on  the  Psychiatric  Consequen- 
ces of  Persecution — An  Evaluation  of  Restitution 
Claimants”  before  the  Association  for  the  .Advance- 
ment of  Psychotherapy,  Inc.,  on  May  19  . . . Theo- 
dore G.  Klumpp,  M.D.,  Sands  Point,  on  May  4,  at 
a luncheon  meeting  of  the  Brand  Names  Foundation. 
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JUST  PUBLISHED! 

1961  Edition  of  the  “BLUE  BOOK” 

THE  MEDICAL  DIRECTORY 
OF 

NEW  YORK  STATE 

NON-MEMBERS  OF  THE  MEDICAL  SOCIETY 
ORDER  YOUR  COPY  FROM: 

Medical  Society  ot  the  State  of  New  York 

750  Third  Avenue,  New  York,  New  York 

($20.00  per  volume  plus  3%  sales  tax  in  New  York  City) 

To  avoid  duplication  of  orders,  please  state 
when  ordering  for  hospitals,  societies,  com- 
panies, etc. 


LITTMANN 
COMBINATIOI^ 
STETHOSCOPE 

A WHOLLY  NEW  IN 
STRUMENT  with  no  ex- 
posed springs  and  e 
sleek,  functional  ap- 
pearance. The  open- 
and-diaphragm  chest- 
piece  is  precisely  posi- 
tioned to  either  side  by 
a positive  click  stop. 

SUPERIOR  ACOUSTIC  PROPERTIES.  It  is  unsur- 
passed for  the  perception  of  cardiac  murmurs 
and  other  faint  auditory  phenomena. 

COVIPACTNESS.  It  is  the  lightest  (S'/j  oz.)  and 
most  compact  combination  stethoscope  avail- 
able. Fits  snugly  into  most  pockets. 

CONSTRUCTION.  Precisely  and  enduringly  fab- 
ricated of  stainless  steel,  high  impact  Delrin 
and  Tygon. 

ATTRACTIVE,  STREAMLINED,  MODERN. 

To  CARDIOSON  ICS,  P.O.  Box  122,  Belmont  78,  MassachuselU 
Send  one  stethoscope  for  a 10  day  free  examination  to : 

NAME  

ADDRESS 

CITY ZONE  STATE 

Enclosed  $24.00  for  one  □ Send  Bill 
tethoscope  postpaid  $24.00  plus  posti-' 


GER-O-FOAM I 


(aerosol  foam) 


relieves  pain,  spasm; 
improves  function 
increases  tolerance 
to  exercise 


GER-O-FOAM’s  exclu- 
sive formula  provides 
for  the  first  time  deeply 
absorbed  analgesic- 
anesthetic  agents  in 
aerosol  form— to  per- 
meate and  anesthetize 
sensory  nerve  endings. 

Relief  in  minutes,  lasting 
for  hours  in  . . . rheuma- 
toid arthritis,  osteoar- 
thritis, muscle  sprain, 
fibromyositis,  low  back 
pain  . . . even  in  chronic 
intractable  cases. 

GER-O-FOAM  combines: 
Methyl  salicylate  30%,  ben- 
zocaine  3%,  in  a neutralized 
emulsion  base,  permitting 
fast  penetration  through  the 
stratum  corneum. 


and  reprint  from 

GERIATRIC  PHARMACEUTICAL CORP. 

Bellerose,  New  York 

Pioneers  In  Geriatric  Research 


1.  Gordon,  E.  E.  and  Haas,  A.: 
Industrial  Medicine  & Surgery 
28:217,  1959. 
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American  Geriatric  Association 

The  American  Geriatrics  Association  will  meet 
in  the  Waldorf-Astoria  Hotel,  New  York  City, 
June  22  through  24. 

Further  information  may  he  obtained  from: 
Richard  J.  Kraemer,  M.D.,  2907  Post  Road, 
Warwick,  Rhode  Island. 

North  American  Conference  on  Infertility 

The  North  American  Conference  on  Infertility, 
sponsored  by  the  International  Fertility  Association, 
will  be  held  at  the  Barbizon-Plaza  Hotel,  New  York 
City,  June  23  through  25. 

For  further  information  write  to;  Maxwell 
Roland,  M.D.,  Chairman  of  Registration,  North 
American  Conference  on  Infertility,  109-23  71st 
Road,  Forest  Hills  75,  New  York. 

American  Medical  Writers  Association,  Metro- 
politan New  York  Chapter 

Saturday,  June  24,  has  been  announced  as  the 
date  for  a general  meeting  of  the  Metropolitan 
New  York  Chapter,  American  Medical  Writers 
Association,  to  w^hich  all  members  and  their  guests 
are  invited.  The  meeting  will  be  held  in  the 
auditorium  at  the  Ho.spital  for  Special  Surgery, 
535  East  70th  Street,  New  York  City,  beginning 
at  9 A.M.  and  ending  at  3 p.m.,  with  luncheon 
served  in  the  hospital  cafeteria  at  noon.  Russell 
L.  Cecil,  M.D.,  New  York  City,  chapter  president, 
will  preside  at  the  meeting. 

Theme  for  the  session  will  be  “The  Doctor 
Meets  the  Medical  Press.”  Among  those  who 
will  participate  are:  Mr.  William  White,  New 

York  City,  editor.  Medical  World  News;  William 
L.  Laurence,  New  York  City,  science  writer.  New 


York  Times;  and  Robert  D.  Graupiier,  M.D., 
director  of  clinical  investigation,  Ciba  Pharmaceu- 
ticals, Summit,  New  Jersey. 

The  meeting  is  open  to  all  members  and  their 
guests  and  to  anyone  interested  in  this  subject. 
General  discussion  will  follow  each  speaker’s  pre- 
sentation, and  the  audience  will  be  invited  to 
participate. 

Further  information  is  available  from  the  chap- 
ter secretary,  H.  I.  Hoffman,  Ph.D.,  370  Lexing- 
ton Avenue,  New  York  17,  New  York. 

Metropolitan  New  York  Society  of  Clinical 
Hypnosis 

The  Metroi)olitan  New  York  Society  of  Clinical 
Hypnosis  will  hold  its  (luarterly  meeting  on  Sunday, 
June  25,  at  2:00  p.m.,  at  the  Maternity  Center 
Association,  48  East  92nd  Street,  New  York  City. 

Ainslie  Meares,  M.D.,  Melbourne,  Australia,  will 
be  the  guest  speaker.  His  topic  will  be  “Some 
Technics  for  Induction.” 

For  further  information  contact;  Leo  Wollman, 
M.D.,  president.  Metropolitan  New  York  Society 
of  Clinical  Hypnosis,  2802  Mermaid  Avenue, 
Brooklyn  24,  New  York. 

National  Society  for  Crippled  Children  and 
Adults 

The  National  Society  for  Crippled  Children  and 
Adults  (the  Easter  Seal  Society)  has  announced 
that  it  will  hold  its  annual  convention  November 
17  through  21  at  the  Denver-Hilton  Hotel,  Denver, 
Colorado. 

For  further  information  write  to;  National 
Society  for  Crippled  Children  and  Adults,  2023 
West  Ogden  Avenue,  Chicago  12,  Illinois. 


ANNOUNCEMENT 

THE  1961  MEDICAL  DIRECTORY  IS  NOW  AVAILABLE 
to  membors  who  have  paid  their  1961  State  Society  assessment.  Life  members 
will  receive  the  DIRECTORY  on  request. 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

lndividu«l  psychotherapy,  occupational  and  recreational  pro* 
srams,  shock  therapy,  selected  cases  of  alcoholism  and  addic* 
tion  accepted. 

Geriatric  patients  given  special  consideration. 


WEST  HEEL 

West  252nd  St.  and  Fieldston  Road 
RiTerdale>on-tbe-Hudson,  New  York  City 
For  oeiTOus,  meotal,  drug  aod  alcoholic  patients.  The  sanitarium  it 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientihcally  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  aod  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridgc  9-8440 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  1 0-monlhs  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Ma^ScUool 

Licensed  by  the  State  of  New  york  _____ 


PINEWOOD  8;-  'L"oulfw^'’nt'r"  } 

EsT.  iHo  Walter  A.  Thompson,  F.A.P.A.,  Clinic*!  Director 

Westchester  County  Katonah,  N.  Y.  Tel:  Central  S-31 55 
A psychiatric  hospital,  offering  individual  treatment.  Pay- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate:  Commence  at  $126.00  per  week. 

N.  y.  city  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  FrI.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problenu 
accepted 

Rates  Moderate 

Eugene  N.  Boudreeu,  M.D.,  Fsyelaatritt 
R.  Stuart  Dyer,  M.D.,  Atst.  Ptychistrht 
Donald  Boudreau,  M.D., Atst.  P syehiatriti 
658  West  Onondaga  Street 
SYRACUSE,  N.  Y. 


MEDICAL  CREDIT  PROTECTION 
& COLLECTION  ASSOCIATION 

for  particulars  write: 

Medical  Credit  Protection  & 
Collection  Association,  Inc. 

33  Main  St.,  Port  Washington,  New  York 


GIVE  TO 

CONQUER  CANCER 


FOR  GASTRO  INTESTINAL  OYSFUNCTION  ANO 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


“Sedation  & Euphoria  for  Nervous, 
Irritable  Patients'* 


“A  modernixed  method  of  preparing  Burow*^ 
Solution  U.S.P.  XIV’’  • 


EUCARBON® 


/tKh 


tablet  contains:  Eitract  of  Rhubarb, 
Senna.  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  In  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  lasative.  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  In  dermatology. 

Doses:  1 or  2 tablets  daily  hr.  after 
meals  — Supply:  Tins  of  100.  , 


VALERIANETSDISPERT® 


Each  Chocolate  Coaled  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  O.OS  gm. 
dispergentized.  Tastless,  Odorless,  Non- 
Depressant,  Non-Habit  forming,  indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  insomnia. 


PRESTO-BORO® 


POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings,  Inllammatlons, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  * 253  WEST  26th  SL,  NEW  YORK  1,  N.  Y. 
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PHYSICIANS  W ANTED 


Internist  or  generalist  to  associate  with  group  now  forming. 
Minimum  $10,000  plus  percentage.  Partnership  after  one 
year  for  right  party.  Address  M.D.,  2 Scarsdale,  St.  Louis 
17.  Mo. 


Wanted;  General  Practitioner  for  Incorporated  Village. 
Northern  New  York.  Paper  manufacturing  and  dairy 
center.  Near  an  approved  hospital.  Excellent  field.  Write 
Box  374,  N.  Y.  St.  Jr.  Med. 


Internist — Large  Midwest  hospital.  Must  be  board  eligible. 
Write  Box  234.  N.  Y.  St  Jr.  Med. 


Young  doctor,  (or  graduating  intern)  with  knowledge  of  Ob- 
stetrics, to  join  established  Medical  Group  doing  General 
Practice  in  Queens.  Excellent  salary.  Object  ultimate 
partnership.  Box  364,  N.  Y.  St.  Jr.  Med. 


Adirondack  resort  community  desires  services  of  General 
Practicing  physician.  Beautiful  living  surroundings,  good 
sustaining  salary,  opportunity  for  service  to  several  neighbor- 
ing communities.  Write  Laura  Bird,  Town  Clerk,  Inlet, 
New  York,  or  call  Eagle  Bay  3631  for  an  appointment. 


E.E.N.T.  specialist  wanted — to  take  over  beautiful  home- 
office  combination  in  upstate  town  near  .Adirondacks  with 
e.\cellent  hospital  facilities.  Home  is  spacious  with  every 
convenience  including  40  ft.  swimming  pool.  Most  modern 
6 room  office  grossing  Sii.t.OOO.  This  is  unique  opportunity. 
Complete  price  including  e<iuipment  and  partial  furnishings 
$7,5,000.  Write  Bo.x  376,  N.Y.  St.  Jr.  Med. 


Wanted;  General  Practitioner.  Rural  area.  97  miles  north 
of  New  York  City  bordering  Conn.  Growing  and  active 
community,  churches,  excellent  schools,  hospital  with  70 
beds  nearby.  Social  and  cultural  activities  in  area.  Con- 
tact Millerton  Chamber  of  Commerce,  Millerton,  N.Y. 


Unopposed  opportunity  for  specialists.  New  office  building 
in  fast  growing  community.  G.P.  in  same  location  for 
past  20  years.  Contact  Seymour  Singer,  Smithtowh, 
L.I.  .ANdrew  5-9550. 


Radiologist,  diagnostic,  part-time  board  certified.  .Apply 
Director,  OPC,  New  A’ork  Regional  Office,  252  7th  .Avenue. 
NA'C,  or  phone  W.A  4-.5000,  Ext.  .522. 


REAL  ESTATE  E'OR  SALE  OR  RENT 


Air  conditioned  office  space  available  July,  1661  in  new, 
attractive  professional  building.  Superb  location,  cen- 
tral Ave.,  Valley  Stream,  Long  Island.  Nine  medical  suites 
on  ground  floor,  seven  rented.  Available  for  Gu,  Ocs-Gyn, 
Neuro,  Psych,  Derm,  Allergist,  Pathologist.  Call  LOcust 
1-1332. 


Young  internist  wishes  to  sublease  part  of  eight  room  office 
in  crowded  apartment  house  area.  Far  Rockaway.  Ideal 
for  Pediatrician,  Obstetrician  or  other  specialist.  Some  pe- 
diatric practice  available.  Write  Box  363,  N.  Y.  St.  Jr. 
Med. 


Home  and  office  available  for  physician.  Central  N.  Y, 
location.  Assured  income.  Hospitals  and  clinics  in  area. 
Rural  community  with  several  small  communities  in  sur- 
rounding area.  Previous  physician  left  to  specialize.  Town 
in  urgent  need  of  qualified  physician.  Write  or  call  Mrs. 
Howard  Urtz,  West  Leyden,  N.  Y.  Tel.  BoonvUle,  N.  Y„ 
453-W. 


Corner  house — Ideal  location  for  professional  building  or 
rest  home.  15  rooms,  four  baths,  heat.  $15,000.  Easy 
terms.  Box  135,  Cairo,  New  York.  Tel.  MA.  2-9534. 


For  Sale:  Hampton  Bays,  L.I.  Suitable  for  professional 

use;  home — office;  6 bedrooms,  3 baths.  Furnished.  On 
top  of  a hill  on  >/i  acre  overlooking  Shinnecock  Bay  and 
Atlantic  Ocean.  Has  to  be  seen  to  be  appreciated.  FO 
4-8330  weekdays. 


Brooklyn — Office  space  in  professional  building  with  M.D.’s 
& D.D.S.  Suitable  for  Psychiatrist.  Excellent  location  and 
transportation.  Reasonable — Phone-IN  7-6666. 


FOR  SALE;  Westbury,  L.  I.  Physician’s  home-office; 
impressive  2-story  colonial,  3 bedrooms,  3‘/t  room  pine- 
paneled  office  suite,  separate  entrance,  excellent  corner  loca- 
tion. $33,500.  Write  Box  375,  N.  Y.  St.  Jr.  Med. 


UPST.ATE;  Beautiful  small  town.  Colonial  home  with  ad- 
joining office.  Both  completely  remodeled.  Office  fully 
equipped.  Tremendous  opportunity.  Income  unlimited. 
Write  Box  378.  N.  Y.  St.  Jr.  Med. 


SUFFERN : Beautiful,  large  colonial  home,  suitable  for 
professional  offices  and  home.  Superb  location:  1 acre  vil- 
lage: 4 bedrooms,  huge  living  room,  with  fireplace.  2'/« 

baths,  separate  entrance,  2 car  garage.  Rare  opportunity 
for  doctors.  In  dire  need  of  G.P.  or  Obs.  Write.  M. 
Smith.  Bkr.,  97  Haverstraw  Road.  Suffern,  New  A'ork,  or 
call  ELinwood  6-7010,  or  ELmwood  7-2689. 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office.  750  Third  Avenue,  New  York  17. 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 
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,»■  PRACTICES:  FOR  SALE  OR  RENT 


General  practice,  eetabliehed  14  years,  active.  Uome-otiice 
combination  in  Central  Hudson  Valley  Village.  Suitable  for 
solo  or  partners.  Terms  if  needed.  Box  339,  N,  Y.  St,  Jr. 
Med 


y.,  

Doctor’s  home-oflSce  combination  with  good  active  general 
practice  near  hospital  75  miles  from  N.  Y.  City.  Will  in- 
troduce. Box  367,  N.  Y.  St.  Jr.  Med. 


General  practice,  Bayside,  N,  Y.;  grossing  $35,000;  fully 
equipped  office;  leaving  for  residency  July  1st;  for  sale  or 
association;  'Terms,  Write  Box  362,  N.  Y.  State  Jr.  Med. 


Practice,  fully  equipped  office  with  combination  office-resi- 
dence; very  successful  general  practitioner,  capital  district, 
died  suddenly  last  January.  Within  few  miles  several 
hospitals,  medical  college.  Unusual  opportunity.  Box  352, 
N.  Y.  St.  Jr.  Mod. 


POSITIONS  WANTED 


Locum  Tenens — Anesthesiologist.  Bronx  voluntary  hos- 
pital. July,  possibly  August.  Fee  for  service  or  salary. 
Write  Box  371.  N.  Y.  St.  Jr.  Med. 


Physician  seeks  office-home  combination  in  Queens  or  West- 
ern Nassau  County,  up  to  $30,000.  Write  Box  364,  N.  Y. 
St.  Jr.  Med.  or  call  REpublic  9-5778,  Ext.  18,  weekdays. 


Pediatrician,  32,  married  Board  eligible.  Available  .Inly, 
1961.  Desires  association  with  established  pediatrician  in 
suburban  community  near  New  York.  Write  Box  377.  N.  Y. 
St.  .Jr.  Med. 


(■ 


.MISCELLANEOUS 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33Vi%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  'Tpke,  Flushing  64,  N.  Y.  HO4-1100. 


Philatelic  Hobby:  Is  this  one  of  your  preferred  relaxations? 
Or  maybe  additional  scientific  study?  On-band  one  of  largest- 
seleotion  of  ERRORS,  VARIETIES  (even  for  advanced 
specialists).  Many  elusive  Topicals,  Air  Mails-incl  Medicine, 
Olympic,  Refugee,  Rotary,  UN,  FDR,  UPU,  I.G.Y.,  Proofs, 
etc.  An  accumulation  of  36  yearsi  Please  request  details  or 
approvals.  S.  Serebrakian,  Inc.,  P.O.B.  448,  Monroe,  N.  Y. 


Editing.  Library  research.  French,  German  translations, 
indexing,  etc.  Careful  work  at  reasonable  rates.  Newell, 
71  W.  96  St.  New  York  25,  N.Y'.  RI.  9-1990 


CLASSIFIED  RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 
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Why  Homer  Jackson’s  work  is  important  to  you... 


Talking  on  the  radio-telephone  is  Homer  Jackson, 
both  a scientist  and  a buyer  for  a company  processing 
Florida  oranges  into  frozen  juice  concentrate. 

He  has  just  made  a decision  that’s  important  to 
you.  He  has  analyzed  some  sample  oranges  from  the 
grove  in  the  background  and  found  that  they  have 
the  optimal  amount  of  sugar,  of  acid,  and  are  of  the 
proper  texture.  (Testing  for  vitamin  C comes  later.) 
Homer  Jackson  knows  that  these  oranges  are  of  a 
quality  to  meet  the  exacting  regulations  required  by 
the  Florida  Citrus  Commission. 


These  standards  for  quality  in  citrus  products  are 
the  highest  in  the  world.  This  is  important  to  you  and 
your  patients  because  juice  made  from  the  best  oranges 
will  be  nutritionally  best  for  your  patients.  It  will  con- 
tain abundant  amounts  of  vitamin  C and  rich,  natural 
fruit  sugars. 

It’s  good  nutrition  to  encourage  people  to  drink 
orange  juice.  It  makes  good  sense  to  persuade  them 
to  drink  orange  juice  that  you  know  tastes  good,  has 
the  right  sugar-acid  ratio,  and  is  packed  full  of  nutri- 
tionally important  vitamin  C. 


Florida  Citrus  Commission,  Lakeland,  Florida 


New  York  State  Journal  of  Medicine 
Index  to  Volume  61 — Part  / 


January  1 — June  15,  1961 


Pages 

!\iimber 

Date 

Pages 

Number 

Date 

1-170 

1 

. . . .January  1 

975-1186 

7 

. . . .April  1 

171-330 

. . . January  15 

1187-1430 

8 

. . . . April  15 

331-496 

3 

....  February  1 

1431-1622 

9 

May  1 

497-660 

4 

. . . . February  15 

1623-1788 

10 

. . May  15 

661-820 

5 

. . . . March  1 

1789-1980 

11 

. . . June  1 

821-974 

6 

. . . . March  15 

1981-2176 

12 

. . . June  15 

Authors 


Abramson.  Harold.  Ed.  (Infant  Mor- 
tality). 1288,  1487.  ir>77 
Adler,  Donald  K..  20.57 
Adler,  Richard  H.,  .570 
Agatston,  Howard.  1721 
•Albrecht,  Robert  M.,  239 
Andersen,  Murray  N..  402 
Anthony.  Bryce  C.,  102 
Appelman,  David  H..  1518 
Arbesman.  Carl  E..  219 

* Arbesman,  Carl  E.,  1276 
Attie,  Joseph  N.,  2033 

Baldwin,  Maitland,  1868 
Ballard,  Harold  S.,  1939 
Barnert,  Alan.  1721 
Baronofsky,  Ivan  D..  913 
Bellucci,  Richard  J.,  890 
Bender,  Merrill  A.,  885 
Bendo,  Dominic,  623 
Benirschke,  Kurt,  1499 
Benton,  Joseph  G.,  1708 
Bergen,  Stanley  S.,  Jr.,  779 
Berkowitz,  Samuel,  102 
Beutner,  Ernst  H.,  444 
Blacher.  Richard  S.,  1255 
Blanc.  William  A..  1488,  1492 
Bleiberg,  Nina.  .586 
Bluth,  Irwin,  13.58 
Bodian,  Martin,  753 
Bonney,  Stephen  F.,  802 

* Boyd.  Greydon  G.,  895 
Braunstein.  Paul  W.,  1268 
Browder,  E.  Jefferson,  1864 
Brown,  Ethan  Allen,  731 
Bumbalo,  Thomas  S.,  1843 
Burkhardt,  Edward  A..  309 
Burstein,  Charles  L,,  Ed.  (Clinical 

Anesthesia  Conference),  140,  787 

Canter,  Jerome  W.,  913 
Castellucci,  .lohn  W.,  1.573 
Caveness,  William  F..  1871 
Chapman.  Irving,  2044 
Chodack,  Paul,  2033 
Chu,  David,  1249 

Ciliberti,  Benjamin  .1.,  Ed.  (Clinical 
Anesthesia  Conference),  1570,  1742, 
1932,  2099 

Cirigliano,  George,  90 
Cohen,  Victor  L.,  1710 
(iolagiuri,  Patrick  M.,  2110 
Colle,  Marion  K.  G.,  1942 
Cooper.  Philip,  1697 
Coppolino,  Carl  A.,  2073 
(iorso,  Joseph  E.,  1278 
Crowell,  David  L.,  143 
Cunningham,  H.  H.,  1747 

Dannett,  Sylvia  G.  L.,  1944 
Davidson,  Morton  L.,  627 


* Discussant. 


Davison.  Selvan,  1576 
Dean,  Donald.!.,  1283 
Diamond,  Henry  D.,  871 
Diller.  Donald  T.,  1953 

* Dock,  William,  584 

* Douglas,  Albert  H.,  1857 
Dreyfuss,  M.  L.,  1.589 
Duszynski.  Diana  O..  230 
Dworetzky,  Murray,  Ed.  (New  York 

Allergy  Society),  731 

Easton,  Karl.  2103 
Edis,  Murray  A..  1.545 
Ehrenreich.  Robert  J..  219 
Eisenstein,  Morris  T.,  591 
Ellenberg,  Max,  1562 
Ellenberg,  Max,  Ed.  (Current  Concepts 
in  Diabetes  Mellitus),  130,  292. 
466,  602,  779,  925,  1328,  1.562.  1734, 
1920.  2094 
Ellis.  S.  G.,  440 
Evans,  Audrey  E.,  1837 

Fearon,  Henry  D.,  1249 
Feibush,  Joseph  S.,  143 
Feldstein,  Morris,  1721 
Ferguson,  Matthew  J.,  Associate  Ed. 
(Medical  Diagnostic  Clinics).  789, 
1337.  1745,  2102 
Fielding,  J.  William,  237 
Fields.  Elmore  M.,  901 
*Fierst,  Sidney  M..  1.533 

* Finby,  Nathaniel,  234 
Fischer.  Alfred  E..  292 
Fontana,  Vincent  J.,  731,  1701 
Fradkin,  Nathan  F.,  1523 
Frank,  Lawrence,  .593 

* Frawley,  Thomas  F.,  1247 
Friedman,  Arnold  P.,  1875 

* Freitag,  Julia  L..  729 

Fryer.  J.  H.,  Ed.  (Nutrition  Excerpts), 
617,  939.  13.39.  1739,  1928 

Gantt,  Clarence  L.,  7.56 
Garb,  Solomon,  136,  297 
Gaylor,  J.  L.,  1739 
Gelfand,  Maxwell  L.,  2065 
Genkins,  Gabriel,  2076 
Gerber,  Jerome,  1942 
Gerhardt,  Paul  R.,  1859 
Gilson,  Saul  B.,  625 
Giordano,  Salvatore,  1351 
Goffen,  Bernard  S.,  102 
Gold,  Edwin  M.,  1288 
Gold,  Stanley  R.,  1.545 
Goldin,  Harry,  1587 
Goldmark,  Carl,  Jr.,  1288 
Goldner,  Martin  G.,  1328 
Gordon,  Morris  A.,  1283 
Grace,  William  J.,  807 
Grace,  William  J.,  Ed.  (Medical 
Diagnostic  Clinics).  789,  1337,  1745, 
2102 


Graef,  Irving,  1734 
Grasslands  Hospital.  1321 
Greenberg,  Alvin  D.,  455 
Greene,  Barnett  A.,  102 
Grimes,  Richard,  1888 
Grossi,  Margaret,  562 
Gruenwald,  Peter,  1.508 

Hague,  Eliott  B.,  430 
Handelsman,  Milton  B..  2094 
Handy,  Vincent  H.,  1859 
Harris.  Raymond.  932 
Harrison,  Francis  F.,  798 
Hartung,  Edward  F.,  2123 
Hashim,  Sami  A.,  1339 
Hawkes,  Lawrence  P.,  951 
Higgins,  Don  C..  1583 
Hiss,  J.  G.  Fred,  474 
Hiss,  J.  G.  Fred,  Ed.  (Cardiovascular 
Spotlight),  474,  932 
Holtzman,  Irving  N.,  1757 
Hosley,  Henry  F..  73 
Howland.  William  S.,  955 
Hughes,  Edward  C..  947 
Hughes.  Edward  C.,  Ed.  (Maternal 
Welfare  in  New  York  State),  947 
Hurwitz,  Alfred,  15.50 
Hyman.  Daniel,  951 

Jacobziner,  Harold,  Ed.  (Briefs  on 
•Accidental  Chemical  Poisonings 
in  New  York  City),  301,  482.  562, 
620.  944,  1288,  1345,  1935 
.Javert,  Carl  T.,  1262 
Johnson.  Norman  E.,  416 
Johnstone.  Douglas  E.,  1701 

Kaminsky.  Abraham,  1859 
Kandle,  Roscoe  P.,  726 
Kantrow,  .Abraham  H.,  466 
Kaplan,  Harry  -A..  1865 
Katz,  Jacob  F.,  412 
Katz,  Joseph.  102 
Katz,  Stanley,  .593 
Knickerbocker  Hospital,  124,281,595, 
771,  1.5.54,  1913 
Krauss,  Theodore  C.,  406 
Kroll,  Edward  T..  1283 
Kugler,  Margaret,  562 

Lade,  James  H.,  304 
Leahey,  Edward  B.,  951 
Lear.  Erwin.  83 
Leiter,  Louis,  1920 

* Lenahan.  Rose,  428 
Lending.  Miriam,  562 
Leslie,  (Charles  J.,  2110 
Lesse.  Stanley,  1898 
Leventen,  Edward  O..  1313 
Lewnes.  George  C.,  1249 
Lieberman,  .Arnold,  1771 

* Lippmann,  Robert  K..  412 
Little,  William  A.,  1496 


June  15,  1961 


2155 


INDEX— PART  I 


I 


Lofaro,  Joseph  J.,  897 
Luongo,  Vito,  1765 


McCann,  William  J.,  879 

McCauley,  John  C.,  Jr.,  1313 

McCormick,  Donald  B.,  617 

McCormick,  Robert  C.,  1268 

McDonald,  Khlar  E.,  402 

McDowell.  Fletcher,  2061 

McNiece,  Harold  F.,  900 

McPeak,  Charles  J.,  2117 

Malkin,  Morton,  2044 

Mandel,  Edward  H..  1904 

* Markow,  Harry,  228 

Marks,  Herbert  H.,  002 

Marrash.  Samir,  570 

Master,  Arthur  M..  1850 

Matles,  Artluir  L.,  412 

Metzmeier,  Clara,  2001 

Meyer,  Barnard  C.,  1255 

Michele,  Arthur  A..  98,  1534 

Miller,  John  K.,  2040 

Montefiore  Hospital,  920,  1727,  2080 

Morgan,  Herbert  R.,  455 

Mould,  Ward  L.,  1239 

!Moya,  Frank,  421 

Munschauer,  Richard  W.,  230 

Nesbitt,  Robert  E.  L.,  Jr.,  90 
Neter,  Erwin,  1957 
New  York  State  Department  of  Socia 
Welfare,  1959 
Nielsen,  Kai  C.,  1871 
Niguidula,  F.,  570 
Norcross,  Bernard  M.,  552 
Notkin,  Herbert,  1593 


* Orkin,  Louis  R.,  118 
Orris,  Leo,  027 
Osserman,  Kermit  E.,  2070 
Ozarda,  Ahsen,  885 


Pakter,  Jean,  1288 
Pallin,  Irving  M.,  83 
Pedowitz,  Paul.  130 
Penfield,  A.  Jefferson,  2113 
Perez,  Y.  Ramon,  230 
Pines,  Kermit  L..  925 


Plager,  Hildegarde,  798 
Plotz,  Charles  M.,  593 

* Plotz,  Charles  M.,  400 
Propp,  Simon,  73 

Raider,  Leonard  J.,  Ed.  (Medical 
Care  Insurance),  1.52.  476,  802,  1573, 
1953 

Rapaport,  Howard  G.,  1705 
Rasi,  Howard  B.,  568 
Ravbin,  Harry  W.,  301,  482,  620,  944, 
1345 

Reiff,  Sidney,  385 
Reilly,  James  R.,  1283 
Rich,  Herbert,  562 
Richards,  Oscar  W..  430 
Rifkin,  Harold,  1920 
Rifkin,  Harold  Ed.  (Current  Concepts 
in  Diabetes  Mellitus),  130,  292, 
466,  602,  779,  925,  1328,  1562.  1734. 
1920,  2094 

* Robertazzi,  Raphael  W.,  88 
Robins,  Harold  M.,  717 
Rogers,  Eugene  J.,  120 

Rogers,  John  F.,  Ed.  (History  of 
Medicine  in  New  York  State),  2123 
Rogoff,  Joseph  B.,  396 
Rome,  Doris,  T.,  2054 
Rosch,  Paul  J.,  1242 
Rosenfeld,  Isadore,  18.50 
Rosenthal,  William  S.,  913 
Rothman,  Leon  M.,  396 
Rottino,  Antonio,  .549 
Rousselot,  Louis  M.,  1697 
Ruggiero,  Anthony.  2136 
Ryan,  Bernard,  J.,  1268 

Sahagian-Edwards,  Alex,  2141 
Sasson,  Leon,  1587 
Saunders,  John  C..  1281 
Saunders,  William,  1542 

* Sawitsky,  Arthur,  81 
Scatchard,  George  N.,  230 
Scharfman,  William  B.,  73 
Schobinger,  Robert,  1697 
Schoeneck,  Ferdinand  ,L,  947 
Schoenfeld.  Myron  R.,  1545 
Schultz,  Henry  H.,  18.59 
Schwarz,  Harald  J.,  1351 
Schweizer,  Olga,  955 


Seanor,  H.  Eugene.  1537 
Severinghaus,  Charles  W.,  1283 
Sheehan,  George  L.,  791 
Shlevin,  Edmund  L.,  130 
Siegel,  Sheppard,  Ed.  (New  York 
Allergy  Society),  731 
Simon,  S.,  1589 
Sobel,  Gertrude,  1479 
Sokal,  Joseph  E.,  791 
Sommer,  R.  I,,  1589 
Spivack.  Louis  L.,  235 
Stark,  Richard  B..  Ed.  (History  of 
Medicine),  1747 
Stolfi,  Julius  E.,  .579 
Strauss,  Hans,  1884 
Strauss,  Lotte,  1487 
Stringer,  Sydney  W.,  2113 
Stubbs,  Donald,  1.52 
Suntay,  Remedios,  83 

Taub,  -Jacob,  628 
* Thornton,  John  V.,  910 
Trayna,  John  A.,  1.349 
Turell,  Robert,  Ed.  (Recent  Advances 
in  Medicine  and  Surgery).  249,  4.55, 
756,  913,  1313,  1550,  1721,  1904, 
2076 

Usher,  Robert  H.,  1677 

Vaisberg.  Maurice,  1281 
Van  Itallie,  Theodore  B.,  779 
Villadolid,  Leland  S.,  1539 

Wallace,  George,  2073 
Wechsler,  Herman,  235 
Weinstein,  Edwin  A.,  1879 
Wcisberg,  Aaron,  1765 
Weisenfeld,  Shirley,  1328 
Willie,  Charles  V.,  1715 
Winter,  John  A.,  5.52 
Winter,  Sigmund,  1355 
Woodin,  William  G.,  1274 
W’right,  Jane  C.,  249 

Yonet,  Howard  M..  19.39 
Young.  Charlotte  M.,  939,  1928 
Yunich,  Albert  M.,  1523 

Zucker,  Albert,  623 


Stibject  and  Departmental  Index 


.t 


1 


f 


4 


Abdominal  pain,  insidious  [Clinicopathologic  Conference], 
771 

.\blative  therapy:  clinical  cancer  chemotherai)y  [Recent 

Advances  in  Medicine  and  Surgery],  249 
Abminthic:  parasitic  infections  in  children.  1843 
Abnormalities  of  Placental  Vascularity  in  Relation  to  Intra- 
uterine Deprivation  and  Retardation  of  Fetal  Growth; 
Signihcance  of  Avascular  Chorionic  Villi  [Proceedings  of 
Special  Committee  on  Infant  Mortality]  (Symposium) 
(Gruenwald),  1.508 
Abortion:  incompetent  cervix.  1262 

Abruptio  placenta:  maternal  mortality  study  [Maternal 

Welfare  in  New  York  State],  947 
Abscess,  pyogenic  lung,  402 

Accident:  legal  basis  for  awards  in  cardiac  cases,  906 
Acetazolamide:  current  concepts  in  pathogenesis  and  man- 
agement of  cirrhotic  ascites  [Recent  Advances  in  Medicine 
and  Surgery],  913 

Acidosis:  clinical  investigation  of  respiratory  distress  syn- 
drome of  prematurity;  interim  report  [Proceedings  of 
Special  Committee  on  Infant  Mortality  ],  1677 
Acidosis,  diabetic  [Current  Concepts  in  Diabetes  Mellitus], 
925 
ACTH 

anaphylactic  reaction  to,  623 
chemotherapy  of  lymphomas,  871 

clinical  cancer  chemotherapy  [Recent  Advances  in  Medi- 
cine and  Surgery],  249 

studies  in  myasthenia  gravis  [Recent  Advances  in  Medicine 
and  Surgery],  2076 

systemic  lupus  erythematosus;  review  with  case  of  unusual 
longevity,  385 

thrombocytopenia  with  marked  reduction  of  megakaryo- 
cytes in  patient  with  lymphosarcoma-leukemia,  treated 
by  splenectomy,  791 

Actidil:  new  drugs  in  treatment  of  allergies,  219 
Actifed:  new  drugs  in  treatment  of  allergies,  219 


Actinomycins:  chemotherapy  of  lymphomas,  871 
Actinomycins:  clinical  cancer  chemotherapy  [Recent  Ad- 
vances in  Medicine  and  Surgery],  249 
Acute  Anicteric  Hepatitis  Manifested  by  Coma  and  Delirium  ^ 
(Sasson  and  Goldin),  1587  ^ 

.\dai)tive  devices:  current  concepts  in  physical  management  ^ 
of  arthritis.  396 

Addison’s  disease:  aldosterone  antagonists  [Recent  Ad- 

vances in  Medicine  and  Surgery],  756 
Adenoma:  atelectasis,  pneumonia,  and  endobronchial  mass  * 
[Clinicopathologic  Conference],  1554 
Adenoma:  changing  concepts  of  adrenal  cortical  function. 

1242 

Adipose  tissue:  metabolism  of  body  fat  [Nutrition  Excerpts], 

1339 

Adolescence,  eating  problems  in  [Nutrition  Excerpts],  939 
Adrenal  cortical  function,  changing  concepts  of,  1242 
Adrenal  glands:  aldosterone  antagonists  [Recent  Advances  in 
Medicine  and  Surgery],  756 

Adrenalectomy:  clinical  cancer  chemotherapy  [Recent  Ad- 
vances in  Medicine  and  Surgery],  249 
Adrenalectomy:  current  conce^s  in  pathogenesis  and  man- 
agement of  cirrhotic  ascites  [Recent  Advances  in  Medicine 
and  Surgery],  913 

Adrenogenital  syndrome:  changing  concepts  of  adrenal  corti-  _ 
cal  function,  1242  ...  1 

Advantages  of  Practice  of  Medicine  in  Rural  Areas  a 
(Ruggiero),  2136  1 

Aerosol-produced  sputum  as  screening  technic  for  lung  can-  fl 
cer,  value  of.  20.54  1 

Afterbirth:  significance  of  some  structural  alterations  of  1 

human  placenta  in  relation  to  perinatal  morbidity  and  fl 

mortality  (Proceedings  of  Special  Committee  on  Infant  9 
Mortality]  (Symposium),  1487  fl 

Aged  patient,  auxiliary  and;  new  approaches,  1600  M 

Aged,  short  catechism  of  medical  aid  to,  1959  ■ 


2156 


New  York  State  J.  Med. 


INDEX— PART  I 


Agranulocytosis:  treatment  of  hyperthyroidism,  .579 
Alcoholism,  acute,  treatment  of,  with  methocarbamol,  897 
Alcopara:  parasitic  infections  in  children,  1843 
Aldactone;  current  concepts  in  pathogenesis  and  manage- 
ment of  cirrhotic  ascites  (Recent  Advances  in  Medicine  and 
Surgery],  913 

Aldosterone  Antagonists  (Recent  Advances  in  Medicine  and 
Surgery]  (Gantt),  7.5b 

Aldosterone:  changing  concepts  of  adrenal  cortical  function, 
1242 

Aldosterone:  current  concepts  in  pathogenesis  and  manage- 
ment of  cirrhotic  ascites  (Recent  Advances  in  Medicine 
and  Surgery],  913 

Aldosteronism:  medical  diagnostic  [Medical  Diagnostic 

Clinics],  174.5 

Mkali:  diabetic  acidosis  (Current  Concepts  in  Diabetes 

Mellitus],  925 

Alkaptonuria:  ochronosis,  9.51 

Alkylating  agents:  chemotherapy  of  lymphomas,  871 
All  That  Pains  Is  Not  Arthritis  (Davison),  157G 
Allergic  conditions,  value  of  skin  tests  in  diagnosis  of  (Pro- 
ceedings of  New  York  Allergy  Society],  731 
Allergic  emergencies,  treatment  of,  1274 
Allergic  Index — Its  Prognostic  Significance  (Allergic  Prob- 
lems in  Children]  (Symposium)  (Rapaport),  170.5 
Allergic  Problems  in  Children  (Symposium),  1701 
Allergies,  new  drugs  in  treatment  of,  219 
Allergy:  repository  treatment  of  grass  pollinosis,  1479 
Alpha  cells:  glucagon  problem  (Current  Concepts  in  Diabetes 
Mellitus],  779 

Ambenonium  chloride:  studies  in  myasthenia  gravis  [Recent 
Advances  in  Medicine  and  Surgery],  2070 
A-methopterin : chemotherapy  of  lymphomas,  871 
A*methopterin : clinical  cancer  chemotherapy  [Recent  Ad- 
vances in  Medicine  and  Surgery],  249 
Aminophylline:  treatment  of  allergic  emergencies,  1274 
Aminopterin : clinical  cancer  chemotherapy  [Recent  Ad- 

vances in  Medicine  and  Surgery],  249 
4-Aminopteroylglutamic  acid  sodium:  clinical  cancer  chemo- 
therapy (Recent  Advances  in  Medicine  and  Surgery],  249 
4-Amino(iuinoline  derivative:  cardiac  diagnostic  (Medical 
Diagnostic  Clinics],  789 

Ammonia:  extracorporeal  ion-exchange  circuits  in  treatment 
of  hepatic  coma,  879 

Amnesia:  cerebral  concussion  and  its  secjiielae  (Symposium 
and  Panel  Discussion),  1804 
Amnesia:  use  of  chloroform  inhaler  in  obstetrics,  421 
Amnion,  vernix  granulomatosis  of  (“amnion  nodosum”)  in 
oligohydramnios;  lesion  associated  with  urinary  anomalies, 
retention  of  dead  fetuses,  and  prolonged  leakage  of  am- 
niotic  fluid  (Proceedings  of  Special  Committee  on  Infant 
Mortality]  (Symposium),  1492 
Amniotic  fluid  embolism:  medical  diagnostic  [Medical 

Diagnostic  Clinics),  2102 

Amniotic  Infection  Syndrome;  Practical  and  Quick  Diag- 
nostic Test  [Proceedings  of  Special  Committee  on  Infant 
Mortality]  (Symposium)  (Blanc),  1488 
Amphenone:  aldosterone  antagonists  (Recent  Adv’ances  in 
Medicine  and  Surgery],  750 

Amphetamines:  combined  use  of  tranylcypromine  and 

trifluoperazine  in  ambulatory  treatment  of  patients  with 
agitated  depressions;  preliminary  evaluation,  1898 
Analeptic  agents:  vitamin  Be  and  brain  function  [Nutrition 
Excerpts],  617 

Analgesia:  use  of  chloroform  inhaler  in  obstetrics,  421 
Anaphylactic  Reaction  to  ACTH  (Zucker  and  Bendo),  623 
Anaphylactic  reaction  to  penicillin,  unusual,  1942 
Anaphylaxis:  incidence  of  reactions  following  oral  ad- 

ministration of  phenethicillin,  593 
Androgen  therapy:  clinical  cancer  chemotherapy  [Recent 
Advances  in  Medicine  and  Surgery],  249 
Anectine:  traumatic  neurotic  reaction  induced  by  succinyl- 
choline  chloride,  1255 
Anemia 

aplastic:  clinical  use  of  bone  marrow  transfusions,  1837 
hemolytic:  systemic  lupus  erythematosus;  review  with 
case  of  unusual  longevity,  385 
thrombocytopenia  with  marked  reduction  of  megakaryo- 
cytes in  patient  with  lymphosarcoma-leukemia, 
treated  by  splenectomy,  791 
Anesthesia 

comparative  studies  of  phenazocine  and  dextromoramide; 
synthetic  narcotics,  8.3 

demonstration  of  superior  “specific”  prophylactic  effect  of 
scopolamine  on  postanesthetic  emesis,  102 
halothane,  comparative  incidence  of  hypotension  and 
bradycardia  utilizing,  2073 

maternal  mortality  study  [Maternal  Welfare  in  New  York 
State],  947 

obstetrician  and  perinatal  mortality  (Proceedings  of  Special 
Committee  on  Infant  Mortality]  (Panel  Discussion), 
1303 

use  of  chloroform  inhaler  in  obstetrics,  421 
see  also  Clinical  Anesthesia  Conference  ^eries) 
Anesthetized  patient,  mishap  in  moving  (Clinical  Anesthesia 
Conference),  140 

Ankylosis:  current  concepts  in  physical  management  of 


arthritis,  396 

Anoxia:  obstetrician  and  perinatal  mortality  [Proceedings  of 
Special  Cornmittee  on  Infant  Mortality]  (Panel  Dis- 
cussion), 1303 

Antepar:  parasitic  infections  in  children,  1843 
Anthrax,  human,  in  New  York  state,  2046 
Antibiotics 

broad-spectrum:  new  drugs  in  treatment  of  allergies,  219 
chemotherapy  of  lymphomas,  871 

clinical  cancer  chemotherapy  [Recent  Advances  in  Medi- 
cine and  Surgery],  249 

current  concepts  of  superficial  fungus  diseases  [Recent 
Advances  in  Medicine  and  Surgery],  1904 
pyogenic  lung  abscess,  402 

systemic  luj>us  erythematosis;  review  with  case  of  unusual 
longevity,  385 

Antibody  method,  fluorescent,  ultraviolet  ligiit  microscopy 
and  (History  of  Microscopy;  1490  to  the  Present]  (Sym- 
posium), 444 

Antidepressants:  combined  use  of  tranylcypromine  and 

trifluoperazine  in  ambulatory  treatment  of  patients  with 
agitated  depressions;  preliminary  evaluation.  1898 
Antigens:  treatment  of  allergic  emergencies,  1275 
Antigens:  ultraviolet  light  microscopy  and  fluorescent 

antibody  method  [History  of  Microscopy;  1490  to  the 
Present]  (Symposium),  444 
Antihistamines 

demonstration  of  superior  “specific”  prophylactic  effect 
of  scopolamine  on  postanesthetic  emesis,  102 
new  drugs  in  treatment  of  allergies.  219 
prednisolone  21-phosphate  in  intrav  enous  urography,  235 
repository  treatment  of  grass  pollinosis.  1479 
treatment  of  pollinosis  with  emulsions  of  pollen  extract 
(Proceedings  of  New  York  Allergj'  Society],  731 
Antihypertensive  agents:  effects  of  flumethiazide  tlierapy  on 
serum  electrolyte  levels,  1249 
Antimetabolites:  chemotherapy  of  lymphomas,  871 
Antimetabolites:  clinical  cancer  chemotherapy  [Recent 

Advances  in  Medicine  and  Surgery],  249 
Antimony:  chemotherapy  of  lymphomas.  871 
Antipruritics:  trimeprazine  in  pediatric  practice;  two  years 
clinical  experience,  1.537 

Antithyroid  drugs:  treatment  of  hyperthyroidism,  579 
Antitussives:  trimeprazine  in  pediatric  practice;  two  years 
clinical  experience.  1.537 

Aortic  c\isps  in  aortic  stenosis,  roentgenographic  demonstra- 
tion of,  2065. 

Apgar  score:  use  of  chloroform  inhaler  in  obstetrics,  421 
Apnea:  clinical  inv'estigation  of  respiratory  distress  syndrome 
of  prematurity;  interim  report  [Proceedings  of  Special 
Committee  on  Infant  Mortality],  1677 
Arsenic:  chemotherapy  of  lymphomas,  871 
Arsenic,  phosphorous,  and  phenothiazine  poisonings  (Briefs 
on  Accidental  Chemical  Poisonings  in  New  York  City], 
620 

Arsphenamine:  cardiac  diagnostic  [Medical  Diagnostic 

Clinics],  789 

Arteriosclerosis  obliterans,  ischemic  necrosis  of  anterior 
tibial  muscles  associated  with,  1583 
Arteriosclerosis:  renal  failure  and  chronic  Bright’s  disease 
(Clinicopathologic  Conference],  281 
Arteriosclerotic  heart  disease:  cardiorenal  failure  (Clinico- 
pathologic Conference],  1321 
Arthritis 

all  that  pains  is  not,  1576 

current  concepts  in  physical  management  of,  396 
fibrolipoma  of  the  knee,  1355 

glucagon  problem  [Current  Concepts  in  Diabetes  Mellitus], 
779 

rheumatoid,  and  related  disorders,  observations  on  manage- 
ment of,  with  newer  corticosteroids.  717 
Arthrodesis,  joint:  shoulder  fusion  using  single  screw  fixation, 
237 

Arylsulfonylureas:  present  status  of  oral  hypoglycemic 

agents  [Current  Concepts  in  Diabetes  Mellitus],  1328 
Ascariasis:  parasitic  infections  in  children,  1843 
Ascariasis:  treatment  of  helminthiasis  with  dithiazanine 

iodide,  1539 

Ascites:  aldosterone  antagonists  [Recent  Adv’ances  in 

Medicine  and  Surgery],  756 

Ascites,  cirrhotic,  current  concepts  in  pathogenesis  and 
management  of  [Recent  Advances  in  Medicine  and  Sur- 
gery], 913 

Asian  influenza  virus  v^accine,  clinical  note  on,  627 
Asphyxia:  obstetrician  and  perinatal  mortality  [Proceedings 
of  Special  Committee  on  Infant  Mortality]  (Panel  Dis- 
cussion), 1303 
Aspiration 

clinical  use  of  bone  marrow  transfusions.  1837 
maternal  mortality  study  [Maternal  Welfare  in  New 
York  State  ],  947 
pyogenic  lung  abscess,  402 

value  of  bone  marrow  examination  for  diagnosis  of  obscure 
malignant  conditions,  73 

Aspirin,  meprobamate,  and  methyprylon  intoxications 
[Briefs  on  Accidental  Chemical  Poisonings  in  New  York 
City],  1935 


June  15,  1961 


2157 


IXDEX—PART  I 


Asthma 

circulatory  overload  [Clinical  Anesthesia  Conference],  787 
rehabilitation  of  pediatric  patient  with  [Allergic  Problems 
in  Children]  (Symposium),  1708 
value  of  skin  testing  atopic  children  (Allergic  Problems  in 
Children]  (Symposium).  1710 
Ata(iue  (Grace),  807 

Ataractic  drugs;  demonstration  of  superior  “specific” 
prophylactic  effect  of  scopolamine  on  ])ostanesthetic 
emesis,  102 

Atelectasis.  Pneumonia,  and  an  Endobronchial  Mass  [Clinico- 
pathologic  Conference],  1.554 

Atelectasis:  clinical  investigation  of  respiratory  distress 

syndrome  of  prematurity;  interim  report  [Proceedings  of 
Special  Committee  on  Infant  Mortality],  1677 
Atelectasis:  obstetrician  and  perinatal  mortality  [Pro- 

ceedings of  Special  Committee  on  Infant  Mortality] 
(Panel  Discussion).  1303 

Atopic  children,  value  of  skin  testing  [Allergic  Problems  in 
Children]  (Symposium).  1710 

Atropine:  demonstration  of  superior  “specific”  prophylactic 
effect  of  scopolamine  on  postanesthetic  emesis,  102 
Atropine:  studies  in  myasthenia  gravis  [Recent  Advances  in 
Medicine  and  Surgery],  2076 

Atypical  Myocardial  Infarction  (Feibush  and  Crowell).  143 
Autoantibodies:  ultraviolet  light  microscopy  and  fluorescent 
antibody  method  [History  of  Microscopy;  1490  to  the 
Present]  (Symposium!.  444 

Autofluorescence:  ultraviolet  light  microscopy  and  fluores- 
cent antibody  method  [History  of  Microscopy;  1490  to 
the  Present)  (Symposium),  444 
Autoimmune  diseases:  ultraviolet  light  microscopy  and 

fluorescent  antibody  method  [History  of  Microscopy; 
1490  to  the  Present]  (Symposium),  444 
Auxiliary  and  the  Aged  Patient;  New  Approaches,  1600 
Avertin;  treatment  of  hyperthyroidism.  579 
Azygography:  costal  intra-osseous  venography  in  diagnosis 
of  j)ortal  hypertension  and  intrathoracic  disease  states. 
1697 


Bacillus  hodgkini:  research  in  etiology  of  Hodgkin’s  disease 
549 

Back  Pain  in  Peptic  Ulcer  (Gilson),  625 

Bacterial  endocarditis:  cardiorenal  failure  [Clinicopathologic 
Conference],  1321 

Bayer  7602,  9736:  cardiac  diagnostic  [Medical  Diagnostic 
Clinics],  789 

BC  substances:  studies  in  myasthenia  gravis  [Recent 

Advances  in  Medicine  and  Surgery),  2076 
BCM:  clinical  cancer  chemotherapy  [Recent  Advances  in 
Medicine  and  Surgery],  249 

Behavior;  child  health  conference;  teaching  forum  for 
medical  students.  586 

Behavior  disorders,  organic  and  functional,  effects  of  deanol 
in  children  with.  901 

Bena<lryl:  prednisolone  2 1-phospliate  in  intravenous  urog- 

raphy. 235 

BEP:  clinical  cancer  chemotherapy  [Recent  Advances  in 
Medicine  and  Surgery],  249 

Bephenium  hydroxynaphthoate:  parasitic  infections  in 

children,  1843 
Bible,  physicians  in,  628 

Biguanide:  present  status  of  oral  hypoglycemic  agents 

(Current  Concepts  in  Diabetes  MelUtus],  1328 
Biliary  cirrhosis  and  xanthomatosis,  sarcoidosis  followed  by, 
1757 

Biopsy:  Eisenstein  ecto-endo  cervical  scraper.  591 
Birth:  fiee  Proceedings  of  Special  Committee  on  Infant 

Mortality  (Series) 

Bizarre  Clinical  Manifestations  of  Segmental  Colitis  (Yunich 
and  Fradkin).  1523 

Bladder  incontinence:  treatment  of  incontinence  in  male 

mental  patients  with  norethandrolone.  1281 
Blast  and  fire,  protection  of  houses  against.  Survival  in  Ther- 
monuclear War.  XI.  [Physician  in  Civil  Defense],  136 
Blebs:  spontaneous  pneumothorax  with  review  of  ninety-five 
cases.  .570 

Blindness:  glaucoma  detection  is  everybody’s  business.  1239 
Blood 

circulatory  overload  [Clinical  .Anesthesia  Conference  1,  787 
cyanosis  <lue  to  overtransfusion  in  pediatric  patient 
[Clinical  .Anesthesia  Conference),  1570 
extracorj)oreal  ion-exchange  circuits  in  treatment  of 
hepatic  coma,  879 

management  of  newborn  infant  of  diabetic  mother  [Cur- 
rent Concepts  in  Diabetes  Mellitus),  292 
peripheral:  vabie  of  bone  marrow  examination  for  diag- 
nosis of  obscure  malignant  conditions.  73 
systemic  lupus  erythematosus;  review  with  case  of  unusual 
longevity.  385 

thrombocytopenia  with  marked  reduction  of  megakaryo- 
cytes in  patient  with  lymphosarcoma-leukemia,  treated 
by  splenectomy.  791 

transfusions,  management  and  mismanagement  of  [Clinical 
.Anesthesia  Conference],  1742 

ultraviolet  light  microscopy  and  fluorescent  antibody 
method  (History  of  Microscopy  1490  to  the  Present] 


(Symposiiim).  444 

volume:  aldosterone  antagonists  [Recent  .Advances  in 

Medicine  and  Surgery],  756 
Blue  plans:  «ee  Medical  Care  Insurance  (Series) 

Blue  Shield  and  Basic  Principles  of  Insurance  (Medical 
Care  Insurance]  (Bonney).  802 
Blue  Shield  plans,  medical  society-sponsored  [Medical 
Care  Insurance],  476 

Blue  Shield’s  Responsibility  to  Medicine  (Medical  Care 
Insurance]  (Stubbs),  152 

Body  Fatness  in  Normal  Young  Women  [Nutrition  Excerpts] 
(Young),  1928 
Bone  marrow 

examination,  value  of,  for  diagnosis  of  obscure  malignant 
conditions,  73 

thrombocytopenia  with  marked  reduction  of  megakaryo- 
cytes in  patient  with  lymphosarcoma-leukemia,  treated 
by  splenectomy,  791 
transfusions,  clinical  use  of.  1837 
Bowel:  ingested  foreign  body,  230 

Bowel  incontinence:  treatment  of  incontinence  in  male 

mental  patients  with  norethandrolone,  1281 
Braces:  current  concepts  in  physical  management  of  ar- 

thritis. 396 

Bradycardia  and  hypotension  utilizing  halothane  anesthesia. 

comparative  incidence  of.  2073 
Brain 

cerebral  concussion  and  its  serjuelae  (Symposium  and 
Panel  Discussion).  1864 

eastern  encephalitis  in  New  .Jersey  in  19.59,  726 
effects  of  deanol  in  children  with  organic  and  functional 
behavior  disorders.  901 

function  and  vitamin  Be  [Nutrition  Excerpts],  617 
Breathing  Cripples  (.Johnson),  416 

Brief  History  of  New  York  Post-Graduate  Medical  School 
and  Hospital  [History  of  Medicine  in  New  York  State] 
( Hartung),  2123 

Briefs  on  Accidental  Chemical  Poisonings  in  New  York  City 
(Series),  301.  620,  944,  1345.  19,35 
Bright’s  disease,  chronic,  and  renal  failure  (Clinicopathologic 
Conference],  281 

Bronchitis:  value  of  skin  testing  atopic  children  (.Allergic 
Problems  in  Children]  (Symposium).  1710 
Bronchogenic  carcinoma:  large  mass  in  lung  [Clinico- 

pathologic Conference],  1913 

Bronchogenic  carcinoma:  value  of  community  chest  x-ray 
surveys  in  detecting  lung  cancer.  18.59 
Bucladin:  new  medication  for  treatment  of  motion  sickness, 
1278 

Buclizine  hydrochloride:  new  medication  for  treatment  of 
motion  sickness.  1278 

Busulfan:  chemotherapy  of  lymphomas.  871 
Busulfan:  clinical  cancer  chemotherapy  [Recent  Advances 
in  Medicine  and  Surgery],  249 


Calcification  of  aortic  cusps  in  aortic  stenosis,  roentgeno- 
graphic  demonstration  of,  20(55 
Calmatives:  trimeprazine  in  pediatric  practice;  two  years 
clinical  experience.  1.537 
Cancer 

cardiovascular  abnormalities  during  surgery  secondary  to 
metastatic  lesions  of  the  heart.  9.55 
chemotherapy,  clinical  [Recent  Advances  in  Medicine 
and  Surgery],  249 
chemotherapy  of  lymphomas.  871 
clinical  use  of  bone  marrow  transfusions.  1837 
Eisenstein  ecto-endo  cervical  scraper,  591 
lung,  value  of  aerosol-produced  sputum  as  screening  technic 
for.  2054 

lung,  value  of  community  chest  x-ray  surveys  in  de- 
tecting. 1859 

malignant  neoplasms  of  fourth  portion  of  duodenum,  13.58 
metastatic  thyroid,  treatment  of.  with  radioactive  iodine. 
885 

see  also  Carcinoma,  Choriocarcinoma,  Hodgkin’s  disease. 
Hypernephroma.  Leukemia.  Leukopenia.  Lymphoma. 
Lymphosarcoma,  Melanoma.  Metastasis.  Mycosis 
fungoides.  Myeloma.  Neoplasms.  Neoplastic  diseases. 
Neuroblastoma.  Rhabdomyosarcoma.  Sarcoma,  Tera- 
toma. Tumor(s),  Wilms  tumor 
Candida  albicans:  current  concepts  of  superficial  fungus 

diseases  [Recent  Advances  in  Medicine  and  Surgery],  1904 
Capillary  tone:  cortisone  and  infection  [Recent  Advances  in 
Aledicine  and  Surgery],  455 

Carbonyl  reagents:  vitamin  Be  and  brain  function  (Nutri- 
tion Excerpts],  617 
Carcinoma 

changing  concepts  of  adrenal  cortical  function.  1242 
clinical  cancer  chemotherapy  [Recent  A<ivances  in  Medi- 
cine and  Surgery],  249 

costal  intra-osseous  venography  in  diagnosis  of  portal 
hypertension  and  intrathoracic  disease  states.  1697 
large  mass  in  lung  [Clinicopathologic  Conference],  1913 
liver-cell,  in  five-year-old  male.  1351 

malignant  neoplasms  of  fourth  portion  of  duodenum.  13.58 
treatment  of  metastatic  thyroid  cancer  with  radioactive 
iodine.  88.5 


2158 


New  York  State  J.  Med. 


INDEX— PART  I 


value  of  community  cliest  x-ray  surveys  in  detecting  lunK 
cancer,  1859 

HOC  also  Cancer.  Clioriocarcinoma,  Hodskin’s  disease. 
Hypernephroma.  Leukemia.  Leukopenia,  Lymphoma, 
Lymphosarcoma,  Melanoma,  Meta.sta.sis.  Myco.si.s 
fungoides.  Myeloma,  Neoplasms,  Neoplastic  disease.s. 
Neuroblastoma  Rhabdomyosarcoma,  Sarcoma,  Tera- 
toma, Tu!nor(s).  Wilms  tumor 
Carcinomatosis:  cardiovascular  abnormalities  during  surgery 
secondary  to  metastatic  lesions  of  the  heart,  955 
Cardiac  Diagnostic  [Medical  Diagnostic  Clinicsl,  789,  1S37 
Cardiac  cases,  legal  basis  for  awards  in,  90b 
Cardiac  hypertrophy:  renal  failure  and  chronic  Bright’s 

disease  [Clinicopathologic  Conference),  281 
Cardiac  massage,  closed-chest  [Cardiovascular  Spotlight). 
474 

Cardiac:  see  Heart 

Cardiorenal  Failure:  [Clinicopathologic  Conference).  1321 
Cardiovascular  Abnormalities  During  Surgery  Secondary  to 
Metastatic  Lesions  of  the  Heart  (Schweizer  and  Howlan<i). 
955 

Cardiovascular  Rehabilitation:  Role  of  New  York  State 

Heart  Assembly  [Cardiovascular  Spotlight)  (Harris), 
932 

Cardiovascular  Spotlight  (Series),  474,  932 
Cartilage,  upper  lateral:  breathing  cripples,  4H) 

Castration:  clinical  cancer  chemotherapy  [Recent  Advances 
in  Medicine  and  Surgery),  249 
Cell  poisons:  chemotherapy  of  lymphomas,  871 
Cerebral  Concussion  and  Its  Sequelae  (Symposium  and  Panel 
Discussion),  1804 

Cerebral  Concussion:  Presentation  of  the  Problem  (Cerebral 
Concussion  and  Its  Se<pielae)  (Symposium  and  Panel 
Discussion)  (Kaplan).  1805 

Cerebral  palsy:  effects  of  deanol  in  children  with  organic  and 
functional  behavior  disorders.  901 
Cerebrocranial  defects:  effects  of  deanol  in  children  with 
organic  and  functional  behavior  disorders,  901 
Cervical  scraper,  Eisenstein  ecto-endo.  591 
Cervicocranial  headache:  post-traumatic  headache:  its 

basic  mechanisms  and  character  [Cerebral  Concussion 
and  Its  Sequelae)  (Symposium  and  Panel  Discussion),  1875 
Cervilaxin:  use  of  relaxin  during  parturition;  clinical  ob- 
servations. 90 

Cervix:  Eisenstein  ecto-endo  cervical  scrapper,  591 
Cervix,  incompetent,  1202 
Cesarean  section 

clinical  investigation  of  respiratory  distress  syndrome  of 
prematurity:  interim  report  [Proceedings  of  Special 

Committee  on  Infant  Mortality),  1077 
management  of  newborn  infant  of  diabetic  mother  [Current 
Concepts  in  Diabetes  Mellitus).  292 
obstetrician  and  perinatal  mortality  [Proceedings  of  Special 
Committee  on  Infant  Mortality)  (Panel  Disussion).  1303 
Chagas’  di.sease:  cardiac  <liagnostic  (Medical  Diagnostic 

Clinics).  789 

Changing  Concepts  of  Adrenal  (’ortical  F\inction  (Rosch). 
1242 

Charcot  joints:  <liabetic  neuropathy  [Current  Concepts  in 
Diabetes  Mellitus),  15(i2 
Chemotherapy  of  Lymphomas  (Diamond).  871 
Chemotherapy,  clinical  cancer  [Recent  Advances  in  Medicine 
and  Surgery).  249 

Chemotherapy:  clinical  use  of  bone  marrow  transfusions. 
1837 

Chest:  closed-chest  cardiac  massage  [Cardiovascular  Spot- 
light). 474 

Child  Health  Conference;  Teaching  Forum  for  Medical 
Students  (Bleiberg),  .580 

Child  with  diabetes,  management  of  [Current  Concepts  in 
Diabetes  Mellitus),  466 
Children 

allergic  problems  in  (Symposium).  1701 
born  with  cleft  lip  and/or  cleft  palate,  follow-up  study  of. 
.5()2 

cardiovascular  rehabilitation  [Cardiovascular  Spotlight), 
932 

listeria  monocytogenes  infection  in.  2110 
parasitic  infections  in.  1843 

with  organic  and  functional  behavior  disorders,  effects  of 
deanol  in,  901 

Chlorambucil:  chemotherapy  of  lymphomas.  871 
Chlorambucil:  clinical  cancer  chemotherapy  [Recent  Ad- 

vances in  Medicine  and  Surgery),  249 
Chloraciuine:  systemic  lupus  erythematostis;  review  witli 
case  of  unusual  longevity.  385 

Chloride:  effects  of  fiumethia/ide  therapy  on  serum  electro- 
lyte levels,  1249 

Chloride,  succinylcholine.  traumatic  neurotic  reaction  in- 
duced by,  1255 

Chlormezanone,  central  relaxant,  treatment  of  muscle  spasm 
with  physical  therapy  and.  120 
Chloroform  inhaler,  use  of.  in  obstetrics,  421 
Chlorothiazide 

aldosterone  antagonists  [Recent  Advances  in  Medicine 
and  Surgery),  756 


current  concepts  in  pathogenesis  and  management  of 
cirrhotic  ascites  (Recent  Advances  in  Medicine  and  Sur- 
gery). 913 

effects  of  ffumethiazide  therapy  on  serum  electrolyte  levels, 
1249 

Chlorpropamide:  present  stattis  of  oral  hypoglycemic  agents 
[Current  Concepts  in  Diabetes  Mellitus).  1328 
C3dorj)rophenpyridamine  maleate : prednisolone  2 l-i)hos- 

piiate  in  intravenous  urography,  235 
Chlor-Trimeton:  j)rednisolone  21-phosphate  in  intravenous 
urography,  235 

Cholinergic  drugs:  studies  in  myasthenia  gravis  [Recent 
Advances  in  Medicine  and  Surgery),  2076 
Choriocarcinoma:  clinical  cancer  chemotherapy  (Recent 

Advances  in  Medicine  and  Surgery),  249 
Chorionitis:  amniotic  infection  syndrome;  practical  sig- 

nificance and  quick  diagnostic  test  [Proceedings  of  Special 
Committee  on  Infant  Mortality]  (Symposium).  1488 
Cigaret  smoker,  female,  palatal  leukoplakia  in;  contribution 
to  study  of  tobacco-induced  epithelial  hyperplasia  in  hu- 
man beings,  2044 

Circulation:  closed-chest  cardiac  massage  (Cardiovascular 

Spotlight],  474 

Circulatory  disorders:  all  that  pains  is  not  arthritis.  1576 
Circulatory  Overload  [Clinical  Anesthesia  Conference),  787 
Circulatory  system:  systemic  lupus  erythematosus;  review 
with  case  of  unus\ial  longevity,  385 
Cirrhosis:  aldosterone  antagonists  [Recent  .Advances  in 

Medicine  and  Surgery ).  75(> 

Cirrhosis,  biliary,  and  xanthomatosis,  sarcoidosis  followed  by. 
1757 

Cirrhotic  ascites,  current  concepts  in  pathogenesis  and  maxi- 
agernent  of  [Recent  Advances  in  Medicine  and  Surgery). 
913 

Citrovorum  factor:  clinical  cancer  chemotherapy  (Recent 

Advances  in  Medicine  and  Surgery),  249 
Civil  defense:  proposed  policy  for  disaster  medicine  and  its 
local  application,  309 
Civil  defense  stockpiles,  medical,  304 

Civil  War:  Confederate  medical  officer  in  space  age  [History 
of  Medicine],  1747 

Civil  War:  Lincoln’s  ladies  in  white  [History  of  Medicine) . 
1944 

Cleft  lip  and/or  cleft  palate,  follow-up  study  of  children  born 
with,  .562 

Click,  mechanism  of,  in  unilateral  congenital  subhixation  of 
hip;  report  of  case.  4 12 

Clinical  Anesthesia  Conference  (Series).  140,  787,  1570,  1742, 
1932,  2099 

Clinical  Aspects  of  Placental  Infarction  and  Fibrin  Deposi- 
tion (Proceedings  of  Special  Committee  on  Infant  Mor- 
tality] (Symposium)  (Little),  1496 
Clinical  Cancer  Chemotherapy  [Recent  Advances  in  Medi- 
cine and  S\irgery]  (Wright).  249 
Clinical  Investigation  of  Respiratory  Distress  Syndrome  of 
Prematurity;  Interim  Report  [Proceedings  of  Special 
Committee  on  Infant  Mortality  1 (Usher).  1()77 
Clinical  Note  on  Asian  Influenza  Virus  Vaccine  (Orris  an<i 
Davidson),  627 

Clinical  Use  of  Bone  Marrow  Transfusions  (Evans),  1837 
Clinicopathologic  Conference  (Series).  124,  281.  595,  771. 

920.  1321.  1.5.54,  1727.  1913,  208(i 
Closed-Chest  Cardiac  Massage  [CaiMliovascular  Spotlight] 
(Hiss).  474 

Clysmathane:  new  drugs  in  treatment  of  allergies.  219 
Coexistent  Pulmonary  anti  Ileocecal  Tuberculosis  (Weisberg 
and  LuongoV  1765 

Colchicine:  current  concepts  in  physical  management  of 

arthritis,  396 

Colitis,  segmental,  bizarre  clinical  manifestations  of.  1.523 
Collagen:  systemic  lupus  erythematosus;  review'  with  case  of 
unusual  longevity,  385 

Color  system:  pioneer,  phase,  and  interference  microscopes 
[History  of  Microscopv;  1490  to  the  Present  ] (Symposixim), 
430 
Coma 

cerebral  concussion  and  its  sequelae  (Symposium  and  Panel 
Discussion).  1864 

hepatic,  exti'acorporeal  ion-exchange  circuits  in  treatment 
of.  879 

management  of  child  wuth  diabetes  [Current  Concepts  in 
Diabetes  Mellitusl,  466 

Combined  Use  of  Tranylcypromine  and  Trifluoperazine  in 
Ambiilatory  Treatment  of  Patients  with  Agitated  Depres- 
sions; Preliminary  Evaluation  (Lesse).  1898 
Comments  on  Soviet  Medicine  (Lieberman),  1771 
Commissurotomy,  mitral;  traumatic  neurotic  reaction  in- 
duced by  succinylcholine  chloride.  125.5 
Community  chest  x-ray  surveys,  value  of.  in  detecting  lung 
cancer,  1859 

Community  resources  available  to  senior  citizens,  role  of  phy- 
sician in  exploring  various  needs  and.  406 
Comparative  Incidence  of  Hypotension  and  Bradycardia 
Utilizing  Halothane  Anesthesia  (Coppolino  and  Wallace), 
2073 

Comparative  Studies  of  Phenazocine  and  Dextromoraxnide; 
Synthetic  Narcotics  (Lear,  Suntay,  and  Pallin),  83 


June  15,  19()1 


2159 


INDEX— PART  I 


Compensation  laws:  legal  basis  for  awards  in  cardiac  cases, 
90(3 

Concussion,  cerebral,  and  its  seciuelae  (Symposium  and  Panel 
Discussion),  1864 

Confederate  Medical  Officer  in  Space  Age  (History  of  Medi- 
cine] (Cunningham),  1747 

Congenital  anomalies:  follow-up  study  of  children  born 

with  cleft  lip  and/or  cleft  palate,  562 
Congestive  heart  failure:  aldosterone  antagonists  [Recent 
Advances  in  Medicine  and  Surgery],  756 
Conjunctival  threshold  test:  repository  treatment  of  grass 

pollinosis,  1479 

Conjunctival  threshold  test:  treatment  of  pollinosis  with 

emulsions  of  pollen  extract  [Proceedings  of  New  York 
Allergy  Society],  731 

Conn’s  syndrome:  changing  concepts  of  adrenal  cortical 

function,  1242 

Contact  Lenses  [Recent  Advances  in  Medicine  and  Surgery] 
(Feldstein,  Barnert,  and  Agatston),  1721 
Contrast:  pioneer,  phase,  and  interference  microscopes 

[History  of  Microscopy;  1490  to  the  Present  (Symposium), 
430 

Contusion:  cerebral  concussion  and  its  sequelae  (Symposium 
and  Panel  Discussion),  1864 

Convalescent  homes:  role  of  physician  in  exploring  various 
needs  and  community  resources  available  to  senior  citi- 
zens, 406 

Corneal  lenses:  contact  lenses  [Recent  Advances  in  Medicine 
and  Surgery],  1721 

Corticoids:  chemotherapy  of  lymphomas,  871 
Corticoids:  treatment  of  allergic  emergencies,  1274 
Corticosteroids 

current  concepts  in  physical  management  of  arthritis,  396 
methylprednisolone  acetate:  single  preparation  for  both 
intra-articular  and  systemic  use,  552 
new  drugs  in  treatment  of  allergies,  219 
newer,  observations  on  management  of  rheumatoid  arthri- 
tis and  related  disorders  with,  717 
systemic  lupus  erythematosus:  review  with  case  of  un- 
usual longevity,  385 

Corticosterone;  changing  concepts  of  adrenal  cortical  func- 
tion, 1242 

Cortisone  and  Infection  [Recent  Advances  in  Medicine  and 
Surgery]  (Greenberg  and  Morgan),  455 
Cortisone 

changing  concepts  of  adrenal  cortical  function,  1242 
chemotherapy  of  lymphomas,  871 

clinical  cancer  chemotherapy  [Recent  Advances  in  Medi- 
cine and  Surgery],  249 

methylprednisolone  acetate:  single  preparation  suitable 

for  both  intra-articular  and  systemic  use,  552 
observations  on  management  of  rheumatoid  arthritis 
and  related  disorders  with  newer  corticosteroids,  717 
prednisolone  21-phosphate  in  intravenous  urography,  235 
studies  in  myasthenia  gravis  [Recent  Advances  in  Medicine 
and  Surgery],  2076 

systemic  lupus  erythematosus:  review  with  case  of  un- 
usual longevity,  385 

Cosmetic  surgery:  breathing  cripples,  41() 

Costal  Intrao-Osseous  Venography  in  Diagnosis  of  Portal 
Hypertension  and  Intratnoracic  Disease  States  (Scho- 
binger,  Cooper,  and  Rousselot),  1697 
County  Medical  Society  and  Perinatal  Morbidity  and  Mor- 
tality [Proceedings  of  Special  Committee  on  Infant  IMor- 
talityj  (Panel  Discussion]  (Gohimark),  1289 
Coxsackie  viruses:  paralysis  associated  with  ECHO  virus; 

type  nine,  798 
Cripples,  breathing,  416 

Crurotomy:  present  surgical  management  of  otosclerosis,  890 
Cryptococcosis  and  meningitis,  disseminated  granulomatous 
prostatitis  due  to  Cryptococcus  neoforrnans  (torula),  1589 
Curare:  studies  in  myasthenia  gravis  [Recent  Advances  in 
Medicine  and  Surgery],  2076 

Curare:  traumatic  neurotic  reaction  induced  by  succinyl- 

choline  chloride,  1255 

Current  Concepts  in  Diabetes  Mellitus  (Series),  130,  292, 
466,  602,  779,  925,  1328,  1562,  1734,  1920 
Current  Concepts  in  Pathogenesis  and  Management  of 
Cirrhotic  Ascites  [Recent  Advances  in  Medicine  and 
Surgery]  (Canter,  Rosenthal,  and  Baronofsky),  913 
Current  Concepts  in  Physical  Management  of  Arthritis 
(Rothman  and  Rogoff),  396 

Current  Concepts  of  Superficial  Fungus  Diseases  [Recent 
Advances  in  Medicine  and  Surgery]  (Mandel),  1904 
Cushing’s  syndrome:  changing  concepts  of  adrenal  cortical 
function,  1242 

Cusps,  aortic,  roentgenographic  demonstration  of  calcifica- 
tion of,  2065 

Cyanosis  Due  to  Overtransfusion  in  a Pediatric  Patient 
[Clinical  Anesthesia  Conference],  1570 
Cyanosis 

clinical  investigation  of  respiratory  distress  syndrome  of 
prematurity;  interim  report  [Proceedings  of  Special 
Committee  on  Infant  Mortality],  1677 
postoperative,  attributed  to  pulmonary  embolus  [Clinical 
Anesthesia  Conference],  2099 


spontaneous  pneumothorax  with  review  of  ninety-five 
cases,  570 

Cyclophosphamide:  chemotherapy  of  lymphomas,  871 
Cyclophosphamide:  clinical  cancer  chemotherapy  [Recent 
Adv'ances  in  Medicine  and  Surgery],  249 
Cyclopropane;  comparative  incidence  of  hypotension  and 
bradycardia  utilizing  halothane  anesthesia,  2073 
Cyclopropane;  demonstration  of  superior  “specific”  prophy- 
lactic effect  of  scopolamine  on  postanesthetic  emesis,  102 
Cytotoxic  agents:  clinical  cancer  chemotherapy  (Recent 

Advances  in  Medicine  and  Surgery],  249 
Cytoxan:  chemotherapy  of  lymphomas,  871 
Cytoxan:  clinical  cancer  chemotherapy  [Recent  Advances 
in  Medicine  and  Surgery],  249 


DBI:  management  of  child  with  diabetes  [Current  Concepts 
in  Diabetes  Mellitus],  466 

DBI:  present  status  of  oral  hypoglycemic  agents  [Current 
Concepts  in  Diabetes  Mellitus],  1328 
Deaner:  effects  of  deanol  in  children  with  organic  and  func- 
tional behavior  disorders,  901 

Deanol,  effects  of.  in  children  with  organic  and  functional 
behavior  disorders,  901 

Deer:  streptothricosis;  a new  zoonotic  disease,  1283 
Defense,  civil;  proposed  policy  for  disaster  medicine  and  its 
local  application.  309 
Defense,  civil,  stockpiles,  medical,  304 

Deformity:  current  concepts  in  physical  management  of 

arthritis,  396 

Degranol:  chemotherapy  of  lymphomas,  871 
Degranol:  clinical  cancer  chemotherapy  (Recent  Advances 
in  Medicine  and  Surgery],  249 
Delivery 

management  of  newborn  infant  of  diabetic  mother  [Current 
Concepts  in  Diabetes  Mellitus],  292 
obstetrician  and  perinatal  mortality  [Proceedings  of 
Special  Committee  on  Infant  Mortality]  (Panel  Dis- 
cussion), 1303 

use  of  chloroform  inhaler  in  obstetrics,  421 
Del  vex:  parasitic  infections  in  children,  1843 
Demecolcin:  clinical  cancer  chemotherapy  [Recent  Ad- 

vances in  Medicine  and  Surgery],  249 
Demonstration  of  Superior  “Specific”  Prophylactic  Effect 
of  Scopolamine  on  Postanesthetic  Emesis  (Greene.  Berko- 
witz,  (aoffen.  Anthony,  and  Katz),  102 
Dentistry:  follow-up  study  of  children  born  with  cleft  lip 
and/or  cleft  palate,  562 

Depo-Medrol:  methylprednisolone  acetate;  single  prepara- 
tion suitable  for  both  intra-articular  and  systemic  use,  552 
Depressions,  agitated,  combined  use  of  tranylcypromine  and 
trifluoperazine  in  ambulatory  treatment  of  patients  with; 
preliminary  evaluation,  1898 
Dermatitis 

diaper,  effective  ointment  in  treatment  of,  2057 
photosensitivity,  and  muscle  pain  [Clinicopathologic 
Conference],  595 

poison  ivy.  treatment  of  [Allergic  Problems  in  Children] 
(Symposium),  1701 

streptothricosis;  a new  zoonotic  disease,  1283 
Dermatomyositis:  photosensitivity,  dermatitis,  and  muscle 
pain  [Clinicopathologic  Conference],  595 
Dermatophilus  sp. : streptothricosis;  a new  zoonotic  disease, 
1283 

Desoxycorticosterone:  aldosterone  antagonists  [Recent 

Advances  in  Medicine  and  Surgery],  756 
Desoxycorticosterone:  changing  concepts  of  adrenal  cortical 
function,  1242 
Desoxyribose  nucleic  acid 

clinical  cancer  chemotherapy  [Recent  Advances  in  Medi- 
cine and  Surgery  j.  249 

systemic  lupus  erythematosus;  review  with  case  of  unusual 
longevity,  385 

ultraviolet  light  microscopy  and  fluorescent  antibody 
method  [History  of  Microscopy;  1490  to  the  Present] 
(Symposium),  444 

Detergents,  kerosene,  and  tranquilizers,  incidents  involving 
[Briefs  on  Accidental  Chemical  Poisonings  in  New  York 
City],  944 

Dexamethasone:  observations  on  management  of  rheuma- 

toid arthritis  and  related  disorders  with  newer  corticos- 
teroids, 717 

Deoxydemethyl  lycoramine  methiodide:  studies  in  myas- 

thenia gravis  [Recent  Advances  in  Medicine  and  Surgery], 
2076 

Dextromoramide  and  phenazocine,  comparative  studies 
of:  synthetic  narcotics,  83 
Diabetes 

and  pregnancy  [Current  Concepts  in  Diabetes  Mellitus], 
130 

Kimmelstiel- Wilson  syndrome,  1518 

mellitus,  on  classifying  [Current  Concepts  in  Diabetes 
Mellitus],  1734 

obstetrician  and  perinatal  mortality  [Proceedings  of  Special 
Committee  on  Infant  Mortality]  (Panel  Discussion), 
1303 

phosphorous,  phenothiazine,  and  arsenic  poisonings  (Briefs 
on  Accidental  Chemical  Poisonings  in  New  York  City  ]. 


2160 


New  York  State  J.  Med. 


INDEX— PART  I 


620 

see  also  Current  Concepts  in  Diabetes  Mellitus  (Series) 
Diabetic  Acidosis  [Current  Concepts  in  Diabetes  Mellitus] 
(Pines),  925 

Diabetic  Microangiopathy  [Current  Concepts  in  Diabetes 
Mellitus]  (Rifkin  and  Leiter),  1920 
Diabetic  mother:  clinical  investigation  of  respiratory  distress 
syndrome  of  prematurity;  interim  report  [Proceedings  of 
Special  Committee  on  Infant  Mortality),  1677 
Diabetic  mother,  management  of  newborn  infant  of  [Cur- 
rent Concepts  in  Diabetes  Mellitus],  292 
Diabetic  Neuropathy  [Current  Concepts  in  Diabetes  Mel- 
litus] (Ellenberg),  1562 

Diagnostic  Value  of  the  Electroencephalogram  in  Concussion 
and  Its  Sequelae  [Cerebral  Concussion  and  Its  Sequelae] 
(Symposium  and  Panel  Discussion)  (Strauss),  1884 
Diamox;  current  concepts  in  pathogenesis  and  management 
of  cirrhotic  ascites  [Recent  Advances  in  Medicine  and 
Surgery],  913 

Diaper  dermatitis,  effective  ointment  in  treatment  of,  2057 
Diarrhea:  bizarre  clinical  manifestations  of  segmental 

colitis,  1523 

Dichloroethyl  sul6de:  clinical  cancer  chemotherapy  [Recent 
Advances  in  Medicine  and  Surgery],  249 
Diepoxy propylbipiperidyl:  chemotherapy  of  lymphomas, 
871 

Diepoxypropylpiperizine:  chemotherapy  of  lymphomas,  871 
Diet:  see  Current  Concepts  in  Diabetes  Mellitus  (Series), 
Nutrition  Excerpts  (Senes) 

Diethylstilbestrol:  clinical  cancer  chemotherapy  [Recent 

Advances  in  Medicine  and  Surgery],  249 
Diffraction  plate:  pioneer,  phase,  and  interference  micro- 
scopes [History  of  Microscopy:  1490  to  the  Present] 

(Symposium),  430 

Digitalitis:  management  of  newborn  infant  of  diabetic  mother 
[Current  Concepts  in  Diabetes  Mellitus],  292 
Digoxin:  management  of  newborn  infant  of  diabetic  mother 
[Current  Concepts  in  Diabetes  Mellitus],  292 
Dihydro  E-73:  clinical  cancer  chemotherapy  [Recent  Ad- 
vances in  Medicine  and  Surgery],  249 
Dimethpyrindene:  new  drugs  in  treatment  of  allergies,  219 
Dipamycin:  effective  ointment  in  treatment  of  diaper 

dermatitis,  2057 

Diphenhydramine  hydrochloride:  prednisolone  21-phosphate 
in  intravenous  urography,  235 

Diphenylpropylamine:  comparative  studies  of  phenazocine 
and  dextromoramide;  synthetic  narcotics,  83 
Disability  laws:  legal  basis  for  awards  in  cardiac  cases,  906 
Disaster:  medical  civil  defense  stockpiles,  304 
Disaster  medicine  and  its  local  application,  proposed  policy 
for,  309 

Discoid  lupus  erythematosus:  systemic  lupus  erythematosus; 

review  with  case  of  unusual  longevity,  385 
Dislocation:  mechanism  of  “click"  in  unilateral  congenital 
subluxation  of  hip;  report  of  case,  412 
Ditbiazanine  iodide:  parasitic  infections  in  children,  1843 
Dithiazanine  iodide,  treatment  of  helminthiasis  with,  1539 
Diuretics 

aldosterone  antagonists  [Recent  Advances  in  Medicine 
and  Surgery],  756 

current  concepts  in  pathogenesis  and  management  of 
cirrhotic  ascites  [Recent  Advances  in  Medicine  and  Sur- 
gery), 913 

effects  of  flumethiazide  therapy  on  serum  electrolyte  levels, 
1249 

Diuril:  current  concepts  in  pathogenesis  and  management 
of  cirrhotic  ascites  [Recent  Advances  in  Medicine  and 
Surgery],  913 

DNA:  see  Desoxyribose  nucleic  acid 

Dorsum  rotundum:  osteochondrosis  deformans  juvenilis 

dorsi,  98 

Drainage,  postural:  pyogenic  lung  abscess,  402 
Dreams:  traumatic  neurotic  reaction  induced  by  succinyl- 
choUne  chloride,  1255 

Drosophila:  research  into  etiology  of  Hodgkin’s  disease,  549 
Drugs 

clinical  cancer  chemotherapy  [Recent  Advances  in  Medi- 
cine and  Surgery],  249 

combined  use  of  tranylcypromine  and  trifluoperazine  in 
ambulatory  treatment  of  patients  with  agitated  depres- 
sions; primary  evaluation,  1898 
(omparative  studies  of  phenazocine  and  dextromoramide; 
synthetic  narcotics,  83 

demonstration  of  superior  “specific”  prophylactic  effect  of 
scopolamine  on  postanesthetic  emesis,  102 
effects  of  deanol  in  children  with  organic  and  functional 
behavior  disorders,  901 
new,  in  treatment  of  allergies,  219 

new  medication  for  treatment  of  motion  sickness,  1278 
studies  in  myasthenia  gravis  [Recent  Advances  in  Medicine 
and  Surgery],  2076 

traumatic  neurotic  reaction  induced  by  suocinylcholine 
chloride,  1255 

treatment  of  helminthiasis  with  dithiazanine  iodide,  1539 
treatment  of  incontinence  in  male  mental  patients  with 
norethandrolone,  1281 

trimeprazine  in  pediatric  practice;  two  years  clinical  ex- 


perience, 1537 

use  of  relaxin  during  parturition,  90 
Duodenum:  ingested  foreign  body,  230 
Duodenum,  malignant  neoplasms  of  fourth  portion  of,  1358 


Ear:  present  surgical  management  of  otosclerosis,  890 
Eastern  Encephalitis  in  New  Jersey  in  1959  (Kandle),  726 
Eating  Problems  in  Adolescence  [Nutrition  Excerpts] 
(Young),  939 

ECHO  virus,  paralysis  associated  with;  type  nine,  798 
Eck  fistula:  extracorporeal  ion-exchange  circuits  in  treat- 
ment of  hepatic  coma,  879 

Ectocervix:  Eisenstein  ecto-endo  cervical  scraper,  591 
Ectropion:  simple  operation  (orbiculodiathermy)  for  spastic 
entropion;  follow-up  study  on  fifty  cases  [Lucien  Howe 
Prize  Essay;  1960],  753 

Eczema:  value  of  skin  testing  atopic  children  [Allergic 

Problems  in  Children]  (Symposium),  1710 
Edema 

acute  pulmonary,  terminal:  renal  failure  and  chronic 

Bright’s  disease  [Clinicopathologic  Conference],  281 
aldosterone  antagonists  [Recent  Advances  in  Medicine 
and  Surgery],  756 

clinical  investigation  of  respiratory  distress  syndrome  of 
prematurity;  interim  report  [Proceedings  of  Special 
Committee  on  Infant  Mortality],  1677 
diabetic  microangiopathy  [Current  Concepts  in  Diabetes 
Mellitus],  1920 

Kimmelstiel-Wilson  syndrome,  1518 
Edrophonium  chloride:  studies  in  myasthenia  gravis  [Recent 
Advances  in  Medicine  and  Surgery],  2076 
Effective  Ointment  in  Treatment  of  Diaper  Dermatitis 
(Adler),  2057 

Effects  of  Deanol  in  Children  with  Organic  and  Functional 
Behavior  Disorders  (Fields),  901 
Effects  of  Fumethiazide  Therapy  on  Serum  Electrolyte 
Levels  (Fearon,  Lewnes,  and  Chu),  1249 
Eisenstein  Ecto-Endo  Cervical  Scraper  (Eisenstein),  ,591 
Electrocardiogram:  “two-step”  exercise  test  brought  up  to 
date,  1850 

Electroencephalogram,  diagnostic  value  of,  in  concussion 
and  its  sequelae  [Cerebral  Concussion  and  Its  Sequelae] 
(Symposium  and  Panel  Discussion),  1884 
Electrolyte  levels,  serum,  effects  of  flumethiazide  therapy  on, 
1249 

Electromyography:  studies  in  myasthenia  gravis  [Recent 
Advances  in  Medicine  and  Surgery],  2076 
Electron  Microscopy  [History  of  Microscopy;  1490  to  the 
Present]  (Symposium)  (Ellis),  440 
Emboli;  maternal  mortality  study  [Maternal  Welfare  in  New 
York  State],  947 

EmboUsm,  amniotic  fluid:  medical  diagnostic  [Medical 

Diagnostic  Clinics],  2102 

Embolism,  postoperative  pulmonary  [Clinical  Anesthesia 
Conference],  1932 

Embolus,  pulmonary,  postoperative  cyanosis  attributed  to 
[Clinical  Anesthesia  Conference],  2099 
Emesis,  postanesthetic,  demonstration  of  superior  “specific” 
prophylactic  effect  of  scopolamine  on,  102 
Emulsions  of  pollen  extract,  treatment  of  pollinosis  with 
[Proceedings  of  New  York  Allergy  Society],  731 
Encephalitis,  Eastern,  in  New  Jersey  in  1959,  726 
Endobronchial  mass,  atelectasis,  and  pneumonia  [Clinico- 
pathologic Conference],  1554 

Endocarditis,  bacterial;  cardiorenal  failure  [Clinicopatho- 
logic Conference],  1321 

Endocervix;  Eisenstein  ecto-endo  cervical  scraper,  591 
Endocrine  disorders:  all  that  pains  is  not  arthritis,  1576 
Endocrine  dyscrasias;  effects  of  deanol  in  children  with  or- 
ganic and  functional  behavior  disorders,  901 
Endotoxins:  cortisone  and  infection  [Recent  Advances  in 
Medicine  and  Surgery],  455 

Endoxan;  clinical  cancer  chemotherapy  [Recent  Advances 
in  Medicine  and  Surgery],  249 

Enteric  cyto pathogenic  human  orphan  virus;  paralysis  as- 
sociated with  ECHO  virus;  type  nine,  798 
Enterobiasis:  parasitic  infections  in  children,  1843 
Entropion,  spastic,  simple  operation  (orbiculodiathermy)  for; 
follow-up  study  on  fifty  cases  [Lucien  Howe  Prize  Essay; 
I960],  753 

Enuresis:  effects  of  deanol  in  children  with  organic  and  func- 
tional behavior  disorders,  901 

Eosinophils:  cortisone  and  infection  [Recent  Advances  in 
Medicine  and  Surgery],  455 
Ephedrine:  new  drugs  in  treatment  of  allergies,  219 
Epilepsy:  sequelae  of  cerebral  concussion  [Cerebral  Con- 
cussion and  Its  Sequelae]  (Symposium  and  Panel  Discus- 
sion), 1871 

Epilepsy:  systemic  lupus  erythematosus;  review  with  case  of 
unusual  longevity,  385 

Epinephrine;  treatment  of  allergic  emergencies,  1274 
Epinephrine:-  treatment  of  pollinosis  with  emulsions  of  pollen 
extract  [Proceedings  of  New  York  Allergy  Society),  731 
Epoxides:  chemotherapy  of  lymphomas,  871 
Ergot  drugs:  demonstration  of  superior  "specific”  pro- 

phylactic effect  of  scopolamine  on  postanesthetic  emesis. 


June  15,  1961 


2161 


INDEX— PART  I 


102 

Eecphagus:  ingested  foreign  body,  230 

Estrogen  tlierapy;  clinical  cancer  chemotherapy  [Recent 
Advances  in  Medicine  and  Surgery],  249 
Estrogens:  current  concepts  in  pathogenesis  and  management 
of  cirrhotic  ascites  [Recent  Advances  in  Medicine  and 
Surgery],  913 

Ether:  comparative  incidence  of  hypotension  and  brady- 
cardia utilizing  halothane  anesthesia,  2073 
Ethinyl  estradiol:  clinical  cancer  chemotherapy  [Recent 

Advances  in  Medicine  and  Surgery],  249 
Ethyleneimines:  clinical  cancer  chemotherapy  [Recent 

Advances  in  Medicine  and  Surgery],  249 
Ethylenimino  quinone:  clinical  cancer  chemotherapy 

[Recent  Advances  in  Medicine  and  Surgery],  249 
Ethylstibamine:  chemotherapy  of  lymphomas,  871 
Exercise:  current  concepts  in  physical  management  of 

arthritis,  396 

Exotoxins:  cortisone  and  infection  [Recent  Advances  in 

Medicine  and  Surgery],  455 

Extracorporeal  Ion-Exchange  Circuits  in  Treatment  of 
Hepatic  Coma  (McCann),  879 
Exudation:  cortisone  and  infection  [Recent  Advances  in 

Medicine  and  Surgery],  455 
Eyes 

glaucoma  detection  is  everybody’s  business,  1239 
simple  operation  (orbiculodiathermy)  for  spastic  entropion; 
follow-up  study  on  fifty  cases  [Lucien  Howe  Prize  Essay; 
1960],  753 

systemic  lupus  erythematosus;  review  with  case  of  unusual 
longevity,  385 


Fallopian  tube,  isolated  torsion  of,  1268 
I’amily  services:  role  of  physician  in  exploring  various  needs 
and  community  resources  available  to  senior  citizens, 
406 

Fat,  body,  metabolism  of  [Nutrition  Excerpts],  1339 
F’atal  Salicylate  Intoxication  and  Stramonium  Poisoning 
[Briefs  on  Accidental  Chemical  Poisonings  in  New  York 
City],  301 

Fatness, body,  in  normal  young  women  [Nutrition  Excerpts], 
1928 
Feeding 

foUow-up  study  of  children  born  with  cleft  lip  and/or 
cleft  palate,  562 

management  of  newborn  infant  of  diabetic  mother  [Cur- 
rent Concepts  in  Diabetes  Mellitus],  292 
tube,  new  formula  for,  2061 

Fenestration:  present  surgical  management  of  otosclerosis, 
885 

Fetus:  see  Proceedings  of  Special  Committee  on  Infant 

Mortality 

Fibrin  deposition  and  placental  infarction,  clinical  aspects  of 
[Proceedings  of  Special  Committee  on  Infant  Mortality] 
(Symposium),  1496 

Fibrinoid:  systemic  lupus  erythematosus;  review  with  case  of 
unusual  longevity,  385 
Fibrolipoma  of  the  Knee  (Winter),  1355 

Fibrosis:  systemic  lupus  erythematosus;  review  with  case 
of  unusual  longevity,  385 

Fire  and  blast,  protection  of  houses  against.  Survival  in 
Thermonuclear  War,  XI,  [Physician  in  Civil  Defense], 
136 

Fixation,  single  screw,  shoulder  fusion  using,  237 
Flumethiazide  therapy,  effects  of,  on  serum  electrolyte  levels, 
1249 

Fluorescent  antibody  method,  ultraviolet  light  microscopy 
and  [History  of  Microscopy;  1490  to  the  Present]  (Sym- 
posium), 444 

Fluorochromes:  ultraviolet  light  microscopy  and  fluorescent 
antibody  method  [History  of  Microscopy;  1490  to  the 
Present]  (Symposium),  444 
Fluoroscope:  ingested  foreign  body,  230 
5-Fluorouracil;  clinical  cancer  chemotherapy  [Recent  Ad- 
vances in  Medicine  and  Surgery],  249 
Folic  acid  antagonists:  clinical  cancer  chemotherapy  [Re- 
cent Advances  in  Medicine  and  Surgery],  249 
Follow-Up  Study  of  Children  Born  with  Cleft  Lip  and/or 
Cleft  Palate  (Lending,  Jacobziner,  Grossi,  Kugler,  and 
Rich),  562 

Food:  see  Current  Concepts  in  Diabetes  Mellitus  (Series), 
Feeding,  Nutrition  Excerpts  (Series),  Physician  in  Civil 
Defense  (Series) 

Foreign  body,  ingested,  230 

Forhistal:  new  drugs  in  treatment  of  allergies,  219 
Fowler's  solution:  clinical  cancer  chemotherapy  [Recent 

Advances  in  Medicine  and  Surgery],  249 
Fracture  of  internal  meniscus,  spring  sign  in  detection  of, 
1534 

5-FU:  clinical  cancer  chemotherapy  (Recent  Advances  in 
Medicine  and  Surgery],  249 
Fuadin:  chemotherapy  of  lymphomas,  871 
FUDR:  clinical  cancer  chemotherapy  [Recent  Advances  in 
Medicine  and  Surgery],  249 

Functional  and  organic  behavior  disorders,  effects  of  deanol  in 
children  with,  901 

Fungicidin:  current  concepts  of  superficial  fungus  diseases 


[Recent  Advances  in  Medicine  and  Surgery  ],  1904 
Fungus  diseases,  superficial  , current  concepts  of  [Recent 
Advances  in  Medicine  and  Surgery],  1904 
Fungus  Infections  in  Northern  New  York  State  (Saunders), 
1.542 

F'unistis:  amniotic  infection  s.vndrome;  practical  significance 
and  quick  diagnostic  test  [Proceedings  of  Special  Com- 
mittee on  Infant  MortaUty]  (Symposium),  1488 
Furunculosis:  streptothricosis:  a new  zoonotic  disease,  1283 
Fusion,  shoulder,  using  single  screw  fixation,  237 


Galanthamine:  studies  in  myasthenia  gravis  [Recent  Ad 
vances  in  Medicine  and  Surgery),  2076 
Gastric  complications:  methylprednisolone  acetate;  single 
preparation  suitable  for  both  intra-articular  and  systemic 
use,  552 

Gastrointestinal  Intubation  [Recent  Advances  in  Medicine 
and  Surgery]  (Hurwitz),  1550 
Gastrointestinal  disorders 

aU  that  pains  is  not  arthritis,  1576 
back  pain  in  peptic  ulcer,  625 

glucagon  problem  [Current  Concepts  in  Diabetes  Mellitus], 
779 

systemic  lupus  erythematosus;  review  with  case  of  un- 
usual longevity,  385 

Gastrostomy  tubes:  gastrointestinal  intubation  [Recent 

Advances  in  Medicine  and  Surgery],  1550 
Genitourinary  tract:  systemic  lupus  erythematosus;  review 
with  case  of  unusual  longevity,  385 
Geriatrics 

medical  society-sponsored  Blue  Shield  plans  [Medical 
Care  Insurance],  476 

role  of  physician  in  exploring  various  needs  and  community 
resources  available  to  senior  citizens,  406 
short  catechism  of  medical  aid  to  the  aged,  1959 
Glaucoma  Detection  Is  Everybody’s  Business  (Mould),  1239 
Glomerulonephritis:  cardiorenal  failure  [Clinicopathologic 

Conference],  1321 

Glomerulosclerosis:  diabetic  microangiopathy  [Current 

Concepts  in  Diabetes  Mellitus],  1920 
Glomerulosclerosis:  Kimmelstiel-Wilson  syndrome,  1518 
Glucagon:  see  Current  Concepts  in  Diabetes  Mellitus  (Series) 
Glucagon  Problem  [Current  Concepts  in  Diabetes  Mellitus) 
(Bergen  and  Van  Itallie),  779 

Glucocorticoids:  aldosterone  antagonists  [Recent  Advances 
in  Medicine  and  Surgery],  756 

Glucose:  see  Current  Concepts  in  Diabetes  Mellitus  (Series) 
Glycogen:  see  Current  Concepts  in  Diabetes  Mellitus  (Series) 
Glycosuria:  see  Current  Concepts  in  Diabetes  Mellitus 

(Series) 

Gold  salts:  current  concepts  in  physical  management  of 

arthritis,  396 

Gonads:  treatment  of  hyperthyroidism,  579 
Government 

medical  society-sponsored  Blue  Shield  plans  [Medical 
Care  Insurance],  476 

proposed  policy  for  disaster  medicine  and  its  local  appli- 
cation, 309 

short  catechism  of  medical  aid  to  the  aged,  1959 
Granuloma:  research  into  etiology  of  Hodgkin’s  disease, 

549 

Granulomatosis,  vernix,  of  amnion  (“amnion  nodosum’’) 
in  oligohydramnios:  lesion  associated  with  urinary 

anomalies,  retention  of  dead  fetuses,  and  prolonged 
leakage  of  amniotic  fluid  [Proceedings  of  Special  Committee 
on  Infant  Mortality]  (Symposium),  1492 
Granulomatous  Prostatitis  Due  to  Cryptococcus  Neoformans 
(Torula)  with  Disseminated  Cryptococcosis  and  Meningitis 
(Dreyfussand  Sommer),  1589 

Granulomatous  disorder,  widely  disseminated  [Clinico- 
pathologic Conference],  920 
Grass  poUinosis,  repository  treatment  of,  1479 
Griseofulvin:  current  concepts  of  superficial  fungus  diseases 
[Recent  Advances  in  Medicine  and  Surgery],  1904 
Griseofulvin:  fungus  infections  in  northern  New  York  state, 
1542 

Guanidine  derivatives:  present  status  of  oral  hypoglycemic 
agents  [Current  Concepts  in  Diabetes  Mellitus],  1328 

Halothane  anesthesia,  comparative  incidence  of  hypotension 
and  bradycardia  utilizing,  2073 
Hay  fever:  treatment  of  poUinosis  with  emulsions  of  pollen 
extract  [Proceedings  of  New  York  AUergy  Society],  731 
Hay  fever:  value  of  skin  testing  atopic  children  [AUergic 
Problems  in  Children]  (Symposium),  1710 
Head:  cerebral  concussion  and  its  sequelae  (Symposium 

and  Panel  Discussion),  1864 

Headache,  post- traumatic:  its  basic  mechanisms  and  char- 
acter [Cerebral  Concussion  and  Its  Sequelae]  (Symposium 
and  Panel  Discussion),  1875 

Health  departments,  hospital  laboratory  as  listening  post 
for,  1957 

Hearing  defects:  follow-up  study  of  children  born  with 

cleft  lip  and/or  cleft  palate,  562 
Hearing:  present  surgical  management  of  otosclerosis,  890 
Heart 


2UY2 


New  York  State  ,J.  Med. 


INDEX— PART  I 


aldosterone  antagonists  [Recent  Advances  in  Medicine 
and  Surgery],  756 

atypical  myocardial  infarction,  143 
carmac  diagnostic  [Medical  Diagnostic  Clinics],  789,1337 
cardiorenal  failure  [Clinicopathologic  Conference],  1321 
cardiovascular  abnormalities  during  surgery  secondary  to 
metastatic  lesions  of,  955 

clinical  investigation  of  respiratory  distress  syndrome  of 
prematurity;  interim  report  [Proceedings  of  Special 
Committee  on  Infant  Mortality],  1677 
disease,  types  of  clinical  psychiatric  pictures  observed  in, 
2103 

legal  basis  for  awards  in  cardiac  cases,  906 
maternal  mortality  study  [Maternal  Welfare  in  New  York 
State],  947 

roentgenographic  demonstration  of  calcification  of  aortic 
cusps  in  aortic  stenosis,  2065 

systemic  lupus  erythematosus:  review  with  case  of  unusual 
longevity,  385 

“two-step”  exercise  brought  up  to  date,  1850 
use  of  chloroform  inhaler  in  obstetrics,  421 
widely  disseminated  granulomatous  disorder  [Clinico- 
pathologic Conference],  920 
see  also  Cardiac,  Cardiovascular  Spotlight  (Series) 

Heat:  current  concepts  in  physical  management  of  arthritis, 
396 

Helminthiasis:  parasitic  infections  in  children,  1843 
Helminthiasis,  treatment  of,  with  dithiazanine  iodide, 
1539 

Hemachroraatosis:  on  classifying  diabetes  mellitus  [Current 
Concepts  in  Diabetes  Mellitus],  1734 
Hematoma,  subdural:  post-traumatic  headache:  its  basic 
mechanisms  and  character  [Cerebral  Concussion  and 
Its  Sequelae)  (Symposium  and  Panel  Discussion),  1875 
Hematosalpinx:  isolated  torsion  of  fallopian  tube,  1268 
Hemorrhage:  renal  failure  and  chronic  Bright’s  disease 

[Clinicopathologic  Conference],  281 
Hepatic  coma:  current  concepts  in  pathogenesis  and  manage- 
ment of  cirrhotic  ascites  [Recent  Advances  in  Medicine 
and  Surgery],  913 

Hepatic  coma,  extracorporeal  ion-exchange  circuits  in  treat- 
ment of,  879 

Hepatic  glycogenolysis:  glucagon  problem  [Current  Con- 

cepts in  Diabetes  MelUtus],  779 
Hepatic  lobectomy,  right,  in  infancy,  2117 
Hepatitis,  acute  anicteric,  manifested  by  coma  and  delirium, 
1587 

Hip,  mechanism  of  "click”  in  unilateral  congenital  subluxa- 
tion of;  report  of  case,  412 
History  of  Medicine  (Series),  1747,  1944 
History  of  Medicine  in  New  York  State  (Series),  2123 
History  of  Microscopy:  1490  to  the  Present  (Symposium), 
430 

HNs:  clinical  cancer  chemotherapy  [Recent  Advances  in 
Medicine  and  Surgery],  249 
Hodgkin's  diaseass 

chemotherapy  of  lymphomas,  871 

clinical  cancer  chemotherapy  [Recent  Advances  in  Medi- 
cine and  Surgery],  249 
clinical  use  of  bone  marrow  transfusions,  1837 
research  into  etiology  of,  549 

Home  services:  role  of  physician  in  exploring  various  needs 
and  community  resources  available  to  senior  citizens, 
406 

Horaochlorcyclizine:  new  drugs  in  treatment  of  allergies, 
219 

Hookworm:  parasitic  infections  in  children,  1843 
Hookworm:  treatment  of  helminthiasis  with  dithiazanine 
iodide,  1539 

Hope,  project,  physician’s  report  on,  2141 
Hormones 

aldosterone  antagonists  [Recent  Advances  in  Medicine  and 
Surgery],  756 

anaphylactic  reaction  to  ACTH,  623 

changing  concepts  of  adrenal  cortical  function,  1242 

chemotherapy  of  lymphomas,  871 

clinical  cancer  chemotherapy  [Recent  Advances  in  Medi- 
cine and  Surgery],  249 

cortisone  and  infection  [Recent  Advances  in  Medicine  and 
Surgery],  455 

current  concepts  in  pathogenesis  and  management  of 
cirrhotic  ascites  [Recent  Advances  in  Medicine  and 
Surgery],  913 

metabolism  of  body  fat  [Nutrition  Excerpts],  1339 
treatment  of  metastatic  thyroid  cancer  with  radioactive 
iodine,  885 

use  of  relaxin  during  parturition;  clinical  observations,  90 
Horses:  eastern  encephalitis  in  New  Jersey  in  1959,  726 
Hospital  Laboratory  as  a Listening  Post  for  Health  Depart- 
ments (Neter),  1957 

Houses,  protection  of,  against  blast  and  fire.  Survival  in 
Thermonuclear  War.  XI.  [Physician  in  Civil  Defense], 
136 

Housing:  role  of  the  physician  in  exploring  various  needs 
and  community  resources  available  to  senior  citizens,  406 
Human  Anthrax  in  New  York  State  (Miller),  2046 


Humerus  and  ilium,  osteolytic  lesions  in  [Clinicopathologic 
Conference],  124 

Hyaline  membranes:  clinical  investigation  of  respiratory 

distress  syndrome  of  prematurity;  interim  report  [Pro- 
ceedings of  Special  Committee  on  Infant  Mortality],  1677 
Hydeltrasol:  prednisolone  21-phosphate  in  intravenous 

urography,  235 

Hydralazine:  effects  of  flumethiazide  therapy  on  serum 

electrolyte  levels,  1249 

Hydrochlorothiazide:  effects  of  flumethiazide  therapy  on 

serum  electrolyte  levels,  1249 
Hydrocortisone 

aldosterone  antagonists  [Recent  Advances  in  Medicine 
and  Surgery],  756 

changing  concepts  of  adrenal  cortical  function,  1242 
methylprednisolone  acetate;  single  preparation  suitable 
for  both  intra-articular  and  systemic  use,  552 
new  drugs  in  treatment  of  allergies,  219 
observations  on  management  of  rheumatoid  arthritis  and 
related  disorders  with  newer  corticosteroids,  717 
Hydrogen  bombs:  see  Physician  in  Civil  Defense  (Series) 
Hypoglycemia,  prolonged  severe,  following  tolbutamide 
therapy  for  paralysis  agitans,  1939 
Hydrosalpinx;  isolated  torsion  of  fallopian  tube,  1268 
Hydrotherapy:  current  concepts  in  physical  management  of 
arthritis,  396 

Hypaque  sodium:  prednisolone  21-phosphate  in  intravenous 
urography,  235 

Hyperalaosteronism : aldosterone  antagonists  [Recent 

Advances  in  Medicine  and  Surgery],  756 
Hyperglycemia:  glucagon  problem  [Current  Concepts  in 

Diabetes  Mellitus),  779 

Hyperkalemia:  clinical  investigation  of  respiratory  distress 
syndrome  of  prematurity;  interim  report  [Proceedings 
of  Special  Committee  on  Infant  Mortality],  1677 
Hyperkalemia:  diabetic  acidosis  [Current  Concepts  in 

Diabetes  Mellitus],  925 

Hyperlipemia:  Kimmelstiel- Wilson  syndrome,  1518 
Hypernephroma:  clinical  cancer  chemotherapy  [Recent 

Advances  in  Medicine  and  Surgery],  249 
Hyperparathyroidism,  primary,  peptic  ulcer  as  presenting 
manifestation  of,  2033 
Hyperplasia 

aldosterone  antagonists  [Recent  Advances  in  Medicine 
and  Surgery],  756 

changing  concepts  of  adrenal  cortical  function,  1242 
reactive:  photosensitivity,  dermatitis,  and  muscle  pain 

[Clinicopathologic  Conference),  595 
renal  failure  and  chronic  Bright’s  disease  [Clinicopathologic 
Conference],  281 

tobacco-induced  epithelial,  contribution  to  study  of,  in 
human  beings;  palatal  leukoplakia  in  female  cigaret 
smoker,  2044 

Hypersensitivity:  systemic  lupus  erythematosus;  review 

with  case  of  unusual  longevity,  385 
Hypersplenism;  thrombocytopenia  with  marked  reduction  of 
megakaryocytes  in  patient  with  lymphosarcoma-leukemia, 
treated  by  splenectomy,  791 
Hypertension 

aldosterone  antagonists  [Recent  Advances  in  Medicine 
and  Surgery],  756 

current  concepts  in  pathogenesis  and  management  of 
cirrhotic  ascites  [Recent  Advances  in  Medicine  and 
Surgery],  913 

effects  of  flumethiazide  therapy  on  serum  electrolyte 
levels,  1249 

malignant;  renal  failure  and  chronic  Bright’s  disease 
[Clinicopathologic  Conference],  281 
portal,  and  intrathoracic  disease  states,  costal  intra-osseous 
venography  in  diagnosis  of,  1697 
Hyperthyroidism,  treatment  of.  579 

Hypertrophy,  cardiac:  renal  failure  and  chronic  Bright’s 
disease  [(Slinocopathologic  Conference],  281 
Hypoalbuminemia:  Kimmelstiel- Wilson  syndrome,  1518 
Hypocholesterolemic  Action  of  Nicotinic  Acid  [Nutrition 
Excerpts]  (Gaylor),  1739 

Hypoglycemia;  management  of  child  with  diabetes  [Current 
Concepts  in  Diabetes  Mellitus],  466 
Hypoglycemic  agents,  oral,  present  status  of  [Current  Con- 
cepts in  Diabetes  Mellitus],  1328 
Hypokalemia:  aldosterone  antagonists  [Recent  Advances  in 
Medicine  and  Surgery],  756 

Hypokalemia:  effects  of  flumethiazide  therapy  on  serum 
electrolyte  levels,  1249 

Hyponatremia:  aldosterone  antagonists  [Recent  Advances 
in  Medicine  and  Surgery],  756 

Hypophysectomy:  clinical  cancer  chemotherapy  [Recent 

Advances  in  Medicine  and  Surgery],  249 
Hypotension  and  bradycardia  utilizing  halothane  anesthesia, 
comparative  incidence  of,  2073 
Hypothyroidism:  treatment  of  hyperthyroidism,  579 

I‘*‘;  see  Radioactive  iodine 

Ileocecal  and  pulmonary  tuberculosis,  coexistent,  1765 
Iliopsoas:  osteochondrosis  deformans  juvenilis  dorsi,  98 
Ilium  and  humerus,  osteolytic  lesions  in  [Clinicopathologic 
Conference],  124 
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Imipramine  hydrochloride:  combined  use  of  tranylcy- 

promine and  trifluoperazine  in  ambulatory  treatment  of 
patients  with  agitated  depressions;  preliminary  evaluation, 
1898 

Immunology:  ultraviolet  light  microscopy  and  fluorescent 
antibody  method  [History  of  Microscopy;  1490  to  the 
Present]  (Symposium),  444 

Incidence  of  Reactions  Following  Oral  Administration  of 
Phenethicillin  (Frank,  Katz,  and  Plotz),  593 
Incidents  Involving  Detergents,  Kerosene,  and  Tranquilizers 
[Briefs  on  Accidental  Chemical  Poisonings  in  New  York 
City],  944 

Incompetent  Cervix  (Javert),  1262 

Incontinence  in  male  mental  patients,  treatment  of,  with 
norethandrolone,  1281 

Index,  allergic — its  prognostic  significance  [Allergic  Prob- 
lems in  Children]  (Symposium),  1705 
Industrial  medicine:  legal  basis  for  awards  in  cardiac  cases, 
906 

Infants:  follow-up  study  of  children  born  with  cleft  lip  and/or 
cleft  palate,  562 

Infants:  see  also  Proceedings  of  Special  Committee  on  Infant 
Mortality 

Infarction,  myocardial,  atypical,  143 

Infarction,  placental,  and  fibrin  deposition,  clinical  aspects 
of  [Proceedings  of  Special  Committee  on  Infant  Mortality] 
(Symposium),  1496 
Infection(s) 

and  cortisone  [Recent  Advances  in  Medicine  and  Sur- 
gery], 455 

management  of  child  with  diabetes  [Current  Concepts  in 
Diabetes  Mellitus],  466 
parasitic,  in  children,  1843 

Infiltrative  Peripheral  Nerve  Disorder  [Clinicopathologic 
Conference],  1727 

Inflammation:  methylprednisolone  acetate:  single  prepara- 
tion suitable  for  both  intra-articular  and  systemic  use, 
552 

Inflammatory  response:  cortisone  and  infection  [Recent 

Advances  in  Medicine  and  Surgery],  455 
Influenza,  Asian,  virus  vaccine,  clinical  note  on,  627 
Infusion  Monitor  (Schoenfeld  and  Edis),  1545 
Ingested  Foreign  Body  (Scatohard,  Duszynski,  Munschauer, 
and  Perez),  230 
Injury 

brain:  cerebral  concussion  and  its  sequelae  (Symposium 
and  Panel  Discussion),  1864 
legal  basis  for  awards  in  cardiac  cases,  906 
see  also  Physician  in  Civil  Defense  (Series) 

Inhaler,  chloroform,  use  of,  in  obstetrics,  42 1 
Injections:  methylprednisolone  acetate:  single  preparation 
suitable  for  both  intra-articular  and  systemic  use,  552 
Insidious  Abdominal  Pain  [Clinicopathologic  Conference], 
771 

Insulin:  see  Current  Concepts  in  Diabetes  Mellitus  (Series) 
Insurance:  legal  basis  for  awards  in  cardiac  cases,  906 
Insurance:  see  also  Medical  Care  Insurance  (Series) 
Interference,  pioneer  and  phase  microscopes  [History  of 
Microscopy;  1490  to  the  Present]  (Symposium),  430 
Intestine:  bizarre  clinical  manifestations  of  segmental 

colitis,  1523 

Intoxication,  fatal  salicylate,  and  stramonium  poisoning 
[Briefs  on  Accidental  Poisonings  in  New  York  City],  301 
Intra-articular  and  systemic  use,  single  preparation  suitable 
for;  methylprednisolone  acetate,  552 
Intramuscular  injection:  methylprednisolone  acetate:  single 
preparation  suitable  for  both  intra-articular  and  systemic 
use,  552 

Intraocular  pressure:  glaucoma  detection  is  everybody’s 

business,  1239 

Intravenous  urography,  prednisolone  21-phosphate  in,  235 
Intubation,  gastrointestinal  [Recent  Advances  in  Medicine 
and  Surgery],  1550 

Iodine,  radioactive:  treatment  of  hyperthyroidism,  579 
Iodine,  radioactive,  treatment  of  metastatic  thyroid  cancer 
with,  885 

lodochlorhydroxyquin:  new  drugs  in  treatment  of  allergies, 
219 

lonephrin:  new  drugs  in  treatment  of  allergies,  219 
Ion-exchange  circuits,  extracorporeal,  in  treatment  of  hepatic 
coma,  879 

Ipecac:  proceedings  of  New  York  city  poison  control  ad- 

visory committee  meeting,  482 
Iproniazid:  combined  use  of  tranylcypromine  and  trifluo- 

perazine in  ambulatory  treatment  of  patients  with  agi- 
tated depressions;  preliminary  evaluation,  1898 
Irradiation:  clinical  use  of  bone  marrow  transfusions,  1837 
Ischemic  Necrosis  of  Anterior  Tibial  Muscles  Associated  with 
Arteriosclerosis  Obliterans  (Higgins),  1583 
Isolated  Torsion  of  Fallopian  Tube  (Braunstein,  Ryan,  and 
McCormick),  1268 

Isolette:  management  of  newborn  infant  of  diabetic  mother 
[Current  Concepts  in  Diabetes  Mellitus],  292 
Isotope:  treatment  of  hyperthyroidism,  579 


Jaundice:  clinical  investigation  of  respiratory  distress 


syndrome  of  prematurity;  interim  report  [Proceedings  of 
Special  Committee  on  Infant  Mortality],  1677 
Jejunostomy  tube:  gastrointestinal  intubation  [Recent 

Advances  in  Medicine  and  Surgery],  1550 
Joints 

current  concepts  in  physical  management  of  arthritis,  396 
methylprednisolone  acetate:  single  preparation  suitable 

for  both  intra-articular  and  systemic  use,  552 
observations  on  management  of  rheumatoid  arthritis  and 
related  disorders  with  newer  corticosteroids,  717 
systemic  lupus  erythematosus;  review  with  case  of  un- 
usual longevity,  385 

Juvenile  round  back:  osteochondrosis  deformans  juvenilis 

dorsi,  98 

Kerosene,  detergents,  and  tranquilizers,  incidents  involving 
[Briefs  on  Accidental  Chemical  Poisonings  in  New  York 
City],  944 

Ketonemia:  glucagon  problem  [Current  Concepts  in  Diabetes 
MeUitus],  779 
Kidney 

aldosterone  antagonists  [Recent  Advances  in  Medicine 
and  Surgery],  756 

clinical  investigation  of  respiratory  distress  syndrome  of 
prematurity;  interim  report  [Proceedings  of  Special 
Committee  on  Infant  Mortality],  1677 
peptic  ulcer  as  presenting  manifestation  of  primary 
hyperparathyroidism,  2033 

systemic  lupus  erythematosus;  review  with  case  of  un- 
usual longevity,  385 

widely  disseminated  granulomatous  disorder  [Clinico- 
pathologic Conference],  920 
see  also  Renal 

Kimmelstiel-Wilson  lesion:  diabetic  microangiopathy  [Cur- 

rent Concepts  in  Diabetes  Mellitus],  1920 
Kimmelstiel-Wilson  Syndrome  (Appelman),  1518 
Knee,  fibrolipoma  of,  1355 

Kyphosis,  juvenile:  osteochondrosis  deformans  juvenilis 

dorsi,  98 

Labor:  use  of  chloroform  inhaler  in  obstetrics,  421 
Labor:  use  of  relaxin  during  parturition;  clinical  observa- 

tions, 90 

Laboratory,  hospital,  as  listening  post  for  health  departments, 
1957 

Labrum:  mechanism  of  “click"  in  unilateral  congenital 

subluxation  of  hip;  report  of  case,  412 
Lanonxin:  management  of  newborn  infant  of  diabetic 

mother  [Current  Concepts  in  Diabetes  Mellitus],  292 
Large  Mass  in  the  Lung  [Clinicopathologic  Conference],  1913 
Larynx:  unilateral  paralysis  of  vocal  cord  following  admin- 
istration of  tetanus  antitoxin,  1349 
Lash  procedure:  incompetent  cervix,  1262 
Law:  legal  basis  for  awards  in  cardiac  cases,  906 
L.E.  cell  phenomenon;  systemic  lupus  erythematosus;  re- 
view with  case  of  unusual  longevity,  385 
Lead  poisoning:  proceedings  of  New  York  city  poison  control 
advisory  committee  meeting,  482 
Legal  Basis  for  Awards  in  Cardiac  Cases  (McNiece),  906 
Lens:  history  of  microscopy;  1490  to  the  present  (Sym- 

posium), 430 

Lente:  pregnancy  and  diabetes  [Current  Concepts  in  Di- 

abetes Mellitus],  130 

Lesions,  metastatic,  of  the  heart,  cardiovascular  abnormal- 
ities during  surgery  secondary  to,  955 
Lesions,  osteolytic,  in  humerus  and  ilium  [Clinicopathologic 
Conference],  124 

Leucovorin:  clinical  cancer  chemotherapy  [Recent  Advances 
in  Medicine  and  Surgery],  249 
Leukemia 

chemotherapy  of  lymphomas,  871 

clinical  cancer  chemotherapy  [Recent  Advances  in  Medi- 
cine and  Surgery),  249 

clinical  use  of  bone  marrow  transfusions,  1837 
lymphosarcoma,  patient  with,  treated  by  splenectomj’, 
thrombocytopenia  with  marked  reduction  of  mega- 
karyocytes, 791 

research  into  etiology  of  Hodgkin's  disease,  549 
treatment  of  metastatic  thyroid  cancer  with  radioactive 
iodine,  885 

Leukeran:  chemotherapy  of  lymphomas,  871 
Leukopenia:  clinical  cancer  chemotherapy  [Recent  Advances 
in  Medicine  and  Surgery ),  249 

Leukopenia:  systemic  lupus  erythematosus;  review  with 

case  of  unusual  longevity,  385 

Leukoplakia,  palatal,  in  female  cigaret  smoker;  contribu- 
tion to  study  of  tobacco-induced  epithelial  hyperplasia  in 
human  beings,  2044 

Light  waves:  history  of  microscopy;  1490  to  the  present 

(Symposium),  430 

Limbus:  mechanism  of  the  "click”  in  unilateral  congenital 

subluxation  of  hip;  report  of  case,  412 
Lincoln’s  Ladies  in  White  [History  of  Medicine]  (Dannett), 
1944 

Lip,  cleft,  and/or  cleft  palate,  follow-up  study  of  children 
born  with,  562 

Lipids:  metabolism  of  body  fat  [Nutrition  Excerpts],  1339 
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Listeria  Monocytogenes  Infection  in  Children  (Colagiuri 
and  Leslie),  2110 

Liver 

clinical  investigation  of  respiratory  distress  syndrome  of 
prematurity;  interim  report  [Proceedings  of  Special 
Committee  on  Infant  Mortality],  1677 
current  concepts  in  pathogenesis  and  management  of 
cirrhotic  ascites  [Recent  Advances  in  Medicine  and 
Surgery],  913 

extracoporeal  ion-exchange  circuits  in  treatment  of  hepatic 
coma,  879 

glucagon  problem  [Current  Concepts  in  Diabetes  Mellitus[, 
779 

right  hepatic  lobectomy  in  infancy,  2117 
sarcoidosis  followed  by  biliary  cirrhosis  and  xanthomatosis, 
1757 

systemic  lupus  erythematosus;  review  with  case  of  unusual 
longevity,  385 

use  of  chloroform  inhaler  in  obstetrics,  421 
see  also  Hepatic 

Liver-Cell  Carcinoma  in  Five-year-old  Male  (Giordano  and 
Schwarz),  1351 

Lobuli:  breathing  cripples,  416 

Local  application,  its,  proposed  policy  for  disaster  medicine 
and,  309 

Lugol's  solution:  treatment  of  hyperthyroidism,  579 

Lung 

abscess,  pyogenic,  402 

cancer,  value  of  aerosol-produced  sputum  as  screening 
technic  for,  2054 

cancer,  value  of  community  chest  x-ray  surveys  in  de- 
tecting, 1859 

large  mass  in  [Clinicopathologic  Conference],  1913 
postoperative  pulmonary  embolism  [Clinical  Anesthesia 
Conference],  1932 

spontaneous  pneumothorax  with  review  of  ninety-five 
cases,  570 

systemic  lupus  erythematosus;  review  with  case  of  unusual 
longevity,  385 

widely  disseminated  granulomatous  disorder  [Clinioopath- 
ologic  Confernce],  920 

Lupus  erythematosus,  systemic;  review  with  case  of  unusual 
longevity,  385 

Lymph  node,  supraclavicular:  photosensitivity,  dermatitis, 

and  muscle  pain  [Clinicopathologic  Conference],  595  I 

Lymph  node:  systemic  lupus  erythematosus;  review  with 

cases  of  unusual  longevity,  385 

Lymphadenopathy:  costal  intra-osseous  venography  in 

diagnosis  of  portal  hypertension  and  intrathoracic  disease 
states,  1697 

Lymphadenopathy:  systemic  lupus  erythematosus;  review 
with  case  of  unusual  longevity,  385 

Lymphocytes;  cortisone  and  infection  [Recent  Advances 
in  Medicine  and  Surgery],  455 

I,ymphocytosis:  cardiac  diagnosis  [Medical  Diagnostic 

Clinics],  789 

Lymphoma(s) 

chemotherapy  of,  871 

osteolytic  lesions  in  humerus  and  ilium  [Clinicopathologic 
(Conference],  124 
primary,  of  vagina,  2113 

Lymphosarcoma 

chemotherapy  of  lymphomas,  871 

clinical  cancer  chemotherapy  [Recent  Advances  in  Med- 
icine and  Surgery],  249 

-leukemia,  thrombocytopenia  with  marked  reduction  of 
megakaryocytes  in  patient  with,  treated  by  splenectomy, 
791 


Macrophages:  cortisone  and  infection  [Recent  Advances  in 
Medicine  and  Surgery],  455 

Magnetic  field:  electron  microscopy  [History  of  Microscopy; 

1490  to  the  Present]  (Symposium),  440 
Malignant  conditions,  obscure,  diagnosis  of,  value  of  bone 
marrow  examination  for,  73 

Malignant  Neoplasms  of  Fourth  Portion  of  Duodenum 
(Bluth),  1358 

Management  of  Child  with  Diabetes  (Current  Concepts 
in  Diabetes  Mellitus]  (Kantrow),  466 
Management  and  Mismanagement  of  Blood  Transfusions 
[Clinical  Anesthesia  Conference],  1742 
Management  of  Newborn  Infant  of  Diabetic  Mother  [Cur- 
rent Concepts  in  Diabetes  Mellitus]  (Fischer),  292 
Mannitol:  current  concepts  in  pathogenesis  and  manage- 
ment of  cirrhotic  ascites  [Recent  Advances  in  Medicine  and 
Surgery],  913 

Mannitol  mustard:  clinical  cancer  chemotherapy  [Recent 
Advances  in  Medicine  and  Surgery],  249 
Marrow,  bone,  examination,  value  of,  for  diagnosis  of  obscure 
malignant  conditions,  73 
Marrow  transfusions,  bone,  clinical  use  of,  1837 
Massage,  closed-chest  cardiac  [Cardiovascular  Spotlight], 
474 

Maternal  Mortality  Study  [Maternal  Welfare  in  New  York 
State]  (Hughes and  Schoeneck),  947 
Maternal  Welfare  in  New  York  State  (Series),  947 
Maxipen:  incidence  of  reactions  following  oral  administra- 


tion of  phenethicillin,  593 

Mechanism  of  the  “CUick”  in  Unilateral  Congenital  Sub- 
luxation of  the  Hip;  Report  of  a Case  (Matles  and  Katz), 
412 

Mechlorethamine  hydrochloride:  clinical  cancer  chemo- 

therapy [Recent  Advances  in  Medicine  and  Surgery],  249 
Medical  aid  to  the  aged,  short  catechism  of,  1959 
Medical  Care  for  the  Needy  (Notkin),  1593 
Medical  Care  Insurance  (Series),  152,  476,  802,  1573,  1953 
Medical  Civil  Defense  Stockpiles  (Lade),  304 
Medical  Diagnostic  Clinics  (Series),  789,  1337,  1745,  2102 
Medical  Diagnostic  [Medical  Diagnostic  Clinics],  1745,  2102 
Medical  Society-Sponsored  Blue  Shield  Plans  [Medical  Care 
Insurance],  476 

Medical  students,  teaching  forum  for;  child  health  confer- 
ence, 586 

Medical-social  workers:  current  concepts  in  physical  manage- 
ment of  arthritis,  396 
Medicine 

Blue  Shield's  responsibility  to  [Medical  Care  Insurance], 
152 

disaster,  and  its  local  application,  proposed  policy  for,  309 
physical:  current  concepts  in  physical  management  of 
arthritis,  396 

see  also  Recent  Advances  in  Medicine  and  Surgery  (Series) 
Medicolegal  Aspects  of  Concussion  and  Sequelae  [Cerebral 
Concussion  and  Its  Sequelae]  (Symposium  and  Panel 
Discussion)  (Grimes),  1888 

Megakaryocytes,  thrombocytopenia  with  marked  reduction 
of,  in  patient  with  lymphosarcoma-leukemia,  treated  by 
splenectomy,  791 

Melanoma;  clinical  cancer  chemotherapy  [Recent  Advances 
in  Medicine  and  Surgery],  249 
Melanoma:  research  into  etiology  of  Hodgkin’s  disease,  549 
Mellaril:  phosphorous,  phenothiazine,  and  arsenic  poison- 
ings [Briefs  on  Accidental  Chemical  Poisonings  in  New 
York  City  1,  620 

Membranitis;  amniotic  infection  syndrome:  practical  sig- 
nificance and  quick  diagnostic  test  [Proceedings  of  Special 
Committee  on  Infant  Mortality]  (Symposium),  1488 
Meningitis  and  cryptococcosis,  disseminated,  granulomatous 
prostatitis  due  to  (jryptococcus  neoformans  (torula), 
1589 

Meniscus,  internal,  spring  sign  in  detection  of  fracture  of, 
1534 

Menstruation;  systemic  lupus  erythematosus;  review  with 
case  of  unusual  longevity,  385 
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Plaques,  senile:  infiltrative  peripheral  nerve  disorder  [Clinieo- 
pathologic  Conference],  1727 

Plasma  proteins:  systemic  lupus  erythematosus;  review 
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see  also  Briefs  on  Accidental  Chemical  Poisonings  in  New 
York  City  (Series) 
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(Proceedings  of  New  York  Allergy  Society],  731 
Polyoma  virus:  research  into  etiology  of  Hodgkin’s  disease, 
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methylprednisolone  acetate:  single  preparation  suitable 

for  both  intra-articular  and  systemic  use,  552 
observations  on  management  of  rheumatoid  arthritis  and 
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systemic  lupus  erythematosus:  review  with  case  of  unusual 
longevity,  385 
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observations  on  management  of  rheumatoid  arthritis  and 
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tion, 1242 

Premature  birth:  management  of  new-born  infant  of  dia- 
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tion (Burkhardt),  309 

Propylthiouracil:  treatment  of  hyperthyroidism,  579 
Prostatitis,  granulomatous,  due  to  Cryptococcus  neoformans 
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Mellitus],  925 

Proteinuria:  Kimmelstiel-Wilson  syndrome,  1518 
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Pyribenzamine:  prednisolone  21-phosphate  in  intravenous 
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Present]  (Symposium).  440 
see  also  Physician  in  Civil  Defense  (Series) 

Radioactive  iodine:  treatment  of  hyperthyroidism,  579 
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Resins:  extracorporeal  ion-exchange  circuits  in  treatment  of 
hepatic  coma,  879 

Resolution:  ultraviolet  light  microscopy  and  fluorescent 

antibody  method  [History  of  Microscopy;  1490  to  the 
Present]  (Symposium),  444 

Resolving  power:  electron  microscopy  [History  of  Micros- 
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breathing  cripples,  416 

closed-chest  cardiac  massage  [Cardiovascular  Spotlight], 
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Rhus:  treatment  of  poison  ivy  dermatitis  [Allergic  Problems 
in  Children]  (Symposium),  1701 
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Ribose  nucleic  acid:  ultraviolet  light  microscopy  and  fluores- 
cent antibody  method  [History  of  Microscopy;  1490  to 
the  Present]  (Symposium),  444 
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dorsi,  98 

Schiotz  tonometer:  glaucoma  detection  is  everybody’s 

business,  1239 

Schizophrenia;  effects  of  deanol  in  children  with  organic  and 
functional  behavior  disorders,  901 
Sclerema;  clinical  investigation  of  respiratory  distress  syn- 
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no  cures  in  the  first 
ten  million  "tries” 


only  consistent,  sustained  relief  of  cold  symptoms 

In  9 years  Novahistine  formulas  haven’t  cured  a single  cold  but,  according 
to  National  Prescription  Audits,  they  have  been  prescribed  for  relief  of 
symptoms  in  over  10,000,000  patients. 

Novahistine  LP,  for  instance,  brings  prompt,  continuous  cold  symptom 
relief  for  8 to  12  hours.  Two  Novahistine  LP  tablets  in  the  morning  and  two 
in  the  evening  will  control  the  average  patient’s  cold  discomforts.  Each 
tablet  contains  25  mg.  phenylephrine  hydrochloride  and  4 mg.  chlorpro- 
phenpyridamine  maleate. 

Novahistine'  LP 


after  5 years  of  research  and 
JtlyOOO  patient  days  of  clinical  testing 


a new  infant  formula 

nearly  identical  to  mother* s milk^  in  nutritional  breadth  and  balance 

Enfamir 

Infant  formula 

In  a well  controlled  institutional  study,*  Enfamil  was  thoroughly  tested  in  conjunction  with 
three  widely  used  infant  formula  products.  These  investigators  reported  that  Enfamil  pro- 
duced • good  weight  gains  • soft  stool  consistency  • normal  stool  frequency 

nearly  identical  to  mothers  milk  . . . 

• in  caloric  distribution  of  protein,  fat  and  carbohydrate  • in  vitamin  pattern  (vitamin  D 
added  in  accordance  with  NRC  recommendations)  • in  osmolar  load  • in  ratio  of  unsaturated 
to  saturated  fatty  acids  • in  absence  of  measurable  curd  tension  . . . enhances  digestibility 

1.  Macy,  I.  C. ; Kelly,  H.  end  Sloan.  R.  E. ; with  the  Consultation  of  the  Committee  on  Maternat  and  Child  Feeding  of  the  Food  and 
Nutrition  Board,  National  Research  Council:  The  Composition  of  Milks,  Publication  254,  National  Academy  of  Sciences  and  National  Research 
Council,  Revised  1953.  2.  Brown.  C.  W.;  Tuholski,  J.  M.;  Sauer,  L.  W.;  Minsk,  L.  D..  and  Rosenstero,  I.:  Evaluation  of  Prepared  Milks  in 
Infant  Nutrition:  Use  of  the  Latin  Square  Technique,  J.  Pediat.  56:391  (Mar.)  1960. 
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Urised  combats  bacteria 
while  providing  soothing 
relief  in  cystitis,  urethritis, 
pyelitis,  pyelonephritis,  and 
prostatitis.  Urised  avoids 
toxic  reactions  or  drug 
resistance. 


as  a first  choice  URIS 
is  effective  in  80  to  9 ^ 
of  urinary  infections 


Each  Urised  tablet  contains:  Atropine  Sul- 
fate 1/2000  gr.,  Hyoscyamine  1/2000  gr., 
Methenamine,  Methylene  Blue,  Benzoic 
Acid,  Salol  and  Gelsemium.  Supplied:  Bot- 
tles of loo. 


(1)  Marshall,  W.  ■ Clin.  Med.  7 :499-502,  I960,  (2)  Haas,  J , 
and  Kay,  L.  L.:  Management  of  Urinary  Tract  Infections 
(to  be  published);  (3)  Renner,  J.,  et  al.:  Urinary  Tract 
Infections  :Treatment  with  Antiseptic-Antispasmodic  Agent 
(to  be  published).  (4)  Strauss,  B : Clin.  Med.  4:  309-310, 
1957 
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AN  AMES  CLINIQUICK® 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

Quality  of  diabetic  control  & 
Quantitation  of  urine-sugar 


In  the  diagnosis  of  diabetes,  the  urine-sugar 
test  may  be  little  more  than  a screening  adju- 
vant. But  in  the  everyday  management  of 
diabetes,  the  urine-sugar  test  is  the  most  prac- 
tical guide  we  have.'  Routine  testing,  however, 
should  not  only  detect,  but  also  determine  the 
quantity  of  urine-sugar.  Quantitative  testing  is 
essential  for  satisfactory  adjustment  of  diet,  ex- 
ercise and  medication.  Furthermore,  day-to-day 
control  of  diabetes  is  in  the  patient’s  hands. 
Quality  of  control  is  thus  best  assured  by  the 
urine-sugar  test  which  permits  the  most  accu- 
rate quantitation  practicable  by  the  patient. 


Clinitest®  permits  a high  degree  of  practical  accuracy  and  is  very  convenient.*  Its  clinically  stand- 
ardized sensitivity  avoids  trace  reactions,  and  a standardized  color  chart  minimizes  error  or 
indecision  in  reading  results.  Clinitest  distinguishes  clearly  the  critical  V/^%,  Vz%,  %%,  1%  and 
2%  urine-sugars.  It  is  the  only  simple  test  that  can  show  if  the  urine-sugar  is  over  2%.*  Your  nurse 
or  technician  will  appreciate  these  advantages;  your  patient  on  oral  hypoglycemic  therapy  will  find 
them  helpful.  Furthermore,  Clinitest  may  be  a vital  adjunct  in  the  management  of  the  diabetic 
child  or  the  adult  with  severe  diabetes. 


(1)  Danowski,  T.  S.:  Diabetes  Mellitus,  Baltimore,  Williams  & Wilkins,  1957,  p.  239.  (2)  McCune,  W.  G.:  M.  Clin. 
North  America  44:1479,  1960.  (3)  Ackerman,  R.  F.,  et  al.:  Diabetes  7:398,  1958. 


FOR  PRACTICAL  ACCURACY* OF  URINE-SUGAR  QUANTITATION 


COLOR-CALIBRATED 


CLINITEST 

Reagent  Tablets 


Standardized  urine-sugar  test. ..with 
GRAPHIC  ANALYSIS  RECORD 
A line  connecting  successive  urine-sugar  read- 
ings reveals  at  a glance  how  well  diabetics  are 
cooperating.  Each  Clinitest  Set  and  tablet  re- 
fill contains  this  physician-patient  aid.  oisu 
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Now. . . two  new  products  to 
supply  the  iron  they  need 
at  the  ages  they  need  it 


TRl-VI-SOL 

VITAMIN  DROPS  WITH  IRON 


DEGA-n-SOE 

GHEWARLE  VITAMINS  WITH  IRON 


These  two  new  formulations— one  lor  infants,  one  for  older  children 
—are  distinctive  additions  to  the  present  line  of  Vi-Sol®  vitamins, 
j thereby  providing  the  choice  of  Tri-Vi-Sol  drops  with  and  without 
iron  and  Deca-Vi-Sol  chewable  vitamins  with  and  without  iron. 
Both  new  products  taste  good.  The  packaging  carefully  limits 
elemental  iron  to  a total  of  500  mg.  per  bottle.  Nevertheless,  the 
bottles  should  be  kept  out  of  the  reach  of  children. 

Tii-V'i-Sol  vitamin  drops  with  iron.  Each  0.6  cc.  daily  dose  supplies  10  mg. 
elemental  iron  pins  safe,  rational  amounts  ot  vitamins  C,  D and  A.  Supplied 
in  bottles  of  30  tc. 

DccaA'i-Sol  thewable  vitamins  with  iron.  Each  chewable  tablet  supplies  10  mg. 
elemental  iron  and  safe,  rational  amounts  of  C,  D and  A plus  seven  significant 
It  vitamins.  Supplied  in  bottles  of  50  chewable  tablets. 

Bibliogr.iphy;  (I)  Jacobs,  I.:  GI>  2/:93  (Jan.)  19C0.  (2)  Shulman,  I.:  J.A.M.A.  /75:1 18-123 
(Jan  14)  1961.  (3)  Moore,  C.  V.,  in  Wohl,  M.  G.,  and  Goodhart,  R.  S.:  Modern  Nutrition 
in  Health  and  Disease,  cd.  2,  I’biladelpliia,  Lea  ft  Fcbiger,  1960,  p.  243. 

10  mg.  of  prophylactic  iron... 
logically  combined  for  your 
convenience  with  two  of  the 
most  widely  used  and  accepted 
pediatric  vitamin  products 
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Scientijic  .irticles 

Symposium — New  llori/.uiis  in  Therapy  of  Bladder  'I’uinors 

E.  Craiy  Coats,  M.L).,  Chairman; 

Donald  F.  McDonald,  M.D.,  Meyer  M.  Melicow,  M.D.,  Aurelio  C.  Uson,  M.D., 
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the  safe  ergogenic  agent 


Whenever  non-specific  fatigue  indicates  the  need  for  safe  cerebral  stimulation, 
Nico-Metrazol  deserves  a therapeutic  trial.  The  gentle  activation  of  the  central  nervous 
system  and  the  increased  rate  of  cerebral  blood  flow  effected  by  Metrazol®,  combined 
with  increased  peripheral  blood  flow  induced  by  nicotinic  acid,  provide  a “physiologic 
spark-plug”  for  renewed  mental  and  physical  vitality.  Fatigue  and  listlessness  are 
frequently  replaced  by  a resurgence  of  energy  and  alertness.  Chronically  apathetic 
geriatric  patients  often  show  significant  improvement  on  Nico-Metrazol  therapy. 

Outstanding  Safety:  Nico-Metrazol  is  markedly  free  of  undesirable  systemic  action. 
It  causes  neither  hypertension  nor  postural  hypotension.  Nico-Metrazol  has  no  adverse 
effect  on  liver  or  bone  marrow  functions.  The  vasodilating  action  of  nicotinic  acid 
produces  a transient  flush  and  is  accompanied  by  a feeling  of  warmth  and  stimulation. 

Dosage:  Initially,  2 Nico-Metrazol  Tablets,  or  2 teaspoonfuls  of  Nico-Metrazol  Elixir,  three  or  four 
times  daily.  For  maintenance,  after  optimal  results  have  been  achieved,  dosage  may  be  reduced  to 
1 Nico-Metrazol  Tablet  or  1 teaspoonful  of  Nico-Metrazol  Elixir  three  times  daily. 

Supply:  Nico-Metrazol  Tablets  and  Elixir- 100  mg.  Metrazol  and  50  mg.  nicotinic  acid  in  each 
tablet  or  teaspoonful. 


For  information  on  Vlta-Metratol  and  Motrarol  dosage  forms,  consult  your  current  Physicians'  Desk  Reference. 

KNOLL  PHARMACEUTICAL  COMPANY  « orange,  nkw  jEMarv 
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antipruritic... torturing  itch  disappears  on  application 


CuPERTiN  cream  produces  a marked— often  dramatic— effect  in  dermatomy- 
coses.  Itching  stopped  completely  in  40  of  52  patients  treated  for  tinea  pedis. 
An  additional  11  reported  improvement.  "The  antipruritic  action  of  the  drug 
was  almost  dramatic.”’ 

In  CuPERTiN  cream,  the  antipruritic  effect  is  coupled  with  antifungal  action  to 
provide  therapy  as  well  as  fast  symptomatic  relief  in  tinea  cruris,  tinea  pedis, 
tinea  corporis,  tinea  axillaris  and  tinea  versicolor. 

Well  tolerated  Cupertin  cream  is  available  in  15  Gm.  (Vz  oz.)  tubes  containing 
diphenylpyraline  2%  in  hydrophilic  ointment  U.S.P. 

1.  Helfand,  A.  E.:  To  be  published. 

< 

UJ 
(T 
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DIPHENYLPYRAI.INE  HOI  2% 

COOPER,  TINSLEY  LABORATORIES,  INC. 

Harrison,  New  Jersey 
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aftereleven  million  Ispeatmeni;  courses:.. 
consistently  broad  antibacterial  action 

■■  . brand  of  nitrofurantoin  ■ Ji  H 

MTI  the  years. ..consistently  broad 

II  II  I antibacterial  action  against  urinary 
I %JPI  mil  I tract  pathogens —“It  was  interesting 

to  observe  that  nitrofurantoin  [Furadantin]  showed  a consistent  in  vitro  effectiveness 
against  the  bacteria  tested  throughout  the  four  year  period,  thus  revealing  negligible  develop- 
ment of  bacterial  resistance,  if  any,  through  the  years.”  joiiifr,  c.R  .etai  : Amibiot.chemother.  c wash.)  ;o: 694. i960. 


•Conservative  estimate  based  on  the  clinical  use  of  Furadantin  tablets  and  Oral  Suspension  since  1953. 

rapid,  safe  control  of  infection  throughout  the  urinary  system 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  N.Y, 


‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


brand  Ointment 


I®  Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


■A 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

'Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

S.OOd  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

Vz  oz.  and  Ys  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz.. 

Vz  oz.  and  H oz. 
(with  ophthalmic  tip) 

Tubes  of  Vi  oz.  and 
Ys  oz.  (with 
ophthalmic  tip) 
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BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


n a series  of  24  handicapped  arthritics 
treated  with  dexamethasone  for  8 to  16 
months,  ring  size  decreased  consistently  — 
objective  evidence  of  antirheumatic  effects 
which  were  maintained  throughout  the 
entire  period  of  observation.  Improvement 
was  also  noted  in  other  antirheumatic 
indices,  i.  e.,  pain  on  motion,  tenderness, 
swelling  and  morning  stiffness.^ 


Supplied:  as  0.75  mg. and  0.5  mg.  scored,  pentagon-shaped  tablets 
in  bottles  of  100.  Also  available  as  Injection  DKCADRO.N  Phos- 
phate and  new  Elixir  DrC.ADRON.  Additional  information  on 
DICCADRON  is  available  to  physicians  on  request.  DECADRON 
is  a trademark  of  Merck  & Co.,  Inc. 


Reference:  1.  Bunim,  J.  J.,  in  Hollander,  J.  L.:  Arthritis  and  Allied 


Conditions,  ed.  6,  Philadelphia,  Lea  & Febiger,  1960,  p.  364. 


MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  INC.,  West  Point,  Pa. 


Dexamefba&one 


TREATS  MORE  PATIENTS  MORE  EFFECTIVELY 


Sign  up  and  you’re 
saving.  You  can  put  any 
size  “installment”  you 
want  into  Savings  Bonds 
on  the  Payroll  Savings 
Plan  — even  63«  a day.  In 
40  months  this  amount 
adds  up  to  $750  saved 
and  $250  earned  at  ma- 
turity. 


How  to  get  paid 
3%%  interest  for  buying 
on  the  installment  plan 


Ever  hear  of  a payment  plan  that 
has  no  interest  or  carrying  charges, 
and  pays  you  for  every  $1 

installment  you  make?  There  is  one, 
you  know  — the  Payroll  Savings  Plan 
for  U.S.  Savings  Bonds.  Your  pay- 
roll clerk  will  set  aside  any  size  in- 
stallment you  wish  (as  httle  as  $1.25 
a week)  and  as  the  money  accumu- 
lates, buy  your  Bonds.  You  can  cash 
them  with  interest  anytime  you  need 
them.  But  hold  them  for  7 years,  9 


months,  and  the  Government  pays 
you  at  the  rate  of  3H%  a year,  com- 
poimded  every  6 months — $4  guar- 
anteed for  every  $3  you  invested! 

The  beauty  of  Savings  Bonds 

• You  now  earn  3^%  to  maturity, 
more  than  ever  before  - You  in- 
vest without  risk  • Your  Bonds  are  re- 
placed free  if  lost  or  stolen  - You  save 
more  than  money  — you  buy  shares  in  a 
stronger  America. 


You  save  more  than  money  with  U.  S.  Savings  Bonds 

This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 


a 

Umiivnun 
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Proved  by  a decade  of  experience 


in  rheumatoid  arthritis 


Triamcinolone  LEDERLE 


UNSURPASSED  “GENERAL-PURPOSE"  STEROID 
OUTSTANDING  FOR  “SPECIAL-PURPOSE"  THERAPY 


ARISTOCORT  Triamcinolone  has  long  since  proved  its  unsurpassed  efficacy  and  relative 
safety  in  treating  rheumatoid  arthritis.  Mounting  clinical  evidence  has  shown  that 
ARISTOCORT  is  also  highly  valuable  for  the  “special-problem”  arthritic  — the  patient  who, 
because  of  certain  complications,  was  hitherto  considered  a poor  candidate  for  cortico- 
steroids. 

for  example: 

SPECIAL  PROBLEM:  ANXIETY-TENSION 

When  triamcinolone  was  used,  euphoria  and  psychic  unrest  rarely  occurred.  (McGavack, 
T.  H.:  Clin.  Med.  6:991  [June]  1959.) 

SPECIAL  PROBLEM:  OVERWEIGHT 

No  patient  developed  voi  acious  appetite  on  triamcinolone.  Preferable  for  the  overweight 
person  whose  appetite  is  undesirably  stimulated  by  other  steroids.  (Freyberg,  R.  H.; 
Berntsen,  C.  A.,  Jr.,  and  Heilman,  L. : Arthritis  & Rheumatism  1:215  [June]  1958.) 


SPECIAL  PROBLEM:  EDEMA 

Since  it  does  not  produce  edema,  triamcinolone  is  useful  in  rheumatoid  arthritis  patients 
with  cardiac  decompensation  who  need  steroid  therapy.  (Hollander,  J.  L. : J.A.M.A. 
172:306  [Jan.  23]  1960.) 

SPECIAL  PROBLEM:  HYPERTENSION 

Triamcinolone  may  be  included  among  the  currently  available  antirheumatic  steroids 
having  the  least  tendency  to  cause  sodium  retention.  (Ward,  L.  E.:  J.A.M.A.  170:1318 
[July  11]  1959.) 

Hypertension  did  not  result  from  triamcinolone  therapy.  Existing  hypertension  was 
reduced  sometimes.  This  may  have  been  due  to  lack  of  sodium  retention.  (Freyberg,  R.  H. ; 
Berntsen,  C.  A.,  Jr.,  and  Heilman,  L.:  Arthritis  & Rheumatism  1:215  [June]  1958.) 


Precautions:  Collateral  hormonal  effects  generally  associated  with  corticosteroids  may  be 
induced.  These  include  Cushingoid  manifestations  and  muscle  weakness.  However,  sodium  and 
potassium  retention,  edema,  weight  gain,  psychic  aberration  and  hypertension  are  exceedingly 
rare.  In  the  treatment  of  rheumatoid  arthritis,  dosage  should  be  individualized  and  kept  at  the 
lowest  level  needed  to  control  symptoms.  Dosage  should  not  exceed  36  mg.  daily  without  potas- 
sium supplementation.  Drug  should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes 
simplex  and  chicken  pox. 

Supplied:  Scored  tablets  — 1 mg.  (yellow) ; 2 mg.  (pink) ; 4 mg.  (white) ; 16  mg.  (white). 

Also  available  — syrup,  parenteral  and  various  topical  forms. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindica- 
tions from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 


DERLE  LABORATORIES,  A Division  of  AMERICAN  CYAN  AMID  COMPANY,  Pearl  River,  N.Y. 


The  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

Announces  for  new  subscribers  (non-members 
of  the  Medical  Society) 

A SPECIAL  INTRODUCTORY  SUBSCRIPTION  RATE 

$5.00  for  the  first  year’s  24  issues 
or 

$18.00  for  the  first  three  years 

Consider  these  advantages  which  the  JOURNAL  makes  available  to  you: 

You  find  important  medical  “firsts”  in  the  JOURNAL.  One  of 
the  most  recent  was  the  first  clinical  report  on  the  new  synthetic 
penicillin  to  counteract  resistant  staphyloccal  infection. 

You  read  leading  medical  authorities  in  the  JOURNAL.  Among 
them;  Paul  A.  Bunn,  Howard  Rusk,  Jere  W.  Lord,  George  T.  Pack, 
Frank  E.  Adair,  Frank  Glenn,  Chauncey  P.  Leake,  John  Lattimer, 
and  Walter  Alvares. 

You  share  the  medical  knowledge  emanating  from  New  York. 
This  state  has  more  medical  schools,  teaching  hospitals,  and 
medical  research  centers  than  any  other  state:  they  report  their 
advances  in  the  JOURNAL. 

ORDER  YOUR  SUBSCRIPTION  AT  THIS  SPECIAL  INTRODUCTORY  RATE  TODAY: 

□ enclosed  is  $5.00  for  the  first  year 

□ enclosed  is  $18.00  for  the  first  three  years 

□ bill  me  later 

Name 

Address 

City,  
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Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


Outstandingly  Safe 
and  Effective 


for  the  tense  and 
nervous  patient 


simple  dosage  schedule  relieves  anxiety 
dependably  — without  the  unknown 
dangers  of  “new  and  different”  drugs 


2 

3 

4 


does  not  produce  ataxia,  stimulate  the 
appetite  or  alter  sexual  function 

no  cumulative  effects  in  long-term 
therapy 

does  not  produce  depression, 
Parkinson-like  symptoms,  jaundice 
or  agranidocytosis 


5 


does  not  muddle  the  mind  or  affect 
normal  behavior 


Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugor-coated 
loblets;  bottles  of  50.  Also  as  MEPROTABS*— 400  mg. 
unmarked,  cooted  tablets;  and  in  sustoined-re/eose 
capsules  as  MEPROSPAN®-400  and  MEPROSPAN®-200 
(contoining  respectively  400  mg.  and  200  mg.  meprobamote) . 

•trade-mark 


Miltowrr 

meprobamate  (Wallace) 


WALLACE  LABORATORIES 7. 


<M.473: 


Fostex’  treats 
pimplesbiackheadsacne 
while  they  wash 


degreases  the  skin 
helps  remove  blackheads 
dries  and  peels  the  skin 


Patients  like  Fostex  because  it’s  so 
easy  to  use.  Instead  of  using  soap, 
they  simply  wash  acne  skin  with 
Fostex  Cream  or  Fostex  Cake  2 to  4 
times  daily. 

Fostex  contains:  Sebulytic®  base  (unique,  penetrating,  sur- 
face-active combination  of  soapless  cleansers  and  wetting 
agents*)  with  remarkable  antiseborrheic,  keratolytic  and  anti- 
bacterial actions  . . . enhanced  by  micropulverized  sulfur  2%, 
salicylic  acid  2%  and  hexachlorophene  1%. 

*sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl  polyether  sulfonate 
and  sodium  dioctyl  sulfosuccinate. 

Fostex  Cream  and  Fostex  Cake  are  interchangeable  for  thera- 
peutic washing  of  the  skin.  Fostex  Cream  is  approximately 
twice  as  drying  as  Fostex  Cake.  Supplied:  Fostex  Cake— bar 
form.  Fostex  Cream— 4.5  oz.  jars.  Also  used  as  a therapeutic 
shampoo  in  dandruff  and  oily  scalp. 

And  . . . since  continuous  24-hour  drying  and 
peeling  of  acne  skin  is  essential,  FOSTRIL  (a  new, 
flesh-tinted  drying  lotion)  should  be  used  once  or 
twice  daily  in  addition  to  Fostextherapeutic  washings. 
Fostril®  contains  Liposec®  (polyoxyethylene  lauryl 
ether),  a new,  surface-active  drying  agent  used  forthe 
first  time  in  acne  treatment.  This  agent,  with  2% 
micropulverized  sulfur  and  a zinc  oxide,  talc  and  ben- 
tonite base,  provides  Fostril  with  excellent  drying 
properties.  Fostril  also  contains  1%  hexachlorophene. 

Available;  Fostril,  oz.  tubes. 

Fostril-HC  V/i%  hydrocortisone)  25  gm.  tubes. 
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DEUDUM0NE2X 

Squibb  Testosterone  Enanthate  and  Estradiol  Valerate 

PREVENTS  LACTATION  AND  BREAST  ENGORGEMENT  / just  one  injection  at  the  end  of  the  first  stage 
of  labor/  optimally  balanced,  long-acting  combination  of  gonadal  steroids  for  easy  injection  through 
small-gauge  needle  because  of  low  viscosity / virtually  eliminates  need  for  analgesics'/ essen- 
tially eliminates  withdrawal  reaction  and  secondary  breast  engorgement  sometimes  associated 
with  oral  medication'  / does  not  affect  involution  of  uterus  or  restoration  of  normal  ovarian  function’. 


SQumB 


Squibb  Quality — the  Priceless  Ingredient 

DELADUMONE*  is  a Squibb  trademark 


Supply:  Each  cc.  of  Deladumone  2X  provides  180  mg.  testosterone  onanthate  and  8 mg.  estradiol  valorato  dissolved  in  sesame  oil.  Vials  of  2 cc.  Dosage:  2 cc.  given 
as  a single  intramuscular  injection  preferably  at  the  end  of  the  first  stage  of  labor  or  else  immediately  upon  delivery.  For  full  information  see  your  Squibb  Product 
Reference  or  Product  Brief.  References:  1 Watrous,  J.  B..  Jr.,  ot  al.:  J.A.M.A.  1 69  246  (Jan.  17)  1959.2.  Lo  Presto,  B.,  and  Caypinar,  E.Y.:  J.A.M  A,  169.250  (Jan.  17)  1969. 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Bravisol  has  a gentle,  graded  abrasive 
action  that  attacks  the  acne  lesion 
simply  and  directly.  Helps  open 
plugged  pores,  reduce  pustules  and 
blackheads,  control  oiliness. 
Outstanding  success  on  thousands 
of  acne  cases.  Brasivol  (pat. 
pend.)  contains:  mild  abrasive 
(ALO3),  hexachlorophene 
1%,  drying  soap-and- 
detergent  base. 
Write  for  samples  and  literature. 

( STIEFEf) 

Logical  Dermatologicals-^since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N .Y, 

Canada:  Winley*Morris  Co.,  Ltd.,  Montreal  29 


Fine  Medium  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  (he  more  acute  cases. 


THERAPY  FOR  ACNE 


in  certain  countries  Brasivol  available  as  DENCO-BRAS"^ 


JUST  PUBLISHED! 

1961  Edition  of  the  “BLUE  BOOK” 

THE  MEDICAL  DIRECTORY 
OF 

NEW  YORK  STATE 

NON-MEMBERS  OF  THE  MEDICAL  SOCIETY 
ORDER  YOUR  COPY  FROM: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue,  New  York,  New  York 

($20.00  per  volume  plus  3%  sales  tax  in  New  York  City) 

To  avoid  duplication  of  orders,  please  state 
when  ordering  (or  hospitals,  societies,  com- 
panies, etc. 
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Rapid  relief  from 

PERIPHERAL  NEURITIS  • POLYNEUROPATHY  • HERPES  ZOSTER 

C O E N Z Y M E-B 

to  counter  the  effects  of  cocarboxylase  deficiency 
on  the  nervous  and  cardiovascular  systems 

Predominant  symptoms  of  cocarboxylase  deficiency  are  referable  to 
the  painful  degenerative  processes  of  peripheral  neuritis  or 
polyneuropathy.  Parenteral  administration  of  cocarboxylase 
(COENZYME^B)  50  mg.  affords  rapid  relief  from  these  complica- 
tions. Neuritis,  which  is  benefited  by  cocarboxylase,  occurs  at 
times  in  malnutrition,  cardiac  conditions,  diabetes,  chronic  gastro- 
intestinal diseases  (diarrheas,  intestinal  resections,  fistulae,  sprue, 
achlorhydria),  drug  intoxication,  herpes  zoster  and  infections. 

COENZYME-B  (diphosphothiamin) 
is  available  in: 

CAPSULES  — 25  mg  (bottles  of  50’s  and  lOO’s) 

2 cc  AMPULS  — 50  mg  (boxes  of  25, 50  and  100) 

(for  intramuscular  use  only) 


Write  for  physicians'  samples  for  clinical  trial. 


BARROWS  BIOCHEMICAL  PRODUCTS  CORP. 


BARROWS 


INWQOO,  LONG  ISLAND.  NEW  YORK 


Biochemicals  • Manufacturing  Chemists  • Pharmaceuticals 
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NEW  YORK  HEALTH  EXPOSITION  1961 
COLISEUM  N.Y.C.  AUG.  18-27 


A health  education  project  of  the  New  York  City  Department 
of  Health  in  co-operation  with  the  Medical  Society  of  the  State 
of  New  York. 

It  has  been  said  that  “The  Health  Fair  is  a reception,  a hos- 
pitality center,  a home  even,  where  the  lay  public  can  visit  you 
in  person,  talk  to  you  man  to  man,  touch  you  with  a handshake 
and  come  away  with  a friendlier,  much  clearer  conception  of 
what  you  are  doing  on  their  behalf.” 

Today  medicine  needs  to  rub  elbows  with  the  public.  “The 
pubhc  wants  to  know”  has  never  been  more  truly  spoken  than 
today. 

The  New  York  Health  Exposition  1961  at  the  Coliseum  is 
yours  for  reaching  the  public,  your  patients,  and  potential  pati- 
ents. New  Yorkers  of  every  race,  creed,  skill  and  trade  will 
come  to  see  what  “The  Health  Team”  is  doing.  Medicine  is  the 
key  member  of  this  team  and  here  may  put  the  best  of  its  many 
good  feet  forward  to  show  the  people  of  New  York  where  it 
stands  in  the  vanguard  of  scientific  progress. 
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YOUR  MEDICAL  SOCIETY’S 
OWN  CONTRIBUTION 
TO  THE 

NEW  YORK  HEALTH  EXPOSITION  1961 
Medicine  in  Space  and  Moon  Journey 


Medicine’s  indispensable  role  in  putting  man  into  outer  space 
will  be  depicted  with  high  drama  in  one  of  the  Exposition’s 
major  exhibits.  Covering  a large  area  of  the  New  York  Coli- 
seum’s first  floor  the  exciting  display  has  been  developed  from 
plans  of  a score  of  military  and  civilian  space  agencies  which  will 
contribute  authentic  equipment  and  details.  The  exhibit  will 
be  housed  in  three  air  supported  plastic  bubbles  surrounded  by  a 
display  of  projectiles  and  satellites  designed  for  actual  space 
travel.  In  the  first  of  the  air  shelters  will  be  presentations  relat- 
ing to  man’s  adaptabihty  to  space  flight,  and  the  hazards  of  radia- 
tion acceleration,  environment  control  and  weightlessness.  In 
the  second  area  the  visitor  himself  will  have  the  experience  of 
hurtling  through  space.  In  the  third  plastic  bubble  he  will  visit 
a moonfield. 


All  this  will  be  on  display  from  Aug.  18-27. 
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in  bacterial 
tracheobronchitis 


Panalba* 

promptly 

to  gain  precious 
therapeutic  hours 

In  the  presence  of  bacterial 
infection,  taking  a culture 
to  determine  bacterial  iden- 
tity and  sensitivity  is  de- 
sirable—but  not  always 
practical. 

A rational  clinical  alter- 
native is  to  launch  therapy 
at  once  with  Panalba,  the 
antibiotic  that  regardless 
of  etiology  provides  the 
best  odds  for  success. 

Panalba  is  effective  (in 
vitro)  against  30  common 
pathogens,  including  the 
ubiquitous  staph.  Use  of 
Panalba  from  the  outset 
(even  pending  laboratory 
results)  can  gain  precious 
hours  of  effective  antibiotic 
treatment. 

SUPPLIED:  Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline  phos> 
phate  complex),  equivalent  to  250  mg. 
tetracycline  hydrochloride,  and  125  mg. 
Albamycin,*  as  novobiocin  sodium,  in 
bottles  of  16  and  100. 

USUAL  ADULT  DOSAGE:  1 or  2 cap- 
sules 3 or  4 times  a day. 

Side  Effects:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable 
to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions 
to  therapeutic  use  in  patients  are  infre- 
quent and  consist  principally  of  mild 
nausea  and  abdominal  cramps. 

Albamycin  also  has  a relatively  low 
order  of  toxicity.  In  a certain  few  pa- 
tients, a yellow  pigment  has  been  found 
in  the  plasma.  This  pigment,  appar- 
ently a metabolic  by-product  of  the 
drug,  is  not  necessarily  associated  with 
abnormal  liver  function  tests  or  liver 
enlargement. 

Urticaria  and  maculopapular  dermatitis, 
a few  cases  of  leukopenia  and  agranulo- 
cytosis have  been  reported  in  patients 
treated  with  Albamycin.  Most  of  these 
side  effects  usually  disappear  upon  dis- 
continuance of  the  drug. 

CAUTION:  Since  the  use  of  any  anti- 
biotic may  result  in  overgrowth  of  non- 
susceptible  organisms,  constant  obser- 
vation of  the  patient  is  essential.  If  new 
infections  appear  during  therapy,  appro- 
priate measures  should  be  taken. 

Total  and  differential  blood  count.s 
should  be  made  routinely  during  pr«»- 
iunged  administration  of  Albamycin 
The  possibility  of  liver  damage  should 
be  considered  if  a yellow  pigmtent,  a 
metabolic  by-product  of  Albamycin,  ap- 
pears in  the  plasma.  Panalba  should  be 
discontinued  if  allergic  reactions  that 
are  not  readily  controlled  by  antihista- 
minic  agents  develop. 

♦ Trademark,  Reg.  U.  S.  Pat.  Off. 


your  broad-spectrum 
antibiotic  of  first  resort 
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BECAUSE  POOR  DIABETTC  CONTROL 
INCREASES  THE  THREAT  OE  VASCULAR 
COMPLICATIONS  IN  DIABETES'.!. 
DIABINESE  EHiST  EOR  ADEOLATE  AND 
CONTINUOUS  ORAL  CONTROL 


Oral  therapy  with  diabixese  can  lielp  assure 
more  adequate  blood-sugar  control  in  many 
maturity-onset  diabetics,  including  certain  pa- 
tients now  poorly  controlled  by  diet  alone, 
some  patients  on  insulin,  and  many  who  escape 
control  on  previous  oral  therapy. 

Diabinese  and  diet 

In  patients  with  maturity-onset  diabetes  whose 
blood  sugar  remains  elevated  despite  weight 
and/or  caloric  control,  diabinese  is  frequently 
effective  in  doses  of  100  to  250  mg.  a day.  Fur- 
ther, unlike  insulin,  diabinese  has  not  been 
reported  to  increase  appetite,  and  residual 
capacity  for  endogenous  beta  cell  activity  is 
stimulated.  Thus,  diabinese  combined  with 
dietary  regulation  will  often  ensure  more  satis- 
factory control  than  ‘ ‘ diet  alone.  ’ ’ 

lliahiiiuse  and  tlio 
insulin  patient 

diabinese  has  proved  to  be  an  effective  replace- 
ment for  insulin  among  maturity-onset  pa- 
tients needing  40  units  or  less  per  day.  This 
application  of  diabinese  is  especially  valuable 
in  patients  who  should  not  be  exposed  to  the 
hazards  and  inconvenience  of  self-administered 
injection  — those  with  poor  eyesight,  the  infirm 
and  elderly,  and  the  emotionally  disturbed. 
Transfer  from  insulin  to  diabinese  in  proper 
dosage  lessens  the  risk  of  hypoglycemia,  and  may 
enable  certain  patients  to  resume  occupations 
where  insulin  shock  is  considered  dangerous. 


In  selected  patients  in  whom  in.sulin  require- 
ments have  become  quite  high,  combined  ther- 
apy  with  diabinese  sometimes  permits  reduc- 
tion of  insulin  dosage  and  helps  to  improve 
control.^  Patients  with  insulin  resistance  may 
sometimes  be  similarly  helped  by  replacement 
of  part  of  the  daily  insulin  dosage.'* 

Diabinese  rroin  Die  si  ail 

Continuous  control  in  suitable  candidates  for 
sulfonylurea  therapy  is  more  likely  to  be 
achieved  with  diabinese.  According  to  the 
A.M.A.  Council  on  Drugs, ^ ob-servations  indi- 
cate that  “on  an  equivalent  dose  and  blood 
level  basis,  chlorpropamide  has  a somewhat 
greater  therapeutic  effect  than  has  tolbuta- 
mide. ’ ’ This  therapeutic  superiority  is  reflected 
in  the  results  of  clinical  observations  like  those 
of  Fineberg,^  who  compared  the  effect  of 
DIABINESE  in  50  patients  with  the  effect  of  tol- 
butamide in  35  patients.  lie  concluded  that 
“chlorpropamide  produced  satisfactory  con- 
trol of  the  diabetes  in  almost  twice  as  great  a 
percentage  (76  versus  43  per  cent)  of  patients 
than  did  tolbutamide,  and  e.xcellent  control  in 
more  than  twice  as  great  a percentage  (74 
versus  31  per  cent).’’ 

1.  Jolmssoii,  S. : Diabetes  9:1,  1960.  2.  El  Mahallawy, 
M.  N.,  and  Sabour,  M.  S.:  J.A.M.A.  173:1783,  I960. 
3.  Editorial : Brit.  M.  J.  1 : 188, 1961.  4.  Duncan,  L.  J.  P., 
and  Baird,  J.  D. : Pharmacol.  Rev.  12:91, 1960.  5.  A.M.A. 
Council  on  Drugs:  New  and  Nonofficial  Drugs,  1961, 
Philadelphia,  Lippincott,  1961,  p.  657.  6.  Fineberg, 
S.  K. : J.  Am.  Geriat.  Soc.  8:441,  1960. 


FOR  MAXIMUM  ASSURANCE  OF  CONTINUOUS 

BLOOD-SUGAR  CONTROL 


Diabinese 

BRAND  OF  UHLORPROPAMiDE 

economical  once-a-dau  dosafje 


the  oral  a ntidiabetic 
most  likely  to  succeed 


IN  BRIEF  V, 

DIABIXESE,  a potent  sulfonylurea,  provides 
smooth,  long-lasting  control  of  blood  sugar  per- 
mitting economy  and  simplicity  of  low,  onee-a-day 
dosage.  Moreover,  diahinese  often  works  where 
other  agents  have  failed  to  give  satisfactory  control. 

INDICATIONS : Uncomplicated  diabetes  mellitus 
of  stable,  mild  or  moderately  severe  nonketotic, 
maturity-onset  type.  Certain  “brittle”  patients  may 
be  helped  to  smoother  control  with  reduced  insulin 
requirements. 

ADMINISTRATION  AND  DOSAGE:  Familiar- 
ity with  criteria  for  patient  selection,  continued 
close  medical  supervision,  and  observance  by  the 
patient  of  good  dietaiy  and  hygienic  habits  are 
essential. 

Like  insulin,  diabinese  dosage  must  be  regulated  to 
individual  patient  requirements.  Average  mainte- 
nance dosage  is  100-500  mg.  daily.  For  most  patients 
the  recommended  starting  dose  is  250  mg.  given 
once  daily.  Geriatric  patients  should  be  started  on 
100-125  mg.  daily.  A priming  dose  is  not  necessary 
and  should  not  be  used;  most  patients  should  be 
maintained  on  500  mg.  or  less  daily.  Maintenance 
dosage  above  750  mg.  should  be  avoided.  Before 
initiating  therapy,  consult  complete  dosage  infor- 
mation. 

SIDE  EFFECTS : In  the  main,  side  effects,  e.g., 
hypoglycemia,  gastrointestinal  intolerance,  and  neu- 
rologic reactions,  are  related  to  dosage.  They  are 


not  encountered  frequently  on  pi'esently  recom- 
mended low  dosage.  There  have  been,  however,  oc- 
c.asional  cases  of  jaundice  and  skin  eruptions  pri- 
marily due  to  drug  sensitivity ; other  side  effects 
wliich  may  be  idiosyncratic  are  occasional  diarrhea 
(sometimes  sanguineous)  and  hematologic  reactions. 
Since  sensitivity  reactions  usuallj’  occur  within  the 
first  si.x  weeks  of  therapy,  a time  when  the  patient 
is  under  very  close  supervision,  they  may  be  readily 
detected.  Should  sensitivity  reactions  be  detected, 
DIABINESE  should  be  discontinued. 

PRECAUTIONS  AND  CONTRAINDICATIONS; 
If  hypoglycemia  is  encountered,  the  patient  must 
be  observed  and  treated  continuously  as  necessary, 
usually  3-5  days,  since  diabinese  is  not  significantly 
metabolized  and  is  e.xcreted  slowly,  diabinese  as  the 
sole  agent  is  not  indicated  in  juvenile  diabetes  mel- 
litus and  unstable  or  severely  “brittle”  diabetes 
mellitus  of  the  adult  type.  Contraindicated  in  pa- 
tients with  hepatic  dysfunction  and  in  diabetes 
complicated  by  ketosis,  acidosis,  diabetic  coma, 
fever,  severe  trauma,  gangrene,  Raynaud’s  disease, 
or  severe  impairment  of  renal  or  thyroid  function. 
diabinese  maj'  prolong  the  activity  of  barbiturates. 
An  effect  tike  that  of  disulfiram  has  been  noted  when 
patients  on  diabinese  drink  alcoholic  beverages. 

SUPPLIED : As  100  mg.  and  250  mg.  scored  chlor- 
propamide tablets. 

More  detailed  professional  information  available  on 
request. 


Science  for  the  world’s  well-being® 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc.  New  York  17,  New  York 


when  it  comes  to  your  malpractice  protection 

ANY  COMPROMISE  WITH  QUALITY  CAN  BE  COSTLY 


You  cannot  afford  less  than  the  best  professional  liability  insurance.  Most  members 
of  your  State  Medical  Society  insure  in  the  Society’s  Group  Plan  because  it  cannot 
be  equalled  in  quality.  Among  its  unique  features: 

FEATURE  §A\  The  Group  Plan  is  not  just  a policy:  it  is  a comprehensive 
insurance  program  underwritten  by  a financially  sound  insurance  carrier 
which  maintains  claim  offices  throughout  the  state  and  works  closely  with 
the  State  Society’s  Legal  Defense  Service  and  County  Advisory  Commit- 
tees. 


GROUP  PLAN  OF  MALPRACTICE  INSURANCE  AND  DEFENSE 

2 Park  Avenue,  New  York  16,  N.  Y.  MUrry  Hill  4-3211 

JAMES  M.  ARNOLD  FRANK  W.  APPLETON 

Indemnity  Representative  Asst.  Indemnity  Representative 

H.  F.  WANVIG,  Inc.  broker 

EMPLOYERS  MUTUAL  LIABILITY  INSURANCE  COMPANY  OF  WISCONSIN,  carrier 
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fills  the  gap 
between 
mild  oral  and 
potent 

parenteral 

analgesics" 

■ acts  in  5-15  minutes 

■ relief  usually  lasts 
6 hours  or  longer 

■ toleration  excellent... 
constipation  rare 

■ sleep  uninterrupted 
by  pain 

Each  Percodan*  Tablet 
contains  4.50  mg.  dihydro- 
hydroxycodeinone  HCI, 
0.38  mg.  dihydrohydroxy- 
codeinone'terephthalate 
(warning:  may  be  habit- 
forming), 0.38  mg. 
homatropine  terephthalate 
224  mg.  acetylsalicylic 
acid,  160  mg.  aceto- 
phenetidin,  and  32  mg. 
caffeine. 


ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 

*U.S.  Pats.  2,628,185  and  2,907,768 


AVERAGE  ADULT  DOSE 

1 tablet  every  6 hours. 
May  be  habit-forming. 
Federal  law  permits 
oral  prescription. 

Also  Available 

For  greater 
flexibility  in  dosage  — 
Percodan®-Demi:  The  complete 
Percodan  formula,  but  with 
only  half  the  amount  of  salts  of 
dihydrohydroxycodeinone 
and  homatropine. 

1.  Blank,  P.,  and  Boas,  H.:  Improved 
analgesia  for  moderate  pain,  Ann.  West. 
Med.  &.  Surg.  6:376,  1952.  2.  Bonica,  J.  J., 
et  al.:  The  management  of  postpartum 
pain  with  dihydrohydroxycodeinone 
(Percodan):  Evaluation  with  codeine  and 
placebo.  West.  J.  Surg.  65:84,  1957. 
3.  Cass,  L.  J.,  and  Frederick,  W.  S.: 
controlled  study  in  pain  relief,  M.  Times 
84:1318,  1956.  4.  Chasko,  W.  J.:  Pain-'free 
dental  surgery:  Postoperative  extension 
of  the  pain-free  state,  J.  District  of 
Columbia  Dent.  Soc.  31:3,  No.  5,  1956. 
5.  Cozen,  L.:  Office  Orthopedics,  ed.  2, 
Philadelphia,  Lea  & Febiger,  1953,  pp.  120, 
138,  145,  156,  234.  6.  Nicolson,  W.  P.,  Jr., 
and  Skandalakis,  J.  E.:  Control  of  postopera- 
tive pain,  J.M.A.  Georgia  46:471,  1957. 
7.  Piper,  C.  E.,  and  Nicklas,  F.  W.:  Percodan 
for  pain  in  industrial  practice.  Indust.  Med. 
23:510,  1954;  abstracted,  Clin.  Med.  3:1008,  1956, 
Current  M.  Digest  22:135,  No.  3,  1955. 


(Salts  of  Oihydroh  droxycodeinone  and 
Homatropine,  plus  ARC) 


TABLETS 


REACH  FOR  YOUR  COPY  OF  "THE  BLUE  BOOK” 


Your  guide  to  the  medical  profession  of  New  York  State 


The  1961  edition  of  the  MEDICAL  DIRECTORY  has  just 
been  published . . . 

at  your  fingertips  accurate,  detailed  information — address, 
telephone  numbers,  office  hours,  and  biographical  briefs, 
on  the  more  than  31,900  New  York  State  physicians- 
conveniently  arranged  by  alphabetical  listing  and  by  loca- 
tion. 


And  there  are  many  other  important  features  in  the 
DIRECTORY— 

among  them  listings  of  hospitals  complete  with  persoimel, 
medicgd  schools,  medical  societies  (local  and  national),  and 
the  bylaws,  constitution,  and  various  bureaus  and  depart- 
ments of  the  Medical  Society  of  the  State  of  New  York. 

For  your  every  medical  need  consult  the  Directory  Refer- 
ence and  Purchasing  Guide . . . 

nursing  homes  and  sanitariinns,  schools,  orthopedic  and 
pharmaceutical  suppliers,  employment  and  collection  agen- 
cies, and  many  other  services  are  included. 


There  is  no  other  volume  providing  such  a wealth  of  valu- 
able medical  information  for  and  about  New  York  State 
physicians . . . 

use  your  DIRECTORY  often. 


Orders  for  the  1961  edition  are  now  being  taken  from: 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 

750  Third  Avenue,  New  York,  New  York 
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Acts  within  minutes— laoKCKMiti,  unlike  other  hemostatic  agents,  acts  quickly  in  minimal 
dosages.  Working  on  the  late  phases  of  the  clotting  mechanism,  koagamin  does  not  require 
massive  and  prolonged  pre-  or  postoperative  dosages  to  control  capillary  and  venous  bleeding. 

Acts  with  predictable  safety  — In  20  years  of  clinical  use,  no  toxic  or  side  actions  have  been 
reported  with  koagamin.  Bleeding  is  arrested  without  danger  of  thrombosis,  and  because 
KOAGAMIN  contains  no  protein  or  alkaloid,  it  can  be  administered  without  danger  of  sensi- 
tization or  untoward  reactions. 


Acts  effectively  in  a broad  range  of  indications— Because  of  its  unparalleled  safety  and 
outstanding  effectiveness,  koagamin  has  been  successfully  employed  in... hemorrhagic  dis- 
eases, abnormal  bleeding,  blood  disorders,  surgical  cases  and  trauma. 

KOAGAMIN,  an  aqueous  solution  of  oxalic  (S  mg.  per  cc.)  and  malonic  (2.5  mg.  per  cc.)  acids  for  parenteral 
use,  is  supplied  in  10-cc.  diaphragm-stoppered  vials. 

CHATHAM  PHARMACEUTICALS.  INC  • NEWARK  2,  NEW  JERSEY 

Distributed  in  Canada  by  Austin  Laboratories,  Limited,  Guelph,  Ontario 

BEFORE,  DURING  AND  AFTER  SURGERY 


bleeding 
with 
minimal 
dosage  and 
maxunum 
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Put  your  low-back  patient 
back  on  the  payroll 


Soma^s  prompt  relief  of  pain  and  stiffness  can 
get  your  low-back  patients  back  to 
work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  ...  he! 
give  your  patient  the  two  things  he  wani 
most:  relief  from  pain  and  rapid  return  < 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  ran 
Drowsiness  may  occur,  but  usually  only  wit 
higher  dosages.  Soma  is  available  in  350  m{ 
tablets.  Usual  dosage  is  1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


How  you  can  help  save 
your  patients  a month’s  pay 

Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrorne  patients 
required  an  average  of  41  days  for 
full  recovery  (range:  3 to  90  days). 
The  addition  of  Soma  therapy  in  this 
comparative  investigation  reduced 
the  average  to  11.5  days  (range:  2 to 
21  days).  With  Soma,  patients  aver- 
aged full  recovery  30  days  sooner. 


spasm^ 

' 1 


Stas*" 
w spasm 


stasis 


stasis 


IN  FUNCTIONAL  6.1.  AND 
BILIARY  DISTURBANCES 
...TO EACH  PATIENT 
ACCORDING  TO  THE  NEED 


DECHOLIN-BB 


® •••••• 


•••• 


Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  anxiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts... and  also  relieve  both  smooth-muscle  spasm  and 
biliary/intestinal  stasis 


butabarbital  sodium 15  mg.  ('/*  gr.) 

(Warning-may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (14  gr.) 


DECHOLir 
with  Belladonna 

Hydrocholeretic  — Antispasmodic ...  to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi... and 
also  counteract  biliary/intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (14  gr.) 


DECHOLIN 

Hydrocholeretic ...  to  combat  STASIS  in  bowel  and  biliary 
tract ...  by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily. 

Side  effects:  Decholin  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
DECHOLtN  with  Belladonna  and  Decholin-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  Decholin  with  Belladonna  and 
Decholin-BB)  glaucoma. 

Precautions:  Periodically  check  patients  on  Decholin  with  Belladonna  and  Decholin-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  Decholin-BB  for  evidence  of  barbiturate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Available:  Decholin-BB,  in  bottles  of  100  tablets;  Decholin  with  Belladonna  and  Decholin,  in  bottles  of 
100  and  500.  niei 


AMES 

COMPANY.  INC 
Elkhart  • Indiana 
Toronto  • Conodo 
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N SUMMER  INFECTIONS 

F SKIN  AND  SOFT  TISSUE  (SUCH  AS  IMPETIGO,  INFECTED  WOUNDS) 
UE  TO  SUSCEPTIBLE  ORGANISMS 


lainst  the  pathogen— Tao  extends  the  Gram-positive 
ectrum  of  usefulness  to  include  many  staphylococci  resistant 
one  or  more  of  the  commonly  used  antibiotics. 

If  the  patient — Tao  narrows  the  spectrum  of  side  effects  by 
■oiding  many  allergic  reactions  and  changes  In  intestinal  bac- 
rial  balance. 

ao  performance  in  clinical  practice:  “The  results  [in  81 
ses] . . show  that  triacetyloleandomycin  is  an  effective  antibiotic 
id  that  it  is  especially  so  against  pathogenic  staphylococci. . . .“i 
Results  with  triacetyloleandomycin  in  this  study  [74  patients|, 
erefore,  corroborate  those  of  other  dermatologic  investigators 
id  show  this  antibiotic  to  possess  a good  therapeutic  index  and 
w order  of  toxicity  and  allergic  sensitivity. ”2 
ood  to  excellent  results  (with  symptomatic  treatment)  in  all  of  30 
dn  and/or  soft  tissue  infections  which  had  failed  to  improve  or 
solve  with  local  treatment,  incision  and  drainace,  or  debride- 
ent.3 

recautions  and  side  effects:  The  use  of  antibiotics  may  oc- 
isionally  permit  overgrowth  of  nonsusceptible  organisms.  A re- 
stant  infection  or  superinfection  requires  re-evaluation  of  the 
atient’s  therapy.  This  preparation  should  be  discontinued,  and 


specific  therapy  and  indicated  supportive  treatment  instituted  if 
such  resistant  infection  or  superinfection  should  appear. 

Following  widespread  and  extensive  use  of  TAO,  mild  reversible 
jaundice  presumed  to  have  been  caused  by  the  administration  of 
TAO  has  been  observed  in  a few  pediatric  patients.  In  these  cases 
jaundice  was  first  noticed  after  periods  varying  from  10  days  to  8 
weeks  of  continuous  treatment  with  the  drug.  When  jaundice  was 
first  noticed,  the  doses  employed  in  these  children  ranged  from  50 
to  100  mg./kg./day,  a dose  which  in  all  cases  is  in  excess  of  those 
recommended.  In  every  case  the  jaundice  was  mild  and  quickly 
reversible  on  discontinuance  of  medication. 

Available  as  Tao  Capsules,  250  and  125  mg.;  Ready  Mixed  Ora! 
Suspension,  125  mg.  per  5 cc. ; Pediatric  Drops,  100  mg.  per  cc.  of 
reconstituted  liquid;  Intramuscular  or  Intravenous,  as  oleando- 
mycin phosphate. 

References;  1.  LeFebvre,  M.,  et  al.;  Antibiotics  Annual  1959-1960, 
New  York,  Antibiotica,  Inc.,  I960,  p.  755.  2.  Fisher,  A.  A.:  Med. 
Times  88:1056  (Sept.)  1960.  3.  Steller,  R.  E. : Antibiotic  Med.  & Clin. 
Therapy  7:691  (Nov.)  1960.  Literature  on  request. 

and  for  nutritional  support  VITERRA*  Vitamins  and  Minerals 
formulated  from  Pfizer's  line  of fine  pharmaceutical  products 


New  York  17,  N.Y.;  Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being* 
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^New  Product  Announcement 


a significant 
achievement  in 
corticosteroid  research 


(paramethasone  acetate.  Lilly) 


^scutapius 


Haldrone  is  a potent  synthetic  corticosteroid  with  marked  anti- 
inflammatory activity.  In  steroid-responsive  conditions,  it  pro- 
vides predictable  anti-inflammatory  effects  with  a minimum  of 
untoward  reactions.  Gratifying  response  has  been  observed  in 
patients  transferred  from  other  corticosteroids  to  Haldrone.  There 
is  relatively  little  adverse  effect  on  electrolyte  metabolism.  With 
Haldrone,  sodium  retention  is  unlikely,  psychic  effects  are  mini- 
mal, and  there  appears  to  be  freedom  from  muscle  weakness  and 
cramping. 


Haldrone,  2 mg., 
is  approximately 
equivalent  to 


Cortisone 25  mg. 

Hydrocortisone 20  mg. 

Prednisone  or  prednisolone  ...  5 mg. 

Triamcinolone  or 

methylprednisolone 4 mg. 

Dexamethasone 0.75  mg. 


Although  the  incidence  of  significant  side-effects  is  low,  the  usual 
contraindications  to  corticosteroid  therapy  apply  to  Haldrone. 


Supplied  in  bottles  Tablets  Haldrone,  1 mg..  Yellow  (scored) 
oj  30,  TOO,  and  500  Tablets  Haldrone,  2 mg..  Orange  (scored) 


ELI  LILLY  AND  COMPANY*  INDIANAPOLIS  6,  INDIANA,  U.S.A. 

I«004» 
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title.  Quotations  must  include  full  credit  to  both 
author  and  source.  Periodical  references  should 
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title,  periodical  abbreviation,  volume,  pages,  and 
year.  References  should  be  numbered  consecu- 
tively in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs  should  be 
submitted.  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number, 


indication  of  the  top,  and  the  author’s  name  should 
be  attached  to  the  back  of  each  illustration.  Legend 
should  be  typed,  numbered,  and  attached  to  each 
illustration. 
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EDITORIALS 


Eyes  Donated  for  Surgery 


Since  it  was  first  demonstrated  more  than 
thirty  years  ago  that  sight  may  be  restored 
to  the  eye  bfinded  by  corneal  scarring  by 
the  transplantation  of  corresponding  clear 
tissue  from  a donor  eye,  steady  progress 
has  been  made  in  the  simphfication  of  the 
technics  employed  and  in  the  percentage  of 
success  obtained.  Although  the  operation 
is  difficult  and  fraught  with  more  than  aver- 
age risk,  ophthalmologists  who  are  qualified 
to  employ  the  modern  procedures  now  can 
be  found  in  many  parts  of  the  State.  Most 
ophthalmologists,  however,  consider  the 
surgery  which  requires  the  transplantation 
of  any  tissue  as  a field  for  the  specialist 
within  the  specialty.  This  is  indeed  as  it 
should  be,  for  advanced  training  with  in- 
troductory work  in  animal  surgery  and  con- 
summate skill  are  required  together  with 
practice  to  develop  the  confidence  which 
can  come  only  with  experience  with  many 
cases.  But  compared  with  the  many  other 
types  of  ocular  surgery,  suitable  cases  for 
the  grafting  technics  are  relatively  few. 

Beside  the  demand  for  corneal  tissue 
there  has  arisen,  inevitably,  a demand  for 
other  ocular  tissues.  The  transplantation 
of  vitreous  has  found  an  important  place 
in  the  treatment  of  detachment  of  the  retina 
since  it  is  now  recognized  that  disease  of 
the  vitreous  is  associated  commonly  with 
this  disorder.  In  cases  of  burn  or  other 
injury,  conjunctiva  is  needed  occasionallj^ 
for  transplantation,  and,  less  frequently, 
sclera  may  be  useful  in  the  attempt  to  re- 
pair an  ectasia  or  a staphyloma. 

Thus  the  demand  for  donor  material  has 
increased  gradually,  and  the  strain  on  the 
Eye-Bank  for  Sight  Restoration,  which  was 
organized  in  1944  and  which  is  deserving  of 
great  praise,  has  gone  far  beyond  the  acute 
stage.  This  organization  is  now  nation- 
wide, and  its  service  is  limited  only  by  the 
amount  of  ocular  tissue  it  can  collect  and 


distribute.  Through  its  research  staff  and 
the  work  of  many  independent  workers  in 
the  field,  means  for  preserving  tissues  have 
been  improved  gradually,  and  now,  with 
the  method  developed  by  King,  preserved 
corneas  may  be  held  in  reserve  in  all  hos- 
pitals for  emergency  use  in  corneal  injuries, 
chemical  burns,  and  perforating  ulcers. 

To  facihtate  the  removal  of  eyes  for  the 
various  eye-banks  which  are  operating  con- 
stantly at  a deficit,  the  New  York  State 
law  was  amended  last  year  to  provide 
for  a donor  to  donate  his  eyes  effectively 
by  signing  a paper  instrument  which  would 
make  his  intentions  perfectly  clear.  Such 
an  instrument  requires  that  the  donor’s 
signature  be  witnessed  by  two  witnesses 
of  legal  age.  And  from  the  public  relations 
standpoint  it  is  most  desirable  that  the  next 
of  kin  with  whom  the  form  is  deposited  be 
so  informed  and  enlisted  in  the  cause,  to 
facilitate  the  removal  of  the  eyes  at  the 
time  of  death.  To  include  the  desire  to 
donate  one’s  eyes  in  one’s  will  is  not  and 
cannot  be  effective. 

Many  inquiries  are  received  concerning 
the  actual  mechanism  of  removing  and 
shipping  eyes.  Having  signed  the  Eye 
Donor  Pledge  form  obtained  from  the 
Eye-Bank  for  Sight  Restoration,  Inc.,  210 
East  64th  Street,  New  York  21,  New  York 
(Templeton  8-9200),  and  having  posted 
the  next  of  kin  of  his  or  her  desire  to  aid 
this  most  humanitarian  cause,  one  has 
executed  the  preliminary  steps.  Then 
at  death,  if  the  attending  physician  has 
not  been  alerted,  the  next  of  kin  should  make 
the  wish  of  the  deceased  known,  so  that  the 
eyes  may  be  well  protected  by  closing  the 
lids;  the  local  surgeon  should  be  called  in 
promptly  to  enucleate  the  eyes  as  soon  as 
possible,  preferabl}^  within  three  to  four 
hours.  Under  sterile  technic  the  eyeballs 
are  removed  and  placed,  cornea  up,  in 
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sterile  glass  containers  supplied  by  the  Eye- 
Bank  with  a moist  gauze  sponge  in  each; 
the  containers  should  be  closed  tightly. 
History  tags  are  filled  out  and  attached. 
Each  moist  jar  should  be  placed  then  in  the 
blue  and  white  Eye-Bank  cardboard  con- 
tainer and  put  in  a refrigerator  until  called 
for;  the  containers  should  not  be  frozen. 
When  the  death  occurs  within  driving  dis- 
tance of  New  York  City,  the  Eye-Bank, 
when  notified,  arranges  with  the  Red  Cross 
Motor  Corps  to  transport  the  eyes  in  an 
Eye-Bank  thermos  jug  or  any  available 
thermos  type  container  with  ice  cubes  packed 
around,  but  not  over,  the  cardboard  boxes. 
If  the  death  occurs  outside  the  driving  dis- 
tance of  New  York  City,  the  blue  and  white 
boxes  containing  the  moist  jars  with  the 
eyeballs  should  be  wrapped  in  plastic  or 
suitable  waterproof  material,  secured  with 
a rubber  band,  and  placed  promptly  in  a 
refrigerator.  If  the  death  occurs  on  an 
Eastern  Airlines  route,  the  station  master 
will  supply  an  EAL  Thermos  jug  and  pro- 
vide air  transportation  as  a public  service. 
Otherwise  the  eyes  should  be  sent  air  ex- 
press collect  to  the  Eye-Bank.  The  Eye- 
Bank  should  be  notified  by  a collect  call 
when  time  of  shipment  is  known.  For 
information  on  the  exact  procedure,  re- 
gardless of  where  in  the  United  States  the 
death  may  have  occurred,  the  Eye-Bank 
may  be  telephoned  collect  (day  or  night) 
for  full  instructions. 

Hospitals  affihated  with  the  Eye-Bank 
may  be  found  in  all  the  principal  cities  of 
the  country,  and  information  or  assistance 
may  be  obtained  from  any  of  them.  For 
all  practical  purposes  it  is  virtually  neces- 
sary for  a person  to  die  in  a hospital  in 
order  that  the  proper  instructions  may  be 
carried  out.  The  age  of  the  donor  is  un- 


important, and  the  cause  of  death  has  little 
significance,  according  to  the  Eye-Banks, 
but  they  should  be  given  on  the  history 
card.  The  removal  of  the  eyes  does  not 
disfigure  the  deceased,  and  when  frozen 
or  embalmed  the  eyes  are  worthless.  The 
use  of  glasses,  most  previous  eye  surgery,  or 
most  eye  diseases  should  not  affect  the  dona- 
tion of  eyes.  The  services  of  the  Eye-Bank 
are  free,  and  there  is  no  charge  for  eyes 
furnished  to  surgeons.  It  is  not  possible 
for  anyone  to  buy  or  sell  an  eye. 

Surgeons  have  taken  an  increasingly 
greater  interest  in  the  use  of  viable  and 
nonviable  grafts  in  the  various  specialties. 
The  grafting  of  blood  vessels  and  nerves  is 
reaching  a high  plane  of  effectiveness. 
Now  we  read  that  it  will  not  be  long  until 
whole  human  organs,  even  the  heart,  will 
be  transplanted  from  one  individual  to 
another.  Banks,  similar  to  the  existing 
blood  and  eye  banks,  will  be  set  up  to  supply 
the  various  organs.  Would  it  not  be  in 
order  for  these  existing  institutions  to  pro- 
ject plans  for  the  possible  consolidation  of 
endeavor? 

That  economics  inevitably  must  enter  into 
the  collecting  and  distributing  of  human 
tissue  is  most  discordant  if  not  revolting.  If 
tissues  are  contributed  without  cost  to  the 
bank  it  would  seem  as  though  they  might 
well  be  supplied  to  those  in  need  without 
cost,  as  indeed  they  are.  But  labor  charges 
arise  as  in  all  medicine,  hospital  and  pro- 
fessional, and  as  in  all  aspects  of  our  economy, 
and  they  must  be  met.  Financial  contribu- 
tions to  the  Eye-Bank  are  received  grate- 
fully. This  whole  field  seems  above  the 
mimdane  and  in  the  realm  of  the  spirit- 
ual, but  the  problems  are  real  and  will  tax 
the  resources  of  those  clear-thinking  people 
who  are  engaged  in  the  field. — R.  L.  P. 


The  future  is  only  the  past  entered  through  another  gate. — Arthur  Wing  Pinero 
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The  View  from  the  Plain 


One  of  the  preoccupations  of  oiir  times  is  to 
view  our  corporate  image.  None  escape — our 
nation,  our  cities,  and  our  businesses  and  pro- 
fessions are  all  under  scrutiny  in  this  regard. 
There  are  serious  lessons  to  be  learned  from 
this  modern  type  of  narcissism. 

A recent  private  poll  by  the  editor  of  one 
of  our  large  daily  papers  in  this  State  asked 
the  question,  “What  do  you  think  of  doc- 
tors?” The  editor  asked  this  (piestion 
personally  of  random  subscribers  and  friends. 

Surprisingly  enough,  criticism  was  di- 
rected not  particularly  to  the  actions  or  in- 
actions of  organized  medicine  but  to  the 
individual  doctor’s  conduct  of  his  practice. 
Almost  universal  were  the  complaints  of 
lack  of  a warm,  understanding  contact  with 
the  physician,  wholesale  referral  to  spe- 
cialists, particularly  for  simple,  uncom- 
plicated conditions,  and  high  costs,  includ- 
ing hospitalization  and  drug  costs  which 
are  largely  out  of  the  control  of  the  doctor. 

Numerous  were  the  complaints  of  in- 


ability to  get  the  doctor  “when  I want  him.” 
This  was  not  a night  call  problem  but  one 
which  happened  during  the  business  hours 
of  the  day.  “The  doctor  is  not  punctual” 
was  often  heard.  Sad  to  relate,  there  was 
some  criticism  of  an  occasional  one  of  our 
own  who  loaded  on  an  extra  fee  to  insurance 
service  benefits  which  had  been  firmly 
agreed  on. 

There  was  much  praise  too  for  skill  and 
competence.  The  people  like  and  admire 
what  we  do,  but  they  are  less  than  enthu- 
siastic about  how  we  do  it. 

The  corporate  image  is  the  sum  total  of 
the  individual  images.  We  will  look  better 
when  we  are  better. 

Tightening  up  in  extravagances  in  ho.s- 
pitalization  and  drug  prescribing,  closer 
attention  to  our  patients  and  a human, 
holistic  approach  to  their  problems,  anti 
prudence  in  referral  would  please  oui' 
patients  and  might  not  do  us  a bit  of  harm 
as  we  face  into  the  winds  of  change. 


Comment  on  Weiss  versus  Rubin 


The  New  York  State  Court  of  Appeals  has 
affirmed  recently  by  a five  to  two  decision 
a judgment  of  $90,000  for  the  negligent 
transfusion  of  incompatible  blood  which 
caused  the  death  of  a twenty-five-year-old 
woman.  The  surviving  husband  and  his 
two  infant  children  had  been  awarded 
originally  $150,000  by  a jury,  as  against  a 
surgeon,  an  anesthesiologist,  and  a hospital. 
This  amount  was  reduced  subsequently  to 
$90,000  by  the  Appellate  Division  of  the 
Supreme  Court.  However,  the  main  issue 
which  was  before  the  Court  of  Appeals 
was  whether  or  not  there  was  sufficient  proof 
of  negligence  on  the  part  of  the  surgeon  to 
warrant  the  submission  of  the  case  to  the 
jury  as  to  that  defendant.  (The  liability 
of  the  defendant  hospital  and  the  anesthe- 
siologist was  conceded  on  the  appeal.) 


The  evidence  at  the  trial  was  to  the  effect 
that  a circulating  nurse  had  brought  mis- 
takenly a pint  of  blood  to  the  operating 
room  where  the  decedent  was  undergoing 
surgery.  Neither  the  surgeon  nor  anyone' 
else  in  the  operating  room  had  ordered  blood 
for  the  patient.  The  blood  was  given  to  a 
nurse  anesthetist  (an  employe  of  the  de- 
fendant anesthesiologist).  The  circulating 
nurse  and  the  nurse  anesthetist  both  failed 
to  check  the  slip  on  the  bottle  which  showed 
clearly  that  the  blood  was  intended  for 
another  patient.  The  anesthetist  advised 
the  surgeon  that  he  had  blood  ready  for  the 
patient  and  asked  if  he  should  give  it.  The 
surgeon  told  him  to  do  so.  The  surgeon, 
it  was  claimed,  should  never  have  permitted 
the  blood  to  be  given  when  he  knew  that 
he  had  not  ordered  it. 
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The  Court  of  Appeals  in  its  majority  opin- 
ion stated  as  follows: 

The  proof  showed  that  he  “initiated  the 
blood  bank  in  the  Hospital”;  that  it  was  hos- 
pital procedure  to  prepare  a written  order  for 
the  production  of  blood  for  transfusion  pur- 
poses during  the  course  of  an  operation  (ex- 
cept in  emergency  situations,  concededly 
not  present  here);  and  that  “Nobody  can 
order  blood  to  the  operating  room  except  the 
Doctor”;  that  he  had  not  ordered  “the  pro- 
duction of  the  blood  in  the  operating  room  at 
that  time,”  and  he  knew  that  he  had  not  or- 
dered it — indeed,  it  had  occurred  to  him  at 
the  time  “inquire  as  to  how  that  blood  got 
to  the  operating  room,”  but  he  did  not  do  so. 

The  jury  thus  had  a right  to  find  that  in 
ordering  the  blood  transfused  without  ques- 
tion and  under  those  circumstances,  defend- 
ant surgeon  breached  his  duty  of  reasonable 
care  to  plaintiff’s  decedent. 

However,  Judge  Van  Voorhis  in  a clear 
and  well-reasoned  dissenting  opinion  found 
that  the  evidence  was  insufficient  to  hold 
the  defendant  surgeon : 

Under  the  rules  and  practice  of  the  hospital, 
it  was  the  sole  responsibility  of  the  hospital 
and  not  that  of  the  attending  ph}^sician  to 
prepare  and  administer  blood  transfusions, 
'the  responsibility  of  the  attending  physician 
was  confined  to  making  decisions  whether 
transfusions  should  be  given,  and  directing 
the  hospital  to  give  them.  In  order  to  make 
certain  that  transfusions  will  not  be  given 
in  cases  where  the  attending  physician  has 


not  directed  them  to  be  administered,  the 
rules  of  the  hospital  provide  that  they  shall 
be  given  only  on  the  written  order  of  the  phj'- 
sician  except  in  emergencies.  When  a written 
order  has  been  given,  all  the  rest  is  done  by 
the  hospital.  If  . . . [the  surgeon]  had  given 
a written  order  for  a transfusion  in  this  in- 
stance, transfusion  would  have  been  admin- 
istered exactly  as  it  was  without  further  pai- 
ticipation  bj' . . . [the  surgeon].  The  onlj^  act 
of  negligence  ascribed  to . . . [the  surgeon  ] is 
that  not  having  previously  ordered  the  transfu- 
sion by  written  order,  he  should  have  become 
suspicious  that  something  was  wrong  and 
checked  on  whether  the  hospital  had  per- 
formed its  responsibilities  in  the  preparation  of 
the  blood  for  transfusion.  If  he  had  given  a 
written  order  (as  he  did  in  connection  with  a 
])revious  operation  on  the  same  patient)  the 
entire  responsibility  for  typing,  crossmatching 
and  administering  the  transfusion  would  have 
been  upon  the  hospital.  The  attending 
surgeon  would  have  been  absolved  from  all 
responsibility  in  connection  with  its  prep- 
aration and  administration.  The  circum- 
stance that,  insofar  as  ...  [the  surgeon] 
was  concerned,  his  need  for  a transfusion  ap- 
peared to  have  been  anticipated  by  the  hos- 
pital does  not  seem  to  me  to  have  changed 
this  responsibility. 

.\lthough  one  may  disagree  with  the 
majorit}'  opinion,  it  is  reassuring  to  note 
that  even  the  majority  did  not  predicate 
liability  on  the  discredited  theory  that  the 
s\irgeon  is  “captain  of  the  ship”  and,  there- 
fore, responsible  for  everything  that  hap- 
pens in  the  operating  room. 


Editorial  Comment 


Good  News  from  the  Legal  Front.  The 

suit  brought  by  New  York  chiropractors 
going  back  to  June,  1958,  against  the  State 
Health  Department  and  the  Commissioner, 
Herman  E.  Hilleboe,  M.D.,  has  been  dis- 
missed by  Judge  Albert  Conway,  acting  as 
official  referee. 

This  suit  charged  that  provisions  of  the 
New  York  State  Sanitary  Code  relating  to 


the  use  of  x-ray  equipment  were  “in  viola- 
tion of  the  State  and  Federal  Constitutions.” 
The  trial  revolved  around  Regulation 
19  of  Chapter  16  of  the  Sanitary  Code 
which  states  that  “no  person  shall  apply 
radiation  to  a human  being  unless  such 
person  is  licensed  or  otherwise  authorized 
to  practice  medicine,  dentistry,  podiatry 
or  osteopathy  under  the  provisions  of  the 
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Education  Law  of  the  State  of  New 
York ...  .” 

Commenting  on  the  decision,  Dr.  Hille- 
boe  said  it  was  of  “great  significance  in 
protecting  the  health  of  the  people  of  the 
State,  and  particularly  of  future  generations 
because  of  the  harmful  genetic  effect  of 
unnecessary  x-ray  exposure. 

“With  the  atomic  age  upon  us,  we  must 
cut  down  every  conceivable  unnecessary 
source  of  damaging  radiation.  It  is  my 
considered  judgment,  and  that  of  my  scien- 


tific advisors,  that  the  irresponsible  use  of 
x-rays  must  be  avoided.  A review  of  the 
scientific  evidence  leaves  the  State  no  choice 
but  to  prohibit  unlicensed  practitioners  from 
applying  x-ray  radiation  to  the  human 
body,”  Dr.  Hilleboe  stated. 

Who  can  say  that  justice  is  blind?  In 
acting  forthrightly  to  dismiss  this  action, 
the  referee  did  so  in  the  best  interests  of  the 
public.  It  is  clear  that  the  public  safety 
will  continue  to  be  closely  guarded  by 
sensible  regulations  enforced  by  the  State. 
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“I  feel  like  my  old  self  again!”  Thanks  to  your  balanced  Deprol  ther- 
apy, her  depression  has  lifted  and  her  mood  has  brightened  up  — while  her 
anxiety  and  tension  have  been  calmed  down.  She  sleeps  better,  eats  better, 
and  normal  drive  and  interest  have  replaced  her  emotional  fatigue. 


Brightens  up  the  mood,  brings  down  tension 


DeproVs  balanced  action  avoids 
“seesaiv”  effects  of  energizers  and 
amphetamines.  While  energizers  and 
amphetamines  may  stimulate  the  pa- 
tient — they  often  aggravate  anxiety 
and  tension. 

And  although  amphetamine-barbitu- 
rate combinations  may  counteract 
excessive  stimulation  — they  often 
deepen  depression  and  emotional 
fatigue. 

These  “seesaw”  effects  are  avoided 
with  Deprol.  It  lifts  depx’ession  as  it 
calms  anxiety  — a balanced  action  that 
brightens  up  the  mood,  brings  down 
tension,  and  relieves  insomnia, 
anorexia  and  emotional  fatigue. 

Acts  rapidly  — you  see  improvement  in 
a feiv  days.  Unlike  the  delayed  action 


iA7  WALLACE  LABORATORIES/Cranfturj/,  iV.  J. 


of  most  other  antidepressant  drugs, 
which  may  take  two  to  six  weeks  to 
bring  results,  Deprol  relieves  the 
patient  quickly  — often  ivithin  a few 
days.  Thus,  the  expense  to  the  patient 
of  long-term  drug  therapy  can  be 
avoided. 

Acts  safely  — 710  danger  of  liver  or 
blood  damage.  Deprol  does  not  cause 
liver  toxicity,  anemia,  hypotension, 
psychotic  reactions  or  changes  in 
sexual  function  — frequently  reported 
with  other  drugs. 


^Deprol^* 

Dosage:  Usuol  storting  dose  is  1 toblet  q.I.d.  When  neces- 
sory,  this  moy  be  groduolly  increased  up  to  3 foblefs  q.i.d. 
Composition:  1 mg.  2-diefhy!aminoethyl  benzilate  hydro- 
chloride (benactyzine  HCI)  ond  400  mg.  meprobamate. 
Supplied:  eBottles  of  50  light-pink,  scored  tablets.  Write 
for  literoture  and  samples. 
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— Symposium 

NEW  HORIZONS  IN  THERAPY 
OF  RLADDER  TUMORS 

Chairman 

E.  CUAIG  COATS,  M.O.,  NEW  YOHK  CITY 


Chemotherapy  of  Urinary  Bladder  Tumors 


DONALD  F.  MCDONALD,  M.D.,  HOCHESTER,  NEW  YORK 
{Chief,  Division  of  Urology,  Strong  Memorial  Hospital) 


T)ecause  transitional  cell  tumors  of  the 
urinary  bladder  often  are  discovered 
too  late  for  surgical  cure  and  are  prone  to 
recur  even  though  well  treated,  there  is 
room  in  the  urologic  armamentarium  for 
chemotherapeutic  agents.  This  is  an  interim 
report  of  experimental  progress,  both  labora- 
tory and  clinical.  It  is  encouraging  in  that 
there  is  some  progress.  It  is  discouraging 
in  that  the  progress  is  just  detectable.  A 
little  experience  with  one  agent  has  given 
us  an  idea  of  its  usefulness  and  indications. 
At  present  it  seems  wise  to  think  in  terms 
of  palliation.  In  this  guise  any  strenuous 
treatment  causing  severe  adverse  reactions 
must  be  evaluated. 

The  urologic  literature  since  the  turn  of 


Presented  at  the  154th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  Section  on  Urology,  May  11,  1960. 


the  century  contains  a number  of  suggestions 
for  the  prevention  of  recurrence  of  bladder 
tumors.  They  include  chemical  agents, 
such  as  resorcinol,  alcohol,  silver  nitrate, 
phenol,  and  trichloracetic  acid.  These  were 
not  intended  to  do  more  than  destroy 
bladder  tumor  fragments  liberated  at  the 
time  of  surgery.  However,  this  indicates 
that  urologists  were  fifty  years  ahead  of 
other  cancer  surgeons.  Attempts  to  treat 
bladder  tumors  chemically  by  topical  treat- 
ment with  the  cytotoxic  agent  podophyl- 
lin  were  made  by  Semple'  and  Duckworth.^ 
The  results  were  incomplete.  Except  for  a 
few  reports  in  the  foreign  literature  of  the 
cure  of  bladder  tumors  with  estrogens,  no 
effective  systemic  method  of  treatment  of 
inoperable  bladder  tumors  has  been  re- 
ported until  the  recent  reports  on  5-fluoro- 
uracil  by  Deren  and  WilsorU  and  Young 
et  al.* 
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TABLE  I.— In  \ ivo  Inhibition  of  Growth  of  the 
Lewis  Transitional  Cell  Bladder  Tumor  in 
C-57  Black  Mice 


('oinpouiid 

Dose 

(Milligrams 

per 

Kilogram 

Daily) 

Per  Cent 
of  Change 

Miracil  I)  hydrochloride 

13 

-24 

5-Fhioroiiracil 

25 

-31 

20 

-28 

Thio-TEPA 

2.5 

-26 

2 5 

+ 13 

Purine  ()  thioglucoside 

100 

-50 

100 

+ 26 

Medrol 

TEM  (triethvlene 

10 

+5 

melamine) 

0.05 

-28 

L-phenylalanine 

0.08 

-58 

mustard 

2 

-31 

4 

-6 

Phosphoramide- 1 44 

0 1 

-30 

Sarcomycin 
2,4  diamino-5(3',4' 
dichlorophenvi)-6- 

1 

+ 35 

ethylpyrimidine 

10 

-55 

()  uracil  metln  l sulfone 

7 p.o. 

-27 

Testosterone 

.05 

-33 

Stilbestrol 

.0025 

+4 

Laboratory  Experimeiital  Progress 

The  Lewis  transplantable  transitional  cell 
bladder  tumor  originally  developed  b}' 
Hughes‘S  in  the  treatment  of  C-o7  black 
mouse  bladder  mucosa  with  20-methyl- 
cholanthrene  was  the  only  transitional  cell 
tumor  readily  available  for  study.*  The 
tumor  was  transplanted  subcutaneously  in 
C-57  black  mice.  On  the  fourth  day  after 
transplantation,  treatment  of  the  animals 
with  a satisfactory  tumor  growth  was 
begun.  Daily  medication  for  seven  to  nine 
days  was  given  intraperitoneally.  At  the 


*We  are  indebted  to  K.  Sugiura,  M.D.,  of  the  Sloan- 
Kettering  Institute  for  providing  us  with  this  tumor. 


end  of  the  treatment  period  the  weights  of 
the  tumors  in  control  and  experimental  ani- 
mals were  compared.  The  per  cent  of 
change  in  the  tumor  size  of  treated  animals 
compared  with  that  of  control  animals 
given  injections  of  the  vehicle  are  given  in 
Table  I.  Sugiura  and  Sugiura®  have  re- 
ported a number  of  chemotherapeutic  ob- 
servations for  this  tumor.  Under  conditions 
of  their  test  method  they  found  only  n- 
methyl  formamide  and  a pyrimidine  analog 
to  affect  this  tumor  significantly  in  one  week. 
Our  data  for  several  agents  not  reported 
previously  and  several  confirming  the  Sug- 
iuras’  data  are  shown  in  Table  I.  The  most 
interesting  substances  tested  were  TEM 
(triethylene  melamine)  and  the  p3'rimidine 
analog.  Fluorouracil  had  less  inhibitor}' 
effect  on  the  Lewis  mouse  bladder  tumor. 
However,  at  this  time  we  learned  of  the 
optimism  for  o-fluorouracil  in  bladder  tumor 
chemotherapv'  and  felt  obligated  to  conduct 
a clinical  trial. 

Clinical  Experimental  Progress 

The  patients  who  received  s>'stemic  5- 
fluorouracil  treatment  were  poor  surgical 
risks  or  inoperable.  Most  of  them  at  the 
time  of  the  initiation  of  chemotherap}'  had 
been  denied  radiation  therapy.  The  criteria 
of  improvement  were  cj'stoscopic,  histo- 
logic, and  gross  changes  on  physical  ex- 
amination. Two  patients  had  nonvisual- 
ization of  one  kidney  on  excretory  pye- 
lography probablj"  due  to  neoplastic  ure- 
teral obstruction. 

Table  II  lists  the  patients  studied.  Of 
those  receiving  75  mg.  per  kilogram  total 
doses,  all  had  oral  ulcerations,  and  all  but 


TABLE  II. — Clinical  Studies  of  7 Patients  with  5-Fluorouracil 


S(ix 

Age 

Tumor 

Grade  Stage 

Previous 

Therapy 

Total  Dose 
(Milligram  per 
Kilogram) 

Response 

.M 

68 

III 

B1 

Radium 

75 

None  in  18  da  vs 

.M 

85 

III 

B2 

None 

90 

None  in  24  days 

M 

72 

III 

C-Dl 

Surgery 

90  + 60  + 60 

+21  days 

M 

60 

11 

B1 

Surgery 

60 

None  at  6 weeks 

M 

75 

II 

C 

None 

90 

F 

()0 

II 

B1 

None 

Topical  30 

None  immediately 

M 

62 

I 

A 

Surger\- 

Topical  30 
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one  had  a granulocytopenia ; one  had  partial 
alopecia.  Toxic  manifestations  usually 
were  most  marked  between  ten  and  fourteen 
days  after  the  initiation  of  treatment.  The 
patient  who  had  some  improvement  after 
two  courses  of  treatment  showed  regression 
of  extravesical  extension  and  extensive 
but  incomplete  necrosis  of  the  intravesical 
tumor.  Histologic  study  of  biopsies  of  the 
papillary  tumors  did  not  show  a change  in 
histologic  grade  or  evidence  of  cytotoxicity. 
The  topical  treatment  of  two  papillary  blad- 
der tumors  prior  to  their  surgical  removal 
failed  to  show  cytotoxic  effect. 

The  results  of  these  studies  are  more  like 
those  reported  by  Young  et  al.*  who  had 
1 of  4 patients  showing  significant  tumor 
regression.  Our  criteria  of  tumor  effect 
differ  somewhat  from  those  of  Deren  and 
Wilson^  who  observed  100  per  cent  re- 
gressions in  10  patients. 

If  the  observations  on  the  transplantable 
Lewis  bladder  tumor  are  to  be  used  as 
leads  to  further  clinical  study,  the  alkylat- 
ing agent  TEM  and  the  pyrimidine  analog 
should  be  tested  clinically. 

Comment 

Generalizing  on  the  basis  of  the  ex- 
perience thus  far  reported  on  chemotherapy 
with  5-fluorouracil,  it  is  probably  true  that 
patients  should  be  treated  to  the  point  of 
toxicity.  Most  patients  will  develop  oral 
ulcerations  and  granulocytopenia.  Some 
will  have  gastrointestinal  mucosal  lesions 
resulting  in  diarrhea;  some  will  have  throm- 
bocytopenia and  alopecia.  Although  we 
have  had  no  serious  complications  of  treat- 
ment, deaths  have  been  attributed  to 
fluorouracil  therapy. 

Our  small  series  of  patients  as  a group  has 
derived  very  little  benefit  from  systemic 
treatment.  Topical  treatment  probably  is 
of  no  value.  Only  1 patient  has  shown  a 


sufficiently  encouraging  response  to  justify 
additional  courses  of  treatment.  No  ex- 
planation is  offered  for  the  partial  success 
or  the  failures.  It  is  true,  however,  that  the 
patient  who  responded  to  treatment  showed 
the  most  dramatic  effect  after  two  courses 
of  treatment.  It  is  possible  that  one  course 
of  fluorouracil  is  insufficient  to  effect  a 
detectable  change. 

The  selection  of  patients  for  chemo- 
therapy is  largely  a process  of  elimination  by 
surgeons  and  radiation  therapists.  Chemo- 
therapy probably  has  the  most  to  offer  the 
patient  with  a disseminated  malignant 
condition.  The  chemotherapeutic  agent 
should  reach  all  the  malignant  cells  wherever 
they  may  be.  In  the  presence  of  ureteral 
obstruction  chemotherapy  may  have  an 
advantage  over  radiation  therapy;  it  may 
evoke  less  fibroplasia.  Fluorouracil  is 
far  from  an  ideal  chemotherapeutic  agent. 
It  must  be  given  intravenously,  it  cannot 
be  given  continuously,  and  toxicity  is  ap- 
preciable. The  per  cent  of  tumors  showing 
regression  is  not  sufficient  in  some  series, 
including  ours.  Regressions  are  incomplete. 

The  fact  that  some  widespread  bladder 
tumors  do  respond  to  chemotherapy  should 
stimulate  critical,  careful,  clinical  trial  of  the 
available  agents. 
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The  Possible  Role  of  Enzymes  and  Metabolites 
in  the  Genesis  of  Bladder  Cancer* 

-4  Study  of  Beta-Glucuronidase  Activity  in  the  Urine 

MEYER  M.  MELICOAV,  M.D.,  AURELIO  C.  USON,  M.D.,t  AND  RITA  LIPTON,  B.A.,  NEW  YORK  CITY 
(From  the  Squier  Urological  Clinic,  Columbia-Presbyterian  Medical  Center) 


Tn  1955  Boyland,  Wallace,  and  Williams’-^ 
reported  that  bladder  cancer  was  as- 
sociated with  high  beta-glucuronidase  levels 
in  the  urine,  serum,  and  bladder  tissue. 
This  enzyme  had  been  discovered  by  Mas- 
amune  in  1934.^  A relationship  between 
cell  multiplication  and  the  increase  in 
tissue  beta  glucuronidase  was  advanced  by 
Kerr  and  Levvy  in  1947.^  Fishman  and 
Anlyan  in  1947®'®  demonstrated  that  beta 
ghicuronida.se  was  present  in  elevated 
amounts  in  most  human  and  animal  cancers. 

The  concept  that  carcinogens  excreted 
in  the  urine  were  the  cause  of  vesical  uro- 
thelial neoplasms  evolved  following  the 
original  observation  by  Rehn  in  1895^  who 
reported  a greater  incidence  of  bladder 
cancer  among  aniline  dye  workers  than  in 
the  rest  of  the  population.  In  1938  Hueper, 
Wiley,  and  Wolfe®  reported  the  experimental 
production  of  bladder  tumors  by  the  ad- 
ministration of  beta-naphthyl  amine.  In 
1952  Bonser  et  al.^  demonstrated  that  the 
specific  carcinogen  for  bladder  urothelium 
was  not  beta-naphthyl  amine  but  one  of 
its  metabolites,  2-amino- 1-naphthol.  It 
has  been  shown  that  primary  aromatic 
amines,  such  as  beta-naphthyl  amine,  are 
absorbed  through  the  skin,  mucous  mem- 
branes of  the  alimentary  canal,  and  re- 
spiratory tract  (Fig.  1).  The  amines  reach 
the  liver  cells  via  the  circulation  where  they 
are  first  oxidized  to  2-amino-l-naphthol  and 
then  conjugated  with  glucuronic  acid  to 
2-amino-l-naphthylglucosiduronic  acid.  The 
latter  is  carried  via  the  blood  to  the  kidneys 
where  it  is  excreted  and  concentrated  (150  to 
200  times)  in  the  urine.  When  the  urine 

* Aided  by  grant  number  5390-871720  of  the  Ameri- 
can Cancer  Society,  New  York  City. 

t By  invitation. 


reaches  the  bladder  reservoir,  the  2-amino- 

1- naphthylglucosiduronic  acid  is  hydro- 
lyzed by  the  enzyme  beta  glucuronidase  to 

2- amino-l-naphthol  plus  glucuronic  acid. 
As  the  urine  continues  to  accumulate  in  the 
bladder  the  free  2-amino-l-naphthol  (a 
carcinogen)  is  absorbed  by  the  urothelial 
cells  in  which  changes  occur  leading  in  time 
to  the  formation  of  a new  growth.*® 

The  inhibition  of  beta-glucuronida.se  ac- 
tivity by  the  oral  administration  of  1- 
4-saccharolactone  was  noted  by  Levvy**  and 
also  by  Boyland,  Wallace,  and  Williams  in 
1957.  *2  The  latter  authors  have  employed 
this  substance  in  the  management  of  patients 
with  recurrent  bladder  tumors  which  had 
been  removed  previously  or  destroyed  and 
to  individuals  exposed  to  carcinogenic  aro- 
matic amines.  Boyland,  Wallace,  and 
Williams*^  noted  that  1 Gm.  of  1-4-saccharo- 
lactone  given  orally  every  six  hours  reduced 
beta-glucuronidase  activity  in  the  urine  by 
90  per  cent.  On  the  basis  of  the  foregoing, 
Boyland,  Gasson,  and  Wilhams*®  have  for- 
mulated the  hypothesis  that  certain  bladder 
tumors  which  are  induced  by  aromatic 
amines  or  their  metabolites  could  be  pre- 
vented by  competitive  inhibition  of  beta 
glucuronidase  with  1-4-saccharolactone. 
Thus,  the  conjugated  carcinogens  then  would 
be  eliminated  in  an  inactive  state  leaving 
the  urothelial  cells  undisturbed. 

If  this  hypothesis  is  true,  a great  step 
forward  in  the  understanding  and  control 
of  some  types  of  bladder  cancer  in  human 
beings  has  been  made.  Boyland’s  findings 
and  postulate  are  quite  appealing  and  war- 
rant consideration  and  further  evaluation. 

It  is  for  this  reason  that  we  embarked  on 
the  investigation  and  study  of  the  possible  i 
role  of  beta  glucuronidase,  other  enzymes. 

New  York  State  J.  Med.  , 


2228 


NFAV  HORIZON R IN  THERAPY  OF  li LA  DORR  TUMORS 


COMMON  PATHWAY 
in  the  METABOLISM 
of  AROMATIC  AMINES 


Fig.  1.  Schematic  representation  illustrating 
path  of  carcinogen  or  its  precursors  after  it  enters 
the  body,  is  metabolized  in  liver  and  excreted 
through  kidneys,  reaches  bladder,  and  is  hydrolyzed 
in  presence  of  beta  glucuronidase. 

and  metabolites  in  the  genesis  of  bladder 
cancer.  This  report  is  limited  to  our 
findings  in  regard  to  the  activity  of  beta 
glucuronidase  in  the  urine  of  patients  not 
only  with  bladder  cancer  but  also  with  cancer 
of  other  organs  and  miscellaneous  non- 
neoplastic pathologic  conditions  of  the 
genitourinary  system  or  other  organs. 

Materials,  Technics,  and  Findings 

The  urines  for  this  study  came  from 
patients  of  the  Squier  Urological  Clinic 
and  other  services  of  the  Columbia-Pres- 
byterian  Medical  Center  and  also  from 
patients  of  the  urologic  service  of  the  Bronx 
Veterans  Administration  Hospital,  Bronx, 
New  York.  The  controls  were  residents  and 
medical  students  who  were  active,  in  good 
health,  and  on  a regular  diet.  Wherever 
possible,  and  this  was  in  over  90  per  cent  of 
the  cases,  three  consecutive  twenty-four- 
hour  urine  specimens  were  collected  from 
each  individual.  In  some  instances  the 


tests  were  repeated  at  different  intervals, 
particularly  after  the  patient  had  received 
radiotherapy,  or  the  bladder  tumor  had 
been  resected,  or  the  patient  underwent 
arterial  perfusion  with  a carcinotoxic  agent 
(nitrogen  mustard).  A total  of  186  patients 
and  10  controls  were  studied  in  this  manner, 
and  a total  of  756  determinations  were 
carried  out. 

The  technic  which  was  used  for  the  (1(>- 
termination  of  beta-glucuronidase  activity 
in  the  uriia^  differed  .somewhat  from  that 
described  by  Boyland,  (ia.s.son,  and 
Williams.'^ 

1.  Three  consecutive  twenty-four-hour 
urine  specimens  in  three  different  bottles 
are  collected  from  each  patient.  Refrigera- 
tion of  the  specimen  or  immersion  of  thy- 
mol crystals  during  the  collection  is  not 
necessary. 

2.  After  the  urine  is  stirred,  the  volume, 
specific  gravity,  and  pH  of  each  twenty- 
four-hour  specimen  are  measured  and  re- 
corded accurately. 

3.  From  the  entire  specimen  a 40  cc. 
sample  of  urine  is  removed  and  centrifuged 
for  fifteen  minutes  at  a speed  of  2,000  revolu- 
tions per  minute. 

4.  To  1 ml.  of  centrifuged  urine,  0.2  ml. 
of  0.005  mol  substrate  (phenolphthalein- 
glucuronide)  and  1 ml.  of  buffer  0.2  mol  ace- 
tate are  added. 

5.  Simultaneously,  a “blank”  containing 
only  the  buffer  and  substrate  in  the  same 
amounts  as  the  “unknown”  is  set  up. 

6.  The  “unknown”  and  the  “blanks” 
then  are  placed  in  a constant  temperature 
bath  at  37  C.  for  eighteen  hours.  After  in- 
cubation 1 ml.  of  urine  is  added  to  the 
“blanks.” 

7.  To  all  tubes,  including  the  “blanks,” 
1 ml.  of  10  per  cent  sodium  carbonate  is 
added,  and  the  mixture  is  diluted  to  10  ml. 
with  distilled  water. 

8.  The  mixtures  then  are  read  in  the 
Coleman  junior  spectrophotometer  at  a 
wavelength  of  550  angstrom  units  with  the 
“blank”  set  at  zero,  using  19  by  105  mm. 
cuvettes. 
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TABLE  I. — Measured  Activity  of  Beta-Glu- 
curonidase IN  Urine  of  Controls  and  in  Urine 
OF  Patients  with  Neoplastic  Disease  and 
Other  Lesions 


Disease 

Number 
of  Cases 

Average 
Units  Per 
Milliliter 

(Controls) 

10 

0.94 

Carcinoma  of  bladder 

45 

2.70 

Carcinoma  of  kidney 

8 

2.90 

Carcinoma  of  prostate 
Carcinoma  of  other  or- 
Kans  (non-geni- 

22 

2.35 

tourinary) 

Benign  prostate  hyper- 

.'■) 

3.12 

trophy 

:i:i 

2.39 

Renal  cyst 

5 

2.32 

Urolithiasis 

Infections  of  genitou- 

17 

2.09 

rinary  tract 

Miscellaneous  lesions  of 

22 

1.40 

genitourinary  tract 
Miscellaneous  lesions  of 
tracts  other  than  geni- 

18 

1.43 

tourinary 

11 

1.46 

Total 

196 

A separate  standard  curve  is  set  up  for 
each  patient.  The  standard  employed  is  a 
freshly  prepared  solution  of  phenolphthalein 
10  micrograms  per  milliliter. 

Solutions  are  prepared  containing  re- 
spectively 10,  25,  and  40  micrograms  of 
phenolphthalein.  To  each  tube  is  added  1 
ml.  buffer,  1 ml.  of  the  patient’s  urine,  and 

1 ml.  of  10  per  cent  sodium  carbonate. 
Each  standard  is  diluted  to  10  ml.  with  water. 
The  concentration  of  each  unknown  urine 
specimen  is  read  on  a curve  plotted  from 
standards  prepared  with  urine  from  the 
patient  being  tested. 

One  unit  of  beta-glucuronidase  activity  is 
the  amount  of  enzyme  which  liberates  1 
microgram  of  phenophthalein  per  hour  at 
37  C. 

The  measured  activity  of  beta-glu- 
curonidase average  values  for  the  10  con- 
trols was  0.94  units  per  milliliter.  The  ac- 
tivity ranged  from  0.65,  the  lowest,  to  1.9, 
the  highest  values.  According  to  this  find- 
ing and  method  of  assay,  it  was  decided 
to  consider  as  normal  an  activity  of  this 
enzyme  up  to  1 .5,  as  questionable  from  1 .5  to 
2,  and  as  definitely  high  any  value  over 

2 units  per  milliliter  of  urine.  Furthermore, 


TABLE  II. — Measured  Activity  of  Beta  Glu- 
curonidase IN  Urine  of  Patients  with  Cancer 
of  Bladder  According  to  Grade 


Grade 

Number  of 
Cases 

Average 
Units  Per 
Milliliter 

I 

14 

00 

II 

16 

1.851 

III 

12 

4.051 

>3.45 

IV 

3 

2.86! 

Total 

45 

2.70 

TABLE  III.^ — Measured  Activity  of  Beta  Glu- 
curonidase IN  Urine  of  Patients  with  Geni- 
tourinary Tract  Infections 

Number 

Average 
Units  Per 

Infection 

of  Cases 

Milliliter 

Pyelonephritis 

3 

1.52 

Cystitis 

4 

1.06 

Urethritis 

7 

1.17 

Tuberculosis 

3 

1.99 

Nonspecific 

2 

1.29 

Total 

22 

1 .40 

if  the  urinary  output  in  twenty-four  hours 
contained  more  than  2,000  microns  of  beta- 
glucuronidase,  this  was  considered  elevated 
even  though  the  units  per  milliliter  were 
less  than  1.5. 

Our  findings  in  regard  to  the  beta-glu- 
curonidase activity  in  the  urine  of  186  pa- 
tients with  various  pathologic  conditions 
are  depicted  in  Tables  I through  VII. 

Comment 

As  shown  in  Table  I,  the  measured  ac- 
tivity of  beta  glucuronidase  in  the  urine 
was  elevated  not  only  in  patients  with 
bladder  cancer  but  also  in  those  with  cancer 
of  the  kidney,  prostate,  and  other  organs. 
The  activity  of  the  enzyme  in  the  urine 
was  found  to  be  increased  also  in  patients 
with  benign  prostatic  hypertrophy,  renal 
cysts,  and  urolithiasis.  In  1 patient  with 
cystitis  cystica  and  in  a child  with  exstrophy 
in  whom  a functional  closure  of  the  urinary 
bladder  was  done  by  John  K.  Lattimer, 
M.D.,  the  activity  of  beta  glucuronidase 
in  the  urine  was  elevated  (Table  V).  On 
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TABLE  IV. — Measured  Activity  of  Beta  Glu- 
curonidase IN  Urine  of  Patients  with 
Urolithiasis 


Urolithiasis 

Number 
of  Cases 

Average 
Units  Per 
Milliliter 

Renal 

7 

2.55 

Ureteral 

2 

1.39 

Vesical 

6 

2.48 

Prostatic 

1 

2.63 

Urethral 

1 

1.30 

Total 

17 

2.25 

TABLE  V.- — Measured  Activity  of  Beta  Glu- 
curonidase IN  Urine  of  Patients  with  Miscel- 
laneous Non-Nboplastic  Lesions  of  Genitou- 
rinary Tract 

Type  of  Lesion 

Number 
of  Cases 

Aveage 
Units  Per 
Milliliter 

Hydronephrosis 

8 

1.40 

Hematuria 

2 

1.81 

Nephroptosis 

1 

2.20 

Hydrocele 

1 

1.17 

Condyloma  penis 

J 

1.17 

Undescended  testis 

1 

1.38 

Caruncle  urethra 

2 

1.01 

Cystitis  cystica 

1 

2.69 

Exstrophy  bladder* 

1 

3.11 

Total 

18 

1.43 

* Urine  collected  after  functional  closure. 

the  other  hand,  in 

patients 

with  hydro- 

nephrosis  and  localized  or  widespread  uri- 


nary tract  infection  the  enzyme  activity  was 
within  normal  limits  (Table  III).  The  ac- 
tivity was  not  increased  in  patients  with  mis- 
cellaneous non-neoplastic  conditions  (Table 
VI). 

In  the  group  of  45  patients  with  bladder 
cancer  the  activity  of  beta  glucuronidase, 
average  value,  for  the  entire  group  was  2.70 
units  per  milliliter,  or  in  other  words,  it  was 
definitely  increased.  However,  there  were 
6 patients  in  whom  the  activity  was  within 
the  normal  range  (up  to  1.5  units  per  mil- 
lihter).  These  6 patients  all  had  low-grade 
(Grades  I and  II)  papillary  urothelial 
tumors.  In  patients  with  high-grade 
(Grades  III  and  IV)  bladder  tumors  the 
activity  was  increased  in  every  case.  The 
average  value  of  the  measured  beta-glucu- 
ronidase activity  was  higher  in  patients  with 
Grades  III  and  IV  bladder  tumors  (3.46 


TABLE  VI. — Measured  Activity  of  Beta  Glu- 
curonidase IN  Urine  of  11  Patients  with 
“Medical”  Conditions 

Condition 

Average 
Units  Per 
Milliliter 

Old  cerebral  vascular  accident 

0.53 

Recent  cerebral  vascular  accident 

1.27 

Disseminated  lupus  erythematosus 

0.66 

Gastric  ulcer 

1.01 

Malabsorption  syndrome 

I.IO 

Gout 

1.13 

Ascites 

1 .65 

Myocardial  infarction 

1.73 

Laennec’s  cirrhosis 

1.77 

Pneumococcal  pneumonia 

2.32 

Abdominal  pain 

2.87 

Average 

1.46 

TABLE  VII. — Measured  Activity  of  Beta  Glu- 
curonidase IN  Urine  of  Patients  with  Lesions 
Outside  the  Genitourinary  Tract 

Number 

Average 
Units  Per 

Condition 

of  Cases 

Milliliter 

Malignant  neoplasms* 

5 

3.12 

Nonmalignant  conditions 

11 

1.46 

* 1 patient  with  carcinoma  of  breast  had  betatron 
therapy,  and  the  activity  of  beta  glucuronidase  was 
1.07  units  per  milliliter. 


units  per  milliliter)  than  in  those  with 
tumors  of  lower  grades,  I and  II  (1.83  units 
per  milliliter)  (Fig.  2).  The  differences  in 
enzyme  activity  for  the  entire  group  of 
patients  with  bladder  cancer  ranged  from 
0.97  to  11  units  per  milliliter  average  values. 

The  lowest  value  was  found  in  a patient 
with  recurrent  Grade  I bladder  tumors. 
The  enzyme  activity  in  this  case  was  de- 
termined after  cobalt  therapy  and  fulgura- 
tion  of  multiple  neoplasms.  The  highest 
occurred  in  a patient  who,  in  addition  to  a 
large  Grade  III  carcinoma  of  the  bladder, 
had  bilateral  staghorn  calculi. 

It  was  observed  that  the  increased  activity 
of  the  enzyme  persisted  in  some  patients 
after  the  removal  of  the  new  growth.  Fur- 
thermore, the  activity  of  the  enzyme  was 
not  steady  or  constant  but  rather  varied 
in  the  same  disease  group  and  even  in  the 
same  patient  from  day  to  day.  Some  sur- 
gical maneuvers,  such  as  transurethral  re- 
section of  the  prostate  gland,  frequent 
urethral  catheterizations,  fulguration,  and 
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Fig.  2.  Comparison  of  measured  activity  of 
lieta  glucuronidase  in  urine  of  patients  with  bladder 
cancer  according  to  grade. 


also  radiotherapy  and  general  anesthesia 
among  other  factors,  we  believe,  might  have 
been  responsible  for  the  variations  in  enzyme 
activity  that  are  found  in  some  cases.  In 
2 patients  with  high  beta-glucuronidase 
activity  arterial  perfusion  with  nitrogen 
mustards  was  done  for  carcinoma  of  the 
prostate  which  had  spread  locally.  In 
both  patients  a decreased  activity  of  the 
enzyme  followed  the  perfusion. 

While  the  concentration  (high  or  low) 
of  the  enzyme  per  milliliter  of  urine  usually 
is  regarded  as  its  degree  of  activity,  one 
also  should  take  into  consideration  the 
twenty-four-hour  urine  output  in  each 
case.  Thus,  a given  individual  with  a 
normal  beta-glucuronidase  activity  per  milli- 
liter of  urine  (up  to  1.5  units  per  milliliter) 
may  well  have  a total  high  activity  at  the 
same  time  if  his  urinary  output  is  over  2,000 
cc.  (normal  beta-glucuronidase  activity  up 
to  1,500  units  per  twenty-four  hours  of 
urine).  Furthermore,  the  intervals  between 
micturitions  also  may  be  important  in  that 
the  time  allowed  for  the  enzyme  substrate 
reaction  in  the  bladder  urine  will  be  greater 
when  the  intervals  are  prolonged  and  par- 
ticularly if  there  is  also  a urinary  residual. 
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Fig.  3.  Diagrammatic  repre.sentation  of  various 
patterns  of  beta  glucuronidase  activity  in  urine  of 
controls,  patients  with  neoplasms,  and  in  patients 
with  other  types  of  lesions. 

In  regard  to  the  po.ssible  effect  of  medica- 
tion on  the  enzyme  activity  nothing  definite 
was  noted  in  our  correlation  between  urinary 
beta-glucuronidase  activity  and  drugs  taken 
before  and  during  the  collection  period. 
These  drugs  included  antibiotics,  such  as 
penicillin  and  Chloromycetin,  chemothera- 
peutic agents,  such  as  Furadantin  and 
Gantrisin,  and  the  usual  sedatives  or  anal- 
gesics, such  as  Demerol  hydrochloride.  Nem- 
butal, and  codeine.  Beta-glucuronidase  in- 
hibitors, such  as  1-4-saccharolactone,  were 
not  given  to  any  of  these  patients. 

Our  studies  showed  that  beta-glucu- 
ronidase activity  was  not  always  increased 
in  the  urine  of  45  patients  with  bladder 
cancer  (6  had  normal  values)  nor  was  the 
increase  in  this  group  higher  than  in  8 
patients  with  renal  cancer  and  in  5 patients 
with  cancer  elsewhere  than  the  genitourinary 
tract  (Fig.  2).  Beta-glucuronidase  activity 
is  increased  in  the  cytoplasm  of  actively 
growing  cells  and  in  neoplasms  (Fig.  3). 
We,  too,  have  observed  this  finding  in  some 
neoplasms  of  the  genitourinary  tract  using 
similar  histochemical  procedures  (Fig.  4). 
However,  the  sources  and  mechanisms 
whereby  beta  glucuronidase  gets  into  the 
urine  and  remains  active  are  not  understood 
entirely. 

Summary 

The  activity  of  beta  glucuronidase  was 
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Fig.  4.  Histochemical  stain  for  beta  glucuronidase  tissues.  Photomicrograph  showing  (A)  Basal 
layers  rich  in  beta  glucuronidase  in  Bowen’s  disease  of  the  urinary  bladder  (intraurothelial  carcinoma). 
(jB)  Invasive  carcinoma  of  urinary  bladder.  (C)  Section  through  kidney  showing  tubules  containing  enzyme. 
(D)  Sections  through  adenomyomatous  prostate  showing  some  of  the  cells  lining  acini  positive  for  beta 
glucuronidase. 


measured  in  the  urine  of  45  patients  with 
cancer  of  the  bladder,  in  68  patients  with 
neoplasms  of  other  organs,  in  73  patients 
with  non-neoplastic  conditions,  and  in  10 
controls.  A total  of  756  determinations 
were  made  in  196  individuals,  and  the  find- 
ings were  tabulated  and  discussed. 

It  was  found  that  the  activity  of  beta 
glucuronidase  in  the  urine  usually  was  in- 
creased in  patients  with  bladder  cancer,  can- 
cer of  other  organs,  and  also  benign  prostatic 
hypertrophy  and  urolithiasis.  F urthermore, 
the  degree  of  activity  varied  greatly  among 
patients  who  had  similar  pathologic  lesions 
and  even  in  the  same  patient  from  day  to 
day.  This  leads  us  to  believe  that  the  ac- 
tivity of  this  enzyme,  as  measured  in  the 


urine,  does  not  depend  on  any  particular  dis- 
ease entity,  but  rather  may  be  the  result  of 
certain  cellular  biologic  changes  not  entirely 
understood  but  common  to  a variety  of  path- 
ologic conditions. 
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Use  of  Ileum  in  Bladder  Carcinoma 

WILLIAM  J.  STAUBITZ,  M.D.,  F.A.C.S.,  OSCAR  J.  OBERKIRCHER,  M.D.,  IMRE  V.  MAGOSS,  M.D.. 
MELBOURNE  H.  LENT,  M.D.,  AND  EUGENE  M.  SIGMAN,  M.D.,  BUFFALO,  NEW  YORK 

{From  the  Roswell  Park  Memorial  Institute) 


A MAJOR  problem  in  the  therapy  of  ad- 
vanced bladder  carcinoma  has  been  the 
diversion  of  the  urinary  stream  and  mainte- 
nance of  adequate  renal  function.  Many 
methods  of  diversion  have  been  employed 
during  the  years,  and  each  has  demonstrated 
serious  problems  which  pertain  to  the  upper 
part  of  the  urinary  tract  and  subsequent 
renal  function. 

Hinman  and  Weyrauch  1936^  reviewed 
the  literature  and  reported  that  60  different 
surgical  technics  by  50  surgeons  had  been 
attempted.  Nephrostomy  and  cutaneous 
ureterostomy  were  used  initially  as  methods 
of  urinary  diversion  when  cystectomy  was 
necessary.  However,  stricture  formation 


and  repeated  intubations  with  associated 
pyelonephritis  caused  progressive  and  ex- 
tensive damage  to  the  existing  kidneys. 

Coffey  in  191 P reported  his  method  for 
ureterosigmoidostomy,  to  be  known  later 
as  Coffey  1 and  2.  This  method  of  urinary 
diversion  was  welcomed  as  an  improvement 
and  dominated  the  field  of  ureteral  intestinal 
anastomosis  for  many  years.  Some  major 
complications  later  were  found  associated 
with  this  technic.  These  were  repeated 
episodes  of  pyelonephritis  due  either  to  a 
stricture  of  the  anastomosis  or  a reflux  of 
fecal  content  into  the  ureters  and  kidneys. 
Another  disturbing  complication  was  elec- 
trolyte alteration  due  to  chloride  absorption 
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TABLE  I. — Operative  Risk  anu  Procedure 
Performed 


Patients 

One-Stage 

Operation 

Two-Stage 

Operation 

Ileal 

Conduit 

Only 

Poor  risk 

14 

11 

8 

Good  risk 

5 

Total 

19 

11 

8 

from  retained  urine  in  the  sigmoid  colon,  re- 
sulting in  a hyperchloremic  acidosis. 

Several  reports  of  many  modifications 
of  Coffey’s  ureterosigmoidostomy  demon- 
strated an  attempt  to  develop  a technic  which 
would  prevent  reflux  and  chronic  infection 
of  the  upper  portion  of  the  urinary  tract. 

However,  it  was  not  until  BrickeH  re- 
ported his  method  of  utilizing  a defunctional- 
ized  short  loop  of  ileum  as  a bladder  sub- 
stitute that  a practical  method  of  separating 
the  fecal  and  urinary  stream  was  available 
clinically.  Bricker®  reported  a series  of  150 
bladder  substitutes  with  a follow-up  of  over 
five  years  in  some  cases.  None  of  the  pa- 
tients demonstrated  hyperchloremia  and 
acidosis.  He  found  that  the  true  incidence 
of  clinically  evident  postoperative  pyelone- 
phritis lay  between  10  and  20  per  cent  in  this 
series. 

It  is  the  purpose  of  this  study  to  report  the 
results  of  using  a segment  of  ileum  as  a blad- 
der substitute  in  advanced  carcinoma  of  the 
bladder.  An  attempt  will  be  made  to  eval- 
uate this  urinary  diversion  in  regard  to 
preservation  of  renal  function,  electrolyte 
balance,  the  postoperative  incidence  of  py- 
elonephritis, and  the  palliative  value  of  this 
procedure. 

Material 

Prior  to  1957,  ureterosigmoidostomy  was 
used  in  most  of  our  cases  of  advanced  bladder 
carcinoma.  This  procedure  frequently  was 
complicated  with  repeated  bouts  of  pyelone- 
phritis and  hyperchloremic  acidosis.  In  an 
effort  to  preserve  and  improve  renal  func- 
tion, the  Bricker  technic  of  urinary  bladder 
substitution  by  the  use  of  an  isolated  ileal 
segment  was  adopted.  This  method  of 


urinary  diversion  was  employed  either  alone 
or  in  conjunction  with  total  cystectomy  in 
38  patients.  Five  patients  were  considered 
good  surgical  risks,  and  the  remaining  33 
were  poor  surgical  risks.  A patient  was 
considered  to  be  a poor  risk  if  one  of  the 
following  defects  were  present:  impairment 
of  renal  function,  a poor  cardiovascular  sys- 
tem, or  other  complicating  medical  diseases. 
If  none  of  these  were  present,  the  patient  was 
(classified  as  a good  risk  (Table  I). 

The  complete  operation,  which  includes 
the  uretero-ileostomy  and  total  cystectomy, 
was  performed  in  one  stage  on  19  patients,  of 
which  there  were  5 good-risk  and  14  poor-risk 
patients.  The  complete  operation  was  per- 
formed as  a two-stage  procedure  in  11  poor- 
risk  patients.  The  ileal  conduit  was  con- 
structed during  the  first  operation,  and  ap- 
proximately two  to  three  weeks  later  the 
total  cystectomy  was  done.  The  remaining 
8 poor-risk  patients  had  only  an  ileal  con- 
duit planned,  and  this  was  done  for  pallia- 
tion. 

The  preoperative  symptoms  and  discom- 
fort of  these  38  patients  were  classified  arbi- 
trarily as  minimal,  moderate,  or  severe.  In 
an  effort  to  evaluate  the  palliative  value  of 
this  procedure,  the  patients  were  classified 
postoperatively  as  unchanged,  comfortable, 
worse,  or  not  evaluated. 

Results 

The  38  patients  who  comprised  this  study 
all  had  advanced  carcinoma  of  the  bladder 
that  required  urinary  diversion.  Thirty  of 
the  38  had  some  previous  therapy  for  their 
primary  bladder  carcinoma  before  radical 
surgery  and/or  urinary  diversion  was  per- 
formed. The  upper  part  of  the  urinary  tract 
was  studied  preoperatively  in  all  the  patients, 
and  preoperative  electrolyte  study  results 
were  obtained.  Pyelograms  showed  normal 
findings  in  58  renal  units.  Ten  units  showed 
hydronephrosis.  One  unit  had  a delayed 
function.  Six  units  were  nonfunctioning, 
and  one  unit  was  absent.  Postoperative 
follow-up  pyelograms  were  obtained  in  21 
patients.  These  showed  that  33  units  re- 
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Fig.  1.  (.4)  Preoperative  excretory  urogram.  Note  the  marked  filling  defect  of  the  bladder,  the  non- 

functioning right  kidney,  and  the  early  obstructive  signs  on  the  left  side.  {B)  Postoperative  urogram 
shows  dye  in  the  ileal  conduit,  improvement  on  the  left  side,  and  return  of  function  of  the  right  kidney. 


mained  normal.  Four  units  improved,  three 
preoperatively  nonfunctioning  kidneys  had 
a return  of  function,  and  one  hydronephrosis 
remained  unchanged  (Fig.  1).  There  were 
no  units  that  developed  hydronephrosis  or 
lost  their  ability  to  excrete  the  dye  (Fig.  2). 

Preoperative  blood  urea  nitrogen  results 
were  obtained  in  all  patients  (Table  II). 
These  were  normal  in  23  cases  and  abnormal 
in  15.  Postoperatively,  the  blood  urea  ni- 
trogen remained  normal  in  23  patients,  de- 
creased in  5,  and  remained  abnormal  in  2. 
Eight  postoperative  deaths  showed  in- 
creased values.  Those  patients  who  sur- 
vived the  postoperative  period  all  maintained 
a normal  blood  urea  nitrogen  except  the  pre- 
viously mentioned  2 patients  who  retained 
their  preoperative  increased  values. 

Serum  potassium  was  obtained  in  37  pa- 
tients and  was  recorded  as  normal  in  35  and 
abnormal  in  2. 

Serum  chloride  levels  were  recorded  in  37 
patients.  Thirty-four  were  normal,  and 
three  were  abnormal.  Carbon  dioxide  levels 
obtained  preoperatively  in  36  patients 


showed  33  as  within  normal  limits  and  three 
levels  as  abnormal.  The  potassium,  chlo- 
ride, and  carbon  dioxide  values  that  were 
abnormal  preoperatively  returned  to  nor- 
mal except  in  1 patient.  There  were  no 
cases  of  hyperchloremic  acidosis. 

Positive  urine  cultures  were  obtained  pre- 
operatively in  26  patients;  12  had  sterile 
urine.  Four,  or  10  per  cent,  developed 
postoperative  pyelonephritis.  One  death 
three  months  after  surgery  was  attributed  to 
pyelonephritis.  The  remaining  3 patients 
with  pyelonephritis  responded  well  to  spe- 
cific therapy. 

Of  the  38  patients,  14  are  living,  and  24 
have  expired  (Fig.  3).  The  5 good-risk 
patients  all  survived  the  postoperative 
period,  and  3 are  living  one  or  more  years 
later.  Postoperative  follow-up  intravenous 
pyelograms  show  normal  function  of  both 
kidneys  in  each  patient,  and  all  the  electro- 
lyte values  are  normal.  Recurrent  disease 
was  responsible  for  the  death  of  the  remain- 
ing 2.  One  expired  in  six  months,  the  other 
in  eighteen  months.  Of  the  33  poor-risk 
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Fig.  2.  (/I)  Preoperative  urogram  shows  normal  kidneys.  {B)  Excretory  urogram  one  and  a half  years 

later  shows  filling  of  the  ileal  conduit  and  normal-appearing  kidneys. 


TABLE  II. — Preoperative  and  Postoperative  Electrolyte  Values 


Postoperative  Values  - 

Preoperative  Values 

Kemained 

Return  to 

Remained 

Electrolyte 

Normal 

Abnormal 

Normal 

Normal 

Elevated 

Abnormal 

Blood  urea  nitrogen 

23 

15 

23 

5 

8 

2 

Potassium 

35 

2 

35 

2 

Chloride 

34 

3 

29 

1 

8 

1 

Carbon  dioxide 

33 

3 

26 

1 

8 

1 
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Fig.  3.  Cause  of  death  and  postoperative 
complications. 


patients,  11  are  alive,  and  22  have  expired. 
Postoperative  complications  were  respon- 
sible for  the  deaths  of  8 patients.  These 
complications  were  wound  dehiscence  in  1, 
pneumonitis  in  1,  myocardial  infarction  in 
4,  peritonitis  due  to  leakage  of  a ureteral 
anastomosis  in  1,  and  an  anesthetic  death  in 


1 . One  patient  died  of  pyelonephritis  three 
months  after  the  operation,  and  the  remain- 
ing 13  patients  died  of  an  extension  of  their 
malignant  disease  at  varying  intervals  after 
surgery. 

In  addition  to  the  fatal  complications, 
there  were  seven  nonfatal  complications. 
These  were  evisceration  in  3 patients,  pelvic 
abscess  in  1,  leaking  ureteral  anastomosis 
in  1,  a partial  bowel  obstruction  in  1,  and  a 
wound  separation  in  1. 

Comment 

In  general,  the  technic  of  uretero-ileostomy 
described  by  Bricker  was  employed  as  a 
method  of  urinary  diversion  in  38  patients 
with  advanced  carcinoma  of  the  bladder. 
Several  important  and  significant  impres- 
sions were  gained  as  a result  of  this  study. 
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TABLE  III. — Palliative  Value  of  Ileal 
Conduits 


S\'mptoms 

Number  of 
Patients 

Preoperative 

Minimal 

1 

Moderate 

16 

Severe 

21 

Postoperative 

Unchanged 

2 

Comfortable 

24 

Worse 

0 

Not  evaluated 

12 

The  most  striking  finding  was  the  degree  of 
palliation  achieved  in  many  of  these  patients 
(Table  III). 

Twenty-four  patients  improved  and  be- 
came comfortable.  Two  retained  their  orig- 
inal discomfort.  However,  there  was  no 
instance  in  which  a patient’s  original  symp- 
toms became  worse.  Twelve  patients  died 
before  a proper  evaluation  of  their  postoper- 
ative s3Tnptoms  could  be  established. 

The  low  incidence  of  postoperative  pyelo- 
nephritis was  noteworth3^  Twenty-six,  or 
68  per  cent,  of  the  patients  had  positive 
urine  culture  findings  preoperatively,  3'^et  only 
4,  or  10  per  cent,  developed  postoperative 
pyelonephritis.  Three  of  six  nonfunction- 
ing renal  units  that  were  studied  postopera- 
tively  had  regained  their  function  after 
relief  of  the  ureteral  obstruction  and  implan- 
tation into  the  ileum.  The  units  that 
showed  preoperative  hydronephrosis  all 
showed  improvement  in  those  cases  in  which 
postoperative  intravenous  pyelograms  were 
performed.  There  were  no  units  that  de- 
veloped postoperative  hydronephrosis  or 
lost  their  ability  to  excrete  dye.  It  was  in- 
teresting to  note  that  the  return  of  function 


and  improvement  of  hydronephrosis  was  not 
immediate  in  most  cases.  The  improve- 
ment was  continuous  over  several  months. 
This  seems  to  demonstrate  the  benefits  of 
serial  postoperative  intravenous  pyelograms. 
Careful  observation  of  the  electrolytes  post- 
operatively  showed  no  instance  of  imbalance. 
There  have  been  no  cases  of  h3^erchloremic 
acidosis. 

Postoperative  complications  and  deaths 
were  greatest  among  the  poor-risk  patients 
when  the  cystectomy  was  combined  with 
urctero-ileostomy  as  a one-stage  procedure. 

As  more  experience  was  gained  and  the 
complete  operation  was  planned  as  a two- 
stage  procedure,  the  mortality  was  markedl3'^ 
reduced.  The  good-risk  patients  tolerated 
the  one-stage  procedure  well,  and  there  were 
no  postoperative  deaths.  In  patients  hav- 
ing ileal  conduits  only  for  palliation,  the 
mortality  was  low. 
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Discussion  of  New  Horizons  in  Therapy  of  Bladder  Tumors 


Harry  Grabstald,  M.D.,  New  York  City. — 
I am  privileged  to  discuss  the  three  excellent 
papers  presented  by  Dr.  McDonald,  Dr.  Melicow, 
and  Dr.  Magoss. 


As  Dr.  McDonald  intimated,  the  utilization  of 
cancer  chemotherapeutic  agents  in  urolog3"  is  not 
new  unless  one  is  to  consider  drug  therap3’  for 
prostatic  cancer  as  a part  of  the  “modern”  era. 
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It  would  be  well,  for  simplicity  and  discussion’s 
sake,  to  divorce  the  two  general  subjects.  Much 
has  been  and  is  being  written  concerning  chemo- 
therapeutic agents  utilized  in  the  management  of 
genitourinary  tract  cancers. 

Future  success  will  depend  on  the  development 
of  a drug  which  has  a marked  antitumor  effect  and 
yet  has  minimal  and  preferably  no  toxic  effects  on 
the  host.  A dehcate  balance  exists  at  present  in 
which  full  beneficial  effects  cannot  be  reached 
without  endangering  the  patient.  In  one  attempt 
to  overcome  this  difficulty,  perfusion  technics  have 
been  developed.  Theoretically,  a higher  effective 
dosage  is  delivered  to  the  tumor,  thereby  sparing 
the  host  an  excessive  amount  of  the  toxic  drug. 
Perhaps  this  is  a step  in  the  right  direction,  but 
our  results  to  date  are  few  and  inconclusive. 

The  problem  is  not  strictly  comparable,  yet 
no  one  has  suggested  perfusing  lungs  for  tu- 
berculosis to  decrease  the  systemic  effects  of 
streptomycin,  isoniazid,  and  PAS  (para- amino- 
salicylic acid).  When  the  “right  drug”  comes 
along,  it  will  be  effective  by  conventional  par- 
enteral routes.  Conceivably,  cancer  chemo- 
therapy at  some  time  may  reach  the  stage  of 
development  and  perfection  of  antibacterial 
chemotherapy  and  be  no  different. 

Certainly,  5-fluorouracil  is  not  the  right  drug 
for  bladder  carcinoma.  We  agree  with  Dr.  Mc- 
Donald who  was  unable  to  duplicate  the  work 
of  Deren  and  Wilson.  One  cannot  judge  the 
merits  of  a cancer  chemotherapeutic  agent  in- 
sofar as  bladder  cancer  is  concerned  by  utiliza- 
tion of  cystograms  and  pyelograms  alone.  It 
should  be  remembered  that  improvement  in 
appearance  of  the  cystogram  may  be  secondary 
to  the  improvement  of  secondary  infection  and 
edema.  Pre-  and  post-treatment  biopsies  with 
accurate  tumor  staging  and  grading  are  im- 
portant. Where  such  services  are  available  and 
dependable,  urine  cytologic  studies  may  be  of 
help. 

Dr.  McDonald  has  done  us  a service  by  con- 
ducting good  cUnical  studies  in  a select  number 
of  patients.  His  animal  studies  suggest  that 
TEM  (triethylene  melamine)  and  other  com- 
pounds may  be  worthy  of  chnical  trial.  More 
important,  these  studies  again  emphasize  the 
need  for  compound  screening  programs  on  a large 
scale.  When  the  right  drug  comes  along,  animal 
studies  should  leave  no  doubt  as  to  its  tumor 
specificity. 

There  are  many  facets  of  the  problem  to  be 


studied.  The  concept  of  combined  drug  therapy 
is  not  new.  It  is  propounded  on  a rational  basis 
and  is  to  be  distinguished  from  indiscriminate 
“shotgun”  therapy.  It  has  been  shown,  for 
example,  that  mouse  leukemia  is  controlled 
more  effectively  by  combinations  of  antimet- 
abohtes.  Similarly,  actinomycin  D and  certain 
antimetabohte  combinations  have  been  found  to 
augment  radiation  effects.  Folic  acid  analogues 
with  irradiation  have  exerted  favorable  synergistic 
activity  on  experimental  mouse  mammary  tumors. 

A final  and  important  word  regarding  toxicity. 
Deaths  have  resulted  from  cancer  chemotherapy 
per  se.  It  should  be  remembered  that  to.xicity 
symptoms  and  signs  may  appear  early,  may  be 
severe,  and  may  require  premature  cessation 
of  therapy.  Yet  adequate  therapy  calls  for 
treatment  to  the  point  of  toxicity.  It  is  a dif- 
ficult problem. 

We  have  come  to  expect  good  chnical  and  lab- 
oratory studies  from  Dr.  McDonald  and  his 
group.  They  have  not  disappointed  us. 

Dr.  Mehcow  has  reviewed  very  adequately 
the  knowledge  to  date  concerning  the  relationship 
between  trjqDtoplian  metabohtes  and  known 
bladder  carcinogens.  There  are  many  factors 
to  be  considered.  Only  50  per  cent  of  patients 
with  bladder  tumors  excrete  increased  quantities 
of  aromatic  amines  and  tryptophan  metabohtes. 
Normal  subjects  may  excrete  increased  amounts 
of  tryptophan  metabohtes.  The  matter  of 
species  specificity  is  to  be  considered.  Man, 
the  dog,  and  the  rat,  which  develop  bladder 
tumors,  excrete  increased  amounts  of  tryptojhian 
metabohtes.  The  cat,  which  rarely  if  ever 
develops  bladder  tumors,  excretes  minute  quan- 
tities. Similarly,  Turkish  cows,  with  a relatively 
high  incidence  of  spontaneous  bladder  cancer, 
excrete  increased  amounts  of  certain  metabohtes. 
for  example,  acetyl  kynurenin.  The  significance 
of  these  isolated  factors  is  not  appreciated  fully. 

Tryptophan  metabohtes  in  the  conjugated 
form  apparently  are  not  carcinogenic.  Many 
compounds  are  conjugated  as  glucuronides.  The 
enzyme  glucuronidase  has  been  found  to  release 
the  metabohtes  from  the  conjugated  form  and  is 
found  in  increased  quantities  in  many  patients 
with  bladder  cancer.  Based  on  observations  that 
saccharolactone  would  inhibit  the  action  of 
glucuronidase,  it  was  only  natural  that  chnical 
trials  in  which  patients  wdth  bladder  papillomas 
were  treated  with  saccharolactone  be  conducted. 
We  are  conducting  such  a study  as  a double  bhnd 
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hut  have  not  as  yet  “broken  the  code.”  Our 
general  impression  is  that  saccharolactone  has  not 
decreased  the  incidence  of  papilloma  formation. 
Dr.  Melicow’s  work,  in  which  he  has  demon- 
strated increased  glucuronidase  levels  in  patients 
with  many  cancers,  including  nonurologic  tumors, 
is  important,  yet  difficult  to  evaluate. 

Future  research  in  chemotherapy  and  in 
enzyme  studies  is  mandatory.  Perhaps  we  are 
suggesting  defeat  when  we  discuss  the  use  of  ileum 
in  bladder  carcinoma  in  a symposium  on  new 
horizons.  Yet,  Dr.  Staubitz  and  Dr.  Magoss’ 
excellent  paper  brings  us  back  to  reality.  Until 
the  right  drug  or  enz3ane  neutralizer  comes  along, 
we  must  treat  the  bladder  cancer  patient  with  the 
best  available  methods,  be  they  curative  or 
palliative.  We  have  utilized  ileal  conduits  in 
over  100  patients  with  operable  and  inoperable 
bladder  cancer  at  Memorial  Center.  We  agree 
with  Dr.  Magoss  and  feel  that  it  is  the  diversion- 
ary procedure  of  choice.  Serious  complications 
are  relatively  few,  yet  the  incidence  of  hyper- 
chloremic acidosis  has  been  higher  than  reported 
originally. 

Edgar  A.  Slotkin,  M.D.,  Buffalo,  New  York. — 
Dr.  McDonald  has  reviewed  concisely  his  work 
on  the  use  of  chemotherapeutic  agents  in  the 
treatment  of  urinary  bladder  tumors.  The  ex- 
perimental and  clinical  results  and  complications 
are  interesting  and,  although  they  are  not  uni- 
form, this  is  progress  in  the  right  direction.  Un- 
fortunately, the  list  of  tumors  that  have  been 
helped  by  chemotherapy  is  very  small.  Results 
with  some  of  the  blood  dyscrasias  and  carcinoma 
of  the  breast  and  prostate  have  been  the  most 
encouraging,  but  no  drug  as  yet  has  cured  any 
kind  of  malignant  tumor.  Cancer  chemotherapy 
is  a specialty  in  itself,  and  from  the  centers  that 
specialize  in  this  work  new  and  valuable  drugs  will 
be  developed.  Since  1955,  the  National  Cancer 
Chemotherapy  Service  Center  at  Bethesda, 
Maryland,  has  been  screening  about  30,000  com- 
pounds every  year.  As  this  continues,  drugs 
will  be  found  that  will  inhibit  the  growth  of  these 
tumors  or  prevent  the  metastatic  spread,  so  that 
even  modest  achievements  with  chemicals  should 
be  encouraging  at  the  present  time. 

Dr.  Melicow  and  Dr.  Uson,  discussing  the 
possible  role  of  enzymes  and  metabolites  in 
the  genesis  of  bladder  cancer,  have  done  a great 
deal  of  research  on  studying  beta  glucuronidase 
in  the  urines  of  patients  with  bladder  cancer  and 
compared  these  results  with  the  findings  on 


])atients  with  other  neoplasms  as  well  as 
non-neoplastic  lesions.  As  they  mention,  this 
may  be  of  great  value  because  the  presence  of 
the  enzyme  beta  glucuronidase  changes  ortho- 
aminophenols  to  carcinogenic  agents.  They  also 
have  demonstrated  that  certain  drugs  inhibit 
these  enzymes,  which  is  a most  encouraging  sign 
not  only  in  the  etiology  but  also  in  the  treatment 
of  bladder  tumors. 

I would  like  to  ask  Dr.  Melicow  if  the  bladder 
tumors  on  assay  had  a high  percentage  of  beta 
glucuronidase,  or  what  the  source  of  tlus  en- 
zyme is. 

In  the  paper  just  presented  on  the  use  of  the 
ileum  in  bladder  carcinoma  the  use  of  the  ileum 
as  a palliative  procedure  is  evaluated.  Of  the 
38  cases  studied,  there  were  8 postoperative 
deaths,  or  a mortality  of  21  per  cent.  Also, 
there  were  13  who  died  soon  after  surgery,  so 
tliis  is  a total  mortality  of  about  55  per  cent.  In 
addition  to  the  mortality,  there  were  7 surgical 
complications.  I realize  these  were  advanced 
cases.  However,  I believe  there  are  simpler 
procedures  that  could  be  performed  on  the  poor- 
risk  patient  as  palliative  measures.  The  5 cases 
that  were  classified  as  good  surgical  risks  did 
well  and  were  more  ideally  suited  for  this  ex- 
tensive type  of  surgery. 

My  impression  is  that  surgery  of  any  type 
probably  will  play  a minor  role  in  the  future  treat- 
ment of  bladder  tumors;  rather,  chemotherapy 
in  some  form  is  our  hope. 

Dr.  Melicow. — Before  asking  Dr.  Uson,  my 
associate,  to  close  the  discussion,  I would  like  to 
emphasize  three  points. 

In  the  first  place,  apparently  there  are  two 
primary  sources  of  the  carcinogenic  orthoamino- 
phenol  metabolites  that  may  be  present  in  urine, 
exogenous  and  endogenous.  The  aromatic 
amines,  derived  from  aniline  dyes,  constitute 
the  main  exogenous  source,  but  in  our  series  this 
accounted  for  a very  tiny  fraction  of  our  series 
of  over  2,500  cases  of  bladder  tumor.  Thus, 
only  2 of  our  patients  gave  a definite  history  of 
having  worked  with  aniline  dyes. 

It  is  possible,  of  course,  that  many  individuals 
may  be  exposed  inadvertently  to  aromatic  amines. 
Bonser*'**  pointed  out  that  aromatic  amines  often 
are  used  for  industrial  purposes.  The  handlers  of 
these  substances  or  their  employers  remain  un- 
aware that  there  has  been  an  exposure  to  a pos- 


* For  references  in  discussion,  see  Dr.  Melicow’s 

reference  list. 
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sible  carcinogen.  Thus,  the  ink  used  in  some 
establishments  for  printing  checks  was  found  to 
contain  aromatic  amines.  It  also  was  discovered 
that  the  latter  substances  occasionally  were  pres- 
ent in  chemicals  used  in  chromatography. 
Bonser’'*  and  also  Hueper'^  have  called  atten- 
tion to  the  fact  that  various  dyes  are  present  in 
foods  and  candies.  Children  consume  large 
quantities  of  the  latter,  and  if  we  estimate  that 
the  interval  between  exposure  to  orthoamino- 
phenols  and  the  eventual  appearance  of  a vesical 
tumor  is  fifteen  to  twenty  years  in  the  human 
being,  it  would  have  been  interesting  indeed  to 
determine,  if  .such  a study  could  have  been 
started,  whether  or  not  an  increase  in  the  number 
of  bladder  cancer  patients  occurred  in  areas  with 
a large  consumption  of  dye-containing  foods  or 
sweets.  The  findings  of  Holsti  and  Ermala’®  are 
of  great  interest.  They  swabbed  the  lips  and 
oral  cavities  of  mice  daily  with  tobacco  tar  on 
one  hundred  forty  consecutive  days.  Their 
original  intention  was  to  ~ observe  a possible 
carcinogenic  effect  on  the  lungs.  To  their  sur- 
l)rise,  over  85.5  per  cent  of  the  treated  mice  de- 
velojjed  vesical  papillomatosis  and  15  per  cent 
developed  vesical  carcinoma.  These  mice  were 
not  subject  to  spontaneous  bladder  neoplasia. 
It  would  be  interesting  to  obtain  statistics  as  to 
the  incidence  of  cigaret  smokers  among  patients 
with  bladder  tumor  and  at  the  same  time  to  note 
whether  these  patients  have  the  habit  of  ex- 
cessively wetting  their  cigarets,  thereby  allowing 
for  absorption  of  some  aromatic  amines. 

The  exogenous  origin  of  orthoaminophenols 
can  and  should  be  controlled.  The  endogenous 
sources  of  carcinogenic  orthoaminophenols  is 
not  well  known  or  understood,  yet  may  be  of 
great  importance,  since  this  source  may  be  an 
etiologic  factor  in  “spontaneous”  bladder  cancer. 
Price"  found  that  in  about  50  per  cent  of 
the  patients  with  bladder  cancer,  none  of 
whom  was  exposed  to  aniline  dyes,  an  error 
in  tryptophan  metabolism  was  present.  This 
error  resulted  in  the  accumulation  of  intermediary 
metabolites,  orthoaminophenolic,  which  then 
were  excreted  in  the  urine  in  signihcant  amounts. 
This  is  a finding  of  great  importance,  for  it  opens 
up  a new  field  for  thought  and  investigation  and 
possibly  places  another  block  which  fits  in  the  jig- 
saw puzzle  of  carcinogenesis.  We  now  are 
engaged  in  our  second  stage  of  our  study,  the  in- 
vestigation of  a possible  endogenous  source  of 
metabohtes  that  are  carcinogenic  to  bladder  uro- 


thelium. 

In  the  second  place,  what  role  does  beta  glu- 
curonidase actually  play  in  the  genesis  of  bladder 
cancer?  Boyland’s  findings  were  highly 

suggestive.  It  seemed  that  at  last  a break- 
through into  the  problem  of  the  genesis  of  bladder 
cancer  had  been  achieved.  It  was  very  im- 
portant to  repeat  the  studies.  Our  results  are 
not  in  complete  conformity  with  those  of  Boyland. 
We  did  find  an  increase  in  the  activity  of  beta 
glucuronidase  in  the  urine  of  patients  with  bladder 
cancer,  but  we  also  found  an  increase  in  the  urine 
of  patients  with  cancers  of  other  organs  of  the 
urinary  tract,  and  even  in  those  with  cancer  of 
organs  other  than  those  of  the  urinary  tract. 
It  is  noteworthy  that  the  activity  of  the  enzyme 
in  the  urine  of  patients  with  infections  and/or 
inflammations  of  the  urinary  or  other  tracts  was 
not  elevated.  Furthermore,  it  was  quite  fasci- 
nating to  note  that  the  activity  of  beta  glu- 
curonidase was  twice  as  high  in  the  urine  of 
patients  with  Grade  III  and  IV  tumors  as  com- 
pared with  those  who  had  Grade  I and  II  tumors. 
On  the  other  hand,  the  increased  activity  of  the 
enzyme  in  patients  with  urolithiasis  was  puzzling 
indeed.  Thus,  the  world  of  enzyme  activity  in 
relation  to  cell  multiplication — a world  into  which 
the  work  of  Kerr  and  Levvy,'*  Boyland, 'and  Price" 
has  given  us  a glimpse — although  fraught  with 
unknown,  puzzling  elements  and  contradictions, 
is  nevertheless  one  which  warrants  much  study 
and  investigation.  The  body  is  composed  of 
billions  of  cells,  each  of  which  is  a cosmos  rich 
in  enzymes,  coenzymes,  antienzymes,  and  so 
forth,  which  interact  with  one  another,  with  those 
of  other  cells,  and  with  those  in  their  local  en- 
vironment. Perhaps,  in  the  presence  of  an  in- 
creased, decreased,  or  altered  activity  of  one  or 
more  enz5anes,  a carcinogen  gains  entrance  into 
a cell  and  so  alters  its  metabolism  that  in  the 
course  of  time  changes  occur  which  lead  to  the 
unbridled  cell  division  constituting  cancer.  We 
have  heard  today  that  the  results  obtained  follow- 
ing surgery  of  bladder  cancer,  however  radical, 
are  not  gratifying.  We  also  have  learned  how 
limited  are  the  good  effects  of  chemotherapy  and 
at  the  same  time  how  dangerous.  Therefore, 
we  cannot  afford  not  to  explore  possible  new  ho- 
rizons in  the  understanding  of  the  origin  of  this 
dread  disease  and  its  possible  control. 

Last,  we  admit  that  our  series  of  “normal” 
controls  is  small,  but  we  are  endeavoring  to  en- 
large it.  We  are  having  difficulties  in  obtaining 
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twenty-four-hour  urine  specimens  from  healthy 
individuals.  We  even  are  paying  medical 
students  for  twenty-four-hour  urine  specimens, 
but  our  fees  probably  are  not  sufficiently  tempt- 
ing. On  the  other  hand,  we  think  that  in  a sense 
our  large  series  of  nonurologic  and  non-neoplastic 
medical  conditions  also  may  be  looked  on  as 
controls. 

Dr.  Uson. — The  correct  answer  (or  answers) 
to  the  cancer  problem  still  is  unknown.  How- 
ever, every  day  something  new  about  cancer  is 
brought  up  which  was  not  known  before.  It 
seems  to  me  that  investigators  who  are  interested 
in  the  field  of  cancer  are  working  along  the  follow- 
ing three  main  lines:  (1)  About  one  third  of  the 
investigators  are  interested  primarily  in  finding 
in  the  cells  or  in  the  blood,  urine,  or  body  fluids, 
a specific  substance,  that  is  enz3nne,  hormone, 
metabolite,  and  so  forth,  which  can  be  used  for 
the  diagnosis  of  early  cancer.  To  date,  this  im- 
portant goal  has  not  been  accomplished.  (2) 
Another  one  third  of  the  investigators  are  in- 
terested in  testing  hundreds  of  drugs  of  the  most 
varied  chemical  make-up  hoping  to  find  a product 
which  will  kill  the  cancer  cells  without  doing 
harm  to  the  host.  Up  to  now  the  results  achieved 
in  this  area  have  been  disappointing  in  that  the 
effects  produced  by  these  drugs  usually  are  lethal 
to  both  the  cancer  cells  and  the  host.  (3)  The 
remaining  one  third  of  the  researchers  are  con- 
cerned with  the  problem  of  carcinogenesis,  that 
is,  the  causes  and  mechanisms  whereby  cancer 
develops.  In  this  latter  field  the  literature  is 
abundant  in  reports,  presenting  a long  hst  of 
carcinogenic  agents  as  well  as  different  theories 
and  hypotheses  of  carcinogenesis,  such  as  the 
chemical  theory,  the  electronic,  the  viral,  and 
the  immunologic,  but  none  has  been  confirmed 
entirely  as  yet. 

The  causes  and  mechanisms  by  which  bladder 
cancer  develops  are  still  unknown,  particularly 
in  regard  to  the  problem  of  spontaneous  bladder 
cancer.  Furthermore,  the  role  of  beta  glu- 
curonidase in  the  genesis  of  certain  types  of 
bladder  cancer  has  not  been  estabhshed  yet. 
In  this  regard  there  have  been  few  facts  to  sub- 
stantiate the  appeahng  hypothesis  suggested  by 
Boyland,  Wallace,  and  Williams.*’^  In  our  own 


work  the  activity  of  beta  glucuronidase  in  the 
urine  was  increased  in  practically  every  patient 
with  neoplastic  disease  thus  far  studied,  irre- 
spective of  the  site  of  origin  of  the  neoplasm. 
Furthermore,  it  was  found  that  in  some  patients 
with  cancer  in  organs  other  than  the  bladder,  the 
activity  of  this  enzyme  was  greater  than  in  those 
patients  with  bladder  cancer.  In  patients  with 
so-called  benign  prostatic  hypertrophy  and 
urolitliiasis,  the  beta-glucuronidase  activity  in 
the  urine  was  surprisingly  high,  as  much  as  in 
jjatients  with  bladder  cancer.  As  we  can  see  it, 
these  findings  point  to  the  fact  that  beta-glu- 
curonidase activity  in  the  urine  is  not  specific 
for  any  pathologic  condition,  but  rather  is  a 
common  denominator  in  many  diseases. 

The  question  that  Dr.  Slotkin  posed  to  us,  as 
to  where  beta  glucuronidase  comes  from,  I am 
afraid  we  cannot  answer  with  absolute  certainty, 
although  we  assume  that  urinary  beta  glucu- 
ronidase may  come  from  most  cells  of  the  body 
because  this  enzyme  has  been  shown  by  histo- 
chemical  procedures  to  be  present  in  liver, 
adrenal,  kidney,  and  tumor  cells.  Therefore, 
we  can  state  reasonably  that  the  beta  glucuron- 
idase wliich  is  present  in  the  urine  may  come  from 
different  sources,  although  being  a protein,  its 
filtration  through  the  Bowman’s  capsule  of  the 
kidney  glomeruli  is  not  understood  entirely  under 
normal  conditions.  On  the  other  hand,  the  real 
problem  as  I see  it  is  why  and  by  which  mecha- 
nisms this  enzyme  gets  out  of  the  cells  and  into 
the  urine.  The  answers  to  this,  as  far  as  I am 
aware,  are  still  unknown. 

Finally,  the  activity  of  this  enzyme  in  the  urine 
depends  particularly  on  the  pH  of  the  medium. 
The  optimal  pH  for  maximal  activity  is  4.5, 
decreasing  gradually  almost  to  zero  when  the 
urinary  pH  is  about  7.5.  This  observation, 
we  believe,  points  toward  an  important  fact, 
particularly  if  Boyland’s  hypothesis  is  true,  that 
is,  that  sodium  bicarbonate  or  any  substance 
which  can  modify  the  urinary  pH  toward  al- 
kalinity may  turn  out  to  be  a better  and  cheaper 
inhibitor  than  1-4-saccharolactone.  Of  course, 
much  more  remains  to  be  done  in  this  whole  field 
before  a definite  opinion  or  answer  can  be 
given. 


By  the  street  of  “Bye  and  Bye”  one  arrives  at  the  house  of  “Never.” — Cervantes 
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Vertically  Incomitanl  Horizontal  Strabismus 

The  A-V  Syndromes 

GOODWIN  M.  BREININ,  M.D.,  NEW  YORK  CITY 
{From  the  Department  of  Ophthalmology,  New  York  University  School  of  Medicine) 


I3KRHAPS  the  most  discussed  hut  least 
understood  subject  in  ocular  motility 
today  is  the  group  of  so-iialled  A-V  syn- 
dromes. The  importance  of  these  entities 
was  called  to  the  attention  of  American 
ophthalmology  by  Urist  in  1951.^  He  em- 
phasized the  importance  of  measuring  the 
deviation  in  gaze  straight  up  and  straight 
down  and  described  a varying  angle  of  hori- 
zontal strabismus  in  four  categories  in- 
volving some  50  per  cent  of  a large  group  of 
patients.  In  Group  1 there  was  esotropia 
with  bilateral  elevation  in  adduction.  These 
patients  showed  a greater  deviation  in  gaze 
down  than  in  gaze  up,  and  the  deviation  was 
also  greater  for  near  than  for  distance.  In 
Group  2 there  was  esotropia  with  bilateral 
depression  in  adduction;  the  deviation  was 
greater  above  and  for  distance  than  for 
near  and  down.  In  Group  3 there  was  exo- 
tropia  with  bilateral  elevation  in  adduc- 
tion; the  deviation  was  greater  above  and 
for  distance  than  for  near  and  down.  In 
Group  4 there  was  exotropia  with  bilateral 
depression  in  adduction;  the  deviation  was 
greater  below  and  for  near  than  for  distance 
and  above. 

In  1948  Urrets-Zavalia^  had  reported  on 
horizontal  deviations  which  varied  in  vertical 
gaze  and  made  the  point  that  measuring  de- 
viation in  gaze  straight  up  and  gaze  straight 
down  was  important.  These  directions  of 
gaze  were  considered  by  Scobee^  to  have  no 
diagnostic  value,  a view  no  longer  tenable. 
Historically,  others  had  noted  the  occurrence 
of  variations  in  horizontal  strabismus  during 
vertical  gaze,  and  there  are  interesting 
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A Eso—*  A Exo 

Fig.  1.  General  characteristics  of  A-V  syn- 
dromes. Description;  vertically  incomitant  hori- 
zontal strabismus,  incidence  15  per  cent. 

reports  by  Duane, ^ Brown,®  Berke,®  Mc- 
Lean,’’ and  others  on  this  subject. 

Costenbader®  applied  the  graphic  de- 
scriptive terms  of  “A”  or  “V”  syndrome  to 
these  entities  to  describe  the  characteristic; 
deviation  of  the  eyes  in  vertical  gaze. 
Thus,  an  exotropia  which  is  greater  above 
than  below  is  a V-type  exotropia.  An  exo- 
tropia greater  below  than  above  is  an 
A-type  exotropia.  An  esotropia  greater 
above  than  below  is  an  A-type  esotropia, 
while  an  esotropia  greater  below  than  above 
is  a V-type  esotropia.  Some  have  also 
referred  to  these  conditions  as  tent  syn- 
dromes. The  term  A-V  syndromes  has 
caught  the  fancy  of  the  profession  and  it 
seems  probable  that  it  will  remain  in  general 
use  (Fig.  1). 

Costenbader  estimates  the  frequency  of 
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the  A-V  syndromes  at  between  15  and  25  per 
cent  of  all  strabismus.  The  figure  of  15  per 
cent  is  fairly  representative.  Knapp®  re- 
cently presented  a comprehesive  review  of 
the  subject  of  the  A-V  syndromes  along  with 
a theoretic  analysis. 

Diagnosis 

It  is  extremely  important  to  folhnv  stand- 
ardized procedure  in  making  the  measui’e- 
ments  on  which  the  diagnosis  is  based.  ,\l- 
though  one  may  ob.serve  a vertically  in- 
comitant  horizontal  strabismus  by  inspec- 
tion, the  diagnosis  requires  prism  cover  test 
measurements  in  the  midline  at  a point 
approximately  20  to  30  degrees  straight  up 
and  down  from  the  primary  position. 
Extremes  of  gaze  should  be  avoided  to  ob- 
viate the  effect  of  check  ligaments  and 
mechanical  factors  which  can  produce  non- 
significant deviations  of  the  A-V  type. 

The  accommodation  must  be  controlled 
by  means  of  an  accommodative  letter  or 
symbol  rather  than  by  a fixation  light. 
It  is  usual  for  accommodation  to  be  exerted 
below  rather  than  above;  hence,  a spurious 
V esotropia  may  result  which  actually  re- 
flects only  the  presence  of  accommodative 
convergence  in  the  downward  gaze.  The 
use  of  the  prism  cover  test  also  obviates 
the  possibility  of  dissociation  which  would 
break  fusion  during  vertical  rotation  of  the 
eyes.  This  could,  for  example,  produce  a 
false  V exotropia.  Normally  about  5 prism 
diopters  of  divergence  occur  in  upward  gaze 
with  about  the  same  amount  of  convergence 
in  downward  gaze.  These  deviations  are 
presumably  on  an  anatomic  basis.  It  may 
be  considered  arbitrarily  that  for  signifi- 
cance a difference  of  at  least  10  diopters 
in  horizontal  deviation  must  exist  between 
straight  up  and  straight  down  gaze.  The 
significance  of  the  difference  may  be  modi- 
fied according  to  whether  the  deviation 
is  with  the  rule  or  against  the  rule  of  ana- 
tomic vergence.  Thus,  at  least  15  diopters 
of  greater  exotropic  deviation  are  necessary 
in  upward  gaze  to  be  deemed  significant, 
whereas  10  diopters  of  increased  exotropic 


Fig.  2.  Scheme  of  over-  and  underactions  of 
vertical  muscles  with  secondary  duction  effects. 


deviation  in  downward  gaze  would  be  sig- 
nificant. An  increase  of  at  least  15  diopters 
in  esotropic  deviation  is  needed  for  signifi- 
cance below  compared  with  10  diopters  of  in- 
creased esotropic  deviation  above.  In  short, 
a difference  of  15  exotropia  or  of  10  esotropia 
must  exist  above  with  15  esotropia  or  10 
exotropia  below.  Whether  or  not  an  actual 
vertical  strabismus  is  present  should  be 
noted  and  whether  this  vertical  “fields  out” 
in  an  oblique  direction  of  gaze  or  exists  only 
in  the  adducted  or  abducted  horizontal  posi- 
tion. 

Measurements  should  be  taken  with  full 
refractive  correction.  In  general,  V eso- 
tropia and  V exotropia  corresponding  to 
Urist’s  Group  1 and  Group  3,  demonstrate 
bilateral  elevation  in  adduction  with  ap- 
parent overaction  of  the  inferior  obUque 
muscles;  A esotropia  and  A exotropia  cor- 
responding to  Urist’s  Group  2 and  Group 
4 demonstrate  bilateral  depression  in  ad- 
duction with  apparent  underaction  of  the 
inferior  oblique  muscles.  It  should  be  noted 
whether  or  not  the  facial  contours  also  con- 
form to  an  A or  V pattern  and  whether  there 
is  a mongoloid  or  antimongoloid  obliquity 
of  the  palpebral  fissures.  It  should  also 
be  noted  whether  over-  or  underactions  run  , 
contrary  to  the  rule  of  A-V  syndromes,  that\ 
is,  A esotropia  with  overaction  of  inferior 
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P'lG.  3.  Simultaneous  electromyography  of  lateral 
rectus  (upper  tracing),  medial  rectus  (middle 
tracing),  and  inferior  oblique  (lower  tracing)  in  V 
exotro))ia:  (.1)  gaze  down;  (/J)  gaze  up. 

olilique  muscles.  The  preceding  criteria  were 
agreed  on  as  helpful  in  the  diagnosis  of 
the  A-V  syndromes  by  a group  of  New  York 
ophthalmologists  organized  by  Edward  A. 
Dunlap,  M.D.,  to  investigate  this  problem. 

Etiology 

The  theories  of  causation  of  the  A-V  syn- 
dromes are  numerous  and  may  be  catego- 
rized under  three  headings: 

Horizontal  Muscles. — Urist^®  has 
championed  the  idea  that  the  horizontal 
muscles  cause  these  syndromes  on  the  basis 
of  over-  or  underactions  of  horizontal  recti. 
He  attributed  the  deviations  which  in- 
creased below  to  disturbances  of  the  medial 
recti,  either  as  overaction  or  underaction. 
Deviations  which  increased  above  were  as- 
cribed to  over-  or  underactions  of  the  lateral 
recti.  In  general,  the  four  categories  could 
be  related  to  the  Duane  classification  of 
convergence  excess,  divergence  insufficiency, 
divergence  excess,  and  convergence  in- 
sufficiency. 

Vertical  Muscles  (Fig.  2). — The  role 
of  the  oblique  muscles  in  the  causation  of  the 
A-V  syndromes  appears  rather  obvious  be- 
cause of  apparent  under-  or  overactions  so 
commonly  associated  with  vertically  in- 
comitant  horizontal  strabismus.  Jampol- 
sky“  stressed  the  significance  of  the  superior 
oblique  muscles  in  A exotropia  and  ascribed 
the  increased  exotropic  deviation  in  gaze 
down  to  contracture  of  these  muscles. 
Costenbader*^  also  implicated  the  obliques 
as  the  important  factors. 

The  vertical  recti  have  been  incriminated 


by  Brown.  The  association  of  vertically 
incomitant  horizontal  strabismus  with  pare- 
sis of  vertical  muscles  is  well  documented. 
The  association  of  oblique  over-  or  under- 
action with  vertical  rectus  paresis  is  also 
well  known.  This  brings  up  the  old  argu- 
ment as  to  whether  vertical  recti  or  oblique 
muscles  are  primarily  responsible  in  vertical 
paresis. 

Knapp®  considers  the  fundamental  defect 
an  imbalance  of  vertical  rotators. 

Combined  V'ertical  and  horizontal 
Muscles. — The  role  of  the  horizontal  recti 
in  the  A-V  syndromes  was  stressed  in 
the  electromyographic  studies  by  Breinin.^** 
It  was  shown  that  in  most  cases  the  hori- 
zontal muscles  underwent  an  innervational 
shift  corresponding  to  the  changing  hori- 
zontal angle  of  strabismus  in  vertical  gaze 
(Fig.  3).  In  short,  the  horizontal  recti 
behaved  essentially  as  though  they  were 
experiencing  a horizontal  deviation  in  the 
primary  position,  although  the  changing 
factor  was  only  a shifting  fixation  in  vertical 
gaze.  The  changing  innervation  was  demon- 
strable only  in  the  deviating  eye.  The  fixing 
eye  showed  no  significant  horizontal  inner- 
vational change  during  vertical  movement. 

It  had  already  been  shown  that  the 
vertical  recti  and  oblique  muscles  do  not 
experience  any  innervational  alteration  in 
horizontal  gaze  through  the  primary  posi- 
tion. Some  increased  innervation  is  ex- 
perienced by  the  vertical  recti  in  the  ab- 
ducted vertical  field  of  action  and  by  the 
oblique  muscles  in  the  adducted  vertical 
field  of  action.  These  changes  are  not  sig- 
nificant within  23  degrees  of  the  primary 
position.  Breinin  stated  that  the  changing 
horizontal  innervation  associated  with  the 
expected  alteration  of  innervation  in  the 
vertical  muscles  during  vertical  gaze  in- 
dicated that  the  horizontal  muscles  must 
play  some  part  in  these  syndromes.  It  was 
expressly  not  stated  that  the  horizontal  recti 
were  solely  causative  but  only  that  they 
must  play  a part.  The  importance  of  the 
verticals  was  not  denied. 

Electromyographic  studies  have  been 
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1.  Resect  M.R.  c or  s displacement  up 

2.  Recess  L.R.  *0  or  7 displacement  down 

3.  Resect  I.R.  or  displace  in.  plus  horizontals 
h.  Tenectoiqy’  (intrasheath)  S.O.  Plus  horizontals 
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esotropia,  V exotropia,  and  A exotropia. 


obtained  with  accommodation  on  a symbol 
and  alternate  cover  test  screening  to  obviate 
fusional  and  accommodative  factors  so 
far  as  possible.  It  is  now  considered  that 
the  innervational  shift  of  the  horizontal 
recti  may  be  an  expression  of  a fundamental 


law  of  innervation,  previously  ’reported,^* 
which  states  that  under  most  circumstances 
the  innervation  of  the  extraocular  muscles 
parallels  the  position  of  the  eye.  Thus, 
whenever  a horizontal  rotational  component 
is  developed,  there  must  occur  a shift  of 
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innervation  in  horizontal  muscles.  When- 
ever a vertical  component  develops,  there 
is  a corresponding  shift  of  innervation  in 
vertical  muscles  in  the  expected  direction. 

This  viewpoint  may  be  summarized  as 
follows.  In  the  A-V  syndromes  the  vertical 
muscles  play  a role  by  virtue  of  the  relation- 
ship of  their  muscle  planes  to  the  center  of 
i-otation.  If  this  relationship  prodiu^es  an 
auxiliary  component  of  abduction  or  ad- 
duction, there  will  be  a corresponding 
horizontal  deviation  of  the  visual  axis. 
Associated  with  this  mechanical  effect  of  the 
vertical  muscles  there  will  occur  an  inner- 
vational  shift  in  the  horizontal  recti  ac- 
(rording  with  the  changing  position  of  the 
eyes.  These  horizontal  innervational  .shifts 
are  noted  only  in  the  deviating  eye,  never 
in  the  fixing  eye.  If  there  is  an  innerva- 
tional alteration  in  the  vertical  movers, 
this  will  of  course  augment  any  auxiliary 
duction  effect  of  such  muscles.  This  think- 
ing constitutes  a third  category  in  which  a 
combined  vertical  and  horizontal  disturb- 
ance underlies  the  A-V  syndromes.  The 
auxiliary  adducting  effects  of  the  vertical 
recti  and  the  abducting  effects  of  the  vertical 
oblique  muscles  are  given  their  due  impor- 
tance while  at  the  same  time  innervational 
shifts  of  the  horizontal  recti  are  acknowl- 
edged. 

The  characteristics  of  the  four  categories 
of  the  A-V  syndromes  are  summarized  in 
Figure  4. 

Therapy 

It  is  abundantly  clear  from  the  literature 
that  practically  any  approach  to  surgery 
of  the  A-V  syndromes  will  improve  some 
cases  and  not  others.  The  horizontal  school 
is  represented  by  Urist“  who  claims  that 
surgery  directed  at  the  horizontal  recti 
muscles  can  alter  the  vertical  incomitancy. 
In  general,  this  has  not  been  a helpful  pro- 
cedure, although  there  is  no  doubt  that  a 
small  number  of  patients  will  experience  an 
improved  vertical  alignment  following  hori- 
zontal surgery.  It  is  also  true  that  cases 
not  initially  falling  into  the  A-V  category 


may  demonstrate  such  a component  fol- 
lowing purely  horizontal  surgery.  It  is  a 
question  whether  this  existed  beforehand  or 
was  consequent  to  an  altered  innervational - 
mechanical  alignment  following  surgery. 

The  vertical  school  believes  in  either  pri- 
mary vertical  recti  or  oblique  surgery  with  or 
without  horizontal  muscle  surgery.  Com- 
l)ined  vertical  and  horizontal  surgery  prob- 
ably produces  the  greatest  percentage  of 
.satisfactory  postoperative  verti(;al  comi- 
tancy.  An  interesting  development  on  a 
rather  old  theme  is  the  use  of  the  displace- 
ment procedure  of  either  horizontal  or  ver- 
tical muscles.  Those  who  advocate  hori- 
zontal muscle  displacement  move  the  inser- 
tions of  the^  medial  or  lateral  recti  verti- 
cally. 

According  to  Knapp, displacing  the 
medial  rectus  in  the  direction  of  its  over- 
action weakens  the  adducting  effect  of  the 
muscle.  Thus,  in  the  V esotropia  he  would 
recess  and  displace  the  medial  rectus  down  in 
the  direction  of  overaction.  In  A esotropia 
he  would  recess  and  displace  the  medial 
rectus  upward.  In  V exotropia  the  lateral 
rectus  would  be  recessed  and  displaced  up- 
ward in  the  direction  of  overaction  of  the 
lateral  recti  and  downward  for  the  A exo- 
tropia. In  a resection  of  a horizontal  muscle, 
however,  the  muscle  would  be  displaced  in 
the  opposite  direction.  Initial  results  with 
such  horizontal  displacement  show  that  one 
may  influence  V esotropia,  V exotropia,  and 
A esotropia  favorably  but  have  very  little 
effect  on  A exotropia. 

The  vertical  muscle  displacers^^'^®  would 
take  the  vertical  recti  and  displace  them 
nasally  to  increase  adduction  and  temporally 
to  decrease  adduction.  The  oblique  muscles 
are  not  suitable  for  such  displacement  pro- 
cedures because  of  their  relative  inaccessi- 
bility. Thus,  both  V esotropia  and  A eso- 
tropia could  be  handled  by  temporal  dis- 
placement of  the  appropriate  vertical  recti. 
V exotropia  and  A exotropia  might  be 
treated  by  nasal  displacement  of  the  appro- 
priate vertical  recti.  It  would  appear  that 
some  4 to  5 mm.  of  vertical  displacement 
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of  horizontal  recti  are  possible  and  about 
()  to  7 mm.  of  horizontal  displacement  of 
vertical  recti. 

The  experience  thus  far  gained  by  the 
exponents  of  either  vertical  or  horizontal 
muscle  displacement  is  still  too  limited  to 
draw  generalizations.  It  does  appear  that 
such  displacement  procedures  can  be  ex- 
tremely helpful  in  some  cases. 

The  standard  school  of  vertical  muscle 
surgery  would  operate  on  the  obliques  or 
\'ertical  recti  in  the  usual  strengthening  or 
weakening  fashion  in  an  effort  to  improve 
or  weaken  the  accessory  duction  effects  of 
these  muscles.  Resections  or  recessions 
of  the  vertical  recti  do  not  require  any  special 
comment,  other  than  the  caution  needed 
to  prevent  disturbances  of  the  fissures. 
Recession  or  myotomy  of  the  inferior  ob- 
lique muscles  and  resections  of  the  inferior 
oblique  muscles  are  also  rather  standard- 
ized. The  combination  of  bilateral  inferior 
oblique  recession  or  myotomy  and  bilateral 
lateral  rectus  recession  seems  quite  effective 
in  many  cases  of  V exotropia.  In  V eso- 
tropia bilateral  inferior  oblique  recession 
may  be  combined  with  bilateral  lateral  rectus 
resection.  In  A esoti’opia  tucking  or  resec- 
tion of  the  inferior  obliques  may  be  combined 
with  resection  of  the  lateral  recti. 

A word  should  be  said  about  weakening 
the  superior  oblique  muscles  in  the  A exo- 
tropias.  Clinical  experience  indicates  that 
intrasheath  tenotomies  or  tenectomies  are 
feasible  and  often  advantageous  in  diminish- 
ing the  exotropic  deviation  of  gaze  down. 
Bilateral  procedures,  it  is  claimed,  do  not 
seem  to  produce  the  anticipated  vertical 
or  torsional  disturbances.  Nevertheless, 
great  caution  is  necessary.  The  potential 
for  severe  complications  is  always  inherent 
in  the  surgery  of  the  superior  obli(iue 
muscles.  The  tucking  procedure  to 

strengthen  their  effect  (V  esotropia)  is 
less  subject  to  untoward  sequelae.  It  can- 
not be  stated  that  weakening  procedures  on 
the  superior  oblique  muscles,  which  neces- 
.sarily  affect  the  vital  lower  fields  of  gaze, 
should  be  engaged  in  routinely  by  the 


casual  operator.  At  the  same  time,  where 
indicated,  this  proc^edure  appears  to  be  ef- 
fective. 

Unilateral  vertical  mu.scle  surgery  is  not 
satisfactory  and  may  induce  severe,  true 
vertical  incomitancy.  Where  a vertical 
deviation  exists,  howevei’,  acc(>pled  vertical 
surgical  principles  still  apply.  One  may 
attempt  to  grade  the  amount  of  surgery 
performed  on  symmetrical  muscles  in  ac- 
(•(jrdance  with  the  degree  of  vertical  devia- 
tion piesent. 

It  will  be  seen  from  the  previous  discussion 
that  an  extraordinary  variety  of  surgical 
procedures  are  available  in  the  therapy  of 
the  A-V  syndromes.  More  than  .50  surgical 
combinations  may  be  employed.  It  cannot 
be  stated  at  this  time  that  any  one  procedure 
is  best.  Experience  must  be  gained  in 
large  numbers  of  cases  to  establish  reliable 
surgical  principles.  It  is  of  interest  that 
certain  vertical  muscle  surgery  designed  to 
produce  an  improvement  of  the  vertical 
incomitancy  may  at  the  same  time  decrease 
the  horizontal  deviation,  whereas  other 
vertical  surgery  may  actually  increa.se  the 
horizontal  deviation  thus  necessitating  even 
greater  horizontal  surgery.  In  a V eso- 
tropia one  may  either  tuck  the  superior 
oblique  muscles  to  improve  abduction  be- 
low, decreasing  the  horizontal  deviation  in 
downward  gaze,  or  recess  the  inferior  oblique 
muscles  which  would  increase  the  esotropic 
deviation  above.  The  increased  angle  of 
horizontal  deviation  then  would  require  in- 
creased horizontal  muscle  surgery.  One 
vertical  procedure  decreases  the  horizontal 
deviation,  whereas  the  other  increases  it. 
The  former  appears  more  desirable,  but 
at  times  the  latter  may  be  more  effective. 
Ill  all  events  the  aim  of  surgery  in  the  A-V 
syndromes  is  to  establish  vertical  comitancy 
of  a horizontal  deviation  with  simultaneous 
correction  of  the  horizontal  angle  of  strabis- 
mus. 

The  relationship  of  the  A-V  syndromes  to 
surgical  overcorrection  requires  careful 
study.  For  example,  it  is  usual  for  a 
V esotropia  to  become  a V exotropia  in  con- 
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secutive  divergence.  The  vertical  incomi- 
tancy  of  horizontal  strabismus  may  pre- 
dispose to  such  divergence.  Postopera- 
tively,  one  may  encounter  esotropia  below 
and  exotropia  above,  which  ultimately  be- 
comes exotropia  below  and  above.  Oc- 
casionally it  is  possible  to  secure  binocularity 
in  the  primary  position  with  a deviation 
above  and  below.  This  cannot  be  regarded 
as  a satisfactory  solution,  but  at  times  it  is 
all  that  can  be  obtained.  Orthoptic  meas- 
ures aimed  at  the  field  of  least  deviation  may 
be  of  some  benefit  if  binocular  skills  are 
demonstrable  there. 

Summary 

1.  A-V  syndromes  or  vertically  incomi- 
tant  horizontal  strabismus  occurs  in  about 
15  per  cent  of  all  strabismus. 

2.  Specific  criteria  must  be  observed 
to  establish  a correct  diagnosis. 

3.  The  four  categories  of  A-V  syndromes 
are  described  with  a discussion  of  etiologic 
theories  involving  horizontal  muscles  alone, 
vertical  muscles  alone,  or  a combination  of 
horizontal  and  vertical  muscles. 

4.  Surgery  may  be  directed  at  the  hori- 
zontal muscles  alone,  vertical  muscles  alone, 
or  at  a combination  of  horizontal  and 
vertical  muscles.  Displacement  procedures 
on  either  horizontal  or  vertical  muscles  may 
also  be  done. 

5.  Xo  one  procedure  will  cure  all  cases. 
Experience  must  be  gained  with  various 
procedures  in  a large  number  of  patients  to 
establish  reliable  therapeutic  and  surgical 


criteria. 
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Complications  in  the  Diagnosis  and  Surgery 

of  Strabismus 

EDWARD  A.  DUNLAP,  M.D.,  NEW  YORK  CITY 
{From  the  Department  of  Surgery  [Ophthalmology],  New  York  Hospital-Cornell  Medical  Center) 


Complications  in  the  diagnosis  and 
surgery  of  strabismus  are  largely  iatro- 
genic and  fall  into  three  main  groups:  (1) 
those  due  to  inadequate  examination  or 
knowledge,  leading  to  incomplete  or  in- 
accurate diagnosis;  (2)  those  due  to  errors 
in  surgical  judgment,  leading  to  overcorrec- 
tion or  undercorrection;  and  (3)  those  due 
to  errors  in  surgical  technic,  leading  to  a 
variety  of  abnormal  results,  either  in  muscle 
function  or  eye  appearance.  In  addition, 
there  may  be  complications  which  are  not  the 
fault  of  the  surgeon  which  occur  as  unfore- 
seeable accidents. 

Errors  in  Diagnosis 

Diagnostic  errors  can  usually  be  avoided 
by  detailed  examination  based  on  an  ade- 
(piate  knowledge  of  muscle  functions.  A 
thorough  examination  particularly  includes 
the  following  points: 

Measurement  of  the  Imbalance  in 
THE  Eight  Diagnostic  Positions  of  Gaze 

AND  IN  THE  DIRECT  FORWARD  GaZE  BotH  AT 
6 AND  AT  Vs  Meters. — The  measurements  in 
the  eight  diagnostic  positions  allow  immedi- 
ate recognition  of  vertical  imbalances,  dis- 
close the  existence  of  an  A-V  component, 
will  usually  ditferentiate  a convergence  from 
a divergence  defect,  and  will  difforentiat<' 
paralytic  from  nonparalytic  defects. 

Quantitative  measurements  or  at.  least 
('stimations  of  the  turn  in  the  eight  diagnostic 
po.sitions  of  gaze  must  be  made.  We  now 
speak  of  the  eight  diagnostic  positions 
of  gaze  and  include  the  midline  direct  up- 
ward and  downward  gazes.  Past  failure  to 
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study  imbalances  in  these  two  gazes  resulted 
in  nonrecognition  of  the  A-V  syndromes,  a 
most  common  cause  of  complications. 

Screen  Comitance  Testing. — Screen 
comitance  testing  complements  and  imple- 
ments the  preceding  measurements,  bringing 
out  secondary  deviations  better  than  anj'^ 
other  test. 

Specific  Search  for  Vertical  Imbal- 
ances.— A search  for  vertical  imbalances 
should  be  made  because  a small  deviation  ' 
might  well  go  unrecognized  in  the  presence 
of  a large  horizontal  defect,  and  failure  to 
correct  it  might  prevent  the  otherwise  suc- 
cessful correction  of  the  horizontal  com- 
ponent. 

Determination  of  the  Fixating  Eye. — 

A determination  of  the  fixating  eye  is  of 
utmost  importance,  especially  in  the  presence 
of  a vertical  imbalance.  In  vertical  defects 
it  is  a cardinal  principle  of  surgery  to  operate 
on  the  nonfixing  eye.  If  the  patient  fixes 
with  the  sound  eye,  the  primarily  under- 
active muscle  usually  should  be  strength-  j 
ened;  but  if  the  patient  fixes  with  the  in-  ' 
volved  eye,  then  the  secondarily  deviating 
yoke  muscle  usually  should  be  weakened. 
There  is  an  exception  to  this  general  prin- 
ciple when,  in  the  presence  of  a vertical 
imbalance'  due  to  a faulty  depressor  muscle, 
fixation  is  with  the  underaidive  eye.  Be- 
cause of  the  importance  of  the  lower  fields 
of  gaze,  a first  attempt  is  often  made  to 
strengthen  the  underacting  muscle  regardless 
of  the  fixing  eye.  In  alternate  or  variable  j 
fixation  it  is  preferable  to  weaken  the  sec- 
ondary deviator  first.  Constant  cross  fixa- 
tion in  an  esotropia  is  usually  an  indication  | 
for  strengthening  the  undoractivi*  lateral 
reel  i . 
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Recognition  of  an  Accommodative 
Factor  or  Cause. — Recognition  of  an 
accommodative  factor  or  cause  is  of  impor- 
tance because  it  serves  to  prevent  improper 
surgical  intervention  for  this  element. 
While  this  differential  diagnosis  may  be 
time-consuming,  it  is  obligatory.  The  newer 
miotics,  such  as  isofluorophate  (DFP)  (Floro- 
pryl),  demecarium  bromide  (Humorsol), 
or  Phosphohn  iodide,*-*  are  of  definite  value 
in  establishing  this  differential  diagnosis 
as  are  the  “standard”  use  of  atropine  and 
glasses,  conventional  or  bifocal.  In  a com- 
bined accommodative-nonaccommodative 
esotropia  it  is  senseless  to  wait  for  the  ac- 
commodative element  to  handle  the  non- 
accommodative  component. 

Forced  Duction  Studies. — If  forced 
duction  studies  are  done  either  under  local 
anesthesia  in  adults  or  under  general  anes- 
thesia in  infants  and  children,  they  will 
identify  an  adherence*  or  sheath  syndrome 
positively,^-®  thus  leading  to  a more  precise 
preoperative  surgical  plan. 

Fundus  Examination. — A fundus  exam- 
ination is  important  for  it  may  reveal  a 
central  choroiditis,  heterotopia  macula,  ret- 
inoblastoma, or  some  other  defect  as  the 
source  either  of  an  amblyopia  or  the  stra- 
bismus itself  and  thus  avoid  the  embarrass- 
ment that  is  bound  to  result  from  an  attempt 
to  treat  such  cases  by  patching  the  sound 
eye. 

Careful  History. — A careful  history 
may  provide  a clue  as  to  the  possible  be- 
havior of  the  patient  if  other  family  mem- 
bers with  strabismus  have  previously  shown 
a consistent  behavior  pattern  in  their  re- 
sponses to  therapy.  The  age  at  onset  of 
the  turn  may  suggest  whether  it  is  apt  to 
be  anatomic  (mechanical)  or  neurogenic. 
An  early  onset  or  presence  at  birth  is  said 
to  indicate  the  likelihood  of  an  anatomic 
type  of  etiology,  whereas  a late  onset  (two 
to  four  years)  is  more  apt  to  be  the  result  of 
neurogenic  or  refractive  error. 

Establishment  of  the  Presence  of 
Anomalous  Retinal  Correspondence. — 
Many  oculists  stress  the  establishment  of  the 


presence  or  absence  of  anomalous  retinal  cor- 
respondence. If  the  condition  is  present, 
preoperative  therapy  to  break  it  up  may  be 
considered  advisable  but  is  not  necessarily 
imperative.  Its  presence  is  even  more  of 
an  indication  for  surgical  intervention  than 
its  absence.  Rarely,  complications  may 
occur  in  a case  of  long-standing  duration 
with  no  preoperative  countermeasures. 

Electromyography. — While  electromy- 
ography is  of  limited  availability,  it  is  of 
value  in  some  differential  diagnoses,  such 
as  in  the  study  of  nerve  paralysis  versus 
severe  adherence  syndrome  or  in  clinching 
the  diagnosis  of  a myopathy  like  myasthenia 
gravis. 

Other  Factors. — Other  factors  include 
the  refractive  error,  the  presence  of  am- 
blyopia, accommodation  measurement, 
N.P.C.  (near  point  of  convergence)  or  PcB 
measurement,  all  of  them  either  as  a phase 
demanding  specific  treatment  or  as  contrib- 
uting information  in  the  w'ork-up. 

From  all  of  the  foregoing,  it  is  obvious  that 
diagnostic  complications  can  be  avoided  by  a 
detailed  study  of  each  case,  taking  all  the 
time  necessary  to  obtain  every  bit  of  evi- 
dence. However,  this  does  not  allow  for 
procrastination  based  on  wi.shful  thinking. 
Only  after  a case  has  been  fully  studied  and 
the  diagnosis  established  can  a decision 
regarding  surgical  intervention  be  made 
properly.  While  many  complications  can 
arise  in  amblyopia  therapy,  elimination 
of  suppression,  refraction  management,  and 
other  fields,  our  remarks  will  be  confined  to 
those  arising  from  surgery. 

Errors  in  Surfsical  Judgmetil 

Comitant  Imbalances. — Following  a 
modification  of  Duane’s  classification,® 
comitant  horizontal  imbalances  may  be 
classified  either  as  convergence  or  divergence 
defects  by  comparing  their  quantitative 
measurements  at  far  with  those  at  near. 
Each  of  these  two  defects  may  show  itself 
as  an  excess  or  an  insufficiency,  so  that  an 
exotropia  may  be  due  to  divergence  excess 
or  convergence  insufficiency  and  an  esotropia 
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to  convergence  excess  or  divergence  in- 
sufficiency. If  the  defect  measures  more 
at  far  than  at  near,  it  is  classified  as  a di- 
vergence defect  since  divergence  is  a function 
of  far  gaze.  If  the  defect  measures  more  at 
near  than  at  far,  then  convergence  is  im- 
plicated. In  long-standing  cases  there  may 
l)e  a combination,  so  that  a patient  may  have 
a divergence  excess  with  a secondary  con- 
\'ergence  insufficiency  or  some  other  com- 
l)ination.  In  the  latter  situations  the  defect 
measures  approximately  the  same  at  far 
as  at  near. 

In  a well-defined  case  of  one  of  these  four 
basic  types  of  horizontal  imbalance,  surgical 
judgment  calls  for  working  on  the  lateral 
recti  in  defects  of  divergence  and  on  the 
medial  recti  in  defects  of  convergence.  This 
automatically  indicates  bilateral  surgery 
as  opposed  to  the  approach  of  the  “recession- 
resection  school.”  Convergence  and  di- 
vergence are  central  functions.  They  are 
mediated  equally,  simultaneously,  and  bi- 
laterally. Therefore,  when  one  function 
is  at  fault,  as,  for  instance,  in  a divergence 
excess,  it  is  not  logical  to  weaken  one  lateral 
rectus,  leave  the  other  intact,  and  resect 
one  normal  medial  rectus,  which  is  what  a 
ro(‘ession-resection  does.  The  fact  that 
this  type  of  operation  succeeds  in  providing 
good  corrections  in  patients  may  be  a com- 
pliment to  the  adaptability  of  the  neuro- 
muscular mechanism  of  the  eye  and  is  not 
necessarily  a vindication  of  the  procedure. 

However,  when  long-standing  cases  of 
these  dysjunctive  defects  measure  essentially 
the  same  at  far  and  at  near,  a recession- 
resection  op('i-ation  is  not  only  justifiable 
but  also  indicat(‘d.  While  an  amblyopic  eye 
in  an  adult  is  usually  an  indication  for  a 
recession-resection  operation,  this  is  not  true 
in  childhood  amblyopia  if  the  defect  still 
falls  clearly  into  one  of  the  four  dysjunctive 
groups  as  shown  by  (juantitativ(>  measure- 
ments. 

(lood  judgment  calls  for  a strenuous  etfort 
to  be  made  to  eori-ect  amblyopia  befon; 
surger\'  is  performed.  This  definitely  en- 


hances the  possibility  of  a better  result  by 
having  the  best  possible  acuity  already 
present  when  the  macular  areas  are  aligned 
by  the  operation. 

Incomitant  Imbalances. — Errors  of 

judgment  in  treating  incomitant  imbalances 
are  made  primarily  in  the  congenital  im- 
balances, such  as  the  retraction,  adherence, 
and  sheath  syndromes,  nuclear  paralyses, 
and  so  forth.  In  a retraction  syndrome 
there  may  be  a temptation  to  resect  the 
defective  lateral  rectus  in  an  effort  to  im- 
prove abduction.  Not  only  does  this  usually 
fail,  but  also  it  may  lead  to  a more  severe 
complication,  namely,  an  increase  in  the 
retraction  and  fissure  narrowing  in  the 
contralateral  gaze  as  a result  of  shortening 
the  fibrotic  lateral  rectus.  As  a matter  of 
fact,  it  is  often  advisable  to  weaken  this 
lateral  rectus  if  it  is  totally  ineffective  and 
very  tight  so  as  to  lessen  the  retraction  and 
narrowing  on  abduction. 

Failure  to  correct  for  an  adherence  syn- 
drome may  conceivably  result  in  either  over- 
correction, if  the  adherence  is  freed  and  much 
additional  surgery  done,  or  undercorrection, 
if  it  is  unrecognized  and  other  muscles  are 
attacked.  This  latter  situation  is  more  apt 
to  occur  when  the  superior  rather  than  the 
lateral  recti  are  involved. 

If  surgery  is  done  to  correct  the  sheath 
syndrome,  it  consists  of  operating  on  the 
sheath  of  the  superior  oblique  muscle  and  not 
on  the  muscle  itself.  In  this  condition  the 
superior  oblique  muscle  is  usually  normal; 
thus,  a weakening  of  this  muscle  is  contra- 
indicated. Surgery  on  the  sheath  may  or 
may  not  need  to  be  accompanied  by  a 
strengthening  procedure  on  the  inferior 
obli(pic muscle.  Elcctromyographyisof value 
here  in  indicating  the  preoperative  status  of 
the  inferior  oblicpie  muscle.  If  there  is  firing  | 
of  the  Inferior  oblicpie  muscle,  the  prognosis  j 
is  improved.  Hrowid  has  stressed  the  im- j 
portanee  of  uncovering  the  involved  eye  j 
almost  immediately  after  operation  and  of 
e.xereising  it  strenuously  by  having  it  look 
into  its  uppc'r  nasal  field.  At  times  even 
passive  mov’cmcnt  is  in  order.  Wc  have 
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had  a surgical  failure  simply  because  of 
neglect  to  do  this.  Surgery  in  this  condition 
is  said  to  be  contraindicated  if  there  is  fusion 
in  the  forward  and  lower  gazes  without  head 
tilt.  Even  when  surgery  is  attempted,  the 
prognosis  should  be  very  guarded. 

Accjuired  paralytic  squints  are  highly  in- 
di\'idualiz('d  and  embrace  too  large  a field 
to  be  discussed  in  detail.  It  is  usually  con- 
sidered mandatory  to  wait  at  least  six 
months  in  most  cases  of  acquired  imbalance 
if  the  cause  cannot  be  found  and  the  condi- 
tion is  not  spontaneously  improving.  Total 
paralysis  will  call  for  weakening  either  the 
yoke  muscle,  or  the  antagonist,  or  both, 
depending  on  the  fixing  eye  and  the  duration 
of  the  defect.  Partial  paralysis  may  permit 
a first  effort  to  be  directed  at  strengthening 
the  underactive  muscle  with  or  without  the 
addition  of  the  preceding  two  procedures. 

N'ektical  1mb.\l.\xces. — A fertile  field 
for  errors  in  surgical  judgment  is  vertical  im- 
balance, but  a disregard  of  this  condition  or 
refu.sal  to  operate  on  it  if  surgery  is  indicated 
is  not  the  proper  way  to  avoid  a complica- 
tion. If  we  assume  that  an  existing  vertical 
defect  has  been  properly  diagnosed  as  to 
caus('  and  type,  what  are  .some  of  the  possible 
erroi’s  in  judgment?  A common  one  results 
from  failure  to  identify  the  fixing  eye  and 
may  lead  to  improper  muscle  .selection  for 
surgery.  As  stated  previously,  a cardinal 
principle  of  vertical  muscle  surgery  is  to 
operate  on  the  nonfixing  eye,  except  in  some 
imbalances  in  the  lower  gazes  when  initial 
efforts  should  be  directed  at  strengthening 
the  underactive  muscle  regardless  of  the 
fixing  eye. 

Proc('dur(!s  on  the  oblique  muscles  demand 
a large  amount  of  surgical  intervention  to 
effect  a respon.se  whether  the  operation  be  to 
strengthen  or  to  w('aken  a muscle.  This  is 
in  .sharp  contradistinction  to  procedures  on 
the  vertical  recti  where  .small  amounts  of 
.surgical  correction  yield  very  large  relative 
responses,  especially  in  the  weakening  pro- 
(•(‘dures.  In  addition,  excessive  surgery 
on  the  vertical  recti  carries  the  risk  of  alter- 
ing the  vertical  fissure  width  and  introduc- 


ing a cosmetic  blemish.  An  arbitrary 
maximum  limit  of  4 mm.  on  recessions  and 
5 mm.  on  resections  of  the  vertical  recti 
will  usually  prevent  this  complication. 
As  BrowiP  points  out,  large  amounts  of 
quantitative  surgery  on  the  inferior  recti 
may  also  alter  the  function  of  the  inferior 
oblicjue  muscles  in  some  cases. 

Good  technic  in  surgery  on  the  oblique 
muscles  starts  with  adequate  exposure  at 
the  time  of  operation.  This  is  an  excellent 
safeguard  against  complications  that  may 
arise  if  the  surgeon  loses  correct  orientation 
of  the  lines  of  pull  of  the  oblique  muscles  by 
working  deep  in  an  inadequate  space. 

Free  myotomy  of  an  inferior  oblique 
muscle  is  not  so  sound  a weakening  pro- 
cedure as  a measured  recession  done  at  the 
insertion.  With  a full  myotomy  it  is  im- 
pos.sible  to  predict  where  the  muscle  will 
reattach,  so  there  may  be  an  over-response 
or  an  under-response.  Partial  myotomies  or 
myomectomies  are  useful  maneuvers  when 
an  actual  recession  might  be  too  much. 
Surgery  on  the  inferior  oblique  muscle  at 
its  origin,  either  to  strengthen  or  to  weaken 
it,  is  largely  pass^  or  should  be. 

In  inferior  oblique  surgery  excessive 
stripping  of  the  muscle  should  be  avoided 
lest  the  nerve  be  damaged  seriously  or  ir- 
reparably. Careful  search  occasionally  will 
reveal  a second  separate  tongue  of  inferior 
oblique  insertion  after  all  of  it  is  thought  to 
have  been  exposed.  If  this  is  missed, 
surgical  under-re.sponse  usually  results. 

A.symmetric  bilateral  superior  rectus 
underaction  is  another  condition  wherein 
improp(>r  judgment  can  lead  to  a complica- 
tion. Here  there  may  Ik;  a temptation  to 
c.orn'ct  only  the  larger  of  the  two  inferior 
oblifiue  overactions.  If  this  is  done,  it 
almost  invariably  leads  to  the  formerly  small 
inferior  oblique  overaction  increasing  to  an 
amount  equal  to  or  even  greater  than  the 
original  larger  overaction  in  the  opposite 
eye.  Proper  judgment  calls  either  for  full 
correction  of  both  sides  or  undercorrection 
of  the  greater  defect  to  an  amount  ap- 
proximating the  lesser  defect. 
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When  tucking  a superior  oblique  muscle, 
good  judgment  calls  for  placement  of  the  tuck 
on  the  temporal  side  of  the  superior  rectus  ac- 
cording to  the  method  of  McLean,®  so  as  to 
avoid  the  possibility  of  the  tuck  jamming 
into  the  trochlea.  Brown  limits  his  tucks 
to  8 mm.  (4  mm.  on  each  side  of  the  tuck). 
We  feel  that  larger  ones  may  be  done  with 
safety. 

It  is  worth  while  to  consider  pseudo- 
ptosis which,  if  mistaken  for  a true  ptosis, 
may  lead  to  improper  lid  surgery.  The 
commonest  cause  of  pseudoptosis  is  a double 
elevator  underaction  (both  elevators  of  one 
eye  underact), and  the  condition  shows 
when  the  sound  eye  fixes,  allowing  the  in- 
volved eye  to  hang  down  in  hypotropia  with 
the  lid  following  it.  Here  improper  judg- 
ment or  incomplete  examination  could  re- 
sult in  improper  and  ineffectual  surgery 
for  ptosis  plus  neglect  of  the  basic  imbalance 
itself. 

OVEHCORRECTIONS  AND  UnDERCORREC- 
TiONs.— All  of  the  preceding  mistakes  can 
result  in  surgical  overcorrections  or  under- 
corrections. In  addition,  they  may  result 
from  too  much  or  too  little  surgery,  even 
though  on  the  correct  muscles.  Little  if 
anything  can  be  advised  as  a safeguard 
against  this  latter  event  for  this  aspect  of 
surgical  judgment  develops  individually  with 
ti'aining  and  experience  and  cannot  be  in- 
culcated by  book  learning  or  mere  didactic 
instruction.  Further  surgery  is  obviously 
necessary  in  these  complications. 

Faced  with  a sizable  overcorrection  of  an 
esotropia,  it  is  usually  necessary  to  reoperate 
and  strengthen  the  muscles  that  were  weak- 
ened. It  is  well  known  that  replacement  of 
a receded  muscle  to  its  original  position 
will  not  restore  the  original  amount  of 
defect,  but  no  reliable  figures  can  be  given 
as  a (juantitative  guide  for  judging  how  much 
to  do.  In  reoperating  on  a re(^^ded  medial 
muscle,  it  may  or  may  not  be  necessary  to 
accompany  its  advancement  with  a resec- 
tion, depending  on  the  amount  of  over- 
correction present.  To  minimize  the  pos- 
sibility of  the  undersurface  of  tins  muscle 


healing  down  again  to  the  site  of  its  re- 
cession insertion,  it  is  advisable  to  place 
gelatin  film  (Gelfilm)  over  the  old  insertion 
site.  I 

An  overcorrection  of  the  “standard”  | 
divergence  excess  type  of  exotropia  is  un-  | 
common  and  is  usually  small  in  amount  if  I 
it  does  occur.  Firm  procrastination  is  in  | 
order  here  for  a period  of  up  to  four  months  I 
or  even  longer  if  improvement  is  occurring.  I 
Esotropias  up  to  15  prism  diopters  or  there-  i 
abouts  will  usually  subside.  We  have  seen  I 
an  esotropia  at  near  range  of  20  prism  I 
diopters  disappear  by  the  end  of  a year.  | 
Some  surgeons  aim  deliberately  at  a small 
overcorrection  of  the  ordinary  divergence 
excess. 

In  an  overcorrection  of  the  exotropia  of 
amblyopia,  the  usual  procedure  is  to  weaken 
the  medial  muscle  by  what  is  felt  to  be  an 
appropriate  amount. 

In  an  overcorrection  of  a vertical  defect,  | 
it  is  best  to  explore  the  muscle  originally  j 
operated  on  and  try  to  correct  it  by  weak- 
ening or  strengthening  it  as  the  case  de-  ' 
mands.  In  some  instances  it  might  be  nec-  | 
essary  to  work  on  the  antagonist,  or  the  yoke  ■ 
muscle,  or  both  in  addition  to  or  instead  of  < 
the  original  muscle.  These  vertical  prob-  I 
lems  are  so  highly  individualized  that  arbi- 
trary statements  concerning  them  are  worth- 
less. 

Lhidercorrectioii  may  represent  a delib- 
erate maneuver  in  the  handling  of  a case,  or 
it  may  be  a complication  only  in  that  further 
surgery  is  required. 

A deliberate  undercorrectioii  in  the  han- 
dling of  a combined  horizontal-vertical 
squint  may  be  represented  by  doing  only  oiu' 
component  at  a time.  A frequent  practice 
is  to  deal  with  the  larger  component  at  the 
first  operation,  whichever  it  may  be,  and 
the  smaller  at  a second  stage.  Although 
this  approach  is  theoretically  unassailable, 
it  is  usually  not  necessary,  and  in  most  cases 
it  has  been  our  practice  to  handle  both  com- 
ponents at  the  same  time. 

A deliberate  undercorrection  is  often  done 
in  operating  on  esotropias  in  children  from 
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one  to  three  years.  The  reason  given  is 
that  growth  will  cause  widening  of  the  inter- 
ocular distance  and  thus  alter  convergence 
demands,  so  that  if  the  eyes  are  w'holly 
straightened  at  this  age,  they  will  diverge 
later.  We  are  not  at  all  convinced  that  this 
is  correct  or  even  sound  thinking.  The 
whole  purpose  of  surgical  intervention  at 
this  early  age  is  to  promote  or  facilitate  the 
development  of  fusion  by  macular  align- 
ment. If  the  eyes  are  deliberately  left 
undercorrected  by  15  or  20  diopters,  what 
possibility  of  fusion  exists  in  this  condition? 
But  if  full  correction  is  done  and  visual 
alignment  obtained  and  fusion  is  learned 
or  develops,  then  this  fusion  power  would 
maintain  alignment  as  the  anatomy  of  the 
face  and  eyes  changes  with  growth.  We 
admit  that  in  practice  there  are  exceptions 
to  this  theory,  the  main  criterion  being  the 
potentiality  of  fusion. 

At  other  times  a deliberate  undercorrec- 
tion in  an  esotropia  may  be  the  goal  if  at 
the  time  of  surgery  the  medial  recti  are 
found  to  be  excessively  heavy  or  tight.  It 
is  logical  to  expect  that  when  they  have 
been  weakened  by  recessions,  the  lateral 
recti  wdll  increase  in  function  over  a period 
of  time.  The  opposite  of  this  is  not  always 
so,  however,  for  we  have  found  that  in 
children  of  five  or  so  years,  if  a well-defined 
convergence  insufficiency  with  a poor  N.P.C. 
exists  secondarily  to  a primary  divergence 
excess  and  only  the  lateral  recti  are  receded, 
convergence  does  not  improve  spontaneously 
with  increased  close  work  incidental  to 
school  as  one  might  expect. 

The  A-V  Syndromes. — The  A-V  syn- 
dromes may  be  considered  a special  subgroup 
of  horizontal  or  vertical  imbalances  since 
there  is  comitance  in  the  horizontal  gazes 
and  incomitance  in  the  vertical  gazes. 

k few  general  statements  are  appropriate. 
Until  the  etiology  of  these  conditions  is 
further  clarified  and  a more  definitive  sur- 
gical management  is  established,  complica- 
tions of  overcorrection  and  undercorrection 
will  be  rife.  Probably  there  is  no  greater 
•source  of  poor  surgical  results  than  in  this 


relatively  newly  described  group.  This  is 
especially  true  when  the  condition  is  un- 
recognized and  “standard”  surgery  is  per- 
formed, but  it  is  also  true  with  distressing 
frequency  even  when  the  condition  is  rec- 
ognized. There  are  schools  of  thought  re- 
garding the  etiology  and  management  of 
these  defects.  One  states  that  they  arise 
from  defects  of  the  horizontal  recti;  the 
other  states  that  they  arise  from  defects 
of  the  vertically  acting  muscles,  either  recti 
or  oblique  muscles.  The  work  of  Breinin“ 
has  shown  changes  of  the  firing  patterns  of 
the  horizontal  muscles  in  upward  and  down- 
ward gazes,  but  whether  this  is  cause  or 
effect  is  unknown. 

In  therapy  the  first  school  strengthens  the 
lateral  recti  for  an  A esotropia  and  weakens 
them  for  a V exotropia  (in  other  words, 
when  the  defect  is  greatest  in  the  upward 
gaze,  attack  the  external  recti)  and  weakens 
the  medial  recti  in  a V esotropia  and 
strengthens  them  in  an  A exotropia  (in 
other  words,  when  the  defect  is  greatest  in 
the  downward  gaze,  attack  the  medial  recti). 
Concomitantly,  some  consider  supraplace- 
ment  or  infraplacement  of  the  insertions  in 
an  attempt  to  gain  more  response.  How- 
ever, there  is  disagreement  as  to  the  direction 
in  which  these  placements  should  be  made. 

The  second  school  attacks  the  problem 
by  increasing  or  decreasing  the  secondary 
functions  of  the  vertically  acting  muscles 
and  so  equalizes  and  corrects  the  horizontal 
positions  in  upward  and  downward  gazes. 
There  is  some  difference  of  opinion  in  this 
second  school  regarding  which  vertical 
muscles  to  approach.  Some  feel  the  vertical 
recti  are  the  primary  muscles  to  be  attacked 
because  they  believe  that  surgeiy  on  the 
obliciue  muscles  is  risky  owing  to  the  pos- 
sible introduction  of  torsional  factors  and 
because  they  are  reluctant  to  weaken  the 
superior  oblique  muscles  in  some  cases  since 
these  muscles  are  so  important  in  lower 
gazes.  The  other  faction  favors  surgery 
on  the  oblique  muscles  since  the  secondary 
actions  of  these  muscles  are  greater  than 
tho.se  of  the  recti  in  the  forward  gazes,  and. 


.Inly  I,  I9f)l 


EDWARD  A.  DUNLAP 


therefore,  more  quantitative  effect  can  be 
obtained.  They  do  not  consider  the  risk 
of  torsional  complications  significant. 

One  aspect  of  this  problem  that  confuses 
the  author  is  the  fact  that  many  but  not  all 
of  these  defects  will  show  an  accompany- 
ing vertical  component.  When  present, 
whether  they  are  cause,  result,  or  coincidence 
is  not  known.  Since  they  are  not  found  in 
all  cases,  is  it  not  logical  to  assume  that  when 
present,  they  may  be  coincidental  or  at  times 
the  cause?  And  when  no  vertical  component 
exists,  is  it  not  logical  to  assume  that  a 
horizontal  defect  is  the  cause?  In  other 
words,  in  a group  of  such  varying  forms  and 
manifestations  there  may  well  be  more  than 
one  cause:  at  times  the  horizontal  muscles, 
at  times  the  vertically  acting  muscles,  and  at 
times  both.  This  represents  the  current  con- 
cept of  the  author,  but  it  is  a highly  unsettled 
one.  Anderson  seems  to  indicate  this  as 
his  view  in  an  excellent  summary  of  the 
subject,  and  Hamilton^®  hints  at  it.  Thus, 
a third  “school”  has  been  established. 

While  there  is  no  doubt  that  surgery  on 
the  vertically  acting  muscles  can  eliminate 
many  of  these  imbalances  without  ac- 
companying horizontal  surgery,  it  is  also 
our  experience  that  horizontal  surgery  alone 
is  effective.  These  two  facts  plus  the 
absence  of  a vertical  component  at  times 
have  contributed  importantly  to  leading 
us  to  consider  this  multiple  etiology  con- 
cept. We  feel  that  all  aspects  of  surgery  are 
still  in  a more  or  less  experimental  stage. 
Efforts  have  been  made  to  hasten  the  solu- 
tion to  this  fascinating  group  of  defects 
by  pooling  opinions  and  cases  in  a joint 
study  in  Xew  York  City. 

Until  more  clinical  results  are  reported 
comparing  the  \'arying  approaches  with 
their  results,  and  until  the  etiolog}'  or  eti- 
ologies are  settled,  .sound  judgment  on  the 
part  of  the  average  oculist  calls  foi-  con- 
servatism. A conservative  approach  would 
be  as  follows:  (1)  in  defects  where  no  sig- 
nificant vertical  component  exists,  work 
only  on  the  horizontal  recti,  avoiding  .supra- 
placements  or  infraplacements  for  the  pres- 


ent until  their  mechanics  are  further  clari- 
fied; (2)  consider  any  existing  vertical 
component  as  the  possible  cause,  especially 
if  the  defect  is  both  large  and  comitant, 
and  operate  on  it  in  the  ordinary  manner, 
deferring  horizontal  surgery  until  later; 
and  (3)  above  all,  do  not  do  the  amounts 
of  horizontal  surgery  that  the  measured 
imbalances  in  the  direct  forward  gazes  at 
far  and  near  ordinarily  demand.  If  this 
is  done,  marked  overcorrections  and  under- 
corrections in  certain  gazes  will  certainly 
follow. 

Errors  in  Technic 

Errors  in  technic  may  result  in  a wide 
variety  of  complications.  The  commonest 
errors  in  teclmic  are  rough  handling  of  tissue, 
disregard  of  bleeding,  and  rough,  sloppy 
dissection.  Less  common  errors  include 
improper  needle  placement,  improper  ap- 
position of  cut  tissues,  breaks  in  sterile 
technic,  and  many  other  highly  individ- 
ualized factors. 

One  frequent  result  of  these  errors  is  post- 
operative adhesions  with  consequent  re- 
striction or  inadequacy  of  function.  The 
common  practice  of  putting  one  or  two 
hooks  under  a muscle  belly  after  its  ex- 
posure and  then  running  them  back  and 
forth  “to  free  up  attachments”  is  heinous 
and  doubtles.s  creates  more  adhesions  than 
it  ever  frees.  Allowing  a clamp  on  a severed 
muscle  to  dangle  free  of  support  for  a long 
time  while  other  pha.s('s  of  an  operation  are 
performed  will  often  damage  the  muscle 
by  stretching  it.  Rough  sponging  of  sclera 
underlying  a mu.scle  or  of  the  mu.scle  itself 
promotes  adhesions.  Failure  to  control 
bleeding  meticulously  will  often  allbw  blood 
to  collect  under  a muscle  thus  giving  ri.se 
to  severe  adhesions.  Failure  to  observe 
the  tissue  layers  in  preliminary  dissection 
can  promote  difficulty  in  clean  exposure  of 
the  muscle  or  in  extreme  cases  can  result 
in  such  disorientation  that  the  wrong  muscle 
is  attacked.  Precise  apposition  of  the  edges 
of  the  conjunctival  incision  with  small  bites 
will  prevent  their  rolling  in  with  the  pro- 
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motion  of  inclusion  cysts.  Another  more 
important  factor  in  preventing  inclusion 
cysts  is  early  uncovering  of  the  eyes  post- 
opera tively  (twenty-four  to  forty-eight 
hours).  Placement  of  the  conjunctival  in- 
cision for  medial  rectus  surgery  too  close 
to  the  semilunar  fold  can  result  in  the  fold 
being  pulled  out  onto  the  globe  as  the  incision 
is  closed.  Placement  of  the  conjunctival 
incision  for  lateral  rectus  surgery  too  close 
to  the  external  canthus  can  sometimes  cause 
a small  symblepharon-like  band  that  in  rare 
instances  may  even  restrict  movement. 
In  a large  medial  rectus  recession,  failure 
to  free  the  subconjunctival  tissues  may  lead 
to  a sunken  caruncle.  Excessive  post- 
operative reaction  from  rough  handling, 
while  usually  leading  to  no  permanent  dam- 
age, is  to  be  avoided  on  general  principles. 
The  advancement  of  a muscle  over  its  previ- 
ous insertion  site  demands  meticulous  re- 
moval of  all  previous  stump  but  without  dig- 
ging into  the  sclera  so  as  to  prevent  adherence 
of  the  muscle  to  this  site  and  consequent 
negation  of  the  effect  of  the  advancement 
component  of  the  procedure.  Sloppy  dis- 
section of  the  inferior  margin  of  a lateral 
rectus,  especially  in  a recession,  may  result 
in  a myotomy  of  the  inferior  oblique. 

In  any  reoperation  on  a muscle,  gelatin 
film  is  often  useful  to  prevent  or  minimize 
postoperative  adhesions.  Its  routine  use 
in  first  operations  is  probably  not  necessary 
but  cannot  be  criticized.  The  use  of  topical 
steroids  postoperatively  is  of  value  in  lessen- 
ing reactions. 

Too  deep  scleral  penetration  in  suture 
placement  can  occasionally  produce  retinal 
perforation  with  or  without  vitreous  pres- 
entation. It  probably  occurs  more  often 
than  is  realized.  Ordinarily,  this  retinal 
perforation  seems  to  produce  no  problems, 
but  in  certain  procedures  the  macula  could 
conceivably  be  damaged.  It  is  also  a 
potential  source  of  detachment  and/or 
endophthalmitis.  We  recently  saw  1 case 
of  bilateral  scleral  perforations  occur- 
ring from  inferior  oblique  recessions.  They 
were  discovered  wholly  by  accident  since 


the  patient  was  symptom-free.  Fundus 
examination  showed  a small  zone  of  gray- 
colored,  elevated  retina  with  a hole  present 
but  without  detachment.  They  were  suc- 
cessfully treated  by  one  application  of  light 
coagulation  done  more  or  less  as  a prophy- 
lactic maneuver. 

Too  superficial  suture  placement  can 
result  in  complete  or  partial  pulling  loose 
of  the  muscle.  This  is  recognized  by  tin* 
immediate  development  of  incomitance  and 
movement  restriction  out  of  all  proportion 
to  that  expected  from  the  quantitative 
amount  of  surgery  done.  Postoperative 
traumatic  detachment  of  a muscle  can  occur 
but  is  rare.  One  patient  we  have  seen  had 
had  bilateral  medial  rectus  recessions  in 
early  childhood.  Three  days  postopera- 
tively, he  was  said  to  have  been  literally 
kicked  in  the  face  by  a horse,  with  immediate 
development  of  bilateral  exotropia.  An  ex- 
amination showed  him  to  have  prominent 
caruncle  retraction  of  each  eye  on  attempted 
adduction.  Surgical  exploration  showed 
each  medial  rectus  to  be  completely  detached 
from  each  globe  with  reattachment  to  the 
subconjunctival  tissues  in  the  area  beneath 
the  caruncles! 

Loss  of  a muscle  at  the  time  of  operation 
is  more  frequent  in  the  hands  of  beginners, 
but  it  can  occur  to  anyone.  The  muscle 
usually  can  be  found,  but  an  occasional 
one  escapes  permanently.  In  this  situation 
it  is  probably  best  to  suture  any  available 
Tenon’s  capsule  in  this  area  to  or  in  front 
of  the  insertion  site  and  to  evaluate  the  in- 
comitance later.  Frequently,  the  antago- 
nist will  have  to  be  weakened. 

Operative  infection  can  occur  from 
slovenly  technic  or  as  a pure  accident  at  the 
time  of  surgery.  Postoperatively,  it  may 
occur  if  the  patient  removes  the  dressing, 
rubs  the  eye  under  the  dressing,  or  vomits 
with  resultant  dressing  contamination. 
When  infection  is  suspected,  local  and  sys- 
temic antibiotics  should  be  instituted  at 
once  and  a culture  taken  so  that  a more 
specific  antibiotic  may  be  chosen  if  indicated 
after  testing  the  sensitivity  of  the  offending 
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organism  to  various  drugs.  Once  a full- 
blown infection  is  established,  the  only 
approach  is  to  treat  it,  wait  until  it  subsides, 
and  then  assess  the  damage.  The  muscle 
may  have  become  detached  from  the  globe. 
Excessive  fibrosis  almost  invariably  occurs, 
and  with  it  bizarre  patterns  often  result. 

( )bviously,  the  handling  of  this  complication 
is  completely  indi\ddual. 

Last,  and  as  a support  to  the  surgeon’s 
morale,  there  are  occasional  complications 
that  are  unpredictable,  unexplainable,  and 
vmavoidable. 

This  discussion  does  not  include  all  pos- 
sible complications,  but  it  has  covered  the 
major  ones.  Fink^^  lists  and  briefly  dis- 
cusses additional  factors. 

Su  tnmary 

In  summary,  we  may  state  that  by  and 
large  the  surgeon  creates  his  own  problems. 
They  may  arise  from  inadequate  knowledge 
or  examination,  faulty  judgment,  or  poor 
surgical  technic.  The  best  way  to  avoid 
complications  is  to  study  each  case  carefully 
as  an  individual  problem,  securing  all  the 
information  possible,  and  then  apply  sound 
surgical  principles  and  careful  surgical 
technics. 

As  Brown*®  has  succinctly  stated,  “Avoid- 
ance of  a pitfall  is  easier  than  the  manage- 


ment of  a complication.” 
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Discussion  of  Papers  on  Strabismus 


W.  Guernsey  Frey,  M.D.,  A'ew  York  City. — 
These  papers  by  Dr.  Breinin  and  Dr.  Dunlap 
more  or  less  complement  one  another.  Both 
authors  recognize  the  importance  of  thorough 
investigation  of  the  functioning  of  all  the  muscles 
of  rotation  of  both  eyes  in  every  case  of  hetero- 
phoria  before  deciding  on  the  corrective  surgical 
procedure.  They  agree  that  in  dealing  with  the 
A-V  syndromes  we  may  find  the  greater  fault 
either  in  the  horizontal  muscles  alone,  or  in  the 
vertical  mu.scles  alone,  but  more  likely  in  a com- 


bination; the  choice  of  operation  will  depend  on 
the  diagnosis.  More  than  one  operation  may  be 
necessary.  Electromyography  may  be  of  aid  in 
determining  which  extraocular  muscles  are  over- 
acting or  underacting.  i 

Dr.  Breinin’s  paper  summarizes  in  a scholarly 
way  the  present  thinking  about  the  cause  and  j 
treatment  of  the  A-V  syndromes,  and  giving  1 
recognition  as  it  does  to  the  several  schools  of 
thought  on  the  subject,  leaves  this  discussant 
with  nothing  to  attack. 
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Dr.  Dunlap’s  paper  is  a model  of  brevity  and 
(clarity.  When  an  author  is  preparing  a dis- 
sertation on  “Complications  in  the  Diagnosis  and 
Surgery  of  Strabismus,”  if  he  is  not  to  compUe  a 
treatise  on  the  entire  subject  of  squint,  he  must 
of  necessity  assume  that  his  audience  will  be 
familiar  with  the  terminology,  diagnostic  pro- 
cedures, and  surgical  technics  without  further 
explanation.  But  I am  afraid  that  many  of  us 
general  practitioners  of  ophthalmology  may  need 
enlightenment,  perhaps  not  on  the  A-V  syndromes 
after  hearing  Dr.  Breinin  but  on  the  adherence 
syndrome,  sheath  syndrome,  electromyography, 
and  so  on ; the  author  has  thoughtfully  provided 
a good  bibliography  of  detailed  explanatory 
references. 

Complications  which  result  from  human 
errors — improper  diagnosis  and  improper  selec- 
tion of  surgical  procedure — can  only  be  described 
in  reference  to  a knowledge  of  the  proper  methods. 
In  order  not  to  prolong  his  paper  unduly.  Dr. 
Dunlap  has  presented,  lucidly  but  very  tersely, 
the  indications  for  the  several  operations  for  the 
correction  of  the  different  types  of  strabismus. 
His  opening  paragraphs  are  so  crammed  with 
very  practical  hints  and  conclusions  that  the 
average  casual  surgeon  would  do  well  to  refer  to 
them  every  time  he  is  planning  an  operation  for 
squint. 

Dr.  Dunlap  comments  that  it  is  almost  im- 
possible to  overcorrect  an  ordinary  divergence 
excess,  an  observation  which  must  be  familiar  to 
all,  and  he  gives  us  the  further  comforting  word 
that  a surgeon  reoperating  for  overcorrected 
convergence  need  rarely  fear  that  he  will  cause 
the  original  crossing  to  return. 

We  are  told  that  one  of  the  errors  in  technic 
is  “improper  needle  placement,”  and  mention 
is  made  of  the  needle  penetrating  the  sclera  or 
being  too  superficially  inserted.  It  seems  to  this 
discussant  that  under  this  heading  should  also 
be  classified  the  unintentional  reattachment  of  the 
tendon  to  the  sclera  in  recession  (less  commonly 
in  advancement)  at  a site  higher  or  lower  than 
the  line  of  the  original  attachment.  This  may 
result  in  torsion  of  the  globe  or  possibly  may  be 
the  cause  of  some  of  the  hypertropias  recognized 
only  postoperatively.  To  avoid  this  complica- 
tion I mark  with  fluorescein  sodium  a corneal 
scratch  showing  the  180-degree  meridian  when 
the  eye  is  at  rest. 

Dr.  Dunlap  does  not  discuss  complications  due 
to  suture  material,  but  it  is  my  experience  that 


buried  chromic  knots  may  give  rise  to  cysts  of  the 
epibulbar  tissue.  The  compUcations  which  he 
mentions  of  placing  the  vertical  conjunctival  inci- 
sions too  close  to  the  semilunar  fold  or  to  the  ex- 
ternal canthus  I have  corrected  by  suturing  the 
conjunctival  incision  with  vertically  placed  in- 
terrupted sutures. 

We  who  practice  in  this  metropolitan  area  can 
congratulate  ourselves  that  in  Dr.  Breinin  and 
Dr.  Dunlap  we  have  available  consultants  to 
carry  on  the  scholarly  tradition  of  the  Duane- 
White-Brown  dynasty  and  of  the  other  pioneer 
authorities  on  eye  motor  anonaalies. 

Abraham  Schlossman,  M.D.,  New  York  City. — 
Dr.  Breinin  has  presented  a comprehensive  review 
of  the  subject  of  A-V  syndromes.  Unfortunately, 
there  is  not  enough  experience  to  draw  conclu- 
sions as  to  which  of  the  many  procedures  that 
have  been  suggested  is  the  best  one  for  a given 
case.  Dr.  Dunlap  in  his  presentation  has  hinted 
at  the  fact  that  there  probably  is  etiologic  signifi- 
cance in  the  fact  that  certain  cases  have  only 
horizontal  components,  others  have  vertical 
components,  and  still  other  cases  combine  hori- 
zontal and  vertical  elements.  I am  inclined  to 
agree  with  him  that  there  may  well  be  more  than 
one  cause  for  the  A-V  syndromes. 

In  my  experience  the  number  of  cases  with  A-V 
syndromes  is  equal  among  patients  with  eso- 
tropia and  exotropia.  However,  since  approxi- 
mately 75  per  cent  of  all  strabismus  cases  which 
we  follow  in  our  clinics  have  esotropia  and  only 
25  per  cent  have  exotropia,  the  A-V  syndromes 
are  approximately  three  times  more  prevalent 
among  exotropes  than  esotropes.  This  may 
have  some  relation  to  the  fact  that  the  average 
postoperative  results  are  poorer  in  exotropia  than 
in  esotropia.  The  fact  that  the  V syndrome  is 
apparently  more  common  than  the  A syndrome 
may  be  due  to  the  frequency  of  overaction  of  the 
inferior  oblique  muscles. 

As  has  been  brought  out  by  Dr.  Breinin  and 
Dr.  Dunlap,  there  are  two  types  of  A-V  syn- 
dromes: those  cases  with  demonstrable  hyper- 
tropias and  overacting  or  underacting  oblique 
muscles  or  vertical  recti  and  those  cases  with  no 
demonstrable  hypertropias  or  vertical  com- 
ponents. Before  any  emphasis  had  been  placed 
on  the  A-V  syndromes,  ophthalmologists  were 
correcting  these  hypertropias  by  operating  on 
the  oblique  muscles  or  vertical  recti  in  addition 
to  correcting  the  horizontal  components  of 
strabismus.  Thus,  it  is  my  belief  that  even  be- 
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fore  the  discovery  of  tlie  A-V  syndromes,  oj)hthal- 
mologists  vsere  sensibly  correctinK  a large  per- 
centage of  these  cases  and  even  with  good  re- 
sults. These  were  probably  obtained  because 
most  of  the  cases  are  “with  the  rule.”  However, 
the  utilization  of  measurements  in  the  up  and 
down  gaze  enables  the  surgeon  to  distinguish 
whether  the  case  is  “with  the  rule”  or  “against 
the  rule.”  A careful  study  of  the  latter  group 
may  lead  to  a better  understanding  of  some  of  the 
bizarre  findings  and  odd  surgical  results. 

'I'he  second  grouj)  which  merits  special  study 
is  composed  of  patients  who  have  A or  V syn- 
dromes with  no  demonstrable  overactions  or 
underactions  of  the  vertical  muscles.  Dr. 
Breinin  has  emphasized  the  im])ortant  role  which 
these  syndromes  play  in  the  development  of  sur- 
gical overcorrections.  1 agree  that  surgery  must 
be  planned  carefully,  taking  into  consideration 
the  measurements  in  upward  and  downward 
gaze.  In  the  treatment  of  accommodative 
strabismus  and  in  determining  the  relation  of 
accommodation  to  convergence,  attention  should 
be  paid  to  these  measurements.  They  should 
also  be  taken  into  account  when  bifocals  are  pre- 
scribed for  accommodative  strabismus. 

Dr.  Dunlap  has  presented  an  excellent  sum- 
mary of  some  of  the  complications  in  the  diag- 
nosis and  surgery  of  strabismus.  He  has  a great 
deal  of  wisdom  which  has  been  obtained  through 
great  experience,  and  I thoroughly  agree  with 
him  on  most  of  his  conclusions  and  advice  in 
planning  and  carrying  out  surgical  corrections. 
I would  like  to  comment  on  certain  points  which 
he  has  brought  out. 

Duane’s  syndrome  has  a multiple  etiology.  In 
many  instances  the  lateral  rectus  is  normal,  and 
the  chief  difficulty  lies  in  the  medial  rectus. 
Forced  duction  reveals  an  inability  to  rotate  the 
eye  outward  until  the  medial  rectus  is  severed 
from  its  insertion,  at  which  time  the  eye  can  be 
rotated  externally  with  ease.  Perhaps  the  medial 
rectus  is  shorter  than  usual,  or  there  is  some 
anatomic  disturbance  at  its  origin.  Dr.  Dunlap 
has  mentioned  briefly  the  imiiortanco  of  correct- 
ing paral3'tic  strabi.smus.  In  my  exi)crience  the 
most  grateful  patient  is  one  who  has  had  allevia- 
tion of  the  intolerable  symptom  of  diplopia  by 
means  of  surgical  correction. 

In  operations  on  the  inferior  rectus,  especially 


in  recession,  careful  diss('ction  should  be  carric'd 
out  with  special  emphasis  on  the  anterior  at- 
tachments of  the  muscle  and  Tenon’s  capsule.  If 
the  connective  tissue  strands  which  run  between 
the  muscle  and  integument  of  the  lower  lid  are 
not  severed,  unsightlj^  retraction  of  the  lower 
lid  will  result.  It  cannot  be  overemphasized  that 
small  amounts  of  surgical  correction  on  the  ver- 
tical recti  yield  comparatively  greater  results 
than  the  same  amount  of  surgerj'  on  tlu'  oth(!r 
extraocular  muscles. 

In  m\'  experience  overcorix'ctions  of  the 
“standard  divergence  excess”  type  of  exotropias 
do  not  right  themselves  as  readily  as  Dr.  Dunlap 
seems  to  indicate.  In  man\-  instances,  if  the 
overcorrection  is  small  and  intolerable  po.st- 
operative  diplopia  has  not  occurred,  the  over- 
correction is  of  little  consequence.  On  the  other 
hand,  if  the  patient  who  has  originallj'  been 
slightly  hyperopic  or  emmetropic  develops  a 
progressively  increasing  myopia,  the  consecutive 
esotropia  ma>"  increase,  making  reoperation 
necessary. 

It  has  been  stated  that  early  surgical  correc- 
tion, in  patients  with  esotropia  who  are  under 
two  years  of  age,  aids  the  patient  in  developing 
fusion.  For  this  reason  Dr.  Dunlap  questions  the 
advisability  of  undercorrecting  these  patients. 
Several  years  ago  I attemjjted  to  determine 
whether  the  functional  and  cosmetic  results  were 
better  when  the  patients  were  operated  on  before 
or  after  the  age  of  two  years  by  comparing  post- 
operative results  in  these  two  groups.  It  was 
my  impression  from  this  studj-  that  early  surgery 
(under  two  years)  did  not  j'ield  any  better  re- 
sults than  later  surgery;  in  fact,  they  were  not 
even  as  good.  Especially  disappointing  was  the 
lack  of  functional  results.  In  his  report  to  the 
18th  International  Congress  of  Ophthalmology  in 
Brussels  in  1958,  Mr.  T.  Keith  Lyle  came  to  a 
similar  conclusion.  For  these  reasons  I operate 
on  children  with  large  degrees  of  strabismus  at  an 
earlier  age  than  on  those  with  smaller  amounts  of 
sejuint. 

As  a final  comment  on  the  management  of 
strabismus  I would  like  to  emphasize  the  fact 
that  the  ophthalmologist,  when  planning  sur- 
gery, should  always  determine  whether  he  can 
seek  only  cosmetic  impiovement  or  can  strive 
additionally  for  a functional  result. 
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Hospital  Control  of  Staphylococcal  Infections 

GEORGE  WM.  GRAHAM,  M.D.,  SCHENECTADY,  NEW  YORK 
(From  the  Ellis  Hospital) 


ITHIN  the  hospital  today  staphylococcal 
^ * infections  are  one  of  the  foremost 
areas  of  concern.  Four  factors  appear 
favorable  to  the  spreading  of  staphylococcal 
infections:  (1)  the  universal  presence  of 

Staphylococcus  aureus,  (2)  its  ability  to 
survive,  (3)  its  facility  of  adaptation  to 
inhibitors  such  as  antibiotics,  and  (4) 
the  relaxation  of  strict  aseptic  technics  since 
the  advent  of  antibiotics. 

Before  the  administration  of  a hospital, 
large  or  small,  can  set  up  a program  of 
infection  control  within  the  hospital,  one 
historical  factor  must  be  brought  to  the 
attention  of  everyone  concerned  with  the 
proposed  program:  The  nurse,  the  doctor, 
the  administrator,  all  hospital  employes,  and 
the  visiting  public  are  active  allies,  aiding 
bacteria  in  their  attack  on  patients.  It  is 
absolutely  essential  that  no  individual  within 
the  hospital  walls  be  considered  as  apart 
from  the  infection  control  program.  In 
brief,  all  of  these  individuals  must  assume 
the  responsibility  for  the  fact  that  this 
particular  problem  is  where  it  is  today.  It 
is  only  by  the  continued  and  complete 
cooperation  of  everyone  within  the  hospital 
that  the  problem  will  be  controlled  in  the 
future. 

Hospital  Infection  Control  Committee 

It  is  agreed  unanimously  that  the  estab- 
lishment of  a hospital  infection  control 
committee  is  a sound  approach  to  the  recog- 
nition, prevention,  and  control  of  hospital- 
acquired  staphylococcal  disease.  It  seems 
appropriate  at  this  time  to  provide  the  fol- 
lowing information  concerning  the  compo- 
sition, responsibilities,  and  mechanisms  of 

Presented  at  the  joint  53rd  Annual  Meeting  of  the 
Third  and  Fourth  District  Branches  of  the  Medical 
Society  of  the  State  of  New  York,  Liberty.  New  York, 
October  14,  1959. 


operation  of  such  a committee. 

The  hospital  infection  control  committee 
should  con.sist  of  active,  interested  members 
of  all  major  hospital  departments,  including 
the  administrative  department.  The  leader- 
ship of  the  chairman  and  his  stature  within 
the  hospital  and  his  professional  group  must 
be  of  the  highest  order  for  this  committee  to 
achieve  success.  There  are  no  hard  and 
fast  rules  concerning  the  membership  of 
such  a committee,  but  it  is  recommended 
that  a bacteriologist,  a pathologist,  and  a 
clinician  with  interest  in  bateriology  form 
the  nucleus.  Since  they  are  available  within 
the  hospital  organization,  the  following 
should  also  be  appointed — a surgeon,  a 
pediatrician,  an  internist,  representatives 
from  the  nursing  service,  nursing  education, 
the  hospital  administration,  and.  where 
available,  the  local  health  officer,  with  the 
latter  serving  as  a consultant  to  the  com- 
mittee on  a community-wide  basis.  It 
must  be  emphasized  again  that  the  mem- 
bership of  the  committee  will  depend  on 
the  available  human  resources  within  the 
hospital. 

The  responsibilities  of  the  committee 
entail  collection  of  all  data  concerning 
staphylococcal  infections  within  the  hospital, 
whether  acquired  within  the  hospital  or 
outside  the  hospital.  It  is  imperative  that 
these  data  be  collected  not  only  in  a con- 
tinuing and  proper  manner,  but  also  that 
proper  use  be  made  of  these  data  so  that  the 
next  or  second  responsibility  of  the  com- 
mittee may  be  carried  out  to  its  fullest 
extent. 

The  committee  also  should  be  charged 
with  the  responsibility  for  evaluating  all 
phases  of  hospital  operations  pertaining  to 
the  control  of  infections,  recommending 
changes,  establishing  appropriate  patterns 
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of  antibiotic  usage,  and  instituting  epidemic 
control  measures. 

These  first  two  responsibilities  of  the  com- 
mittee lead  into  the  third  responsibility — 
education — quite  naturally  and  carry  with 
them  adequate  material  to  formulate  a good 
educational  program  for  all  hospital  per- 
sonnel. This  program  should  present  cur- 
rent concepts  in  the  proper  prevention 
and  control  of  hospital-acquired  infections. 
An  excellent  manual  concerned  with  the 
infection  control  committee’s  responsibility 
for  education  is  entitled  A Guide  for  Organ- 
izing Hospital  Inservice  Training  Programs 
(interim  version)  which  was  published  in 
June,  1959,  by  the  United  States  Depart- 
ment of  Health,  Education,  and  Welfan>. 

Another  point  worth  mentioning  in  con- 
nection with  the  operations  of  an  organized 
program  for  the  control  of  staphylococcal 
infections  has  to  do  with  the  community. 
More  specifically,  good  communications 
with  other  hospitals  in  the  community  and 
with  the  health  departments — city,  county, 
or  regional — ^are  essential. 

Responsibilities  of  the  Hospital 
Administrator 

Admission  Policies. — Clear-cut  poli- 

cies and  procedures  should  be  formulated 
for  the  use  of  the  admitting  personnel  and 
the  medical  staff  concerning  admission  of 
patients  with  known  or  suspected  staphylo- 
coccal infection.  There  is  only  one  proce- 
dure indicated — isolation  on  admission  to 
the  hospital. 

Public  Relations — Visitors. — Again  it 
is  necessary  to  set  up  hard  and  fast  rules 
concerning  visits  to  the  patient  with  known 
staphylococcal  infection.  This  should  in- 
clude the  gowning  and  masking  of  visitors 
who  must  see  the  patient.  Unnecessary 
visiting  should  be  discouraged  strenuously. 

Policies  on  Sickness  in  Personnel. — 
A comprehensive  review  should  be  made  of 
all  personnel  within  the  hospital  from  a 
health  viewpoint,  using  this  opportunity  to 
tran.smit  education  on  the  matter.  It  is 
imperative  in  all  hospitals  that  no  policies 


be  set  up  with  reference  to  staphylococcal 
infection  which  might  be  detrimental  to 
good  personnel  practices.  In  other  words, 
the  policy  should  not  penalize  the  employe 
who  reports  the  existence  of  an  infection. 
For  the  administration  it  is  another  one  of 
the  costs  involved  in  setting  up  a strong 
control  program. 

In  certain  areas,  in  nurseries  and  operating 
rooms  particularly,  constant  vigilance  must 
be  maintained  by  all  staff  members  to  detect 
skin  lesions  or  other  symptoms  of  infection. 
The  medical  staff  can  do  much  to  provide 
strong  leadership  in  this  matter  throughout 
the  entire  hospital. 

Isolation. — From  the  viewpoint  of  the 
administrator,  of  all  the  problems  associated 
with  a program  to  (control  hospital  infections 
the  isolation  procedure  is  one  of  the  most 
difficult  to  carry  out  to  the  complete  satis- 
faction of  all.  There  are  three  groups  con- 
cerned in  this  matter  of  isolation  of  the 
patient:  the  nursing  staff,  the  medical  staff, 
and  the  patient  or,  if  I may  use  the  expres- 
sion, the  public.  It  is  the  latter  group  that 
can  present  the  most  difficulties  and  which 
takes  up  a great  deal  of  the  time  of  the  first 
two  groups,  explaining  and  justifying  the 
need  for  such  action.  We  are  all  aware  that 
isolation  and  the  important  technics  of  iso- 
lation have  fallen  into  disuse.  It  is  dif- 
ficult enough  for  the  professional  groups 
like  the  doctors  and  the  nurses  to  refamiliar- 
ize themselves  with  these  technics,  but  it  is 
even  more  difficult  to  make  the  patients 
and  their  friends  and  relatives  understand 
the  urgent  need  for  strict  isolation  in  the 
infections  we  are  seeing  today. 

Use  of  Antibiotics. — Although  this  is 
primarily  a matter  of  professional  concern 
in  the  hospital,  the  administration  must 
see  to  it  that  the  medical  staff  organization 
sots  up  the  proper  controls  in  the  use  of 
antibiotic  drugs.  The  literature  is  full  of 
reports  which  place  the  major  portion  of  the 
blame  for  this  present-day  problem  on  the 
indiscriminate  use  of  antibiotics  ever  since 
their  discovery  some  years  back.  It  is 
hoped  by  all  parties  concerned  that  the  day 
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will  soon  be  with  us  when  antibiotic  pro- 
phylaxis will  be  much  less  used  in  clean 
surgical  cases  and  that  we  will  return  to  the 
well-established  practices  of  isolation  tech- 
nic aiYd,  even  more  important,  to  strict  asep- 
tic technic  in  all  clinical  procedures  under- 
taken in  the  hospital.  These  clinical  pro- 
cedures, we  know,  too  often  lead  to  staphylo- 
coccal and  other  infections,  that  is,  major 
surgical  procedures  and  many  minor  proce- 
dures, such  as  venipuncture,  intravenous 
cannulation,  clysis,  catheterization  of  the 
urinary  bladder,  and  aspirations  of  body 
cavities — indeed,  all  procedures  which  inter- 
rupt the  normal  skin  barrier. 

The  Hospital  Structure 

The  hospital  administrator  must  be  con- 
cerned with  the  physical  structure  of  the 
hospital  and  how  it  may  be  improved  to 
prevent  the  possibility  of  transmission  of 
infections  from  one  area  to  another.  It 
seems  important  to  mention  the  need  for 
correctly  installed  air  conditioning  to  pre- 
vent improper  drafts,  particularly  from  the 
main  hospital  into  the  operating  suites,  thus 
adding  to  the  hazards  of  infection  trans- 
mission. This  instance  can  be  extended  to 
the  over-all  subject  of  ventilation  and  the 
importance  of  reviewing  and  improving  or 
correcting  situations  which  can  cause  cross 
infections  within  the  hospital. 

A major  concern  for  the  hospital  adminis- 
trator is  what  one  might  call  housekeeping 
procedures.  This  involves  not  only  the 
cleaning  of  the  patients’  physical  facilities 
but  also  the  preparation  of  materials  to  be 
used  on  or  by  the  patients,  and,  of  course, 
the  laundry  is  important  in  this  connection. 
There  is  a great  need  for  the  infection  control 
committee  to  take  the  leadership  in  this 
matter  of  laundry  procedures  and  the  proper 
handling  of  the  patients’  soiled  linens,  blan- 
kets, mattresses,  and  so  forth.  From  the 
actual  collection  of  the  soiled  linen  from  the 
patient  and  its  transportation  to  the  laun- 
dry, its  handling  in  the  laundry  from  the 
soiled  to  the  clean  areas,  the  return  of  the 
clean  linen  to  the  floors,  to  its  handling  at  the 


floors  and  how  the  patient  receives  this  clean 
linen  in  the  end,  this  whole  process  requires 
constant  vigilance  and  continuing  education 
of  the  many  hospital  personnel  who  have 
access  to  the  linens  and  blankets,  either 
soiled  or  cleaned. 

Nurseries. — One  patient  service  in  the 
hospital  preys  continually  on  the  mind  of  the 
administrator  because  of  its  potential  “time- 
bomb”  aspect  with  regard  to  outbreaks  of 
infection : the  newborn  nursery.  The  litera- 
ture, of  course,  bears  this  out  in  that  earlier 
epidemics  due  to  the  Staph,  aureus  coagu- 
lase  positive  and  particularly  strain  80-81, 
were  found  to  have  arisen  in  the  newborn 
nursery. 

Surgery. — All  procedures  for  the  utiliza- 
tion of  the  operating  suite  facilities  should  be 
arranged  with  this  problem  of  transmission 
of  infections  to  the  patient  in  mind.  The 
scheduling  and  technics  and  procedures 
within  the  operating  room  must  be  worked 
out  with  the  help  of  the  surgical  department, 
the  nursing  staff,  and  the  administration. 
Arrangements  will  run  the  gamut  from  the 
proper  utilization  of  operating  rooms  for 
clean  and  dirty  cases  do\ra  to  the  acquisition 
by  the  hospital  of  the  necessary  materials 
and  equipment  to  aid  in  this  continuing 
program  of  controlling  the  transmission 
of  infections  to  the  patient. 

An  important  aspect  of  this  surgical  pic- 
ture concerns  surgical  dressings  postopera- 
tively  for  the  patient  within  the  hospital. 
It  seems  unfortunate  that  even  today  we 
have  two  methods  for  dressing  wounds, 
namely,  dressing  an  infected  wound  and 
dressing  a clean  wound.  It  is  my  opinion 
that  strict  aseptic  technics  should  apply 
for  both.  Otherwise,  all  dressings  will 
eventually  become  infected,  and  we  will 
eventually  have  one  method  of  dressing  the 
wound,  which  should  have  been  used  in  the 
first  place — the  strict  aseptic  method. 

Other  Departments. — The  medical  and 
pediatric  services  do  not  seem  to  present 
major  problems  at  this  time.  However, 
these  areas  should  not  be  overlooked  when 
the  infection  control  program  is  being  es- 
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tablished,  particularly  when  we  are  aware 
that  there  is  a type  of  patient  in  the  older 
age  group  who  can  be  very  susceptible  to 
infection.  Then  too  the  young  child  may 
have  a certain  resistance  to  infections  but 
becomes  susceptible  when  debilitated. 

Control  of  Carriers. — The  hospital 
administrator  is  also  concerned  with  the 
setting  up  of  proper  policies  and  procedures 
for  personnel  within  the  hospital  who  might 
conceivably  be  carriers  and  transmitters  of 
infection.  There  are  two  types  of  problems 
here.  The  first  is  the  individual  with  an 
open  lesion;  the  other  is  the  silent  carrier 
who  is  without  specific  visible  lesions.  Each 
problem  must  be  handled  individually. 
However,  the  program  must  provide  for 
strong  definite  policies  without  penalties, 
or  the  whole  matter  of  reporting  infections 
will  become  an  empty  regulation.  I have 
reference  to  every  member  of  the  team, 
including  the  nurses,  physicians,  and  ancil- 
lary personnel.  If  they  feel  that  in  report- 
ing a lesion  of  infection  they  will  be  in- 
jured in  any  manner,  be  it  in  pay  or  pos- 
sible loss  of  job,  this  entire  method  of  de- 


fense will  fail.  With  the  increase  in  personnel 
costs  for  sick  leave  and  medical  care,  this  is 
another  area  in  which  the  hospital  adminis- 
tration is  finding  costs  being  added  to  the 
patients’  bills,  but  properly  so. 

Conclusion 

In  conclusion,  it  seems  important  to 
emphasize  that  the  strength  of  an  infection 
control  program  is  in  direct  ratio  to  the 
strength  of  the  reporting  system  set  up 
within  the  hospital  and  its  acc^eplance 
in  toto  by  all  personnel  concerned.  The 
program  is  also  dependent  on  the  strength 
of  the  educational  program  established  for 
all  staff  groups  within  the  hospital  structure. 
Furthermore,  it  is  imperative  to  realize 
that  this  must  be  a continuing  program 
which  should  be  evaluated  continuously 
and  improved  where  indicated. 

The  costs  of  such  programs  are  legitimate 
costs  to  the  patients.  It  behooves  all  of 
us  to  help  prepare  the  patient  for  these 
increased  costs  and  not  try  to  blame  one 
another  for  something  for  which  all  of  us 
must  assume  responsibility  in  the  end. 


Psychologic  Tests  Could  Aid  in  Licensing  Drivers 


Psychologic  testing  could  help  prevent  the  licens- 
ing of  potentially  unsafe  drivers  according  to  con- 
clusions based  on  the  performances  of  Ititl  amateur 
sports  car  drivers  in  a study  designed  to  assess 
factors  that  might.  atToct  the  fitiu'.ss  of  any  motorist. 

'I'he  study  revealed  a significant  correlation  Ix'- 
tween  certain  psychologic  traits  and  driving  per- 
formance during  races  over  courses  similar  to  actual 
roads. 

A psychologic  test  given  to  the  drivers  indi- 
cated that  those  who  commit  the  most  errors  reject 
social  customs,  are  deficient  in  ethical  awareness, 
like  to  take  personal  risks,  and  are  prone  to  abstract, 
thought. 


In  contrast  to  the  psychologic  findings,  the  study 
showed  that  physical  characteristics,  visual  abilities, 
and  reaction  times  had  no  significant  effects  on  driv- 
ing ability,  race  deportment,  or  involvement  in 
accidents  on  the  race  course. 

Experienced  drivers  were  involved  in  accidents  as 
frequently  as  inexperienced  drivers  although  the  ex- 
perienced racers  had  superior  ability  and  committed 
fewer  errors.  Race  deportment,  that  is,  observing 
the  rules,  had  more  effect  on  the  likelihood  of  an 
accident  than  either  ability  or  experience. — John  L. 
Benton,  M.D.,  Lloyd  Mills,  Jr.,  M.D.,  Ken  Hartman, 
M.A.,  and  Janies  T.  Crow,  B.A.,  Journal  of  the 
American  Medical  Association,  May  6,  1961 
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Industrial  Relations,  Eastman  Kodak  Company 


Introduction 

Philip  M.  Standish,  M.D.:  The  program 
today  is  concerned  with  relaying  the  best 
medical  care  to  the  people  of  the  State  of 
New  York  at  a reasonable  cost. 

There  are  many  approaches  to  this  prob- 
lem, and  it  will  take  cooperative  attitudes 
on  the  part  of  medicine,  labor,  industry, 
and  government  to  attain  the  desired  ob- 
jective. Only  by  working  together  with  the 
best  interests  of  the  patient  in  mind  can  we 
hope  to  achieve  an  answer  which  will  pre- 
serve the  basic  concepts  of  free  enterprise. 

We  are  fortunate  to  have  with  us  .some 
outstanding  spokesmen  from  three  different 
points  of  view  on  the  program.  I hope  you 
will  have  some  questions  for  all  of  them  at 
the  conclusion  of  their  presentations. 

First,  maj"  I present  Waring  Willis,  M.D., 
of  New  York.  Dr.  Willis  will  give  medi- 
cine’s point  of  view  on  the  subject  of  health 
care  for  everyone. 

Presented  at  the  54th  Annual  Meeting  of  the  Seventh 
District  Branch  of  the  Medical  Society  of  the  State  of 
New  York,  Corning,  New  York,  Scientific  Program, 
October  13,  1960. 


Medicine's  Point  of  View 

Waring  Willis,  M.D.:  For  at  least  the 

last  century  the  physician  has  stood  in  the 
forefront  as  champion  of  the  cause  of 
“health  care  for  all.”  The  very  nature  of 
his  work  brought  him  in  close  contact  with 
poor  and  underprivileged  persons,  and 
the  family  physician  until  very  recently 
wrote  on  his  cuff  almost  as  many  charges  as 
he  recordi'd  in  his  ledgf'r.  The  hospitals 
of  America  were,  and  are,  staffed  by  physi- 
cians giving  freely  of  their  time  and  thought 
to  indigent  and  near  indigent  individuals, 
without  any  remuneration.  They  have 
extolled  the  privilege  of  such  duty  and 
counted  their  blessings  in  experience  and 
education.  I quote  this  reeonl  of  perform- 
anc(‘  merely  as  support  for  our  claim  to 
interest,  .second  to  none,  in  the  welfare'  of  the 
people  and  not  as  support  for  an  obx  iousiy 
outmode'd  system. 

Today,  becau.se  physicians  have'  sloexl 
te)gether  te>  subject  te>  careful  se-rutiny  anel 
in.spection  suggested  new  ideas  tor  me'dieal 
care,  they  have  been  called  reactionaries. 
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We  respectfully  reject  any  such  label  and 
point  with  pride  to  our  successful  advocacy 
of  opposition  to  plans  for  national  health 
insurance  in  the  past. 

As  the  spokesman  for  medicine  on  this 
panel  I will  attempt  to  state  the  case  for  the 
practicing  physician,  knowing  full  well 
that  my  colleagues  consider  disagreement  a 
form  of  constructive  criticism. 

Allow  me,  at  the  outset,  to  state  that 
physicians  are  supporters  of  any  plan  to 
dispense  medical  care  in  a better  way  to  the 
public  which  will  not  jeopardize  the  quality 
of  medical  care.  We  are  willing  and  eager 
to  cooperate  with  any  group  that  brings 
to  the  common  cause  the  requisites  of  good 
faith  and  open  minds.  We  are  happy  to 
be  associated  with  management  and  labor 
in  the  discussion  of  this  outstanding  socio- 
economic problem  of  paramount  interest 
to  every  American. 

Six  years  ago  the  American  Medical 
Association  appointed  a commission  on 
medical  care  plans  to  study  mechanisms  of 
all  types  and  origins.  The  commission 
concluded  by  urging  the  profession  to  under- 
take active  participation  in  the  study  and 
development  of  various  schemes  for  the 
provision  of  medical  care  of  high  quality. 

Phenomenal  progress  has  been  made  in 
prepayment  of  medical  care,  and  it  is, 
perhaps,  the  most  important  single  fact  in- 
fluencing any  suggestions  we  might  make. 
It  is  irrevocable  proof  that  the  voluntary 
health  insurance  programs  do  work,  are 
working,  and  can  continue  to  work.  In 
the  voluntary  prepayment  system  we  have 
evidence  that  the  people  want  to  exercise 
their  constitutional  rights  to  provide  for 
financing  their  medical  care.  Doctors 
everywhere  recognize  that  prepayment  is 
their  business  and  will  continue  to  give  in- 
creasing attention  to  it  on  local,  state,  and 
national  levels. 

There  is  an  awareness  that  there  are 
many  approaches  to  voluntary  prepayment, 
and  we  will  attempt  to  outline  a few  briefly 
and  emphasize  medicine’s  present  contribu- 
tion and  attitudes. 


Blue  Cross-Blue  Shield. — The  pre- 
payment plan  particularly  identified  with 
the  medical  profession  is  Blue  Shield. 
Blue  Cross-Blue  Shield  are  primarily  com- 
munity plans  started  by  physicians  and 
hospitals,  in  many  instances  without  money 
and  without  reserves.  They  were  begun 
with  good  will,  and  the  good  will  has  been 
used  to  support  reserves  in  instances  in  the 
past  and  can  be  used  in  the  future.  These 
facts  should  be  recognized  by  all  doctors. 
Their  agreement  to  accept  service  benefits 
is  the  foundation  of  Blue  Shield  and  makes 
it  particularly  theirs.  This  approach  and 
understanding  gives  physicians  an  eminent 
opportunity  to  fulfil  their  obligation  to 
help  expand  methods  for  adequate  pre- 
payment of  “health  care  for  all.”  Blue 
Cross-Blue  Shield  are  fundamentally  dif- 
ferent from  mutual  and  commercial  insur- 
ance companies  in  that  they  operate  in  a 
social  philosophy  all  their  own.  In  the 
beginning  Blue  Cross-Blue  Shield  departed  i 
from  many  fundamental  principles  of  in- 
surance to  make  voluntary  health  insurance 
work.  They  will  have  to  continue  to  depart 
from  these  principles  to  meet  the  challenge 
portended  by  increasing  public  demand. 
Within  the  framework  of  Blue  Cross-Blue  | 
Shield,  the  freedom  to  practice  solo,  in 
groups,  or  in  direct  service  prepayment 
plans  is  protected. 

Evidence  has  been  presented  that  Blue 
Cross-Blue  Shield  plans  are  in  need  of  con- 
solidation, both  on  a state  and  national 
basis,  to  meet  growing  competition  and  the 
demands  of  the  market  place.  The  pre- 
ferred place  of  Blue  Cross-Blue  Shield  in 
the  esteem  of  the  public  has  been  demon-  j 
strated  further  by  recent  acceptance  by 
Federal  government  employes.  These  Fed-  j 
eral  employes,  with  a wide  range  of  pre-  i 
payment  plans  competing,  chose  Blue  Plans 
51  per  cent,  commercial  insurance  plans 
30  per  cent,  and  direct  service  medical 
prepayment  plans  19  per  cent.  About  five 
out  of  seven  Americans  support  them  either  j 
directly  or  by  the  assistance  of  employers  | 
or  other  groups.  Five  of  sevini  doctors  I 
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participate  in  Blue  Shield  Plans.  The  Blue 
Plans  must  be  greater  than  they  are.  More 
doctors  must  participate,  and  they  must 
participate  more  effectively  if  their  ac- 
ceptance of  prepayment  is  to  be  known  to 
the  pubhc  and  to  influence  it.  We  must 
bring  to  prepayment  more  realistic  fee 
schedules  as  a mechanism  of  effective  pay- 
ment. To  this  end  relative  value  schedules 
are  being  developed  by  the  state  medical 
society.  The  quality  of  care  must  be  pre- 
served and  improved,  and  areas  of  care  must 
be  expanded.  In  this  connection  I should 
Like  to  draw  attention  to  the  fact  that 
Blue  Shield,  being  a corporate  entity,  is  in 
an  inappropriate  position  to  define  good 
medical  care.  Physicians,  through  their 
medical  societies,  are  the  policy-making 
bodies  for  Blue  Shield  in  this  regard. 

Commercial  Health  Insurance. — Com- 
mercial health  insurance,  another  form  of 
prepaid  health  insurance,  has  had  possibly 
the  greatest  growth  of  all  the  prepayment 
plans.  Regardless  of  the  fact  that  it  is 
sponsored  by  neither  management,  labor, 
nor  the  medical  profession,  it  has  had 
phenomenal  success  and  expansion.  Only 
in  a nation  whose  tradition  has  been  to  en- 
courage individual  initiative  and  responsi- 
bility could  such  a private  contribution  to 
the  financing  of  health  care  be  possible. 
One  of  the  important  qualities  of  commercial 
health  insurance  has  been  its  ability  to  make 
available  a variety  of  plans  to  meet  a variety 
of  needs.  It  has  proved  over  the  years 
that  medical  care  plans  will  be  modified  and 
liberalized  to  meet  the  patient’s  changing 
requirements.  The  essential  features  of 
commercial  health  insurance  plans  are: 

1 . They  provide  free  choice  of  physician 
by  the  insured  person. 

2.  They  provide  coverage  for  a broad 
range  of  medical  expenses. 

3.  They  include  deductibles,  thus  avoid- 
ing the  expensive,  uneconomic  handling  of 
a large  number  of  small  claims. 

4.  They  have  introduced  a coinsurance 
arrangement  with  the  objective  of  continuing 
the  individual’s  responsibility  and  interest  in 


the  cost,  volume,  and  quality  of  medical 
care. 

5.  They  have  reduced  materially  the 
distinction  between  the  benefits  paid  for 
medical  care  administered  in  the  hospital, 
physician’s  office,  or  home. 

Recently  the  use  of  basic  hospital-medical 
coverage  supplemented  by  a major  medical 
expansion  plan  has  come  into  use.  This 
type  of  plan  provides  insurance  protection 
against  expenses  arising  from  a wide  variety 
of  medical  services  and,  in  particular, 
provides  liberal  benefits  for  those  cases  in- 
volving a substantial  outlay.  Private  in- 
surance companies  have  supported  the 
principle  of  open,  free,  and  keen  competition 
among  all  kinds  of  legitimate  insurers. 

Because  of  the  rapid  growth  of  commercial 
insurance  plans,  it  has  been  neces.sary  to 
modify  and  change  underwriting  principles 
and  actuarial  theories.  The  fact  that  there 
have  been,  and  will  be,  changes  leads  to  the 
conclusion  that  commercial  health  insur- 
ance plans  are  capable  of  meeting  some  of 
the  challenges  of  “health  care  for  all.” 
Their  record  to  date  has  been  creditable. 

Group  Direct  Service  Medical  Care 
Programs. — Prepayment  by  means  of  group 
direct  service  medical  care  programs  has 
found  many  adherents.  There  are  a great 
variety  of  such  programs  scattered  about 
the  country,  some  of  them  developed  by 
labor  unions,  some  by  management,  some 
by  community  and  consumer  groups,  and 
some  by  the  medical  profession.  Medical 
group  practice  at  present  has  aligned  itself 
into  the  following  major  forms:  (1)  private 
medical  groups  with  fee-for-service  and 
direct  service  prepayment;  (2)  labor  union- 
sponsored  groups;  (3)  community-  and 
insurance-sponsored  groups;  and  (4)  medi- 
cal society-sponsored  groups  and  plans. 

Private  group  practice  plans  combined 
with  prepayment  represent  only  a small 
area  of  the  prepayment  mechanism,  but 
they  could  be  developed  and  possibly  could 
fulfil  a significant  segment.  The  renewed 
interest  in  private  medical  groups  as  a 
means  of  supplying  prepayment  care  is 
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probably  due  to  the  fact  that  increased 
costs  have  caused  those  interested  to  hope 
that  direct  economic  interest  by  the  doctor 
will  help  to  control  medical  and  hospital 
costs.  Most,  if  not  all,  of  these  private 
groups  were  formed  originally  to  serve  the 
prepayment  idea.  Many  of  these  groups 
maintain  open  panels  of  members,  but  a few 
have  entered  into  closed  panel  arrangements 
for  medical  care.  These  plans  are  essen- 
tially physician-sponsored  and  controlled. 

Union-sponsored  health  centers  are  not 
new.  The  International  Ladies’  Garment 
Workers  Union  was  set  up  in  1913  in  New 
York  City.  They  are  new,  however,  in  the 
group  practice  prepayment  idea.  Many 
of  these  union  plans  restrict  their  clientele 
to  membership  of  specific  unions.  Out- 
standing among  these  plans  is  the  Health 
Institute  of  St.  Louis,  for  families  of  mem- 
bers of  Local  t)88  of  the  Teamsters  Union. 
Almost  all  its  expenses  are  prepaid  by  em- 
ployer contributions,  negotiated  in  collective 
bargaining.  The  American  Federation  of 
Labor  Medical  Service  Plan  of  Philadelphia 
is  an  example  of  a multiunion  group  plan 
and  has  similar  arrangements. 

A few  labor  leaders,  community  groups, 
and  medical  people  are  beginning  to  think 
toward  the  future  by  a community-oriented 
approach.  In  this  connection  it  is  inter- 
esting to  note  the  recent  affiliation  of  the 
Transit  Employees  Union  of  Washington, 
D.C.,  with  the  cooperative  plan  Group 
Health  Association  and  also  The  Com- 
munity Health  Association  of  Detroit, 
which  was  inspired  by  the  United  Auto 
Workers  Union,  although  other  unions  and 
groups  participate  in  it.  Some  of  these 
unions  have  turned  from  a closed  panel  to 
the  fee-for-service  principle  with  great 
success  and  enthusiasm,  as  with  the  truck 
drivers’  union  in  Chicago. 

There  have  been  some  notable  examples 
of  medical  society-sponsored  plans  combined 
with  private  insurance,  such  as  the  San 
Joaquin  Foundation  in  California  and  the 
Marshall  Plan  in  western  Pennsylvania. 

Recently  much  publicity  was  given  to  the 


fact  that  the  united  steelworkers’  union 
had  received  a report  of  a survey  showing 
that  direct  service  prepayment  plans  seemed 
to  operate  more  economically  dollarwise 
than  other  forms  of  insurance.  There  was 
an  intimation  that  the  steelworkers  would 
begin  their  own  union-sponsored  plan  and 
build  their  own  hospitals.  No  doubt  these 
figures  are  correct,  but  do  they  carry  with 
them  the  emotional  security  for  the  members 
who  are  given  no  choice  but  to  accept  can* 
from  such  a plan,  since  they  are  compelled 
to  contribute  their  share  of  the  wages  agreed 
in  collective  bargaining?  Possibly  the  pur- 
chase of  health  services  for  captive  groups 
may  be  cheaper,  but  will  the  incentive  re- 
main to  keep  the  quahty  high?  I submit 
that  neither  captive  patients  nor  captive 
doctors  permit  an  environment  for  creating 
or  perpetuating  good  medical  care.  Will 
not  a wide  u.se  of  such  systems,  by  separate 
segments  of  the  community,  so  fragment 
medical  care  as  to  leave  those  who  are  not 
members  of  the  involved  groups  dependent 
on  the  skeletonized  ser\dces  which  remain  for 
the  rest  of  the  commimity? 

All  these  plans  of  prepaid  health  care  for 
all  have  merit  and  as  such  should  receive* 
the  support  of  physicians  in  their  efforts  and 
experiments  in  enlarging  the  area  of  cover- 
age. AVe,  likewise,  have  a responsibility 
to  the  public  to  make  known  our  disagree- 
ment and  to  support  our  rea.sons  for  such. 
An  air  of  frankness  and  cooperation  must 
exist  between  the  parties  involved. 

Increased  Costs. — There  are  certain 
areas  where  these  plans  find  material 
problems  and  where  we,  as  doctors,  can 
assist  in  finding  solutions.  The  effort 
exp(*nded  in  prepayment  usually  has  for  its 
ultimate  goal  increase  in  the  comprehensive- 
ness of  benefits.  As  this  objective  is  ap- 
proached, costs  mount  higher  and  higher. 
This  fact  alone  has  served  to  restrain 
many  experiments  in  prepayment.  This 
is  essentially  where  private  enterprise  differs 
with  the  outright  socialistu;  expansion  of  a 
benevolent  government.  A'oluntarv  plans 
can  move  only  as  actuarial  experience  can 
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be  gained.  Governments,  however,  have 
no  such  fears  or  requirements,  since  the 
ability  to  tax  needs  only  justification  in 
expenditures.  The  social  welfare  theorist 
would  have  us  believe  that  government 
somehow  can  create  wealth,  that  govern- 
ment can  do  it  cheaper  and  better,  and  that 
in  the  face  of  the  complexities  of  modern 
life  the  individual  person  is  incompetent. 

Wliile  we  all  subscribe,  I am  sure,  to  the 
desire  for  increased  comprehensiveness, 
should  we  not  ask  ourselves  a few  questions? 
For  example,  should  we  attempt  to  secure 
coverage  for  all  the  health  exigencies  of  life? 
This  of  course  brings  up  the  question  of 
deductible  versus  first  dollar  coverage. 
There  is  a danger  that  insistence  on  com- 
prehensiveness might  lead  to  the  destruction 
of  the  voluntary  system.  The  total  rise 
in  the  past  two  decades  in  the  consumer 
price  index  is  slightly  less  than  the  rise 
in  the  medical  cost  index.  The  greatest 
increase  is  in  hospital  rates.  Today  the 
average  person  has  greater  ability  to  pay 
for  medical  care  than  ever  before,  and  he 
can  purchase  a higher  quality  of  medical 
care.  Part  of  the  increased  expenditure 
has  been  due  to  a higher  level  of  health  edu- 
cation and  a better  understanding  of  the 
value  of  health  care.  Even  if  the  price  of 
medical  care  had  not  increased,  total  ex- 
penditures on  medical  care  would  have  done 
so.  This  trend  will  continue  as  long  as 
education  progresses  and  funds  become 
available  to  the  people. 

VVe  have  stated  that  the  greatest  in- 
crease in  the  cost  of  medical  care  is  in  the 
area  of  hospital  expen.ses.  Allowing  for 
inflation  and  the  increased  salary  of  per- 
sonnel, much  of  this  can  be  charged  to  dis- 
coveries and  ad^■ancements  in  medical 
science.  We  have  witnessed,  in  a few  years, 
marked  expansion  of  hospital  facilities,  such 
as  recovery  rooms,  intensive  care  units, 
progressive  care  plans,  premature  nurseries, 
and  eye,  bone,  and  blood  banks,  to  mention 
only  a few.  The  demands  for  laboratory 
determinations  has  increa.sed  even  though 
the  unit  cost  for  each  has  been  reduced 


consistently.  More  of  our  population  is 
able  to  pay  for  and  to  demand  the  best  in 
health  care.  More  hospitals  are  available, 
and  more  patients  can  use  them.  Mr.  J. 
Milo  Anderson,  of  Rochester,  New  York, 
states:  “There  is  a new  medical  sophistica- 
tion. Our  clientele  read  the  same  medical 
journals  as  we  do.  They  read  also  Readers 
Digest,  Woman’s  Home  Companion,  and 
Look  and  hear  of  new  advances  early  and 
demand  them  right  away.”  These  demands 
in  medical  care  will  continue  to  increase, 
and  with  them  will  go,  hand  in  hand,  an 
increase  in  costs.  In  this  area  physicians 
working  with  hospital  administrators  have  a 
responsibility  to  the  public  to  audit  critically 
the  trends  and,  as  far  as  possible,  to  prevent 
duplication  and  overutilization. 

Cost  Controls. — Unfortunately,  there 
exists  in  the  minds  of  many  people  the 
impression  that  insurance  can  create  wealth. 
This  rebounds  to  the  detriment  of  the  pre- 
payment principle.  The  public,  I am  sure, 
will  accept  the  necessity  for  rising  costs,  pro- 
vided they  are  assured  that  adequate 
thought  and  controls  are  being  exercised  by 
those  responsible.  The  question  of  controls 
embraces  an  area  too  extensive  for  moix' 
than  mention  in  the  space  allotted.  Es- 
sentially it  embraces  the  correction  of  poor 
underwriting  principles,  overcharging  be- 
cause patients  have  insurance,  departure  of 
the  physician  from  service  benefit  arrange- 
ments because  of  major  medical  riders, 
hospitalization  for  convenience  rather  than 
for  medical  necessity,  and  the  submission 
of  inaccurate  reports  by  the  physician  on  the 
urging  of  the  patient.  Physicians,  through 
their  county  medical  societies,  have  (h)UO 
much  to  perfect  measures  for  controlling 
these  abuses.  Strong,  well-supported 
county  societies,  through  review  committees, 
mediation  committees,  and  boards  of  cen- 
sors, are  demonstrating  to  the  exceptional 
few,  guilty  of  abuse,  that  such  will  not  lx* 
tolerated.  The  adoption  of  usual  or  cus- 
tomary fee  schedules  by  county  societies 
has  done  much  to  assist  these  committees  in 
their  work.  While  reasoning  and  moral 
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persuasion  are  the  main  teeth  in  this  en- 
forcement, many  medical  societies  have 
bylaws  that  give  the  mediation  committee 
full  power  to  recommend  suspension  and 
expulsion  from  the  society  for  a prac- 
titioner who  flaunts  its  will. 

To  help  conserve  the  public’s  health 
dollar  the  Medical  Society  of  the  State  of 
New  York  has  endorsed  the  Nassau  County 
plan  of  integration  of  hospital  review  com- 
mittees with  the  county  medical  society 
in  a community  or  regional  effort.  This 
plan  is  being  implemented  by  the  State 
society  on  a pilot  study  basis  in  various 
sections  of  this  State.  It  is  worthy  of  the 
support  of  all  physicians  and  hospital  ad- 
ministrators. 

Conclusion. — In  conclusion,  may  we 
say  then  that  “health  care  for  all”  on  a 
reasonably  comprehensive  basis  is  the  ob- 
jective of  the  physician  as  well  as  of  most 
other  interested  groups  in  the  community. 
Many  areas  of  disagreement  exist — whether 
it  should  be  compulsory  or  voluntary,  public 
or  private,  closed  or  open  panel,  and  whether 
all  health  care  is  insurable.  We,  in  medi- 
cine, have  controversies  particularly  our 
own  which  must  be  adjudicated:  Do  the 

plans  concentrate  on  hospitalization  and 
surgery  to  the  neglect  of  internal  medicine, 
general  practitioner’s  services,  diagnostic 
and  pathologic  procedures,  mental  care, 
drugs,  dentistry,  the  health  of  the  aged,  and 
other  aspects  of  the  health-care  complex? 

We,  in  the  medical  profession,  need  time 
to  expand  and  improve  the  voluntary 
mechanism,  but  we  must  realize  that  haste 
is  now  a compelling  force.  We  must  do 
these  things  in  the  area  of  freedom  of  the 
individual  or  lose  the  way  of  life  that  has 
been  America’s  particular  contribution. 

Good  will,  tolerance,  and  open  discussions 
in  meetings  such  as  these  will  help  us  in- 
evitably to  clo.se  ranks  so  that  we  all  can 
join  hands  in  a vision  of  a better  America. 

Dr.  Standish:  Thank  you.  Dr.  Willis. 

Our  next  speaker  has  devoted  his  life  to 
the  interests  of  llie  laboring  man.  lie  has 
worked  with  the  United  Steelworkers  of 


America  since  1936.  In  1949  Philip  Murray 
appointed  him  to  head  the  new  Department 
of  Insurance  Benefits.  This  department  was 
created  as  a result  of  the  steelworkers’ 
achievement  of  insurance  and  medical 
agreements  with  the  steel  industry.  Re- 
cently the  steel  industry  and  the  steel- 
workers’ union  joined  to  seek  better  values 
with  135  million  dollars  being  spent  annually 
for  the  medical  household  care  of  industry 
employes. 

Mr.  John  Tomayko  comes  to  us  from 
Pittsburgh,  Pennsylvania,  with  a message 
that  I’m  sure  will  be  of  interest  to  all. 

Labor’s  Point  of  View 

John  Tomayko:  In  glancing  over  the 
recent  issue  of  Harper’s  Magazine  I was 
rather  elated  to  find  that  in  this  area  the 
Rochester  group  was  singled  out  for  having 
made  a sensible  contribution  toward  an 
intelligent,  proper  type  of  hospital  planning, 
and  throughout  the  article  complimentary 
remarks  about  the  actions  of  the  people  who 
were  to  provide  medical  care  for  everyone 
throughout  the  United  States  were  rather 
infrequent.  It  was  encouraging  at  least  to 
note  that  within  this  geographic  area  we 
have  some  thinking  people  in  the  medi(*al 
profession. 

I think  the  first  thing  that  we  ha^'e  to 
acquire  if  we  are  ever  going  to  understand 
one  another  is  to  develop,  in  some  sense,  a 
greater  degree  of  mutual  faith  with  one 
another.  One  must  accept  the  fact  that  we 
in  labor  have  chosen  this  way  of  life  because 
we  sincerely  and  conscientiously  believe 
that  we  are  assisting  people  to  reach  a better 
standard  of  living.  We  are  attempting  to 
elevate  their  status  in  life.  And  why  the 
medical  profession,  organized  or  unorgan- 
ized, would  hesitate  to  sit  down  with  labor 
union  representatives  and  sensibly  discuss 
the  problems  that  beset  labor  unions  for  fear 
that  their  status  in  society  might  be  jeop- 
ardized is  more  than  I can  understand. 
As  a representative  of  a labor  union,  I am 
interested  not  only  in  doctors  maintaining 
their  status  in  society  and  their  economic 
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way  of  life,  but  also  in  adding  to  their  en- 
joyment of  living,  considering  the  long 
hours  of  work  and  the  torture  they  go 
through. 

I believe  that  most  recently  there  has 
been  evidenced  a changing  attitude  on  the 
part  of  the  American  public:  Statements 
coming  from  the  medical  profession — not 
necessarily  statements  concerned  with  the 
quality  of  medical  care,  but  statements  that 
affect  the  social  status  of  people  in  the 
United  States — are  disregarded  more  and 
more,  and  I think  this  must  be  recognized. 
The  medical  organization  has  opposed 
Social  Security;  it  has  opposed  amend- 
ments to  provide  Social  Security  benefits 
for  those  who  are  totally  disabled;  with 
historic  record  the  organized  medical  pro- 
fession is  working  against  its  members. 
Whether  they  want  to  hear  that  or  not,  I 
don’t  know,  but  I believe  that  it  is  an 
accepted  fact  here  in  the  United  States. 
The  American  public  wants  to  provide  for 
the  health  care  of  the  aged;  they  want  to 
work  out  a system.  I think  it  is  to  the 
benefit  of  doctors  that  they  assist  the 
American  public  in  formulating  its  opinion. 
It  is  hard  for  doctors  to  make  up  their 
minds.  First  they  are  against  it . . . then 
they  are  for  some  limited  type.  . .then 
they  are  for  this  only  ....  I believe  that 
thej^  get  themselves  involved  in  social 
problems  that  belittle  the  prestige  that  they 
deserve,  and  I wonder  sometimes  if  they 
are  not  getting  themselves  mixed  up  too 
deeply  in  problems  where  they  shouldn’t  be. 

Steelworkers’  Study. — I want  to  say 
a word  about  the  steelworkers’  study.  We 
liave  had  a health  care  program  for  about  1.2 
million  members  and  their  families  since 
1949.  It  was  a subject  of  vigorous  collective 
l)argaining  in  1949;  there  were  opportunities 
to  make  improvements  in  1954  and  in  1956; 
and  after  a strike  of  one  hundred  and 
sixteen  days  in  1959,  additional  improve- 
ments were  made.  Right  now  the  United 
Steelworkers’  union  through  collective  bar- 
gaining is  spending  $135  million  a year, 
mosi  of  it  going  toward  Blue  Cross-Blue 


Shield  premiums.  We  have  some  commer- 
cial insurance.  Commercial  insurance  in 
the  basic  steel  industry,  however,  is  pat- 
terned after  the  programs  of  Blue  Cross 
and  Blue  Shield.  Even  though  we  provide 
our  workers  in  Republic  Steel  (which  em- 
ploys 55,000  of  our  members)  with  a pro- 
gram of  health  care  or  medical  care  through 
the  Metropolitan  Life  Insurance  Company, 
this  company  has  adopted  the  Blue  Cross- 
Blue  Shield  program  in  toto.  The  over- 
whelming number  of  basic  steelworkers,  how- 
ever, are  in  the  Blue  Cross  and  Blue  Shield 
program. 

In  1958  we  began  to  become  concerned 
seriously.  The  cost  of  continuing  to  pro- 
vide this  program  was  getting  beyond  our 
reach  and  completely  beyond  our  ability  to 
bargain  collectively  on  this  subject  with 
any  degree  of  success.  We  were  authorized 
by  our  convention  in  1958  to  make  a critical 
and  analytic  study  of  our  own  effectiveness 
in  attempting  to  provide  a method  of  pre- 
payment for  medical  care  for  our  own 
members.  I think  the  kind  of  self-critical 
study  in  which  we  have  engaged  and  which 
has  attracted  some  degree  of  publicity — 
some  of  it  very  badly  misquoted— is  perhaps 
an  expression  of  our  honesty  and  sincerity 
in  this  field.  In  our  attempt  to  keep  our 
membership  completely  informed,  we  point 
out  our  weaknesses  and  our  ineffectiveness, 
something  that  many  labor  unions  don’t 
like  to  do  with  their  membership  as  it  is 
not  a popular  thing  to  criticize  oneself. 
We  point  out  rather  vividly  to  the  people 
that  even  though  we  provide  one  hundred 
and  twenty  days  of  semiprivate  care  with 
unlimited  extras  on  a service  benefit  basis 
through  Blue  Cross  for  each  member,  his 
family,  and  his  dependents  up  to  nineteen 
years  of  age,  even  though  we  provide  a 
$300  surgical  schedule  that’s  accepted  in 
Pennsylvania  by  the  Blue  Shield  partici- 
pating doctors  as  payment  in  full  for  those 
steelworkers  who  earn  $6,000  a year  or 
less,  and  even  though  the  cost  of  these 
programs  is  $135  million  a year,  we  are 
underwriting  only  41  per  cent  of  the  medical 
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bills  that  face  steelworkers.  This  is  the 
cause  for  their  dissatisfaction  with  the  steel- 
workers’ insurance  program ; with  this  great 
sum  of  money  they  feel  that  they  should 
have  a more  comprehensive  program.  We 
have  tried  to  explain  to  them  in  this  study 
why  their  program  is  limited  to  the  benefits 
that  we  have  attempted  to  underwrite. 
In  some  few  instances  we  have  inhospital 
medical  care,  but,  in  agreement  with  Dr. 
Willis’  statement  that  the  purpose  of  de- 
ductibles and  coinsurance  is  not  to  attempt 
to  underwrite  the  small  bill,  the  steel- 
workers’ union  decided  not  to  try  at  this 
time  to  imderwrite  home  or  office  visits. 
We  did  engage  in  1956  in  adding  to  the  $300 
surgical  schedule  a first  venture  on  a broad 
scale  of  diagnostic  benefits.  And  it  may 
interest  the  medical  profession  that  we 
heeded  the  advice  of  the  Pennsylvania 
medical  profession  in  including  in  our  pro- 
gram not  only  diagnostic  benefits  within  the 
hospital,  but  similar  benefits  that  would  be 
accessible  to  our  membership,  if  they  so 
chose,  on  the  outside.  By  providing  bene- 
fits such  as  this  we  thought  we  would  save 
money  in  the  long  run  and  people  wouldn’t 
occupy  beds  unnecessarily.  This  hasn’t 
materialized  actually.  We  have  no  evi- 
dence that  the  inclusion  of  outside  diagnostic 
benefits  has  cut  down  on  the  utilization  of 
hospital  beds. 

The  steelworkers’  union  is  fortunate  that 
within  the  steel  industrj^  one  of  the  12  large 
companies  is  the  Kaiser  Steel  Company. 
We  organized  the  Kaiser  Steel  Company; 
they  are  part  of  our  meml)ership.  We 
examined  not  only  our  experience  und('r  Blue 
Cross  and  Blue  Shield  and  the  commercial 
carriers  but  al.so  the  experience  of  our  people 
in  Fontana,  California,  utilizing  the  Kai.ser 
facilities  completely.  The  program  that  I 
have  neg()tiat('d  in  Fontana  gives  the  mem- 
ber.ship  there  a choice  of  selecting  ('ither 
the  Kai.ser  Ih'alth  Foundation  Plan  or  a 
<;ommercial  plan  underwritten  by  the  New 
York  lafe  Insurance  Company  similar  to 
the  Blue  Cros.s-Blue  Shield  type  plan; 
le.ss  than  2 per  cent  of  our  membership 


have  taken  advantage  of  the  commercial 
plan,  and  98  per  cent  are  participating  in 
the  Kaiser  Health  Foundation  Plan.  We 
not  only  have  that  experience  to  compare, 
but  farther  up  the  coast  in  California  there 
is  a new  venture  of  Kaiser’s  Health  Founda- 
tion in  the  Walnut  Creek  area.  The 
Walnut  Creek  area  is  adjacent  to  Pittsburg, 
California.  I personally  was  involved  six 
or  seven  years  ago  in  securing  the  partici- 
pation of  about  4,000  United  States  Steel 
Corporation  employes  in  the  Kaiser  Health 
Foundation  Walnut  Creek  facihties,  and 
they  do  this  on  a combination  basis.  They 
are  still  covered  by  the  national  Blue  Cross- 
Blue  Shield  pattern  that  we  have  negotiated 
with  the  industry,  but  these  people,  out  of 
pocket,  supplement  the  contribution  that 
they  originally  made  toward  their  insurance 
program  with  an  additional  contribution 
into  a Kaiser  Health  Foundation  Plan  which 
gives  them  a more  comprehensiv'e  program. 
It  gives  them  home  and  office  visits,  clinical 
services,  and  so  forth,  and  it  has  worked  out 
very  well.  This  is  all  voluntary  on  the  part 
of  the  people.  There  is  no  compulsion,  and 
yet  the  overwhelming  majority  of  our  people 
in  Pittsburg,  California,  participate  in  the 
Kaiser  Plan. 

In  our  study  we  examined  the  United 
Mine  Workers  venture  in  health  care. 
We  looked  at  the  St.  Ijouis  project,  we 
e.xamined  th(>  II. I. P.  (Health  Insurance 
Plan)  project,  we  examined  more  thoroughly 
the  Kaiser  Health  Foundation  project  in 
areas  where  the  steelworkers’  union  doesn’t 
exist.  These  are  the  facts  as  they  come  out 
to  us;  In  Blue  Cross  there  are  approx- 
imately 1,035  patient  da\'s  per  1,000  people; 
in  Kaiser  there  are  570  for  the  same  number. 
Inhospital  surgical  operations  throughout 
Blue  Shield  are  approximately  69  per  1,000 
people;  in  the  Kaiser  Foundation  we  find  33 
surgical  operations  per  thousand.  We  throw 
this  out  to  our  membership  and  to  the 
general  public.  Are  there  too  many  hospi- 
tal admi.ssions  under  Blue  Cross,  and  are 
they  staying  in  for  too  many  da.ys?  Are 
there  too  many  surgical  operations  under 
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Blue  Shield,  and  are  any  of  them  unneces- 
sary? The  American  Medical  Association 
has  a committee  to  examine  the  facilities 
and  the  type,  quality,  and  standards  of 
medical  care  of  the  Kaiser  Health  Founda- 
tion, and  they  have  endorsed  the  Kaiser 
Health  Foundation  as  providing  a high 
quality  of  medical  care.  We  know  also  by 
this  study  that  the  steelworkers’  union  is 
most  represented  in  23  counties  of  the  United 
States.  There  are  concentrations  of  10,000 
or  more  steelworkers  in  these  counties. 
The  only  county  in  New  York  State  with 
more  than  10,000  steelworkers  is  Erie 
Comity  in  Buffalo,  the  Lackawanna  area. 

We  don’t  think  that  the  steelworkers’ 
union  is  out  to  change  the  practice  of  medi- 
cine in  the  United  States,  but  we  feel  that 
in  these  concentrated  areas  of  steelworkers 
the  problems  of  steelworkers  are  really  the 
problems  of  the  community.  In  Clairton, 
Duquesne,  Homestead,  and  Braddock,  along 
the  Monongahela  River,  the  population 
consists  of  steelworkers.  True,  there  is 
a 5 and  10  cents  store,  clothing  stores, 
and  some  grocery  stores  in  the  town;  gen- 
erally steelworkers’  wives  or  steelworkers’ 
daughters  or  steelworkers’  sons  are  working 
there,  but  these  are  steel  towns  and  they 
are  community  problems  to  the  steel- 
workers’ union.  We  are  suggesting  to  the 
medical  profession,  to  the  steel  industry,  and 
to  the  public  at  large  that  if  these  facts  as 
we  have  uncovered  them  in  our  study  are 
to  be  given  serious  consideration,  it  would 
be  sensible  for  the  steelworkers’  union 
and  the  steel  industry  to  establish  certain 
pilot  projects  in  selected  concentrated  steel 
areas — two,  three,  four,  or  half  a dozen 
where  perhaps  we  would  establish  clinics 
and  where  we  would  build  if  necessary  a 
hospital,  but  only  if  necessary.  I think  it 
would  be  a complete  waste  to  advocate 
building  a facility  for  the  sake  of  having  a 
steelworkers’  union  name  on  it  if  there 
were  adequate  facilities  in  the  area.  We 
would  like  to  talk  with  the  doctors  in  these 
areas,  have  them  part  of  this  group,  and 
secure  outside  help  if  necessary.  In  one  of 


these  large  concentrations  of  steelworkers, 
for  example,  30  miles  south  of  Pittsburgh, 
there  are  over  25,000  steelworkers  and  their 
families,  and  there  isn’t  a pediatrician  within 
that  geographic  group.  The  hospital 
doesn’t  have  a pathologist.  We’re  inter- 
ested in  good  quality  of  medical  care,  and 
this  is  part  of  our  dissatisfaction.  We  are 
wondering  if  Blue  Cross  and  Blue  Shield 
are  sufficiently  interested.  We  think  we 
have  a right  to  be  concerned.  We  don’t 
think  that  we  are  going  to  make  the  deter- 
mination of  what  is  or  what  is  not  good 
medical  care,  but  we  think  that  the  members 
of  the  medical  profession  should  be  inter- 
ested in  learning  of  problems  that  we  know 
exist  and  that  we  call  to  their  attention. 

Labor  Advisory  Committee. — Perhaps 
the  Blue  Cross  and  Blue  Shield  organizations 
should  do  more  than  appoint  in  a rather 
gratuitous  fashion  one  member  from  labor  on 
their  Board  of  Directors.  I’m  not  sure 
that  that’s  effective  at  all.  And  generally 
the  person  who  is  appointed  occupies  a high 
position  of  a political  nature  within  the  labor 
union  in  that  area  and  is  not  a student  of 
the  problem.  He  may  know  very  httle 
about  the  operation  of  Blue  Cross  and  Blue 
Shield,  he  comes  to  a few  meetings  for  the 
record,  and,  if  he  has  any  conscientious 
feeling  at  all,  he  attempts  to  make  some  con- 
structive suggestions  in  the  early  meetings; 
out  of  frustration  he  just  forgets  about  it 
and  goes  along  with  the  gang.  But  I think 
that  if  they  are  seriously  concerned  with 
good  constructive  criticism  or  third  party 
intervention  they  might  give  some  consider- 
ation to  having  a labor  advisory  committee 
which  should  be  consulted  by  the  physicians 
in  Blue  Shield  whenever  they  develop  their 
fee  schedules.  I think  that  Blue  Shield 
should  be  free  to  operate  regardless  of  the 
feelings  of  the  labor  advisory  committee, 
but  there  ought  to  be  room  for  minority 
reports.  There  ought  to  be  evidence  to 
show  that  the  questions  that  beset  people 
and  some  of  their  dissatisfactions  at  least 
have  been  aired  and  that  the  people  who 
have  made  these  decisions  have  made  them 
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knowing  full  well  the  position  of  labor  and 
the  effect  that  it  might  have  on  the  partici- 
pating membership.  It’s  a thought  toward 
improvement. 

Human  Relations  Research  Com- 
mittee.— We  had  a disastrous  strike  in  1959. 
In  spite  of  losing  production  for  one  hundred 
and  sixteen  days  the  steel  industiy  is  only 
working  at  55  per  cent  of  capacity.  Layoffs 
l)egan  in  the  steel  industiy  early  last  spring, 
they  are  (‘ontinuing,  and  there  seems  to  be 
no  end  in  sight.  At  least  we  had  the  fore- 
sight in  our  (collective  bargaining  decisions 
to  establish  a Human  Relations  Research 
Committee  within  our  collective  bargaining 
agreements.  One  of  the  concerns  of  the 
Human  Relations  Research  Committee — 
among  seniority  problems,  wage  inequities, 
and  job  classification — is  medical  care.  I 
happen  to  be  the  chairman  of  the  medical 
(care  section  of  the  union  representatives. 
Kenneth  Houck  of  the  Bethlehem  Steel 
Corporation  is  my  counterpart.  Other  mem- 
bers of  the  committee  are:  Robert  O’Con- 
nor, M.D.,  the  medical  director  of  the 
United  States  Steel  Corporation  and  a 
representative  of  the  American  Medical 
Association  on  several  major  committees; 
Dr.  E.  M.  Carleton  from  the  Inland  Steel 
Corporation;  and  Robert  Albright  from  the 
United  States  Steel  Corporation’s  Wall 
Street  office.  We  have  given  them  the 
study. 

The  steelworkers’  union  is  probably  ahead 
of  the  steel  industry  in  making  a proper 
evaluation  of  the  effectiveness  of  our  insur- 
ance programs.  We  have  suggested  to  the 
steel  industry  that  we  have  meetings  with 
the  American  Medical  Association  and  the 
American  Hospital  Association  to  fulfil 
our  responsibility  of  doing  everything  within 
our  power  to  make  our  current  programs 
more  effective.  Is  there  a better  way  of 
working  with  the  medical  profession  and 
with  the  people  who  run  hospitals  so  that 
we  can  correct  some  of  these  wastes  in  our 
expenditures,  if  they  should  prove  to  be  so? 
Can  we  get  more  health  care  for  the  money 
we  are  able  to  spend?  We  have  written  to 


the  American  Medical  A.ssociation  and  to 
the  American  Hospital  Association.  I have 
had  conversations  with  Francis  J.  L. 
Blasingame,  M.D.,  and  with  Mr.  Hiram 
Sibley  of  the  American  Hospital  Association. 
We’re  having  a little  difficulty  in  coordi- 
nating available  dates,  but  they  have  ac- 
knowledged a willingness  to  meet  with  us  to 
begin  to  discuss  these  problems.  I think 
this  is  encouraging  and  should  be  en- 
couraging to  representatives  of  medical 
societies.  I would  hope  that  the  medical 
profession  could  lend  the  steelworkers’ 
union  some  weight,  weight  of  encouraging 
their  leadership  to  continue  these  types 
of  exploratory  discussions  and  perhaps  even 
to  join  with  us  in  test  pilot  projects.  There 
is  nothing  wrong  with  group  practice  from 
an  organized  medical  point  of  view;  th(> 
medical  profession  has  endorsed  it;  it  has 
come  of  age;  it’s  not  socialistic  any  more; 
and  doctors  might  want  to  find  out  for 
themselves  whether  or  not  a better  job  can 
be  done  on  this  basis  than  is  being  done  in 
Blue  Cross  or  Blue  Shield.  Can  we  do  it  in  i 
group  practice  having  it  underwritten  with 
Blue  Cross  and  Blue  Shield?  Maybe  they’ll  < 
remain  the  financing  agent.  I don’t  know 
how  it  will  work,  but  we  want  to  explore, 
we  have  to  find  a better  method  of  devel- 
oping more  comprehensive  health  care 
while  maintaining  a high  level  of  quality. 
We  join  with  the  medical  profession  in  this 
area.  This  is  the  problem  not  only  of  the 
employed  steelworkers  but  also  of  the  unem- 
ployed steelworker  and  the  retired  worker. 

Medical  Care  for  Unemployed  and  j 
Retired  Workers. — Right  now  there  are  1 
over  100,000  of  our  people  who  were  on  j 
strike  for  a better  insurance  program,  which  ( 
we  won,  and  who  are  not  working.  I * 
realize  that  there  have  been  four  major  I 
recessions  since  we  developed  this  program  j 
in  1949,  and  I realize  the  problems  of  the  'j 
unemployed.  For  the  first  time,  a great  j 
portion  of  the  money  we  had  available  to  us 
through  collective  bargaining  was  used  to  I 
provide  a continuation  of  Blue  Cross  and  •! 
Blue  Shield  for  the  first  six  months  of  layoff.  !| 
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Now  this  is  an  aid  to  the  medical  profession; 
this  is  an  aid  to  Blue  Cross  and  Blue  Shield. 
In  steel  areas  when  there  were  layoffs  Blue 
Cross  and  Blue  Shield  got  into  serious  finan- 
cial jeopardy.  Doctors  in  the  steel  com- 
munities had  a difiicult  time  collecting  their 
bills  from  laid-off  workers.  These  are 
things  that  we  are  doing  on  behalf  of  the 
medical  profession  and,  selfishly,  on  behalf 
of  our  membership  too,  because  we  want  to 
maintain  our  dignity.  We  want  to  pay  our 
way.  We  want  to  have  the  money  to  pay 
hills.  We  want  to  set  it  aside  for  layoff 
days.  And  in  the  same  sense  we  want  to  do 
it  for  our  retired  workers. 

We  were  able  to  negotiate  with  the  can 
industry  (which  represents  about  35,000 
of  our  membership)  health  care  for  the 
retired.  We  were  able  to  do  it  with  the 
aluminum  industry.  All  of  this  took  place 
last  year,  and  there  are  50,000  of  our  mem- 
bers in  the  aluminum  industry.  We  were 
unable  to  do  so  with  the  economic  settlement 
that  we  made.  Money  was  just  not  avail- 
able for  the  retired  worker.  However,  to 
facilitate  their  premiums  to  Blue  Cross  and 
Blue  Shield  the  steel  industry  agreed  for  the 
first  time  to  check  off  the  necessary  pre- 
mium from  the  pension  check.  This  was 
their  total  concession.  I tried  to  get  this 
for  several  years,  and  they  opposed  it  vio- 
lently because  they  felt  it  was  a step  in  the 
door  of  eventually  taking  over  the  cost  of 
health  care  for  retired  people.  But  I’ve 
run  into  extreme  difficulty.  I have  at- 
tempted to  develop  a uniform  program  for 
retired  people  through  Blue  Cross  and  a uni- 
form program  for  retired  people  through 
Blue  Shield.  I have  been  unable  to  do  so. 
I have  had  success  with  the  Blue  Cross. 
I have  been  able  even  to  secure  the  kind  of 
rates  that  I think  are  equitable  rates.  I 
have  not  been  able  to  do  that  with  Blue 
Shield.  We  have  a $200  surgical  schedule 
in  Pennsylvania  that  is  accepted  by  partici- 
pating physicians  as  payment  in  full  if  the 
income  is  $4,000  a year  or  less.  A retired 
worker  in  the  steel  industry  gets  about  $75 
a month  company  pension  if  he  has  worked 


the  full  span  of  thirty-five  years  before  re- 
tirement. Out  of  Social  Security  he  prob- 
ably gets  another  $110  so  that  he  has  an 
income  of  about  $185  a month.  This  is 
family  income.  There  isn’t  another  state 
or  another  Blue  Shield  plan  in  the  union 
which  will  accept  this  $200  schedule  of  re- 
imbursement that  has  been  devised  for  em- 
ployed people  with  incomes  of  $4,000  a year 
oi'  less.  They  will  not  agree  with  the  steel- 
workers’ union  to  accept  this  as  payment 
in  full.  In  fact  they  advocate  that  we  con- 
vert to  the  local  Blue  Shield  plan,  and  I’ll 
explain  the  quandary  that  I am  placed  in. 
In  Utah,  for  instance,  the  Blue  Shield  plan 
to  which  they  want  these  retired  people  to 
convert,  runs  to  reimbursements  as  high  as 
$675.  I provided  them  with  a $300  re- 
imbursement schedule  when  they  are  ac- 
tively employed  and  probably  making  as 
high  as  $6,000  a year.  Their  income  is 
reduced  by  over  two-thirds  on  retirement, 
and  they  are  going  to  convert  to  a schedule 
that  provides  greater  reimbursement  to 
the  medical  profession.  This  just  doesn’t 
make  sense  or  logic  to  me.  This  is  why  I 
say  that  I have  to  sit  down  with  representa- 
tives of  the  medical  profession  and  talk  to 
them  from  a sensible  point  of  view  about 
problems  that  beset  labor  unions  in  collective 
bargaining. 

We  have  many  problems;  I couldn’t  by 
any  stretch  of  the  imagination  go  through 
them  all  now.  We  think  we  are  making 
steps  in  the  right  direction.  I think  it  is 
absolutely  nonsense  for  the  medical  pro- 
fession to  continue  to  oppose  the  develop- 
ment of  a medical  care  system  for  the  aged 
financed  through  the  Social  Security  system. 
This  is  something  people  should  be  en- 
couraged to  do.  We  have  done  so  in  our 
insurance  programs — life  insurance,  sick 
and  accident  benefits,  and  so  forth.  We 
finance  life  insurance  on  an  actuarially 
funded  basis:  over  thirty  years  of  active 
employment  to  provide  a certain  amount  of 
money  valued  in  life  insurance  after  retire- 
ment without  cost.  The  program  of  con- 
tinued life  insurance  after  retirement  is 
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planned  for  people  who  set  aside  monies 
and  premiums  for  that  purpose  while  they 
are  working  so  that  it  will  be  paid  for  after 
retirement.  And  this  is  all  that  the  squab- 
ble is  about:  setting  aside  money  while  one 
is  actively  at  work  through  the  Social 
Security  tax  to  provide  the  monies  nece.ssary 
to  reimburse  the  physician  when  the  medi- 
cal service  is  rendered  after  retirement. 
'Phere  is  no  question  of  physicians  working 
for  the  govei'iiment  or  working  on  a salary. 
Thei'('  is  nothing  like  that  in  what  we  have 
been  advocating.  It  is  strictly  a matter  of 
sensible  financing.  The  doctor  probably  is 
joining  with  the  employer  in  a struggle  to 
keep  down  the  latter’s  taxes,  because  under 
Social  Security  the  employer  will  pay  50 
per  cent  of  this  financing.  And  that  is  what 
t he  whole  issue  is  about. 

Conclusion. — I think  the  medical  pro- 
fession is  being  sucked  in;  it  is  made  the 
whipping  boy.  No  one  is  clamoring  about 
giant  industries  opposing  medical  care  for 
the  aged.  The  medical  profession,  the  doc- 
tors, are  getting  the  black  eye  out  of  this, 
and  I think  they  ought  to  take  a good  look 
at  their  position  and  see  whether  or  not 
they  are  being  maneuvered  into  a bad  posi- 
tion. I want  to  keep  doctors  in  the  position 
of  high  esteem  in  which  our  membership 
holds  the  medical  profession,  and  I be- 
seech them  to  consider  and  reconsider 
some  of  their  past  actions  that  have  been 
taken.  They  must  take  another  look  at  the 
picture  and  look  at  our  side  of  the  coin  and 
make  determinations  of  whether  or  not  all 
of  these  are  good  judgments  on  their  part. 

I want  to  work  with  the  medical  pro- 
fession. I know  we  are  going  to  provide 
better  medical  care;  I know  we  are  going  to 
have  some  succe.ss  and  some  failures.  We 
don’t  expect  to  change  this  over  night,  but  I 
think  we  have  to  show  evidence  to  the  world 
in  the  sixties  that  labor  unions  and  medical 
professional  people  can  work  together  and 
can  develop  a system  of  medical  care  for 
people  in  these  United  States  that  we  can  be 
proud  of  and  can  show  as  an  example 
throughout  the  world. 


Uk.  Standish:  Thank  you,  Mr. 

Tomayko. 

Our  final  speaker,  Mr.  Donald  E.  Mc- 
Conville,  of  Rochester,  will  present  manage- 
ment’s point  of  view  on  health  care  for 
everyone.  Mr.  McConville: 

Management’s  Point  of  View 

Mr.  Donald  E.  McConville:  It  is  good 
bu.siness  to  fo.ster  good  health.  An  indus- 
trial health  program,  if  if.  is  1o  function 
properly,  should: 

1.  Provide  a safe  and  healthful  working 
environment. 

2.  Help  place  the  right  person  in  the 
right  job  through  evaluating  his  physical 
and  emotional  capacities. 

3.  Provide  prompt  and  proper  emergency 
care  for  employes  who  become  ill  or  injured 
at  work. 

4.  Promote  health  maintenance  for  all 
employes. 

5.  Aid  management  in  dealing  with  such 
situations  as  rehabifitation  of  cardiacs, 
handicapped  people,  and  problem  drinkers. 

6.  Establish  the  position  of  management 
as  a good  corporate  citizen  in  areas  in- 
volving community  health. 

7.  Provide  counsel  for  management  in 
programs  of  health  insurance. 

8.  Perform  effectively  and  economically 
with  the  realization  that  business  must 
operate  at  a profit. 

These  objectives  have  been  stated  by  the 
National  Health  Council.  While  such  an 
over-all  program  is  expensive,  the  benefits, 
in  my  opinion,  more  than  offset  the  cost. 
A recent  survey  of  1,900  companies  em- 
ploying fewer  than  250  people  indicates  the 
following  benefits  of  a sound  health  plan: 
(1)  occupational  di.sea,se  reduced  by  an  aver- 
age of  41  per  cent;  (2)  accident  decrease  of 
about  39  per  cent;  (3)  compensation  pre- 
miums lowered  by  24  per  cent;  (4)  absentee- 
ism lessened  by  28  per  cent;  and  (5)  labor 
turnover  reduced  by  25  per  cent. 

Community  Health  Facilities. — Not 
only  is  industry  concerned  with  the  health 
of  the  people  at  work,  but  it  is  interested 
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also  in  the  health  of  the  families.  The 
health  of  the  family  is  cared  for  only  if  there 
are  good  health  facilities  in  the  community. 
Hospitals  should  be  of  the  highest  quality. 
The  medical  care  available  should  be  com- 
plete, and  the  standards  should  be  of  the 
highest.  The  community  should  have  an 
adeciuate  supply  of  well-supervised  nursing 
homes.  Both  the  nursing  homes,  and  the 
hospitals  should  be  supplemented  by  home 
care  programs  under  the  direction  of  quali- 
fied medical  staffs.  Public  health  facilities 
should  afford  the  community  the  essential 
educational,  preventive,  and  protective  serv- 
ices. All  of  these  should  benefit  from  the 
existence  of  a community  health  council, 
such  as  exists  in  this  region  in  the  name  of 
the  Rochester  Regional  Hospital  Council. 

In  addition,  a community  planning  group 
should  exist  to  plan  for  the  present  and  future 
health  needs  of  the  people.  Such  planning 
should  explore  the  type  of  agencies  which 
can  supply  proper  care  to  all  groups  of 
people;  it  should  study  and  develop  ob- 
jective programs  to  meet  the  future  needs 
of  the  area. 

What  should  we  look  for  in  an  effective 
health  community  plan?  First,  adequate 
facilities  should  be  available  to  all  who  need 
health  care.  Second,  these  facilities  should 
be  used  wisely,  efficiently,  and  economi- 
cally. 

Voluntary  Plans. — In  my  opinion  the 
highest  standards  of  health  care  in  the 
world  are  in  daily  use  throughout  the 
United  States.  It  is  important  to  empha- 
size that  these  conditions  exist  in  the  only 
large  nation  which  has  a voluntary  hospital 
system  and  which  has  voluntary  medical 
care.  I am  convinced  that  our  high  stand- 
ards of  care  result  from  the  initiative  created 
by  this  voluntary  system.  It  is  granted 
that  each  and  every  part  of  these  systems 
is  not  perfect;  in  fact,  virtually  every  seg- 
ment can  be  and  must  be  improved. 

If  one  reads  the  supplement  in  the  Octo- 
ber, 1960,  issue  of  Harper’s  Magazine,  he  is 
exposed  to  comments  of  a very  critical 
nature  concerning  practically  every  aspect 


of  the  medical  profession.  Perhaps,  many 
of  the.se  articles  can  be  documented  or  are,  at 
least  in  part,  accurate.  I would  suggest 
that  eveiy  physician  obtain  a copy;  it  may 
make  blood  boil,  but  it  should  cause  doctors 
to  react  to  the  critici.sms  which  are  levelled 
at  them  and  their  profe.ssion.  Be  that  as  it 
may,  these  articles  tend  to  point  out  the 
changes  which  have  occurred  and  are  oc- 
curring in  our  American  society.  One’s 
attention  is  focu.sed  on  the  impact  of  these 
changes  and  the  opinions  that  are  current  in 
.some  quarters. 

Increasi.ng  Costs. — Undoubtedly,  the 
profusion  of  articles  dealing  with  the  in- 
creasing cost  of  health  care  has  made  many 
people  more  aware  of  the  cost  of  being  sick. 
While  I do  not  agree  with  the  thesis  of 
It’s  Cheaper  to  Die,  I am  inchned  to  believe 
that  the  general  public  may  have  looked  only 
at  the  price  tag  and  not  at  the  increased 
services,  knowledge,  and  care  inherent  in 
these  costs. 

Criticisms  have  been  made  and  will  con- 
tinue to  be  made  about  the  high  cost  of 
hospital  and  medical  care.  Criticisms  are 
hard  to  take.  Criticisms,  however,  can  be 
helpful  in  analyzing  the  purposes  and  direc- 
tion of  practically  every  social  phenomenon. 

The  medical  profe.ssion  has  gone  through 
the  first  stage  of  a critical  barrage.  Physi- 
cians in  the  second  stage  of  these  criticisms 
are  analyzing  and  evaluating  their  origin 
and  causes  and  are  taking  action.  The 
very  existence  of  criticisms  may  make  it 
possible  for  the  profession  to  take  effective 
steps  becau.se  the  patient  and  his  family 
will  be  more  receptive  to  the  necessary 
corrective  actions. 

All  of  the  attention  directed  at  increasing 
health  costs  will  not  be  wasted.  Public 
opinion  is  now  directing  the  thoughts  of  the 
medical  profession,  hospital  administrators 
and  board.s,  and  related  groups  to  a critical 
self-analysis.  Hospitals  are  seeking  ways  to 
minimize  unnecessary  admissions  and  to 
expedite  the  discharge  of  patients  who  no 
longer  require  general  hospital  care.  Phy- 
sicians as  individuals  and  as  members  of 
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medical  societies  are  weighing  the  merits  of 
increased  outpatient  facilities  as  compared 
with  elective  admissions. 

Progressive  Hospital  Care. — Progres- 
si^^e  hospital  care  as  now  operative  in  IVIan- 
chester,  Connecticut,  and  St.  Paul,  Minne- 
sota, is  receiving  interested  attention  from 
hospital  administrators  and  boards.  The 
Public  Health  Service’s  concept  of  progre.s- 
sive  patient  care  includes  the  following  five 
elements  of  patient  care  integrated  into  a 
continuing  recovery  program:  (1)  an  inten- 
sive care  unit  for  the  critically  ill;  (2)  an 
intermediate  care  unit  for  patients  whose 
condition  has  stabilized  and  who  require 
medical  care;  (3)  a self-care  unit  for  pa- 
tients who  are  physically  able  to  care  for 
themselves  and  who  require  restorative  care 
or  diagnosis;  (4)  a continuation  care  unit 
for  long-term  patients  requiring  prolonged 
care;  and  (5)  an  organized  home  care  pro- 
gram. 

Some  of  the  long-term  patients  probably 
would  have  to  be  kept  in  the  hospital,  but 
most  of  them,  as  well  as  many  short-term 
patients  who  no  longer  require  hospital 
facilities,  could  be  transferred  to  qualified 
nursing  homes  if  they  could  not  be  cared  for 
at  home. 

Cost  Controls. — Each  hospital  should 
have  a Utilization  Committee  to  study 
matters  pertaining  to  admission,  use  of 
services,  length  of  stay,  and  standards  of 
care.  That  there  is  need  for  such  com- 
mittees is  indicated  by  the  results  of  surveys 
in  many  communities  which  have  revealed 
frequent  instances  when  patients  have 
stayed  longer  than  necessary.  In  the  fu- 
ture, I am  sure  that  communities  will  ex- 
plore these  possibilities  before  contributing 
large  sums  of  money  for  hospital  facilities 
of  the  traditional  type. 

Physicians  must  demonstrate  leadership 
and  objective  influence  on  those  people  who 
will  be  responsible  for  the  construction  of 
new  medical  facilities.  They  should  ques- 
tion the  tendency  to  follow  the  old  paths, 
inspire  creative  thinking,  and  implement  it 
with  their  position  in  the  medical  commu- 


nity. Hospital  utilization  has  become  the 
concern  of  many  people  in  the  nation. 
Opinions  are  strong  as  to  who  should  and 
could  improve  the  present  dilemma  in  which 
we  find  ourselves. 

Anne  R.  and  Herman  M.  Sommers  in  the 
recent  Brookings  Institute  article  “Health 
Insurance:  Are  Cost  and  Quality  Controls 
Necessary?”  have  made  an  extensive  analy- 
sis of  health  insurance.  The  San  Joaquin 
Foundation  created  by  the  San  Joaquin 
County  Medical  Society  is  a very  interesting 
and  effective  approach  to  the  control  of  fee 
schedules  and  full  service  benefits.  In 
Philadelphia,  an  intensive  program  of  con- 
trolling the  costs  of  hospital  care  is  in  opera- 
tion. In  cooperation  with  the  Blue  Cross, 
the  Philadelphia  County  IMedical  Society 
has  created  a Physicians  Review  Board 
to  check  on  possible  hospital  misuse  by 
doctors,  with  special  attention  to  unneces- 
sary admissions,  overuse  of  ancillaiy  services, 
and  unnecessarily  prolonged  stays.  Sixteen 
classifications  of  admissions  have  been 
analyzed  to  determine  the  average  length 
of  stay  for  a specific  admission.  Appropriate 
action  is  recommended  if  a physician  re- 
peatedly violates  the  optimum  standards. 

It  would  appear  that  approaches  of  this 
general  nature  are  advisable  if  constructive 
steps  are  to  be  taken  to  minimize  the  in- 
creasing costs  of  hospital  and  medical  care. 
Such  approaches,  if  effecti\-e,  may  tend  to 
convince  the  public  that  a voluntary  hos- 
pital and  voluntary  medical  system  can 
meet  the  needs  of  our  society. 

Some  people  think  that  one  person  cannot 
do  much.  Well,  one  person  can  do  a great 
deal,  particularly  if  he  is  willing  to  cooperate 
with  others.  A phj^sician  can  be  the  spark 
needed  to  catalyze  a powerful  reaction  in 
his  community. 

Health  Care  for  the  Aged. — A burning 
issue  at  the  moment  is  health  care  for  the 
aged.  Recently  Congress  passed  a law' 
which  would  make  available  medical  care 
to  people  who  are  now  receiving  Old  Age 
Assistance.  In  addition,  people  who  can 
meet  the  normal  costs  of  living  w'ould  qualify 
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if  they  were  to  become  indigent  when  ill. 
However,  to  become  operative,  the  individ- 
ual states  will  have  to  supply  matching  funds. 

This  new  law  apparently  has  not  satis- 
fied many  of  the  proponents  of  medical 
care  for  the  aged.  In  this  connection,  it 
seems  to  me  that  an  objective  approach  to 
this  problem  would  be  to  appoint  an  ad- 
visory committee  to  determine  the  facts 
and  study  the  needs  of  the  aged.  This 
committee  should  include  the  medical  pro- 
fession, the  insurance  industry,  labor,  man- 
agement, social  scientists,  and  members  of 
the  general  public.  A committee  repre- 
senting these  broad  interests  would  thresh 
out  the  problems  and  develop  recommenda- 
tions. This  approach  has  been  successful 
in  the  field  of  Social  Security  and,  I believe, 
has  real  merit  in  the  area  of  medical  care 
for  those  over  sixty-five.  If  an  advisory 
committee  were  successful  in  working  out 
a satisfactory  program  for  those  over 
sixty-five,  the  insurance  industry  then  could 
improve  their  present  plans  for  the  younger 
members  of  our  society  at  virtually  no  in- 
crease in  cost. 

Conclusion. — In  conclusion,  I would 
like  to  quote  from  It's  Cheaper  To  Die: 
“Nothing  can  be  more  blunt,  for  example, 
than  the  terse  warning  of  Travis  T.  Wallace, 
President  of  the  Health  Insurance  Associa- 
tion. ‘If  we  don’t  do  the  job,  it  can  be 
said  with  certainty  that  the  Government 
will  take  over  our  business.’  ’’ 

Question  and  Answer  Period 

Dr.  Willis:  It  is  amazing  how  much 
in  agreement  the  practicing  physician  is 
with  many  of  the  comments.  There’s 
vSomething  the  matter  somewhere,  however, 
for  as  I listened  to  Mr.  Tomayko  I thought  he 
must  be  on  one  of  our  medical  committees 
because  he’s  talking  our  language.  I have 
been  trying  to  figure  out  where  our  diffi- 
culty is,  and  I am  sure  the  difficulty  is  in 
communications.  I believe  that  we’re  not 
getting  together  on  the  things  in  which  we 
believe  and  which  we  believe  in  jointly. 
Mr.  Tomayko  said  that  when  labor  people 


get  together  with  medicine  the  medical 
people  won’t  cooperate,  but  my  impression, 
as  I go  about  the  State,  is  that  when  medicine 
gets  together  with  labor,  labor  won’t  coop- 
erate, and  yet  we  talk  the  same  language 
here.  I have  a feeling,  and  I might  be 
wrong,  that  the  men  that  we  get  to  talk  with 
in  labor  at  the  various  levels  are  afraid  to 
commit  themselves.  I think  there  is  a 
little  lack  of  independence.  Now,  funda- 
mentally, we  believe  in  the  same  things. 
We  believe  in  a better  quality  of  medical 
care  for  the  people.  To  maintain  that 
quality,  we  feel  as  doctors  we  are  the  ones 
who  should  define  good  quality  in  medical 
care.  We  don’t  think  we  have  definite 
standards  for  judging  quality  of  medical 
care  at  present.  I think  we  have  to  show 
that  we  are  not  only  willing,  but  also 
cooperative  in  going  along  with  manage- 
ment, with  labor,  and  with  representatives 
of  the  consumers  to  find  how  best  to  finance 
medical  care  to  get  the  most  out  of  the  dollar. 

Maybe  we  could  state  that  as  our  credo 
in  this  particular  problem.  I am  sure 
that  we  in  medicine  have  very  poor  pub- 
licity, because  there  hasn’t  been  a thing  said 
here  by  these  two  speakers  that  medicine 
is  not  aware  of  and  that  the  medical  society 
in  this  State  is  not  doing  something  about. 

I’d  like  to  draw  everyone’s  attention  to 
the  Nassau  County  Plan  which  the  State 
society  has  espoused  as  a means  to  help 
control  the  overutilization  of  hospitals.  It 
is  very  similar  to  the  Pennsylvania  plan. 
As  has  been  brought  out,  it  is  a very  good 
plan,  and  it  needs  more  support.  We  ought 
to  support  it  because  it  is  what  we  believe  in. 
About  aging,  one  thing  that  medicine  has 
asked  for  was  delay  in  the  passage  of  any 
plan  for  the  aged  until  after  the  White  House 
Conference  on  Aging.  We  are  legislating 
again  without  facts.  We  in  medicine  are 
trying  to  have  the  local  community  find  out 
who  of  the  aged  are  in  need  of  help  and 
then  give  it  to  them.  The  place  where 
medicine  and  labor  differ  is  not  in  medical 
things  or  labor  things,  but  in  the  great 
over-all  philosophy  of  people  who  live  in 
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this  countiy.  Some  groups  want  things 
done  rapidly.  They  have  great  faith  in  the 
Federal  government.  Mr.  McConville  has 
said  that  many  people  feel  that  the  Federal 
government  should  take  over  because  an  in- 
dividual in  uniform  can  do  a better  job  than 
a civilian.  The  rest  of  us  feel  that  we  should 
beware  of  the  Federal  government.  The 
Federal  government  needs  strengthening  in 
a great  many  things,  but  not  in  this  particu- 
lar province.  We  feel  that  the  local  people 
are  better  able  to  discern  who  is  in  need  of 
government  monies  and  help  from  the 
government  in  Washington.  These  are 
fundamentals  which  are  not  medical.  They 
are  between  groups  in  this  countiy. 

It  has  been  a great  pleasure  to  be  on  this 
panel  and  listen  to  the  presentation  of 
both  labor  and  management. 

Dr.  Standish:  Are  there  any  questions 
from  the  audience  to  the  members  of  the 
panel? 

Question;  I should  like  to  ask  Mr. 
Tomayko  and  Mr.  McConville  what  they 
are  doing  in  their  respective  positions  as 
labor  and  management  to  get  publicity  to 
their  employers  and  union  representatives 
to  forward  the  utilization  of  hospitaliza- 
tion. 

Mr.  McConville:  If  one  takes  some 

of  the  statistics  that  Mr.  Tomayko  cited 
one  wonders  why  the  Blue  Cross  admi.ssions 
per  1,000  in  the  city  of  Rochester  are  133, 
commercial  contracts  have  150  per  1,000, 
and  the  Kaiser  Health  Plans  have  only  115 
admissions  per  thousand.  These  are  statis- 
tics not  easily  explained. 

Question:  The  problem  of  overutiliza- 
tion comes  up  continuously,  and  I get  the 
distinct  impression  that  the  majority  of 
representatives  of  business  or  companies, 
together  with  labor,  feel  that  it  is  the  doctors’ 
fault,  and  perhaps  it  is.  I have  not  seen 
any  articles  in  the  paper,  except  the  Wall 
Street  Journal  and  perhaps  an  occasional 
editorial,  regarding  patient  responsibility 
in  this  problem.  I feel  that  people  have  to 
be  made  aware  of  overutilization.  It  is  a 
strange  thing  when  somebody  says,  “Fm 


paying  for  this  insurance  and  I still  don’t 
feel  like  going  home  and  taking  care  of  the 
baby.”  It’s  putting  the  doctor  on  a very 
precarious  spot  to  say,  “Well,  you’re  ready 
to  go  home.”  I’ve  actually  lost  patients 
over  that.  I had  a run-in  with  an  officer 
of  the  gas  and  electric  company  because  I 
would  not  put  a patient  in  the  ho.spital  to 
have  an  x-ray  of  his  back.  Those  are  the 
problems  that  we  in  practice  are  having, 
and  I feel,  as  Dr.  Willis  does,  that  there 
is  not  enough  coordination,  nor  have  we 
educated  the  people  to  this.  Within  the 
last  five  years  this  gold  mine  of  health  in- 
surance has  suddenly  come  on  them.  They 
think  they  paid  for  it,  they  are  entitled  to 
it,  and  they  are  going  to  use  their  maximum 
benefit.  It’s  putting  everybody  on  the 
spot — including  labor,  management,  and  the 
medical  profession. 

Mr.  McConville:  If  anyone  thinks  there 
isn’t  anything  to  this  utilization  issue,  he 
should  study  various  hospitals  where  the 
ratio  is  from  3 to  4 to  5 beds  per  thou.sand 
in  the  community  and  see  what  the  utiliza- 
tion is  when  the  need  for  beds  is  great. 

Mr.  Tomayko;  We  have  just  published 
a special  study  and  made  public  distribution 
of  this  at  our  convention  in  Atlantic  City. 
This  study  was  authorized  because  of  ac-  | 
tions  taken  at  a preceding  convention  in 
1958,  where  there  was  con.siderable  discu.s- 
sion  on  the  increasing  costs  of  hospitaliza-  ■ 
tion.  Within  the  steelworkers’  union,  until 
1960,  the  bill  for  insurance  was  shared  on 
an  equal  basis  by  employer  and  employe  i 
of  a contributory  firm.  Possibly  we  have 
attempted  to  achieve  noncontributory  in-  ' 
surance  programs.  It  doesn’t  make  much 
difference.  Whenever  management  engages  < 
in  collective  bargaining  with  the  steel  in-  • 
dustry  an  over-all  economic  package  settle-  ■ 
ment  is  made.  If  the  program  is  all  con-  j 
Iributory  it  is  coming  out  of  money  that  \ 
would  otherwise  go  to  the  employe  in  wages.  , 
Something  else  within  the  steel  industry  is 
going  to  have  a decided  effect  on  the  minds 
of  the  steelworkers’  membership;  the  in- 
creased costs  for  Blue  Cross  and  Blue  Shield. 
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Maybe  this  was  very  sensible  but  it  was  done 
only  because  of  an  economic  decision  in 
collective  bargaining.  We  agreed  on  a non- 
contributory insurance  program  as  it  ex- 
isted on  January  1,  1960.  There  was  a 
price  tag  put  on  that  program,  and  our  in- 
surance program  was  valued  at  $20.16. 
We  are  all  familiar  with  the  escalation  of 
costs  whether  they  be  medical  costs  or  in- 
creases in  the  cost  of  living.  We  also  have 
tied  into  our  collective  bargaining  agree- 
ment a cost-of-living  increase  which  is  lim- 
ited to  3 cents  in  this  year  and  3 cents  next 
year,  a maximum  of  6 cents  during  the  life 
of  our  two-year  agreement.  However,  be- 
fore an  employe  will  get  any  cost-of-living- 
increase  w'hich  might  be  due  him  out  of  the 
price  index,  first  will  be  examined  the  cost  of 
the  insurance  program.  Has  this  risen 
beyond  the  $20.16?  There  is  a complicated 
formula  that  has  been  devised  and  agreed 
on,  and,  first,  charges  against  the  cost-of- 
living  wage  increase  because  of  increases  in 
the  price  index  will  be  absorbed  by  increases 
in  the  escalation  of  costs  in  the  insurance 
program.  We  have  a system  whereby  a 
union-appointed  actuary  and  the  industry- 
appointed  actuary  get  together  and  decide 
these  facts;  if  they  are  unable  to  decide  an 
impartial  actuary  will  make  this  deci- 
sion. I have  been  having  positive  conversa- 
tions with  our  actuary,  and  the  industry 
actuary  is  presenting  to  him  quite  substantial 
evidence  that  all  of  the  3 cents  that  might 
be  due  to  steelworkers  on  December  1 will 
be  absorbed  because  of  the  increase  in  the 
Blue  Cross  and  Blue  Shield  costs.  Nothing, 
certainly,  is  going  to  bring  more  to  bear  on 
the  minds  of  the  steelworkers  than  the  im- 
portance of  this  subject.  In  the  steel- 
workers’ union  we  are  going  to  have  to 
justify  this.  Our  membership  isn’t  going 
to  be  happy  because  they  didn’t  receive  this 
3 cents  increase  in  the  pay  envelope,  but 
rather,  this  went  to  the  insurance  company. 
They  are  going  to  demand  some  kind  of  an 
explanation  from  my  department.  “Why 
is  there  an  increase  in  Blue  Cross?  Why  is 
there  an  increase  in  Blue  Shield?”  and  I am 


going  to  have  to  explain  it  to  them. 

This  abuse  of  hospitalization  is  certainly 
going  to  come  out,  and  I do  not  concur  that 
this  abu.se  can  be  attributed  in  any  great 
measure  to  the  patient.  In  1950  when  we 
started  our  program  in  the  steel  industry, 
we  had  a company  by  the  name  of  Colorado 
Fuel  and  Iron  Corporation  which  is  located 
at  Pueblo,  Colorado.  The  total  premiums 
we  paid  on  behalf  of  our  8,000  members  em- 
ployed in  this  Colorado  plant  for  Blue  Cross 
this  one  year  were  $300,000.  At  the  end  of 
our  first  year’s  experience  in  Blue  Cross, 
the  Blue  Cross  Organization  practically 
went  bankrupt.  They  spent  $745,000  on 
behalf  of  our  membership  to  reimburse  the 
hospitals  and  were  only  paid  $300,000  in 
return.  Our  membership  was  suddenly 
faced  with  the  dilemma  of  having  a 100 
per  cent  increase  in  their  Blue  Cross  pre- 
miums if  they  were  going  to  continue  to  enjoy 
these  benefits.  This  required  great  study. 
We  made  a very  scientific  analysis,  and  I 
still  don’t  pretend  to  be  an  expert  in  this 
field.  I borrowed  a medical  dictionary  in 
examining  the  reasons  for  admissions,  and  I 
saw  something  like  376  cases  of  coryza.  I 
thought  this  must  be  some  kind  of  an  epi- 
demic. The  medical  dictionary  defines  co- 
ryza as  a head  cold,  if  I’m  not  mistaken,  or 
something  that  compares  very  favorably 
with  a head  cold.  I saw  lO’s  and  20’s  of 
cases  for  removal  of  corns  on  people.  Doc- 
tors have  put  these  people  in  hospitals.  I 
can’t  get  into  a hospital  in  Pittsburgh, 
Pennsylvania,  unless  my  admission  is  au- 
thorized by  a member  of  the  medical  pro- 
fession. 

I have  close  intimate  contacts  with  many 
members  of  the  medical  profession  in 
Allegheny  County  who  talk  to  me  and  who 
tell  me  about  meetings  of  the  staff  where 
they  are  acquainted  with  the  fact  that  15 
per  cent  or  20  per  cent  of  the  hospital  rooms 
have  been  empty  for  the  last  thirty  days 
and  they  must  get  them  fiUed.  This  is  the 
kind  of  encouragement  they  get  from  the 
hospital  administrator  who  has  economic 
problems  and  financial  problems  and  who 
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can’t  operate  that  hospital  without  going 
into  the  red  unless  they  have  their  beds 
filled.  All  this  takes  place,  however,  with 
a shortage  of  hospital  beds  in  this  United 
States.  These  are  problems  we  do  our 
best  to  acquaint  our  membership  with. 

We  have  a monthly  organ.  Digests  of 
this  study  are  given  to  the  monthly  organ. 
Every  delegate  gets  a copy  of  this  stud.y. 
Every  local  union  will  get  a copy  of  this 
study.  All  of  these  problems  are  explained 
to  our  membership  and  we,  to  the  limits  of 
our  financial  ability,  are  attempting  to  do  a 
public  relations  job  on  this  particular  prob- 
lem. 

Question:  I have  to  disagree  with  you 
on  the  patient.  biggest  problem  is  not 

to  keep  patients  in  the  hospital  but  to  keep 
them  out  of  the  hospital.  Many,  many 
times  patients  come  into  my  office  with 
temperatures  of  101  F.  They  have  a cough, 
or  they  are  sick.  They  say  they  have  hos- 
pital insurance  and  want  to  go  to  the  hos- 
pital. I admit  that  many  times  I don’t 
send  them,  but  if  a patient  looks  as  though 
he  has  symptoms  of  gas  or  indigestion,  I do 
an  examination  of  his  stool  in  the  office; 
if  I find  positive  results,  I make  arrange- 
ments to  do  another  examination  in  my 


office,  then  have  him  go  home  for  an  enema, 
and  give  him  an  appointment  a day  or  two 
later.  If  I don’t  find  cause  for  that  rectal 
bleeding  liy  x-raying  my  patient’s  intestinal 
tract.  I’d  be  subject  to  malpractice.  Many, 
many  times  I try  not  to  do  this,  but  I have 
to  make  a moral  decision.  If  my  patient 
says  he  can’t  afford  the  money  for  the 
x-rays  unless  he  goes  to  the  hospital,  what 
am  I going  to  do?  That’s  a question  I’d 
like  to  ask.  Now  that  is  where  I’ll  admit 
doctors  may  have  overutilization,  but  in 
many  instances  this  is  my  experience,  and  I 
practice  in  a small  town  of  3,')00  people  with 
a large  farmer  practice. 

The  problem  is  the  fact  that  we  are  edu- 
cating our  people  to  get  the  best  medical 
care — and  that’s  good.  In  the  magazines 
and  papers  they  are  told  to  see  their  doctor  if 
they  have  any  abnormal  s3'’mptoms  and  to 
have  a complete  study,  a blood  count,  blood 
tests,  and  x-rays.  This  is  making  things 
difficult.  That’s  why  I say,  gentlemen,  in 
spite  of  you  or  me  or  anybody  else,  the  cost 
of  health  care,  both  prevention  and  good 
modern  present-day  treatment,  is  going  to 
climb,  and  we  might  as  well  make  up  our 
minds  to  it  and  meet  it  one  waj'  or  the 
other. 


Increased  Employment  in  the  Health  Field 


Tlie  number  of  persons  employed  in  the  health 
field  is  rising  rajjidly,  Health  Information  Founda- 
tion re])orts.  In  1940  the  health  service  industries 
emj)loyed  about  7.8  iH'r.sons  j)er  1, ()()()  i)opulation, 
while  the  estimated  figure  for  1900  is  18.9  i>er  1,000. 
About  2.5  million  p('oj)le  -1  out  of  every  80  em- 
ployed persons  in  this  country — now'  work  in  the 
health  field.  In  1950  the  number  of  workers  in  this 
field  was  about  1.0  million. 

Since  tlu!  turn  of  the,  century  the  number  ofa(fiv(' 
])rofessional  nurses  in  this  country  has  iiuTcascd  from 


less  than  1,000  to  504,000.  Almost  two  thirds  of 
today’s  nurses  are  employed  in  hospitals  and  re- 
lated institutions. 

In  recent  years  the  nation’s  supply  of  health 
workers — physicians,  dentists,  nurses,  and  others — 
has  grown  more  rapidly  than  the  population  as  a 
whole.  According  to  Health  Information  Founda- 
tion, “the  1960  Census  may  very  well  show'  that 
within  the  last  decade  the  health  field  has  risen  from 
seventh  to  third  place  among  major  U.S.  industries 
in  terms  of  numbers  of  jjcrsons  employed.” 
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CardioDnsciilar  Effects  of  Toxic  Occupational  Exposures 

LEOX  J.  AVARSHAW,  M.D.,  F.A.C.P.,  XEAV  YORK  CITY 
{From  The  C.ardiomHcutdr  Research  Unit,  Beth  Israel  Hospital) 


T X RECEXT  years  new  chemicals,  new  proc- 
esses,  and  new  forms  ,of  stress  have  been 
introduced  into  the  working  environment  at  a 
tremendous  rate.  During  the  same  period 
there  has  been  a concomitant  increase  in 
the  number  of  individuals  in  the  national 
work  force  Avith  clinical  or  latent  cardio- 
A^ascular  disorders  that  may  make  them 
particularly  susceptible  to  further  cardiac 
injury.  Consequently,  the  cardioA’ascular 
effects  of  toxic  occupational  exposures  are 
becoming  increasingly  important  not  only 
to  physicians  in  industry  but  also  to  all 
those  who  treat  the  cardiac  Avorker. 

Just  as  it  is  able  to  AA’ithstand  the  stress 
of  strenuous  physic-al  exercise,  the  normal 
heart  generally  is  quite  resistant  to  toxic 
exposures  of  a seA'erity  compatible  AA’ith  the 
recoA'ery  of  the  victim.  The  damaged 
heart,  on  the  other  hand,  is  much  more 
susceptible  to  injury.  Just  as  its  capacity 
to  support  physical  activity  is  diminished, 
its  ability  to  resist  the  effects  of  toxic  ex- 
posures of  eA’en  relatiA'el}^  mild  intensitj^ 
may  be  impaired.  Since  the  deleterious 
effects  of  A^arious  stresses  on  the  heart  are 
additive,  the  cardiac  Avorker  Avho  is  engaged 


in  moderate  muscular  actiA'ity  is  much 
more  likely  to  suffer  additional  heart 
damage  Avhen  he  is  exposed  to  a toxic  agent 
than  is  a Avorker  whose  job  is  entin'ly 
sedentary. 

The  cardioA^ascular  effects  of  toxic  occu- 
pational exposures  are  frecpiently  OA^er- 
looked.  In  many  instances  they  may  be 
masked  completeh^  by  more  obAuous  indi- 
cations of  injury,  such  as  skeletal  or  central 
nei'A’ous  system  trauma,  pulmonary  irrita- 
tion, or  asphyxia.  Also,  in  many  cases  the 
eA'idence  of  cardioA'ascular  toxicity  may  not 
appear  until  some  time  after  the  exposure 
has  occurred.  Particularly  important  in 
this  regard  are  the  pulmonary  edema  and 
its  sequelae  which  are  produced  by  nitrogen 
oxides  and  the  acute  arrhythmia  and  sudden 
death  caused  by  trichloroethylene.  These 
may  appear  minutes  or  eA^en  hours  after  an 
apparently  unharmed  indiA’idual  has  es- 
caped from  the  exposure.  There  are  also 
cases  inA'olA'ing  asphyxia  or  carbon  monoxide 
poisoning  in  Avhich  eA'idence  of  myocardial 
damage  may  not  be  detected  for  days 
following  the  accident. 

It  should  be  made  clear  that  the  term 
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TABLE  I. — Mechanisms  of  Cardiovascular  Toxicity* 


Heart 


Circulation  Transport  of  Oxygen  Bod^"  Chemistry 


Myocardial  injury  and 
necrosis 

Rhythm  changes 
Interference  with  intra- 
cardiac  conduction 
Impairment  of  coronary 
blood  flow 

Bacterial  endocarditis 
Focal  myocardial  infections 
Pericarditis 


Arterial  hyperten- 
sion 

Arterial  hypotension 

Stimulation  or  in- 
hibition of  cardiac 
reflexes 

Increase  or  decrease 
of  blood  coagula- 
liilit.y 


Factors  influencing 
respiration: 

Asphyxia 

Central  respiratory 
depression 
Pulmonary  irrita- 
tion and  edema 
Pidmonary  fibrosis 
and  emphysema 
Pneumoconiosis 
Diminished 

partial  pressure  of 
oxygen 

Factors  influencing  0x3'- 
gen-carrying  capacity 
of  blood; 

Methemoglobinemia 
Sulfhemoglobinemia 
Carbon  monoxide- 
hemoglobin 
Anemia  (bone  mar- 
row depression  or 
intravascular 
hemolysis) 


Stimulation  of  meta- 
bolic activity 
Electrolyte  and  fluid 
imbalance 

Increased  or  decreased 
hormone  secretion 
Anti-enz3’me  effects 
H\'poglvcemia 


“occupational”  as  used  here  is  not  neces- 
sarily synonymous  with  “compensable.” 
The  former  is  used  as  a medical  or  scientific 
term  to  denote  that  the  factor  to  which  it  is 
applied  occurs  in,  or  is  related  to,  either  a 
work  activity  or  the  environment  in  which 
the  work  is  being  performed.  The  latter  is 
e.s.sentially  a legal  term  to  signify  that  the 
effects  of  the  occupational  exposure  or  occu- 
pational stress  may  fall  within  the  applica- 
tion of  a Workmen’s  Compensation  Law. 
Since  these  effects  usually  are  well  defined 
by  the  letter  of  a particular  Workmen’s 
Compensation  Code  or  the  interpretations 
that  guide  its  administrators,  “compen- 
sable” is  manifestly  a narrower  and  more 
restrictive  term. 

The  mere  presence  in  the  working  envi- 
ronment of  an  agent  or  a set  of  conditions 
capable  of  producing  cardiovascular  toxicity 
should  not  lead  automatically  to  its  implica- 
tion as  the  cause  of  clinical  signs  and 
symptoms  in  a particular  individual.  It 
must  be  proved  that  the  exposure  was  of 
sufficient  inten.sity  and  duration  and  that  it 
occurred  in  a manner  that  justifies  branding 
it  as  the  causative  agent  of  the  clinical 
syndrome  observed.  For  example,  a re- 


cent case  of  acute  hemorrhage  was  labeled 
as  occupational  toxicity  when  it  was  learned 
that  its  victim  was  employed  by  an  exter- 
minating company  known  to  use  large 
amounts  of  warfarin  sodium.  An  alterna- 
tive diagno.sis  was  sought,  however,  when 
more  detailed  inquiry  revealed  that  the 
patient  worked  in  the  shipping  department 
where  he  handled  the  bills  of  lading  and  the 
containers  of  warfarin  .sodium  but  never  had 
any  direct  contact  with  the  chemical  it.self. 

Toxic  exposures  may  affect  the  cardio- 
vascular apparatus  either  by  the  demand 
for  increased  cardiac  work,  as  seen  with 
expo.sure  to  heat  and  humidity  or  cor  pul- 
monale secondary  to  pneumoconiosis,  or  by 
one  or  more  of  a A^ariety  of  mechanisms  that 
directly  or  indirectly  impair  its  capacity  to 
maintain  a sati.sfactory  circulation  (Table 
I).  As  in  the  case  of  strenuous  physical 
work,  the  ability  of  a heart  to  withstand  a 
particular  exposure  depends  on  the  extent 
of  the  cardiac  reserve  and  the  intensity  of 
that  exposure.  Thus,  a normal  heart  may 
withstand  a considerable  exposure  to  a par- 
ticular toxic  agent,  while  a lesser  exposure 
will  produce  additional  damage  in  a heart 
already  impaired  by  a pre-existing  disease. 


2284 


New  York  State  J.  Med. 


CARDIOVASCULAR  EFFECTS  OF  TOXIC  OCCUPATIONAL  EXPOSURES 


TABLE  II. — Clinical  Features  Associated  with  Acute  Myocardial  Injury' 


Symptoms 

Physical  Findings 

Laboratorj' 

Findings 

Electrocardiographic 

Findings 

Complications 

Fever 

Softening  or  diminution 

Leukocytosis 

Extras3'stoles  or  arrhjdh- 

Acute  circulatory 

Weakness 

of  first  sound 

Elevated  sedimenta- 

mia 

collapse 

(“.shock”) 

Tachycardia 

(“tic-tac”  rhythm) 

tion  rate 

Elevation  or  depression 

Palpitation 

Apical  systolic  murmur 

Elevated  serum 

of  S-T  segments 

Congestive  heart 

Precordial 

Cardiac  dilatation 

transaminase 

Flattening  or  inversion 

failure 

pain 

Syncope 

Gallop  rhythm  (usually 
indicates  impending 
congestive  failure) 
Extrasystoles  or  ar- 
rhythmia 

levels 

of  T waves 

Prolonged  P-R  interval 
Prolonged  Q-T  interval 
Heart  block 

Embolic  phenomena 
(from  mural 
thrombosis) 
Postural  hypoten- 
sion 

TABLE  III. — Systemic  Effects  of  “Small”  Doses  of  Toxic  Agents* 


Symptoms 


Signs 


Unusual  fatigue,  lassitude,  or  irrita- 
bility 
Headache 

Gastrointestinal  disturbances  (nausea, 
anorexia,  “gas,”  epigastric  pain) 
Palpitation 
Precordial  pain 
Dizziness 

Pain,  numbness,  or  tingling  in  ex- 
tremities 

Dyspnea  on  slight  exertion 


Fall  in  pidse  pressure 

Rise  in  diastolic  pressure  without  accompanying 
rise  in  systolic  pressure,  or  fall  in  systolic 
pressure  without  fall  in  diastolic  pressure 
Ultimatelj",  fall  of  both  sj'stolic  and  diastolic 
pressures  to  low  levels 
Fall  in  venous  pressure 
Reduced  tonus  of  skeletal  muscles 
Changes  in  intensity-frequency  distribution  of 
cardiac  vibrations 
Changes  in  pulse  rate 
Changes  in  electrocardiogram 

Diminution  of  voltage  of  T waves  in  any  lead 
Sometimes,  increased  P-R  interval 
Decreased  resistance  to  stress 


*Foulger,  J.  H.:  Chemical  agents  and  disease,  in  Sodeman,  W.  A.,  Ed.:  Pathologic  Physiology,  2nd  ed., 

Philadelphia,  W.  B.  Saunders  Co.,  1956,  p.  269. 


Further  complications  arise  from  the  fact 
that  toxic  occupational  exposures  usually 
involve  not  one,  but  several  toxic  agents 
whose  effects  are  additive  to  those  of  the 
other  forms  of  stress — physical,  emotional, 
and  so  forth^ — -with  which  the  victim  may  be 
burdened  at  the  time  of  his  exposure.  For 
example,  myocardial  damage  in  a worker 
overcome  by  exhaust  fumes  will  represent  a 
composite  of  the  effects  of  the  circulatory 
demands  produced  by  the  emotional  stress 
of  his  dangerous  situation  and  the  physical 
stress  of  his  struggle  to  remove  himself 
from  it,  the  limited  ability  to  meet  those 
demands  because  of  ischemia  owing  to  pre- 
existing coronary  atherosclerosis,  the  dimi- 
nution of  the  oxygen-carrying  capacity  of  the 
blood  produced  by  carbon  monoxide,  the 
asphyxiant  effects  of  the  inert  components 
of  the  fumes,  and  the  increased  bronchopul- 
monary secretions  induced  by  inhaled  irri- 
tants. Another  worker  subjected  to  the 


same  exposure  might  escape  without  the 
myocardial  damage  if  he  had  less  athero- 
sclerotic impairment  of  coronary  blood  flow 
or  if  he  was  overcome  quickly  and  had  to  be 
rescued  by  others,  thus  sparing  his  heart 
the  burden  of  supporting  the  muscular  activ- 
ity of  his  struggle  to  escape. 

When  the  clinical  features  associated  with 
myocardial  injury  (Table  II)  are  encoun- 
tered following  an  occupational  exposure  of 
sufficient  intensity  and  duration,  and  under 
circumstances  in  which  it  is  known  to  be 
capable  of  cardiovascular  toxicity,  the  toxic 
agent  may  be  incriminated  safely  as  a 
causative  agent.  With  exposures  of  lesser 
intensity,  however,  the  relationship  between 
the  toxic  agent  and  the  signs  and  symptoms 
presented  by  the  presumed  victim  of  an 
exposure  to  it  becomes  much  more  obscure. 
The  .signs  and  symptoms  associated  with  an 
exposure  to  small  doses  of  toxic  agents 
(Table  III)  are  anything  but  specific.  In 
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TABLE  IV. — Classification  of  Agents  Causing  Occupational  Toxicity* 


Physical 

Biologic 

Chemical 

Alinormal  temperature  and 
humidity 

■Abnormal  barometric  pressure 
Motion,  acceleration,  and  gravity 
t’ibration,  noise,  and  ultrasound 
Radiant  energy  (light,  ultraviolet, 
infrared) 

Electricity 
Ionizing  radiations 

Infectious  diseases 
Bacterial 
Rickettsial 
Viral 

Protozoan 

Fungal 

Parasitic  diseases 
Venoms  and  animal  toxins 
■Allergens 

Dusts 

Gases  and  fumes 
Aletals 

■Acids  and  alkalis 
Solvents 

Other  organic  compounds 

fact,  they  may  be  oliserved  in  \'irtually 
eveiy  physiologic  and  functional  disturbance 
encountered  in  clinical  practice.  Therefore, 
the  accurate  diagnosis  of  the  cardiovascular 
effects  of  an  occupational  exposure  requires 
a knowledge  of  the  nature  of  the  toxic 
substance  or  condition  involved  and  of  the 
intensity  and  duration  of  the  exposure. 
Furthermore,  the  signs  and  symptoms  pre- 
sented by  the  presumed  victim  must  be  in 
accord  with  the  patterns  of  toxicity  char- 
acteristic of  that  agent  in  the  form  in  which 
it  was  encountered.  Finally,  a knowledge 
of  that  individual’s  exact  cardiovascular 
status  prior  to  the  exposure  may  enable  one 
to  distinguish  the  effects  of  the  exposure  from 
those  of  a pre-existing  cardiovascular  im- 
pairment. 

In  the  brief  time  allotted  to  this  pres- 
entation it  is  manifestly  impossible  to 
attempt  more  than  an  outline  of  the  toxic 
occupational  exposures  associated  with  car- 
diovascular disease.  A few  will  be  singled 
out  for  special  mention  because  of  the  fre- 
quency with  which  they  are  overlooked. 
However,  reference  to  the  comprehensive 
publications  on  toxicology  should  be  made 
for  more  detailed  information  about  any 
specific  agent. 

Toxic  occupational  exposures  usually  are 
classified  in  three  categories:  physical 

agents,  biologic  agents,  and  chemical  agents 
(Table  IV).  Not  all  these  agents  are 
associated  with  cardiovascular  toxicity. 
With  many,  the  cardiovascular  effects  are 
greatly  overshadowed  by  their  effects  on 
other  organs,  notably  the  central  nervous 
system,  and  they  may  appear  only  wdth 


exposures  sufficiently  intense  to  cause  over- 
whelming toxicity.  With  some  agents,  how- 
ever, the  cardiovascular  effects  play  a 
prominent  role  in  their  general  pattern  of 
toxicity,  either  as  an  immediate  effect  of  the 
toxic  exposure  or  as  a delayed  consequence  of 
either  the  exposure  itself  or  the  response  to 
its  actions. 

Physical  Agents 

Today,  as  the  horizons  of  the  aviation 
age  extend  from  the  earth’s  atmosphere  into 
interplanetary  space,  the  pathophysiologic 
effects  of  abnormal  barometric  pressures, 
motion,  acceleration,  and  gravity  have 
drawn  much  attention.  Those  concerned 
with  the  human  engineering  of  experimental 
and  military  aviation  and  of  interplanetary 
flight  have  been  most  actively  concerned 
with  these  conditions.  However,  in  many 
regions  industrial  operations  are  conducted 
at  altitudes  at  which  the  lowered  partial 
pressure  of  ox}^gen  may  be  a serious  threat  to 
individuals  with  heart  disease.  Even  in  nor- 
mal individuals,  such  lowered  oxygen  pres- 
sure enhances  dangerously  the  effects  of 
exposure  to  toxic  ga.ses,  notably  carbon  mon- 
oxide. 

The  toxic  effects  of  exposure  to  increased 
barometric  pressure  formerlj'^  concerned 
only  those  physicians  likely  to  encounter 
deep  sea  divers  and  “sandhogs.”  This 
has  become  a subject  of  much  more  general 
interest,  however,  thanks  to  the  current 
popularity  of  skin  diving  as  a sport  and, 
increasingly,  as  a means  of  livelihood. 

Most  important  of  the  physical  agents 
causing  cardiovascular  toxicity,  however,  is 


2286 


New  York  State  J.  Med. 


CARDIOVASCULAR  EFFECTS  OF  TOXIC  OCCUPATIONAL  EXPOSURES 


TABLE  V.^ — Infectious  Diseases  in  Which  Myocarditis  Has  Been  Observed* 


Bacterial 

Rickettsial 

X 1 1 1 o V Lion  b 

Viral 

Spirochaetal 

and 

Treponemal 

Fungal 

Parasitic 

Lobar  pneumonia 

Epidemic  typhus 

Rubeola 

Weil’s 

-Actinomyoeosis 

Amebiasis 

Bronchopneumonia 

(European) 

Chickenpo.y 

disease 

.Aspergillosis 

Malaria 

Diphtheria 

Epidemic  murine 

Poliomyelitis 

Relapsing 

Coccidioidomy- 

Sarcosporidiasis 

Scarlet  fever 

t^•phus 

Influenza 

fever 

cosis 

To.xoplasmosis 

Meningiti.s 

Scrub  tj’phus 

■Atypical  pneu- 

Syphilis 

-Moniliasis 

Trypanosomi- 

Gonorrhea 

(Tsutsuga- 

monia 

North  American 

asis 

DysenterA' 

mushi ) 

Guillain-Barre 

blastomj'cosis 

Heterophvdi- 

Brucellosis 

Rocky  Mountain 

syndrome 

Cr\'ptococcosis 

asis 

Tularemia 

spotted  fever 

Infectious  mono- 

Mucormycosis 

Chagas  disease 

Acute  nasopharyngi- 
tis. tonsillitis 
Tuberculo.sis 
S(!pticemia,  staphy- 
iococcus,  streplo- 
coccus 

nucleosis 
Yellow  fever 
-Mumps 
Ba\'ou  fever 
Epidemic  hemor- 
rhagic fever 
Smallpo.\ 
Pertussis 

Leishmania.sis 

Balantidiasis 

Schistosomiasis 

Sparganosis 

Cysticerosis 

Echinococcus 

disease 

Strongyloi- 

diasis 

Trichinosis 

*Manioti,  W.  Myocarditis;  a frequent  complication  of  systematic  disease,  A.M.A.  Arch.  Path.  61;  .‘129 
(1956). 


e.xposure  to  extremes  of  temperature  and 
humidity.  At  one  time  or  another  this  is  of 
concern  to  every  industrial  physician.  The 
increased  fatigue,  discomfort,  and  other 
symptoms  leading  to  a reduction  in  the 
quantity  and  quality  of  work  output  are 
well-recognized  effects  of  overly  warm  and 
humid  environments.  The  circulatory  de- 
rangements produced  by  exposures  that 
exceed  the  control  of  the  body’s  thermo- 
regulatory mechanisms  also  are  well  known : 
heat  stroke  and  heat  exhaustion  resulting 
from  hot  environments  and  frostbite  pro- 
duced by  exposure  to  cold.  Only  in  recent 
years  has  attention  been  paid  to  the  dele- 
terious effects  of  heat  and  humidity  on  the 
functional  capacity  of  individuals  with 
cardiovascular  impairments.  It  has  been 
shown,  for  example,  that  under  certain 
circumstances  exposure  to  such  conditions 
may  impose  as  great  a burden  on  the  heart 
as  strenuous  exercise.  These  effects  are 
readily  apparent  to  those  living  and  working 
in  warmer  climates.  However,  they  may 
be  easily  simulated  when  workers  are  re- 
quired to  wear  hoods,  helmets,  or  occlusive 
personal  protective  clothing.  In  such  cases, 
the  interference  with  mechanisms  for  dissi- 


pating body  heat  creates  a personalized  heat 
and  humidity  chamber  despite  the  normal 
temperature  and  humidity  levels  in  the  over- 
all environment. 

Some  degree  of  acclimatization  to  heat 
and  humidity  can  be  achieved.  Most  of  the 
time,  however,  it  is  necessary  to  allow  more 
frequent  rest  periods,  preferably  in  cool 
surroundings,  for  those  who  cannot  avoid 
this  exposure.  Attention  also  should  be 
paid  to  the  question  of  salt  and  water  balance 
in  cardiac  workers  being  treated  wdth  di- 
uretics and  salt  restriction.  Excessive  per- 
spiration may  precipitate  a “low-salt  syn- 
drome,” while  injudicious  use  of  salt  pills 
may  nullify  the  effectiveness  of  a therapeutic 
regimen. 

It  is  important,  therefore,  for  the  indus- 
trial physician  to  exclude  individuals  with 
known  heart  disease  from  work  that  might 
entail  exposure  to  undesirable  levels  of  heat 
and  humidity  or  to  take  whatever  steps 
may  be  necessary  to  neutralize  their  effects. 
These  precautions  are  worth  little,  however, 
if  the  cardiac  worker  is  subjected  to  this 
kind  of  exposure  at  home  or  in  commuting 
to  and  from  the  plant.  The  collaboration 
of  his  personal  physician  who  is  in  a more 
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advantageous  position  to  regulate  the  pa- 
tient’s off-work  activities  is  essential. 

Biologic  Agents 

The  cardiotoxic  effects  of  biologic  agents 
have  received  much  less  attention  than  those 
caused  by  physical  or  chemical  agents.  In 
part  this  reflects  the  extent  to  which  the 
myocardial  involvement  usually  is  over- 
shadowed by  the  general  effects  of  the  infec- 
tion and  those  arising  at  the  site  of  primary 
involvement.  Recent  pathologic  studies, 
however,  have  provided  an  increa.sing  list  of 
infectious  diseases  in  which  myocardial  in- 
volvement has  been  a .significant  feature 
(Table  V). 

While  illnesses  caused  by  biologic  agents 
usually  have  only  a coincidental  relationship 
to  the  occupations  of  their  victims,  many 
cases  can  be  traced  to  occupational  factors. 
In  some  cases  the  agent  may  have  been 
encountered  as  a concomitant  of  a work 
situation,  and  in  others  the  work  assign- 
ment may  have  brought  the  individual  into 
an  area  in  which  the  particular  agent  was 
endemic. 

One  type  of  biologic  agent  deserves  special 
attention  because  of  its  iatrogenic  nature: 
the  allergic  response  to  injected  medications, 
sera,  and  vaccines.  Acute  anaphylactoid 
reactions  and  delayed  allergic  syndromes 
culminating  in  diffuse  vascular  disease  with 
myocardial  involvement  have  been  reported 
as  sequelae  of  injections  of  tetanus  antitoxin 
and  penicillin  and  appear  to  be  encountered 
with  increasing  frequency.  A case  of  serum 
sickness  and  erythema  nodosum  following 
an  injection  of  influenza  vaccine  has  been 
observed  recently,  suggesting  the  advisa- 
bility of  caution  in  using  the  newer  virus 
culture  vaccines  as  well  as  those  manufac- 
tured from  animal  sera.® 

It  would  be  well  for  physicians  to  urge 
the  universal  active  immunization  against 
tetanus  so  that  booster  doses  of  toxoid 
may  be  used  instead  of  the  usual  tetanus 
antitoxin  when  tetanus  prophylaxis  is  indi- 
cated. In  addition,  the  casual  or  routine 
administration  of  penicillin  should  be  aban- 


T.\BLE  VI. — Some  (i.\.sEs  a.\d  Femes  Cacsi.vc; 
Acute  Pi  l.monary  Irritation' 


Acrolein 

Nitrogen  oxides 

Ammonia 

Ozone 

Bromine 

Phosgene 

Butylamine 

Phosphine 

Cadmium  o.xide 

Phosphorous  trichloride 

Chlorine 

Polyester  ])lastic  resins 

Chromates 

Sulfur  dioxide 

Ethyl  bromide 

Sulfur  monochloride 

Ethylene  chloride 

Sulfur  trio.xide 

Fluorine 

Sulfuric  acid 

Formaldehyde 

Sulfuryl  chloride 

Hydrochloric  acid 

Thionyl  chloride 

Hydrogen  sulfide 

Tribromethanol 

Nickel  carbom-l 

Vanadium  pentoxide 

Nitric  acid 

Zinc  stearate 

doned.  Antibiotics  should  be  given  only 
when  specifically  indicated,  and,  whenever 
possible,  penicillin  should  be  replaced  by 
one  of  the  other  antibiotics  that  produce 
sensitization  much  less  frequently.  Finally, 
a thorough  hi.story  of  previous  allergies  and 
allergic  reactions  should  be  a part  of  ever}'^ 
patient’s  record  and  should  be  reviewed  bj" 
the  physician  whenever  the  question  of  addi- 
tional prophylactic  or  curative  therapy  is 
considered. 

Chemical  Agents 

Most  of  the  occupational  toxicity  caused 
by  chemical  agents  results  from  the  inhala- 
tion of  dusts,  fumes,  vapors,  gases,  or  mists, 
or  from  the  relatively  few  chemicals  that 
are  absorbed  sufficiently  through  the  skin  to 
cause  systemic  poisoning,  such  as  aniline, 
tetraethyl  lead,  and  carbon  disulfide.  In 
contrast,  most  of  the  instances  of  chemical 
toxicity  seen  in  general  medical  practice 
follow  the  deliberate  or  inadvertent  inges- 
tion of  the  toxic  substance. 

The  cardiovascular  toxicity  produced  by 
many  chemical  agents  reflects  their  action 
on  the  lungs.  In  some  instances,  the  effects 
are  those  of  acute  bronchopulmonary  irri- 
tation (Table  VI).  Interstitial  edema  and 
inflammatory  exudates  result  in  impaired 
aeration  of  the  lungs,  while  the  resultant 
hyperpnea  and  cough  require  a degree  of 
muscular  activity  that  may  make  serious 
demands  on  the  circulation.  In  some 
chronic  cases,  as  in  the  pneumoconioses 
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'I’ABLIO  \’II— Some  Chemicals  Cafsing  Direct 
.M  YocARDiAL  Toxicity' 


Antimony 

Arsenic 

Arsine 

Barium 

Cadmium 

Cerium 

Cesium 

Chlordane 

Decaborane 

Dimethyl  sulfate 


Ethyl  acetate 

Furfuryl  alcohol 

Hydrogen  sulfide 

Indium 

Lead 

Mercury 

Mononitropropane 

Phosphorus 

Selenium 

Sodium  fluoroacetate 


ami  in  berylliosis,  the  deficient  ventilation 
and  impaired  lung  perfusion  will  lead  to  the 
development  of  a cor  pulmonale  that  may 
not  become  apparent  for  years  after  the  last 
exposure  to  the  particular  toxic  agent  has 
occurred.  Recently,  physiologic  studies  in 
cases  of  toxicity  due  to  nitrogen  oxides 
(silo-filler’s  disease)  have  shown  that  the 
acute  irritant  effects  are  followed  by  alter- 
ations in  pulmonary  physiology  which  will, 
if  uncorrected,  lead  inevitably  to  cor  pul- 
monale.^ 

Once  absorbed  into  the  body,  whether  by 
inhalation,  direct  absorption  through  the 
skin,  or  by  ingestion,  chemical  agents  may 
produce  cardiovascular  toxicity  either  by  a 
direct  effect  on  the  myocardium  (Table  VII) 
or  by  impairing  the  oxygen-carrying  capac- 
ity of  the  blood.  This  may  be  produced 
by  a reduction  in  the  number  of  circulating 
red  blood  cells  or  by  interference  with  the 
oxygen  uptake  of  the  hemoglobin  contained 
in  them  (Table  VIII). 

Finally,  as  with  the  organic  phosphorous 
insecticides  (chlorothion,  malathion,  para- 
thion,  tetraethylpyrophosphate),  the  cardio- 
toxic  effects  may  reflect  an  inhibition  of 
cholinesterase.  This  leads  to  the  accumula- 
tion of  large  amounts  of  acetylcholine  that 
in  turn  produces  the  clinical  picture  of  in- 
tense parasympathetic  stimulation  of  which 
bradycardia  is  the  principal  cardiac  mani- 
festation. 

Conclusions 

The  foregoing  multiplicity  of  toxic  agents 
that  may  affect  the  heart  and  circulation 
might  lead  one  to  believe  that  such  toxicity 
is  a very  frequent  occurrence.  The  fact 


T.\BL10  Vni. — .\gents  Interfering  with  the 
Oxygen-Carrying  Capacity  of  Blood* 
Reduction  in 

Circulating  Red  Interference  with  Oxygen 
Blood  Cells  Uptake  of  Hemoglobin 


Agents  causing 
anemia 

Carbon  monoxide 

Benzene 

Agents  causing  methe- 

Lead 

moglobinemia 

Phenylhj'drazine 

Acetanilid 

Aniline 

Agents  causing 

Anisidine 

intravascular 

Chloralamine 

hemolysis 

Dinitrobenzine 

.Arsine 

Ethylaniline 

Lead 

Hydroxylamine 

Nitroaniline 

Nitrates 

Nitrobenzene 

Nitroanisole 

Stibine 

Nitrobenzine 

Toluene 

Nitrochlorobenzine 

Nitrophenetole 

Phenetidine 

Toluidine 

Trinitrotoluene 

that  it  actually  occurs  quite  rarely  is  an 
eloquent  testimonial  to  the  ability  of  the 
human  heart  to  withstand  such  insults. 
However,  the  aging  of  the  working  popula- 
tion and  the  liberalization  of  employment 
opportunities  for  the  cardiac  patient  mean 
that  the  number  of  workers  with  heart  dis- 
ease will  continue  to  rise.  Thus,  there  will 
be  an  increased  number  of  individuals  in 
the  working  population  with  a particular 
susceptibility  to  cardiovascular  toxicity. 
With  the  increasing  number  and  complexity 
of  the  toxic  agents  and  conditions  encoun- 
tered in  industry  and  with  increasing  aware- 
ness of  the  cardiovascular  features  of  these 
exposures,  there  probably  will  be  a consider- 
able increase  in  the  incidence  of  cardio- 
vascular toxicity  of  occupational  origin. 
It  is  imperative,  therefore,  that  physicians 
111  industry  and  elsewhere  become  familiar 
with  the  toxic  propensities  of  materials  and 
processes  to  be  encountered  by  cardiac  pa- 
tients under  their  care.  The  industrial 
physician,  with  the  guidance  and  consulta- 
tion of  industrial  hygienists,  chemists, 
engineers,  and  others,  should  take  steps 
wherever  possible  to  substitute  nontoxic 
materials  and  processes  for  those  of  known 
toxic  potentiality.  When  this  cannot  be 
done,  appropriate  measures  should  be  insti- 
tuted to  prevent  the  possibility  of  exposure 
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of  any  worker  and  particularly  of  the 
employe  with  heart  disease.  This  last 
requires  the  implementation  of  a modern 
occupational  health  program  featuring  rou- 
tine preplacement,  periodic,  and  return- 
from-illness  examinations  for  the  early  detec- 
tion of  heart  disease,  so  that  any  workers 
who  might  be  particularly  susceptible  to  a 
toxic  exposure  are  placed  in  jobs  where  it  is 
least  likely  to  occur. 
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External  Heart  Massage  Successful  in  62  Cases 


The  succes.sful  use  of  external  massage  in  restoring 
the  heart  heat  of  62  patients  was  reported  in  the 
May  20,  1961,  issue  of  the  Journal  of  the  American 
Medical  Association. 

The  technic  consists  of  applying  ryhthmic  pressure 
on  the  lower  part  of  the  victim’s  breastbone.  One 
hand  can  exert  enough  pressure  for  a child;  both 
hands  and  greater  pressure  are  needed  for  an  adult. 

Peter  C.  Gazes,  M.D.,  and  John  A.  Boone,  M.D., 
of  the  Medical  College  of  South  Carolina,  reported 
that  the  method  provided  adequate  circulation  to 
sustain  the  heart  and  central  nervous  system  in  20 
patients.  The  duration  of  the  massage  ranged  from 
less  than  a minute  to  an  hour  and  five  minutes. 

Peter  Safar,  M.D.,  Torrey  C.  Brown,  M.D., 
Warren  J.  Holtey,  M.D.,  and  Robert  J.  Wilder, 
M.D.,  of  Baltimore,  City  Hospitals  and  Johns 
Hopkins  School  of  Medicine,  reported  that  their 


experience  with  42  patients  confirmed  the  efficacy 
of  the  technic  in  restoring  the  heart  beat  and  blood 
circulation.  However,  the  technic  cannot  be  relied 
on  to  ventilate  the  lungs  even  if  the  victim  has  an 
unobstructed  airway.  Therefore  external  cardiac 
massage  should  be  preceded  and  accompanied  bj' 
artificial  respiration  because  restoration  of  the  heart 
beat  without  respiration  is  futile  and  many  patients 
recover  after  artificial  respiration  alone. 

At  the  Baltimore  City  Hospitals  the  current  tech- 
nic of  cardiac  resuscitation  consists  of  one  operator 
inflating  the  lungs  about  once  every  five  seconds  and 
a second  operator  following  each  lung  inflation  with 
four  chest  compressions  at  one-second  intervals. 

The  authors  said  also  that  the  external  heart 
massage  method  often  led  to  fractures  of  the  ribs 
but  this  did  not  appear  to  interfere  with  the  survival 
of  the  patient. 
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Discussed  by  m.vrdoqueo  i.  Salomon,  m.d. 


Progressive  Diarrhea,  Weight  Loss,  and  Fever 


Case  History 

Vincent  G.  Vinci,  M.D. ; A twenty-seven- 
year-old  Negro  male  was  admitted  to  Knick- 
erbocker Hospital  on  three  separate  occa- 
sions. 

On  May  4,  1960,  he  was  admitted  with  a 
four-month  history  of  crampy  abdominal 
pains,  most  severe  in  both  lower  quadrants. 
This  was  associated  with  intermittent  diar- 
rhea, intermittent  fever,  night  sweats,  and  a 
30-pound  weight  loss.  At  times  the  bowel 
movements  were  as  frequent  as  four  or  five 
times  a day.  The  stools  were  loose,  foul- 
smelling, and  blood-tinged.  In  the  few 
days  before  his  admission  his  symptoms  be- 
came worse  and  his  pain  more  intense, 
especially  in  the  lower  quadrants. 

The  patient’s  past  medical  history  gave 
entirely  negative  findings.  There  was  no 
family  history  of  cancer.  He  denied  ex- 
posure to  syphilis  or  tuberculosis  or  contact 
with  persons  exhibiting  similar  symptoms. 
He  never  had  had  any  history  of  previous 
gastrointestinal  disease. 

On  examination  he  appeared  acutely  ill. 
The  blood  pressure  was  120  /80  and  the  pulse 
90  and  regular.  An  examination  of  the 
head,  neck,  heart,  and  lungs  was  unrevealing. 
There  was  no  local  or  generalized  lymphad- 


enopathy.  The  abdomen  was  soft  with 
no  rigidity  or  rebound.  However,  there  was 
tenderness  to  deep  palpation  in  both  lower 
quadrants  of  the  abdomen.  The  bowel 
sounds  were  normal.  A digital  e.xamination 
of  the  rectum  revealed  no  masses.  The 
rectal  ampulla  was  empty.  The  remainder 
of  the  examination  gave  negative  findings. 

On  admission  the  hemoglobin  was  11.5 
Gm.  per  100  ml.  The  white  blood  cell 
count  was  14,200  with  78  per  cent  neutro- 
phils, 18  per  cent  lymphocytes,  2 per  cent 
monocytes,  and  2 per  cent  eosinophils.  The 
.sedimentation  rate  was  80  mm.  per  hour.  A 
urinalysis  was  within  normal  limits.  The 
stools  showed  persistent  guaiac-positive  test 
results.  The  total  protein  was  6.25  Gm. 
per  100  ml.  with  3.11  Gm.  albumin  and  3.14 
Gm.  globulin.  Examinations  of  the  stools 
for  ova  and  parasites  gave  negative  findings 
on  several  occasions.  The  serology,  febrile 
agglutinins,  and  a lupus  erythematosus 
preparation  produced  negative  results  as 
did  tests  for  hemorrhagic  phenomena. 

The  chest  film  on  admission  showed 
several  fibrotic-appearing  densities  in  the 
mid-field  of  the  right  lung.  A barium 
enema  showed  negative  findings  except  for 
a peculiar  density  about  4 cm.  in  diameter 
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adjacent  to  the  cecum.  An  upper  gastro- 
intestinal and  small  bowel  series  done  the 
next  day  showed  negative  findings,  and  there 
was  no  evidence  of  the  previously  noted 
density  despite  the  fact  that  the  cecum  and 
terminal  ileum  still  were  filled  with  barium. 

The  patient’s  course  was  punctuated  by 
frequent  stools  and  abrupt  elevations  of 
temperature  to  as  much  as  102  F.  He 
continued  to  have  intermittent  crampy  pain 
in  the  lower  portion  of  the  abdomen.  A 
proctosigmoidoscopy  gave  negative  findings 
up  to  11  cm.  where  an  area  of  grey,  friable, 
granular  mucosa  was  found.  A biopsy  of 
this  area  showed  acute  inflammatory  tissue. 
The  patient  was  given  symptomatic  therapy 
and  seemed  to  improve.  The  sigmoid- 
oscopy was  repeated  in  three  weeks ; a 
second  biopsy  was  reported  as  showing 
“granulomatous  colitis.” 

Before  the  patient’s  discharge  on  June 
3,  1960,  gastric  aspiration  was  performed; 
no  acid-fast  bacilli  were  found  on  smear  or 
culture.  The  discharge  diagnosis  was  seg- 
mental ulcerative  colitis. 

The  patient  was  readmitted  on  June  23 
with  a recurrence  of  diarrhea  and  continued 
weight  loss.  He  was  restless  and  appeared 
toxic.  His  temperature  on  admission  was 
102  F.  The  abdomen  was  diffusely  tender, 
and  there  was  some  degree  of  localization 
of  pain  to  the  suprapubic  area.  There  was 
questionable  rebound  tenderness  over  this 
area. 

The  hemoglobin  was  9.4  Gm.  per  100  ml. 
The  white  blood  cell  count  was  14,000  with 
70  per  cent  neutrophils.  The  total  protein 
was  6.65  Gm.  per  100  ml.  with  2.85  Gm. 
albumin  and  3.8  Gm.  globulin.  The  sedi- 
mentation rate  was  now  106  mm.  per  hour. 
The  stools  still  showed  guaiac-positive  test 
results. 

He  was  treated  with  a low-residue  diet, 
Pro-Banthine,  and  vitamins.  The  diarrhea 
and  spiking  temperature  to  102  F.  continued 
for  two  weeks.  At  one  point  he  was  having 
as  many  as  15  bowel  movements  a day  with 
the  pas.sage  of  considerable  mucus.  By  the 
third  week  he  seemed  to  improve.  His  tem- 


Fig.  1.  X-ray  film  of  chest  showing  linear  areas 
of  fibrosis  in  upper  portion  of  right  lung  probably 
corresponding  to  interlobar  fissures. 


perature  remained  normal,  and  his  bowel 
movements  were  reduced  to  two  or  three  a 
day.  Because  of  personal  problems  he  re- 
quested discharge  on  July  14. 

He  was  readmitted  on  August  19,  1960, 
with  a recurrence  of  all  his  previous  symp- 
toms and  the  appearance  of  a new  complaint. 
About  two  weeks  prior  to  this  admission  he 
began  experiencing  pain  in  the  left  hip  which 
was  made  worse  by  walking  and  which  was 
relieved  by  sitting  down.  The  relationship 
to  position  was  so  pronounced  that  he  be- 
gan to  limp  because  of  an  inability  to  extend 
his  left  leg  fully.  There  was  no  history  of 
trauma. 

A physical  examination  disclosed  some 
fullness  and  guarding  of  the  left  lower  quad- 
rant of  the  abdomen  with  both  direct  and  re- 
bound tenderness;  a definite  mass  could  not 
be  palpated.  The  psoas  sign  was  equivo- 
cally positive.  After  three  days  of  bed  rest 
the  objective  findings  were  diminished  in  in- 
tensity, and  the  temperature  had  returned 
to  normal. 

The  hemoglobin  was  8.5  Gm.  per  100  ml., 
later  falling  to  as  low  as  7 Gm.  The  white 
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Fig.  2.  Barium  enema  showing  good  filling  of 
entire  large  bowel.  Mucosa  is  normal.  There  is  a 
peculiar  shadow  below  the  cecum. 


blood  cell  count  was  9,300,  and  the  sedimen- 
tation rate  was  130  mm.  per  hour.  The 
stools  showed  positive  findings  for  occult 
blood.  The  total  protein  was  6 Gm.  per 
100  ml.  with  2.95  Gm.  albumin  and  3.05 
Gm.  globulin.  A flat  film  of  the  abdomen 
was  unrevealing. 

Shortly  after  admission  a proctosigmoid- 
oscopy revealed  a diffusely  friable  mucosa 
with  many  small  areas  of  hemorrhage.  At 
15  cm.  there  was  an  area  of  ulceration,  granu- 
lation, and  free  bleeding.  One  observer  de- 
scribed a greenish  exudate  oozing  from  a 
point  above  the  limit  of  instrumentation. 

The  patient’s  condition  deteriorated 
rapidly.  The  fever  and  abdominal  pain  per- 
sisted. Further  studies  of  the  blood,  urine, 
and  stools  were  noncontributory.  On  the 
tenth  hospital  day  a barium  enema  was  done. 
It  revealed  a sfight  irregularity  of  the  bowel 
in  the  distal  sigmoid.  In  this  region  a sinus 
tract  communicated  with  a large,  irregular 
cavity  in  the  left  lower  quadrant  of  the  abdo- 
men. No  diverticula  were  identified.  Films 


Fig.  3.  Spot  film  of  ileocecal  area  taken  day 
following  barium  enema  in  Figure  2.  There  is 
good  outlining  of  the  terminal  ileum,  ileocecal 
valve,  cecum,  and  appendi.K.  The  peculiar  shadow 
has  disappeared. 


of  the  left  hip,  pelvis,  and  lumbosacral 
spine  showed  negative  findings.  An  opera- 
tion was  performed  on  the  seventeenth 
hospital  da3^ 

Discussion 

IMardoqueo  I.  Salomon,  M.D.:  First, 
maj'  we  look  at  the  x-ray  films?  I think 
they  may  be  helpful. 

Joseph  IM.  Moynahan,  M.D.  : The  first 
set  of  x-raj"  films  includes  one  of  the  chest 
which  shows  a few  linear  densities  suggest- 
ing fibrosis  in  the  interlobar  fissures  of  the 
right  lung  (Fig.  1).  There  was  no  frank  exu- 
dative process  and  no  evidence  of  cavitation 
or  calcification.  Also,  during  the  first  ad- 
mission a barium  enema  was  done  which 
showed  good  filling  and  a normal  mucosal 
pattern  throughout.  However,  there  was 
a peculiar,  ill-defined  density  just  below  the 
cecum  (Fig.  2)  which  was  absent  on  re- 
examination the  following  day  (Fig.  3). 
Just  what  this  means  is  difficult  to  state,  but 
I cannot  attach  any  substantive  significance 
to  it. 

The  films  of  the  abdomen  and  lumbosacral 
spine  taken  during  the  second  admission 
showed  no  significant  radiologic  abnormali- 
ties and  I shall  not  demonstrate  them.  X- 
ray  studies  during  the  third  admission 
showed  slight  irregularity  and  narrowing  of 
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Fig.  4.  Barium  enema,  postevacuation,  at  time 
of  third  admission.  Fistula  not  seen  in  this  pro- 
jection, hut  there  is  large  abscess  cavity  partly 
filled  with  barium  in  left  lower  quadrant  extending 
as  high  as  lower  pole  of  kidnej's  and  covering  psoas 
shadow. 

a small  segment  of  the  distal  sigmoid,  and 
from  this  area  a small  sinus  tract  extended. 
We  were  able  to  demonstrate  this  only  on 
an  oblitiue  film,  and  the  precise  extent  of 
the  sinus  tract  could  not  be  determined.  A 
postevacuation  film  (Fig.  4)  showed  a 
large  walled-off  cavity  adjacent  to  the  proxi- 
mal sigmoid.  We  could  not  demonstrate  a 
communication  between  the  sinus  tract  and 
the  walled-off  cavity,  but  it  is  reasonable  to 
infer  that  the  two  proce.sses  are  related. 

I would  interpret  these  films  as  .showing  in- 
flammatory changes  in  a .segment  of  sigmoid 
with  an  as.sociated  perforation  of  the  bowel 
and  abscess  formation.  The  etiology  is  not 
apparent  from  the  films.  1 .see  nothing  to 
suggest  ulcerative  colitis.  There  are  no 
diverticula,  and  the  absence  of  involvement 


of  the  cecum  and  ileum  would  be  against  a 
diagnosis  of  amebiasis,  tuberculosis,  or 
regional  enteritis.  The  findings  perhaps  are 
consi.stent  with  a .small  area  of  non.specific 
segmental  colitis. 

1)h.  Salomon;  Unlike  many  other  cases 
u.sed  in  clinicopathologic  conferences,  we 
may  say  that  in  this  particular  young  man 
the  disease  centers  in  or  around  one  organ, 
the  large  bowel.  There  is  no  evidence  for 
any  remote  or  diffu.se  di.sease  in  this  young 
man  who  until  recently  was  in  good  health. 
We  are  told  that  he  more  or  less  suddenly 
developed  pain  in  the  lower  part  of  the 
abdomen,  bloody  diarrhea,  and  fever.  He 
started  to  lose  weight  and  became  anemic. 
A few  remissions  under  symptomatic  therapy 
punctuated  his  clinical  course,  but  they  were 
rather  ephemeral.  Only  about  eight  months 
after  the  onset  of  his  disease  he  had  gone  .so 
far  downhill  that  surgical  intervention  was 
necessary. 

Obviously,  the  first  thought  that  comes  to 
mind  is  that  the  patient  had  nonspecific 
ulcerative  colitis.  Such  a diagnosis  could 
explain  many  of  his  signs  and  symptoms. 
Certainly,  constant  pain,  not  relieved  by 
bowel  movements,  could  be  explained  bj" 
involvement  of  the  muscularis  by  the  inflam- 
matory process;  crampy  pain  would  indicate 
mucosal  involvement.  The  distention  and 
rebound  tenderness  would  herald  actual  or 
impending  perforation.  These  features  are 
well  known,  of  course,  and  Almy’s'  discus- 
sion gives  many  interesting  details.  Paren- 
thelically,  the  disease  we  call  nonspecific 
ulcerative  colitis  has  not  escaped  implica- 
tion in  the  cui'rently  fashionable  concept  of 
autoimmunization;  a recent  analysis  by 
David.son-  brings  out  much  of  the  relevant 
evidence.  We  can  reasonably  expect  the 
ultramodern  concepts  of  “forbidden  mu- 
tants,” “modified  antigens,”  and  so  forth 
of  Buniet^  to  find  application  in  this  con- 
text. 

However,  my  inchoate  enthusiasm  for  a 
diagnosis  of  ulcerative  colitis  was  short- 
lived. I'drst,  the  biopsy  revealed  a granulo- 
matous process,  and  ulcerative  colitis. 
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unlike  regional  enteritis,  is  not  a granulo- 
matous process.  Second,  while  ulcerative 
colitis  may  remain  localized  to  the  right 
colon  only — 3 per  cent  of  Weingarten’s'* 
series — it  would  be  most  extraordinary  to  see 
it  limited  to  the  sigmoid  after  several  months 
of  active  disease.  Dr.  Moynahan  assures 
me  that  he  would  expect  ulcerative  colitis 
to  be  much  more  extensive.  Third,  when 
I saw  that  the  diagnosis  resulting  from  the 
second  biop.sy  was  “segmental  ulcerative 
colitis,”  an  ill-defined  entity  offered  by  Dr. 
Ober,  I discounted  the  diagnosis  completely. 
Timeo  Danaos  et  dona  ferentes. 

Regional  enteritis,  a granulomatous  proc- 
ess, could  invade  the  colon,  but  it  usually 
does  so  by  extension  to  the  adjacent  right 
colon.  In  the  absence  of  small  bowel  in- 
volvement I shall  exclude  it.  The  same 
reasoning  can  be  applied  to  lipodystrophia 
intestinalis  (Whipple’s  disease).  Amebiasis, 
actinomycosis,  and  other  lesions  that  have  a 
predilection  for  the  cecum  are  ruled  out  by 
their  distribution,  character  of  the  stools, 
biopsy  findings,  and  observations  at  proc- 
tosigmoidoscopy. As  for  tuberculosis,  the 
same  reasoning  applies,  mutatis  mutandis. 
Of  course,  the  presence  of  some  fibrotic 
strands  in  the  chest  film  is  perhaps  of  some 
significance,  anamnestically  at  least.  How- 
ever, the  pulmonary  lesions  seem  to  be  dis- 
tributed along  interlobar  fissures,  an  old 
scissuritis  as  the  French  term  it,  and  there 
does  not  appear  to  be  true  involvement  of 
the  pulmonary  parenchyma.  Likewise,  tu- 
berculosis of  the  sigmoid  in  the  absence  of 
small  bowel  lesions  is  very  unusual.  I see 
nothing  suggestive  of  tuberculous  peritoni- 
tis. 

Segmental  enterocolitis,  an  entity  mid- 
way between  Crohn’s  disease  and  ulcerative 
colitis,  could  account  for  the  initial  localiza- 
tion of  the  disease  process.  But  after  a 
period  of  a few  months  it  should  have  spread 
both  cephalad  and  caudad.  The  lack  of 
clinical,  radiologic,  and  histopathologic  cor- 
relation in  this  strange  disease  has  been  em- 
phasized recently  by  Goldgraber,  Kirsner, 
and  Palmer.®  Was  something  of  this  order 


implied  by  the  diagnosis  al  the  time  of  the 
second  biopsy? 

William  B.  Ober,  M.D.:  Yes.  We  were 
confronted  with  a granulomatous  process 
localized  to  the  sigmoid  and  were  unable  to 
define  the  granuloma  further  in  the  labora- 
tory. After  conferring  with  the  patient’s 
medical  attendants  and  going  over  the 
films  with  Dr.  Moynahan,  we  gave  the  lesion 
the  tentative  classification  of  segmental 
ulcerative  colitis.  We  did  not  u.se  the  term 
“enterocolitis”  because  we  had  no  tissue 
from  the  small  bowel  to  examine.  We  also 
reserved  judgment  as  to  what  the  true 
nature  of  the  disease  process  was,  and  we  are 
eagerly  expecting  you  to  help  us  resolve  it. 

Dr.  Salomon:  I am  being  led  down  the 
garden  path,  or  is  it  up  the  garden  path? 
This  case  would  not  have  been  selected  for 
conference  unless  Dr.  Ober  had  already  re- 
solved it. 

Should  I mention  lymphopathia  venereum 
in  this  Negro  youth?  In  the  absence  of 
stenosing  lesions  in  the  lowermost  digestive 
tract  and  in  the  absence  of  cicatricial  lesions 
higher  up,  this  is  unlikely.  However,  may 
I ask  if  a Frei  test  was  done? 

Michael  S.  Bruno,  M.D.  : Venereal 

lymphogranuloma  is  one  diagnosis  that  did 
not  occur  to  us,  and  a Frei  test  was  not  done. 

Dr.  Salomon:  In  any  event,  the  absence 
of  inguinal  lymphadenopathy  is  against  it.  I 
shall  exclude  lymphopathia  venereum.  We 
all  know  that  a picture  somewhat  similar  to 
that  presented  by  this  patient  could  be  due 
to  occlusion  of  the  inferior  mesenteric  artery. 
In  this  young  man  there  is  no  evidence  of 
valvular  heart  di.sease  to  serve  as  a source  for 
embolic  occlusion,  and  arteriosclerotic  oc- 
clusion is  unlikely  at  this  age.  The  x-ray 
film  enables  us  to  eliminate  such  possibilities 
as  diverticulitis  and  pneumatosis  cystoides 
intestinalis. 

May  I entertain  a diagnosis  of  carcinoma  or 
lymphoma  in  or  around  the  sigmoid?  I can- 
not rule  this  out  with  absolute  certainty,  but 
the  barium  enema  findings  and  the  procto- 
sigmoidoscopic  observations  don’t  seem  to  fit 
the  diagnosis  of  neoplastic  disease.  This  also 
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applies  even  more  strongly  to  benign  tnmoi\s 
of  the  sigmoid. 

As  you  can  see,  I am  still  without  a diag- 
nosis, and  now,  to  paraphrase  William 
James,  I have  to  "force  every  sentence  into 
the  teeth  of  irreducible  facts.”  I shall  seek 
refuge  in  the  last  possibility  that  comes  to 
mind — perforation  of  the  colon.  Such  an 
event  could  explain  the  fever,  the  pain,  the 
diarrhea,  the  abscess  formation,  and  even 
the  pain  in  the  left  hip  if  the  ab.scess  im- 
pinged on  the  obturator  foramen.  It  even 
could  account  for  the  fleeting  shadow  near 
the  cecum. 

Up  to  now  I have  been  considering  an  in- 
flammatory process  as  the  primary  lesion 
and  the  perforation  as  its  consequence,  thus 
diagnostically  an  epiphenomenon.  Now, 
unable  to  arrive  at  a plausible  explanation 
on  this  assumption,  I have  to  make  a com- 
plete volte-face  and  postulate  perforation 
as  primary  and  the  inflammation  and  abscess 
as  secondary.  Specifically,  I am  thinking 
of  perforation  by  a foreign  body.  May  I 
ask  whether  the  patient  was  a sexual  per- 
vert? 

Dr.  Bruno:  No,  he  was  a perfectly  nor- 
mal man. 

Dr.  Salomon:  I shall  sldp  over  the  philo- 
•sophic  implications  in  the  concept  of  a 
"perfectly  normal  man.”  However,  I do 
recall  a similar  case  that  was  referred  to  me 
many  years  ago  when  I was  in  practice  in 
Bolivia.  The  patient  was  a homosexual  who 
masturbated  with  the  handle  of  a wooden 
spoon.  There  is  quite  a literature  on  foreign 
bodies  in  the  rectum  and  the  sigmoid.  All 
sorts  of  strange  objects  have  been  inserted 
per  anum  for  all  sorts  of  strange  purposes. 
The  list  includes  electric  light  bulbs,  drink- 
ing glasses,  screwdrivers  (sic!),  and  I have 
heard  of  one  case  in  which  a soda-pop  bottle 
was  removed.® 

However,  if  this  patient  had  no  perverted 
anal  eroticism,  we  must  exclude  perforation 
from  below.  I shall  have  to  infer  that  the 
hypothetical  foreign  body  was  swallowed, 
traveled  quietly  to  the  sigmoid  where  it 
perforated,  and  initiated  a perisigmoidal  ab- 


scess which  was  the  cause  of  the  patient’s 
symptoms.  If  this  is  true,  I should  like  to 
guess  further  that  the  foreign  body  was 
radiolucent,  possibly  a toothpick. 

Admittedly,  all  this  reasoning  is  highly 
speculative,  but  it  seems  to  make  a coherent 
story. 

Dr.  Ober:  Did  the  lesion  as  seen  on  sig- 
moidoscopy extend  around  the  entire  inner 
circumference  of  the  bowel,  or  was  it  patchy? 

Dr.  Bruno:  We  could  see  only  the  lower  U 
part  of  the  lesion,  but  in  this  zone  it  was 
circumferential.  By  the  time  of  the  third 
admission  the  patient’s  general  condition  had 
deteriorated  so  much  that  surgical  inter- 
vention was  felt  to  be  obligatory.  Dr. 
Grier  saw  the  patient  in  consultation. 

W.  Robson  N.  Grier,  M.D.  : When  I 
saw  the  patient,  I did  not  think  he  had  ulcer- 
ative colitis  because  of  the  localization  of 
the  lesion  to  one  segment  of  the  lower  sig- 
moid for  a period  of  several  months  and  be- 
cause of  the  biopsy  report.  I was  reason- 
ably convinced  that  he  had  perforated  his 
bowel  and  had  an  abscess  although  per- 
foration is  rare  in  granulomatous  colitis. 
The  primary  object  of  surgical  intervention  ■ 
was  to  drain  this  abscess  and  eliminate  the 
source  of  infection  which  was  causing  rapid 
deterioration. 

Diagnoses  j 

Clinical. — Perforation  of  sigmoid  with 
abscess  formation. 

Dr.  Salomon. — Perforation  of  sigmoid  by 
foreign  body  with  'perisigmoidal  abscess. 

Anatomic. — (1)  Tuberculous  abscess,  psoas 
muscle  and  retroperitoneal  space;  (3)  tuber- 
culous sigmoiditis,  focal,  healed. 

Pathologic  Report 

Dr.  Ober:  I wouldn’t  say  that  I had  re- 
solved this  case  so  much  as  it  was  resolved  ! 
for  me.  The  first  biopsy  was  unhelpful;  it  ' 
merely  showed  some  necrotic  debris  and  I 
some  acute  inflammatory  exudate.  The 
second  biopsy  showed  a granulomatous  proc-  • 
ess  which  was  much  more  promising,  even  f 
to  the  extent  of  forming  indistinct  tubercles  * 
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Fig.  5.  Second  biopsy  showing  an  ill-defined 
granuloma  without  caseation.  There  are  many 
epithelioid  cells  and  a few  giant  cells. 


with  an  occasional  giant  cell  but  no  real 
caseation  necrosis  (Fig.  5).  Tuberculosis 
seemed  a likely  possibility,  but  we  were  un- 
able to  demonstrate  acid-fast  bacilli  either 
in  this  tissue  or  in  the  remains  of  the  pre- 
vious biopsy.  Likewise,  we  were  unable  to 
demonstrate  fungi,  parasites,  or  any  specific 
etiologic  agent  for  the  granulomatous  infec- 
tion. After  consulting  with  the  patient’s 
immediate  medical  attendants,  we  tem- 
porized and  made  a tentative  diagnosis  of 
segmental  granulomatous  colitis.  There  the 
matter  rested  until  the  third  admission. 

Mir  Ghassem  Razavi,  M.D.  : We  elected 
to  perform  an  exploratory  operation  because 
this  patient  was  going  downhill,  and  the 
barium  enema  demonstrated  a fistula  and 
an  extra-enteric  abscess.  We  interpreted 
the  pain  in  the  left  hip  as  indicating  that 
there  was  a retroperitoneal  abscess  overlying 
the  psoas  muscle  and  that  the  fistula  com- 
municated with  it.  We  explored  the  lower 
portion  of  the  abdomen  through  a left  rectus 


incision.  The  anterior  surface  of  the  .sigmoid 
was  not  unusual,  but  its  posterior  aspect 
was  injected,  the  bowel  was  adherent  to  the 
posterior  peritoneum,  and  the  surrounding 
soft  tissue  was  indurated.  We  mobilized 
the  sigmoid  colon  and  attempted  to  dem- 
onstrate the  fistula.  During  the  dissec- 
tion the  abscess  cavity  was  entered  inad- 
vertently. We  then  aspirated  about  600 
cc.  of  thick,  yellow,  purulent  material.  We 
could  not  demonstrate  the  fistula,  so  we 
elected  to  perform  a left  hemicolectomy  with 
end-to-end  anastomosis.  We  closed  the 
peritoneum  where  we  had  entered  it  and  in- 
serted a drain  retroperitoneally.  The  pa- 
tient’s recovery  was  uneventful;  drainage 
was  minimal.  The  patient  became  afe- 
brile in  a few  days  and  began  to  gain  weight. 

Dr.  Ober:  When  the  abscess  was  opened, 
a smear  was  made  immediately,  and  acid- 
fast  organisms  were  demonstrated  with  ea.se. 
Because  of  this,  antituberculous  therapy  was 
instituted  immediately.  Was  it  your  im- 
pression that  the  abscess  involved  the 
psoas  muscle? 

Dr.  Razavi:  It  was  our  impression  that 
the  abscess  had  been  in  the  psoas  muscle 
and  had  ruptured  into  the  retroperitoneal 
space. 

Dr.  Ober:  The  resected  .segment  of  the 
sigmoid  had  a perfectly  normal  muco.sa, 
and  there  was  no  evidence  of  a fistula. 
There  was  a good  deal  of  nonspecific  fibrosis 
and  chronic  inflammation  around  the  sig- 
moid in  the  mesenteric  adipose  tissue  but  no 
suggestion  of  a granulomatous  process.  I 
would  infer  that  local  healing  had  occurred 
prior  to  surgery  in  this  location  and  that  the 
major  activity  continued  in  the  retroperito- 
neal abscess  which  had  been  relatively  silent 
until  this  time. 

In  retrospect  I cannot  help  feeling  a bit 
rueful.  We  now  have  reached  a stage  of 
sophistication  about  granulomatous  inflam- 
mation in  which  we  do  not  like  to  specify  its 
cause  until  we  have  demonstrated  it  by  one 
or  another  special  technic.  This  is,  no 
doubt,  the  course  of  prudence.  We  can 
demonstrate  many  more  specific  etiologic 
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agents  in  the  laboratory  tlian  we  could,  say 
twenty  or  thirty  years  ago.  However,  had 
I seen  the  second  biopsy  twenty  or  thirty 
years  ago,  I probably  would  have  made  an 
unhesitating  diagnosis  of  tuberculosis  even 
without  demonstrating  acid-fast  bacteria. 
In  those  days  almost  any  granuloma  was 
tuberculosis  until  proved  otherwise.  How- 
ever, tuberculosis  was  seen  a good  deal 
more  frequently  then.  Possibly  the  wide- 
spread willingness  to  diagnose  tuberculosis 
under  such  circumstances  is  a reminder  of 
the  Viennese  inheritance  that  has  influenced 
pathology  so  strongly  in  this  country.  I 
showed  the  sections  from  the  second  biopsy 
to  a couple  of  pathologists  who  had  been 
trained  in  Vienna  a generation  ago.  Their 
diagnosis  of  tuberculosis  was  immediate  and 
unshakable.  When  I informed  them  that 
acid-fast  stains  showed  negative  findings, 
they  informed  me  that  they  frequently  are 
and  that  the  lesion  is  still  tuberculosis.  It 
is  very  difficult  to  argue  with  a correct  diag- 


nosis. On  the  other  hand,  an  acid-fast 
stain  that  shows  positive  findings  is  eciually 
irrefutable. 

We  get  into  trouble  when  we  have  only 
negative  evidence.  There  is  still  room  for 
improvement  in  our  ability  to  identify 
specific  etiologies  for  inflammatory  processes, 
and  it  is  worthwhile  to  pursue  every  case 
of  granulomatous  inflammation  as  far  as 
morphologic  methods  permit  us. 
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Five  and  One-foiirlh  Million  Americans  Have  Known  Heaii  Conditions 


Currently  at  least  five  and  one-fourth  million 
people  in  the  United  States  have  known  heart 
conditions,  and  four  fifths  of  them  are  forty-five 
years  or  older,  according  to  statisticians  of  the 
Metropolitan  Life  Insurance  Company. 

This  estimate  is  based  on  data  collected  recently 
in  household  interviews  by  the  U.S.  National 
Health  Survey.  The  figure  cited  is  an  understate- 
ment of  the  actual  prevalence  of  the  disease,  how- 
ever, since  the  survey  related  only  to  persons  who 
were  aware  of  these  heart  conditions. 


The  relative  frequency  of  heart  trouble  increases 
sharply  with  advance  in  age.  For  e.xample,  under 
the  age  of  twenty-five,  approximately  5 males  per 
1,000  of  population  have  some  kind  of  heart  ailment. 
By  ages  forty-five  to  fifty-four,  the  rate  is  30  per 
1,000  and  then  rises  rapidly  to  85  per  1,000  at  ages 
fifty-five  to  sixty-four  and  to  140  in  the  sixty-five 
to  seventy-four  year  age  group.  Heart  conditions 
are  more  common  among  men  than  among  women, 
except  at  ages  seventy-five  and  over. — -Metropolitan 
Information  Service 
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Surgery  in  the  Diabetic  Patient 

GEORGE  E.  AXDERSOX,  M.D.,  BROOKLYX,  XEW  YORK 
(From  the  Stale  University  of  Xew  York  Downstate  Medical  Center  and  The  Brooklyn  Hospital) 


Y^Tith  modern  methods  of  handling  the 
* * metabolic  defect  in  diabetes  mellitus, 
this  condition  should  add  relatively  little  to 
the  morbidity  ordinarily  occasioned  by  sur- 
gerjL  As  in  the  nondiabetic  individual, 
elective  surgery  can  be  undertaken  without 
great  risk,  provided  a few  common-sense 
fundamentals  are  taken  into  consideration. 

Stress  of  Surgery. — One  great  ad- 
vantage in  elective  surgery  is  the  opportunity 
for  the  medical  attendant  to  size  up  the 
physical  and  mental  status  of  the  patient 
and  for  the  .surgeon  to  establish  a friendly 
personal  acquaintance  with  the  candidate. 
What  are  his  whims,  his  needless  anxieties, 
misgivings,  and  morbid  fears?  How  can  he 
best  be  placed  into  the  frame  of  mind  in 
which  finall}’’  he  is  accepting  confidently 
both  the  idea  and  the  deed  of  surgery  from  a 
friend?  Xo  one  can  overestimate  the  im- 
portance of  establishing  an  adequate  rapport 
between  the  diabetic  patient  and  his  surgeon. 
The  surgeon’s  personal  interest  and  his 
warmth  and  sincerity  should  ease  unwar- 
ranted tensions  and  create  in  the  diabetic  pa- 


tient a sense  of  well-being.  A visit  by  the 
surgeon  on  the  eve  of  surgery  is  important 
for  final  reassurance  of  the  patient.  One 
desires  at  this  time  not  to  stir  up  and  ex- 
haust adrenocortical  function  with  needless 
stres.ses  but  to  conserve  this  important  pro- 
tective mechanism  for  the  more  trying  post- 
operative times. 

jMoreover,  the  excessive  outpouring  of 
these  hormones  incidental  to  the  stress  of 
worrj^  can  precipitate  excessive  fat  mobiliza- 
tion and  clinical  ketosis. 

Presurgical  Survey. — The  presurgical 
survey  should  include  a complete  blood 
count,  one  or  more  hematocrit  determina- 
tions, electrolyte  profiles,  and  blood  urea  and 
sugar  determinations.  An  electrocardio- 
graphic survey  may  prove  invaluable  if  post- 
operative cardiac  complications  develop. 
Simple  clinical  ob.servations  such  as  deter- 
mining how  well  the  patient  fills  his  lung 
bases  and  the  position  of  the  trachea  in  rela- 
tion to  the  suprasternal  notch  may  serve  later 
to  clinch  a prompt  bedside  diagnosis  of  a 
complicating  massive  atelectasis. 
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Preopera t ive  Management 

Degree  of  Control. — It  is  not  necessary 
nor  even  always  desirable  to  establish  text- 
book perfection  of  freedom  from  glycosuria. 
Mild  glycosuria  with  episodes  of  complete 
recovery  from  the  glycosuria  within  the 
twenty-fonr-hour  span  probably  is  more 
desirable  than  is  the  perfection  which  in- 
vites hypoglycemia.  If  the  glycosuria  be- 
comes steady,  heavy,  or  accompanied  by 
moderate  or  hea\y  ketonuria,  small  repeated 
doses  of  crystalline  insulin  are  in  order. 
The  presence  of  even  small  amounts  of  ace- 
tone in  the  urine  suggests  an  unbalanced  or 
excessive  fat  turnover  and  invites  the  physi- 
cian to  step  up  the  tempo  of  glucose  metabo- 
lism. Traces  of  acetone,  however,  do  not 
indicate  necessarily  that  keto-acidosis  is  im- 
minent. All  that  may  be  required  is  an  in- 
crease of  carbohydrate  in  the  diet.  Keto- 
nuria with  heavy  or  persistent  glycosuria, 
however,  points  to  the  need  for  small  doses  of 
crystalline  insulin  repeated  at  two-hour  in- 
tervals. One  rather  servdceable  yardstick 
for  suspecting  the  approach  of  decompen- 
sated ketosis  is  the  question : Hov\^  is  your 
appetite?  The  patient  who  presents  keto- 
nuria with  or  without  a little  glycosuria  but 
still  retains  a desire  to  eat  usually  requires 
that  a bit  more  glucose  be  made  available  to 
turn  the  tide  of  excessive  fat  metabolism. 
At  this  time  he  does  not  require  additional 
crystalline  insulin,  which  may  even  increase 
rather  than  reduce  the  ketonuria.  With 
heavy  glycosuria,  the  prime  need  is  for 
crystalline  insulin  to  accelerate  the  tide  of 
glucose  down  the  normal  pathways. 

Prior  to  surgery,  fractional  urines  should 
be  followed  before  meals  and  retiring.  A 
routine  order  for  the  nurse  to  “cover” 
positive  test  results  with  added  insulin  in 
accordance  with  the  grade  of  glycosuria  is  to 
be  deprecated  since  it  leads  to  careless  control 
and  ultimately  to  a summation  of  the  insulin 
effect  with  depletion  of  liver  glycogen.  It 
is  far  more  desirable  to  observe  the  glucose 
losses  for  the  preceding  day  and  to  make  in- 
sulin corrections  for  tlu;  ensuing  day.  In  the 
absence  of  urinary  ketones  a heavy  glyco- 


suria on  the  morning  of  surgery  requires  no 
added  insulin.  If  ketones  are  present  also, 
crystalline  insulin  in  repeated  small  doses  is 
mandatory.  In  general,  the  daily  insulin 
needs  of  the  patient  should  have  been  es- 
tablished during  the  preoperative  period. 

It  has  been  my  practice  to  carry  the  pa- 
tient throughout  preoperative,  surgical,  and 
postoperative  periods  on  basal  intermediary 
or  long-acting  insulin,  giving  approximatel3^ 
two  thirds  of  the  usual  dose  on  the  morning 
preceding  the  day  of  surgery  and  allowing  a 
full  dose  on  the  day  of  surgery  and  post- 
operatively.  However,  crystalline  insulin 
usually  is  omitted  on  the  morning  of  surgery 
if  the  regular  dose  of  the  latter  has  been  20 
units  or  less.  Otherwise  half  the  dose  is 
used. 

Nutritional  Requirements. — The  age- 
old  surgical  habit  of  allowing  the  patient  to 
approach  the  operating  room  in  a half-de- 
pleted state  of  nourishment  is  a dangerous 
principle  when  it  is  applied  to  the  diabetic 
patient.  Rigid  limitation,  such  as  allowing 
only  fluids  for  supper,  is  to  be  condemned 
for  the  diabetic  surgical  patient.  One  need 
not  administer  a bulky  meal  nor  one  with 
exotic  refinements  but  a simple  menu  which 
provides  the  precise  caloric,  carbohydrate, 
protein,  and  fat  allowances  to  which  the  pa- 
tient has  been  adjusted.  The  diabetic 
patient  who  approaches  surgery  in  a state  of 
relative  depletion  of  liver  glycogen  becomes 
a good  candidate  for  surgical  shock  and  sub- 
sequent ketosis. 

It  is  well  on  the  eve  of  surgeiy  to  increase 
the  usual  bedtime  feeding  of  milk  and  crack- 
ers, avoiding  at  this  time  rapidly  absorbable 
carbohydrate  such  as  fruit  juice.  By  virtue 
of  this  protein-starch  feeding  just  before  re- 
tiring, a nascent  supply  of  glucose  is  made 
available  to  the  patient.  Nothing  save  sips 
of  water  is  to  be  administered  after  11:00 

P.M. 

A routine  practice  of  the  writer,  but  not  of 
all  diabetologists,  has  been  to  administer 
50  ml.  of  a 50  per  cent  solution  of  dextrose 
by  vein  on  the  morning  of  surgery  in  lieu  of 
breakfast.  This  represents  a sudden  bulk 
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of  glucose  which  immediately  heightens  the 
gradient  of  glucose  in  the  direction  of  the 
cells.  Since  the  effect  is  immediate  but 
transient,  the  glucose  is  administered 
whether  or  not  glycosuria  is  present.  (Hy- 
perglycemia sufficient  to  produce  glycosuria 
represents  a total  of  only  several  grams  of 
glucose  in  the  entire  bloodstream.)  This 
provision  of  an  excess  of  an  essential  metabo- 
lite at  a critical  time  seems  to  smooth  out  the 
immediate  postoperative  course.  Presum- 
ably the  glucose  forestalls  the  transient  ex- 
cessive mobilization  of  storage  fat,  which  so 
commonly  occurs  when  a deficiency  of  glu- 
cose, even  temporary,  is  present.  As  was  so 
well  shown  by  A.  B.  Macallum,  ^ even  a tem- 
porary deficiency  of  50  Gm.  of  glucose  in  the 
body  calls  forth  a mobilization  of  fatty  acids 
(beta  hydroxystearic  acid)  from  the  fat 
stores  equivalent  to  at  least  ten  times  the 
caloric  deficit  to  be  satisfied  by  their  release. 

Oral  Hypoglycemic  Agents. — In  pa- 
tients who  are  on  the  arylsulfonylureas,  the 
need  for  surgery  does  not  preclude  the  con- 
tinued use  of  these  drugs  provided,  however, 
one  does  not  attempt  to  substitute  them  for 
insulin  as  this  may  be  required.  These 
drugs  should  not  be  used  during  periods  of 
parenteral  feeding.  While  the  arylsulfonyl- 
ureas favor  liver  glycogenation,  they  are  in 
no  sense  substitutes  for  insulin  in  patients 
needing  the  hormone,  that  is,  when  ketosis 
or  complications  supervene.  Under  such 
conditions  the  oral  hypoglycemic  agents 
should  be  sharply  discontinued  and  crys- 
talline insulin  employed  promptly  in  a dos- 
age sufficient  to  approach  diabetic  control 
during  the  abnormal  state.  Insulin  is  the 
agent  par  excellence  for  controlling  the  hy- 
perglycemia of  the  diabetic  patient  under- 
going surgery. 

Medication. — Unless  one  is  cognizant 
of  the  effect  of  morphine  in  a given  individ- 
ual, it  is  well  not  to  use  this  drug  in  the 
preoperative  preparation  of  the  diabetic 
patient.  Its  tendency  to  produce  vomiting 
in  susceptible  persons  makes  it  potentially 
dangerous  for  the  diabetic  patient.  A far 
better  modality  is  meperidine  hydrochlo- 


ride (Demerol  hydrochloride)  with  atropine- 

Emergency  Surgery.  — U nf  ortunately , 
many  surgical  procedures  in  the  diabetic 
patient  are  not  elective  but  require  prompt 
definitive  care.  Too  frequently  the  patient 
arrives  at  the  hospital  in  a state  of  complicat- 
ing ketosis.  The  medical  attendant,  under 
these  conditions,  must  not  be  stampeded 
into  immediate  surgery  but  should  reflect 
carefully  on  the  necessity  for  controlling  the 
ketosis  before  anesthesia.  His  position  be- 
comes analogous  to  that  of  the  navigator  at 
sea.  He  must  establish  his  bearings  before 
embarking  on  any  new  and  unknown  course 
introduced  by  the  anesthesia  and/or  the 
surgery.  In  this  situation  heroic  medicine  is 
in  order — the  rapid  re-establishment  of 
electrolyte  balance,  a flood  of  vitamins, 
measures  to  combat  infection,  typing  and 
crossmatching  for  transfusion,  and,  above 
all,  crystalline  insulin  in  adequate  amounts. 
The  greatest  sin  has  been  that  of  omission — 
too  little  and  too  late.  These  patients  in 
ketosis  usually  are  rather  poorly  responsive 
to  insulin  and  often  require  large  doses  of 
crystalline  insulin  to  break  this  resistance. 
The  specific  treatment  of  keto-acidosis  was 
discussed  in  another  paper  of  this  series.^ 

Management  During  Surgery 

Time  Factor. — It  is  important  to  insist 
that  the  diabetic  surgical  patient  receive 
priority  over  all  others  on  the  operating 
schedule.  Nothing  is  more  disconcerting 
than  to  have  a patient  prepared  carefully 
only  to  have  the  entire  schedule  disrupted 
by  a delay  in  the  surgery. 

Anesthesia. — The  selection  of  the  anes- 
thetic agent  for  the  diabetic  patient  is  ex- 
tremely significant.  An  effort  should  be 
made  to  employ  an  anesthetic  which  pro- 
duces the  least  possible  di.sruption  or  change 
in  the  body  economy.  For  this  reason, 
whenever  feasible  or  possible,  it  is  probably 
best  to  use  spinal  anesthesia.  One  cannot 
fail  to  note  the  marked  difference  in  post- 
operative morbidity  in  amputee  patients 
between  spinal  and  general  anesthesia.  The 
patient  returning  from  the  operating  room 
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after  a spinal  or  a local  refrigeration  pro- 
cedure frequently  is  ready  to  accept  a food 
tray.  By  contrast,  ether  disrupts  metabolic 
equilibrium  and  promotes  vomiting  and  ke- 
tosis. Cyclopropane  or  gas-oxygen  is  to 
be  preferred  over  ether.  Pentobai’bital  for 
induction  seems  highly  desirable  except  in 
the  presence  of  a known  pathologic  condi- 
tion of  the  liver  or  in  the  aged,  in  whom  after 
the  barbiturate  there  is  an  occasional  failure 
to  recover  from  the  anesthesia. 

Infusions. — Some  authorities  suggest  the 
administration  throughout  the  operative 
procedure  of  a continuous  intravenous  drip 
of  dextrose,  5 per  cent  in  water  or  saline. 
This  may  be  especially  desirable  if  the  pa- 
tient happens  to  be  aglycosuric  on  arrival 
in  the  operating  room.  A liberal  dose  of 
vitamins  B plus  C,  such  as  is  available  in  the 
preparation  Solu-B  with  ascorbic  acid, 
should  be  placed  in  the  bottle.  Insulin 
should  not  be  included  in  the  infusion  but 
should  be  used  subcutaneously  or  directly 
intravenously  if  required.  The  slow  homeo- 
pathic dosage  via  infusion  is  too  uncertain 
if  a positive  effect  is  desired. 

Indwelling  Catheters. — The  principle 
of  inserting  an  indwelling  cathetei’  routinely 
is  to  be  deprecated  except  when  decompen- 
sated ketosis  is  present,  a condition  which 
should  practically  never  occur  in  patients 
who  have  been  carefully  obser\-ed  and  pre- 
pared. The  morbidity  from  urinary  tract 
infection  incidental  to  an  indwelling  catheter 
may  well  surpass  that  related  to  the  original 
surgical  procedure  and  lead  to  the  untimely 
death  of  the  patient. 

Post  opera  live  Managemen  t 

The  glycosuria  which  usually  occurs  im- 
mediately postoperatively  commonly  is  at- 
tributable to  the  infused  glucose  plus  adre- 
nal medullary  and  cortical  responses.  This 
glycosuria  should  not,  at  least  for  several 
hours,  be  covered  by  the  administration  of 
insulin,  Avhich  if  injudiciously  used  will  only 
aggravate  the  further  production  of  epi- 
nephrine and  steroids,  thereby  increasing  the 
glycosuria  and  laying  the  groundwork  for 


subsequent  ketosis.  However,  urinary  cate- 
cholamines will  usually  decrease  after  several 
hours  as  will  the  sympathomimetic  effects 
incidental  to  the  endogenous  epinephrine. 
Then,  and  only  then,  small  doses  of  crystal- 
line insulin  should  be  employed  to  control 
the  abnormal  urinary  findings.  Perfection 
in  sugar  control  at  this  time  usually  is  not 
attainable  nor  should  it  be  sought  until  the 
patient  is  taking  nourishment  by  mouth. 
One  does  not  worry  during  this  critical  time 
about  small  or  moderate  amounts  of  gly- 
cosuria, provided  the  loss  is  not  creating  de- 
hydration or  electrolyte  depletion.  Above 
all,  one  does  not  attempt  to  correct  by  in- 
sulin the  glycosuria  incidental  to  dextrose 
infusion.  Hypoglycemia  is  probably  one  of 
the  most  hazardous  complications  to  be 
feared  at  this  time.  An  occasional  blood 
glucose  level  taken  between  glucose  infu- 
sions will  indicate  whether  or  not  such  a con- 
dition is  imminent.  In  a responsive  individ- 
ual a glucose  infusion  can  so  increase  insulin 
function  that  hypoglycemia  ensues  immedi- 
ately following  the  completion  of  the  gluco.si; 
administration  and  the  removal  of  the  needle. 

Some  physicians  have  preferred  a post- 
operative program  of  budgeting  nourish- 
ment (glucose),  fluid,  and  crystalline  insulin 
needs  over  four  six-hour  periods  of  the  day, 
varying  the  amounts  to  be  given  in  each 
period  in  accordance  with  the  urinary  and 
blood  fimlings  of  the  preceding  six  hours. 
This  method  was  suggested  originally  bj' 
Woodyatt  and  pi'omoted  by  Colwell.^  Others 
prefer  to  “play  by  ear,”  as  it  ivere,  and  to 
scrutinize  each  specimen  of  urine  voided, 
promptly  meeting  exigencies  directly  as 
these  arise. 

Fluid-balance  sheets  should,  of  course,  be 
kept  precisely  as  in  the  nondiabetic  post- 
operative patient,  bearing  in  mind  the 
added  reiphrements  for  electrolytes,  fluid, 
and  vitamins  incidental  to  glycosuria.  It  is 
important  that  in  administering  sufficient 
fluid  the  sodium  and  potassium  intakes  be 
appraised  carefully,  especially  in  the  cardiac 
or  nephritic  patient.  Serial  hematocrit  and 
hemoglobin  determinations  will  help  to  es- 
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tablish  fluid  needs.  In  general,  postopera- 
tive blood  sugar  determinations  should  be 
made  when  aglycosuria  occurs.  Often  they 
are  misleading  at  other  times. 

One  should  aim  to  achieve  a total  daily  in- 
take of  at  least  180  Gm.  of  carbohydrate, 
whether  by  dextrose  infusion  or  via  nourish- 
ment by  mouth.  Postoperatively,  hot  fast- 
fluids,  broths,  and  so  forth,  should  give  wa}^ 
rapidly  to  the  feeding  of  two  “carbohy- 
drate exchanges”  (20  Gm.  of  carbohydrate) 
in  fluid  form  every  two  hours.  Two  such 
exchanges  in  selected  form  should  be  offered 
the  patient  every  two  waking  hours  until 
he  is  able  to  negotiate  soft  feedings  and  ulti- 
mately three  meal  trays  and  a snack  on  re- 
tiring. 


A selected  diet  of  approximately  180  Gm. 
of  carbohydrate,  70  to  80  Gm.  of  protein, 
and  50  Gm.  of  fat  is  a reasonable  first-tray 
prescription  for  the  dietitian. 

As  in  the  nondiabetic  individual,  ambula- 
tion is  in  order  on  the  first  day  postopera- 
tively. The  diabetic  individual,  commonly 
so  susceptible  to  peripheral  circulatory 
complications,  is  certainly  a candidate  for 
rapid  ambulation. 
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Fatal  Aulomobile  Accidents  in  New  York  City 


Among  drivers  rated  as  responsible  for  their  fatal 
accidents  in  New  York  City,  7.3  per  cent  had  been 
drinking,  compared  to  onfi'  26  per  cent  of  similarly 
e.xposed  but  noninvolved  motorists,  according  to  a 
New  York  State  Department  of  Health  report  of 
two  five-month  periods  in  1959  and  1960. 

The  report  indicates  that  the  greater  difference 
between  drivers  fatally  injured  and  those  in  the 
control  group  was  the  use  of  alcohol.  Forty-six  per 
cent  of  the  accident-responsible  group  had  blood 
alcohol  concentrations  in  the  very  high  250  mg.  per 
cent  and  over  range.  In  contrast,  not  one  of  the 
drivers  in  the  large  control  group  had  a concentra- 
tion in  this  range.  Under  New  York  State  law, 
drivers  with  a concentration  of  100  mg.  per  cent  are 
considered  “impaired,”  and  those  with  alcohol  con- 
centrations of  150  mg.  per  cent  and  higher  are 
considered  legally  drunk. 

Also  represented  in  the  fatally  injured  group,  but 
not  in  the  control  group,  were  drivers  of  fleeing 
stolen  cars,  one  driver  killed  in  a drag  race,  and  a 
small  group  of  drivers,  all  in  the  fifth  decade  of  life. 


whose  accidents  resulted  from  their  prior  medical 
incapacitation.  It  was  pointed  out  that  all  of  the 
drivers  in  these  latter  categories  were  sober  and  that 
the  occurrence  of  accidents  in  the  medical  group 
should  not  be  used  per  se  in  justification  of  programs 
of  medical  license  restrictions  on  the  basis  of  present 
evidence. 

The  report  showed  also  that  those  fatally  injured 
were  significantly  closer  to  home  than  were  the 
similarly  e.xposed,  but  noninvolved  drivers  and  that 
almost  none  of  those  fatally  injured  lived  outside 
New  York  City. 

The  case  group  was  composed  entirely  of  males. 
Although  few  women  were  driving  at  the  times  and 
places  of  the  predominantly  nighttime  and  early 
morning  accidents,  males  were  nonetheless  statis- 
tically overrepresented  in  the  case  group. 

The  fatally  injured  drivers  were  not  significantly 
different  in  age  or  socioeconomic  status  from  the 
similarly  exposed,  but  noninvolved  controls,  and  no 
as.sociation  was  found  between  accident  involvement 
and  vehicle  age. 
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Closed- Chest  Cardiac  Massage 


OUWENHOVEN,  Jude,  and  Knicker- 
bocker* *  have  reported  succe.ssful 
cardiac  resuscitation  by  closed-chest  cardiac 
massage.  This  method  may  revolutionize 
cardiac  resuscitation  technics,  and  when  it 
is  combined  with  mouth-to-mouth  ventila- 
tion, it  enables  anyone,  anywhere,  to 
initiate  complete  resuscitation.  In  the 
interest  of  re-emphasizing  the  basic  con- 
tribution of  Kouwenhoven,  Jude,  and  Knick- 
erbocker* and  of  adding  a case  to  their 
series  of  successful  resuscitations,  the  fol- 
lowing report  is  presented. 

Case  Report 

A twenty-nine-j'ear-old  white  female  was  ad- 


Presented  and  discussed  at  a conference  at  the  New 
York  Hospital,  New  York  City,  March  6,  1961.  Clin- 
ical Anesthesia  Conferences  are  held  on  the  first  Mon- 
day of  every  month. 

* Kouwenhoven,  W.  B.,  Jude,  J.  R.,  and  Knicker- 
bocker, G.  G.;  Closed-chest  cardiac  massage,  J..A.M..\. 
173:  1004  (July  9)  1960. 


mitted  to  the  hospital  for  the  e.xcision  of  tonsilla 
tags  which  were  the  residua  of  a tonsillectomt' 
performed  when  she  was  eight  jTars  of  age.  Her 
present  complaint  was  an  “almost  constant  sore 
throat.” 

Significant  in  her  past  history  was  the  presence 
of  a heart  murmur  first  detected  when  she  was 
five  years  of  age.  Since  that  time  she  had  volun- 
tarily restricted  her  activities  and  was  prohibited 
from  engaging  in  competitive  swimming  in  college. 
There  was  no  history  compatible  with  rheumatic 
fever  e.xcept  frequent  sore  throats.  There  was  no 
historj'  of  joint  pains  or  chorea,  no  easy  fatig- 
ability, no  shortness  of  breath,  no  orthopnea, 
and  no  cyanosis.  Her  mother  stated  that  when 
she  underwent  the  tonsillectom}’,  probabh'  under 
diethyl  ether  anesthesia,  she  had  “come  out  of  the 
anesthetic  very  slowly,  and  her  pulse  was  very 
rapid.”  A thorough  evaluation  one  and  a 
half  years  before  this  admission  revealed  no ' 
symptoms,  a normal-sized  heart,  normal  electro- 
cardiogram rc'adings,  and  a Grade  II  s}'stolic 
murmur  at  the  left  sternal  border  and  apex. 
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'I'lie  diagnoses  which  were  entertained  were  a 
small  interventricular  septal  defect  or  a mitral 
insufficiency  on  a rheumatic  basis. 

Several  anesthetics  had  been  well  tolerated. 
When  the  jratient  was  twenty-four  years  of  age, 
thiopental  .sodium  and  nitrous  o.xide-o.xygen 
were  administered  uneventfully  for  the  comple- 
tion of  a spontaneous  abortion.  When  she  was 
twenty-five  years  old,  nitrous  oxide-oxygen  plus 
local  lidocaine  h3’drochloride  were  administered 
intermittentlj'  during  a low-forceps  deliveiy  and 
the  repair  of  an  episiotomj'.  At  the  age  of 
twentv'-sevcn  nitrous  oxide-oxj'gen  and  local 
lidocaine  hj'drochloride  again  were  administen'd 
uneventfully  for  a vaginal  delivery.  Four 
months  previous  to  this  admission  thiopental 
sodium-nitrous  oxide-ox3’gen  again  was  admin- 
istered during  a dilatation  and  curettage  and 
cervical  biops3'  for  menometrorrhagia.  These 
four  anesthetics  were  well  tolerated,  and  recover3' 
was  uneventful. 

The  only  other  item  of  significance  iii  her  his- 
tory is  that  she  considers  herself  a “nervous” 
person. 

She  was  admitted  in  the  morning  for  a ton- 
sillectom3'  to  be  performed  at  2 p.m.  She  had 
been  fasting  since  midnight.  Her  last  cold  had 
ended  two  weeks  ago.  On  ph3’sical  examination 
she  was  apprehensive,  there  were  tonsil  tags  in 
both  tonsillar  fossae,  and  a Grade  I systolic 
murmur  was  heard  best  at  the  apex.  The  re- 
mainder of  the  i)h3’sical  e.xamination  showed 
findings  within  normal  limits.  Her  hemoglobin 
on  admission  was  14.8  Gm.  per  100  ml.,  and  a 
urinalysis  was  within  normal  limits. 

She  was  visited  by  the  anesthesiologist  in  the 
morning.  He  felt  that  her  apprehcmsion  was  not 
inordinate  and  noted  the  history  as  detailed  here. 

No  preanesthetic  medication  was  adminis- 
tered. The  anesthesia  induction  was  begun  b3'^ 
face  mask  with  2 L.  of  oxygen  plus  6 L.  of  nitrous 
oxide  through  an  FNS*  vaporizer  delivering  halo- 
thane.  The  halothane  concentration  was  in- 
creased slowly  from  1.5  to  4 per  cent.  Verbal 
contact  was  maintained  with  the  patient  through 
3 per  cent  halothane.  Verbal  contact  was  lost 
in  four  minutes,  and  both  halothane  and  nitrous 
oxide  were  discontinued  as  soon  as  this  occurred. 
Only  ox3’-gen  was  administered  as  100  mg.  of  suc- 


* Fabian,  L.  W..  Newton,  G.  W.,  and  Stephen, 

H.:  Simple  and  accurate  fluothane  vaporizer,  Ane.s- 
the.siology  19:  284  (Mar .-Apr.)  1958. 


cin3'lcholine  chloride  was  injected  intravenousl3'. 
Within  fort3'-fi\"e  seconds  a number  34  plastic 
orotracheal  tube  was  passed  with  ease  under 
direct  \'ision,  and  the  cuff  was  inflated.  The 
patient  did  not  react  to  the  tube.  Onh’  oxvgen 
was  administered  at  this  time,  d'he  Davi.s- 
Rose  mouth  gag  was  insert(‘d,  and  the  surgeon 
clamped  a tonsillar  tag.  At  this  moment  no 
pulse  could  be  felt  although  heretofore  a pulse 
had  been  readil3’  palpable.  The  pupils  were 
found  to  be  widel3'  dilated.  There  was  no 
CA'anosis. 

Immediatel3’  the  lower  sternum  was  comi)ressed 
toward  the  vertebral  bodies  at  a rate  of  40  to  50 
times  a minute,  ^'^entilation  with  oxygen  was 
maintained  through  the  endotracheal  tube. 
With  closed-chest  cardiac  massage  a strong 
radial  pulse  was  obtained  S3'nchronous  with  each 
sternal  compression.  The  jmpils  became  miotic, 
and  spontaneous  respirations  began.  0^'er  the 
next  ten  minutes  closed-chest  massage  was  eon- 
tinued  while  an  electrocardioscoj)e  and  defibrilla- 
tor were  obtaiiu'd.  Ventricular  fibrillation  was 
apparent  on  the  electrocardiogram.  Closed- 
chest  defibrillation  was  attempted,  but  because  of 
insufficient  voltage  available  a left  thoracotom3' 
with  direct  defibrillation  was  done.  The  cardiac 
action  was  restored. 

Full  consciousness  returned  in  eighteen  hours 
and  full  mentation  over  the  next  seven  da3's. 
The  mental  residual  was  two  da3’S  of  amnesia. 

Calcium  chloride  had  been  injected  intra- 
venousl3'  during  resuscitation  to  fortif3’  the  car- 
diac contractions.  The  calcium  seemed  to  be  of 
some  value,  but  some  of  it  infiltrated.  At  the 
site  of  infiltration  the  tissue  sloughed.  Skin 
grafts  were  applied  later  under  local  anesthesia. 

Com  m en  t 

This  case  is  presented  to  emphasize  the 
efficac3^  of  closed-chest  cardiac  mas,sage. 
If  with  each  sternal  compression  a palpable 
peripheral  pulse  is  obtained,  there  is  no 
question  that  the  massage  is  successful. 
Furthermore,  if  the  patient’s  condition 
improves  during  closed-chest  massage,  as 
evidenced  by  the  constriction  of  pupils,  good 
skin  color,  spontaneous  respiration,  and 
returning  responsiveness,  closed-chest  mas- 
sage may  be  continued  without  the  necessity 
of  entering  the  left  side  of  the  chest  for 
manual  cardiac  massage.  A cardioscope 


July  1,  1961 


2305 


CLINICAL  ANESTHESIA  CONFERENCE 


can  be  obtained  and  an  accurate  diagnosis 
of  the  cardiac  malfunction  made. 

Closed-chest  massage  probably  should  be 
the  preferred  approach  to  cardiac  resuscita- 
tion outside  the  hospital  and  in  the  hospital 
other  than  in  the  operating  room.  Even  in 
the  operating  room  when  cardiac  arrest  is 
suspected,  the  sternum  can  be  compressed 
more  readily  than  the  left  side  of  the  chest 
can  be  entered.  If  sternal  compression 
produces  a satisfactory  pulse,  the  left 
hemithorax  may  not  need  to  be  entered  in 
the  operating  room. 

The  full  acceptance  of  the  technic  of 


closed-chest  cardiac  mas.sage  must  depend 
on  reports  of  successful  resuscitations  from 
many  groups.  As  more  experience  with 
this  technic  accumulates,  the  details  of  which 
drugs  to  inject,  when  and  how  to  effect 
defibrillation,  and  so  forth,  no  doubt  will 
be  clarified.  The  proper  application  of  the 
method  is  necessary  to  avoid  complications 
of  closed-chest  cardiac  resuscitation.  Al- 
though they  are  infrequent,  fractured  ribs, 
pneumothorax,  liver  hematoma,  and  the 
tearing  of  the  inferior  vena  cava  have  oc- 
curred. Postresuscitation  therapy  also  is 
required  for  complete  success. 


(Number  one  hundred  eight  in  a series  of  Clinical  Anesthesia  Conferences) 


Cancer  in  Rainbow  Trout  Linked  to  Fish  Food 


'I’ho  occurrence  of  liver  cancer  in  rainbow  trout 
appear.s  to  be  due  to  something  in  the  food  fed  them 
in  hatcheries,  according  to  an  article  by  E.  M. 
Wood,  M.D.,  and  Charles  P.  Larson,  M.D.,  in  the 
May,  1961,  i.ssue  of  Archives  of  Pathologg,  published 
by  the  .\merican  Mcnlical  Association. 

A high  incidence  of  liver  cancer  has  been  di.s- 
coveri'd  in  rainbow  Irout  in  a tiumber  of  fish  hatch- 
eries in  the  western  United  States  in  the  past  year. 
At  every  hatchery  where  the  disease  has  been  ob- 
•served,  the  same  pelleted  diet  has  been  fed  for 
varj’ing  periods  of  time.  A direct  correlation  has 
been  found  between  the  severity  of  the  disease  and 
the  length  of  time  that  the  diet  was  fed. 

'I'lie  first  dry  feed,  pelleted  diets  began  to  appear 


ton  j'ears  ago.  The  majority  of  the.se  contain  vita- 
mins, antioxidants,  growth  stimulants,  and  other 
additives  designed  to  replace  factors  present  in 
fresh  meat. 

The  authors  do  not  believe  that  genetic  predis- 
])osition,  infections,  or  radiation  caused  the  disea.se. 
While  nutritional  deficiencies  or  imbalances  cannot 
be  ruled  out  as  yet,  the  rapid  growth  of  affected  fish 
does  not  indicate  a nutritional  factor  as  a primary 
cause.  This  woidd  leave  a chemical  or  a cancer- 
causing  hormone  as  the  possible  cause. 

The  physiology  of  fish  does  not  exactly  parallel 
that  of  man,  the  researchers  added,  but  the  occur- 
rence of  this  cancer  in  trout  opens  new  avenues  for 
investigation  of  the  disease. 
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CASE  REPORTS 


The  Problem  of  Milky  Ascites 

MAUIUCE  L.  KELLEY,  JR.,  M.D.,  AND  VICTOR  W.  LOGAN,  M.D.,  ROCHESTER,  NEW  YORK 
(From  the  Medical  Service,  Strong  Memorial  Hospital) 


The  discovery  of  wiiite  or  milky  ascitic  fluid 
(Fig.  1)  is  a dramatic  event  which  cannot  fail 
to  stimulate  the  curiosity  of  the  physician,  but 
which  is  often  as  puzzling  as  it  is  interesting. 
Milky  ascites  is  an  uncommon  finding  and,  indeed, 
many  physicians  may  never  encounter  a patient 
with  this  condition.  The  interest  which  milky 
ascites  has  engendered  is  indicated  by  the 
numerous  case  reports  in  the  literature.  Milk}" 
ascitic  fluids  have  been  classified  variously  as 
chylous,  pseudochylous,  and  chyliform.  These 
groups  do  not  prove  particularly  helpful  when  one 
is  faced  with  the  problem  of  ascertaining  the  cause 
of  milky  peritoneal  fluid  in  an  individual  case. 
Blankenhorn  in  1923*  concluded  that  finely 
divided,  emulsified  fat  was  the  substance  re- 
sponsible  for  the  turbidity  of  the  fluid  in  patients 
with  milky  ascites.  Recent  studies  by  Water- 
house,  Jaenike,  and  Alarinetti,^  utilizing  chro- 
matographic separation  of  lipid  extracts  from 
ascitic  fluids  of  patients  with  lactescent  ascites, 
suggest  that  the  lipid  particles  are  largely  neutral 
fat  with  a small  amount  of  phos])holii)id  and 
cholesterol.  The  composition  is  similar  to  that 
of  chylomicrons,  suggesting  that  it  rejiresents 
the  same  material  but  with  a smaller  particle 
size  and  originates  from  intestinal  lymphatic 
fluid. 

Our  interest  in  this  problem  was  fostered  by 
the  occurrence  of  milky  ascites  in  2 patients  with 
cirrhosis  of  the  liver  whom  we  had  the  oppor- 
tunity to  observe  for  several  }"ears.  The  jiurpose 
of  this  report  is  to  describe  in  some  detail  the 
clinical  and  pathologic  findings  in  these  cases  as 
well  as  to  review  the  experience  with  other  pa- 
tients with  milky  ascites  seen  at  the  Strong 
Memorial  Hospital  (Tables  I and  II).  It  is 
hoped  that  this  information  may  be  of  assistance 
in  evaluating  other  patients  who  j)roduce  ascitic 
fluid  of  a milky  appearance. 


Fig.  1.  IMilky  ascitic  fluid  removed  from  patient 
(Case  5)  on  January  8,  1957.  The  fat  content  of 
this  specimen  was  4(i()  mg.  per  100  ml. 


In  addition  to  the  2 patients  observed  by  us 
(Cases  3 and  5),  8 other  cast's  with  well-docu- 
mented milk}"  ascites  were  found  among  the 
clinical  records  of  the  Strong  Memorial  Hospital. 
The  data  relevant  to  these  10  }iatients  given  in 
order  of  the  age  at  which  milky  ascites  developed 
are  summarized  in  Table  I.  Five  more  jiatients 
were  found  in  a re\’iew  of  the  autojisy  records  of 
this  institution  who  had  100  ml.  or  more  of  milky 
ascitic  fluid  at  postmortem  examination.  These 
are  described  in  Table  II. 

The  courstfe'  of  our  2 cirrhotic  patients  are 
related  in  the  following  paragraphs. 

Case  Reports 

Case  3. — A fifty-three-year-old  white  male 
bartender  was  admitted  to  the  Strong  Memorial 
Hospital  on  June  29,  1953.  He  had  been  a heavy 
drinker  of  beer  and  whiskey  for  many  years  but 
was  in  good  health  until  six  months  prior  to 
admission  at  which  time  he  had  become  slightly 
jaundiced.  A progressive  abdominal  enlarge- 
ment, which  prompted  him  to  seek  medical 
attention,  began  six  weeks  prior  to  admission. 

His  weight  was  98  Kg.  The  vital  signs  were 
normal.  The  scleras  were  slightly  icteric. 
Two  spider  angiomas  were  present  in  the  left 


July  1,  1961 
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TABLE  I. — Clinical  Cases 


-Ascitic  Fluid- 


Phos- 


Total 

Pro- 

Choles- 

phorus 

Lipid 

tein 

terol 

Lipid 

Age  When 

(Mg. 

(Gm. 

(Mg. 

(Mg. 

First  Seen 

Per 

Per 

Per 

Per 

with  Ascites 

100 

100 

100 

100 

Patient 

Year 

Sex 

(Years) 

History 

Physical  Findings 

ml.) 

ml.) 

ml.) 

ml.) 

1 

1953 

F 

20  (days) 

Swollen  abdomen,  right 

Ascites,  3 plus.  Edema 

801 

3.3 

125 

133 

arm,  left  leg,  and  right 

of  right  arm,  left  leg, 

side  of  face  since  birth. 

and  right  side  of  face. 

2 

1945 

F 

42 

Right  radical  mastec- 

Cachexia.  Ascites,  4 

tomy  at  age  37  for 
adenocarcinoma. 

plus;  leg  edema,  2 
plus. 

Dyspnea,  three 
months;  swelling  of 

abdomen  and  legs, 
two  weeks. 

,3 

19.53 

M 

53 

Alcoholic.  Slight  jaun- 

Ascites,  4 plus;  leg 

300 

2.8 

dice,  six  months. 

edema,  1 plus.  Spider 

500 

2.0 

47 

Swelling  of  abdomen. 

angiomas ; gyneco- 

six  weeks. 

mastia;  decreased 

body  hair. 

4 

1938 

M 

58 

Epigastric  pain,  eleven 

Ascites,  4 plus;  leg 

months.  Swelling  of 
abdomen  and  legs, 
one  week. 

edema,  2 plus. 

5* 

19.56 

M 

60 

Alcoholic.  Swelling  of 

A.scites,  4 plus;  leg 

480 

3.1 

76 

45 

legs  and  abdomen, 

edema,  4 plus.  In- 

940 

4.2 

77 

88 

five  weeks. 

creased  venous  pat- 

460 

3.8 

109 

115 

tern  over  abdomen. 

466 

171 

6 

19.52 

M 

69 

Weakness  and  weight 

Cachexia.  Ascites  3 

loss,  two  months. 

plus;  leg  edema,  3 

Swelling  of  abdomen, 
four  weeks. 

plus. 

7* 

19.57 

F 

72 

Right  radical  mastec- 

Deep  jaundice.  Ascites. 

436 

2 2 

70 

65 

tomy  for  adenocar- 
cinoma at  age  70. 
Abdominal  pain  and 
swelling,  two  weeks. 

4 plus;  sacr.al  edema, 
2 plus. 

8* 

19.57 

F 

74 

Dyspnea  and  ankle 

Ascites,  4 plus;  leg 

320 

1.0 

48 

45 

edema,  one  year; 
much  worse  for  three 

edema,  4 plus. 

weeks.  Swelling  of 
abdomen,  three  weeks. 


9 

19.56 

F 

77 

Swelling  of  abdomen 
and  vomiting,  four 
weeks. 

Ascites,  3 plus.  Extrin- 
sic rectal  mass. 

10 

1954 

F 

78 

Dyspnea  and  swelling  of 
abdomen,  two  weeks. 

Ascites,  3 plus.  Irregu- 
lar upper  abdominal 

5.8 

♦ Detailed  studies  of  ascitic  fluid  lipids  reported  by  Waterhouse,  .Taenike,  and  Marinetti. ’ 
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TABLE  I. — Clinical  Cases 


Pleural 

Effusion 

Etiology 

Treatment 

Additional  Data 

FoUow-Up 

None 

Congenital  lymphatic 
dysplasia 

2 paracenteses 

Exploratory  laparotomy  at 
age  29  days  revealed  100 
inl.  milky  ascitic  fluid; 
dilated  lacteals  in  small 
bowel  mesentary;  many 
small  mesenteric  lymph 
nodes  which  on  micro- 
scopic exam  showed  only 
lymphoid  tissue  with 
slight  fibroblastic  ac- 
tivity. 

Doing  well  at  age  20 
months;  edema  un- 

changed; ascites  mini- 
mal; lost  to  further  fol- 
low-up. 

Hilateral 

Metastatic  carcinoma, 

1 paracentesis,  x-ray 

Pleural  fluid,  clear  yellow 

Died  six  months  after  on- 

(milky) 

breast 

therapy 

at  last  thoracentesis,  two 
weeks  before  death. 

set  of  symptoms.  At 
autopsy:  4,000  ml. 

milky  ascitic  fluid  and 
bilateral  milky  pleural 
effusion;  pulmonary  and 
abdominal  carcinoma- 
tosis with  carcinoma- 
tous constriction  of  in- 
ferior vena  cava  and 
retroperitoneal  tumor 
mass. 

Nonp 

Portal  cirrhosis 

.5  paracenteses,  low- 
salt  diet,  diuretics, 
vitamins 

Esophageal  varices  by  x- 
ray.  Ascites  subsided 
one  year  after  onset. 

Died  at  58.  Respiratop' 
paralysis  due  to  Guil- 
Iian-Barr4  syndrome. 

At  autopsy;  no  ascites, 
portal  cirrhosis,  and 
esophageal  varices. 

None 

Carcinoma, 
body  of 
pancreas 

7 paracenteses,  x-ray 
therapy  to  abdomen, 
5 intravenous  infu- 
sions of  his  own 
ascitic  fluid 

.Ascitic  fluid  milky  at  each 
tap. 

Died  fourteen  months 
after  onset  of  symptoms. 
At  autopsy:  6.000  ml. 
milky  ascitic  fluid;  car- 
cinoma body  of  pan- 
creas enveloping  aorta 
and  fixed  to  periaortic 
tissues. 

Left 

(milky) 

Portal  cirrhosis 

4 paracenteses,  low- 
salt  diet,  diuretics, 
vitamins 

Hepatic  vein  catheteriza- 
tion one  year  after  onset 
of  ascites  indicated  por- 
tal hypertension.  As- 
cites subsided  following 
prolonged  medical  treat- 
ment. 

Died  at  age  63.  At  au- 
topsy : carcinoma  of  the 
esophagus  and  portal 
cirrhosis;  small  amount 
of  clear  ascitic  fluid. 

None 

Carcinoma, 
head  of 
[lancreas 

2 paracenteses 

Died  three  months  after 
onset  of  symptoms.  At 
autopsy:  2,000  ml. 

milky  ascitic  fluid;  car- 
cinoma. head  of  pan- 
creas with  metastases  to 
regional  and  retroperi- 
toneal lymph  nodes; 
thrombi,  iliac  veins,  in- 
ferior vena  cava,  and 
portal  vein. 

bilateral 

(milky) 

Metastatic  carcinoma, 
breast 

1 paracentesis,  Thio- 
TEPA  injections 

Died  four  weeks  after  on- 
set of  abdominal  swell- 
ing. At  autopsy:  500 

ml.  milky  ascitic  fluid; 
massive  replacement  of 
liver  by  metastatic  car- 
cinoma; recent  throm- 
bosis of  portal  vein; 
invasion  of  many  small 
hepatic  veins  by  tumor; 
esophageal  varices. 

Bilateral 

(milky) 

Postnecrotic  cirrhosis 

4 paracenteses,  digi- 
talis, salt  restriction, 
diuretics 

Ascitic  and  pleural  fluid 
milky  on  each  examina- 
tion. Temporary  de- 
crease of  ascites  on  medi- 
cal regimen. 

Died  two  and  one-half 
years  after  onset  of 
symptoms.  At  autopsy: 
4,400  ml.  milky  ascitic 
fluid  and  bilateral  milky 
pleural  effusion;  marked 
cirrhosis  of  liver,  com- 
patible with  post- 

necrotic type. 

Left 

Carcinoma  of  stomach 

2 paracenteses 

Stomach  x-ray  film  showed 
large  obstructing  gastric 
malignant  condition. 

Died  two  months  after  on- 
set of  symptoms.  ' 

Bilateral 

Lymphosarcoma  with 

2 paracenteses;  3 

Lymphosarcoma  in  left 

Died  at  home  at  age  80, 

(milky) 

involvement  of  medi- 
astinal and  abdom- 
inal nodes 

courses  of  x-ray  ther- 
apy 

scalene  node  biopsy. 
Ascites  and  pleural  ef- 
fusion cleared  six  months 
after  first  course  of  x-ray 
treatment  to  mediasti- 
num and  abdomen  and 
did  not  recur. 

two  and  one-half  years 
after  onset  of  symp- 
toms. 

.Inly  1,  I9(il 
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TABLE  II. — Postmortem  Cases 


Age  at 
Death 

I'atieiit  \ ear  Sex  (Years)  Historical  Data  Autopsy  Findings 


11  i94;i 


12  1920 


13  1953 


1-1  1950 


1939 


M 


F 


F 


M 


M 


21  Hypertension  for  several  years 


29  Pulmonary  tuberculo.sis  for  two 
years 


48  Struck  by  a bus  at  age  39  with 
resultant  extensive  fractures 
of  both  legs  and  pelvis  and 
rupture  of  bladder  and  rec- 
tum. Subsequently  devel- 
oped renal  stones,  chronic 
urinary  infection,  hyperten- 
sion, and  uremia. 

05  Found  dead  on  the  stre(“t; 
coroner’s  case. 


09  Lymphomatous  disorder  for 
three  or  four  years  treated 
with  three  courses  of  radia- 
tion therapy. 


Milky  peritoneal  fluid,  1,500  ml. 
Subacute  glomerulonephritis. 
Other  viscera  unremarkable, 
except  for  chronic  passive  con- 
gestion. 

Milky  ascitic  fluid,  2,000  ml. 
Bilateral  pulmonary  tuberculo- 
sis with  cavitation  and  tuber- 
culous pneumonia.  Three  tu- 
berculous ulcers,  small  bowel. 
Localized  tuberculous  pelvic 
peritonitis.  Liver  parenchyma 
largely  replaced  by  amyloid 
tissue. 

Milky  ascitic  fluid,  200  ml.  Small 
amount  clear  pleural  fluid. 
Multiple  old  fracture  deformi- 
ties, lower  extremities  and  pelvis 
with  separation  of  pelvic  rami. 
Bilateral  nephrolithiasis  with 
advanced  pyonephrosis.  Acute 
and  advanced  chronic  pyelo- 
nephritis. 

Milky  ascitic  fluid,  5,000  ml.  No 
pleural  fluid.  Carcinoma,  right  ' 
kidney  with  extension  into  renal 
veins,  perirenal  tissues,  thoracic 
duct,  and  liver. 

Milky  ascitic  fluid,  100  ml;  500 
ml.  milky  fluid,  both  pleural 
spaces.  Giant  follicle  malignant  | 
lymphoma  with  transition  to 
reticulum  cell  sarcoma.  Sar- 
comatous invasion  of  medias- 
tinum, kidney,  spleen,  and  pan- 
creas. Distal  portion  of  tho-  < 
racic  duct  dilated  to  three  times  , 
its  normal  diameter;  its  proxi- 
mal portion  lost  in  mediastinal 
tumor  mass. 


supraclavicular  area.  There  was  a moderate 
degree  of  gynecomastia,  and  the  amount  of  body 
hair  was  decreased.  The  abdomen  was  hugely 
distended  with  ascitic  fluid.  A slight  edema  of 
both  lower  extremities  was  noted. 

The  hemoglobin  was  11.5  Gm.  per  100  ml.,  and 
the  hematocrit  36.  The  leukocyte  count  was 
4,000  with  a normal  differential.  A urinalysis 
indicated  negative  results  except  for  a test  which 
yielded  positive  results  for  bile.  His  blood  Was- 
sermann  test  indicated  negative  findings. 

The  direct  bilirubin  was  0.8  mg.  per  100  ml., 
and  the  indirect  bilirubin  was  1.28  mg.  per  100 
ml.  The  serum  albumin  was  2.4,  and  the  serum 
globulin  was  4.2  Gm.  per  100  ml.  The  cephalin 
cholesterol  flocculation  test  was  4 plus,  the 
thymol  turbidity  was  3.5  Maclagan  units,  and 
the  prothrombin  concentration  was  50  per  cent 


of  normal.  There  was  21  per  cent  retcmtion  of 
bromsulphalein  dye  forty-five  minutes  after  an 
intravenously  administered  dose.  barium 
examination  of  the  upper  gastrointestinal  tract 
revealed  large  esophageal  varices. 

On  the  day  after  admission  a paracentesis 
was  performed,  and  12  L.  of  clear,  straw-colored 
fluid  with  a specific  gravity  of  1.008  were  ob- 
tained. Following  the  removal  of  this  fluid,  th(>  ( 
liver  could  be  palpated  3 fingerbreadths  below  the  i 
right  costal  margin.  On  deep  inspiration,  the  j 
spleen  descended  3 cm.  A second  paracentesis  j 
was  done  on  July  6,  1953;  6,500  ml.  of  clear,  I 
amber  fluid  were  removed.  The  patient  was  '1 
discharged  from  the  hospital  on  July  22,  1953,  f 
weighing  69  Kg.  He  was  instructed  to  follow  a i 
regimen  consisting  of  a high-carbohydrate,  high-  ( 
protein,  low-fat,  2-Gm.  salt  diet;  oral  vitamins;  j 
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and  parenteral  mercurial  diuretics. 

The  patient  attended  the  medical  outiratient 
department  regularly,  but  despite  adherence  to 
his  program,  he  reaccumulated  ascitic  fluid 
rapidl3^  A third  paracentesis  was  done  on 
September  11,  1953.  Three  L.  of  fluid  were  re- 
moved. Instead  of  being  clear  and  amber  as  on 
the  two  previous  occasions,  the  fluid  was  milky 
and  white.  Fat  globules  were  seen  floating  in 
the  fluid.  The  fat  and  protein  contents  of  this 
fluid  and  those  obtained  subsequently  are  shown 
in  'ruble  I.  .\  fourth  paracentesis  was  done  on 
October  13,  19.53.  'I’en  L.  of  milk\'  fluid,  with  a 
specific  gravitv  of  1.008,  were  remo\ed. 
subsequent  increase  in  ascites  necessitated  a 
fifth  tap  on  November  16,  1953.  Eight  L.  of 
tan,  milk}’  fluid  were  obtained.  Sudanophilic 
globules  were  demonstrated  in  the  fluid  which 
contained  300  white  blood  cells  per  cubic  milli- 
meter. Cultures  including  those  for  acid- 
fast  bacteria  produced  no  growth. 

A period  of  sustained  improvement  now  began 
during  which  the  patient  continued  to  ab.stain 
from  drinking  and  to  follow  his  medical  regimen. 
No  further  paracenteses  were  required,  and  bj’ 
Ma>’,  1955,  the  ascitic  fluid  was  no  longer  de- 
tectable clinicall}’.  'I’he  condition  did  not  recur. 
Esophageal  varices,  however,  were  again  demon- 
strated by  x-ray  studies.  The  degree  of  hepato- 
splenomegaly  was  unchanged.  The  serum  al- 
bumin increased  to  4 Gm.  per  100  ml.,  and  the 
senun  globulin  declined  to  2.4  Gm.  per  100  ml. 

On  October  8,  1957,  the  patient  was  admitted 
to  the  hospital  for  a surgical  removal  of  sigmoidal 
l)olyps  which  had  produced  a small  amount  of 
rectal  bleeding.  The  prothrombin  concentra- 
tion was  25  per  cent  of  normal  but  increased  to 
80  per  cent  after  administration  of  vitamin  K. 

bromsulphalein  clearance  test  showed  a 40 
per  cent  retention  of  dye  in  forty-five  minutes, 
'i'he  other  blood  chemical  analyses  which  pre- 
sumably reflect  liver  function  were  within  normal 
limits.  No  further  diuretics  were  given,  and 
following  this  admission  the  patient  ate  a diet 
unrestricted  in  salt. 

The  patient  was  admitted  to  the  hospital  on 
May  16,  1958,  because  of  weakness  and  par- 
esthesias of  the  legs  of  two  days  duration.  The 
history,  physical  findings,  and  cerebrospinal 
analyses  all  indicated  an  infectious  type  of  pol}’- 
neuritis  (Guillain-Barre  sjmdrome).  A severe 
muscular  paralysis  developed,  culminating  in 
respiratory  paralysis.  The  patient  was  placed 
in  a Drinker  respirator,  and  a tracheostomy  was 


performed.  After  a storm\’  course  marked  bj’ 
high  fever,  coma,  and  continuing  paralysis,  the 
patient  e.xpired  on  .June  18,  1958,  following  an 
episode  of  bleeding  from  the  nose  and  mouth. 

postmortem  ('xamination  was  i)erformed  six 
hours  after  death.  Fifty  ml.  of  clear  peritoneal 
fluid  were  pre.sent.  'fhere  was  no  pleural  fluid. 
Eso])hageal  varices  were  present  and  the  esoph- 
agus, stomach,  and  small  bowel  were  filled  witli 
blood.  'Fhe  liver  weighed  1,3.50  Gm.;  it  was 
coarsc'l}'  nodular,  hard,  and  contaiiKal  miim'rous 
broad  scars.  microscoi)ic  examination  showed 
a disruption  of  the  lobules  bv  bands  of  fibi'ous 
tissue  and  much  replacement  of  parenchvmal 
cells  by  fibrous  tissue.  'I'he  spleen  weighed  400 
Gm.  and  ajjpeared  unremarkable  grossly  and  his- 
tologically. 

The  pathologic  diagnoses  were  cirrhosis  of  the 
liver,  probabty  Laennec’s,  but  with  some  sug- 
gestion of  the  postnecrotic  t}’i)e;  congestive 
splenomegaly;  esophageal  varices  with  acute  and 
chronic  esophagitis  and  mucosal  erosion;  mas- 
sive gastrointe.stinal  h(*morrhage,  ])robabl,v  from 
esophageal  varices;  and  two  necrotic  pulmonarv’ 
absces.ses.  No  specific  type  of  (jentral  nervous 
sj’stem  condition  was  identified. 

Comment. — Cirrhosis  of  the  liver  with  |iortal 
hypertension  was  the  apparent  cause  of  the  milkv 
ascitic  fluid  in  this  patient.  The  ascitic  fluid  was 
clear  and  \’ellow  initially,  but  subsequenth'  it 
became  milky.  Ascites  subsided  following  a 
prolonged  regimen  of  abstinence  from  alcohol, 
low-salt  diet,  and  diuretic  administration. 
Esophageal  varices  persisted,  however,  and  pro- 
duced hemorrhage  as  a terminal  event.  No 
significant  peritoneal  fluid  was  present  at  the 
liostmortem  examination. 

Case  5. — sixty-j'ear-old  male  Italian  meat 
packer  was  admitted  to  the  Strong  Memorial 
Hospital  on  August  26,  1956,  with  a chief  com- 
plaint of  swelling  of  the  abdomen  of  five  weeks 
duration.  He  had  drunk  a large  amount  of  wine 
daily  for  many  }’ears,  and  for  the  j’ear  prior  to 
admission  his  diet  consisted  primarily  of  spa- 
ghetti. A progressive  abdominal  enlargement 
and  edema  of  the  lower  extremities  were  noted  five 
weeks  prior  to  admission.  The  patient  had  no 
other  complaints. 

The  patient’s  weight  was  70  Kg.  The  blood 
pressure  and  other  vital  signs  were  normal. 
The  patient  was  thin,  dark  skinned,  and  ap- 
peared chronically  ill.  The  abdomen  was  dis- 
tended greatlv  b,v  ascitic  fluid.  A pronouncerl 
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venous  pattern  was  j^resent  over  tlie  abdominal 
and  thoracic  walls.  There  was  marked  pitting 
edema  of  both  lower  extremities. 

The  blood  Wassermann  test,  tlie  hemato(;rit, 
the  leukocyte  count,  the  urinalysis,  and  the  stool 
examination  all  indicated  unremarkable  results. 
The  serum  albumin  was  3.2  Gm.  per  100  ml., 
and  the  serum  globulin  was  2.6  mg.  per  100  ml. 
The  icterus  index  was  8,  the  cephalin  flocculation 
indicated  negative  findings,  and  the  th3miol  tur- 
biditv  was  0.5  Maclagan  units.  The  prothrom- 
l)in  concentration  was  90  per  cent  of  normal,  and 
the  alkaline  ])hosphatase  was  8.3  Bodansky  units. 
.V  broinsulphalein  test  showed  10  per  cent  re- 
tention of  dye  in  forty-five  minutes.  An  x-ray 
film  of  the  chest  was  unremarkable.  An  upper 
gastrointestinal  series  revealed  negative  results 
except  for  three  duodenal  diverticula. 

A paracentesis  was  performed  on  August  28, 
19.56.  Twelve  L.  of  yellowish-white,  milky  fluid 
with  a specific  gravity  of  1.010  were  obtained. 
No  malignant  cells  were  seen  in  the  centrifuged 
sediment.  The  fat,  cholesterol,  and  protein 
contents  of  this  and  subsequent  specimens  of 
ascitic  fluid  are  given  in  Table  I.  Following  the 
removal  of  the  fluid,  the  liver  could  be  palpated 
3 fingerbreadths  below  the  right  costal  margin 
and  was  found  to  be  firm  and  not  tender.  Treat- 
ment consisted  of  a 2-Gm.  salt  diet,  oral  vitamins, 
and  parenteral  mercurial  diuretics.  A second 
paracentesis  on  September  12,  1956,  was  pro- 
ductive of  6 L.  of  milkj'  fluid.  A needle  biopsy 
of  the  liver  was  suggestive  but  not  diagnostic 
of  portal  cirrhosis. 

On  September  28,  1956,  a catheter  was  passed 
via  the  median  basilic  vein  of  the  right  arm  to  the 
right  atrium  and  then  into  the  hepatic  vein  by 
Frank  Lovejoy,  M.D.,  and  Paul  Yu,  M.D.  The 
mean  “wedged”  hepatic  vein  pressure  was  be- 
tween 18  and  24  mm.  of  Hg  (the  normal  pres- 
.sure  is  under  5 mm.  of  Hg).  On  withdrawal  to 
the  hepatic  vein  proper,  the  pressure  dropped 
suddenly  to  from  2 to  3 mm.  of  Hg.  Such  an 
elevated  hepatic  wedge  pressure  was  felt  to  be 
consistent  with  a diagnosis  of  portal  lij'pertc'ii- 
sion. 

The  patient  was  discharged  on  October  5, 
1956,  weighing  49  Kg.  and  having  no  clinically 
detectable  ascites  or  edema.  The  patient  ad- 
hered to  his  diet,  abstained  from  alcohol,  and 
received  frequent  diuretic  injections.  However, 
fluid  reaccumulated  and  by  .January  8,  1957,  his 
weight  had  increased  to  66  Kg.  A third  par- 
acentesis at  this  time  yielded  9 Ij.  of  milky  fluid 


with  a specific  gravity  of  1,020  (Fig.  1).  In 
May,  1957,  onty  a moderate  amount  of  ascites 
was  present,  but  a left-sided  jjleural  effusion  had 
developed.  Two-thousand  ml.  of  fluid,  which 
was  milky  white  and  identical  in  appearance  to 
the  ascitic  fluid,  were  removed  by  thoracentesis. 
The  fat  content  was  580  mg.  per  100  ml.,  the 
protein  3 Gm.  per  100  ml.,  and  the  cholesterol 
109  mg.  per  100  ml.  For  the  next  \-ear  the 
patient  did  remarkably  well.  No  further  pleural 
fluid  formed,  ascites  was  minimal,  and  his  weight 
stabilized  at  63  Kg. 

In  .July,  1958,  there  was  an  increase  in  a.scites, 
and  4 L.  of  milky  fluid  were  removed.  Tissue 
obtained  by  intercostal  needle  biopsj’'  of  the  liver 
at  this  time  showed  portal  cirrhosis  on  micro- 
scopic examination. 

From  this  time  on  there  was  only  minimal  as- 
cites even  without  salt  restriction  or  diuretics. 
The  patient  felt  well  until  Februar}^  1959,  at 
which  time  he  noted  difficulty  in  swallowing  .solid 
foods.  D>'sphagia  {progressed  rapidlj',  and  he 
soon  was  unable  to  swallow  an3dhing  but  liquids. 
An  esophagosco{)y  on  March  23  revealed  a 
stenosing  lesion  26  cm.  below  the  incisor  teeth 
which  on  bio]Psy  {proved  to  be  an  epidermoid 
carcinoma.  A gastrostomy  was  performed  on 
May  5,  1959.  No  ascitic  fluid  was  present. 
Nodes  removed  from  the  lesser  gastric  omentum 
showed  metastatic  carcinoma.  Radiation  ther- 
apy in  a dosage  of  6,000  r.  was  administered  v\ith 
temporary  improvement,  but  dysphagia  and 
chest  pain  developed  in  September,  1959,  and 
the  patient  died  in  shock  on  October  4,  1959. 

An  autopsy  was  performed  two  hours  after 
death.  There  were  200  ml.  of  clear,  3'ellow  fluid 
in  the  {peritoneal  cavit3'  and  100  ml.  of  clear, 
yellow  fluid  in  the  left  pleural  cavity.  The 
stenosing  esophageal  lesion  was  necrotic  and 
friable,  but  on  microscopic  examination  no  car- 
cinoma was  found  in  this  or  in  other  organs. 
A large  amount  of  blood  was  present  in  the 
gastrointestinal  tract.  The  liver  weighed  1,550 
Gm.,  and  its  lobular  architecture  was  disrupted 
1p3'  li3qpertro{phic  foci,  secondary  to  {portal  fibrosis. 

The  {Pathologic  diagnoses  were  {POstradiation 
carcinoma  of  the  eso{phagus,  massive  esophageal 
hemorrhage  secondary  to  necrosis  of  the  anterior 
wall  of  the  middle  third  of  the  esophagus,  portal 
cirrhosis  of  the  liver  of  moderate  degree,  and  a 
recent  myocardial  infarction. 

Comment. — Portal  cirrhosis  secondar3"  to  al- 
coholism was  the  process  underl3'ing  the  forma- 
tion of  milky  ascites  in  this  patient.  No 


2312 


New  York  State  .1.  Meil. 


THE  PROBLEM  OF  MILKY  ASCITES 


esophageal  varices  were  present,  but  portal  hyper- 
tension was  indicated  by  the  elevated  hepatic 
“wedge  pressure.”  A milky  pleural  effusion  also 
developed.  A decrease  in  the  amount  of  fluid, 
which  was  always  milky,  followed  the  institution 
of  a low-salt  diet  and  diuretic  administration. 
Eventually  death  was  due  to  a carcinoma  of  the 
esophagus,  the  first  S}Tnptoms  of  which  occurred 
two  and  one-half  years  after  the  onset  of  ascites. 
No  abnormal  amount  of  ])eritoneal  or  pleural 
fluid  was  found  at  autopsy. 

Comment 

Spontaneous  milky  peritoneal  effusions  are 
usually  the  result  of  extrinsic  or  intrinsic  lym- 
phatic obstruction.  A blockage  of  major  lym- 
phatic channels  by  malignant  tumor  tissue  with  a 
subsequent  seepage  of  the  intestinal  lymph  from 
below  the  obstruction  into  the  peritoneal  cavity 
is  probably  the  most  common  etiologic  factor. 
Eight  of  the  15  patients  described  in  this  report 
seem  to  fall  into  this  category.  Two  had  car- 
cinoma of  the  pancreas,  2 had  abdominal  car- 
cinomatosis secondary  to  carcinoma  of  the 
breast,  1 had  renal  carcinoma,  and  1 had  car- 
cinoma of  the  stomach.  Two  patients  had  ma- 
lignant lymphomas.  The  operative  or  post- 
mortem findings  in  5 of  the  6 patients  with  car- 
cinoma revealed  abdominal  carcinomatosis  or 
involvement  of  retroperitoneal  structures  by  the 
tumor.  An  invasion  of  the  thoracic  duct  by  renal 
carcinoma  was  found  in  1 patient  (Case  14). 
In  a patient  with  reticulum  cell  sarcoma  (Case 
15)  the  proximal  portion  of  the  thoracic  duct  was 
lost  in  a large  mediastinal  mass  of  tumor,  and 
its  distal  portion  was  dilated  markedly.  Such 
pathologic  changes  are  obviously  sufficient  to 
produce  severe  lymphatic  obstruction.  In  ad- 
dition, 4 of  the  patients  with  carcinoma  e.xhibited 
obstruction  of  major  veins  by  thrombosis,  in- 
vasion, or  constriction  of  the  vessels  by  tumor. 
This  would  seem  to  be  an  important  contributing 
factor.  In  none  of  the  cases  was  the  fat  content 
of  the  ascitic  fluid  high  enough  to  assure  that  a 
chyle  fistula  alone  was  responsible  for  the  entire 
accumulation  of  ascitic  fluid.  The  other  com- 
plex mechanisms  responsible  for  the  formation 
of  ascites  undoubtedly  are  at  work  in  these 
patients.  Milkiness  of  the  fluid  is  jjroduced  by 
an  additional  factor,  probably  the  leakage  of 
intestinal  lymph  into  the  peritoneal  cavity. 

It  is  apparent  that  a large  number  of  patients 
with  extensive  abdominal  or  retroperitoneal 
malignant  conditions  form  ascitic  fluid,  which 


is  clear  rather  than  milky,  even  in  the  face  of 
what  is  undoubtably  a considerable  lymphatic 
block.  The  fact  that  only  a rare  patient  of  this 
type  produces  milky  fluid  may  be  owing  to  the 
rapidity  with  which  collateral  lymphatic  chan- 
nels are  formed.  Blalock  et  al.^  jjerformed  267 
operations  on  52  dogs  and  22  cats  in  an  effoit 
to  produce  a complete  blockage  of  the  lymphatic 
channels.  In  general,  these  operations  con- 
sisted of  blocking  the  lymphatic  ducts  in  the 
neck  and  chest,  of  destroying  the  cisterna  chyli, 
and  of  interfering  with  the  drainage  of  intestinal 
lymphatics.  A complete  lymphatic  blockage  was 
produced  in  only  3 animals.  In  these,  chylous 
effusions  developed,  the  lymphatics  of  the 
abdominal  organs  were  distended,  and  there  was 
an  extravasation  of  chyle  into  many  of  the  tis- 
sues. No  lymphaticovenous  communications 
were  demonstrated.  Undoubtedly,  in  many  of 
the  other  animals  there  was  temporary  ob- 
struction which  was  relieved  by  the  ojiening  of  the 
collateral  lymph  vessels.  In  most  of  the  animals 
in  which  evidence  of  blockage  disappeared,  lym- 
phatic communications  with  the  inferior  vena 
cava  were  demonstrated  at  autopsy,  and  milky  ef- 
fusions did  not  develop. 

The  formation  of  fat  by  degeneration  of  fixed 
or  e.xuded  cells  is  at  times  mentioned  as  the  cause 
of  the  milkiness  of  the  ascitic  fluid  in  patients 
with  malignant  conditions.  This  may  be  an 
occasional  factor,  but  the  rapidity  wath  which 
fluid  is  often  formed  suggests  that  a lymphatic 
or  venous  obstruction  is  of  much  greater  im- 
portance.^ The  pathogenesis  of  milky  peritoneal 
effusions  is  often  less  clear  in  those  patients  who 
do  not  have  diseases  of  a malignant  type. 

CiiThosis  of  the  liver  with  portal  hypertension 
was  the  cause  of  milky  ascites  in  2 patients  and 
probably  in  a third  patient.  Esophageal  varices 
were  present  in  1 patient  (Case  3),  and  an  ele- 
vated hepatic  “wedge”  pressure  was  demon- 
strated in  another  (Case  5) . It  is  not  known  why 
a rare  j^atient  with  ascites  secondary  to  cirrhosis 
produces  milky  fluid.  The  impairment  of  drain- 
age of  the  intestinal  lymph  due  to  increased 
portal  vein  pressure  is  undoubtedly  an  important 
factor.  Esoj:)hageal  varices  were  found  at 
autopsy  in  1 patient  (Case  7)  who  liad  a massive 
I'eplacement  of  liver  tissue  by  metastatic  car- 
cinoma of  the  breast  with  an  invasion  of  many 
small  hepatic  veins,  as  well  as  a recent  thrombosis 
of  the  portal  vein  within  the  livei’.  This  sug- 
gests some  similarity  in  the  mechanism  of  the 
milky  fluid  formation  in  this  patient  and  the 
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cirrhosis  cases,  for  exam])le,  portal  hypertension. 
It  is  interesting  to  note  that  in  1 of  the  patients 
\\hth  cirrhosis  the  ascitic  fluid  was  initially  a 
clear  yellow  and  became  milky  in  subsequent 
])aracenteses. 

Another  point  worth  mentioning  is  that  in 
Cases  3 and  5 milk}"  ascites  disappeared  com- 
|)letely  following  faithful  adherence  to  a medical 
regimen  and  abstinence  from  alcohol.  This 
indicates  that  whatever  its  basic  etiology,  the 
process  responsible  for  the  milky  fluid  is  to  some 
degree  reversible  in  such  persons. 

Severe  renal  disease  in  the  form  of  glomerulo- 
nephritis and  j^yelonephritis  was  the  major 
pathologic  proce.ss  in  2 patients  (Cases  11  and 
13).  This  is  an  occasional  cause  of  milky 
ascites,  but  the  explanation  for  the  formation  of 
such  fluid  is  obscure.  There  was  no  evidence  of 
lymphatic  or  venous  obstruction  in  these  patients. 
It  is  possible  that  as  yet  unrecognized  metabolic 
factors  are  responsible  in  such  instances.  Blank- 
enhoriC  studif'd  2 patients  with  milky  ascites 
apijarently  secondary  to  nephritis  and  was  un- 
able to  formulate  a satisfactory  explanation. 
He  suggested  that  the  milky  serum,  which  is  at 
times  seen  in  i)atients  with  nephritis,  may  have 
transmitted  enough  fat  to  the  ascitic  fluid  to 
make  it  milk}’.  However,  the  serum  was  clear 
in  1 of  liis  cases  in  which  it  was  e.xamined  and 
this  tlieory  was  not  con\’incing  (>ven  to  him. 

It  seems  likc'ly  that  in  Case  12  th('  extensive 
deposits  of  amyloid  matc'rial  in  the  liver  wen' 
important  in  the  ])athogen('sis  of  the  milky  ascitic 
fluid.  Portal  hypei’tension  may  have  been  ]n-('s- 
ent,  but  th('re  was  no  definite  evidence  of  this, 
'rubc'i’culous  peritonitis,  which  was  localized 
to  the  ))clvis,  could  have  contributed  to  the  prob- 
lem by  producing  obstiuction  to  thp  drainage  of 
intestinal  lymph. 

Congc'iiital  lym])hatic  dys])lasia  was  the  cause 
of  milky  ascites  in  1 child  (Cas(!  I).  Milk}’ 
ascites  is  appari'iitl}’  excessi\’ely  rai'('  in  child- 
hood and  is  usuall}’  secondary  to  congenital 
dc'fccts.  (h’ibetz  and  Kanof  in  1951''  wen*  able* 
to  collect  only  25  such  cases  in  the  world  litera- 
ture. Surgical  exploration,  as  was  done  in  Case 
1,  is  often  resorted  to  for  the  j)urj)ose  of  removing 
any  intra-abdominal  tumors,  cysts,  or  bands 
which  could  be  resi)onsible  for  the  milky  effusion. 
However,  congenital  maldevelopment  of  major 
lymphatics  for  which  no  specific  therapy  is 
available  is  frc{}uently  at  fault. 

The  diseases  producing  milky  ascites  in  our 


grou|)  of  patients  in  general  conform  to  those 
reported  in  previous  studies.  AVallis  and  Schol- 
berg  in  1910®  reviewed  173  cases  of  chylous 
ascites  excluding  those  due  to  parasitic  infesta- 
tions. Malignant  disease  was  the  cause  of  milky 
ascites  in  81  patients,  tuberculosis  in  33,  cir- 
rhosis of  the  liver  in  28,  and  nephritis  in  22. 
Nix  et  al.^  in  1957  summarized  the  rej)orts  on  179 
patients  with  chylous  ascites  found  in  a perusal 
of  the  literature.  The  most  frequently  asso- 
ciated diseases  were  malignant  neoplasms  in 
58  patients,  “benign  lymphadenoj^athy”  in  19, 
liver  diseases  in  16,  and  tuberculosis  in  7.  .Among 
the  9 patients  personally  observed  by  them,  con- 
genital lymphatic  obstruction  was  present  in  2, 
lymphoma  in  1,  Hodgkin’s  disease  in  1,  cirrhosis 
of  the  liver  in  1,  and  adenocarcinoma  of  the  ovary 
in  1.  In  3 patients  the  cause  of  the  milky  fluid 
was  unknown.  In  a study  conducted  at  the 
Mayo  Clinic,  79  ))atients  with  chylous  ascih's 
were  reviewed.’  Among  the  71  adults  the  un- 
derlying disease  processes  were  l}’m})homatous 
disorders  in  33,  malignant  conditions  of  other 
types  (usually  peritoneal  carcinomatosis)  in  29, 
and  nonmalignant  conditions  in  9.  Eight 
children,  all  males,  had  milky  ascites,  with  a 
congenital  maldevelopment  of  lymphatics  in- 
criminated in  6 of  them. 

Pleural  effusions  occurn'd  in  7 of  the  15  pa- 
tients in  our  series.  Milkiness  of  the  pleural 
fluid  was  demonstrated  in  6.  Transmission  of 
the  milky  fluid  from  the  peritoneal  to  the 
l)leural  spaces  by  way  of  the  l}  mi)hatics  in  the  || 
(lia])hragm  was  probably  resi)onsible  for  this.  | 
An  idea  as  to  the  frequency  with  which  milky  || 
ascites  is  associated  with  a pleural  effusion  of  the  ■ 
same  type  can  be  had  from  the  re\’iew  of  Nix  . 
et  al.^  In  their  study  a combination  of  chylous 
ascites  and  chylothorax  was  present  in  33  of  | 
302  patients.  ‘ 

Classifying  the  milky  fluids  by  their  fat  con-  ' 
tent  is  difficult,  if  not  impossible,  because  of  the 
various  factors  on  which  the  composition  of  the 
fluids  is  dependent.  Tlu'se  factors  may  \’ary  ; 
from  time  to  time  and  incliule  the  diet  of  the  i 
patient,  the  cellular  content  of  the  fluid,  and  the 
size  of  the  fat  particles.®  i 

The  total  lipid  content  of  the  ascitic  fluid  1 
in  our  patients  rang('d  from  320  to  940  mg.  per 
100  ml.  Values  from  460  to  940  mg.  per  100  ml.  | 
were  recordc'd  in  1 patient  (Case  5)  in  whom  I 
determinations  were  made  on  four  different  spc'c-  i 
imens  (Table  I).  In  general,  fat  and  phos-  j 
pholipid  values  were  low.  j 
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The  treatment  of  milky  ascites  must  be  directed 
at  the  underlj-ing  disease  process  responsible 
for  its  formation.  As  illustrated  by  2 of  the 
cirrhotic  patients,  a medical  regimen  of  salt  re- 
striction, diuretics,  high-caloric  diet,  vitamins, 
and  avoidance  of  alcohol  may  alleviate  completely 
the  formation  of  milky  fluid.  In  patients  in 
whom  lymphomatous  processes  are  resjjonsible, 
radiation  therapy  may  result  in  the  disappearance 
of  fluid,  probably  by  shrinking  obstructing  tumor 
masses.  Case  10  is  an  example  of  such  a favor- 
able response.  If  an  infectious  process  such  as 
tuberculosis  is  incriminated,  specific  treatment 
should,  of  course,  be  instituted.  The  intravenous 
administration  of  the  patient’s  own  chylous 
fluid  has  been  advocated  in  certain  chronic  cases 
for  nutritional  purposes.®  This  was  resorted  to 
in  1 patient  in  our  group  (Case  4)  with  little 
success.  Irreversible  vascular  collapse  occurred 
after  the  fifth  such  infusion  of  milkj"  fluid. 

In  some  cases  of  acute  milky  ascites  due  to 
trauma  or  small  bowel  obstruction,  surgical  cor- 
rection of  the  basic  lesion  may  effect  a cure.*® 
Various  surgical  procedures,  particularly  the 
creation  of  venous  peritoneal  shunts,  have  been 
tried  in  patients  with  chronic  chylous  ascites  who 
were  unresponsive  to  conservative  management. 
Saphenoperitoneal  anastomoses  have  at  times 
been  successful  in  promoting  a drainage  of  milky 
fluid  from  the  abdomen.** 

If  portal  vein  or  other  major  venous  thrombosis 
is  suspected,  one  wonders  if  anticoagulant  therapy 
might  be  beneficial.  Treatment  is,  of  course, 
discouraging  in  those  patients  in  whom  carcinoma 
is  the  underl}'ing  disease  process. 

Summary 

Fifteen  patients  with  milky  ascites  seen  at  the 
Strong  Memorial  Hospital  have  been  described. 
The  underlying  disease  processes  responsible 
for  the  milky  peritoneal  effusions  were  abdominal 
malignant  conditions  in  6 i)atients,  cirrhosis 
of  the  liver  in  3 patients,  malignant  lymphomas 
in  2 patients,  advanced  renal  disease  in  2 pa- 
tients, widespread  tuberculosis  with  secondary 
hepatic  amyloidosis  in  1 patient,  and  congenital 
Ij'mphatic  dysplasia  in  1 patient.  In  the  pa- 


tients with  malignant  diseases,  factors  important 
in  the  production  of  milky  fluid  were  the  ob- 
struction of  major  Ij-mphatic  channels  by  tumor 
and  thrombosis,  invasion,  or  constriction  of  major 
veins.  Portal  hypertension  was  demonstrated 
in  2 patients  with  cirrhosis  and  in  1 patient  with 
metastatic  disease  of  the  liver  and  portal  vein 
thrombosis.  Complete  disappearance  of  milky 
ascites  occurred  in  2 cirrhotic  patients  who 
followed  faithfully  a medical  regimen  and  ab- 
stained from  alcohol.  Radiation  therapy  to 
the  abdomen  and  mediastinum  resulted  in  the 
subsidence  of  ascites  in  1 patient  with  l3'mpho- 
sarcoma.  Pleural  effusions  developed  in  7 
patients  and  were  shown  to  be  milky  in  6 patients. 
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Transient  Reflux  of  Barium  Meal  Into  Biliary  Ducts 


KALEVI  KETTUNEN,  M.D.,  HELSINKI,  FINLAND 
{From  the  Department  of  Radiology,  Maria  Hospital) 


The  presence  of  opaque  material  in  the  bil- 
iary tract  during  the  ordinary  barium  meal 
examination  indicates  either  a fistulous  com- 
munication between  the  biliary  passages  and  the 
gastrointestinal  tract  or  regurgitation  through  an 
incompetent  sphincter  of  Oddid-^  Scott,  Pygott, 
and  Murphy^  reviewed  the  significance  of  gas  and 
barium  in  the  biliary  tract  and  found  181  cases 
reported  in  the  literature.  It  was  believed  that 
regurgitation  through  the  sphincter  of  Oddi 
was  responsible  in  25  cases. 

Poppel,  Jacobson,  and  Smith^  have  described 
the  common  causes  producing  an  incompetent 
sphincter  of  Oddi  with  air,  gas,  or  barium  in  the 
biliary  tract  without  a fistula.  These  include 
( 1 ) adhesions  producing  traction  on  the  sphincter 
following  surgery  in  the  region  with  intra-ab- 
dominal abscess,  with  pancreatitis,  with  per- 
forated duodenal  ulcer,  and  with  cholecystitis  and 
pericholecystitis;  (2)  tumors  producing  indura- 
tion of  the  sphincter  and  thus  keeping  it  patent, 
temporarily  at  least;  (3)  marked  antiperistalsis 
of  the  duodenum;  (4)  ])atenc3^  of  the  sphincter 
of  Oddi  follow'ing  passage  of  common  duct  stones 
(patulous  sphincter);  (5)  disturbance  of  the 
innervation,  with  dilatation  of  the  sphincter 
(this  is  questionable) ; (6)  biliary  tract  infections; 
(7)  drug  effects,  such  as  results  from  the  ad- 
ministration of  atropine  sulfate;  and  (8)  ascend- 
ing gas-forming  infections. 

Experience  with  the  spontaneous  disappearance 
of  gallstones  is  limited.  The  thought  occurs, 
however,  that  the  expulsion  of  calculi  from  the 
gallbladdc'r  may  not  be  as  rare  as  is  generally 
siqiposed.^^* 

In  the  case  here  report'd  probal)ly  a gallstone 
passed  into  the  duodenum  leaving  a temporar}^ 
patency  of  the  sphincter  of  Oddi  behind. 

Case  Report 

A woman,  forty-eight  years  of  age,  came  to  the 
Maria  Hospital  on  Seiitember  14,  1959,  for  op- 
erative treatment.  In  1956  gallstones  had  been 
discovered  elsewhere  during  a laparotomy  that 
was  unrelated  to  the  biliar\^  tract.  The  patient 
had  not  had  a cholecystectomy'.  The  chief  com- 
plaint on  admission  was  inconstant  midepigastric 


Fig.  1 . Duodenohepatic  reflux  during  routine 
barium  meal.  Cystic  duct  and  common  hepatic  and 
intrahepatic  ducts  well  outlined  by  contrast  medium. 


pain  of  four  months  duration.  There  was  no  i 
history^  of  attacks  of  biliary  colic.  A routine  ■ 
barium  meal  examination  performed  at  another 
institution  on  September  9,  1959,  disclosed  con- 
trast medium  in  the  biliary'  tract  (Fig.  1). 

A ])hysical  e.xamination  revealed  an  elderly' 
well-developed  and  well-nourished  woman  who  did 
not  ajipear  acutely  or  chronically  ill.  Her  tem- 
perature was  37.3  C.  (rectal),  and  the  pulse  was 
80  and  regular.  An  abdominal  examination 
showed  no  tenderness  or  palpable  mass.  The 
jiatient  had  no  clinical  jaundice.  j 

Laboratory'  studies  showed  a hemoglobin  of  ; 
12.2  Gm.,  a red  blood  cell  count  of  3,940,000,  and  j 
white  blood  cell  count  of  5,400.  The  blood  sedi-  i 
mentation  rate  was  23  in  one  hour  (Westergren),  ( 
and  Wassermann  and  Kahn  tests  gave  negative  j 
results.  The  urinalysis  findings  were  within  nor-  ! 
mal  limits. 

On  Sc'ptember  21,  1959,  an  intravenous  cho-  ' 
lecystocholangiography  (Hiligrafin)  showed  air  j 
and  opaque  material  in  the  common  hepatic  and  I 
intrahepatic  ducts  without  the  \dsualization  of  the  i 
gallbladder.  The  contrast  medium  passed  freely  ' 
into  the  duodenum.  Gastrointestinal  roentgen 
studies  that  were  done  on  September  23,  1959,  l 
showed  normal  findings.  No  evidence  of  air  or  ( 
barium  was  seen  in  the  biliary  tract. 

The  patient  remained  free  of  sy'inptoms,  and  '< 
the  surgery'  was  postponed.  She  was  discharged  • 
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on  September  26,  1959,  in  good  condition. 

Summary 

A case  of  the  reflux  of  contrast  medium  into  the 
biliary  ducts  during  a routine  barium  meal  ex- 
amination is  reported.  The  patient  had  had 
gallstones  but  had  not  been  operated  on.  Prob- 
ably a gallstone  passed  into  the  duodenum  and 
caused  a transient  patency  of  the  sphincter  of 
Oddi.  . 

Apollonkatu  23 
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Hospital  Admissions  Doubled  in  the  Last  Twenty  Years 


T’he  number  of  patients  admitted  to  hospitals  in 
the  United  States  has  more  than  doubled  hi  the 
last  twenty  years,  it  is  reported  by  statisticians  of 
Metropolitan  Life  Insurance  Company.  Hospital 
admissions  increased  from  about  10  million  in  1940 
to  23.5  million  in  1959;  the  admission  rate  rose  cor- 
respondingly from  76  to  133  per  1,000  population  in 
the  same  period. 

Not  only  have  hospitals  been  serving  an  increas- 
ing number  of  patients,  but  they  have  also  been 
devoting  more  and  more  effort  to  the  training  of 
medical  personnel  and  to  research. 

At  least  90  per  cent  of  all  hospital  admissions 
are  accounted  for  by  non-Federal  short-term  general 
and  special  hospitals.  The  large  majority  of  these 
hospitals  have  such  facilities  as  operating  rooms, 
clinical  laboratories,  x-ray  diagnostic  service,  elec- 
trocardiographic equipment,  and  obstetric  delivery 
rooms.  About  three  fifths  are  equipped  also  with 
special  nurseries  for  prematurely  born  babies. 

One  measure  of  the  growth  of  hospital  utilization 
is  the  number  of  babies  born  in  hospitals.  Such 


births  increased  from  less  than  1.3  million  in  1940 
to  more  than  4 million  annually  in  the  last  few  years. 
The  proportion  of  babies  born  in  hospitals  has  in- 
creased correspondingly  from  56  per  cent  to  about 
96  per  cent.  At  the  same  time,  the  maternal 
mortality  rate  in  the  United  States  has  been  reduced 
from  38  per  10,000  live  births  in  1940  to  about  3 
per  10,000  at  present. 

With  more  and  more  patients  entering  hospitals 
for  diagnosis  and  for  treatment  in  all  .stages  of  ill- 
ness, the  number  of  hos])ital  deaths  also  is  increasing. 
Deaths  in  hospitals  accounted  for  53  per  cent  of  all 
deaths  in  the  United  States  during  1958,  compared 
with  45  per  cent  in  1949. 

“In  increasing  numbers,  the  American  people  are 
relying  on  voluntary  health  insurance  to  meet  hos- 
pitalization and  other  medical  costs,”  the  Metro- 
politan statisticians  comment.  “It  is  estimated  by 
the  Health  Insurance  Institute  that  at  the  end  of 
1960  about  132  million  people  in  the  United  States 
were  protected  against  the  expenses  of  hospital 
care,  a gain  of  nearly  25  million  in  five  years.” 
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Considerations  in  Interparietal  Hernia 

GEORGE  M.  ROSEN,  M.D.,  FOREST  HILLS,  NEW  YORK 
(From  the  Department  of  Surgery,  Forest  Hills  General  Hospital) 


There  exists  in  the  inguinopectineal  region 
of  the  anterior  abdominal  wall  a relatively 
rare  form  of  hernia  which  has  been  called  both 
“interparietal  hernia”  and  “interstitial  hernia.” 
'rhere  are  distinguished  supporters  for  each  of 
these  two  designations,  both  of  which  describe 
the  same  pathologic  entity.*  If  it  were  not  for 
the  fact  that  the  Standard  Nomenclature  of  Di.s- 
eases  and  Operations*  lists  only  one  form  of  in- 
guinal hernia  relating  to  the  parietal  laminas  and 
identifies  it  as  “interstitial  hernia,”  this  matter  of 
terminolog}"  would  be  only  of  academic  interest. 
However,  when  it  is  realized  that  “interstitial 
hernia”  actually  comprises  a group  of  conditions 
which  may  involve  varving  strata  in  the  inguino- 
jiectineal  region,  the  unsuitability  of  this  partic- 
ular listing  becomes  apparent.  Under  these  cir- 
cumstances, from  the  point  of  view  of  medical 
indexing,  it  becomes  impossible  to  indicate  on  the 
medical  chart  the  precise  anatomic  location  of  the 
abnormality  in  every  case. 

Definitions 

One  of  the  better  definitions  of  iiiterpari(>tal 
hernia  lias  recentl}'  bt'en  given  b}^  Barling.*  He 
described  it  as  one  which  has  “a  hernial  .sac 
(usuallj'  in  the  inguinal  region)  which  passes  be- 
tween the  la}’ers  of  the  anterior  abdominal  wall. 
The  sac  may  or  may  not  communicate  with,  or  be 
associated  with,  a sac  in  the  common  situation  in 
the  inguinal  canal  passing  down  in  the  scrotum 
with  the  sjjermatic  coni.  The  sac  may  be  mono- 
locular  or  bilocular.”  This  definition  is  adequate 
as  far  as  it  goes.  But  it  is  manifestly  incomplete 
since  it  implies  a strictly  male  distribution. 
'Phis  is  at  variance  with  the*  facts.''*’®’*" 

Inti’rparietal  hernia  may  also  be  defined  as  one 
whose  primary  sac  may  be  congcmital  or  acquired. 
Unable  to  pass  through  the  inguinal  canal,  it  is  de- 
flected by  the  interplay  of  surrounding  mechani- 
(’al  forces  into  the  overl^dng  parietal  laminas 
which  it  may,  or  may  not,  penetrate  to  a varj’ing 
degree.  Unilocular  in  origin  it  may  become 
associated  with  one  or  more  unobliterated  and 
contiguous  peritoneal  locules  in  the  inguinal  (’anal 
as  a result  of  develoj)mental  defects  in  that  rc’gion 
that  are  unrelated  to  it  causally  and  arise  inde- 


Fig.  1.  Tvp(‘s  of  inUTpari(’tal  hernia;  left — 
bilocular,  right — monolocular.  (.1)  I’rojx’ritoncal. 
(B)  Interstitial.  (C)  Superficial.® 


pendently  of  it.  It  occurs  in  both  males  and 
females. 

By  1931  Lower  and  Hicken®  had  collected  a 
total  of  587  documented  cas(’s  of  this  relatively 
rare  condition.  Based  on  a critical  study  of  their 
mat(>rial  they  classified  interparietal  hernia  as 
follows  (Fig.  1):  (1)  In  i)ro])eritoneal  hernia  the 
hernial  sac  lies  between  the  peritoneum  and  tran.s- 
v(>r.salis  fascia;  (2)  in  interstitial  hernia  the  sac 
lies  between  the  transv(Tsalis  fascia  and  the 
transversalis  mus(’le,  internal  oblicjue,  or  external 
oblique  muscles;  and  (3)  in  sujierfic’ial  hernia  the 
.sac  is  situated  bc’tween  tin*  aponeurosis  of  the 
external  oblique  muscle  and  the  integumc'nt. 

In  1953  Burton,*  di.scussing  the  subject  of  in- 
guinojKH’tineal  luTiiias,  .stat(‘d  that  “it  would 
S(Tin  justifiable  to  promote  not  only  the  canalic- 
ular and  fossae  concepts  of  hernia,  but  to  include 
their  inb’rparietal  classification  as  a basis  for  a 
third  major  classification.”  He  modified  the 
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scheme  of  Lower  and  Hicken®  by  bringing  the 
anatomic  variations  into  sharper  detail.  His 
classification  is  one  which  is  anatomically  correct, 
lucid,  simple,  and  thus  easily  understood.  Its 
adoption  by  official  sources  as  standard  nomen- 
clature would  tend  to  lessen  confusion  in  the 
literature  and,  consequently,  render  a service  in 
the  interest  of  e.xact  medical  reporting. 

The  Burton  modification  of  the  Lower  and 
Hicken  classification  of  interparietal  hernia  is  as 
follows : 

Properitoneal. — The  properitoneal  type  in- 
cludes inguino-,  cruro-,  and  simple  properitoneal 
interparietal  hernias. 

Interstitial. — Interstitial  indicates  inter- 
parietal hernias  located  between  the  transversalis 
fascia  and  the  transversalis  muscle,  between  the 
transversalis  and  the  internal  oblique  muscles, 
between  the  fibers  of  the  internal  oblique  mu.scle, 
or  between  the  internal  and  the  e.xternal  oblique 
muscles. 

Superficial. — The  superficial  interparietal 
hernias  pass  laterally  toward  the  anterior  supe- 
rior spine,  project  upward  and  mediad  to  the 
umbilicus,  or  e.xtend  interiorly  over  the  inguinal 
ligament  to  the  femoral  opening. 

Case  Report, 

A white  male  infant  was  first  seen  in  surgical 
consultation  at  the  age  of  five  and  one-half  weeks 
with  the  chief  complaint  of  a large,  reducible  mass 
in  the  right  inguinal  region,  first  noted  ten  days 
previously. 

Present  Illness. — This  infant  was  one  of  a 
pair  of  homozygous  twin  boys  who  were,  aftc'r  a 
normal  period  of  gestation,  delivered  without  in- 
cident on  September  12,  1956.  He  was  a breech 
deliverjq  while  his  brotherwas  a cephalic  jiresenta- 
tion.  His  birth  weight  was  5 pounds  7 ounces 
(2.5  Kg.),  and  his  length  was  IT’/s  inches  (43.7 
cm.).  This  infant  was  apparently  normal  in  all 
respects  except  that  the  right  testis  did  not  ap- 
pear to  be  palpable  in  the  scrotum.  At  the  agi*  of 
four  weeks,  during  a periodic  physictal  examina- 
tion, it  was  noted  by  his  pediatrician  that,  in 
addition  to  right-sided  cryptorchidism,  a mass  ap- 
peared in  the  right  inguinal  region  when  the  baby 
cried.  This  mass  was  reducible.  This  finding 
was  called  to  the  attention  of  the  mother,  who  had 
been  unaware  of  it.  A recommendation  was 
made  for  surgical  consultation. 

At  the  age  of  five  and  one-half  weeks  the  infant 
was  seen  in  surgical  consultation  by  the  author. 


The  absence  of  the  right  testis  from  the  scrotum 
was  confirmed.  A large  mass  was  visualized  and 
palpated  in  the  right  inguinal  region.  It  ap- 
peared to  emerge  about  one  inch  medial  to  the 
right  inguinal  ligament  at  a point  opposite  the 
junction  of  the  middle  and  upper  thirds.  The 
mass  was  most  pronounced  when  the  babj-  cried. 
It  was  reducible,  and  there  was  noted  the 
gurgling  of  small  bowel  content  at  the  time  of  re- 
duction. 

A diagnosis  was  made  of  congenital  right  in- 
direct inguinal  hernia.  Surgical  repair  was  rec- 
ommended as  the  treatment  of  choice.  The 
parents  of  the  infant  decided  to  take  the  matter 
under  advisement.  Nothing  further  was  heard 
concerning  the  infant  until  December  18,  1956, 
when  he  was  admitted  to  the  Forest  Hills  General 
Hospital  with  the  history  that  the  mass  in  the 
right  inguinal  region  had  suddenly  become  promi- 
nent four  hours  earlier.  Simultaneously,  the 
baby  began  to  cry,  as  if  in  pain,  and  it  had  con- 
tinued crying  up  to  the  time  of  admission. 
There  had  been  one  episode  of  vomiting  after  the 
appearance  of  the  mass. 

Physical  Examination. — A jihysical  exami- 
nation revealed  a three-month-old  white  male 
infant  in  a state  of  good  nutrition  and  adequate 
hydration.  A large,  sausage-shaped,  tense,  ir- 
reducible mass  was  noted  medial  to,  and  roughly 
parallel  to,  the  right  inguinal  ligament.  How- 
ever, the  ma.ss  e.xtended  obliqindy  upward  anti 
laterally  from  its  emergence  at  the  right  internal 
inguinal  ring  to  a ])oint  just  above  the  right  an- 
terior superior  iliac  sjiine.  The  right  testis  was 
absent  from  the  scrotum. 

Preoperative  Diagnosis. — It  seemed  most 
likely  that  this  irreducible  mass  represented  an 
incarcerated  right  inguinal  hernia.  However,  its 
unusual  shape  and  its  unique  direction,  coupled 
with  the  absence  of  the  right  testis  from  the 
scrotum,  suggested  that  this  was  probably  a right 
interparietal  hernia. 

Operative  P’inuings. — When  the  hernial  sac 
was  exposed  it  was  found  to  b(>  situated  between 
the  peritoneum  and  the  transversalis  fascia.  The 
sac  and  its  contents  took  the  form  of  a large,  fusi- 
form mass  lying  medial  to  the  right  inguinal  liga- 
ment and  burrowing  upward  and  laterally  in  a 
direction  roughly  parallel  to  the  right  inguinal 
ligament.  When  the  sac  was  opened  it  was  found 
to  be  monolocular.  It  contained  the  cecum,  part 
of  the  ascending  colon,  the  appendix,  and  several 
loops  of  distal  ileum  which  were  mildly  distended. 
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Fig.  2.  Intraperitoneal  testi.s.  Hernial  sac  has 
been  ablated  distal  to  internal  ring.  Sac  has  been 
everted  to  show  testis  intimately  attached  to  peri- 
toneal lining  at  neck  of  sac. 


Vigorous  arterial  pulsations  in  the  mesentery  of 
the  involved  segments  of  bowel  assured  their 
\dability.  The  right  internal  inguinal  ring  was 
widely  dilated.  In  shape  and  appearance,  com- 
paratively speaking,  it  resembled  the  widel)^ 
dilated  internal  ring  found  in  elderly  males  with 
long-standing  sliding  hernias  or  large  scrotal 
hernias.  Just  medial  to  the  internal  ring,  and 
separated  from  it  by  appro.ximately  5 mm.,  was  a 
separate,  pin-point  opening  through  which  a fine 
probe  was  passed.  This  probe  was  seen  to  enter 
the  peritoneal  ca\fity.  This  channel  did  not  con- 
tain any  hernia.  On  the  posterior  aspect  of  the 
neck  of  the  sac,  closely  applied  to  its  internal  or 
peritoneal  surface,  was  seen  a fetal  testis  with  its 
separate  epididymis  and  testicular  vessels.  This 
testis  measured  about  0.6  inches  (1.5  cm.)  in 
length.  It  was  firmly  adherent  to  the  hernial  sac, 
and  it  was  approximately  0.5  inches  (1.25  cm.) 
distal  to  the  internal  inguinal  ring.  This  made 
its  excision  mandator}".  There  was  no  recogniz- 
able evidence  of  a gubernaculum. 

Oper.xtive  Procedure. — The  intestine  was  re- 
placed into  the  peritoneal  cavity.  The  testic- 
ular vessels  and  epididymis  were  doubly  ligated 
and  divfidcd  indixfidually.  The  redundant  sac, 
the  adherent  testis,  the  distal  half  of  the  epididj"- 
niis,  and  the  testicular  vessels  were  ablated.  The 
internal  inguinal  ring  was  closed  with  a con- 
tinuous number  000  black  silk  suture.  The  ad- 
jacent pin-point  opening  into  the  peritoneal 
cavity  was  closed  with  a figure-of-8  suture  of  the 
same  material.  The  incision  was  closed  in  la}'ers 
and  a layer  of  thick  collodion  was  applied  as  an  c.\- 
ternal  dressing. 

Postoperative  Diagnosis. — (1)  Right  inter- 
parietal hernia,  type  inguinoproperitoneal,  con- 
genital, incarcerated;  (2)  intraperitoneal  tc'stis, 
right. 

A pathologic  c.\amination  of  the  surgical  speci- 


men (Figs.  2 and  3)  was  reported  as  follows: 
The  specimen  consists  of  a testicle  which  meas- 
ured 1.5  cm.  by  0.8  cm.  in  size.  There  is  also  in- 
cluded the  epididymis  and  a segment  of  the  sper- 
matic cord.  The  testicle  is  firm  and  yellowish  in 
color  with  some  dark  streaks.  In  addition  there 
is  attached  fibrous  tissue  to  an  e.xtent  of  about  4 
by  3 by  0.6  cm. 

Microscopic  Diagnosis. — An  infantile  testis 
and  epididymis  showed  focal  hemorrhage. 

P0.ST0PERATIVE  Course. — The  patient  did 
well  postojierativel}'.  The  incision  healed  by 
first  intention,  and  he  was  discharged  on  the 
seventh  postoperative  day.  He  was  seen  five 
weeks  later.  The  incision  remained  healed,  and 
he  was  gaining  weight  satisfactorily. 


Comment 

This  case  was  deemed  worthy  of  jiresentation 
for  several  reasons.  First,  to  the  best  of  our 
knowledge,  this  patient  is  the  youngest  yet  re- 
corded in  any  series  dealing  with  interparietal 
hernia.  Heretofore,  the  youngest  comparable 
case  was  fifteim  years  of  age,  and  the  oldest  was 
seventy-five  3T‘ars.® 

Second,  the  subject  of  diagnosis  is  always  a 
timelj-  one.  Because  of  the  usual  iiresence  of 
strangulation  and  the  failure  of  early  diagnosis 
and  treatment,  properitoneal  hernia  carries  with 
it  a high  mortality,  variously  estimated  from  20 
to  80  ])cr  cent.”  AVilensky  and  GordoiP®  .stated 
that  “the  diagnosis  should  not  be  difficult  in  those 
ca.ses  presenting  ob.structive  symptoms  associated 
witli  abnormally  placed  testis  and  a jialpable  mass 
ov(>r  Poujiart’s  ligament.  In  other  cases  without 
the  above  combination  of  symptoms  the  diagnosis 
may  be  difficult  or  impossible.”  Arnheim” 
echoed  these  beliefs.  He  wrote  that  “of  aid  in 
the  diagnosis  of  interstitial  hernia  is  the  associa- 
tion of  a hernia  above  the  siti;  of  the  external  in- 
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guinal  ring,  an  ectopic  testis  and  symptoms  of 
intestinal  obstruction.” 

Most  authorities  agn>e,  liowever,  that  the 
hernia  maj"  not  be  palpable,  the  testis  ma}’  be  in 
the  scrotum,  and  obstructive  symptoms  may  not 
be  present.  Fortunately,  in  the  present  case,  the 
signs  and  symptoms  were  quite  obvious,  and  this 
made  the  diagnosis  relatively  eas}^  Indeed,  bc>- 
cause  this  condition  is  relatively  rare,  one  of  the 
|)itfalls  to  its  preoperative  recognition  is  probably 
the  failure  to  take  it  into  account  in  the  differ('u- 
tial  diagnosis. 

'riiird,  it  is  intere.sting  to  note  that  although  tiie 
patient  is  one  of  a pair  of  identical  twins,  his 
brother  is  apparently  normal  in  every  respect. 
The  defect  in  our  patient  must  therefore  be  con- 
sidered as  being  congenital  but  not  hereditary. 

Finally,  there  have  been  many  efforts  made  to 
explain  the  etiology  of  interparietal  hernia.  No 
one  explanation  would  seem  to  fit  all  cases.  IVr- 
haps  this  results,  in  part,  from  the  fa<d  that  some 
of  these  patients  have  a congenitally  prefornu'd 
sac  and  others  develop  an  acquired  sac.  Zimmer- 
man” believes  that  the  abnormal  position  of  the 
testis  is  frequently  the  cause  of  int(>rparietal 
hernia  but  that  this  association  is  by  no  means  in- 
variable. This  theory  assigns  a primary  role  to 
the  testis  and  a secondary  role  to  “the  investing 
peritoneal  pocket.”  There  are  others,  however, 
who  state  that  “the  testis  must  follow  the  pro- 
cessus vaginalis,  and  should  the  latter,  for  any 
reason,  follow  any  but  the  scrotal  bundle  of  the 
gubernaculum,  malposition  of  the  testis  will 
occur.’”®  The  concept  that  the  direction  taken 
by  the  processus  vaginalis  governs  the  ultimate 
position  taken  by  the  testis,  and  not  vice  versa,  is 
intriguing  because  it  lends  itself  to  a logical  ex- 
planation for  the  occurrence  of  congenital  inter- 
parietal hernia  in  both  se.xes.” 

There  is  one  other  aspect  to  this  case  that  is 
unique.  It  has  been  said  that  before  a hernia  can 
develop  “there  must  be  a hole,”  or  at  least  a 
weakness  in  the  surrounding  structures.  This 
would  appear  to  be  particularly  true  in  inter- 
parietal hernia,  involving  as  it  does  the  concept  of 
a peritoneal  div'erticulum  insinuating  itself  into 
the  overlying  parietal  laminas.  The  present 
case,  however,  illustrates  graphically  that,  in  the 
congenital  properitoneal  type  of  interparietal 
hernia,  this  is  not  necessarily  true.  Here  the  pre- 
formed peritoneal  diverticulum,  progressively  dis- 
tended by  the  omentum  or  the  bowel  advancing 


within  its  lumen,  is  made  to  insinuate  itself  b(>- 
neath  the  overlying  transversalis  fascia  for  a 
variable  distance,  governed  only  by  the  length, 
patency,  and  degree  of  filling  of  the  hernial  sac. 
As  it  becomes  filled  it  can  assume  a variety  of 
positions  with  resj)ect  to  the  inguinal  canal  with- 
out the  prior  occurrence  of  a weakness  or  defect  in 
the  structures  around  it. 

This  does  not  appear  to  be  true  in  the  remaining 
types  of  interparietal  hernia. 

Summary 

'I'he  subject  of  interparietal  hernia  and  the  lack 
of  uniformity  in  nomenclature  in  the  literature'  are 
emphasized. 

A case  report  is  presented  involving  the 
youngest  patient  yet  recorded  with  an  incar- 
cerated, congenital,  right  int(>rparietal  hernia,  of 
the  inguinoproperitoneal  type*. 

Some  of  the  etiologic  factors  involved  in  the* 
congenital  form  of  prope'ritoneal  int(‘rpari('tal 
lu'rnia,  are  discu.ssf'd  briefly. 

(i.A  1 1 IOStii  Stkkkt 
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Benztropirie  Methanesulfonate,  Iron  Sulfate,  and 
Benzocaine  Intoxications 


^ I ^HE  following  incidents  were  reported 
recently  to  the  New  A’ork  City  Poison 
Control  Center. 

Incident  1 

Substance  Ingested  Age  Sex 

Benztropine  Alethane-  7 years  Female 

sulfonate 

This  child  is  an  offspring  of  a mentally  ill 
mother  and  has  been  under  the  direct  super- 
vision of  the  maternal  grandmother.  While 
the  grandmother  was  in  church,  the  mother, 
who  recently  returned  from  Manhattan 
State  Hospital  (a  mental  institution),  was 
in  charge  of  the  patient.  The  child  obtained 
the  medication,  which  had  been  prescribed 
for  her  mother  at  the  hospital,  from  the 
kitchen  closet  and  swallowed  an  unknown 
quantity.  When  the  grandmother  returned 
from  church,  she  noticed  the  child’s  “peculiar 
behavior”  and  took  her  to  Bellevue  Hospital 
for  treatment. 

Stanley  Goldstein,  AI.D.,  the  chief  pedi- 
atric resident  at  Believin'  Hospital,  reports 


as  follows: 

The  child  was  perfectly  well  until  three 
hours  prior  to  admission  when  it  was  noted  that 
she  began  falling,  grasping  at  air,  and  talking 
incoherently.  The  grandmother  noted  that 
the  child’s  lips  were  dry  and  cracked  when  she 
entered  Bellevue.  The  grandmother  returned 
to  the  house  to  find  the  bottle  of  the  mother’s 
pills  opened  and  turned  over.  She  felt  that 
the  child  “got  into  the  pills”  or  ate  some  rat 
])oison.  The  pills  were  taken  to  a druggist 
and  found  to  be  benztropine  methanesulfonate. 
A significant  point  in  the  past  history  was  the 
fact  that  the  child  ate  plaster  off  the  walls. 
This  has  stopped  for  the  past  three  or  four 
years. 

Other  pertinent  information  was  that  the 
mother  was  hospitalized  six  years  ago  at 
[Manhattan  State  Hospital  for  a mental  break- 
down. She  has  been  taking  benztropine 
methanesulfonate  for  “mental  illness.” 

The  family  history  indicates  that  not  only 
is  this  child’s  mother  mentally  ill,  but  the 
patient  comes  from  a disorganized  home  (the 
father  deserted  the  family).  The  other  three 
siblings  range  in  age  from  six  to  nine  years 
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and  are  said  to  be  well. 

The  patient  was  born  at  home  in  Halifax, 
North  Carolina.  It  was  a normal,  fidl-term, 
spontaneous  delivery.  She  is  one  of  four 
siblings.  All  the  children  stutter.  Eneuresis 
was  present  until  the  patient  was  four  years 
of  age.  The  grandmother  had  not  seen  the 
child  until  the  past  twenty-four  months,  and 
so  details  of  growth  and  development  are 
not  available.  The  patient  had  been  im- 
munized against  poliomyelitis  and  had  had 
measles.  Other  history  of  illness  was  non- 
contributory. 

The  mother  was  thirty  years  old;  the 
father  had  not  been  heard  from  in  four 
years.  The  siblings  included  a nine  and 
one-half-year-old  male,  an  eight-year-old 
male,  and  a six-year-old  female.  There  was 
no  significant  family  illness. 

A physical  examination  revealed  a well- 
developed,  well-nourished  Negro  girl  acting 
bizarrely.  She  was  grasping  at  air,  picking- 
up  imaginary  objects,  ordering  nonexistent 
objects,  staggering,  disoriented  to  (juestions, 
laughing  without  motivation,  expressing  fear 
without  motivation,  and  occasionally  pluck- 
ing nonexistent  things  from  her  skin.  Her 
pulse  was  100,  respirations  20,  and  tempera- 
ture 100.2  F. 

The  head  was  atraumatic  and  normo- 
cephalic.  The  pupils  of  the  eyes  were 
dilated,  with  a sluggish  reaction  to  light,  and 
the  sclera  was  clear.  The  conjunctiva  was 
normal,  and  the  fundi  were  pale  with  nega- 
tive findings.  The  ears  were  clear.  The 
mucosa  of  the  nose  was  exceptionally  dry 
with  concretions.  The  lips  were  dry  and 
blistered.  The  tongue  was  pink.  The 
tonsils  were  slightly  enlarged.  There  was 
no  exudate.  The  uvula  was  in  the  midline. 

There  was  no  rigidity  of  the  neck.  The 
trachea  was  in  the  midline.  The  thyroid 
was  not  felt. 

The  respirations  were  regular.  There  was 
no  retraction.  The  chest  was  clear  to  pal- 
pation and  auscultation.  The  pulse  rate 
was  100  per  minute.  Otherwise  there  were 
no  abnormal  heart  findings.  The  abdomen 
showed  no  tenderness  or  palpable  masses. 


inoX  Hf'U'WTE,  AXD  I{KXZ0('AIXIC 

A neurologic  examination  revealed  physi- 
ologic reflexes,  cranial  nerves  grossly  intact, 
sensation  grossly  intact,  and  the  sensorium 
as  described  previously.  The  patient  was 
extremely  agitated. 

A complete  blood  count  showed  the 
hemoglobin  to  be  10.7  Gm.  per  100  ml., 
white  blood  count  12,000,  polymorpho- 
nuclears  07,  immature  polymorphonuclears 
2,  lymphocytes  25,  monocytes  0,  and 
platelets  normal. 

The  urine  had  a pH  of  5,  a specific  gravity 
of  1 .020,  no  red  blood  cells,  0 to  1 whit<* 
blood  cells,  and  no  casts. 

The  child  was  sedated  with  Seconal,  100 
mg.  intramuscularly,  followed  by  pheno- 
barbital,  60  mg.  intramuscularly.  Within 
twenty-four  hours  all  signs  of  psychosis  dis- 
appeared. Three  days  following  admission 
the  patient  was  discharged  with  normal 
physical  findings. 

Benztropine  methanesulfonate  is  an  at  ro- 
pine preparation  and  is  related  l,o  certain 
antihistaminic  drugs.  It  has  anticholinergic, 
antihistaminic,  and  local  anesthetic  actions. 
It  does  not  produce  central  stimulation.  It 
blocks  the  parasympathetic  stimulation. 
Its  anticholinergic  effect  is  said  to  be 
equivalent  to  that  of  atropine  sulfate,  and  its 
antihistaminic  effect  is  similar  to  that  of 
pyrilamine  maleate.  Benztropine  may  pro- 
duce side-reactions  similar  to  those  obtained 
with  the  anticholinergic  drugs  as  well  as  the 
characteristic  sedative  effects  and  other  side- 
reactions  obtained  from  the  use  of  anti- 
histaminic drugs.  The  drug,  which  is  a 
long-lasting  one,  has  been  used  in  the  treat- 
ment of  all  forms  of  paralysis  agitans.  Its 
usefulness  is  mainly  due  to  the  fact  that  it 
is  extremely  effective  in  the  treatment  of 
tremors  and  rigidity. 

The  therapeutic  dose  of  benztropine 
methanesulfonate  is  1 to  2 mg.  daily  with 
a range  of  from  0.5  to  6 mg.  It  generally  is 
dispensed  in  2-mg.  tablets.  Even  thera- 
peutic doses  of  the  drug  have  caused  dryness 
of  the  mouth,  blurred  vision,  irritability, 
nausea,  and  nervousness.  Vomiting  and  dif- 
ficulty in  swallowing  or  speaking  also  have 
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been  reported.  In  excessive  doses,  the  drug 
may  cause  Aveakness  and  an  inability  to 
move  certain  muscle  groups.  Occasionally 
urination  may  be  encountered,  and  the 
mydriatic  effect  of  the  drug  also  must  be 
borne  in  mind  in  order  not  to  produce  or  ag- 
gravate an  existing  glaucoma.  When  severe 
reactions  are  encountered,  mental  confusion 
also  may  be  present. 

dins  case  is  cited  because  of  the  infre- 
(pient,  occurrence  of  this  type  of  poisoning 
in  children  and  the  unusually  severe  and 
unexpected  symptoms  following  ingestion. 
It  is  another  illustration  of  a poisoning 
resulting  from  the  use  of  a drug  prescribed 
for  a mental  patient.  Stable  members  of 
such  families  have  an  obligation  to  assume 
the  parental  responsibility  which  is  generally 
lacking  in  such  homes. 

Incident  2 

Substance  Ingested  Age  Sex 

Water  Softener  Tablet  8 years  Male 

A request  for  information  was  received 
from  a physician  in  New  Jersey  called  on  to 
treat  an  eight-year-old  boy  who  had  ingested 
part  of  a water  softening  tablet  sold  by  a 
well-known  salt  company. 

Water  softening  usually  is  accomplished 
by  using  a sodium  salt,  such  as  sodium  car- 
bonate or  phosphate,  which  functions  by 
precipitating  the  soluble  magnesium  or  cal- 
cium as  carbonate  or  phosphate.  Where  ion 
exchanges  are  used  (organic  or  inorganic), 
the  exchanges  remove  carbonates  or  phos- 
phates by  ion  exchange,  the  sodium  going 
into  solution  and  the  calcium  or  magnesium 
being  absorbed.  When  the  capacity  of  the 
unit  is  exhausted,  a salt  solution  is  used  to 
regenerate  the  unit.  In  this  case,  sodium 
chloride  tablets  provided  a slowly  dissolving 
source  of  salt.  Because  the  label  did  not 
indicate  clearly  to  parents  and  physicians 
that  the  tablet  was  just  compressed  table 
salt,  unnecessary  worry  was  occasioned. 
The  Poison  Control  Center  suggested  to  the 
company  that  the  labeling  be  amended  to 
clarify  this  situation.  The  company 


promptly  cooperated  by  changing  the  words 
“water  softening  tablets”  to  “salt  tablets.” 

This  Center  has  many  calls  involving 
harmless  ingredients.  The  manufacturers 
of  such  products  do  themselves  and  the 
public  a disservice  by  not  realizing  that 
accidental  ingestion  by  children  is  a strong 
po.ssibility.  A single  statement  of  fact,  such  1. 
as  “harmless”  or  “nontoxic”  is  all  that  is  I 
needed.  B 

Another  example  of  this  situation  is  illus- 
trated by  the  dehydrating  capsule  contained 
in  some  bottles  of  vitamin  tablets.  These 
capsules  bear  the  legend,  “don’t  eat”  but 
omit  the  ivord  “harmless,”  thereby  giAung 
rise  to  unnecessary  apprehension  and  at 
times  overtreatment. 

Incident  3 

Substance  Ingested  Age  Sex 

Ferrous  Sulfate  15  months  Male 

In  the  process  of  cleaning  the  medicine 
cabinet  some  pills  fell  on  the  floor.  These 
were  obtained  by  the  fifteen-month-old 
infant  Avho  SAvallowed  an  unknoAAm  quantity. 

The  medication  was  thought  to  be  ferrous 
sulfate  Avhich  Avas  prescribed  for  the  mother.  | 
Fi\"e  minutes  folloAving  ingestion  the  child  l 
began  to  vomit  and,  according  to  the  his- 
tory, the  vomitus  Avas  bloody  AA'ith  a green 
and  white  color.  The  child  was  taken  im- 
mediately to  the  Gouverneur  Hospital 
Emergency  Room  where  he  Avas  thought  to 
be  all  right.  On  returning  home,  the  baby 
continued  to  Ammit  and  was  taken  to  Beth 
Israel  Hospital  Emergency  Room  Avhere  a 
gastric  lavage  Avas  done.  The  returned  con-  I 
tents  reA^ealed  some  fresh  blood. 

Beth  Israel  Hospital  reported  that  the 
infant  did  not  appear  to  be  in  any  acute 
distress.  The  eyes,  ears,  nose,  and  throat 
shoAA'ed  negative  findings.  The  lungs  were 
clear.  The  heart  sounds  were  good.  There 
Avere  no  murmurs  audible.  The  abdomen  ( 
Avas  soft.  There  Avere  no  masses  palpable.  \ 
The  extremities  and  reflexes  Avere  normal.  i 
A urinalysis  revealed  an  acid  reaction.  | 
The  fjuantity  Avas  insufficient  to  determine  f 
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specific  gravity.  There  was  no  albumin,  no 
glucose,  and  no  acetone.  There  were  1 to  2 
white  blood  cells.  Some  crystals  also  were 
present.  The  hemoglobin  on  two  separate 
occasions  was  9.2  Gm.  per  100  ml.,  hemato- 
crit 31,  and  white  blood  cells  11,000  with 
47  polymorphonuclears,  48  lymphocytes,  4 
monocytes,  and  1 eosinophil.  The  platelets 
were  adequate.  The  serum  iron  was  66.6 
micrograms  per  100  ml. 

The  patient’s  hospital  course  was  un- 
eventful. His  clinical  condition  was  good. 
His  hemoglobin  remained  stable,  and  he  was 
discharged  after  five  days  hospitalization 
with  a diagnosis  of  ferrous  sulfate  over- 
ingestion. 

Incident  4 

Substance  Ingested  Age  Sex 

ferrous  Sulfate  22  months  Male 

While  the  mother  was  ironing  in  the  living 
room,  the  child  left  the  mother  and  went 
into  the  kitchen  where  he  obtained  a bottle 
containing  the  medication.  The  bottle  was 
left  on  a kitchen  table  behind  the  toaster. 
The  child  returned  to  the  living  room  and 
the  mother  noted  brown  stains  on  the 
mouth  and  hands,  and  a half-chewed  pill 
was  found  in  the  child’s  mouth.  The  mother 
believes  that  she  discovered  this  episode 
about  fifteen  minutes  following  the  ingestion. 

The  child  began  to  vomit,  became  cya- 
notic, and  was  taken  to  a hospital  emergency 
room.  On  admission  to  *the  hospital  the 
patient  had  recurrent  vomiting  and  cyanosis 
and  appeared  stuporous.  He  also  developed 
diarrhea.  Because  of  the  recurrent  vomit- 
ing, the  patient’s  stomach  was  not  lavaged, 
but  milk  was  administered.  The  child 
was  admitted  to  the  inpatient  ser\dce  where 
intravenous  fluids  were  administered,  and 
he  also  was  treated  symptomatically.  M’ter 
two  days  in  the  hospital  the  patient  re- 
covered and  was  discharged  as  cured. 

Again,  it  may  be  noted  that  our  local 
cases  are  marked  by  the  absence  of  fatalities. 


so  different  from  the  cases  reported  in  the 
literature. 

Since  the  low  cost  of  iron  sulfate  tablets 
lends  them  to  ready  dispensing  in  large 
quantities  by  hospital  clinics,  they  usually 
are  available  in  the  home  and  often  cause 
accidental  ingestions  in  unsuspecting  chil- 
dren who  are  attracted  to  them  by  their 
color  and  flavor.  Utmost  care  must  be 
employed  in  the  dispensing  and  storing  of 
such  preparations.  Hospital  pharmacists 
would  be  well  advised  to  attach  stronger 
warning  labels  to  iron  preparations  and  to 
dispense  them  in  small  cjuantities. 

Incident  5 

Substance  Ingested  Age  Sex 

Benzocaine  5 months  Female 

This  preparation,  which  contains  7 per 
cent  benzocaine  carbonate,  was  purchased 
by  the  mother  in  a local  drug  store  for  the 
purpose  of  relieving  the  teething  pain  of 
the  patient. 

This  history  reveals  that  neither  parent 
read  the  directions  before  using  the  medica- 
tion. The  father  administered  to  the  child 
a larger  dose  than  was  advised.  Soon  after, 
the  baby  began  to  have  difficulty  in  breath- 
ing and  refused  to  take  the  medication. 
The  child  became  dyspneic  and  was 
taken  to  a nearby  hospital  emergency  room 
soon  after  the  ingestion.  On  admission  to 
the  emergency  room,  the  presenting  symp- 
toms were  dyspnea  and  choking.  The 
patient  also  vomited,  and  the  vomitus  con- 
tained a thick,  white  material.  The  pa- 
tient was  treated  with  Gantrisin,  penicillin 
intravenously,  fluids,  and  after  twenty-four 
hours  of  hospitalization  she  made  an  un- 
eventful recovery. 

Tooth-pain-relieving  preparations  con- 
taining benzocaine  are  obtainable  over  the 
counter,  and  a significant  number  of  severe 
reactions  have  been  reported  to  this  Center 
following  their  use.  Greater  caution  in  the 
use  of  such  products  is  warranted. 
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The  Effect  of  Political  Influence  Groups  on  Future  Developments 
in  Voluntary  Health  Insurance 

HOWARD  HASSARD,*  SAN  FRANCISCO,  CALIFORNIA 
(Executive  Director  and  General  Counsel,  California  Medical  Association) 


^ I ’’he  term  “political  influences”  relates 
to  both  individual  and  group  actions  of 
a character  calculated  to  shape  government 
activity — legislative,  executive,  or  judicial. 
To  understand  the  influence  of  individuals 
and  groups  on  what  our  governments — 
Federal,  state,  and  local — may  or  may  not 
do,  it  is  first  necessary  to  understand  the 
practical  day-by-day  functioning  of  a re- 
publican or  representative  form  of  govern- 
ment. 

To  become  a legislator  or  a chief  executive, 
or  in  some  instances  a judge,  one  must  be 
elected  by  a majority  vote.  Of  course,  this 
means  that  elected  officials  are  sensitive  to 
the  will  of  the  people.  However,  it  is  usually 
only  a vigorous  minority  that  keeps  abreast 
of  civics  in  action.  By  and  large  this  vocal 
minority  is  composed  of  individuals  who 
belong  to  one  or  another  self-interest  group, 
for  example,  merchants,  pharmacists,  farm- 
ers, machinists,  insurers,  and  the  like.  An 
elected  official  soon  discovers  that  a vocal 
and  aggressive  group,  no  matter  how  small, 
can  influence  great  numbers  of  voters. 

The  office  holder  is  influenced  also  by  his 


* Mr.  Hassard  is  also  a partner  in  the  law  offices  of 
Peart,  Baraty  and  Hassard  and  General  (’oun.srd  of  the 
National  Association  of  Blue  Shield  Plans. 


supporters.  An  elected  official  is  bound  at 
least  to  lend  a receptive  ear  to  a group  that 
has  helped  him  financially  in  his  election 
campaign,  if  for  no  other  rea.son  than  that 
a candidate  becomes  personally  acquainted 
with  the  people  who  help  him  or  work  for 
him  in  his  campaign.  It  is  of  these  ele- 
ments, basically,  that  “political  influence” 
is  compounded. 

Political  Influence  Groups 

With  respect  to  organized  groups  that  I 
assert  political  influence,  all  have  one  point  I 
in  common,  that  is,  complete  self-interest. 
This  is  not  a matter  of  di.'^honesty  or  cul-  • 
pability;  it  is  simply  human  nature  for  any  i 
group  of  individuals  having  a common  ob-  • 
jective  to  become  completely  engrossed  in 
that  objective  and  to  promote  it,  often  to  - 
the  exclusion  of  all  other  factors. 

Before  discussing  the  major  political  in-  ; 
ffuence  groups  in  the  field  of  health,  we  i 
should  note  one  important  factor.  Health  ' 
is  a universal  concern,  and,  as  a result,  the 
number  of  interests  that  are  involved  in  any 
health  problem  encompasses  almost  all  ' 
special  interest  groups. 

Within  the  health  field  itself,  the  groups  . 
that  have  their  livelihood  at  stake  naturally 
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have  an  overwhelming  self-interest  and 
naturally  play  a major  role.  Physicians, 
dentists,  nurses,  pharmacists,  and  hospital 
trustees  and  administrators  are  all  special 
interest  groups  with  major  political  influence 
in  the  area  of  health  services.  Voluntary 
prepayment  plans  are  of  immediate  concern 
to  them. 

Labor  unions  are  concerned  with  the  well- 
being  of  their  UK'mbers.  This  includes  their 
health  during  their  woi’king  years  and  after 
retirement.  (Organized  labor  has  displayed 
constantly  a .special  interest  iri  health,  and 
it  always  will.  Its  .self-interest  is  to  acquire 
the  most  extensive  health  care  at  the  least 
cost  for  its  members.  Unions  were  or- 
ganized to  raise  wages  and  improve  working 
(;onditions,  not  to  lower  wages  and  worsen 
working  c;onditions.  The  self-interest  of 
labor  organizers  is  to  .secure  complete  health 
care  of  high  (juality  at  no  cost. 

Farmers  have  a special  interest  in  health 
services  and  their  costs,  k'arm  income  is 
irregular  both  as  to  time  and  amount. 
Therefore  farmers  may  be  expected  to  be 
security-minded  and  to  want  health  serv- 
ices on  a certainty-of-coverage  basis. 

Farmers  are  self-reliant  as  a group,  but 
their  self-interest  calls  for  protection  against 
disaster. 

Employers  are  vitally  concerned  with 
health  services.  An  employer  has  two  self- 
interests:  first,  the  taxes  and  wages  he  must 
pay  and,  second,  the  productivity  of  his  labor 
force.  Health  insurance  that  employers 
purchase  adds  to  their  cost  of  doing  business. 
They  do  not  do  this  out  of  altruism.  It 
is  done  to  secure  healthier  employes  and 
a more  satisfied  group  of  employes.  The 
self-interest  of  employers  requires  careful 
scrutiny  of  costs  and  insistence  on  value  re- 
ceived. 

Voluntary  prepayment  health  plans  pro- 
vide a means  for  the  payment  of  the  costs 
of  physicians’  services,  hospital  services,  and 
other  sickness  costs.  As  such,  voluntary 
prepayment  plans  are  in  the  center  of  the 
political  influences  that  affect  the  health 
field. 


Medical  Care  as  a Basic  Human  Right 

In  viewing  the  effects  of  political  influences 
in  the  field  of  health  care,  two  basic  prin- 
ciples should  be  kept  in  mind.  One  political 
fact  of  life  is  that  the  larger  an  enterprise 
grows  and  the  more  people  it  affects  the 
more  it  becomes  subject  to  political  in- 
fluences. A century  ago  the  railroads  vitally 
affected  the  lives  of  people.  To  secure 
equality  of  treatment  and  free  access  to  the 
I'ailroads,  political  pressures  caased  govern- 
ment regulation.  Later,  gas  and  electricity 
became  of  extreme  importance  to  the  public. 
Again  political  influences  resulted  in  regula- 
tion, and  in  some  instances  in  public  owner- 
ship. That  which  the  public  needs  it  takes 
measures  to  secure  on  an  equitable  basis, 
even  if  this  means  re.sorting  to  governmental 
power. 

Somewhere  along  the  line,  and  I doubt  if 
anyone  can  state  exactly  when,  the  average 
person  in  the  United  States  reached  the  con- 
clusion that  medical  care  in  its  broadest 
sense — including  hospitalization,  physicians’ 
services,  and  ancillary  care — is  a matter  of 
right,  a necessity  of  life  akin  to  a public 
utility.  This  concept  one  finds  stated  in 
various  forms  time  and  time  again. 

The  second  basic  principle  to  consider  is 
this:  When  any  service  or  commodity  is 
a commonly  recognized  basic  necessity  (as 
for  example,  heat  and  light,  transportation, 
and,  latterly,  medical  care),  then  it  is  par- 
ticularly liable  to  political  influence  and  is 
eventually  susceptible  of  public  regulation, 
if  society  finds  such  regulation  necessary. 

Physicians  are  licensed  by  the  state  to 
perform  services  of  recognized  basic  value, 
and,  as  a group,  they  are  granted  a monopoly 
status.  Society’s  own  interest  requires  it 
to  protect  the  medical  profession  from  the 
competition  of  persons  not  equally  trained 
and  qualified  to  render  such  professional 
services. 

Moreover,  the  services  that  physicians 
render  affect  directly  not  only  the  welfare 
of  the  individual  as  a patient,  but  the  ef- 
ficiency and  solvency  of  the  entire  social 
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economy  as  well.  When  an  ailing  worker  for 
one  reason  or  another  fails  to  receive  prompt 
and  competent  medical  care,  he  may  retard 
the  production  of  essential  materials,  his 
disability  may  throw  several  other  people 
on  public  relief,  and  he  himself  may  occupy 
a bed  in  a public  hospital  at  a considerable 
expense  to  the  taxpayer.  Thus  society 
has  a direct  and  palpable  interest  in  seeing 
to  it  that  every  individual  has  unimpeded 
access  to  competent  medical  service,  en- 
tirely apart  from  its  concern  with  that  in- 
dividual’s own  health  and  happiness. 

Medical  care  has  become  recognized  as 
a basic  human  right,  and  medical  services 
and  the  organizations  through  which  it  is 
provided  and  paid  for  are  being  looked  on 
more  and  more  as  akin  to  public  utilities. 
It  should  be  pointed  out  also  that  political 
action  to  facilitate  the  delivery  of  medical 
care  to  people  for  whom  it  has  been  relatively 
inaccessible  is  a form  of  political  activity  that 
is  now  recognized  as  offering  substantial 
mileage  to  the  aspiring  politician. 

Social  Security 

We  mu.st  also  recognize  the  part  that  pro- 
posals to  socialize  the  economy  of  medicine 
play  in  the  broad  context  of  social  security. 
The  idea  of  incorporating  medical  care  in 
the  national  social  security  system  dates 
back  to  the  very  inception  of  that  system 
twenty-five  years  ago.  I think  it  reasonable 
to  suggest  that  medical  care  would  have  been 
incorporated  into  our  social  security  scheme 
long  ago  had  not  our  voluntary  hospital 
system  and  our  medical  organizations  cre- 
ated Blue  Cross  and  Blue  Shield  as  an 
earnest  of  their  intent  to  provide  medical 
.security  through  voluntary  community  en- 
terprise. 

The  voluntary  prepayment  programs  have 
succeeded  so  well  that  they  have  given  rise 
to  a growing  popular  conviction  that  some- 
how or  other  this  protection  must  be  ex- 
tended to  everyone.  However,  since  some 
groups  in  our  society  either  cannot  afford 
to  purchase  voluntary  prepayment  insurance 
out  of  their  own  resources  or  at.  least  cannot 
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be  expected  realistically  to  do  so  voluntarily, 
the  political  interest  is  beginning  to  focus 
with  powerful  intensity  and  piercing  heat 
on  these  groups. 

Of  all  of  them,  the  groups  currently  en- 
gaging the  keenest  political  interest  are 
those  of  the  aged  and  the  retired.  Here 
the  need  for  community  action,  in  one  form 
or  another,  is  obvious.  Whether  or  not, 
in  this  special  case,  the  genius  of  voluntary 
organization  may  be  able  to  act  once  more 
with  sufficient  speed  and  ingenuity  to  ob- 
viate the  growing  impetus  for  political  action 
is  a (juestion  whose  answer  I fear  may  not 
be  long  in  coming. 

Blue  Plans 

Let’s  try  to  take  a different  perspective  in 
looking  at  the  Blue  Plans.  There  was  a 
time,  when  Blue  Cross  and  Blue  Shield  were 
infants,  when  there  were  almost  as  many 
hospitals  and  doctors  as  there  were  patients 
enrolled  in  these  prepayment  plans.  This 
was  the  brief  era  in  which  Blue  Cross  was 
indeed  the  “hospitals’  plan”  and  Blue 
Shield  was  indeed  the  “doctors’  plan.” 
But  now  there  are  in  Blue  Shield  some 
130,000  participating  physicians  and  some 
46  million  lay  citizens,  with  thousands  more 
presently  to  be  enrolled. 

One  hundred  and  thirty  thousand  phy- 
sicians, even  if  they  spoke  with  one  voice — 
which  of  course  they  never  will — would  be 
no  match  for  46  million  citizens  who  now 
have  Blue  Shield  and  many  millions  more 
who  want  the  protection  of  prepaid  medical 
care  by  whatever  means  they  or  their 
political  agencies  may  be  able  to  get  it. 

Only  as  the  profession  is  able  to  identify 
its  own  interest  in  prepayment  insurance 
with  the  increasingly  articulate  interest  of 
the  public  in  prepayment  insurance  can  it 
bring  the  American  people  into  a firm 
alliance  with  the  profession  in  their  mutual 
purpose,  which  is  exemplified  so  clearly  by 
the  Blue  Shield  idea. 

Medicine  and  Labor 

One  of  the  most  potent  political  influences 
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in  America  today  is  organized  labor.  The 
relations  between  organized  labor  and  or- 
ganized medicine  are  full  of  contradictions, 
many  of  which  could  be  resolved  if  both 
groups  were  willing  to  communicate  with 
each  other  and  explore  their  many  common 
interests.  It  seems  urgently  necessary  for 
leaders  in  medicine  and  labor  to  develop  a 
friendly  liaison  and  discuss  the  facets  of 
medical  economics. 

Despite  organized  labor’s  long-standing 
ideologic  commitment  to  compulsory  health 
insurance,  labor  now  has  many  practical 
commitments  to  Blue  Cross  and  Blue 
Shield;  moreover,  labor  representatives  are 
involved  intimately  on  the  Boards  of  Blue 
Cross  and  Blue  Shield  Plans,  and  the  unions 
have  enormous  investments  in  union  health 
and  welfare  programs.  In  practice,  this 
ideologic  commitment,  therefore,  is  largely 
meaningless.  A genuine  effort  at  rap- 
prochement might  do  much  to  dispel  the  mis- 
trust existing  between  labor  and  medicine. 

Medicine  has  no  genuine  conflict  with 
labor,  and  the  antagonisms  between  them 
usually  have  been  clearly  traceable  to  mis- 
understanding or  ignorance  on  the  part 
of  one  party  concerning  the  motives  and 
problems  of  the  other  group. 

Free  Choice  of  Physician 

Perhaps  the  controlling  factor  in  deter- 
mining the  outcome  of  the  conflict  between 
the  private  practice  of  medicine  and  tra- 
ditional forms  of  prepayment,  on  the  one 
hand,  and  corporate  medicine,  ranging  from 
“closed  panel”  programs  through  outright 
state  medicine,  on  the  other,  is  the  American 
citizen’s  attitude  toward  the  free  choice  of 
physician.  Closed  panel  groups  in  California 
and  New  York  have  carried  on  a continuous 
propaganda  to  the  effect  that  their  patients 
cannot  exercise  free  choice  of  physician 
safely  but  should  rely  on  the  panel  managers 
to  select  their  physicians. 

Despite  all  the  propaganda  designed  to 
discredit  the  principle  of  free  choice,  vast 


numbers  of  American  patients  still  arc 
“ornery”  enough  to  insist  on  choosing  theii’ 
own  physicians.  This  phenomenon  goes  to 
the  heart  of  our  democratic  society,  and  the 
continuing  rebellion  against  the  dictated 
choice  of  physician  testifies  not  only  to  the 
soundness  of  organized  medicine’s  loyalty 
to  this  principle,  but  also  to  the  vitality 
of  our  universal  attachment  to  the  basic 
principles  of  freedom. 

Summary 

We  come  logically  to  a summary  of  the 
forces  that  determine  political  action.  Ours 
is  an  imperfect  republican  democracy,  d’he 
popular  will  is  frequently  confused  on 
almost  any  issue,  but  it  eventually  takes 
form,  and  in  the  long  run  the  popular  will  is 
reflected  ultimately  in  legislation  unless  its 
objectives  are  achieved  through  voluntary 
action. 

Americans  in  general  are  predisposed  to 
favor  the  private,  nongovernmental  ap- 
proach to  social  problems,  resorting  to 
legislative  public  action  only  when  citizens 
fail  to  meet  their  responsibilities  or  prove 
incompetent  to  meet  the  challenge. 

The  prevailing  motivation  for  political 
action  is  self-interest,  and  this  self-interest  is 
most  likely  to  realize  its  desires  when  (1) 
it  represents  a large  number  of  voters; 
(2)  it  can  mobilize  the  support  of  a large 
number  of  voters;  (3)  it  can  point  to  clear 
misfeasance  or  malfeasance  on  the  part  of 
its  opponents;  and  (4)  it  can  identify  its 
purposes  clearly  and  convincingly  with  the 
interests  and  desires  of  the  public  in  general, 
thus  making  its  cause  the  people’s  cause. 

Blue  Shield  and  the  medical  profession 
must  understand  these  factors  as  they 
influence  their  partnership  to  bring  high 
quality  medical  care  to  the  American  people. 
With  the  cooperation  of  the  medical  profes- 
sion, Blue  Shield  must  constantly  improve 
its  service  to  the  public.  Without  this 
improvement,  both  Blue  Shield  and  the 
medical  profession  will  find  themselves 
under  constant  political  attack. 


{Number  nine  in  a series  of  special  articles  on  Medical  Care  Insurance) 
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T N RECENT  years,  the  historical  approach 
to  the  nation-rending  war  of  a hundred 
years  ago  in  this  country  has  been  subject 
to  revision.  We  know  that  the  actions  of 
any  man  or  any  group,  under  almost  any 
circumstances,  can  be  praised  or  blamed,  de- 
pending on  the  frame  of  reference  employed. 
At  the  same  time,  historians  have  veered 
between  believing  that  history  is  determined 
by  the  acts  of  the  leaders  of  men  and  in 
believing  in  various  forms  of  economic  and 
sociologic  determinism. 

We  still  tend  to  think  of  the  war  of  the 
1860’s  from  a number  of  distinct  stand- 
points. Among  these  are:  that  it  was  pri- 
marily a battle  between  beliefs;  that  it  was  a 
battle  between  an  agricultural  economy  and 
an  industrial  economy;  that  it  was  a war 
whose  outcome  lay  largely  in  the  hands  of  a 
few  men,  such  as  the  martyred  Lincoln  and 
the  noble  Lee;  and  that  it  was  high  drama, 
high  patriotism,  filled  with  deeds  of  valor  and 
glory,  echoing  with  the  roar  of  cannon  and 
the  rebel  yell,  highlighted  by  the  u.suall3' 
effective  charge  of  Rebel  cavalry  and,  later, 
with  the  brave  attempt  of  the  Union  cavalry, 
eventually  successful,  to  compete  on  about 
even  terms  with  the  horse  troops  from  the 
South. 


Presented  at  the  I54th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  Session  on  History  of  Medicine,  May  13,  I960. 


This  brief  paper  is  not  the  place  to  develop 
these  important  and  interesting  viewpoints. 

We  can  point  out  only  that  leaders  from  all 
parts  of  the  country  now  agree  that  one  of 
the  chief  subjects  of  this  war,  the  Negro, 
would  not  have  come  here  of  his  own  voli- 
tion and  that  he  is  here  to  stay.  But  in  this 
brief  essay  I do  wish  to  make  one  point: 
that  is,  that  the  medical  care  in  those  armies 
was,  contrary  to  popular  belief  at  the  time 
and  since,  quite  well  handled.  It  showed 
progress,  when  compared  with  medical  care 
in  previous  wars,  and  from  it  came  further 
progress  and  important  discoveries. 

Furthermore,  the  cai'eer  of  one  military 
surgeon,  Frank  Hastings  Hamilton,  M.D., 
not  only  will  point  up  my  claim,  but  pro- 
vides a story  so  interesting  as  to  merit  fuller 
treatment  than  we  give  it  here. 

Dr.  Hamilton  was  born  September  10, 
1818,  in  a small  town  in  Vermont  between 
Bennington  and  Brattleboro,  where  his 
father  owned  a farm  and  ran  a line  of  stage- 
coaches.  In  1816  the  family  moved  to 
Schenectady,  New  York,  whei'e  he  entered  I 
Union  College  as  a sophomore  when  he  was  i 
fourteen  years  old.  Three  months  before  he  : 
graduated,  he  entered  his  name  as  a student  i 
of  medicine  in  the  office  of  John.  G.  Morgan,  ! 
M.D.,  of  Auburn,  who,  as  physician  to  the  | 
State  Prison  there,  was  able  to  obtain  for  dis-  ‘ 
section  the  bodies  of  convicts  who  had  died,  j 
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During  the  winter  of  1831  to  1832,  young 
Hamilton  attended  a course  of  lectures  at 
one  of  the  outstanding  pioneer  medical 
colleges  in  this  country,  Fairfield,  located  in 
a village  of  that  name  founded  mainly  by 
Rhode  Islanders,  in  Herkimer  County,  New 
York.  In  1833,  when  he  was  nineteen  years 
old,  he  received  a license  to  practice  medicine 
and  surgery  from  the  Keuka  County  Medical 
Society  and  commenced  practice  in  Auburn. 
Although  in  his  class  of  201  students  at  Fair- 
field  Hamilton  was  one  of  four  who  grad- 
uated and  although  at  that  time  many  men 
became  doctors  of  medicine  without  attend- 
ing any  medical  school,  two  years  later  he 
entered  the  Medical  School  of  the  University 
of  Pennsylvania,  the  oldest  medical  school  in 
this  country.  Again  he  was  graduated  in 
medicine  and  was  now  married  to  Mary 
Virginia  McMurran,  the  widow  of  a Virginia 
planter.  He  settled  again  in  Auburn  (he 
was  now  twenty-two)  where  he  built  a two- 
story  office,  in  the  upper  floor  of  which  he 
taught  a private  course  in  anatomy  and 
surgery.  This  was  in  the  days  when  human 
material  for  dissection  was  not  easy  to  ob- 
tain. (The  famous  James  Douglas,  M.D., 
who  was  later  a founder  of  IMcGill  Medical 
School,  had  fled  with  his  wife  and  a few 
possessions  from  his  home  north  of  Utica 
across  the  Canadian  border  in  a sleigh, 
when  the  man  he  employed  had  mistakenly 
disinterred  the  town  banker.) 

In  1838  Mrs.  Hamilton  died  from  acute 
peritonitis.  In  1839,  when  he  was  still 
twenty-five  years  of  age,  Hamilton  was 
called  to  the  chair  of  surgery  at  Fairfield. 
On  this  appointment,  the  Boston  Medical 
and  Surgical  Journal  commented;  “The 
appointment . . . seems  very  satisfactory  .... 
iMen  of  his  power  and  activity,  to  say  nothing 
of  genius,  are  very  much  needed  ...  in  the.se 
degenerate  times,  when  everything  goes  by 
management.  To  one  person  fitted  by 
nature  for  the  station  of  a le<!turer  on 
science  . . . there  are  ten  stupid-headed  drags, 
who  neither  elevate  themselves  nor  advance 
the  cause  of  useful  knowledge”;  and  a good 
deal  more  to  the  same  effect. 


Before  many  years,  Fairfield,  too  far  from 
the  madding  crowd  of  clinical  problems,  was 
forced  to  close  its  doors.  Hamilton  then 
taught  at  Geneva  and  in  1844,  when  he  was 
thirty-one,  became  the  first  to  occupy  the 
chair  of  surgery  at  the  new  University  of 
Buffalo.  For  eighteen  years  he  brought 
recognition  to  the  University  of  Buffalo  and 
contributed  (}uietly  and  firmly  to  the  tradi- 
tions of  which  the  University  of  Buffalo  can 
be  proud.  The.se  were  the  major  inventi^’e 
and  productive  years  of  his  surgical  life,  and, 
while  he  continued  to  be  productive  after  he 
moved  to  New  York  in  1862,  the  books  and 
articles  he  then  wrote  were  based  on  ideas  he 
developed  while  at  Buffalo;  it  was  in  his 
later  years,  after  he  left  Buffalo,  that  he  be- 
came known  as  a major  medical  statesman 
and  spoke.sman  for  medical  practice. 

In  one  of  the  eidogies  delivered  in  1886, 
the  year  of  Hamilton’s  death,  he  was  re- 
membered less  for  ideas  and  technics  which 
we  now  consider  of  v'ory  great  con.sequence, 
than  for  things  which  seemed  more  impor- 
tant at  the  tirne:^ 

lie  has  labored  most  in  surgery,  in  which 
his  notal)le  opc'rations  ha\  ('  been  too  numerous 
for  separate  na'iition  lu're,  and  to  the  science 
and  art  of  which  lie  has  made  vi'ry  important 
contributions,  lie  has  invimted  a hone  drill, 
and  an  a])paratus  for  broken  jaw,  has  devised 
or  motlified  the  apparatus  for  almost  every 
fracture  of  long  boiu's,  also  various  instruments 
in  military  and  general  surgery,  including  the 
compound  Nelaton’s  probe,  light  bullet  forceps, 
strong  bullet  forceps,  movable  apparatus  for 
fractures  of  thigh,  bone  forceps,  serrated  giant 
bone-cutter,  the  modified  Liston’s  artery 
forceps,  apparatus  for  doubk'  varus,  hare-lip 
scissors,  modification  of  Owei'ii’s  tonsillotome, 
and  a method  of  manipulating  the  body  m 
asjihyxia  from  drowning,  besides  modifying 
and  ri'iidering  more  jireeise  the  methods  of 
am])utation  through  the  joints,  by  furnishing 
what  he  has  ternu'd  “keys”  and  “guides”  to  the 
articulations,  one  of  his  most  valuable  contri- 
butions to  surgery.  He  has  been  especially 
instrumental  in  introducing  gutta  percha  as  a 
splint  where  irregular  joint  surfaces  require 
sujiport,  and  was  the  first  to  employ  gutta 
percha  as  an  “interdental  splint,”  as  he  was 
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the  first  to  make  the  operation  of  resection  for 
simple  talipes  where  there  was  no  disease  of 
the  joint,  and  the  first  also  to  cut  away  the 
central  portion  of  the  thyroid  gland,  an  opera- 
tion subsequently  performed  by  Gibb,  of 
London. 

He  likewise  suggested  and  practiced  a safe 
method  of  cutting  the  sternal  portion  of  the 
sterno-cleido-mastoid.  On  the  subject  of 
“Provisional  Callus”  he  publicly  controverted 
the  views  of  Dupuytren,  propounding  doc- 
trines . . . which  are  now  generally  accepted. 
In  relation  to  “Resection  in  Com])ound  Dis- 
locations of  Long  Bones”  he  announced  views 
which  are  now  accepted  bj'  most  German 
surgeons;  and  in  the  matter  of  closing  old 
ulcers  by  the  transplantation  of  new  skin, 
both  the  English  and  the  French  surgeons  have 
repeatedly  ascribed  to  him  the  honor  of  having 
taken  the  first  step.  He  devoted  a good  deal 
of  attention  to  plastic  surgery,  having  prac- 
ticed rhinoplasty  twenty  or  more  times,  and 
produced  a method  of  operating  from  the  fore- 
head by  returning  the  pedicle.  He  was  the 
first  to  operate  from  the  palm  of  the  hand. 
He  labored  strenuously  to  impress  upon  sur- 
geons the  value  of  warm  and  hot  water  in  the 
treatment  of  wounds,  and  in  general  was  not 
less  effective  in  urging  new  methods  than 
fertile  in  devising  them. 

He  was  a member  of  the  New  ’\'ork  State 
Medical  Society,  of  which  he  was  president 
in  1855;  of  the  New  York  Pathological 
Society,  of  which  he  was  president  in  1866; 
of  the  New  York  Academy  of  Medicine;  of 
the  Medico-Legal  Society,  of  which  he  was 
president  in  1875 ; of  the  American  Academy 
of  Medicine,  of  which  he  was  president  in 
1878;  and  of  various  other  societies.  He 
published  a treatise  on  “Military  Surgery,”  a 
famous  ti’eatise  on  “Fractures  and  Disloca- 
tions,” and  a “General  Treatise  on  Surgery,” 
not  to  mention  a great  number  of  important 
papers.  He  was  consulting  surgeon  to 
many  hospitals,  and  in  that  capacity  had  few 
equals. 

Actually,  the  previously  quoted  tribute 
misses  some  of  the  more  coloHul  and  impor- 
tant attributes  and  contributions  of  the  man. 
The  fame  of  Frank  Hastings  Hamilton  is 
quite  apt  to  come  into  sharper  focus  as  his 


long-term  stature  emerges.  As  for  his  more 
personal  qualities,  there  was  a good  deal  that 
was  lively  in  his  thinking  and  speech,  al- 
though he  could  be  rather  stiff  and  formal 
when  exposed  to  public  view.  Among  his 
cronies,  he  was  more  relaxed,  either  more 
cheerful  or  more  pensive  than  he  allowed 
himself  to  be  when  on  di.splay. 

In  his  earlier  school  days,  Frank  Hamilton 
was  one  of  those  innately  bright  lads  who 
suffer  the  usual  disadvantages  of  attending 
school  with  older  classmates.  He  took 
seriously,  and  perhaps  at  full  face  value,  the 
pietistic  aphorisms  of  the  times,  and,  as  far 
as  we  know,  he  lived  up  to  them.  If,  at  the 
age  of  twenty-five,  his  formal  discourse  on 
the  importance  of  a knowledge  of  anatomy 
and  physiology,  delivered  at  the  Auburn 
Female  Seminary,  seems  at  this  late  date  a 
little  ornate  and  sanctimonious,  we  must 
place  it  against  the  framework  of  his  time. 
Referring  to  c^uacks  and  cults,  he  said : 
“Had  our  legi.slators  . . . comprehended  the 
necessary  qualifications  of  a physician  as 
they  have  of  a jurist,  they  would  no  sooner 
have  permitted  a man  to  practice  in  a higher 
capacity  than  nurse,  who  had  not  passed  the 
proper  curriculum  of  study,  than  they 
would  have  permitted  a mere  pettifogger  to 
enter  and  defend  causes  in  the  higher 
courts ...  .” 

Medical  Principles 

In  the  years  before  the  discovery  of 
anesthesia,  surgery  was  usually  rapid.  A 
knowledge  of  the  finer  details  of  anatomic 
structure  was,  therefore,  more  than  a 
discipline,  it  was  a necessity.  It  took  a long 
time  to  evaluate  anesthesia.  As  late  as 
1859,  Dr.  Hamilton,  .speaking  before  the 
Erie  County  Medical  Society,  expressed  the 
opinion  that  a person  during  sleep  could  not 
be  anesthetized  by  chloroform.  And  to 
quote  from  the  minutes  of  that  meeting: 
“This  declaration  gave  rise  to  some  discus- 
sion, most  of  the  members  coinciding  with 
the  view  of  Doctor  Hamilton,  which  are  the 
accepted  belief  at  the  pre.sent  day.”  It  is 
thus  easier  to  understand  the  limitations  of 
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the  use  of  general  anesthesia  in  the  1860’s 
and  how  this  qualified  the  choice  of  surgical 
procedures  at  that  time. 

In  this  connection,  let  us  listen  to  Dr. 
Hamilton  in  his  “Introductory  Lecture 
Before  the  Surgical  Class  of  Geneva  Medical 
College,”  delivered  on  December  1,  1840: 
“You,  gentlemen,  are  to  become  surgeon- 
physicians,  and  where\'er  in  these  states  . . . 
you  may  locate,  you  must  cut  as  well  as 
cure;  while  with  one  hand  you  pour  the 
healing  oil,  with  the  other  you  must  firmly 
grasp  the  unflinching  knife,  never  thinking,  I 
beseech  you,  that  . . . you  can  escape  the 
responsibilities  of  a surgeon.  Students, 
awed  by  the  formidable  details  of  anatomy, 
or  by  the  hazard  and  tearfulness  of  opera- 
tions . . . purposely  neglect,  during  their 
pupilage,  such  studies  and  training  as  will 
alone  render  them  competent  ...  You 
must  persevere  in  penetrating  and  threading 
the  windings  of  anatomy,  and  you  must  ob- 
tain complete  mastery  over  your  nervous 
cords,  that  . . . the  keenest  cry  of  suffering 
shall  not  cause  a thread  to  vibrate.”  So 
spoke  the  young  man  Hamilton,  although  it 
was  a fact  that  in  those  days,  when  not  using 
anesthesia,  gifted  and  experienced  surgeons 
freciuently  left  the  operating  room  faint  or  in 
tears. 

Continuing  in  the  same  vein,  Hamilton 
said:  “If  as  a surgeon  you  cannot  control 
your  own  nerves,  your  own  compassion,  then 
you  should  never  have  registered  here. 
Idlers  and  tremblers  can  gain  no  honorable 
distinction  . . . you  may  pursue  our  science  for 
purposes  of  amusement  or  contemplation, 
but  never,  I charge  you,  enter  thus  naked 
and  unarmed  in  the  arena  of  practice  ...  be 
stern  and  unmoved  . . . (nor)  stay  the  knife 
solely  because  of  pain;  but  sooth  by  kind 
and  encouraging  words  (the  patient’s) 
fears  ...  . In  his  entrusting  himself  to  your 
hands,  he  has  fully  attested  his  confidence  in 
your  schooling,  and  looks  only  for  that 
evidence  of  interest  and  anxiety  in  your 
deportment  which  will  give  him  assurance* 
that  you  do  not  proceed  carelessly.” 

In  this  same  address  speaks  the  young  man 


Hamilton  who  was  to  become  for  years  the 
most  articulate  defender  of  the  system  of 
charging  medical  fees  and  the  strong  cham- 
pion of  raising  standards  of  medical  educa- 
tion: “We  do  not  claim  exemption  for  the 
common  frailties  of  our  race  or  deny,  with 
hypocritical  cant,  that  we  ask  the  comforts 
or  have  any  pleasure  in  the  luxuries  of 
life  . . . . We  have  heard  the  cry  of  exorbi- 
tant fees  and  extortion,  again  and  again  sent 
out  against  this  profession;  and  as  often  we 
have  searched  through  our  ranks  for  the 
evidence  ...  . The  well  digger  and  the  hod 
carrier  are  left  to  affluence  and  die  like 
Dives;  but  the  physician  lives  his  life  of 
toil,  and  often  . . . leaves  to  his  family  no 
inhei'itance  but  poverty. 

“Debate  as  to  whether  physicians  are  over- 
paid during  their  relatively  few  years  of 
practice,  still  flourishes.  We  have  learned 
that  gratitude,  even  from  men  of  the  law,  is 
not  guaranteed,  even  if  it  is  a lively  expecta- 
tion. We  have  seen  our  legal  brethren  set 
up  harsher  fee  schedules  for  medicine,  than 
for  law.” 

In  1858,  in  an  address  to  the  graduates  in 
medicine  at  the  University  of  Buffalo,  Dr. 
Hamilton  touched  briefly  on  the  same  sub- 
ject: “No  doubt  a physician  has  a right  to 
be  rich.  Nobody  has,  perhaps,  a better 
right — and  some  physicians  are  in  receipt  of 
annual  incomes  which  secure  to  them  ease 
and  elegance — but  the  number  of  these  in 
proportion  to  the  whole,  is  exceedingly 
small — too  small  to  warrant  any  man  in  re- 
garding our  profession  as  one  of  the  roads  to 
wealth.” 

I am  trying  to  develop  something  of  a 
clear  picture  from  material  that  is  blurred  by 
time,  faded  from  the  faint  evocations  of  the 
printed  record:  “In  person,”  it  is  said,  “he 
was  about  5 feet,  8 inches  in  height,  and 
weighed  about  140  pounds.  He  stood  erect, 
even  to  the  last.  He  had  a lofty  expansive 
forehead  ...  . His  deep-set,  remarkably 

clear,  penetrating  eyes  never  lost  their 
brilliancy,  and  during  animated  conversa- 
tion, demonstrated  the  living  spirit  within. 
His  nose  was  large,  between  the  Roman  and 
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the  Grecian,  mouth  rather  large  ...  he  had 
broad  cheek  bones,  and  a slightly  receding 
chin.  He  did  not  shave,  and  had  a luxuriant 
full  beard  and  moustache,  which  he  u.sually 
kept  trimmed  to  about  two  inches  in 
length  ...  . In  dress  he  was  remarkably 

neat,  but  never  sacrificed  comfort  to  fashion. 
His  manners  were  of  the  most  refined,  rather 
cool  and  reserved  to  strangers,  but  open- 
hearted  to  trusted  friends.  He  could  not 
conceal  his  utter  abhorrence  for  the  arro- 
gant.” 

I am  trying  to  bring  into  focus  the  memory 
of  a man,  rather  than  primarily  the  list  of 
his  deeds,  selecting,  briefly,  lighter  passages 
from  his  vast  and  extensive  writing.  I see 
that  as  a teacher  he  could  be  pungent  and 
pithy.  He  warned  his  students  that  if  they 
tried  to  learn  entirely  from  their  own  ex- 
perience they  would  at  the  age  of  eighty 
“discover  in  their  crucibles  some  few  scanty 
facts  which,  if  they  had  looked  to  the  ex- 
perience of  others,  they  might  have  known  at 
thirty.  It  is  quite  as  often,  we  fear,  that 
they  die  wholly  unconscious  that  the  science 
which  they  faithfully  intended  to  practice 
all  their  lives  is  a century  or  more  ahead  of 
them. 

Again,  “Baron  Wenzel  confessed  that  he 
destroyed  a hat  full  of  eyes  before  he  learned 
how  to  extract  the  lens.  Go  gentlemen, 
before  you  attempt  to  operate  upon  your 
brother’s  eyes,  and  ascertain  from  the  Baron, 
himself,  how  at  last  he  learned  to  cut  safely 
and  successfully ; There  is  for  you  and  all  a 
hat-full  of  experience,  which,  if  you  are  wise, 
you  will  hasten  to  appropriate.” 

In  1840  Dr.  Hamilton  married  Mary  Hart, 
the  daughter  of  Judge  Orvis  Hart  of  Oswego, 
New  York,  and  they  had  three  children,  two 
boys  and  a girl.  In  1836  he  had  been 
surgeon  to  the  33rd  Regiment.  In  1861  he 
wrote  in  a letter;  “I  had  just  written  a 
volume  on  Military  Surgery  ...  . I was 

about  to  change  my  residence  to  New  'S’ork, 
and  it  would  not.  therefore  interrupt  my 
practice;.  Theodoi’e  (one  son)  had  gone 
into  service  as  a captain;  Frank  (the  other 
son)  had  enlisted,  and  was  on  the  staff  of  Col. 


Pratt;  I believed  the  war  would  last  but  a 
few  months  (so  Mr.  Seward  assured  me), 
and  I wished  to  be  near  my  dear  children  in 
case  they  were  wounded.  In  all  this  my 
dear  wife  concurred.” 

Army  Career 

On  May  21,  1861,  Hamilton  was  appointed 
Surgeon  to  the  31st  New  York  Volunteers. 
On  July  21,  at  the  first  battle  of  Manassas, 
he  was  placed  in  charge  of  the  General  Field 
Hospital  at  Centreville;  on  August  3 he 
was  made  Brigade  Surgeon.  Later  the  same 
year  he  was  made  Medical  Director  of  Gen. 
Franklin’s  Division,  near  Alexandria,  Vir- 
ginia. On  May  27,  1862,  he  was  made 
Medical  Director  of  the  4th  Corps,  on  the 
Chickahominy,  and  in  1863  he  was  ap- 
pointed Medical  Inspector,  Lbiited  States 
Army. 

During  the  war,  and  for  long  afterward, 
there  was  strong  criticism  of  the  medical  care 
of  the  soldiers.  To  this  day  we  retain  the 
vague  impression  that  most  of  the  amputa- 
tions performed  were  not  necessary.  We, 
who  were  not  there,  can  at  least  see  the 
medical  panorama  during  the  war  in  terms  of 
how  it  compared  with  medical  care  in  pre- 
vious wars  and  the  limits  of  medical  knowl- 
edge of  the  time. 

Prior  to  1860  there  had  been  practicallj'’ 
no  ambulance  field  work,  no  army  nurse 
corps.  The  regular  Army  iMedical  Corps 
was  a skeleton  force,  assigned  mainly  to  re- 
mote stations  for  periods  of  ten  years  or  more 
without  vacation,  relief,  or  permission  to 
attend  medical  meetings,  at  the  mercy  of 
bureaucratic  control.  Army  surgeons  were 
poorly  equipped,  even  in  terms  of  the  instru- 
mentation and  drugs  of  the  time,  because  of 
a certain  penuriousness  of  the  Surgeon 
General,  now  ill  and  in  his  eighties,  who  had 
always  considered  the  piux'hase  of  medical 
books  an  extra^^agance  which  he  took  pains 
not  to  tolerate. 

And  yet,  on  (he  Union  side  alone,  there 
were  nearly  6 million  cases  of  illness,  400,000 
of  wounds  and  injuries,  and  300,000  fatali- 
ties. The  historian  Adams^  writes:  “Be- 


2334 


New  York  State  J.  Med. 


FRANK  HASTINGS  HAMILTON,  SURGEON  EXTRAORDINARY 


hind  the  sickness  and  mortality  statistics  of 
the  war  lie  ignorance,  stupidity,  inefficiency 
and  jealousy.  But  behind  them  also,  as  the 
contrast  with  the  Mexican  War  suggests, 
there  was  earnestness,  cooperative  spirit, 
and  great  strides  of  scientific  knowledge 
which  now  are  largely  forgotten.” 

In  1861  a large  army  was  being  mobilized, 
but  the  need  for  the  eventual  Medical  Corps 
of  over  12,000  strength  in  1865  was  not  even 
dimly  realized.  A new  Surgeon  General, 
William  A.  Hammond,  M.D.,  chosen  for 
merit,  found  his  brisk  efficiency  opposed  by 
the  old-timers  who  before  long  managed  to 
secure  his  dismissal  by  court-martial  on 
trumped-up  charges  later  proved  false. 
The  copy  of  his  legal  defense,  which  I have, 
indicates  that  the  old-line  brass  stopped  at 
nothing  to  prevent  advancement  in  rank 
except  by  seniority. 

Staff  officers,  protecting  umjualified  medi- 
cal appointees,  ignored  orders  and  refused  to 
appoint  men  who  were  qualified  or  who 
showed  a readiness  to  insist  on  even  crude 
camp  sanitation. 

Many  of  the  volunteers  were  never  ex- 
amined. In  some  camps,  most  of  the  sick 
men  .should  never  have  been  enlisted.  The 
need  for  men,  the  desire  to  please  eager  re- 
cruits, and  undue  pressure  put  on  examining 
surgeons  led  to  much  disability  in  the  field. 
Sometimes  malaria  and  dysentery  rendered 
50  per  cent  of  newly  formed  regiments  in- 
effective. Furthermore,  the  great  surgical 
controversy  of  the  war  between  conservatism 
and  radicalism  in  amputations  was  not  easy 
to  gauge.  Without  amputation,  the  wound 
was  often  explored  with  septic  probe  or  un- 
washed finger.  Both  armies  showed  a high 
mortality  rate.  The  indications  for  circular 
or  flap  amputations  had  not  been  worked  out. 
Soldiers,  not  realizing  the  facts,  felt  that 
most  of  the  amputations  performed  were  un- 
necessary. 

So  many  wounded  men  became  infected 
that  pus  was  considered  a requisite  to  normal 
healing.  There  was  no  effective  treatment 
of  pyemia,  tetanus,  erysipelas,  osteomyelitis, 
or  hospital  gangrene.  Since  medical  theory 


of  the  time  did  not  comprehend  the  role  of 
bacteria  in  disea.se,  the  need  for  sanitation 
was  unknown.  In  the  early  days  of  the  war, 
the  camp  grounds  were  often  covered  with 
human  excrement,  and  rains  would  wash  the 
infected  matter  into  the  drinking  water 
supply.  Various  forms  of  dysentery  were 
endemic  and  killed  more  persons  than  did 
wounds  and  malaria  put  together.  Only 
those  who  have  tried  to  set  up  sanitary 
measures  among  the  uninformed,  as  I have 
recently  seen  it  in  Asia,  can  grasp  easily  the 
difficulties  of  the  task.  Many  line  officers 
would  not  allow  a surgeon  to  clean  up  a 
camp  or  improve  the  men’s  diet.  Defi- 
ciency diseases  were  common.  As  Adams^ 
puts  it:  “The  great  majority  were  young  re- 
cruits. All  their  lives  women  had  cooked 
for  them,  cleaned  for  them,  washed  for  them. 
Now  that  they  must  peilorm  these  tasks  for 
themselves,  they  would  do  them  their  own 
way,  defying  any  ‘fussy’  orders,  seldom 
checked  by  ignorant  or  popularity-seeking 
officers.” 

The  presence  in  the  Army  of  a man  of 
Hamilton’s  (lualifications  indicates  that  the 
attempt  was  made  to  maintain  high  medical 
standards.  And  yet,  eight  years  before  tin; 
war,  Hamilton  had  studied  an  outbreak  of 
A.siatic  cholera  in  Buffalo,  and  in  the  light  of 
the  science  of  his  time  he  concluded:  “My 
conviction  is  that  these  cases  all  had  their 
source  ...  in  the  miasms  from  a ditch  through 
a section  of  the  city  built  on  the  soft  alluvial 
mold  of  a marsh.  During  the. day  the  heat 
of  the  sun  so  rarified  the  air,  that  the 
mephitic  gas  rose  rapidly  and  was  borne  off ; 
but  during  the  night,  when  most  of  the 
attacks  commenced,  these  exhalations  settl'd 
and  hung  upon  the  hou.sos  and  their  unsus- 
pecting occupants,  like  heavy  vapours  of  a 
pit.”-* 

Comment 

.\fter  the  war,  Frank  Hastings  Hamilton 
rose  high  in  the  ranks  of  American  medicine. 
He  achieved  much,  both  in  the  invention  of 
new  surgical  technics  and  in  formulating 
American  medical  philosophy,  always  with 
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intelligent  respect  for  history  and  tradition. 
He  wrote,  I believe,  the  first  treatise  on  the 
medical  history  of  the  war. 

Somehow,  like  many  men  of  the  North,  his 
life  was  more  productive  than  colorful. 
What  was  he  like  as  a person?  Although  he 
was  respected  and  liked,  the  written  record 
hardly  tells. 

Among  his  medical  innovations  are  a few 
that  particularly  interest  me.  He  was,  I 
believe,  the  first  to  perform  transplantation 
of  a free  skin  graft.  He  was  the  first  (as 
Richard  B.  Stark,  M.D.,  recalled  to  us 
several  years  ago)  to  do  the  cross-leg  flap. 
He  was  the  first  to  use  nasal  septum  to  fill 
hiatus  in  the  jaw.  Simultaneously  with 
Bolton  in  Richmond  and  Post  in  New  York, 
he  was  first  in  this  country  to  perform 
modern  surgery  on  the  muscles  of  the  eye, 
immediately  following  Dieffenbach’s  classic 
publication  the  year  before.  He  was  per- 
haps the  first  to  operate  on  dural  adhesions 
in  epilepsy.  His  cataract  surgery  was  out- 
standing. 

Perhaps  a phrenologist  who  examined 
Hamilton  in  1841  can  give  us  a final,  clearer 
picture!  The  phrenologist  reported : “more 
t han  average  predominance  of  muscular  and 
fibrous  tissue,  sallow  complexion,  rather  dark 
hair  and  eyes;  temperamentally  with  less 
susceptibility  than  the  sanguine,  but  with 
more  depth  and  endurance;  cherishes  the 
opposite  sex  and  appreciates  beauty  but 
prefers  the  virtuous  and  intelligent  of  them; 
may  be  fickle;  strong  parental  affection; 
friendly,  but  woidd  not  sacrifice  much  to 
secure  friendship;  loves  home  and  leaves  it 


with  regret;  easily  able  to  focus  his  atten- 
tion; generally  peaceable  but  boldly  defends 
his  rights;  generally  energetic  and  forceful; 
enjoys  teasing  others;  enjoys  food  with 
particular  fondness  for  delicacies;  prudent 
but  not  artful  or  mysterious;  industrious  and 
frugal,  but  uses  his  means  liberally;  his 
mechanical  skill  greatly  respected,  his  intel- 
lect outstanding;  he  had  passionate  fond- 
ness, wild,  romantic,  immense;  a good 
memoiy,  a rather  poor  sense  of  balance; 
only  a moderate  sense  of  numbers  and 
places;  he  desires  a good  name,  but  is  not 
governed  by  this  desire.” 

Perhaps  this  would  have  given  us  some 
adequate  picture  of  the  man;  but  on  the 
back  of  his  phrenologic  analysis,  I find 
written  in  his  own  hand:  “This  man  knew 
me  intimately,  and  yet  I think  he  has  made 
many  blunders.  FHH.” 

So  it  appears  that  we  may  never  know  inti- 
mately one  of  the  most  talented  medical  men 
of  the  nineteenth  century  and  one  of 
Buffalo’s  considerable  contributions  to  medi- 
cal science. 

1 109  Delaware  Avenue,  Buffalo  9 
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The  chains  of  habit  are  generally  too  small  to  be  felt  till  they  are  too  strong  to  be  broken. 
Samuel  Johnson 
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Hospital  Report  on  Home  Accidents 


WILLIAM  HAMMOND,  M.D.,  SCARSDALE,  NEW  YORK 


THIS  n'liort  is  hiisi'd  on  a study  of  163  casos 
resulting  from  homo  aocidimts  which  w(‘ro 
soi'ii  in  the  omorKonoy  room  of  the  White  Plains 
hospital  during  a nine-month  period.  The 
White  Plains  hospital  is  a general  hospital  of  200 
beds  and  one  of  two  general  hospitals  which 
serve  a city  of  45,000  people.  Information 
was  furnished  by  the  nurses  on  duty  in  the 
emergency  room  on  file  cards  which  were  kept 
separate  from  the  routine  records. 

The  accidents  occurred  to  95  adults  and  68 
children.  Among  the  adults,  females  outnum- 
bc'red  males  72  to  23.  Among  the  children, 
males  outnumbered  females  41  to  27. 

The  time  of  accident  was  predominantly  in 
daylight  hours  (8  a.m.  to  8 p.m.);  136  occurred 
in  daytime  and  27  at  night.  The  type  of  home 
in  which  the  accident  occurred  was:  private 
house,  91 ; apartment,  67 ; and  rooming  house,  5. 
The  part  of  the  house  or  apartment  in  which 
the  accident  occurred  was  in  the  following  order 
of  frequency: 

Kitchen 70 

Bedroom 19 

Living  room 18 

House  stairs 8 

Doorways 8 

Dining  room 7 

Bathroom 7 

Porch 5 

Hallway 5 

Cellar 4 

Yard 4 

Cellar  stairs 3 

Garage 2 

Library 1 

Nursery 1 

Attic 1 

The  injuries  sustained  were  of  the  following 
kinds  and  distribution : 

Lacerations 88 

Abrasions  and  contusions 20 

Burns 15 

Fractures 12 


Possible  fractun's 

Sjirains 

Poisoning 

Eye  injuries 

Foreign  bodies  swallowed 
Puncture  wounds-nails . . 
Splinters 


4 
6 

5 
4 
3 


3 

3 


Lacerations 

Analy.sis  of  the  leading  home  accident,  lacera- 
tion, showed  that  about  half  the  number,  40 
out  of  88,  occurred  in  the  kitchen.  The  40 
kitchen  lacerations  showed  12  which  occurred 
during  the  slicing  of  foods,  12  during  the  washing 
or  dr3'ing  of  dishes  as  the  result  of  broken  glass- 
ware or  china,  and  8 in  can-opening;  8 resulted 
from  children  running  and  playing  in  the  kitchen. 
Fifteen  lacerations  occurred  in  the  living  room, 
11  of  these  to  children.  All  were  caused  bj" 
running  and  playing  and  falling  into  chairs, 
tables,  radiators,  and  so  forth.  Two  of  the 
adult  lacerations  here  were  due  to  sitting  on 
open  scissors  which  were  lying  in  a chair.  The 
other  2 were  due  to  falling  against  and  shattering 
a window,  1 in  hanging  curtains  and  the  other  in 
attempting  to  open  a window.  This  general 
pattern  for  lacerations  seemed  to  hold  for  all 
other  parts  of  the  house,  children  outnumbering 
adults  3 to  1,  and  their  accidents  due  to  pla^dng. 
running,  tripping,  and  falling. 

Burns 

Of  the  15  burns,  only  4 involved  children. 
Three  of  these  were  very  }'oung  children  who, 
while  seated  on  their  parents’  lap,  managed  to 
pull  over  or  spill  their  parents’  hot  tea  or  soup. 
Six  burns  occurred  during  cooking  operations 
as  the  result  of  spilling  hot  fluids.  Two  occurred 
from  the  explosion  of  appliances,  a pressure 
cooker  and  a coffee-maker.  One  occurred  from  a 
gas  oven  explosion.  Onlj"  2 burns  occurred 
outside  the  kitchen,  1 due  to  the  igniting  of  a 
book  of  matches  and  the  other  from  a curling 
iron. 
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Fractures 

Of  the  12  fractures,  9 occurred  to  adults,  6 
females  aud  3 males;  ti  were  iu  the  middle-aged 
group,  forty-four  to  fiftj'-four  years  of  age,  and  3 
were  in  the  old-age  group,  seventy-nine,  eighty- 
four,  and  ninety  years  of  age.  Four  of  the 
8 adult  fractures  occurred  on  the  stairs,  and  of 
these  2 resulted  in  the  fracture  of  an  arm,  1 in 
fractured  ribs,  and  1 in  a skull  fracture  which 
wiis  fatal.  Two  fractures,  both  of  the  wrist, 
occiirn'd  in  the  kitch('ii,  I from  a fall  from  a 
l.adder  and  the  other,  that  of  the  ninety-yc'ar- 
old,  from  tripjnng  ov'er  the  cat.  1'he  remaining  3 
fractures,  2 wTist  fractures  and  1 ankle  fracture, 
were  caused  by  slii3))ing  and  falling  on  freshly 
wa.xed  floors  in  the  bedroom,  living  room,  and 
kitchen,  respectively.  Of  the  children’s  frac- 
tures, all  arm  fractures  and  all  occurring  to  fe- 
males, 2 occurred  at  age  three,  and  1 at  age 
three  and  a half;  all  were  the  result  of  falls,  1 
from  a crib  and  2 from  chairs,  occurring  in  the 
kitchen  at  mealtime. 

'riiere  w'ere  4 possible  fractures  w'hich  were 
.admitted  to  the  hospital  for  further  ol)servation. 
Two  were  back  injuries,  1 from  slipping  and 
falling  on  the  bathroom  floor,  and  1 from  a fall 
on  the  stairs  while  carrying  dowm  a vacuum 
cleaner.  The  other  2 w^ere  arm  injuries,  1 from 
falling  out  of  bed  in  attempting  to  pick  up  the 
(;at  and  the  other  from  tripping  over  the  dog’s 
leash  while  entering  the  house  after  walking  the 
dog. 

Sprains 

Of  the  6 sprains,  5 were  of  the  ankle  and  1 of 
the  toe.  All  the  sjjrains  happened  to  adults, 
and  all  but  one,  were  females.  The  sprained  toe 
came  from  jumping  up  quickly  from  the  kitchen 
table  and  stubbing  the  toe  on  the  baby’s  high 
chair.  The  ankle  sprains  were  diverse  and  came 
from  falling  downstairs,  tripping  over  a box  in 
the  cellar,  tripping  over  a door  saddle,  and 
tripping  when  running  after  the  children;  one 
unusual  sprain  came  about  when  the  patient  was 
awakened  suddenly  from  sleep  by  the  telephone. 
When  he  dropped  his  feet  to  the  floor  and  stood 
up,  the  ankle  was  turned. 

Abrasions  and  Contusions 

Abrasions  and  contusions  numbered  20.  Of 
these,  13  were  in  children  and  7 in  adults. 
Among  the  cause's  were  8 falls  while  running  at 
j)lay,  6 falls  on  stairways,  4 falls  from  berl,  crib. 


or  chair,  one  bureau  drawer  dropped  on  foot, 
and  one  unu.sual  occurrence  wh(>re  a doorknob, 
on  being  pulled,  came  off  and  struck  the  one 
who  opened  the  door  in  the  eye. 

Poisonings 

Five  accidental  poisonings  were  seen,  1 in  an 
adult  female  and  4 in  children,  2 males  and  2 
females.  The  details  of  these  i)oisonings  an* 
worth  noting.  One  child  oik-  year  and  niu(' 
months  old  swallowed  a bottle  of  fingernail 
polish.  This  hai)i)ened  in  the  kitchen  at  3:30 
p.M.  Another  child  two  j-ears  old  swallowed 
gentian  violet  tablets.  This  occurred  in  the 
bedroom  at  7:45  a.m.  Another  child,  age  three 
years,  drank  bleach  from  a bottle  in  the  kitchen 
at  7:45  p.m.  The  other  child,  a three-3’ear-old, 
swallowed  a bottle  of  aspirin  tablets  in  the  bath- 
room at  6:00  p.m.  The  adult  poisoning  was  a 
rather  unusual  one  and  occurred  as  a result  of 
inhaling  strong  ammonia  fumes  while  scrubbing 
the  floors. 

Other 

Four  ejx'  injuri(>swerer('corded,  and  fortunately' 
none  were  sight-destroving.  Three  hajjjjened  to 
children,  and  all  happened  while  at  playx  A 
stick,  a pencil,  and  a coathanger  were  the  incur- 
ring agents.  The  adult  eye  injury  occurred  when 
a glass  jar,  which  was  being  washed,  shattered 
and  a piece  of  glass  flew  into  the  eye. 

There  were  3 cases  of  swallowing  a foreign 
body.  Two  adults  had  fish  bones  removed  from 
the  throat  and  1 two-and-one-half-y'ear-old 
child  swallowed  a bobby'  pin.  This  happened 
in  the  bedroom  at  8:00  a.m.,  and  it  was  further 
not('d  that  two  additional  i)crsons  w('re  present 
at  the  time. 

Three  nail  puncture  wounds  occurred,  all 
to  children.  One  stepped  on  a nail,  1 punc- 
tured the  hand  playing  with  a board  which  had 
nails  in  it,  and  1 sat  on  a nail. 

Finally',  there  were  3 sjflinter  cases,  all  adults, 
2 males  and  1 female.  One  splinter  came  from 
the  kitchen  wall,  1 from  the  attic  floor,  and  1 
from  the  back  porch  bannister. 

Comment 

The  conclusions  drawn  from  this  accident 
room  experience  involving  163  people  over  a 
nine-month  period  support  the  general  belief 
that  adult  females  and  male  children  are  most 
likely  to  be  involvo'd  in  home  accidents  and  that 


2338 


New  5’ork  State  J.  Med. 


HOSPITAL  RKPOPT  ON  HOME  ACCIDENTS 


t 


the  kitchen  is  the  most  dangerous  part  of  the 
liouse. 

It  appears  tliat  lacerations  are  the  most  com- 
mon type  of  home  accident  and  that  most  occur 
in  the  preparation  of  food  ai\d  in  washing  dislu's 
and  cutlery.  Also,  in  the  matter  of  burns,  a 
great  man}'  occur  in  the  preparation  and  handling 
of  hot  foods.  An  impressive  number  of  children’s 
home  accidents  are  due  to  running  and  tripping 
while  playing.  The  age  incidence  of  the  poison- 
ing cases  ixhnts  up  the  fact  that  not  only  drugs 
but  also  house-cleaning  chemicals  and  ('V'eti  cos- 


metics must  be  put  out  of  reach  of  the  so-called 
run-around  ages  of  two  to  six  yc'ars. 

Greater  care  about  the  kitchen  and  stairways 
and  the  provision  of  a safe  place  for  children  to 
play  surely  would  go  far  toward  preventing 
many  of  the  foregoing  accidents.  A few  moments 
spent  in  going  over  the  house  with  a home  accident 
check  list  could  forestall  many  more. 

The  millenium  of  home  accidents  at  the  ir- 
reducible minimum  can  come  for  any  family 
wi.se  enough  to  give  attention  to  this  matter  at 
the  proi)or  time,  which  is  befoixy  not  after. 


Physical  Fitness  of  American  Youth 


A group  of  Philadelphia  researchers  studied  the 
physical  fitness  of  public  school  students  and  com- 
pared the  findings  with  similar  groups  in  Germany 
and  Sweden. 

The  study  “seems  to  indicate  that  the  difference 
in  physical  work  capacity  or  physical  fitness  between 
some  American  and  some  European  children  and 
young  adults  may  not  be  as  marked  as  has  been 
generally  assumed. ...  It  appears  to  be  a widely  ac- 
cepted view  that  the  American  child  is  inferior  to 
the  European  child  with  regard  to  physical  fitness. 
The  difference  has  been  attributed  to  the  high  de- 
gree of  mechanization  in  the  United  States  eliminat- 
ing much  of  the  physical  activity  which  is  still  part 
of  normal  living  and  recreation  in  Europe.” 

The  study  showed  no  significant  difference  in 
physical  fitness  between  the  Philadelphia  children 
studied  and  a similar  group  in  Dortmund,  Germany, 
although  subjects  from  a number  of  Swedish  cities 
were  generally  superior.  It  appeared  reasonable 
to  assume  that  the  superiority  of  the  Swedish  sub- 
jects was  due  to  a greater  amount  of  (physical  train- 
ing and  activity. 

The  study  revealed  also  a significant  difference 
among  students  of  the  Philadelphia  schools.  Stu- 
dents of  the  elementary  schools  of  North  Phila- 
delphia in  general  were  superior  to  those  of  South 
Philadelphia  elementary  schools.  There  were  dif- 
ferences also  between  subjects  of  various  Swedish 
communities.  For  example,  fourteen-year-old 
Stockholm  boys  were  physically  inferior  to  fourteen- 
year-old  boj's  from  some  other  Swedish  cities. 


“In  view  of  the  fact  that  such  significant  dif- 
ferences in  physical  work  capacity  can  be  demon- 
strated between  one  city  and  another,  and  indeed 
between  different  schools  in  the  same  city,  caution 
should  be  exercised  when  comparing  the  state  of 
physical  fitness  in  one  countrj'  with  that  of  another,” 
the  researchers  said. 

The  Philadelphia  study  involved  601  students 
aged  eight  to  eighteen  from  five  public  schools, 
representing  the  average  socioeconomic  background 
and  the  typical  amount  of  activity  and  physical 
education.  No  significant  difference  in  physical 
performance  capacity  was  found  between  white  and 
nonwhite  Philadelphia  subjects. 

When  fourteen-year-old  Stockholm  children  were 
compared  with  fourteen-year-old  Philadelphia  chil- 
dren, there  was  no  significant  difference  between  the 
boys,  but  the  Swedish  girls  were  significantly 
superior. 

When  Philadelphia  women  aged  twenty  to  twenty- 
two  were  compared  with  Swedish  housewives  aged 
twenty  to  twenty-nine  who  engage  in  thirty  minutes 
of  physical  training  each  week,  the  Swedish  house- 
wives showed  a marked  superiority. 

It  would  be  of  value  to  determine  the  kind  and 
amount  of  training  required  to  produce  a significant 
improvement  in  phj'sical  work  capacity  in  the  dif- 
ferent age  groups. — Kaare  Rodahl,  M.D.,  P.-O. 
Astrand,  M.D.,  Newton  C.  Birkhead,  M.D.,  T. 
Hettinger,  M.D.,  B.  Issekutz,  Jr.,  M.D.,  D.  M.  Jones, 
B.A.,  and  R.  Weaver,  M.D.,  Archives  of  Environ- 
mental Health,  May,  1961 


.bdy  1,  1061 


2.139 


1.  E T T E H S 10  THE  EDITOR 


Hand  Talking  Chart 


To  the  Editor: 

In  Jiuiiiary,  194II,  I was  stricken  by  coronary 
t hrombosis  followed  l)y  cerebral  embolism  which  n*- 
sulted  in  right  hemiplegia  and  complete  aphasia. 
It  was  then,  by  using  my  left  hand,  that  I devised 
20  hand  signs  that  became  a universal  one  hand 
manual  language,  well  known  as  the  “Hand  Talking 
Chart,”  which  has  proved  to  be  a practical  clinical 
aid.  With  the  chart,  aphasia  patients  impart 
their  basic  needs  and  desires;  this  dispels  their  fears 
and  helps  them  to  a “comeback.” 

During  the  last  twelve  years,  the  chart  has  been 
supplied  without  charge  to  physicians  and  nurses 
nationally  and  internationally  through  the  kind 
cooperation  of  nuHlical  editors.  Copies  may  be 
obtained  by  writing  dinadlv  to  me  at  the  address 


b(‘low. 

In  1954  the  International  Research  Council  was 
chartered  as  a world-wide  medicail  (ionfraternity  for 
the  dissemination  of  knowledge  concerning  aphasia 
associated  with  hemiplegia.  The  aims  of  the 
Council  include:  (1)  the  establishment  of  a clearing 
house  on  this  specialized  subject  for  library  data, 
medical  books,  publications,  and  reprints  of  articles 
written  by  Council  members;  and  (2)  the  con- 
tinuance of  free  distribution  of  the  “Hand  Talking 
Chart.” 

H.\mii,ton  Cameron,  M.D 

()01  West  noth  Street 
New  York  25,  New  York 


Shortcomings  of  Hospital  Care 


T 0 the  Editor: 

As  a physician  who  for  many  years  has  worked 
closel.y  with  nurses,  I have  high  regard  for  the  job 
they  do  in  hospitals.  However,  I am  fully  aware 
that  both  nurses  and  physicians  alike,  when  harassed, 
can  tend  to  regard  the  demands  made  by  sick  pa- 
tients as  nuisances.  We  cannot  be  reminded  too 
often  of  the  human  element  in  illness. 

When  the  attached  letter  came  to  my  attention. 

Dr.  John  Blank 
Everfine  Hospital 
Upstate,  New  York 
Dear  Dr.  Blank: 

I reply,  belatedly,  to  .your  letter  of  November  13 
addressed  to  my  mother,  the  late  Jane  Doe, 
asking  that  she  inform  you  of  any  shortcomings 
in  the  care  she  received  while  in  the  hospital. 

She  was  there  last  from  November  9 to  No- 
vember 12;  she  was  dying,  we  all  knew  it,  and 
the  whole  intent  of  the  medical  care  was  to  make 
her  remaining  weeks  as  painless  as  possible.  She 
had  a lung  cancer  which  caused  her  much  difficulty 
in  breathing;  while  at  home,  she  was  under  some 
medication — a pill  three  times  a day — which 
minimized  the  pain.  On  admitting  her  to  the 


I felt  that  it  would  be  most  valuable  for  it  to  be  read 
by  man.y.  Because  this  in  essence  is  not  about  a 
specific  situation  but  about  all  of  us,  specific  names 
and  locations  have  been  changed. 

Edgerton  McC.  Howard,  M.D. 

Austen  Riggs  Center,  Inc. 

Stockbridge,  Massachusetts 


hospital  her  physician.  Jack  Smith,  M.D.,  left 
instructions  that  this  pill  be  given  to  her  at  8 
A.M.,  4 P.M.,  and  10  p.m.  dail.y. 

On  November  11  my  sister  telephoned  me  to 
say  that  that  morning  my  mother  had  received 
no  such  pill;  she  had  made  several  requests  of 
the  nurse  for  it  to  no  avail,  and,  after  Ijdng  for 
more  than  three  hours  in  pain  with  every  breath, 
she  had  gotten  out  of  her  bed  and  made  her  way 
to  the  desk  with  her  request.  She  was  given  it 
finally  at  11:30  a.m.  The  same  procedure  oc- 
curred that  same  evening,  though  this  time  the 
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pill  was  only  two  hours  late. 

When  I heard  this,  I saw  red;  I telephoned  Dr. 
Smith,  got  his  assistant,  and  asked  that  he  im- 
mediately eall  the  hospital  to  reinforep  the  in- 
structions. Whether  this  happened  I do  not 
know,  because  my  mother  was  discharged  the 
next  morning  and  we  were  glad  to  be  able  to 
minister  to  her  needs  ourselves  thereafter.  But 
several  long-distance  calls  seem  a singularly 
roundabout  route  to  get  one  pill  delivered  by  a 
nurse  who  is  presum.ably  in  bedside  attendance. 

1 know  that,  hospitals  jire  understaffed,  tlialr 
th(‘  chain  of  command  is  complex,  and  that.  (*rrors 
in  understanding  or  e.X(!cution  of  medical  orders 
happen  and  are  rectified;  none  of  this,  in  my 
mind,  alters  the  fact  that  one  of  my  mother’s 
few  remaining  days  was  made  more  painful,  not 
less,  while  in  your  hands,  by  a piece  of  human 
stupidity  or  negligence  or  indifference  somewhere 
along  the  line. 

I think,  well,  it  happened,  and  the  patient  is 
dead  now  after  facing  the  horror  of  her  impending 
end  for  so  long;  it’s  not  important.  But  among 
my  mother’s  papers  I inherit  your  letter,  which 
asks  for  the  favor  of  a reply,  and  I think  it  is 
important. 

It’s  important  precisely  because  the  major 
horror  of  death  is  worse  and  unalterable;  it  is 
imperative  that  we  do  not  neglect  therefore  the 
minor  matters  to  which,  in  their  helplessness 
about  major  matters,  the  patient  and  those  who 
love  him  attach  so  much  feeling.  It’s  important 
because  this  kind  of  minor  failure  happens  a 


thousand  times  an  hour  in  the  hospitals  of  the 
country,  and  often  it  must  happen  because  tlu' 
patient  is  a patient,  he  is  sick,  he  is  demanding, 
he  is  fretful,  he  is  a nuisance,  and  it  takes  more 
than  average  humaneness  in  his  doctors  and 
nurses  to  bear  constantly  in  mind  that  his  trivial 
complaints  are  cries  out  of  a profound  anxiety 
in  the  face  of  death.  It  happens  my  mother  was 
not  such  a patient  but  a woman  of  unusual 
fortitude  and  cheer;  I am  speaking  now  not  for 
her,  but  for  that  other  woman  who,  while  you  are 
reading  this,  is  missing  a pill  in  one  of  your  wards 
or  being  inconvenienced  in  .sonu'  way  that,  to 
her  nurse  seems  “piddling”  and  to  her  seems 
devastating  and  about  which  you  will  not  hear. 
You  are  familiar  of  course  with  the  saying  that 
doctors  get  their  training  on  cadavers  and  have 
not  been  informed  that  the  psyche  exists.  It 
is  an  unjust  saying,  but  it  is  the  responsibility  of 
the  profession  to  prove,  every  hour,  that  it  is 
unjust. 

Do  you  have  general  meetings  of  your  nursing 
staff?  If  so,  I think  you  could  do  worse  than  to 
waste  five  minutes  reading  this  letter  to  them. 

But  in  conclusion  let  me  add  that  no  expression 
of  gratitude  to  the  medical  and  hospital  ]3ro- 
fessions,  it  seems  to  me,  can  match  the  services 
you  perform;  and  I think  the  letter  you  sent 
my  mother,  asking  for  complaints,  exemplifies 
l)recisely  the  kind  of  humaneness  I have  spoken  of. 

Sincerely  yours, 
John  Doe 


A Doctor’s  Dilemma 


To  the  Editor: 

Recently  public  attention  has  been  called  to  the 
matter  of  spelling  reform  in  English  by  a number  of 
events.  The  success  of  My  Fair  Lady  has  swelled 
the  George  Bernard  Shaw  estate,  some  proceeds  of 
which,  according  to  his  will,  are  to  be  used  to 
stimulate  spelling  reform  in  English. 

America  too  has  had  a long  experience  with 
agitation  for  spelling  reform.  Benjamin  Franklin 
and  Noah  Webster  started  it.  Horace  Mann,  the 
educator,  supported  the  idea,  as  did  President 
Theodore  Roosevelt. 

Also  involved  was  at  least  one  representative  of 
the  medical  profession.  On  October  16,  1906, 
before  the  39th  annual  meeting  of  the  Medical 
Association;  of  Central  New  York,  Burt  C.  Wilder, 
M.D.,  then  professor  of  neurology  and  vertebrate 
zoology  at  Cornell  University,  read  an  address  on 
“The  Medical  Profession  and  Simplified  Spelling” 
which  was  reprinted  later  in  The  Buffalo  Medical 
Journal  of  January,  1907. 


Dr.  Wilder  explained  the  choice  of  subject  as 
his  “conviction  that  it  is  the  duty  of  the  members  of 
our  profession  to  recognize  the  existing  defects  of 
English  spelling,  to  appreciate  the  past  and  present 
efforts  to  improve  it,  and  to  cooperate  with  the 
simplifiers  in  their  individual,  professional,  and 
associational  capacities.”  His  interest  in  this  sub- 
ject was  a natural  outcome  of  his  quarter  century  of 
activity  in  the  movement  for  “Simplification  of 
Anatomic  Nomenclature,”  about  which  he  had 
written  a great  deal  as  president  of  the  American 
Neurological  Association. 

Dr.  Wilder’s  address  reflected  classical  language 
training.  “Inconsistencies  as  to  spelling  and  pro- 
nunciation retard  the  educational  progress  of  children 
and  aliens  and — upon  the  principle,  falsus  in  uno, 
falsus  in  omnibus — tend  to  bring  into  contempt  the 
language  itself  and  the  nations  that  use  it.  For 
example,  puff  is  pronounced  puj;  but  rough  is 
pronounced  ruf,  yet  plough  is  plow,  cough  is  cof, 
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through  is  Ihroo,  and  dough  is  do;  to  cap  the  climax, 
do  is  pronounced  doo  and  does  is  either  duz  or  doze 
(sic!).  No  wonder  the  alien  is  mystified  and  dis- 
gusted, and  the  child  temporarily  stultified;  there 
is  engendered  a disbelief  in  learning  and  a total  lack 
of  confidence  in  inference.  Were  it  possible,  indeed, 
for  a rational  adult  to  begin  the  study  of  his  mother 
tongue  he  would  speedily  recognize  the  grim  founda- 
tion for  Lord  R.osebury’s  recent  half-humorous 
remark  that  he  was  “not  at  all  sure  that  the  archaic 
rules  of  spelling  laid  down  by  tradition  and  stereo- 
typed by  the  dictionaries  had  not  filled  half  the 
lunatic  asylums  of  the  country.” 

Dr.  Wilder  supported  the  spelling  of  words  derived 
from  the  Latin  and  Greek  as  fiber,  meter,  like  center 
and  theater,  rather  than  in  -re,  which  is  charac- 
teristically French.  Similarly,  he  favored  gram, 
diagram,  and  program  without  the  double  mme, 
because  “the  French  tail  is  needless,  and  incon- 
gruous with  English  style.”  He  further  supported 
the  replacement  of  the  Latin  digraphs  ae  or  oe  with 
a single  letter,  anaemia  to  become  anemia,  and 
oesophagus  to  be  spelled  esophagus. 

Today,  of  course,  these  spellings  have  become 
conventional,  but  in  1906,  when  Wilder  spoke  his 
piece,  the  situation  was  quite  different.  The 
spelling  of  English  in  America  still  retained  many 
elements  we  now  identify  as  British  (such  as  aether, 
clew,  cheque,  programme,  honour,  and  pyjama), 
despite  the  efforts  of  Noah  Webster  to  emancipate 
American  spelling  from  the  shackles  imposed  by 
Samuel  Johnson’s  A Dictionary  of  the  English 
Language,  first  published  in  1755. 

The  incentive  for  Wilder’s  crusade  came  from 
the  efforts  of  the  Simplified  Spelling  Board,  a group 
of  recognized  savants,  editors,  intellectuals,  and 
scholars  who  organized  to  secure  gradual  accept- 
ance for  recommended  regularization  and  simpli- 
fication of  English  words.  The  organization  was 
under  the  leadership  of  Melvil  Dewey  and  Brander 
Matthews  and  was  supported  by  funds  of  Andrew 
Carnegie.  President  Theodore  Roosevelt  was  so 
impressed  with  the  arguments  of  this  group  that  he 
ordered  the  Public  Printer  to  use  their  recommended 
forms  in  government  documents,  until  a journalistic 
clamor  and  congressional  chiding  stemmed  the  tide. 

Dr.  Wilder  supported  this  effort  wholeheartedly 
in  the  following  words;  “As  American  citizens  we 
should  support  the  President  of  the  United  States  in 
his  efforts  to  promote  this  great  educational  improve- 
ment. His  courageous  action  has  lifted  the  whole 
matter  from  the  serene  depths  of  academic  con- 
templation to  the  turbulent  surface  waters  of  general 
and  vigorous  discussion.  To  me,  the  President’s 
attitude  seems  worthy  to  rank  with  his  advocacy  of 
the  strenuous  life,  with  his  declaration  in  favor  of  the 
square  deal  and  with  his  achievement  of  peace  be- 
tween Russia  and  Japan.” 


Dr.  Wilder  asked  his  colleagues’  support  of  the 
efforts  of  the  Sim])lified  Spelling  Board  and  dealt 
as  follows  with  a classic  argument  against  a spelling 
reform:  “I  bespeak  for  the  recommendations  of  the 
Board  the  earnest  consideration  of  the  medical 
profe.ssion  and  of  scientists  generally.  The  objec- 
tions thus  far  published  seem  to  me  either  exag- 
gerated or  based  upon  an  inadequate  comprehension 
of  what  is  proposed.  Only  one  of  them  can  be  men- 
tioned here.  The  Etymologic  or  Historic  Objection, 
as  has  been  well  said,  is  often  urged  by  those  who  an; 
not  themselves  etymologists,  and  who  could  not., 
offhand,  give  the  origin  and  transformations  of  any 
given  ten  consecutive  words.  But  even  were  it 
otherwise,  I hold  that  etymology  and  verbal  history 
belong  to  special  treatises  and  the  larger  dictionaries, 
and  that  words,  the  tools  of  thought,  should  not  be 
encumbered  by  etymologic  superfluities.  How 
many  givers  of  alms  are  aware  that  the  word 
‘eleemosynary’  is  the  scanty  remnant  of  a Greek 
word,  eleemosijne?” 

Dr.  Wilder  moved  in  the  current  of  a strong  tradi- 
tion. As  early  as  1887,  the  section  on  chemistry  of 
the  American  Association  for  the  .Advancement  of 
Science  had  appointed  a committee  to  look  into  the 
“spelling  and  pronunciation  of  chemical  words.” 
Four  reports  were  made  and  the  recommendations 
were  adopted  by  some  chemical  journals  and  dic- 
tionaries. But  attempts  to  secure  governmental 
sanction  were  unavailing.  Government  approval 
was  attained,  however,  to  set  up  a U.S.  Board  of 
Geographic  Names  to  achieve  uniformity  and  a 
measure  of  simplification  in  the  spelling  of  such 
names. 

Strenuous  efforts  to  bring  about  a spelling  reform 
in  English  had  been  made  in  Great  Britain  and 
in  the  United  States  between  1860  and  1905  by 
the  American  Philological  Association,  the  Spelling 
Reform  Association,  and  the  National  Education 
Association  by  education,  propaganda,  and  legisla- 
tive action.  The  Simplified  Spelling  Board  between 
1906  and  1913  had  the  greatest  success  of  all,  since 
some  of  the  mild  changes  they  advocated  have  re- 
mained a permanent  part  of  the  language,  notably 
thru,  altho,  catalog,  and  program,  forms  borrowed 
from  the  National  Education  Association.  Efforts 
for  spelling  reform  in  English  continue  to  be  made, 
spurred  perhaps  by  successes  in  other  languages — 
Portuguese,  German,  Russian,  Turkish,  and  now 
Chinese. 

Perhaps,  as  some  scholarly  proponents  contend, 
the  use  of  simplified  spelling  as  an  instrument  for 
instruction  in  reading  may  be  the  cure  the  doctor 
must  order. 

Abraham  Tauber,  Ph.D. 
Bronx  Community  College 
120  East  184th  Street 
Bronx  68,  New  York 
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^PiiK  Aniorican  Modiciil  Association  hranckcl  as 
* iintnic  (certain  statcnicMits  by  Abraham  Hilcicoff, 
Secrretarv  of  Health,  Kduciation,  and  Welfare, 
conccerning  the  Administration's  legislative  proposal 
to  provide  medical  care  for  tfie  aged  under  Social 
Security. 

F.  J.  L.  Blasingame,  M.D.,  A.M.A.  executive 
vice-president,  presented  a point-by-point  rebuttal 
in  a letter  to  the  more  than  .500  editors  from  through- 
out the  country  after  Ribicoff  addressed  the  annual 
meeting  of  the  American  Society  of  Newspaper 
lOditors  in  Washington. 

Edward  R.  Annis,  M.D.,  Miami  surgeon  represent- 
ing the  .\.M..A.,  accu.sed  Ribiccoff  of  misrei)resenting 
the  role  of  doctors  under  the  administration  pro- 
po.sal.  Dr.  .\nnis  answered  Ribicoff  on  a radio- 
television program  with  Sen.  Kenneth  B.  Keating 
(R.,  N.Y.)  which  was  taped  in  Washington.  Ribi- 
cofT  had  made  the  misrepresentation  on  an  earlier 
Keating  program. 

Dr.  Blasingame  said  Ribicoff’s  statement  before 
the  editors  that  phy'sicians  are  not  included  in  the 
administration  proposal,  the  King  bill,  “simply  is 
not  true.”  The  A.M.A.  official  pointed  out  that  the 
bill  includes  interns  and  residents  in  teaching 
hospitals  as  well  as  pathologists,  radiologists, 
physiatrists,  and  anesthesiologists  working  in 
hospitals  or  serving  hospitals’  outpatient  clinics. 

“Mr.  Ribicoff  further  claims  that  the  King  bill 
provides  free  choice  of  hospital  physician,”  Dr. 
Blasingame  said.  “The  fact  is  only  hospitals 
signing  contracts  with  the  Federal  government 
svould  be  available  to  patients.  If  the  only  hospital 
in  a community  was  not  approved  by  the  Secretary 
of  HEW,  patients  in  that  community  would  be 
forced  to  seek  hospitalization  in  some  other  city. 
That  would  not  afford  free  choice  of  hospital.  If 
the  patient’s  physician  was  not  on  the  staff  of  the 
other  hospital,  the  patient  woidd  be  denied  free 
choice  of  physician.” 

Dr.  Blasingame  also  disputed  Ribicoflf’s  con- 
tention that  the  King  bill  is  not  socialized  medicine. 

“By  common  definition,  any  scheme  which  calls 
for  a system  of  compulsory’  health  care  which  is 
administered,  financed,  and  controlled  by  the  Federal 
government  is  socialized  medicine  for  that  segment 
of  the  population  it  serves.” 

R«!p.  Walter  H.  Judd  (R.,  Minn.),  who  is  a 

Prepared  by  the  Washington  office  of  the  American 
Medical  Association,  Washington.  D.C. 


physicaan  was  (iuot(>d  as  one*  of  a iiumbc'r  of  House 
and  Seual.e  uieuibeis  who  agree  with  file  .\.M..\.: 
“The  public  has  been  led  (o  believe’  that,  they  eau 
gel  govermueut  financing  without  goverumeui 
control  and  ultimate  government,  operation  of 
medical  services.  It  is  naive  for  anyone  to  believe 
that  Congress  will  take  the  people’s  money  away 
from  them  through  taxes  and  then  allow  the  money 
to  be  spent  by  someone  else  without  the  Congress 
maintaining  its  own  firm  control.” 

Pointing  out  that  thec  nation’s  physicians  always 
have  been  in  favor  of  medical  care  for  all  regardless 
of  ability  to  pay,  Dr.  Blasingame  said; 

“It  seems  strange  to  us  that  Mr.  Ribicoff  eont  inuc's 
to  lobby  for  the  King  bill  while  completely  ignoring 
the  Kerr-Mills  law,  passed  by  Congress  last  year 
with  strong  support  by  the  nation’s  physicians. 

“The  Kerr-Mills  Law  enables  the  states  to 
guarantee  to  every  aged  .American  who  needs  help 
the  health  care  he  requires.  And  the  states  are 
implementing  the  law  with  unprecedented  swiftness.” 
Dr.  Annis  pointed  out  on  the  radio-television 
program  that  “doctors  would  work  for  the  govern- 
ment by  working  for  the  hospitals  under  contract  to 
the  government.”  He  said  those  doctors  would 
work  “under  rules,  regulations,  and  controls 
prescribed  and  laid  down”  by  the  HEW. 

Krebiozen  Evaluation 

The  Department  of  Health,  Education,  and 
Welfare  has  agrec’d  to  make  an  impartial  evaluation 
of  the  controversial  cancer  drug  Krebiozen. 

U.S.  District  Judge  Julius  H.  Miner  of  Chicago 
requested  the  evaluation  before  proceeding  with  a 
S300,000  libel  suit  filed  by  Andrew  C.  Ivy,  M.D.,  a 
leading  endorser  of  the  drug,  against  George  D. 
Stoddard,  Ph.D.,  chancellor  of  New  York  University 
and  former  president  of  the  University  of  Illinois. 

In  a letter  to  HEW  Secretary  Ribicoff,  Miner 
said;  “In  my  humble  judgment,  Krebiozen  has  too 
long  been  a controversial  subject  and  the  American 
public  deserves  that  it  be  examined  under  neutral 
supervision  and  by  the  most  competent  experts  in 
whom  the  people  have  implicit  confidence.” 

Ribicoff  said  the  National  Cancer  Institute  would 
evaluate  the  drug  when  its  sponsors  presented  the 
necessary  data.  But,  he  said,  “any  decision  to 
undertake  a study  with  human  cancer  patients 
must  await,  and  depend  on,  the  results  of  the  evalua- 
tion of  the  existing  clinical  data.” 
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I‘hysicians'  Retirement 

A new  hill  to  encourage  physicians  and  other  self- 
employed  persons  to  set  up  their  own  retinunent 
plans  started  through  Congress  with  approval  of  the. 
Hotise  Ways  and  Means  Committee. 

Bearing  the  same  number,  H.R.  10,  as  a similar 
bill  which  died  in  Congress  last  year,  the  new  measure 
would  permit  a self-employed  person  to  defer  taxes 
on  income  placed  in  a private  retirement  program. 
'I'he  special  treatment  would  be  limited  to  S2,500  or 
10  per  cent  oi  income  each  year,  whicdiever  is 
smaller. 


Such  income  could  be  invested  in  qualified 
pension  trusts,  annuitj'  programs,  profit-sharing 
plans,  or  a new  type  of  nontransferable  gov'crnment 
bonds  redeemable  when  the  individual  reaches 
retirement  age  or  suffers  disability. 

An  individual  could  start  drawing  benefits  at 
age  fifty-nine  and  a half,  or  earlier  in  the  case  of 
disability.  A self-employed  person  would  have  to 
start  drawing  benefits  by  age  seventy  and  a half. 

If  a self-employed  individual  had  more  than  15 
employes,  he  would  be  required  to  set  up  pension 
plans  for  them  before  he  could  benefit  himself. 


MEDICAL  MEETINGS 


Seminar  on  Cardiac  Excitation  and 
Conduction 

A seminar  on  the  basic  concepts  of  cardiac  ex- 
citation and  conduction  will  be  held  in  Burlington, 
Vermont,  on  Saturday  and  Sunday,  September  16 
and  17.  The  seminar  is  sponsored  by  the  Vermont 
Heart  Association  and  the  University  of  Vermont 
College  of  Medicine. 

For  further  information  write  to:  Borys  Surawicz, 
M.D.,  or  Eugene  Lepeschkin,  M.D.,  Department  of 
Experimental  Medicine,  University  of  Vermont 
College  of  Medicine,  Burlington,  Vermont. 

Scientific  Session — American  Cancer  Society 

The  scientific  session  of  the  American  Cancer 
Society  will  be  held  in  conjunction  with  the  Amer- 
ican Cancer  Society’s  annual  meeting,  October 
215  and  24,  at  the  Biltmore  Hotel  in  New  York  City. 


The  topic  of  the  session  will  be  “The  Physician  and 
the  Total  Care  of  the  Cancer  Patient.” 

For  further  information  write  to:  Professional 
Education  Section,  American  Cancer  Society,  521 
West  57th  Street,  New  York  19,  New  York. 

International  Conference  on  Measles 
Immunization 

An  international  conference  on  measles  immuniza- 
tion will  be  held  November  7 through  9 at  the 
National  Institutes  of  Health  in  Bethesda,  Mar}'- 
land.  The  conference  is  under  the  joint  sponsor- 
ship of  the  University  of  Colorado,  the  National 
Institute  of  Allergy  and  Infectious  Diseases,  and 
the  Division  of  Biologies  Standards.  Plans  are 
under  the  direction  of  C.  Henry  Kempe,  M.D., 
professor  and  head  of  the  Department  of  Pediatrics, 
University  of  Colorado  Medical  Center. 
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Louis  Binder,  M.D.,  of  Brooklyn,  died  on  May  12 
at  City  Hospital  at  Elmhurst  at  the  age  of  fifty-four. 
Dr.  Binder  graduated  in  11)35  from  New  York  Medi- 
eal  College.  He  was  medical  superintendent  of 
Cumberland  Hospital  and  director  of  the  Speakers 
Bureau  of  Senior  Citizens  of  the  New  York  City 
Department  of  Health, 


Charles  M.  Burdick,  M.D.,  of  Plattsburgh,  died 
on  May  13  at  the  age  of  eighty-eight.  Dr.  Burdick 
graduated  in  1900  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  an  honorary  consultant 
in  neurology  at  Champlain  Valley  Hospital  and  an 
honorary  attending  in  psychiatry  at  Physicians 
Hospital.  Dr.  Burdick  was  a member  of  the  Clin- 
ton County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Abraham  Goldschlager,  M.D.,  of  Islip,  died  on 
February  24  at  his  home  at  the  age  of  fifty-eight. 
Dr.  Goldschlager  graduated  in  1926  from  New  York 
University  and  Bellevue  Hospital  Medical  College. 
He  was  a staff  physician  and  attending  in  gastro- 
enterology at  Southside  Hospital  in  Bay  Shore.  Dr. 
Goldschlager  was  a member  of  the  New  York  Acad- 
emy of  Gastroenterology,  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Abraham  T.  Goldstein,  M.D.,  of  Utica,  died  on 
April  30  at  the  age  of  seventy-three.  Dr.  Gold- 
stein graduated  in  1913  from  Syracuse  University 
College  of  Medicine.  He  was  an  attending  phy- 
sician at  St.  Luke’s  Memorial  Hospital  Center  and 
a former  deputy  city  health  officer.  A past-presi- 
dent of  the  Maimonides  Medical  Society,  Dr.  Gold- 
stein was  a member  of  the  Utica  Academy  of  Medi- 
cine, the  Onieda  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Reuben  A.  Reeves,  M.D.,  of  Canandaigua,  died 
on  April  30  at  the  age  of  ninety-four.  Dr.  Reeves 
graduated  in  1892  from  the  University  of  Buffalo 
School  of  Medicine.  Retired,  Dr.  Reeves  was  a 
member  of  the  Wayne  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  A.  Somerville,  M.D.,  formerly  of  New 
York  City  and  Hewitt,  New  Jersey,  died  at  his 
home  in  Greenwood  Lake,  New  Jersey,  on  May  10 
at  the  age  of  seventy-two.  Dr.  Somerville  gradu- 
ated in  1911  from  Cornell  University  Medical 
College.  He  was  a consulting  physician  at  St. 
Francis  Hospital.  Dr.  Somerville  was  a Fellow  of 
the  American  College  of  Chest  Physicians  and  a 
member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


There  are  two  ways  of  spreading  light;  to  be  the  candle  or  the  mirror  that  reflects  it. — Edith 
Wharton 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Auxiliary  Officers  and  Coniniittees  Announced 


/ \fficeks  elected  at  t.lie  twenty-fifth  annual 
meeting  of  the  Woman’s  Auxiliary  to  the  Medi- 
cal Society  of  the  State  of  New  York  in  May  are: 
President,  Mrs.  Eugene  F.  Wolff,  Newburgh; 
'president-elect,  Mrs.  Herbert  J.  Ulrich,  Buffalo; 
first  vice-president,  Mrs.  Dominic  R.  Pitaro,  Troy; 
second  vice-president,  Mrs.  Henry  I.  Fineberg, 
.Jamaica;  recording  secretary,  Mrs.  Edward  W. 
Briggs,  Jr.,  Wellsville;  corresponding  secretary, 
Mrs.  David  E.  Block,  Tivoli;  treasurer,  Mrs.  Irwin 
.\lper,  Utica;  assistant  treasurer,  Mrs.  Ral[)h  E. 
Isabella,  Schenectady;  and  parliamentarian,  Mrs. 
Harry  F.  Pohlmann,  Middletown. 

Directors  elected  are:  Mrs.  Milton  W.  Kogan, 
Oswego;  Mrs.  Ezra  A.  Wolff,  Forest  Hills;  Mrs. 
James  L.  McCartney,  Garden  City;  Mrs.  Joseph 
H.  Kinnaman,  Hempstead;  Mrs.  Maurice  G. 
Sheldon,  Olean;  and  Mrs.  Frederic  W.  Holcomb, 
Kingston. 

Councillors  elected  are:  Mrs.  Lief  G.  Jensen, 

Staten  Island,  councillor-at-large;  Mrs.  Frank  W. 
Farrell,  Flushing;  Mrs.  John  L.  Neubert,  Roslyn 
Heights;  Mrs.  Harvey  Kausel,  Slingerlands;  Mrs. 
Louis  Tischler,  Schenectady;  Mrs.  Jerome  H. 
Flatow,  Syracuse;  Mrs.  Nicholas  Klimow,  Johnson 
City;  Mrs.  Paul  C.  Johnson,  Penn  Yan;  Mrs. 
Carleton  Heist,  Westfield;  and  Mrs.  Paul  Lip- 
schutz,  Middletown. 

New'  York  State  committee  chairmen  for  1961- 
1962  are:  Mrs.  Albert  M.  Biglan,  Central  Islip, 


American  Medical  Education  Foundation;  Mrs. 
Dale  C.  Bouton,  Newburgh,  archives  and  historian; 
Mrs.  Joseph  G.  Vacca,  Schenectady,  civil  defense; 
Mrs.  Walter  Heldmann,  Staten  Island,  1962  con- 
vention; Mrs.  John  J.  Scalzo,  Brooklyn,  1962 
convention  and  Distaff  associate  editor;  Mrs. 
Milton  B.  Spiegel,  Brooklyn,  Distaff  editor;  Mrs. 
Sol  Axelrad,  Woodhaven,  Distaff  circulation;  Mrs. 
Edward  Fitzgerald,  Glens  Falls,  fall  conference; 
Mrs.  John  W.  Canaday,  Glens  Falls,  fall  conference; 
Mrs.  Thomas  M.  d’Angelo,  Flushing,  finance  and 
New  York  City  Health  Fair — 1961;  Mrs.  James 
A.  Moore,  Albany,  health  careers;  Mrs.  Henry  I. 
Fineberg,  Jamaica,  legislation;  Mrs.  Conrad  T.  H. 
Schroeder,  Staten  Island,  mental  health;  Mrs. 
Marvin  Brown,  Cleveland,  National  Bulletin; 
Mrs.  John  W.  Platt,  New  Hartford,  New  York 
State  Fair;  Mrs.  Domonic  R.  Pitaro,  Troy,  organi- 
zation and  membership;  Mrs.  Frank  T.  Frost, 
Physicians’  Home;  Mrs.  Edward  P.  Ryan,  Glens 
Falls,  poster  contest;  Mrs.  Harrison  Karp,  Schenec- 
tady, press  and  publicity;  Mrs.  L.  W.  Sincerbeaux, 
Auburn,  printing  and  supplies;  Mrs.  Lawrence  J. 
Radice,  Buffalo,  program;  Mrs.  Clement  Boccalini, 
Floral  Park,  public  relations;  Mrs.  Arthur  L. 
Bennett,  Buffalo,  revisions  and  resolutions;  Mr.« 
Gerald  Cooney,  Syracuse,  rural  health;  Mrs. 
Raymond  McKeeby,  Binghamton,  safety;  and  Mrs. 
Colgate  Phillips,  Bronxville,  voluntary  medical 
care  plans. 


All  life  is  an  experiment. 

Emerson 


The  more  experiments  you  make,  the  better. — Ralph  Waldo  » 
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New  York  Rheumatism  Association  Elects  Officers 

Tin?  following  New  V'ork  City  physicians  were 
recently  elected  as  oHicers  of  the  New  York  Rheuma- 
tism Association,  Inc.:  JOmmamiel  Rudd,  M.D., 

president;  Donald  Mainland,  M.D.,  vic^fvpresidenti; 
and  Charles  L.  C^hristian,  M.D.,  secretary-treasurer. 

Physicians  Invited  to  Join  Gim  Club — A rifle 
and  pistol  club  composed  of  dentists  and  physicians 
in  the  Metropolitan  area  is  now  in  the  process  of 
being  organized.  Range  facilities  will  be  available. 
All  those  interested  in  guns  are  invited  to  join. 
For  information  contact:  William  Greenfield, 

D.D.S.,  110  East  36th  Street,  New  York  16,  New 
^'ork ; telephone  MUrray  Hill  3-0367. 

Course  in  Operative  Radium  Therapy — A cour.se 
in  operative  radium  therapy  is  to  be  offered  at  the 
Queens  Hospital  Center  by  the  Radiation  Medicine 
Department.  The  course  will  be  held  on  Wednesday 
mornings  from  9:00  a.m.  to  12:00  noo.n,  October  4 
through  November  22. 

The  program  will  include  the  use  of  interstitial 
radiation  in  the  oral  cavity;  radical  insertion  of 
radium  in  the  neck;  various  applicators  in  carcinoma 
of  the  cervix;  the  Hey  man  applicators  in  carcinoma 
of  the  endometrium;  radium  needles  in  the  para- 
metria; and  radon,  iridium-thread,  and  cobalt 
interstitial  therapy. 

For  further  information  apply  to:  Philip  J. 

Kahan,  M.D.,  Supervising  Medical  Superintendent, 
Queens  Hospital  Center,  82-68  164th  Street, 
Jamaica  32,  New  York. 

Monograph  Prizes — The  American  Academy 
of  Arts  and  Sciences  is  offering,  to  the  authors  of 
unpublished  monographs,  three  $1,000  prizes,  one 
each  in  the  fields  of  the  humanities,  social  sciences, 
or  the  physical  and  biologic  sciences. 

A monograph  is  defined  for  the  purposes  of  these 
awards  as  a “scholarly  contribution  to  knowledge, 
too  long  for  an  article  in  a learned  journal  and  too 
specialized  for  a general  book.” 

For  full  details  send  a stamped  self-addressed 
envelope  to:  Committee  on  Monograph  Prizes, 

American  Academy  of  Arts  and  Sciences,  Little 
Hall  33,  Harvard  University,  Cambridge  38,  Massa- 
chusetts. 

Institute  for  Advancement  of  Medical  Com- 


munication Forms  Scientific  Council  The  Institute 
for  Advancement  of  Medical  Communication  has 
formed  a scientific  council  t-o  guide  its  i)rogram 
of  re.search,  (hwelopment,  and  training  ainuHl  at. 
improving  communication  among  biomedical  scien- 
tists and  health  science  practitioners,  Richard  H. 
Orr,  M.D.,  New  York  City,  director,  has  announced. 
The  council  consists  of  20  scientists  and  educators 
who  represent  many  of  the  disciplines  and  specialties 
which  contribute  to  and  use  the  expanding  pool 
of  biomedical  information. 

Members  of  the  council  are:  Michael  E.  DeBakey, 
M.D.;  Wallace  O.  Fenn,  Ph.D.;  Harold  D.  Green, 
D.Sc.,  M.D.;  Robert  E.  Gross,  M.D.;  George  P. 
Hager,  Ph.D.;  Hans  H.  Hecht,  M.D.;  Hugh  H. 
Hussey,  M.D.;  Victor  Johnson,  Ph.D.,  M.D.; 
Chauncey  D.  Leake,  Ph.D.;  Clayton  G.  Loosli, 
M.D.;  Horace  W.  Magoun,  Ph.D.;  Walsh  McDer- 
mott, M.D.;  Aims  C.  McGuinness,  M.D.;  Jack  D. 
Myers,  M.D.;  Irvine  H.  Page,  M.D.;  Otto  H. 
Schmitt,  Ph.D.;  Marion  B.  Sulzberger,  M.D.; 
Maurice  B.  Visscher,  Ph.D.,  M.D.;  Paul  A.  Weiss, 
Ph.D.,  M.D.,  (h.c.);  and  Irving  S.  Wright,  M.D. 

Pfizer  Grants  for  Research  and  Education — 
Grants  of  more  than  one  million  dollars  were  made 
in  1960  for  scientific  research  and  medical  education 
by  Chas.  Pfizer  & Co.,  Inc.,  and  the  Pfizer  Founda- 
tion. 

Included  in  the  over-all  total  of  $1,053,951  was 
the  sum  of  $171,715  earmarked  by  Pfizer’s  overseas 
organizations  to  support  research  and  education 
outside  the  United  States.  Grants-in-aid  to  univer- 
sities, medical  schools,  and  colleges  of  pharmacy 
and  agriculture  constituted  the  largest  allocation — 
approximately  $662,000. 

Course  in  Radiology — The  New  York  University 
Medical  Center  has  announced  a course  in  radiology 
(#651)  consisting  of  20  sessions  to  be  held  on  Wednes- 
days from  4:30  to  6:00  p.m.,  October  18,  1961, 
through  March  14,  1962. 

The  course  is  limited  to  radiologists  and  residents 
preparing  for  the  American  Board  of  Radiology 
and  is  oriented  particularly  to  special  examinations 
and  new  procedures. 

For  information  write  to:  M.  H.  Poppel,  M.D., 
New'  York  University  Medical  Center,  550  First 
Avenue,  New  York  16,  New  Y^ork. 

Measles  Vaccine  Being  Tested — A measles 
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vaccine  now  being  tested  may  be  available  by  the 
end  of  1962.  The  vaccine  is  being  tested  with  the 
help  of  the  New  York  City  Health  Department’s 
Health  Research  Council. 

The  vaccine  was  developed  in  Boston  under  the 
direction  of  John  F.  Enders,  Ph.D.,  of  the  Harvard 
Medical  School.  Saul  Krugman,  M.D.,  New  York 
City,  chairman  of  the  Department  of  Pediatrics 
at  New  York  University  Medical  Center,  is  testing 
it  in  New  York  City  and  in  Nigeria. 

Measles  are  epidemic  in  Nigeria  each  year  whereas 
the.  disease  alternates  between  “high”  and  “low” 
years  in  New  York  City.  If  the  vaccine  proves 
effective  in  Nigeria  it  is  hoped  that  it  will  be  avail- 
able for  use  in  New  York  for  next  year. 


Postgraduate  Course  in  Otolaryngology — Tlie 
Department  of  Otolaryngology  of  the  University 
of  Illinois  College  of  Medicine  will  offer  an  intensive 
postgraduate  basic  and  clinical  program  September 
23  through  30,  under  the  direction  of  Emanuel  M. 
Skolnik,  M.D.  The  assembly  is  for  practicing 
otolaryngologists  and  offers  a compact  program  of 
one  week  of  daytime  and  evening  sessions.  It  is 
designed  to  bring  to  specialists  a wide  variety  of 
current  advances  in  management,  therapj',  and 
philosophies. 

Interested  physicians  should  write  to;  Depart- 
ment of  Otolaryngology,  University  of  Illinois 
College  of  Medicine,  1853  West  Polk  Street,  Chicago 
12,  Illinois. 


Personalities 


Awarded 

George  N.  Papanicolaou,  M.D.,  Douglaston,  the 
first  honorary  membership  ever  to  be  awarded  by 
the  Medical  Society  of  the  County  of  New  York. 

Elected 

Seymour  Lionel  Halpern,  M.D.,  New  York  City, 
re-elected  as  president  of  the  Food  and  Nutrition 
Council  of  Greater  New  York  . . . Edward  Saskin, 
M.D.,  Brooklyn,  as  president  of  the  Brooklyn 
Ophthalmological  Society  . . . Bernard  A.  Watson, 
M.D.,  Clifton  Springs,  as  president  of  the  Hospital 
Association  of  New  York. 

Speakers 

Cornelius  Beukenkamp,  M.D.,  New  York  City, 
on  a panel  discussion  on  the  topic  “Difficulties  in 


the  Training  of  Psychotherapists  for  the  Practice 
of  Group  Psychoanalysis  and  Group  Psychotherapy” 
on  August  21  in  Vienna  at  the  International  Con- 
gress for  Psychotherapy  . . . Edith  Klemperer,  M.D., 
New  York  City,  on  the  topic  “Transference  and 
Anxiety”  on  May  21  at  the  annual  meeting  of  the 
American  Hypnodontic  Society . . . Jerome  M. 
Schneck,  M.D.,  New  York  City,  on  April  29, 
before  the  New  Jersey  Academy  of  Medicine  on  the 
subject  “Indications  and  Contraindications  of 
Hypnosis”  and  “Therapeutic  Aspects  of  Hj'pnosis” 
. . . Solomon  Schussheim,  M.D.,  Brooklyn,  on  the 
topic  “Should  Health  Care  for  the  Aged  Be  Part  of 
the  Social  Security  Program?”  on  June  1,  at  a forum 
and  adult  education  committee  meeting  of  the 
Ocean  Parkway  Jewish  Center. 


Higlnvay  Accidents  Caused  38,000  Deaths  in  1960 


Highway  accidents  killed  38,000  persons  and  in- 
jured 3,078,000  in  the  United  States  during 
1960. 

Studies  compiled  by  The  Travelers  Insurance 
Companies  show  that  traffic  violations  can  be 
blamed  for  2,600,000  of  the  injuries  and  more  than 
30,000  of  the  deaths.  Speed  is  still  the  number  one 
killer  on  our  highways.  During  1960,  10,970  persons 
lost  their  lives  in  accidents  blamed  on  speed.  More 


l.han  1,000,000  were  injured. 

The  record  of  drivers  between  the  ages  of  eighteen 
to  twenty-five  improved  during  1960,  but  they  still 
were  involved  in  nearly  28  per  cent  of  all  fatal 
accidents — twice  what  their  numbers  would  warrant  . 

Pedestrians  crossing  the  street  didn’t  make  it  on 
more  than  170,000  occasions  during  1960.  More 
than  5,000  persons  died  after  being  struck  down  by  a 
car  while  more  than  165,000  were  injured. 
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Albany  Medical  College 


Commencement — Doctor  of  Medicine  degrees 
were  presented  to  57  students  at  the  131st  com- 
mencement exercises  on  May  26.  Dr.  Victor  L. 
ButterSeld,  president,  Wesleyan  University,  gave  the 
principal  address  and  was  presented  with  an 
honorary  Doctor  of  Science  degree. 

Prizes  awarded  at  the  commencement  exercises 
were  received  by  Morton  H.  Goldberg,  The  Associa- 
tion of  the  Alumni  Medal,  which  is  awarded  as  a 
.symbol  of  merit  to  the  senior  student  whose  out- 
standing qualities  give  promise  of  his  becoming  an 
ideal  alumnus;  Alfred  C.  Lucier,  The  John  Milton 
Bigelow  Prize,  for  submitting  the  best  examination 
paper  in  diseases  of  the  nose  and  throat;  Neil  C. 
Brown  and  Anthony  J.  DeTommasi,  who  shared 
The  S.  Oakley  Vander  Poel  Prize  for  the  best  bedside 
examination  in  general  medicine ; Harvey  W.  Buchs- 
baum,  the  first  Daggett  Deportment  Prize  for  out- 


standing conduct  as  a future  physician  and  Michael 
Millikan,  the  second  Daggett  Deportment  Prize; 
John  J.  Gregory,  the  first  Lamb  Foundation  Prize, 
Bruno  P.  Tolge,  the  second  Lamb  Foundation 
Prize,  and  Errikos  P.  Constant,  the  third  Lamb 
Foundation  Prize,  which  prizes  are  awarded  to  the 
three  students  who  show  the  most  sympathetic  and 
kindly  understanding  in  dealing  with  patients  and 
thereby  most  nearly  approach  the  ideal  in  doctor- 
patient  relationship;  and  James  H.  Puleo,  the  R.  J. 
Wharton  Prize  for  greatest  proficiency  in  pediatrics. 

Gerald  Moss  received  two  doctoral  degrees,  having 
completed  the  dual  program  of  study  in  five  years, 
devoting  one  of  these  years  to  advanced  courses  and 
research  in  biochemistry  for  which  he  received  a 
Ph.D.  Errikos  P.  Constant  and  Morton  H.  Gold- 
berg, dentists,  were  also  members  of  the  senior  class 
who  received  M.D.  degrees. 


Albert  Einstein  College  of  Medicine 


Scientific  Conference — The  third  annual  scientific 
conference  of  the  College  was  held  on  May  29  and 
was  devoted  to  “The  Molecular  Basis  of  Biological 
Individuality.”  Speakers  were  Dr.  Sydney  Brenner, 
Medical  Research  Council  Unit  for  Molecular 
Biology,  Cavendish  Laboratory  of  Cambridge 
University,  England;  Dr.  Alexander  Rich,  professor 
of  biophysics.  Department  of  Biology,  Massachusetts 
Institute  of  Technology;  Dr.  Barry  Commoner, 
Adolphus  Busch  III  Laboratory,  Washington 
University,  St.  Louis,  Missouri;  and  Dr.  Hillary 
Koprowski,  Director,  Wistar  Institute,  Philadelphia. 
Moderator  of  the  conference  was  Edward  J.  Hehre, 
M.D.,  chairman.  Department  of  Microbiology  and 
Immunology. 

Speakers  During  May  the  following  speakers 
were  present  at  the  College;  Gordon  Tomkins, 
M.D.,  National  Institutes  of  Health;  Dr.  Guido 
Currarino,  New  York  Hospital;  Dr.  Chandler  McC. 
Brooks,  professor  and  chairman.  Department  of 
Physiology,  State  University  of  New  York  School  of 
Medicine  Downstate  Medical  Center;  Dr.  W. 
Weibel,  Bellevue  Cardiopulmonary  Laboratories; 


Attallah  Kappas,  M.D.,  associate  profes.sor  of 
medicine.  University  of  Chicago  School  of  Medicine; 
Philip  K.  Bondy,  M.D.,  associate  professor  of  medi- 
cine, Yale  University  Medical  School;  George  L. 
Cohn,  M.D.,  Yale  University  Medical  School; 
Professor  Kasimir  Fajans,  University  of  Michigan; 
Saul  Gusberg,  M.D.,  associate  professor  of  clinical 
obstetrics  and  gynecology,  Columbia  University 
College  of  Physicians  and  Surgeons;  Dr.  Eric 
Samuel,  director.  Department  of  Radiology,  Royal 
Infirmary,  Edinburgh,  Scotland;  Dr.  Audrey 
Glauert,  Strange  Ways  Research  Laboratories, 
Cambridge;  Dr.  E.  Curnen,  director  of  pediatrics. 
Babies  Hospital;  Dr.  A.  D’Adamo,  Seton  Hall 
College  of  Medicine;  and  Rachmiel  Levine,  M.D., 
professor  and  chairman.  Department  of  Medicine, 
New  York  Medical  College;  and  Solomon  Berson, 
M.D.,  chief.  Radioisotope  Service,  Bronx  Veterans 
Administration  Hospital. 

Commencement — Dr.  Rene  J.  Dubos,  Rocke- 
feller Institute,  was  the  principal  speaker  at  the  third 
commencement  exercises  which  were  held  on  May 
31.  The  graduation  '■lass  consisted  of  87  men  and 
women. 
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Coliunbia  V niversity  College  of  Physicians  and  Surgeons 


Alumni  Auditorium — Rudolph  M.  Schullingor, 
M.D.,  and  J.  Lawrence  Pool,  M.D.,  trustees  of  the 
Alumni  Association  and  members  of  the  faculty,  are 


cochairmen  of  the  committee  to  raise  SI,  100,000  for 
an  auditorium  whicli  will  be  known  as  the  Alumni 
Auditorium. 


New  \ ork  Medical  College 


Commencement  Speaker — Senator  Lister  Hill  of 
Alabama  delivere'.d  the  commencement  address  at 
the  102nd  commencement  exercises  on  June  0. 
Senator  Hill  received  an  honorary  Doctor  of  Science 
degree.  Other  honorary  degrees  c.onferreil  were'  rc;- 
ceived  by  Donald  G.  Anderson,  M.D.,  dean  of  the 
University  of  Rochester  School  of  Medicine  and 
Dentistry  and  president-elect  of  the  Association  of 


American  Medical  Colleges,  who  also  received  a 
Doctor  of  Science;  Mrs.  Albert  D.  Lasker,  [)resi- 
dent,  Albert  and  Mary  Lasker  Foundation,  Doctor 
of  Humane  Letters;  and  George  Link,  Jr.,  vice- 
(diairman  and  secretary  of  the  College’s  boai'il  of 
trustees.  Doctor  of  Humane  Letters. 

The  1961  graduating  class  consisted  of  120 
students  of  which  six  were  women. 


New  York  University  School  of  Medicine 


New  Alumni  President — Currier  McEwen,  M.D., 
professor  of  medicine  at  the  University,  was  elected 
president  of  the  Alumni  Association.  Dr.  Mc- 
Ewen, who  succeeds  Edgar  H.  Rates,  M.D.,  for  1961 


to  1962,  was  dean  of  the  medical  school  from  1937 
to  1955  when  he  resigned  to  devote  his  time  to  re- 
search and  teaching  in  the  fields  of  arthritis  and 
rheumatism. 


State  University  of  New  York  Downstate  Medical  Center 


Student  Research  Award — The  top  award  of  $500 
for  student  research  was  presented  to  Harvey  Orlin 
at  the  Third  Annual  Honors  Day  program  which  was 
held  in  May.  The  Ford  Anatomy  Prize  for  “su- 
perior ability  in  advanced  anatomic  studies  and 
research . . was  received  by  Harve}^  G.  Herberman. 
The  Honors  Day  address  was  made  by  Bruno  Kisch, 
M.D.,  cardiologist  and  medical  director  and  pro- 
fessor, Yeshiva  University,  who  spoke  on  “Higher 
Education  in  the  Aesculapian  Guild.” 

A.O.A.  Lecture — The  annual  A.O.A.  Lecture  was 
delivered  by  Eugene  A.  Stead,  Jr.,  M.D.,  professor  of 
medicine,  Duke  Universit}^  School  of  Medicine,  on 
May  19.  Dr.  Stead  spoke  on  “The  Physiology  of 
Congestive  Heart  Failure.” 

Grants — Thirteen  research  and  four  training 
grants  were  received  during  April.  Three  of  the 
training  grants  were  awarded  to  the  psychiatry 
department  for  graduate  training  in  mental  health 
and  child  psychiatry  and  the  fourth  went  to  the 
physiology  department  for  graduate  heart  training. 
Eight  of  the  research  grants  were  from  the  National 
Institutes  of  Health,  three  were  from  drug  compa- 
nies, and  one  from  the  U.S.  Atomic  Energy  Com- 


mission and  one  from  the  American  Heart  Associa- 
tion. Dr.  Robert  S.  Speirs,  associate  anatomy  pro- 
fessor, received  the  Atomic  Energy  grant  to  con- 
tinue his  investigations  of  how  antibody  production 
is  started  in  the  body.  Philip  N.  Saw'yer,  M.D., 
assistant  professor  of  surgery,  was  the  recipient  of 
the  American  Heart  Association  grant  to  continue 
his  studies  of  clotting  in  blood  vessels  and  the  effect 
of  small  electrical  currents  in  inducing  or  delaying 
such  clotting. 

The  new  National  Institutes  of  Health  grants  were 
allocated  to:  Donald  R.  Goodenough,  M.D., 

assistant  professor  of  psychiatry;  Patrick  J. 
Fitzgerald,  M.D.,  pathology  professor;  Dr.  Fred- 
erick Kavaler,  physiology  assistant  professor;  Dr. 
Robert  F.  Furchgott,  pharmacology  professor; 
Dr.  Donald  M.  Kirschenbaum,  biochemistry  as- 
sistant professor;  and  Edward  F.  Vastola,  M.D., 
head  of  neurology. 

The  remaining  new  research  grants  went  to: 
David  M.  Engelhardt,  M.D.,  and  Leon  D.  Hankoff, 
M.D.,  associate  and  assistant  professors  of  psychi- 
atry, from  Charles  Pfizer  and  Company;  Lawrence 
Ihank,  M.D.,  head  of  dermatology,  from  Upjohn 
Company;  and  Anne  C.  Carter,  M.D.,  associate 
professor  of  medicine,  from  Ayerst  Laboratories. 


State  University  of  Netv  York  Upstate  Medical  Center 

1961  Honors  Thesis  Awards — The  1961  Honors  their  four  years  of  undergraduate  medical  education. 
Thesis  awards,  which  are  given  to  senior  students  were  received  by:  Lawrence  Birnbaum,  first  prize 

for  outstanding  theses  covering  re.search  done  during  of  $250  which  is  donated  by  the  Sj^racuse  Medical 
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Alumni  Association  and  the  Faculty-Student  As- 
sociation of  the  College;  Alan  Pollack  and  Marvin 
Stein,  second  prize.  Pollack  also  received  an  award 
from  the  American  Psychiatric  Society  for  his  proj- 
ect with  cerebral  palsy  children;  Andrew  Boris 
and  Lawrence  Brettschneider  received  honorable 
mention.  Three  others  preparing  outstanding  projects 
were  Arnold  Lilien,  Norman  Pollock,  and  Robert 
Rubin.  These  research  projects  are  voluntary  ef- 
forts and  are  not  a required  part  of  the  medical 
curriculum. 

Lectures — Charles  A.  Janeway,  M.D.,  professor 
of  pediatrics.  Harvard  Medical  School,  delivered  the 
annual  Alpha  Omega  Alpha  lecture  on  June  1. 
At  the  dinner  preceding  the  lecture,  four  juniors 


were  welcomed  into  the  society.  The  initiates  are: 
Lee  Harbach,  Richard  Mastrodonato,  Robert  Poss, 
and  Jack  Wittenberg. 

The  Wardner  Ayer  annual  lecture  was  delivered 
by  C.  Wesley  Watson,  M.D.,  faculty  member  of 
Tufts  University  School  of  Medicine.  Dr.  Watson 
discussed  “Hereditary  Light-Sensitive  Seizures 
Susceptibility.” 

International  Conference — An  international  con- 
ference of  outstanding  voice  physiologists  was  held 
from  May  29  through  June  3.  David  W.  Brewer, 
M.D.,  clinical  associate  professor.  Department  of 
Otolaryngology,  was  sessions  chairman.  Partici- 
pants were  from  Austria,  Denmark,  Japan,  the 
Netherlands,  Scotland,  Sweden,  Switzerland,  and 
the  United  States. 


University  of  Rochester  School  of  Medicine  and  Dentistry 


Pioneer  in  Use  of  Electronic  Computer — Philip 
Rubin,  M.D.,  chief.  Division  of  Radiation  Therapy 
and  Radioisotopes,  and  director.  Radiation  Therapy 
Center,  described  the  electronic  computer  for  com- 
piling information  on  cancer  cases  at  the  national  con- 


ference of  the  Society  of  University  Radiologists  in 
May.  Dr.  Rubin,  Lee  B.  Lusted,  M.D.,  and  Elton 
Homan,  have  used  the  IBM  650  computer  to  record 
detailed  information  on  the  symptoms  and  course  of 
the  disease  in  hundreds  of  cancer  patients. 


BOOKS  RECEIVED 


{The  following  books  were  received  during  the  month  of  April,  1961) 


A Manual  of  Cutaneous  Medicine.  By  Donald 
M.  Pillsbury,  M.D.,  Walter  B.  Shelley,  M.D.,  and 
Albert  M.  Kligman,  M.D.  Octavo  of  430  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1961.  Cloth,  $9.50. 

Clinical  Disturbances  of  Renal  Function.  By 
Abraham  G.  White,  M.D.  Octavo  of  468  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1961.  Cloth,  $10.50. 

July  1,  1961 


An  Atlas  of  Acquired  Diseases  of  the  Heart  and 
Great  Vessels.  Volume  I,  Diseases  of  the  Valves 
and  Pericardium.  Volume  II,  Coronary  Arterial 
Disease,  Systemic  Hypertension,  Myocardiopathies, 
the  Heart  in  Systemic  Disease,  and  Cor  Pulmonale, 
Acute  and  Chronic.  Volume  III,  Diseases  of  the 
Great  Vessels.  By  Jesse  E.  Edwards,  M.D.  Quarto 
of  1 ,401  pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1961.  Cloth,  $70,  set  of  3 volumes. 
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Advances  in  Blood  Grouping.  By  Alexander  S. 
Wiener,  M.D.  Quarto  of  549  pages,  illustrated. 
New  York,  Grune  & Stratton,  1961.  Cloth,  .|11. 

A Textbook  of  Pathology.  By  William  Boyd, 
M.D.  Seventh  edition,  thoroughly  revised.  Quarto 
of  1,370  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1961.  Cloth,  $18. 

Recent  Advances  in  Human  Nutrition.  By  J.  F. 
Brock,  D.M.  Octavo  of  454  pages,  illustrated. 
Boston,  Little,  Brown  and  Company,  1961.  Cloth, 
$11.50. 

Neuroradiology  Workshop.  Volume  I:  Scalp, 

Skull  and  Meninges.  By  Leo  M.  Davidoff,  M.D., 
Harold  G.  Jacobson,  M.D.,  and  Harry  M.  Zimmer- 
man, M.D.  Quarto  of  256  pages,  illustrated. 
New  York,  Grune  & Stratton,  1961.  Cloth,  $16.50. 

An  Atlas  of  Bronchoscopy.  By  A.  Huzly,  M.D. 
Octavo  of  94  pages,  illustrated.  New  York,  Grune 
& Stratton,  Inc.,  1960.  Cloth,  $12.50. 

Ciba  Foundation  Symposium  Jointly  with  Com- 
mittee for  Symposia  on  Drug  Action  on  Adrenergic 
Mechanisms.  Editor  for  the  British  Pharmaco- 
logical Society,  J.  R.  Vane,  B.Sc.  Editors  for  the 
Ciba  Foundation  G.  E.  W.  Wolstenholme,  M.B.,  and 
Maeve  O’Connor,  B.A.  With  163  illustrations. 
Octavo  of  632  pages.  Boston,  Little,  Brown  and 
Company,  1960.  Cloth,  $12.50. 

Intra-Abdominal  Crises.  By  Kenneth  D.  Keele, 
F.R.C.P.,  and  Norman  M.  Matheson,  F.R.C.S. 
Octavo  of  397  pages,  illustrated.  London, 
Butterworths,  1961.  Cloth,  $10. 

Urology  in  General  Practice.  By  Ian  Parton, 
M.B.  Octavo  of  293  pages,  illustrated.  London, 
Butterworths,  1960.  Cloth,  $9.00. 

Clinical  Obstetrics  and  Gynecology,  Volume  4 
Number  1,  March  1961.  Obstetric  Anesthesia  and 
Analgesia.  Edited  b}'  Robert  A.  Hingson,  M.D. 
Vaginal  Surgery.  Edited  by  Abraham  F.  Lash, 
M.D.  Octavo  of  304  pages,  illustrated.  New 
York,  Paul  B.  Hoeber,  Inc.,  1961.  Published 
quarterly  (four  numbers  a year).  Cloth,  $18  per 
year. 

Ciba  Foundation  Study  Group  No.  6.  Metabolic 


Effects  of  Adrenal  Hormones.  Editors  for  the  Ciba 
Foundation  G.  E.  W.  Wolstenholme,  M.B.,  and 
Maeve  O’Connor,  B.A.  With  16  illustrations. 
Duodecimo  of  109  pages.  Boston,  Little,  Brown 
and  Company,  1960.  Cloth. 

Medical  Almanac  1961-62.  Compiled  by  Peter 
S.  Nagan,  M.A.  Duodecimo  of  528  pages.  Phila- 
delphia, W.  B.  Saunders  Company,  1961.  Paper, 
$5.00. 

Direct  Analysis  and  Schizophrenia.  By  O. 
Spurgeon  English,  M.D.,  Warren  W.  Hampe,  Jr., 
M.D.,  Catherine  L.  Bacon,  M.D.,  and  Calvin  F. 
Settlage,  M.D.  Octavo  of  128  page.s.  New  York, 
Grune  & Stratton,  1961.  Cloth,  $4.25. 

Lose  Weight  and  Live.  By  Robert  P.  Goldman. 
Octavo  of  235  pages,  illustrated.  Garden  City,  New 
York,  Doubleday  & Company,  Inc.,  1961.  Cloth, 
$3.95. 

Cardiopericardiomyopexy.  By  Dr.  Aaron  N. 
Gorelik  in  collaboration  with  Prof.  Camille  Lian, 
Prof.  Louis  Thieblot,  Dr.  Mendel  Jacobi,  Dr.  Ralph 
Ricciardi,  and  Dr.  Madeleine  Hascher.  Octavo  of 
176  pages,  illustrated.  New  York,  The  Myopexy 
Association  of  the  State  of  New  York,  1960.  Cloth. 

Handbook  of  Surgery.  Edited  by  John  L.  Wil- 
son, M.D.,  and  Joseph  J.  McDonald,  M.D.  Duo- 
decimo of  644  pages,  illustrated.  Los  Altos, 
California,  Lange  Medical  Publications,  1960. 
Cloth,  $4.00. 

Handbook  of  Pediatrics.  By  Henry  K.  Silver, 
M.D.,  C.  Henry  Kempe,  M.D.,  and  Henry  B. 
Bruyn,  M.D.  Fourth  edition.  Duodecimo  of  574 
pages,  illustrated.  Los  Altos,  California.  Lange 
Medical  Publications,  1961.  Cloth,  $3.50. 

Drug  Addiction : Crime  or  Disease?  Interim  and 
Final  Reports  of  the  Joint  Committee  of  the  Ameri- 
can Bar  Association  on  Narcotic  Drugs.  Duodecimo 
of  173  pages.  Bloomington,  Indiana  University 
Press,  1961.  Paper,  $2.95. 

Mirage  of  Health.  By  Rene  Dubos.  Duodecimo 
of  235  pages.  Garden  City,  New  York,  Anchor 
Books,  Doubleday  & Company,  Inc.,  1961.  Paper, 
$0.95. 


Many  things  which  cannot  be  overcome  when  they  stand  together  yield  themselves  up  when 
taken  little  by  little. — Sertorius 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Foimdad  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
Srams,  shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


HALL-BROOKE  HOSPITAL 

Active  Treatment  Hospital^  located  one  hour  from  f^ew  York 
Accredited  by: 

The  Central  Inspection  Board  of  the  American  Psychiatric  Association 
The  Joint  Commission  on  Accreditation  of  Hospitals 

WESTPitRT,  (’OWKCTirVT  • WESTPORT:  f'APITAh  7-l2St 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINE  WOOD  8;-  te 

E8T.  ino  Waller  A.  Thompson,  F.A.P.A.,  Clinical  Director 

Wcsichcrter  County  Katonah,  N.  Y.  Tel:  Central  S>3155 
A psychiatric  hospital,  offering  individual  treatment.  Pay- 
choanalytically  oriented.  Pharmacological  and  electro  theris- 
peutic  methods.  Rate:  Commence  at  1125.00  per  week. 

N.  y.  city  Offleei— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  FrI.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


/or  well  trained  highly  qualified  personnel 

MEDICAL  ASSISTANTS 
OR  OFFICE  SECRETARIES 
LABORATORY  • X-RAY 
TECHNICIANS 

N.  Y.  State  Licensed  e Day-Eve  Courses 
Co-Ed  (Founded  19S6) 

request  Free  Cat.  9 

■ HjCMg-iy  ■■  85  Filth  ATe.(I6th  St.) 

New  York  3,  N.T. 

SCHOOL  FOR  PHYSICIANS’  AIDES 

AfflHnted  with  CARNEGIE  INSTITUTE.  INC.  Cterieinnd.  Ohio 


BUY 

SAVINGS  BONDS 


WEST  HIEE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  IDoctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physiciar}  in  Charge 
Telephone:  Kingsbrldgc  9-8440 


MEDICAL  CREDIT  PROTECTION 
& COLLECTION  ASSOCIATION 

for  particulars  write: 

Medical  Credit  Protection  & 
Collection  Association,  Inc. 

33  Main  St.,  Port  Washington,  New  York 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third 
Avenue,  New  York  17,  New  York.  Old  and  new  address 
should  be  included  as  well  as  a statement  whether  or  not 
change  is  permanent.  Six  weeks  is  required  to  effect  a 
change  of  address. 
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PHYSICIANS  WANTED 


Internist  or  generalist  to  associate  with  group  now  forming. 
Minimum  $10,000  plus  percentage.  Partnership  after  one 
year  for  right  party.  Address  M.D.,  2 Scarsdale,  St.  Louis 
17,  Mo. 


Wanted;  General  Practitioner  for  Incorporated  Village. 
Northern  New  York.  Paper  manufacturing  and  dairy 
center.  Near  an  approved  hospital.  Excellent  held.  Write 
Box  374,  N.  Y.  St.  Jr.  Med. 


Internist — Large  Midwest  hospital,  Must  be  board  eligible. 
Write  Box  234,  N.  Y.  St  Jr.  Med. 


Young  doctor,  (or  graduating  intern)  with  knowledge  of  Ob- 
stetrics, to  join  established  Medical  Group  doing  General 
Practice  in  Queens.  Excellent  salary.  Object  ultimate 
partnership.  Box  364,  N.  Y.  St.  Jr.  Med. 


Adirondack  resort  community  desires  services  of  General 
Practicing  physician.  Beautiful  living  surroundings,  good 
sustaining  salar.v,  opportunity  for  service  to  several  neighbor- 
ing communities.  Write  Laura  Bird,  Town  Clerk,  Inlet, 
New  York,  or  call  Eagle  Bay  3631  for  an  appointment. 


E.E.N.T.  specialist  wanted — to  take  over  beautiful  home- 
office  combination  in  upstate  town  near  Adirondacks  with 
excellent  hospital  facilities.  Home  is  spacious  with  every 
convenience  including  40  ft.  swimming  pool.  Most  modern 
6 room  office  grossing  $65,000.  This  is  unique  opportunity. 
Complete  price  including  equipment  and  partial  furnishings 
$75,000.  Write  Box  370,  N.Y.  St.  Jr.  Med. 


Wanted;  General  Practitioner.  Rural  area,  97  miles  north 
of  New  York  City  bordering  Conn.  Growing  and  active 
community,  churches,  excellent  schools,  hospital  with  70 
beds  nearby.  Social  and  cultural  activities  in  area.  Con- 
tact Millerton  Chamber  of  Commerce,  Millerton,  N.Y. 


Unopposed  opportunity  for  specialists.  New  office  building 
in  fast  growing  community.  G.P.  in  same  location  for 
[jast  20  years.  Contact  Seymour  Singer,  Smithtown, 
L.I.  ANdrew  5-9550. 


Positions  available  for  qualified  physicians  in  psychiatric 
and  medical  services  of  a 1700  bed  psychiatric  hospital 
located  in  New  York  State’s  beautiful  Finger  Lakes  area. 
Re(iuirements:  licensure  in  any  state.  Age,  not  over  00. 
Salary  range:  $10,635 — $13,730  plus  15%  if  certified  b.y  an 
American  Specialty  Board.  Excellent  fringe  benefits.  Write; 
Manager,  VA  Hospital,  Canandaigua,  New  York. 


WANTED;  INTERNISTS  AND  PEDIATRICIAN  GEN- 
ER.AL  PRACTITIONERS  to  join  newly  formed  group. 
Clinical  building  just  completed.  Ultra  modern,  fully  equip- 
ped. Group  and  clinic  are  affiliated  with  and  adjoining  an 
80-bed  General  Hospital.  Excellent  remuneration  with  per- 
manency. Contact  Administrator,  Elliott  General  Hospital, 
13015  West  Chicago,  Detroit  28  Michigan. 


Services  of  doctor  needed  in  the  Phelps,  New  York  area 
House  and  office  available.  Contact  the  Sec’y  of  the  Chamber 
of  Commerce. 


RESEARCH  PHYSICIAN  with  clinical  facilities  to  test  new 
phenobarbital  drug  which  is  free  from  side  effects.  Financial 
honorarium  available.  Write  to  F'rederic  Damrau,  M.D.,  2 
Tudor  City  Place,  New  York  17,  N.  Y. 


PRACTICES:  FOR  SALE  OR  RENT 


General  practice,  establiabed  14  years,  active.  Home-office 
combination  in  Central  Hudson  Valley  Village.  Suitable  for 
solo  or  partners.  Terms  if  needed.  Box  339,  N.  Y.  St.  Jr. 
Med. 


Doctor’s  home-office  combination  with  good  active  general 
practice  near  hospital  75  miles  from  N.  Y.  City.  Will  in- 
troduce. Box  367,  N.  Y.  St.  Jr.  Med. 


Practice,  fully  equipped  office  with  combination  office-resi- 
dence; very  successful  general  practitioner,  capital  district, 
died  suddenly  last  January.  Within  few  miles  several 
hospitals,  medical  college.  Unusual  opportunity.  Box  362, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE— DUE  TO  ILLNESS:  Well  established  and 

equipped  office  including:  Fluoroscope,  Electrocardiograph, 
Diathermy,  Suction  Machine,  .Air  conditioner.  etc. 
REASONABLE— GOOD  INCOME.  .Address:  20-39  Shore 
Boulevard,  .Apt.  IB,  Astoria  5,  N.  Y.  or  phone  YE  2-1617. 


Long  Island,  South  Shore,  G.P.  —New  home  with  2-doctor 
office.  $10,000  cash,  rest  easy  terms.  Will  stay  as  associate 
retiring  gradually.  Write  Box  382,  N.  Y.  St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33V>%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  -Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y'.  36. 


Practical  HYPNOSIS  taught.  Physician -Dentists  only. 
Classes  A Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpks,  Flushing  64.  N.  Y.  HO4-1100. 


Editing,  Library  research,  French,  German  translations, 
indexing,  etc.  Careful  work  at  reasonable  rates.  Newell, 
71  W.  90  St.  New  York  25,  N.Y.  RI.  9-1990 


Eliminates  bookkeeping,  accounting  and  billing  problems 
from  your  office;  requires  none  of  your  time;  ends  tax  prob- 
lems; increases  collections;  costs  less  than  any  method  you 
are  now  using.  Drop  a post  card  to  Meditax  System.  Inc., 
600  Old  Country  Road,  Garden  City,  New  York. 


COOLEY’S  ANEMIA  BLOOD  & RESEARCH  FOUNDA- 
TION FOR  CHILDREN.  INC.,  480  St.  John’s  Place. 
B'klyn.  38,  N.Y.  Tel.  NEvins  8-0006.  Clinical  cases  and 
tissue  registry.  Gratuitous  blood  for  the  needy.  Grants- 
in-aid  for  research. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


Air  oonditioned  office  space  aTsilable  July,  1961  in  new, 
attractive  professional  building.  Superb  location,  cen- 
tral Ave.,  Valley  Stream,  Long  Island.  Nine  medical  suites 
on  ground  floor,  seven  rented.  Available  for  Gu,  Obs-Gyn, 
Neuro,  Psych,  Derm,  Allergist,  Pathologist.  Call  LOcust 
1-1332. 


Corner  bouse — Ideal  location  for  professional  building  or 
rest  home.  16  rooms,  four  baths,  heat.  $15,000.  Easy 
terms.  Box  136,  Cairo,  New  York.  Tel.  MA.  2-9534. 


For  Sale:  Hampton  Bays,  L.I.  Suitable  for  professional 

use;  home — office;  6 bedrooms,  3 baths.  Furnished.  On 
top  of  a hill  on  >/i  acre  overlooking  Sbinnecock  Bay  and 
Atlantic  Ocean.  Has  to  be  seen  to  be  appreciated.  FO 
4-8330  weekdays. 


FOR  SALE;  Westbury,  L.  I.  Physician’s  home-office 
impressive  2-story  colonial,  3 bedrooms,  3*/«  room  pine- 
paneled  office  suite,  separate  entrance,  excellent  corner  loca- 
tion. $33,500.  Write  Box  375,  N.  Y.  St.  Jr.  Med. 


UPSTATE;  Beautiful  small  town.  Colonial  home  with  ad- 
joining office.  Both  completely  remodeled.  Office  fully 
equipped.  Tremendous  opportunity.  Income  unlimited. 
Write  Box  378,  N.  Y.  St.  Jr.  Med. 


Babylon  (Suffolk’s  fastest  growing  town).  Prestige,  Air 
cond.  office  bldg.  1200  sq.  ft.  remaining  on  1st  floor  for  pro- 
fessional use.  Will  subdivide.  MOhawk  9-3250. 


Uniondale  Professional  Building  (East  Hempstead  area) 
374  Uniondale  Avenue.  Offices  for  rent.  Air  conditioned. 
Will  alter  to  suit.  Private  lavatories.  Excellent  oppor- 
tunity for  general  practitioner  or  specialist.  Mrs.  Desch 
PI  1-5632. 


Modern,  air-conditioned  office  suites  available  in  new  pro- 
fessional building  in  Deer  Park.  Immediate  need  for 
Obstetrician,  Pediatrician,  Internist.  One  suite  large  enough 
to  share.  Box  103,  Deer  Park,  L.I. 


FASTEST  GROWING  SECTION  IN  BROOKLYN.  Pro- 
fessional office  in  new  apartment  house.  .Air  conditioned, 
private  entrance.  -Avenue  Y at  Nostrand  Avenue  NI  8-6986. 


•ATTENTION  DRS. : .Approximately  3,000  sq.  ft.  of  rent- 
able office  space  with  possible  future  expansion  of  one  ad- 
ditional floor  in  building  to  be  erected  on  Williamsbridge 
Road  near  Pelham  Parkway.  M.ANCUSO,  1866  Williams- 
bridge Road.  SY  2-6230. 


For  Sale:  Home/office  combination.  9 rooms,  2 baths. 

Separate  entrances.  .A-1  location  on  Main  Street  in  village 
in  Dutchess  County,  100  miles  from  New  York  City.  A 
General  Practitioner  is  urgently  needed  in  the  community. 
An  excellent  opportunity  for  a physician  with  a growing 
family.  For  further  particulars,  write  or  telephone  Albert 
Borden,  Lakeville,  Connecticut.  HEmlock  5-2400. 


POSniONS  WANTED 


Young  physician  would  like  locum  tenens  beginning  July  1st 
— up  to  10  months  or  part.  Queens,  or  NYC.  Licensed — 
completed  medical  residency.  GP  preferred.  Write  Box  379, 
N.  Y.  St.  Jr.  Med. 


Path.,  certified,  age  42.  Exceptionally  qualified  surg. 
and  din.  path.  Full  or  part  time.  Queens,  Long  Islaiul 
or  Westchester.  Write  Box  380,  N.  Y.  St.  .Ir.  Med. 


EQUIPMENT  FOR  SALE 


Radiologist’s  modern  200  M.A.  x-ray  diagnostic  unit  and 
dark  room  accessories  for  sale.  Harold  Schwartz,  M.D., 
99  Pratt  St.,  Hartford  3,  Conn. 


For  Sale:  .All  equipment  necessary  for  full  radiologist's  of 
fice,  including  completely  reconditioned  200  MA  Picker  unit 
with  one  year  guarantee,  complete  darkroom,  x-rays,  illumina- 
tors, lead  booth,  etc.  $4,000.  Write  Box  381,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED  RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 
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Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1961—25,372 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Colombia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery . . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


William  H.  O’Brien Albany 

George  E.  Taylor,  Jr Cuba 

Leonard  L.  Heimoff Bronx 

George  C.  Hamilton . . . Binghamton 

James  F.  Durbin Oiean 

Leonard  W.  Sincerbeaux . . . Auburn 

Alfred  D.  Heinemann Dunkirk 

William  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

LeRoy  J.  Holbert Kinderhook 

William  J.  McAuliffe Cortland 

Harold  W.  Hayne Sidney 

Morris  J.  Frank Beacon 

Eugene  J.  Hanavan Buffalo 

Rudolph  J.  Martin ....  Ticonderoga 
C.  Bradley  Sageman. .Saranac  Lake 

Arthur  Howard Johnstown 

Myron  E.  Williams Batavia 

T.  Earl  McQuade.  Coxsackie 

Leo  L.  Heller Newport 

Rudolph  J.  Haas Chaumont 

Irving  M.  Pallin Brooklyn 

William  S.  Reed Lowvilie 

Stanley  J.  Jackson ..  Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Charles  R.  Mathews  . . . .Rochester 

Feori  F.  Pipito Amsterdam 

Reginald  M.  Steen Cedarhurst 

David  Lyall New  York 

John  T.  Donovan,  Jr Lockport 

Theodore  J.  Eantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

John  D.  Van  Zandt.  . .Tuxedo  Park 

Arnold  O.  Riley Holley 

John  B.  Riley Oswego 

Clinton  V.  Hawn Cooperstown 

Eugene  Lusardi Cold  Spring 

Charles  C.  Mangi Woodhaven 

William  B.  McDonald. . North  Troy 

Isadora  Gordon Staten  Island 

G.  Gordon  Knight Piermont 

Alexander  E Dodds Edwards 

G.  D.  Anderson.  . .Saratoga  Springs 

Donald  C.  Walker Delanson 

Robert  Green wald Cobleskill 

Frits  Landsberg Watkins  Glen 

Willard  L.  Hogeboom Willard 

Leon  M.  Roe Canisteo 

Anthony  Kobn Bay  Shore 

Lester  Lipson Monticello 

Henry  Kaine Spencer 

Noah  J.  Kassman Ithaca 

Vincent  Amatrano Kingston 

Raymond  L.  Rhodes. . . .Glens  Falls 

Peter  J.  Attwood Greenwich 

Charles  D.  Reeves Newark 

Charles  M.  Brane Yonkers 

G Stanley  Baker Castile 

Vincas  Slrmenli Penn  Yan 


Q.  Rebmi  Denton Albany 

Edward  W.  Briggs,  Jr.. . .Wellsville 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicot 

Frank  T.  Frost Glean 

Donald  W.  Delahanty Auburn 

Joseph  V.  Karnes Dunkirk 

James  A.  Mark Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginaives Hudson 

Theodore  I.  Jacobus Cortland 

Marvin  Huy  ok Walton 

James  K.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Daisy  H.  Van  Dyke Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgb Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington. ..  .Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ido Rochester 

Philip  T.  Cortese Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr..  .New  York 
William  C.  Niesen.  . . .Niagara  Falls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Simmons Brewster 

Frank  W.  Farrell Flushing 

David  R.  Tomlinson Troy 

Sydney  Lang Staten  Island 

Burnett  8.  Rawson Pearl  River 
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iron  utilization  improves  the  picture 

In  the  "secondary”  anemias  due  to  chronic  disease  or  infection,  iron  alone  is  often  ineffective 
since  its  utilization  is  impeded  by  depressed  bone  marrow  activity.  However,  R0NC0VITE*-MF 
(cobalt-iron)  has  proved  notably  effective  in  these  iron-refractory  anemias'  * because  of  the 
unique  marrow-activating  effect  of  cobalt-created  erythropoietin,  the  hormone  which  controls 
the  rate  of  erythropoiesis.  Thus,  RONCOVITE-MF  improves  iron  utilization  and  produces  rapid 
increases  in  hemoglobin  and  red  blood  cell  formation.*  * 

RONCOVlTEmf 

11 

■h  LLOYD  BROTHERS,  INC. 

Cincinnati  39.  OHto 


Each  tablet  contains:  Cobalt  chloride,  15  mg.  (cobalt  as 
Co.  3.7  mg.)  and  ferrous  sulfate  exsiccated,  100  mg. 

(1)  Weinsad,  P.  P.,  and  Bernstein,  L.  H.  T.-.  Am.  J.  M.  Sc. 
230:264.  1955.  (2)  Gosselin,  G.,  and  Long,  L.  A.,  Appl.  Therap. 
2:453,  1960.  (3)  Rohn,  R.  I.;  Bond,  W.  H.,  and  Klotz.  L.  J.: 
Journal-Lancet  73:317,  1953.  (4)  Center,  W.  M.:  Clin.  Med. 
7:713.1960.  voirci  R 
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inside  as  well  as  outside  the  hospital... 
staphylococci  usually  remain  sensitive  to 


CHLOROMYCETI 


(chloramphenicol,  Parke- Dal 


That  the  sensitivity  patterns  of  “street”  staphylococci  differ  widely  from  those 
“hospital”  staphylococci  is  a well-established  clinical  fact.^-®  Although  strains 
staphylococci  encountered  in  general  practice  have  remained  relatively  sensitive 
a number  of  antibiotics,*^  the  problem  of  antibiotic-resistant  staphylococci  appef 
to  be  a threat  to  all  patients  in  hospitals  today.  It  is  encouraging  to  note,  howe\ 
“...that  a relatively  small  percentage  of  strains  develop  resistance  to  chlorji 
phenicol,  despite  the  consumption  of  large  amounts  of  this  antibiotic.”' 


CHLOROMYCETIN  (thlorumphenicol,  Parke-Uavis)  is  available  in  various  forms,  includ 
Kapseals®  of  250  mg.,  in  bottles  of  16  and  100.  j 


:iT 


)CE 


In  one  hospital,  for  example,  CHLOROMYCETIN  “...was  the  only  widely  id 
antibiotic  to  which  few  of  the  strains  were  resistant.”®  In  another  hospital,  despl 
steadily  increasing  use  of  CHLOROMYCETIN  since  1956,  “...the  percentageF 
chloramphenicol-resistant  strains  has  actually  been  lower  in  subsequent  years 
Elsewhere,  insofar  as  hospital  staphylococci  are  concerned,  it  appears  that  “. . . i 
problem  of  antibiotic  resistance  can  be  regarded  as  minimal  for  chloramphenicof 


See  package  insert  for  details  of  administration  and  dosage. 


Wiir/iiny:  Serious  uud  even  fatal  blood  dyscrusias  (aplastic  anemia,  hypoplastic  anemia,* thrombocy tope 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrusias  h . 
occurred  after  short-term  and  with  prolonged  therapy  with  this  drug.  Bearing  in  niind  the  possibility  t 
such  reactions  may  occur,  chlornmi)henicol  should' be  used  only  for  serious  infections  caused  by  organic 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other' 
potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  in  ' 
enza,  viral  infections  of  the  throat,  or  us  a prophylactic  agent. 

rrecaiitioiis : It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  W 
blood  studies  may  detect  early  peripheral  blood  changes  such  as  leukopenia  or  granulocytopenia,  be! 
they  become  irreversible,  such  studies  cannot  be  relied  upon  to  detect  bone  marrow  depression  prioi 
development  of  aplastic  anemia.  ' 


[N  VITRO  SENSITIVITY  OF  250  STRAINS  OF  STAPHYLOCOCCI 
rO  CHLOROMYCETIN  AND  TO  FOUR  OTHER  ANTIBIOTICS* 


Antibiotic  D 


21% 


'hese  strains  of  coagulase-positive  staphylococci  were  isolated  from  hospitalized  patients  at  a 
irge  county  hospital  during  the  year  1959.  Sensitivity  tests  were  done  by  the  disc  method. 

Japted  from  buuer.  & Kirby^ 


eferenves:  (1)  Hauer.  A.  \V.;  Perry,  1).  Kirby,  W.  M.  M.;  J.A.M.A.  173:475,  lyOO.  (2)  Fisher,  M.  W.; 

rch.  hit.  Med.  105:413,  1900.  (3)  Cohen,  S.:  Circulation  20:90,  1959.  (4)  Edwards,  T.  S.:  Am.J.  Ophth. 
■t,  Part  11:19,  1959.  (5)  Smith,  I.  M.:  Staphylococcal  Infections,  (,’hicag-o,  The  Year  Book  Publishers,  Inc., 
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Optimal  Asthma  Relief 


from  smallest  dosage... 

in  briefest  time 


Medihalef 


automatically  controlled  dosage  by  aerosol  administration 


22V^2%  more  vitai  capacity  within  seconds 


The  suspension  of  premicronized  dry  particles 
assures  maximum  delivery  of  the  medication  to 
the  alveolar  spaces  where  the  therapeutic  effect 
is  exerted.  The  Medihaler  suspension  affords  5 
times  the  bronchodilating  power  of  the  same 
medication  in  solution  and  approximately  20 
times  that  of  a squeeze  bulb  nebulizer. 

Medihaler  is  available  with  either  of  the  two 
outstanding  bronchodilating  agents: 


Medihaler-IS  O®osoproterenoi) 

Medihaler-EPI  (epinephrine) 


t/cojt 

^ o^^Cce/  (yt/  koffcey 


Northrldg*,  Celihmio 
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After  1 0 weeks 
of  therapy - 
a clear  skin, 
a new  personality, 
a new  world  of 
fun  and  laughter 

pHisoHex,  used  as  a daily,  exclusive 
wash,  enhances  any  treatment  for 
acne.  Because  it  contains  3 per  cent 
hexachlorophene,  it  supplies  cojitinuous 
antibacterial  action  to  help  combat 
the  infection  factor.  pHisoHex 
cleanses  better  than  soap  because 
it  is  40  per  cent  more  surface-active. 

Used  together,  pHisoHex  and  new 
keratolytic  pHisoAc  Cream  provide 
basic  complementary  topical  therapy 
for  patients  with  acne  — to  unplug 
follicles  and  to  help  prevent 
comedones,  pustules  and  scarring. 

New  pHisoAc  Cream  dries,  peels  and 
helps  degerm  the  skin;  flesh-toned,  it 
tends  to  hide  acne  lesions  as  they  heal. 
pHisoHex,  in  unbreakable  squeeze 
bottles  of  5 oz.  and  new  plastic  bottles 
of  1 pint;  pHisoAc  in  li/o  oz.  tubes. 

pHisoHex  and  pHisoAc,  tr.ideniarks  reg.  U.S.  Pat.  Off. 

LABORATORIES 
New  York  18,  N.Y. 


CLINICAL  PHOTOGRAPHS 


Acne  vulgaris  before  treatment 


For  treatment  at  home,  this  patient 
washed  her  face  daily  with  pHisoHex 
and  kept  pHisoAc  on  her  face  twenty- 
four  hours  a day. 

Nine  office  treatments  consisted  of 
mechanical  removal  of  blackheads  and 
applications  of  carbon  dioxide  slush. 
No  other  medication  was  given. 


After  10  weeks  of  therapy 


ForAcne-pHTSOHeX^and 

■ antibacterial,  nonalkallne,  nonirritating, 
hypoailergenic  detergent 
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the  need  for  them  ( 


and,  thereby,  also  aids  I 
patient  comfort,  recovery  J 


INTUBATIONS  • ENEMAS 
CATHETERIZATIONS 


Consider  their  cost . . . 
to  the  hospitai  — to  the 
patient 


Major  abdominal  surgery  increases  the  body’s  need  for  pantothenic  acid, 
according  to  available  evidence.  ILOPAN  (dexpanthenol,  W-T)  provides 
pantothenic  acid  ...  to  aid  restoration  of  normal  peristalsis  ...  to  prevent 
and  relieve  postoperative  retention  of  flatus  and  feces,  even  paralytic  ileus. 

In  42  postsurgical  patients,  ILOPAN  was  re- 
sponsible for  a 50%  reduction  in  enemas  re- 
quired, and  reduction  or  earlier  withdrawal  of 
catheters.  Levin  and  Cantor  tubes.  i In  another 
1 30-case  study,  ILOPAN  was  found  frequently 
useful  in  prevention  of  postoperative  ileus  and 
its  treatment,  with  urinary  retention  greatly  re- 
requirements substantially  diminished. 2 

ILOPAN  produces  no  hyperperistalsis  or  cramping  — no  side  effects  — and 
can  be  routinely  administered  intramuscularly  by  the  nurse.  For  better  re- 
coveries, for  patient  comfort,  for  lower  patient  care  costs,  consider  ILOPAN. 

1.  Kareha.  L.G.  et  al,  W.Jour.S.O.&G.,  66:220,  1958 
2 Stone.  M.L.  et  al,  AmerJ. Surgery,  97:191,  1959 
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IN  SUMMER  INFECTIONS 

)F  SKIN  AND  SOFT  TISSUE  (SUCH  AS  IMPETIGO,  INFECTED  WOUNDS) 
)UE  TO  SUSCEPTIBLE  ORGANISMS 


gainst  the  pathogen— Tao  extends  ihe  Gram-positive 
pectrum  of  usefulness  to  include  many  staphylococci  resistant 
jo  one  or  more  of  the  commonly  used  antibiotics. 

or  the  patient— Tao  narrows  the  spectrum  of  side  effects  by 
voiding  many  allergic  reactions  and  changes  in  intestinal  bac- 
erial  balance. 

fao  performance  in  clinical  practice:  “The  results  [m  81 
ases] . . show  that  triacetyloleandomycin  is  an  elTective  antibiotic 

nd  that  it  is  especially  so  against  pathogenic  staphylococci “i 

Results  with  triacetyloleandomycin  in  this  study  [74  patients), 
iherefore,  corroborate  those  of  other  dermatologic  investigators 
ind  show  this  antibiotic  to  possess  a good  therapeutic  index  and 
ow  order  of  toxicity  and  allergic  sensitivity. ”2 
jood  to  excellent  results  (with  symptomatic  treatment)  in  all  of  30 
kin  and/or  soft  tissue  infections  which  had  failed  to  improve  or 
iesolve  with  local  treatment,  incision  and  drainage,  or  debride- 
lnent.3 

Precautions  and  side  effects:  fhe  use  of  antibiotics  may  oc- 
casionally permit  overgrowth  of  nonsusceptible  organisms.  A re- 
sistant infection  or  superinfection  requires  re-evaluation  of  the 
patient’s  therapy.  This  preparation  should  be  discontinued,  and 


specific  therapy  and  indicated  supportive  treatment  instituted  if 
such  resistant  infection  or  superinfection  should  appear. 

Following  widespread  and  extensive  use  of  TAO,  mild  reversible 
jaundice  presumed  to  have  been  caused  by  the  administration  of 
TAO  has  been  observed  in  a few  pediatric  patients.  In  these  cases 
Jaundice  was  first  noticed  after  periods  varying  from  10  days  to  8 
weeks  of  continuous  treatment  with  the  drug.  When  jaundice  was 
first  noticed,  the  doses  employed  in  these  children  ranged  from  50 
to  100  mg./kg./day,  a dose  which  in  all  cases  is  in  excess  of  those 
recommended.  In  every  case  the  jaundice  was  mild  and  quickly 
reversible  on  discontinuance  of  medication. 

Available  as  Tao  Capsules,  250  and  125  mg.;  Ready  Mixed  Oral 
Suspension,  125  mg.  per  5 cc. ; Pediatric  Drops,  100  mg.  per  cc.  of 
reconstituted  liquid;  Intramuscular  or  Intravenous,  as  oleando- 
mycin phosphate. 

References:  1.  LeFebvre,  M.,  et  al.i  Antibiotics  Annual  1959-1960. 
New  York,  Antibiotica,  Inc.,  I960,  p.  755.  2.  Fisher,  A.  A.;  Med. 
Times  88:1056  (Sept.)  I960.  3.  Steller,  R.  E.:  Antibiotic  Med.  & Clin. 
Therapy  7:691  (Nov.)  1960.  Literature  on  request. 

and  for  nutritional  support  VITERRA®  Vitamins  and  Minerals 
fo-mulated  from  Pfizer's  line  of  fine  pharmaceutical  products 


New  York  17,  N.Y.;  Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World's  Well-Being* 
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no  longer 
detoured 
by 

diarrhea 


the  green  light  to  normal  activity,  through  its  fast  and  dependable 
control  of  intestinal  hypermotility. 

Each  30  cc.  (1  fl.  oz.)  of  Donnagel  contains: 


Kaolin  6.0  Gm.  Natural  belladonna  alkaloids: 

Pectin  142.8  mg.  hyoscyamine  sulfate 0.1037  mg. 

Phenobarbital  (V4  gf-) 16.2  mg.  atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide 0.0065  mg. 

also  available 


DONNAGEL  plus  neomycin  sulfate  300  mg.  (as  neomycin  base  210  mg.)  per  30  CC.  DONNAGEL  plus  powdered  opium  U.S.P.  24.0 

mg.  per  fl.  oz.  (equivalent  to  paregoric  6 ml.). 
This  is  the  usual  adult  dote. 


All  three  forms  available  In  bottles  of  6 fl.  oz. 


pocket-size  antiasthmatic  aerosol  that  is  more  than  just  a bronchodilator 


CLEARS  AND  DILATES  WITH  MINIMAL  SIDE  EFFECTS 

Bronkometer  is  a synergistic  combination  of  isoetharine  (a  new  bronchodilator); 
phenylephrine  (bronchodilator-bronchovasoconstrictor-decongestant);  and  thenyldia- 
mine  (bronchodilator-antihistamine).  These  agents  reinforce  each  other  to  give  asthma 
patients  a significant  increase  in  vital  capacity. 

Because  a smaller  amount  of  each  active  agent  is  required  than  would  be  necessary 
if  each  were  administered  separately,  Bronkometer  has  a wide  margin  of  safety.  And 
the  pocket-size  aerosol,  complete  with  measured-dose  valve  and  oral  nebulizer,  allows 
the  use  of  the  ideal  route  of  administration  for  combating  acute  attacks. 

(Also  available:  Bronkospray'®,  antiasthmatic  solution  for  use  in  a conventional  nebulizer.) 

Bronkometer  delivers  at  the  mouthpiece  200  measured  doses  of:  350  meg.  isoetharine  methane- 
sulfonate  (0.6%);  70  meg.  phenylephrine  HCI  (0.125%);  and  30  meg.  thenyidiamine  HCI  (0.05%) 
with  inert  propellants  and  preservatives.  Average  adult  dose  is  one  or  two  inhalations.  Occasion- 
ally, more  may  be  required.  Even  though  Bronkometer  has  a wide  margin  of  safety,  the  usual 
precautions  associated  with  the  use  of  sympathomimetic  amines  should  be  observed. 

Bibliography:  1.  Spielman,  A.  D.:  Evaluation  of  a New  Antiasthmatic  Compound  Aerosol,  in  press. 
2.  Lands,  A.  M.  et  al.:  The  Pharmacologic  Actions  of  the  Bronchodilator  Drug,  Isoetharine,  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  47:744  (Oct.)  1958. 

For  full  information  on  Breon's  five  antiasthmatics,  see  pp.  538-539  of  the  1961  Physicians' 
Desk  Reference  plus  the  2nd,  3rd  or  4th  quarterly  supplement. 


a full  line  of  antiasthmatics  designed  to  meet  every  patient's  need 


Rx  Products  Division,  Breon  Laboratories  Inc.,  N.  Y.,  N.  Y. 
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control  significantly 
in  diabetics  now 
imperfectly  managed 
on  diet  alone/'* 

Orinase  releases  native 
insulin  via  physiologic 
channels,  giving  the 
patient  direct  metabolic 
support.  And  Orinase 
dosage  is  flexible  and 
readily  individualized. 
To  improve  control 
in  many  diabetics  on 
dietotherapy  — add 
Orinase.  It  can  make 
a gratifying  clinical 
difference. 


Indications:  Orinase  is  indicated  as  the  therapeutic 
agent  of  choice  in  the  majority  of  selected  cases  of 
adult  or  maturity-onset  type  of  diabetes  mellitus. 
In  certain  patients  with  labile  diabetes,  the  use  of 
Orinase  as  a supplement  to  insulin  therapy  may 
effect  stabilization  of  the  diabetic  condition  and 
lower  insulin  requirement. 

Dosage : 

Patients  not  receiving  insulin  — There  is  no  fixed 
regimen  for  initiating  Orinase  therapy,  but  a sug- 
gested method  is: 

First  day  —6  Orinase  tablets  (3.0  Cm.).  Second 
day  ~ 4 Orinase  tablets  (2.0  Cm.).  Third  day  — 
2 Orinase  tablets  (1.0  Cm.).  Fourth  and  sobse» 
quent  days  — 2 Orinase  tablets  (1.0  Cm.)  with 
increase  or  decrease  as  necessary  to  control  gly- 
cosuria. 

There  is  no  fixed  maintenance  dose  of  Orinase; 
therapy  may  be  individualized  according  to  patient 
response.  Adjust  the  maintenance  dose  (usually  1 
to  4 tablets)  to  the  smallest  dose  consistent  with 
good  control.  The  daily  maintenance  dose  may  be 
given  once  daily  or  in  divided  doses. 

Patients  receiving  insulin  (less  than  20  units)  — 
discontinue  insulin  and  institute  Orinase;  (20  to 
40  units)  — initiate  Orinase  with  a concurrent  30  to 
50%  reduction  in  insulin  dose  with  a further  care- 
ful reduction  as  response  to  Orinase  is  observed; 
(more  than  40  units)  — reduce  insulin  by  20%  and 
initiate  Orinase  with  a further  careful  reduction  in 
insulin  dosage  as  response  to  Orinase  is  observed. 
Cautions:  Observe  all  standard  diabetes  precau- 
tions: dietary  restriction,  weight  control,  exercise, 
hygiene,  avoidance  of  infection,  and  adherence  to 
dosage.  As  with  exogenous  insulin,  changes  in  dos- 
age may  be  necessary  during  the  course  of  manage- 
ment. In  the  event  of  stress  conditions,  trauma  or 
infection,  increased  dosage  or  supplementary  ani- 
mal insulin  may  be  required. 

Contraindications:  Orinase  as  the  sole  therapeutic 
agent  is  contraindicated  in  juvenile  diabetes;  un- 
stable or  brittle  diabetes;  and  diabetes  complicated 
by  ketosis,  acidosis  or  coma. 

Side  effects:  Side  effects  are  mild,  transient  and 
limited  to  approximately  3%  of  patients.  Hypogly- 
cemia and  toxic  reactions  are  extremely  rare.  Hypo- 
glycemia is  most  likely  to  occur  during  the  period 
of  transition  from  insulin  to  Orinase.  Other  un- 
toward reactions  to  Orinase  are  usually  not  of  a 
serious  nature  and  consist  principally  of  gastro- 


intestinal disturbances,  headache,  and  variable 
allergic  skin  manifestations.  The  gastrointestinal 
disturbances  (nausea,  epigastric  fullness,  heartburn) 
and  headache  appear  to  be  related  to  the  size  of 
the  dose,  and  they  frequently  disappear  when  dos- 
age is  reduced  to  maintenance  levels  or  the  total 
daily  dose  is  administered  in  divided  portions  after 
meals.  The  allergic  skin  manifestations  (pruritus, 
erythema,  and  urticarial,  morbilliform,  or  roaculo- 
papular  eruptions)  are  transient  reactions,  which 
frequently  disappear  with  continued  drug  adminis- 
tration. However,  if  the  skin  reactions  persist. 
Orinase  should  be  discontinued. 

Clinical  toxicity:  Orinase  appears  to  be  remark- 
ably free  from  gross  clinical  toxicity  on  the  basis 
of  experience  accumulated  during  more  than  four 
years  of  clinical  use.  Crystalluria  or  other  untoward 
effects  on  renal  function  have  not  been  observed. 
Long  term  studies  of  hepatic  function  in  humans 
and  experience  in  over  600,000  diabetics  have  shown 
Orinase  to  be  remarkably  free  of  hepatic  toxicity. 
There  has  been  reported  only  one  case  of  choles- 
tatic jaundice  related  to  Orinase  administration, 
which  occurred  in  a patient  with  pre-existing  liver 
disease  and  which  rapidly  reversed  upon  discontin- 
uance of  the  drug. 

Each  tablet  contains: 

Tolbutamide  0.5  Cm. 

Supplied  in  bottles  of  50. 

References:  ^ 

1.  Bollinger.  R.  E.,  et  al.:  J.  Kansas  M.  Soc. 
6i  :135  (March)  1960.  2.  Williams,  R.  H.:  Diabetes. 
New  York,  Paul  B.  Hoeber,  Inc.,  1960,  pp.  491,492. 
3.  Bradley,  R.  F. : Ann.  New  York  Acad.  Sc.  62 :513 
(Sept  25)  1959.  4.  Sherry,  S.,  et  al.z  Ann.  New 
York  Acad.  Sc.  71 :249  (July  10)  1957. 


Orinase 


.An  exclusive  methyl  “governor’* 
minimizes  hypoglycemia. 


^Trademark,  Reg.  U.  S.  Pat.  Off.  — 

tolbutamide,  Upjohn 

Copyright  1^1,  The  Upjohn  Company 
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STAPHCIILIN 

;odium  methicillm  (sodium  dimethoxyphenyl  penicillin)  FOR  INJECTION 


WIDESPREAD  EXPERIENCE 

[N  RESISTANT  ‘STAPH’  INFECTIONS 

affirms  the  clinical  significance  of  its  unique  property  of  virtually 

withstanding  destruction  by  staphylococcal  penicillinases' 


WIDESPREAD  EXPERIENCE 
IN  RESISTANT  ‘STAPH’  INFECTIONS 


ffirms  that  Staphcillin  is  free  from  such  toxic  hazards  as  hearing 
mpairment,  renal  damage,  and  blood  dyscrasias  characteristic 
/ other  antibiotics  active  against  resistant  staphylococci* 


STAPHCILLIN  THERAPY. . . 

Summary  of  response  in  staphylococcal  disease 

TYPE  OF  INFECTION 

Soft  tissue  infection 

Lower-respiratory 

(pneumonia,  empyema 
bronchitis,  lung  abscess) 

Osteomyelitis 

Septicemia 

Endocarditis 

(acute  & subacute) 

Genitourinary 

Upper  respiratory 

Enterocolitis 

CNS  (abscesses  and 
meningitis) 

Septic  arthritis 

433  349  25  26  33(7) 


*[S-satisfactory  response;  improved  or  cured]  [NC-no  change]  [i-indeterminate  response;  not  stated  or 
insufficient  data]  [D-died;  ( )-No.  of  deaths  due  to  infection;  other  deaths  were  due  to  causes  such  as 
coronary  thrombosis,  pulmonary  embolism,  terminal  carcinoma,  etc.] 

The  data  in  the  above  table  were  compiled  from  published  articles  and  reports  to 
The  Department  of  Clinical  Investigation  of  Bristol  Laboratories. 


Of  the  433  patients  included  in  this  summary,  256  received  one  or  more  of 
21  different  antibacterial  agents  prior  to  initiation  of  Staphcillin  therapy. 
Among  these  patients,  147  received  chloramphenicol,  72  received  erythromycin, 

34  received  kanamycin,  28  received  novobiocin,  28  received  vancomycin. 

The  two  major  reasons  given  for  discontinuing  other  antibiotics  were: 

1.  previous  antibiotic  was  ineffective;  2.  previous  antibiotic  demonstrated  toxicity. 


STAPHCILLIN . . . EFFECTIVE  IN 
LIFE-THREATENING  INFECTIONS 
CAUSED  BY  RESISTANT  STAPHYLOCOCCI 


Endocarditis,  Septicemia, 
and  Osteomyelitis 

A 10-year-old  boy  was  admitted  to  the 
hospital  on  August  11,  1960,  acutely  ill 
with  high  fever,  and  severe  pain  and  swell- 
ing of  the  right  knee,  right  thigh,  and  right 
elbow.  Six  days  before,  he  had  injured  his 
right  knee.  On  admission  he  had  a systolic 
murmur.  A short  time  later  cardiac  en- 
largement, slurring  of  speech,  and  ataxia 
of  the  right  arm  and  leg  developed.  Blood 
culture  revealed  an  abundant  growth  of 
coagulase-positive  staphylococci;  the  same 
organisms  were  later  identified  in  material 
drained  from  a large  abscess  surrounding 
part  of  the  right  femur,  which  was  de- 
nuded of  periosteum.  The  diagnosis  was 
acute  osteomyelitis,  septicemia,  and  endo- 
carditis caused  by  staphylococcal 
infection. 

Over  a period  of  7 weeks,  the  following  an- 
tibiotics were  administered,  but  were  dis- 
continued because  of  inadequate  improve- 
ment or  toxicity:  penicillin  G,  tetracy- 
cline, chloramphenicol,  kanamycin,  van- 
comycin, novobiocin,  erythromycin,  and 
ristocetin.  Staphcillin  was  started  on  Sept. 
29, 1960, 1 Gm.  I.M.,  q.  6 h.  (later  reduced 
to  3 Gm.  daily) , and  was  given  for  54  days. 
Shortly  following  initiation  of  this  ther- 
apy, he  became  afebrile,  and  there  was 
marked  clinical  improvement  thereafter. 
There  were  no  side  effects  from  Staph- 
cillin. As  of  March,  1961,  he  had  had  no 
recurrence  of  the  infection,  was  afebrile, 
had  gained  weight  and  the  ataxia  and 
speech  defect  had  almost  disappeared. 
There  was  residual  heart  murmur.  There 
were  signs  of  osteomyelitis  in  the  right 
femur  on  X-ray  examination. 

Cvant.  W.  E.i  Rsport  to  0«pt.  of  Clin. 

Invtst.,  Bristol  Laboratories. 


Empyema  and  Conci/rrenf 
Pseudomonas  Wound  Infection 
A 61-year-old  male  was  injured  in  an  auto- 
mobile accident.  He  was  operated  upon 
for  lacerations  of  the  spleen,  left  dia- 
phragm, pericardium,  and  left  ventri- 
cle. He  later  developed  a Staph,  aureus 
empyema  and  a Pseudomonas  aeruginosa 


abdominal  wound  infection.  Chloram- 
phenicol, erythromycin,  and  penicillin  G 
were  given,  but  discontinued  because  of 
inefficacy.  Staphcillin  was  then  admin- 
istered, 2 Gm.  q.i.d.,  for  30  days.  Poly- 
myxin B was  administered  concurrently 
for  the  Pseudomonas  infection.  The  con- 
dition was  improved,  with  apparent  elimi- 
nation of  all  infecting  bacteria. 

Hewitt,  W.  L.:  Report  to  Dept,  of  Clin. 

Invest.,  Bristol  Lsboretories. 

Pneumonia  following 
Laparotomy 

A 37-year-old  man  had  a laparotomy  per- 
formed at  which  acute  pancreatitis  was 
found.  Postoperatively,  he  developed  a bi- 
lateral staphylococcal  bronchopneumonia. 
The  organism  was  resistant  to  penicillin 
G.  Before  the  laboratory  tests  were  re- 
ported, he  had  been  given  massive  doses 
of  penicillin  G for  three  days  with  no  tem- 
perature response.  Staphcillin  was  given 
intravenously,  1 Gm.  every  four  hours, 
after  which  his  temperature  became  nor- 
mal in  48  hours,  “and  his  clinical  response 
was  most  gratifying.” 

Branch,  A.;  Rodger,  K.  C.;  Lee,  R.  W.,  and 
Power,  E.  E.;  Canad.  M.  A.  J.  83:991 
(Nov.  5)  1960. 


Enterocolitis  after 
Abdominal  Surgery 

A 65-year-old  woman  had  profuse  watery 
diarrhea  3 days  after  an  abdominal  opera- 
tion. She  became  acutely  ill,  with  a 
temperature  of  103*F.,  tachycardia,  leuko- 
cytosis, and  fluid  and  electrolyte  loss. 
Staphylococci  in  pure  culture  were  identi- 
fied on  stool  smear  and  culture.  Tetra- 
cycline, which  she  had  been  receiving 
since  operation,  was  discontinued,  and 
Staphcillin  (1.5  Gm.  every  6 hours)  admin- 
istered parenterally.  Within  48  hours  she 
was  afebrile,  and  the  diarrhea  had  sub- 
sided. Staphylococci  were  eliminated  from 
the  stool.  She  received  Staphcillin  for  8 
days,  and  was  discharged  as  well  on  the 
11th  postoperative  day. 

Rutenburg,  A.  M.;  Greenberg.  H.  L.,  and 
Scbweinburg,  F.  B.;  New  Eng.  j.  Med. 

2B3;1174(0ec.8)  1960. 


STAPHCILLIN... EFFECTIVE  IN 

SKIN,  SOFT  TISSUE  AND  BONE  INFECTIONS 

CAUSED  BY  RESISTANT  STAPHYLOCOCCI 


Persistent  Multiple  Boils 
A 58-year-old  male,  who  for  many  weeks 
had  suffered  from  multiple  boils  from 
which  resistant  staphylococci  were  iso- 
lated, was  treated  for  3 days  with  sodium 
methicillin,  1 Gm.,  q.  4 h.,  followed  by  1 
Gm.  q.  6 h.  for  another  3 days.  Previous 
treatment  with  chloramphenicol  and  ery- 
thromycin had  been  unsuccessful.  At  tbe 
end  of  the  6-day  period  there  was  complete 
resolution  of  all  the  boils,  and  the  patient 
was  discharged  from  the  hospital.  There 
has  been  no  recurrence. 

Knudsen,  E.  T.,  and  Rollnson,  G.  N.: 

Brit.  M.  J.  11:700  (Sept.)  1960. 


Cellulitis  and  Abscess 
A 22-year-old  male  was  treated  for  cellu- 
litis and  purulent  abscess  of  tbe  left  tbigh, 
resulting  from  a wound.  Staph,  aureus, 
resistant  to  penicillin  G,  was  isolated  from 
the  wound  tissue.  Penicillin  G,  tetracy- 
cline, and  erythromycin  proved  ineffec- 
tive. Staphcillin  was  then  administered  for 
17  days,  1 Gm.,  5 times  daily.  The  elimi- 
nation of  the  infective  organisms  was 
impressive. 

Bunn,  P.  A.:  Report  to  Dept,  of  Clin.  Invest., 

Bristol  Leboretories. 


Submandibular  Abscess 
A 24-year-old  man  was  suffering  from  a 
submandibular  abscess  secondary  to 
obstruction  and  infection  in  the  subman- 
dibular duct.  This  abscess  was  drained 
surgically  three  days  before  antibiotic 
therapy,  and  a heavy  growth  of  coagulase- 
positive  Staph,  aureus  was  cultured  from 
the  wound.  He  was  given  chloramphenicol 
(to  which  the  organism  was  reported  sen- 
sitive) for  7 days,  but  continued  to  have  a 
positive  culture.  Staphcillin  was  then 
given  intramuscularly  for  one  week.  The 
temperature  dropped  from  99.6*F.  to  nor- 
mal within  24  hours.  The  drainage  soon 
disappeared.  The  patient  recovered,  and 
was  discharged  from  the  hospital  two 
weeks  later  without  any  subsequent  anti- 
biotic treatment. 

Branch,  A.;  Rodger,  K.  C.;  Lee,  R.  W.,  and 
Power,  E.  E.:  Canad.  M.  A.  J.  83:991  (Nov.  5)  1960. 


Osteomyelitis  of  Femur  — 

Recurrent  for  3 Years 
A 42-year-old  woman  had  a recurrent 
osteomyelitis  of  the  left  femoral  shaft  for 
three  years.  Upon  this  admission  to  the 
hospital,  swelling,  heat  and  tenderness  of 
the  thigh  were  present.  Operation  revealed 
a purulent  abscess  extending  into  the 
medullary  bone.  Cultures  showed  Staph, 
aureus.  The  patient  was  treated  with 
Staphcillin  and  probenecid  for  6 days,  fol- 
lowing which  the  drainage  became  tem- 
porarily negative  for  staphylococci.  After 
an  interval  of  10  days,  a second  course  of 
the  same  treatment  was  started.  Eight 
days  later,  the  drainage  became  negative 
for  staphylococci,  and  subsequently  the 
incisions  closed.  The  patient  was  treated 
for  a total  of  35  days,  and  was  discharged 
as  symptomatically  improved.  She  was  re- 
admitted two  months  later,  and  was  again 
treated  with  8 Gm.  of  Staphcillin  and  IV2 
Gm.  of  probenecid  per  day,  for  three 
months,  with  recovery. 

Rlfklnd,  0..  and  Knight.  V.i  Report  to 
Dept,  of  Clin.  Invest.,  Bristol  Laboratories. 

Retropharyngeal  Abscess 
A 24-year-old  male  was  treated  for  a pre- 
vertebral,  retropharyngeal  abscess.  The 
infection  was  caused  by  Staph,  aureus, 
phage  type  80/81.  Tetracycline,  novobio- 
cin, and  vancomycin  were  only  partially 
effective.  Staphcillin  was  then  given  I.M., 
1 Gm.  6 times  per  day,  for  24  days.  The 
patient  was  cured.  There  was  a mild  local 
reaction,  at  the  site  of  injection. 

Thompson,  R.  A.:  Report  to  Dept,  of  Clin.  Invest., 

Bristol  Laboratories. 

Multiple  Carbuncles  and  Furunculosis 
A 53-year-old  male  orderly  with  multiple 
carbuncles  and  furuncles,  from  which 
staphylococci  resistant  to  penicillin  G 
were  cultured,  had  been  followed  as  an 
outpatient  for  five  weeks.  New  lesions 
occurred  in  different  areas,  from  which  the 
same  organisms  were  isolated.  Staphcillin 
was  given  intramuscularly,  1 Gm.  q.  6 h., 
for  seven  days.  Follow-up  cultures  were 
negative,  and  all  lesions  were  closed. 

Branch,  A.;  Rodger,  K.  C.;  Lee,  R.  W.,  and  Power, 

E.  E.:  Canad.  M.  A.  J.  83:991  (Nov.  5)  1960. 


TYPE  OF  INFECTION 


Soft  tissue  Infection 

lowor-rospiratonr 

(pneumonia,  empyema 
bronchitis,  lung  abscess) 

Osteomyelitis 

Septicemia 

Endocarditis 
(acute  & subacute) 

Genitourinary 

Upper  respiratory 

Entorocolitis 

CNS  (abscesses  and 
meningills) 

Septic  arthritis 


STAPHCILLIN  THERAPY. . . 

Summary  of  response  in  staphylococcal  disease 


'(S-satisfactory  response;  improved  or  curedl  (NC-no  change]  ((-indeterminate  response;  not  stated  or 
insufficient  data)  (D-died;  ( ]-No.  of  deaths  due  to  infection;  other  deaths  were  due  to  causes  such  as 
coronary  thrombosis,  pulmonary  embolism,  terminal  carcinoma,  etc.) 

The  data  in  the  above  table  were  compiled  from  published  articles  and  reports  to 
The  Department  at  Clinical  Investigation  of  Bristol  Laboratories. 


Of  the  433  patients  included  in  this  summary,  256  received  one  or  more  of 
21  different  antibacterial  agents  prior  to  initiation  of  StaphcilUn  therapy. 
Among  these  patients,  147  received  chloramphenicol,  72  received  erythromycin, 

34  received  kanamycin,  28  received  novobiocin,  28  received  vancomycin. 

The  two  major  reasons  given  for  discontinuing  other  antibiotics  were: 

1.  previous  antibiotic  was  ineffective;  2.  previous  antibiotic  demonstrated  toxicity. 


SUMMARY  OF 

SENSITIVITY 

STUDIES 

Published  data  and  reports  to 
the  Departnient  of  Clinical 
Investigation,  Bristol  Labora- 
tories, concerning  sensitivity 
of  staphylococci  to  Staphcillin 
are  summarized  to  date 
(March.  1961)  as  follows: 

Total  number  of  isolates  8,060 

No.  of  isolates  with  a 
Minimum  Inhibitory 
Concentration  (M.I.C.) 
of  6.25  mcg./ml.  or  less 
(45  investigators) 8,052 

No.  of  isolates  with  an 
M.I.C.  of  more  than  6.25 
mcg./ml.  (4  investiga- 
tors'. Jevons.Rutenburg, 

Katz.  Eichenwald) 8 

(0.09%) 

Blood  levels  well  over  12  meg./ 
ml.  are  commonly  reached  for 
limited  periods  following  the 
recommended  I.M.  or  I.V.  dos- 
age of  Staphcillin.  Many  infec- 
tions caused  by  strains  with  an 
M.I.C.  of  6.25  mcg./ml.  have 
responded  well  to  treatment 
with  the  recommended  dosage. 
The  rare  incidence  to  date  of 
strains  of  staphylococci  with 
an  M.I.C.  of  more  than  6.25 
mcg./ml.  is  shown  in  the  above 
summary  (0.09%  of  8,060  iso- 
lates). Only  in  the  future,  fol- 
lowing treatment  of  a suffi- 
cient number  of  such  cases, 
can  it  be  known  whether  they 
will  respond  to  Staphcillin, 
and  further,  what  the  highest 
M.I.C.  might  be  that  is  con- 
sistent with  good  clinical 
response. 


THE  ACTIVITY 
OF  STAPHCILLIN 
IS  VIRTUALLY 
UNAFFECTED  BY 
STAPHYLOCOCCAL 
PENICILLINASES 

The  width  of  the  clear  zones 
around  the  sensitivity  discs  in 
Figs.  1 and  2 shows  that 
Staphcillin  acts  against  this 
resistant  strain,  and  that  peni- 
cillin G has  little  or  no  effect. 
The  similarity  in  the  width  of 
the  zones  around  Staphcillin 
discs  in  the  light  and  heavy 
(increased  concentration  of 
penicillinase)  inocula  shows 
that  penicillinase-producing 
staphylococci  have  virtually  no 
effect  on  the  antistaphylococ- 
cal  activity  of  Staphcillin. 

The  clinical  effectiveness  of 
Staphcillin  against  penicillin 
G-resistant  staphylococci  is 
most  probably  related  to 
Staphcillin’s  demonstrated 
resistance  to  destruction  by 
penicillinase. 


CONCURRENT 
ANTIBIOTIC 
THERAPY  IN 
MIXED  OR 
SUPERINFECTIONS 

If  mixed  or  superinfectlonsr! 
due  to  Gram-negative  organ-  > 
isms  occur  during  Staphcillin 
therapy,  appropriate  measures 
should  be  taken.  Clinical  expe- 
rience reported  to  the  Depart- 
ment of  Clinical  Investigation,  ( 
Bristol  Laboratories  can  be  | 
summarized  as  follows:  One 
or  more  antibiotics  were 
employed  concurrently  with 
Staphcillin  in  the  treatment  of 
88  patients.  Of  these,  73 
improved,  and  there  was  no 
change  in  5.  There  were  10 
deaths,  all  of  which  were  unre- 
lated to  antibiotic  therapy;  e.g., 
coronary  thrombosis,  pul- 
monary embolism,  terminal 
carcinoma,  etc.  Among  the 
antibiotics  most  commonly 
used  with  Staphcillin  in  this 
series  of  88  patients  were  poly- 
myxin. colistin,  bacitracin,  i 
streptomycin,  kanamycin  and 
chloramphenicol. 


STAPHCILLIN 


Fig.  2 
Heavy 
Inoculum 


STAPHCILLIN 


STAPHCILLIN 

I sodium  methicillin  (sodium  dimethoxyphenyl  penicillin)  pgp  INJECTION 


I INDICATIONS;  Staphcillin  is  rec- 
!ommen(Ted  specifically  for 
, infections  caused  by  strains  of 
j staphylococci  susceptible  to  it 
I and  resistant  to  other  penicillins. 
When  laboratory  sensitivity  tests 
I suggest  that  the  staphylococci 
im'olved  in.an  infection  are  sus- 
i ceptible  to  Staphcillin  and  to 
I other  antimicrobial  agents,  selec- 
tion can  be  further  guided  by 
judgment  of  the  nature  of  the  in- 
fection, of  the  need  for  bacteri- 
cidal action,  and  by  considera- 
tions of  comparative  toxicity  and 
convenience  of  administration. 

SUCH  INFECTIONS  INCLUDE;  Shin 
and  soft  tissue  infections:  cellu- 
litis, wound  infections,  carbun- 
cles, pyoderma,  furunculosis, 
lymphangitis  and  lymphadenitis. 

I Respiratory  infections:  staphylo- 
coccal lobar  pneumonia,  broncho- 
pneumonia, or  lung  abscess  com- 
I bined  with  indicated  surgical 
: treatment. 

1 Other  infections:  staphylococcal 
j septicemia,  bacteremia,  acute  or 
subacute  endocarditis,  acute  os- 
■ teomyelitis  and  enterocolitis. 

I Infections  due  to  penicillin-sensi- 
tive staphylococci,  streptococci, 
pneumococci  or  gonococci,  should 
lie  treated  with  Syncillin  (potas- 
sium phenethicillin)  or  paren- 
teral penicillin  G,  rather  than 
with  Staphcillin.  Treponemal  in- 


fections should  be  trc'ated  with 
parenteral  penicillin  G. 

DOSAGE  AND  ADMINISTRATION; 
Intramuscularly  (deep  inlraglu- 
teal):  Adults  —The  usual  dose  is 
1 Gm.  every  4 to  6 hours.  Infants 
and  children  — 25  mg.  per  kg.  of 
body  weight  (api)roximately  12 
mg.  per  Ih.)  every  6 hours. 

Intravenously:  Adults  —The  us- 
ual do.se  is  1 Gm.  every  6 hours, 
using  50  ml.  of  sterile  saline  solu- 
tion at  the  rate  of  10  ml.  per 
minute. 

PRECAUTIONS:  Mild  skin  reac- 

tions, e.g.,  itching,  papular 
eruptions,  and  erythema  have 
occasionally  been  observed  dur- 
ing treatment  and  after  discon- 
tinuance of  therapy.  Patients 
with  histories  of  hay  fever, 
asthma,  urticaria,  and  previous 
sensitivity  to  any  penicillin  are 
more  likely  to  react  to  all  peni- 
cillins, and  the  possibility  of  ana- 
phylaxis should  be  kept  in  mind; 
epinephrine,  antihistamines,  and 
intravenous  corticosteroids 
should  be  available  for  emer- 
gency treatment.  Because  of  the 
virtually  complete  resistance  of 
Staphcillin  to  destruction  by 
penicillinase,  parenteral  B. 
cerrus  penicillina.se  may  not  be 
elTective  for  treatment  of  allergic- 
reactions.  If  superinfection  by 
Gram-negative  organisms  or 
fungi  occurs  during  Staphcillin 


therapy,  appropriate  measures 
should  be  taken. 

<5>  • ' 

SUPPLY:  Staphcillin  is  available 
in  1 Gm.  dry-filled  vials,  equiva- 
lent to  900  mg.  of  dimethoxy- 
phenyl penicillin  activity. 

References:  I.  Knox,  R.:  Brit.  M.J.  ii:690 
(Sopt.  3)  I960.  2.  Stewart,  G.  T.,  et  at.: 
Brit.  M.  J.  ii:694  (Sept.  3)  1960.  3.  Ro|- 
in.son.  G.  N.,  et  at.:  Ijincet  ii:564  (Sept. 

10)  1960.  4.  Rutenburg,  A.  M.,  et  at.: 

New  Eng.  ,J.  Med.  263:1174  (Dec.  8) 
1960.  .S.  Bunn,  P.  A.,  et  at.:  New  York  >1. 
Med.  60:3074  (Oct.  1)  1960.  6.  Branch, 

A.,  et  at.:  Canad.  M.  A.  J.  83:991  (Nov. 

5)  1960.  7.  Gourevitch,  A.,  et  at.:  Paper 
presented  at  Conlerence  on  Staphcillin  in 
the  Therapy  of  ‘Resistant'  Staphylococcal 
Disease.  .Sept.  7,  1960,  Stale  University  of 
New  York  College  of  Merlicine,  Syracuse, 
New  York.  8.  Ca.sson,  K.,  and  Lannon. 

,1.:  vide  supra.  9.  White,  A.  C.,  and 
Varga,  D.  T.:  vide  supra.  10.  Knight,  V.., 
and  Rifkind,  D.:  vide  supra.  11,  Douth- 
waite.  A.  H.,  and  Trafford,  J.  A.  P.: 
Brit.  M.  J.  11:687  (Sept.  3)  1960.  12.  Pin- 
dell,  M.  H.,  et  al.:  vide  supra.  13.  Smith, 

I.  M.,  and  Counts,  G.  W.:  vide  supra.  14. 
Hewitt.  W.  L.,  et  al.:  vide  supra. 

PROFESSIONAL  INFORMATION  SERV- 
ICE: Whenever  you  desire  addi- 
^tional  information  concerning 
clinical  experience  with  Bristol 
antibiotics,  you  may  avail  your- 
self of  the  services  of  the  Medical 
Department  of  Bristol  Labora- 
tories via  a collect  telephone  call 
to  New  York,  PLaza  7-8520,  or  | 
by  mail  to  the  Medical  Depart-  I 
ment,  Bristol  Laboratories,  630  I 
Fifth  Avenue,  New  York  20,  N.Y.  I 
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(A'k.injmycin  (B-tctracychne  pho'^ph.ite  complex)  (C-potassium  phenethicillin)  (D*sodium  methicillin)  Since  not 

all  strains  of  the  microorftamsms  listed  may  be  sensitive  to  a particular  antibiotic,  clinical  therapy  should  be  guided  by  In 
vitro  antibiotic  sensitivity  tests  whenever  possible.  *recommended  for  those  staphylococci  resistant  to  other  penicillins 


a breathing  spell  from  asthma 

Quadrinal 

a rapid  way  to  clear  the  airway 


• stops  wheezing 

• increases  cough  effectiveness 


• relieves  spasm 


In  chronic  disorders  associated  with  obstructed  respiration,  the  dependable  antispasmodic  and  expectorant 
action  of  Quadrinal  rapidly  clears  the  bronchial  tree.  Patients  breathe  more  easily  and  acute  episodes  of 
bronchospasm  are  often  eliminated.  Quadrinal  is  well  tolerated,  even  on  prolonged  administration.  The 
potassium  Iodide  in  Quadrinal  provides  an  expectorant  of  time-tested  effectiveness  and  safety. 


Indications;  Bronchial  asthma,  chronic  bronchitis, 
pulmonary  fibrosis,  pulmonary  emphysema. 

Quadrinal  Tablets,  containing  ephedrine  HCi  (24  mg.}, 
phenobarbital  (24  mg.),  ‘Phyllicin’*  (theophylline-calcium 
salicylate)  (130  mg.),  and  potassium  iodide  (0.3  6m.). 

Also  available  — 

a new  Quadrinal  dosage  form  with  taste-appeal  for  all  age  groups: 
fruit-flavored  QUADRINAL  SUSPENSION  (1  teaspoonful  = 1/2  Quadrinal  Tablet) 

KNOLL  PHARMACEUTICAL  COMPANY,  orange,  new  jersey 

‘Quadrinal,  Phylllcln?> 


in  strains 


or  sprains 


VARIDASE 


STREPTOKINASE-STREPTODORNASE  LEDERLE 

buccal  tablets 


^ can  make  a 
r-  ^difference  to 
yourpatientj 
reduce  recovery 
time/add 
comfort  to 
convalescence 


VARIDASE  stimulates  early  fibrinolysis  to  reduce 
inflammation,  swelling  and  pain.  Natural  regenera- 
tive factors  penetrate  the  site  to  accelerate  healing. 
A faster  return  to  functional  ability  follows  a more 
comfortable  convalescence— a world  of  difference  to 
your  patient. 

Precautions:  VARIDASE  has  no  adverse  effect  on 
norma/  blood  clotting.  Care  should  be  taken  in  patients 
on  anticoagulants  or  with  a deficient  coagulation  mech- 
anism. When  infection  is  present,  VARIDASE  Buccal 
Tablets  should  be  given  in  conjunction  with  antibiotics. 
Dosage:  One  buccal  tablet  lour  times  daily  usually  for 
five  days.  To  facilitate  absorption,  patient  should  delay 
swallowing  saliva. 

Supplied:  Each  tablet  contains  10,000  Units  Strepto- 
kinase, 2,500  Units  Streptodornase.  Boxes  of  24  and 
100  Tablets. 


THESE  673,000 
PEOPLE  IN 
NEW  YORK  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness— everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
New  York  there  are  at  least  673,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  RACK; 

LBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period.  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


LIBRIUM®  Hydrochloride  — 7 -chloro-^-me  thy  la  mine- 
5-phenyl<3H*1.4-benzodiazepir^e  4-oxide  hydrochloride 


ROCHE 

LABORATORIES  Division  of  Hoffmann*La  Roche  Inc 
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introducing. . . nutritional  support 
in  convenient,  tasty,  liquid  form 
to  supplement  inadequate  diets . . . 
to  replace  skipped  meals 


Nutramenf 

• HAND 

nutritionally  complete  food 

a niitritiouff  meal,  ready  to  drink 


nutritional  support  is  often  needed  for: 
careless  or  irregular  eaters— 'n\\o  skip  breakfast  or 
lunch  or  do  not  eat  properly  because  of  busy  sched- 
ules or  faulty  eating  habits. 

children— who  need  increased  basic  nutrients  during 
convalescence'  or  during  difficult  feeding  periods, 
such  as  after  tonsillectomies,- 

adolescents  — who  require  nutritional  support  be- 
cause of  growth  needs  and  poor  dietary  selection.® 

pregnant  patients— who  often  require  sound,  easily 
tolerated,  and  convenient  nutritional  supplemen- 
tation during  pregnancy  and  lactation.® 

geriatric  patients  and  others— who  cannot  or  will  not 
maintain  proper  nutrition  because  of  poor  dentition, 
faulty  eating  habits,  or  lack  of  interest  in  eating.® 

hospital  patrewts— Nutrament  liquid  can  serve  as  an 
excellent  and  convenient  source  of  nourishment. 

and  in  Oral,  Dental  or  Surgical  conditions— which 
interfere  with  or  prevent  consumption  of  solid  food. 

readily  accepted  by  patients 
Nutrament  liquid  i-equires  no  special  preparation. 
Smooth  texture  and  appealing  taste  of  Nutrament 
make  it  readily  acceptable.  Equally  delicious  served 
hot  or  cold.  Nutrament  also  has  a high  satiety  value. 

supplied 

In  I2V2  tl.  oz.  cans,  chocolate  and  vanilla  flavors. 
Conveniently  a\^ailable  at  drug  and  food  stores. 


offers  a scientificallij  balanced  ratio  of  carbohydrate, 
protein,  and  fat.  Each  I2V2  fl.  oz.  can  of  Nutrament 
liquid  provides  400  calories.  Caloric  distribution : 
protein— 20%  (20  Gm.) ; carbohydrate— 50%  (50  Gm.) ; 
fat-30%  (13.3  Gm.):  plus  the  following  vitamins 
and  minerals: 


Vitamin  A (U.S.P.  Units). . 

% MDR 
1250  30 

Vitomin  E (Int.  Units) 

. 2.5 

Vitamin  0 (U.S.P.  Units).  . 

125 

30 

Pyridoxine,  mg 

. 0.4 

Vitamin  C,  mg 

50 

166 

Vitomin  Bj2/  n^tg 

. 0.5 

Thiamine,  mg 

0.5 

50 

Calcium  pontothenote,  mg.  . 

. 2 

Riboflovin,  mg 

0.6 

50 

Sodium,  Gm 

. 0.2 

Niacinomide.  mg 

5 

50 

Potossium,  Gm 

. 0.9 

Calcium,  Gm 

0.5 

67 

Copper,  mg 

. 0.5 

Phosphorus,  Gm 

0.4 

53 

Manganese,  mg 

Iron,  mg 

4 

40 

Fiber,  Gm 

. 0.55 

Iodine,  meg.  

60 

60 

ittffrcdients:  Whole  milk,  skim  milk,  sugar,  soy  flour,  Dextri-Maltose® 
(maltose  and  dextrins  derived  from  enzymic  action  of  choice  barley  malt 
on  selected  corn  flour),  starch,  chondrus  extract,  sodium  alginate,  vitamin  A 
palmitate,  calciferol,  sodium  ascorbate,  thiamine  hydrochloride,  niacinamide, 
ferrous  sulfate,  sodium  iodide,  d*alpha*tocopheryl  acetate,  pyridoxine  hydro* 
chloride,  cyanocobalamin,  calcium  pantothenate,  salt,  cupric  carbonate, 
manganese  sulfate,  cocoa  and/or  imitation  vanilla  flavor. 

references:  (1)  Nelson,  W.  E.:  Textbook  of  Pediatrics,  ed.  7,  Philadel- 
phia, W.  B.  Saunders  Company,  pp.  231-233,  1959.  (2)  Parrott.  R.  H., 
and  Nelson,  W.  E.:  ibid.,  p.  759.  (3)  Johnston,  J.  A.:  Ann.  New  York 
.Acad.  Sc.  ffP:881-901  (Jan.  10)  1958.  (4)  Burke,  B.  S.,  and  Kirkwood. 
S.  B.,  in  Greenhill.  J.  R:  Obstetrics,  ed.  12,  Philadelphia,  W.  B. 
Saunders  Company.  1960,  pp.  126-131.  (5)  Skillman,  T.  G.;  Hamwi, 
G.  J.,  and  May,  C.:  Geriatrics  /5:464-472  (June)  1960.  »7osi 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Fine  Medium  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  the  more  acute  cases. 


Brasivol  has  a gentle,  graded  abrasive 
action  that  attacks  the  acne  lesion 
simply  and  directly.  Helps  open 
plugged  pores,  reduce  pustules  and 
blackheads,  control  oiliness. 
Outstanding  success  on  thousands 
of  acne  cases.  Brasivol  (pat. 
pend.)  contains:  mild  abrasive 
(AI2O3),  hexachlorophene 
1%,  drying  soap-and- 
detergent  base. 

Write  for  samples  and  literature. 


Logical  Dermaiologicah — since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N ,Y, 

Canada:  WinleyMorria  Co.,  Ltd.,  Montreal  21 


( STIEFEir) 


in  certain  countries  Brasivol  available  as  DENCO-BRAS^^ 


THE  SILVER  HILL  FOUNDATION 

New  Canaan,  Connecticut 
announces 

THREE-YEAR  RESIDENCY  TRAINING 
PROGRAM  IN  PSYCHIATRY 

Approved  by  the  American  Medical  Associa- 
tion and  the  American  Board  of  Psychiatry 
and  Neurology. 

Affiliated  with  Departments  of  Psychiatry  and 
Neurology  of  the  College  of  Physicians  and 
Surgeons,  Columbia-Presbyterian  Medical 
School,  New  York  City. 

1st  year  spent  at  Medical  Center,  New  York, 
N.  Y.  2nd  and  3rd  years  at  Silver  Hill,  New 
Canaein,  Connecticut.  Applicants  also  con- 
sidered who  have  completed  one  year  or  more 
of  training  elsewhere  for  our  second  or  third 
year  program. 

Emphasis  placed  on  training  of  physicians  for 
private  practice  of  psychiatry,  under  ejcperi- 
enced  preceptors.  Board  Diplomates,  with 
teaching  background. 

Generous  compensation,  opportunities  for 
permanent  staff  appointment.  Only  outstand- 
ing applicants  accepted. 

For  further  information  and  application  form, 
write:  William  B.  Terhune,  M.D.,  Medical 

Director,  The  Silver  Hill  Foundation,  Box  1 177, 
New  Canaan,  Connecticut. 


INDEX  TO  ADVERTISERS 


Ames  Company,  Inc.  .;ir(l  cover 


Breon  Laboratories . . 2370 

Brigham  Hall 2509 

Bristol  Laboratories 2372,  2373.  2374,  2375,  2376,  2377 


Chicago  Pbarniacal  Company 2ncJ  cover 


Edward  Dalton  Company,  Div.  Mead  Johnson  & Co.  2381 


Desitin  Chemical  Company 238(, 

Eaton  Laboratories.  2391 

General  Electric  Company . . . 2388 

Geriatric  Pharmaceutical  Corp  250.5 

Holbrook  Manor  2.509 


Kirsch  Beverage  Company 2384 

Knoll  Pharmaceutical  Company  . 2378 

Lakeside  Laboratories 2398 

Lederle  Laboratories,  Div.  Amer.  Cyanamid  Co 2379 

Eli  Lilly  & Company 2392 

Lloyd  Brothers,  Inc 2357 

Loma  Linda  Food  Company 2.50.3 

Mandl  School . 2509 

Mead  Johnson  Laboratories 4th  cover 

Medical  Credit  Protection  & Collection  .Assoc.  . 2.509 


Parke  Davis  & Company  2358-2359 

Pinewood 2509 


Hiker  Laboratories 2361 

A.  H.  Robins  Company,  Inc 2369 

Roche  Laboratories,  Div.  of  Hoffmann-La  Roche 

Inc 2380 

.1.  B.  Roerig  & Company.  . 2367,2383 


St.  Vincent’s  Hospital.  . 2505 

Schieffelin  & Company . 2509 

G.  D.  Searle  & Company . 2397 

Sherman  Laboratories. ...  2387 

The  Silver  Hill  Foundation 2382 

E.  R.  Squibb  & Sons,  Div.  Mathieson  Chemical  Co.. 2389,  2512 

Standard  Pharmaceutical  Co.,  Inc 2,509 

Stiefel  Laboratories  2382 


Twin  Elms  2509 


Upjohn  Company  2371 


Wallace  Laboratories . . .2385,2390 

Warren- Teed  Company . 2366 

West  Hill 2509 

Winthrop  Laboratories  2363 


2882 


h 


pw  would  you  design 
a tranquilizer 
specifically  for  the 
tense  working  adult? 


wouldn’t  you  see  how  closely  these  atarax 
want  it  to  be : advantages  meet  your  standards 

versatile  and  atarax  . . was  used  in  higher-than-usual  dosages  (200  to  1600  mg. 

remarkably  daily) Because  of  its  clinical  efficacy  and  lack  of  toxicity,  [atarax]  is 

well  tolerated  useful  to  both  the  psychiatrist  and  the  general  practitioner ”2 


efficacious 


“ hydroxyzine  [atarax]  is  of  considerable  therapeutic  value  in  the 

treatment  of  psychoneurosis. . . .”  Most  patients  “. . . with  commonly  en- 
countered neuroses  such  as  anxiety  states  occurring  in  business  executives, 
in  laborers  dissatisfied  with  their  jobs,  in  patients  experiencing  emotional 
upheavals  caused  by  disturbed  family  situations,  and  in  those  with  asso- 
ciated organic  disease  ...”  were  treated  successfully.! 


calming,  seldom 
impairing 
mental  acuity 


Working  adults  “. . . seldom  experience  drowsiness  or  impairment  of  in- 
tellectual function  with  therapeutic  doses.”3 


Nor  is  that  all  that  ATARAX  has  to  offer.  In  one  of  the  most  crippling  mani- 
festations of  anxiety— alcoholism— ATARAX  controls  both  acute  and  chronic 
stages  without  risk  of  injury  to  already  damaged  livers.4  In  fact,  though 
outstandingly  useful  in  working  adults,  atarax  equally  well  meets  the 
needs  of  disturbed  pediatric  and  geriatric  patients  (because  of  its  usual 
lack  of  toxicity  and  convenient  syrup  form).  Why  not  extend  its  benefits 
to  all  your  tense  and  anxious  patients? 


Dosage:  For  adults:  25  mg.  t.i.d.  to  100  mg.  q.i.d.  For  children:  under  6 years, 
50  mg.  daily;  over  6 years,  50-100  mg.  daily;  in  divided  doses.  Supplied:  Tablets 
10  mg.  and  25  mg.,  in  bottles  of  100  and  500.  Tablets  100  mg.,  in  bottles  of  100. 
Syrup  2 mg./cc.,  in  pint  bottles.  Also  available:  Parenteral  Solution.  Prescrip- 
tion only. 

References:  1.  Garber,  R.  C.:  J.  Florida  M.  A.  45:549  (Nov.)  1958.  2.  Lipton, 
M.  I.:  Pennsylvania  M.  J.  54:60  (Jan.)  1961.  3.  Ayd,  F.  J.,  Jr.:  Psychotropic 
Drugs,  S.  Garattini  and  V.  Ghetti,  eds..  New  York,  Elsevier  Publishing  Co.,  1957, 
p.  548.  4.  McGettigan,  D.  L.:  West.  Med.  1:8  (Jan.)  1960. 
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(brand  of  hydroxyzine  HCI) 


PASSPORT 
TO  TRANQUILITY 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


VITERRA  Capsules— Tastitabs 
Therapeutic  Capsules  for 
vitamin-mineral  supplementation 
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Prescription 
for  refreshment 


NO  SUGAR, 

NO  SALT... 

ABSOLUTELY 

NON-FATTENING! 


Flavorful  NO-CAL  Beverages  add  spar- 
kle to  dull  diet  regimens  . . . provide  that 
extra  measure  of  pleasure  for  dieters. 

NO-CAL  is  America’s  first  sugar-free 
soft  drink.  Sweetened  with  calcium  cy- 
clamate  . . . NO-CAL  contains  no  sugai-, 
no  salt,  no  fats,  proteins  or  carbohy- 
drates, no  calories  derived  therefrom. 

NO-CAL  is  completely  safe  for  dia- 
betics and  dieters.  It’s  the  carbonated 
beverage  that  you  can  prescribe  with 
complete  confidence. 

9 Delicious  Flavors  including  New  NO-CAL 
Quinine  Water  plus  Salt-free  Club  Soda 


KIRSCH  BEVERAGES,  INC.  Brooklyn  6,  N.  Y. 
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For  the 
irritable 
G.L  tract 

Milpath  acts  quickly  to  suppress  hypermotility, 
hypersecretion,  pain  and  spasm,  and  to  allay 
anxiety  and  tension  with  minimal  side  effects. 

AVAILABLE  IN  TWO  POTENCIES 

MILPATH-400— Yellow,  scored  tablets  of  400  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 tablet  t.i.d.  at  mealtime  and  2 at  bedtime. 

Ml LPATH-200— Yellow,  coated  tablets  of  200  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 or  2 tablets  t.i.d.  at  mealtime  and  2 at  bedtime. 

Milpath 

®Miltown  -j-  anticholinergic 

WALLACE  LABORATORIES  Cranbury,  N.  J. 
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i'll 

than  just  vitamins  A and  D I 


DESITIir 

ointment 


also  provides 

unsaturated  fatty  acids  as  \vell  as  the  vitamins  A and  D (of  high  grade 
Norwegian  cod  liver  oil)— essential  to  skin  health  and  integrity 

and  ingredients  that  are  emollient,  lubricant,  gently  astringent,  protective, 
and  aid  tissue  repair  (zinc  oxide,  talcum,  petrolatum  and  lanolin) 

in  a smooth  creamy  ointment  so  processed  that  one  application  of  Desitin 
soothes,  protects,  and  promotes  healing  for  hours  in . . . 

diaper  rash 
wounds 
burns 
ulcers 

(decubitus,  diabetic,  varicose) 

intertrigo 

^(U/Up^JtA  Please  write . . . DESITIN  CHEMICAL  COMPANY 

* 812  Branch  Avenue,  Providence  4,  R.  I. 
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PROTAMIOr 


provides  rapid  reiief 

Relief  of  inflammatory  radicular  pain,  including  herpes  zoster,  is 
prompt  when  Protamide  is  administered  early^-^  in  the  course  of 
the  disease.  More  important,  recovery  usually  follows  in  three  to 
six  days,  with  prompt  response  even  in  ophthalmic  herpes  zoster.^ 
Published  studies  suggest  that  Protamide  acts  as  a direct  sup- 
pressant of  neuritis  due  to  acute  inflammation  of  the  nerve  root. 
In  such  disorders,  the  response  to  early  treatment  with  Protamide 
is  sufficient  to  be  diagnostic  in  inflammatory  neuritis.®-"* 

Protamide— an  exclusive  denatured  colloidal  enzjmie  prepara- 
tion, virtually  safe  and  painless— not  foreign  protein  therapy. 
One  ampul  I.M.  daily  for  2 to  5 days  usually  relieves  pain 
completely  in  patients  treated  early. 


SUPPLIED;  boxes  of  10  ampuls  (1.3  cc.).  For  detailed  information, 
refer  to  PDR,  page  731,  or  write  to  our  Medical  Department. 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med. 
(Aug.  20)  1952,  pp.  16-19.  3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer, 
H.  G.,  and  Lehrer,  0.  R.:  Northw.  Med.  (Nov.)  1955.  5.  Sforzolini.  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959. 


Detroit  11,  Michigan 


" \Y  FOLLOW-UP 
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4 4 , time  after  time,  Patrician  “200”  guarantees 
x-ray  exposures  exactly  as  you  dial  them 


In  periodic  patient  follow-up,  you 
really  come  to  appreciate  the  meaning 
of  “True-to-Dial”  accuracy  with  the 
G-E  Patrician  “200”  combination.  Film 
comparison  is  easier  because  of  guar- 
anteed consistent  x-ray  output.  Per- 
formance holds  predictably  from  range 
to  range  . . . even  from  one  G-E  unit 
to  another!  And  with  it  you  get  so 
many  more  Patrician  features:  full-size 
81"  tilting  table  . . . independent 
tube-stand  . . . counterbalanced,  not 
counterpoised,  fluoroscopic  screen  or 
spot-film  device  . . . radiation  confined 
to  screen  area  by  automatic  shutter 


limiting  device  . . . economy  of  pur- 
chase and  operation. 

You  can  rent  the  Patrician.  G-E  Maxi- 
service® plan  provides  an  attractive 
alternative  to  outright  purchase.  In- 
cluded, for  a convenient  monthly  fee, 
are  installation,  maintenance,  parts, 
tubes,  insurance,  local  taxes.  Contact 
your  G-E  x-ray  representative  listed 
below  for  details. 


T^greis  k Our  Moif  Important  Product 

GENERAL^  ELECTRIC 


DIRECT  FACTORY  BRANCHES 

ALBANY 

8 ColTia  Avc.  • IVaoboc  9-4776 
BUFFALO 

960  Busei  Ave.  • TT  J-5425 
EAST  SYRACUSE 
1937  Teill  Atc.  • HEmpsecad  7-8438 
NEW  YORK 

lainR  Island  Cit,,  41-15  27th  St.  • EXeter  2-5500 
ROCHESTER 

75  Collref  Avc.  • GRetnScId  3-9930 


RESIDENT  REPRESENTATIVES 
BINGHAMTON 

W.  Gorski,  11  Beoaett  Atc.  • RA^fflond  4-8471 

ELMIRA 

V.  D.  Graham,  96  CIcTclaod  Arenuc  • RE/;cnt  2-7989 

SARANAC  LAKE 

Martin,  24  Birch  St.  • Phone  2049 
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' longer-acting,  fewer  injections 

, for  fetal  salvage  with  no  androgenic  effect 

DEIAIUTIN 

Squibb  Hydroxyprogpsteronp  Caproate  Long-acting  Progestational  Therapy 


Delalutin  offers  these  advantages  over  other 
progestational  agents:  Significantly 
improved  rate  of  fetal  salvage'"^  ■ No  viril- 
izing effect  on  female  fetus  or  mother 

■ High,  sustained  hormonal  level  in  the 
uterine  muscle  and  mucosa''—  high  enough 
even  to  replace  an  excised  corpus  luteum* 

■ Absence  of  local  tissue  reactions\ 
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Days  following  injection 


Soma  relieves  stiffness 
—stops  pain,  too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


Put  your 
low-back  patient 
back  on  the  payroll 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
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The  muscle  relaxant  with  an  independent  pain-relieving  ac  n 


(carisoprodol,  Wali\e 


Wallace  Laboratories,  Cranbury,  New  Jei» 
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NOW. . . A COSMETICALLY  SUPERIOR  CREAM  CONTAINING  THE 
MOST  WIDELY  PRESCRIBED  SINGLE  TOPICAL  ANTIBACTERIAL 


FURACINTOPICAL  CREAM 

brand  of  nitrofurazone 

IN  A CONVENIENT  1 OZ.  Rx  SIZE  ■ For  treatment  of  topical  infections 

such  as:  impetigo,  pustular  acne,  furunculosis,  ecthyma,  infected  cutaneous 
ulcers,  abrasions,  lacerations  ■ For  prevention  and  treatment  of  infections 
associated  with  irradiation  or  surgical  removal  of  external  malignant  growths 
■ Particularly  suitable  for  postoperative  anal,  rectal  or  pilonidal  cyst  wounds 


■ broad  bactericidal  range  includes  certain  stubborn  staphylococcal  strains 

■ has  not  induced  significant  bacterial  resistance  ■ nontoxic  and  nonirritating 

■ does  not  retard  epithelization  ■ low  sensitization  rate  ■ stable  and  long-act- 
ing, even  in  exudates 

Furacin  ■ Topical  Cream,  1 oz.  (28  Gm.)  tube  ■ Soluble  Dressing,  1 oz.  (28 
Gm.)  tube  ■ Furacin-HC  Cream  (with  hydrocortisone),  5 and  20  Gm.  tubes 

■ and  other  special  formulations  for  every  topical  need 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  N . Y 
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^New  Product  Announcement 


a significant 
achievement  in 
corticosteroid  research 


(paramelhasone  acetate,  Lilly) 


/flscutapius 


Haldrone  is  a potent  synthetic  corticosteroid  with  marked  anti- 
inflammatory activity.  In  steroid-responsive  conditions,  it  pro- 
vides predictable  anti-inflammatory  effects  with  a minimum  of 
untoward  reactions.  Gratifying  response  has  been  observed  ini 
patients  transferred  from  other  corticosteroids  to  Haldrone.  There 
is  relatively  little  adverse  effect  on  electrolyte  metabolism.  With 
Haldrone,  sodium  retention  is  unlikely,  psychic  effects  are  mini- 
mal, and  there  appears  to  be  freedom  from  muscle  weakness  and 
cramping. 

25  mg. 
20  mg. 
5 mg. 

4 mg. 
0.75  mg. 

Although  the  incidence  of  significant  side-effects  is  low,  the  usual 
contraindications  to  corticosteroid  therapy  apply  to  Haldrone. 


Haldrone,  2 mg., 
is  approximately 
equivalent  to 


Cortisone 

Hydrocortisone 

Prednisone  or  prednisolone 
Triamcinolone  or 

methylprednisolone  . . 
Dexamethasone 


Supplied  in  bottles  Tablets  Haldrone,  1 mg..  Yellow  (scored) 
oj  30,  100,  and  500  Tablets  Haldrone,  2 mg.,  Orange  (scored) 


ELI  LILLY  AND  COMPANY  - INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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4 Light  in  the  Clearing 


In  1948  the  University  of  California’s  Hast- 
ings College  of  Law,  perennially  faced  with 
the  problem  of  building  a high  level  faculty, 
adopted  the  policy  of  appointing  to  its  full- 
time staff  only  men  sixty-five  years  of  age  or 
over.  The  Hastings  faculty  is  made  up  of 
distinguished  scholars  and  teachers  retired 
by  other  law  schools.  It  has  grown  to  be- 
(;ome  the  largest  law  school  west  of  St. 
Louis,  and  its  graduate  body  has  one  of  the 
highest  records  of  achievement  in  the 
country.  The  outstanding  success  of  Hast- 
ings, attributable  largely  to  its  sixty-five 
and  over  faculty  recruitment,  demonstrates 
the  ability  of  older  professional  persons  to 
continue  to  make  an  important  contribu- 
tion as  teachers. 

This  experience  adds  evidence  to  the  kind 
of  opportunities  that  exist  for  more  effective 
utilization  of  older  professional  and  scien- 


tific personnel. 

Our  municipal  and  state  hospitals  are  in 
the  dire  straits  that  Hastings  was  in  thir- 
teen years  ago.  Could  not  a similar  prin- 
ciple of  enlightenment  be  applied?  The  re- 
cruitment of  medical  talent  where  retire- 
ment has  been  mandated  could  be  a profit- 
able venture  for  all  concerned.  For  the 
institution  there  would  be  a seasoned, 
knowledgeable  nucleus  whose  leadership 
would  draw  the  apprentices,  who  in  turn 
would  fill  the  gaps  in  service.  For  the  in- 
dividual there  would  be  that  prolonging  of 
usefulness  so  important  to  the  deceleration 
of  life. 

We  are  as  wasteful  and  heedless  of  our 
human  resources  as  we  are  of  our  material 
resources.  In  the  face  of  overriding  need 
we  should  use  our  medical  substance  to  the 
full. 


Nursing  Goal  Still  Out  of  Reach 


Figures  recently  published  by  the  National 
League  for  Nursing  show  that  the  ratio  of 
professional  nurses  employed  full  time  in  the 
country  during  1960  was  231  per  100,000 
population.  This  is  far  short  of  the  mini- 
mum goal  which  is  set  at  300  per  100,000. 

The  capacity  of  a nursing  school  depends 
in  part  on  the  number  of  its  qualified 
teachers.  While  baccalaureate  and  asso- 
ciate degree  programs  showed  a rise  from 
previous  years,  they  still  comprise  only  17 
per  cent  of  the  total.  If  this  could  be  raised 
to  near  25  per  cent,  the  situation  as  far  as 
teaching  is  concerned  would  look  brighter. 
With  more  teachers  the  schools  can  accept 


more  applicants.  It  is  encouraging  to  note 
that  in  1960  the  1,152  nursing  programs  in 
the  country  admitted  49,787  new  students, 
an  increase  of  about  2,000  over  the  47,797 
who  entered  in  1959. 

Physicians  have  the  opportunity  and  the 
obligation  to  speak  up  for  nursing  as  a 
career.  They  know  the  importance  of  good 
nursing. 

Hospital  service  would  be  merely  hotel 
service  without  the  combined  skills  of  medi- 
cine and  nursing.  Let  us  never  miss  a 
chance  to  speak  up  for  nursing  as  a career, 
and  particularly  let  us  be  on  the  watch  for 
likely  nursing-teaching  candidates. 


Time  ripens  all  things;  no  man  is  bom  wise. — Cervantes 
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Address  by  Mr.  Bernard  M.  Baruch 


In  asking  me  here  today  you  have  given  me, 
hrst,  an  opportunity  to  pay  tribute  to  a 
remarkable  institution  and  to  its  founder, 
and,  second,  a chance  to  say  how  much  1 
admire  you  who  are  being  graduated  today. 
In  a world  which  seems  filled  with  insuper- 
able problems,  where  self-pity  is  so  prevalent, 
where  nations  as  well  as  individuals  want 
others  to  do  for  them  what  only  they  can 
do  for  themselves,  you  are  an  inspiration 
and  example.  You  have  faced  terrible 
problems  and  have  known  many  dark  hours, 
but  you  have  had  the  courage,  the  will 
power,  the  faith  to  overcome  them.  You 
have  worked — I know  how  hard  you  have 
worked — and  you  have  triumphed  over 
your  handicaps.  You  have  a right  to  be 
proud  of  yourselves. 

My  father,  who  was  a doctor  and  a pioneer 
in  physical  medicine  and  rehabilitation, 
used  to  say  that  there  are  no  incurable  dis- 
eases— only  diseases  for  which  cures  have  not 
yet  been  found.  This  is  the  underlying  prin- 
ciple in  the  work  of  rehabilitation.  There  is 
no  handicap,  no  disability  which  cannot  be 
largely  overcome. 

You  bear  witness  to  this  fact,  and  so  does 
the  history  of  this  remarkable  Institute. 
For  forty-four  years  now  the  Institute  for 
Crippled  and  Disabled  has  been  helping 
men,  women,  and  children  from  every  walk 
of  life  to  overcome  their  disabilities  and  to 
lead  useful,  productive,  independent  lives. 
In  these  years,  more  than  five  thousand  peo- 
ple have  been  honored  with  awards  and  di- 
plomas as  you  are  being  honored  today,  and 
more  than  seventy  thousand  have  been  the 
direct  beneficiaries  of  the  Institute  program 
of  treatment.  Equally  important,  the  Insti- 
tute has  served  as  a model  for  many  other 
centers  and  has,  through  its  teaching  and  re- 
search programs,  contributed  enormously  to 
the  progress  which  has  been  made  in  re- 
habilitative medicine. 

Text  of  the  address  given  by  Mr.  Bernard  M. 
Baruch  at  the  Commencement  Exercises  of  the  Insti- 
tute for  the  Crippled  and  Disabled.  New  York  City, 
Thursday,  June  1,  1961. 


Many  people  owe  much  to  the  Institute 
and,  though  he  would  be  the  last  to  admit  it. 
to  the  man  who  founded  it,  guided  it,  anil 
supported  it  these  more  than  forty  years. 
There  are  few  men  who  have  done  so  much 
good  for  their  fellow  man — and  have  done  it 
so  unassumingly — as  my  good  friend  Jere- 
miah Milbank.  It  was  to  his  vision  that  we 
owe  the  establishment  of  the  Institute.  His 
generosity  has  helped  support  it  over  the 
years,  and  he  has  given  unstintingly  of  his 
time  and  energy.  Now,  he  has  capped  a life- 
time of  devotion  to  the  Institute  and  its 
work  by  making  possible,  in  association  with 
his  late  brother,  Dunlevy,  the  erection  of  a 
new  building  which  will  double  the  facilities 
of  the  Institute.  This  new  building  is  given 
in  memory  of  their  parents,  but  it  will  al- 
ways be  a monument  to  Mr.  Milbank  and  his 
brother  and  to  the  humanitarian  spirit  which 
has  motivated  them. 

The  expansion  of  the  Institute  which  Mr. 
Milbank  is  making  possible  continues  the 
program  which  was  marked  some  years  ago 
by  the  affiliation  of  the  Institute  with  New 
York  University.  This  affiliation  has  been 
beneficial  to  both  institutions  and  to  the  pub- 
lic, making  possible  better  care,  improved 
training,  and  broadened  research.  It  is  an 
example  of  the  kind  of  cooperation  which  is 
required  in  the  field  of  rehabilitation.  There 
are  many  worthy  organizations  involved  in 
various  aspects  of  this  work,  but  there  is  also 
a good  deal  of  overlapping  and,  sometimes, 
competition.  I hope  that  we  will  be  able  to 
encourage  some  of  these  organizations  to  en- 
ter into  the  kind  of  cooperative  relationship 
which  exists  between  the  Institute  and  New 
York  University.  I think  it  would  be  very 
useful  to  establish  a national  central  clear- 
inghouse through  which  all  these  organiza- 
tions could  exchange  information  and  share 
with  each  other  the  fruits  of  their  experi- 
ments and  experience. 

For  many,  many  years  I have  been  preach- 
ing the  gospel  of  rehabilitation,  trying  to 
build  up  public  understanding  and  support, 
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and  trying,  particularly,  to  enlist  the  support, 
of  employers.  But  in  this  work  you  are  the 
best  missionaries.  For  as  I have  said,  you 
are  the  proof  of  the  good  that  rehabilitative 
programs  accomplish.  You,  who  go  back  to 
work,  demonstrate  to  employers  how  eco- 
nomically sound  it  is  to  hire  the  so-called 
handicapped  workers.  The  truth  is  that 
graduates  of  the  Institute  and  of  similar  cen- 
ters have  been  trained  to  do  some  of  the  most 
precise  and  technical  kinds  of  work,  and  to  do 
it  as  efficiently  as  anyone  else.  The  so- 
called  handicapped  have  proved  to  be  among 
the  most  reliable  and  productive  of  all  em- 
ployes. As  you  bring  this  fact  home  to 
more  and  more  employers,  you  will  be  help- 
ing to  open  the  door  to  employment  for 
others  who  follow  you  through  the  Institute. 


May  1 add  that  employers  owe  it  not  only 
to  themselves  but  to  the  nation  to  provide 
job  opportunities  for  our  handicapped  work- 
ers. They  constitute  a priceless  reservoir  of 
experience  and  talent.  People — trained  per- 
sonnel— are  a nation’s  most  important  re- 
source. In  these  times  especially,  when 
there  is  so  much  to  be  done,  we  must  not  per- 
mit willing,  able  hands  to  remain  idle. 

Let  me  say  again  that  each  of  you  is  an 
example  of  what  courage  and  will  power  can 
do  to  overcome  the  most  difficult  problem. 
If  we  could  muster  the  same  courage  and  will 
power  to  face  the  other  problems  confronting 
mankind,  we  could  conquer  them  too. 

I wish  all  of  you  success  and  happiness  and 
I thank  you  again  for  permitting  me  to  come 
here  today. 


Editorial  Comment 


Periodic  Health  Examination.  “The  su- 
perior physician  helps  before  the  early  bud- 
ding of  disease.  The  inferior  physician  be- 
gins to  help  when  the  disease  has  already  de- 
veloped. Hence,  the  sages  did  not  treat 
those  who  were  ill:  they  instructed  those 
who  were  not  yet  ill.”  This  quotation  is 
from  the  Yellow  Emperor  of  China,  written 
in  2697  b.c. 

Since  1900  the  success  in  controlling  infec- 
tious diseases  and  the  progressive  increase  in 
the  age  of  the  population  have  made  it 
necessary  for  those  in  the  health  field  to 
focus  more  attention  on  the  early  detection 
of  chronic  diseases.  Periodic  surveys  can 
prevent  or  alleviate  the  complications  of 
some  of  these  diseases,  and  they  also  can 
help  people  to  retain  and  perhaps  improve 
their  health.  When  periodic  examinations 
are  not  feasible  because  of  a lack  of  personnel, 
multiple  screening  technics  may  be  useful, 
especially  when  they  are  used  adjunctively 


between  more  thorough  assessments. 

The  need  for  preventive  medicine  has 
been  recognized  by  large  industries  but  is 
equally  important  to  the  small  organization 
in  which  the  illness  of  key  persons  severely 
handicaps  the  functioning  of  the  organiza- 
tion. 

Thus  periodic  physical  examinations  are 
important  to  the  patient  in  the  discovery  of 
incipient  disease,  the  observation  of  known 
disease,  and  general  maintenance  of  health, 
but  they  are  important  also  to  the  physician 
in  giving  him  a base  line  of  normality  for  the 
patient  and  material  for  research  into  pre- 
ventive medicine  and  early  deviations  from 
health. 

A brochure  on  this  subject  written  by 
Michael  H.  K.  Irwin,  M.D.,  Medical  Officer 
of  the  United  Nations,  for  lay  information  is 
available  from  the  Public  Affairs  Committee, 
22  East  38th  Street,  New  York  16,  New 
York,  at  a cost  of  25  cents  per  copy. 


We  are  not  here  to  make  a living;  we  are  here  to  make  a life. — W.  E.  Russell 
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ST  R A I N 


Strain  is  a necessary  component  of  man’s  efforts  to  move  his  external 
environment,  but  all  too  often  brings  on  extreme  pain  and  trauma  when  hard 
stools  are  moved  after  repair  of  rectal  disorders.  Metamucil  adds  soft,  bland 
bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis  and  also  hold 
water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus  Metamucil, 
with  an  adequate  water  intake,  is  of  great  help  in  minimizing  painful  trauma 
to  postsurgical  rectal  tissue.  Metamucil  promotes  regularity  through 
“smoothage”  in  all  types  of  constipation. 
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Available  as  regular  Metamucil  or  as  the  new  lemon>flavored  Instant  Mix  Metamucil 
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essential 
partners 
in  the 
control 
of  edema 


classic 


HYDRIN 


nonmercurial 

METAHYDRIN 


brand  of  meralluride  sodium 


brand  of  irichlormethiazide 


Now... the  alternate  or  combined  use  of  these  two  drugs 
can  help  the  physician  meet  with  maximum  efficiency 
the  demands  of  diuretic  therapy  in  almost  any  phase  or  degree 
of  cardiac  edema— acute  or  chronic. 


SEND  FOR  METAHYDRIN  BROCHURE 

SUPPLIED: 

METAHYDRIN— Tablets  of  2 mg.  and  4 mg.  in  bottles  of  100  and  1000. 
MERCUHYDRIN — 1 cc.  and  2 cc.  ampuls  in  boxes  of  12,  25  and  100, 
and  10  cc.  rubber  capped,  multiple  dose  vials  in 
boxes  of  6,  25  and  100. 

Needs  no  refrigeration. 
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Problems  Caused  by  Rauwolfia  Drugs  During 
Anesthesia  and  Surgery 

ANimK  A.  SMESSAERT,  M.L).,  AND  ROBERT  G.  HICKS,  M.D.,  NEW  YORK  CITY 
(Prom  the  Department  of  Anesthesiology,  St  Vincent's  Hospital) 


^ I^HE  problems  caused  by  Rauwolfia  drugs 
in  patients  undergoing  surgery  and  an- 
esthesia are  of  interest  to  every  practitioner. 
There  are  two  major  reasons  for  this.  First, 
the  number  of  surgical  operations  performed 
on  older  patients  is  increasing  constantly 
and,  since  hypertensive  cardiovascular  dis- 
ease is  not  infrequent  in  this  age  group,  a 
number  of  these  patients  who  come  to  sur- 
gery are  being  treated  for  hypertension. 
Second,  the  current  management  of  hyper- 
tension often  includes  Rauwolfia  prepara- 
tions. Rauwolfia  derivates  are  among  the 
best  therapeutic  agents  for  the  treatment 
of  hypertension.  They  also  are  employed 
as  sedatives,  and  it  is  evident  that  these 
drugs  are  being  prescribed  with  increasing 
frequency. 

Patients  who  are  treated  with  Rauwolfia 
alkaloids  do  not  tolerate  surgical  anesthesia 
well  nor,  generally,  any  type  of  stress.  Fos- 
ter and  Gayle  in  1955^  reported  the  dangers 
resulting  from  combining  reserpine  with 
electroconvulsive  therapy.  Bracha  and 
Hes^  reported  a death  which  occurred  in 
similar  circumstances.  Coakley,  Alpert, 
and  Boling*  pointed  out  in  1956  that  in  such 
cases  there  is  increased  risk  in  anesthesia  and 
surgery. 

Since  then,  new  elements  have  clarified 

Presented  at  the  I54th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City. 
Section  on  Anesthesiology,  May  10,  1960. 


the  pharmacology  of  the  Rauwolfia  alkaloids, 
and  a more  rational  approach  can  be  em- 
ployed in  the  treatment  of  hypotensive  cir- 
culatory complications  which  occur  in  pa- 
tients on  Rauwolfia  therapy.  General  prac- 
titioners, surgeons,  and  anesthesiologists 
should  be  aware  of  these  facts  in  order  not 
to  expose  patients  to  increased  operative 
risk  and  avoidable  cancellation  of  surgery. 

Pharmacology 

Rauwolfia  alkaloids  act  mainly  on  the 
central  nervous  and  cardiovascular  systems. 
The  central  nervous  system  effects  consist  of 
sedation  and  relaxation  without  the  general- 
ized central  depression  associated  with  bar- 
biturate medication.*'*  Another  important 
effect  is  the  change  in  the  sympathetic-para- 
sympathetic balance  with  definite  predomi- 
nance of  the  vagus.  This  ie  apparently 
owing  to  the  action  on  the  hypothalamic 
centers.  Reserpine  may  lower  the  body 
temperature,  cause  miosis  and  bradycardia, 
and  increase  lacrimation  and  intestinal  peri- 
stalsis. All  these  effects  reflect  a predomi- 
nance of  vagal  tone.  It  is  demonstrated 
that  reserpine  decreases  the  content  of  nor- 
epinephrine and  5-hydroxytryptamine  in  the 
central  nervous  system.  There  is  also  a 
profound  and  persistent  fall  in  the  brain 
serotonin  levels.  This  may  be  owing  to 
the  fact  that  the  concentration  of  serotonin 
parallels  the  levels  of^  5-hydroxytryptamine, 
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its  amino  acid  precursor.  The  conversion  of 
o-hydroxytryptamine  to  serotonin  is  cat- 
alyzed by  the  enzyme^ 5-hydroxytryptamine 
decarboxylase  in  the  presence  of  pyridoxal 
phosphate  acting  as  a coenzyme.  It  appears 
that  reserpine  also  affects,  more  or  less  per- 
manently, the  serotonin  binding  sites.  As  a 
result,  serotonin  is  released  in  free  form  and 
metabolized  by  the  action  of  monoamine 
oxidase.  The  effects  persist  until  the  bind- 
ing sites  regain  their  normal  capacity. 
There  is  evidence  to  show  that  the  pharmaco- 
logic actions  are  due  to  the  presence  of  a 
persistent  low  concentration  of  free  sero- 
tonin rather  than  to  the  decrease  of  bound 
.serotonin  in  the  brain.® 

The  cardiovascular  effects  consist  pri- 
marily in  reducing  arterial  blood  pressure 
and  slowing  the  heart  rate.  Reserpine 
administration  causes  a depletion  of  the 
norepinephrine  normally  present  in  the 
mammalian  heart.^’®  This  results  in  a de- 
pressant action  on  the  heart  rate  and  atrio- 
ventricular transmission . ® Burn  and  Rand 
demonstrated  the  same  action  on  arterial 
walls.  Reserpine  also  reduces  platelet  sero- 
tonin by  approximately  95  per  cent.”  This 
peripheral  action  of  reserpine  on  the  stores 
of  norepinephrine  thus  parallels  the  deple- 
tion observed  in  the  central  nervous  system. 

The  action  of  reserpine  on  vascular  tone 
is  not  simple.  As  Bein”  has  shown,  this 
action  diminishes  the  stream  of  impulses 
from  the  sympathetic  centers.  In  addition, 
reserpine  depletes  the  stores  of  norepi- 
nephrine from  the  vascular  walls.  However, 
this  seems  to  make  the  vessels  more  respon- 
sive to  such  impulses  as  still  arrive.  Thus, 
the  fall  of  blood  pressure  caused  by  a dimin- 
ished sympathetic  outflow  is  somewhat  com- 
pensated for  by  a greater  sensitivity  of  the 
vascular  bed  containing  less  norepinephrine. 
All  this  results  in  a definite  decrease  in  the 
reflex  responsiveness  of  the  cardiovascular 
system  and  in  diminished  response  to  stress.” 
An  important  element  in  the  pharma- 
cology of  the  Rauwolfia  alkaloids  is  their 
characteristic  mode  of  onset  and  duration 
of  action.  A single  therapeutic  dose  causes 


little  effect;  it  takes  repeated  administration 
to  obtain  the  expected  result.  With  daily 
administration  of  0.5  to  1 mg.  of  reserpine, 
it  takes  from  four  to  ten  days  to  obtain  the 
full  effects.  On  stopping  the  medication, 
two  to  three  weeks  are  required  to  restore 
completely  the  original  status.*”®-”-”  In 
debilitated  or  chronically  ill  patients  this 
may  take  longer,  especially  if  adrenal  insuffi- 
ciency is  present.  Rauwolfia  alkaloids  do 
not  appear  to  influence  significantly  the 
adrenal  cortical  function.  This  is  indicated 
by  the  observation  that  reserpine  fails  to 
alter  the  fall  in  eosinophils  after  ACTH  ad- 
ministration.'-® 

The  most  active  among  the  many  alka- 
loids extracted  from  Rauwolfia  serpentina 
are  reserpine,  deserpidine  (Recanescine), 
rescinnamine,  and  Raunescine. 

Clinical  Data 

Changes  occurring  in  the  function  of  the 
circulatory  system  were  recorded  in  48  cases 
during  the  administration  of  anesthesia  for 
all  kinds  of  surgical  procedures.  Two  pa- 
tients were  under  forty  years  of  age,  17  were 
between  forty  and  sixty  years,  and  27  were 
over  sixty  years.  There  was  an  even  pro- 
portion of  men  and  women. 

The  changes  reported  in  blood  pressure 
are  defined  in  per  cent  values  rather  than  in 
mm.  Hg  because  this  gives  a better  picture 
of  them.  The  blood  pressure  recorded  in 
the  operating  room  before  the  start  of  anes- 
thesia was  chosen  as  a reference  because 
appreciable  differences  between  the  two  re- 
cordings were  noted  at  times.  In  1 case, 
for  instance,  the  usual  systolic  pressure  was 
180  mm.  Hg.  The  pressure  recorded  in  the 
operating  room  was  120  mm.  Hg,  the  de- 
pression being  caused  by  injudicious  pre- 
medication. A fall  in  the  systolic  pressure 
of  over  40  per  cent  was  noted  in  4 cases 
after  the  start  of  anesthesia.  In  10  cases 
the  systolic  pressure  dropped  from  35  to  40 
per  cent,  and  in  13  cases  there  was  a fall  of 
30  per  cent.  Smaller  degrees  of  hypotension 
were  ob.served  in  the  other  patients,  and  in 
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7 of  them  there  w as  no  change  or  the  change 
w^as  less  than  10  per  cent.  Usually  the 
hypotension  occurred  almost  immediately 
after  induction  was  started. 

General  anesthesia  was  used  in  45  cases, 
and  in  34  of  these  cases  thiopental  sodium 
was  used  for  induction  or  later  during  sur- 
gery. Cyclopropane  was  the  sole  agent 
in  8 cases,  w'hile  nitrous  oxide  was  used  in 
1 instances  and  ethylene  in  1.  In  80  per 

I cent  of  the  cases  where  a change  of  30  per 

I cent  or  more  was  observed,  thiopental  so- 

dium was  used. 

I The  remaining  3 cases  employed  spinal 
blocks,  using  tetracaine  hydrochloride,  and 
the  levels  of  anesthesia  did  not  reach  above 
T-10  dermatome  in  any  of  them.  In  all  3 
cases  there  was  an  immediate  and  profound 
hypotension. 

Bradycardia  was  present  in  most  cases, 
with  the  pulse  rate  below  70  in  80  per  cent 
of  the  procedures.  A remarkable  feature 
is  the  fact  that  the  rate  did  not  rise  when 
hypotension  was  present,  and,  actually,  the 
pulse  rate  had  a tendency  to  decrease  when 
hypotension  occurred.  The  heart  rate  re- 
sponse to  intravenous  atropine  was  constant, 
and  bradycardia  was  easy  to  correct  in  this 
way.  As  would  be  expected,  chronically 
ill  patients  and  those  in  the  American 
Society  of  Anesthesiologists  classification 
physical  status  3 or  6 were  those  w-hose  reac- 
tions were  most  pronounced  and  caused  the 
greatest  concern.  It  was  always  observed 
that  very  small  amounts  of  the  anesthetic 
agent  were  sufficient  to  maintain  anesthesia 
throughout  the  entire  procedure.  Many  of 
these  cases  caused  great  concern,  and  three 
procedures  w^ere  cancelled  after  the  start  of 
anesthesia.  In  1 case  scheduled  as  a radical 
mastectomy  a simple  mastectomy  had  to  be 
performed  instead  because  of  the  poor  condi- 
tion of  the  patient.  In  70  per  cent  of  the 
cases  it  was  necessary  to  use  vasopressor 
during  part  or  during  the  entire  duration  of 
the  operation.  This  is  commented  on  fur- 
ther in  the  section  on  management. 

Postoperatively  most  patients  did  w'ell. 
As  a rule,  the  blood  pressure  came  hack 
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rapidly  to  preoperative  levels  as  soon  as  anes- 
thesia was  terminated.  Four  patients  received 
vasopressor  medication  during  the  postop- 
erative period.  1 of  them  for  twenty-four 
hours. 

Managenivn  l 

Anesthesia  and  surgery  should  not  be  per- 
formed on  patients  taking  Rauwolfia  medi- 
cation except  in  emergency  cases.  When 
elective  surgery  is  contemplated,  it  is  neces- 
sary to  interrupt  the  intake  of  the  Rauwolfia 
medication  for  ten  days  prior  to  surgery. 
For  chronically  ill  and  debilitated  patients 
this  period  should  be  extended  to  three 
weeks.  Extra  caution  must  be  used  in  the 
presence  of  adrenal  insufficiency,  and  cor- 
ticoid  therapy  is  mandatory  in  such  cases. 

Premedication. — Average  doses  of  opi- 
ates such  as  10  mg.  of  morphine  or  100  mg. 
of  meperidine  hydrochloride  are  much  too 
high  and  can  cause  marked  circulatory  de- 
pression. It  is  necessary  to  omit  opiate 
preparations  as  premedicant  drugs.  Only 
barbiturates  should  be  used  in  moderate 
doses:  50  to  100  mg.  of  amobarbital  or 
phenobarbital.  The  belladonna  medication 
should  be  generous  to  counteract  the  in- 
crease in  vagal  tone;  50  per  cent  over  the 
normal  prescription  is  usually  adequate. 

Anesthesia  Method  and  Agents. — The 
use  of  spinal  anesthesia  is  not  recommended 
unless  there  is  a very  specific  indication 
High  spinal  anesthesia  is  ill-advised  in  anj- 
case.  Local  or  regional  block,  other  than 
a spinal  block,  is  useful  whenever  it  is  ade- 
quate for  the  contemplated  surgery.  Ni- 
trous oxide,  ethylene,  and  cyclopropane  are 
satisfactory  agents  for  general  anesthesia, 
while  ether  and  Fluothane  are  not  recom- 
mended. Thiopental  sodium  should  be 
used  with  great  caution  and  only  in  dilute 
solutions  (0.2  or  0.4  per  cent).  For  relax- 
ation succinylcholine  chloride  is  adequate, 
but  the  use  of  long-acting  curarizing  agent.« 
is  not  advised. 

Treatment  of  Hypotension. — Sym- 

pathomimetic amines  do  not  show  the- 
normal  activity  in  patients  on  Rauwol 
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therapy.  This  fact,  was  recognized  by 
Coakley**  who  observed  that  . the  re- 
sponse to  vasopressors  was  not  dependable.” 
Bein^*  reported  the  unusual  response  to 
norepinephrine  in  the  presence  of  reserpine. 
Maxwell,  Povalsky,  and  Plmnmer^®  made 
observations  on  the  differential  effect  of 
Rauwolfia  alkaloids  on  the  activity  of  dif- 
ferent vasopressors,  and  Eger  and  Ham- 
ilton^^  reported  recently  on  the  same  sub- 
ject. Sympathomimetic  amines  can  be 
divided  into  two  groups.  The  first  group 
consists  of  those  amines  which  act  directly  on 
the  vessels,  while  the  second  group  of  amines 
appears  to  act  by  releasing  norepineph- 
rine. Epinephrine,  norepinephrine,  phen- 
ylephrine hydrochloride,  Cobefrin,  and  met- 
araminol  bitartrate  are  in  the  first  group. 
They  have  a normal  or  augmented  pressor 
action  in  the  presence  of  Rauwolfia  alka- 
loids. The  vasopressors  of  the  second  class 
are  believed  to  act,  partly  at  least,  by  in- 
hibiting the  action  of  amine  oxidase,  thus 
causing  a rise  in  the  directly  active  pyro- 
catechin  amine  levels.  The  most  represent- 
ative of  this  group  is  ephedrine,  but  am- 
phetamine, methamphetamine  hydrochlo- 
ride, mephentermine  sulfate,  and  tyramine 
also  belong  to  this  group.  Their  vaso- 
pressor action  in  the  presence  of  Rauwolfia 
alkaloids  is  decreased,  and  ephedrine  may 
actually  intensify  the  vasomotor  depression. 
The  action  of  the  different  sympathomimetic 
amines  is  related  to  their  chemical  structure. 

It  appears  that  the  group  HO — 

or  must  be  present  to  cause  a 


positive  vasomotor  response  in  the  presence 
of  Rauwolfia  alkaloids.^®  With  the  group 


absent  or  reversed.  In  our  experience 
metaraminol  bitartrate  (Axamine  bitartrate) 
in  solution  of  1 : 25,000  has  been  effective  and 
satisfactory.  Phenylephrine  hydrochloride 
an  also  be  used,  but  it  is  less  active.  Nor- 
oinephrine  is  very  potent  and  should  be  re- 


sorted to  only  when  the  other  drugs  are  in- 
effective. 

ComrnenI 

Rauwolfia  alkaloids  have  a marked  action 
on  the  central  nervous  system.  However, 
the  effects  on  the  cardiovascular  system  are 
of  even  greater  importance  in  the  problem 
under  consideration. 

Arterioles  and  adjacent  smaller  blood 
vessels  are  the  active  agents  m regulating 
peripheral  vascular  resistance  and  homeo- 
static reflexes.  The  vascular  contractions 
of  this  group  of  blood  vessels  are  controlled 
by  the  constrictor  sympathetic  fibers  in 
most  regions  of  the  body.^*  It  is  generally 
agreed  that  the  veins  are  also  controlled 
by  sympathetic  vasoconstrictor  fibers,  and 
that  cardiac  action  is  stimulated  by  sym- 
pathetic discharge.  Norepinephrine  is  the 
predominant  sympathomimetic  amine,  and 
it  is  the  major  adrenergic  mediator  liberated 
by  sympathetic  stimulation  at  postganghonic 
neuroeffector  junctions.  Epinephrine  ac- 
counts for  only  a relatively  small  proportion 
of  the  total  amount  of  sympathomimetic 
amine. 

Sympathetic  stimulation  releases  nor- 
epinephrine and  increases  its  level  in  the 
blood.  Decreased  sympathetic  tone  or  re- 
moval of  sympathetic  innervation  has  an 
opposite  effect  and  lowers  the  level  of  nor- 
epinephrine. In  the  review  of  its  pharmaco- 
logic properties,  it  was  noted  that  Rauwolfia 
alkaloids  deplete  the  stores  of  norepinephrine 
in  the  body.  In  addition,  these  alkaloids 
cause  an  imbalance  of  the  central  autonomic 
nervous  system  which  results  in  a relative 
increase  of  the  vagal  tone  and  a depression 
of  the  sympathetic  tone.  The  results  of  this 
dual  effect  are  hypotension,  bradycardia, 
and  a serious  interference  with  the  normal 
reactivity  and  compensatory  mechanisms  of 
the  cardiovascular  system.  Under  such 
circumstances  the  organism  lacks  a normal 
response  to  stress  and  particularly  to  changes 
involving  the  circulatory  system.  The  possi- 
ble effects  on  patients  with  hypertensive 
arteriosclerotic  disease  can  easily  be  imag- 
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iiied.  Surgical  manipulations  ami  blood  loss 
compound  the  injury. 

In  the  presence  of  these  handicaps,  it  is 
unwise  to  subject  a patient  to  anesthesia  and 
surgery  unless  an  emergency  exists.  Con- 
venience for  such  action  cannot  be  defined 
as  a good  reason  in  this  matter. 

In  this  respect  it  is  interesting  to  mention 
that  23  of  the  reviewed  cases  were  emergen- 
cies. In  other  instances  it  was  not  known 
that  the  patients  were  on  Rauwolfia  therapy 
until  difficulties  occurring  in  the  manage- 
ment of  the  case  had  prompted  a thorough 
investigation.  In  7 cases  the  intake  of  the 
drug  had  been  interrupted  prior  to  surgery 
but  not  for  an  adequate  period.  Finally, 
in  14  cases  the  surgeon,  anesthesiologist,  or 
both  had  been  reluctant  to  cancel  a procedure 
for  a variety  of  reasons,  although  it  was 
known  that  the  patient  was  on  Rauwolfia 
therapy. 

It  was  interesting  to  note  that  their  ex- 
perience with  these  patients  during  the 
course  of  anesthesia  induction  and  surgery 
revealed  the  inherent  dangers  involved  and 
prevented  them  from  repeating  this  mistake 
in  subsequent  cases. 

The  ten-day  interruption  in  Rauwolfia 
drug  therapy  prior  to  surgery  is  a necessary 
safety  rule  that  should  be  observed  care- 
fully. A knowledge  of  the  matter  by  the 
general  practitioner  and  the  surgeon  will  rule 
out  avoidable  and  unpleasant  cancellations 
of  operative  procedures.  Finally,  it  is  the 
duty  of  the  anesthesiologist  to  be  familiar 
with  the  problem  to  prescribe  the  proper 
preanesthetic  medication  and  to  use  the 
right  agents  for  the  safe  management  of 
anesthesia. 

Summary 

Rauwolfia  therapy  results  in  a decreased 
ability  to  react  to  stress  and  to  undergo 
anesthesia  and  surgery.  The  administration 
of  the  drug  should  be  discontinued  for  at 
least  ten  days  prior  to  elective  surgery. 
The  pharmacology  has  been  reviewed,  and 


clinical  data  have  been  presented.  A com- 
ment on  the  management  of  anesthesia  and 
its  complications  in  patients  on  Rauwolfia 
therapy  has  been  presented. 
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Management  of  Embolic  Phenomena  in  Mitral  Stenosis 


^ I "'wo  cases  of  cerebrovascular  accidents 
and  mitral  valve  disease  are  presented. 

Case  Histories 

Case  1. — Robert  M.  Stafford,  M.D. : 
A fifty-year-old  white  housewife  was  referred 
to  the  Syracuse  University  Hospital  for  an 
evaluation  for  cardiac  surgery. 

Present  Illness. — The  patient  had  had 
chorea  during  her  teen  years.  Approxi- 
mately two  years  prior  to  admission,  she 
hatl  developed  dyspnea  on  exertion,  2-  to  3- 
pillow  orthopnea,  and  paroxysmal  nocturnal 
dyspnea.  One  year  prior  to  admission  she 
had  had  an  episode  of  unconsciousness  last- 
ing a few  minutes  which  was  not  associated 
with  weakness  or  numbness.  Ten  months 
prior  to  admission  she  had  collapsed  without 
unconsciousness,  had  noted  a right-sided 
weakness,  and  had  become  aphasic.  Her 
first  admission  to  this  hospital  showed  clear 
and  colorless  spinal  fluid,  atrial  fibrillation 
with  a rapid  ventricular  response,  and  a 
classical  murmur  of  mitral  stenosis. 

The  patient  was  treated  with  the  anti- 
coagulant Coumadin,  digitalized,  put  on 
prophylactic  penicillin,  and  given  physio- 
therapy. After  one  month  she  was  trans- 
ferred to  a county  rehabilitation  hospital 
where  her  aphasia  and  weakness  improved 
slowly.  She  was  readmitted  to  the  Syracuse 
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University  Hospital  for  possible  cardiac 
surgery. 

Family  History. — A sister  was  alive  at  ! 
age  sixty  after  experiencing  a coronary  oc- 
clusion. A brother,  aged  fifty-eight  years, 
was  ill  with  angina  pectoris.  One  son,  aged  I 
twenty-two  years,  was  ill  with  rheumatoid  b 
arthritis  and  congenital  cerebral  damage,  i 
The  patient’s  past  history  and  a review  of  I 
the  systems  were  noneontributory. 

Physical  Examination. — The  patient’s 
blood  pressure  was  135/70,  her  pulse  was  64 
and  irregular,  the  respiration  was  20,  and  the 
temperature  was  98.8  F.  An  examination 
of  the  heart  disclosed  an  irregular  rhythm, 
with  the  left  border  of  cardiac  dullness  at  the 
midclavicular  line  in  the  fifth  intercostal 
space.  The  second  pulmonic  sound  was 
greater  than  the  second  aortic  heart  sound, 
but  it  was  not  accentuated.  The  first  sound 
at  the  mitral  area  was  greater  than  the 
second  sound.  An  opening  snap  was  pres- 
ent. There  was  a Grade  II  to  Grade  HI 
low-pitched,  rumbling  decrescendo  diastolic 
murmur  at  the  apex.  The  neurologic  exam- 
ination revealed  a right-sided  hyperreflexia 
and  marked  weakness  in  the  right  arm. 

Laboratory  Data. — The  urine  was  with- 
in normal  limits;  the  hemoglobin  was  15.2 
Gm.  per  100  ml.;  the  hematocrit  was  45; 
and  the  white  blood  count  was  11,200,  with 
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Fig.  1.  Case  1. — (.4)  Frontal  chest  x-ray  film.  (B)  Lateral  projection  showing  anterior  margin  of  chest 

wall  encroached  on  by  enlarged  right  ventricle. 


74  polymorphonuclear  leukocytes  and  11 
band  forms.  The  nonprotein  nitrogen  con- 
tent of  the  blood  was  24  mg.  per  100  ml. 
The  fasting  blood  sugar  was  14  mg.  per  100 
ml.  The  prothrombin  time  was  from  90 
to  100  per  cent.  The  antistreptolysin  0 
titer  was  425  (it  had  been  275  in  March, 
1958).  An  electrocardiogram  showed  atrial 
fibrillation  with  a digitalis.  There  was  no 
evidence  for  right  or  left  ventricular  hyper- 
trophy. A chest  x-ray  film  disclosed  an 
enlargement  of  the  left  auricle,  pulmonary 
artery,  and  of  the  right  ventricle. 

Hospital  Course. — The  patient  was 
maintained  on  penicillin  and  digitalis. 
There  was  no  change  in  her  condition  prior 
to  surgery. 

Case  2. — Lewis  M.  Schiffer,  M.D.  : 
On  December  5,  1958,  a fifty-six-year-old 
white  female  was  admitted  to  Syracuse 
University  Hospital  for  further  evaluation 
of  a left-sided  hemiparesis  which  had  oc- 
curred ten  days  ago. 

Present  Illness. — The  patient  was  known 
to  have  had  rheumatic  fever  at  the  age  of 
sixteen  and  had  subsequently  developed  the 
murmur  of  mitral  stenosis.  She  had  had  no 
cardiorespiratory  symptoms  of  any  kind 
except  for  occasional  episodes  of  paroxysmal 


tachycardia.  Approximately  one  month 
prior  to  admission  she  was  given  digoxin  for 
one  of  these  episodes.  Ten  days  ago,  while 
in  another  city,  she  awoke  from  sleep  and 
found  that  her  left  arm  and  leg  were  un- 
responsive. There  was  no  associated  pain. 
On  hospitalization,  she  was  found  to  have 
garbled  speech,  a left  cerebral  facial  weak- 
ness, and  a recovering  paresis  of  the  left  arm 
and  leg.  She  was  treated  with  physio- 
therapy and  then  transferred  to  the  Syracuse 
University  Hospital. 

Family  History. — The  patient’s  past  med- 
ical history  was  unremarkable  except  for  a 
mastoidectomy  and  a myringotomy,  a pelvic 
dilation  and  curettage,  and  a right  saphenous 
vein  ligation.  The  family  and  social  history 
was  noncontributory. 

Physical  Examination. — The  physical 

examination  on  admission  revealed  that  the 
patient’s  temperature  was  101  F.,  her  blood 
pressure  was  100/65,  the  pulse  was  62  and 
irregularly  irregular,  and  the  respirations 
were  18  per  minute.  The  pertinent  physical 
findings  were  limited  to  the  cardiovascular 
and  neurologic  systems.  The  lungs  were 
clear  to  percussion  and  auscultation.  The 
heart  was  not  enlarged;  the  first  mitral 
sound  was  greater  than  the  second,  and  the 
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Fig.  2.  Case  2. — {A)  Frontal  x-ray  film  showing  double  density  due  to  enlargement  of  left  atrimn. 
{B)  X-ray  film  showing  definite  displacement  of  esophagus  by  enlarged  left  atrium. 


second  pulmonic  heart  sound  equaled  the 
aortic  second  sound.  There  was  a low- 
pitched  early  diastolic  murmur  heard  at  the 
apex  and  while  the  patient  was  on  the  left  side. 
The  rhythm  was  irregular.  The  liver  and 
spleen  were  not  palpable,  and  there  was  no 
peripheral  edema.  The  neurologic  examina- 
tion revealed  only  a slight  weakness  of  the  left 
arm  and  leg  and  a cerebral  left  facial  paresis. 
The  deep  tendon  reflexes  were  normal  and 
there  were  no  pathologic  reflexes. 

Laboratory  Data. — The  laboratory  studies 
showed  a normal  urinalysis.  The  hemo- 
globin was  15.7  Gm.  per  100  ml.;  the  hemat- 
ocrit, 46  per  cent;  and  the  leukocyte  count 
was  8,600  per  cubic  milliliter,  with  a normal 
differential.  The  nonprotein  nitrogen  was 
34  mg.  per  100  ml.,  and  the  fasting  blood 
sugar  was  100  mg.  per  100  ml.  The  electro- 
cardiogram and  x-ray  films  will  be  com- 
mented on  later. 

After  the  initial  work-up,  the  patient 
was  placed  on  prophylactic  penicillin  therapy, 
and  anticoagulation  was  instituted.  She 
then  came  under  consideration  for  mitral 
valvulotomy  and  atrial  appendectomy. 

Richard  Lyons,  M.D.  : Before  we  con- 
sider the  management  of  embolic  phenomena 
associated  with  mitral  valve  disease,  let  us 


review  the  roentgenologic  and  electrocardio- 
graphic findings  on  these  patients.  Dr. 
Head,  would  you  discuss  the  x-ray  film  find- 
ings. 

Joseph  Head,  M.D.;  The  frontal  chest 
film  (Fig.  lA)  of  the  fii’st  patient  (Case  1) 
shows  rather  typical  findings  of  mitral 
stenosis.  In  classical  terminology  the  left 
border  is  straightened.  Anatomically  this 
border  is  made  up  of  the  left  posterior  margin 
of  the  aortic  arch  above  the  rather  poorly 
defined  shadow  of  the  left  pulmonary  artery 
projecting  away  from  the  main  pulmonary 
artery.  The  shadow  below  this  is  due  to  a 
marked  enlargement  of  both  the  left  atrium 
and  its  appendage,  and  the  remainder  of 
the  left  border  is  the  left  ventricle  with  a fat 
pad  over  the  true  margin  of  the  apex.  There 
may  be  thrombi  present  in  the  auricular  ap- 
pendage, but  a radiographic  study  is  not  help- 
ful in  recognizing  such  thrombi  unless  they 
become  calcified.  In  the  lateral  projection 
(Fig.  IB)  the  anterior  margin  of  the  chest 
wall  is  encroached  on  by  an  enlarged  right 
ventricle,  and  the  posterior  margin  of  the 
heart  extends  back  to  the  shadow  of  the 
spine.  The  left  ventricle  does  not  extend 
posteriorly  beyond  the  inferior  vena  caval 
shadow,  so  I must  conclude  that  there  is  no 
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I'  lG.  U.  Case  1.-  Electrocardiogram  of  patient 

jihowing  irregular  ventricular  rhythm  and  rapid  Ku;.  4.  Case  2. — Electrocardiogram  of  patient 
irregular  atrial  activity  of  atrial  fibrillation.  showing  atrial  fibrillation. 


significant  degree  of  enlargement  of  the 
left  ventricle.  Fluoroscopy  disclosed  no  evi- 
dence of  calcification  in  the  region  of  the 
mitral  valve.  The  lung  fields  are  clear, 
with  no  evidence  for  Kerley’s  lines.  The 
vessels  are  not  especially  engorged. 

The  x-ray  films  of  the  second  patient  (Case 
,2)  showed  findings  similar  to  the  first.  A 
double  density  due  to  an  enlargement  of  the 
left  atrium  is  apparent  in  the  frontal  film 
(Fig.  2A).  In  this  case  there  is  a definite 
displacement  of  the  esophagus  by  an  en- 
larged left  atrium  (Fig.  2B).  It  is  of  some 
interest  that  the  pulmonary  vascular  bed  is 
not  as  prominent  as  it  often  is  in  patients 
with  mitral  stenosis. 

Dr.  Lyons:  Dr.  Schiess,  will  you  ex- 
plain the  electrocardiograms  of  these 
patients? 

William  Schiess,  M.D.:  The  major 
items  in  the  electrocardiograms  of  patients 
with  mitral  valve  disease  are  the  rhythm 
and  the  evidence  of  specific  chamber  enlarge- 
ment. The  presence  of  atrial  fibrillation  is  of 
obvious  importance  in  relation  to  emboliza- 
tion. The  presence  or  absence  of  specific 
chamber  enlargement  is  of  crucial  impor- 
tance in  considering  a patient  for  mitral  valve 
surgery.  The  electrocardiograms  of  some 
patients  with  pure  mitral  stenosis  may  fail  to 


show  definite  evidence  of  right  ventricular 
enlargement.  Those  patients  who  do  show 
marked  electrocardiographic  evidence  of 
right  ventricular  enlargement  frequently 
have  pulmonary  hypertension  and  pulmo- 
nary vascular  changes.  Definite  electro- 
cardiographic evidence  of  a left  ventricular 
enlargement  is  of  great  importance  because 
it  suggests  either  mitral  insufficiency  or 
combined  mitral  and  aortic  valve  disease. 
The  electrocardiogram  of  the  first  patient 
(Fig.  3)  shows  an  irregular  ventricular 
rhythm  and  a rapid  irregular  atrial  activity 
of  the  atrial  fibrillation.  The  form  of  the 
QRS  is  normal,  and  there  is  no  evidence  of 
specific  chamber  enlargement. 

Dr.  Lyons:  I think  that,  by  and  large, 

the  electrocardiogram  is  more  helpful  in 
evaluating  a specific  chamber  enlargement 
than  is  the  x-ray  film.  If  the  electrocardio- 
gram shows  evidence  of  a left  ventricular 
enlargement,  the  patient  is  not  an  ideal 
candidate  for  mitral  valve  surgery,  at  least 
the  kind  of  surgery  directed  at  correcting 
mitral  stenosis.  On  the  other  hand,  it  must 
be  admitted  that  the  electrocardiogram  is 
far  from  perfect  in  this  situation.  For 
example,  it  is  well  known  that  a patient 
may  have  a left  ventricular  enlargement 
but  may  have  a perfectly  normal  electro- 
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curdiogruphic  tracing.  Both  the  electro- 
cardiograms and  the  radiologic  examinations 
should  be  employed  in  an  attempt  to  eval- 
uate chamber  enlargement.  In  the  present 
patient  (Case  1)  the  x-ray  film  shows  ex- 
cellent evidence  of  right  ventricular  enlarge- 
ment, while  the  electrocardiogram  does  not 
show  definite  evidence  of  this  lesion.  In 
some  instances,  the  reverse  is  true.  Dr. 
Schiess,  please  explain  the  electrocardio- 
grams of  the  second  patient. 

Dr.  Schiess;  Again  atrial  fibrillation  is 
jjresent  (Fig.  4) . In  this  case  a right  ventric- 
ular enlargement  is  suggested  strongly  by 
the  deep  S wave  in  lead  I,  the  late  R wave  in 
Vr,  and  the  small  S and  large  R waves  in 
lead  VI.  There  is  no  evidence  for  a left 
ventricular  enlargement  which  might  sug- 
gest mitral  insufficiency  or  aortic  valve 
disease. 

Dr.  Lyons:  Dr.  Abildskov,  will  you 
comment  on  the  role  of  the  electrocardio- 
gram in  the  recognition  of  right  ventricular 
enlargement? 

J.  A.  Abildskov,  M.D.  : The  electro- 
(iardiographic  recognition  of  the  right 
ventricular  enlargement  is  complicated  by 
the  difficulty  of  differentiating  conduction 
disorders  in  the  right  bundle  branch  from 
manifestations  of  enlargement.  It  is  com- 
plicated further  by  the  probability  that  some 
patients  with  a right  ventricular  enlarge- 
ment also  have  an  impaired  conduction  in 
the  right  bundle  branch.  What  is  needed 
then  is  a definition  of  the  electrocardio- 
graphic criteria  for  a right  ventricular  en- 
largement, both  with  and  without  the  right 
bundle  branch  block.  I do  not  think  that 
the  criteria  which  are  employed  commonly 
for  these  purposes  are  satisfactory.  Re- 
cently we  have  been  investigating  these 
problems  on  a theoretic  level  by  deriving 
the  electrocardiogram  and  vectorcardio- 
gram from  the  most  complete  data  available 
on  the  normal  excitation  sequence  and  that 
of  the  right  bundle  branch  block.  We  have 
then  postulated  various  types  and  degrees 
of  right  ventricular  enlargement  and  derived 
the  curves  mentioned.  The  mo.st  striking 


result  of  these  studies  has  been  the  fact  that 
despite  radically  different  excitation  pat- 
terns in  the  right  bundle  branch  block  and 
the  instances  of  postulated  right  ventricular 
enlargement,  the  derived  electrocardio- 
grams were  very  similar.  The  derived 
vectorcardiograms,  however,  showed  definite 
differences  in  the  two  situations.  It  has 
been  reported  on  the  basis  of  clinical  studies 
that  the  direction  of  the  inscription  of  the 
horizontal  plane  projection  of  the  vector- 
cardiogram differed  in  the  right  bundle 
branch  block  and  the  right  ventricular  en- 
largement. The  theoretic  studies  I men- 
tioned support  this  conclusion  and  provide 
some  insight  into  the  mechanism  of  the 
difference.  Briefly,  the  direction  of  the 
inscription  of  a plane  projection  of  the  vector- 
cardiogram is  an  expression  of  the  relative 
positions  of  afferent  and  efferent  limbs. 
Even  with  a right  ventricular  enlargement 
the  position  of  some  portion  of  terminal 
limb  is  determined  by  the  excitation  pat- 
tern in  the  thick  left  ventricle.  The  posi- 
tion of  the  midportions  of  the  efferent  limb, 
however,  is  altered  markedly  by  a right 
ventricular  enlargement  in  such  a direction 
that  the  horizontal  projection  of  the  record 
encloses  a smaller  area  or  the  inscription 
direction  is  reversed.  This  parameter, 
namely,  the  direction  of  the  inscription  or  the 
decreased  area  of  a loop,  would  be  extremely 
difficult  to  evaluate  from  electrocardio- 
graphic leads. 

Dr.  Lyons:  Dr.  Auchincloss,  do  you 
have  any  comments  about  the  patients 
presented? 

J.  H.  Auchincloss,  Jr.,  M.D. : Neither 
of  these  patients  was  subjected  to  hemody- 
namic studies  because,  on  chnical  examina- 
tion, there  was  good  evidence  that  mitral 
stenosis  was  the  dominant  lesion.  Had 
there  been  convincing  evidence  of  mitral  re- 
gurgitation, the  problem  would  have  been 
much  more  difficult.  It  would  also  have  been 
more  difficult  if  the  patients  had  been  referred 
prior  to  the  occurrence  of  emboli,  whether  or 
not  the  rhythm  was  atrial  fibrillation.  The 
fact  that  the  question  of  mitral  valvuloplasty 
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was  raised  only  after  disabling  embolization 
had  occurred  is  a very  troublesome  one. 

The  risk  of  surgery  is  low  enough  to  im- 
pose a need  for  differentiating  these  patients 
from  other  patients  with  similar  findings  who 
will  live  out  their  lives  without  major  com- 
plications. The  trend  would  seem  to  be  in 
the  direction  of  giving  considerable  weight 
to  objective  abnormalities  and  away  from 
arbitrary  classifications  based  on  symptoms 
and  their  progression.  Thus  the  patient 
with  mitral  stenosis  and  atrial  fibrillation 
cannot  be  considered  an  “early”  or  a “good” 
risk  for  medical  management  simply  be- 
cause he  or  she  fails  to  produce  a history 
of  dyspnea  after  climbing  one  or  two  flights 
of  stairs.  Such  a patient  may  feel  quite 
able  to  meet  the  needs  of  civilized  living, 
and  I think  that  this  was  the  case  with  the 
second  patient  (Case  2).  Perhaps  there  is  a 
diminished  vital  capacity  or  evidence  of  the 
right  ventricular  enlargement.  It  makes 
little  difference  whether  the  evidence  of  the 
right  ventricular  enlargement  is  disclosed  by 
palpation,  by  the  electrocardiogram,  or  b}’’ 
x-ray.  Such  findings  should  be  considered 
an  indication  for  hemodynamic  studies.  In 
my  opinion,  right  heart  catheterization  re- 
mains the  best  procedure,  as  long  as  one  is 
not  worried  about  the  problem  of  regurgita- 
tion. Only  if  the  pulmonary  artery  pressure 
is  normal  both  at  rest  and  on  vigorous  leg 
exercise  can  it  be  concluded  with  assurance 
that  the  valve  is  not  narrowed  significantly. 
It  is  tragic  that  so  often,  as  in  these  2 
women,  emboli  are  cerebral,  and  I can  see  no 
other  approach  to  their  prevention  than  to 
search  for  emboli  among  the  patients  with 
mild  symptoms. 

Dr.  Lyons  ; The  patients  presented  illus- 
trate an  important  program,  namely  that  of 
embolization  in  patients  with  mitral  valve 
disease.  The  second  patient  (Case  2)  had 
no  symptoms  whatsoever,  and  the  first  pa- 
tient (Case  1)  had  only  mild  symptoms.  The 
question  of  mitral  valve  surgery  in  the  asymp- 
tomatic or  mildly  symptomatic  patient  with 
embolization  is  thus  presented  and  we  have 
asked  John  Walters,  M.D.,  to  review  the 


literature  pertinent  to  this  point. 

John  Walters,  M.D.:  The  frequency  of 
cellular  infiltration  in  the  auricles  of  patients 
with  rheumatic  mitral  stenosis  attests  to  the 
damage  of  the  atrial  wall  in  a high  propor- 
tion of  patients  with  this  disease.  The  in- 
herent thrombotic  tendency  of  any  type  of 
wall  damage  apparently  determines  the  de- 
gree of  stasis  required  to  initiate  cardiac 
mural  thrombosis.  For  instance,  myocardial 
infarction  produces  wall  damage  that  has  a 
highly  thrombotic  element.  Wall  damage 
produced  by  rheumatic  fever  is  said  to  be 
mild  in  its  thrombotic  tendencies;  thus, 
thrombosis  in  this  situation  occurs  only  when 
stasis  has  been  greatly  protracted.  It  has 
been  observed  clinically  that  between  75  and 
90  per  cent  of  emboli  associated  with  mitral 
stenosis  have  come  from  a fibrillating  heart. 
Askey^  maintains  that  fibrillation  by  itself 
does  not  produce  greater  stasis  of  auricular 
flow  than  does  sinus  rhythm  in  the  same 
situation.  Other  authors  have  also  noted 
that  there  is  no  greater  auricular  enlarge- 
ment in  patients  with  tight  mitral  stenosis 
and  atrial  fibrillation  than  in  similar  patients 
with  sinus  rhythm.  Askey  then  concluded 
that  atrial  fibrillation  by  itself  probably  has 
no  relationship  to  embolization.  It  merel}' 
represents  the  same  process,  namely,  a long- 
standing rheumatic  heart  disease,  and  is  not, 
as  such,  an  etiologic  agent.  This  view 
seems  to  be  contradicted  by  the  distinct 
clinical  impression  that  auricular  fibrillation 
occurs  occasionally  with  or  near  the  time 
of  embohzation.  An  observation  of  194 
patients  with  mitral  stenosis  and  with  em- 
boli disclosed  that  90  per  cent  of  them  were 
fibrillating.  In  83  of  these  patients  the 
duration  of  the  fibrillation  was  known.  In 
50  patients  fibrillation  lasted  longer  than  one 
year;  however,  in  33  patients  the  fibrillation 
was  present  for  less  than  one  month.  The 
mean  age  group  at  the  time  of  embolization 
in  this  series  was  from  forty  to  forty-nine 
years.  It  would  be  of  interest  to  know  the 
percentage  of  patients  who  will  develop  em- 
bolic phenomena  once  rheumatic  heart  dis- 
ease with  mitral  stenosis  has  been  recognized. 
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Both  Belcher  and  Somerville-  and  Wood,“  in 
following  such  groups,  found  an  incidence  of 
13  pel-  cent.  It  is  also  of  interest  and  per- 
tinent to  find  that  embolization  was  the  first 
sign  of  mitral  stenosis  in  12  per  cent  of  the 
patients.  Some  authors  consider  that  signifi- 
cant mitral  regurgitation  increases  the  risk 
of  embolization ; however,  most  of  them  be- 
lieve that  embolization  is  more  apt  to  occur 
with  tight  mitral  stenosis. 

The  mortality  rate  with  a single  embolic 
episode  ranges  from  11  to  32  per  cent.  Of 
the  survivors  of  this  embolic  episode,  two- 
thirds  will  have  further  embolic  phenomena 
within  one  year.  Askey^  does  not  list  the 
number  of  survivors  in  his  series,  but  he 
states  that  38  per  cent  of  these  survivors  of 
the  first  emboli  were  dead  within  three  years 
of  the  effects  of  subsequent  emboli. 

Prophylaxis  against  the  disaster  of  em- 
bolization should  include  the  following; 
(1)  Penicillin  to  prevent  further  attacks  of 
rheumatic  fever  and  further  endocardial 
damage  and  (2)  conversion  of  the  fibrillatory 
rhythm,  if  possible.  It  should  be  noted  that 
frecpient  changes  from  fibrillation  to  sinus 
rhythm  will  increase  the  risk  of  embolization. 
However,  if  the  patient  can  remain  con- 
\-erted,  this  is  preferred  to  fibrillation. 

Dr.  IjYOXs:  What  is  your  authority  for 

the  statement  that  it  is  preferable  to  convert 
these  people? 

Dr.  Walters:  The  fact  that  between 
7o  and  90  per  cent  of  people  with  embolism 
have  atrial  fibrillation. 

Dr.  Lyons:  But  why  is  it  preferable  to 
convert  a patient  with  mitral  stenosis  and 
ati’ial  fibrillation  back  to  sinus  rhythm? 

Dr.  Walters:  It  seems  that  atrial  fibril- 

lation in  itself  has  some  etiologic  significance. 

Dr.  Lyons:  Well,  more  people  die  in 

bed;  therefore,  we  should  never  go  to  bed  if 
we  do  not  want  to  die.  This  is  a tenuous 
argument  . The  great  difficulty  is  that  after 
you  have  converted  a patient  back  to 
normal  sinus  rhythm,  he  may  very  well 
return  to  auricular  fibrillation  at  a later  date 
with  a ventricular  rate  which  is  out  of  con- 
trol. Therefore.  I do  not  personally  believe 


that  one  should  convert  these  people  until 
the  mitral  stenosis  is  “cured.” 

Dr.  Walters:  One  approach  in  therapy 
is  anticoagulation.  It  is  shown  that  in  the 
98  patients  followed  1)3^  Askey^  there  was  a 
significant  drop  in  the  number  of  emboli  per 
patient  month  on  anticoagulation.  There 
were  270  emboli  in  1,944  patient  months 
not  on  anticoagulation  and  only  35  emboli 
in  2,995  patient  months  on  anticoagulation. 
However,  35  emboli  in  98  patients  over  an 
approximate  three-year  period  is  still  a 
sizable  number. 

A second  approach  is  valvulotomy.  It 
must  be  realized  that  the  hazard  of  emboli 
during  surgeiy  is  real.  Wood®  reported  on 
150  patients  with  valvulotomies  and  found 
that  there  was  an  incidence  of  10  per  cent 
of  embolization  at  surgery.  The  all-over 
mortality  rate  is  in  the  range  of  5 per  cent 
and  many  of  these  are  due  to  embolization. 
After  surgery  the  chance  of  embolization  is 
reduced  markedly.  Over  a postoperc^tive 
period  of  approximately  six  years  in  an  ex- 
perience of  700  cases  of  mitral  commissurot- 
01113-  there  has  been  only  1 instance  of  ar- 
terial embolism.  In  the  first  500  patients 
with  a thirty-month  follow-up  there  have 
been  only  5 emboli  patients.  There  is  a low 
incidence  of  embolization  after  satisfactorv 
mitral  I'alvulotomy. 

It  may  be  concluded  that  the  two  main 
factors  in  thrombi  formation  are  damaged 
endocardial  surface  plus  stasis  of  blood  that 
is  of  long  enough  duration  to  allow  the  inter- 
action of  blood  and  the  damaged  wall.  It 
appears  that  atrial  fibrillation  has  a greater 
likelihood  of  allowing  thrombi  to  form. 
The  mortality  rate  from  a single  embolus  is 
reported  to  be  11  to  32  per  cent.  The  likeli- 
hood of  further  emboli  after  one  such  episode 
is  greatly  increased.  Indeed,  in  about  two 
thirds  of  the  survivors  there  will  be  other 
emboli  in  the  first  year,  and  at  the  end  of 
three  years  about  30  per  cent  of  the  survivors 
will  be  dead.  The  question  of  prophylactic 
anticoagulation  in  mitral  stenosis  is  not 
settled.  Anticoagulation  will  reduce  appre- 
ciably the  number  of  emboli  occurring  in  the 


2410 


New  York  State  J.  Med. 


MAXAGEMENT  OF  EMBOLIC  PHENOMENA  IN  MITRAL  STENOSIS 


patient  who  has  had  at  least  one  embolic 
phenomenon.  It  does  not  seem,  however, 
that  anticoagulation  will  reduce  emboli  as 
well  as  successful  surgery.  An  assumption 
of  the  surgical  risk  seems  justified  if  the 
patient’s  condition  does  not  otherwise  con- 
traindicate surgery.  Indeed,  surgery  may 
be  justified  with  emboli  alone,  without  any 
other  evidence  of  cardiac  disability.  If 
surgery  is  contraindicated,  lifetime  anti- 
coagulation is  the  treatment  of  choice. 

Dr.  Lyons:  If  one  considers  the  relative 

frequency  of  the  embolization,  one  of  the 
amazing  things  to  me  is  the  fact  that  we 
.seldom  see  embolization  clinically  or  i-ecog- 
nize  it  clinically  except  when  it  hits  a strategic 
area  such  as  the  root  of  the  aorta,  the  brain, 
or  a kidney.  I suspect  that  in  the  course 
of  their  disease  many  of  these  patients  may 
also  have  many  other  emboli  that  go  quite 


unrecognized.  I also  feel  that  many  of 
these  patients  may  have  sizable  emboli  in 
their  gastrointestinal  tracts  without  pro- 
ducing anything  more  than  a little  gastro- 
intestinal upset.  I have  seen  1 or  2 patients 
with  mesenteric  infarction  who  were  not 
treated  surgically  many  years  ago  but  who 
recovered  completely.  The  clinical  diag- 
nosis was  suspected  and  later  proved  at 
autopsy  after  the  patients  died  of  cerebral 
accident  or  from  other  embolic  phenomenon 
at  a later  time. 
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Homicide  Rate 


Homicide  takes  more  than  8,000  lives  a year  in 
the  United  States,  the  statisticians  of  the  Metro- 
politan Life  Insurance  Company  report.  More 
than  half  of  all  the  victims  are  slain  by  firearms, 
while  in  about  one  out  of  four  slayings  cutting  and 
piercing  instruments  are  employed. 

The  homicide  rate  among  nonwhite  males  is  over 
10  times  that  among  white  males,  the  figures  being 
:14.7  and  3.4  per  100,000,  respectively,  for  1958,  the 
latest  year  for  which  complete  data  are  available. 

“The  relative  frequency  of  homicide  i.s  highest  in 
the  South,  lowest  in  the  North,  while  the  West  is  in 


an  intermediate  position.  In  1958,  the  rate  ranged 
from  1.1  per  100,000  population  in  New  England  to 
8.8  in  the  East  South  Central  area,”  the  statisticians 
note. 

Records  for  individual  states  are  even  more 
striking.  Five  states — New  Hampshire,  Rhode 
Island,  Massachusetts,  North  Dakota,  and  South 
Dakota — recorded  homicide  rates  of  less  than  1 per 
100,000,  New  Hampshire  having  the  lowest  rate  of 
0.3  Three  Southern  states,  however,  had  rates  ex- 
ceeding 10  per  100,000:  .\labama  (11.4),  Florida 
( 10.7),  and  Georgia  ( 10.4). 
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Reduction  in  Flow  Rate  in  Open-Heart  Surgery 

Combination  of  Hypothermia  and  Pump  Oxygenator 

GERALD  H.  PRATT,  M.D.,  WILLIAM  I.  WOLFF,  M.D.,  JOHN  V.  COMER,  M.D.,  DAVID  P.  BARR,  M.D., 
AND  D.  RAJ  MAHAJAN,  M.D.,  NEW  YORK  CITY 
{From  the  Cardiovascular  Laboratory,  St.  Vincent’s  Hospital) 


T N an  earlier  report  we  presented  our  ex- 
periences  with  hypothermia  in  the  sur- 
gical treatment  of  cardiovascular  disease. 
At  that  time  we  were  not  using  the  pump 
oxygenator.  In  our  present  study  we 
hope  to  bring  out  certain  points  not  empha- 
sized by  others.  The  composite  picture 
presented  by  all  those  working  in  the  field 
of  cardiovascular  disease  should  aid  all  of  us 
interested  in  this  problem  and  bring  other 
workers  up  to  date  in  these  therapeutic 
modalities.  Our  present  report  is  based  on 
over  one  year’s  experimental  work  on  dogs 
and  some  clinical  experience  on  human 
beings  undergoing  open-heart  surgery.  No 
attempt  is  being  made  to  review  the  work  on 
hypothermia  by  Fay  and  Smith,®  Allen,^ 
Lange,  Weiner,  and  Boyd,®  Lewis,®  Talbott,^ 
Cookson,  Neptune,  and  Bailey,®  Gollan, 
Bios,  and  Shuman,®  and  Bigelow  and  Mc- 
Birnie,^®  Bigelow,  Lindsay,  and  Greenwood,” 
Cross  and  Kay,”  Gollan,  Hamilton,  and 
Meneely,”  and  Johnson,  et  al.^^  or  our  own 
early  reports  on  local  and  general  cooling 
for  amputations,  aneurysms,  and  occlusive 
arterial  surgery. 

The  following  are  certain  basic  points 
about  hypothermia  and  its  effects:  (1) 

Oxygen  consumption  declines  in  proportion 
to  the  degree  of  hypothermia  unless  oxygen 
oversaturation  and  shivering  occur.  Other- 
wise, at  20  C.  there  is  only  15  per  cent  oxy- 
gen saturation.  (2)  With  aortic  occlusion 
at  normothermic  temperature  there  is  rapid 
dilatation  and  failure  of  the  left  ventricle. 
These  effects  are  delayed  with  cooling. 
(3)  Ventricular  fibrillation  is  the  greatest 
danger  of  hypothermia,  apparently  due  to 
the  blood  carbon  dioxide  concentration  and 


the  shift  in  the  serum  potassium.  Adequate 
ventilation  to  keep  the  pH  high  decreases 
this  ventricular  fibrillation  tendency.  (4) 
While  the  myocardial  cells  are  sensitive  in 
hypothermia,  neurologic  cells  in  the  brain 
and  spinal  cord  can  tolerate  anoxia  longer. 
The  normal  three  minutes  of  fife  without 
any  arterial  flow  can  be  lengthened  to  ten 
minutes  at  26  C.  (5)  The  kidney  functions 
poorly  in  the  hypothermic  state.  (6)  The 
experimental  dog  dies  in  three  minutes 
following  major  hemorrhage.  In  the  hypo- 
thermic state  the  patient  can  survive  severe 
hemorrhage  for  a longer  period.  Hemor- 
rhage causing  a blood  pressure  drop  to  40 
mm.  Hg  causes  an  80  per  cent  mortahty  in 
twenty-four  hours,  even  with  transfusion. 
In  the  hypothermic  animal  under  similar 
circumstances,  90  per  cent  of  the  animals 
survive  the  twenty-four  hours. 

In  extracorporeal  circulation,  using  the 
modified  Kay-Cross”  pump  oxygenator  with 
venous  gravity  drainage,  we  have  settled 
quite  definitely  on  a flow  rate  of  60  ml.  per 
kilogram  of  body  weight  or  2.2  L.  per  square 
liter.  This  means  that  in  a 100-pound 
patient  the  flow  rate  would  be  2,700  cc.  per 
minute.  While  such  flow  rates  can  be 
achieved,  trauma,  flow-level  maintenance 
for  a long  time,  and  other  mechanical  prob- 
lems become  difficult.  These  same  prob- 
lems exist  in  the  smaller  patients,  since  in 
them  the  arterial  catheter  is  placed  in  the 
aorta  through  the  femoral  artery  or  left 
subclavian  artery  and,  when  it  is  small,  it 
offers  great  resistance  to  the  arterial  flow. 
We  have  shown  repeatedly  in  animals  and 
human  beings  that  such  flow  rates  will  oxy- 
genate patients  adequately  during  the  time 
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TABLE  I. — Results  of  Extracorporeal  Circulation  in  Animals  Performed  at 

Various  Temperatures* 


Normothermic 

Circulatory  Temperature  • Hypothermic  Temperature 

System  37  C.  or  98.6  F.  30  C.  or  86  F.  25  C.  or  77  F.  20  C.  or  68  F.  16  C.  or  60.8  F.  Rewarming 


Arterial  blood 
pressure 

Normal 

95 

90 

85 

75  to  80 

Normal 

Venous  pressure 

Normal 

115 

120 

120 

125 

130 

Plasma  hemo- 

80  to 

40  to 

38  to 

32  to 

92  to  250 

globin 

260  mg. 
per 

100  ml. 

182  mg. 
per 

100  ml. 

172  mg. 
per 

100  ml. 

140  mg. 
per 

100  ml. 

mg.  per 
100  ml. 

Blood  pH 

7.35  to 

7.25  to 

7.2  to 

7.15  to 

7.1  to 

Auriculo- 

ventricular 

7.45 

7.35 

7.35 

7.35 

7.35 

7.35 

oxygen  differ- 
ence (flow  55 
to  65  cc.  per 
kilogram  per 
minute) 

Normal 

85 

70 

30  to  60 

no  to  120 

Half  flow  (30  cc. 
per  kilogram 
per  minute) 

Normal 

95 

92 

88  to  90 

120  to  135 

One-third  flow 

Normal 

Normal 

95 

90  to  92 

120  to  140 

Ventricular  fibril- 
lation, one-half 
to  one- third 
flow 

None 

None 

None 

One  reversal 
to  regular 
sinus 
rhythm 

Two  to  one 
reversals; 
one  irre- 
versible 

( )ne-fourth  flow 

Irreversible 
ventricu- 
lar fibrilla- 
tion 

Irreversible 
ventricu- 
lar fibril- 
lation 

* Values  are  quantitated  as  per  cent  of  normal  values. 


necessary  to  achieve  even  the  most  compU- 
cated  open-heart  operation.  It  is  apparent 
that  if  the  flow  rate  can  be  reduced  with  con- 
tinued adequate  oxygenation,  the  patient’s 
welfare  is  improved,  and  the  hemolysis  and 
other  mechanical  problems  decrease.  Oxy- 
gen consumption  decreases  with  hypo- 
thermia. Our  problem  became  one  of 
finding  how  low  the  flow  rate  could  be 
reduced  with  adequate  oxygenation  without 
the  introduction  of  irreversible  ventricular 
fibrillation.  Many  clinics  have  reported 
that  fibrillation  is  nearly  always  reversible. 
The  term  “nearly  always”  was  the  part  we 
did  not  like  about  permitting  a ventricular 
fibrillation  to  occur.  We  accept  the  fact 
that  many  fibrillating  hearts  can  be  de- 
fibrillated  and  normal  rhythm  restored, 
but  there  are  some  who  will  not  respond 
thus,  and  in  such  patients  the  mortality  is 
100  per  cent.  The  use  of  quinidine  and 
other  drugs  to  prevent  fibrillation,  as  re- 
ported by  Johnson,  may  be  a step  forward. 


but  most  surgeons  performing  heart  sur- 
gery have  a coronary  constriction  when 
fibrillation  begins. 

Method 

A series  of  healthy  mongrel  dogs  were 
used  both  as  donors  and  subjects.  They 
were  fasted  for  twenty-four  hours  but  were 
offered  water  just  prior  to  receiving  anes- 
thetic. The  donors  were  given  only  Anec- 
tine  anesthetic,  while  the  subjects  had  5 
per  cent  intravenous  sodium  pentothal  to 
keep  them  lightly  asleep. 

Arterial  pressure  was  monitored  in  the 
aorta  by  a mercury  manometer.  Systemic 
venous  pressure  was  recorded  by  a manom- 
eter connected  to  a polyethylene  catheter 
through  the  femoral  vein.  Esophageal, 
intracardiac,  and  oxygenator  blood  tempera- 
tures were  recorded  using  thermistor  probes 
connected  to  the  multioutlet  telethermom- 
eter. Continuous  monitoring  of  the  elec- 
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TEMPERATURE 

Fig.  1.  Relationship  of  oxj^gen  saturation  to 
hypothermia  and  reduced  flow  during  extracorporeal 
circulation. 
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ESOPHAGEAL  TEMPERATURE 


Fig.  2.  Summary  study  on  animals  using  e.x- 
tracorporeal  circulation  with  hypothermia. 

trocardiogram  was  carried  out. 

A right  thoracotomy  through  the  fourth 
intercostal  space  was  performed,  and  the 
superior  and  inferior  vena  cavas  were 
cannulated.  The  arterial  system  was  per- 
fused through  the  femoral  artery.  A Kay- 
Cross  disk  oxygenator  was  used  with  a heat 
exchanger  incorporated  in  the  extracorporeal 
circuit.  Moderate  and  profound  hypo- 
thermia was  induced,  and  arterial  and 
venous  oxygen  saturations  were  obtained  at 
different  flow  rates  with  a concomitant  de- 
termination of  blood  pH  and  a quantitative 
analysis  of  plasma  hemoglobin  to  determine 
the  amount  of  hemoly.sis  at  various  levels. 

Uesults 

The  results  of  arterial  blood  pressure, 
venous  pressure,  amount  of  hemolysis 
(pla.sma  hemoglobin),  blood  pH,  and  auric- 


Fig.  3.  Hemolysis  under  hypothermia  with  jiumj) 
oxygenator. 

uloventricular  oxygen  difference  at  various 
temperatures  and  flow  rates  are  summarized 
in  Table  I.  An  analysis  of  complete  data 
showing  the  relationship  of  oxygen  consump- 
tion in  the  body  to  the  level  of  hypo- 
thermia at  various  flow  rates  is  shown  in 
graphic  form  in  Figure  1.  Full  data  in  each 
experimental  animal  are  shown  in  graphic 
form  in  Figure  2.  Plasma  hemoglobin 
curves,  indicating  the  amount  of  hemol3Gsis 
at  various  hypothermic  levels  in  5 experi- 
mental animals,  are  .shown  in  Figure  3. 

The  Arterial  Blood  Pre.ssure. — The 
arterial  blood  pressure  is  reduced  progres- 
sively, although  only  slightl.y,  with  the  pro- 
gression of  hypothermia,  but  it  returns  to 
normal  levels  after  rewarming. 

The  Venous  Pressure. — The  venous 
pressure  goes  up  progressively  with  hypo- 
thermia and  with  rewarming  comes  back  to 
slightly  higher  than  normal  levels. 

Plasma  Hemoglobin. — There  is  a pro- 
gressive fall  in  the  plasma  hemoglobin  with 
hypothermia,  but  this  returns  to  normo- 
thermic  levels  with  rewarming. 

Blood  pH. — The  blood  pH  goes  down 
slightly  with  the  progression  of  hypothermia, 
and  on  rewarming  there  is  a little  fall  further 
due  to  excessive  accumulation  of  metab- 
olites, including  pjuaivic  acid  and  lactic 
acid. 

Auriculoventricular  Oxygen  Differ- 
ence.— (1)  At  a flow  rate  of  from  5.5  to  65 
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cc.  per  kilogram  of  body  weight,  the  differ- 
ence increases  progressively  as  the  tempera- 
ture goes  down,  and  the  difference  is  in- 
creased from  110  to  120  per  cent  on  re- 
warming as  compared  with  the  normo- 
thermic  state  before  cooling  because  of  the 
excessive  reactionary  increase  in  the  metab- 
olism. (2)  At  reduced  flow  rates  the 
difference  is  less  than  at  full  flow  rates  be- 
cause of  the  increased  consumption  of  oxy- 
gen by  the  body. 

\'entricular  Fibrill.\tion. — At  one  half 
and  one  third  of  the  flow  rate  no  real  diffi- 
culty with  ventricular  fibrillation  is  en- 
countered. If  it  occurred,  in  most  of  the 
(;ases  it  would  be  reversible.  However,  at 
one  quarter  of  the  flow  rates,  which  were 
poorly  tolerated,  difflculty  with  ventricular 
fibrillation  was  encountered,  and  in  most  of 
the  cases  it  was  irreversible. 

Comment 

Our  experience  with  the  concomitant  use 
of  hypothermia  with  {cardiopulmonary  by- 
pass in  experimental  work  and  clinically  has 
been  not  entirely  similar  to  that  described 
by  other  workers.  As  shown  in  our  data,  we 
have  been  able  to  reduce  the  arterial  blood 
flow  safely  from  one  half  to  one  third  during 
extracorporeal  circulation  along  with  mod- 
ei'ate  hj'^pothermia,  with  no  cerebral  damage 
or  any  other  untoward  effects.  Our  clinical 
experience  is  described  in  10  eases  of  open 
cardiotomy  in  which  we  used  hypothermia 
along  with  a pump  («ygenator.  These 
data  included  repairs  of  interventricular 
septal  defects,  auricular  septal  defects,  and 
correction  of  valvular  and  infundibular 
pulmonic  stenosis.  In  this  series  we  had  no 
operative  mortality,  (^ne  forty-two-year- 
old  female,  who  had  advanced  pulmonary 
hypertension  with  an  interatrial  septal  de- 
fect and  who  was  in  chronic  congestive  heart 
failure,  died  twenty-two  hours  after  opera- 
tion. An  autopsy  revealed  marked  internal 
thickening  and  medial  hypertrophy  of  the 
pulmonary  arteriolar  system  indicating  ir- 
reversible pulmonary  vascular  disease.  A 
child  with  pulmonary  stenosis  with  mild 


congestive  failure  died  twenty  hours  posl- 
operatively  with  some  unexplained  respira- 
tory difficulty.  Thus  our  over-all  survival 
rate  in  congenital  defects  is  90  per  cent. 

The  experimental  animals  tolerated  well 
the  reduced  flow  rates  up  to  oire  third  of  the 
calculated  normal  limit  with  hypothermia 
during  cardiopulmonary  bypass,  and  only  1 
animal  went  into  irreversible  ventricular 
fibrillation.  The  temperature  in  this  case 
had  been  lowered  to  10  C.,  with  a complete 
cardiac  standstill.  Most  animals  in  whom 
the  flow  was  reduced  to  one  quarter  of  the 
normal  range  went  into  irreversible  ventric- 
ular fibrillation.  Our  results  indicate  that 
between  temperature  levels  of  20  to  25  C. 
the  arterial  flow  rate  at  one  half  the  normo- 
thermic  levels  is  well  tolerated.  At  16  to 
20  C.  a flow  rate  of  one  third  the  normal 
temperature  is  quite  feasible  and  satis- 
factory. However,  aiy  flow  rates  lower 
than  this  at  hypothermic  level  of  under  16  C. 
are  very  poorly  tolerated.  We  have  no 
experience  at  this  stage  with  temperatuie 
levels  below  16  C.  and  their  relationship  to 
the  toleration  of  knvered  flow  rate,  but  fur- 
ther work  is  in  progress  in  our  cardiovascular 
research  laboratory,  and  we  are  using  pro- 
found hypothermia  clinically  along  with 
low  flow  rates  in  open  cardiotomy  cases. 

(Aie  observation  is  especially  noteworthy. 
Our  study  of  hemolysis,  as  indicated  by 
(luantitative  estimates  of  plasma  hemoglobin 
at  vai’ious  temperatures  in  our  experimental 
animals,  shows  a decrease  proportionate  to 
the  lowering  of  temperature,  then  this  again 
goes  up,  approximately  the  normothermic 
level  (Fig.  8).  This  clearly  indicates  two 
things: 

1.  The  rate  of  hemolysis  goes  down  as 
the  temperature  is  lowered. 

2.  The  already  liberated  plasma  hemo- 
globin circulating  in  the  animal  and  extra- 
corporeal circuit  disappears,  to  some  extent, 
as  the  temperature  is  lowered.  The  exact 
site  where  this  hemolyzed  material  is  de- 
posited or  excreted^ — whether  it  is  the 
spleen,  liver,  kidneys,  or  some  other  organ 
in  the  body — cannot  be  completely  postu- 
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lated  at  this  stage.  We  have  reviewed 
literature  on  hypothermia  with  cardio- 
pulmonary bypass  but  have  not  seen  this 
observation  described  by  any  other  group. 
We  are  working  on  this  problem,  and  the 
answer  may  be  forthcoming  soon.  De- 
creased hemolysis  under  hypothermic  con- 
ditions gives  further  weight  to  the  advocacy 
of  combining  this  very  useful  adjunct  along 
with  pump  oxygenator  in  all  open-heart 
surgery. 

We  have  also  noted  in  our  clinical  cases 
that  coronary  suction  blood  has  shown 
varying  degrees  of  hemolysis,  depending  on 
the  length  of  cardiopulmonary  bypass  and 
the  force  of  the  suction  apparatus.  Plasma 
hemoglobin  levels  of  10  to  160  mg.  per  100 
ml.  have  been  noted  in  these  cases.  Conse- 
quently, unless  absolutely  necessary,  we 
avoid  replacing  coronary  suction  blood  into 
the  human  patient.  We  wish  to  emphasize 
our  use  of  an  arterial  reservoir  which  further 
guards  against  foam  in  the  blood  and  per- 
mits small  fibrin  and  minute  bubbles  to 
settle  down.  We  do  not  use  any  blood  filter 
on  the  arterial  side,  and  we  believe  that  this 
causes  extra  trauma  to  the  cellular  elements 
in  the  blood.  We  strongly  advocate,  how- 
ever, the  use  of  an  arterial  reservoir  in  the 
extracorporeal  circuit. 

20  East  68th  Street,  New  York  21 
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Why  you  are  born  and  why  you  are  living  depend  entirely  on  what  you  are  getting  out  of  this 
world  and  what  you  are  giving  to  it. — Oscar  Hammerstein  II 
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SINCE  July,  1957,  many  surgeons  and 
their  associated  hospitals  have  been 
participating  in  a national  statistical  study 
of  the  effectiveness  of  the  various  anticancer 
drugs  used  in  conjunction  with  cancer 
surgery.  The  existence  of  the  program  is 
largely  attributable  to  the  support  and 
enthusiasm  of  I.  S.  Ravdin,  M.D.,  of  the 
University  of  Pennsylvania,  Philadelphia, 
Pennsylvania;  Warren  Cole,  M.D.,  Uni- 
versity of  Illinois,  Chicago,  Illinois;  Michael 
B.  Shimkin,  M.D.,  of  the  National  Institutes 
of  Health,  Bethesda,  Maryland ; and  George 
E.  Moore,  M.D.,  of  Roswell  Park  Memorial 
Institute.  These  doctors  were  instrumental 
in  convincing  their  surgical  colleagues  of  the 
merit  of  a cooperative  investigation  utilizing 
several  of  the  anticancer  drugs  which  were 
relatively  ineffective  against  large  tumor 
masses.  The  study  plan  which  was  devel- 
oped involved  the  use  of  the  anticancer 
agents  as  adjuvants  to  curative  cancer 
surgery.  Experimental  studies  had  shown 
that  the  anticancer  agents  were  most 
effective  against  disseminated  cancer  cells 
before  they  were  lodged  and  established  as 
metastases.^  The  study  was  based  on  this 
principle,  the  anticancer  agent  being  ad- 
ministered intraperitoneally  or  intravenously 
immediately  following  the  surgical  removal 
of  the  tumor  and  for  two  days  thereafter, 
allowing  the  anticancer  agents  to  act  on  any 
residual  cancer  cells  before  they  became  an 
established  growth. 

Five  separate  studies  of  different  tumors 
were  stated  in  39  surgical  departments. 
The  United  States  Public  Health  Service 
provided  financial  support  for  the  studies. 
The  five  studies  are  under  the  direction  of 


* Supported  under  contracts  and  grants-in-aid  from 
the  United  States  Public  Health  Service  under  the 
sponsorship  of  the  Cancer  Chemotherapy  National 
Service  Center,  Bethesda,  Maryland. 


Anthony  Curreri,  M.D.,  University  of  Wis- 
consin, Lung  Cancer  Study;  Rudolf  J.  Noer, 
M.D.,  University  of  Louisville,  Breast  Cancer 
Study;  William  Longmire,  M.D.,  U.C.L.A. 
Medical  Center,  Stomach  Cancer  Study; 
William  Holden,  M.D.,  Western  Reserve  Uni- 
versity, Colorectum  Cancer  Study;  and 
John  J.  Masterson,  M.D.,  State  University 
of  New  York,  Ovary  Cancer  Study. 

In  each  of  the  studies  involving  tumors  of 
the  female  breast,  stomach,  and  colorectum, 
the  drug  which  is  being  evaluated  is  TSPA 
(triethylene  thiophosphoramide).  The  drug 
being  evaluated  for  lung  tumors  is  nitrogen 
mustard.  Chlorambucil  is  being  studied  in 
patients  with  ovarian  tumors. 

Results 

The  study  which  so  far  appears  to  offer 
the  most  promise  from  the  standpoint  of 
drug  effectiveness  is  the  one  involving 
breast  cancer.  To  date  there  are  108 
patients  included  in  the  Part  1 section  of  the 
breast  cancer  study  in  which  the  patients 
received  a total  of  0.8  mg.  per  kilogram  of 
TSPA  given  intravenously  at  a dosage  of 
0.2  mg.  per  kilogram  immediately  following 
the  surgery  and  on  each  of  the  three  suc- 
ceeding days.  All  of  these  patients  re- 
ceived treatment  between  April  1 and 
October  1,  1958.  There  are  718  patients 
included  to  date  in  Part  2 of  the  breast 
cancer  study  who  are  receiving  a total  of  0.6 
mg.  per  kilogram  body  weight  of  TSPA 
given  inti’avenously  at  0.2  mg.  per  kilogram 
on  the  day  of  surgery  and  on  the  first  and 
second  postoperative  days.  This  portion  of 
the  study  was  begun  after  October  1,  1958, 
and  is  continuing  at  the  present  time. 

The  patients  were  selected  on  a double- 
blind basis  so  that  the  knowledge  of  the 
adjuvant  drug  to  be  used  would  not  influence 
the  surgeon  in  his  choice  of  operation.  No 
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postoperative  irradiation  was  given. 

The  patients’  ages  varied  from  twenty  to 
ninety-foiir  years,  with  the  majority  of 
patients  between  forty-five  and  sixty  years 
of  age.  The  distribution  of  patients  by  age 
in  the  treated  and  control  series  of  both 
groups  was  comparable.  Eighty-nine  per 
cent  of  the  patients  receiving  TSPA  ac- 
cording to  Part  1 dosage  schedule  were 
postmenopausal  as  compared  with  73  per 
cent  of  the  control  patients  of  this  group. 
Consequently,  only  11  per  cent  of  the 
treated  patients  of  the  Part  1 groups  were 
premenopausal  as  compared  with  27  per 
cent  of  the  control  group.  In  the  Part  2 
group  the  postmenopausal  patients  were 
again  about  a 3 to  1 majority,  while  there 
was  an  even  distribution  between  the 
treated  and  control  groups.  About  one 
half  of  both  the  pre-  and  postmenopausal 
patients  had  lymph-node  metastases  for 
both  the  Part  1 and  Part  2 groups. 

The  pathologic  findings  for  the  treated 
and  control  patients  of  both  the  Part  1 and 
Part  2 groups  revealed  that  one  half  of  the 
patients  had  lymph-node  metastases  and 
slightly  less  than  20  per  cent  had  tumors 
measuring  more  than  5 cm.  in  diameter. 
The  metastases  and  large  tumors  were 
distributed  equally  throughout  all  groups. 
Tumors  of  the  lobular,  medullary,  papillary, 
or  intraductal  variety  have  been  associated 
with  a slightly  improved  prognosis,  and  these 
types  were  seen  in  12  per  cent  of  the  treated 
patients  of  the  Part  1 group,  and  in  18  per 
cent  of  the  remaining  patients  of  Part  1 and 
Part  2.  Tumors  with  an  expansion  border 
showing  compression  rather  than  infiltration 
of  adjacent  tissues  are  associated  with  a 
more  favorable  prognosis,  and  this  tumor 
type  was  observed  most  fretiuently  in  the 
treated  patients  of  the  Part  1 group.  The 
root  type  of  infiltrative  tumor  edge  was  seen 
more  frecjuently  in  the  control  patients  of 
the  Part  1 group.  Both  tumor  types  were 
distributed  evenly  between  the  treated  and 
control  patients  of  the  Part  2 group.  A 
microscopic  blood-vessel  invasion  was  more 
common  in  the  control  patients  of  the  Part  1 


group  and  was  seen  with  equal  frequency  in 
the  Part  2 patients.  Lymph-node  metas- 
tases were  foimd  with  ecjual  frequency  in 
both  the  treated  and  control  patients  of  the 
Part  1 and  Part  2 groups. 

Systemic  complications  following  the  sur- 
gery and  administration  of  the  adjuvant  drug 
were  more  common  in  the  control  patients 
of  both  the  Part  1 and  Part  2 groups. 
Local  complications  such  as  hematoma  or 
minor  necrosis  were  more  common  in  the 
treatment  patients  of  the  Part  1 group. 
Hematoma  formation  or  wound  infection 
was  more  common  in  the  treatment  group  of 
the  Part  2 patients,  but  there  was  no  major 
significant  difference  in  complications  be- 
tween the  patients  receiving  TSPA  and 
those  receiving  the  control  drug. 

After  twenty-four  months  approximately 
43  per  cent  of  the  control  patients  of  the 
Part  1 group  had  some  type  of  recurrent 
disease  as  compared  to  only  24  per  cent  of 
the  Part  1 patients  who  were  treated  with  a 
total  of  0.8  mg.  per  kilogram  of  TSPA 
postoperatively.  The  patients  of  the  Part  2 
group  show  a similar  trend  over  a shorter 
period,  the  recurrence  rate  for  the  control 
patients  being  approximately  20  per  cent 
after  twenty-one  months  as  compared  with  a 
recurrence  rate  of  14  per  cent  for  the  pa- 
tients receiving  treatment  with  0.6  mg.  per 
kilogram  of  TSPA  postoperatively.  In  both 
the  Part  1 and  the  Part  2 groups  of  patients 
local  recurrences  were  less  common  in  the 
treated  patients,  while  distant  metastases 
were  slightly  more  common  in  the  treated 
group.  Considering  either  the  patients 
still  living  or  those  who  have  died  subse- 
quently, there  are  twice  as  many  recurrences 
in  the  control  patients  of  the  Part  1 group 
as  compared  with  the  treated  patients  of 
this  group.  The  same  trend  holds  true  for 
the  patients  of  the  Part  2 group.  When  the 
cancer  recurrences  are  considered  with  the 
presence  or  absence  of  lymph-node  metas- 
tases, it  appears  that  the  recurrence  rate  is 
increased  greatly  in  the  patients  who  had 
lymph-node  metastases  and,  regardless  of 
the  presence  or  absence  of  lymph-node 
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metastases,  the  recurrence  rate  was  de- 
creased in  the  treated  patients  of  the  Part  1 
group.  This  same  trend  is  present,  but 
not  as  striking,  in  the  patients  of  the  Part  2 
group. 

In  a recent  interim  report  of  the  lung 
cancer  study, ^ it  appeared  that  the  adjuvant 
use  of  nitrogen  mustard  at  the  time  of  pul- 
monary resection  led  to  an  increased  mor- 
bidity but  not  to  an  increased  operative 
mortality.  Although  final  end  results  in  the 
terms  of  survival  were  not  available,  it 
appeared  that  the  adjuvant  use  of  nitrogen 
mustard  did  not  prolong  the  survival. 

It  is  still  too  early  for  any  preliminary 
report  for  the  stomach  and  colorectal 
studies;  however,  there  is  some  indication 
that  they  will  eventually  yield  positive 
results.  There  are  too  few  patients  in  the 
ovarian  tumor  study  for  any  conclusion. 

Summary 

A cooperative  study  of  the  use  of  anti- 
cancer drugs  as  an  adjuvant  to  surgical 
extirpation  is  being  conducted  for  patients 


with  cancers  of  the  lung,  breast,  stomach, 
colorectum,  and  ovary.  A preliminary  eval- 
uation of  the  patients  with  breast  cancer 
reveals  a lower  rate  of  cancer  recurrence  to 
date  in  the  patients  who  received  TSPA 
postoperatively.  ^Vhen  the  TSPA  was 
given  to  a total  dose  of  0.8  mg.  per  kilogram 
postoperatively,  there  was  a slight  increase 
in  the  operative  morbidity.  This  morbidity 
has  lessened  with  a smaller  dose  of  drug. 
There  is  some  indication  that  there  will  be 
beneficial  effects  from  the  administration  of 
TSPA  after  surgery  for  cancers  of  the 
stomach,  colon,  and  rectum.  There  are  too 
few  patients  in  the  ovarian  cancer  study  for 
evaluation  at  this  time.  It  does  not  appear 
that  nitrogen  mustard  given  postoperatively 
led  to  any  increased  survival  in  the  patients 
with  cancer  of  the  lung.  . 
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Parkinson  s Disease  Becoming  More  Prevalent  Among 
Elderly  People 


Parkinson’s  disease,  this  nation’s  second  most 
prevalent  neurologic  disease,  is  becoming  more 
common  among  elderly  persons.  The  average  age 
of  parkinsonian  patients  in  1938  was  forty-four 
years;  ten  years  later  it  was  fifty-five  years;  in  1957 
it  was  sixty-five  years;  and  last  year  it  was  sixty- 
seven  years. 

Two  possil)le  e.xplanations  for  the  trend  are: 
first,  parkinsonism  in  these  patients  may  stem  from 


encephalitis  following  influenza  incurred  during  the 
epidemic  of  World  War  I;  and  second,  people  are 
living  longer.  If  the  first  explanation  is  true,  inci- 
dence of  the  disease  should  decline  with  the  passing 
of  persons  who  had  incurred  influenza  during  the 
1917  to  1927  epidemic;  if  the  second  is  true,  the 
incidence  may  increase  or  remain  at  its  present 
level. — Patterns  of  Disease,  Parke,  Davis  & Com- 
pany 
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Practical  Aspects  of  Psychosomatic  Dermatology 

GUSTAV  WEISSBERG,  M.D.,  NEW  YORK  CITY 

{From  the  Departments  of  Dermatology,  The  Mount  Sinai  Hospital  and  the  Metropolitan  Medical  Center) 


\ T PRESENT  most  dermatologists  recognize 
the  presence  of  a psychogenic  factor 
in  certain  skin  diseases.  There  are  doctors 
who  consider  emotional  conflicts  the  sole 
cause  of  some  skin  conditions,  while  others 
acknowledge  them  as  contributory  factors  or 
as  triggers.  Depending  on  his  training 
and  his  own  personality,  the  physician  will 
find  himself  somewhere  in  between  the 
two  extreme  schools  of  thought:  one  of 

which  tries  to  explain  everything  in  health 
and  disease  on  a psychologic  basis  and  the 
other  for  which  psychogenicity  still  is  a 
red  flag.  I shall  not  attempt  to  prove  either 
of  these  points  of  view,  but  I shall  confine 
myself  to  commenting  on  a few  pertinent 
experiences  in  this  field. 

The  Psychosomatic  Approach 

I believe  that  a psychosomatic  approach 
is  useful  in  the  diagnosis  and  management  of 
some  patients.  To  be  excluded  are  obvious 
psychotic  patients  and  persons  with  severe 
psychologic  difficulties  of  long  standing. 
Yet,  even  with  these  reservations  in  mind 
it  is  inevitable  that  errors  will  be  made  in 
the  selection  of  patients  who  may  prove 
amenable  to  treatment  on  a psychosomatic 
basis.  The  reason  for  this  is  that  the  derma- 
tologist must  rely  on  impressions  rather 
than  on  a correct  psychiatric  diagnosis 
which  he  is  usually  not  equipped  to  make 
and  for  which  psychiatrists  often  require 
several  interviews  with  the  patient.  The 
psychosomatic  approach  is  time-consuming 
and  consists  of  extended,  skillfully  directed 
conversations  with  the  patient.  It  is  hard 
to  draw  the  line  where  the  diagnostic  study 
of  the  patient  ends  and  where  the  therapeu- 
tic influence  begins.  The  mere  fact  that 
the  doctor  takes  the  time  and  interest  to 


listen  to  him  is  in  itself  often  helpful  to  the 
patient.  The  patient  might  obtain  some 
rehef  merely  from  the  fact  that  he  can  dis- 
cuss worries,  conflicts,  or  anxieties  relating 
to  his  job,  home,  or  school.  He  may  even 
find  solutions  to  some  of  his  problems  by 
talking  about  them  frankly.  The  doctor, 
on  the  other  hand,  may  gain  some  under- 
standing of  the  patient’s  basic  conflict,  or 
some  part  of  it,  by  listening  to  him.  How- 
ever, it  would  be  of  no  value,  and  it  may 
be  even  outright  dangerous,  to  transmit 
this  knowledge  to  the  patient.  The  type 
of  therapy  that  provides  insight  can  be  used 
only  by  the  psychiatrist.  The  dermatolo- 
gist must  deal  only  with  the  conscious 
material  the  patient  presents  and  must  avoid 
uncovering  technics.  When  the  problem 
is  not  severe  and  when  the  doctor  is  able 
to  establish  rapport  with  the  patient,  a 
supportive  and  encouraging  attitude  may 
be  of  great  help  in  managing  the  derma- 
tologic condition. 

It  goes  without  saying  that  there  are 
difficulties  connected  with  the  psychoso- 
matic approach.  An  important  factor  is 
time.  The  patient  who  is  eager  to  talk 
just  when  the  doctor’s  schedule  is  heavy 
may  fall  silent  at  the  next  visit  when  suf- 
ficient time  has  been  set  aside  for  him. 
In  another  sense,  too,  time  is  an  important 
factor.  The  patient  comes  to  the  derma- 
tologist for  relief  of  his  symptom.  He  may 
or,  more  often,  may  not  have  an  inkling 
that  his  skin  condition  is  influenced  by  his 
emotions,  but  the  fact  remains  that  he  goes 
for  help  to  the  dermatologist  and  not  to  the 
psychiatrist,  and  rightfully  so.  He  wants 
fast  relief  from  his  distressing  symptom, 
and  the  dermatologist’s  work  is  geared  to 
speed,  counting  in  days  and  weeks  instead 
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of  months  and  years.  Because  of  this 
haste  the  necessary  rapport  often  cannot 
be  established.  However,  in  cases  where 
a good  rapport  exists,  the  interviews  are  to 
be  kept  casual  and  combined  with  routine 
dermatologic  therapy.  As  soon  as  a special 
label  is  attached  to  these  conversations, 
the  patient,  who  up  to  now  has  accepted 
wilhngly  the  doctor’s  time  and  interest, 
will  question  his  qualifications.  He  will 
say  that  he  did  not  go  to  a psychiatrist 
but  to  a dermatologist  and  that  he  does 
not  believe  in  this  kind  of  therapy  anyhow. 
This  is  the  point  of  no  return — the  patient 
has  not  been  helped  and  the  physician  is 
left  with  a sense  of  frustration. 

Characteristics  of  Psychosomatic  Skin 
Disease 

Psychosomatic  skin  diseases  differ  in 
specific  ways  from  other  psychosomatic 
conditions.  In  the  layman’s  mind  skin 
diseases  often  have  the  connotation  of  in- 
fection, venereal  or  otherwise,  and  of 
uncleanliness  or  outright  dirt.  This  adds 
to  the  patient’s  emotional  burden  in  two 
ways.  First,  he  himself  might  have  these 
thoughts.  Second,  he  is  constantly  on  the 
defensive  toward  his  associates  at  work, 
school,  or  play.  This  leads  to  a sense  of 
shame  and  may  even  give  rise  to  ideas  of 
reference  in  patients  who  have  such  a tend- 
ency. This  secondary  effect,  incidently, 
may  occur  also  in  dermatoses  without 
p.sychogenic  causes  and  should  be  dealt 
with  by  giving  proper  information,  even 
if  it  has  not  been  specifically  demanded  by 
the  patient. 

The  other  point  of  difference  is  the  intense 
pruritus  which  usually  is  present  in 
psychosomatic  skin  diseases.  The  patient 
is  embarrassed  by  the  itching,  and  he  tries 
hard  to  suppress  his  urge  to  scratch  when 
he  is  with  other  people.  Aside  from  the 
unesthetic  aspect  of  the  scratching,  the 
patient  is  continuously  admonished  against 
it  by  his  relatives.  His  tension  builds  up 
and,  when  he  is  finally  alone,  he  “lets  go” 
with  full  force.  This  orgy  of  scratching 


creates  guilt  feelings.  In  the  finst  place, 
the  patient  sees  the  damage  he  is  inflicting 
on  his  skin;  second,  he  is  defying  the  people 
who  are  important  in  his  life;  last,  but  not 
least,  he  feels  guilty  because  of  the  great 
sexual  satisfaction  he  derives,  consciously  or 
unconsciously,  from  the  scratching.  The 
last  point  is  often  the  reason  for  the  patient’s 
denial  of  the  scratching.  The  doctor’s 
understanding  and  noncondemning  attitude 
is  helpful  in  diminishing  these  feelings  of 
guilt,  and  in  that  way  he  alleviates  the 
patient’s  tension. 

The  following  case  illustrates  the  pitfalls 
of  trying  to  do  too  soon  and  too  fast  what  a 
psychiatrist  takes  many  months  to  accom- 
plish after  having  established  a firm  rela- 
tionship with  the  patient. 

Case  Reports 

Ca.se  1.' — The  patient  was  a female  in  her 
early  fifties  with  an  intensely  pruritic  nummular 
eruption  on  her  forearm  of  two  weeks  duration. 
The  rash  appeared  after  the  patient’s  husband 
returned  from  a hospital  where  he  had  received 
medical  treatment  for  a peptic  ulcer.  After 
several  strictly  dermatologic  office  visits,  the 
eruption  cleared.  One  year  later  the  condition 
recurred.  After  giving  a lengthy  and  repetitive 
description  of  her  very  special  little  blisters  and 
at  the  same  time  looking  at  her  skin  lesions  as  if 
they  were  objects  of  art,  the  patient  related  the 
following  story. 

About  two  years  ago  she  took  in  a young  nurse 
as  a boarder  and  gave  her  the  room  which  the 
patient’s  daughter  had  occupied  before  her 
marriage.  The  patient  became  very  attached  to 
this  nurse  and  did  a lot  for  here.  The  husband,  a 
postal  clerk,  was  jealous,  resentful,  and  felt 
neglected,  obviously  with  some  measure  of 
justification.  Recently  this  girl  became  engaged, 
and  her  fiance  was  a frequent  dinner  guest  at  the 
patient’s  house.  The  marriage  date  was  near, 
and  the  patient  was  helping  in  the  preparations 
for  the  w^edding.  The  patient’s  daughter,  on  the 
other  hand,  was  living  in  Florida  and,  since  she 
was  expecting  her  first  baby,  w’anted  her  mother 
to  come.  However,  the  patient  said  that  she 
would  not  think  of  leaving  the  girl  now,  before 
her  w’edding,  that  she  would  not  be  of  much  use 
to  her  daughter  anyhow  with  “these  hands,” 
and  that  she  might  even  infect  the  baby.  I in- 
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formed  lier  that  the  rash  was  not  contagious,  that 
the  Florida  climate  might  be  helpful  in  clearing 
up  the  rash  faster,  and  suggested  to  her  that  her 
place  was  with  her  daughter  who  expected  a 
hab}'  and  not  with  the  boarder  who  was  getting 
married.  She  was  visibly  disappointed  when  she 
heard  my  opinion,  and  I felt  that  she  had  hoped  I 
would  support  her  in  her  intention  not  to  visit 
the  daughter.  This  was  the  last  I saw  of  this 
previously  very  loyal  patient. 

Comment. — My  impression  as  to  the  dy- 
namics of  this  case  is  that  the  patient  had 
an  unconscious  homosexual  attachment  to 
the  young  nurse.  There  may  also  have  been 
a strong  feeling  of  identification  with  her, 
and,  in  her  fantasy,  the  patient  may  have 
wanted  to  get  married  rather  than  give 
birth.  Whether  the  conflict  between  re- 
maining here  or  leaving  for  Florida  produced 
the  eruption  or  whether  the  symptom  was  a 
product  of  the  patient’s  unconscious,  de- 
signed to  supply  her  with  the  desired  excuse 
to  stay  here,  one  cannot  say.  It  was 
obviously  wrong  at  that  stage  to  go  beyond 
the  factual  information,  such  as  to  the  non- 
contagious  character  of  the  dermatitis  and 
the  possible  beneficial  influence  of  the 
climatic  change.  No  reference  should  have 
been  made  to  the  patient’s  duties  as  a 
mother. 

Case  2. — A forty-one-year-old  female  pre- 
sented herself  with  a hand  eczema  of  four 
months  duration.  She  asked  whether  the 
condition  could  have'been  caused  by  “nerves,” 
and  on  my  equivocal  answer,  proceeded,  without 
much  encouragement  on  my  part,  to  give  me  the 
following  story. 

She  had  been  married  for  seventeen  years  after 
keeping  company  w'ith  her  fiance  for  five  years. 
Her  father  had  been  opposed  to  the  marriage, 
but  eventually  he  had  given  his  consent.  The 
patient  had  wanted  a baby  very  badly  and  had 
undergone  many  tests  and  examinations.  Finall}^ 
her  only  chihl,  a daughter,  was  born  after  twelve 
years  of  marriage.  She  now  finds  that  the 
child’s  liveliness  is  getting  on  her  nerves,  but  in 
the  next  sentence  says  that  she  w'ants  another 
child.  She  then  related  that  she  has  always  been 
frigid,  has  never  had  an  orgasm  (“I  tighten  uj) 
and  cannot  let  go”),  and  kec])S  away  from  her 


husband  as  much  as  possible  to  avoid  the 
frustration  of  intercourse.  She  said  that  one 
of  her  doctors  told  her  that  she  did  not  get 
pregnant  because  of  her  emotional  difficulties. 

The  patient  was  the  oldest  of  seven  children. 
Her  only  sister  was  two  years  younger  and  had 
three  children,  while  all  the  brothers,  although 
married,  were  childless.  Her  father  was  a 
common  laborer  in  the  building  trade,  and  all  the 
brothers  had  followed  him  in  the  trade.  The 
father  had  always  been  the  undisputed  ruler  of 
the  family.  She  described  her  brothers  as  weak 
characters,  dominated  by  their  wives.  Asked 
about  her  husband,  she  said  that  he  was  a tool 
and  die  maker  and  added  hesitantly  that  he  too 
w'as  a weak  character. 

I then  pointed  out  to  her  the  obvious  in- 
consistencies in  her  stor}- : for  example,  that  her 
child  made  her  so  nervous  that  she  could  not 
stand  it,  and  j'et  she  w-anted  another  child.  I 
asked  her  whether  it  might  not  be  possible  that 
the  opposite  was  true- — that  she  did  not  w’ant 
another  child  and  therefore  kept  away  from  her 
husband.  She  showed  no  suprise  and  no  sign 
of  being  affected  by  my  opinion.  She  did  not 
return  for  her  next  appointment. 

Comment. — I do  not  want  to  offer  mj'- 
speculations  as  to  the  dynamics  of  this  case, 
but  it  is  my  impression  that  this  w^as  a very 
sick  female  and  that  it  w'as  a grave  mistake 
to  tell  her  my  thoughts,  even  though  this 
was  done  not  nearly  as  brusquely  as  would 
appear  from  this  brief  report.  I am  con- 
vinced, however,  that  she  would  not  have 
kept  her  next  appointment  anyway  be- 
cause she  was  ashamed  that  she  had  spoken 
about  her  sex  life  to  me,  whom  .she  had  met 
for  the  first  time,  and  who  was  neither  a 
p.sychiatrist  nor  a gynecologist.  This  case, 
I believe,  stres.ses  the  important  fact  that 
one  should  not  become  a father-confessor  to 
the  patient  before  a good  and  trusting 
relationship  has  been  allowed  to  develop — 
the  very  type  of  relationship  that  it  is  hard 
to  establish  in  our  speed.v  specialt3\ 

Case  3.- — An  intelligent  female  in  her  mid- 
twenties had  a very  mild  acne  and  showed 
obvious  signs  of  “picking,”  a habit  she  readily 
admitted.  She  talked  freely  about  her  personal 
life,  and  then  suddenh"  asked  whether  I was  a 
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(lormatolofjjist  or  a psychiatrist.  I answered  that 
1 was  a dermatologist,  but  that  I also  had  some 
interest  in  psychiatry.  On  hearing  this,  she 
laughingly  said:  “If  I would  have  known  that,  1 
would  not  have  talked  so  much.”  This  showed 
that  she  was  aware  of  her  emotional  difficulties, 
that  she  had  the  d('sire  to  unburden  herself,  and 
that  she  did  not  hesitate  to  talk  to  a nonpsy- 
chiatrist but  dreaded  to  talk  to  someone  who 
might  be  able  to  guess  more  than  she  wanted  to 
reveal.  The  patient,  incidently,  gave  up  the 
])icking  and  was  discharged  as  completely  cleared 
but  I do  not  know  whether  she  did  not  revert  to 
her  practice  afterwards. 

Comment. — Some  patients  will  stop  their 
picking  while  under  treatment,  not  because 
of  any  change  in  their  basic  emotional 
difficulties,  but  because  their  compulsion  is 
counteracted  by  their  desire  to  please  the 
sympathetic  but  firm  father  figure,  repre- 
sented by  the  physician,  or  because  they 
project  their  owm  prohibiting  conscience  onto 
the  physician. 

The  following  case  shows  that  it  is  possible 
to  obtain  fast  results  with  directive  therapy 
in  a suitable  patient. 

Case  4.- — A woman  in  her  forties  came  to  a skin 
clinic  with  severe  nummular  eczema,  secondarily 
infected,  with  crusts  all  over  her  hands.  She 
said  very  e.xcitedly:  “I  think  I could  talk  this 
rash  off  my  hands.”  She  was  given  the  chance. 
She  had  a very  sick  mother  for  whom  she  had  to 
care.  Her  sisters  and  brothers  refused  to 
commit  the  mother  to  a hospital  and  insisted 
that  she  stay  in  the  patient’s  home,  without 
offering  any  help  in  caring  for  her.  The  patient 
hated  what  she  had  to  do  for  her  mother  and 
said:  “What  can  I do  with  these  hands?” 
After  a thorough  discussion  of  her  situation  and 
after  she  had  been  told  that  a hospital  might  be 
just  the  place  for  a sick  elderly  woman,  the 
patient  calmed  down  and  left  the  clinic  markedly 
relieved.  At  her  next  visit,  one  week  later,  the 
skin  on  her  hands  had  cleared.  The  day  after 
her  first  clinic  visit,  she  was  able  to  take  her 
mother  to  the  hospital  against  the  will  of  the 
rest  of  the  family.  Her  hands  had  cleared 
despite  the  fact  that  she  had  continued  to  do  her 
own  housework. 

Comment. — This  eruption  was,  I believe, 


entirely  psychogenic.  She  had  to  prove  that 
she  could  not  continue  to  take  care  of  her 
sick  mother  any  longer,  and  her  only  way 
out  was  to  get  sick  herself,  in  a manner 
evident  to  everybody.  After  she  had  solved 
her  conflict  by  bringing  her  mother  to  the 
hospital,  the  need  for  the  eruption  was  gone. 

As  long  as  there  is  a need  for  the  symp- 
tom, it  is  hard  to  effect  a cure.  This  is 
shown  in  the  following  case. 

Case  5. — A patient  presented  him.self  with  a 
palm-sized,  intensely  pruritic  lichenified  patch  of 
localized  neurodermatitis  on  his  right  upper  thigh 
of  ten  years  duration.  After  four  x-ray  treat- 
ments, the  patch  disappeared  completely.  The 
patient  was  very  happy.  Four  weeks  later  he 
came  to  the  office  again  with  exactly  the  same 
patch  on  the  exactly  corresponding  site  on  the 
left  thigh.  It  was  evident  that  the  patient 
needed  this  tension  outlet,  and  no  attempt  was 
made  to  remove  the  second  patch. 

Case  0. — A case  demonstrating  how  the 
secondary  effect  of  a psychogenic  disorder 
may  prolong  a condition  concerns  a male  who  is 
now  eleven  years  old  and  has  been  a patient  at 
the  skin  clinic  with  widespread  alopecia  areata 
for  the  past  six  years.  The  first  attack  occurn>d 
when  the  father,  to  whom  the  boy  had  been  verj’ 
much  attached,  went  to  jail  for  the  first  time  for  a 
narcotic  offense.  For  years  the  patient  was 
nearly  totally  bald,  and  because  he  refused  to  go 
to  school,  it  was  decided  to  provide  him  with  a 
wig.  The  wig  was  ordered  through  a social 
service  agency,  and  two  months  later  the  bo}^ 
came  to  the  clinic  wearing  the  wig  which  was 
much  too  short  in  the  back,  leaving  half  of  the 
occiput  uncovered.  An  order  was  given  that  the 
wig  be  changed,  and  the  boy  came  back  after 
about  ten  weeks.  I looked  at  the  occipital  area 
first,  was  now  satisfied  with  the  length  and 
asked  him  to  take  the  wig  off  so  I could  inspect 
the  scalp.  Then  the  boy  and  his  mother  started 
to  laugh;  it  was  his  own  hair  which  I had  just 
seen  and  not  the  repaired  wig  that  I had  expected 
to  see.  There  was  full  and  vigorous  regrowth  of 
hair,  covering  the  entire  scalp  except  for  a 
half-inch  band  at  the  nape  of  the  neck.  After 
a talk  with  the  mother,  I reconstructed  the 
course  of  events  in  the  following  manner. 

In  the  last  years  the  boy  had  become  in- 
creasingly withdrawn,  never  went  out  to  play. 
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and  during  the  last  year  also  refused  to  go  to 
school.  Then  he  got  the  wig  and  w'ent  down  to 
the  street  but  came  back  soon,  crying  that  the 
boys  on  the  street  made  fun  of  his  wig.  The 
mother,  who  is  a warm,  nice  person,  talked  to 
him,  telling  him  that  now  he  did  not  look 
different  anymore,  and  that  the  boys  would 
soon  forget  that  he  wore  a wig.  He  tried  again 
and  discovered  that  his  mother  was  right;  he 
was  now'  accepted  by  the  boys.  From  then  on  he 
changed.  He  w'ent  back  to  school,  joined  the 
cub  scouts,  became  cheerful,  and  spent  his  time 
the  w'ay  other  boys  in  his  group  did.  Most 
important,  his  hair  started  to  grow'. 

The  primary  trauma,  that  is,  the  separation 
from  the  father,  had  lost  its  power,  but  the 
boy’s  psychologic  reaction  to  his  baldness  and 
to  the  social  consequences  it  produced  was  a 
chronic  traumatic  situation.  By  getting  the 
wig  and  becoming  a member  of  his  group,  this 
situation  was  eliminated  and  the  hair  regrew'. 

Comment. — A psychosomatic  approach  is 
helpful  in  differential  diagnosis  and  prog- 
nosis; it  helps  in  the  evaluation  of  factors 
which  may  obstruct  or  impede  the  instituted 
routine  dermatologic  therapy  in  an  in- 
dividual case.  Thus,  when  the  patient  has 
an  unexpected  setback  or  exacerbation  of 
his  skin  condition,  we  know  that  not  only 
must  we  re-examine  the  therapy,  but  we 
must  also  inquire  into  the  patient’s  experi- 
ences preceding  the  exacerbation.  When  a 
teen-ager  with  a moderately  severe  acne 
suddenly  gets  a severe  exacerbation  after 
having  done  well  under  treatment  for  tw'o 
months,  we  must  add  to  the  usual  questions 
concerning  slips  in  diet  or  home  care  some 
questions  about  school.  When  we  elicit  the 
answer  that  it  is  Regents  week  and  that 
the  patient  is  very  nervous  about  tests,  w'e 
will  know  that  there  is  no  reason  for  a change 
in  therapy. 

The  following  case  illustrates  how  psycho- 
somatic orientation  may  be  helpful  in 
making  a diagnosis. 

Case  ?.■ — A middle-aged  baker  got  a derma- 
titis on  his  forearms.  A diagnosis  of  contact 
flermatitis  was  made,  and  patch  tests  were 
performed  which  proved  inconclusive.  The 
eruption  soon  became  generalized  and  the  patient 


was  admitted  to  the  hospital.  Twenty-four 
hours  after  admission  he  felt  less  itching  without 
having  received  any  therapy  as  yet.  When 
questioned  whether  he  felt  itchy  at  work,  he 
answered  that  at  work  he  had  no  time  to  itch, 
but  that  the  itching  was  intolerable  on  weekends 
at  home. 

Comment.- — This  information  may  lead 
us  to  reconsider  the  first  diagnosis  and  to 
think  of  generalized  neurodermatitis.  A 
patient  with  occupational  dermatitis  usually 
feels  better,  not  worse,  when  away  from  work. 
The  patient  rationalized  that  he  had  no  time 
to  itch  when  he  was  working  but  in  the 
hospital,  where  he  had  nothing  to  do,  his 
itching  decreased,  a fact  which  points  to  the 
home  environment  as  a possible  emotional 
etiologic  factor  in  his  skin  condition. 

In  contrast  to  the  patients  with  hand 
eczema  whom  I find  rather  talkative,  pa- 
tients with  atopic  dermatitis  are  usually 
taciturn.  They  answer  questions  with  a 
minimum  of  words  and  do  not  betray  an}" 
emotions  in  their  rigid  facial  expressions. 
Their  body  posture,  too,  is  rigid  and  they 
give  the  impression  that  they  are  forbidden 
to  move  or  to  talk.  It  is,  therefore,  difficult 
to  establish  a proper  working  relationship 
with  them.  Some  of  these  patients  seek 
psychiatric  help  on  their  own  or  do  so  on  the 
urging  of  relatives  because  of  emotional 
problems.  Although  they  are  aware  that 
they  scratch  more  when  under  tension,  they 
usually  do  not  relate  their  psychologic 
difficulties  to  their  skin  condition.  Most  of 
them  have  had  infantile  eczema  and,  during 
their  school  years,  there  was  always  a small 
lichenified  patch  present  w'hich,  however, 
did  not  bother  them  enough  to  ask  for 
medical  help.  In  some  of  these  patients  an 
intense  outbreak  occurs  with  the  advent  of 
adolescence.  From  the  flexors  the  rash 
spreads  to  the  trunk,  neck,  and  face.  The 
ungainly  appearance  of  these  patients  inter- 
feres with  their  social  life  and,  with  the 
pruritus,  has  a depressing  effect  on  them. 
Therefore,  it  is  understandable  that  some 
dermatologists  feel  that  these  people  become 
neurotic  as  a consequence  of  their  skin 
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condition  and  not  vice  versa.  Undoubtedly 
there  is  a vicious  cycle  operative  with  the 
skin  condition  secondarily  affecting  the 
emotional  balance  of  the  patient.  I believe, 
however,  that  in  addition  to  constitutional 
elements,  psychologic  causes  play  a large 
role  in  the  precipitation  of  this  condition. 

I do  not  know  whether  the  mothers  of  all 
the  atopic  patients  reject  their  offspring, 
and  I believe  that  maternal  rejection  occurs 
quite  frequently  also  among  the  general 
population.  However,  I am  impressed  by 
the  observation  that  in  all  cases  of  atopic 
dermatitis  a conflict-laden  relationship  exists 
between  mother  and  patient,  a relationship 
which  is  easily  discerned  in  the  office.  The 
patient  himself  speaks  up  only  rarely;  the 
mother  does  all  the  talking.  The  mother’s 
personality  may  influence  the  severity  of  the 
child’s  dermatitis.  The  less  domineering 
she  is,  the  more  she  permits  the  child  to 
make  himself  heard,  the  better  it  is  for  the 
skin  condition.  Thus,  the  mother  of  a four- 
year-old  boy  tells  me  wonderingly  that 
whenever  her  son  is  good  and  obedient,  he 
starts  to  scratch,  thereby  making  the 
eczema  worse;  whenever  he  rebels,  the 
patches  disappear.  This  statement  was 
made  by  a mother  who  was  intelligent 
but  untouched  by  psychologic  knowledge. 

The  following  case  seems  interesting 
because  of  the  special  twist  involved. 

Case  8. — The  mother  of  a teen-ager  with 
atopic  dermatitis  called  for  an  appointment  to 
talk  to  me  about  her  daughter.  In  the  course  of 
the  conversation,  she  told  me  that  she  had  had 
her  first  child  at  the  age  of  seventeen  and  the 
second,  the  patient,  seventeen  years  later.  In 
the  early  stages  of  her  second  pregnancy  she 
had  tried  desperately  to  lose  the  child.  She  had 
used  hot  douches,  jumped  from  chairs,  and 
taken  abortive  tablets,  but  her  efforts  had 
failed.  When  her  child  got  the  eczema,  this 
mother  blamed  herself,  believing  that  her  actions 
during  the  pregnancy  were  responsible  for  the 
child’s  skin  condition.  She  had  never  tajked 
to  anybody  about  it  before,  she  said,  not  even 
to  the  priest.  I set  her  mind  at  ease,  and  she 
left  the  office  grateful  and  relieved.  Ever  since, 
she  has  shown  great  cooperation  in  the  handling 


of  the  patient. 

Comment.- — -I  have  found  that  all  adoles- 
cents suffering  from  this  condition  rebel 
fiercely  against  their  mother’s  interference 
in  their  affairs,  yet  they  are  unable  to  vent 
their  resentment  and  anger.  Their  skin 
then  becomes  the  battlefield,  and  the  un- 
spoken words  of  anger  are  changed  into  deep 
scratch  marks.  At  the  same  time,  they  are 
unable  to  wean  themselves  from  their 
mothers. 

Case  9.  —One  of  my  patients,  a young  Negro 
woman,  who  always  had  a very  bad  relationship 
with  her  mother,  visited  her  mother  daily  after 
work  before  going  to  her  own  home.  She  kept 
these  visits  secret  from  her  husband  who  got 
angry  when  she  did  not  prepare  his  dinner  on 
time.  When  asked  why  she  had  to  see  her 
mother  every  day,  the  patient  said;  “For  no 
special  reason,  I just  have  to.” 

Case  10.- — Another  patient  was  a twenty-one- 
year-old  nursery  school  teacher.  She  had  had 
eczema  all  her  life.  She  married  at  the  age  of 
nineteen  and  went  with  her  husband,  who  was 
then  in  the  Army,  to  Atlanta,  Georgia  where  he 
was  stationed.  She  stayed  there  for  eighteen 
months  and  her  skin  was  completely  clear  during 
this  time,  in  spite  of  the  heat  and  humidity, 
factors  which  previously  used  to  make  her  feel 
much  worse.  ^Vlien  she  returned  with  her 
husband  to  New  York,  they  took  a small  apart- 
ment in  the  same  building  in  which  her  parents 
lived,  even  though  she  had  never  gotten  along 
well  with  her  mother  whom  she  described  as 
domineering,  interfering,  and  constantly  critical 
of  her.  The  reasons  the  patient  gave  for  renting 
this  apartment  were  that  the  mother  wanted  her 
to  live  there  and  that,  living  in  the  same  building, 
she  would  be  able  to  have  dinner  at  her  parents’ 
home  and  would  not  have  to  prepare  her  own 
meals  after  coming  home  from  work.  The 
patient  had  never  been  able  to  assert  herself 
or  to  free  herself  from  an  extreme  dependency 
on  her  mother.  Soon  after  her  return  to  New 
York,  she  had  a severe  disseminated  exacerbation 
which  brought  her  to  my  office.  After  several 
months  of  treatment,  she  was  able  to  move 
to  another  part  of  town  and  to  keep  her  contacts 
with  her  mother  to  a minimum.  With  this 
change  in  residence,  her  skin  improved. 
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The  mothers  of  these  patients  are  domi- 
neering; the  children  are  demanding,  difficult 
to  satisfy,  and  hypersensitive. 

Case  11. — A senior  high  school  student  came 
to  the  clinic  with  an  acute  outbreak  of  his  eczema 
which  had  been  quiescent  for  years.  His  face, 
neck,  and  upper  e.xtremities  were  affected. 
After  an  inspection  of  his  skin,  I asked  the 
patient  if  anything  special  had  upset  him  at 
school  or  at  home.  He  told  me  that  the  only 
occurrence  was  that  his  family  had  moved  to  a 
new  home  where  he  had  his  own  room,  a “bigger 
and  nicer  one”  than  he  had  had  in  the  old  apart- 
ment. Then,  after  a short  pause,  he  said  very 
excitedly,  “My  parents  did  not  even  discuss  the 
move  with  me.”  This  blow  to  the  boy’s  pride, 
probably  011I3'  one  link  in  a long  chain  of  similar 
occurrences,  was  enough  to  precipitate  the 
exacerbation. 

I consider  patients  who  suffer  from  severe 
atopic  dermatitis,  which  starts  in  infancy 
and  never  clears  up  for  any  length  of  time, 
as  emotionally  very  sick  people. 

Case  12. — Recently  I saw  a twenty-one-year- 
old  student  who  was  referred  to  me  by  her 
psychotherapist.  She  had  always  had  eczema. 
One  year  ago,  while  studying  abroad,  she  had 
a breakdown.  She  was  brought  back  to  this 
country  and  i)laced  in  an  institution  for  six 
months.  During  this  time  her  skin  cleared 
completely  and  stayed  clear  for  another  six 
months  after  her  recovery  from  the  psychosis. 
Several  weeks  ago  her  skin  erupted  again. 

Comment. — I am  mentioning  this  case  as  a 
warning  against  the  indiscriminate  use  of 
corticosteroids  in  atopic  dermatitis.  It  is 
frequently  assumed  that  steroid  therapy 
will  bring  on  a psychosis  only  in  patients  who 
are  predisposed  to  psychosis.  Some  patients 
with  severe  atopic  dermatitis  would  seem  to 
fall  into  this  group.  The  disappearance  of 
the  physical  symtomatology  when  the 
patient  becomes  psychotic  and,  on  a small 
scale,  the  improvement  of  the  skin  condition 
when  the  patient  succeeds  in  releasing  his 
suppressed  anger,  are,  I believe,  points  of 
evidence  for  the  presence  of  psychogenic 
factors  in  atopic  dermatitis. 


Comment 

On  the  basis  of  my  experiences  with  adole.s- 
cent  atopic  patients,  I have  talked  with  the 
mothers  of  young  children  with  eczema, 
going  beyond  giving  them  instructions  of 
how  and  when  to  apply  the  medication.  I 
try  to  obtain  as  much  knowledge  as  posfsible 
about  the  home  life.  Also,  I try  to  correct 
what  may  appear  obviously  detrimental  in 
the  upbringing  of  the  child  and  to  impress 
on  the  mothers  that  these  children  are 
especially  .sensitive,  not  only  to  cold,  heat, 
wool,  and  chocolate,  but  also  to  harsh 
words.  It  is  my  feeling  that  such  talks  are 
helpful.  They  do  not  change  the  basic 
characteristics  of  the  people  involved,  but 
they  help  mothers  to  keep  a check  on  their 
attitude  toward  their  children  and,  in  that 
way,  possibly  create  a different  pattern  of  a 
mother-child  relationship. 

These  talks  have  to  be  conducted  with 
\itmost  caution,  so  as  not  to  upset  the 
already  anxious  mother  who  has  the  vague 
feeling  that  she,  somehow  and  to  some 
degree,  is  responsible  for  her  child’s  condi- 
tion. The  thing  to  do  is  to  try  to  alleviate 
the  mother’s  guilt  feelings  as  much  as  pos- 
sible and  thus  to  gain  her  cooperation  in  new 
ways  of  handling  her  child.  Any  probing 
into  the  mother’s  psychologic  makeup 
should  be  strictly  avoided,  and  the  conversa- 
tion should  be  confined  to  the  daily  routine 
of  the  child  and  to  ways  of  avoiding  tensions 
in  the  mother-child  relationship.  In  a better 
home  climate  which  we  may  be  able  to  create 
in  this  way,  the  child  may  acquire  other 
patterns  of  tension  release  and  possibly  be 
saved  from  the  recrudescence  of  atopic  der- 
matitis in  adolescence. 

Before  closing,  I would  like  to  mention 
that,  obviously,  there  are  p.sychoneurotic 
patients  who  have  skin  diseases  unrelated 
to  theii-  neuroses.  Also,  there  are  patients 
who  try  to  impress  on  the  doctor  that  their 
skin  trouble  may  be  caused  by  “nerves,” 
partly  because  they  consider  the  emotional 
etiology  le,ss  serious  than  an  organic  cause 
and  also  becau.se  it  seems  fashionable  now- 
adays to  have  something  mysteriously 
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wrong  with  one’s  nerves.  Such  patients 
may  make  a differential  diagnosis  more 
difficult.  Special  mention  should  be  made 
of  patients  who  are  being  referred  by  their 
analysts  for  diagnosis  or  treatment  of  their 
skin  conditions.  To  such  patients  one 
must  be  a 100  per  cent  somatist,  and  psychol- 
ogy should  remain  a forbidden  ground.  One 
should  be  on  guard  not  to  be  maneuvered 
into  any  conversation  by  the  patient  who 
may  want  to  check  on  the  psychiatrist  or 
his  method  and  who  may  also  try  to  “play” 
one  doctor  against  the  other.  The  same 
thing  applies  to  patients  who  are  not 
referred  by  psychiatrists  but  who  are  re- 
ceiving psychotherapy.  As  soon  as  this 
fact  is  known,  a purely  somatic  approach 


should  be  used. 

Sutnniary 

In  summary,  I should  like  to  say  that  in 
spite  of  the  various  difficulties  encountered,  a 
psychosomatic  orientation  is  helpful  in  the 
diagnosis  and  management  of  patients. 
This  approach  requires  time,  a certain 
amount  of  intuition,  and  curiosity  in  what  is 
going  on  beneath  the  skin  of  the  patient. 
It  also  requires  caution,  the  ability  to  listen 
rather  than  to  talk,  and  the  foresight  to 
think  twice  before  asking  or  answering 
questions.  There  will  be  disappointments, 
but  they  will  be  outweighed  by  added  grati- 
fications. 

1040  Park  Avenue,  New  York  28 


Respiratory  Ailments 


Re.spiratory  ailments  rank  first  anrong  the  causes 
of  disability  lasting  eight  days  or  more  among 
employes  of  Metropolitan  Life  Insurance  Company, 
it  is  reported  by  the  company’s  statisticians. 

The  incidence  rate  of  such  disability  in  1960 — 
156  per  1,000  personnel — was  about  the  same  as 
the  two  preceding  years.  However,  there  were 
contrasting  trends  in  the  disability  rates  for  the 
two  sexes.  Among  males  the  rate  decreased  steadilj" 
from  114  per  1,000  in  1958  to  107  in  1960,  while 
among  female  employes  it  rose  from  228  to  237  in 
the  same  period. 

Women  have  higher  disability  rates  than  men 


throughout  the  main  working  ages,  but  the  degree 
of  disparity  varies  with  age.  Disability  rates  are 
one  and  two-thirds  times  as  high  for  women  as  for 
men  under  the  age  of  twenty-five  and  about  three 
and  one-half  times  as  high  as  for  men  at  ages 
twenty-five  to  forty-four. 

Diseases  of  the  digestive  system  ranked  second  to 
respiratory  diseases  as  a cause  of  disability  among 
both  men  and  women.  Accidental  injuries  ranked 
third  among  women  and  fourth  among  men. 
Diseases  of  the  circulatory  system  ranked  third 
among  men,  but  they  were  well  down  the  list  for 
women. 
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Malpractice  Insurance  As  It  Affects  the 
Ophthalmotogist 

THOMAS  M.  d’aNGELO,  M.D.,  FLUSHING,  NEW  YORK 

{From  the  Departments  of  Ophthalmology,  Queens  Hospital  Center,  Flushing  Hospital,  and  New  York 

Medical  College) 


HEN  I first  began  to  practice  medicine 
* * my  malpractice  insurance  premium 
for  $5,000  to  $15,000  liability  was  $18 
per  year.  Today  my  premium  is  almost 
$400  for  $100,000  to  $300,000  liability,  and 
the  premium  for  ophthalmologists  has  been 
reduced  for  the  past  two  years. 

What  has  brought  about  this  enormous 
increase  in  rates?  The  answer  is  very 
simple : a marked  increase  in  the  number  of 
suits  and  claims  and  greater  monetary  ver- 
dicts to  the  plaintiff.  Two  years  ago  one 
doctor  out  of  20  was  sued  in  this  State 
for  that  year.  Most  of  the  doctors  against 
whom  suit  is  brought  are  being  sued  for  the 
first  time.  Gradually  we  have  discontinued 
insurance  to  chronic  offenders. 

The  financial  burden  is  only  one  aspect 
of  this  problem.  Consider  the  blot  on  the 
doctor’s  reputation  when  the  suit  reaches 
the  newspapers;  even  should  he  win  the  suit 
the  damage  is  never  wholly  erased. 

Negligence  Law  in  New  York  State 

Just  what  is  the  negligence  law  in  this 
State?  In  nontechnical  terms  it  states  that 
a physician  is  held  liable  for  any  acts  of 
negligence  which  cause  damage  to  his 
patient.  We  all  can  understand  that  if  an 
ophthalmologist  operated  on  the  wrong  eye, 
he  readily  would  admit  negligence.  Also 
if  the  ophthalmologist  abandoned  the  patient 
and  the  patient  suffered  because  of  this  act, 
we  would  understand  the  malpractice  in- 
volved. 

The  law  has  also  been  interpreted  to  mean 

Presented  at  the  154th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  Section  on  Ophthalmology,  May  12,  1960.  Dr. 
d’Angelo  was  Chairman  of  the  Section. 


that  a physician  should  not  undertake  to 
treat  a patient  beyond  the  limitations  of  his 
training  and  experience.  True,  the  license 
to  practice  medicine  allows  any  physician 
to  operate  for  a brain  tumor,  but  the  phy- 
sician should  make  certain  that  he  possesses 
the  necessary  training  and  experience  to 
carry  out  such  a procedure. 

The  law  has  been  interpreted  also  to  mean 
that  the  physician  should  carry  out  the 
treatment  for  a particular  disease  which  is 
accepted  in  his  community.  He  should  not 
use  new  and  unapproved  methods  unless  he 
has  explained  carefully  to  the  patient  the 
reasons  for  using  such  methods  and  any 
dangers  involved.  The  physician  should 
obtain  the  patient’s  consent  in  writing. 
Even  then  if  these  methods  are  not  used 
by  most  practitioners,  the  doctor  might  be 
held  liable  in  a malpractice  suit.  Such  a 
question  has  arisen  recently  in  ophthal-  | 
mology — namely,  the  implantation  of  arti-  I 
ficial  lenses  after  a cataract  extraction.  I 

New  Problems 

Within  the  past  few  years  some  new  prob-  ^ 
lems  have  arisen  which  require  some  careful  M 
thinking  on  the  part  of  the  medical  profes-  I 
sion : the  increase  in  the  number  of  persons  I 
having  some  form  of  medical  expense  I 
insurance  and  the  problem  of  res  ipse  lo-  !| 
quitur,  “the  thing  speaks  for  itself.”  I 

There  has  been  an  increase  in  the  number  !'j 
of  persons  having  some  form  of  medical 
expense  insurance.  These  individuals  also  | 
carry  hospital  expense  insurance;  therefore  | 
they  are  treated  as  private  patients  and  can 
choose  their  private  physician.  This  has  < 
greatly  diminished  the  number  of  ward  | 
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patients  for  the  training  of  residents  and 
interns.  Some  individuals  and  some  in- 
stitutions have  asked  that  these  patients 
be  operated  on  by  the  residents,  sometimes 
with  and  sometimes  without  supervision. 
If  the  patient  has  signed  a consent  form  for 
operation  on  which  Dr.  A.  is  the  surgeon, 
then  Dr.  A.  is  responsible  for  that  patient. 
Should  he  allow  Dr.  B.,  the  resident,  to 
perform  the  operation  without  supervision, 
then  Dr.  A.  may  be  guilty  of  fraud,  and  Dr. 
B.  may  be  guilty  of  technical  assault. 
Should  the  patient  suffer  a poor  result  and 
should  the  doctor  be  sued  for  malpractice, 
the  malpractice  policy  would  not  cover  him 
if  he  were  convicted  of  fraud.  That  of 
course  is  an  extreme  case.  If,  however. 
Dr.  A.  assisted  Dr.  B.  and  Dr.  B.  did  the 
most  important  part  of  the  operation,  such 
as  a lens  extraction,  it  is  my  belief  that  Dr. 
A.  still  would  be  guilty  of  fraud.  Where  is 
the  dividing  line?  In  many  cases  it  may  be 
difficult  to  ascertain.  The  advice  of  com- 
petent members  of  the  legal  profession  is 
that  if  the  patient  has  asked  a physician  to 
do  the  operation,  then  the  latter  should  do 
it  himself. 

In  cases  of  res  ipse  loquitur,  the  damage  is 
of  such  a nature  that  no  expert  testimony 
is  needed  to  prove  it.  For  instance,  a 
physician  gives  an  intramuscular  injection, 
and  the  needle  breaks.  The  damage  speaks 
for  itself.  This  rule  of  law  is  being  used 
now  in  cases  which  are  not  so  obvious  and 
where  expert  testimony  previously  was  re- 
quired to  prove  the  damage,  for  example, 
paralysis  of  the  lower  extremities  after 
spinal  anesthesia  or  fractures  sustained 
during  shock  therapy.  The  reason  that  the 
courts  are  allowing  some  of  these  cases  under 
res  ipse  loquitur  is  that  there  is  thought  to  be 
a conspiracy  of  silence  among  the  doctors 
so  that  they  will  not  testify  against  each 
other  even  though  they  know  that  negligence 
has  caused  the  damage. 

I do  not  know  what  the  situation  is  outside 
of  New  York  State,  but  in  this  State  it  is 
very  easy  to  get  a doctor  to  testify  for  the 
plaintiff. 


Basis  for  Malpractice  Suits 

It  has  been  said  often  that  a great  ma- 
jority of  malpractice  suits  and  claims  have 
no  foundation  in  fact.  We  made  a survey 
of  this  problem  a few  years  ago,  and  we 
were  surprised  to  find  that  about  50  to 
60  per  cent  had  some  foundation  in  fact. 
About  15  per  cent  arose  from  the  persistent 
efforts  of  a physician  to  collect  his  bill  and 
about  20  per  cent  from  the  inadvertent 
remarks  from  another  physician  concerning 
the  treatment  of  the  patient.  Some  of  the 
latter  cases  may  have  had  some  definite 
damage  caused  by  negligence. 

Breach  of  Contract 

I now  wish  to  discuss  the  question  of 
breach  of  contract.  This  affects  especially 
the  ophthalmologist.  These  suits  have 
arisen  because  no  suit  or  claim  was  started 
during  the  two  years  following  the  treat- 
ment. If  the  claimant  then  realized  that 
there  had  been  negligence,  he  could  not 
file  suit  for  malpractice.  However,  he  could 
file  suit  for  breach  of  contract  which,  I 
understand,  has  a six-year  limitation. 

In  the  case  of  a cataract  extraction  the 
claim  would  be  that  the  doctor  promised 
that  the  claimant  would  regain  good  vision. 
Of  course,  he  would  have  to  substantiate 
such  a claim  by  proving  that  the  doctor 
made  that  promise.  Certainly  no  surgeon 
should  make  such  a promise ; he  should  have 
a definite  method  of  explaining  to  the  patient 
just  what  his  chances  are  of  regaining  good 
vision.  It  is  wise  for  a physician  to  have 
his  nurse  or  secretary  present  when  he  is 
explaining  this  to  the  patient. 

Comment 

What  effect  have  these  malpractice  claims 
had  on  the  treatment  of  the  patient  and  on 
the  public?  As  far  as  the  individual  patient 
is  concerned,  he  has  probably  been  hos- 
pitalized for  very  minor  conditions  which 
could  be  treated  very  readily  in  the  office. 
He  has  had  also  some  unnecessary  x-ray 
and  laboratory  work  done  for  him.  In 
some  cases  new  drugs  and  new  proce- 
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dures  which  the  doctor  felt  were  indicated 
have  been  withheld  from  the  patient.  I 
believe  it  is  more  difficult  to  prove  an  error 
of  omission  than  an  error  of  commission. 
All  this  has  added  to  the  increase  in  cost  of 
hospital  insurance. 

What  can  we,  as  physicians,  do  to  improve 
the  situation?  We  must  remember  first 
of  all  that  it  is  the  dissatisfied  patient  who 
sues  his  doctor.  We  must  explain  the  con- 
dition to  the  patient,  to  the  family,  or  to 
both;  explain  the  fee  before  any  operative 
procedure;  keep  good  office  and  hospital 
records;  follow  up  the  patient,  especially  the 
glaucoma  cases;  and  carry  out  accepted 
procedures.  We  should  not  hesitate  to 
ask  for  consultations;  I can  recall  very  few 


suits  when  consultations  have  been  held. 
We  should  not  try  to  collect  a bill  from  a 
dissatisfied  patient.  A suit  for  malpractice 
must  be  started  within  two  years  (except 
for  minors)  but  one  can  sue  for  the  bill 
within  six  years. 

These  facts  give  a gloomy  picture  of  the 
situation.  I believe  that  the  worst  is  over 
and  that  the  situation  will  improve.  The 
doctors  are  now  suit-conscious. 

I shall  not  discuss  insurance  companies 
which  write  malpractice  insurance.  The 
amount  of  the  premium  should  not  be  the 
main  reason  for  taking  out  malpractice 
insurance  from  a particular  company.  The 
State  Society  Group  Plan  in  my  opinion  is 
the  safest  and  the  best. 


Birth  and  Death  Rates  in  New  York  State  in  First  Quarter  of  1961 


Figures  compiled  by  the  New  York  State  Health 
Department’s  Office  of  Statistical  Services  indicate 
there  were  89,241  births  in  New  York  State  during 
the  first  quarter  of  1961.  The  number  of  births  was 
exceeded  only  in  1959  when  89,305  births  were  re- 
corded. The  birth  rate  was  21.2,  compared  with 
20.8  for  the  first  three  months  of  1960. 

The  death  rate,  11.1  per  1,000  population,  was  the 
lowest  in  four  years.  There  were  46,737  deaths 
compared  with  47,555  in  1960.  The  infant  mor- 
tality rate,  24.1  per  1,000  live  births  (2,152),  was 
the  lowest  recorded  for  a first  quarter  since  1956. 
The  maternal  mortality  rate,  4.9  per  10,000  live 
births  and  stillbirths  (45),  was  the  highest  since 
1957. 

There  were  no  deaths  reported  from  poliomyelitis 
during  the  three-month  period.  The  cancer  death 
rate,  186.6  per  100,000  population  (7,844),  was 
slightly  below  the  figure  for  1960.  The  death  rate 


from  diseases  of  the  heart  declined  from  509.3 
(21,344)  in  the  first  three  months  of  1960  to  503.1 
(21,149)  in  1961.  The  diabetes  death  rate  was  20.5 
(863),  compared  with  20.8  (870)  last  year. 

All-time  low  records  from  appendicitis,  1.0  (40), 
and  tuberculosis,  7.7  (322),  were  recorded  during 
the  first  quarter.  The  rate  from  diseases  of  the 
arteries,  26.3  (1,105),  was  the  lowest  since  1957,  and 
the  rate  from  influenza,  0.9  (37),  was  the  lowest 
since  1956.  The  pneumonia  death  rate  was  47.3 
(1,989),  compared  with  53.0  (2,220)  in  1960.  The 
rate  from  cirrhosis  of  the  liver  was  21.0  (883), 
compared  with  21.3  (893)  last  year.  The  syphilis 
death  rate,  1.9  (78),  was  the  highest  since  1957. 

Among  the  external  causes  of  death,  the  rates  for 
accidents  of  all  types,  32.6  (1,371),  was  the  lowest 
on  record.  The  suicide  rate,  7.8  (328),  was  the 
lowest  since  1957  while  the  homicide  rate,  3.8  (161), 
was  the  highest  since  1936. 
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Waldenstrom's  Macroglohulinemia  with  Pleural  Effusion 

PETER  H.  SCHUR,  M.D.,  AND  LEONARD  APPEL,  M.D.,  BRONX,  NEW  YORK 
[From  the  Medical  Service  of  the  Bronx  Municipal  Hospital  Center) 


T^iiiMARY  macroglobulinemia  is  a rather 
rare  condition  characterized  by  a vari- 
able clinical  picture  and  the  presence  of  a 
large  amount  of  a high  molecular  weight 
protein  in  the  serum. 

This  paper  reviews  186  cases' published 
since  the  original  one  was  described  in  1944®^ 
and  presents  a new  case  with  some  unusual 
features,  which,  in  contrast  to  most  of  the 
others,  had  a remission. 

Case  Report 

A seventy-three-year-old  Italian  male  was  es- 
sentially well  except  for  pleurisy  at  the  age  of  thir- 
teen and  gouty  arthritis  approximately  since  the 
age  of  sixty-three.  In  1952  a cyst  was  removed 
from  the  left  kidney. 

His  apparent  illness  began  in  1956  when  he 
developed  petechiae  on  his  arms  and  legs.  These 
were  hemorrhagic  patches  from  1 to  25  mm.  in 
diameter  on  all  four  extremities.  The  sjileen 
was  felt  4 cm.  below  the  left  costal  margin  and  the 
liver  2 cm.  below  the  right  costal  margin.  The 
bone  marrow  revealed  an  increased  number  of 
megakaryocytes,  granulocytic  cells,  and  eosino- 
phils. The  chest  .x-ray  films  were  ijiterpreted 
as  showing  “a  hazy  density  at  the  extreme  left 
base,  just  above  the  diaphragm,  consistent  with 
either  fluid  or  infiltrate.”  No  definite  diagnosis 


was  made.  He  was  treated  with  penicillin, 
and  the  rash  cleared. 

In  November,  1957,  the  patient  first 
experienced  dyspnea  and  a cough  productive  of 
yellow  sputum.  The  chest  x-ray  films  showed  a 
left-sided  pleural  effusion.  The  fluid  obtained 
by  thoracentesis  contained  a number  of  “round” 
cells  but  no  er3’throcytes.  The  lung  fields  cleared 
following  this  procedure,  but  fluid  reaccumulated 
rapidly,  and  a second  aspiration  yielded  hemor- 
rhagic fluid.  A bronchoscopy  showed  no  ab- 
normalities. The  bone  marrow  was  suggestive  of 
chronic  mv'elocjTic  leukemia. 

His  first  admission  to  the  Bronx  Municipal 
Hospital  Center  was  on  July  14,  1958,  because  of 
the  onset  of  cough,  chills,  fever,  and  dyspnea. 
A physical  e.xamination  revealed  a thin,  white 
male  with  a blood  pressure  of  120/80,  a pulse 
of  100  per  minute,  and  respirations  of  24  per 
minute.  There  were  no  skin  eruptions  or  pur- 
pura. The  eyegrounds  were  normal.  The  liver 
edge  was  10  cm.  below  the  right  costal  margin, 
and  the  s})lcen  was  felt  10  cm.  below  the  left  costal 
margin.  The  remaindei-  of  the  physical  exami- 
nation was  within  normal  limits  with  the  excep- 
tion of  small,  soft,  movable,  inguinal  nodes  and 
the  presence  of  a large,  left-sided  pleural  effusion ; 
the  latter  was  confirmed  by  x-ray  examination. 
The  results  of  various  laboratorj"  tests  are 
summarized  in  Table  I.  In  addition,  clotting 
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time,  bleeding  time,  clot  retraction,  capillary 
fragility,  Coomb’s  test,  serologic  test  for 
syphilis,  lupus  erythematosus  cell  preparations, 
serum  calcium,  acid  and  alkaline  phosphatase, 
bilirubin,  and  cholesterol  all  were  within  normal 
limits.  The  electrocardiogram  findings,  venous 
pressure,  and  circulation  times  were  normal. 

The  initial  thoracentesis  on  this  admission 
yielded  1,750  ml.  of  bloody  fluid  with  a specific 
gravity  of  1.021,  total  protein  of  6.6  Gm.  per  100 
ml.,  and  12,450  white  cells  per  cubic  millimeter 
(10  per  cent  segmented  and  90  per  cent  mono- 
nuclear cells).  No  malignant  cells  were  found 
on  cytologic  examination.  The  cultures  for 
microorganisms  showed  negative  findings.  A 
biopsy  of  the  pleura  obtained  with  a Vim- 
Silverman  needle  showed  a small  nest  of  “ab- 
normal lymphocytoid-reticulum  cells.”  X-raj" 
films  following  thoracentesis  demonstrated  clear 
lung  fields.  Two  weeks  later  a repeat  cytologic 
examination  of  the  pleural  fluid  confirmed  the 
findings  of  the  pleural  biopsy.  The  cultures 
again  showed  negative  findings.  Following  this 
thoracentesis  a chest  x-ray  film  revealed  a mass 
with  smooth  borders — about  2 cm.  in  diameter — 
in  the  lower  lobe  of  the  left  lung  just  above  the 
diaphragm,  and  nodular  thickening  of  the  pleura. 

The  mass  was  interpreted  as  representing  ei- 
ther “a  malignant  growth  or  a fibrin  body.” 

A bronchoscop.v  showed  minimal  thickening  of 
the  endobronchial  mucosa  of  the  lower  lobe  of  the 
left  lung  in  the  region  of  the  basilar  segment. 

A few  bizarre  mononuclear  cells  were  found  I 
in  the  bone  marrow.  These  findings  were 
interpreted  as  being  consistent  with  “a  h^mphoma 
or  a similar  neoplastic  disorder.”  Minimal  por- 
tal cirrhosis  also  was  diagnosed  by  liver  biopsy 
obtained  via  a Menghini  needle. 

Filter  paper  electrophoresis  of  both  serum 
and  the  pleural  fluid  (Fig.  1)  revealed  a marked  ; 
increase  in  gamma  globulin;  42  per  cent  of  the 
protein  of  the  pleural  fluid  and  33  per  cent  of  the 
serum  proteins  consisted  of  gamma  globulins.  A 
Sia  test®^  on  the  serum  gave  a positive  result, 
and  ultracentrifugation*  revealed  a high  con- 
centration of  macroglobulins  with  a sedimenta- 
tion constant  of  19  Svedberg  units  (Fig.  2). 
Immunoelectrophoresis*  confirmed  the  presence 
of  a significant  quantity  of  macroglobulins  both 
in  the  sera  and  in  the  pleural  fluid  (Fig.  3). 
Cryoglobulins  were  absent. 

* Carried  out  through  the  kindness  of  E.  T.  Osser- 
man,  M.D.,  and  Miss  Dolores  Lawlor  at  the  Francis 
Delafield  Hospital,  New  York  City. 
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P 


SERUM 

total  protein 

8.5gm  % 

ALBUMIN  2.969m  % 


PLEURAL  FLUID 


TOTAL  PROTEIN 

6.69m  % 


ALBUMIN  2.319m  % 


alb. 


alb. 


Fig.  1.  Scanning  of  serum  and  pleural  fluid  paper 
electrophoresis  on  July  24,  1958,  run  at  pH  8.6  in 
veronal  buffer.  Gamma  globulin  fractions  of  both 
serum  and  pleural  fluid  appear  similar  and  are 
markedly  elevated. 


The  former  findings  were  interpreted  as  con- 
sistent with  Waldenstrom’s  maeroglobulinemia 
with  involvement  of  the  pleura  by  the  abnormal 
lymphocytoid  reticulum  cells  characteristic  of 
this  disorder.  On  August  29,  1958,  after  800 
ml.  of  pleural  fluid  were  removed,  5 millicuries 
of  radioactive  chromic  phosphate^^  were  placed 
into  the  left  pleural  space,  following  which  the 
patient  was  discharged. 

Over  the  next  three  weeks  the  effusion  re- 
accumulated slowly,  and  another  thoracentesis 
was  performed  on  September  18,  1958,  yielding 
1,500  ml.  of  bloody  fluid.  Cultures  at  this  time 
showed  negative  findings.  A chest  x-ray  film 
showed  only  some  fluid  at  the  base  of  the  left 
lung  with  some  thickening  of  the  adjacent  pleura. 
The  lung  fields  were  clear.  Similar  findings 
were  observed  after  another  thoracentesis  on 
October  3,  1958.  From  October  3 to  October 
17,  1958,  he  was  given  a course  of  external  ir- 
radiation of  1,080  r to  the  left  side  of  the  chest 
through  three  portals  with  a 250-kv.  machine. 

Within  a week  following  the  completion  of  the 
radiotherapy  he  developed  chills,  fever,  a cough 
productive  of  purulent  sputum,  dyspnea,  and 


Fig.  2.  Ultracentrifugation  pattern  of  patient’s 
serum  before  therapj^  shows  marked  elevation  of 
19-Svedberg  unit  fraction  (see  arrow). 

left-sided  pleuritic  pain.  He  was  readmitted  on 
October  23,  1958. 

The  follovdng  changes  compared  with  the 
previous  examination  were  noted:  There  was 
tachycardia  of  120  per  minute,  tachypnea  of  36 
per  minute,  fever  of  103  F.,  and  a decrease  in  the 
size  of  the  spleen  to  2 cm.  below  the  left  costal 
margin.  The  left-sided  pleural  effusion  had 
reaccumulated,  and  1,500  ml.  of  bloody,  purulent 
material  were  removed.  Aerobacter  aerogenes 
was  found  on  a culture  of  this  fluid.  Numerous 
attempts  to  demonstrate  tubercle  bacilli  failed, 
and  skin  tests  with  old  tuberculin  gave  negative 


Fig.  3.  Immunoelectrophoresis  of  patient’s  serum  with  horse  antiserum  (number  491  Pasteur  Institute, 
Paris)  shows  increase  in  gamma  1 macroglobulin  (see  arrow). 
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Fig.  4.  Ultracentrifugation  pattern  of  patient’s 
serum  after  therapy  shows  only  slight  increase  of 
19-Svedberg  unit  fraction  (see  arrow). 


findings  to  1 : 100  dilution.  A chest  x-ray  film 
after  thoracentesis  showed  clear  lung  fields.  At 
this  time  ultracentrifugation  of  both  the  serum 
and  pleural  fluid  confirmed  the  presence  of  a 
large  amount  of  19-Svedberg  unit  macroglobulins. 
The  serum  reacted  immunologically  with  anti- 
macroglobulin serum  by  agar  gel  diffusion 
studies.* 

The  patient  was  treated  with  2.4  million  units 
of  procaine  penicillin,  1 Gm.  of  streptomycin 
parenterally,  and  2 Gm.  of  chloramphenicol 
orally  daily  for  four  weeks.  In  addition,  5 
million  units  of  crystallin  penicillin  G and  0.3 
Gm.  of  neomycin  in  20  ml.  of  saline  were  instilled 
into  the  pleural  cavity  after  each  thoracentesis. 
From  October  23  to  November  25,  1958,  five 
thoracenteses  yielded  progressively  decreasing 
amounts  (1,500  to  350  ml.)  of  purulent  material 
which  had  gradually  decreasing  total  protein 
(6.6  to  2.1  Gm.  per  100  m.)  and  macroglobulin 

* Courtesy  of  L.  Korngolcl,  M.D.,  Sloaii-Kcttcring 
Institute,  New  York  City. 


run  at  pH  8.6  in  veronal  buffer.  Electrophoretic  ;i 
pattern  shows  only  slight  increase  in  gamma  i 
globulin  fraction. 


contents.  During  this  course  of  therapy  the  1 
patient  had  daily  temperature  elevations  up  to  ' 
102  F.  and  became  progressively  more  anemic. 
Although  the  last  thoracentesis  yielded  sterile 
(but  purulent)  material,  he  was  given  1,000  \ ■. 
ml.  of  whole  blood,  and  an  open  thoracotomy  ] 
was  performed.  A chronic  empyema  was  found  j I. 
and  drained.  There  was  no  evidence  of  tumor  | 
grossly  or  microscopically  on  biopsies  of  the 
pleura  and  lung.  Cultures  obtained  at  this  time  f 
showed  no  growth. 

Two  months  later  the  amount  of  macroglobulin  f ■ 
in  the  serum  had  decreased  markedly  to  slightly  I ; 
above  normal  levels  (Fig.  4).  At  that  time  a total  r: 
of  1 1 Gm.  of  D,L-penicillamine  given  over  one  week  ] ■ 
had  no  significant  effect  on  the  total  serum  j, 
protein  or  on  their  electrophoretic  pattern.  | 

Since  then  the  patient  has  done  well.  At  I 
])resent,  two  and  one-half  years  after  his  first  I 
admission  to  this  hospital,  he  is  in  good  health,  j I 
His  appetite  is  good.  He  has  no  d3'S]mea  nor  ( 
lassitude.  He  suffers  onlj'  from  mild  osteoarthri- 
tis of  the  cervical  spine  and  recurrent  bouts  of 
infections  of  the  respiratory  tract.  Ph\'sical 
e.xaminations  show  unremarkable  findings  except 
for  the  liver  edge  which  is  f(4t  4 cm.  below  the  I 
light  costal  margin  and  the  spleen  whicli  is 
palpable  4 cm.  below  the  left  costal  margin.  | 
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TABLE  II. — Significant  Physical  Findings  in 
187  Cases  of  Waldenstrom’s  Macroglobuline- 

MIA* 


Abnormal 

Findings 

Number 

of 

Observa- 

tions 

Per  cent 
of 

Positive 

Findings 

Excessive  bleeding  from 

nose  and  gums 

115 

87 

Splenomegaly 

146 

71 

Hepatomegaly 

142 

68 

Retinopathy 

73 

67 

Lymphadenopathy 

138 

6() 

Coma 

24 

60 

Purpura 

45 

55 

Edema 

57 

53 

* 186  cases  collected  from  the  literature' and 
present  case. 


Electrophoreses  eleven  months  (Fig.  5)  and 
twenty-seven  months  (Table  I)  after  treatment 
show  that  the  originally  high  gamma  globulin  has 
returned  to  normal  concentrations.  The  bone 
marrow  is  normal.  Serial  chest  x-ray  films  show 
clear  lung  fields  and  pleural  thickening  at  the 
left  base.  (See  Table  I for  other  laboratory 
examinations.) 

Comment 

History  and  Physical  Findings. — Mac- 
roglobulinemia  is  a neoplastic  disorder  of 
the  reticuloendothelial  system,  manifesting 
itself  in  elderly  persons  and  affecting  males 
more  frequently  than  females.  The  pre- 
senting clinical  picture  usually  is  character- 
ized by  anemia,  bleeding  from  mucous  mem- 
branes, recurrent  infections,  dyspnea,  and 
lassitude.  Physical  findings  are  pallor,  lym- 
phadenopathy,  occasional  hepatospleno- 
megaly,  retinal  hemorrhages,  and  rarely 
purpura  (Table  II).  X-ray  films  show  only 
generalized  osteoporosis. 

Laboratory  Findings. — The  following 
laboratory  findings  often  are  present: 

1.  Anemia  often  associated  with  a short- 
ened red  blood  cell  survival  time.^®'^“ 

2.  Leukopenia. 

3.  Thrombocytopenia.^^ 

4.  Abnormalities  of  the  clotting  mech- 
anisms: hypoprothrombinemia,  deficiency  of 
Factors  V and  VII,  and  increased  capillary 
fragility. 

5.  Increased  serum  viscosity.^® 


6.  Elevated  erythrocyte  .sedimentation 
rate. 

7.  Falsely  positive  serologic  test  findings 
for  syphilis. 

8.  Falsely  positive  latex  fixation  test 
findings.^® 

9.  Hyperuricemia.^® 

10.  Decrease  of  normal  serum  gamma 
globulins.®® 

11.  Bence  Jones  proteinuria. 

The  diagno.sis  is  made  by  finding  an  in- 
creased amount  of  macroglobulins  in  the 
serum.  The  simplest  clinical  test  for  the 
detection  of  abnormal  amounts  of  macro- 
globulins is  the  Sia  test.  A positive  test 
finding  consists  of  the  formation  of  a precip- 
itate on  the  addition  of  1 drop  of  serum  (or 
serous  fluid)  to  a large  volume  (10  to  100 
ml.)  of  cool  distilled  water.  Unfortunately, 
this  test  is  not  specific  for  macroglobulins,® ^ 
and  falsely  negative  Sia  test  findings  were 
encountered  in  26  per  cent  of  the  cases  re- 
ported in  the  literature.  Another  simple 
laboratory  test  is  paper  electrophoresis  of 
the  serum  which  usually  shows  a discrete 
homogeneous  peak  in  either  the  gamma  or 
beta  zones.  However,  this  peak  cannot 
be  differentiated  from  that  of  myeloma  pro- 
teins. 

Macroglobulinemia  is  present  when  more 
than  5 per  cent  of  the  serum  proteins  have  a 
sedimentation  constant  greater  than  15 
Svedberg  units.  ®^-®®’®^ 

Biochemical  Aspects  of  Macroglob- 
ulins.— The  molecular  weight  of  macro- 
globulins has  been  estimated  as  being  of  the 
order  of  1 million®^  and  their  size  as  120 
to  220  Angstrom  units.®®’®®  They  are  thought 
to  be  polymers  of  .smaller  proteins  bound 
by  disulfide  linkages.®’  Macroglobulins  can 
be  depolymerized  in  vitro  by  incubating 
serum  with  mercaptoethanol  and  penicilla- 
mine. On  ultracentrifugation,  fragments 
result  which  are  similar  to  normal  gamma 
globulins  (7  Svedberg  units) ’®-®’’®®  but  which 
are  antigenically  different.®® 

Macroglobulins  are  not  a homogeneous 
group  of  proteins.  They  vary  in  their 
amino  acid  content,®® “®®  as  well  as  im- 
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TABLE  III. — Significant  Laboratory  Tests  in 
187  Cases  of  Waldenstrom’s  Macroglobuline- 

MIA* 


Test 

Number 

of 

Observa- 

tions 

Per  Cent 
of 

Positive 

Findings 

Reaction  with  antimacro- 

globulinemia  serum 

69 

96 

Rumpel-Leede  capillary 

fragility  test 

39 

77 

Sia  test 

121 

74 

Cryoglobulins 

87 

45 

Bence  Jones  proteinuria 

118 

33 

Serologic  test  for  syph- 

ilis 

32 

29 

* 186  cases  from  the  literature'^^®  and  present 
case. 


munochemically.®*’®^  “Pathologic”  macro- 
globulins react  with  antinormal  19-Svedberg 
unit  macroglobulin  serum  in  66  out  of  68 
cases^®’^*’®^~®^  and  occasionally  also  with 
antinormal  7-Svedberg  unit  gamma  globulin 
serum.®*'®® 

Macroglobulins  also  may  be  cryoglobulins. 
These  cold  precipitable  globulins  (Table  III) 
were  encountered  in  44  per  cent  of  186 
cases  of  macroglobulinemia  in  the  literature 
in  quantities  from  a trace  to  10  Gm.  per 
100  ml. 

Pathology. — Small,  “naked”  lympho- 
cytes or  cells  resembling  an  intermediary 
form  between  lymphocytes,  reticulum  cells, 
and  plasma  cells  are  found  in  the  bone 
marrow^®'''^  and  occasionally  in  the  reticulo- 
endothelial system  of  other  organs,  such  as 
the  liver,  spleen,  lymph  nodes,  and  pleura.'^®' 
Since  macroglobulins  stain  intensely  with 
periodic  acid  Schiff,  the  presence  of  macro- 
globulins in  these  abnormal  cells  is  suggested 
by  the  finding  of  periodic  acid  Schiff  staining 
material  in  their  cytoplasm®®  and  excep- 
tionally in  their  nuclei.^®  There  may  be  a 
similarity  between  these  neoplastic  cells 
and  those  of  multiple  myeloma  since  in 
both  diseases  abnormal  globulins  appear  to 
originate  from  them. 

Pleural  effusions  have  been  found 
in  7 patients  with  macroglobuline- 
mia.^'®L25. 34-36, 75, 76  2 instances  the 

effusion  probably  was  due  to  congestive 
heart  failure.®®’^®  In  the  others,  as  in  our 
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patient,  the  effusion  seemed  to  be  related  to 
neoplastic  involvement  of  the  pleura  by 
atypical  lymphocytoid-reticulum  cells. 
Where  studied,  the  protein  in  the  effusion 
was  similar  to  that  in  the  serum  (Table 
IV). 

Treatment. — Various  forms  of  therapy 
have  been  attempted.  Iron,  vitamin  B12, 
folic  acid,  and  other  hematinic  agents  are 
ineffective.  Eventually  most  patients  re- 
quire blood  transfusions  for  anemia  and  for 
their  hemorrhagic  manifestations. 

Nitrogen  mustards  and  other  antimetab- 
olites have  been  tried  without  success. 

Corticosteroids  have  given  fair  to  poor 
results.  Temporary  remissions  in  epistaxis 
and  a decrease  in  lymphadenopathy,'^^ 
as  well  as  a reduction  in  the  severity  of 
anemia,^^-^®'®°  have  followed  the  administra- 
tion of  steroids.  Transient  decreases  in 
serum  macroglobulins,  gamma  globulins, 
and  cryoglobulins”  also  have  been  observed. 

The  results  of  x-ray  irradiation  are  vari- 
able. In  1 case,  irradiation  was  followed  by 
a diminution  of  the  pleural  effusion.^*  How- 
ever, other  investigators^  noted  no  im- 
provement. To  our  knowledge  only  the 
present  case  has  been  treated  with  instilla- 
tion of  radioactive  isotopes  into  the  pleural 
cavity. 

An  entirely  different  therapeutic  approach, 
which  aims  at  changing  the  macroglobulins 
by  depolymerization  into  7-Svedberg  unit 
components  was  utilized  by  Bloch,  Prasad, 
and  Anastasi.'^*  Two  patients  were  given 
1 to  2 Gm.  of  D,L-penicillamine  (B,B-di- 
methylcysteine)  per  day  orally  which  re- 
sulted in  a reduction  of  their  total  serum 
protein  and  gamma  globulin  concentrations 
while  therapy  was  maintained.  The  d,l- 
penicillamine  given  to  our  patient  had  no 
detectable  clinical  effect. 

Summary 

The  present  report  is  concerned  with  a 
patient  with  Waldenstrom’s  macroglobulin- 
emia  who,  in  addition  to  the  typical 


features  of  the  syndrome,  presented  unusual 
findings  of  pleural  involvement  with  ab- 
normal lymphocytoid-reticulum  cells  and  a 
pleural  effusion  which  contained  a consider- 
able quantity  of  macroglobulins.  Similar 
abnormal  cells  commonly  are  seen  in  the 
bone  marrow  and  reticuloendothelial  sys- 
tem of  patients  with  this  disorder,  but  they 
rarely  are  localized  within  the  pleura.  The 
presence  of  macroglobulins  in  pleural  fluid 
has  been  reported  in  only  2 of  7 cases. 
Another  unu.sual  feature  was  the  beneficial 
response  of  the  disease  to  irradiation  of  the 
pleura,  although  it  is  possible  that  the  anti- 
biotic treatment  and  surgical  drainage  of  the 
empyema  contributed  to  the  regression  of 
this  lesion. 

There  has  been  no  recurrence  of  either  the 
pleural  effusion  or  the  marked  macro- 
globulinemia  for  two  and  one-half  years 
following  the  completion  of  therapy.  Since 
the  other  organs  that  were  investigated 
(that  is,  liver  and  bone  marrow)  were  not 
involved  by  these  abnormal  cells,  it  appears 
that  the  major  source  of  macroglobulins  in 
this  patient  was  the  pleural  lesion. 

Addendum 

Since  this  manuscript  was  submitted  for 
publication,  the  patient  underwent  surgical 
removal  of  an  adenocarcinoma  of  the  rectum 
in  May,  1961.  At  this  time  the  serum  elec- 
trophoresis was  normal;  however  a macro- 
globulin line  could  be  demonstrated  by 
immunoelectrophoresis. 

Acknowledgment. — The  authors  gratefully  ac- 
knowledge the  helpful  advice  and  criticism  given  during 
the  preparation  of  this  paper  by  I.  Sternlieb,  M.D., 

I.  H.  Scheinberg,  M.D.,  and  J.  I.  Sandson,  M.D., 
E.  Sproul,  M.D.,  reviewed  the  pathologic  material. 

References 

1.  Anzi,  M.,  Borin,  G.,  and  Campesato,  A.: 
Contributo  alia  conoscenza  della  macroglobulin  di 
Waldenstrom,  Policlinico  (sez.  prat.)  65:  457  (1958). 

2.  Bergenballe,  G.:  Makroglobulinamie  Walden- 
strom, Nord.  med.  58:  1955  (1957). 

3.  Berndt,  H. : Paraproteinamie  bei  chronischen 
Lymphadenosen,  Folia  haemat.  75:  16  (1957). 

4.  Bohm,  P.,  Fitting,  W.,  and  Lelbach,  W.  K.: 
Beitrag  zum  Krankheitsbild  Makroglobulinamie  Wal- 
denstrom, Deutsches  Arch.  klin.  Med.  204:  430  (1957). 


July  15,  1961 


2437 


SCHUR  AND  APPEL 


5.  Von  Boroviczeny,  K.  G.,  Liikets,  E.,  and  Ben- 
ozur,  G.  Y. ; Zwie  Kranklieitsbilder  Makroglobulinainie 
Waldenstrom  und  Purpura  hyperglobulinaemica  (Wal- 
denstrom), Medizinische  4:  161  (Jan.  25)  1958. 

6.  Bousser,  J. , and  Boivin,  P.:  Macroglobulmemie 
de  Waldenstrom;  a propos  de  deux  nouvelles  observa- 
tions, Rev.  hemat.  12:  100  (1957). 

7.  Chiarioni,  T.,  Ferrari,  M.,  and  Nardi,  E.; 
Mieloma  plasmacellulare  con  macroglobulinemia  con- 
sidererazioni  su  un  caso  clinico,  Gior.  din.  med.  38 : 
321  (1957). 

8.  Crumpacker,  E.  L.,  Peterman,  M.  L.,  and 
Irvine,  W.  D.:  A cryoglobulin  with  unusual  charac- 
teristics associated  with  a rare  hematologic  disorder, 
Virginia  M.  Month.  84:  493  (1957). 

9.  Droste,  R.:  Histiomonozytiire  Retikulose  mit 
Makroglobulinamie  und  Knochendestruktion,  Medi- 
zinische 19:  792  (1958). 

10.  Duret,  R.  L. : La  macroglobulinemia  et  ses 
rapports  avec  les  myelomatoses,  Acta  din.  belg.  1 1 : 
540  (1956). 

11.  Ferriman,  D.  G.,  and  Anderson,  A.  B.:  Macro- 
globulinemia of  Waldenstrom,  Brit,  M.  J.  2 : 402  (1956). 

12.  Fieschi,  A.,  and  Bianchi,  U. : Contributo  alia 
conscenza  della  macroglobulinemia;  caratteristiche 
cliniche  e patogenetiche  deisintomi  inizialli  e rilievi 
sierologici  sulle  condizioni  di  resistenza  alle  infezioni  in 
rapporto  alle  alteraziani  proteiche,  Haematologica 
(supp.)  41:  1045  (1956). 

13.  Glenchur,  H.,  Zinneman,  H.  H.,  and  Briggs, 
D.  R. : Macroglobulinemia:  report  of  two  cases,  Ann. 
Int.  Med.  48:  1055  (1958). 

14.  Grus,  J. ; Estudio  del  sureo  y de  la  macroglob- 
uhnemia  aislade  en  un  caso  de  macroglobulinamie  de 
Waldenstrom,  Rev.  espan.  fisiol.  13:  275  (1957). 

15.  DiGuglielmo,  R.,  and  Antonini,  F.  M.:  Con- 
tribution a la  connaisance  de  la  macroglobulmemie  de 
Waldenstrom,  Sang  26:  249  (1955). 

16.  Habich,  H.:  Zur  antigenanalyse  der  Para- 

proteine  bei  Makroglobulinamie,  Schweiz,  med. 
Wchnschr.  83:  1253  (1953). 

17.  Hampton,  J.  W.:  Waldenstrom’s  macro- 

globulinemia : clinical  and  pathological  report  of  a case 
resembling  multiple  myeloma.  New  England  J.  Med. 
258:  1293  (1958). 

18.  Hanlon,  D.  G.,  Bayrd,  E.  D.,  and  Hearns, 
T.  P. : Macroglobulinemia — report  of  4 cases,  J.A.M.A. 
167:  1817  (1958). 

19.  Van  Hecke,  F.:  Ziektevan  von  Waldenstrom 
Macroglobulinemia,  Belg.  tijdschr.  geneesk.  10:  26 
(1954). 

20.  Henstell,  H.,  and  Kligerman,  M.:  A new 

theory  of  interference  with  the  clotting  mechanism: 
the  complexing  of  euglobulin  with  factor  V,  VII,  and 
prothrombin,  Ann.  Int.  Med.  49:  371  (1958). 

21.  Kappeler,  R.,  Krebs,  A.,  and  Riva,  G. ; Klinik 
der  Makroglobulinamie  Waldenstrom:  Beschreibung 
von  21  Fallen  und  Ubersicht  der  Literatur,  Helvet  med. 
acta.  25:  54  (1958). 

22.  Landaele,  W.,  and  Wieme,  R.  J. : Een  dunne- 
derm  stenose  met  macroglobulmemie,  Belg.  tijdschr. 
geneesk.  14:  44  (1958). 

23.  Laurell,  C.  B.,  Laurell,  H.,  and  Waldenstrom, 
J. ; Glycoproteins  in  serum  from  patients  with  multiple 
myeloma,  macroglobulinemia,  and  related  conditions. 
Am.  J.  Med.  22  : 24  (1957). 

24.  MacKay,  I.  R.,  Eriksen,  N.,  Motulsky,  A.  G., 
and  Volwiler,  W. : Cryoglobulinemia  and  macroglob- 
ulinemia, ibid.  20:  564  (1956). 

25.  MacKay,  I.  R. : Macroglobulinemia,  Austral- 
asian Ann.  Med.  5:  244  (1956). 

26.  O.sserman,  E.  T. : Natural  history  of  multiple 
myeloma  before  radiological  evidence  of  disea.se.  Radi- 


ology 71:  157  (19.58). 

27.  Pitney,  W.  R.,  O’Sullivan,  W.  J.,  and  Owen, 
J.  A.:  Effect  of  prednisone  on  anemia  a.s.sociated  witli 
macroglobulinemia,  Brit.  M.  J.  2:  1508  (1958). 

28.  Scheidigger,  J.  J.,  Weber,  R.,  a:id  Hassig,  A.: 
Zur  Antigenstruktur  der  Makroglobulin  beim  morbus 
Waldenstrom,  Helvet.  med.  acta  25:  25  (1958). 

29.  Scheiffarth,  F.,  and  Gotz,  H. : Immunoelektro- 
phoretische  Studien  bei  Hypergammaglobulinamie  und 
der  Makroglobulinamie  Waldenstrom,  Arztl.  Wchnschr. 
13:  751  (1958). 

30.  Schrade,  W.,  Bohel,  E.,  Biegler,  R.,  and  Bruch, 
H.;  Uber  die  chemische  Zusammensetzung  der  Makro- 
globulinamie,  Folia  haemat.  2 : 337  (1958). 

31.  Weissman,  G.,  and  Cohen,  B.  R.:  Macro- 

globulinemia; studies  of  serum  and  synovial  fluid 
from  a patient  with  multiple  infections,  J.  Mt.  Sinai 
Hosp.  26:  125  (Mar.-.4pr.)  1959. 

32.  Wiedermann,  B.,  Podivinsky  R.,  Vodicka,  Z., 
and  Janicek,  M.;  Zur  problematik  der  Waldenstrom 
Makroglobulinamie,  Neoplasma  Bretislava  4 : 366 
(1957). 

33.  Wiedermann,  D.,  Smarda,  J.,  and  Wiedermann, 

B. : Die  papierelektrophorese  der  Ultrafiltroproteine 

im  Myelomen  und  Makroglobuliniimieseren,  Ztschr. 
ges.  exper.  Med.  129:  286  (1957). 

34.  Wuketich,  S.,  and  Sigemund,  G.:  Zur  diagnose 
der  Makroglobulinamie  Waldenstrom  I,  Wien,  klin. 
Wchnschr.  69:  977  (1957. 

35.  Idem:  Zur  diagnose  der  Makroglobulinamie 

Waldenstrom  II,  ibid.  70:  553  (1958). 

36.  Zlotnick,  A.:  Macroglobulinemia  of  Walden- 
strom, Am.  J.  Med.  24:  461  (1958). 

37.  Waldenstrom,  J.:  Incipient  myelomatosis  or 
"essential  hyperglobulinemia”  with  fibrinogenemia — 
a new  syndrome?  Acta  med.  scandinav.  117:  216 
(1944). 

38.  Sia,  R.  P. : A simple  method  for  estimating 

quantitative  differences  in  the  globulin  precipitation 
test  in  kala-azar,  Chinese  M.  J.  38:  35  (1924). 

39.  Fankhauser,  S.,  Arnold,  E.,  Schaub,  F.,  and 
Lapp,  R. : Hamolytischen  Syndrom  und  Makroglob- 
ulinamie Waldenstrom,  Helvet.  med.  acta  23:  645 
(1956). 

40.  WUde,  H.,  and  Hitzelberger,  A.  L.;  Macro- 
globulinemia: clinical  features  and  differential  diag- 
nosis, Blood  9:  875  (1954). 

41.  Deleted  in  proof. 

42.  Pachter,  M.  R.,  Johnson,  S.  A.,  Neblett,  T.  R., 
and  Truant,  J.  P. : Bleeding,  platelets  and  macro- 
globulinemia, Am.  J.  Clin.  Path.  31 : 467  (June)  1959. 

43.  Jim,  R.  T.  S.,  and  Steinkamp,  R.  C. : Macro- 
globulinemia and  its  relationship  to  other  paraproteins, 
J.  Lab.  & Clin.  Med.  47:  540  (1956). 

44.  Jurgens,  J. : Uber  die  Ursache  der  Blutung- 
sneigung  bei  der  Makroglobulinamie  Waldenstrom, 
Verhandl.  deutsch.  Gesellsch.  inn.  Med.  62 : 553 
(1956). 

45.  Long,  L.  A.,  e(  aZ. : Macroglobulinemia,  Effect 
of  macroglobulins  on  prothrombin  conversion  accelera- 
tors, Canad.  M.  A.  J.  73:  726  (1955). 

46.  Jahnke,  K.,  Scholtan,  W.,  and  Heinzler,  F. : 
Die  Viskositat  von  Seren  und  isolierten  Serumpro- 
teinen  bei  Makroglobulin  und  anderen  Dys-  und 
Paraproteinamien,  Helvet.  med.  acta  25:  2 (1958). 

47.  Koch,  F.,  Schlagetter,  K.,  Schultze,  H.  E.,and 

Schwick,  G. : Symptomatische  Makroglobulin  bei 

Lues  Connata,  Ztschr.  Kinderh.  78:  283  (1956). 

48.  Willi,  H.,  Koller,  F.,  and  Raaflaub,  J.:  Symp- 
tomatische Makroglobulinamie  bei  Lues  congenita, 
Acta  haemat.  11 : 316  (1954). 

49.  Osserman,  E.  T. : Personal  communication. 

50.  Zubrod,  C.  G.,  el  al.:  Waldenstrom’s  Macro- 


2438 


New  York  State  J.  Med. 


WALDENSTROM’S  MACROGLOBULIN  EMI  A WITH  PLEURAL  EFFUSION 


globulinemia,  Ann.  Int.  Med.  50:  1010  (Apr.)  1959. 

51.  Sandkuhler,  S. : Ein  Test  zur  Unterscheidung 
von  Makroglobulinseren,  Klin.  Wchnschr.  33 : 536 
(1955). 

52.  Jahnke,  K.,  and  Scholtan,  W. : Ergebnisse 

klinischer  Ultrazentrifugenuntersuchungen,  Deutsche 
ined.  Wchnschr.  79:  673  (1954). 

53.  Deleted  in  proof. 

54.  Waldenstrom,  J. : Die  Makroglobulinamie, 

Ergebn.  inn.  Med.  u.  Kinderh.  9:  586  (1958). 

55.  Gard,  S.,  Heller,  L.,  and  Malmros,  H. : Electron 
microscopy  of  euglobulin  from  a case  of  hyperglob- 
ulinemia,  Proc.  Soc.  Exper.  Biol.  & Med.  79:  328 
(1952). 

56.  Smarda,  J.,  and  Wiedermann,  D.:  Ultrafiltra- 
tion measurement  of  paraprotein  particles  in  four  cases 
of  macroglobulinemia,  Experientia  13:  397  (1957). 

57.  Deutsch,  H.  F.,  and  Morton,  J.  I.;  Dissocia- 
tion of  human  serum  macroglobulins.  Science  125 : 
600  (1957). 

58.  Morton,  J.  I.,  and  Deutsch,  H.  F.:  Human 

serum  macroglobulins  and  dissociation  units,  J.  Biol. 
Chem.  231 : 1107  (1958). 

59.  Putnam,  F.  W. : Abnormal  human  serum 

globulins,  Arch.  Biochem.  79:  67  (Jan.)  1959. 

60.  Isliker,  H.:  Zur  chemie  der  Makroglobulin, 

Helvet.  med.  acta  25:  41  (1958). 

61.  Mandema,  E.,  Vander  Schaaf,  P.  C.,  and 
Huisman,  T.  H.  J.:  Investigations  on  the  amino  acid 
composition  of  a macroglobulin  and  a cryoglobulin,  J. 
Lab.  & Clin.  Med.  45:  261  (1955). 

62.  Pernis,  B.,  Wuhrmann,  F.,  and  Wunderly,  C.: 
Amino  acid  composition  of  macroglobulins  in  4 cases  of 
macroglobulinemia,  Acta  haemat.  11:  309  (1954). 

63.  Schon,  A.  H.,  et  al  : Physicochemical  and  im- 
munological studies  on  macroglobulins,  J.  Clin.  Invest, 
36:  456  (1957). 

64.  Weber,  R.,  and  Hiissig,  A.:  Physikochemische 
und  antigen  analytische  Untersuchungen  an 
Makroglobulinamie,  Schweiz,  med.  Wchnschr.  85:  910 
(1955). 

65.  Boerma,  F.  W.,  Westendoerp,  F.,  and  Man- 
dema, E.;  A serologic  investigation  of  Waldenstrom’s 
macroglobulinemia  by  means  of  the  agar  gel  diffusion 


method,  J.  Lab.  & Clin.  Med.  49:  358  (1957). 

66.  Cleve,  H.,  and  Schwick,  G.:  Immuno-electro- 
phoretic  analysis  of  serum  from  patients  with  macro- 
globulinemia of  Waldenstrom,  Ztschr.  Naturforsch. 
12B:  375  (1957). 

67.  Kanzow,  U.,  Scholtan,  W.,  and  Mutting,  A.: 
Serologische  Differenzierung  von  Makroglobulinamie 
Waldenstrom,  Klin.  Wchnschr.  33:  1043  (1955). 

68.  Korngold,  L.,  and  Van  Leeuwen,  G.;  Macro- 
globulinemia, III.  The  effect  of  mercaptoethanol  on 
the  antigenic  structure  of  macroglobulins,  J.  Exper. 
Med.  110:  1 (July)  1959. 

69.  Deutsch,  H.  F.,  Morton,  J.  I.,  and  Kratochvil, 
C.  H. : Antigenic  identity  of  hyperglobulinemic  serum 
components  with  proteins  of  normal  serum,  J.  Biol. 
Chem.  222:  39  (1956). 

70.  BrUcher,  H : Untersuchungen  zur  Morphologie 
der  Makroglobulinamie  Waldenstrom,  Deutsches  Arch, 
klin.  Med.  203:  414  (1956). 

71.  Undritz,  E. : Der  Knochenmarkbefund  bei  der 
Makroglobulinamie  Waldenstrom,  Schweiz,  med. 
Wchnschr.  87:  1431  (1957). 

72.  Dutcher,  T.  F.,  and  Fahey,  J.  L.;  Histo- 
pathology  of  macroglobulinemia  of  Waldenstrom,  J. 
Nat.  Cancer  Inst.  22:  887  (May)  1959. 

73.  Lennert,  K.:  Die  Pathologischen  Anatomic  der 
Makroglobulinamie  Waldenstrom,  Frankfurt.  Ztschr. 
Path.  66:  201  (1955). 

74.  Zollinger,  H.  U. ; Die  Pathologische  Anatomic 
der  Makroglobulinamie  Waldenstrom,  Helvet.  med. 
acta  25:  153  (1958). 

75.  Braunsteiner,  H.,  Falkner,  R.,  Neumayer,  A., 
and  Pakesch,  F. : Makromolekulare  Kryoglobuliniimie, 
Klin.  Wchnschr.  32:  722  (1954). 

76.  Noach,  A.  S.:  Longaandoening  bij  de  macro- 
globulinemie  van  Waldenstrom,  Nederl.  tijdschr.  gene- 
esk.  100:  3881  (1957). 

77.  Evans,  A. : Dysproteinemia  with  anemia  and 
bone  marrow  lymphocytosis:  a clinical,  cytological,  and 
electrophoretic  study,  VI  Kongr.  Europ.  Ges.  Hamatol., 
Kophn,  1957. 

78.  Bloch,  A.  S.,  Prasad,  H.,  and  Anastasi,  A.: 
Serum  protein  changes  in  Waldenstrom’s  macro- 
globulinemia during  penicillamine  administration.  J. 
Lab.  & Clin.  Med.  52 : 793  (1958). 


{Number  one  hundred  three  in  a series  of  Recent  Advances  in  Medicine  and  Surgery) 


IV oe  unto  them  that  are  tired  of  everything,  for  everything  will  certainly  be  tired  of  them. — 

Gilbert  K.  Ches’terton 


July  15,  1961 


2439 


CLINICOPATHOLOGIC  CONFERENCE 


Montefiore  Hospital 


New  York  City 


Conducted  by  h.  m.  zimmerman,  m.d. 

Discussed  by  julian  frieden,  m.d. 

Edited  by  lucretia  b.  allen,  m.d.,  and  harold  rifkin,  m.d. 


A Case  of  Rapidly  Progressive  Congestive  Heart  Failure 


Case  History 

This  sixty-eight-year-old  white  male  was 
admitted  first  on  December  28,  1958,  with 
the  main  complaint  of  fever  of  one  week’s 
duration.  He  described  a chronic  cough  of 
many  years  duration,  not  productive  of  any 
sputum  and  attributed  to  prodigious  cigar 
.smoking.  On  occasion,  some  pain  in  the 
left  side  of  the  chest  was  noted  when  he 
coughed,  but  there  was  no  hemoptysis.  A 
chest  x-ray  film  was  taken  five  days  before 
admission,  and  it  demonstrated  marked  con- 
gestion of  the  lower  lobe  of  the  left  lung. 
He  was  started  on  antibiotics,  but  they  were 
discontinued  at  the  end  of  the  second  day 
because  of  nausea.  His  past  history  was  not 
significant  except  for  influenza  in  1918. 
He  presented  no  history  of  exposure  to 
chemicals  or  dusts  or  any  tuberculosis  con- 
tact. Recently  he  was  aware  of  some 
exertional  dyspnea  but  no  orthopnea. 

The  phy.sical  examination  on  this  admis- 
sion disclo.sed  a well-developed  and  well- 
nourished  man  in  no  acute  distress,  with  a 
temperature  of  99.2  F.,  pulse  of  80  and  regu- 
lar, and  blood  pressure  of  120/70.  Minimal 
rales  were  heard  at  the  base  of  the  left  lung. 
The  heart  was  not  enlarged,  but  there  was  a 
Grade  II,  harsh,  systolic  murmur  over  the 


aortic  area  transmitted  to  the  neck.  The 
liver  and  spleen  were  not  palpable,  and  there 
was  no  digital  clubbing,  edema,  or  cyanosis. 
On  occasion  some  rales  were  heard  over  the 
lower  lobe  of  the  right  lung.  His  hospital 
stay  was  uneventful;  he  remained  afebrile 
and  was  placed  on  no  specific  therapy. 
Laboratory  data  were  unremarkable.  An 
electrocardiogram  showed  a right  bundle 
branch  block.  A chest  x-ray  film  dem- 
onstrated pneumonic  infiltrations  in  the 
left  lung  and  a patchy  infiltrate  in  the  middle 
field  of  the  right  lung.  A repeat  chest  film 
five  days  later  was  unchanged  except  for 
some  slight  increase  of  a right-sided  inter- 
lobar effusion.  He  was  discharged  on 
January  6,  1959,  to  be  observed  at  home. 

His  second  admission  was  on  February 
27,  1959,  with  an  interval  history  of  an  in- 
crease in  the  cough  with  blood-tinged  sputum 
at  times  and  an  increase  in  dyspnea  as  well. 
For  the  first  time  he  developed  orthopnea. 
He  now  appeared  chronically  ill  and  dyspneic 
with  a regular  pulse  of  120  and  a blood 
pressure  of  120/80.  A rubor  of  the  face  was 
noted  as  well  as  moderate  neck  vein  disten- 
tion. There  were  scattered  rales  at  each 
lung  base  with  diminished  breath  sounds  and 
fremitus  at  the  base  of  the  left  lung.  The 
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heart  appeared  enlarged;  the  aortic  second 
sound  was  equal  to  the  pulmonic  second 
sound.  A Grade  II  systolic  murmur  was 
heard  at  the  base  of  the  heart  and  radiated 
to  the  apex.  The  liver  was  enlarged  4 
fingerbreadths  and  was  nontender;  there 
was  peripheral  edema.  The  venous  pressure 
was  at  80  mm.,  rising  to  140  with  right 
upper  quadrant  pressure;  the  circulation 
time  was  twenty-one  seconds.  He  was 
given  a course  of  diuretic  therapy  with 
marked  clinical  improvement.  He  received 
I digitalis  and  was  placed  on  a maintenance 
I therapy  of  Diuril  and  tetracycline.  He 
i did  well,  with  a decrease  of  dyspnea  and  no 
orthopnea.  A follow-up  chest  film  showed 
moderate  clearing  of  the  lesions.  Sputum 
tests  for  acid-fast  bacilli  showed  negative 
findings.  After  his  discharge  on  March  8, 
a chest  x-ray  film  in  July  demonstrated  com- 
plete clearing  of  all  infiltrates. 

He  entered  Montefiore  Hospital  again  on 
August  21,  1959,  because  of  increasing  dysp- 
nea. A urinalysis  on  admission  disclosed  a 
trace  of  albumin  with  a specific  gravity  of 
1.021.  The  blood  urea  nitrogen  was  46  mg. 
per  100  ml.  on  admission.  He  had  Cheyne- 
Stokes  respiration,  and  from  his  wife’s 
description  this  had  been  occurring  for 
weeks  before  his  admission.  There  was 
marked  jugular  venous  distention,  and  the 
lungs  were  surprisingly  clear  to  ausculta- 
tion. The  point  of  maximal  impulse  was  at 
the  fifth  intercostal  space  at  the  anterior 
axillary  line ; the  pulmonic  second  sound  was 
greater  than  the  aortic  second  sound  but  not 
accentuated.  A rough  Grade  HI  systolic 
murmur  was  heard  maximally  at  the  apex. 
The  liver  was  palpable  4 cm.  below  the  right 
costal  margin,  was  nontender,  and  there  was 
no  peripheral  edema.  The  Cheyne-Stokes 
respiration  increased  in  severity.  He  be- 
came agitated,  confused,  and  mildly  cyanotic 
with  marked  respiratory  distress.  With 
oxygen,  intravenous  fluids,  increase  in 
digitalis,  and  diuretics  he  rallied,  and  his 
general  condition  improved  strikingly.  On 
August  26  serum  electrolytes  revealed  carbon 
dioxide  of  13.4  millimols  per  100  ml.. 


sodium  of  131  mEq.  per  100  ml.,  chloride  of 
95  mEq.  per  100  ml.,  and  potassium  of  4.2 
mEq.  per  100  ml.  The  blood  urea  nitrogen 
rose  to  90  on  August  26.  Two  serum 
glutamic  oxaloacetic  transaminase  deter- 
minations on  August  26  were  1,380  and  1,119 
units,  respectively.  Thymol  turbidity  and 
cephalin  flocculation  rates  were  normal.  A 
urine  test  for  5 hydroxyindole  acetic  acid 
showed  negative  findings.  The  serum  bili- 
rubin remained  elevated. 

By  the  beginning  of  September  he  was  out 
of  bed.  The  carbon  dioxide  increased  to  22 
with  normal  electrolytes.  His  lung  fields 
always  remained  relatively  clear,  and  the 
liver  diminished  gradually  in  size.  He 
always  showed  moderate  to  marked  neck 
vein  distention  and  evidence  of  a noticeable 
right-sided  failure  with  a peculiar  cyanotic 
hue  of  the  face  and  neck  when  he  lay  flat. 
The  Cheyne-Stokes  respiration  occurred 
infrequently  during  September;  he  was 
always  slightly  cyanotic.  He  was  found  to 
be  icteric  on  September  3.  The  serum 
bilirubin  the  next  day  was  2.9  mg.  per  100 
ml.,  the  alkaline  phosphatase  6 Bodansky 
units,  and  the  total  serum  proteins  normal. 
Minimal  ascites  was  noted  on  September  10, 
and  1 plus  ankle  edema  first  occurred  on 
September  17,  disappearing  in  several  days. 
The  alkaline  phosphatase  on  September  16 
was  4 Bodansky  units.  On  September  17 
he  was  placed  on  anticoagulant  therapy  be- 
cause of  suspected  multiple  pulmonary 
emboli.  The  electrocardiogram  during  this 
admission  showed  a right  bundle  branch 
block  again  but  now  with  evidence  strongly 
pointing  to  left  ventricular  hypertrophy. 

He  was  discharged  on  September  29,  1959, 
but  was  readmitted  on  September  30  be- 
cause an  arrhythmia  was  detected.  The 
electrocardiogram  disclosed  bigeminy  then 
frequent  premature  ventricular  contractions 
from  varying  foci.  The  digitalis  was  dis- 
continued, and  potassium  was  given.  His 
condition  deteriorated  rapidly,  with  in- 
creasing right-sided  failure  as  well  as 
jaundice.  The  blood  urea  nitrogen  and 
serum  potassium  rose  to  97  mg.  per  100  ml. 
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and  4.4  mEq.  per  100  ml.  respectively.  The 
last  four  days  of  life  he  was  given  digitalis 
cautiously  along  with  potassium.  He  died 
on  October  7, 1959. 

Discussion 

Julian  P'rieden,  M.D.  : In  view  of  the 
lengthy  protocol  in  this  case,  I think  it 
would  be  justifiable  to  review  briefly  the 
salient  features  of  this  man’s  illness.  During 
his  first  two  admissions  to  Montefiore  Hos- 
pital, spanning  a three-and-a-half-month 
period  and  beginning  approximately  ten 
months  prior  to  his  death,  the  picture  was 
predominantly  one  of  dyspnea,  cough,  and 
anorexia,  with  x-ray  evidences  of  diffuse 
pulmonary  disease.  During  this  time  the 
primary  concern  was  that  we  were  dealing 
with  a malignant  tumor  or  diffuse  pulmonary 
disease.  When  a trial  of  therapy  for  con- 
gestive failure  proved  effective  and  the  lungs 
cleared  completely,  it  became  apparent  that 
the  pulmonary  lesion  had  been  reversible 
and  therefore  neither  neoplastic,  fibrotic,  nor 
collagenous  in  nature.  Thus,  on  readmission 
to  the  hospital  during  the  last  six  weeks  of 
the  patient’s  life,  the  problem  centered 
about  the  care  of  his  severe,  rapidly  pro- 
gressive congestive  failure  with  concomitant 
azotemia  and  icterus,  terminating  in  death. 
Prior  to  readmission  a work-up  for  neoplasm 
included  a gastrointestinal  series  and  a 
barium  enema  and  had  been  unrevealing. 

The  cardiac  findings  throughout  the 
hospital  admissions  and  on  the  terminal 
admission  to  the  hospital  had  been  non- 
descript. No  striking  cardiomegaly  ever 
was  noted  clinically  or  radiologically.  A 
variety  of  murmurs  had  been  noted  ranging 
from  a systolic  aortic  murmur  transmitted 
to  the  neck  to  a loud  apical  systolic  murmur 
later  in  his  illness,  which  was  transmitted 
widely.  The  aortic  second  sound  and 
pulmonic  second  sound  were  described  as 
being  equal  in  intensity,  and  the  blood 
pressure  had  been  unremarkable. 

The  electrocardiogram  revealed  a right 
bundle  branch  block  pattern  with  a tall  R in 
Vb.  It  is  of  interest  that  later  in  the 


patient’s  course  the  electrical  axis  became 
more  distinctly  leftward.  While  the  signifi- 
cance of  this  change  in  the  presence  of  right 
bundle  branch  block  is  somewhat  obscure,  it 
suggests  either  progressive  myocardial  dis- 
ease or  possibly  pulmonary  emboli.  The 
right  bundle  branch  block,  of  course,  is  a non- 
specific conduction  defect  which  may  in 
some  individuals  be  present  throughout  life. 
However,  it  is  more  commonly  associated 
with  myocardial  disease.  The  tall  R wave  is 
of  significance  despite  the  presence  of  right 
bundle  branch  block  and  does  suggest  left 
ventricular  hypertrophy.  This  finding,  in 
association  with  the  x-ray  observations  of  a 
rather  prominent  left  ventricular  shadow, 
are  adequate  for  us  to  predict  that  a moder- 
ate degree  of  left  ventricular  hypertrophy 
will  be  present. 

The  differential  diagnosis,  then,  may  be 
centered  about  those  entities  which  produce 
rather  rapid,  progressive,  congestive  failure 
with  transitory  pulmonary  infiltrates.  Clin- 
ically, a variety  of  possibilities  had  been 
suggested  during  this  patient’s  life.  The 
very  good  likelihood  of  multiple  pulmonary 
emboli  had  been  discussed  most  freiiuently. 
It  was  believed  most  likely  that  this  was 
occurring  in  a patient  with  coronary  artery 
disease,  and  the  x-ray  findings  were  con- 
sistent with  recurrent  emboli  to  the  lungs. 
Other  clinical  entities  which  had  been  men- 
tioned were  a bizarre  vasculitis  involving  the 
heart,  periarteritis  nodosa  (for  which  a 
muscle  biopsy  was  done  which  gave  negative 
findings),  or  conceivably  an  intracardiac 
tumor.  Another  group  of  diseases  causing  a 
course  similar  to  that  outlined  is  that  which 
may  be  classified  as  myocardoses,  that 
is,  infiltrative  myocardial  disease  secondary 
to  such  lesions  as  myocarditis,  amyloid, 
scleroderma,  or  even  subendocardial  fibro- 
elastosis. These  conditions  are  charac- 
terized by  a large,  dilated  heart,  distant 
heart  sounds,  narrow  pulse  pressure,  and 
in  general  an  absence  of  murmurs.  It 
seems  apparent  that  this  entire  group  of 
diseases  need  not  be  considered  seriously 
here.  During  the  patient’s  last  admission 
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to  the  hospital  the  possibility  of  rheumatic 
heart  disease  with  mitral  insufficiency  was 
considered.  However,  the  absence  of  sig- 
nificant apical  systolic  murmurs  earlier  in  the 
course  of  the  disease,  as  well  as  the  rapid 
downhill  course,  w'ould  make  this  diagnosis 
unlikely. 

The  differential  diagnosis,  in  the  final 
analysis,  as  to  what  cardiac  lesion  this 
patient  had,  rests  betw'een  either  coronary 
artery  disease  or  calcific  aortic  stenosis. 
Against  coronary  artery  disease  are  the 
absence  of  pain,  the  lack  of  electrocardio- 
graphic evidences  for  infarction,  and  the 
rapid  downhill  course  of  this  congestive 
failure. 

The  best  story  can  be  made  if  one  assumes 
that  this  patient’s  course  was  a result  of 
calcific  aortic  stenosis.  While  descriptions 
of  the  murmur  were  variable,  it  is  w’ell 
known,  and  we  have  seen  many  instances  in 
this  hospital,  that  the  murmur  of  aortic 
stenosis  may  be  mi.ssed  or  misleading. 
However,  early  in  the  course  of  this  patient’s 
illness  a systolic  murmur  in  the  aortic  area 
was  described.  Later,  the  predominant 
murmur  became  apical.  This  may  occur  in 
aortic  stenosis  as  a result  of  dilatation  of  the 
mitral  annulus  with  secondary  mitral  insuf- 
ficiency. The  aortic  second  sound  was 
unremarkable.  The  blood  pressure  was 
normal.  Classically  in  aortic  steno.sis,  the 
second  sound  in  the  aortic  area  is  diminished. 
However,  if  one  reviews  the  many  large 
series  of  adults  with  aortic  stenosis,  the 
incidence  of  absent  or  markedly  diminished 
aortic  second  sounds  is  relatively  low.  A 
narrow  pulse  pressure,  too,  is  an  overempha- 
sized manifestation,  and  the  incidence  of  a 
pulse  pressure  of  less  than  30  is  approxi- 
mately 10  per  cent  in  Karsner  and  Kolet- 
sky’s*  series. 

Most  suggestive  of  aortic  stenosis  is  the 
inexorable  course  of  this  man’s  congestive 
failure,  a rather  characteristic  feature.  In 
fact,  in  Karsner ’s  review  of  100  patients 


* Kar.sner,  H.  T.,  and  Koletskj',  S. : Calcific  Di.sea.sp 

of  the  Aortic  Valve,  Philadelphia,  ,1.  B.  Lippincott  (^o., 
1947. 


dying  in  congestive  failure,  50  per  cent  of 
these  died  during  their  first  attack.  Few 
patients  in  any  series  live  beyond  one  year 
after  pulmonary  congestion  appears. 

In  making  the  diagnosis  of  calcific  aortic 
stenosis,  we  might  have  been  helped  had 
this  patient  been  examined  by  cardiac 
fluoroscopy.  In  the  great  majority  of  car- 
diac patients  with  heavily  calcified  valves, 
dancing  shadows  can  be  seen  by  the  well- 
accommodated  fluoroscopist,  even  when 
overpenetrated  films  fail  to  show  calcium 
in  the  valves.  We  might  have  been  helped, 
too,  had  a carotid  pulse  tracing  been  ob- 
tained in  an  attempt  to  show  the  charac- 
teristic pulse  contour  of  aortic  stenosis. 
Had  these  simple  studies  been  obtained  and 
had  they  furthered  the  suspicion  of  aortic 
stenosis,  the  diagnosis  could  have  been 
proved  clinically  by  catheterization  of  the 
left  side  of  the  heart  and  the  demonstration 
of  a pressure  gradient  between  the  left 
ventricle  and  the  aorta.  Of  course,  the  sole 
reason  for  this  procedure  would  be  to  deter- 
mine whether  or  not  this  patient’s  general 
condition,  as  well  as  his  aortic  valve,  would 
be  amenable  to  surgical  approach.  Despite 
his  sixty-eight  years,  had  he  been  in  good 
shape  (perhaps  six  months  prior  to  his 
death)  he  might  have  been  operable. 
Patients  in  the  sixties  have  been  operated  on 
successfully  for  calcific  aortic  stenosis,  al- 
though admittedly  the  mortality  rate  is  high 
in  the  best  of  hands,  and  the  presence  of 
heavily  calcified  valves  makes  the  correction 
a difficult  and  sometimes  impossible  one. 
Be  that  as  it  may,  the  pos.sibility  of  a sur- 
gically approachable  lesion  in  patients  of  this 
sort  makes  it  far  more  incumbent  on  the 
physician  now  to  differentiate  aortic  stenosis 
from  coronary  artery  disease  and  other 
cardiac  lesions. 

There  are  a few  other  features  of  this 
patient’s  terminal  illness  which  should  be 
mentioned.  SLx  weeks  prior  to  his  death 
two  transaminase  values  of  approximately 
1,200  were  noted.  This  level  undoubtedly  is 
not  a result  of  myocardial  infarction.  In 
general,  when  myocardial  infarction  alone 
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produces  transaminase  values  above  400, 
the  patient  does  not  sur\dve  beyond  several 
days,  let  alone  six  weeks.  We  must  assume 
that  these  values  and  the  persistent  icterus 
were  the  result  of  hepatic  congestion,  per- 
haps with  pulmonary  infarction  or  conceiv- 
ably renal  thrombi  in  addition. 

The  progressive  elevation  of  the  blood  urea 
nitrogen  and  the  electrolyte  values  noted  on 
his  last  admission  to  the  hospital  were 
secondary  to  a low-salt  syndrome;  this  is 
the  type  of  situation  which  arises  when  one 
is  dealing  with  severe  failure  in  patients  on 
daily  diuretics  and  a low-salt  diet  who  have, 
in  addition,  arteriosclerotic  renal  disease. 

Shortly  prior  to  his  death,  the  patient  was 
given  bishydroxycoumarin  (Dicumarol),  a 
calculated  risk  despite  his  liver  disease,  in 
the  hope  that  recurrent  pulmonary  emboli 
could  be  thwarted.  The  only  apparent 
consequence  of  this  therapy  was  a tarry  stool 
noted  five  days  prior  to  his  death  and  per- 
sistent elevation  of  his  prothrombin  time. 
The  bishydroxycoumarin  probably  was  of 
very  httle  importance  in  shortening  this 
patient’s  life ; perhaps  some  bleeding  occurred 
from  congested  esophageal  or  mesenteric 
veins. 

It  also  should  be  mentioned  that  the 
patient  had  lost  approximately  30  pounds 
during  his  last  year  of  life,  a manifestation 
which  led  to  fruitless  searches  for  a neoplasm, 
but  which,  I feel,  can  be  explained  ade- 
quately by  his  underlying  disease  which  I 
believe  was  calcific  aortic  stenosis.  In  any 
patient  with  severe  heart  disease  and  con- 
gestive failure  it  is  quite  common  to  have 
concomitant  marked  weight  loss.  One  also 
might  consider  the  possibility  of  subacute 
bacterial  endocarditis  occurring  on  the 
aortic  valve  in  this  individual,  making  his 
terminal  illness  a more  rapid  one.  How- 
ever, there  were  no  clinical  manifestations 
for  this  diagnosis,  and  we  have  no  positive 
way  at  this  time  of  making  the  diagnosis. 

In  summary,  it  would  appear  most  likely 
that  this  patient  had  calcific  aortic  stenosis. 
In  addition,  he  may  well  have  had  pul- 
monary emboli.  He  also  undoubtedly  had 


some  degree  of  renal  arteriosclerosis  and 
significant  chronic  hepatic  congestion. 

Clinical  Diagnosis 

Arteriosclerotic  heart  disease  with  coronary 
occlusion  and  myocardial  infarction. 

Dr.  Frieden’s  Diagnosis 

Calcific  aortic  stenosis;  pulmonary  emboli; 
renal  arteriosclerosis;  chronic  hepatic  conges- 
tion. 

Pathologic  Report 

Herbert  Ribner,  M.D.  : Approximately 
1,500  cc.  of  clear,  straw-colored  fluid  were 
present  in  the  peritoneal  cavity,  800  cc.  in 
the  right  pleural  space,  and  100  cc.  in  the  left 
pleural  space.  Both  lungs  were  heavy  be- 
cause of  an  excess  of  rust-colored  fluid  which 
dripped  from  the  cut  surfaces.  The}^  were 
congested  acutely  and  had  the  brown  color 
of  chronic  passive  congestion.  A major 
pulmonary  artery  branch  in  the  lower  lobe  of 
the  left  lung  was  occluded  by  an  antemortem 
blood  clot.  All  the  pulmonary  arteries  were 
dilated  and  had  atheromatous  deposits  in 
their  walls. 

The  heart  was  hypertrophied  considerably 
(the  weight  was  495  Gm.)  with  dilatation 
also  present  in  the  right  and  left  ventricles. 
The  pulmonary  conus  was  dilated.  Both 
tricuspid  and  pulmonic  valves  were  normal. 
The  free  edge  of  the  mitral  valve  was 
thickened  slightly,  and  the  chordae  ten- 
dineae  were  thick  and  short.  However, 
there  was  no  appreciable  stenosis  of  this 
valve.  The  aortic  cusps,  on  the  other  hand, 
were  severely  shrunken,  calcified,  and  fused 
to  produce  a striking  degree  of  stenosis 
(Fig.  1).  The  coronary  ostia  were  widely 
patent,  as  were  the  lumens  of  both  vessels 
throughout  their  lengths.  There  were  no 
scars  in  the  myocardium  and  no  fresh  in- 
farcts. 

The  liver  was  not  increased  in  weight  and 
was  not  scarred,  but  there  was  extensive 
chronic  passive  congestion  noted  in  the  gross 
and  sinu.soidal  distention  with  pericentral 
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\ Fig.  1.  Aortic  valve  viewed  from  above.  Note 
^ the  ragged,  thickened,  and  calcified  cusps  which  are 
fused  to  produce  a severe  degree  of  stenosis.  A 
' greatly  reduced  orifice,  somewhat  triangular  in 
shape,  is  seen  between  two  cusps.  The  probes  lie 
in  the  coronary  orifices  and  protrude  into  greatly 
enlarged  sinuses  of  Valsalva. 

hemorrhages  seen  microscopically.  The 
spleen,  too,  was  severely  congested,  and  it 
weighed  almost  twice  the  average  weight 
(270  Gm.). 

A moderate  degree  of  atherosclerosis  was 
present  in  the  renal  arteries  and  their 
branches.  Occasional  scars  were  noted  in 
the  renal  cortices,  but  the  kidneys  were  not 


shrunken  in  size.  The  right  kidney  weighed 
170  Gm.  and  the  left  165  Gm. 

There  was  no  overgrowth  of  the  prostate ; 
the  prostatic  venous  plexus  contained  sev- 
eral thrombi,  some  partially  organized  and 
attached  to  the  vessel  walls  and  some  quite 
fresh  and  friable. 

H.  M.  Zimmerman,  M.D.  : In  many  cases 
of  aortic  valvular  calcification  with  stenosis 
the  question  of  pathogenesis  remains  un- 
answered. In  this  case,  because  of  the 
associated  mitral  valvulitis,  it  is  reasonable 
to  assume  a like  rheumatic  etiology  for  the 
aortic  valve.  The  lack  of  a rheumatic 
fever  history  in  this  elderly  man  is  not  at  all 
unusual  and  does  not  disprove  its  role  in  the 
aortic  valvular  lesion. 

Anatomic  Diagnosis 

(1)  Healed  rheumatic  mitral  and  aortic 
valvulitis  with  severe  aortic  stenosis;  hy- 
pertrophy and  dilatation  of  left  ventricle; 
pulmonary  arteriosclerosis;  hypertrophy  and 
dilatation  of  right  ventricle;  chronic  passive 
congestion  of  lungs,  liver,  and  spleen;  pul- 
monary edema;  pleural  effusion;  ascites;  {£) 
thrombi  in  prostatic  veins;  pulmonary  emboli. 
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Causes  of  Death  of  Persons  with  High  Blood  Pressure 


Among  the  causes  of  death  of  persons  with  high 
blood  pressure,  coronary  artery  disease  ranked  high- 
est, accounting  for  57.5  per  cent  of  the  120  deaths 
in  a group  of  2,510  male  patients  studied.  These 
persons  were  twenty  years  of  age  or  over,  with  a 
minimum  blood  pressure  of  135/88. 


Other  causes  of  death  were;  cerebrovascular 
lesions,  accounting  for  10.9  per  cent  of  the  deaths; 
malignant  neoplasms,  9.0  per  cent;  accidental  death, 
4.2  per  cent;  malignant  hypertension,  3.3  per  cent; 
suicide,  2.6  per  cent;  and  other,  12.5  per  cent. — 
Patterns  of  Disease,  Parke,  Davis  & Company 
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Attributable  in  part  to  the  increase  in 
longevity  of  the  diabetic  patient  is 
the  fact  that  there  is  increasingly  more  time 
for  the  development  of  ocular  complications, 
hence  our  task  in  preventing  or  retarding 
visual  impairment  becomes  greater.  Can 
we  hope  to  stay  the  process?  Even  if  today 
we  are  handicapped  by  the  paucity  of  our 
approaches  to  treatment,  this  does  not  mean 
that  there  will  not  be  a fuller  therapeutic 
realization  in  the  not  too  distant  future. 

It  was  hoped  that  with  the  introduction  of 
oral  hypoglycemic  agents  the  progression 
of  diabetic  retinopathy  might  be  slowed, 
d'his  has  not  proved  true.  In  spite  of  marked 
improvement  in  the  diabetic  state  and  well- 
controlled  status  in  patients  on  tolbutamide, 
changes  occurred  in  the  retina.  ^ 

Changes  in  Fnndns 

Case  1. — case  of  toxic  amblyopia  developed 
in  a fifty-three-year- old  man  while  he  was  re- 
ceiving chlorpropamide  (Diabinese)  (250  mg.) 
three  times  a day  for  six  months.  The  patient 
complained  of  not  seeing  clearly  for  one  hour 
aft(T  taking  the  chlorpropamide.  On  January  29, 
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1960,  when  first  seen,  he  stated  that  for  the  past 
six  weeks  his  vision  had  been  failing.  An  e.\- 
amination  disclosed  that  the  vision  in  his  right 
eye  was  20/200,  corrected  for,  and  20/70  in  his 
left  eye,  corrected  for.  His  near  vision  was  J VI. 
Bitemporal  pallor,  more  marked  in  his  right  eye, 
was  noted.  His  visual  fields  showed  a ceco- 
central  scotoma  in  each  ej^e. 

Chlorpropamide  was  discontinued,  and  he  was 
put  on  two  tablets  of  tolbutamide  (Orinase)  and 
one  tablet  of  DBI  daily.  His  urine  and  blood 
sugar  were  now  normal.  He  was  told  to  dis- 
continue smoking.  Vitamin  B12  (500  meg.) 
was  given  three  times  a week  and  vitamin  Bi 
(100  mg.)  four  times  a week  parenterally.  Bel- 
exon  fortified  was  prescribed  to  be  taken  twice  a 
day. 

On  February  8,  1960,  the  vision  of  the  right 
eye  was  20/70-71  and  of  the  left  e3’^e  20/40-42, 
corrected  for,  with  J II  for  near  vdsion.  On 
-\pril  15,  1960,  the  vision  of  the  right  e5'e  was 
corrected  to  20,  '50  and  of  the  left  eye  to  20,  40 
while  the  patient  was  still  smoking  five  cigars  a 
day. 

On  May  3,  1960,  the  vision  of  the  right  eye 
was  20/40  and  the  left  e}^e  20/30-32  wdth  J II 
for  near  v'ision.  The  central  scotomas  had 
(lisai)pearcd,  but  relative  scotomas  were  still 
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present  adjoining  the  blind  spot.  The  patient 
continued  his  smoking. 

On  rare  occasions  ophthalmologists  are 
in  a position  to  suggest  the  diagnosis  of 
diabetes  by  retinal  changes  where  the  only 
evidence  of  diabetes  is  disclosed  by  a glucose 
tolerance  test.  Such  a case  was  reported  by 
Wagener.^  Much  more  frequently  in  re- 
fracting patients  an  increase  in  myopia  or  a 
decrease  in  the  hyperopia  under  certain 
circumstances  indicates  the  need  for  a blood 
sugar  determination.  If  the  patient  is  over 
twenty-two,  his  refraction  is  stabilized, 
and  changes  of  more  myopia  or  less 
hyperopia  are  noted  with  nothing  to  account 
for  the  change,  an  elevated  blood  sugar  may 
be  present.  This  has  been  my  experience 
on  many  occasions. 

In  every  case  of  paralysis  of  the  extra- 
ocular muscles  where  the  cause  is  not  other- 
wise known,  the  presence  of  diabetes  mel- 
litus  should  be  ruled  out.  Fifteen  per  cent 
of  all  cases  of  ocular  muscle  paralysis  are 
related  to  diabetes. 

Cataracts 

Because  senile  cataract  occurs  slightly 
more  frequently  in  diabetic  individuals  than 
in  nondiabetic  individuals,  all  cases  with 
cataract  should  have  a routine  blood  sugar 
examination. 

True  diabetic  cataract  occurs  only  in 
youth,  generally  between  the  ages  of  fifteen 
and  twenty-five,  but  exceptionally  in  in- 
fancy. It  is  remarkable  for  its  rapidity  of 
development.  The  whole  lens  may  become 
opaque  within  a few  weeks  in  adolescence 
or  within  a few  days  in  children.  Its  de- 
velopment is  roughly  proportional  to  the 
severity  of  the  diabetes. 

The  acute  development  of  cataracts  and 
their  reversal  in  the  diabetic  patient  occurs 
rarely.*  Only  six  documented  case  reports 
have  been  published.  Four  others  with 
imdetermined  duration  cleared  with  the 
regulation  of  their  diabetes. 

Edema  of  the  pigmented  layer  of  the  iris, 
abetted  by  glycogen  infiltration  can  be  seen 
occasionally  with  the  aid  of  the  slit  lamp. 


During  cataract  extraction  these  vacuolated 
cells  may  break  and  scatter  pigment  through- 
out the  aqueous  and  be  seen  clinically  by 
gross  observation.  Since  the  sulfonylureas 
interfere  with  glycogen  deposition  it  will  be 
interesting  to  see  if  patients  on  the  oral 
hypoglycemic  agents  solely  go  along  over  the 
years  without  developing  these  changes. 

Lewis  and  Stephens^  have  studied  the  tear 
glucose  in  119  diabetic  patients  who.se  blood 
sugars  were  above  160  mg.  per  100  cc.  In 
101  of  these,  or  85  per  cent,  the  level  of  tear 
glucose  showed  a reaction  with  a reagent 
strip  (Clinistix).  The  tip  of  a reagent 
strip  is  inserted  in  the  lower  conjunctival 
sac,  and  the  results  can  be  read  in  one  minute. 
The  tear  sugar  level  is  often  raised  in  di- 
abetic patients  and  can  be  used  as  a simple 
test  to  confirm  the  diagnosis.  A negative 
test  result  does  not  rule  out  diabetes. 

Retinopathy 

The  development  of  retinopathy  is  closely 
related  to  the  duration  of  the  diabetes. 
Dunlop*  noted  that  in  patients  with  diabetes 
of  fifteen  years  duration  retinopathy  was 
present  in  44  per  cent  of  those  with  good 
(iontrol  and  79  per  cent  of  those  with  poor 
control.  Patients  experiencing  emotional 
upsets  have  had  a marked  exacerbation  of 
their  retinopathy.  This  may  be  due  to  an 
outpouring  of  cortisone  during  a stress 
period.  The  possibility  that  a hormonal 
disturbance  may  be  a factor  in  the  causation 
of  retinopathy  canttot  be  discounted.  Cer- 
tainly other  factors  than  the  control  of  dia- 
betes are  present. 

We  have  all  seen  cases  of  diabetic  retinop- 
athy that  reversed  themselves.  The  stress 
of  present-day  hving  might  contribute  to 
the  increased  incidence  of  visual  loss.  On 
one  occasion  such  a reversal  followed  the 
patient’s  move  to  a small  town  where  life 
was  easier  and  the  tempo  of  living  slower. 
In  this  individual  a fundus  that  was  pro- 
gressively showing  a further  pathologic  con- 
dition over  the  months  quieted;  hemor- 
rhages were  absorbed,  and  all  progressive 
activity  receded. 


July  1.5,  1961 


2447 


IS  ADORE  GIVNER 


This  observation  makes  one  recall 
Ashton’s  concept®  of  diabetic  retinopathy. 
He  believes  that  in  its  early  stage  this  con- 
dition has  a neurologic  component  with 
the  vascular  changes  being  secondary  to  it. 
In  the  metabolic  defect  of  diabetes  the 
retina,  being  dependent  on  the  breakdown 
of  glucose  and  having  a higher  glycolytic 
rate  than  almost  any  other  tissue,  is  subject 
to  a metabolic  disturbance  leading  to  the 
failure  of  osmoregulation  with  the  imbibition 
of  water.  The  resulting  rise  of  tissue  ten- 
sion impedes  capillary  circulation.  Stagna- 
tion and  anoxia  develop,  and  microaneurysms 
form. 

The  normal  retinal  capillaries  consist  of 
a multilayered  para-aminosalicylic  acid- 
staining  basement  membrane  lined  internally 
by  flattened  endothelial  cells  and  externally 
by  a reticulum  network  best  stained  by  the 
reticulum  stain  of  Wilder.  By  modifying 
the  silver  nitrate  procedure  of  Hausler  and 
Sibay,  Kirschner  and  Leopold^  studied  the 
retinal  changes  in  the  alloxan  diabetic  rat 
maintained  on  a high  fat  diet.  The  re- 
ticulum and  vessel  wall  detail  are  easily 
demonstrated.  Control  alloxan-diabetic 
Wistar  rats  showed  no  aneurysmal  reti- 
nopathy. Four  of  6 alloxanized  animals 
receiving  a high  fat  diet  showed  changes  in- 
terpreted as  a segmental  thinning  of  the 
capillary  reticulum.  Pope®  in  studying  capil- 
lary microaneurysms  could  find  no  reticulum 
network  over  the  microaneurysms.  This 
indicated  a dehiscence  in  this  supporting 
structure.  In  diabetes,  lipid  material  is 
observed  in  the  lumina  and  the  endothelial 
cells  of  the  capillaries  and  in  the  walls  of 
the  aneurysms.  None  are  .seen  in  normal 
capillaries.  Pope  rea.soned  that  the  high 
concentration  of  serum  lipids  characteristic 
of  diabetes  leads  to  the  absorption  of  these 
lipids  by  the  capillary  endothelial  cells; 
consequent  swelling  of  these  cells  causes  a 
separation  of  the  reticular  fibers,  allowing 
an  outpouching  of  the  ba.sal  membrane  and 
endothelial  cells  through  the  weakened 
area. 

The  peculiar  vulnerability  of  these  vessels 
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in  diabetes  is  attributed  to  the  exceptionally 
high  pressure  normally  found  within  the 
retinal  capillaries  which  the  intraocular 
pressure  necessitates  and  to  the  thin  walls 
of  the  vessels  due  to  the  strong  external 
support  which  the  intraocular  pressure 
affords.® 

The  term  “juvenile  diabetes”  is  reserved 
for  patients  whose  diabetes  begins  before 
the  age  of  fifteen.  Recent  studies  by  Kor- 
nerup,*®  and  Root,  Mirsky,  and  DitzeP* 
on  proliferative  retinopathy  have  shown 
that  diabetes  began  before  the  age  of  fifteen 
in  57  per  cent  of  those  with  proliferative 
retinal  changes  in  Kornerup’s  series  and 
in  42  per  cent  in  Root’s  series  even  though 
only  13  per  cent  of  all  diabetic  persons  have 
the  onset  of  the  disease  during  the  first 
two  decades  of  life.  The  average  duration 
of  the  diabetes  in  this  group  before  the  de- 
velopment of  proliferative  retinopathy  was 
seventeen  years. 

At  Camp  Nyda,  sponsored  by  the  New 
York  Diabetes  Association  for  diabetic 
children,  there  was  an  opportunity  to  study 
1,000  eyes  of  juvenile  diabetic  patients  over 
a period  of  twelve  years  (1946  to  1958). 
Cohn^®  studied  the  beta  lipoproteins  in  600 
diabetic  children.  Lax^^  carried  out  vas- 
culograms  on  juvenile  diabetic  patients  to 
study  early  evidences  of  changes  in  tonus 
in  the  arterial  wall.  In  none  of  these  children 
was  arteriosclerosis  observed  ophthalmo- 
scopically. 

All  children  were  studied  under  a myd- 
riatic agent.  Pin-point  hemorrhages  or 
microaneury.smal  dilations  were  found  in 
1 per  cent  of  these  children.  Of  these 
campers  0.4  per  cent  had  lenticular  changes. 

Cohn  found  that  54  per  cent  of  the  children 
in  his  series  had  elevated  beta  lipoproteins 
in  contrast  with  10  per  cent  of  normal  con- 
trols in  New  York  City  having  elevated  beta 
lipoproteins.  Seventy  of  the  diabetic 
children  were  followed  for  five  years.  Cohn 
believes  a vascular  toxin  related  to  fats  in 
the  diet  may  play  a part  in  the  changes  in 
the  veins  and  capillaries.  He  suggests  that 
the  fat  intake  should  be  kept  to  30  to  40 
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Gm.  with  the  addition  to  the  diet  of  im- 
saturated  fatty  acids. 

Lax  examined  162  diabetic  patients  be- 
tween the  ages  of  eleven  and  twenty-nine. 
None  exhibited  any  of  the  clinical  evidence 
of  arteriosclerosis  of  hypertension.  Two 
hundred  forty  presumably  healthy  young 
individuals  of  the  same  age  group  were 
examined  and  served  as  a control  group. 
Sixty-two  per  cent  of  the  diabetic  patients 
had  abnormal  arterial  pulse  waves.  In 
contrast  only  8 per  cent  of  the  normal  group 
had  abnormal  pulse-wave  recordings.  The 
tracings  that  were  abnormal  showed  either 
diminished  or  absent  dicrotic  waves. 

It  is  interesting  that  no  diabetic  retinop- 
athy has  been  reported  in  a child  younger 
than  ten  years  of  age.  It  is  also  a fact  that 
no  abnormal  pulse  tracing  has  been  reported 
under  ten  years  of  age. 

Pathology 

A normal  vasculogram  shows  an  iiiitial 
wave  and  a well-defined  dicrotic  wave. 
Consistently  in  arteriosclerosis,  the  di- 
crotic wave  is  diminished  or  absent.  The 
dicrotic  peak  is  a refracted  wave  initi- 
ated by  the  recoil  of  the  arterial  blood 
column  against  the  closed  aortic  valve. 
Increased  tonus  of  the  vascular  wall  such 
as  results  from  hypertensive  vascular  disease 
may  abolish  the  dicrotic  wave. 

Lax  found  that  duration  of  diabetes  plays 
a part  in  abolition  of  the  dicrotic  wave. 
Under  five  years  duration,  51  per  cent 
.showed  abnormal  changes.  Over  five  years 
duration,  76  per  cent  .showed  abnormal 
changes. 

Juvenile  diabetic  patients  have  become 
particularly  prone  to  vascular  degeneration. 
In  the  retina  of  young  diabetic  subjects, 
the  most  characteristic  changes  are  found 
in  the  venous  part  of  the  capillaries,  in  the 
venules  and  veins.  Central  retinal  venous 
occlusion  occasionally  occurs. 

DitzeL^  has  investigated  the  reaction  of 
the  smaller  blood  vessels  in  the  bulbar  con- 
junctiva of  diabetic  patients.  He  finds 
that  in  the  vast  majority  of  areas  there  is  a 


constriction  of  the  terminal  arterioles, 
loss  of  tone  in  the  venous  part  of  the  pe- 
ripheral vascular  bed  accompanied  by  ag- 
gregation of  blood  cells,  decrea.sed  rate  of 
flow,  and  abnormal  permeability.  This  he 
terms  vascular  pattern  change  number  1 . 

In  some,  vascular  pattern  number  2 was 
observed.  Here  there  is  an  increase  in 
vascular  tone  since  both  the  arteriole  and 
venule  are  tightly  constricted  and  many 
capillaries  are  closed  completely.  From  a 
study  of  diabetic  children,  causative  links 
were  demonstrated  between  reversible  re- 
gressive changes  and  irreversible  degenera- 
tive changes  in  the  bulbar  conjunctiva. 
It  therefore  appears,  he  says,  that  the  patho- 
physiologic vasomotor  responses  over  a 
period  of  years  lead  to  the  permanent  clinical 
microangiopathy  in  diabetes.  He  states 
it  is  a general  clinical  impression  that  di- 
abetic patients  who  frequently  become 
acidotic  are  more  prone  to  develop  early 
and  .severe  diabetic  microangiopathy  than 
are  well-regulated  diabetic  patients. 

A personal  ob.servatioid®  in  a study  of  the 
capillaries  in  the  plica  semilunaris  conjunc- 
tivas of  diabetic  individuals  occasionally 
shows  cases  where  these  vessels  are  dilated 
and  the  remainder  of  the  conjunctiva  is 
normal  in  appearance.  Most  of  the  cases 
seen  with  dilations  of  the  small  capillaries 
and  ves.sels  on  the  face  will  show  the  dilation 
in  the  plica.  On  the  other  hand  there  is  no 
correlation  with  the  capillary  dilation  and 
the  retinal  capillary  dilation,  as  one  will 
observe  a considerable  pathologic  condition 
in  the  retina  and  normal  surface  capillaries 
and  vice  versa. 

Saskin  and  his  coworkers^®  suggested  the 
use  of  testosterone  in  the  treatment  of  di- 
abetic retinopathy.  Patients  with  well- 
developed  proliferative  retinopathy  and 
hemorrhages  have  shown  stabilization  of  the 
active  pathologic  condition  after  the  intra- 
muscular administration  of  25  mg.  of  tes- 
tosterone every  five  to  seven  days. 

Case  2. — A favorable  case  was  that  of  a female 
patient.  She  was  first  seen  on  June  24,  1955. 
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Vision  of  ri^iit  eye  was  4/^200.  Her  left,  eye 
had  a vision  of  20/100.  Both  e.yes  showed 
proliferative  retinopathy  with  fresh  vitreous 
and  preretinal  hemorrhages.  In  addition  to  the 
regulation  of  her  diet  and  the  administration  of 
medication  to  reduce  capillary  fragility,  testos- 
terone was  administered.  To  date  she  has  had 
over  186  injections  with  no  evidence  of  mas- 
culinization.  At  one  time  it  was  thought  that 
diabetic  patients  could  take  testosterone  with 
less  tendency  to  develop  masculinizing  effects; 
however,  a case  was  recently  seen  where  some  hair 
growth  on  the  face  was  starting.  The  vitreous 
on  the  first  case  is  clear  and  the  fundus  free  of 
hemorrhages  or  exudates.  Her  vision  is  20/20 
in  her  left  eye.  She  is  back  at  work  doing  a full 
time  job  as  a secretary. 

It  should  be  stated  here  that  the  experi- 
ences of  other  observers  do  not  substantiate 
my  personal  observations.  It  may  be  that 
reversal  of  exudates  and  pathologic  condi- 
tions othei’  than  hemorrhages  was  expected. 
Testosterone  acts  best  in  controlling  hemor- 
rhages and  its  sequelae. 

lyiatuigenten  t 

What  else  can  be  done  to  help  these  un- 
fortunate patients?  A practical  preventive 
measure  regarding  some  hemorrhages  both 
extra-  and  intraocular  in  the  diabetic  indi- 
vidual is  to  caution  against  straining  as  at 
the  passage  of  stool.  Other  patients  with 
diseased  vessels  freciuently  show  hemor- 
ihages  after  hypoglycemic  reactions.  Every 
effort  should  be  made  to  avoid  this  by  care- 
ful observation,  diet,  and  regulated  exer- 
cises. It  is  interesting  that  Ross'"  also 
cautioned  that,  mild  hyperglycemia  is  pref- 
('rable  to  hyj)oglycemia  with  its  attendant 
dangers  of  myocardial  infarction.  Stearns"* 
also  stressed  the  danger  of  precipitating 
attacks  of  coronary  occlusion  by  attempting 
too  strict  a control  of  the  diabetic  state. 
Koldes*"  points  out  that  hypertension  in  the 
diabetic  patient  may  be  aggravated  seriously 
by  normalizing  the  blood  sugar  level.  Not 
only  too  low  a blood  sugar  but  also  too 
precipitous  a reduction  of  hyperglycemia, 
even  though  the  lower  limit  is  in  the  normal 
range,  has  precipitated  vitreous  hemor- 


rhages. It  has  been  shown  also  that  lower- 
ing the  weight  of  the  patient  too  rapidly 
allows  for  a call  on  the  body’s  depot  fat, 
inducing  a hyperlipemia  which,  through 
changes  in  the  clotting  mechanism,  is 
(H)nducive  to  occlusive  vascular  disease.'*" 
While  such  weight  reduction  is  being  carried 
out,  the  diabetes  should  be  kept  under  con- 
trol, if  necessary  with  insulin  or  the  sul- 
fonylureas.  One  should  be  cautious  par- 
ticularly in  women  just  before  the  menses, 
as  hemorrhages  are  more  prone  to  occur 
at  this  time. 

Some  excellent  results  have  been  reported 
in  the  literature  with  the  use  of  Kempner’s 
rice  diet.  If  one  can  get  a patient  to  adhere 
to  this  diet,  it  is  worth  a trial. 

William  F.  Van  Eck^i  studied  the  effect 
of  a diet  containing  20  Gm.  a day  of  fat  in 
12  diabetic  patients  with  retinopathy  and 
elevated  .serum  lipids.  The  diet  contained 
80  Gm.  of  proteni,  and  the  caloric  equilibrium 
was  maintained  with  carbohydrates  to 
minimize  changes  in  the  body  weight. 

Serum  lipids  were  lowered  in  10  patients. 
This  effect  was  maintained  over  the  one-  to 
two-year  observation  period.  Among  10 
patients  who  had  exudates,  decrease  or  dis- 
app<‘arance  was  noted  in  .5  and  a reduction 
in  8 others.  In  no  patient  on  the  diet  did 
new  larger  exudates  develop.  The  reduc- 
tion of  serum  lipids  recpiired  several  weeks. 

The  reduction  of  dietary  cholesterol  alone 
is  not  very  helpful.  A low-fat  diet  cau.ses 
a deci'ease  of  triglycerides  in  80  per  cent  of 
the  ca.ses  only  if  the  protein  intake  is  ample; 
a rise,  however,  is  found  in  20  per  cent.. 

k’asting  serum  chylomicron  levels  are 
above  normal  in  controlled  glucose  states.’’'* 
G'Ont  rolled  diabetic  individuals  carry  above 
normal  fa.sting  serum  levels  of  nonesteriffed 
fatty  acids.’-'*  f'inley  feels  that  disordered 
lipid  metabolism  may  contribute  to  the 
etiology  of  t he  i-etinopat  hy  of  diabetes  mel- 
litus.  A(ffing  on  Hahn’s  observatioiH^  of 
clearing  of  chylomicrons  from  the  blood 
through  the  action  of  heparin,  Finley  gave 
1,500  International  units  of  crude  heparin 
(Glarin)  four  times  a da}"  (after  meals  and 
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at  bed  time)  through  the  sublingual  route 
to  10  diabetic  patients  with  retinopathy. 
He  concluded  that  all  patients  with  retinal 
exudation  had  partial  regression  of  these 
lesions.  A reduction  in  the  number  of 
chylomicrons  of  the  fasting  serum  was  ob- 
served in  all  patients.  Ejarque,  Marble, 
and  Tuller^®  found  a lowered  serum  albumin 
level  in  diabetic  subjects  regardless  of  the 
presence  of  vascular  complications.  Ade- 
quate serum  albumin  levels  are  required 
for  the  transport  of  fatty  acids,  and  serum 
albumin  deficiency  results  in  hyperlipemia 
of  triglycerides.  This  may  explain  the 
hyperlipemia  found  in  controlled  diabetic 
subjects. 

Kinsell  et  state  that  in  at  least  some 
cases  the  substitution  of  a polyunsaturated 
fat  for  a saturated  fat  results  not  only  in  a 
decrease  in  plasma  lipids  and  in  some  cases 
apparent  improvement  in  existing  reti- 
nopathy and  possible  nephropathy,  but  also 
in  a significant  improvement  in  diabetic 
management.  Pollack, however,  .stresses 
that  some  of  the  largest  vegetable  oil  proc- 
essors in  the  United  States  have  implied 
in  advertisements  that  the  cholesterol  level 
can  be  lowered  merely  by  adding  polyun- 
saturated fatty  acids  to  the  diet.  The 
patient  should  understand  that  if  he  in- 
creases his  consumption  of  polyunsaturated 
fatty  acids  without  reducing  his  intake  of 
other  fats,  little  is  gained  save  for  additional 
calories  which  could  lead  to  obesity.  A par- 
ticular regimen  will  be  effective  only  if 
polyun.saturated  fatty  acids  are  responsible 
for  an  appreciable  percentage  of  total  fat 
calories.  That  is,  they  mu.st  replace  rather 
than  supplement  .some  of  the  saturated 
fats  and  oils  already  in  the  diet. 

.\  case  that  may  not  be  raie  giv'es  food 
for  thought. 

Case  3. — A female  patient  age  fifty  has  had 
diabetes  since  age  fifteen  at  which  time  insulin 
was  started.  Today,  thirty-five  years  later,  her 
blood  vessels  appear  normal,  and  there  is  only 
one  microaneurysmal  dilation  in  her  right  eye 
and  one  punctate  exudate  in  her  left  eye  with 
vision  of  20/20  in  both  eyes.  In  trying  to  as- 


certain if  there  was  anything  in  her  history  that 
might  have  been  related  to  her  excellent  vascular 
status,  it  was  learned  that  eleven  years  after  her 
diabetes  started  a denervation  of  her  left  adrenal 
gland  was  carried  out  by  the  late  George  W. 
Crile,  M.D.,  to  see  whether  or  not  her  diabetes 
could  be  cured.  It  was  not,  but  her  17-keto- 
steroids  at  this  time  are  4.7  mg.  (normal  5 to 
14  mg.  for  a female).  Could  it  be  that  the  re- 
duced function  of  her  adrenal  which  was  de- 
pendent on  either  innervational  disturbance  or 
inadvertent  adrenal  damage  could  have  had  a 
beneficial  effect? 

Becker^®  suggested  the  interrelationship 
of  vitamin  B12,  diabetes,  and  adrenocortical 
hormones.  Vitamin  B12  labelled  with  co- 
balt 60  is  found  in  relatively  high  concen- 
trations in  the  pancreas,  kidney,  and 
adrenals  of  experimental  rats.  Becker’s 
interest  was  aroused  therefore  in  the  rela- 
tionship of  vitamin  B12  to  diabetic  reti- 
nopathy and  the  Kimmelstiel-Wilson  lesion. 
Friedenwald^®  thought  that  one  of  the  con- 
vergent metabolic  pathways  leading  to  the 
production  of  the  vascular  lesion  may  be  B12 
deficiency  induced  by  diabetes  and  ex- 
acerbated by  adrenal  hyperfunction. 

A reduction  in  adrenal  cortical  function 
.seems  to  have  a favorable  effect  on  diabetic 
retinopathy.  Pituitary  necrosis,  adrenal- 
ectomy, and  the  administration  of  testos- 
terone, the  latter  through  inhibition  of  the 
pituitary,  have  been  of  benefit  in  slowing 
down  and  even  stabilizing  retinal  pathologic 
changes.  Infection  and  the  administration 
of  ACTH  have  speeded  up  the  development 
of  diabetic  retinopathy. 

Against  the.se  ideas  are  those  of  Rifkin, 
Solomon,  and  Lieberman^*  who  indicated 
that  there  is  no  evidence  of  adrenal  cortical 
hyperfunction  in  patients  with  uncompli- 
cated diabetes,  diabetic  retinopathy,  and 
nephropathy.  They  reached  these  conclu- 
sions after  a study  of  the  plasma  17-hy- 
droxycorticosteroids,  the  urinary  excretion 
of  total  17-hydroxy  corticosteroids,  and  the 
identifiable  and  individual  urinary  17- 
ketosteroids  as  well  as  the  response  of  these 
substances  to  exogenously  administered 
ACTH  in  diabetic  patients  with  and  without 
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capillury  vascular  disease. 

Idle  pituitary  gland  in  diabetes  shows  no 
constant  significant  structural  change.  The 
pituitary,  adrenocorticotrophic,  and  growth 
hormones  e.xert  a diabetogenic  action. 

l^aulsen-*  reported  the  disappearance  of 
retinopathy  in  a diabetic  patient  who  de- 
^’eloped  Simmond’s  disease  following  preg- 
nancy— hence  the  theory  that  hypopi- 
tuitarism may  have  a beneficial  effect  on 
diabetic  retinopathy. 

In  a study  by  Ranke, diabetic  reti- 
nopathy did  not  occur  as  a frequent  compli- 
cation in  6G  patients  having  pituitary  tumor. 
Thirty  of  the  patients  had  coexisting  di- 
abetes. The  longer  the  duration  of  the 
pituitary  tumor,  the  greater  the  percentage 
of  patients  developing  diabetes.  Two 
patients  had  diabetic  retinopathy  in  the 
entire  group,  and  of  the  30  patients  who  had 
diabetes  tln'.se  2 patients  represented  6.7 
per  cent . 

It,  is  unlikely  that  the  pituitary  con- 
Irilmtes  flii’ectly  to  the  development  of 
diabetic,  retinopathy  because  of  the  low 
incidenc('  of  retinopathy  in  patients  with 
pituitary  t umor  and  diabetes. 

If  a hormonal  dysfunction  causes  retinop- 
athy then  the  adrenal  factor  as  stated 
previously  might  be  more  important  than  the 
pituitary.  There  is  some  evidence  that 
diabetic  subjects  without  retinopathy  have 
adrenal  hypof unction,  whereas  those  di- 
abetic subjects  with  retinopathy  have  ex- 
cessi^'e  adrenocoi’tical  function. 

The  results  of  hypophy.sectomy  and 
adrenalectomy  in  diabetes  mellitus  have 
been  vai'iable  and  not  so  therapeutically 
impressive  as  to  wai’rant  such  a I’adical 
approach  to  the  treatment  of  diabetic 
retinopathy.  It  is  possible  that  knowledge 
obtained  by  the.se  procedures  may  lead 
eventually  to  a definite  understanding  of 
the  mechanics  involved. 

Vannas,  Ileniberg,  and  Bjorke.sten^^ 
stated  that  the  total  number  of  hypophysec- 
tomies  for  ^’isual  disturbances  reported 
from  various  clinics  is  around  GO.  A 
partial  loss  of  peripheral  vision  and  possible 


relapses  postoperati\-ely  rai.se  doubts  in 
his  mind  of  the  value  of  the  operation. 
Even  though  he  believes  the  venous  changes 
characteristic  of  proliferative  diabetic  reti- 
Tiopathy  tend  to  regress  and  disappear  after 
the  operation,  the  risk  involved  is  con- 
siderable. Constant  po.st operative  atten- 
tion to  the  hormone-electrolyte  balance  as 
well  as  an  awareness  of  the  dangers  of  in- 
fection are  important. 

It  .seems  reasonable  to  assume  that  no 
one  etiologic  factor  explains  the  patho- 
physiologic disturbances  that  exist  in  the 
diabetic  patient  with  vascular  lesions. 

In  conclusion,  the  search  for  better  pre- 
ventive and  curative  factors  in  the  ocular 
pathology  of  diabetes  continues.  Newer 
advances  in  chemistry  may,  we  hope,  open 
new  gates  for  the  relief  of  these  conditions. 

108  E.\st  GGth  Street,  New  York  21 
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Tissue  Damage  Inevitable  in  All  Forms  of  High  Blood  Pressure 

Some  amount  of  tissue  damage,  usually  to  the  associated  with  high  blood  pressure  appears  to  be 
kidney,  heart,  or  brain,  is  inevitable  in  all  forms  of  overweight. — Patterns  of  Disease,  Parke,  Davis  cfc 
high  blood  pressure.  The  most  minor  impairment  Company 
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The  following  3 case  reports  were  pre- 
sented at  a recent  meeting  of  the  Queens 
County  Alaternal  Welfare  Committee. 
They  deal  with  hemorrhage  following  cesar- 
ean section,  overwhelming  sepsis,  and  fatal 
amniotic  fluid  embolus.  The  case  presenta- 
tions were  made  by  the  resident  staff  physi- 
cian at  the  hospital  in  which  the  death 
occurred,  and  comment  was  made  by  a mem- 
ber of  the  attending  staff  of  the  same  hospi- 
tal. This  procedure  is  recommended  as  an 
effective  method  of  conducting  maternal  wel- 
fare studies. 

Case  Reports 

Case  1 . — A thirty-seven-year-old  woman,  para 
2,  gravifla  5,  was  admitted  to  the  hospital  for  an 
elective  cesaiean  section  at  thirty-nine  and  one- 
half  weeks  of  pregnancy.  She  had  had  a cesarean 
section  twenty-two  years  before  for  cephalopelvic 
disproportion,  with  a delivery  of  a 9-pound, 
4-ounce  infant.  This  had  been  complicated  by 
“peritonitis,”  and  hospitalization  was  prolonged 
for  six  weeks.  Four  years  later  the  patient  had 
had  a repeat  cesarean  section  with  the  delivery  of 


a 7-pound,  2-ounce  baby.  Six  and  eight  years 
later  she  had  had  early  spontaneous,  incomplete 
abortions  followed  bj^  dilatation  and  curettage. 

At  the  time  of  the  present  admission,  the  pa- 
tient was  recuperating  from  a two  to  three  days 
cough  and  coryza.  There  was  no  known  history 
of  allergy  to  local  anesthesia  or  drugs.  Her  blood 
pressure  was  1 10/70,  and  the  pulse  rate  was  84. 

At  9:30  A.M.  the  day  after  admission,  the  pa- 
tient was  taken  to  the  delivery  room  for  a cesarean 
section.  After  she  had  been  l>dng  on  the  table 
for  ten  minutes,  the  anesthesiologist  noted  that 
she  was  diaphoretic.  Her  blood  pressure  was 
60/20.  Vasoxyl,  10  mg.,  was  given  intravenously 
and  this  promptly  increased  the  blood  pressure  to 
110/75.  Preoperative  medication,  given  at  8:30 
A.M.,  had  consisted  of  meperidine  hydrochloride 
(Demerol  hydrochloride),  35  mg.;  Phenergan  hy- 
drochloride, 25  mg.;  and  atropine,  Viso  grain. 
Because  of  the  potential  effect  of  maternal  hypo- 
tension on  the  fetus,  surgerj-  was  started  im- 
mediately with  cyclopropane  rather  than  with  the 
anticipated  local  anesthetic. 

Anesthesia  w'as  begun  at  9:45  a.m.,  the  incision 
was  made  at  9:48  a.m.,  and  the  delivery  of  a liv- 
ing male  infant  weighing  8 pounds,  14  ounces  was 
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accomplished  at  10:05  a.m.  Much  difficulty  was 
encountered  in  entering  the  abdomen  and  uterus, 
since  the  uterus  was  attached  firmly  to  the  under- 
side of  the  rectus  fascia  by  dense  adhesions.  A 
dissection  of  the  lower  flap  was  thus  impossible, 
and  a classical  vertical  incision  became  the 
method  of  choice. 

After  dehvery  of  the  infant,  1 unit  of  whole 
blood  was  given  slowly,  and  the  uterus  contracted 
well  under  the  influence  of  Pitocin,  given  intra- 
venously, and  of  ergonovine  maleate  (Ergotrate 
maleate,)  given  intravenously  and  intramuscu- 
larly. The  pulse  rate  stayed  at  90  and  the  blood 
pressure  at  110/60  throughout  this  and  the  later 
procedure. 

The  uterus  contained  scattered  myomas.  One 
small  myoma  was  removed  from  the  left  broad 
ligament.  Because  of  the  dense  adhesions  be- 
tween the  uterus  and  the  anterior  abdominal 
wall,  the  myomas,  and  the  difficulty  anticipated 
in  closing  the  uterus  and  peritoneum,  a hysterec- 
tomy was  performed.  This  was  a supracervical 
hysterectomy  in  which  all  vessels  and  bleeding 
points  were  suture-ligated  with  a number  1 
chromic  catgut.  At  the  completion  of  the  proce- 
dure, at  1 1 :30  A.M.,  good  hemostasis  had  been  ef- 
fected, the  blood  pressure  was  110/60,  and  the  es- 
timated blood  loss  was  from  900  to  1,000  cc. 

1'wo  units  of  blood  were  given  during  the  day, 
one  at  surgery  and  one  at  2:00  p.m.  in  the  re- 
covery room.  In  the  recovery  room  the  patient 
had  transient  episodes  of  hypotension  in  which 
her  blood  pressure  would  fall  to  80/50.  On  two 
occasions  the  patient  was  given  a methoxamine 
hydrochloride  injection  (Vasoxyl),  one  dose  at 
2:50  P.M.  (1/3  cc.  intramuscularly  and  1/3  cc. 
intravenously)  and  one  dose  at  5:00  p.m.  (10  mg. 
intravenously) . After  this  second  dose,  the  blood 
pressure  rose  to  90/60  and  remained  about  that 
level  until  7:30  p.m.  when  the  patient  appeared 
well  enough  to  be  sent  to  her  room.  The  pulse 
throughout  her  stay  in  the  recovery  room  was  100 
or  below,  usually  at  88;  the  abdomen  was  soft; 
and  no  vaginal  bleeding  was  seen.  The  private 
physician  visited  the  patient  several  times  in  the 
recovery  room.  The  patient  passed  about  30  cc. 
of  clear  urine  while  she  was  in  the  recovery  room, 
but  she  was  diaphoretic  at  frequent  intervals 
during  the  afternoon. 

On  return  to  the  floor  at  7:30  p.m.,  with  the 
pulse  rate  88,  the  blood  pressure  106/64,  and  an 
intravenous  infusion  in  progress,  the  patient  was 
somewhat  restless  and  complained  of  back  pain 


for  which  35  mg.  of  Leritine  was  given  at  7:45 
P.M.  This  was  the  only  sedation  used  postopera- 
tively. 

The  patient  was  seen  by  the  resident  physician 
at  8:00  p.m.,  at  which  time  the  pulse  rate  was  92 
and  the  blood  pressure  90/60.  The  patient  was 
restless  and  reactive  but  somewhat  incoherent. 
He'  skin  was  warm,  and  there  was  no  vaginal 
bleeding. 

At  8:15  P.M.  the  patient  had  a systolic  blood 
pressure  of  60;  the  diastolic  pressure  was  unob- 
tainable. The  pulse  was  thready  and  the  skin 
was  clammy.  The  resident  physician  was  noti- 
fied of  this  condition  by  the  nurse,  and  the  physi- 
cian and  the  intern,  in  checking  the  patient,  noted 
that  the  intravenous  cord  was  no  longer  in  place. 

Attempts  at  percutaneous  infusion  at  several 
sites  were  unsuccessful  because  of  the  collapsed 
state  of  the  veins.  While  a cutdown  was  in 
progress,  a methoxamine  hydrochloride  injection, 
10  mg.,  was  given  intramuscularly,  and  4 mg.  of 
Decadron  were  given  every  three  hours. 

The  number  20  polyethylene  catheter  was 
threaded  in  the  antecubital  vein  for  only  3 inches, 
at  which  point  it  could  be  introduced  no  further, 
and  no  fluid  would  run  when  the  intravenous  tube 
was  opened.  The  incision  was  closed,  and  a sec- 
ond cutdown  over  the  right  medial  malleolus  was 
started.  Through  a number  20  catheter,  1,000  cc. 
of  glucose  in  normal  saline  with  10  mg.  phenyl- 
ephrine hydrochloric  acid  (Neo-Synephrine  hy- 
drochloride) was  started.  The  blood  pressure, 
which  at  this  point  had  been  almost  unobtainable, 
returned  to  70/50,  and  the  pulse  rat(‘  was  slow  but 
very  weak. 

As  the  blood  pressure  began  to  fall  witli 
phenylephrine  hydrochloric  acid,  4 cc.  of  Levo- 
phed  bitartrate  were  added,  and  two  blood  pres- 
sures about  70  to  90/00  were  obtained. 

At  this  time  the  patient  continued  to  be  restless 
and  incoherent.  Respiration  was  labored,  but 
the  skin  became  dry.  The  abdomen  was  soft,  a 
vaginal  examination  for  possible  pelvic  hematoma 
disclosed  no  mass,  and  there  was  no  vaginal  bleed- 
ing. About  50  cc.  of  clear  urine  were  passcxl  dur- 
ing the  interval  from  7:00  p.m.  to  11:00  p.m. 

At  11:00  P.M.  oxygen  was  given  intermittently 
by  mask,  and  500  cc.  of  whole  blood  were  added 
to  the  intravenous  fluids  by  a number  18  needle 
in  the  left  arm. 

DOCA,  10  mg.  intramuscularly,  and  Benadryl 
hydrochloride,  50  mg.  intravenously,  were  given 
at  11:30  P.M.  About  fifteen  minutes  later,  the 
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ajiical  beat  became  slow  and  of  poor  quality,  and 
the  patient  died  at  1 1 : 58  p.m. 

An  autopsy  was  restricted  to  the  abdomen  and 
showed  the  following:  2,000  cc.  of  clotted  and 
liquid  blood  in  the  peritoneum,  30  cc.  hematoma 
in  the  left  broad  ligament,  negative  findings  in  the 
gastrointestinal  tract,  negative  findings  in  the 
adrenals,  and  no  source  of  bleeding. 

The  cause  of  death  was  intraperitoneal  hemor- 
rhage, secondary  to  cesarean  section. 

Summary.' — This  was  a case  of  severe  unrecog- 
nized hemorrhage  following  a cesarean  hysterec- 
tomy. The  use  of  vasoconstrictor  drugs  disguised 
the  shock  until  it  was  irreversible.  This  danger 
must  be  kept  in  mind  constantly  in  the  treatment 
of  a postoperative  patient  with  a constant  fall  in 
blood  pressure.  There  is  no  substitute  for  nec- 
essary blood  replacement. 

Case  2.  — A thirty-seven-year-old  white  female, 
para  5,  gravida  6,  was  admitted  to  the  clinic  eight 
weeks  before  the  expected  date  of  confinement. 
Her  family  and  the  past  medical  and  surgical 
histories  were  noncontributory.  The  onset  of 
the  menses  occurred  at  sixteen  years,  appearing 
every  twenty-eight  days  and  lasting  from  four  to 
five  days.  The  patient  had  had  five  normal 
spontaneous  deliveries. 

The  patient’s  blood  type  was  O,  Rh  positive, 
and  the  Wassermann  test  revealed  negative  find- 
ings. The  hemoglobin  was  10.5  Gm.  per  100  ml. 
There  was  an  uneventful  prenatal  course  up  to  the 
time  of  the  last  clinical  visit. 

The  patient  was  brought  to  the  hospital  by 
ambulance,  complaining  of  labor  pains  for  the 
l>ast  hour  and  with  profuse  vaginal  bleeding. 
'I'lie  duration  of  pregnancy  was  estimated  at 
about  thirty-two  weeks. 

'I'he  blood  pressure  was  98/60,  the  pulse  was  of 
poor  quality,  and  plasma  was  started  immedi- 
atehn  In  the  operating  room  at  10:30  p.m.  1 
pint  of  blood  was  given,  a second  pint  was  given 
at  11:00  P.M.,  and  a third  pint  was  given  at  11 : 30 
P.M.  After  consultation,  a diagnosis  of  placenta 
praevia  was  made,  and  a low  flap  cesarean  sec- 
tion was  performed  with  the  delivery  of  an 
8-])ound,  5-ounce  infant.  The  placenta  was  found 
entirely  in  the  lower  segment.  Following  the  sec- 
tion, the  blood  pressure  was  110/60,  and  the  pulse 
was  78. 

On  the  fourth  postoperative  day,  after  medical 
consultation,  the  diagnosis  of  possible  right  lower 
lobe  pneumonia  was  made.  The  patient  also  ex- 
hibited a diffuse  urticarial  skin  reaction.  The 


following  diagnoses  were  also  entertained;  bac- 
teremia, possible  pelvic  thrombophlebitis,  possi- 
ble brain  abscess,  adynamic  ileus,  and  left  hemi- 
paresis. 

A surgical  consultation  at  this  time  revealed  a 
cellulitis  of  the  right  arm  with  septicemia.  There 
was  no  indication  for  surgical  intervention.  A 
neurosurgical  consultation  revealed  septicemia 
from  a source  outside  the  brain,  with  a second- 
ary meningitis.  On  the  fifth  postoperative  day 
the  blood  culture  indicated  positive  findings  for 
hemolytic  Staphylococcus  aureus.  A smear  of 
spinal  fluid  showed  gram-positive  cocci  in  groups. 
A spinal  tap  showed  6 cc.  of  cloudy  fluid.  The 
cell  count  on  this  fluid  was  800  per  cubic  centi- 
meter. The  differential  count  revealed  poly- 
morphonuclear leukocytes  10  to  1 over  lympho- 
cytes. The  total  protein  was  60  mg.  per  100  ml. 

Sensitivity  tests  were  done,  and  the  organism 
was  sensitive  to  Vancomycin  hydrochloride, 
kanamycin  sulfate  (Kantrex),  Panalba,  TAO,  and 
penicillin.  The  following  medications  were 
given:  intravenous  fluids,  ergonovine  maleate, 
and  an  oxygen  tent. 

On  the  first  postoperative  day,  the  patient  was 
j)laced  on  penicillin  and  dihydrostreptomycin 
(Combiotic),  2 cc.  twice  a day.  On  the  second 
postoperative  day,  chloramphenicol,  (Chloromy- 
ct'tin)  was  added,  500  mg.  every  six  hours.  On 
the  fourth  postoperative  day  kanamycin  sulfate, 
500  mg.  twdce  a day,  was  given.  On  the  fifth 
postoperative  day,  penicillin  and  dihydrostrepto- 
mycin and  chloramphenicol  were  discontinued, 
and  Achromycin,  250  mg.  every  six  hours  intra- 
venously, was  added  and  the  kanamj'cin  sulfate 
was  increased  to  1 ,000  mg.  twice  a day.  On  the 
sixth  postoperative  day  penicillin,  10  million 
units,  was  given  every  twelve  hours  intra- 
venously. On  the  sixth  postoperative  day  chlor- 
amphenicol, 2 Gm.,  was  given  ever}'  twelve  hours 
intravenously. 

The  patient  experienced  a stormy,  septic  post- 
operative course,  with  the  temperature  spiking 
daily  from  104  to  105  F.  She  deteriorated  grad- 
ually, became  unable  to  swallow,  seemed  semi- 
comatose  at  times,  gave  signs  of  cerebral  irrita- 
tion, and  expired  on  the  eleventh  postoperative  day. 

Postmortem  cultures  from  the  inner  aspect  of 
the  right  elbow  and  vesicouterine  fold  showed 
Staph,  aureus,  nonhemolyticus.  The  cause  of 
death  was  due  to  massive  intracerebral  hemor- 
rhage in  the  brain  stem  which  was  the  result  of 
septic  embohzation,  acute  bacterial  endocarditis. 
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and  septicemia. 

Anatomic  Dm^nosts.— Intracerebral  hemor- 
rhage; chronic  mastoiditis — left;  thyroid  — 

adenomatous  (rule  out  embolic  abscess  in  the 
right  lobe);  heart— fibrinous  pericarditis,  acute 
bacterial  endocarditis  with  perforation  of  the 
mitral  valve;  lungs— bilateral  congestion,  bi- 
lateral edema,  bronchopneumonia  in  the  right 
lower  lobe,  and  foci  of  infarction  in  the  left 
upper  lobe;  liver — congestion;  spleen' — sple- 
nomegaly, multiple  infarction;  kidneys — par- 
enchymatous degeneration,  cystitis  of  urinary 
bladder;  uterus — postpartum  uterus,  post- 
cesarean section,  minute  foci  of  abscess  at  the 
uterine  vesicle  fold;  and  extremities— thrombosis 
of  the  right  antecubital  vein. 

Summary. — This  was  a case  of  septicemia  which 
originated  either  from  the  cellulitis  of  the  right 
antecubital  space  or  from  the  chronic  mastoiditis. 
This  condition  was  unresponsive  to  massive  anti- 
biotic therapy,  and  the  patient  succumbed  subse- 
quently from  an  overwhelming  sepsis. 

Case  3.' — A thirty-two-year-old  female,  para  2, 
gravida  3,  had  an  uneventful  antepartum  course. 
Her  blood  group  was  0,  Rh  positive,  the  serologj- 
study  yielded  negative  findings,  and  the  hemo- 
globin was  86  mg.  per  100  ml.  There  was  no 
albuminuria  or  hypertension.  The  patient  gained 
22  pounds  during  this  pregnancy. 

The  previous  obstetric  history  was  unremark- 
able. Both  previous  pregnancies  had  resulted  in 
normal,  full-term  deliveries  of  infants  weighing 
in  excess  of  7 pounds.  There  was  no  abnormal 
medical  or  surgical  history. 

The  patient  was  admitted  to  the  delivery  room 
in  early  labor  at  7:15  p.m.  She  had  had  mild, 
irregular  contractions  on  the  moi'iiing  of  admi.s- 
sion  which  were  followed  by  slight  vaginal  spot- 
ting. Both  the  contractions  and  the  spotting 
disappeared  but  recurred  at  7:00  p.m.,  and  the 
patient  was  advised  to  enter  the  hospital. 

An  evaluation  by  the  attending  ])hysician  at 


8:15  P.M.  revealed  that  the  patient  was  in  active 
labor,  with  contractions  of  good  quality  occurring 
at  five-minute  intervals.  The  maternal  pulse  was 
84  per  minute,  and  the  blood  pressure  was  140/80. 
The  fetal  heart  was  140  per  minute  and  regular. 
The  membranes  were  intact,  the  cervix  was  di- 
lated one  and  one-half  fingers,  and  the  vertex 
was  floating. 

At  10:30  P.M.  the  contractions  continued  at 
four-  to  five-minute  intervals  and  were  of  good 
quality.  The  vertex  remained  high,  and  the  cer- 
vix was  dilated  2 fingers.  At  10:45  p.m.  the  pa- 
tient was  given  meperidine  hydrochloride,  100 
mg.,  and  scopolamine,  Vao  grains,  intramus- 
cularly. 

At  11:00  P.M.  the  patient’s  membranes  rup- 
tured spontaneously.  She  suddenly  became  cya- 
notic, rigid,  and  unable  to  breathe.  A peripheral 
collapse  was  noted.  She  was  pulseless,  and  the 
blood  pressure  was  unobtainable.  There  was  no 
external  hemorrhage  or  abdominal  distention. 
Five  minutes  later,  in  spite  of  oxygen  therajiy 
under  pressure  and  medication,  the  maternal 
heart  sounds  were  inaudible,  and  the  fetal  heart 
beat  was  no  longer  perceptible. 

Medication  consisted  of  Coramine,  1 ampule 
intramuscularly;  Nalline  hydrochloride,  5 mg. 
intramuscularly;  phenylephrine  hydrochloric 
acid  1 ampule  intramuscularly;  and  Adrenalin 
chloride,  1 ampule  intracardiac. 

The  patient  was  pronounced  dead  at  1 1 :05  p.m. 
A consultant  was  called,  but  the  patient  had  ex- 
pired prior  to  his  arrival.  The  final  diagnosis 
was  pregnancy  term  undelivered  and  amniotic 
fluid  embolism. 

Summary. — This  was  an  obvious  cas(>  of  am- 
niotic fluid  embolism.  Unfortunate'!}’,  no  post- 
mortem c.xamination  was  done  to  confirm  the 
diagnosis.  The  reason  no  postmortem  cesarean 
section  was  done  was  unexplained. 

40-27  Murray  Street 


Between  the  great  things  that  we  cannot  do,  and  the  small  things  that  we  will  not  do,  the  danger 
is  that  we  shall  do  nothing. — Unknown 
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Managemeni  of  Comatose  Patients 


ft 


]\ /r  ANY  physicians  may  be  called  on  to 
evaluate  the  situation  of  patients 
poisoned  by  an  overdose  of  sedative  drugs 
with  suicidal  intent.  The  treatment  of  the 
comatose  patient  usually  is  directed  toward 
adequate  respiratory  exchange,  adequate 
circulatory  activity,  and  the  prevention  of 
the  complications  of  coma.^  The  airway 
problem  is  the  first  and  most  important 
consideration  in  these  patients. 

The  following  case  reports  illustrate  the  ad- 
vantages in  the  placement  of  an  endotracheal 
tube  prior  to  gastric  lavage  or  other  therapy. 
The  establishment  and  maintenance  of  a 
good  airway  with  adequate  ventilation  has 
demanded  the  attention  of  the  anesthesiolo- 
gist. 


Presented  and  discussed  at  a conference  held  at 
New  York  Hospital,  New  York  City,  April  .3,  1961. 
Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  every  month. 


Case  Reports 

Case  1. — A forty-tliree-year-old  woman  was 
brought  to  the  emergency  room  in  a semicomatosc 
state  after  having  taken  an  overdose  of  secobarbi- 
tal sodium  tablets.  During  lavage  of  the 
stomach  the  patient  suddenly  became  cyanotic, 
and  respirations  were  noted  to  be  labored.  A 
diagnosis  of  aspiration  of  gastric  contents  was 
made.  An  anesthesiologist  w-as  summoned. 
He  found  the  patient  insufficiently  relaxed  to 
perform  atraumatic  endotracheal  intubation. 
Therefore,  he  paralyzed  the  patient  wdth  40  mg. 
of  succinylcholine  prior  to  intubation  wdth  a 
number  38  cuffed  tube.  'I'he  [)atient  was  oxa'- 
genated  for  several  minutes.  Twenty  ml.  of 
sterile  saline  were  instilled  into  the  trachea 
through  the  tube.  Following  further  oxygena- 
tion, the  saline  was  suctioned.  The  patient  was 
oxygenated  again  and  the  process  repeated  until 
the  return  fluid  was  clear.  The  patient  then  was 
taken  to  the  recovery  room.  Approximately 
one  hour  later  she  removed  the  endotracheal 
tube  herself.  A pneumonic  process  developed 
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in  the  lower  lung  fields.  She  responded  well  to 
antibiotics  and  recovered  within  two  days. 

Case  2. — A twenty-eight-year-old  woman  was 
admitted  in  a deep  coma  following  a glutethimide 
overdose.  The  anesthesiologist  was  called  im- 
mediately and  inserted  a number  36  cuffed  endo- 
tracheal tube  prior  to  lavage  of  the  stomach. 
Several  undigested  tablets  were  removed.  A 
physical  examination  produced  normal  findings. 
An  intravenous  infusion  of  5 per  cent  dextrose 
and  water  was  started  and  a Foley  catheter 
was  inserted.  The  eyes  were  covered  following 
the  installation  of  a bland  eye  salve.  The  pa- 
tient then  was  taken  to  the  recovery  room.  The 
blood  pressure  and  pulse  were  within  the  normal 
range,  but  the  tidal  volume  was  only  120  cc. 
Treatment  with  the  Bird  ventilator  was  begun. 
Nursing  care  consisted  of  the  frequent  changing 
of  position  and  measuring  intake  and  output. 
The  anesthesiologist  suctioned  through  the  endo- 
tracheal tube,  measured  tidal  volume,  and 
adjusted  the  ventilator  from  time  to  time. 
Approximately  twelve  hours  later  the  patient 
regained  consciousness,  removed  the  endotracheal 
tube,  and  talked  coherently.  However,  eight 
hours  thereafter  the  patient  relapsed  into  a coma 
and  required  endotracheal  intubation.  Her  tidal 
volume  was  adequate  at  this  time,  and  the  me- 
chanical ventilator  was  not  used.  The  patient 
eventually  made  an  uneventful  recovery- . 

Comment 

The  aspiration  of  gastric  contents  has 
proved  fatal  in  many  instances.  The  two 
case  reports  emphasize  the  importance  of 
endotracheal  intubation  prior  to  gastric 
lavage.  In  Case  1 , the  aspiration  of  gastric 
contents  followed  by  cyanosis  and  labored 
breathing  might  have  been  prevented  by 
the  prior  insertion  of  an  endotracheal  tube. 
Although  tracheobronchial  washings  with 
saline  did  not  prevent  the  subsequent  pul- 
monary complication,  it  perhaps  minimized 
a more  severe  pulmonic  reaction.  To  pre- 
vent aspiration  pneumonia,  some  advocate 
elevating  the  foot  of  the  bed  with  the  patient 
prone  and  placing  the  patient’s  head  over  the 
side  of  the  bed  before  gastric  lavage  is 
started.  However,  such  a position  may 
further  embarrass  pulmonary  ventilation, 
and  the  control  or  management  of  the  airway 
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may  be  a problem.  The  establishment  and 
maintenance  of  a satisfactory  airway  is  the 
first  and  most  important  consideration  in 
treatment. 

Of  interest  in  Case  2 is  the  regression  from 
a satisfactory  clinical  state.  One  must  be 
aware  of  the  cyclic  changes  characteristic 
of  glutethimide  intoxication.  Glutethi- 
mide, once  absorbed,  eventually  is  excreted 
in  the  bile.  Presumably  it  is  available  for 
reabsorption  from  the  intestine.^  This  may 
lead  to  prolonged  toxicity  and  cyclic  changes 
in  the  patient’s  condition.  Hence,  unlike 
patients  suffering  from  a barbiturate  over- 
dose, the.se  patients  may  lapse  into  a coma 
several  times. 

Glutethimide  is  dialyzable,  and  dialysis 
should  be  considered  in  patients  with  a rapid 
clinical  deterioration. 

It  is  noteworthy  that  no  mention  of  the 
use  of  analeptics  was  made  in  these  cases. 
Good  physiologic  supportive  therapy  is  the 
method  of  choice  in  the  treatment  of  bar- 
biturate poisoning,^  and  the  use  of  analeptics 
should  be  minimized  or  not  employed  at  all. 
Crandell  and  Page"*  listed  ten  cardinal 
principles  in  the  management  of  the  coma- 
tose patient.  Briefly  outlined  they  are : 

1.  Effective  ventilation  with  a clear  and 
patent  airway. 

2.  Maintenance  of  an  adequate  blood 
pressure. 

3.  Gastric  lavage  following  endotracheal 
intubation  and  inflation  of  the  cuff. 

4.  An  indwelling  catheter  in  the  urinary 
bladder. 

5.  Maintenance  of  fluid  and  electrolyte 
balance  with  blood  chemistry  studies. 

6.  Postural  changes  and  prophylactic 
administration  of  antibiotics. 

7.  Ophthalmic  care. 

8.  Heat  conservation  during  the  coma- 
tose period. 

9.  Strict  observation  of  the  vital  signs. 

10.  Care  in  a recovery  room  which  has 
special  equipment,  trained  personnel,  and 
supervision  by  an  anesthesiologist,  such  as 
is  provided  for  the  postanesthetic  comatose 
patient. 
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Flu  Epidemics  Cause  Excess  Deaths 


Flu  epidemics  have  a lethal  potential  for  certain 
high-risk  groups,  according  to  an  article  by  Theo- 
dore C.  Eickhoff,  M.D.,  Ida  L.  Sherman,  M.S.,  and 
Robert  E.  Serfling,  Ph.I).,  in  the  June  .3,  1061  issue 
of  the  Journal  of  the.  American  Medical  Association. 

■\n  estimated  86,000  deaths  in  excess  of  the  nor- 
mally expected  number  occurred  in  the  United 
States  during  three  waves  of  Asian  flu  in  1957,  1958, 
and  1960. 

Nearly  40,000  excess  deaths  were  recorded  during 
the  first  outbreak  of  Asian  flu  from  September 
through  December,  1957.  A second  wave  from 
Januar3'  through  March,  1958,  brought  20,000  ex- 
cess deaths,  and  a third  outbreak  during  the  first 
three  months  of  1960  cau.sed  approximatelj'  27,000 
excess  deaths. 

During  the  first  epidemic  period  only  one-half  of 
the  excess  deaths  occurred  in  persons  sixty-live 
\ ears  and  older,  but  this  proportion  increased  in 
succeeding  epidemics.  In  the  1960  epidemic  80 
per  cent  of  the  excess  deaths  occurred  among  in- 
dividuals in  this  age  group. 

Of  the  86,000  excess  deaths,  almost  85  per  cent 
could  be  attributed  to  two  broad  categories:  pneu- 


monia-influenza and  heart-circulatory-kidne^' 
diseases.  Other  chronic  diseases  were  found  to  have 
a strong  association  with  epidemic  influenza  in 
terms  of  increased  risk  of  death.  There  was  a 
marked  increase  in  deaths  due  to  asthma  and  re- 
spiratory diseases  other  than  flu  and  pneumonia,  :i 
moderate  increase  in  deaths  due  to  diabetes  and 
rheumatic  heart  disease,  and  a mild  but  definite  in- 
crease in  deaths  due  to  cirrhosis  of  the  liver,  lung 
tuberculosis,  and  chronic  nephritis.  Studies  link- 
ing flu  with  mortality  among  expectant  mothers  also 
were  cited. 

“This  analysis  serves  to  underscore  the  fact  that 
certain  individuals  are  at  increased  risk  of  death 
from  influenza,”  the  authors  said.  “Three  broad 
groups  can  be  identified,  two  of  which  overlap:  per- 
sons over  sixty-five  years  of  age,  persons  with  cer- 
tain associated  chronic  diseases,  and  pregnant 
women.” 

The  routine  use  of  influenza  vaccine  in  such  high- 
risk  groups  may  be  of  great  value  in  reducing  the 
extent  of  influenza-associated  mortalitj".  Vaccines 
are  believed  to  be  60  to  75  per  cent  effective  in  pre- 
venting flu. 
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A Cardiac  Diagno.s'lic 


Protocol 

A forty-eight-year-old  white  male  was 
admitted  complaining  of  extreme  fatigue 
and  a dull,  dragging  pain  in  the  right  upper 
quadrant  and  midepigastrium.  He  was 
known  to  have  had  diabetes  for  three  years. 
Initially  he  was  maintained  on  15  units  of 
NPH  insulin,  but  this  was  gradually  in- 
creased to  45  units.  However,  when  he  was 
attentive  to  his  diet,  he  maintained  good 
diabetic  control.  He  stated  that  his  brother, 
who  had  died  of  heart  failure  at  age  forty- 
eight  years,  had  also  been  diabetic. 

About  eight  months  prior  to  admission, 
the  patient  became  aware  of  exertional 
dyspnea,  fatigue,  and  weight  loss.  These 
symptoms  induced  him  to  lead  a restricted 
daily  schedule.  He  spent  most  of  his  time 
resting.  In  the  succeeding  three  months 
he  lost  20  pounds.  It  was  about  this  time 
that  he  noticed  right  upper  quadrant  pain. 
His  sons  stated  that  he  always  was  a heavy 
drinker,  and  his  alcoholic  intake  had  in- 


creased over  the  last  year.  They  also 
related  that  he  recently  complained  of 
nocturnal  cramps  and  burning  in  his  legs. 
When  they  noticed  swelling  of  his  ankles, 
a physician  was  called  and  he  diagnosed 
congestive  heart  failure.  Digitalis  and 
diuretics  were  prescribed,  and  he  was  placed 
on  a low-.sodium  diabetic  diet.  There  was  a 
marked  diuresis  but,  despite  rigid  adherence 
to  the  doctor’s  orders,  he  continued  to 
decline.  Four  weeks  prior  to  admission  his 
weakness  and  breathlessness  forced  him  to 
remain  in  bed.  Finally  his  physician  sent, 
him  to  the  hospital. 

A physical  examination  reveak'd  an 
acutely  and  chronically  ill  white  male  in 
moderate  respiratory  distress.  The  blood 
pressure  was  100/75  mm.  of  Hg;  pulse  rate, 
irregular  at  140  per  minute;  respirations,  36 
per  minute;  and  temperature,  99  F.  A 
slight  scleral  icterus  was  obvious.  The 
neck  veins  were  dilated,  and  moist  rales 
were  heard  at  both  bases.  The  heart 
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aouuds  were  of  poor  quality.  The  rhythm 
was  irregular.  There  were  no  thrills  or 
murmurs,  and  there  was  no  gross  cardiac 
enlargement.  The  liver  edge  was  firm  and 
was  felt  6 cm.  below  the  costal  margin.  The 
spleen  was  also  felt. 

The  testes  were  small  and  the  escutch- 
eon was  female.  Spider  angiomata  and 
liver  palms  were  noted.  There  was  in- 
creased pigmentation  of  the  skin  over  the 
exposed  areas. 

The  laboratory  results  included  a hemo- 
globin of  11  Gm.  per  100  ml.;  urine  glucose, 
1 plus;  urine  albumin,  1 plus;  fasting  blood 
sugar,  160  mg.  per  100  ml.;  blood  urea 
nitrogen,  22  mg.  per  100  ml.;  alkaline 
phosphatase,  8.4  Bodansky  units;  cephalin 
flocculation,  3 plus;  serum  albumin,  3 
Gm.  per  100  ml.;  and  serum  globulin  4 
Gm.  per  100  ml. 

An  electrocardiogram  .showed  low  am- 
plitude of  the  QRS  complexes,  auricular 


fibrillation,  and  digitalis  effect.  Minimal 
cardiac  enlargement  and  increased  vascular 
markings  were  seen  on  the  chest  x-ray  film. 

Course. — The  patient  was  placed  on  bed 
rest.  Digitalis  was  increased  and  diuretics 
were  given.  The  pulmonary  congestion 
cleared  and  the  edema  subsided  gradually. 
A skin  biopsy  was  then  taken  from  the 
neck.  It  revealed  increased  melanin  and 
thinning  of  the  epidermis.  Special  stains 
showed  negative  results.  A liver  biopsy 
was  performed  and  it  revealed  a mahgnant 
tumor,  probably  a hepatoma. 

After  one  month  of  hospitaUzation,  the 
patient  was  discharged.  His  family  phy- 
sician noted  the  onset  of  progressive  liver 
failure  with  jaundice  and  clouded  sensorium. 
Chronic  congestive  failure  was  also  obvious. 
One  month  after  discharge,  he  expired  in 
acute  pulmonary  edema  in  the  hospital 
emergency  room. 

(Elucidation  will  be  found  on  page  2488) 


Six  Million  Americans  Have  High  Blood  Pressure 

More  than  six  million  Americans  have  high  blood  these,  some  900,000  have  both  hypertension  and  a ; 
pressure,  according  to  Patterns  of  Disease,  a Parke,  heart  condition,  while  about  5,270,000  are  hyper- 

Davis  & Company  publication  for  physicians.  Of  tensive  without  a heart  condition. 
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BRIEFS  ON  ACCIDENTAL 
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From  the  Poison  Control  Center,  l\eiv  York  City  Department  of  Health 


A series  prepared  by 

HAROLD  JACOBZINER,  M.D.,  Assistant  Commissioner,  New  York  Citt) 
Department  of  Health;  Medical  Director,  Poison  Control  Center 

HARRY  w.  RAVHiN,  M.S.,  Technical  Director,  Poison  Control  Center 


Plnnl  and  Insecticide  Poisonings 


following  incidents  recent  ly  were 
reported  to  the  New  "N’ork  City  Poison 
(k)ntrol  Center. 

Incident  1 

Substance  Ingested  Age  Sex 

Wistaria  Seeds  4 years  Male 

5 years  Female 

These  incidents  were  reported  by  Jean- 
nette Monro,  M.D.,  from  Princeton,  New 
Jersey.  Two  siblings,  ages  four  and  five 
years,  ate  several  beans  from  the  pods  of  a 
wistaria  vine.  Vomiting  occurred  spon- 
taneously within  a half  hour  after  ingestion. 
'Phe  children  continued  vomiting  repeatedly, 
and  the  vomitus  (lontained  blood  and  bile- 
stained  mucus.  The  first  vomitus  contained 
the  seeds  which  were  identified  readily; 
the  children  denied  having  eaten  any  other 
material.  Other  symptoms  presented  were 
nausea  and  slight  diarrhea,  and  the  patients 
appeared  pale  and  ill.  No  atropine  effect 
was  noted.  The  vomitus  continued  to  be 
bloody  until  chlorpromazine  hydrochloride 
(Thorazine)  was  admini.stered  intramus- 


cularly and  intravenous  fluids  were  given. 
Following  the  administration  of  chlorpro- 
mazine hydrochloride  the  vomiting  stopped, 
but  marked  prostration  and  pallor  con- 
tinued. However,  the  next  morning  both 
patients  were  retaining  liquids  by  mouth, 
were  sitting  up,  and  appeared  comfortable. 
No  further  gastrointestinal  complaints  were 
noted  or  manifested,  and  two  days  following 
ingestion  the  patients  appeared  normal. 

This  Center  often  has  used  the  ab.seiu^e 
of  mention  of  plant  products  in  the  com- 
pendiums  of  poisonous  plants  as  an  indica- 
tion of  their  innocuous  nature.  This  inci- 
dent illustrates  the  pitfalls  of  attempting  to 
give  advi(^e  in  situations  which  apparently 
have  not  been  documented  adeipiately  in  the 
literature.  It  is  regrettable  that  many  of 
the  literature  references  to  plant  intoxica- 
tions are  of  such  ancient  vintage. 

Incident  2 

Substance  Ingested  Age  Sex 

Chlordane  23  months  Male 

(Insecticide) 
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This  case  was  reported  by  Ellyn  M.  Wal- 
lace, M.D.,  from  Jacobi  Hospital  in  The 
Bi’onx. 

A twenty-three-month-old  boy  accom- 
panied his  father  to  the  cellar  and,  unob- 
served, picked  up  a cup  which  had  been  used 
to  measure  100  per  cent  chlordane,  an  in- 
secticide, a year  before.  When  the  father 
noticed  the  child  grimacing,  he  took  im- 
mediate steps  to  wash  the  child’s  hands  and 
face  thoroughly  and  to  induce  vomiting. 
He  then  called  the  Poison  Control  Center. 
Being  a pharmacologist,  the  father  was  par- 
ticularly alert  to  the  toxic  possibilities  re- 
sulting from  the  ingestion  of  such  a product. 
The  child  was  normal  for  .several  hours  but 
suddenly  began  to  develop  tremors  and 
convulsions  which  are  characteristic  of 
chlordane  poisoning.  He  was  brought  to 
Jacobi  Hospital. 

On  admission  to  the  hospital,  the  patient 
was  treated  with  sedation  and  was  given  a 
thorough  physical  and  neurologic  examina- 
tion. The  admitting  physician  from  Jacobi 
Ho.spital,  Dr.  Wallace,  also  communicated 
with  the  Poi.son  Control  Center  relating  to 
the  management  of  this  poisoning.  The  boy 
was  treated  in  the  emergency  room  with 
paraldehyde,  3 cc.  intramuscularly,  after 
which  he  was  admitted  to  the  inpatient 
service  where  25  mg.  of  Dilantin  were  ad- 
ministered eveiy  twelve  hours  intramus- 
cularly and  then  50  mg.  by  mouth  once 
daily. 

On  admission  to  the  hospital  and  during 
the  patient’s  stay  there,  he  was  stuporous, 
had  a disconjugate  gaze  and  miotic  but 
reactive  pupils,  and  the  doll’s  eye  sign 
showed  positive  findings.  The  sensation 
was  intact  (pain  only),  and  the  cranial 
nerves  apparently  were  intact  also.  The 
body  tone  was  flaccid  with  good  muscle 
power.  The  deep  tendon  reflexes  were 
normal,  and  the  superficial  skin  reflexes — 
cremasteric  and  abdominal — were  ab.sent  on 
physical  examination.  There  was  a bilateral 
clonus  and  a positive  Babinski  sign  with 
confirmatory  sign.s.  The  neurologic  con- 
dition was  intact  in  five  hours  with  a mild 


ataxia  disappearing  in  twenty-four  hours. 
An  electroencephalogram  was  reported  to 
be  abnormal  when  the  patient  was  dis- 
charged, but  otherwise  the  physical  exam- 
ination and  blood  studies  showed  negative 
findings. 

The  child  was  discharged  with  re.sidual 
abnormal  electroencephalogram  findings, 
and  several  days  following  his  discharge, 
he  was  readmitted  to  the  hospital  with 
intestinal  symptoms.  His  progress  is  being 
followed. 

The  concentrated  insecticides  present  a 
particular  hazard  to  children  and  users. 
This  is  an  interesting  example  of  the  per- 
sistent and  lasting  toxicity  of  an  organic 
phosphate  insecticide  in  a discarded  house- 
hold container. 


Incident  3 

Substance  Ingested 

Age 

Sex 

Malathion 

(Insecticide) 

2 years 

Female 

According  to  the  patient’s  mother,  the 
child  was  in  the  habit  of  taking  vitamins, 
and  in  the  belief  that  she  was  getting  her 
vitamins,  she  mistakenly  took  a bottle 
containing  a 50  per  cent  malathion  solution. 
The  mother  stated  that  the  child  tasted  it, 
thought  it  was  sour,  and  dropped  the  bottle 
on  the  floor.  The  family  physician  called 
the  Poison  Control  Center  to  inquire  what 
malathion  was  and  suggested  that  the  Centei’ 
contact  the  mother  directly.  The  mother 
was  called  and  advised  to  induce  vomiting 
by  digital  stimulation  and  also  to  keep  in 
touch  with  her  physician.  The  child  vom- 
ited fifteen  minutes  after  the  ingestion. 

When  the  Poison  Control  Center  called 
the  mother  back  soon  after  to  ascertain  the 
condition  of  the  patient,  she  related  that  the 
physician  advised  her  to  seek  further  advice 
from  our  Center  since  he  was  unfamiliar 
with  the  management  of  this  particular 
kind  of  poisoning.  Because  of  the  high 
concentration  of  the  active  ingredient,  the 
Poison  Control  Center  recommended  that 
the  mother  bring  the  patient  immediately  to 
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u hospital  emergency  room  for  a possible 
gastric  lavage. 

The  child  was  taken  to  the  emergency 
room  of  Misericordia  Hospital.  Since  she 
had  vomited  promptly  after  the  ingestion  and 
presented  no  symptoms,  the  stomach  was  not 
lavaged,  and  no  treatment  was  administered. 
However,  the  mother  was  advised  to  ob- 
serve the  child  carefully  and  to  return  to  the 
hospital  if  any  symptoms  appeared. 

These  two  incidents  involving  insecticides 
present  an  interesting  study  in  variation  with 
regard  to  safety,  toxicity,  and  outcome. 

Incident  4 

Substance  Ingested  Age  Sex 

Podophyllin  75  years  Female 

This  incident  was  reported  to  the  Poison 
Control  Center  by  the  attending  physician. 
■According  to  the  information  received  from 
the  son  of  the  deceased,  his  mother  awoke 
with  a heart  attack  about  a.m.,  and  he  ad- 
ministered what  he  thought  was  her  liquid 
heart  medicine.  Later,  in  confusion,  he 
recapitulated  in  his  mind  and  stated  he  was 
not  sure,  but  he  might  have  given  her 
“wart  remover”  which  was  in  a similar 
bottle.  He  was  very  uncertain  and  con- 
fused and  wanted  to  talk  to  the  medical 
examiner  about  the  circumstances  to  clarify 
his  recollection  of  what  had  happened. 

The  son  stated  that  his  mother  had  had  a 
major  operation  for  gallstones  and  was  dis- 
charged from  the  hospital  about  a week  prior 
to  this  occurrence.  She  was  under  the 
supervision  of  her  family  physician.  He  also 
related  that  for  the  past  few  years  the  pa- 
tient was  in  the  habit  of  taking  valerian 
drops  for  nervous  heart  palpitation.  She 
awoke  some  time  between  2 and  3 a.m., 
went  to  the  bathroom,  then  asked  her  son 
for  the  valerian  drops.  He  gave  her  10 
drops  on  a half  teaspoon  of  sugar.  She 
recognized  that  the  taste  of  the  medicine  was 
unusual  and  said  it  was  the  wrong  medicine. 
She  got  up  and  with  the  son  looked  for  the 
heart  medication  in  the  kitchen  and  found  it 
after  a few  minutes.  She  then  took  that 


(presumably  the  valerian  drops)  on  sugar. 
Almost  immediately  she  began  gasping  for 
breath  and  complained  of  pain  in  the  back. 
Her  son  put  her  to  bed  and  called  the  doctor 
and  the  police  who  came  within  ten  minutes, 
but  she  was  completely  unconscious  and  died 
a few  minutes  later. 

One  bottle  was  marked  “wart  remover,” 
and  the  contents  tasted  like  tincture  of 
benzoin;  the  other  bottle  was  issued  from 
the  same  pharmacy  but  at  an  earlier  date. 
Both  bottles  were  similar  in  size,  shape,  and 
color.  The  medical  examiner’s  report  indi- 
cates that  on  general  examination  no  ex- 
ternal signs  of  trauma  were  noted,  and  the 
lips  and  end  of  the  tongue  appeared  dry. 
Otherwise,  there  were  no  significant  findings. 
The  postmortem  findings  were  as  follows: 

There  is  a thrombosis  of  the  external  iliac 
vein  on  the  right  side,  which  is  complete.  The 
main  pulmonary  artery  and  both  major 
liranches  are  massively  occluded  by  a coiled, 
reddish-brown,  dried  thromboembolus  which 
is  nonadherent.  There  is  a fresh  hemorrhagic 
infarct  on  the  lateral  aspect  of  the  left  lower 
lobe  measuring  approximate!}’  4 by  4 by  4 cm. 
The  other  viscera  on  inspection  show  no 
postoperative  adhesions  of  the  abdomen  from 
a cholecystectomy.  There  is  nothing  obvious 
noted.  The  stomach  contains  about  3 ounces 
of  brow’nish  mucoid  material  with  some 
whitish  powdered  material.  The  mucosa  is 
congested  but  otherwise  natural. 

Cause  of  death:  Thrombosis  of  veins  of 
right  lower  extremity.  Massive  pulmonary 
embolism. 

It  is  possible  that  the  son  actually  ad- 
ministered the  “heart  medicine”  and  not  the 
“wart  remover”  and  that  the  patient  died 
as  a result  of  an  embolism.  Without  com- 
petent medical  autopsy  this  case  assuredly 
would  have  been  considered  podophyllin 
poisoning. 

Incident  5 

Substance  Ingested  Age  Sex 

Aspirin  36  years  Female 

This  patient  took  55  5-grain  aspirin  tablets 
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with  suicidal  intent.  She  was  about  eight 
months  pregnant  at  the  time  of  this  incident, 
and  according  to  the  report  of  the  public 
health  nurse  who  interviewed  her  at  home, 
the  doctors  at  the  hospital  had  informed  her 
that  “something  was  wrong”  with  the  baby 
and  that  she  would  not  deliver  a normal 
child.  After  several  episodes  of  false  labor 
she  became  more  and  more  anxious  and  up- 
set. She  stated  that  the  idea  of  carrying 
a dead  baby  eventually  led  her  to  the  point 
where  she  no  longer  wished  to  live  herself. 

She  was  taken  to  the  emergency  room  at 
St.  Luke’s  Hospital  where  her  stomach  was 
lavaged  with  normal  sahne  within  a half 
hour  following  ingestion.  She  went  into 
active  labor  and  was  transferred  to  Woman’s 
Hospital.  The  examining  physician  in  the 
emergency  room  felt  that  she  might  have 
taken  the  medication  as  an  abortifacient. 

On  admission  to  Woman’s  Hospital,  the 
patient  had  irregular  uterine  contractions. 
She  remained  in  the  hospital  until  January 
9,  1961,  and  was  seen  subsequently  in  the 
antepartum  clinic  where  she  did  well. 

The  patient  was  readmitted  on  February 
11,  1961,  in  labor,  and  the  baby  was  de- 
livered by  prophylactic  low  forceps  over  a 
perineotomy,  following  a labor  of  three 
hours  and  forty-five  minutes.  The  baby,  a 
girl,  weighed  6 pounds  and  12  ounces,  and 
was  dehvered  at  forty  weeks  gestation  in 
good  general  condition.  The  baby  had 
normal  circulation  and  spontaneous  respira- 
tion; there  was  no  asphyxia.  The  mother 
and  child  did  well  and  were  discharged  to- 
gether on  the  fifth  day. 

When  the  public  health  nurse  interviewed 
the  family  at  home,  the  mother  indicated 
that  the  treatment  provided  in  the  (‘iner- 
gency  room  undoubtedly  induced  the  pre- 
mature labor  and  that  the  doctors  alarmed 
her  unnecessarily.  The  patient  is  now  being 
followed  in  the  Psychiatric  Division  of  8t. 


Luke’s  Hospital,  and  her  progress  will  be 
followed  by  the  Health  Department. 

Incident  6 


Substance  Ingested 

Age 

Sex 

Benedict’s  Reagent 

34 

Male 

Solution 

years 

(Copper  sulfate. 

sodium  citrate. 

sodium  carbonate) 

This  patient  ingested,  with  suicidal  intent, 
120  cc.  of  a solution  of  Benedict’s  reagent, 
used  for  testing  sugar  in  the  urine.  He 
apparently  had  an  argument  with  his  girl 
friend  and  swallowed  the  medication  in  an 
attempt  at  suicide,  although  he  also  had  a 
history  of  a suicide  attempt  five  years 
previously.  Vomiting  occurred  soon  after 
ingestion.  The  patient  was  admitted  to 
Metropolitan  Hospital  Emergency  Room, 
where  the  findings  on  admission  were  nausea, 
vomiting,  and  stupor.  He  was  given  sup- 
portive treatment  and  was  transferred  to 
Bellevue  Hospital  Psychiatric  Division. 

Considering  the  composition  of  this  prod- 
uct, the  mild  symptoms  following  the  in- 
gestion of  such  a large  amount  in  this  in- 
stance is  most  unexpected.  The  absorption 
of  copper  salts  may  cause  serious  systemic 
toxic  effects,  including  central  nervous 
system  excitation  followed  by  depression. 
There  also  may  be  hver  and  kidney  damage 
and  circulatory  collapse.  Blue  discoloration 
f)f  the  teeth,  gingivitis,  metallic  taste, 
hemorrhagic  gastritis,  colic,  bloody  stools, 
anemia,  and  marked  prostration  also  occur. 
In  severe  cases  death  occurs  from  circula- 
tory failui’e.  Treatment  consists  of  prompt 
('vacuation  of  the  toxic  material  by  gastric 
lavage  followed  by  stimulants,  maintenance 
of  electrolyte  balance,  and  supportive  ther- 
apy. Dimercaprol  intramuscularly  also  has 
been  tried  in  persistent  cases. 


{Number  seventy-four  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings) 
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AARON  WEISBERG,  M.D.,  F.A.C.P.,  BROOKLYN,  NEW  YORK 


Reported  cases  of  interventricular  septal 
rupture  following  myocardial  infarction 
are  rare.  According  to  the  literature,  only  1 to 
2 per  cent  of  deaths  following  myocardial  infarc- 
tion are  due  to  a rupture  of  the  interventricular 
septum. 1 The  latter  occurs  in  the  two-week 
period  following  myocardial  infarction  and  rarely 
occurs  in  cases  which  have  passed  the  three-week 
period. 

In  1953,  Bond  et  al.^  reported  5 cases  of  rupture 
of  the  interventricular  septum  following  myo- 
cardial infarction.  They  pointed  out  that  to 
make  a diagnosis  of  rupture  of  the  interventric- 
ular septum  the  following  should  exist:  chnical 
evidence  of  myocardial  infarction  and  the  sudden 
appearance  of  a loud  systolic  murmur  heard  best 
in  the  third  and  fourth  intercostal  spaces  just 
to  the  left  of  the  sternum  but  heard  over  the 
precordium. 

The  murmur  frequently  is  accompanied  by  a 
systolic  thrill,  greatest  in  the  area  where  the  mur- 
mur is  loudest.  The  previously  mentioned 
authors  state  that  treatment  for  this  condition 
is  essentially  the  same  as  that  for  infarction  but 
also  state  that  all  measures  are  to  no  avail. 

Segall  and  Sharp  of  Canada  in  1953®  reported 
1 case  of  a ruptured  interventricular  septum  and 
a case  of  a ruptured  papillary  muscle  in  2 cases 
of  acute  coronary  artery  disease.  They  stated 
that  a rupture  of  the  interventricular  septum  was 
recognized  ante  mortem  in  15  of  56  cases.  In 
1 case,  the  diagnosis  of  a ruptured  interventricular 
septum  was  made  on  the  basis  of  a newly  devel- 
oped systolic  murmur  which  was  loud  both  at  the 
apex  and  near  the  fifth  and  fourth  intercostal 
spaces  and  was  high  pitched. 

In  1956,  Sanders,  Kern,  and  Belmont^  re- 
ported 8 cases  of  perforation  of  the  interven- 


tricular septum  complicating  myocardial  infarc- 
tion and  stated  that  the  total  cases  reported  to 
date  numbered  132.  They,  too,  stressed  the  im- 
portance of  the  appearance  of  a loud  systolic  mur- 
mur following  infarction.  Sanders  stressed  the 
electrocardiographic  findings  and  stated  that 
right  bundle  branch  block  w'as  the  commonest 
conduction  defect  seen.  QS  or  QRS  configura- 
tions were  the  commonest  electrocardiogram  find- 
ings. It  was  brought  out  that  patients  who  sur- 
vive the  initial  attack  usually  reveal  evidence  of 
refractory  congestive  heart  failure.  These 
writers  present  1 case  of  a sixty-eight-year-old 
man  who  developed  a perforation  of  the  septum 
five  days  after  an  extensive  anterolateral  in- 
farction. This  patient  survived  the  perforation. 
Cardiac  catheterization  studies  were  carried  out, 
and  the  authors  stress  that  in  patients  who  do  sur- 
vive a definitive  diagnosis  can  be  established  only 
by  the  use  of  cardiac  catheterization.  A diag- 
nosis is  important  in  these  cases  because  the  ad- 
vances in  cardiovascular  surgery  do  not  put  the 
closure  of  such  a defect  beyond  the  realm  of  pos- 
sibility. 

Dorney,  Logue,  and  Hurst  in  1957®  reported  8 
cases  of  rupture  of  the  interventricular  septum 
that  were  proved  by  autopsy.  Six  of  the  8 
patients  received  anticoagulants,  but  only  4 
were  in  therapeutic  range.  Seven  of  the  8 had 
a history  of  previous  hypertension.  The  authors 
pointed  out  that  even  moderate-sized  ventricular 
septal  ruptures  have  been  overlooked  during  the 
performance  of  routine  autopsy  studies.  All 
clotted  blood  must  be  removed  carefully  from  the 
septal  wall  since  small  and  medium-sized  per- 
forations may  be  occluded  totally  by  postmor- 
tem thrombi  and  thus  escape  detection.  At 
times,  small  ruptures  may  be  overlooked  even 
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with  close  and  careful  visual  examination.  These 
defects  can  he  revealed  by  filling  one  ventricle 
with  dye  solution  and  observing  its  appearance 
in  the  opposite  ventricular  cavity. 

'I'he  authors  point  out  that  statistically  septal 
rupture  is  somewhat  more  common  in  the  pres- 
ence of  hypertension  and  in  the  female  sex. 
Physical  acti\dty  as  a cause  of  septal  rupture  is 
difficult  to  evaluate.  Of  the  8 patients  de- 
scribed, 4 were  at  bed  rest  at  the  time  of  the  rup- 
ture, 2 experienced  the  rupture  at  the  time  of  the 
initial  attack,  and  2 were  partially  active.  Septal 
rupture  is  more  likely  to  occur  during  the  first 
myocardial  infarction.  Studies  concerning  the 
relationship  of  anticoagulants  to  cardiac  rupture 
suggest  that  a casual  relationship  cannot  be 
demonstrated.  All  patients  surviving  for  several 
weeks  postrupture  have  shown  right-sided  heart 
failure  so  that  the  usual  treatment  for  congestive 
heart  failure  is  administered. 

Pollock  in  1959*  reported  2 cases  of  rupture  of 
the  interventricular  septum  complicating  myo- 
cardial infarction.  He  stated  that  the  diagnosis 
of  a ruptured  .septum  following  a myocardial 
infarction  usually  is  dramatic  and  simple.  Al- 
most invariably  the  clinical  picture  is  heralded 
by  a precipitous  decline  in  the  patient's  condition. 
One  moment  his  course  is  uneventful  and  the  nexl, 
he  is  in  serious  difficulty,  usually  in  [leripheral 
circulatory  collapse  and  predominantly  right- 
sided congestive  heart  failure.  The  septal  ruji- 
ture  ma}^  occur  at  any  point  along  the  septum, 
although  it  usually  occurs  in  the  muscular  antero- 
apical  portion.  The  lesion  may  be  single  or  mul- 
tiple. In  the  cases  presented  by  Pollock,  the 
jjerforation  was  in  the  upper  portion  of  the  septum. 

Kellaway  in  1959"  reported  4 cases  of  rupture 
of  the  interventricular  septum  following  myo- 
cardial infarction.  He  stressed  the  importance' 
of  an  (*arly  diagnosis  siiice  surgical  repair  tlu'u 
would  be  atb'inpted.  He  brought  out  several 
interesting  facets  which  could  be  used  in  assessing 
the  factors  likely  to  influence  the  outcome  of  sur- 
gical treatment.  Kellaway  atte-mpted  to  classify 
cases  into  those  with  a full-thickness  myocardial 
infarction,  partial-thickness  myocardial  infarc- 
tion, complete  left  butulle  branch  block,  and  thos(> 
patients  too  ill  to  have  an  electrocardiogram 
taken.  He  comj)ared  the  mortality  of  these  ])a- 
tients  with  that  of  those  who  had  dev('lop('d  the 
ruptured  interv{'ntricular  septum  and  .showed 
the  often  fatal  increase  caused  by  this  com])lica- 
tion.  Kf'llaway  concluded  that  with  suitable 


Fig.  1.  Electrocardiogram  demonstrating  an- 
terior septal  wall  myocardial  infarction  and  right 
bundle  branch  block. 


facilities  the  prognosis  in  the  remaining  two- 
thirds  may  be  improved  by  surgical  repair  of  the 
deficiency. 

This  case  is  being  presented  because  of  the  in- 
frequency of  such  reports,  because  an  antemor- 
tem fliagnosis  was  mad(',  and  because  with  a 
more  favorable  outlook  for  surgical  repair  physi- 
cians should  be  aware  of  this  serious  complica- 
tion so  that  patients  will  receive  the  benefit 
of  definitive  therapy. 


Case  Report 

This  fiftv-nine-year-old  white  female  was  ad- 
mitted to  the  hospital  on  .March  24,  1959.  She 
had  be('n  well  until  two  days  prior  to  admission, 
at  which  tinu'  sev('i'('  back  pain  was  experienced 
between  the  scapulas.  'I'liere  was  no  history  of 
chest  pain,  dyspnea,  or  perspiration.  However, 
marked  weakness,  nausea,  vomiting,  an<l  syncope 
were  outstamling.  She  was  seen  In'  lu'r  local 
jiliysician  who  gave'  her  a hypodermic  injection 
and  told  her  to  stay  in  bed.  4'he  following  day 
she  became  weaker  and  was  s('en  in  consultation. 

An  examination  revealed  an  acutely  ill  white 
female  ha  ving  no  pain  but  complaining  of  marked 
weakness.  Her  color  was  fair.  No  blood  pres- 
sure was  obtainable.  The  only  significant 
findings  were  limited  to  the  heart,  which  revealed 
a tachycardiii  with  a pronounced  gallop  rh3'thm 
!it  the  apex.  No  murmurs  were  heard.  The 
lungs  were  clear  to  percussion  and  auscultation. 
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The  abdomen  and  extremities  showed  essentially 
negative  findings. 

An  electrocardiogram  taken  at  this  time  re- 
vealed marked  myocardial  damage,  anteroseptal 
wall  myocardial  infarction,  and  a right  bundle 
branch  block  (Fig.  1).  Hospitalization  was  ad- 
vised, and  the  patient  concurred. 

The  physical  examination  on  admission  re- 
vealed an  acutely  ill,  fifty-nine-year-old  white 
female.  Her  color  was  poor,  her  blood  pressure 
0/0  in  the  upper  e.xtremities  and  100  mm.  systolic 
heard  faintly  in  the  lower  extremities,  her  tem- 
perature 101.4  F.,  and  her  respirations  24  per 
minute. 

A skin  examination  showed  normal  hair  dis- 
tribution. The  body  skin  was  warm.  The 
extremities  were  cold  and  cyanotic. 

An  examination  of  the  eyes,  ears,  nose,  and 
throat  revealed  nothing  of  significance  except 
for  a dry  tongue. 

The  carotid  pulsations  in  the  neck  were  good. 
There  were  no  abnormal  masses  and  no  adenop- 
athy. The  trachea  was  in  the  midline. 

The  chest  was  sjanmetrical,  and  the  breasts 
were  normal. 

The  heart  sounds  were  of  fair  (}ualitj’  with  a 
regular  sinus  rhythm.  The  point  of  maximal 
impulse  was  not  well  defined.  The  rate  was  120 
to  140  per  minute.  A loud,  harsh,  blowing  sys- 
tolic murmur  was  heard  best  in  the  third  inter- 
costal space  just  to  the  left  of  the  sternum. 
'I'his  murmur  was  not  heard  twenty-four  hours 
prior  to  admission. 

The  abdomen  was  obese*,  and  no  masses  were 
felt.  The  liver,  s])leen,  and  kidneys  were  not 
felt. 

A genitalia  and  pe'lvic  examination  revealed 
nothing  of  significance. 

A rectal  examination  revealed  no  masses. 

An  examination  of  the  extremities  showed  no 
edema,  but  extreme  coldness  and  cyanosis  were 
present. 

A blood  count  and  chemistry  findings  on  the 
day  of  admission  revealed  11,:100  white  blood 
cells,  hemoglobin  12.S  (Jm.  per  100  ml.,  hemato- 
crit 41,  platelets  4 plus,  urea  nitrogen  22  mg. 
per  100  ml.,  carbon  dioxide  .‘10.7  mEcp  per  liter, 
serum  glutamic  o.xaloacetic  transaminase  129 
units,  and  prothrombin  time  12.1  (12  control). 

The  electrolytes  were  within  normal  limits, 
'rhe  urine  showed  albumin  1 jjlus  and  acetone 
4 plus.  There  was  an  insufficient  quantity  for 
further  tests. 


Fig.  2.  View  of  heart  demonstrating  perforation 

of  interventricular  septum  into  right  ventricle. 

The  patient  developed  a systolic  thrill  on 
March  25,  1959.  The  systolic  murmur  heard  at 
the  third  left  interspace  became  louder  and  in- 
creased to  Grade  IV.  A diagnosis  of  myocardial 
infarction  with  a rupture  of  the  interventricular 
septum  was  entertained,  and  supportive  therapy 
was  given.  There  was  a marked  vasospasm  in 
the  upper  extremities  throughout  her  illness. 
She  was  given  oxx-gen  therapy,  Levophed,  glucose 
in  water,  and  a blood  transfusion  without  avail. 
She  became  anuric  three  hours  after  admission 
and  remained  so  until  her  demise. 

An  x-ray  film  of  the  chest  and  follow-up  elec- 
trocardiograms did  not  contribute  to  the  clinical 
diagnosis  of  a ruptured  septum.  On  March  2fi, 
1959,  the  jiatient  still  showed  the  same  symptoms, 
but  her  temperature  was  rising  gradually.  A 
gradual  but  progressive  distention  of  the  ab- 
domen was  noted.  A flat  film  of  the  abdomen  re- 
vealed a markedl}'  decompensated  stomach  and 
small  intestinal  distention.  This  necessitated 
gastric  decompression  by  a Levin  tube.  On 
March  27,  1959,  the  patient  became  disoriented, 
having  been  completely  conscious,  well  oriented, 
and  alert  up  to  this  time.  Her  anuria  continued, 
the  abdominal  distention  incrc'ased,  the  systolic 
murmur  became  louder,  her  temperature  rose 
to  107  F.,  and  the  patient  lapstxl  into  a complete 
coma.  An  embryocardia  dev^eloped  with  signs 
of  congestive  failure.  She  expired  on  her  fourth 
hospital  day. 

At  postmortem  examination  the  heart  weighed 
380  Gm.  The  epicardium  was  pinkish-brown. 
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Fig.  3.  View  of  heart  demonstrating  ruptured 
septum  into  left  chamber  of  heart. 


smooth,  and  glistening  and  contained  a large 
amount  of  golden-j^ellow  adipose  tissue  along 
the  coronary  vessels.  On  opening  the  heart, 
the  right  atrium  was  found  to  be  moderately 
dilated.  The  right  auricular  appendage  was  not 
unusual.  The  right  atrioventricular  orifice  meas- 
ured 12.5  cm.  in  circumference.  The  tricuspid 
leaflets  were  thin,  smooth,  glistening,  and  not 
unusual.  The  chordae  tendineae  were  delicate, 
glistening,  and  elastic.  The  papillar^v  muscles 
and  trabeculae  were  not  remarkable.  The  right 
ventricle  was  moderately  dilated.  Its  endocar- 
dium was  pale,  pinkish-brown,  glistening,  and 
showed  an  area  in  the  interventricular  septum 
where  there  was  a ruptured  opening  measuring 

1.2  by  1 cm.  in  size  and  surrounded  by  a small 
amount  of  fibrinous  material.  The  margin  of  the 
ruptured  hole  was  irregular  and  greyish-yellow- 
brown  in  color  (Fig.  2). 

The  pulmonic  orifice  measured  7.2  cm.  in  cir- 
cumference. The  pulmonic  cusps  were  thin  and 
not  remarkable.  The  left  atrium  and  auricular 
appendage  were  not  unusual.  The  left  atrioven- 
tricular orifice  measured  9.5  cm.  in  circumference. 
The  initial  leaflets  were  thin,  glistening,  and 
smooth  as  were  the  chordae  tendineae.  The 
left  ventricle  was  similar  to  the  right.  The 
rupture  of  the  interventricular  septum  measured 

3.2  by  1 cm.  in  size.  The  septum  was  trans- 
versely ruptured,  and  the  surrounding  tissue  was 
slightly  softened  and  roughened  by  a small 
amount  of  fibrinous  material  (Fig.  3). 

The  aortic  orifice  measured  7 cm.  in  circum- 
ference. The  cusps  were  smooth,  soft,  and 


Fig.  4.  Small  intestine  showing  marked  gangrenous 
changes. 


shghtly  thickened  by  atheromatous  change. 
The  right  ventricular  wall  measured  0.3  cm.  and 
the  left  1 .5  cm.  in  average  thickness.  The  m3'ocar- 
dium  of  the  interventricular  septum  was  gre3ish- 
yellow  and  softened  and  extended  wideh'  into  the 
anterior  w'all.  The  descending  branch  of  the 
left  coronary  artery  was  occluded  b3^  sclerotic 
and  atheromatous  changes  of  the  wall  and  a small 
amount  of  dark,  purplish-red  clotted  blood  in  the 
lumen  immediately  after  the  bifurcation.  The 
right  coronar>'  and  circumflex  of  the  left  coronary 
artery  were  narrowed  but  patent.  The  aorta 
showed  atheromatous  changes  throughout. 

The  esophagus  showed  nothing  of  note.  The 
stomach  contained  a small  amount  of  thick, 
brownish,  mucoid  material.  The  mucosa  showed 
six  shallow  erosions  measuring  0.8  b3’  0.5  cm. 
in  size  and  0.1  cm.  in  depth.  The  erosions  were 
in  the  area  of  the  greater  curvature. 

'I'he  small  intestine  showed  a marked  gangre- 
nous change  with  a slight  distention  (Fig.  4). 
The  area  of  involvement  was  located  at  the  distal 
portion  of  the  ileum  and  measured  60  cm.  in 
length.  The  mesenteric  arter3’-  showed  no  evi- 
dence of  embolism  or  occlusion.  The  remainder 
of  the  intestinal  tract  showed  nothing  remark- 
able. 
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Microscopically,  the  heart  preparations  from 
the  left  ventricular  wall  and  interventricular 
septum  showed  the  myocardium  to  have  an  exten- 
sive and  recent  infarct.  A preparation  from  the 
stomach  showed  the  mucosa  to  be  partially  de- 
fected superficially  and  markedly  degenerated. 
Also,  the  submucosa  of  the  eroded  area  was  in- 
filtrated by  a small  amount  of  inflammatory 
cells.  The  remaining  mucosa  as  well  as  the  mus- 
cular coats  and  serosa  were  well  preserved.  The 
small  intestine  showed  gross  infarction.  Its 
mucosa  was  entirely  degenerated,  hemorrhagic, 
and  edematous.  Likewise,  the  submucosa,  sub- 
serosa, and  muscular  coats  showed  edema  and 
hemorrhage. 

Other  autopsy  findings  included  acute,  super- 
ficial ulcers  of  the  stomach  and  passive  congestion 
of  the  lungs,  liver,  and  spleen. 

Comment 

This  case  jjresents  a classical  example  showing 
the  clinical  criteria  necessary  in  making  a diag- 
nosis of  a rupture  of  the  interventricular  septum 
following  coronary  occlusion.  If  a diagnosis  of 
myocardial  infarction  is  made  and  there  is  no 
systolic  murmur  present  prior  to  the  catastrophe, 
the  sudden  appearance  of  a systolic  murmur  heard 
best  in  the  third  and  fourth  interspaces  to  the 
left  of  the  sternum  makes  one  almost  certain  that 
a rupture  of  the  interventricular  septum  has 
taken  place.  A systolic  thrill  may  or  may  not 
accompany  the  murmur.  The  aforementioned 
was  so  in  the  case  presented  here. 

It  is  a known  fact  that  rupture  of  the  interven- 
tricular septum  complicating  myocardial  infarc- 
tion is  fatal.  The  incidence  of  this  complication 
is  greater  than  reports  show  because  in  manj^ 
instances  the  antemortem  diagnosis  is  not  made, 
and  perforations  are  hidden  beneath  postmor- 
tem blood  clots.  Septal  rupture  accounts  for 
1 to  2 per  cent  of  deaths  following  myocardial 
infarction.* 

In  recent  y(*ars  more  antemortem  diagnoses 
of  septal  rupture  have  been  made,  indicrating  that 
the  complication  can  be  diagnosed  and  differenti- 
ated from  ruptur(‘d  papillary  muscle,  pericar- 
ditis, mitral  insufficicaicy,  and  so  forth.  Cooley 
et  al.^  have  shown  that  recent  developments  in 
(iardiac  surgery  have  emphasized  the  need  for 
an  accurate  diagnosis  in  many  other  previously 
hopeless  cardiac  conditions.  The  development 
of  a mechanical  heart-lung  apparatus  for  tem- 
porary cardiac  bypass  has  led  to  the  successful 


correction  of  congenital  defects  of  the  ventricular 
septum  and  consequently  should  provide  a means 
of  repairing  other  complicated  cardiac  anomalies. 

Most  septal  perforations  secondary  to  in- 
farction are  in  the  muscular  portion  near  the  apex 
and  may  be  single  or  multiple  with  variations 
in  size.  It  also  should  be  borne  in  mind  that  in 
some  cases  the  local  necrosis  of  the  septal  myo- 
cardium adjacent  to  the  perforation  may  make 
septal  closure  difficult  and  unsuitable  for  repair, 
yet  the  more  extensive  collateral  circulation  of 
the  interventricular  septum  in  comparison  with 
the  external  ventricular  surface  probably  pro- 
motes more  rapid  healing  in  this  location. 

Cooley  et  al?  state  that  direct  suture  of  small 
defects  may  be  preferable  to  avoid  possible  com- 
plications resulting  from  the  use  of  a foreign 
body,  but  in  large  defects  a plastic  sponge  may  be 
necessary  and  desirable  to  plug  the  defect. 

It  might  be  appropriate  to  discuss  a few  of  the 
differential  problems  to  be  considered  in  making 
a diagnosis  of  a ruptured  intraventricular  sep- 
tum. These  are  ruptured  mitral  chordae  ten- 
dineae,  ruptured  papillary  muscle,  functional 
mitral  insufficiency,  and  a pericardial  friction 
rub.  Of  all  these,  rupture  of  a papillary  muscle 
is  the  most  difficult  to  manage.  Both  conditions 
are  associated  with  myocardial  infarction.  Papil- 
lary muscle  rupture  is  a much  rarer  complication. 
In  papillary  muscle  rupture  the  location  of  the 
murmur  is  best  heard  at  the  apex,  contrasted 
with  the  left  sternal  border  in  a ruptured  septum . 
In  only  half  the  patients  with  a ruptured  papillary 
muscle  is  a murmur  detectable,  compared  with 
almost  95  per  cent  in  a ruptured  interventric- 
ular septum.  A thrill  is  almost  never  present 
in  cases  of  ruptured  papillary  muscle.  Right 
heart  failure  is  predominant  in  septal  rupture, 
whereas  left  heart  failure  is  prevalent  in  a rup- 
tured papillary  muscle.  The  prognosis  is  some- 
what better  with  a ruptured  interventricular 
septum  than  with  a papillary  muscle  rupture.® 

I'hus  we  face  a new  challenge.  It  must  be 
reiterated  that  all  cases  of  myocardial  infarction 
should  be  observed  closely,  and  if  the  catastrophe 
of  a ruptured  septum  does  occur,  surgery  should 
be  considered.  Medical  care  offers  no  real  aid 
except  to  tide  the  patient  over  for  definitive  sur- 
gery. With  improvements  in  heart-lung  appara- 
tus, more  adequate  methods  of  cardiac  bypass, 
and  a better  knowledge  of  the  cardiac  conduction 
mechanism,  together  with  the  newer  drugs  for 
the  control  of  ventricular  irregularities,  the  day 
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has  come  when  a number  of  these  cases  of  inter- 
ventricular septal  rupture  might  be  salvaged. 

Summary 

1.  A review  of  the  literature  is  mentioned. 

2.  A case  of  a ruptured  interventricular  sep- 
tum following  anteroseptal  wall  myocardial  in- 
farction is  presented. 

3.  The  postmortem  findings  with  illustrations 
are  described  in  detail. 

4.  A discussion  of  the  differential  diagnosis 
and  diagnosis  of  the  condition  is  stressed. 

5.  Surgery  offers  a new'  hope  in  the  treatment 
of  this  type  of  case  in  the  future. 

1060  Ocean  Avenue,  Brooklyn  26 
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New  Licenses  to  Practice  Medicine  Increased  Slightly  in  1960 


The  estimated  number  of  new  licenses  to  practice 
medicine  issued  in  the  United  States  in  1960  show'ed 
a slight  increase  for  the  ninth  consecutive  year,  ac- 
cording to  an  annual  report  of  the  A.M.A.  Council 
on  Medical  Education  and  Hospitals.  There  were 
approximately  16,211  physicians  who  w'ere  registered 
during  the  year,  compared  with  16,068  in  1959. 
Among  these  were  8,030  physicians  who  received 
their  first  licenses,  a decline  of  239  from  the  8,269 
issued  in  1959. 

Since  about  3,700  physicians  died  during  1960, 
there  w'as  a net  gain  of  4,330  in  the  physician  popula- 
tion last  year.  This  was  a smaller  net  gain  than  the 
4,769  increase  of  phy.sicians  in  1959. 

New'  York  issued  the  largest  number  of  first 
licenses  w'ith  1,039,  followed  by  California  w'ith 
6.52  and  Penn.sylvania  with  534.  The  University 
of  Michigan  had  the  greatest  number  of  graduates  to 
be  examined  for  licensure  with  183. 

The  total  number  of  licenses  to  practice  medicine 
and  surgery  issued  in  1960  was  16,102.  The  figure 
includes  7,571  licenses  granted  after  a successful 
w'ritten  examination  and  8,531  granted  by  reciproc- 
ity and  endor.sement  of  state  licenses  or  the  cer- 
tificate of  the  National  Board  of  Medical  Examiners. 


Of  the  16,102  licenses,  California  issued  the 
largest  number  with  2,427.  New  York  issued  1,572 
while  more  than  500  each  were  registered  in  Florida, 
Illinois,  Michigan,  New  Jersey,  Ohio,  Pennsylvania, 
Texas,  and  Virginia. 

There  were  8,873  applicants  examined  for  licen- 
sure by  state  medical  licensing  boards  in  1960.  N 
total  of  1,193,  or  13.4  per  cent,  failed.  This  com- 
pared with  8,996  applicants  and  12.9  per  cent  rate 
of  failure  in  the  previous  year. 

Only  3.3  per  cent  of  the  5,502  graduates  of  ap- 
proved medical  schools  failed  to  pass  their  examina- 
tions in  1960.  A total  of  16  approved  medical 
schools  in  the  United  States  and  3 in  Canada  had 
no  failures  among  their  graduates. 

The  report  included  also  results  of  six  examina- 
tions given  in  1958,  1959,  and  1960  by  the  Educa- 
tional Council  for  Foreign  Medical  Graduates  to 
foreign  students  to  certify  that  their  medi- 
cal knowledge  is  comparable  to  that  expected 
of  graduates  of  approved  medical  schools  in  the 
United  States.  As  of  December  31,  1960,  the 
Council  had  examined  17,828  foreign  medical  gradu- 
ates and  qualified  12,588.  Appproximately  30  per 
cent  failed  the  test. 
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Ectodermal  Dysplasia  of  Anhidrotic  Type  in 
Prolonged  Fever  in  an  Infant 
Use  of  Silver  Chromate  Plate  Test  for  Presumptive  Diagnosis 

KOSARIO  P.  l)RA(iO,  M.D.,  AND  THEODORE  EHRENREICH,  M.D.,  NEW  YORK  CITY 
{From  the  Departments  of  Pediatrics  and  Pathology,  St.  Francis  Hospital) 


IN  EVALUATING  cases  of  obscuFC  and  un- 
explained hyperpyrexia  in  young  infants, 
the  anatomic  absence  of  sweat  glands  should  be 
considered.  These  rare  anomalies  are  generally 
associated  with  other  ectodermal  defects  and 
are  frequently  hereditary.  Therefore,  Weech* 
suggested  the  term  “hereditary  ectodermal 
dysplasia”  or  “congenital  ectodermal  defect.” 
Later  Clouston^  described  two  types  of  ectoder- 
mal dysplasia:  the  hidrotic  and  the  anhidrotic 
types.  Many  mentally  defective  patients  are 
seen  in  both  varieties.  The  anhidrotic  type,  who 
is  the  subject  of  this  report,  does  not  perspire, 
and  the  sweat  glands  may  be  completely  absent 
or  markedly  diminished  in  number.  In  these 
cases  there  is  always  some  degree  of  dental 
aplasia  consisting  of  missing,  absent,  or  defective 
dentition.  There  is  usually  an  associated 
rhinitis  of  the  atrophic  type,  and  there  may  be 
complete  absence  of  the  mucous  glands  of  the 
upper  respiratory  tract.  Usually  the  hair  is 
abnormally  short,  thin,  and  scanty.  Inasmuch  as 
these  individuals  do  not  have  the  means  of 
controlling  sudden  rises  in  temperature  by  the 
evaporation  of  perspiration,  they  frequentlj^ 
|)resent  themselves  as  cases  of  extreme  hyper- 
pyrexia with  or  without  convulsions.  The 
sebaceous  glands  are  also  either  absent  or 
diminished,  and  this  accounts  for  the  dryness  of 
the  skin  and  the  abnormalities  of  the  hair. 

Conversely,  a patient  with  the  hidrotic  type  of 
ectodermal  dysplasia  perspires  freelJ^  In  these 
cases  the  nails  are  deformed  or  absent  and  there 
may  be  hair  defects.  The  skin  is  markedly 
pigmented,  imperfectly  keratinized,  and  rough. 
The  blood  pressure  is  usually  low.  There  may  be 
conjunctivitis,  and  frequently  stammering  is 
jiresent.  Because  of  the  skin  pigmentation  and 
the  low  blood  pressure,  Clouston^  suggested  that 
there  may  be  an  insufficiency  of  the  adrenal 
medulla  in  these  cases. 

Roth  varieties  are  hereditary.  The  hidrotic 
type  is  transmitted  as  a Mendelian  dominant. 


with  males  and  females  affected  equally.  The 
anhidrotic  type  is  transmitted  as  a Mendelian 
recessive,  and  males  are  affected  four  times  as 
frequently  as  females.  In  the  anhidrotic  type  a 
family  history  is  rarely  elicited,  whereas  in  the 
hidrotic  type  half  of  the  children  show  the  defect, 
never  skipping  a generation. 

The  first  2 reported  cases  of  anhidrosis  were 
published  by  Thurnam  in  1848.^  In  his  paper  he 
stated  that  Danz  in  1792  had  seen  2 cases  in 
brothers  who  had  neither  hair  nor  teeth,  but 
gave  no  further  description.  Williams^  later 
described  a case  of  a fifteen-year-old  girl  who 
never  perspired,  who  had  but  three  or  four 
abnormally  shaped  teeth,  and  whose  hair  was 
scanty  and  nonpigmented.  Following  these 
publications,  scattered  reports  appeared  in  the 
literature  (Guilford,®  Tendlau,®  Loewy  and 
Wechselmann,^  Gibbs,*  Christ,®  Blaisdell  and 
Cunningham,^®  Strandberg,”  Goeckermann,*® 
Mac  Kee  and  Andrews,^*  Smith, and  Falconer^®). 

Weech  in  1929*  described  another  case, 
reviewed  the  entire  subject,  coined  the  term 
“hereditary  ectodermal  dysplasia,”  and  out- 
lined the  clinical  significance  of  these  lesions. 
Since  then  other  cases  have  been  reported  by 
Kerley,*®  Gordon  and  Jamieson,*^  Zeligs,**  and 
Hill.*®  Clouston  in  1939®  described  4 cases,  1 
of  which  was  autopsied.  Clouston  stressed  the 
importance  of  the  associated  rhinitis  which  he 
described  as  hypoplastic  rather  than  atrophic  and 
the  additional  absence  of  mucous  glands  of  the 
nose  and  throat.  There  were  a few  mucous  glands 
in  the  turbinates  and  a few  in  the  lower  end  of  the 
trachea,  but  none  were  noted  in  the  jiharynx, 
larynx,  or  upper  trachea.  The  rejiorted  cases 
range  in  age  from  four  months  to  fifty-eight 
years,  with  the  majority  occurring  in  early 
childhood.  Most  of  the  affected  individuals  do 
not  survive  this  deformity  and  die  at  an  early 
age  from  sudden  and  severe  hyperpyrexia  with  or 
without  convulsions. 

More  recently  Perabo,  Velasco,  and  Trader®® 
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reported  5 cases  of  ectodermal  dysplasia  of  the 
anhidrotic  type.  They  state  that  the  number  of 
known  cases  is  approximately  130.  Aron  and 
Sosnitzky*^  reported  a case  in  an  eighteen-month- 
old  male  infant.  In  addition  to  the  lack  of 
sweating,  dr}'  skin,  sparse  dry  hair,  and  other 
features  characteristic  of  ectodermal  dysplasia, 
this  infant  is  stated  to  have  cried  without  tears. 
Seagle^*  reported  2 cases  of  ectodermal  dysplasia 
in  a brother  and  sister.  In  both  instances 
perspiration  was  never  noted,  not  even  in  hot 
weather,  from  early  infancy.  Glicklich  and 
Rosenthal*®  described  9 cases  of  ectodermal 
dysplasia,  8 male  and  1 female.  They  suggested 
the  use  of  the  silver  nitrate  plate  method  for  the 
detection  of  this  disorder.  One  of  the  cases 
reported  was  that  of  a three-month  infant 
hospitalized  for  recurrent  fever.  The  origin  of 
the  fever  was  complete  anhidrosis. 

Case  Report 

This  male  infant  was  born  on  May  19,  1958, 
weighing  7 pounds,  11  ounces.  He  was  born  by 
forceps  delivery,  with  the  cord  around  the  neck. 
On  the  fourth  day  of  life  the  infant  was  noted 
to  have  a temperature  of  100  F.  and  was  treated 
mth  50,000  units  of  penicillin  intramuscularly 
every  four  hours  for  twenty-four  hours.  He  was 
discharged  on  the  following  day  with  a tempera- 
ture of  100  F.  During  the  neonatal  period  his 
skin  was  noted  to  be  dry  and  pale,  and  the 
axillas  were  dry  and  red  with  slight  scaling.  On 
the  third  day  of  life  physiologic  jaundice  was 
noted,  and  it  persisted  until  the  sixth  day. 
Beginning  at  the  age  of  fourteen  days,  feedings 
consisted  of  evaporated  milk,  water  and  Dextri- 
Maltose,  and  vitamins. 

Family  History. — The  patient  was  the  third  of 
three  living  children.  All  were  full-term  infants, 
and  the  mother  had  had  no  miscarriages.  There 
was  no  history  of  infection  or  illness  in  the  first 
trimester  of  pregnancy.  Both  parents  were  of 
Italian  descent  and  were  in  apparent  good  health. 
The  skin,  teeth,  and  hair  of  the  parents  and 
sibhngs  were  normal.  There  were  no  complaints 
regarding  lack  of  perspiration  in  any  oth(>r 
member  of  the  family. 

First  Hospital  Admission. — On  the  second 
day  after  discharge  from  the  hospital  where  the 
infant  was  born,  temperature  elevations  to  102 
F.  were  noted.  The  infant  was  therefore  ad- 
mitted to  the  first  hospital  on  June  14,  1958,  at 
the  age  of  twenty-six  days.  A physical  examina- 


tion showed  a well-developed,  pale  child  with  a 
temperature  of  102  F.  An  examination  of  the 
head,  ears,  eyes,  and  throat  indicated  essentially 
negative  results.  The  nose  was  congested.  The 
chest  showed  mild,  subcostal  retractions  and  no 
rales.  The  abdomen  was  slightly  distended,  and 
the  liver  was  palpable  2 fingerbreadths  below  the 
costal  margin. 

Significant  Laboratory  Data. — The  white 
blood  count  was  33,650;  the  hemoglobin  was 
14.9  Gm.  per  100  ml.;  and  the  differential 
consisted  of  53  polymorphonuclears,  26  lympho- 
cytes, 20  monocytes,  and  1 eosinophil.  The 
stool  showed  negative  findings  for  fat  and  starch. 
The  urine  and  stool  cultures  yielded  negative 
findings.  The  heterophil  antibody  test  showed 
negative  results.  A nose  culture  showed  Bacillus 
subtilis.  On  discharge  the  white  blood  count 
was  16,650  with  a differential  of  29  polymorpho- 
nuclears, 58  lymphocytes,  8 monocytes,  and  5 
eosinophils.  The  hemoglobin  was  11.6  Gm.  per 
100  ml. 

Roentgenographic  Examination. — A roent- 
genograjihic  examination  of  the  chest  showed 
bilateral  increased  bronchovascular  markings.  A 
flat  plate  of  the  abdomen  indicated  negative 
findings.  An  electrocardiogram  showed  right 
ventricular  hypertrophy  pattern  which  was 
considered  normal.  The  patient  was  treated 
with  antibiotics  (5  milhon  units  of  penicillin  and 
400  mg.  of  Chlorom3'cetin  daily).  His  tempera- 
ture continued  to  fluctuate  up  to  103  F.  He  was 
discharged  on  June  20,  1958,  unimproved.  The 
discharge  diagnoses  were  possible  septicemia  and  | 
fever  of  unknown  origin.  | 

Second  Hospital  .Vdmission. — The  patient  ( 
was  admitted  to  a second  hospital  on  June  20.  i 
1958,  and  discharged  on  June  30,  1958.  During  : 
this  hospital  stay  he  had  daily  temperature  rises 
between  101  and  105.2  F.  The  only  finding  of 
significance  during  this  period  was  nasal  con-  ' 
gestion  and  a watery  discharge.  The  infant  ate 
well  and  gained  weight.  Laboratory  studies 
revealed  negative  findings  except  for  urine  i 
cultures  which  showed  Escherichia  coli  sensitive  i 
only  to  Furadantin.  This  was  felt  to  be  a con-  I 
taminant,  and  further  treatment  was  not  given.  | 
Roentgenograms  of  the  paranasal  sinuses  all  i 
revealed  negative  findings. 

Third  Hospital  Admission. — On  June  30,  j 
1958,  the  patient  was  admitted  to  a third  hospital  j 
and  discharged  on  July  10,  1958.  His  tempera-  ti 
ture  continued  to  rise  daily  to  104  F.  for  a period  j 
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of  four  days  during  which  there  was  a hot  spell. 
Following  this,  the  temperature  became  essentially 
normal  except  for  a brief  daily  rise  to  101  F.  An 
examination  showed  a persistent  green,  nasal 
discharge  and,  at  times,  a mucopurulent  posterior 
pharyngeal  drip.  A mild  webbing  of  the  left 
second  and  third  toes  was  noted. 

Laboratory  Data. — The  urinalysis  indicated 
negative  findings.  The  urine  and  blood  cultures 
showed  no  growth.  The  white  blood  count  was 
11,900,  and  the  hemoglobin  was  10.8  Gm.  per  100 

ml.  The  erythrocyte  sedimentation  rate  was  31 

mm.  per  hour.  The  blood  chemistry  determina- 
tions were  as  follows:  sodium,  138  mEq.  per 
liter;  chlorides,  109  mEq.  per  liter;  carbon 
dioxide,  20  mEq.  per  liter;  potassium,  4.3  mEq. 
per  liter;  and  nonprotein  nitrogen,  21  mg.  per  100 
ml.  A spinal  fluid  examination  disclosed  negative 
findings,  and  a culture  of  the  spinal  fluid  showed 
no  groniih. 

An  electrocardiogram  showed  sinus  tachycardia 
and  no  axis  deviation.  A roentgenogram  of  the 
chest  showed  negative  findings.  A roentgeno- 
gram of  the  maxilla  showed  a thickening  of  the 
prevertebral  tissues.  A culture  of  the  naso- 
pharjmx  showed  Staphylococcus  aureus,  co- 
agulase  positive,  which  was  sensitive  to  bacitracin 
and  erj-thromycin  and  was  sUghtly  sensitive  to 
penicillin.  The  patient  was  discharged  on  a 
standard  formula  of  evaporated  milk,  water  and 
granulated  sugar,  vitamins,  iron,  and  erythro- 
mycin. The  discharge  diagnosis  was  “purulent 
rhinitis.”  Following  the  patient’s  discharge,  his 
temperature  continued  to  spike  to  104  and  105  F. 
almost  daily. 

Fourth  Hospital  Admission. — On  August  18, 
1958,  the  patient  was  admitted  to  St.  Francis 
Hospital.  The  infant  was  pale  but  well  nourished. 
His  height  was  24  inches,  chest  circumference  15 
inches,  head  circumference  15V2  inches,  and 
weight  12  pounds.  The  temperature  on  ad- 
mission was  103  F.  The  infant  had  very  scanty, 
short,  sparse,  blond  scalp  hair.  The  scalp  was 
drj"  but  not  scaly,  and  scalp  veins  were  not 
prominent.  The  eyebrows  were  practically 
hairless,  and  the  eyelashes  were  few  and  Ughtly 
colored.  The  mucosa  of  the  nose  was  slightly 
red,  and  there  was  a little  mucoid  secretion 
present  without  obstruction  to  nasal  respiration. 
The  ears  were  grossly  normal.  The  lips  were  not 
thickened,  their  color  was  good,  and  the  vermil- 
ion border  was  well  defined.  The  skin  was 
pale,  smooth,  and  dry.  The  fingernails  and  toe- 


nails were  normally  shaped  but  were  rather  drj’^ 
and  brittle  and  showed  longitudinal  striations 
but  no  paronychia.  The  throat  and  palate  were 
normal.  The  heart,  lungs,  and  abdomen  showed 
no  significant  findings.  The  genitalia  were  well 
developed.  The  neurologic  examination  5delded 
negative  findings.  There  was  a small  abscess  of 
the  left  buttock  which,  when  it  was  opened  and 
drained,  healed  rapidly.  No  perspiration  was 
noted  at  any  time. 

Laboratory  Data. — The  urinal}’^sis  and  hema- 
tology indicated  essentially  negative  results.  A 
nose  culture  showed  Staph,  aureus,  and  a throat 
culture  jdelded  nonhemolytic  streptococcus. 
Both  organisms  were  sensitive  to  erj-thromycin 
and  neomycin. 

A diagnosis  of  ectodermal  dysplasia  of  the 
anhidrotic  type  was  considered.  One  of  us 
(R.P.D.)  suggested  the  use  of  the  silver  chromate 
plate  to  detect  sodium  chloride  on  the  skin  of 
the  infant  (at  this  time  the  report  by  Glicklich 
and  RosenthaP®  which  advocated  this  method  was 
not  as  yet  available).  Accordingly,  a silver 
chromate  plate  test  was  performed,  showing  no 
brow'ning  or  blackening  of  any  degree  and 
indicating  a complete  absence  of  sodium 
chloride  on  the  skin  surface.  While  this  was 
not  considered  to  be  diagnostic,  it  constituted 
a strong  presumptive  e\idence  in  favor  of  the 
clinical  diagnosis  of  the  absence  of  sweat 
glands.  Skin  biopsies  of  the  left  forearm 
and  of  the  right  side  of  the  abdomen  were  taken 
on  August  21,  1958,  bj^  Armando  Lauritano, 
M.D.  The  operation  w'as  performed  under 
local  anesthetic  (1  per  cent  novocaine).  During 
this  procedure  the  infant  did  not  sweat,  although 
he  cried  moderately. 

Biopsy  Report. — Two  specimens  of  skin 
were  received.  They  w^ere  elliptical,  and  their 
respective  maximum  diameters  were  1.2  and  0.6 
cm.  A small  amount  of  fatty  subcutaneous  tissue 
was  present  on  the  undersurface  of  each  speci- 
men. A microscopic  examination  showed  normal 
stratified  squamous  epithelium.  In  both  speci- 
mens there  were  no  sweat  glands,  hair  follicles, 
or  sebaceous  glands.  There  were  no  significant 
changes  of  the  connective  tissue  of  the  dermis. 
There  was  a slight  perivascular  infiltration  of 
lymphocytes  and  mononuclears.  An  elastic 
tissue  strain  (Verhoeff)  showed  abundant  elastic 
fibers,  similar  in  number  and  distribution  with  a 
control  section  of  skin  of  a normal  infant  of  the 
same  age.  The  diagnosis  was  a complete  absence 
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Fig.  1.  Representative  section  of  skin  of  abdo- 
men. Sweat  glands  and  hair  follicles  are  absent,  and 
there  is  a slight  perivascular  infiltration  of  lymph- 
ocytes (hematoxylin-eosin  stain). 


of  sweat  glands  (anhidrosis)  in  both  specimens  of 
skin  (Fig.  1). 

In  view  of  the  diagnosis,  no  further  treatment 
was  given  except  for  alcohol  sponge  baths.  The 
infant  was  discharged  on  August  22,  1958,  and 
the  parents  were  advised  to  lower  the  tempera- 
ture elevations  with  alcohol  sponge  baths  and  to 
maintain  the  infant  in  a cool  atmosphere  with  the 
use  of  air  conditioning. 

After  discharge  from  the  hospital  the  infant 
continued  to  have  temperature  rises  up  to  102 
F.,  and  these  were  relieved  by  cool  baths. 
The  dentition  was  delayed,  and  at  the  age  of 
one  year  the  first  tooth  appeared,  a cone- 
shaped  upper  lateral  inci.sor.  The  second 
lateral  incisor  appeared  at  the  age  of  eighteen 
months.  At  this  time  a roemtgenographie 
examination  of  the  mandible  showed  six  tootli 
buds  in  the  upper  jaw  and  four  buds  in  the 
lower  jaw.  Of  these,  only  two  buds  had  erupted. 
At  the  age  of  fifteen  months  it  was  noted  that 
the  infant  cried  with  tears.  At  eighteen  months 
his  weight  was  23  V2  pounds,  his  height  was 
3OV4  inches,  the  hair  was  sparse  and  thin,  there 
was  a persistent  mucopurulent  nasal  discharge, 
and  his  voice  was  hoarse.  The  infant  began  to 
walk  at  seventeen  months.  His  course  was  un- 
eventful until  December  25,  1959,  when  within 
four  hours  there  was  a sudden  rise  in  temperatun> 
up  to  108  F.,  associated  with  difficulty  in  breath- 
ing. A physical  examination  showed  no  signifi- 
cant findings,  and  a roentgenogram  of  the  chest 
indicated  negative  findings.  The  white  blood 
(?ount  was  6,800.  In  spite  of  cool  baths,  the 
temperature  remained  elevated,  and  the  child 


died  the  following  day.  .Autopsy  permission  was 
denied. 

Comment 

In  this  case  the  diagnosis  may  be  suspected  on 
the  basis  of  the  clinical  history  and  phj-sical 
findings.  The  clinical  impression  was  sul)- 
stantiated  further  by  means  of  the  silver  chromate 
test  plate  which  showed  a complete  absence  of 
sodium  chloride  on  the  skin  surface.  However, 
the  definitive  diagnosis  was  made  only  by  means 
of  the  skin  biopsy.  The  skin  of  two  regions  was 
biopsied  to  rule  out  differences  or  variations 
in  the  distribution  of  sweat  glands.  The  com- 
plete absence  of  sweat  glands  in  both  biopsies 
establishes  the  diagnosis  beyond  any  doubt. 

There  is  no  definitive  treatment  for  hyper- 
pyre.xia.  Proph}dactic  treatment  consists  in 
maintaining  an  even  environmental  temperature. 
Episodes  of  hyperpyrexia  are  treated  principally 
by  reducing  the  temperature  through  physical 
means,  such  as  cooling  baths,  air  conditioning, 
and  so  forth.  Infections  are  treated  specifically 
in  the  usual  manner. 

It  is  of  interest  to  note  the  difference  in 
temperature  reactivity  in  this  case.  During  the 
administration  of  diphtheria  and  tetanus  toxoid 
and  of  pertussis  vaccine,  no  temperature  eleva- 
tions were  seen  in  spite  of  the  elevated  tempera- 
tures (between  102  and  103  F.)  which  preceded 
the  injections  and  which  were  reduced  by  cooling 
sponge  baths. 

Conclusion 

X case  of  hitherto  unexplained  fever  .sinee 
Iiirth  in  a tlirei'-month-old  male  infant  due  to 
('ctod(M’mal  rlysplasia  of  the  anhidrotic  type  has 
bec'ii  presented.  This  is  believed  to  be  the 
youngest  patient  on  record.  The  diagnosis  was 
substantiated  by  two  skin  biopsies  which  showed 
a complete  absence  of  sweat  glands.  A pre- 
sumptive diagnosis  may  be  made  with  the  silver 
chromate  plate  test.  This  anatomic  defect  should 
be  considered  in  all  cases  of  prolonged  and  unex- 
jilained  fever  in  infants. 
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Hospital  Benefits  Vary  Among  States 


Hospital  daily  room  and  board  benefits  provided 
through  group  health  insurance  policies,  issued 
during  1960  and  averaged  by  state,  ranged  from  a 
high  of  $18  to  a low  of  $11,  according  to  a Health 
Insurance  Institute  report  which  was  based  on  an 
analysis  of  data  supplied  by  insurance  companies 
which  account  for  68  per  cent  of  the  total  group 
health  insurance  premiums  in  the  United  States. 
'I'he  hospital  data  sampling  consisted  of  851  basic 
group  coverages  issued  during  I960  protecting 
more  than  67,000  employes  .and  most  of  their 
families. 

The  benefits  provided  for  miscellaneous  hos{)ital 
services  and  the  maximum  surgical  benefits  varied 
widely  also. 

The  average  daily  room  and  board  benefit  for  all 
the  new  coverages  was  $14,  but  the  average  was  $11 
for  the  states  of  Kentucky,  Mississippi,  North 
Carolina,  and  Oklahoma  and  was  $18  for  the  states 
of  New  Jersey  and  Vermont.  Similarly,  there  was 
a range  in  provisions  for  miscellaneous  hospital 
expenses  such  as  x-ray  films,  laboratory  charges. 


and  operating  room  charges. 

The  difference  in  benefits  among  states  reflects  the 
fact  that  living  costs  vary  greatly  by  area  which  re- 
sults in  corresponding  levf'Is  of  hospital  rates.  A 
1960  survey  by  the  American  Hospital  Association 
showed  that  the  average  charge  for  a bed  in  a two- 
bed  semiprivate  room  was  $21.80  in  New  England 
and  $14.10  in  the  South  .Atlantic  .states. 

Becau.se  benefits  are  available  .at  whatever  level 
the  buyer  desires,  the  range  of  benefits  actually 
l)urchased  reveals  the  wide  difference  in  what 
emi)loyer  or  contr.act  negotiating  groups  feel  is 
needed  to  ])rovide  adequate  health  insurance  pro- 
tection. 

Surgical  benefits  provided  also  had  a wide  range 
among  the  states.  The  maximum  benefit  purchased 
for  a surgical  procedure  averaged  out  to  a high  of 
$.350  in  California  and  a low  of  $190  in  Kentucky. 
The  average  for  all  states  was  $280.  Some  of  the 
other  states  with  high  average  maximum  benefits 
for  surgerj’  in  the  new  coverages  were  South  Dakota 
with  $335  and  Oregon  and  Washington  with  $330. 
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Reconstruction  of  Entire  Esophagus  and  Restoration  of 
Swallowing  with  Reversed  Gastric  Tube* 

HENRY  J.  HEIMLICH,  M.D.,  F.A.C.S.,  NEW  ROCHELLE,  NEW  YORK 
{From  the  Surgical  Division,  Montefiore  Hospital,  Bronx,  New  York) 


The  use  of  a reversed  gastric  tube  to  replace 
the  entire  esophagus  has  been  described  by 
me  in  several  reports  since  my  experimental 
work  was  recorded  originally  in  1955d“®  The 
case  report  presented  here  is  of  special  interest  for 
the  following  reasons : 

1.  For  twenty-nine  years,  more  than  half  of 
her  lifetime,  the  patient  had  a complete  eso- 
phageal obstruction  and  was  unable  to  swallow 
foods  or  liquids. 

2.  The  obstruction  involved  the  pharynx 
and  esoj)hagus  from  the  level  of  the  cricopharyn- 
geus  downward.  Surgical  reconstruction  of  the 


* This  work  was  supported  by  The  Dysphagia  Foun- 
dation, New  Rochelle,  New  York. 


esophagus  previously  had  been  deemed  inadvis- 
able by  surgeons  at  several  clinics,  owing  to  the 
fact  that  the  obstruction  was  at  this  very  high 
level. 

3.  The  patient’s  stomach  was  smaller  than  a 

normal  one  owing  to  scarring  by  lye  and  to  the  . 
fact  that  both  a Stamm  and  a Janeway  gastros-  ■ 
tomy  had  been  performed.  Despite  the  small 
size  of  the  stoma(;h,  it  was  possible  to  construct  a 
reversed  gastric  tube  that  was  long  enough  to 
replace  the  entire  esophagus.  f 

4.  The  cervical  esophagus  was  occluded  and 
fixed  to  surrounding  tissues  by  scarring.  Never- 
theless, it  was  possible  to  anastomose  satis- 
factorily the  end  of  the  reversed  gastric  tube  to 
the  side  of  the  hypopharynx.  In  previous  cases  ! 


Fig.  1. — Preoperative  swallow  of  radiopaque  dye,  July  23,  1959.  Complete  obstruction  in  hypopharynx 
at  level  of  cricopharyngeus  is  demonstrated  (front  and  side  views). 
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Fig.  2. — (A)  Barium  instilled  through  large  bore  gastrostomy  tube,  July  23,  1959;  stomach  is  smaller 
than  normal  due  to  scarring  by  lye  and  to  fact  that  both  Stamm  and  Janeway  gastrostomy  had  been  per- 
formed. (B)  Postoperative  barium  swallow  through  reversed  gastric  tube,  December  28,  1959;  reversed 
gastric  tube  is  seen  entering  residual  stomach.  Comparison  with  (d)  reveals  that  very  small  portion  of 
stomach  has  been  utilized  in  forming  reversed  gastric  tube.  Approximately  four  fifths  of  stomach  remains 
in  abdomen. 


the  gastric  tube  had  been  anastomosed  end-to-end 
to  the  cervical  esophagus. 

Case  Report 

A fifty-two-year-old  female  was  admitted  to 
Montefiore  Hospital  on  July  20,  1959.  Twenty- 
nine  years  prior  to  admission,  in  1930,  she  had 
accidentally  swallowed  lye  and  was  admitted  to 
a hospital  where  an  emergency  Stamm  gastros- 
tomy was  performed.  Despite  the  fact  that  an 
esophageal  bougienagt;  was  performed  several 
times  at  that  hospital  over  a period  of  two 
years,  the  esophagus  became  completely  ob- 
structed. At  that  time  the  Stamm  gastrostomy 
was  not  functioning  satisfactorily,  and  a second 
gastrostomy  of  the  Janeway  type  was  performed 
at  a second  hospital. 

Subsequently  the  patient  married  and  had  two 
children  by  cesarean  section.  She  had  been  in 
good  health  except  for  lobar  pneumonia  in  1952 
and  repeated  respiratory  infections. 


For  twenty-nine  years  the  patient  had  main- 
tained her  nutrition  by  chewing  food  and  ex- 
pectorating it  into  a funnel  attached  to  a large 
gastrostomy  tube.  She  was  able  to  maintain 
excellent  nutrition  in  this  manner  and,  on  admis- 
sion, weighed  176  pounds.  However,  if  food 
reached  the  back  of  her  throat,  she  would  choke 
and  gag  owing  to  aspiration.  Saliva  pooled  in 
the  back  of  her  throat,  causing  her  to  expectorate 
at  least  once  every  hour.  'Fhe  main  reason  that 
the  patient  desired  an  operation  to  restore  the 
function  of  swallowing  was  owing  to  the  fact 
that  her  abnormal  manner  of  eating  made  it  im- 
possible for  her  to  eat  with  her  family’  and 
friends. 

Physical  Examination. — The  patient  was 
well  developed  and  moderately  obese.  A large 
bore  gastrostomy  tube  protruded  from  the  upper 
abdomen.  An  old  lower  midhne  incisional  scar 
was  present  as  a result  of  the  cesarean  sections. 

On  July  21,  1959,  an  esophagoscopy,  performed 
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Fig.  3.' — -Reversed  gastric  tube  procedure;  spleen 
is  resected  and  splenic  vessels  ligated.  Incision 
is  made  in  antrum  of  stomach  and  is  extended 
parallel  to  greater  curvature.  Cut  edges  of  anterior 
and  posterior  walls  of  stomach  are  sutured  together, 
forming  gastric  tube  and  reconstituting  stomach. 


Fig.  4. — -Complete  reversed  gastric  tube  operation: 
gastric  tube  is  reversed  and  brought  to  neck  through 
subcutaneous  tunnel.  In  this  diagram  gastric 
tube  was  anastomosed  end-to-end  to  cervical  esoph- 
agus. In  this  patient  gastric  tube  was  anasto- 
mosed end-to-side  to  hypopharynx  (see  text).  Re- 
secting spleen  and  freeing  tail  of  pancreas  enables 
gastroepiploic  vessels  to  accompany  tube  and  nour- 
ish it. 


by  Max  Soni,  M.D.,  revealed  a complete  stenosis 
due  to  stricture  at  the  level  of  the  cricopharyn- 
geus. 

Preopkrative  Roentgenograms. — On  July 
23,  1959,  radiopaque  dye  given  by  mouth 
showed  a complete  obstruction  at  the  level  of  the 
cricopharyngeus  (Fig.  1).  Dye  instilled  through 
the  gastrostomy  tube  demonstrated  the  rela- 
tively small  size  of  the  stomach  (Fig.  2A). 
.\n  operation  was  deferred  at  the  request  of  the 
Dejiartment  of  Gastroenterology  in  ordei-  that 
physiologic  tests  could  be  carried  out. 

Operative  Procedure. — The  reversed  gas- 
tric tube  operation  was  performed  by  me  on 
October  22,  1959.  This  operation  has  been 
described  in  detail  in  previous  reports  and  is 
illustrated  in  Figures  3 and  4.  The  operative 
findings  in  this  patient  necessitated  making 
certain  modifications  in  the  procedure  which 
are  described  in  the  following  jiaragraphs. 

As  demonstrated  in  the  preoperative  roentgeno- 
grams (Fig.  2A),  the  stomach  at  operation  was 
found  to  be  diminished  in  size  owing  to  scarring 
by  the  swallowed  lye  and  the  two  gastrostomy 
jirocedures.  Extensive  adhesions  were  present 
as  a result  of  four  previous  laparotomies.  The 


site  of  the  closed  Stamm  gastrostomy  was  ad- 
herent to  the  abdominal  wall  and  was  freed. 
The  functioning  Janeway  gastrostomy  was 
visuahzed  but  was  allowed  to  remain  intact  for 
feeding  in  the  immediate  postoperative  period. 
However,  it  was  noted  that  in  performing  this 
gastrostomy  twenty-seven  years  before,  the 
surgeon  had  ligated  and  divided  the  gastro- 
epiploic ve.ssels,  leaving  a 3-cm.  gap  in  these 
vessels  high  on  the  antrum.  It  was  felt  that 
this  lack  of  continuity  of  the  gastroepiploic 
vessels  might  jeopardize  the  vascular  supply  to 
the  gastric  tube.  Therefore,  the  following  two 
precautions  were  taken : 

1 . A large  portion  of  the  greater  omentum, 
which  was  very  fatty,  was  allowed  to  remain 
attached  to  the  gastrocolic  omentum  in  the  hope 
that  it  would  carry  vascular  arches  around  the 
defect  in  the  gastroepiploic  vessels  to  supple- 
ment the  vascular  collaterals  in  the  stomach 
wall. 

2.  When  the  gastric  tube  was  completed,  its 
blood  supply  appeared  adequate.  However,  it 
was  decided  to  perform  the  operation  in  two 
stages,  waiting  until  the  viability  of  the  gastric 
tube  was  assured  before  anastomosing  it  proximal 
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Fig.  5. — Postoperative  tmriuin  swallow  through  reversed  gastric  tube,  December  28,  1959:  end-to-side 
anastomosis  between  reversed  gastric  tube  and  hypopharynx  is  demonstrated  (front  and  side  views).  (Jastric 
tube  lies  subcutaneously  on  anterior  chest  wall.  Gap  in  gastric  tube  represents  swallowed  air. 


to  the  obstruction.  Therefore,  the  gastric  tube 
was  brought  to  the  neck  subcutaneously  in  the 
usual  manner.  This  tube  was  sufficiently  long  to 
reach  just  beneath  the  angle  of  the  mandible 
where  the  open  end  of  the  tube  was  exteriorized 
through  a stab  wound  in  the  skin.  Two  to  three 
weeks  later,  the  gastric  tube  was  obviousl}' 
viable,  as  evidenced  by  the  pink  color  of  the 
gastric  mucosa  exposed  in  the  neck,  as  well  as  by 
the  patient’s  benign  postoperative  course. 

The  second-stage  procedure  was  delayed  until 
November  27,  1959,  owing  to  the  Thanksgiving 
holidays.  At  this  second  stage,  an  incision  was 
made  anterior  and  parallel  to  the  sternomastoid 
muscle,  and  the  upper  end  of  the  gastric  tube 
was  dissected  free.  An  exploration  revealed 
that  the  cervical  esophagus  had  no  lumen  and  was 
densely  adherent  to  the  trachea  and  to  sur- 
rounding tissues.  Complete  obstruction  was 
present  distal  to  the  level  of  the  cricopharyngeus. 
•\n  incision  was  made  into  the  pharynx  longi- 
tudinally, immediately  above  the  site  of  the 
obstruction. 

The  open  end  of  the  gastric  tube  was  freshened 
by  excising  a rim  of  mucosa.  This  antral  end  of 


the  gastric  tube  was  then  anastomosed  end-to- 
side  to  the  incision  in  the  pharnyx.  A two-layer 
anastomosis  of  interrupted  silk  sutures  was  used. 
A small  rubber  drain  was  placed  at  the  anasto- 
motic site,  and  the  incision  was  closed  in  layers. 

Postoperative  Course. — There  was  a slight 
temperature  elevation  for  one  week;  otherwise, 
the  patient’s  course  was  uneventful.  Immedi- 
ately following  the  operation  the  patient  was 
aware  of  the  fact  that  she  no  longer  had  to  ex- 
pectorate her  sputum.  On  December  11,  1959, 
two  weeks  after  operation,  she  was  given  her 
first  swallow  consisting  of  tea  and  jello.  Ob- 
serving the  patient’s  emotional  reaction  to  this 
first  swallow  in  twenty-nine  years  was  a most 
gratifying  experience  for  all  members  of  the  hos- 
pital staff  who  were  present. 

The  patient’s  diet  was  increased  gradually  to  a 
regular  diet  over  the  next  two  weeks,  following 
which  the  patient  was  discharged  from  the  hos- 
pital. She  has  remained  well  and  asymptomatic 
to  date  and  continues  to  eat  a regular  diet  in  a 
completely  normal  manner. 

A barium  swallow  performed  on  December  28, 
1 959,  clearly  demonstrated  the  gastric  tube  in  its 
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subcutaneous  position  and  the  end-to-side  anasto- 
mosis between  the  gastric  tube  and  the  hypo- 
pharynx  (Fig.  5).  At  least  four  fifths  of  the 
stomach  remains  in  the  abdomen  and  retains  its 
normal  storage  function  (Fig.  2B). 

Comment 

The  replacement  of  the  entire  esophagus  has 
always  been  a very  difficult  and  challenging  sur- 
gical problem  for  several  reasons.  First,  it  is 
necessary  to  create  a tubular  organ  that  will 
extend  from  the  pharynx  to  the  abdomen. 
Second,  the  blood  supply  to  this  organ  must  be 
sufficient  to  nourish  its  entire  length,  particularly 
its  upper  end,  which  is  the  site  of  anastomosis  to 
the  pharnyx  or  proximal  esophagus. 

The  reversed  gastric  tube  meets  these  require- 
ments. The  gastric  tube  can  extend  without 
tension  to  the  uppermost  portion  of  the  pharynx. 
Its  vascular  supply  which  consists  of  the  gastro- 
epiploic vessels  is  excellent.  In  addition  these 
\essels  receive  the  blood  that  formerly  went  to 
the  spleen.  Frequently,  at  operation,  strong 
pulsations  are  seen  in  the  vessels  at  the  uppermost 
('ud  of  the  tube.  When  the  mucosa  at  the  upper 
end  of  the  tube  is  incised,  a brisk  flow  of  arterial 
blood  is  encountered,  and  frequently  a spurting 
vessel  is  seen.  The  venous  drainage  of  the  gastro- 
epiploics  also  accompanies  the  tube. 

In  the  case  reported,  where  the  entire  esoph- 
agus was  destroyed,  the  need  for  replacing 
the  entire  esophagus  is  obvious.  Another  in- 
stance where  it  becomes  necessary  to  reconstruct 
the  entire  esophagus  is  in  the  treatment  of 
carcinoma  of  the  middle  and  upper  thirds  of  the 
thoracic  esophagus.  In  these  cases  the  entire 
esophagus  should  be  resected  since  it  has  been 
demonstrated  that  carcinoma  can  extend  longi- 
tudinally 8 cm.  from  the  palpable  lesion.^ 

In  treating  carcinoma  of  the  cervical  esophagus 
it  is  common  to  resect  the  lesion  and,  thereafter, 
by  one  of  a variety  of  procedures,  to  construct  a 
tube  that  will  join  the  pharynx  to  the  distal 
cervical  esophagus.  It  is  conceivable  that  a sur- 
geon contemplating  such  a reconstructive  pro- 
cedure might  tend  to  perform  an  inadequate 
resection  of  the  distal  end  of  the  cervical  esoph- 
agus to  nainimize  the  gap  to  be  bridged. 
However,  when  the  entire  esophagus  is  replaced 
with  a reversed  gastric  tube,  the  distal  end  of  the 
esophagus  is  not  utihzed  in  the  reconstruction, 
and  as  much  of  the  esophagus  as  is  warranted  can' 


be  resected.  One  such  patient  had  had  a cervical 
esophagectomy  and  laryngectomy  for  carcinoma 
of  the  cervical  esophagus  one  and  one-half  years 
before  she  was  seen  by  me.  The  entire  esophagus 
was  reconstructed  in  this  patient  by  means  of  a 
reversed  gastric  tube  which  was  anastomosed  to 
the  hypopharynx  at  the  level  of  the  pj^riform 
fossa.  She  now  eats  a regular  diet. 

The  chief  ad^•antage  in  bringing  the  gastric 
tube  upward  in  the  subcutaneous  plane  is  tlie 
fact  that  a thoracotomy  or  mediastinotomy  is 
avoided,  thereby  diminishing  the  mortality  and 
morbidity.  For  example,  should  an  anastomotic 
leak  occur,  a superficial  salivary  fistula  develops 
rather  than  an  emp3'ema  or  mediastinitis. 
Needless  to  say,  the  subcutaneous  route  is  the 
onlj"  feasible  one  when  the  mediastinum  or  pleura 
is  frozen  by  adhesions  of  old  disease  or  of  previ- 
ous operative  procedures.  It  is  of  interest  that 
several  months  after  operation  the  gastric  tube 
becomes  flattened  and,  from  the  cosmetic  stand- 
point, it  is  barely  visible  on  the  surface  of  the 
chest. 

Summary 

A fiftj^-two-j’ear-old  female  had  complete 
pharyngoesophageal  obstruction  and  required 
gastrostomy  feedings  for  twenty-nine  j’ears  as  a 
result  of  swallowing  lye  at  age  twenty- three.  A 
reversed  gastric  tube  was  constructed  that  re- 
placed the  entire  esophagus.  The  high  pharjm- 
geal  obstruction  and  the  destruction  of  the 
cervical  esophagus  made  the  usual  end-to-end 
anastomosis  between  the  gastric  tube  and  the 
cervical  esophagus  impossible;  therefore,  the 
gastric  tube  was  anastomosed  end-to-side  to  the 
hv'popharjmx.  The  patient  can  now  eat  a 
regular  diet  in  a normal  manner. 

140  Lockwood  Avenue 
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Stiff-Man  Syndrome  in  a Child 


I.  NEWTON  KUGELMASS,  M.D.,  NEW  YORK  CITY 
{From  the  Departments  of  Health  and  Hospitals) 


An  eleven-year-old  male,  the  second  sibling 
in  a family  of  three,  was  brought  for 
evaluation  of  recent  attacks  of  muscle  stiffness 
of  the  entire  body  in  September,  1957.  The 
patient  was  carried  into  the  office  because  of 
great  difficulty  in  walking  following  a fall. 
There  was  marked  tightening  of  the  muscles  of 
the  neck,  shoulders,  upper  back,  and  lower 
e.xtremities.  The  neck  muscles  remained  rigid, 
so  that  his  head  could  not  be  brought  forward; 
the  back  was  stiff,  so  that  he  had  to  be  turned 
bodily  for  the  examination;  and  the  leg  muscles 
were  extended  so  that  he  was  unable  to  move 
them  except  as  a single  unit.  The  patient 
stood  with  his  face  turned  upward,  forced  b}' 
his  rigid  trunk  muscles  to  turn  his  body  to  gaze 
laterally.  His  arms  were  held  permanently  in 
partial  flexion  and  abduction.  Each  of  the 
muscle  groups  were  stony-hard,  immobile,  and 
tender  with  a pulling  sensation  from  the  bones 
outward  centrifugally. 

The  patient  complained  of  agonizing  pain 
when  examined  or  moved,  sweating  profusely 
on  any  attempt  to  shift  the  position  of  his  body. 
He  groaned  after  palpation  of  the  rigid  muscles, 
especially  of  the  thighs  and  calves.  After  short 
intervals,  acute  spasms  came  over  him  with 
great  severity.  He  would  scream  and  sweat, 
clutching  at  his  mother  while  contracting  his 
limbs.  The  hard,  firm,  board-like  muscles 
varied  in  degree  of  rigidity;  the  proximal  muscles 
were  more  rigid  than  the  distal  muscles,  the 
legs  were  more  rigid  than  the  arms,  the  neck 
was  more  rigid  than  the  abdomen,  and  the  back 
was  more  rigid  than  the  hands  or  the  feet.  The 
facial  muscles  were  not  affected.  The  blood 
pressure  rose  considerably  during  the  attack  with- 
out an  elevation  of  temperature. 

Symmetrical  changes  in  the  muscles  of  the 
pelvic  girdle  and  thighs  produced  the  earliest 
manifestations  of  weakness.  There  was  dif- 
ficulty in  rising  from  a sitting  position.  It  took 
the  patient  several  minutes  to  put  his  heels  to 
the  ground,  after  which  he  walked  with  moderate 
stiffness  and  moved  very  slowly  with  a plodding 
gait.  He  could  not  be  induced  to  quicken  his 
pace  to  climb  or  descend  a step.  The  affected 


muscles  of  the  upper  arm  and  shoulder  girdle 
made  it  difficult  for  him  to  lift  things,  to  carry  a 
book,  and  to  dress  or  undress.  He  was  the 
embodiment  of  a wooden  soldier. 

Small,  painless,  indurated  areas  developed 
over  the  affected  muscles  and  spread  until  the 
entire  musculature  became  involved.  The 
muscles  diminished  in  volume  gradually  with  a 
simultaneous  hardening  of  the  texture,  maximal 
over  the  site  of  the  injury.  Eacli  group  of 
muscles  became  contracted  excessively  to  ex- 
treme rigidity,  causing  periodic  spasms  during 
the  stiffening  process.  A neurologic  examination 
revealed  a fluctuating  muscular  rigidity  of  the 
affected  parts  of  the  body  which  eased  with 
guarded  motion.  Muscle  stretch  ladlexes  in  the 
arms  and  legs  increased.  The  abdominal  reflexes 
were  not  elicited  because  of  a board-like  rigidity 
during  the  attacks.  The  hard  calf  muscles 
were  in  extreme  plantar  flexion,  with  equinovarus 
in  both  limbs.  The  muscular  spasm  gave  the 
patient  tremendous  strength,  far  beyond  the 
normal  power  of  his  age,  but  sleep  produced 
considerable  relaxation. 

Stiffness  Seizures 

Attacks  commenced  at  the  age  of  ten  years 
when  the  patient  began  to  complain  of  occasional 
cramps  in  the  leg  muscles  after  excessive  activity, 
often  accompanied  by  a stiffening  of  increased 
severity  following  a fall,  fright,  or  infection. 
Each  attack  started  suddenly  with  a severe 
spasm  in  the  calf  of  the  right  leg,  radiating  across 
the  chest,  lower  back,  and  buttocks  during 
excitement,  play,  gymnastic  activity,  sudden 
chilling,  or  when  he  had  a common  cold.  The 
patient  felt  as  though  his  legs  were  being  pulled 
from  him  and  his  muscles  severed  from  his  bones, 
and  he  appeared  frightened,  anxious,  and  help- 
less, as  did  his  onlookers. 

The  first  attack  of  muscle  rigidity  was  pre- 
cipitated by  a gastrointestinal  infection  ac- 
companied by  fever,  nausea,  and  abdominal 
pain  with  a gradual  localization  in  the  right 
lower  quadrant.  The  patient  was  admitted 
to  a local  hospital  for  an  appendectomy,  but 
further  observation  revealed  an  extension  of  the 
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muscular  rigidit}-  to  the  lower  back  and  thighs, 
while  the  painful  intermittent  abdominal  spasms 
continued  unabated.  The  scheduled  operation 
was  cancelk'd  when  an  over-all  stiffness  of  the 
right  lower  limb  overshadowed  the  abdominal 
picture.  The  patient  was  taken  home  without 
further  study,  but  it  took  several  weeks  for  him 
to  assume  normal  voluntary  movement. 

A second  major  attack  of  generalized  muscular 
rigidity  followed  fright  in  the  darkness  while  he 
was  playing  games  with  other  boys.  The  patient 
“blacked  out,”  fell  to  the  ground,  and  developed 
progressive  stiffening  of  the  musculature  through- 
out the  body.  For  the  first  time  his  whole  bodj" 
became  stiff,  and  the  neck,  shoulders,  arms,  and 
logs  became  immobile.  The  body  musculature 
Ix'came  stony-hard,  rigid,  but  not  tender.  The 
patient  was  unable  to  move  his  neck  in  any 
direction.  As  he  rose,  he  stood  with  his  face 
turned  upward,  foi'ced  by  the  rigid  trunk  muscles 
to  gaze  laterally.  His  over-all  rigidity  drew  the 
head  to  the  shoulder  girdle  and  the  spinal 
column  into  the  distorted  spine.  The  local 
phj'sician  considered  this  bizarre  behavior  an 
hysterical  phenomenon  and  referred  the  child  to  a 
psychiatrist.  Recurring  severe  attacks  of  muscle 
spasm  with  progressive  disabilit}^  negated  hys- 
teria as  the  underl3ung  cause.  Psychometric 
tests  indicated  normal  findings. 

A third  episode  of  progressive  muscle  rigiditj^ 
with  localization  in  the  right  knee  joint  followed 
a fall  while  he  was  at  school.  A local  physician 
considered  the  joint  hemophilic,  obtained  no 
substantiating  data  from  blood  studies,  and 
referred  the  patient  to  a surgeon  for  tapping  the 
knee  joint.  The  family  resisted  surgical  inter- 
vention, and  the  boy  recovered  spontaneously 
after  several  weeks  of  home  care.  The  disease 
became  manifest  at  puberty  and  the  course 
became  progressive  and  ever  smoldering,  inter- 
rupted by  acute  episodes  of  marked  stiffness 
without  fever  and  followed  by  a gradual  return 
to  normal  muscle  functioning.  At  times  the 
spontaneous  remissions  were  incomjrlete,  and  the 
process  remained  stable  with  a limited  degree  of 
localized  muscle  weakness  as  a residuum  for 
many  weeks. 

Prophylactic  treatment  was  more  protective 
of  the  patient’s  musculature  than  emergency 
measures.  His  activity  was  limited  to  prevent 
injury  and  accident.  His  mild  gastrointestinal 
allergy  was  controlled  b}'  a hypoallergenic 
regimen,  supi)lemented  by  vitamins  and  minerals. 


Chilling  was  avoided  by  quick  cleansing  and  oil 
bathing. 

Infections  were  minimized  by  prophylactic 
dailj''  antibiotics.  An  attack  was  managed 
bj"  the  administration  of  ACTH  or  corti.sone 
despite  delayed  effectiveness.  However,  the 
continuity  of  treatment  for  a fortnight  di- 
minished the  duration  of  muscle  stiffness  and 
limited  the  extension  of  muscular  rigiditj’. 
Once  the  musculature  became  supple,  muscle  tone 
was  reinstated  b_v  warm  drt'ssings,  gentle  massag(‘, 
and  passive  exercise. 

Diagnostic  Criteria 

Recurrent  precipitous  attacks  of  board-like 
stiffness  of  the  entire  body  affect  the  muscles  of 
the  trunk  more  than  the  extremities,  paralleling 
the  degree  of  painful  spasm  and  Herculean  strength 
in  the  involved  musculature.  There  are  never 
an\-  features  of  acute  pol.vm_yositis  in  its  full\’ 
developed  childhood  form  which  may  resemble 
the  Duchenne  type  of  muscular  d.vstrophv, 
including  occasional  pseudohypertroph}’  of  the 
calves.  Septic  or  parasitic  mj’ositis  presents 
clinical  features  of  infection.  Tetanus  ma}'  be 
suspected  from  the  history  of  a wound,  the 
trismus,  the  opisthotonos,  risus  sardonicus, 
abdominal  rigidity,  and  the  tonic  muscular 
rigidity  persisting  between  the  paroxysms. 
Tetany  is  recognized  readily  in  children  from  the 
tonic  spasms  of  the  muscles  of  the  extremities 
and  of  the  larvnx,  b>'  the  convulsive  seizures, 
and  by  the  abnormal  irritability'  of  the  peripheral 
nerves.  The  afebrile  stiff-man  sj'ndrome  is 
unicpie  and  is  limited  to  the  muscles  without  any 
evidence  of  extension  to  the  skin,  mucous 
membranes,  spinal  cord,  or  serous  membranes. 
Myositis  ossificans  involves  recurrent  attacks  of 
the  particular  muscles,  each  site  of  calcification 
displacing  soft  muscle  with  hard,  bone-like 
masses.  Dystonia  musculorum  deformans  reveals 
little  pain  despite  marked  deformity. 

A muscle  biopsy  was  obtained  after  the 
administration  of  a local  nerve-block  anesthetic 
to  enable  chemical  studies  to  be  made  without 
tissue  injury"  by  skin  anesthetics.  The  sections 
revealed  pale  fibrous  muscle  with  hyaline 
degeneration  in  the  fibers,  an  infiltration  of 
the  collagen  fibers,  and  no  changes  in  the  blood 
vessels.  The  attempts  of  the  injured  skeletal 
muscle  to  regenerate  were  not  too  successful. 
The  nuclei  divided  to  produce  excessive  numbers 
in  long  chains,  but  the  sarcoplasm  was  unable  to 
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TABLE  I. — Clincial  Studies  of  Recurrent 
Muscular  Rigidity  in  Children 


Year 

Author 

.\gc 

(Years) 

Sex  Diagnosis 

1895 

Janifke’ 

3 

F Fibromyositis 

1903 

Litchfield^ 

4 

F Interstitial 
mvositis 

1904 

Batten* 

1 

F Poh-myositis 

1930 

Price* 

4 

F Myositis 
fibrosa 

1932 

Schwab  et  all 

14 

M Fibromyositis 

19.38 

Blau* 

15 

F Fibromyositis 

1951 

Stewart  and 
MacGregor* 

11 

M Myositis 
fibrosa 
general- 
isata 

produce  new  fibrils.  The  blurring  or  loss  of 
striations,  the  swelling  of  the  nuclei,  the  frag- 
mentation of  chromatin,  and  the  fracture  of  the 
muscle  fibers  led  to  an  inflammatorj'  reaction  and 
cell  exudation,  with  the  fibroblasts  replacing  the 
fibrils.  The  discrepancy  between  the  clinical 
and  histologic  picture  was  not  resolved  b}' 
muscle  biopsy  in  this  case. 

Laboratory  Findings 

The  paucity  of  adequate  technics  and  reliable 
measurements  for  an  adequate  evaluation  of  the 
chemical  pathology  of  muscle  delimits  a specific 
characterization  of  disordered  function.  How- 
ever, the  familiar  laboratory  determinations 
throw  some  light  on  the  functional  deviations  in 
this  unique  disea.se.  The  basal  metabolic  rate 
was  increased  modc'rately  during  an  attack. 
The  blood  showed  a leukopenia  with  a relative 
and  absolute  increase  in  the  eosinophils.  'I'he 
sedimentation  rate  was  normal  during  each  of  the 
attacks  observed.  Plasma  and  red-cell  cho- 
linesterase levels  were  normal;  liver  function 
tests  were  also  normal.  Serum  glutamic  ox- 
lacetic  transaminase  was  elevated  in  direct 
function  to  the  activity  of  the  disease.  Serum 
electrophoretic  patterns  revealed  high  alpha2 
and  gamma  globulin  levels.  The  spinal  fluid  was 
clear,  and  the  serologj'  study  vielded  negative 
results. 

The  glucose  tolerance  test  was  normal,  but 
there  was  a rise,  instead  of  a marked  fall,  in  the 
inorganic  phosphate  through  the  cellular  uptake, 
d'he  pyruvate  tolerance  test  showed  a normal 
rise  in  blood  sugar  and  pyruvate.  The  serum 
potassium  test  showed  the  normal  fall,  but  the 
serum  inorganic  phosphate  again  indicated  an 
unexpected  rise.  McArdle,  in  I9ol,‘  olxserved 


a similar  myopathy  with  severe  pain  ami  muscle 
stiffness  provoked  by  moderate  exercise.  This 
ri.se  was  attributed  to  a defect  in  the  muscle 
glycogen  breakdown,  and  the  marked  contrac- 
tures were  due  to  an  inability  to  dissimilate 
gl}'cogen  to  lactate,  according  to  the  changes 
observed  in  blood  lactate  and  p\Tu\'ate  concen- 
trations following  excessive  exercise. 

Serum  polysaccharides  increased  progressively 
during  an  attack,  as  shown  by  paper  electro- 
phoresis. They  provided  the  best  early  criterion 
of  the  activity  of  the  muscular  disorder  in 
infection,  injury,  or  stress  with  considerable 
elevation  in  the  alpha-gl}’coprotein  fraction. 
'I’he  stiffness  persisted  as  long  as  the  serum  non- 
glucosamine mucopolj'saccharides  and  serum 
hexosamines  remained  elevated,  and  it  cleared 
after  the  lowering  of  the  serum  mucopolysac- 
charide levels.  Serial  determinations  of  the 
serum  mucopolysaccharides  with  the  diphen- 
ylaminer  eagent  gave  the  characteristic  purple 
color  of  intensities  directl}^  proportional  to  the 
mucopolysaccharide  concentration.  The  color 
change  is  due  to  sialic  acid,  a common  component 
of  mucoproteins,  and  therefore  reflects  the  serum 
mucoprotein  content  quantitatively  by  colori- 
metric measurements.  Either  method  enabled 
us  to  detect  the  onset  before  stiffening  took  place 
and  to  follow  the  course  of  the  disease  and  the 
duration  of  ACTH  or  cortisone  therap5^ 

Steroid  excretion  was  normal  throughout  the 
pubertal  period.  Serum  creatine  was  1.7  mg. 
jier  100  ml.,  but  the  urine  showed  increased 
creatine  and  decreased  creatinine  content,  as  in 
other  muscle-destroying  diseases,  but  no  myo- 
globin. 'File  ui'ine  also  n'veak'd  the  prt'sence  of 
reducing  substances  despite  the  normal  blood 
sugar  content.  Excessive  sweating  affected  the 
electrolyte  metabolism,  causing  sodium  retention 
before  an  attack  and  sodium  diuresis  with 
potassium  retention  following  an  attack.  'I’he 
patient’s  hands  were  just  as  wet  in  cold  weather 
after  an  attack  as  they  were  in  the  warmest  days 
of  summer.  This  condition  was  relieved  spon- 
taneousl}'  with  adequate  electrolyte  intake  within 
a week  of  the  siege.  Accumulations  or  depletions 
of  these  ions  altered  excitability,  contracture,  or 
swelling  of  muscle.  But  our  data  on  sodium  and 
potassium  distortions  are  too  transient  to  throw 
light  on  the  underlying  mechanism. 

Comment 

'I’hc  .stiff-man  .syndrome  in  an  adult,  first 
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TABLE  II. — Blood  Changes  Occurring  With  Acute  Attacks  of  Muscle  Stiffness 


Component 

Before 

During 

After 

Hemoglobin 

14.4  Gm.  per  100 
ml. 

14.4  Gm.  per  100 
ml. 

14.4  Gm.  per  100 
ml. 

Red  blood  count 

4.5 

4.5 

4.5 

White  blood  count 

11,400 

6,800 

10,800 

Polymorphonuclear  cells 

43  per  cent 

47  per  cent 

40  (per  cent) 

Lymphocytes 

55  per  cent 

45  per  cent 

59  (per  cent) 

Eosinophils 

2 per  cent 

8 per  cent 

1 (per  cent) 

Ervthrocvte  Sedimen- 

Normal 

Normal 

Normal 

tation  Rate 

Glucose 

Normal 

Normal 

Normal 

Glucose  tolerance 

Normal 

Normal 

Normal 

Inorganic  phosphate 

Normal 

Greater 

Normal 

Pvruvate  tolerance 

Normal 

Normal 

Normal 

Serum  creatine 

Normal 

Normal 

Normal 

Serum  potassium 

Normal 

Greater 

Serum  sodium  -|- 

Greater 

Greater 

Normal 

Serum  gamma-globulin 

Greater 

Greater 

Normal 

Serum  alpha2-globulin 

Greater 

Greater 

Normal 

Serum  polysaccharides 

Normal 

Greater 

Normal 

Serum  hexosamines 

Normal 

Greater 

Normal 

Plasma  cholinesterase 

Normal 

Normal 

Normal 

Red  blood  count 

Normal 

Normal 

Normal 

cholinesterase 

Serum  transaminase 
VDRL  test 

Normal 

Negative  findings 

Greater 

Normal 

TABLE  III. — Urinary  Changes  Occurring  with 
Acute  Attacks  of  Muscle  Stiffness 


Component 

Before 

During 

After 

Sodium  mEq.  per 
hour 

7.7 

11.3 

7.5 

Potassium 

1.3 

0 9 

1.7 

Chlorine 

6.4 

8.5 

9.7 

Albumin 

Normal 

Normal 

Normal 

Sugar 

Normal 

Normal 

Normal 

Cells 

Normal 

Normal 

Normal 

Creatine 

Normal 

Normal 

Creatinine 

Normal 

Normal 

Reducing  substance 

-b 

+ + 

+ 

described  by  Ornsteen  in  1935,^  is  characterized 
by  an  insidious  onset  of  progressive  rigidity 
of  the  skeletal  muscles  accompanied  by  muscular 
spasm.  Clinical  studies  of  recurrent  attacks  of 
muscular  rigidity  in  various  disorders  have  been 
reported  in  children  (Table  I)  under  different 
diagnoses,  but  the  patterns  do  not  parallel  the 
unique  observations  in  this  case.  Besides,  the 
case  studies  are  incomplete,  and  the  laboratory 
data  are  inadequate  for  correlation  or  inter- 
pretation. The  case  presented  simulates  the 
board-like  rigidity  of  the  affected  muscles  in 
adults,  characterized  as  the  stiff-man  syndrome, 
predominant  in  males  whose  histories  reveal  no 
such  attacks  in  other  members  of  the  family. 

Afflicted  adults  reveal  a consistent  rise  in 
serum  phosphate  and  a fall  in  serum  phosphorus 
and  potassium  after  the  administration  of 


pyruvate,  glucose  with  insulin,  and  epinephrine 
(Table  II).  The  urine  also  showed  reducing 
substances,  occasionally  identified  as  glucose 
(Table  III).  Asher,  in  1958,“  described  abnormal 
variations  in  the  size  and  staining  reaction  of  the 
muscle  and  a marked  increase  in  collagen  and 
elastic  tissues  and  in  areas  of  nuclear  aggregates 
and  lymphorrhages.  Whalen,  Combs,  and  Deiss, 
in  1959,“  observed  massive  infiltration  of  collagen 
fibers  in  biopsy  specimens.  There  was  a loss  of 
striation  and  sarcolemmal  hyperplasia,  but  there 
was  no  cellular  infiltration  or  abnormality  of  the 
blood  vessels.  The  electromyogram  was  normal. 

i\Iy  patient  developed  the  stiff-man  s3mdrome 
at  pubertjq  with  recurrent  sudden  attacks  of 
progressive  muscular  rigidity  of  the  whole  body, 
accompanied  by  agonizing  pain  and  tremendous 
strength  triggered  by  a fall,  fright,  excitement,  or 
infection.  The  gradual  reversibility  of  the 
marked  rigidity  of  the  musculature,  accelerated 
by  ACTH,  correlated  with  abnormal  phosphate 
metabolism,  increased  serum  mucopolysac- 
charides, augmented  serum  transaminase  ac- 
tivity, and  persistent  reducing  substances  in  the 
urine.  In  1959  I considered  this  data  the  basis 
for  an  underlying  metabolic  disorder.'* 

1060  Park  Avenue,  New  York  28 
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Elucidation 


(Continued  from  page  2462) 

Idiopathic  hemochromatosis  is  a disease 
characterized  by  an  aberration  in  iron 
storage  leading  to  the  deposition  of  iron  in 
various  body  tissues.  Its  hereditary  nature 
indicates  that  it  may  be  an  inborn  error  in 
metabolism.  The  so-called  classical  picture 
is  diabetes  with  bronzed  skin  and  cirrhosis. 
However,  cardiac  involvement  is  being 
recogirized  increasingly  and  is  now  listed 
as  the  single  leading  cause  of  death  in 
primary  hemochromatosis. 

The  patient  described  here  presents  the 
usual  clinical  findings.  Males  over  thirty- 
five  years  constitute  90  per  cent  of  patients. 
While  many  cases  occur  sporadically,  a 
familial  predisposition  is  well  documented. 
Mild,  easily  controlled  diabetes  and  in- 
creasing skin  pigmentation  are  the  most 
common  presenting  complaints.  Non- 
specific symptoms  such  as  weakness,  weight 
loss,  and  malaise  are  often  present.  Hepatic 
involvement  manifests  itself  as  typical 
cirrhosis  with  hepatomegaly,  splenomegaly, 
spiders,  testicular  atrophj'-,  and  loss  of 
secondary  sex  characteristics. 

The  abdominal  pain  which  was  the  initial 
c(unplaint  in  this  case  is  a frequent  symptom 
and  is  apparently  due  to  increasing  hepato- 
megaly with  aggravating  congestive  failure. 
It  is  interesting  to  note  that  the  incidence  of 
hepatomas  in  hemochromatosis  is  approx- 


imately 14  per  cent,  which  is  three  times 
greater  than  in  Laennec’s  cirrhosis. 

Increased  skin  pigmentation  is  more  a 
reflection  of  increased  melanin  than  of 
hemosiderin  deposition.  It  is  more  prom- 
inent over  the  exposed  areas  and  therefore  is 
often  overlooked. 

Hemosiderin  deposition  within  the  myo- 
cardial muscle  fibers  is  associated  wth 
edema,  fragmentation,  necrosis,  and  fibrosis. 
As  cardiac  involvement  increases,  progres- 
sive unresponsive  failure  develops.  There 
is  usually  cardiac  enlargement  and  dilata- 
tion. Various  cardiac  arrhythmias  are 
frequent.  Occasionally  the  cardiac  man- 
ifestations ov'enshadow  the  other  signs  and 
symptoms  of  the  disease. 

The  most  reliable  diagnostic  procedures 
are  liver  biopsy  and  serum  iron  deter- 
minations. A skin  biopsy  is  often  dis- 
appointing. 

Treatment  is  unsatisfactory.  Repeated 
phlebotomies  and  the  use  of  the  chelating 
agents  are  the  most  popular  modalities  at 
this  time. 
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Joseph  Goldberger  and  the  Mysterious  Hunger 

EDWARD  PODOLSKY,  M.D.,  LITT.D.,  BROOKLYN,  NEW  YORK 


T T WAS  Cesare  Lombroso,  M.D.,  the  squat, 
bespectacled  doctor,  far  more  interested 
in  criminology  than  in  medicine,  who  had 
the  first  inkling  of  the  nature  of  the  mystery 
of  pellagra.  It  was  just  a minute  glimpse, 
and  he  failed  to  do  very  much  about  it. 
He  believed  that  pellagra  was  a disease 
caused  by  eating  spoiled  maize,  that  it  was 
not  communicable,  and  that  in  some  way 
it  was  connected  with  the  diets  of  poor  per- 
sons. But  Dr.  Lombroso  was  more  in- 
terested in  the  workings  and  cunning  of 
the  criminal  mind  than  he  was  in  the  diets 
of  poor  persons,  and,  while  impoverished 
Italians  in  southern  Italy  were  dying  of  the 
mysterious  disease  that  etched  its  red  sig- 
nature on  the  faces  and  hands  of  its  victims, 
he  went  about  noting  that  criminals  had 
thick  lips  and  bulging  ridges  above  their 
eyes. 

Many  years  elapsed  before  another  Jewish 
doctor  took  to  the  very  thin  trail  that  Dr. 
Lombroso  had  scratched  out  in  the  midst 
of  a thousand  and  one  duties  that  interested 
him  far  more  than  pellagra.  The  year  was 
1914,  and  the  doctor  was  Joseph  Goldberger, 
M.D.,  a member  of  the  United  States  Health 
Service,  whose  physicians  had  contributed 
so  much  to  the  advancement  of  public 
health  not  only  in  the  United  States  but 
also  throughout  the  world.  Pellagra  was 
becoming  a very  serious  problem  in  the 
South;  Dr.  Goldberger  received  orders 
to  go  south  in  an  attempt  to  find  out  what 


caused  the  disease  and  how  it  could  be 
cured  and  prevented. 

Biography 

Joseph  Goldberger  was  born  in  what  was 
later  to  be  known  as  Czechoslovakia  on 
July  16,  1874.  He  spent  the  first  eight 
years  of  his  life  in  his  native  country,  emi- 
giating  with  his  parents  to  New  York  City 
in  1882.  Here  he  received  his  public  school 
('ducation  on  the  East  Side,  the  ghetto  from 
which  came  many  great  men  of  this  country. 
And  like  most  East  Side  boys  he  went  to 
the  College  of  the  City  of  New  York.  He 
later  entered  Bellevue  Medical  School  from 
which  he  was  graduated  with  the  degree  of 
Doctor  of  Medicine  in  1895. 

For  two  years  after  his  graduation  he 
practiced  in  New  York  City,  and  during 
that  time  he  was  a member  of  the  Third 
IMedical  Division  of  Bellevue  Hospital. 
But  he  soon  tired  of  a practice  of  dyspepsia 
and  sore  throats  on  the  East  Side.  Ho 
moved  to  Wilkes-Barre,  Pennsylvania,  where 
he  practiced  from  1897  to  1899.  In  1899 
he  took  an  examination  which  he  passed  with 
flying  colors  and  was  appointed  assistant 
surgeon  in  the  United  States  Public  Health 
Service,  at  that  time  called  the  Marine  Hos- 
pital Service.  Dr.  Goldberger  was  more 
interested  in  research  than  in  general  prac- 
tice, and  he  felt  that  as  a member  of  the 
Public  Health  Service  he  would  be  in  a 
better  position  to  serve  his  profession. 
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During  the  fifteen  years  that  elapsed  be- 
tween his  appointment  to  the  service  and 
the  year  he  was  commissioned  to  look  into 
the  pellagra  problem,  Dr.  Goldberger  had 
been  sent  on  missions  of  medical  research 
to  many  sections  of  the  country,  as  well  as  to 
Puerto  Rico  and  Mexico.  He  had  gained 
an  enviable  reputation  as  a careful  and 
meticulous  worker,  and  when  pellagra  be 
came  a serious  problem  he  was  the  logical 
man  to  appoint  to  study  the  scourge. 

Communicability 

It  was  the  fact  that  pellagra  caused  sick 
minds  as  well  as  sick  bodies  that  first  inter- 
ested Dr.  Lombroso,  who  was  a psychia- 
trist. Dr.  Goldberger,  although  not  a 
psychiatrist,  knew  that  most  of  his  pel- 
lagrins would  be  found  in  asylums  for  the 
mentally  disturbed.  So  it  was  to  the  var- 
ious state  hospitals  of  the  South  that  he 
made  his  fir.st  visits. 

There  he  learned  that  pellagra  was  not  a 
contagious  di.sease — that,  in  spite  of  the 
fact  that  nur.ses,  doctors,  and  attendants 
came  in  intimate  daily  contact  with  the 
pellagrins,  not  one  of  them  had  ever  caught 
the  disease. 

Dr.  Goldberger  then  made  a searching 
study  of  the  life  history  of  the  pellagrins, 
and  he  found  that  all  of  them  were  poor, 
that  their  diets  were  of  the  meanest  sort, 
and  that  they  all  ate  practically  the  same 
types  of  food.  Here  was  a definite  clue  into 
the  mystery  of  the  disease  that  robbed  its 
victims  of  their  wits,  reddened  their  skins, 
and  finally  sent  them  to  their  graves. 

But  the  first  and  greatest  problem  that 
Goldberger  had  to  solve  was  whether  or  not 
pellagra  was  communicable.  Like  Walter 
Reed,  M.D.,  whom  the  government  had 
sent  to  Panama  more  than  a decade  pre- 
viously to  fight  yellow  fever.  Dr.  Goldberger 
found  brave  volunteers,  men  who  were 
willing  to  sacrifice  their  lives  to  prove  or 
disprove  a theory.  Sixteen  of  these  vol- 
unteers offered  themselves  as  human  guinea 
pigs.  Under  their  skins  and  into  their 
muscles.  Dr.  Goldberger  injected  the  blood 


of  pellagrins.  He  even  fed  them  skin 
scales,  scrapings  from  the  nose  and  throat, 
and  urine  and  feces  condensations  from 
patients  with  the  most  advanced  cases. 
But  not  one  of  them  developed  a case  of 
pellagra. 

What  Dr.  Goldberger  had  asked  others  to 
do  he  also  did  himself.  He  swallowed  all 
sorts  of  vile  concoctions  made  from  the 
blood,  urine,  and  feces  of  the  most  advanced 
cases,  but  he  also  remained  free  from  the 
disease. 

So  Dr.  Goldberger  convinced  himself  and 
other  physicians  that  pellagra  was  not  a 
disease  caused  by  a germ.  It  took  him  a 
year  to  popularize  this  conception,  but  he 
was  no  nearer  to  the  truth  than  he  had  been 
before.  If  pellagra  was  not  caused  by  a 
germ,  then  what  did  cause  it? 

Diet 

Back  he  went  to  the  state  hospitals  for 
the  mentally  ill  and  back  to  more  probing 
into  the  private  lives  of  pellagrins,  both  sane 
and  insane.  The  more  he  examined  his 
patients,  the  more  impressed  he  was  with  the 
fact  that  they  all  had  been  impoverished, 
subsisting  on  the  meanest  of  foods,  on  food 
that  barely  kept  them  alive.  In  food,  he 
felt,  was  the  answer  to  his  problem. 

Pellagra  was,  he  thought,  a disea.se 
caused  by  eating  the  wrong  kind  of  food. 
This  was  only  a theory,  and  it  would  have  to 
be  proved.  Dr.  Goldberger  went  to  Mis- 
sissippi in  1915,  and  at  the  State  Peniten- 
tiary he  was  able  to  persuade  the  warden  to 
let  him  have  11  convicts  on  whom  to  try  his 
experiments  with  diets.  On  February  4 he 
obtained  his  volunteers.  He  put  them  on  a 
diet  which  consisted  of  biscuit,  corn  bread, 
sweet  potatoes,  corn,  grits,  rice,  brown 
gravy,  corn  syrup,  coffee,  and  sugar,  with 
only  a moderate  amount  of  vegetables  and  no 
milk,  meat,  or  fruit.  This  was  the  diet  on 
which  the  poorer  white  people  of  the  South 
had  been  subsisting  for  many  years  and  on 
which  they  developed  the  red  skin  disease 
that  finally  robbed  them  of  their  sanity. 

Within  five  months,  (>  of  the  1 1 convicts 
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had  developed  pellagra.  The  others,  who 
had  had  a balanced  diet  and  who  had  come 
in  contact  with  the  pellagrins,  had  not 
developed  the  disease. 

Here  was  the  answer  to  another  problem 
that  had  been  puzzling  him.  Why  had  the 
nurses  and  doctors  at  the  state  hospitals 
been  free  from  the  disease  although  they 
came  in  close  contact  with  the  pellagrins? 
He  re-examined  the  diets  of  the  doctors  and 
those  of  the  patients  and  found  that  the 
hospital  attendants  had  a liberal  diet  of 
meat,  milk,  and  fruit,  while  the  diets  of  their 
patients  were  devoid  of  these  articles  of  food. 
This  w'as  true  also  in  certain  orphanages  in 
which  some  of  the  orphans  developed 
pellagra  while  the  staff  did  not.  The  diet 
of  the  orphans  was  poor  in  milk,  fruits,  and 
meat. 

Dr.  Goldberger  instituted  reforms  in  the 
diets  of  his  pellagrins.  He  saw  to  it  that 
they  had  plenty  of  milk  and  meat.  After 
subsisting  on  a diet  rich  in  the  proper  foods, 
their  skins  returned  to  normal,  and  their 
minds  and  eyes  became  clearer.  Their 
bones  became  straighter  and  stronger,  and 
their  muscles  grew  firmer.  After  several 
weeks  on  a well-balanced  diet  the  pellagrins 
emerged  as  normal  men  and  women. 

Sources  of  Pellagra- Preventive 

What  was  there  in  the  food  that  caused 
this  magical  transformation?  Had  it  .some- 
thing to  do  with  the  vitamins  newly  dis- 
covered by  Casimir  Funk,  M.D.?  After 
many  experiments  on  rats  and  dogs.  Dr. 
Goldberger  became  convinced  that  the  lack 
of  a water-soluble  accessory  food  factor,  a 
vitamin,  was  the  one  and  only  cause  of 
pellagra. 

This  food  factor  w'as  found  abundantly  in 
milk  and  meat;  therefore,  it  was  an  amino 
acid.  Was  it  casein?  More  experiments 
followed,  and  more  facts  were  established. 
These  were  not  very  conclusive.  Casein 
alone  did  not  prevent  all  the  symptoms  that 
indicated  an  attack  of  pellagra.  There  was 
something  else.  The  other  mysterious  com- 
ponent he  designated  as  “P-P”  or  pellagra- 


preventive.  It  did  not  act  in  itself  as  the 
sole  preventive,  but  in  association  with 
vitamin  B it  did.  Pellagra-preventive  was 
found  in  great  abundance  in  pure  dried 
brewers’  yeast.  Yeast  also  contained  all 
the  other  factors  capable  of  preventing 
pellagra. 

Brewers’  yeast  was  the  new  magic  food 
that  cured  and  curbed  pellagra!  How  was 
Dr.  Goldberger  to  flood  the  South  with  this 
potent  food?  How  was  he  to  banish  pellagra 
from  its  hold  on  the  South?  Robert  IMc- 
Dowell  Allen  had  an  organization  that  had 
been  growing  yeast  on  varying  mashes  and 
feedings;  a marked  difference  in  the  growth 
and  reproduction  in  the  litters  of  experi- 
mental animals,  raised  on  the  yeast  from  the 
different  mashes,  had  been  observed.  An 
all  grain  mash  with  grain  extract  gave  very 
good  results,  much  better  than  those  from 
the  molasses  ammonium  salts  media  for 
yeast  growth.  Allen  finally  obtained  a pure 
extract  that  gave  uniformly  good  results. 
He  took  samples  of  it  to  Dr.  Goldberger  in 
Washington.  It  was  bitter  in  taste. 

“I  wish  I had,  at  once,  a thousand  pounds 
of  it,”  Dr.  Goldberger  exclaimed.  “It  will 
take  several  weeks,  through  the  necessary 
purchasing  routine  to  get  it.  The  people  in 
the  pellagra  section  are  educated  to  bitter 
medicine  and  will  use  it.” 

At  8:30  the  next  morning  Dr.  Goldberger 
and  Mr.  Allen  left  for  the  South.  Together 
they  organized  the  manufacture  and  wide 
distribution  of  the  new  pure  yeast  to  those 
communities  in  which  pellagra  was  rampant 
at  a price  that  poor  persons  could  pay. 

In  1927  the  Mississippi  River  flood  brought 
many  cases  of  pellagra  into  the  disaster  relief 
camps.  Dr.  Goldberger  and  the  State 
County  Medical  Director  of  the  American 
Red  Cross  had,  because  of  it,  an  unusually 
large  pellagra  clinic.  It  was  here  that  dried 
brewers’  yeast  proved  its  power  to  banish 
and  control  this  disease. 

However,  it  w’as  not  alone  in  brewers’ 
yeast  that  the  magical  pellagra-preventive 
was  to  be  found.  Dr.  Goldberger  con- 
tinued his  search  and  examined  other  foods. 


July  15,  1961 


?491 


EDWARD  PODOLSKY 


In  1928  he  and  his  associates  were  the  first 
to  show  that  dried  pig’s  liver  was  a rich 
source  of  the  antipellagra  vitamin.  The 
Minot  liver  extract,  Avhich  was  proving 
such  a valuable  medicine  for  the  conquest  of 
pernicious  anemia,  was  also  proving  to  be  a 
most  valuable  medicine  for  the  treatment 
of  pellagra. 

What  about  fruits  and  vegetables? 
Tomatoes  in  liberal  quantities  were  found 
to  be  of  value  in  the  treatment  and  preven- 
tion of  pellagra.  Canned  salmon  was  found 
to  be  as  good  as  meat  in  furnishing  the 
desirable  vitamins  which  prevented  the 
disease.  Milk  and  egg  yolk  also  contained  it 
in  sufficient  amounts.  But  other  fruits 
and  vegetables  contained  precious  little. 
Carrots  and  rutabagas,  two  much  talked- 
about  vegetables,  lacked  this  element  en- 
tirely. 

Sociology  of  Pellagra 

The  sociology  of  pellagra  was  just  as  im- 
portant to  Goldberger  as  its  medicine. 
Now  that  he  had  a cure  for  this  disease  and  a 
preventive  as  well,  it  was  most  important 
that  this  element  be  made  available  to  the 
greatest  number  of  people  in  the  shortest 
time  possible.  In  1927,  together  with  William 
Sydenstricker,  M.D.,  he  made  a survey  of  the 
pellagra  problem  in  Tennessee,  Arkansas, 
and  Louisiana.  It  was  their  recommemla- 
tion  that  local  relief  agencies  furnish  the 
local  health  authorities  with  a supply  of 
foods  containing  the  pellagra-preventive 
factor  to  be  distributed  to  families  suffering 
from  this  disease.  They  encouraged  also  the 
ownership  of  milch  cows  and  the  cultivation 
of  gardens  in  which  to  grow  the  vegetables 
capable  of  preventing  the  onset  of  pellagra. 
To  curb  the  disease,  as  well  as  to  prevent  its 
appearance,  it  was  most  important  to  teach 
people  what  to  eat  and  how  to  get  the 
proper  food  to  eat. 

Dr.  Goldberger  had  always  been  interested 
in  the  s(x-iologic  background  of  disease, 
lie  found  that  poor  persons  suffered  from 
uulrilional  disorders  much  more  frequently 
Ilian  tho.sc  whoso  incomes  made  possible 
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more  adequate  diets.  In  the  United  States 
pellagra  always  had  occurred  most  fre- 
quently in  the  South,  particularly  in  the 
area  south  of  the  Potomac  and  Ohio  rivers. 
Dr.  Goldberger  made  a thorough  survey  in 
South  Carolina,  a state  in  which  pellagra 
occurred  very  frequently.  There  was  a very 
definite  relationship  between  lack  of  money, 
lack  of  essential  foods,  and  prevalence  of  the 
disease.  Unfortunately,  pellagra  is  much  of 
a problem  in  the  South  even  today.  It  is 
very  difficult  to  change  the  dietary  habits 
of  a people. 

Other  Observations 

Dr.  Goldberger  was  among  the  first  to 
point  out  that  dietary  deficiencies  were 
prolific  in  causing  disease,  not  only  in  men 
but  in  animals  as  well.  The  black  tongue 
in  dogs  and  pellagra  in  man  are  both  caused 
by  a lack  of  antipellagrin  elements.  By 
feeding  dogs  a diet  similar  in  all  respects  to 
that  which  caused  pellagra  in  men.  Dr.  Gold- 
berger and  Henry  Wheeler,  M.D.,  succeeded 
in  producing  black  tongue  in  dogs.  By 
feeding  these  same  dogs  diets  rich  in  antipel- 
lagrin vitamins  black  tongue  was  made  to 
disappear  in  a short  time.  This  little  ex- 
periment in  a bypath  is  regarded  as  of  extreme 
importance  in  veterinary  medicine  today. 

Dr.  Goldbergf'r’s  work  on  pellagra  really 
was  never  finished,  and  he  was  almost  con- 
stantly occupied  with  this  problem  for  the 
rest  of  his  life.  To  him  pellagra  was  a most 
fascinating  disease.  He  devoted  a great 
many  hours  of  research  and  observation  to 
its  manifestations,  its  many  phases,  and  its 
clinical  course.  He  helped  impress  its 
symptoms  and  signs  on  the  minds  of  fellow 
doctors;  he  wrote  extensively  about  it  and 
described  it  so  often  that  it  became  very 
familiar. 

First  there  was  an  eruption,  followed  by 
weakness,  nervousness,  and  indigestion. 
When  a child  began  to  lose  weight,  becoming 
listless  and  fretful,  it  was  a good  idea  to 
suspect  pellagra.  In  older  persons  a loss  of 
strength  with  indigestion  and  nervousness, 
coming  in  the  spring  or  made  worse  in  the 
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fall,  was  often  a sure  sign  that  pellagra  was 
the  cause. 

Although  it  is  with  pellagra  that  the  name 
of  Joseph  Goldberger  always  will  be  asso- 
ciated, he  devoted  a great  deal  of  his  time  to 
research  on  other  problems.  Hookworm, 
another  disease  found  in  the  South,  claimed 
his  attention  for  a while,  and  he  did  much  to 
advance  knowledge  of  this  disease  that  made 
sloths  of  energetic  men  and  made  their  blood 
run  as  thin  as  water. 

Measles  was  another  ailment  that  inter- 
ested the  doctor.  He  was  among  the  first  to 
perform  experimental  inoculations  of  measles. 
It  was  he  who  discovered  also  a filtrable  virus 
in  measles,  and  he  was  among  the  first  to 
i write  a full  description  of  the  nature  of  this 
j virus. 

He  became  interested  in  typhus  fever  and 
I produced  transfer  by  inoculation  of  typhus 
' fever  from  man  to  monkey.  He  also  in- 
duced immunity  to  typhus  fever. 

Yellow  fever,  dengue  fever,  cholera, 
diphtheria.  Brill’s  disease,  the  straw  itch, 
and  the  mode  of  the  transmission  of  in- 
fluenza: these  also  claimed  Dr.  Goldberger’s 
attention.  He  was  a tireless  worker  in  the 
laborator}',  the  field,  the  clinics,  and  the 
hospital. 

Conclusion 

There  was  one  disease  to  which  Dr.  Gold- 


berger did  not  pay  much  attention.  It  was 
a disease  which  was  beginning  to  loom  large 
in  modern  life  and  to  claim  more  and  more 
lives  as  the  years  went  by.  This  disease  was 
cancer. 

It  had  already  .sown  its  malignant  .seed  in 
his  kidneys.  Even  while  he  was  conducting 
his  great  re.searches  there  were  sharp  knife- 
like pains  which  at  times  made  him  hold  his 
breath.  His  surgeon  friends  knew  what  it 
was;  he  him.self  had  an  idea.  But  he  was 
helpless,  utterly  helpless.  Cancer  was  not 
pellagra,  and  he  knew  in  his  heart  that  he 
could  do  nothing  to  save  himself,  nor  could 
the  most  skillful  of  his  colleagues. 

He  was  in  the  prime  of  life,  the  middle 
fifties,  and  he  knew  that  the  wilful  growth 
would  spread  and  finally  kill  him.  In  his 
fifty-fifth  year  Goldberger  died  from  a 
carcinoma  of  the  kidneys. 

The  name  of  Joseph  Goldberger  is  one  of 
the  greatest  in  modern  medicine.  It  will  be 
associated  for  all  time  with  the  conquest  of 
pellagra,  the  m\'sterious  hunger  that  etched 
a red  curse  on  the  hands  and  faces  of  men 
and  robbed  them  of  their  reason.  In  1929 
the  House  of  Representatives  of  the  United 
States  voted  a pension  to  his  widow  “in 
recognition  of  the  services  of  Dr.  Goldberger 
in  discovering  the  essential  cause  of  pellagra 
and  means  of  its  cure  and  prevention.” 

1049  East  18th  Street,  Brooklyn  30 


More  Women  Than  Men  Have  High  Blood  Pressure 

In  all  age  groups,  more  women  than  men  have  medical  profession.  However,  studies  have  shown 

high  blood  pressure,  according  to  Patterns  of  Disease,  that  women  are  less  vulnerable  than  men  to  the 

a Parke,  Davis  & Company  publication  for  the  damaging  effects  of  high  blood  pres.sure. 
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Citizen  Participation  in  Holland  as  an  Aid  to  Mental  Health* 

JOOST  A.  M.  MEERLOO,  M.D.,  NEW  YORK  CITY 


The  form  of  voluntary  social  work  and  civic 
responsibility  I shall  present  is  rather  simple 
in  its  implications  and,  according  to  my  ex- 
periences in  Holland,  has  a favorable  influence. 
Yet  in  its  realization  we  encountered  difficulties 
related  to  unforeseen  traditions  and  taboos. 
1 am  aware  of  the  fact  that  for  a number  of 
years  the  same  kind  of  practice  has  been  followed 
in  this  country,  encountering  the  same  taboos 
by  families  and  some  social  workers.  My 
subject  is  the  voluntary  supervision  of  problem 
children  and  their  problem  famihes  by  fellow 
citizens  and  the  prophylactic  hygienic  action 
such  guardianships  and  voluntary  help  can  have 
on  youth  criminality  and  on  aged  persons  as  well. 

History 

Before  describing  some  experiences  with 
such  voluntary  communal  responsibility  and 
participation,  I should  like  to  conduct  a short 
trip  to  some  Dutch  museums.  Huge  paintings 
of  Holland’s  Golden  Age,  the  seventeenth  cen- 
tury, portray  the  stately,  rather  plump,  and 
highly  dignified  ladies  from  that  time  (Fig.  1). 
Those  groups  of  women,  painted  by  the  dashing 
flamboyant  masters  of  the  palette,  frequently 
represented  the  regents  of  some  charitable 
institution  and  were  in  effect  the  social  workers 
of  those  days  (Fig.  2).  They  might  be  the 
Regents  of  the  Leprosy  Hospital,  or  the  Matrons 
of  the  Prisons,  or  again  the  Protectors  of  the 
Beguinages,  which  were  courts  for  aged  women 
where  people  could  live  in  peace  and  material 
security. 

Those  solemn  groups — the  Citizens’  Com- 
mittees of  the  seventeenth  century — represent 
an  age-old  social  tradition  in  the  Lowlands 
which  was  related  to  the  enormous  mercantile 
expansion  of  that  tiny  country.  The  husbands 
were  often  out  on  the  Seven  Seas  to  conquer  the 
world.  They  nearly  succeeded,  too. 

* Speech  given  to  the  Women’s  City  Club  of  New 
York  in  cooperation  with  the  Citizens’  Committee  for 
Children,  November  30,  1960. 


Fig.  1.  The  Lady  Regents  of  St.  Elizabeth’s 
Hospital,  Johannes  Verspronck,  1642,  The  Frans 
Hals  Museum,  Haarlem. 


The  restlessness  of  the  men  in  those  days 
of  both  conquest  and  cultural  expansion  pro- 
moted the  perseverance  of  matriarchal  remnants 
in  the  little  republic.  Women  had  a freer 
position  in  Holland  than  in  most  other  European 
countries.  That  is  why  the  ancient  tradition 
persisted  in  a form  of  community  participation 
and  commitment  of  which  I shall  give  some 
examples. 

Courtyards  of  the  Aged 
In  Holland  and  in  Flanders  there  are  many 
ancient  buildings  and  monuments  inspired  by 
the  chivalrous  Middle  Ages  and  the  Renaissance, 
called  the  Courtyards  of  the  Aged  (Fig.  3). 
In  coming  across  such  a courtyard  in  the  ver}- 
midst  of  Amsterdam  one  suddenly  steps  into  the 
monumental  quietness  and  beauty  of  ages  ago. 
A group  of  elderly  people— couples  or  single 
men  and  women — live  there  in  their  own  tiny 
home  without  any  material  worries.  The  system 
varies  from  town  to  town,  but  this  remnant  of 
ancient  time  community  organization,  leading 
to  true  “social  security,”  is  still  intact  and  in 
use.  In  all  homes  there  is  a system  of  mutual 
participation  and  unobtrusive  supervision — no 
rigid  institutionalization  or  exploitation  but  the 
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Fig.  2.  Clothing  the  Children  at  the  Holy  Ghost 
Orphanage,  Haarlem,  J:ui  de  Hrav,  16G3,  Tlie 
Frans  Hals  Museum,  Haarlem. 

establishment  of  a real  self-help  atmosjihere  in 
a spirit  of  gratitude  of  a society  toward  its 
elders.  There  is  always  help  available  for  those 
who  are  unable  or  only  incompletely  able  to  take 
care  of  themselves.  It  is  a happy  occurrence 
indeed  that  also  in  America' — though  in  a more 
modern  fashion' — more  homes  for  aged  persons, 
rooted  in  the  idea  of  mutual  cooperation,  are 
being  built. 

Psychiatric  Aftercare 

Comparable  forms  of  social  institutions  have 
been  established  in  Holland  for  those  who  need 
aftercare  following  mental  diseases.  There  are 
special  \’illages  in  which  all  inhabitants  are 
dedicated  entirelj"  to  taking  care  of  the  emotion- 
ally ill  in  the  villagers’  own  homes.  That  was 
one  of  the  reasons  why  the  open-door  system  for 
the  nursing  of  mental  patients  found  its  origin 
in  the  Lowlands.  The  psychiatric  aftercare 
in  the  big  cities  followed  the  old  tradition  of 
returning  those  cured  patients  who  had  no 
adequate  homes  to  private  families  under  super- 
■vision  of  trained  social  workers.  By  the  waj’, 
Holland  is  one  of  the  first  countries  where  a 
State  Department  or  Ministry  for  Social  Work 
has  been  established,  at  this  moment  under  the 
guidance  of  a woman  Secretary  of  State. 

Family -Guardians 

It  was  only  toward  the  end  of  the  nineteenth 
century  that  all  over  Europe  and  in  the  United 
States  more  attention  was  given  to  the  specific 
jisychologic  needs  and  problems  of  the  neglected 


Fig.  3.  Court  of  the  Holy  Spirit,  a sixteenth  century 
foundation  for  the  old  aged  in  The  Hague. 


child  and  the  juvenile  delinquent.  Indeed,  it 
took  a long  time  to  persuade  the  authorities  that 
the  child  lives  in  his  own  world.  Within  the 
legal  courts  special  cliildren’s  courts  were  devel- 
oped, and  this  new  interest  forced  the  specialized 
judges  to  ask  the  interested  citizen  for  new  help 
and  commitment.  At  this  moment  in  Holland 
the  children’s  judge,  in  dealing  with  a problem 
child  and  his  alleged  asocial  actions,  can  pro- 
nounce a verdict  bringing  the  delinquent  under 
enforced  education  in  a children’s  home,  or  he 
can  choose  a better,  preventive  measure  bringing 
the  child  and  his  parents  for  a certain  time  under 
enforced  supervision  by  a so-called  family- 
guardian. 

Here  again  that  old  principle  of  civic  responsi- 
bility and  participation  by  the  community  comes 
to  the  fore.  The  family-guardian,  usually  a 
woman,  is  a member  of  a voluntary  association 
of  family-guardians,  and  she  may  very  well  be  a 
next  door  neighbor.  The  association  maintains 
close  cooperation  with  the  judge  and  with  child 
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guidance  bureaus.  The  members  are  taught 
liow  to  use  their  legal  power  and  how  to  be 
tactful  in  difficult  social  situations.  Familj' 
supervision  and  legal  guardianship  is  not  a 
tyrannic  intrusion  into  the  family;  it  makes  u.se 
of  the  psj’chologic  and  preventive  influence  of 
the  friendly  neighbor’s  onlooking  eye.  In 
essence  it  is  an  unobtrusive  control — not  a 
degrading  and  shameful  one  but  one  that  urges 
parents  and  child  to  review  and  check  their 
interaction.  The  guardian  is,  as  it  were,  a 
reminder  of  both  social  discipline  and  civic 
participation;  she  is  not  a pedantic  expert 
but  a good  friend.  A careful  selection  of  those 
family-guardians  is  an  important  point  of  mental 
hygiene.  From  time  to  time  the  famil3^-guardian 
re])orts  through  her  association  to  the  judge. 

1 could  cite  manj'  examples  of  how  this 
S.vmpathetic  onlooking  e3'e  of  a helpful  neighbor 
has  helped  to  promote  the  integration  and  self- 
discipline  of  a problem  family  and  its  de- 
linquent child  much  more  than  an3'  legal  en- 
forcement would  have  done.  The  guardian 
becomes,  as  it  were,  the  new  conscience  of  her 
pharges.  Many  parents  do  not  know  how  to 
train  and  restrain,  nor  do  they  know  how  to  be 
affectionate.  I have  witnessed  the  way  in  which 
an  overdominating  mother,  who  by  her  com- 
plaints unconsciously  incited  her  son  to  play 
hooky  and  to  steal,  lost  these  asocial  incentives 
the  moment  she  could  lean  on  a family-guardian. 

Alcoholic  parents  regained  their  self-con- 
fidence, and  thus  they  achieved  a completely 
different  influence  on  their  children.  Holland 
is  one  of  the  places  where  a radical  reduction  in 
alcoholism  has  taken  place  as  a result  of  the 
participation  of  special  organizations  in  the 
protection  of  potential  alcohohc  individuals. 

Observation  and  study  in  the  homes  bring  a 
new  dimension  to  the  study  of  mental  hygiene. 
'I'hey  reveal  the  tremendous  importance  of 
family  interaction  in  the  formation  of  personality. 

Control-  Villages 

Simultaneously  with  the  guardianship  there 
is  in  the  big  towns  in  Holland  a service  available 
to  rent  neat  and  modern  control  homes  belonging 
to  the  community  to  unstable  famihes  on  a 
temporary  basis;  there  social  workers  teach  the 
failing  families  to  adjust  to  better  and  more 
harmonious  living.  Families  are  put  in  these 
control-villages  on  the  advice  of  social  workers. 
Usually  they  stay  there  for  a year,  after  which 


the  total  situation  of  the  family  is  scrutinized 
anew.  One  of  these  projects  with  its  emergenc3' 
dwellings  became  an  example  for  other  n*- 
habilitation  villages.  Families  are  broken  up 
onl3'  when  the  supervisor  is  of  tin*  opinion  that 
a psychotic  parent  is  influencing  wrongl3'  the 
growing  up  of  the  children.  In  such  a case  we 
here  in  New  York  are  pleading  also  for  the 
separation  of  parent  and  child. 

Taboos 

The  principle  of  token  supervision  in  familv 
homes  sounds  so  simple,  y'et  in  the  realization 
of  this  work  we  have  to  overcome  specific  taboos. 
Ten  3’ears  ago,  when  I started  in  this  country 
to  apply'  this  principle  for  the  care  of  lonely'  aged 
persons,  one  of  the  difficulties  I encountered  was 
that  of  liberating  some  of  the  social  workers 
from  their  fetishes:  the  clinic  and  the  office 
desk.  According  to  Wootton,*  it  is  easier 
to  put  up  a clinic  than  to  pull  down  a slum. 
Wliile  the  workers  all  agreed  that  it  would  be 
very  helpful  to  pay  a visit  to  an  old  lady'  in  need 
of  attention,  the  bureaucratic  habit  prescribes 
that  people  come  to  the  office  with  its  atmosphere 
of  officiality  and  unreality.  IMy  experience  here 
and  in  Holland  has  pointed  out  that  the  shibbo- 
leth that  a person  must  want  help  in  order  to  be 
improved  is  fallacious.  The  psychiatrist  has  to 
be  aware  that  the  patient  uses  this  convenient 
“indignity”  as  a resistance  and  a justification  of 
his  passivity. 

I encountered  a shnilar  experience  in  the 
superx'ision  of  child  guidance  work.  First  the 
investigating  psychologists  hesitated  to  appear 
in  the  midst  of  the  problem  family'  to  see  what 
had  gone  awry  in  the  family  interrelation.  The 
technical  age  promotes  a magnetic  pull  to  our 
desks  and  makes  us  use  our  offices  as  protective 
laboratories  far  away  from  the  real  woes.  Yet, 
one  visit  to  the  home  often  means  more  to  the 
problem  family  than  many'  therapeutic  sessions 
in  the  investigator’s  office.  We  will  never  ac- 
quire insight  into  the  subtle  interrelation  between 
the  family  and  physical  and  mental  disease 
without  investigation  on  the  spot,  that  is  to 
say,  inside  the  family  home.  Only  then  do  we 
become  aware  of  the  existence  of  hidden  mental 
contamination  provoking  deviant  behavior. 

I do  not 'think  that  with  this  form  of  social 


* Wootton,  B.:  Social  Science  and  Social  Pathology, 
London,  Allen  and  Unwin,  1959. 
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work  we  intrude  iuto  tlie  sacred  privacy  of  the 
family  in  an  age  when  radio  and  television  in- 
trude constantly  and  often  in  a very  unhygienic 
and  threatening  wa}'.  The  family-guardian, 
licensed  by  the  judge  to  give  temporary  guidance 
to  a family  and  its  problem  child,  aims  at  pro- 
moting privacy  and  reserve,  because  in  our 
society  that  is  the  beginning  of  all  harmony. 

Sutntnary 

This  is  my  short  story.  From  experience 


in  a tiny  country  1 illustrated  ideas  that  actually 
have  been  in  effect  for  a number  of  years  in  this 
country  but  which  require  that  they  be  stimulated 
again  and  again.  From  the  museums  I turned 
to  the  homes  of  some  problem  families.  1 
introduced  the  subject  of  legalized  famih^- 
guardianship,  a noncost  community  participation 
with  useful  implications  for  mental  hygiene 
and  for  the  prevention  of  asocial  behavior. 

300  Central  Park  West,  New  York  24 


One  Out  of  Four  Strokes  Caused  by  Arterial  Blockage  in  the  Neck 


One  out  of  four  strokes  is  caused  by  blocking  in 
the  large  arteries  of  the  neck,  according  to  a recent 
report  by  Charles  Rob,  M.D.,  University  of  Ro- 
chester School  of  Medicine  and  Dentistry. 

Contrary  to  popular  belief,  strokes  involving  the 
large  neck  arteries  are  more  common  than  those  oc- 
curring within  the  skull.  Many  strokes  occur,  for 
example,  when  the  carotid  artery  becomes  narrowed 
by  fatty  deposits  which  reduce  the  flow  of  blood  to 
the  brain.  This  may  be  followed  later  by  throm- 
bosis of  previously  narrowed  arteries. 

Fortunately,  the  neck  arteries  are  readily  acces- 
sible to  surgery,  which  can  restore  the  blood  flow 
in  many  patients  with  minor  localized  strokes  and 
thus  prevent  a severe  paralytic  stroke  later  on. 
Since  1954,  Dr.  Rob  has  performed  more  than  400 
such  operations  with  a high  degree  of  success.  His 
first  patient  to  undergo  this  type  of  operation  is 
still  alive  and  well  at  the  age  of  seventy-two. 


A pioneer  in  the  field  of  vascular  surgery.  Dr. 
Rob  was  the  first  surgeon  to  reconstruct  the  carotid 
artery  for  lesions  of  this  type,  an  operation  which 
has  enabled  effective  treatment  of  strokes  caused  by 
blockage  of  the  artery. 

Dr.  Rob  believes  that  both  doctors  and  laymen 
should  be  alerted  to  the  early  symptoms  of  an  on- 
coming stroke.  Significant  signs  could  be  a passing 
weakness  of  the  hand  or  foot  or  a temporary  speech 
defect  or  disturbance  of  vision.  Patients  should 
report  temporary  episodes  of  this  type  to  their 
physician,  who  then  can  determine  if  the  symptom 
indicates  the  possibility  of  an  impending  stroke. 
At  such  early  stages  medical  steps  can  be  taken 
readily  to  counteract  the  condition.  Of  195  patients 
operated  on  during  the  early  stages  of  arterial  block- 
age in  the  neck,  all  but  one  survived.  On  the  other 
hand,  the  mortality  rate  among  a group  of  32  in 
advanced  states  was  1 out  of  4. 
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Edward  M.  Anderson,  M.D.,  retired  of  Fulton, 
died  on  May  17  at  his  home  at  the  age  of  eighty-four. 
Dr.  Anderson  graduated  in  1904  from  the  University 
of  Michigan  Medical  School.  For  thirty-five 
years  he  had  served  as  school  health  phj^sician, 
retiring  from  this  post  in  1948,  and  for  twenty  years 
he  was  a member  of  the  board  of  visitors  of  the  Rome 
State  School,  eight  of  which  he  served  as  its 
president.  An  attending  physician  at  the  Albert 
Lindlej'  Lee  Memorial  Hospital,  Dr.  Anderson  was 
a member  of  the  Fulton  Academy  of  Medicine,  the 
Oswego  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
■Medical  Association. 

Alphonse  Benjamin  Andre,  M.D.,  of  New  York 
City,  died  on  February  13  at  the  age  of  sixty-nine. 
Dr.  Andre  received  his  medical  degree  from  the 
Faculty  of  Medicine  of  Paris  in  1922. 

Francis  William  Baldwin,  M.D.,  retired,  of  New 
York  City,  died  at  St.  Vincent’s  Hospital  on  June 
4 at  the  age  of  seventy-five.  Dr.  Baldwin  graduated 
in  1907  from  Cornell  University  Medical  College 
and  interned  at  St.  Vincent’s  Hospital.  He  was  a 
consulting  physician  at  Misericordia  and  St. 
Joseph’s  (Yonkers)  Hospitals  and  director  of 
medicine,  emeritus,  at  St.  Vincent’s  Hospital.  Dr. 
Baldwin  was  a Fellow  of  the  American  College  of 
Physicians  and  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Robert  Burns,  M.D.,  retired,  of  Ithaca,  died  at 
Tompkins  County  General  Hospital  on  May  9 at 
the  age  of  eighty-nine.  Dr.  Burns  graduated  in 
1897  from  Syracuse  University  College  of  Medicine. 
He  was  an  honorarj'  surgeon  at  Syracuse  University 
Hospital  (now  Hospital  of  the  Good  Shepherd). 
Dr.  Burns,  former  president  of  the  Onondaga 
County  Medical  Society,  was  a member  also  of  the 
Medical  Society  of  the  State  of  New  York  and  the 
American  Medical  Association. 

Bradley  L.  Coley,  M.D.,  of  Sharon,  Connecticut, 
formerly  of  New  York  City,  died  on  June  1 at  his 
home  at  the  age  of  sixty-eight.  Dr.  Cole.y  graduated 
in  1919  from  Columbia  Uiiiver.sitA’  College  of 
Physicians  and  Surgeons  and  interned  at  St. 


Luke’s  Hospital.  He  was  an  attending  in  surgerj- 
at  University,  Bellevue,  and  James  Ewing  Hos- 
pitals, Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  Beth  David  (now  Grand  Central),  anti 
Flower  and  Fifth  Avenue  Hospitals.  He  was  also  a 
consultant  in  surgery  at  the  Hospital  for  Special 
Surgery,  Lincoln  Hospital,  New  York  Infirmarj', 
Sharon  (Connecticut)  and  Monmouth  Memorial 
(Long  Branch,  New  Jersey)  Hospitals,  and  a 
consultant  in  neoplastic  diseases  at  Fitkin  Memorial 
Hospital  in  Neptune,  New  Jersey.  Former  chief  of 
the  bone  service  at  Memorial  Hospital  for  Cancer 
and  Allied  Diseases,  Dr.  Bradley  had  also  been  an 
instructor  at  Cornell  Medical  College,  New  York 
Medical  Coellge,  and  New  Y'ork  University-Bellevue 
Medical  College. 

During  World  War  II  he  served  in  the  Philippines 
as  surgical  consultant  to  the  Eighth  Service  Com- 
mand and  was  awarded  the  Legion  of  Merit. 
Followmg  the  war  he  was  a founder  of  the  Amputees 
Alliance,  a self-help  society  for  crippled  persons.  Dr. 
Coley  was  a Diplomate  of  the  American  Board  of 
Surger}',  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Radium 
Society,  the  American  Surgical  Association,  the 
Southern  Surgical  Association,  the  New  York 
Academy  of  Medicine,  the  Eastern  Surgical  Society, 
and  the  New  York  Surgical  Society. 

William  Edward  Curtin,  M.D.,  retired,  of  Latham, 
formerly  of  Cohoes,  died  on  May  23  at  Glenridge 
Hospital  in  Glenville,  at  the  age  of  eighty-five. 
Dr.  Curtin  graduated  in  1900  from  Albany  Medical 
College  and  was  a member  of  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  FitzGerald  Fairbairn,  M.D.,  of  Buffalo, 
died  on  May  14  at  Buffalo  General  Hospital  at  the 
age  of  eighty-one.  Dr.  Fairbairn  graduated  in 
1904  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a consultant  in  otolaryngolog> 
at  Buffalo  General,  Children’s,  and  Millard  Fillmore 
Hospitals  and  chief  consultant  in  otorhinolarj'n- 
gology  at  Edward  J.  Meyer  Memorial  Hospital. 
Former  head  of  the  Department  of  Otolaryngologj- 
at  the  University  of  Buffalo  School  of  Medicine, 
Dr.  Fairbairn  was  a Diplomate  of  the  American 
Board  of  Otolaryngology,  a Fellow  of  the  American 


2498 


New  York  State  J.  Med. 


NECROLOGY 


College  of  Surgeons,  and  a member  of  the  American 
Otological  Society,  Inc.,  the  American  Larjmgolog- 
ical,  Rhinological  and  Otological  Society,  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Paul  Adam  Giovinco,  M.D.,  of  Hempstead,  died 
on  January  1 at  Nassau  Hospital  at  the  age  of 
fifty-two.  Dr.  Giovinco  graduated  in  1936  from 
Temple  University  School  of  Medicine.  He  was  an 
assistant  attending  physician  in  arthritis  at  Kings 
County  Hospital  Center.  Dr.  Giovinco  was  a 
member  of  the  American  Rheumatism  Association, 
the  New  York  Rheumatism  Association,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  .American  Medical 
Association. 

Ralph  Coming  Goudey,  M.D.,  of  Binghamton, 
died  on  April  19  at  Binghamton  Hospital  at  the 
age  of  fifty-six.  Dr.  Goudey  graduated  in  1930  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  senior  attending  surgeon  at 
Buffalo  General  Hospital  and  an  attending  surgeon 
in  gynecology  at  Binghamton  State  Hospital. 
Dr.  Goudey  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Binghamton  Academy 
of  Medicine,  the  Broome  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of  New  York. 

Lucas  Henry,  M.D.,  of  Syracuse,  died  on  April 
7 at  the  age  of  seventy-five.  Dr.  Henry  graduated 
in  1912  from  the  University  of  Michigan  Homeo- 
pathic Medical  School.  He  was  chief  radiologist  at 
the  Veterans  Administration  Regional  Office  and  a 
consultant  in  radiology  at  General  Hospital  of 
Syracuse.  Dr.  Henry  was  a Diplomate  of  the 
American  Board  of  Radiology  (Roentgenology),  a 
Fellow  of  the  American  College  of  Radiology,  and  a 
member  of  the  Radiological  Society  of  North 
America,  Inc.,  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  Anthony  Kaiser,  M.D.,  of  Buffalo,  died 
at  the  Veterans  Hospital  on  May  12  at  the  age  of 
forty-five.  Dr.  Kaiser  graduated  in  1942  from 
the  University  of  Buffalo  School  of  Medicine.  He 
was  an  attending  in  orthopedic  surgery  at  Veterans 
Administration  Hospital  and  Sisters  of  Charity 
Hospital  of  Buffalo  and  an  associate  in  orthopedics 
at  Deaconess  Hospital.  Dr.  Kaiser  was  a Diplomate 
of  the  American  Board  of  Orthopedic  Surgery  and  a 
member  of  the  American  Association  of  Anatomists, 
the  Erie  County  Medical  Society,  the  Medical 


Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harriet  Eliza  Kenney,  M.D.,  of  Cohoes,  died  at 
Brattleboro,  Vermont  on  May  22  at  the  age  of 
eighty-eight.  Dr.  Kenney  graduated  in  1896  from 
Boston  Medical  School  and  in  1905  from  New 
York  Medical  College  and  Hospital  for  Women. 

Thomas  Killip,  2nd,  M.D.,  of  Rochester,  died  on 
January  31  at  the  age  of  fifty-eight.  Dr.  Killip 
graduated  in  1927  from  Cornell  University  Medical 
College.  He  was  an  attending  surgeon  in  urologj-  at 
Rochester  General  Hospital  and  a consulting 
surgeon  in  urology  at  Monroe  County  Infirmary. 
Dr.  Killip  was  a member  of  the  Rochester  Academy 
of  Medicine,  the  Monroe  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of  New  York. 

Ernst  Klein,  M.D.,  of  Potsdam,  died  at  his  home 
on  February  12  at  the  age  of  sixty.  Dr.  Klein 
received  his  medical  degree  from  the  University  of 
Bonn  in  1924.  He  was  a staff  physician  at  Potsdam 
Hospital.  Dr.  Klein  was  a member  of  the  American 
Academy  of  General  Practice,  the  St.  Lawrence 
County  Medical  Society,  and  the  Medical  Society 
of  the  State  of  New  York. 

Lucyan  Francis  Klimas,  M.D.,  of  Syracuse,  died 
on  January  13  at  Crouse-Irving  Hospital  at  the 
age  of  fort3'-seven.  Dr.  Klimas  graduated  in 
1939  from  the  Stritch  School  of  Medicine  of  Loyola 
University,  Chicago,  Illinois.  He  was  an  attending 
in  obstetrics  and  gj’necology  at  Crouse-Irving 
Hospital.  Dr.  Klimas  was  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists  and  a 
member  of  the  Syracuse  Academy  of  Medicine, 
the  Central  New  York  Association  of  Gynecologists 
and  Obstetricians,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Leon  Isaac  Levine,  M.D.,  of  New  York  City, 
died  on  April  18  at  the  age  of  sixty-four.  Dr. 
Levine  graduated  in  1922  from  Cornell  University 
Medical  College.  He  was  an  attending  physician  at 
Bellevue  Hospital.  Dr.  Levine  was  a member  of 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Nathan  Magida,  M.D.,  of  New  York  City,  died 
at  Mount  Sinai  Hospital  on  May  31  at  the  age  of 
seventy-two.  Dr.  Magida  graduated  in  1911  from 
Long  Island  Hospital  College  of  Medicine.  A 
former  associate  professor  of  clinical  medicine  at 
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Post-Graduate  Hospital,  Dr.  Magida  was  a member 
of  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  Nc'w  York,  and  the  American 
Medical  Association. 

Poultney  Mathews,  M.D.,  of  Flushing,  died  on 
May  23  at  Parsons  Hospital  at  the  age  of  fifty- 
three.  Dr.  Mathews  graduated  in  1935  from 
Cornell  University  Medical  College.  He  was  a 
member  of  the  Queens  County  Medical  Society 
and  the  Medical  Society  of  the  State  of  New  York. 

George  Holliday  McLeod,  M.D.,  of  New  York 
City,  died  on  December  28,  1960.  Dr.  Mcl^eod 
graduated  in  1958  from  Cornell  University  Medical 
College. 

L.  John  Merritt,  M.D.,  of  Walden,  died  on 
December  29,  1960,  at  the  ;ig(‘  of  eighty-eight.  Dr. 
Merritt  graduated  in  1897  from  Baltimore  Medical 
College. 

James  Henry  Mitchell,  M.D.,  of  Cohoes,  died  on 
.January  13  at  the  age  of  seventy-four.  Dr.  Mitchell 
graduated  in  1912  from  Albany  Medical  College. 
He  was  an  honorary  attending  stirgeon  at  Cohoes 
Memorial  Hospital.  Dr.  Mitchell  was  a Fellow  of 
the  American  College  of  Surgeons. 

Aloysius  John  Mullen,  M.D.,  of  New  York  City, 
died  on  December  24,  I960,  at  Grasslands  Hospital 
at  the  age  of  forty-nine.  Dr.  Mullen  graduated  in 
1939  from  Wa.shington  University  School  of 
Medicine,  St.  Louis.  He  was  an  attending  in 
surgery  at  St.  Elizabeth’s  Hospital  and  was  a 
former  police  surgeon  for  the  New  York  City 
Police  Department.  Dr.  Mullen  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Chester  Herbert  Myron,  M.D.,  of  Jackson  Heights 
died  on  April  16  at  Midtown  Hospital  at  the  age  of 
fifty-seven.  Dr.  Myron  graduated  in  1929  from 
Syracuse  University  College  of  Medicine.  He  was 
an  assistant  attending  in  pt'diatrics  at  University 
Hospital.  The  first  American  physici.an  to  serve 
three  years  as  a resident  in  pediatrics  in  any  United 
States  Hospital,  Dr.  Myron  w.as  a member  of  the 
Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  J.  Olsson,  M.D.,  of  Wajipingers  Falls, 
retired,  died  on  April  30  at  the  age  of  ninety-four. 
Dr.  Olsson  graduated  in  1892  from  the  lOclectic 


Medical  College  of  New  York  where  he  later  taught  € i 
materia  medica.  One  of  the  founders  of  the  Swedish  | : 

Hospital  of  Brooklyn  and  a charter  member  of  the  t 
Lutheran  Hospital  of  Brooklyn,  Dr.  Olsson  was  a J ^ 
member  of  the  New  York  County  Medical  Society,  * ' 

the  Medical  Society  of  the  State  of  New  '^'ork,  and  i : 
the  American  Medical  A.s.sociation . ' 

Clarence  Henry  Peachey,  M.D.,  of  Rochester, 
retired,  died  on  May  3 at  the  age  of  sixtj’-four. 

Dr.  Peachey  graduated  in  1923  from  the  University 
of  Michigan  Medical  School.  He  was  a consultant 
in  dermatology  at  Genesee  Hospital  and  Highland 
Hospital  of  Rochester  and  Monroe  Countj'  In- 
firmary, and  an  honorary  considtant  in  dermatology’ 
at  Park  Avenue  Hospital.  Dr.  Peachey  was  a 
Diplomate  of  the  American  Board  of  Dermatology, 

Inc.,  and  a member  of  the  American  Academy  of 
Dermatology  and  Sypliilology%  the  Rochester 
Academy  of  Medicine,  the  Buffalo-Rochester 
Dermatological  Society,  the  Monore  County  Medical 
Society’,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  As.sociation. 

Frank  S.  Pierson,  M.D.,  retired,  of  the  Bronx, 
died  at  his  home  on  June  9 at  the  age  of  si.xty- 
eight.  Dr.  Pierson  graduated  in  1917  from  the 
University  of  Penn.sydvania  School  of  Medicine. 

He  was  a member  of  the  New  York  Countv  Medical 
.Society  and  the  Medic.al  .Society  of  the  .Suite  of 
New  York. 

Bernard  Pines,  M.D.,  of  Brooklyn,  died  on 
December  20,  I960,  at  the  Jewish  Hospital  of 
Brooklyn  at  the  age  of  fifty’-five.  Dr.  Pines  gradu- 
ated in  1929  from  Boston  University’  School  of 
Medicine.  He  was  an  attending  in  pediatric 
surgery,  chief  of  tlie  pcdiati'ic  surgical  clinic,  and  an 
associate  in  pathology  at  the  Jewish  Hospital  of 
Brooklyn,  and  an  attending  in  surgery  at  Adelphi 
and  Swedish  Hospitals  and  the  Brooklvn  Hebrew 
Home  and  Hospital  for  the  Aged.  Dr.  Pines  was  a 
Diirlomate  of  the  American  Board  of  Surgerv,  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow  of 
the  International  College  of  Surgeons,  and  a 
member  of  the  New  York  Pathological  Society,  the 
Kings  County’  Medical  Society,  the  Medical  Society 
of  the  .State  of  New  York,  and  the  American  Medical 
Association. 

David  L.  Poe,  M.D.,  of  New  York  City,  died  on 
.June  4 at  the  Medical  Arts  Center  Hospital  at  the 
age  of  seven ty’-seven.  Dr.  Poe  received  his  medical 
degree  from  the  University  of  Vienna  in  1925. 

From  1952  until  1958  he  was  director  of  otolaryngol- 
ogy and  a member  of  the  medical  board  of  the 
Medical  Arts  Center  Hospital  and  in  1958  he  was 
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appointed  president.  At  one  time  he  had  been  an 
instructor  of  otology  and  ophthalmology  at  the 
New  York  Eye  and  Ear  Infirmary  and  was  an 
associate  professor  of  otolaryngology  at  Columbia 
University  and  New  York  Post-Graduate  Medical 
School  and  Hospital.  Dr.  Poe  was  a Diploraate  of 
the  American  Board  of  Otolaryngology  and  a 
member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Edgar  Francis  Powell,  M.D.,  of  Fishkill,  died  at 
St.  Anthony’s  Hospital,  St.  Petersburg,  Florida,  on 
April  9 at  the  age  of  seventy.  Dr.  Powell  graduated 
in  1926  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  honorary  member  of  the 
Staff  of  Highland  Hospital.  He  had  served  as 
health  officer  of  Fishkill  as  well  as  school  physician 
there.  A past^president  of  the  Dutchess  Count}’^ 
Medical  Society,  Dr.  Powell  received  the  Silver 
Star  and  Purple  Heart  for  his  action  in  World  War 
I.  Dr.  Powell  was  a member  of  the  American 
Public  Health  Association,  the  American  Academy 
of  General  Practice,  the  Dutchess  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Berthold  Preiss,  M.D.,  of  Hoosick  Falls,  died  on 
November  10,  1960,  at  the  age  of  sixty-eight.  Dr. 
Preiss  received  his  medical  degree  from  the  Uni- 
versity of  Vienna  in  1921.  He  was  a member  of 
the  Rensselaer  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


James  Patrick  Smith,  M.D.,  of  Norwood,  died  at 
his  home  on  May  1 at  the  age  of  fifty-four.  Dr. 
Smith  graduated  in  1934  from  Georgetown  Uni- 
versity School  of  Medicine.  He  was  a member  of 
the  obstetric  staff  of  the  Potsdam  Hospital.  Dr. 
Smith  was  a member  of  the  American  Academy  of 
General  Practice,  the  St.  Lawrence  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


William  Allen  Wardner,  M.D.,  of  West  Hartford, 
Connecticut,  formerly  of  Saranac  Lake,  died  at 
the  Farmington  Convalescent  Home  on  April  8 
at  the  age  of  eighty-seven.  Dr.  Wardner  graduated 
in  1899  from  Albany  Medical  College.  Retired  in 
1955,  be  was  a member  of  the  Franklin  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 


Everett  Newcomb  Whitcomb,  M.D.,  of  Port 
Washington,  died  on  May  21  at  his  home  at  the  age 
of  sixty-eight.  Dr.  Whitcomb  graduated  in  1922 
from  Columbia  University  College  of  Physicians 
and  Surgeons  and  interned  at  Bellevue  Hospital. 
He  was  an  honorary  physician  at  Nassau  Hospital. 
From  1942  to  1945  he  was  deputy  medical  examiner 
for  Nassau  County.  Dr.  Whitcomb  was  a former 
president  of  the  Nassau  County  Medical  Society 
and  was  a member  also  of  the  Medical  Society  of 
the  State  of  New  York  and  the  American  Medical 
Association. 


Wky  wish  for  the  privilege  of  living  your  past  life  again?  You  begin  a new  one  every  morning. 

— Rohert  Quillen 
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The  Louis  Livingston  Seaman  Fund — The  New 
York  Academy  of  Medicine  announces  the  avail- 
ability of  the  Louis  Livingston  Seaman  F und  for  the 
furtherance  of  research  in  bacteriology  and  sanitary 
science.  The  sum  available  for  assignment  in 
1961  is  $4,795.  This  fund  was  made  possible  by  the 
terms  of  the  will  of  the  late  Louis  Livingston  Sea- 
man, M.D.,  and  is  administered  by  a committee 
of  the  Academy^  under  the  following  conditions  and 
regulations: 

1.  The  fund  will  be  expended  on,  in  grants-in- 
aid  for  all  or  any  part  of  the  sum  available  for  in- 
vestigation, scholarships  for  or  travel  related  to  the 
furtherance  of  research  in  preventive  medicine  or 
public  health. 

2.  Preference  will  be  given  to  application  from 
medical  students,  interns,  residents,  and  junior 
faculty  members  whose  project  may  foster  their 
understanding  of  research,  including  the  historical 
perspectives  thereof. 

3.  Geographically,  preference  will  be  given  to 
applicants  from  the  New  York  metropolitan  area. 

4.  Projects  for  which  other  major  sources  of 
research  funds  are  not  applicable  will  also  be  given 
preference. 

5.  The  committee  will  receive  applications  from 
either  institutions  or  individuals  up  to  September  1, 
1961. 

For  information  write  to:  William  C.  Spring, 
Jr.,  M.D.,  Chairman,  The  Louis  Livingston  Seaman 
Fund,  The  New  York  Academy  of  Medicine,  2 
East  103rd  Street,  New  York  29,  New  York. 

Nassau  Ophthalmology  Section  Holds  Inaugural 
Meeting— The  inaugural  meeting  of  the  Section  on 
Ophthalmology  of  the  Nassau  Academy  of  Medicine 
was  held  at  the  Academy  on  May  22,  with  Wendell 
L.  Hughes,  M.D.,  Hempstead,  chairman,  presiding. 

John  H.  Dunnington,  M.D.,  New  York  City,  was 
the  guest  speaker.  Dr.  Duimington’s  topic  was 
“Complications  of  Cataract  Extraction.” 

The  next  meeting  of  the  Section  will  be  on  Mon- 
day, November  27. 

Course  in  Laryngology  and  Bronchoesophagology — 
The  Department  of  Otolaryngology,  University  of 
Illinois  College  of  Medicine,  will  conduct  a post- 
graduate course  in  laryngology  and  bronchoesopha- 
gology from  October  23  through  November  4,  under 
the  direction  of  Paul  II.  Holinger,  M.D. 


Registration  will  be  limited  to  15  phj'sicians  who 
will  receive  instruction  by  means  of  animal  dem- 
onstrations and  practice  in  bronchoscopy  and 
esophagoscopy,  diagnostic  and  surgical  clinics,  as 
well  as  didactic  lectures. 

For  information  write  to:  Department  of  Oto- 
laryngology, University  of  Illinois  College  of  Med- 
icine, 1853  West  Polk  Street,  Chicago  12,  Illinois. 

Course  in  Postgraduate  Gastroenterology — The 
American  College  of  Gastroenterologj'  announces 
that  its  annual  course  in  postgraduate  gastroenter- 
ology will  be  given  at  the  Sheraton-Cleveland  in 
Cleveland  Ohio,  on  October  26,  27,  and  28, 1961. 

The  faculty  for  the  course  will  be  drawn  from  the 
medical  schools  in  and  around  Cleveland.  The  sub- 
ject matter  to  be  covered  in  the  course,  from  a 
medical  as  well  as  a surgical  viewpoint,  will  be, 
essentially,  the  advances  in  diagnosis  and  treatment 
of  gastrointestinal  diseases.  There  will  be  com- 
prehensive discussions  of  pancreatic  disease,  biliary 
tract  disease,  electrolytes,  peptic  ulcer,  and  others. 

There  will  be  an  “X-ray  Classroom”  on  the  last 
afternoon,  presented  by  an  outstanding  panel  of 
specialists  who  will  answer  questions  and  present 
instructional  demonstrations.  There  will  also  be  a 
class  in  cinegastrophotography. 

One  complete  session  will  be  held  at  the  Cleveland 
Clinic  and  one  at  the  Cleveland  Academy  of  Med- 
icine. 

For  further  information  and  enrollment  write  to 
the  American  College  of  Gastroenterologj',  33 
West  60th  Street,  New  York  23,  New  York. 

Postgraduate  Radio  Programs — The  New  York 
Academy  of  Medicine’s  Committee  on  Special 
Studies  announces  the  August  schedule  for  its 
forty-ninth  series  of  postgraduate  radio  programs. 
The  programs  will  be  broadcast  on  Saturdays  at 
4:30  p.M.  over  Station  WBAI  (FM  99.5  megacycles). 

August  5 — “The  Hospitals  of  New  York  City,” 
Frank  Glenn,  M.D.,  Lewis  Atterbury  Stimson 
professor  of  surgery,  Cornell  University  Medical 
College;  Willard  C.  Rappleye,  M.D.,  president, 
Josiah  Macy,  Jr.  Foundation;  Lester  R.  Tuchman, 
M.D.,  director  of  medicine.  City  Hospital  at  Elm- 
hurst; Martin  Cherkasky,  M.D.,  director,  Monte- 
hore  Hospital;  and  George  Baehr,  M.D.,  consulting 
physician.  Mount  Sinai  Hospital. 

[Continued  on  page  2.504  1 
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^oolietToynct 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOOD  COMPANY 


Fibre-free 

HYPOALLERGENIC 

formula 

(^Provides  balanced  nutritional  values. 

@An  excellent  formula  for  regular 
infant  feeding. 

^An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother's  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 
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[Continued  from  page  2502] 

August  12 — “Stimulants  and  Tranquilizers — 
Their  Use  and  Abuse,”  Francis  J.  Braceland,  M.D., 
Institute  of  Living,  Hartford,  Connecticut. 

August  19 — “Smoking  Habits  of  School  Chil- 
dren,” Daniel  Horn,  Ph.D.,  American  Cancer 
Society. 

August  26 — “Recent  Advances  in  the  Treatment 
and  Prevention  of  Heart  Diseases,”  Paul  Dudley 
White,  M.D.,  Massachusetts  General  Hospital 
Boston,  Massachusetts. 

Fellowships  Continued — The  Smith  Kline  & 
French  Foundation  has  announced  an  additional 
grant  of  $10,000  for  the  continuance  of  the  American 
Psychiatric  Association’s  Vestermark  Fellowships, 
under  which  selected  medical  students  may  expand 
their  psychiatric  knowledge. 


The  new  grant  brings  to  $200,000  the  amount 
awarded  by  the  SK&F  Foundation  to  the  A.P.A. 
for  various  fellowships  in  psj'chiatrj'  during  the 
last  six  years. 

The  Vestermark  Fellowships,  named  for  the  late 
Seymour  D.  Vestermark,  M.D.,  for  his  outstanding 
contributions  to  psychiatric  training,  provide 
medical  students  with  the  opportunity  for  full-time 
work  in  public  mental  hospitals  during  the  summer 
months. 

In  announcing  the  continuance  of  the  Vestermark 
Fellowships,  the  SK&F  Foundation  fellowship 
committee  noted  it  was  “particularly  anxious” 
to  receive  applications  from  hospitals  which  have  not 
previously  participated  in  the  program.  Applica- 
tions, which  should  be  submitted  within  the  next 
few  weeks,  are  to  be  addressed  to  the  SK&F  Awards 
Committee  at  the  A.P.A.  central  office,  1700  18th 
Street  N.W.,  Washington  9,  D.C. 


Personalities 


Awarded 

George  Baehr,  M.D.,  New  York  City,  chairman 
of  the  New  York  State  Public  Health  Council,  the 
annual  Hermann  N.  Biggs  Memorial  Award  of  the 
New  York  State  Public  Health  Association  for  out- 
standing w'ork  in  public  health . . Howard  A.  Rusk, 
M.D.,  New  York  City,  director  of  the  Institute  of 
Physical  Medicine  and  Rehabilitation  at  New  York 
University  Medical  Center,  an  honorary  degree  from 
Ithaca  College. 

Appointed 

William  G.  Beadenkopf,  M.D.,  Dcimar,  as  director 
of  the  new  Bureau  of  Heart  Disease  of  the  New  York 
Department  of  Health.  . .Harry  S.  Gear,  M.D., 
formerly  director  of  pneumoconoiosis  lesearch. 
Council  for  Scientific  and  Industrial  Research, 


Johannesburg,  South  Africa,  as  secretary  general 
of  the  World  Medical  .Association ...  David  Grob, 
M.D.,  Brooklyn,  as  director  of  education  and  re- 
search at  Maimonides  Hospital,  Brooklyn. 

Speakers 

James  A.  Brussel,  M.D.,  assistant  commissioner. 
New  York  State  Department  of  Mental  Hj^giene, 
on  “The  Use  of  Psychiatry  in  Crime”  at  the  Mystery 
Writers  of  America  dinner  June  7 and  on  June  11 
on  Station  WNEW  discussing  the  recent  arrest  of 
teen-age  robbers  in  Queens...  Max  Ellenberg, 
M.D.,  New  York  City,  on  “Clinical  Aspects  of 
Diabetic  Neuropathy”  at  the  International  Federa- 
tion of  Diabetes  July  14  in  Geneva,  Switzerland.  . . 
Howard  A.  Rusk,  M.D.,  New  York  City,  the  annual 
commencement  address  at  Trinity  College,  Hartford, 
Connecticut. 


Wc  must  accept  the  disciplines  of  democracy  as  well  as  its  freedoms. — H.  W.  Ch.\sr 
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massages 
pain  away 

in  musculoskeletal 
iuvolvemeuts' 

GER-O-FOAM 

(aerosol  foam) 

relieves  pain,  spasm; 
improves  function 
increases  tolerance 
to  exercise 


GER-O-FOAM’s  exclu- 
sive formula  provides 
for  the  first  time  deeply 
absorbed  analgesic- 
anesthetic  agents  in 
aerosol  form— to  per- 
meate and  anesthetize 
sensory  nerve  endings. 

Relief  in  minutes,  lasting 
for  hours  in  . . . rheuma- 
toid arthritis,  osteoar- 
thritis, muscie  sprain, 
fibromyositis,  low  back 
pain  , . . even  in  chronic 
intractable  cases. 

GER-O-FOAM  combines: 
Methyl  salicylate  30%,  ben- 
zocaine  3%,  in  a neutralized 
emulsion  base,  permitting 
fast  penetration  through  the 
stratum  corneum. 


Samfiii/i 


and  reprint  from 

GERIATRIC  PHARMACEUTICAL CORP. 

Bellerose,  New  York 

Pioneers  In  Geriatric  Research 


1.  Gordon,  E.  E.  and  Haas,  A.:  iscbiAt 
Industrial  Medicine  & Surgery 
28:217,  1959.  '*Oj| 


ST.  VINCENT’S  HOSPITAL  OF  WESTCHESTER  COUNTY 

240  North  Street  WOodbine  7-6500  Harrison,  New  York 


A voluntary  non-profit  institu- 
tion providing  all  modern  ther- 
apies for  mental  and  emotional 
disorders  including  individual 
and  group  psychotherapy, 
pharmacotherapy,  insulin  coma 
and  electro  therapies  and  ex- 
tensive activity  programs.  All 
facilities  expanded  for  in-  and 
out-patients,  day  care  and  clinic 
service  for  children.  Acutely 
ill  and  continued  therapy  pa- 
tients admitted. 

RICHARD  D’ISERNIA,  M.D. 

Medical  Director 
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NEW  YORK  HEALTH  EXPOSITION  1961 
COLISEUM  N.Y.C.  AUG.  18-27 

A health  education  project  of  the  New  York  City  Department 
of  Health  in  co-operation  with  the  Medical  Society  of  the  State 
of  New  York. 

It  has  been  said  that  “The  Health  Fair  is  a reception,  a hos- 
pitality center,  a home  even,  where  the  lay  public  can  visit  you 
in  person,  talk  to  you  man  to  man,  touch  you  with  a handshake 
and  come  away  with  a friendlier,  much  clearer  conception  of 
what  you  are  doing  on  their  behalf.” 

Today  medicine  needs  to  rub  elbows  with  the  public.  “The 
public  wants  to  know”  has  never  been  more  trxily  spoken  than 
today. 

The  New  York  Health  Exposition  1961  at  the  Coliseum  is 
yours  for  reaching  the  public,  your  patients,  and  potential  pa- 
tients. New  Yorkers  of  every  race,  creed,  skill  and  trade  will 
come  to  see  what  “The  Health  Team”  is  doing.  Medicine  is  the 
key  member  of  this  team  and  here  may  put  the  best  of  its  many 
good  feet  forward  to  show  the  people  of  New  York  where  it 
stands  in  the  vanguard  of  scientific  progress. 
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YOUR  MEDICAL  SOCIETY’S 
OWN  CONTRIBUTION 
TO  THE 

NEW  YORK  HEALTH  EXPOSITION  1961 
Medicine  in  Space  and  Moon  Journey 


Medicine’s  indispensable  role  in  putting  man  into  outer  space 
win  be  depicted  with  high  drama  in  one  of  the  Exposition’s 
major  exhibits.  Covering  a large  area  of  the  New  York  Coli- 
seum’s first  floor  the  exciting  display  has  been  developed  from 
plans  of  a score  of  military  and  civilian  space  agencies  which  will 
contribute  authentic  equipment  and  details.  The  exhibit  will 
be  housed  in  three  air  supported  plastic  bubbles  surrounded  by  a 
display  of  projectiles  and  satellites  designed  for  actual  space 
travel.  In  the  first  of  the  air  shelters  will  be  presentations  relat- 
ing to  man’s  adaptability  to  space  flight,  and  the  hazards  of  radia- 
tion acceleration,  environment  control  and  weightlessness.  In 
the  second  area  the  visitor  himself  will  have  the  experience  of- 
hurtling  through  space.  In  the  third  plastic  bubble  he  will  visit 
a moonfield. 


All  this  will  be  on  display  from  Aug.  18-27. 


Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1961—25,372 


County 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston  ... 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga  ... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . . 
Richmond .... 

Rockland 

St.  Lawrence.  . 

Saratoga 

Schenectady . . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

cuter 

Warren 

Washington  . . 

Wayne 

Westchester . . 

Wyoming 

Yates 


President 


William  H.  O’Brien Albany 

George  E.  Taylor,  ,Ir Cuba 

Leonard  L.  Heimoff Bronx 

George  C.  Hamilton.  , Binghamton 

James  F.  Durkin Glean 

Leonard  W.  Sincerbeaux . . . Auburn 
H.  Wolcott  Ingham  . . Jamestown 

William  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

LeRoy  J.  Holbert Kinderhook 

William  .1.  McAuliffe Cortland 

Harold  W.  Jayne Sidney 

Morris  J.  Frank Beacon 

Eugene  J.  Hanavan Buffalo 

Rudolph  J.  Martin  ....  Ticonderoga 
C.  Bradley  Sageman , . Saranac  Lake 

Arthur  Howard Johnstown 

Myron  E.  Williams Batavia 

T.  Earl  McQuade Coxsackie 

Leo  L.  Heller Newport 

Rudolph  J.  Haas Chaumont 

Irving  M.  Pallin Brooklyn 

Louis  A.  Avallone Lowville 

Stanley  J.  Jackson . . Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Charles  R.  Mathews Rochester 

Feori  F.  Pipito Amsterdam 

Reginald  R.  Steen Hempstead 

David  Lyall NewVork 

John  T.  Donovan,  Jr Lockport 

Theodore  J.  Kantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

■lohn  D.  Van  Zandt  Tuxedo  Park 

Arnold  O.  Riley Holley 

John  B.  Riley Oswego 

Clinton  V.  Hawn Cooperstown 

Eugene  Lusardi Cold  Spring 

Charles  C.  Mangi Woodhav^en 

William  B.  McDonald ..  North  Troy 

Isadora  Gordon Staten  Island 

G.  Gordon  Knight Piermont 

Alexander  E.  Dodds Edwards 

G.  D.  Anderson.  . Saratoga  Springs 

Donald  C.  Walker Delanson 

Robert  Greenwald Cobleskill 

Fritz  Landsberg Watkins  Glen 

Willard  L.  Hogeboom W’dlard 

Leon  M.  Roe Canisteo 

Anthony  Kohn Bay  Shore 

Lester  Lipson Monticello 

Henry  Kaine Spencer 

Noah  J.  Kassman Ithaca 

Vincent  Amatrano Kingston 

Raymond  L.  Rhodes. . . Glens  Falls 

Peter  J.  Attwood Greenwich 

Charles  D.  Reeves Newark 

Charles  M.  Brane Yonkers 

G.  Stanley  Baker Castile 

Vincas  Sirmenis Penn  Van 


Secretary 


G.  Rehmi  Denton Albany 

Edward  W.  Briggs,  Jr..  . . Wellsville 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicott 

Frank  T.  Frost Olean 

Donald  W.  Delahanty .\uburn 

Joseph  V.  Karnes Dunkirk 

James  A.  Mark Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Theodore  I.  Jacobus Cortland 

Marvin  Huyck Walton 

James  K.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Daisy  H.  Van  Dyke Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington . . . Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  A.  Woerner.  . . Port  Leyden 
G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide . Rochester 

Philip  T.  Cortesp Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr..  .New  York 
William  C.  Niesen. . . . Niagara  Falls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  VVaterbury Newburgh 

Harvey  J.  Blanchet,  .Ir Medina 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames.  . .Cooperstown 

John  Simmons Brewster 

Frank  W.  Farrell Flushing 

John  A.  Enzien Troy 

Sydney  Lang .Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot. . Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  V.  Dewell Cobleskill 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer.  Waterloo 

Milton  Tully . Hornell 

Joseph  Lambert Bay  Shore 

Alan  R.  Fried. . . Livingston  Manor 

George  F.  Pritchard Owego 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb.  Jr Kingston 

Norman  A.  Harve.v Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Wallace  M.  .Sheridan  . . White  Plains 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker. . . . Penn  Yan 


Treasurer 


Arthur  J.  Sullivan .\lbany  l 

S.  I.  McMillin Houghton 

Herbert  G.  Cohen Bronx  ^ 

James  F.  Johnson Binghamton 

Ruth  R.  Knobloch ....  Little  Valley  ^ 

Joseph  T.  Birardi Auburn  • 

C.  Otto  Lindbeck Jamestown 

Francis  W.  Chamberlain.  . . .Elmira 

-\rland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

Francis  W.  O’Donnell Buffalo 

George  G.  Hart Lake  Placid 

Daisy  H.  Van  Dyke Malone 

William  H.  Raymond  . . . .lohnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington.  . .Watertown  I 

James  L.  O’Leary Brooklyn  | 

Charles  A.  Woerner.  . .Port  Leyden  I 
G.  Emerson  Learn.  . . Mount  Morris 

Gareth  S.  West Chittenango  1 

Charles  D.  Sherman,  Jr..  Rochester 
Robert  W.  Dunlap,  Jr..  .Amsterdam  | 

Robert  Park,  Jr Garden  City  I 

Adelaide  Romaine New  Y'ork  I 

Glenn  E.  Jones Niagara  Falls  I 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse  I 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  Dispenza Albion  i 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames ....  Cooperstown  j 

John  Del  Campo Carmel  I 

Victor  S.  Lait Flushing  j 

John  A.  Enzien Troy 

Charles  H.  Thom Staten  Island  I 

John  C.  Cardona Nyack  | 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 
Kurt  H.  Meyerhoff.  . . .Schenectady 

Duncan  L.  Best Middleburg  I 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer.  .Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried. . . .Livingston  JIanor 

George  F.  Pritchard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . . Fort  Edward  1 

Joseph  Asin Newark  |i 

Robert  E.  Healy Mount  Kisco  i . 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker...  . Penn  Yan 
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Doe*  Your  Medical  Aaautant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  « X-RAV  AVAILABLE 
Our  10-monlhi  day  course  Includes  Intensive  training 
in  laboratory  techniques,  E.K.G,  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Licensed  by  the  Stale  of  New  Yoflc 


PINEWOOD  8;-  i“*i?V^‘*.:d‘e'r"  I 

CiT.  ISM  p,_  Waller  A.  Thompson,  F.A.P.A.,  CllnIttI  Director 
Westchester  County  Kalonah,  N.  y.  Tel:  Central  8-3155 
A payohiatrio  boapital,  offering  individual  treatment.  Pay- 
ohoanalytically  oriented.  Pbarmaoologioal  and  electro  tbera- 
peutio  metboda.  Rate:  Commence  at  $126.00  per  week. 

N.  y.  city  Offlcet— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  FrI.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tuei.,  Thurs.,  &t.  — RH  4-3700 


A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcobol  problema 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  PsycUstrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psycfa'alnal 
Donald  Boudreau,  M.D.,4sst.  Psyehistrist 
658  West  Onondaga  Street 
SYRACUSE.  N.  Y. 


MEDICAL  CREDIT  PROTECTION 
& COLLECTION  ASSOCIATION 

for  particulars  writet 

Medical  Credit  Protection  & 
Collection  Association,  Inc. 

33  Main  St.,  Port  Washington,  New  York 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  seleeled  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration: 


a Very  superior  brandy,*,;  . | 

f specify  ^ 


MmiiissT 

COGNAC  BRANDY 


84-  Proof  I Schleffelin  & Co..  New  York 


WEST  HELL 

West  252nd  St.  and  Fieldston  Road 
RiYerdale-on-the^Hudson,  New  York  City 
For  oeiYOos,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air<onditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Chargt 
Telephone:  Klngsbrldg*  9-8440 


HOLBROOK  MANOR 

Five  Acrea  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRaialgar  7-2666 


FOR  GASTRO-INTCSTINAL  DYSFUNCTION  AND 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


“Sedation  t Euphoria  for  Nervous, 
Irritable  Patients" 


“A  mederniied  method  of  preparing  6uro« 
Solution  U.S.P.  IIV" 


EUCARBON® 


tUilet  conliins:  Citract  of  Rhubarb. 
Senna.  Precipitated  Sulfur.  Peppermint  Oil 
and  Fennel  Oil,  In  a hiihly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative,  adsorbent 
and  carminative.  For  use  In  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  Vb  hr.  after 
meals  — Supply:  Tins  of  100. 


VALERIANETS-DISPERT® 


Each  Chocolate  Coated  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  O.OS  gm. 
dispergentized.  Taslless,  Odorless,  Non- 
Depressant,  Non-Habit  forming.  Indicated  in 
cases  of  nervous  excitement,  depressivt 
states,  menopausal  mollmena,  insomnia. 


PRESTO-BORO® 


POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  us* 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings.  Inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  t . 
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PHYSICIANS  WANTED 


Internilt — Large  Midweit  hospital,  Muit  be  board  aligibie. 
Write  Box  234,  N.  Y.  St  Jr.  Med. 


Adirondack  resort  community  desires  services  of  General 
Practicing  physician.  Beautiful  living  surroundingl,  good 
sustaining  salary,  opportunity  for  service  to  several  neighbor 
ing  communities.  Write  Laura  Bird,  Town  Clerk,  Inlet, 
New  York,  or  call  Eagle  Bay  3631  for  an  appointment. 


E.E.N.T.  specialist  wanted — to  take  over  beautiful  home- 
ofiBce  combination  in  upstate  town  near  Adirondacks  with 
excellent  hospital  facilities.  Home  is  spacious  with  every 
convenience  including  40  ft.  swimming  pool.  Most  modern 
6 room  office  grossing  365,000.  This  is  unique  opportunity. 
Complete  price  including  equipment  and  partial  furnishings 
$75,000.  Write  Box  376,  N.Y.  St.  Jr.  Med. 


Wanted;  General  Practitioner.  Rural  area,  97  miles  north 
of  New  York  City  bordering  Conn.  Growing  and  active 
community,  churches,  excellent  schools,  hospital  with  70 
beds  nearby.  Social  and  cultural  activities  in  area.  Con- 
tact Millerton  Chamber  of  Commerce,  Millerton,  N.Y. 


Unopposed  opportunity  for  specialists.  New  office  building 
in  fast  growing  community.  G.P.  in  same  location  for 
past  20  years.  Contact  Seymour  Singer,  Smithtown, 
L.I.  ANdrew  5-9550. 


Positions  available  for  qualified  physicians  in  psychiatric 
and  medical  services  of  a 1700  bed  psychiatric  hospital 
located  in  New  York  State’s  beautiful  Finger  Lakes  area. 
Requirements:  licensure  in  any  state.  Age,  not  over  60. 
Salary  range:  $10,635 — $13,730  plus  15%  if  certified  by  an 
American  Specialty  Board.  Excellent  fringe  benefits.  Write: 
Manager,  VA  Hospital,  Canandaigua,  New  York. 


WANTED:  INTERNISTS  AND  PEDIATRI CIAN.  GEN- 
ERAL PRACTITIONERS  to  join  newly  formed  group. 
Clinical  building  just  completed.  Ultra  modern,  fully 
equipped.  Group  and  clinic  are  affiliated  with  and  adjoining 
an  80-bed  General  Hospital.  Excellent  remuneration  with 
permanency.  Contact  Administrator,  Elliott  General  Hos- 
pital, 13015  West  Chicago,  Detroit  28  Michigan. 


Services  of  doctor  needed  in  the  Phelps,  New  York  area 
House  and  office  available.  Contact  the  Sec’y  of  the  Chamber 
of  Commerce. 


DOCTOR  WANTED:  To  open  office  in  fast  growing  Nassau 
County  Community — Exceptional  office  possibilities  in  fine 
home  near  school.  Write  for  particulars,  floor  plans  and 
complete  information.  Myers  E.  Baker,  160  Middle  Neck 
Road,  Great  Neck,  N.Y.  Call  HUnter  2-5252. 


House-physician,  immediate,  111-bed  hospital.  Duties  pri- 
marily emergency  service.  Salary  good.  Apply  Assistant 
Administrator,  Chilton  Memorial  Hospital,  Pompton  Plains, 
New  Jersey. 


Anesthesiolo^st — to  direct  and  take  charge  of  Anesthesia 
Department  in  150  bed  general  hospital  with  approximately 
2900  major  and  minor  surgical  operations  per  year.  Wonder- 
ful opportunity  to  develop  and  enlarge  anesthesia  service. 
Financial  arrangements — fee  for  service  plus  guaranteed 
minimum.  Contact — Administrator,  Columbia  Memorial 
Hospital,  Hudson,  N.Y. 


PHYSICIAN— DIAGNOSIS  ONLY.  Travel  Midwest,  new 
Mobile  Medical  Center  non-profit  organization.  Salary,  ex- 
penses, vacation.  Write  Medical  Director,  Garment  In- 
dustry Medical  Center,  4646  Lindell,  St.  Louis  8,  Mo. 


REAL  ESTATE  FOR  SALE  OR  RENT 


Air  conditioned  office  space  available  July,  1961  in  new, 
attractive  professional  building.  Superb  location,  cen- 
tral Ave.,  Valley  Stream,  Long  Island.  Nine  medical  suites 
on  ground  floor,  seven  rented.  Available  for  GU,  Obs-Gyn, 
Neuro,  Psych,  Derm,  Allergist,  Pathologist.  Call  LOcust 
1-1332. 


Modern,  air-conditioned  office  suites  available  in  new  pro- 
fessional building  in  Deer  Park.  Immediate  need  for 
Obstetrician,  Pediatrician,  Internist.  One  suite  large  enough 
to  share.  Box  103,  Deer  Park,  L.I. 


For  rent:  New,  modern  offices — rapidly  growing  community 
in  Westchester  County — Pound  Ridge,  N.  Y.  PO  4-5757. 
Eves.  Call  BE  4-3824. 


FOR  RENT:  Times  Square-  Fully  equipped,  modern  air- 
conditioned,  eleven  room  suite,  including  laboratory.  Share 
part-time  or  full-time  complete  diagnostic  and  treatment 
facilities.  Exclusive  use  of  consultation  and  examining  rooms. 
Write  Box  384,  N.  Y.  St.  Jr.  Med. 


Offices  available  July  1,  suitable  group  practice  (4)  physicians. 
Modern  professional  building  in  Deer  Park,  L.I.  Excellent 
location.  Excellent  potentialities.  Rapid  growing  commun- 
ity. P.  O.  Box  103,  Deer  Park.  N.  Y. 


For  Rent:  Hartsdale,  New  York.  120  Hartsdale  Ave 

East.  4V*  room  doctor’s  office  $225  per  month.  SCarsdale 
5-1405  or  1400,  or  contact  Kreisel  Co.,  Inc.  211  East  51st 
Street,  New  York  City.  PLaza  9-1660. 


Excellent  opportunity:  Home-office  combination.  Dutchess 
County.  Brook  on  property.  Will  introduce.  $20,000. 
Write  Box  383,  N.Y.  St.  Jr.  Med. 


Doctor’s  office  for  rent-established  successful  corner  location- 
20  years.  Bronx-Pelham  Parkway  section.  Available 
soon.  Write  Box  386,  N.Y.  St.  Jr.  Med. 


New  Medical  Building  in  Flushing:  Opposite  new  hospital — 
wonderful  opportunity  for  young  graduates  to  share  office 
space.  Rental  very  reasonable.  6 room  suite  available,  if  de- 
sired. Ophthalmologist,  Dermatologist,  Internist  or  surgical 
specialties  particularly  needed.  Call  Dr.  Vaccino,  LE 
9-0666. 


Medical  Building  in  rapid  growing  community  on  Long 
Island  with  75%  of  space  occupied,  has  office  space  available 
for  Ped,  GU,  Ortho,  also  part  time  for  Neuro,  Psych,  Derm. 
For  information,  call  FOrest  8-8888. 


For  Rent.  Professional  Office  A-1  location  in  beautiful 
residential  community  at  center  of  Nassau  County.  Area 
needs  G.P.,  Pediatrician,  or  other  specialty.  For  further 
information  call  IVanhoe  3-4884. 


POSITIONS  WANTED 


Path.,  certified,  age  42.  Exceptionally  qualified  surg. 
and  din.  path.  Full  or  part  time.  Queens,  Long  Island 
or  Westchester.  Write  Box  380,  N.  Y.  St.  Jr.  Med. 


Ophthalmologist-Board  qualified,  plastic  surgery  training. 
Desires  association  with  group  or  established  ophthal- 
mologist. Available  July.  N.Y.  State  license.  Write 
Box  385,  N.Y.  St.  Jr.  Med. 
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PRACnCESi  FOR  SALE  OR  RENT 


Generml  prsotice,  eitabliihed  14  yeara,  active.  Home-office 
combination  in  Central  Hudion  Valley  Village.  Suitable  for 
solo  or  partners.  Terms  if  needed.  Box  339,  N.  Y.  St.  Jr. 
Med. 


Doctor’s  home-office  combination  with  good  active  general 
practice  near  hospital  76  mUes  from  N.  Y.  City.  Will  in- 
troduce. Box  367,  N.  Y.  St.  Jr.  Med. 


Long  Island,  South  Shore,  G.P. — New  home  with  2-doctor 
office.  310,000  cash,  rest  easy  terms.  Will  stay  as  associate 
retiring  gradually.  Write  Box  382,  N.  Y.  St.  Jr.  Med. 


Well-established  gen.  practice;  home-office  combination  in 
rapidly  growing  So.  Shore  L.I.  community.  Leaving  state, 
will  introduce.  Also  suit  obs.  and  peds.  P.O.  Box  20.'i,  Baby- 
lon, N.  Y. 


Internal  medicine,  cardiology.  Established.  Elmira.  Rea- 
sonable. Write  Box  387,  N.  Y.  St.  Jr.  Med. 


Office  and  apartment  suburban  Irondequoit — Titus  .4 venue. 
One  year  old  construction;  central  heating  and  air-condi- 
tioning. Five  room  completely  equipped  suite — Lucrative 
practice.  Will  Sell.  Easy  terms  to  General  Practitioner. 
CaU  FI  2-1400. 


“He  can't  he.  much  of  a doctor,  with  all  these  new  maga- 
zines." 


EQUIPMENT  FOR  SALE 


Radiologist’s  modem  200  M.A.  x-ray  diagnostic  unit  and 
dark  room  accessories  for  sale.  Harold  Schwartz,  M.D., 
99  Pratt  St.,  Hartford  3,  Conn. 


MISCELLANEOUS 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33‘/>%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Practical  HYPNOSIS  taught.  Physician-Dentists  on^. 
Classes  A Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  ’Tpke,  Flushing  84,  N.  Y.  H04-1100. 


Eliminates  bookkeeping,  accounting  and  billing  problems 
from  your  office;  requires  none  of  your  time;  ends  tax  prob- 
lems; increases  collections;  costs  less  than  any  methoa  you 
are  now  using.  Drop  a post  card  to  Meditax  System,  Inc., 
600  Old  Country  Road,  Garden  City,  New  York. 


CLASSIFIED  RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 
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Rautrax-N  lowers  high  blood  pressure  gently,  gradually  . . . protects 
against  sharp  fluctuations  in  the  normal  pressure  swing. 


Rautrax-N  offers  all  the  advantages  of  Raudixin, 
Naturetin  and  potassium  chloride  in  a single  dosage 
form  plus:  increased  e//icaci/ — Combined  action  of 
Raudixin  and  Naturetin  results  in  a potentiated  anti- 
hypertensive effect  greater  than  that  produced  by  either 
drug  alone,  increased  safety  — Potentiated  action  per- 
mits lower  dose  of  other  antihypertensive  agents,  thus 
reducing  severity  of  side  effects.  Protection  against  pos- 
sible potassium  depletion,  flexibility  — Interchangeable 


with  either  Raudixin  or  Naturetin  c K.  economy  — Main- 
tenance dosage  of  only  1 or  2 tablets  daily  for  most  pa- 
tients. convewicwcc  — Once-a-day  maintenance  dosage. 
Two  potencies  available. 

Supply:  f?a2t<raa:-N  — capsule-shaped  tablets  providing  50 
mg.  Raudixin,  4 mg.  Naturetin  and  400  mg.  potassium 
chloride.  Rautrax-N  Modified  — capsule-shaped  tablets  pro- 
viding 60  mg.  Raudixin,  2 mg.  Naturetin  and  400  mg. 
potassium  chloride. 


Rautrax-N* 

Squibb  Standardised  Whole  Root  RauwoUia  Serpentina  (Raudixin) 
and  Bendroflumethiaside  <*Naturetin)  with  Potaaaium  Chloride 


For  full  taformotioQ* 
iM  your  Squibb 
Product  Keferooco 
or  Product  Brief. 


Sqsjibb 

Squibb  Quality 
— the  Priceless  Ingredient 


'•AuoitiN'Cl,  aeuTeAJi'9  ano  'Nataecriir^  *ac  tooiii  Ta*o(u«*M 
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Acts  as  well 
in  people 
as  in 

test  tubes 


in  vivo 
neutralizes 
40  to  50  per  cent 
faster  — 
twice  as  long  at 
pH  3.5  or  above 


Intragaatrle  pM  measurements*  in  tl  patients  with  peptic  ulcer 


Neutralization 
with  standard 
aluminum  hydroxide 


Following  determination  of  besot  secretion, 
introgastric  pH  wes  determined 
continuously  by  means  of  frequent 
readings  over  a two-hour  period. 


Minutes  20  40  60  80  100  120 


New  Creamalin’ 

Antacid  Tablets 

Buffers  fast^'*  for  fast  relief  of  pain  — 
takes  up  more  acid 

Heals  ulcer  fast— action  more  prolonged  in  vivo 
Has  superior  action  of  a liquid,  with  the 
convenience  of  a tablet^ 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive  dried  aluminum  hydroxide  gel  (stabilized 
with  hexitol)  with  75  mg.  of  magnesium  hydroxide.  New  Creamalin 
tablets  are  pleasant  tasting  and  smooth,  not  gritty.  They  do  not  cause 
constipation  or  electrolyte  disturbance. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  needed. 

Peptic  ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours. 

How  Supplied:  Creamalin  Tablets,  bottles  of  50, 100,  200  and  1000. 

Also  available:  New  Creamalin  Liquid  (1  teaspoon  = 1 tablet), 
bottles  of  8 and  16  fl.  oz. 

References:  1.  Schwartz,  I.  R.:  Current  Therap.  Res.  3:29,  Feb.,  1961. 

2.  Beekman,  S.  M.:  J.  Am.  Pliarm.  A.  (Sclent.  Ed.)  49:191,  April,  1960. 

3.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L. : ].  Am.  Pharm.  A. 

(Scient.  Ed.)  48:381,  July,  1959.  4.  Data  in  the  files  of  the  Department 

LABORATORIES  of  Medical  Research,  Winthrop  Laboratories.  5.  Hinkel,  E.T.,  Jr.  ; Fisher,  M.  P., 

New  York  18,  N.Y,  and  Tainter,  M.  L.:  J.  Am.  Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

FOR  PEPTIC  ULCER  • GASTRITIS  • GASTRIC  HYPERACIDITY 
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patient 

unhappily 

overweight? 


minimize  care  and  eliminate  despair  with 


brand  Methamphetamine  Hydrochloride 

Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  "our  drug  of  choice  has 
been  methedrine  . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized 
or  entirely  absent."'  Literature  available  on  request. 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

' Douglas,  H.  S.:  West.  J.  Surg.  59:238  (May)  1951. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  Tuckahoe.  New  York 


the  only  sustained-release  tranquilizer 
that  does  not  cause  autonomic  side  reactions 


• SAFE,  CONTINUOUS  RELIEF  of  anxiety  and  tension  for  12  hours  with 
just  one  capsule— without  causing  autonomic  side  reactions  and  without 
impairing  mental  acuity,  motor  control  or  normal  behavior. 

• ECONOMICAL  for  the  patient— daily  cost  is  only  a dime  or  so  more  than 
for  barbiturates. 

Meprospan-400 

400  mg.  meprobamate  (Miltown®)  sustained-release  capsules 

Usual  dosage:  One  capsule  at  breakfast  lasts  all  day;  one  capsule  with  evening  meal  lasts  all  night. 

Available:  Meprospan-ftOO , each  blue-topped  capsule  contains  400  mg,  Miltown  (meprobamate).  Meprospan~200, 
each  yellow-topped  capsule  contains  200  mg.  Miltown  (meprobamate).  Both  potencies  in  bottles  of  30. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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FAST 

ORAL  ALLERCUR  REACHES 
THE  SKIN  IN  10  MINUTES' 
FOR  PROLONGED  RELIEF 

Allercur  is  the  systemic  answer  to  a derma- 
tology problem.  This  single  agent  provides 
fast,  prolonged  relief  of  itching,  both  allergic 
and  nonallergic,  with  only  2 to  4 tablets  daily 
—without  timed-release  devices.  Drowsiness 
and  other  side  effects  are  of  low  degree.  Un- 
like topical  preparations,  Allercur  frees  the 
patient  of  messy,  inconvenient  local  applica- 
tion. Many  risks  of  systemic  phenothiazine 
and  glucocorticoid  therapy  are  decreased. 

Effective:  "An  excellent  or  good  antipruritic 
response  occurred  in  69  patients  (79.5%).  No 
toxic  reactions  occurred  and  there  were  virtu- 
ally no  side  effects.  Particularly  notable  were 
the  absence  of  drowsiness  and  the  rapidity 
with  which  the  remission  of  itching  occurred."^ 
Allercur  is  also  effective  in  the  management 
of  conditions  such  as  nasal  allergy,  including 
seasonal  hay  fever. 

CAUTION:  If  drowsiness  occurs,  patients  should 
avoid  activities  demanding  alertness. 

AVERAGE  DOSE:  2 to4  tablets  daily  in  divided  doses. 

SUPPLIED:  Tan,  scored  tablets,  each  containing  20 
mg.  clemizole  HCI,  in  bottles  of  100. 

REFERENCES:  1.  Kimmig,  J.:Hautar2t3:414(Sepl.)I95Z. 
2.  Butler.  P.G. : Western  Med.  I ;16  (Nov.)  I960. 

Bibliography  on  request. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 


when  allergies  occur 


*Re|  T M . Schehni.  A.  G..  Btflifi 


(clemizole  HCI) 
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COZYME 


(dexpanthenol,  Travenol) 


ACTION 


sur 


after  Surgical  Stress 


Restores  Normal  Peristalsis 

COZYME  is  a specific  for  post  surgical  intestinal  atony,  abdomi- 

nal distention,  paralytic  ileus  and  retention  of  flatus  and  feces.  Routine  administration 
is  completely  safe,  even  in  cases  such  as  Intestinal  anastomoses.  COZYME  stimulates 
the  return  of  normal  peristalsis.There  are  no  known  contraindications,  except  concurrent 
use  with  other  enterokinetics  such  as  neostigmine.  A vast  number  of  cases  on  record 
attest  to  the  effectiveness  of  COZYME.  Many  surgeons  and  obstetricians  use  this  drug 
as  an  indispensible  part  of  postsurgical  and  postnatal  case  management. 


Supplied:  In  2 ml.  and  10  ml.  vials  containing  250  mg.  of  dexpanthenol  per  ml.  Also  in 
2 ml.  disposable  syringe  containing  250  mg.  of  dexpanthenol  per  ml. 

Bibliography:  1.  Lamphier,  T.A.:  Am. Surgeon  ?$:350-354  (May)  1960.  2.  Wager,  H.P.,  and  Melosh,  W.D.:  West.J.Surg. 
67:280-282  (Sept.-Oct.)  1959.  3.  Turow,  D.D.:  Clin.  Med.  6:791-796  (May)  1959.  4.  Frazer,  J.W.;  Flowe,  B.H.,  and  Aniyan 
W.G.:  J.A.M.A.  769:1047-1051  (March  7)  1959.  5.  Stone,  M.L.;  Schlussel,  S.;  Silbermann,  E.,  and  Mersheimer,  W.:  Am. 
J.Surg.  97:191-194  (February)  1959.  6.  Haycock,  C.E.;  Davis, W. A.,  and  Morton,  T.V.:  Am.  J.  Surg.  97:75-78  (January) 
1959.  7.  Fabi,  M.:  Gazz.  Med.  Hal.  766:159-161  (April)  1957. 

TRAVENOL  LABORATORIES,  INC.,  Morton  Grove,  Illinois 
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“If  I wasn’t  so  bashful 


- 


I would  show  you  how  clear  and 

free  from  diaper  rash 

I 

my  skin  is... thanks 
to  doctor  telling 
mommy  to  use 

Desitin  Ointment 


on  me  regularly^^ 


Samples  of  soothing, 
protective,  healing 
! Desitin*  Ointment . . . 

I 

' pioneer  external  cod 
j liver  oil  therapy .. . 

I on  request. 


I DESITIN 

CHEMICAL  COMPANY 


I 812  Branch  Avenue,  Providence  4,  R.  I. 
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have  you 
heard,  Doctor? 
Chymoral’ 

cuts  healing  time  in 
respiratory  inflammation 


ARMOUR  PHARMACEUTICAL  COMPANY  kankakee. Illinois  Armour  Means  Protection 


By  subduing  the  inflammatory  reaction  of  respiratory 
tract  tissues,  Chymoral  liquefies  thickened  bronchial 
secretions  and  affords  easier  expectoration  of  mucus 
plugs.  In  a series  of  48  patients  with  bronchial  asthma, 
44  were  afforded  relief  with  Chymoral  therapy  that  was 
judged  "good  to  excellent.”'  In  chronic  obstructive 
emphysema,  Chymoral  has  improved  both  vital  ca- 
pacity and  the  ability  to  expectorate  without  severe, 
racking  cough  effort.^  And  in  sinusitis  or  rhinitis  there  is 
a definite  reduction  of  inflammation  and  edema  of  the 
nasal  and  sinal  mucosa,  along  with  improved  airflow. 


Chymoral  is  an  ORAL  anti-inflammatory  enzyme  tablet  spe- 
cifically formulated  for  intestinal  absorption.  Each  tablet  pro- 
vides enzymatic  activity,  equivalent  to  50.000  Armour  Units, 
supplied  by  a purified  concentrate  which  has  specific  trypsin 
and  chymotrypsin  activity  in  a ratio  of  approiimately  six  to 
one.  ACTION:  Reduces  inflammation  of  all  types;  reduces  and 
prevents  edema  except  that  of  cardiac  or  renal  origin;  hastens 
absorption  of  blood  and  lymph  extravasates;  helps  to  liquefy 
thick  tenacious  mucous  secretions;  Improves  regional  circula- 
tion; promotes  healing;  reduces  pain.  INDICATIONS;  Chymoral 
is  indicated  in  respiratory  conditions  such  as  asthma,  bron- 
chitis. rhinitis,  sinusitis;  in  accidental  trauma  to  speed  absorp- 
tion of  hematoma,  bruises,  and  contusions;  in  inflammatory 
dermatoses  to  ameliorate  acute  inflammation  in  conjunction 
with  stan^dard  therapies;  in  gynecologic  conditions  such  as 
pelvic  inflammatory  disease  and  mastitis;  in  obstetrics  as 
episiotomies  and  breast  engorgement;  in  surgical  procedures 
as  biopsies,  hernia  repairs,  hemorrhoidectomies,  mammec- 
tomies,  phlebitis  and  thrombophlebitis,  in  genitourinary  dis- 
orders as  epididymitis,  orchitis  and  prostatitis;  in  dental  and 
oral  surgery  as  fractures  of  the  mandible  or  maxitlla,  difficult 
or  multiple  extractions,  and  alveolectomies.  CONTRAINDICA- 
TIONS: None  known.  INCOMPATIBILITIES:  None  known. 
Antibiotics  as  well  as  generally  accepted  measures  may  be 
coadministered.  SIDE  EFFECTS:  Mild  gastric  upsets,  rarely 
encountered.  DOSAGE:  Recommended  initial  dose  is  two 
tablets  q.i.d.;  one  tablet  q.i.d.  for  maintenance.  SUPPLIED: 
Bottles  of  48  tablets. 


CHYMORAL 


controls  inflammation 
curtails  swelling,  curbs  pain 


1.  Taub,  S.  J.:  Clin.  Med.  7:2575, 1960.  2.  Clinical  Reports  to  the  Medical 
Department,  Armour  Pharmaceutical  Company,  1960.  3.  Billow,  B.  W.; 
Cabodeville,  A.  M.;  Stern,  A.;  Palm,  A.;  Robinson,  M.,  and  Paley,  S.S.: 
Clinical  Experiences  with  Oral  Anti-inflammatory  Enzyme  for  Intesti- 
nal Absorption.  Southwestern  Med.  41:286, 1960. 


CHYMORAL 


© Jan.,  1961,  A.  P.  CO. 


ORAL  systemic  anti-inflammatory 
enzyme  tablet 
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newlandearil  Geigy 

brand  of  oxyphenbutazone 


inflammation  takes  flight 


a new  development 
in  nonhormonal, 
anti-inflammatory 
therapy 


more  specific  than  steroids— 

Acts  directly  on  the  inflammatory  lesion  without 
altering  pituitary-adrenal  function  . . . 
without  impairing  immunity  responses.®  ' ' 

more  dependable  than  enzymes— 

Rapid  and  complete  absorption,  without  the 
uncertainty  of  oral  or  buccal  enzyme  therapy.® 

more  potent  than  salicylates— 
Anti-inflammatory  potency  of  Tandearil 
markedly  superior  to  aspirin. 


Remarkably  useful  in  a wide  variety  of  inflammatory 
conditions,  including;  rheumatoid  arthritis, 
spondylitis,  osteoarthritis’  ’ ®;  gout'  “ ®;  acute  super- 
ficial thrombophlebitis* painful  shoulder 
(peritendinitis,  capsulitis,  bursitis,  and  acute  arthritis 
of  that  joint)'"*;  severe  forms  of  a variety 
of  local  inflammatory  conditions®  ’ ’®. 

The  physician  should  be  thoroughly  familiar  with  the 
dosage,  side  effects,  precautions  and  contra- 
indications of  Tandearil  before  prescribing.  Full 
product  information  available  on  request. 


/ 


ROXAIXE 


A.  new  name  In  Pliarmaceuticals 

Philips  Roxane  comes  to  you  as  a new  name 
in  American  pharmaceutical  manufacture.  But 
our  roots  go  deep.  We  have  well-established 
resources  in  this  country.  In  Holland  and 
elsewhere  in  Europe,  we  have  access  to 
research  from  which  substantial  contributions 
have  been  made  in  the  areas  of  human, 
animal  and  plant  health. 

A wide  range  of  new  pharmaceuticals  is  now 
being  developed  which  will  have  significant 
usefulness  to  you  in  your  practice. 

For  example,  extensive  studies  are  now  being 
carried  out  in  organic  synthesis,  vaccines,  and 
radioactive  isotopes.  Some  of  these 
pharmaceuticals  and  biologicals  are  presently 
undergoing  clinical  trials  in  this  country. 

One  research  project  nearing  completion  is 
a measles  vaccine,  now  undergoing  extensive 
U.  S.  clinical  trial.  Another  preparation,  soon 
to  be  available,  is  a progestational  agent 
which  gives  promise  of  offering  distinct 
advantages  over  those  presently  available. 

A true  progestin,  it  wilt  have  wide  application  in 
female  disturbances  without  androgenic, 
estrogenic,  or  corticosteroid  side  effects. 

Philips  Roxane  has  acquired  affiliates 
throughout  the  United  States,  where  research 
and  development  in  human,  animal  and  plant 
medicines  are  being  greatly  extended  through 
their  production  facilities  and  sales 
organizations. 

The  name  Philips  Roxane  will  become  as 
familiar  to  you  as  the  names  of  many  other 
fine  pharmaceutical  houses  in  this  country, 
whose  products  and  people  serve  you  faithfully. 


PHILIPS  ROXANE, 


SUHSIOIARr  OF  PHILIPS  ELECTRONICS  ANO  PHARMACEUTICAL  INDUSTRIES  CORP. 


FOR 


MEDICINE 


PRO 


GRES 


S 


I N 


RESEARCH 


(Salts  of  Dihydroh  droxycodeinone  and 
Homatropine,  plus  APC) 

TABLETS 

fills  the  gap 
between 
mild  oral  and 
potent 

parenteral 

analgesics’" 


ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


‘U.S.  Pats.  2,628,185  and  2,907,768 


AVERAGE  ADULT  DOSE 

1 tablet  every  6 hours. 
May  be  habit-forming. 
Federal  law  permits 
oral  prescription. 


Also  Available 

For  greater 
flexibility  in  dosage  — 
Percodan®-Demi:  The  complete 
Percodan  formula,  but  with 
only  half  the  amount  of  salts  of 
dihydrohydroxycodeinone 
and  homatropine. 

1.  Blank,  P.,  and  Boas,  H.:  Improved 
analgesia  for  moderate  pain,  Ann.  West. 
Med.  &.  Surg.  6:376,  1952.  2.  Bonica,  J.  J., 
et  al.:  The  management  of  postpartum 
pain  with  dihydrohydroxycodeinone 
(Percodan):  Evaluation  with  codeine  and 
placebo,  West.  J.  Surg.  65:84,  1957. 
3.  Cass,  L.  J.,  and  Frederick,  W.  S.: 
A controlled  study  in  pain  relief,  M.  Times 
84:1318,  1956.  4.  Chasko,  W.  J.:  Pain-'free 
dental  surgery:  Postoperative  extension 
of  the  pain-free  state,  J.  District  of 
Columbia  Dent.  Soc.  31:3,  No.  5,  1956. 
5.  Cozen,  L.:  Office  Orthopedics,  ed.  2, 
Philadelphia,  Lea  &.  Febiger,  1953,  pp.  120, 
138,  145,  156,  234.  6.  Nicolson,  W.  P.,  Jr., 
and  Skandalakis,  J.  E.:  Control  of  postopera- 
tive pain,  J.M.A.  Georgia  46:471,  1957. 
7.  Piper,  C.  E.,  and  Nicklas,  F.  W.:  Percodan 
for  pain  in  industrial  practice.  Indust.  Med. 
23:510,  1954;  abstracted,  Clin.  Med.  3:1008,  1956, 
Current  M.  Digest  22:135,  No.  3,  1955. 
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■ acts  in  5-15  minutes 

■ relief  usually  lasts 
6 hours  or  longer 

■ toleration  excellent... 
constipation  rare 

■ sleep  uninterrupted 
by  pain 


Each  Percodan*  Tablet 
contains  4.50  mg.  dihydro- 
hydroxycodeinone HCI, 
0.38  mg.  dihydrohydroxy- 
codeinone'terephthalate 
(warning:  may  be  habit- 
forming), 0.38  mg. 
homatropine  terephthalate, 
224  mg.  acetylsalicylic 
acid,  160  mg.  aceto- 
phenetidin,  and  32  mg. 
caffeine. 


I 


Lifts  depression... 


You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Deprol,  her  depression 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  a feiv  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 
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as  it  calms  anxiety  f 


Smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety.., 
rapidly  and  safely 


Balances  the  mood  — no  “seesaw” 

effect  of  amphetamine-barbiturates  and  energizers. 

While  amphetamines  and  energizers  may  stimulate  the  patient  — 
they  often  aggravate  anxiety  and  tension. 

And  although  amphetamine-barbiturate  combinations  may 
counteract  excessive  stimulation  — often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  Deprol’s  smooth,  balanced  action 
lifts  depression  as  it  calms  anxiety— both  at  the  same  time. 

Acts  swiftly — the  patient  often  feels  better, 
sleeps  better,  within  a few  days. 

Unlike  the  delayed  action  of  most  other  antidepressant  drugs, 
which  may  take  two  to  six  weeks  to  bring  results,  Deprol  relieves 
the  patient  quickly— often  within  a few  days.  Thus,  the  expense 
to  the  patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely  — no  danger  of  liver  damage. 

Deprol  does  not  produce  liver  damage,  hypotension, 
psychotic  reactions  or  changes  in  sexual  function  — frequently 
reported  with  other  antidepressant  drugs 


Dosage:  Usual  starting 
dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be 
gradually  increased  up  to  3 
tablets  q.i.d. 


▲ Composition:!  mg.  2-diethyl- 
® aminoethyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and 
400  mg.  meprobamate.  Supplied : 
Bottle.s  of  .50  light-pink,  scored 
tablets.  Write  for  literature  and 
samples. 


WALLACE  LABORATORIES/ CraHiuri/,  zV. /. 
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in  allergic  respiratory  disorders 


W 

Triamcinolone  LEDERLE 


UNSURPASSED  "GENERAL-PURPOSE”  STEROID 
OUTSTANDING  FOR  "SPECIAL-PURPOSE”  THERAPY 


ARISTOCORT  Triamcinolone  has  long  since  proved  its  unsurpassed  efficacy  and 
relative  safety  in  treating  allergic  respiratory  disorders,  including  bronchial 
asthma.  Clinical  evidence  has  now  shown  that  aristocort  is  also  highly  valuable 
for  “special-problem”  patients  — asthmatic  and  others  — who,  because  of  certain 
complications,  were  hitherto  considered  poor  candidates  for  corticosteroids. 

for  example: 

PATIENTS  WITH  IMPENDING  CARDIAC  DECOMPENSATION 
In  contrast  to  most  of  its  congeners,  aristocort  is  not  contraindicated  when 
edema  is  present  or  when  cardiac  decompensation  impends. ^ 

PATIENTS  WITH  EMOTIONAL  AND  NERVOUS  DISORDERS 
Triamcinolone  did  not  produce  psychic  disturbances  or  insomnia.^ 

PATIENTS  WHOSE  APPETITES  SHOULD  NOT  BE  STIMULATED 
Among  patients  treated  with  ARISTOCORT,  there  was  less  appetite  stimulation, 
especially  in  those  who  had  previously  gained  weight  on  long-term  therapy 
with  other  steroids.® 


PATIENTS  WITH  HYPERTENSION 

There  was  no  blood  pressure  increase  in  any  patient  treated  for  bi’onchial 
asthma,  and  in  some,  blood  pressure  fell.  Of  these,  three  had  been  hypertensive.'* 

References : 

1.  McGavack,  T.  H.;  Kao,  K.  Y.  T.;  Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.: 
Am.  J.  M.  Sc.  236:720  (Dec.)  1958. 

2.  McGavack,  T.  H.:  Nebraska  M.  J.  44:377  (Aug.)  1959. 

3.  Friedlaender,  S.,  and  Friedlaender,  A.  S.:  Antibiotic  Med.  & Clin.  Ther.  5:315 
(May)  1958. 

4.  Sherwood,  H.,  and  Cooke,  R.  A.:  J.  Allergy  28:97  (March)  1957. 

Precautions:  Collateral  hormonal  effects  generally  associated  with  corticosteroids 
may  be  induced.  These  include  Cushingoid  manifestations  and  muscle  weakness. 
However,  sodium  and  potassium  retention,  edema,  weight  gain,  psychic  aberration 
and  hypertension  are  exceedingly  rare.  In  the  treatment  of  allergic  respiratory  dis- 
orders, dosage  should  be  individualized  and  kept  at  the  lowest  level  needed  to  control 
symptoms.  Dosage  should  not  exceed  36  mg.  daily  without  potassium  supplementa- 
tion. Drug  should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes  simplex 
and  chicken  pox. 

Supplied:  Scored  tablets— 1 mg.  (yellow) ; 2 mg.  (pink) ; 4 mg.  (white) ; 16  mg.  (white). 
Also  available  — syrup,  parenteral  and  various  topical  forms. 


Request  complete  information  on  indications,  dosage,  precautions  and  contraindica- 
tions from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 


X.F.nEPT.K  T.APOPATnPITT^  ADivigiQILgLAMERICAN  CYANAMID  COMPANY.  Pearl  River.  New  York 
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tku  C6uM  fee  u&ivi  fjotiewt. . . 

traveling  by  Custom  Air-Ambulance  Service 

You  can  use  this  custom-designed,  twin-engine  all-weather  air  ambulance  to  transport 
your  patients  at  200  miles  per  hour  around  the  clock.  The  air  ambulance  has  resuscita- 
tion equipment,  a nine-hour  oxygen  supply,  and  a wide  door  specially  designed  for 
loading  the  stretcher  and  patient.  The  handsomely  appointed  cabin  offers  ample  room 
for  the  patient,  doctor  and  members  of  the  family.  Airline  transport  rated  pilots  ore 
in  command  on  every  flight,  assuring  complete  safety.  For  full  details  write  for 
brochure  or  call 


SPECIAL  AIR  SERVICES,  Inc. 
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P.  O.  Box  305  Alexandria,  Virginia  King  9-3146 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


Outstandingly  Safe 
and  Effective 


for  the  tense  and 
nervous  patient 

1  simple  dosage  schedule  relieves  anxiety 
dependably  — without  the  unknown 
dangers  of  “new  and  different”  drugs 

2  does  not  pioduce  ataxia,  stimulate  the 
appetite  or  alter  sexual  function 

3  no  cumulative  effects  in  long-term 
therapy 

4  does  not  produce  depression, 
Parkinson-like  symptoms,  jaundice 
or  agranulocytosis 

^ does  not  muddle  the  mind  or  affect 
O normal  behavior 


Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d.' 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTABS*— 400  mg. 

unmarked,  coated  tablets;  and  in  sustafned-re/eose 
capsules  as  MEPROSPAN®-400  and  MEPROSPAN®-200 
(containing  respectively  400  mg.  and 200 mg.  meprobamate). 

•trade-mark 


Miltown* 

meprobamate  (Wallace) 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


CM-4731 
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Fostex*  treats 
pimples'blackheadsacne 
while  they  wash 


degreases  the  skin 
helps  remove  blackheads 
dries  and  peels  the  skin 


Patients  like  Fostex  because  it’s  so 
easy  to  use.  Instead  of  using  soap, 
they  simply  wash  acne  skin  with 
Fostex  Cream  or  Fostex  Cake  2 to  4 
times  daily. 

Fostex  contains;  Sebulytic*^  base  (unique,  penetrating,  sur- 
face-active combination  of  soapless  cleansers  and  wetting 
agents •)  with  remarkable  antiseborrheic,  keratolytic  and  anti- 
bacterial actions  . . . enhanced  by  micropulverized  sulfur  2%, 
salicylic  acid  2%  and  hexachlorophene  1%. 

*sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl  polyether  sulfonate 
and  sodium  dioctyl  sulfosuccinate. 

Fostex  Cream  and  Fostex  Cake  are  interchangeable  for  thera- 
peutic washing  of  the  skin.  Fostex  Cream  is  approximately 
twice  as  drying  as  Fostex  Cake.  Supplied;  Fostex  Cake— bar 
form.  Fostex  Cream— 4.5  oz.  jars.  Also  used  as  a therapeutic 
shampoo  in  dandruff  and  oily  scalp. 

And  . . . since  continuous  24-hour  drying  and 
peeling  of  acne  skin  is  essential,  FOSTRIL  (a  new, 
flesh-tinted  drying  lotion)  should  be  used  once  or 
twice  daily  in  addition  to  Fostex  therapeutic  washings. 
Fostril®  contains  Liposec®  (polyoxyethylene  lauryl 
ether),  a new,  surface-active  drying  agent  used  for  the 
first  time  in  acne  treatment.  This  agent,  with  2% 
micropulverized  sulfur  and  a zinc  oxide,  talc  and  ben- 
tonite base,  provides  Fostril  with  excellent  drying 
properties.  Fostril  also  contains  1%  hexachlorophene. 

Available;  Fostril,  1%  oz.  tubes. 

Fostril-HC  ('/,%  hydrocortisone)  25  gm.  tubes. 
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ABLETS 


Each  HEMOZYME  tablet  contains: 


Special  Liver-Stomach  Concentrate 

(containing  Intrinsic  Factor)  150  mg. 

Vitamin  B-12  with  Intrinsic  Factor 

Concentrate  (U.S.P. ) % Unit  (Oral) 

Vitamin  B-12  Activity 

(Cobalamin  Concentrate)  7.5  meg. 

I-Lysine  50.0  mg. 

Iron  ( Ferric  Citropyrophosphate  ) 40.0  mg. 

(Opper  (Sulphate)  0.25  mg. 

Folic  Add 0.2  mg. 

Ascorbic  Add  (Vitamin  C) 75.0  mg. 

Vitamin  B-1  (Thiamin  Mononitrate) 5.0  mg. 

Vitamin  B-2  (Riboflavin) S.O  mg. 

Niadnamide 50.0  mg. 


pernicious  anemia 
macrocytic  anemia 
iron  deficiency  anemia 
megaloblastic  anemias 


{ 


TWO  TABLETS  SUPPLY:  i 

Vitamin  B-12  with  the  Intrinsic  Factor  Concentrate  in  the  amount  to  produce  the 
calculated  response  in  patients  with  pemidous  anemia  in  relapse  (one  unit)  and  also:  I 

Iron 800%  M.D.R.*  Vitamin  B- 1 1000%  M.D.R.  j 

Vitamin  C 500%  M.D.R.  Vitamin  B-2  833%  M.D.R. 

Niadnamide 1000%  M.D.R.  * Minimum  Adult  Daily  RequiremenI  | 

DOSAGE: 


i. 


BARROWS 


II 


One  (1)  tablet  (two  times  daily)  supplies  therapeutic  quantities  of  all  known  anti-anemic  t 

agents.  Supplied  in  bottles  of  100s  and  1000s  at  all  pharmacies.  | 

Write  for  physicians'  samples  for  clinical  trial. 

BIOCHEMICAL  PRODUCTS  CORP..  INWOOD,  LONG  ISLAND,  NEW  YORK 

I 

Biochemicals  • Manufacturing  Chemists  • Pharmaceuticals 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 


solve  the  mystery 
of  Acne  Therapy 


Fine  Medium  RouRh 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  the  more  acute  cases. 


ABRASION  THERAPY  FOR  ACNE 


BtSavol  has  a seatle,  graded  ahnuaTe 
action  that  attacks  the  acne  lesion 
sinply  and  directly.  Helps  open 
plugged  pores,  reduce  pustules  and 
blackheads,  control  oiliness. 
Outstanding  success  on  thousands 
of  acne  cases.  Branvol  (pat. 
pend.)  contains:  mild  abrasive 
(Al:^,  hesachlorophenc 
1%,  drying  soap-and- 
detergent  base. 

Write  for  samples  and  literature. 


Logical  Dermatologicals — since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N ,Y. 

Canada:  WInley-Morris  Co.,  Ltd.,  Mootrail  29 


( STIEFEU) 


in  certain  countries  Brasivol  available  as  DENCO-BRAS^^ 


“I  can  guarantee  your  liver  for  one  year  or  twelve 
thousand  drinks,  whichever  comes  first.” 
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Nico-Metrazol' 

the  safe  ergogenlc  agent 


Whenever  non-specific  fatrgue  indicates  the  need  for  safe  cerebral  stimulation, 
Nico-Metrazol  deserves  a therapeutic  trial.  The  gentle  activation  of  the  central  nervous 
system  and  the  Increased  rate  of  cerebral  blood  flow  effected  by  Metrazol®,  combined 
with  increased  peripheral  blood  flow  induced  by  nicotinic  acid,  provide  a "physiologic 
spark-plug”  for  renewed  mental  and  physical  vitality.  Fatigue  and  listlessness  are 
frequently  replaced  by  a resurgence  of  energy  and  alertness.  Chronically  apathetic 
geriatric  patients  often  show  significant  Improvement  on  Nico-Metrazol  therapy. 

Outstanding  Safety:  Nico-Metrazol  is  markedly  free  of  undesirable  systemic  action. 
It  causes  neither  hypertension  nor  postural  hypotension.  Nico-Metrazol  has  no  adverse 
effect  on  liver  or  bone  marrow  functions.  The  vasodilating  action  of  nicotinic  acid 
produces  a transient  flush  and  is  accompanied  by  a feeling  of  warmth  and  stimulation. 

Dosage:  Initially,  2 Nico-Metrazol  Tablets,  or  2 teaspoonfuls  of  Nico-Metrazol  Elixir,  three  or  four 
times  daily.  For  maintenance,  after  optimal  results  have  been  achieved,  dosage  may  be  reduced  to 
1 Nico-Metrazol  Tablet  or  1 teaspoonful  of  Nico-Metrazol  Elixir  three  times  daily. 

Supply:  Nico-Metrazol  Tablets  and  Elixir- 100  mg.  Metrazol  and  50  mg.  nicotinic  acid  in  each 
tablet  or  teaspoonful. 


For  infonnatlon  on  Vlta-Metra^ol  and  Metrazol  dosage  forms,  consult  your  current  Physicians'  Desk  Reference. 
KNOLL  PHARIVLA.CETJTICAL  COMPANY  » orange,  new  jersev 
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IN  FUNCTIONAL  6.1.  AND 
BILIARY  DISTURBANCES 
...TO  EACH  PATIENT 
ACCORDING  TO  THE  NEED 


DECHOLIN-BB 


•••• 


Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  anxiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts... and  also  relieve  both  smooth-muscle  spasm  and 
biliary/intestinal  stasis 


butabarbital  sodium 15  mg.  (14  gr.) 

(Warning-may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  ('/e  gr.) 


DECHOUN 
with  Belladoima 

Hydrocholeretic— Antispasmodic. ..to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi... and 
also  counteract  biliary/intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  {V/*  gr.) 

belladonna  extract 10  mg.  (14  gr.) 


DECHOLIN 

Hydrocholeretic ..  .to  combat  STASIS  in  bowel  and  biliary 
tract ...  by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  (3*4  gr.) 


A verage  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily. 

Side  effects:  Decholin  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
Decholin  with  Belladonna  and  Decholin-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  Decholin  with  Belladonna  and 
DECHOLtN-BB)  glaucoma. 

Precautions:  Periodically  check  patients  on  Decholin  with  Belladonna  and  Decholin-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  Decholin-BB  for  evidence  of  barbiturate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Available:  Decholin-BB,  in  bottles  of  100  tablets;  Decholin  with  Belladonna  and  Decholin,  in  bottles  of 
100  and  500. 


AMES 

COMPANY.  INC 
Elkhart  • Indiana 
Toronto  • Conodo 
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In  edema  of  pregnancy 


DIAMOX  achieves  effective  diuresis  without  inviting  dehydra- 
tion. Comfortable  6-  to  12-hour  action  provides  daytime  action- 
nighttime rest.  Tablets  of  250  mg.  Parenteral,  vials  of  500  mg. 

Request  complete  information  on  indications,  dosage,  precautians  and  contraindica- 
tions from  your  Lederle  representative,  ar  write  ta  Medical  Advisory  Department. 

LEDERLE  LABORATORIES.  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination  with  proven 
effectiveness  for  the  /xM 
topical  control  of  gram- ; ? 
positive  and  gram-nega-  ^ 
tive  organisms.  ^ 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10.000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

V2  02.  and  Vs  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

V2  oz.  and  oz. 

(with  ophthalmic  tip) 

Tubes  of  V2  oz.  and 
Vs  oz.  (with 
ophthalmic  tip) 

JaU  burroughs  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Three  of  these  women  have  vaginitis  (trichomonal,  monilial 
or  mixed).  Only  comprehensive  therapy  can  reach  all  three. 

For  every  2 cases  of  vaginitis  caused  by  Trichomonas  vaginalis  alone,  there  is  usually  1 case  caused  by 
Candida  (Monilia)  albicans,  Haemophilus  vaginalis,  or  mixed  infection  involving  several  pathogens.^'® 
You  can  reach  all  of  these  vaginitis  patients  with  the  comprehensive  vaginal  preparation  effective  against 
C.  albicans,  H.  vaginalis  and  other  bacterial  pathogens,  in  addition  to  T.  vaginalis. 

1.  Powder  for  <ivrck/y  applicntion  in  your  office:  Furoxone*^  (furazolidone)  0.1%  and  MicOFUR®  (nifuroxime)  0.5%,  in  an  acidic  water- 
dispersible  base.  15  (iin.  plastic  stjueeze  bottle.  2.  Suppositories  for  continued  home  use:  first  week  1 in  the  morning  and  1 on  retiring. 
After  first  week,  1 at  night  may  suffice.  Continue  treatment  during  menses  and  throughout  menstrual  cycle  and  for  several  days  there- 
after. Contain  Micofur  0.375%  and  Furoxone  0.25%  in  a water-miscible  base.  Boxes  of  12  or  24  suppositories  with  applicator. 

l.CooIidge,C.W.;  Glisson,C.S.  Jr.,and  Smith,A.A.:J.M. A. Georgia 
48:167  (Apr.)  1959. 2.Ensey,J.E.  :Am.J.Obst.&Gynec.  77:155  (Jan.)  1959. 
3.Frech,H.C.,and  Lanier,  L.R.,  Jr. :J.M.  A.  Georgia  47:498  (Oct.)  1958. 
EATON  LABORATORIES 
Division  of  The  Norwich  Pharmacal  Company 
NORWICH,  NEW  YORK 


TRICOFURON 


Improved 


Put  your  low-back  patient 
back  on  the  payroll 


Soma*s  prompt  relief  of  pain  and  stiffness 
can  get  your  low-back  patients  back 
to  work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  . . . help 
give  your  patient  the  two  things  he  wants 
most:  relief  from  pain  and  rapid  return  to 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  with 
higher  dosages.  Soma  is  available  in  350  mg. 
tablets.  USUAL  dosage:  1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  pa- 
tients required  an  average  of  41 
days  for  full  recovery  (range:  3 to 
90  days).  The  addition  of  Soma 
therapy  in  this  comparative  inves- 
tigation reduced  the  average  to 
11.5  days  (range:  2 to  21  days). 
With  Soma,  patients  averaged  full 
recovery  30  days  sooner. 


Grs.  ha. 
FLAVORED 


Living  up  to 
a family  traditton 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children- H4  grain  flavored 
tablets— Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Children's 
Greater  Protection 


THE  BAYER  COMPANY.  DIVISION  OF  STERLING  DRUG  INC..  1450  BROADWAY.  NEW  YORK  18.  N.  Y 
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DEUUIUM0NF2X 

Squibb  Testosterone  Enanthate  and  Estradiol  Valerate 

PREVENTS  LACTATION  AND  BREAST  ENGORGEMENT  / just  one  injection  at  the  end  of  the  first  stage 
of  labor/ optimally  balanced,  long-acting  combination  of  gonadal  steroids  for  easy  injection  through 
small-gauge  needle  because  of  low  viscosity/ virtually  eliminates  need  for  analgesics' / essen- 
tially eliminates  withdrawal  reaction  and  secondary  breast  engorgement  sometimes  associated 
with  oral  medication'  / does  not  affect  involution  of  uterus  or  restoration  of  normal  ovarian  function’. 

Squibb  Quality — the  Priceless  Ingredient 

OEUDUMONE*  is  a Sauibb  trademark 


Supply:  Ekcb  cc.  of  Deladumone  2X  provides  180  mg.  testosterone  enanthate  and  8 mg.  estradiol  vaferate  dissolved  In  sesame  oil.  Vials  of  2 cc.  Dosage:  2 cc.  given 
as  a single  Intramuscular  Injection  preferably  at  the  end  of  the  first  stage  of  labor  or  else  Immediately  upon  delivery.  For  full  Information  see  your  Squibb  Product 
Reference  or  Product  Brief.  References;  i.Watrous,  J.  B.,Jr.,etal.:  J.A.IVI.A.  1 69:  246  (Jan.  17)  1959. 2 Lo  Presto, B., and  Caypinar,  E.Y.:  J.A.M.A.169:260  (Jan.  1 7)  1969. 
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NEW  YORK  HEALTH  EXPOSITION  1961 
COLISEUM  N.Y.C.  AUG.  18-27 


A health  education  project  of  the  New  York  City  Department 
of  Health  in  co-operation  with  the  Medical  Society  of  the  State 
of  New  York. 

It  has  been  said  that  “The  Health  Fair  is  a reception,  a hos- 
pitality center,  a home  even,  where  the  lay  public  can  visit  you 
in  person,  talk  to  you  man  to  man,  touch  you  with  a handshake 
and  come  away  with  a friendher,  much  clearer  conception  of 
what  you  are  doing  on  their  behalf.” 

Today  medicine  needs  to  rub  elbows  with  the  pubhc.  “The 
public  wants  to  know”  has  never  been  more  truly  spoken  than 
today. 

The  New  York  Health  Exposition  1961  at  the  Coliseum  is 
yours  for  reaching  the  public,  your  patients,  and  potential  pa- 
tients. New  Yorkers  of  every  race,  creed,  skill  and  trade  wiU 
come  to  see  what  “The  Health  Team”  is  doing.  Medicine  is  the 
key  member  of  this  team  and  here  may  put  the  best  of  its  many 
good  feet  forward  to  show  the  people  of  New  York  where  it 
stands  in  the  vanguard  of  scientific  progress. 


YOUR  MEDICAL  SOCIETY’S 
OWN  CONTRIBUTION 
TO  THE 

NEW  YORK  HEALTH  EXPOSITION  1961 
Medicine  in  Space  and  Moon  Journey 


Medicine’s  indispensable  role  in  putting  man  into  outer  space 
will  be  depicted  with  high  drama  in  one  of  the  Exposition’s 
major  exhibits.  Covering  a large  area  of  the  New  York  Coli- 
seum’s first  floor  the  exciting  display  has  been  developed  from 
plans  of  a score  of  military  and  civilian  space  agencies  which  will 
contribute  authentic  equipment  and  details.  The  exhibit  will 
be  housed  in  three  air  supported  plastic  bubbles  surroimded  by  a 
display  of  projectiles  and  satellites  designed  for  actual  space 
travel.  In  the  first  of  the  air  shelters  will  be  presentations  relat- 
ing to  man’s  adaptability  to  space  flight,  and  the  hazards  of  radia- 
tion acceleration,  environment  control  and  weightlessness.  In 
the  second  area  the  visitor  himself  will  have  the  experience  of 
hurtling  through  space.  In  the  third  plastic  bubble  he  will  visit 
a moonfield. 


All  this  will  be  on  display  from  Aug.  18-27. 


M}w—From  the  makers  of 
Fleisdimamks  Margarine  comes  the... 


Wonderful  for  sodium-restricted  diets— 10  mgs. 
of  sodium  per  100  grams! 

Contains  50%  liquid  corn  oil  and  50%  partially 
hydrogenated  corn  oil! 


Delicious  flavor  like  the  sweet,  high-price  spread! 
Fresh-Frozen— available  only  in  grocers’  frozen  food  cases! 


Now,  Fleischmann’s  announces  a 
new  unsalted  margarine  for  patients 
on  low-sodium  diets,  and  for  those 
who  simply  prefer  the  sweet  taste  of 
an  unsalted  spread.  It’s  new  Fleisch- 
mann’s Sweet  (Unsalted)  Margarine,  made 
from  100%  corn  oil.  This  new  margarine  has  a 
linoleic  acid  content  higher  than  any  other 
corn  oil  margarine  . . . and  ten  times  higher 
linoleic  acid  content  than  the  high-price 
spread.  Thirty  percent  (30%)  of  the  fat  in 
Fleischmann’s  is  polyunsaturated. 

Smooth,  Fresh  Flavor  Preserved 
By  Exclusive  Fresh-Frozen  Process 
This  new  unsalted  margarine  has  a light,  fresh 
flavor  your  patients  will  find  delicious.  And 
because  it  contains  no  salt  or  other  preserva- 
tives, it’s  Fresh-Frozen  for  flavor  protection. 
Your  patients  can  be  sure  it’s  always  fresh  and 
pure. 

Although  this  new  margarine  is  Fresh- 
Frozen,  the  quarter  in  use  may  be  kept  in  the 
refrigerator  as  any  other  spread.  The  remain- 
ing quarters  should  be  stored  in  the  freezer. 


For  Patients 

On  Sodium-Restricted  Diets 

If  your  patients  need  sodium  restriction,  rec- 
ommend delicious  new  Fleischmann’s  Sweet 
(Unsalted)  Margarine.  It’s  ideal  as  a table 
spread  and  for  cooking.  It  comes  in  a bright 
green  foil  package  and  is  found  in  the  grocer’s 
frozen  food  case.  Remember  Fleischmann’s  is 
the  first  and  only  unsalted  margarine  made 
from  100%  com  oil. 


By  fhe  Makers  of  Fleischmann's  Yeas! 

FleiSC^mann^S  SWEET(mSAUrED)MAmARlNE 

Made  from  100%  CORN  OIL 
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in  bacterial 
tracheobronchitis 

Panalba* 

promptly 

to  gain  precious 
therapeutic  hours 

In  the  pi-esence  of  bacterial 
infection,  taking  a culture 
to  determine  bacterial  iden- 
tity and  sensitivity  is  de- 
sirable—but  not  always 
practical. 

A rational  clinical  alter- 
native is  to  launch  therapy 
at  once  with  Panalba,  the 
antibiotic  that  regardless 
of  etiology  provides  the 
best  odds  for  success. 

Panalba  is  effective  (in 
vitro)  against  30  common 
pathogens,  including  the 
ubiquitous  staph.  Use  of 
Panalba  from  the  outset 
(even  pending  laboratory 
results)  can  gain  precious 
hours  of  effective  antibiotic 
treatment. 

SUPPLIED:  Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline  phos- 
phate complex),  equivalent  to  250  mg. 
tetracycline  hydrochloride,  and  125  mg. 
Albamycin,*  as  novobiocin  sodium,  in  / 

bottles  of  16  and  100. 

USUAL  ADULT  DOSAGE:  1 or  2 cap- 
sules 3 or  4 times  a day. 

Side  Eflfects:  Panmycin  Phosphate  has  a , 

very  low  order  of  toxicity  comparable  ’ 

to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions 
to  therapeutic  use  in  patients  are  infre-  \ 

quent  and  consist  principally  of  mild 
nausea  and  abdominal  cramps.  ^ 

Albamycin  also  has  a relatively  low  , 

order  of  toxicity.  In  a certain  few  pa- 
tients. a yellow  p^ment  has  been  found  ' 

in  the  plasma.  This  pigment,  appar-  , . 

ently  a metabolic  by-product  of  the 
drug,  is  not  necessarily  associated  with 
abnormal  liver  function  tests  or  liver 
enlargement. 

Urticaria  and  maculopapular  dermatitis, 
a few  cases  of  leukopenia  and  agranulo- 
cytosis have  been  reported  in  patients 
treated  with  Albamycin.  Most  of  these  ‘ 

side  effects  usually  disappear  upon  dis- 
continuance of  the  drug.  ’ 

CAUTION:  Since  the  use  of  any  anti- 
biotic  may  result  in  overgrowth  of  non- 
susceptible  organisms,  constant  obser- 
vation of  the  patient  is  essential.  If  new 
infections  appear  during  therapy,  appro-  * 

priate  measures  should  be  taken. 

Total  and  differential  blood  counts 
should  be  made  routinely  during  pro- 
longed administration  of  Albamycin. 

The  possibility  of  liver  damage  should 
be  considered  if  a yellow  pigment,  a 
metabolic  by-product  of  Albamycin,  ap- 
pears In  the  plasma.  Panalba  should  be 
discontinued  If  allergic  reactions  that 
are  not  readily  controlled  by  antihista- 
minic  agents  develop. 

• Trademark,  Reg.  U.  S.  Pat.  Off. 


your  broad-spectrum 
antibiotic  of  first  resort 


llpjohn 


The  Upjohn  Cornpany 


As  the  greatest  dental  benefits  of  Sodium  Fluoride  are 
derived  during  infancy  and  early  childhood: 


( 


PEDIATRIC  VITAMINS 
PLUS  SODIUM  FLUORIDE 


dental 

caries 


provide 


proper 

nutritional 


support 

plus 

prophylaxis 

against 

future 


FUNDAMENTAL  VITAMINS  Pl^  SODIUM  FLUORIDE 

Funda-Vite(F) 

PEDIATRIC  DROPS  ^ 

Each  0.6  ml.  provides,  400  U.S.P.  units  vitamin  D,  30  mg.  vitamin  C and 
0.5  mg.  fluorine  (as  sodium  fluoride).  Available  in  30  ml.  and  SO  ml. 
bottles  with  calibrated  droppers. 


'■  MULTIPLE  VITAMINS  P^  SODIUM  FLUORIDE 

! Quanti-Vife(F) 

PEDIATRIC  DROPS 


Each  0.6  ml.  provides,  3,000  U.S.P.  units  vitamin  A,  400  U.S.P.  units 
vitamin  D,  60  mg.  vitamin  C,  1 mg.  vitamin  Bi,  1.2  mg.  vitamin  B2, 

1 mg.  vitamin  Be,  10  mg.  niacinamide  and  0.5  mg.  fluorine  (as  sodium 
fluoride) . Available  in  50  ml.  bottles  with  calibrated  droppers. 


AVAILABLE  ON  PRESCRIPTION  ONLY 

CONTRAINDICATED  IN  COMMUNITIES  WITH  FLUORIDATED  DRINKING  WATER. 


HOYT 


SAMPLES  AND  LITERATURE  - Write  Medical  DeparlmenI 

HOYT  PHARMACEUTICAL  CORP.,  NEWTON  58,  MASSACHUSETTS 

PIONEERS  IN  PEDIATRIC  VITAMIN-FLUORIDE  SUPPLEMENTS 


* 

NOTE: 

CONTINUE  VITAMIN- 
FLUORIDE  SUPPLEMENTS 
DURING  THE  SUMMER 

Daily  odminisfrations 
of  Funda-Vlle(F)  or 
Quan«l-Vite(F)  should  be 
consistent  and  continuous 
If  substantial  dental  benefits 
are  to  be  onticipated. 


I 

! 


ir 


I 
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IH  BRONCHIAL  ASTHMA.. rMARKED  INCREASE  IN  VITAL  CAPACITY..."' 

objective  evidence  of  relief 

Dexamethasone  produced  moderate  to  excellent  improvement  in  85  per  cent  of  143 
patients  with  bronchial  asthma  and  pulmonary  emphysema.  Objective  evidence 
of  antiasthmatic  effects:  “Marked  Increase  in  Vital  Capacity  and  Maximum  Breathing 
Capacity”*, . ."Increased  Efficiency  in  The  Air  Flow  Dynamics  of  Maximal  Cough.”* 


Supplied:  as  0.76  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DEC.4DRON  Phosphate  and  new  Elixir  DECADRON.  Additional  information  on  DECADRON 
is  available  to  physicians  on  request.  DECADROX  is  a trademark  of  Merck  & Co.,  Inc. 


*Bickerman,  H.  A.,  et  al.:  Physiologic  and  steroid  therapy  in  respiratory  disease. 
Scientific  Exhibit,  A.M.  A.  Convention,  Atlantic  City,  N.  J.,  June  8-12,  1959. 

^ MERCK  SHARP  & DOHME  Division  of  Merck  & Co..  INC..  West  Point.  Pa. 


Decadron 

OoxamethJsone 

TREATS  MORE  PATIENTS  MORE  EFFECTIVELY 
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BECAUSE  POOR  DIABETIC  CONTROL 
INCREASES  THE  THREAT  OF  VASCULAR 
COMPLICATIONS  IN  DIABETES'.;. 


DIABINLSE  FIRST  FOI!  ADEOUATF  AND 
CONTINUOUS  OKAL  CONTROL 


Oral  therapy  with  diabinese  can  help  assure 
more  adequate  blood-sugar  control  in  many 
maturity-onset  diabetics,  including  certain  pa- 
tients now  poorly  controlled  by  diet  alone, 
some  patients  on  insulin,  and  many  who  escape 
control  on  previous  oral  therapy. 

Diabinese  and  diet 

In  patients  with  maturity-onset  diabetes  whose 
' blood  sugar  remains  elevated  despite  weight 

and/or  caloric  control,  diabinese  is  frequently 
effective  in  doses  of  100  to  250  mg.  a day.  Fur- 
ther, unlike  insulin,  diabinese  has  not  been 
, reported  to  increa.se  appetite,  and  residual 

capacity  for  endogenous  beta  cell  activity  is 
, stimulated.  Thus,  diabinese  combined  with 

dietary  regulation  will  often  ensure  more  satis- 
factory control  than  ‘ ‘ diet  alone.  ’ ’ 

^ JJia])iii(\se  iiiid  tlie 

jj  insulin  }Kilieiil 

}i  diabinese  has  proved  to  be  an  effective  replace- 

[j  ment  for  insulin  among  maturity-onset  pa- 

■j  tients  needing  40  units  or  less  per  day.  This 

!'  application  of  diabinese  is  especially  valuable 

i,  in  patients  who  should  not  be  exposed  to  the 

; ; hazards  and  inconvenience  of  self -administered 

ij  injection  — tho.se  with  poor  eyesight,  the  infirm 

and  elderly,  and  the  emotionally  disturbed, 
i’  Transfer  from  insulin  to  diabinese  in  proper 

dosage  lessens  the  risk  of  hypoglycemia,  and  may 
J enable  certain  patients  to  resume  occupations 

where  insulin  shock  is  considered  dangerous. 


In  selected  patients  in  whom  insulin  require- 
ments have  become  quite  liigh,  combined  ther- 
apy with  DIABINESE  sometiiues  permits  reduc- 
tion of  insulin  dosage  and  helps  to  improve 
control.^  Patients  with  insulin  resistance  may 
sometimes  be  similarly  helped  by  replacement 
of  part  of  the  daily  insulin  dosage.'* 

Diabinese  rmin  the  starL 

Continuous  control  in  suitable  candidates  for 
sulfonylurea  therapy  is  more  likely  to  be 
achieved  with  diabinese.  According  to  the 
A.M.A.  Council  on  Drugs,^  observations  indi- 
cate that  “on  an  equivalent  do.se  and  blood 
level  basis,  chlorpropamide  has  a somewhat 
greater  therapeutic  effect  than  has  tolbuta- 
mide. ’ ’ This  therapeutic  superiority  is  reflected 
in  the  results  of  clinical  observations  like  those 
of  Fineberg,*'  who  compared  the  effect  of 
DIABINESE  in  50  patients  with  the  effect  of  tol- 
butamide in  35  patients.  lie  concluded  that 
“chlorpropamide  produced  .satisfactory  con- 
trol of  the  diabetes  in  almost  twice  as  great  a 
percentage  (76  versus  43  per  cent)  of  patients 
than  did  tolbutamide,  and  excellent  control  in 
more  than  twice  as  great  a percentage  (74 
versus  31  per  cent).” 

1.  .Joliiussoii,  S.:  Diabetes  9:1,  1960.  2.  El  Mahallawy, 
M.  N.,  ami  Sabour,  M.  S.:  J. A.M.A.  173:1783,  1960. 
3.  Editorial:  Brit.  M.  J.  1:188, 1961.  4.  Duncan,  L.  J.  P., 
and  Baird,  J.  D. : Pharmacol.  Rev.  12:91, 1960.  5.  A.M.A. 
Council  on  Drugs:  New  and  Nonofificial  Drugs,  1961, 
Philadelphia,  Lippincott,  1961,  p.  657.  6.  Fineberg, 
S.  K. : J.  Am.  Geriat.  Soc.  8:441,  1960. 
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iblood-suCtAr  control 

Diabinese 


BRAND  OF  CHLORPROPAMIDE 


I he  oral  antidiabetic 
most  likely  to  succeed 


economical  once-a-day  dosage 


IN  BRIEF 

DIABINESE,  <1  poti'iit  sulfonylurea,  provides 
smooth,  long-lasting:  control  of  blood  sugar  per- 
mitting economy  and  simplicity  of  low,  once-a-day 
dosage.  Moreover,  diabinese  often  works  where 
other  agents  have  failed  to  give  satisfactory  control. 

INDICATIONS : Uncomplicated  diabetes  mellitus 
of  stable,  mild  or  moderately  severe  nonketotic, 
maturity-onset  type.  Certain  “brittle”  patients  may 
be  helped  to  smoother  control  with  reduced  insulin 
requirements. 

ADMINISTIiATION  AND  DOSAGE:  Familiar- 
ity with  criteria  for  patient  selection,  continued 
close  medical  supervision,  and  observance  by  the 
patient  of  good  dietary  and  hygienic  habits  are 
essential. 

Like  imsulin,  diabinese  dosage  must  be  regulated  to 
individual  patient  requirements.  Average  mainte- 
nance dosage  is  100-500  mg.  dailJ^  For  most  patients 
the  recommended  starting  dose  is  250  mg.  given 
once  daily.  Geriatric  patients  should  be  started  on 
100-125  mg.  dailj\  A priming  dose  is  not  necessary 
and  should  not  be  used;  most  patients  should  be 
maintained  on  500  mg.  or  less  daily.  Maintenance 
dosage  above  750  mg.  should  be  avoided.  Before 
initiating  therapy,  consult  complete  dosage  infor- 
mation. 

SIDE  EFFECTS : In  the  main,  side  effects,  e.g., 
hypoglycemia,  gastrointestinal  intolerance,  and  neu- 
rologic reactions,  are  related  to  dosage.  They  are 


not  encountered  frequently  on  presently  recom- 
mended low  dosage.  There  have  been,  however,  oc- 
casional cases  of  jaundice  and  skin  eruptions  pri- 
marily due  to  drug  sensitivity;  other  side  effects 
wliich  may  be  idiosyncratic  are  occasional  diarrhea 
(sometimes  sanguineous)  and  hematologic  reactions. 
Since  sensitivity  reactions  usually  occur  within  the 
first  si.\  weeks  of  therapy,  a time  when  the  patient 
is  under  very  close  supervision,  they  may  be  readily 
detected.  Sliould  sensitivity  reactions  be  detected, 
DIABINESE  should  be  discontinued. 

PRECA  UTIONS  AND  CONTRAINDICA TIONS : 
If  hypoglycemia  is  encountered,  the  patient  must 
be  observed  and  treated  continuously  as  necessarj', 
usuallj’  3-5  daj's,  since  diabinese  is  not  significantly 
metabolized  and  is  e.xereted  slowly,  diabinese  as  the 
sole  agent  is  not  indicated  in  juvenile  diabetes  mel- 
litus and  unstable  or  severely  “brittle”  diabetes 
mellitus  of  the  adult  type.  Contraindicated  in  pa- 
tients with  hepatic  dysfunction  and  in  diabetes 
complicated  by  ketosis,  acidosis,  diabetic  coma, 
fever,  severe  trauma,  gangrene,  Raynaud’s  disease, 
or  severe  impairment  of  renal  or  thyroid  function. 
DIABINESE  may  prolong  the  activity  of  barbiturates. 
An  effect  like  that  of  disulfiram  has  been  noted  when 
patients  on  diabinese  drink  alcoholic  beverages. 

SUPPLIED : As  100  mg.  and  250  mg.  scored  chlor- 
propamide tablets. 

More  detailed  professional  information  available  on 
request. 


Science  for  the  world’s  well-being® 
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PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc.  New  York  17,  New  York 


■ See 

both  blood  picture 
and  patient  respond  to 


TRiNSicor 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable 
of  producing  in  ten  days  an  Hb  and  RBC 
response  comparable  to  that  obtained  after 
a transfusion  of  one  pint  of  whole  blood. 
For  potent,  complete  anemia  therapy, 
prescribe  Trinsicon  . . . just  2 a day  for  all 
treatable  anemias. 

Two  Pulvules  Trinsicon  (daily  dose) 
provide: 

Special  Liver-Stomach  Concentrate, 

Lilly  (containing  Intrinsic  Factor)  . . 300  mg. 
Vitamin  B12  with  Intrinsic  Factor 


Concentrate,  N.F 1 N.F.  unit  (oral) 

Cobalamin  Concentrate,  N.F., 

equivalent  to  Cobalamin 15  meg. 

(The  above  three  ingredients  are  clinically 
equivalent  to  1)^  N.F.  units  of  APA  potency.) 

Ferrous  Sulfate,  Anhydrous 600  mg. 

(Equal  to  over  1 Gm.  Ferrous  Sulfate,  U.S.P.) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 
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Fluorescence  Microscopy  in  Exfoliative  Cytology 


Acridine  orange-fluorescence  microscopy 
(AO-FM)  has  been  described  as  a major 
“breakthrough”  in  the  screening  of  smears 
for  cancer  cells.  Its  proponents  claim  that 
it  is  superior  to  the  standard  Papanicolaou 
technic;  they  even  recommend  it  as  an 
office  procedure  for  general  practitioners.^ 
Others,  including  experienced  cytologists, 
have  tried  it  without  success.^ 

The  Papanicolaou  method  depends  princi- 
pally on  morphologic  features.  Acridine 
orange-fluorescence  microscopy  elucidates 
these  features  also.  In  addition,  the  affin- 
ity of  acridine  orange  for  the  nucleic  acids, 
desoxyribose  nucleic  acid  and  ribonucleic 
acid  (which  are  increased  in  most  malignant 
cells),  adds  a cytochemical  criterion.  This 
is  the  heart  of  the  method. 

The  “fluorochromers”  point  out  the  ad- 
vantages of  rapid  staining  and  screening: 
the  striking  contrast  between  benign  and 
malignant  cells;  the  lack  of  fluorescence  of 
red  blood  cells  (facilitating  the  examination 
of  bloody  smears) ; and  the  ease  of  training 
screeners. 

Critics  report  deficiencies.  Although  the 
staining  procedure  is  rapid,  it  must  be 
precise.  Poor  Papanicolaou  smears  may  be 
difficult  to  interpret;  poor  acridine  orange 
smears  are  useless  (and  may  not  be  recog- 
nized as  unsatisfactory  by  uninitiated  per- 
sons). Thick  smears  are  difficult  to  screen. 
The  stain  is  not  permanent,  but  smears  can 
be  restained  by  acridine  orange  or  standard 
technics. 

That  isn’t  all.  Some  malignant  cells  do 


not  fluoresce  brightly;  some  benign  cells 
do.  Bacteria  possess  brilliant  luminescence ; 
when  present  in  abundance,  they  may  ob- 
scure significant  cells.  In  Papanicolaou 
smears  they  are  inconspicuous. 

The  magnification  used  for  acridine  or- 
ange-fluorescence microscopy  screening  is 
the  same  as  for  Papanicolaou  smears. 
Therefore,  any  increase  in  speed  of  screening 
depends  on  less  examination  time  per  micro- 
scopic field. 

Statements  concerning  the  greater  ease  of 
training  of  screeners  or  the  use  of  inexpe- 
rienced screeners  have  been  challenged.^ 

It  may  appear  strange  that  few  leading 
cytologists  have  come  out  for  or  against 
acridine  orange-fluorescence  microscopy. 
The  reason  may  be  that  few  major  cytologic 
laboratories  had  tried  the  method  until 
recently.  Now  many  are  in  the  process  of 
such  evaluation.  We  await  their  findings 
with  interest.  Meanwhile,  persons  inex- 
perienced in  exfoliative  cytology  should 
not  rush  out  to  purchase  a fluorescence  mi- 
croscope. General  practitioners  should  not 
expect  their  office  assistants  to  screen  smears, 
nor  should  they  attempt  it  themselves, 
unless  they  are  experienced  cytologists. — 
W.  Umiker,  M.D. 
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Clinicopathologic  Conferences — A New  Policy 


The  case  method  of  teaching  in  medicine, 
particularly  in  regard  to  morbid  anatomy 
and  what  it  teaches  us  about  disease,  has  a 
long  and  honorable  lineage.  In  1507  Ben- 


vieni  published  the  histories  and  physical 
findings  in  111  cases,  many  with  autopsy 
findings.  In  1679  Theophilus  Bonetus  pub- 
lished the  Sepulcretum,  a systematic  treatise 
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dealing  with  2,000  or  more  cases  on  which 
autopsies  had  been  performed.  Morgagni’s 
great  contribution  on  the  seat  and  nature 
of  diseases  is  essentially  a sequence  of  case 
reports  with  analytic  commentary.  In  this 
country  Richard  Cabot,  M.D.,  of  Boston  was 
among  the  leaders  in  the  application  of  case 
methods  in  teaching.  His  book.  Differential 
Diagnosis,  published  in  1911,  is  again  a 
compilation  of  cases,  many  with  autopsy 
reports,  which  attempts  to  arrive  at 
clinical  diagnoses  by  the  analysis  of  signs 
and  symptoms  supported  by  laboratory 
investigations.  So  successful  were  Dr.  Ca- 
bot’s methods  that  they  were  widely 
adopted.  In  1924  the  celebrated  “Case 
Records”  of  the  Massachusetts  General 
Hospital  were  first  published  in  the  New 
England  Journal  of  Medicine.  They  are 
widely  known  as  the  “Cabot  Cases”  after 
their  originator,  and  they  have  served  as  a 
bulwark  of  medical  education  for  both 
students  and  practicing  physicians  alike 
for  over  a generation. 

Other  journals  have  followed  suit.  The 
New  York  State  Journal  of  Medicine 
has  been  publishing  its  own  clinicopathologic 
conferences  for  many  years.  These  have 
been  contributed  generously  by  doctors 
from  many  hospitals  throughout  the  State 
and  have  been  deservedly  popular  both  as  a 
teaching  guide  and  as  a stimulus  for  dis- 
cussion among  informal  groups  of  physicians. 

Because  of  the  diversity  of  sources  of 
supply  there  has  been  no  fixed  editorial 


pohcy  regarding  these  most  welcome  contri- 
butions. Recently,  the  Journal  has  in- 
vited Michael  S.  Bruno,  M.D.,  and  William 
B.  Ober,  M.D.,  of  Knickerbocker  Hospital, 
New  York  City,  to  serve  as  editors  for  this 
important  regular  feature.  For  the  past 
few  years  Knickerbocker  Hospital  has 
given  generously  of  its  time  and  labor  to 
this  department  with  notable  success.  We 
welcome  them  to  our  editorial  staff  and  trust 
that  under  their  direction  this  section  of  the 
Journal  will  progress  to  even  higher  achieve- 
ment. This  change  in  policy  is  designed  to 
give  continuity  and  to  help  maintain  a 
fixed  style  and  content  to  this  already 
established  department. 

To  implement  this  change  the  Journal 
announces  that  it  will  contribute  financial 
assistance  for  each  published  clinicopatho- 
logic conference  to  the  hospital  from  which  it 
originates  to  defray  the  cost  of  preparation 
of  the  case,  the  manuscript,  and  the  illus- 
trations. In  addition,  200  reprints  of  each 
conference  will  be  supplied  without  charge. 

To  be  truly  representative  of  New  York 
State  as  a whole,  it  is  important  that  contri- 
butions be  sent  to  the  Clinicopathologic 
Conference  section  from  all  parts  of  the 
State.  We  earnestly  solicit  the  cooperation 
of  our  many  friends  who  agree  that  there  is 
value  in  the  case  method  of  teaching. 
Possibly  this  may  serve  as  a stimulus  for 
holding  such  clinicopathologic  conferences 
in  hospitals  where  they  are  not  now  part  of 
the  teaching  program. 


Poison  Control 


The  Federal  Food  and  Drug  Administration 
has  proposed  more  stringent  regulations 
regarding  the  labeUng  of  potentially  poison- 
ous substances.  The  regulation  is  to  be 
known  as  the  Federal  Hazardous  Substances 
Labeling  Act.  After  the  requisite  hearings 
the  law  will  go  into  effect  on  August  1. 

This  will  greatly  strengthen  the  hand  of 
the  poison  control  centers  and  should  make 
their  important  work  less  voluminous. 


Such  substances  as  waxes,  polishes,  clean- 
ing agents,  bleaches,  detergents,  and  wood 
finishes  and  their  solvents  will  come  under 
the  Act  if  there  is  hazard  in  their  use  or 
storage  about  the  house. 

Large  warning  signs  showing  the  name  of 
the  hazardous  substance,  a statement  of  its 
principal  hazard,  and  “Keep  Out  of  Reach 
of  Children”  must  be  printed  in  12-point 
type. 


August  1,  1961 
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The  following  substances  not  heretofore 
noted  must  be  labeled  as  poisonous : carbon 
tetrachloride,  diethylene  glycol,  ethylene 
glycol,  kerosene,  and  turpentine.  “Warn- 
ing” and  “Caution”  labels  must  appear  on 
such  strong  sensitizers  as  paraphenylene- 
diamine,  powdered  orris  root,  products 
containing  epoxyresins  systems,  formalde- 
hyde, and  oil  of  bergamot.  Caustic  poisons, 
insecticides,  fungicides,  rodenticides,  and 


certain  drugs  and  cosmetics  are  already 
covered  by  regulatory  acts  on  labeling. 

The  proposed  new  regulations  appeared  in 
the  Federal  Register  of  April  29,  1961. 

New  York  City  and  New  York  State, 
working  together,  should  be  complimented 
on  having  passed  such  legislation  in  1954. 
It  is  to  be  noted  that  the  New  York  legisla- 
tion does  not  restrict  labeling  to  household 
products  as  is  the  case  with  Federal  law. 


Medical  Diplomacy 


The  Department  of  State  is  not  alone  in 
its  effort  to  promote  good  relationships 
between  our  country  and  other  areas  around 
the  world.  There  is  an  impressive  list  of 
individuals  and  private  organizations  ac- 
tivel}'"  engaged  by  means  of  medical  work 
toward  this  end. 

Among  the  individuals  are  Albert  Schwei- 
tzer at  Lamberene,  Gordon  Seagrave  in 
Burma,  and  Peter  Comanduras,  cofounder 
and  successor  to  the  late  Tom  Dooley  in 
Indochina. 

Beside  the  privately  supported  MEDICO 
organization,  there  is  Project  HOPE,  the 
teaching  hospital  ship  which  has  just  suc- 
cessfully completed  a tour  of  the  Indo- 
nesian islands.  Also  the  World  Medical 
Association  is  actively  engaged  in  promoting 
an  educational  network  around  the  world, 
bringing  the  latest  work  in  medical  advance 
by  means  of  texts,  journals,  and  films  where 
needed.  The  missionary  arm  of  our  various 
churches,  totaling  30,000  missionaries  in 
146  lands,  is  active  in  medical  ways,  practic- 
ing medicine  and  nursing,  building  and  run- 
ning hospitals,  and  educating  people  to  do 
these  things.  The  far-flung  work  of  reli- 
gious organizations,  such  as  the  Catholic 


Medical  Mission  Board,  Hadassah,  Baptist 
World  Alliance,  and  many,  many  others,  fills 
a need  in  a way  no  others  can. 

Here  at  home  we  have  such  efforts  as  that 
of  the  University  of  Miami  School  of  Medi- 
cine’s bilingual  course  for  Cuban  refugee 
physicians.  This  prepares  heroic  colleagues 
for  temporary  integration  into  American 
medicine  while  their  homeland  works  out  its 
destiny.  In  our  own  State  a similar  project 
under  the  auspices  of  the  State  Health 
Department  has  given  courses  for  foreign- 
trained  physicians  in  preparation  for  the 
Education  Council  for  Foreign  Medical 
Graduates  examinations. 

Medical  diplomacy  requires  the  sinews  of 
cash.  Most  of  this  comes  from  individuals, 
and  there  is  hardly  anyone  who  does  not 
contribute  to  this  effort  in  one  way  or  an- 
other. Little  known  is  the  valuable  contri- 
bution to  this  work  made  by  members  of  the 
pharmaceutical  industry  both  in  goods  and 
cash.  Without  their  important  help,  HOPE 
and  MEDICO,  for  example,  would  have 
extremely  difficult  going. 

The  universal  language  of  medicine  in  the 
disposal  of  understanding  and  good  will 
can  be  as  strong  as  we  choose  to  make  it. 


Nothing  is  really  work  unless  you  would  rather  be  doing  something  else. — J.  M.  Barrie 


2558 


New  York  State  J.  Med. 


(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 

% lowers  motility 

^ controls  diarrhea 

Lomotil  brings  prompt  symptomatic  control  in  diarrhea,  either  acute  or  chronic. 

Both  pharmacologic  and  clinical  evidence  indicate  that  Lomotil  selectively  lowers 
the  propulsive  component  of  gastrointestinal  motility  without  relaxing  intestinal 
sphincters.  So  efficient  is  this  action  that  studies  in  mice  have  shown  Lomotil  to  be 
effectively  antidiarrheal  in  one-eleventh  the  dosage  of  morphine. 

Such  striking  antidiarrheal  activity  strongly  suggests  that  Lomotil  is  the  drug  of 
first  choice  for  prompt  and  positive  control  of  diarrhea. 

Dosage:  The  recommended  initial  dosage  for  adults  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each  patient  as  soon  as 
the  diarrhea  is  under  control.  Maintenance  dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil  is  supplied  as  unscored,  uncoated  white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  of  atropine  sulfate  to  discourage  deliberate  overdosage.  Recommended 
dosage  schedules  should  not  be  exceeded. 

An  exempt  preparation  under  Federal  Narcotic  Law. 

Descriptive  literature  and  directions  for  use  available  in  G.  D.  SEARLE  & CO. 
Physicians’  Product  Brochure  No.  81  from  G.  D.  Searle  & Chicago  so,  Illinois 
Co.,  P.O.  Box  5110,  Chicago  80,  Illinois.  Research  in  the  Service  of  Medicine 
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A ’cardiograph, 
portable  as 
your  “doctor’s 
bag’’ 


It’s  easy  to  take  the  Sanborn 
“300  Visette®”  along  on  your 
house  calls  because  it  is  compact 
and  weighs  only  18  pounds,  in- 
cluding all  accessories.  Modern  electronics 
— transistors  and  printed  circuits  — make 
it  rugged  to  withstand  the  wear  and  tear 
on  a portable  instrument.  Yet  even  with 
such  durability  and  compactness,  there 
has  been  no  sacrifice  in  accuracy,  depend- 
ability, and  performance. 

In  addition  to  the  portable  model,  San- 
born also  offers  the  “100  Viso”,  a handsome 
desk -top  ECG  with  two  speeds,  three 
recording  sensitivities  and  provision  for 


recording  and  monitoring  other 
phenomena.  Its  mobile  counter- 
part, the  “lOOM  Viso”,  is  easily 
rolled  to  the  patient’s  bedside  in 
hospitals  and  clinics. 

Ask  your  Sanborn  Branch  Office  or  ■ 
Service  Agency  for  complete  information 
on  the  no-obligation  15-day  trial  period 
and  convenient  time  payments.  Medical  ^ 
Division,  SANBORN  COMPANY,  175 
Wyman  St.,  Waltham  54,  Mass. 

Sanborn  service  lasts  long  after  the  sale 
. . . from  people  who  know  your  ECG  and 
value  your  satisfaction. 
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The  Patient  with  Alcoholism 

MARVIN  A.  BLOCK,  M.I).,*  BUFFALO,  NEW  YORK 
{From  the  Department  of  Clinical  Medicine,  University  of  Buffalo  School  of  Medicine) 


l^OR  the  personal  physician,  the  patient 
with  alcoholism  represents  a unique, 
hut  l)y  no  means  uncommon,  expei-ience. 
The  term  “the  alcoholic;  patient”  covers  a 
number  and  variety  of  individual  persons 
who  drink  excessively  in  a consistent  or 
intermittent  pattern,  f’or  the  purposes 
of  this  paper,  I think  it  is  important  that  we 
limit  ourselves  to  the  type  of  patients  who 
constitute  the  greatest  segment  of  the 
alcoholic  population.  We  will  mention, 
however,  other  types  of  patients  who  might 
be  considered  alcoholic.  All  patients  suf- 
fering from  alcoholism  more  or  less  depend 
on  alcohol  to  meet  their  problems  of  living. 
While  alcohol  is  no  answer  to  their  problems 
and,  as  a matter  of  fact,  complicates  them, 
the  patients  feel  that  they  are  helped  by 
drinking  alcohol  and  that  they  cannot  get 
along  without  drinking. 

According  to  E.  AI.  Jellinek,'  former  con- 
sultant to  the  World  Health  Organization 
on  the  problems  of  alcoholism,  the  term 
“alcoholism”  is  the  generic  term  which  em- 
braces many  species  of  human  disorder  that 
are  related  to  the  ingestion  of  beverage 
alcohol.  In  evaluating  this  condition,  which 
IS  fairly  universal,  we  see  that  practically 
every  country  in  the  world  has  its  own  pre- 

Pre.sented  at  the  Clinical  Meeting  of  the  American 
Medical  Association,  Washington,  D.C.,  November 
29,  1960. 

* Chairman  of  the  Committee  on  Alcoholism  of  the 
Council  on  Mental  Health  of  the  American  Medical 
Association  and  Chairman  of  the  Subcommittee  on 
Addiction  to  Alcohol  and  Narcotics  of  the  Medical 
Society  of  the  State  of  New  York. 


dominant  type  of  alcoholic  patient.  The 
difference  often  is  a conseciuence  of  the 
drinking  customs  of  the  particular  country. 
Alaiiy  ca.ses  of  alcoholism  are  recognized 
less  readily  in  our  country  because  they  do 
not  fit  the  physician’s  preconceived  image 
of  the  disease.  Beside  the  two  major  types 
which  are  responsible  for  most  of  the  alco- 
holism problems,  there  are  two  lesser  types 
which  are  frequently  the  precursors  of  the 
more  serious  manifestation  of  the  predom- 
inantly American  species  of  alcoholism. 

There  are  four  major  criteria  by  which 
the  species  of  alcoholism  are  differentiated. 
The  differentiation  depends  on  the  presence 
or  absence  of  psychologic  dependence,  con- 
trol, progression,  and  a combination  of 
tissue  tolerance  and  physiologic  dependence 
(“craving”)  characterized  by  symptoms  of 
withdrawal.  In  addition,  all  types  are 
liable  to  the  complications  and  sequelae 
of  excessive  alcohol  ingestion. 

Jellinek  terms  alcoholism  broadly  as  any 
use  of  alcoholic  beverages  that  causes  any 
damage  to  the  individual  or  society  or 
both.  This,  according  to  Jellinek,  is  an 
operational  definition.  He  divides  alcoholics 
into  several  species,  as  follows. 

Alpha  Alcoholism 

Alpha  alcoholism  represents  a purely 
psychologic  continual  dependence  or  reli- 
ance on  the  effect  of  alcohol  to  relieve  bodily 
or  emotional  pain.  The  drinking  is  “un- 
disciplined” in  the  sense  that  it  contravenes 
such  rules  as  society  constantly  relies  on. 
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such  as  time,  occasion,  locale,  and  effect  of 
drinking,  but  it  does  not  lead  to  loss  of  con- 
trol or  inability  to  abstain.  The  damage 
caused  by  this  species  of  alcoholism  may  be 
restricted  to  the  disturbance  of  interper- 
sonal relations.  There  may  also  be  inter- 
ference with  the  family  budget,  occasional 
absenteeism  from  work  and  decreased  pro- 
ductivity, and  some  of  the  nutritional  de- 
liciencies  of  alcoholism,  but  there  are  not  the 
disturbances  due  to  withdrawal  of  alcohol, 
nor  are  there  any  signs  of  a progressive 
process. 

The  relief  of  bodily  or  emotional  disturb- 
ance implies  an  underlying  illness,  and  thus 
the  “undisciplined”  use  of  alcoholic  bever- 
ages may  be  regarded  as  a symptom  of  the 
pathologic  conditions  which  it  relieves. 
This  species  of  alcoholism  cannot  be  re- 
garded as  an  illness  per  se. 

It  is  (piite  possible  that  in  many  instances. 
Alpha  alcoholism  may  develop  into  Gamma 
alcoholism,  that  is,  that  it  may  be  often  a 
developmental  stage.  On  the  other  hand, 
it  is  well  known  that  this  species  of  alcohol- 
ism may  be  seen  in  a drinking  career  of 
thirty  or  forty  years  without  any  signs  of 
progression.  When  we  speak  here  of  Alpha 
alcoholism,  we  mean  this  latter  as  a pure 
entity,  not  as  a developmental  stage  of 
Gamma  alcoholism. 

Beta  Alcoholism 

Beta  alcoholism,  Jellinek  goes  on,  is  that 
species  of  alcoholism  in  which  such  alcoholic 
complications  as  polyneuropathy,  gastritis, 
and  cirrhosis  of  the  liver  may  occur  with- 
out either  physical  or  psychologic  depend- 
ence on  alcohol.  The  incentive  to  the  heavy 
drinking  that  leads  to  such  complications 
may  be  the  custom  of  a socaal  group  in  con- 
junction with  poor  nutritional  habits.  The 
damage  in  this  instance  is  of  course  the 
nutritional  deficiency  diseases,  but  impaired 
family  budget  and  low  productivity  as  well 
as  curtailed  life  span  also  may  occur. 
Withdrawal  symptoms,  on  the  other  hand, 
do  not  emerge.  Beta  alcoholism,  also,  may 
develop  into  Gamma  or  Delta  alcoholism. 


but  such  a transition  is  less  likely  than  in  the 
instance  of  Alpha  alcoholism. 


Gamma  Alcoholism 


Jellinek  then  describes  Gamma  alcohol- 
ism as  that  species  of  alcoholi.sm  in  which 
there  is  (1)  acquired  increased  tissue  tol- 
erance to  alcohol;  (2)  adaptive  cell  me- 
tabolism; (3)  withdrawal  symptoms  and 
“craving,”  that  is,  phy.sical  dependence; 
and  (4)  loss  of  control.  In  Gamma  alcohol- 
ism, there  is  a definite  progression  from 
psychologic  to  physical  dependence  and 
marked  behavior  changes.  Alpha  and  Beta 
alcoholism,  as  already  noted,  may  develop 
under  given  conditions  into  Gamma  alco- 
holism. This  species  produces  the  greate.st 
and  most  serious  kinds  of  damage.  The 
loss  of  control,  of  course,  impairs  interper- 
sonal relations  to  the  highest  degree.  The 
damage  to  health  in  general  and  to  financial 
and  social  standing  are  also  more  prominent 
than  in  other  species  of  alcoholi.sm. 

Gamma  alcoholi.sm  is  apparently  the 
predominating  species  of  alcoholism  in  the 
United  States  and  Canada,  as  well  as  in; 
other  Anglo-Saxon  countries.  Loss  of  con- 
trol and  craving  are  the  criteria  usiiall}'^ 
used  for  classifying  this  species  of  alcohol- 
ism, but  these  nece.ssarily  involve  the  other 
characteristics  of  Gamma  alcoholism  men- 
tioned previously. 
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Delta  Alcoholism 
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According  to  Jellinek,  Delta  alcoholi.sm 
shows  the  first  three  characteristics  of 
Gamma  alcoholism,  as  well  as  a less  marked 
form  of  the  fourth  characteristic:  that  is, 
instead  of  loss  of  control,  there  is  inability  J 
to  abstain.  In  contrast  to  the  Gamma  al- 
coholism, there  is  no  ability  to  discontinue, 
completely  the  use  of  alcohol,  even  for  a ' 
short  time,  without  manifestation  of  with- 
drawal symptoms.  The  ability  to  control 
the  amount  of  intake  on  any  given  oc- 
casion, however,  remains  intact.  The  in-'|<ls 
centive  to  high  intake  may  be  found  in  the 
general  acceptance  of  the  society  to  whiclU 
the  drinker  belongs,  while  prealcoholic, 
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psychologic  vulnerability,  more  often  than 
not,  may  be  of  a low  degree.  This  species 
of  alcoholism  and  its  underlying  drinking 
pattern  are  characteristic  of  the  drinking 
m France  and  other  large  wine-consumption 
countries. 

Other  Species  of  Alcoholism 

Jellinek  refers  to  many  other  species  of 
alcoholism,  such  as  the  so-called  periodic 
alcoholism  which  is  seen  not  infreciuently. 
This  might  be  called  Epsilon  alcoholism, 
he  states.  Patients  with  this  species  of 
alcoholism  very  often  will  go  on  drinking 
bouts  only  at  comparatively  infreiiuent 
intervals,  but,  when  they  do,  they  may  cause 
serious  damage.  Another  type  of  alcoholism 
which  he  considers  is  of  course  the  so- 
called  “e.xplosive  drinking,”  the  excessive 
week-end  drinking  which  follows  a cultural 
pattern  and  causes  damage  through  row- 
dmess,  absenteeism,  and  impairment  of  the 
family  budget.  Still  another  .species  might 
be  called,  for  instance,  “liesta  drinking,” 
o(!casional  drinking  which  causes  accidents 
but  which  does  not  have  the  characteri.stics 
of  the  more  predominant  species  described 
previously. 

All  of  these  species  described  by  Jellinek 
are  more  sociologic  descriptions  than  psy- 
chiatric or  medical  descriptions.  Since  the 
psychiatric  classifications  of  alcoholism, 
as  described  by  Zwerling,^  cover  practically 
every  psychiatric  condition,  for  purposes 
of  describing  the  varieties  of  alcoholic 
patient,  these  practical  sociologic  classi- 
fications are  extremely  useful. 

Diagnosis 

From  the  point  of  view  of  the  personal 
physician  treating  his  patients,  I think  it  is 
important  that  we  recognize  that  it  is  not 
necessary  to  wait  until  one  can  classify  his 
patient  in  one  of  the  species  of  alcoholism 
described.  Very  often  it  is  impossible  to 
classify  an  alcoholic  patient  until  his  disea.se 
is  quite  advanced.  It  is  unwise,  therefore, 
to  wait  to  help  the  patient  until  such  time 
as  proper  cla.ssification  is  made.  It  .should 


be  sufficient  for  the  physician  to  begin  treat- 
ment when  he  detects  that  alcohol  is  caus- 
ing a problem  for  his  patient.  For  the  pur- 
poses of  this  paper,  therefore,  w'e  will  treat 
herewith  the  patient  who  approaches  his 
personal  physician  before  the  patient  has 
reached  an  advanced  stage  of  his  disease. 

To  the  public,  the  image  of  the  alcoholic 
is  all  too  often  of  the  individual  who  has 
reached  the  skid  row  derelict  type  of  drinker. 
Statistiirally,  however,  this  type  constitutes 
but  3 per  cent  of  the  alcoholic  population. 
The  vast  majority  of  alcoholics  are  the  pa- 
tients whom  the  personal  physician  already 
knows,  whom  he  has  been  treating  for  other 
conditions,  and  in  whom  he  may  have  su.s- 
pected  excessive  drinking,  but  with  whom 
he  has  never  discussed  the  problem.  It  is 
here  that  the  physician  can  serve  his  great- 
est function,  that  of  a case  finder.  To 
detect  these  ca.ses  early  and  save  the  patients 
from  further  grief  and  illness  is  his  obliga- 
tion. This  can  be  a matter  of  diplomacy  and 
judgment  and  careful  history  taking.  The 
personal  physician  is  the  one  best  situated 
for  performing  this  function.  An  adequate 
history  .should  determine  not  only  how  much 
the  patient  drinks  but,  more  important, 
why  he  drinks.  Careful  inquiry  and  dis- 
cussion with  the  patient  should  allow'  the 
physician  to  recognize  the  early  symptoms 
of  alcoholism  if  his  patient  drinks  exces- 
sively. When  the  patient  begins  to  use 
alcohol  not  as  a beverage  but  as  a drug  to 
produce  certain  definite  effects,  the  physi- 
cian’s suspicions  .should  be  arou.sed.  The 
attitude  of  the  physician  toward  drinking 
can  enter  into  this  judgment,  however. 
If  the  physician  himself  is  a heavy  drinker, 
his  attitude  toward  the  drinking  patient 
will  be  different  from  that  of  the  physician 
who  is  a teetotaler.  Objectivity  in  this 
field,  then,  is  as  important  as  any  other 
factor  in  the  determination  of  the  diagnosis. 

How  shall  one  determine  whether  or  not 
the  patient  is  alcoholic?  A history  of  ex- 
cessive drinking  over  a period  of  time  which 
has  caused  an  adverse  reaction  to  the  pa- 
tient or  his  family  or  his  env'ironment  can 
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be  considered  the  problem  of  alcoholism. 
If  there  is  a consistent  adverse  effect  with 
drinking,  the  patient  should  be  cautioned, 
as  he  would  be  with  any  other  illness  which 
is  suspected  when  early  unconfirmed  signs 
are  noted.  Just  as  hemoptysis  or  hema- 
temesis  would  be  looked  on  with  suspicion 
until  the  suspected  underlying  condition 
was  confirmed  or  disproved,  so  a history  of 
adverse  reaction  to  drinking  alcohol  should 
be  looked  on  as  a beginning  of  alcoholism, 
and  the  patient  should  be  warned  about  his 
future  use  of  alcohol.  With  such  early 
indications,  further  investigation  is  not  only 
warranted,  but  good  medical  practice  as 
well. 

Continued  investigation  by  the  physician 
should  mean  further  interviews,  not  only 
with  the  patient  himself,  but  also  with  other 
members  of  the  family.  Part  of  the  illness 
is  the  defensive  attitude  toward  one’s 
drinking  habits  and  the  rationalization  of 
drinking.  Denial  of  excessive  drinking 
is  one  of  the  early  signs.  Since  alcoholism 
is  not  only  a mental  or  a physical  disease, 
but  also  a sociologic  and  an  economic  one, 
other  members  of  the  family,  employers, 
and  friends  may  be  of  help.  None  of  these 
areas  can  be  neglected.  One  must  respect 
the  patient’s  confidences;  however,  with 
the  patient’s  permission  an  interview  with 
the  spouse  or  some  other  member  of  the 
family  will  prove  of  great  value  in  deter- 
mining whether  or  not  alcohol  has  become 
a problem  with  the  patient.  Our  culture 
being  what  it  is,  the  individual  may  deny 
to  himself  and  everyone  else  that  he  cannot 
drink  safely.  He  may  be  very  defensive  in 
his  answers.  The  physician  often  must  go 
further  than  just  listening  to  the  patient. 
Drinking  excessively  when  he  never  intends 
to  can  be  an  early  indication  of  alcoholism, 
and  such  a history  sometimes  can  be  ob- 
tained more  readily  from  the  spouse  or 
someone  else  in  the  family. 

Treatment 

Once  having  determined  that  the  patient 
is  having  a problem  with  drinking,  how  does 


one  treat  him?  A complete  physical  ex- 
amination with  necessary  laboratory  pro- 
cedures is  the  first  order  and  essential  to  the 
proper  treatment  of  any  patient,  certainly 
that  of  the  alcoholic  patient.  If  any  con- 
dition is  uncovered  which  is  the  result  of 
excessive  drinking,  this  must  be  treated. 
Liver  disease,  gastritis,  polyneuritis,  or 
any  other  of  the  physical  complications 
which  are  characteristic  of  excessive  al- 
cohol intake  over  long  periods  of  time  will 
respond  to  treatment  in  time.  In  the  acute 
phase  of  alcoholism,  of  course,  the  neces- 
sary fluid,  nutrient,  vitamin,  and  mineral 
elements  may  be  required.  However,  the 
acute  phase  usually  is  not  the  most  diffi 
cult  part  of  the  treatment  of  alcoholi.sm. 
Most  alcoholic  patients  are  willing  to  sub- 
mit to  whatever  treatment  is  necessary  to 
bring  them  back  to  physical  health. 

For  the  acute  phase,  hospitalization  often 
is  indicated  and  is  of  tremendous  advantage. 
It  is  in  this  stage  that  the  physician  is  often 
first  consulted,  since  it  is  in  this  stage  that 
the  patient  suffers  the  greatest  discomfort 
and  presents  the  greatest  problem  to  him- 
self and  his  family.  If  the  acute  phase  in- 
cludes such  complications  as  hallucinations, 
delirium  tremens,  or  other  serious  conditions, 
longer  hospitalization  may  be  recjuired. 
These  conditions  occur,  however,  only  in  a 
comparatively  small  number  of  cases  and 
usually  represent  withdrawal  signs  in  only 
the  more  advanced  cases.  After  the  re- 
covery from  the  acute  intoxication,  the  re- 
habilitation starts,  that  is,  convincing  the 
patient  that  he  is  using  alcohol  not  as  a 
beverage  but  as  a drug  to  produce  certain 
effects,  that  the  drug  is  habituating  and 
addicting,  and  that  only  total  and  permanent 
abstinence  will  return  him  to  complete 
health. 

In  the  rehabilitation,  treatment  means 
not  only  supporting  the  patient  physically, 
but  also  instituting  a complete  re-education 
program.  This  long-term  treatment  means 
discussing  with  the  patient  his  problems, 
with  the  objective  of  helping  him  to  meet 
them  without  depending  on  alcohol  or  any 
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other  drug.  In  its  initial  stages,  this  treat- 
ment may  include  substituting  other  drugs 
for  alcohol  to  allay  fears  or  to  lessen  ten- 
sions. The  drugs  used  may  be  habituating 
also,  and  so  administration  must  be  very 
carefully  supervised,  drugs  must  be  changed 
frequently,  and  a gradual  withdrawal  from 
all  medications  must  occur  as  the  patient 
improves.  Tranquilizing  drugs  help  the 
patient  to  overcome  tensions  which  he  for- 
merly relieved  by  using  alcohol,  but  these 
must  be  u.sed  with  great  discretion,  since 
they  also  can  become  habituating  or  even 
addicting. 

Another  approa(;h  which  is  of  great  help 
is  the  use  of  deterrent  drugs — disulfiram 
or  citrated  calcium  carbimide — which  help 
prevent  the  patient  from  drinking  long 
enough  for  the  re-education  program  to  take 
effect.  Most  of  us  are  familiar  with  the  use 
of  these  drugs.  Beside  deterring  the  patient 
from  drinking,  they  can  be  used  also  for 
determining  the  motivation  of  the  patient, 
for  demonstrating  to  the  patient  that  he  can 
get  along  without  drinking,  and  also  for 
giving  comfort  to  the  family. 

The  re-education  program  should  help 
the  patient  to  face  reality  and  to  meet  his 
problems  in  a more  mature  way.  As  a 
rule,  the  alcoholic  patient  has  a very  low 
threshold  for  suffering,  and,  as  we  teach 
children  to  meet  the  realities  of  living,  he 
also  must  be  indoctrinated  with  the  aware- 
ness that  he  must  assume  a certain  amount 
of  responsibility  in  his  life,  which  he  cannot 
escape  through  alcoholic  oblivion.  I refer 
now  to  the  majority  of  alcoholic  patients 
who  are  not  psychotic  and  are  able  to  re- 
spond to  this  re-education. 

Alcoholics  Anonymous 

Alcoholics  Anonymous  can  be  utilized 
in  aiding  these  patients  to  maintain  their 
abstinence.  This  can  be  valuable  to  many 
patients.  The  approach  is  a spiritual  one, 
and  the  fellowship  of  Alcoholics  Anonymous 
and  the  physician  often  can  cooperate  to 
help  the  patient  maintain  abstinence  over 
long  periods  of  time.  For  the  rejected  pa- 


tient, it  gives  him  a social  milieu  m which 
he  feels  accepted,  and  his  discussion  with 
other  people  having  the  same  problem  is 
often  of  great  help.  Many  in  the  Alcoholics 
Anonymous  movement  have  attained  a 
type  of  spiritual  tranquility  which  insures 
happiness  and  health  for  the  future.  There 
are  others,  on  the  other  hand,  who  may  have 
stopped  drinking  but  who  have  had  very 
little  insight  into  their  problems  and  can  be 
of  little  help  to  new  members.  Discrimina- 
tion in  choosing  a sponsor  for  the  patient 
in  Alcoholics  Anonymous  is  very  important. 
Attaining  abstinence  is  not  sufficient  to  give 
the  alcoholic  patient  all  that  he  requires. 

Physician’s  Responsibilities 

Perhaps  the  greatest  contribution  that  the 
personal  physician  can  make  is  early  detec- 
tion of  the  illness  in  his  patient  and  the 
ability  to  listen  to  him  while  the  patient 
ventilates  the  many  problems  which  face 
him.  A patient  frequently  has  no  one  to 
whom  he  can  talk  or  no  one  who  will  take 
the  time  to  understand  his  discomforts  and 
miseries.  It  is  here  that  his  personal  phy- 
sician can  play  his  greatest  role.  It  takes 
time  and  patience.  All  too  often,  the 
physician  complains  that  he  does  not  have 
the  time  to  spare  for  such  individual  pa- 
tients. Often  it  can  be  the  most  effective 
method  of  treatment. 

The  physician’s  attitude  toward  his  pa- 
tient is  one  which  is  of  extreme  importance. 
There  is  no  surer  way  of  driving  an  alcoholic 
patient  away  than  for  the  physician  to  sit 
in  judgment  or  give  platitudinous  advice. 
The  alcoholic  patient  is  extremely  sensitive 
and  detects  even  the  slightest  patronizing 
on  the  part  of  the  therapist.  Once  he  de- 
tects this,  he  will  not  return.  However, 
if  the  confidence  in  his  physician  is  es- 
tablished and  the  patient  is  convinced  that 
his  doctor  wishes  to  help  him  and  is  not 
sitting  in  judgment  on  him,  he  will  return, 
and  progress  can  be  made.  There  is  no 
routine  treatment  for  alcoholic  patients. 
There  is  an  individualized  approach  for 
each  one. 
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The  personal  physician  has  a distinct 
responsibility  to  his  patient  who  may  be 
alcoholic.  It  is  not  enough  for  him  to  sober 
him  up  and  send  him  to  Alcoholics  Anony- 
mous. He  must  help  the  patient  to  gain 
insight  into  his  problems  and  to  recognize 
where  these  and  his  conflicts  lie.  Full  dis- 
cussion with  members  of  the  family  is  im- 
portant so  that  they  will  cooperate  and 
understand  that  the  patient  is  not  a weak 
or  willful  individual,  but  one  who  is  ill  and 
needs  help. 

While  a permissive  attitude  may  be  im- 
portant, it  is  equally  important  to  stress 
that  one  cannot  drink  if  one  is  to  attain  a 
good  result.  Complete  and  total  absti- 
nence is  the  only  answer  to  this  problem. 
There  is  no  such  thing  as  cutting  down; 
there  is  no  such  thing  as  drinking  beer 
alone,  nor  is  tapering  off  of  much  value. 


While  it  is  not  necessary  that  the  patient 
be  told  this  immediately  or  that  he  be  or- 
dered never  to  drink,  it  is  important  that 
over  a period  of  time  the  patient  under- 
stand that  a little  alcohol  is  impossible  once 
alcoholism  has  been  established.  Only  total 
and  complete  abstinence  will  succeed.  With 
this  attitude  in  mind,  the  physician  can 
succeed.  The  patient  must  understand 
this,  and  it  must  be  explained  fully  and  at 
great  length,  with  good  reasons  for  the  ex- 
planation. To  do  less  than  this  is  to  keep 
the  patient  from  facing  the  real  issue. 
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Carcinoma  of  the  laryngopharynx  which 
arises  in  the  pharyngoesophageal  region 
has  been  referred  to  recently  as  epiesophageal 
carcinoma  by  Korkis.  ^ Actually,  two  varie- 
ties may  be  distinguished  within  this  group. 
The  anatomic  site  of  the  first,  which  is  more 
common  in  the  female,  is  the  postcricoid 
region  at  the  junction  between  the  hypo- 
pharynx  and  the  esophagus.  The  other  site, 
more  fre(iuently  found  in  the  male,  is  located 
primarily  in  the  cervical  esophagus  and  may 
extend  cephalad  to  involve  the  hypo- 
pharynx.  As  suggested  by  Moersch  and 
Conner,^  the  Plummer-Vinson  or  the  Pater- 
son syndrome  may  be  regarded  as  the 
precursor  of  carcinoma  of  the  cricoid  region 
in  the  female. 

This  presentation  will  be  limited  to  post- 
cricoid  carcinoma  at  the  pharyngoesophageal 
junction,  as  described  previously.  Higher 
hypopharyngeal  lesions  of  the  lateral  and 
postpharyngeal  wall  or  pyriform  fossa  are 
not  being  considered  here.  All  cases  are 
those  of  squamous  cell  carcinoma  which,  ex- 
cept in  rare  instances,  cannot  be  visualized 
with  the  laryngeal  mirror.  Dysphagia  is  the 
cardinal  symptom,  and  direct  hypopharyn- 
goscopy  reveals  stenosis  above  the  mouth  of 
the  esophagus  with  infiltration  of  the  entire 
mucosal  circumference  at  that  level.  Cases 
with  limited  mucosal  involvement,  in  which 
a sufficient  normal  mucosa  remains  to  per- 
mit a primary  closure  around  a narrow  naso- 
gastric tube  after  laryngectomy,  are  ex- 
cluded. Also,  those  rare  instances  in  which 
even  a narrow  normal  segment  of  the  pos- 
terior pharyngeal  mucosa  can  be  preserved 
are  excluded.  These  latter  cases  can  be 
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treated  surgically  by  creating  a temporary 
pharyngostomy  after  anastamosing  the  sur- 
rounding skin  to  the  edges  of  the  preserved 
mucosa  which  will  later  form  the  posterior 
wall  of  the  new  pharyngoesophagus.  In  all 
instances  preliminary  esophagoscopy  demon- 
strated an  annular  stenotic  lesion. 

Carcinoma  of  the  postcricoid  region  in- 
volving the  mouth  of  the  esophagus  and  the 
posterior  surface  of  the  larynx  is  best  treated 
by  surgical  extirpation.  Treatment  by 
radiation,  either  with  conventional  radio- 
therapy or  supervoltage,  has  been  ineffective. 
Of  18  patients  treated  by  radiotherapy,  not  1 
cure  was  obtained.  In  some  instances 
temporary  improvement  in  deglutition  was 
apparent,  but  such  transient  benefits  or 
palliation  were  soon  followed  by  a painful 
and  lingering  death.  It  must  be  assumed 
that  radiotherapy  for  postcricoid  le.sions 
is  of  little  benefit,  although  Hultberg^  re- 
cently reported  some  successes  at  the 
Radiumhemmet  Institute  in  Stockholm, 
Sweden. 

The  surgical  management  of  epiesophageal 
carcinoma  is  certainly  not  standardized, 
and  the  results  have  not  been  very  reward- 
ing. Some  success  has  been  reported  re- 
cently by  Kragh  and  Devine^  and  by  Raven.® 
A critical  review  of  the  various  operative 
procedures  which  have  been  employed  in  the 
treatment  of  these  lesions  .shows  a diversity 
of  opinion  as  to  the  extent  and  limits  of  the 
excision  and  the  best  method  of  reconstruc- 
tion. Experience  with  26  operations  for 
extirpation  of  postcricoid  carcinoma,  per- 
formed during  the  last  ten  years,  forms  the 
basis  of  this  report. 

Method  and  Materials 

The  classical  Wookey  two-stage  operation 
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Fig.  1.  (vl)  Wookey’s  pharyngoe.sophageft.oiny.  Rectangular  skin  flap  forms  posterior  wall  of  new 
pharyngoesophagus.  (B)  Closure  of  Wookey  operation.  Radical  neck  dissection  done  on  same  side  as 
base  of  skin  fla]i.  If  bilateral  radical  neck  performed,  relaxing  vertical  incision  on  contralateral 
side  permits  coverage  of  carotid  vessels  by  sliding  skin  flap  with  split  thickness  graft  over  defect  pos- 
teriorly. 


which  includes  radical  excision  of  a segment 
of  the  pharynx  and  the  upper  portion  of  the 
esophagus  together  with  the  entire  larynx 
was  employed  12  times  (Fig.  lA).  In  addi- 
tion, a simultaneous  radical  neck  dissection 
in  continuity  was  performed  in  7 cases  (Fig. 
IB). 

On  three  occasions  neck  dissection  was  per- 
formed at  a later  date.  In  2 cases  no  neck 
dissection  was  done.  In  all  instances  a pro- 
longed pharyngostomy  with  all  its  discom- 
forts was  required,  and  in  several  cases  a 
recurrence  of  the  carcinoma  appeared  before 
the  final  reconstruction  was  completed. 
Full  t hickness  skin  flaps  based  in  the  occipital 
area  and  rotated  anteriorly  from  the  postero- 
lateral aspect  of  the  neck,  as  used  by  Raven,® 
were  employed.  Skin  flaps  from  the  chest 
and  posterior  neck  were  u.sed  in  the  irradiated 
cases.  No  five-year  cures  were  obtained. 
One  patient  lived  for  three  years  and  an- 
other patient  lived  for  two  years,  but  both 
succumbed  to  mediastinal  lymph-node  metas- 
tasis. A third  patient  died  from  accidental 
causes  six  months  postoperatively,  and  an 
autopsy  failed  to  reveal  any  evidence  of 
persistent  cancer. 

A primary  reconstruction  of  the  continuity 
of  the  pharynx  and  eosiihagus  after  a 
laryngoe.sophagectomy  and  radical  neck  dis- 
section was  done  three  times.  Using  the 


method  first  introduced  by  Negus,®  and  Rob 
and  Bateman,^  and  later  popularized  by 
Edgerton®  and  Conley,®  a free-split  thickne.ss 
graft  was  wrapped  around  a Negus-type 
plastic  tube,  and  a primary  reconstruction  of 
the  pharyngoesophagus  was  obtained.  In 
two  instances  a simultaneous  radical  neck 
dissection  was  done,  but  one  jugular  vein 
was  preserved.  Postoperative  stenosis,  re- 
quiring frequent  dilatations,  occurred  in  all 
3 cases,  but  no  cure  resulted. 

A detail  study  of  the  surgical  specimens, 
exci.sed  by  the  Wookey  procedure,  showed  a 
diffuse  involvement  of  the  entire  mucosal 
circumference  at  the  cricopharyngeal  region 
(Fig.  2A).  Small  skip  areas  with  nodularity 
and  submucosal  spread  were  not  uncommon 
and  do  suggest  a multicentric  origin  of  the 
neoplasm  in  this  locale.  Whereas  in  most 
instances  the  mucosa  covering  the  posterior 
surface  of  the  cricoid  was  infiltrated,  the  i 
endolaryngeal  mucosa  of  the  cricoid  was  not 
involved  and  certainly  the  anterior  half  of 
the  larynx  was  free  of  disease  (Fig.  2B).  In  ^ 
general,  the  postcricoid  lesions,  which  are  i | 
more  common  in  the  female,  showed  a - 
tendency  to  be  more  limited  in  their  ex-  ' 
tent  caudal  ly.  The  cancers  of  the  cervical 
esophagus,  more  common  in  the  male,  tend 
to  infiltrate  the  membraneous  party  wall 
more  deeply  and  are  more  often  associated 
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Fig.  2.  (A)  Postcricoid  carcinoma  excised  by  Wookey  operation;  survived  three  years.  {B) 

Postcricoid  carcinoma  extending  caudally  into  cervical  esophagus. 


with  media.stinal  spread. 

Horizontal  sections  of  the  gross  specimen 
demonstrated  limitations  of  the  spread 
of  the  cancer  to  the  posterior  surface  of  the 
larynx  with  an  absence  of  involvement  in 
the  anterior  portion  of  the  larynx  and  the 
trachea.  These  facts  suggested  the  possi- 
bility of  preserving  the  anterior  half  of  the 
larynx  and  trachea  as  an  autograft  for  the 
creation  of  the  anterior  wall  of  the  newly 
reconstructed  pharyngoesophagus.  While 
such  limited  excision  is  contraindicated  in 
those  advanced  lesions  that  invade  the  vesti- 
bule of  the  larynx,  it  is  certainly  feasible 
in  the  majority  of  instances.  In  May,  1956, 
this  procedure  was  reported  as  “laryngo- 
esophagectomy  with  primary  closure  by 
laryngotracheal  autograft.”  This  patient 
did  well  for  two  years  and  then  developed 
bilateral  cervical  node  metastasis.  A staged 
bilateral  neck  dissection  was  done,  but  ex- 
tension into  the  internal  jugular  vein  with 
cerebral  metastasis  caused  death.  The 
pharyngoesophageal  anastamosis  was  free 


of  disease. 

A review  of  past  experience  would  seem 
to  indicate  that  the  approach  to  surgery  for 
cancer  of  the  postcricoid  region  must  attempt 
to  accomplish  the  following  abjectives:  (1)  A 
regional  wide  excision  of  the  primary  cancers; 
(2)  simultaneous  radical  dissections  of  the 
lymph-bearing  structures  of  the  neck  and 
upper  mediastinum  including  palpable  nodes, 
as  well  as  nonpalpable  but  potentially  micro- 
scopically involved  lymph  nodes;  (3)  an 
immediate  reconstruction  of  the  pharyngo- 
esophagus, so  as  to  avoid  the  discomforts 
of  pharyngostomy  and  to  shorten  the  period 
of  hospitalization;  and  (4)  an  avoidance  of 
postoperative  strictures  in  such  instances 
where  surgery  has  been  successful. 

In  selected  cases,  especially  in  postcricoid 
lesions  of  the  female,  wide  and  adequate 
excision  of  the  neoplasm  can  be  accom- 
plished with  a preservation  of  the  anterior 
half  of  the  larynx  and  trachea  as  an  auto- 
graft (Fig.  3).  The  surgical  technics  of  this 
procedure  were  reported  previously.'®  Essen- 
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Fig.  3.  Apron  incision  permits  excellent  exposure 
for  performance  of  laryngoesophagectomy  and  bi- 
lateral neck  dissection. 


tially,  the  anterior  half  of  the  larynx  and 
trachea  are  preserved  after  a wide  excision  of 
the  malignant  hypopharyngeal  tumor  in- 
cluding the  entire  circumference  of  the  crico- 
pharyngeal area  in  continuity  with  the 
posterior  half  of  the  larynx  and  trachea  has 
been  done  (Fig.  4A).  The  semicircular  car- 
tilaginous rings  and  the  intervening  mucosa 
and  mucoperichondrium  are  retained  to  form 
the  anterior  half  of  a newly  constructed 
pharyngoesophagus.  The  posterior  portion 
of  the  new  esophagus  is  supplied  by  a split- 
skin  graft,  supported  by  a Negus  plastic  mold 
(hdg.  4B).  The  skin  graft  rests  on  the  pre- 
vertebral  fascia  and  is  sewed  to  the  lateral 
margins  of  the  laryngotracheal  autograft 
laterally,  as  well  as  to  the  pharyngeal  mucosa 
above  and  the  esophageal  mucosa  below. 

The  mucosa  of  the  posterior  half  of  the 
larynx  is  excised  in  continuity  with  the  wide 
portion  of  the  signet-shaped  crii^oid  cartilage 
and  the  surrounding  cancer.  Similarly,  the 
mucosa  of  the  posterior  subglottic  space  and 
the  upper  trachea  is  removed  with  the  mem- 
branous party  wall  below.  By  sacrificing 
the  adherent  mucosa,  this  operation  permits 


a much  wider  excision  than  that  procedure 
suggested  by  Asherson”  and  Wilkins.^^  The 
cricoid  cartilage,  which  Wilkins  considered  a 
barrier  to  the  spread  of  the  cancer  anteriorly, 
was  removed  with  the  tumor  by  his  method, 
but  the  laryngeal  mucosa  was  first  peeled 
away  and  preserved.  The  membranous 
party  wall  between  the  upper  trachea  and  the 
esophagus  was  split,  and  the  tracheal  mucosa 
was  saved  for  the  closure.  Except  in  rare 
instances,  where  the  neoplasm  is  confined 
strictly  to  the  posterior  hypopharyngeal 
mucosa,  such  limited  resection  of  soft  tissues 
would  appear  inadequate. 

A laryngoesophagectomy  with  laryngo- 
tracheal autograft  has  been  performed  ten 
times  since  the  initial  case  in  1955.  Nine 
of  these  patients  were  females  and  1 was  a 
male.  A simultaneous  radical  neck  dissection 
was  done  in  every  instance  except  the  first 
case.  On  5 occasions  bilateral  neck  dissec- 
tions using  two  operating  teams  were  done 
with  a preservation  of  one  jugular  vein  on  the 
side  of  least  involvement. 

Of  the  26  cases  in  this  series,  7 patients  had 
positive  palpable  nodes  on  admission  and  3 
had  nonpalpable  positive  metastatic  lymph 
nodes  as  determined  by  a microscopic  exam- 
ination of  the  surgical  specimen.  A simul- 
taneous radical  neck  dissection  with  the  initial 
resection  was  done  20  times.  Four  neck  dis- 
sections were  performed  at  a later  date  after 
clinical  metastasis  became  evident.  It  was 
recognized  early  that  usually  the  first  sign 
of  recurrence  was  the  appearance  of  a 
subcutaneous  firm  nodule  around  the  tracheal 
stoma,  occasionally  impinging  on  its  lumen. 
These  nodes  were  initially  thought  to  be 
manifestations  of  a local  recurrence  or 
persistence  of  neoplasm  at  the  lower  suture 
line.  Postmortem  examinations,  however, 
revealed  this  to  be  untrue.  Instead,  the 
nodes  were  metastatic  lymph  nodes  in  the 
tracheoesophageal  interspace,  extending 
into  the  superior  mediastinum.  Such  a 
metastatic  spread  along  a chain  of  lymph 
nodes  which  lie  in  either  side  of  the  trachea 
is  common.  Noi  mally,  these  nodes  surround 
the  recurrent  nerves  and  inferior  thyroid 
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Fig.  4.  (.4)  Stenosing  carcinoma  of  postcricoici  region  excised  by  laryngoesophagectomy  with  pri- 

mary closure  with  laryngotracheal  autograft.  Dotted  line  illustrates ‘line  of  excision  of  cancer  and  sur- 
rounding tissue  to  he  .sacrificed.  (R)  Comiileted  operation. 'f-.  New  segment  of  pharyngoesophagus  en- 
circling mold  formed  by  laryngotracheal  autograft  anteriorly  and  free  skin  graft  posteriorly. 


vessels  and  communieate  with  similar  vessels 
' from  the  opposite  side.  The  cause  of  failure 
i proved  to  be  more  often  the  result  of  cervical 
j and  mediastinal  metastasis  than  of  local 
i recurrence. 

I In  an  effort  possibly  to  avoid  the  frequent 
; metastasis  in  the  tracheoesophageal  angle,  a 
' resection  of  the  mediastinal  lymph  nodes 
j above  the  innominate  vein  was  performed. 
I The  lower  skin  flaps  were  freed  below  the 
t level  of  the  sternal  angle,  and  the  manubrium 
was  skeletonized.  On  its  deep  surface  the 
t attachments  of  the  sternohyoid  and  sterno- 
thyroid muscle  were  separated  carefully 
along  with  the  sternal  reflection  of  the 
i pleura.  With  a Lebsche  sternal  knife,  the 
I manubrium  was  split,  and  a Himmelstein 
' , sternal  retractor  was  inserted  for  exposure 
j (Kig.  o).  The  lymph-bearing  structure  on 
either  side  of  the  trachea  was  liberated  from 
^ the  esophagus.  Starting  below,  at  the  level 
of  the  innominate  vein,  the  areolar  tissue  was 
dissected  upward  into  the  neck  so  as  to 
maintain  continuity  with  the  surgical  speci- 


Fig.  5.  Manubrium  split,  and  block  dissection  of 
lymph  nodes  above  innominate  vein  done. 
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Fig.  6.  Neck  dissection  completed  and  post- 
cricoid lesion  exposed  to  determine  if  laryngoesoph- 
agectomy  can  be  performed.  T = postcricoid 
tumor;  N = neck  dissection. 

men.  Two  small  holes  were  made  with  the 
Sweet  punch  in  both  halves  of  the  severed 
manubrium;  number  2 Merseline  sutures 
were  used  for  approximation  in  closing. 
There  has  been  no  pneumothorax  and  no 
morbidity  of  any  consecjuence  in  these 
few  cases. 

Kpiesophageal  carcinoma  may  involve  a 
considerable  portion  of  the  cervical  esophagus 
caudally.  Paraesophageal  lymph  nodes  in 
the  superior  mediastinum  are  frequently  the 
site  of  metastasis.  An  extension  of  the 
resection  of  the  cervical  esophagus  is  facili- 
tated by  splitting  the  manubrium.  Such  a 
separation  of  the  sternum  is  not  only  essen- 
tial for  resection  of  mediastinal  lymph  nodes, 
but  also  permits  a better  exposure  for  the 
necessarily  lower  anastamosis  regardless  of 
the  method  of  reconstruction  which  is  used. 

hn  bloc  radical  neck  dissection  in  continu- 
ity with  the  primary  tumor  is  not  always 
fea.sible  when  resecting  the  mediastinal 
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Fig.  7.  Postradiotherapy  stenosing  carcinoma  of 
cervical  esophagus:  solid  mass  of  metastatic 

mediastinal  lymph  nodes  excised  with  radical  neck 
dissection.  M — metastatic  mediastinal  notles. 

lymph  nodes  (Fig.  6).  The  areolar  tissue 
containing  the  paratracheal  lymph  nodes  has 
only  a tenuous  connection  with  the  main 
mass  of  the  radical  neck  dissection,  and 
occasionally  separation  occurs.  Injuiy  to 
the  thoracic  duct  must  be  avoided.  INIain-  , 
tenance  of  continuity  of  the  cervical  node 
block  with  the  primary  cancer  in  the  po.st- 
cricoid  region  may  also  be  difficult  when 
preserving  a laryngotracheal  autograft.  The 
need  to  remove  the  thyroid  cartilage  for 
flexibility  of  the  autograft  requires  a careful  i 
dissection  of  the  tissues  which  sometime  sep- 
arate the  lymph-bearing  structure  of  the 
neck  from  the  primary  tumor.  This  has 
been  avoided  recently  by  limiting  the  separa-  ' 
tion  of  the  thyroid  cartilage  to  its  anterior 
half  or  only  to  that  portion  which  is  retained 
for  the  autograft.  With  the  Stryker  vibrat- 
ing saw  vertical  incisions  are  made  in  the  mid- 
portions of  the  lateral  surface  of  both 
thyroid  cartilages  down  to  the  soft  tissues 
of  the  larynx.  The  anterior  angulated  halves 
of  the  cartilage  are  dissected  free  and 
excised  so  as  to  give  flexibility  to  the  auto- 
graft. The  posterior  halves  with  both 
cornua  and  the  attached  constrictor  muscles 
are  removed  en  bloc  with  the  underlj’ing 
carcinoma.  Continuity  with  the  main  mass 
of  the  radical  neck  dissection  can  then  be 
achie\'ed  after  isolation  and  preservation  of 
tfie  superior  laryngeal  ve.ssels.  If  neck 
dissection  is  pursued  from  the  lateral  border 
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Fig.  8.  Surgical  specimen  showing  iiostcricoid 
stenosing.  Carcinoma  removed  by  lar\’ngoesoph- 
agectomy  in  continuity  with  neck  dissection. 
Post  surface  of  trachea  and  arytenoids  seen  with 
hypopharyngeal  cancer  elevated  for  exposure. 
Patient  alive  and  well  four  years.  A = arytenoid; 
C = cancer  ; N = neck  dissection  (anterior  view). 

medially  and  connection  is  maintained  po.s- 
teriorly  with  the  main  tumor  mass  and  its 
attachments  to  the  constrictor  mu.scles  with 
the  cornua  of  the  thyroid  cartilage,  a con- 
tinuity of  re.section  is  rendered  easier. 

The  sternal  splitting  procedure  was  done 
five  times,  and  on  two  occasions  the  lymph 
nodes  showed  metastatic  disease.  Two 
of  the.se  o patients  are  still  alive  and  free  of 
disease  for  two  and  three  years  respectively, 
even  though  one  did  have  microscopically 
positive  mediastinal  lymph  nodes  (Fig.  7). 

There  are  4 survivors  of  the  26  surgically 
treated  cases.  One  is  now  alive  and  well  four 
years  after  operation  (Fig.  8),  2 have  survived 
three  years  (Fig.  9),  and  1 has  survived  for 
one  and  one-half  years;  all  are  symptom 
free.  Interestingly  enough,  all  of  these  4 


F'ig.  9.  Surgical  .sjicciincn  e.xciscil  by  laryngo- 
csophagectomj'.  \'iow  from  above;  showing  stenos- 
ing lesion  behind  arytenoids  on  left.  Endolaryngeal 
mucosal  surface  of  cricoid  and  trachea  normal. 
Neck  dissection  block  attached.  Patient  alive  and 
well  three  years.  A — arytenoid;  C - cancer. 


Fig.  10.  Surgical  specimen  removed  by  laryn- 
goesophagectom3^  Posterior  surface  arytenoids 
seen  above  and  stenosing  carcinoma  excised  in  con- 
tinuitj'  with  neck  dissection.  Patient  alive  and 
well  three  j-ears.  A = arjdenoid,  posterior  view; 
T = tumor. 

patients  are  females  who  had  a laryngo- 
pharyngectomy  with  primarj'^  closure  by  a 
laryngotracheal  autograft  (Fig.  10).  A 
combined  neck  dissection  was  performed  in 
all  of  the  patients,  and  a resection  of  the 
mediastinal  lymph  nodes  was  performed  in 
3 patients. 

Comment 

Certainly  no  deductions  can  be  made  from 
the.se  few  cases.  The  mere  fact  that  they 
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Fig.  11.  Surgical  specimen  of  postcricoid  lesion, 
removed  by  lar^’iigoesophagectomy.  Cricophar>'n- 
geal  region  exposed,  showing  cancer  behind  aryte- 
noids above.  Posterior  pharyngeal  mucosa  appears 
uninvolved  at  this  level,  but  infiltrates  below,  caus- 
ing stenosis.  A = arytenoid,  posterior  view;  C = 
postcricoid  steno.sing  cancer. 

wore  considered  suitable  for  a laryngo- 
tracheal autograft  with  preservation  of  the 
anterior  half  of  the  larynx  and  trachea  in- 
dicates that  they  were  not  the  most  extensive 
lesions  (Fig.  11).  Only  1 of  these  4 cases 
had  palpable  metastatic  nodes. 

There  are  definite  contraindications  to  the 
employment  of  this  procedure: 

First,  the  cancer  must  be  confined  to  the 
postcricoid  I’egion  and  not  involve  the  endo- 
laryngeal  surface  of  the  larynx  or  trachea. 

Second,  the  cancer  must  not  extend  too  far 
caudally  into  the  cervical  esophagus;  other- 
wise, the  autograft  cannot  be  made  safely 
of  sufficient  length  to  supply  the  anterior 
wall  of  the  new  pharyngoesophagus.  If, 
after  a surgical  exposure  of  the  lesion,  it  is 
determined  that  more  than  four  tracheal 
rings  must  be  preserved,  it  is  wiser  to  resort 
to  an  alternate  method  of  reconstruction 
and  not  to  risk  the  danger  of  an  inadeciuate 
operation.  The  complete  excision  of  the 
neoplasm  with  a safe  margin  is  most  im- 


portant and  takes  precedence  over  any  re- 
constructive surgery. 

Third,  if  the  tissues  of  the  neck  have  been 
irradiated  previously,  it  is  dangerous  to 
preserve  any  part  of  the  larynx  and  trachea 
as  an  autograft. 

Two  attempts  to  use  a laryngotracheal 
autograft  in  cases  treated  by  radiotherapy 
resulted  in  a slough  of  grafts  in  both  cases, 
with  fatal  mediastinitis  in  1.  Except  for 
these  2 instances,  the  autograft  has  survived 
routinely  and  has  given  little  or  no  trouble 
with  leakage.  On  one  occasion  the  split- 
thickness skin  graft  which  supplied  the 
posterior  wall  sloughed;  the  laryngotracheal 
autograft  remained  viable.  The  regional 
excision  was  certainly  no  wider  in  these  4 
cases  than  that  employed  in  the  Wookey^^ 
or  Negu.s®  operation,  and  any  freedom  from 
recurrence  thus  far  cannot  be  attributed  to 
this  part  of  the  surgery. 

The  value  of  the  mediastinal  lymph  re- 
section still  has  to  be  determined.  It  can  be 
assumed  that  the  removal  of  the  positive 
mediastinal  lymph  nodes  in  2 in.stances  en- 
hanced the  chances  of  cure  and  contributed 
to  whatever  success  has  been  attained  m 
the  1 three-year  survivor  (Fig.  6).  Since 
none  of  our  cases  received  radiotherapy 
postoperatively,  it  is  probable  that  persist- 
ence of  cancer  would  have  been  unavoidable 
if  resection  had  not  been  done.  The  merit 
of  elective  neck  dissection  in  combina- 
tion with  the  initial  excisional  surgery  seems 
definitely  to  have  been  proved.  Ogura*^  has 
shown  that  curability  by  radical  neck  dis- 
section is  much  higher  when  metastatic 
lymph  nodes  are  nonpalpable,  yet  micro- 
scopically positive,  than  when  they  are  pal- 
pable. 

There  has  been  no  problem  with  stricture 
formation  in  the  4 survivors.  Only  1 patient 
required  bouginage  during  the  first  three 
months  postoperatively,  but  .she  now  has 
been  eating  a regular  diet  for  the  past  three 
years.  The  discomfort  of  drooling  saliva 
which  accompanies  temporary  pharyn- 
gotomy  has  been  avoided,  and  only  1 case 
developed  a moderate  narrowing  at  the  lower 
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anastamosis.  It  would  appear  that  the 
mucosal  surface  of  the  autograft  with  its 
cartilaginous  support  prevents  stenosis  at 
the  suture  line  even  if  the  free  skin  shrinks. 

One  case  is  included  of  immediate  re- 
construction of  the  cervical  esophagus  by  a 
revascularized  isolated  jejunal  segment  as 
reported  by  Seidenberg  et  alA^ 

A diabetic  patient  had  persistent  cancer  of  the 
cervical  esophagus  after  radiotherapy  had  failed. 
A total  laryngectomy,  a right  radical  neck  dis- 
section, and  a cervical  esophagectomy  down  to 
the  sternomanubrium  junction  and  superior 
mediastinal  lymph  node  dissection  were  per- 
formed. The  defect  between  the  pharymx  and 
the  transected  end  of  the  esophagus  was  bridged 
immediately  by  a free  jejunal  segment  revascu- 
larized in  the  neck.  The  mesenteric  artery 
was  anastamosed  to  the  left  inferior  thyroid 
artery,  and  the  mesenteric  vein  was  anastamosed 
to  the  left  common  facial  vein.  Postoperatively, 
the  patient  did  not  develop  a leak  or  any  problem 
referrable  to  the  reconstructed  esophagus.  He 
sustained  a cerebrovascular  accident  and  expired 
on  the  seventh  postoperative  day.  At  autopsy 
the  revaseularized  jejunal  segment  was  pink 
and  viable.  The  anastamosis  was  completely 
healed  and  the  arterial  and  venous  anastamoses 
were  patemt.  A diodrast  study  revc'aled  a 
patency  of  the  entire  vasculature. 

This  method  reejuires  considerable  dexter- 
ity in  vascular  surgery  but  appears  to  offer 
promise.  The  venous  anastamoses  require 
a rigid  nonreactive  ring  prosthesis  to  main- 
tain its  patency.  Another  case  was  at- 
tempted recently  by  this  technic,  but  the 
lesion  was  found  inoperable  on  exploration. 
The  stomach  and  colon  have  also  been  mo- 
bilized, brought  up,  and  anastamosed  to 
the  upper  end  of  the  pharynx.  Recently, 
the  Gavriliu'®  reverse  gastric  tube  was  em- 
ployed successfully  in  a reconstruction. 
These  mobilized  alimentary  tubes  may  be 
tunnelled  subcutaneously  over  the  thorax 
wall  or  delivered  into  the  neck  through  the 
left  hemithorax  and  upper  thoracic  outlet. 

Summary 

Extensive,  diffusely  infiltrated  epi- 
esophageal  cancers  that  are  adherent  to  the 


vertebral  column  or  as,sociated  with  fixed 
lymph  nodes  are  not  curable  l)y  any  known 
surgical  means.  In  a study  of  18  female  and 
8 male  patients  we  have  shown  that  there  is 
no  one  superior  method  of  reconstructing 
the  pharyngoesophagus.  Each  case  pre- 
sents an  individual  problem  and  a resort 
to  various  methods  of  approach,  excision,  and 
repair  must  be  made.  If  the  neck  has  been 
irradiated,  the  laryngotracheal  autograft  is 
contraindicated,  and  the  standard  Wookey 
procedure  can  be  employed.  However,  the 
use  of  cervical  skin  in  the  reconstruction  may 
produce  healing  problems  and  sloughs.  In 
irradiation  cases  after  radiation  it  would 
appear  safer  to  utilize  a skin  flap  from  the 
chest,  although  a much  longer  time  may 
be  recpiired  for  closure. 

The  immediate  reconstruction  of  the 
cervical  esophagus  by  a mobilized  colon  or 
stomach  may  be  necessary  for  extensive 
lesions  of  the  cervi(*al  esophagus  which  ex- 
tend into  the  upper  thorax.  The  revascular- 
ized isolated  jejunal  segment  for  immediate 
reconstruction  offers  much  promise  but 
should  perhaps  be  preserved  at  present  for 
previously  irradiated  cases.  Lesions  of  the 
postcric-oid  region  in  females  offer  a better 
prognosis  than  epiesophageal  cancers  in 
males. 

The  laryngotracheal  autograft  in  early 
nonradiated  cases  has  worked  out  well.  It 
has  supplied  the  confidence  in  a satisfactory 
method  or  reconstruction  which  in  turn 
encourages  adequate  resection  without  un- 
due concern  over  failure  to  reconstruct  the 
esophagus.  Postoperative  stenosis  at  the 
sutures  has  not  been  a significant  factor. 
Simultaneous  bilateral  neck  dissection  com- 
bined with  a resection  of  the  mediastinal 
lymph  nodes  may  be  the  important  contrib- 
uting factors  in  achieving  higher  cure  rates 
in  these  tragic  cases. 

121  East  60th  Street,  New^  York  22 
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Discussion 

John  F.  Daly,  M.D.,  New  York  City.- — In 
cancer  of  the  hj^popharynx  there  are  three  sites 
which  are  commonly  involved:  the  pyriform 

sinus,  the  posterior  or  posterolateral  wall,  and 
the  postcricoid  area.  Carcinoma  of  the  post- 
cricoid site  may  extend  into  the  cervical  esopha- 
}rus  and,  conversely,  carcinomas  of  the  cervical 
esophagus  may  spread  upward  to  the  postcricoid 
area.  'I'his  overlap])ing  of  two  anatomic  sites 


by  tumors  makes  classification  difficult.  The 
term  “epiesophageal”  has  been  used  by  Lederman* 
to  designate  these  tumors.  Although  Dr.  Som’s 
report  includes  a discussion  of  tumors  involving 
both  areas,  the  use  of  the  laryngotracheal  auto- 
graft technic  focuses  our  attention  on  the  post- 
cricoid carcinomas,  for  which  it  is  particularly 
adapted. 

Carcinomas  of  the  postcricoid  region  are 
clinicall)^  and  biologically  different  from  both 
hypopharj'ngeal  carcinomas  and  esophageal  le- 
sions. These  carcinomas  occur  predominantly 
in  the  female,  tend  to  be  limited  in  extent,  are 
less  invasive,  and  are  slower  in  metastasizing. 
These  characteristics  make  them  suitable  for 
surgical  resection. 

A reconstruction  of  the  resected  portion  of  the 
pharjmx  and  esophagus  has  in  the  past  required 
multiple  procedures.  Attempts  at  immediate 
reconstruction  with  a tube  formed  of  a skin 
graft  often  became  stenosed  during  the  healing 
process.  The  lar3mgotracheal  autograft  was 
used  b>'  Asherson^*  and  reported  in  1954.  Dr. 
Som  is  to  be  commended  for  the  development  of 
this  technic,  for  establishing  indications  for  its 
use,  and  for  outlining  its  limitations. 

The  postcricoid  area  has  lymphatic  drainage 
to  both  sides  of  the  neck  by  way  of  groups  of 
nodes  along  the  recurrent  nerve  to  the  medi- 
astinum. Hence,  the  combination  of  bilateral 
cervical  Ij^mph  node  dissection  and  dissection  of 
the  nodes  of  the  superior  mediastinum  should 
increase  the  cure  rate.  Of  the  26  patients 
treated  with  surgical  resection,  there  were  4 
survivors,  all  females.  Of  these,  3 had  medi- 
astinal resections  and  the  mediastinal  nodes  were 
positive  in  1.  This  would  seem  to  indicate  that 
the  additional  mediastinal  dissection  is  justifiable. 

Dr.  Som  is  to  be  congratulated  for  this  con- 
tribution to  the  surgical  management  of  post- 
cricoid carcinomas. 


* Lederman,  M.:  Cancer  of  the  laryngopharnyx; 

classification  staging,  and  results  of  radiotherapy,  J 
Laryng.  & Otol.  68:  333  (June)  1954. 


My  greatest  inspiration  is  a challenge  to  attempt  the.  impossible,  .\lbert  A.  Michf.lson 
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I 

I \ LTHOUGH  chronic  bronchitis  is  listed  as 
' a major  cause  of  death  in  England/  the 
associated  clinical  entities  generally  are  con- 
sidered of  greater  importance  in  the  United 
States.  Thus,  in  1957  emphysema  was  the 
second  of  ten  primary  diagnoses  which  oc- 
curi’ed  most  often  in  male  workers  for  whom 
di.sability  was  allowed  under  the  Social 
'Security  Act.^ 

Acute  bacterial  infection  of  the  bronchi 

I 

may  occur  as  a primary  illness  or  secondary 
to  viral  tlisease  of  the  upper  respiratory 
1 tract.  The  management  of  pyogenic  bron- 
chial and  upper  respiratory  tract  infections 
has  become  increasingly  difficult  because  of 
the  changing  aspects  of  the  infection  itself, 
as  well  as  the  variety  of  claims  made  follow- 
ing the  introduction  of  new  antibiotics. 
Antibiotic  therapy  is  on  a sound  basis  when 
the  sputum  smear  reveals  polymorpho- 
nuclear leukocytes  or  when  frankly  purulent 
sputum  is  present.  Generally  sensitivity 
tests  of  the  sputum  by  the  disk  method  pro- 
vide a reliable  answer  as  to  which  antibiotic 
to  use  for  the  common  acute  bacterial  re- 
spiratory diseases. 

Bacteriologic  reports  of  “normal  flora” 
should  be  discontinued  and  instead  the  report 
should  state  whether  or  not  the  growth  on  a 
blood  agar  plate  was  heavy,  moderate,  or 
scanty.  An  abundant  growth  of  an  organ- 
ism, sufficient  to  reveal  a wide  area  of  in- 
hibition around  a disk  impregnated  with  an 
antibiotic,  generally  should  be  regarded  as 
significant.  A scanty  growth,  insufficient  to 
reveal  the  sensitivity  of  the  organism  to  the 
various  antibiotics  tested,  may  represent  an 
absence  of  infection  or  an  unsuitable  tech- 
nic; in  either  case,  a second  culture  may  be 
carried  out. 

In  studies  of  respiratory  tract  infections 


from  1944  on,  Barach^  and  others^  reported 
an  increasing  incidence  of  the  Staphylococcus 
aureus  in  bronchial  and  bronchopulmonary 
infections,  especially  since  1954. 

Following  the  1957  outbreak  of  Asian  in- 
fluenza, the  Staph,  aureus  infections  created 
a widespread  problem  both  in  hospital  and  in 
home  practice;  since  then,  studies  in  our 
clinic  have  revealed  this  organism  as  the 
etiologic  agent  in  more  than  75  per  cent  of 
acute  suppurative  bronchial  infections,  oc- 
curring either  in  previously  normal  in- 
dividuals or  in  tho.se  individuals  with  bron- 
chial asthma  and  chronic  pulmonary  disease. 
This  high  incidence  of  Staph,  aureus  in 
sputum  cultures  has  been  observed  in  puru- 
lent sputum.  In  other  cases  sputum  cultures 
have  shown  the  pneumococcus,  the  hemo- 
lytic or  nonhemolytic  streptococcus,  the  Fried- 
lander  bacillus  (Kleb.siella  pneumoniae), 
and  the  Hemophilus  influenzae.  Hemo- 
philus influenzae,  recognized  in  this  country 
as  a relatively  uncommon  cause  of  laryngo- 
tracheobronchial  and  pulmonary  infection 
in  children,  has  been  mentioned  more  fre- 
quently in  England  as  an  organism  respon- 
sible for  chronic  bronchial  infection.  How- 
ever, clinical  benefit  generally  has  not 
paralleled  the  eradication  of  H.  influenzae.^"® 
In  patients  with  chronic  bronchitis  who  man- 
ifest mucoid  expectoration,  the  diagnosis  of 
infection  by  pyogenic  organisms  cannot  be 
substantiated,  irrespective  of  the  findings 
on  culture. 

In  regard  to  the  agents  now  available  for 
treatment  of  Staph,  aureus  bronchial  infec- 
tions, it  was  found  that  this  organism  was 
re.sistant  to  tetracycline  in  approximately 
30  per  cent  and  to  penicillin  in  more  than  50 
per  cent  of  our  cases  in  which  purulent 
sputum  was  tested  by  the  disk  method. 
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Methods  and  Materials 

The  new  synthetic  penicillin,  sodium 
dimethoxyphenyl  penicillin,  which  was  intro- 
duced for  the  treatment  of  staphylococcus  in- 
fections due  to  resistant  organisms,  has  been 
active  in  the  presence  of  staphylococcal 
penicillinase  under  circumstances  in  which 
penicillin  G is  rapidly  destroyed.'^  It  has 
been  used  successfully  in  serious  respiratory 
infections,  inhibiting  the  growth  of  all 
strains  of  staphylococcus  thus  far  tested 
when  ade(}uate  blood  levels  are  induced. 
Since  sodium  dimethoxyphenyl  penicillin 
must  be  given  parenteral  ly  at  four-  to  six- 
hour  intervals  with  the  usual  dose  for  adults 
of  1 Gm.  intramuscularly,  it  is  not  suitable 
for  office  and  home  administration.  In  addi- 
tion, itching  and  skin  eruptions  have  been 
reported  as  an  indication  that  typical  allergic 
reactions  may  be  experienced.  Patients 
with  asthma  or  allergic  disease  are  ad- 
jnittedly  more  likely  to  react,  adversely  to 
any  penicillin. 

The  penicillin  preparations  which  are 
little  modified  by  gastric  hydrochloric  acid 
induce  a more  prolonged  blood  level  and  may 
be  given,  therefore,  two  or  three  times  daily, 
whereas  penicillin  G is  best  administered  be- 
fore meals  and  at  more  frequent  intervals. 
Penicillin  is  generally  indicated  in  the  treat- 
ment of  hemolytic  streptococcus  sore  throat 
rather  than  in  bronchial  infections  in  which  a 
large  number  of  penicillinase-producing  pyo- 
genic staphylococci  occur.  In  the  recent 
study  by  Kuharic,  20  per  cent  of  the  strains 
of  Group  A betahemolytic  streptococci  were 
also  found  resistant  to  tetracycline,  as  well 
as  to  demethylchlortetracycline. 

The  two  most  valuable  agents  available 
for  oral  u.se,  especially  in  office  practice,  are 
erythromycin  (Ilosone)  and  novobiocin. 
Although  Staph,  aureus  organisms  may  be- 
come resistant  to  erythromycin,  generally 
this  agent  is  highly  effective  and  can  be  used 
without  side-effects  in  the  majority  of 
cases.”’'-  In  suppurative  bronchial  infec- 
tion, the  dosage  recommended  is  higher  than 
that  generally  used,  namely,  l.o  to  2 Gm.  a 


day  in  six  divided  doses  for  four  days,  and 
1 Gm.  a day  for  four  to  six  additional  days. 
The  same  dosage  is  employed  with  novo- 
biocin which  usually  can  be  relied  on  to 
eliminate  Staph,  aureus  infections,  provided 
bronchial  drainage  and  sinus  drainage,  when 
indicated,  are  facilitated.  The  complica- 
tion of  an  erythematous  skin  rash,  occurring 
in  approximately  10  per  cent  of  cases,  gen- 
erally di.sappears  within  forty-eight  hours. 

The  broad-spectrum  antibiotics  are  highly 
diffusible  and  have  even  been  found  in  sinus 
cavities  after  oral  administration.'^  The 
same  dosage  as  listed  previously  in  the  use  of 
erythromycin  may  be  employed  with  tetra- 
cycline which  is  preferred  to  oxytetracycline 
and  chlorotetracycline,  since  it  is  less 
irritating  locally  to  the  intestine.  In  pre- 
scribing any  of  these  antibiotics,  it  is  desir- 
able to  recognize  that  local  irritation  is  not 
apt  to  take  place  if  the  drug  is  diluted 
sufficiently  with  water  or  other  fluids,  pref- 
erably 6 ounces  to  each  2o0-mg.  capsule. 

Although  it  is  highly  eff  ective  against  most 
strains  of  Staph,  aureus,  chloramphenicol  is 
not  employed  in  our  clinic  because  of  the 
danger  of  blood  dyscra.sias'^  unless  a serious 
infection  is  present  or  an  organism  such  as 
the  Klebsiella  pneumoniae  is  found.  Under 
these  circumstances  chloramphenicol  would 
be  used  in  combination  with  streptomycin. 
This  dosage  applies  to  adults  who  weigh  be-  j 
tween  150  and  200  pounds.  j 

The  administration  of  penicillin  is  being  | 
curtailed  sharply,  except  in  the  presence  of  \ 
hemolytic  streptococcus  infections,  because  j 
of  the  increasingly  serious  allergic  manifesta-  | 
tions,  as  well  as  the  fact  that  penicillin  has  ' 
become  less  effective  against  many  strains  of  ' 
the  Staph,  aureus.  When  it  is  employed,  1 ' 

million  units  in  four  divided  doses  of  peni- 
cillin G are  given  orally.  These  comments 
do  not  apply  to  diplococcus  pneumoniae  or 
bacterial  endocarditis  but  to  sinobronchial 
disease. 

The  addition  of  mycostatin  or  amphoteri- 
cin B to  tetracycline  seems  a reasonable  pre- 
caution to  prevent  the  anal  and  rectal  com- 
plications of  Monilia.  Monilial  infections  of  . 
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the  lungs  are  rare;  however,  Pseudomonas 
aeruginosa  and  Bacterium  proteus  have  been 
observed  as  a complication  of  broad-spec- 
trum antibiotic  therapy,  especially  in  cases  in 
which  bronchial  drainage  is  impaired,  as  in 
bronchiectasis. 

In  recent  years  these  secondary  infections 
are  seen  le.ss  commonly  because  broad-spec- 
trum antibiotic  therapy  is  generally  given 
over  .shorter  periods  of  time  except  in  ca.ses 
of  pancreatic  cystic  disease.  It  should  be 
recognized  that  cribriform  bacteria  may  ap- 
pear on  sputum  cultures  after  treatment 
without  representing  infection.  An  actual 
invasion  of  gram-negative  bacteria  is  usually 
revealed  by  an  abrupt  development  of 
frankly  purulent  sputum. 

In  our  clinic  practice,  in  which  70  to  100 
sensitivity  tests  are  done  on  sputum  cultures 
each  month,  the  disk  sensitivity  technic  has 
had  the  advantage  of  simplicity  and  of  offer- 
ing a cjuick  answer  as  to  which  antibiotic  to 
use;  in  fact,  in  routine  office  practice  it  is 
generally  unnecessary  to  carry  out  a com- 
plete identification  of  all  the  organisms 
pre.sent;  the  appearance  of  the  colonies  on 
the  blood  plate  together  with  evidence  of  a 
marked  zone  of  inhibition  around  an  anti- 
biotic such  as  erythromycin  or  novobiocin 
and  a smear  to  determine  whether  the 
organisms  are  gram-positive  provide  the  basis 
for  selection  of  the  kind  of  antibiotic  treat- 
ment desirable.  The  evidence  of  cure  is 
based  on  the  absence  of  expectoration  or  on 
the  fact  that  the  sputum  itself  becomes  white 
and  mucoid.  At  times  the  culture  from 
such  a sputum  may  show  positive  results  for 
several  days  after  a clinical  recov^ery  has  been 
manifested.  Recently  the  value  of  anti- 
biotic therapy  in  the  control  of  infections  in 
patients  with  bronchial  asthma  has  been 
emphasized  by  Finke. 

Comment 

The  importance  of  effective  treatment  of 
infectious  bronchitis  is  revealed  in  a study  of 
200  cases  followed  for  five  years;  some 
residual  di.sability  was  found  in  40  per  cent  of 
this  series,  more  than  double  the  expected 


incidence  of  disability  during  this  period.*** 
No  bacteriologic  data  were  given  in  this 
report. 

The  frequency  with  which  H.  influenzae 
has  been  cultured  in  cases  of  chronic  bron- 
chitis in  England  requires  further  study  to 
determine  whether  or  not  the  organism  was 
pathogenic,  and  did,  in  fact,  result  in 
purulent  sputum.  Since  a special  culture 
technic  is  often  necessary  to  demonstrate 
the  presence  of  this  organism  in  routine  test- 
ing, its  presence  may  have  been  overlooked 
in  reports  based  on  conventional  media.  It 
is,  therefore,  possible  that  the  administration 
of  antibiotics  such  as  erythromycin  resulted 
in  the  clinical  recovery  of  infectious  bron- 
chitis because  of  the  elimination  of  H. 
influenzae  rather  than  the  pyogenic  organ- 
isms which  were  found  because  they  grew 
more  readily  on  human  blood  agar  plates  or 
nutrient  broth. 

The  lack  of  correspondence  between  the 
improvement  and  the  di.sappearance  of  H. 
influenzae  may  have  resulted  from  tests 
made  on  nonsuppurative  expectoration.  It 
is  difficult  to  interpret  the  results  of  treat- 
ment of  chronic  bronchitis  without  such  vital 
information  as  the  purulent  or  nonpurulent 
nature  of  the  sputum. 

The  development  of  the  classical  picture  of 
diffuse  obstructive  pulmonary  emphysema 
following  pneumonia,  especially  atypical 
pneumonitis,  has  been  observed  for  many 
years;  in  our  clinic  it  has  an  etiologic  inci- 
dence of  approximately  15  per  cent.  In 
cases  in  which  antibiotic  therapy  is  not  ef- 
fective, physiologically  directed  procedures 
which  facilitate  the  elimination  of  retained 
secretions  and  control  exce.ssive  coughing 
may  be  of  critical  help  in  preventing  ad- 
verse effects  on  the  pulmonary  parenchyma. 

Frequently  the  value  of  early  antibiotic 
therapy  depends  on  tests  of  bacterial  sensi- 
tivity; the  justification  of  the  disk  method  is 
that  the  information  de.sired  generally  may 
be  obtained  in  twenty-four  hours.  This  pro- 
cedure obviously  can  be  amplified  whenever 
it  is  desired  or  indicated  by  separating  the 
organisms  found  on  culture  and  by  carrying 
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out  specific  bacterial  sensitivity  studies. 
The  prompt  initiation  of  effective  treatment 
would  appear  to  prevent  subsequent  dis- 
ability in  at  least  a considerable  number  of 
cases  of  acute  bronchitis  or  prevent  exacer- 
bations of  chronic  infectious  bronchitis. 

Summary 

An  evaluation  of  the  current  practice  in 
the  diagnosis  and  treatment  of  bacterial 
bronchial  infections  has  been  described. 
The  emphasis  in  this  presentation  is  directed 
primarily  at  the  use  of  oral  antibiotic  agents 
suitable  to  office  and  clinic  practice.  The 
effectiveness  of  erythromycin  and  novobiocin 
has  been  stressed,  especially  in  the  therapy 
of  suppurative  bronchial  pulmonary  di.sease 
caused  by  the  Staph,  aureus  organism. 
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High  Blood  Pressure  More  Frequent  Among  Rural  Dwellers 


High  blood  pressure  oceurs  more  frequently  among 
rural  than  among  city  dwellers,  according  to  Fal- 
lerriH  of  Disease,  a Parke,  Davis  & Company  publica- 


tion for  physicians.  The  disorder  afflicted  118  | 

persons  for  every  1,000  rural  residents;  it  afflicted  , 
only  66  for  every  1 ,000  citj^  dwellers. 
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Human  Brucellosis  in  New  York  Stale 


i JOHN  K.  MILLER,  M.D.,  ALBANY,  NEW  YORK 
{From  the  Slate  of  New  York  Department  of  Health,  Division  of  Laboratories  and  Research) 


COMMONLY  human  brucellosis  is  an  en- 
demic disease  with  sporadic  cases.  It  is 
I contracted  by  direct  contact  with  infected 
1 1 animals  or  their  tissues,  and  it  is  contracted 
j less  commonly  by  consuming  unpasteurized 
I milk  and  other  dairy  products.  Although 
i many  species  of  animals  are  susceptible  to 
‘ brucellosis,  those  of  primary  epidemiologic 
importance  are  domestic  animals,  that  is, 
cattle,  hogs,  sheep,  goats,  and  horses. 

' It  is  noteworthy  that  the  incidence  of 
[ human  brucellosis  in  New  York  State  has 
dropped  sharply  in  the  past  ten  years  from 
an  average  of  250  cases  a year  to  an  average 
of  10  annual  ca.ses  in  the  past  five  years. 

The  signs  and  symptoms  of  brucellosis  are 
not  specific  and  many  infectious  diseases 
induce  them.  A definite  diagnosis  of  bru- 
cellosis depends  on  the  isolation  of  the  micro- 
organism or,  more  often,  on  the  serologic 
evidence  of  the  disease.  The  application  of 
serologic  tests  becomes  more  important  as 
the  disease  declines  and  the  cases  become 
rarer.  The  evaluation  of  the  reacting  sera 
from  cases  of  chronic  and  recovered  brucel- 
losis with  fever  from  other  causes  becomes 
more  significant  now  that  brucellosis  is  no 
longer  a major  contributor  to  fever.  Equally 
important  is  the  need  for  a complete  epi- 
demiologic history  in  each  case  of  fever  of 
unknown  origin.  A knowledge  of  the  past 
history  of  brucellosis  in  the  State  and  the  es- 
sential medical  ecology  of  the  disease  is 
helpful  in  a presumptive  diagnosis. 

History  of  Brucellosis  in  New  York  State 

In  1843  Gaylord  and  Tucker^  cited  fre- 
quent accounts  of  bovine  abortion  and  losses 
in  farm  stock.  Not  until  1925,  however, 
were  the  first  2 cases  of  human  bnuiellosis  in 
New  York  State  reported  by  Carpenter  and 
Merriam.2  Brucella  abortus  was  i.solated 


from  the  blood  of  both  patients  and  from 
the  herd  source  of  milk  consumed  by  1 pa- 
tient. Moore  and  Carpenter^  reported  4 
more  cases  in  the  same  year.  Subseipiently, 
in  1926  to  1927,  Carpenter,  Parshall,  and 
Baker'*  reported  a total  of  18  cases,  9 of 
which  were  in  Ithaca.  Also,  they  recovered 
Br.  abortus  from  8 of  55  pairs  of  tonsils  re- 
moved by  local  surgeons. 

At  this  time  Carpenter  and  his  associates 
and  0.  D.  Chapman,  M.D.,  of  Syracuse 
made  a serologic  survey  of  the  populations 
of  Cortland,  Tompkins,  and  Onondaga 
counties.  Of  some  4,000  sera,  269  (7.3 
per  cent)  reacted  in  dilutions  of  1 : 30  or 
more  with  Br.  abortus  antigen.  Generally, 
reacting  sera  occurred  in  persons  residing 
in  small  towns  where  little  or  no  pasteurized 
mild  was  consumed. 

In  the  period  1927  to  1928,  Carpenter 
and  Boak^  reported  an  additional  14  cases 
(7  students,  5 housewives,  1 farmer,  and  1 
person  of  unknown  occupation).  By  1929 
Carpenter  and  King®  had  found  a total  of  155 
cases  of  human  brucellosis  of  which  109 
were  consumers  of  raw  milk.  Carpenter 
and  Boak®  examined  129  samples  of  raw 
milk  and  found  Br.  abortus  in  27  or  21  per 
cent.  As  will  be  shown  later,  this  high  inci- 
dence of  infection  due  to  contaminated 
milk  has  markedly  decreased  with  the  wide- 
spread pasteurization  of  dairy  products. 

Gilbert  and  Coleman’  collected  26  cases 
of  human  brucellosis  in  New  York  State  by 
1928.  None  of  these  cases  were  associated 
with  hogs  or  goats,  but  14  patients  had  con- 
sumed raw  milk.  In  9 cases  the  milk  was 
from  herds  with  a history  of  abortions. 
They  examined  the  sera  from  213  persons 
with  (H)ntinued  fever  and  found  14  reacting 
with  Brucella  antigen  in  a dilution  of  1:40 
or  more.  In  1934  Gilbert  and  Coleman® 
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Fig.  1.  Rejiorted  human  cases  of  brucellosis  and  number  of  calves  vaccinat  ed  annually  with  st  rain  19  Brucella 
vaccine,  New  York  State  (exclusive  of  New  York  City),  1930-1952." 


noted  that  there  were  Kio  reported  cases  of 
human  brucellosis  in  1930,  171  in  1931,  and 
233  in  1932. 

Carpenter  then  extended  his  studies  to 
possible  porcine  reservoirs  of  brucellosis.  In 
1930  Boak  and  Carpenter®  examined  1,054 
samples  of  sera  collected  from  swine 
slaughtered  in  Buffalo,  Utica,  or  Albany; 
only  two  sera  (0.19  per  cent)  agglutinated 
in  signihcant  dilutions  with  Br.  abortus. 
By  comparison,  in  2,735  sera  from  pigs  from 
Ohio,  Indiana,  Illinois,  and  Missouri,  1.8 
per  cent  reacted  in  significant  dilutions. 
Stone*"  states  that,  random  sampling  of  por- 
cine bloods  sent  to  the  Xew  \’ork  State 
N'etiuiiiary  College  did  not  I'eveal  reacting 
sera  until  June,  1941.  .\ftcr  that  reacting 
sera  of  many  hogs  in  several  herds  were 


found.  In  all  cases  there  was  definite  e^■i- 
dence  that  an  infected  hog,  boar,  or  brood  I 
sow  purchased  outside  the  State  introduced 
brucellosis  into  the  herd.  | 

As  Korns'*  showed,  from  1930,  when  re- 
porting of  human  brucellosis  was  first  re- 
quired, until  1948  there  were  approxi- 
matel}^  250  cases  annually.  Since  1948  1 

human  brucellosis  in  the  State  has  under-  f 
gone  an  interesting  and  welcome  decline  ] 
(Fig.  1);  during  1955  through  1959,  there  I 
was  an  average  of  11  cases  a year.  Korns 
doubts  that  diagnostic  and  reporting  prac- 
tices have  changed  significantly  during  the 
period  of  decline.  Instead,  he  shows  that  the 
probable  explanation  is  in  the  development 
of  an  extensive  calfhood  vaccination  program.  } j 
This  program  was  initiated  in  1939  by  the  ] 
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State  Department  of  Agriculture  and  Mar- 
kets and  soon  involved  most  of  the  new 
calves  bom  in  the  State.  In  1951,  266,000 
newborn  calves  were  vaccinated,  about  88 
per  cent  of  the  total  born.  It  seems  logical 
that  this  has  reduced  the  incidence  of  bovine 
brucellosis  and  has  affected  markedly  the  re- 
ported incidence  of  human  brucellosis.  The 
program  of  the  elimination  of  bovine  bru- 
cellosis in  New  York  State  achieved  the  goal 
of  brucellosis-free  dairy  herds  in  all  counties 
in  1959. 

This  effective  control  of  bovine  brucellosis 
and  its  resultant  decline  in  human  cases 
warranted  a study  of  the  epidemiology  of  re- 
cently reported  cases.  Between  1955  and 
1959,  56  cases  of  human  brucellosis  were  re- 
ported from  29  counties  (Fig.  2)  of  which 
17  counties  reported  only  1 case  each.  A 
group  of  3 new  cases  on  one  farm  was  noted 
from  Columbia  County  in  early  1960.  Of 
the  56  cases,  8 were  female  and  48  were  male. 


Seven  patients  were  under  the  age  of  twenty- 
one  years,  20  were  between  the  ages  of 
twenty-one  and  thirty  years,  and  the  re- 
mainder were  distributed  fairly  evenly  be- 
tween the  decades  of  thirty-one  to  seventy 
years.  The  occupations  of  these  patients 
are  noted  in  Table  I.  Contact  with  infected 
herds  and  consumption  of  raw  milk  were 
common  factors.  Brucella  suis  was  isolated 
from  1 of  the  butchers  employed  in  an 
Albany  County  packing  plant. 

The  problems  encountered  in  the  isolation 
of  Brucella  from  the  blood  make  it  difficult 
to  assess  the  relative  incidence  of  infections 
due  to  Br.  abortus.  Brucella  melitensis,  and 
Br.  suis.  However,  during  the  year  1948'^ 
this  Division  isolated  strains  of  Br.  melitensis 
from  2 patients,  and  strains  of  Br.  suis  from 
2 (one  from  a worker  in  a meat-packing 
plant  and  one  from  a boy  visiting  on  a farm). 
In  1949**  clots  from  513  specimens  of  blood 
submitted  for  serodiagnosis  of  brucellosis 


.\ugust  1,  1961 


2583 


JOHN  K.  MILLER 


TABLE  I. — Occupation  and  Contacts  of  56 
Cases  of  Human  Brucellosis  in  New  York 
State,  1955  through  1959 


Occupation 

Total 

Cases 

Contact 

with 

Infected 

Herd 

Consumed 

Raw 

Milk 

Farmer,  farm  em- 
ploye 

32 

17 

16 

Farm  housewives 

5 

1 

4 

Child  (student) 

4 

2 

Salesman  (farm) 

1 

1 

Mechanic 

1 

1 

Stockyard  worker 

1 

1 

Truck  driver 

1 

1 

Packing  company 
employes 
Guard 

1 

(hauled  cattle) 
1 

Butcher 

2 

Warehouseman 

T 

1 

Doctor  of  Veter- 
inary Medicine 

1 

1 

Doctor  of  Medicine  1 

Hog  raiser 

1 

(contracted  dur- 
ing visit  to 
India) 

Not  given 

4 

? 

? 

were  cultured  by  means  of  a method  re- 
ported by  Dreyfusd^  The  clot  was  com- 
bined with  5 or  10  ml.  (depending  on  the 
amount  of  the  clot)  of  2 per  cent  papain  in 
0.85  per  cent  physiologic  saline  solution  and 
incubated  at  36  ± 0.5  C.  from  eighteen  to 
twenty-four  hours.  This  mixture  was  added 
to  50  ml.  of  0. 12  per  cent  of  agar  and  streaked 
on  blood  agar  plates.  From  86  specimens  of 
blood,  the  sera  from  which  agglutinated  Br. 
abortus  antigen  in  a dilution  of  1 ; 40  or  more, 
eight  (9.55  per  cent)  strains  of  Br.  abortus 
were  isolated.  One  additional  strain  of  Br. 
abortus  was  isolated  from  a specimen  react- 
ing in  a 1:10  dilution.  In  addition,  three 
more  strains  of  Br.  abortus  were  isolated  by 
local  approved  laboratories.  A strain  of 
Br.  suis  was  isolated  from  1 patient,  a clerical 
worker  in  Albany  County;  the  source  of 
the  infection  could  not  be  determined. 

The  Clinical  Disease 

The  clinical  disease  has  been  well  de- 
scribed by  Spink.'®  The  incubation  period 
varies  from  three  to  twenty-one  days;  rarely, 
several  months  may  elapse  between  the  ex- 
posure and  the  onset  of  clinical  symptoms. 


Unfortunately,  there  are  no  distinguishing 
signs  or  symptoms  of  either  acute  or  chronic 
brucellosis.  Moreoever,  although  attempts 
have  been  made  to  classify  the  clinical 
characteristics  into  types,  this  is  misleading 
and  superfluous.  The  cases  can  be  divided 
into  those  manifesting  a bacteremia,  those 
with  localizing  tissue  lesions,  and  those  diag- 
nosed only  by  demonstration  of  specific 
agglutinating  antibodies  in  the  blood.  The 
majority  of  cases  of  proved  localized  bru- 
cellosis, for  example,  granulomatous  lesions 
in  tissues,  have  been  induced  by  Br.  suis.'® 
The  onset  may  be  insidious.  In  practically 
all  cases  the  patient  complains  of  weakness; 
headache  and  generalized  aches  and  pains, 
especially  backache,  occur  commonly.  There 
is  a loss  of  appetite  and  a weight  loss.  The 
patient  becomes  irritable,  unable  to  sleep,  I 
and  even  depre.ssed. 

The  clinical  picture  varies  from  the  ambu- 
latory patient  to  the  acutely  ill  person.  The 
disease  may  be  ushered  in  with  chills  and 
fever.  In  some  cases  splenomegaly  and 
hepatomegaly  are  present.  There  may  be 
meningism  with  a rigidity  of  the  neck. 
Many  infections  provoke  these  symptoms 
and  signs,  and  a differential  diagnosis  is 
difficult.  The  patient  with  chronic  bru- 
cellosis presents  weakness  as  his  primary 
complaint,  with  fever,  sweats,  headaches, 
backache,  nervousness,  and  insomnia — a T 
perplexing  syndrome  which  may  be  seen 
even  in  a cancer  such  as  lymphoblastoma. 
As  a result,  one  must  seek  help  from  a de- 
tailed history  of  the  medical  ecology  of  the 
case  and  bacteriologic  and  serologic  examina- 
tions. 

The  studies  of  Trever  et  Cluff  et 
and  Imboden  et  al.^^  on  laboratory-acquired 
brucellosis  in  60  cases  are  well  Avorth  noting. 
Particularly,  there  is  the  group  of  chronic 
recovered  and  chronic  symptomatic  cases 
among  Avhich  are  24  cases  with  residual 
mental  disturbances,  especially  depression. 

It  seems  that  this  is  more  related  to  the  pre- 
illness personality  pattern  than  to  the  stress 
of  the  acute  brucellosis.  I'dectroencepha-  . 
lography  failed  to  shoAV  any  evidence  of  or- 
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gallic  liraiii  damage  in  chronic  brucellosis. 

Brucellosis  incited  by  Br.  abortus  is  less 
severe  than  that  caused  by  the  other  two 
species  of  Brucella,  and,  fortunately,  it  is  the 
one  most  prevalent  in  New  York  State. 
Cases  due  to  Br.  melitensis  are  more  severe, 
more  chronic,  and  prone  to  complications. 
Brucellosis  due  to  Br.  suis  has  a prolonged 
debilitating  fever,  and  usually  there  are 
suppurative  lesions  of  the  bone  and  other 
tissues. 

Thekapy. — Be(;ause  fif  weakne.ss  and  de- 
pression, the  patient  with  an  acute  brucel- 
losis should  have  complete  bed  rest,  l^ain 
is  treated  with  salicylates.  Insomnia  and 
nervousness  are  relieved  by  sedatives  and/or 
tranquilizers. 

The  following  tetracycline  drugs  are  the 
treatment  of  choice:  chlortetracycline  hy- 
drochloride (Aureomycin),  oxy tetracycline 
(Terramycin),  or  tetracycline  hydrochloride 
(Achromycin,  Paiimycin,  Polycycline,  Stec- 
lin,  Tetracyn).  The  recommended  dosage 
regime  is  in  an  oral  dose  of  500  mg.  every 
six  hours  for  a minimum  of  twenty-one 
days.^®  If  the  antibiotic  is  well  tolerated, 
this  same  treatment  can  be  repeated  within 
six  to  eight  weeks  if  there  is  a relapse.  In 
severe  cases,  1 to  2 Gm.  of  streptomycin 
daily  for  fourteen  days  should  be  given 
intramuscularly  with  the  tetracycline. 

In  severe  toxic  states  initial  antibiotic 
therapy  may  accentuate  the  illne.ss  to  the 
extent  of  vascular  collapse.  This  is  as- 
sumed to  be  owing  to  the  liberation  of  anti- 
gen (endotoxin)  in  a patient  with  acquired 
hyper.sensitivity.  The  reaction  is  prevented 
by  the  administration  of  the  adrenocortico- 
tropin  hormone  (ACTH,  Acthar,  cortico- 
tropin) or  one  of  the  gluco-corticoids.  A 
suspension  of  the  adrenocorticotropin  hor- 
mone can  be  given  intramuscularly,  40  mg. 
every  eight  hours.  Cortisone  acetate  (Corto- 
gen  acetate,  Cortone  acetate),  is  given  orally 
in  a dose  of  100  to  300  mg.  three  times  daily 
or  prednisone  (Delta.sone,  Deltra,  Meti- 
corten,  Paracort)  is  given  in  an  oral  dose  of 
20  mg.  three  times  daily.  Steroid  drugs 
hasten  the  alleviation  of  the  fever  and 


toxemia  when  used  in  combination  with  anti- 
biotics. 

Steroid  therapy  should  not  be  continued 
more  than  seventy-two  hours  and  should 
bo  restricted  to  seriously  ill  patients. 

The  Medical  Ecology  of  Brucel- 
Lo.sis. — Brucellosis  is  rare  among  urban  resi- 
dents who  u.se  only  pasteurized  dairy  prod- 
ucts and  give  no  history  of  contact  with  live- 
stock. When  they  acquire  a fever  of  un- 
known origin,  a complete  hi.story  of  their 
travel  in  recent  months  may  be  of  value  in 
eliciting  contacts. 

Brucellosis  is  more  prevalent  among  jier- 
sons  whose  occupation  brings  them  in  close 
contact  with  domestic  animals — packing 
house  workers,  male  farm  and  dairy  em- 
ploye.s,  transportation  workers  who  move 
animals,  stockyard  employes,  hou.sewives 
who  process  meats,  persons  who  operate 
cold-storage  units  and  handle  fresh  meats, 
veterinarians,  and  finally,  those  persons  who 
come  in  direct  contact  with  Brucella,  the 
laboratory  workers.  During  the  period 
from  1940  through  1947  there  were  2,031 
cases  of  brucellosis  in  the  United  States 
with  a history  of  direct  contact  with  animals; 
73  per  cent  were  male  workers  on  farms,  22 
per  cent  were  employes  in  the  meat-packing 
industry,  and  2 per  cent  were  veteri- 
narians.McCullogh®^  states  that  not  more 
than  a fourth  of  the  cases  in  the  United 
States  are  due  to  the  drinking  of  raw  milk. 
Spink’®  found  that  only  10  per  cent  of  his 
large  series  of  cases  did  not  have  direct  con- 
tact with  animals  and  were  presumed  to 
have  used  raw  milk.  Infection  due  to  Br. 
suis  occurs  usually  in  per.sons  who  have 
direct  contact  with  hogs  or  their  tissues. 
Such  cases  are  sporadic  and  accidental. 

Brucellosis  due  to  Br.  abortus  contracted 
from  cattle  has  declined  to  a low  level,  and 
it  is  anticipated  that  sporadic  cases  will 
continue  to  appear  for  some  time.  It  is 
thought  that  the  occasional  case  due  to  Br. 
suis  will  be  seen  in  persons  raising  hogs  or 
handling  pork.  The  possibility  of  signifi- 
cant reservoirs  in  other  than  domestic; 
animals  is  remote. 
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Laboratory  Diagtiosis 

The  accurate  diagnosis  of  brucellosis 
depends  on  laboratory  examinations  of 
blood  and  tissues. 

Hematology. — The  total  number  of  leu- 
kocytes in  the  blood  is  usually  normal  or 
reduced.  The  differential  count  often  shows 
a relative  increa.se  in  the  lymphocytes  up  to 
40  to  00  per  cent  of  the  total  white  cells. 
There  may  be  atypical  lymphocytes  in  the 
blood  resembling  those  seen  in  infectious 
mononucleosis.  The  sedimentatioii  rate 
ma}^  be  normal  or  somewhat  elevated. 

Serolo(;y. — Serologic  tests  measure  the 
level  and  rise  of  antibodies  cau.sed  by 
agglutination  of  the  Brucella.  The  rapid 
slide  agglutination  test  is  employed  to  screen 
specimens  of  blood  and  is  most  useful  in 
epidemiologic  studies.  It  employs  a sus- 
pension of  Brucella  fixed  with  formalin 
which  is  added  to  a drop  of  serum.  The 
antigen  is  adjusted  by  a tube  dilution 
technic,  so  that  the  clumping  of  the  Brucella 
takes  place  only  in  the  presence  of  certain 
dilutions  of  .serum,  that  is,  1:10  or  more. 

The  tube  dilutions  test  should  be  used  for 
the  serodiagnosis  of  ca.ses  of  brucellosis. 
This  test  employs  an  antigen  prepared  from 
a strain  of  Br.  abortus,  number  1119, 
provided  by  the  Bureau  of  Animal  Industry, 
U.S.  Department  of  Agriculture,  thus  pro- 
\’iding  uniformity  of  the  antigen  in  tests 
in  this  country.  Following  optimal  dilution 
of  antigen  and  .serial  dilution  of  .serum, 
usually  in  two-fold  order,  antigen  and 
sei'um  are  mixed  and  incubated.  The 
period  of  incubation  has  varied:  forty- 

eight  hours  at  .‘17  C.,  twenty-four  hours  at 
from  .5.5  to  .5(5  C.,  or  twenty-four  hours  at 
37  C.  followed  by  centrifugation  of  the 
mixture.  The  sen.sitivity  of  the  antigen 
and  the  type  of  test  influence  the  level  of 
significant  reaction  of  the  test.  sera.  A 
lack  of  experience  in  reading  t he  tests  seems 
to  be  the  greatest  source  of  discrepancy  in 
the  re.su  Its. 

Inteiu’ketation  of  Re.sults  of  Sei{o- 
LOGic  Te.sts. — There  is  no  uiujualified  defi- 


nition of  a significant  diagnostic  titer  level  of 

reaction.  The  higher  the  titer,  the  more 

likely  in  a reaction  with  a single  serum  that 

it  is  a case  of  brucellosis.  Bacteremias  are 

more  commonly  associated  with  high  levels  | 

of  agglutinins.  In  Spink’s*®'^®  series,  90  per 

cent  of  his  patients  with  bacteremia  had 

sera  reacting  in  dilutions  of  1 : 3‘20  or  more. 

A rise  in  titer,  four-fold  or  more  in  succe.ssive  ' * 

* fL“ 

specimens  of  blood,  is  significant.  Oc-  ^ 
casionally  serum  from  a case  of  brucellosis  ’ 
may  have  .so-called  blocking  antibodies,  ■ 
that  is,  an  absence  of  agglutination  in  the 
lower  dilutions  of  serum,  1:20  to  1:160.  ^ 

Hence,  dilutions  of  serum  in  the  tube  test  ' ' 
should  be  carried  to  at  least  1 : 640  for  each 
tested  serum.  The  antibody  agglutinating  P' 
Brucella  antigens  may  be  nomspecific  and  * 
induced  by  febrile  infections  induced  by 
incitants  other  than  Brucella,  notably  in  ** 
tularemia,  trichinosis,  cholera.  Salmonella, 
and  Proteus  infections,  and  occasionally  by  ^ 

rickettsial  disea.ses.  '' 

£ 

In  1958  the  Division  of  Laboratories  and 
Research  of  the  State  of  New  York  Depart- 
ment of  Health  received  and  examined  j; 

1,000  specimens  of  blood  for  serodiagnosis 
of  brucellosis.  Of  these,  100  sera  gave  a 
reaction  with  brucella  antigens  in  a dilution  • 

of  1:10  or  more:  1:10 — 43  sera,  1:20 — 24  ^ 

sera,  1 : 40 — 23  sera,  1 : 80 — 7 sera,  and  ^ 

above  1 : 80 — 3 sera.  Eleven  sera  came  from  ^ 

11  cases  diagnosed  as  chronic  brucellosis:  • 

titer  of  1:10 — 1 serum,  1:20 — sera,  1:40 — ' 

6 sera,  and  1 : 80 — 2 sera.  There  were  3 ’ 

cases  of  acute  brucellosis  with  titers  of 
1:160,  1:320,  and  1:1,280,  respectively.  ^ 

One  of  these  patients  had  only  a fever  and  ' 

an  orchitis.  * 

The  Intradermal  Reaction. — The  evi-  ' 

deuce  at  hand  indicates  that  a positive  intra-  ' 
dermal  reaction  induced  by  Brucella  antigens  | ' 
indicates  previous  infection  due  to  Brucella, 
but  there  is  no  evidence  of  an  active  brucel-  ' 

losis.  There  may  be  a positive  reaction  in 
the  skin  following  intradermal  injection  of 
Brucella  in  per.sons  showing  no  demonstrable 
agglutinins  in  their  serum.  A dermal  ^ 
reaction  followed  by  a rise  in  agglutinins 
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does  not  justify  a diagnosis  of  brucellosis.*® 
Spinki®  states  that  in  an  endemic  area  of 
brucellosis,  10  to  20  per  cent  of  the  normal 
population  will  have  a positive  skin  reaction 
to  Brucella  antigen. 

Isolation  of  Brucella. — The  isolation 
of  the  Brucella  from  the  blood  or  the  local 
lesions  in  tissues  is  the  most  reliable  method 
of  diagnosis.  It  is  essential  to  have  multiple 
daily  specimens  of  blood  inoculated  into  the 
proper  culture  medium  and  incubated  in 
an  atmosphere  of  10  per  cent  carbon  dioxide. 
There  is  some  evidence  that  the  bacteremia 
is  not  related  to  the  pyrexia  of  brucellosis.*^ 
Since  the  Brucella  tend  to  localize  in  the 
reticuloendothelial  cells,  cultures  of  as- 
pirated bone  marrow  may  contain  Brucella 
when  the  blood  is  sterile.  Brucella  may  be 
i.solated  readily  from  surgically  excised 
tissue,  particularly  infected  lymph  nodes  of 
the  cervical  region.  It  is  important  to 
remember  that  Brucella  may  invade  the 
central  nervous  system,  causing  meningitis, 
and  the  Brucella  can  be  isolated  from 
cerebrospinal  fluid. 


Summary 

The  incidence  of  human  brucellosis  in 
New  York  State  has  dropped  markedly  in 
the  past  ten  years  from  an  average  of  250 
reported  cases  a year  to  an  average  of  11 
reported  annual  cases.  This  has  been 
mainly  owing  to  control  and  near  eradication 
of  the  bovine  brucellosis,  particularly 
through  widespread  calfhood  immunization. 

The  signs  and  symptoms  of  brucellosis 
are  not  specific,  and  a definite  diagnosis 
depends  on  the  isolation  of  the  Brucella 
from  the  blood  or  tissues  or  more  often  by 
the  demonstration  of  a significant  level  or  a 
rise  in  antibodies  agglutinating  Brucella 
antigens. 

From  1955  through  1959  there  were  56 
reported  cases  of  brucellosis:  8 female  and 
48  male.  There  were  7 patients  under  the 
age  of  twenty-one  years;  20  were  in  the  third 
decade,  and  the  remainder  were  distributed 
rather  evenly  among  the  fourth  through 
seventh  decades.  The  majority  of  the 


patients  were  residents  of  farms,  half  of 
them  were  in  contact  with  infected  herds, 
and  many  of  them  reported  that  they  had 
consumed  raw  milk,  kfive  cases  were  in 
employes  of  meat-processing  plants,  and 
1 patient  was  a veterinarian.  No  deaths 
occurred. 

The  tetracyclines  are  effective  in  therapy. 
In  severe  cases  they  are  supplemented  by 
intramuscular  streptomycin.  The  mental 
depression  and  psychosomatic  characteristics 
of  the  acute  febrile  phase  and  particularly 
those  after  apparent  c'linical  recovery  are 
emphasized. 

The  application  and  interpretation  of 
procedures  for  i.solation  of  the  Brucella  and 
the  determination  of  antibody  response 
have  been  discussed. 

New  Scotland  Avenue,  Albany  1 
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Slandards  for  Buildings  Used  by  Ilandicappped  Persons 


'I'lie  i)roblcms  of  j)hysically  handicapped  person.s 
in  entering,  using,  and  leaving  public  buildings  have 
become  the  concern  of  a 37-member  committee 
charged  wdth  developing  standards  for  buildings 
used  by  handicajjped  persons. 

W'orking  through  the  sectional  committee  jrro- 
cedures  of  the  American  Standards  Association, 
various  segments  of  industry  have  joined  with  or- 
ganizations representing  physically  handicapj)ed 
persons  to  develop  standards  for  facilities  in  public 
buildings  for  persons  with  physical  handicaps. 
Proposed  by  the  National  Society  for  Crippled 
Children  and  Adults,  the  study  is  considering  general 
standards  and  specifications  applicable  to  all  build- 
ings and  facilities,  with  a view  toward  making  them 
accessible  and  functional  to  the  handicapped. 

In  its  preliminary  report,  the  conimittee  offered 
partiodar  consideration  to  entrances,  inclined  walks 
and  ramps,  exterior  and  interior  door  widths,  floor 


levels,  drinking  fountains,  steps  and  stairs,  elevators, 
public  telejjhones,  door  knobs  and  handles,  shower 
stalls,  lavatories,  desks,  beds,  parking  lots,  sidewalks, 
food  service,  and  site  development. 

Some  of  the  organizations  and  associations  par- 
ticipating in  the  standards  work  are  the  AFL-CIO, 
American  Hospital  Association,  American  Hotel 
Association,  American  Institute  of  Architects, 
American  Medical  Association,  American  Society  of 
Safety  Engineers,  Association  of  Casualty  and 
Surety  Companies,  National  Elevator  Manufactur- 
ing Industry,  National  Safety  Council,  Society  of 
Industrial  Realtors,  Syracuse  University,  and 
United  Cerebral  Pals3\  U.S.  Government  partici- 
jjation  in  the  work  is  accomplished  through  dele- 
gates from  the  Department  of  Labor,  Department  of 
Health,  Education,  :ind  Welfare,  General  Services 
Administration,  National  Bureau  of  Standards,  and 
the  Veterans  Administration. 
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Mechanics  of  Athletic  Injury 

ALEXIUS  RACHUN,  M.D.,* *  ITHACA,  NEW  YORK 
{From  Gannett  Medical  Clinic) 


^ I ''he  diagnosis  of  some  athletic  injuries 
-L  often  can  be  made  at  a glance.  For 
example,  in  the  case  of  a dislocated  shoulder, 
there  is  a loss  of  the  rounded  contour  over 
the  deltoid  muscle,  the  elbow  is  flexed  and 
tucked  in  close  against  the  chest,  and  the 
athlete  supports  the  limb  with  his  opposite 
hand,  seeking  to  avoid  painful  motion  in  the 
injured  joint.  Other  injuries  such  as  frac- 
tures of  bones  with  displacement  are  easily 
recognized,  and  after  the  doctor  has  satisfied 
himself  that  no  complications  exi.st  he  pro- 
ceeds at  once  with  the  necessary  treatment. 
In  contrast  to  these  clear-cut  injuries,  there 
are  a number  of  others  which  call  for  the 
most  careful  investigation  to  establish  what 
structures  have  been  damaged.  One  of  the 
purposes  of  this  presentation  is  to  show  how  a 
knowledge  of  the  mechanism  of  injury  can 
be  of  great  help  in  bringing  about  a diagnosis. 
Fortified  by  this  knowledge,  the  doctor  is  in 
a position  to  provide  the  most  effective 
treatment.  I should  like  to  describe  the 
mechanism  of  injury  as  it  takes  place  in  a 
number  of  lesions  that  are  seen  in  athletics. 

Contusions 

The  simple  contusion  is  the  most  common 
injury  in  contact  sports.  The  disability  is 
usually  slight,  it  requires  little  or  no  treat- 
ment, and  the  athlete  comes  to  expect  it  as 
a part  of  the  game. 

On  the  other  hand,  when  he  gets  a king- 
size  blow  to  the  front  of  the  exposed  thigh, 
as  sometimes  happens,  the  resulting  dis- 
ability is  no  longer  of  a minor  nature.  The 
pain  is  severe,  and  swelling  at  the  area  of 
contact  is  pronounced.  If  a doctor  were  to 

A talk  given  primarily  for  coaches  and  trainers  at  the 
Athletic  Injuries  Conference  sponsored  by  the  Sixth 
District  Branch,  Medical  Society  of  the  State  of  New 
York,  March  25,  1961,  Binghamton,  New  York. 

* Team  physician,  Cornell  University. 


operate  on  a case  of  this  type  (and  I empha- 
size that  this  is  not  done)  he  would  find  a part 
of  the  large  quadriceps  muscle  shredded  at 
the  site  of  injury,  and  a large  amount  of 
hemorrhage  would  be  present.  If  the  blow 
was  severe  enough  to  injure  the  outer  cover- 
ing of  the  bone,  the  periosteum,  a process  of 
calcification  would  be  started,  and  in  a few 
weeks  x-ray  films  would  show  a large  calci- 
fied mass  extending  throughout  the  hemor- 
rhagic site,  producing  the  typical  picture  of 
traumatic  myositis  o.s.sificans,  more  .simply 
worded  as  calcification  in  the  thigh.  This 
same  process  can  take  place  in  the  arm  fol- 
lowing a severe  contusion  there. 

Strains 

Another  common  athletic  injury  is  strain, 
which  most  often  involves  the  rectus  femoris 
muscle  on  the  front  of  the  thigh  or  one  of  the 
hamstrings  which  lie  on  the  back  of  the 
thigh.  In  a strain  a tendon  or  muscle  is 
stretched  or  torn  suddenly.  It  must  be 
emphasized  that  the  amount  of  tearing 
varies  from  a slight  amount  to  almost  com- 
plete rupture  of  the  muscle  or  tendon,  and 
for  this  reason  the  treatment  and  period  of 
disability  will  depend  on  the  amount  of 
injury  present.  For  example,  it  is  absurd  to 
try  to  “run  out”  a moderate  or  severe 
strain,  as  it  will  only  increase  the  number  of 
fibers  torn  and,  by  the  same  token,  the  dis- 
ability. 

How  does  a strain  take  place?  It  occurs 
most  frequently  in  an  athlete  with  tight 
muscles,  and  these  individuals  should  devote 
more  time  to  stretching  exercises.  Failure  to 
warm  up  before  competition  is  another 
reason  for  the  development  of  a strain.  In 
addition,  the  mishap  can  result  from 
momentary  uncoordinated  muscle  action 
while  running  and  especially  during  a sudden 
burst  of  effort,  when  the  muscle  or  tendon  is 
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called  on  to  exceed  its  capacity  for  work  at 
that  moment. 

Nuisance  Injuries 

A group  of  injuries  which  are  seen  rather 
frequently  may  be  classified  as  nuisance 
injuries.  Among  these  are  tendon  irrita- 
tions; the  tendons  most  frequently  involved 
are  those  that  extend  the  big  toe  and  the 
Achilles  tendon.  These  are  caused  either  by 
a tight  or  ill-fitting  shoe  or  by  too  tight 
lacing  of  the  shoe.  The  tendon  irritation  of 
the  forearm  that  is  found  so  frequently  in 
crew  men  occurs  as  a result  of  prolonged 
repetition  of  motion,  resulting  in  a low-grade 
mechanical  inflammatory  reaction. 

Shin  splints,  of  common  occurrence  in 
track  men,  are  associated  with  running  on 
hard  surfaces.  These  injuries  involve  the 
tendinous  attachments  of  the  muscles  to  the 
bone  at  about  the  middle  of  the  leg.  A 
strain  is  imposed  on  the  site  of  attachment; 
pain  develops  there  and  is  made  worse  unless 
rest  is  enforced.  It  has  not  been  established 
in  athletic  medical  circles  why  some  athletes 
are  prone  to  develop  this  problem. 

Another  painful  injury,  which  occurs 
especially  among  wrestlers,  is  the  detach- 
ment of  a rib  from  the  front  of  the  lower 
thoracic  cage.  This  occurs  by  a violent 
twisting  effort  of  the  trunk  as  the  wrestler 
attempts  to  escape  a hold.  Perhaps  just  as 
often  this  injury  comes  about,  especially  in 
football,  by  a direct  blow  to  the  area,  most 
likely  from  the  opponent’s  hard  helmet.  It 
always  occurs  in  the  cartilaginous  segment  of 
the  rib,  and  in  diagnosis  x-ray  examination 
is  of  no  help,  since  cartilage  injuries  do  not 
show  up  on  x-ray  films. 

Shoulder  Lesions 

A few  words  about  my  personal  experience 
with  shoulder  lesions  might  be  worth  men- 
tioning. The  shoulder  dislocation  takes 
place  when  the  head  of  the  humerus  is 
levered  outside  of  its  normal  position  in  the 
.shallow  socket  of  the  shoulder  blade,  the 
glenoid  fossa.  This  is  accompanied  by  a 
stripping  or  tearing  of  a part  of  the  capsular 


fibers.  Many  of  these  injuries  occur  for  the 
first  time  in  football  by  faulty  arm-tackling. 

In  basketball  they  happen  even  more  often 
when  a lay-up  is  blocked  by  an  opponent. 

It  should  be  stressed  at  this  point  that  fre- 
quently a player  will  give  a history  of  one  or 
more  subluxations,  that  is,  incomplete  dis- 
locations, before  a complete  one  takes  place. 

For  this  reason,  whenever  a player  says  that 
he  has  felt  his  shoulder  go  out  of  place 
momentarily  and  that  it  was  accompanied 
by  pain,  one  may  be  sure  that  he  has  suffered 
a subluxation  of  the  shoulder,  especially  if  it 
can  be  established  that  the  mechanism  of  ^ 
injury,  as  noted  previously,  was  present. 
These  cases  should  be  treated  as  bona  fide 
dislocations. 

The  acromioclavicular  separation,  so  often  " 
confused  by  athletes  with  dislocation  of  the  || 
glenohumeral  joint  just  mentioned,  comes* 
about  by  an  entirely  different  mechanism. 

It  occurs  mainly  in  contact  sports,  especially 
in  football,  lacrosse,  and  hockey  when  a ” 
player  collides  with  an  opponent,  the  outer  * 
part  of  the  shoulder  or  its  tip  taking  the  ' 
brunt  of  the  force.  As  the  arm  is  driven 
downward,  the  ligaments  that  bind  the  ' 
acromioclavicular  joint  resist  the  action  and 
are  torn  to  a variable  extent.  This  same 
injury  takes  place  when  a player  falls  hard 
on  the  ground  on  the  side  of  his  shoulder. 

Neck  Injuries 

One  of  the  most  vexatious  and  frustrating 
injuries  that  takes  place  in  football  is  the 
so-called  pinched  nerve  in  the  neck.  Interior 
linemen  and  backers-up  are  the  ones  who 
have  the  most  trouble  with  this  problem. 
Most  coaches  and  trainers  are  familiar  with 
the  football  player  who,  after  a shoulder 
block  or  head  tackle,  comes  up  with  a 
severe,  sometimes  burning  pain  that  extends 
from  the  neck  toward  the  shoulder  and  down 
the  arm  and  often  all  the  way  into  the  hand,  j 
This  acute  pain  is  usually  of  brief  duration,  j 
although  a less  painful  component  may  last 
for  a day  or  two.  The  pain  in  this  injury  is 
always  on  one  side  and  involves  only  one  | 
arm.  When  a similar  pain  or  a feeling  of 
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numbness  develops  in  both  arms  it  may  sig- 
nify a far  more  serious  injury  such  as  a 
broken  neck  or  a dislocation  of  a vertebra  in 
the  neck  with  pressure  on  the  spinal  cord. 

But  let  us  return  to  the  pinched  nerve 
injury.  It  comes  about  in  the  following 
situations.  The  most  common  one  consists  of 
a shoulder  block  in  which  the  neck  is  bent 
toward  the  opposite  shoulder.  Another 
mechanism  is  the  head-on  tackle,  with  head 
down,  producing  a telescoping  effect  on  the 
neck.  X-ray  examination  of  the  cervical 
vertebrae  following  this  injuiy  invariably 
has  shown  nothing  that  would  explain  the 
symptoms.  Regarding  the  anatomic  aspects 
of  this  injury,  no  one,  to  my  knowledge,  has 
investigated  it  sufficiently  to  state  exactly 
what  happens  to  bring  about  this  irritation 
to  the  nerve.  My  theory  is  that  the  capsular 
ligaments  of  one  of  the  small  joints  of  the 
cervical  vertebrae  have  been  injured,  render- 
ing the  joint  slightly  unstable  and  permitting 
an  increased  amount  of  motion  in  the  joint, 
enough  to  impinge  momentarily  on  the 
nerve  root  which  lies  alongside  the  joint.  It 
is  worthy  of  note  that  a player  may  be 
plagued  with  this  injury  for  one  season  and 
then  have  no  trouble  at  all  in  later  .seasons. 
By  keeping  the  neck  tucked  in,  turtlelike, 
and  the  head  up,  it  can  be  seen  that  there 
would  be  less  tendency  for  this  injury  to 
occur. 

Knee  Injuries 

Among  all  the  joints  in  the  body,  the 
injuries  that  involve  the  knee  can  be  most 
puzzling — the  most  difficult  to  diagnose. 
Sprains,  which  most  often  involve  the  liga- 
ments on  the  inner  side  of  the  knee,  result 
from  a stretching  or  a tearing  of  these 
ligaments.  These  injuries  occur  when  a 
force  is  applied  from  the  outer  side  of  the 
knee  toward  the  inner  side,  tending  to 
.spring  the  inner  side  of  the  joint.  The 
medial  ligaments  resist  this  springing  effect, 
and,  as  a result,  they  are  stretched  or  torn, 
depending  on  the  force  involved.  Examples 
of  this  injury  are  those  which  occur  when  a 
player  is  clipped  in  football  or  when  a skier 


has  his  knee  suddenly  forced  inward  as  he  is 
taking  a fall.  If  the  clip  is  a violent  one, 
ligaments  may  be  ruptured  completely,  and 
other  parts  of  the  joint  are  usually  injured, 
requiring  prompt  surgery  to  repair  the 
damaged  ligaments  and  other  structures. 

In  contrast  to  the  previously  mentioned 
mechanism  of  injury  is  the  one  that  results 
in  a tear  of  the  meniscus,  more  popularly 
called  a cartilage  injury.  Most  of  the.se  occur 
with  a twisting  mechanism  of  the  knee,  the 
medial  cartilage  being  involved  more  fre- 
quently. With  a sudden  twist  of  the  bent 
knee,  as  in  a football  cut,  the  cartilage  be- 
comes trapped  between  the  tibia  and  the 
femur  and  tears  from  its  attachment  or 
through  its  substance.  Frequently,  if  not 
enough  time  for  healing  is  permitted,  a 
minor  tear  will  be  extended  and  become  a 
major  one  requiring  surgery. 

The  injury  to  a meniscus  is  known  as  a 
bucket-handle  tear  when  it  is  torn  longi- 
tudinally through  its  substance,  one  strip  of 
the  tear  being  displaced  and  lying  bowstrung 
across  the  joint  from  front  to  back.  Under 
these  circumstances  the  knee  cannot  be 
extended  fully,  and  then  we  have  the  locked 
knee.  It  .should  be  emphasized  that  a 
locked  knee  can  re.sult  from  causes  other 
than  a displaced  cartilage. 

Another  type  of  knee  injury  that  is  being 
recognized  with  increased  frequency  is  the 
one  that  involves  the  under  side  of  the  knee- 
cap. It  is  sustained  from  one  or  more  blows 
to  the  kneecap  or  from  a dislocation  of  the 
kneecap. 

Ankle  Injuries 

The  mechanism  of  injuries  of  the  ankle  has 
been  worked  out  in  some  detail  in  experi- 
mental and  clinical  studies.  Space  does  not 
permit  any  extensive  treatment  of  these 
studies,  but  a few  points  are  worth  taking 
up.  Twisting  forces  with  the  foot  turned  in 
or  out  are  responsible  for  the  numerous 
ankle  sprains  seen  in  sports.  The  ligaments 
on  the  inner  side  of  the  ankle  are  very 
strong,  and  it  therefore  requires  a greater 
force  to  injure  them.  This  might  explain  in 
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part  why  recovery  from  sprains  involving 
the  inner  side  of  this  joint- requires  more  time 
as  compared  with  injuries  on  the  lateral  side. 
Just  as  in  the  knee  joint,  the  ligaments  of 
the  ankle  may  be  torn  badly.  When  this 
happens  the  snug  fit  of  the  bones  that  make 
up  the  ankle  joint  is  lost,  and,  unless 
treated  decisively  by  cast  or  operation,  the 
athlete  becomes  a candidate  for  arthritis 
of  the  ankle  joint  within  a few  years. 

JT  rist  Injuries 

Another  injury  that  must  be  watched  for 
is  that  involving  one  of  the  small  wrist 
bones,  the  frachire  of  the  scaphoid.  When- 
ever a player  falls  backward  breaking  the 
fall  with  the  palm  of  his  hand  on  the  ground 
and  complains  of  pain  in  the  wrist  there- 
after, this  injury  must  be  held  suspect  as  a 
fracture  of  the  scaphoid.  It  happens  often 
enough  that  x-ray  films  taken  a day  or  two 
after  the  injury  will  not  show  a crack  in  the 
bone.  On  the  other  hand,  x-ray  films  taken 
two  weeks  later,  after  absorption  has  taken 
place,  will  reveal  the  presence  of  a fine  fissure. 
Unfortunately,  if  the  wrist  is  not  immo- 
bilized in  a cast  early  to  allow  healing,  life- 
long disability  with  aching  and  pain  in  the 
wrist  can  result.  It  is  wise  to  have  roent- 
genograms taken  of  the  wrist  of  an  athlete 
with  symptoms  of  chronic  sprain  as  in 
some  cases  of  neglected  scaphoid  fracture 
healing  still  can  take  place  after  immobiliza- 
tion in  a cast  for  several  months.  However, 
early  diagnosis  and  early  treatment  are  far 
more  likely  to  result  in  a successful  healing. 


Head  Injuries 

I would  like  to  emphasize  a small  but 
important  point  about  head  injuries.  Fol- 
lowing a hard  blow  to  the  head,  a plaj-^er 
may  not  be  knocked  out,  and  }^et  he  may 
develop  all  the  other  symptoms  of  cerebral 
concussion,  such  as  loss  of  memory  for  recent 
events,  headaches,  and  visual  as  well  as 
mental  defects.  We  have  on  record  one  case 
in  which  the  only  severe  contact  of  a player 
noted  in  a lacrosse  game  was  a jarring,  un- 
expected block  across  the  chest  by  an 
opponent.  Yet  immediate!}'  afterward  he 
presented  the  typical  picture  of  cerebral 
concussion  of  such  severity  and  so  prolonged 
that  it  was  considered  unwise  to  permit  him 
to  play  again.  The  mechanism  of  injury  in 
this  case  probably  con.sisted  of  a violent 
rocking  of  the  brain  against  the  bony  skull  as 
his  neck  was  jerked  suddenly  from  the 
unexpected  violent  contact  on  the  chest. 

Siinitnary 

In  conclusion,  I have  shown  that  a knowl- 
edge of  the  mechanism  of  injury  is  helpful 
in  the  diagnosis  of  injury,  which  in  turn 
leads  to  more  effective  treatment.  Among 
the  injuries  discussed  were  those  resulting 
from  deep  contusions,  sprains,  and  strains, 
and  special  attention  was  focused  on  a 
number  of  lesions  which  require  immediate 
urgent  treatment  of  a specific  nature  to 
insure  a successful  outcome  and  without 
which  chronic  disability  will  be  sure  to 
follow. 


M uch  more  happiness  is  to  be  found  in  the  world  than  gloomy  eyes  discover. — F.  W.  Nietzsche 
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Determination  of  Blood  Loss  Incident  to  Surgery 
Using  Cr^^-Laheled  Erythrocytes 

LEO  M.  MEYER,  M.D.,  AND  ROBERT  AV.  BERTCHER,  M.D.,  OCEANSIDE,  NEAV  YORK 
{From  the  Soolh  Nassao.  Communities  Hospital) 


Measurements  of  intravascular  blood 
volume  have  been  performed  by 
labeling  erythrocytes,  plasma,  or  both. 
Efforts  to  measure  blood  volume  date  from 
around  1900  when  Haldane  and  Smith  at- 
tempted to  measure  red  cell  volume  by  label- 
ing erythrocytes  with  carbon  monoxide. 
Subsequently,  Ashby  ^ used  differential  agglu- 
tination to  study  both  the  life  span  of  red 
blood  cells  and  the  total  red  cell  volume. 
More  recently,  a variety  of  radioisotopes 
have  served  as  erythrocyte  labels.  The 
most  common  of  these  are  Fe*^  Fe^*, 

and  CPb  There  is  no  significant  dif- 
ference in  blood  volume  as  determined  with 
any  of  these  isotopes.  The  plasma  labels 
most  widely  used  have  been  the  blue  dye, 
T-1824,  and  radioiodinated  serum  albumin. 

Simultaneous  studies  using  tagged  red 
blood  cells  and/or  the  blue  dye  or  radio- 
iodinated albumin  have  not  been  in  agree- 
ment. Blood-volume  determinations  made 
by  tagging  erythrocytes  are  generally  10  to 
12  per  cent  lower  than  those  performed  by 
the  plasma  dilution  technic.  This  may  be 
partly  explained  by: 

1.  The  trapping  of  plasma  between  red 
blood  cells  when  the  hematocrit  is  performed. 
It  has  been  estimated  in  some  laboratories 
that  this  may  result  in  an  error  of  as  much 
as  9 or  10  per  cent.  More  recent  work, 
however,  has  shown  that  plasma  trapping  in 
the  hematocrit  tube  is  negligible  when  hemat- 
ocrit readings  are  less  than  33  per  cent  and 
little  more  than  2 to  3 per  cent  when  the 
hematocrit  is  from  45  to  50. 

2.  Another  explanation  for  the  discrep- 

Presented  at  the  154th  Annual  Meeting  of  the  Med- 
ical Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Pathologj-,  May  11,  1960. 


ancy  is  that  in  procedures  which  involve 
tagged  plasma  proteins,  there  is  leakage  from 
the  intravascular  bed  to  the  extravascular 
fluid,  thereby  giving  the  impression  of  a 
larger  plasma  volume.  However,  recent 
studies  indicate  that  the  loss  of  tagged  al- 
bumin from  the  circulation  in  normal  people 
is  not  greater  than  5 per  cent  in  the  first  fif- 
teen minutes.  It  has  also  been  suggested 
that  there  is  an  accumulation  of  this  protein 
in  some  extravascular  compartment,  as,  for 
example,  the  liver,  giving  the  erroneous  im- 
pression of  a larger  vascular  bed. 

3.  A third  explanation,  and  probably 
the  most  valid,  is  that  hematocrit  estimates 
from  a peripheral  vein  do  not  truly  reflect 
the  hematocrit  of  blood  in  various  vessels 
throughout  the  body.  It  is  suggested  that 
in  smaller  vessels  the  hematocrit  is  lower 
than  in  larger  ones.  Krogh^  has  shown  that 
there  is  a marginal  layer  of  plasma  in  small 
vessels  through  which  an  axial  flow  of  red 
cells  takes  place.  Obviously,  if  a layer  of 
plasma  lines  the  intima  of  the  vessels,  the 
relative  cell  volume  of  blood  within  the  ve.s- 
sels  will  be  significantly  lower  than  in  those 
where  the  contents  are  more  evenly  distrib- 
uted. Regardless  of  the  tagging  methods 
used,  it  has  been  found  that  fifteen  minutes 
after  the  injection  of  the  labeled  material, 
enough  time  has  elapsed  for  complete 
mixing,  and  no  correction  for  loss  from  the 
bloodstream  during  this  time  is  necessary. 
This  includes  patients  in  congestive  heart 
failure. 

Technic 

The  technic  for  routine  blood-volume  de- 
terminations utilizing  Cr^^  is  as  follows: 
Each  morning  50  cc.  of  fresh  group  (),  Rh 
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TABLE  I. — Blood  Volumes  in  Normal  Males 
AND  Females 


Total 

Total 

Total 

Blood 

Plasma 

Red  Cell 

Volume 

Volume 

Volume 

Sex 

(Cc.  per  Kg.) 

(Cc.  per  Kg.) 

(Cc.  per  Kg.) 

Males 

68 

38 

30 

F'emales 

64 

36 

28 

negative  blood,  preserved  in  acid-citrate- 
dextrose  mixture,  are  withdrawn  from  the 
hospital  blood  bank  and  incubated  with  250 
microcuries  of  radioactive  sodium  chromate 
for  one  hour  at  37  C.  At  the  end  of  this 
period  50  mg.  of  ascorbic  acid  are  added  and 
the  mixture  rotated  gently  for  five  minutes. 
Hematocrit  determinations  of  this  blood  are 
made,  using  the  international  capillary 
hematocrit  centrifuge.  A total  of  10  cc.  is 
administered  to  each  patient.  An  equal 
volume  is  diluted  with  water  to  1 L.,  and  the 
radioactivity  of  this  standard  is  estimated. 
Twenty  minutes  later  a 10-cc.  sample  is 
withdrawn  from  each  subject  and  oxalated, 
hematocrit  determinations  are  made,  and  the 
radioactivity  of  the  whole  blood  and  plasma 
is  estimated.  If  the  patient  has  had  pre- 
vious blood-volume  studies,  the  radioactivity 
of  the  background  blood  is  subtracted  from 
the  whole  blood  sample.  After  correcting 
for  the  radioactivity  that  was  not  tagged  to 
red  blood  cells  before  the  injection  and  in 
plasma  following  the  twenty-minute  period, 
the  total  blood  volume  is  calculated.  The 
total  red  cell  and  plasma  volumes  are  de- 
rived from  the  venous  hematocrit.  All 
measurements  are  made  by  diluting  1 cc.  of 
the  sample  with  an  equal  volume  of  water  in 
a 4-cc.  vial,  using  a well-type  scintillation 
counter.  Samples  are  prepared  in  tripli- 
cate and  counted  for  five  minutes  each.  No 
correction  is  made  for  trapped  plasma  or 
body  hematocrit.  It  has  been  shown  pre- 
viously in  this  laboratory  that  repetitive 
studies  performed  on  the  same  patient  are 
accurate  within  4 per  cent. 

The  values  for  normal  red  blood  cell 
and  plasma  volumes  in  adult  male  and  fe- 
male subjects  are  given  in  Table  I.  It  is 
convenient  to  express  blood  volume  in  terms 


of  cubic  centimeters  per  kilogram  of  body 
weight  since  this  permits  a more  satisfactory 
comparison  between  different  persons. 

It  has  become  increasingly  evident  in  the 
past  years  that  the  simple  estimation  of 
hemoglobin,  red  cell  count,  and  hematocrit 
are  not  accurate  indices  of  the  circulating 
red  cell  volume.  Our  experience  with  blood- 
volume  determinations  indicates  that  this 
procedure  is  of  major  importance  in  the 
management  of  medical  and  surgical  prob- 
lems concerned  with  blood  loss. 

The  following  cases  illustrate  the  practical 
applications  of  the  method. 

Case  Reports 

Case  1 . — This  patient  was  a thirty-seven-ycar- 
old  female  admitted  to  the  hospital  with  e\ddence 
of  bleeding  from  a duodenal  ulcer.  The  hemat- 
ocrit was  24  (Table  II).  The  total  red  cell  vol- 
ume estimated  by  the  radioactive  chromium 
technic  was  710  cc.  She  was  transfused  with  1 L. 
of  whole  blood.  The  following  day  the  patient 
was  chnically  improved.  The  hematocrit  was  29, 
but  the  red  cell  volume  was  only  819  cc.  This 
should  have  been  1,139  cc.,  allowing  420  cc.  of 
red  blood  cells  per  liter  of  whole  blood.  An  ex- 
amination of  the  patient’s  stool  revealed  a high 
level  of  radioactivity,  indicating  gastrointestinal 
bleeding  after  the  injection  of  labeled  erythro- 
cytes. She  was  transfused  with  1,500  cc.  of 
whole  blood  in  the  following  thirty-six  hours. 
Thereafter  the  hematocrit  rose  to  45  and  red  cell 
volume  to  1,416  cc.  If  an  average  hematocrit 
for  bank  blood  is  42,  the  observed  total  red  cell 
volume  of  1,416  cc.  was  within  range  of  the  ex- 
pected volume  of  1,449  cc.,  arrived  at  by  adding 
630  cc.  of  red  cells  in  1,500  cc.  of  whole  blood  to 
the  819  cc.  that  were  present  before  the  trans- 
fusions were  given.  These  results  indicated  that 
little  or  no  significant  bleeding  had  occurred  since 
the  jirevious  blood-volume  determination. 

This  case  illustrates  how  a false  sense  of  secu- 
rity may  be  obtained  from  hematocrit  determina- 
tions since  the  value  rose  from  24  to  29  although 
there  was  clear-cut  evidence  of  a blood  loss  of  300 
cc.  of  red  cells,  corroborated  by  a high  level  of 
radioactivity  in  the  stools. 

Case  2. — This  patient  was  a sixty-seven-year- 
old  female  admitted  to  the  hospital  because  of  a 
seven'  hemoiThage  from  a gastric  ulcer.  She  was 
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TABLE  II. — Blood  Loss  in  Case  1,  Duodenal  Ulcer 


Total  Blood 

Total  Plasma 

Total  Red  Cell 

Blood 

Volume 

Volume 

Volume 

Transfusion 

Date 

Hematocrit 

(Cc.) 

(Cc.) 

(Cc.) 

(Cc.) 

Ideal 

45 

3,498 

2,014 

1,484 

Jan.  8 

24 

2,850 

2,240 

710 

500 

Jan.  9 

500 

Jan.  10* 

29 

2,821 

2,002 

819 

1,000 

Jan.  11 
Jan. 12 

45 

3, 147 

U7.31 

1,416 

500 

Jan.  15 

45 

3,. 323 

1,828 

1,495 

* Stool  radioactivity  4 plus. 

TABLE  III. — Blood  Lo.ss  in  Case  2,  Gastric  Ulcer 

Total  Blood 

Total  Plasma 

Total  Red  Cell 

Blood 

Volume 

Volume 

Volume 

Transfusion 

Date 

Hematocrit 

(Cc.) 

(Cc.) 

(Cc.) 

(Cc.) 

Ideal 

45 

3,696 

2,128 

1,681 

1,568 

Feb.  10 

44 

2,898 

1,217 

500 

Feb. 11* 

29 

2,622 

1,562 

1,060 

1,000 

Feb. 12 t 

29 

2,4.33 

1,727 

706 

1,000 

Feb.  13 

1,000 

Feb.  14 

43.5 

3,089 

1,745 

1,344 

500 

Feb. 15 

45 

3,173 

1,746 

1,428 

* Stool  radioactivity  4 plus, 
t Gastrectomy. 


immediately  transfused.  The  following  day  the 
hematocrit  was  44,  and  the  red  cell  volume  was 
1,217  cc.,  the  ideal  for  her  weight  being  1,568  cc. 
(Table  III).  She  was  transfused  with  500  cc.  of 
whole  blood.  The  following  day  the  hematocrit 
had  fallen  to  29  and  the  red  cell  mass  to  1,060  cc., 
which  meant  a loss  of  367  cc.  of  erythrocytes. 
The  stool  was  strongly  radioactive,  indicating  a 
I hemorrhage  after  the  injection  of  tagged  red  blood 
' cells  the  preceding  day.  A total  of  1,000  cc.  of 
blood  was  administered.  The  following  day  the 
I hematocrit  was  still  29  but  the  red  cell  volume 
! had  fallen  to  706  cc.,  a loss  of  about  770  cc.  of  red 
blood  cells.  The  patient  showed  clinical  evidence 
1 of  blood  loss.  She  was  transfused  with  2 L.  of 
blood  within  twenty-four  hours.  A gastrectomy 
was  performed.  Two  days  later  the  hematocrit 
was  43.5,  and  the  red  cell  volume  1,344  cc.  This 
would  imply  a loss  of  about  200  cc.  of  red  blood 
cells  from  the  time  of  the  red  cell  volume  determi- 
I nation  before  gastrectomy  and  two  days  after 
operation.  Following  another  500-cc.  whole 
blood  transfusion  the  hematocrit  rose  to  45  and 
I the  erythrocyte  volume  to  1,428  cc. 
j 

This  case  again  illustrates  that  using  the  hemat- 
I ocrit  as  a basis  for  assessing  hematologic  status 
1 can  give  a false  sense  of  security.  The  hematocrit 
remained  at  29  on  two  successive  days  while  there 
I was  laboratory  evidence  of  the  loss  of  770  cc.  of 


red  blood  cells  and  clinical  signs  of  hemorrhage. 

The  foregoing  clinical  applications  demon- 
strate the  value  of  this  technic  in  the  proper 
evaluation  of  postoperative  patients  and 
those  who  are  or  have  been  bleeding. 

More  than  2,000  blood-volume  determina- 
tions were  performed  at  this  hospital  dur- 
ing the  past  four  years.  By  the  simple  de- 
vice of  using  fresh  group  O,  Rh  negative 
blood,  the  entire  procedure  from  the  time  of 
tagging  of  the  red  cells  to  the  final  answer 
takes  about  two  hours.  The  method  is  not 
recommended  for  the  person  in  shock  or  ob- 
vious distress  but  rather  as  a practical 
method  of  assessing  the  “red  cell  picture” 
of  patients  who  have  suffered  severe  blood 
loss  and  are  awaiting  evaluation  and  decision 
by  the  attending  physician. 

The  close  correlation  between  anticipated 
red  cell  volumes  following  transfusions  of 
blood,  allowing  an  estimated  420  cc.  of  red 
cells  per  liter  of  whole  blood,  and  the  pres- 
ence of  radioactivity  in  stools  as  an  index 
of  continued  gastrointestinal  bleeding  is  a 
recommendation  for  the  use  of  this  technic 
to  evaluate  the  red  cell  status  of  the  patient 
correctly. 
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TABLE  IV. — Summary  of  Results  in  90  Cases  in  Series  %vith  Data  from  Illustrative  Cases 


Condition 

Total  Bloofl 
V'olume 
(Cc.) 

Plasma 

\'olume 

(Cc.) 

Med  Cell 
Volume 
(Cc.) 

Prostatectomy 

Average  loss 

771 

387 

384 

Range 

141  to  1,973 

118  to  1,045 

128  to  298 

Illustrative  case  (retropubic) 

Initial 

4,351 

2,654 

1,697 

Transfusion 

500 

290 

210 

Total 

4,851 

2,944 

1,907 

Postoperative 

4,037 

2,523 

1,514 

Loss 

814 

421 

393 

Cholecystectomy 

Average  loss 

075 

511 

164 

Range 

359  to  1 ,226 

279  to  771 

129  to  461 

Illustrative  case 

Initial 

3,518 

2,111 

1,407 

Transfusion 

500 

290 

210 

Total 

4,018 

2,401 

1,617 

Postoperative 

3,000 

1,620 

1 ,380 

Loss 

1 ,018 

781 

237 

Total  hysterectomy 

Average  loss 

1,003 

679 

384 

Range 

323  to  2,064 

170  to  1 ,550 

153  to  581 

Illustrative  case 

Initial 

3,162 

1,897 

1,265 

Transfusion 

500 

290 

210 

Total 

3,662 

2,187 

1,475 

Postoperative 

3,160 

1,896 

1,264 

Loss 

502 

291 

211 

Colon  resection 

Average  loss 

1,458 

931 

527 

Range 

848  to  2,063 

517  to  1,551 

187  to  953 

Illustrative  case  (abdominal  perineal) 

Initial 

3,571 

500 

1,857 

1,714 

Transfusion 

290 

210 

Total 

4,071 

2,147 

1,563 

1,924 

Postoperative 

3,065 

1,502 

Loss 

1,006 

584 

422 

Mastectomy 

Average  loss 

937 

432 

505 

Range 

727  to  1,342 

288  to  650 

373  to  692 

Illustrative  case  (radical) 

Initial 

2,785 

1,560 

1,225 

Transfusion 

1,000 

580 

420 

Total 

3,785 

2,140 

1,645 

Postoperative 

2,665 

1,355 

1,300 

Loss 

1,130 

785 

345 

Subtotal  gastrectomy 

Average  loss 

1,515 

991 

524 

Range 

934  to  3,093 

532  to  2,360 

278  to  876 

Illustrative  case  (partial) 

Initial 

4,929 

2,612 

2,317 

Transfusion 

500 

290 

210 

Total 

5,429 

2,902 

2,527  f 

Postoperative 

3,988 

1,954 

2,034  , 

Loss 

1,441 

948 

493 

Hip  nailing 

Average  loss 

593 

332 

261 

Range 

117  to  1,194 

133  to  669 

184  to  525 

Illustrative  case 

Initial 

3,587 

1,901 

1,686 

Transfusion 

Total 

3,587 

1,901 

1,686 

Postoperative 

3,138 

1,663 

1,475 

211 

Loss 

449 

238 

if! 

iui 


{Continued  on  next  page) 
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(TABLE  IV. — Continued) 


Condition 

Total  Blood 
Volume 
(Cc.) 

Plasma 

Volume 

(Cc.) 

Red  Cell 
Volume 
(Cc.) 

Exploratory  laparotomy 

Average  loss 

864 

725 

1.39 

Range 

484  to  1,899 

355  to  1 , 139 

72  to  260 

Illustrative  case  (biopsy  of  liver  and  gallbladder) 

Initial 

4,995 

3,197 

1 , 798 

Transfusion 

Total 

4,995 

3,197 

1,798 

Postoperative 

4,511 

2,842 

1,669 

Loss 

484 

355 

129 

Illustrative  case  (biopsy  of  onientuin)* 

Initial 

8,555 

2,346 

1,209 

Transfusion 

1,000 

580 

420 

Total 

4,. 555 

2,926 

1,689 

Postoperative 

8,165 

1,767 

1,389 

Loss 

1,399 

1,159 

240 

Blood-Loss  Determinations 
in  a Series  of  Cases 

' To  determine  actual  blood  loss  incident  to 
I surgical  procedure  at  South  Nassau  Com- 
munities Hospital,  the  following  plan  of 
study  was  initiated.  On  the  afternoon  prior 
to  operation  a blood-volume  determination 
was  made  using  Cr^^  as  previously  described. 
The  surgeon  was  permitted  to  use  blood 
transfusions  or  other  forms  of  intravenous 
fluid  therapy  as  he  saw  fit.  On  the  morning 
after  surgery  another  blood-volume  deter- 
mination was  performed  using  freshly  tagged 
erythrocytes.  All  fluid  therapy  was  with- 
held during  the  period  of  the  test  and  gen- 
erally for  at  least  eight  hours  before  that. 

, Correction  was  made  for  blood  transfused 
I between  the  first  and  second  blood-volume 
determinations,  allowing  420  cc.  of  red  blood 
cells  and  580  cc.  of  plasma  per  liter  of  whole 
blood. 

Approximately  500  examinations  for  blood 
loss  were  made.  A summary  of  the  data  in 
90  cases,  comprising  several  types  of  surgery, 
is  presented  in  Table  IV  along  with  blood 
determinations  in  illustrative  cases  from  each 
surgical  group.  There  were  9 prostatec- 
I tomies  (5  suprapublic,  0 retropubic);  9 
i cholecystectomies  (6  with  appendectomies) ; 

I 10  total  hysterectomies;  11  colon  resections 
(3  abdominal  perineal);  10  mastectomies 
I (5  simple,  5 radical);  11  splenectomies  (2 
I with  splenectomy,  1 with  splenectomy  and 


cholecystectomy);  and  5 hip  nailings. 
There  were  also  25  exploratory  laparotomies, 
usually  with  biopsy  for  tissue  study,  but  no 
case  with  organ  resection  or  removal  has 
been  included. 

Conclusion 

From  the  foregoing  studies  it  is  apparent 
that  there  is  considerably  more  blood  lost 
in  the  period  during  and  immediately  after 
operation  than  is  generally  recognized.  It 
is  not  implied  that  the  loss  of  100  to  200  cc. 
of  red  cells  warrants  immediate  replacement 
in  view  of  the  inherent  dangers  of  transfu- 
sions. However,  when  losses  extend  beyond 
this  point,  it  would  seem  desirable  to  con- 
sider blood-replacement  therapy. 

It  is  again  emphasized  that  the  procedure 
is  not  offered  as  a substitute  for  sound 
clinical  judgment.  Treatment  with  blood  or 
other  means  should  not  be  withheld  for  the 
sake  of  this  determination.  The  severity  of 
anemia  can  be  calculated  retrospectively  by 
making  blood-volume  estimations  when  the 
patient  is  out  of  danger  and  then  correcting 
for  blood  transfused. 

Acknowledgment. — The  authors  gratefully  ac- 
knowledge the  technical  assitance  of  Janet  Portiiiore, 
M.T.,  in  carrying  out  these  studies. 
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jp^REQUENCY  of  micturitioii,  either  by  itself 
or  in  association  with  nocturia  and 
varying  degrees  of  dysuria  and  urgency, 
is  the  most  common  urinary  disturbance 
encountered  during  pregnancy.  This  symp- 
tom is  met  so  commonly  in  the  first  three 
months  that  in  many  cases  it  may  be  one 
of  the  earliest  presumptive  indications  of 
cyesis.  At  this  early  stage  of  pregnancy 
the  cause  of  the  disturbance  is  essentially 
mechanical — the  pressure  of  the  growing 
uterus  on  the  bladder — and  there  are  no 
important  changes  in  either  the  wall  or  in 
the  epithelial  lining  of  the  bladder.  How- 
ever, the  symptom  tends  to  disappear  as 
pregnancy  progresses  and  the  uterus  rises 
out  of  the  pelvis.^ 

Later  on  and  particularly  during  the  third 
trimester,  the  previously  mentioned  urinary 
disturbances  may  recur,  and  nocturia,  if 
marked,  can  lead  to  a large  measure  of 
insomnia  and  subsequent  exhaustion.  Should 
cystitis  supervene,  then  dysuria,  burning  or 
scalding  in  nature,  may  become  more  pro- 
nounced, and  pus  as  well  as  some  blood  may 
be  found  in  the  urine. ^ 

However,  cystitis  is  relatively  uncommon 
during  pregnancy,  being  encountered  more 
characteristically  as  a complication  of  the 
puerperium.’  On  the  other  hand,  fre- 
quency, nocturia,  and  dysuria  occur  often 
in  the  latter  part  of  pregnancy  and  may  be 
sufficiently  troublesome  to  warrant  active 
therapy  but  not  the  heroic  sulfonamide 
and  antibiotic  treatment  to  which  these 
patients  are  usually  subjected  on  the  as- 
.sumption  that  they  are  suffering  from 
cystitis. 

Foster,^  investigating  the  relationship 
between  chronic  infections  of  the  cervix  and 


wks.  vke . wks. 

Fig.  1.  Duration  of  pregnancy. 

disturbances  of  micturition  in  gynecologic 
patients,  reported  that  in  his  patients 
urinary  symptoms  varied  from  slight  dysuria 
to  marked  frequency.  It  is  noteworthy 
that  every  patient  in  his  series  had  some 
degree  of  frequency.  Furthermore,  Wins- 
bury- White*  and  others®  have  reported  that, 
on  cystoscopy,  the  main  bladder  lesion  in 
women  with  infections  of  the  cervix  was  a 
trigonitis.  Everett,’^  studying  similar  cases 
in  which  the  urinary  symptoms  were 
urgency,  frequency,  and  dysuria,  found  that, 
although  the  urine  was  sterile,  reddening 
and  edema  extended  from  the  urethra  to 
the  bladder  trigone.  Hundley,®  on  the  con- 
trary, reported  that  the  bladder  was  usually 
normal  in  these  eases. 

During  the  third  trimester,  the  growth  of 
the  uterus  and  the  pressure  of  the  presenting  * 
part  may  impair  both  the  blood  and  lym- 
phatic circulations  and  also  displace  the 
bladder  trigone  so  that  the  area  may  become 
more  susceptible  to  infection.  The  purposes 
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TABLE  I. — Symptom  Combinations  in  83  Cases 


Number 

of 

Symptoms  Cases 


Frequency  80 

Nocturia  44 

Dysuria  40 

Frequency  and  nocturia  38 

Frequency,  nocturia,  and  dysuria  18 

Urinary  symptoms  and  vaginal  discharge  74 
No  discharge  9 

Urgency  3 

Stress  incontinence  2 

Albuminuria  4 


of  this  investigation  were:  to  inquire  into 
the  effect  of  all  the  factors  mentioned  on 
a possible  mechanism  of  onset  of  the  urinary 
symptoms  so  often  met  in  the  later  stages  of 
pregnancy  and  to  study  the  effectiveness  of 
a simple  and  more  conservative  method  of 
treatment  than  that  which  is  generally  used. 

Material  and  Method 

The  series  studied  consisted  of  83  patients 
selected  from  the  hospital  prenatal  clinics. 
They  were  mainly  multigravidas;  only  14  of 
the  women  were  pregnant  for  the  first  time. 
The  subjects,  whose  ages  varied  from  seven- 
teen to  forty  years,  were  drawn  from  Cau- 
casian and  other  racial  strains  and  were 
mainly  in  the  third  trimester  of  pregnancy 
(Fig.  1). 

To  evaluate  therapeutic  effectiveness  at 
times  other  than  during  the  third  trimester, 
13  patients  who  were  between  thirteen  and 
twenty-five  weeks  pregnant  were  selected 
for  treatment. 

Frequency  alone  or  in  combination  with 
nocturia  or  dysuria  and  present  for  a num- 
ber of  weeks  was  the  chief  complaint  in  the 
cases  selected  for  study  (Table  I).  Many 
of  the  patients  claimed  that  they  found  it 
necessary  to  pass  urine  every  fifteen  to 
twenty  minutes  and  as  often  as  five  or  six 
times  at  night. 

A vaginal  discharge  was  the  predominant 
gynecologic  symptom  in  the  majority  (74) 
of  these  patients.  The  dischaige  had  been 
present  for  some  time  in  most  cases  but  had 
become  worse  during  the  present  pregnancy 
and  was  frequently  offensive.  None  of  the 


patients  .suffered  from  vulvitis  or  urethral 
caruncle,  and  there  was  no  unduly  marked 
vaginal  wall  laxity  even  in  the  2 patients 
complaining  of  stress  incontinence. 

Only  19  women  in  the  entire  group  gave 
a history  of  a similar  attack  during  a previ- 
ous pregnancy,  but  none  of  these  had  re- 
ceived treatment  for  the  condition. 

Before  their  inclusion  in  this  study  some 
of  the  patients  had  been  treated  already 
with  .sulfonamides,  without  effect. 

The  medication  used  for  treatment  was  an 
antiseptic  and  antispasmodic  combination* 
in  tablet  form  and  contained  as  its  active 
ingredients  methenamine,  salol,  and  benzoic 
acid,  as  well  as  hyoscyamine  and  atropine 
sulfate.  The  schedule  of  dosage  was  simple, 
consisting  of  2 tablets  to  start,  followed  by 
2 tablets  within  two  hours,  and  2 more  tab- 
lets two  hours  later.  Therapy  was  then 
continued  with  2 tablets  four  times  a day 
until  symptoms  improved  or  subsided  com- 
pletely. In  all  instances  the  patient  was 
instructed  to  continue  treatment  for  at 
least  one  week,  and  attempts  were  made  to 
see  her  again  at  the  end  of  that  period. 
However,  this  was  not  always  possible  in 
clinic  practice,  and  sometimes  two  weeks 
or  more  elapsed  before  the  patient  was 
seen  again. 

For  purposes  of  description  the  patients 
who  became  asymptomatic  are  referred  to 
as  “cured,”  while  the  remainder  of  those 
responding  are  described  as  “improved.” 
Those  patients  in  which  there  was  no  really 
appreciable  improvement  within  ten  days 
are  described  as  “failures.” 

Results 

A satisfactory  response  to  therapy  was 
obtained  in  83.2  per  cent  of  the  cases. 
These  patients  were  either  improved  (45) 
or  cured  (24).  In  the  small  group  of 
early  pregnancies  (thirteen  to  twenty-five 
weeks)  the  success  rate  was  77  per  cent, 
a result  of  a similar  order  to  the  83.2  per 


* This  conibination  was  supplied  as  Urised  through 
the  courtesy  of  the  Chicago  Fharmacal  Company  of 
Chicago,  Illinois. 
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cent  over-all  success  rate.  There  were 
only  14  failures  in  the  entire  series.  The 
patients  showing  the  most  marked  response 
became  symptom-free  within  two  or  three 
days,  whereas  those  who  only  improved  did 
so  during  the  first  week  of  therapy.  In  this 
latter  group  there  was  1 patient  who  de- 
veloped a rash  on  her  back  and  chest 
which  faded  rapidly  when  medication  was 
discontinued.  No  other  side-effects  were 
observed,  the  one  described  being  due, 
most  likely,  to  the  methenamine  in  the 
medication. 

Forty-four  patients  (Table  I)  suffered 
from  nocturnal  frequency  which  in  some 
instances  was  responsible  for  a sufficient 
degree  of  insomnia  to  lead  to  complaints 
of  undue  and  disturbing  tiredness.  There 
was  improvement  in  37  of  these  cases  as 
a result  of  which  the  patient  was  able  to 
obtain  more  sleep  so  that  her  general  state 
improved. 

Laboratory  examinations  of  the  urine 
showed  fairly  negative  results  except  for  the 
presence  of  a trace  of  albumin  in  4 cases, 
and  in  none  of  the  catheter  specimens  sent 
for  pathologic  examination  was  anything 
more  remarkable  found  than  an  occasional 
white  blood  cell  or  a few  squamous  cells. 
Cultures  of  the  urine  showed  equally  nega- 
tive results. 

The  vaginal  discharge  was  frequently 
offensive  and  was  associated  with  a vaginitis, 
a chronic  cervicitis,  or  a cervical  erosion. 
We  have  reported  previously  a cervical 
erosion  incidence  during  pregnancy  of  just 
over  50  per  cent.®  It  is  not  surprising 
therefore  that  erosions  of  the  cervix  were 
found  frequently  in  the  present  series. 

The  discharge  remained  unaltered  in  most 
patients  who  improved.  However,  a few 
of  these  women  reported  an  improvement  in 
the  amount  of  discharge  in  spite  of  the  fac^t. 
that  no  vaginal  therapy  had  been  employed. 

Some  of  the  patients  complained  of  supra- 
pubic pain,  but  it  was  not  po.ssible  to  be 
certain  whether  this  symptom  arose  as  the 
result  of  the  urinary  disturbance  or  whether 
it  was  due  to  pressure  of  the  presenting  part. 


Multiparity  did  not  appear  to  have  a very 
important  bearing  on  the  incidence  of 
trigonitis  of  pregnancy.  An  analysis  of 
this  aspect  of  the  data  did  not  show  a 
sufficiently  great  trend  in  any  one  direction. 


fa 


Comment 


it 


A lymphatic  relationship  between  the 
cervix  and  the  bladder  has  been  demon- 
strated experimentally.®  Both  tubercle 
bacilli  and  India  ink,  after  being  injected 
into  the  cervical  tissue  of  experimental 
animals,  can  be  traced  in  an  unbroken 
lymphatic  line  to  the  bladder  trigone  and 
also,  via  the  periureteric  channels,  to  the 
hilus  of  the  kidney.  The  fact  that  treat- 
ment of  a chronically  infected  cervix  will 
relieve  disturbances  of  the  lower  urinary 
tract'®  and  that  Sturmdorf  trachelectomy  is 
even  more  effective  than  cauterization" 
suggests  a similar  lymphatic  relationship 
in  the  human  female.  Lymphatic  spread 
is  also  known  to  be  one  of  the  direct  avenues 
whereby  infection  from  the  ascending  colon 
can  reach  the  kidney. " 

With  this  anatomic  pathologic  background 
it  is  not  surprising  that  these  patients,  with 
an  excessive  vaginal  discharge  as  a mani- 
festation of  chronic  vaginitis  or  cervicitis, 
should  develop  symptoms  of  some  disturb- 
ance in  the  lower  urinary  tract.  It  is 
interesting  that  endocervicitis  and  vaginitis 
were  described  as  “associated”  extraurinary 
pathologic  conditions  in  a recent  report  on 
the  urethritis-cystitis  syndrome  in  the  fe- 
male by  McDonald.'®  Like  others,^’®-''  in 
most  of  our  cases  we  found  that  the  urine 
contained  nothing  which  would  indicate 
severe  morbidity  in  the  bladder.  This  is 
not  surprising  in  view  of  the  fact  that 
even  in  chronic  pyelonephritis  arising  from 
Escherichia  coli  infection  the  urine,  blood, 
and  kidney  itself  may  be  found  sterile  in 
spite  of  extensive  lesions. 

It  might  be  suggested  that  the  symptom 
complex  described  is  caused  by  the  pressure 
of  the  presenting  part.  However,  only  14  ( 
patients  were  primigravidas,  and  in  prac- 
tically all  of  the  others  the  presenting  part  ? 
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was  floating  freely;  furthermore  the  symp- 
toms persisted  at  night  when  the  patient 
was  recumbent  and  pressure  most  likely 
was  not  a factor. 

During  the  course  of  the  investigation  a 
simple  test  was  practiced  by  means  of  which 
it  was  possible  to  detect  tenderness  in  the 
region  of  the  trigone.  The  examining 
Anger  was  passed  into  the  anterior  vaginal 
fornix  and  then  brought  out  in  a rather 
forceful  milking  movement  along  the  anterior 
vaginal  wall,  in  the  line  of  the  urethra. 
This  caused  pain,  particularly  high  up, 
which  was  interpreted  as  trigonal  tender- 
ness. Herbut^'*  describes  dyspareunia  in 
association  with  trigonitis,  a symptom  con- 
sistent with  the  previously  mentioned  find- 
ings. However,  we  could  not  establish 
dyspareunia  in  our  group  probably  because 
coitus  is  not  an  important  factor  during 
the  third  trimester  and  because  of  the 
marked  laxity  of  the  vagina  at  this  time. 

The  frequency  in  these  cases  probably 
arises  as  a result  of  the  irritative  effect  of  the 
infection  spreading  to  the  bladder  trigone 
from  the  vagina  and  cervix,  whereas  the 
dysuria  is  most  likely  the  result  of  a spasm 
brought  on  by  the  same  inflammatory 
process.  In  view  of  this  it  is  not  difficult 
to  understand  why  the  relatively  simple  anti- 
spasmodic  and  antiseptic  medication  used 
was  effective.  The  mechanism  whereby 
the  belladonna  alkaloids  help  to  relieve  the 
urinary  symptoms  is  probably  similar  to 
that  in  enuresis.  The  detrusor  muscle  of 
the  bladder  has  very  likely  become  hyper- 
tonic^® as  the  result  of  the  “referred” 
inflammation,  and  the  drugs  acting  to 
reduce  this  tone  thereby  relieve  the  symp- 
toms. In  a number  of  cases  followed  for 
intervals  of  from  four  to  fourteen  weeks 
this  relief  was  maintained. 

Furthermore,  methenamine,  a urinary 
antiseptic  in  use  since  the  end  of  the  nine- 
teenth century,  does  not  produce  the 
bacterial  resistance  which  is  one  of  the 
disadvantages  of  the  antibiotics  and  the 
sulfonamides.  There  are  no  specific  contra- 
indications to  this  drug  which  has  been 


advocated  recently  for  the  purpose  of 
intermittent  therapy  in  patients  who  are 
being  treated  with  sulfonamides  fqr  chronic 
urinary  infections  associated  with  demon- 
strable uropathy  and  pyuria.^®  Sulfon- 
amides are  known  also  to  pass  the  utero- 
placental barrier  and  can  give  rise  to  toxic 
effects.  In  view  of  the  mildness  of  the 
infection  in  the  cases  studied  it  would  appear 
unnecessary  to  expose  both  the  fetal  and  the 
maternal  organisms  to  the  dangers  of  potent 
drug  therapy  particularly  when  more  con- 
servative and  safer  medication  is  effective. 

Summary 

1.  Trigonitis  appears  to  be  most  fre- 
quently responsible  for  the  urinary  dis- 
turbances encountered  during  the  third 
trimester  of  pregnancy. 

2.  It  is  secondarj'-  to  a vaginitis  or  cer- 
vicitis. 

3.  The  urinary  symptoms  associated  with 
trigonitis  respond  fairly  quickly  to  a simple 
antiseptic  and  antispasmodic  combination. 

4.  In  view  of  the  serious  side-effects 
sometimes  associated  with  potent  drug 
therapy,  it  would  appear  wiser  to  treat 
these  mild  urinary  symptoms  during  preg- 
nancy, initially,  with  a simpler  form  of 
medication. 

1212  Fifth  Avenue,  New  York  29 
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Motivation  Enabtes  Steeper  to  Tett  Sounds  Apart 


With  sufficient  motivation,  a sleeping  person  can 
differentiate  between  such  similar  sounds  as  the 
telephone  and  the  doorbell,  according  to  a report  by 
William  W.  K.  Zung,  M.S.,  and  W.  P.  Wilson,  M.D., 
in  the  June,  1961,  issue  of  Archives  of  General 
Psychiatry,  published  by  the  American  Medical  As- 
sociation. 

They  subjected  25  normal  male  volunteers  to  a 
variety  of  familiar  and  unfamiliar  sounds  during 
various  stages  of  sleej)  to  determine  how  specific 
the  discriminatory  ability  is  in  this  state. 

Familiar  sounds  included  cars  starting  and  stop- 
ping, door  chimes,  trains,  clock  striking,  telephone 
ringing,  airplanes  flying,  .sirens,  rain  storm,  door- 
bells, and  motorcycles.  Unfamiliar  sounds  included 
Chinese  gongs,  artillery  gunfire,  lion  roars,  bagpipes, 
monkey  howls,  baby  crying,  fox  hunts,  and  antiair- 
craft guns.  All  sounds  were  produced  at  roughly 


the  same  noise  level. 

Some  of  the  subjects  were  told  that  if  they 
awakened  completely  each  time  they  heard  either 
a telephone  ring  or  bagpipes  playing,  they  would 
receive  an  extra  payment  for  the  achievement. 

The  researchers  found  that  the  motivated  volun- 
teers could  and  did  discriminate  between  sounds  in 
all  stages  of  sleep.  The  ability  was  sufficiently 
specific  to  discriminate  between  a telephone  ring- 
ing and  somewhat  similar  sounds,  such  as  doorbell 
ringing,  door  chimes,  and  clock  striking.  However 
this  ability  was  decreased  in  the  deepest  stage  of 
sleep. 

The  study  also  showed  that  subjects  responded  to 
noise  more  frequently  when  they  were  in  the  lighter, 
stages  of  sleep,  and  the  subjects  responded  in  the 
same  manner  to  the  familiar  souiuls  as  they  did  to 
the  tmusual  sounds. 
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{From  the  Department  of  Surgery,  Albany  Hospital) 


T)  ESPiRATORY  tract  afflictions  account  for 
^ a significant  fraction  of  the  over-all 
morbidity  and  mortality  in  infants  and  chil- 
dren, and  conditions  involving  primarily  the 
tracheobronchial  tree  embrace  a large, 
varied,  and  interesting  group.  The  present 
report  is  not  intended  to  be  an  exhaustive 
or  all-inclusive  survey  of  this  problem  but 
rather  deals  with  some  congenital  and 
acquired  tracheobronchial  conditions  in  the 
young  with  which  we  have  had  experience. 

Tracheoesophageal  Fistula 

Holinger  and  Johnston^  have  given  an  ex- 
cellent classification  of  the  diverse  congeni- 
tal problems  of  the  trachea  and  bronchi.  In 
our  own  practice  the  most  frequent  congeni- 
tal anomaly  has  been  tracheoesophageal 
fistula  with  esophageal  atresia.  By  far  the 
most  common  situation  is  one  of  a blind 
proximal  pouch  with  a distal  tracheoesopha- 
geal fistula.  The  condition  is  incompatible 
with  sustained  survival,  and  these  infants 
demonstrate  excessive  mucus  formation, 
early  abdominal  distention,  respiratoiy  dis- 
tress, and  frequently  intermittent  cyanosis, 
particularly  if  attempts  are  made  to  feed. 
The  over-all  mortality  in  our  hands  and  in 
most  published  series  is  in  the  neighborhood 
of  50  per  cent.^'^  Certain  factors  which  are 
responsible  for  the  high  mortality  are  cur- 
rently beyond  our  control,  including  pre- 
maturity and  a high  incidence  of  other  as- 
sociated congenital  defects,  which  by  them- 
selves are  lethal  or  in  conjunction  with  the 
primary  defect  militate  against  survival. 

Presented  at  the  154th  Annual  Meeting  of  the  Med- 
ical Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Chest  Diseases,  May  10,  1960. 


Fig.  1.  “H”  type  tracheoesophageal  fistula. 

Plain  chest  film  reveals  excessive  air  in  stomach  and 
bowel.  Spots  on  the  right  demonstrate  fistidous 
tract  and  integrity  of  esophagus. 


Factors  which  can  and  should  be  controlled  to 
result  in  a greater  siu’vival  rate  are  earlier 
diagnosis  and  surgery,  adequate  preopera- 
tive preparation,  meticulous  postoperative 
care,  and  continued  close  supervision  fol- 
lowing discharge. 

An  allegedly  infrequent  variant  of  this 
anomaly  is  tracheoesophageal  fistula  with- 
out esophageal  atresia.  Our  experience 
with  3 such  cases  leads  us  to  suspect  that  the 
condition  is  possibly  more  common  than  is 
generally  believed  (Fig.  1).  Jt  may  be  com- 
patible with  prolonged  .surviv.al  since  many 
of  the  reported  cases  occurred  io  older  chil- 
dren and  even  in  adults,  while  autopsy  re- 
ports also  suggest  that  it  may  he  lethal  in 
the  neonatal  period.  Because  the  e.  sophagus 
is  intact,  the  diagnosis  may  be  extras "*i'dinar- 
ily  difficult,  but  any  infant  or  child  Wx^o  has 
excessive  mucus,  coughing  and  respira  feiT 
difficulties  with  deglutition,  increased  gOA  hi 
the  gastrointestinal  tract,  and  recurrent  gC 
intractable  pneumonitis  must  be  considered 
to  have  such  a lesion  until  proved  otherwise.. 
The  vast  majority  of  .such  “H”  fistulas  are 
in  the  cervical  region  and  are  acce.ssible  to 
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Fig.  2.  Case  of  tracheal  stenosis  and  com- 
plete tracheal  rings.  Entire  right  lung  atelectatic 
and  infected. 


Fig.  3.  Tracheal  stenosis.  Plain  chest  film  re- 
veals pneumonitis  at  the  left  base.  Tracheogram  on 
right  demonstrates  long  tapering  stenosis  of  the 
trachea. 

repair  through  the  neck.  Care  must  be 
exercised  in  the  closing  so  as  not  to  cause 
tracheal  stenosis,  and  to  prevent  the  fistula 
from  reforming  the  abutting  suture  lines 
should  be  separated  by  the  interposition  of 
adjacent  tissues  or  by  rotation  of  the 
esophagus. 

Tracheal  Stenosis 

Tracheal  stenosis  may  result  from  intrin- 
sic malformation  or  extrinsic  pressure.  In 
the  former  group  we  had  1 child  of  four 
months  with  persistent  pulmonary  infec- 
tion resulting  in  atelectasis  and  pneumonitis 
of  the  entire  right  lung.  Two  attempts  at 
bronchoscopy  were  unsuccessful  because  of 
the  small  diameter  of  the  subglottic  trachea. 
It  Avas  felt  that  a localized  subglottic  stenosis 
was  responsible,  and  a tracheostomy  was  at- 
tempted, at  which  time  it  was  found  that 
the  smallest  00  tracheotomy  cannula  could 
not  be  inserted.  At  autopsy  it  was  found 
that  the  entire  trachea  from  the  laiynx  to 
the  main  carina  had  a diameter  of  only  3 
mm.,  being  half  the  caliber  of  either  main 


stem  bronchus.  In  addition,  the  membra- 
nous portion  of  the  trachea  was  deficient,  and 
the  tracheal  cartilages  were  circumferentially 
complete  (Fig.  2).  This  is  apparently  a very 
rare  condition,  and  Hempel,  who  in  1957  de- 
scribed this  entity  of  complete  tracheal 
rings  could  find  only  9 cases  reported  in  the 
world’s  literature.^  A tracheogram  would 
probably  have  defined  the  extensive  tracheal 
stenosis  and  obviated  the  fruitless  attempt 
at  tracheostomy,  although  it  is  doubtful  that 
this  infant  would  have  survived  in  view  of 
the  extensive  stenosis  and  already  established 
pulmonary  infection. 

Another  case  of  tracheal  stenosis  occuned 
in  a fourteen-month  old  child  with  a his- 
tory of  repeated  and  nearly  lethal  episodes  of 
pneumonia.  At  bronchoscopy  the  trachea 
was  normal  to  1 cm.  below  the  glottis  where 
a fusiform  narrowing  was  encountered 
through  which  the  3.5-mm.  bronchoscope 
could  not  be  passed.  A subsequent  tracheo-  i 
gram  revealed  a rather  long  area  of  stenosis  I 
which  was  felt  to  be  irremediable  by  direct 
surgical  attack  on  the  trachea  and  not  sus- 
ceptible to  dilatation  (Fig.  3).  This  child 
is  still  alive  and  having  recurrent  episodes  of 
pneumonia;  however,  it  is  hoped  that  Avith 
growth  the  relative  discrepancies  in  the  lu- 
minal size  of  the  stricture  and  trachea  Avill 
gi\^e  no  further  difficult3^ 

We  haA^e  not  seen,  or  at  least  haA'e  not 
recognized,  instances  of  tracheal  Avebs;  some 
haAT  been  reported.®  HoAA'e\^er,  in  at  least 
1 case  apparent  obstructiA^e  emphysema  of  | 
the  left  lung  led  us  to  belieA’e  that  the  mucosa 
of  the  left  main  stem  bronchus  AA’as  redun- 
dant or  that  a localized  deficiency  of  the 
cartilaginous  rings  existed.  The  interesting 
aspect  of  such  cases  is  that  attention  is 
usually  directed  to  the  unaffected  side  AA’hich 
is  felt  to  represent  an  agenetic,  hypoplastic, 
or  atelectatic  lung. 

Extrinsic  tracheal  obstruction  in  infants 
Avas  observed  in  1 child  with  recurrent 
febrile  episodes  of  unknoAvn  cause.  Re- 
peated roentgen  examination  of  the  chest 
revealed  no  obAuous  pulmonaiy  di.sease,  al- 
though a per.sistent  angulation  of  the  cerA'ical 
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trachea  existed  (Fig.  4).  Bronchoscopy  con- 
firmed the  marked  angulation  of  tlie  ti’achea 
approximately  1 cm.  below  the  laiynx.  It. 
was  possible  to  insert  a small  endotracheal 
tube  around  the  obstruction,  and  the  neck 
was  explored.  A tumor  which  caused  the 
angulation  was  encountered ; when  this  was 
released,  complete  correction  resulted.  Bi- 
opsy revealed  the  tumor  to  be  thymus, 
which  is  of  interest  since  the  chest  films 
showed  no  mediastinal  thymic  shadow, 
usually  present  in  children  at  this  age. 

In  another  instance  a goiter  iatrogenically 
induced  by  prolonged,  excessive  use  of 
antianemic  medication  containing  cobalt  re- 
sulted in  this  condition.  Although  a tra- 
cheal obstruction  was  present,  it  A^as  not 
severe  enough  to  require  tracheostomy,  and 
when  the  medication  was  discontinued  the 
child  subsequently  did  well. 

Another  cause  of  tracheal  obstruction  may 
be  one  of  the  numerous  variations  of  the 
aortic  arch,  the  so-called  vascular  ring.  In 
the  few  cases  we  have  seen  that  were  symp- 
tomatic, the  trachea  itself  was  never  ob- 
served to  be  compressed  by  an  aberrant 
vessel,  although  esophageal  obstruction  re- 
sulted in  respiratory  difficulty  manifested 
by  aspiration  pneumonitis.  Needless  to  say, 
it  is  our  impression  that  the  majority  of 
vascular  rings  are  not  symptomatic  since  we 
have  observed  several  in  adults  and  in  older 
children  as  an  incidental  finding  in  the  evalu- 
ation of  congenital  heart  disease. 

Agenesis  of  Lung 

At  the  bronchial  level  an  interesting  and 
unusual  problem  is  agenesis  of  the  lung.  Bi- 
lateral agenesis  is  immediately  fatal  and 
has  been  recorded  rarely.  Unilateral  agene- 
sis has  been  reported  in  some  120  instances, 
although  according  to  Smith  and  Bech® 
many  of  these  cannot  be  accepted  fully  be- 
cause of  inadequate  data.  As  an  isolated 
anomaly  it  may  go  unrecognized  since,  in 
children  at  least,  the  thorax  is  symmetrical 
and  breath  sounds  and  resonance  bilater- 
ally unimpaired.  It  is  somewhat  more 
common  on  the  right  than  on  the  left  .side  but 


Fig.  4.  Tracheal  angulation  caused  by  cervical 
thymus.  Note  absence  of  usual  thymic  shadow  in 
superior  mediastinum. 


is  also  less  serious  on  the  left  than  on  the  right 
since  associated  anomalies  are  the  rule  in  the 
latter.  A very  common  finding  is  absence 
of  the  radius  bone  on  the  affected  side,  and 
frequently  there  are  abnormalities  of  the 
ears  and  face.  Associated  congenital  heart 
disease  is  not  uncommon  and  may  complicate 
the  diagnosis.  Routine  roentgenograms  of 
the  thorax,  bronchograms,  and  bronchos- 
copy revealing  only  one  main  stem  bron- 
chus are  suggestive  but  not  diagnostic  of 
this  entity  since  hypoplasia  of  a lung  can 
give  identical  findings.  Pulmonary  angio- 
grams are  also  necessary  in  addition  to  the 
other  studies  to  establish  a definitive  diag- 
nosis short  of  exploration  or  autopsy.  In 
agenesis  no  pulmonary  arterial  vessels  to  the 
absent  lung  are  found,  while  in  hypoplasia 
some  arterial  supply  to  the  vestigial  lung  is 
demonstrable. 

In  1 case  of  tetralogy  of  Fallot  associated 
with  agenesis  of  the  right  lung  in  a child  who 
was  obviously  not  going  to  survive,  it  was 
apparent  that  the  usual  type  of  Blalock  or 
Potts  shunt  could  not  be  carried  out  since 
with  only  one  lung  the  pulmonary  artery  to  it 
could  not  be  temporarily  occluded  during 
the  period  necessary  to  create  a systemic- 
pulmonic  artery  anastomosis.  This  was 
solved  by  a direct  attack  on  the  pulmonary 
valve  at  four  weeks  of  age  with  a gratifying 
response,  although  the  child  expired  ten 
months  later  of  hydrocephalus.  An  addi- 
tional point  worth  considering  is  that  a 
child  with  only  an  agenetic  lung  does  not 
display  cyanosis.  If  the  standard  chest 
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Fig.  5.  Sequestration  of  lung  in  a two-week-old 
infant.  Large  size  of  lesion  has  caused  compression 
of  left  lung  and  shift  of  heart  and  mediastinum  to 
right. 


films  reveal  findings  consistent  with  agenesis 
in  a cyanotic  infant,  one  must  explain  the 
cyanosis  either  by  congenital  heart  disease 
or  by  an  atelectatic  or  hypoplastic  lung 
permitting  a right-to-left  shunt. 

Sequestration  of  Lung 

Secjuestration  of  the  lung  infrequently 
causes  symptoms  in  infants.  On  occasion 
respiratory  distress  manifested  chiefly  by 
dyspnea  and  retraction  may  be  noted  be- 
cause of  the  size  of  the  lesion,  as  noted  in 
one  of  our  cases  (Fig.  5).  Usually,  se- 
questrations are  discovered  because  of  in- 
fection or,  in  other  variants  of  this  lesion, 
because  of  overdistention  and  cyst  forma- 
tion resulting  in  dyspnea.  The  treatment 
of  such  lesions  is  obviously  excisional,  not 
only  because  of  the  potential  threat  of 
infection  or  overdistention,  but  also  because 
by  their  very  nature  such  sequestrations 
represent  nonfunctional  tissue. 

Congenital  Conditions 

Congenital  cystic  disease  which  is  almost 
invariably  restricted  to  only  one  lobe  may 
result  in  pneumothorax  in  the  neonatal 
period.  In  general,  such  involved  lobes 
become  symptomatic  from  infection  at 
which  time  they  can  be  confused  readily 
with  lung  abscess,  particularly  staphylococ- 
cal, with  the  well-documented  multiple  air- 
fluid  levels.  Following  adequate  control 
of  the  infection,  therapy  is  excisional  since 
such  lobes  are  of  no  functional  value. 


A congenital  lesion  seen  on  several  oc- 
casions was  situs  inversus,  pansinusitis 
bronchiectasis,  and  dextrocardia,  the  so- 
called  Kartagener’s  syndrome.  While  there 
is  consideral)le  doubt  in  our  minds  that  the 
bronchiectasis  in  these  cases  is  congenital, 
it  is  included  in  this  category  chiefly  for 
historical  considerations  since  its  original 
description  in  1933  was  construed  as  a 
potent  argument  for  the  congenital  patho- 
genesis of  bronchiectasis.'^  In  cases  with 
diffuse,  bilateral,  bronchiectatic  changes, 
surgery  has  little  to  offer,  but  when  the 
changes  are  of  limited  extent,  excisional 
therapy  is  the  treatment  of  choice. 


Bronchogenic  Cyst 

A final  entity  not  infrequently  seen  is 
bronchogenic  cyst,  most  often  noted  along 
the  course  of  the  trachea  or  main  bronchi 
and  generally  grouped  with  mediastinal 
tumors.  They  are  usually  asymptomatic 
but  should  be  excised  because  they 
cannot  be  distinguished  roentgenologically 
from  true  neoplasms  and  because  they 
may  become  infected,  at  which  time  adjacent 
pulmonary  parenchyma  is  usually  involved 
with  a resulting  destruction  of  functional 
lung  tissue  and  the  formation  of  chronic 
suppurative  disease. 


Acquired  Conditions 

Acijuired  conditions  of  the  trachea  and 
bronchi  include  infections,  trauma,  and  neo- 
plasms. The  first  category  is  so  extensive 
that  no  attempt  will  be  made  to  cover  it  in 
full.  However,  one  condition,  laryngo- 
tracheobronchitis  or  croup,  deserves  special 
comment.  The  bacteriology  is  generally 
nonspecific  although  recent  reports  would 
suggest  a virus  origin  in  most  instances. 
In  general  haspital  practice  only  the  more 
severe  forms  are  admitted,  and  of  this  group 
a distinct  number  i-eipiire  tracheostomy. 
The  indications  for  tracheostomy  are  dif- 
ficult to  assess  objectively.  Certainly,  the 
child  who  is  cyanotic  needs  immediate  re- 
lief, but  under  ideal  conditions  such  a status 
should  never  be  allowed  to  occur.  Stridor, 
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retraction,  increasing  tachycardia,  restless- 
ness, and,  finally,  excessive  fatigue  all  for- 
bode  imminent  obstruction.  The  procedure 
of  tracheostomy  in  infants  with  croup,  or  any 
infant  requiring  tracheostomy  for  that 
matter,  should  be  done  under  the  most  ideal 
surroundings  as  an  essentially  elective  pro- 
cedure. This  implies  a laryngoscope, 
bronchoscope,  endotracheal  tubes  for  in- 
tubation, oxygen,  suction,  and  adequate 
lighting.  In  infants  and  children  trache- 
ostomy should  be  performed  with  an  endo- 
tracheal tube  or  bronchoscope  in  place,  and 
if  the  previously  mentioned  provisions  are 
met,  catastrophe  can  be  averted.  The 
ill-planned  and  ill-conceived  tracheostomy 
performed  without  adequate  facilities  will 
result  in  unnecessary  mortality  and  com- 
plications. Following  tracheostomy  ade- 
quate nursing  care  and  humidification  of  the 
tracheobronchial  tree  are  imperative. 
Difficulties  encountered  at  the  time  of  re- 
moval of  the  tracheostomy  tubes  in  infants 
can  be  partially  avoided  at  surgery  by  en- 
tering the  trachea  at  or  below  the  fifth 
tracheal  ring,  since  edema  around  the  aper- 
ture may  cause  persistent  difficulty  if  the 
incision  is  made  at  a higher  level. 

Trauma 

Trauma  may  be  manifest  in  many  ways. 
An  uncommon  but  dramatic  occurrence 
is  the  development  of  subglottic  edema  or 
membrane  formation  following  prolonged 
endoscopy  or  endotracheal  anesthesia.  It 
occurs  within  twelve  to  twenty-four  hours 
after  the  inciting  trauma  and  is  character- 
ized by  increa.sing  respiratory  difficulty 
and  obvious  high  airway  obstruction. 
Laryngoscopy  with  the  mechanical  removal 
of  the  offending  membrane  may  suffice, 
although  tracheostomy  may  be  necessary. 
Prophylaxis  is  easier  than  treatment  and 
consists  of  keeping  infants  and  children  who 
have  had  endoscopy  or  endotracheal  anes- 
thesia in  a high  humidity  atmosphere  for  at 
least  twenty-four  hours  following  the  proce- 
dure. Of  equal  or  greater  prophylactic  value 
is  gentleness  during  endoscopy  or  intubation 


and  the  avoidance  of  oversize  instruments  or 
endotracheal  tubes.  It  is  to  be  borne  in 
mind  that  while  the  glottic  chink  is  the 
narrowest  portion  of  the  adult  trachea, 
the  subglottic  area  of  children  is  the  nar- 
rowest, so  that  a tube  which  may  appear  to 
go  through  the  cords  without  difficulty  may 
cau.se  trauma  to  the  subglottic  area. 

Cru.sh  injuries  to  the  chest  in  children  can 
cause  extensive  damage  to  intrathoracic 
organs  without  apparent  injury  to  the  bony 
thorax  because  of  the  re.siliency  of  the  rib 
cage.  Bronchial  lacerations  may  result  and, 
if  the  child  survives,  may  lead  to  broncho- 
stenosis. Immediate  treatment  of  such 
injuries  usually  involves  tracheostomy  to 
relieve  mediastinal  emphysema  and  decrease 
airway  obstruction  and  frequently  necessi- 
tates decompression  of  an  associated  pneu- 
mothorax. In  the  absence  of  uncontrolled 
hemorrhage,  immediate  thoracotomy  is  prob- 
ably not  indicated.  Direct  injury  to  the 
cervical  trachea  may  result  in  its  laceration 
and  the  development  of  alarming  em- 
physema which  demands  immediate  de- 
compression. 

Another  common  form  of  tracheobronchial 
injury  is  foreign  body  aspiration.  It  is 
uncommon  under  the  age  of  a year  but 
occurs  most  frequently  at  the  age  when 
children  begin  to  crawl  and  walk  and  expand 
their  environment  with  less  supervision. 
Immediate  coughing,  respiratory  distress, 
and  cyanosis  may  be  observed,  but  if  these 
signs  are  not  observed,  pneumonia  and 
asthma  may  develop  before  the  offending 
foreign  body  is  discovered.  In  the  early 
phases  partial  obstruction  causes  expiratory 
wheezing  which  in  the  young  may  be  trans- 
mitted bilaterally.  In  later  stages  partial 
or  total  atelectasis  with  or  without  distal 
suppurative  changes  may  be  found.  Radio- 
paque materials  are  generally  evidenced  on 
roentgenograms,  but  unfortunately  many 
aspirated  foreign  bodies  are  not  radiopaque. 
Since  inspiratory  and  expiratory  films  are 
not  feasible  in  the  young,  fluoroscopic 
examination  offers  the  best  method  of  diag- 
nosing obstruction  secondary  to  foreign 
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l)odies.  When  there  is  no  doubt  as  to  the 
diagnosis,  bronchoscopy  is  mandatory,  and 
in  those  cases  in  which  the  diagnosis  is  in 
doubt  but  the  possibility  of  a foreign  body 
exists,  bronchoscopy  should  also  be  per- 
formed. 

New  Growths 

Tracheobronchial  new  growths  are  for- 
tunately extraordinarily  uncommon;  how- 
ever, lymphomas  may  cause  tracheal  ob- 
struction and  require  tracheostomy.  The 
rare  condition  of  tracheobronchial  papil- 
lomatosis may  also  be  encountered.  It  gen- 
erally has  an  insidious  course  and  can 
easily  be  confused  with  bronchial  asthma. 
Since  such  lesions  tend  to  be  multiple 
throughout  the  tracheobronchial  tree,  the 
prognosis  is  not  good  despite  the  benign 
nature  of  the  tumors. 

Conclusion 

We  have  presented  our  observations  on 
some  of  the  tracheobronchial  problems  in  in- 
fancy and  childhood.  Many  of  them  are  self- 
evident,  while  others  are  difficult  to  diag- 
nose. Most  are  susceptible  to  therapy ; a few 
defy  any  known  method  of  treatment.  In 
the  evaluation  of  such  problems,  it  is  un- 


necessary to  stress  the  importance  of  a com- 
plete and  detailed  history  coupled  with  a 
thorough  physical  examination.  Ancillary 
studies  including  appropriate  roentgeno- 
graphic  examination  of  the  esophagus  and 
thorax  are  imperative.  Laryngoscopy, 
bronchoscopy,  and  tracheograms  or  bron- 
chograms  should  be  included  in  the  evalua- 
tion. Occasionally,  angiography  is  also  nec- 
essary. As  Goethe  said  “One  sees  what 
one  knows,”  and  in  our  approach  to  these 
problems,  if  we  are  not  aware  of  the  pos- 
sibilities, we  are  unlikely  to  make  the  di- 
agnosis. 
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Sweets  in  Diet  Shoiv  No  Effect  on  Acne 


Sugar  in  the  diet  apparently  has  no  effect  on  the 
treatment  of  acne,  according  to  an  article  by  Theo- 
dore Cornbleet,  M.D.,  and  Irma  Gigli,  M.D.,  in 
the  June,  1961,  issue  of  Archives  of  Dermatology, 
published  by  the  American  Medical  Association. 

The  study  involved  52  patients  who  were  divided 
into  two  groups  of  similar  age,  severity  of  acne,  and 
about  the  same  division  between  the  sexes.  One 
group  was  restricted  to  two  teaspoonfuls  of  sugar  a 
day  for  coffee  or  tea;  this  group  was  not  allowed 
soft  drinks  containing  sugar  or  candy  and  cake. 

Both  groups  received  the  same  treatment,  anti- 
biotics. Each  patient  was  observed  for  at  least 
one  month.  No  differences  in  results  were  found 
between  the  two  groups. 


In  another  study,  the  sugar  tolerance  of  15  acne 
patients  was  compared  with  15  persons  who  did  not 
have  the  condition.  The  acne  patients  showed  no 
evidence  of  sugar  intolerance. 

Although  adolescents  have  acne  and  are  large 
consumers  of  sweets,  it  is  doubtful  whether  or  not 
there  is  good  statistical  evidence  to  support  a dietary 
approach  to  the  treatment  of  acne.  Now  that  there 
are  other  methods  of  treating  the  condition,  the 
authors  said,  dermatologists  might  be  able  to  dis- 
pense with  questionable  approaches  such  as  diet, 
until  more  solid  evidence  of  their  effectiveness  is 
forthcoming.”  However,  the  authors  conclude 
that  “most  dermatologists  find  chocolate  often 
offending.” 


2608 


New  York  State  J.  Med. 


Phenethicillin,  Synthetic  Oral  Penicillin,  in 
Treatment  of  Acute  Anterior  Gonococcal 
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Recently  a new  synthetic  oral  penicillin, 
phenethicillin  (Syncillin),  was  de- 
veloped by  the  acylation  of  6-amino-peni- 
cillanic  acid  with  2-phenoxy-propionic  acidd 
This  oral  penicillin  is  acid  stable^  and  was 
found  to  yield  high  and  constant  blood  levels 
in  both  animals^  and  mand  Its  toxicity  in 
dogs  was  no  more  marked  than  that  of 
penicillin  G,^  and  no  allergic  manifestations 
were  reported  in  257  men  following  the  in- 
gestion of  the  dmgd  Phenethicillin  cured 
mice  infected  with  Diplococcus  pneumoniae,^ 
and  it  was  also  effective  in  the  treatment  of 
38  patients  with  various  infections.® 

In  this  report  we  will  detail  our  experience 
with  phenethicillin  in  109  male  patients  with 
gonorrhea  and  comment  on  the  use  of  oral 
penicillin  in  the  treatment  of  this  infection 
in  relation  to  certain  epidemiologic  problems 
peculiar  to  this  disease. 


Material  and  Methods 

All  of  the  patients  came  to  the  venereal 
disease  clinic  because  of  a urethral  discharge. 
Only  those  patients  were  accepted  for  study 
who  showed  a definite,  profuse,  purulent 
urethral  discharge  with  leukocytes  in  which 
gram-negative  intracellular  diplococci  were 
present.  Cultures  were  made  on  “chocolate 
agar”  and  were  examined  after  forty-eight 
hours  with  an  oxidase  reagent.  Serologic 
tests  for  syphillis  were  performed  on  all 
patients.  Whenever  possible,  the  patients 
were  interrogated  to  determine  the  source  of 
infection  and  other  pertinent  epidemiologic 
data. 

This  investigation  was  supported  in  part  by  a grant 
from  the  Bristol  Laboratories  Division  of  the  Bristol- 
Myers  Company. 


The  treatment  consisted  of  the  ingestion  of 
250-mg.  tablets  of  phenethicillin  in  the  follow- 
ing dose  schedules: 

1.  500  mg.  four  times  a day  for  two 
days — total,  4 Gm. 

2.  500  mg.  three  times  a day  for  two 
days  total,  3 Gm. 

3.  2.50  mg.  four  times  a day  for  two 
days  total,  2 Gm. 

4.  250  mg.  three  times  a day  for  two 
days — total,  1.5  Gm. 

5.  250  mg.  two  times  a day  for  two 
days — total,  1 Gm. 

G.  250  mg.  three  times  a day  for  one 
day — total,  750  mg. 

The  first  tablet  was  taken  by  each  patient 
in  the  clinic  in  the  presence  of  the  investiga- 
tor. The  patient  was  instructed  to  take  the 
balance  of  the  medication  at  home  and  then 
to  return  to  the  clinic  until  three  follow-up 
cultures  were  obtained.  The  observation 
period  generally  lasted  from  six  to  eight 
days.  On  the  first  and  subsequent  post- 
treatment visit,  the  patients  were  questioned 
specifically  regarding  any  ill-effects  from  the 
medication. 

The  results  of  treatment  were  evaluated  on 
the  basis  of  the  clinical  response  and  of  the 
smears  and  cultures  of  the  urethral  exudate. 
A patient  was  considered  cured  if  the 
purulent  discharge  disappeared,  if  post- 
treatment smears  and  cultures  indicated 
negative  results,  and  if  there  was  no  relapse 
during  the  entire  observation  period. 

Results 

Epidemiologic  Data.^ — One  hundred 

and  nine  male  patients  with  clinical  and 
laboratory-proved  gonorrhea  were  examined. 
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TABLE  I. — Results  of  Treatment  of  Gonor- 
rhea WITH  Phenethicillin  in  Various  Dose 
Schedules 


Total 

Dose 

in 

Grams 

Number 

of 

Pa- 

Schedule  tients  Cures 

Fail- 

ures 

0.75 

250  mg.  three  times 
a day  for  one  day 

7 

4 

3 

1.0 

250  mg.  four  times  a 

12 

8 

4 

1.5 

day  for  one  day 
250  mg.  three  times 
a day  for  two  days 

11 

9 

2 

2.0 

250  mg.  four  times  a 
day  for  two  days 

13 

11 

2 

3.0 

500  mg.  three  times 
a day  for  two  days 

50 

48 

2 

4.0 

500  mg.  four  times  a 
day  for  two  days 

16 

16 

There  were  74  patients  in  the  twenty-one  to 
thirty-year  age  group  which  comprised 
69  per  cent  of  the  total  number  of  patients. 
The  teen-age  group  accounted  for  about  19 
per  cent.  Serologic  tests  for  syphilis  indi- 
cated positive  results  in  7 of  the  patients, 
none  of  whom  had  genital  lesions  or  other  out- 
ward signs  of  syphilitic  infection. 

Eighty-two  of  the  109  patients  treated 
were  interviewed  concerning  sexual  contacts 
and  epidemiologic  data.  These  patients  re- 
ported an  average  of  three  contacts  during 
the  course  of  the  current  infection.  Five 
patients  named  their  wives  as  one  of  the 
contacts.  One  had  relations  with  five  differ- 
ent partners  in  a period  of  three  days,  and 
another  had  had  five  partners  in  five  days. 
Often  a contact  served  as  the  partner  on  more 
than  one  occasion  in  the  specified  period. 

Thirteen  patients  readily  admitted  homo- 
sexual practices.  One  of  them,  at  the  age  of 
twenty  years,  estimated  that  he  had  had  over 
1,000  contacts. 

Treatment. — In  Table  I are  presented 
the  therapeutic  re.sults  from  each  of  the  dose 
schedules  employed  in  this  study.  Phene- 
thicillin, 3 Gm.,  given  in  six  ecpially  divided 
doses  over  a period  of  forty-eight  hours, 
resulted  in  a cure  rate  of  96  per  cent  in  50 
patients.  When  the  dosage  was  increased 
to  4 Gm.,  16  patients  were  cured  in  16 
trials. 

2010 


One  of  the  patients  who  is  recorded  as 
having  failed  to  respond  to  treatment  under 
the  3-Gm.  schedule  denied  vehemently  that 
he  had  had  sexual  activity  during  therapy. 

He  admitted  however,  that  he  “played”  with 
the  female  companion  from  whom  he  con- 
tracted the  original  infection.  This  case  is 
probably  a reinfection  and  not  a treatment 
failure. 

The  same,  in  all  likelihood,  is  true  of  the 
second  patient,  indicated  as  a failure  on  a 
dosage  of  3 Gm.  of  the  antibiotic,  a married 
man  who  denied  extramarital  relations.  He 
stated,  however,  that  his  wife  was  “going  ^ 
to  a private  doctor  for  treatment”  during 
the  observation  period.  ^ 

Phenethicillin,  in  total  dosages  of  less  i .. 
than  3 Gm.,  produced  less  satisfactory  re-  p 
suits.  The  administration  of  IV2  and  2 j 

Gm.  of  the  antibiotic  resulted  in  about  80 
per  cent  cures.  The  cure  rate  was  reduced  n 
further  when  the  total  intake  was  less  than  ^ 
1.5  Gm.  However,  the  small  number  of  ^ 
patients  treated  with  these  doses  does  not  tl 
warrant  any  definite  conclusions,  especially 
since  our  experience  indicates  that  many  ! d 
clinic  patients  do  not  tell  the  truth  about  1 p 
sexual  contact  during  treatment  and  obser-  i p 
vation,  and  others  do  not  follow,  or  are  un- 
able to  follow,  instructions  concerning  C 
medication.  One  of  the  patients  under  this 
study  stated  that  he  had  shared  his  tablets 
with  his  contact.  jj 

In  all  patients  who  responded  favorably  to 
the  medication,  the  purulent  urethral  dis-  „ 
charge  generally  disappeared  within  twenty- 
four  hours,  to  be  followed  in  most  cases  by  a 
thin,  watery  discharge,  which  yielded  nega- 
tive findings  for  gonococci  by  smear  and 
culture.  In  no  instance  did  a discharge 
indicating  positive  findings  for  gonococci  re- 
cur during  the  observation  period  if  it  had 
disappeared  within  the  first  forty-eight  j, 
hours  after  treatment. 

Toxicity. — Three  of  onr  patients  reported  jj, 
that  they  had  had  previous  untoward  re- 
actions  to  penicillin.  One  of  these  was 
known  to  us  to  be  sensitive  to  penicillin. 

Six  months  prior  to  the  clinic  \fisit  for  the  * L, 
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current  gonorrheal  infection,  he  had  experi- 
enced a flush  with  faintness  and  nausea  about 
three  minutes  after  the  intramuscular  in- 
jection of  600,000  units  of  a repository 
penicillin.  He  was  treated  for  this  reaction 
in  the  emergency  ward  and  was  discharged 
four  hours  later  as  completely  recovered. 

In  this  study  the  3 patients  with  histories 
of  sensitivity  to  penicillin  were  hospitalized 
and  observed  carefully  following  the  in- 
gestion of  phenethicillin.  The  course  of 
treatment  was  completed  without  any  mani- 
festations of  sensitivity.  They  were  all 
skin-tested  and  showed  no  skin  reaction. 

Another  of  our  patients  had  an  immediate 
allergic  reaction  following  the  ingestion  of 
one  250-mg.  tablet  of  phenethicillin.  He 
complained  of  nausea  (no  vomiting),  itching, 
and  a flush  of  the  face  and  palms.  There 
was  dryness  of  the  mouth.  Within  a few 
minutes  a light  papular  rash  appeared. 
An  antihistaminic  was  administered,  and  all 
symptoms  subsided  promptly.  Phene- 
thicillin was  discontinued. 

None  of  the  other  patients  demonstrated 
or  complained  of  any  untoward  reactions 
even  when  questioned  specifically  on  this 
point. 

Comment 

Our  results  with  phenethicillin  in  the  treat- 
ment of  gonorrhea  again  confirm  the  fact 
that  this  disease  can  be  treated  satisfactorily 
with  orally-administered  penicillin.®  '^  Such 
oral  treatment,  however,  requires  multiple 
doses  over  a forty-eight-hour  period.  As 
our  epidemiologic  data  indicate,  the  fre- 
quency of  coitus,  often  with  different 
partners,  is  such  that  infection  may  be 
spread  and  reinfection  may  occur  even  while 
the  medication  is  being  taken.  Fiirther- 
more,  the  medication  may  not  be  taken  as 
directed. 

Treatment  with  an  orally  administered 
drug  must  therefore  be  used  discrim- 
inately  and  must  be  employed  for  patients 
who  are  suited  to  it.  More  patients  with 
venereal  diseases  now  come  under  the  care  of 
private  physicians.  Gonorrhea  is  also  re- 


ported with  increasing  frequency  from  the 
middle  and  upper  .socioeconomic  strata.* 
Oral  penicillin  may  well  lend  itself  to  the 
treatment  of  this  segment  of  venereal  disease 
patients. 

In  this  series  we  had  2 patients  with  stated 
histories  of  penicillin  reactions  and  1 patient 
with  a definitely  known  allergic  reaction. 
None  of  these  patients  demonstrated  sensi- 
tivity under  treatment  with  phenethicillin. 
One  patient  who  had  previously  taken  peni- 
cillin without  any  side-effects  had  a mild  re- 
action to  the  oral  form. 

An  additional  point  may  be  mentioned 
regarding  phenethicillin.  Phenethicillin  is, 
partially  at  least,  .synthetic  and  further  in- 
vestigation may  disclo.se  properties  not 
possessed  by  the  bio.synthetic  penicillins. 
The  relatively  unsusceptible  strains  of 
gonococcus,  which  are  estimated  as  con- 
stituting around  20  per  cent  of  routine  cid- 
tures,  may  be  susceptible  to  the  newer 
synthetic  drug. 

This  point  is  well  worth  further  explora- 
tion in  exten.sive  bacteriologic,  biochemical, 
and  clinical  studies. 

Summary 

1.  Phenethicillin  was  used  in  the  treat- 
ment of  109  male  patients  with  gonorrhea. 

2.  The  therapeutic  respon.se  demon- 
strated both  clinically  and  by  laboratory 
technics  shows  that  phenethicillin  in  doses  of 
3 to  4 Gm.  in  equally  divided  doses  is  an 
excellent  drug  for  the  treatment  of  gonorrhea. 

3.  Three  patients  with  histories  of  peni- 
cillin sensitivity,  1 of  whom  was  actually 
treated  iu  the  clinic  for  such  a reaction, 
showed  no  untoward  effects  after  oral  intake 
of  phenethicillin. 

4.  The  feasibility  of  the  mass  use  of  oral 
medication  in  the  treatment  of  gonorrhea 
has  been  commented  on.  It  is  suggested  that 
this  form  of  medication  is  well  adapted  to 
private  practice  where  the  physician  has 
greater  control  over  the  patient. 

5.  Further  investigation  of  the  thera- 
peutic properties  of  this  new  synthetic 
penicillin  is  recommended. 
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Influences  on  Drinking  Habits 


Some  basic  clues  to  the  problem  of  why  most 
people  drink  normally  while  others  drink  to  excess 
are  being  encountered  in  a fundamental  research 
project  at  Stanford  University  under  the  direction 
of  Dr.  ,J.  A.  Deutsch.  His  report  was  based  on  long- 
range  studies  of  the  physiologic  and  psychologic 
factors  in  drinking  wine  and  other  beverages. 

“On  the  basis  of  our  work  to  date,”  said  Dr. 
Deutsch,  “we  believe  we  have  discovered  a number 
of  factors  that  influence  the  drinking  behavior  of 
our  laboratory  subjects.  We  use  rats  because  their 
taste  mechanism  and  patterns  of  taste  preference 
closely  resemble  those  of  man.” 

Some  of  the  factors  noted  are  the  supply  of  the 
beverage,  the  amount  of  food  consumed  prior  to  an 
experiment,  whether  or  not  the  animal  was  food- 
deprived  or  liquid-deprived  prior  to  being  tested, 
age,  and  sex. 


P 
r 

i; 

Rats  given  the  choice  between  limited  amounts  of  f 
slightly  salty  water  and  water  chose  water;  when  ' j 
the  amounts  were  unlimited,  they  chose  the  salty 
solution. 

The  amount  of  food  consumed  by  an  animal  af-  r 
fected  its  liquid  consumption  as  long  as  twenty-two 
hours  later.  When  animals  were  offered  a 3 per 
cent  solution  of  sugar  after  being  deprived  of  food  j 
or  liquid  or  both,  the  largest  amounts  were  drunk 
by  the  food-deprived  animals. 

Dr.  Deutsch  said  that  the  “effects  of  age  on  drink-  i ; 
ing  suggest  that  there  are  sj'stematic  differences  in  in-  1 
take  according  to  age.  It  is  possible  that  we  j ^ 
may  find  that  certain  beverages  are  for  the  ‘mature  i 
palate’  while  others  are  for  the  younger  palate.”  In  -] 
time  “we  may  also  be  able  to  recommend  certain  j ( 
beverages  for  men  and  certain  others  for  women.” — ' 1 
News  Release,  The  Philip  Lesly  Co.  j 
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REGENT  ADVANCES  IN 
MEDICINE  AND  SURGERY 

A series  of  review  articles  dealing  with  medical  progress 
ROBERT  TURELL,  M.D.,  Editor 


^ I ''he  boundaries  of  the  knowledge  of  liver 
disease  have  expanded  constantly  as  a 
result  of  much  work  in  the  clinical  and  exper- 
imental laboratories.  Paralleling  these  con- 
tributions has  been  an  increase  in  the 
incidence  of  the  major  diseases  of  the  liver, 
especially  hepatitis  and  cirrhosis,  which  have 
provided  additional  stimulus  for  study.  A 
review  of  the  more  pertinent  recent  advances 
is  opportune. 

Bilirubin  Metabolism 

New  knowledge  of  the  physiology  of  bili- 
rubin has  helped  to  differentiate  the  forms  of 
jaundice  in  hepatic  disease  and  biliary  tract 
obstruction.  Other  conditions  in  which  a 
defect  exists  within  the  liver  in  handling 
bilirubin  have  been  defined  more  clearly. 
For  many  years  the  van  den  Bergh  reaction, 
based  on  the  Ehrlich  diazo  reagent  (diazo- 
tized  sulfanilic  acid),  has  been  used  to 
quantitate  bilirubin  in  the  blood  and  to 
differentiate  between  direct  and  indirect 
bilirubin.  Bilirubin  is  derived  from  the 
breakdown  of  the  hemoglobin  molecule  in 
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the  circulating  erythrocyte  within  the  cells 
of  the  reticuloendothelial  system.  After 
being  transported  into  the  plasma  it  unites 
with  the  plasma  proteins.  In  this  form  and 
before  it  has  reached  the  liver  it  gives  the 
indirect  or  delayed  van  den  Bergh  reaction.^ 
Within  the  liver  cell  a biochemical  reaction 
of  the  utmost  importance  takes  place  in 
which  bilirubin  is  conjugated  with  glucuronic 
acid. 2 This  procedure  is  essential  for  the 
excretion  of  bilirubin  into  the  bile,  and  the 
resultant  bilirubin  glucuronide  is  a soluble 
substance  which  gives  a direct  van  den 
Bergh  reaction  and  is  excreted  easily  by  the 
kidneys. 

Conjugation  depends  on  the  presence  of  a 
high-energy  form  of  glucuronic  acid  syn- 
thesized from  glucose  called  uridine  diphos- 
phate glucuronic  acid®  and  an  enzyme  called 
glucuronyl  transferase'*  found  in  liver  homo- 
genates. 

There  are  specific  applications  of  these 
reactions.  In  hemolytic  jaundice  a large 
amount  of  indirect  bilirubin  created  by  ex- 
cessive red  blood  cell  destruction  will  be 
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conjugated  only  partiall.y  beca\ise  of  a 
limitation  in  this  chemical  activity  by  the 
liver,  and  an  excess  of  indirect  bilirubin  will 
circulate.  There  is  an  increase  of  fecal  and 
urinary  urobilinogen  but  no  urinary  bilirubin 
excretion  because  of  the  insoluble  nature  of 
the  unconjugated  bilirubin. 

In  obstructive  javindice  the  indirect  bili- 
rubin has  been  exposed  to  chemical  activity 
within  the  liver  cell,  and  there  is  a rise  in  the 
direct-reacting  bilirubin  within  the  blood. 
There  is  a decrease  in  fecal  and  urinary  uro- 
bilinogen excretion  since  bile  has  limited  ac- 
cess to  the  intestine  and  an  increase  in  bile 
in  the  urine  since  conjugated  bilirubin  is 
soluble  and  is  excreted  easily  bj^  the  kidney. 

In  hepatitis  there  may  be  an  increase  in 
bilirubin  glucuronide  levels  in  the  blood. 
This  increase  probably  is  related  to  conjuga- 
tion in  the  liver  or  even  in  the  blood.  In 
both  the  blood  and  the  liver  in  severe  hepa- 
titis increased  glucuronyl  transferase  activity 
has  been  demonstrated.^ 

These  interpretations  have  been  of  great 
value  in  understanding  some  of  the  congeni- 
tal defects  in  bilirubin  metabolism.  Many 
patients  who  are  chronically  jaundiced  or 
who  exhibit  jaundice  under  conditions  of 
stress  sometimes  are  treated  as  cases  of 
chronic  hepatitis.  In  reality,  the  defect  in 
bilirubin  metabolism  is  compatible  with 
good  health  and  normal  life  expectancy. 

The  first  of  these  conditions  is  the  physio- 
logic jaundice  of  the  newborn  and  prema- 
ture infant.  An  excess  of  nneonjugated 
bilimbin  is  present  as  a result  of  a decrease  in 
the  enzyme  activities  of  the  liver  of  the 
newborn  infant.  If  the  hemolysis  occurs 
from  incompatible  blood  groups  in  the  pres- 
ence of  this  fetal  conjugating  .system,  marked 
hyperbilirubinemia  may  result.  When  the 
level  of  bilirubin  is  over  20  mg.  per  100  ml., 
bile  traverses  the  blood-brain  barrier,  and 
kernicterus  or  l)ile  staining  of  the  central 
nervous  .system  may  produce  serious  damage 
with  mental  retardation.® 

Another  form  of  this  abnormality  has 
been  described  in  a grouj)  of  children  who 
died  of  .severe  jaundice  and  kernicterus  bc- 
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fore  the  age  of  one  year,  in  whom  a serious 
defect  of  conjugation  existed,  presumably 
due  to  a deficiency  or  absence  of  glucuronic 
acid  transfera.se  activity.  This  is  known  as 
the  Crigler-Najjar  .syndrome,^  a rare  disease  f 
in  which  unconjugated  bilirubin  is  present  in 
a concentration  of  11  to  48  mg.  per  100  ml.  A 
There  is  no  bile  in  the  urine.  The  liver 
shows  normal  histologic  structure,  and  al- 
most all  the  patients  die  of  brain  damage. 

Gilbert’s  disea.se,  or  constitutional  hepatic  ■ 
dysfunction,  is  characterized  by  unconju- 
gated bilirubinemia  of  1 to  3 mg.  per  100  ■" 

ml.,  usually  present  during  periods  of  fatigue  P 

and  infection.  In  one  form  of  the  disease  - 

there  seems  to  be  no  defect  in  glucuronidiza- 
tion.  A liver  biop.sy  will  show  normal  liver  . 
structure.  Probably  there  is  a defect  in  the 
ability  of  the  liver  to  handle  bilirubin.  A i 
familial  incidence  is  not  uncommon.  These 
patients  live  their  natural  span  of  life  but  ^ 
may  have  chronic  viral  hepatitis  and  hemo- 
lytic di.sease  in  as.sociation,  which  must  be  I 
ruled  out  by  additional  studies,  such  as  a [ 
liver  biopsy  and  red  cell  survival  tests.® 
There  is  a second  form  of  Gilbert’s  disease  j 
which  is  a nonhemolytic  jaundice  with  bili- 
rubinemia above  .5  mg.  per  100  ml.,  all  un- 
conjugated.  Studies  of  this  group  of  pa- 
tients have  shown  a defect  in  glucuronyl 
transferase  activity.® 

This  form  of  the  di.sease  also  may  be 
difficult  to  differentiate  from  chronic  hepa- 
titis, but  the  relatively  good  health  of  the  | 
patient  and  the  awareness  of  the  existence  of  i 
jaundice  for  some  time  before  the  patient  is  j 
seen  by  the  physician  will  help  in  the  diag- 
nosis. j 

I 

The  Dubin-.Iohnson  syndrome^®  is  another  ' 
form  of  benign  jaundice  with  indirect  and 
conjugated  bilirubin  in  the  plasma.  Ap- 
parently there  is  no  defect  in  conjugation 
but  rather  a failure  of  the  liver  cell  to  ex-  i 
Crete  bilirubin  adecpiately.  Liver  biopsy  | 
sections  show  a brownish-yellow  pigment,  ! 
possibly  lipofuscin,  in  the  liver  cells,  mostly  } 
in  the  areas  around  the  central  veins.  The  i 
condition  is  familial,  and  associated  with  the 
jaundice  are  increased  bromsulphalein  re- 
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tention,  poor  visualization  of  the  gallbladder, 
and  slow  excretion  of  radioactive  iodinated 
rose  bengald®  A genetic  defect  in  excretion 
has  been  postulated.  “ 

Rotor’s  disease^^  is  familial  jaundice  with- 
out hemolysis  and  without  pigment  in  the 
liver,  as  shown  by  liver  biopsy.  Bilirubin 
is  present  in  the  conjugated  and  non  con- 
jugated forms.  The  gallbladder  can  be 
visualized  despite  abnormal  bromsulphalein 
retention. 

Among  the  important  results  of  under- 
standing the  modes  of  synthesis  and  trans- 
port of  the  bilirubin  derivative  has  been  the 
clarification  of  these  syndromes.  Patients 
are  freed  of  the  stigma  of  chronic  liver  disease 
and  are  able  to  live  normal  lives.  There  is 
no  specific  treatment,  and  many  drugs  have 
failed  to  influence  the  course  of  the  jaundice. 

Liver  Function  Tests 

With  the  expansion  of  the  knowledge  of 
hepatic  function  has  come  an  increased 
number  of  liver  function  tests.  There  is  no 
single  liver  function  test  which  can  be  ap- 
plied to  abnormalities  of  an  organ  which  is 
so  complex  in  its  activities  and  so  variable 
in  its  response  to  injury.  What  is  of  even 
greater  significance  in  evaluating  liver  func- 
tion in  health  and  disease  is  that  the  number 
of  tests  in  any  .single  patient  shovdd  be 
limited  to  a small  group  of  studies  with  which 
the  physician  has  become  familiar  and  which 
can  be  interpreted  in  the  light  of  his  ex- 
periences. 

Several  new  tests  of  specific  importance 
have  been  introduced  in  recent  years, 
notably  the  mucoprotein  studies,  the  serum 
transaminases,  the  radioactive  rose  bengal 
test,  and  the  blood  ammonia  in  hepatic  coma. 
These  represent  worthy  additions  to  the 
most  important  tests  which  are  in  routine 
use,  including  the  cephalin  flocculation  test 
of  Hanger,  thymol  turbidity,  cholesterol 
and  cholesterol  esters,  and  alkaline  phos- 
phatase. 

The  judicious  u.se  of  a few  of  the  older 
tests  and  some  of  the  newer  tests  will  help 
to  depict  the  hmctional  state  of  the  liver  and 


to  distinguish  between  obstructive  and  hepa- 
tocellular jaundice.  No  single  test  can 
show  the  relationship  between  the  structure 
and  the  innumerable  functions  of  the  liver  or 
describe  hepatic  blood  flow,  dye  excretion, 
or  enzyme  systems.  However,  combina- 
tions of  tests  which  reflect  different  functions 
can  be  fruitful,  and  repetitive  determina- 
tions may  be  even  more  so. 

Much  information  can  be  obtained  from 
the  measurement  of  direct-reacting  bilirubin 
(one-minute  fraction)  in  the  presence  of  a 
normal  total  bilirubin  (thirty  minutes).*^ 
In  cases  of  early  cirrhosis  and  hepatitis, 
common  duct  stone,  and  liver  carcinoma, 
the  level  of  direct  bilirubin  may  be  the  only 
indication  of  abnormality  when  it  is  above 
oO  per  cent. 

When  the  direct  bilirubin  is  below  20  per 
cent  and  the  total  bilirubin  is  elevated, 
hemolytic  disease  or  Gilbert’s  disease  may 
be  present.  Dubin- Johnson’s  disease  usu- 
ally shows  a direct  bilirubin  of  about  40 
per  cent  of  the  total. 

When  the  one-minute  bilirubin  is  below 
3o  per  cent  of  an  elevated  total  serum  bili- 
rul)in,  parenchymal  disease  may  be  sus- 
pected. Obstructive  jaundice  will  show 
one-minute  bilirubin  values  in  the  4.')  to  80 
per  cent  range.  Viral  hepatitis  in  the  ob- 
structive phase  may  show  the  same  values. 

In  acute  hepatocellular  disease  jaundice,  a 
positive  cephalin  flocculation,  and  elevated 
transaminase  with  no  rise  in  alkaline  phos- 
phata.se  may  be  diagnostic. 

In  obstructive  disease  one  may  expect  an 
increase  in  direct  bilirubin  and  increased 
alkaline  phosphatase  with  normal  or  slightly 
elevated  transaminase.  A rise  in  the  serum 
cholesterol  usually  is  present  and  may  paral- 
lel the  degree  of  obstruction.  A low  cho- 
lesterol in  the  presence  of  obstruction  may 
mean  deteriorating  liver  function  or  hyper- 
thyroidism. High  cholesterol  vahies  may 
reflect  the  presence  of  diabetes,  hypothy- 
roidism, or  essential  h3"perlipemia. 

Chronic  hepatic,  disease  will  show  low 
serum  albumin,  defective  bromsulphalein 
excretion,  and  occasionally  elevated  blood 
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ammonias.  A rise  in  the  globulins,  es- 
pecially the  gamma  fraction,  is  a charac- 
teristic feature  of  postnecrotic  cirrhosis. 

The  most  usehil  tests  in  measuring  biliary 
excretion  are  the  serum  bilirubin,  the  meas- 
urement of  the  bile  pigments  in  the  urine 
and  feces,  and  the  dye  excretion.  When 
bilirubin  reaches  the  intestine,  it  is  reduced 
to  urobilinogen  by  bacterial  action.  An 
enterohepatic  circulation  of  urobilinogen 
exists  in  which  some  is  re-excreted  in  the 
liver  and  a small  quantity  is  retained  in  the 
circulation  to  be  excreted  in  the  kidney. 
The  amount  of  urobilinogen  in  the  urme  of 
the  patient  with  a normal  liver  and  no 
hemolytic  process  is  from  0 to  3 mg.  in 
twenty-four  hours.  Hemolytic  states  result 
in  an  excess  transportation  of  urobilinogen 
to  the  liver,  which  cannot  adequately  re- 
excrete it,  and  urinary  urobilinogen  will  be 
elevated  markedly.  In  obstructive  jaundice 
little  or  no  bile  reaches  the  intestine,  and 
urobilinogen  in  the  urine  may  be  absent. 
For  the  test  to  be  of  value  some  bile  must 
enter  the  bowel,  and  there  should  be  some 
impairment  of  excretory  fimetion  of  the 
liver.  These  conditions  are  found  in  liver 
disease  without  jaundice,  in  moderately 
severe  hepatitis,  and  in  incomplete  biliary 
tract  obstruction.  In  complete  obstruction, 
urobilinogen  will  be  absent  from  the  urine. 
Patients  with  severe  hepatitis  may  not 
secrete  bile  for  a period  of  time  and  therefore 
will  have  no  urobilinogen  in  the  urine.  In 
hemolytic  jaundice  urinary  urobilinogen  will 
be  increased. 

In  biliary  tract  obstruction  and  in  hepa- 
titis bile  is  present  in  the  urine.  The  con- 
jugated form  of  bilirubin  is  water  soluble  and 
is  excreted  easily  by  the  kidney.  The 
indirect  bilirubin  of  a hemolytic  process  is 
not  conjugated,  is  not  soluble,  and  therefore 
is  not  excreted  by  the  kidney.  Patients 
with  hemolytic  disease  have  no  bile  in  the 
urine.  Urobilin  is  increased  in  the  stool  in 
hemolysis  and  is  absent  in  complete  ob- 
struction. 

The  most  valuable  test  of  excretory  func- 
tion of  the  Uver  is  the  bromsulphalein  test 


introduced  by  MacDonald  in  1938.^^  Five 
mg.  of  the  dye  per  kilogram  of  body  w(>ight 
is  injected  intravenously,  and  forty-five  ’ 

minutes  later  the  quantity  retained  in  the  - 
blood  is  measured.  A 5 per  cent  retention 
is  the  maximum  value  for  the  normal  liver.  ^ 
Bromsulphalein  is  taken  up  by  the  polygonal  ^ 
cells  of  the  liver  where  it  is  conjugated  with  i- 
the  aid  of  glutathione  with  certain  amino 
acids,  such  as  cysteine  and  glycine.’®  i 

It  is  then  excreted  into  the  bile.  ' 

Bromsulphalein  tests  onlj'’  one  function  '* 
of  the  liver,  that  of  dye  excretion,  but  it  is 
the  most  reliable  test  of  disturbed  function 
in  the  non  jaundiced  patient.  Abnormal  is 
results  are  obtained  in  most  cases  of  liver  b 
damage,  especially  in  cases  of  cirrhosis  and  t 
hepatitis.  Patients  with  biliary  obstruction  * « 
will  show  retention  due  to  the  mechanical  pi 
effects.  Recently,  studies  have  shown 
values  significantly  elevated  in  hepatitis  as  f 
compared  with  obstructive  jaundice.’®  ^ 

The  dye  may  be  used  safely  in  jaundiced  ^ 
patients  although  an  occasional  fatahty  has  i 
been  reported  from  an  anaph5dactic  reaction  e 
to  the  intravenous  injection.”  I 

The  radioactive  iodinated  rose  bengal  P 

test  has  been  developed  by  Taplin,  Meredith,  ^ 

and  Kade.’®  Rose  bengal  and  bromsul-  “ 

phalein  are  taken  up  and  excreted  by  the  ’ 

liver  by  the  same  mechanism.  However,  ^ 

when  rose  bengal  is  tagged  with  radioactive  ^ 

iodine  and  injected  intravenously  (5  to  10  ’ 

microcuries  of  radioactive  iodine  in  1.5  cc.  ‘ 

of  rose  bengal),  its  uptake  and  excretion  may 
be  measured  by  a scintillation  counter  over  i 
the  liver.  These  authors  have  shown  that 
patients  wfith  parenchymal  liver  disease  may  f 
show  poor  uptake  and  normal  or  delayed  | 
excretion.  Patients  with  obstructive  jaun-  K, 
dice  have  normal  uptake  and  dela3'cd  ex-  * 1 
cretion.  The  test  requires  no  additional  ■ 
venipunctures  and  maj^  help  to  ditferentiate  . 
between  obstructive  or  hepatocellular  jaun- 
dice. Their  results  have  not  been  corrob- 
orated by  others.  The  test  has  not  gained 
adequate  recognition  to  warrant  its  roiitine 
use,  and  it  can  be  used  only  in  radioi.sotopic 
laboratories. 
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The  radioactive  rose  bengal  test  may  prove 
to  be  of  value  in  isolating  tumor  masses 
within  the  liver  since  space-occupying  le- 
sions will  not  take  up  the  dye,  and  the  scin- 
tillation counter  will  record  a silent  area. 
Radioactive  iodinated  serum  albumin  also 
has  been  used  to  delineate  these  lesions  in  the 
liver. 

There  are  several  important  tests  which 
do  not  reflect  biliary  excretion.  These  in- 
clude the  serum  protein,  the  serum  choles- 
terol, and  the  prothrombin  response  to 
vitamin  K. 

The  serum  protein  levels  are  an  index  of 
the  ability  of  the  liver  to  convert  foodstuffs 
into  protein,  of  the  extent  of  hepatic  in- 
flammation, and  of  the  immune  response 
of  the  liver.  By  electrophoretic  means  the 
protein  of  the  serum  can  be  separated  into 
albumin,  alphai  and  alpha2  globulins,  beta 
globulin,  and  gamma  globulin.  Albumin  is 
55  to  60  per  cent  of  the  serum  protein,  is 
decreased  in  chronic  liver  disease,  and  nor- 
mally is  about  4 Gm.  per  100  ml.  Nor- 
mally globidin  is  between  2.5  and  3 Gm.  per 
100  ml.  The  alpha  globulins  contain  muco- 
protein  and  glycoprotein.  They  are  in- 
creased in  acute  inflammation  and  in  malig- 
nant conditions  and  are  decreased  in  cir- 
rhosis. The  alphaz  and  beta  globulins  are 
lipoprotein  and  are  increased  wherever 
blood  lipids  are  increased  and  in  biliary  ob- 
struction. The  gamma  globulins  contain 
antibody  and  are  increased  in  hepatic  ne- 
crosis, cirrhosis,  chronic  infection,  and  in 
reticuloendothelial  proliferation. 

The  serum  mucoprotein  tests  have  been 
used  effectively  by  Greenspan^®  in  helping  to 
differentiate  the  different  forms  of  jaundice 
and  to  assess  liver  function.  The  muco- 
proteins  are  heat-stable  protein  complexes 
which  constitute  about  1 per  cent  of  the 
total  serum  })roteins  and  about  8 per  cent,  of 
total  protein-bound  polysacicharides.  The 
normal  values  for  mucoprotein  are  from  40  to 
70  mg.  per  100  ml.  in  women  and  from  48 
to  75  mg.  per  100  ml.  in  men.  The  con- 
centration drops  in  hepatocellular  disease 
caused  by  viral  and  serum  hepatitis,  drug 


jaundice,  or  cirrhosis.  It  rises  in  cirrhotic 
patients  with  hepatoma  or  associated  neo- 
plasms. In  obstructive  jaundice  it  is  ele- 
vated. 

Serum  albumin  depressions  are  common  in 
cirrhosis  and  severe  hepatitis.  Accom- 
panying these  may  be  a drop  in  fibrino- 
gen, prothrombin, and  factors  V and  VIP^ 
which  are  important  in  the  blood-clotting 
mechanism  and  which  may  cause  bleeding 
tendencies  in  cirrhosis  and  in  obstructive 
jaundice.  One  of  the  most  important  effects 
of  hypoalbuminemia  is  the  ascites  of  cir- 
rhosis. 

Inflammatory  liver  disease  causes  an 
increase  in  serum  globulins  above  3 Gm.  per 
100  ml.  These  elevations  in  globulin  are 
responsible  for  abnormal  reactions  with 
v'arious  reagents  that  are  not  seen  in  normal 
serum  gamma  globulin.  For  this  reason 
false  positive  test  reactions  for  syphilis, 
rheumatoid  arthritis,  and  lupus  erythe- 
matosus sometimes  are  found.  Occasion- 
ally, a positive  result  on  a lupus  preparation 
is  enco\intered  in  cirrhosis  or  chronic  hepa- 
titis, a finding  which  has  led  to  the  designa- 
tion of  “lupoid”  hepatitis,  a concept  which 
still  is  controversial. 

Serum  globulin  reflects  antibody  response 
to  antigen  and  is  formed  in  the  mesenchymal 
tissues  of  the  liver  and  in  the  plasma  cells  of 
the  liver,  spleen,  and  lymph  nodes.  In  cer- 
tain liver  diseases  without  specific  antibody 
formation,  such  as  metastatic  disease  and 
drug  jaundice,  globulins  may  not  be  ele- 
vated. 

There  are  two  commonly  used  hver  func- 
tion tests  which  are  characteristic  of  hepa- 
tocellular disease.  In  the  healthy  person  the 
cephalin  flocculation  tests  show  negative 
results  caused  by  substances  in  the  serum 
albumin  fraction  which  inhibit  the  binding  of 
gamma  globulin  with  emulsion  particles  of 
the  albumin  fraction.  This  test  shows  posi- 
tive results  in  acute  hepatocellular  disease, 
especially  viral  hepatitis  and  acute  injury 
due  to  drugs,  s\ich  as  carbon  tetrachloride, 
Marsilid,  and  phosphorus.  A positive  reac- 
tion is  found  in  infectious  mononucleosis 
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and  in  diseases  associated  with  marked 
antigen  antibody  response,  such  as  the  col- 
lagen diseases.  A cephalin  flocculation  re- 
action of  1 to  2 plus  rarely  is  significant,  and 
the  test  should  be  repeated  before  diagnostic 
significance  is  attached  to  it.  In  the 
absence  of  any  clinical  symptomatology  a 
3 plus  or  4 plus  reaction  occasionally  is 
important  and  should  not  be  dismissed  until 
hepatic  or  systemic  disease  has  been  ruled 
out.*® 

Two  enzyme  studies,  the  serum  alkaline 
phosphatase  and  the  serum  transaminase, 
have  been  particularly  rewarding  in  the 
investigation  of  patients  with  jaundice  and 
liver  disease.  The  serum  alkaline  phos- 
phatase, measured  in  Bodansky  units  (nor- 
mal 1.5  to  4)  and  Kng- Armstrong  units 
(normal  3 to  13),  is  increased  in  patients  with 
obstructive  jaundice  and  in  the  nonjaun- 
diced  patient  with  hepatomegaly,  such  as 
neoplasm,  abscess,  or  granulomatous  disea.se. 
Frequently  it  is  elevated  in  patients  with 
asymptomatic  common  duct  stone  or  struc- 
ture. It  is  not  entirely  clear  whether  the 
origin  of  the  enzyme  is  within  the  bone  struc- 
tures and  its  increase  due  to  a block  in  ex- 
cretory function  of  the  liver,  or  whether  it 
is  elaborated  within  the  liver  cell  and  ex- 
tended into  the  blood  after  injury  in  the  same 
way  that  tran.saminase  reaches  the  blood 
stream.  Despite  some  difference  of  opinion 
as  to  the  mechanism,  an  obstruction  within 
the  biliary  apparatus,  either  intrahepatic 
or  extrahepatic,  results  in  an  elevation  of 
blood  alkaline  pho.sphatase.*®  In  prolonged 
biliary  tract  obstruction  a drop  in  the  en- 
zyme may  be  due  to  a depression  of  liver 
function.*’' 

Frequently  a dissociation  is  observed  at 
the  time  of  relief  of  the  obstruction  .since 
the  conjugated  bilirubin  is  well  excreted  by 
the  kidney  while  alkaline  phosphatase,  being 
of  a high  molecular  weight,  is  poorly  ex- 
creted. This  may  explain  the  persistence 
of  a high  alkaline  phosphata.se  after  jaundice 
has  been  relieved.  The  highest  values  are 
seen  in  prolonged  l)iliary  tract  obstruction 
due  to  stone  or  neoplasm  and  may  reach  1.50 


to  200  King-Armstrong  units.  It  always  is 
wise,  even  in  the  jaundiced  patient,  to  rule 
out  the  presence  of  Paget’s  disease,  hyper- 
parathyroidism, and  bony  metastases. 

Elevated  alkaline  phosphatase  is  seen  in 
the  intrahepatic  cholestatic  processes,  such 
as  viral  hepatitis  in  an  early  phase,  drug 
jaundice  from  chlorpromazine  hydrochloride 
or  norethandrolone,  and  in  biliary  cirrhosis. 
Nutritional  or  Laennec’s  cirrhosis  may  show 
little  or  no  ri.se. 

The  serum  transaminases  are  involved  in 
hepatocellular  injury  and  when  used  in  con- 
junction with  the  alkaline  phosphatase  are 
extremely  valuable  in  the  differential  diag- 
nosis of  jaundice  and  in  evaluating  the  course 
of  a disease  in  the  liver.  Normal  values  for 
serum  glutamic  oxaloacetic  transaminase 
are  up  to  40  units  per  milliliter  and  for  serum 
glutamic  pyruvic  transaminase  are  up  to 
35  units.*® 

In  viral  hepatitis  serum  glutamic  oxalo- 
acetic transaminase  may  be  increased  from 
300  to  2,500  units  and  serum  glutamic 
pyruvic  transaminase  from  600  to  2,600 
units.  Serum  glutamic  pyruvic  trans- 
aminase values  are  slightly  higher  than  those 
of  serum  glutamic  oxaloacetic  transaminase. 
These  values  cannot  be  used  in  differentiat- 
ing serum  hepatitis  from  infectious  hep- 
atitis. In  obstructive  jaundice  due  to  stone, 
serum  glutamic  oxaloacetic  transaminase 
values  are  between  50  and  150  units  with 
slightly  higher  levels  for  serum  glutamic 
pyruvic  transaminase.  In  compensated  cir- 
rhosis, serum  glutamic  oxaloacetic  tran.s- 
aminase  levels  are  between  50  and  100  units, 
and  with  decompensation  serum  glutamic 
oxaloacetic  transaminase  levels  may  reach 
200  units.  Again,  higher  values  are  re- 
corded for  serum  glutamic  pyruvic  tran.s- 
aminase. In  a group  of  patients  with  jaun- 
dice due  to  neoplasm  of  the  liver,  both 
primary  and  metastic,  serum  glutamic  oxalo- 
acetic transaminase  was  recorded  from  43  to 
300  units  and  serum  glutamic  pyruvic  trans- 
aminase was  between  26  and  240  units. 

Leucine  aminopeptidase  is  another  en- 
zyme which  is  altered  in  liver  disease  and 
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. jaundice.  It  is  elevated  appreciably  in 
I jaundiced  patients  with  cancer  of  the  pan- 
creas  or  the  extrahepatic  biliary  tract.  It 
, is  rarely  increased  in  viral  hepatitis  or  in 
I cirrhosis.  It  may  be  raised  in  metastatic 
► disease  of  the  liver  and  in  common  duct 
f stone.  Normal  values  are  up  to  184  units 
for  females  and  200  for  males.  The  test 
ii'  has  not  been  proved  to  be  of  real  additional 
Hi  value  and  has  not  received  sufficient  recog- 
j nition  to  warrant  its  routine  use.^® 

Serum  cholinesterase  is  an  enzyme  in- 
i volved  in  protein  metabolism  and  is  usually 
! low  in  hepatic  disease  and  in  metastatic 
! carcinoma  (normal  O.o5  units  per  hour). 

, It  is  commonly  elevated  in  obstructive 
i jaundice  levels  above  1 unit  per  hour.  It 
1 has  value  only  when  it  is  used  in  conjunction 
with  other  tests.®® 

Blood  Ammonia. — The  blood  ammonia 
is  elevated  in  patients  with  intrinsic  hepatic 
disease  and  is  a reflection  of  defective 
handling  by  the  liver  of  the  ammonia  formed 
in  the  bowel  and  the  kidney.  The  major 
portion  of  ammonia  is  the  result  of  the  ac‘- 
tion  of  the  intestinal  ureases  on  the  protein 
in  the  bowel  which  is  detoxified  to  urea  in  the 
liver.  In  liver  disea.se  or  in  the  shunts  which 
are  secondary  to  cirrhosis  or  the  operations 
for  relief  of  portal  hypertension,  ammonia 
reaches  the  brain  where  it  interferes  with  the 
Krebs  cycle. Disorientation,  drowsiness, 
and  other  neurologic  .symptoms  result. 
High  protein  diets,  gastrointestinal  bleeding, 
and  sedative  medications  may  be  inciting 
' factors.  Normal  blood  ammonia  levels  are 
up  to  100  micrograms  per  100  ml.  (Conway 
method).  Levels  of  150  to  200  micrograms 
per  100  ml.  indicate  incipient  hepatic  coma.®® 
Blood  Cholesterol. — The  blood  cho- 
! lesterol  is  synthe.sized  and  broken  down  by 
the  liver  which  converts  cholesterol  into 
bile  acids  and  helps  to  esterify  cholesterol 
with  fatty  acids.®®  Intrinsic  liver  di.sease 
frequently  is  associated  with  a drop  in 
blood  cholesterol  below  200  mg.  per  100  ml. 
and  in  the  percentage  of  esterified  cholesterol, 
normally  65  per  cent  of  the  total. ®^ 

PTee  cholesterol  is  raised  in  biliary  tract 


ob.struction,  often  reaching  levels  above 
1,000  mg.  per  100  ml.  This  may  be  the 
result  of  excess  production  by  the  liver 
rather  than  to  the  accumulation  of  choles- 
terol normally  excreted  into  the  bile.®* 
The  esterified  fraction  iLsually  does  not  rise 
in  the  proportion  of  65  per  cent.  In  intra- 
hepatic  cholestasis  free  cholesterol  reaches 
higher  levels  than  in  extrahepatic  obstruc- 
tion. When  hepatic  cell  destruction  de- 
velops in  the  course  of  prolonged  biliary 
obstruction,  the  cholesterol  levels  fall. 
Changes  in  the  blood  cholesterol  also  must 
be  interpreted  in  the  presence  of  diabetes, 
dysthyroid  states,  and  lipid  disturbances  of 
familial  origin. 

Blood  coagulation  defects  are  common  in 
liver  disea.se  and  involve  prothrombin, 
proconvertin,  plasma  thromboplastin  com- 
ponent, platelets,  accelerator  globulin,  and 
other  unidentified  .serum  factors.®*  The 
prothrombin  time  is  the  best  test  for  scan- 
ning the  coagulation  properties  of  the  blood. 
If  prothrombin  time  is  elevated  more  than 
50  per  cent,  surgical  procedures  should  be 
avoided.  In  addition  to  vitamin  K,  the 
combined  use  of  fresh  and  stored  blood  has 
helped  to  correct  coagulation  difficulties, 
especially  in  cases  requiring  surgery.  These 
include  cirrhotic  patients  undergoing  porta- 
caval shunt  who  have  withstood  excessive 
bleeding  aided  by  whole  blood  transfusions. 

The  galactose  tolerance  test  is  of  limited 
value.  Severe  liver  damage  must  be  pre- 
sent before  significant  results  are  obtained.®® 

Serum  iron  is  elevated  in  viral  hepatitis®® 
and  is  normal  in  obstructive  jaundice®®  and 
cirrho.sis.'*®  With  liver  cell  necrosis  in  cir- 
rhosis the  serum  iron  rises.  A level  of  220 
micrograms  may  be  u.sed  to  differentiate 
parenchymatous  from  obstructive  jaundice 
in  which  the  iron-binding  capacity  is  satu- 
rated. In  cirrhosis,  even  if  the  serum  iron 
is  elevated,  the  iron-binding  capacity  is  not 
saturated. 

Liver  Biopsy 

Blind  needle  biop.sy  of  the  liver  has  been 
u.sed  extensively  since  1939.^®  It  has  con- 
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tributed  much  to  the  definitive  diagnosis  of 
liver  disease  and  to  the  correlation  of  struc- 
tural changes  with  functional  disturbances. 
Needle  biopsy  has  proved  to  be  safe  with 
very  little  morbidity  and  a fatality  rate  of 
less  than  1 per  1,000  procedures.  With  the 
introduction  of  a thin,  small-gauge  needle 
(Menghini)^^  pain  and  discomfort  have 
been  lessened,  and  a more  satisfactory 
core  of  liver  tissue  can  be  obtained  for  study 
than  with  other  needles.  The  major  prob- 
lems are  bleeding  into  the  peritoneum  and 
bile  leakage  for  which  the  patient  should  be 
watched.  With  signs  of  bleeding  or  of  peri- 
tonitis, occasionally  exploration  is  indicated. 

Liver  biopsy  is  contraindicated  in  patients 
with  a bleeding  tendency.  The  prothrom- 
bin time  should  not  be  more  than  five  seconds 
above  the  control.  A needle  biopsy  should 
not  be  done  in  the  presence  of  an  infected 
pleural  effusion,  liver  abscess,  or  peritoneal 
infection  because  of  the  possibility  of  spread- 
ing infection.  Prolonged  obstructive  jaun- 
dice may  be  a prelude  to  biliary  peritonitis, 
and  one  should  not  do  a biopsy  in  its 
presence. 

A liver  biopsy  is  of  value  in  the  distinction 
between  medical  and  obstructive  jaundice, 
in  hepatomegaly,  in  excluding  liver  disease 
in  the  presence  of  abnormal  function  tests, 
and  in  recognizing  granulomatous  lesions, 
such  as  tuberculosis,  schistosomiasis,  sar- 
coidosis, and  brucellosis. 

A liver  biopsy  may  be  used  safely  in  the 
differential  diagnosis  of  intrahepatic  chole- 
stasis and  extrahepatic  biliary  ti’act  obstruc- 
tion. The  chance  of  bile  leakage  is  small  if 
the  obstruction  is  of  less  than  one  month’s 
duration.  The  nature  of  drug-induced  jaun- 
dice frequently  will  be  clarified,  since  the 
picture  of  cholestasis  due  to  drugs  such  as 
thorazine  and  methyltestosterone  is  fairly 
well  recogniz('d. 

One  of  the  most,  sati.sfacd.ory  applications 
of  liver  biopsy  lies  in  the  demonstration  of  a 
primary  or  metastatic  neoplasm.  The  pic- 
ture of  cirrhosis  and  of  fatty  liver  frequently 
is  clarified,  and  prognostic  information  may 
be  obtained  from  serial  biopsies  in  these 


conditions. 

Viral  hepatitis  may  be  differentiated  from 
toxic  hepatitis  and  the  fatty  liver.  The 
cirrhoses  can  be  identified  on  liver  biopsy 
and  much  prognostic  information  obtained. 

Wilson’s  disease,  hemochromatosis,  amy- 
loidosis, tumors,  and  granulomata  frequently 
are  diagnosed  only  after  liver  biopsy.  A 
disturbance  of  pigment  metabolism,  such 
as  Dubin-Johnson  disease,  can  be  diagnosed 
by  liver  biopsy.  In  addition,  the  use  of 
special  stains,  histochemical  studies,  and 
electron  microscopy  have  extended  the  use- 
fulness of  the  liver  biopsy. 


1 .1 


Radiologic  Aspects  of  Liver  Disease 

Despite  the  density  and  location  of  the 
liver  mass  and  its  relative  inaccessibilitj"  i- 
by  most  of  the  radiopaque  media  in  general  | 
use,  many  advances  have  been  recorded  in  j 
the  contributions  of  the  roentgen  ray  in  I 
liver  disease.  The  most  common  radiopaque  j 
technics  depend  on  the  use  of  indirect  meth-  I 
ods,  such  as  tetrachloriodophenolphthalein, 
the  barium  swallow,  and  T-tube  cholangiog- 
raphy. Simpler  methods  also  have  given 
considerable  help. 

A plain  film  of  the  abdomen  frequently 
will  give  information  as  to  the  size  and 
shape  of  the  liver.  Gas  gangrene  of  the 
liver  has  produced  a picture  of  numerous 
isolated  and  confluent  clusters  of  gas 
bubbles  occupying  the  area  of  the  right 
lobe  of  the  liver.  In  addition  to  an  en- 
largement of  the  liver  mass,  the  gas  shadows 
of  the  cardia  and  body  of  the  stomach  may 
be  displaced  to  the  left,  and  the  hepatic 
flexure  and  proximal  transverse  colon  may 
be  deflected  dowmward.  The  kidney  also  has 
been  reported  as  displaced  in  some  cases. 
Occasionally,  the  demonstration  of  air  in  the 
extrahepatic  or  intrahepatic  biliary  tree  ' 
may  be  the  clue  to  a fistula  between  the 
biliary  tract  and  the  gasttointestinal  tract. 

Calcification  in  the  liver  area  may  be  due 
to  gallstones,  kidney  stones,  and  to  diseases 
of  the  kidney  and  adrenal  glands  and  of  the 
liver  itself.  Dense  shadows  in  the  liver 
area  result  from  calcifications  in  the  walls  of 
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an  echinoccns  cyst."*®  Calcification  has 
Ix'C'ii  nof.od  in  metastatic  disease  of  the  liver^’^ 
and  in  hepatoma. The  shadows  may 
represent  calcium  deposits  in  a necrotic 
tumor  or  in  a tumor  of  a mucous  cell  type. 

Tuberculosis  of  the  liver  may  cause 
calcification  with  multiple  small  areas  with- 
in the  liver  shadow.  Hemangiomata  of  the 
liver  may  produce  partly  dense  areas. 
Hemochromatosis  may  cause  increased  den- 
sity of  the  liver  by  virtue  of  iron  deposition. 
Occasionally,  the  diaphragm  casts  a dense 
shadow  because  of  the  known  affinity  of  the 
iron  for  muscle. 

The  diaphragm  may  be  elevated  markedly 
in  gross  enlargement  of  the  liver.  Dense 
irregular  masses  in  the  dome  of  the  liver 
may  cause  scalloping  and  excavation  of  the 
diaphragm  shadow. 

There  is  no  safe,  simple  method  of  visualiz- 
ing the  liver  by  making  it  opaque.  The 
earliest  method  was  the  use  of  colloidal  thor- 
ium dioxide  (Thorotrast).  The  substance 
remains  within  the  reticuloendothelial  sys- 
tem and  causes  good  opacification.^®  By 
a variation  in  density,  cirrhosis,  metastatic 
disease,  and  other  space-occupying  lesions 
can  be  demonstrated.  However,  because  of 
its  carcinogenic  effect  and  the  damage  to 
subcutaneous  tissues  if  extravasated,  thor- 
ium dioxide  has  been  abandoned. 

Halogenated  fats  may  be  taken  up  by  the 
reticuloendothelial  system  with  the  produc- 
tion of  dense  shadows  in  the  liver.  Some  of 
the  substances  used  in  experimental  animals 
have  been  brominated  emulsified  sesame 
oil,  poppy  seed  oil,  and  chloriodized  fats.®® 
Because  of  severe  reactions  these  substances 
are  no  longer  in  use.  After  the  injection  of 
colloidal  stannic  oxide  and  colloidal  micro- 
nized  gold  into  animals,  radiopacity  of  the 
liver  and  spleen  occurs  within  six  hours  and 
lasts  for  thirty  days.®^  This  method  has  not 
been  tried  in  human  beings. 

The  conventional  barium  studies  of  the 
gastrointestinal  tract  will  reveal  the  presence 
of  esophageal  and  gastric  varices  in  the 
portal  hypertension  of  cirrhosis.  The  dis- 
placement of  the  hollow  viscera  already  has 


been  noted.  Oral  cholecystography  has 
demonstrated  a filled  gallbladder  with 
irregular,  scalloped  margins  caused  by  the 
intrusion  of  a carcinomatous  mass  from  the 
liver. 

Radioactive  substances,  such  as  radio- 
active iodinated  serum  albumin  and  radio- 
active rose  bengal,  permit  scanning  by 
scintillation  counters.  The  senim  albumin 
is  concentrated  in  the  metastatic  growths 
and  granulomata,  and  a higher  radioactivity 
is  recorded  than  in  the  liver.  A liver  biopsy 
within  the  specified  area  has  resulted  in 
histologic  proof  of  the  presence  of  a neo- 
plasm.^® 

In  contrast  to  the  radioactive  serum 
albumin  radioactive  rose  bengal  is  taken 
up  by  the  liver  cells  and  not  by  the  metasta- 
tic lesion,  so  that  silent  areas  will  be  picked 
up.  In  a liver  10  cm.  thick  a lesion  must 
be  1.5  cm.  in  diameter  for  delineation.®® 
Radioactive  colloidal  gold  also  is  poorly 
taken  up  by  the  tumor  cells,  and  areas  of 
decreased  uptake  are  demonstrated  by 
scintillation  counting  after  an  intravenous 
injection.®® 

Percutaneous  splenoportography  has  been 
of  tremendous  value  in  outlining  the  portal 
venous  circulation  and  sometimes  in  visualiz- 
ing the  right  lobe  of  the  liver.  After  the 
portal  vein  and  its  intrahepatic  parts  are 
outlined,  the  failure  of  some  venous  radicles 
to  fill  around  a denser  portion  of  liver  in- 
dicates a mass  lesion.®^  Irregularities  of  the 
outline  of  the  splenic  vein  sometimes  are 
seen  in  cysts  and  in  carcinoma  of  the  pan- 
creas. 

The  procedure  is  carried  out  in  association 
with  the  measurement  of  splenic  pulp 
pressure.  A spinal  needle  is  inserted  into 
the  spleen  and  attached  to  a manometer 
which  records  the  level  of  portal  pressure. 
The  pressure  in  the  splenic  pulp  is  almost 
identical  with  that  in  the  major  portal 
radicles.  Fifty  ml.  of  70  per  cent  iodo- 
pyracet  (Diodrast)  are  injected  rapidly, 
and  serial  films  are  taken.  The  first  film 
shows  a collection  of  dye  in  the  spleen. 
The  dye  passes  immediately  to  the  splenic 
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and  portal  veins  to  enter  the  liver.  Occa- 
sionally there  is  regurgitation  into  the 
inferior  mesenteric  vein. 

In  extrahepatic  obstruction  of  the  portal 
vein  or  splenic  vein  there  will  be  no  filling 
beyond  the  point  of  the  block.  In  caver- 
nomatous  transformation  an  amorphous 
collection  of  dye  occiipies  the  usual  location 
of  the  vein,  and  there  is  no  filling  of  the 
hepatic  radicles. 

Intrahepatic  obstruction,  as  in  cirrhosis, 
causes  a reversal  of  the  flow  into  the  coronary 
veins  which  communicate  with  the  esophag- 
eal varices,  the  most  common  site  of  bleed- 
ing. Other  veins,  such  as  the  short  gastric 
and  inferior  mesenteric,  also  may  be  visual- 
ized. 

This  procedure  should  be  performed 
in  every  patient  with  portal  hypertension 
in  whom  surgery  is  contemplated.  It  is 
accompanied  occasionally  by  tearing  of 
the  capsule  of  the  spleen  with  bleeding  and 
chemical  peritonitis  which  may  necessitate 
exploration  and  splenectomy.  For  this 
reason  many  workers  prefer  to  do  splenopor- 
tography on  the  day  of  the  operation  so  that 
no  unnecessary  hazard  is  created.  In- 
valuable information  is  obtained  as  to  the 
patency  of  the  portal  vein  which  is  ab- 
solutely essential  for  a satisfactory  shunt. 

Hepatic  angiography  is  a procedure  which 
has  not  achieved  universal  recognition 
because  of  technical  difficulties.  During 
hepatic  vein  catheterization  an  opaque 
medium  is  injected  which  permits  visualiza- 
tion of  the  suprahepatic  venous  system 
and  of  the  parenchyma  of  the  catheterized 
lobule.  In  cirrhosis  a consistently  altered 
pattern  of  the  circulation  of  the  liver  has 
been  demonstrated.^® 

Others®^  have  manipulated  catheters  into 
the  celiac  or  hepatic  arteries  in  the  course 
of  catheterization  of  the  brachial  or  carotid 
arteries.  The  injection  of  an  opaque  me- 
dium into  the  normal  liver  demonstrated  an 
orderly  pattern  of  the  vessels  with  no  visible 
anastamoses.  In  metastatic  lesions  the 
vascular  arrangement  is  disorganized. 

In  another  report  hepatic  vein  catheteriza- 


tion with  an  injection  of  an  opaque  medium 
showed  metastatic  lesions  in  5 out  of  6 cases 
with  indentation  in  the  lumen  of  the  large 
vessels  and  displacement  of  the  smaller 
vessels.®® 

During  abdominal  exploration  an  in- 
jection of  contrast  material  with  radi- 
ography of  the  liver  has  given  information 
about  the  intrahepatic  circulation.®® 

An  injection  into  the  abdominal  aorta 
above  the  celiac  axis  by  a contrast  medium 
will  give  an  excellent  picture  of  the  arterial 
structure  of  the  liver  with  deformities  and 
displacements  in  the  presence  of  a neoplasm 
similar  to  the  pattern  seen  in  the  brain  after 
cerebral  angiography.  The  procedure  is 
not  without  risk.®® 

Transhepatic  percutaneous  cholangiog- 
raphy involves  the  injection  of  biliary 
radicles  by  opaque  material  in  an  effort  to 
outline  the  intrahepatic  biliary  tree  and 
the  extrahepatic  biliary  tract.  The  pro- 
cedure has  been  of  value  in  cases  of  pro- 
longed obstructive  jaundice  but  is  not 
without  risk.  The  same  hazards  of  bleeding 
and  bile  leakage  which  occur  in  liver  biopsy 
pertain.  Some  workers  suggest  the  simul- 
taneous use  of  peritoneoscopy  to  prevent 
these  incidents.  Royer  and  Solari®°  first 
injected  dye  into  the  gallbladder  under 
peritoneoscopic  control  in  1947,  and  in 
1952  Carter  and  Saypol®^  performed  the 
procedure  in  enough  patients  to  stimulate 
interest  by  others.  Indications  have  been 
to  investigate  postcholecystectomy  symp- 
toms, to  diagnose  the  presence  and  site  of 
carcinoma  of  the  biliary  tract  and  of  the 
liver,  to  demonstrate  the  site  of  calculous 
disease,  and  to  measure  biliary  pressure.®® 

In  a recent  report  21  patients  with  ob- 
structive jaundice  were  investigated  by 
percutaneous  transhepatic  cholangiog- 
raphy.®® The  bile  passages  of  10  patients 
could  not  be  entered,  and  at  operation  all 
of  these  were  found  to  have  intrahepatic 
obstructive  disease.  A correct  diagnosis 
was  made  in  10  patients  with  extrahepatic 
biliary  tract  obstruction.  In  1 case  the 
procedure  was  unsuccessful.  One  patient 
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required  an  exploratory  operation  for  biliary 
leakage  into  the  pertoneum.  These  workers 
were  satisfied  that  the  site  and  nature  of 
extrahepatic  obstruction  could  be  identified 
and  differentiated  from  intrahepatic  ob- 
struction, such  as  in  biliary  cirrhosis. 

Hepatic  Coma 

Hepatic  coma  is  a syndrome  of  neurologic 
and  psychiatric  changes  associated  with 
the  failure  of  the  liver  to  detoxify  intestinal 
contents  either  because  of  intrinsic  hepatic 
insufficiency  or  because  the  liver  is  bypassed 
through  the  collaterals  in  the  portal  circula- 
tion.®^ The  term  cholemia,  formerly  used 
to  describe  this  state,  has  been  abandoned. 
In  some  cases  internal  shunts  may  develop 
through  portal  vein-hepatic  vein  anasto- 
moses which  prevent  blood  from  reaching 
the  liver  cell.®® 

The  picture  of  hepatic  coma  in  cirrhosis 
can  be  produced  by  a high  protein  diet, 
sedative  drugs,  a bleeding  episode,  or  am- 
monium chloride.®®  The  finding  of  high 
blood  levels  of  ammonia  and  their  reduction 
by  purging  and  by  neomycin  suggests  that 
the  symptoms  are  related  to  increased 
nitrogen  content  arising  in  the  bowel. ®^  It 
is  likely  that  the  diseased  liver  also  is  un- 
able to  handle  ammonium  formed  by  the 
kidney,  muscles,  and  brain.®* 

Ammonium  interferes  with  the  Krebs 
cycle  by  combining  with  alpha  ketoglutarate 
to  form  glutamic  acid  and  causing  dimin- 
ished oxygen  consumption  by  the  brain.®® 
Although  ammonium  elevations  are  com- 
mon in  hepatic  coma,  10  per  cent  of  patients 
have  normal  values.^®  Other  chemical 
changes  are  present,  including  a respiratory 
alkalosis,”  low  serum  potassium  levels,^® 
and  occasionally  low  magnesium  values.^* 

The  clinical  picture  of  hepatic  coma  in- 
cludes drowsiness,  disorientation,  minor 
aphasias,  personality  disturbances,  and  lack 
of  coordination.  The  flapping  tremor  of 
hepatic  coma  is  seen  frequently.  Elec- 
troencephalographic  changes  include  slow 
bursts  in  the  delta  range,  an  indication 
of  metabolic  abnormality.  The  picture 


is  not  specific  and  may  be  present  in  other 
pathologic  states,  such  as  uremia  and  con- 
gestive heart  failure.  It  is  unmistakable 
when  it  is  associated  with  jaundice,  skin 
spiders,  fetor  hepaticus,  and  other  stigmas 
of  chronic  liver  di.sease.  Laboratory  evi- 
dence of  disturbed  liver  function  is  present 
almost  invariably. 

Treatment  should  include  a diet  com- 
pletely lacking  in  protein.  Fifteen  hundred 
calories  can  be  given  each  day  by  glucose 
drinks  or  by  20  per  cent  glucose  through 
an  intragastric  tube  or  by  the  intravenous 
route.  With  the  patient’s  improvement, 
protein  up  to  20  to  50  Gm.  daily  is  added. 
The  question  arises  as  to  the  effect  on  the 
sick  liver  of  such  depletion,  but  the  ob- 
servation of  patients  who  are  treated  for 
hepatic  failure  over  many  months  indicates 
no  harmful  effects.'^^  The  bowel  should 
be  kept  cleansed  by  cathartics,  such  as 
magnesium  sulphate,  which  have  caused  a 
drop  in  blood  ammonia,  and  by  enemas. 
This  is  especially  effective  in  cases  of  gas- 
trointestinal bleeding  in  which  the  protein 
content  of  the  bowel  is  exceptionally  high. 

The  inciting  causes  of  hepatic  coma  are 
many.  The  syndrome  may  develop  as  a 
terminal  event  in  chronic  liver  disease 
caused  by  an  absolute  failure  of  the  liver 
cell  to  detoxify.  It  may  occur  in  the  course 
of  bleeding  from  esophageal  varices  or 
during  any  acute  superimposed  infection, 
such  as  pneumonia  or  sepsis.  Occasionally 
drugs  may  tip  the  balance,  and  the  patient 
is  found  to  be  in  a coma.  Morphine  is  the 
worst  offender  and  should  not  be  used  in 
liver  disease.  The  barbiturates,  ammonium 
salts,  chlorothiazide  and  Diamox  also  are 
potential  initiators  of  coma  and  should 
be  used  with  caution. 

The  prognosis  depends  on  the  state  of 
liver  function  and  the  presence  of  a pre- 
cipitating agent.  Cirrhotic  patients  in  a 
fair  state  of  compensation  who  have  marked 
collateral  circulation  have  a better  prognosis 
than  patients  with  acute  hepatitis,  in  whom 
the  outlook  is  grimmest.  Decompensated 
cirrhotic  patients  with  ascites  and  jaundice 
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also  have  a poor  prognosis. 

Anlibiolic  therapy  is  ('ssential  in  the 
nianageiiK'nt  of  hepatic  coma.  Neomycin 
is  most  effective  in  decreasing  ammonium 
formation  in  the  bowel  and  is  poorly  ab- 
sorbed so  that  little  .systemic  effect  is  seen.^* 
Recently  there  has  been  .some  evidence 
that  malabsorption  develops  as  a result  of 
neomycin  therapy,  but  this  has  not  been 
a constant  or  serious  pi'oblem.™  The  dose 
is  4 to  8 Gm.  daily  in  divided  doses. 

The  u.se  of  glutamic  acid  has  been  ad- 
vocated on  the  basis  of  the  reaction  of 
glutamic  acid  with  ammonium  to  form 
glutamine  which  is  harmless,  and  thereby 
detoxifying  the  ammonium.  McDermott, 
Wareham,  and  RiddelF^  have  reported  good 
experience  with  glutamic  acid  in  hepatic 
coma  secondary  to  gastrointestinal  hemor- 
rhage, but  others  have  not  had  a similar 
experience.'^* 

In  addition  to  the  poor  clinical  re.sults, 
t.here  are  other  objections  to  the  use  of 
glutamic  acid.  These  are  the  extra  load 
thrown  on  the  liver  by  this  amino  acid  and 
the  large  amounts  of  sodium  which  accom- 
pany the  glutamate  and  which  may  pre- 
dispose the  patient  to  pulmonary  edema. 

Arginine  has  been  advocated  because  of 
its  action  in  forming  urea  from  ammonia. 
While  there  are  good  theoretic  grounds  for 
expecting  clinical  improvement  from  its  use, 
there  have  been  no  good  results  reported, 
and  the  drug  is  of  questionable  value. 

Adrenal  steroids  are  of  questionable  value. 
Some  workers*^  report  no  success  with  them 
in  the  coma  of  cirrho.sis,  but  our  own  ex- 
perience would  favor  their  use  in  dosages 
of  from  100  to  400  mg.  of  hydrocortisone 
daily.  An  occasional  patient  has  made  a 
response  which  could  be  attributed  to 
.steroids. 

Hepatic  coma  in  viral  hepatitis  is  of  such 
ominous  significance  that  steroids  should 
be  administered  in  large  do.ses  (400  to  1,000 
mg.  of  cortisone  daily).**  Some  favorable 
reports  have  encouraged  its  use,  and  Sher- 
lock*^ has  reported  recovery  in  2 out  of  6 
patients  who.se  coma  was  caused  by  viral 


hepatitis.  In  one  series  of  6 patients  in 
coma  who  were  treated  witli  large  do.ses 
of  cortisone,  5 made  a quick  temporary 
respon.se  only  to  die  in  the  next  episode  of 
coma,  and  1 had  a bleeding  gastric  nicer.** 


Portal  Hypertension 


Hypertension  of  the  portal  circuit  occurs 
as  the  result  of  an  obstruction  to  the  flow 
of  blood  at  any  point  in  the  liver,  \i.sually 
due  to  cirrhosis.  The  obstruction  may 
occur  above  the  liver  at  the  point  where 
the  hepatic  veins  empty  into  the  vena  cava, 
as  in  thrombosis  (Budd-Chiari  syndrome), 
or  below  it  in  the  portal  vein,  such  as  throm- 
bosis or  cavernomatous  transformation. 

Much  progress  has  been  made  in  the 
study  of  portal  hypertension,  leading  to 
advances  in  the  management  of  bleeding 
from  varices  of  the  esophagus  and  stomach, 
the  most  dangerous  collaterals  resulting  from 
obstruction.  New  diagnostic  methods  have 
been  developed  which  give  information 
about  the  extent  and  nature  of  the  block. 
These  include  splenic  pvilp  pressure  measure- 
ments, percutaneous  splenoportography,  and 
hepatic  vein  catheterization. 

The  more  conventional  methods  of  barium 
meal  study  of  the  esophagus  and  esopha- 
goscopy  have  lost  none  of  their  usefulness. 
The  x-ray  examination  is  a routine  study  and 
will  give  positive  information  in  about  40 
per  cent  of  patients  with  varices.  Esoph- 
agoscopy  should  be  reserved  for  those  pa- 
tients with  suspected  varices  or  those  who 
have  bled,  in  whom  x-ray  films  have  not 
demonstrated  varices.  It  may  be  of  greater 
value  than  the  x-ray  film  in  establishing 
the  presence  of  varices  at  the  time  of  fresh 
bleeding  in  patients  whose  diagnosis  is  not 
known. 

Percutaneous  splenic  pulp  pressure  is 
obtained  by  the  insertion  of  a spinal  needle 
into  the  spleen  in  the  eighth  or  ninth  inter- 
space and  connecting  the  needle  with  a 
strain  gauge  manometer.  Normal  splenic 
pulp  pressure  is  less  than  200  mm.  of  water. 
In  intrahepatic  block  the  pressure  range  is 
between  200  and  600  mm.  of  water.  In 
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extrahepatic  block  the  range  is  between 
‘ioO  and  400  mm.  of  water.®® 

After  tlie  splenic  pulp  pressure  is  obtained, 
.">()  cc.  of  70  per  cent  iodopyra<-e.t  is  injected 
through  a syringe  in  from  seven  to  ten 
seconds.  I'lighI  to  ten  films  are  taketi  in 
rapid  succession.  The  normal  splenoporto- 
gram shows  the  collection  of  dye  in  the 
spleen  which  enters  the  splenic  and  portal 
veins  to  enter  the  liver.  If  intrahepatic 
block  is  present,  there  ma}'  be  a reversal 
of  flow  into  the  tributaries  of  these  veins, 
especially  the  left  gastric  or  coronary  veins 
which  communicate  Avith  the  esophageal 
veins. 

In  extrahepatic  obstruction  the  portal 
flow  is  obstructed  somewhere  between  the 
spleen  and  the  liver  and  is  usually  due  to 
thrombosis,  cavernomatous  transformation, 
or  extravascular  compression  by  a tumor. 

There  are  two  instances  in  which  the 
portal  and  splenic  veins  may  not  be  visual- 
ized by  x-ray  even  though  later  they  may 
be  shown  to  be  patent  at  operation  or 
autopsy.  In  the  presence  of  ascites  the 
dye  may  go  directly  into  the  collaterals 
around  the  spleen  or  be  sidetracked  into 
the  coronary  azygous  collaterals.  Non- 
visualization also  may  occur  in  patients 
who  have  large  natural  splenorenal  venous 
communications.®’ 

Portal  venous  pressure  can  be  measured 
through  a catheter  which  occludes  the 
hepatic  vein.  A radiopaque  catheter  is 
passed  under  fluoroscopic  observation  along 
an  antecubital  vein  through  the  right  auricle 
and  the  inferior  vena  cava  into  a branch  of 
the  hepatic  vein.  It  is  then  pushed  to  the 
lateral  margin  of  the  liver  until  resistance 
is  encountered.  From  this  occluded  posi- 
tion of  the  catheter  pressures  are  recorded 
with  a saline  or  strain  gauge  manometer. 
When  the  catheter  is  withdrawn,  5 cm.  of 
free  hepatic  pressure  is  measured.  The 
occluded  pressure  or  wedge  pressure  is 
elevated  in  intrahepatic  obstruction  of 
cirrhosis.  It  is  normal  in  extrahepatic 
block.  Normal  values  are  4 to  6 mg. 
Hg  or  52  to  80  mm.  water.*® 


When  bleeding  occurs  from  esophageal 
varices,  one  of  the  most  critical  situatif)ns 
in  medicine  must  be  managed  aggre,ssivel> . 
Some  patients  may  be  treat(‘d  by  parenteral 
means  with  blood  tran.sfusion  and  infusion 
of  glucose  and  water.  Sedation  must  be 
used  moderately  foi-  fear  of  i)recipitating 
hepatic  coma. 

Alost  patients  will  require  more  aggressive 
treatment.  The  Sengstaken-Blakemore 
tube,  a three-lumeu  tube  with  two  balloons 
attached,  has  been  used  since  19.)0  to  serve 
the  three-fold  purpose  of  compressing  the 
esophageal  and  gastric  varices  for  the 
a.spiration  of  blood  from  the  stomach,  and 
for  feeding  purposes.®® 

This  tube  is  only  moderately  effective. 
It  must  be  retained  for  many  hours,  soiik*- 
times  many  days,  and  even  weeks.  Many 
difficulties  have  been  encountered  even  in 
those  patients  whose  bleeding  has  been 
controlled.  These  include  esophagitis  and 
ulceration®®  and  asph}^xia  from  the  ob- 
struction of  the  air  passage  by  the  traction 
required  to  fix  the  balloon.®’ 

Because  of  the.se  difficulties  another 
method  for  stopping  bleeding  has  been 
introduced  recently,  a gastric  hypothermia 
apparatus  for  cooling  the  esophagus  ami 
stomach.  Experience  has  been  too  meageu- 
to  warrant  any  conchrsion.®® 

If  the  bleeding  is  uncontrolled,  surgery 
may  be  necessary.  Most  often  this  has 
been  a transthoracic  approach  with  ligation 
of  the  varices  in  the  hope  of  stopping 
hemorrhage  and  doing  a more  definitive' 
operation  at  a future  date.®® 

The  most  important  operation  for  portal 
hypertension  and  bleeding  varices  is  tlu' 
portal  systemic  anastomosis  which  was 
suggested  by  Eck  in  1877®®  following  his 
animal  experiments  in  anastomosing  the 
portal  vein  to  the  inferior  vena  cava.  The 
operation  was  introduced  into  clinical  prac- 
tice by  Whipple  and  Blakemore  in  1940.®® 
The  effect  of  this  anastomosis  is  to  de- 
crease portal  vein  pressure  with  a reduction 
or  even  the  disappearance  of  the  esophageal 
varices.®®  The  likelihood  of  recurrent  blced- 
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ing  is  diminished.  Linton®^  has  reported 
no  recurrence  of  bleeding  in  18  patients 
with  portacaval  anastomoses.  Voorhees®* 
and  Blakemore®®  found  recurrent  bleeding 
iti  47,  or  1.5  per  cent  of  318  patients. 

Linton  prefers  a splenorenal  .shunt  as  a 
result  of  more  favorable  experiences.  He 
anastomoses  the  splenic  vein  to  the  renal 
vein  with  a lower  operative  risk  and  a 
lessened  rate  of  recurrent  bleeding.  Other 
late  complications  are  not  as  frequent  as 
with  portacaval  shunts,  especially  the  porto- 
systemic encephalopathy  and  peptic  ulcera- 
tion. Although  this  operation  is  preferred 
by  him,  most  workers  will  perform  splenore- 
nal shunt  only  in  the  presence  of  a blocked 
portal  vein  due  to  thrombosis  or  to  caver- 
nomatous  transformation.  Since  these  oc- 
cur more  often  in  the  presence  of  a normal 
liver,  the  over-all  operative  mortality 
is  less  than  that  for  portacaval  shunt. 
However,  since  both  the  splenic  vein  and 
the  renal  vein  are  smaller  than  the  portal 
vein  and  the  inferior  vena  cava,  the  likeli- 
hood of  thrombosis  in  a splenorenal  shunt 
may  be  greater. 

The  foregoing  discussion  applies  to  the 
elective  shunt,  an  operation  performed 
after  the  patient  has  recovered  from  the 
bleeding  and  its  untoward  effects  on  the 
liver.  Medical  management  of  the  patient 
will  make  the  operation  a better  risk, 
but  the  danger  of  new  bleeding  is  great, 
and  the  operation  should  be  performed  as 
soon  as  liver  function  has  been  restored. 
It  is  advisable  to  have  a .serum  albumin 
of  at  least  3 Gm.  per  100  ml.  and  a bilirubin 
level  below  2 mg.  per  100  ml.  The  patients 
with  such  laboratory  figures  associated  with 
a fair  state  of  body  muscular  structure  will 
have  the  lowest  mortality  rate,  9.4  per  cent. 
4'ho.se  who  have  been  in  poor  health  with  a 
serum  albumin  below  3 Gm.  per  100  ml.  and 
a biliniV)in  above  2 mg.  per  100  ml.  will  have 
a much  higher  mortality  rate,  39.6  per  cent.®® 

Emergency  shunts  are  performed  at  the 
beginning  of  a bleeding  incident.  One 
may  weigh  the  advantages  and  hazards 
of  this  procedure  against  the  morbidity  and 


potential  mortality  in  any  specific  incident. 
There  has  not  been  much  experience  with 
the  emergency  shunt,  but  one  surgeon  has 
abandoned  this  approach  after  a series  of  4 
deaths  in  5 patients,  or  an  80  per  cent 
mortality. 

The  mortality  rate  for  any  group  of 
patients  in  a first  hemorrhage  is  about 
10  per  cent.  This  and  the  difficult  ex- 
perience with  emergency  shunts  and  elective 
shunts  have  raised  the  possibility  of  shunt- 
ing before  hemorrhage  has  occurred  in 
patients  who  have  esophageal  varices. 
This  prophylactic  shunt  has  some  pro- 
ponents. Sullivan,  Cohen,  and  Palmer*®® 
reported  28  prophylactic  shunts  with  a 
mortality  rate  of  3.5  per  cent  as  compared 
with  a rate  of  11.5  per  cent  in  62  patients 
who  had  sustained  one  or  more  hemorrhages. 
The  disadvantage  of  this  operation  is  that 
some  patients  who  might  never  have  bled 
from  the  varices  may  die  in  the  operative 
period.  In  addition,  there  is  some  experi- 
ence which  would  indicate  that  a large 
number  of  cirrhotic  patients  with  varices 
may  not  bleed. 

One  hundred  and  fifteen  cirrhotic  patients 
in  whom  the  diagnosis  of  esophageal  bleeding 
was  established  before  any  hemorrhage 
were  followed  for  from  one  to  six  years.*®* 
Thirty-three  (28.6  per  cent)  of  the  patients 
eventually  bled.  Twenty  of  these  died  in  a 
bleeding  incident.  Eleven,  or  9.5  per  cent 
of  the  total,  died  during  the  first  bleeding 
episode.  The  importance  of  this  study  is 
in  the  development  of  an  attitude  toward 
prophylactic  shunt  in  preference  to  operat- 
ing after  the  first  bleeding  episode.  The 
9.5  per  cent  mortality  in  this  first  incident 
may  be  less  than  the  over-all  surgical 
mortality.  The  morbidity  and  the  mor- 
tality failures  of  routine  prophylactic  opera- 
tions may  be  greater  than  the  difficulties 
which  these  patients  would  have  experienced 
if  they  had  not  been  operated  on  until  after 
the  first  bleeding  incident.  For  this  reason 
prophylactic  surgery  does  not  offer  any 
advantage.  However,  if  criteria  can  be 
developed  in  determining  which  patients 
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rt'ill  bleed,  or  if  the  operative  mortality 
should  be  lower  than  5 per  cent,  prophylac- 
tic shunt  may  prove  to  be  of  value. 

The  development  of  peptic  ulcer  of  the 
stomach  or  duodenum  poses  a problem 
in  about  15  per  cent  of  patients  on  whom 
a shunt  has  been  performed.  This  may 
be  due  to  increased  gastric  secretory  activity, 
as  shown  by  Heidenhain  pouch  studies  in 
operated  dogs^®^  or  the  lack  of  detoxification 
of  histamine  precursors  which  are  bypassing 
the  liver. 

A recent  long-term  follow-up  of  237  cases 
shows  a mortalitj^  rate  of  9 per  cent  for 
portacaval  shunts  and  11  per  cent  for 
splenorenal  shunts.  At  the  end  of  ten 
years  43  per  cent  were  still  living.  This 
is  an  excellent  result, 

' 1050  Fifth  Avenue,  New  York  28 


References 

1.  Cole,  P.  G.,  and  Lathe,  G.  H.:  Separation  of 
serum  pigments  giving  direct  and  indirect  van  den 
Bergh  reaction,  J.  Clin.  Path.  6:  99  (1953). 

2.  Schmid,  R.,  Axelrod,  J.,  Hammaker,  L.,  and 
Swarm,  R.  L. : Congenital  jaundice  in  rats  due  to  de- 
fect in  glucuronide  formation,  J.  Clin.  Invest.  37:  1123 
(1958). 

3.  Dutton,  G.J.:  UDPGA  as  glucuronyl  donor  in 
synthesis  of  ester,  aliphatic  and  steroid  glucuronides, 
Biochem.  J.  64:  693  (1956). 

4.  Schmid,  R.,  Hammaker,  L.,  and  Axelrod,  J. ; 
Enzymic  formation  of  bilirubin  glucuronide.  Arch. 
Biochem.  70:  285  (1957). 

5.  Arias,  I.  M.,  Lowy,  B.  A.,  and  London,  I.  M.: 
Studies  of  glucuronide  synthesis  and  of  glucuronyl 
transferase  in  liver  and  serum,  J.  Clin.  Invest.  37: 
875  (1958). 

6.  Day,  R.,  and  Johnson,  L.;  Kernicterus,  Progr. 
Hemat.  2:  133  (1959). 

7.  Crigler,  J.  F.,  and  Najjar,  V.  A.:  Congenital 
familial  non-hemolytic  jaundice  with  kernicterus. 
Pediatrics  10:  169  (1952). 

8.  Schmid,  R.,  and  Hammaker,  L.:  Glucuronide 
formation  in  patients  with  constitutional  hepatic  dys- 
function (Gilbert’s  disease).  New  England  J.  Med.  260: 
1310  (1959). 

9.  Arias,  I.  M.:  Gilbert’s  disease.  Bull.  New 
York  Acad.  Med.  35:  450  (1959). 

10.  Dubin,  I.  N.;  Chronic  idiopathic  jaundice: 
review  of  fifty  cases.  Am.  J.  Med.  24:  268  (1958). 

11.  Richman,  A.,  and  Jacobs,  W. : The  radioactive 

ro.se  bengal  test  of  liver  function,  J.  Mt.  Sinai  Hosp. 

27:  600  (1960). 

12.  Rotor,  A.  B.,  Manahan,  L.,  and  Florentin,  A.; 
Familial  non-hemolytic  jaundice  with  direct  van  den 
Bergh  reaction,  Acta  med.  philippina  5:  37  (1948). 

13.  Watson,  C.  J.:  The  importance  of  the  frac- 
tional serum  bilirubin  determination  in  clinical  medi- 
cine, Ann.  Int.  Med.  45:  351  (1956). 

14.  MacDonald,  D.:  Some  observations  on  the 
disappearance  of  bromsulphalein  dye  from  the  blood: 


its  relation  to  liver  function,  Canad.  M.  A.  J.  39:  556 
(1938). 

15.  .lavitt,  N.  B.,  et  al:  The  intrahepatic  conjuga- 
tion of  sulfobromophthalein  and  glutathione  in  the  dog, 
J.  Clin.  Invest.  39:  1570  (1960). 

16.  Reich,  J.  S.,  and  Davis,  W.  D.,  Jr.:  The  dif- 
ferential value  of  bromsulfalein  retention  tests  in  acute 
hepatitis  and  obstructive  jaundice.  Am.  J.  Digest  Dis. 
5 : 770  (Sept.)  1960. 

17.  Mallin,  S.  R.,  and  Gambescia,  J.  M.:  A fatal 
reaction  to  sulfobromophthalein,  J.A.M.A.  174:  185 
(Dec.  3)  1960. 

18.  Taplin,  G.  V.,  Meredith,  O.  M.,  Jr.,  and  Kade, 

H.:  Radioactive  (I'^'  tagged)  rose  bengal  uptake- 

excretion  test  for  liver  function  using  external  gamma- 
rav  scintillation  counting  techniques,  J.  Lab.  & Clin. 
Med.  45:  665  (1955). 

19.  Leevy,  C.  M.,  and  Greenberg.  J. : Radioisotope 
scanning  as  a guide  to  needle  biopsy  of  the  liver.  Am. 
J.  M.  Sc.  233:  28  (1957). 

20.  Greenspan,  E.:  Clinical  significance  of  muco- 
proteins.  Advances  Int.  Med.  7 : 101  (1955). 

21.  Orr,  W.  F.,  Jr.,  and  Moore,  D.  H.:  Studies  on 
identity  of  prothrombin,  Proc.  Soc.  Exper.  Biol.  & Med. 
46:  357  (1941). 

22.  Owren,  P.  A. : The  diagnostic  and  prognostic 
significance  of  plasma  prothrombin  and  factor  V levels 
in  parenchymatous  hepatitis  and  obstructive  jaundice, 
Scandinav.  J.  Clin.  & Lab.  Invest.  1 : 131  (1949). 

23.  Holman,  H.,  and  Tomasi,  T.:  “ Lupoid”  hepa- 
titis, M.  Clin.  North  America  44:  633  (May)  1960. 

24.  Hanger,  F.  M.:  Liver  function  tests,  ibid.  44: 
681  (May)  1960. 

25.  Idem:  Serological  differentiation  of  obstructive 
from  hepatogenous  jaundice  by  flocculation  of  cephalin 
cholesterol  emulsions,  J.  Clin.  Invest.  18:  261  (1939). 

26.  Gutman,  A.  B. : Serum  alkaline  phosphatase 
activity  in  diseases  of  skeletal  and  hepatobiliary  system. 
Am.  J.  Med.  27  : 875  (1959). 

27.  Ahrens,  E.  H.,  Jr.,  et  al.:  Primary  biliary 

cirrhosis.  Medicine  29:  299  (1950). 

28.  Wroblewski,  F.:  Significance  of  alterations  in 
.serum  enzymes  in  differential  diagnosis  of  jaundice, 
A.M.A.  Arch.  Int.  Med.  100:  635  (1957). 

29.  Banks,  B.  M.,  Pineda,  E.  P.,  Goldberg,  J.  A., 
and  Rutenberg,  A.  M.:  Clinical  value  of  serum  leucine 
aminopeptidase  determinations.  New  England  J.  Med. 
263:  1277  (1960). 

30.  Burnett,  W.:  An  assessment  of  the  value  of 
serum  cholinesterase  as  a liver  function  test  and  in  the 
diagnosis  of  jaundice.  Gut  1 : 294  (1960). 

31.  Bessman,  S.  P.,  and  Bessman,  A.  N.:  The 
cerebral  and  peripheral  uptake  of  ammonia  in  liver 
di.sea.se  with  an  hypothesis  for  the  mechanism  of 
hepatic  coma,  J.  CJin.  Invest.  34 : 622  (1955). 

32.  Sherlock,  S. : Hepatic  Coma.  Diseases  of  the 
liver  and  biliary  tract,  Springfield,  Illinois,  Charles  C 
Thomas,  1958,  p.  88. 

33.  Block,  K.,  Borek,  E.,  and  Rittenberg,  D.: 
Synthesis  of  cholesterol  in  surviving  liver,  J.  Biol.  Chem. 
162:  441  (1946). 

34.  Greene,  C.  H.,  Hotz,  R.,  and  Leahy,  E.:  Clinil 
cal  value  of  determination  of  cholesterol  esters  of  blood 
in  hepatic  disease,  A.M.A.  Arch.  Int.  Med.  55:  1130 
(1940). 

35.  Byers,  S.  O.,  Friedman,  M.,  and  Michaelis, 
F. : Observations  concerning  the  production  and  excre- 
tion of  cholesterol  in  animals.  III.  The  source  of 
excess  plasma  cholesterol  after  ligation  of  the  bile  duct, 
J.  Biol.  Chem.  188:  637  (1951). 

36.  Finkbeiner,  R.  B.,  et  al.:  Coagulation  defects 
in  liver  disease  and  response  to  transfusion  during 
surgery.  Am.  J.  Med.  26:  199  (1959). 


August  1,  1961 


2627 


ALEXANDER  RICH  MAN 


37.  Sherlock,  S. : Biochemical  investigations  in 

liver  disea.se:  some  correlations  with  hepatic  histologj-, 
,J.  Path.  & Bact.  58 : 523  (1940). 

38.  Christian,  E.  B.:  Behavior  of  serum  iron  in 
various  diseases  of  the  liver,  A.M.A.  Arch.  Int.  Med. 
94:  22  (19,54). 

39.  Schamroth,  L.,  Edelstein,  W.,  Politzer,  W.  M., 

and  Stevens,  N. : Serum  iron  in  the  diagnosis  of 

hepatobiliary  disease,  Brit.  M.  J.  1:  960  (1956j. 

40.  Hemmeler,  G.:  Serumeisen  und  leber,  Klin. 
Wchnschr.  18:  1245  (1939). 

41.  Baron,  E.:  Aspiration  for  removal  of  biopsy 
material  from  the  liver,  A.M.A.  Arch.  Int.  Med.  62  : 
276  (1939). 

42.  Schaffner,  F.:  The  clinical  utilization  of  liver 
biopsy,  M.  Clin.  North  America  44:  709  (May)  1960. 

43.  Elston,  M.  W.:  Antemortem  radiographic 

demonstration  of  gas  gangrene  of  the  liver,  Radiolog>’ 
74:57  (1960). 

44.  Margulis,  A.  R.,  Nice,  C.  M.,  Jr.,  and  Rigler, 
L.  G. : The  roentgen  findings  in  primary  hepatoma  in 
infants  and  children,  ibid.  66:  809  (1956). 

45.  Brockis,  J.  G.,  and  Gilbert,  M.  C.:  Intestinal 
obstruction  by  gall  stones.  A review  of  179  cases, 
Brit.  J.  Surg.  44:  461  (1957). 

46.  Schlanger,  P.  M.,  and  Schlanger,  H.:  Hydatid 
di.sea.se  and  its  roentgen  picture,  Am.  J.  Roentgenol. 
60:  .331  (1948). 

47.  Wells,  J.:  Calcified  liver  metastases.  New 

England  J.  Med.  255:  639  (1956). 

48.  Finch,  S.  C.,  and  Finch,  C.  A.:  Idiopathic 
hemochromatosis:  an  iron  storage  disease.  Medicine 
34:  381  (1955). 

49.  Thomas,  S.  F.,  Henry,  G.  W.,  and  Kaplan, 
H.  S. : Hepatolienography : past,  present  and  future. 
Radiology  57:  669  (1951). 

50.  Olsson,  O.,  and  Ekman,  B. : Oral  hepatog- 
raphy: preliminary  report  of  an  experimental  study, 
Acta  radiol.  31  : 33  (1949). 

51.  Fischer,  H.  W.:  Colloidal  stannous  oxide: 

animal  studies  on  a new  hepatolienographic  agent. 
Radiology  68:  488  (1957). 

52.  Friedell,  H.  L.,  MacIntyre,  W.  J.,  and  Rejali, 

A.  M . : A method  for  the  visualization  of  the  con- 
figuration and  structure  of  the  liver:  preliminary 

clinical  investigations.  Am.  J.  Roentgenol.  77 : 455 
(1957). 

53.  Helander,  C.  G.,  et  al.:  Venographic  and 

scintillographic  demonstration  of  liver  metastases,  Acta 
radiol.  50:  533  (1958). 

54.  Evans,  J.  A.,  and  Mujahed,  Z.:  Roentgeno- 
graphic  aids  in  diagnosis  of  neoplasms  of  liver  and 
extrahepatic  ducts,  J. A.M.A.  171  : 7 (1959). 

55.  Panke,  W.  F.,  Moreno,  A.  H.,  and  Rousselot, 
L.  M.:  The  diagnostic  study  of  the  portal  venous  sys- 
tem, M.  Clin.  North  America  44:  727  (May)  1960. 

56.  Celis,  A.,  Villalobos,  M.  E.,  Del  Castillo,  H., 
and  Espinosa,  J.:  Roentgenographic  opacity  of  the 
hepatic  circulation.  Am.  J.  Roentgenol.  74:  1089  (1955). 

57.  Bierman,  H.  R.,  Byron,  R.  L.,  Jr.,  Kelly,  K.  H., 
and  Grady,  A.:  Studies  on  the  blood  supply  of  tumors 
in  man.  III.  Vascular  patterns  of  the  liver  by  hepatic 
arteriography  in  vivo,  J.  Nat.  Cancer  Inst.  12:  107 
(1951). 

58.  Moore,  G.  E.,  and  Bridenbough,  R.  B.: 
Roentgen  demonstration  of  the  venous  circulation  in 
the  liver:  portal  venography.  Radiology  57 : 685  (1951). 

59.  Rigler,  L.  C.,  Olfelt,  P.  C.,  and  Krumbach, 
R.  W.:  Roentgen  hepatograi)hy  by  injection  of  a con- 
trast medium  into  the  aorta.  I’reliminary  report,  ibid. 
60:  363  (1953). 

60.  Royer,  H.,  and  Solari,  A.  V.:  Cholangiography 
performed  with  the  help  of  peritoneoscopy,  Ga.stro- 


enterology  8:  586  (1947). 

61.  Carter,  R.  F.,  and  Saypol,  G.  M.:  Trans- 
abdominal cholangiography,  J.A.M.A.  148:  253  (1951). 

62.  Kidd,  H.  .4.:  Percutaneovis  transhepatic 

cholangiography,  A.M.A.  Arch.  Surg.  72:  262  (1956). 

63.  Atkinson,  M.,  Happey,  M.  G.,  and  Smiddy, 
F.  G. : Percutaneous  transhepatic  cholangiography.  Gut 
1:357  (1960). 

64.  Sherlock,  S.,  Suuimerskill,  W.  H.  J.,  White, 
L.  P.,  and  Phear,  E.  A.:  Portal  systemic  encephalop- 
athy. Neurological  complications  of  liver  disease. 
Lancet  2 : 453  (1954). 

65.  Riddell,  A.  G. : Changes  in  man  and  animals 
with  portacaval  anastomoses,  Proc.  Roy.  Soc.  Med.  48: 
481  (1955). 

66.  Phillips,  G.  B.,  Schwartz,  R.,  Gabuzda,  G.  J., 
Jr.,  and  Davidson,  C.  S.:  The  syndrome  of  impending 
hepatic  coma  in  patients  with  cirrhosis  of  the  liver 
given  certain  nitrogenous  substances.  New  England 
J.  Med.  247:  239  (1952). 

67.  Sherlock,  S. : Pathogenesis  and  management 
of  hepatic  coma.  Am.  J.  Med.  24:  805  (1958). 

68.  Summerskill,  W.  H.  J.,  Wolfe,  S.  J.,  and 
Davidson,  C.  S.:  The  metabolism  of  ammonia  and  keto 
acids  in  liver  disease  and  hepatic  coma,  J.  Clin.  Inve.st. 
36:  361  (1957). 

69.  Fazekas,  J.  F.,  Ticktin,  H.  E.,  Ehrmantraut, 

W.  R.,  and  Alman,  R.  W.:  Cerebral  metabolLsm  in 

hepatic  insufficiency.  Am.  J.  Med.  21 : 843  (1956). 

70.  Phear,  E.  A.,  Sherlock,  S.,  and  Summerskill, 
W.  H.  J.:  Blood  ammonium  levels  in  liver  disease  and 
“hepatic  coma,”  Lancet  1 : 836  (1955). 

71.  Vanamee,  P.,  el  al.:  Respiratory  alkalosis  in 
hepatic  coma,  A.M.A.  Arch.  Int.  Med.  97 : 762  (1956). 

72.  Schwartz,  R.,  Phillips,  G.  B.,  Gabuzda,  G.  J., 
Jr.,  and  Davidson,  C.  S. : Blood  ammonia  and  elec- 
trolytes in  hepatic  coma,  J.  Lab.  & Clin.  Med.  42 : 
499  (1953). 

73.  Flink,  E.  B.:  Magnesium  deficiency  syndrome 
in  man,  J.A.M.A.  160:  1406  (1956). 

74.  Gabuzda,  G.  J.,  Jr.,  and  Davidson,  C.  S.: 
Protein  metabolism  in  patients  with  cirrhosis  of  the 
liver,  Ann.  New  York  Acad.  Sc.  57:  776  (1956). 

75.  Dawson,  A.  M.,  McLaren,  J.,  and  Sherlock,  S.: 
Neomycin  in  the  treatment  of  hepatic  coma.  Lancet  2 : 
1263  (1957). 

76.  Faloon,  W.  W.,  and  Jacobson,  E.  D.:  Mal- 
absorption during  neomycin  therapy,  Gastroenterologi- 
40:  447  (1961). 

77.  McDermott,  W.  V.,  Jr.,  Wareham,  J.,  and  Rid- 
dell, A.  G.:  Treatment  of  hepatic  coma  with  L-glutamic 
acid.  New  England  J.  Med.  253  : 1093  (1955). 

78.  Webster,  L.  T.,  and  Davidson,  C.  S. : The  ef- 
fect of  sodium  glutamate  on  hepatic  coma,  J.  Clin. 
Invest.  35:  191  (1956). 

79.  Najarian,  J.  B.,  and  Harper,  H.  A.:  A clinical 
study  of  the  effect  of  arginine  on  blood  ammonia.  Am. 
J.  Med.  21 : 832  (1956). 

80.  Dawson,  A.  M.,  DeGroot,  J.,  Rosenthal,  W.  S., 
and  Sherlock,  S.:  Blood  pyruvic  acid  and  alpha  keto- 
glutaric  acid  levels  in  liver  disea.se  and  hepatic  conui. 
Lancet  1 : 392  (1957). 

81.  Reynolds,  T.  B.,  Redeker,  .\.  G.,  and  Davis, 
P. : A controlled  study  of  the  effects  of  i,-arginine  on 
hepatic  encephalopathy.  Am.  J.  Med.  25:  359  (1958). 

82.  Sklar,  M.,  and  Young,  I.  I.:  Failure  of  ACTH 
and  adrenal  corticoids  to  alter  the  course  of  hepatic 
coma  in  advanced  portal  cirrhosis.  Am.  J.  M.  Sc.  229: 
138  (1955). 

83.  Ducci,  H.:  Cortisone  in  hepatitis — recovery 
in  5 comatose  cases,  Merck  Report  62 : 21  (1953). 

84.  Sherlock,  S. : Pathogenesis  and  management 
of  hepatic  coma.  Am.  J.  Med.  24:  805  (1958). 


2628 


New  York  State  J.  Med. 


UECliNT  ADVANCEH  IN  UNDERSTANDING  OE  LIVER  DISEASE,  PART  I 


§1  85.  I’c.ssar,  T.,  and  (lesiiing,  J.  W.:  Ma.ssivc  doses 

V )f  cortisone  in  hepatic  coma,  Ann.  Int.  Med.  48:  1254 
f:i958). 

I 86.  Atkinson,  M.,  and  Sherlock,  S. : Intrasplenic 
J:>res.sure  as  an  index  of  the  portal  venous  pressure, 
•Lancet  1:  1325  (1954). 

87.  Panke,  W.  F.,  Moreno,  A.  H.,  and  Rous.selot, 
L.  M.:  The  diagnostic  study  of  the  portal  venous  sys- 
tem, M.  Clin.  North  America  44:  727  (May)  1960. 

88.  Paton,  A.,  Reynolds,  T.  B.,  and  Sherlock,  S.: 
\ssessment  of  portal  venous  hypertension  by  cathe- 
erization  of  hepatic  vein.  Lancet  1 : 918  (1953). 

89.  Seng.staken,  R.  W.,  and  Blakemore,  A.  H.: 
Balloon  tamponage  for  the  control  of  hemorrhage  from 
jsophageal  varices,  Ann.  Surg.  131:  780  (1950). 

90.  Bennett,  H.  D.,  Baker,  L.,  and  Baker,  L.  A.: 
[Jomplications  in  the  use  of  esophageal  compression 
balloons  (Sengstaken  tube),  A.M.A.  Arch.  Int.  Med. 
90;  190  (1952). 

91.  Reynolds,  T.  B.,  Freedman,  T.,  and  Winson, 
VV.:  Results  of  the  treatment  of  bleeding  esophageal 
varices  with  balloon  tamponage.  Am.  J.  M.  Sc.  224: 
.500  (1952). 

92.  Richman,  A. : Unpublished  observations. 

93.  Linton,  R.  R.,  and  Warren,  R.:  Theemergency 
treatment  of  massive  ble(!ding  from  esophageal  varices 
by  transesophageal  suture  of  these  vessels  at  the  time 
of  acute  hemorrhage.  Surgery  33:  243  (1953). 

94.  Eck,  N.  V.;  On  the  question  of  ligature  of  the 


portal  vein,  Voyenneo-med.  j.  130:  1 (1877;. 

95.  Whipple,  A.  O. : Rationale  of  portacava 

anastomosis.  Bull.  New  York  Acad.  Med  22:  251 
(1946). 

96.  Palmer,  E.  D. : Fate  of  esophageal  varices  in 
cirrhosis  following  portal  decompression,  Gastro- 
enterologj’  32:  865  (1957). 

97.  Linton,  R.  R. : Portal  hypertension  in  dlsea.ses 
of  the  liver,  in  Schiff,  L.:  Disease  of  the  Liver,  Phila- 
delphia, J.  B.  Lippincott  Co.,  1956,  p.  195. 

98.  Voorhees,  A.  B.,  Jr.:  Management  of  portal 
hypertension.  Bull.  New  York  Acad.  Med.  35 : 223 
(1959). 

99.  Blakemore.  A.  II.:  Surgical  treatment  of  cir- 
rhosis of  liver,  J.  Chronic  Dis.  2 : 70  (1955). 

100.  Sullivan,  B.  II.,  Jr.,  Cohen,  A.,  and  Palmer, 
E.  D.:  Prophylactic  portacaval  shunts.  Gastroenterol- 
ogy 39:  414  (1960). 

101.  Baker,  L.  A.,  Smith,  C.,  and  Lieberman,  G.: 
The  natural  history  of  esophageal  varices.  Am.  J. 
Med.  26;  228  (1959). 

102.  McDermott,  W.  V.,  Palazzi,  H.,  Nardi,  G.  L., 
and  Mondet,  A.:  Elective  portal  systemic  shunt.  An 
analysis  of  237  cases.  New  England  J.  .Med.  264:  419 
(1961). 

103.  Clarke,  J.  S.,  .McKissock,  P.  K.,  and  Cruze,  K.; 
Studies  on  site  of  origin  of  agent  causing  hypersecre- 
tion in  dogs  with  portacaval  shunts.  Surgery  46 : 48 
(1959). 


(Number  one  hundred  four  in  a series  on  Recent  Ad, varices  in  Medicine  and  Surgenj. 

in  the  August  10,  1961  issue  of  the  Journal.) 


Part  II  will  (i/rpeur 


Transfer  Lists 


There  is  no  doubt  that  hospital  doctors  could 

1 learn  from  the  professional  football  clubs.  This 
is  their  transfer  season,  when  outstanding  players 
may  be  moved  from  town  to  town  or  even  country 
to  country  for  very  large  sums  indeed.  Economic 
factors  dictate  where  they  shall  go. 

Now  why  not  apply  this  method  to  patients? 
The  scarcity  of  good  clinical  material  in  the  big 
teaching  hospitals  is  w'cll  knowui,  while  their  funds 
seem  to  be  unlimited.  Fascinating  cases  continue 
to  be  admitted  to  peripheral  hospitals,  but  could 
well  be  transferred  to  the  centre — for  a suitable  con- 
sideration to  the  clinician-in-charge.  The  effect  on 


the  health  service  would  be  electrical.  In  an  effort 
to  find  the  right  kind  of  patient,  w^aiting-lists  would 
drop,  turnover  would  increase,  and  the  level 
of  diagnostic  acumen  in  the  periphery  woidd  rise 
rapidly.  For  the  patients  transfer  would  be  an 
honour  to  which  they  could  scarcely  object,  and  be- 
sides it  is  generally  agreed  that  they  exist  for  the 
benefit  of  the  doctors. 

There  may  be  a snag  of  course.  If  the  regional 
boards  should  get  to  hear  of  this  they,  too,  might  fol- 
low the  example  of  the  football  clubs.  Suppose 
they  opened  their  own  transfer  lists — not  of  patients 
but  of  consultants. — 'The  Lancet,  June  10,  1961 
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Vaginal  Bleeding  and 


Case  History 

J.  Higby  Farthingtrout,  M.D.:  A 

twenty-seven-year-old  Puerto  Rican  woman 
was  admitted  to  the  hospital  on  July  25, 
1960,  because  of  recurrent  vaginal  bleeding 
and  pain  in  the  lower  part  of  the  abdomen. 

She  had  been  in  essentially  good  health 
all  her  life.  She  had  been  married  for  three 
years.  Two  years  previously  she  had  given 
birth  to  a healthy  child  following  an  un- 
eventful pregnancy  and  a normal-term  de- 
livery and  had  had  an  uneventful  puer- 
perium.  The  menses  had  re-established 
themselves  and  were  cyclic.  Her  last  men- 
strual period  had  been  on  April  28,  1960. 
At  this  time  she  was  suffering  from  a severe 
“virus”  infection  which  lingered  on  into 
June  and  was  accompanied  by  considerable 
weakness,  aches  and  pains  in  the  muscles 
and  joints,  a dry  cough,  and  occasional 
diaphoresis.  She  felt  weak  and  depressed. 
By  the  beginning  of  July  she  had  not  gained 
any  weight,  but  she  had  no  specific  com- 
plaints referable  to  the  genital  tract. 

On  July  3 she  first  noted  painless  vaginal 
bleeding,  at  first  slight,  then  more  profuse. 
She  was  admitted  to  another  hospital  on 
July  9,  and  dilatation  and  curettage  were 


Lower  Abdominal  Pain 

done  on  July  10.  The  curettings  showed 
degenerating  decidua  and  the  condition  was 
termed  “postabortal  endometritis.”  She 
was  discharged  three  days  later  and  was 
well  until  July  22  when  vaginal  bleeding 
recurred,  this  time  accompanied  by  moder- 
ate but  persistent  pain  in  the  right  lower? 
portion  of  the  abdomen  and  a fever  of  101  F.  I 
These  symptoms  persisted  until  her  ad- 1 
mission  on  July  25.  i 

On  examination  she  appeared  as  a nor- 
mally developed,  rather  thin,  sallow  woman. 
The  temperature  was  101.4  Other  vital 
signs  and  physical  findings  were  normal 
except  for  the  pelvic  examination  results,  f 
The  breasts  were  not  tender  or  engorged. ! 
On  pelvic  examination  the  uterus  was  found 
to  be  normal  in  size,  anterior,  and  slightl}'^ 
soft.  It  was  freely  movable  without  paiiL 
There  was  a tender  mass  in  the  right  adnexal 
area  about  5 cm.  in  diameter  which  had  not 
been  present  at  the  previous  examination.- 
It  could  not  be  outlined  completely,  nor  was  , 
it  freely  movable.  |j 

The  urinalysis  showed  normal  findings.  ) 
The  hemoglobin  was  11.8  Gm.  per  100  ml.  ; - 
hematocrit  35;  and  white  cell  count  7,900 
with  38  per  cent  neutrophils,  7 per  cent  bancf 
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forms,  50  per  cent  lymphocytes,  2 per  cent 
monocytes,  2 per  cent  eosinophils,  and  1 per 
cent  basophils.  An  operation  was  per- 
formed on  the  day  of  admission. 

Discussion 

Wayne  H.  Decker,  M.D.:  There  are 
many  typical  features  apparent  in  this  case 
as  well  as  what  I consider  a few  red  herrings. 
I tend  to  discount  the  “virus”  infection. 
Perhaps  one  might  consider  it  a reason  for 
the  amenorrhea,  but  subsequent  events  do 
not  bear  this  out.  Therefore,  I would  prefer 
to  concentrate  on  those  aspects  of  the  case 
that  seem  to  be  related  more  directly. 

After  slightly  more  than  two  months  of 
amenorrhea  the  patient  began  to  bleed. 
This  continued  for  a week  and  became  pro- 
fuse enough  so  that  she  sought  help.  Pre- 
sumably a diagnosis  of  incomplete  abortion 
was  made,  and  a curettage  was  performed. 
The  curettings  were  diagnosed  as  “post- 
abortal endometritis,”  a somewhat  vague 
diagnosis,  but  we  are  told  that  only  decidua 
was  found.  Quite  often  such  a singular 
finding  will  be  noted  when  curettage  is  done 
for  incomplete  abortion.  It  simply  means 
that  the  uterus  had,  in  fact,  emptied  itself  of 
gestational  products  before  curettage  was 
performed.  However,  we  always  experience 
a twinge  of  concern  when  this  finding  is  re- 
ported, and  we  wonder  if  we  have  over- 
looked an  extrauterine  pregnancy.  In  this 
instance  the  doctors  apparently  were  con- 
vinced that  this  was  not  the  case  or  else  were 
misled  by  the  diagnosis  of  postabortal 
endometritis.  The  patient  was  discharged. 

Twelve  days  later  bleeding  recurred  and 
for  the  first  time  was  accompanied  by  pain. 
An  examination  showed  a softened  uterus  of 
normal  size  and  a small,  tender,  adnexal 
mass.  The  patient’s  vital  signs,  hemoglo- 
bin, and  hematocrit  were  normal.  We  are 
not  told  of  any  abdominal  signs  to  indicate 
an  acute  abdominal  condition,  yet  an  opera- 
tion was  performed  on  the  day  of  admission ; 
presumably  a laparotomy.  From  this  I 
must  conclude  that  the  results  of  at  least 
one  diagnostic  procedure  are  being  with- 


held— at  least  I hope  so.  I cannot  see 
anything  in  the  findings  reported  that  would 
lead  me  to  proceed  so  rapidly. 

Dr.  Farthingtrout:  No  information  is 
being  withheld.  The  procedure  I think  you 
are  thinking  of  wasn’t  done. 

Dr.  Decker;  Up  to  this  point  I would 
conclude  that  we  are  dealing  with  a post- 
abortal uterine  pregnancy  with  .some  degree 
of  subinvolution  and  a persistent  corpus 
luteum  of  the  ovary  or  else  an  extrauterine 
pregnancy.  To  determine  the  correct  diag- 
nosis I would  explore  the  cul-de-.sac,  either 
by  needling  and  a.spiration  or  by  culdoscopy. 
If  I were  able  to  recover  blood  by  a.spiration 
or  visualize  an  ectopic  pregnancy,  I then 
would  feel  that  laparotomy  was  justified. 

There  are  still  some  atypical  aspects  of 
this  ca.se  tliat  need  to  be  resolved.  Most 
patients  with  tubal  pregnancies  expericm;e 
more  pain  than  was  pre.sent  here.  The 
pain  may  be  minimal  if  a tubal  pregnancy  is 
unruptured.  How^ever,  the  tubes  usually  do 
not  remain  unruptured  for  two  and  a half 
months,  as  in  this  case,  unless  they  are  lo- 
cated in  the  ampullary  portion  of  the  tube 
which  is  considerably  more  distensible  than 
the  narrower  isthmic  portion.  When  rup- 
ture does  occur,  even  in  this  site,  after  a 
relatively  long  gestation  period,  bleeding  is 
of  sufficient  magnitude  to  cause  acute  symp- 
toms or  evidence  of  acute  blood  loss.  How- 
ever, if  the  pregnancy  is  expelled  from  the 
fimbriated  end  of  the  tube  as  a tubal  abor- 
tion, bleeding  may  be  minimal  and  the 
symptoms  not  too  severe. 

Wolfgang  Stuhlgang,  M.D.  : For  the 
benefit  of  those  of  us  who  are  less  sophisti- 
cated in  gynecology  than  you,  would  you 
please  explain  what  alternative  diagnoses 
might  be  ruled  out  by  culdoscopy  in  a case 
like  this.  After  all,  the  patient  did  have 
amenorrhea,  then  vaginal  bleeding,  followed 
by  the  development  of  a painful  adnexal 
mass. 

Dr.  Decker;  Of  course  an  ectopic  preg- 
nancy is  most  likely  with  that  history,  but 
the  patient  might  have  had  an  acute  .sal- 
pingo-oophoritis  following  the  curettage  or 
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(‘vni  :i  t ul)()-()vari;ui  abscess.  The  presence 
()!'  a fever  of  10I.4  K.  is  perfectly  consistent 
with  either  possibility.  I would  like  to  rule 
out  p('lvic  infection,  which  could  be  treated 
by  antibiotics,  before  1 committed  the  pa- 
tient to  laparotomy. 

WiLLi.VM  B.  Obeh,  xM.I).;  Would  you 
like  to  comment  on  the  value  of  pre'gnanc^y 
tests  in  the  diagnosis  of  ectopic  gestation? 

Dk.  Deckeu:  Like  every  laboratory  test, 
if  it  gives  positive  results  and  if  it  fits  into 
the  total  picture,  a pregnancy  test  is  helpful. 
However,  negative  test  results  should  not 
cancel  out  a strong  clinical  impression  of 
ectopic  pregnancy.  If  there  is  considerable 
hemorrhagic  infarction  of  chorionic  villi 
and  there  is  not  much  remaining  viable 
I rophoblast,  the  chorionic  gonadotropin 
U'sts  can  give  negative  results  even  in  the 
face  of  very  obvious  signs  and  .symptoms. 
Lxcept  in  cases  where  emergency  surgery  is 
indicated,  I like  to  order  pregnancy  tests 
when  I suspect  ectopic  pregnancy.  It  helps 
I’ound  out  the  picture  and  in  a borderline 
case  might  be  decisive. 

Michael  S.  Bruno,  M.D.:  How  can  you 
be  sure  that  the  “viral”  infection  was  really 
a red  herring? 

Dk.  Decker;  I cannot  be  sure,  but  I 
don’t  think  it  had  any  bearing  on  the  pelvic 
problem. 

Dr.  Bruno:  How  about  a chest  film  to 
rule  out  systemic  infection?  Certainly  tu- 
berculo.sis  has  not  been  ruled  out  in  this 
young  Puerto  Rican  woman? 

Dk.  Decker:  That  is  a very  sound  sug- 
gestion, but  there  is  no  statement  regarding  a 
chest  film  in  the  protocol.  I would  suggest 
that  a surgeon  who  performs  a laparotomy 
under  these  circumstances  without  ordering 
a pregnancy  test  or  attempting  aspiration 
through  the  vaginal  vault  or  pei’forming  a 
culdoscopy  is  not  likely  to  order  a chest 
film  unless  there  is  more  compelling  evidence 
than  is  presented  here. 

(Ain  icul  Diagnosis 

Ectvpic  pregnancy,  rigid  lube. 


Fir:.  1.  Enrlomotrial  curetting  .>:howing  atypical 
glandular  changes  of  sort  a.ssociated  with  chorionic 
tissue. 


Dr.  Decker’s  Diagnosis 

Right  tubal  pregnancy  with  tubal  abortion. 

Pathologic  Report 

Dr.  Ober:  The  pathologic  material  con-  j 
sists  of  two  specimens.  First,  let  us  con- 
sider the  curettings  from  the  first  hospital. 

In  addition  to  the  necrotic  decidua,  one 
sees  some  rather  peculiar  glands  with  an  { 
exaggerated  epithelial  infolding,  loss  of 
cellular  cohe.sion,  and  some  nuclear  irregu- 
larities  (Fig.  1).  Such  changes  have  been  H 
described  recently  by  Arias-Stella'  as  being  P| 
associated  with  the  presence  of  chorionic  W 
tis.sue.  One  sees  this  effect  with  both  in-  4 
trauterine  and  extrauterine  gestations,  and  * 
although  the  absence  of  chorionic  \ illi  or 
placental  site  giant  cells  in  the  curettings  |Jj 
might  have  led  to  a su.spicion  of  extra- ^ 
uterine  pregnancy  on  its  own  account,  the  j'| 
presence  of  these  atypical  glandular  changes 
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Fig.  2.  Section  of  ectopic  gestation  showing  an 
; intact  chorioamniotic  membrane,  a few  well-pre- 

I served  chorionic  villi,  and  some  increased  blood  and 
fibrin  in  intervillous  space. 

I in  the  absence  of  demonstrable  trophoblast 
might  be  construed  as  a bit  more  suggestive. 
However,  a study  of  the  endometrial  curet- 
tings  associated  with  ectopic  pregnancy  is 
very  likely  to  be  disappointing  and  un- 
helpful. Komney,  Hertig  and  Reid^  found 
. decidual  changes  in  less  than  20  per  cent  of 
' 135  cases,  a noi'inal  secretory  pattern  in 
about  40  per  cent,  and  a normal  proliferative 
' endometrium  in  about  30  per  cent, 
j The  second  specimen  was  a resected  right 
' o\'ary  and  fallopian  tube.  As  Dr.  Decker 
'I  predicted,  the  ectopic  pregnancy  was  in  the 
' I ampulla  of  the  tube.  I would  not  say  that  it 
' had  undergone  tubal  abortion,  for  it  was 
|l  firmly  attached  to  the  tube  wall,  and  the 
I amniotic  sac  did  not  bulge  through  the 
fimbriated  end  of  the  tube.  However,  the 
: sac  was  intact  (Fig.  2)  and  contained  a 
degenerating  fetal  remnant.  In  one  portion 


Fig.  3.  Section  through  infarcted  placental 
tissue  where  it  invaded  fallopian  tube  wall.  Inter- 
villous space  is  stuffed  with  fibrin  and  red  cells;  villi 
arc  necrotic. 

of  the  section  there  was  a broad  zone  of 
infarction  of  the  placenta  where  it  had  in- 
vaded a somewhat  thickened  segment  of  ihe 
tube  wall  (Fig.  3). 

The  unexpected  finding  in  this  case  was 
the  presence  of  pelvic  tuberculosis  involving 
the  fallopian  tube  extensively  and  the  sur- 
face of  the  ovary.  The  lumen  of  the  tube 
was  occluded  almost  completely  by  heaped- 
up  endosalpinx  (Fig.  4)  which  contained 
many  young  tubercles  (Fig.  5).  Although 
cultures  were  not  taken  at  the  time  of  the 
operation,  stains  for  acid-fast  bacteria 
showed  positive  results.  Scattered  tuber- 
cles were  found  on  the  surface  of  the  ovary, 
one  adjacent  to  a patch  of  ectopic  tlecidua 
(Fig.  6).  I have  no  hesitation  in  labeling 
this  as  an  example  of  tuberculous  salpingo- 
oophoritis.  Flowever,  one  always  wonders 
whether  acid-fast  microorganisms  other  than 


August  1,  1961 


2633 


KNICKERBOCKER  HOSPITAL 


Fig.  4.  Low-power  view  of  cross  section  of 
fallopian  tube  demonstrating  thickened  endosalpin.x 
and  narrow,  slitlike  lumen. 


Micrococcus  tuberculosis  can  cause  a granu- 
lomatous salpingitis. 

There  is  a modest  literature  on  the  associa- 
tion of  pelvic  tuberculosis  with  ectopic 
pregnancy.  In  1939  Stevenson  and 
Wharton^  reported  the  first  case  in  the 
English-speaking  literature  and  the  ninth 
in  the  world  literature.  By  1951,  Kistner, 
Hertig,  and  Rock''  were  able  to  find  reports 
of  41  cases.  They  reviewed  197  cases  of 
tuberculous  salpingitis  and  313  cases  of 
ectopic  pregnancy  in  the  files  of  a gynecologic 
hospital  in  Boston  and  found  only  1 case  in 
which  the  two  entities  were  coexistent.  It 
is  not  surprising  that  the  association  is  rare. 
Most  patients  with  tuberculous  salpingitis 
are  intractably  sterile.  In  the  majority  of 
the  cases  reported  to  date,  the  tuberculous 
infection  has  been  subclinical.  However,  in 
a comprehensive  review  of  the  subject, 
Studdiford^  points  out  that  intrauterine 
pregnancy  can  occur,  and  he  presents  5 such 


Fig.  5.  Detail  of  the  endosalpinx  showing  young 
tubercle  without  caseation. 


cases.  In  the  event  of  an  intrauterine  preg- 
nancy, early  abortion  usually  occurs  ac- 
companied by  acute  exacerbation  of  the 
pelvic  infection.  Studdiford  reports  on  3 It 
such  cases. 

In  general,  I think  that  pelvic  tuberculosis 
is  an  extremely  difficult  diagnosis  to  make 
on  purely  clinical  grounds.  Usually  it  is 
made  clinically  only  when  there  is  known, 
established  tuberculosis  elsewhere,  usually  in 
the  lungs,  and  the  patient  sub.^equently 
develops  symptoms  referable  to  the  pelvic 
organs.  Under  such  circumstances  the  diag- 
nosis almost  forces  iLself  on  one.  However, 
this  situation  is  rather  uncommon.  Usually 
the  patient  presents  merely  a problem  of 
infertility  and  either  a small  granuloma  is 
found  in  an  endometrial  biopsy,  or  else 
salpingography  reveals  occluded,  beaded 
oviducts.  In  their  review  of  87  cases  of  pcl- 
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Fig.  6.  Next  to  a discrete  tubercle  on  the  surface 
of  ovary  there  is  patch  of  ectopic  decidua. 


vie  tuberculosis  To  veil  and  Gannem®  found 
that  in  only  16  cases — about  20  per  cent — 
was  a correct  preoperative  diagnosis  made. 
In  7 of  these  16  cases  the  tissue  diagnosis  of 
tuberculosis  had  been  established  by  a 
previous  biopsy  elsewhere  or  from  another 
area.  However,  the  analysis  of  symptoms 
by  Tovell  and  Gannem  showed  that  pain, 
menstrual  irregularities,  abdominal  swelling, 
sterility,  and  vaginal  discharge  were  the 
usual  complaints.  It  is  not  difficult  to  see 
that  such  nonspecific  symptoms  don’t  point 
much  of  an  accusing  finger  at  a specific  in- 
fectious agent. 

Dr.  Decker:  This  is,  of  course,  a very 
unusual  diagnosis.  Certainly  the  patient 
had  symptoms  suggestive  of  tuberculosis,  in 
retrospect,  at  least.  There  were  no  symp- 
toms of  tuberculous  salpingitis  as  such.  I do 
not  believe  the  latter  diagnosis  can  be  made 


with  any  degree  of  accuracy  on  history  and 
physical  findings  alone.  It  almost  always 
re(}uires  some  objective  evidence,  such  as 
endometrial  biop.sy.  Often  the  diagnosis  is 
not  made  until  laparotomy. 

At  present  there  is  a tendency  to  treat 
ectopic  pregnancies  by  salpingostomy  in  an 
effort  to  preserve  the  tube  for  future  func- 
tion. I cannot  say  that  I have  been  able  to 
generate  much  enthusiasm  for  this  proce- 
dure, and  in  this  instance  it  is  fortunate  that 
it  was  not  employed.  The  complete  diag- 
nosis would  not  have  been  made,  and  the 
tuberculous  infection  would  have  gone  un- 
treated. 

Was  there  any  statement  regarding  the 
appearance  of  the  contralateral  tube  and 
ovary? 

Du.  Oheu:  I impiired  of  the  attending 
surgeon  regarding  this  point.  Somewhat 
.sheepishly,  he  said  that  he  had  never  looked 
at  the  left  tube  and  ovary.  A postoperative 
che.st  film  and  other  studies  showed  early 
pulmonary  tuberculosis,  and  the  patient  is 
receiving  chemotherapy. 

Dr.  Bruno:  How  often  does  one  find 
pulmonary  tuberculosis  as  the  primary  focus 
when  tuberculous  salpingitis  is  discovered? 

Dr.  Ober:  In  less  than  one  third  of  the 
cases.  In  most  cases  of  pelvic  tuberculosis 
we  do  not  find  an  extrapelvic  primary  focus. 
However,  the  assumption  that  the  disease  is 
primary  in  the  tube  is  made  by  default. 

Anatomic  Diagnosis 

Ectopic  pregnancy,  right  tube;  tubercu- 
lous salpingo-oophoritis. 
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^ I '^HE  physician  should  play  an  important 
J-  role  in  educating  industry,  labor,  and  the 
diabetic  patient  concerning  the  employment 
of  persons  with  diabetes  mellitus.  Alany 
industrial  organizations  have  denied  em- 
ployment unjustly  to  persons  with  diabetes. 
Nevertheless,  the  employment  of  the  diabetic 
individual  need  not  offer  a problem  to  the 
employer  or  the  diabetic  employe. 

The  diabetic  patient  should  be  assured 
that  he  or  she  is  capable  of  supporting  his 
family  or  of  performing  her  usual  household 
re.sponsibilities.  The  newly  detected  dia- 
betic patient  should  be  expected  to  continue 
in  his  job  except  in  certain  special  instances. 

(Considerations  if  hen  Hiring  a Diabetic 
Job  Applicant 

The  diabetic  applicant  foi-  a job  should 
be  evaluated  on  the  same  basis  as  the  non- 
diabetic applicant.  However,  it  is  im- 
perative that  every  diabetic  individual  sub- 
mit to  a comprehensive  preplacement  ex- 
amination and  .special  job  placement  eval- 
uation before  he  is  employed.  The  follow- 
ing additional  factors  should  be  considered 
al.so:  (1)  the  severity  of  the  diabetes; 


(2)  the  regulation  and  control  of  the  diabetes; 

(3)  the  cooperation  of  the  patient  in  sub- 
mitting to  regular  periodic  examination  and 
care  of  his  disea.se;  and  (4)  the  coopera- 
tion and  understanding  of  the  industrial 
problems  by  the  physician  treating  the  dia- 
betes. 

The  severity  of  the  diabetes  should  be  a 
factor  in  evaluation  for  certain  types  of 
jobs.  The  mildly  diabetic  patient  who  is 
controlled  by  diet  or  by  diet  and  the  oral 
preparations  is  a very  little  problem  in 
employment.  However,  all  diabetic  sub- 
jects should  be  placed  in  jobs  where  they  are 
not  likely  to  sustain  injuries,  particularly  to 
their  lower  extremities.  Trauma  to  the 
lower  extremities  may  be  complicated  by 
ulceration,  infection,  and  gangrene,  re- 
sulting in  prolonged  absenteei.sm. 

A large  number  of  patients  with  mild 
diabetes  requiring  small  doses  of  insulin 
may  now  be  controlled  by  oral  medications. 
The  u.se  of  these  oral  preparations  has  re- 
moved many  of  the  objections  of  indust ly 
to  these  tliabetic  employes.  Hypoglycemic 
reactions  do  not  occur  with  most  of  the  oral 
preparations  in  u.se  today. 
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The  patient  who  requires  insulin  for  his 
control  may  present  an  employability  prob- 
lem if  hypoglycemic  reactions  tend  to  en- 
danger his  own  life  or  the  lives  of  others. 
A diabetic  patient  on  insulin  should  not  be 
permitted  to  pilot  a plane,  operate  a moving 
crane,  or  drive  a motor  vehicle  professionally. 

The  diabetic  individual  requiring  insulin 
and  a well-regulated  diet  may  be  an  ex- 
cellent employment  risk  if  he  is  Avell- 
controlled,  cooperative,  and  submits  to 
regular  periodic  examinations  by  his  phy- 
sician. Industry  has  found  such  well- 
disciplined  individuals  outstanding  em- 
ployes. On  the  other  hand,  the  diabetic 
patient  who  requires  insulin  and  is  regu- 
lated poorly  and  uncooperative  should  be 
refused  emplo,yment  .solely  on  the  basis 
of  his  diabetic  condition.  This  is  the  rec- 
ommendation of  the  Committee  On  Em- 
ployment of  the  American  Diabetes  As- 
•sociation.  This  recommendation  is  made 
because  such  an  individual  is  a poor  em- 
ployment risk;  he  is  liable  to  prolonged  ab- 
sence from  work,  and  he  is  liable  to  sustain 
serious  industrial  injuries  with  serious  com- 
plications. 

Employers^  Ohjerlions  lo  the  Diabetic 
Employe 

I'lmployers  present  various  reasons  for 
rejecting  diab('tic  persons  for  employment. 
'The  fiv'e  most  frcciuent  objections  for  em- 
])loyment  of  the  dial>etic  individual  are: 

1.  In.sulin  shock. 

2.  Prolonged  absenteeism. 

.3.  Increa.sed  compensation  costs. 

4.  Complications  of  diabetes. 

F>.  Increased  insurance  costs. 

A comprehen.sive  medical  program,  good 
diabetic  care,  intelligent  preplacement  and 
])eriodi(^  ('xamination,  careful  control  of  the 
disease,  and  proper  job  placement  can  min- 
imize every  one  of  the  preceding  objections. 

In  a study  of  the  diabetic  patient  in  in- 
dustry, Brandaleone  and  Friedman*  re- 
ported the  results  of  (juestionnaires  sub- 
mitted by  63  companies  representing  780,823 
employes.  The  known  incidence  of  diabetes 


among  286,662  employes  of  39  companies 
reporting  was  0.5  per  cent.  Forty-three 
of  the  63  companies  employed  known  dia- 
betic patients.  The  remaining  20  did  not. 
Thirty-three  companies  lestricted  the  dia- 
betic employe  to  nonhazardous  work. 
Twenty-four  companies  had  no  restrictions, 
and  6 had  no  set  policy.  Thirty-eight  com- 
panies permitted  an  employe  who  developed 
diabetes  to  continue  in  his  position. 
Twenty-four  companies  restricted  the  type 
of  work  after  diabetes  was  discovered  and  1 
company  reported  no  set  policy. 


Diabetic  Employe  Has  Good  W ork 
Record 


Industry  has  found  that  the  diabolic 
patient’s  ability  to  work  can  be  compared 
favorably  with  that  of  the  nondiabetic 
individual.  Furthermore,  his  absentee 
record  is  extremely  favorable,  and  the  cal- 
iber of  his  work  is  excellent. 

The  Committee  of  Employment  of  the 
American  Diabetes  Association^  studied  the 
questionnaires  of  127  companies  employing 
approximately  1.9  million  workers,  includ- 
ing 2,658  diabetic  individuals.  In  this 
study  companies  employing  known  diabetic 
patients  rated  their  experience  as  to  reli- 
ability and  absenteeism  as  follows: 


Number  of 
Companies 
65 
60 


7 


Per  Cent  of  Report 

Whole 

51  Satisfactory 

47  Same  as  average 

worker 

6 Unsatisfactory 


The  major  conclusion  drawn  from  this 
data  was  that  the  large  companies  that  have 
more  enlightened  and  comprehensive  med- 
ical departments  have  a better  approach 
to  the  subject. 

In  a recent  publication,  Wade’  reported 
a study  of  266  diabetic  subjects  in  an  em- 
ploye population  of  20,466,  an  incidence  of 
1.3  per  cent.  In  a very  few  instances  the 
advent  of  diabetes  was  the  cause  of  job 
rea.ssignment. 

Wade  commented  that  workers  continued 
.satisfactorily  in  both  sedentary  jobs  and 
heavy  physical  labor.  Approximately  10  per 
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cent  of  the  total  group  of  266  diabetic  in- 
dividuals were  restricted,  but  most  re- 
strictions were  imposed  for  cardiovascular 
and  renal  disease  rather  than  for  diabetes. 
These  restrictions  were  the  same  for  non- 
diabetic patients  with  similar  vascular 
diseases. 

In  this  group  of  266  diabetic  individuals 
only  10  (3.2  per  cent)  workers  were  re- 
stricted because  of  their  diabetes  alone. 
The  possibility  of  insulin  reactions  re- 
quired the  reassignment  of  8 of  these  10 
workers  to  jobs  where  they  were  not  likely  to 
injure  themselves  or  others. 

Improvement  of  Employment  Situation 
for  Diabetic  Worker 

Improvement  in  the  employment  situa- 
tion of  the  diabetic  patient  depends  on  the 
education  of  the  diabetic  person  himself, 
the  family  physician,  industrial  manage- 
ment, and  the  industrial  physician. 

The  diabetic  patient  must  understand  his 
own  limitations  in  industry.  He  should 
avoid  insulin  reactions  and  try  to  prevent 
the  complications  of  the  disease.  He  must 
cooperate  closely  with  his  family  and  in- 
dustrial physician  to  control  his  disease  and 
to  insure  his  ability  to  continue  in  his  work. 

The  attending  physician  should  under- 
stand the  work  performed  by  his  patient 
so  that  he  may  be  able  to  control  his  patient’s 
disease.  In  addition,  the  patient’s  physi- 
cian should  be  in  communication  with  the 
industrial  physician  who  better  under- 
stands the  problems  on  the  job. 

The  education  of  management  in  in- 
dustry is  most  important.  The  studies  of 
the  Committee  on  Employment  of  the 
American  Diabetes  Association^  have  shown 
that  large  industrial  organizations  having 
medical  departments  were  more  enlightened 
in  the  problems  of  employing  diabetic 
persons.  They  are  not  concerned  about 
employing  well-controlled  diabetic  in- 
dividuals who  are  supervised  periodically 
by  both  the  family  and  the  industrial 
physician.  The  results  of  studies  in  in- 
dustry show  that  except  in  a few  isolated 


instances  the  diabetic  employe  may  be 
compared  with  the  nondiabetic  employe  in 
his  ability  to  work,  the  caliber  of  work  he 
performs,  and  his  absentee  record. 

Employers  of  large  numbers  of  persons 
are  adopting  a more  intelligent  and  practical 
attitude  concerning  the  employment  of 
diabetic  persons.  An  example  of  this  prog- 
ress is  noted  in  the  new  regulations  adopted 
by  the  iVIedical  Department  of  the  Board 
of  Education  of  the  City  of  New  York. 
This  group  will  now  accept  the  application 
of  a diabetic  patient  applying  for  a teacher’s 
license  provided  the  diabetic  individual  is 
well-controlled,  cooperative,  and  is  seen 
by  the  attending  physician  at  regular 
intervals. 

Recently  the  Department  of  Personnel 
of  the  Civil  Service  Commission  of  the  City 
of  New  York  has  revised  its  attitude  to- 
ward the  employment  of  persons  with  dia- 
betes. The  following  is  an  excerpt  from 
a letter  sent  to  the  Chairman  of  the  Com- 
mittee on  Employment  of  the  New  York 
Diabetes  Association: 

The  Medical  Division  of  the  Department 
of  Personnel  of  the  City  of  New  York  will 
pass  controlled  diabetics  for  sedentary  and 
professional  positions  and  for  those  jobs  in- 
volving physical  labor  where  the  duties  do 
not  include  the  operation  or  maintenance  of 
moving  equipment,  climbing  of  ladders  or 
working  on  raised  levels  above  the  ground, 
such  as  scaffolds,  etc. 

In  addition,  specifically,  diabetics  will  be 
rejected  for  Patrolman,  Fireman,  Transit 
Patrolman,  Housing  Officer,  Correction  Of- 
ficer, Policewoman,  Sanitation  Man,  Motor 
Vehicle  Operator,  positions  in  tlie  operating 
division  of  the  New  York  City  Transit 
Authority  and  like  positions  involving  sim- 
ilar duties. 

A more  liberal  attitude  in  the  employ- 
ment of  the  diabetic  may  also  be  seen  from 
the  recent  report  of  the  United  States 
Civil  Service  Commi.ssion  from  Washington, 
D.C.,^  which  states: 

The  U.S.  Civil  Service  Commission  believes 
that  persons  with  controlled  diabetes  may  be 
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good  employees  and  that  it  is  good  business 
to  hire  them.  Regardless  of  this  condition 
a diabetic  is  capable  of  safe  and  efficient  serv- 
ice in  an  appropriate  job,  provided  satis- 
factory control  of  his  condition  is  maintained. 

Mild  diabetics  who  require  no  insulin  for 
the  control  of  their  metabolic  disturbance 
present  no  special  difficulty  in  regard  to 
placement.  They  are  ordinarily  capable  of 
performing  any  type  of  work  for  which  they 
are  otherwise  qualified. 

More  severe  diabetics  who  require  insulin 
and  a regulated  diet  are  acceptable  for  ap- 
pointment to  many  positions,  including  ar- 
duous-duty positions  provided  medical  evi- 
dence shows  the  condition  is  under  control. 
When  medical  evidence  is  furnished  to  show 
the  condition  is  properly  controlled,  the 
Commission  will  accept  the  individual’s 
application  for  consideration  for  positions 
which  do  not  require  work  at  heights  or  around 
dangerous  power-driven  machinery,  work  in- 
volving the  operation  of  motor  vehicles,  or 
work  in  any  other  environmental  situations 
which  would  render  the  applicant  a hazard 
to  him.self  or  others  in  the  event  he  experi- 
enced a lapse  of  consciousness  while  on  duty. 
Some  individuals  with  less  severe  and  prop- 
erly controlled  diabetes  are  given  favorable 
consideration  for  motor  vehicle  operator 
positions,  particularly  those  involving  in- 
cidental driving. 

More  severe  diabetics  who  require  insulin 
and  a regulated  diet  but  who  are  uncoopera- 
tive and/or  poorly  regulated  are  not  recom- 
mended for  Federal  employment.  There  is  a 
small  group  of  unstable  diabetics  who  are 
cooperative  and  are  under  adequate  medical 
supervision,  but  in  whom  it  is  difficult  to 
maintain  normal  standards  of  control.  These 
individuals  are  not  denied  employment  if 
their  conditions  will  permit  employment  in 
the  position  for  which  application  is  made. 

Diabetics  should  carry  cards  or  tags  at 
all  times  identifying  their  condition. 

Diabetics  should  be  under  the  guidance  of 
their  clinic  or  personal  physician  and  should 
report  periodically  for  physical  examination 
and  medical  evaluation. 

Standards  for  the  Employment  of 

Diabetic  Individuals 

The  Committee  on  Employment  of  the 


American  Diabetes  Association^  suggests  the 
following  standards  and  procedures  for 
diabetic  persons  seeking  employment  and  for 
employers  planning  to  hire  diabetic  workers: 

1.  A diabetic  patient  seeking  employ- 
ment should  be  required  to  present  a note 
from  his  physician  or  clinic  to  the  plant 
physician  or  the  personnel  manager  stating 
that  he  is  a controlled  diabetic  patient  and  is 
examined  at  regular  intervals. 

2.  Diabetic  persons  are  capable  of  per- 
forming any  type  of  work  for  which  they 
are  physically,  mentally,  and  educationally 
equipped.  Those  diabetic  individuals  who 
are  taking  large  doses  of  insulin  should  not, 
however,  be  assigned  work  in  which  hypo- 
glycemic attacks  might  result  in  injury  to 
themselves  and  others.  Experience  in- 
dicates that  symptomatic  hypoglycemia 
is  not  a factor  in  diabetes  controlled  with 
the  aid  of  tolbutamide  only. 

3.  An  effort  should  be  made  to  see  that 
diabetic  persons  work  the  same  hours  on  a 
steady  shift;  or,  if  they  must  work  on  a 
rotating  schedule  that  they  avoid  the  “grave- 
yard” shift  from  midnight  to  8:00  a.m. 
This  is  the  only  concession  in  terms  of  hours 
that  a well-controlled  diabetic  patient  should 
ask. 

4.  Wherever  diabetic  persons  are  em- 
ployed, it  is  often  wise  to  inform  certain 
key  people  in  labor  and  management  or- 
ganizations, as  well  as  the  plant  physician 
and  personnel  managers,  as  to  the  nature 
of  diabetes  and  the  possibility  of  coma  or 
in.sulin  reactions.  (This  is  not  always  a 
necessary  procedure,  since  in  some  instances 
it  may  create  prejudice  against  the  diabetic 
employe.  The  decision  as  to  the  advis- 
ability of  indoctrinating  key  plant  per- 
sonnel on  the  problem  usually  should  l)e 
left  to  the  plant  physician  or,  in  the  absence 
of  such  a physician,  to  the  personnel  man- 
ager.) 

5.  Diabetic  individuals  should  carry 
cards  or  tags  identifying  their  condition  at 
all  times,  particularly  when  on  the  job. 

6.  The  plant  physician  can  save  time 
for  the  company  and  also  help  the  employe 
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by  porforming  l)loo(l  sugar  and  urine  ex- 
aminations, whenever  the  patient’s  usual 
laboratory  facilities  are  available,  only  dur- 
ing working  hours.  Ordinarily,  of  course. 
Ibis  should  be  done  only  after  consultation 
with  the  family  physician. 

7.  A complete  physical  examination  of 
each  diabetic  individual  should  be  made 
regularly,  at  least  once  a year. 

8.  A plant  physician  is  within  his  rights 
if  he  reassigns  a diabetic  employe  to  other 
work  whenever  new  complications  create 
new  risks  for  himself  or  for  other  employes. 

9.  The  diabetic  employe  recpiiring  in- 
sulin should  be  considered  controlled  if  the 
fasting  blood  sugar  is  not  below  normal 
limits  and  not  above  150  mg.  per  100  ml. 
i)y  the  Folin  and  VVu  method  and  the  blood 
sugar  t hree  hours  after  a meal  is  not  higher 
than  250  mg.  per  100  ml.  l)y  the  Folin  and 


Wu  method  and  if  the  patient  is  under  i 
regular  medical  supervision.  .Vlthough  thc.se  i 
or  more  nearly  normal  blood  sugar  levels  i 
are  desirable,  greater  hyperglycemia  alone,  | 
if  not  extreme  or  habitual,  need  not  be  I 
considered  a disqualification  for  emplo}-- 
ment  in  those  cases  where  the  patient’s 
personal  physician  and  the  industrial  phy- 
sician both  feel  that  other  limits  should  be  ! 
observed. 
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Bilaleral  Parotid  Enlargement  Due  to  Iodides 


Parotid  gland  enlargement  due  to  the  administra- 
tion of  iodides  is  uncommon  but  not  rare  and  should 
l)e  borne  in  mind  when  a patient  on  this  kind  of 
medication  develops  “mumps.”  The  authors  pre- 
•sent  the  case  of  a thirty-year-old  man,  admitted 
for  respiratory  failure  due  to  advanced  silicosis. 
On  a medication  schedule  consisting  of  amino])hyl- 
line,  i)otassium  iodide,  and  antibiotics,  he  developed 
diffuse  bilateral  parotid  swelling,  nontender  and 
without  prandial  pain.  Although  the  diagnosis 
was  “mumps”  the  swelling  disappeared  in  three  da.ys 
when  the  potassium  iodide  was  stopped. 

,\mong  the  leading  conditions  from  which  “iodide 
mumps”  must  be  differentiated  are  true  mumps, 


bacterial  parotitis,  and  chronic  parotitis.  More 
rare  are  actinomycosis,  tuberculosis,  Mikulicz’s  '■ 
disease,  uveo])arotid  fever,  and  neoplasm. 

There  is  no  way  of  predicting  individual  iodide  ^ 
.sensitivity,  which  maj'  vary  in  the  same  person  from 
time  to  time.  Eventuallj'  every  person  will  show 
signs  of  iodism  if  it  is  given  long  enough  in  sulii- 
ciently  high  dosage.  The  early  signs  are  similar  to 
those  of  a head  cold.  If  the  drug  is  not  stopped, 
all  mucous  and  salivary  glands  will  show  inflam- 
matory changes. — Peter  Oppenheimer,  M.D.,  Kenrad 
Nelson,  M.D.,  and  Kishin  Gandhi,  M.D.,  Quarterly 
Bulletin  of  Northwestern  University  .^fedical  School,  j 
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Ventricular  Fibrillation  Following  Release  of  Aortic  Clamps 


SURGERA"  on  the  aorta,  whothei-  for  aneu- 
rysms, coarctations,  or  other  defects 
involving  cross-clamping  and  removal  of 
such  clamps,  may  lead  to  dire  consequences. 
The  removal  of  the  clamps  must  be  con- 
sidered critical  periods  during  such  pro- 
cedures. Vigilance  and  careful  monitoring 
are  recjuired  by  the  anesthesiologists  even 
though  such  operations  may  be  somewhat 
prolonged.  The  entire  operating  team 
should  be  notified  when  such  maneuvers  in 
technic  are  being  performed. 

In  the  following  case  report  ventricular 
fibrillation  occurred  when  the  aortic  clamps 
were  removed  during  the  correction  of  an 
arteriovenous  fistula  secondary  to  an  opera- 
tion for  a ruptured  intervertebral  disk. 


Discussed  at  a conference  held  at  New  York  Hospital, 
New  York  City,  April  3,  1961.  Clinical  Anesthesia 
Conferences  are  held  on  the  first  Mondaj-  of  every 
month. 


EVi.se  Report 

A young  male,  twenty-nine  years  okl,  came  to 
surgery  as  an  emergency  case  for  the  correction  of 
an  arteriovenous  shunt  involving  the  inferior  vena 
cava  and  the  right  common  iliac  artery.  The 
fistula  occurred  secondary  to  an  operation  for  a 
ruptured  intervertebral  disk  two  weeks  pre- 
viousIjL  He  had  gone  into  severe  congestive 
failure  for  which  he  was  treated  and  controlled 
with  digitalis.  His  pressure  in  the  antecubital 
vein  was  400  mm.  of  water,  the  prothrombin  time 
was  33  per  cent;  platelets  80,400,  blood  urea 
nitrogen  58  mg.  per  100  ml.,  chlorides  84,  po- 
tassium 5.6,  sodium  114  mEq.  per  liter,  hemo- 
globin 10.3  Gm.  ]ier  100  ml.  of  blood,  and  hemato- 
<;rit  33.  Hepatomegaly  also  was  present. 

The  patient’s  arterial  blood  pressure  in  tin' 
operating  room  was  150/60,  pulse  110  beats  per 
minute,  and  respirations  20  per  minute.  The 
induction  of  anesthesia  was  performed  with  thio- 
pental sodium  100  mg.  and  cyclopropane.  An 
endotracheal  tube  was  inserted  with  ease,  and  the 
j)atient  was  maintained  on  a semiclos(>d  sy.stem 
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with  nitrous  oxide,  oxygen,  and  a cyclopropane 
inix-ture.  d'he  respirations  were  assisted  and 
were  26  per  minute.  The  blood  j)ressure  and 
pulse  remained  stable.  The  venous  pressure 
during  the  surgical  correction  of  the  fistula  low- 
ered to  200  mm.  of  water.  The  blood  loss  was 
being  replaced  slowly,  and  1,500  ml.  had  been 
given  during  the  first  eight  hours  of  surgery. 

A 5-cm.  plastic  graft  from  the  aorta  to  the 
common  iliac  artery  was  used  to  correct  the  de- 
fect. While  the  proximal  aortic  clamp  was  being 
removed  approximately  eight  hours  from  the 
beginning  of  surgery,  the  patient’s  blood  pressure 
fell  to  60/40,  and  his  pulse  declined  from  80  to  60 
beats  per  minute.  The  blood  transfusions  were 
accelerated,  and  phenylephrine  hydrochloride 
was  administered  intravenously.  The  aortic 
clamp  was  reapplied,  but  the  blood  jjressure  and 
])ulse  disappeared.  The  cardioscope  indicated 
that  ventricular  fibrillation  had  occurred. 

A thoracotomy  and  cardiac  massage  were 
initiated  immediately.  The  patient’s  color 
improved,  and  the  pupils  became  smaller.  The 
heart  was  found  to  be  fibrillating  and  dilated.  A 
series  of  electrical  shocks  was  applied  without 
success.  Drug  therapy  consisting  of  calcium 
chloride,  epinephrine,  Pronestyl  hydrochloride 
and  Levophed  bitartrate  was  tried  without 
success.  The  efforts  at  resuscitation  were 
abandoned  after  three  and  one-half  hours. 

Comment 

In  this  type  of  surgery  one  of  the  periods 
of  greatest  danger  is  that  of  opening  the 
aortic  clamps.  If  clamps  are  released  too 
i-apidly,  the  venous  return  may  he  inade- 
(piate  and  may  results  in  cardiac  arrest.' 
Also,  insufficient  blood  volume  at  this  time 
of  release  may  produce  tlie  same  effect. 
Hence,  blood  replacement  should  be  carried 
out  with  the  intention  of  replacing  all  the 
blood  that  was  lost  previously  so  that  the 
blood  volume  will  be  adeciuate  when  the 
clamps  are  released. 

Careful  monitoring  and  anticipated  man- 
agement are  rerjuired  during  the.se  proce- 
dures. Artusio  et  al.^  recommend  that  the 
patient  he  placed  in  a 3-  to  ff-degree  Trendel- 
enburg po.sition,  that  whole  blood  he  readied 


for  replacement  under  pressure  if  neces.sary, 
and  that  the  electrocardiogram  he  watched 
carefully.  As  the  surgeon  removes  the 
aortic  clamps  slowly,  the  anesthesiologist 
monitors  the  cardiac  rate,  rhythm,  and 
arterial  blood  pre.s.sure.  The  latter  are 
u.sed  as  guides  to  the  .speed  to  be  used  in 
opening  the  aortic  clamps.  This  is  done  in 
stages  and  may  require  a period  of  from  ten 
to  thirty  minutes  depending  on  the  cardio- 
vascular response.  Whole  blood  is  ad- 
ministered rapidly  if  there  is  a fall  in  blood 
pressure,  tachycardia,  or  bradycardia.  If 
hypotension  worsens,  the  clamps  are  re- 
applied. After  the  removal  of  the  clamps 
the  patient’s  blood  pressure  should  show 
only  a widening  of  the  pulse  pressure  with  a 
lower  diastolic  pressure. 

Whenever  pos.sible,  an  assistant  to  ad- 
minister blood  and  to  circulate  should  be 
afforded  to  the  anesthesiologists  so  that  mon- 
itoring and  therapeutic  responses  can  be 
correlated  properly  by  him  during  this 
critical  period. 

Although  the  clamps  in  this  case  were 
stated  to  have  been  removed  slowly,  it  may 
not,  have  been  sufficiently  long  enough  for 
this  patient  to  compensate  for  the  newly- 
opened  peripheral  vascular  bed.  Cardiac 
massage  also  was  instituted  rapidly  when 
ventricular  fibrillation  occurred.  Cardiac 
resuscitation  is  more  difficult  to  accomplish 
in  patients  who  recently  have  been  in  cardiac 
failure  as  was  this  patient. 

One  cannot  overstre.ss  the  importance  of 
teamwork  during  such  procedures.  The 
surgeon  should  inform  everyone  that  he  is 
about  to  release  t he  clamps  and  .should  defer 
doing  this  if  necessary  preparations  are  not 
readily  available. 
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REPORT 


Arrhythmia  Simulating  Ventricular  Tachycardia 


FREDERICK  H.  WILHELM,  M.D.,  BRONX,  NEW  YORK 
{From  the  Medical  Service  of  Beth  Israel  Hospital,  New  York  City) 


HE  differentiation  of  ventricular  tachycardia 
from  rapid  supraventricular  arrhythmias 
issociated  with  intraventricular  conduction  de- 
ects  may  be  difficult  and  is  always  important. 
5uch  misleading  disorders  of  conduction  include 
ntermittent  bundle  branch  block'  and  the 
VVolff-Parkinson- White  syndrome.'*’^  It  is  the 
)urpose  of  this  rejmrt  to  present  a case  in  which 
)aroxysmal  atrial  fibrillation  together  with  a 
)undle  branch  block,  which  was  present  only 
ibove  a critical  ventricular  rate,  was  distinguished 
ultimately  from  ventricular  tachycardia. 

An  almost  complete  regularity,  widely  split 
first  and  second  heart  sounds,  and  an  inde- 
pendence from  vagal  stimulation  characterize 
\-entricular  tachycardia.  In  this  arrhythmia  th(> 
atria  usually  beat  more  slowly  than  the  ven- 
tricles because  of  a block  to  retrograde  conduc- 
tion. Diagnostically  this  dissociation  is  very 
important.  The  resultant  electrocardiogram 
demonstrates  P waves,  often  of  abnormal  contour, 
which  occur  irregularly  in  the  cardiac  cycle. 
These  P waves  often  are  superimposed  on  ven- 
tricular complexes,  thus  becoming  difficult  to 
detect,  and  frequently  require  special  atrial  leads. 
Whenever  the  atrial  contraction  just  precedes 
the  ventricular  contraction,  there  is  an  increased 
mechanical  efficiency.  This  can  be  discovered  on 
physical  examination  by  an  occasionally  stronger 
apical  first  heart  sound, a prominent  “.-V”  wave 
in  the  jugular  pulse,®  and  a stronger  arterial 
pressure  detectable  with  a sphygmomanometer."’® 
'Phis  arterial  sign  must  be  distinguished  both 
from  the  respiratory  variations  and  from  the 
pulsus  alternans  of  the  left  ventricular  weak- 
ness. If  isolated  premature  ventricular  con- 
tractions are  noted  either  before  or  after  a run 
of  tachycardia,  a ventricular  focus  should  be 
suspected;  the  diagnosis  is  confirmed  if  the 


arrhythmia  terminates  with  a fully  compen- 
satory pause.  Similarly,  a previous  record 
of  atrial  or  of  nodal  premature  beats  should 
lead  to  the  search  for  an  arrhythmia  of  higher 
origin.  Without  such  information  the  differen- 
tial diagnosis  becomes  more  difficult. 

Both  the  special  diagnostic  problems  created 
by  transitory  bundle  branch  block  and  the 
various  causes  of  this  defect  have  become  widely 
recognized.  Drugs  such  as  digitalis,®  quinidine 
sulfate oxygen, nitroglycerin,*®  amino- 
phylline,*®  amyl  nitrite,*^  epinephrine,*®-*®  atro- 
pine, *®“®*  and  acetylcholine  chloride®®  have  been 
implicated  in  the  production  or  the  relief  of  un- 
stable bundle  branch  block,  as  have  such  ab- 
normalities as  congestive  heart  failure,*®’®®’®* 
eoronary  thrombosis,*®-*®’®®  acute  rheumatic 
fever,®®’®®  hypertension,*®’®®  hyperthyroidism,®® 
diphtheria,®®  pneumonia,®®  and  emotional  la- 
bility.®“’®*  Altered  vagal  tone  produced  by 
respiration,  by  postural  changes,  or  by  mechani- 
cal stimulation  can  mediate  this  conduction  de- 
fect,'®-®®’®®  as  can  the  hypoxic  accumulation  of 
acid  metabolites®®  or  the  rigors  of  cardiac  cathe- 
terization.®® However,  most  frequently  inter- 
mittent bundle  braneh  block  occurs  with  the 
myocardial  ischemia  or  the  insufficient  refractory 
period  associated  with  tachycardia. *®-*®’®®  Fre- 
quently a specific  rapidity  of  the  heart  beat 
separates  the  block  from  the  normal  impulse 
transmission;  as  this  rate  is  approached,  conduc- 
tion becomes  quite  unstable.  In  1941  this  con- 
cept was  formalized  as  the  critical  rate  ])he- 
nomenon.®' 

The  diagnosis  of  a supraventricular  arrhythmia 
may  prove  difficult  if  the  associated  intraven- 
tricular conduction  defect  is  present  only  during 
the  tachycardia.  If,  in  addition,  there  are  no 
discernible  P waves,  as  in  atrial  fibrillation  or  in 
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some  nodal  tachycardias,  the  ]iroblem  is  com- 
Ijounded.  Sucli  a diagnostic  challenge  was  en- 
countered in  the  following  case. 

Case  Report 

A seventy-year-old  female  was  admitted  to 
the  Beth  Israel  Hospital  on  November  7,  1957, 
complaining  that  her  heart  was  beating  irrc'g- 
ularly.  For  the  previous  thirteen  days  she  had 
been  short  of  breath,  and  for  six  days  she  had  had 
severe  pains  in  the  back  of  her  neck,  head, 
shoulders,  and  left  arm.  Dizziness,  nausea,  and  a 
temperature  of  101.8  F.  develojx'd  three  days 
l)rior  to  admission.  At  this  time  her  jdiysicians 
noted  an  irregular  puls('  and,  on  the  basis  of  an 
electrocardiogram,  diagnoscfl  ventricular  tachy- 
cardia. Initial  tln'rapy  consisted  of  0 grains  of 
fpiinidine  followed  by  8 grains  every  tlma'  hours. 
Since  the  arrhythmia  p(>rsist(‘d,  the  dosage  was 
increased  to  0 grains  <‘very  three  hours.  Huw- 
ever,  when  diarrhea,  vagiu*  visual  symptoms,  and 
fainting  supervened,  quinidine  was  fliscontinued. 

On  admission  a lAysical  examination  revealed 
an  elderly,  kyphotic  female  who  appeared  agi- 
tated and  tachypneic.  Her  blood  pressure  ranged 
from  190  systolic,  62  diastolic  to  124  systolic,  78 
diastolic.  The  cardiac  rhythm  was  charac- 
terized by  complete  irregularity  with  a rate  of  189 
])er  minute,  there  was  a s))lit  ajiical  first  sound,  and 
neither  the  j)ulmonic  second  sound  nor  the  aortic 
second  sound  was  accemtuated.  ,V  (irade  II, 
blowing,  decrescendo,  early  diastolic  murmur  was 
transmitted  from  the  bas(>  to  the  neck  and  f la- 
apex.  An  a])ical  systolic  murmur  of  moderate 
intensity  was  also  ia)ted.  4'lu'  liver  and  the 
spleen  were  not  palpabh*,  and  tla-ie  was  la)  pedal 
edema. 

The  i>atient’s  venous  in-essun-  was  90  mm.  of 
saline,  and  the  circulation  time  was  twenty 
seconds  with  Decholin  sodium.  .V  chest  x-ray 
film  revealed  an  increased  heart  size,  together 
with  sclerosis  and  elongation  of  the  aorta. 
Shortly  after  her  discharge  from  the  hospital,  a 
fluoroscopic  examination  demonstrated  a lelt 
ventricular  and  left  atrial  enlargement;  valvular 
calcification  was  not  observed.  Blood  serolog>-, 
VDRL  test,  indicated  negative  findings.  In 
addition  to  the  arrhythmia,  electrocardiograms 
showed  left  axis  deviation  and  tall  R waves  in 
aVl,  suggestive  of  left  ventricular  hypertrophy. 

The  underlying  cardiac  diagnoses  were  athero- 
sclerotic coronary  heart  disease  and  aortic  in- 
sufficiency. Mitral  insufficiency  jirobably  was 


Fig.  1.  Atrial  fibrillation  with  bundle  b ranch  | 
hlcK’k  at  ventricular  rate  of  l(i0-200.  Note  mnisunl 
configuration  of  (JUS  comjilexcs  in  lead  aVr. 

jiresent  also.  The  arrhythmia  was  not  considered  ' 
ventricular  tachycardia  because  of  the  degree  of 
its  irregularity,  the  absence  of  demonstrable  P j 
waves  (Fig.  1),  and  the  prolonged  duration  of  the 
tachycardia  without  any  progressive  deteriora- 
tion in  the  patient’s  general  condition.  Despite 
their  very  bizarre  appearance,  the  widened  ven- 
tricular comple.xes  are  explained  by  a bundle 
branch  block.  Tracings  demonstrating  frequent 
shifts  b('tw(‘en  bundle  branch  block  and  normal  ■ 
conduction  indicate  that  the  critical  rate  is  being 
;ipproached  (Fig.  2).  I 

4'he  atrial  fibiillation  was  soon  slowed  by 
('('dilanid,  followed  by  digitoxin  jnished  to  the 
])oint  of  early  toxicity,  nausea,  and  bradj'cardia.  ' 
Subsequent  electrocardiograms  (Fig.  3)  all  re- 
vealed an  atrial  fibrillation  with  the  ventricular 
i-ate  near  80  p(u-  minute.  The  bundle  branch  block 
was  no  long(>r  pre.sent  because  this  conduction  de- 
fect was  dependent  on  the  cardiac  rate.  The 
pati(Uit’s  hospital  course  was  complicated  by  an 
intermittc-nt  fi'vi'r  contribufi'd  to  by  a mild 
|)haryngitis,  a urinary-tract  infection,  and  a 
transitory  phlebitis.  I luring  her  .seven-week  ho.s- 
pital  sta>-  she  became  asymiitomatic  and  was 
di.schargt'd  with  atrial  fibrillation  at  a slow 
cardiac  rate. 


Com  men  I 

The  jirognosis  of  ventricular  tachycardia  is 
usuallv  much  graver  than  that  of  arrhythmias  ofi 
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V, 

Fk;.  ‘2.  FrcHiucnt  alt(Tii;itioii  hcl-weoii  liuiullo 
)riincli  l)lock  and  normal  intravontricmlar  coikIik;- 
Lion.  Criti(ral  rate  occurs  at  ll-K  interval  of  0.58 
seconds. 


»«  V,  V, 

1''k;.  3.  Atrial  fibrillation  after  cardiacs  rate  slowed 
by  digitalis. 


liiglicr  origin.  In  ventricular  tsn  liycanlia  <ligi- 
talis  might  well  lx;  withheld  hecau.sc!  of  tlu; 
danger  of  potentiating  an  already  irritalsle  ven- 
tricular focus,  hut  it  may  prove  the  drug  of  choice 
in  supraventricular  arrhythmias. 

The  urgency  of  halting  a ventricular  tachycar- 
dia may  require  massive  doses  of  myocardial  de- 
pressants, such  as  quinidine  sulfate  or  Pronest}’! 
hydrochloride.  Such  therapy  may  be  unneces- 
sary or  even  dangerous  in  tlui  presence  of  an 
already  damaged  myocardium  with  a bundle 
brancli  block. 

Summary 

This  case  was  rejiorted  to  indicate  the  impor- 
tance of  distinguishing  ventricular  from  supra- 
ventricular arrhythmias  with  intraventricular 
block  and  also  to  draw  attention  to  the  bizarn> 
ventricular  complexes  which  may  ajjpear  in 
bundle  branch  block.  The  critical  rate  idie- 
nomenon  has  been  illustrated. 
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My  patient,  aged  .seventy-four,  has  severe  osteo- 
arthritis (one  hip-joint  is  quite  obliterated),  asthma 
and  emphysema,  and  syncope  attacks.  On  her 
way  to  see  a hospital  cardiologist,  the  ambulance 
driver  w'as  most  attentive  and  saw  her  to  a seat  in 
the  outpatients’  waiting-room. 

In  due  course  she  undressed,  was  examined,  then 
told  to  put  on  all  her  clothes  again  and  go  upstairs 
to  the  pathology  laboratory  for  a blood-test.  She 
climbed  a long  flight  of  stairs,  walked  along  a corri- 
dor; here  only  her  coat,  jacket,  and  jumper  had  to  be 
removed  and  replaced.  Retracing  her  journey  she 
again  undressed,  w'as  x-rayed,  and  told  to  get 


dressed  quickly.  Then  off  again,  a long  walk  to  'ID 
ward  20  to  have  an  ECG,  clothes  off  again,  but 
she  was  told  to  keep  on  her  knickers.  The  ECG.  | g, 
taken,  she  again  dressed  herself  and  walked  down, 
the  long  corridor  (w'hich  then  seemed  miles)  to  her  : 
seat  in  the  outpatient  hall,  there  to  await  transport,  i 
The  physician  writes:  “There  is  e\ddence  of  a ; ai 
recent  posteroseptal  infarct.  She  must  take  things  j jt 
very  quietly  and  I wall  see  her  for  review  in  a month.”  ' jj 
My  patient  asks  whether  the  National  Health  p 
Service  will  supply  her  with  a physical-training  in-  ; 
structor  to  help  her  to  be  in  better  training  for  her  .'1'® 
next  visit. — The  Lancet,  June  10,  1061,  page  1283 
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A series  of  urlicles  on  heallJi  insurance  prepared  by  the 
Associated  Blue  Shield  Plans  of  New  York  Stale 

LEONAIIU  J.  KAIDEK,  M.D.,  Editor 


The  Basis  for  Service  Benefits — The  Full  Payment  Concept  of 

Blue  Shield 

WILLIAM  H.  IlOKTON,  M.D.,  GUILFOKI),  CONNECTICUT 
(Executive  Director  and  Director  of  Medical  Services,  Connecticut  Medical  Service,  New  Haven) 


^I'^HE  words  “Service  Benefits”  huve  be- 
come  the  most  controversial  words  in 
the  practice  of  medicine.  The  concept 
which  they  represent  has  been  the  subject  of 
more  argument  than  any  other  aspect  of  the 
economic  side  of  medical  practice.  With  the 
rapidly  changing  application  of  voluntary 
health  insurance  there  is  every  indication 
that  there  will  be  more,  rather  than  less, 
discussion  of  Service  Benefits  in  the  future. 

Why  should  Service  Benefits,  or  as  I pre- 
fer to  call  it.  Full  Payment,  have  aroused  so 
much  feeling  among  the  profession? 

Full  Payment  is  controversial  in  medicine 
because  when  we  talk  about  Service  Bene- 
fits we  are  talking  about  money— physicians’ 
money  or  payment  for  physicians’  profes- 
sional services.  We  are  talking  also  about 
fixed  fees  for  services.  If  there  are  any  two 
subjects  which  will  arouse  the  physician’s 
interest  they  are:  payment  for  his  services 
and  the  question  of  fixed  fees.  Therefore 
it  is  not  remarkable  that  they  have  become 
the  subject  of  so  much  controversy  since  Full 
Payment  is  intimately  concerned  with  both 
of  these  significant  matters. 

Most  of  the  discussions  of  Full  Payment 


have  been  highly  emotional  and  in  many 
cases  based  on  an  isolated  unfortunate 
personal  experience.  Some  physicians  have 
not  even  waited  for  the  experience,  but  with 
active  imaginations  they  have  conjured  up 
all  sorts  of  tragedies  which  would  befall  the 
practice  of  medicine  if  Full  Payment,  even 
on  the  limited  basis  currently  in  use  in  Blue 
Shield,  should  become  an  accepted  principle 
of  the  practice  of  medicine.  It  is  paradoxic 
that  seldom  have  the  opponents  of  Full  Pay- 
ment considered  the  extent  of  the  disaster 
which  will  befall  medical  practice  if  the  fail- 
ure to  provide  Full  Payment  to  the  groups 
which  deserve  it  influences  Congress  to  de- 
cree by  legislation  what  the  physician  was  un- 
willing to  provide  voluntarily. 

It  is  unlikely  that  anything  which  may  be 
.said  on  behalf  of  the  Full  Payment  or  Serv- 
ice Benefits  principle  will  ever  convince  a 
considerable  number  of  participating  physi- 
cians. Neither  does  it  seem  likely  that  Blue 
Shield  plans  will  ever  be  able  to  answer  satis- 
factorily every  physician’s  individual  com- 
plaints regarding  the  inequities  which  will 
result  occasionally  from  the  practical  applica- 
tion of  the  Full  Payment  principle  to  his 
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practice.  Nevertheless,  it  seems  worth- 
while for  those  of  us  who  regard  the  I'ull 
Payment  principle  as  essential  to  the  con- 
tinued independence  of  medical  practice  to 
continue  to  try  to  persuade  our  colleagues  of 
the  soundness  of  our  viewpoint. 

Over-all  Concept  of  Full  Payment 

It  seems  useful  to  review  for  a few  mo- 
ments the  over-all  concept  of  Full  Payment 
as  it  is  applied  to  medical  practice.  It  may 
be  that  by  doing  so  we  can  bring  to  the 
attention  of  physicians  some  of  the  more 
significant  considerations  of  the  problem 
which  frequently  are  lost  sight  of  by  a physi- 
cian occupied  with  the  concerns  of  a bus}" 
practice. 

The  views  expres.sed  arc  my  own.  So  that 
there  will  be  no  misunderstanding  of  my  feel- 
ing as  to  the  extent  to  which  the  Full  Pay- 
ment principle  should  be  applied,  I should 
like  to  be  definite  regarding  the  subject.  I 
do  not  believe  that  the  Full  Payment  prin- 
ciple .should  be  applied  to  all  levels  of  income. 
Such  a situation  would  inevitably  produce 
mediocrity  in  medical  practice  by  removing 
any  incentive  for  a physician  to  excel  in  a 
particular  field  of  medicine  and  be  properly 
remunerated  for  his  skill.  I do  believe, 
however,  that  Full  Payment  must  be  made 
available  to  people  in  the  lower  and  middle 
levels  of  income  where  anticipated  medical 
care  expenditures  cannot  be  met  by  the 
individual  without  sacrificing  other  necessi- 
ties for  a desirable  standard  of  li\"ing. 

There  are  only  three  statements  that  need 
to  be  understood  and  acceptetl  by  any 
practicing  physician  in  ordei’  for  him  to  be 
willing  to  give  his  uiuiualified  support  to  a 
Full  Payment  program: 

1.  I'fiill  Payment  is  the  only  practical 
manner  in  which  the  traditions  of  the  medical 
l^rofession  can  be  applied  to  the  pi’actical 
considerations  of  the  business  of  running 
an  insuring  company. 

2.  Full  Payment  is  primarily  for  the 
welfare  of  the  patient,  whose  interest  med- 
icine has  always  been  proud  to  protect. 

3.  Full  Payment  is  the  only  means  by 


which  medicine  in  the  long  picture  can  be 
maintained  as  a \'ohintary  profession. 

I think  phy.sicians  will  agree  that  if  these 
statements  are  factual,  every  practicing 
physician  would  be  as  morally  and  ethically 
obliged  to  .support  the  Fidl  Payment  concc'pt 
with  his  best  efforts  as  he  is  to  support  his 
county  medical  association,  or  he  would  wish 
to  support  it  simply  as  a matter  of  prime 
self-interest. 

Prarl  i ra  I Con  si dera  t i ons 

Let  us  see  how  well  we  can  prove'  the 
truth  of  the.se  statements.  I'irst,  “Full 
Payment  is  the  only  practical  manner  in 
which  the  traditions  of  the  medical  pro- 
fession can  be  applied  to  the  practical  con- 
siderations of  the  business  of  running  an 
insuring  company.”  The  traditions  of  the 
medical  profe.ssion  have  always  insiste'd  that 
the  welfai'e  of  the  patient  be  the  first 
consideration  of  the  practicing  physician. 
When  these  principles  were  initiated  there 
was  no  such  thing  as  prepaid  medical  care 
insurance,  but  these  ethical  principles  have 
not  been  significantly  modified,  despite  the 
tremendous  growth  of  voluntary  prepaid 
medical  care.  These  principles  are  accepted 
as  a basic  obligation  by  every  ethical  physi- 
cian in  medical  practice.  IMost  of  us  will 
surely  agree  that  the  practicing  physician 
should  not  be  any  less  dedicated  to  the  ful- 
filment of  his  ethical  responsibilities  in  the 
traditions  of  medicine  just  because  money  is 
made  available  through  an  insurance  cor- 
poration for  the  payment  of  physicians’  ser\’- 
ices  when  such  services  are  retpiired.  His 
prime  interest  is  in  the  welfare  of  his  patient. 

The  low  or  moderate  income  patient  imi.st 
ha\’e  tlu'  professional  ser\'ice  regardless  of 
whether  or  not  he  has  funds.  This  is  medi- 
cine’s pledge  to  him.  Why,  then,  should  not 
adequate  funds  provided  by  an  insuring 
company  be  acceptable  as  full  reimbursement 
by  the  physician,  particularly  when  the 
physician  himself  arranges  the  fee  schedule 
as  he  does  in  Blue  Shield?  Surely  half  a 
loaf  is  better  than  none,  and  the  Service 
Benefits- I’u  11  Payments  being  made  today 
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ihy  Uip  bettor  JMuo  Shield  plans  arc  far  from 
being  “half  a loaf.”  This  is  a sound,  logical, 
I direct,  and  pract  ical  application  of  the 
principle  of  medical  et  hics  to  the  insurance  of 
medical  care  for  the  lower  income  groups. 

! All  insuring  companies  provide  certain 
1 dollar  amounts  which  will  be  paid  should  the 
risk  occur  for  which  liability  has  been 
assumed.  Such  payments  are  called  in- 
I demnities  since,  like  all  forms  of  commer- 
cial insurance,  they  indemnify,  that  is  to 

I say,  they  “compensate”  or  “make  restitution 

II  for”  the  loss  n'sultfng  from  the  occurrence  of 
i'  the  risk.  As  far  as  I know,  there  has  becui 
I'  no  over-all  objection  to  indemnity  voluntary 
( health  insurance  by  the  medical  profession. 

II  believe,  however,  that  on  a specific  claim 
|i  basis,  particularly  in  the  compensation  and 
|i  third  party  negligence  fields,  there  is  fre- 
(piently  a wide  difference  of  opinion  between 
the  insurer  and  physician  as  to  the  value  of 
the  latter’s  professional  services. 

To  return  to  the  over-all  view,  if  each 
practicing  physician  developed  a schedule 
of  fees  which  he  would  accept  as  Full  Pay- 
ment for  the  services  he  renders  his  patient 
and  if  the  insurance  carrier  could  sell  such  a 
contract  to  his  patients,  then  the  physician 
presumably  would  be  willing  to  accept  the 
i indemnity  fee  as  Full  Payment  for  his 
services.  The  transaction  would  have  no 
such  inflammatory  title  as  Service  Benefits. 
It  would  be  indemnity  insurance,  and  the 
physician  would  be  pleased  with  the  situa- 
tion. Let  us  examine  for  a moment  the 
sources  of  his  satisfaction.  The  professional 
service  he  renders  will  be  covered  by  insur- 
ance. Therefore  he  may  anticipate  100  per 
cent  collections.  Next,  he  is  going  to  re- 
ceive for  his  ju’ofessional  services  t h('  amount 
ot  money  he  thinks  is  his  due  .since  he  him- 
.self  set  the  fees  in  the  schedule.  Last,  his 
patient  will  be  pleased  at  not  having  to 
spend  any  of  his  own  funds,  obviously 
every  patient’s  idea  of  medical  Utopia. 

F('t  us  compare  this  optimal  situation 
with  the  pra(dical  functions  of  an  existing 
Blue  Shield  Servic('  Benefits  or  k'nll  Payment, 
program.  They  differ  in  only  one  respecd. 


and  again  the  con.sideration  is  mon(\y.  In 
the  first  instance  the  phy.sician  sets  up  his 
own  fee  .schedule  him.self,  while  under  Blue 
Shield  plans  it  is  arranged  and  accepted  by 
him.self  and  a large  group  of  his  fellow  prac- 
ticing physicians.  It  seems  very  definite; 
that  the  only  obstacle  the  nonparticipating 
phy.sician  finds  to  supporting  a Full  Payment 
program  is  that  he  must  relinquish  his  right 
to  construct  his  own  individual  fee  schedvde 
for  certain  professional  .services  he  renders. 
The  nonparticipating  physician  is  not  willing 
to  relinquish  this  right  evem  to  his  fellow 
physicians  and  to  work  with  them  to 
construct  the  schedule,  although  he  has  just 
as  much  influence  as  each  of  them  in  the 
determination  of  the  dollar  amounts  of  the 
Blue  Shield  Full  Payment  .schedule.  We 
can  hardly  solve  the  problem  for  non- 
participating physicians  by  having  oik' 
schedule  for  participating  physicians  and 
additional  individual  fee  schedules  for  each 
of  the  nonparticipating  phy.sicians. 

How  does  the  low  or  middle  income  patient 
feel  about  not  having  Service  Benefits-Full 
Payment  from  the  nonparticipating  physi- 
cian? The  low  to  medium  income  patient  is 
just  as  interested  as  is  his  physician  in  in- 
.suring  himself  fully  against  loss  .should  cer- 
tain risks  occur.  When  you  and  I have  an 
automobile  accident  we  would  like  the  in- 
surance company  to  pay  in  full  for  the  dam- 
ages. Low  and  middle  income  patients  feel 
the  .same  way  about  their  medical  care.  We 
do  not  like  deductible  collision  insurance. 
We  have  to  pay  for  a portion  of  the  repairs 
ourselves,  but  then  the  repair  of  cars  is  a 
trade  and  does  not  require  the  .same  con- 
siderations as  a profession  such  as  medicine. 

The  low  and  middle  income  patient  feels 
he  shmdd  be  able  to  buy  complete  protec- 
tion against  the  hazards  of  illness.  It  seems 
rea.sonable  that  he  should  be  able  to  do  so. 
Why  is  he  unable  t,o?  Because,  except  for 
t hose  who  are  participating  physicians  in  the 
medically  sponsored  Blue  Shield  plans, 
physicians  are  unwilling  to  tell  anyone  the 
dollar  amount  they  will  accept  as  full  fees. 
Therefore  the  patient  buys  coverage  with  the 
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liighest  medical  fee  payments  he  can  afford  in 
the  hope  that  the  indemnity  he  receives  will 
be  adequate  to  meet  the  physician’s  bill  in 
full.  More  often  than  not,  it  does  not  do  so. 

The  patient  then  finds  it  hard  to  under- 
stand what  has  happened  to  all  the  solicitude 
he  understood  the  medical  profession  has 
always  felt  for  his  welfare.  If  the  medical 
profession  is  to  adhere  to  its  ethical  position 
that  service  to  the  patient  is  the  first  motiva- 
tion for  practice,  then  ultimately  it  must 
accept  a reasonable  fee  as  Full  Payment 
for  the  services  rendered  to  low  income 
patients.  The  dollar  amount  of  any  fee  is 
not  the  significant  factor  in  the  operation  of 
an  insuring  company.  The  stability  of  the 
dollar  amount  and  its  acceptance  by  all 
physicians  are  the  pertinent  criteria. 

Welfare  of  the  Patient 

Let  us  consider  the  second  statement:  “Full 
Payment  is  primarily  for  the  welfare  of  the 
patient,  whose  interests  medicine  has  always 
been  proud  to  protect.”  Many  physicians 
who  are  opposed  to  Full  Payment  base  their 
arguments  on  the  effects  which  they  feel  it 
has  on  their  practice.  Full  Payment  is  not 
intended  primarily  to  benefit  the  financial 
aspects  of  the  physician’s  practice  although 
it  has  proved  to  do  so  in  many  cases.  It  is 
the  welfare  of  the  patient  which  is  the  fore- 
most consideration  when  Blue  Shield  de- 
vises contracts  which  provide  Full  Payment 
for  patients  with  low  or  moderate  incomes. 

The  physician  may  be  able  conceivably, 
but  rarely,  to  make  a sound  case  for  the 
adverse  effects  which  Full  Payment  to  these 
income  groups  would  have  on  the  financial 
return  of  his  practice.  By  doing  so,  how- 
ever, he  is  arguing  against  the  ethics  of  his 
profession  which  require  that  the  welfare  of 
his  patient,  not  the  financial  return  of  his 
practice,  be  his  first  consideration.  I have 
yet  to  hear  a sound  argument  against  Full 
Payment  in  terms  of  the  welfare  of  the  low 
or  middle  income  patient. 

The  last  statement,  “Full  Payment  is  the 
only  means  by  which  medicine  in  the  long 
picture  will  be  maintained  as  a voluntary  pro- 


fession,” does  not  require  extensive  documen- 
tation to  demonstrate  its  truth. 

Fixed  Fees 

The  variable  fees  of  the  past  and  the 
present  were  and  are  based  on  the  ability 
of  the  patient  to  pay.  In  a day  when  a large 
segment  of  the  population  was  unable  to  pay 
medical  costs,  variable  fees  were  a reasonable 
means  of  effecting  an  average  payment  for 
all  patients.  There  is  little  question  but 
that  the  vast  majority  of  our  population  can 
now  pay  the  costs  of  Blue  Shield  membership 
charges  if  a contract  is  available  to  them. 

In  view  of  this  circumstance,  justification  of 
variable  fees  will  and  must  become  more  and 
more  difficult. 

There  is  an  easy  tendency  to  assume  that 
any  fee  which  is  fixed  is  necessarily  incorrect. 
This  is  far  from  the  truth.  One  of  the  major 
reasons  why  the  costs  of  physicians’  services 
have  not  kept  pace  with  the  rising  costs  of  j 
living,  although  they  have  increased,  is  that  j 
most  physicians  have  adhered  for  many  years 
to  their  own  particular  pattern  of  fees. 
These  fees,  of  course,  are  fixed,  but  they  are 
fixed  by  the  physician  himself.  We  may 
presume,  therefore,  that  he  feels  they  are 
correct.  Once  again  we  return  to  the  view 
that  the  correctness  of  a fixed  fee  depends 
on  who  is  doing  the  fixing! 

Medical  fees  in  the  future  for  the  vast  | 
majority  of  our  population  must  be  fixed. 

It  is  only  on  that  basis  that  it  will  be  possi- 
lile  for  insurers  to  provide  coverage  and  for 
patients  to  meet  medical  costs.  It  is  idle  to 
advise  a patient  that  he  should  budget  from 
his  income  to  meet  the  costs  of  his  medical  | 
care  unless  his  physician  can  tell  him  what 
he  may  expect  those  costs  to  be. 

Under  Blue  Shield  Service  Benefits-Full 
Payment  Plans,  practicing  physicians  are 
the  ones  who  fix  the  fees  for  themselves. 
This  is  as  it  should  and  must  be.  The  prac- 
ticing physician  has  nothing  to  say  about  the 
fees  provided  in  commercial  insurance  con- 
tracts. If  we  eventually  come  to  a govern- 
ment-controlled medical  care  program,  med- 
ical fees,  in  keeping  with  familiar  bureaucratic 
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policy,  probably  will  bo  arrived  at  by  the 
one  person  who  can  be  found  in  government 
who  knows  least  about  the  practice  of  medi- 
cine, certainly  not  by  the  practicing  physi- 
cians who  will  provide  the  professional  serv- 
ices. 

Su  mniary 

I have  tried  to  summarize  in  four  axioms 
the  present  situation  as  far  as  the  practicing 
physician  is  concerned : 

1.  If,  in  the  future,  the  phJ^sician  expects 
to  be  paid,  the  insurance  coverage  must  do 
it. 

2.  If  in.surance  is  to  do  it,  medical  fees 
must  be  stabilized. 

3.  If  medical  fees  are  to  be  stabilized, 
practicing  physicans  ought  to  do  it. 

4.  If  practicing  physicians  are  going  to  do 
it,  each  physician  must  surrender  some  of  his 
individuality  on  behalf  of  the  profes.sion  as 
a whole. 

I believe  these  statements  represent  a 
sound  simplification  of  our  complex  problem, 
a bedrock  foundation  for  future  medical  prac- 
tice that  cannot  be  circumvented  no  matter 
how  much  we  might  wish  to  do  so.  There 
is  only  one  remaining  consideration  in  this 
discussion  of  Full  Payment.  If  Full  Pay- 
ment-Service Benefits  is  not  the  answer  to 
the  problem  of  meeting  the  medical  care 
costs  for  lower  income  groups,  what  is? 

Certainly  the  answer  does  not  lie  with 
indemnity  insurance.  Medical  costs  must 


not  be  “all  the  traffic  can  bear”;  they  must 
be  reasonable  and  proper  for  the  services 
rendered.  The  public  already  seems  to  be 
aware  that  in  some  instances  indemnity  in- 
surance may  represent  a liability  rather  than 
an  as.set  when  their  physician  comes  to  make 
out  his  bill. 

Blue  Shield  Service  Bcnefits-Full  Payment 
Plans  represent  the  most  forward  step  which 
the  medical  profe.ssion  has  yet  taken  to  make 
it  po.ssible  for  patients  to  have  the  best 
medical  care  at  a price  they  can  afford  to 
pay.  No  indemnity  insurance  plan  can 
argue  that  its  benefits  are  equivalent  or 
better  than  a Blue  Shield-Full  Payment  plan. 
Blue  Shield  Service  Benefit.s-Full  Payment 
contracts  po.ssess  the  quality,  if  I may  para- 
phrase the  slogan  of  which  a leading  phar- 
maceutical firm  has  long  been  proud,  “the 
priceless  ingredient,  the  honor  and  integrity 
of  the  physician.”  Full  Payment  contracts 
of  Blue  Shield  plans  guarantee  Full  Payment 
coverage;  this  no  indemnity  plan  can  do. 

The  American  public — the  patients — not 
the  medical  profession,  will  ultimately  decide 
whether  the  practice  of  medicine  will  con- 
tinue to  be  voluntary  or  will  become  sub- 
sidized and  controlled.  Unless  it  is  possible 
for  a majority  of  our  people  to  insure  them- 
selves fully  against  medical  care  costs  for 
significant  medical  treatment,  the  final 
decision  of  the  public  can  be  easily  antici- 
pated, and  the  medical  profession  will  not 
like  it. 


(Number  ten  in  a series  of  special  articles  on  Medical  Care  Insurance) 


A lot  of  good  times  are  ruined  by  excessive  anticipation. — Feather 
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Factors  Which  Ddennine  Success  of  Efforts  of  Director  of  Medicat 
Education  in  a Votuntary  Hospitat 

I.  SNAPPER,  M.D.,  BROOKLYN,  NEW  YORK 
{From  Hclh-El  Hospital) 


IN  RECENT  years  man}^  liospitals  have  tried 
to  itnj)rove  the  quality  of  their  educational 
jjrograms  for  the  training  of  intern  and  resident 
staffs  by  the  appointment  of  directors  of  medical 
education.  As  clearly  stated  by  Uhl,’  numerous 
misunderstandings  exist  about  the  role  of  the 
director  of  medical  education  of  a voluntary 
hospital.  In  this  connection  it  seems  timely  to 
define  the  ba.sic  points  which,  in  our  experience, 
must  be  carefully  observed  to  enable  the  director 
of  medical  education  to  dispatch  his  task  suc- 
cessfully. 

1.  Aledical  education  in  this  country  derives 
its  strength  mainly  from  a close  integration  of  the 
teaching  of  basic  sciences  and  clinical  medicine, 
surgery,  and  so  forth.  The  specialty  boards 
also  correctly  require  that  the  same  principles 
prevail  during  the  graduate  teaching  of  junior 
and  senior  house  officers.  By  definition,  then, 
the  director  of  medical  education  must  be  an 
individual  who  is  well  versed  in  clinical  medicine 
and  who  also  has  contributed  personally  to  one 
or  more  fields  of  basic  science  closely  connected 
with  medicine. 

2.  Since  physicians  who  combine  the  two 
requirements  mentioned  previously  do  not 
abound  among  the  staff  members  of  voluntary 
hospitals,  the  director  of  medical  education  must 
be  prepared  to  shoulder  the  major  part  of  the 
house  staff  teaching  himself.  At  the  same  time, 
he  must  select  carefully  those  of  his  colleagues 
on  the  hospital  staff  who  may  best  be  used  for 
the  teaching  of  special,  mainly  technical,  topics. 

3.  In  view  of  the  large  amount  of  personal 
teaching  the  director  of  medical  education  has  to 
perform,  he  should  be  himself  director  of  one  of 
the  major  clinical  departments  of  the  hospital. 
In  this  way  he  can  use  his  own  patients  for  teach- 
ing purposes  without  being  obliged  to  go  around 
Ix'gging  his  colleagues  for  pc'rmission  to  use  one 
of  theirs. 


4.  He  should  have  the  express  right  to  u.se 
fnx'ly,  for  his  teaching  rounds,  semi])rivate  and 
l^rivate  patients  who  have  been  admitted  under 
the  care  of  his  colleagues  on  the  staff  of  the  hos- 
pital. This  is  mandatory  because  both  the 
number  and  the  quality  of  the  patients  admitted 
to  the  ward  services  of  many  voluntary  hospitals 
are  insufficient  for  efficient  house  staff  education. 

5.  In  his  own  department  the  director  of 
medical  education  will  organize  teaching  sched- 
ules, facilities,  and  methods  which  will  serve  as 
examples  for  other  departments.  He  will  sit 
on  all  committees  which  make  proposals  for 
staff  appointments.  In  this  way  he  can  be  in- 
strumental in  increasing  the  number  of  clinical 
teachers  among  his  colleagues. 

6.  Since  the  graduate  teaching  of  house  staff 
members  has  certain  clinical  overtones  which 
are  not  emphasized  in  medical  school  teaching, 
the  director  of  medical  education  should  have  a 
geographic  full-time  assignment.  In  this  way 
he  will  be  available  at  all  times  for  house  staff 
members  who  need  his  advice  for  clinical  or  other 
problems. 

At  the  same  time  he  should  be  permitted 
— if  necessary,  obliged — to  do  a certain  amount 
of  consulting  practice  within  the  confines  of 
the  hospital  in  order  not  to  lose  touch  with  the 
practice  of  clinical  medicine. 

7.  American  medical  students  are  apparently 
in  full  sympathy  with  these  basic  concei)ts  as  is 
clearly  demonstrated  by  the  results  of  the 
National  Intern  Matching  Program.  Only  a 
few  hospitals  are  able  to  fill  their  intern  quota. 
The  future  interns  shy  away  not  only  from  hos- 
pitals without  an  educational  program  but  also 
from  hospitals  where  the  education  has  been 
entrusted  to  jihysicians  whose  interests  are 
limited  to  empiric  medicine.  The  senior  students 
evidently  still  remember  the  statement  of 
Ewing*  that: 
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to  follow  a liosi)ital  attending  ph3^sician  about 
the  wards  and  see  what  he  does  in  his  dailj’ 
routine  mayenable  the  student  to  pick  up  manj" 
practical  points,  but  it  is  not  medical  educa- 
tion. Nor  will  it  sufh(!e  to  exact  a promise 
tliat  tlie  attending  physicians  will  undertake 
the  duty  of  giving  adecpiate  instruction  to 
the  interns.  The  attending  physician  is  a 
bus}'  man,  and  the  best  of  his  disquisitions  on 


rounds  are  inferior  to  a S3^stematic  discussion 
prepared  for  the  particular  j)urpose  of  in- 
structing advanced  students. 

Hejerenves 

1.  Uhl,  H.:  The  director  of  medical  education, 

J.A.M.A.  174:  408  (Sept.  24)  1960. 

2.  Ewing,  J.:  Principles  and  experiments  in 

medical  education,  ihid.  66:  635  (Feb.  26)  1916. 


Arleviosclerolic  Heart  Disease  Slalistics 


Arteriosclerotic  heart  disease,  including  coronary 
disease,  is  responsible  for  more  deaths  in  the  United 
States  than  all  other  t\'pes  of  heart  diseases  com- 
bined, according  to  statisticians  of  Metropolitan 
Life  Insurance  Company. 

The  disease  varies  in  relative  importance  in  the 
major  segments  of  the  population.  Arteriosclerotic 
heart  disease  accounts  for  almost  four  fifths  of  all 
heart  disease  deaths  among  wliite  males,  for  two 
thirds  of  those  among  white  females,  for  slightly 
over  half  of  those  among  nonwhite  males,  and  for 
slightl}'  less  than  half  among  nonwhite  females. 

The  proportion  of  deaths  ascribed  to  this  leading 
t.v])e  of  heart  disease  increases  with  advance  in  age, 
the  rise  being  particularly  ra])id  during  early  adult 
life. 

For  e.xample,  among  white  males  over  half 
of  all  heart  disease  deaths  at  ages  twenty-five  to 
thirty-four  are  of  the  arteriosclerotic  t\'pe,  the  pro- 
portion increasing  to  nearly  80  per  cent  at  thirty-five 
to  fort.v-four  }'ears  and  to  about  85  per  cent  in  the 
forty-five  to  sixt\'-four  y’ear  age  range,  after  which 


it  decreases  moderately.  This  pattern  holds  true 
for  other  segments  of  the  population  except  non- 
white females,  where  the  highest  proportion  is  in 
the  seventy-five  and  over  age  group. 

Second  in  numerical  importance  is  h3'pertensive 
heart  disease.  It  causes  only  7 per  cent  of  all  heart 
fatalities  among  white  males  and  about  twice  that 
proportion  among  white  females.  It  is  of  relativel\' 
much  greater  importance  among  nonwhite  persons, 
accounting  for  a little  more  than  one  fifth  of  all 
heart  disease  deaths  among  males  and  for  almost  one 
third  among  females. 

• Although  the  mortality  rate  from  rheumatic 
heart  disease  was  much  higher  a generation  ago,  it 
still  ranks  as  a major  cause  of  heart  disease  fatalities 
in  childhood  and  early  adult  life. 

Most  of  the  cardiac  deaths  among  infants  and 
young  children  are  of  congenital  origin.  Congenital 
heart  disease  takes  so  large  a death  toll  in  infanev 
that  the  mortality  rate  from  heart  disease  as  a whole 
under  age  one  is  higher  than  that  for  any  other  age 
group  under  age  forty-five. 
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New  Rules  of  Procedure  on  Arbitration  of  Medical  Bills 


In  an  effort  to  eliminate  various  time-consuming 
steps  in  the  procedure  for  arbitration  of  medical  bills 
in  Workmen’s  Compensation  and  to  reduce  the  in- 
terval between  Objection  to  Bill  for  Treatment  and 
arbitration,  several  changes  were  discussed  by  the 
Chairman’s  Advisory  Committee  on  Medical  Fee 
Schedule  and  Allied  Problems.  The  new  Rules  of 
Procedure  published  here  should  contribute  ma- 
terially to  the  just  and  speed j'  settlement  of  disputed 
medical  bills. 

Order  of  the  Chairman,  Workmen’s 
Compensation  Board,  State  of  Netv  York 

By  virtue  of  the  authority  vested  in  me  by  13-a  (3) 
and  13-g  of  the  Workmen’s  Compensation  Law,  I,  S. 
E.  Senior,  Chairman  of  the  Workmen’s  Compensa- 
tion Board,  hereby  REPEAL  the  Rules  of  Procedure 
on  Arbitration  of  Medical  Bills  under  the  Work- 
men’s Compensation  Law  and  ADOPT  in  lieu 
thereof  t he  following  new  Rules  of  Procedure  on  Ar- 
bitration of  Medical  Bills  to  read  as  hereinafter  set 
forth. 

Buies  of  Procedure  on  Arhilralion  of 
Medical  Bills 

Promulgated  by  the  Chairman,  Workmen’s  Com- 
I)ensation  Board,  pursuant  to  13-a  (3)  and  13-g  of  the 
Workmen’s  Compensation  Law. 

Abbieviations: 

“Chairman.”  refers  to  the  Chairman  of  the  Work- 
men’s Compensation  Board  of  the  State  of  New 
York. 

“Medical  society”  refers  to  the  appropriate 


County  Medical  Society,  unless  the  claimant  physi- 
cian is  an  osteopath,  in  which  case  “medical  so- 
ciety” refers  to  the  New  York  State  Osteopathic 
Society,  Inc. 

“Carrier”  refers  to  the  employer  or  his  insurer. 

“Rating  Board”  refers  to  the  New  York  Com- 
pensation Insurance  Rating  Board. 

1.  Notice  of  objection  by  a carrier  to  any  bill  for 
medical  care  shall  be  given  to  the  Chairman  in  tripli- 
cate, and  a copy  thereof  given  to  the  physician  whose 
bill  is  in  dispute,  within  thirty  (30)  days  after  such 
bill  has  been  rendered,  on  the  form  (A-1)  prescribed 
by  the  Chairman  for  that  purpose.  The  notice  shall 
briefly  state  all  of  the  carrier’s  objections  to  the  bill. 
Where  compensability  of  the  claim  is  controverted 
and  has  not  yet  been  determined,  or  where  other  is- 
sues requiring  Workmen’s  Compen.sation  Board  de- 
termination are  inter[rosed  as  reasons  for  nonpay- 
ment of  the  bill,  the  notice  of  objection  shall  so 
state. 

2.  (a)  If  compensability  or  other  issues  requiring 
Workmen’s  t’ompensation  Board  determination 
have  not  been  rai.sed  as  objections  to  the  bill,  or  if 
such  i.ssues  have  been  resolved,  the  Medical  Registra- 
tion Section  of  the  Workmen’s  Comi)ensation  Board 
shall  send  to  the  physician  forms  (-\-5)  in  dujflicate, 
asking  whether  he  desires  the  bill  arbitrated.  If  he 
does  not  desire  to  arbitrate  the  bill,  he  shall  so  indi- 
cate on  the  forms  and  return  them  to  the  Medical 
Registration  Section.  If  he  agrees  to  arbitration,  he 
shall  complete  and  sign  both  copies  of  the  forms 
( A-5),  and  forward  them  to  the  Medical  Registration 
Section  together  with  a check  to  the  order  of  the 
Chairman,  Workmen’s  Compensation  Board,  in  the 
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sum  of  two  (2)  dollars  as  a minimum  arbitration  fee. 

(b)  An  “authorized”  physician  claiming  that 
a case  has  been  improperly  transferred  may  arbi- 
trate as  provided  in  Section  13-a  (3)  by  filing  his 
claim  with  the  Chairman,  Workmen’s  Compensa- 
tion Board,  and  forwarding  a copy  thereof  to  the 
carrier. 

3.  The  Chairman  shall,  from  time  to  time,  pre- 
pare a calendar  of  cases  for  arbitration  and  with  the 
medical  society  and  the  Rating  Board  shall  arrange 
for  the  time  and  place  of  hearing. 

4.  In  accordance  with  Section  13-g  (2)  an  arbitra- 
tion committee  shall  comprise  one  physician  desig- 
nated on  behalf  of  the  claimant  physician  by  the 
president  of  the  medical  society,  one  physician  desig- 
nated on  behalf  of  the  carrier  by  the  Rating  Board 
and  one  physician  designated  by  the  Chairman, 
Workmen’s  Compensation  Board.  The  carrier  may 
name  an  arbitrator  of  its  own  selection  in  any  partic- 
ular case,  the  nomination  to  be  made  through  the 
Rating  Board.  The  arbitrators  designated  by  the 
Rating  Board  and  the  Chairman,  Workmen’s  Com- 
pensation Board,  shall  be  members  of  the  Medical 
Society  of  the  State  of  New  York. 

The  arbitrator  designated  by  the  Chairman, 
Workmen’s  Compensation  Board,  shall  serve  as 
chairman  of  the  committee. 

5.  The  Rating  Board  shall  notify  the  Chairman, 
Workmen’s  Compensation  Board,  of  the  name  of  the 
arbitrator  which  it  has  selected,  at  least  eight  (8) 
days  before  the  date  of  the  hearing.  The  medical 
society  shall  notify  the  Chairman,  Workmen’s  Com- 
pensation Board,  of  the  name  of  the  arbitrator  se- 
lected by  its  president,  at  least  eight  (8)  days  before 
the  date  of  the  hearing.  At  least  thirty  (30)  days 
prior  to  the  date  set  for  hearing,  notice  thereof  shall 
be  mailed  to  the  physician  and  carrier,  advising  the 
date,  time,  and  place  of  hearing. 

6.  A carrier  may  61e  with  the  Chairman,  not 
later  than  the  tenth  day  prior  to  the  date  set  for 
hearing,  a withdrawal  of  objection  on  a form  (A-3) 
prescribed  by  the  Chairman  for  that  purpose,  in 
which  event  the  Chairman  will  refund  to  the 
physician  the  two  (2)  dollar  arbitration  fee  paid  bj’ 
him.  If  the  parties  to  the  dispute  settle  their  dif- 
ferences within  ten  (10)  days  prior  to  the  date  set  for 
hearing,  notice  of  settlement  on  a form  (A-4)  pre- 
scribed by  the  Chairman  for  that  purpose  shall  be 
signed  by  all  parties  and  filed  with  the  Chairman  on 
or  before  the  date  set  for  hearing.  The  parties  to 
such  a settlement  shall  each  pay  to  the  Chairman  a 
minimum  arbitration  fee  of  two  (2)  dollars  in  the 
manner  provided  in  Rule  10. 

7.  The  arbitrators  shall  be  required  to  take  the 
oath  of  office.  The  Chairman,  Workmen’s  Com- 
pensation Board,  shall  appoint  a recording  clerk,  who 
is  authorized  to  administer  oaths  under  the  Work- 
men’s Compensation  Law,  who  shall  administer  the 
oath,  and  make  a record  of  the  proceedings  on  the 


prescribed  form.  The  Chairman,  Workmen’s  Com- 
pensation Board,  shall  also  appoint  a secretary  to  the 
arbitration  ocmmittee.  A stenographic  transcript  of 
the  hearing  shall  not  be  required. 

8.  The  arbitration  committee  shall  not  be  bound 
by  common  law  or  statutory  rules  of  evidence  or  by 
technical  or  formal  rules  of  procedure  but  may  make 
such  investigation  or  inquiry  and  conduct  its  hearing 
in  such  a manner  as  it  deems  proper  and  necessary  in 
the  premises.  The  claimant  physician  may  present 
his  case,  call  his  witnesses,  present  his  proofs  and 
submit  to  questions  thereon.  The  defending  carrier 
may  present  its  defense,  call  its  witnesses,  present  its 
proofs  and  submit  to  questions  thereon.  The 
arbitration  committee  may,  in  the  event  of  nonap- 
pearance, decide  the  value  of  the  disputed  medical 
bill  on  the  basis  of  the  evidence  before  it.  The  ma- 
jority decision  of  such  a committee  shall  be  conclu- 
sive upon  the  parties  as  to  the  value  of  the  services 
rendered. 

9.  The  decision  or  award  shall  be  signed  by  the 
arbitrators,  and  shall  be  filed  with  the  Chairman, 
Workmen’s  Compensation  Board.  Notices  of  award 
of  the  arbitrators  shall  be  forwarded  to  the  physician 
and  carrier  by  the  secretary  of  the  arbitration  com- 
mittee. 

10.  The  parties  to  disputed  medical  bill  proceed- 
ings shall  each  pay  to  the  Chairman  a sum  equal  to 
five  (5)  per  centum  of  the  amount  paj'able  under 
such  decision  or  two  (2)  dollars,  whichever  is  greater. 
If  there  is  no  amount  payable  under  such  decision, 
or  if  the  disputed  bill  is  determined  by  notice  of  set- 
tlement (A-4),  each  party  to  the  proceeding  shall  pay 
to  the  Chairman  a minimum  arbitration  fee  of  two 
(2)  dollars.  The  sums  so  collected  shall  be  trans- 
ferred to  the  State  treasury  to  reimburse  it  on  ac- 
count of  the  e.\pense  of  administration.  Payment 
pursuant  to  the  decision  of  the  arbitration  committee 
shall  be  made  as  follows : 

(a)  If  the  amount  of  the  bill  awarded  under  a de- 
cision other  than  a notice  of  settlement  (A-4)  is 
more  than  forty  (40)  dollars,  the  carrier  shall 
j)romj)tly: 

(1)  Pay  to  the  physician  the  amount  directed 
in  the  award  and  decision,  less  the  balance  of  the  ar- 
bitration fee  due  from  the  physician. 

(2)  Pay  to  the  Chairman  an  arbitration  fee 
due  from  the  carrier  of  five  (5)  per  centum  of  the 
amount  directed  in  the  award  and  decision  plus  the 
balance  of  the  arbitration  fee  due  from  the  physician 
and  deducted  pursuant  to  (a)-(l)  above. 

(b)  If  the  amount  of  the  bill  awarded  under  a 
decision  is  forty  (40)  dollars  or  less,  or  the  amount  is 
determined  pursuant  to  a notice  of  settlement  (A-4), 
the  carrier  shall; 

(1)  Pay  to  the  physician  the  amount  directed 
in  the  award  and  decision,  or  determined  as  set  forth 
in  the  notice  of  settlement. 

(2)  Pay  to  the  Chairman  the  minimum  arbi- 
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tralion  fee  due  from  the  carrier  of  two  (2)  dollars. 

(c)  Pay  to  the  Chairman  the  carrier  minimum 
arbitration  fee  of  two  (2)  dollars  if  the  bill  is  dis- 
allowed. 

I I.  All  notices  re()uired  to  be  filed  with  thetdiaii- 
nian,  pursuant,  to  these  rules,  shall  be  deemed  filed 
when  received  by  the  (.Chairman,  Workmen’s  Com- 
pensation Hoard,  at  50  Park  Place,  New  V'ork  7, 
New  York. 


Conclusion 

The  above  new  Rules  are  being  filed  in  the  office  of 
the  Department  of  State  pursuant  to  Section  8 of 
Article  IV  of  the  Constitution  of  the  State  of  New 
York,  and  shall  become  effective  .bdy  I,  1901. 

S.  E.  Senior,  Chairman 

May  8,  1961  W'orkmen’s  Compensation  Board 


ANNOUNCEMENT 

Medical  Society  of  the  State  of  Neiv  York 

Nom inciting'  Committee  Appointed 

.John  M.  Galbraitli, 

M.D.,  president  of  the  Medical  Society  of  the  State 

of  New  York,  has  announced  the  appointment  of  the  Nominating  Com- 

mittee  for  19(5 1-1 9(i2, 

as  follows. 

Dislrict 

Member  of  Nominating  Committee 

() 

Norman  S.  Moore,  M.D.,  Ithaca,  Chairman 

1 

Warren  A.  Lapp,  M.D.,  Brooklyn 

2 

.John  \j.  Sengstack,  M.D.,  Huntington 

3 

Albert  Vander  Veer,  II,  M.D.,  Albany 

1 

Herbert  J.  Wright,  .Jr.,  M.D.,  Schenechuly 

.5 

W.  Walter  Street,  M.D.,  Syracuse 

7 

Philip  M.  Standish,  M.D.,  Canandaigua 

8 

E.  Dean  Babbage,  M.I3.,  Buffalo 

9 

Waring  Willis,  M.D.,  Bron.xville 

at  large 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bron.x 

at  large 

Philip  I).  Allen,  M.D.,  New  'Wnk  City 
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Matthew  Anthony  Dal  Lago,  M.D.,  of  Mousey, 
died  on  l''(‘l)ninrv  (i  at  tli('  age  of  fifty.  Dr.  Dal 
hago  was  graduated  from  Mar(|iie(te  University 
j Scliool  of  Mi'dieine,  Milwaukee,  \\’isconsin,  in  IflllS. 

Ill'  was  director  of  anesl hesia  at  t lie  ( iood  Samaritan 
I Hos|)ital  in  SufTern.  Dr.  Dal  Uago  was  a Fellow  of 
the  .\m('rican  College  of  Anesthesiologists  and  a 
member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  International  Anesthesia  Research  Society, 
the  Rockland  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
; Medical  A.ssociation. 

Charles  Egelhofer,  M.D.,  of  Queens  Village,  died 
on  February  12  at  the  age  of  eighty-three.  Dr. 
I'lgelhofer  was  graduated  from  New  York  University 
and  Bellevue  Hospital  Medical  School  in  1912.  He 
was  a member  of  the  Pan-  American  Medical  Associa- 
tion, the  Associated  Physicians  of  Long  Island,  the 
Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  ^'ork,  and  the  American 
.Medical  As.sociation. 

Harvey  Carson  Ennis,  M.D.,  of  Clifton  Springs, 
died  on  February  1 1 at  the  age  of  fifty-four.  Dr. 
Knnis  was  graduated  from  Boston  University 
School  of  Medicine  in  19114  and  interned  at  the  Wills 
Fye  Hospital,  Philadelphia.  He  was  chief  of 
ophthalmology  at  the  Clifton  Springs  Sanitarium 
;ind  Clinic.  Dr.  Knnis  was  a Fellow  of  the  .\merican 
College  of  Surgeons  and  a member  of  the  Ontario 
County  Medical  Society,  the  Aledical  Society  of 
the  State  of  New  York,  and  the  .\merican  Mcalical 
.A.ssociation. 

Thomas  Horace  Evans,  M.D.,  of  Freeport,  dual 
on  January  25  at  the  age  of  eighty-three.  Dr. 
Kvans  graduated  from  Universit}'  of  Pennsylvania 
School  of  Medicine  in  1899.  He  wais  professor 
emeritus  of  anatomy  at  the  New'  York  Medical 
College,  Flower  and  Fifth  Avenue  Hospitals  and  a 
member  of  the  American  Association  of  Anatomists. 

Don  King  Hutchens,  M.D.,  of  Rochester,  died  on 
February  8 at  his  home  at  the  age  of  seventy.  Dr. 
Hutchens  was  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1919.  During 
World  War  II  he  served  as  a lieutenant  colonel  in 
France  and  England  with  the  19th  General  Hospital. 
Dr.  Hutchens  was  a consulting  surgeon  at  Rochester 


General  Hospital  and  lola  Sanatorium,  assistant, 
attending  surgeon  at  Strong  Memorial  Hospital, 
and  attending  surgeon  at  Rochester  State  Hospital. 
,\  Fellow  of  the  American  College  of  Surgeons,  he 
was  a member  of  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of  New  York. 

I.  Russel  Kuhn,  M.D.,  of  Brooklyn,  died  on  June 
Hi  at  Mount  Sinai  Hospital  at  the  age  of  sixty- 
eight.  Dr.  Kuhn  was  graduated  from  Columbia 
University  College  of  Physicians  and  Surgeons  in 
191(5.  He  was  an  affiliated  pediatrician  at  Coney 
Island  Hospital  and  a pediatrician  off  service  at 
Maimonides  Hospital.  A Diplomate  of  the  Ameri- 
can Board  of  Pediatrics,  Dr.  Kuhn  was  a member  of 
the  American  Academy  of  Pediatrics,  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Heinrich  Christian  Leonhardt,  M.D.,  of  St. 
Petersburg,  Florida,  formerly  of  North  Tonawanda, 
died  on  June  4 at  the  age  of  ninety-seven.  Dr. 
Leonhardt  graduated  from  University  of  Buffalo 
School  of  Medicine  in  1890.  He  had  been  on  the 
associate  staff  at  De  Graff  Memorial  Hospital, 
North  Tonawanda.  Dr.  Leonhardt  was  a memlx'r 
of  the  Buffalo  Academy  of  Medicine,  the  Twin 
City  Academy  of  Mi'dieine,  the  Niagara  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  A.ssociation. 

Albert  Doane  Meacham,  M.D.,  of  Binghamton, 
died  on  May  31  at  the  Binghamton  General  Hospital 
at  the  age  of  fifty.  Dr.  Meacham  w'as  graduated 
from  Syracuse  tfniversity  College  of  Medicine  in 
1936.  During  World  War  II  he  served  with  the 
Army  Air  Force  as  a flight  surgeon  with  the  304th 
Troop  Carrier  Group.  Dr.  Meacham  was  a 
member  of  the  Broome  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  anti 
the  American  Medical  Association. 

William  Henry  Meyer,  M.D.,  of  the  Bronx,  died 
on  June  14  at  University  Hospital  at  the  age  of 
eighty-one.  Dr.  Meyer  was  graduated  from  Colum- 
bia University  College  of  Physicians  and  Surgeons 
in  1902  and  interned  at  Post-Graduate  (now 
University)  Hospital.  From  1916  to  1948  he  was 
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director  of  radiology  at.  Post-Graduate  Hospital 
and  since  his  retirement  had  been  consultant  in 
radiology  at  the  New  York  University  Medical 
Center.  Dr.  Meyer  in  1920  announced  the  develop- 
ment of  a system  of  standardization  for  radiologic 
treatment  of  superficial  cancer  which  enabled 
physicians  to  calculate  with  certainty  the  effects  of 
x-ray  dosages.  A Diplomats  of  the  American  Board 
of  Radiology  and  a Fellow  of  the  American  College 
of  Radiology,  Dr.  Meyer  was  a member  of  the 
Radiological  Society  of  North  America,  Inc.,  the 
New  York  Roeid.gen  Society,  the  New  York 
CV)unty  Medical  Society,  the  Medical  Socdety  of 
the  State  of  New  York,  and  the  American  Medical 
.\ssociation. 

F.  Burton  Otis,  M.D.,  of  Hollis,  died  on  February 
13  at  the  age  of  ninety-one.  Dr.  Otis  w„s  graduated 
from  Columbia  University  College  of  Physicians  and 
Surgeons  in  1896  and  interned  at  Methodist  Hospital 
of  Brooklyn.  Retired  in  1951,  he  was  a member  of 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Blase  Pasquarelli,  M.D.,  of  the  Bronx,  died  on 
June  14  at  his  office  at  the  age  of  sixty-nine.  Dr. 
Pasquarelli  was  graduated  from  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  School 
in  1913.  He  was  a consulting  physician  at 
Fordham  Hospital  and  Mother  Cabrini  Memorial 
Hospital.  A Fellow  of  the  American  College  of 
Cardiology,  Dr.  Pasquarelli  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Chester  A.  Peake,  M.D.,  of  Brooklyn,  died  on 
June  15  at  Carson  C.  Peck  Memorial  Hospital  at  the 
age  of  seventy-seven.  Dr.  Peake  was  graduated 
from  the  New  York  Homeopathic  Medical  College 
in  1911  and  was  honored  on  June  6 on  the  fiftieth 
anniversary  of  his  graduation.  A Fellow  of  the 
American  College  of  Surgeons  and  a Fellow  of  the 
International  College  of  Surgeons,  he  was  a member 
of  the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  .\merican 
Medical  Association. 


Morris  Louis  Pollack,  M.D.,  of  Buffalo,  died  on 
December  30,  1960,  at  the  age  of  seventy-four. 
Dr.  Pollack  was  graduated  from  Fordham  Uni- 
versity School  of  Medicine  in  1915.  He  was  a 
member  of  the  Flrie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Edmund  P.  Reimann,  M.D.,  of  Buffalo,  died  on 
February  4 at  Deaconess  Hospital  at  the  age  of 
seventy-eight.  Dr.  Reimann  was  graduated  from 
University  of  Buffalo  School  of  Medicine  in  1905. 
During  World  War  1 he  served  in  Europe  with  the 
U.S.  Army  Medicial  Corps,  and  during  World  War 
1 1 he  served  as  an  e.xamining  physician  for  Selective 
Service  boards.  He  was  associate  consulting 
physician  at  Edward  J.  Meyer  Memorial  Hospital. 
Dr.  Reimann  was  a member  of  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Societj',  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

S.  C.  Romano,  M.D.,  of  Rochester,  died  on  Febru- 
ary 5 at  the  age  of  eighty-one.  Dr.  Romano  was 
graduated  from  Columbia  University  College  of 
Physicians  and  Surgeons  in  1905. 

Elmer  G.  Seel,  M.D.,  of  Rochester,  died  on 
May  27  at  Strong  Memorial  Hospital  at  the  age  of 
seventy-three.  Dr.  Seel  was  graduated  from 
University  of  Buffalo  School  of  Medicine  in  1912. 
He  was  a member  of  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Elk  Tannenbaum,  M.D.,  of  New  York  City, 
died  on  June  12  at  the  age  of  sixty-five.  Dr. 
Tannenbaum  was  graduated  from  New  York 
University  and  Bellevue  Hospital  Medical  School 
in  1918  and  interned  at  Lenox  Hill  and  Montefiore 
Hospitals.  During  World  War  I he  served  as  a 
first  lieutenant  in  the  U.S.  Army  Medical  Corps. 
For  many  years  he  had  served  as  a Board  of  Health 
supervisor.  Dr.  Tannenbaum  was  a member  of 
the  American  Public  Health  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
As.sociation. 


Heroifsm.  does  not  mean  the  absence  of  fear  hut  the  conquest  of  it.  Henry  van  Dyke 
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'^PHE  American  Medical  Association  supported 
^ the  Kenned}'  Administration’s  proposal  to 
provide  $750  million  in  matching  funds  for  construc- 
tion of  medical,  <lental,  public  health,  atid  osteo- 
pathic schools. 

In  a letter  to  Senator  Li.st(T  Hill  (1).,  Ala.), 
chairman  of  the  Senate  Labor  and  Public  Welfare 
Committee,  F.  J.  L.  Blasingame,  M.D.,  executive 
vice-president  of  the  A.M.A.,  said: 

“As  an  Association  of  179,000  practicing  physi- 
cians, we  are  vitally  interested  in  maintaining  the 
high  quality  of  medical  education  in  the  United 
States  because  of  its  direct  relationship  to  medical 
care.  For  over  a century,  the  American  Medical 
, Association  has  been  actively  and  effectively  en- 
gaged in  the  improvement  of  medical  education  in 
the  United  States.  It  can  now  be  said,  with  assur- 
ance, that  medical  education  in  this  country  is 
superior  to  that  found  anywhere  else  in  the  world. 
It  is  not  a coincidence  that  the  improved  standards 
of  medical  care  in  the  last  half  century  saw  the 
elimination  of  substandard  medical  schools  and 
diploma  mills  which  had  been  turning  out  graduates 
in  large  numbers.  This  improvement  in  medical 
education  is  the  result  of  the  vigorous  efforts  of  this 
As.sociation  and  other  interested  organizations. 

“We  strongly  believe  that  increased  attention 
must  be  given  to  the  adequacy  of  physical  facilities, 
the  availability  of  qualified  instructors,  and  the 
availability  of  teaching  material  and  patients  for 
the  clinical  phases  of  medical  education  if  high 
.standards  of  medical  education  are  to  be  maintained. 
Any  attempt  to  increase  the  number  of  medical 
students  without  regard  to  these  conditions  will 
result  in  a lowering  of  the  standard  of  medical 
education.  We  are  of  the  firm  conviction  that 
increase  in  the  physical  facilities  available  for  medi- 
cal education  should  be  given  priority  at  this  time 
over  any  other  Federal  legislation  in  the  field  of 
medical  education. 

“We  believe  that  there  is  need  for  assistance  in  the 
expansion,  construction,  and  remodeling  of  the 
I)hysical  facilities  of  medical  schools  and,  therefore, 
a one-time  expenditure  of  Federal  funds  on  a match- 
ing basis,  where  maximum  freedom  of  the  school 
from  Federal  control  is  assured,  is  justified.” 

I The  A.M.A.  opposed  a provision  that  might  en- 
courage medical  schools  to  expand  too  rapidly. 


Prepared  by  the  Washington  office  of  the  American 
-Medical  Association,  Washington,  D.C. 
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Dr.  Blasingame  said,  “It  is  quite  possible  that  a 
forced  increase  in  fre.shman  enrollment  would  be 
detrimental  to  the  quality  of  medical  education.” 
The  A.ssociation  didn’t  take  a position  on  the  pro- 
vision of  the  Administration  legislation  that  would 
provide  Federal  scholarshi{)s  to  medical  students. 
However,  Dr.  Blasingame  described  to  the  Senate 
committee  A.M.A.’s  new  medical  scholarship  and 
student  loan  programs. 

* * * 

The  General  Accounting  Office  found  the  Defense 
Department’s  Medicare  program  being  conducted 
generally  “in  a satisfactory  manner,”  but  recom- 
mended some  changes  designed  to  correct  what  it 
considered  “important  deficiencies.” 

The  Army,  which  administers  the  program  of 
medical  care  for  dependents  of  members  of  the  armed 
services,  took  steps  to  put  into  effect  most  of  the 
recommendations  of  the  GAO,  which  audits  Federal 
spending  for  Congress. 

However,  Medicare  officials  rejected  a GAO 
proposal  for  a change  in  physician  fees. 

“Our  review  disclosed  that  physicians’  claims  for 
medical  care  are,  in  general,  significantly  higher  in 
states  where  maximum  fees  are  made  known  to 
physicians  than  in  those  states  where  maximum 
fees  are  not  made  known,”  the  GAO  reported. 
“We  estimate  that  there  is  an  additional  cost  of  as 
much  as  $3  million  to  $4  million  annually  as  a result 
of  maximum  fees,  rather  than  normal  fees,  being 
charged  in  the  states  where  fee  schedules  are  dis- 
tributed to  the  physicians.” 

The  GAO  recommended  that  lower  fixed  fee 
schedules  be  negotiated  for  states  where  a high 
percentage  of  physicians’  claims  are  for  maximum 
allowable  fees,  “subject  to  being  raised  only  on  the 
basis  of  clearly  supported  evidence  of  higher  normal 
fees.” 

If  lower  fees  cannot  be  negotiated,  the  GAO  .said, 
efforts  should  be  made  “to  have  the  state  medical 
society  or  other  appropriate  parties  accept  the 
responsibility  for  determining  that  physician  claims 
are  generally  not  in  excess  of  their  normal  charges.” 
The  GAO  further  recommended  that  “physicians 
be  required  to  certify  on  each  claim  that  the  amount 
billed  does  not  exceed  the  physician’s  normal  fee 
for  the  medical  care  furnished.” 

The  Army  disagreed,  saying  that  it  believed  “the 
present  contracting  concept  is  the  most  suitable  to 
meet  the  requirements  and  is  in  the  best  interests  of 
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tho  government.” 

'Die  A.M.A.  not('(i  that  it  had  lield  from  tlie  outset 
that,  “fixed  fee  selu'dules  would  result  in  a more 
expensive  program  (lian  if  pliysicians  were  permitted 
to  eliarge  their  normal  fees.” 

Fixed  fee  schedules  call  for  some  fees  above  some 
so-called  normal  fees  and  others  below  average  fees, 
the  A.M.A.  said,  “physicians  tend  to  ‘balance  out' 
by  using  fees  listed  in  the  fixed  fee  schedule.” 

Medicare  was  started  December  7,  1950.  During 


the  first  four  years  of  the  j)rogram,  $1110  million  w:i« 
paid  to  civilian  doctors  and  $llld  millioti  to  civilian 
hospitals  for  care  of  1.1  million  military  dei)end(‘nls. 
Maternity  cases  accouided  for  about  half  the  total. 

Medicare  has  asked  Congress  for  $73.2  million  for 
the  tiscal  year  1902  beginning  this  July  1.  This  is  a 
$6.9  million  increase  over  Medicare’s  current  budget. 
The  increase  is  needed.  Medicare  said,  because  of 
more  military  dependents  eligible  for  the  program’s 
benefits  and  inerea.ses  in  the  costs  of  services. 


Woman  s Auxiliary 

to  [he  MEDICAL  SOCIETY  OF  THE  STATE  OI‘  NEW  YORK 


IfHyl  Neiv  York  Stale  Fair 


^PiiK  New  5'ork  .State  Fair  will  be  held  in  Syracuse 
from  Friday,  September  1,  through  .S.at  unlay, 
,S(^ptember  9. 

'rim  Woman’s  Auxiliary  to  the  Medical  Society 
of  tlu!  State  of  New  York  again  will  .scd,  up  the  Medi- 
cal Society  booth  in  the  main  corridor  of  tlu^  Har- 
riett: May  Mills  building,  the  Woman’s  Building. 

'J'his  ycair  all  h(‘alth  (ixhibil.ors  will  ceidtT  their 
exhibits  around  the  theme  “Ilealthfnl  Living  in  th(‘ 
Space  Age.” 

'I'he  Medical  .Society  booth  will  feature  the  .Amcai- 
(ain  Medical  Association  exhibit,  “Life  Begins.” 
'rids  exhibit  is  designed  to  present  to  the  public  a 
basic  concept  of  the  anatomy  associated  with 
concei)tion  and  birth.  It  was  shown  and  widely 
acclaimed  at  the  Oneida  County  Health  and  Safety 


Fair  and  at  the  New  York  City  Health  Fair  in  1960. 

Due  to  popular  demand  the  “Rescue  Breathing” 
film  will  be  shown  and  sui)i)lementary  literature 
distiibided. 

Hosb's.ses  from  the  couidies  of  Broome,  Cayuga, 
Cortland,  JelTer.son,  Oneida,  Onondaga,  Oswego, 
Madison,  and  'rompkins  will  be  in  attendance*  at. 
the  Medical  Society  booth  from  10  .\.m.  to  (i  I’.M. 
(Nich  day. 

Do  inake  an  elTort  to  .at  tend  th(^  fair  this  year  atid 
make'  a special  e'lVort  te>  se>e‘  j’our  .Me'elie-al  Se>e'ie'ty 
exhibit. 

Mrs.  John  W.  Blatt,  ('hain/iiiii 
.State'  Fair 

62  Baris  Roael 

Ne;w  Hartforel,  Ne'w  York 
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.Albany  Medical  C€tllege 


Television  Program — On  June  16  a detailed  ac- 
count of  an  open-heart  operation  was  performed  on  a 
special  hour-long  program  on  the  television  station 
WIIGB.  Joseph  T.  Doyle,  M.D.,  associate  profes- 
sor of  medicine  and  director,  Cardiovascular  Health 
Ciuiter,  was  host  for  the  program  and  Paul  F.  Formel, 
M.D.,  assistant  professor  of  nuHlicine  and  chief, 
Cardiovascular-Renal  Stadion,  Albany  Veterans 
Administration  llosirital,  narrated  the  oireration. 

World  Congress  of  Psychiatry — Dr.  Morris 
Weinstein,  assistant  professor  of  psychology  and 
community  health,  and  Frederick  D.  McCandless, 
M.D.,  associate  professor  of  p.sychiatry,  assistant 


professor  of  community  h(>allh,  and  liead,  Sub- 
Department  of  Behavioral  Scienct's,  prescntf'd  a 
paper  at  the  World  Congre.ss  of  Psychiatry  in  !Mon- 
treal,  Canada,  on  June  9.  The  Congress  was  tin; 
third  such  international  meeting  since  World  War  11. 

Grant — The  National  Heart  Institute  has  granted 
$J4,500  for  a comprehensive  study  of  pulmon.ary 
emphysema.  Principal  invi^stigators  in  the  studN' 
are  Gerald  b.  Haidak,  .M.D.,  professor  of  anatomy, 
and  Dr.  Edward  V.  Ciabill,  instructor  iu  anatom \-. 
Also  partici])ating  are;  Theodore  S.  Bi'ccher,  M.D., 
associate  professor  of  pathology;  and  James  H. 
Cullen,  M.D.,  associate  professor  of  medicine. 


Albert  Einstein  College  of  Medicine 

Appointed  - Arthur  Jacob  Helfet,  M.D.,  of  Cajic-  chief.  Department  of  Surgical  Metabolism  and 

town,  president  of  the  South  African  Orthopedic  Physiology,  Walter  Rce<l  .\rmy  Hospital,  have  been 

Association,  and  Staidey  Melvin  bevenson,  M.D.,  .n|)i)ointed  to  the  faculty. 


(]olninbia  Cniversity  College  of  Physicians  and  Surgeons 


Honorary  Degree — Hobert  F.  boeb,  M.D.,  Bard 
Protessor  emeritus  of  medicine,  received  an  honor- 
ary degree  of  Doctor  of  Sci(>nce  at  the  Commence- 
ment cxerci.ses  in  June. 

Certificate  of  Honorary  Fellowship  Arthur 
Purdy  Stout,  M.D.,  ])rofessor  emeritus  of  suigi'rv, 
has  been  awarded  a cert ificat,(‘  of  honorary  ft'llow- 


ship  in  the  American  Society  of  Clinical  Patholo- 
gists. 

The  certificate,  a rare  honor  usually  accorded 
only  to  eminent  foreign  jiathologists  who  are  mem- 
bers of  the  Society,  was  conhu-red  in  n'cognition  of 
Dr.  Stout’s  “outstanding  contributions  to  surgical 
(lathology  and  devotion  to  the  advancc'inent  of 
patholog>-  in  gen(*ral.’’ 


Cornell  I 'nicersily  Medical  ('olle 


Reunion  Week  Irving  S.  Wright,,  M.D.,  ))ro- 
fessor  of  clinical  medicine,  and  a trustee  of  the 
University,  spoke  at  one  of  a sericis  of  Fiiculty  Fo- 
rums during  Reunion  Week. 


Commencement — Dr.  Jeremiah  S.  Fincii,  Prince- 
ton University,  spoke  at  the  gratluation  e.vercises 
on  June  7.  Seventy-si.x  candidates  receiv(‘d  medical 
degrees. 


New  York  Medical  College 


Alumni  Day — Alumni  D.ay  was  held  on  June  5. 
Rachmiel  bevine,  M.D.,  chairman.  Department  of 
Medicine,  delivered  a lecture  in  the  morning  and 
Dr.  Ralph  E.  Snyder,  president  and  dean,  was  the 
banquet  speaker. 


Student  Award  Winners — The  first  and  second 
ranking  students  in  the  graduating  class  presented 
with  special  awards  were  Roy  H.  Steinberg  who 
received- the  William  Cullen  Bryant  Award  and  the 
Dr.  Samuel  Spiegel  Prize,  for  having  attained  the 


August  1,  1961 


2661 


NEWS  FROM  THE  MEDICAL  SCHOOLS 


highest  scholastic  average  during  his  four  years  at 
the  College,  and  the  Karl  Harpruder  Award  for 
excellence  in  the  field  of  physical  medicine;  and 
George  W.  O’Rourke,  the  Conrad  Engerud 
Thoraldsen  Awardas  the  second  ranking  student. 

Other  awards  presented  were  the  Mosby  Book 
Award  which  was  received  by  the  five  scholastic 
leaders  in  the  class,  Roy  H.  Steinberg,  George  W. 
O’Rourke,  Roy  P.  Altman,  Jeannette  L.  De  Angelis, 
and  Conrad  R.  Jacobs.  Jeanette  L.  De.  Angelis 
also  received  an  honorable  mention  citation  from  the 
American  Medical  Women’s  Association  as  the 
outstanding  woman  in  her  class;  Dominick  N.  Pas- 
(piale,  Jr.,  president  of  the  senior  class,  receivt^l  the 
Roche  Award.  The  Merck  Manual  Award,  which 
is  presented  to  the  three  students  next  in  academic 
ranking,  was  received  by  Jerome  R.  Shapiro, 
Robert  D.  Green,  and  David  E.  Williams. 

Awards  for  outstanding  performance  in  various 
specialized  fields  went  to:  Warren  G.  Case,  the 


Lewis  Hutner  Award  in  dermatology;  Ira  D.  Click, 
the  Stephen  P.  Jewett  Award  in  psychiatry;  Gerald 
N.  Epstein,  the  American  Psychiatric  Association 
Student  Thesis  Award;  Judith  E.  Frank,  the 
Leon  S.  Loizeaux  Award  in  obstetrics  and  gyne- 
cology; Kurt  K.  Kazarian,  the  Bessie  Kaplan 
Morais  Award  for  proficiency  in  research;  Paul 
F.  Cotter,  the  New  York  Academy  of  Gastroenter- 
ology Award. 

Inducted  into  the  Cor  et  Manus  honor  society  in 
recognition  of  outstanding  .service  to  the  College 
and  loyalty  and  devotion  to  its  aims  and  objective 
“embodying  those  qualities  that  make  for  the 
highest  t.yp(!s  of  citizens  and  physicians’’  wen*: 
Howard  J.  Alfandn*,  Hoy  P.  Altman,  John  T.  Carr, 
Charles  P.  Caveretta,  William  E.  Deignan,  Robert 
B.  Fitzgerald,  Judith  E.  Frank,  Kurt  K.  Kasarian, 
Joseph  A.  Kennedy,  Elizabeth  A.  Muffett,  Michael 
J.  O’Connell,  George  W.  O’Rourke,  Dominick  N. 
Pasquale,  Jr.,  and  Reuben  L.  Shapiro. 


State  University  of  New  York  Downstate  Medical  Center 


Commencement— The  Medical  Center  conferred 
degrees  on  140  men  and  women  at  its  103rd  com- 
mencement exercises  on  June  13.  Robert  A.  Moore, 
M.D.,  president  of  the  Center,  presided  at  the  exer- 
cises, which  were  held  in  the  Walt  Whitman  Audi- 
torium of  Brooklyn  College. 

Dr.  Joseph  C.  Hinsey,  director.  The  New  York 
Ilospital-Cornell  Medical  Center,  delivered  the 
principal  address.  Mr.  James  J.  Warren,  chair- 
man, Committee  on  Medical  Education  of  the  State 
University  Board  of  Trustees,  extended  the  board’s 
greetings. 

The  traditional  Hippocratic  Oath  was  adminis- 
tered by  A.  M.  Rabiner,  M.D.,  professor  emeritus  of 
neurology.  Dr.  John  H.  Slocum,  vice-president  for 
administration  of  the  State  University  of  New  York, 
awarded  the  diplomas. 

Among  those  receiving  degrees  were  134  Doctors 
of  Medicine,  one  Master  of  Science  in  Pharmacology, 
and  five  Ph.D.’s — two  in  biochemistry,  two  in 
pharmacology,  and  one  in  physiology. 

Doctor  of  Medicine  degrees  with  the  highest 
honors,  summa  cum  laude,  went  to  Harvey  Orlin, 
of  Brooklyn,  and  David  Zakim  of  Paterson,  New 
Jersey.  In  addition  five  medical  graduates  re- 
ceived magna  cum  laude  honors  and  six  cum  laude 
honors. 

Alumni  Medallion— The  Medical  Center’s  1901 
Alumni  Medallion  for  Distinguished  Service  to 
American  Medicine  was  awarded  at  Commence- 
ment to  Julius  Lempert,  M.D.,  Class  of  1913,  for 
his  pioneer  work  in  ear  surgery. 


Faculty  Appointments — Seven  new  faculty  mem- 
bers have  been  appointed  in  the  Department  of 
Pediatrics.  Named  senior  lecturer  was  Harry  Bloch, 
M.D.,  Brooklyn;  clinical  associate  professor, 
Joseph  IT.  Fries,  M.D.,  New  Hyde  Park;  lecturer, 
Grace  A.  Altenau,  M.D.,  Brooklyn;  clinical  as- 
sistant profes.sors,  Stanley  S.  Greenfield,  M.D., 
Edward  T.  Reilly,  M.D.,  Abraham  Nathan,  .M.D., 
and  Felix  Stein,  M.D.,  all  of  Brooklyn. 

To  Retire — Perrin  II.  Long,  M.D.,  professor  of 
medicine  and  former  chairman.  Department  of 
Medicine,  and  chief  of  medicine,  Kings  (bounty 
Hospital,  from  1951  to  19G0,  will  retire  on  August  31 . 
Dr.  Long  has  been  named  profes.sor  emeritus. 

Faculty  Promotions —Solomon  Machover,  M.D., 
has  been  promoted  from  associate  professor  to 
professor  of  psychiatry;  advanced  from  instructor 
to  assistant  professor  were  Maurice  H.  Miller,  M.D., 
Division  of  Otolaryngology;  David  Mann,  M.D., 
Department  of  Psychiatry;  and  Haruo  Okazaki, 
M.D.,  Department  of  Pathology. 

Alumni  Association  Officers— OfTicers  for  the 
19G1-1962  year  are:  Robert  J.  Hubbard,  M.D., 
president;  George  Liberman,  M.D.,  vice-president  ; 
Dennis  J.  Fiorentino,  M.D.,  secretary;  Walter  J. 
O’Connor,  M.D.,  treasurer;  Stanley  D.  Berliner, 
M.D.,  historian;  and  William  F.  Rexer,  M.D., 
associate  historian.  Councillors  for  a three-year 
term  are:  Leo  Drexler,  M.D.,  Aaron  Moldover, 

M.D.,  Barnett  Binkowitz,  M.D.,  and  Jo.sepli  .1. 
Ricca,  M.D. 
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State  University  of  New  1 

Weiskotten  Lecture — Walter  S.  Wiggins,  M.D., 
secretary,  Council  on  Education  and  Hospitals 
of  the  American  Medical  Association,  and  former 
assistant  dean  for  graduate  and  postgraduate 
education  at  the  College,  delivered  the  Weiskotten 
Lecture  in  June.  Dr.  Wiggins  spoke  on  “Medicine’s 
Proud  Heritage.’’ 

Alumni  Day — Mr.  Lawrence  Birnbaum,  member 
of  the  1961  graduating  class,  presented  his  winning 
honors  thesis  paper  as  part  of  the  ])rogram  on 
Alumni  Day.  Henry  van  Zile  HjMe,  M.D.,  chief  of 
(he  Division  of  Intcunational  Health,  U.S.  Public 
Health  Service,  and  a.ssistant  to  the  Surgeon  (huieral 
of  the  Public  Health  Service  for  International 
* Health,  was  the  after-dinner  speaker  and  spoke  on 
“Medicine  and  Foreign  Polic3'.’’  Merton  C.  Hatch, 
M.D.,  alumni  president,  presided  at  the  dinner. 

Promotions — Dr.  Myron  Brin,  from  assistant 
professor  to  associate  professor.  Department  of 
Medicine;  Roy  K.  Jarecky,  M.D.,  from  instructor 
to  assistant  professor.  Administrative  Medicine; 
Herbert  Lourie,  M.D.,  from  instructor  to  assistant 
professor.  Department  of  Surgery;  Thomas  W.  Mou, 
M.D.,  from  assistant  professor  to  associate  profes- 
sor, Department  of  Preventive  Medicine;  Bernard 
Portnoy,  M.D.,  from  instructor  to  assistant  pro- 
fessor, Department  of  Pediatrics. 

New  Faculty  Members — Patricia  H.  Husson, 
M.D.,  has  been  named  clinical  assistant  professor, 
D(‘partment  of  Pediatrics.  David  V.  Pecora, 
M.D.,  principal  thoracic  surgeon,  Raybrook  State 
Tuberculosis  Hospital,  has  been  appointed  clinical 
associate  profes.«or.  Department  of  Surgery,  Tho- 
racic Division.  Kurt  Raab,  M.D.,  has  been  named 
instructor.  Administrative  Medicine  (Rehabilita- 
tion Medicine);  and  Dr.  William  Steenken,  Jr., 
Trudeau  Laboratorie.s,  Saranac  Lake,  h.as  been 
appointed  h'cturer  in  medicine. 

University  of  Buffalo 

Appointed  - Floyd  R.  Skelton,  M.D.,  associate 
professor  of  pathology,  Louisiana  State  University 
School  of  Medicine,  and  research  director.  Urban 
Maes  Research  Foundation  and  Laboratory,  has 
been  named  professor  and  chairman.  Department 
of  Pathology-.  Dr.  Skelton  w.as  the  1960  winner  of 
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ork  Upstate  Medical  Center 

Commencement — Sixty-eight  degrees  were 

awarded  at  the  commencement  exercises  on  June  1 1 . 
The  speaker  was  Dr.  Justus  F.  Mueller,  professor. 
Department  of  Microbiology,  whose  topic  was 
“From  Rags  to  Riches  or  Perils  of  a Parasitologist.’’ 
Chief  marshall  was  Dr.  W.  W.  Westerfeld,  profes- 
sor and  chairman.  Department  of  Biochemistry', 
and  associate  dean  for  research.  The  marshalls 
were  Dr.  Otto  Muller,  professor.  Department  of 
Physiology',  Dr.  David  G.  Whitlock,  associate 
professor.  Department  of  Anatomy,  Mr.  Raymond 
H.  Ftuiner  and  Mr.  Hugh  Woodworth,  Jr.,  mem- 
bers of  Uui  class  of  1962.  Degrees  were  eonferreil 
by  Dr.  Carlyle  Jacobsen  with  Mare  H.  Hollender, 
M.D.,  professor  and  chairman.  Department  of 
P.sychiatry,  announcing  the  doctor  of  medicine 
candidates.  Richard  H.  Lyons,  M.D.,  professor 
and  chairman.  Department  of  Medicine,  adminis- 
tered the  Hippocratic  Oath. 

Departments  Reorganized — The  Departments  of 
Obstetrics  and  Gynecology  will  be  combined  into 
a single  Department  of  Obstetrics  and  Gynecologj-. 
Robert  E.  L.  Nesbitt,  Jr.,  M.D.,  Albany,  has  been 
appointed  professor  of  obstetrics  and  gynecology 
and  chairman  of  the  new  department.  The  re- 
organization and  appointment  will  be  effective 
September  1,  1961. 

E.  Mead  Johnson  Awards — Lytt  I.  Gardner, 
M.D.,  professor.  Department  of  Pediatrics,  ha.s 
been  named  one  of  two  recipients  of  the  E.  Mead 
Johnson  Awards  for  1961  by  the  American  Academy 
of  Pediatrics.  Dr.  Gardner  has  been  invited  to 
present  a paper  to  the  Academy  on  October  3 in 
Chicago,  Illinois,  on  “Biochemical  and  Genetic 
Studies  of  the  Human  Adrenal  Gland.’’ 

Author — Thomas  S.  Szasz,  M.D.,  professor,  De- 
I)!irtment  of  P.sychiatry,  is  author  of  a recently 
[uiblished  book.  The  Myth  of  Mental  Illneits. 

School  of  Medicine 

the  Parke-Davis  Award  in  Experimental  Pathology. 

Alumni  Association  Honors — Harry'  G.  La  Forge, 
M.D.,  an  associate  profes.sor,  received  the  Samuel 
P.  Capen  award  for  “outstanding  service  by'  an 
alumnus.’’ 


The  one  time  yon  don’t  want  to  fail  is  the  last  time  you  try. — Charles  F.  Ketterino 
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Postgraduate  Radio  Programs  -Tlu;  N(!w  A'ork 
Academy  ol'  McaliciiK'  aimoimc(\s  its  S('|)t.emi)cr 
sclu'duk^  lor  its  ItH.h  scraps  of  postgrailuate  radio 
programs.  The  programs  will  he  proscid.cd  on 
Saturdays  at  4:30  i*.m.  over  Station  WBAI  (FM 
09.5  megacycles). 

September  2 — “Immunization  witli  Live  Oral 
Polio  Vaccine.” 

September  9 — “Cellular  Effects  of  Ionizing 
Iladiation.” 

September  16  “The  Nature,  Qualities,  and 
Vkii-ieties  of  Medical  Research.” 

September  23 — A Ceneticist  Looks  at  Modern 
Medicine.” 

September  30 — “Preveidlon  and  Treatment  of 
Obesity.” 

Nursing  Fellowship  Program — The  National 
League  for  Nursing  announces  continuation  of  the 
National  League  for  Nursing  Fellowship  Program 
which  is  made  possible  by  a grant  from  the  Coinmon- 
wi'alth  Fund.  The  purpose  of  the  program  is  to 
|)iovide  funds  to  subsidize  programs  of  advanced 
study  for  nurses  of  proved  ability  who  show  prom- 
ise of  making  a highly  distinctive  contribution 
lo  nursing.  For  further  information  and  applica- 
tion for  fellowships,  address  the  National  League 
for  Nursing,  10  (k)lumbus  Circle,  New  York  19, 
.New  York. 

Urology  Award  The  American  Urological  Asso- 
eialion  offers  an  annual  award  of  $1,000  (first 
prize  of  $.500,  second  j)rize  of  $300,  and  third  prize 
of  $200)  for  essays  on  the  result  of  some  clinical 
rn-  laboratory  research  in  urology.  Competition  is 
limited  to  urologists  who  have  been  graduated  not 
more  than  ten  years,  and  to  hospital  interns  and 
Hisidents  doing  clinical  or  laboratory  research  work 
in  urology.  Animal  research  is  not  necessary. 

For  full  particidars  write  to  Executive  Secretary, 
William  P.  Didusch,  1120  North  Charles  Street, 
Baltimore  1,  Maryland. 

Narcotics  in  Nursing  Homes — Nursing  homes 
handling  narcotics  prescribed  for  patients  are  now 
retpured  to  obtain  a certificate  of  approval  from  the 
State  Health  Department  and  to  register  biennially 
in  the  future,  according  to  Herman  E.  Hilleboe, 
■M.D.,  State  Health  Commissioner.  The  purpose  of 


Uie  re(|uirement  is  to  enable  State  narcotic  coidrol 
ollicials  to  ensure  th('  development  and  maintenance 
of  |)i()per  safeguards  for  the  use  of  nareolics  in  the 
ai)i)ro.\imately  1,0(10  nursing  homes  in  New  5’ork 
State. 

Publication  on  Health  Hazard — The  Public  Health 
Service  announces  the  release  of  a new  publication 
which  reveals  serious  health  hazards  in  uranium 
mining  and  urges  more  aggressive  action  to  meet 
the  clanger.  The  report  summarizes  the  proceedings 
of  the  Covernors’  conference  on  health  hazards  in 
uranium  mines  held  last  December.  The  con- 
ference revealed  that  among  uranium  miners  deaths 
are  occurring  in  excessive  numbers  due  to  lung 
cancer  and  to  complications  of  silicosis. 

A copy  of  the  publication,  “Governors’  Conference 
on  Health  Hazards  in  Uranium  Mines,  A Summary 
Report,”  Public  Health  Service  Publication  843, 
nia>-  be  obtained  from  the  Public  Health  Service, 
U.S.  Department  of  Health,  Education,  and 
Welfare,  Washington  25,  D.C. 

Clinical  Center  Studies — The  cooperation  of 
physicians  is  reciuested  in  obtaining  patients  for  a 
com])rehensive  study  of  familial  Mediterranean 
fever  (periodic  fever,  paroxysmal  peritonitis) 
recently  initiated  at  the  Clinical  Center,  National 
Institutes  of  Health,  Bethesda,  Maryland.  The 
study,  conducted  by  the  National  Institute  of 
Allergy  and  Infectious  Disease,  is  to  ex]jlore  sonu* 
of  the  etiologic  possibilities  and  to  stud}'  intensivel}' 
immunologic,  physiologic,  and  metabolic  aspects 
of  ])atients  with  familial  Mediterranean  fever. 

Pliysicians  interesteil  in  further  information  and 
in  the  possibility  of  referring  individual  patients 
slioidd  write  Sheldon  M.  Wolff,  M.D.,  National 
Institutes  of  Health,  National  Institute  of  Allerg\- 
and  Infectious  Diseases,  Bethesda  14,  Maryland. 

The  Chemotherapy  Service  of  the  National 
Cancer  Institute  is  initiating  studies  on  the  chemo- 
therapy of  medulloblastoma  with  regional  anti- 
metabolites at  the  Clinical  Center,  also.  A limited 
number  of  patients  who  have  undergone  neuro- 
surgery and  radiotherapy  will  be  accepted  for  study. 
Referrals  of  such  patients  will  be  greatly  appre- 
ciated. Interested  physicians  should  contact  Myron 
Karon,  M.D.,  Chemotherapy  Service,  General 
Medicine  Branch,  National  Cancer  Institute,  Be- 
the.sda  14,  Maryland. 
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Hill-Burton  Grants — The  Depart, mont  of  Health, 
Kdiieation,  and  Welfare  reports  that  as  of  May  31 
the  status  of  all  Hill-Burton  grants  for  the  State 
of  New  York  was;  Completed  and  in  operation, 
] 11  projects  at  a total  cost  of  $173,478,872  including 
Federal  contribution  of  $38,016,505  and  supplying 
7,203  additional  beds.  Under  construction  are  49 
projects  at  a total  cost  of  $97,672,756  including 
F'ederal  contribution  of  $23,616,335  and  designed  to 
sui)])ly  3,228  additional  beds.  Approved,  but  not 
\(‘t  under  coustructioii,  including  th(i  foregoing, 
an^  10  projecd.s  at  a total  cost  of  $15,439,728, 
including  $5,143,242  Federal  contribution  and 
designed  to  supply  746  additional  beds. 

Cortisone  Addiction — Victims  of  rheumatoid  ar- 
thritis may  become  addicted  to  the  drug  on  which 
( hey  depend  for  relief  of  their  painful  symptoms,  ac- 
cording to  Cornelius  Traeger,  M.D.,  assistant  clinical 
professor  of  medicine  at  Cornell  Medical  School, 
New  York  City.  The  long-term  use  of  cortisone 
has  been  found  to  produce  such  toxic  effects  as 
severe  heart  pain,  stomach  ulcers,  high  blood  pres- 
sure, destruction  of  the  joints,  purple  skin  patches, 
and  fragile  bones.  Dr.  Traeger  told  a recent  meeting 
of  the  American  Rheumatism  Association. 

Council  on  Alcoholism — An  advisory  council  on 
alcoholism  has  been  announced  by  Covernor  Nelson 
D.  Rockefeller.  It  will  assist  the  Department  of 
.Mental  Hygiene,  in  which  a Division  of  Alcoholism 
was  set  up  recently.  The  new  council  will  consist  of 
Patd  H.  Hoch,  M.D.,  commissioner  of  mental  hy- 
giene, and  12  private  citizens  to  be  appointed  by 
the  governor.  Its  duties  will  include  the  develo])- 
ment  of  programs  to  combat  alcoholism  and  to 
treat  and  rehabilitab;  an  estimated  700,000  alco- 
holics in  the  State. 

Pollution  Abatement  Plan — Approval  of  a eom- 
pndiensive  pollution  abatement  plan  for  the 
Kighteenmile  Creek  Drainage  Basin  has  been  an- 
nounced by  the  State  Water  Pollution  Control 
Board.  The  abatement  plan  also  covers  other 
tributaries  between  the  Niagara  River  and  Eighteen- 
mile  Creek.  The  creek  is  in  Niagara  County. 
The  next  step  in  the  program  to  clean  up  water 
])ollution  in  the  Basin  will  be  meetings  between 
Board  representatives  and  officials  of  the  various 
municipalities  and  industries  to  discuss  means  of 
(correcting  conditions  noted  in  the  pollution  abate- 


ment j)lan. 

Association  for  Psychoanalytic  Medicine  On 
May  19,  the  Association  for  Psychoanalytic  Medi- 
cine in  conjunction  with  the  Columbia  University 
Psychoanalytic  Clinic  and  its  alumni  association 
tendered  a dinner  in  honor  of  George  E.  Daniels, 
M.D.,  retiring  director  of  the  Columbia  University 
Psychoiuialvtic  Clinic.  Among  those  present  wore 
H.  Houston  M('rrilt,  M.D.,  dean  of  the  Columbia 
lliiiversity  Colleg<!  of  Physicians  and  Surgeons; 
Carl  Binger,  M.D.;  Nolan  D.  C.  Lewis,  M.D.; 
and  Sandor  Rado,  M.D.  The  Psychoanalytic 
Clinic’s  new  director  is  George  8.  Goldman,  M.D. 
The  new  officers  for  the  Association  for  Psychoana- 
lytic Medicine  are  Henriette  R.  Klein,  M.D.,  presi- 
dent; Aaron  Karush,  M.D.,  vice-president;  Alvin 
II.  Polatin,  M.D.,  secretary,  and  Daniel  Shapiro, 
M.D.,  treasurer. 

Society  for  Surgery  of  the  Alimentary  Tract — 
The  Society  for  Surgery  of  the  Alimentary  Tract, 
formerly  the  Association  for  Colon  Surgery,  Inc., 
held  its  second  annual  meeting  at  the  Hotel  Barbi- 
zon  Plaza,  New  York  City,  on  June  25.  Among 
the  speakers  were  Martin  J.  Healy,  M.D.,  Bronx,  on 
“The  Use  of  Rigid  Wire  Sutures  for  Closure  of 
Wound  Dehiscence”;  Albert  S.  Lyons,  M.D., 
New  York  City,  on  “Physiologic  Adaptation  to 
Ileostomy”;  and  S.  Arthur  Localio,  M.D.,  New 
York  City,  on  “Disappearance  of  Rectal  Polyps 
F ollowing  Ileoproctostomy.” 

New  Booklet  Available — The  subcommittee  on 
mental  health  of  the  pul)lic  health  committee  of  the 
Kings  County  Medical  Society  has  recently  pub- 
lished a 28-page  booklet  entitled  “Suggestions  for 
the  Management  of  Emotional  Problems  Encoun- 
tered in  Private  Practice.”  It  may  be  obtained 
without  cost  to  New  York  State  physicians  who 
write  to  the  committee  at  1313  Bedford  Avenue, 
Brooklyn  16,  New  York. 

Study  of  Medical  Facilities — Stephen  Nordlicht, 
M.D.,  assistant  professor  of  psychiatry  at  the 
New  York  Medical  College,  will  be  working  in 
Tunisia  and  Libya  during  the  coming  month  for  the 
World  Medical  Association.  Dr.  Nordlicht  will 
undertake  a pilot  study  of  the  medical  facilities  in 
these  countries  with  special  reference  to  developing 
their  own  medical  colleges. 


Personalities 


Awarded 

Hattie  E.  Alexander,  M.D.,  professor  of  pedi- 
atrics at  Columbia  University’s  College  of  Physicians 


and  Surgeons,  the  Oscar  B.  Hunter  Memorial 
Award  by  the  American  Therapeutic  Society  in 
recognition  of  her  contributions  to  therapy . . . 
Leona  Baumgartner,  M.D.,  New  York  City  health 
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commissionpr,  the  Elizal)eth  Blackwell  Award  from 
Hobart  and  William  Smith  Colleges  of  Geneva, 
New  York  . . . Leonard  Pisnoy,  M.D.,  University 
of  Buffalo  School  of  Medicine,  Buffalo,  first  prize 
in  the  1961  essay  award  contest  of  the  American 
College  of  Chest  Physicians  for  his  essay,  “Studies 
on  the  Pulmonary  Vascular  Resistance.” 

Elected 

Jack  L.  Rubins,  M.D.,  New  York  City,  president; 
Joseph  Zimmerman,  Brooklyn,  vice-president; 
Melvin  Boigon,  M.D.,  New  York  City,  secretary; 
and  Albert  Deutsch,  Brooklyn,  treasurer,  of  the 
Association  for  the  Advancement  of  Psychoanalysis, 
Inc.,  for  the  year  1961-62.  . . Melvin  D.  Yahr,  M.D., 
New  York  City,  as  secretary-treasurer  and  editor 
of  transactions  of  The  American  Neurological 
Association.  Elected  to  membership  were  Fletcher 
McDowell,  M.D.,  Malcolm  Carpenter,  M.D., 
Loring  F.  Chapman,  M.D.,  and  Dominick  P. 
Purpura,  M.D.,  all  of  New  York  City  . . . Lawrence 
C.  Kolb,  M.D.,  director  of  the  New  York  State 
Psychiatric  Institute,  as  president  of  the  New  York 
Society  for  Clinical  Psychiatry. 


Appointed 

Martin  G.  Goldncr,  M.D.,  former  director  of  medi- 
cine at  the  Jewish  Chronic  Disease  Hospital  and  clini- 
cal professor  of  medicine  at  the  State  University  of 
New  York  Downstate  Medical  Center,  as  full-time 
director  of  the  Departments  of  Medicine,  Surgery, 
and  Laboratories  of  The  Jewish  Hospital  of  Brook- 
lyn . . . Samuel  Feinstein,  M.D.,  Buffalo,  as  director 
of  the  new  West  Seneca  State  School  (Erie  County) 
for  tlie  mentally  retarded. 


Speukers 

Max.  A.  Goldziehcr,  M.D.,  New  York  City,  on  the 
treatment  of  abnormalities  of  growth  in  undersized 
children  and  oversized  adolescents  on  June  24  and 
26  at  a reunion  of  French  endocrinologists  in  Brus- 
sels . . . Maxwell  Roland,  M.D.,  Forest  Hills, 
on  “The  Value  of  the  Fern  Test  in  Obstetrics  and 
Gynecology,”  on  July  3 at  the  annual  meeting  of 
the  New  England  region  of  the  International  Col- 
lege of  Surgeons ...  A.  W.  Martin  Marino,  Sr., 
M.D.,  Brooklyn,  the  biennial  Joseph  MacDowell 
Mathews  oration  before  the  American  Proctologic 
Society  in  Pittsburgh,  Pennsylvania  on  June  22. 


M E D 1 C A T.  ME  E I’  I N G S 


Bionics  Symposium 

The  second  annual  bionics  .symposium  will  be 
held  at  Cornell  University  from  August  30  to 
September  1.  The  symposium  is  being  sponsored 
jointly  by  Cornell  Univer.sity  and  the  General 
Electric  Advanced  Electronics  Center,  New  York 
City. 

The  sympositim  will  emphasize  the  role  of  biology 
in  bionics.  It  is  intended  to  explore  (he  inter- 
disciplinary character  of  bionics  and  bring  idiysical 
scientists  into  closer  association  with  life  scienlists, 
on  whose  work  jjrogress  in  bionir^s  is  bas<‘d. 

All  queries  or  accommodation  recjucsts  should  be 
forwarded  to  Sjdvia  W,  Switzer,  secretary  for  the 
Second  Annual  Bionics  Symposium,  General  Elec- 
tric Advanced  Electronics  (kuiter,  Cornell  Univer- 
sity Industry  Re.search  Park,  Ithaca,  New  York. 

American  Fracture  Association 

The  22nd  annual  meeting  of  (he  American  Frac- 
ture A.s.sociation  will  be  held  .Septemlx'r  16  through 


23  at  the  Shoreham  Hotel,  Washington,  D.C. 
For  registration  and  further  information  address 
the  chairman  of  the  annual  meeting,  Milton 
C.  Cobey,  M.D.,  1726  1st  ,Stre(>t,  N.W.,  Wash- 
ington, D.C. 

Regional  Conference  of  Catholic  Nurses 

The  Rochester  Council  of  Catholic  Nur.scs  w’ill  be 
host  to  the  Regional  C’onference  of  Catholic 
Nurses — -States  of  New  York  and  New  Jersey, 
September  21  to  2-1,  at  the  Manger  Hotel  in  Roches- 
ter. 

American  Academy  of  Pediatrics 

The  thirtieth  annual  meeting  of  the  American 
Academy  of  Pediatrics  will  be  held  September  .30 
through  October  5 at  the  Palmer  House,  Chicago. 
Seminars  will  be  held  on  September  20  and  October 
1 and  general  sessions  on  October  2 through  October 
h.  George  M.  Wheatley,  M.D.,  New  York  City, 
is  president  of  the  Academy. 
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Further  information  eoncerning  the  meeting  may 
l>e  obtained  from  the  hixecutive  Office  of  the 
Academy,  1801  Hinman  Avenue,  Evanston,  Illinois. 

American  College  of  Surgeons 

The  world’s  largest  meeting  of  surgeons,  the  47th 
annual  clinical  congress  of  the  American  College  of 
Surgeons,  wdll  be  held  in  Chicago  October  2 to  6. 
More  than  11,000  surgeons  and  physicians  from  all 
over  the  United  States,  Canada,  and  many  foreign 
countries  are  expected  to  attend. 

Operative  Radium  Therapy  Day 

An  Operative  Radium  Therapy  Day  is  to  be 
given  at  the  Queens  Hospital  Center  by  the  Radia- 
tion Medicine  Department  on  October  18.  The 
program  will  include  the  use  of  interstitial  radiation 
in  the  oral  cavity;  radical  insertion  of  radium  in 
the  neck;  various  applicators  in  carcinoma  of  the 
cervix;  the  Heyman  applicators  in  carcinoma  of  the 
endometrium;  radium  needles  in  the  parametria; 
and  radon,  iridium-thread,  and  cobalt  interstitial 
therapy.  Clinical  demonstration  will  depend  on  the 
availability  of  patients. 

Enrollment  is  limited,  and  interested  physicians 
are  requested  to  contact  Philip  J.  Kahan,  M.D., 
supervising  medical  superintendent.  Queens  Hospi- 
tal Center,  82-68  164th  Street,  Jamaica  32,  New 
York. 

Course  for  Nurses 

A full-time,  five-day  course  in  industrial  health  for 
nurses  will  be  given  beginning  November  6 by  the 
Department  of  Industrial  Medicine  of  New  York 
Ihiiversity  Post-Craduate  Medical  School,  of  the 
New  V’ork  University  Metlical  C'enter. 


The  course,  limited  to  50  nurses  engaged  in 
industrial  nursing,  will  be  given  under  the  direction 
of  David  H.  Goldstein,  M.D.,  professor  of  industrial 
medicine,  and  the  nurse  faculty  of  the  department. 

Further  information  may  be  obtained  from  the 
Dean,  NYU  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York  16,  New  York. 

Postgraduate  Medical  Association 

The  1 06 1 A.ssembly  of  the  Interstate  Postgraduate 
Medical  Association  of  North  America  will  be  held 
in  Cleveland,  Ohio,  November  13  to  16.  Inforn'a- 
tion  on  luncheons,  hotel  reservations,  and  re.=erva- 
tions  may  be  obtained  by  writing  to  Erwin  R. 
Schmidt,  M.D.,  Box  1109,  Madison  1,  Wisconsin. 

Rehabilitation  Course 

The  Department  of  Physical  Medicine  and  Re- 
habilitation of  the  New  York  Medical  College  is 
conducting  a one-week  course  for  physicians  only  in 
“Rehabilitation  Care  of  the  Chronically  111  Patient,” 
from  November  13  to  17.  The  course  will  consist 
of  lectures,  seminars,  and  clinical  demonstrations. 

Further  information  may  be  obtained  from  Mr. 
Raymond  C.  Lerner,  Coordinator,  Postgraduate 
Education,  Department  of  Physical  Medicine  and 
Rehabilitation,  New  York  Medical  College,  1 
East  105th  Street,  New  York  29,  New  York. 

New  York  Academy  of  Sciences 

The  New  York  Academy  of  Sciences  will  hold  a 
conference  on  “The  Cervix”  on  December  7 through 
9 at  the  Barbizon-Plaza  Hotel,  New  York  City. 
C'onference  cochairmen  are  Warren  R.  Lang,  M.D., 
Jefferson  Medical  College,  Philadelphia,  Pennsyl- 
vania, and  Alfred  B.  Kupferberg,  Ph.D.,  Ortho 
Be.search  Foundation,  Raritan,  New  Jersey. 


Seamen  as  Patients 


Many  of  the  patients  who  attend  our  hospital  are 
seamen  and  their  symptoms  are  usually  related  to 
points  on  the  globe  rather  than  to  time.  The  man 
with  the  peptic  ulcer  first  developed  indigestion 
while  rounding  the  Horn  and  had  his  first  haema- 
temesis  in  the  estuary  of  the  River  Plate.  The 
tuberculous  patient  developtid  a cough  shortly  after 
his  ship  left  Sydney  and  he  had  a haemoptysis  in  the 


Gulf  of  Aden.  The  youngster  with  rheumatic  heart- 
disease  became'  dyspnoeic  when  his  ship  was  steam- 
ing between  ^'okohama  and  Hong  Kong  and  his 
ankles  began  to  swell  in  the  Bay  of  Bengal.  Even 
functional  dyspepsia  becomes  interesting  when  it  de- 
velops in  San  Francisco  Bay  or  off  the  coast  of 
Coromandel. — The  Lancet,  June  10,  1061,  page 
128S 
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Officers — County  Medical  Societies — 7967 


TOTAL 


County 


MEMBERSHIP  AS  OF  JAIN  LAKY  1,  1961 


—25,372 


President 


Secretary 


Treasurer 


Albany 

William  H.  O’Brien. 

Albany 

Allegany 

George  E.  Taylor,  Jr. 

Bronx 

Leonard  L.  Heimoff.  , 

Bronx 

Broome 

George  C.  Hamilton, 

. Binghamton 

Cattaraugus. . . 

B.  John  Toth 

Olean 

Cayuga 

Leonard  W.  Sincerbeaux . . .Auburn 

Chautauqua  . . 

11.  Wolcott  Ingham.  . 

. . .Jamestown 

Chemung 

William  M.  Kelly . . . 

Elmira 

Chenango 

Robert  D.  Stone 

Clinton 

Dean  H.  Wheeler.  . . . 

, , Plattsburgh 

Columbia 

LeRoy  J.  Holbert.  . . . 

. . Kinderliook 

Cortland 

William  J.  McAuliffe 

Cortland 

Delaware 

David  ( t.  Doaiie . . . . 

Walton 

Dutchess 

Morris  J.  Frank 

Bracoii 

Erie 

Eugene  J.  Hanavaii  . 

Buffalo 

Essex 

Rudolph  J.  Martin . . 

. . Ticonderoga 

Franklin 

C.  Bradley  Sageman. 

.Saranac  Lake 

Fulton 

Arthur  Howard 

Genesee 

Myron  E.  Williams.. 

Batavia 

Greene 

T.  Earl  McQuade.  . . 

....  Coxsackie 

Herkimer 

Leo  L.  Heller 

Newport 

Jefferson 

Rudolph  J.  Haas 

Kings 

Irving  M.  Pallin  . . 

Brooklyn 

Livingston  . 

Stanley  J.  Jackson.  . 

Mount  Morris 

Madison 

Wallace  B.  Nixdorf. . 

Oneida 

Monroe 

Charles  R.  Mathews. 

....  Rochester 

Montgomery 

Feori  F.  Pipito 

. . . Amsterdam 

Nassau 

Reginald  R.  Steen  . . 

. . . Hempstead 

New  York . . . . 

David  Lyall 

. . . . New  York 

Niagara 

John  T.  Donovan,  Jr. 

Lock  port 

Oneida 

J'heodore  J.  Kantor. 

Utica 

Onondaga  . 

Aaron  Btirman 

Ontario 

George  H.  R.  White. 

( ieneva 

Orange 

.Allen  11.  Keiii.ston  . 

Port  .lervi.s 

Orleans 

Arnold  ().  Riley 

Ilollev 

Oswego 

John  B.  Riley 

Otsego 

Clinton  V.  Hawn ... 

( 'ooperstow  n 

Putnam 

Eugene  Lusardi 

. . ( !old  Spring 

Queens 

Charles  C.  Maiigi . . 

. . Woodhaven 

Rensselaer.  . . . 

David  11.  Tomlinson 

'I’rov 

Richmond  . . 

Frederic  D.  Regan 

. Staten  Island 

Rockland 

G.  Gordon  Knight.  . 

Piermont 

St.  Lawrence.  . 

Alexander  E.  Dodds 

Edwards 

Saratoga 

G.  D.  Anderson.  .Saratoga  Springs 

Schenectady  . 

Donald  C.  Walker.  . . 

. . . Dehinson 

Schoharie 

Robert  Greenwald  . . . 

. . . . Cobleskill 

Schuyler 

I'ritz  Landsberg.  . . . 

. Watkins  Glen 

Seneca 

Willard  L.  Hogeboom 

Willard 

Steuben  

Ijeon  M.  Roe 

Suffolk 

Antlionv  Kohn 

. . . . Hay  Shore 

Sullivan 

Lester  Lip.son 

. . . Monticello 

Tioga 

llenrv  Kaine 

Spencer 

Tompkins 

Noab  J.  Kassinan . . . 

Ithaca 

Ulster 

Vincent  Ainatrano.  . 

Kingston 

Warren 

Raymond  L.  Rhodes. 

Washington  . . 

Peter  J.  Attwood . . . . 

. . . Greenwich 

Wayne 

Charles  D.  Reeves... 

Newark 

Westchester . . 

( harles  M.  Prune. . . , 

Yonkers 

Wyoming  . . 

G.  Stanley  Baker.  . . 

Yates 

\ irn-as  Sirmeiii.s 

, . . Penn  Yan 

G.  Rehmi  Denton Albany 

Edward  VV.  Briggs,  Jr..  . . Wellsville 

Frank  La  Gattuta Bronx 

Micliael  J.  Maggiore Endicott 

Frank  T.  Frost Olean 

Donald  W.  Delahanty Auburn 

Joseph  V.  Karnes Dunkirk 

Jame.s  A.  Mark Elmira 

Arland  I).  Hyaii Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Theodore  1.  Jacobus ('ortlaml 

Marvin  Huyck Walton 

James  K.  I\eeb*y Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passiiio Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington.  . .Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  A.  Woerner.  . . Port  Leyden 
G.  Emerson  Learn  . . Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Philip  T.  Cortese Amsterdam 

Lyon  Steine \’alley  Stream 

William  L.  Wheeler.  .)r.  New  York 
William  C.  Niesen.  . . , Niagara  Falls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

M.  I'dgerton  Deuel Geneva 

Earl  C.  Waterhury Newburgh 

Harvey  J.  Blanchet,  .Ir Meilina 

Frank  (h  Meyer I'ulton 

Eugene  I).  Hame.s.  . . . ( 'ooperstown 

John  Simmon.s Brewster 

Frank  W'.  Farrell l’'lu.shiiig 

John  A.  Enzien Tniy 

Joseph  Dolgin Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  H.  ('arson Potsdam 

('laii'e  K.  Amyot.  . Sur’atoga  Springs 

Mirdiael  'I'ytko S<*fjener*ta»ly 

Jay  (h  V.  Dewell Gobleskill 

A.  Duncan  McCarthy Biirilett 

William  P.  Magenheimer. . Watei’loo 

Milton  Tully Hornell 

Joseph  Lambert Bay  Shore 

Alan  R.  Fried ....  TJvingston  Manor 

George  F.  Pritcharil Owego 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey Glen.s  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Wallace  M.  Sheridan . . White  Plains 

Newland  W.  l'»>untain Warsaw 

Wilfred  1>.  McCiisker.  . . . Penn  Van 


Arthur  J.  Sullivan .\lban 

Frederick  H.  McCarty ...  Wellsvill 

Herbert  G.  Cohen Bron 

James  F.  Johnson Binghainto 

Ruth  R.  Knobloch  ....  Little  Valle 

Joseph  T.  Birardi Aubur 

C.  Otto  Lindbeck Jarnestow 

Francis  W.  Chamberlain.  . . .Elmir 

Arland  1).  Ryan Norwic 

William  L.  Ladue Plattsburg 

Edward  P.  Ginouves Hudso 

Lewis  H.  Berk Cortlan 

Marvin  Huyck Wall.* 

Philip  V.  Buckley.  . . . Poughkeep.si 

Francis  W.  ()'l)(mnell Buffal 

George  G.  Hart Lake  Placi* 

Leon  Passino Malon 

William  H.  Raymond.  . .Johnstow 

Emil  Kimaid Le  Ro 

Mahlon  H.  Atkinson Catski 

Arthur  II.  Applegate Mohaw 

James  L.  Harrington.  . . Watertow 

James  L.  O'Leary Brookly 

Charles  A.  Woerner.  . .Port  Leyde 
G.  Emerson  Learn.  . . Mount  Morri 

Gareth  S.  West Chittenang 

('harles  D.  Sherman.  Jr.. . Hocheste 
Robert  W.  Dunlap.  Jr. . . Amsterdai 

Robert  Park,  Jr Garden  (’it 

Ailelai<le  Romaine New  Vor 

(denn  E.  Jones Niagara  Fall 

Theodore  1'.  Thomas Ulic 

Clayton  11.  Hale Syracus 

M.  Edgerton  Deuel Genev 

Earl  C.  Waterhury Newburg 

Salvatore  Dispenza Albio 

I’rank  ('.  Meyer I'ulto 

Eugene  I).  Rarne.s.  . . . Coopers!  ov> 

John  Del  Campo ('arnu 

Vii’tor  S.  Lait I*'lusliin 

'I'liomas  Engster.  .Center  Brunswie 

J.  J.  Silverman Staten  Islaii 

John  ( '.  ( 'ardona N>'a<* 

Maurice  J.  1‘Jder Massen 

William  II.  Moore  . Saratoga  Sprin^r 
Kurt  II.  Meyerlioff.  , . . Sclieiiectad 

Duncan  L.  Best Middlebur 

A.  Duncan  McCarthy Burdel 

William  P.  Magenheimer.  . Waterlo 

Milton  Tully Horne 

Samuel  T.  Herstone Bay  Shoi 

^\lan  R.  Fried. ...  Livingston  Mam 

George  F.  Pritchard Oweg 

R.  Wendell  Davis Ithac 

Arthur  G.  Carr Kingsto 

Francis  X.  Dever Glens  Fal 

Roy  E.  Borrowman , . . Fort  Edwar 

Joseph  Asin.  Newai 

Robert  E.  Healy Mount  Kisc 

Newland  W.  Fountain Warsa 

Wilfreil  1).  McCusker. . . . Penn  Va 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
sramS/  shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  niven  special  consideration. 


HALL-BROOKE  HOSPITAL 

An  Active  Treatment  Hospital,  located  one  hour  from  Hew  York 

Accredited  hy: 

The  Central  Inipection  Board  of  the  American  Paychiatric  Aaaociation 
The  Joint  Commiuion  on  Accreditation  of  HoapitaU 

WESTPOUr.  VoWErTtri’T  • WESTPOHT:  capital  7-1251 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRaialgar  7-2666 


PINEWOOD  g;- 

EST.  1930  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 

Westchester  County  Katonah,  N.  Y.  Tel:  Centra!  2-3155 
A i).sycliiatri(*  hospital.  c)ITorinj;  Individual  troatmont.  Psy- 
choanalytically  ori(‘iitc<l.  IMiarnia(‘oio<'i(  al  and  Hoctro  thora- 
])cutic  mot  hods.  Uato:  (h)mmonoo  at  $125.00  por  wook. 

N.  y.  City  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


for  well  trained  highly  qualified  personnel 

MEDICAL  ASSISTANTS 
OR  OFFICE  SECRETARIES 
LABORATORY  • X-RAY 
TECHNICIANS 

N.  Y.  State  Licensed  • Day-Eve  Courses 
Co-Ed  {Founded  19S6) 

request  Free  Cat,  9 
Fifth  Ave.oeih  St.) 
mm  New  York  3,  N.Y. 
SCHOOL  FOR  PHYSICIANS*  AIDES 
A/niiated  with  CARNEGIE  INSTITUTE,  INC.  Cleveland.  Ohio 


WKST  HMM,M. 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-thc-lludeon,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Klnstbridgc  9*8440 


MEDICAL  CREDIT  PROTECTION 
& COLLECTION  ASSOCIATION 

for  particulars  write: 

Medical  Credit  Protection  & 
Collection  Association,  Inc. 

33  Main  St.,  Port  Washington,  New  York 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third 
Avenue,  New  York  17,  New  York.  Old  and  new  address 
should  be  included  as  well  as  a statement  whether  or  not 
change  is  permanent.  Six  weeks  is  required  to  effect  a 
change  of  address. 
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PHYSICIANS  WANTED 


Interniit — Large  Midwest  hospital,  Must  be  board  eligible. 
Write  Box  234.  N.  Y.  St.  Jr.  Med. 


Adirondack  resort  community  desires  services  of  General 
Practicing  physician.  Beautiful  living  surroundings,  good 
sustaining  salary,  opportunity  for  service  to  several  neighbor- 
ing communities.  Write  Laura  Bird,  Town  Clerk,  Inlet, 
New  York,  or  call  Eagle  Bay  3631  for  an  appointment. 


Positions  available  for  qualihed  physicians  in  psychiatric 
and  medical  services  of  a 1700  bed  psychiatric  hospital 
located  in  New  York  State’s  beautiful  Finger  Lakes  area. 
Requirements:  licensure  in  any  state.  Age,  not  over  60. 
Salary  range:  $10,635— $13,730  plus  15%  if  certified  by  an 
American  Specialty  Board.  Excellent  fringe  benefits.  Write: 
Manager,  VA  Hospital,  Canandaigua,  New  York. 


WANTED:  INTERNISTS  AND  PEDIATRICIAN.  GEN- 
ERAL PRACTITIONERS  to  join  newly  formed  group. 
Clinical  building  just  completed.  Ultra  modern,  fully 
equipped.  Group  and  clinic  are  affiliated  with  and  adjoining 
an  80-bed  General  Hospital.  Excellent  remuneration  with 
permanency.  Contact  Administrator,  Elliott  General  Hos- 
pital, 13015  West  Chicago,  Detroit  28  Michigan. 


Services  of  doctor  needed  in  the  Phelps,  New  York  area. 
House  and  office  available.  Contact  the  Sec’y  of  the  Chamber 
of  Commerce. 


House-physician,  immediate,  111-bed  hospital.  Duties  pri- 
marily emergency  service.  Salary  good.  Apply  Assistant 
Administrator,  Chilton  Memorial  Hospital,  Pompton  Plains, 
New  Jersey. 


Central  New  York — Nice  village  with  large  rural  potential 
needs  General  Practitioner  to  replace  deceased  physician. 
42  years  successful  practice.  Offices  and  home  with  some 
equipment  for  sale  at  sacrifice  price  of  $17,000.  Records 
available.  Investigate.  Box  425,  Oriskany  Falls,  New 
York. 


Wanted:  completed  resident  in  Ophthalmology  and  Otolaryn- 
gology. SALARY:  .$18,000  per  year,  with  vacations.  Eye 
muscle  and  cataractsurgery,  also:  Bronchoscopy.  New  York 
State  license.  Write  Box  390,  N.  Y.  St.  Jr.  Med. 


(ieneral  Practitioner — for  association  with  a Generalist — in 
practice  30  years  in  Eastern  Queens — Opportunity  for  a hus- 
tler— option  to  purchase  home-office  combination  in  several 
years.  Write  Box  393,  N.  Y.  St.  Jr.  Med. 


Generalist  to  take  over  old  established  practice  in  beautiful 
home-office  combination.  Compl.  equipped  and  furnished. 
Upstate,  N.  Y.,  Thruway  exit.  Hospitals  nearby.  Health 
officer  and  school  physician  positions  available,  excellent 
income.  Price  $4.5,000.  Write  Box  391.  N.  Y.  St.  Jr.  Med. 


Physician  badly  needed  in  Town  of  Machias,  population  about 
1400,  plus  lake  resort  area  in  the  summer;  no  resident  physi- 
cian at  present;  good  opportunity.  Contact  A.  F.  Herman, 
Supervisor,  Machias,  New  York. 


PRACTICES!  FOR  SALE  OR  RENT 


General  praotioe,  eitabliihed  14  yean,  active.  Home-office 
combination  in  Central  Hudson  Valley  Village.  Suitable  for 
solo  or  partners.  Terms  if  needed.  Box  339,  N.  Y.  St.  Jr. 
Med. 


Doctor's  home-office  combination  with  good  active  general 
practice  near  hospital  76  miles  from  N.  Y.  City.  Will  in- 
troduce. Box  367,  N.  Y.  St.  Jr.  Med. 


Long  Island.  South  Shore,  G.P. — New  home  with  2-doctor 
office.  $10,000  cash,  rest  ea.sy  terms.  Will  stay  as  associate 
retiring  gradually.  Write  Box  382,  N.  Y.  St.  Jr.  Med. 


Well-established  gen.  practice;  home-office  combination  in 
rapidly  growing  So.  Shore  L. I.  community.  Leaving  state, 
will  introduce.  .41so  suit  obs.  and  peds.  P.O.  Box  205,  Baby- 
lon, N.  Y. 


Office  and  apartment  suburban  Irondequoit — Titus  Avenue. 
One  year  old  construction;  central  beating  and  air-condi- 
tioning. Five  room  completely  equipped  suite — Lucrative 
practice.  Will  Sell.  Easy  terms  to  General  Practitioner. 
CaU  FI  2-1400. 


Large  general  practice,  home-office  combination,  2 hospitals, 
Kingston,  for  sale  early  part  1962.  Write  Box  390,  N.  S'. 
St.  Jr.  Med. 


Extensive  practice,  fully  ecpiipped.  West  Side  Manhattan. 
Established  21  yrs.,  until  recent  death.  Contact  Budner  A- 
Budner,  MU  2-6474,  or  551  5th  Ave. 


PROFESSIONAL  PRACTICE  FOR  SALE:  Large  obstet- 
ric-pediatric practice  in  fast  growing  prosperous  Long  Island 
community,  available  immediately  due  to  sudden  death  of 
physician  in  June.  Sale  of  home  and  fully  equipped  office 
combination,  or  rent  of  office  space  and  sale  of  equipment  con- 
sidered. Hospital  within  one  mile.  Riverhead  P.4-7-3212. 


New  York-Upstate;  modern  four  bedroom  combination,  like 
new;  established  practice,  includes  surgery;  income  unlim- 
ited; community  .50,000;  two  hospitals;  will  introduce. 
$75,000;  leaving  for  Southern  climate.  Write  Box  394,  N.Y. 
St.  Jr.  Med. 


POSITIONS  WANTED 


Path.,  certified,  age  42.  Exceptionally  qualified  surg. 
and  din.  path.  Fidl  or  part  time.  Queens,  Long  Island 
or  Westchester.  Write  Box  380,  N.  Y.  St.  Jr.  Med. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


Modern,  air-conditioned  office  suites  available  in  new  pro- 
fessional building  in  Deer  Park.  Immediate  need  for 
Obstetrician,  Pediatrician,  Internist.  One  suite  large  eni  ugb 
to  share.  Box  103,  Deer  Park,  L.I. 


For  rent:  New,  modern  offices — rapidly  growing  community 
in  Westchester  County — Pound  Ridge,  N.  Y.  PO  4-5757. 
Eves.  CaU  BE  4-3824. 


FOR  RENT;  Times  Square-  Fully  equipped,  modern  air- 
conditioned,  eleven  room  suite,  including  laboratory.  Share 
part-time  or  full-time  complete  diagnostic  and  treatment 
facilities.  Exclusive  use  of  consultation  and  examining  rooms. 
Write  Box  384.  N.  Y.  St.  Jr.  Med. 


Offices  available  .1  iily  I , suitable  group  practice  (4)  physicians, 
Modern  professional  building  in  Deer  Park,  L.I.  Excellent 
location.  Excellent  (lotentialities.  Rapid  growing  commun- 
ity. P.  O.  Box  103.  Deer  Park,  N.  Y. 


For  Rent;  Office  space  in  new  fully  air-conditioned  profes- 
sional building.  Glass  and  brick  exterior.  Ample  on-site 
parking.  Huntington  Station,  Long  Island.  ‘A  mile  from 
Station  Plaza.  Available  for  any  specialty.  Write  Box  389, 
N.Y.  St.  Jr.  Med. 


■ASTORIA,  L.I. — Professional  Building  for  Sale.  Good  in- 
vestment opportunity.  3-story,  brick,  9,000  sq.  ft,  build- 
ing 50  X 100'  on  Broadway.  1st  floor;  central  hall,  4 rooms, 
2 lavs.;  2nd  floor:  6 rooms,  2 lavs.;  3rd  floor:  4 rooms,  1 
lav.  Air-conditioned.  Walk  to  BM'T,  IND  or  bus.  Terms. 
VAAite,  Owner,  3.5-20  B’way,  L.I.  City,  N.  Y.,  or  call 
RA  1-9202. 


New  Medical  Building  in  Flushing:  Opposite  new  hospital — 
wonderful  opportunity  for  young  graduates  to  share  office 
space.  Rental  very  reasonable.  6 room  suite  available,  if  de- 
sired. Ophthalmologist,  Dermatologist,  Internist  or  surgical 
specialties  particularly  needed.  Call  Dr.  Vaccino,  LE 
9-0666. 


For  Rent.  Professional  Office  A-1  location  in  beautiful 
residential  community  at  center  of  Nassau  County.  .Area 
needs  G.P.,  Pediatrician,  or  other  specialty.  For  further 
information  call  IVanboe  3-4884. 


FOR  S.ALE  Office  and  residence  of  deceased  M.l).  Farm- 
ingdale.  L.  I.  Near  Republic  .Aviation  and  other  plants. 
.Across  street  from  Bethpage  Park.  Golf,  tennis,  summer  and 
winter  sports  easily  accessible.  Cor.  property,  approx.  7 
years  old;  2-car  garage;  large  sun  porch;  brick  faced.  Near 
school  and  R.R.  Write  Box  388,  N.  Y.  St.  Jr.  Med. 


Uniondale  Professional  Building  (East  Hempstead  area) 
374  Uniondale  Avenue.  Offices  for  rent.  Air  conditioned. 
Will  alter  to  suit.  Private  lavatories.  Excellent  oppor- 
tunity for  general  practitioner  or  specialist.  Mrs.  Desch 
PI  1-5632. 


Air  conditioned  new  bungalow  office  in  Western  Suffolk 
County.  Ideal  for  dental  or  medical  specialist.  Occupied 
V»y  established  dentist.  Write  Box  .395,  N.  Y.  St.  Jr.  Med. 


Excellent  opportunity:  Home-office  combination.  Dutchess 
Countv.  Brook  on  property.  Will  introduce.  $20,000. 
Write  Box  383.  N.Y.  St.  Jr.  Med. 


Medical  offices,  Bellport,  L.  I.,  available  Jan.  1,  1962  on  ter- 
mination of  existing  lease  of  medical  partnership.  For  29  years, 
the  noted  late  Or.  Horenstein  made  his  office  and  home  in  this 
building.  Will  consider  sound  proposal  for  rent  or  sale  to  well 
trained,  qualified  physician.  Write  Mrs.  Perry  Horenstein, 
104  S.  Country  Rd.,  Bellport,  L.  I.,  or  phone  ATlantic 
6-0890. 


Medical  Building  in  rapid  growing  community  on  Long 
Island  with  75%  of  space  occupied,  has  office  space  available 
for  Ped,  GU,  Ortho,  also  part  time  for  Neuro,  Psych.  Derm. 
For  information,  call  FOrest  8-8888. 


EQUIPMENT  FOR  SALE 


Radiologist’s  modern  200  M.A.  x-ray  diagnostic  unit  and 
dark  room  accessories  for  sale.  Harold  Schwartz,  M.D., 
99  Pratt  St.,  Hartford  3.  Conn. 


FORS.ALE;  American  Optical  Binocular  Microscope.  Almost 
new.  Will  ship  for  inspection.  Price  $400.  Dr.  John  Peck, 
General  Delivery,  Hawley,  Pennsylvania. 


MISCELLANEOUS 


COLLECTIONS — The  Crane  Plan- -statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
davs — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  .30%  less  than  a year;  3.3‘/t%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  A Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  'Tpke,  Flushing  64,  N.  Y.  H04-1100. 


Wish  to  purchase  radium  privately.  Write  Box  392,  N.  Y. 
St.  Jr.  Med. 


CLASSIFIED  RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 
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V._^oca-Cola  , too,  has  its  place  in  a well 
balanced  diet.  As  a pure,  wholesome 
drink,  it  provides  a bit  of  quick  energy 
. . . brings  you  back  refreshed  after  work 
or  play.  It  contributes  to  good  health 
by  providing  a pleasurable  moment’s 
pause  from  the  pace  of  a busy  day. 
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Adding  Orinase 
may  improve 


control  significantly 
in  diabetics  now 
imperfectly  managed 
on  diet  alone/"* 

Orinase  releases  native 
insulin  via  physiologic 
channels,  giving  the 
patient  direct  metabolic 
support.  And  Orinase 
dosage  is  flexible  and 
readily  individualized. 
To  improve  control 
in  many  diabetics  on 
dietotherapy  — add 
Orinase.  It  can  make 
a gratifying  clinical 
difference. 


indications : Orinase  is  indicated  as  the  therapeutic 
agent  of  choice  in  the  majority  of  selected  cases  of 
adult  or  maturity-onset  type  of  diabetes  mellitus. 
In  certain  patients  with  labile  diabetes,  the  use  of 
Orinase  as  a supplement  to  insulin  therapy  may 
effect  stabilization  of  the  diabetic  condition  and 
lower  insulin  requirement. 

Dosage : 

Patients  not  receiving  insulin  — There  is  no  fixed 
regimen  for  initiating  Orinase  therapy,  but  a sug- 
gested method  is: 

First  day  —6  Orinase  tablets  (3.0  Cm.).  Second 
day  — 4 Orinase  tablets  (2.0  Gm.).  Third  day  — 
2 Orinase  tablets  (1.0  Gm.).  Fourth  and  sabse^ 
quent  days  — 2 Orinase  tablets  (1.0  Gm.)  with 
increase  or  decrease  as  necessary  to  control  gly- 
cosuria. 

There  is  no  fixed  maintenance  dose  of  Orinase; 
therapy  may  be  individualized  according  to  patient 
response.  Adjust  the  maintenance  dose  (usually  1 
to  4 tablets)  to  the  smallest  dose  consistent  with 
good  control.  The  daily  maintenance  dose  may  be 
given  once  daily  or  in  divided  doses. 

Patients  receiving  insulin  (less  than  20  units)  — 
discontinue  insulin  and  institute  Orinase;  (20  to 
40  units)  — initiate  Orinase  with  a concurrent  30  to 
50%  reduction  in  insulin  dose  with  a further  care- 
ful reduction  as  response  to  Orinase  is  observed; 
(more  than  40  units)  — reduce  insulin  by  20%  and 
initiate  Orinase  with  a further  careful  reduction  in 
insulin  dosage  as  response  to  Orinase  is  observed. 
Cautions:  Observe  all  standard  diabetes  precau- 
tions : dietary  restriction,  weight  control,  exercise, 
hygiene,  avoidance  of  infection,  and  adherence  to 
dosage.  As  with  exogenous  insulin,  changes  in  dos- 
age may  be  necessary  during  the  course  of  manage- 
ment. In  the  event  of  stress  conditions,  trauma  or 
infection,  increased  dosage  or  supplementary  ani- 
mal insulin  may  be  required. 

Contraindications:  Orinase  as  the  sole  therapeutic 
agent  is  contraindicated  in  juvenile  diabetes ; un- 
stable or  brittle  diabetes;  and  diabetes  complicated 
by  ketosis,  acidosis  or  coma. 

Side  effects:  Side  effects  are  mild,  transient  and 
limited  to  approximately  3%  of  patients.  Hypogly- 
cemia and  toxic  reactions  are  extremely  rare.  Hypo- 
glycemia is  most  likely  to  occur  during  the  period 
of  transition  from  insulin  to  Orinase.  Other  un- 
toward reactions  to  Orinase  are  usually  not  of  a 
serious  nature  and  consist  principally  of  gastro- 


intestinal disturbances,  headache,  and  variable 
allergic  skin  manifestations.  The  gastrointestinal 
disturbances  (nausea,  epigastric  fullness,  heartburn) 
and  headache  appear  to  be  related  to  the  size  of 
the  dose,  and  they  frequently  disappear  when  dos- 
age is  reduced  to  maintenance  levels  or  the  total 
daily  dose  is  administered  in  divided  portions  after 
meals.  The  allergic  skin  manifestations  (pruritus, 
erythema,  and  urticarial,  morbilliform,  or  maculo- 
papular  eruptions)  are  transient  reactions,  which 
frequently  disappear  with  continued  drug  adminis- 
tration. However,  if  the  skin  reactions  persist, 
Orinase  should  be  discontinued. 

Clinical  toxicity:  Orinase  appears  to  be  remark- 
ably free  from  gross  clinical  toxicity  on  the  basis 
of  experience  accumulated  during  more  than  four 
years  of  clinical  use.  Crystalluria  or  other  untoward 
effects  on  renal  function  have  not  been  observed. 
Long  term  studies  of  hepatic  function  in  humans 
and  experience  in  over  600,000  diabetics  have  shown 
Orinase  to  be  remarkably  free  of  hepatic  toxicity. 
There  has  been  reported  only  one  case  of  choles- 
tatic Jaundice  related  to  Orinase  administration, 
which  occurred  in  a patient  with  pre-existing  liver 
disease  and  which  rapidly  reversed  upon  discontin- 
uance of  the  drug. 

Each  tablet  contains : 

Tolbutamide  0.5  Gm. 

Supplied  in  bottles  of  SO. 
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drugs  anonymous 

One  of  the  several  hastily  conceived  and  potentially  dangerous  suggestions  for 
reducing  drug  costs  is  generic-name  prescribing.  The  proponents  of  generic-name 
prescribing  claim  that  it  will  lower  drug  costs  significantly  and — through  supervision 
by  the  Federal  Government — provide  quality  equivalent  to  that  of  trademarked 
drugs.  We  maintain  that  these  claims  are  false.  Here  are  some  authoritative  answers 
to  the  principal  questions  posed  by  generic-name  prescribing. 

How  much  money  would  be  saved  if  all  prescriptions  were  written 
for  generic-name  drugs? 

“The  [Rhode  Island]  Division  of  Public  Assistance  examined  10,000  drug  prescrip- 
tions for  welfare  recipients  for  the  purpose  of  determining  the  actual  savings  ...  of 
generic  versus  trade-name  drugs.  The  drugs  had  cost  $28,000.  Substituting  generic 
drugs  whenever  possible  would  have  provided  a saving  of  less  than  5 per  cent. 
Syracuse  has  made  a similar  study  of  drug  costs  with  comparable  results.” 

Rhode  Island  Medical  Journal, 
January,  1961 

Are  the  savings  worth  the  risk  of  sacrificing  quality? 

“.  . . it  is  unsafe  [to  prescribe  generically]  because  there  is  not  sufficient  policing  of 
our  standards.  . . .” 

Lloyd  C.  Miller,  Ph.  D. 

Director  of  Revision  of  the  U.S.P. 

“The  naive  belief  that,  if  a product  was  not  good,  the  FDA  would  prohibit  its  sale 
is  just  not  realistic.  ...  it  is  completely  impossible  for  the  FDA  to  check  every  batch 
of  every  product  of  every  manufacturer.  . . . Hence  the  integrity  and  reputation  of 
the  manufacturer  assume  unusual  significance  where  drugs  and  health  products 
are  concerned.” 

.Mbcrt  H.  Holland,  M.D. 
formerly  Medical  Director  of  the 
Food  and  Drug  Administration 
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Smith  Kline  & French  Laboratories,  Philadelphia 
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“Normal"  recovery  is  not  enough.  Now,  by  adding  VARIDASE  to  your 
procedure,  you  can  release  your  patient  from  the  stress  and  pain  of 
a “normal”  recovery  — put  comfort  in  convalescence,  shorten  the  re- 
covery cycle,  and  reap  the  reward  of  greater  patient  appreciation. 

• In  treating  refractory,  chronic  conditions,  VARIDASE  therapy  gives  added  im- 
petus to  recovery.  In  common,  self-limiting  conditions,  VARIDASE  provides  an 
easier  convalescence  with  faster  return  to  constructive  living.  This  can  be  of  major 
importance  even  to  the  patient  with  a “minor”  condition.  • VARIDASE  Buccal 
Tablets  are  indicated  to  control  inflammation  following  trauma  or  surgical  proce- 
dures, and  in  suppurative  or  inflammatory  lesions  of  subcutaneous  and  deep  tissues. 

• Precautions:  VARIDASE  has  no  adverse  effect  on  normal  blood  clotting.  Care  should 
be  taken  in  patients  on  anticoagulants  or  with  a deficient  coagulation  mechanism.  When 
infection  is  present,  VARIDASE  Buccal  Tablets  should  be  given  in  conjunction  with 
antibiotics. 

• Dosage:  One  buccal  tablet  lour  times  daily  usually  for  five  days.  To  facilitate  absorp- 
tion, patient  should  delay  swallowing  saliva. 

• Supplied:  Each  tablet  contains  10,000  Units  Streptokinase,  2,500  Units  Streptodornase. 
Boxes  of  24  and  100  Tablets. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY,  Pearl  River,  New  York  (j^^) 


do  all  you  can 
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For  the 
irritable 
G.L  tract 

Milpath  acts  quickly  to  suppress  hypermotility, 
hypersecretion,  pain  and  spasm,  and  to  allay 
anxiety  and  tension  with  minimal  side  effects. 


AVAILABLE  IN  TWO  POTENCIES 

M I LPATH-400— Yellow,  scored  tablets  of  400  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 tablet  t.i.d.  at  mealtime  and  2 at  bedtime. 
MILPATH-200— Yellow,  coated  tablets  of  200  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 or  2 tablets  t.i.d.  at  mealtime  and  2 at  bedtime. 


® Miltown 


anticholi  nergi  c 


WALLACE  LABORATORIES  Cranbury,  N.  J. 
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How  to  use 


He  needs  his  muscles  working  properly— 
when  they  aren’t,  he  needs 

Trancopal 


Trancopal® 

Brand  of  chlormexonone  * 

in 

musculoskeletal 

‘‘splinting’’ 


Although  “splinting”  of  a joint  by 
skeletal  muscle  spasm  is  often  pro- 
tective, it  can  go  too  far  or  continue 
too  long.  Then  spasm,  pain  and  dis- 
use may  lead  to  wasting. 

When  you  prescribe  Trancopal, 
you  can  prevent  "oversplinting.” 
Trancopal  will  relax  the  spasm,  ease 
the  pain  and  get  the  muscle  work- 
ing again.  Relaxation  generally  be- 
gins within  half  an  hour,  and  the 
effects  of  one  tablet  last  from  four  to 
six  hours. 

In  addition  to  relaxing  the  muscle, 
Trancopal  will  mildly  tranquilize 
the  patient,  reducing  the  restless- 
ness and  irritability  that  so  often 
accompany  discomfort.  With  Tran- 
copal, the  patient  can  soon  start 
purposeful  exercise  and  physical 
therapy. 

Trancopal  has  been  found  very 
effective  in  the  treatment  of  pa- 
tients with  low  back  pain  (lum- 
bago), neck  pain  (torticollis),  bur- 
sitis, fibrositis,  myositis,  ankle  sprain, 
tennis  elbow,  osteoarthritis,  rheu- 
matoid arthritis,  disc  syndrome  and 
postoperative  muscle  spasm.  Tran- 
copal is  available  in  200  mg.  Caplets'* 
(green  colored,  scored)  and  in  100 
mg.  Caplets  (peach  colored,  scored), 
bottles  of  100. 

Dosage:  Adults,  1 Caplet  (200  mg.) 
three  or  four  times  daily;  children 
(5  to  12  years),  from  50  to  100  mg. 
three  or  four  times  daily. 


LABORATORIES 

New  York  18.N.Y. 


I»l  M 
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Patients  like  the  refreshing  taste 
and  dependability 


of  -|PPP 


for  immediate 
and  prolonged  relief 
in  peptic  ulcer 
and  hyperacidity 

• potency 

• immediate  relief 

(within  seconds) 

• lasting  effect 

• milk-like  action 

• fresh  mint  flavor 

• non-chalky  smoothness 

• freedom  from  effect  on 
intestinal  function 


• Ji-; 


TITRALAC®  TABLETS  ©Q 


TITRALAC®  LIQUID 


May  be  chewed,  dissolved  in  mouth,  or 
swallowed  with  water.  Each  white,  mint- 
flavored  tablet  contains  glycine  0.18 
Gm.  and  Ca  carbonate  0.42  Gm.  Bottles 
of  100  tablets. 


Relief  from  a teaspoonful  — not  ounces  or 
tablespoonfuls.  Each  5cc.  teaspoonful  of 
white,  mint-flavored  liquid  contains  gly- 
cine 0.30  Gm.  and  Ca  carbonate  0.70  Gm. 
Bottles  of  12  fluid  ounces. 


•PolenI  No.  2429596 


Northridge,  Cpiifornia 


4^ 


2681 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK  (Continued from  page  2680) 


Presidents,  District  Branches 


First  District 

Gerald  D.  Dorman,  M.D.,  New  York 
Second  District 

Charles  W.  Shlimbaum,  M.D.,  Suffolk 
Third  District 

Eugene  F.  Galvin,  M.D.,  Ulster 
Fourth  District 

Milton  ,1.  Greenberg  M.D.,  Washington 

Ninth  District — Maxweli 


Fifth  District 

W.  R.  Carson,  M.D.,  St.  Lawrence 
Sixth  District 

C.  S.  Wallace,  M.D.,  Tompkins 
Seventh  District 

Philip  M.  Standish,  M.D.,  Ontario 
Eighth  District 

Clyde  L.  Wilson,  M.D.,  Chautauqua 
Gosse,  M.D.,  Dutchess 


Executive  Vice-President 

Henry  1.  Fineberg,  M.D.,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  0-5757 


Assistant  to  the  Executive  Vice-President 

George  W.  Forrest,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 


l\ew  York  State  Journal  of  Medicine,  Publication  Committee 
Alfred  P.  Ingegno,  M.D.,  Chairman 
Harold  F.  R.  Brown,  M.D.  Morris  R.  Keen,  M.D. 

Maurice  J.  Dattelbaum,  M.D.  Granville  W.  Larimore,  M.D. 

Albert  H.  Douglas,  M.D.  John  G.  Masterson,  M.D. 

Henry  I.  Fineberg,  M.D.  Norman  S.  Moore,  M.D. 

William  J.  Grace,  M.D.  Reginald  L.  Steen,  M.D. 

William  Hammond,  M.D.  John  J.  Masterson,  M.D.,  Advwer 


Legal  Department 

Counsel 

William  F.  Martin,  Esq. 

355  Lexington  Avenue,  New  York  17 


Attorney 

Robert  J.  Bell,  Esq. 
Telephone:  OXford  7-3122 


Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Ave.,  New  York  16.  Telephone:  MUrray  Hill  4-.3211 


Director,  Bureau  of  Industrial  Health  and  Workmen’s  Compensation 

Robert  Katz,  M.D.,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 


Director,  Department  of  Communications 

John  K.  Pardee,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 


Director,  Bureau  of  Medical  Care  Insurance 

George  P.  Farrell,  750  Third  Ave.,  New  York  17.  Telephone:  YUkon  6-5757 


2682 


With  its  combination  of  5 proven  therapeutic  agents,  BRONKOTABS  dilates  the  bronchioles ...  thins  and  helps  expel 
thick  mucus ...  combats  local  edema ...  offers  mild  sedation ...  and  treats  the  allergic  component.  Gets  right  to  the 
root  of  asthmatic  distress  with  minimal  side  effects,  and  none  of  those  associated  with  steroids. 


In  a study  of  40  patients  with  bronchial  asthma,  24  persons  (60%)  reported  BRONKOTABS  brought  good  relief  from 
asthmatic  symptoms  — ease  of  expectoration,  reduction  of  bronchospasm  and  increased  vital  capacity.  Only  seven 
patients  failed  to  respond  at  all.  "The  combination  of  drugs  used  [in  Bronkotabs]  gave  greater  relief  in  these  patients 
than  the  conventionally  used  tablet  [ephedrine,  theophylline,  phenobarbital] ...’" 

In  another  study,  79.7%  of  64  asthma  patients  showed  good  to  excellent  response  to  BRONKOTABS  therapy.’ 

Each  tablet  contains;  theophylline  100  mg.;  ephedrine  sulfate  24  mg.;  phenobarbital  8 mg.  (warning:  may  be  habit 
forming);  thenyidiamine  HCl  10  mg.;  and  glyceryl  guaiacolate  100  mg.  Supplied;  bottles  of  100  white  scored  tablets. 
Usual  precautions  associated  with  sympathomimetic  amines  should  be  observed. 


References:  1.  Spielman,  A.  0.:  Evaluation  of  a Combination  Tablet  of  Theophylline.  Ephedrine  Sulphate,  Phenobarbital,  Thenyidiamine  and 
Glyceryl  Guaiacolate  In  the  Treatment  of  Chronic  Asthma,  Ann.  Allergy  18:281,  1960.  2.  Waldbott,  G.:  Bronkotabs  — a New  Antiasthmatic  Prep- 
aration (Preliminary  Report).  Int.  Arch.  Allergy  17:116,  1960. 

For  full  Information  on  Breon's  five  antiasthmatics,  see  pp.  538-539  of  the  1961  PHYSICIANS'  DESK  REFERENCE  plus  the  2nd,  3rd,  or 
4th  quarterly  supplement. 


CLEARS  and  DILATES  the  bronchial  tree  with  MINIMAL  SIDE  EFFECTS 


Ri  Products  Division,  Breon  laboratories  Inc.,  New  York  18,  N.  Y. 
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HOW  DILODERH  HELPS  TOUR 

PATIENT  WITH  LESIONS  RESPONSIVE  TO  TOPICAL  STEROIDS 


lets  him  sleep  — rapidly  relieves  itch  and  burning 

spares  embarrassment  - ■ 

inflammation  quickly 

Eccolorates  healing- ^ 

imate  skin’s  acid  mantle,  helps  restore  normal  pH 


saves  money- 

overmedication 


valve  prevents  waste, 


available  in  variety  of  forms 

— meets  diflering  patient  needs  — Foam,  Aerosol  or  Cream 


DILODERM 

dichlorisone  acetate 

all  forms  also  available  with  neomycin  to  combat  infection 


Now  available,  NEW 
15  Gm.  economy-size 
tube  of  Diloderm  or 
Neo-Diloderm  Cream 


Available  with  or  without  neomycin:  Foam  Aerosol,  10  Gm.  dispenser,  18.75  mg.  dichlorisone  acetate  or  18.75  mg.  dichlori- 
sone acetate  with  37.5  mg.  neomycin  sulfate  (equivalent  to  26.25  mg.  neomycin  base);  Aerosol,  50  Gm.  container,  8.33  mg. 
dichlorisone  acetate  or  8.33  mg.  dichlorisone  acetate  with  16.6  mg.  neomycin  sulfate;  Cream,  5 Gm.  tube,  2.5  mg./Gm. 
dichlorisone  acetate  or  2.5  mg./Gm.  dichlorisone  acetate  with  5 mg./Gm.  neomycin  sulfate  (equivalent  to  3.5  mg./Gm. 
neomycin  base). 

For  complete  details,  consult  latest  Schering  literature  available  from  your  Sobering  Representative  or  Medical  Services 
Department,  Schering  Corporation,  Bloomfield,  N.  J. 
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See  Space  Kitchen 
NEW  YORK  HEALTH  EXPOSITION 
New  York  Coliseum 
August  18-27,  1961 

When  it’s  mealtime  in  outerspace  here’s  where  the  crew  of  an  American  space  vehicle 
could  have  it.  This  mockup  of  the  Space  Kitchen  recently  constructed  by 
Whirlpool  Corporation  for  the  Aeronautical  Systems  Division,  Air  Force  Systems 
Command,  shows  how  all  foods  and  beverages  required  by  a three  man  crew  on  a 
fourteen  day  mission  could  be  stored  and  prepared.  Canned  and  dried  foods  will  be 
stored  in  pulldown  pivoted  bunkers,  one  of  which  is  shown  swung  down  for 
demonstration  purposes.  Bunkers  run  the  entire  length  of  the  kitchen.  Below 
bunkers  at  far  left  with  door  open  is  the  freezer.  Door  of  freezer  contains  racks  of 
bite-size  sandwiches.  Immediately  above  head  of  the  make-believe  spaceman  is  the 
three  cavity  heating  oven.  Canned  foods  are  placed  in  oven,  automatically  heated 
to  170  F in  approximately  30  minutes.  Partially  visible  below  oven  is  rack  of 
feeding  nipples.  Nipples  are  attached  to  canned  foods,  then  cans  are  attached  to 
food  expelling  devices  shown  fastened  in  place  in  feeding  tray  located  in  front  of  the 
man.  Would-be  spaceman  is  reaching  for  polyethylene  tube  containing  coffee.  To 
his  right  is  the  cold  water  nozzle  for  reconstituting  liquids  such  as  milk  or  fruit 
juice.  Next  to  nozzle  is  water  transfer  pump.  Stored  within  the  interior  of  the 
refrigerator  shown  at  far  right  are  tubes  of  reconstituted  liquids  being  chilled,  also  sand- 
wiches and  canned  foods  which  the  astronaut  has  removed  from  freezer,  placed  in 
refrigerator  to  thaw.  Below  refrigerator  is  hot  water  nozzle,  disposal  areas  for  wet 
and  dry  waste.  Although  containing  versions  of  most  appliances  found  in  American 
homes,  the  Whirlpool  Space  Kitchen  weighs  only  800  pounds,  is  7 ‘/a  feet  high,  10  feet  long. 
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Iron  utilization  improves  the  picture 

Since  iron  utilization  is  regulated  principally  by  the  hormone,  erythropoietin,*  many  anemic  patients  fail 
to  respond  adequately  to  iron  alone  because  of  low  erythropoietin  levels.  However,  R0NC0VITE®-mf— 
containing  cobalt,  the  only  therapeutic  agent  that  increases  formation  of  erythropoietin  — has  proved 
singularly  successful  in  iron-deficiency  anemia,  whether  due  to  chronic  blood  loss,  absorption  dysfunc- 
tion, or  increased  iron  demands.^®  Through  cobalt-stimulated  erythropoietin,  RONCOVITE-mf  improves 
iron  utilization  and  produces  more  rapid  increases  in  hemoglobin  and  red  cells. 

Each  tablet  contains:  cobalt  chloride  (cobalt  as  Co.  3.7  mg.),  15  mg.;  - 

ferrous  sulfate,  exsiccated.  100  mg.  References:  (1)  Beutler,  E..  and  / i^T'l  j ^ 

Buttenweiser.  E.:  The  Regulation  of  Iron  Absorption:  I.  A Search  for  I ■ 1^1 1 II  %/  I I M | 

Humoral  Factors.  J.  Lab.  & Clin.  Med.  55:274,  1960.  (2)  Hill,  J.  M.;  |\\  / l^\J\/¥  ■ I 
LaJous,  J..  and  Sebastian,  F.  L.:  Cobalt  Therapy  in  Anemia,  Texas  J.  ^ T a 

Med.  51:686,  1955.  (3)  Ausman,  D.  C.:  Cobalt-Iron  Therapy  for  Com- 
mon Types  of  Anemia,  Journal-Lancet  76  290,  1956.  (4)  (iraig.  P.  £.: 

Treatment  of  Common  Types  of  Anemia,  Clin.  Med.  6:597-601,  1959. 

(5)  Gossetin,  G.,  and  Long,  L.  A.:  Use  of  Cobalt-Iron  Therapy.  Appl. 

Therap.  2:453,  1960.  (6)  Stapp,  C.  C.:  Clinical  Observations  on  Iron  . 

Metabolism  in  Pregnancy,  Southwestern  Med.  41:633,  1960.  LLOYD  OROTHERS,  INO. 

Cincinnati  39.  Oi^iO 
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‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


? 


‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

Zinc  Bacitracin 

Neomycin  Sulfate 

Hydrocortisone 


Supplied: 


Tubes  of  1 oz., 

% oz.  and  % oz. 
(with  ophthalmic  tip) 


Tubes  of  1 oz., 

*/2  oz.  and  Va  oz. 
(with  ophthalmic  tip) 


Tubes  of  Va  oz.  and 
Vs  oz.  (with 
ophthalmic  tip) 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Positive 

Antithrombotic 

Therapy 


HEPARIN 


is  the  only  substance  that  protects  against  the 
organization  and  extension  of  thrombi  by 
acting  on  both  the  clotting  mechanism  and 
on  elevated  lipid  levels. 


There  is  a growing  body  of  evidence 
for  inter-relationships  among 
elevated  serum  lipids,  atherosclerosis, 
hypercoagulability,  and  thrombosis. 


LIPO-HEPIN 

HEPARIN  SODIUM  INJECTION,  AQUEOUS 


RIKER  LABORATORIES,  INC. 

NORTHRIDGE,  CALIFORNIA 
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allergy  Jooms  large  in 


I 

■i 


the  life  of  your  patient . . J 

i' 


BENADRYL  Hydrochloride  (diphenhydramine  hydrochloride,  Parke-Davis)  is  available 
in  a variety  of  forms  including:  Kapseals®  of  50  mg.;  Capsules  of  25  mg.;  Emplets® 
(enteric-coated  tables)  of  50  mg.;  in  aqueous  solutions:  1-cc.  Ampoules,  50  mg.  per 
cc.;  10-  and  30-cdi  Steri-Vials,®  10  mg.  percc.;  Elixir,  10  mg.  per  4 cc.;  2%  Ointment 
(water-miscible. base);  Kapseals  of  50  mg.  BENADRYL  Hydrochloride  with  25  mg. 
•ephedrine  sulfat^.  Precauf/ons.-  Avoid  subcutaneous  or  perivascular  injection.  Single 
parenteral  dosage  "greater  than  100  mg.  should  be  avoided,  particularly  in  hyperten- 
sion and  cardiac  disease.  Products  containing  BENADRYL  should  be  used  cautiously 
with  hypnotics  or  other  sedatives:  if  atropine-like  effects  are  undesirable;  or  if  the 
patient  engages  in  activities  requiring  alertness  or  rapid,  accurate  response. 


relieves  the  symptoms  of  seasonal  allergy 

What  may  be  insignificant  undergrowth  to  some,  can  seem  to  engulf 
others  who  suffer  from  weed-pollen  allergy.  For  such  patients,  benadryl 
provides  a twofold  therapeutic  approach  to  the  itianagement  of  distress- 
ing symptoms. 

antihistflminiC  action  a potent  antihistaminic,  BENADRYL  breaks 
the  cycle  of  allergic  response,  thereby  relieving  nasal  congestion,  sneez- 
ing, lacrimation,  and  pruritus. 

antispasmodic  action  Because  of  its 

erties,  benadryl  affords  concurrent  relief  of 
bronchial  and  gastrointestinal  spasm. 

PARKE.  DAVIS  A COMPANY,  OMrcft  39.  MIchIgtn 


inherent  atropine-like  prop- 

PARKE-DAVIS 


The  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

Announces  for  new  subscribers  (non-members 
of  the  Medical  Society) 

A SPECIAL  INTRODUCTORY  SUBSCRIPTION  RATE 

$5.00  for  the  first  year’s  24  issues 
or 

$18.00  for  the  first  three  years 

Consider  these  advantages  which  the  JOURNAL  makes  available  to  you: 

You  find  important  medical  “firsts”  in  the  JOURNAL.  One  of 
the  most  recent  was  the  first  clinical  report  on  the  new  synthetic 
penicillin  to  counteract  resistant  staphyloccal  infection. 

You  read  leading  medical  authorities  in  the  JOURNAL.  Among 
them;  Paul  A.  Bunn,  Howard  Rusk,  Jere  W.  Lord,  George  T.  Pack, 
Frank  E.  Adair,  Frank  Glenn,  Chauncey  P.  Leake,  John  Lattimer, 
and  Walter  Alvares. 

You  share  the  medical  knowledge  emanating  from  New  York. 
This  state  has  more  medical  schools,  teaching  hospitals,  and 
medical  research  centers  than  any  other  state:  they  report  their 
advances  in  the  JOURNAL. 

ORDER  YOUR  SUBSCRIPTION  AT  THIS  SPECIAL  INTRODUCTORY  RATE  TODAY: 

□ enclosed  is  $5.00  for  the  first  year 

□ enclosed  is  $18.00  for  the  first  three  years 

□ bill  me  later 

Name 

Address 

City 
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introducing. . . nutritional  support 
in  convenient,  tasty,  liquid  form 
to  supplement  inadequate  diets . . . 
to  replace  skipped  meals 


Nutramenf 

• RAND 

nutritionally  complete  food 

a nutritious  meal,  ready  to  drink 


nutritional  support  is  often  needed  for: 
careless  or  irregular  ea<ers— who  skip  breakfast  or 
j lunch  or  do  not  eat  properly  because  of  busy  sched- 
1 ules  or  faulty  eating  habits. 

children— who  need  increased  basic  nutrients  during 
convalescence'  or  during  difficult  feeding  periods, 
such  as  after  tonsillectomies. ^ 

adolescents  — who  require  nutritional  support  be- 
cause of  growth  needs  and  poor  dietary  selection.* 

1 

pregnant  patients— who  often  require  sound,  easily 
tolerated,  and  convenient  nutritional  supplemen- 
tation during  pregnancy  and  lactation.* 


offers  a scientifically  balanced  ratio  of  carbohydrate, 
protein,  and  fat.  Each  I2V2  fl.  oz.  can  of  Nutrament 
liquid  provides  400  calories.  Caloric  di.stribution : 
protein— 20%  (20  Gm.) ; carbohydrate— 50%  (50 Gm.) ; 
fat— 30%  (13.3  Gm.);  plus  the  following  vitamins 
and  minerals : 


Vitamin  A (U.S.P.  Units). . 

% MDR 
1250  30 

Vitomin  E (Int.  Units) 

. 2.5 

Vitomin  0 (U.S.P.  Units).  . 

125 

30 

Pyridoxine,  mg 

. 0.4 

Vitomin  C,  mg 

50 

166 

Vitomin  8i?,  meg 

. 0.5 

Thiomine,  mg 

0.5 

50 

Calcium  pontothenote.  mg.  . 

. 2 

0.6 

50 

. 0.2 

. 0.9 

Calcium,  Gm 

0.5 

67 

Copper,  mg 

. 0.5 

Phosphorus,  Gm 

0.4 

53 

Mongonese,  mg 

. 1 

Iron,  mg 

4 

40 

Fiber,  Gm 

. 0.55 

Iodine,  meg 

60 

60 

I geriatric  patients  and  others  — who  cannot  or  will  not 
I maintain  proper  nutrition  because  of  poor  dentition, 
faulty  eating  habits,  or  lack  of  interest  in  eating.* 

hospital  pah'cwf. 9— Nutrament  liquid  can  serve  as  an 
t excellent  and  convenient  source  of  nourishment. 

and  in  Oral,  Dental  or  Surgical  conditions  — which 
interfere  with  or  prevent  consumption  of  solid  food. 

readily  accepted  by  patients 
Nutrament  liquid  requires  no  special  preparation. 
Smooth  texture  and  appealing  taste  of  Nutrament 
make  it  readily  acceptable.  Equally  delicious  .served 
hot  or  cold.  Nutrament  also  has  a high  satiety  value. 

supplied 

In  12‘/2  t1.  oz.  cans,  chocolate  and  vanilla  flavors. 
Conveniently  available  at  drug  and  food  stores. 


ingredients : Whole  milk,  skim  milk,  suKar,  soy  flour,  Dextri-MaltoscB* 
(maltose  and  dextrins  derived  from  enzymic  action  of  choice  barley  malt 
on  selected  corn  flour),  starch,  chondnis  extract,  sodium  alKinate.  vitamin  A 
palmitate,  calciferol,  sodium  ascorbate,  thiamine  hydrochloride,  niacinamide. 
ferr<ms  sulfate,  sodium  iodide,  <f*alpha-tocopheryl  acetate,  pyridoxine  hydro- 
chloride. cyanocobalamin,  calcium  pantothenate,  salt,  cupric  carbonate, 
manganese  sulfate,  cocoa  and/or  imitation  vanilla  flavor. 

references:  (1)  Nelson,  W.  E.:  Textbook  of  Pediatrics,  ed.  7,  Philadel- 
phia, W.  B.  Saunders  Company,  pp.  231-233,  1959.  (2)  Parrott,  R.  H., 
and  Nelson,  W.  E.:  ibid.,  p.  759.  <3)  Johnston,  J.  A.:  Ann.  New  York 
Acad.  Sc.  ff.9:881-901  (Jan.  10)  1958.  (4)  Burke,  B.  S.,  and  Kirkwood, 
S.  B.,  in  Greenhill,  J.  P. : Obstetrics,  ed.  12,  Philadelphia,  W.  B. 
Saunders  Company,  1960,  pp.  126-131.  (5)  Skillman,  T.  G.;  Hamwi, 
G.  J.,  and  May,  C.:  Geriatrics  /.5:464-472  (June)  1960.  sjosi 
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BEVERAGES 


NO  SUGAR, 

NO  SALT... 

ABSOLUTELY 

NON-FATTENING! 


Flavorful  NO-CAL  Beverages  add  spar- 
kle to  dull  diet  regimens  . . . provide  that 
extra  measure  of  pleasure  for  dieters. 

NO-CAL  is  America’s  first  sugar-free 
soft  drink.  Sweetened  with  calcium  cy- 
clamate  . . . NO-CAL  contains  no  sugar, 
no  salt,  no  fats,  proteins  or  carbohy- 
drates, no  calories  derived  therefrom. 

NO-CAL  is  completely  safe  for  dia- 
betics and  dieters.  It’s  the  carbonated 
beverage  that  you  can  prescribe  with 
complete  confidence. 

9 Delicious  Flavors  including  New  NO-CAL 
Quinine  Water  plus  Salt-free  Club  Soda 


KIRSCH  BEVERAGES,  INC.  Brooklyn  6,  N.  Y. 
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Sherman  Laboratories 2705 

Smith  Kline  & French  Laboratories 2674 

E.  R.  Squibb  & Sons,  Div.  Mathieson  Chemical  Co...  2709 

Standard  Pharmaceutical  Company,  Inc 2841 

Stiefel  Laboratories 2696 


Twin  Elms 2841 


Upjohn  Company 2673 


2677, 2711 
. . 2841 

. . 2679 


Wallace  Laboratories. . 

West  Hill 

Winthrop  Laboratories 


vertigo  is  reversible 


AntN&t  stops  vertigo 


moderate  to  complete 
relief  of  symptoms 
in  9 out  of  10  patients' 

Prescribe  one  ANTIVERT  tablet  (or  1-2  teaspoonfuls  ANTIVERT  syrup)  3 times  daily,  before 
each  meal,  for  prompt  relief  of  vertigo,  Meniere’s  syndrome  and  allied  disorders.  Side  effects 
are  short-lived,  usually  only  harmless  flushing  and  tingling  associated  with  vasodilation.  As 
with  all  vasodilators,  ANTIVERT  is  contraindicated  in  severe  hypotension  and  hemorrhage. 

Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and  nicotinic  acid 
50  mg.)  in  bottles  of  100.  Syrup  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25  mg.  and 
nicotinic  acid  25  mg.)  in  pint  bottles.  Prescription  only.  Bibliography  available  on  request. 

Reference:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 

And  for  your  aging  patients— 

NEOBON®  Capsules 
five-factor  geriatric  supplement 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Fine  Medium  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  the  more  acute  cases. 


'abrasion  therapy  for  acne 


Btfidvol  has  a gentle,  gimded  abndvc 
action  that  attacks  the  acne  leaon 
simply  and  directly.  Helps  open 
>lugged  pores,  rednce  pnatules  and 
blaxdEheads,  control  oiliness. 
Outstanding  success  on  thousands 
of  acne  cases.  BrBavol  (pat. 
pend.)  contains:  mild  abrasive 
(AliMi  hexachlorophene 
1%,  drying  soap-and- 
detogent  base. 

Write  for  samples  and  literature. 


Logical  Dermatologicals — since  1847 

Stiefel  Laboratories^  Inc.  Oak  Hill,  N .Y. 

Canada:  Winlajr-Morria  Co.,  Ltd.,  Montreal  2f 


( STIEFEL) 


in  certain  countries  Brasivol  available  as  DENCO-BRAS™ 


LITTMANN 
COMBINATION 
STETHOSCOPE 

A WHOLLY  NEW  IN- 
STRUMENT with  no  ex- 
posed springs  and  a 
sleek,  functional  ap- 
pearance. The  open- 
and-diaphragm  chest- 
piece  is  precisely  posi- 
tioned to  either  side  by 
a positive  click  stop. 

SUPERIOR  ACOUSTIC  PROPERTIES.  It  is  unsur- 
passed for  the  perception  of  cardiac  murmurs 
and  other  faint  auditory  phenomena. 

COMPACTNESS.  It  is  the  lightest  (S'/r  oz.)  and 
most  compact  combination  stethoscope  avail- 
able. Fits  snugly  into  most  pockets. 

CONSTRUCTION.  Precisely  and  enduringly  fab- 
ricated of  stainless  steel,  high  impact  Delrin 
and  Tygon. 

ATTRACTIVE.  STREAMLINED,  MODERN. 

To  CARDIOSONICS,  P.O.  Box  122,  Belmont  78,  Massachusetts 
Send  one  stethoscope  for  a 10  day  free  examination  to : 

NAME  

ADDRESS 

CITY ZONE  . . STATE 

□ Enclosed  $24.00  for  one  □ Send  Bill 

Stethoscope  postpaid  $24.00  plus  postage 


INDEX  TO  ADVERTISED  PRODUCTS 


Antivert  (J.  B.  Roerig  Company) 209") 

Benadryl  (Parke  Davis  & Company) 2090-2091 

Brasivol  (Stiefel  Laboratories) 2090 

Bronkotabs  (Breon  Laboratories,  Inc.) 208.3  j 

Clinitest  (Ames  Company.  Inc.) 3rd  cover  I 

Cortisporin(Burroughs  Wellcome  Company  Inc.)  ....  2088 

Delalutin  (E.  R.  Squibb  & Sons.  Div.  Mathieson 

Chemical  Co.) 2709 

Desitin  Ointment  (Desitin  Chemical  Company) 2097 

Diloderm  (Schering  Corporation) 2085 

I 

Dorbane  (Riker  Laboratories) 2703  ^ 

Dorbantyl  (Riker  Laboratories) 2703 

Dorbantyl  Forte  (Riker  Laboratories) 2703 

Elixophyllin  (Sherman  Laboratories) 2705 

Eucarbon  (Standard  Pharmaceutical  Co..  Inc.) 2841  j 

Furacin  (Eaton  Laboratories) 2701 

Ger*0-Foam  (Geriatric  Pharmaceutical  Cor)).) 2704 

HYVA  (Holland-Rantos,  Inc.) 2700 

Lanesta  Gel  (Breon  Laboratories.  Inc.) 2712 

Librium  (Roche  Laboratories,  Div.  Hoffmann-La 

Roche  Inc.) 2702  | 

Lipo-Hepin  (Riker  Laboratories) 2(>89  I 

Mercuhydrin/Metahydrin  (Lakeside  Laboratories)...  2720 

Metamucil  (G.  D.  Searle  & Company) 2719 

Milpath  (Wallace  Laboratories) 2077 

Neosporin  (Burroughs  Wellcome  Co.  Inc.) 2088 

Nutrament  (Edward  Dalton  Comj)uny,  Div.  Mead 

Johnson  & Co.) 2(»9.3 

Orinase  (Upjohn  Company) 2073 

Pabalate  (A.  H.  Robins  Company.  Inc.) 2707 

Polysporin  (Burroughs  Wellcome  Co.  Inc.) 2088 

Presto-Boro  (Standard  Pharmaceutical  Co.,  Inc.).  . . . 2841 

Quadrinal  (Knoll  Pharmaceutical  Co.) 2713 

Roncovite  (Lloyd  Brothers,  Inc.) 2087 

Soma  (Wallace  Laboratories) 2711 

Titralac  (Riker  Laboratories) 2081 

Trancopal  (Winthrop  Laboratories) 2(>79 

Trinsicon  (Eli  Lilly  Company) 2714 

L'rised  (Chicago  Pharmacal  Co.) 2nd  cover 

ValerianeLs  Dispert  (Standard  Pharmaceutical  Co., 

Inc.) 2841 

VariditHc  (Lederle  Laboratorhvs,  Div.  .\iiier.  (’yaiiamid 

Co.) 2075 

Vi-Sol  (Meafl  JoliUNoii  A (.'Ompjiny) 4th  cov4*r 

Dietary  Foods 

No-Cal  (Kirsch  Beverage  Company) 2094 
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“almost  universally  rapidly  curative”^  in 

infantile  eczema 


Biopsy  section  from  skin  stained  Biopsy  section  from  skin  stained  with  osmic 

with  osmic  acid  after  treatment  acid  after  treatment  with  Desitin  Ointment 

for  one  week  with  placebo  base  for  one  week  shows  much  unsaturated  oil 

shows  little  unsaturated  oil  (black  (black  stain)  on  the  surface  and  also  within 

stain)  on  the  surface  and  practi-  the  epidermis.  Unsaturated  oils  are  impor- 

cally  none  within  the  epidermis.  tant  constituents  of  natural  emollients. 


restores  unsaturates  via  fatty  acids  of  external  cod  liver  oil 


Spoor  finds!  that  Desitin  Ointment  topically 
replenishes  unsaturated  fatty  acids  dermally 
deficient!"*  in  many  babies  with  infantile 
eczemas.  Desitin  Ointment  was  selected  be- 
cause its  rich  cod  liver  oil  unsaturates 
resemble  those  naturally  found  in  the  skin. 

1.  Spoor,  H.  J.:  New  York  St.  J.  M,  60;2863,  1960. 

2.  Wiese,  H.  F.,  et  at.:  J.  Nutrition  66:345,  1958. 

3.  Smith,  L.  W.,  et  al.:  Amer.  J.  Med.  Sc.  237:600,  1959. 

4.  Nutrition  Reviews  17:136,  1959. 


Desitin  plus  antiallergenic  therapy 
proved  . . . 

“almost  universally  rapidly  curative”, 
with  great  improvement  or  clearing  of 
the  condition  in  all  babies  in  from  one 
to  five  weeksd 

for  samples  of  soothing,  protective,  healing 
Desitin  Ointment  and  reprint,  please  write... 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R,  I. 


NEW  YORK  HEALTH  EXPOSITION  1961 
COLISEUM  N.Y.C.  AUG.  18-27 


A health  education  project  of  the  New  York  City  Department 
of  Health  in  co-operation  with  the  Medical  Society  of  the  State 
of  New  York. 

It  has  been  said  that  “The  Health  Fair  is  a reception,  a hos- 
pitality center,  a home  even,  where  the  lay  public  can  visit  you 
in  person,  talk  to  you  man  to  man,  touch  you  with  a handshake 
and  come  away  with  a friendlier,  much  clearer  conception  of 
what  you  are  doing  on  their  behalf.” 

Today  medicine  needs  to  rub  elbows  with  the  public.  “The 
public  wants  to  know”  has  never  been  more  truly  spoken  than 
today. 

The  New  York  Health  Exposition  1961  at  the  Coliseum  is 
yours  for  reaching  the  public,  your  patients,  and  potential  pa- 
tients. New  Yorkers  of  every  race,  creed,  skill  and  trade  will 
come  to  see  what  “The  Health  Team”  is  doing.  Medicine  is  the 
key  member  of  this  team  and  here  may  put  the  best  of  its  many 
good  feet  forward  to  show  the  people  of  New  York  where  it 
stands  in  the  vanguard  of  scientific  progress. 


YOUR  MEDICAL  SOCIETY’S 
OWN  CONTRIBUTION 
TO  THE 

NEW  YORK  HEALTH  EXPOSITION  1961 
Medicine  in  Space  and  Moon  Journey 

Medicine’s  indispensable  role  in  putting  man  into  outer  space 
will  be  depicted  with  high  drama  in  one  of  the  Exposition’s 
major  exhibits.  Covering  a large  area  of  the  New  York  Coli- 
seum’s first  floor  the  exciting  display  has  been  developed  from 
plans  of  a score  of  mihtary  and  civilian  space  agencies  which  will 
contribute  authentic  equipment  and  details.  The  exhibit  will 
be  housed  in  three  air  supported  plastic  bubbles  surrounded  by  a 
display  of  projectiles  and  sateUites  designed  for  actual  space 
travel.  In  the  first  of  the  air  shelters  will  be  presentations  relat- 
ing to  man’s  adaptability  to  space  flight,  and  the  hazards  of  radia- 
tion acceleration,  environment  control  and  weightlessness.  In 
the  second  area  the  visitor  himself  will  have  the  experience  of 
hurtling  through  space.  In  the  third  plastic  bubble  he  will  visit 
a moonfield. 

All  this  will  be  on  display  from  Aug.  18-27. 
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Antibiotic  Moniliasis 
Pregnancy  Moniliasis 
Diabetic  Vulvitis 
Persistent  Mixed  Infections 


HYVA 

GENTIAN  VIOLET 
VAGINAL  TABLETS 


The  only  specific  antimycotic  vaginal 
tablet  with  a “gel”  forming  base. 
May  be  handled  without  staining. 


!2 

A6A6 


• Simple  to  use  • No  messiness 

■ Shorter  treatment  time 

■ Aesthetically  acceptable 

■ Potent  fungicide  and  bactericide 

Literature  and  sample  available. 

Supplied  in  boxes  of  12  tablets, 
each  hermetically  sealed;  conveni- 
ent applicator. 

INOIVtDUAllf  Mt«M(TiCALlY  StAlEO  IN  YOll  ^ ^ 

ACTIVK  INGREDIENTS:  Alkvldimcthylhi-n. 

/ylammoniiim  chloride. 05  mgm.,  Pol.vux.vcfh.v> 
lencnonylphenol  10.0  mgm..  Fol.vethlene  Glycol 
Tcrt-l)odecyllhioe(hcr  5.0  mgm. 

HOLLAND-RANTOS  CO.,  INC.  • 145  Hudson  street  . New  York  13.  N.  Y. 


in  Ob-Gyn  practice:  prevent  bacterial  insult 
to  traumatized  cervicovaginal  tissue 


brand  of  nitrofurazone 


a safe,  single  agent  with  singular  benefits 

From  a recent  study  reporting  the  lowered  inci- 
dence of  postoperative  morbidity  following  the  use 
of  Furacin  Vaginal  Suppositories  in  operative 
gynecology— “Certainly  a single  agent  is  to  be  pre- 
ferred to  a combination  of  agents,  providing  com- 
parable results  are  obtained.”* 


Used  before  and  after  cervicovaginal  surgery,  de- 
livery, radiation  therapy  and  certain  office  proce- 
dures, Furacin  controls  infection,  hastens  healing, 
reduces  discharge,  malodor  and  discomfort. 
Furacin  vaginal  suppositories:  Furacin  0.3% 
in  a water-miscible  base.  Box  of  12,  each  2 Gm. 
suppository  hermetically  sealed  in  yellow  foil. 
Furacin  cream:  Furacin  0.2%  in  a water-miscible 
cream  base.  Tube  of  3 oz.  with  plastic  plunger-type 
applicator. 

^Grimes,  H.  G..  And  Geiger.  C.j.:  Am.i.Obsl.&  Gynec.  79:441.1960. 


EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacal  Company 

NORWICH,  NEW  YORK 
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THESE  673,000 
PEOPLE  IN 
NEW  YORK  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness— everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
New  York  there  are  at  least  673,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient's  family. 


ONE  FOR  THE  ROAD  RACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 

LIBRIUM®  Hydrochloride  — 7-ch loro- 2 -methyl ami no- 
nnfiiir*  5«phenyl-3H-l,4-benzodiazepine  4-oxide  hydrochloride 

nUbnc 

rAJil^l  laboratories  Division  of  HoHmann-La  Roche  Inc. 
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to 

correct 

constipSition  without 

whipping 
, the  bowel 


DORBANE* 

Tablets 

For  recurrent  or  chronic  constipation  in  patients  of  all  ages. 
A peristaltic  stimulant  acting  through  the  blood  stream  spe- 
cifically upon  the  intramural  myenteric  plexus  of  the  colon. 
Motility  of  the  small  bowel  not  affected.  Evacuation  within 
6 to  12  hours  without  cramping  or  griping.  Each  scored  tablet 
contains  75  mg.  of  1,8  dihydroxyanthraquinone. 


r 
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i 
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with 
added 
stool - 
softening 
effect 


DORBANTYL® 

Orange  and  Black  Capsules 

A dual-purpose  bowel  evacuant,  combining 
the  stool-softening  effect  of  dioctyl  sodium 
sulfosuccinate  (50  mg.)  with  the  non-griping 
peristaltic  stimulation  of  Dorbane  (25  mg.)  in 
each  capsule.  This  combination  brings  relief 
in"hardstools”constipationor  fecal  impaction. 


for 

extra 

potency 


DORBANTYL®  FORTE 

Orange  and  Gray  Capsules 

The  advantages  of  Dorbantyl  in  double- 
strength potency  for  convenience  and  econ- 
omy. Especially  useful  in  geriatric  practice  and 
in  patients  recalcitrant  to  ordinary  laxatives 
through  prolonged  use  or  habituation. 


Norfhridge^  California 
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massages 
pain  away 

in  musculoskeletal 
involvements' 

GER-O-FOAM 

(aerosol  foam) 

relieves  pain,  spasm; 
improves  function 
increases  tolerance 
to  exercise 


GER-O-FOAM's  exclu- 
sive formula  provides 
for  the  first  time  deeply 
absorbed  analgesic- 
anesthetic  agents  in 
aerosol  form— to  per- 
meate and  anesthetize 
sensory  nerve  endings. 

Relief  in  minutes,  lasting 
for  hours  in  . . . rheuma- 
toid arthritis,  osteoar- 
thritis, muscie  sprain, 
fibromyositis,  low  back 
pain  . . . even  in  chronic 
intractable  cases. 

GER-O-FOAM  combines: 
Methyl  salicylate  30%,  ben- 
zocaine  3%,  in  a neutralized 
emulsion  base,  permitting 
fast  penetration  through  the 
stratum  corneum. 


Scumphi 


and  reprint  from 

GERIATRIC  PHARMACEUTICAL CORP. 

Bellerose,  New  York 

Pioneers  In  Geriatric  Research 


1.  Gordon,  E.  E.  and  Haas,  A.t 
Industrial  Medicine  & Surgery  USfTSd 
28:217,  1959. 


“It’s  a get  well  card  from  the  hospital — they  need  your  bed!” 
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STOPS  THE  ASTHMA  ATTACK 
IN  MINUTES. ..FOR  HOURS... 
ORALLY 


ELIXOPHYLLIN* 


RAPID  RELIEF  IN  M I NUTES  — in  15  min- 
mean  theophylline  blood  levels  are  comparable  to  1.  V. 
aminophylline — so  that  severe  attacks  have  been  terminated 
in  10  to  30  minutes. Note:  With  Elixophyllin  the  patient 
can  learn  to  abort  an  attack  in  its  incipient  stage. 

INHERENT  SUSTAINED  ACTIDN— After 
absorption  theophylline  is  slowly  eliminated  during  a 9-hour 
period.'' Clinically /jrovei/  relief  and  protection  day  and  night 
with  t.i.d.  dosage. 


ND  UNNEEDED  SIDE  E F F E CTS  — Since 
Elixophyllin  does  not  need  “auxiliaries,”  it  contains  no  ephed- 


rine  — no  barbiturate  — no  iodide  — no  steroid.  Gastric  distress 


is  rarely  encountered.^'^ 


Each  tablespoonful  (15  cc.)  contains 
theophylline  80  mg.  (equivalent  to 
100  mg.  aminophylline)  in  a hydro- 
alcoholic  vehicle  (alcohol  20%). 


ACUTE  ATTACKS 


single  dose  of  75  cc.  for  adults;  0.5 
cc.  per  lb.  of  body  weight  for  children. 


24  HOUR  CONTROL 


for  adults  45  cc.  doses  before  break- 
fast, at  3 P.M.,  and  before  retiring; 
after  two  days,  30  cc.  doses.  Children, 
first  6 doses  0.3  cc.— then  0.2  cc. 
per  lb.  of  body  weight  as  above. 


l 

Average  increase  in  vital  capacity 
produced  by  Elixophyllin,  75  cc., 
in  acute  asthmatic  attacks.’ 


5 15  30 


REFERENCES:  I.  Kessler,  F.:  Connecticut  M.J.  11-.20S  (March)  1957.  2.  Schluger,  J.; 
McGinn  J.T.,  and  Hennessy,  D.J.:  Am.  J.  Med.  Sci.  237:296  (March)  (957.  3.  Kessler,  F.: 
Med.  Ttmes  (Oct.)  1959.  4.  Burbank,  B.:  Schluger,  J.,  and  McGinn,  J.:  Am.  J.  Med.  Sci. 
234:28  (July)  1957.  5.  Spielman.  A.D.:  Ann.  Allergy  75:270  (June)  1957.  6.  Greenbaum, 
J.:  Ann.  Allergy  (May-June)  1958.  7.  Waxier,  S.H.,  and  Shack,  J.A.:  J.A.M.A.  743:736 
(1950).  8.  Bickerman,  H.A.,  and  Barach,  A.L.,  in  Modell,  W.:  Drugs  of  Choice  1960- 
1961,  St.  Louis,  The  C.V.  Mosby  Company,  1960,  p.  516. 9.  Wilhelm,  R.E.,  Conn,  H.F.:  in 
Current  Therapy— 1961,  Philadelphia,  W.B.  Saunders  Company,  p.  417. 

Patent  Pending  Reprints  on  request 
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REACH  FOR  YOUR  COPY  OF  "THE  BLUE  BOOK” 

Your  guide  to  the  medical  profession  of  New  York  State 


The  1961  edition  of  the  MEDICAL  DIRECTORY  has  just 
been  published . . . 

at  your  fingertips  accurate,  detailed  information — address, 
telephone  numbers,  office  hours,  and  biographical  briefs, 
on  the  more  than  31,900  New  York  State  physicians- 
conveniently  arranged  by  alphabetical  listing  and  by  loca- 
tion. 

And  there  are  many  other  important  features  in  the 
DIRECTORY— 

among  them  listings  of  hospitals  complete  with  personnel, 
medical  schools,  medical  societies  (local  and  national),  and 
the  bylaws,  constitution,  and  various  bin-eaus  and  depart- 
ments of  the  Medical  Society  of  the  State  of  New  York. 

For  your  every  medical  need  consult  the  Directory  Refer- 
ence and  Purchasing  Guide. . . 

nm*sing  homes  and  sanitariums,  schools,  orthopedic  and 
pharmaceutical  suppliers,  employment  and  collection  agen- 
cies, and  many  other  services  are  included. 

There  is  no  other  volume  providing  such  a wealth  of  valu- 
able medical  information  for  and  about  New  York  State 
physicians. . . 

use  your  DIRECTORY  often. 


Orders  for  the  1961  edition  are  now  being  taken  from: 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 

750  Third  Avenue,  New  York,  New  York 


LATE 


PAR 


mutually  potentiating  nonsteroid  antirheumaiics 


J "superior  to  aspirin”^  and  with  a "higher  'therapeutic  index’”* 


In  each  yellow  enteric-coated 
PaBALATE  tablet: 

Sodium  salicylate  (5  gr.) 

0.3  Gm. 

Sodium  para-aminobenzoate 
(5  gr.)  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


When  sodium  should  be  avoided — 

PABALATE- SODIUM  FREE 

When  conservative  steroid  therapy  is  indicated— 


In  each  pink  enteric-coated 

PABALATE. Sodium  Free 

tablet: 

Same  formula  as  PABALATE, 
with  sodium  salts  replaced  by 
potassium  salts. 


PABALATE-HC  PaBALaA-HC  tablet: 


Pabal.te  with  Hydrocortisone  game  formula  as  PABALATE- 

Sodium  Free,  plus  hydrocor- 

I.  Barden,  F.W.,  et  al.:  J.  Maine  M.  A.  46:d9.  1955.  tisone  (alcohol)  • • . 2.3  mg. 
2.  Ford,  R.A.,  and  Blanchard,  K.:  Journal-Lancet  78:185,  1958. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 


Making  today*s  medicines  with 
integrity.  ..seeking  tomcrroui*s 
with  PfrsisUnce.  \ 
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NEW  YORK  HEALTH  EXPOSITION 

NEW  YORK  COLISEUM 

Air-Conditioned 

August  18-27 

Medical  Specialties 
Space  Medicine 
Medical  Electronics 
Air  and  Water  Pollution 


Screening 

Diabetes 

Glaucoma 

TB  and  Other  Chest  Diseases 
Hearing  Tests 
Cureton  Test 


Latest  Selected  Health  Motion  Pictures 


People  Like  Maria 
Waters  of  Affliction 
View  from  the  Mountain 
Conquest  of  Darkness 


A Matter  of  Living 
Dr.  Carter  Takes  a Drive 
Tower  of  Hope 
Crossroads  at  4 


Demonstrations 


Other  exciting  exhibits  and  events 


OPEN  TO  THE  PUBLIC 

Co-sponsored  by  the  Medical  Society  of  the  State  of  New  York 

Open — Saturdays — 11:00  AM-9:30  PM 
Sundays—  1:00  PM-8:00  PM 
Weekdays— 12:00  Noon-9:30  PM 


Tickets  Available' 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Avenue,  New  York  17,  N.  Y. 
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longer-acting,  fewer  injections  Delalutin  offers  these  advantages  over  other 

progestational  agents:  Significantly 

fOrfBtsI  S3lV3£6  with  no  3ndr0g6nic  offoct  improved  rate  of  fetal  salvage'"^  ■ No  viril- 

® izing  effect  on  female  fetus  or  mother 

■ High,  sustained  hormonal  level  in  the 
uterine  muscle  and  mucosa“—  high  enough 
even  to  replace  an  excised  corpus  luteum^ 

■ Absence  of  local  tissue  reactions\ 

Squibb  Hydfoxyprogeslefone  Caproate  Long-acting  Pfog-s'^talional  llicrapy 


Days  following  injection 


DAVID  B.  ALLMAN,  M.D.  * EUGENE  M.  BRICKER,  M.D.  • THOMAS 
CARLILE,  M.D.  • JOHN  W.  CLINE,  M.D.  • WARREN  H.  COLE,  M.D. 

• MURRAY  M.  COPELAND,  M.D.  • LLOYD  F.  GRAVER,  M.D.  • 
ANTHONY  R.  CURRERI,  M.D.  • J.  ENGLEBERT  DUNPHY,  M.D.  • 
MR.  RICHARD  L.  EVANS  • EDGAR  L.  FRAZELL,  M.D.  • WILLIAM 
GREENE,  M.D.  . JOHN  S.  HIRSCHBOECK,  M.D.  . JAY  I-  mm, 
M.D.  ® DAVID  A.  K8RN0FSKV,  M.D,  . JOH"  ^ v/.  KifJG,  M.O  ^ 

THE  PHYSICIAN  AND  THE  CANCER  PATIENT 

The  American  Cancer  Society  is  concerned  with  the  total  can- 
cer problem.  A crucial  part  of  this  problem  relates  to  the  cancer 
patient  and  his  family.  To  help  the  medical  profession  explore 
ways  and  means  of  meeting  the  patient’s  special  needs,  the  scien- 
tific session  of  the  Society’s  next  Annual  Meeting  at  the  Hotel 
Biltmore  in  New  York  City,  October  23-24,  1961,  will  be  devoted 
to  “The  Physician  and  the  Total  Care  of  the  Cancer  Patient.” 
Various  specialists  will  examine  the  psychological  and  physical 
problems  facing  the  cancer  patient  and  his  family.  Consideration 
will  be  given  to  such  topics  as  decisions  in  the  early  care  of  the 
cancer  patient,  counselling  the  cancer  patient,  what  the  patient 

i 

should  be  told,  care  of  the  advanced  cancer  patient,  society’s 
role  in  service  to  the  cancer  patient. 

Through  such  meetings,  the  American  Cancer  Society 
serves  the  medical  profession  by  providing  a forum  for 
an  exchange  of  information  and  experience  concerning  the 
cancer  patient. 

AMERICAN  CANCER  SOCIETY 

JOHN  L.  McKELVEY,  M.D.  . MISS  EDNA  NICHOLSON  . JAMES  J. 
NICKSON,  M.D.  • ALTON  OCHSNER,  M.D.  • DONALD  OKEN,  M.D. 

• GEORGE  T.  PACK,  M.D.  • EUGENE  P.  PENDERGRASS,  M.  D.  • 
I.  S.  RAVDIN,  M.D.  • GEORGE  G.  READER,  M.D.  • I.  ROSSMAN, 
M.D.  . JOHN  S.  STEHLIN,  JR.,  M.D.  . SAMUEL  G.  TAYLOR,  III, 
M.D.  . JOHN  G.  WALSH,  M.D.  • OWEN  H.  WANGENSTEEN,  M.D. 

• DONALD  M.  WATKIN,  M.D.  • GRANGER  E.  WESTBERG,  M.D. 
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YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


Soma  relieves  stiffness 
—stops  pain,  too 


Put  your 
low-back  patient 
back  on  the  payroll 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  (J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness mav  occur,  but  usuaUv  onlv  in  hieher  dosaees. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


(parisoprodol,  Wallace] 


SUCCESSFUL  FAMILY 
PLANNING... BASED  ON 
YOUR  COUNSEL  AND 

LANESTA  GEL 

As  a physician,  you  play  an  essential  role  in  the  ha])piness  and  well-being  of  the  family.  At  all  times— 
when  the  young  couple  is  first  married,  as  the  children  arrive,  and  even  after  the  family  is  complete  — 
your  counsel,  including  your  recommendations  for  the  use  of  Lanesta  Gel,  is  of  major  importance. 

Lanesta  Gel,  with  or  without  a diaphragm,  is  a most  effective  means  of  conception  control.  Lanesta  Gel 
effects  speedier  spermicidal  action  because  it  diffuses  rapidly  into  the  seminal  clot.  In  fact,  the  mean 
diffusion  spermicidal  time  of  Lanesta  Gel  is  three  to  seven  times  faster  than  the  mean  diffusion  times 
of  ten  leading,  commercially  available  contraceptive  creams,  gels,  or  jellies,  according  to  Gamble  ( “Sperm- 
icidal Times  of  Gommercial  Contraceptive  Materials  — 1959”).* 

Lanesta  Gel  bas  complete  esthetic  acceptance  and  is  well  tolerated. 

‘Gamble,  C.  J.:  Am.  Piact.  & Digest  Treat.  It  :8!>2  (Oet.)  I960.  See  also  I?orberian,  D.  A.,  and  Slighter,  R.  G.:  J.A.M.A. 
168-.22S1  (Dec.  27)  19.58;  Olson.  II.  J.;  Wolf,  L,;  Relme,  D.;  Ungcrleider,  J.,  and  Tyler,  E.  T.:  California  Med.  94:292 
(May)  1961;  Kaufman,  S.A.;  Obst.  & Gynec.  ;5:401(Mar.)  1960;  Warner,  M.l>.:J.Am.  M.  Women’s  A,  14:412  (.May)  1959. 

A PRODUCT  OF  LANTEEN®  RESEARCH Distributed  by 

Supplied  by  Esta  Medical  Laboratories,  Inc.,  Alliance,  Ohio  BREON  LABORATORIES  INC.,  New  York  18,  N.  Y. 
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Ibreathing  spell  from  asthma 


a rapid  way  to  clear  the  airway 


» stops  wheezing 
* increases  cough  effectiveness 


* relieves  spasm 


In  chronic  disorders  associated  with  obstructed  respiration,  the  dependable  antispasmodic  and  expectorant 
action  of  Quadrinal  rapidly  clears  the  bronchial  tree.  Patients  breathe  more  easily  and  acute  episodes  of 
bronchospasm  are  often  eliminated.  Quadrinal  is  well  tolerated,  even  on  prolonged  administration.  The 
porassiucn  iodide  in  Quadrinal  provides  an  expectorant  of  time-tested  effectiveness  and  safety. 


i * ■, 


w 
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indications ; Bronchial  asthma,  chronic  bronchitis, 
pulmonary  fibrosis,  pulmonary  emphysema. 

Quadrinal  Tablets,  containing  ephedrine  HCI  (24  mg.), 
phenobarbital  C24  mg.),  ‘Phyllicin’*  (theophylline-calcium 
salicylate)  (130  mg.),  and  potassium  iodide  (0.3  Gm.). 

Also  available— 

a new  Quadrinal  dosage  form  with  taste-appeal  for  all  age  groups : 
fruit-flavored  QUADRINAL  SUSPENSION  (1  teaspoonful  = 1 /2  Quadrinal  Tablet) 

KNOLL  PHARMACEUTICAL  COMPANY,  orange,  new  jersey 

‘Quadrinal,  PhylHcIn*  • 
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■ See 

both  blood  picture 
and  patient  respond  to 


TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable 
of  producing  in  ten  days  an  Hb  and  RBC 
response  comparable  to  that  obtained  after 
a transfusion  of  one  pint  of  whole  blood. 
For  potent,  complete  anemia  therapy, 
prescribe  Trinsicon  . . . just  2 a day  for  all 
treatable  anemias. 

Two  Pulvules  Trinsicon  (daily  dose) 
provide : 

Special  Liver-Stomach  Concentrate, 

Lilly  (containing  Intrinsic  Factor)  . . 300  mg. 
Vitamin  B12  with  Intrinsic  Factor 

Concentrate,  N.F 1 N.F.  unit  (oral) 

Cobalamin  Concentrate,  N.F., 

equivalent  to  Cobalamin 15  meg. 

(The  above  three  ingredients  are  clinically 
equivalent  to  N.F.  units  of  APA  potency.) 

Ferrous  Sulfate,  Anhydrous 600  mg. 

(Equal  to  over  1 Gm.  Ferrous  Sulfate,  U.S.P.) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 
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INFORMATION  FOR  AUTHORS 

Original  papers  will  be  considered  for  publication 
with  the  understanding  that  they  are  contributed 
solely  to  the  New  York  State  Journal  of  Medi- 
cine. Address  manuscripts  to  Editor,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue,  New 
York  17,  New  York. 

Preparation  of  Manuscript:  Manuscripts  should 

be  face  copy  typed  double-spaced  with  adequate 
margins  on  firm  paper.  Carbon  copy  fiimsy  can  not 
be  used.  The  first  page  should  list  the  title,  the 
name  of  the  author  (or  authors),  degrees,  and  any 
institutional  or  other  credits.  Pages  should  be 
numbered  consecutively.  Tables  should  be  typed 
and  numbered  and  should  have  a brief  descriptive 
title.  Quotations  must  include  full  credit  to  both 
author  and  source.  Periodical  references  should 
include  in  order:  author’s  name  with  initials, 
title,  periodical  abbreviation,  volume,  pages,  and 
year.  References  should  be  numbered  consecu- 
tively in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs  should  be 
submitted.  Illustrations  should  be  numbered  con- 
secutively and  Indicated  in  the  text.  The  number. 


indication  of  the  top,  and  the  author’s  name  should 
be  attached  to  the  back  of  each  illustration.  Legend 
should  be  typed,  numbered,  and  attached  to  each 
illustration. 
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Published  twice  a month  by  the  Medical  Society 
of  the  State  of  New  York.  Editorial  and  circula- 
tion office:  750  Third  Avenue,  New  York  17,  New 
York.  Publisher’s  office:  20th  and  Northampton 
Streets,  Easton,  Pennsylvania.  Copyright  1961  by 
the  Medical  Society  of  the  State  of  New  York.  The 
Editors  of  the  Journal  assume  no  responsibility  for 
the  opinions  and  claims  expressed  in  the  articles 
contributed  by  individual  authors. 

Rates:  The  subscription  rate  is  $7.50  per  year 
payable  in  advance.  Single  copies  $0.50.  Back 
issues  will  be  supplied  at  the  single  copy  rate  when 
available. 

Change  of  address:  Notice  should  be  sent  to  the 
circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  In- 
cluded as  well  as  a statement  whether  or  not  change 
Is  permatient.  Six  weeks  is  required  to  effect  a 
change  of  address. 
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EDITORIALS 


The  Poliomyelitis  Situation 


Hc'gurdlcss  of  Mu!  proposed  long-ntiigc*  .•id- 
vantages  of  oral  live  virus  vaccine  o\er 
parenteral  killed  virus  vaccine  we  have  a con- 
tinuing emergent  situation  to  deal  with  in 
this  State. 

The  results  with  the  Salk  vaccine  have 
been  good,  and  it  is  available  for  use.  The 
Sabin  vaccine  tests  well,  but  it  is  not  pres- 
ently available  in  quantity. 

Pre-Salk  there  were  864  cases  of  paralytic 
poliomyelitis  in  upstate  New  York  in  one 
3^ear  (1954).  In  1960  there  were  135  cases, 
almost  50  per  cent  of  these  in  children  under 
nine  years  of  age.  Sixty-one  of  last  year’s 
cases  did  not  have  even  one  injection  of  vac- 
cine, and  only  40  had  three  or  more  doses. 

Poliomyelitis  is  now  a disease  primarily  of 


uiivaccinalcd  b:ibics,  unvaccinated  preschool 
children,  and  unvaccinated  male  adults. 
We  need  to  concentrate  on  these  groups, 
using  all  the  lay  influence  we  can  get  from 
voluntary  agencies,  the  press,  and  other 
means  of  communication. 

The  hard  core  of  the  intransigent  can  never 
be  reached,  but  the  ignorant,  the  carele.ss, 
and  the  indifferent  can. 

It  is  the  physician’s  duty  as  guardian  of 
the  public  health  to  do  all  in  his  power  to 
broaden  the  base  of  poliomyelitis  vaccina- 
tion. 

The  accepted  schedule  for  the  Salk  vaccine 
remains  unchanged — two  injections  within  a 
month,  a third  seven  months  later,  and  a 
fourth  one  year  after  the  third. 


.Transfusion  Monitoring 


The  Joint  Commission  on  Accreditation  of 
Hospitals  notes  that  there  is  a need  on  the 
local  hospital  level  for  an  educational  pro- 
gram to  review  blood  transfusion  practices. 
This  should  concern  not  only  those  interested 
in  blood  banking  but  also  all  who  prescribe 
the  use  of  blood  and  blood  products  in  trans- 
fusion therapy. 

The  two  organizations  which  inspect,  ac- 
credit, and  license  blood  banks,  the  American 
As.sociation  of  Blood  Banks  and  the  National 
Institutes  of  Health,  are  concerned  primarily 
with  the  safety  of  procurement  and  process- 
ing of  blood.  These  programs  are  vital  and 
should  be  supported,  but  strict  attention  should 
be  given  also  to  the  proper  handling  and  use  of 
blood  in  patient  care.  The  Joint  Commis- 
sion believes  that  this  aspect  of  blood  trans- 
fusion practice  should  be  studied  and 
evaluated  by  the  local  hospital  staff  on  a 
continuing  basis,  the  mechanism  for  this  to 
be  determined  by  the  local  hospital  staff. 

'rhe  Joint  Blood  Council,  who.se  members 


represent  the  American  IMedical  Association, 
the  National  Red  Cross,  the  American  So- 
ciety of  Clinical  Pathologists,  and  the 
American  Association  of  Blood  Banks,  has 
recommended  and  the  Joint  Commission  has 
endorsed  the  following: 

1.  Tliat  each  hospital  institute  a review  of 
all  transfusions  of  blood  and  blood  derivatives 
by  one  of  the  e.xisting  committees  of  the  medi- 
cal staff  or  by  a separate  transfusion  com- 
mittee. 

2.  That  it  be  the  responsibility  of  this 
committee  to  make  recommendations  to  the 
medical  staff  concerning  the  proper  use  of  blood 
and  blood  derivatives  in  that  hospital.  The 
formulation  of  these  policies  should  be  con- 
sistent with  good  medical  practice.  The  com- 
mittee should  be  guided  by  the  standards  of 
the  Joint  Blood  Council  and  the  American 
Association  of  Blood  Banks  and  other  authori- 
ties. The  hospital  pathologist  should  be  a 
member  of  this  review  committee  and  the 
committee  should  have  representation  from  all 
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clinical  services. 

3.  That  there  be  adequate  procedures  for 
identification  and  compatibility  testing  of  blood 
in  the  hospital  under  the  immediate  supervi- 
{ sion  of  a physician,  and  these  procedures  shall 
be  made  a matter  of  record  with  the  transfusion 
I committee  of  the  medical  staff. 


4.  That  this  committee  review  all  transfu- 
sion reactions  occurring  in  the  hospital,  making 
a complete  investigation  concerning  possible 
causes  of  these  reactions,  and  based  on  these  in- 
vestigations make  recommendations  to  the 
medical  staff,  if  necessary,  for  improvement  of 
blood  transfusion  practice. 


Drag  Counterfeiting 


"Hio  (amntorfeiting  of  dnig.s  pose.s  a throat 
to  the  ethical  mamifaotiirors,  their  retail  out- 
l('ts,  the  prescribing  physician,  and  the  con- 
jsumer. 

The  Food  and  Drug  Administration  in  a 
recent  investigation  examined  2,700  samples 
from  900  drug  stores  selected  at  random  be- 
i tween  January  24,  1961,  and  March  30, 
j 1961.  It  found  nine  samples  from  nine 
I stores  to  be  counterfeit — a small  number  to 
be  sure  but  when  it  is  projected  across  the 
total  number  of  products  and  drug  stores 
across  the  country  it  becomes  a finding  of 
some  magnitude. 

The  drugs  most  commonly  counterfeited 
are  those  with  a high  volume  of  sale — tran- 
quilizers and  oral  diuretics.  They  are  made 
in  precise  simulation  of  well-known  trade- 
marked  products  even  to  the  reproduction  of 
monograms.  They  are  invariably  substand- 
ard, not  being  subject  to  the  rigid  quality 
control  of  the  original  manufacturer.  They 


can  be  detected  only  by  microscopic  and 
chemical  examination.  d’lH'ir  distribut  ion  is 
always  surreptitious,  and  this  i)uts  a great 
respon.sibility  on  the  retail  pharmacasl..  All 
retailers  should  insist  on  accepting  drugs 
only  in  original  sealed  manufacturer’s  pack- 
aging. 

The  Pharmaceutical  Society  of  the  State 
of  New  York,  aware  of  this,  is  conduct- 
ing a campaign  among  its  members  and 
through  advertising  in  the  public  press  to 
stamp  out  illegal  trade  of  this  nature. 

Direct  police  action  has  been  taken  by  the 
Food  and  Drug  Administration  and  by  those 
states  that  have  laws  governing  drug  coun- 
terfeiting. Government  action,  plus  the 
vigilance  of  each  ethical  pharmacist  acting 
individually  and  through  his  pharmaceutical 
association,  can  solve  this  problem  and  as- 
sure the  patient  that  he  will  obtain  not  a sub- 
standard product  but  what  his  physician 
prescribes. 


Editorial  Comment 


For  Higher  Literacy.  Francis  S.  Chase, 
dean  of  the  Graduate  School  of  Education  at 
the  University  of  Chicago,  speaking  at  the 
twenty-fourth  annual  reading  conference  at 
the  University  said  that  “while  simple  il- 
literacy is  an  easily  recognized  barrier  to  the 
good  things  of  life,  higher  illiteracy  is  a seri- 
ous compounding  factor.  The  higher  illit- 
erate refuses  to  understand  although  he  can 
see,  hear  and  even  read.” 

Dean  Chase  listed  four  traits  which,  he 
said,  people  must  develop  in  the  next  decade 


to  cope  with  events  which  will  .shape  the  fu- 
ture: 

1.  Ability  to  read  and  listen  reflectively; 
to  .sharpen  one’s  perception  of  the  world  and 
its  peoples. 

2.  Ability  to  understand  values  and 
points  of  view  which  previously  have  been 
alien. 

3.  Capacity  to  consider  ideas  which  .seem 
threatening  to  cherished  beliefs  or  to  one’s 
own  security. 

4.  Ability  to  understand  the  language  of 
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mathematics  and  science  sufficiently  to  com- 
prehend the  concepts  which  are  reshaping  the 
modern  world. 

The  dangers  of  higher  illiteracy  affect  the 
medical  profession  no  less  than  any  other. 
We  are  in  a period  characterized  by  complex 
pharmacodynamics.  We  must  be  familiar 
with  the  biochemistry  of  the  steroids  and 
the  higher  physics  of  the  atomic  theory.  We 
are  dealing  with  enzymes,  antienzymes,  and 
isotopes.  How  are  we  to  know  enough  about 
these  things  and  others  still  to  come  so  that 
we  may  use  them  intelligently?  There  are 
two  ways,  and  one  complements  the  other — 
by  reading  and  by  attending  courses  and 
meetings. 

There  is  no  substitute  for  the  current 
journal,  the  latest  textbook,  and  the  trip  to 


the  teaching  center.  Our  own  medical  lead- 
ers and  teachers  have  always  known  this  and 
from  the  time  of  Osier  and  before  have  tried 
to  impress  it  on  us. 

Recently  there  have  come  into  the  field 
the  tabloid  and  the  digest.  These  are  help- 
ful, but  if  they  are  made  the  sole  ingredient 
of  the  mental  diet  they  encourage  mental 
laziness.  There  is  no  substitute  for  the  reg- 
ular reading  of  your  national,  state,  regional, 
and  specialty  journals.  The  material  is 
carefully  selected  with  your  interest  in  view; 
much  of  it  is  original  and  contributory. 

If  we  are  to  attain  the  higher  literacy  that 
Dr.  Chase  speaks  of,  we  must  discipline  our- 
selves to  keep  up  with  the  swiftly  moving 
stream  of  medical  progress  lest  w'e  do  our  pa- 
tients and  ourselves  a grave  injustice. 


Medical  Society  of  the  State  of  New  York 
District  Branch  Meetings — 1961 

District 

Branch 

Date 

Place 

I 

May,  1961 

Rochester 

II 

III  and  IV 

October  29,  30,  and  31,  1961 
( To  be  announced) 

Grossinger’s 

V 

September  8,  9,  and  10,  1961 

Thousand  Island  Club,  Wellesley  Island 
on  Alexandria  Bay 

VI 

October  11,  1961 

Norwich 

VII 

September  21,  1961 

Sheraton  Hotel,  Rochester 

VIII 

September  28,  1961 

Batavia 

IX 

May  8,  1961 

Rochester 
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The  Weeders,  Van  Gogh,  Bernard  Koehler  Collection.  Berlin 


Essential  in  moving  external  masses,  but  potentially  dangerous  in  moving  the 
bowels,  since  vascular  accidents  may  be  precipitated  in  heart  patients  by 
excessive  straining  at  stool.  For  cardiac  patients  with  constipation,  Metamucil 
adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis 
and  also  to  hold  water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus 
Metamucil,  with  an  adequate  water  intake,  induces  natural  elimination  with  a 
minimum  of  straining.  Metamucil  also  promotes  regularity  through  “smooth- 
age"  in  all  types  of  constipation. 

brand  of  psyllium  hydrophilic  mucilloid  ® 

Met  a in  u c i I 

Available  as  Metamucil  powder  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 
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essential 
partners 
in  the 
control 
of  edema 


classic 


. wmui  , 
1 n ^ 


HYDRIN 


nonmercurial 

METAHYDRIN 


brand  of  meralluride  sodium 


brand  of  trichlormethiazide 


Now... the  alternate  or  combined  use  of  these  two  drugs 
can  help  the  physician  meet  with  maximum  efficiency 
the  demands  of  diuretic  therapy  in  almost  any  phase  or  degree 
of  cardiac  edema— acute  or  chronic. 


SEND  FORM ETAHYDR IN  BROCHURE 

SUPPLIED: 

METAHYDRIN — Tablets  of  2 mg.  and  4 mg.  in  bottles  of  100  and  1000. 
MERCUMYDRIN — 1 cc.  and  2 cc.  ampuls  in  boxes  of  12,  25  and  100, 
and  10  cc.  rubber  capped,  multiple  dose  vials  in 
boxes  of  6,  25  and  100. 

Needs  no  refrigeration. 
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SCIENTIFIC  ARTICLES 


Seminar 

RECENT  ADVANCES  IN 
PEDIATRIC  ALLERGY 


Sponsored  by  the  Bronx  PeiUnt rie  Society 


Editor 

ARTHUR  A.  GOLDFARB,  M.D. 


Hypogammaglobulinemia  and  Its  Relationship  to  the 
Allergic  Diathesis* * 

ARTHUR  A.  GOLDFARB,  M.D.,  THE  BRONX,  AND  HUGH  FUDENBERG,  M.D.,  NEW  YORK  CITY 

{From  the  Department  of  Pediatrics  {Allergy)  of  the  Bronx  Municipal  Hospital  Center  and  the  Rockefeller 

Institute) 


^ I ''here  has  been  great  interest  in  the 
relationship  of  the  serum  protein  pattern 
especially  that  of  the  gamma  globulin  levels, 
to  the  allergic  diseases. 

Review  of  Definitions 

By  electrophoresis  serum  proteins  can  be 
separated  into  four  major  fractions:  albumin 
and  alpha,  beta,  and  gamma  globulin  (Fig.  1 
and  Table  I),  since  a protein  acquires  a net 
electric  charge  when  in  solution  at  a pH 
other  than  its  iso-electric  point.  '■  The  slowest 
moving  of  these  proteins  was  named  gamma 
globulin.  Thus,  proteins  of  different  bio- 

Presented at  the  Pediatric  Section  of  the  American 
College  of  Allergists  Convention,  Miami  Beach,  Flor- 
ida, April  12, 1960. 

* Clinical  material  supplied  in  part  from  the  Depart- 
ment of  Pediatrics,  Albert  Einstein  College  of  Medicine, 
Bronx  Municipal  Hospital  Center.  The  study  was 
made  possible,  in  part,  by  a grant  from  Merck,  Sharp  & 
Dohme,  West  Point,  Pennsylvania. 


chemical  and  physical  properties  may  appear 
in  the  same  electrophoretic  pattern.  Gamma 
globulin  normally  has  a concentration  in  the 
serum  of  from  800  to  1,200  mg.  per  100  ml., 
which  is  about  11  to  14  per  cent  of  the 
total  plasma  protein. 

Dees  and  Grunt^  have  reported  recently 
that  the  general  pattern  of  serum  protein 
in  allergic  children  was  not  essentially  differ- 
ent from  that  reported  for  normal  children. 
They  showed,  however,  a gamma  globulin 
range  by  percentage  from  as  low  as  0.20  to  as 
high  as  2.2  Gm.  per  100  ml.  using  paper  elec- 
trophoresis. Their  average  was  0.8  Gm.  per 
100  ml.  Similar  work  had  been  reported 
previously  by  Cooke  et  al.^  and  by  Stroh  and 
Eriksen.^  Dees  and  Grunt  report  some  in- 
stances in  which  the  gamma  globulin  level 
was  well  below  the  lower  range  of  normal 
values.  They  used  only  paper  electro- 
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TABLE  I. — Gamma  Globulin  Levels  by  Various 
Technics 


Method 

Ethanol 
Precipitate 
or  Starch- 
Block 
Electro- 
phoresis 
(Mg.  per 
100  ml.) 

Zinc-2 

Turbidity 

(Units) 

Normal 

800  to  1,200 

35  to  49 

True  agamma- 
globulinemia, 
congenital  or 
infantile 

6 to  100 

2 to  7 . 5 

Hypogamma- 
globulinemia; 
adult  agamma- 
globulinemia 

100  to  300 

(Will  not  show 
on  Immuno- 
electrophoresis 
below  8 zinc 
units  or  100 
mg.  per  100 
ml.) 

7.5  to  18 

Moderate  hypo- 
gammaglobu- 
linemia 

300  to  400 

18  to  25 

Hypergamma- 

globulinemia 

Over  1 ,350 

Over  60 

phoresis  which  is  recognized  as  not  being 
the  best  method  for  quantitative  determina- 
tions on  the  lower  range. 

Over  the  past  few  years  the  literature®”® 
has  reported  occasional  cases  of  hypogamma- 
globulinemia in  obviously  allergic  individuals 
or  in  patients  with  family  histories  of 
allergy.^® 

Some  recent  publications  have  demon- 
strated allergic  antibodies  or  atopic  reagins 
in  alpha2  and  beta  globulins.®’^^’^^  Patients 
with  hypogammaglobulinemia  apparently 


are  able  to  form  alpha2  and  beta  globulin. 
If  this  is  the  mechanism  involved,  these 
patients,  therefore,  still  may  have  allergies 
of  the  usual  type.  Serum  sickness  has  been 
demonstrated  in  a patient  with  agamma- 
globulinemia.^® 

Janeway  and  Gitlin^®  point  out  that  the 
bulk  of  the  evidence  to  date  suggests  that 
skin-sensitizing  antibodies  differ  from  im- 
mune gamma  globulins  in  heat  lability  and 
failure  to  pass  the  placental  barrier  and 
sometimes  are  associated  with  different 
chemical  and  electrophoretic  patterns.  On 
the  other  hand.  Dees®  feels  that  lower  gamma 
globulin  levels  are  associated  with  weaker 
skin  reactions  and  vice  versa,  and  this  is 
our  clinical  impression  also. 

Gitlin,  Gross,  and  Janeway^®  point  out 
that  a complex  situation  exists : Whereas  the 
electrophoretic  gamma  globulins  contain 
most  of  the  antibodies  of  the  plasma,  some 
antibodies  may  not  be  gamma  globulins, 
and,  conversely,  some  gamma  globulins 
may  not  be  antibodies. 

Both  gamma2  and  gammai  fractions  do 
contain  antibodies.  Most  antibacterial, 
antiviral,  and  antitoxin  antibodies  are  in 
the  gamma2  fraction.®  Skin-sensitizing  anti- 
bodies to  ragweed  pollen  may  be  found  in 
either  the  gammai  or  gamma2  globulins  or  in 
both  together  in  one  electrophoretic  pat- 
tern.^® Therefore,  in  summary,  even  in  a 
single  medium  the  immunologic-combining 
characteristics  of  an  antibody  at  present 
cannot  be  correlated  clearly  with  its  elec- 
tric properties.’® 
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TABLE  II. — Mean  Blood  Gamma  Globulin 
Levels  in  Older  Children 


Age 

(Years) 

Mean 

(Gm.  per  100  ml.) 

Range 

(Gm.  per  100  ml.) 

1 to  2 

0.95 

0.49  to  1.41 

3 to  5 

1.16 

0.67  to  1.56 

6 to  13 

1.20 

0.75  to  1.68 

Adult 

1.23 

0.76  to  1.70 

I 

' Types  of  Gamma  Globulin  Deficiency 

' Classically  there  are  three  types  of  gamma 

I globulin  deficiency  described : 

1 . Congenital  agammaglobulinemia  oc- 
curs early  in  life  and  usually  is  found  to 
have  6 to  100  mg.  per  100  ml.  of  gamma 
globulin  by  immunochemical  methods. 
This  is  thought  to  be  a sex-linked  recessive 
disease  of  males. 

2.  Adult  acquired  agammaglobulinemia 
usually  is  discovered  later  in  life.  Gamma 
globulin  levels  are  usually  100  to  300  mg.  per 
100  ml.  here. 

3.  Physiologic  hypogammaglobulinemia 
occurs  early  in  life.  The  newborn  infant 
has  no  capacity  to  produce  gamma  globulin. 
His  blood  gamma  globulin  has  been  acquired 
by  transplacental  transmission,  and  the 
levels  approximate  the  maternal  levels. 
The  newborn  infant’s  gamma  globulin  level 
drops  within  three  months  of  age.  The 
young  infant  begins  to  produce  endogenous 
gamma  globulin  at  this  time,  but  the  onset 
of  production  is  delayed  in  some  infants. 

Published  studies  show  that  mean  blood 
gamma  globulin  levels  in  children  from  three 
to  six  months  old  are  0.39  ±0.09  Gm.  per  100 
ml.,  and  from  six  to  twelve  months  old  are 
0.47  ±0.10  Gm.  per  100  ml.“  Studies  in 
older  children  show  the  levels  given  in 
Table  II. « 

Since  hypersensitivity  is  mediated  by  (1) 
circulating  antibodies,  (2)  cellular  antibodies, 
or  (3)  enzyme  idiosyncrasies,  the  considera- 
tion of  abnormalities  of  the  circulating  anti- 
bodies is  of  great  importance  in  the  study 
of  allergy.  The  circulating  antibody  usually 
is  shown  by  means  of  precipitins  or  reagins. 

Since  most  antibodies  are  present  as 
gamma  globulin,  a deficiency  of  gamma 


globulin  not  only  will  expose  these  patients 
to  severe  bacterial  infection  but  also  pre- 
.sumably  will  affect  the  allergic  process  if  this 
is  to  any  extent  a humoral  mechanism. 

By  ultracentrifugation  gamma  globulin 
may  be  separated  into  two  types  on  the 
basis  of  molecular  weight:  19S  gamma 
globulin  which  has  over  1 million  molecular 
weight  and  7S  gamma  globulin  which  has  a 
molecular  weight  of  approximately  160,- 
000. 

Some  patients  have  normal  7S  gamma 
globulin  and  yet  lack  19S  gamma  globulin. 
These  patients  still  will  show  marked  suscep- 
tibility to  pulmonary  infections.  Some  pa- 
tients with  “dysgammaglobulinemia”  have 
an  elevation  of  19S  gamma  globuhn  with  an 
absence  of  7S  gamma  globulin. 

All  of  these  abnormalities  are  associated 
with  an  absence  of  plasma  cells,  a deficiency 
in  these  cells,  or  an  abnormality  of  the  func- 
tion of  plasma  cells.  These  plasma  cells 
produce  the  gamma  globulin.  Beta  2A 
globulin,  another  antibody  substance  in  the 
serum,  is  deficient  in  many  of  these  abnor- 
mal individuals  with  plasma  cell  deficiency.” 

Purpose  of  Study 

Since  a controversy  exists  as  to  exactly 
where  in  the  sermn  proteins  the  allergic 
antibodies  are  usually  found,  an  attempt 
was  made  to  determine  whether  or  not  any 
of  the  relatively  few  known  cases  of  agamma- 
globulinemia and  hypogammaglobulinemia 
suffer  from  frank  clinical  allergy  and  have 
confirmatory  skin  tests. 

In  view  of  the  lack  of  unanimity  of  opinion 
as  to  the  relationship,  if  any,  of  the  atopic 
reagins  to  the  various  components  of  the 
serum  proteins,  an  attempt  was  made  to 
determine  the  incidence  of  allergy  among 
patients  with  congenital  and  acquired 
agammaglobulinemia.  The  high  incidence 
of  rheumatoid  arthritis  and  other  diseases  of 
hypersensitivity — for  example,  lupus  ery- 
thematosus disseminatus,  periarteritis  no- 
dosa, and  dermatomyositis — in  patients 
with  agammaglobulinemia  added  further 
impetus  to  this  study. 


August  15,  1961 
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TABLE  III.^ — Allergic  Clinical  Disease  in  Probands 


Patient 

Age  at 
Onset 
(Years) 

Gamma  Globulin  Level 
(Most  Results  After 
Treatment) 

(Zinc  Units*  Per  Cenl  t) 

Probauds 

Clinical  Symptoms 

Immediate  Family 
Clinical  Symptoms 

Group  1 
(congenital) 
1 

8 

10,12 

Allergic  eczema 

Eczema,  hay  fever 

2 

2V2 

8 

Eczema 

Drug  allergy 

3 

6 

8 

Asthma 

Drug  allergy 

4 

7 

11 

,\sthma,  hives 

.\sthma 

5 

7 (months) 

9,  12 

Asthma 

.\sthma 

6 

3 

2,  10 

Eczema,  hay  fever 

Eczema 

Group  2 
(hypogamma- 
globulinemia) 
1 

30 

13 

Allergic  rhinitis 

Hay  fever 

2 

8 

12 

Allergic  rhinitis,  hay 

Hay  fever 

3 

41 

9,  5,  7 

fever,  asthma 
Allergic  rhinitis. 

Severe  hay  fever. 

4 

57 

23,  2.5,  24 

chronic  cough 
Hives,  allergic  rhinitis 

asthma 

.\sthma 

5 

30 

14 

Asthma 

Sister  has  asthma 

Group  3 
(moderate 
hypogamma- 
globulinemia) 
1 

3 

30 

7.1 

Allergic  eczema 

.\sthma,  hay  fever 

2 

2 

(after 

treat- 

ment) 

21 

(before 

treat- 

ment) 

Asthma,  allergic 

(ragweed  and  grass] 
Hay  fever  (ragweed) 

3 

4 

24 

eczema 

Asthma,  hay  fever 

Asthma,  hay  fever 

4 

4 

25 

Allergic  rhinitis 

Penicillin  allergy 

5 

3 

24 

Food  allergy,  hay 

Hay  fever  (ragweed) 

6 

2 

25 

fever  (ragweed) 
.\sthma 

Hay  fever 

7 

3 

0 . 7 

Severe  asthma,  hay 

Eczema,  asthma,  hay 

8 

2 

55 

(before 

treatment) 

9.5 

fever,  eczema 
Food  allergy,  eczema 

fever 

Asthma,  hay  fever 

9 

3Vj 

(after 

rheuma- 

toid 

arthritis) 

(before 

rheuma- 

toid 

arthritis) 

5.43 

(rheumatoid 

arthritis) 

Asthma 

Not  known 

10 

2 

4.3 

Hay  fever,  eczema 

Hay  fever 

11 

2 

25 

Asthma 

Father  has  asthma 

12 

3>A 

25 

Allergic  eczema, 
asthma,  rhinitis 
.\sthma,  food  allergy 

Allergic  rhinitis,  hay 

13 

2 

22 

fever 

Hives,  hay  fever 

14 

1 

21 

Food  allergy 

Mother  has  asthma 

15 

1 

21 

Food  allergy,  eczema 

Eczema 

* Tested  by  Kunkel  modification  of  zinc  turbidity  screening  method. 

t Per  cent  of  total  serum  protein  by  paper  serum  electrophoresis  and  electrophoretic  pattern. 


Clinical  Material 

Studies  were  made  of  all  of  the  10  patients 
with  congenital  or  acquired  agammaglobu- 
linemia with  their  parents  and  siblings  who 
were  being  treated  then  at  the  Rockefeller 
Institute  (Table  III). 

Six  of  these  patients  had  congenital 
agammaglobulinemia.  All  developed  symp- 
toms of  the  disease  prior  to  the  age  of  five. 


All  had  gamma  globulin  levels  of  less  than 
100  Gm.  per  100  ml.  prior  to  the  institution 
of  therapy  with  gamma  globulin.  Twenty- 
seven  close  relatives  of  the  6 probands  were 
also  available  for  study. 

Five  patients  with  acquired  agamma- 
globulinemia, in  reality  hypogamma- 
globulinemia, were  also  available  for  study. 
These  patients  provided  54  close  relatives. 
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(that  is,  their  parents,  siblings,  and  off- 
spring, whose  blood  was  investigated.  Only 
20  of  these  were  studied  for  allergic  symp- 
toms and  skin  tests. 

A series  of  50  allergic  individuals  who  pre- 
Isented  themselves  for  allergy  treatment  had 
blood  serum  gamma  globulin  levels  taken. 
These  were  chosen  from  children  who  gave 
evidence  of  severe  respiratory  infections  and 
|skin  infections  over  a three-year  period. 
Fifteen  of  these  were  found  to  have  gamma 

I' globulin  levels  between  18  and  25  zinc  tur- 
ibidity  units.  These  allergic  individuals 
.and  their  immediate  families  were  studied 
(I  closely.  Their  levels  by  starch -block  elec- 
I trophoresis  ranged  from  300  to  400  mg.  per 
I 100  ml.  serum  gamma  globulin  before  the 
I onset  of  treatment. 

‘ Methods 

' Skin  Tests. — Allergy  skin  tests  were  per- 
formed in  the  standard  fashion  of  scratch 
: testing  and  intradermal  testing,  all  with 
i alternate  controls.  Wheal  and  flare  reactions 
. definitely  different  from  the  control  and 
usually  with  a wheal  over  0.5  cm.  were  con- 
[ sidered  positive  for  scratch  testing.  Intra- 
dermal testing  also  was  done  with  comparison 
to  controls,  and  only  enough  material  was 
injected  to  raise  a slight  wheal  in  the  skin. 
Usually  there  was  a difference  of  0.5  cm. 
between  the  reaction  and  the  control  before 
it  was  considered  positive.  Pseudopodia 
were  considered  a markedly  positive  result. 
Most  of  our  positive  tests  results  were  1 cm. 
or  more  in  size  of  wheals. 

All  subjects  were  questioned  in  detail 
about  their  history  of  allergic  reactions, 
particularly  concerning  any  known  reaction 
to  environmental,  chemotherapeutic, 
or  nutritional  agents.  Asthma,  hay  fever, 
allergic  eczema,  and  urticaria  were  con- 
sidered major  allergies. 

Scratch  tests  were  done  with  timothy 
grass  pollen,  short  ragweed  pollen,  and  dry 
powdered  house  dust.  Five  small  scratches 
0.5  cm.  in  size  were  made  with  a sharp 
scalpel  on  the  forearm  without  drawing 
blood.  One-tenth  normal  sodium  hydroxide 


was  used  as  a .solvent.  The  scratches  were 
examined  in  twenty  minutes.  If  the 
scratches  showed  negative  results,  intra- 
dermal tests  were  placed  on  the  arm  with 
alternate  saline  controls  using  2 per  cent 
(1  to  50)  dilutions  of  mixed  ragweed  and 
mixed  grass  and  1 to  2,000  dilutions  of 
Endo  house  dust.  These  tests  were  ex- 
amined in  twenty  minutes. 

Gamma  Globulin  Measurements. — 
Gamma  globulin  measurements  were  done 
in  all  known  agammaglobulinemic  subjects 
by  starch-block  electrophoresis.  In  addition, 
immunochemical  determinations  were  per- 
formed in  certain  instances,  using  rabbit 
antihuman  gamma  globulin  antiserum. 
Sera  from  relatives  of  agammaglobulinemic 
probands  and  sera  from  the  50  allergic  in- 
dividuals were  screened  by  a modified  zinc 
turbidity  method  which  will  be  published 
elsewhere.*®  All  sera  with  turbidity  values 
outside  the  normal  range  (35  to  50  zinc-tur- 
bidity units)  were  subjected  to  further  study. 

Rheumatoid  Agglutinating  Activity. — 
Latex  fixation,  F**-tanned  cell,  and  sensitized 
sheep  cell  reactions  were  carried  out  as  de- 
scribed elsewhere.*®  Serologic  tests  using 
human  Rh  positive  O cells  sensitized  with 
special  anti-Rh  antibody  also  were  performed 
using  a modification  of  the  method  of 
Vaughn.  All  sera  designated  as  positive 
for  rheumatoid  factor  gave  positive  results 
by  at  least  two  of  the  preceding  four  methods. 
Almost  invariably  high  titer  sera  showed 
positive  results  in  all  four  test  systems. 

Controls. — One  hundred  four  normal 
individuals  representing  23  families  had  sera 
drawn  for  zinc  turbidity.  The  range  in  this 
group  was  35  to  49  zinc  turbidity  units. 

Another  group  of  50  children  and  adults 
were  selected  by  interview.  They  ranged  in 
age  from  two  and  one-half  years  to  fifty  years. 
These  individuals  also  were  tested  by  scratch 
tests,  and,  if  these  showed  negative  results, 
intradermal  tests  were  used.  Then  blood 
was  drawn  from  these  individuals  for  serum 
gamma  globulin  measurement.  Of  the  50 
persons  tested.  32  showed  negative  results  to 
scratch  or  intradermal  tests.  Twelve  showed 
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TABLE  IV. — Control  Series  of  Fifty 
Individuals  Age  Two  and  One-half  to  Fifty 
Years  with  No  History  of  Allergy 


Number 

Gamma 

of 

Globulin  Range 

Test  Results 

Controls 

(Zinc  Units) 

Skin  (negative) 

32 

31  to  75 

Scratch  (positive) 

6 

40  to  62 

Intradermal  (positive) 

12 

40  to  62 

positive  results  only  to  intradermal  tests 
and  negative  results  to  scratch  tests.  Six 
showed  positive  results  to  both  scratch  and 
intradermal  testing.  In  this  small  control 
series,  64  per  cent  gave  negative  reactions  to 
both  scratch  and  intradermal  testing.  Only 


12  per  cent  showed  positive  results  to  scratch 
and  intradermal  tests.  However,  35  per 
cent  showed  positive  results  to  either  scratch 
or  intradermal  tests. 

The  range  of  zinc  turbidity  tests  done  on 
all  controls  was  from  31  to  75  zinc  turbidity 
units  in  the  negative  skin  test  reactions  and 
40  to  62  units  in  the  positive  skin  test 
reactions.  With  one  exception,  all  of  the 
tests  fell  in  the  31  to  64  range.  The  excep- 
tion was  75  zinc  turbidity  units  in  a nega- 
tive skin  test  reactor  (Table  IV). 

Results 

As  is  evident  from  Table  V,  all  of  the 
subjects  with  congenital  agammaglobu- 


TABLE  V.^ — Comparison  of  Three  Groups  of  Patients  with  Controls 


Clinical 

Individuals 

Rh.A.  or 

Families 

Fre- 

with 

Rheumatoid 

with  Sudden 

quent 

Indi- 

Fami- 

Allergic 

Agglutination 

Death  in 

Infec- 

Condition 

viduals 

lies 

Disease 

Factor  in  Serum 

Newborn  Infants 

tion 

Group  1.  Congenital 

agammaglobulinemia, 

27 

6 

Probands 

6 1 

6 

6 to  100  mg.  per 

Parents 

6 4 

100  ml. 

Siblings 

6 1 

3 

2 to  7.5  zinc  units 

Cousins, 

grand- 

parents, 

aunts, 

uncles 

3 1 

Group  2.  Acquired 

agammaglobulinemia 

(hypogammaglob- 

ulinemia), 

54 

4 

Probands 

5 ... 

5 

100  to  300  mg.  per 

Parents 

4 3 

2 

100  ml. 

Siblings 

2 3 

i 

2 

7 . 5 to  18  zinc  units 

Cousins, 

grand- 

parents, 

aunts, 

uncles 

4 ... 

Group  3.  Moderate 
hypogammaglob- 
ulinemia, 74 

15  Probands 

15 

1 

15 

300  to  400  mg.  per 

Parents 

20 

6 

100  ml. 

Siblings 

8 

1 

i’ 

’ 2 

18  to  25  zinc  units 

Cousins, 

grand- 

parents 

31 

4 

1 

Normal  controls,  112 

23 

10  to  20 

4 per  cent  of 

0.0002  per  cent 

8(X)to  1 , 200  mg. 

per  cent  of 

population 

or  4 per  cent  of 

per  100  ml. 

population 

total  autopsies 

35  to  49  zinc  units 

done  in  age  1 
to  5 months 
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Fig.  2.  Study  of  family  of  77  members  of  a proband  from  Group  2.  Acquired  agammaglobulinemia  proband 

indicated  by  arrows. 


j linemia  and  with  adult  acquired  agamma- 
globulinemia had  either  positive  histories 
and/or  positive  allergy  skin  test  reactions 
I as  described  previously.  It  is  evident 
I also  that  a high  incidence  of  allergy, 
evidenced  both  by  marked  positive  skin 
I test  reactions  and  history,  was  present 
in  the  parents,  siblings,  and  children  of  the 
probands.  These  data,  as  summarized  in 
I Table  V,  demonstrate  that  21  close  relatives 
of  27  persons  in  the  first  group  and  15  of  20 
persons  in  the  second  group  gave  positive 
skin  test  reactions. 

Of  74  individuals  investigated  in  the  third 
group,  all  had  either  positive  histories  or 
positive  skin  test  reactions,  or  both.  This 
is  approximately  twice  the  incidence  noted  in 
the  50  control  subj  ects  studied . It  is  evident 
that  one  or  both  parents  and  one  or  more 
siblings  were  allergic  in  all  of  the  families 
of  the  10  patients  with  agammaglobulinemia 
studied.  This  100  per  cent  incidence  of 
familial  allergy  contrasts  with  the  40  per 


cent  incidence  of  positive  allergy  tests  and/or 
history  in  the  50  control  families  studied,  and 
it  far  exceeds  the  known  familial  incidence  of 
clinical  allergy  of  only  19.8  per  cent  in  the 
general  population  reported  by  Rapaport, 
Appel,  and  Szanton.^* 

The  third  group  of  15  allergic  patients 
shown  on  Table  V were  part  of  a group  of  50 
allergic  children  with  repeated  upper  respira- 
tory, gastrointestinal,  and  cutaneous  in- 
fections. Thirty-five  of  these  50  children 
showed  no  definite  diminution  in  serum 
gamma  globulin  levels.  However,  15  showed 
a moderate  depression  of  from  300  to  400 
mg.  per  100  ml.  before  treatment.  This 
may  be  a transitional  type  of  hypogamma- 
globulinemia of  moderate  nature.  The 
incidence  of  allergy  in  parents  and  siblings  of 
these  infants  was  100  per  cent,  as  illustrated 
in  Table  V.  In  addition,  positive  test 
reactions  for  rheumatoid  factor  were  present 
in  12  memibers  in  3 families.  One  infant 
actually  developed  rheumatoid  arthritis 


August  15,  1961 


2727 


SEMINAR 


K I ^ Rheumatoid  foctor 

t/  Q Allergy 

jl  NT  Not  tested 

Fig.  3.  Study  of  family  of  a proband  from 
■ ! Cirou{)  3.  Moderate  hypogammaglobulinemia  pro- 

fi.  band  indicated  by  arrow. 


r^yttieumeToid  factor 
F~|  Increased  /-gJob. 

[71  Decreosed  /-  glob. 

&ifl  Not  tested 

Fig.  4.  Study  of  family  of  a proband  from 
Group  3.  Moderate  hypogammaglobulinemia  pro- 
band indicated  by  arrow. 

while  she  was  in  this  study.  This  child’s  zinc 
turbidity  level  rose  to  50  zinc  turbidity 
units  as  the  disease  process  developed. 

In  studying  these  family  groups,  as  seen  in 
Figures  2,  3,  and  4,'®  certain  other  similarities 
between  these  families  of  patients  with 
congenital  agammaglobulinemia,  acquired 
agammaglobulinemia,  and  moderate  hypo- 
gammaglobulinemia were  noted  in  addition 
to  the  factor  of  allergy.  In  one  family  1 
patient  with  agammaglobulinemia,  1 with 
hypogammaglobulinemia,  and  1 with  hyper- 
gammaglobulinemia were  found. 

A significant  percentage  of  the  probands 
or  their  close  relatives  in  both  groups  had 
active  rheumatoid  arthritis-like  disease  or 
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had  positive  rheumatoid  agglutination  test 
reactions  by  latex  fixation,  sensitized  human 
cell,  or  sensitized  sheep  cell.  Seven  of  the 
27  individuals  studied  for  rheumatoid  factor  ' 
in  the  congenital  group  (25  per  cent)  and 
8 of  the  54  individuals  in  the  acquired  group  : 
(15  per  cent)  had  these  characteristics.  In  I 
our  control  group  of  112  persons,  as  in  the  I 
general  population,  only  4 per  cent  had  posi-  ' 
tive  test  reactions  for  rheumatoid  agglutina-  'j 
tion  factors. 

It  is  apparent  also  from  Table  V that  fre- 
quent infections  are  present  in  the  agamma- 
globulinemic  probands.  Some  of  the  siblings 
and  the  parents  of  Groups  2 and  3 also 
noted  an  unusually  high  frequency  of  re-  t 
spiratory  and  skin  infections.  Further,  3 
siblings  of  Group  1,  1 sibling  of  Group  2,  and 
2 siblings  of  Group  3 died  of  sudden  death 
in  the  newborn  period,  usually  with  a diag- 
nosis of  overwhelming  infection. 

Treatment  with  Gamma  Globulin 

An  empiric  dose  of  10  cc.  of  pooled  gamma 
globulin  (provided  by  The  American  Red 
Cross)  was  given  intramuscularly  once  a 
month  to  most  of  our  patients,  even  the  very 
young  children.  Of  the  16  patients  with 
hypogammaglobulinemia  treated  in  this 
manner  for  six  months  or  more,  15  showed  a 
decrease  in  the  number  of  clinical  infec- 
tions. However,  this  did  not  result  in  a i 
complete  cessation  of  these  infections.  I 
There  was  no  apparent  effect  on  any  of  the  I 
allergic  conditions.  It  is  interesting  to  note  i 
that  the  gamma  globulin  given  these  children  ' 
was  a pooled  fraction  which  is  almost  en- 
tirely 7S  gamma  globulin.  No  19S  gamma 
globulin  is  available  commercially  to  be  used 
for  this  purpose. 

Six  of  the  patients,  because  of  their  com- 
plaints, also  were  treated  with  adequate  dos- 
age, 0.75  mg.  four  times  daily,  of  oral  dexa- 
methasone  along  with  their  monthly  injec- 
tions of  10  cc.  of  gamma  globulin.  The  use  of 
steroids  in  these  patients  definitely  decreased 
the  incidence  of  infections  further.  The  i 
patients  seemed  to  improve  remarkably. 
One  of  these  6 patients  stopped  taking 

New  York  State  .1.  Med. 


RECENT  ADVANCES  IN  PEDIATRIC  ALLERGY 


steroids  but  continued  his  gamma  globulin 
treatment  after  having  received  steroids  for 
about  a year.  This  patient  previously  had 
liad  a biopsy  of  lymphoid  tissue  which  was 
then  deemed  as  showing  negative  results. 
On  his  return  for  re-evaluation  six  months 
after  he  stopped  his  steroid  therapy,  this 
patient  had  obvious  generalized  lymphad- 
snopathy,  and  his  liver  and  spleen  were 
3nlarged.  Biopsy  at  that  time  showed  a 
malignant  lymphoma. 

The  concept  of  treating  patients  who  are 
unusually  susceptible  to  infection  with  large 
loses  of  gamma  globulin  is  not  new  or  un- 
3rthodox.  The  beneficial  effect  of  steroids 
in  collagen  diseases  is  well  known.  That 
5teroids  tend  to  encourage  a spread  of  bac- 
terial and  viral  infections  is  generally  recog- 
nized. Yet,  in  these  6 individuals,  the  num- 
ber of  infections  actually  decreased  over  the 
months,  and  the  patients  improved  consider- 
ably while  they  took  the  dexamethasone. 
Xo  ill  effects  were  seen  in  this  small  series, 
rhe  effects  of  steroids  on  antibody  formation 
rary  in  different  species,  and  there  is  no 
definite  evidence  that  steroids  depress  anti- 
body formation  or  gamma  globulin  in  man.^^ 

The  previously  mentioned  patient  who 
developed  malignant  lymphoma  after  the 
cessation  of  steroids  brings  forth  many 
speculations  as  to  the  possible  effect  of  these 
hormones  in  retarding  the  progress  of  a 
malignant  or  potentially  malignant  condi- 
tion of  the  reticuloendothelial  system. 

The  use  of  gamma  globulin  for  allergic 
individuals  seems  to  work  best  in  those 
cases  where  infection  is  a factor.  Possi- 
bly, the  addition  of  19S  gamma  globulin  to 
commercially  available  gamma  globulin 
preparations  with  the  7S  gamma  globulin 
would  produce  even  better  results. 

Recently  Brown  and  Botstein^®  have 
demonstrated  that  23  of  29  asthmatic  chil- 
dren who  were  treated  with  1.5  to  2.0  cc. 
per  pound,  body  weight,  of  gamma  globulin 
at  three- week  intervals  responded  well,  with 
a subsequent  decrease  in  the  frequency  of 
respiratory  infections  and  of  less  infectious 
asthma. 


Comment 

Good  and  Rotstein^*  point  out  that  9 of  27 
patients  with  agammaglobulinemia  whom 
they  studied  over  the  years  eventually  de- 
veloped a collagen  disease  such  as  rheuma- 
toid arthritis.  There  appears  to  be  some 
definite  correlation  between  these  diseases 
of  hypersensitivity  (rheumatoid  arthritis, 
periarteritis  nodosa,  and  lupus)  and  the 
allergic  diseases,  at  least  in  the  family  pat- 
terns in  this  study.  Data  to  be  published 
elsewhere  indicate  that  a rheumatoid  factor 
with  or  without  arthritis  is  present  in  one  or 
more  parents  or  siblings  of  100  per  cent  of 
patients  with  acquired  agammaglobulinemia, 
and  they  suggest  that  this  disease  is,  in  fact, 
genetically  determined.  Several  examples  of 
the  lupus  factor  also  have  occurred  in 
family  members  of  patients  of  this  group.  A 
rheumatoid  factor  occurred  in  45  to  50  per 
cent  of  such  member  families  in  contrast  to 
the  incidence  of  4 per  cent  in  the  general 
population  and  a familial  incidence  of 
approximately  16  per  cent  of  the  general 
population.  In  congenital  agammaglobu- 
linemia, approximately  35  per  cent  of  the 
probands  had  one  or  more  parents  or  siblings 
with  a rheumatoid  factor.  In  addition, 
hypergammaglobulinemia  was  present  in  a 
striking  number  of  family  members  of  both 
groups,  with  or  without  the  concomitant 
presence  of  a rheumatoid  or  a lupus  factor. 
These  data  may  be  interpreted  perhaps  as 
indicating  a familial  predisposition  to  aberra- 
tions in  gamma  globulin:  Some  family  mem- 
bers develop  agammaglobulinemia,  some 
hypergammaglobulinemia,  and  some  quali- 
tatively abnormal  gamma  globulin  such  as 
the  rheiunatoid  or  lupus  factors. 

Such  aberrations  in  immunologic  response 
are  accompanied  very  frequently  by  an 
allergic  diathesis,  as  evidenced  by  this 
study.  The  presence  of  allergy  in  such  in- 
dividuals also  supports  the  current  views 
about  the  etiology  of  rheumatoid  arthritis 
and  lupus  erythematosus.  The  frequent 
occurrence  of  such  collagen  diseases  in  pa- 
tients with  agammaglobulinemia,  coupled 
with  the  uniform  occurrence  of  allergy  in 
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such  patients,  affords  further  evidence  that 
agammaglobulinemia  is  more  than  a disease 
affecting  the  plasma  cells  and  the  plasma 
proteins  alone  but  is,  instead,  a diffuse 
disease  of  mesenchymal  tissue. 

As  outlined  elsewhere,  the  data  cited  pre- 
viously suggested  that  “acquired  agamma- 
globuhnemia”  is  a hereditary  disorder.  Its 
appearance  later  in  life  suggests  the  possi- 
bility that  these  patients  may  spring  from  a 
large  reservoir  of  children  and  infants 
with  only  moderately  depressed  gamma 
globuhn  levels.  Possibly  some  of  these  are 
individuals  with  aberrations  of  the  reticulo- 
endothelial system  which  produce  symptoms 
of  malignant  conditions  before  their  gamma 
globulin  disturbances  produce  the  symptoms 
of  agammaglobulinemia,  or  perhaps,  on  the 
other  hand,  these  individuals  will  first  pre- 
sent “acquired  agammaglobulinemia”  and 
will  develop  a malignant  condition  later.  In 
other  words,  the  agammaglobulinemias  may 
be,  in  these  persons,  the  first  sign  of  a de- 
veloping malignant  condition  of  the  reticulo- 
endothelial system. 

The  studies  performed  on  a group  of 
allergic  individuals  with  lower  than  usual 
gamma  globulin  levels  have  demonstrated 
no  statistically  significant  difference  of 
rheumatoid  factor  or  other  abnormalities  of 
gamma  globulin  in  the  families.  However, 
the  incidence  was  increased  as  compared 
with  the  general  population.  In  one  family 
(Fig.  2)  moderate  hypogammaglobulinemia, 
adult  agammaglobulinemia,  and  rheumatoid 
and  lupus  factors  were  present.  Since  cases 
of  adult  agammaglobulinemia  are  rare,  gross 
statistical  differences  between  families  com- 
prising their  population  reservoir  could 
hardly  be  expected  in  a survey  of  this  type. 
However,  further  studies  of  children  with 
mild  hypogammaglobulinemia  are  indicated. 

An  interesting  observance  is  the  sudden 
death  in  infancy  which  occurred  in  all  three 
of  these  groups.  However,  in  this  small 
series  no  conclusion  can  be  drawn.  It  is 
possible  that  during  early  infancy  the  gamma 
globulin  in  these  individuals  was  so  low  that 
the  infants  were  highly  susceptible  to  even 


mild  infection  which  became  overwhelming 
and  fatal. 

The  speculation  is  entertained  that  ab- 
normal gamma  globulin  levels,  allergy,  and 
the  collagen  diseases  are  all  manifestations  of 
a hereditary  defect  in  the  chemistry  of  the 
mesenchymal  systems  in  these  family  groups. 

Some  cases  of  adult  acquired  agamma- 
globulinemia do  develop  into  malignant 
conditions  of  the  reticuloendothelial  system.s. 
Possibly  these  cases  are  the  ones  whose 
pathogenesis  is  inhibited  by  steroids. 

Summary 

Clinical  major  allergy  occurred  in  a higher 
frequency  than  was  expected  in  all  three 
of  the  family  groups  studied,  that  is,  the 
congenital  agammaglobulinemias,  the  ac- 
quired hypogammaglobulinemias,  and  the 
moderate  hypogammaglobulinemias. 

Rheumatoid  arthritis  and  rheumatoid 
agglutination  tests  in  the  sera  are  present  to 
a much  higher  degree  than  would  normally 
be  expected  in  all  three  groups. 

Some  allergic  families  with  frequent  in- 
fections in  their  family  members  show  a 
striking  resemblance  to  the  family  patterns 
of  those  considered  by  current  standards  to 
have  congenital  or  acquired  agammaglobu- 
linemia, that  is:  (1)  probands  with  moder- 
ately low  hypogammaglobulinemia  (300 
to  400  mg.  per  100  ml.  or  18  to  25  zinc  tur- 
bidity units) ; (2)  famil}'^  members  with  ab- 
normal variations  in  gamma  globulin  levels; 
(3)  family  members  with  rheumatoid  arthritis 
or  positive  rheumatoid  agglutination  factors 
in  the  blood  serum;  and/or  (4)  occasional 
cases  of  sudden  death  of  siblings  or  cousins 
in  early  infancy. 

Gamma  globulin  treatments  decrease  the 
the  number  of  infections  in  those  patients 
with  low  gamma  globulin.  Steroid  therapy 
decreases  the  incidence  of  infection  even 
more  when  it  is  used  in  conjunction  with 
the  gamma  globulin  in  these  patients. 

It  is  possible  that  these  cases  of  acquired 
agammaglobulinemia  are  part  of  a family 
pattern  and  for  some  reason  not  apparent, 
actually  are  derived  from  a large  reservoir 


2730 


New  York  State  J.  Med. 


RECENT  /ADVANCES  IN  PEDIATRIC  ALLERGY 


of  dysgammaglobulinemic  individuals  in 
the  same  family  group.  Possibly  these  vari- 
ations of  gamma  globulin  levels  reflect  the 
same  disease  pattern  in  different  individuals 
of  varying  degrees. 

Quantitative  gamma  globulin  studies  are 
warranted  in  allergic  patients  with  a family 
history  or  personal  history  of  frequent  in- 
fections, rheumatoid  arthritis,  and/or  sud- 
den death  in  infant  family  members. 
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Pollen  Repository  Treatment 

Present  Status 

HOWARD  G.  RAPAPORT,  M.D.,  NEW  YORK  CITY 

(From  the  Bronx  Municipal  Hospital  Center) 


T N RECENT  years,  as  new  advances  in  medi- 
cine  have  enabled  us  to  cope  more  effec- 
tively with  the  problems  of  acute  illness, 
evidence  concerning  the  incidence  of  chronic 


illness,  particularly  in  childhood,  has  be- 
come more  apparent.  The  major  chronic 
illness  of  childhood,  the  complexities  of  which 
are  being  revealed  only  now,  is  allergy.  A 
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recently  completed  survey  showed  that  23.7 
per  cent  of  children  between  infancy  and 
age  fifteen  have  a major  allergy.' 

Pollen  is  generally  accepted  as  a major 
cause  of  allergy  in  the  United  States.  In 
this  part  of  the  country  the  pollen  season 
starts  around  the  middle  of  March  and  lasts, 
with  minor  interruptions,  to  about  the  middle 
of  October.  Anywhere  from  7 to  10  per 
cent  of  the  total  population  exhibit  signifi- 
cant symptoms  of  pollen  allergy  during  one  or 
several  of  the  various  pollen  seasons,  accord- 
ing to  the  Allergy  Foundation  of  America. 
In  some  cases  these  symptons  are  limited 
to  the  upper  respiratory  tract,  but  more  of- 
ten the  lower  respiratory  tract  is  involved 
also. 

Methods  of  Treatment 

Historically,  the  goals  of  treatment  of  any 
allergic  illness  have  been;  (1)  the  effective 
relief  of  symptoms,  (2)  the  avoidance  of  fur- 
ther complications,  and  (3)  the  production 
of  thermostable  antibodies  which,  it  is 
thought,  may  equate  with  immunity.  Good 
results  have  been  achieved  in  the  past  in  up 
to  90  per  cent  of  children  w'ho  were  treated 
by  means  of  the  “classic”  hyposensitization 
technics,  but  there  have  been  shortcomings: 
The  method  is  time-consuming,  costly,  and 
bothersome.  Nevertheless,  hyposensitiza- 
tion to  specific  pollen  has  remained  the  most 
acceptable  and  reliable  means  of  minimizing 
symptoms  and  avoiding  secondary  complica- 
tions, particularly  pollen  asthma.  Any 
new  method  of  treatment,  assuming  it  gives 
as  good  results  as  classic  hyposensitization, 
might  offer  advantages  in  terms  of  lessening 
the  number  of  required  visits  to  the  doctor’s 
office  and  lowering  the  cost  to  the  patient, 
in  hours  as  well  as  in  dollars. 

Oral  antihistaminic  drugs  have  proved  to 
be  useful  adjunctive  agents  for  the  relief  of 
mild  or  moderate  hay  fever  in  children. 
They  are  generally  ineffective,  however, 
when  used  to  relieve  the  symptoms  of 
pollen  asthma.  Moreover,  antihistamines 
are  limited  in  their  area  of  usefulness  and 
do  not  have  the  power  to  immunize  the 
patient  against  the  offending  antigens.  It 


has  further  been  observed  that  when  such 
drugs  are  used  alone  for  the  treatment  of 
hay  fever  in  children,  the  complication  of 
asthma  develops  sooner  than  in  those  children 
in  whom  no  antihistamines  were  employed. 

Adrenal  corticosteroids  have  been  recom-  ! 
mended  similarly  for  the  palliative  treat- 
ment of  pollinosis,  but  there  is  an  ever-  j 
growing  concern  and  awareness  of  the  multi- 
plicity of  possible  side-effects  when  these 
drugs  are  used  other  than  for  very  short 
periods  of  time. 

There  have  been  repeated  attempts  to 
modify  and  improve  the  accepted  form  of 
perennial  treatment  of  pollinosis.  Sutton® 
used  a repository  type  of  single-injection 
treatment  in  1923,  incorporating  undried,  un-  i 
defatted  ground  pollen  in  an  olive  oil 
vehicle.  He  reported  that  80  per  cent  of  his 
patients  obtained  complete  relief  and  that 
the  others  were  moderately  improved. 
He  noted  that  “The  olive  oil  delays  absorp- 
tion and  the  suspension  adds  the  proteins  left 
in  the  residue  of  water  extracts.  Also  the 
slow  absorption  allows  the  use  of  larger 
doses  and  decreases  the  danger  of  severe 
reactions.”  There  were  no  general  reactions 
reported  in  his  patients. 

Since  then,  renewed  attempts  have  been 
made  to  shorten  the  time  required  for  hypo- 
sensitization by  further  slowing  absorption 
of  the  allergen  from  the  injection  site.  1 1 was 
postulated  that  emulsification  of  the  anti- 
gen might  lead  to  minimal  effective  release 
over  a longer  period  of  time,  thus  providing 
a more  prolonged  antigenic  stimulus  and  a 
consequent  increase  in  the  titer  of  blocking 
antibodies.  Various  technics  were  employed 
in  attempting  to  achieve  this  goal.  They 
were  largely  abandoned,  either  because  of  t he 
many  untow'ard  reactions  that  resulted  or 
because  of  inadequate  results. 

Freund  and  McDermott"*  in  1942  demon- 
strated a potentiation  and  prolongation  of 
antibody  response  when  antigenic  substances 
emulsified  in  mineral  oil  were  injected  intra- 
muscularly in  test  animals.  Loveless®’®  is 
credited  with  having  applied  these  observa- 
tions to  pollinosis,  carrying  out  major  basic 
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studies  in  making  emulsions  or  repository 
injections  of  pollen  in  mineral  oil.  In  a series 
:jf  investigations  extending  over  a period  of 
[more  than  fifteen  years,  concerned  with  the 
jmeasurement  of  the  development  of  hlock- 
|ing  antibody,  Loveless  developed  a dilution 
technic  of  conjunctival  testing,  did  serum 
studies  for  reagin  and  antibody  content,  and 
suggested  a cpiantitative  relationship  be- 
tween conjunctival  response  and  dose  of 
pollen  extract  needed  for  protection. 

In  the  past  five  years,  Brown^“®  has  been 
in  the  forefront,  of  those  who  have  (*on- 
tributed  most  to  the  development  of  the 
repository  treatment  of  pollinosis.  He  has 
i('fiiied  and  modified  his  technic  constantly, 
he  has  spurred  the  development  and  com- 
mercial manufacture  of  an  office-size  appara- 
tus (the  Kmulsor)  which  permits  the  prepara- 
tion of  safe  emulsions  quickly  and  easily,  and 
he  has  been  vigorous  in  presenting  and  pub- 
lishing his  theses  and  his  results  to  the 
profession  at  large. 

It  was  suggested  initially  that  pollen- 
repository  treatment  be  given  only  to 
patients  who  were  hyperreactive  to  aque- 
ous extracts,  patients  who  had  had  such 
severe  reactions  that  they  refused  to 
take  further  injections  of  this  type.  It  is 
now  recommended  that  the  pollen-reposi- 
tory type  of  treatment  be  considered  the 
treatment  of  choice  for  all  uncomplicated 
pollen  cases,  for  patients  who  travel  a good 
deal,  and  for  those  who  refuse  to  recognize 
the  need  for  regular  visits  to  their  physicians 
to  secure  effective  preseasonal  or  perennial 
treatment. 

The  best  time  for  giving  pollen  repository 
treatment  is  usually  thi’ee  months  prior  to 
the  onset  of  the  specific  pollen  season. 
However,  treatment  may  be  given  safely  up 
t.()  the  actual  start  of  the  season  by  varying 
the  route  of  administration.  The  repository 
is  absorbed  more  rapidly  when  given  intra- 
muscularly than  subcutaneously.  Thus,  the 
patient  who  does  not  appear  for  treatment 
t hree  months  prior  to  his  pollen  season  may 
still  be  treated  effectively  by  means  of  the 
more  rapidly  ab, sorbed  route. 


Preparation  of  Emulsions 

The  water-in-oil  emulsions  were  prepared 
originally  by  hand.  This  was  hard  labor 
and  time-consuming,  and  it  produced  only 
fair  repositories,  as  well  as  a fair  number  of 
calluses.  Fortunately,  this  hand  method 
has  now  been  replaced  by  several  commer- 
cially available  apparatuses.  The  office 
emulsifier  developed  by  Brown,  which  makes 
use  of  25-gauge  double-hubbed  needles,  per- 
mits the  preparation  of  safe  emulsions 
which  neither  cream  nor  crack.  The  diam- 
eter of  the  droplet  obtained  from  such  an 
emulsion  is  between  0.1  and  0.25  micron. 
Plmulsions  which  contain  larger  droplets  oi- 
droplet-s  which  are  variable  in  size  are  con- 
sidered not  safe  to  use  and  may  cause 
systemic  reactions.  Brown  states  that  “the 
smaller  and  the  more  uniform  the  size  of  the 
droplets,  the  more  stable  the  emulsion.”^ 

The  handling  and  preparation  of  all  mate- 
rials used  in  the  repository  must  be  done 
under  absolutely  sterile  conditions.  The 
antigen,  preferably  undefatted,  is  infixed  with 
an  oil  base,  an  emulsifying  agent,  and  a 
wetting  agent  in  the  following  proportions: 
100  cc.  of  antigen  mixed  with  102  cc.  of 
solution,  comprised  of  65  cc.  of  Drakeol 
6-VR  (vehicle),  35  cc.  of  Arlacel  A (emulsi- 
fying agent),  and  2 cc.  of  Tween-80  (oleic  acid, 
wetting  agent).  Then  the  mixture  is  emulsi- 
fied in  the  Brown  emulsifier  or  another  com- 
petent apparatus  through  an  18-gauge  needle 
for  fifty  minutes,  then  through  a 22-gauge 
needle  for  twenty  minutes,  and  finally 
through  a 25-gauge  needle  for  twenty  min- 
utes. An  examination  of  the  emulsion  under 
a microscope  must  precede  its  use  to  verify 
the  fact  that  there  is  no  aqueous  phase. 
Any  emulsion  which  has  been  left  standing 
for  more  than  an  hour  should  be  re-emulsi- 
fied  through  an  18-gauge  needle  for  twenty 
minutes  and  checked  microscopically.  It 
has  been  suggested  that  the  newer  emulsions, 
with  their  smaller  and  more  uniform  par- 
ticle size,  remain  stable  for  periods  of  up 
to  six  months  if  they  are  properly  refrigerated. 
However,  all  emulsions  must  be  re-examined 
microscopically  immediately  prior  to  use. 
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Adntinistration  of  Repository  Emulsion 

When  emulsions  were  prepared  by  hand, 
if  less  than  10  per  cent  of  the  extract  was 
in  an  aqueous  phase,  as  viewed  under  the 
microscope,  the  emulsion  was  acceptable 
for  use.  It  was  customary  to  premedicate 
the  patient  with  an  oral  antihistamine  and  an 
adequate  dose  of  one  of  the  corticosteroids 
forty-five  minutes  before  the  repository 
treatment.  In  addition,  ten  minutes  before 
treatment,  epinephrine  hydrochloride 
1 : 1,000,  0.15  to  0.3  ml.,  was  injected  subcu- 
taneously about  one  inch  proximal  to  the 
site  selected  for  the  repository  injection. 
The  epinephrine  acts  as  a vasoconstrictor, 
but  if  it  and  the  repository  are  given  at  the 
same  site  the  emulsion  will  break  down.  For 
post-injection  treatment,  a long-acting  anti- 
histamine and  an  adequate  dose  of  corticos- 
teroid were  given  at  four-hour  intervals  for 
twelve  hours.  Many  mild  to  severe  reac- 
tions, ranging  from  local  swelling  to  severe 
anaphylaxis,  were  reported.  This  is  not 
surprising,  since  in  the  treatment  of  the 
allergic  population  up  to  10  per  cent  have 
been  established  to  be  “exceedingly”  hyper- 
sensitive. 

However,  with  the  newer  technics  now 
employed,  pre-  and  postrepository  medica- 
tion is  considered  unnecessary,  except  for  0. 1 
to  0.3  ml.  of  a long-acting  epinephrine  sub- 
stance injected  subcutaneously  proximal  to 
the  repository  site  ten  minutes  before  treat- 
ment. Patients  who  have  not  been  pre- 
medicated may  nevertheless  be  given  large 
doses  of  the  newer  emulsions,  presumably 
because  they  have  a greater  inherent  safety 
factor.  From  a medicolegal  point  of  view, 
it  is  preferable  to  pre-  and  postmedicate  as 
hitherto  suggested.  It  must  be  emphasized, 
however,  that  immunologically  neither  anti- 
histamines nor  corticosteroids  will  protect  a 
patient  against  severe  immediate  anaphy- 
lactic reactions. 

Because  of  the  nature  of  the  emulsion, 
certain  precautions  must  be  observed  in 
administering  a repository.  Alcohol  should 
not  be  used  either  on  the  skin  or  on  the 
needle,  since  it  will  break  down  the  emulsion 


and  render  it  unsafe  for  use.  Syringes 
should  never  have  contained  glycerine  and 
must  be  dry — even  the  slightest  dampness 
will  break  down  the  emulsion.  After  use, 
syringes  cannot  be  cleansed  in  the  usual 
manner  but  must  be  washed  in  a dilution  of 
a cleanser  such  as  Vel. 

Skin  Tests 

Prior  to  repository  treatment,  all  children 
must  be  skin-tested  by  scratch  or  pressure- 
puncture  tests  and  intradermal  technics. 
Conjunctival  tests  should  be  done  in  older 
children  who  will  accept  it.  Estimates  for 
the  correct  dosage  of  the  repository  emulsion 
are  based  on  the  results  of  these  tests. 
There  is  considerable  controversy  on  the 
relative  merits  of  the  various  tests  and  on 
their  relation  to  quantitative  estimates  of 
dosage  levels.  There  is  general  agreement, 
however,  that  no  precise  tests  have  yet  been 
devised  by  means  of  which  exact  pollen 
dosage  requirements  can  be  determined 
a priori.  The  tests  listed  above  are  of  value 
as  qualitative  guides. 

Scratch  or  pressure-puncture  tests  are 
performed  using  a freshly  prepared  solu- 
tion containing  20,000  protein  nitrogen 
units  per  cubic  centimeter  of  the  specific 
antigen.  When  the  results  of  these  tests 
are  negative,  intradermal  tests  should  be 
performed,  using  a solution  of  1,000  protein 
nitrogen  units  per  cubic  centimeter.  If  re- 
sults are  negative,  the  intradermal  test  is 
repeated  with  a solution  of  2,000  protein 
nitrogen  units  per  cubic  centimeter.  Con- 
junctival tests  make  use  of  specific  solutions 
which  vary  in  strength  from  10  to  10,240  pro- 
tein nitrogen  units  per  cubic  centimeter. 

Children  who  have  positive  scratch  or  pres- 
sure-puncture test  reactions  are  given  a re- 
pository dosage  of  up  to  5,000  protein  nitro- 
gen units  of  the  specific  pollen  antigen. 
Those  children  who  have  negative  reactions 
to  these  tests  and  who  have  1 or  2 -|-  intra- 
dermal test  reactions  should  receive  up  to 
10,000  protein  nitrogen  units.  Children  who 
have  positive  clinical  histories  relating  to  a 
specific  pollen  season  but  who  have  negative 
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j reactions  to  all  tests  are  called  refractory 
pollen  cases  and  should  be  given  the  maxi- 
I mum  of  10,000  protein  nitrogen  units  of  the 
1 specific  antigen.  The  repository  should  be 
given  in  divided  do.ses,  with  the  first  or  prim- 
ing dose  no  more  than  5 per  cent  of  the 
'■  anticipated  total  dose.  The  second  or 
immunizing  dose  should  be  given  approxi- 
mately two  to  four  weeks  later.  Pre-  and 
postrepository  medication,  as  described  pre- 
viously, should  be  administered  in  conjunc- 
tion with  both  the  priming  and  the  im- 
munizing dose.  In  general,  children  are 
known  to  tolerate  either  aqueous  or  reposi- 
tory treatments  with  less  difficulty  than  do 
adults.  Occasionally,  however,  a particularly 
I hypersensitive  child  is  encoimtered.  In 
I such  cases,  caution  must  be  exercised,  and 
! dosages  must  be  scaled  down  sharply  and 
administered  over  a series  of  visits. 

Certain  precautions  are  necessary  during 
the  twenty-four  hours  following  any  reposi- 
tory treatment.  Specifically,  the  patient 
must  avoid  excessive  activity,  and  known 
allergenic  foods  must  be  omitted  from  the 
diet.  Any  trauma  at  the  site  of  the  injection 
must  be  avoided,  since  trauma  may  break  up 
the  emulsion.  The  resultant  rapid  release 
of  antigen  could  very  well  give  rise  to  a 
serious  anaphylactic  reaction. 

Results  of  Repository  Treatment 

The  reports  of  results  with  repository  treat- 
ment have  been  generally  good.  Initial  re- 
ports were  uniformly  favorable.  Within 
the  past  two  years,  however,  failures  have 
been  reported.  Their  number  is  still  min- 
imal. Brown,*  in  reviewing  the  results  in  a 
group  of  685  patients  treated  with  ragweed 
repository  in  1958,  recorded  that  56  cases  had 
significant  hay  fever  symptoms  during  the 
pollen  season.  An  additional  57  patients 
had  some  mild  disconofort,  giving  a total 
of  approximately  16  per  cent  classified  as 
“treatment  failures.”  In  1959,  Brown®  re- 
ported 13  per  cent  “failures”  in  a group  of 
1,064  patients  who  had  received  repository 
treatment  during  the  previous  year  or  two 
for  ragweed  pollinosis. 


Feinberg,“  reporting  his  results  with  rag- 
weed repository  treatment,  indicated  that 
17  of  his  26  patients  had  had  good  to  excellent 
results.  Of  the  remaining  9,  2 had  fair  pro- 
tection and  5 poor,  and  in  2 there  was  no 
follow-up.  Loveless”  reported  that  75  per 
cent  of  a series  of  128  patients  who  had  re- 
ceived ragweed  emulsion  therapy  “re- 
sponded well.”  In  an  unreported  study  of 
55  children,  ranging  in  age  from  six  through 
fourteen,  the  results  of  ragweed  repository- 
treatment  were  good  in  slightly  more  than 
half.  ” These  children,  seen  in  the  Children’s 
Allergy  Clinic  of  the  Bronx  Municipal  Hos- 
pital Center,  previously  had  been  given 
either  multiple-injection  or  ragw('cd-i-oposi- 
tory  treatment. 

Reaction  Rate 

A reaction  rate  of  up  to  10  per  cent  was 
reported  in  early  studies  of  repository  treat- 
ment. Many  of  these  reactions  were  of  a 
severe  nature.  However,  as  the  technic  of 
preparation  and  administration  of  pollen 
repository  treatment  has  improved,  fewer 
severe  sequelae  have  been  reported.  Re- 
actions have  ranged  from  anaphylaxis  to 
abscesses,  generalized  hives,  localized  hives 
at  the  injection  site,  and  itching  or  flushing 
of  the  skin  at  the  injection  site.  Brown,®  in 
his  series  of  1,064  patients,  reported  25  pa- 
tients who  reacted  systemically  to  the  re- 
pository. Feinberg,^®  with  26  patients,  re- 
ported one  systemic  reaction  and  several  in- 
stances of  local  phenomena  (redness,  itching, 
and  so  forth).  Loveless”  reported  37  re- 
actions in  her  group  of  128  patients,  ranging 
from  severe  (1  patient)  to  borderline  (24 
patients). 

In  our  study  at  the  Bronx  Municipal  Hos- 
pital Center,”  the  following  reactions  were 
noted:  2 children  developed  angio-edema  of 
the  lips  within  one  hour  after  treatment 
and  subsequent  angio-edema  of  the  extremi- 
ties which  has  persisted  for  several  weeks; 
1 child  developed  cyanosis  of  the  lips  and 
tongue  shortly  after  treatment,  which  lasted 
for  two  weeks  (this  child  was  studied  for 
cardiac  abnormalities  and  found  normal) ; 1 
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child  developed  an  abscess  at  the  injection 
site  within  a week  after  treatment;  1 child 
developed  canker  sores  within  twenty-four 
hours  after  each  of  three  separate  repository 
injections,  given  at  intervals  of  more  than 
four  weeks;  and  several  patients  developed 
sizable  tender  nodules  which  were  still  pal- 
])able  two  months  after  the  repository  injec- 
tions. This  gave  us  a reaction  rate  of  ap- 
))roximately  12  to  15  per  cent. 

The  question  of  possible  carcinogenic 
effects  due  to  the  repository  vehicle  has  been 
raised.  As  yet  no  definitive  answer  is 
available,  but  neither  Loveless  nor  Brown  in 
their  many  years  of  experience  have  found 
any  evidence  of  such  effect.  The  question  is 
still  being  studied. 

I*hysirian-Pa  I ien  I Rela  I ion  sli  ip 

One  other  aspect  of  therapy  worthy  of 
mention  at  this  point  is  the  physician- 
patient  relationship  and  what  effect,  if  any, 
repository  treatment  is  likely  to  have  on  it. 
We  are  all  aware  of  the  beneficial  therapeutic 
effects  which  sometimes  accrue  from  the  con- 
tinuing presence  of  the  physician  during  the 
course  of  an  illness.  Particularly  in  chronic 
illness,  such  as  allergy,  which  may  have  a 
psychogenic  overlay,  the  genuinely  inter- 
ested physician  usually  assumes  a signifi- 
cance in  the  eyes  of  his  patient  which  is  far  out 
of  proportion  to  his  role  as  the  giver  of  in- 
jections. It  seems  likely  that  in  the  reposi- 
tory treatment  of  pollinosis,  where  contact 
between  the  physician  and  patient  is  limited 
to  two  or  three  meetings  a year,  this  rela- 
tionship will  not  flourish,  and  the  benefits  of 
it  will  not  obtain.  In  some  cases  this  will 
make  no  difference,  but  certainly  we  will 
encounter  some  patients  in  our  practice  for 
whom  the  lack  of  a continuing  relationship 
with  the  physician  will  make  the  difference 
between  “good”  and  “not  so  good”  results 
of  treatment. 

('oni  men  t 

In  the  final  analysis,  pollen  repository 
treatment,  although  still  experimental,  is  not 
completely  new.  It  has  evolv(‘d  over  a 


period  of  thirty-five  years  into  a practical  and 
potentially  valuable  method  of  treatment  for 
pollinosis  and  other  inhalant  allergy. 

Significant  differences  in  results  have 
been  reported  in  the  literature.  One  possi- 
ble reason  for  this,  which  hitherto  has  been 
largely  ignored,  was  demonstrated  in  the 
study  at  the  Bronx  Municipal  Hospital 
Center  this  past  season.'-  It  was  noted 
that  the  patients  (and  their  parents)  were 
quick  to  forget  having  experienced  symptoms 
of  pollinosis  once  the  season  had  ended. 
When  questioned  closely  at  weekly  inter- 
vals during  the  season,  however,  mem- 
ories of  discomfort  were  still  fresh  and  could 
be  reported  accurately.  In  some  cases,  once 
the  season  had  ended,  the  patients  were 
found  to  have  forgotten  even  illnesses  for 
which  medications  had  been  prescribed. 
Perhaps  this  proneness  to  forget  explains 
in  some  measure  differences  in  results  of  treat- 
ment as  reported  in  the  literature. 

16  East  79th  Street,  New  York  21 
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Allergic  Aspects  of  Serous  Otitis  Media  in  Childhood 

HAROLD  I.  DECKS,  M.D.,  PHILADELPHIA,  PENNSYLVANIA 
{From  the  Children’s  Hospital  of  Philadelphia) 


OTITIS  media  in  the  infant  and  child, 
whether  acute,  chronic,  or  recurrent, 
usually  has  an  infectious  implication.  With 
the  advent  of  chemotherapeutic  agents  such 
as  sulfa  drugs  and  antibiotics,  for  the  most 
part  the  acute  phase  of  middle  ear  disease  has 
been  controlled.  There  remains,  however,  a 
small  number  of  patients  who  fail  to  respond 
to  these  measures  and  who  reaccumulate 
a fluid-like  secretion  in  the  middle  ear.  In 
others,  the  otitis  media  has  no  apparent  in- 
fectious antecedent  cause  and  occurs  spon- 
taneously. In  both  groups  the  secretion 
varies  from  a thin  watery  consistency  to  a 
thick  gel-like  viscid  substance.  Because  of 
the  characteristics  of  the  fluid  usually  ob- 
tained on  aspiration,  the  term  of  serous  or 
secretory  otitis  media  has  been  used.  A 
more  precise  classification  has  been  suggested 
by  Senturia'“®  and  is  based  on  the  protein 
and  cellular  content  as  well  as  the  bacterio- 
logic  characteristics  of  the  middle  ear  effu- 
sion. 

Because  the  number  of  therapeutic  fail- 
ures increased  despite  adequate  chemo- 
therapy, attempts  were  made  to  eradicate 
infection  by  surgical  removal  of  the  naso- 
pharyngeal lymphoid  ma.ss  (adenoids) ; in  a 
few  patients  when  this  procedure  had  al- 
H'ady  been  employed,  irradiation  of  the 
posterior  pharyngeal  ^’ault  by  radium  or 
roentgen  rays  was  used.  Apparently  these 
measures  were  inadequate  because  recur- 
rences of  the  serous  otitis  media  were  still 
evident. 

Method 

In  the  pa.st  few  years  various  authors  and 
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Fig.  1.  Significant  anamnestic,  clinical,  and  lab- 
oratory findings  in  82  children  with  otitis  media. 


investigators  have  introduced  the  concept 
of  hypersensitivity  as  an  etiologic  factor  to 
explain  the  periodicity  and  episodic  nature  of 
this  ailment.^^®  To  evaluate  the  signifi- 
cance of  this  concept,  a case  study  was  made 
of  82  children  brought  to  this  office  in  the 
past  five  years  with  a diagnosis  of  frequent 
bouts  of  otitis  media,  hearing  loss,  and  a 
suspicion  of  allergy. 

A summary  of  the  salient  data  obtained  in 
our  study  is  indicated  in  Figures  1 and  2. 
Figure  1 shows  the  incidence  of  a positive 
family  history  of  allergy,  whether  or  not  one 
or  both  parents  exhibits  a major  allergic 
complex;  frequency  of  adenotonsillectomj^ ; 
evidence  of  significant  positive  skin  test  re- 
actions; associated  allergic  illnesses,  and 
nasal  eosinophilia.  Figure  2 shows  the  rc- 
lation.ship  of  the  existing  otitis  media  with 
the  ingestion  of  a good  allergen,  infection,  or 
other  allergic  factors.  Figure  3 summarizes 
the  modes  of  treatment  and  the  results. 

The  characteristic  audiogram  is  indicated 
in  Figure  4 and  is  representative  of  many  of 
the  children.  The  defect  is  bilateral  and 
presents  a relatively  flat  curve  with  a 25  to 
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Fig.  2.  Etiologic  factors  of  importance  in  82 
children  with  serous  otitis  media. 


Fig.  4.  Characteristic  audiogram  of  children 
with  serous  otitis  media. 
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Fig.  3.  Methods  of  treatment  and  results  in  82 
children  with  serous  otitis  media. 

30  decibel  loss  level.  Usually  the  hearing 
loss  has  an  insidious  onset  and  is  marked  by 
remissions  and  exacerbations.  On  examina- 
tion, the  tympanic  membrane  appears  full 
and  bulging  with  an  amber  or  bluish  dis- 
coloration and  loss  of  the  normal  trans- 
lucency.  Distortion  and  obliteration  of 
normal  landmarks  occur  invariably,  and  a 
fluid  level  is  rarely  detected.  Spontaneous 
rupture  and  a persistent  aural  discharge  are 
infreiiuent.  Aspiration  or  paracentesis  of 
the  middle  ear  usually  will  substantiate  the 
diagnosis. 

The  amount  of  fluid  obtained  is  meager 
(0.10  to  1.5  cc.)  varying  in  consistency  from 
that  of  a free-flowing  liquid  to  that  of  a viscid 
secretion  which  coagulates  quickly  on  expo- 
sure to  air.  In  a study  of  10  specimens 
(stained  by  the  Hansel  technic)  no  eosino- 


phils were  found.  Bacteriologic  and  viro- 
logic  studies  made  in  a few  patients  were 
also  without  significance.  These  results 
have  been  confirmed  by  other  authors.  Pro- 
tein electrophoretic  patterns  were  carried  out 
on  8 specimens  by  means  of  paper  electro- 
phoresis. Our  results  to  date  indicate  that 
this  material  has  a content  similar  qualita- 
tively and  quantitatively  to  that  of  blood 
plasma.  No  abnormality  of  the  alpha,  beta, 
or  gamma  fractions  could  be  detected.  From 
these  few  studies  the  fluid  appears  to  re- 
semble a transudate  rather  than  an  exudate 
(Fig.  5). 

Results 

Though  clinical  exacerbation  was  corre- 
lated most  frequently  with  infection  (59 
cases),  a lack  of  allergic  control,  as  mani- 
fested by  nasal  turbinate  engorgement,  dis- 
coloration, and  mucoid  secretion,  had  a sim- 
ilar effect.  Unfortunately,  it  was  frequently 
difficult  to  establish  a specific  allergic  ri'- 
sponse,  when  it  was  obscured  by  the  inflam- 
matory reaction  (71  cases).  In  about  half 
the  patients  (41)  a specific  food  at  one  time 
or  another  could  be  implicated  in  the  attack. 
The  food  might  be  milk,  eggs,  chocolate, 
peanuts,  corn,  chicken,  or,  infrequently, 
wheat.  Food-test  reactions  were  seldom 
helpful  in  determining  the  responsible  aller- 
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Fig.  5.  Electrophoretic  protein  analysis  of  ear  fluid. 


5611.  Reliance  usually  was  placed  on  elim- 
nation  and  trial  diets.  In  these  patients 
in  effort  was  made  to  reproduce  the  attack 
otitis  media  following  a period  of  food 
vvithdrawal.  Unfortunately  no  masked 
feedings  were  attempted.  In  an  occasional 
patient  the  effect  of  ingesting  an  offending 
allergen  was  dramatic,  and  the  response  was 
manifested  almost  immediately  by  earache, 
fever,  and  the  appearance  of  bullous  lesions 
on  the  tympanic  membrane.  Inhalant  sen- 
sitivity was  seldom  this  apparent,  although  2 
patients  had  a similar  reaction  from  animal 
danders  (i^at  and  feather).  Undoubtedly 
both  type's  of  reaction  were  urticarious  in 
nature.  Pollinosis  occurred  in  about  one 
fourth  of  the  patients,  but  overt  attacks  of 
otitis  media  were  seldom  evident  during  the 
pollen  seasons.  Bronchial  asthma  had  a 
similar  patient  distribution  (20  cases) ; how- 
ever, during  the  acute  attacks  ear  complaints 
wei’('  minimal.  This  shift  in  shock  organ 
reactivity  was  readily  apparent  clinically. 


As  one  might  expect,  evidence  for  the 
existence  of  allergic  rhinitis  was  found  in  69 
children.  This  was  corroborated  by  a nasal 
fluid  eosinophilia  (70  cases).  Curiously,  in 
many  of  these  children  nasal  complaints  sug- 
gestive of  allergic  rhinitis  were  seldom  em- 
phasized by  the  parent  prior  to  the  onset  of 
the  ailment.  In  contradistinction  6 chil- 
dren who  had  been  under  allergic  manage- 
ment for  other  respiratory  or  atopic  illnesses 
also  manifested  attacks  of  secretory  otitis 
media  after  varying  intervals  of  time  (two  to 
four  years).  In  4 children,  the  removal  of 
the  enlarged  adenoidal  lymphoid  mass  re- 
sulted in  a promj)t  improvement.  This 
would  serve  tn  point  up  the  changing  state  of 
the  atopic  disease. 

A positive  family  history  of  one  or  more 
of  the  major  allergic  complexes  was  en- 
countered in  more  than  60  per  cent  of  the 
children.  In  an  isolated  parent,  ear  prob- 
lems and  deafness  also  had  been  evident 
in  their  childhood. 
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All  of  our  children  had  screening  skin 
tests.  These  included  scratch  tests  with  the 
common  environmental,  inhalant,  pollen, 
and  mold  allergens.  Food  testing  as  already 
mentioned  was  limited  unless  the  historical 
or  clinical  facts  otherwise  indicated  addi- 
tional studies.  Positive  test  results  were  re- 
checked, and  negative  test  results  were  re- 
evaluated by  intradermal  testing.  In  this 
manner  72  children  had  significant  reactions 
to  these  antigens.  The  bulk  of  the  patients 
reacted  to  the  common  inhalant  and  pollen 
antigens. 

In  the  majority  of  children  (67)  surgical 
removal  of  the  adenoidal  lymphoid  tissue 
had  been  performed  on  at  least  one  occasion 
prior  to  the  patient’s  initial  visit.  In  7 
children  efforts  were  made  to  destroy  the 
regrowth  of  lymphoid  tissue  in  the  naso- 
pharynx by  means  of  roentgen-ray  or  radiiun 
emanation.  These  procedures  had  been  car- 
ried out  prior  to  the  reports  of  the  hazards 
of  irradiation  of  the  neck  and  its  contiguous 
structures.  The  failure  of  these  measures  to 
interrupt  the  course  of  the  illness  was  strik- 
ing. 

Management  of  Allergy 

The  management  of  allergy  in  nearly  all  of 
our  children  consisted  of  a combined  effort 
toward  the  dietary  exclusion  of  the  suspected 
food  allergens,  hyposensitization  with  the 
significant  inhalant  and  pollen  allergens, 
environmental  control  measures,  and  chemo- 
prophylaxis. This  last  procedure  was  used 
frequently  when  infection  was  dominant  in 
the  exacerbation.  Usually  one  of  the  long- 
acting  sulfa  drugs  was  employed  (sulfa- 
ethylthiadiazole  or  sulfadimethoxine).  In 
no  instance  was  any  severe  untoward  effect 
observed.  The  dosage  was  determined  by 
ago  and  weight.  Under  the  age  of  two  years 
0.5  Gm.  was  offered  daily,  and  above  this 
level  a gram  a day  was  provided.  If  the 
clinical  response  was  poor,  bacteriologic  stud- 
ies were  made  of  the  nasopharynx,  and  the 
chemotherapeutic  agent  was  selected  accoi  d- 
ing  to  the  respective  sensitivity  of  the  bac- 
terial flora.  In  this  manner  effective  control 


of  the  otitis  media  was  established  in  8 1 
children,  when  chemoprophylaxis  was  com-  I 
bined  with  other  antiallergic  measures  ex- 
clusive of  hyposensitization.  In  11  children  ^ 
adenoidectomy  was  used  to  complement  the  j 
program  of  treatment.  Nearly  all  had  mas- 
sive enlargement  of  the  adenoidal  lymphoid  | 
mass  which  failed  to  reduce  in  size  after  a | 
minimum  of  six  months  of  specific  allergic  I 
management.  Following  this  procedure,  | 
antiallergic  treatment  was  continued  for  a ' 
year  or  more.  In  all  the  response  was  excel-  ' 
lent,  and  no  further  attacks  of  otitis  were 
observed.  Specific  hyposensitization  was 
carried  out  in  41  children  and  was  used 
to  supplement  treatment  with  an  autog-  j 
enous  bacterial  vaccine  in  16  other  patients,  j 
In  17  children,  autogenous  bacterial  vaccine 
alone  was  employed  when  skin  tests  were 
noncontributory  and  other  antiallergic 
measures  failed.  In  a few  patients,  di- 
uretics and  steroids  were  employed  to  deter- 
mine their  effectiveness.  However,  these 
agents  were  consistently  ineffective  and  for 
this  reason  were  seldom  used  as  therapeutic 
aids. 

Criteria 

Criteria  for  the  evaluation  of  our  results 
were  exceedingly  difficult  to  establish.  The 
restoration  of  hearing  acuity  and  freedom 
from  attacks  of  serous  otitis  media  were  used 
as  yardsticks  of  improvement.  If  both 
could  be  maintained  for  three  months,  the 
response  was  considered  excellent.  When 
there  was  only  a sporadic  bout  of  otitis 
media  with  other  progressive  improvement, 
particularly  of  the  hearing  defect,  the  re- 
sult was  considered  fair.  All  others  were 
categorized  as  failures.  The  follow-up 
period  extended  from  six  months  to  several 
years.  Retiirn  visits  were  made  onc-e  a 
year  after  hyposensitization  and  other 
therapeutic  measures  were  stopped.  In  this 
manner  53  of  73  children  had  an  excellent 
result.  1 1 had  a fair  response,  and  9 were 
declared  failures.  (Nine  children  were  ex- 
chided  because  of  an  inadequate  follow-uj) 
study.) 
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\lievietv  €>f  Findings 

I Although  statistics  are  meager,  there  has 
[been  increasing  evidence  of  a rise  in  the 
numbers  of  patients,  particularly  children, 
with  problems  of  recurrent  secretory  otitis 
media.  This  is  attested  by  the  empiric  ob- 
servation of  the  otolaryngologist,  the  pedia- 
trician, and  the  allergist  and  by  the  numer- 
ous papers  appearing  in  the  literature.  The 
problem  has  gained  increasing  import  be- 
cause of  its  frequent  association  with  con- 
ductive deafness  and  its  high  morbidity  in 
the  school  child.  Except  for  infection  and 
adenoidal  hypertrophy,  no  other  specific 
etiologic  cause  was  sought  or  identified  until 
recent  years.  This  could  be  attributed  in 
part  to  the  increasing  number  of  thera- 
peutic failures  treated  by  means  of  anti- 
microbial agents,  surgerj'  of  the  adeno- 
tonsillar  mass,  and  efforts  to  destroy  the 
hmphoid  tissue  of  the  nasopharynx  by 
means  of  radium  or  roentgen  rays. 

Attention  was  directed  gradually  toward 
hypersensitivity  by  clinical  obser\'a- 
tions,^^'®-’^  reports  of  eosinophilic  cells  in 
the  effusion,  and  reproduction  of  the  disease 
in  the  experimental  animal.  Koch’®-^^  sev- 
eral years  ago  demonstrated  primary  sensi- 
tization of  the  mucous  membrane  and 
contiguous  structures  of  the  middle  ear  of  the 
guinea  pig.  Such  antigens  as  horse  serum 
and  milk  were  used,  and  the  interaction  with 
its  respective  antibody  resulted  in  a serous 
effusion,  high  in  protein  with  an  eosinophilic 
cellular  exudation. 

In  man,  direct  evidence  for  hypersensi- 
tivity has  been  unproved  and  is  based  on  pre- 
sumptive evidence  such  as  the  finding  of  a 
significant  number  of  eosinophils  in  the 
middle  ear  effusion  or  nasal  smear,  clinical 
appearance  of  the  respiratory  mucous  mem- 
branes, particularly  the  nasal  turbinates, 
the  occurrence  of  an  associated  allergic 
respirator^'  or  other  illness,  and  evidence  of  a 
major  atopic  disease  in  the  family  of  the 
patient.  Further  confirmation  is  made 
when  the  syndrome  is  reproduced  by  re- 
exposure to  the  specific  allergen  after  a suit- 
able period  of  exclusion  from  the  diet  or 


environment. 

Our  studies  would  lend  credence  to  th(> 
plausibility  of  the  participation  of  the 
tubotympanic  and  nasopharyngeal  mucous 
membrane  in  the  allergic  tissue  reaction. 
Except  for  the  absence  of  eosinophilia  in  the 
effusion  or  fluid  of  the  middle  ear,  all  other 
criteria  have  been  fulfilled.  This  lack  of 
cellular  content  in  the  secretion  contrasts 
sharply  with  the  reports  of  earlier  authors 
who  reported  frequent  recovery  of  the 
eosinophilia.  Some  question  arises  as  to 
whether  or  not  thej'  were  treating  a chronic 
suppurative  process  rather  than  a secretorj' 
otitis  media.  The  recent  investigation  of 
Senturia*“*,  however,  would  corroborate  in 
part  our  findings.  Though  failing  to  find 
eosinophils  in  the  fluid,  because  of  its  high 
protein,  desox3fribose  nucleic  acid,  and  carbo- 
hydrate content,  he  believes  the  secretion  to 
be  inflammatory  in  origin.  He  postulates 
that  the  mucous  membrane  and  mucoperi- 
osteum  covering  the  tubotympanic  structures 
undergo  a metaplastic  change  from  the 
stimulus  of  the  infecting  agent  and  subse- 
quently pour  out  a thick  viscid  secretion. 
This  contrasts  sharply  with  our  findings  of 
transudation,  wherein  the  protein  content 
is  identical  with  the  plasma.  Here  the 
pathophysiologic  mechanism  is  ascribed 
either  to  an  extension  of  the  allergic  edema 
from  the  nasopharynx  to  involve  the  eusta- 
chian  tube  and  its  orifice  or  to  a specific 
antigen-ant ibod\'  reaction  of  the  middle  ear 
mucous  membranes  and  its  contiguous 
structures.  Because  of  the  apparent  lack 
of  human  experimental  data,  indirect  evi- 
dence is  used  in  support  of  the  former  hy- 
pothesis. This  would  include  the  protein 
characteristics  of  the  effusion,  its  sterilitjq 
and  the  absence  of  eosinophilia. 

Undoubtedly  eustachian  tube  obsl  ruc- 
tion can  result  also  either  fiwn  allergic  or 
inflammatorv  edema  or  from  mechanical 
impingement  on  the  ostia  b,y  a large  adenoidal 
mass,  and  it  may  contribute  further  to  the 
extravasation  of  the  fluid.  Pressure  differ- 
ences between  the  middle  ear  and  the  naso- 
pharynx account  for  this  finding. 
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Clinical  Course 

In  nearly  every  patient,  the  clinical  course 
paralleled  the  allergic  state,  remitting  with 
control  and  exacerbating  with  further  swell- 
ing and  edema  of  the  nasopharyngeal  mucous 
membranes.  Environmental,  pollen,  and 
inhalant  allergens  were  the  most  common  of- 
fending allergens.  Seldom  was  the  problem 
limited  specifically  to  a single  antigen  as  might 
occur  occasionally  with  a food.  With  the 
latter,  isolated  attacks  could  be  attributed 
to  the  ingestion  of  an  allergen  such  as  milk, 
peanuts,  chocolate,  or  others.  In  these 
children  the  effusion  would  occur  promptly 
and  usually  was  associated  with  pain  and 
occasionally  with  fever  and  spontaneous 
rupture.  In  a few,  bullae  also  might  appear 
on  the  tympanum. 

Apparently,  as  the  allergic  shock  organ 
shifted  away  from  the  nasopharynx  to  other 
areas  such  as  the  chest  or  skin,  middle  ear 
effusions  were  less  likely  to  occur.  This 
finding  was  supported  by  a survey  of  39 
asthmatic  children  selected  at  random  from 
our  allergy  clinic.  All  were  screened  with 
audiograms  and,  when  indicated,  by  diag- 
nostic myringotomy  and  aspiration.  Only 
one  child  had  a serous  effusion,  and  in  this 
patient  the  signs  and  symptoms  of  allergic 
rhinitis  were  dominant.  This  observation 
would  suggest  that  bronchial  asthma  seldom 
occurred  when  the  secretory  otitis  media 
was  evident. 

Infection 

Nasopharyngeal  infection  also  served  to 
precipitate  many  episodes  of  serous  otitis 
media.  Obviously  the  allergic  edema  was 
accentuated  further  by  this  inflammatory 
reaction.  In  many  children  this  was  more 
of  a problem  to  control  than  the  state  of 
hypersensitivity.  Even  minor  infections 
were  responsible  for  a number  of  relapses 
and  at  times  were  difficult  to  identify  without 
proper  bacteriologic  study.  Efforts  were 
made,  therefore,  to  abort  or  prevent  these 
infections  by  various  measures.  The  com- 
monest means  was  with  prophylatic  chemo- 
therapy using  an  antimicrobial  agent  such 


as  the  newer  sustained-release  sulfa  drugs 
(sulfaethylthiadiazole  or  sulfadimethoxine) 
or  penicillin.  The  drug  was  offered  as  a 
maintenance  dose  each  day,  and  with  the  on- 
set of  a respiratory  infection  therapeutic 
amounts  were  administered. 

Our  results  would  suggest  that  this  alone 
lessened  immeasurably  the  relapse  or  attack 
rate  of  otitis  media.  Tolerance  for  these 
drugs  was  excellent  and  the  untoward  effects 
minimal.  When  the  patient  was  intolerant 
or  unresponsive,  other  chemotherapeutic 
agents  were  selected,  based  on  organism 
susceptibility  following  nasopharyngeal  or 
throat  culture.  In  many  of  these  children 
autogenous  bacterial  vaccines  obtained  from 
the  nasopharynx  also  were  prepared  and 
inoculated.  Those  patients  were  selected 
who  had  a history  of  frequent  respiratory  in- 
fections during  the  winter  months  and  nega- 
tive skin  test  reactions  and  in  whom  elimina- 
tion diets  and  environmental  control  meas- 
ures were  unsuccessful.  Despite  a lack  of  a 
critically  controlled  study,  this  avenue  of 
treatment  appeared  to  have  merit. 

Conclusion 

It  is  evident  from  the  studies  presented 
that  allergic  rhinopharyngitis  may  lead  to 
conductive  deafness  from  the  persistence  and 
recurrence  of  an  effusion  in  the  middle  ear. 
This  defect  is  readily  established  by  means 
of  audiometric  tests  and  will  usually  depict 
a loss  of  30  decibels  or  more.  In  a few 
patients  with  meager  findings,  this  procedure 
may  be  of  diagnostic  importance.  Appar- 
ently, hearing  acuity  cannot  be  restored 
until  the  fluid  is  removed  either  by  absorp- 
tion or  aspiration.  Because  of  its  viscosity 
and  gel-like  state,  attributed  to  high  protein 
(iontent,  spontaneous  evacuation  seldom 
occurs,  and  surgical  drainage  is  needed. 
When  the  recurrences  are  frequent,  canaliza- 
tion of  the  middle  ear  by  means  of  a plastic 
tube  may  be  necessary. 

Our  investigation  would  indicate  also 
that  the  effusion  in  the  middle  ear  is  usually 
sterile  and  devoid  of  eosinophils  or  other  cells 
and  has  a protein  pattern  comparable  to 
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blood  serum.  This  contrasts  sharply  with 
Senturia’s  finding  of  inflammatory  extra- 
vasation frequently  exhibiting  pathogenic 
bacteria.  This  difference  may  be  related  in 
part  to  case  selection.  If  our  observations 
are  valid,  then  the  fluid  accumulating  in  the 
middle  ear  probably  results  from  occlusion  of 
the  eustachian  tube  and  its  ostia  following 
antigenic  insult  of  the  sensitized  mucous 
membranes  of  the  nasopharynx. 

In  either  event  therapeutic  efforts  are 
directed  toward  the  prevention  of  this 
effusion  by  means  of  antiallergic  measures 
and  anti-inflammatorjf  agents  such  as  the 
antimicrobial  substances.  Because  offend- 
ing allergens  usually  are  ascribed  to  an 
I inhalant  or  environmental  antigen  rather 
I than  a food,  hyposensitization  is  frequently 
|i  necessary.  In  a few  patients,  particularly 
[ those  exhibiting  little  test  reaction  and  a 
I seasonal  pattern  coincident  with  the  height 
of  the  respiratory  infections,  autogenous 
bacterial  vaccines  may  be  employed.  With 
these  methods  of  treatment,  two  thirds  of 
oiir  patients  had  a remission  of  their  serous 
i otitis  media  within  six  months.  Though 
our  data  do  not  lend  themselves  to  critical 
statistical  appraisal,  we  believe  significant 
clinical  improvement  has  been  demonstrated. 

Despite  this  added  avenue  of  attack,  there 
still  remains  a segment  of  patients  who  are 
unresponsive  therapeutically.  These  epi- 
sodes of  otitis  media  recur  at  frequent 


intervals  and  are  associated  with  progressive 
hearing  disability  and  a high  morbidity  rate. 
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The  Dangers  and  Consequences  of  Steroid  Therapy  in  Children 

HARRY  L.  MUELLER,  M.D.,  BOSTON,  MASSACHUSETTS 

{From  the  Children's  Medical  Center) 


^I^HE  treatment  of  chronic  allergic  diseases 
in  children,  particularly  asthma  and 
eczema,  frequently  presents  a most  difficult 
and  discouraging  problem  for  both  the 
physician  and  the  parent.  I am  sure  that 
almost  every  pediatrician  has  been  beset 


and  vexed  with  discouragement  o\er  an 
asthmatic  child  who  wheezes  most  of  the 
time  no  matter  what  he  does  and  by  an 
eczematous  child  in  constant  torment  re- 
gardless of  the  diets  and  salves  he  prescribes. 
There  is  no  child  with  allergic  disease  who 
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does  not  need  to  take  medicine  sometime. 
I’m  sorry  to  say  that  he  often  has  to  take  it 
a great  deal  of  the  time. 

Promise  of  Hope  Through  Cortisone 

With  the  appearance  of  cortisone  on  the 
therapeutic  scene  about  ten  years  ago  with 
its  almost  magical  effect  on  this  affliction, 
it  is  no  wonder  that  the  physician  grasped 
this  Gargantuan  straw  and  started  flailing 
it  about.  Reports  that  were  almost  lyric 
in  content  appeared  quickly  in  the  literature. 
This  was  going  to  put  an  end  to  all  allergy 
problems. 

Certainly  this  Dr.  Jekyll  did  relieve  the 
wheezing,  the  itching,  and  the  sneezing.  But 
with  him  came  Mr.  Hyde,  the  alter  ego  of 
this  drug,  to  creep  on  the  patient  with  elec- 
trolyte imbalance,  adrenal  supression  with 
loss  of  the  alarm  response  under  stress,  altera- 
tion of  the  immune  mechanism  in  infection, 
growth  arrest,  effects  on  neoplasia,  and  nu- 
merous other  side-effects. 

Over  this  ten-year  period  the  initial 
enthusiasm  has  acquired  a bit  of  tarnish,  and 
gradually  we  have  learned  that  real  dangers 
may  lurk  behind  this  facade  of  symptomatic 
relief.  Used  with  proper  dosage  and  with 
the  patient  under  close  supervision  for  short 
periods  up  to  several  weeks,  cortisone  and  its 
derivatives  are  valuable  therapeutic  tools, 
and  the  chances  that  they  will  do  harm  when 
given  this  way  are  very  remote. 

However,  it  is  not  a quick-acting  drug  and 
cannot  be  expected  to  supplant  the  action 
of  epinephrine,  aminophylline,  and  anti- 
histamines, so  important  in  allergic  emer- 
gencies. On  the  other  hand,  when  cortisone 
is  used  over  a long  period,  chances  that  it 
will  do  harm  are  increased  proportionately. 
I am  sure  in  many  instances  this  long-term 
use  of  the  drug  has  developed  because  the 
original  short-term  use  turned  therapy  that 
promised  to  be  gentle  as  a cow  into  a situa- 
tion that  was  like  having  a bull  by  the  tail. 
It  is  so  easy  to  transform  a miserable  allergic 
child  into  an  active,  symptom-free  youngster 
that  the  temptation  is  almost  irresistible. 
Once  one  has  succumbed  to  it,  the  elimina- 


tion of  the  drug  rec(uires  not  only  the  doc- 
tor’s decision  but  also  a battle  with  parents 
and  patients  as  well. 

Side-Effects  in  Children 

I’d  like  to  discuss  in  detail  a few  adverse 
effects  of  cortisone  which  are  of  particular 
importance  in  children.  The  effects  of  long- 
term administration  of  cortisone  on  the  body 
response  to  infection  is  the  complication  that 
I fear  the  most.  This  effect,  which  is  prob- 
ably a combination  of  antibody  suppression, 
susceptibility  to  antitoxins,  and  loss  of  the 
alarm  response,  is  poorly  understood,  but 
evidence  has  accumulated  to  give  real  cause 
for  concern. 

In  a study  of  340  children  receiving  steroid 
medication,  Good^  found  serious  complica- 
tions which  threatened  life  in  10  per  cent 
of  these  patients.  And  these  patients 
were  not  all  on  long-teim  steroid  therapy. 
Although  direct  evidence  in  hmnan  beings 
is  lacking,  cortisone-treated  laboratoiy  an- 
imals have  been  shown  to  be  highly  suscepti- 
ble to  the  lethal  action  of  antitoxins  as  long 
as  ten  days  after  withdrawal  of  the  drug. 
Possibly  other  forms  of  infectious  trauma 
that  we  do  not  know  about  at  the  present 
time  ma}’’  be  enhanced  by  these  agents. 

Six  years  ago  I encountered  a case  of 
chickenpox  in  a child  receiving  steroid 
therapy.  This  boy  was  taking  only  65  mg. 
of  cortisone  daily  as  treatment  for  laiyngeal 
polyps.  He  contracted  chickenpox  and  in 
twenty-four  hours  went  into  collapse  and 
died.  A postmortem  examination  revealed 
severe  generalized  varicella  lesions  through- 
out the  entire  body.  Shortly  thereafter 
another  and  similar  case  occurred  at  the 
(diildren’s  Hospital  Medical  Center,  and 
in  1956  Haggerty  and  Eley^  made  a nation- 
wide, surv^ey  which  confirmed  the  impress  on 
that  chickenpox  in  a patient  receiving  steroids 
can  be  a very  dreadfvd  and  not  uncommonl}" 
fatal  disease. 

I have  known  of  cases  under  my  care  where 
similar  increase  in  severity  has  seemed  to 
occur  in  other  infections  which  are  ordinarily 
of  a mild  nature.  In  the  experimental 
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liiboriitory,  the  ev'ideiice  is  well  documented. 
Influenza,  poliomyelitis,  and  Coxsackie  virus 
are  enhanced  beyond  question.  The  fact 
that  cortisone-treated  monkeys  are  rendered 
more  susceptible  to  poliomyelitis  virus  and 
are  used  to  test  poliomyelitis  vaccine  for 
possible  viable  virus  makes  one  wonder  if 
this  might  be  applicable  to  human  beings. 
In  one  instance,  in  a city  where  no  cases  of 
poliomyelitis  had  been  reported  for  over 
three  months,  a child  with  asthma  receiving 
steroid  therapy  was  given  a poliomyelitis 
vaccine  inoculation  in  the  month  of  May. 
One  week  later  he  developed  paralytic 
lK)liomyelitis,  although  no  other  cases  were 
i(q)orted  in  the  city  over  the  next  six  weeks 
and  the  same  lot  of  vaccine  was  given  to  a 
large  number  of  children  without  any  other 
cases. 

In  my  opinion  there  is  little  use  for 
steroid  therapy  in  young  infants  except 
for  very  short  periods,  since  so  few  have 
had  chickenpox  and  so  many  have  very  little 
resistance  to  infectious  diseases. 

It  must  be  remembered  also  that  eczema 
vaccinatum  and  eczema  herpeticum  when 
contracted  by  a child  who  is  taking  steroids 
can  cause  disease  of  the  utmost  severity. 
I do  not  believe  one  should  use  these  drugs 
for  infectious  eczematoid  dermatitis  and 
atopic  erythroderma  since  staphylococcal 
infections  are  associated  so  commonly  with 
these  conditions  and  so  commonly  are  we 
encountering  resistant  staphylococci.  Infec- 
tion with  any  agent  that  cannot  be  controlled 
by  chemotherapy  or  antibiotics  may  be  a 
fearful  thing  in  a child  receiving  steroids. 
In  the  past  two  years,  three  asthmatic 
children  receiving  steroids,  whom  I have 
seen,  died  subsequently  during  an  infection. 
.Vll  were  similar,  in  that  what  seemed  hke  a 
simple  respiratory  infection  progressed  to  an 
overwhelming  illness  and,  in  spite  of  heroic 
medication  with  antibiotics,  chemotherapy, 
and  all  manner  of  supportive  treatment, 
t hey  went  rapidly  into  shock  and  died. 

Mortality  Rates 

Over  a recent  twenty-year  period  mortal- 


ity rates  in  the  United  States  have  shown 
a steady  decline.  However,  when  these 
statistics  were  separated  and  studied  by 
individual  diseases,  some  rather  constant  but 
unusual  patterns  were  revealed  by  Kern*  in 
those  conditions  where  long-term  steroids 
have  been  used  freely.  Asthma  is  a striking- 
example.  According  to  Kern’s  study,  there 
was  a remarkable  constancy  in  the  asthma 
deaths  until  1948. 

Steroid  therapy  was  introduced  in  1949, 
and,  coincident  with  this,  there  was  an 
approximate  doubling  to  tripling,  or  even 
greater  increase,  in  the  rate  that  had  been 
rather  constant  until  that  time.  Kern*  has 
suggested  rather  wryly  that  steroids  polished 
oft  a large  number  of  very  susceptible  peopk' 
in  this  group,  particularly  those  with  pejjtic 
ixlcer,  infection,  and  potential  neoplasm. 

It  is  obvious  that  proof  of  the  dangers  of 
steroid  therapy  is  not  established  by  these 
vital  statistics,  but,  nevertheless,  they  should 
make  us  ponder  an  explanation  and  should 
stimulate  a search  for  the  most  accurate 
diagnosis  in  asthma  deaths.  There  is  no 
doubt  that  with  steroids  thousands  of  allergic 
people  have  been  enabled  to  go  about  their 
business  when  they  couldn’t  do  it  before. 
There  is  equally  no  doubt  that  with  these 
drugs  the  death  rate  in  certain  illnesses 
has  increased.  This  latter  is  a bad  business 
indeed. 

Retardation  of  Growth 

Another  complication  which  I feel  is  quite 
important,  particularly  in  children,  is  the 
retardation  of  growth  as  a consequence  of 
steroid  therapy.  It  is  a no  less  serious  re- 
sult and  certainly  a distressing  one  with  over- 
tones of  emotional  effect  on  the  patient  and 
parent  as  well. 

Hill^  reported  a 7 per  cent  over-all  deficit 
in  growth  for  43  children  on  cortisone  for 
periods  varying  from  three  to  thirty  months. 
The  daily  dose  was  75  mg.  or  less  of  cortisone. 
The  greatest  deficits  were  in  children  with  the 
larger  doses  given  for  a year  or  more. 
These  figures  are  all  very  well,  so  far  as  they 
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go,  but  they  don’t  go  quite  far  enough,  and 
Hill  is  the  first  one  to  point  this  out.  It 
must  be  remembered  that  only  43  children 
were  studied  and  that  28  of  these  were  on 
steroids  for  less  than  a year  and  9 for  only 
three  months. 

Van  Metre,  Niermann,  and  Rosen^  studied 
growth-suppressive  effect  of  the  various 
steroids  and  came  to  the  conclusion  that 
cortisone  is  only  about  one-tenth  as  potent 
as  a growth-inhibiting  agent  as  are  predni- 
sone and  prednisolone  and  one-fifth  as  po- 
tent as  a therapeutic  agent  in  asthma.  How- 
ever, their  maximum  period  of  observation 
on  cortisone  was  eleven  months,  and  in  most 
instances  it  was  a considerably  shorter  pe- 
riod. 

It  would  seem  there  is  a considerable  varia- 
tion in  the  way  different  individuals  react. 
It  has  been  shown  that  retardation  of  growth 
increases  with  increase  of  the  dose,  but  pa- 
tients on  very  small  dosage  have  had  marked 
growth  deficits  when  given  the  drug  over 
long  periods  of  time.  A growth  deficit  of  a 
quarter  to  a half  an  inch  in  a period  of  three 
months  is  not  of  .any  particular  consequence, 
but  in  a period  of  three  years  this  may  be- 
come three  to  six  inches  or  more. 

At  the  Children’s  Hospital  Medical  Center 
in  the  past  two  years  we  have  studied  and 
are  studying  14  allergic  children  with  serious 
growth  interference  from  long-term  steroid 
administration.  The  daily  dose  has  varied 
in  these  patients,  and  it  has  not  been  given 
constantly  in  all  of  them.  Some  have  had 
it  rather  irregularly — everj^  other  day  or 
intermittently.  Most  of  them  were  main- 
tained on  5 mg.  a day  and  only  went  up 
to  a dose  of  10,  15,  or  20  mg.  at  times  when 
they  were  having  severe  difficulty. 

One  child  came  in  at  the  age  of  six. 
He  had  been  receiving  steroids  since  he  was 
eleven  months  old.  He  had  a bone  age  of 
eighteen  months  at  the  age  of  six,  and  he  was 
the  size  of  a two-and- one-half -year-old  child. 
This  child  was  sent  back  to  another  country. 
We  have  not  been  able  to  obtain  any  in- 
formation concerning  his  progress  since. 

Another  child,  nine  years  old,  received 


steroids  from  the  age  of  three  and  was 
the  size  of  a four-year-old  with  a bone  age 
of  five.  She  is  approximately  half  the  size  of 
another  child  exactly  the  same  age,  with 
chronic  asthma  of  many  years  standing, 
who  has  not  received  any  steroid  therapy 
except  for  short  periods  of  time  during  acute 
attacks. 

The  average  length  of  time  for  steroid 
administration  in  this  group  was  slightly  over 
three  and  one-half  years.  Only  2 children 
had  been  given  the  drug  for  less  than  two 
years.  The  average  retardation  of  ex- 
pected growth  was  two  years,  and  in  the  1 1 
children  in  whom  bone  age  studies  have  been 
done  the  average  retardation  was  two  and 
three-fourths  years.  There  appears  to  be  ‘ 
a little  more  retardation  of  bone  growth  than 
of  actual  height. 

I interpret  this  as  being  somewhat  en- 
couraging, if  this  means  that  there  is  latent 
growth  possibility  for  the  future.  As  can  be 
seen,  we  do  not  have  a long  enough 
follow-up  to  indicate  whether  or  not  these 
children  will  catch  up  eventually  with  ex- 
pected growth  when  steroid  therapy  is 
discontinued.  But  several  cases  are  in- 
teresting from  this  point. 

One  boy  was  three  years  behind  at  the 
age  of  eleven  and  one-half.  At  twelve  and 
three-fourths  years  steroids  were  eliminated, 
after  he  had  taken  them  for  five  years  in 
small  doses.  Seventeen  months  later  he 
has  caught  up  a full  year,  and  he  is  only  two 
years  behind  at  this  point.  All  of  those 
patients  in  whom  we  have  been  able  to 
eliminate  steroids  completely  have  moved  up 
on  the  percentile  scale  if  they  have  been  ob- 
served over  a long  enough  period  of  time. 

So  far  it  has  been  our  experience  that  when 
steroids  are  eliminated  there  is  no  evidence 
of  growth  that  we  can  detect  for  the  first 
three  months. 

One  child,  who  was  one  year  retarded  at 
age  four,  was  presumably  taken  off  the  drug 
at  age  four  and  one  half,  but  it  was  learned 
later  that  her  mother  had  been  giving  her 
small  doses  off  and  on  without  the  physician’s  j 
knowledge.  Four  and  one-half  years  later 
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she  had  lost  another  year  and  a half  for  a 
total  of  two  and  one-half  years  retardation 
at  age  nine.  This  demonstrates  the  fact 
that  although  she  was  getting  really  a very 
minute  dose  in  comparison  with  what  many 
children  are  receiving,  still  she  was  losing 
ground  over  this  entire  time.  Others  on 
partial  elimination  in  this  small  group  show 
that  little  or  no  gain  in  growth  is  made  until 
the  steroids  are  omitted  entirely. 

We  have  checked  the  parents  and  the 
siblings  of  these  children;  except  for  two 
mothers,  all  the  parents  are  average  or  tall  for 
their  age,  and,  except  for  one  sibling,  all  the 
siblings  are  above  the  fortieth  percentile  on 
the  chart,  with  most  of  them  above  the 
fiftieth  percentile.  This  seems  to  be  an 
indication  at  least  that  these  are  not  nor- 
mally small  children. 

Elimination  of  Steroids 

Our  biggest  problem  in  taking  these  chil- 
dren off  steroids  arises  during  the  first  three 
to  six  months  when  they  really  have  trouble 
and  require  close  supervision,  but  in  every 
case  where  they  have  adhered  to  this  pro- 
gram, we  have  been  able,  after  six  months,  to 
get  them  away  from  dependence  on  the  drug. 

Bennett®  has  shown  histopathologic 
changes  in  the  adrenal  gland  in  patients 
treated  with  cortisone  beginning  as  early 
as  five  days  after  the  start  of  therapy  and 


persisting  as  long  as  four  and  one-half 
months  after  withdrawal  of  the  hormone. 
This  seems  to  agree  with  our  own  finding 
that  it  takes  four  to  six  months  before  these 
patients  can  be  managed  well  without  the 
drug.  There  is  probably  considerable  in- 
dividual variation  in  this,  but  if  anything 
like  it  is  true,  then  intermittent  therapy 
probably  will  b(>  of  little  value  in  combating 
this  complication.  1 do  not  believe  it  is 
possible  to  be  sure  from  present  knowledge 
just  what  is  going  to  happen  to  a long-term 
steroid-treated  child,  but  what  evidence  we 
do  have  makes  me  believe  that  this  kind  of 
treatment  is  risky  business  in  children. 

.'too  Lo.NrGwooo  Avenuk 
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Question  and  Answer  Period 


Walter  Levy,  M.D.  : I want  to  ask  the 
relationship  of  thermal  allergy  to  the  pro- 
duction of  serous  otitis  media.  All  of  us  as 
pediatricians  have  had  the  experience  of  see- 
ing serous  otitis  in  children  who  have  thermal 
allergy.  I would  like  to  know  what  the  in- 
cidence is  in  the  speakers’  experience. 

Victor  Szanton,  M.D. : We  have  found 
that  children  who  respond  to  sharp  changes 
in  temperature  with  any  allergic  phenomena 
can  develop  this.  In  other  words,  if  a 
patient  develops  any  upper  respiratory 
allergy  as  a result  of  sharp  changes  in  tem- 
perature they  can  be  candidates  for  serous 


otitis  media  and  produce  a hearing  defect 
of  a transient  nature. 

Jacob  Levine,  M.D. : Have  you  found 

that  the  results  as  you  experienced  them  at 
the  Bronx  Municipal  Hospital  with  reposi- 
tory treatment  were  superior  results  or  were 
not  superior  to  the  multiple  aqueous  injec- 
tion? Those  which  you  describe  as  “good,” 
do  you  mean  comparable  to  multiple  aque- 
ous injections?  In  other  words,  are  the 
results  of  pollen  repository  treatment  this 
past  season  of  1960  at  the  Bronx  Municipal 
Center  comparable  to  the  results  using 
aqueous  phase  multiple  visit  therapy? 
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Du.  Rapapoht;  1 am  not  satisfied  with 
our  results.  If  thes('  results  an'  to  be  com- 
pared with  the  results  of  multiple  visits 
insofar  as  the  1960  ragweed-pollen  season  is 
concerned,  they  do  not  compare  favorably. 
I hope  to  have  the  opportunity  of  evaluating 
pollen  emulsion  therapy  with  aqueous  hypo- 
sensitization during  the  1961  pollen  season. 

Dk.  Goldfakb:  Could  you  please  ad- 

vise the  physicians  here  as  to  which  patients 
whom  they  see  who  are  afflicted  with  polli- 
nosis  should  be  recommended  for  the 
repository  type  of  treatment.  For  example, 
if  a mother  brings  a child  to  a pediatrician 
and  gives  a history  of  pollinosis,  which  type' 
of  patient  would  you  recommend  for  reposi- 
tory treatment  at  this  stage  of  the  study? 

Du.  Rapaport:  May  I say  that  pollen 

emulsion  therapy  is  very  much  in  the  experi- 
mental phase  in  the  sense  that  it  has  not 
the  acceptance  or  standing  that  the  multiple 
aqueous  phase  has  achieved  over  the  past 
forty  to  fifty  years.  I think  I would  be  veiy 
cautious  in  my  selection  of  these  patients. 

Of  course  I would  prefer  to  see  and  test 
and  treat  a child  using  aqueous  pollen  ther- 
apy, which  necessitates  multiple  visits  for  a 
year,  so  that  the  child’s  top  dosage  can  be 
safely  established.  In  the  hyposensitization 
treatment  of  an  allergic  individual  one  must 
develop  a program  cautiously.  The  sole 
guide  we  have  for  determining  the  top  dosage 
is  essentially  the  local  reaction  and  an  ade- 
(piate  interval  notes  as  to  how  the  patient  re- 
acts to  each  treatment.  Such  a local  guide 
is  no  longer  available  to  us  with  pollen  re- 
pository treatment. 

I think  this  type  of  therapy  will  be  ideal 
for  the  individual  who  chooses  to  travel  a 
great  deal  or  who  is  impatient  at  visiting  his 
physician.  It  is  recommended  also  for  the 
teen-ager  attending  high  school  or  college' 
who  refuses  to  take  treatment  at  periodic 
intervals  and,  as  such,  is  demanding  of  some 
other  form  of  treatment;  rather  than  give 
him  none,  it  is  preferable  to  give  him  pollen 
repository  treatment.  However,  1 must 
caution  you,  there  are  many  problems  as  yet 
unanswered  with  referenc('  to  repository 


treatment  and  I ha\'e  refem'd  to  them  only 
briefly  in  this  paper.  I think  that  then'  is 
much  we  have  to  learn  and  nuu'h  we  have  to 
flo  before  repository  treatment  receives  tlu' 
acceptance  that^  acjtK'ous  multiple  therapy 
presently  has. 

Question;  Would  the  use  of  periodic 
injections  of  ACTII  gel  alter  the  repres- 
sive effects  of  steroid  therapy  on  the 
adrenal? 

Du.  Mueller:  In  reports  in  the  litera- 

ture and  in  our  experience  in  the  Children’s 
Medical  Center  this  is  not  of  any  benefit  and 
does  not  stimulate  the  adrenal.  Rather, 
over  the  long  term  it  has  the  sami'  gi'iu'ral 
effect  of  repressing  the  adn'iial  by  its  i('- 
pressive  effect  on  the  pituitary  which  in 
turn  does  not  stimulate  the  adrenal. 

In  reference  to  the  patients  who  were 
treated  with  steroids,  who  you  reported 
had  fewer  infections,  (1)  were  these  patients 
all  receiving  gamma  globulin,  and  (2)  do 
you  consider  that  the  fewer  infections  were 
due  to  the  fact  that  although  these  children 
had  infections,  the  evidence  of  inflamma- 
tion was  suppressed  by  the  steroids  them- 
selves so  that  you  did  not  recognize  them? 

Dr.  Goldfarb  ; This  is  indeed  the  point. 
We  feel  that  some  of  these  children  had  in- 
fections, but  because  of  the  fact  the  in- 
flammation seemed  to  be  masked,  it  just 
wasn’t  obvious.  Another  point,  of  course, 
is  that  these  children  and  the  adults  too 
(these  were  not  just  children)  had  severe 
allergic  disease.  Their  mucous  membranes 
were  put  in  better  condition  by  the  steroids 
which  in  time  seemed  to  help  the  patients 
overcome  infection  because  they  were  in 
better  general  health. 

Another  point  in  this  question  is  that  this 
is  a series  of  cases  which  still  have  to  In* 
studied.  One  of  them,  an  adult,  has  al- 
I'eady  told  me  that  steroids  wen'  dis- 
continued by  another  physician  and  he  has 
not  taken  any  steroids  in  the  past  lew 
months.  However,  he  is  still  sick.  As  a 
matter  of  fact  he  is  much  sicker  than  lu*  was 
when  he  took  the  steroids. 

Du.  Rapauout:  May  I make  one  state- 
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nu'iit  wliich  I don’t  think  I have  sufficiently 
sin'ssod  in  reteronce  to  our  repositoiy  study. 
In  tliis  firief  study  of  this  small  {imiip  from 
tli('  Bronx  Municipal  (Voter,  I said  that 
slif>;h(ly  more  than  half  had  done  \v(‘ll.  This 
was  onr  objective  evaluation  in  rc'lation  to 
the  subjective  and  objective  symptoms  that 
occurred  during  the  course  of  the  season 
when  the  patients  were  cpiestioned  closely  at 
weekly  intervals. 

At  the  close  of  the  season  one  of  my 
associates,  Sidney  Appel,  M.D.,  pointed  out 
that  87  per  cent  of  these  patients  reported 
that  they  had  done  very  well  during  the 
.season,  when  (piestioned  after  the  .season. 
This  is  in  contrast  to  statements  made 
by  the  same  group  when  they  were  ques- 
tioned weekly  during  the  pollen  season,  when 
only  57.6  per  cent  had  done  well.  This  is  a 
very  significant  factor  and  points  up  once 
more  the  importance  of  (piestioning  at 
weekly  intervals,  getting  significant  data, 
and  pinpointing  the  (piestions  in  relation  to 
the  specific  area  or  areas  of  the  body  for 
which  the  patient  is  taking  treatment.  Too 
often  the  patient  when  asked  “How  do  you 
feel?”  re.sponds  on  a .social  level  rather  than  a 
professional  one  and  generally  answers 
“Fine.”  Patients  frecpiently  tend  to  ccpiate 
them.selves  socially  with  their  physician.  I 
have  generally  obtained  very  adequate  and 
ample  interval  notes  by  (luestioning  patients 
in  detail,  for  example:  “How  is  your  nose?” 
“Do  you  have  any  sneezing  or  coughing?” 
“Do  you  need  any  medicine?”  and  so  forth. 

Question:  Are  allergists  using  gamma 
globulin  prophylactically  in  the  treatment 
of  their  allergic  patients? 

Dr.  Goldfaub:  I do  not  think  that 
gamma  globulin  is  generally  accepted  as  a 
treatment  for  allergies.  Brown  and  Botstein 
treated  a series  of  patients  whom  they 
thought  were  showing  allergic  symp- 
toms primarily  because  of  infections,  and 
they  felt  that  treating  the  infections  with 
gamma  globulin  produced  salutary  effects, 
’rhere  were  fewer  infections  and  therefore 
fewer  cases  of  eit  her  upper  respiratory  allergj'^ 


or  asthma.  Now  this  has  yet  to  be  studied 
further.  There  is  a good  deal  of  contro- 
versial evidence  on  both  sides  of  the  fi('ld,  and 
I think  the  an.swer  lies  in  picking  your 
patient.  If  a child  has  a low  gamma 
globulin  level  (demon.strabic  on  testing)  and 
a history  of  frecpient  infection  and  most 
of  the  disease  is  referable  to  infection,  then 
I think  the  results  will  be  good.  If  you 
pick  a child  who  has  pollinosis,  the  gamma 
globulin  has  absolutely  no  effect  on  him. 

Question:  Is  it  your  impre.ssion  that 

these  children  to  whom  you  may  have  been 
giving  gamma  globulin,  have  all  responded 
to  these  treatments  or  ha\'e  there  been  cases 
that  did  not  respond? 

Du.  Goldfarb:  It  is  my  impression  that 

hypogammaglobulinemia  per  se  is  not  the 
only  factor.  Possibly  it  is  not  a (juantita- 
tive  defect  in  gamma  globulin  but  rather  a 
(pialitativ’e  one,  becau.se  not  all  children  are 
better  by  the  injection  of  gamma  globulin 
in  treatment  of  infections.  I feel  as  you  do 
that  gamma  globulin  is  oidy  one  factor  in 
the  problem  of  infection  of  both  children  and 
adults.  The  problem  of  control  of  infection 
is  one,  I think,  in  which  great  strides  will  be 
made  in  the  future,  and  you  are  absolutely 
correct  in  saying  that  gamma  globulin  is 
only  a small  factor. 

This  particular  series  of  cases  which  we 
have  shown  are  individuals  in  whom  we  can 
prove  gamma  globulin  deficiencies.  Since 
gamma  globulin  does  cany  the  antibodies 
and  since  antibodies  are  veiy  important  in 
combating  infection,  we  have  attempted  to 
replace  some  of  these  antibodies  with  “pot 
luck”  gamma  globulin  from  pooled  sources. 
However,  this  does  not  mean  that  all  of  our 
patients  responded.  The  fact  that  .some  of 
these  were  gi\’en  dexamethasone  proves  that 
we  were  not  satisfied.  Many  of  the  other 
cases  did  not  respond  completelJ^  Then* 
seemed  to  be  .some  improvement  in  all  of 
them.  There  is  no  (jiiestion  that  in  the  fu- 
ture .some  researchers  will  probably  find 
many  different  cau.ses  for  an  increased  inci- 
dence of  infection  in  these  individu.als. 
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Leptospirosis,  Past  and  Present,  in 
Neiv  York  State 

THELMA  F.  MURASCHI,  B.S.,  AND  ALBERT  H.  HARRIS,  M.D.,  ALBANY,  NEW  YORK 
{From  the  Division  of  Laboratories  and  Research,  State  of  New  York  Department  of  Health) 


T EPTOSPIROSIS  has  long  been  recognized 
in  New  York  State;  As  far  back  as 
1917,  Noguchi^  studied  Spirochaeta  ictero- 
haemorrhagiae  isolated  from  wild  rats  caught 
in  the  area  of  New  York  City.  A few  years 
later,  Langworthy  and  Moore  ^ demonstrated 
Leptospira  icterohaemorrhagiae  and  its  anti- 
body in  rats  caught  in  Albany. 

History 

The  first  human  case  of  leptospirosis  in 
the  United  States  proved  by  isolation  of  the 
inciting  agent  occurred  in  Albany  and  was 
described  by  Wadsworth  et  al.  in  1922.^ 
Sixteen  years  later,  in  1938,  a compensation 
claim  was  paid  to  a fish  handler  when,  under 
the  New  York  State  Workmen’s  Compensa- 
tion Act,  Weil’s  disease  was  ruled  an  occu- 
pational hazard  among  fish  workers.^  In 
the  next  year  Elton®  was  able  to  infect  guinea 
pigs  with  Lept.  icterohaemorrhagiae  from 
the  urine  of  a fatal  case  of  Weil’s  disease  in 
a fish  handler  in  Buffalo. 

Through  1953,  42  cases  of  leptospirosis 
were  encountered,  allegedly  originating  in 
New  York  State.  Most  of  the  cases  were  in 
New  York  City  or  the  vicinity,^  ® “^although 
others  were  encountered  in  Upstate  New 
York.®’®’^®"^®  The  earliest  recorded  cases 
occurred  in  Albany,  Pittsford,  Buffalo, 
Newark,  Plattsburgh,  Rochester,  and  West 
Point  (Table  I).  The  histories  generally 
indicated  occupational  exposure  to  rat- 
infested  areas,  including  fish  wharves.  The 
two  serotypes  named  as  inciting  agents  were 
Lept.  icterohaemorrhagiae  and  Leptospira 
canicola. 

The  Public  Health  Council  in  1954  sub- 
stituted leptospirosis  for  Weil’s  disease  in 
the  list  of  reportable  diseases,  recognizing 


the  existence  of  more  than  one  species  of 
Leptospira  pathogenic  for  man. 

Since  1953,  14  cases  of  leptospirosis  have 
been  detected  in  the  area  of  New  York  State 
serviced  by  the  Division  of  Laboratories  and 
Research  in  Albany.  Sound  serologic  evi- 
dence together  with  clinical  data  allowed  a 
definite  diagnosis  in  each  instance.  Counties 
represented  in  this  group  were  Albany, 
Cattaraugus,  Erie,  Madison,  Monroe,  Onon- 
daga, Oneida,  Oswego,  Orange,  Rensselaer, 
Schoharie,  Sullivan,  and  Westchester.  There 
was  1 case  from  the  Metropolitan  area.  In- 
fection was  with  the  three  most  common  sero- 
types: Lept.  icterohaemorrhagiae,  Lept. 

canicola,  and  Leptospira  pomona.  The  ages 
of  the  patients  varied  from  twenty-one  to 
sixty-five  years  with  2 exceptions,  boys  of 
ten  and  thirteen,  respectively.  Four  persons 
were  employed  in  meat-packing  houses,  1 
was  a meat  cutter,  1 had  contact  with  a dog 
which  might  have  served  as  the  source  of 
infection,  4 were  known  to  have  been  swim- 
ming in  water  of  questionable  purity,  1 was 
a farmer  and  cattle  dealer,  and  1 had  recently 
skinned  “coons”  (Table  II). 

The  available  data  suggest  that  lepto- 
spirosis is  distributed  widely  in  the  ani- 
mal population  of  New  Yoi’k  State.  Al- 
though the  early  work  was  concerned  only 
with  rats,  later  the  dog  and  other  domestic 
animals  became  implicated.  In  1939  Meyer, 
Stewart- Anderson,  and  Eddie^^  reported  that 
among  111  dogs  from  the  vicinity  of  New 
York  City,  9 per  cent  had  antibody  to 
Lept.  canicola  and  2.7  per  cent  had  antibody 
to  Lept.  icterohaemorrhagiae.  It  has  been 
estimated  that  10  to  15  per  cent  of  the 
bovine  herds  in  the  State  are  infected,  as  are 
2 to  5 per  cent  of  individual  animals.^®  Lept. 
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TABLE  I. — Cases  of  Leptospirosis  in  Upstate  New  York  Reported  Prior  to  1954 


Case  Incitant  Indicated  Diagnostic  Method  Pertinent.  Data 


1922,  Albany,  F,  labo- 
ratory worker’ 

1925,  Plattsbiirgli,  M, 
4:i,  kitchen  worker” 

1938,  Rochester,  (2 
cases)” 

1938,  Albany,  M,  30, 
sewer  worker” 

1939,  Buffalo,  M,  45, 
fish  merchant’ 


1940,  Albany,  M,  23, 
felt  mill  worker” 

1941,  West  Point,  M, 
sign  painter” 

1942,  Newark,  M,  41, 
street  and  sewer 
cleaner” 

1946,  Pittsford,  M,  17, 
schoolboy” 

1946,  Pittsford,  M,  61, 
dairy  worker” 

1950,  Wantagh,  M,  16, 
animal  kennel  attend- 
ant”.” 

1951,  Summerville,  M, 
60,  carpenter” 

1951,  Spring  Valley,  M, 
16,  life  guard  at  lake 
rcsort*^^ 

1953,  Catskill,  M,  76, 
bank  teller” 

1953,  New  Rochelle,  F, 
34,  housewife” 

1953,  Rhinebeck,  M” 

1953,  Buffalo,  M,  54” 


Lept.  icterohaemorrhagiae 
Lept.  icterohaemorrhagiae 


Lept.  icterohaemorrhagiae 

Lept.  icterohaemorrhagiae 
Lept.  icterohaemorrhagiae 
Lept.  canicola 

Lept.  canicola 
Lept.  canicola 

Lept.  canicola 

Lept.  canicola 
Lept.  canicola 


Recovery  of  leptospires 
from  guinea  pig  inocu- 
lation 

Demonstration  of  spiro- 
chetes in  liver  and  kid- 
ney at  autopsy 

Isolation  of  incitant 

Spirochetes  in  tissues 


Demonstration  of  spiro- 
chetes in  liver  section 
of  guinea  pig  dead  after 
inoculation  with  pa- 
tient’s serum. 

Spirochetes  in  tissues 


•Agglutination  test 

Demonstration  of  spiro- 
chetes in  sections  of 
liver  and  kidneys 

Agglutination  test 

-Agglutination  test 

Agglutination  test 


.Agglutination  test 
Agglutination  test 


Demonstration  of  sjiiro- 
chetes  in  sections  of 
liver 

Agglutination  test 

Agglutination  test 
.Agglutination  test 


Probable  source  of  infec- 
tion: wild  rats 

Probable  source  of  infec- 
tion: wild  rats 


Probable  source  of  infec- 
tion: wild  rats;  se- 

vere jaundice;  died. 


I’robable  source  of  infec- 
tion: wild  rats;  severe 

jaundice;  died. 


Probable  source  of  infec- 
tion: wild  rats;  lived 

in  shanty  on  banks  of 
Erie  Barge  Canal. 

Swam  daily  in  Erie  Barge 
Canal 

Contact  with  rats 

Contact  with  sick  ani- 
mals 

Only  known  contact  was 
rat  that  patient  killed 

Family  dog  ill;  dog’s 
serum  agglutinated 
Lept.  canicola. 

Clinical  symptoms  de- 
scribed as  “grippe;” 
severe  jaundice;  died. 

Clinical  symptoms  of 
poliomyelitis 


pomona  has  been  most  frequently  incrim- 
inated, although  there  is  serologic  evidence 
of  infection  with  Lept.  canicola  and  Lept. 
icterohaemorrhagiae.  Infection  in  swine 
is  also  fretjuent,  htit  more  often  asympto- 
matic; horses  too  are  implicated.^® 

Reilly,  in  1954,^^  contributed  informa- 
tion on  the  incidence  of  leptospiral  antibody 
in  wild  animals  in  this  State.  He  reported 
a high  titer  of  antibody  to  Lept.  canicola  in 
the  heart  blood  of  one  of  a number  of  sick 
raccoons  brought  to  the  State  Conservation 
Department’s  Wild  Life  Research  Labora- 
tory. Three  sick  raccoons  encountered  later 
also  exhibited  agglutinins  for  Lept.  canicola. 


At  the  Veterinary  Virus  Research  Institute 
of  Cornell  University  Marshall  made  sero- 
logic surveys  among  deer,  bears,  foxes,  and 
rabbits.^®  He  found  evidence  of  Lept. 
pomona  infection  in  all  of  these  species. 
In  more  recent  studies  we  have  detected  anti- 
bodies to  1 or  more  of  10  leptospiral  serotypes 
in  6 of  11  normal  horse  sera,  in  2 of  the  17 
raccoon  sera  collected  in  the  State  over  the 
last  four  years,  and  in  22  of  103  wild  deer 
sera  collected  as  the  animals  were  brought 
in  by  hunters  at  the  Seneca  Ordnance  Depot. 
From  the  latter  group  a strain  of  Lept. 
pomona  was  isolated  in  1959.^® 

With  stimulated  interest  in  this  disease 
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TABLE  II. — C.\sEs  OF  Leptospirosis  in  Upstate  New  York  Detected  in  SERoi.oiiic  Service  ok 
Division  of  Laboratories  and  Research  After  1953 


Ca.se 

Agglutination  Obtained 
with  Serotype 

Pertinent  Data 

1954,  Brooklyn,  M,  30,  slaughter- 
house worker 

Lept.  pomona 

Patient  eviscerated  calves,  sheep,  and 
lambs. 

1954,  Rochester,  M,  23,  butcher 

1955,  Buffalo,  M,  21 

1955,  East  Greenbush,  M,  30 
1950,  Syracuse,  M 

1957,  Rochester,  M,  32,  meat  cut- 
ter in  packing  house 

1958,  Cobleskill,  M,  10,  student 


1959,  Albany,  M,  28,  slaughter- 
house worker 

1959,  Glean,  M,  37,  lal)orer  (oil- 
field roustabout') 

1959,  Utica,  M,  38 

1959,  Lacona,  M,  13,  student 

1959,  Callicoon,  M,  52,  farmer  and 
cattle  dealer 

1959,  Florida,  M,  29,  banker 

1959,  West  Eaton,  M,  65,  meat 
cutter 


Lept.  icterohaemorrhagiae 

Lept.  canicola 
Lept.  icterohaemorrhagiae 
Lept.  icterohaemorrhagiae 
Lept.  pomona 
Lept.  pomona 

Lept.  icterohaemorrhagiae 

Ijept.  pomona 

Lept.  canicola 
Lept.  grippotyphosa 
Lept.  bataviae 
Lept.  icterohaemorrhagiae 

Lept.  pomona 

Lept.  canicola 

Lept.  pomona 

Lept.  icterohaemorrhagiae 

Lept.  jiomona 


Accidentally  drank  Genesee  River  water; 
also  had  contact  with  ill  pet  dog. 

Swam  in  Tonawanda  Canal  ten  days  prior 
to  hospital  admission. 

History  of  skinning  “coons.” 

Contact  with  hogs 

Swam  daily  in  pond  fed  by  springs  and 
surface  drainage  from  surrounding  farm- 
land. 

Contact  with  hogs 


Severe  jaundice;  died. 

History  of  swimming  in  a southern  state 
on  wav  north  from  Florida. 


entity  and  recognition  of  the  part  played 
by  animals  in  the  transmission  of  the  infect- 
ing organism,  the  Division  of  Laboratories 
and  Research  in  Albany  conducted  limited 
field  studies  among  veterinarians  of  the 
Hudson  Valley  As.sociation  and  a group  of 
packing  company  employes  whose  work  was 
related  to  the  killing  and  processing  of  live- 
stock, chiefly  pigs.^®  The  study  was  made 
to  determine  the  incidence  and  level  of 
leptospiral  antibody  in  occupational  groups 
likely  to  be  subject  to  exposure  and  possible 
mild  or  inapparent  infection.  All  individuals 
were  without  symptoms  of  illness  at  the  time 
of  the  collection  of  the  specimens.  Agglu- 
tination tests  were  performed  with  Lept. 
icterohaemorrhagiae,  Lept.  canicola,  and 
Ijept.  pomona.  One  of  41  veterinarians 
exhibited  antibody  in  a serum  dilution  of 
1 :250;  17  of  87  packing  company  employes 
exhibited  agglutinins  to  one  or  more  of  the 
three  leptospiral  serotypes  in  serum  dilutions 
ranging  from  1 : 10  to  1 : 1,000. 

There  is  considerable  speculation  in  the 
State  as  to  whether  or  not  cases  of  lepto- 
spirosis are  going  undetected  or  undiagnosed. 


There  is  some  concern  that  the  general  prac- 
titioner often  may  be  unmindful  of  this  possi- 
bility. A brief  review  of  pertinent  informa- 
tion on  the  human  disease  is  included  here. 

Until  very  recently,  it  was  believed  that 
only  three  leptospiral  serotypes  occurred  in 
the  United  States.  However,  as  the  result 
of  studies  made  in  the  last  decade,  we  now 
know  that  at  least  eleven  different  serotypes 
may  be  encountered.  Also,  a knowledge  of 
the  posisible  host  range  has  been  extended 
beyond  dogs,  cattle,  swine,  sheep,  and  goats 
with  detection  of  carriers  among  mice,  voles,  * 
bats,  mongooses,  jackals,  foxes,  opossums, 
raccoons,  deer,  skunks,  and  wildcats.®® 
Leptospires  are  known  to  become  localized  in 
the  kidneys  of  animals  after  acute,  mild,  or 
even  inapparent  infection  for  a variable 
period,  with  subsequent  .shedding  in  the 
urine.  Rats  may  become  permanent 
carriers. 

Sources  of  Infection 

Outside  the  body,  leptospires  can  survive 
for  several  weeks  in  an  environment  where 
there  is  adequate  moi.sture,  a temperature 
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ibove  22  C.,  and  where  neutrality  or  slight 
alkalinity  is  maintained.  Moist  soil,  stag- 
nant water,  or  slow-moving  streams  may 
serve  as  satisfactory  menstrua.  Presumably 
the  microorganisms  enter  the  body  of  the 
host  through  the  mucous  membranes  and 
the  abraded  skin  on  contact  with  the  urine 
of  infected  animals  or  with  contaminated 
water  or  soil.  Particular  occupations  with 
unusual  opportunities  for  infection  are  those 
of  veterinarians  and  workers  in  kennels, 
dairies,  poultry  and  fish  hou.ses,  abattoirs, 
and  sewers. 

Recreational  activities  such  as  swimming 
or  wading  in  contaminated  water  may 
dead  to  infection.  The  sexes  are  probably 
, equally  susceptible,  although,  largely  as 
the  result  of  greater  occupational  exposure, 
'the  majority  of  cases  in  the  United  States  are 
found  in  males.  Infection  may  occur  at 
any  time  of  the  year  but  the  incidence  is 
highest  during  the  warmer  months,  June 
through  October. 

Clinical  Aspects 

In  leptospirosis  the  onset  of  illness  is  often 
abrupt.  Clinically  the  di.sease  may  inchide, 
in  the  order  of  frequency  of  occurrence,  the 
following:  anorexia,  nausea,  vomiting,  head- 
ache, conjunctivitis,  and  myalgia.  There 
also  may  be  a bronchopneumonia,  retro- 
bular  pain,  lymphadenopathy,  abdominal 
tenderness,  nuchal  rigidity,  or  petechial  ra.sh. 
Less  frequently,  hepatomegaly  and  spleno- 
megaly occur.  Mortality  may  be  25  per 
cent  in  cases  with  jaundice;  however, 
anicteric  leptospirosis  uncomplicated  by 
other  disease  is  rarely  fatal.  The  incidence 
of  jaundice  in  cases  encountered  in  the 
United  States  is  low. 

It  is  obvious  that  with  the  possibility 
of  such  protean  clinical  manifestations  of 
disease  as  are  encountered  in  leptospirosis, 

I the  latter  should  be  considered  in  the 
differential  diagnosis  of  a variety  of  clini- 
cal entities  including  so-called  aseptic 
meningitis,  the  encephalitides,  brucellosis, 
infectious  mononucleosis,  influenza,  and 
typhoid  fever. 


Therapy 

Since  the  principal  cause  of  death  in 
leptospirosis  is  acute  renal  failure,  early 
recognition  and  the  introduction  of  suppor- 
tive treatment  are  indicated,  and  the  main- 
tenance of  fluid  and  electrolyte  balance  is 
essential.  In  addition,  the  patient  needs 
analgesics  and  antipyretics  for  the  relief  of 
discomfort. 

There  is  as  yet  no  effective  therapeu- 
tic agent  for  human  leptospirosis.  The 
early  use  of  ar.senicals  and  bismuth  com- 
pounds was  followed  by  antileptospiral 
serum  which  was,  in  turn,  followed  by  anti- 
biotic drugs.  All  agents  tested  have  proved 
disappointing.  Despite  the  occasional  case 
where  the  value  of  antibiotic  treatment  has 
been  claimed,  well-controlled  studies  by 
Hall  et  al.  in  1951'*'  and  Fairburn  and  Semple 
in  1956®^  indicated  failure  of  the  therapy  to 
influence  the  course  of  the  di.sease.  Peni- 
cillin, streptomycin,  o.xytetracycline,  chlor- 
tetracycline,  and  chloramphenicol  were  em- 
ployed. In  the  latter  study,  using  penicillin 
and  chloramphenicol,  therapy  was  begun 
on  or  before  the  fourth  day  of  illness.  Ac- 
cording to  Edwards  and  Domm,^^  the  use  of 
antibiotics,  if  administration  can  be  started 
within  the  first  two  days  of  illness,  “is  per- 
missible though  not  recommended.’’ 

Laboratory  Diajinosis 

The  laboratory  can  be  of  con.siderable 
assistance  to  the  physician  in  establishing  a 
diagnosis  of  leptospirosis.  Both  cultural 
and  serologic  methods  are  available. 

Direct  Microscopic  Examination. — 
The  dependence  on  the  microscopic  demon- 
stration of  leptospires  in  the  body  fluids 
should  be  discouraged.  The  chances  for 
success  are  poor  due  to  the  small  numbers  of 
the  microorganisms  that  occur  in  these 
fluids,  even  in  the  pre.sence  of  the  disease. 
In  addition,  there  is  a .serious  danger  of  an 
erroneous  diagnosis  owing  to  the  ease  of 
mistaking  artifacts,  such  as  protoplasmic 
extrusions  from  the  formed  blood  elements, 
for  the  spirochete. 
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Isolation  Technics. — The  most  satis- 
factory basis  for  diagnosis  is,  of  course,  the 
isolation  and  identification  of  the  etiologic 
agent.  Fortunately,  methods  for  the  isola- 
tion of  leptospires  have  been  investigated 
and  improved  in  recent  years.  The  most 
favorable  period  for  the  recovery  of  lepto- 
.spires  from  the  blood  is  during  the  first  ten 
days  of  illness  or  when  the  patient  is  febrile; 
for  recovery  of  the  microorganisms  from  the 
urine,  specimens  should  be  collected  after 
ihe  first  week.  Leptospires  are  rarely  re- 
covered from  cerebrospinal  fluid,  even  in 
cases  of  meningitis.  A semisolid  nu'dium  of 
nutrient  agar  and  rabbit  serum  is  employed 
for  the  cultivation  of  the  microorganism. 
Repeated  (daily  or  near-daily)  culture  during 
the  appropriate  period  offers  the  be.st  chance 
of  success.  Multiple  tubes  of  medium  should 
be  u.sed,  and  inoculation  should  be  made  at 
the  bedside  immediately  on  collection  of  the 
specimen.  A minimum  volume  of  inoculum 
is  essential;  thus  it  is  recommended  that  3 
drops  of  sample  be  used  if  they  are  delivered 
from  a syringe  with  a needle  attached  or  1 
drop  if  delivered  from  a syringe  with  the 
needle  removed.  Since  leptospires  are  lysed 
by  acid  urine,  the  patient  should  be  given 
alkalies,  if  possible,  to  alter  the  reaction  in 
vivo.  Isolation  attempts  may  also  be  made 
by  direct  inoculation,  intraperitoneally,  of 
young  guinea  pigs  or  hamsters.  Inoculated 
culture  media  must  be  incubated  at  30  C.  for 
six  weeks  unless  leptospires  are  detected 
earlier  with  a periodic  darkfield  microscopic 
examination. 

Serologic  Examinations. — Tests  com- 
monly employed  for  the  demonstration  of 
antibodies  to  leptospires  include  agglutina- 
tion-lysis with  live  microorganisms  for 
antigens,  microscopic  or  macroscopic  agglu- 
tination using  killed  microorganisms,  and 
complement-fixation  tests.  Agglutination 
tests  with  killed  culture  have  advantages 
over  agglutination-lysis  in  greater  ease  of 
maintenance  of  antigen  and  test  perform- 
ance, although  the  stability  of  suspensions 
may  be  variable.  It  is  recognized  that  anti- 
body titers  obtained  by  the  classical  agglu- 


tination-lysis test  will  prove  higher  than 
tho.se  obtained  in  agglutination  tests  with 
killed  culture.  There  need  be  no  loss  of 
.sensitivity  with  the  titers  obtained  in  agglu- 
tination tests,  however,  if  the  antigen  sus- 
pensions are  controlled  carefully.  A modi- 
fication of  the  agglutination  test  in  which 
incorporation  of  latex  particles  permits  a 
simplification  of  the  test  procedure  has  been 
described. Complement-fixation  tests 
have  found  le.ss  favor  than  agglutination  tests 
in  routine  diagnostic  woi  k. 

The  .serologic  examination  of  a single 
sp(>cinien  cannot  e.stablish  a diagnosis  of 
leptospirosis.  Both  acute-  and  convale.scent- 
phase  sera  must  be  examined  to  demonstrate 
an  increase  in  the  antibody  titer  consistent 
with  the  active  disease  proce.ss.  Since 
agglutinins  are  known  to  persist  for  pro- 
longed periods,  even  years,  after  leptospirosis, 
a demonstration  of  antibody  in  a single 
specimen  may  indicate  only  past  infection. 
The  patient’s  serum  may  first  .show  anti- 
bodies about  the  seventh  day  of  illness  in 
current  infection,  although  in  some  cases 
antibody  production  is  delayed  even  beyond 
the  twenty-first  day.  A rapid  rise  to  a peak 
titer  occurs  by  the  third  or  fourth  week.  In 
patients  who  are  not  likely  to  have  had  an 
earlier  infection  Avith  leptospires  through 
occupation  or  otherwise,  an  agglutination 
titer  of  1:300  is  said  to  be  of  diagnostic 
significance. 

Attempts  to  determine  the  serotype  of 
incitant,  that  is,  whether  or  not  Lept. 
icterohaemorrhagiae,  Lept.  pomona,  or  an- 
other, necessitate  caution  in  the  interpreta- 
tion of  agglutination  titers  demonstrated 
early  in  t he  disease.  The  (existence  of  shared 
antigenic  components  in  the  respective 
serotype  or  appearance  of  nonspecific  co- 
agglutinins initially  may  mask  the  identity  of 
the  incitant.  In  this  connection,  Alston  and 
Broom cite  the  work  of  Ftihner  who,  in 
1950,  called  atention  to  an  interesting 
phenomenon,  the  so-called  “paradoxical” 
reaction,  observed  in  serologic  studies  of 
antibody  deA'elopment  in  human  cases  ot 
leptospiro.sis.  Fiihner  noted  that  in  the 
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TABLE  III.— Example  of  Cross-Reactions  Observed  in  a Human  Case  of  Leptospirosis 


* UlLIAi'iLIll  ^ XVXIXCAX  XJCU  CS  ^ 

Days  After 

Lept. 

Lept. 

Lept. 

Lept. 

Lept. 

Onset 

Icterohaemorrhagiae 

Canicola 

Pomona 

Autumnalis 

Bataviae 

9 

100 

100 

100 

200 

16 

1,600 

400 

12,800 

No  agglutination 

200 

46 

400 

400 

12,800 

3,200 

No  agglutination 

77 

200 

100 

3,200 

800 

No  agglutination 

116 

No  agglutination 

No  agglutination 

800 

100 

No  agglutination 

234 

No  agglutination 

No  agglutination 

800 

No  agglutination 

fi  early  stages  of  illness  the  agglutinin  titer 
I may  be  higher  with  certain  heterologous 
t ' antigens  than  with  the  antigim  of  the  ho- 
mologous leptospiral  serotype. 

1 In  the  illustration  given  the  homologous 
titer  did  not  become  predominate  until  the 
fourth  week  of  illness.  Thus  the  identity 
of  the  infecting  serotype  will  often  not 
he  evident  by  serologic  studies  until  the 

i patient  is  well  on  the  road  to  recovery. 
Cross-reactions  detected  in  1 of  the  cases 
which  we  were  able  to  follow  serologically 
' are  presented  in  Table  III. 

Histologic  Examin.ations. — Lacking 

other  methods  of  diagnosis,  leptospirosis  can 
' be  established  in  fatal  cases  coming  to  autopsy 
I where  leptospires  are  demonstrated  in  sec- 
I'  tions  of  liver  or  kidney  tissue  stained  by 
|i  the  silver  impregnation  method. 

' ' Diagnostic  Services. — The  State  of  New 

f York  Department  of  Health’s  Division  of 
, Laboratories  and  Research,  in  its  service  to 
i Upstate  New  York,  is  prepared  to  furnish 
physicians  who  attend  cases  of  suspected 
leptospirosis  with  tubes  of  nutrient  medium 
1 for  bedside  inoculation  where  isolation  at- 
tempts can  be  made. 

1 Each  outfit  is  accompanied  by  an  empty 
tube  for  submission  of  blood  for  a sero- 
logic examination.  Both  cultural  and  sero- 
logic studies  are  conducted  at  the  Central 
Laboratory  in  Albany. 

For  those  physicians  who  practice  in  the 
area  of  New  York  City  diagnostic  services  in 
suspected  leptospirosis  are  available  at  the 
* City  of  New  York  Department  of  Health, 
Bureau  of  Laboratories.  Specimens  should 
I be  marked  for  the  attention  of  Henry  Vogel, 
; M.D. 


Sum  nut  ry 

Leptospirosis  in  man  and  animals  is  more 
common  in  New  York  State  than  is  gen- 
erally recognized.  While  the  disease  pre- 
sents protean  clinical  manifestations,  labora- 
tory tests  serve  to  furnish  information  of 
diagnostic  significance.  Specific  treatment 
in  the  disease  is  disappointing.  It  is  antic- 
ipated that  the  incidence  in  man  can  be 
reduced  as  far  as  possible  through  a knowl- 
edge of  the  mode  of  transmission  and  the 
avoidance  of  exposure. 
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Peptic  Ulcer  in  Children  May  Be  Overlooked 


Peptic  ulcerations  are  a more  common  entity  than 
such  diseases  as  diabetes  mellitiis  or  rheumatic 
fever,  according  to  an  article  by  R.  M.  Berg,  M.D., 
in  the  March,  1961,  issue  of  the  Southern  Medical 
Journal.  He  reports  on  a total  of  158  case  in  chil- 
dren ranging  in  age  from  less  than  fourteen  days  to 
sixte<'n  years;  103  cases  were  diagnosed  radiographi- 
cally in  his  own  experience,  and  55  were  gathered 
from  another  source. 

The  author  found  that  the  incidence  of  duodenal 
ulc(>r  in  the  first  twelve  months  of  childhood  is 
twice  that  of  the  yearly  .average  for  the  next  fifteen 
\('ars.  Boys  h;id  a higher  incidence  than  girls. 

During  the  first  year,  symj)toms  are  usually 
acaite  and  are  manifested  by  perforation,  hemorrhage, 
or  obstruction.  Ulcerations  at  this  age  may  occur 
in  associ.ation  with  other  di.seases,  such  as  allergy  to 
cow  milk  and  anomalies  of  the  small  and  large  bowel. 


Symptoms  are  more  vague  and  less  acute  in  pre- 
school children.  School-age  children  generally 
complain  of  pain  with  or  after  meals. 

Differential  diagnosis  should  consider  food  allergy, 
mesenteric  adenitis,  :i]jpendicitis,  gastroenteritis, 
pyelonephritis,  volvulus,  and  intussusception.  Ra- 
diographic examination  of  the  stomach  should  be 
made  of  any  child  who  exhibits  abdominal  symp- 
toms of  long  duration  or  who  has  repeated  epi- 
sodes of  discomfort,  but  “the  diagnosis  of  peptic 
ulcer  should  not  be  made  unle.ss  the  crater  can  be 
definitely  visualized.” 

The  author  b(‘liev(‘s  tluit  su.sceptibility  to  j)ep- 
tic  ulcer  is  inherited.  He  ])oints  out  that  40  of  103 
patients  in  his  series  had  a jjositive  family  historx'  of  j 
ulcer:  The  parents,  an  uncle,  and  three  siblings  of  | 
a five-i'ear-old  patient  had  ulcers. — Pediatric  Cur-  | 
rents,  Ross  Laboratories  \ 
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Comnumity  Disease  Detection  Proff ranis 

Some  General  Considerations 

GEORGE  JAMES,  M.D.,  M.P.H.,  NEW  YORK  CITY 


OF  THE  19  leading  causes  of  death  in  New 
York  City,  only  2 represent  conditions 
which  can  be  controlled  effectively  by  exist- 
ing health  programs.  The  remaining  17  are 
the  (‘hallenge  for  future  public  health  effort, 
ddiey  are  not  new  diseases  and  have  come 
into  recent  prominence  only  because  of  the 
great  succes.ses  against  the  problems  of  the 
past.  The  preventive  medicine  attack  on 
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them  must  continue  to  highlight  research, 
since  the  crucial  resources  required  for  con- 
trol are  not  yet  available.  Nevertheless, 
public  health  practitioners  have  devi.sed  a 
number  of  technics  which  offer  promise  for 
future  progress.  Programs  for  the  early  de- 
tection of  disease  compri.se  one  of  these 
technics.  The  purpo.se  of  this  review  will 
be  to  highlight  a few  of  the  principles  in- 
volved in  such  programs  and  .some  of  the 
cautions  to  be  observed.  Illustrations  will 
be  drawn  from  detection  programs  in  dia- 
betes and  heart  di.sea.se. 
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The  Rationale  for  Early  Detection  of 
Chronic  Disease 

While  it  is  true  that  some  detection  pro- 
grams are  undertaken  solely  for  the  purpose 
of  obtaining  research  knowledge  about  the 
factors  associated  with  disease  prevalence 
and  incidence,  the  major  rationale  for  disease 
detection  is  the  primary,  secondary,  or 
tertiary  prevention  of  disease  in  an  individ- 
ual patient.  The  following  outline  of  the 
epidemiologic  approach  to  chronic  disease 
gives  the  argument  which  lies  behind  the 
reliance  on  detection  programs  as  a signifi- 
cant step  in  preventive  medicine;' 

Disease  is  part  of  the  interaction  between 
man  and  his  environment.  The  common  de- 
generative diseases  are  not  solely  a matter 
of  heredity.  Heredity  may  play  a role  by 
making  a man  more  or  less  susceptible  to  a 
disease.  The  environment  also  renders  him 
more  or  less  susceptible  to  disease. 

“Normal”  man  can  be  shown  by  reliable 
testing  procedures  to  give  measurements 
over  a wide  range.  (1)  Those  patients  whose 
measurements  are  in  a certain  range  of 
“normal”  seem  more  prone  to  develop  cer- 
tain chronic  diseases.  (2)  Measurements  in 
these  critical  ranges  also  can  be  influenced  by 
certain  environmental  factors.  (3)  By  adjust- 
ing these  environmental  factors  and  remov- 
ing a man  from  the  critical  range  we  may  pre- 
vent, ameliorate,  or  postpone  chronic  disease. 
(4)  Research  to  establish  (1),  (2),  and  (3) 
in  relation  to  specific  factors  and  diseases  is 
probably  a major  path  toward  the  prevention 
of  chronic  disease  and  the  solving  of  its 
mysteries. 

Special  effort  should  be  made  to  find  sus- 
ceptible people  on  the  basis  of  known  un- 
favorable heredity,  unfavorable  measurements, 
or  both.  Su(di  susceptible  persons  may  be 
considered  as  the  earliest  dc'tecdable  cases  of 
the  disease.  Deliberate  modification  of  the 
environment  which  pn'v(‘nts  the  occurrence  of 
this  disease  may  be  considered  as  the  earliest 
purposeful  “cure”  of  the  disease. 

Illustrations  From  the  Field  of  Diabetes 
Detection 

A number  of  recent  studies  indicate  that 
certain  groups  in  the  population  are  un- 


usually susceptible  to  diabetes.  Although 
most  of  the  research  designs  of  these  studies 
have  significant  defects,  their  findings  may 
at  least  be  taken  as  suggestive  and  indicative 
that  future  study  of  certain  hypotheses  might 
be  highly  productive. 

Factors. — Among  the  factors  which  have 
been  suggested  as  being  associated  with  an 
increased  risk  of  diabetes  are  the  following; 
(1)  obesity,^’^  (2)  the  observation  that  many 
diabetic  women  give  a past  history  of  having 
given  birth  to  a baby  of  more  than  10 
pounds  in  weight, ^ (3)  a history  of  having 
a slightly  abnormal  blood  sugar  reaction  in 
past  years,®  and  (4)  a positive  family  histor}’’ 
of  diabetes.^ 

While  it  is  essential  to  prove  the  true 
significance  of  the  associations  by  means  of 
well-designed  cohort  studies,  these  observa- 
tions do  have  an  impact  on  current  diabetes 
detection  programs.  Each  such  program 
yields  a large  number  of  individuals  who  do 
not  have  diabetes  but  who  have  been 
screened  as  giving  positive  results  and  who 
show  some  minor  abnormalities  in  glucose 
tolerance.  Rather  than  being  discarded  from 
our  follow-up  routines,  these  persons  should 
be  followed  closely.  Actually,  this  group 
may  be  of  more  concern  than  those  patients 
who  are  found  to  have  frank  diabetes. 
Perhaps  some  modification  of  their  diet  or 
a reduction  of  weight  would  prevent  the 
development  of  diabetes.  It  has  been  sug- 
gested that  treatment  of  the  potential 
diabetic  patient  should  be  done  in  a manner 
similar  to  that  which  we  now  use  with  the 
early,  mild  diabetic  patient.  Recently  Wil- 
kerson®  has  done  this  with  a group  of  preg- 
nant women  who  showed  mild  disorders  of 
glucose  tolerance.  Although  his  results 
must  situ  be  viewed  as  tentative,  they  are. 
highly  suggestive  and  indicate  the  priority 
which  one  should  give  to  this  line  of  study. 

Special  Disease  Risks. — In  studying  the 
profile  of  his  community’s  health,  the  health 
officer  must  go  beyond  mere  morbidity  and 
mortality  rates  and  attempt  to  divide  his 
population  into  groups  with  special  disease 
risks.  In  t his  way  he  can  uncover  a popula- 
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TABLE  I. — Comparative  Study  of  Diabetes  Detection  Programs  Showing  Test  Results 

Employing  Different  Technics 


Urine  Sugar  Urine  Sugar 

Conditions  Test  A Test  B 

Blood  B 
-I-  130 

— Blood 
+ 130 

±1^ 

Total  number  of  persons  tested 

7,975 

2,488 

2,400 

305 

305 

Tests  completed  (per  cent) 

61 

33 

100 

100 

100 

Positive  test  results  (per  cent) 

Patients  with  positive  test  results  followed 

5.2 

3.1 

3.4 

13.4 

5.2 

(per  cent) 

Total  diabetes 

Positive  test  results  on  total  tests  done  (per 

63 

88 

66 

100 

100 

cent) 

Patients  with  positive  test  results  followed 

0,8 

0.4 

0.4 

3.3 

3 

(per  cent) 

[New  diabetes 

' Positive  test  results  on  total  tests  done  (per 

23 

13.6 

18.5 

24.4 

56.2 

1 cent) 

' Patients  with  positive  test  results  followed  (per 

0.4 

0.4 

0.2 

2.3 

2 

; cent) 

.Potential  diabetes 

' Positive  test  results  on  total  tests  done  (per 

11.8 

13.6 

9.3 

17.1 

.37.5 

cent) 

‘ Patients  with  positive  test  results  followed 

0 

0.1 

0.1 

4.6 

0.7 

1 (per  cent) 

(Persons  tested  requiring  glucose  tolerance  test 

0 

4.5 

5.6 

.34.1 

12.5 

(per  cent) 

4.9 

3.1 

3.2 

12.5 

4.3 

tion  which  is  obese  and  has  a positive  family 
history  of  diabetes.  He  can  find  another 
: which  has  a mild  disorder  of  glucose  toler- 
ance, and  he  can  even  isolate  a group  which 
has  all  three  of  these  attributes.  He  can 
'then  proceed  to  modify  their  obesity  and 
'their  blood  sugar  levels.  Although  he  can- 
not be  certain  at  this  time  that  such  modifi- 
1 cations  will  result  in  less  diabetes,  he  might 
still  recommend  this  on  a demonstration 
basis  as  a prudent  measure.  In  performing 
I such  a program  it  would  be  useful  to  have  a 
suitable  control  group  and  attempt  to  prove 
further  the  validity  of  such  a preventive 
regimen. 

Methods. — The  manner  in  which  diabetes 
i detection  is  performed  depends  on  the  group 
which  we  are  most  interested  in  following. 
Most  detection  programs  in  diabetes  seek  to 
find  the  highest  number  of  truly  diabetic 
persons,  while  keeping  to  a minimum  the 
number  of  false  positive  and  false  negative 
results.  Table  I,  based  on  the  experience 
of  the  author  in  a midwestern  city  with 
' three  diabetes  detection  programs,  illus- 
trates several  of  the  problems  involved. 

The  first  program  (A)  was  the  mere  is- 
jsuance  of  the  paper  test  for  urine  sugar 


(Dreypak)  which  was  picked  up  by  the  indi- 
vidual visiting  a large,  city  health  exposition. 
It  was  accompanied  by  an  extensive  amount 
of  publicity  and  community  support.  The 
second  study  (B)  accompanied  a community 
chest  x-ray  program  and  included  a casual 
blood  specimen,  while  at  the  same  time  a 
paper  test  for  urine  sugar  kit  was  handed 
to  the  patient  which  he  was  told  to  return 
by  mail.  Far  less  publicity  and  community 
support  were  engendered  for  this  program. 
The  third  program  (C)  involved  a small 
group  of  individuals  who  visited  a city  fair 
and  who  were  each  given  50  Gm.  of  glucose 
one  hour  before  the  blood  specimen  was 
taken.  Special  effort  was  exerted  so  that 
every  single  one  of  these  individuals  was  fol- 
lowed, instead  of  the  usual  procedure  of 
sending  reports  to  physicians  with  a simple 
request  for  follow-up  information.  Further 
details  about  these  programs  appear  else- 
where.® For  the  present  discussion  the  fol- 
lowing observations  are  pertinent: 

1.  Although  the  paper  urine  test  is  much 
cheaper  and  easier  to  perform,  it  suffers 
from  the  high  proportion  of  incomplete 
results.  Even  after  a very  great  amount  of 
publicity  and  community  support,  fewer 
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'I'AHLE  ll.“  Familiai,  Disease  History  in 


Various  Diagnostic 

Groups 

Number 

History  of 
Heart  Disease 
Father  Mother 

of 

(Per 

(Per 

Diagnosis 

Patients 

Cent) 

Cent) 

Coronary  heart  dis- 

ease 

47 

49 

34 

Hypertensive  heart 
disease 

4!) 

29 

22 

Rheumatic  heart  dis- 
ease 

23 

30 

26 

Hypertension 

147 

23 

20 

Hemorrhoids 

192 

23 

24 

None  of  these 

1,041 

26 

18 

than  two  thirds  of  the  tests  issued  were  re- 
turned. The  proportion  of  only  one  third  of 
the  tests  returned,  noted  in  the  second  study, 
appears  to  be  a more  normal  expectation  for 
the  average  community  program. 

2.  The  first  program  did  not  ask  phy- 
sicians to  report  potentially  diabetic  per- 
sons. An  attempt  was  made  in  the  second 
program  to  obtain  them,  but  the  number  re- 
ported was  exceedingly  low  since  the  average 
family  physician  had  not  yet  been  sensitized 
to  the  importance  of  recognizing  this  group. 
Moreover,  the  inquiries  made  by  several 
physicians  indicated  that  they  were  not  per- 
forming a standard  glucose  tolerance  test 
on  the  suspects  but  were  limiting  themselves 
to  fasting  blood  sugars  or  a single  post- 
prandial glucose  specimen.  In  the  third 
study  a large  number  of  potentially  diabetic 
patients  was  found  resulting  both  from  the 
emphasis  on  a standard  glucose  tolerance  test 
and  to  an  alertness  on  the  part  of  the  follow- 


up team  to  the  significance  of  mild  aberra- 
tions. 

3.  One  of  the  difficulties  in  the  perform- 
ance of  detection  programs  is  the  large 
number  of  false  positive  results.  No  health 
department  can  afford  to  swamp  its  follow- 
up mechanisms  by  having  huge  numbers  of 
false  positive  results  to  study.  A glucose 
tolerance  test  is  not  a simple  procedure  and 
is  expensive  to  perform.  The  third  program 
indicates  that  when  the  screening  level  was  as 
high  as  ±180  mg.  per  100  ml.,  the  propor- 
tion tested  who  required  glucose  tolerance 
tests  was  kept  low  while  the  potential  dia- 
betes group  was  still  appreciable.  This 
study  also  indicated  that  the  yield  of  true 
diabetes  cases  was  almost  equal  to  that  oh-  j 
tained  when  a lower  blood  sugar  screening 
level  was  used. 

4.  The  actual  screening  level  used  de- 
pends, therefore,  on  the  further  study  of  the 
potential  diabetes  group.  Since  the  ±180 
mg.  per  100  ml.  level  yielded  only  one-third  as 
many  potential  diabetic  persons,  the  crucial 
question  is  the  significance  of  the  other  two- 
thirds  who  were  detected  only  at  the  130 
mg.  per  100  ml.  level.  Cohort  studies  of 
potential  diabetic  patients  found  at  various 
screening  levels  are  required  to  decide  which 
are  worthy  of  our  attention. 

Illustrations  in  the  Field  of  Heart 
Disease  Detection 

Some  of  the  problems  in  the  detection  of 
adult  heart  disease  can  be  illustrated  from 


TABLE  III. — Per  Cent  of  Positive  Signs  and  Symptoms  Found  by  Different  Physicians 


. Physician 

Sign  or  Symptom  Total  .A  B C D E F G H Others 


Number  of  patients 


examined  by  each 

1,494 

74 

202 

204 

233 

217 

231 

97 

142 

94 

Per  cent  examined  by 

each 

100 

5 

() 

13,5 

13  7 

1 5 . 6 

14.5 

15.4 

6.5 

9.5 

6.3 

Pain,  heaviness  or  di,s- 

comfort  in  chest 

34 

5 

16 

2 

38.  1 

30 , 9 

30  5 

32 . 3 

37.2 

54.6 

35.9 

34.0 

Aching  or  tenderness 

around  heart 

21 

,8 

17 

.6 

28.7 

21 . 1 

13.7 

17.1 

23.8 

32.0 

22.5 

25.5 

Unusually  fatigued  dur- 

ing  day 

21 

.6 

21 

6 

27  2 

18  1 

17.6 

9.4 

23  4 

22  7 

27  5 

17.0 

F'eel  choked  or  smothered 

11 

0 

4 

1 

13.4 

9.3 

10.3 

8.8 

13.9 

12.4 

12.7 

10.6 

Short  wind 

15 

.7 

17 

6 

18.3 

16.7 

11.6 

14  3 

16.0 

20.6 

16.9 

12.8 

Feel  heart  beating 

.50 

. 7 

24 

.3 

.54  0 

.57 . 4 

.50 . 2 

52 . 1 

51.1 

49.5 

53 . 5 

44.7 

Heart  racc-s 

36 

!» 

25 

, 7 

35 . 1 

37.7 

36  1 

38.2 

37.7 

49.5 

39.4 

27.7 

27()0 
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TABLE  IV. — Cardiac  Enlargement  Shown  on  Electrocardiograms  and  Roentgenograms 


Findings  on  Roentgenograms 

Total  ■ Enlarged — Not  Enlarged 


Findings  on  Electrocardiograms 

Readings 

Number 

Per  Cent 

Number 

Per  Cent 

Total 

1,453 

51 

3.5 

1,402 

96.5 

Enlarged 

93 

12 

12.9 

81 

87.1 

Not  enlarged 

1,360 

39 

2.9 

1,321 

97.1 

TABLE  V. — Left  Ventricular  Enlargement 
Read  from  Electrocardiograms  Taken  at  Rest: 
Four  Independent  Readers 


Finding.s 

'total 

Total  read 

163 

No  enlargement 

75 

Enlargement  present 

88 

Four  agree 

23 

'three  agree 

18 

'two  agree 

20 

One  person 

27 

the  findings  of  the  Albany  Cardiovascular 
Health  Center.  1“  Table  II  gives  the  familj'^ 
history  of  heart  disease  in  various  diagnostic 
groups.  While  it  can  be  noted  that  coro- 
nary heart  disease  patients  give  a higher  pro- 
portion of  family  histories  which  show 
positive  findings  for  heart  disease,  this  is 
not  true  for  hypertensive  or  for  rheumatic 
heart  disease  patients.  The  problem  be- 
comes even  moi’e  complicated  when  we  note 
that  the  patients  whose  most  serious  con- 
dition is  hemorrhoids  and  those  with  no  de- 
tectable disease  still  gave  a positive  family 
history  finding  for  heart  disease  about  one 
(luarter  of  the  time.  If  the  positive  family 
history  finding  is  to  be  used  as  the  means  of 
detecting  heart  disease,  it  is  obvious  that  we 
will  have  many  false  positive  results.  This 
suggests  that  the  family  history  can  be 
used  only  in  combination  with  other  detec- 
tion technics. 

Evaluations. — Every  physician  who 
wishes  to  evaluate  the  cardiac  status  of  his 
patient  will  take  a careful  personal  history. 
Table  III  indicates  some  of  the  problems 
which  occur  when  a patient’s  history  is  used 
as  a detection  mechanism.  It  can  be  seen 
that  when  patients  are  assigned  at  random 
to  different  physicians,  some  of  these  physi- 
cians are  far  more  likely  to  elicit  a history 
of  a specific  symptom  than  are  their  col- 
leagues. For  example,  physician  G was 


approximately  twice  as  able  to  elicit  a his- 
tory of  “pain,  heaviness  or  discomfort  in 
the  chest”  than  most  of  his  colleagues,  while 
physician  A was  able  to  find  this  symptom 
only  half  as  often  as  the  others.  Physician 
A also  found  the  symptom  “feel  heart  beat- 
ing” only  half  as  often  as  did  his  colleagues. 
Hence,  this  table  tells  us  not  only  the  relia- 
bility of  these  specific  symptoms,  but  also  it 
indicates  the  particular  physician  who  differs 
from  his  colleagues.  We  do  not  know 
whether  physicians  A and  G are  right  or 
wrong  in  the  examples  cited.  All  we  can 
tell  from  this  table  is  that  they  differ  from 
the  majority  of  their  colleagues.  The  first 
step  in  attempting  to  use  a given  symptom 
as  an  indication  of  the  presence  of  disease 
must  be  in  developing  its  reliability.  Only 
when  each  physician  can  elicit  this  symptom 
in  similar  fashion  during  his  interrogation 
of  the  patient  can  we  feel  secure  in  utilizing 
it  in  detection  programs.  Once  we  achieve 
reliability  there  are  many  other  questions 
we  need  to  ask  before  the  symptom  becomes 
a practical  measure  for  disease  detection, 
but  reliability  is  a necessary  first  step. 

Technics. — Cardiologists  believe  that 
they  can  detect  ventricular  hypertrophy  by 
means  of  the  electrocardiogram.  Table  IV 
indicates  that  different  patients  are  selected 
by  the  electrocardiogram  and  by  the  x-ray 
film.  It  is  not  known  whether  these  are  dif- 
ferent stages  of  the  development  of  hyper- 
trophy or  whether  they  are  actually  dif- 
ferent kinds  of  hypertrophy.  It  will  re- 
(}uire  a series  of  long-term  cohort  studies  to 
see  whether  these  are  two  different  kinds  of 
conditions.  However,  before  beginning  such 
studies  it  is  essential  to  test  the  reliability 
of  the  electrocardiographic  interpretation 
of  ventricular  hypertrophy.  Hence  a series 
of  88  electrocardiographic  tracings  in  which 
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a physician  had  detected  ventricular  hyper- 
trophy were  mixed  with  75  normal  tracings 
taken  at  random  and  the  total  group  pre- 
sented randomly  to  four  cardiologists.  The 
results  of  their  independent  readings  appear 
in  Table  V.  It  is  obvious  from  the  table 
that  the  reading  of  the  electrocardiogram 
for  ventricular  hypertrophy  leaves  much 
to  be  desired.  More  work  would  have  to  be 
done  to  develop  standards  for  the  electro- 
cardiographic interpretation  of  this  condi- 
tion before  the  population  could  be  divided 
on  the  basis  of  this  test  for  purposes  of  future 
epidemiologic  study. 

Summary 

If  community  detection  programs  in 
chronic  disease  are  to  offer  hope  for  the 
ultimate  primary  prevention  of  disease, 
physicians  must  become  more  interested  in 
the  detection  of  those  persons  who  appear  to 
have  a higher  risk  of  developing  the  disease. 
Examples  have  been  presented  from  the 
field  of  diabetes  and  adult  heart  disease  which 
illustrate  some  of  the  problems  which  are  en- 
countered in  the  development  of  such  detec- 
tion programs: 

1.  It  is  essential  that  the  detection  test 
be  of  good  reliability. 

2.  Tests  which  when  used  alone  will  re- 
sult in  too  many  false  positive  results  can 
be  used  in  combination  with  other  tests  to  re- 
duce the  proportion  of  false  positive  results. 

3.  When  the  results  from  a number  of 
several  detection  tests  disagree,  we  may 
actually  be  dealing  with  different  diseases  or 
different  stages  of  the  same  disease. 

4.  There  is  a need  for  long-term  cohort 
studies  of  susceptible  persons  to  determine 
which  specific  groups  present  priorities  for 
control  programs. 


5.  Community  detection  programs  must 
be  performed  in  a way  which  will  not  swamp 
our  follow-up  potential.  We  must  therefore 
make  a distinction  between  detection  pro-  ' 
grams  which  are  performed  for  the  purpose 
of  control  of  disease  and  those  performed  on  i 
a limited  population  for  research  and  demon- 1> 
stration  purposes. 

6.  Our  future  hope  for  chronic  di.sease  . 
prevention  lies  in  the  ultimate  ability  to  pre- 
vent the  development  of  chronic  disease  by  1 
modifying  the  environment  of  the  susceptible  I 
persons.  Additional  specific  evidence  from  S 
research  is  required  before  this  plan  can  be  I 
implemented  on  a wide  scale.  For  the  I 
present  the  development  and  analysis  of  dis-  | 
Crete  demonstration  projects  is  a major  step  i 
toward  ultimate  success. 

125  Worth  Street 
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The  Value  of  Cytologic  Methods  in  Cancer  Screening 

ABRAHAM  OPPENHEIM,  M.U.,  NEW  YORK  CITY 


I ]T)rogress  in  exfoliative  cytology  during 
the  past  fifteen  years  has  directed  in- 
I creasing  attention  to  the  possibilities  of 

(earlier  cancer  detection  and  diagnosis. 
Cytology  has  proved  valuable  in  the  detec- 
tion of  clinically  unsuspected  cancer  and  as 
an  adjunct  to  other  methods  for  the  differen- 
ij  tial  diagnosis  of  cancer  in  symptomatic 
patients.  The  method  has  been  used  with 
varying  success  for  the  study  of  lesions  in 
the  gastrointestinal  tract,  the  genitourinary 
tract,  and  elsewhere. 

It  is  cle.ar,  however,  that  the  greatest  re- 
turn and  the  most  useful  routine  application 
are  in  the  detection  of  clinically  asympto- 
matic neoplasms  of  the  uterine  cervix  and 
endometrium. 

Cervical  Cancer 

Detection  of  cervical  cancer  in  the  asymp- 
tomatic stage  has  been  carried  out  by  a 
number  of  investigators.  With  the  support 
of  the  United  States  Public  Health  Service 
and  the  American  Cancer  Society,  several 
large  screening  programs  were  initiated  to 
evaluate  exfoliative  cytology  as  a case- 
finding procedure.  The  largest  of  these  was 
in  Shelby  County,  Tennessee,  where  Erick- 
son, et  al.,^  studying  108,000  women,  found 
carcinoma  in  situ  in  3.6  out  of  every  thou- 
sand on  initial  screening;  on  the  second 
! screening,  2.2  carcinomas  in  situ  per  thou- 
sand women  were  found.  The  first  screen- 
ing of  this  group  revealed  invasive  cancer  in 
3.1  per  thousand  and  on  the  second  screen- 
ing, 0.3  per  thousand.  Nieburgs*  and  his 
coworkers  reported  3.9  carcinomas  in  situ  per 
thousand  in  17,000  women  screened  by  wet 
and  dry  smear  methods.  In  Nieburgs’ 
series,  women  were  examined  in  physicians’ 

[ 

j Presented  at  the  154th  Annual  Meeting  of  the  Medi- 
j cal  Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Preventive  Medicine  and  Public  Health, 
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offices,  factories,  and  other  detection  centers. 
It  appears  from  his  statistics  that  1.7  per 
thousand  of  the  white  female  population 
developed  cervical  carcinoma  each  year. 
The  Negro  population  was  too  small  to  per- 
mit of  any  valid  comparison.  The  over- 
all prevalence  rate  of  cervical  carcinoma  in 
various  studies  would  seem  to  indicate  a 
figure  of  about  4 to  7 per  thousand. 

The  methods  for  taking,  reporting,  and 
following  cervical  smears  have  recently  been 
standardized  by  the  City  of  New  York 
Department  of  Health,  in  cooperation  with 
its  Advisory  Committee  on  Cytology.  The 
need  for  standardization  is  self-evident.  In 
New  York  City  alone,  for  example,  the  Sub- 
committee on  Cancer  of  the  Medical  Society 
of  the  State  of  New  York  in  1958  found  that 
approximately  400,000  smears  had  been 
done  by  200  laboratories.  Three  fourths  of 
the  smears  were  from  the  female  genital 
tract.  Even  the  technics  for  securing  smears 
have  been  expanded.  Thus,  some  groups 
have  experimented  with  the  self-obtained 
smear  as  well  as  with  the  dried  smear 
technic. 

Endometrial  Cancer 

Routine  cytology  has  been  more  successful 
in  detecting  cervical  than  endometrial 
cancer.  Nevertheless,  vaginal  smears  and 
endometrial  smears  are  presently  the  best 
method  for  finding  cancer  of  the  endo- 
metrium. The  City  of  New  York  Depart- 
ment of  Health  has  recently  developed 
aspirators  and  cannulas  which  can  be  used 
safely  by  the  general  practitioner.  At  pres- 
ent, we  have  done  about  1,200  such  aspira- 
tions without  difiiculty.  The  endometrial 
smear  should  always  be  used  in  cases  in 
which  there  is  a question  of  endometrial 
disease.  If  this  appears  to  be  impossible,  a 
fractional  curettage  should  be  done  under 
anesthesia. 
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In  less  accessible  regions,  the  cytologic  ap- 
proach has  also  proved  of  value.  In  the  de- 
tection of  lung  cancer,  the  routine  use  of 
cytology  as  a screening  procedure  has  not 
been  practical  because  of  the  expense  and 
limited  cases  detected.  It  is  felt  that  this 
method  might  be  employed  in  high-risk 
groups,  for  example,  males  above  forty-five 
years  of  age  who  are  heavy  smokers.  Be- 
cause of  the  difficulty  of  obtaining  sputums 
in  the  asymptomatic  group,  methods  have 
been  devised  to  stimulate  cough  reflexes  and 
thus  secure  “deep  sputums.”  This  method 
is  now  being  tried  on  a large  scale.  In  symp- 
tomatic patients,  the  use  of  sputum  cytology 
and  bronchial  washings  has  proved  of  tre- 
mendous value  in  the  diagnosis  and  detec- 
tion of  lung  lesions.^ 

Cytology  has  been  used  to  detect  breast 
lesions.  The  material  was  obtained  by 
massage  and  gentle  suction  with  a breast 
pump.  Suitable  specimens,  if  obtained  at 
all,  were  of  value  only  if  a positive  diagnostic 
finding  was  made.®  Its  adoption  as  a rou- 
tine procedure  is  not  warranted  at  present. 

Gastric  Cancer 

Many  technics  have  been  developed  for 
the  detection  of  gastric  cancer,  utilizing  ex- 
foliative cytology.  These  methods  include 
chymotrypsin  lavage,  saline  washings,  and 
brush  technics. 

Under  the  direction  of  the  City  of  New 
York  Department  of  Health,  a large  screen- 
ing project  is  being  carried  out  for  the  detec- 
tion of  gastric  cancer.  In  this  study, 
patients  who  demonstrate  achlorhydria  or 
hypochlorhydria  by  the  tubeless  dye  (Diag- 
nex)  method  are  selected  for  the  cytologic 
test.  The  subjects  are  usually  in  the  age 
group  of  forty-five  and  above  who  have  been 
screened  in  ten  institutions  cooperating  in 
this  study.  In  addition,  about  45  cases  with 
pernicious  anemia  have  been  followed  at 
The  Mount  Sinai  Hospital  and,  thus  far,  1 
case  in  the  group  has  developed  carcinoma 
of  the  stomach,  diagnosed  by  cytology. 
Whether  the  expense  and  number  of  cases 
detected  by  the  tubeless  dye  and  cytology 


justify  this  procedure  awaits  statistical  eval- 
uation of  this  project. ■' 

Prostatic  Cancer 

Cytology  has  also  been  utilized  for  the 
detection  of  prostatic  cancer.  Nieburgs® 
screened  some  3,000  to  5,000  men  in  a men-  ' 
tal  institution.  All  had  a prostatic  massage  j 
done,  and  accompanying  smears  were  taken,  i 
In  no  case  was  cancer  of  the  prostate  found  | 
in  asymptomatic  patients.  However,  he  ' 
found  that  in  every  case  of  prostatic  cancer, 
malignant  cells  were  found.  In  a study 
done  by  Silberblatt®  in  cooperation  with  the 
City  of  New  York  Department  of  Health,  a 
group  of  100  cases  of  carcinoma  of  the 
prostate  were  examined  for  malignant  cells 
following  massage.  Only  00  per  cent  of  this 
group  showed  positive  cytologic  findings. 

In  another  study^  of  347  smears  done  on 
250  cases,  only  9 were  discovered  in  a group 
of  15  known  cancers.  Six  patients  were  in- 
correctly diagnosed  as  showing  negative  re- 
sults, and  there  were  no  false  positive  find- 
ings. Although  a study  of  exfoliative  cells 
in  prostatic  secretions  is  not  a satisfactory 
screening  method  for  early  detection,  never- 
theless, it  can  be  used  as  an  adjunct  in  sus- 
pected prostatic  cancer. 

Other  Areas 

The  routine  use  of  urine  to  detect  cancer 
of  the  genitourinary  tract  is  not  feasible  as 
a procedure  in  asymptomatic  patients.  It 
is  time-consuming  and  the  yield  is  negligible. 

Of  course  it  is  of  value  as  an  adjunct  in  the 
diagnosis  of  .symptomatic  patients.®  Koss, 
et  al.^  have  utilized  urinary  cytology  in  de- 
tecting early  cancer  of  the  bladder  in  patients 
exposed  to  industrial  substances  having 
carcinogenic  effects  on  the  bladder. 

Recently,  the  cytologic  method  has  been 
used  extensively  by  Dreiling,  Nieburgs,  and 
Janowitz^®  for  the  detection  of  as  well  as  for 
the  diagnosis  of  carcinoma  in  the  pancreas 
and  in  the  biliary  tract.  At  present,  duo- 
denal drainage  has  been  done  in  about  300 
cases  with  a satisfactory  degree  of  diagnos- 
tic accuracy.  This  method  appears  to  be 
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promising  if  it  is  used  in  conjunction  with  the 
secretin  test  as  well  as  other  clinical  data. 

The  use  of  exfoliative  cytology  in  the 
detection  of  lesions  of  cancer  of  the  rectum 
and  colon  is  very  helpful,  particularly  in 
view  of  the  fact  that  many  of  the  lesions 
are  in  areas  above  the  level  accessible  to 
the  sigmoidoscope.  The  usual  procedure  for 
the  detection  of  such  lesions  utilizes  a brush 
instrument  plus  washing.  “ 

The  Millipore  filter'-  has  advanced  the 
diagnostic  accuracy  of  exfoliative  cytology, 
h particularly  when  large  amounts  of  fluid 
E have  to  be  used  for  detection,  for  example, 
I urine,  pleural  effusions,  and  ascitic  fluid. 

A recent  innovation  has  been  the  use  of 
exfoliative  cytology  in  the  diagnosis  of 
5 lesions  of  the  oral  cavity.'^  This  is  of  value 
) where  biopsies  are  not  feasible  or  where  no 
i evident  lesion  can  be  seen,  yet  is  suspected, 
j Cytodiagnosis  is  bringing  about  a chang- 
, ing  concept  of  cancer  control.  It  offers  ear- 
[ her  diagnosis  than  ever  before.  Routine  cy- 
i|  tology  should  be  part  of  the  examination  of 
l|  every  patient.  This  is  particularly  true  in 
n such  areas  as  the  female  reproductive  tract. 

i 125  Worth  Street 
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Quest  ion  and  .Ansiver  Period 

Dr.  James:  Dr.  Oppeiiheim  has  pre.sented 
a series  of  examples  of  the  use  of  cytology 
ill  actual  health  programs  and  also  some  of 
the  newer  attempts  to  develop  cytologic 
technics  which  might  have  value  in  com- 
munity health  programs.  We  are  prepared 
to  discuss  and  comment. 

Question:  Does  this  also  tend  to  mean 
that  cytologic  methods  would  not  be  too 
useful  in  other  groups? 

Dr.  Oppenheim:  Well,  I think  I mentioned 
specifically  in  my  paper  that  cytology  for  lung 
cancer  is  being  used  on  the  high-risk  group. 
I didn’t  mean  that  for  any  other  group. 

We  are  now  conducting  a study,  both  a 
service  and  a research  project,  at  Metropoli- 
tan and  Harlem  Hospitals  in  which  we 
are  doing  routine  screening  of  all  of  the  fe- 
male patients  in  the  hospital  as  well  as  in 
the  community.  It  is  called  the  Harlem 
Community  Cytology  Project.  We  expect 
to  see  at  least  75,000  to  100,000  patients. 
The  prevalence  rate  that  we  expect  to  find 
would  be  about  14  to  25  per  thousand,  while 
it  is  4 to  6 per  thousand  in  other  and  pre- 
dominantly white  groups.  Our  Harlem 
group  is  predominantly  Negro  and  Puerto 
Rican. 

Questions  have  been  asked  by  many 
people  that  would  require  several  sympo- 
siums to  answer.  I can  only  say  this:  The 
majority  of  people  believe  that  there  is  such 
an  entity  as  carcinoma  in  situ,  but  there  is 
no  standardized  treatment. 

Question:  If  you  take  every  hospital  or 
every  general  hospital  and  do  a routine 
vaginal  smear  on  all  females  over  say  age 
twenty,  won’t  there  be  disapproval  from  the 
legal  counsel  of  the  Medical  Society  of  the 
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State  of  New  York?  While  a crash  pro- 
gram like  that  is  dramatic,  you  don’t  have 
the  diagnostic  laboratory  facilities  for  such 
a crash  program,  and  I still  make  the  point 
that  you  should  divide  and  conquer. 

Do  it  city  by  city,  build  up  your  facilities, 
educate  each  physician  and  tell  him  that  he 
is  not  practicing  a good  level  of  medicine 
unless  he  does  at  least  a vaginal  smear  on 
each  female  patient. 

Dr.  Oppenheim;  Dr.  Gerhardt,  what  do 
you  think  the  possibilities  would  be  for  the 
self-obtained  smear? 

Paul  Gerhardt,  M.D.  : I think  that  it 
has  good  possibilities.  In  all  cancer  control 
work  we  try  to  get  technics  and  methods  of 
obtaining  smears  by  nonprofessional  or 
rather  nonmedical  people.  If  we  had  one 
blood  test,  or  one  serum  test,  or  other  cer- 
tain tests  it  would  be  wonderful,  but  we  have 
only  one  recognized  test  for  cancer  and  it  is 


cytology.  It  should  be  made  readily  avail- 
able and  free  if  at  all  possible;  if  not,  then 
certainly  a minimum  charge  should  be  made 
to  the  practicing  physician. 

Dr.  Oppenheim;  Very  good.  Thank  you 
sir! 

Dr.  James:  We  will  now  go  on  to  the 
next  paper,  which  is  “A  Modern  approach  to 
Chronic  Kidney  Disease,”  by  S.  Edward 
King,  M.D.  I should  like  to  introduce  Dr. 
King  with  a special  note  that  he  belongs  to 
a very  select  group  of  individuals  in  the 
practice  of  medicine.  He  is  an  internist  who 
has  become  so  interested  in  the  specific 
field  of  renal  disease  that  he  has  realized  its 
value  and  the  tremendous  potential  of  pre- 
ventive medicine.  He  has  come  to  the 
health  department  and  persuaded  us  to  co- 
operate with  him  in  an  epidemiologic  study 
of  the  development  of  chronic  renal  disease. 
Dr.  King. 


Early  Diagnosis  in  Chronic  Renal  Disease 

S.  EDWARD  KING,  M.D.,  M.P.H.,  F.A.C.P.,  NEW  YORK  CITY 

{From  the  Cooperative  Proteinuria  and  Kidney  Disease  Projects,  U.  S.  Public  Health  Service  and  City  of 

New  York  Department  of  Health) 


\ ccuRATE  data  concerning  the  incidence 
of  chronic  renal  diseases  are  lacking. 
These  disorders  often  are  insidious  in  onset 
and  pursue  their  course  with  few  clinical 
characteristics,  usually  escaping  detection 
until  an  advanced  stage  is  reached.  It  is 
difficult  to  correlate  individual  clinical  and 
laboratory  findings  with  the  renal  pathologic 
lesions.  Diverse  etiologic  agents  may  pro- 
duce similar  renal  pathologic  conditions,  and 
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different  lesions  may  follow  the  same  causa- 
tive agent.  Opinion  remains  divided  con- 
cerning the  relationship  or  continuity  be- 
tween acute  glomerulonephritis  and  both 
chronic  nephritis  and  the  nephrotic  syn- 
drome. At  an  advanced  stage,  precise  dif- 
ferential diagnosis  may  be  impossible  for  the 
clinician  and  pathologist  alike.  It  is  not 
surprising  that  the  clinical  diagnosis  of  these 
conditions  is  often  less  than  precise  and  that 
reporting  at  death  is  misleading. 

Specific  mortality  data  are  subject  to  large 
temporal  variations,  with  changing  medical 
doctrine  and  diagnostic  criteria,  revisions  in 
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j classification,  and  varying  coding  prac- 
Itice.  James'  has  shown  that  the  incorrect 
presentation  of  available  clinical  information 
'on  death  certificates  in  itself  is  a material 
I source  of  error. 

I Uncritical  acceptance  of  mortality  data 
I would  indicate  that  renal  diseases  are 
diminishing  and  unimportant  causes  of 
death.  This  is  contrary  to  general  ex- 
'perience  and  in  large  part  reflects  coding 

I artefacts  and  varying  terminology.  A sum- 
Imation  of  mortality  rates  for  miscellaneous 
j renal  diseases,  infections,  and  conditions — 
i renal  in  etiology  and  prevention — indicates 

I I that  cumulatively  they  are  very  common, 
I' within  the  first  six  important,  causes  of 

death.*'®  Using  the  international  classifi- 
! cation'  and  numerical  codes,  these  conditions 

I ' 

I include  chronic  and  unspecified  nephritis 
I (592-594),  renal  infections  (600)  and  diseases 
[i  such  as  renal  calculus  (602),  and  hypertro- 
i’  phy  of  the  prostate  (610),  which  lead  to 
( pyelonephritis — the  true  cause  of  death.  In 
j hospital  practice  renal  infection  is  sus- 
pected in  only  20  per  cent  of  patients  with 
active  pyelonephritis  demonstrated  at  post- 
mortem examination.®  Malignant  hyper- 
I'  tension  without  heart  disease  (445)  and 
Ij  hypertension  with  nephrosclerosis  (446)  are 
included  in  the  compilation  because  of  the 
primary  renal  origin  and  eventual  course  of 
these  conditions.  Hypertension  with  heart 
disease  and  cerebral  hemorrhage  have  been 
excluded  from  the  summation,  although 
I with  coronary  heart  disease  they  frequently 
I are  clinical  manifestations  or  sequelae  of 
I renal  disease:  pyelonephritis,  renal  artery 

disease,  and  glomerulonephritis.  Since 
underlying  renal  disease  frequently  is  un- 
detected, hypertension  is  unduly  accredited 
as  the  cause  of  death.  Irrespective  of  no- 
menclature, these  groups  follow  renal  disease, 
are  manifested  early  by  proteinuria,  and 
control  of  them  is  based  on  detection  of  the 
renal  disorders  involved.  These  approxima- 
tions are  presented  with  due  recognition  of 
the  limitations  and  unstable  status  of  any 
system  of  classification.  It  is  noteworthy 
that  in  the  last  decade,  during  which 


“chronic  nephritis”  and  renal  diseases  have 
been  downgraded  statistically,  deaths  from 
pyelonephritis  doubled  throughout  the  coun- 
try.® Little  of  this  uniform  increase  can  be 
ascribed  to  greater  awareness  or  improved 
diagnostic  methods. 

Correct  orientation  concerning  the  rela- 
tive incidence  and  trends  of  chronic  disease 
is  essential  to  guide  the  planning  of  preven- 
tive measures.  As  exemplified  by  pye- 
lonephritis, experiences  in  the  prevention  of 
chronic  renal  disease  are  not  reassuring  and 
suggest  the  need  for  increased  efforts  aimed 
at  earlier  detection  and  better  management. 

The  frequency  with  which  renal  diseases 
escape  detection  is  indicated  by  personal  ob- 
servations on  over  1,000  young  males  with 
constant  proteinuria  found  at  the  time  of  in- 
duction physical  examination  during  the 
Korean  emergency.  Only  20  per  cent  of 
these  had  any  previous  intimation  of  renal 
disease,  including  10  per  cent  with  a history 
suggesting  glomerulonephritis,  renal  infec- 
tion, or  anomaly.  Few  of  these,  however, 
were  symptomatic  or  initially  presented  hy- 
pertension or  other  evidence  of  renal  disease. 
Ten  per  cent  knew  only  about  prior  “al- 
buminuria” which  they  had  been  assured 
was  “benign.” 

A sample  (95)  of  these  patients  were 
studied  after  a six-year  interval,  these  being 
a partial  response  to  the  canvassing  of  300 
such  patients.  Among  the  approximately 
200  patients  traced,  35  were  found  to  have 
died  from  renal  disease.  Advanced  renal 
disease  was  present  in  over  half  of  those  re- 
porting, with  elevated  blood  pressure  levels 
a usual  finding  and  azotemia  present  in  30 
per  cent. 

At  present  chronic  pyelonephritis  is  the 
most  common  and  important  problem  in 
renal  disease.  Renal  infections  appear  in 
complex  and  variegated  pathologic  and 
clinical  forms  often  without  symptoms  or 
signs.  They  may  simulate  chronic  glomeru- 
lonephritis or  appear  as  malignant  hyper- 
tension.* Proteinuria  of  long  duration  may 
be  the  only  early  clinical  evidence  of  this 
disease.®  There  is  little  clinical  awareness  of 
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the  frequency  of  renal  infection,  when  classi- 
cal symptomatology  and  pyuria  are  absent 
as  is  often  the  case.*’®  Renal  infection 
should  be  considered  in  all  patients  with 
urinary  stasis  and  in  those  with  persisting 
bacteriuria  due  to  any  cause.*'®  Bac- 
teriuria  has  been  reported  in  10  per  cent  of 
pregnancies,  in  15  per  cent  of  patients  with 
diabetes  mellitus,  in  20  per  cent  of  those  with 
cystocele,  in  70  per  cent  with  prostatic  ob- 
struction, rising  to  95  per  cent  in  untreated 
cases  with  indwelling  catheter  for  over  four 
days.*'^®  Urinary  tract  infections  of  long 
duration,  even  in  the  absence  of  any  symp- 
toms, suggest  the  high  probability  of  pyelo- 
nephritis. 

Urinary  tract  stasis  and  obstructions  from 
the  frequent  congenital  anomalies  and  vari- 
ous chronic  renal  disorders,  dystrophies,  and 
distortions  of  kidney  architecture  favor 
renal  infection.  Pyelonephritis  superimposed 
on  documented  chronic  glomerulonephritis 
has  been  observed  in  a number  of  instances 
in  the  study.  Infection  may  follow  either 
lymphatics  or  ureters  or  may  be  hematog- 
eneous  in  origin.^’'®  Lymphatic  pathways 
between  the  ascending  and  descending  colon 
and  both  kidneys  have  been  described.  In 
contrast  to  liver  or  spleen,  renal  tissue  is 
anticomplementary  in  vitro  and  is  an  ex- 
cellent medium  for  bacterial  and  viral 
growth.* 

Persisting  proteinuria  is  the  invariable 
denominator  of  renal  disease.  Most  diag- 
nostic methods  are  not  applicable  as  routine 
screening  methods.  An  effective  screening 
method  must  be  simple  and  generally  ap- 
plicable; it  must  be  accurate,  sensitive,  and 
specific.  The  sulfosalicylic  acid  or  similar 
standard  qualitative  tests  for  urinary  pro- 
tein meet  rhese  requirements.  To  detect 
traces  of  protein,  urines  should  be  of  good 
specific  gravity  and  if  cloudy  must  be  cen- 
trifuged. Urines  collected  after  standing  or 
activity  are  required.  Twenty-four-hour 
urine  collections  are  the  least  useful.  Traces 
of  urine  protein  (3  to  5 mg.  per  100  ml.)  are 
significant.  Paper  strip  colorimetric  methods 
are  not  even  claimed  to  be  sensitive  below 


10  mg.  per  100  ml.  and  may  prove  inaccurate 
and  even  misleading. 

Chronic  Proteinurias  of  Youth  and 
Organic  Renal  Disease 

There  is  much  confusion  concerning  the 
proteinuria  found  commonly  in  young  ; 
people.  The  frequent  transient,  emotional,  | 
and  physiologic  proteinurias  usually  are  dis-  , 
missed  as  of  no  clinical  significance.  In 
certain  instances,  at  least,  proteinuria  fob  ' 
lowing  stress  conditions  may  indicate  early  ] 
or  latent  renal  disease. The  frequency  \ 
of  transient  proteinuria  has  distorted  clinical  ; 
perspective  concerning  the  significance  of  I 
the  chronic  asymptomatic  proteinuria  of  i 
youth.  j 

In  the  past,  vague  definition  and  indiffer-  ' 
ent  identification  made  accurate  follow-up  of 
patients  with  proteinuria  impossible.  Pre- 
sumably, from  this  confused  background 
evolved  the  clinical  concept  of  “benign” 
chronic  orthostatic  or  postural  proteinuria  in 
otherwise  (apparently)  healthy  young  indi- 
viduals. Contrary  to  experience  and  obser- 
vations,^^ this  benign  concept  has  been 
maintained  tenaciously.  Despite  an  esti- 
mated incidence  of  3 per  cent  in  young 
persons,^*  little  clinical  interest  has  been 
accorded  postural  or  othostatic  proteinuria. 

In  a previous  report,'^  a simple  method  of 
determining  the  urine  protein  pattern  of 
excretion  was  described  and  was  used  as  a 
basis  for  individual  identification.  The 
duplication  of  this  pattern  in  individual  pa- 
tients from  day  to  day  validated  the  applica- 
tion of  this  method  in  recognizing  temporal 
alterations  in  underlying  renal  pathologic 
conditions. 

Clinical  Course  of  Patients  with 
Orthostatic  (Postural)  Proteinuria. — 
Preliminary  data  on  a follow-up  prospective 
study  of  patients  with  initially  clearly  de- 
fined orthostatic-type  proteinuria  have  been 
reported.'^  Further  observations  on  over 
GOO  such  patients  responding  for  study  after 
a mean  interval  of  six  years  will  be  sum- 
marized briefly.  Observations  on  nonre- 
spondents and  controls  may  modify  these 
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I data  slightly  but  cannot  impair  their  basic 
j significance.  Even  on  the  extremely  un- 
, likely  assumption  that  nonrespondents  and 
; all  those  not  located  for  any  reason  among 
those  canvassed  were  normal,  the  results 
remain  highly  significant. 

After  a mean  interval  of  six  years,  pro- 
teinuria was  found  still  present  in  85  per  cent 
of  the  respondent  patients  with  previously 
clearly  identified  ortho.static-type  pro- 
teinuria. In  22  per  cent  of  the  respond- 
ents, proteinuria  had  increased  in  intensity 
and  distribution  to  the  extent  that  they  now 
presented  continuous  proteinuria.  The  sedi- 
I ment  of  freshly  voided  urine  specimens  now 
revealed  significant  numbers  of  red  cells, 
casts,  and  white  cells  in  nearly  30  per  cent 
of  all  re-examined  patients.  Sediment  ab- 
normalities paralleled  the  final  proteinuria 
patterns,  being  most  frequent  (50  per  cent) 
in  those  patients  converting  into  continuous 
proteinuria.  Blood  pressure  levels  at  or 
above  140/  90  were  present  in  10  per  cent  of 
all  patients  with  orthostatic  proteinuria,  in- 
creasing to  18  per  cent  in  those  progressing 
to  continuous  proteinuria.  The  mean  age  of 
all  respondent  patients  was  twenty-six  years. 
In  70,000  normal  males  in  the  age  group 
twenty  to  twenty-nine  years,  a mean  blood 
pressure  of  120/74  has  been  reported.'® 
Abnormalities  in  renal  architecture,  con- 
genital or  acquired,  often  unilateral  or  dis- 
parate, were  detected  by  excretory  urograms 
in  15  per  cent  of  300  unselected  patients 
with  prior  orthostatic  proteinuria.  These 
abnormalities  were  present  in  35  per  cent  of 
those  patients  progressing  to  continuous 
proteinuria.  Frequently  observed  in  these 
patients  were  calyceal  blunting  and  an  early 
disparate  dye  excretion  that  was  generally 
considered  indicative  of  pyelonephritis.^  '® 
Clinical  findings  in  patients  with  simple 
orthostatic  proteinuria  who  progressed  to 
the  constant  pattern  will  be  reported  later. 
Diagnoses  were  based  on  accepted  excretory 
clinical  criteria’' "'•‘®  including  urography 
and  occasionally  surgical  intervention.  In 
approximately  half  of  this  group  the  clinical, 
laboratory,  radiologic,  and  pathologic  find- 


ings were  consistent  with  the  diagnosis  of 
chronic  pyelonephritis.  In  25  per  cent  of 
these  patients  miscellaneous  diseases,  such 
as  obstructive  nephropathy  (usually  with 
infection),  atrophic  kidney,  chronic  glo- 
merulonephritis, renal  vascular  diseases,  and 
sickle  cell  anemia  were  present.  No  defini- 
tive diagnosis  was  made  in  about  25  per 
cent  largely  because  of  incomplete  study. 

Observ.\tions  on  the  Clinical  Course 
OF  Patients  with  Chronic  Asitviptom-^tic 
Proteinuria. — Reference  was  made  pre- 
viously to  a group  of  patients  initially  pre- 
senting chronic  continuous  proteinuria  usu- 
ally without  prior  history  or  other  evidence 
of  active  renal  disease.  After  an  interval  of 
six  years,  about  15  per  cent  of  those  who 
could  be  traced  had  died  of  renal  disease  as 
indicated  by  their  death  certificates.  Since 
follow-up  methods  and  facilities  were  limited, 
the  mortality  rate  probably  was  higher.  Of 
the  95  patients  in  this  group  reporting  for 
re-examination,  30  presented  advanced  renal 
functional  impairment.  Significant  and  at 
times  marked  elevations  in  blood  pressure 
were  present  in  40  cases.  Abnormalities 
of  renal  architecture,  consisting  of  pyelectasis 
and  calyectasis  with  clubbing  and  blunting 
and  of  disparities  in  dye  excretion  in  early 
films  that  were  considered  indicative  of 
pyelonephritis,  were  observed  in  over  half 
these  patients.’  '®  Renal  infection  (pyelo- 
nephritis) was  by  far  the  most  common 
disease  revealed  in  this  group ; other  condi- 
tions included  chronic  glomerulonephritis 
and  congenital  abnormalities.  In  three 
instances  renal  infection  was  superimposed 
on  known  glomerulonephritis. 

Retrospective  observations  in  some  of 
these  patients  with  “chronic  asymptomatic 
proteinuria”  and  obvious  clinical  similarities 
have  suggested  their  derivation  in  some  in- 
stances from  orthostatic  proteinuria.  It 
may  be  surmised  that  occult  renal  infection 
was  present  initially  in  some.  In  other  cases 
renal  infection  appears  to  ha\e  been  supin- 
imposed  on  congenital  anomalies  of  the 
urinary  tract  and  on  the  architecturally 
damaged  kidneys  of  chronic  glomerulo- 
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nephritis,  renal  vascular  disease,  and  other 
renal  disorders. 

The  terms  orthostatic  (postural)  and 
chronic  asymptomatic  proteinuria  are  purely 
descriptive  diagnoses  and  probably  repre- 
sent stages  of  renal  injury  rather  than 
specific  causative  diseases.  Definitive  diag- 
nosis may  not  be  possible  in  many  instances, 
but  this  limitation  should  be  clearly  recog- 
nized. The  value  of  many  detailed  inves- 
tigative studies  are  impaired  by  imperfect 
initial  clinical  definition.  Often  even  the 
type  or  pattern  of  protein  excretion  is  not 
defined  clearly.  Patients  with  mild  glo- 
merulonephritis not  infrequently  are  referred 
for  study  with  the  erroneous  diagnosis  of 
orthostatic  or  postural  proteinuria.^^  Ortho- 
static or  postural  proteinuria  may  result 
from  the  impact  of  postural  adjustments, 
with  increase  in  intraglomerular  pressure 
on  renal  lesions  of  a miscellaneous  na- 
ture. In  other  instances  it  may  follow 
increased  renal  vein  pressure  with  partial 
compression  of  the  inferior  cava  or  renal 
vein  during  orthostatis  or  lordosis.  The 
abrupt  onset  and  cessation  of  intense  pro- 
teinuria and  characteri.stic  urine  protein 
electi’ophoretic  patterns'*  are  compatible 
with  lymphatic  derivation  of  proteinuria 
in  some  cases.'®  A follow-up  of  patients  who 
initially  presented  apparently  identical  clini- 
cal and  urine  proteinuria  pattern  pictures 
has  yielded  a variety  of  diverse  renal  dis- 
orders. 

Comment 

The  increasing  mortality  from  chronic 
pyelonephritis  has  brought  sharply  into 
focus  the  need  for  greater  attention  to  the 
early  diagnosis  of  chronic  renal  disease. 
It  appears  that  the  true  incidence  of  chronic 
renal  disease  has  been  grossly  underesti- 
mated. Although  renal  infections  have  in- 
creased absolutely  and  relatively  in  fre- 
quency, other  renal  disorders  including 
chronic  glomerulonephritis  remain  impor- 
tant clinical  problems.  The  control  of 
streptococcal  infections,  particularly  scarlet 
fever  and  follicular  tonsillitis,  have  not  re- 


duced the  frequency  of  chronic  glomeru- 
lonephritis greatly.  Infections  of  the  skin 
and  respiratory  tract  continue  to  contribute 
often  unrecognized  and  perhaps  abortive 
cases  of  diffuse  and  focal  glomerulonephri- 
tis. Small  epidemics  due  to  nephritogenic 
streptococci  are  not  infrequent.  Contacts 
within  the  family  may  favor  secondary  mild 
cases.  Viral  renal  infections  may  occur. 
A mild  onset  with  initial  sparsity  of  symp- 
toms does  not  necessarily  imply  a favorable 
course.  Not  infrequently  orthostatic  pro- 
teinuria follows  acute  glomerulonephritis. 
Occasionally  proteinuria  persists  for  long 
periods,  later  to  progress  into  manifest  renal 
disease.  Such  cases  suggest  that  the  “healed 
with  defect”  lesions  described  by  Addis™ 
may  represent  mild,  active,  and  even  pro. 
gressive  forms  of  chronic  glomerulonephritis- 

Attention  is  called  to  the  marked  familial 
and  congenital  incidence  of  anomalies  of  the 
urinary  tract.  This  genetic  influence  was 
apparent  in  the  histories  of  many  of  these 
patients  with  chronic  proteinuria.  A recog- 
nition of  this  incidence  may  provide  an  area 
for  more  intensive  clinical  study  and  pre- 
vention in  persons  with  ill-defined  persisting 
proteinuiria  and  familial  history.  The  mis- 
cellaneous chronic  proteinurias  may  prove  a 
major  reservoir  of  chronic  renal  disease  of 
later  life  as  well  as  of  “inapparent”  chronic 
pyelonephritis.  They  present  a readily 
accessible  area  for  the  case-finding  of  early 
renal  disease  by  mass  or  selected  screening 
for  proteinuria.  Positive  reactors  may  be 
re-examined  to  determine  persistency.  Urine 
sediment  examinations  and  more  detailed 
study  may  be  reserved  for  individuals  with 
chronic  orthostatic  or  continuous  pro- 
teinuria, with  the  realization  that  detailed 
clinical,  urologic,  and  radiologic  examination 
often  may  prove  at  first  unrevealing.  Peri- 
odic re-examination  is  advisable  until  pro- 
teinuria is  no  longer  present  or  a suitable 
cause  has  been  found. 

Study  for  renal  infection,  suggested  by 
unexplained  chronic  proteinuria,  should  be 
concentrated  in  those  patients  most  subject 
to  urinary  tract  infections;  in  pregnancy. 
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diabetes,  urinary  tract  obstructions,  con- 
•genital  anomalies,  and  renal  calculus.  Lower 
(urinary  tract  infections  of  long  duration 
(with  proteinuria  are  presumptive  evidence 
I of  chronic  pyelonephritis.  Bacterial  counts^ 
I are  of  value  in  demonstrating  urinary  tract 
infection.  Excretory  urograms  with  sensi- 
tive radiopaque  substances  such  as  sodium 
diatrizoate  (Hypaque)  using  early  films  at 
(two,  four,  six,  and  ten  minutes  are  valuable 
I in  demonstrating  calyceal  distortions  and 
disparities  of  excretion  indicative  of  pyelo- 
nephritis. Much  has  been  written  about 
“inapparent”  and  “asymptomatic”  pyelo- 
nephritis. It  is  believed  that  renal  infections 
would  be  more  apparent  at  an  earlier  stage 
if  greater  attention  were  accorded  patients 
with  chronic  unexplained  proteinuria. 

Therapeutic  results  in  all  forms  of  chronic 
[renal  diseases,  admittedly  sometimes  far 
from  spectacular,  should  be  improved  by 
earlier  disease  detection  and  management. 
This  is  particularly  true  in  chronic  pyelo- 
nephritis before  tissue-scarring,  organism 
resistance,  renal  functional  deterioration, 
and  hypertension  develop.  The  early  de- 
tection of  renal  infections  requires  an  aware- 
ness of  their  frequency,  their  usually  occult 
and  inconspicuous  course,  and  their  predilec- 
tion for  certain  susceptible  groups.  The 
chronic  proteinurias  (orthostatic  or  continu- 
ous) represent  significant  chronic  renal 
disease  which  for  long  periods  may  be  the 
only  clinical  evidence  of  chronic  pyelo- 
nephritis, latent  chronic  glomerulonephri- 
tis, renal  vascular,  and  other  important 
renal  disorders. 

67  Park  Avenue,  New  York  16 
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Newer  Approaches  in  Venereal  Disease  Case  Finding 

JAMES  A.  DOLCE,  M.D.,  AND  NORBERT  G.  RAUSCH,  M.D.,  BUFFALO,  NEW  YORK 


^ I ''he  discovery  of  penicillin  and  its  ef- 
fectiveness  in  the  treatment  of  syphilis 
has  resulted  in  a tremendous  decrease  in  the 
total  number  of  reported  cases  during  the 
past  fifteen  years.  During  1943  in  the  post- 
war and  prepenicillin  era,  approximately 
2,100  cases  of  lues  were  reported  in  Erie 
County,  New  York  State.  This  figure  has 
decreased  each  year  until  in  1959  a total  of 
348  such  cases  were  made  known  to  this 
health  department.  However,  early  infec- 
tious cases  had  reached  a low  incidence  of 
32  in  1957,  but  in  1958  there  were  47,  and 
in  1959  there  were  49  such  cases.  Although 
the  total  number  of  reported  cases  decreased, 
the  early  infectious  cases  have  increased 
53  per  cent  in  the  past  two  years!  It  ap- 
pears that  this  increase  is  due  largely  to 
better  case-finding  technics  which  will  be 
discussed  in  greater  detail  later  (Fig.  1). 

A recent  report  shows  that  even  now  sta- 
tistics indicate  4,000  deaths  result  annually 
from  syphilis;  the  cost  of  maintaining  the 
syphilitic  blind  amounts  to  $12  million  per 
year;  hospitalization  of  luetic  psychoses 
costs  $48  million,  and  the  economic  loss  of 
income  from  advanced  cases  is  estimated 
conservatively  at  $100  million.  * Only  half  or 
160,000  individuals  with  infectious  venereal 
disease  are  interviewed  for  contact  informa- 
tion each  year.  During  the  past  five  years 
only  16.6  per  cent  of  all  cases  reported  by 
private  physicians  and  86.3  per  cent  of 
public  clinic  patients  were  interviewed  by  a 
public  health  epidemiologist. 

History  proves  that  those  who  expected 
the  abolition  of  venereal  disease  were  mis- 
taken. Its  control  is  still  a tremendous 
public  health  problem.  The  United  States 

Pre.sented  at  the  154th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Preventive  Medicine  and  Public  Health, 
May  11,  1960. 

♦Brown,  W.  J.:  United  front  in  VD  control,  Ari- 
zona Med.  16;  427  (June)  1959. 


Fig.  1.  Case  of  early  s}’philis  reported  in  Erie 
County,*  1948  to  1959. 


Public  Health  Service  took  .some  measures  to 
combat  this  growing  apathy  by  training 
many  lay  venereal  disease  investigators  and 
made  them  available  on  loan  to  state  and 
local  health  departments. 

Methods 

Investigators  are  required  to  have  an  ac- 
credited academic  college  degree  and  have 
been  carefully  selected  for  their  tact,  in- 
telligence, personality,  and  their  under- 
standing of  the  confidential  nature  of  the  ' 
work.  Investigator  candidates  are  then 
sent  to  one  of  the  Public  Health  Service’s  . 
three  interviewer  investigator  schools. 
While  there  they  are  shown  the  proper  tech- 
nics used  in  interviewing  venereal  disease  ' 
patients  and  the  clinical  and  epidemiologic  | 
courses  of  these  diseases.  On  completion  I 
of  this  course,  they  each  work  under  the  i 
close  supervision  of  a trained  investigator  | 
for  from  one  to  two  j'^ears,  after  which  time 
they  are  assigned  to  a state  or  local  health 
department. 

In  carrying  out  a venereal  disease  pro- 
gram, the  investigator  works  with  the  health 
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Ki(i.  2.  Syphilis  (‘])i<leniic  in  BulTalo,  Xnw  York,  from  Jamiarv  to  June,  - Sex  c.ontact; 

Cluster  suspeet  or  associate.  P = primary:  S = secondary:  E = asymptomatic  (less  than  one 

year’s  duration) ; L = asymptomatic  (more  than  one  year’s  duration). 


department  of  the  city  to  which  he  is  assigned 
or  in  a liaison  capacity  with  city  and  local 
health  departments  in  the  estahli.shment  of  a 
program  of  control  aids  and  the  operation  of 
systems  of  case  finding,  medical  records, 
morbidity  reporting,  community  organiza- 
tion and  education,  patient  referral,  contact 
investigation,  transportation  of  patients, 
and  follow-up  of  patients  with  venereal 
disease.  These  workers  demonstrated  what 
we  in  the  public  health  field  have  known; 
namely,  that  the  necessary  identification  of 
cases  of  venereal  disease  results  from  care- 
ful investigation. 

We  were  fortunate  to  have  assigned  to  the 
Erie  County  Health  Department  two  such 
venereal  disease  investigators;  a third  was 
hired  by  the  department.  A broader  pro- 
gram was  initiated  and  there  occurred  im- 
mediately a sharp  rise  in  the  cur\'e  of  \’e- 
nereal  disease  reporting  and  case  finding. 
Briefly  outlined,  this  new  approach  for 
venereal  disease  control  consisted  of  cluster- 
type  follow-up  of  all  patients  with  early  po- 
tentially infectious  syphilis  and  serologic 
surveys  in  neighborhoods  which  were  suspect 
as  far  as  high  incidence  was  concerned,  among 
migrant  workers,  in  industrial  plants,  in  hous- 


ing projects,  andam  ong  welfare  applicants. 

Cluster  Testing. — The  cluster-type  fol- 
low-up can  best  be  demonstrated  by  a 
syphilis  “epidemic”  which  occurred  from 
January  through  June,  1959,  in  Buffalo.  A 
single  case  of  secondary  syphilis  was  reported 
and  referred  by  a practicing  physician  to 
the  Erie  County  Department  of  Health  for 
diagnostic  tests  and  treatment.  In  addi- 
tion to  interviewing  this  patient  for  sexual 
contacts,  “cluster-testing”  technics  were  ap- 
plied to  uncover  hidden  reservoirs  of  infec- 
tion. This  technic  is  an  extension  of  the 
standard  contact  investigation  process. 
Patients  with  infectious  syphilis  are  inter- 
viewed for  sex  contacts  as  usual  and  are 
then  asked  to  name  other  persons  (desig- 
nated as  “suspects”)  whom  they  have  reason 
to  believe  may  have  or  have  had  symptoms 
similar  to  their  own  or  anyone  else  they  feel 
would  benefit  from  a blood  test.  The  con- 
tacts are  given  highest  priority  and  therefore 
investigated  first,  and  then  the  suspects 
are  contacted  and  persuaded  to  have  a blood 
test.  In  addition,  “associates”  of  patients, 
contacts,  and  suspects  are  given  blood  tests. 
Associates  include  friends,  neighbors,  fellow 
employes,  and  others  who  moYQ  in  the  same 
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sociosexual  environment  but  who  have  not 
been  named  as  contacts  or  suspects;  we  are 
mindful  of  the  cliche  that  “birds  of  a feather 
flock  together.”  It  must  be  remembered 
that  suspects  and  associates  can  only  be  re- 
quested to  take  a blood  test;  legally  they 
cannot  be  compelled  to  do  so.  Although 
this  technic  is  time-consuming  and  does  re- 
quire hard  work,  it  has  proved  successful. 

An  investigation  of  the  56  contacts,  39 
suspects,  and  141  associates,  a total  of  236 
individuals,  beginning  from  this  single  pa- 
tient with  secondary  syphilis,  uncovered  a 
chain  of  infection  involving  31  persons. 
Fourteen  of  these  individuals  had  early 
syphilis,  20  of  the  total  cases  were  brought 
to  treatment  for  the  first  time,  7 cases  (which 
revealed  previous  inadequate  treatment) 
were  returned  to  treatment,  and  4 cases  re- 
vealed previous  adequate  treatment  (Fig.  2). 

Serologic  Surveys. — Neighborhood. — In 
1957,  a neighborhood  serology  survey  was 
planned  in  an  area  where  a high  yield  could 
be  expected.  Our  goal  was  to  test  the  blood 
of  10,000  individuals  age  fifteen  and  over. 
The  usual  community  organizational  pro- 
cedures were  set  up,  such  as  selecting  an  in- 
fluential chairman  and  contacting  and  meet- 
ing with  leaders  of  all  civic  and  religious 
groups  in  the  area.  Slingers  were  prepared 
and  distributed  literally  from  house  to  house 
explaining  the  program  and  urging  coopera- 
tion. Blood-collecting  teams  were  set  up 
in  many  sections  of  the  neighborhood  so  that 
no  one  had  any  great  distance  to  travel.  As- 
sistance was  furnished  to  the  Erie  County 
Department  of  Health  laboratory  to  hasten 
the  examinations  of  blood. 

Telegrams  were  sent  to  all  those  persons 
with  blood-test  reactions  for  follow-up 
examinations.  Special  clinics  were  set  up 
in  the  evenings  for  evaluation  and  treatment 
in  our  health  department  office  in  City 
Hall.  This  survey  was  made  possible  by 
financial  and  personnel  assistance  from  the 
State  of  New  York  Department  of  Health. 
While  it  is  difficult  to  convince  local  ap- 
propriating bodies  to  use  telegrams  for 
follow-up,  this  proved  to  be  a very  effective 


technic  in  getting  the  people  back  for  treat- 
ment and  in  conserving  personnel  time. 

A total  number  of  9,631  blood  tests  were 
secured  by  house-to-house  canvassing  and 
street  corner  temporary  blood-letting  in- 
stallations. The  results  included  9,010  nega- 
tive, 150  doubtful,  and  471  positive  speci- 
men findings.  The  individuals  with  react- 
ing (doubtful  or  positive)  blood  specimen 
results  were  disposed  of  as  follows;  120  were 
brought  to  treatment,  60  were  returned  to 
treatment,  396  had  had  adequate  therapy 
previously,  30  were  biologic  false  positive 
reactors,  and  in  15  final  disposition  could 
not  be  made. 

Migrant  Workers. — During  the  summer  of 
1958  as  an  example  of  serologic  surveys  in 
industry,  we  examined  801  migrant  workers. 
These  individuals  from  southern  states  and 
Puerto  Rico  help  in  harvesting  fruit  and 
vegetables  in  the  western  New  York  State 
area.  About  3 per  cent  of  the  total  blood 
tests  showed  reactions.  Non  white  persons 
showed  a positive  result  rate  of  4 per  cent. 
The  white  person  reactor  rates  was  2 per  cent 
in  this  instance.  Ten  cases  of  syphilis  were 
brought  to  treatment.  This  figure  included 
2 patients  with  primary  infectious  lesions. 
In  addition,  5 individuals  in  the  group  were 
found  to  have  gonorrhea. 

Industrial  Workers. — During  an  eighteen- 
month  period  in  1958  and  1959,  all  workers 
who  reported  to  the  medical  department  of 
a large  industrial  plant  were  given  blood 
tests.  A positive  result  rate  of  3 per  cent 
was  found  in  the  2,350  specimens  submitted. 
There  were  45  newly  discovered  cases  of 
syphilis  brought  to  treatment.  Another  45 
had  been  diagnosed  previously  and  had  had 
adequate  therapy. 

Housing  Projects — A serologic  survey  of 
a housing  project  in  November,  1959,  re- 
sulted in  our  examining  412  blood  speci- 
mens. A positive  result  rate  of  1.94 
per  cent  was  found.  Eight  individuals  had 
syphilis,  and  5 were  returned  to  treatment. 

Welfare  Applicants. — Consecutive  individ- 
uals applying  for  aid  at  a welfare  intake 
office  in  January  and  February,  1960,  were 
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TABLE  I. — Composite  Results  of  Serologic  Surveys 


Type  of 

Serologic  Survej’' 

Number  of 
Examinations 

Number  of 
Reactors 

Reactor 

Rate 

(Per  cent) 

Number  of 
Diagnosed 
Cases 

Diagnosed 
Case  Rate 
(Per  cent) 

Neighborhood 

9,631 

621 

6.5 

576 

6.0 

Migrant  workers 

802 

23 

3.0 

20 

2.4 

Industrial  plants 

2,350 

71 

3.0 

45 

1.9 

Housing  projects 

412 

8 

1.9 

8 

1.9 

Welfare  applicants 

635 

20 

3.1 

17 

2.7 

Totals 

13,830 

743 

5 4 

666 

4.7 

given  blood  tests.  A total  of  635  specimens 
resulted  in  20  positive  findings.  The  non- 
white individuals  had  a positive  result 
rate  of  4.73  per  cent,  while  white  persons 
showed  a positive  rate  of  1.08  per  cent.  A 
total  of  17  individuals  were  found  to  have 
syphilis  and  7 were  brought  to  treatment. 
Their  histories  revealed  that  10  persons  in 
this  group  had  been  diagnosed  and  had  had 
adequate  therapy  previously  (Table  I.) 

Summary 

Syphilis,  since  the  introduction  of  peni- 
cillin, has  shown  a progressive  decrease  in 


incidence,  but  is  still  a serious  public  health 
problem. 

Case  finding  technics  such  as  have  been 
outlined,  that  is,  cluster-type  follow-up  and 
selective  serologic  surveys,  have  resulted, 
at  least  in  our  health  jurisdiction,  in  a 
definite  increase  in  the  discovery  of  pre- 
viously unreported  cases.  Table  I indi- 
cates that  out  best  case-finding  survey  was 
in  the  neighborhood  area  where  we  suspected 
a high  incidence  of  venereal  disease.  We 
repeat  that  the  necessary  identification  of 
cases  of  venereal  disease  results  from  careful 
investigation. 


Careless  Use  of  Power  Lawn  Mowers  Results  in  Accidents 


Careless  and  improper  use  of  power  lawn  mowers, 
especially  rotarj-  motors,  can  result  in  needless  in- 
jury and  death,  Herman E.  Hilleboe,  M.D.,  NewYork 
State  Commissioner  of  Health,  cautioned.  “Thou- 
sands of  fingers  and  toes  are  lost  each  year  in  the 
nation  because  of  the  careless  use  of  power  mowers,” 
Dr.  Hilleboe  said.  “Even  more  tragic  are  the  many 
deaths  resulting  from  the  use  of  power  mowers.” 
Statistics  compiled  by  the  National  Safety  Coun- 
cil indicate  that  more  than  90  per  cent  of  these  ac- 
cidents involve  rotary  mowers.  \\Tiile  these 
mowers  are  notorious  for  cutting  off  hands,  toes,  and 
feet,  they  are  also  capable  of  throwing  objects  at  a 
speed  of  almost  200  miles  an  hour.  Among  the 
objects  that  have  seriously  injured  and  killed 
people  are  rocks,  wire,  nails,  bits  of  clothes  hangers, 
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pieces  of  metal,  and  mower  blades. 

“Figures  indicate  that  when  a person  is  injured 
in  an  accident  involving  a rotary  mower,  his  chances 
are  one  in  seven  of  suffering  some  permanent  disa- 
bility,” the  State  Health  Commissioner  said. 
Among  the  things  that  can  be  done  to  cut  dowm 
the  chances  of  being  injured  in  a power  mow'er  ac- 
cident are: 

Make  sure  the  area  to  be  mowed  is  clear  of  all 
stones,  bits  of  wire,  and  other  objects. 

Examine  the  area  for  rough  spots,  such  as  tree 
roots,  which  might  break  the  blade,  and  avoid  these 
spots. 

Never  allow  young  children  to  operate  a power 
mower.  Keep  them  away  from  the  area  being 
mowed. 
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I of  this  article  appeared  in  the 
August  1,  1961,  issue  of  the  New 
York  State  Journal  of  Medicine.  This 
is  a review  of  some  of  the  more  important 
advances  in  the  field  of  liver  disease.  Part 
I included  the  physiology  of  bilirubin,  the 
newer  liver  function  tests  and  their  use  in 
conjunction  with  the  more  commonly  used 
older  tests,  some  of  the  radiologic  aspects 
of  the  liver,  and  the  problems  found  in 
managing  hepatic  coma  and  portal  hyper- 
tension. 

Ascites:  Disturbances  of  Water  and 

Electrolyte  Metabolism 

The  exact  nature  of  disturbances  of  water 
and  electrolyte  metabolism  is  not  clearly 
understood.  Fluid  retention  occurs  in  the 
course  of  cirrhosis  of  the  liver  or  following 
severe  hepatitis.  It  is  rare  in  biliary  cir- 
rho.sis,  Wilson’s  disease,  or  hemochromato- 
sis. The  most  frequent  abnormality  is  the 
impaired  excretion  of  sodium  and  water 
even  when  edema  and  ascites  are  not  evident. 
Many  ascitic  patients  may  lo.se  less  than 
1 mEq.  of  sodium  in  the  urine  in  twenty-four 


hours.  ^ Large  quantities  of  the  salt- re- 
taining hormone,  aldosterone,  are  excreted, - 
and  increased  production  of  aldosterone  is 
the  most  important  factor  leading  to  water 
retention.^ 

In  addition  to  hyperaldosteronism,  portal 
hypertension  due  to  intrahepatic  vascular 
obstruction,^  a lowering  of  the  .serum  albu- 
min caused  by  defective  .synthesis  in  the 
hepatic  cell,^  and  obstruction  to  the  Em- 
phatic flow,®  are  important  in  the  genesis  of 
a.scites.  No  single  factor  is  solely  respon-  l 
sible,  but  a combination  of  all  is  likely  to  be 
present  in  ascites. 

It  is  impossible  to  determine  the  degree 
to  which  each  of  the.se  factors  contributes 
to  the  ascites,  but  specific  treatment  directed 
to  each  of  them  will  help  to  correct  the 
ascites. 

An  adequate  diet  of  protein,  calories, 
and  vitamins,  such  as  80  Gm.  of  protein 
a day  with  sufficient  fat.  and  carbohydrate 
to  give  2,."i00  calorics  daily,  is  cs.scntial. 
Patients  who  are  on  the  verge  of  or  in  he-  ^ 
patic  coma  should  receive  less  than  60  Gm. 
of  protein.  A restricted  sodium  diet  (200 
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to  500  mg.  or  10  to  15  mEq.)  will  cause  good 
diuresis  iu  most  patients.  Patients  tolerate 
this  unpalatable  diet  poorly.  For  this 
icasoji,  bilateral  adrenalectomy  has  been 
suggested  lor  control  of  ascites.^  'I'he  resnils 
aie  poor,  and  the  operation  has  been  aban- 
doned by  most  workers. 

The  steroidal  spironalactone  aldactone 
(SC-9420)  has  been  effective  in  promoting 
fluid  excretion.  This  drug  inhibits  the 
action  of  aldosterone  on  the  renal  tubules, 
causing  an  increase  in  sodium  chloride  diuresis 
and  a decrease  in  potassium  and  hydrogen 
excretion.  The  usual  dosage  is  100  mg. 
four  times  daily.® 

Chlorothiazide  and  Diamox  may  be  valu- 
able in  promoting  diuresis,  but  eventually 
the  patient  becomes  refractory.®  There  is 
a considerable  potassium  loss  in  the  urine 
which  may  precede  hepatic  coma.  The 
coincident  administration  of  potassium  and 
antibiotics  has  helped  to  prevent  this 
incident.®  The  mercurial  diuretics  pro- 
duce good  diuresis  in  many  cirrhotic  patients 
without  harmful  side-effects.^®  The  addi- 
tion of  calcium  or  ammonium  chloride  may 
potentiate  the  diuretic  effect  by  correcting 
the  hypochloremic  acidosis  which  is  present 
so  commonly.  “ However,  ammonium  chlo- 
ride should  be  used  cautiously  because  of 
the  danger  of  inducing  hepatic  coma. 

Paracentesis  is  required  for  the  relief  of 
tense  ascites  with  abdominal  discomfort  and 
respiratory  difficulty.  There  are  certain 
hazards,  such  as  peritonitis,  hepatic  coma,®® 
shock,®®  and  hyponatremia.®®  A marked 
loss  of  serum  albumin  is  sustained  with  10  to 
20  Gm.  being  lost  with  each  liter,  thus  com- 
pounding the  difficulties  created  by  low 
serum  albumin. 

The  place  of  surgery  in  the  management 
of  ascites  has  not  been  clarified.  Some 
workers  feel  that  a side-to-side  portacaval 
anastomosis  will  relieve  ascites  by  draining 
effectively  the  obstruction  in  the  hepatic 
lymphatics.®®  McDermott®®  has  reported 
the  results  of  shunt  surgery  in  40  patients 
with  intractable  ascites.  There  were  9 
deaths  (22.5  per  cent  mortality)  and  23 


patients  (57.5  per  cent)  whom  he  considered 
to  have  relief  from  ascites. 

However,  an  operation  rarely  is  done  for 
as(tites  as  the  sole  indication.  The  oldei’ 
operations,  such  as  omento[)e.\y,  are  hardly 
ever  performed.  The  etiologic  factors  in 
ascites  are  too  complex  to  be  resolved  by  an 
operation  which  acts  only  to  reduce  portal 
hypertension.  Ascites  never  is  caused  by 
portal  hypertension  only  and  in  fact  sig- 
nifies a defect  in  liver  function  which  renders 
any  operation  hazardous.  It  is  wisest  to 
consider  the  ascites  as  a manifestation  of 
poor  liver  function  which  must  be  corrected 
by  the  various  therapeutic  methods  which 
have  been  discussed  before  considering  the 
patient  for  a shunt.  The  shunt  should  be 
performed  only  for  the  specific  indication  of 
bleeding  in  the  presence  of  portal  hyper- 
tension. 

Viral  Hepatitis 

Viral  hepatitis  is  one  of  the  commonest 
infectious  diseases,  about  50,000  cases  being 
reported  in  the  United  States  every  year. 
We  no  longer  consider  it  to  be  the  acute 
catarrhal  jaundice  as  described  by  Virchow®® 
but  rather  a parenchymatous  liver  disease 
from  which  most  patients  make  a complete 
recovery  without  any  residual  pathologic 
conditions.  There  are  fulminant  types  of 
hepatitis  with  death  in  a few  days  caused  by 
massive  hepatic  necrosis. 

There  are  differences  in  the  extent  and  in- 
tensity of  the  attacking  agent  and  regenera- 
tive response  of  the  liver.  Patients  may 
recover  from  a severe  attack  or  make  an 
uneventful  recovery  from  an  incident  of 
fever  without  jaundice  and  later  present  with 
a picture  of  postnecrotic  cirrhosis  with 
massive  collapse,  fibrosis,  and  nodular 
regeneration. 

The  etiologic  agent  of  viral  hepatitis  has 
not  been  isolated  either  by  inoculation  of 
animals  or  by  tissue  cultures.  Since  many 
diagnostic  difficulties  cannot  be  resolved 
by  identifying  an  organism,  a specific  im- 
munologic test  would  be  of  value.  Havens®® 
has  used  chick  erythrocytes  in  an  agglutina- 
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tion  test  which  gave  positive  results  in  over 
70  per  cent  of  people  with  viral  hepatitis. 
Chick  erythrocytes  are  separated,  stored, 
and  washed.  A 0.25  per  cent  suspension  is 
added  to  the  serum,  and  in  reading  the  test 
a titer  of  1:80  is  considered  to  show  positive 
findings.  In  58  cases  of  viral  hepatitis, 
50  (89  per  cent)  gave  positive  reactions. 
The  patients  with  drug-induced  jaundice 
or  obstructive  jaundice  gave  negative  re- 
sults in  all  of  14  cases.  The  test,  in  addition 
to  identifying  viral  hepatitis,  also  might  be 
used  as  a differential  diagnostic  tool.  How- 
ever, simphfication  has  not  been  achieved, 
and  the  test  is  not  yet  available  for  clinical 
use.^® 

The  transmission  of  infectious  hepatitis 
through  infected  stool  and  by  water-borne 
epidemics  is  well  documented. “ Homol- 
ogous serum  jaundice  is  transmitted  by  blood 
transfusions,  infected  needles  of  drug  addicts 
and  medical  offices,  and  by  dental  injections 
of  local  anesthetics.^^ 

Gamma  globulin  should  be  used  in  patients 
exposed  to  hepatitis  in  a dosage  of  0.1  ml. 
per  kilogram  of  body  weight.  It  may  not 
prevent  the  occurrence  of  infection,  but  it 
controls  the  severity  of  the  disease.  If  in- 
fection occurs  after  the  injection  of  gamma 
globulin,  permanent  immunity  may  result. 

There  is  really  no  effective  method  for  the 
prevention  of  homologous  serum  hepatitis. 
The  screening  of  blood  donors  has  not  helped. 
Gamma  globulin  has  not  helped  in  pre- 
venting serum  hepatitis  unless  the  virus 
happens  to  be  virus  A,  the  infectious  hepa- 
titis virus.  However,  the  storage  of 
liquid  plasma  at  room  temperature  for  six 
months  minimizes  the  infectivity  of  the 
virus.  Ultraviolet  irradiation  does  not 
protect. 

Cyclic  behavior  characterizes  infectious 
hepatitis.  However,  since  the  recorded 
deaths  do  not  have  a seasonal  distribution, 
one  may  infer  that  deaths  are  due  mostly  to 
serum  hepatitis.  The  over-all  mortality 
rate  for  infectious  hepatitis  is  about  2 
patients  in  1,000  (0.2  per  cent),  and  for 
serum  hepatitis  about  2 per  cent.  The 


recorded  death  rate  is  considerably  higher 
for  the  other  older-age  group.  There  seems 
to  be  an  increased  death  rate  for  females  up 
to  the  menopause  and  a higher  death  rate  for 
males  after  the  age  of  fifty. 

An  important  study  of  the  effect  of  bed 
rest  has  been  carried  out  by  Chalmers 
et  al.^^  They  studied  460  patients  who  were 
treated  at  the  Hepatitis  Center  of  the 
Far  East  Theater  of  Operations  to  deter- 
mine the  effect  of  the  two  major  therapeutic 
tools  m hepatitis,  bed  rest  and  diet.  They 
concluded  that  patients  should  be  at  rest 
in  bed  as  long  as  there  are  acute  symptoms. 
When  they  feel  well,  they  should  have  onlj' 
one  hour  of  bed  rest  after  each  meal. 
Ad  lib  activity  on  the  ward  seems  to  shorten 
the  period  of  convalescence.  As  soon  as  the 
serum  bilirubin  is  less  than  1.5  mg.  per 
100  ml.  and  the  bromsulphalein  test  is 
less  than  6 per  cent,  they  may  be  dis- 
charged. If  these  parameters  are  unchanged 
at  the  end  of  two  weeks,  the  patient  may 
return  to  duty. 

The  authors  found  that  the  optimal  diet 
contained  3,000  calories,  with  150  Cm.  each 
of  protein,  carbohydrate,  and  moderate 
fat,  excluding  fried  and  greasy  foods. 
Only  during  the  acute  phases  with  anorexia 
should  intravenous  glucose  be  given. 

It  is  important  to  note  that  these  con- 
clusions were  reached  in  a group  of  healthy 
young  adults  under  strict  supervision. 
While  such  a select  group  is  not  likely  to  be 
treated  in  civilian  practice,  these  principles 
can  be  followed  with  some  modifications. 
Patients  should  be  at  bed  rest  until  they  are 
afebrile  and  evince  a desire  to  be  ambulator^^ 
The  serum  bilirubin  should  be  below  2 mg. 
per  100  ml.  and  the  serum  transaminase 
less  than  100  units.  The  diet  should  con- 
tain adequate  protein  and  carbohydrate, 
allowing  sufficient  fat  for  palatability. 

Others^^  have  followed  80  patients  with 
viral  hepatitis  for  two  to  three  years  after  the 
attack.  Bed  rest  had  been  minimal.  None 
of  the  patients  had  any  hepatic  residue. 

Other  measures  of  value  in  hepatitis  are 
the  use  of  vitamin  supplements:  Vitamin  K 
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5-  to  10-mg.  daily  should  be  given  in  the 
presence  of  hypoprothrombinemia.  Anti- 
biotics have  been  of  limited  value  and  have 
no  specific  indication  unless  secondary  infec- 
tion is  recognized. 

Patients  with  viral  hepatitis  should 
have  isolation  precautions  for  blood  and 
stool  for  the  early  period  of  the  disease  al- 
though the  virus  may  persist  in  the  stool  for 
long  periods.  Patients  with  serum  hepatitis 
require  no  intestinal  precautions. 

Sedation  should  be  used  rarely  in  hepatitis 
for  fear  of  precipitating  hepatic  coma. 
When  necessary,  small  doses  of  Demerol 
hydrochloride  and  phenobarbital,  which  are 
easily  detoxified  by  the  liver  and  excreted 
by  the  kidney,  may  be  given. 

The  use  of  ACTH  and  cortisone  is  con- 
troversial. These  drugs  should  not  be  used  in 
the  uncomplicated  case.  While  the  ap- 
petite is  improved  and  a general  feeling  of 
well-being  results,  the  relapse  rate  is  high,  at 
least  20  per  cent  in  an  early  series  of  Evans, 
Sprinz,  and  Nelson. 

Despite  laboratory  evidence  of  a fall  in 
bilirubin  and  an  improvement  in  cholesterol 
esterification,  liver  biopsy  studies  showed  no 
difference  between  steroid-treated  patients 
and  controls.  In  fact,  those  receiving  ACTH 
seemed  to  have  more  fat  deposition  in  the 
liver.  The  drop  in  bilirubin  may  not  reflect 
hepatic  improvement.  Bilirubin  may  be 
formed  in  a lesser  quantity  by  diminished 
red  blood  cell  destruction  or  hemoglobin 
breakdown,  or  the  metabolism  of  hemo- 
globin may  be  diverted  into  colorless  sub- 
stances which  do  not  react  with  the  diazo 
reagent.^® 

Another  important  complication  is  the 
development  of  gastrointestinal  bleeding 
in  steroid-treated  patients.  However,  in  the 
fulminant  cases  of  hepatitis,  all  these  con- 
siderations are  secondary.  In  one  series  of 
7 patients,  5 survived  on  massive  doses 
(1,000  to  1,500  mg.  of  cortisone  daily). 
The  development  of  hepatic  coma  introduces 
a great  risk,  and  the  following  dosage 
has  been  effective:  cortisone  1,000  mg.  daily 
or  prednisolone  intramuscularly  200  to  250 


mg.  daily  for  a few  days,  after  which  a grad- 
ual tapering  off  is  indicated. 

The  prognosis  of  infectious  hepatitis  is 
hopeful.  A long-term  follow-up  of  1,293 
cases  in  the  British  forces  in  the  Middle 
East  in  World  War  II  showed  a mortality  rate 
of  0.28  per  cent  in  the  acute  attack.  Symp- 
toms recurred  in  8.3  per  cent  in  a six-year 
period,  and  in  only  3.2  per  cent  were  symp- 
toms present  after  seven  years.  Of  95,000 
cases  of  hepatitis  in  the  British  Army,  only 
76  received  pensions  for  hepatic  disability. 

Cirrhosis 

The  increasing  incidence  of  postnecrotic 
cirrhosis  as  differentiated  from  nutritional 
or  Laennec’s  cirrhosis  is  an  accepted  fact. 
At  least  10  per  cent  of  all  cirrhosis  in  the 
United  States  is  postnecrotic.  It  is  assumed 
to  follow  extensive  necrosis  of  many  lobules 
with  collapse,  collagenization  of  the  stroma, 
and  nodular  regeneration  of  the  intact  cells. 
The  liver  is  made  up  of  large  nodules  sur- 
rounded by  broad  bands  of  fibrous  tissue. 
In  the  early  stages  of  this  destructive  proc- 
ess the  areas  of  necrosis  are  small,  and  there 
is  fine  scarring  and  nodulation  which  may  be 
similar  to  the  changes  found  in  acute  viral 
hepatitis.  However,  the  full-blown  picture 
of  postnecrotic  cirrhosis  with  extensive 
scarring  cannot  be  related  specifically  to 
viral  hepatitis  and  is  indistinguishable  from 
the  changes  due  to  toxins  or  drugs. 

While  a few  of  these  patients  date  their 
illness  from  an  attack  of  jaundice  which 
could  have  been  viral  hepatitis,  the  vast 
majority  have  no  such  history.  An  easily 
acceptable  explanation  is  that  these  people 
were  infected  by  a virus  capable  of  causing 
hepatic  inflammation  and  destruction  with- 
out jaundice,  known  as  anicteric  hepatitis,  a 
well-recognized  clinical  syndrome. 

Klatskin^^  has  reported  9 cases,  8 of  whom 
were  middle-aged  women  who  had  an  acute, 
nonspecific,  febrile  onset  followed  by  liver 
disease  in  from  two  to  eighteen  months. 
Jaundice  occurred  late  in  the  course  of  the 
disease,  always  more  than  three  months 
after  onset,  with  pruritus,  elevated  alkaline 
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phosphatase,  raised  levels  of  gamma  globulin, 
and  thymol  turbidity.  The  disease  was 
progressive  with  fatality  in  5 patients. 

A similar  form  of  chronic  liver  disease  in 
young  women  at  or  near  puberty  and  in  a few 
young  men  has  been  reported  by  Bearn, 
Kunkel,  and  Slater.^'*  The  clinical  history 
and  pathologic  features  are  identical  with 
postnecrotic  cirrhosis,  and  in  the  early  stages 
the  condition  of  the  liver  resembles  that 
found  in  viral  hepatitis.  There  is 
amenorrhea,  hypertrichosis,  acne,  fever,  ar- 
thritis, and  hypergammaglobulinemia.  This 
picture  as  yet  has  not  received  recogni- 
tion as  a distinct  clinical  entity.  Only  a 
few  patients  begin  with  jaundice.  In  ex- 
planation the  hypothesis  is  advanced  that 
the  effects  of  the  hepatitis  virus  may  be 
changed  by  some  endocrine  factor. 

Postnecrotic  cirrhosis  in  the  adult  and  in 
the  adolescent  may  show  positive  findings  in  a 
lupus  preparation  and  complement  fixation 
reactions  with  tissue  antigens.  The  signifi- 
cance of  these  is  not  entirely  clear  since 
they  may  be  seen  in  certain  autoimmune  dis- 
eases. The  possibility  that  the  liver  disease 
is  a manifestation  of  systemic  lupus  ery- 
thematosus must  be  considered.  However, 
there  is  no  significant  hepatic  alteration  in 
systemic  lupus  erythematosus,  and  very  few 
patients  with  systemic  lupus  erythematosus 
have  liver  disease.  Usually  the  liver  disease 
had  preceded  the  demonstration  of  the 
positive  findings  in  the  lupus  preparation. 
Occasionally  the  L.E.  cell  has  been  present 
before  the  liver  disease.^*  In  addition,  very 
few  patients  with  liver  disease  have  the  L.E. 
cell,  and  none  of  those  showing  the  positive 
reaction  have  died  in  a lupus  crisis  or  of 
lupus  nephritis. 

One  must  conclude  that  the  demonstration 
of  L.E.  cells  in  a patient  with  cirrhosis  may 
reflect  an  abnormal  immune  reaction  between 
antinuclear  antibodies  and  the  desoxyribo- 
nucleoprotein  of  the  cell  nucleus^®  such  as 
is  seen  in  rheumatoid  arthritis  or  miliary 
tuberculosis.®^  Whatever  its  significance, 
the  course  of  the  patient  with  liver  disease 
and  positive  lupus  erythematosus  phe- 


nomenon seems  to  be  similar  to  that  of  other 
patients  with  postnecrotic  cirrhosis. 

The  natural  history  of  postnecrotic  cir- 
rhosis is  variable.  Patients  may  enter  re- 
mission and  live  a fairly  normal  life  as  wit- 
ness the  unsuspected  cases  found  at  autopsy. 
However,  for  the  patient  who  is  symptomatic 
or  who  shows  signs  of  liver  decompensation, 
the  outlook  is  grim.  In  a group  of  4") 
patients  1(5,  or  36  per  cent,  were  dead  at  the 
end  of  one  year,  and  only  10,  or  22  per  cent, 
were  alive  after  five  years,  the  causes  of 
death  being  hepatic  coma  and  hemorrhage.®® 

Fatty  changes  occur  in  the  liver,  especially 
in  chronic  alcoholic  patients,  as  a result  of 
the  poor  nutritional  state.  The  process 
has  been  observed  as  a transition  from  the 
deposition  of  central  and  periportal  fat  and 
diffuse  fatty  metamorphosis  with  the  forma- 
tion of  fatty  cysts  and  progression  into  fi- 
brosis and  cirrhosis.®®  There  is  experimen- 
tal evidence  to  indicate  that  alcohol  is  re- 
sponsible for  an  increased  synthesis  of  fat 
which  occurs  as  a result  of  the  production 
of  reduced  coenzyme  within  the  liver.'*® 

Fatty  metamorphosis  is  found  on  liver 
biopsy  in  about  70  per  cent  of  alcoholic 
patients.'**  These  patients  with  fatty  liver 
have  no  specific  clinical  picture  other  than 
fatigue,  anorexia,  and  digestive  disturbance. 
Ascites  is  rare,  but  bleeding  from  esophageal 
varices  is  more  common.  Jaundice  is  mild, 
and  the  full-blown  picture  of  decompensated 
cirrhosis  with  spider  angiomas,  fetus  hepat- 
icus,  and  gynecomastia  is  rare.  Death 
may  occur  suddenly  during  fatty  liver  disease 
for  no  apparent  reason  or  as  the  result  of  an 
unrecognized  acute  pancreatitis.  Fat  em- 
bolism or  myocardial  weakness  from  fatty 
infiltration  of  the  myocardium  may  be 
responsible.  Occasionally  hepatic  coma  and 
intercurrent  infection  may  be  the  mode  of 
death. 

Certain  complicating  factors  may  cause 
serious  results  or  even  fatality  in  fatty  liver. 
These  include  intercurrent  infection,  anemia, 
cardiac  failure,  and  starvation.  Liver  func- 
tion tests  do  not  reflect  the  hver  damage,  and 
the  most  common  abnormality  is  increased 
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bromsulphalein  retention.  Cephalin  floccu- 
lation and  serum  alkaline  phosphatase  are 
elevated  in  about  one  third  of  the  cases. 
The  high  gamma  globulin  of  cirrhosi.s  is  not 
common. 

Fatty  liver  is  a serious  complication  of 
alcoholic  liver  disease.  Despite  the  occa- 
sional picture  of  apparent  good  health, 
vigorous  treatment  is  required.  In  most 
cases  bed  rest,  withdrawal  of  alcohol,  a 
nutritious  diet,  and  vitamins  will  effect  re- 
mission. These  patients  require  careful 
supervision  to  prevent  regression. 

Alcoholic  cirrhosis  has  been  thought  to  orig- 
inate in  a fatty  liver.  Following  malnutri- 
tion the  deposition  of  fat  and  the  develop- 
ment of  fatty  cysts  are  noted.  With  mo- 
bilization of  the  fat  and  collapse  of  the  cyst 
there  is  reticular  condensation  and  fibrosis 
leading  to  cirrhosis.''^  However,  many  fatty 
livers  do  not  progress  to  cirrhosis,  and  other 
forms  of  hepatic  injury  lead  to  cirrhosis. 
The  hyaline  necrosis  of  liver  cells  first  de- 
scribed by  Mallory  in  191 may  be  more 
important  than  the  fatty  changes. Hya- 
line necrosis  is  accompanied  by  hepatic  cell 
necrosis,  a leukocytic  reaction,  stromal 
collapse,  and  the  thickening  of  reticulum 
cells  into  collagen. 

There  are  other  factors  which  may  be 
responsible  for  cellular  necrosis  in  the 
alcoholic  liver.  Intercurrent  infections  and 
the  effect  of  alcohol  in  inducing  a state  of 
malnutrition  are  of  significance.^®  Zinc 
deficiency  has  been  suggested, as  has  been 
a reduction  in  transaminase  activity  in 
alcohol-treated  rats.^* 

There  are  some  differences  in  the  clini- 
cal histories  of  patients  with  alcoholic 
cirrhosis  as  compared  with  those  with 
postnecrotic  cirrhosis.  A recent  study  de- 
scribed 35  patients  in  Boston  with  alcoholic 
histories  as  compared  with  35  patients  in 
London  with  no  alcoholic  history.^®  The 
alcoholic  patients  had  no  history  of  hepatitis 
and  had  frequent  episodes  of  jaundice,  fever, 
and  macrocytic  anemia.  Hepatomegaly, 
parotid  gland  enlargement,  Dupuytren’s  con- 
tractive parotid  gland  enlargement,  and 


gynecomastia  were  pre.sent.  The  .serum 
albumin  was  depressed. 

I'lie  nonalcoholic  group  had  clinical  fea- 
tures more  closely  i'(‘lated  to  those  found  in 
portal  hypertension  with  bleeding.  Episodes 
of  prccoma  and  splenomegaly  were  more 
common  than  hepatomegaly. 

Serum  albumin  was  depressed  in  both 
groups  but  had  a tendency  to  ri.se  under 
treatment  in  the  alcoholic  patients  more 
readily  than  in  the  nonalcoholic  patients. 
Relapses  were  more  common  in  the  alcoholic 
group  but  often  these  patients  responded  well 
to  diet  and  to  the  withdrawal  of  alcohol. 
The  cryptogenic  liver  di.sease  was  likely  to  be 
progressive  without  remission. 

Primary  Biliary  Cirrhosis 

Primary  biliary  cirrhosis  is  associated  with 
the  clinical  picture  of  intrahepatic  cho- 
lestasis. There  is  prolonged  obstructive  jaun- 
dice without  extrahepatic  biliaiy  tract  ob- 
struction.®® 

Histologically,  there  are  broad  bands  of 
fibrous  tissue  around  the  lobules  with  in- 
creased widening  of  the  portal  areas  and  in- 
conspicuous bile  ducts  with  only  variable 
bile  stasis.®^  In  later  stages  marked  dis- 
tortion occurs,  and  differentiation  between 
portal  and  biliary  cirrhosis  may  be  difficult. 

The  disease  seems  to  affect  women  more 
than  men  (6  to  1 in  one  series).®®  The  on.set 
is  insidious,  without  pain,  but  with  pruritus 
and  malaise.  The  liver  is  enlarged  and  in 
80  per  cent  of  the  patients  splenomegaly  is 
present.  The  laboratory  picture  is  that  of 
obstruction  with  very  high  cholesterol 
values. 

Xanthomas  and  xanthelasma  are  present 
in  over  half  the  patients.  Steatorrhea 
is  marked  with  difficulties  in  fat  absorp- 
tion, and  skeletal  changes  of  osteoporosis 
secondary  to  vitamin  D and  calcium  loss 
occur.  Compression  fractures  of  the  spine 
are  seen  fretiuenfly. 

There  is  a high  incidence  of  ulcer  in  these 
patients,  about  30  per  cent,  paralleling  the 
occurrence  of  ulcer  in  the  experimental 
animal  with  biliary  tract  obstruction.  Portal 


August  15,  1961 


2781 


ALEXANDER  RICHMAN 


hypertension  occurs  in  about  20  per  cent.“ 

The  obstruction  is  probably  within  the 
cholangiole,  the  duet  which  connects  the 
intralobular  bile  canaliculi  with  the  bile  duct. 
A change  in  permeability  of  the  cholangiole  or 
inspissation  by  exudate  in  the  portal  tract 
may  be  responsible  for  this  block. 

In  some  patients  an  exploratory  operation 
is  necessary  to  rule  out  biliary  tract  disease. 
However,  the  clinical  picture  is  fairly  con- 
stant, and  many  patients  with  primary  biliary 
cirrhosis  can  escape  operation.  Treatment 
includes  the  dietary  regimen  used  in  other 
forms  of  chronic  liver  disease.  Portal 
systemic  encephalopathy  is  not  very  common 
so  that  protein  restriction  rarely  will  be 
necessary. 

The  pruritus  is  the  most  disturbing  symp- 
tom. It  has  been  ascribed  to  increased 
bile  salts  in  the  blood  which  irritate  nerve 
endings.  While  higher  serum  bile  acid  levels 
have  been  found  in  obstructive  and  hepato- 
cellular jaundice,  no  constant  differential 
values  were  obtained.  This  determination 
therefore  could  be  of  no  help  in  differ- 
entiating obstructive  from  hepatocellular 
jaundice.^^ 

The  steroids  have  helped  in  the  relief  of 
itching.  Many  of  these  patients  achieve  a 
state  of  well-being  from  the  steroids  which 
makes  for  difficulty  in  withdrawal.  Com- 
pression fractures  seem  to  be  more  common 
in  patients  with  cirrhosis  of  the  biliary  tract 
who  are  treated  with  steroids.  Recently, 
Carey®'*  has  used  a strongly  basic  anion 
exchange  resin  (MK  135)  to  form  a non- 
absorbable complex  with  the  bile  acids  in  the 
intestine.  His  patient  obtained  relief  with 
a dosage  of  10  Gm.  daily.  A significant 
lowering  of  serum  bile  acids  was  demon- 
strated. 

Patients  with  biliary  cirrhosis  have  a better 
prognosis  than  those  with  alcoholic  or 
postnecrotic  cirrhosis.  Sherlock®^  has  found 
an  average  life  expectancy  of  fi\^e  years, 
with  many  patients  surviving  fifteen  years. 
Death  occurs  as  a result  of  hepatic  coma, 
bleeding  ulcer,  esophageal  varices,  or  inter- 
current infection. 


Cancer  of  the  Liver  (Primary) 

The  incidence  of  cancer  of  the  liver  de- 
pends on  certain  geographic  and  racial 
factors  which  are  not  understood  clearly. 
There  is  a higher  rate  of  occurrence  in 
Trans-Saharan  Africa  and  the  Far  East, 
especially  Indonesia  and  China,  and  in  the 
Negro,  as  exemplified  by  the  Bantu  and 
Mongoloid  people  in  these  areas.®®  In  view 
of  the  low  frequency  of  the  disease  in  these 
people  in  North  America,  it  is  likely  that 
environmental  factors  are  of  greater  signifi- 
cance. It  is  commoner  in  males  than  in 
females. 

Certain  specific  etiologic  factors  are  known. 
Thorium  dioxide  (Thorotrast)  has  pro- 
duced liver  neoplasms  after  a long  interval 
following  injection.  These  are  peculiar 
vascular  or  endothelial  growths.  They  are 
very  rare,  but  they  indicate  that  exogenous 
agents  may  be  deposited  in  the  liver  to  pro- 
duce a neoplasm.®®  Clonorchiasis  may  pro- 
duce a tumor  of  the  liver  which  is  distinctive 
enough  to  warrant  attributing  it  to  a causal 
relationship.®^  Patients  with  hemochroma- 
tosis develop  cancer  more  frequently  than 
other  cirrhoses.  There  is  no  adequate  ex- 
planation for  this  other  than  a longer 
survival  time  after  the  recognition  of  the 
cirrhosis  although  the  marked  iron  deposits 
so  common  in  South  Africa  apparently  do 
not  induce  cancer.®® 

There  is  a definite  association  of  primary 
carcinoma  of  the  liver  with  cirrhosis  although 
about  one  third  of  the  cases  occur  in  livers 
which  are  not  cirrhotic.  The  association 
may  be  explained  by  three  factors:  that  the 
same  agent  may  in  some  persons  cause  either 
disease  and  in  other  persons  both  diseases, 
that  the  intense  fibrosis  and  regeneration  of 
cirrhosis  may  be  a forerunner  of  carcinoma, 
or  that  cirrhosis  aids  the  common  causative 
factor  to  induce  cancer. 

Carcinoma  of  the  liver  has  been  found  to 
occur  in  a large  series  of  patients  at  the 
Boston  City  Hospital  in  the  following  rela- 
tionships: postnecrotic  cirrhosis  13.1  per 
cent,  hemochromatosis  7.7  per  cent,  fatty 
nutritional  cirrhosis  2.4  per  cent,  and  biliary 


2782 


New  York  State  J.  Med. 


RECENT  ADVANCES  IN  THE  UNDERSTANDING  OF  LIVER  DISEASE— PART  II 


:-irrhosis  2.1  per  cent.  It  is  worth  noting 
that  the  incidence  of  primary  carcinoma  in  a 
thirty-five  year  period  prior  to  1932  at  the 
same  hospital  was  h.r)  per  cent.  This  re- 
flects the  increa.sed  incidence  of  viral 
hepatitis  and  postnecrotic  cirrhosis  and  the 
increased  longevity  in  all  types  of  cirrhosis 
which  reflects  an  improvement  in  therapy. 

An  interesting  hepatoma  has  been  ob- 
served in  young  children.  It  has  the 
capacity  to  secrete  gonadotropin  resulting 
in  precocious  sex  development,  pubic  hair, 
and  sore  breasts.*® 

Hepatocarcinogenic  factors  may  be  divided 
into  two  groups.  The  first  group  is  made 
up  of  those  agents  and  chemicals  which  can 
cause  tumors  not  only  in  the  liver  but  also 
in  other  organs.  They  are  azo  dyes  and 
certain  hydrocarbons.  The  second  group  in- 
cludes those  agents  which  can  produce  cancer 
in  association  with  hepatic  injury,  such  as 
dietary  deficiencies,  carbon  tetrachloride, 
and  chloroform.®® 

Wilson’s  Disease 

This  ailment,  first  described  by  Wilson  in 
1911  as  a familial  neurologic  disorder  asso- 
ciated with  cirrhosis  of  the  liver,  has  assumed 
great  significance  as  a biochemical  disorder 
of  copper  metabolism  and  of  ceruloplasmin, 
the  copper-binding  protein.  It  is  a heredi- 
tary disease  in  which  there  is  a low  cerulo- 
plasmin concentration  in  the  blood,®*  a low 
total  serum  copper  but  an  elevated  level  of 
copper  not  bound  to  ceruloplasmin,  increased 
copper  in  the  tissues  and  organs,  and  in- 
creased urinary  excretion  of  copper.  The 
patient  shows  abnormalities  of  the  liver  and 
the  central  nervous  system,®®  Kay  ser-Fleischer 
rings  (copper  deposits)  in  the  cornea,  changes 
in  the  bones,  disturbed  kidney  function,  and 
occasionally  blue  crescents  at  the  nail  bases 
(azure  lunulae). 

The  liver  contains  a large  quantity  of 
copper,  about  50  times  the  normal,  and 
shows  fatty  degeneration,  necrosis,  fibrosis, 
and  ductular  proliferation.  Giant  cells  and 
glycogen  nuclei  are  seen  together  with  some 
Kupffer  cell  reaction. 


The  clinical  picture  may  be  indistinguish- 
able from  that  of  cirrhosis  with  jaundice, 
hepatosplenomegaly,  esophageal  varices,  and 
ascites.  The  diagnosis  is  based  o)i  the 
laboratory  demonstration  of  a deficiency  of 
serum  ceruloplasmin  and  an  increa.se  in 
urinary  copper  and  in  the  copper  content  of 
the  liver. 

In  addition  to  the  usual  therapy  of 
cirrhosis,  these  patients  should  be  treated 
with  a low-copper  diet  containing  less  than  1 
to  2 mg.  daily,  potassium  sulfide  20  to  40 
mg.  three  times  daily,  and  penicillamine  1 
to  4 Gm.  three  times  daily.  The  potassium 
sulfide  acts  to  precipitate  copper  in  the  in- 
testine, preventing  its  absorption  and  pro- 
moting excretion.®®  Penicillamine  increases 
the  excretion  of  urinary  copper. 

This  regimen  has  not  been  particularly 
effective  in  the  treatment  of  the  liver  disease, 
but  the  neurologic  symptoms  improve.  The 
liver  reacts  to  the  large  amount  of  copper 
with  necrosis  and  fibrotic  reaction  and  re- 
generation so  that  eventually  a postnecrotic 
cirrhosis  results.  The  treatment  of  the 
cirrhosis  by  a high-protein  diet  and  vitamin 
supplements  is  not  very  effective.  This 
regimen  helps  the  urinary  copper  excretion 
and  thereby  may  act  to  improve  the  basic 
disease. 

For  those  patients  with  Wilson’s  disease 
who  develop  esophageal  varices  and  bleed, 
the  outlook  is  poor.  They  tolerate  surgery 
and  anesthesia  poorly,  and  the  follow-ups 
have  shown  that  they  have  a short  survival 
rate.®^ 

Hemochromatosis 

Hemochromatosis  is  a disturbance  of  iron 
metabolism  with  iron  deposition  in  all  body 
tissues,  especially  of  the  liver,  skin,  and 
pancreas,  with  increased  skin  pigmentation. 
The  hepatic  features  are  of  extreme  interest 
in  that  many  of  these  patients  pursue  the 
course  of  cirrhosis  of  the  liver  with  hepatic 
coma,  portal  hypertension,  and  esophageal 
varices.®*  In  fact,  there  is  a higher  incidence 
of  hepatoma  in  hemochromatosis  than  in 
portal  cirrhosis,  approximately  7.5  per  cent.®* 
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There  is  a marked  accumulation  of  storage 
iron  in  fhe  form  of  ferritin  and  hemosiderin 
with  no  change  in  the  red  cell  mass  and  tissue 
iron.  This  increases  in  sloiage  iron  pi'oh- 
al)ly  is  the  result  of  increased  intestinal 
absorption  of  iron,  although  other  abnor- 
malities may  be  present.®®  The  familial 
nature  of  the  disease  has  been  emphasized  in 
various  reports.®^ 

An  advance  in  therapy  with  improved 
health  and  longer  life  has  been  scored  by  the 
introduction  of  phlebotomy  to  reduce  the 
iron  stores.®®  The  phlebotomy  of  500  cc. 
every  week  has  been  of  great  value,  but  some 
patients  may  require  the  removal  of  as  much 
as  2,500  cc.  each  week.®®  In  addition  to  sub- 
jective improvement,  liver  biopsies  have 
shown  marked  diminution  but  not  complete 
disappearance  of  iron.  There  is  no  change 
in  the  degree  of  fibrosis.  Liver  function 
tests  have  shown  a degree  of  improvement  in 
bromsulphalein  retention,  prothrombin  time, 
and  serum  proteins.™ 

No  other  methods  of  reducing  the  iron 
stores  are  satisfactory.  A low-iron  diet 
is  difficult  and  limits  the  amount  of  protein 
in  patients  who  require  more  protein  because 
of  their  cirrhosis.  Chelating  agents  cause 
too  little  excretion  of  iron  to  warrant  their 
use.^^ 

The  clinical  manifestations  which  are  the 
result  of  excess  iron  depo.sition  respond  to 
phlebotomy  as  well  as  to  measures  directed 
at  the  specific  system  involved.  Diabetes 
due  to  pancreatic  infiltration  requires  specific 
treatment,  as  does  the  liver  cirrhosis  and  the 
heart  failure. 

Another  syndrome  related  to  hemochroma- 
tosis is  hemosiderosis,  characterized  by  an 
increased  deposition  of  iron  in  the  tissues  but 
not  enough  to  induce  the  full-blown  picture 
of  hemochromatosis.  Hemosiderosis  is  seen 
in  hemolytic  anemias,  malnutrition,  and  after 
many  blood  transfusions.  Transfusion  hemo- 
siderosis results  in  iron  deposition  in  the  liver 
with  fibrous  tissue  development  without  the 
picture  of  cirrhosis. Since  most  of  these 
patients  have  severe  anemia,  phlebotomy  is 
impossible,  and  treatment  must  be  sympto- 


matic. 

Jaundice  Due  In  Drills 

Hepatic  injury  cau.scul  by  drugs  is  in- 
creasing in  incidence  as  a result  of  the  intro- 
duction of  newer  and  more  potent  drugs, 
especially  the  tranquilizers  and  energizers. 
A search  for  drug  ingestion  is  mandatory  in 
any  investigation  of  jaundice.  Three  mor- 
phologic reactions  occur  in  response  to  these 
drugs.^®  The  first  is  zonal  hepatic  necrosis 
without  inflammatory  reaction,  exemplified 
by  carbon  tetrachloride,  phosphorous,  or 
mushroom  poisoning. 

The  second  is  intrahepatic  cholestasis 
with  jaundice  resembling  extrahepatic  biliary 
tract  obstruction  in  clinical,  laboratory, 
and  histologic  alterations.  The  tranquilizers 
are  the  major  offenders,  including  chlor- 
promazine,  prochlorperazine,  and  promazine. 
Chlorpropamide  para-aminosalicylic  acid, 
sulfadiazine,  thiouracil,  chlorothiazide, 
methyltestosterone,  and  norethandrolone 
also  cause  intrahepatic  cholestatic  injury. 

The  third  group  is  that  in  which  an 
inflammatory  reaction  accompanies  hepatic 
cell  necrosis.  Iproniazid  causes  jaundice 
with  the  clinical  picture  of  severe  viral 
hepatitis.  This  group  has  the  highest 
morbidity  and  a mortality  rate  of  about 
20  per  cent. 

There  is  an  unclassified  group  in  which  the 
injuries  are  variable,  in  which  other  organs 
are  involved,  especially  the  skin,  the  bone 
marrow,  and  the  kidney.  Gold  salts,  meth- 
ane, and  dinitrophenol  are  in  this  group. 

Another  group  consists  of  the  cancero- 
genic  drugs,  such  as  thorium  dioxide. 
These  are  not  of  clinical  significance. 

In  administering  these  drugs,  the  possi- 
bility of  a reaction  must  be  weighed  against 
the  severity  of  the  disease  and  the  response 
that  may  be  anticipated. 
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Making  the  Rounds 


For  a registrar  reading  during  ward-rounds  can  be 
frustrating.  Magazines  may  have  to  be  read  side- 
ways or  upside  down,  and  some  of  their  contents  de- 
duced when  pages  are  half-covered.  Occasionally  a 
badly  placed  newspaper  can  be  moved  while  the  chief 
is  examining  a patient,  or  position  casually  altered  to 
a better  vantage  point.  Unfortunately,  it  is  the 
chief  who  decides  when  it  is  time  to  move  on  to  the 
next  patient.  Sometimes  an  article  in  a very  popular 


newspaper  can  be  resumed  at  the  ne.xt  bed,  but  all 
too  often  the  round  ends  vdth  much  that  is  of  in- 
terest only  half  read,  and  with  the  nature  of  many 
half-covered  illustrations  still  uncertain.  It  must 
be  wonderful  to  be  a consultant  and  read  the  patients’ 
magazines  and  newspapers  openly,  turning  them, 
uncovering  them,  and  even  holding  up  the  round 
when  necessary. — The  Lancet,  June  10,  1961,  page 
1283 
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Gastroenteritis  with  Acute  Renal  Shutdown 


Case  History 

This  fifty-one-year-old  white  male  was 
idmitted  to  Montefiore  Hospital  for  the 
irst  time  on  November  28,  1951,  with  a 
listory  of  closure  of  a perforated  peptic 
ilcer  six  years  previously,  followed  slowly 
)y  weakness  aiid  a sensory  defect  of  the 
eft  leg  and  arm  ascribed  at  that  tinu!  (o  a 
thrombosis  of  the  posterior  inferior  cereb(*llar 
artery.  During  the  year  prior  to  his  admis- 
sion he  had  recurrent  progressive  symptoms 
of  pyloric  obstruction.  Two  months  prior 
to  admission  a diagnosis  was  made  of  re- 
current thrombosis  of  the  posterior  inferior 
cerebellar  artery  manifested  by  a speech 
defect,  weakness,  and  subsequent  non- 
pitting  edema  of  the  right  arm  and  hand. 

The  pertinent  physical  and  neurologic 
findings  on  admission  were  voluntary  guard- 
ing of  the  abdomen  and  nonpitting  edema 
of  the  right  hand  and  arm.  No  arterial 
pulses  were  present  in  either  lower  extremity. 
The  patient  was  alert  and  cooperative  with  a 
slightly  blunted  affect.  His  speech  was 
characteristic  of  pseudobulbar  palsy.  A 
cranial  nerve  examination  showed  a left 
fifth  hypalgesia  and  some  flattening  on  the 
left  side  of  the  face.  There  was  a palatal 
myoclonus  greater  on  the  left  than  on  the 
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right,  the  soft  palate  deviated  to  the  left, 
the  gag  reflex  was  present  on  the  left  and 
absent  on  the  right,  and  the  tongue  deviated 
questionably  to  the  left. 

There  was  a marked  weakness  of  the  right 
upper  exlremity.  The  distal  muscles  were 
more  involved  than  the  proximal  muscles 
but  there  was  no  ati'ophy.  The  right  lower 
extremity  was  slightly  wiaiker  than  the 
left  with  some  nonpitting  (‘deina  of  the 
dorsum  of  the  foot.  The  gait  was  shuffling, 
unsteady,  and  characteristic  of  hemiparesis 
on  the  right.  There  was  mai'ked  impair- 
ment of  coordination  of  the  right  upper 
extremity  with  adiadochokinesis  and  re- 
bound. The  deep  tendon  reflexes  on  the  left 
were  greater  than  those  on  the  right.  All  deep 
tendon  reflexes  were  hyperactive.  The  right 
abdominal  reflexes  on  the  right  were  greater 
than  those  on  the  left  with  equal  cre- 
masterics.  Impaired  plantar  responses  were 
present  bilaterally  with  the  right  more  sug- 
gestive of  a Babinski  response  than  the 
left  and  a Hoffman  on  the  right.  The  im- 
pression during  this  first  admission  was  of 
multiple  central  nervous  system  lesions 
with  thrombosis  of  a branch  of  the  left 
posterior  iiifeifor  cerebellar  artery  and 
pyloric  obstruction  due  to  scarring  from  a 

2787 


MONTEFIORE  HOSPITAL 


duodenal  ulcer. 

Stool  guaiac  tests  gave  negative  results. 
A chest  x-ray  film  showed  negative  results 
except  for  blunfing  of  the  left  costophrenic 
angle.  Three  upper  gastrointestinal  series 
confiriiK'd  the  diagnosis  of  pyloric  obstruc- 
tion with  cicatrization  of  the  antrum  and  the 
first  part  of  the  duodenum,  chronic  gastritis, 
and  distention  of  the  stomach.  No  cal- 
cification was  not(‘d  in  the  r(‘gioii  of  the 
abdominal  aorta.  The  patient  responded  to 
a medical  regimen  for  pyloric  obstruction. 

Additional  x-ray  studies  revealed  a gen- 
eralized enlargement  of  the  soft  tissues  of 
the  right  hand  with  no  apparent  di.spropor- 
tion  in  the  bones  of  the  two  hands.  The 
bones  of  the  hand,  however,  appeared  to  be 
somewhat  large  as  in  mild  or  incipient 
acromegaly.  The  ungual  tufts  showed  no 
evidence  of  flaring.  Skvdl  x-ray  films  sug- 
gested mild  acromegalic  features  with  re- 
spect to  the  bones  of  the  face,  and  the  sella 
turcica  was  enlarged  (iuestionabl.y. 

The  patient  was  admitted  to  the  hospital 
for  the  second  time,  from  April  21  to  June 
9,  1952,  for  the  I’cmoval  of  nasal  polyps. 
The  blood  pressure  at  this  time  was  1 (>0/106. 

The  third  admission,  October  31,  1952, 
to  January  3,  1953,  was  for  a recurrent 
pyloric  obstruction.  A pcjsterior  gastro- 
enterostomy and  vagotomy  was  performed. 
An  intei  A'al  electroencephalogi'am  performed 
at  this  time  n'veak'd  a slight  degree  of 
electiical  abnormality  affecting  the  right 
posterior  region.  The  spinal  fluid  .showed 
negative  results.  lie  was  discharged  in 
satisfactory  condition. 

The  fourth  and  last  Montefiore  Hospital 
admission  was  from  August  29  to  31,  1959. 
According  to  the  family,  the  patient  had 
been  doing  well  uirtil  three  days  prior  to  his 
admission  when  he  developed  persistent 
explosive  diarrhea.  There  was  no  as- 
sociated nausea  or  vomiting.  He  had  been 
caring  for  himself.  On  the  afternoon  of 
admission  a neighbor  found  the  patient  on 
the  floor  where  he  had  been  siiice  he  fell 
twenty-four  hours  before.  However,  he 
denied  loss  of  consciousness.  His  wife 


claimed  there  was  an  increase  in  ataxia,  ' 
and  he  was  unable  to  stand  or  walk.  I 

A physical  examination  re\'ealed  a blood  [ 
pressure  of  80/60,  a pulse  of  80  and  ir-  | 
regular,  a temperature  of  101.4  F.,  and  j 
respii'alions  of  20.  The  patient  was  a 
hfty-niiie-year-old,  chronically  ill,  alert, 
white  mak'  in  acute  di.stre.ss  with  mild 
dehydi'ation.  There  was  e\’idence  of  trauma 
to  the  nose  and  tenderne.ss  involving  the  soft 
tissue  of  the  left  thigh.  The  skin  showed 
poor  turgor;  it  was  tanned  but  .showed 
numerous  splotches  of  depigmented  skin. 
The  legs  and  tongue  were  cyanotic,  and 
coarse  rhonchi  were  heard.  The  heart  had 
frecpient  extras3"stoles  but  otherwi.se  was 
unremarkable.  An  abdominal  examination 
produced  unremarkable  results.  There  were 
no  abnormal  masses  or  pulsations.  A 
rectal  examination  re\'ealed  green-brown 
stool  which  show('d  positi\'('  hematest 
1‘esults.  There  was  a spade  hand  on  the 
right  with  inability"  to  extend  the  left  lower 
exti'emity.  All  arterial  pulsations  were 
ab.sent  in  the  lower  extremities. 

A neurologic  examination  revealed  ex- 
plosive, inarticulate  speech  with  slight 
facial  weakness  on  the  left.  The  tongue  and 
uvula  were  in  the  midline.  There  was 
weakness  of  the  left  lower  extremit.v, 
but  the  reflexes  were  hypeiacfi\'e  and  e(]ual. 
Thei'e  was  a lFd)inski  reflex  on  the  left 
with  an  abnoi'mal  plantar  response  on  the 
right.  A sensory  examination  was  un- 
reliable. A urinalvsis  on  admission  showed 
a specific  gravity  of  1.010,  1 plus  albumin, 
no  sugar,  7 to  24  red  blood  cells,  and  0 to  8 
granular  casts. 

The  hematocrit  was  53,  white  blood  cells 
3,300  with  60  per  cent  polymorphonuclear 
leukocytes,  3 stab  cells,  35  per  cent 
lymphocvtes,  and  1 per  cent  monoc.vtes. 
The  fa.sting  blood  sugar  was  118  mg. 
per  100  ml.,  and  blood  urea  nitrogen 
was  97  mg.  per  100  ml.  The  carbon  dioxide 
was  13.2  mjllimols  per  100  ml.,  sodium  132 
mE(].,  potassium  3.5  mE(].,  and  chloride 
89  mEcp  per  liter.  A cidture  of  feces  did  not 
show  enteric  pathogens.  A blood  culture  was 
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negative.  An  electrocardiogram  revealed  a 
regular  sinus  rhythm  with  ventricular  pre- 
mature contractions. 

The  patient  continued  to  have  w'atery 
diarrhea  and  became  hypotensive  and  oli- 
guric during  the  three  days  of  hospitalization 
(90  to  180  cc.  per  twenty-four  hours).  He 
was  given  fluid  and  electrolyte  replacement 
therapy  in  addition  to  vasopressors  and 
steroids.  The  patient  was  responsive  until 
the  second  hospital  day.  Abdominal  dis- 
tention developed  on  the  third  hospital 
day.  Repeat  electrolytes  on  the  second  day 
revealed  a serum  sodium  of  136  mEq., 
serum  potassium  4.8  mEq.,  and  chloride 
109  mEq.  per  liter;  carbon  dioxide  18 
millimols;  and  blood  urea  nitrogen  105 
mg.  per  100  ml.  Electrolytes  preterminally 
were  sodium  130  mEq.,  potassium  5.9 
mEq.,  chloride  94.5  mEq.,  and  carbon 
dioxide  7.5  millimols.  He  remained  in 
shock,  became  totally  anuric,  and  expired 
on  the  third  hospital  day. 

Discussion 

Jacob  Grossman,  M.D.:  In  reviewing 
this  patient’s  course  it  is  apparent  that  one 
is  dealing  with  both  a long-standing  illness 
and  a very  acute  episode  which  terminated 
rapidly  in  his  death.  This  final  episode 
consisted  essentially  of  fulminating  diarrhea 
and  moderately  severe  renal  insufficiency 
followed  rapidly  by  renal  shutdown.  This 
latter  episode,  which  lasted  about  five  days, 
was  marked  by  a fall  without  loss  of  con- 
sciousness, severe  shock,  dehydration,  and 
acidosis. 

The  patient  was  believed  to  have  had  a 
severe  gastroenteritis.  There  are  extremely 
few^  of  such  conditions  which  proceed  so 
rapidly  to  death,  especially  in  patients  who 
are  rehydrated  parenterally.  Cholera,  of 
course,  may  do  so  and  perhaps  an  unusually 
severe  Shiga  or  Salmonella  infection.  The 
former  is  unknown  in  this  area ; moreover, 
the  negative  stool  cultures  make  it  clear 
that  we  are  not  dealing  wdth  simple  in- 
fectious gastroenteritis. 

Concerning  the  patient’s  renal  disease. 


it  is  equally  evident  that  he  did  not  regress 
from  a state  of  normal  renal  function  to  his 
shutdowm  and  death  in  this  short  time.  It 
may  be  pointed  out  that  even  bilateral 
nephrectomy  is  compatible  with  longer 
survival  than  the  patient  manifested.  It 
follows,  therefore,  either  that  renal  function 
was  impaired  prior  to  his  terminal  illness  or 
that  his  death  w^as  not  due  primarily  to 
renal  failure. 

Indeed,  both  alternatives  probably  are 
true.  In  the  approximately  eight  years 
during  wEich  the  patient  w^as  under  in- 
termittent observation  the  blood  urea  nitro- 
gen, when  not  modified  by  his  clinical  state 
of  the  moment,  rose  progressively  from  10 
to  17  mg.  per  100  ml.  This  reflects  a 
significant  reduction  in  renal  function. 
At  the  final  admission  the  blood  urea 
nitrogen  w'as  97  mg.  per  100  ml.  during 
severe  dehydration  (the  hematocrit  w'as  53) 
and  associated  contraction  of  the  body  w^ater 
compartment.  The  correction  of  this  figure 
for  the  degree  of  dehydration  present  would 
yield  a true  value  considerably  closer  to 
75  mg.  per  100  ml.,  and  in  fact,  during 
rehydration  the  value  did  fall.  While  this 
represents  a significant  elevation  of  the 
blood  urea  nitrogen,  it  is  not  a level  generally 
encountered  in  the  terminal  stages  of  uremia. 

Therefore,  it  follows  that  the  patient’s 
death  was  not  due  simply  to  gastroenteritis 
or  acute  renal  failure  alone. 

In  attempting  to  establish  the  existence 
of  renal  disease  prior  to  his  terminal  illness 
one  encounters  a dearth  of  evidence,  except 
for  the  slow  rise  in  his  blood  urea  nitrogen. 
Under  such  circumstances  pyelonephritis 
is  the  condition  mo.st  often  missed  in  clinical 
practice.  In  patients  with  central  nervous 
system  di.sease,  particularly  that  associated 
with  sphincteric  disturbances,  such  geni- 
tourinary infection  is  quite  common.  How- 
ever, judging  from  the  available  history, 
this  patient  exhibited  no  difficulty  in  void- 
ing. Moreover,  there  is  no  evidence  of 
previous  febrile  episodes,  pyuria,  or  positive 
urine  cultures.  Neither  diabetes  nor  any 
other  condition  which  may  predispose  to 
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pyelonephritis  was  present. 

Polycystic  kidney  disease  may  be  con- 
sidered briefly  in  view  of  the  patient’s 
age,  occasional  hypertension,  and  progres- 
sive renal  impairment.  Furthermore,  it  is 
at  times  associated  with  congenital  vascular 
abnormalities  of  the  central  nervous  system. 
However,  despite  numerous  abdominal  ex- 
aminations, enlarged  kidneys  never  were 
palpated  or  observed  on  any  of  his  many 
x-ray  studies.  Apparently,  intravenous 
pyelography  never  was  performed.  This 
possibility  may  be  discarded  readily. 

Vascular  occlusive  disease  of  the  kidney 
remains  a distinct  possibility  to  be  inves- 
tigated during  a discussion  of  the  patient’s 
arterial  disease. 

In  recent  years  hypercalcemic  nephrop- 
athy has  been  a subject  of  considerable 
interest.  This  condition  is  manifested  by 
progressive  renal  impairment  as  reflected  in 
nitrogen  retention,  absence  of  abnormal 
urinary  sediment,  and  the  existence  of 
impaired  urinary  concentrating  ability  re- 
flected often  in  polyuria  and  polydipsia. 
This  condition  has  numerous  cau.ses,  most  of 
which  are  not  relevant  in  this  case.  How- 
ever, two  of  these  etiologic  factors,  hyper- 
parathyroidism and  the  milk-alkali  syn- 
drome associated  with  peptic  ulcer,  con- 
ceivably could  have  contributed  to  this 
picture.  In  the  present  ca.se,  favoring  this 
possibility  are  a long  history  of  symptomatic 
peptic  ulcer  and  a slowly  rising  blood  urea 
nitrogen.  It  may  be  mentioned  that 
patients  with  poor  renal  concentrating 
ability  during  dehydration  are  much  more 
prone  to  renal  failure.  We  have,  however, 
no  evidence  of  hypercalcemia,  no  renal 
calcinosis  or  lithiasis,  and  no  progressive 
fall  in  urinary  specific  gravity.  The  alkali 
intake,  except  for  the  period  of  hospitali- 
zation, is  unknown  to  us.  Therefore, 
evidence  is  insufficient  for  the  existence  of 
such  nephropathy. 

At  this  point  it  may  be  profitable  to 
digress  briefly  on  the  patient’s  acromegaly. 
While  it  was  not  pronounced,  it  appeared 
sufficient  to  attract  clinical  attention  and  to 


lead  to  roentgenologic  examination  for  this 
condition.  The  findings  with  regard  to 
the  sella  turcica,  paranasal  sinuses,  man- 
dible (prognathism),  and  hands  were  reported 
as  consistent  with  those  of  borderline  acro- 
megaly. 

The  association  of  peptic  ulcer  with  acro- 
megaly and/ or  hyperparathyroidism  has  been 
known  for  some  time  and  more  recently  has 
been  the  subject  of  considerable  attention. 
Various  syndromes  with  certain  features 
in  common  have  been  defined  from  different 
points  of  view.  Thus,  Wermer^  has  de- 
scribed an  entity  comprising  this  triad  plus 
adenomata  of  the  pancreas,  adrenal  cortex, 
and  thyroid,  which  appears  to  have  a 
genetic  basis.  It  is  of  interest  that  several 
of  these  patients  had  had  giant  gastric 
rugae  and  hypersecretion.  Similarly,  Zol- 
linger and  Ellison-’^  have  studied  a con- 
dition referred  to  as  ulcerogenic  adenoma 
of  the  pancreas  which  consisted  of  fulminat- 
ing peptic  ulcers  with  hypersecretion  and 
pancreatic  adenomata.  These  subjects  in- 
cluded a number  with  giant  gastric  rugae, 
and  in  20  per  cent,  multiple  endocrine  adeno- 
mata. It  is  noteworthy  that  some  of  these 
patients  were  said  to  have  “overwhelming 
diarrhea.”  Others  have  described  isolated 
cases  of  the  so-called  Men^trier’s  syndrome 
which  consists  of  giant  rugae,  increased  loss 
of  albumin  in  the  stool  with  resultant  h}'^- 
poalbuminemia,  and  impaired  wound  heal- 
ing. In  10  to  15  per  cent  of  these  patients, 
endocrine  adenomata  have  been  found. 
Underdahl,  Woolner,  and  Black®  have  col- 
lected 8 cases  of  multiple  adenomata  of  the 
pituitary,  parathyroid,  and  pancreas  or 
of  any  two  of  these  three  organs.  Some  of 
these  patients,  interestingly  enough,  had 
peptic  ulcers,  1 with  giant  rugae. 

The  underlying  similarity  of  these  syn- 
dromes is  obvious;  their  pathogenesis  re- 
quires further  study.  While  our  present 
patient  had  a long-standing  ulcer  with  at 
least  two  complications,  perforation  and 
obstruction,  and  borderline  acromegaly, 
there  is  no  evidence  of  any  of  the  other 
endocrine  features.  Moreover,  no  such 
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abnormal  findings  were  reported  in  the 
operative  note  of  the  patient’s  gastroenter- 
ostomy. However,  it  should  be  emphasized 
that  the  patient’s  condition  following  pro- 
longed obstructive  symptoms  precluded 
extensive  exploration. 

Another  interesting  feature  of  this  pa- 
tient’s course  was  his  vascular  or  arterial 
disease.  He  suffered  intracranial  vascular 
accidents  at  forty-five  and  fifty-one  years 
of  age.  The  former  appears  to  have  been 
an  occlusion  of  the  posterior  inferior  cer- 
ebellar artery;  the  latter,  which  gave  ri.se 
to  changes  associated  with  p.seudobulbar 
palsy  and  other  evidences  of  bilateral  in- 
volvement, was  attributed  to  a similar  oc- 
clusion of  the  opposite  side,  but  I believe 
it  may  as  likely  have  been  produced  by  a 
cerebral  vascular  occlusion. 

In  addition,  arterial  pulsations  through- 
out his  lower  extremities  had  been  absent 
consistently  for  many  years. 

The  existence  of  such  vascular  involve- 
ment in  the  absence  of  significant  hyper- 
I tension,  diabetes,  or  syphilis  prompts 
I an  incjuiry  as  to  the  etiology  of  these 
manifestations.  Thromboangiitis  obliterans 
may  be  considered,  bnt  the  absence  of 
pain  and  peripheral  manifestations  and 
the  involvement  of  the  aorta  make  this 
diagno.sis  untenable.  Diffuse  vascular  dis- 
ease or  polyarteritis  comes  to  mind,  but 
the  complete  absence  of  systemic  mani- 
festations rules  this  out.  Therefore,  the 
most  likely  cause  is  arteriosclerosis  of  early 
onset  associated  with  an  increased  throm- 
botic tendency.  The  latter,  in  turn,  con- 
ceivably could  be  related  to  pancreatic 
disease  (vide  supra) . 

In  returning  to  the  final  episode  we  learn 
that  the  patient  suffered  an  acute  episode 
consisting  of  a fall  following  which  he  could 
not  stand.  This  suggests  a disease  of  vas- 
cular origin  either  within  or  outside  the 
central  nervous  .system.  In  favor  of  the 
latter  diagnosis  are  the  following:  (1)  there 
was  no  loss  of  consciousness,  and  the 
patient  was  alert  on  admission;  (2)  no  new 
neurologic  signs  were  elicited;  (3)  thigh 


pain  was  prominent  without  a fracture  or 
external  signs  of  trauma;  (4)  the  serum 
transaminase  was  elevated;  and  (5)  shock 
was  a very  pronounced  concomitant  of  his 
disea.sed  state. 

Several  factors  may  be  responsible  for 
the  severe  shock  state.  If  this  patient  pre- 
viously suffered  bilateral  posterior  in- 
ferior cerebellar  artery  occlusion,  the  sym- 
pathetic outflow  might  haA^e  been  inter- 
rupted in  the  lateral  pons  rendering  the 
patient  very  sensitive  to  the  usual  causes 
of  shock.  This  is  suggested  by  his  having  a 
slow  pvilse  despite  his  pronounced  hypo- 
tension. However,  this  patient  previou.sly 
had  not  exhibited  a Horner’s  syndrome.  It 
is  unlikely  that  his  .shock  was  of  this  origin. 

The  low  serum  sodium  level,  high  blood 
urea  nitrogen,  low  body  water,  elevated 
hematocrit,  and  some  mention  of  skin  tan 
Avith  vitiligo  sugg('st  adrenocortical  in- 
sufficiency. However,  all  but  the  dermal 
changes  can  be  explained  ecjually  well  or 
better  by  the  sodium  and  water  loss  as- 
sociated with  his  diarrhea  and  presumably 
low  intake.  Moreover,  the  blood  glucose 
was  normal,  and  the  serum  potassium  level 
was  low.  Adrenocortical  crisis  therefore 
can  be  ruled  out. 

Myocardial  infarction,  perhaps  followed 
by  embolization,  could  give  rise  to  shock, 
particularly  in  a patient  with  a background 
of  arteriosclerotic  vascular  disease.  How- 
ever, three  electrocardiograms  obtained 
during  his  brief  hospital  stay  offer  no  sup- 
port for  this  hypothesis.  Moreover,  myo- 
cardial infarction  severe  enough  to  produce 
shock  and  death  would  be  accompanied  by 
subjective  symptoms  Avhich  were  not  present 
here. 

Acute  pancreatitis  often  produces  shock 
and  is  encountered  with  perhaps  more 
than  its  usual  frequency  in  patients  with 
ulcer  and  pancreatic  adenomata.  However, 
this  patient  had  no  typical  pain  to  suggest 
this  condition,  and  diarrhea  is  rare  in  this 
state. 

In  conclusion,  therefore,  I believe  that 
this  patient,  during  his  terminal  episode. 
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Fig.  ] . Longitudinal  section  of  abdominal  aorta 
showing  aneurysm  filled  with  thromlii  (below)  and  a 
thrombus  extending  upward  to  level  above  renal 
arteries. 

suffered  a complete  occlusion  of  his  lower 
aorta  which  previously  was  partially  oc- 
cluded. This  would  be  compatible  with 
his  long-standing  absent  pulsations,  recent 
fall  and  inability  to  stand,  thigh  pain,  and 
shock.  Moreover,  this  occlusion  or  throm- 
bosis is  likely  to  have  extended  to  involve 
the  renal  arteries  to  account  for  the  renal 
shutdown.  However,  renal  shutdown  may 
follow  an  infrarenal  aortic  insult.  Recently 
this  has  been  described  during  the  cour.se 
of  extensive  surgery  of  the  lower  aorta  and 
its  bifurcation,  and  it  is  assumed  to  be  a 
reflex  effect.  Such  an  occlusion,  if  it  in- 
voh'ed  the  me.senteric  arteries,  could  account 
for  the  terminal  diarrhea  which,  I am  told, 
occurs  in  10  per  cent  of  mesenteric  vascular 
accidents.  In  terms  of  aortic  occlusion, 
aneurysm  .should  be  considered.  However, 
older  x-ray  films  failed  to  demonstrate  cal- 
cification or  other  evidence  for  aneurysm. 

Finally,  one  of  the  syndromes  of  multiple 


adenomatosis  should  be  considered  al- 
though the  evidence  for  its  presence  admit- 
tedly is  minimal. 

Clinical  Diagnoses 

(!)  Diarrhea  of  unknown  etiology;  {2) 
thrombosis  of  posterior  inferior  cerebellar 
artery. 

Dr.  Grossman’s  Diagnoses 

{!)  Occlusion  of  posterior  inferior  cere- 
bellar artery  and  of  cerebral  artery;  {2)  com- 
plete occlusion  of  lower  abdominal  aorta  super- 
imposed on  previous  partial  occlusion,  with 
involvement  of  mesenteric  and  possibly  renal 
arteries. 

Pathologic  Report 

Hakvey  Rubix,  M.D.  : An  abdominal 
aortic  aneurysm  was  present  from  a point 
1 cm.  below  the  left  renal  artery  to  the 
bifurcation  of  the  iliac  vessels  (Fig.  1). 
This  aneurysm  measured  7 cm.  in  diameter 
at  its  greatest  width  and  was  filled  com- 
pletely with  friable  blood  clots.  A fre.sh 
thrombus  extended  upwards  from  the 
aneurysm  into  the  aorta,  completely  block- 
ing the  orifices  of  both  renal  arteries.  The 
aneurysmal  wall  was  calcified  extensively. 
Neither  the  superior  mesenteric  artery  nor 
the  celiac  axis  was  occluded. 

The  heart  was  h3^perti’ophied,  weighing 
450  Gm.  The  coronary  arteries  were  nar- 
rowed b,y  nonoccluding  atheromatous 
placjues.  Two  old  scars  were  present  in 
the  posterior  wall  of  the  left  ventricle. 
The.se  repre.sented  healed  infarcts,  and  each 
measured  2 cm.  in  greatest  width. 

A more  recent  infarction  was  seen  in  the 
small  spleen  (50  Gm.)  in  which  a zone  of 
coagulation  necrosis  was  outlined  by  a 
margin  of  hemorrhage.  A widespread  in- 
farction of  recent  origin  was  present  in  the 
cortices  of  both  kidneys.  Areas  of  hemor- 
rhage as  well  as  ischemic  necrosis  replaced 
much  of  the  cortex  and  medulla  of  each 
kidney. 

A gastroenterostomy  was  found  on  the 
greater  curvature  of  the  stomach,  and  the 
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Fig.  2.  Cerebellar  encephalomalacia  with  tor- 
tuous, unoccluded  arteries  in  infarcted  zones. 


anastomosis  appeared  to  be  adequate. 
The  small  intestine  was  normal,  but  the 
descending  colon,  sigmoid  colon,  and  rectum 
were  deep  red  and  hemorrhagic.  The 
inferior  mesenteric  artery,  at  its  origin,  was 
found  to  be  occluded  completely  by  the 
thrombus  in  the  aortic  aneurysm. 

There  was  little  atherosclerosis  in  the 
major  cerebral  arteries.  The  right  posterior 
cerebral  artery  was  unoccluded  although 
it  coursed  along  the  ventral  surface  of  the 
occipital  lobe  which  was  destroyed  exten- 
sively by  an  old  infarct.  The  right  posterior 
inferior  cerebellar  artery  was  of  small  cali- 
ber but  unoccluded,  as  was  the  right  superior 
cerebellar  artery.  These  vessels  neverthe- 
less lay  in  the  bed  of  an  old  encephalomalacia 
which  destroyed  a large  portion  of  the  cere- 
bellum (Fig.  2).  Foci  of  softening  were 
present  in  several  gyri  of  the  right  frontal 
and  right  temporal  lobes.  Yet  the  right 
middle  cerebral  artery  and  its  branches 
were  not  occluded.  Also,  a microscopic 
search  for  occluded  arterioles  in  the  zones 
of  cerebral  infarction  failed  to  disclose 
blocked  vessels. 

Harry  M.  Zimmerman,  M.D.  : It  is 

remarkable  how  close  Dr.  Grossman  came, 
on  clinical  grounds,  to  the  anatomic  diagnosis 


in  this  case.  One  feature  only  deserves 
additional  comment,  and  that  is  the  absence 
of  an  organic  cerebral  vascular  occlusion 
in  the  presence  of  multiple  large  infarcts. 
The  encephalomalacia  obviously  was  of 
embolic  origin,  yet  in  this  case  as  in  many 
others  the  regional  vessels  were  not  found 
to  be  occluded.  This  has  given  rise  to  the 
hypothesis  that,  vasospasm  is  tht‘  frecpient, 
underlying  cause  of  cerebral  infarction. 
But  perhaps  we  should  seek  another  ex- 
planation. Must  it  necessarily  be  assumed 
that  the  only  fate  of  cerebral  emboli  and 
thrombi  is  organization?  Is  it  not  possible 
that  these  antemortem  blood  clots,  after 
producing  infarction,  dissolve  and  disappear? 

Anatomic  Diagnoses 

(!)  Generalized  arteriosclerosis  with  par- 
ticular involvement  of  aorta,  cerebral,  and 
coronary  arteries;  {2)  encephalomalacia  of 
right  cerebral  and  right  cerebellar  hemispheres 
and  pons;  {3)  healed  myocardial  infarct; 
(4)  arteriosclerotic  aneurysm  of  abdominal 
aorta  with  thrombosis  and  occlusion  of  renal 
and  inferior  mesenteric  arteries;  (5)  ex- 
tensive fresh  bilateral  renal  infarcts;  (6‘) 
early  infarction  of  colon;  (7)  fresh  infarct 
of  spleen. 
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Nonglucose  meliturias,  in  which  car- 
bohydrates other  than  glucose  are 
found  in  the  urine,  are  usually  defined  as 
benign,  the  benign  referring  to  the  fact 
that  they  are  to  be  distinguished  from  the 
glucosuria  of  diabetes  mellitus.  This  is 
true  enough,  but  the  mental  retardation, 
hepatic  fibrosis,  and  lenticular  opacities 
exhibited  by  the  galactosemic  infant  with 
galactosuria  are  certainly  far  from  benign. 

The  semantic  purist  also  may  have  some 
doubts  about  the  use  of  the  term,  melituria. 
It  is  difficult  to  fathom  the  reason  for  the  use 
of  melituria  with  one  “1,”  derived  from  the 
Greek  stem  meaning  sweet,  rather  than 
mellituria,  with  two  “I’s”  from  the  Latin 
mellitum,  also  meaning  honey  sweet.  These 
carbohydrates  vary  considerably  in  sweet- 
ness and  certainly  they  are  not  honey. 
But  convention  and  usage  have  given  us 
the  term  and  we  may  use  melituria  as  long 
as  we  know  what  we  mean,  or  until  some- 
one devises  a better  word. 

The  monosaccharides  to  be  considered 
can  be  classified  according  to  the  number  of 


carbon  atoms,  ranging  from  five  to  seven, 
pentoses,  hexoses,  and  heptoses.  Also  to  be 
included  are  some  disaccharides  and  glucu- 
ronides.  A discussion  of  metallic  reagent- 
reducing  substances  in  the  urine  other  than 
carbohydrates  will  be  omitted. 

The  present  use  of  glucose  oxidase  and 
indicator  reagents  has  simplified  the 
diagnosis  of  these  conditions.  Formerly 
when  a metallic  reagent,  such  as  Benedict’s 
alkaline  copper  solution,  was  reduced  in 
routine  urine  testing,  it  involved  an  elabo- 
rate procedure  to  prove  that  this  was,  or 
was  not,  glucose.  The  specific  glucose 
oxidase  procedure  provides  a quick  answer, 
either  glucose  or  not  glucose.  But  it  should 
be  pointed  out  emphatically  that  unknown 
urines  should  first  be  tested  routinely  by  a 
reduction  method,  such  as  Benedict’s  qual- 
itative reagent ; otherwise  a melituria,  which 
is  not  glucose,  will  be  missed.  If  not  glucose, 
then  we  must  follow  some  sort  of  system 
for  the  identification  of  the  reducing  sub- 
stance. Various  schemes  have  been  pro- 
posed, ranging  from  the  specific  utiliza- 
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tion  of  particular  carbohydrates  by  micro- 
organisms to  the  more  recently  introduced 
partition  chromatography  methods.  These 
elegant  methods  are  too  complex  for  routine 
clinical  usage  but  should  be  employed  for 
precise  identification.  An  oxidase  indicator 
method,  specific  for  galactose,  has  been 
described  recently.  It  should  help  greatly 
in  the  detection  of  that  conditon. 

A schema  which  Lasker  ^ has  worked  out 
and  which  has  been  most  useful  is  re- 
produced. It  is  a summary  of  the  diagnostic 
methods  used  in  these  states. 

I 

I Schema  for  Identifying  Reducing 
Sugars  in  Human  Urine 

If  the  urine  is  reduced  with  Benedict’s  re- 
agent, incubate  it  with  yeast  in  a fermentation 
tube  at  40  C.  for  one  hour.  Run  simultaneous 
controls  with  glucose  and  with  yeast. 

I.  Fermentation  with  Gas. — If  there  is 
fermentation  with  gas,  do  Sehvanoff’s  test, 
modified  by  Borchardt : 

Selivanoff’s  Test. — Heat  equal  parts  of  25 
per  cent  hydrochloric  acid  and  urine  to  boiling. 
Add  resorcinol  from  the  edge  of  the  spatula. 
Boil  for  ten  seconds.  A cherry-red  color  fol- 
lowed by  a dark  red  precipitate  indicates  a 
positive  test  result.  The  precipitate  is  soluble 
in  alcohol,  giving  a deep  red  color. 

Results. — A positive  result  indicates  fruc- 
tose. This  can  be  confirmed  by:  (1)  the  Las- 
ker-Enklewitz  test  (see  under  II) . Reduction 
at  55  C.  takes  approximately  twenty  minutes; 
(2)  the  glucose-sucrose  feeding  test  for  essential 
fructosuria.*  (Some  fructose  may  occur  in 

* EXPLANATIONS;  Modification  of  the 
qualitative  methods  given  would  be  necessary  in  the 
rare  cases  where  more  than  one  sugar  might  be  pres- 
ent or  where  the  amounts  are  not  those  usually  found 
in  the  various  meliturias. 

Special  Tests. — Glucose-Fructose  Feeding  Test  for 
Essential  Fructosuria. — Give  50  Gm.  glucose  by 
mouth  to  the  fasting  subject.  In  essential  fructo- 
suria no  sugar  appears  in  the  urine.  However,  after 
the  ingestion  of  50  Gm.  of  sucrose  (table  sugar) 
under  similar  conditions,  2 to  3 Gm.  of  sugar  (fruc- 
tose) are  excreted  within  one  and  a half  hours. 

Mucic  Acid  Test. — Add  to  urine  one-fourth  its 
volume  of  concentrated  nitric  acid  and  heat  in  a 
beaker  or  evaporating  dish  on  a boiling  water  bath 
until  it  is  reduced  to  one-sixth  its  original  volume. 
Cool  and  add  an  equal  volume  of  water.  On  stand- 
ing, mucic  acid  crystallizes  out  as  a fine  white  pre- 
cipitate if  lactose  or  galactose  is  present. 

Enklewitz  Test. — Shake  5 ml.  of  urine  with  1 ml.  of 


diabetic  urine  by  inversion  of  the  glucose.) 

Negative  results  indicate  glucose.  A blood 
sugar  determination  is  indicated. 

After  the  ingestion  of  galactose  in  a test  of 
liver  function,  galactose  may  appear  in  the 
urine.  It  ferments  only  slightly,  or  not  at  all, 
and  gives  a positive  mucic  acid  test  result.’" 

II.  No  Fermentation. — If  there  is  no  fer- 
mentation, do  Bial’s  test : 

Rial’s  Test. — Heat  3 to  4 ml.  of  freshly  pre- 
pared Bial’s  reagent  to  boiling,  remove  from 
flame,  and  stratify  immediately  with  3 or  4 
drops  of  urine.  Do  not  reheat.  A bright  blue- 
green  ring  forming  after  a few  moments  indi- 
cates a positive  test  result.  On  standing,  a 
dark  blue  precipitate  settles  out. 

Bial’s  Reagent  (modified). — Dissolve  with 
heat  about  20  mg.  of  orcin  in  1 ml.  water  and 
10  ml.  of  concentrated  hydrochloric  acid.  Stir 
with  a fine  glass  rod  which  has  been  dipped  in  a 
solution  of  5 per  cent  ferric  chloride,  enough  to 
give  the  reagent  a faint  greenish  tinge.  (Note : 
Compound  glucuronates  may  produce  a simi- 
lar result  if  the  tube  is  reheated  after  the  addi- 
tion of  urine).  If  the  Bial’s  reagent  result  is 
positive,  do  a Lasker-Enklewitz  test  by  heat- 
ing 5 ml.  of  Benedict’s  reagent  with  1 ml. 
urine  in  a water  bath  at  55  C.  Note  the  time 
for  onset  of  reduction.  If  a reduction  occurs 
within  ten  minutes,  this  indicates  xyloketose. 

Confirm  this  by:  (1)  the  finding  that  a con- 
stant amount  is  being  excreted  daily,  (2)  posi- 
tive Enklewitz  test  results,*  and  (3)  positive 
Zerner  and  Waltuch  test  results.* 

If  the  reduction  takes  longer  than  ten  min- 
utes, or  if  there  is  no  reduction,  do  a Selivan- 
off’s test  (see  I) . 

If  the  results  are  positive  this  indicates 
mannoketoheptose.  To  confirm:  (1)  Investi- 
gate the  presence  of  avocado  in  the  diet.  (2) 
A reduction  test  at  55  C.  will  take  approxi- 
mately twenty  minutes. 

3 per  cent  hydrogen  peroxide  for  two  minutes,  then 
test  for  reduction  with  Benedict’s  reagent.  If  the 
reducing  power  is  lost,  the  sugar  was  xyloketose. 

Zerner  and  Waltuch  Test. — Mix  recrystallized 
phenylosazone  prepared  from  urine  (melting  point 
158  to  160  C.)  with  an  equal  part  of  osazone  from 
D-xylose  (melting  point  160  C.)  and  determine  the 
new  melting  point.  A rise  to  200  C.  denotes  a posi- 
tive test  result  for  L-xyloketose. 

Mannoketoheptose.  — Mannoketoheptose  with 
Bial’s  test,  produces  first  an  orchid-colored  ring 
which  changes  quickly  to  green. 

Neuberg’s  Diphenylhydrazine  Test. — With  di- 
phenylhydrazine  arabinose  forms  a crystalline  di- 
phenylosazone  (melting  point  204  C.) 
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Negative  results  indicate  arabinose.  Con- 
firm this  by  Neuberg’s  diphenylhydrazine 
test.*  Further  chemical  and  metabolic 
studies  are  indicated. 

If  the  Bial’s  reagent  results  are  negative, 
do  a Sehvanoff ’s  test  (see  1) . If  this  shows  pos- 
itive results,  alimentary  mehturia  is  indicated. 
Confirm  this  by:  the  Lasker-Enklewitz 

test.  Reduction  at  55  C.  will  take  approxi- 
mately twenty  mmutes. 

If  the  results  are  negative,  do  a naphthore- 
sorcinol  test.  Heat  3 ml.  of  urine,  2 ml.  of  50 
per  cent  sulfuric  acid,  and  about  100  mg.  of 
naphthoresorcinol  for  one  and  a half  to  two 
minutes  in  a bath  of  boihng  water.  Cool. 
Shake  out  carefully  and  well  with  ether  or  ethyl 
acetate.  A violet-red  color  denotes  a positive 
test  result. 

If  the  result  is  positive  this  indicates  com- 
pound glucuronates.  Investigate  the  medica- 
tion. Many  drugs  are  excreted  as  glu- 
curonates. If  the  results  are  negative,  lactose 
is  indicated.  Confirm  this  by  a mucic  acid 
test.* 

The  detection  of  these  meliturias,  which 
are  benign  in  the  sense  that  they  are  not 
due  to  glucose  and  hence  do  not  signify 
diabetes  mellitus,  is  important  for  medico- 
legal, and  socioeconomic  reasons.  Many 
individuals  have  been  denied  insurance  or 
a job  and  received  unnecessary  treatment 
because  of  incorrect  diagnoses. 

One  should  look  with  suspicion  on  the 
story  of  “sugar  in  the  urine”  of  a child  who 
has  been  diagnosed  as  diabetic,  yet  who  has 
required  no  insulin  or  diet  and  who  has 
had  no  ketosis  or  even  other  pertinent 
symptoms.  Obviously,  someone  has  done 
a reduction  test  only  and  has  proceeded  no 
further.  This  results  in  unnecessary  and 
unfounded  anguish  and  fear  if  nonglucose 
melituria  is  later  proved. 

However,  it  is  not  the  establi.shment  of 
nondiabetic  melituriua  alone  that  makes 
these  diseases  important.  Since  they  rep- 
resent, for  the  most  part,  an  inborn  error 
in  metabolism,  the  elucidation  of  their 
mechanism  has  provided  most  fruitful 
additions  to  our  understanding  of  meta- 
bolic sequences.  Some  of  them,  essential 


pentosuria  and  galactosemia  with  galacto- 
suria  particularly,  have  opened  a x'ista  of 
proof  of  inherited  enzymatic  defects,  ge- 
netically conditioned  or  induced,  in  the 
complex  chain  of  the  intermediary  metabo- 
lism of  carbohydrates. 

Pentosuria 

Let  us  examine  the  pentoses  first.  It  is 
not  proposed  to  discuss  the  chemistry  or 
metabolism  of  the  pentoses  at  length. 
Suffice  it  to  say  that  there  is  adequate  proof 
of  the  utilization,  even  insulin  dependence 
and  glucose  interconversion  of  n-ribose, 
L-arabinose,  and  n-xylose  derived  from 
pentosans  in  some  of  our  fruit  and  plant 
foods.  Pentoses  may  occur  in  small  amounts 
in  the  urine  after  the  excessive  ingestion  of 
vegetable  gums,  cherries,  plums,  and  grapes, 
and  may  thus  be  considered  an  alimentary 
pentosuria.  Such  pentosurias  are  beUeved 
to  be  of  various  aldo-  and  ketopentoses. 
These  are  being  studied  actively  in  attempts 
to  clarify  their  relationship  to  the  total 
picture  of  carbohydrate  metabolism.  This 
is  not  essential  pentosuria  and  has  led  to 
confusion  in  the  past.  Also  the  pentosuria 
(ribosuria?)  described  in  muscular  dystrophy 
is  presently  questionable.  Nor  is  there 
available  evidence  that  pentosuric  individ- 
uals have  any  defect  in  the  synthesis  of 
D-ribose,  desoxyribose,  and  n-lyxose  for 
incorporation  into  enzyme  prosthetic  groups, 
mononucleotides,  and  nucleic  acids.  Such 
interference  would  seem  to  be  incompatible 
with  cellular  existence.  The  evidence  seems 
to  indicate  that  these  vital  pentoses  are 
derived  as  a result  of  the  direct  oxidative 
pathway  of  glucose,  or  from  the  condensa- 
tion of  two  plus  three  carbon  atom  deriva- 
tives of  the  Embden-Meyerhof  glycolytic 
pathway. 

What  we  are  concerned  with  here  is  the 
so-called  essential  pentosuria  in  which 
the  carbohydrate  excreted  has  been  proved 
to  be  L-xylulose  (n-xyloketose).  Let  us 
trace  its  derivation  from  the  recently  demon- 
strated glucuronic-xylulose  or  carbon-6 
oxidation  pathway  of  carbohydrate  metab- 
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Fi(i.  1.  Glucuronic  acid  pathway  of  glucose  metabolism.  UDPG  = uridin  diphosphate  glucose;  UDP- 

GAL  = uridin  diphosphate  galactose. 


olism.  Glucuronic  acid  is  formed  from 
glucose  by  a series  of  reactions  in  which 
glucose-6  phosphate  is  converted  to  glucose- 1 
phosphate.  This  then  reacts  with  the 
nucleotide,  uridin  triphosphate,  to  form 
the  active  nucleotide,  uridin  diphosphate 


glucose,  catalyzed  by  the  enzyme  uridin 
diphosphate  glucose  pyrophosphorylase. 
The  glucose  moiety  is  then  oxidized  at 
carbon-6,  catalyzed  by  a diphosphopyri- 
dine  nucleotide-dependent  uridin  diphos- 
phate glucose  dehydrogenase  to  uridin 
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Fig.  2.  Uronic  acid  pathway.  TPN  = triphosphopyridine  nucleotide;  DPN  = diphosphopyridine 
nucleotid;  ATP  = adenosine  triphosphate;  ADP  = adenosine  diphosphate. 

diphosphate  glucuronic  acid.  This  com-  form  of  glucuronic  acid  for  reactions  in- 
pound may  be  considered  the  "active”  volving  the  formation  of  diverse  products, 
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such  as  galactouronic  acid  and  chondroitin 
sulphate,  and  the  conjugation  reactions  to 
such  substances  as  steroids,  drugs,  and 
bilirubin  (the  formation  of  direct-reacting 
bilirubin).  These  latter  reactions  are  cata- 
lyzed by  the  enzyme  uridin  diphosphate 
glucuronic  acid  transferase,  and  block  or 
the  congenital  lack  of  this  enzyme  is  the 
factor  in  the  production  of  one  form  of 
j congenital  icterus.  (See  Figure  1 and  later 
explanations  concerning  this  important  alter- 
nate pathway  of  glucose  metabohsm.) 

The  glucuronic  acid,  once  formed,  may 
then  undergo  the  further  metabolic  fate 
which  is  the  crux  of  our  subject.  This 
pathway  (Fig.  2,  adapted  from  Harper*) 
has  for  its  objective  the  formation  of  as- 
corbic acid  in  those  animals  which  can  ac- 
complish the  transformation  of  3-keto- 
L-gulonic  acid  to  ascorbic  acid.  Mankind, 
along  with  the  other  primates  and  the 
guinea  pig,  has  an  evolutionary  block  in 
this  mechanism,  and  thus  becomes  de- 
pendent on  intake  for  the  essential  vitamin 
C.  The  ketogulonic  acid  loses  carbon 
dioxide  to  become  the  pentose  L-xylulose. 
But  L-xylulose  is  the  unnatural  isomer  and 
must  be  transformed  to  the  n-isomer 
through  xylitol  to  D-xylulose  before  it  can 
join  the  direct  oxidative  pathway  of  glucose. 
This  latter  alternate  pathway  is  discussed 
in  detail  in  another  article  in  this  com- 
pendium.* 

It  should  be  noted  that  the  hereditary 
block  in  pentosuria  occurs  between  the 
L-xylulose— >xyhtol  reaction,  and  thus  this 
unnatural  isomer  must  accumulate  and  be 
excreted. 

The  adult  with  essential  xylulosuria  ex- 
cretes a constant  amount  of  some  3 to  5 
Gm.  of  the  pentose  daily.  The  disease  is 
apparently  harmless,  asymptomatic,  and 
is  usually  detected  in  life  insurance  examina- 
tions. It  is  found  almost  exclusively  in 
people  of  Jewish  ancestry  from  Russian 
Poland,  but  some  cases  have  been  reported  in 
non-Jews.  It  may  be  more  prevalent  in 
males,  and  it  seems  to  be  a recessively  in- 
herited genetic  defect.  Enklewitz  and 


Lasker  showed  in  1935'*  that  there  is  a dis- 
tinct relationship  between  the  administra- 
tion of  glucuronic  acid  as  the  lactone  and 
extra  xylulose  excretion  in  pentosuric  pa- 
tients. Their  demonstration  that  glucuronic 
acid  was  the  parent  substance  and  that 
there  was  a defect  in  the  mechanism  that 
decarboxylates  glucuronic  acid,  now  con- 
firmed, is  a tribute  to  their  zeal  and  their 
perspicacity  in  advance  of  the  times. 

The  long-observed  increase  of  pentosuria 
in  pentosuric  patients  on  the  administration 
of  morphine  or  aminopyrine  is  now  considered 
as  inconsistent  with  the  amount  of  drug 
actually  conjugated  as  the  glucuronide. 
The  drug  exerts  a much  greater  effect  and 
thus  may  be  said  to  have  an  unknown 
“stimulating”  effect  on  glucuronic  acid  path- 
ways, possibly  similar  to  the  reported 
effect  of  triiodothyronine. 

Pentosuria  is  an  entity  of  harmless  con- 
sequence, as  far  as  is  known  at  present. 
No  consistent  clinical  abnormalities  have 
been  found  in  cases  of  it.  Its  association 
with  a renal  defect  in  reabsorption  is  ap- 
parently disproved.  The  anomaly  continues 
to  be  a fruitful  source  for  the  study  of 
metabolism  and  genetics. 

Galactosuria 

The  next  melituria  to  be  considered  is 
that  of  galactose.  This  6-carbon  atom  car- 
bohydrate is  similar  in  structure  to  that  of 
glucose  except  for  the  opposite  orientation 
of  hydrogen  and  hydroxyl  groups  at  about 
the  fourth  carbon  atom.  Its  main  ingested 
source  is  from  the  disaccharide  lactose  which, 
on  hydrolysis  in  the  intestine,  yields  one 
molecule  each  of  D-glucose  and  D-lactose. 
It  forms  an  important  source  of  energy  in 
infancy  when  milk  is  the  primary  nutritional 
source.  It  is  an  integral  part  of  many  vital 
tissue  compounds  of  which  the  cerebroside 
lipids  in  the  brain  and  chondroitin  sulfate 
of  connective  tissue  are  examples.  Such 
compounds,  however,  are  not  derived  di- 
rectly from  ingested  galactose  but  mostly 
from  glucose  and  other  precursors,  and 
thus  individuals  with  hereditary  galacto- 
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semia  and  galactosuria  may  be  managed 
on  a galactose-free  diet,  as  we  shall  see. 

We  are  not  concerned  here  with  the  im- 
paired tolerance  to  galactose  evidenced 
in  liver  disea.se  and  utilized  as  a test  of 
liver  function,  nor  with  the  impaired  tol- 
erance to  galactose  in  thyrotoxicosis  as- 
cribed to  increased  alimentary  ab.sorption, 
but  with  the  galactosemia  as.sociated  with 
the  disease,  hereditary  galactosemia.  No 
attempt  will  be  made  to  discuss  this  fas- 
cinating disease  in  detail,  which  would  need 
a separate  monograph.  The  essential  clin- 
ical features  and  laboratory  findings  will 
be  mentioned  for  the  sake  of  orientation. 
The  classical  triad  of  hepatosplenomegaly, 
cataract  formation,  and  mental  retarda- 
tion is  accompanied  by  jaundice,  cirrhosis 
(first  fatty  liver,  then  fibrosis j,  vomiting, 
and  diarrhea,  with  resultant  impaired  nutri- 
tion and  growth  in  the  affected  infant. 
Hypoglycemic  episodes  frequently  are  due 
to  the  depression  of  blood  glucose  levels 
with  the  ingestion  of  milk  or  by  a galactose 
tolerance  test.  This  may  be  a manifestation 
of  the  stimulation  of  insulin  release  by  the 
galactosemia  present  after  such  ingestion. 

Of  course,  this  classical  picture  may  be 
modified  and  much  less  severe  in  some  in- 
fants, and  growth  to  adulthood  has  been 
reported,  particularly  if  the  defect  is  recog- 
nized early  and  galactose-free  nutrition  is 
enforced. 

The  concomitant  laboratory  findings  are 
galactosemia,  galactosuria,  aminoaciduria 
(which,  I may  suggest,  could  be  a distinct 
factor  in  the  production  of  cirrhosis  of  the 
liver),  albuminuria  due  to  renal  (tubular?) 
damage,  impaired  galactose  tolerance  (a 
dangerous  procedure  because  of  hypogly- 
cemia), and  reduced  erythrocyte  galactose- 1 
phosphate  uridyl  transferase. 

This  reduction  in  the  transferase  in  the 
erythrocyte  has  led  to  the  use  of  a test  for 
this  enzyme  in  the  detection  and  the  study 
of  the  genetics  of  this  disease,  which  is 
believed  to  be  an  autosomal  recessive  in- 
heritance. It  is  a rapid  specific  test  for  the 
diagnosis  of  galactosemia  for  it  detects 


the  enzymatic  defect  characteristic  of  the 
disease. 

The  metabolism  of  galactose  may  be  il- 
lustrated by  these  series  of  reactions; 

Reaction  T.— Galactose  -4-  adenosine 
triphosphate  galacto.se- 1 phosphate  -f 
adenosine  diphosphate.  This  is  irreversible 
and  is  catalyzed  by  a specific  hexokinase, 
galactokinase. 

Reaction  II. — Galacto.se-1  phosphate  -f 
uridin  dipho.sphate  glucose  u rid  in 

diphosphate  galactose  + glucose- 1 phos- 
phate. This  transfer  of  galactose- 1 phos- 
phate to  the  uridin  nucleotide  is  catalyzed 
by  the  enzyme  galactose-1  phosphate  uridyl 
transferase  and  is  reversible.  This  enzyme 
and  the  reaction  it  catalyzes  is  of  prime 
importance  in  the  synthesis  of  galactose- 
containing  compounds,  such  as  cerebrosides, 
mucoproteins,  and  lactose. 

It  is  this  enzyme  which  is  congenitally 
absent  or  deficient  in  the  red  cells,  liver,  and 
lens  in  galactosemia . Here  is  where  the  block 
occurs.  Obviously,  when  there  is  such  a 
block,  galactose- 1 phosphate  would  ac- 
cumulate, and  it  is  speculated  that  this  is 
the  feature  which  produces  the  toxic  ef- 
fects. Consistent  with  this  theory  is  the 
recently  demonstrated  inhibition  of  glucose-6 
dehydrogena.se  in  the  lens  of  rats  fed  a cat- 
aractogenic  galactose  diet  by  Lerman.* 
Since  the  lens  is  dependent  on  glucose  oxida- 
tion for  energy,  the  inhibition  of  the  first 
stage  of  the  direct  glucose  oxidative  shunt 
by  galactose-1  pho.sphate  seems  to  be  the 
causative  factor  in  this  cataract  formation. 

It  is  known  that  galactosemic  infants 
can  develop  normally  if  exogenous  galactose 
is  withdrawn.  In  other  words,  there  must 
be  a source  of  galactose,  other  than  die- 
tary, to  form  essential  galactose-containing 
compounds. 

Reaction  III  provides  one  possibility  for 
this. 

Reaction  III. — Uridin  diphosphate  ga- 
lactose ^ uridin  diphosphate  glucose,  cat- 
alyzed by  the  Leloir  enzyme,  formerly 
called  the  galactowaldenase.  Since  it  is 
diphosphopyridine  nucleotide-dependent. 
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Fig.  Galactose  metabolism.  ATP  = adenosine  triphosphate;  UDP-glueose  = uridin  diphosphate 
glucose;  UDP  galactose  = uridin  diphosphate  galactose;  UTP  = uridin  triphosphate. 


more  properly  called  uridin  diphosphate  ga- 
lactose-4 cpimerase,  it  produces  the  epimer 
on  carbon-4.  Note  that  this  intercoiiversioii 
of  the  two  nucleotides  is  reversible.  Thus, 
uridin  diphosphate  galactose  can  be  formed 
from  uridin  diphosphate  glucose.  The 
necessary  uridin  diphosphate  glucose  can 
be  formed  from  uridin  triphosphate  and 
glucose-1  phosphate  by  reaction  IV. 

Reaction  IV. — Uridin  triphosphate  -}- 
glucose- 1 phosphate  ^ uridin  triphosphate 
glucose  -h  pyrophosphate  catalyzed  by 
uridin  diphosphate  glucose  pyrophos- 
phylase. 

And  finally,  a reaction  in  mammalian 
liver  and  brain,  but  not  in  red  cells,  produces 
another  alternative  pathway  for  galactose-1 
phosphate  utilization  and  incorporation 
into  uridin  diphosphate  galactose. 

Re.\ctio.n  V. — Uridin  triphosphate  -(- 
galactose-1  phosphate  ^=>  uridin  diphos- 
phate galactose  -f-  p^u’ophosphate,  cat- 
alyzed hy  uridin  diphosphate  galactose 


pyrophosphorylase.  The  activity  of  this 
reaction  increases  with  ag(\ 

Since  reactions  I,  111,  IV,  and  V are  per- 
formed in  galactosemic  patients,  it  is  under- 
standable that  these  patients  can  survive 
without  exogenous  galactose.  Interestingly, 
progesterone,  testerone,  and  menthol  pro- 
duce an  increase  in  galactose  oxidation.  It  is 
speculated  that  reaction  V is  implicated. 
Progesterone  administration  has  been  shown 
to  retard  cataract  development  in  the  high 
galactose  dietary  rats  and  may  be  of  value 
in  human  cases. 

A schematic  representation  of  the  re- 
actions and  interactions  that  are  important 
in  the  metabolism  of  galactose  is  shown  in 
Figure  3.  Roman  numerals  are  the  same  as 
those  used  in  the  text  to  refer  to  the  specific 
enzymes  catalyzing  the  various  reactions. 
(Adapted  from  Isselbacher®). 

To  complete  the  picture,  and  to  sum- 
marize, the  schema  of  Burns, ^ has  been  re- 
produced in  Figure  1 illustrating  these  re- 
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actions  and  other  reactions  in  carbohydrate 
metabolism  in  relation  to  the  glucuronic 
acid  pathway.  Note  the  several  congenital 
blocks  demonstrated  in  these  pathways. 

The  glucuronic  acid  pathway  of  glucose 
metabolism  is  shown  in  relation  to  certain 
other  reactions  of  carbohydrate  metabolism, 
to  indicate  the  site  of  blocks  of  clinical  sig- 
nificance: (1)  Glucose-6  phosphatase  is  lack- 
ing in  the  liver  of  patients  wnth  a certaui 
type  of  glycogen  storage  disease.  (2)  The 
enzymes  responsible  for  the  branched  struc- 
ture of  glycogen  are  defective  or  absent  in 
another  form  of  glycogen  storage  disease. 

(3)  The  enzyme  for  this  reaction,  galactose-1 
phosphate  uridyl  transferase,  is  missing 
in  patients  with  congenital  galactosemia. 

(4)  Patients  with  congenital,  nonobstructive, 
nonhemolytic  jaundice  exhibit  a reduced 
rate  of  glucuronide  formation.  (5)  Man, 
monkey,  and  guinea  pigs  lack  this  enzyme 
system  that  is  required  for  the  biosynthesis 
of  L-ascorbic  acid.  (6)  The  conversion  of 
L-xylulose  to  xylitol  is  presumed  to  be  the 
defect  in  essential  pentosuria.  (7)  Patients 
with  primaquine-induced  hemolytic  anemia 
or  favism  have  a metabolic  lesion  in  their 
erythrocytes  associated  with  a deficiency 
of  glucose-6  phosphate  dehydrogenase  ac- 
tivity (Burns^). 

Friictosuria 

f 

The  third  melituria  that  warrants  detailed 
consideration  is  fructosuria.  Most  cases 
are  discovered  in  routine  examination. 
These  individuals  show  no  clinical  symptoms 
and  it  is  believed  to  be  a “harmless”  anom- 
aly. It  may  be  detected  by  the  procedures 
outlined  earlier.  Its  importance  clinically 
rests  in  the  differential  diagnosis  of  diabetes 
mellitus.  It  is  estimated  to  occur  in  1 per 
120,000  births  and  is  transmitted  probably 
by  an  autosomal  recessive  gene.  However, 
a family  has  been  described  with  severe 
symptoms  of  hypoglycemia  associated  with 
an  extreme  drop  in  blood  glucose  and  an 
excessively  prolonged  high  blood  fructose 
level  after  fructose  ingestion.  After  the 
cessation  of  the  acute  hypoglycemic  episode. 


a transient  icterus,  albuminuria,  and  amino- 
aciduria have  been  observed.  These  mani- 
festations remind  one  strongly  of  the  similar 
phenomena  in  galactosemic  patients  after 
galactose  ingestion,  which  is  ascribed  to  the 
accumulation  of  galactose-1  phosphate.  In 
this  situation  likewise  it  is  believed  that 
fructose- 1 phosphate  accumulates  just  as 
the  galactose-1  phosphate  accumulates  in 
galactosemia.  Since  the  erythrocytes  of 
these  patients  respire  normally  with  a 
fructose  substrate,  the  block  then  is  beyond 
the  hexose  kinase  reaction,  similar  again  to 
galactosemia.  The  accumulation  of  the 
phosphate  ester  is  presumed  to  lead  to  a 
block  of  gluconeogenesis  from  fructose  by 
inhibiting  an  aldolase,  which  will  be  de- 
scribed. Thus,  it  is  possible  that  fructo- 
suria may  not  be  the  benign  state  usually 
described,  at  least  in  the  family  mentioned. 
However,  these  phenomena  certainly  are 
not  the  usual  course  of  events,  and  one  can 
say  that  this  defect  is  not  definitely  known 
in  other  cases. 

The  levorotary  ketose,  fructose,  can  enter 
the  metabolic  pathway  in  the  liver  and  mus- 
cle when  the  action  of  its  specific  kinase  and 
adenosine  triphosphate  are  converted  to 
fructose-1  phosphate  (Fig.  4,  reaction  I). 
This  reaction  is  not  dependent  on  insulin  and 
may  explain  why  fructose  disappears  from 
the  blood  of  diabetic  persons  at  a normal 
rate.  A minor  fraction,  however,  may  enter 
the  cycle  in  the  brain  and  muscle  by  the 
glucose  kinase  mechanism,  in  competition 
with  glucose  and  mannose  for  that  enzj^me, 
and  form  fructose-6  phosphate  directly  (i). 
The  major  portion  forms  the  fructose-1 
phosphate  ester  which  is  then  split  to  two 
3-carbon  atom  compounds,  dihydroxyace- 
tone  phosphate  and  glyceraldehyde  phos- 
phate catalyzed  by  an  aldolase  ©.  These 
trioses  ma}^  then  enter  the  Embden-Meyer- 
hof  pathway  (®,  ®,  ®).  They  may,  how- 
ever, be  converted  to  fructose-1,  6-diphos- 
phate by  an  aldolase  (ii),  after  which  the 
diphosphate  may  follow  the  pathway  of 
conversion  to  fructose-6  phosphate  to  glu- 
cose-6 phosphate  {®,  ®,  (|)). 
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Fig.  4.  Postulated  metabolic  pathway  for  fructose.  ATP  = adenosine  triphosphate. 


The  postulated  pathways  are  illustrated 
in  Figure  4 (from  Hsia®)  in  which  the  en- 
zymes implicated  are  shown  by  the  numbers 
indicated. 

Since  the  administration  of  fmctose  to 
fructosuric  patients  does  not  lead  to  a rise 
in  the  respiratory  quotient  and  an  elevation 
of  blood  lactic  acid  level,  it  is  postulated 
that  the  metabolic  defect  in  the  liver  in 
fructosuria  must  occur  in  one  of  the  first 
three  steps  of  fructose  metabolism,  since  a 
block  beyond  glyceraldehyde  phosphate 
would  not  produce  a disturbance  in  lactic 
acid  metabolism.  Perhaps  the  defect  is 
similar  to  that  found  in  Froesch’s®  family  as 
noted  previously,  aldolase  in  the  fructose-1 
phosphate-to-triose  pathway.  The  accu- 
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mulated  fructose- 1 phosphate  inhibits  the 
gluconeogenesis  from  fructose  by  the  fruc- 
tose-1,  6-diphosphate  pathway,  and  thus 
may  produce  hypoglycemia  in  this  family. 
Since  this  phenomenon  has  been  described 
only  recently,  and  since  the  usual  case  of 
fructosuria  is  symptomless,  further  study 
must  be  awaited  before  the  defect  can  be 
established  in  the  majority  of  patients. 

It  should  be  mentioned  that  the  ingestion 
of  large  quantities  of  fructose,  particularly 
when  liver  function  is  impaired,  may  produce 
alimentary  fructosuria.  Hence  it  is  used  as 
a liver  function  test.  It  has  been  stated 
that  10  per  cent  of  normal  individuals  will 
eliminate  fructose  in  the  urine  after  the 
ingestion  of  100  Gm.  of  fructose.  Perhaps 
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these  individuals  are  heterozygotes,  and 
essential  fructosuria  may  be  an  expression  of 
degree  of  “penetrance”  of  the  genetic 
defect. 

^^an  noketoh  ep  I os  ( Mannohep  I ii  lose) 

A heptose,  mannoketoheptose,  has  been 
found  in  the  urine  after  excessive  eating  of 
avocados.  It  is  probably  alimentary  in 
origin.  Free  heptose  has  been  described  in 
malignant  tissue.  Whether  or  not  this  repre- 
sents a block  in  the  direct  oxidative  shunt 
pathway  of  glucose  by  these  abnormally 
metabolizing  cells  is  quite  interesting  but 
speculative. 

Lnctosiiria 

Lactosuria,  the  excretion  of  the  disac- 
charide in  the  last  few  weeks  of  pregnancy 
and  in  the  lactating  mother,  probably  repre- 
.sents  an  overflow  renal  phenomenon.  Tt^  is 
important,  of  course,  in  differentiation  from 
true  diabetes  mellitus  whose  onset  may  b(^ 
detected  at  that  time. 

Maltosuria 

Maltosuria  has  been  described.  Its  pres- 
en(;e  probably  denotes  a defect  in  the  ab- 
sorption mechanism  through  the  intestine. 

Siicrosiiria 

Sucrosuria  must  be  extremely  rare. 
.\gain,  it  is  of  alimentary  origin.  One  very 
interesting  case  has  been  reported  by  Ehner“ 
which  was  discovered  because  of  polydipsia 
and  polyuria.  The  urine  did  not  reduce 
copper  solutions,  of  course,  until  after  hy- 
drolysis. Ingestion  did  not  alter  the  blood 
glucose,  but  did  inci-ease  the  hydrolyzable 
sugar  in  the  blood.  If  a biopsy  of  the  kidney 
had  been  available  and  performed,  the  char- 
acteristic tubular  degeneration,  similar  to 
that  produced  by  therapeutic  sucrose  in- 
jection for  the  purpose  of  osmotic  diuresis, 
might  have  been  found.  Reiner  and 
Weinei“‘  des(;rib(*d  an  inexplicable  case'  in 
which  sucrose;  was  excreted  in  the  urine  by 
an  infant  when  fructose  or  sucrose  was  given. 
The  excretion  of  sucrose  after  the  adminis- 


tration of  fructose  requires  that  the  indi- 
vidual be  able  to  synthesize  sucrose  from 
fructose  and  glucose,  possibly  reversing  the 
intestinal  hydrolytic  mechanism  or  resulting 
in  an  abnormal  enzyme  system  acting  like 
the  synthetic  mechanism  in  plants  that 
produce  sucrose. 

Glucuronates 

The  glucuronic  acid  pathways  have  been 
described.  Glucuronic  acid  is  found  in 
conjugated  forms  in  the  urine.  Numerous 
glucuronates  of  substances  with  an  alcoholic- 
hydroxide  group,  such  as  phenols,  camphor, 
steroids,  and  so  forth,  are  found  in  the 
urine.  Conjugated  glucuronides  do  not  re- 
duce alkaline  copper  solutions,  but  hydroly- 
sis by  boiling  in  an  acid  medium  sets  free 
the  ghnaironic  acid  which  then  reduces  like 
glucose.  The  conjugated  glucuronides  are 
levorotary.  They  may  serve  as  sources  of 
confusion  with  glucose,  particularly  after 
spontaneous  bacterial  decomposition  in  old 
urine. 

The  significance  and  the  procedures  for  the 
detection  of  noncarbohydrate  metallic  re- 
agent-reducing substances  that  may  be  found 
in  the  urine,  such  as  salicylates,  amino 
acids,  homogentisic  acid,  penicillin,  and  so 
forth,  are  omitted.  These  substances  do 
not  belong  in  a consideration  of  the  meli- 
turias  but  are  mentioned  as  possible  sources 
of  confusion  with  them. 

Comment 

As  the  pathways  of  carbohydrate  me- 
tabolism are  being  disclosed,  the  meliturias, 
other  than  glucose,  are  begmning  to  be 
clarified.  The  fundamental  source  of  this 
information  derives  from  the  fact  that  in- 
termediary metabolism  progresses  in  a 
stepwise  fashion,  each  step  being  condi- 
tioned as  a rule  by  a specific  enzymatic  or 
receptor  S3\stem.  The  enzymatic  systems 
are  genetically  predetermined,  although 
phenotypic  phenomena  may  be  superim- 
pos(‘d  on  this  genotypic  potentiality.  Thus, 
these  and  other  inborn  errors  of  jnelabolism 
assume  far  greater  importance  than  their 
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clinical  significance.  They  are  opening  the 
possibilities  for  understanding  the  total 
organism  on  the  basis  of  its  genetic  structure 
and  the  effects  of  en\dronmental  factors  on 
it. 

This  new  biology  will  eventually  be  the 
new  pathology  when  the  ultimate  goal  of 
understanding  disease  at  the  cellular  physio- 
chemical  lev’el  is  reached.  The  enzymatic 
pattern  of  the  individiial,  inherited  in  his 
genetic  substance,  altered  by  inducing  and 
environmental  factors,  and  affected  by  the 
controlling  and  regulating  mechanisms  as 
well,  will  be  the  basis  of  our  understanding  of 
disease  and  the  future  of  medicine. 

References 

1.  Lasker,  M.:  The  question  of  arabino.suria  with 

a scheme  for  identifying  reducing  substances  in  urine, 
.Vni.  J.  Clin.  Path.  20:  485  (May)  1950. 


2.  Harper,  H.  A. : Review  of  Physiological  Chem- 

istry, 7th  ed.,  Los  Altos,  California,  Lange  Medical 
Publications,  1959,  p.  193. 

3.  Marks,  P.A.,  and  Freedman,  A.D.:  Carbo- 
hydrate metabolism.  New  York  State  J.  Med.  60: 
3105  (Oct.  1)  1960. 

4.  Enklewitz,  M.,  and  Lasker,  M.:  The  origin  of 

L-xyloketose  (urine  pentose),  .1.  Biol.  Chem.  110: 
443  (July)  1935. 

5.  Lerrnan,  S. : Enzymatic  factors  in  experi- 

mental galactose  cataract.  Science  130 : 473  (Nov.  27) 
1959. 

6.  Isselbacher,  K.  J.:  Galactose  metabolism  and 

galactosemia,  Am.  J.  Med.  26:  715  (May)  1959. 

7.  Burns,  J.  J. : Biosynthesis  of  L-ascorbic  acid; 

basic  detection  in  scurvy,  ibid.  26 : 740  (May)  1959. 

8.  Hsia,  D.  Y-Y.;  Inborn  Errors  of  Metabolism, 
Chicago,  Year  Book  Publishers,  1959,  p.  130. 

9.  P'roesch,  E.  R.,  et  al.:  Dis  hereditare  Fructose- 
intoleranz,  eine  bisher  nicht  bekannte  kongenitale 
Stoffwechselstorung,  Schweiz,  med.  Wchnschr.  87 : 
1168  (1957). 

10.  Elmer,  A.  W.,  Krasowska,  M.,  and  Ptazek,  L.: 
Sucrosuria,  a rare  metabolic  error,  Acta  med.  scandinav. 
101:  596(1939). 

11.  Reiner,  M.,  and  Weiner,  S.  B.:  Saccharosuria 

in  anjinfant,  .\.M..\.  Am.  .T.  Dis.  Child.  57:  .590  (Mar.l 
1939. 


A N N U A I.  CO  N V K N T 1 ()  N 

Medical  Soriely  of  the  Stale  of  ISeir  ) ork 
St  a tier  Hilton,  Neic  York  City 
May  14  to  18,  1962 

SCIENTIFIC  EXHIBITS 
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Postoperative  Acute  Adrenal  Cortical  Insufficiency 


^ I ^ODAY,  many  patients  are  receiving  cor- 
tisone  therapy  for  the  treatment  of  a 
wide  range  of  clinical  conditions.  The  side- 
effects  of  such  therapy  are  widespread. 
Some  of  these  may  involve  the  flare-up  of 
old  tuberculous  lesions,  progression  or  per- 
foration of  peptic  ulcers,  delayed  woimd 
healing,  increased  insulin  requirements  for 
diabetic  patients,  mental  aberrations,  and 
the  development  of  Cushing’s  disease.  Per- 
haps the  most  important  of  its  overt  effects 
is  the  atrophy  of  the  adrenal  cortex.  Phy- 
sicians are  well  aware  that  stressful  situa- 
tions may  lead  to  acute  adrenal  cortical 
insufficiency  in  these  patients.  Collapse 
and  death  may  follow  sudden  cessation  of 
treatment. 


Presented  and  discussed  at  a conference  held  at  New 
York  Hospital,  New  York  City,  May  1,  1961.  Clinical 
Anesthesia  Conferences  are  held  on  the  first  Monday  of 
every  month. 


The  following  case  report  illustrates  how  a 
child  inadvertently  became  steroid  deficient 
in  the  postoperative  period.  The  circula- 
tory depression  and  postoperative  complica- 
tions occurring  in  this  patient  could  well 
have  terminated  in  his  demise  had  not  the 
deficient  state  been  corrected. 

Case  Report 

This  ten-year-old-boy  came  to  operation  for 
elective  splenectomy  for  idiopathic  thrombo- 
cytopenic purpura  of  seven  months  duration. 

Medical  advice  was  sought  seven  months  prior 
to  admission  because  of  frequent  episodes  of 
epista.xis  and  multiple  ecchymoses  over  the  lower 
extremities.  A physical  examination  revealed  a 
well-developed  child  with  normal  heart  and  lungs, 
a nonpalpable  liver  and  spleen,  blood  pressure 
112/70,  pulse  88  beats  per  minute,  respirations 
20  per  minute,  and  temperature  normal.  The 
laboratory  data  showed  that  the  urine  produced 
negative  results,  the  hemoglobin  was  11.5  Gm.  ' 
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per  100  ml.,  the  white  blood  cell  count  was  5,000 
with  a normal  differential  count,  the  reticular 
count  was  2 per  cent,  and  the  platelets  were  less 
than  10,000. 

The  child  was  started  on  48  mg.  of  methyl- 
prednisolone  daily  in  divided  doses.  He  re- 
ceived this  medication  for  thirteen  days  during 
which  time  the  platelet  response  improved,  and 
the  count  went  up  to  190,000.  No  new  ecchy- 
moses  appeared,  and  most  of  the  old  lesions  sub- 
sided. Methylprednisolone  then  was  decreased 
gradually  to  24  mg.  per  day,  but  the  platelets 
declined  again  to  28,000.  With  a maintenance 
dose  of  36  mg.  of  methylprednisolone  per  day 
the  platelets  slowly  and  gradually  rose  to  160,000. 
During  the  following  three  months  steroid 
therapy  was  reduced  gradually.  However,  any 
attempt  to  decrease  the  daily  dose  below  24  mg.  re- 
.sultedinadropin  the  platelet  count  below  100,000. 
After  several  months  of  daily  doses  of  24  mg.  of 
methylprednisolone  the  boy  developed  the  typi- 
cal “Cushingoid”  moonface  without  electrolyte 
imbalance  or  hypertension.  It  was  decided  at 
this  time  to  remove  the  spleen  surgically. 

Preoperative  medication  consisted  of  pento- 
barbital 50  mg.,  meperidine  hydrochloride  25 
mg.,  and  scopolamine  0.3  mg.  This  was  ad- 
ministered intramuscularly  one  hour  prior  to  the 
induction  of  anesthesia.  The  boy  was  sleepy 
on  arrival  in  the  operating  room.  An  infusion  of 
5 per  cent  dextrose  in  water  with  100  mg.  of 
hydrocortisone  was  running  slowly.  The  patient 
was  induced  into  anesthesia  with  cyclopropane- 
oxygen.  He  was  given  20  mg.  of  succinylcholine 
intravenously,  and  endotracheal  intubation  was 
performed  with  ease.  He  was  maintained  on 
diethyl  ether-oxygen  and  a 0.1  per  cent  succinyl- 
choline drip.  A splenectomy  was  performed 
uneventfully  with  minimal  bleeding,  and  no 
blood  replacement  was  necessary.  The  patient 
left  the  operating  room  in  good  condition,  his 
blood  pressure  being  110/60,  pulse  80  beats  per 
minute,  and  respiration  24  per  minute. 

While  in  the  recovery  room,  the  patient  was 
given  25  mg.  of  hydrocortisone  intramuscularly. 
His  vital  signs  remained  stable,  and  seven  hours 
following  the  end  of  surgery  the  boy  was  sent  to 
his  ward  with  a temperature  of  99.2  F. 

On  the  first  postoperative  day  the  rectal  tem- 
perature suddenly  rose  to  102.2  F.,  the  pulse  rate 
increased  to  120  to  140  beats  per  minute,  the 
respiratory  rate  was  30  to  40  per  minute,  and 
the  blood  pressure  declined  to  95/55.  The 
patient  had  an  unproductive  cough.  His  chest 


x-ray  film  at  this  time  revealed  atelectasis  of  the 
upper  lobe  of  the  right  lung.  The  electrocardio- 
gram showed  right  heart  failure.  It  was  noted 
that  due  to  a nursing  “misunderstanding”  the 
patient  had  been  given  “intra-articular”  hydro- 
cortisone intramuscularly  instead  of  the  ordered 
intravenous  or  intramuscular  type  of  medication. 
Intra-articular  hydrocortisone  has  minimal  ab- 
sorption. It  was  felt  that  the  boy  had  become 
steroid  deficient  and  thus  too  weak  to  cough 
effectively.  He  had  accumulated  secretions 
blocking  off  the  upper  lobe  of  the  right  lung  with 
secondary  right  heart  failure.  The  boy  was 
immediately  given  25  mg.  of  hydrocortisone 
intravenously;  a continuous  dextrose  and  water 
infusion  containing  another  25  mg.  was  started. 
Thereafter,  the  patient  received  the  proper  type 
of  hydrocortisone  by  intramuscular  injection. 
Tracheal  suction  was  performed,  and  digitaliza- 
tion was  instituted.  The  patient  responded 
promptly,  and  both  respiratory  and  circulatory 
symptoms  cleared  rapidly.  Postoperatively,  the 
platelet  count  rose  to  600,000  and  thereafter  was 
found  to  be  within  normal  limits. 

Over  the  next  four  months  the  patient  grad- 
ually was  tapered  off  his  steroid  therapy.  He  has 
since  been  “in  remission”  without  evidence  of 
bleeding  and  with  a normal  platelet  count. 

Comment 

This  case  illustrates  two  complications 
which  are  characteristic  of  steroid  therapy, 
the  development  of  “Cushingoid”  features 
and  the  development  of  acute  steroid  de- 
ficiency. 

Any  or  all  of  the  symptoms  of  Cushing’s 
disease,  such  as  rounded  face,  the  so-called 
buffalo  hump,  peripheral  edema,  hirsutism, 
or  hypertension  can  be  produced  by  pro- 
longed or  intensive  corticosteroid  therapy. 
Safeguards  consist  of  a careful  watch  for  any 
of  these  features  with  reduction  or  with- 
drawal of  the  hormonal  therapy  should  they 
appear. 

A far  more  serious  complication  lies  in  the 
fact  that  prolonged  or  intensive  steroid 
therapy  invariably  leads  to  atrophy  of  the 
patient’s  adrenal  cortices.  This  results 
from  the  effect  of  the  exogenous  supply  of 
cortical  hormone  in  suppressing  the  cortico- 
trophin  secretion  by  the  pituitary  gland. 
The  sudden  cessation  of  corticosteroid  ther- 
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apy  may  lead  to  signs  of  acute  or  subacute 
adrenocortical  insufficiency,  or  the  insuffi- 
ciency may  not  become  evident  until  the 
patient  is  subjected  to  an  additional  stress, 
such  as  surgery,  anesthesia,  or  generalized 
infection.  There  is  no  agreement  on  how 
long  a patient  must  be  (ui  cortisone  therapy 
before  significant  pituitary  inhibition  is 
produced.  Likewise,  it  is  not  known  how 
long  after  discontinuance  of  the  drug  adrenal 
function  can  be  assunu'd  to  be  noi'mal,  but 
a period  of  from  three  to  six  months  appears 
reasonable.^  Acute  adrenocortical  insuf- 
ficiency is  characterized  by  circulatory 
failure  which  does  not  respond  to  routine 
treatment,  by  a rise  in  body  temperature, 
and  by  mental  disorientation.  Such  a 
syndrome  calls  for  the  immediate  in- 
l.ravenous  administration  of  hydrocortisone 
since  hydrocortisom;  is  the  preponderant 
corticosteroid  in  human  beings. 

When  patients  with  depressed  adnmocorf  i- 
cal  function  an'  subjected  to  the  stress  of 
.surgery  and  anesthesia,  hydrocortisones 
.should  be  given  intravenously  during  th(s 
course  of  the  operation  and  in  the  immediate 
postoperative  period.  The  dosage  of  hydro- 
cortisone recommended  ranges  from  two 
lOO-mg.  doses  on  the  day  of  surgeiy^  to 
100  mg.  every  six  hours  for  the  first  twenty- 
four  hours.  ^ There  is  agreement  that  the 
dosage  should  be  tapered  off  gradually  over 
the  next  few  days,  preferably  by  adding 
ACTH  and  then  reducing  both  cortisone 


and  ACTH  to  cessation.^ 

During  the  operative  period  persistent 
hypotension  with  failure  to  respond  to  ade- 
quate blood  replacement  and  vasoconstric- 
tors, respiratory  depression,  and  prolonged 
reaction  time  after  anesthesia  maj^  be  mani- 
festations of  adn'iial  cortical  insufficiency.^ 

This  patient  apparently  had  sufficient 
cortisone  fherapy  during  surgery  and  in  the 
|•<^covel•y  room.  However,  the  form  of 
intra-articular  hydrocortisone  administered 
on  his  ward  may  have  brought  about  an 
inadequate  blood  level.  Nonetheless,  the 
circulatory  depression  that  occurred  was 
attributed  to  an  insufficient  amount  of 
cortical  adrenal  hormone.  Such  patients 
also  have  a lowered  resistance  to  infection. 
The  postoperative  complications  occurring 
in  this  patient  may  well  have  been  on  such  a 
basis. 

Every  patienl.  coming  to  surgery  should 
!)('  asked  specifically  whether  he  or  she  is 
taking  cortisone. 
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1271  (Apr.  14)  1956. 


{Number  one  hundred  eleven  in  a series  of  Clinical  Anesthesia  Conferences) 


Roseola  Infantum  as  Cause  of  Bulging  Fontanel 


Roseola  infantum  is  .suggested  by  P’’.  A.  Oski,  M.D., 
in  an  article  in  the  March,  1961,  i.ssue  of  the  Ameri- 
can Journal  of  Diseases  of  Children,  as  another  cause 
of  bulging  fontanel.  He  observed  bulging  fontanel 
in  2 infants  whose  symptoms  fit  the  clmical  picture 
for  roseola  infantum.  Recover^'  in  both  children 


was  uneventful. 

The  symptoms  resolved  rapidly;  cerebrospinal 
fluid  was  normal.  Although  bulging  fontanel  is 
generally  considered  a sign  of  serious  central  nervous 
system  disease,  no  neurologic  scipielae  w<‘re  obs(‘rved. 
— Pediatric  Currents,  Ross  Laboratories 
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Prepared  by  I he  Depart  nieiit  of  Medicine,  St,  Vincent’s 
Hospital,  Neiv  York  City 

WILLIAM  J.  GRACE,  M.D.,  Editor 
MATTHEW  J.  FERGUSON,  M.D.,  Associate  Editor 


A Cardiac  Diagnostic 


Protocol 

A twenty-seven-year-old  steel  worker  was 
admitted  to  the  hospital  complaining  of 
fever,  weakness,  and  breathlessness.  He  had 
been  well  until  four  weeks  before,  when  he 
developed  painful  swelling  of  the  lower  right 
jaw.  He  visited  his  dentist  who  diagnosed 
the  condition  as  resulting  from  an  abscessed 
tooth,  which  was  immediately  extracted. 
Despite  pain,  swelling,  and  bleeding  from 
the  extraction  site,  he  returned  to  work  on 
the  following  day.  About  a week  after  this,  he 
became  aware  of  malaise  and  intermittent 
fever.  When  it  persisted  he  consulted  his 
doctor  who  diagnosed  it  as  “la  grippe”  and 
prescribed  accordingly.  When  there  was  no 
improvement  after  a week,  broad-spectrum 
antibiotics  were  given.  Still  there  was  no 
beneficial  effect.  Four  days  prior  to  hos- 
pitalization he  noted  increasing  breathless- 
ness and  orthopnea. 

The  past  medical  history  was  unremark- 
able with  one  exception.  At  age  ten  years  a 
pediatrician  had  noted  a basal  systolic 


murmur.  This  murmur  was  apparently 
noted  at  all  subsequent  examinations.  At 
age  twenty  he  was  deferred  by  Selective 
Service  because  of  an  aortic  systolic  mur- 
mur attributed  to  rheumatic  heart  disease. 
However,  he  denied  any  history  of  rheumatic 
fever.  The  patient  was  active  in  strenuous 
athletics  which  produced  no  adverse  symp- 
toms. 

Physical  Examination. — A physical  ex- 
amination revealed  a well-nourished,  well- 
developed,  acutely  ill  young  man.  His 
blood  pressure  was  130/80  mm.  Hg.  The 
respiratory  rate  was  28  per  minute,  pulse  120 
per  minute,  and  temperature  102  F.  The 
essential  physical  findings  were  as  follows: 
Petechiae  were  present  on  the  conjunctiva 
and  in  the  fundus.  Splinter  hemorrhages 
were  noted  beneath  the  nails.  There  was 
mild  neck  vein  distention.  Moist  rales 
were  heard  at  both  lung  bases  posteriorly. 
The  heart  rate  was  rapid  and  regular.  The 
point  of  maximal  impulse  was  forceful  in  the 
sixth  intercostal  space  outside  the  mid- 
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clavicular  line.  A Grade  III  systolic  mur- 
mur was  heard  over  the  aortic  area  and  in 
the  neck.  The  second  aortic  sound  was 
present.  A questionable  soft  aortic  diastolic 
murmur  and  an  apical  systolic  murmur  were 
also  described.  The  abdomen  was  soft. 
The  liver  and  spleen  tip  were  palpable. 

Hospital  Course. — Numerous  blood  cul- 
tures were  drawn  and  massive  doses  of  peni- 
cilhn  started.  An  admission  chest  x-ray  film 
showed  cardiac  enlargement  and  pulmonary 
congestion.  The  electrocardiogram  ex- 


hibited left  ventricular  hypertrophy  and 
anoxia.  The  temperature  remained  high 
and  after  forty-eight  hours  hemolytic  staphy- 
lococcus that  was  insensitive  to  penicilhn  was 
isolated.  On  the  fourth  hospital  day  the 
signs  of  failure  increased  suddenly.  A loud 
decrescendo  diastolic  murmur  became  evi- 
dent. 

Despite  emergency  cardiac  therapy,  the 
patient  expired  in  pulmonary  edema  on 
that  same  day. 

(Elucidation  will  be  found  on  page  2814) 


•» 


Increasing  Percentage  of  Death  Claims  Paid  for  Chronic  Disease  | 


An  increasing  percentage  of  the  death  claims 
paid  by  the  Metropolitan  Life  Insurance  Company 
in  the  last  twenty  years  has  been  for  chronic  disease, 
especially  heart  disease  and  cancer,  the  Company’s 
statisticians  report. 

The  growing  importance  of  chronic  disease  re- 
sults from  a marked  decrease  in  mortality  from 
the  acute  diseases  and  an  increase  in  the  propor- 
tion of  policyholders  who  live  to  the  older  ages. 

Diseases  of  the  heart  and  arteries  accounted  for 
more  than  54  per  cent  of  the  total  claim  payments 
last  year,  whereas  two  decades  ago  they  comprised 
46  per  cent. 

Slightly  more  than  one  fifth  of  the  payments  last 


year  went  to  beneficiaries  of  policyholders  who  died 
of  cancer,  while  the  proportion  in  1940  was  one 
seventh.  Together,  cancer  and  the  diseases  of  the 
heart  and  arteries  accounted  for  $3  out  of  every  $4 
paid  in  claims  in  1960. 

For  some  diseases,  death  claim  payments  by  the  | 
Metropolitan  have  decreased  sharply.  For  example,  ^ 
claims  on  account  of  deaths  from  acute  poliomyelitis  ! 
dropped  to  $111,000  last  year,  from  $217,000  in 
1959.  The  principal  communicable  diseases  of 
childhood — measles,  scarlet  fever,  whooping  cough, 
and  diphtheria — were  responsible  for  only  $22,000  in 
claim  payments  in  1960,  less  than  one  fifth  the 
amounts  paid  on  these  diseases  two  decades  ago.  ' 
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BRIEFS  ON  ACCIDENTAL 
CHEMICAL  POISONINGS 
IN  NEW  YORK  CITY 


From  the  Poison  Control  Center,  New  York  City  Department  of  Health 

A series  prepared  by 

HAROLD  JACOBZINER,  M.D.,  Assistant  Commissioner,  New  York  City 
Department  of  Health;  Medical  Director,  Poison  Control  Center 

HARRY  w.  RAYBiN,  M.S.,  Technical  Director,  Poison  Control  Center 


Imipramine  Hydrochloride,  Trimeprazine,  and  Methapyrilene 

Mixture  Ingestions 


^ I '’he  following  incidents  were  reported 
recently  to  the  New  York  City  Poison 
Control  Center. 

Incident  1 

Substance  Ingested  Age  Sex 

Metal  Ball  6 years  Male 

(“jumping  bean”  toy) 

Aid  was  requested  from  New  Jersey  on 
this  incident.  The  child  ingested  a metal 
ball  which  was  a component  part  of  a toy 
with  which  he  was  playing.  The  Poison 
Control  Center  was  contacted  by  the  family 
physician  who  inquired  whether  or  not  there 
were  any  toxic  ingredients  in  balls  of  this 
type.  He  was  informed  that  the  toxic  in- 
gredients would  be  minimal  even  if  it  were  a 
lead  ball  but  that  the  chief  hazard  was  a 
mechanical  one. 

The  physician  referred  the  patient  to  the 
Babies  Hospital  in  New  York  City  for 
further  investigation  and  indicated  treat- 
ment. On  admission  the  only  symptom 


the  child  presented  was  coughing.  An  x-ray 
examination  showed  the  metal  ball  lodged  in 
the  bronchus.  Through  bronchoscopy,  the 
ball  was  removed  successfully. 

A rash  of  ingestion  incidents  involving 
toy  metal  balls  has  been  reported  to  this 
Center.  In  all  cases  the  balls  w'ere  elim- 
inated uneventfully.  Several  incidents  in- 
volving the  Mexican  jumping  bean  also  have 
been  reported  to  this  Center.  This  bean 
contains  a “kicking”  larva  which  provides 
the  interesting  gymnastic  activity,  and 
ingestion  apparently  does  not  result  in 
myiasis. 

Incident  2 

Substance  Ingested  Age  Sex 

Imipramine  37  Years  Female 

hydrochloride 

This  patient  ingested  20  tablets  of  imi- 
pramine hydrochloride  (25  mg.  per  tablet); 
it  could  not  be  determined  whether  acci- 
dentally or  with  suicidal  intent. 
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On  her  admission  to  the  hospital  about  an 
hour  following  the  ingestion,  the  patient 
appeared  overactive,  moderately  tremulous, 
and  had  difficulty  in  speaking,  but  no  dysar- 
thria was  noted.  She  appeared  aphasic  as 
though  she  were  unable  to  get  words  out  of 
her  mouth.  On  examination  the  patient 
presented  a postural  hypotension,  dry 
mouth,  and  flushed  face.  Her  stomach  was 
lavaged  about  an  hour  following  the  in- 
gestion, and  she  was  admitted  to  the  hos- 
pital for  observation.  The  course  in  the 
hospital  was  rather  benign.  The  hypo- 
tension subsided  within  twelve  hours,  and 
the  patient  had  no  hyperpyrexia  or  con- 
vulsions at  any  time.  Dilantin  sodium 
was  administered  intramuscularly,  and  she 
was  sent  home  after  twenty-four  hours  of 
hospitalization.  She  was  seen  again  two 
days  later  in  the  outpatient  department  and 
appeared  entirely  well. 

Imipramme  hydrochloride  is  one  of  the 
antidepressive  drugs.  Side-effects,  such  as 
those  presented  by  our  patient,  have  been 
reported;  for  example,  orthostatic  hypo- 
tension and  dryness  of  the  mouth.  In  some 
cases  tachycardia  and  visual  disturbances  also 
have  been  noted.  Serious  side-effects  usu- 
ally are  not  encountered  but  have  occurred 
when  the  drug  has  been  used  for  prolonged 
periods.  Sweating,  dizziness,  weight  gain, 
and  constipation  also  have  been  noted.  A 
mild  Parkinson-like  syndrome  has  been 
observed  as  well  as  urinary  frequency  or 
urinary  retention.  Occasionally  skin  rashes, 
including  photosensitization,  may  occur  as 
well  as  a slight  increase  in  eosinophils. 
Several  cases  of  purpura  have  been  reported, 
and  bone  marrow  depressions,  including 
agranulocytosis,  may  occur  in  rare  instances. 
Transient  jaundice  of  an  obstructive  nature 
also  has  been  reported. 

It  is  recommended  that  whenever  imi- 
pramine  hydrochloride  is  used  therapeuti- 
cally and  whenever  the  patient  develops 
fever  and  sore  throat  during  therapy,  the 
leukocyte  and  differential  counts  should 
be  performed  regularly,  and  whenever  one 
obtains  evidence  of  neutrophil  depression. 


the  drug  should  be  discontinued  immedi- 
ately. All  patients  under  therapy  should 
be  observed  carefully  for  any  side-reactions. 


Incident  3 

Substance  Ingested  Age  Sex 

Potassium  Permanganate  22  Years  Female 

This  patient  used  potassium  perman- 
ganate vaginally  undoubtedly  as  an  aborti- 
facient. 

She  began  to  bleed  profusely  and  was 
taken  to  a hospital.  On  admission  the 
presenting  symptoms  were  vaginal  bleeding 
with  ulceration  of  the  vagina;  the  patient 
also  appeared  in  shock.  The  hemoglobin 
was  4 Gm.  and  the  hematocrit  13.  The 
vagina  was  packed  in  the  emergency  room, 
and  the  patient  was  admitted  to  the  in- 
patient service  where  .several  blood  trans- 
fusions were  given. 

After  eight  days  of  hospitalization  and 
heroic  therapy  the  patient  made  a complete 
recovery.  This  is  another  example  of  the 
too-frequent  ill  effects  following  the  misuse 
of  potassium  permanganate  as  an  aborti- 
facient. 


Incident  4 

Substance  Ingested  Age  Sex 

Syrup  of  Trimeprazine  10  Years  Male 

This  patient  ingested  72  tablets  of  a 
methapyrilene  over-the-counter  sedative  and 
was  brought  into  a hospital  in  stupor  and 
convulsing. 

She  was  treated  in  the  hospital  emergency 
room  with  caffeine  sodium  benzoate  and 
Coramine  and  was  observed  for  twenty-four 
hours  on  the  inpatient  service. 

All  symptoms  subsided  within  this  period, 
and  the  patient  was  transferred  on  the  next 
day  to  Bellevue  Hospital  Psychiatric  Service 
for  indicated  observation  and  possible  treat- 
ment. 
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Incident  5 

Substance  Ingested  Age 


Sex 


Incident  6 

Substance  Ingested  Age 


Methapyrilene  20  Years  Female 

Combination 

This  was  an  incident  reported  from  out  of 
town.  This  patient,  who  suffered  from  a 
fracture  and  from  marked  itching  following 
the  application  of  the  cast,  was  advised  to 
take  1 teaspoonful  of  trimeprazine  syrup 
every  four  hours  to  allay  the  itching. 
Believing,  however,  that  if  1 teaspoonful  was 
good,  8 would  be  eight  times  better,  the 
patient  on  his  own  ingested  8 teaspoonfuls  of 
the  product. 

The  physician  requested  information  from 
the  Center  relating  to  the  effects  of  an 
overdose.  He  was  informed  that  the  pos- 
sible effects  may  be  drowsiness,  dizziness, 
dryness  of  the  mucous  membranes,  and 
gastrointestinal  upsets.  Happily,  in  this 
case  the  patient  did  not  experience  any  side- 
effects  whatever. 


Sex 

Methapyrilene  83  Years  Male 

The  patient  ingested  an  unknown  quantity 
of  a methapyrilene  preparation  in  tablet 
form.  He  was  taken  to  a hospital  in  a 
comatose  condition.  Apparently  he  had 
vomited  prior  to  his  admission  to  the  hos- 
pital, and  on  admission  his  stomach  was 
lavaged  in  the  emergency  room.  On  the 
inpatient  service  the  patient  received  intra- 
venous fluids,  aminophylline,  and  achro- 
mycin but  in  spite  of  therapy,  he  expired 
two  days  after  admission. 

Many  other  such  cases  which  did  not 
have  severe  after-effects  except  for  the  u.sual 
antihistamine  o\’erdosage  side-effects  have 
been  received  by  and  reported  on  by  this 
Center.  The  fatality  in  this  case  presum- 
ably was  due  to  the  advanced  age  of  the 
patient. 


{Number  seventy- five  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings) 


Management  of  Childhood  Nephrosis 


The  current  therapy  of  childhood  nephrosis  is 
based  partly  on  assumptions,  partly  on  opinions, 
and  partly  on  hunches.  However,  the  differences 
in  the  mortality  rate  before  and  after  the  introduc- 
tion of  corticoids  indicate  that  now  nephrotic  patients 
have  a better  chance  of  immediate  survival.  Pooled 
figures  show  that  four  years  after  onset,  only  60 
per  cent  in  the  immediate  precorticoid  era  were 
alive,  compared  with  75  per  cent  treated  with  cor- 
ticoids. This  statistical  evidence  has  been  sup- 
ported b}'  histologic  studies. 


The  primary  therapeutic  aim  is  blocking  or  re- 
versing the  reaction  causing  the  increased  capillary 
permeability.  Corticoids  appear  to  suppress  this 
reaction,  inducing  early  complete  remission  in  a 
majority  of  patients,  while  antibiotics  control  most 
and  prevent  some  of  the  common  bacterial  diseases. 
Viral  diseases  are  best  prevented  by  limiting  ex- 
posure to  groups  of  people,  especially  during  epi- 
demics. 

— William  A.  DeMaria,  M.D.,  North  Caro- 
lina Medical  Journal,  Novemer,  1960 
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MEDICAL  DIAGNOSTIC  CLINICS 

Elucidation 


(Continued  from  page  2810) 

The  subacute  bacterial  endocarditis  is 
obvious  here.  However,  more  important  is 
a congenital  bicuspid  aortic  valve  which 
shows  a remarkable  propensity  to  develop 
endocarditis. 

The  young  man  presented  in  the  protocol 
had  an  aortic  valve  deformity  that  had  been 
evident  since  childhood.  The  auscultatory 
findings  increased  with  age.  A dental  extrac- 
tion initiated  a bacteremia,  and  the  deranged 
valvular  structure  provided  a susceptible  site 
for  bacterial  implantation.  The  endocardi- 
tis caused  dynamically  significant  aortic  de- 
formity, and  failure  ensued.  The  final 
episode  of  inexorable  failure  with  marked 
aortic  incompetence  was  the  result  of  valve 
perforation. 

A congenital  bicuspid  aortic  valve,  be- 
cause of  its  imperfect  mechanics,  tends  to 
develop  degenerative  changes.  In  early  life 
these  changes  consist  of  valve  thickening  and 
fibrosis  and  commissural  fusion.  Con- 
tinued fibrosis  and  calcification  follow  in 
later  life.  It  is  these  changes  that  make  the 
valve  susceptible  to  endocarditis. 

The  recent  literature  indicates  that  a 
congenital  bicuspid  aortic  valve  is  a very 
common  cardiac  anomaly.  It  has  been 
noted  in  0.07  to  0.54  per  cent  of  general 
autopsy  populations.  Its  frequency  seems 
to  depend  on  the  interest  of  the  prosector. 
There  is  a marked  male  predominance, 
generally  8 males  to  1 female.  This  mal- 
formation is  extremely  difficult  to  diagnose 
during  life.  However,  a knowledge  of  its 
natural  history  enables  one  to  suspect  it 
premortem.  The  bicuspid  valve  may  never 
produce  a murmur.  However,  the  majority 


of  patients  do  exhibit  aortic  murmurs  early 
in  life.  Valve  thickening  and  commissural 
fusion  are  responsible  for  this.  Later  de- 
generative changes  may  result  in  the  picture 
of  isolated  aortic  stenosis  and  heart  failure. 
Six  of  12  cases  studied  at  this  hospital  showed 
significant  stenosis  at  autopsy. 

The  liability  of  these  valves  to  develop 
endocarditis  was  pointed  out  by  Osier  in 
1886.*  Half  of  Grant’s^’®  12  cases  and  8 of 
Tranchesi’s"*  11  patients  had  endocarditis. 
Three  of  our  patients  also  had  it  and  in  addi- 
tion perforation  of  the  cusps. 

The  frequency  of  coarctation  of  the  aorta 
with  bicuspid  aortic  valve  has  received 
considerable  attention.  A pseudobicuspid 
aortic  valve  on  the  basis  of  rheumatic  fever 
has  also  been  stressed.  Nonetheless  an  iso- 
lated bicuspid  valve  is  far  more  common.® 

In  conclusion,  a congenital  bicuspid  aortic 
valve  should  be  considered  in  young  males, 
without  a history  of  rheumatic  fever,  who 
present  clinical  evidence  of  isolated  aortic 
valve  deformity.  Also  it  should  be  recog- 
nized that  endocarditis  is  a frequent  accom- 
paniment of  this  lesion. 
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Constrictive  Pericarditis 

Clinical  Findings  and  Hemodynamic  Studies  in  Asymplomalic  Patient 

FRANK  E.  lAQUINTA,  M.D.,  AND  CHARLES  A.  BERTRAND,  M.D.,  NEW  YORK  CITY 
{From  the  Department  of  Medicine  and  the  Cardiopulmonary  Laboratory,  the,  Roosevelt  Hospital) 
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The  diagnosis  of  constrictive  pericarditis  is 
not  difficult  in  a patient  who  has  increased 
venous  pressure,  distention  of  the  neck  veins, 
ascites,  pulsus  paradoxus,  and  who  may  have 
calcification  of  the  pericardium.  However,  only 
some  of  these  features  and,  at  times,  none  at  all 
may  be  present  in  the  early  stages  of  the  disease, 
and  therefore  the  diagnosis  may  escape  timely 
detection.  In  \dew  of  recent  advances  in  surgical 
technics  and  the  accompanying  decrease  in  op- 
erative mortality,  many  patients  with  constric- 
tive pericarditis  who  were  heretofore  treated 
medically  with  var3ung  success  are  now  being 
benefited  greatly  by  pericardiectomy.  It  be- 
comes increasingly  important,  therefore,  to 
recognize  the  early  stages  in  patients,  so  as  to 
assure  the  best  possible  therapeutic  results. 

The  case  presented  here  is  of  particular  in- 
terest because  at  the  time  of  diagnosis  the  patient 
presented  no  complaints  referable  to  constrictive 
pericarditis.  The  only  other  abnormalities  found, 
in  addition  to  the  calcified  pericardium  that  was 
discovered  incidentally  during  the  patient’s 
Army  preinduction  examination,  were  a slight 
enlargement  of  the  liver,  prolonged  circulation 
time,  and  an  elevated  bromsulphalein  retention. 


Case  Report. 

A twenty-two-year-old  unmarried,  white  male 
(a  puppeteer  by  profession)  was  admitted  to  the 
Roosevelt  Hospital  for  the  first  time  on  .lanuary 
12,  1959.  He  had  been  referred  from  a local 
I Army  induction  center  where  a roentgenogram 
of  the  chest  had  disclosed  a ring  of  calcium  sur- 
rounding the  heart.  A roentgenogram  taken 
four  years  previously  had  been  reported  as  show- 
ing negative  results. 


The  patient  was  born  in  Brooklyn,  but  had  lived 
in  Tennessee  most  of  his  life.  He  had  had  the 
usual  childhood  diseases  and  frequent  upper 
respiratory  infections.  There  was  no  known 
history  of  rheumatic  fever,  tuberculosis,  or 
histoplasmosis.  At  the  time  of  admission  he 
was  asymptomatic. 

A physical  examination  revealed  a temperature 
of  99.2  F.,  a pulse  rate  of  84,  and  a blood  pressure 
of  90/60  in  both  arms.  No  pulsus  paradoxus 
was  noted.  The  patient,  thin  but  well-developed, 
was  in  no  distress  and  did  not  evidence  cyanosis, 
orthopnea,  clubbing,  or  edema.  The  carotid 
artery  pulsations  were  somewhat  more  vigorous 
than  are  usually  seen,  but  there  was  no  venous 
distention,  and  the  neck  veins  filled  from  above. 
The  size  of  the  heart  was  normal,  and  no  thrills 
were  palpable.  The  cardiac  apical  pulsation  was 
weak.  A faint,  short  systolic  murmur  to  the  left 
of  the  sternum  was  heard.  No  rub  was  detected. 
The  liver  descended  two  fingerbreadths  below  the 
right  costal  margin  on  deep  inspiration,  and  the 
edge  was  smooth,  sharp,  and  firm,  without  tender- 
ness, pulsation,  or  nodularity. 

Laboratory  findings  showed  the  blood  count, 
urinalysis,  blood  urea  nitrogen,  and  fasting 
blood  sugar  to  be  normal.  The  Wassermann  test 
indicated  negative  results.  The  total  serum 
bilirubin  level  was  3.6  mg.,  with  a direct  bilirubin 
level  of  0.9.  The  serum  alkaline  phosphatase 
level  was  2.1  Bodansky  units,  and  the  brom- 
sulphalein retention  was  30  per  cent  in  one  hour. 
The  level  of  thymol  turbidity  was  1.3  units,  and 
the  cephalin  flocculation  showed  negative  find- 
ings at  forty-eight  hours.  The  arm-to-tongue 
circulation  time  (sodium  dehydrocholate)  was 
twenty-nine  seconds.  The  arm-to-lung  circula- 
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Fig.  1.  Roentgenograms  of  (*4)  posteroanterior  and  (B)  left  lateral  portion  of  chest.  Calcium  surrounding 

cardiac  shadow  indicated  hy  arrows. 


tion  time  was  fourteen  seconds.  'I'lie  venous 
pressure  was  70  to  80  mm.  of  water  on  three 
consecutive  determinations.  The  result  of  the 
tuberculin  skin  test  (Old  Tuberculin,  1:1,000) 
was  1 plus,  and  the  htstoplasmin  skin  test 
showed  negative  results.  Roentgenograms  of  the 
chest  (Fig.  1)  revealed  a slight  bulge  of  the 
pulmonary  artery  segment,  a jmuninence  of 
the  right  atrium,  and  an  almost  continuous 
layer  of  calcium  encircling  the  heart,  visualized 
best  in  the  lateral  view.  Fluoroseoiiy  demon- 
strated a moderate  diminution  in  the  cardiac 
pulsations  and  suggested  a possible  enlargement 
of  the  right  atrium  and  of  the  outflow  tract  of 
the  right  ventricle.  Electrocardiograms  (Fig.  2) 
were  interpreted  as  showing  P-w^ave  changes, 
suggesting  a right  atrial  enlargement,  and  ST-T 
wave  changes  consistent  with  an  area  of  injury 
involving  the  anterior-inferior  myocardium. 

In  view  of  the  abnormalities  that  these  tests 
showed,  a cardiac  catheterization  was  performed 
during  the  second  admission  on  January  28, 
1959,  which  revealed  further  the  typical  hemo- 
dynamic findings  of  constrictive  pericarditis. 
As  shown  in  Table  I,  these  findings  included 
a low  cardiac  output  with  an  insignificant  in- 
crease after  five  minutes  of  exercise,  a relatively 
fixed  stroke  volume,  an  elev'ation  of  the  right 


atrial  pn'ssure  with  a prominent  A wave,  and  an 
elevation  of  the  right  ventricular  end-diastolic 
pressure  consistent  with  the  impaired  filling  of 
the  right  ventricle  (Fig.  3).  The  arterial  oxygen 
saturation  was  normal. 

On  the  basis  of  this  clinical  picture  plus  the 
Iiemodjmamic  findings,  early  surgical  intervention 
was  tliought  advisable,  and  a jiartial  pericardiec- 
tomy  was  iH'rformed  i)rom|)tl_y.  J'he  reasons 
for  this  were  to  iirevent  the  full-blown  clinical 
jiicture  from  devcdoping  and  to  carry  out  the 
oiK'ration  before  myocardial  atrophy  developed. 
A heavily  calcified  pericardium  was  found  and 
excised  over  both  ventricles,  although  it  was 
not  possible  to  remove  all  of  it.  Immediately 
on  the  removal  of  several  of  the  plaques,  the 
cardiac  pulsations,  which  had  been  weak,  in- 
creased perceptibly  and  the  heart  appeared 
to  enlarge  into  the  pericardial  defect.  The 
patient  tolerated  the  procedure  well,  but  on 
that  same  evening  a failure  of  the  left  ventricle 
occurred.  Digitalis  was  administered  and  the 
patient  responded.  A harsh  to-and-fro  friction 
rub  over  the  heart  became  audible  the  following 
day,  and  this  persisted  for  three  weeks.  There 
were  no  other  postoperative  complications, 
and  the  patient  recovered  gradually.  When 
full}^  ambulatory,  he  noted  that  it  was  much 
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TABLE  I. — Major  Findings  at  Cardiac 
Catherization  Obtained  Immediately  Before 


Surgery  and 

Eleven 

Months 

After 

Surgery 

Factors 

Preoperative 
At  After 

Rest  Exercise 

Postoperative 
At  After 

Rest  Exercise 

Cardiac  output 
(L.  per  min.) 
Cardiac  index 

3.04 

4.29 

4.32 

13.0 

(L.  per  min.) 
Stroke  volume 

1.78 

2.51 

2.35 

7.07 

(cc.) 

41 

43 

58 

1 13 

Heart  rate 
Right  atrium 
(mean)  (mm. 

7(1 

100 

72 

115 

Hg) 

11 

0.5 

Right  ventricle 

24/15 

30/17 

18/1 

easier  to  walk  upstairs  than  it  had  been  before 
the  operation.  He  was  discliarged  four  weeks 
postoperatively,  and  digitalis  was  discontinued 
one  month  later. 

Laboratory  tests  made  just  bidore  th(>  patient 
left  the  hospital  showed  a bilirubin  level  of 
1.1  mg.  and  normal  alkaline  phosphatase,  cephalin 
flocculation,  and  th\Tnol  turbidity.  There  was 
no  bromsulphalein  retention  at  forty-five  minutes. 
The  values  demonstrated  definite  improvemenl 
when  compared  with  those  obtained  preopera- 
tively.  Electrocardiograms  taken  at  this  time 
demonstrated  a shift  of  the  axis  to  the  left  as  well 
as  changes  associated  with  pericarditis  and  with 
those  usually  brought  about  by  the  administra- 
tion of  digitalis. 

Eleven  months  later,  durmg  which  time  the 
patient  remained  asymptomatic  and  gained 
27  pounds,  electrocardiograms  were  taken  again 
and  showed  these  changes  to  have  reverted  to 
normal  (Fig.  2).  Roentgenograms  of  the  chest 
were  also  taken  and  revealed  a normal-sized 
heart,  residual  calcium  located  anteriorly  over 
the  heart  shadow,  and  a prominent  pulmonar}' 
artery  segment.  The  findings  by  cardiac 
catheterization  at  the  end  of  this  period  were 
impressive  (Table  I).  Pressures  recorded  from 
the  right  atrium  and  from  the  right  ventricle 
were  now  normal.  The  large  A waves  pre^dously 
seen  in  the  right  atrial  pressure  curves  had 
disappeared.  The  stroke  volume  and  cardiac- 
output  at  rest  had  also  increased  toward  a normal 
level,  and  both  mcreased  significantly  and  in 
a more  normal  manner  following  exercise. 

The  pathologist’s  report  describc-d  the  jieii- 
cardial  tissue  as  rubbery-to-hard  in  te.xture, 
crepitant,  and  easily  fractured  on  bending. 


BEFORE  AFTER 
OPERATION  OPERATION 


Fig.  2.  Electrocardiograms  taken  before  surgery 
and  eleven  months  after  surgery. 

The  external  sui-face  was  red-grayish-pink  in 
color,  and,  although  it  was  covered  with  a smooth 
ghstening  membrane,  it  appeared  shaggy  in 
areas.  The  maximum  thickness  was  1 cm. 
A granular  white  calcific  material  was  visible 
at  the  cut  edges;  on  dissection,  the  fragments 
could  be  divided  into  two  layers,  united  centrally 
by  calcific  material.  ^Microscopic  sections 
showed  considerable  thickening  of  the  peri- 
cardium by  fibrosis  and  by  densely  hyalinized 
areas  that  had  undergone  calcification.  Scat- 
tered foci  of  lyiniihocj’tes  were  noted,  but  for 
the  most  part  the  tissue  was  acellular.  No 
tubercles  were  seen  on  any  of  the  multiple  sec- 
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Fig.  3.  (.4)  Right  atrium;  {B)  right  ventricle.  Simultaneous  tracings  of  standard  electrocardiogram 

(lead  I),  intracardiac  electrocardiogram  (IC-EKG),  and  intracardiac  pressure  (pressure). 


tions.  These  findings  were  interpreted  as 
signif}dng  the  presence  of  chronic  calcific  peri- 
carditis, nonspecific. 

Comment 

The  etiology  of  constrictive  pericarditis  is 
uncertain  in  most  instances.  In  cases  of  known 
origin  tuberculosis  is  the  most  common  cause. 
Other  bacteria  are  the  offending  agents  in  some 
cases,  and  in  other  cases  neoplasms,  cholesterol 
deposits,  acute  pericarditis,  and  traumatic 
hemopericardium  have  been  the  known  causes. 
Rheumatic  fever  is  not  considered  a factor  in 
this  disease,  although  rheumatic  heart  disease 
with  valvular  involvement  may  be  associated 
with  it.®“^^  A calcification  of  the  pericardium 
is  jiresent  in  from  25  to  33  Vs  cent  of  all  cases 
of  constrictive  pericarditis,  but  it  may  also  be 
found  in  the  absence  of  this  condition. 
Young  adults,  particularly  men,  are  most  com- 
monly affected.  Lancisi,  in  1728,'®  was  the 
first  to  describe  the  characteristic  syndrome, 
and  Chevers,  in  1842,'®  separated  this  form  from 
other  types  of  pericardial  disease. 

In  effect,  there  is  produced  an  inelastic  coat 
of  fibrous  tissue  which  is  incapable  of  stretching 
during  diastole,  so  that  the  heart  cannot  dilate 
to  accommodate  the  normal  diastolic  load. 
This  pericardial  “scar”  may  be  localized,  or  it 
may  cover  the  entire  cardiac  surface  with  ex- 
tension over  the  great  vessels.  Most  important 
physiologically  is  the  scar  over  the  anterior  sur- 
face of  the  ventricles,  because  resection  of  this 


area  alone  usually  corrects  the  hemodynamic 
abnormalities  without  the  necessity  of  removing 
the  pericardium  over  the  atria  or  over  the  great 
vessels. 

In  this  type  of  disease,  according  to  observa- 
tions reported  in  the  hterature,  the  heart  may 
be  of  normal  size,  although  individual  fibers  may 
show  atrophy.®®’®'  The  pathologic  changes  in 
other  organs  are  similar  to  those  seen  in  con- 
gestive heart  failure.  Pick®®  emphasized  the 
venous  stasis  that  occurs  in  the  liver,  and  he 
called  it  pseudocirrhosis.  Atrophy  and  fibrosis 
eventually  follow  and  cause  the  liver  to  shrink. 
Congestive  splenomegaly,  as  well  as  ascites, 
congestion  of  the  abdominal  viscera,  and  pleural 
effusion  may  be  associated  findings.  Arterio- 
sclerotic changes  in  the  pulmonar}’’  vessels  occur 
sometimes,  possibly  owing  to  sustained  pul- 
monary hypertension.®® 

The  constricting  pericardial  scar,  charac- 
teristic of  this  disease,  interferes  with  the  normal 
diastolic  relaxation  of  the  heart,  thereby  impair- 
ing the  venous  return  into  the  ventricles.'®’®^ 
Cardiac  catheterization  has  demonstrated  that 
constriction  of  the  vena  cava  at  the  entrance 
to  the  right  atrium  is  not  a factor.®®’®®  Systolic 
contraction  is  usually  unimpaired,  although 
it  may  suffer  if  myocardial  atrophy  is  present. 
The  stroke  volume  and  the  cardiac  output  are 
therefore  diminished.®®’®*’®®  The  diastolic  re- 
striction of  the  heart  is  such  that  the  stroke 
volume  cannot  be  augmented  significantly  during 
e.xercise,  and  the  neerled  irjcrease  in  the  cardiac’  ' 
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output  must  be  effected  entirely  by  an  accelera- 
tion of  the  heart  rate.”  Our  patient  demon- 
strated a rather  fixed  stroke  volume  of  41  cc.  at 
rest  and  43  cc.  after  exercise.  The  small  increase 
in  cardiac  output  (from  3.04  to  4.29  L.  per  minute) 
was  mainly  owing  a to  rise  in  the  heart  rate  from 
76  to  100  beats  per  minute. 

The  pressure  recordings  from  the  right  atrium, 
as  reported  by  Lin  and  Anache,®*  reveal  an  early 
diastolic  dip  followed  by  a rapid  rise  to  form  a 
plateau,  and  appear  M or  W shaped.  The 
ventricular  end-diastolic  pressure  is  greater 
than  one  third  of  the  systolic  pressure,  a feature 
I which  has  also  been  noted  in  constrictive  sub- 
endocardial fibrosis.  *An  early,  rapid  diastolic 
dip  followed  by  a high  diastolic  plateau  has  been 
reported. In  addition,  pulmonary  systolic 
and  diastolic  pressure,  as  well  as  wedge  pressure, 
may  be  higher  than  normal,  probably  secondary 
to  left  ventricular  involvement. The  pres- 
sure tracings  taken  in  our  patient  illustrate  these 
typical  changes  (Table  I). 

Clinically,  the  findings  are  reported  to  be 
very  similar  to  those  seen  in  right-sided  heart 
failure,  especially  when  they  are  due  to  tricuspid 
stenosis.  There  may  be  a swelling  of  the  ab- 
domen, dyspnea  on  exertion,  and  edema.  In 
many  cases  ascites  occurs  earlier  than  peripheral 
edema  and  it  is  more  prominent.  The  cervical 
veins,  in  many  instances,  are  distended  almost 
constantly.  There  is  no  diastolic  collapse  and 
no  systolic  engorgement  as  that  noted  in  patients 
with  tricuspid  insufficiency.  The  heart  may  be 
small  and  quiet,  and  the  pulse  may  be  rapid. 
Pulsus  paradoxus  is  often  noted,  if  sought  care- 
fully. Atrial  fibrillation  is  known  to  occur  at 
times,  probably  as  a result  of  atrial  involvement 
by  the  compressing  scar.^®’^®  The  systolic 
blood  pressure  and  the  pulse  pressure  are  reduced. 
Pressure  over  the  right  upper  quadrant  leads  to 
a rapid  rise  in  an  already  high  venous  pressure. 
Circulation  times  through  the  pulmonary  and 
systemic  circuits  are  increased,^®  as  was  the  case 
in  our  patient,  although  a high  venous  pressure 
was  not  present.  The  liver  may  be  enlarged 
but  it  does  not  pulsate.  Impaired  liver  function 
is  indicated  by  an  increased  retention  of  brom- 
sulphalein,  which  we  found  to  be  30  per  cent 
in  one  hour. 

Calcification  of  the  pericardium,  detected  by 
roentgenograms,  is  the  most  definite  evidence  of 
constrictive  pericarditis. However,  calci- 
fication by  itself  does  not  necessarily  denote 


constriction  unless  it  is  extensive,  in  which 
case  constriction  is  usually  present.  Cardiac 
pulsations  are  diminished.  Electrocardiograms 
may  demonstrate  QRS  comi^lexes  of  low  voltoge 
that  are  slurred  but  not  notched.®®  T waves 
are  flat,  or  inverted  in  standard  leads  I or  II 
and  in  corresponding  precordial  leads.  Broad 
and  notched  P waves  are  present  in  almost 
one  half  of  all  cases  reported  in  the  literature,  the 
second  notch  being  characteristically  taller  than 
the  first. 

The  outlook  for  the  patient  with  constrictive 
pericarditis,  without  the  benefit  of  pericardiec- 
tomy,  is  uniformly  poor.  In  many  cases  medical 
management  merely  j^rolongs  a steadily  downhill 
course.  Partial  pericardiectomy,  however,  offers 
satisfactory  results,  and  50  to  70  per  cent  of 
patients  operated  on  may  be  cured  or  greatly 
improved.®’®'®’®®’®^"®®  Until  recently,  the  mor- 
tality reported  for  constrictive  pericarditis  was 
from  15  to  25  per  cent,  but  this  rate  included 
many  advanced  cases. 

During  the  operative  procedure  the  heart 
should  enlarge  and  herniate  into  the  pericardial 
defect  created  by  the  resection,  thus  indicating 
the  removal  of  the  compression.  If  the  left 
ventricle  is  not  released  completely  from  its 
scar,  pulmonary  hypertension  may  not  be  re- 
lieved.®® Six  months  may  elapse  before  the  full 
restoration  of  normal  cardiac  function  takes 
place.  In  view  of  the  increased  outflow  of  blood 
following  decortication  and  the  possible  occur- 
rence of  considerable  myocardial  atrophy,  de- 
compensation may  follow  the  operative  proce- 
dure, as  it  did  in  our  case. 

The  nature  of  the  myocardial  atrophy  is  ob- 
scure. A pathologic  study  was  conducted  by 
Dines,  Edwards,  and  Burchell®®  to  determine 
whether  or  not  atrophy  was  a factor  in  con- 
strictive pericarditis  at  all,  and  to  what  extent. 
They  measured  the  diameter  of  the  individual 
myocardial  fibers  located  in  both  ventricles  from 
areas  near  the  pericardium,  midmyocardium, 
and  subendocardium.  Several  interesting  ob- 
servations came  from  their  investigation.  In 
all  of  the  11  patients  studied  there  was  a definite 
decrease  in  the  diameter  of  the  fibers  when 
compared  with  normal  control  subjects.  The 
diameter  of  the  left  ventricular  fibers  was  ap- 
proximately 8.6  microns  in  the  normal  hearts 
and  6.2  microns  in  those  hearts  with  chronic 
constrictive  pericarditis ; it  was  7.6  and  5.6  mi- 
crons, respectively,  in  the  right  ventricle.  In 
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addition,  these  changes  were  noted  uniformly 
throughout  both  ventricles  and  did  not  seem 
restricted  to  areas  near  the  pericardium.  Al- 
most all  of  the  smallest  fibers  of  2 to  5 microns 
in  diameter  were  found  in  the  patients  with 
constrictive  pericarditis;  the  larger  fibers  of 
9 to  14  microns  were  found  almost  exclusively 
in  those  patients  with  normal  hearts.  There 
was  no  definite  correlation  between  the  thickness 
of  the  pericardium  and  the  amount  of  myoc^ardial 
atroph3^  The  duration  of  the  symptoms  did 
not  correlate  with  the  degree  of  atrophy  either; 
the  changes  noted  were  the  same  after  six  years 
as  after  six  months.  This  would  seem  to  indicate 
that  the  atrophy  appeared  early  in  the  disease 
and  did  not  progress.  The  conclusion  drawn 
from  this  study  is  that  myocardial  atrophy  may 
be  a contributing  factor  in  the  physiologic 
disturbances  and  in  the  clinical  picture,  and 
that  it  may  also  account  for  the  failure  of  the 
patient  to  respond  postoperative ly  and  for  the 
slow  restoration  of  normal  cardiac  function. 

•\s  previously  mentioned,  our  patient  demon- 
strated the  typical  hemodymamic  abnormalities 
attributed  to  constrictive  pericarditis,  although 
subjectively  there  were  no  complaints.  Cardiac 
catheterization  was  prompted  by  the  delayed 
circulation  time  (twenty-nine  seconds,  arm-to- 
tongue),  the  abnormal  retention  of  bromsul- 
phalein  (30  per  cent  at  one  hour),  and  the  roent- 
geriographic  and  electrocardiograidiic  findings. 
As  shown  in  'fable  I,  the  cardiac  outj)ut  was 
3.04  L.  pc'r  minute,  and  the  cardiac  index  was 
1.78  L.  ])er  minute  when  the  patient  w'as  at  rest. 
'Phese  low’  values  were  not  altered  significantly 
by  exercise  and  rose  only  to  4.29  and  2.51  L.  per 
minute  respectively.  The  stroke  volume  was 
virtually  fixed  (41  cc.  at  rest  and  43  cc.  after 
exercise),  indicating  that  any  increase  in  cardiac 
output  must  be  effected  by  an  increase  in  heart 
rate.  The  pressure  tracings  recorded  from  the 
right  atrium  rlemonstrated  large  A w’aves  and  an 
increase  of  the  mean  pressure  to  11  mm.  Hg. 
Similarly,  the  right  ventricular  pressure  of 
24/15  mm.  Hg  when  the  patient  was  at  rest 
illustrated  the  ])Oor  ventricular  filling  with  the 
high  end-diastolic  pressure  which  was  greater 
than  one  third  of  the  systolic  pressure. 

'Phe  most  important  findings  at  cardiac 
catheterization  eleven  months  later  were  in- 
creases in  the  cardiac  output  to  4.32  L.  per 
minute,  in  the  cardiac  index  to  2.35  L.  per  minute, 
and  in  the  stroke  volume  to  58  cc.  when  the 


patient  was  at  rest.  Although  these  figures  are 
at  the  lower  limit  of  normal,  they  were  increased 
significantly  above  those  noted  at  the  time  of  the 
first  catheterization.  Pressures  recorded  from 
the  right  atrium  and  right  ventricle  became 
normal  and  the  large  A waves  recorded  from  the 
right  atrium  had  disappeared.  'Phe  most  striking 
change  was  the  increase  of  the  stroke  volume 
to  58  cc.  at  rest  and  then  to  113  cc.  after  exercise. 
This  change  permitted  a more  normal  increase 
in  the  cardiac  output  after  exercise  (13  L.)  with- 
out relying  on  tachycardia  alone,  as  w’as  the 
(;ase  preoperatively. 

Summary 

An  unusual  case  of  constrictive  pericarditis 
has  been  described  in  which  an  accurate  diag- 
nosis was  made  in  an  asymptomatic  male  patient 
from  laboratory  studies.  The  physical  findings 
did  not  indicate  any  abnormality  other  than  a 
slight  hepatic  enlargement.  'I'he  laboratory  re- 
sults were  normal  except  for  a.  prolonged  circula- 
tion time,  an  increased  bromsulphalein  retention, 
and  a calcification  of  the  pericardium. 

The  diagnosis  was  established  by  cardiac 
catheterization  which  gave  the  typical  findings 
of  constrictive  pericarditis.  A partial  peri- 
cardiectomy  was  carried  out  successfully,  as 
confirmed  by  cardiac  catheterization  repeated 
eleven  months  postoperatively,  at  which  time 
the  values  obtained  w’ere  normal.  'Phe  post- 
operative* failure*  e>f  the  left  \’entrie*le  was  re;- 
lieved  by  eiigitalis. 

This  case  suppeerts  the  observations  e>f  other 
workers  that  myoe*ardial  atrophy  maj'  be  j)rese*nt 
even  before  clinical  manifestations  oce*ur.  'Phe 
case  also  demonstrates  the  value  of  cardiac 
catheterizations  in  the  diagnosis  of  constrictive 
pericarditis  in  its  earliest  stages  and  the  value 
and  benefit  of  early  surgical  treatment  in  this 
disease. 
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Rupture  of  the  Kidney  in  the  Newborn  Infant 
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Ruptxjre  of  the  kidney  has  been  reported  in 
cases  of  trauma  and  spontaneously  in 
patients  with  previously  unrecognized  renal 
disease.  In  reviewing  the  literature,  no  case  of 
traumatic  or  spontaneous  rupture  of  the  kidney 
during  birth  was  found. 

It  is  well  known  that  labor  and  delivery  are 
traumatic  to  both  the  mother  and  the  child. 
The  many  birth  injuries  and  the  distortions  of 
the  fetus  at  birth  are  common  knowledge.  That 
the  trauma  of  delivery  and  labor  is  sufficient  to 
cause  a rupture  of  the  kidney  of  the  newborn 
infant  has  not  been  reported  previously. 

Case  Report 

On  March  29,  1959,  after  a thirty-seven  week 
uneventful  pregnancy,  the  patient  was  delivered 
without  incident  at  7:34  p.m.  The  position  at 
birth  was  left  occipito-anterior,  and  there  was  a 
normal  spontaneous  delivery  with  outlet  forceps. 

At  delivery  the  obstetrician  noticed  that  the 
child’s  abdomen  was  protruding,  but  he  thought 
little  of  it  at  the  time.  Following  delivery, 
there  was  slight  difficulty  with  resuscitation  re- 
quiring the  anesthesiologist’s  aid  for  six  minutes. 
The  infant  was  then  considered  normal  in  all 
other  respects. 

An  hour  and  a half  after  delivery  the  child 
voided  in  his  bassinette  for  the  first  time.  The 
urine  was  grossly  bloody.  He  was  immediately 
examined  by  his  pediatrician  (N.  B.  S.)  who  found 
the  abdomen  somewhat  distended.  The  super- 
ficial abdominal  veins  also  were  distended. 
There  was  some  pallor,  but  all  the  other  findings 
were  normal.  The  bladder  was  catheterized, 
and  a small  amount  of  bloody  urine  was  obtained. 

A urologic  consultation  was  given  at  10:00 
P.M.  (L.  R.).  At  the  time  the  child  was  pale, 
but  his  vital  signs  were  good.  The  abdomen 
protruded  markedly,  and  the  abdominal  veins 
were  distended.  There  was  tympany  on  the 
left  side  of  the  abdomen  and  a soft,  almost  cystic 
feel  to  the  right  side  of  the  abdomen  from  the 
costal  margin  to  the  pubis.  The  infant  had 
voided  grossly  bloody  urine  without  clots  several 
times. 

The  infant  was  taken  to  the  x-ray  room  where 


an  intravenous  pyelogram  through  the  femoral 
vein  was  attempted.  This  was  not  completely 
successful,  but  the  series  of  .x-ray  films  revealed 
that  the  large  and  small  bowels  had  been  com- 
pletely displaced  to  the  left  side  of  the  abdomen. 
The  right  side  of  the  abdomen  was  diffusely  opac- 
ified without  a variation,  and  no  specific  mass 
could  be  delineated.  No  dye  was  seen  in  the  kid- 
neys. It  was  interesting  to  note  in  the  progres- 
sion of  films  the  air-revealing  bowel  shadows  first 
in  the  upper  small  intestines  and  then  distally 
until  the  large  bowel  was  visualized.  The  in- 
fant’s hemoglobin  at  this  time  was  15.8  Gm.  per 
100  ml.,  the  white  blood  count  was  18,500,  and 
the  hematocrit  was  50. 

On  further  examination,  it  was  seen  that  the 
abdomen  was  more  distended.  The  bleeding  per- 
sisted, and  when  the  abdomen  was  squeezed  on 
the  right  side,  some  blood  exuded  from  the 
urethra. 

The  diagnosis  at  this  time  was  a ruptured  right 
kidney,  but  the  cause  was  considered  to  be  a 
cyst.  It  was  felt  that  there  was  extrarenal  and 
intrarenal  hemorrhage  with  rupture.  An  explora- 
tion was  decided  on.  It  was  felt  that  cystoscopy 
would  add  nothing  and  would  take  precious  time. 
The  infant  continued  to  void  blood,  and  on  each 
examination  the  abdomen  seemed  slightly  more 
distended. 

The  infant  was  operated  on  at  2:00  a.m.,  ap- 
proximately six  and  half  hours  after  delivery.  A 
right  rectus  incision  was  made  from  the  costal 
margin  to  the  pubic  tubercle.  The  peritoneal 
cavity  was  entered.  The  entire  right  side  of  the 
abdomen  was  a massive  hematoma,  e.xtending 
from  the  diaphragm  to  the  pelvis  and  involving  all 
the  fascial  layers.  The  ascending  colon  was  to 
the  left  of  the  midline,  and  the  entire  bowel  was 
situated  on  the  left  side  of  the  abdomen. 

The  retroperitoneal  space  was  entered  through 
the  lateral  reflection  of  the  ascending  colon.  The 
hematoma  was  entered  and  evacuated.  The  kid- 
ney was  found  to  be  enlarged  and  discolored  in  the 
upper  part  of  the  hematoma.  The  kidney  was 
mobilized  and  was  grossly  hydronephrotic,  with 
little  substance.  There  was  a tear  at  its  upper 
pole,  measuring  about  2 cm',  in  length.  The  in- 
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Fig.  1.  White  marker  at  area  of  rupture  of 
upper  pole  of  kidney.  Note  hemorrhagic  appear- 
ance of  kidney. 


ferior  vena  cava  and  the  duodeum  were  identi- 
fied and  dissected  free  of  the  kidney  mass  and 
then  the  renal  pedicle  was  located,  isolated,  and 
clamped.  The  bleeding  was  controlled  and,  after 
the  ureter  was  cut,  the  specimen  was  removed. 
The  left  kidney  was  palpated  and  felt  to  be  nor- 
mal. The  wound  was  closed  in  layers,  in  addition 
to  through  and  through  silk  retention  sutures. 
The  infant  withstood  the  procedure  well  and  left 
the  operating  room  in  good  condition. 

The  specimen  (Figs.  1 and  2)  consisted  of  a kid- 
ney measuring  6 by  4.5  by  2 cm.  The  renal  pelvis, 
major  calyces,  and  minor  calyces  were  greatly  dis- 
tended, lea^^ng  only  a thin  rim  of  overlying 
parenchyma,  averaging  0.2  cm.  in  thickness. 
From  a narrowed  ureteropelvic  junction  a portion 
of  the  attached  ureter  was  seen  arising  from  the 
lower  aspect  of  the  pelvis,  measuring  4 cm.  in 
length,  and  having  a uniform  diameter  of  0.4 
cm.  The  renal  capsule  stripped  with  ease,  leav- 
ing a light  brown  wrinkled  cortical  surface  which 
showed  well-marked  fetal  lobulation.  Near  the 


Fig.  2.  Kidney  showing  marked  hydronephrosis 
with  area  of  rupture  at  upper  pole. 

upper  aspect  of  the  pelvis  there  w'as  an  irregular 
rent  measuring  2 cm.  in  circumference.  Here  the 
pelvis  was  extremely  thin,  and  this  was  ap- 
parently the  site  of  the  rupture.  Sections  of  the 
ureteropelvic  junction  revealed  a fibrotic  area 
compatible  with  a congenital  stricture.  Sections 
of  the  kidney  revealed  extensive  compression  of 
parenchyma  with  interstitial  fibrosis  and  hem- 
orrhage. The  pathologic  diagnosis  was  hydro- 
nephrosis with  ureteropelvic  obstruction,  rupture 
of  the  kidney,  and  perinephritic  hemorrhage. 

The  postoperative  course  was  relatively 
stormy,  requiring  intravenous  feedings  for  sev- 
eral days.  The  blood  loss  was  replaced  im- 
mediately after  the  procedure.  The  electrolytes 
were  regulated  carefully,  and  after  four  days  the 
infant  retained  oral  feeding  and  his  ileus  resolved. 
He  was  kept  in  an  incubator  for  the  first  five  post- 
operative days.  The  infant  voided  sponta- 
neously twelve  hours  after  surgery,  and  the  urine 
was  only  blood-tinged.  Subsequently,  the  urine 
cleared  completely  on  the  next  voidings. 

The  wound  healed  well  and  the  sutures  were 
removed  beginning  on  the  eighth  postoperative 
day.  An  intravenous  pyelogram  was  repeated  on 
the  tenth  postoperative  day  and  revealed  a prompt 
left  renal  visualization  with  a normal  calyceal  pat- 
tern. The  renal  shadow  was  enlarged  and  the  re- 
nal pehis  was  a little  larger  than  normal.  There 
was  a suspicion  of  a narrow  ing  of  the  ureter  below 
the  left  ureteropelvic  junction.  There  was  no  de- 
lay in  renal  emptying.  The  bladder  was  normal. 

The  infant  was  dicharged  on  April  15,  1959, 
seventeen  days  after  surgery.  His  general  condi- 
tion was  good.  The  wound  was  healing  well  and 
he  was  taking  feedings  satisfactorily.  His  dis- 
charge weight  w'as  5 pounds,  15Vs  ounces. 

After  discharge  the  patient  continued  to  pro- 
gress well.  His  rate  of  growth  was  normal,  and 
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his  parents  noticed  no  abnormalities.  The  wound 
was  well  healed,  with  no  evidence  of  hernia. 

A repeat  intravenous  pyelogram  was  done  on 
October  28,  1959,  seven  months  after  birth.  It 
revealed  prompt  visualization  on  the  left  .side. 
The  renal  shadow  was  larger  than  normal  for  his 
age.  The  calyces  were  normally  cupped,  but  the 
pelvis  was  dilated.  The  dilatation  e.xtended  to  an 
area  2 cm.  below  the  ureteropelvic  junction  where 
a benign,  luminal  nariowing  was  noted.  The  re- 
mainder of  the  ureter  and  bladdei-  were  normal, 
and  the  bladder  was  completely  filled  in  forty-five 
minutes.  The  patient’s  urine  analysis,  hemoglo- 
bin, and  blood  urea  nitrogen  were  normal.  The 
physical  examination  was  normal  except  for  a 
slight  hydrocele  on  the  right. 

On  November  25,  1959,  a cystoscopy  was  per- 
formed, and  a number  3 ureteral  catheter  was 
passed  to  the  left  kidney  without  obstruction.  A 
left  ureteropyelogram  was  done  repealing  the 
previously  seen  dilated  pelvis,  normal  calcyes,  and 
a narrowing  2 cm.  below  the  ureteropelvic^  junc- 
tion. However,  on  the  delayed  film  after  five 
minutes  the  system  emiitied  completely,  leaving 
no  residual  dye  in  the  pelvis.  The  patient  was  dis- 
charged on  November  28,  1959,  in  good  condition. 
There  seemed  to  be  no  progression  of  the  left  pel- 
vic dilatation  since  his  original  films,  ten  days  af- 
ter birth;  therefore,  no  surgical  intervention 
seemed  warranted  at  the  time.  There  was  no  de- 
lay in  function  nor  a delay  in  the  emptying  of  the 
pelvis  despite  the  persistence  of  the  area  of  ure- 
teral narrowing.  It  was  decided  to  rej>eat  the 
-X-ray  films  at  intervals  and  if  a progression  of  the 
dilatation  occurred,  to  rc^pair  what  seemed  to  be 
extrinsic  ureteral  narrowing  below  the  ureteropel- 
vic junction. 

Comment 

A congenital  uretei-opelvic  obstruction  is  not 
uncommon  and  has  been  reported  frequently  in 
the  past.'”'*  It  can  cause*  destruction  of  the  kid- 
ney even  before  birth.  In  those  cases  where  it  has 


been  bilateral,  congenital  ureteropelvic  obstruc- 
tion has  been  sufficient  to  cause  death  of 
the  fetus  or  death  of  the  newborn  infant.  In  the 
c*ase  reported  there  was  severe  obstruction  uni- 
kiterally  causing  a marked  hydronephrosis  with 
thinning  of  the  parenchyma.  It  is  probable  that 
this  abnormality,  associated  with  the  trauma  of 
the  uteiine  contractions,  resulted  in  the  rupture 
of  the  kidney.  It  i)robably  occurred  in  utero, 
before  or  during  delivery.  It  is  well  known  that 
the  slightest  trauma  can  cause  the  rupture  of  a 
previously  diseased  kidney,  even  on  the  opposite 
side  by  a contracoup.  In  this  case  trauma  in  tin; 
form  of  delivery  seems  a likely  cause.  It  is  sur- 
prising that  it  does  not  occur  more  often,  since 
the  force  transmitted  by  uterine  contractions  has 
been  shown  to  increase  from  80  to  250  mm.  Hg 
during  labor.  In  addition,  injuries  of  the  kidne}' 
are  more  common  in  infants  and  children  owing  to 
a more  marked  renal  ptosis  and  a minimum  of  pro- 
tective perin'iial  fat.  In  infants  Gerota’s  fascia, 
which  .serves  as  a buffi'r,  is  not  present,  and  the 
kidney  lii'S  directly  against  tlx*  peritoneum. 

We  were  fortunate  that  tlu-  obstruction  was  in- 
complete so  that  blood  from  tla*  ruptured  kidney 
reached  the  bladder  and  ga\(*  us  immediate 
knowledge  of  the  situation  with  the  first  voiding. 
Surg(;ry  was  performed  less  than  seven  hours  aftei- 
delivery. 

Summary 

A case  has  been  n'])orted  in  which  a nephrc'c- 
tomy  for  a ruptured  kidney,  done  seven  hours  af- 
ter delivery,  was  life  saving.  The  kidney  had 
become  hydronephrotic  in  utero  owing  to  a con- 
genital ureteropelvic  strictui'e. 
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Medical  Society  of  the  State  of  New  York 


FIFTH  DISTRICT  BRANCH 

Friday,  Saturday,  and  Sunday,  September  8,  9,  and  10,  1961 
Thousand  Island  Club,  Wellesley  Island  on  Alexandria  Bay 


Frutay,  September  S 
Eveninii 

.'):00  I’.M. — Registration 

7:00  P.M. — Cocktail  I’arty 

8:00  P.M. — Informal  Dinner  Dance 

Saturday,  September  9 
Morning 

10:00  A.M. — Address:  “Pediatric  Emergencies” 

Granville  Nickerson,  M.D.,  Mon- 
treal, Canada,  Professor  of  Pedi- 
atrics, McGill  University  Faculty  of 
Medicine;  Chief  of  Pediatrics,  Royal 
Victoria  Hospital 

11:05  A.M. — ^Business  Meeting 

11 : 20  A. M.— Panel  Discu.ssion:  “Problems  in  Prac- 
tice” 

John  J.  Duooan,  M.D.,  Syracuse, 
Chairman,  Department  of  Medicine, 
Community  Hospital;  Associate  Pro- 
fessor of  Medicine,  State  University 
of  New  York,  Up.state  Medical  Cen- 
ter in  Syracuse 

Louis  G.  Fournier,  M.D.,  Syracuse, 
Chairman,  Department  of  Obstetrics 
and  Gynecology,  Community  Hos- 
pital; Assistant  Professor  of  Obstet- 
rics and  Gynecology,  State  Univer- 
sity of  New  York,  Upstate  Medical 
Center  in  Syracuse 

Robert  O.  Gregg,  M.D.,  Syracuse, 
Chairman,  Department  of  Surgery, 
Community  Hospital;  Professor  of 
Surgery,  State  University  of  New 
York,  Upstate  Medical  Center  in 
Syracuse 


Afternoon 

Golf  Tournament  and  Heeiuation 
Freni  ng 

(1:1.5  P.M. — Reception  and  B.anquet 
Sunday,  September  JO 
Morning 

10:110  A.M. — “The  Open  Mental  Hospital”  (illus- 
trated by  motion  pictures) 

Herman  B.  Snow,  M.D.,  Ogdensburg, 
Director,  St.  Lawrence  State  Hos- 
pital 

Visit  to  St.  Lawrence  State  Hospital 

(fjjicers — Fifth  District  Branch 

President William  R.  Carson,  M.D., 

Potsdam 

First  Vice-President  . . William  L.  Dorr,  M.D., 
Auburn 

Second  Vice-President , . Felix  Ottaviano,  M.D., 


Oneida 

Secretary Marcus  S.  Richards,  M.D., 

Tully 

Treasurer Theodore  J.  Prowda,  M.D., 

Sherrill 

Delegate Arthur  F.  Gaffney,  M.D., 

Clinton 


Presidents— Component  County  Societies 


Cayuga Leonard  W.  Sincerbeaux,  M.D., 

Auburn 

Herkimer Leo  L.  Heller,  M.D.,  Newport 

Jefferson Rudolph  J.  Haas,  M.D.,  Chaumont 

Lewis Louis  A.  Avallone,  M.D.,  Lowville 

Madison. Wallace  B.  Nixdorf,  M.D.,  Oneida 

Oneida Theodore  J.  Kantor,  M.D.,  Utica 


August  1.5,  1961 
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Onondaga Aaron  Burman,  M.D.,  Syracuse  St.  Lawrence ...  Alexander  E.  Dodds,  M.D.,  Ed- 

Oswego John  B.  Riley,  M.D.,  Oswego  wards 


SEVENTH  DISTRICT  BRANCH 

Thursday,  September  21,  1961 
Sheraton  Hotel,  Rochester,  New  York 


Afternoon 

1 ; 00  p.M. — Registration 

Film:  “Closed-Chest  Cardiac  Massage” 
(courtesy  Smith,  Kline,  and  French) 

Discussion:  Alastair  J.  Gillies,  M.D., 
Professor  of  Anesthesiology,  Univer- 
sity of  Rochester  School  of  Medicine 
and  Dentistry 

2:00  P.M.— Address:  “The  A.M.A.  You,  and  I Your 
Representative’  ’ 

Gerald  D.  Dorman,  M.D.,  New  York 
City,  Trustee,  The  American  Medical 
Association 

3:00  p.m. — Symposium:  “Health  Care  of  the 

Future” 

Charles  M.  Smith,  M.D.,  Seneca, 
First  Vice-President,  Seventh  District 
Branch,  Moderator 

“The  Future  Practice  of  Medicine” 

Charles  G.  Rob,  M.D.,  Chairman,  De- 
partment of  Surgery,  University  of 
Rochester  School  of  Medicine  and 
Dentistry 

“The  New  Look  in  Hospital  Patient 
Care” 

Howard  J.  Lockward,  M.D.,  Man- 
chester, Connecticut,  Consultant  to 
the  Department  of  Health,  Educa- 
tion, and  Welfare  in  Progressive 
Patient  Care 

“Community  Medicine  of  the  Future” 

William  H.  Stewart,  M.D.,  Washing- 
ton, D.C.,  Chief,  Division  of  Public 
Health  Methods,  Department  of 
Health,  Education,  and  Welfare 

5:00  p.M. — Business  Meeting;  Election  of  Officers 
Evening 

6:00  p.M. — Social  Hour  (Cash  Bar,  Starlight  Room) 

7:00  p.m. — Dinner  (informal,  for  members.  Auxil- 


iary, and  guests) 

Introduction  of  Officers 

Address:  Joseph  A.  Lane,  M.D., 

President-Elect,  Medical  Society  of 
the  State  of  New  York 

Remarks:  Mrs.  Eugene  F.  Wolff, 

President,  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New 
York 

Address:  “Physician  and  Pastor:  A 

Covenant  of  Concern” 

Gene  E.  Bartlett,  D.D.,  President, 
Colgate  Rochester  Divinity  School 

Officers— Seventh  District  Branch 

President Philip  M.  Standish,  M.D., 

Canandaigua 

First  Vice-President ...  Charles  M.  Smith,  M.D., 
Waterloo 

Second  Vice-President.  Joseph  J.  Kaufman,  M.D., 


Newark 

Secretary Vincent  I.  Bonafede,  M.D., 

Sonyea 

Treasurer . JohnL.  Shultz,  M.D.,  Penn 

Yan 

Delegate Eldred  J.  Stevens,  M.D., 

Hammondsport 

Past  President Joseph  A.  Lane,  M.D., 

Rochester 


Presidents — Component  County  Societies 


Livingston Stanley  J.  Jackson,  M.D.,  Mount 

Morris 

Monroe Charles  R.  Mathews,  M.D.,  Roch- 

ester 

Ontario George  H.  R.  White,  M.D.,  Geneva 

Seneca Willard  L.  Hogeboom,  M.D.,  Wil- 

lard 

Steuben Leon  M.  Roe,  M.D.,  Canisteo 

Wayne C.  Dupha  Reeves,  M.D.,  Newark 

Yates Vincas  Sirmenis,  M.D.,  Penn  Yan 


/ 
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EIGHTH  DISTRICT  BRANCH 

I 

Thursday,  September  28,  1961 

Veterans  Administration  Hospital  and  Treadway  Inn,  Batavia,  New  York 


Noon 

! 12  NOON — Luncheon  Meeting  of  Advisory  Council, 

Treadway  Inn 

Afternoon 

I 1:15  p.m. — Registration,  Veterans  Administration 
i Hospital 

j 2:00  p.M. — Symposium  and  Panel  Discussion:  “In- 
fections and  Antibiotics” 

Hobart  Reimann,  M.D.,  Philadelphia, 
Hahnemann  Medical  College 
' Paul  A.  Bunn,  M.D.,  State  University 

^ of  New  York  College  of  Medicine  at 

j Syracuse 

Lewis  Griffith,  Ph.D.,  Veterans  Ad- 
ministration Hospital,  Batavia 

5:00  p.M. — Business  Meeting;  Election  of  Officers 
Evening 

. 6:00  p.M. —Cocktails  (Treadway  Inn) 

7:00  p.M. — Dinner  (Treadway  Inn) 

Introduction  of  Officers 
Speaker:  Edward  R.  Annis,  M.D., 

Miami,  Florida 


Officers— Eighth  District  Branch 


President Clyde  L.  Wilson,  M.D.,  James- 

town 

President-Elect Richard  A.  Loomis,  M.D., 

Springville 

Secretary Joseph  A.  Wintermantel,  M.D., 

Olean 

Treasurer Irwin  Felsen,  M.D.,  Wellsville 

Delegate Wilfrid  M.  Anna,  M.D.,  Lock- 

port 

Presidents — Component  County  Societies 

Allegany George  E.  Taylor,  Jr.,  M.D., 

Cuba 

Cattaraugus B.  John  Toth,  M.D.,  Olean 

Chautauqua H.  Wolcott  Ingham,  M.D., 

Jamestown 

Erie Eugene  J.  Hanavan,  M.D., 

Buffalo 

Genesee Myron  E.  Williams,  Jr.,  M.D., 

Batavia 

Niagara John  T.  Donovan,  Jr.,  M.D., 

Lockport 

Orleans Arnold  O.  Riley,  M.D.,  Holley 

Wyoming G.  Stanley  Baker,  M.D.,  Castile 


ANNUAL  CONVENTION 

Medical  Society  of  the  State  of  New  York 
Statler  Hilton,  New  York  City 
May  14  to  18,  1962 

SCIENTIFIC  MOTION  PICTURES 

William  J.  Sullivan,  M.D.,  Chairman,  Scientific  Motion  Picture  Subcommittee  of 
the  Convention  Committee,  is  interested  in  hearing  from  members  who  have  16-mm. 
motion  picture  films  suitable  for  presentation  at  the  1962  convention. 

For  applications,  write  to  William  J.  Sullivan,  M.D.,  132  Pondfield  Road,  Bron.x- 
ville.  New  York. 


August  15,  1961 
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MONTH  IN  WASHINGTON 


^I''he  American  Medical  Association  opposed  three 
*■  major  provisions  of  a bill  (S.  1552)  that  would 
increase  greatly  the  powers  of  the  Federal  govern- 
ment in  the  regulation  of  the  ethical  drug  industry. 

These  three  provisions  would  turn  over  to  the 
I iepartment  of  Health,  Education,  and  Welfare  and 
the  Food  and  Drug  Administration  the  responsi- 
bility for  (1)  relaying  of  drug  information  to  phy- 
sicians, (2)  selecting  the  names  of  new  drugs,  and 
(3)  deciding  whether  a drug  is  of  value  in  treating 
human  ills. 

The  A.M.A.  did  not  take  a position  on  the  bill 
as  a whole  because  certain  of  its  provisions,  “.such 
as  the  Sherman  Act  and  patent  law  amendments,  are 
outside  our  area  of  competence.” 

Hugh  H.  Hussey,  Jr.,  M.D.,  chairman  of  the 
A.M.A.’s  Board  of  Trustees  and  dean  of  Georgetown 
University  School  of  Medicine  ( W.ashington,  D.  C.), 
was  the  chief  A.M.A.  witness  at  the  opening  of 
hearings  on  the  legislation  before  the  Senate  Anti- 
trust and  Monopoly  Subcommittee  headed  by  Sen- 
ator Estes  Kefauver  (D.,  Tenn.).  Dr.  Hussey  was 
accompanied  by  Ernest  B.  Howard,  M.D.,  assistant 
executive  vice-president  of  the  A.M.A.,  and  C. 
Joseph  Stetler,  the  A.M.A.’s  general  counsel. 

With  Congress  trying  for  adjournment  by  about 
September  1 and  much  “must”  legi.slation  still  to 
be  acted  on,  it  appeared  highly  unlikely  that  Con- 
gress would  com])lete  .action  on  the  drug  legislation 
this  year. 

Dr.  Hussey  reviewed  for  the  subcommittee  th(^ 
A.M.A.’s  seventy-year  record  of  taking  the  lead  in 
endorsing  legislation  designed  to  in.sure  the  purity 
of  drugs  and  food.  The  A.M.A.  carri('d  on  intensive 
legislative  efforts  in  the  field  and  “is  generally 
credited  with  being  one  of  the  major  forces  that 
brought  the  first  Pure  Food  and  Drug  Act  into  be- 
ing” in  1906. 

Dr.  Hussey  cited  these  A.M.A.  aims  that  “we, 
as  physicians,  are  desirous  of  achieving; 

“We  want  all  physicians  to  be  well-trained  and 
fully  informed  on  all  aspects  of  the  practice  of  medi- 
cine. 

We  want  this  body  of  knowledge  and  reservoir  of 
skills  to  include  a high  degree  of  competence  in  the 
selection  and  proper  use  of  drugs. 

We  want  a continuing  and  expanding  flow  of  use- 
ful drug  products  placed  at  the  disposal  of  these 


Prepared  by  the  Washington  office  of  the  American 
Medical  Association,  Wa.shington,  D.C. 


physicians.” 

Dr.  Hussey  pointed  out  that  the  A.M.A  already 
conducts  an  intensive  program  of  informing  phy- 
sicians about  new  drugs  and  that  this  program  is  now 
in  the  process  of  being  greatly  stepped  up.  “The 
medical  profession  believes  that  the  education  of 
physicians  is  the  responsibility  and  prerogative  of 
the  profession  itself.” 

Assigning  the  responsibility  for  selecting  the  names 
of  new  drugs  to  the  Federal  government  would  be 
merely  duplication  of  the  program  of  drug  nomen- 
clature which  has  been  operated  for  many  years  by 
the  A.M.A.  and  the  pharmaceutical  industry,  Dr. 
Hussey  declared.  This  program  also  has  been  re- 
fined and  improved  recently  and  will  continue  to 
meet  the  need  for  an  orderly  .system  for  selecting 
names  for  new  drugs. 

In  the  final  analysis,  it  is  the  physician  ;uid  the 
pharmacist  who  must  know  the  nonproprietarj’ 
names  of  drugs.  These  two  professions  now  direct 
this  naming  process,  and  “we  do  not  believe  the  re- 
sponsibility for  designating  and  revising  names 
should  be  assigned  to  a governmental  agency,”  he 
said.  Regarding  determination  of  the  efficac3'  of  a 
new  drug,  Dr.  Hussey  said: 

“We  believe  that  only  the  physician  has  the 
knowledge,  ability,  and  responsibility  to  make  a de- 
cision as  to  what  drug  is  best  for  a particular  patient. 
He  should  not  be  deprived  of  the  use  of  drugs  that  he 
believes  are  medically  indicated  for  his  patient  bj'  a 
governmental  ruling  or  decision. 

“Physicians  seek  to  treat  the  medi<!al  problems  of 
individual  patients.  A physician  does  not  treat  10 
c.ases  of  hypertension,  he  treats  10  individual  pa- 
tients, ('ach  of  whom  has  a medical  problem  he  has 
di.agnosed  as  hj'pertension.  He  may  find  that  the 
same  dosage  of  the  same  form  of  the  same  drug  will 
be  efficacious  in  each  and  all  of  his  10  patients. 

“Or  he  may  find  that  one  or  more  of  them  need 
different  dosages,  or  different  forms  of  this  same  drug. 
He  may,  indeed,  find  that  one,  two,  or  three  of  them 
are  allergic  to  the  nonactive  ingredients  used  in  this 
brand  of  the  drug  and  that  a different  brand,  with 
other  nonactive  ingredients,  is  the  proper  answer. 
Thus,  in  1 patient,  a specific  dosage  of  a specific 
drug  might  be  said  to  be  efficacious.  WTiile  in 
another,  it  would  be  described  as  totally  ineffective. 

“A  physician  can  be  told  many  things  about  a 
drug,  including  its  chemistry,  its  mode  of  action,  and, 
to  some  extent,  its  toxic  properties.  But  he  must 
judge  its  efficacy.” 
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Cancer  Chemotherapy  Course — The  Sloan-Ketter- 
ing  Institute  for  Cancer  Research,  the  Memorial  and 
.James  Ewing  Hospitals,  and  the  Sloan-Kettering 
Division,  Graduate  School  of  Medical  Sciences, 
('ornell  University,  aniiounce  a one-week  course  in 
cancer  chemotherapy  to  be  held  from  October  23  to 
28. 

This  course  will  review  the  clinical  problems  and 
recent  advances  in  the  chemotherapeutic  manage- 
ment of  the  leukemias,  lymphomas,  and  the  major 
forms  of  carcinoma.  It  will  include  pharmacologic 
technics;  methods  for  the  clinical  evaluation  of 
potential  chemotherapeutic  agents;  and  a review  of 
the  chemistry,  pharmacologic  effects,  and  clinical 
applications  of  the  polyfunctional  alkylating  agents, 
the  antimetabolites,  steroid  hormones,  and  miscel- 
laneous agents  in  the  treatment  of  cancer.  The 
I course  is  designed  principally  for  physicians  inter- 
ested in  cancer  chemotherapy. 

Applications,  including  a brief  summary  of  the 
applicant’s  clinical  training  and  current  appoint- 
ments, should  be  made  to  D.  A.  Karnofsky,  M.D., 
Sloan-Kettering  Institute,  410  East  68th  Street, 
New  York  21,  New  York. 

Obstetrics  and  Gynecology  Certification — New 
York  State  physicians  recently  examined  and 
certified  in  the  specialty  of  obstetrics  and 
gynecology  by  the  American  Board  of  Obstetrics 
and  Gynecology  include:  Amityville — Dr.  Kenneth 
F.  WEitaker;  Babylon — Dr.  Edward  R.  Fogarty; 
Baldwin — Dr.  James  R.  Giambalvo;  Bay  Shore — 
Dr.  William  Arthur  Mooney;  Brentwood — Dr. 
Omar  F.  Sheikh;  Bronx — Dr.  Oscar  Trief;  Brook- 
lyn— Drs.  Joseph  C.  Amico,  Randall  Dudley 
Bloomfield,  Richard  J.  Calame,  Richard  J.  Ciuzio, 
Evan  W.  Gordon,  Herbert  Harris,  Thomas  Allen 
McCormick,  Saul  Martin  Miller,  Francis  Boyle 
O’Brien,  Jr.,  and  Seymour  N.  Sussman. 

Also:  Buffalo — Drs.  Myroslaw  M.  Hreshchyshyn, 
Robert  John  Patterson,  Louis  M.  Privitera,  and 
Eugene  James  Zygaj;  Canadaigua — Dr.  Ivan  J. 
Gotham,  Jr.;  East  Meadow — Dr.  Anthony  Joseph 
Barbaccia;  Farmingdale — Dr.  Murray  Irving  Neus- 
tadter;  Forest  Hills — Dr.  Benjamin  J.  Immerman; 
i Garden  City — Dr.  Albert  Joseph  Pascale;  Hemp- 
i stead — Drs.  Caesar  De  Rostaing,  and  Capt.  Ralph 
I E.  Woods;  Ithaca — Dr.  Charles  A.  De  Prosse; 
I Jamaica — Dr.  Robert  Gordon  McManus;  Jericho — 
' Dr.  Daniel  Jay  Mason;  Kingston — Drs.  Michael 


F.  Diacovo,  and  Herbert  A.  Zaccheo;  Middletown — 
Dr.  Leonard  Howard  Brandon;  Newburgh — Dr. 
William  J.  Cha.s(>. 

Also:  New  York  City — Drs.  Alfrt'd  Brockimier, 
Jr.,  John  E.  Dalton,  Maj.  David  H.  Draper,  Solon 
H.  Gottlieb,  Robert  C.  Knapp,  Martin  Kurman, 
Edward  C.  Mann,  Frank  George  Marx,  Paul 
Stanley  Metzger,  Anthony  Claude  Milea,  Gustave 
Joseph  Moreno,  Nicholas  Vladimir  Parapid,  Capt. 
Jack  Willard  Pearson,  William  K.  Rashbaum, 
Joseph  J.  Rovinsky,  Solly  M.  Scheiner,  William  J. 
Shapiro,  Velimir  S.  Svesko,  Willis  D.  Todd,  David 

C.  Werman,  and  Alvin  C.  We.seley;  Niagara  Falls — 
Dr.  John  Burke  Frankel;  Orangeburg — Dr.  Richard 

D.  Dugan;  Rome — Dr.  David  S.  Ellison;  Roslyn — 
Dr.  Esther  Weisfogel;  St.  Albans — Drs.  Theodore  H. 
Dickerson,  and  David  Pinckney;  Staten  Island — 
Drs.  Raymond  J.  Donovan,  and  Joseph  P.  Hulnick. 

Also:  Syosset — Dr.  Harold  Woodrow  Mayberger; 
Syracuse — Drs.  Robert  P.  Dwyer,  and  Stanley  D. 
Leslie;  Utica — Dr.  Harold  Walter  Baum;  and 
Yonkers — Dr.  Tobias  M.  Rubin. 

Corneal  Surgery — A course  in  corneal  surgery  will 
be  offered  at  the  Brooklyn  Eye  and  Ear  Hospital, 
29  Green  Avenue,  Brooklyn  28,  New  York,  on 
December  7,  8,  and  9 under  the  direction  of  A. 
Benedict  Rizzuti,  M.D. 

Present  surgical  concepts  of  various  phases  of 
corneal  surgery  will  be  stressed.  Allied  subjects, 
such  as  instrumentation,  beta  radiation,  contact 
lenses,  and  operating  room  photography  will  be 
discussed.  Surgical  procedures  in  the  operating 
room  will  be  demonstrated  according  to  the  avail- 
ability of  donor  material.  Participants  will  be 
offered  an  opportunity  to  apply  surgical  technics  on 
animal  eyes. 

Further  information  may  be  obtained  from  Mr. 
Fred  Upton,  administrator  of  the  hospital. 

Diabetes  Association  Symposium — The  ninth 
annual  all-day  symposium  of  the  New  York  Diabetes 
Association  will  be  held  on  December  1 at  the  Hotel 
Pierre,  61st  Street  and  Fifth  Avenue,  it  has  been 
announced  by  Gerald  Friedman,  M.D.,  chairman. 
The  symposium  will  offer  a program  on  “Insulin  and 
Its  Use.” 

Physicians,  medical  students,  and  other  pro- 
fessional personnel  interested  in  diabetes  are 
welcome  to  attend  the  symposium.  There  is  no 
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registration  fee.  Advance  registration  is  required 
and  may  be  obtained,  along  with  further  information 
from  the  New  York  Diabetes  Association,  104 
East  40th  Street,  New  York  16,  New  York. 

Medical  Research  Fund — The  Life  Insurance 
Medical  Research  Fund  will  give  $1,189,000  for 
heart  research  in  the  coming  year,  it  has  been  an- 
nounced by  William  A.  Jeffers,  M.D.,  scientific 
director  of  the  fund. 

This  brings  to  $13,770,374  the  amount  that  the 
fund  has  allocated  for  research  since  its  organization 
in  1945.  All  of  its  resources  in  the  past  sixteen 
years  have  been  devoted  to  research  in  heart, 
circulatory,  and  allied  diseases. 

A total  of  40  institutions  and  18  individuals  will 
share  this  year’s  grants.  Institutions  in  New  York 
State  that  have  received  grants  in  aid  of  research  on 
diseases  of  the  heart  and  arteries  include  New 
York  University  Medical  Center,  New  York  City, 
for  research  by  Norman  Bank,  M.D.,  on  factors 
governing  the  renal  excretion  of  acid,  $7,700; 
and  for  research  by  Alan  J.  Johnson,  M.D.,  on 
enzymes  and  coagulation,  $20,900;  State  University 
of  New  York  College  of  Medicine  at  New  York 
City,  for  research  by  Chandler  McC.  Brooks, 
M.D.,  on  the  nature  and  integration  of  electrical 
and  mechanical  activity  of  the  heart,  $31,350; 
State  University  of  New  York  College  of  Medicine 
at  Syracuse,  for  research  by  John  M.  McKibbin, 
M.D.,  on  the  essential  lipids  of  animal  tissues, 
$19,580;  University  of  Buffalo  School  of  Medicine, 
Buffalo,  for  research  by  Donald  W.  Rennie,  M.D., 
on  oxygen  tension  within  mammalian  kidneys, 
$10,450,  and  for  research  by  Douglas  M.  Surgenor, 
M.D.,  on  circulating  anticoagulants,  $33,000. 
Postdoctoral  fellowships  include  those  to  Robert  I. 
Hamby,  M.D.,  New  York  City,  for  study  with 
Daniel  S.  Lukas,  M.D.,  at  New  York  Hospital- 
Cornell  University,  New  York  City;  and  to  Michael 
Kashgarian,  M.D.,  New  York  City,  for  study  with 
K.  J.  Ullrich,  M.D.,  at  Goettingen  University, 
Goettingen,  Germany. 

Research  Grants  in  Radiologic  Health — Research 
grants  in  the  field  of  radiologic  health  are  being 
offered  to  support  research  by  individuals,  uni- 
versities, hospitals,  laboratories,  and  other  public 
or  private  institutions  in  the  assessment  and  control 
of  manmade  and  natural  radiation  exposures  to  the 
individual. 

Information  may  be  obtained  from  Paul  F. 
Hahn,  M.D.,  Chief,  Office  of  Extramural  Grants, 
Division  of  Radiological  Health,  U.S.  Public 
Health  Service,  Washington  25,  D.C. 

Report  on  Cancer  Induction — A group  of  four 
reports  on  experimental  induction  of  cancer  in  rats 


has  been  published  by  the  National  Cancer  Insti- 
tute of  the  Public  Health  Service,  U.S.  Department 
of  Health,  Education,  and  Welfare.  These  reports 
are  presented  as  publication  Number  5 in  the 
National  Cancer  Institute  monograph  series.  The 
experiments  reported  were  tests  of  the  effects  of 
two  synthetic  chemicals  added  to  rats’  normal 
diets. 

The  monograph  is  available  from  the  Super- 
intendent of  Documents,  U.S.  Government  Printing 
Office,  Washington  25,  D.C.  The  single  copy  price 
is  $1.25. 

Rules  Governing  Narcotics — Rules  designed  to 
exercise  stricter  control  of  the  sale  of  narcotics  and 
to  provide  better  safeguards  for  supplies  of  narcotics 
have  been  promulgated  by  Herman  E.  Hilleboe, 
M.D.,  State  Health  Commissioner. 

Among  the  rules  is  one  which  requires  that  no 
more  than  a total  of  four  ounces  of  such  preparations 
as  cough  syrups  containing  narcotics  can  be  sold  or 
dispensed  to  an  individual  during  a twenty-four- 
hour  period.  The  rules  also  list  narcotic  drugs  and 
preparations  which  require  prescriptions. 

Copies  of  the  rules  can  be  obtained  from  the 
Bureau  of  Narcotic  Control,  New  York  State 
Health  Department,  84  Holland  Avenue,  Albany  8, 
New  York. 

Endocrinology  and  Metabolism — The  thirteenth 
postgraduate  assembly  in  endocrinology  and  me- 
tabolism under  the  cosponsorship  of  the  Endocrine 
Society  and  the  National  Institutes  of  Health,  will 
be  held  at  Bethesda,  Maryland,  October  2 through  6. 

A comprehensive  review  of  clinical  endocrine 
problems  and  current  research  activity  in  these 
areas  will  be  presented.  For  further  information 
write  to  Roy  Hertz,  M.D.,  National  Institutes  of 
Health,  Building  10,  Bethesda  14,  Maryland. 

Medical  Seminar  Cruise — The  second  post- 
graduate medical  seminar  cruise  through  the  Carib- 
bean to  be  conducted  by  the  College  of  Medicine  of 
the  University  of  Florida  and  approved  by  the 
Florida  Medical  Association  has  been  arranged 
for  November  2 through  12. 

This  seminar  will  be  held  aboard  the  SS  Han- 
seatic. Ports  to  be  visited  are  Port-au-Prince, 
Cristobal,  San  Bias,  Cartegena,  and  Kingston. 

The  clinical  program  will  be  conducted  by  faculty 
members  of  the  College  of  Medicine  and  has  been 
planned  so  as  to  be  of  interest  and  clinical  usefulness 
to  practicing  physicians.  Selected  topics  in  medicine, 
endocrinology,  general  surgery,  urologj',  psychiatrj', 
pediatrics,  and  radiology  will  be  presented. 

For  further  information,  write  to  the  Division  of 
Postgraduate  Education,  College  of  Medicine, 
University  of  Florida,  Gainesville,  Florida. 
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Hospital  Gets  $101,459 — The  John  A.  Hartford 
Foundation,  Inc.,  has  awarded  $101,459  to  the 
Hospital  for  Joint  Diseases,  New  York  City,  to  be 
used  for  establishing  a biochemical  laboratory. 

Victor  H.  Frankel,  M.D.,  a member  of  the  hospital 
staff,  will  be  in  charge  of  the  laboratory,  where 
engineering  technics  will  be  applied  to  the  study  of 
? human  ailments  affecting  bones  and  joints. 

I 

Pollen  Sampling — Twenty-four  communities  are 
participating  this  year  in  the  daily  pollen  sampling 
network,  according  to  Herman  E.  Hilleboe,  M.D., 
'State  Health  Commissioner. 

The  network  will  provide  daily  reports  until  the 


beginning  of  October. 

Stations  have  been  set  up  in  Albany,  Barker 
(Niagara  County),  Batavia,  Binghamton,  Buffalo, 
Canton,  Corning,  Cortland,  Geneva,  Hornell, 
Hudson,  Massena,  Melrose  (Rensselaer  County), 
Mineola,  Newburgh,  Niagara  Falls,  Olean,  Troy, 
Tupper  Lake,  Utica,  Warsaw,  White  Plains,  Yonkers, 
and  Yorktown. 

“Ragweed  Hay  Fever,”  a pamphlet  which  ex- 
plains the  ragweed  problem  and  what  can  be  done  to 
control  it,  is  available  without  cost  to  residents  of 
New  York  State  from  county  and  city  health 
departments,  district  health  offices,  and  from  the 
Office  of  Public  Health  Education,  84  Holland 
Avenue,  Albany  8,  New  York. 


Personalities 


Appointed 

Robert  E.  Gordon,  M.D.,  Brooklyn,  clinical 
ssistant  professor  of  obstetrics  and  gynecology  at 
the  State  University  of  New  York,  Downstate 
Medical  Center,  as  director  of  the  obstetrics  and 
gynecologj'  department  at  Long  Island  College 
Hospital,  Brooklyn  . . . Norman  S.  Moore,  M.D., 
Ithaca,  medical  director  of  the  Cornell  University 
Infirmary,  as  chairman  of  a new  13-member  State 
Hospital  Review  and  Planning  Council,  by  Governor 
Nelson  Rockefeller  . . . Leo  Wade,  M.D.,  currently 
medical  director  of  Esso  Standard,  Division  of  the 
Humble  Oil  and  Refining  Company  of  Standard 
Oil,  as  vice-president  for  administration  and  member 
of  the  Sloan-Kettering  Institute  for  cancer  research. 

Elected 

Alfred  S.  Dooneief,  M.D.,  Mount  Kisco,  as  presi- 
dent of  the  New  York  State  Chapter,  American 
College  of  Chest  Physicians. 


Honored 

Emil  Froeschels,  M.D.,  New  York  City,  presented 
by  the  consul-general  of  Austria  in  the  name  of  the 
president  of  the  Austrian  Republic  with  the  Cross  of 
Honor,  First  Class,  for  science  and  art  because  of 
his  work  in  the  field  of  speech  and  voice  both  in 
Austria  and  the  United  States. 

Speakers 

Wilfred  Dorfman,  M.D.,  Brooklyn,  on  “Masked 
Depression”  at  the  International  Congress  for 
Psychotherapy  in  Vienna  on  August  21  . . . George 
T.  Pack,  M.D.,  New  York  City,  the  annual  Mc- 
Graw  Lecture  on  “Diagnosis  and  Treatment  of 
Sarcomas  of  the  Soft  Somatic  Tissues”  before  the 
Detroit  Surgical  Association  on  May  22;  and  on  “The 
Surgical  Treatment  of  Primary  and  Metastatic 
Tumors  of  the  Liver”  and  “The  Management  of 
Sarcomas  of  the  Soft  Somatic  Tissues”  before  the 
School  of  Medicine,  University  of  Nuevo  Leon, 
Monterrey,  Mexico. 


Influenza  Down  in  1961 


•\ccording  to  data  released  by  the  National  Dis- 
ease and  Therapeutic  Index  (N.D.T.I.),  a nation- 
jwide  survey  of  private  medical  practice,  1961  may 
,*turn  out  to  be  an  unusually  mild  influenza  year. 
jlN.D.T.L,  which  measures  the  number  of  patient- 


doctor  contacts  involving  various  diagnoses,  esti- 
mated only  1.7  million  patient  visits  for  influenza  dur- 
ing the  first  quarter  of  1961.  This  represented  just 
20  per  cent  of  the  8.5  million  visits  reported  for 
the  first  three  months  of  1960,  an  epidemic  year. 
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E.  James  Buckley,  M.D.,  of  New  York  City, 
died  on  February  5 at  his  home  at  the  age  of  fifty- 
six.  Dr.  Buckley  graduated  in  1931  from  Columbia 
University  College  of  Physicians  and  Surgeons  and 
interned  at  Post-Graduate  Hospital.  He  was  a 
senior  associate  attending  surgeon  at  St.  Clare’s 
Hospital.  Dr.  Buckley  was  a Fellow  of  the  American 
College  of  Gastroenterology,  a Fellow  of  the  Inter- 
national College  of  Surgeons,  and  a member  of  the 
New  York  Academy  of  Medicine,  the  West  Side 
Clinical  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
^'ork,  and  the  American  Medical  Association. 

Angelo  Cassetti,  M.D.,  of  Elmira,  died  on  Decem- 
ber 11,  1960,  at  the  age  of  fifty-eight.  Dr.  Cassetti 
graduated  in  1930  from  the  University  of  Buffalo 
School  of  Medicine. 

Robert  Edward  De  Ceu,  M.D.,  of  Buffalo,  died 
at  Mercy  Hospital  on  June  25  at  the  age  of  eighty- 
three.  Dr.  De  Ceu  graduated  in  1899  from  the 
University  of  Buffalo  School  of  Medicine.  Retired, 
he  was  an  honorary  attending  physician  at  Our 
Lady  of  Victory  Hospital,  Lackawanna,  and  an 
honorary  attending  physician  and  cardiologist  at 
Mercy  Hospital.  President  of  the  Erie  County 
Medical  Society  in  1926,  Dr.  De  Ceu  was  a member 
also  of  the  Buffalo  Academy  of  Medicine,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Martin  Dworkin,  M.D.,  of  New  York  City,  died 
on  July  9 at  Englewood  (New  Jersey)  Hospital  at 
the  age  of  fifty-three.  Dr.  Dworkin  graduated  in 
1932  from  Rush  Medical  College.  He  was  a clinical 
assistant  attending  physician  in  chest  diseases  at 
Gouverneur  Hospital  and  the  Sidney  Hilhnan 
Clinic  and  examining  physician  in  New  York  for  the 
National  Jewish  Hospital  of  Denver.  Dr.  Dworkin 
was  a Fellow  of  the  American  College  of  Chest 
Physicians  and  a member  of  the  American  Trudeau 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Kal  Freireich,  M.D.,  of  Roslyn  and  Forest  Hills, 
died  on  July  10  at  North  Shore  Hospital,  Manhasset, 
at  the  age  of  fifty.  Dr.  Freireich  graduated  in 
1936  from  New  York  University  Medical  College. 
He  was  an  associate  attending  physician  at  Queens 
Hospital  Center  and  for  fourteen  years  had  served 
as  medical  director  of  the  Central  Flushing  Medical 
Group.  Dr.  Freireich  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Chest  Phj^sicians,  and  a 
member  of  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Gaspare  Genova,  M.D.,  of  Lake  Ronkonkoma, 
died  on  December  26,  1960,  at  the  age  of  sixty-four. 
Dr.  Genova  received  his  medical  degree  from  the 
University  of  Palermo  in  1921. 


Indecision  is  a very  near  relative  of  unhappiness. — Stanley  Mills 
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{The  following  books  were  received  during  the  month  of  May,  1961) 


Symptom  Diagnosis.  Bj'  Wallace  Mason  \’ater, 
M.D.,  and  William  Francis  Oliver,  M.D.  Fifth 
edition.  Octavo  of  1,035  pages.  New  York, 
Appleton-Century-Crofts,  Inc.,  1961.  Cloth,  $15. 

Management  of  Obstetric  Difficulties.  Revised 
by  J.  Robert  Willson,  M.D.  Sixth  edition.  Octavo 
of  687  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1961.  Cloth,  $16.50. 

Henry  Ford  Hospital  International  Symposium: 
Blood  Platelets.  Edited  by  Shirley  A.  Johnson, 
Ph.D.,  Raymond  W.  Monto,  M.D.,  John  W. 
Rebuck,  M.D.,  and  Robert  C.  Horn,  Jr.,  M.D. 
Octavo  of  732  pages,  illustrated.  Boston,  Little, 
Brown  and  Company,  1961.  Cloth,  $18.50. 

Progress  in  Clinical  Surgery.  Edited  by  Rodney 
Smith,  M.S.  Series  II.  Octavo  of  327  pages, 
illustrated.  Boston,  Little,  Brown  and  Company, 
1961.  Cloth,  $11.50. 

Principles  of  Dynamic  Psychiatry.  By  Jules  11. 
Masserman,  M.D.  Second  edition.  Octavo  of 
332  pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1961.  Cloth,  $8.00. 

Symposium:  Visual  Problems  of  Color.  Two 

volumes.  Octavo,  illustrated.  New  York,  Chemi- 
cal Publishing  Company,  Inc.,  1961.  Cloth, 
$8.50  each. 

Coronary  Vasodilators.  By  R.  Charlier.  Octavo 
of  208  pages,  illustrated.  New  York,  Pergamon 
Press,  1961.  (International  Series  of  Monographs 
on  Pure  and  Applied  Biology)  Cloth,  $8.50. 

Somatic  Treatments  in  Psychiatry.  By  Lothar 
B.  Kalinowsky,  M.D.,  and  Paul  H.  Hoch,  M.D. 
Octavo  of  413  pages.  New  York,  Grune  & Strat- 
ton, 1961.  Cloth,  $9.50. 

Psychoanalysis  and  Social  Process.  Edited  by 
Jules  H.  Masserman,  M.D.  Octavo  of  196  pages, 
illustrated.  New  York,  Grune  & Stratton,  1961. 
(Science  and  Psychoanalysis.  Volume  IV)  Cloth, 
$6.75. 

Classics  in  Psychology.  Edited  by  Thorne 
Shipley.  Octavo  of  1,342  pages,  illustrated.  New 
York,  Philosophical  Library,  1961.  Cloth,  $20. 

Annual  Review  of  Medicine.  David  A.  Rytand, 
Editor,  and  Wiliam  P.  Creger,  Associate  Editor. 


Volume  12.  Octavo  of  455  pages,  ilhistraled. 
Palo  Alto,  California,  Annual  Reviews,  Inc.,  1961. 
Cloth,  $7.00. 

The  Myth  of  Mental  Illness.  By  Thomas  S. 
Szasz,  M.D.  Octavo  of  337  pages.  New  York, 
Paul  B.Hoeber,  Inc.,  1961.  Cloth,  $7.50. 

Functional  Behavior  of  the  Microcirculation. 
By  Benjamin  W.  Zweifach,  Ph.D.  Octavo  of  149 
pages,  illustrated.  Springheld,  Charles  C Thomas, 
1961.  (American  Lecture  Series)  Cloth,  $7.00. 

Elementary  Human  Physiology.  By  Terence 
A.  Rogers,  Ph.D.  Octavo  of  417  pages,  illustrated. 
New  York,  John  Wiley  «&  Sons,  Inc.,  1961.  Cloth, 
.$6.50. 

Systematic  Observation  of  Gross  Human  Be- 
havior. By  G.  R.  Pascal  and  W.  O.  Jenkins. 
Octavo  of  126  pages.  New  York,  Grune  & Strat- 
ton, 1961.  Cloth,  .$4.75. 

A Prelude  to  Medical  History.  By  Felix  Marti- 
Ibanez,  M.D.  Octavo  of  252  pages.  New  York, 
MD  Publications,  Inc.,  1961.  Cloth,  $5.75. 

House  of  Healing:  The  Story  of  the  Hospital. 
By  Mary  Risley.  Octavo  of  288  pages,  illustrated. 
Garden  City,  New  York,  Doubleday  & Company, 
Inc.,  1961.  Cloth,  $4.50. 

Mental  Health  in  the  United  States:  A Fifty- 

Year  History.  By  Nina  Ridenour,  Ph.D.  Octavo 
of  146  pages.  Cambridge,  Harvard  University 
Press,  1961.  Cloth,  $3.50. 

Essential  Hypertension.  An  International  Sym- 
posiiun.  Edited  by  K.  D.  Bock  and  P.  T.  Cottier. 
Octavo  of  392  pages,  illustrated.  Berlin,  Springer, 
1960.  Cloth. 

Rehabilitation  and  World  Peace.  Edited  by 
Eugene  J.  Taylor.  Proceedings  of  the  Eighth 
World  Congress  of  the  International  Society  for  the 
Welfare  of  Cripples  held  in  New  York,  New  York, 
August  28th  to  September  2nd,  1960.  Sextodecimo 
of  433  pages.  New  York,  International  Society  for 
Rehabilitation  of  the  Disabled,  1961.  Paper, 
$2.00. 

Peter  and  Caroline.  A Child  Asks  about  Child- 
birth and  Sex.  By  Stan  Hegeler.  Octavo  of  34 
pages,  illustrated.  New  York,  Abelard-Schuman, 
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1961.  Cloth,  $2.00. 

The  Family  Handbook  of  Home  Nursing  and 
Medical  Care.  By  I.  J.  Rossman,  M.D.,  and  Doris 
R.  Schwartz,  R.N.  Duodecimo  of  518  pages, 
illustrated.  Garden  City,  New  York,  Doubleday 


& Company,  Inc.,  1958.  Paper,  $1.45. 

The  Changing  Years.  By  Madeline  Graj-, 
New,  Revised  Edition.  Duodecimo  of  273  pages. 
Garden  City,  New  York,  Doubleday  & Company, 
Inc.,  1958.  Paper,  95  cents. 


ANNUAL  CONVENTION 

Medical  Society  of  the  State  of  New  York 
Statler  Hilton,  New  York  City 
May  14  to  18,  1962 

PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York,  May  14 
to  18,  1962,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay- 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  residents 
of  New  York  State. 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is  sub- 
mitted, and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1, 1962,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
750  Third  Avenue,  New  York  17,  New  York. 

Alfbed  a.  Angrist,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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Outline  of  Pathology.  By  John  H.  Manhold, 
Jr.,  D.M.D.,  and  Theodore  E.  Bolden,  D.D.S. 
Duodecimo  of  340  pages.  Philadelphia,  W.  B. 
Saunders  Company,  1960.  Plastic,  .$4.75. 

The  authors  have  accomplished  their  primary 
intent  to  present  a complete  outline  of  pathology. 
The  format  lends  itself  to  a rapid  reference  system 
which  permits  arriving  at  a definite  diagnosis. 
Further  clarification  admittedly  must  be  sought  for 
in  other  standard  texts. 

The  book  is  divided  into  two  parts  for  additional 
simplicity  and  clarity.  Part  I deals  with  the 
basic  pathologic  processes  which  are  concisely 
explained.  Part  II  considers  the  pathology  of  the 
various  systems  and  organs  with  explanations  and 
descriptions  confined  to  one  to  two  sentences. 

Students  can  utilize  this  book  to  good  advantage 
as  a basis  of  study  while  the  graduate  can  refer  to  it 
as  a “recall  instrument.”  It  eliminates  the  lengthy 
and  time-consuming  descriptions  found  in  standard 
pathology  books. — Andrew  F.  Catania 

Clinical  Obstetrics  and  Gynecology,  Volume  3, 
Number  3.  September,  1960.  Bleeding  and  Hem- 
orrhage in  Late  Pregnancy.  Edited  by  R.  Gordon 
Douglas,  M.D.  Special  Articles.  Frigidity.  By 
Edward  C.  Mann,  M.D.  The  Obstetric  Forceps. 
Puerperal  Fever.  Gynecology  Becomes  a Surgical 
Specialty.  By  Harold  Speert,  M.D.  Octavo  of 
358  pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
Inc.,  1960.  Published  quarterly  (four  numbers  a 
year).  Cloth,  $18.  per  year. 

This  small  volume  is  edited  by  R.  Gordon  Douglas, 
professor  of  gynecology  and  obstetrics  at  Cornell 
Medical  College,  who  has  contributed  only  a small 
portion  of  its  content  but  has  collected,  compiled, 
and  correlated  the  experience  and  opinions  of 
leaders  in  the  fields  in  which  he  considers  them  most 
highly  qualified.  It  is  essentially  a collection  of 
essays  and  short  monographs.  By  far  the  greater 
part  is  devoted  to  hemorrhage  in  the  last  trimester 
of  pregnancy,  the  importance  of  which  the  late 
Charles  A.  Gordon,  M.D.,  was  one  of  the  first  to  so 
emphatically  point  out  in  his  maternal  mortality 
conferences  of  the  Medical  Society  of  the  County 
of  Kings.  To  this  section  there  are  16  contributors, 
all  of  whom  are  currently  in  active  practice  and  who 
are  from  all  sections  of  the  country. 

Though  one  may  not  agree  with  all  the  psychic 
and  psychiatric  implications  of  the  section  on 


“Frigidity”  by  Edward  C.  Mann,  M.D.,  of  Cornell,  it 
must  be  conceded  that  it  is  presented  in  a thorough, 
clear,  and  convincing  manner  and  is  exceedingly 
well  written. 

The  historical  essay  on  obstetric  forceps,  puerperal 
fever,  and  gynecology  becomes  a surgical  specialty 
are  exactly  what  their  titles  imply.  They  are  of 
entirely  historical  interest  and  are  replete  with 
incidences  and  experiences  of  our  early  obstetricians 
and  gynecologists  which  are  not  only  interesting 
but  at  times  “hair-raising.” 

This  is  an  interesting  and  informative  little 
volume  which  can  be  read  with  profit  by  all. — 
J.  Thornton  Wallace 

Electron  Microscopy  of  the  Cardiovascular  Sys- 
tem. By  Bruno  Kisch,  M.D.  Revised  and  en- 
larged English  edition.  Octavo  of  180  pages, 
illustrated.  Springfield,  111.,  Charles  C Thomas, 
1960.  Cloth,  $7.50. 

This  volume  is  a statement  of  the  present  state 
of  our  knowledge  of  the  ultimate  histologj’  of  the 
heart  as  revealed  by  the  electron  microscope.  In 
it  are  described  the  general  structure  of  a heart 
muscle  fiber  and  each  of  its  component  parts; 
sarcolem,  myofibrils,  protofibrils,  transverse  stria- 
tions,  sarcosomes,  and  intercalated  discs.  The 
illustrations  derived  from  electron  microscope 
photographs  are  excellent  and  the  text  gives  the 
reader  a conservative  statement  of  what  is  known  of 
the  structures  described.  Where  possible  state- 
ments are  made  regarding  physiologic  function. 
The  sarcosomes  are  thought  to  be  connected  with 
enzymatic  action.  The  capillaries  and  their  endo- 
thelial cells  are  beautifully  pictured.  Cardiac 
nerves  are  also  described  and  their  unusually  close 
relationship  to  capillaries  is  noted  suggesting  the 
mechanism  of  the  transmission  of  heart  pain  result- 
ing from  ischemia.  The  axones  composing  the 
nerve  fiber  are  clearly  shown.  In  the  past  axones 
have  been  thought  to  branch  but  the  electron 
microscope  fails  to  show  this.  Therefore  the  clas- 
sical concept  of  the  axone  reflex  may  have  to  be  re- 
vised. 

This  book  is  recommended  for  those  interested 
in  the  ultimate  structure  of  the  heart  and  its  relation 
to  physiology. — Edwin  P.  Maynard,  Jr. 

Advances  in  Internal  Medicine.  Volume  X. 
Edited  by  William  Dock,  M.D.,  and  I.  Snapper, 
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M.D.  Octavo  of  390  pages,  illustrated.  Chicago, 
The  Year  Book  Publishers,  Inc.,  1960.  Cloth, 
$10.50. 

This  volume  is  a fitting  successor  to  its  pred- 
ecessors. There  are  articles  on  surgical  treatment 
of  congenital  and  acquired  heart  disease,  on  newer 
diagnostic  technics  in  congenital  heart  disease, 
endocrine  factors  in  peptic  ulcer,  malabsorption 
syndrome,  photocardiography,  the  curable  hyper- 
tensions, Cushing’s  syndrome,  the  control  of 
ervthropoiesis,  bronchiolo-alveolar  carcinoma.  The 
article  by  Grob  on  the  curable  forms  of  hypertension 
and  that  by  Liebowon  bronchioloalveolar  carcinoma 
are  particularly  interesting.  In  a curious  reversal 
of  the  usual  order  of  things,  the  two  contributions 
from  England  are  dully  and  unentertainingly  written 
in  contrast  to  most  of  the  American  contributions. — 
Milton  Plotz 

Communicable  and  Infectious  Diseases.  By 
Franklin  H.  Top,  M.D.  Fourth  edition.  Octavo 
of  812  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1960.  Cloth,  .$20. 

This  book  is  recommended  as  a reliable  reference 
and  textbook  for  all  who  are  interested  in  obtaining 
information  concerning  communicable  diseases. 

Fifty-five  common  communicable  diseases — bac- 
terial, rickettsial,  viral,  mycotic,  and  protozoal,  are 
analyzed  under  the  accepted  headings.  Nineteen 
physicians,  each  an  expert  in  his  field,  and  two 
graduate,  licensed  nurses  versed  in  the  care  of 
patients  suffering  from  communicable  diseases  have 
collaborated  to  render  this  edition  authoritative  and 
up  to  date.  The  order  of  consideration  followed  is 
that  of  the  portal  of  entry  of  the  infection. 

The  exposition  is  crisp,  clear,  concise,  and  reason- 
ably comprehensive.  Controversial  material  is 
mentioned  as  such  and  evaluated  according  to  its 
importance  at  this  moment. 

The  index  is  sufficiently  detailed.  A glossary  is 
included  to  provide  help  toward  understanding  the 
text,  probably  for  student  nurses  and  lay  candidates 
for  public  health  positions. 

The  usual  table  summarizing  incubation,  quaran- 
tine, and  isolation  periods  together  with  methods  of 
environmental  control  is  found  in  an  appendix. 

The  illustrations  are  well  chosen  and  helpful. 
One,  an  illustration  of  the  rose  spots  of  typhoid 
fever,  however,  is  so  unusually  extreme  that  it 
would  be  liable  to  mislead  a neophyte  searching  for 
such  a rash  in  a victim  of  this  disease.  However, 
this  is  the  only  defect  observable  in  a complete 
perusal  of  this  excellent  textbook.  Congratula- 
tions to  the  author. — Kenneth  G.  Jennings 

Psychopharmacology  Frontiers.  Proceedings  of 
the  Psychopharmacology  Symposium  of  the  Second 


International  Congress  of  Psychiatry.  Edited  by 
Nathan  S.  Kline,  M.D.  Octavo  of  533  pages, 
illustrated.  Boston,  Little,  Brown  & Co.,  1959. 
Cloth,  $10. 

This  symposium  contains  contributions  from 
nearly  100  psychiatrists,  pharmacologists,  bio- 
chemists, neurologists,  psychologists,  and  others 
concerned  with  psychopharmacology  who  sum- 
marized their  work  and  described  their  findings  in  a 
1957-meeting  held  at  Zurich,  Switzerland.  The 
publication  of  this  book  enabk^s  us  to  trace  the  de- 
velopment of  this  relatively  new  field  of  psychiatric 
endeavor.  As  a study  in  creative  thinking  and 
collaboration  on  the  forefront  of  the  boundarj'  of 
ignorance  in  man’s  campaign  against  mental  dis- 
order, this  volume  is  an  illuminating  contribution. 
The  factual  data  is  impressive.  The  methodologj" 
described  is  more  important  to  those  who  are  them- 
selves doing  research  in  this  field. — Edward  F. 
False Y 


Cardiac  Emergencies  and  Related  Disorders. 
By  Harold  D.  Levine,  M.D.  Octavo  of  381  pages, 
illustrated.  New  York,  Landsberger  Medical 
Books,  Inc.,  1960.  Cloth,  $12. 

The  author  has  written  a very  excellent  treatise 
on  the  management  of  cardiac  emergencies  but  he 
has  broadened  the  definition  of  emergencies  to  in- 
clude many  serious  situations  that  have  not  been 
sudden  in  onset  or  immediately  life  threatening,  i.e. 
angina  pectoris,  acute  mj'ocardial  infarction,  re- 
fractory congestive  heart  failure,  and  the  parox- 
ysmal tachycardias.  We  will  not  quarrel  with  the 
title  of  the  book  because  the  material  is  presented 
in  a very  sound  manner.  The  volume  can  be  used 
as  a quick  reference  for  what  to  do  for  this  or  that 
cardiac  condition  but  also  has  useful  information  on 
differential  diagnosis.  The  chapter  on  unusual  and 
noncardiac  causes  of  chest  pain  is  very  good.  This 
reviewer  is  glad  to  see  that  the  author  does  not 
recommend  open  chest  cardiac  resuscitation  for 
patients  who  have  died  outside  of  a hospital  when 
acute  myocardial  infarction  or  pulmonary  embolism 
is  obvious.  “It  could  become  a ghastly  ritual  and 
place  the  whole  rationale  and  practice  of  this  proce- 
dure into  disrepute.” 

The  book  is  highly  recommended  as  a ready 
reference  and  sound  guide  to  management. — Edwin 
P.  Maynard,  Jr. 


The  Medical  Clinics  of  North  America.  Peter 
Bent  Brigham  Hospital  Number.  September,  1960. 
New  Applications  of  Basic  Science  in  Effective 
Treatment.  Octavo.  Philadelphia,  W.  B.  Saun- 
ders Company,  1960.  Published  bi-monthly  (six 
numbers  a year).  Coth,  $18'net;  paper,  $15  net. 
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This  issue  of  the  “Medical  Clinics  of  North 
America”  is  devoted  to  a symposium  from  the 
Peter  Bent  Brigham  Hospital  on  new  applications 
of  “Basic  Science  in  Effective  Treatment.”  As 
might  be  expected,  this  contribution  from  one  of 
America’s  greatest  medical  centers  is  thor- 
oughly distinguished.  This  reviewer  found  the 
article  by  Gorlin  and  his  associates  on  the  coronary 
circulation  and  that  by  Franklin  on  the  heart  in 
pregnancy  especially  outstanding  but  all  are  worth 
reading  and  having. — Milton  Plotz 

Surgical  Treatment  of  Trauma.  Edited  by 
Preston  A.  Wade,  M.D.  Octavo  of  779  pages, 
illustrated.  New  A"ork,  Grime  & Stratton,  1960. 
Cloth,  $26.50. 

This  volume  is  a compilation  of  the  lectures  de- 
livered in  the  annual  postgraduate  course  on 
“Fractures  and  Other  Trauma”  given  at  Cornell 
under  the  guidance  of  Dr.  Wade. 

It  represents  a review  of  current  methods  of 
management  of  trauma.  Each  subject  is  well 
covered  and  is  authoritative.  This  book  represents 
the  clinical  approach  to  trauma. 

The  book  is  well  printed  and  profusely  illustrated. 
Actual  photographs  of  x-rays  are  presented. 
These  are  quite  sharp  and  illustrate  their  points 
well.  Each  lecture  is  followed  by  authoritative 
references. 

The  hook  is  recommended. — Alan  A.  Kane 

Diabetes,  with  a Chapter  on  Hypoglycemia. 
Edited  by  Robert  H.  Williams,  M.D.  Octavo  of 
j 793  pages,  illustrated.  New  A"ork,  Paul  B.  Hoeber, 
Inc.,  Medical  Division  of  Harper  Brothers,  1960. 

! Cloth,  $20. 

This  book  is  of  particular  value  to  the  student  of 
diabetes  as  well  as  to  one  needing  specific  and  au- 
thoritative information  on  any  phase  of  diabetes  be  it 
theoretical,  statistical,  or  dealing  with  therapy. 

I Each  of  the  54  authors  has  had  a long  experience 
I about  the  subject  he  has  chosen  to  write.  These  ex- 
periences are  well  documented. 

This  is  not  a book  to  be  read  from  cover  to  cover, 
its  best  place  is  as  a reference. 

Unfortunately  it  is  not  very  portable  because  of 
weight.  The  gloss  of  the  pages  in  spite  of  its  ex- 
cellent printing  and  format  makes  reading  hard  and 
tiresome.  For  the  student  there  are  excellent  refer- 
ences. The  specialized  practitioner  can  best  ap- 
preciate this  book. — Samuel  G.  Slo-Bodkin 

Procedures  in  Vascular  Surgery.  By  Richard 
Warren,  M.D.  Quarto  of  211  pages,  illustrated. 
Boston,  Little,  Brown  and  Company,  1960.  Cloth, 
$12. 


The  author  is  clinical  professor  of  surgeiy  at 
Harvard  Medical  School  and  is  qualified  to  lend  his 
name  to  the  subject  presented.  He  attempts  in  a 
practical  way  to  outline  the  more  common  and 
newer  types  of  vascular  surgical  procedures  of  the 
present  day.  The  copious  use  of  diagrams  and 
sketches  makes  this  a “must”  as  a ready  reference 
book  in  the  hospital  for  quick  use  by  its  resident 
staff  and  attendants. 

Surgery  of  the  aorta,  peripheral  arteries,  and 
cerebral  vessels  is  illustrated  with  an  accompanying 
opposite  page  in  outline  form  for  brevity.  Also 
given  are  definite  procedures  in  peripheral  venous 
disorders  and  sympathectomies.  Although  not  all 
types  of  amputations  are  given,  a definitive  type  is 
chosen  for  each  particular  level  and  for  the  im- 
mediate emergency  at  hand. 

At  last,  a newer  type  of  ready  reference  book  is 
presented  by  a well-qualified  author  in  concise  out- 
line form  using  clear  illustrations,  thus  saving  the 
reader  much  time  in  perusing  pages  and  pages  of 
numerous  words. — llufui  L.  Murphy 

Oral  Pathology.  By  Kurt  II.  Thoma,  D.M.D., 
and  Henry  M.  Goldman,  D.M.D.  Fifth  edition. 
Quarto  of  1,523  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1960.  Cloth,  .$27.50. 

This  book  undoubtedly  remains  the  ultimate  in 
its  specific  field  for  the  dental  student,  graduate, 
and  clinician.  It  deals  with  the  anomalies  and 
pathology  of  the  teeth,  jaws,  oral  mucosa,  and  all 
the  systemic  pathology  affecting  these  structures. 
It  not  only  covers  the  histologic  study  of  oral  disease 
but  also  correlates  the  microscopy  with  the  roentgen 
and  clinical  findings,  thereby  demonstrating  the 
value  of  pathology  as  a vital  part  of  the  clinical  pic- 
ture. It  visualizes  disease  from  its  inception  to  its 
termination  including  the  typical  and  variant 
characteristics.  The  contributions  of  Dr.  Goldman 
have  further  improved  the  book. 

This  book  will  be  of  particular  interest  to  all 
dentists  or  physicians  engaged  in  general  or  specialty 
practice. — Andrew  F.  Catania 

The  Year  Book  of  Endocrinology.  1959-1960 
Series.  Edited  by  Gilbert  S.  Gordan,  M.D. 
Duodecimo  of  384  pages,  illustrated.  Chicago, 
The  A'ear  Book  Publishers,  1960.  Cloth,  $8.00. 

The  science  of  endocrinology  improves  and  so  does 
this  issue  of  the  Year  Book.  Resumes  of  the  sig- 
nificant contributions  to  the  literature,  careful  selec- 
tion of  articles,  and  clear,  concise  choice  of  figures 
and  illustrations  make  this  issue  a worthy  book  for 
those  interested  in  the  field. — Bernard  Seligman 

Fimdamentals  of  Chest  Roentgenology.  By 
Benjamin  Felson,  M.D.  Quarto  of  301  pages. 
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illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1960.  Cloth,  $10. 

This  volume  is  a truly  excellent  exposition  of  basic 
x-ray  principles  of  chest  diagnosis.  The  author  de- 
velops a group  of  diagnostic  criteria  which  can  and 
must  be  used  whenever  a logical  analysis  of  a chest 
61m  is  to  be  made.  All  of  the  intrathoracic  struc- 
tures are  discussed  in  detail. 

An  unusual  feature  of  the  book  is  a chapter  re- 
viewing all  specihc  hndings  and  impressions  of  a 
group  of  18,000  normal  chest  roentgenograms. 

There  are  few  wasted  words;  the  illustrations  are 
good.  This  book  is  a credit  to  its  distinguished 
author. — E.  Mendelson 

Medical  and  Biological  Research  in  Israel.  Ed- 
ited by  Moshe  Prywes.  Octavo  of  562  pages,  il- 
lustrated. Jerusalem,  The  Hebrew  University  of 
Jerusalem,  1960.  Cloth,  $8.00. 

This  remarkable  volume,  compiled  under  the 
supervision  of  Dr.  Prywes  of  the  Hebrew  Univer- 
sity of  Jerusalem,  will  introduce  the  English-speak- 
ing reader  to  the  extraordinary  achievements  in  the 
6elds  of  biologic  and  medical  research  now  being 
carried  on  in  Israel.  The  extraordinarily  high 
caliber  of  the  research  being  carried  on  in  this  small 
and  economically  distressed  country  is  almost  be- 
yond belief  and  certainly  bejmnd  praise.  Every 
physician  and  every  biologist  will  Hnd  matter  of  the 
greatest  interest  in  this  highly  recommended  book. — 
Milton  Plotz 

Introduction  of  Colposcopy.  By  Karl  A.  Bolten, 
M.D.  Quarto  of  76  pages,  illustrated.  New  York, 
Grune  & Stratton,  1960.  Cloth,  $7.75. 

Although  the  colposcope  was  introduced  by  Hinsel- 
mann  in  1925,  it  was  never  received  with  any  great 
enthusiasm  in  the  United  States.  In  many  large 
gynecologic  clinics  in  Europe  this  instrument  is 
used  routinely  in  the  study  of  the  cervix.  The 
author  is  well  qualiBed  to  write  on  this  subject.  His 
broad  experience  is  based  on  the  use  of  the  colpo- 
scope in  many  European  as  well  as  American  clinics. 
And  to  Dr.  Bolton  much  credit  is  due  for  his  efforts 
to  stimulate  interest  in  this  instrument. 

In  his  foreword  Dr.  Meigs  emphasizes  the  fact 
that  the  colposcope  should  be  used  in  conjunction 
with  the  “Pap”  smear.  The  big  advantage  of  the 
colposcope  is  that  upon  enlarging  the  cervix  10  to  20 
times,  one  is  able  to  pinpoint  the  abnormal  areas  of 
cervical  epithelium.  Biopsies  may  then  be  taken 
with  accuracy. 

This  book  is  an  introduction  to  the  method  of 
coljioscopy  and  to  the  technics  in  the  use  of  the 
colposcope.  It  is  profusely  illustrated  with  dia- 
grams and  photographs,  many  of  them  in  beautiful 
color.  Actual  color  photographs  through  the  colpo- 


scope show  many  abnormalities  of  the  cervix. 

This  small  monograph  is  excellent  and  should  be 
read  by  all  gynecologists. — John  M.  Tortoba 

A System  of  Medical  Hypnosis.  By  Ainslie 
Meares,  M.D.  Octavo  of  484  pages.  Philadelphia, 
W.  B.  Saunders  Company,  1960.  Cloth,  $10. 

The  author  is  a practicing  Australian  psychiatrist 
whose  special  interests  over  the  years  have  involved 
the  study  and  utilization  of  hypnosis  within  the 
framework  of  medical  care.  Dr.  Meares’  contri- 
butions in  this  specialized  area  have  been  numerous 
and  important.  With  this  volume  he  satis6es  a 
need  which  has  been  apparent  ever  since  hypnosis 
was  6rst  construed  as  a therapeutic  modality, 
namely,  the  production  of  a volume  which  may  ap- 
propriately be  classi6ed  as  a textbook. 

The  author  has  not  attempted  to  review  the  litera- 
ture and  compile  generalizations,  but  rather  he  has 
given  a precise  and  careful  description  of  his  own 
experience  and  practice.  In  a readable  and  sensi- 
tive manner  he  has  detailed  not  only  how  he  ac- 
complishes his  results  but  more  important,  why  he 
has  accomplished  them. 

There  is  a comprehensive  correlation  between  the 
theoretical  psychodynamic  concepts  of  hypnosis 
and  the  practical  technics  involved  in  dealing  with 
patients.  Careful  and  concise  methods  of  induction 
are  explained,  not  however,  as  pat  technic  but  rather 
within  the  total  experience  of  treatment  of  the  in- 
dividual patient. 

Dr.  Meares  carefully  reviews  suggestive  therapy 
in  all  of  its  phases.  There  is  a ffne  chapter  on  the 
management  of  cases  involving  not  only  the  patient 
but  his  relatives  and  the  referring  physician  as  well. 
The  chapter  on  hypnoanalysis  is  illuminating  as  is  the 
clearly  delineated  chapter  on  the  utilization  of 
hypnosis  in  general  medicine. 

This  book  is  appealing  to  all  physicians  who  either 
contemplate  beginning  hypnotherapy  or  who  are 
already  involved  in  such  treatment  spheres.  The 
novice  will  become  properly  oriented  and  launched 
in  his  practice  and  the  experienced  therapist  will  be 
stimulated  to  re-evaluate  his  own  concepts  and 
rationale  of  therapy. 

This  book  is  a real  contribution  and  is  highly 
recommended. — George  Wallace 

Rose  andl'^Carless  Manual  of  Surgery.  Sir 
Cecil  Wakeley,  C.B.,  consulting  editor.  Nine- 
teenth edition.  Octavo  of  1,389  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1960.  Cloth,  $15. 

Harmer  and  Taylor,  with  the  consultative  efforts 
of  Sir  Cecil  Wakeley,  have  produced  a 6ne  revision 
of  the  old,  standard  Rose  and  Carless  textbook. 
The  new  volume  is  titled  “Manual  of  Surgery”  and 
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if  it  is  reviewed  in  this  light,  is  an  acceptable  manual. 
It  attempts  to  cover  the  entire  field  of  surgery,  in- 
cluding all  the  surgical  specialties  in  1,300  pages. 
Perforce  each  field  is  covered  rather  scantily;  for 
example,  there  are  only  20  pages  devoted  to  pe- 
ripheral vascular  disease  and  about  12  pages  on 
cardiac  surgery.  This  sort  of  coverage  limits  the 
usefulness  of  the  volume.  Practitioners  and 
graduate  students  in  surgery  will  find  little  or  no  use 
for  the  “Manual  of  Surgery”  as  a reference.  Spread 
too  thin  to  be  useful  as  a text  for  students,  it  may 
serve  as  a means  of  quick  review  in  this  era  of 
I.B.M.  examinations  in  surgery.  The  lack  of  any 
bibliography  was  keenly  felt  by  your  reviewer. 

The  volume  is  well  written,  as  are  most  of  the 
publications  from  England.  Illustrations,  both 
clinical  and  schematic,  are  adequate  in  num- 
ber and  of  good  quality.  I would  not  anticipate 
wide  usage  of  this  textbook  in  this  country. — 
Phillip  E.  Lear 

A Syllabus  of  Laboratory  Examinations  in  Clin- 
ical Diagnosis.  Edited  by  Lot  B.  Page,  M.D.,  and 
Perry  J.  Culver,  M.D.  Revised  edition.  Quarto 
of  580  pages,  illustrated.  Cambridge,  Harvard 
University  Press,  1960.  Cloth,  $12.50. 

This  syllabus  offers  a medium  which  will  serve 
the  needs  of  medical  technicians  and  physicians. 

The  33  contributors  are  all  eminent  authorities  in 
their  particular  areas  of  medicine. 

The  subjects  under  discussion  cover  the  entire 
gamut  of  physiologic  measurements,  criteria,  and 
tests  which  help  to  determine  the  status  of  the  every- 
day life  of  the  patient.  This  volume  is  highly  rec- 
ommended.— Maurice  Morrison 

Trauma.  By  Harrison  L.  McLaughlin,  M.D. 
Quarto  of  784  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1959.  Cloth,  $18. 

A very  instructive  text  has  been  compiled  with 
regard  to  the  various  aspects  of  trauma  not  only 
from  a bony  but  also  from  a soft  tissue  standpoint. 
The  material  is  presented  in  a didactic  manner  which 
is  readily  absorbed  and  yet  brief  in  its  presentation. 

The  schematic  representations  for  closed  reduc- 
tion methods  are  excellent.  The  discussions  of 
various  methods  of  treatment  are  exceedingly  in- 
structive and  this  phase  of  the  text  certainly  be- 
speaks for  its  excellence.  Dr.  McLaughlin  has  had 
a large  experience  in  the  treatment  of  traumatic 
problems  and  this  fact  enhances  the  value  of  his 
text. — Herbert  C.  Fett,  Jr. 

Importance  of  the  Vitreous  Body  in  Retina  Sur- 
gery with  Special  Emphasis  on  Reoperations. 
Edited  by  Charles  L.  Schepens,  M.D.  Second  Con- 

I August  15, 1961 


ference  of  the  Retina  Foundation,  May  30  and  31, 
1958.  Octavo  of  226  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1960.  Cloth,  .$15. 

This  is  a record  of  papers  and  discussions  pre 
sented  at  the  Second  Conference  of  the  Retina 
Foundation  in  May,  1958.  Eminent  authorities 
from  this  countr}'  and  abroad  participated.  In- 
cluded are  a complete  review  of  the  established 
concepts  of  retinal  detachment  and  some  new 
thoughts  from  the  pathologic,  physiologic,  and  thera- 
peutic viewpoints.  It  covers  slit-lamp  observations 
of  the  vitreous  (Professor  Hruby)  and  ophthal- 
moscopic observations  of  the  vitreous  (Dr.  Schepens), 
as  well  as  all  the  methods  of  therapy  in  common 
usage  in  the  United  States  including  scleral  resec- 
tion, scleral  buckling,  and  vitreous  implants  all 
shown  in  diagrams.  In  addition.  Professor  Custodis 
of  Duesseldorf  explains  his  apparently  very  success- 
ful technic,  not  well  known  in  this  countr}',  of  di- 
athermy and  scleral  buckling  by  use  of  an  elastic 
Polyviol  implant  without  sclerectomy  and  without 
drainage  of  the  subretinal  fluid.  This  excellent 
volume  fills  a void  as  there  has  been  no  previous 
book  in  English  within  recent  years  on  the  subject 
of  retinal  detachment. — Jesse  M.  Levitt 

Ciba  Foundation  Symposium  on  Cellular  Aspects 
of  Immunity.  Editors  for  the  Ciba  Foundation, 

G.  E.  W.  Wolstenholme,  M.B.,  and  Maeve 
O’Connor,  B.A.  With  117  illustrations.  Octavo  of 
495  pages.  Boston,  Little,  Brown  and  Company, 
1960.  Cloth,  $10.50. 

This  excellent  treatise  is  the  culmination  of  the 
efforts  of  Macfarlane  Burnet,  Kourilsky,  Lederberg, 
Medawar,  M.  Seligmann,  et  al.  The  immunologic 
cell  rather  than  the  antibody  is  the  central  theme  of 
discussion.  The  earlier  papers  delineate  the  plasma 
cell  as  the  producer  of  classical  antibodies.  Com- 
mon hematologic  and  histologic  cells  are  differen- 
tiated. Intriguing  microscopic  studies  delineate 
phagocytosis  of  bacteria,  cells,  and  minerals  as  well 
as  secretion  of  antigen.  The  small  lymphocyte  is 
depicted  as  a nucleus  carrying  information.  Many 
other  interesting  features  are  aided  by  exemplary 
discussions  from  Americans;  viz.;  the  Harrises  of 
Philadelphia,  lymph  node  cell  transfer  in  relation  to 
antibody  formation;  Kunkel  of  Rockefeller  In- 
stitute, “autoantibodies”  in  systemic  lupus  erythem- 
atosus; H.  S.  Lawrence,  New  York  Univer- 
sity, is  particularly  praiseworthy  with  his  transfer 
factors;  Miescher,  New  York  University,  antigen 
antibody  action  on  thrombocytes,  and  erythrocytes; 

H.  T.  Smith,  Florida,  neonatal  response  of  human 
infants  to  active  immunization;  Waksman,  Boston, 
delayed  hypersensitive  reactions.  The  format,  the 
illustrations,  and  the  bibliography  all  make  this  book 
easier  to  comprehend  and  worthy  of  being  in  the  li- 
brary of  interested  individuals. — Ber.nard  Seligman 
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Demonstrations  of  Physical  Signs  in  Clinical 
Surgery.  By  Hamilton  Bailey,  F.R.C.S.  (Eng.)- 
Thirteenth  edition.  Octavo  of  928  pages,  illus- 
trated. Baltimore,  The  Williams  and  Wilkins 
Company,  1960.  Cloth,  $14.50. 

This  edition  has  been  expanded  to  868  pages  with 
a comprehensive  index.  The  outstanding  feature 
of  the  text  consists  of  the  illustrations  which  are 
prolific,  well  chosen,  and  very  informative.  Nu- 
merous clinical  conditions  or  syndromes  are  pre- 
sented, essential!}'  on  a regional  basis.  These  pre- 
sent a wealth  of  useful  data  which  will  prove  to  be 
rewarding  to  the  reader.  In  addition  numerous 
clinical  tests  are  shown  and  pitfalls  in  physical  diag- 
nosis warned  against. 

The  book  is  a tribute  to  the  vast  clinical  knowl- 
edge of  the  author.  Once  prepared  for  the  prac- 
ticing surgeon  its  scope  has  been  extended  so  that 
any  one  in  clinical  medicine  or  surgery  can  profit 
from  its  precise  information. 

Although  the  material  is  basicrally  of  surgical  in- 
terest it  is  so  only  in  a general  sense  and  would  pos- 
sibly be  as  important  to  the  general  physician. — 
William  Sheinfelu 

OflSce  Diagnosis.  By  Paul  Willamson,  M.D. 
Quarto  of  470  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1960.  Cloth,  $12.50. 

This  is  more  than  a reference  book;  it  is  good 
reading  material.  Although  it  provides  a good 
reference,  it  also  is  well  written  enough  to  enable 
one  to  continue  reading  just  for  the  interest  which  is 
stimulated  by  good  writing  and  organization. — 
Theodore  M.  Feinblatt 

Visual  Aids  in  Cardiologic  Diagnosis  and  Treat- 
ment. Edited  by  Arthur  M.  Master,  M.D.,  and 
Ephraim  Donoso,  M.D.  Quarto  of  216  pages,  il- 
lustrated. New  York,  Grune  & Stratton,  1960. 
Cloth,  $10. 

Progress  in  the  instrumental  investigation  of  the 
circulatory  system  has  been  so  rapid  that  even 
cardiologists,  attentive  to  advances  in  the  field,  may 
discover  wide  lacunae  in  their  knowledge.  The 
editors  of  this  volume,  under  the  sponsorship  of  the 
American  College  of  Chest  Physicians,  with  the 
aid  of  2.3  able  contributors,  have  made  a brave  and 
mostly  successful  effort  to  close  the  gap. 

There  are  sections,  for  example,  on  phonocardi- 
ography, dye  dilution  technics,  angiography,  vector 
analysis,  cardiography,  cardiac  catheterization, 
and  aortography.  A number  of  chapters  are  de- 
voted to  the  special  problems  of  cardiac  surgery. 

While  it  is  true  that  moat  of  the  information  pre- 
sented is  available  in  the  current  literature,  it  is 
widely  scattered  and  it  is  useful  to  have  it  gathered 


so  well  in  a single  slim  volume. — Milton  Plotz 

French’s  Index  of  Differential  Diagnosis.  Edited 
by  Arthur  H.  Douthwaite,  M.D.  Eighth  edition. 
Octavo  of  1,111  pages,  illustrated.  Baltimore,  The 
Williams  and  Wilkins  Company,  1960.  Cloth,  $24. 

This  is  a volume  which  should  be  of  great  aid  in 
general  diagnosis.  Since  the  list  of  the  discussions 
is  in  accordance  with  the  most  obvious  sign  or  symp- 
tom it  makes  for  ease  in  obtaining  some  aid  to  the 
differential  diagnosis.  Everyone  needs  suggestions 
from  time  to  time  not  only  as  to  how  to  proceed  but 
how  to  proceed  more  adequately.  This  book  pro- 
vides answers  of  the  type  most  often  required. 
Naturally  for  any  deeper  or  extended  discussion  a 
more  specific  text  would  be  required. — Theodore 
M.  Feinblatt 


Heritable  Disorders  of  Connective  Tissue.  By 
Victor  A.  McKvisick,  M.D.  Second  edition. 
(Quarto  of  333  pages,  illustrated.  St.  Louis,  The 
C.  V.  Mosby  Company,  1960.  Cloth,  $12. 

This  is  another  masterwork  by  one  with  a con- 
sistent capacity  to  create  them.  By  virtue  of  a 
unique  combination  of  special  skills  in  these  fields, 
the  author  has  achieved  a synthesis  of  genetic,  patho- 
logic, and  clinical  aspects  into  a scholarly  treatise 
on  the  major  heritable  disorders  of  connective  tissue. 
Appropriate  orientation  is  provided  in  early  sec- 
tions on  clinical  gcuietics  and  the  biology  of  connec- 
tive tissue.  Individual  chapters  on  the  Marfan 
Syndrome,  the  Ehlers-Danlos  sjTidrome,  Osteogene- 
sis Imperfecta,  Pseudoxanthoma  Elasticum,  and 
the  Hurler  Syndrome,  represent  (comprehensive, 
well-organized  reviews  of  these  conditions,  with 
basic  essentials  succinctly  summarized  at  the  end 
of  each.  Documentation  is  thorough,  evaluation  is 
searching,  and  the  best  of  the  literature  is  com- 
plemented by  a wealth  of  personal  experience. 
Numerous,  detailed  case  reports  combine  with  ex- 
cellent figures  and  illustrations  for  vivid  portraj'als 
that  make  enjoyable  as  well  as  easy  learning.  A 
final  chajiter  integrates  principal  current  concepts 
(concerning  these  selected  and  other  disorders  of 
connective  tissue,  lending  a functional,  over-all 
perspective  for  their  study  and  understanding.  A 
fine  index  and  an  exhaustive  bibliographj'  facilitate 
this  endeavor.  The  geneticist  desiring  a medical 
perspective,  and  the  pathologist  seeking  more 
clinical  information  will  find  this  book  helpful. 
However,  it  is  the  clinician  who  will  especiallj'  de- 
light in  and  profit  from  a fascinating  as  well  as 
authoritative  contribution  to  an  increasingly  im- 
portant area  of  applied  biology. — Robert  W. 
Hillman 
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Does  Your  Medical  Assiitant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-monthi  day  course  Includes  Intensive  Iralnins 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
end  medical  stenography  and  typing, 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 


MatuU  School 


854  W.  54  St— N Y C 
Circle  7-3434 
Licensed  by  the  State  of  New  York 


PINE  WOOD  g:-  [r*:  vender"  ! 

EST.  1030  Walter  A.  Thompson,  F.  A.P.A.,  Clinical  Orrecfor 

Westchester  County  Katonah,  N.  Y.  Tel:  Centra!  2-3155 
A psychiatric  liospitul.  otfcriiiK  indivitiua!  treatment.  Psy- 
choanalytically  oriented.  Pliarmacologioal  and  electro  thera- 
peutic methods.  Rate;  Commence  at  $125.00  per  week. 

N.  y.  City  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


ELMS 


A Modern 

Paychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problema 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  PaycAiefriif 
R.  Stuart  Dyer,  M.D.,  Atst.  Psychiatrist 
Donald  Boudreau,  M.D.,4tt(.  Psychiatrist 
658  West  Onondaga  Street 
SYRACUSE,  N.  Y. 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  18.55 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  oF  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


“/’m  (/ui/e  familiar  with  your  medical  book  . . . in 
fad  I^m  nsing  il 


WEST  HfLM. 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  saoitariuni  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientihcally  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  KingtbridgE  9-8440 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


FOR  GASTRO  INTESTINAL  DYSFUNCTION  AND 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


"Sedation  & Euphoria  for  Nervous, 
Irritable  Patients'* 


"A  modernized  method  of  preparing  Buroe's 
Solutior>  U.S.P.  XIV" 


EUCARBON® 


EJCh  t,Me(  containj:  Eilrict  of  Rhubarb, 
Scntij,  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  In  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative,  adsorbent 
and  carminative.  For  use  in  Indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  W hr.  after 
meals  — Supply:  Tins  of  100. 


VALERIANETSDISPERT® 


Each  Chocolate  Coated  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  O.OS  gm. 
dispergentized.  Tastless,  Odorless,  Non- 
Depressant,  Non-Habit  forming.  Indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  mollmena,  Insomnia. 


PRESTO-BORO® 


POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
es  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings,  inflamfflations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 
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PHYSICIANS  WANTED 


PRACTICES:  FOR  SALE  OR  RENT 


Adirondack  resort  community  desires  services  of  General 
Practicing  physician.  Beautiful  living  surroundings,  good 
sustaining  salary,  opportunity  for  service  to  several  neighbor- 
ing communities.  Write  Laura  Bird.  Town  Clerk,  inlet. 
New  York,  or  call  Eagle  Bay  3631  for  an  appointment. 


Positions  available  for  qualified  physicians  in  psychiatric 
and  medical  services  of  a 1700  bed  psychiatric  hospital 
located  in  New  York  State’s  beautiful  Finger  Lakes  area. 
Requirements;  licensure  in  any  state.  Age,  not  over  60. 
Salary  range:  $10,635 — $13,730  plus  15%  if  certified  by  an 
American  Specialty  Board.  Excellent  fringe  benefits.  Write; 
Manager.  VA  Hospital,  Canandaigua,  New  York. 


WANTED:  INTERNISTS  AND  PEDIATRI CIAN.  GEN 
ERAL  PRACTITIONERS  to  join  newly  formed  group. 
Clinical  building  just  completed.  Ultra  modern,  fully 
equipped.  Group  and  clinic  are  affiliated  with  and  adjoining 
an  80-bed  General  Hospital.  Excellent  remuneration  with 
permanency.  Contact  Administrator,  Elliott  General  Hos- 
pital. 13015  West  Chicago.  Detroit  28  Michigan. 


Services  of  doctor  needed  in  the  Phelps,  New  York  area. 
House  and  office  available.  Contact  the  Sec'y  of  the  Chamber 
of  Commerce. 


Generalist  to  take  over  old  established  practice  in  beautiful 
home-office  combination.  Compl.  equipped  and  furnished. 
Upstate,  N.  Y.,  Thru  way  exit.  Hospitals  nearby.  Health 
officer  and  school  physician  positions  available,  excellent 
income.  Price  $45,000.  Write  Box  391,  N.  Y.  St.  Jr.  Med. 


Physician  badly  needed  in  Town  of  Machias,  population  about 
1400,  plus  lake  resort  area  in  the  summer;  no  resident  physi- 
cian at  present;  good  opportunity.  Contact  A.  F.  Herman, 
Supervisor.  Machias.  New  York. 


Wanted;  completed  resident  in  Ophthalmology  and  Otolaryn- 
gology. SALARY;  $18,000  per  year,  with  vacations.  Eye 
muscle  and  cataract  surgery,  also:  Bronchoscopy.  NewYork 
State  license.  Write  Box  390,  N.  Y.  St.  Jr.  Med. 


Radiologist,  part  time  at  first,  to  join  clinical  laboratory  as 
diagnostic  center.  Morristown.  N.  J.  FR  7-2119. 


.Anesthesiolo^st — to  direct  and  take  charge  of  .Anesthesia 
Department  in  150  bed  general  hospital  with  approximately 
2900  major  and  minor  surgical  operations  per  year.  Wonder- 
ful opportunity  to  develop  and  enlarge  anesthesia  service. 
Financial  arrangements — fee  for  service  plus  guaranteed 
minimum.  Contact — Administrator,  Columbia  Memorial 
Hospital,  Hudson,  N.Y. 


IMMEDIATE  OPENING  for  part  or  full  time  physician  in 
125  bed  New  York  City  Psychiatric  Hospital.  New  York 
State  licensure  and  minimum  2 years  experience  required. 
Salary  commensurate  with  experience.  Write  particulars  to 
Box  398,  N.  Y.  St.  Jr.  Med. 


General  practice,  established  14  years,  active.  Home-office 
combination  in  Central  Hudson  Valley  Village.  Suitable  for 
solo  or  partners.  Terms  if  needed.  Box  339,  N.  Y.  St.  Jr. 
Med 


Doctor's  home-office  combination  with  good  active  general 
practice  near  hospital  75  miles  from  N.  Y.  City.  Will  in- 
troduce. Box  367,  N.  Y.  St.  Jr.  Med. 


New  York-Upstate;  modern  four  bedroom  home-office  com- 
bination, like  new;  established  practice,  includes  surgery; 
income  unlimited;  community  50,000;  two  hospitals;  will 
introduce.  $75,000;  leaving  for  Southern  climate.  Write 
Box  St.  394,  N.  Y.  Jr.  Med. 


Well-established  gen.  practice;  home-office  combination  in 
rapidly  growing  So.  Shore  L.I.  community.  Leaving  state, 
will  introduce.  Also  suit  obs.  and  peds.  P.O.  Box  205,  Baby- 
lon, N.Y. 


Office  and  apartment  suburban  Irondequoit — Titus  Avenue. 
One  year  old  construction;  central  heating  and  air-condi- 
tioning. Five  room  completely  equipped  suite — Lucrative 
practice.  Will  Sell.  Easy  terms  to  General  Practitioner. 
CaU  FI  2-1400. 


Large  general  practice,  home-office  combination,  2 hospitals, 
Kingston,  for  sale  early  part  1962.  Write  Box  396,  N.  Y. 
St.  Jr.  Med. 


PRACTICE  FOR  SALE:  Home-office  combination,  50 

miles  from  New  York  City,  with  fully  equipped  office.  21 
year  active  General  Practice.  Hospitals  nearby.  Terms  if 
needed.  Phone  EN  2-6015  New  York  City  or  write  Box  399, 
N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE:  NYC,  YorkvUle,  309  East  87th 
Street.  General  Medicine,  minor  surgery,  compensation  and 
insurance.  New  modern  building.  Fully  equipped  and 
furnished  air-conditioned  doctor’s  office.  Records,  instru- 
ments available.  Very  reasonable.  Leaving  for  specialty. 
Write  or  call : Dr.  P.  Kir,  TR  6-8235,  between  6 and  8 P.M. 


For  Sale:  Due  to  retirement,  well  established  17  year  active 
practice  and  modernized  home,  located  in  center  of  River- 
head,  Long  Island,  on  Main  Street.  Easy  terms.  Willing  to 
introduce  to  patients.  Accredited  hospital  nearby.  Write 
Box  397,  N.  Y.  St.  Jr.  Med. 


POSITIONS  WANTED 


Radiologist  wanted:  Part-time,  mornings.  Fluoroscopies. 
Phone  LI  4-5858. 


Physician,  New  York  State  licensed.  Will  gladly  accept 
work  in  a gyn.  clinic.  No  salary  required.  Write  Box  400, 
N.  Y.  St.  Jr.  Med. 


2842 


REAL  ESTATE  FOR  SALE  OR  RENT 


Air  conditioned  new  bungalow  office  in  Western  Suffolk 
County.  Ideal  for  dental  or  medical  specialist.  Occupied 
by  established  dentist.  Write  Box  395,  N.  Y.  St.  Jr.  Med. 


Excellent  opportunity:  Home-office  combination.  Dutchess 
County.  Brook  on  property.  Will  introduce.  S20.000. 
Write  Box  383,  N.Y.  St.  Jr.  Med. 


For  rent:  New,  modern  offices — rapidly  growing  community 
in  Westchester  County — Pound  Ridge,  N.  Y.  PO  4-5757. 
Eves.  Call  BE  4-3824. 


.■VSTORIA,  L.I. — Professional  Building  for  Sale.  Good  in- 
vestment opportunity.  3-story,  brick,  9,000  sq.  ft,  bldg. 
50  X 100'  on  Broadway.  Istfl:  central  hall,  4 rooms, 

2 lavs.;  2nd  fl:  6 rooms,  2 lavs.;  3rd  fl:  4 rooms,  1 lav. 
.Air-conditioned.  Walk  to  BMT,  IND  or  bus.  Terms.  Write, 
Owner,  35-20  B’way,  L.I.  City,  N.  Y..  or  call  RA  1-9202. 


Offices  available  July  1,  suitable  group  practice  (4)  physicians, 
Modern  professional  building  in  Deer  Park.  L.I.  Excellent 
location.  Excellent  potentialities.  Rapid  growing  commun- 
ity. P.  O.  Box  103,  Deer  Park,  N.  Y. 


I 

> 

Medical  Building  in  rapid  growing  community  on  Long 
t Island  with  75%  of  space  occupied,  has  office  space  available 
for  Ped,  GU,  Ortho,  also  part  time  for  Neuro,  Psych,  Derm. 
For  information,  call  FOrest  8-8888. 


i GARDEN  CITY  — For  lease  for  professional  use — Entire 
floor— Approx.  830  sq.  ft.  In  new,  modern,  air-conditioned 
building.  Centrally  located  in  high-class  residential  area. 
I Will  partition  to  suit.  HU  8-1800. 


I 

t 

i 

FOR  SALE  Office  and  residence  of  deceased  M.D.  Farm- 
ingdale,  L.  I.  Near  Republic  Aviation  and  other  plants. 
Across  street  from  Bethpage  Park.  Golf,  tennis,  summer  and 
winter  sports  easily  accessible.  Cor.  property,  approx.  7 
years  old;  2-car  garage;  large  sun  porch;  brick  faced.  Near 
school  and  R.R.  Write  Box  388,  N.  Y.  St.  Jr.  Med. 


For  Rent;  Central  Nassau  County — Ideal  location — Exclu- 
sive community — Unlimited  opportunity  for  G.P.  or  any 
specialty.  Cali  IV  3-4884. 


RIVERHEAD,  L.  I..  NEW  YORK 
NEW  MEDICAL  ARTS  CENTER— ADJACENT  HOSP. 
In  center  of  concentrated  population  area — - 
close  to  8 private  and  public  schools — 
unopposed  opportunity  for  specialists — 
air-conditioned  custom  designed  suites — 
parking  90  cars;  lobby;  rest  rooms;  sound-proofing; 
ramped  access;  complete  custodial  services. 

NOW  RENTING— C.  KING  PARK  7-3240 


Wantagh:  Doctor's  home-office,  9V«  years  old.  Fully 

equipped.  Prominent  corner.  Must  sell  due  to  illness. 
( Asking  S35.000.  Call  SU  5-7821. 


EQUIPMENT  FOR  SALE 


Radiologist's  modern  200  M.A.  x-ray  diagnostic  unit  and 
dark  room  accessories  for  sale.  Harold  Schwartz,  M.D., 
99  Pratt  St.,  Hartford  3,  Conn. 


For  Sale:  Modern  examining  table;  portable  Prof  ex  x-ray, 
dark  room  equipment,  diathermy  (Beck-Lee),  instrument 
cabinet;  other  office  items.  Write  W.  R.  Rathbun,  M.D., 
Canojoharie,  New  York. 


MISCELLANEOUS 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33'/i%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO4-1100, 


It  pays  to  see  a specialist  when  considering  the  purchase  or 
sale  of  a NURSING  HOME  or  HOSPITAL,  rest  home  or 
psychiatric  hospital.  Irving  Levin,  55  W.  42  St.  N.Y.C. 


To  Share:  Modern,  fully-equipped  3 room  office.  Main  floor 
street  entrance.  W.  90th  Street,  Cor.  Broadway.  Phone 
EN  2-6083  or  EN  2-6043  before  Noon. 


CLASSIFIED  RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 
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Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1961—25,372 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

BUngs 

Lewis 

Livingston.  . . . 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington.  . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


William  II.  O’Brien .Albany 

George  E.  Taylor.  .Ir Cuba 

Leonard  L.  Heiinoff Bronx 

George  C.  Hamilton.  . .Binghamton 

B.  John  Toth Olean 

Leonard  W.  Sincerbeaux . . . Auburn 
H.  Wolcott  Ingham  . . Jamestown 

William  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

LeRoy  J.  Holbert Kinderhook 

William  J.  McAuliffe Cortland 

David  G.  Doane Walton 

Morris  J.  Frank Beacon 

Eugene  J.  Hanavan Buffalo 

Rudolph  J.  Martin ....  Ticonderoga 

C.  Bradley  Sageman.  .Saranac  Lake 

Arthur  Howard Johnstown 

Myron  E.  Williams Batavia 

T.  Earl  McQuade Coxsackie 

Leo  L.  Heller Newport 

Rudolph  J.  Haas Chaumont 

Irving  M.  Pallin Brooklyn 

Louis  A.  Avallone Lowville 

Stanley  J.  Jackson.  .Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Charles  R.  Mathews Rochester 

Feori  F.  Pipito -Amsterdam 

Reginald  R.  Steen Hempstead 

David  Lyall New  Y^ork 

John  T.  Donovan,  Jr Lockport 

Theodore  J.  Kantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

Allen  H.  Keniston Port  Jervis 

Arnold  O.  Riley Holley 

John  B.  Riley Oswego 

Clinton  V.  Hawn Cooperstown 

Eugene  Lusardi Cold  Spring 

Charles  C.  Mangi Woodhaven 

David  R.  Tomlinson Troy 

Fredrick  D.  Regan.  . .Staten  Island 

G.  Gordon  Knight Piermont 

Alexander  E.  Dodds Edwards 

G.  D.  Anderson.  . .Saratoga  Springs 

Donald  C.  Walker Delanson 

Robert  Greenwald Cobleskill 

Fritz  Landsberg W'atkins  Glen 

Willard  L.  Hogeboom Willard 

Leon  M.  Roe Canisteo 

Anthony  Kohn Bay  Shore 

Lester  Lipson Monticello 

Henry  Kaine Spencer 

Noah  J.  Kassman Ithaca 

Vincent  Amatrano Kingston 

Raymond  L.  Rhodes. . . .Glens  Falls 

Peter  J.  Attwood Greenwich 

Charles  D.  Reeves Newark 

Charles  M.  Brane Yonkers 

G.  Stanley  Baker Castile 

Vincas  Sirmenis Penn  Yan 


G.  Rehmi  Denton Albany 

Edward  W.  Briggs.  Jr..  . . Wellsville 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicott 

Frank  T.  Frost Olean 

Donald  W.  Delahanty .Auburn 

Joseph  V.  Karnes Dunkirk 

James  A.  Mark Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Theodore  I.  Jacobus Cortland 

Marvin  Huyck Walton 

James  K.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington.  . .Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  A.  Woerner.  . . Port  Leyden 
G.  Emerson  Learn.  . Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Philip  T.  Cortese Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr. . . New  York 
William  C.  Niesen. . . . Niagara  Falls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames.  . . .Cooperstown 

John  Simmons Brewster 

Frank  W.  Farrell Flushing 

John  A.  Enzien Troy 

Joseph  Dolgin Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot. . Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  V.  Dewell Cobleskill 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer.  .Waterloo 

Milton  Tully Hornell 

Joseph  Lambert Bay  Shore 

Alan  R.  Fried. . . .Livingston  Manor 

George  F.  Pritchard Owego 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Wallace  M.  Sheridan  . . White  Plains 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker. . . .Penn  Yan 


•Arthur  J.  .Sullivan .Albany 

Frederick  11.  .McCarty  ...  Wellsville 

Herbert  G.  Cohen Bronx 

James  F.  Johnson Binghamton 

Ruth  R.  Knobloch ....  Little  Valley 

Joseph  T.  Birardi Auburn 

C.  Otto  Lindbeck Jamestown 

Francis  W.  Chamberlain.  . . .Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

Francis  W.  O’Donnell Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond . . . Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington.  . .Watertown 

James  L.  O’Leary Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn.  . . Mount  Morris 

Gareth  S.  West Chittenango 

Charles  D.  Sherman.  Jr. ..  Rochester 
Robert  W.  Dunlap,  Jr..  .Amsterdam 

Robert  Park,  Jr Garden  City 

Adelaide  Romaine New  York 

Glenn  E.  Jones Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  Dispenza -Albion 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Del  Campo Carmel 

Victor  S.  Lait Flushing 

Thomas  Engster.  . Center  Brunswick 

J.  J.  Silverman Staten  Island  I 

John  C.  Cardona Nyack  I 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs  | 
Kurt  H.  Meyerhoff.  . . .Schenectady  i 

Duncan  L.  Best Middleburg  | 

A.  Duncan  McCarthy Burdett  j 

William  P.  Magenheimer. . Waterloo  | 

Milton  Tully Hornell  I 

Samuel  T.  Herstone Bay  Shore  ! 

■Alan  R.  Fried. . . .Livingston  Manor 

George  F.  Pritchard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston  i 

Francis  X.  Dever Glens  Falls  i 

Roy  E.  Borrowman.  . .Fort  Edward  ; 

Joseph  Asin Newark  i 

Robert  E.  Healy Mount  Kisco 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker. ...  Penn  Yan 
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New  York  State  J.  Med. 


IN  COLDS  AND  SINUSITIS- 

THE  RIGHT  AMOUNT  OF'TNNER  SPACE " 

Neo-Synephrine  hydrochloride  relieves  the  boggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 


LABORATORIES 
New  York  18,  N.  Y. 


Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 


NEO-SYNEPHRINE* 

Brand  of  phenylephrine 

hydrochloride 

NASAL  SOLUTIONS  ANO  SPRAYS 


For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
Vi%  to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly.  (isum) 
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As  the  greatest  dental  benefits  of  Sodium  Fluoride  are 
derived  during  infancy  and  early  childhood: 


dental 

caries 


FUNDAMENTAL  VITAMINS  SODIUM  FLUORIDE 

Funda-Vite(IF) 

PEDIATRIC  DROPS  ^ ^ 

Each  0.6  ml.  provides,  400  U.S.P.  units  vitamin  D,  30  mg.  vitamin  C and 
0.5  mg.  fluorine  (as  s<^i\un  fluoride) . Available  in  30  ml.  and  50  ml. 
bottles  with  calibrated  droppers. 


PEDIATRIC  VITAMINS 
PLUS  SODIUM  FLUORIDE 


provide 


proper 

nutritional 


support 

plus 

prophylaxis 

against 

future 


MULTIPLE  VITAMINS  Pl^  SODIUM  FLUORIDE 

Quanti  - Vite  (F) 

PEDIATRIC  DROPS 

Each  0.6  ml.  provides,  3,000  U.S.P.  units  vitamin  A,  400  U.S.P.  units 
vitamin  D,  60  mg.  vitamin  C,  1 mg.  vitamin  Bi,  1.2  mg.  vitamin  B2, 

1 mg.  vitamin  Be,  10  mg.  niacinamide  and  0.5  mg.  fluorine  (as  sodium 
fluoride) . Available  in  SO  ml.  bottles  with  calibrated  droppers. 


AVAILABLE  ON  PRESCRIPTION  ONLY 

CONTRAINDICATED  IN  COMMUNITIES  WITH  FLUORIDATED  DRINKING  WATER. 


I l<  I'S  T 


SAMPLES  AND  LITERATURE  — Writs  Msdieal  Deportment 

HOYT  PHARMACEUTICAL  CORP.,  NEWTON  58,  MASSACHUSETTS 

PIONEERS  IN  PEDIATRIC  VITAMIN-FLUORIDE  SUPPLEMENTS 


* 


Daily  adminislralions 
of  Funda-Vile(F)  or 
Quanli-Vife(F)  should  be 
consistent  and  continuous 
if  substantial  dental  benefits 
are  to  be  anticipated. 
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the  only  sustained-release  tranquilizer 
that  does  not  cause  autonomic  side  reactions 

• SAFE,  CONTINUOUS  RELIEF  of  anxiety  and  tension  for  12  hours  with 
just  one  capsule— without  causing  autonomic  side  reactions  and  without 
impairing  mental  acuity,  motor  control  or  normal  behavior. 

® ECONOMICAL  for  the  patient— daily  cost  is  only  a dime  or  so  more  than 
for  barbiturates. 

Meprospan-400 

400  mg.  meprobamate  (Miltown(S>)  sustained-release  capsules 

Usual  dosage:  One  capsule  at  breakfast  lasts  all  day;  one  capsule  with  evening  meal  lasts  all  night. 

Available:  Mcprospan^lfOO , each  blue-topped  capsule  contains  400  mg.  Miltown  (meprobamate).  Meprospan~200, 
each  yellow-topped  capsule  contains  200  mg.  Miltown  (meprobamate).  Both  potencies  in  bottles  of  30. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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BALANCED  THERAPY  FOR  C H OLESTE  R 0 L- PH  OS  PH  OLI  PI  D IMBALANCE... 


IN  ATHEROSCLEROSIS,  OTOSCLEROSIS,  VITREOUS  OPACITIES,  LIVER  DISORDERS 

Extensive  clinical  experience  using  Lipozyme  and  Betazyme*  has  demonstrated  the  superior  response 
of  patients  with  degenerative  diseases  to  the  balanced  therapeutic  approach  provided  by  these  two 
enzyme  preparations.  Administered  concurrently,  they  act  effectively  to  reverse  the  biochemical  im- 
balance, in  which  hypercholesterolemia  is  induced  by  disturbed  cholesterol-phospholipid  metabolism.^  *"' 


LIPOZYME  TABLETS  , 

Lipozyme  Tablets  supply  correctly  bal- 
anced proportions  of  lipotropic  factors: 
choline,  methionine,  and  inositol  (approx- 
imately one  gram  total  per  tablet),  to 
reduce  the  cholesterol  levels  of  the  blood. 


BETAZYME  TABLETS 

Betazyme  Tablets  supply  balanced 
amounts  of  oxytropic  factors:  all  the  B vita- 
mins, cocarboxylase,  yeast  enzymatic  hydro- 
lysate, divalent  minerals  and  amino  acids, 
to  promote  cellular  oxidation  processes. 


DOSAGE:  One  tablet  of  each  t.i.d.,  after  meals.  SUPPLIED:  Bottles  of  100  tablets 


Samples  and  Professional  Information  on  Request 


BARROWS  BIOCHEMICAL  PRODUCTS  CORP. 


barrows 


INWOOD,  LONG  ISLAND,  NEW  YORK 


BIocbemlMls  • Haoulacturloi  Cbintets  • Pharinaceatlcals. 


I.  Eciers.  H.:  ‘‘Lipotropic  sub* 
sUncts  for  ttie  absorption  of 
vltroous  opacities,"  New  York  SL 

J.  Mod.  St:225S.  1951. 


•REFERENCES 

2.  KopeUky.  S.  J.t  "Reversal  of 
tbo  biochemical  processes  in 
cases  of  cochlur  and  vestibular 
dysfunction,"  J.  Int  Coll.  Surg. 
13il39,  19$a 


3.  Tuttle.  E.t  "Methods  of  the 
early  determination  of  athero- 
sclorosis  and  preventive  meas* 
ures."  J.  Ins.  Med.  5:4,  1950. 
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COZYME 


(dexpanthenol,  Travenol) 


ACTION 


Restores  Normal  Peristalsis  after  Surgical  Stress 

COZYME  is  a specific  for  post  surgical  intestinal  atony,  abdomi- 

nal distention,  paralytic  ileus  and  retention  of  flatus  and  feces.  Routine  administration 
is  completely  safe,  even  in  cases  such  as  intestinal  anastomoses.  COZYME  stimulates 
the  return  of  normal  peristalsis.There  are  no  known  contraindications,  except  concurrent 
use  with  other  enterokinetics  such  as  neostigmine.  A vast  number  of  cases  on  record 
attest  to  the  effectiveness  of  COZYME.  Many  surgeons  and  obstetricians  use  this  drug 
as  an  indispensible  part  of  postsurgical  and  postnatal  case  management. 

Supplied;  In  2 ml.  and  10  ml.  vials  containing  250  mg.  of  dexpanthenol  per  ml.  Also  in 
2 ml.  disposable  syringe  containing  250  mg.  of  dexpanthenol  per  ml. 


Bibliography:  1.  Lamphier,  T.A.:  Am. Surgeon  26:350*354  (May)  1960.  2.  Wager,  H.P.,  and  Melosh,  W.O.:  West.  J.Surg. 
67:280-282  (Sept.-Oct.)  1959.  3.  Turow,  D.D.:  Clin.  Med.  6:791*796  (May)  1959.  4.  Frazer,  J.W.;  Flowe,  B.H.,  and  Aniyan 
W.G.:  d.A.M.A.  769:1047-1051  (March  7)  1959.  5,  Stone,  M.L.;  Schlussel,  S.;  Silbermann.  E.,  and  Mersheimer,  W.:  Am. 
J.Surg.  97:191-194  (February)  1959.  6.  Haycock,  C.E.;  Davis, W. A.,  and  Merton,  T.V.:  Am.  J.  Surg.  97:75-78  (January) 
1959.  7.  Fabi,  M.:  Gazz.  Med.  Ital.  766:159-161  (April)  1957. 

TRAVENOL  LABORATORIES,  INC.,  Morton  Grove.  Illinois 
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vertigo  is  reversible 


M/veit  stops  vertigo 

moderate  to  complete 
relief  of  symptoms 
in  9 out  of  10  patients' 

Prescribe  one  ANTIVERT  tablet  (or  1-2  teaspoonfuls  ANTIVERT  syrup)  3 times  daily,  before 
each  meal,  for  prompt  relief  of  vertigo,  Meniere’s  syndrome  and  allied  disorders.  Side  effects 
are  short-lived,  usually  only  harmless  flushing  and  tingling  associated  with  vasodilation.  As 
with  all  vasodilators,  ANTIVERT  is  contraindicated  in  severe  hypotension  and  hemorrhage. 

Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and  nicotinic  acid 
50  mg.)  in  bottles  of  100.  Syrup  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25  mg.  and 
nicotinic  acid  25  mg.)  in  pint  bottles.  Prescription  only.  Bibliography  available  on  request. 

Reference:  1.  Seal,  J.  C.;  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 


And  for  your  aging  patients— 
NEOBON®  Capsules 
five-factor  geriatric  supplement 


New  York  17,  N.Y. 

Division,  Chas. Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
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DBADUMINfZX 

Squibb  Testosterone  Enanthate  and  Estradiol  Valerate 

PREVENTS  LACTATION  AND  BREAST  ENGORGEMENT  /just  one  injection  at  the  end  of  the  first  stage 
of  labor  / optimally  balanced,  long-acting  combination  of  gonadal  steroids  for  easy  injection  through 
small-gauge  needle  because  of  low  viscosity/ virtually  eliminates  need  for  analgesics' / essen- 
tially eliminates  withdrawal  reaction  and  secondary  breast  engorgement  sometimes  associated 
with  oral  medication'  / does  not  affect  involution  of  uterus  or  restoration  of  normal  ovarian  function^ 


Squibb 


Squibb  Quality — the  Priceless  Ingredient 

OELAOUMONE*  is  a Sauibb  trademark 


Supply:  Each  cc.  of  Oefadumone  2X  provides  180  mg.  testosterone  enanthate  and  8 mg.  estradiol  valerate  dissolved  in  sesame  oil:  Vials  of  2 cc.  Dosage:  2 cc.  given 
as  a single  Intramuscular  injection  preferably  at  the  end  of  the  first  stage  of  labor  or  else  immediately  upon  delivery.  For  fuil  information  see  your  Squibb  Product 
Reference  or  Product  Brief.  References;  i.Watrous,  J.  B.,Jr„et  al.:  J.A.M.A.169,  246  (Jan.  17)  1959.2  Lo  Presto. B.. and  Caypinar,  E.Y.-  J.A.M.A.169:250  (Jan.  1 7)195^ 
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without  steroids 
this  arthritic  miner 
might  still  be  spoon-fed 

On  Meticorten,  he  has  worked  steadily 
for  six  years  with  no  serious  side  effects 


J.  G.’s  rheumatoid  arthritis  started  in  1949  with 
severe  and  unremitting  pain  in  his  shoulders. 
Later,  his  wrists,  elbows,  feet  and  hands  became 
involved  with  swelling  and  loss  of  function.  By 
1951,  when  he  was  45,  the  patient  was  helpless 
and  had  to  be  fed  and  dressed  by  his  wife.  He 
was  frequently  hospitalized  during  the  next  three 
years.  Hydrocortisone  failed  to  make  any  change 
in  his  condition. 


On  April  2,  1955,  the 
patient  was  placed  on 
Meticorten  and  im- 
proved promptly.  Two 
weeks  later  he  stated,  “I 
feel  very  well  now.”  He 
was  able  to  go  back  to 
work  as  a mine  electri- 
cian that  year  and  had  no  difficulty  driving  a car. 


For  the  past  six  years,  he 
has  been  maintained  on 
Meticorten  5 mg.  two 
or  three  times  a day. 
There  have  been  no  side 
effects.  The  patient  has 
not  lost  any  work  time, 
nor  has  he  had  to  limit 
his  activities  in  any  way. 


Case  history  courtesy  of  Joel  Goldman,  M.D.,  Johnstown,  Pa. 
These  photographs  of  Dr.  Goldman’s  patient  were  taken  on 
November  10, 1960. 

Meticorten,®  brand  of  prednisone. 

SCHERINO  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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more 


than  just  vitamins  A and  D 


\l/ sj/ \1/ si/ M/ 


DESITIN 

ointment 


also  provides 

unsaturated  fatty  acids  as  well  as  the  vitamins  A and  D (of  high  grade 
Norwegian  cod  liver  oil)— essential  to  skin  health  and  integrity 

and  ingredients  that  are  emollient,  lubricant,  gently  astringent,  protective, 
and  aid  tissue  repair  (zinc  oxide,  talcum,  petrolatum  and  lanolin) 

in  a smooth  creamy  ointment  so  processed  that  one  application  of  Desitin 
soothes,  protects,  and  promotes  healing  for  hours  in . . . 

diaper  rash 
wounds 
burns 
ulcers 

(decubitus,  diabetic,  varicose) 

intertrigo 

^OlAMp^JlA  Please  write . . . DESITIN  CHEMICAL  COMPANY 

* 812  Branch  Avenue,  Providence  4,  R.  L 
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WHENEVER  COUGH  THERAPY 
iS  INDICATED 


THE  COMPLETE  Rx  FOR  COUGH  CONTROL 

cough  sedative  ' antihistamine 
nasal  decongestant  j expectorant 


■ relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■ effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 
Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains: 


Hycodan® 

Dihydrbcodeinone  Bitartrate  . . 5 mg.'j 

(Warning;  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  . . 1.5  mgj 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 


Average  adult  dose;  One  teaspoonful  after  meals  and  at 
bedtime.  May  be  habit-forming.  Federal  law  permits  oral 
prescription 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


•U.s.  Pat.  2.630,400 


Lifts  depression... 


You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Depx’ol,  her  depi'ession 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  a feiv  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 


2800 


V«"-> 


as  it  calms  anxiety! 


Sinootli,  balanced  action  lifts 
depression  as  it  calms  anxiety, 
.rapidly  and  safely 


Balances  the  mood  — no  “seesaw” 

effect  of  amphetamine-barbiturates  and  energizers. 

While  amphetamines  and  energizers  may  stimulate  the  patient  — 
they  often  aggravate  anxiety  and  tension. 

And  although  amphetamine-barbiturate  combinations  may 
counteract  excessive  stimulation  — they  often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  Deprol’s  smooth,  balanced  action 
lifts  depression  as  it  calms  anxiety— both  at  the  same  time. 

Acts  swiftly  — the  patient  often  feels  better, 
sleeps  better,  within  a few  days. 

Unlike  the  delayed  action  of  most  other  antidepressant  drugs, 
which  may  take  two  to  six  weeks  to  bring  results,  Deprol  relieves 
the  patient  quickly  — often  within  a few  days.  Thus,  the  expense 
to  the  patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely  — no  danger  of  liver  damage. 

Deprol  does  not  produce  liver  damage,  hypotension, 
psychotic  reactions  or  changes  in  sexual  function  — frequently' 
repoi'ted  with  other  antidepressant  drugs 


Dosage:  Usual  starting 
dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be 
gradually  increased  up  to  3 
tablets  q.i.d. 


Deprol*' 


aminoethyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and 
400  mg.  meprobamate.  Supplied : 
Bottles  of  50  light-pink,  scored 
tablets.  Write  for  literature  and 
samples. 


Composition:  1 mg.  2-diethyl- 


^ WALLACE  LABORATORIES / Crantiiri/,  2V. 


The  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

Announces  for  new  subscribers  (non-members 
of  the  Medical  Society) 

A SPECIAL  INTRODUCTORY  SUBSCRIPTION  RATE 

$5.00  for  the  first  year’s  24  issues 
or 

$18.00  for  the  first  three  years 

Consider  these  advantages  which  the  JOURNAL  makes  available  to  you: 

You  find  important  medical  “firsts”  in  the  JOURNAL.  One  of 
the  most  recent  was  the  first  clinical  report  on  the  new  synthetic 
penicillin  to  counteract  resistant  staphyloccal  infection. 

You  read  leading  medical  authorities  in  the  JOURNAL.  Among 
them;  Paul  A.  Bunn,  Howard  Rusk,  Jere  W.  Lord,  George  T.  Pack, 
Frank  E.  Adair,  Frank  Glenn,  Chauncey  P.  Leake,  John  Lattimer, 
Walter  Alvarez,  and  Janet  Travell. 

You  share  the  medical  knowledge  emanating  from  New  York. 
This  state  has  more  medical  schools,  teaching  hospitals,  and 
medical  research  centers  than  any  other  state:  they  report  their 
advances  in  the  JOURNAL. 

ORDER  YOUR  SUBSCRIPTION  AT  THIS  SPECIAL  INTRODUCTORY  RATE  TODAY: 

□ enclosed  is  $5.00  for  the  first  year 

□ enclosed  is  $18.00  for  the  first  three  years 

□ bill  me  later 

Name 

Address 

City 
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Introducing  PHILIPS  ROXAIVE 
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A new  name  in  Plia.rmaceutlca.ls 

Philips  Roxane  comes  to  you  as  a new  name 
in  American  pharmaceutical  manufacture.  But 
our  roots  go  deep.  We  have  well-established 
resources  in  this  country.  In  Holland  and 
elsewhere  in  Europe,  we  have  access  to 
research  from  which  substantial  contributions 
have  been  made  in  the  areas  of  human, 
animal  and  plant  health. 

A wide  range  of  new  pharmaceuticals  is  now 
being  developed  which  will  have  significant 
usefulness  to  you  in  your  practice. 

For  example,  extensive  studies  are  now  being 
carried  out  in  organic  synthesis,  vaccines,  and 
radioactive  isotopes.  Some  of  these 
pharmaceuticals  and  biologicals  are  presently 
undergoing  clinical  trials  in  this  country. 

One  research  project  nearing  completion  is 
a measles  vaccine,  now  undergoing  extensive 
U.  S.  clinical  trial.  Another  preparation,  soon 
to  be  available,  is  a progestational  agent 
which  gives  promise  of  offering  distinct 
advantages  over  those  presently  available. 

A true  progestin,  it  will  have  wide  application  in 
female  disturbances  without  androgenic, 
estrogenic,  or  corticosteroid  side  effects. 

Philips  Roxane  has  acquired  affiliates 
throughout  the  United  States,  where  research 
and  development  in  human,  animal  and  plant 
medicines  are  being  greatly  extended  through 
their  production  facilities  and  sales 
organizations. 

The  name  Philips  Roxane  will  become  as 
familiar  to  you  as  the  names  of  many  other 
fine  pharmaceutical  houses  in  this  country, 
whose  products  and  people  serve  you  faithfully. 
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RESEARCH 


FOR 


MEDICINE 


Your  first  source  for  professional 
information 


The  more  than  31,900  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 


• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 


• Certification  by  American  Boards  and 
International  Boards  in  Medical  Spe- 
cialties and  by  National  Board  of 
Medical  Examiners. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies,  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Badiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 


Orders  are 
now  being 
taken  for 
1961 

EDITION 


• Medical  staff  and  research  appoint- 
ments in  voluntary,  municipal,  state 
and  federal  hospitals  in  New  York 
State  (official  titles). 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  informa- 
tion about  their  State  Society.  You,  too,  will  find  your  Directory  a valu- 
able source  of  information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 

Outstandingly  Safe 
and  Effective 


Usual  dosage:  One  or  two  400  mg.  tablets  t.I.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTABS*— 400  mg. 
unmoriced.  coated  tablets;  and  in  sustained-re/ease 
capsules  as  MEPROSPAN®-400  and  MEPROSPAN®-200 
(containing  respectively  400  mg.  and  200  mg.  meprobamote). 

*TRADE-MARK 


for  the  tense  and 
nervous  patient 

simple  dosage  schedule  relieves  anxiety 
dependably  — without  the  unknown 
dangers  of  “new  and  different”  drugs 

does  not  produce  ataxia,  stimulate  the 
appetite  or  alter  sexual  function 

no  cumulative  effects  in  long-term 
therapy 

does  not  produce  depression, 
Parkinson-like  symptoms,  jaundice 
or  agranulocytosis 

does  not  muddle  the  mind  or  affect 
normal  behavior 


Miltown* 

meprobamate  (Wallace) 

f \VALLACE  LABORATORIES  / Cranbury,  N.  J. 


CM«4731 
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INDEX  TO  ADVERTISERS 


Fostex*  treats 
pimplesbiackheadsacne 
while  they  wash 


degreases  the  skin 
helps  remove  blackheads 
dries  and  peels  the  skin 


Patients  like  Fostex  because  it’s  so 
easy  to  use.  Instead  of  using  soap, 
they  simply  wash  acne  skin  with 
Fostex  Cream  or  Fostex  Cake  2 to  4 
times  daily. 

Fostex  contains:  Sebulytic®  base  (unique,  penetrating,  sur- 
face-active combination  of  soapless  cleansers  and  wetting 
agents*)  with  remarkable  antiseborrheic,  keratolytic  and  anti- 
bacterial actions  . . . enhanced  by  micropulverized  sulfur  2%, 
salicylic  acid  2%  and  hexachlorophene  1%. 

*sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl  polyether  sulfonate 
and  sodium  dioctyl  sulfosuccinate. 

Fostex  Cream  and  Fostex  Cake  are  interchangeable  for  thera- 
peutic washing  of  the  skin.  Fostex  Cream  is  approximately 
twice  as  drying  as  Fostex  Cake.  Supplied:  Fostex  Cake— bar 
form.  Fostex  Cream— 4.5  oz.  jars.  Also  used  as  a therapeutic 
shampoo  in  dandruff  and  oily  scalp. 

And  . . . since  continuous  24-hour  drying  and 
peeling  of  acne  skin  is  essential,  FOSTRIL(a  new, 
flesh-tinted  drying  lotion)  should  be  used  once  or 
twice  daily  in  addition  to  Fostex  therapeutic  washings. 
Fostril®  contains  Liposec®  (polyoxyethylene  lauryl 
ether),  a new,  surface-active  drying  agentused  for  the 
first  time  in  acne  treatment.  This  agent,  with  2% 
micropulverized  sulfur  and  a zinc  oxide,  talc  and  ben- 
tonite base,  provides  Fostril  with  excellent  drying 
properties.  Fgstril  also  contains  1%  hexachlorophene. 

Available:  Fostril,  1%  oz,  tubes. 

FostriMHC  (%%  hydrocortisone)  25  gm.  tubes. 
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in  acute,  uncomplicated 
urinary  tract  iniections... 
eifective  low  dose  therapy  with 


In  acute  infections  of  the  urinary  tract  involving  gram-negative  organisms 
(predominantly  coli-aerogenes  group),  Welling  and  colleagues^  found  that 
patients  responded  clinically  to  Furadantin  50  mg.  q.i.d.  “as  readily  as  to 
100  mg.  dosage.”  Particularly  with  moderate  fluid  restriction,  Thompson  and 
Amar^  consider  that  50  mg.  Furadantin  tablets  provide  “urine  concentra- 
tions sufficient  to  clear  the  majority  of  acute  uncomplicated  infections”— and 
with  “complete  obviation  of  nausea.”  Lippman  et  al.®  also  reported  minimal 
side  effects  with  Furadantin  50  mg.  q.i.d.  in  prolonged  prophylactic  use. 

Patients  who  do  not  respond  to  Furadantin  50  mg.  q.i.d.  after  2 or  3 days 
should  be  given  an  increased  dosage— Furadantin  100  mg.  q.i.d.  Patients 
with  complicated,  chronic  or  refractory  urinary  tract  infections  should  receive 
Furadantin  100  mg.  q.i.d.  from  the  outset.  Furadantin  is  available  in 
Tablets  of  50  mg.  and  100  mg.,  and  in  an  Oral  Suspension  containing  25  mg. 
of  Furadantin  per  5 cc.  teaspoonful. 

REFERENCES : 1.  Welling,  A.;  Watkins,  W.  W.,  and  Raines,  S.  L. : J.  Urol.  77:773,  1957.  2.  Thompson,  I.  A.,  and  Amar,  A.  D. : 
J.  Urol.  82:387,  1959.  3.  Lippman,  R.  W. ; Wrobel,  C.  J. ; Rees,  R„  and  Hoyt,  R. : J.  Urol.  80:77,  1958. 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  N.Y. 
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LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Btidvtil  lias  a gender  graded  abradve 
action  that  attacks  tlie  acne  lesion 
dmply  fmd  directly.  Hdps  open 
plugged  pores,  reduce  pustules  and 
blBfthwda,  control  oHlness. 
Outstanding  success  on  thousands 
of  acne  cases.  BrSsivol  (pat. 
pend.)  contains:  mild  abr^ve 
(AJiM,  heacadilorophene 
diidng  soap-and- 
deteigent  base. 

fVrite  for  samples  and  literature. 

(STIEFEU) 

Logical  Oermatotogicah — since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N .Y. 

Canada:  Winley*Morri$  Co.,  Ltd.,  Montreal  29 


Fine  Mcdittm  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  the  more  acute  cases. 


THERAPY  FOR  ACNE 


in  certain  countries  Brasivol  available  as  DENCO-BRAS^^ 


AN 

ETHICAL 

AND 

EFFECTIVE 

COLLECTION 

SERVICE 

specially  developed 
for  the 

Medical  Profession 


PROFESSIONAL 

SERVICE 

COMPANY 

100  BOYLSTON  STREET 
BOSTON,  MASS. 
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Nico-Metrazol' 

the  safe  ergogenic  agent 


Whenever  non-specific  fatrgue  indicates  the  need  for  safe  cerebral  stimulation, 
Nico-Metrazol  deserves  a therapeutic  trial.  The  gentle  activation  of  the  central  nervous 
system  and  the  increased  rate  of  cerebral  blood  flow  effected  by  Metrazol®,  combined 
with  increased  peripheral  blood  flow  induced  by  nicotinic  acid,  provide  a “physiologic 
spark-plug”  for  renewed  mental  and  physical  vitality.  Fatigue  and  listlessness  are 
frequently  replaced  by  a resurgence  of  energy  and  alertness.  Chronically  apathetic 
geriatric  patients  often  show  significant  improvement  on  Nico-Metrazol  therapy. 

Outstanding  Safety;  Nico-Metrazol  is  markedly  free  of  undesirable  systemic  action. 
It  causes  neither  hypertension  nor  postural  hypotension.  Nico-Metrazol  has  no  adverse 
effect  on  liver  or  bone  marrow  functions.  The  vasodilating  action  of  nicotinic  acid 
produces  a transient  flush  and  is  accompanied  by  a feeling  of  warmth  and  stimulation. 

Dosage:  Initially,  2 Nico-Metrazol  Tablets,  or  2 teaspoonfuls  of  Nico-Metrazol  Elixir,  three  or  four 
times  daily.  For  maintenance,  after  optimal  results  have  been  achieved,  dosage  may  be  reduced  to 
1 Nico-Metrazol  Tablet  or  1 teaspoonful  of  Nico-Metrazol  Elixir  three  times  daily. 

Supply:  Nico-Metrazol  Tablets  and  Elixir- 100  mg.  Metrazol  and  50  mg.  nicotinic  acid  in  each 
tablet  or  teaspoonful. 


For  information  on  Vlta-Metrarol  and  Metrazol  dosage  forms,  consult  your  current  Physicians'  Desk  Reference. 
KNOLX,  PHARMACEUTICAL.  COMPANY  » oraj^ob.  new  jERacrv 
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Natural  nursing  action  nipple 
induces  even  sucking  that 
dramatically  lessens  outside 
air  swallowing  and  makes 
baby  exercise  his  Jaws. 
Designed  to  avert  tongue- 
thrusting  and  other  maloc- 
clusions not  inhibited  by 
conventional  nippies 


The 

revolutionary 

discovery 

that 

simulates 

breast 

feeding 


Because  the  disposable 
boWe  is  pre-sieriUzed,  it 
eliminates  the  possibility  of 
contamination  through  im- 
properly sterilized  bottles.^ 


With  conventional  bottle  air  has  to 
get  inside  bottle  for  milk  to  come 
out  Nipple  often  collapses  and  baby 
has  to  suck  harder,  so  more  air  gets 
into  his  stomach.  Both  overfeeding 
and  underfeeding  can  ensue,  along 
with  the  aerophagia  and  flatulence 
which  can  produce  colic,  spitting 
up,  and  after  feeding  distress. 


Natural  design  nipple  of  Playtex 
Nurser  assures  even  flow.  Its  pliable 
inner  bottle  contracts  with  atmo- 
spheric pressure  as  formula  is  con- 
sumed. Baby  takes  more  nourishing 
formula,  less  swallowed  air  to  cause 
discomforting  spitting  up  and  colic 
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dramatically  reduces  spitting  up  and  colic 

To  the  members  of  the  medical  profession  who  recog- 
nize the  advantages  of  breast  feeding— here’s  a com- 
pletely new  concept  in  baby  feeding  that  all  doctors 
will  welcome.  The  new  Playtex  Nurser.  It  features  a 
soft,  pre-sterilized  inner  bottle  which  is  disposable,  and 
a broad,  non-collapsing  nipple  which  produces  a suck- 
ing action  similar  to  that  in  breast  feeding. 

Because  the  outside  atmospheric  air  pressure  contracts 
the  soft  inner  bottle,  the  formula  is  withdrawn  more 
naturally  than  with  conventional  rigid  baby  bottles. 

There  is  no  vacuum  formation  to  set  up  air  blocks. 

The  natural-action  nipple  induces  sucking  which  makes 
for  less  air  swallowing,  and  less  spitting  up— and  in 
so  doing,  promotes  the  healthful  mouth-jaw  exercises 
the  mother’s  breast  provides. 

Colicky  infants,  problem  feeders  and  premature  babies 
especially  will  benefit  from  the  breast-like  action  of  the 
new  Playtex  Nurser.  The  fact  that  the  bottle  is  pre- 
sterilized and  disposable  will  appeal  to  mothers  who 
do  not  breast  feed  their  babies.  The  fact  that  the  Nurser 
does  so  closely  simulate  breast  feeding  will  be  similarly 
important  to  the  health  of  any  baby  fed  with  it. 

^^Nature’s  Way^^ 

PLAYTEX  NURSER 

‘‘T^e  nearest  approach  to  breast  feeding” 


(Cut-out  View) 


Neiv 

natural  action 
nipple. 


Sojt  disposable 
inner  bottle 
is  pre-sterilized. 
Easily  inserted 
into  bottle  holder. 
Use  once  and 
throw  away. 


Bottle 

holder. 


C1961  by  international  Latex  Corporation 
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DAVID  B.  ALLMAN,  M.D.  . EUGENE  M.  BRICKER,  M.D.  • THOMAS 
CARLILE,  M.D.  . JOHN  W.  CLINE,  M.D.  • WARREN  H.  COLE,  M.D. 
• MURRAY  M.  COPELAND,  M.D.  • LLOYD  F.  CRAVER,  M.D.  • 
ANTHONY  R.  CURRERI,  M.D.  • J.  ENGLEBERT  DUNPHY,  M.D.  • 
MR.  RICHARD  L.  EVANS  • EDGAR  L.  FRAZELL,  M.D.  • WILLIAM 
GREENE,  M.D.  . JOHN  S.  HIRSCHBOECK,  M.D.  • JAY  J.  JACOBY, 
M.D.  . DAVID  A.  KARNOFSKY,  M P ® JOHN  f W,  KING.  M.D.  . 


THE  PHYSICIAN  AND  THE  CANCER  PATIENT 

The  American  Cancer  Society  is  concerned  with  the  total  can- 
cer problem.  A crucial  part  of  this  problem  relates  to  the  cancer 
patient  and  his  family.  To  help  the  medical  profession  explore 
ways  and  means  of  meeting  the  patient’s  special  needs,  the  scien- 
tific session  of  the  Society’s  next  Annual  Meeting  at  the  Hotel 
Biltmore  in  New  York  City,  October  23-24,  1961,  will  be  devoted 
to  “The  Physician  and  the  Total  Care  of  the  Cancer  Patient.” 
Various  specialists  will  examine  the  psychological  and  physical 
problems  facing  the  cancer  patient  and  his  family.  Consideration 
will  be  given  to  such  topics  as  decisions  in  the  early  care  of  the 
cancer  patient,  counselling  the  cancer  patient,  what  the  patient 

k 

should  be  told,  care  of  the  advanced  cancer  patient,  society’s 
role  in  service  to  the  cancer  patient. 

Through  such  meetings,  the  American  Cancer  Society 
serves  the  medical  profession  by  providing  a forum  for 
an  exchange  of  information  and  experience  concerning  the 
cancer  patient. 

AMERICAN  CANCER  SOCIETY 


JOHN  L.  McKELVEY,  M.D.  • MISS  EDNA  NlCHOt-SON  « jAMZS  J. 
NICKSON,  M.D.  . ALTON  OCHSNER,  M.D.  » Du;  A.  0 OKEN,  M.D. 

• GEORGE  T.  PACK,  M.D.  ® EUGENE  P.  PP  i;  AAfijiSS.  M.  0.  . 
I.  S.  RAVDIN,  M.D.  ® GEORGE  G.  READER,  . i,  ROSSMAN- 
M.D.  « JOHN  S.  STEHLIN,  JR.,  M.D.  : .SftPUEL  fi.  TAYLOR,  III, 
M.D.  • JOHN  G.  WALSH,  M.D.  ® OWEN  H.  WANGENSTEEN,  M.D. 

• DONALD  M.  WATKIN,  M.D.  • GRANGER  E.  WESTBERG,  M.D. 
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PHENAPHEN 


• More  satisfactory  than  “the  usual  analgesic  compounds”  for  relieving  pain  and  anxiety.^ 

• More  effective  than  a standard  A.P.C.  preparation  for  relief  of  moderate  to  severe  pain.- 


Each  Phenaphen  capsule  contains: 

Acetylsalicylic  acid  (2  ^ gr. ) 162  mg. 

Phenacetin  (3  gr.)  194  mg. 

Phenobarbital  (t/4  $rr.) 16.2  mg. 

Hyoscyamine  sulfate  0.031  mg. 


Also  available: 

PHENAPHEN  with  CODEINE  PHOSPHATE 

>/4  GR.  (16.2  mg.)  Phenaphen  No.  2 

PHENAPHEN  with  CODEINE  PHOSPHATE 

V2  GR.  (32.4  mg.)  Phenaphen  No.  3 
PHENAPHEN  with  CODEINE  PHOSPHATE 

1 GR.  (64.8  mg.)  Phenaphen  No.  4 
Bottles  of  100  and  500  capsules. 


1.  Meyers,  G.  B.:  Ind.  Med.  & Surg.  26:3,  1957.  2.  Murray, 

R.  J.:  N.  Y.  St.  J.  Med.  63:1867,  1953. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
Making  today’s  medicines  with  integrity. . . seeking  tomorrow’s  with  persistence. 


BECAUSE  POOR  DIABETIC  CONTROL 
INCREASES  THE  THREAT  OF  VASCULAR 
COMPLICATIONS  IN  DIABETES'.!. 
DIABINESE  FIRST  FOR  ADEOIIATE  AND 
CONTINUOUS  ORAL  CONTROL 


Oral  therapy  with  diabinese  can  help  assure 
more  adequate  blood-sugar  control  in  many 
maturity-onset  diabetics,  including  certain  pa- 
tients now  poorly  controlled  by  diet  alone, 
some  patients  on  insulin,  and  many  who  escape 
control  on  previous  oral  therapy. 

Diabinese  and  diet 

In  patients  with  maturity -onset  diabetes  whose 
blood  sugar  remains  elevated  despite  weight 
and/or  caloric  control,  diabinese  is  frequently 
effective  in  do.ses  of  100  to  250  mg.  a day.  Fur- 
ther, unlike  insulin,  diabinese  has  not  been 
reported  to  increase  appetite,  and  residual 
capacity  for  endogenous  beta  cell  activity  is 
stimulated.  Thus,  diabinese  combined  with 
dietary  regulation  will  often  ensure  more  satis- 
factory control  than  “diet  alone.’’ 

DiaJjinese  and  the 
insulin  patient 

DIABINESE  has  provcd  to  be  an  effective  replace- 
ment for  insulin  among  maturity-onset  pa- 
tients needing  40  units  or  less  per  day.  This 
application  of  diabinese  is  especially  valuable 
in  patients  who  should  not  be  exposed  to  the 
hazards  and  inconvenience  of  self-administered 
injection— tho.se  with  poor  eyesight,  the  infirm 
and  elderly,  and  the  emotionally  disturbed. 
Transfer  from  insulin  to  diabinese  in  proper 
dosage  lessens  the  risk  of  hypoglycemia,  and  may 
enable  certain  patients  to  resume  occupations 
where  insulin  shock  is  considered  dangerous. 


In  selected  patients  in  whom  insulin  require- 
ments have  become  quite  high,  combined  ther- 
apy with  DIABINESE  Sometimes  permits  reduc- 
tion of  insulin  dosage  and  helps  to  improve 
control.-^  Patients  with  insulin  resistance  may 
sometimes  be  similarly  helped  by  replacement 
of  part  of  the  daily  insulin  dosage.'* 

Diabinese  from  the  start 

Continuous  control  in  suitable  candidates  for 
sulfonylurea  therapy  is  more  likely  to  be 
achieved  with  diabinese.  According  to  the 
A.M.A.  Council  on  Drugs, ^ observations  indi- 
cate that  “on  an  equivalent  dose  and  blood 
level  basis,  chlorpropamide  has  a somewhat 
greater  therapeutic  effect  than  has  tolbuta- 
mide. ’ ’ This  therapeutic  superiority  is  reflected 
in  the  results  of  clinical  observations  like  those 
of  Fineberg,^  who  compared  the  effect  of 
DIABINESE  in  50  patients  with  the  effect  of  tol- 
butamide in  35  patients.  He  concluded  that 
“chlorpropamide  produced  satisfactory  con- 
trol of  the  diabetes  in  almost  twice  as  great  a 
percentage  (76  versus  43  per  cent)  of  patients 
than  did  tolbutamide,  and  excellent  control  in 
more  than  twice  as  great  a percentage  (74 
versus  31  per  cent).’’ 

1.  Johnsson,  S.:  Diabetes  9:1,  1960.  2.  El  Mahallawy, 
M.  N.,  and  Sabour,  M.  S.:  J.A.M.A.  173:1783,  1960. 
3.  Editorial : Brit.  M.  J.  1 : 188, 1961.  4.  Duncan,  L.  J.  P., 
and  Baird,  J.  D.:  Pharmacol.  Rev.  12:91, 1960.  5.  A.M.A. 
Council  on  Drugs:  New  and  Nonofficial  Drugs,  1961, 
Philadelphia,  Lippincott,  1961,  p.  657.  6.  Fineberg, 
S.  K. : J.  Am.  Geriat.  Soc.  8:441, 1960. 


FOR  MAXIMUM  ASSURANCE  OF  CONTINUOUS 

BLOOD-SUGAR  CONTROL 

Q "Hi  T1 0 Q D®  antidiabetic 

XJ ICLUllivuU  most  likely  to  succeed 

BRAND  OF  CHLORPROPAMIDE 

economical  once-a-day  dosage 


IN  BRIEF  V_ 

DIABIXESE,  a potent  sulfonylurea,  provides 
smooth,  long-lasting  control  of  blood  sugar  per- 
mitting economy  and  simplicity  of  low,  once-a-day 
dosage.  Moreover,  diabinese  often  works  where 
other  agents  have  failed  to  give  satisfactory  control. 

INDICATIONS ; Uncomplicated  diabetes  mellitus 
of  stable,  mild  or  moderately  severe  nonketotic, 
maturity-onset  type.  Certain  “brittle”  patients  may 
be  helped  to  smoother  control  with  reduced  insulin 
requirements. 

ADMINISTRATION  AND  DOSAGE:  Familiar- 
ity with  criteria  for  patient  selection,  continued 
close  medical  supervision,  and  observance  by  the 
patient  of  good  dietarj'  and  hygienic  habits  are 
essential. 

Like  insulin,  diabinese  dosage  must  be  regulated  to 
individual  patient  requirements.  Average  mainte- 
nance dosage  is  100-500  mg.  daily.  For  most  patients 
the  recommended  starting  dose  is  250  mg.  given 
once  dailj’.  Geriatric  patients  should  be  started  on 
100-125  mg.  daily.  A priming  dose  is  not  necessary 
and  should  not  be  used;  most  patients  should  be 
maintained  on  500  mg.  or  less  daily.  Maintenance 
dosage  above  750  mg.  should  be  avoided.  Before 
initiating  therapy,  consult  complete  dosage  infor- 
mation. 

SIDE  EFFECTS ; In  the  main,  side  effects,  e.g., 
hypoglycemia,  gastrointestinal  intolerance,  and  neu- 
rologic reactions,  are  related  to  dosage.  They  are 


not  encountered  frequently  on  presently  recom- 
mended low  dosage.  There  have  been,  however,  oc- 
casional cases  of  jaundice  and  skin  eruptions  pri- 
marily due  to  drug  sensitivity;  other  side  effects 
which  may  be  idiosyncratic  are  occasional  diarrhea 
(sometimes  sanguineous)  and  hematologic  reactions. 
Since  sensitivity  I'eactions  usually  occur  within  the 
first  six  weeks  of  therapy,  a time  when  the  patient 
is  under  very  close  supervision,  they  may  be  readily 
detected.  Should  sensitivity  reactions  be  detected, 
DIABINESE  should  be  discontinued. 

PRECAUTIONS  AND  CONTRAINDICATIONS: 
If  hypoglycemia  is  encountered,  the  patient  must 
be  observed  and  treated  continuously  as  necessary, 
usuallj’  3-5  days,  since  diabinese  is  not  significantlj’ 
metabolized  and  is  excreted  slowly,  diabinese  as  the 
sole  agent  is  not  indicated  in  juvenile  diabetes  mel- 
litus and  unstable  or  severely  “brittle”  diabetes 
mellitus  of  the  adult  type.  Contraindicated  in  pa- 
tients with  hepatic  dysfunction  and  in  diabetes 
complicated  by  ketosis,  acidosis,  diabetic  coma, 
fever,  severe  trauma,  gangrene,  Raynaud’s  disease, 
or  severe  impairment  of  renal  or  thyroid  function. 
DIABINESE  may  prolong  the  activity  of  barbiturates. 
An  effect  like  that  of  disulhram  has  been  noted  when 
patients  on  diabinese  drink  alcoholic  beverages. 

SUPPLIED : As  100  mg.  and  250  mg.  scored  chlor- 
propamide tablets. 

More  detailed  professional  information  available  on 
request. 


Science  for  the  world’s  well-being* 


PFIZER  LABORATORIES 

Division,  Okas.  Pfizer  & Go.,  Inc.  New  York  17,  New  York 


when  it  comes  to  your  malpractice  protection 

ANY  COMPROMISE  WITH  QUALITY  CAN  BE  COSTLY 

You  cannot  afford  less  than  the  best  professional  liability  insurance.  Most  members 
of  your  State  Medical  Society  insure  in  the  State  Society  Program  because  it  cannot 
be  equalled  in  quality.  Among  its  unique  features: 

FEATURE  ^5:  A plan  that  includes  all  medical  specialties  and  types  of 

practice  avoids  the  conflict  of  interests  which  often  occurs  when  codefend- 
ants are  insured  in  different  companies;  and  at  the  same  time  it  offers 
rates  based  on  the  losses  of  your  own  specialty  group. 


MALPRACTICE  INSURANCE  AND  DEFENSE  PROGRAM 

2 Park  Avenue,  New  York  16,  N.  Y.  MUrray  Hill  4-321 1 


lAMES  M.  ARNOLD 

Indemnity  Representative 


FRANK  W.  APPLETON 

Asst.  Indemnity  Representative 


H.  F.  WANVIG,  Inc.  broker 

EMPLOYERS  MUTUAL  LIABILITY  INSURANCE  COMPANY  OF  WISCONSIN,  carrier 


“Whatever  is  covered  by  Blue  Cross,  I have’' 
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IH  BROHCHIAL  ASTHMA..  “MARKED  INCREASE  IN  VITAL  CAPACITY..."* 

objective  evidence  of  reiief 

Dexamethasone  produced  moderate  to  excellent  improvement  in  85  per  cent  of  143 
patients  with  bronchial  asthma  and  pulmonary  emphysema.  Objective  evidence 
of  antiasthmatic  effects:  '‘Marked  Increase  in  Vital  Capacity  and  Maximum  Breathing 
Capacity”*. . ."Increased  Efficiency  in  The  Air  Flow  Dynamics  of  Maximal  Cough.”* 


Supplied:  as  0.76  mg.  and  0.6  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DECADRON  Phosphate  and  new  Elixir  DECAORON.  Additional  information  on  DECAORON 
is  available  to  physicians  on  request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 


‘Biokerman,  H.  A.,  et  al.:  Physiologic  and  steroid  therapy  in  respiratory  disease. 
Scientific  Exhibit,  A.M.  A.  Convention.  Atiantic  City,  N.  J.,  June  8*12, 1969. 

^1^  MERCK  SHARP  ft  DOHME  Division  of  Merdt  ft  Co.,  INC.,  West  Point,  Pa. 


Decadron^ 


TREATS  MORE  PATIENTS  MORE  EFFECTIVELY 


X 


i 


don’t 

neglect 

hay 

fever 

Early  Diagnosis  is  Important 

Hay  Fever,  untreated,  may  lead  to 
more  serious  conditions  such  as  polyps 
and  asthma.  If  you  suspect  you  have 
the  symptoms  of  allergy — sneezing, 
itching  and  weeping  eyes,  running  nose, 
burning  palate  and  throat,  hoarseness — • 
consult  your  doctor  immediately. 


Don’t  ISeglect  Hay  Fever..  .Consult  Your  Doctor 

Be  sure  to  check  with  your  doctor  on  any  medication — SELF-MEDICATION 
CAN  BE  DANGEROUS. 

Check  the  labels  of  any  medication  you  take.  Certain  drugs  may  prove  sleep  inducing, 
so  DON’T  DRIVE  when  under  medication.  Above  all,  don’t  OVERDOSE  yourself. 

See  your  neighborhood  pharmacist  for  the  latest  information  on  allergies. 


YOU  CAN  RELY  ON  YOUR  NEIGHBORHOOD  PHARMACIST 


PHARMACEUTICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
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Why  is  the 
methyl 
“governor” 
in  Orinase 
so 

important? 


One  of  the  most  significant  advantages  of  Orinase  therapy  is 
the  rarity  of  associated  hypoglycemic  reactions. 

This  widely-reported  clinical  benefit  is  a function  of  the 
exclusive  Orinase  methyl  “governor.”  Lending  itself  to  ready 
oxidation  (principally,  it  is  thought,  a hepatic  process),  the 
methyl  group  ensures  prompt  metabolic  inactivation  of  the 
Orinase  molecule.  What  actually  happens  is  that  a rapidly- 
and  continuously-excreted  carboxy-metabolite  is  produced 
that  has  no  hypoglycemic  activity  at  the  existing  levels. 

As  a result  of  the  oxidation  of  its  methyl  group,  Orinase 
shows  a decline  in  activity  soon  after  it  reaches  its  effective 
peak  in  the  plasma.  Maintenance  dosage  serves  to  reduce  blood 
sugar  levels  to  normal,  but  rarely  below  that  point,  and  there 
is  no  reported  problem  of  accumulation. 


S02-NH-C-NH-CH,(CH5)jCH3 

II 

0 


S0j-NH-C-NH-CH,(CH,),CH3 

II 

0 


Orinase* 


An  exclusive  methyl  "governor”  minimizes  hypoglycemia 


/ndleation^  and  effects:  The  clinical  Indication  for 
Orinase  Is  stable  diabetes  mellltus.  Its  use  brlnRs 
about  the  lowering  of  blood  sugar;  glycosuria 
diminishes,  and  such  symptoms  as  pruritus,  poly- 
uria. and  polyphagia  disappear. 

Dosaae:  There  is  no  fixed  regimen  for  Initiating 
Orinase  therapy.  A simple  and  effective  method 
Is  as  follows:  First  day — 6 tablets;  second  day — 
4 tablets:  third  day— 2 tablets.  The  dally  dose  Is 
then  adjusted  raised,  lowered  or  maintained  at 
the  two-tablet  level,  whichever  is  necessary  to 
maintain  optimum  control. 

Patients  receiving  Insulin  (less  than  20  units)  <— 
discontinue  Insulin  and  institute  Orinase:  (20  to 
40  units) — initiate  Orinase  with  a concurrent  30 
to  S0<^o  reduction  In  Insulin  dose  with  a further 
careful  reduction  as  response  to  Orinase  is  ob- 
served: (more  than  40  units)  — reduce  Insulin  by 
20<7o  and  initiate  Orinase  with  a further  careful 
reduction  In  Insulin  dosage  as  response  to  Orinase 
is  observed.  In  candidates  for  combined  Orinase- 
insulin  therapyj  an  individualized  schedule  Is  usu- 
ally obtainable  during  a trial  course  of  two  or 
more  weeks. 

Confroindications  and  side  effects:  Orinase  Is  Con- 
traindicated in  patients  having  Juvenile  or  growth- 
onset,  unstable  or  brittle  types  of  diabetes 
mellltus:  history  of  diabetic  coma,  fever,  severe 
trauma  or  gangrene. 

Side  effects  are  mild,  transient  and  limited  to  ap- 
proximately 3<7b  of  patients.  Hypoglycemia  and 
toxic  reactions  are  extremely  rare.  Hypoglycemia 
la  most  likely  to  occur  during  the  period  of  transi- 
tion from  Insulin  to  Orinase.  Other  untow’ard 
Copyright  1961.  The  Upjohn  Company 


reactions  to  Orinase  are  usually  not  of  a serious 
nature  and  consist  principally  of  gastrointestinal 
disturbances,  headache,  and  variable  allergic  skin 
manifestations.  The  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  heartburn)  and  head- 
ache appear  to  be  related  to  the  size  of  the  dose, 
and  they  frequently  disappear  when  dosage  is  re- 
duced to  maintenance  levels  or  the  total  daily  dose 
Is  administered  In  divided  portions  after  meals. 
The  allergic  skin  manifestations  (pruritus,  ery- 
thema. and  urticarial,  morbilliform,  or  maculopap- 
ular  eruptions)  are  transient  reactions,  which 
frequently  disappear  with  continued  drug  admin- 
istration. However,  if  the  skin  reactions  persist. 
Orinase  should  be  discontinued. 

Clinical  toxicity:  Orinase  appears  to  be  remarkably 
free  from  grross  clinical  toxicity  on  the  basis  of 
experience  accumulated  during  more  than  four 
years  of  clinical  use.  Crystalluria  or  other  un- 
toward effects  on  renal  function  have  not  been 
observed.  Long-term  studies  of  hepatic  function 
In  humans  and  experience  in  over  650.000  dia- 
betics have  shown  Orinase  to  be  remarkably  free 
of  hepatic  toxicity.  There  has  been  reported  only 
one  case  of  cholestatic  Jaundice  related  to  Orinase 
administration,  which  occurred  In  a patient  with 
pre-existing  liver  disease  and  which  rapidly  re- 
versed upon  discontinuance  of  the  drug. 

Each  tablet  contains: 

Tolbutamide 0.5  Cm. 

Supplied:  In  bottles  of  50. 

•Trademark.  Reg.  U.S.  Pat.  Off.-— 

tolbutamide,  Upjohn  June,  1961 


The  Upjohn  Company,  Kalamazoo,  Michigan 


Upjohn 
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TWELFTH 

ANNUAL  REFRESHER  COURSE 
FOR 

GENERAL  PRACTITIONERS 

The  Royal  Victoria  Hospital  will  conduct  a 
five  and  one-half  day  course  for  General 
Practitioners  from  November  6 to  November 
11,  inclusive,  1961.  The  course  will  cover  con- 
ditions most  commonly  encountered  in 
General  Practice  with  emphasis  on  practical 
office  procedures  used  in  Medicine,  Surgery, 
Obstetrics  and  Gynaecology,  Anaesthesia, 
Psychiatry  and  Physical  Medicine. 

The  practical  aspects  and  recent  advances 
applicable  to  General  Practice  will  be 
stressed. 

FEE:  $75.00. 

Approved  for  formal  study  credits  by  The 
College  of  General  Practice  of  Canada 

This  course  is  also  acceptable  for  Category  1 
credit  by  The  American  Academy  of  General 
Practice. 


COURSE  IN  CLINICAL  CARDIOLOGY 

The  Joint  Cardio-Respiratory  Service  of  the 
Royal  Victoria  Hospital  and  the  Montreal 
Children’s  Hospital  will  conduct  a course  in 
clinical  cardiology  for  General  Practitioners 
November  13  to  November  16,  inclusive,  1961. 

Special  emphasis  will  be  placed  upon  elec- 
trocardiographic interpretation,  bedside 
diagnosis,  selection  of  cases  and  present 
status  of  surgery  in  acquired  and  congenital 
heart  disease,  management  of  ischaemic 
heart  disease,  hypertension,  cardiac  emer- 
gencies and  congestive  heart  failure. 

FEE:  $50.00. 

For  further  particulars  or  application  for 
both  courses,  address  the  Post-Grade  Board, 
Royal  Victoria  Hospital,  687  Pine  Avenue 
West,  Montreal  2,  P.Q. 
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Proved  by  a decade  of  experience 


Put  your  low-back  patient 
back  on  the  payroll 


Soma's  prompt  relief  of  pain  and  stiffness  can 
get  your  low-back  patients  back  to 
work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  . . . f 
give  your  patient  the  two  things  he  wa 
most:  relief  from  pain  and  rapid  return 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  n 
Drowsiness  may  occur,  but  usually  only  u 
higher  dosages.  Soma  is  available  in  350  i 
tablets.  Usual  dosage  is  1 tablet  q.i.d.  , 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


How  you  can  help  save 
your  patients  a month’s  pay 

Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrpme  patients 
required  an  average  of  41  days  for 
full  recovery  Change:  3 to  90  days). 
The  addition  of  Soma  therapy  in  this 
comparative  investigation  reduced 
the  average  to  11.5  days  (range:  2 to 
21  days).  With  Soma,  patients  aver- 
aged full  recovery  30  days  sooner. 


‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


brand  Ointment 


Broad-spectrum  antibac- 
terial action-plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

'Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

Vz  oz.  and  >/b  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

‘A  oz.  and  Vb  oz. 
(with  ophthalmic  tip) 

Tubes  of  \A  oz.  and 
Vb  oz.  (with 
ophthalmic  tip) 
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BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


in  bacterial 
otitis  media 

Panalba* 

promptly 

to  gain  precious 

therapeutic 

hours 

In  the  presence  of  bacterial 
infection,  taking  a culture  to 
determine  bacterial  identity 
and  sensitivity  is  desirable  — 
but  not  always  practical. 

A rational  clinical  alterna- 
tive is  to  launch  therapy  at 
once  with  Panalba,  the  anti- 
biotic that  provides  the  best 
odds  for  success. 

Panalba  is  effective  (in 
vitro)  against  30  common 
pathogens,  including  the 
ubiquitous  staph.  Use  of 
Panalba  from  the  outset  (even 
pending  laboratory  results) 
can  gain  precious  hours  of  ef- 
fective antibiotic  treatment. 

SUPPLIED:  Capsules,  each  containinp: 

Panmycin*  Pho.sphate  (tetracycline  phosphate 
complex),  equivalent  to  250  mjt.  tetracycline 
hydrochloride,  and  125  me.  Albamycln,*  as 
novobiocin  sodium,  in  bottles  of  16  and  100. 
USUAL  ADULT  DOSAGE:  1 or  2 capsules 
3 or  4 times  a day. 

SIDE  EFFECTS:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable  to  that 
of  the  other  tetracyclines  and  is  well  tolerated 
clinically.  Side  reactions  to  therapeutic  use 
are  infrequent  and  consist  principally  of  ndld 
nausea  and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of 
toxicity.  In  a certain  few  patients,  a yellow 
pifirment  has  been  found  in  the  plasma.  This 
pigrment,  apparently  a metabolic  by-product 
of  the  drug,  is  not  necessarily  associated  with 
abnormal  liver  function  tests  or  liver  enlarge- 
ment. 

Urticaria  and  maculopapular  dermatitis,  a few 
cases  of  leukopenia  and  agranulocytosis  have 
been  reported  in  patients  treated  with 
Albamycln.  These  side  effects  usually  disap- 
pear upon  discontinuance  of  the  drug. 
CAUTION:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of  nonsusceptible 
organisms,  constant  observation  of  the  patient 
is  essential.  If  new  Infections  appear  during 
therapy,  appropriate  measures  should  be  taken. 
Total  and  differential  blood  counts  should  be 
made  routinely  during  prolonged  administra- 
tion of  Albamycin.  The  possibility  of  liver 
damage  should  be  considered  if  a yellow  pig- 
ment, a metabolic  by-product  of  Albamycin, 
appears  in  the  plasma.  Panalba  should  be  dis- 
continued if  allergic  reactions  that  are  not 
readily  controlled  by  antihlstaminlc  agents 
develop. 

• Trademark,  Reg.  U.  S.  Pat.  Off.  June.  1961 


Panalba 

your  broad-spectrum 
antibiotic  of  first  resort. 
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Zontron  • comprehensive  liquid  hematinic 

corrects  iron  deficiency  • restores  healthy  appetite  • helps  promote  normal  growth 

*underweight,  easily  fatigued,  anorexic — because  of  mild  anemia 


Each  5-cr.  teaspoonful  provides: 

Ferrous  Sulfate  (equivalent  to 

20  mg.  of  iron) 100  mg. 

Thiamine  Hydrochloride  (Vitamin  Bi).  . . 1 mg. 

Riboflavin  (Vitamin  Bj) 1 mg. 

Pyridoxine  Hydrochloride  (Vitamin  B«)  . . 0.5  mg. 

Vitamin  B12  Crystalline 5 meg. 

Pantothenic  Acid  (as  d-Panthenol)  ....  1 mg. 

Nicotinamide 5 mg. 


Ascorbic  Arid  (Vitamin  C) 35  mg. 

Alcohol,  2 percent. 

Usual  dosage:  Infants  and  children — 1/2  to 
1 teaspoonful  (preferably  at  mealtime) 
one  to  three  times  daily. 

Adults — 1 to  2 teaspoonfuls  (preferably 
at  mealtime)  three  times  daily. 

Zentron'”  (iron,  vitamin  B complex,  and  vitamin 
C.  Lilly)  l'M«» 
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Welfare  and  Medicine 


Sick  people,  sick  families,  and  sick  com- 
munities are  closely  interrelated.  An  under- 
lying source  that  appears  most  frequently 
and  consistently  is  that  of  housing  and  the 
factors  related  to  it — inadequate  supply  of 
low-rent  housing,  evictions,  ever-increasing 
rentals,  increased  cost  of  heating,  deteriorat- 
ing housing,  and  the  complex  network  of 
human  ills  connected  with  deprivation  in 
this  important  part  of  living. 

We  are  building  highways  and  thruways, 
parking  lots,  and  luxury  apartments,  but 
slums  continue  to  increase;  where  urban 
renewal  is  planned,  often  the  welfare  of 
families  is  not  being  given  sufficient  priority. 
When  eviction  occurs,  the  family  must  be 
dispersed  or  crowded  into  smaller  and 
meaner  quarters  at  higher  rent.  Thus  the 
train  is  laid  for  a host  of  physical  and  mental 
illnesses  and  disabilities. 

A recent  report  states  that  39.7  per  cent 
of  all  applications  for  public  assistance  came 
because  of  illness  and  disablement.  Also 
noted  is  a continuing  upward  trend  in  Aid  to 


Dependent  Children  and  increased  necessity 
for  foster  home  care.  There  has  been  an 
almost  40  per  cent  increase  in  the  monthly 
average  of  such  cases  throughout  the  State 
and  the  nation  as  well.  All  the  tragically 
famiUar  causes  of  family  breakdown  oper- 
ate here — rootlessness,  moral  enfeeblement, 
emotional  and  mental  disturbance,  and  eco- 
nomic difficulties.  An  increasing  number  of 
these  children  present  emotional  and  mental 
problems  themselves. 

Many  social  problems  arise  because  of 
our  great  numbers,  caught  up  as  we  are  in 
wave  after  wave  of  assimilation  and  in 
changes  and  advances  in  agriculture,  in- 
dustry, and  trade  relations.  They  are  not 
new  to  us  nor  to  the  world.  They  will  be 
solved  on  the  broad  front  of  progress. 
The  medical  profession  will  apply  its  special 
skills  to  the  sick  patient,  but  it  must  go 
further.  It  must  study  and  understand  the 
whole  problem  and  help  those  who  are 
engaged  with  the  problems  of  the  sick  family 
and  the  sick  community. 


Ordinary  Incidents  and  Facts  and  the  Confidential  Relationship 


A recent  decision  of  the  Supreme  Court  in 
Nassau  County  re-emphasizes  the  long- 
standing rule  in  New  York  that  physicians 
are  not  precluded  by  virtue  of  the  prohibi- 
tions of  Section  352  of  the  Civil  Practice 
Act,  relating  to  the  confidential  relationship 
of  physician  and  patient,  from  disclosing 
ordinary  incidents  and  facts  about  a patient 
such  as  would  be  plain  to  the  observation 
of  a nonprofessional  person. 

The  decision  grew  out  of  a motion  by  an 
insurance  company  to  examine  before  trial  a 
physician  who  had  treated  a deceased  per- 
son at  a hospital  to  which  he  was  brought 
following  a fall  on  a sidewalk  in  New  York 
City.  The  lawsuit  was  brought  on  an  in- 


surance policy  to  recover  for  accidental 
death,  and  the  defense  to  the  lawsuit  was 
intoxication  of  the  insured,  which  was  an 
excluded  risk  under  the  pohcy. 

The  Court  in  granting  the  motion  and  per- 
mitting the  examination  before  trial  of  the 
physician  relied  chiefly  on  the  decision  in  a 
1917  Court  of  Appeals  case,  Klein  v.  Pru- 
dential Insurance  Company  (221  N.Y.  449). 

In  the  Klein  case  an  action  was  brought  to 
recover  on  a life  insurance  policy  wherein 
the  deceased  had  made  written  apphcation 
on  January  6,  1913,  to  the  defendant  insur- 
ance company  and  had  declared  that  “the 
said  policy  shall  not  take  effect  until  the 
same  shall  be  issued  and  delivered  by  the  said 
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company,  and  the  first  premium  paid 
thereon  in  full,  while  my  health  is  in  the 
same  condition  as  described  in  this  applica- 
tion.” 

At  the  time  of  making  such  application  the 
deceased  made  a small  payment  to  the  in- 
surance company’s  agent  and  received  a 
receipt  therefor,  in  which  it  was  stated  that 
the  payment  “is  in  no  way  binding  upon  the 
said  company  except  that  said  company 
agrees  to  return  the  amount  mentioned  here- 
in in  case  the  company  dechnes  to  grant  a 
policy  on  the  life  of  said  applicant.” 

On  January  9 he  passed  the  required 
medical  examination,  and  a policy  was  is- 
sued on  January  15.  The  policy  was  given 
to  him,  but  he  was  unable  to  pay  the  re- 
quired premium,  and  the  agent  told  him 
that  he  was  not  insured  until  he  paid  the 
balance  of  the  premium.  From  that  time 
until  February  14  the  agent  attempted  un- 
successfully to  collect  the  balance  due,  but 
on  that  date  the  agent  received  the  unpaid 
premium  by  direction  of  the  applicant  at  a 
relative’s  home. 

On  February  12  the  deceased  had  a 
cold  and  a slight  cough.  At  twelve 
o’clock  on  that  day  he  said  to  his  employer 
that  he  was  not  feeling  very  well  and  might 
stay  at  home  an  hour  longer  than  usual  but 
would  be  back  in  the  afternoon.  He  never 
returned  to  work.  On  February  13  he  was 
attended  at  his  home  by  a physician.  He 
was  then  sick.  He  was  taken  to  a hospital 
on  the  morning  of  February  14  and  died 
there  of  pneumonia  on  February  20. 

The  deceased’s  wife  signed  a certificate  in 
proof  of  her  husband’s  death,  and  it  was 
delivered  to  the  insurance  company  accom- 
panied by  a certificate  of  the  physician  who 
attended  him  at  the  hospital.  In  her  cer- 
tificate she  stated  that  her  husband’s  health 
was  first  affected  on  February  12,  and  in 
answer  therein  to  the  question:  “What  was 
the  cause  of  his  death?”  she  referred  to  the 
physician’s  certificate.  She  also  agreed 
that  the  certificate  of  the  physician  “shall 
be  considered  as  part  of  proofs  of  death  of 
insured.” 


The  insurance  company  refused  to  pay 
on  the  policy  and  alleged  in  defense  of  the 
action  that  when  the  first  premium  was  paid 
to  the  company  the  deceased’s  health  was  not 
the  same  as  described  in  his  apphcation  and 
that  such  fact  was  not  then  known  to  the 
company.  In  the  trial  court  the  jury  re- 
turned a verdict  in  favor  of  the  company. 
On  appeal  the  wife  raised  the  following  ques- 
tions : 

1.  Whether  or  not  it  was  error  to  receive 
the  testimony  of  the  physician  who  at- 
tended the  deceased  on  February  13  that 
he  was  then  sick. 

2.  WTiether  or  not  it  was  error  to  admit 
in  evidence  the  affidavit  and  certificate  of 
the  hospital  physician  accompanying  the 
certificate  made  by  the  plaintiff  as  part  of 
the  proofs  of  her  husband’s  death. 

The  Court  of  Appeals  in  affirming  the 
lower  courts’  decisions  in  favor  of  the  in- 
surance company  restated  the  general  rules 
governing  the  disclosure  of  information  con- 
cerning a patient  by  a physician.  It  pointed 
out  that  the  prohibition  against  a physician 
giving  evidence  of  matters  within  his  knowl- 
edge relating  to  a patient  is  statutory,  that 
is,  not  existing  under  the  common  law.  It  is 
confined  to  information  acquired  in  attend- 
ing a patient  in  a professional  capacity  and 
which  is  necessary  to  enable  him  to  act  in 
that  capacity.  But  it  also  observed  that  the 
statute : 

is  not  intended  to  prohibit  a person  from 
testifying  to  such  ordinary  incidents  and  facts 
as  are  plain  to  the  observation  of  any  one 
without  expert  or  professional  knowledge,  and 
without  tacitly  or  otherwise  inviting  or  re- 
ceiving confideiices  by  which  the  incidents 
and  facts  are  or  may  be  brought  to  light  and 
obtained. 

The  court  quoted  with  approval  from  an 
earlier  decision  which  had  held  that: 

There  is  nothing  in  section  834  (now  C.P.A. 
Section  352)  which  prohibited  the  defendant 
from  showing  that  Patten  was  the  patient  of 
the  doctor;  that  he  attended  him  as  a patient, 
and  that  he  was  sick.  Nor  is  there  anything  in 
that  section  which  prohibited  the  doctor  from 
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testifying  whether  he  was  called  upon  to  at- 
tend Patten  professionally  before  or  after  the 
date  of  the  certificate,  or  to  tell  how  many 
times  he  attended  him,  whether  daily  or 
hourly,  from  the  19th  day  of  April  to  the  16th 
day  of  May.  {Patten  v.  United  Life  & Accident 
Insurance  Association,  133  N.Y.  450,  453) 

In  its  opinion  the  Court,  however,  cau- 
tioned that: 

When  the  information  obtained  l)y  a idiysi- 


cian  extends  to  the  existence  of  an  ailment  al- 
though not  the  subject  of  his  attendance  or 
treatment  but  is  acquired  through  an  examina- 
tion of  the  patient  in  attending  him  in  a pro- 
fessional capacity  and  the  discovery  of  which 
was  a necessary  incident  to  the  investigation 
made  to  enable  him  to  act  in  a professional 
capacity,  it  is  within  the  language  and  purpose 
of  the  Code  prohibition.  (Brown  v.  The  Com- 
mercial Travelers  Mutual  Accideni  Association 
of  America,  N.Y.  Law  Journal,  June  22,  1961, 
p.  14,  col.  1) 


The  Rehabilitation  Conference 


The  team  approach  to  medical  problems  has 
been  nowhere  better  developed  than  in  the 
field  of  rehabilitation.  All  the  disciplines  of 
the  physiatrist,  orthopedist,  nurse,  physio- 
therapist, prosthesis  artisan,  and  social 
worker  are  focused  on  the  particular  prob- 
lems that  each  patient  presents.  Often 
enough  the  stiff  joint  or  the  paralyzed  limb 
are  not  the  only  things  that  are  present. 
A diflScult  home  situation,  poorly  reasoned 
motivation,  or  lack  of  it  may  often  becloud 


the  issue. 

Such  conferences  with  the  interplay  of  the 
multiple  specialized  approach  are  an  ex- 
cellent teaching  mechanism.  We  will  bring 
you  each  month  a Rehabihtation  Conference 
from  the  Albert  Einstein  College  of  Medi- 
cine, edited  by  Edward  F.  Delagi,  M.D., 
and  Heinz  I.  Lippmann,  M.D.,  both  associ- 
ate professors  at  the  College. 

We  trust  our  readers  will  enjoy  this  arm- 
chair attendance  at  the  Conferences. 


Medical  Society  of  the  State  of  New  York 
District  Branch  Meetings — 1961 

District 

Branch 

Date 

Place 

I 

May,  1961 

Rochester 

II 

III  and  IV 

October  29,  30,  and  31,  1961 
(To  be  announced) 

Grossinger’s 

V 

September  S,  9,  and  10,  1961 

Thousand  Island  Club,  Wellesley  Island 
on  Alexandria  Bay 

VI 

October  11,  1961 

Norwich 

VII 

September  21,  1961 

Sheraton  Hotel,  Rochester 

VIII 

September  28,  1961 

Batavia 

IX 

May  8,  1961 

Rochester 
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The  Weeders,  Van  Gogh.  Bernard  Koehler  Collection.  Berlin 


Essential  in  moving  external  masses,  but  potentially  dangerous  in  moving  the 
bowels,  since  vascular  accidents  may  be  precipitated  in  heart  patients  by 
excessive  straining  at  stool.  For  cardiac  patients  with  constipation,  Metamucil 
adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis 
and  also  to  hold  water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus 
Metamucil,  with  an  adequate  water  intake,  induces  natural  elimination  with  a 
minimum  of  straining.  Metamucil  also  p/omotes  regularity  through  "smooth- 
age”  in  all  types  of  constipation. 

brand  of  psyllium  hydrophilic  mucilloid  ® 

Metamucil 

Available  as  Metamucil  powder  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 
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IN  FUNCTIONAL  G.I.  AND 
BILIARY  DISTURBANCES 
...TO  EACH  PATIENT 
ACCORDING  TO  THE  NEED 


DECHOLIN-BB 


V 


•••• 


Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  anxiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts . . . and  also  relieve  both  smooth-muscle  spasm  and 
biliary/intestinal  stasis 


butabarbital  sodium 15  mg.  {'/*  gr.) 

(Warning-may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (Vi  gr.) 


DEGHOLIH 
with  Belladomia 

Hydrocholeretic  — Antispasmodic ...  to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi... and 
also  counteract  biliary/intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (Vi  gr.) 


DECHOLIN 

Hydrocholeretic... to  combat  STASIS  in  bowel  and  biliary 
tract ...  by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily. 

Side  effects:  Decholin  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
Decholin  with  Belladonna  and  Decholin-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  Decholin  with  Belladonna  and 
Decholin-BB)  glaucoma. 

Precautions:  Periodically  check  patients  on  Decholin  with  Belladonna  and  Decholin-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  Decholin-BB  for  evidence  of  barbiturate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Available:  Decholin-BB,  in  bottles  of  100  tablets;  Decholin  with  Belladonna  and  Decholin,  in  bottles  of 
100  and  500..  mei 


AMES 

COMPANY,  INC 
Elkhart  • Indiona 
Toronto  • Conodo 
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Symposium  and  Panel  Discussion 

MEDICAL  PROBLEMS  IN 
E M P L 0 Y M E N r CONTINUITY 
OF  SENIOR  CITIZENS 


Moderators 

NOUMAN  PLUMMEK,  M.D.,  NEW  YORK  CITY,  Chairman,  Section  on  Industrial  Medicine 
and  Surgery,  Medical  Society  of  the  State  of  New  York 
ARTHUR  HOWARD,  M.D.,  JOHNSTOWN,  NEW  YORK,  Chairman,  Section  on  General 
Practice,  Medical  Society  of  the  State  of  New  York 

Panelists 


DAVID  H.  GOLDSTEIN,  M.D.,  NEW  YORK  CITY,  Medical  Director,  New  York  Times; 

Professor  of  Industrial  Medicine,  New  York  University  College  of  Medicine 
OGLESBY  PAUL,  M.D.,*  CHICAGO,  ILLINOIS,  Chief,  Cardiac  Clinic,  Presbyterian-St. 

Luke's  Hospital;  President-Elect,  American  Heart  Association 
ALAN  A.  MCLEAN,  M.D.,  NEW  YORK  CITY,  Psychiatrist,  International  Business  Machines 

Corporaiion 

JOSEPH  D.  GODFREY,  M.D.,  BUFFALO,  CUnical  Professor  of  Orthopedic  Surgery, 
University  of  Buffalo  School  of  Medicine 

Discussants 

FLOYD  c.  BRAT'r,  M.D.,  ROCHESTER,  Attending  Physician,  Highland  Hospital 
GREGORY  A.  GALVIN,  M.D.,  ITHACA,  Chief,  General  Practice  Section,  Tompkins  County 

Memorial  Hospital 

EDWARD  R.  SCHLESINGER,  M.D.,  ALBANY,  Assistant  Commissioner,  Division  of  Special 
Health  Medical  Services,  New  York  State  Department  of  Health 

* By  invitation. 

Presented  at  the  154th  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  New  York 
City,  Joint  Meeting  of  Section  on  General  Practice  and  Section  on  Industrial  Medicine  and  Surgery, 
May  10,  1960. 
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Introduction 

XoRMAX  Plummer,  M.D.;  Tliis  morning 
we  have  four  jjanelists  and  three  disrussanti; 
and  a full  and  interesting  program.  I shall 
preside  during  the  first  part  of  the  program, 
and  my  comoderator,  Arthur  Howard,  M.D., 
will  preside  over  the  discussion.  We  hope 
at  the  end  of  the  meeting  to  have  a good 
general  discussion. 

David  H.  Gokistein,  M.D.,  our  first 
panelist,  called  me  a short  time  ago  to  ask 
t’.'.e  C}Ucstion,  “How  old  is  old?”  Fie  wanted 
to  know,  “When  do  we  become  senior 
citizens?”  We  had  a little  discussion  about 
th  s,  and  from  our  e.xperience  in  industry, 

e decided  that  in  an  industrial  population 
it  is  at  about  the  age  of  forty  that  we  com- 
mence seeing  the  degenerati\’e  diseases  in 
increasing  numbers.  The  heart  cases,  it 
s>.ems  to  me,  lead  this  procession,  and  I 
suppose  we  are  impressed  with  that  because 
ti.e  cases  develop  suddenly  and  are  so  dra- 
matic. Tlmn  right  along  come  the  mental 
and  emotional  illncs.scs  of  middle  and  older 
; ge,  folbwcd  by  arthritis.  Cancer,  which  is 
not  exactly  a degenerative  disease,  is  in- 
cluded in  this  proces.sion. 

As  people  get  older,  of  course,  thej'  also 
deve  lop  the  more  minor  conditions — flat  feet, 
hemorrhoids,  varicose  veins,  and  a variety  of 
disturbances.  With  all  of  the  current  prop- 
aganda and  the  emphasis  on  the  employ- 
ment of  the  senior  citizen,  nevertheless,  we 
should  not  fool  ourselves.  Growing  old  has 
ds  problems. 

We  cannot  just  ignore  the  problem  of  age. 
We  cannot  just  exclude  from  the  labor  force 
all  employes  over  age  fifty  with  any  evi- 
dence of  degenerative  disease,  although 
there  has  been  a tendency  to  do  just  that. 
Actually,  we  have  about  55  million  people, 
almost  one  third  of  our  total  population, 
who  are  over  fifty  years  of  age  and  this  is  a 
huge  .segment  of  our  population.  1 think 
we  all  recognize  that  we  just  cannot  put 
them  out  to  pasture.  It  is  important  that 
they  continue  to  be  productive. 

If  periodic  examinations  have  taught  us 
anything,  it  is  that  almo.st  everyone  after  the 


age  of  fifty  has  some  evidence  of  progre.ssiv'e 
disease  requiring  that  he  or  she  make  some 
adjustments  in  living.  Perhaps  the  most 
difficult  problem  that  we  industrial  physi- 
cians encounter  has  to  do  with  these  energetic 
and  rigifl  managers  who  do  not  and  will 
not  accept  the  facts  of  life  for  themselves 
or  for  the  employes  that  they  supervise — 
that  is,  when  we  get  older,  there  are  limita- 
tions. 

Well,  you  can  see  that  I would  like  to 
embark  on  a speech,  but  now  it  is  my  duty 
and  my  pri^ulege  to  introduce  our  first 
paneli.st,  David  Goldstein,  M.D. 

From  the  Vieicpoint  of  the  Industrial 
Physician 

D.wid  H.  Goldstein,  M.D.:  I was  not 
just  jesting  when  I called  Dr.  Iflummer,  as  he 
mentioned,  and  asked,  “Who  are  the  senior 
citizens?”  I think  the  senior  citizen  is  a 
relati^'e  state  of  affairs  in  terms  of  youi' 
own  age,  and  I find  myself  constantly 
changing  my  appraisal  as  to  who  are  senior 
citizens  as  I become  more  senior  myself. 

The  phrase  “the  older  worker”  is  also,  I 
think,  relative,  although  it  is  not  so  much 
chronologic  as  functional.  The  older  worker 
is  the  individual  who,  either  by  virtue  of 
the  ravages  of  chronic  disease  or  the  aging 
process,  begins  to  falter  both  at  work  and 
elsewhere.  Otherwise,  an  individual,  re- 
gardless of  his  age,  who  is  functioning  well, 
is  regarded  by  no  one  (including  the  man 
himself)  as  an  older  worker. 

It  was  my  effort  at  the  outset  to  define 
the  parameters  of  this  discu-ssion  in  the 
following  terms:  About  whom  are  we 

speaking?  How  large  a group  are  they,  and 
what  percentage  are  males  and  what  females? 

Dem.^rcation. — Dr.  Plummer  has  alluded 
to  this  in  part.  He  has  pointed  out  that 
roughly  one  third  of  the  working  population 
is  forty-five  years  of  age  and  older.  I think 
it  is  convenient  to  consider  arbitrarily  that 
forty-five  rather  than  forty  is  the  senior 
citizen  demarcation,  largely  by  virtue  of 
the  fact  that  the  Department  of  Labor 
statistics  of  the  U.S.  Department  of  Lalxir 
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uses  this  figure  in  age  grouping  in  its 
statistical  tabulations. 

For  e.xample,  in  recent  census  and  sta- 
tistical evaluations,  it  was  pointed  out  by  the 
Department  of  Labor  that  there  were  27, 
nearly  28  million  workers  in  the  age  group  of 
forty-five  and  above  in  1960,  and  in  1970  it 
is  predicted  there  will  be  83.5  million  workers 
forty-five  years  of  age  and  over.  There  are 
currently  24  million  women  in  the  labor  force, 
and  in  the  age  group  of  forty-five  and  over, 
roughly  two  out  of  five  workers  are  women. 

One  of  the  striking  facts  brought  out  by 
the  Department  of  Labor’s  recent  publica- 
tion on  the  working  population  is  that  almost 
one  half  of  all  women  aged  forty-five  to  sixty- 
five  in  the  United  States  will  be  in  the  labor 
force  in  this  current  decade. 

It  is  apparent  then  that  our  population 
under  study  is  a sizable  one.  Now,  from  the 
apalysis  of  morbidity  data  (and  I’ve  used 
some  of  the  studies  by  Dr.  Paid  Densen 
which  were  published  in  the  January 
1960,  Milbank  Memorial  Fund  Quarterlij  on 
medical  care),  our  morbidity  problems  should 
be  the  following  (and  essentially  they  are 
those  described  by  Dr.  Plummer) : 

Disk.\ses. — The  disease  problems  which 
Dr.  Den.sen  has  shown  start  in  the  forties, 
rise  in  the  fifties,  and  continue  to  be  prob- 
lems into  the  sixties  are  accidental  injuries; 
gastrointestinal  disorders;  mental  psycho- 
somatic and  personality  disorders;  meno- 
pause; heart  di.sease  of  all  etiologies  except 
of  course  congenital;  arthritis;  hyperten- 
sion ; di.seases  of  the  prostate  and  other  male 
genital  organs;  diabetes;  hernia;  and  ma- 
lignant neoplasms. 

Ab.sence  Records. — An  analysis  of  my 
company’s  absence  experience  for  the  age 
group  forty-five  and  over  revealed  less  fre- 
quent absences  in  this  age  group  than  in  the 
younger  age  group.  However — and  I sus- 
pect that  this  is  probably  known  to  all  of 
you — when  the  older  workers  do  get  sick, 
the  severity  rate  or  the  duration  of  absence 
for  them  is  longer. 

It  is  al.so  interesting  that  the  frequency 
of  absences  in  females  exceeds  that  for  males 


both  in  ages  under  and  over  forty-five. 
The  figures  from  my  own  data  are:  Under 

foi'ty-five  years  the  females  average  2.6  ab- 
sences a year  against  1.9  for  the  males;  over 
forty-five  the  females  averaged  1.5  absences 
a year  compared  with  0.8  ab.sence  per  year 
for  males. 

Haiung  defined  the  problem  then,  what 
can  we  do  about  it?  Certainly,  with  present 
knowledge  our  efforts  are  sharply  limited  in 
the  area  of  prevention  of  the  common  dis- 
eases of  those  over  forty-five.  Perhaps  my 
colleagues  to  follow  will  have  more  to  say  in 
this  respect. 

Preventive  Measures. — Perhaps  our 
efforts  at  motivation,  let  us  .say,  for  weight 
reduction,  especially  in  those  with  both 
obesity  and  hypertension,  a dangerous  com- 
bination, may  reduce  the  high  incidence  of 
myocardial  infarction.  It  is  hoped  also 
that  some  of  the  efforts  expended  in  indus- 
try in  safety  education  will  spill  over  to  the 
home  and  highway  and  contribute  to  acci- 
dent prevention  on  a broad  base. 

I was  interested  to  read  in  the  National 
Safety  Council’s  annual  bulletin.  Accident  or 
Safety  Facts,  a statement  attributing,  in  a 
large  part,  the  finding  of  a lower  incidence  cf 
accidents  over  the  last  two  decades,  both  in 
the  home  and  at  work,  to  safety  education  in 
the  industrial  .setting.  So,  here  is  one  ex- 
ample of  tangible  prevention  in  industry. 

Perhaps  our  intimate  knowledge  of  the 
behavior  patterns  of  many  of  our  emplo3Xs, 
when  coupled  with  coun.seling  and  judicious 
referral  to  the  family  phj'sician  and  to  the 
psychiatrist,  can  reduce  the  incidence  cf 
depre.s.sions  and  pi'rhaps  even  prevent  suicides 
which  might  otherwise  have  taken  place. 

But,  really,  tlu*  keystone  of  our  program  in 
industry  is  the  early  detection  of  disease,  and 
apart  from  the  early  detection  of  disease, 
our  major  contribution  to  the  population 
under  study  is  the  assistance  we  render  in 
helping  them  keep  their  diseases  under  con- 
trol. 

Our  effort  is  to  minimize  di.sability  and 
prolong  both  longevity  and  productivity. 
In  this  effort  we  rely  heavily  on  the  private 
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practitioner  of  medicine.  Essentially  the 
medical  department  in  industry  is  a diag- 
nostic and  education  center.  Except  for 
first  aid,  therapy  is  properly  the  province 
of  the  family  physician.  I would  add 
parenthetically,  however,  that  the  occupa- 
tional health  service  in  industry  should 
render  emotional  first  aid  as  well  as  physical 
first  aid. 

The  device  by  which  case  finding  and 
health  maintenance  are  achieved  is,  of 
course,  as  Dr.  Plummer  mentioned,  the 
periodic  medical  examination.  From  this 
examination,  through  education,  medical 
supervision,  and,  when  necessary,  job  adjust- 
ment, the  physician  in  industry  contributes 
to  the  control  of  chronic  diseases. 

Certainly,  you  will  readily  accept  the 
term  “the  controlled  diabetic.”  The  con- 
cept is  equally  applicable  to  heart  disease, 
arthritis,  orthopedic  disabilities,  and  many 
psychiatric  disorders.  Our  constant  effort 
is  to  motivate  our  employes  with  chronic 
disease  to  continue  under  the  care  of  their 
physicians  so  that  maximum  functional 
capacity  can  be  achieved  and  maintained. 

In  turn,  however,  when  the  demands  of 
the  job  exceed  functional  capacity,  it  is  our 
task  as  occupational  health  physicians  to 
make  recommendations  for  job  adjustments 
or  to  translate  realistically  the  recommenda- 
tions of  the  family  physician.  The  truly 
(lualified  industrial  physician  knows  the  job 
requirements  throughout  his  whole  plant  as 
well  as  company  policy  and  union  contrac- 
tual obligations. 

Thus;  in  my  own  company  the  craft  union 
contracts  require  that  a man  must  work  a 
full  shift  or  not  at  all.  Moreover,  any  job 
transfers  must  be  made  within  the  c;raft.  A 
pre.ssniaii,  for  example,  cannot  be  moved  to 
the  (•omposing  room.  In  addition,  rules  of 
seniority  at  times  further  limit  the  oppor- 
f unities  for  job  change,  and  yet  every  day, 
despite  all  of  these  limitations,  job  adjust- 
ments on  medical  recommendation  are  made. 
Happily,  many  of  the  limited  service  assign- 
ments are  temporary.  The  disabilities  of 
mail}-  injuries,  of  course,  are  transient,  and 


many  of  our  employes  who  return  to  work 
following  myocardial  infarction  are  ulti- 
mately restored  to  their  former  jobs  requir- 
ing moderate  physical  exertion. 

It  is  our  policy  to  work  with  the  family 
physician  and  to  work  out  with  him  a re- 
habilitation prescription  related  to  the 
return  to  work,  for  example,  of  the  cardiac 
patient,  although  this  policy  applies  to  all 
disabilities. 

By  means  of  job  adjustment  and  on  occa- 
sion part-time  assignments  in  those  areas, 
such  as  Guild  jurisdiction,  where  I can  do 
this,  it  is  my  experience  that  our  employes 
convalescing,  for  example,  from  myocardial 
infarction  or  congestive  heart  failure  return 
to  work  sooner  than  is  the  usual  community 
practice  with  a resultant  diminution,  it  seems 
to  us  in  industry,  in  psychologic  invalidism. 
Paradoxical  as  it  may  sound,  work  itself  can 
at  times  be  therapeutic. 

Preparation  for  Retirement. — There 
comes  a time  for  some  employes,  of  course, 
when  the  degree  of  disability  is  such  that 
retirement  becomes  either  desirable  or 
necessary  and  where  the  disease  process  is 
irreversible.  This  transition  from  work  to 
retirement  can  be  made  without  emotional 
crisis  if  two  requisites  are  met.  The  first  is 
the  provision  for  relative  economic  security; 
the  growth  of  company-financed  or  con- 
tributory retirement  annuity  programs  has 
been  considerable  and,  augmented  by  the 
Social  Security  program,  serves  in  many 
instances  to  meet  the  economic  needs  of  re- 
tirement. The  second  requisite  for  success- 
ful transition  to  retirement  is  preparation  for 
retirement  through  counseling.  Most  re- 
tirement studies  have  shown  that  a good 
adjustment  to  retirement  is  much  more  likel.y 
lo  occur  when  retirement  has  been  antici- 
pated and  planned  for. 

Here  the  physician  can  make  a tangible 
contribution.  Patients  with  progressive 
chronic  disease  should  be  counseled  about 
retirement  long  before  the  event  takes  place. 
Retirement  can  be  enjoyable  and  should 
not  be  viewed  as  a preparation  for  the  grave. 
Physicians  in  industry  and  in  private 
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practice  as  well,  unfortunately,  have  lagged 
in  their  responsibility  to  counsel  their 
senior  patients  relative  to  retirement. 

In  a way  we  medical  practitioners  are 
guilty  of  the  emotional  device  of  projec- 
tion. You  know,  when  a drunk  staggers 
up  to  you  and  says,  “You’re  drunk!”  this 
is  the  device  of  projection.  The  physician 
infrequently  plans  for  his  own  retirement 
and  even  less  frequently  does  he  retire.  At 
an  unconscious  level  we  project  on  our 
patients  our  own  pattern  of  dying  with  our 
work  boots  on.  A great  many  employes,  I 
assure  you,  worry  about  retirement  and  have 
j distinct  fears  in  relation  to  their  health, 
i Some  of  these  fears  are  without  basis  in 
fact,  and  tangible  help  from  the  physician  is 
sorely  needed. 

Insurance. — From  these  fears  stem  much 
of  the  labor  sentiment  which  is  so  strongly  in 
1 favor  of  medical  care  for  the  aged  under 
Social  Security.  Many  industrial  group 
health  insurance  policies  be  they  with  pri- 
vate carriers  or  nonprofit  companies  allow 
for  conversion  to  an  individual  health  policy 
on  retirement.  Moreover  I am  pleased  to 
report  an  increasing  trend  toward  company 
or  union  welfare  fund  financing  of  medical 
care  insurance  on  retirement  rather  than 
conversion  to  a policy  paid  for  by  the  retired 
employe. 

I say  I am  pleased  and  gratified  with  this 
trend  because  in  my  experience  retired  em- 
ployes frequently  will  relinquish  their  med- 
ical care  insurance  which  they  pay  for 
privately  on  their  own  because  of  the  ex- 
pense and  because  they  feel  that  they  can  yield 
on  this  rather  than  on  what  seems  more  funda- 
mental to  their  needs:  basic  living  expenses. 

Conclusion. — In  a survey  conducted  by 
the  National  Industrial  Conference  Board  it 
was  revealed  that  75  per  cent  of  the  com- 
panies solicited  have  retirement  preparation 
or  counseling  programs.  There  is  a growing 
appreciation  that  short  of  invalidism,  physio- 
logic deterioration  after  age  sixty-five  is  much 
less  important  than  social  deterioration,  or, 
expressed  positively,  those  who  are  able  to 
preserve  social  integration  in  their  com- 
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munities  before  retirement  and  after  retire- 
ment are  better  able  to  avoid  the  decom- 
pensation of  age.  The  man  who  invests 
his  total  life  in  his  work  often  finds  retire- 
ment a bleak  future.  Such  a person  is 
a candidate  for  retirement  shock,  as  we  use 
the  term  in  industry  or,  as  you  know  it, 
depression.  The  employe  who  has  prepared 
for  retirement  well  in  advance  of  termina- 
tion is,  I am  confident,  a better  employe 
in  his  senior  work  years  in  industry,  a happier 
person,  and  perhaps  a healthier  person.  A 
moral  for  all  of  us — Prepare  for  retirement! 

Dr.  Plummer:  Thank  you  very  much, 
Dr.  Goldstein,  for  such  an  excellent  presenta- 
tion of  this  subject  from  the  viewpoint  of 
the  industrial  physician. 

Our  next  speaker  needs  no  introduction 
because  he  is  so  well  known.  Oglesby  Paul, 
M.D.,  is  one  of  the  most  outstanding 
physicians  in  this  country  in  the  field  of 
cardiology. 

Dr.  Paul  is  particularly  qualified  to  talk 
about  the  cardiac  patient  in  industry  be- 
cause of  his  special  interest  in  this  branch  of 
cardiology.  At  the  present  time  he  is 
conducting  a most  interesting  and  important 
research  study  at  the  Western  Electric  plant 
in  Chicago.  Dr.  Paul. 

From  the  Viewpoint  of  the  Cardiologist 

Oglesby  Paul,  M.D.:  I think  it  is 
appropriate  after  the  very  excellent  dis- 
cussion by  Dr.  Goldstein  on  the  problems 
confronting  the  senior  worker  to  “cone 
down”  on  the  problems  of  cardiovascular 
disease  because  they  comprise  the  major  cause 
of  death  and  certainly  one  of  the  major 
causes  of  disability  in  this  group. 

I would  agree  with  Dr.  Goldstein  and  Dr. 
Plummer  that  in  terms  of  aging  and,  partic- 
ularly, in  terms  of  aging  in  the  cardiovascular 
system,  degenerative  change  begins  at  an 
early  age  and  earlier  in  the  male  than  in  the 
female.  By  the  age  of  forty  and  in  many 
men  prior  to  the  age  of  forty,  there  is  signifi- 
cant degenerative  disease  present.  This, 
therefore,  is  not  merely  a chronologic  prob- 
lem which  we  can  look  at  in  terms  of  years 
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but  is  one  that  is  with  us  as  part  of  adull 
existence. 


infarcts,  9 with  surviving;  infarcts,  and  the 
remainder  developing  angina.  This  is  some- 
what more  than  1 per  100  per  year  in  the  age 
group  forty  to  fifty-five.  This  is  not  an  old- 
age  group  but  a middle-age  group. 

The  extent  of  hypertension  is  indicated 
l)y  the  fact  that  in  the  whole  group  nearly 
20  per  cent  had  a diastolic  pressure  of 
95  or  more.  On  the  other  hand,  among  our 
coronary  cases  the  incidence  was  roughl>' 


Figure  1 is  by  way  of  background.  This 
illustration  points  out  the  preponderance  of 
deaths  in  the  cardiovascular  area  and  in- 
cludes vasc'ular  lesions  in  the  central  nervous 
system.  These  are  the  1959  Metropolitan 
Life  Insurance  Company  data  on  causes  of 
death  among  industrial  policyholders,  and 
in  terms  of  death  rather  than  just  disability 
I think  these  figures  pinpoint  the  problem 
quite  well. 

Extent  of  Problem. — As  an  indication 
of  the  magnitude  of  the  problem  in  the  living 
population,  I would  just  like  to  show  you  in 
a preliminary  way  some  of  our  Western 
Electric  material,  again  giving  certain  clues 
as  to  dimension  (Table  I).  We  have  2,100 
men  whom  we  are  following,  and  in  a fifteen- 
month  period  we  have  had  37  patients,  all 
men,  who  developed  clinical  evidence  of 
coronary  disease,  9 of  them  dying  from 


twice  as  great,  or  40.5  per  cent.  One  man 
in  hve,  therefore,  in  this  working  population 
(and  these  are  all  men  working  full  time) 
might  b('  considered  to  be  in  a hypertensive 
.state. 

X-ray  films  have  given  us  relatively  little 
information  in  terms  of  cardiovascular 
disease  among  the  industrial  population,  and 
you  can  see  that  among  the  2,100  cases  there 
is  not  a great  yield  (Table  II). 

Howe^'er,  Table  III  shows  that  the  elec- 
trocardiographic changes  are  more  numerous. 
While  the  inter))retation  of  these  findings 
may  be  somewhat  more  difficult,  abnormali- 
ties in  terms  of  deviation  from  normal  with 
block  or  fibrillation  or  abnormalities  which 
are  borderline  or  unclassifiable  constitute 
a very  sizable  problem. 

When  we  examine  the  facts  further,  we 
hnd  that  there  are  approximately  10  million 
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people  in  the  country  who  have  cardio- 
vascular disease.  We  can  .see  that  not  onl.y 
must  working  patients  with  cardiovascular 
disease,  such  as  those  we  have  just  described 
from  the  Western  Electric  Company,  be  em- 
ployed, but  indeed,  the  large  majority  of 
these  10  million  people  have  to  be  employed. 
The  numbers  are  so  great  that  in  terms  of 
economic  burden  w<‘  could  not  and  should 
not  accept  this  as  an  obligation.  Socially 
and  economically  it  would  be  most  un- 
desirable to  do  so. 

The  fact  is  (and  I’m  convinced  of  this 
from  my  own  clinical  experience)  that  the 
patients  with  cardiovascular  disease,  except 
for  far-advanced  cases,  are  much  better  off  at 
work.  I think  they  liv('  longer  and  are 
certainly  much  happiei". 

Problem  of  Identification. — Now,  w(‘ 
have  the  very  special  problem  of  identifying 
the  individual  with  potential  cardiovascular 
disea.se,  and,  unfortunately,  some  of  thos(> 
whom  we  do  identify  are  the  ones  in  whom 
it  is  least  important  to  recognize  the  presen(*e 
of  cardiovascular  disease. 

For  example,  it  is  easy  to  determine  Ihe 
blood  pre.ssure  level.  Indeed,  as  has  been 
suggested,  it  is  .so  easy  that  it  was  unfortunati' 
the  sphygmomanometer  was  ever  de\'(do})ed. 
Rut  at  least  we  can  detect  t he  blood  pre.ssim* 
with  relative  ease,  and  if  we  handle  this  in- 
formation with  diplomacy  and  with  proper 
interpretation,  it  does  give  us  useful  in- 
formation. However,  ahso  unfortunately, 
this  group  of  hypertensive  patients  really  is 
not  the  major  problem  in  the  cardiovasiailar 
field,  although  it  is  one  of  the  problems. 
The  same  thing  is  true  of  the  use  of  the 
stethoscope.  We  can  detect  a murmur,  and 
in  many  instances  these  murmurs  arc'  rela- 
tively inconseipiential. 

What  we  do  not  detect  early  and  what,  we 
cannot  spot  before  a major  difficulty  ensues 
is  the  patient  who  has  an  atherosclerotic 
plaque  in  the  wrong  place,  a patient  who  has 
a cerebral  thrombosis,  a thrombosis  on  top 
of  an  atherosclerotic  placpie,  or  the  patient 
who  has  a myocardial  infarction  due  to 
thrombosis  in  an  area  of  local  degenerative 


disease  in  the  coronary  arterial  system. 
We  do  not  do  a good  job  of  spotting  these 
people,  and  it  is  a shock  to  the  individual — 
and  often  to  the  physician — when  a person 
who  has  been  assumed  to  be  in  good  health 
suddenly  gets  into  trouble.  You  are  well 
aware  of  the  men  who  have  been  examined 
and  found  to  be  in  good  health  who  have 
walked  out  the  door  and  either  dropped  dead 
or  suddenly  had  a major  cardiovascular 
catastrophe.  This  is  not  a reflection  on  the 
physician  nor  on  the  method  of  diagnosis 
employed.  It  is  a reflection  of  the  un- 
fortunate limits  of  our  technics  at  present 
in  spotting  these  people. 

And  .so,  with  cerebral  va.scular  disease  and 
coronary  artery  disease,  particularly,  we 
arc  limited  in  the  technics  that  we  have  for 
detecting  the  per.son  who  is  a potential 
patient,  a candidate  for  real  trouble. 

Outlook. — Now,  a word  about  the  out- 
look for  these  patients.  I think  the  outlook 
in  coronary  artery  disease,  which  is  the  most 
important  .segment  of  this  problem,  is  not  at 
all  bad,  and  indeed,  there  is  room  for  opti- 
mism. I know  tho.se  of  you  here  who  art' 
responsible  for  men  employed  in  an  indus- 
trial environment  have  many  workers  who 
have  angiiRi  or  who  have  had  infandions 
and  who  are  continuing  to  work  effectively. 
.VII  the  individuals  I pointed  out  in  our 
We.stern  F^lectriii  study  who  survived  their 
infarcts  are  back  at  work,  and  all  are  work- 
ing a full  day,  although  in  some  instances 
the  nature  of  th('  work  has  been  changed. 

It  is  fortunately  true  that  the  majority, 
approximately  four  fifths,  of  the  patients  who 
will  have  a myocardial  infarct  are  able  to 
pull  through  th('  acute  phase,  and  the  vast 
majority  of  these  an*  able  to  return  to  work 
and,  in  most  instancies,  to  the  work  they  did 
before.  It  is  my  own  jiractice  to  have  most 
of  the  patients  who  ha\ae  recovei’cd  from  an 
infarct  get  more  exercise  afterwards  than 
thc3’  did  previously  because  I find  that  in 
many  in.stances  these  individuals  had  ac- 
tually been  doing  too  little  rather  than  too 
much. 

This  is’  genera Ifv  true  in  industry  also  be- 
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cause,  as  you  know,  in  the  modern  industrial 
plant  there  are  not  very  many  jobs  which 
require  extremely  heavy,  sustained  physical 
work.  With  the  mechanization  of  indus- 
trial plants,  the  extremely  heavy  physical 
work  has  been  curtailed  quite  strikingly. 
It  may  be  necessary  to  limit  to  some  extent 
the  type  of  stressful  situation  to  which  an 
individual  is  exposed. 

The  outlook  in  rheumatic  heart  disease  and 
in  hypertension  also  is  one  which  justifies 
some  real  optimism.  Most  of  these  patients, 

I think,  are  also  employable  and  are  capable 
of  carrying  on  work  in  a satisfactory  fashion. 
The  patient  with  severe  rheumatic  heart 
disease  usually  does  not  go  into  an  industrial 
environment.  He  is  often  a special  case 
requiring  special  care  over  and  above  that 
which  the  atmosphere  in  a large  or  even  a 
small  company  allows.  Such  persons  may 
be  handled  on  an  individual  basis  with 
special  training  and  often  are  capable  of 
making  contributions  within  a particular 
setting. 

Patients  with  hypertension  are  fully  em- 
ployable by  and  large  and,  except  for  those 
with  elevation  of  the  diastohc  pressure  of 
real  magnitude,  can  be  expected  to  live, 
either  a normal  life  span  or  in  many  instances 
nearly  normal  life  spans,  particularly  with 
the  presently  available  technics  of  manage- 
ment. 

Retlrement. — Finally,  a word  about  re- 
tirement for  the  patient  with  cardiovascular 
disease.  Certainly,  retirement  is  ordinarily 
not  advisable  merely  because  cardiovascular 
disease  is  present.  I am  not  infrequently 
called  on  to  discuss  with  a patient  the  ad- 
vice he  has  received  from  a physician  con- 
cerning retirement  or  a marked  change  in 
outlook  for  work  and  participation  in  com- 
munity activity.  I have  often  found  that 
this  advice  is  based  on  quite  inadequate 
grounds.  The  mere  presence  of  an  electro- 
cardiographic abnormality,  or  a murmur,  or 
even  a history  of  an  infarct  in  most  instances 
does  not  justify  a drastic  revision  of  the  out- 
look of  the  patient  in  terms  of  his  participa- 
tion in  normal  activities. 


Retirement  indeed  may  be  a catastrophe 
and  aggravate  the  situation  markedly. 
Most  of  these  patients,  I think,  should  not 
be  advised  to  retire  solely  because  the  disease 
is  present. 

Retirement  may  be  advisable,  however, 
under  certain  circumstances.  One  is  when 
the  degree  of  the  cardiovascular  disease  is 
such  that  transportation  to  and  from  work 
is  exceedingly  difficult.  Patients  in  this 
group  have  had  quite  severe  angina,  for 
example;  or  have  had  a cerebrovascular 
accident  which  resulted  in  muscular  weak- 
ness making  it  very  difficult  to  get  to  and 
from  work;  or  they  have  cardiac  enlarge- 
ment and  in  them  cardiac  compensation  is  so 
fragile  and  precarious  that  the  getting  to  and 
from  work  is  much  more  of  a hurdle  than  the 
work  itself. 

Retirement  is  also  advisable  when  there 
is  no  work  within  the  plant  suitable  for  the 
cardiac  competence  or  cerebral  capacity 
which  exists.  This,  of  course,  sometimes 
happens.  I was  interested  recently  when 
an  insurance  company,  one  of  the  leading 
firms  in  the  country  and  one  which  has  been 
very  outspoken  in  providing  leadership  in 
the  health  field,  was  unable  to  take  back 
onto  its  employment  rolls  one  of  my  patients 
who  had  coronary  heart  disease  and  angina. 
This  individual  was  called  on  to  go  around 
and  see  policyholders  in  their  homes  and 
collect  premiums,  and  I said,  “Well,  this 
man  has  been  with  you  for  twenty-five  years. 
He  is  now  not  able  to  do  this  in  Chicago 
weather  in  the  winter.  Is  it  not  possible 
for  you  to  put  him  inside  now  and  make 
use  of  him  in  a desk  capacity?”  I was  told 
(and  I am  sure  this  was  an  honest  answer) 
that,  frankly,  there  was  no  such  position, 
that  they  would  prefer  to  pay  him  off  and 
pension  him  and  could  not  give  him  a job 
inside  which  did  not  exist.  I think  this  was 
an  unfortunate  decision.  This  man  would 
like  to  work.  He  was  perfectly  able  to  do 
inside  work,  but  because  there  apparently 
was  no  work  available,  we  were,  therefore, 
faced  with  a situation  in  which  retirement 
was  necessary. 
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Retirement  is  sometimes  necessary  for 
the  protection  of  the  public,  and  I think  that 
where  a person  is  driving  a public  convey- 
ance— a pilot  of  an  airplane,  an  engineer  of  a 
locomotive — that  one  really  has  an  obliga- 
tion to  lean  over  backwards.  Where  the 
likelihood  of  a sudden  disaster  exists  because 
of  the  evidence  of  (cardiovascular  disease,  I 
think  you  have  to  consider  the  public  and  in 
some  instances  sacrifice  the  interests  of  the 
man  for  the  interests  of  society  as  a whole. 

Finally,  for  the  protection  of  the  patient 
and  for  the  sake  of  his  self-respect  and  status, 
retirement  sometimes  is  necessary.  I see 
this  particularly  in  individuals  who  have  had 
multiple  small  cerebrovascular  episodes,  who 
have  shown  mental  deterioration  and  deteri- 
oration in  judgment,  and  yet  who  are  most 
anxious  to  continue  to  work.  Sometimes, 
given  this  opportunity  to  continue  to  work 
they  have  lost  their  judgment  to  the  extent 
that  their  employers  and  their  physicians 
within  the  company  or  within  the  industrial 
atmosphere  become  most  unhappy.  People 
do  not  like  to  hurt  them.  No  one  wants 
to  have  them  retired,  and  yet  they  make 
mistakes.  They  make  little  errors  which 
expose  them  to  ridicule,  to  criticism,  to 
unhappiness.  Where  there  is  congestive 
heart  failure  which  is  advanced  and  the 
patient  really  cannot  continue  to  work  com- 
fortably or  where  there  is  severe  angina,  J 
think  that  for  protection  of  the  patient,  re- 
tirement must  be  considered  also. 

Dr.  Plummer:  Thank  you.  Dr.  Paul, 
for  your  excellent  presentation.  I am  sure 
that  I speak  for  the  physicians  from  in- 
dustrial medicine  when  I say  that  we  are  im- 
pressed with  how  well  you  understand  the 
problems  of  placement  and  of  retirement 
that  we  have  in  industry  and  also,  as  Dr. 
Goldstein  has  mentioned,  in  one  of  our  real 
activities,  the  early  detection  of  disease. 
You  have  given  us  very  important  informa- 
tion. 

Now,  it  is  a pleasure  for  me  to  introduce 
our  next  panelist,  Alan  McLean,  M.D.,  with 
whom  I have  been  closely  associated  for 
several  years.  Dr.  McLean  is  well  trained 


in  medicine  and  in  psychiatry  and  is  one  of 
not  more  than  half  a dozen  full-time  in- 
dustrial psychiatrists  in  this  country.  He 
also  is  the  senior  author  of  the  book,  M ental 
Health  in  Industry  (McGraw-Hill).  Dr. 
McLean. 

Frani  the  Viewpoint  af  the  Psychiatrist 

.\lan  a.  McLean,  M.D.  : It  is  (juite 

difficult  to  follow  two  such  able  panelists  who 
approach  their  subject  so  directly. 

I propose  to  follow  not  quite  so  direct  an 
approach  in  discussing  some  of  the  psychiatric 
problems  in  the  employment  continuity  of 
the  senior  citizen.  I would  like  to  proceed 
from  a fairly  general  backgi'ound  to  the  re- 
sults of  an  ongoing  study  which  turned  out 
to  be  one  concerning  some  psychiatric  prob- 
lems in  a group  of  older  employes,  even 
though  it  was  not  so  designed  in  the  first 
place.  Certainly,  the  mental  health  of  the 
working  population,  both  young  and  old,  has 
been  receiving  a great  deal  of  attention  in 
recent  years  from  the  medical  profession, 
from  mental  health  associations  and  psychi- 
atric associations,  and  from  the  managements 
of  American  industry  who  have  a vested  in- 
terest in  continuing  high  productivity. 

Reasons  for  this  interest  may  be  found  in  a 
number  of  sound  medical  studies,  starting 
with  Culpin  and  Smith’s  work  in  1930^  in 
Great  Britain  and  including  the  studies  of 
Russell  Fraser 2 and,  more  recently,  of  De 
Veer.'*  They  clearly  indicate  the  incidence 
of  emotional  disorder  in  typical  industrial 
populations.  These  authors  and  others^"® 
have  demonstrated  a remarkably  uniform 
pattern  of  incidence  of  psychiatric  and 
psychosomatic  disorders  in  many  countries. 
They  conclude  that  approximately  30  per 
cent  of  such  a typical  industrial  population 
may  at  any  one  time  be  expected  to  have 
symptoms  of  psychiatric  and/or  psychoso- 
matic illness.  With  equally  remarkable 
uniformity  these  studies  also  find  that  about 
10  per  cent  of  a work  population  have  symp- 
toms of  illness  sufficiently  severe  to  interfere 
with  performance  on  the  job. 

Ten  per  cent  of  the  employes  in  any  given 
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pUiiit,  office,  or  company  represents  a siUj- 
stantial  payroll  investment.  Add  to  this  the 
many  management  headaches  which  accrue 
in  an  organization  as  a result  of  the  behavior 
of  the  individual  who  is  psychiatrically  ill, 
and  we  find  additional  reason  foi-  manage- 
ment concern. 

The  dynamic  growth  of  psychiatry  during 
the  past  few  decades,  contributing  psycho- 
dynamic insights  and  allowing  for  greater 
understanding  of  psychopathology  and  sub- 
stantially improved  treatment  methods, 
has  served  to  furthei-  the  acceptance  of 
psychiatric  disability  as  an  acceptable 
medical  illness  rather  than  as  a social 
scourge. 

Mental  health  associations  have  made  vast 
contributions  toward  greater  public  accept- 
ance of  the  psychiatric  patient  and  toward 
his  rehabilitation  in  the  community.  Work- 
shops for  business  leaders  have  become  an 
increasing  part  of  local,  state,  and  national 
mental  health  association  activity.  Leaders 
of  industry  and  labor  have  been  recruited  to 
serve  on  mental  health  association  boards, 
while  an  increasing  number  of  industrial 
organizations  employ  psychiatric  consultants 
for  their  medical  departments. 

With  such  a focus  of  interest  on  the  mental 
health  of  the  industrial  employe,  it  is  not 
surprising  that  employers,  employes,  and 
physicians  rai,se  the  question  of  the  extent  to 
which  factors  in  the  industrial  environment 
play  a role  in  triggering  the  development  of 
symptoms  of  such  illness.  We  have  heard 
that  “overwork”  caused  Mr.  Jones  to  de- 
velop an  acute  schizophrenic  reaction.  We 
read  that  “your  next  promotion  can  kill 
you.”  We  have  heard  the  recommendation 
made  b}'  skilled  physicians  that  “Mrs. 
Smith  needs  a medical  leave  of  absence  to 
overcome  her  feelings  of  anxiety  and  in- 
ade(}uacy.”  And  how  many  times  have  we 
heard  patients  complain  that  the  “job  tension 
and  pressure”  has  “caused”  insomnia, 
anorexia,  hypertension,  angina,  and  cerebral 
vascular  accidents? 

In  contrast  to  this  common  belief  that 
one’s  job  is  frecpiently  responsible  for  symp- 


toms of  mental  illness,  psychiatrists  who 
function  as  consultants  to  industry  com- 
monly report  a very  small  percentage  of 
employes  with  p.sychiatric  .symptoms  who 
are  sick  because  of  their  job  situation. 
Much  moi-e  common  is  the  case  of  the  patient 
whose  symptoms  have  their  origins  else- 
where in  life  or  who.se  .symptoms  stem  pri- 
marily from  the  individual  organism’s  pro- 
pen,si  ty  for  breakdown  and  which  then  inter- 
fere with  his  successful  performance  at 
work. 

Job  Change  and  Symptoms. — In  partic- 
ular, it  has  been  said  that  symptoms  of 
mental  illness  arise  from  a change  in  relation- 
ship between  an  employe  and  an  employer. 
These  indicated  changes  include  promotions, 
demotions  and  lateral  tran.sfers,  the  introduc- 
tion of  a new  boss,  and  alterations  in  various 
production  schedules.  During  the  past  few 
years  a colleague*  and  I have  been  collecting, 
both  formally  and  informally,  a series  of  cases 
where  serious  emotional  reactions  were 
precipitated  by  a change  in  the  work  environ- 
ment. 

Such  cases  Avere  singled  out  for  study  only 
if  an  employe  was  so  incapacitated  by  an 
illness  that  absence  from  Avork  Avas  required 
and  if  he  reported  a recent  change  in  his 
relationship  Avith  his  employer  immediately 
prior  to  the  onset  of  symptoms. 

Psychiatric  diagnoses  Avere  most  fre- 
quently depres.si\'e  reactions,  although  there 
AA'ere  also  psychoneurotic  reactions  and  a 
scattering  of  other  illnesses.  Those  cases 
studied  Avere  all  men.  TAVo-thirds  Avere  re- 
ferred to  the  psychiatrist  by  ph3"sicians  in 
company  medical  departments;  one-third 
AA’ere  .seen  in  psychiatric  hospital  settings. 
When  referred  by  company  physicians, 
the  patients  Avere  seen  for  evaluation  in  tAA'o 
or  three  intervieAvs  only.  When  seen  in  the 
hospital,  they  Avere  studied  for  seA'eral 
months.  Interestingly  enough,  these  men 
all  had  symptoms  develop  during  middle 
life ; the  aA'erage  age  was  in  the  early  fifties. 
No  previous  episodes  of  emotional  illness 

* Eukciu*  T.  Hupalow.sky,  .M.D..  Scar.sdale,  New 
York. 


myi 


New  York  .State  .J.  Med. 


MEDICAL  PROBLEMS  IN  EMPLOYMENT  CONriNCITY  OF  SENIOR  CITIZENS 


were  reported.  Each  had  been  employed  for 
a considerable  number  of  j^ears  by  the  com- 
panies they  presently  served.  On  an  aver- 
age each  had  been  with  his  employer  more 
than  twenty-fi\T  years.  Seven  different 
companies  were  represented,  and  occupa- 
tions ranged  from  skilled  craftsmen  to 
corporate  officials. 

Rel.vtionship  Between  Patient  and 
Company. — The  employe-employer  relation- 
ship in  this  group  was  of  particular  interest 
and  had  a number  of  common  character- 
istics. Perhaps  this  relationship  could  best 
be  described  as  one  of  mutual  dependency. 
The  men  presented  unusually  strong  basic 
dependency  needs.  They  were  the  sort  of 
individuals  who  seemed  to  reijuire  a strong 
guiding  hand  in  life  but  who  were  able  to 
make  an  adequate  adjustment  when  given 
the  emotional  support  which  did  not  de- 
mand too  much  independent  assumption  of 
responsibility. 

The  companies  represented  in  our  study 
were,  naturally  enough,  those  Avhich  en- 
couraged a dependent  association  with 
employes.  The  companj'-  “personalities” 
involved  exerted  considerable  influence  on 
the  employes’  social  as  well  as  occupational 
behavior,  with  implied  reward  for  conformity 
to  fairly  high  moral  standards. 

These  men  customarily  reacted  to  author- 
ity in  a passive  and  submissive  manner. 
They  apparently  required  continuing  identi- 
fication with  a strong  authority  figure,  and 
several  of  them  had  demonstrated  an  in- 
ability to  handle  authoritative  positions  in 
the  past. 

In  each  case  there  was  a long-standing, 
close  relationship  Avith  a single  supervi.sory 
employe.  Each  man  had  dev^eloped  a 
strong  positive  relationship  with  his  imme- 
diate supervisor,  and  in  some  cases  a disrup- 
tion of  this  relationship  was  apparently  the 
precipitating  factor  to  the  illness. 

There  is  obviously  a clo.se  interrelation- 
.ship  between  the  strong  dependency  needs 
on  the  part  of  individuals  and  the  corporate 
personalities  who  encourage  such  depend- 
ency. In  .such  a company  the  dependent 


individual  is  .seen  as  a particularly  valuable 
employe.  It  is  eipially  apparent  that  when 
the  relation.ship  of  a dependent  person  with  a 
dependency-fostering  organization  is  threat- 
ened, one  might  anticipate  .some  psychiatric 
.symptoms,  and  this  was  the  ca.se  with  these 
men. 

Occupational  Eactoks. — The  occupa- 
tional changes  which  appeared  to  trigger 
the  emotional  reactions  ranged  from  retire- 
ment without  anticipated  preretirement 
promotion  to  promotion  itself.  Twenty 
per  cent  of  cases  appeared  to  be  the  result 
of  promotion;  another  25  per  cent  were  the* 
result  of  demotion  to  a job  of  reduced  status 
or  reduced  income.  In  fewer  cases  the 
precipitating  factor  in  the  illness  was  a sud- 
den change  in  supervi.sion,  the  job  remaining 
the  .same.  Other  illnesses  developed  follow- 
ing job  changes  which  displaced  the  skills  of 
the  individual  involved  with  automated 
eiiuipment.  One  ca.se  developed  imme- 
diately after  an  individual  was  bypassed  when 
he  had  anticipated  a promotion  to  a job  of 
higher  status. 

Associ.\tei)  Extrinsic  Factors. — While 
the  emotional  reactions  occurred  in  a setting 
of  occupational  change,  they  invariably 
developed  at  a time  the  individual  was  ad- 
justing to  an  unrelated  personal  stress  or 
phy.sical  illne.ss.  The  length  of  time  he- 
tAveen  these  as.sociated  extrinsic  factors 
and  the  time  of  the  development  of  symp- 
toms of  psychiatric  illness  ranged  from  three 
to  six  months.  Apparently,  in  this  group  of 
older  employes,  when  external  in.Tuences  had 
strained  the  individual’s  ability  to  adapt,  he 
turned  for  emotional  support  to  his  clo.se  re- 
lation.ship with  his  company. 

Every  one  of  these  men  had  suffered  either 
an  acute  physical  illness  or  had  experienced 
a severe  personal  stress  which  predated  the 
development  of  symptoms  of  psychiatric 
illness.  The  illnesses  included  cardiac  de- 
compen.sation,  iritis,  osteoarthritis,  and  acute 
cholecystitis.  lArsonal  prohilems  included  a 
.serious  illne.ss  of  a spouse,  acute  personal 
financial  reverses,  and  the  loss  of  a love 
object,  such  as  a son,  a parent,  or  a home. 
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Comment. — I am  sure  that  occupational 
changes  including  such  stressful  events  as  the 
loss  of  one’s  j ob,  can  and  do  precipitate  serious 
psychiatric  symptoms  in  individuals  who  are 
not  dependent,  do  not  work  for  a dependency 
fostering  organization,  are  not  in  their  early 
fifties,  and  who  have  not  experienced  a recent, 
severely  stressful  event  in  their  lives  away 
from  work.  Neither  Dr.  Hupalowsky  nor  1, 
however,  found  individuals  who  deviated 
from  these  common  characteristics  in  this 
series  of  cases.  And  there  were  only  14  cases 
in  our  original  formal  study  some  four  years 
ago  with  the  accumulation  of  an  additional 
10  since  that  time. 

I may  summarize  our  findings  by  saying 
there  appeared  to  be  a common  chain  of 
events  of  an  initial  dependency  relationship 
with  the  company  of  many  years  duration, 
a stressful  external  problem  situation,  fol- 
lowed by  major  alterations  in  the  work 
environment  with  a disruption  of  the  de- 
pendency relationship,  which  led  to  a serious 
emotional  reaction  requiring  absence  from 
work  and  psychiatric  treatment. 

The  pattern  of  reaction  observed  in  these 
patients  was  felt  to  be  related  to  the  disrup- 
tion of  the  concepts  the  man  had  about  his 
job.  This  may  well  raise  questions  about 
some  of  the  “human  relations”  policies  em- 
ployed as  guiding  principles  in  American 
industry.  For  instance  the  large  stable 
and  well-established  company  may  possibly 
foster  among  its  employes  dependency  on 
the  organization  for  far  more  than  material 
rewards.  Does  this  contribute  to  the  de- 
velopment of  exaggerated  dependence  dis- 
ruption of  which  may  trigger  the  symptoms 
of  illness?  The  glowing  picture  of  potential 
advancement,  often  presented  by  manage- 
ment 1,0  an  employe  during  his  early  years  of 
association  with  a company  is  at  times  un- 
realistic and  misleading.  Might  this  loss  of 
an  image  of  the  protecting  ever-rewarding 
employer  be  of  major  importance  in  the  de- 
velopment of  serious  emotional  reactions  for 
this  same  dependent  individual?  For  the 
employe  such  a loss  can  assume  particular 
importance  during  midlife.  At  the  time 


when  there  are  many  psychologic  as  well  as 
physiologic  threats  to  the  equilibrium  of  the 
individual  we  observed  a tendency  for  these 
men  to  react  to  the  additional  stress  of  a 
change  in  the  work  environment. 

It  is  apparently  true,  then,  that  the  rela- 
tionship of  the  employe  during  mid-life  to  his 
employer  can  be  deeply  involved  in  the 
triggering  of  emotional  reactions,  particularly 
depressions.  This  was  not  the  case  in  our 
series,  however,  without  the  appearance 
of  a preliminary,  acutely  stressful  event  in 
the  lives  of  the  employes.  Of  primary  con- 
cern is  the  potential  ^^alue  of  this  observa- 
tion to  company  policies  which  govern  the 
relationship  of  the  organization  to  the 
employe  in  this  age  and  service  group. 
Recognition  by  the  employer  of  the  vulner- 
ability of  certain  long-service  senior  employes 
to  job  changes  is  of  cardinal  importance  to 
any  hrnnan  relations  pohcy.  Changes  of 
position,  be  they  promotional  advances, 
lateral  transfers,  or  transfers  which  involve 
assignment  to  a lower  status  position  can, 
in  the  employe  already  under  external  stress- 
ful influences,  seriously  affect  his  mental 
health.  As  we  have  seen,  we  are  talking 
specifically  about  the  employe  with  strong 
dependency  needs.  The  recognition  of  the 
amount  a man  has  invested  in  his  job, 
in  his  company,  and  in  his  relationship 
with  his  supervisor  becomes  important  in 
the  consideration  of  new  job  assignments  for 
these  people. 

It  also  becomes  obvious  that  an  awareness 
of  major  events  outside  the  job  in  the  life 
of  an  employe  can  be  of  considerable  im- 
portance to  the  management  of  his  company. 
While  this  is  a commonly  accepted  personnel 
management  concept,  it  is  one  which  is 
neither  as  often  or  as  consistently  applied 
as  it  might  be.  In  a number  of  these  cases 
an  employe’s  supervisor  knew  nothing  of 
the  serious  stresses  away  from  the  job 
which  were  impinging  on  the  employe’s 
life.  In  this  group  of  patients,  for  instance, 
the  importance  of  a serious  physical  ailment 
a few  months  prior  to  the  job  change  was 
noted  in  about  half  of  the  ceases.  Recogni- 
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tion  on  the  part  of  management  that  such 
illnesses  might  sensitize  an  individual  to  a 
severe  emotional  reaction  seems  to  be  of 
considerable  importance. 

It  is  obvious  that  company  policies  and 
procedures  are  not  the  sole  causative  factor, 
then,  in  patterns  of  individual  emotional 
reaction.  The  personality  structure,  the 
needs,  the  ego  defenses,  and  other  individual 
patterns  of  functioning  of  each  patient  deter- 
mine largely  his  reactions  and  must  in  any 
case  of  mental  illness  share  responsibility 
with  environmental  and  precipitating  fac- 
tors. Most  symptoms  of  emotional  dis- 
turbance as  seen  in  the  work  environment 
do  not  have  work  factors  as  their  triggering 
mechanism. 

A recognition  by  the  treating  physician  of 
the  importance  of  the  relationship  of  his 
patient  to  his  employer  is  imperative.  In 
the  recovery  from  a mental  illness,  where 
the  relationship  between  an  employe  and  an 
employer  is  deeply  involved,  considerable 
exploration  with  representatives  of  the  em- 
ployer becomes  important  for  the  rehabilita- 
tion of  the  patient.  Most  members  of  man- 
agement are  more  than  willing  to  work  with 
the  physician  toward  the  therapeutic  goals 
from  which  both  their  employe  and  the  com- 
pany will  benefit. 
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Dr.  Plummer:  Thank  you.  Dr.  McLean. 
I’m  sure  this  audience  recognized  the  fact 
that  Dr.  IMcLean  is  not  only  a top  psychia- 
trist but  also  has  tremendous  familiarity 
with  industrial  .situations  and  problems. 


1 think  we  all  look  forward  to  reading 
what  Dr.  McLean  has  presented.  It  will  be 
valuable  to  the  general  practitioners'  and 
also  to  us  in  industry. 

Our  last  panelist  this  morning  was  one  of 
our  speakers  at  this  same  joint  session  a year 
ago  in  Buffalo.  He  did  such  an  outstanding 
job  for  us  at  that  time  that  he  is  coming 
back  today  by  unanimous  request.  Joseph 
D.  Godfrey,  M.D.,  will  discuss  our  topic 
from  the  viewpoint  of  the  orthopedic  man, 
and  I think,  having  read  his  paper  earlier, 
that  he  is  also  going  to  have  quite  a few 
things  to  say  about  retirement.  Dr.  God- 
frey. 

From  the  Viewpoint  of  the  Orthopedic 
Surgeon 

Joseph  D.  Godfrey,  M.D.  : From  the 

end  of  the  Roman  Empire  until  the  sixteenth 
century,  the  numbers  of  our  species  con- 
stantly fluctuated  but  never  appreciably  ex- 
panded as  war,  pestilence,  and  famine  nulli- 
fied the  population  gains  of  the  intervening, 
relatively  quiescent  years.  In  the  six- 
teenth, seventeenth,  and  eighteenth  centu- 
ries man’s  numbers  doubled.  In  the  nine- 
teenth century  they  doubled  again  and  all 
about  us  now  we  hear  of  the  exploding  popu- 
lation. 

In  1900,  generally  speaking,  the  man  of 
forty-five  years  was  in  a state  of  poorer 
health  and  nutrition  than  the  man  of  sixty- 
five  years  of  our  era  and,  therefore,  less 
capable  and  productive.  It  follows  that 
with  the  extension  of  longevity  we  must 
accept  the  fact  that  productive  years  no 
longer  cease  at  or  near  the  golden  age  of 
fifty.  How  many  of  us  in  this  assemblage 
on  the  sunny  or  shady  side  of  fifty  would 
accept  graciously,  if  at  all,  being  shelved? 
We  also  hear  the  term  second-class  citizen. 
Truly,  there  have  to  be  seconds  to  make 
firsts,  but  postponement  of  the  finale  is  the 
goal  of  all  of  us. 

All  of  this  boils  down  to  the  following 
question : When  do  we  reach  the  tape,  at  a 
chronologic  or  physiologic  barrier?  Cer- 
tainly, creativity  cannot  be  said  to  decline 
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at  the  halfway  mark  for  if  it  did  we  would  be 
regressing  rather  than  progressing.  I knew 
some  rugged  and  capable  Seabees  in  World 
War  II  days,  and  age  was  no  barrier  in  their 
organization.  In  eastern  F ranee,  during  the 
winter  of  1944  to  1945,  a Third  Division 
scout  was  brought  to  the  hospital  for  exam- 
ination after  he  had  fallen  off  a scaling  ladder 
while  attempting  to  get  over  the  moat  wall 
of  an  old  French  town.  At  first  glance  you,  as 
we  did,  would  inquire  why  this  stooped  but 
energetic  forty-nine-year-old  male  was  as- 
signed such  a task.  He  was  one  of  three 
company  originals  left,  and  as  soon  as  his 
well-rounded,  arthritic  dorsal  spine  was 
declared  free  of  a fresh  compression,  he  was 
off  to  the  front  lines  again. 

Some  statisticians  have  noted  that  we 
have  approximately  15  million  people  over 
sixty-five  years  in  this  country.  In  New 
York  State  it  is  said  that  if  you  make  it  to 
sixty-five  the  odds  are  in  your  favor  to  make 
it  to  seventy-seven  for  males  and  seventy- 
nine  for  females. 

We  must  weigh  well  our  data  and  dicta 
before  we  mandate  retirement  inflexibly  at  a 
certain  chronologic  age  and  establish  more 
firmly  the  concepts  of  arbitrary  retirement. 
Loneliness  and  inactivity  with  a sense  of  use- 
lessness will  age  anyone.  Paul  Dudley 
White,  M.D.,  at  seventy-four  years  of  age, 
stated : “I  think  activity,  both  physical  and 
mental,  within  reason  is  important  for 
health  at  any  age,  and  I think  it’s  healthful 
for  longevity.”  The  eminent  Bernard  M. 
Baruch  is  a glowing  example  of  top  value 
in  the  so-called  twilight  years.  David  Ben 
Gurion  at  seventy-six,  Fritz  Kreisler  at  eighty- 
five,  Dr.  Selman  S.  Waksman,  who  brought 
forth  streptomycin  at  the  age  of  seventy-two, 
and  the  Doctors  Holt,  whose  names  are 
synonymous  with  pediatrics,  are  but  a few 
of  the  many  millions  of  senior  citizens  en- 
riching our  lives.  Does  any  responsible 
citizen  desire  that  J.  Edgar  Floover  step  out 
of  the  Federal  Bureau  of  Investigation  be- 
cause he  is  sixty-five? 

Pursuant  to  discussions  with  a number  of 
large-scale  employers  and  full-time  indus- 


trial physicians,  it  would  be  reasonable  to 
state  that  the  principle  of  retirement  at  a 
fixed  age  is  slowly  crumbling  under  the  im- 
pact of  the  tide  of  more  flexible  retirement 
policies.  This  change,  a justifiable  one,  is 
authenticated  by  recent  studies  of  the 
Bureau  of  Labor  Statistics  undertaken  to 
“test  validity  of  assumptions  that  produc- 
tivity declines  with  age.”  Office  workers 
twenty-five  to  sixty-five  varied  insignifi- 
cantly. With  the  thirty-five-  to  forty-four- 
year  zone  as  a baseline,  it  was  found  that 
indices  of  older  workers’  output  practicall}' 
paralleled  the  younger  workers’  standards. 
Needless  to  say,  many  of  the  older  workers’ 
performances  outstripped  those  of  the 
younger  ones.  Stability,  reliability,  effi- 
ciency, and  consistency  are  more  descriptive 
of  the  senior  workers’  capacities,  and  their 
accuracy  is  at  least  the  ecpial  of  the  younger 
workers.  Forty-five  to  fifty-four-year-old 
workers  showed  a 7 per  cent  greater  con- 
sistency and  accuracy  than  the  average,  and 
where  differences  did  occur,  they  were  based 
on  experience.  Incidentally,  the  out- 
put of  workers  under  twenty-fi\T  was  im- 
pressively below  average.  Studies  such  as 
these  have  had  their  effect  on  industry  and 
employers. 

Your  speaker’s  role  in  this  symposium 
and  panel  discussion  is  an  orthopedic  one, 
and  enough  of  the  background  and  phi- 
losophy. I believe  that  as  in  all  fields  of 
medicine,  there  is  a preventive  phase,  and  it 
is  in  this  area  that  the  counseling  should 
begin  even  though  it  extends  as  far  back 
as  the  pre-employment  state  in  a young  in- 
dividual. 

The  orthopc'dic  facets  of  this  presentation 
are  many,  but  emphasis  will  be  placed  on  the 
more  significant.  Leading  the  list  are  th(> 
arthritides.  Briefly,  there  is  no  cut-and- 
dried  rule  for  evaluation  for  placement,  and 
each  worker  presents  his  or  her  own  in- 
dividual problem,  llie  severely  osteo- 
arthritic  patient  may,  with  cautious  use  but 
not  abuse,  go  on  for  years,  but  job  place- 
ments and  restrictions  must  be  vorked  out 
through  coopcM-ation  between  competent 
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medical  advisers  and  managemenl.  The 
worker  with  a partial  ankylosis  that  restricts 
the  shoulder  and/or  elbow  motion  must 
not  be  transferred  to  duties  recjuiring  over- 
head activities.  And  so  the  illustrations 
could  go  on  for  hours.  Very  often,  seniority 
rules  force  a handicapped  but  willing  and 
cooperative  workman  off  the  crowded  labor 
platform,  and  there  is  a crying  need  for 
more  understanding  and  broader  approaches 
to  such  problems  by  union  and  manage- 
ment. 

Apparent  flat  feet  are  no  measure  of  an 
individual’s  tolerance  for  weight-bearing 
activities,  and  a parallel  may  be  drawn  to 
the  effect  that  the  radiologic  appearance  of 
a spine  is  not  a yardstick  with  which  to 
compute  work  tolerance.  Alany  a bamboo 
•spine  supports  a most  active  and  uncom- 
plaining worker. 

Back  Problems. — There  is  one  particular 
hurdle  in  the  employment  problem  that 
seems  higher  each  time  it  is  approached, 
and  its  significance  is  reaching  immense 
proportions.  This  is  the  di.sk.  In  the  age 
brackets  we  are  concerned  with,  incidental 
and/or  pre-employment  x-ray  studies  reveal 
what  is  described  as  a degenerated  disk. 
The  findings  are  commonly  present  at  the 
lumbosacral  level  and  also  above  or  below 
the  fifth  or  sixth  cervical  vertebral  bodies. 
The  employe  is  tagged  as  a disk  problem  and 
too  often  rejected. 

I'or  many  years  most  low-back  problems 
dropped  into  the  bucket  of  scaroiliac  sprains 
or  strains.  Consider  for  a moment  the 
anatomy  of  the  sacroiliac  joint  with  its 
multiplicity  of  interlocking  facets  and  ex- 
tremely firm  ligamentous  fixation,  and  then 
try  to  explain  how  such  a joint  could  be  dis- 
rupted by  a lifting  or  twisting  maneuver. 
We  have  all  seen  severe  crush  injuries  of  the 
pelvis,  and  there  is  rarely  separation  or 
disruption  of  the  sacroiliac  articulations. 
That  diagnostic  fad  has  faded,  and  now  it  is 
“fashionable”  to  have  a disk,  variously  de- 
scribed as  slipped,  split,  ruptured,  herniated, 
or  what  have  you.  Herein,  as  in  many 
situations,  it  is  a (piestion  of  interpretation. 
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and  the  radiologic  findings  should  be  only  a 
part  of  the  composite  picture.  Survey  an 
appreciable  number  of  spines  in  any  adult 
age  bracket  and  you  will  find  a surprisingly 
high  percentage  of  narrowed  disk  spaces. 
Would  you  .say  that  such  a solitary  finding 
warrants  rejection  or  dismissal  from  employ- 
ment? It  is  a well-grounded  fact  that  a 
narrowed  interspace  per  .se  is  not  a contra- 
indication to  employment,  and  one  aspect  of 
this  problem  is  to  decry  the  connotations 
that  have  been  associated  with  reports  of  disk 
degeneration.  All  of  us  who  are  out  of  the 
teen  years  have  degenerated  disks,  and  this 
fact  was  well  documented  and  authenticated 
many  years  ago.  Total  evaluation  is  the 
crux  of  the  problem. 

Wherever  and  whenever  possible,  degen- 
erative, arthritic,  weight-bearing  joints 
.should  not  be  subjected  to  the  trauma  of  pro- 
longed standing  or  ambulation  on  slippery 
surfaces  or  rough  ground,  nor  should  such  a 
handicapped  individual  be  exposed  to  haz- 
ardous situations. 

The  rheumatoid  arthritic  patient  should 
neither  engage  in  heavy  labor  nor  be  as- 
signed to  work  involving  appreciable  or 
recognized  risks.  Early  in  his  affliction  such 
an  agency  as  a state  Division  of  Vocational 
Rehabilitation  may  be  of  assistance  in  pre- 
paring for  or  altering  a vocation  many 
months  before  the  change  becomes  necessary. 
The  Marie-Striimpell  victim  is  an  employ- 
ment risk  while  the  disease  is  in  an  active 
phase  but,  when  it  becomes  (juiescent,  he 
may  be  an  invaluable  employe.  Grotesque 
as  his  physical  state  may  be,  we  must  never 
forget  he  has  head  and  hands,  the  ba.sic 
tools  of  creativity  and  productivity. 

While  still  on  the  back  or  backache  prob- 
lems, we  must  consider  the  individual  with 
congenital  defects.  Spondylolisthesis  or  pre- 
spondylolisthesis calls  for  channeling  the 
patient  into  a work  status  which  with  reason- 
able assurance  will  not  aggravate  the  prob- 
lem, and  medical  advisors  should  be  on 
record  concerning  the  defects.  The  pre- 
vention of  aggravation  along  with  thera- 
peutic recommendations  may  enable  the 
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individual  so  afflicted  to  live  a normal  span 
of  years  without  surgical  intervention . When 
symptomatic  and  consen^ative  measures 
fail  to  alleviate  the  problem,  surgical  sta- 
bihzation  may  be  necessary,  particularly  in 
the  younger-age  group. 

The  patient  with  an  incompletely  lumbar- 
ized  first  sacral  segment  or  sacralized  fifth 
lumbar  presents  one  of  the  more  difficult 
anatomic  variants,  for  industry  has  found 
that  these  are  problems  of  greater  magni- 
tude than  was  originally  realized. 

Pre-employment  film  studies,  when  pro- 
jected, in  my  opinion  should  include  a stand- 
ing film  of  the  pelvis  which  will  permit 
radiologic  evaluation  of  osseous  structures 
shown  and  also  demonstrate  pelvic  tilt  if 
present.  Many  a tensor  fascia  or  iliotibial 
band  syndrome  clears  up  with  proper  com- 
pensation for  a relatively  short  lower  ex- 
tremity. Pain  and  tenderness  are  usually 
on  the  long  side  in  the  midgluteal  area  and 
along  the  posterior  margin  of  the  iliotibial 
band. 

Healed  compression  fractureswith  minimal 
loss  of  vertebral  height  are  most  often 
asymptomatic  and  remain  so.  Moderately 
or  severely  wedged  bodies  warrant  work 
restrictions  for,  although  they  may  be 
asymptomatic  early,  they  almost  invariably 
produce  difficulties  eventually  because  of 
mechanical  alterations  due  to  imposed 
stresses. 

Clinically  decreased  mobility  of  the  spine, 
both  general  and  segmental,  calls  for  further 
study  before  job  placement.  The  condition 
may  be  due  to  a radiologically  demon- 
strable pathologic  condition,  but  it  is  very 
often  due  to  our  way  of  life.  It  is  impossible 
to  open  this  vista  of  the  problem  without 
seeing  the  advantages  of  the  postural  posi- 
tions of  other  races.  For  example,  the  flat- 
footed  squat  maintains  the  flexibility  of  low 
backs  so  as  to  attain  a relatively  flat  lumbar 
spine  in  contrast  to  the  exaggerated  lumbar 
lordoses  or  swaybacks  commonly  seen. 
This  phase  of  the  presentation  would  require 
more  than  the  allotted  time,  and  I would 
recommend  that  all  become  familiar  with 


the  principles  of  management  of  low-back 
problems  so  well  documented  by  Paul  C. 
Williams,  M.D.,  of  Dallas,  Texas,  and  many 
others. 

Amputkks. — Thanks  to  the  surge  of 
research  and  interest  stimulated  by  World 
War  II,  amputees  have  been  extremely 
well  provided  for,  and  their  value  on  the 
labor  market  needs  no  elaboration. 

Pakalyses.  -Paralytic  patients  of  the 
poliomyelitic  type  have  fixed  and  usually 
stable  handicaps,  and  the  employment 
placement  problem  is  an  open  book.  It 
has  long  been  an  accepted  fact  that  their 
productivity  invariably  exceeds  expected 
levels. 

The  paralysis  resulting  from  a cerebro- 
vascular accident,  in  which  the  future  is 
most  difficult  to  prognosticate,  presents 
one  of  the  most  difficult  problems.  Usually, 
these  people  cannot  return  to  their  former 
occupations,  and  in  view  of  their  average 
age,  the  advantages  of  rehabilitation  are 
more  dubious  since  the  Damoclean  sword  of 
recurrence  so  often  hangs  overhead. 

Hand  Problems. — World  War  II  focused 
attention  on  hand  function  restoration, 
and  the  world  at  large  owes  an  eternal  debt 
to  the  late  Sterling  Bunnell,  M.D.,  for  his 
monumental  accomplishments.  Too  often, 
hand  problems  are  relegated  to  a minor 
status  and  treated  by  the  iminitiated. 
Productivity  depends  on  hands  and  heads 
for  the  most  part.  The  legless  individual 
may  be  prosthetized,  but  the  handless  is 
extremely,  if  not  totally  disabled. 

Trauma  to  the  hands  cannot  be  passed 
over  lightly  or  briefly,  and  cardinal  principles 
of  management  should  be  known  by  all. 
The  hand  which  appears  radiologicall}^ 
and  clinically  good  may  be  an  extremel}' 
poor  functioning  one,  and  we  should 
downgrade  x-ray  findings  so  as  to  place 
function  well  ahead  of  appearance. 

Summary. — An  effort  has  been  made 
to  focus  attention  on  orthopedic  problems 
influencing  the  continuity  of  employment 
of  senior  citizens.  Therefore,  it  is  reason- 
able to  state  the  following ; 
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1.  Pre-employment  counseling  on  a 
broad  scale  pays  dividends. 

2.  All  concerned  should  familiarize  them- 
selves with  the  details  of  physical  and  mental 
requirements  of  the  position  in  question. 

3.  The  employe’s  capabilities  should 
be  adequate  for  the  job. 

4.  When  indicated,  individual  job  analy- 
sis should  be  repeated. 

5.  There  is  need  for  better  union- 
management  understanding  and  flexibility 
to  permit  employment  and  prevent  dis- 
missal of  valuable  employes. 

Dr.  Plummer:  Thank  you  very  much, 
Dr.  Godfrey.  Well,  the  audience  can  see 
that  the  Program  Committee  this  year 
1 made  no  mistake  in  having  Dr.  Godfrey 
, back  for  a return  engagement, 
j Now,  it’s  my  pleasure  to  introduce  to 
I you  Arthur  Howard,  M.D.,  chairman  of 
the  Section  on  General  Practice.  He  will 
< introduce  our  discussants  and  then  will 
' moderate  the  general  discussion. 

' Before  turning  this  meeting  over  to 
Dr.  Howard,  on  behalf  of  this  audience 
and  on  .behalf  of  the  Section  on  Industrial 
Medicine  and  Surgery,  I would  like  to  take 
this  opportunity  to  thank  the  four  panelists 
for  their  excellent  presentation.s. 

Discussion 

.Arthur  Howard,  M.D.  : The  remainder 
of  our  program  this  morning  may  be  divided 
into  three  parts:  There  will  be  a formal 
discussion  of  the  papers  presented  here,  a 
summary  of  the  subject,  and  an  informal 
discussion  from  the  floor  with  questions 
to  our  panelists. 

Now,  our  first  discussant  is  Floyd  C. 
Bratt,  M.D.,  past-president  of  the  New 
York  Academy  of  General  Practice  and 
president-elect  of  the  .American  Academy 
of  General  Practice.  Dr.  Bratt. 

Floyd  C.  Bratt,  M.D. : This  symposium  and 

panel  discussion  on  the  subject  of  “Medical 
Problems  in  Employment  Continuity  of  Senior 
Citizens,”  has  been  most  interesting  and  is  a 
matter  of  deep  concern  to  all  members  of  the 
medical  profession. 


We  have  been  privileged  to  hear  an  excellent 
program  with  panelists  representing  industrial 
medicine  and  the  various  specialties  which  are 
commonly  involved  when  an  aging  worker  is 
unable  to  carry  on  with  ma.ximum  efficiency. 

I like  very  much  the  way  in  which  the  various 
speakers  tied  in  the  role  of  the  family  physician, 
for  only  by  close  cooperation  between  the  spe- 
cialist and  the  general  practitioner  in  occupa- 
tional medicine  will  the  total,  over-all  health 
of  these  patients  be  improved. 

Dr.  Plummer  in  his  introduction  presented 
the  problem  of  increasing  numbers  of  older 
people  in  our  labor  force  and  their  varying 
degrees  of  degenerating  disease.  With  the  in- 
volvement of  more  and  more  employes  in  the 
new  industrial  health  problems,  such  as  radiation 
medicine,  there  is  an  ever-expanding  need  for 
study  of  these  medical  problems.  The  family 
physician  can  contribute  not  only  physical  but 
also  family,  social,  and  economic  environmental 
background. 

Dr.  Goldstein  gave  a very  realistic  discussion 
of  many  of  our  medical  problems.  Preventive 
medicine,  including  weight  reduction,  safety 
education,  and  recognition  of  psychiatric  illness, 
are  important  considerations  of  the  family  phj'si- 
cian.  Industry  can  also  go  far  in  cooperation 
with  the  general  practitioner  in  the  early  detec- 
tion of  disease  and  in  helping  to  keep  these  dis- 
eases under  control  when  they  have  been  dis- 
covered. 

The  subject  of  third  party  medicine  was  of 
necessity  touched  on  only  briefly,  but  it  is  of  con- 
siderable importance  to  the  family  doctor  who 
must  join  hands  with  his  specialist  friends  in 
opposing  third  party  systems  which  might  de- 
preciate the  tasks  and  services  of  a doctor,  both 
economically  and  socially,  and  interfere  with  the 
confidential  relationship  between  the  physician 
and  his  patient. 

Medical  services  are  now  being  provided  and 
or  paid  for  by  third  parties  to  a large  and  rapidl}' 
increasing  number  of  persons;  (1)  government, 
(2)  insurance  companies,  including  Blue  Cross  and 
Blue  Shield,  (3)  industry,  and  (4)  union-con- 
trolled health  and  welfare  funds. 

This  year  Congress  is  rushing  headlong  to  put 
a medical  care-for-the-aged  bill  together  for  pas- 
sage at  this  election  year  session.  Most  ph}'si- 
cians  oppose  Forand-type  legislation  tied  to  an 
already  overburdened  Social  Security  system, 
and  they  consider  it  a further  step  toward  social- 
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ized  mo*diciuo. 

As  physicians  we  are  best  equipped  to  discuss 
our  alternatives  to  compulsory  health  insurance 
and  to  third  party  medicine,  and  it  is  our  duty 
to  give  sensible  advice  on  this  subject  to  our 
representatives  in  Washington. 

In  industr}'  many  of  us  as  physicians  have 
held  part-time  medical  jobs  in  small  companies 
or  full-time  positions  as  industrial  physicians  in 
larger  organizations.  W(>  have  not  objected 
when  such  third  party  practice  was  limited  to 
industrial  health,  excluding  nonemployment- 
connected  illness  and  injury,  which  can  best  be 
handled  on  a twenty-four-hour  basis  by  the  family 
physician. 

Physicians  in  many  areas  are  alarmed  by  the 
ever-increasing  tendency  for  management  to 
join  with  labor  in  plans  to  provide  prepaid  com- 
prehensive medical  care  in  health  centers  or 
hospitals  wliere  a free  choice  of  physician  is 
excluded. 

I also  agree  with  Dr.  Goldstein  that  the  family 
phj^sician  can  make  an  outstanding  contribution 
in  the  field  of  retinunent  when  separation  from 
one’s  life  work  becomes  nece.ssary. 

Dr.  Paul,  Dr.  McLean,  and  Dr.  Godfrey  each 
gave  valuable  and  informative  papers  relating 
to  their  specialties  of  cardiology,  psychiatry,  and 
oi’thopedic  problems  in  industry. 

In  each  field  the  famih'  physician  mu.st  be  alert 
to  these  problems  as  they  relate  to  his  patients’ 
employment,  and  there  must  b(>  close  cooj)cra- 
tion  between  the  family  doctor,  the  ])lant  physi- 
cian, and  the  specialist. 

The  number  of  people  in  industry  who  hav(> 
symptoms  of  psychiatric  and/or  psychosomatic 
illness  is  amazing  to  many  of  us.  The  American 
Academy  of  General  Practice  has  recognized  this 
problem  anrl  through  its  Committee  on  .Mental 
Health  is  encouraging  family  doctors  to  be  alert 
in  the  detection  of  emotional  and  mental  prob- 
lems. 

This  most  interesting  meeting  has  gone  far  to 
demonstrate  that  we  can  all  work  together  in 
helping  to  coordinatf'  our  j)atient’s  family  situa- 
tion and  the  (‘m])loye’s  physical  condition  to 
keej)  the  individual  gainfully  em])loyed  within 
his  own  trade  and,  finally,  that  when  retirement 
comes,  not  neces.sarily  at  an  arbitraiy  age  of 
sixty-five  years,  more  or  less,  this  transition  is 
accom])lished  gracefully  without  further  detri- 
ment to  the  health  and  well-being  of  the  employe. 

Dr.  Howard:  Thank  you,  Dr.  Bratt. 


Now’,  our  next  discu.ssant  is  Gregory  A. 
Galvin,  M.D.,  past-president  of  the  New 
York  State  Academy  of  General  Practice 
and  chairman  of  the  Subcommittee  on 
General  Practice  of  the  Council  Committee 
on  Public  Health  of  the  Medical  Society 
of  the  State  of  New  ^'ork.  Dr.  Galvin. 

Gregory  A.  Galvin,  M.D. : The  nature  ol 

the  prolrlem  has  to  do  with  the  physical,  men- 
tal, and  emotional  degenerative  processes 
(which  have  been  discussed)  which  go  hand  and 
hand  with  the  ])hysiologic  aging  jn'ocess.  In 
numerous  businesses  the  damage  is  not  suffi- 
ciently great  to  demand  retirement  from  work. 

An  increasing  life  span  for  an  increasing  num- 
ber of  people  indicates  that  we,  the  medical  pro- 
fession, dedicated  to  the  preservation  and  con- 
serv'ation  of  life,  have  a stake  in  the  truth  and 
realities  involving  and  making  our  efforts  worth- 
while. Living  is  mor<“  than  breathing.  It  is 
a jjr'ocess  that  has  to  do  w ith  such  things  as  jjur- 
pose,  achievement,  and  satisfaction,  the  con- 
stant feeding  of  the  physical,  mental,  emotional, 
and  spiritual  needs,  and  the  continued  growth  of 
the  entire  personalit}'. 

We  must  realize  the  value  of  continued  em- 
ployment for  the  able  senior  citizen.  In  many 
instances  compulsory  age  retirement  is  neither 
practical  nor  workable.  Often  the  employe, 
bc'cause  of  his  ('xperience  and  skills,  is  at  his 
peak  performance'  at  the  age  of  sixty-five  in 
instances  when'  hard  physical  laboi'  is  not  in- 
\’olved . 

Emi)loym('nt  at  and  beyond  the  ag('  of  sixty- 
five  for  the  cajeable  .should  be  considered  honestly 
and  seriously  by  more  ('in])loyers.  Thereby  w(' 
maj'  well  ea,se  the'  .stress  of  aging  and  assist  in 
jiroviding  economic  and  emotional  security  for 
the  senior  citizen  because  he  can  contribute  to 
his  own  peace  of  mind  and  to  the  welfare  of 
others. 

I ri'afl  recently  that  in  one  of  our  larger  cities 
.an  employment  office'  has  been  opened  to  em))loy 
only  people  sixty-fiv('  yi'ars  and  over,  and  I under- 
stand they’i’('  doing  an  ('xcellent  job.  1 believe' 
it’s  in  Philaelelphia. 

From  the  radio,  tek'vision,  and  newspapers  we 
he'ar  about  fees  for  employment  of  the  handi- 
capped. Suppose  we  consider  the  senior  citizen 
a handicapped  penson  anel  attemjrt  to  influence 
e)ur  work  market  to  make  a just  list,  just  as  they 
de)  foi-  the  ae'ce'ptiible  lia!ielie'ai)p('d.  Since 
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sliorter  hours  seem  to  be  the  note  of  the  day,  it 
appears  that  this  wcmld  bo  one  of  the  first  adjust- 
ments to  make. 

As  Dr.  Goldstein  said,  we  as  physicians  can 
assist  in  such  programs  as  are  sponsored  by  the 
Cornell  University  School  of  Industrial  and 
Labor  Relations  in  Ithaca.  They  now  put 
on  what  is  calk'd  a preretirement  program  in 
which  they  have  a physician,  a social  worker,  a 
psj'chiatrist,  a psychologist,  a real  estate  broker, 
and  anyone  el.se  who  is  involved  in  the  retirement 
of  a person.  This  School  of  Labor  Relations 
has  doiK'  quite  a good  job.  They  get  the  people 
together,  say,  a year  or  two  before  i-etin'inent, 
and  it  prevents  the  “retiremc'nt  shock”  that  was 
mentioned  by  Dr.  Goldstein. 

I’ll  close  with  a quot(>  from  an  article  in  the 
.\pril,  1960,  Torch  Magazine,  writti'ii  b}-  H.  G. 
Brown,  entitled  ‘‘Th(>  Anatomy  of  Objectivity”: 
“When  you  strongly  adhc'n'  to  an  oi)inion  that 
differs  from  mine,  it  is  an  evidence  of  prejudice; 
but  when  1 adhei'c'  hrndy  to  an  oj)inion  that 
differs  from  yours,  that  is  personal.” 

I.)k.  How.vkd:  Thank  you.  Dr.  Gah  in. 

Our  next  dnseussant  is  Edward  H. 
Schlesinger,  M.D. 

Edward  R.  Schlesinger,  M.D. : .\fter  all 

the  valuable  material  that  has  been  presented, 

I would  like  to  spend  only  a few  minutes  em- 
phasizing a few  of  the  jjoints  that  beai-  mon' 
clearly  on  problems  of  community  liealth  in 
general. 

Dr.  Gold.stein  remarked  on  the  imi)ortance  of 
continued  motivation  of  workers  who  have 
chronic  disease  to  keep  them  under  th('  care 
of  their  family  physician  and  on  the  need  for 
some  job  modification  if  the  worker  with  a 
chronic  illness  can  no  longer  carry  on  in 
his  original  work.  In  respect  to  this  matter 
of  keeping  a patient  under  care  and  the  impor- 
tance of  periodic  medical  examinations,  I would 
like  to  add  consideration  of  the  nei'd  for 
more  detection  procedures.  There  are  lu'wei- 
procedures  which  are  now  being  used  in  com-  - 
inunities,  and  I think  that  industrial  workers 
should  also  be  brought  into  this  picture  more 
directlj'.  One  of  the  two  major  areas  is  the  early 
detection  of  diabetes  through  the  use  of  screening 
blood  level  determinations.  The  other  procedure 
is  the  determination  of  ocular  tension  for  glau- 
I'oma.  Glaucoma  is  a tremendously  important 
cau.s(>  ot  disability  from  blindness  in  jiersons  aftc'i’ 


the  age  of  foity,  there  being  an  incidence  of 
glaucoma  of  about  2 per  cent  in  the  population 
over  that  age. 

The  problem  of  retirement  policies  is  becoming 
more  widelj’  apj^reciated.  Reference  was  made 
to  the  fact  that  the  Cornell  School  of  Industrial 
and  Labor  Relations  is  interested  in  this  field. 
Only  recently  the  school  received  a grant  of  $190,- 
000  from  the  Ford  Foundation  to  study  the  im- 
pact of  present-day  retirement  policies  and  prac- 
tices on  the  Ameiican  economy  and  on  the  older 
peojjle  them.selves.  I am  sure  that  we’re  going 
to  hear  a great  deal  more  about  this  subject  in 
the  coming  years. 

We  have  to  admit  tlu*  fact  that  there  huivt; 
been  no  conclusive  studies  of  the  effect  of  retire- 
ment on  longevity  or  on  the  health  of  indi- 
viduals. I think  mo.st  of  us  can  recall  instances 
of  persons  who  died  shoi’tly  after  retirement, 
but  there  are  probably  as  many  or  more  in- 
stances, as  Dr.  Paul  indicated,  of  retin'inent  be- 
ing a b('nefit  to  the  health  of  the  person  who  has 
rc'tired.  He  also  emphasized  that  age  is  not 
ju.st  a chronologic  problem.  The  “felt”  age  of  a 
person,  as  Philips,  the  sociologist,  has  called 
it,  is  in  man>'  cases  more  closely  related  to  the 
degree  of  maladjustment  of  the  individual  gen- 
(*rally  than  to  retirement  or  to  his  chronologic 
age. 

Nevertheless,  it  seems  clear  that  mandatory 
retirement  destroys  the  usefulness  and,  there- 
fore, the  dignity  and  mental  health  of  man. 
This  reduces  productivity  in  later  3'ears  through 
loss  of  opportunity  and  incentive,  and  our 
countyv  can  ill  afford  this  at  a time  when  persons 
in  the  middle  j-ears  must  bear  the  burden  of 
large  numbers  of  children  and  of  j'outh  still  re- 
quiring education.  There  is  a tremendous  loss 
of  specialists  in  intellectual  and  skilled  work, 
and  it  has  been  e.stimated  that  one  half  of  the 
countrv’s  9,000  scientists  and  ai)pro.\imatel\’ 
.‘12,500  engineers  are  now  retired. 

Dr.  Godfre.v  brought  out  the  matter  of  in- 
cri'ased  longevity  in  recent  ,vears  and  the  fact 
that  the  man  of  toda\"  at  sixty-five  is  often  in 
better  condition  than  the  man  of  forty-five  was 
some  decades  ago.  -Must  we  abide  bj'  an  arbi- 
trary concept  that  was  formulated  eightj'  j'ears 
ago  in  a countr\’  far  different  from  our  own  in  so 
manj’  waj's,  nameh',  the  Gcrman3'  of  Chancelloi' 
Bismark?  We  are  concerned  with  the  welfare  of 
all  indivdduals  who  make  up  the  state  rather  than 
the  state  as  an  end  in  itself.  Our  standards 
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for  the  time  of  retirement  should  be  based,  inso- 
far as  is  possible,  on  the  physical  condition  and 
work  performance  of  the  individual,  rather  than 
his  chronologic  age  alone. 

Summary 

Dr.  Howard:  I’d  like  to  take  a moment 
to  summarize  what  has  been  said  so  far. 
A year  ago,  when  this  joint  meeting  of  the 
two  sections  was  first  proposed,  it  was 
thought  that  the  viewpoints  of  the  two 
sections  were  poles  apart.  The  industrial 
physicians  believed  the  general  practitioner 
would  be  primarily  interested  in  the  welfare 
of  his  patients,  even  to  the  detriment  of 
his  fellow  employes  and  his  employer. 
The  general  practitioners  believed  the  in- 
dustrial physician  would  be  primarily  in- 
terested in  the  company’s  welfare,  even  to 
the  detriment  of  the  individual  employe. 
But  as  we  have  seen  with  the  speakers 
here  today,  the  viewpoints  of  the  two 
sections  are  not  far  apart.  The  fact  is 
that  there  is  agreement  on  such  a wide 
front  that  I would  like  to  list  five  lessons 
that  we  have  learned  here  today : 

1.  Our  common  goal  is  to  minimize 
disability  and  to  prolong  productivity. 

2.  The  principle  of  retirement  at  a 
fixed  age  is  giving  way  to  more  flexible 
retirement  principles. 

3.  Retirement  should  not  be  advised 
merely  because  disease  is  present  but  only 
if  the  work  available  is  too  arduous  for  the 
patient. 

4.  T otal  evaluation — physical,  emotional , 
and  social — is  the  solution  to  the  problem. 

5.  Chronologic  age  and  physiologic  age 
are  two  different  and  distinct  entities. 
.\ti  older  employe’s  wisdom  and  experience' 
may  make  him  a more  productive  worker 
than  a younger  man’s  strength  and  en- 
thusiasm. 

Question  and  Answer  Period 

Dr.  Howard:  Now,  we  have  some 
questions  that  have  come  up  from  the  floor. 
This  first  one  is  for  Dr.  Goldstein,  and  then 
I have  one  for  Dr.  Godfrey.  After  that 


we’ll  take  them  as  they  come,  or  you  can 
ask  them  from  the  floor. 

Dr.  Goldstein,  would  you  suggest  routine 
serum  cholesterols  or  clotting  time  de- 
terminations to  spot  or  anticipate  threatened 
cardiovascular  complications? 

Dr.  Goldstein:  I’d  like  to  turn  that 
one  over  to  Dr.  Paul.  I think  it’s  more 
clearly  in  his  province. 

Dr.  Howard:  I think  Dr.  Paul  had  to 
leave.  Dr.  Godfrey,  we  have  two  questions 
here  for  you.  The  first  one  deals  with  the 
posture  positions  of  various  races,  and  the 
questioner  would  like  to  hear  something 
more  on  that  subject;  and  the  second  one 
is  on  the  flareup  of  pre-existing,  silent 
arthritic  changes  following  accidents,  mostly 
of  the  dorsal  spine. 

Dr.  Godfrey:  1 would  .say  both  these 
questions  could  take  a whole  morning,  and 
I think  they’re  just  a little  bit  on  the  loaded 
side,  particularly  the  second. 

In  response  to  the  first  question,  1 can 
only  draw  on  history,  on  contacts  with 
people  who  have  taken  care  of  individuals 
in  foreign  countries,  and  on  the  opinions 
given  to  me  by  men  in  other  specialties. 

As  far  as  position  is  concerned.  I think 
that  the  fundamental  position,  the  so-called 
forward  attack  or  that  position  which  you 
will  note  in  a basketball  player  as  he  is 
about  to  shoot  a basket  or  a fighter  who  is 
about  to  throw  a punch,  is  one  of  so-called 
dynamic  balance.  The  feet  are  straight 
ahead  with  the  knees  and  hips  slightly 
flexed  and  the  chest  forward  and  centered 
over  the  body.  An  illustration  of  this 
was  pointed  out  to  us  by  a football  coach 
who  said  that  if  you’re  going  to  throw  a 
pass,  and  if  a man  is  .standing  down  the 
field,  legs  apart,  back-kneed,  flat-footed, 
^ throw  it  his  way  because  he’s  a split  second 
behind  the  man  who’s  standing  in  the  so- 
called  position  of  forward  attack  who  can 
take  off  immediately.  This  so-called  posi- 
tion of  dynamic  balance  is  one  you  will  note 
in  some  laborers.  It’s  a well-known  fact  that 
Chinese  coolies,  pound  for  pound,  could 
outwork  almost  any  other  nationality.  In 
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the  first  place,  they  keep  their  low  back 
I stretched  out;  they  squat.  They  talk 
I in  that  position.  They  do  almost  every- 
thing that’s  relaxing  in  that  position. 

' Wlien  you  see  them  carrying  a load,  you’ll 
note  that  their  hips  and  knees  are  flexed 
and  the  load  is  so  centered  on  their  backs 
that  they’re  not  putting  a strain  on  the 
vertebral  bodies  the  way  we  do  when  we 
carry  something  out  in  front  of  us.  If  you 
carry  something  like  that,  you’re  leaning 
backv'ards,  and  you’re  exaggerating  your 
lumbar  lordosis.  As  you  exaggerate  the 
lumbar  lordosis,  you  increase  your  lumbo- 
sacral angle,  and  the  fifth  lumbar  is  sitting 
on  the  first  sacral  with  more  shear  than 
if  you  tucked  your  tail  end  under  you. 
In  the  squat  position  the  fifth  lumbar  sits 
on  a more  level  shelf  and  you  don’t  get  as 
much  strain  on  the  posterior  elements  and 
consequently  have  fewer  backaches. 

Now  as  I said  in  discussing  outline  the  so- 
called  flexion  exercise  routine  and  the  funda- 
mental positions  that  are  suggested  are  in 
an  article  by  Paul  Williams  of  Dallas, 
Texas,  which  was  written  in  the  late  1930’s. 
I think  an  illustration  of  that  is  the  fact 
that  if  you  put  a patient  with  an  acute 
backache  in  a hospital  bed  and  flex  the  hips 
and  the  knees,  then  the  patient  is  much 
more  comfortable.  The  Barcalo  people 
who  make  the  various  lounging  type  and 
contour  chairs  have  gone  back  to  that  hip- 
flexed,  knee-flexed  position  for  comfort. 
Thus,  if  we  go  back  to  the  squat  position 
and  keep  our  lumbar  spines  limber  enough, 
then  we  will  have  flexibility  so  that  in 
carrying  out  our  various  activities  we  can 
keep  our  tail  ends  tucked  under  us. 

Now,  the  question  of  how  to  interpret 
the  flareup  of  pre-existing,  silent  arthritic 
changes  following  accidents — I do  not  know. 
I do  various  tests  with  the  patient  in  various 
positions  in  an  effort  to  ascertain  whether  or 
not  a pathologic  condition  is  present.  With 
the  question  of  flareup  of  pre-existing 
arthritis,  if  over  a reasonably  short  period 
of  time  you  have  radiologic  evidence  of 
increased  activity,  then  I think  you  are 


justified  in  saying  there  was  an  appreciable 
flareup  in  that  situation. 

Unfortunately,  we  don’t  have  pretrauma 
examination  x-ray  films.  If  you  don’t 
have  a yardstick  like  that  to  go  on,  I don’t 
know  how  you’re  going  to  say  whether  the 
pre-existing  arthritis  was  aggravated. 
That’s  why  I say,  summarily  speaking, 
that  I don’t  know.  All  you  can  rely  on  is 
the  clinical  signs  you  find  and  not  pass 
judgment  on  just  one  examination.  I’d 
like  to  be  a little  more  specific,  but  un- 
fortunately, I can’t  and  be  honest  with  my- 
seK. 

De.  Goldstein  : Dr.  Howard,  may 

I make  one  comment  on  a statement  of 
Dr.  Godfrey  which  impressed  me?  And 
that  is  that  a patient  who  is  being  examined 
should  be  viewed  contrary  to  our  philosophy 
of  law  as  guilty  until  proved  innocent, 
whereas,  as  you  know,  in  the  law  he’s 
innocent  until  proved  guilty.  I think 
that  in  doing  periodic  examinations  on 
seemingly  healthy  people,  if  you  can  adopt 
the  attitude  that  this  patient  or  this  em- 
ploye has  disease  until  you  can  prove 
the  contrary  then  not  only  is  there  a greater 
challenge  to  you  in  doing  the  examination, 
but  it  is  usually  more  fruitful. 

Dr.  Howard:  Thank  you.  Dr.  Goldstein. 
I have  a question  directed  to  you.  Dr. 
Goldstein. 

Dr.  Goldstein  ; This  question  reads, 
“How  did  the  arbitrary  age  of  sixty-five  get 
so  firmly  established?  Is  this  now  mostly 
a matter  of  pension  plans  set  up  and 
making  change  difficult?’’ 

I’m  not  sure  that  I know  the  answer,  but 
I think  there  are  a number  of  factors  in  if,, 
and  it’s  very  interesting  and  a good  question. 
I think  the  age  of  sixty-five  was  established 
a number  of  years  ago  when  anything  over 
sixty-five  seemed  ancient  and  aged  indeed. 
Then,  with  the  establishment  of  pension 
plans  and  the  need  to  make  them  actuarial, 
to  make  them  work  financially,  an  arbitrary 
figure  had  to  be  arrived  at  so  that  reserves 
could  be  set  up  over  the  years  and  estimates 
calculated  in  terms  of  longevity  figures  so 
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that  the  program  could  pay  and  not  go 
broke  with  unanticipated  deaths. 

I think  these  two  factors,  tlic  .social 
concept  that  age  sixty-five  was  old  indeed 
and  the  need  for  an  arbitrary  cutoff  to 
make  pension  programs  actuarially  sound 
pi’obably  resulted  in  that  figure. 

I’m  pleased  to  report  that  there  is  a grow- 
ing trend  to  move  age  sixty-five  up  to  age 
seventy,  which  seems  much  more  realistic 
to  me.  I think  it’s  the  obligation,  however, 
of  someone  in  industry  to  point  out  to 
doctors  sometimes  not  too  Familiar  with  the 
problems  inside  industry  that  there  are 
many  problems  in  industry  which  make 
the  establishment  of  a really  flexible  re- 
tirement program  difficult.  When  the  re- 
tirement of  supervisors  and  executives  and 
those  in  authority  and  positions  of  skill 
is  put  ofl'  indefinitely,  those  in  junior  posi- 
tions who  are  seeking  advancement  find 
a very  difficult  situation.  The  younger 
men  become  frustrated  and  feel  they’ll 
never  realize  their  talents  and  their  skills 
in  the  promotions  that  are  deserved. 

In  addition,  if  you  make  a program  en- 
tirely flexible  and  say,  “Well  we  will 
continue  a man  on  past  age  seventy  if  both 
management  approves  and  the  employe 
is  willing,’’  then  comes  the  time  when  you 
have  to  say  to  one  seventy-year-old,  “You 
(;an  continue  working,’’  and  another  .seventy- 
year-old,  “I’m  .sorry,  but  it’s  curtains  for 
you.’’  This  is  another  very  difficult  and 
obviously  bad  situation  so  that,  in  general, 
it  .seems  to  work  out  better  in  industry  when 
an  arbitrary  age  is  .set.  Obviously,  wo  all 
agree  that  age  sixty-five  is  too  low  a figure. 

In  addition,  when  employes  know  that 
they  are  to  retire  at  a given  age,  they  begin 
to  prepai‘0  more  realistically  foi-  their  re- 
tirement than  if  they  coast  on,  .seeing  their 
employment  as  indefinite,  and  then  .some- 
thing precipitately  changes  the  situation. 
They  are  then  frequently  at  a lo.ss  to  adapt 
and  make  an  adjustment  to  retirement. 

Dr.  Howard:  We  can  throw  the  sub- 
ject open  for  discussion  from  the  floor. 
If  there  are  any  more  cpiestions  or  if  any- 


body has  anything  to  add,  we’d  be  happy  to 
hear.  Dr.  Plummer? 

Dr.  Plummer:  I wonder  if  Dr.  Gold.stein 
would  elaborate  a little  more  on  retirement 
age.  I think  I’ve  heard  that  his  company, 
the  New  York  Times,  has  recently  changed 
from  .sixtj'^-five  to  sixty-eight. 

Dr.  Gold.steix:  Xo,  our  company  has 
changed  from  no  automatic  retirement 
age  to  age  seventy-five,  and  over  the  period 
Ififi.'I  to  19(57  will  work  down  to  age  .seventy. 

Dr.  Pli  mmer:  And  Consolidated  Edi.son, 
I believe,  has  recently  changed.  Do  you 
know  about  that? 

Dr.  Goldstein:  Yes,  Consolidated  Edi- 
son which  had  a sixty-fi^•e  year  automatic 
retirement  age  now  continues  employment 
for  one  year  at  a time  beyond  age  .sixty-five 
to  age  sixty-eight,  each  year  there  being  a 
joint  decision  of  employe  and  management. 
Thus,  they  are  exploring  cautiously  re- 
tirement beyond  sixty-five,  but  it  mu.st 
meet  with  management  approval. 

They  feel  (and  there  is  some  merit  to 
this)  that  if  your  actuarial  re.ser\'es  for 
retirement  are  worked  out  so  that  an  em- 
ploye would  receive,  let’s  .say,  40  per  cent 
of  his  particular  base  pay  at  age  sixty-five, 
then  if  he  continues  on  in  employment  after 
age  sixty-five,  it  really  only  costs  tfie  com- 
pany 60  per  cent  the  first  year  and  less  in 
succeeding  years.  Therefore,  the  company 
can  make  allowance  for  the  man  who  ma}' 
be  doing  .something  le.ss  than  a full-.salaried 
job  and  the  company  .still  will  not  lose  money 
on  the  operation.  I think  that  determines 
the  philosophy  of  (’on  Edison. 

Dr.  Plummer:  Would  you  .say  al.so  that 
there  is  a strong  trend  away  from  the 
arbitrary  sixty-five? 

Dr.  Gold.steix:  I would  agree. 

Dr.  Plummer:  There  is  one  point  that 
I’d  like  to  make  because  I think  all  physi- 
cians are  so  much  involved  in  this — the 
industrial  physicians  and  the  general  practi- 
tioners. It  would  certainly  seem  to  me 
that  the  chief  problem  in  this  change  from 
an  ai’bitrary  retirement  at  sixty-five  to  a 
more  flexible  arrangement  depends  on  an 
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objective  medical  examination.  I think 
we  doctors  already  have  the  tools  and  the 
standards,  and  if  we  can  use  them  objec- 
tively, we  can  be  of  great  assistance  to 
management  in  establishing  physical  and 
mental  standards  as  a basis  for  retirement 
rather  than  an  arbitrary  age. 

Dk.  Goldstein  : Dr.  Howard,  may 

I make  a corollary  comment  to  Dr.  Plum- 
mer’s? If  I understood  Dr.  Plummer 
(iorrectly,  he  was  implying  that  more  and 
more  use  be  made  of  objective  medical 
examinations  in  the  decision  as  to  whether 
or  not  someone  should  retina  Is  that 
correct? 

Dr.  Plummer:  That’s  right. 

Dr.  Goldstein:  I would  like  to  take 

some  exception  to  your  point  of  view. 
Doctors  don’t  have  crystal  balls,  and  the 
present  measures  of  functional  capacity 
are  not  so  precise  that  I can  tell  with  reliable 
certainty  whether  oi-  not  a man  should 
retire.  When  he  has  obvious  cardiac  decom- 
pensation or  obvious  mental  deterioration, 
yes;  but  in  the  last  analysis,  it  seems  to 
me — and  in  my  own  company  this  has  been 
firmly  impressed  on  all  supervisors  and  de- 
partment heads — it’s  the  man’s  perform- 
ance which  should  determine  whether 
or  not  he  should  continue  in  his  job.  The 
role  of  the  medical  department  in  our 
company  is  largely  for  those  employes 
who  want  to  retire  early,  before  normal 
retirement  age.  The  doctor  certifies  that 
he  is  sufficiently  disabled  to  (jualify  for 
benefits  before  the  normal  retirement  age. 
But  we  try  not  to  get  in  the  role  of  certifying 
whether  or  not  someone  should  have  the 
hatchet  applied. 

Dr.  Plummer:  I .should  like  to  say  that 
this  will  not  go  into  an  argument  becau.se 
Dr.  Goldstein  and  I will  soon  find  that  wv 
agree.  My  belief  is  that  we  in  medicine 
should  make  our  studies  independently. 
Our  findings  will  be  only  part  of  what 
management  will  need  in  terms  of  deciding 
whether  or  not  the  indi\'idual  should  retire. 
Again,  management  must  appraise  ob- 
jectively the  man’s  ability,  willingne.ss,  and 


de.sire  to  continue  to  work. 

Dr.  Howard:  I believe  that  Dr.  Plum- 
mer is  pointing  toward  a goal,  rather  than 
toward  something  that  we  already  have. 
Is  that  right.  Dr.  Plummer? 

Dr.  Plummer:  That  certainly  is.  But 
it  is  a practical  goal. 

Dr.  Howard:  Something  that  we  should 
strive  for,  and  when  that  day  comes,  why 
then  the  viewpoint  of  the  industrial  physi- 
cian and  surgeon  and  that  of  the  private 
general  practitioner  will  be  identical. 

Dr.  Plummer:  Again,  Dr.  Howard, 

this  objectivity  that  I’m  talking  about 
applies  not  only  to  retirement.  It  applies 
also  to  certifying  people  for  disability  ab- 
sence, certifying  employes  for  workmen’s 
compen.sation,  and  it  applies  to  the  interpre- 
tation of  most  of  our  examinations  in  in- 
dustry. 

Dr.  How.vrd:  Are  there  any  (piestions 
or  further  discussion  from  the  floor? 

Question:  I’d  like  to  bring  up  one  more 
(piestion  in  reference  to  senior  citizens  who 
cannot  work  a full  day.  I realize  that 
there  is  a union  problem  involved  here. 
What  does  the  panel  think  about  having 
senior  citizens  work  not  eight  hours  a day, 
five  days  a week,  but  perhaps  three  days  a 
week,  eight  hours  a day  or  perhaps  only 
.six  hours  per  day,  five  days  a week? 

Dr.  Howard:  Dr.  Gold.stein? 

Dr.  Goldstein:  I’d  be  glad  to  comment 
on  that.  I think  it  is  throughly  desirable, 
and  indeed,  in  our  own  company  we  practice 
it  where  union  rules  are  not  in  conflict. 
I think  it  is  apparent  to  everyone  that  work 
is  more  than  earning  a living.  It  is  a way 
of  life,  and  we  have  worked  out  an  arrange- 
ment whereby  a retired  employe  in  the 
craft  unions  who  is  on  pension  with  Social 
Security  can  work  a sufficient  number 
of  days  so  that  he  does  not  come  in  con- 
flict with  the  Social  Security  ceiling  of  in- 
come. 

Question:  I’d  like  to  ask  Dr.  Godfrey  if 
he  would  comment  briefly  on  what  he 
thinks  is  invoh^ed  when  an  employe  stoops 
over  to  pick  up  a minor  object  which  results 


Part  I — Sei)ternher  1,  19(il 


291.5 


tiYMHOtilUM  AND  PANEL  DIECUESfON 


in  an  acute  back  condition.  Does  he 
consider  that  an  accident?  Just  exactly 
what  is  its  nature? 

Dr.  Howard:  Dr.  Godfrey? 

Dr  Godfrey:  Based  on  the  accident 
description,  I would  say  that  this  would 
fall  within  the  scope  of  “nonindustrial 
accident.”  He  is  a worker  who  has  no 
difficulty.  He  bends  over  to  lift  up  an 
object.  He  straightens  up,  and  he  has  pain. 

As  far  as  the  pathology  is  concerned,  1 
think  the  condition  involves  the  soft  tissue 
most  frequently.  If  you  consider  your  an- 
nulus and  your  other  soft  tissue  structures, 
what  the  condition  will  prove  to  be  can  be 
determined  only  by  persistent  examination. 
I don’t  think  you  can  determine  it  the  first 
time  you  see  the  individual. 

I think  that  from  the  diagnostic  stand- 
point the  use  of  Xylocaine  hydrochloride  to 
block  out  trigger  points  and  so  forth  will 
aid  you  in  estabUshing  the  locale  of  your 
pathologic  condition  and  tell  you  whether  or 
not  this  is  soft  tissue. 

I think  in  many  instances  this  is  much 
like  the  runner  who  has  a “charley  horse.” 
He  reconditions  himself  by  doing  an  exer- 
cise routine  gradually  to  the  point  of  toler- 
ance. It  is  important  that  a muscle  that 
has  been  traumatized  not  be  pushed  to  the 
abuse  stage,  you  might  say. 

Question:  I’d  like  to  ask  a question 

about  the  emotional  angle  in  the  relation- 
ship between  employe  and  employer  m a 
certain  fixed  working  situation. 

Very  recently  something  came  out  in  a 
company  which  happens  to  be  in  my  neigh- 
borhood. At  this  plant  if  the  union  re- 
quires seniority  for  a worker  in  a certain 
department  and  there  is  available  only  a 
worker  with  seniority  in  terms  of  years, 
which  would  mean  that  some  other  worker 
would  be  placed  outside  of  his  department, 
the  one  who  has  longer  seniority  in  terms 
of  years  but  not  skill  for  the  job  has  the 
preference  for  the  job. 

Is  anything  done  through  a constructive 
team  effort,  because  it  seems  to  me  that 
many  emotional  stress  situations  can  be 


created  this  way? 

Dr.  Howard  : That  was  the  question  that 
Dr.  McLean  referred  to  as  lateral  shifting  of 
position.  Would  anybody  care  to  discuss 
that  on  the  panel? 

Dr.  Goldstein  : Yes,  the  problem  varies, 
of  course,  from  plant  to  plant  and  industry 
to  industry,  depending  on  the  relationship  of 
management  and  unions.  At  times  the  doc- 
tor can  be  helpful  in  enlightening  either  man- 
agement or  unions  or  both  in  terms  of  what  is 
a fair  procedure,  but  the  seniority  problem, 
one  must  remember,  is  something  that  the 
union  has  fought  for  as  a principle  so  that 
people  who  have  worked  over  the  years  will 
not  be  bypassed  by  youngsters  at  the  dis- 
cretion or  pleasure  of  management.  The 
unions  feel  that  since  they  have  struggled 
for  the  important  principle  of  seniority, 
to  deviate  from  it  in  even  isolated  instances 
would  be  to  jeopardize  their  whole  principle. 
Thus,  they  are  at  times  inflexible  in  their 
seniority  policy  simply  because  they  feel 
that  one  and  two  and  three  exceptions  to  it 
would  imdermine  the  foundation  of  the 
principle. 

Question  : What  is  the  effect  of  the  com- 
pensation law  on  employment,  specifically 
as  regards  the  hiring  of  individuals  with  pre- 
existing conditions?  How  does  the  ag- 
gravation clause  in  the  compensation  law 
affect  employment? 

Dr.  Goldstein:  That’s  why  New  York 
State  has  a second-injury  law,  which  I trust 
you  are  all  aware  of  and  which  apphes  to 
medical  conditions  as  well  as  to  traumatic 
ones.  If  the  requirements  of  the  law  are 
met,  then  management’s  liability  is  limited 
to  compensation  costs  equivalent  to  one 
hundred  and  four  weeks,  after  which  the 
State  F'und  assumes  liability.  The  law 
requires  that  prior  to  the  second  injury, 
management  must  have  knowledge  of  a 
pre-existing  defect,  and  there  must  be 
disability  associated  with  it.  It  then  must 
be  shown  that  because  of  the  prior  defect 
the  resulting  disability  from  the  second  in- 
jury is  greater  than  could  be  accounted 
for  by  the  second  injury  alone.  I repeat 
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that  this  applies  to  disease  as  well  as  to 
injury.  The  second-injury  law  was  in- 
troduced in  the  Legislature  of  New  York 
State  after  World  War  II  in  an  attempt 
to  encourage  management  to  employ  the 
physically  handicapped,  not  only  the  in- 
jured, but  the  medically  handicapped  as 
well,  and  I can  assure  you  it  works. 

Question:  I would  ask  Dr.  Godfrey  to 
comment  on  the  treatment  of  low-back 
injuries  with  muscle  relaxants  and  physio- 
therapy. 

Dr.  Godfrey:  And  may  I add  the 

question  of  the  treatment  of  an  acute  condi- 
tion of  the  back?  In  acute  back  pain,  as 
far  as  I’m  concerned,  I like  to  give  these 
patients  pretty  much  a lost  weekend: 
get  them  off  their  feet,  give  them  enough 
sedation  or  narcosis — if  you  want  or  need 
to  use  it — to  put  that  patient  at  ease  and 
make  him  relatively  free  of  pain. 

It  is  much  the  same  as  it  is,  let’s  say,  with  a 
fracture  in  which  there  definitely  is  severe 
trauma.  I don’t  care  whether  the  fracture 
is  reduced.  If  you  don’t  have  impairment 
of  nerve  or  blood  supply  to  that  particular 
area,  you  put  it  in  a plaster  cast  so  that  it  is 
really  at  rest,  and  you’ll  have  to  use  very 
few  sedatives  or  narcotics. 

Now,  the  same  thing  is  true  of  the  back. 
I believe  that  you  must  position  the  back — 
not  flat  on  bed  boards,  but  in  bed  with  the 
hips  and  knees  flexed — and,  as  I said,  give 
the  patient  enough  drugs  to  control  the  pain. 
Now,  as  far  as  the  muscle  relaxants  are  con- 
cerned, they  work  with  some  people  and 
with  some  they  don’t.  It  is  much  like  head- 
aches: People  can  have  headaches  and 
take  aspirin  and  have  no  effect  from  it  while 
others  are  relieved  of  their  headaches  with 
aspirin. 

You  may  also  use  traction,  and,  frankly,  I 
like  bilateral  leg  traction  rather  than  belt- 
type  traction.  As  I see  it  if  the  belt  is  applied, 
in  most  instances  it  is  actually  going  to  ex- 
aggerate the  lumbar  lordosis  because  it 
pulls  on  the  anterior  spines,  and  the  axis  of 
rotation  of  the  pelvis  is  such  with  the  patient 
in  bed  that  the  pelvis  is  tilted  or  rocked  for- 


ward, lowering  the  symphysis  and  exaggerat- 
ing lumbar  lordosis  which  is  what  you  don’t 
want.  I use  bilateral  leg  traction  with  the 
hips  and  knees  flexed  during  the  acute  phase. 

Then,  when  I get  the  patient  over  the 
acute  phase,  I start  him  on  an  exercise  rou- 
tine in  bed  every  hour  on  the  hour.  The 
exercises  start  from  a position  with  the  hips 
and  knees  flexed.  No  exercises  are  done 
with  the  legs  out  straight.  The  first 
exercise  is  to  pull  the  knees  to  the  chest. 
The  parallel  situation,  as  I see  it,  is  in  the 
pregnant  woman  who  stands  with  an  ex- 
aggerated lumbar  lordosis  as  she  approaches 
term.  She  develops  a tight  back,  and  the 
first  thing  you  know  she  is  put  on  a delivery 
table  with  her  knees  up  for  the  delivery. 
She  gets  off  the  table,  and  people  wonder 
why  she  has  a pain.  She  has  a back  that 
hasn’t  been  stretched  like  that  for  months. 
The  patient  with  the  semiacute  or  subacute 
back  condition  or  who  is  in  the  convalescent 
stage  starts  off  pulling  his  hips  and  knees  to 
his  chest,  gradually  stretching  these  soft 
tissues,  without  the  masking  effect  of 
narcotics. 

The  next  exercise  he  does  is,  with  his  feet 
on  the  bed  and  again  with  his  hips  and  knees 
flexed,  to  raise  his  hips,  which  will  tense  his 
gluteal  muscles.  The  next  one  he  does  is  to 
fold  his  arms  across  his  chest  and  then  raise 
his  head  and  shoulders,  and  as  he  does  that, 
he  tightens  his  abdominal  muscles. 

Now,  the  first  exercise  limbers  up  his 
spine  so  that  he  can  flatten  the  lumbar  curve. 
By  tightening  his  abdominal  and  gluteal 
muscles,  he  pulls  upward  on  the  anterior 
portion  of  his  pelvis  and  downward  with  the 
posterior  portion  of  it  so  that  he  gets  away 
from  what  would  be  a so-called  dumping 
pelvis  in  a standing  position.  You  can  just 
imagine  that  same  individual  standing  up, 
with  his  abdominal  and  gluteal  muscles  re- 
laxed. His  pelvis  will  tilt  downward,  a so- 
called  dumping  pelvis.  To  eliminate,  he 
must  lift  up  with  his  abdominal  and  pull 
down  with  his  gluteal  muscles  but  he  cannot 
do  that  until  he  gets  his  lumbar  spine 
straight. 
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The  exercise  routine  is  carried  out  every 
liour  on  the  hour.  I do  not  have  a sun  lamp. 
I do  not  have  a diathermy  machine.  I do 
not  have  an  ultrasound  machine.  I do  not 
have  any  of  these  fancy  gadgets  in  the  office 
because  I think  reconditioning  following 
trauma  of  this  type  is  dependent  mostly  on 
the  patient.  If  he  is  given  physiotherapy 
every  other  day  and  then  goes  home  and  sits 
he’ll  get  nowhere. 

You’re  trying  to  rehabilitate  this  man  to 
do  a full  day’s  work.  He  can’t  go  out  and 
work  like  a beaver  for  fifteen  minutes  and 
(luit.  No  physiotherapy  program  is  worth 
a hoot  unless  you  have  a cooperative  patient. 
To  illustrate,  I had  a man  who  after  four 
months  had  gotten  nowhere,  and  so  I sent 
him  to  the  Children’s  Hospital.  Every 
hour  on  the  hour  and  every  morning  at  nine 
o’clock,  he  exercised  with  the  children.  In 
three  weeks,  he  walked  into  the  office  and  I 


said,  “How  are  you?’’ 

He  said,  “You’re  a so-and-so.  You  made 
me  go  over  there  and  exercise  with  all  those 
little  kids,  and  I was  the  only  grown-up  in 
the  room.” 

“Well,”  I said,  “how  do  you  feel?” 

He  replied,  “I  feel  fine.” 

I said,  “Mike,  somebody  had  to  stand 
over  you  and  beat  you  on  the  head  and  make 
you  do  the  exercises  every  hour  on  the  hour. 
You  accomplished  in  three  weeks  what  you 
hadn’t  done  in  four  months  on  your  own  be- 
cause nobody  stood  over  you. 

That  at  least  expresses  my  views.  I don’t 
know  whether  that  answers  the  question. 

Dr.  Howard:  I think  our  time  is  about 

up.  I’d  like  to  take  this  opportunity  to 
thank  Dr.  Plummer  and  this  fine  panel  and 
the  three  discussants  who  so  ably  carried 
on  the  formal  discussion  this  morning. 


ANNUAL  CONVENTION 

Medical  Society  of  the  State  of  New  York 
Statler  Hilton,  New  York  City 
May  14  to  18,  1962 

SCIENTIFIC  MO  r ION  PICTURES 

William  J.  Sullivan,  M.U.,  Chairman,  Scientific  Motion  Picture  Subcommittee  of 
the  Convention  Committee,  is  interested  in  hearing  from  members  who  have  16-mm. 
motion  picture  films  suitable  for  presentation  at  the  1962  convention. 

For  applications,  write  to  William  J.  Sullivan,  M.D.,  132  Pondfield  Road,  Bronx- 
ville.  New  York. 
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T rn um atic  Parap leg ia 


Heinz  I.  Lippm.\nn,  M.D.:  Today  we 

will  discuss  the  case  of  a twenty-one-year- 
old  female  patient  with  traumatic  paraplegia. 
Will  the  medical  student  please  present  the 
case? 

Case  History 

On  February  2,  1960,  this  twenty-one- 
year-old  woman,  a healthy  bride  of  six 
months,  was  shot  accidentally  by  her  hus- 
band from  an  adjoining  room.  The  bullet 
struck  her  back  1 inch  to  the  left  of  the  mid- 
line, smashed  her  ninth  vertebral  body, 
entered  the  right  lung,  continued  through 
the  diaphragm  and  the  dome  of  the  liver, 
and  came  to  rest  in  the  right  chest  wall. 
She  was  confused  and  semiconscious  a half 
hour  later  when  she  was  admitted  to  the 
neurosurgical  service.  The  bullet  could  be 
palpated  under  the  right  breast.  There  was 
a right  hemothorax  which  was  clotted,  and 
she  w^as  paraplegic  with  sensory  and  motor 
level  at  the  ninth  thoracic  vertebra.  Spinal 
fluid  manometry  and  myelography  indicated 
a block  at  the  twelfth  thoracic  vertebra  cord 
level.  Four  days  later,  a laminectomy  re- 
vealed a shattered  right  lamina,  a fractured 


pedicle,  and  a smashed  body  of  the  ninth 
thoracic  vertebra.  The  cord  was  partially 
transected,  hemorrhagic,  and  contused. 

Postoperatively,  she  developed  a cardiac 
friction  rub  with  distinctive  electrocardio- 
gram changes  without  tamponade  or  failure 
and  a left  iliofemoral  thrombophlebitis  with 
high  fever.  She  received  antibiotics  with 
slow'  resolution  of  her  fever.  During  this 
period,  she  was  on  gravity  catheter  drainage. 
All  antibiotics  were  discontinued  on  Feb- 
ruary 24,  1960,  when  she  was  transferred 
to  the  Rehabilitation  Service.  From  Feb- 
ruary 24  through  March  1 she  developed  in- 
termittent fever  and  pyuria.  Cultures  were 
made  of  bacillus  aerobacter  w'hich  were  re- 
sistant to  most  antibiotics.  The  fever  be- 
came spiking  with  no  chills;  she  developed 
an  enlarged  spleen  and  extensive  lymph  node 
swelling,  especially  in  both  axillary  and 
cervical  regions.  A left  pleural  friction  rub 
was  found,  in  addition  to  the  right  pleural 
findings.  A blood  count  with  a rising  het- 
erophil titer  suggested  the  presence  of  in- 
fectious mononucleosis,  for  which  she  was 
transferred  to  the  medical  service  on  March 
9,  1960,  where  she  recovered  rapidly.  On 
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Muirh  22,  1960,  she  was  returned  to  the 
Rehabilitation  Service. 

The  patient’s  paralysis  was  flaccid  for 
about  two  months,  when  the  first  signs  of 
spasticity  appeared.  From  two  to  four 
months  after  the  accident,  the  patient  grad- 
ually developed  pathologic  reflexes  and 
hyperreflexia,  including  mass  withdrawal, 
Babinski’s  reflex,  and  ankle  clonus.  A 
cystometrogram,  on  April  5,  1960,  revealed 
a hypotonic  bladder.  In  October  there 
was  some  bladder  spasticity.  Following 
this  examination  she  had  an  episode  of  acute 
pyelonephritis  which  subsided  with  Achromy- 
cin and  Furadantin.  At  no  time  did  she  de- 
\-elop  bed  sores. 

During  the  month  of  October,  her  general 
spasticity  had  become  severe  and  interfered 
with  her  standing  between  parallel  bars. 
Bilateral  hip  adductor  spasticity  with  scis- 
soring abated  after  a bilateral  obturator 
nerve  block  with  procaine.  Therefore,  a 
bilateral  obturator  neurectomy  was  per- 
formed. Since  then  her  spasticity  has  been 
reduced,  and  her  rehabilitation  program 
continues  rather  smoothly.  However,  since 
we  are  approaching  a therapeutic  stage  of 
maximum  benefit  and  her  discharge  from  the 
hospital  is  near,  we  feel  that  her  bladder 
problem  as  well  as  some  other  problems 
require  some  planning  and  discussion. 

Presentation  of  Problems 

Dr.  Lippmann:  Thank  you.  This  twenty- 
one-year-old  woman  faces  physical  problems 
associated  with  her  traumatic  paraplegia 
which  can  be  categorized  broadly  as  genito- 
urinary, musculoskeletal,  and  central  ner- 
vous in  nature.  The  catastrophic  accident 
which  almost  destroyed  her  must  have  been 
the  source  of  psychologic  upheaval  and  of 
social  and  economic  problems.  Is  there  any 
information  on  this? 

Resident  : When  the  patient  realized  the 
extent  of  her  injuries  and  her  condition  was 
stabilized  sufficiently  to  discuss  this  with  her 
coherently,  her  first  question  was:  “Will  I 
be  able  to  have  children  and  to  live  normally 
with  my  husband?”  Subsequently,  she 


has  worked  hard  at  ambulation  and  other 
activities  of  daily  living.  She  has  shown 
unusual  courage  when  she  realized  that 
much  of  her  life  will  be  spent  in  a wheel 
chair. 

Dr.  Lippmann:  May  we  see  the  patient? 
(The  patient  joins  the  conference  in  a wheel 
chair,  locks  it,  locks  her  bilateral  long  leg 
braces,  and  stands  up  in  parallel  bars,  ad- 
justing her  plastic  urinary  bag.) 

We  have  asked  you  to  come  today  to 
plan  in  some  detail  for  your  future,  since 
you  know  you  will  return  home  soon.  (The 
braces  are  examined,  and  the  extent  of  her 
spasticity  is  assessed.  It  is  noticed  that 
the  urine  is  clear  and  obviously  of  low  specific 
gravity.  The  patient  is  asked  to  demon- 
strate the  strength  of  her  upper  extremities 
and  shoulder  girdle,  including  her  rhomboi- 
deus,  trapezius,  and  latissimus  dorsi  mus- 
cles.) 

Resident:  How  long  can  you  stand  now 
as  compared  with  the  time  before  your 
neurectomy? 

Patient:  A good  half  hour  after  some 
stretching,  and  I can  even  walk  some  be- 
tween parallel  bars.  Before,  my  legs  crossed, 
and  I could  not  stand  for  more  than  a few 
minutes. 

Chief  Resident  : How  did  you  manage  on 
the  weekends  when  we  sent  you  home? 

Patient:  This  has  been  wonderful,  and 
I can  see  now  how  I will  be  able  to  manage  at 
home. 

Dr.  Lippm.ann:  Any  questions  you  may 
want  to  ask  the  patient?  If  not,  thank  you 
for  coming.  (The  patient  seats  herseK  and 
wheels  herself  out  of  the  conference  room.) 

Dr.  Lippmann:  What  are  her  main  prob- 
lems? 

Resident:  The  patient  is  presented  today 
mainly  for  clarification  of  her  urologic  prob- 
lems. Her  injury  was  in  February,  1960. 
Two  intravenous  pyelograms,  in  April  and 
June,  I960,  were  normal.  A cystometro- 
gram which  the  urologist  performed  for 
us  in  April  showed  a hypotonic  bladder. 
Originally  there  was  a residual  urine  of 
700  cc.  The  idea  of  discontinuing  catheter 
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drainage  was  abandoned  for  the  time  being 
after  one  attempt  which  showed  a residual 
urine  of  500  cc.  after  manual  expression  of 
1,500  cc.  One  episode  of  acute  pyelonephri- 
tis in  October,  1960,  cleared  up  with  anti- 
biotics and  hydration.  We  feel  the  danger 
of  recurrent  pyelonephritis  and  irreversible 
kidney  damage  is  present  as  long  as  the 
patient  continues  on  straight  catheter  drain- 
age. We  request  an  opinion  of  this  con- 
ference as  to  the  management  of  this 
patient’s  urinary  tract. 

Genitourinary  Problem 

Dr.  Lippmann:  We  understand  your  con- 
cern for  this  patient’s  urologic  problem  since 
' most  observers  agree  that  the  great  threat 
to  longevity  of  paraplegic  individuals  arises 
from  urologic  complications.  You  are  all 
familiar  with  Kessler’s  recent  report  on  this 
subject.^ 

' Arthur  S.  Abramson,  M.D.  ; I would  like 
to  know  how  this  patient,  who  had  an  atonic 
bladder  during  spinal  shock,  developed  the 
present  hypotonic  bladder  and  in  what 
sequence.  Would  you  please  enlighten  us? 

Resident;  Immediately  following  the 
injury,  during  diaschisis,  the  bladder  was 
atonic  and  of  large  capacity,  as  usually 
happens.  When  she  recovered  from  spinal 
shock,  as  indicated  by  increased  muscular 
reflex  activity  and  marked  spasticity,  the 
bladder  remained  hypotonic  with  a capacity 
of  more  than  600  cc. 

Dr.  Abramson;  What  kind  of  bladder 
abnormalities  do  we  deal  with  in  patients 
after  spinal  cord  injuries? 

Resident;  Three  kinds  of  bladder  are 
usually  described  in  patients  with  spinal 
cord  injuries.  The  first  is  the  atonic  bladder 
which  is  found  in  patients  during  the  period 
of  spinal  shock  (diaschisis).  The  second  is 
the  spastic  or  hypertonic  bladder,  sometimes 
referred  to  as  “automatic,”  in  which  there 
is  still  reflex  function  via  the  spinal  cord. 
The  third  type  which  is  “autonomous”  has 
shifted  its  regulation  to  the  intramural  nerv- 
ous elements. 

Dr.  Abramson  ; In  the  past,  our  thinking 


about  the  bladder  in  spinal  cord  injury  has 
been  influenced  by  the  fact  that  the  normal 
bladder  functions  largely  on  a reflex  basis. 
The  external  urethral  sphincter  is,  of  course, 
a voluntary  muscle.  If  one  loses  the  ability 
to  contract  it,  because  of  spinal  cord  injury, 
it  would  be  assumed  that  one  loses  the 
capacity  to  inhibit  voiding  and  nothing 
else.  This  is  supposed  to  occur  after  re- 
covery from  spinal  shock.  Unfortunately, 
such  an  “automatic”  bladder  may  not  exist, 
since  this  type  of  bladder  develops  in  an 
individual  with  an  increasing  amount  of 
spasticity,  especially  of  the  pelvic  floor  and 
urinary  sphincter.  Therefore  the  term 
“automatic”  is  not  clinically  acceptable, 
even  though  it  is  found  here  and  there  in 
the  medical  literature.  The  correct  term 
is  “hj^pertonic”  or,  if  you  wish,  “spastic” 
for  such  a bladder. 

After  spinal  cord  injury,  therefore,  we  find 
either  a bladder  which  is  atonic  (one  with 
no  contraction  as  found  in  spinal  shock), 
hypotonic  (one  with  minimal  contraction, 
also  called  autonomous,  such  as  that  seen 
in  cauda  equina  lesions),  or  hypertonic 
(also  called  spastic,  such  as  that  seen  in 
upper  motor  neuron  lesions  after  cord  in- 
juries). These  three  categories  are  really 
generalizations  based  on  neurophysiologic 
concepts.  Each  one  of  these  categories  has 
a!  multitude  of  variants;  every  patient 
gives  a little  different  picture.  The  chances 
are  that  our  patient  has  a “spastic”  bladder 
and  that  presently  she  is  in  the  stage  of 
overcoming  the  effect  of  complete  paralysis 
of  her  bladder  which  was  associated  with 
spinal  shock. 

Medical  Student;  How  do  you  deter- 
mine what  stage  the  patient’s  bladder  is  in? 

Dr.  Abramson;  By  watching  bladder 
capacity,  detrusor  tone,  residual  urine,  and 
pelvic  floor  activity,  in  terms  of  both  bladder 
and  rectal  sphincter.  Apart  from  clinical 
observation  and  digital  examination,  the 
methods  used  are  electromyography  to  study 
the  pelvic  floor  and  cystography  and  cys- 
tometry which  tell  us  the  relation  of  bladder 
capacity  to  intracystic  pressure.  We  avail 
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ourselves  of  the  services  of  the  urologist  to 
perform  these  last  two  tests. 

Dr.  Lippmann:  Thank  you,  Dr.  Abram- 
son. We  would  like  to  know  some  details 
concerning  the  management  of  the  bladder 
in  this  patient. 

Resident:  From  the  beginning,  this  wo- 
man was  placed  on  Foley  catheter  drainage, 
with  two  daily  saline  irrigations.  The 
catheter  has  been  changed  once  weekly. 
The  patient  was  placed  on  a high  daily  fluid 
intake,  and  she  is  encouraged  to  drink  4 to  6 
L.  a day.  During  her  urinary  infection,  she 
was  treated  with  specific  antibiotics.  Her 
urine  is  examined  once  weekly,  and  cultures 
are  made  frequently. 

We  use  a French  number  16  catheter  or 
smaller;  we  do  not  like  a larger  one,  since 
it  might  interfere  with  natural  mucous  se- 
cretion from  urethral  glands  and  promote 
periurethral  abscesses.  Leakage  about  the 
catheter  is  not  unwelcome  and  does  not 
call  for  a larger  size  catheter.  We  try  to 
keep  the  urine  acid  so  that  the  danger  of 
calcium  phosphate  stone  formation  is  mini- 
mized, but  we  do  not  know  of  any  depend- 
able urinary  acidifier.  We  believe  that 
continuous  drainage  from  the  kidney  down, 
together  with  control  of  mechanical  obstruc- 
tion and  urinary  residual,  is  as  good  a 
method  as  any  to  prevent  stone  formation 
in  the  bladder.  This  is  obtained  by  usin| 
freely  draining  catheters  and  by  having  the. 
patient  drink  4 to  6 L.  of  water  daily.  On 
hot  summer  days  this  may  be  increased  by 
as  much  as  the  patient  perspires. 

Medical  Student:  Four  to  six  L.  daily? 
How  can  you  be  sure  that  the  patient  does 
it? 

Chief  Resident:  We  know  the  patient’s 
water  consumption  from  observing  the 
urinary  drainage  bag  which  should  always 
contain  pale  yellow  transparent  urine.  The 
patient  must  be  educated  to  take  his  water 
pitcher  wherever  he  wheels  himself  during 
the  day.  He  should  drink  16  to  20  large 
glasses  of  water  a day,  that  is  one  glass 
every  half  hour  during  each  of  his  ten  wak- 
ing hours.  Did  this  patient  follow  the  rou- 


tine? 

Resident:  Always,  as  far  as  1 can 

tell. 

Dr.  Lippmann:  How  did  she  develop 

her  urinary  infection  then,  since  she  had 
pyelonephritis? 

Resident:  Any  catheterization  can  cause 
infection,  in  spite  of  sterile  precautions 
and  good  fluid  intake. 

Dr.  Lippmann:  Where  would  the  bacteria 
come  from  in  this  case? 

Resident:  The  pathogenic  organisms 

may  be  from  the  skin  and  the  urethra. 

Dr.  Abramson:  This  explanation  is 

widely  accepted,  but  it  has  been  demon- 
strated impressively  that  with  great  care, 
asepsis,  and  cleanliness,  the  likelihood  of 
infection  may  be  almost  nil.^ 

Dr.  Lippmann:  Can  we  hear  more 

about  some  precautions  in  the  patient 
placed  on  long-term  straight  catheter  drain- 
age? 

Alfred  Ebel,  M.D.:  We  demonstrated 
that  with  the  connecting  tube  of  the  drain- 
age bottle  dipping  into  the  urine,  ascending 
infection  from  the  reservoir  into  the  bladder 
is  likely.  This  was  proved  by  introducing 
nonpathogenic  organisms  into  the  urine 
bottle  and  recovering  the  bacteria  from  the 
bladder  one  to  two  days  later.  Bacteria 
ascend  against  the  stream  in  a few  hours 
from  the  reservoir,  either  by  direct  contact 
of  the  urine-submerged  drainage  tube  or 
along  an  uninterrupted  column  of  urine 
dripping  down  the  side  of  the  bottle.  There- 
fore, in  our  hospital  the  following  procedure 
was  adopted,  with  lower  incidence  of  in- 
fection: Every  bottle  is  sterilized  each 

day  and  marked  with  the  patient’s  name. 
The  marking  will  protect  against  cross 
infection.  Bad  odors  also  are  abolished. 
The  bottles  are  so  constructed  that  urine 
cannot  touch  the  tubing  unless  the  bottle 
is  turned  upside  down.  The  new,  com- 
mercially available  plastic  tube  can  be 
fastened  to  the  connecting  catheter,  and  a 
standard  closure  can  be  put  over  the  top 
of  any  bottle  without  interference  with 
sterility.  If  the  drainage  tube  is  connected 
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carelessly  to  the  catheter  or  if  the  patient 
drags  the  bottle  or  plastic  container  from 
the  bed  to  the  chair,  loosening  connections 
and  opening  bottles,  even  the  best  drainage 
system  can  become  infected.  Any  ar- 
rangement must  be  implemented  by  careful 
handling. 

Medical  Student;  Why  was  tidal 
drainage  not  used  in  this  patient? 

Chief  Resident:  Tidal  drainage  is  a 

preset  siphon  method  of  automatic  filling 
and  emptying  of  the  bladder.  It  is 
presumed  to  have  some  “training”  effect  on 
the  bladder  after  the  final  removal  of  the 
I catheter.  The  method  also  is  said  to 
I prevent  contracture  of  the  bladder  which 
allegedly  may  develop  on  continuous  cathe- 
ter drainage.  The  proper  use  of  tidal  drain- 
j age  entails  close  supervision  by  experienced 
personnel.  If  the  drainage  system  be- 
comes obstructed,  the  bladder  may  over- 
distend. Because  of  this  and  the  rationale 
which  we  believe  questionable,  we  have  not 
used  it  in  this  patient. 

Dr.  Abramson:  Assuming  all  technical 
difficulties  are  met  and  personnel  are  avail- 
able to  operate  the  apparatus,  do  you  be- 
lieve there  is  harm  in  tidal  drainage?  ‘ 

Edward  F.  Delagi,  M.D.:  Ordinarily, 
there  is  no  harm  in  tidal  drainage,  but 
under  special  circumstances  during  the 
period  of  spinal  shock  I feel  that  some  harm 
may  be  done  in  overdistending  the  atonic 
bladder  before  the  intracystic  pressure 
has  built  up  to  empty  the  siphon  system. 

Dr.  Abramson:  Do  we  need  intermittent 
distention  and  emptying  of  the  bladder 
to  prevent  contracture?  How  often  does 
a bladder  maintained  on  straight  gravity 
drainage  become  contracted? 

Chief  Resident:  I do  not  believe  it  is 
necessary,  unless  there  is  marked  bladder 
infection  and  fibrosis. 

Dr.  Abramson:  I agree.  Patients  with 
a small,  hypertonic,  noninfected  bladder 
may  respond  to  rhizotomy  with  volume  in- 
creases from  less  than  100  cc.  to  600  to  700 
cc.  However,  tidal  drainage  has  one  special 
indication  which  I do  not  want  you  to 


overlook.  It  is  an  effective  method  of 
cleansing  and  irrigating  a grossly  infected 
bladder  from  debris  and  detritus.  Anti- 
septics may  be  added,  for  example,  Zephiran, 
occasionally  potassium  permanganate,  or 
acetic  acid  in  case  of  Pseudomonas  infections. 
However,  when  these  indications  do  not 
exist,  hydration,  with  the  patient  drinking 
6 L.  of  water  daily,  will  irrigate  the  bladder 
sufficiently. 

Dr.  Lippmann:  It  appears  then  that 

tidal  drainage  in  the  management  of  the 
paraplegic  patient  may  be  indicated  oc- 
casionally, at  other  times  is  not  feasible, 
often  is  not  harmful  but  not  warranted, 
and  in  some  instances  is  contraindicated. 
The  next  question  is,  would  the  rising  in- 
tracystic pressure  inherent  in  tidal  drainage 
produce  reflux? 

Dr.  Abramson:  I would  like  to  ask  the 
chief  resident,  what  is  meant  by  reflux? 

Chief  Resident;  By  reflux,  we  mean 
retrograde  movement  of  urine  from  the 
bladder  up  the  ureters.  This  presumably 
may  result  in  an  ascending  infection  of  the 
urinary  tract. 

Dr.  Abramson:  Reflux  can  occur  in  the 
neurogenic  and  in  the  normal  bladder 
without  damage  in  either.  We  are  talking 
about  the  kind  of  reflux  which  is  damaging. 
This  occurs  with  dilated  ureters  in  the 
presence  of  infection.  We  now  believe 
that  the  infection  often  ascends  to  the  upper 
tract  via  the  lymphatics.  Some  experts 
believe  that  reflux  is  not  observed  unless 
the  ureters  are  infected  first.  Reflux  is  not 
explained  by  rising  intracystic  pressure 
alone,  since  in  some  paraplegic  patients 
there  may  be  enormous  bladder  filling  with- 
out reflux.  We  have  done  cystometrog- 
raphy  and  cystography  and  at  one  point 
have  observed  reflux  without  rise  in  intra- 
cystic pressure.  Noxious  reflux  appears  to 
be  related  to  three  things:  infection,  poor 
drainage  of  residual  urine,  and  some  neuro- 
genic bladder  disturbance. 

Dr.  Delagi:  Is  there  a difference  in  in- 
cidence of  reflux  between  spastic  and  flaccid 
bladders? . 
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Dr.  Abramson:  No.  I think  drainage 
is  the  important  thing,  whether  the  bladder 
is  spastic  or  flaccid. 

]\Ikdical  Student:  Does  this  mean  that 
the  ureteral  sphincter  is  of  no  physiologic 
importance? 

Dr.  Abramson:  This  structure  is  de- 
signed so  that  it  closes  when  intracystic 
pressure  is  raised.  Its  actual  opening  mech- 
anism and  effect  on  reflux  are  not  too  clear 
at  this  time. 

Dr.  Lippmann:  What  is  the  goal  for  this 
patient  regarding  the  management  of  her 
urinary  tract? 

Resident:  All  people  who  work  with 
this  patient  in  our  department  and  the 
consulting  urologist  agree  that  the  goal  of 
an  “automatic”  bladder  may  be  attained, 
that  is,  a bladder  with  a residual  urine  of 
less  than  30  cc.  Therefore  we  hope  that 
catheter  drainage  may  be  eliminated  even- 
tually. 

Stefan  J.  Cenkner,  M.D.  : When  cathe- 
ter drainage  has  been  discontinued,  do  you 
believe  the  patient  will  need  some  external 
appliance? 

Dr.  Abramson:  This  will  remain  a 
problem.  With  the  best  of  bladder  training 
there  may  be  situations  outside  her  routine 
which  will  trigger  the  bladder,  and  there 
may  be  unexpected  spontaneous  voiding. 
She  cannot  be  close  to  a bathroom  at  all 
times.  Still,  she  must  empty  rigidly  at 
certain  hours  to  keep  herself  dry.  In  the 
male,  this  problem  is  solved  by  external 
appliances. 

Medical  Student:  How  is  the  transi- 
tion made  from  catheter  drainage  to  auto- 
matic voiding? 

Dr.  Abramson  : Assuming  cystometrog- 
raphy  shows  that  the  bladder  can  contract, 
I would  remove  the  catheter  and  wait 
one,  two,  or  three  hours,  usually  a sufficient 
period  to  All  the  bladder.  For  voiding  I 
have  the  patient  sit  on  a toilet  and  not  on  a 
chair.  This  will  avoid  pressure  on  the 
perineum.  The  urinary  stream  may  be 
started  while  the  patient  increa.ses  the 
abdominal  pressure  by  lowering  the  dia- 


phragm, holding  the  abdominal  wall,  and 
straining.  Some  massage  with  little  pres- 
sure with  the  Anger  tips  over  the  bladder 
aided  by  an  attendant  or  some  stretching  of 
the  rectal  sphincter  may  help.  Every 
patient  must  be  made  to  empty  the  bladder, 
even  discontinuously.  If  the  residual  urine 
is  less  than  50  cc.,  the  same  procedure  is 
repeated  every  two  hours.  On  a daily 
intake  of  6,000  cc.,  the  bladder  may  fill  in 
one  hour,  and  some  leakage  will  signal  the 
need  to  go  to  the  bathroom.  If  the  residual 
is  higher  than  .50  cc.,  the  catheter  should  be 
replaced  and  another  trial  given  the  next 
day.  An  edematous,  inflamed,  and  in- 
fected urethra  after  the  removal  of  an 
indwelling  catheter  may  cause  a contraction 
of  the  pelvic  floor.  The  catheter  may  be 
removed  at  daily  intervals  in  an  attempt  to 
get  less  and  less  residual.  When  it  is 
satisfactory,  the  catheter  may  be  left  out. 

Medical  Student:  Are  you  opposed  to 
substituting  this  intermittent  micturition 
with  simple  catheter  clamping  which  would 
have  the  same  effect? 

Dr.  Abramson:  We  would  expect  the 
patient  to  void  through  her  own  urethra, 
not  through  a catheter.  True,  one  can 
produce  a pressure  build-up  and  avoid  a 
residual  while  emptying  by  clamping  the 
catheter,  but  the  same  effect  will  occur 
after  two  to  three  weeks  if  the  catheter  is 
removed.  That  is,  at  the  beginning,  voiding 
may  be  uncomfortably  frequent  since  the 
bladder  is  small,  but  gradually  the  bladder 
capacity  builds  up,  and  eventually  a satis- 
factory volume  may  result. 

Medical  Student  : If  spontaneous  leak- 
age is  a problem  after  the  removal  of  the 
catheter,  is  it  permissible  to  use  an  urethral 
clamp  in  the  male  or  a balloon  in  the  female 
to  effect  mechanical  closure? 

Dr.  Abramson:  I cannot  conceive  of 
any  mechanical  device,  such  as  the  Cunning- 
ham clamp  or  the  vaginal  balloon,  which  is 
not  traumatic  to  tissues.  Our  purpose  is  to 
keep  the  bladder  empty.  I would  not  want 
the  natural  retention  due  to  spasticit}^ 
aggravated  by  additional  mechanical  ob- 
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struction.  Ordinarily,  incontinence  would 
indicate  a distended  bladder,  but  with  a 
clamp  in  place  overdistention  may  occur 
without  warning. 

Resident;  How  often  is  bladder-neck 
hypertrophy  or,  in  the  male,  prostatic 
hypertrophy  instrumental  in  the  build-up 
of  residual  urine? 

Dr.  Abramson:  Mechanical  obstruction 
due  to  these  causes  is  quite  common  and  is 
easily  managed  by  transurethral  resection. 
These  factors  should  always  be  suspected 
if  there  remains  a significant  residual  urine 
while  good  detrusor  activity  and  good  pelvic 
floor  relaxation  can  be  demonstrated.  Never 
hesitate  to  consult  with  the  urologist  at 
the  slightest  suspicion  of  mechanical  obstruc- 
tion. 

Dr.  Lippmann:  Last,  we  would  like  to 
know'  the  plan  for  the  patient’s  urinary 
problem. 

Luis  Radial,  M.D.:  Since  it  has  been 
decided  that  the  patient  will  remain  on 
catheter  drainage  for  the  time  being,  I 
would  recommend  the  following: 

1.  We  must  assure  ourselves  concerning 
the  patient’s  capacity  to  manage  her 
catheter  while  at  home.  She  has  been 
instructed  in  doing  this  properly,  especially 
in  irrigating  her  own  catheter  tw'ice  daily 
and  observing  sterile  precautions. 

2.  We  are  satisfied  that  she  understands 
the  necessity  of  drinking  4 to  6 L.  of  fluid 
daily. 

3.  We  must  acquaint  her  with  the  symp- 
toms and  signs  which  may  herald  complica- 
tions; for  instance,  fever  and  chills  must  not 
be  ascribed  to  some  intercurrent  upper 
respiratory  or  viral  infection.  She  must 
be  instructed  to  observe  her  urine  daily  for 
changes  in  color  or  transparency. 

4.  Her  family  physician  will  be  contacted 
and  given  the  benefit  of  all  available  data 
with  suggestions  that  the  follow-up  include 
the  following;  The  catheter  should  be 
changed  weekly.  Every  third  month  for 
the  first  year,  the  patient  should  have 
an  intravenous  pyelogram  and  examination 
of  her  blood  chemistry,  including  blood 


urea  nitrogen,  and  a complete  examination 
of  the  urine  should  be  done  once  weekly. 
The  patient  is  to  be  re-examined  in  three 
months  by  our  clinic  for  evaluation,  with 
the  goal  in  mind  of  discontinuing  catheter 
drainage. 

If  a family  physician  is  not  available  or 
if  he  feels  the  follow-up  as  suggested  is  not 
feasible,  she  can  be  followed  up  by  our 
home  care  service. 

Problems  of  Spasticity 

Dr.  Lippmann:  We  all  saw'  that  patient 
was  standing  with  good  posture.  We  would 
like  to  know  some  of  the  technics  used  to 
deal  with  the  obvious  problem  of  her  paraly- 
•sis  and  spasticity.  You  wanted  to  ask  a 
question? 

Medical  Student:  I saw  that  the 
patient  wears  long  leg  braces  and  stands 
upright  without  back  or  pelvic  support, 
in  spite  of  the  fact  that  her  lesion  is  at  the 
ninth  thoracic  vertebra.  Is  it  not  safer  to 
stabilize  her  by  giving  her  a back  brace  with 
a pelvic  belt? 

Chief  Resident:  You  will  see  very  few 
back  braces  or  pelvic  bands  for  paraplegic 
patients  in  this  department,  since  most 
patients  are  on  latissimus  dorsi  exercises. 

Dr.  Abramson:  Could  you  explain  the 
latissimus  dorsi  type  of  exercise  and  its 
rationale? 

Chief  Resident:  The  latissimus  dorsi 
muscle  draws  its  nerve  supply  from  the 
brachial  plexus  and  is  not  involved  in 
patients  with  cord  injury  below  the  cervical 
spine.  Therefore  this  large  muscle  can  be 
utilized  in  the  stabilization  of  the  trunk 
and  pelvis  since  it  inserts  at  the  iliac  crest 
and  the  lower  lumbar  spine.  The  trapezius 
and  the  rhomboideus  muscles,  which  stabi- 
lize the  shoulder  girdle  from  the  back,  and 
the  pectoralis  and  serratus  anterior  muscles, 
which  do  the  same  from  the  front,  have  the 
same  advantage  of  a high  innervation. 
By  stabilizing  the  arms  (in  parallel  bars  or 
with  the  help  of  crutches),  the  humeral 
insertion  of  the  latissimus  is  fixed,  and  its 
contraction  extends  the  trunk  and  acts  as 
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a sling  to  support  it.  The  use  of  heavy 
resistive  exercise  to  these  muscles  can  de- 
velop them  so  that  they  overcome  hip 
flexor  muscle  spasticity  or  a spastic  abdomi- 
nal musculature. 

Dr.  Abramson:  In  the  majority  of 
cases  developing  this  musculature  makes  it 
unnecessary  for  the  patient  to  have  extensive 
bracing,  such  as  a pelvic  band  or  a Knight 
spinal  brace.  It  is  true  that  energy  re- 
quirements are  somewhat  higher  in  the 
lesser-braced  individual,  owing  to  more 
extensive  participation  of  the  nonparalyzed 
muscle  mass,  but  this  increase  is  insignifi- 
cant. 

Dr.  Lippmann:  The  patient  had  a 
disabling  amount  of  hip  adductor  spasticity 
which  made  standing  difficult,  as  she  told 
us  before.  How  was  this  dealt  with? 

Resident:  This  patient’s  standing  base 
was  narrow.  We  decided  that  the  feasibility 
of  an  obturator  neurectomy  should  be  ex- 
plored. The  anesthesiology  department  lent 
us  a hand  in  performing  a bilateral  obturator 
nerve  block  which  immediately  permitted 
the  patient  to  stand ; the  benefit  was  obvious 
to  all,  including  the  patient.  Therefore 
we  presented  the  patient  to  the  neurosurgi- 
cal consultant  with  the  request  to  perform 
a bilateral  obturator  neurectomy,  which  was 
done.  We  all  are  impressed  with  the  de- 
crease in  spasticity  of  the  hip  muscula- 
ture. There  seems  to  be  a reduction  of 
general  spasticity  as  well. 

Rehabilitation  Goals 

Dr.  Lippmann:  What  are  the  rehabili- 
tation goals  for  this  patient  as  a housewife? 
May  I remind  the  conference  that  this 
young,  recently  married,  woman  has  ex- 
pres.sed  concern  to  various  members  of  our 
staff  about  her  capacity  to  have  children 
and  to  lead  a normal  marital  life. 

Dr.  Abramson:  Patients  with  spinal 

injuries  and  complete  cord  transection 
can  conceive,  have  normal  pregnancies, 
and  deliver  normal  babies.  A cesarean 
section  may  be  required.  This  would  be 
the  judgment  of  the  obstetrician. 


Dr.  Ebel:  In  this  patient,  in  the  latter 
months  of  a pregnancy,  the  uterus  may 
tend  to  displace  and  obstruct  the  ureter. 
Such  a patient  may  have  to  stay  in  bed  for 
some  time  near  the  end  of  pregnancy. 

Dr.  Delagi:  Some  counseling  should 
be  given  this  patient  concerning  the  prob- 
lems arising  out  of  her  wheel  chair-bound 
existence  at  a time  when  the  child  becomes 
ambulatory  and  requires  active  supervision; 
this  would  be  no  problem  in  the  first  years  of 
childhood. 

Dr.  Lippmann:  How  does  the  patient 
manage  activities  of  daily  living? 

Chief  Resident:  She  has  been  at  home 
on  pass  for  the  weekend  and  is  capable  of 
all  self-care  activities.  She  has  been  at- 
tending to  all  her  household  activities  while 
she  has  been  at  home  on  pass.  There  has 
been  some  mother-in-law-induced  frustra- 
tion, due  to  overprotection.  She  believes 
her  mother-in-law  tends  to  maintain  her  in 
a dependent  role,  but  the  patient  wants  to 
be  independent  as  a housewife,  and  we 
know  she  can  and  will  be  just  that.  Her 
husband  is  looking  for  an  apartment  suit- 
able for  wheel  chair  living.  We  are  plan- 
ning with  her  and  her  husband  certain 
modifications  of  her  kitchen  so  that  she  can 
function  from  a wheel  chair  or  with  oc- 
casional standing  with  her  braces  locked  as 
she  wishes. 

A request  has  been  made  to  the  Division 
of  Vocational  Rehabilitation  to  defray  the 
costs  for  needed  equipment. 

Resident:  The  patient  was  a former 
bank  teller,  but  she  does  not  want  to  return 
to  that  job.  We  are  exploring  also  the 
possibility  of  the  patient  driving  an  auto- 
mobile, and  she  will  be  instructed  in  the  use 
of  hand  controls. 

Dr.  Abramson:  I would  like  to  empha- 
size that  we  not  only  trained  this  patient 
in  specific  technics  but  also  tried  to  educate 
her  to  adopt  a confident  attitude  which 
would  enable  her  to  cope  with  unforeseen 
problems  and  to  live  as  independently  of 
others  as  possible. 
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Conclusion 

Dr.  Lippmann:  This  twenty-one-year- 
old  woman,  suffering  from  traumatic  para- 
plegia, presented  many  medical  and  psycho- 
logic problems  when  she  came  here.  We 
have  discussed  in  some  detail  the  manage- 
ment of  some  genitourinary,  musculoskele- 
tal, and  nervous  system  problems.  We 
feel  that  several  dangerous  complications 
were  avoided.  She  has  acquired  enough 
confidence  in  herself  and  knowledge  in 
coping  with  her  disability  to  return  home 
and  start  a new  life.  One  important  aspect 
of  the  rehabilitation  process  which  has  not 
been  discussed  is  the  adjustment  of  her 
family,  particularly  her  husband.  If  there 
had  been  difficulties  in  this  area,  we  would 
have  had  to  ask  for  more  help  from  our 
psychosocial  section. 

The  apparently  good  rehabilitation  result 
in  this  patient  was  made  possible  by  the 


participation  of  many  services  whose  indi- 
vidual contributions  were  applied  to  the 
patient  in  an  integrated  fashion.  The 
physiatrist  responsible  for  this  patient 
availed  himself  of  the  services  of  the 
Departments  of  Medicine,  Anesthesiology, 
Neurosurgery,  and  Urology,  always  having 
in  mind  the  goal  set  for  this  patient.  In 
our  own  department,  proper  management 
involved  the  talents  of  many  people,  such 
as  the  physical  therapist,  occupational 
therapist,  social  worker,  vocational  coun- 
selor, psychologist,  and  nurse,  under  the 
guidance  of  the  physiatrist. 

We  feel  that  this  patient  will  lead  a 
meaningful  life  in  spite  of  her  disabilities. 
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Medical  Care  Insurance  for  Older  People 


A new  series  of  medical  care  policies  providing 
broader  coverage  for  those  aged  sixty-five  and  over 
was  announced  today  by  Metropolitan  Life  Insur- 
ance Company. 

As  another  contribution  to  the  solution  of  the 
problem  of  financing  medical  care  for  older  people, 
Metropolitan  is  now  offering  policies  to  those  sixty- 
five  or  over  which  provide  benefits  for  hospital 
treatment  and  for  convalescent  care  in  a nursing 
home  following  hospital  confinement,  as  well  as 
professional  services  providing  benefits  for  surgical 
operations  and  for  professional  services  of  physicians 


and  private  nurses  during  confinement  in  a hospital 
or  nursing  home. 

Both  coverages  are  designed  specifically  to  provide 
more  substantial  medical  care  benefits  than  pre- 
viously have  been  generally  available  to  persons 
aged  sixty-five  and  over.  The  policies  are  offered 
separately  or  in  combination,  with  flexibility  to 
meet  individual  circumstances  and  needs,  and  are 
guaranteed  renewable  for  the  lifetime  of  the  covered 
person,  subject  only  to  the  right  of  the  company  to 
change  premiums  on  a class  basis. — Metropolitan 
Information  Service 
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Total  Cardiorespiratory  Collapse  {Cardiac  Arrest) 

Contributory  and  Causative  Errors  of  Omission  and  Commission 
for  Which  the  Anesthesiologist  Must  Assume  Responsibility 

ANTONIO  BOBA,  M.D.,  AND  CHARLES  M.  LANDMESSER,  M.D.,  ALBANY,  NEW  YORK 
(From  the  Department  of  Anesthesiology,  Albany  Medical  Center  Hospital) 


T^arly  in  the  year  1957  an  attempt  was 
made  to  classify  all  cardiac  arrests 
which  had  occurred  during  the  previous 
five  years  at  the  Albany  Hospital.  Con- 
siderable difficulties  were  encountered  be- 
cause there  had  never  been  a working 
definition  of  what  a “cardiac  arrest”  is. 
Moreover,  changing  emphasis  on  various 
aspects  of  prevention  and  treatment  had 
left  the  available  written  records  anything 
but  unbiased  and  uniform.  Thus,  it  be- 
came apparent  that  if  uniformity  and 
consistency  were  desired,  a fresh  start  and 
careful  programming  would  be  needed. 
Accordingly  an  open-end  project  was  under- 
taken which  began  with  the  adoption  of  suit- 
able criteria  for  case  acceptance. 

Material  and  Methods 

It  was  decided  that  any  patient  whose 
cardiorespiratory  functions  had  undergone 
total  collapse  at  anv  time  in  the  operating- 
room  or  recovery  room  or  while  under 
anesthesia  anywhere  in  the  hospital  would 
be  investigated  regardless  of  pre-existing- 
conditions,  extenuating  circumstances,  or 
final  outcome.  Also,  it  was  decided  that 
to  achieve  a certain  degree  of  uniformity, 
one  person  only  would  be  in  charge  of  the 
investigative  program  throughout  its  dura- 
tion. 

As  a means  of  achieving  the  goal  of  (;om- 
plete  reporting,  the  surgical  and  anesthetic 
departmental  staffs,  as  well  as  the  operating 
room  supervisor,  were  alerted  to  the  fact 
that  such  a study  was  under  way.  Corn- 

Presented  at  the  154th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Anesthesiology,  May  10,  1960. 


plete  cooperation  was  obtained  from  the 
filing  and  statistical  services  of  the  Depart- 
ment of  Anesthesiology. 

As  soon  as  an  instance  of  cardiorespiratory 
collapse  was  reported,  the  name  of  the 
patient  and  the  date  of  the  incident  were 
entered  in  a special  file  (Table  I).  Addi- 
tional data  pertaining  to  age,  physical  sta- 
tus, condition  for  which  surgery  was  per- 
formed, and  coexisting  and  pre-existing 
conditions  of  medical  significance  also  were 
obtained  and  properly  filed.  The  phase  at 
which  the  event  occurred,  be  it  induction, 
maintenance,  or  completion  of  the  pro- 
cedure, also  was  recorded.  If  no  anesthetic 
agent  was  lieing  administered  at  the  time 
of  the  catastrophe,  this  was  clearly  stated 
in  an  appropriate  column. 

A note  was  made  as  to  whether  or  not  the 
event  had  been  recognized  immediately  and 
what  had  been  the  outcome  of  any  treat- 
ment. 

In  all  cases  the  opinion  of  the  operating 
surgeon  was  obtained,  and  whenever  neces- 
sary, the  scrub  nurse  and  circulating  nurses 
were  questioned  to  help  establish  a correct 
chronologic  order  of  events.  Subsequently, 
the  preoperative  record  of  the  patient  and 
the  anesthetic  course  were  re-evaluated 
by  the  investigator  during  a discussion 
of  the  case  with  the  anesthetist  involved. 
At  this  time  a summary  of  the  pertinent 
facts  was  entered  in  the  appropriate  column 
and  the  event  classified  in  its  relation  to 
anesthesia. 

Finally,  it  was  decided  that  no  erasures, 
cancellations,  or  additions  were  to  be  allowed 
after  three  months  from  the  daffi  of  occur- 
rence. 
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TABLE  II. — ^Conventional  Classification  of 
All  Instances  of  Total  Cardiorespiratory 
Collapse 


Classification 

1957 

1958 

1959 

Total 

Total  cases 

17 

23 

21 

61 

Males 

10 

15 

11 

36 

Females 

7 

8 

10 

25 

Procedure 

Elective 

12 

8 

12 

32 

Emergency 

5 

15 

9 

29 

Age  (years) 

0 to  10 

6 

7 

6 

19 

10  to  20 

1 

1 

2 

20  to  50 

2 

5 

4 

11 

50  to  60 

3 

3 

1 

7 

60  to  70 

3 

4 

6 

13 

70  and  over 

2 

4 

3 

9 

Recovery  (by  age)* 

0 to  10 

3 

1 

3 

7 

10  to  20 

20  to  50 

i 

i 

2 

50  to  60 

1 

1 

60  to  70 

2 

2 

70  and  over 

Total 

6 

2 

4 

12 

Risk 

Good 

1 

1 

Fair 

8 

2 

3 

13 

Poor 

9 

20 

18 

47 

Recover!"  (by  risk)* 

Good 

Fair 

5 

1 

2 

8 

Poor 

1 

1 

2 

4 

Total 

6 

2 

4 

12 

Agents* 

Ether 

6 

2 

5 

13 

Pentothal-nitrous 

oxide 

5 

7 

4 

16 

Cyclopropane 

4 

8 

5 

17 

Spinal 

1 

2 

3 

None 

1 

6 

5 

12 

Time  of  accident* 

Induction 

1 

4 

2 

7 

Maintenance 

7 

15 

15 

37 

Completion* 

9 

4 

4 

17 

* “Recovery”  indicates  successful  resuscitation 
and  discharge  from  the  hospital.  “Agents”  refers 
to  the  principal  agent,  although  in  some  instances 
other  agents  and  technics  may  have  been  used  for 
induction.  Although  spinal  is  a technic  rather  than 
an  agent,  it  has  been  included  here  to  indicate  all 
agents  that  are  used  for  spinal  or  field  block. 
“Time”  refers  to  the  phase  of  anesthesia  at  which  the 
accident  occurred;  “completion”  refers  to  accidents 
occurring  at  the  termination  of  surgery  and  anes- 
thesia or  in  the  recovery  room. 


Results 

The  case  population  which  came  under 
scrutiny  with  the  adoption  of  the  criteria 
which  have  been  outlined  was  heterogeneous. 
Its  range  extended  from  the  patient  who 
expired  in  the  operating  room  corridor 
while  waiting  to  be  anesthetized  for  elective 
surgery  to  the  desperately  ill  patient  who 
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TABLE  III. — Conventional  Classification  of 
Those  Instances  of  Total  Cardiorespiratory 
Collapse  for  Which  Causative  or  Contribu- 
tory Responsibility  Must  Be  Accepted  by  the 
Anesthesiologist* 


Classification 

1957 

1958 

1959 

Total 

Total  cases 

16 

15 

13 

44 

Males 

10 

10 

6 

26 

Females 

6 

5 

7 

18 

Procedure 

Elective 

12 

8 

10 

30 

Emergency 

4 

7 

3 

14 

.Yge  (years) 

Oto  10 

6 

5 

5 

16 

10  to  20 

1 

1 

20  to  50 

2 

4 

3 

9 

50  to  60 

2 

2 

4 

60  to  70 

3 

2 

2 

7 

70  and  over 

2 

2 

3 

7 

Recovery  (by  age)  f 

0 to  10 

3 

1 

3 

7 

10  to  20 

20  to  50 

1 

1 

2 

50  to  60 

1 

1 

60  to  70 

2 

2 

70  and  over 

Total 

6 

1 

5 

12 

Risk 

Good 

Fair 

8 

1 

2 

3 

1 

13 

Poor 

8 

12 

10 

30 

Recovery  (by  risk) 

Good 

Fair 

5 

1 

2 

8 

Poor 

1 

1 

2 

4 

Total 

6 

2 

4 

12 

Agents 

Ether 

6 

2 

5 

13 

Pentothal-nitrous 

oxide 

5 

7 

2 

14 

Cyclopropane 

3 

5 

2 

10 

Spinal 

1 

2 

3 

None 

1 

1 

2 

4 

Time  of  accident 

Induction 

1 

2 

2 

5 

Maintenance 

7 

12 

9 

28 

Completion 

8 

1 

2 

11 

* See  Tables  IV,  V,  and  VI. 
t “Recovery”  indicates  successful  resuscitation 
and  discharge  from  the  hospital.  “Agents”  refers 
to  the  principal  agent,  although  in  some  instances 
other  agents  and  technics  may  have  been  used  for 
induction.  Although  spinal  is  a technic  rather  than 
an  agent,  it  has  been  included  here  to  indicate  all 
agents  that  are  used  for  spinal  or  field  block. 
“Time”  refers  to  the  phase  of  anesthesia  at  which 
the  accident  occurred;  “completion”  refers  to 
accidents  occurring  at  the  termination  of  surgery 
and  anesthesia  or  in  the  recovery  room. 


was  rushed  to  the  operating  room  and  failed 
to  survive  emergency  surgery. 

The  results  accumulated  during  the  years 
1957  through  1959  are  summarized  in 
Table  II.  A careful  attempt  was  made  to 
identify  those  cases  where  it  was  thought 


that  the  anesthetic  management  bore  no 
relation,  causative  or  contributory,  to  the 
occurrence  of  total  collapse.  After  such 
cases  were  eliminated,  the  figures  were  again 
tabulated  as  shown  in  Table  III. 

It  is  somewhat  tempting  when  confronted 
with  such  a number  of  catastrophes  to 
attempt  a classification  which  may  lead 
to  the  discovery  of  some  relationship  be- 
tween a certain  group  of  patients  and  a 
certain  group  of  drugs  such  that  a “lethal 
combination”  might  be  discovered  for  future 
avoidance.  The  fallacy  of  this  type  of 
reasoning  is  quite  obvious  if  one  considers 
the  great  number  of  categories  which  are 
possible.  It  may  be  shown  that  even  a 
crude  classification  such  as  outlined  in 
Tables  II  and  III  would  lead  to  more  than 
500  separate  groups.  As  more  and  more 
refined  criteria  are  used,  one  reaches  a 
point  where  each  patient  is  in  a class  all 
by  himself  (which  of  course  is  true  from 
the  start),  and  this  is  of  no  help  statistically. 
The  difficulty  does  not  necessarily  lie  in 
the  method  but  in  its  application,  not 
because  of  any  fault  intrinsic  in  the  con- 
cept of  classification  but  rather  because  of 
a poor  choice  of  selective  criteria. 

Therefore,  a different  approach  was  de- 
vised. Instead  of  first  enumerating  the 
patients  who  had  suffered  from  total  cardio- 
respiratory collapse  and  then  attempting  to 
discover  one  or  more  common  traits  by  a 
deductive  process,  an  attempt  was  made  to 
define  those  patients  to  be  studied  and 
those  only.  They  were  found  to  be  “the 
group  of  patients  in  which  an  anesthetic 
error  contributed  to  or  caused  the  collapse.” 

Since  an  error  may  be  made  either  “by 
omission”  or  “by  commission,”  the  cardiac 
arrests  attributable  to  an  anesthetic  error 
were  classified  into  four  subgroups  as  follows: 

(1)  contributed  to  by  error  of  omission, 

(2)  contributed  to  by  error  of  commission, 

(3)  caused  by  error  of  omission,  and  (4) 
caused  by  error  of  commission. 

Thus,  the  cases  of  total  cardiorespiratory 
collapse,  as  reviewed  and  reclassified  ac- 
cording to  these  new  criteria,  are  presented 
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TABLE  IV. — Breakdown  of  All  Cases  of  Cardiorespiratory  Collapse  in  1957* 


Ages 

(Years) 

Causes 

A.  Anesthesia  Causative 

2 Barbiturate  overdose,  during  cardiac 

catheterization  for  tetralogy.* 

2 Inadequate  blood  replacement  during 

extensive  surgerj^  for  multiple  arteri- 
ovenous fistulas  of  leg. 

42  Laryngospasm  after  small  dose  of  in- 

travenous pentothal  in  very  large 
patient.  Neglected.* 

2 Inadequate  understanding  of  the  oper- 

ation of  nonrebreathing  valve.* 

B.  Anesthesia  Contributory 
(Other  Causes  Ascertained) 

7 Patient  anesthetized  for  cystoscopy; 

severe  bradycardia  was  allowed  to 
continue  until  collapse  occurred. 
No  atropine  and  no  oxygen  given. 

77  Very  obese  patient  deteriorated  rapidly 

when  put  in  prone  position  for  com- 
pletion of  abdominoperineal  resec- 
tion. No  measures  taken  to  correct 
position. 

6f)  Steady  blood  pressure  and  pulse  rate 

pattern  indicative  of  carbon  dioxide 
retention.  Also  question  of  in- 
adequate ventilatory  exchange  at 
time  of  extubation  (curare  over- 
dose?) . * 

64  Collapse  supervened  after  ten  hours  of 

surgery.  Hypotension,  tachycardia 
frequently  during  procedure.  Blood 
replacement  program  adequate? 

68  Arrhythmia  noticed  during  pelvic  dis- 

section for  carcinoma  of  sigmoid. 
Switch  to  other  agent  decided,  but  no 
atropine  or  oxygen  given;  then 
collapse. 


Age 

(Years) 

Causes 

80  Physiologically  old  patient.  Hypo- 

tension after  high  spinal.  Neo- 
Synephrine  drip  and  fluid  given. 
Possible  hypoventilation  overlooked . 

1 4 Chronic  and  acute  respiratory  obstruc- 

tion. Collapse  immediately  follow- 
ing tracheotomy.  Sudden  carbon 
dioxide  decompression? 

58  Failure  to  recognize  acute  myocardial 

infarction  superimposed  on  chronic 
history  of  anginal  pain. 

1 Collapse  at  time  of  reduction  of  huge 

ventral  hernia.  Did  this  produce 
acute  inferior  vena  cava  obstruction 
and  respiratory  insufficiency?  Were 
either  or  both  compounded  by  too 
deep  anesthesia? 

53  Tracheotomy  in  patient  bleeding  from 

esophageal  varices.  Failure  to  in- 
tubate may  have  been  responsible 
for  vomiting  and  aspiration. 

42  After  successful  mitral  commissur- 

otomy and  shortly  after  extubation, 
collapse  occurred.  Was  chest 
checked  adequately;  was  patient 
breathing  adequately  at  time  of  ex- 
tubation? 

1 hour  Collapse  supervened  at  time  of  reduc- 
tion of  large  omphalocele.  Impair- 
ment of  inferior  vena  cava  return? 
Also  was  too  much  anesthetic  given 
to  facilitate  reduction  of  organs? 

C.  Other  Etiology  Ascertained 

51  Severe  hemorrhage  from  grossly  lacer- 

ated liver  secondary  to  car  accident. 
Admitted  to  emergency  room  ter- 
minal. 


* In  groups  A and  B the  cases  with  asterisks  are  instances  of  the  anesthesiologist’s  responsibility  by 
commission,  the  others  by  omission.  In  group  C is  recorded  instance  where  anesthesia  could  be  absolved 
of  all  responsibility. 


in  Tables  IV,  V,  and  VI. 

Illustrative  Case  Reports 

Collapse  Not  Attributable  to  Anesthesia. 
— A female  (Table  V,  Group  C,  Case  1),  age  fifty, 
was  admitted  to  the  hospital  via  the  emergency 
room  after  having  collapsed  at  a party  following 
generous  alcoholic  intake.  The  duration  of  un- 
consciousness was  thought  to  be  approximately 
four  hours  at  the  time  of  admission,  but  accurate, 
detailed  information  could  not  be  supplied  by  the 
escort.  An  area  of  trauma  around  the  right  eye 
was  apparent,  but  whether  the  trauma  preceded 
or  followed  the  state  of  unconsciousness  was  un- 
certain. With  supportive  treatment  the  patient 
appeared  to  improve,  and  diagnostic  studies  were 
undertaken.  However,  on  the  seventh  day  after 
admission  she  began  to  regress  perceptibly,  and 


on  the  eighth  day  she  became  deeply  comatose. 
At  this  time  the  working  diagnosis  was  that  of  a 
space-occupying  lesion  in  the  right  cerebral 
hemisphere,  and  she  was  taken  to  the  operating 
room  in  profound  coma  for  trephination  and 
decompression. 

In  the  induction  room  endotracheal  intubation 
was  carried  out  without  any  need  for  either 
topical  or  general  anesthesia,  and  100  per  cent 
oxygen  was  administered  from  a semiclosed 
absorption  circuit.  While  the  head  was  being 
shaved,  all  respiratory  activity  suddenly  ceased. 
Artificial  ventilation  was  instituted  immediately, 
and  the  patient  was  rushed  into  the  operating 
room.  Trephination  was  accomplished  rapidly 
and  a subdural  hematoma  evacuated.  Neverthe- 
less, about  fifteen  minutes  after  spontaneous 
respiration  had  ceased,  the  blood  pressure  fell,  the 


Part  I — September  1,  1961 


2931 


BOBA  AND  LANDMESSER 


TABLE  V. — Breakdown  of  All  Cases  of  Cardiorespiratory  Collapse  in  1958* 


Age 

(Years) 

Causes 

A.  Anesthesia  Causative 

2 Signs  of  respiratory  distress  left  un- 

heeded. No  intubation  carried  out 
and  no  assistance  given.  Blood  re- 
placement poor.  Then  collapse. 

(i  Conspicuous  technical  difficulty  during 

induction.  Wrong  size  airway, 
laryngoscope,  endotracheal  tube. 
Leaky  mask,  broken  bag.  All  lead- 
ing to  anoxia  and  collapse. 

56  Apparent  overdose  of  curare.* 

47  Poor  judgment  in  placing  of  cutdown 

for  blood  replacement.  Inadequate 
ventilation  before  and  after  tho- 
racotomy. 

39  Rupture  of  uterus  immediately  after 

delivery.  Nothing  done  but  sit 
down  and  check  blood  pressure  until 
none  audible. 

B.  Anesthesia  Contributory 
(Other  Causes  Ascertained) 

80  Blood  replacement  inadequate  during 

surgery  for  duodenal  ulcer. 

3 Question  of  unrecognized  anaphylatic 

reaction  to  local  anesthetic.  Was 
adequate  treatment  rendered? 

61  Collapse  occurring  after  11  hours  of 

surgery.  Frequent  hypotension  and 
bradycardia.  Poor  blood  replace- 
ment. Finally  failure  to  recognize 
deflation  of  cuff  leading  to  aspiration 
of  blood  (laryngectomy). 

45  Tracheotomy  for  respiratory  distress 

after  burns  of  face  and  neck.  Pa- 
tient physically  beyond  reach  of 
anesthetist  at  time  of  distress. 

72  Question  of  inadequate  blood  replace- 

ment and  failure  to  appreciate  hemo- 
dynamic changes  after  release  of 
aortic  clamp. 

56  Collapse  at  induction  for  exploration  of 

dissecting  aortic  aneur>'sm  of  the 
arch.  Hemopericardium  found  at 
massage. 

67  Collapse  after  10  hours  of  surgery. 

Failure  to  support  pressure  and  to 


Age 

(Years) 

Causes 

heed  electrocardiographic  signs. 
Then  collapse. 

2 Collapse  after  tracheotomj'  for  croup. 

Ventilation  poorly  supported  at  all 
times. 

5 Collapse  during  left  ventricular  tap  for 

cardiac  catheterization.  Preceded 
by  confused  polypharmacy. 

43  Collapse  during  re-exploration  for  per- 

sistent gastrointestinal  bleeding. 
Was  replacement  adequately  man- 
aged and  respiration  adequately  con- 
trolled? (Chest  was  entered  because 
of  bronchopancreatic  fistula.) 

C.  Other  Etiology  Ascertained 

50  Collapse  in  induction  room.  After  24 

hours  of  coma  secondary  to  injury, 
before  administration  of  anesthesia. 

9 Respiratory  arrest  in  emergency  room 

after  cranial  injury.  Decompressing 
trephines  failed  to  resuscitate  pa- 
tient. Cardiovascular  collapse  oc- 
curred 2 hours  later. 

64  Collapse  occurring  in  induction  room 

while  intravenous  procedure  was  being 
started  and  before  administration  of 
anesthesia. 

57  Exsanguination  after  portacaval 

shunt.  Collapse  occurred  during  re- 
exploration for  attempted  control  of 
bleeding. 

4 Multiple  severe  scalp  lacerations  with 

contusion  and  lacerations  of  both 
hemispheres.  Collapse  occurred 
during  trephination,  no  anesthesia 
administered. 

81  Re-exploration  for  gas  gangrene  of 

bowel  and  abdominal  wall  after 
sigmoid  resection. 

70  Ruptured  abdominal  aortic  aneurysm. 

No  pulse,  no  blood  pressure  in  emer- 
gency room.  Rushed  to  operating 
room  terminal. 

65  Ruptured  abdominal  aortic  aneurysm. 

No  pulse,  no  blood  pressure  in  emer- 
gency room.  Rushed  to  operating 
room  terminal. 


* In  groups  A and  B the  cases  recorded  with  asterisks  are  instances  of  the  anesthesiologist’s  responsibility 
by  commission,  the  others  by  omission.  In  group  C are  recorded  instances  where  anesthesia  could  be 
absolved  of  all  responsibility. 


pulse  disappeared,  and  the  patient  was  pro- 
nounced dead.  No  cardiac  massage  was  carried 
out. 

Death  was  attributed  to  irreversible  brain 
damage  secondary  to  prolonged  intracranial  com- 
pression liy  a subdural  hematoma. 

Collapse  Attributable  to  Anesthesia. — 
Contributed  to  by  Error  of  Omission. — A male 
(Table  V,  Group  B,  Case  4),  age  forty-five,  was 
admitted  to  the  hospital  because  of  second-  and 
third-degree  burns  over  60  per  cent  of  the  body 
surface  suffered  in  a blast  fire  at  a grain  mill. 
Admission  was  within  three  hours  of  injury,  and 


although  the  face  and  neck  had  been  burned  and 
there  was  reason  to  believe  that  the  tracheo- 
bronchial tree  had  been  damaged  by  the  blast,  a 
tracheotomy  was  not  performed  at  this  time. 
The  immediate  course  was  complicated  by  the 
development  of  respiratory  distress  with  marked 
edema  of  the  face,  neck,  and  nasal  and  oral 
mucosa.  On  the  third  day  after  admission  the 
jiatient  was  taken  to  the  operating  room  for 
emergency  tracheotomy.  The  procedure  was 
scheduled  for  local  anesthesia,  but  an  anesthetist 
was  requested  to  stand  by. 

Shorth’  after  the  procedure  had  begun  and  at 
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TABLE  VI. — Breakdown  of  All  Cases  of  Cardiorespiratory  Collapse  in  1959* 


Age 
( Years) 

Causes 

Age 

(Years) 

Causes 

A.  Anesthesia  Causative 

not  recognized  and  not  treated. 

67 

Unrecognized  acute  myocardial  in- 
farct night  before  surgery.  Electro- 

Bradycardia  recognized  but  not 
treated. 

cardiographic  and  anamnestic  signs 
overlooked.  Anesthesia  given,  then 
collapse. 

73 

Preoperative  anemia  and  myocardial 
insufficiency  improperly  managed. 
Erratic  maintenance  of  anesthesia 

9 

Overdose  of  ether.  Also  chronic  hy- 

level.  Then  collapse.* 

poglycemia  because  of  pancreatic 
tumor.* 

2 months 

P^ailure  to  recognize  electrocardio- 
graphic signs  of  myocardial  diffi- 

1 

Overdose  of  ether.  Also  subendo- 
cardial fibroelastosis  and  coarcta- 
tion of  aorta.* 

culties  during  operation  for  vascular 
ring  and  impending  catastrophe. 

C.  Other  Etiology  Ascertained 

3 months 

Overdose  of  ether.  Also  pancytopenia 
and  hypersplenism.* 

3 days 

After  repair  of  tracheoesophageal  fis- 
tula, respiratory  distress  developed. 

79 

Inadequate  anamnesis  did  not  bring 
forth  history  of  recent  myocardial 
infarct. 

At  tracheotomy  rupture  of  trachea 
at  suture  line  and  mediastinal 
emphysema  with  pneumothorax. 

B.  Anesthesia  Contributory 
(Other  Causes  Ascertained) 

65 

Vascular  clamp  cut  through  arch  of 
aorta  during  aneurysmectomy. 

44 

inadequate  ventilation  during  ex- 
ploration for  bleeding  from  aortic 
arch. 

70 

Ruptured  abdominal  aortic  aneurysm 
bleeding  profusely.  No  detectable 
pulse  or  blood  pressure  on  admis- 

52 

.Adequacy  of  blood  replacement  ques- 
tionable. Collapse  occurring  dur- 

sion.  Rushed  to  operating  room 
terminal. 

ing  re-exploration  for  bleeding 
esophageal  varices. 

54 

Uncontrollable  hemorrhage  from  rup- 
tured esophageal  varices. 

57 

Collapse  during  cerebral  angiography 
after  massive  subarachnoid  hemor- 
rhage. No  anesthesia  being  given. 

69 

Hepatitis,  cholecystitis,  bile  perito- 
nitis, emphysema,  history  of  coro- 
nary and  myocardial  insufficiency. 

Should  it  have  been  administered? 

30 

Contusion  and  hematoma  both  hemi- 

72 

Collapse  during  pelvic  dissection  for 
abdominal-perineal  resection.  Most 
likely  inadequate  blood  transfusion. 

spheres  (car  accident).  Admitted 
terminal  to  emergency  room  and 
rushed  to  operating  room. 

42 

Collapse  at  end  of  intracranial  pro- 
cedure. High  concentration  of 

63 

Multiple  skull  fractures  and  brain 
lacerations  after  automobile  crash. 

ether  in  exhaled  air  but  intra- 
cranial procedure  might  be  also 
contributory.  * 

40 

.\ttempted  mitral  commissurotomy, 
anatomically  impossible,  then  ven- 
tricular fibrillation.  Transventric- 

1 week 

Collapse  during  transventricular  pul- 
monic valvotomy.  Hypothermia 

ular  aortic  valvotomy  attempted 
but  again  anatomically  impossible 

* In  groups  A and  B the  cases  recorded  with  asterisks  are  instances  of  the  anesthesiologist’s  responsibility 
by  commission,  the  others  by  omission.  In  group  C are  recorded  instances  where  anesthesia  could  be 
absolved  of  all  responsibility. 


about  the  time  that  the  trachea  was  to  be  entered, 
total  cardiorespiratory  collapse  occurred.  It  be- 
came apparent  at  this  time  that  the  head  of  the 
patient  was  inaccessible  to  the  anesthetist  be- 
cause of  surgical  drapes  and  the  bed  headboard 
(the  patient  was  still  in  bed).  Also,  the  oxygen 
line  wa^  not  long  enough  to  reach  across  the  room 
to  the  patient.  Since  neither  a blood  pressure 
cuff  nor  a stethoscope  had  been  placed  on  the 
patient,  the  exact  sequence  of  events  could  not  be 
determined,  and  after  considerable  uncertainty 
and  delay,  it  was  decided  that  thoracotomy  and 
cardiac  massage  were  unwarranted. 

It  is  quite  possible  that  this  patient’s  general 
condition  was  such  that  death  was  not  prevent- 
able. However,  because  of  the  incredible  lack  of 
precautions  and  of  the  total  omission  of  ele- 


mentary safety  steps,  the  anesthetist  must 
assume  at  least  a share  of  responsibility  for  this 
patient’s  demise  in  the  operating  room,  a con- 
tributory share  by  an  error  of  omission. 

Contributed  to  by  Error  of  Commission. — A male 
(Table  IV,  Group  B,  Case  3),  age  sixty-six,  was 
admitted  to  the  hospital  via  the  emergency  room 
because  of  severe  gastrointestinal  bleeding.  A 
diagnosis  of  bleeding  duodenal  ulcer  in  a patient 
suffering  from  chronic  alcoholism  and  cirrhosis  of 
the  liver  was  made,  and  blood  replacement 
therapy  with  an  aim  at  conservative  management 
was  undertaken.  This  was  not  successful,  and 
surgical  exploration  and  resection  of  the  lesion 
were  decided  on  as  an  emergency  measure. 
Surgery  was  carried  out  swiftly  under  endo- 
tracheal cj'clopropane  anesthesia  with  relaxation 
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provided  by  d-tubocurarine.  At  the  end  of  the 
])rocedure  the  patient  appeared  to  be  in  satis- 
factory condition  and  was  sent  to  the  recovery 
room  after  the  removal  of  the  endotracheal  tube. 
On  the  way  down  the  hall  the  patient  became 
cyanotic,  and  neither  the  pulse  nor  the  apical 
heart  beat  could  be  detected.  Immediate  re- 
suscitative  maneuvers  were  undertaken  in  the 
corridor,  and  satisfactory  cardiac  activity  was  re- 
established. Subsequently,  the  postoperative 
course  was  uneventful,  and  the  patient  was  dis- 
charged in  an  ambulatory  state. 

Wlien  all  the  evidence  was  collected,  it  was 
found  that  this  patient  had  received  an  unusually 
large  amount  of  curare,  the  last  dose  having  been 
given  about  twenty-five  minutes  before  extu- 
bation.  While  it  is  reasonable  to  believe  that  the 
poor  physical  condition  of  the  patient  may  have 
been  a contributing  factor  to  the  immediate  post- 
operative collapse,  the  possibility  that  weakness 
of  the  respiratory  muscles  due  to  residual  curari- 
zation  might  have  led  to  a period  of  hypoxia 
should  not  be  excluded.  Although  in  this  case 
there  may  be  some  doubt  about  the  exact  cause 
of  the  near  catastrophe,  it  is  likely  that  anes- 
thesia was  at  least  contributor}^  by  an  error  of 
commission. 

Caused  by  Error  of  Omission. — A female  (Table 
VI,  Group  A,  Case  1),  age  sixty  seven,  was  ad- 
mitted to  the  hospital  with  a diagnosis  of  chronic 
cholecystitis  with  severe  recurrent  exacerbations. 
It  could  be  ascertained  that  in  addition,  she  was 
suffering  from  “anginal  pain”  and  arteriosclerotic 
heart  disease.  An  elective  cholecystectomy  was 
scheduled  to  be  performed  at  8:00  a.m. 

During  the  evening  before  operation  the  patient 
complained  of  severe  left  chest  pain  radiating  to 
the  left  arm  and  fingertips.  The  pain  appeared 
to  be  of  enough  significance  that  an  electrocardio- 
gram was  obtained.  This  was  read  at  the  bed- 
side by  the  medical  house  officer  and  interpreted 
to  be  within  normal  limits,  and  the  pain  appeared 
to  be  relieved  by  one  sublingual  tablet  of  nitro- 
glycerin. The  next  day  she  was  brought  to  the 
operating  room,  and  a cholecystectomy  was  per- 
formed under  endotracheal  cyclopropane  anes- 
thesia with  relaxation  provided  by  d-tubo- 
curarine. An  early  episode  of  hypotension  and 
bradycardia  was  corrected  with  intravenous 
atropine.  Shortly  after  the  gallbladder  had  been 
removed  and  while  the  esophageal  hiatus  was 
being  explored,  a second  episode  of  bradycardia 
and  hypotension  appeared  which  jiromptly  pro- 


ceeded to  total  cardiorespiratory  collapse.  All 
resuscitative  measures  were  of  no  avail. 

When  all  the  evidence  was  collected,  it  was 
clear  from  the  pathologist’s  report  that  the  pa- 
tient had  suffered  acute  coronary  thrombosis 
shortly  before  surgery.  However,  the  non- 
specific electrocardiographic  changes  could  not  be 
construed  as  e\ddence  of  coronary  occlusion.  In 
this  case  it  would  be  questionable  to  look  for  the 
cause  of  death  in  the  anesthetic  agent  or  the 
anesthetic  technic  which  were  properly  managed. 
The  one  factor  which  caused  the  death  of  this 
patient  was  the  administration  of  any  anesthetic 
at  all,  the  elective  procedure  having  been  under- 
taken with  complete  disregard  for  the  patient’s 
history  and  physical  findings.  This  anesthetic 
death  was  caused  by  an  error  of  omission  in  pre- 
operative evaluation  and  preparation  of  the 
patient  for  elective  surgery. 

Caused  by  Error  of  Commission. — An  extremely 
obese  female  (Table  IV,  Group  A,  Case  3),  age 
forty-two,  was  admitted  to  the  hospital  for  in- 
v^estigation  of  her  endocrine  status.  An  elective 
dilatation  and  curettage  was  deemed  a necessary 
part  of  the  work-up  for  the  purpose  of  obtaining 
an  endometrial  biopsy.  An  induction  with  a 
very  small  amount  of  thiopental  sodium  was 
decided  on  and  carried  out.  Immediately  there- 
after severe  respiratory  obstruction  occurred 
which  led  to  cardiorespiratory  collapse  within  a 
few  minutes.  After  thoracotomy  and  cardiac 
massage  spontaneous  respiratory  acti\dty  re- 
sumed, but  the  patient  subsequently  expired 
from  a number  of  pulmonary  complications,  in- 
cluding empyema. 

The  direct  responsibility  of  the  anesthesiologist 
cannot  be  disputed  in  this  instance.  It  was  con- 
sidered that  cardiac  arrest  was  caused  by  an  error 
of  commission  because  of  the  poor  choice  of  anes- 
thetic agent  and  technic  and  poor  management 
of  the  acute  obstructive  episode. 

Comment 

An  important  feature  in  the  presentation 
of  our  results  has  been  the  rejection  of  the 
conventional  or  deductive  classification  cri- 
terion and  the  adoption  of  a novel  or  in- 
ductive one.  The  new  criterion  was  said 
to  be  “the  group  of  patients  in  w'hich  an 
anesthetic  error  contributed  to  or  caused 
the  collapse.” 

It  is  important  at  this  time  to  pause  and 
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TABLE  VII. — Causal  Relation  of  Anesthesia 
TO  Cardiorespiratory  Collapse* 


Relation  by 
Year 

Anesthesia 
Contributory 
(Number  of 
Cases) 

Anesthesia 
Causative 
(Number  of 
Cases) 

Total 

Cases 

By  omission 

27 

7 

34 

1957 

11 

1 

12 

1958 

10 

4 

14 

1959 

6 

2 

8 

By  commission 

3 

7 

10 

1957 

1 

3 

4 

1958 

1 

1 

1959 

2 

3 

5 

Totals 

30 

14 

44 

* This  table  shows  the  preponderance  of  errors  by 
omission  (34)  over  those  by  commission  (10). 
Notice  that  there  were  only  7 cases  of  cardiorespira- 
tory collapse  where  the  administration  of  an  anes- 
thetic was  causative  by  commission,  this  out  of  a 
total  of  30,000  anesthetics  administered  during  the 
same  period  of  time. 

consider  the  intrinsic  validity  if  any  of  this 
new  criterion  or  common  denominator, 
if  you  will,  and  to  consider  the  consistency 
of  one  of  its  most  important  corollaries. 
The  most  cogent  criticism  of  the  criterion 
per  se  is  that  once  it  is  accepted,  one  must 
indeed  find  an  error.  This  implies  total 
knowledge  and  understanding  of  all  factors 
involved,  which  is  manifestly  impossible 
because  some  areas  of  ignorance  must  be 
conceded.  However,  this  need  not  invali- 
date the  approach  because,  as  can  be  seen 
from  a comparison  of  Tables  II  and  III,  an 
anesthetic  error  is  not  a necessity,  and  in 
17  cases  the  anesthetic  agents  and  tech- 
nics could  be  absolved  of  all  responsibility. 
As  for  the  remaining  44  patients,  it  can  be 
seen  from  Table  VII  that  causative  re- 
sponsibility could  be  established  in  14  in- 
stances only;  the  remaining  30  cases 
represent  an  area  of  admitted  ignorance 
where  an  anesthetic  error  may  very  well 
have  “contributed”  to  cardiorespiratory 
collapse.  It  is  quite  significant  in  this 
respect  that  this  group  is  by  far  the  largest 
of  the  three. 

The  one  important  corollary  which  should 
be  considered  is  the  complete  avoidance  of 
the  term  “cardiac  arrest”  in  its  time-worn 
sense.  We  feel  this  is  desirable  because  to 
say  that  a patient  has  had  “cardiac  arrest” 


is  a mere  statement  of  fact,  while  the  pur- 
pose of  our  inquiry  has  been  to  weigh  and 
evaluate  those  factors  which  lead  to  cardio- 
respiratory collapse,  reversible  or  irrever- 
sible as  the  case  may  be. 

The  subdivision  of  causative  and  con- 
tributory anesthetic  errors  into  those  by 
omission  and  those  by  commission  leads 
to  the  somewhat  surprising  finding  that  the 
errors  by  omission  predominate.  This 
brings  up  the  very  important  consideration 
of  how  much  responsibility  the  anesthesiolo- 
gist should  take  before  and  during  the  ad- 
ministration of  an  anesthetic,  since  there 
is  no  question  that  during  these  periods 
the  ultimate  responsibility  for  all  anesthetic 
errors  rests  with  him  alone. 

This  sobering  thought  should  provide 
the  responsible  anesthesiologist  with  an 
ample  source  of  strength  and  conviction  for 
demanding  and  obtaining  whatever  is  in 
the  patient’s  best  interest.  A cursory 
glance  at  some  of  our  past  experience  will 
show  that  often  it  is  this  courage  of  con- 
viction which  is  lacking  more  than  actual 
wisdom  or  factual  knowledge.  For  in- 
stance, failure  to  demand  and  obtain  a 
better  and  more  adequate  preoperative 
work-up  (Table  VI,  Group  A,  Case  1); 
consent  to  put  an  elderly,  obese,  and  de- 
pressed patient  in  the  prone  position,  even 
though  the  same  procedure  could  have 
been  carried  out  in  the  lateral  position 
(Table  IV,  Group  B,  Case  2);  consent  to 
proceed  with  anesthesia  in  a two-year-old 
child  to  be  operated  on  for  multiple  arterio- 
venous fistida  of  the  leg  without  firm  as- 
surance of  adeiiuate  routes  for  blood  re- 
placement (Table  IV,  Group  A,  Case  2) ; 
failure  to  demand  that  surgical  manipulation 
of  the  aorta  be  interrupted  immediately  on 
the  appearance  of  severe  arrhythmia  (Table 
VI,  Group  B,  Case  8) — all  these  cases  are 
examples  of  the  anesthesiologist’s  failure 
to  stand  by  his  guns. 

It  should  be  quite  apparent,  therefore, 
that  a primary  fault  in  the  choice  and  use 
of  anesthetic  agents  and  technics  con- 
tributed but  little  to  the  over-all  incidence 


Part  I — September  1,  1961 


2935 


BOBA  AND  LANDMESSER 


of  cardiorespiratory  collapse  or  operating 
room  deaths  in  this  series  of  cases.  In 
our  experience  causative  errors  of  com- 
mission could  be  established  in  only  7 
cases  out  of  more  than  30,000  anesthetics 
administered  during  the  years  1957  through 
1959.  Within  these  limits,  however,  there 
obviously  is  room  for  improvement.  Fur- 
thermore, considering  the  figures  involved 
(Table  VII),  one  must  accept  the  conclusion 
that  contributory  or  causative  errors  of 
omission  are  even  more  frequent  and 
serious.  This  idea  of  course  is  not  new,^-’^ 
but  the  present  report  is  probably  the  first 
attempt  to  quantitate  the  magnitude  of 
the  problem. 

Summary 

A study  of  cases  involving  total  cardio- 
respiratory collapse  in  the  operating  room 
or  in  conjunction  with  anesthesia  during 
a three-year  period  has  been  presented. 

Some  difficulties  arising  from  the  con- 
ventional classification  by  age,  sex,  risk, 
anesthetic  agents,  and  technics  have  been 
discussed.  A different  classification  is  of- 
fered wherein  a contributory  or  causative 
anesthetic  error  by  omission  or  commission 
was  assumed  to  be  the  basic  consideration. 
If  this  concept  is  accepted,  it  is  seen  that 
the  major  portion  of  cardiorespiratory 
collapses  follow  errors  of  omission. 
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Discussion 

Charles  L.  Burstein,  M.D.,  New  York  City. — 
The  occurrence  of  death  in  the  operating  room  is 
always  unwelcome,  and  means  to  minimize  this 
fatal  outcome  should  be  kept  in  mind  by  every 
anesthesiologist  and  student  of  anesthesiology. 

There  can  only  be  agreement  with  the  conclu- 
sion that  examination  of  the  cases  presented, 
which  ended  in  cardiorespiratory  collapse  in  the 
operating  room,  revealed  that  errors  of  omission 
were  prevalent. 

It  is  to  be  expected  that  different  individuals 


who  analyze  the  circumstances  of  a series  of 
deaths  in  the  operating  room  involving  anesthetic 
management  may  comment  on  different  aspects. 
It  seems  to  me,  for  instance,  that  it  would  have 
been  important  to  determine  the  proficiency  of 
the  anesthetist  involved.  In  a teaching  pro- 
gram, such  as  the  one  at  Albany  Hospital,  it  is  to 
be  expected  that  unsupervised  residents  may  be 
involved  in  some  of  these  catastrophes.  The 
majority  of  cases  due  to  errors  of  omission  may 
have  occurred  because  of  inadequate  knowledge 
of  anesthesiology.  The  protocols  of  2 of  the 
cases,  for  instance,  read:  “Patient,  age  two. 
Inadequate  understanding  of  the  operation  of 
nonrebreathing  valve”  and  “Patient,  age  six. 
Conspicuous  technical  difficulty  during  induction. 
Wrong  size  airway,  laryngoscope,  endotracheal 
tube.  Leaky  mask,  broken  bag.  All  leading  to 
anoxia  and  coUapse.”  In  addition,  there  were 
3 cases  of  overdose  of  ether,  2 cases  of  overdose  of 
curare,  2 cases  of  mismanaged  thiopental,  5 cases 
of  imtreated  circulatory  depression,  and  4 cases  of 
unassisted  respiratory  distress.  Certainly,  these 
were  all  errors  of  omission,  but  were  they  com- 
mitted by  “anesthesiologists,”  as  implied  in  the 
subheading  of  this  paper,  were  they  committed  by 
either  Dr.  Boba  or  Dr.  Landmesser,  or  were  they 
committed  by  some  student  in  anesthesia  who 
still  had  a way  to  go  before  becoming  a Diplomate 
in  Anesthesiology? 

Another  observation  worth  commenting  on  is 
that  in  8 of  the  44  cases  cited,  insufficient  blood 
replacement  was  a prime  factor.  It  is  known 
that  present-day  methods  of  blood  transfusion 
carry  a significant  risk  with  a varied  number  of 
possible  complications,  so  that  caution  is  advised 
in  the  administration  of  blood.  It  has  been  recom- 
mended that  blood  replacement  should  lag  by 
500  cc.  in  an  adult.  However,  estimates  of 
operative  and  postoperative  blood  loss  are  in- 
accurate sometimes,  and  it  is  not  uncommon  for  a 
1,000-cc.  deficit  to  be  allowed  to  prevail.  Al- 
though this  may  be  tolerated  by  a husky,  healthy, 
and  young  individual,  it  may  not  be  tolerated  in 
older  persons  with  pathologic  conditions  of  their 
vital  organs  due  to  circulatory  insufficiency  and 
in  whom  these  organs  depend  on  all  the  oxygen 
available  from  existing  red  blood  cells.  The 
patient  with  coronary  artery  disease,  for  instance, 
may  be  incapacitated  by  a loss  of  200  cc.  of  blood. 
This  is  a problem  which  is  growing  in  magnitude 
because  of  insufficient  criteria  to  measure  blood 
loss  and  because  of  fears  of  blood  transfusion 
reactions 
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Introduction 

Juan  Negrin,  Jr.,  ]\I.D.  : It’s  a pleasure 
and  a privilege  for  me  to  have  been  appointed 
the  moderator  of  a panel  on  a most  interest- 
ing subject  with  such  distinguished  partici- 
pants. A more  formal  introduction  of  each 
panel  member  will  be  made  just  before  he 
addresses  the  audience.  After  all  panelists 
have  given  their  presentations,  questions 
from  the  audience  will  be  answered.  Ques- 
tions should  be  written  clearly  on  the  paper 
made  available  for  this  purpose  so  they  can 
be  read  easily  by  the  chairman  and  directed 

Presented  at  the  154th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  General  Session,  May  13,  1960. 

* Present  address:  Chairman,  Department  of  Anat- 
omy, Tulane  University,  New  Orleans  18,  Louisiana. 

t Senior  postdoctoral  Fellow  from  Sweden  of  the  Na- 
tional Institutes  of  Health,  1959-1960. 


to  the  panel  members. 

At  this  time  let  me  make  a few  brief, 
introductory  remarks  on  the  general  subject 
of  hypothermia,  mainly  some  historical  re- 
marks. May  I first  call  your  attention  to 
the  fact  that  cooling  of  the  body  for  thera- 
peutic purposes  has  been  used  for  centuries, 
but  the  earliest  modern  systematic  studies 
recorded  are  those  of  Temple  Fay,  when  in 
the  late  thirties  he  noted  the  effects  of  local 
and  systemic  cooling  on  cancer,  trauma, 
sepsis,  glioblastoma  multiforme,  Hodgkin’s 
disease,  and  also  in  intractable  pain  and  drug 
addiction. 

In  1940,  the  Medical  Society  of  the  State 
of  New  York  already  was  aware  of  the  po- 
tentialities of  these  new  developments  and 
published  a group  of  papers  on  human 
refrigeration  in  the  New  York  State 
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Journal  of  Medicine,  headed  by  an  article 
by  Temple  Fay,  M.D.*  Another  paper  of 
which  Laurence  Whittemore,  M.D.,  James 
R.  Lisa,  M.D.,  and  Paul  K.  Sauer,  M.D., 
were  coauthors  also  was  included  in  that 
symposium. 

Since  then,  innumerable  contributions  have 
emphasized  the  unquestionable  value  of 
lower  temperatures  in  the  human  being. 
The  terms  of  human  refrigeration,  hypo- 
thermia, crymotherapy,  artificial  hiberna- 
tion, and  cooling  have  been  used  to  define 
methods  and  effects  of  lowering  the  normal 
body  temperature. 

Now,  why  is  it  that  studies  that  were  so 
promising  and  were  received  with  such  wide- 
spread enthusiasm  made  no  progress  for 
many  years  until  recently?  The  following 
cjiiotation  was  taken  from  a paper  on  refrig- 
eration of  the  human  brain  by  Temple  Fay 
and  gives  a plausible  explanation  to  this 
question.  He  refers  to  a manuscript  of  his 
on  observations  on  prolonged  human  refrig- 
eration which  he  presented  before  the  Third 
International  Cancer  Congress  in  September, 
1939,  and  sent  for  publication  to  Belgium. 

The  truth  is  that  the  Germans  apjiarently 
cajrtured  the  manuscrijrt,  became  familiar 
with  the  technics  of  refrigeration,  and  used  it 
experimentally  in  the  concentration  camps, 
especially  Dachau,  without  preparatory  treat- 
ment of  patients  or  anesthesia.  It  became  an 
infamous  procedure  associated  in  the  public 
mind  of  that  time  with  throwing  people  into 
tubs  of  ice  water  as  a form  of  torture  together 
with  other  ruthless  acts  of  the  Nazis.  Its 
revival  as  a beneficial  means  of  control  of  pain 
and  other  clinical  states  became  po.s.sible  only 
after  the  memor}^  of  the  atrocities  exposed  at 
the  war  trials  in  Nurenberg  had  faded  from  the 
public  mind. 

Another  reason  for  this  revival  and  wider 
acceptance  of  hypothermia  in  my  opinion,  is 
that  improved  anesthesia  technics,  new 
neurotonic  drugs,  antibiotics,  and  modern 
methods  of  resuscitation,  in  addition  to  a 
better  knowledge  of  cardiovascular  and 

* Fay,  T.:  Observations  on  prolonged  human  re- 
frigeration, New  York  State  .7.  Med.  40:  1351  (Sept. 
15)  1940. 


nervous  system  physiology,  have  decreased 
the  number  of  complications,  mortality,  and 
morbidity  of  the  pioneer  days  of  hypo- 
thermia. 

It  is  intended  in  this  panel  to  present  a 
summary  of  the  clinical  potentialities  of 
hypothermia.  We  are  privileged  to  have 
with  us  a group  of  outstanding  contributors 
and  pioneers  in  many  aspects  of  the  field  of 
hypothermia.  I would  like  to  call  first  on 
Solomon  Albert,  M.D.  of  Washington,  D.C., 
who  will  discuss  hypothermia  in  general 
surgery. 

Hypothermia  in  General  Surgery 

Solomon  N.  Albert,  M.D.f:  Since  time 
immemorial,  the  use  of  cold  and  its  effects  on 
the  human  body  have  attracted  much  atten- 
tion. In  the  past  thirty  years  there  has 
been  renewed  interest  with  regard  to  its 
application  in  surgery.  The  subject  has  be- 
come a challenge  to  physiologists,  bio- 
chemists, pharmacologists,  and  physicians. 
Suffice  it  to  say  that  Supplement  3,  Physio- 
logical Review,  volume  3,  October,  1959, 
contains  2,736  references  on  “the  effect  of 
cold  on  man”  for  the  period  1932  to  1951 
alone.  It  is  difficult  even  to  attempt  to  esti- 
mate the  information  gathered  in  the  past 
decade  and  of  the  research  presently  in 
progress. 

Fay  is  credited  for  revival  of  the  clinical 
applications  of  reducing  body  temperature. 
In  1940,  Smith  and  Fay®  reported  on  the  use 
of  hypothermia  on  cancer  patients.  Mc- 
Quiston,  in  1949,  pointed  out  the  beneficial 
effects  of  controlling  or  reducing  body  tem- 
perature in  cyanotic  children  with  cardiac 
disease  during  surgery  to  reduce  oxygen 
demand.  Two  years  later  he  extended  this 
concept  to  encompass  its  application  in  major 
surgical  procedures  in  children  for  the  con- 
trol of  hyperpyrexia.® 

Bigelow  and  his  coworkers  in  1950®  re- 
ported their  observation  on  the  effects  of 

t Coauthors;  W.  Bruner,  Jr.,  M.D.;  W.  E.  Bageant, 
M.D.;  G.  K.  Palmes,  M.D.;  and  C.  A.  Albert,  M.D.; 
Department  of  Anesthe.siology,  Washington  Hospital 
Center,  Washington,  D.C. 


2938 


New  York  State  J.  Med. 


CLINICAL  POTENTIALITIES  OF  HYPOTHERMIA 


hypothermia — its  applications  in  surgery  on 
the  heart— which  might  permit  total  oc- 
clusion of  the  circulation  for  limited  periods 
of  time.’'  This  triggered  off  the  present-day 
race  to  establish  a world  record  of  obtaining 
the  lowest  temperature  in  freezing  all  sorts 
of  mammals  and  converting  the  homeo- 
thermic  human  organism  into  a hibernating 
hamster  or  groundhog. 

Occasional  mention  is  made,  nowadays, 
of  the  clinical  medical  applications  of 
moderate  hypothermia  and  its  favorable 
effects,  keeping  in  mind  the  fact  that  we 
are  dealing  with  an  integrated  human 
organism. 

Living  organisms  function  by  virtue  of 
intricate  biochemical  reactions.  These  re- 
actions are  intimately  affected  by  catalysts, 
enzymes,  and  coenzymes  that  all  function 
I efficiently  at  an  optimal  temperature — in 
; the  case  of  man,  37  C.  Any  reduction  in 
body  temperature  below  98.6  F.  slows  the 
j rate  of  these  chemical  reactions.  One  may 
call  this  a physical  and/or  physiologic  reduc- 
tion in  activity,  quite  unlike  a pharmacologic 
intoxication  one  achieves  with  the  use  of 
anesthetic  depressant  drugs. 

Twenty-five  years  ago  Barcroft*  made  the 
following  statement,  which  is  still  a well- 
founded  realistic  view,  about  the  effect  of 
temperature  on  biologic  systems:  “It  is 

surprising  enough  that  at  any  one  tempera- 
ture, all  reactions  of  the  body  should  pro- 
gress at  velocities  suitable  to  one  another.” 

In  administering  general  anesthesia,  the 
aim  of  the  anesthesiologist  is  to  depress  con- 
sciousness and  maintain  vital  functions  at 
near  physiologic  levels.  It  seems  logical  to 
us  for  certain  procedures  to  combine  pharma- 
cologically-induced depression  (general  an- 
esthesia) with  a physiologic  reduction  of 
metabolic  activity  (moderate  hypothermia) 
for  the  following  reasons: 

1.  This  combination  would  reduce  the 
rate  of  oxygen  utilization  by  body  tissues  and 
thus  conserve  the  organism. 

2.  A generalized  reduction  of  metabolism 
would  protect  vital  tissues  from  hypoxia  that 
may  be  inadvertantly  caused  by  many 
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reasons. 

3.  It  reduces  the  amount  of  general 
anesthesia  required. 

4.  It  minimizes  the  stress  reaction  of  the 
patient,  resulting  in  a safer  sojourn  during 
the  operative  and  postoperative  period. 

For  the  past  six  years,  moderate  hypo- 
thermia (temperature  ranging  from  28  C.  to 
32  C.)  in  conjunction  with  adequate  general 
anesthesia  has  been  utilized  in  the  manage- 
ment of  the  elderly,  very  young,  toxic,  or 
poor-risk  patient  undergoing  extensive  sur- 
gical procedures. 

In  reviewing  the  effect  of  hypothermia  on 
various  body  tissues,  the  following  facts  are 
quite  well  established.  On  the  average, 
there  is  a 6 per  cent  reduction  in  the  rate  of 
oxygen  utilization  for  every  degree  centi- 
grade that  the  body  temperature  is  reduced 
when  reaction  processes,  such  as  shivering, 
are  controlled.®  The  total  body  oxygen 
utilization  is  reduced  50  per  cent  of  normal 
resting  levels.  When  the  body  temperature 
is  30  C.,  this  reduction  in  rate  of  oxygen 
utilization  is  a reflection  of  all  processes 
occurring  in  different  tissues  and  organs  in 
the  body.  Hypothermia  is  of  particular 
interest  to  the  anesthesiologist,  since  oxygen 
requirement  can  be  reduced  and,  therefore, 
affords  a wider  margin  of  safety  for  survival 
of  tissues  subjected  to  hypoxia.  This  fact  is 
of  particular  significance  in  considering  the 
vital  organs,  the  brain  for  example,  that 
are  dependent  on  a constant  delivery  of 
oxygen,  since  these  organs  have  no  ability  for 
contracting  an  oxygen  debt. 

Central  Nervous  System. — To  meas- 
ure the  effect  of  hypothermia  on  the  rate  of 
cerebral  oxygen  utilization,  it  was  necessary 
first  to  establish  the  effect  of  drugs  commonly 
used  to  induce  anesthesia  and  control  shiver- 
ing. Phenothiazine  derivatives  and  de- 
pressant drugs  seem  to  act  on  a specific 
limited  area  in  the  central  nervous  system 
(the  reticular  formation)"’’®  and  do  not 
seem  to  reduce  total  cerebral  metabolic 
rate.’®  Recently,  with  the  development  of  a 
new  technic  for  measuring  the  rate  of  cerebral 
blood  flow,’^’’®  the  effects  of  some  inhala- 
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tion  agents  on  cerebral  metabolic  rate  were 
studied/®  and  here  again,  there  were  no 
demonstrable  changes  recorded.  The  re- 
sults thus  obtained  conform  with  observation 
made  to  establish  the  primary  site  of  drug 
action  affecting  consciousness.  Prob- 
ably with  the  duration  of  anesthesia  and  the 
saturation  of  cerebral  tissue  with  liposoluble 
depressant  agents,  a detectable  reduction  in 
cerebral  metabolic  rate  may  be  established. 
In  contrast  to  the  previously  mentioned 
drugs,  hypothermia  does  reduce  significantly 
the  rate  of  cerebral  oxygen  utilization. 
Further,  this  reduction  was  found  to  occur 
at  a rate  similar  to  that  of  the  rest  of  the 
organs  in  the  body. 

It  is  important  to  note  that  hypothermia 
causes  vasoconstriction  of  cerebral  vessels 
and  an  increase  in  cerebrovascular  resistance. 
This  phenomenon  may  prevent  cooling  and 
may  even  result  in  temporary  moderate 
ischemia  of  the  brain.  Vasodilators  and/or 
carbon  dioxide  in  5 per  cent  mixtures  with 
oxygen  are  important  factors  that  will  assist 
in  maintaining  an  adequate  blood  flow  rate, 
and  by  the  same  token,  favor  the  process 
of  reducing  cerebral  temperature  by  the 
circulation  of  cooled  blood. 

A further  note  of  interest  is  that  under 
hypothermia,  at  30  C.,  the  central  nervous 
system  and  spinal  cord  will  withstand  total 
ischemia,  without  injury,  for  a period 
approximately  two  to  three  times  longer 
than  at  normal  temperature  levels. 

Autonomic  Nervous  System. — The  sym- 
pathetic and  parasympathetic  autonomic 
systems  react  differently  to  cooling.  The 
parasympathetic  system  seems  to  be  de- 
pressed at  higher  temperature  levels  than 
the  sympathetic  system  during  the  cooling 
process.  This  phenomenon  is  a protective 
reaction  process  and  results  in  a sympathetic 
hypertonus  which  may  delay  the  rate  and 
progress  of  cooling  as  well  as  cause  an  in- 
creased myocardial  irritability. 

Viscera;  Liver  and  Gastrointestinal 
Tract. — The  liver  accounts  for  approxi- 
mately 12  per  cent  of  the  total  oxygen  con- 
sumption of  the  body  at  rest.  This  organ 


plays  an  important  part  in  thermoregula- 
tion.^® General  anesthesia  in  no  way  re- 
duces the  oxygen  requirement  of  the  liver. 
During  the  process  of  cooling  the  tempera- 
ture of  the  liver  falls  at  a rate  equal  to 
that  of  the  rest  of  the  body  temperature. 
With  approximately  a 50  per  cent  reduction 
in  the  amount  of  oxygen  utilization  at  a 
temperature  of  30  C.,®^  chemical  functions 
of  the  liver  are  reduced  as  demonstrated  by 
studies  on  the  rate  of  conjugation  and  de- 
toxification of  depressant  drugs.®®  The  bile 
flow  is  reduced  under  hypothermia  with  an 
overshoot  of  flow  during  the  warming 
process.  Glucose  utilization  and  the  effect  of 
insulin  on  glucose  distribution  is  reduced.®® 

The  occlusion  of  circulation  to  the  liver 
for  a period  of  twenty  minutes  results  in 
irreversible  damage.  Under  hypothermia, 
this  survival  period  is  markedly  prolonged. 

The  liver  has  a dual  system  of  blood 
supply — from  the  systemic  circulation  and 
from  the  portal  circulation.  Occlusion  of 
the  thoracic  aorta  results  in  liver  damage 
and  death.  The  damage  caused  to  the  liver 
actually  may  be  secondary  to  the  absorption 
of  toxic  agents  emanating  from  the  intes- 
tinal tract  and  carried  to  the  liver  by  the 
portal  circulation.®^ 

Escherichia  coli  endotoxin,  when  intro- 
duced into  the  blood  stream  in  small 
amounts,  results  in  adrenal  cortical  stimu- 
lation and  fever.  In  larger  quantities 
there  is  the  additional  effect  of  stimulation 
of  the  adrenal  medulla.®®  It  would  .seem, 
therefore,  that  hypothermia  would  be  of 
value  during  surgery  invohdng  the  large 
and  small  bowel  by  reducing  stress  endo- 
toxin absorption  from  the  intestinal  tract. 

It  was  noted  that  the  volume  of  the  liver 
increased  under  hypothermia  as  a result  of  a 
shift  of  fluid  into  the  intracellular  compart- 
ment from  the  intravascular  space.  This 
may  be  the  cause  of  the  hemoconcentration 
encountered  in  these  cases. 

Endocrine  System. — Initially,  hypo- 
thermia in  itself  causes  stress  reaction  and 
stimulation  of  the  adrenal  cortex,  but  once 
cooling  has  progressed,  this  process  (stress 
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reaction)  is  depressed.  Studies  on  plasma 
l7-hydroxycorticosteroid  levels  show  the 
initial  rise  during  induction  of  anesthesia 
and  cooling,  followed  by  a delayed  and  low- 
grade  reaction.  2®'*® 

Kidneys. — Kidney  function  is  depressed 
by  hypothermia,  mainly  at  the  level  of  the 
distal  tubules.  The  rate  of  reabsorption 
of  water,  salt,  and  glucose  is  altered,  which 
results  in  the  loss  of  fluid  and  salt. 

Adjunctive  Uses. — Other  than  for  car- 
diac and  neurosurgical  procedures,  we 
have  utilized  hypothermia  as  an  adjunct 
to  general  anesthesia  in  the  following 
surgical  conditions : 

Head  and  Neck. — Head  and  neck  surgery 
includes  glossectomy  with  radical  bilateral 
neck  dissection,  total  laryngectomy,  and 
i toxic  thyroidectomy. 

j Intrathoracic. — Intrathoracic  surgery  in- 

' eludes  aneurysm  of  the  aorta,  esophagec- 
} tomy,  pulmonary  resection  with  pulmonary 
I insufficiency,  and  ligation  of  esophageal 
^’arices. 

Abdominal. — Abdominal  surgery  includes 
the  Whipple  procedure ; gastrectomy;  porta- 
caval shunt;  and  colon  resection,  which 
includes  total  resection,  abdominoperineal 
resection,  and  anterior  resection. 

Pelvic. — Pelvic  surgery  includes  radical 
hysterectomy  with  node  dissection,  and 
resection  of  the  bladder  with  transplanta- 
tion of  the  ureters. 

M anagement  of  Toxic  Patients. — The  man- 
agement of  toxic  patients  includes  that  of 
acute  infection  with  septicemia,  hyper- 
pyrexia, toxemia  of  pregnancy,  extensive 
burns,  hypoxia,  and  anoxemia. 

Observations  During  Operative  and  Post- 
operative Period  Under  Hypothermia. — From 
our  experience  of  combining  general  anes- 
thesia and  hypothermia,  it  is  felt  that  definite 
conclusions  can  be  made  as  to  the  operative 
and  postoperative  behavior  of  surgical 
patients.  The  anesthetic  course  is  remark- 
ably stable.  With  the  best  management  of 
normothermic  poor-risk  patients  undergoing 
major  surgical  procedures,  serious  altera- 
tions in  the  cardiovascular  system  may 


occur.  In  our  experience,  the  frequency 
and  seriousness  of  cardiovascular  problems 
in  the  hypothermic  patient  are  few  and  more 
ea.sily  managed  when  they  happen  to  occur. 
The  cooled  patient  will  tolerate  a temporary 
sudden  loss  more  safely  than  the  normo- 
thermic patient  since  oxygen  requirements 
are  reduced.  The  clinical  signs  of  shock 
are  slower  to  appear  and  are  less  profound. 
Therefore,  they  allow  more  leeway  for 
corrective  therapy.  Since  reaction  processes 
are  slower  under  hypothermia,  protective 
reactions  are  delayed;  however,  blood  loss 
should  be  adequately  replaced.  On  the 
other  hand,  over-replacement  of  the  cir- 
culation may  result  in  cardiac  failure  and 
should  be  avoided.  It  is  important  to 
remember  that  drugs  detoxified  by  the 
liver  are  delayed  under  hypothermia.  A 
shift  of  fluid  from  intravascular  spaces  into 
the  interstitial  spaces  results  in  hemocon- 
centration  (elevation  of  hematocrit  read- 
ings). This  may  give  one  a false  security 
as  to  the  actual  state  of  the  total  circulating 
blood  volume. 

It  is  difficult  to  ascertain  and  compare  the 
effects  of  hypothermia  as  to  quantities  of 
anesthetic  drugs  normally  utilized  for  a 
particular  procedure  or  postoperative  re- 
action course.  Nevertheless,  some  indi- 
cations were  obtained  by  comparing  groups 
of  patients  of  equal  physical  status,  under- 
going anesthesia  and  surgery  performed  by 
the  same  operating  team,  with  and  without 
the  use  of  hypothermia.  Furthermore, 
for  an  unbiased  impression,  a third  party 
was  invited  on  postoperati\'e  rounds  to 
evaluate  patient  status.  A patient  oper- 
ated on  for  a hernia,  for  example,  was  placed 
in  the  same  room  with  a patient  in  the  same 
age  range  who  had  had  an  abdomino- 
perineal resection  under  hypothermia,  or  a 
patient  having  had  a simple  hysterectomy 
or  appendectomy  was  placed  next  to  a 
patient  who  was  operated  on  for  a radical 
hysterectomy  under  hypothermia  and  gen- 
eral anesthesia. 

It  was  quite  apparent  from  the  remarks 
made  that  the  patients  operated  on  under 
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hypothermia  and  general  anesthesia  looked 
as  well  as,  if  not  better  than,  the  laeighbor- 
ing  patients  who  underwent  moderate 
surgery.  Several  surgeons  expressed  their 
impression  in  the  following  manner;  “I 
do  not  know  what  hypothermia  does  to 
these  patients,  but  they  certainly  look 
good,  seem  to  feel  good,  and  ha^'e  a smooth, 
uneventfid  postoperative  course.” 

The  total  quantities  of  anesthetic  drugs 
used  were  reduced  l)y  practically  50  per  cent. 
The  hypothermia  patients  were  alert,  felt 
well,  did  not  have  that  “washed-out” 
feeling,  and  to  a great  extent  hardly  re- 
quired sedation.  Their  urine  output  and 
their  ability  to  handle  fluids  was  equal  to 
preoperative  levels.  In  several  instances 
patients  who  preoperatively  were  oliguric 
or  anuric  during  and  immediately  after 
hypothermia  started  an  abundant  di- 

ureses.^t32 

It  is  of  particular  interest  to  mention 
the  management  of  fulminant  toxemia  of 
pregnancy  with  hypothermia.  The  tem- 
peratures of  the  infants  were  equal  to  that 
of  their  mothers.  There  was  a 100  per  cent 
survival  of  the  infants  weighing  over  1,000 
Gm.  as  compared  with  a (56  per  cent  sur- 
vival in  a similar  group  of  patients  treated 
and  delivered  by  cesarean  .section. The 
reduced  temperatures  of  these  infants  may 
have  contributed  to  the  high  survival  rate. 
Hypothermia  may  well  be  indicated  in 
neonatal  asphyxia  pallida.^'* 

Complications. — To  date,  over  250  sur- 
gical procedures  have  been  managed  under 
general  anesthesia  and  hypothei’inia.  The 
only  complicatioii  encountered  was  tran- 
sient myocardial  hyperin-itability  with  ar- 
rhythmias. Although  a large  number  of 
patients  with  myocardial  damage  and  ar- 
teriosclerotic disease  were  included  in  this 
series,  none  developed  ventricular  fibrilla- 
tion or  cardiac  standstill.  Many  cau.ses 
are  cited  for  the  increased  incidence  of 
myocardial  irritability  under  hypothermia. 
In  our  experience,  arrhythmias  may  occur 
in  any  stage  of  the  cooling  process  as  a result 
of  hypersympathetic  reaction  to  cold.  Ade- 


quate general  anesthesia  is  necessary  to 
control  shivering  and  prevent  vasocon- 
striction. Carbon  dioxide,  5 per  cent, 
and  oxygen,  95  per  cent,  prevents  .shivering, 
increases  cerebral  blood  flow  by  dilating 
cerebral  vessels,  and,  therefore,  enhances 
cooling.  Ganglionic  peripheral  blocking 
agents  do  not  prevent  shivering  but  do 
produce  vasodilation  and  are  helpful  in 
preventing  or  correcting  premature  ventric- 
ular contractions.  Muscle  relaxants  will 
stop  striated  muscle  activity  and,  therefore, 
shivering.  They  do  not  block  central 
perturbation  nor  prevent  vasoconstriction 
and,  therefore,  do  not  enhance  cooling  ex- 
cept in  the  sense  of  preventing  gross  shiver- 
ing 32 

Method  for  Cooling. — Surface  cooling 
is  effected  by  circulating  ice  water  through 
a plastic  mattre.ss.  A small  submersible 
motor  is  placed  in  a five-gallon  container 
filled  with  ice  and  water.*®  The  outlet 
of  the  pump  is  attached  to  one  end  of  the 
mattress,  and  the  return  flow  is  affected 
by  gravity  back  to  the  container. 

Preoperative  Management  of  Hypo- 
THERMi.i. — The  circulating  blood  volume  is 
measured  with  chromium-51-tagged  cells. 
Blood  or  fluids  are  administered  or  with- 
held to  approximate  the  estimated  ideal 
blood  volume  for  a given  patient.*®  Routine 
sedation  is  given  the  night  before  surgery, 
and  judicious  amounts  of  barbiturates  and 
phenothiazine  derivatives  are  administered 
preoperatively. 

The  patient  is  placed  on  the  cooling 
mattress  which  extends  from  the  base  of 
the  neck  to  the  middle  of  the  thighs.  An 
endotracheal  tube  is  inserted  while  the 
patient  is  under  the  effects  of  thiopental 
sodium,  gas  oxygen,  and  relaxants.  Venti- 
lation is  continually  a.ssisted  either  manually 
or  mechanically.  An  electrocardioscope  is 
attached  for  monitoring  myocardial  activity. 
Blood  pressure  readings  are  taken  at  regular 
intervals.  Depending  on  the  site  of  surgery, 
a thermocouple  lead  is  inserted  into  the 
lectum  about  10  to  15  cm.  beyond  the  anal 
orifice  or,  preferably,  in  the  esophagus  to 
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the  level  of  the  heart.  Cooling  is  started 
by  switching  on  the  motor  and  circulating 
cold  water  through  the  mattress.  A second 
mattress  is  placed  over  the  anterior  surface 
of  the  body,  or  a few  ice  bags  are  placed 
over  the  femoral  region,  the  neck,  the  pre- 
cordium,  and  the  liver.  As  soon  as  the 
temperature  reaches  34  to  35  C.,  the  top 
mattress  or  ice  bags  are  removed,  and  the 
patient  is  ready  for  the  surgical  procedure. 
Cooling  is  allowed  to  continue  until  the 
temperature  reaches  32  to  33  C.  At  this 
level  the  motor  is  stopped,  and  the  tempera- 
ture is  allowed  to  drift;  at  times  it  may 
reach  28  C.  If  the  temperature  tends  to 
rise,  the  cold  water  is  again  circulated 
through  the  mattress.  With  this  technic 
we  have  been  able  to  reduce  body  tempera- 
ture 2 to  3 degrees  centigrade  in  thirty  to 
forty-five  minutes  in  adults. 

Shivering  is  controlled  by  deepening  the 
anesthesia.  The  blood  pressure  is  main- 
tained at  a point  10  to  20  per  cent  lower 
than  preanesthesia  induction  level,  but 
maintained  at  all  times  above  80  mm.  Hg 
systolic  pressure.  In  the  event  the  blood 
pressure  rises,  an  infusion  of  trimethapan 
(Arfonad)  1 : 500  is  instilled  to  reduce 
vasoconstriction  and  to  facilitate  cooling. 

Whenever  premature  ventricular  con- 
tractions appear  on  the  cardioscope  screen, 
trimethapan  is  administered  until  a normal 
rh5Tthm  is  established.  Neo-Synephrine, 
20  mg.  per  500  cc.  infusion  is  used  whenever 
necessary  to  maintain  the  blood  pressure 
above  80  mm.  Hg. 

All  types  of  inhalation  or  intravenous 
anesthetics  are  used,  with  no  special  pref- 
erences. Fluothane  has  proved  to  be  of 
some  advantage;  it  helps  to  maintain  vaso- 
dilation. Relaxants  may  be  used  judiciously 
and  in  small  quantities.  Since  the  rate  of 
detoxification  and  elimination  of  drugs  is 
reduced  under  the  effect  of  hypothermia, 
care  must  be  exercised  in  the  administra- 
tion of  relaxants  or  depressants,  particularly 
near  the  termination  of  the  surgical  pro- 
cedure. Blood  and  fluids  are  replaced  as 
deemed  necessary.  A repeat  blood  volume 


measurement  is  done  postoperatively  in  the 
recovery  room  to  make  sure  that  there  has 
been  no  over-replacement  or  under-replace- 
ment of  blood. 

No  attempt  is  made  to  rewarm  the 
patients.  In  the  recovery  room  the  blood 
pressure  is  carefully  checked,  and  small 
amounts  of  phenothiazine  derivative  drugs 
are  administered  intravenously  to  control 
shivering.  Occasionally,  if  the  temperature 
tends  to  remain  at  a low  level,  a few  hot 
water  bottles  (temperature  of  40  C.)  are 
placed  on  the  patient. 

Comment. — The  use  of  hypothermia  is  no 
panacea  in  the  management  of  surgical  and 
anesthetic  problems,  but  it  has  merit. 

During  the  rewarming  period  there  is  a 
reversal  of  fluid  shift  which  may  overload 
the  circulation  temporarily.  Vasopressors 
should  not  be  used  indiscriminately  for  the 
purpose  of  raising  the  blood  pressure  in  the 
hypothermic  patient,  for  a moderate  degree 
of  hypotension  is  normal,  and  the  use  of 
these  drugs  may  reduce  cerebral  and  liver 
flows  (vasoconstriction). 

The  technic  of  hypothermia,  to  be  of 
value,  should  be  simple  and  practical.  Often 
the  complexity  of  a technic  outweighs  its  ad- 
vantages. These  shortcomings,  we  think, 
have  been  overcome  by  the  simple  equip- 
ment presently  used.  Little  extra  time 
(thirty  minutes)  is  necessary  in  preparing  a 
patient  for  surgery  with  the  simplified  tech- 
nic of  hypothermia  as  briefly  described. 

Hypothermia  and  general  anesthesia 
afford  a wider  latitude  of  safety  to  surgical 
patients  than  general  anesthesia  alone.  The 
reduced  oxygen  requirements  of  the  hypo- 
thermic patient  and  the  delayed  patient  re- 
action to  stress  reactions  and  sudden  blood 
loss  allow  the  anesthesiologist  more  time  to 
remedy  a given  situation.  This  should  not, 
however,  delay  prompt  therapy,  since  de- 
layed therapy  may  precipitate  acute  prob- 
lems in  the  warming  period. 

Summary.— 1.  A short  review  of  some  of 
the  physiologic  effects  of  moderate  hypother- 
mia have  been  presented. 

2.  A simplified  technic  to  induce  hypo- 
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thermia  has  been  described. 

3.  The  combination  of  hypothermia  and 
general  anesthesia  seems  to  afford  surgical 
patients  (physiologically  and  clinically)  a 
wider  margin  of  safety  than  general  anes- 
thesia alone. 

4.  Hypothermia,  to  a moderate  degree 
(30  C.)  has  much  to  offer  in  the  proper 
management  of  patients  undergoing  major 
surgery  regardless  of  condition  and  age.  By 
virtue  of  the  fact  that  all  metabolic  processes 
are  reduced,  recovery  is  favored  with  mini- 
mal stress  reactions. 

5.  During  surgery  and  the  postoperative 
period  drug  dosage  requirements  are  con- 
siderably less  in  the  hypothermic  group 
compared  wuth  the  normothermic  patients 
having  only  general  anesthesia. 
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Dr.  Negrin:  Thank  you  very  much,  Dr. 
Albert. 

Our  next  speaker  is  C.  Ronald  Stephen, 
M.D.  He  is  a member  of  a number  of 
national  and  international  anesthesia  societies 
and  has  contributed  many  interesting  papers 
to  a number  of  journals  in  various  fields  of 
anesthesia.  Since  1957  he  has  been  the 
editor  of  the  Survey  of  Anesthesiology. 
Dr.  Stephen  will  discuss  hypothermia  in 
open  heart  surgery. 

Hypothermia  in  Open  Heart  Surgery 

C.  Ronald  Stephen,  M.D.  * : The  stead- 
fastness with  which  the  higher  mammal 
strives  to  maintain  the  status  quo  of  his 
organic  life,  including  the  temperature  of 
his  cells,  has  been  recognized  for  many 
years.  One  of  the  first,  and  perhaps  the 
best,  expressions  of  this  fact  was  that  by 
Claude  Bernard:  “La  fixity  du  milieu  inte- 
rieur  est  la  condition  de  la  vie  libre,  indepen- 
dante.”^  In  the  regulation  of  body  tem- 
perature, variations  in  blood  flow  to  the 
skin  provide  the  finer  adjustments.  Heat 
loss  is  increased  by  peripheral  vasodilation 
and  prevented  by  vasoconstriction.  Grosser 
methods  of  heat  production  involve  shiver- 
ing, while  heat  loss  is  potentiated  mani- 
festly by  sweating.  The  mechanism  which 
controls  or  brings  into  play  these  compen- 
satory factors,  and  therefore  governs  homeo- 
stasis in  this  regard,  probably  is  to  be  found 
in  the  central  nervous  system.  It  may  be 
called  a “temperature  center, ”or  perhaps 
more  properly  a “central  receptor”  area. 

As  pointed  out  so  nicely  by  Sir  George 


* Coauthors:  Sara  J.  Dent,  M.D.,  W.  C.  Sealy, 
M.D.,  and  Ivan  W.  Brown,  M.D.,  Divisions  of  Anes- 
thesia and  Thoracic  Surgery,  Duke  University  Medical 
Center,  Durham,  North  Carolina. 


Pickering  in  the  Croonian  lectures  for  1957,^ 
twentieth-century  civilization,  represented 
in  its  ultimate  by  the  American  way  of 
life,  has  gone  far  to  expose  the  heat-regulat- 
ing mechanism  of  man  to  less  strain  than 
ever  before.  By  utilization  of  central  heat- 
ing, air  conditioning,  and  the  automobile, 
man’s  philosophy  now  advocates  adapting 
his  environment  to  suit  himself,  rather  than 
adapting  himself  to  suit  his  environment. 
To  the  “fixity  du  milieu  interieur,”  so- 
phisticated man  is  adding  the  “fixit4  du 
milieu  exterieur.” 

In  recent  years  medical  science  has 
attacked  this  civilized  attitude  and  pro- 
mulgated the  theory  that,  under  certain 
potentially  abnormal  circumstances,  there 
may  be  value  in  actively  attempting  to 
alter  the  temperature  constants  of  the  body. 
For  example,  if  the  temperature  of  the  or- 
ganism is  lowered,  the  activities  of  basal 
metabolism  are  reduced  by  about  6 per 
cent  for  each  degree  centigrade.  Since 
oxygen  is  the  principal  food  required  for 
metabolism,  it  would  appear  logical  to 
assume  that,  were  vital  organs  of  the  body 
severed  partially  or  completely  from  their 
oxygen  supply,  for  example,  during  certain 
intracardiac  surgical  procedures,  the  cells  of 
these  organs  would  have  a greater  potential 
for  survival  if  their  metabolism  were  slowed 
down.  It  is  not  too  great  a step  to  wonder 
if,  with  body  temperature  reduced  pro- 
foundly, this  metabolic  activity,  with  all 
its  vast  intricacies  within  the  organism, 
could  reach  a zero,  or  whether  it  would 
continue  in  some  form,  like  a mathematical 
formula,  into  an  obscure  infinity.  The 
exciting  ideas  envisaged  by  contemplation 
of  states  of  reversible  “suspended  animation” 
somewhat  stagger  the  imagination.  They 
remind  one  of  the  tale  of  older  souls  in 
Vermont  being  buried  under  the  snow  for 
the  winter  months  to  save  on  food  and 
sustenance — or  is  it  a tale? 

IMethods  AND  Technics. — To  lower  body 
temperature,  one  must  aim  first  to  paralyze 
or  obtund  the  mechanisms  normally  brought 
into  play  to  prevent  heat  loss;  then  one 
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must  try  to  aid  those  reactions  which  foster 
loss  of  calories ; and  finally,  one  must 
create  an  environment  which  will  prevent 
entry  of  calories  into  the  organism. 

The  organism  fights  against  loss  of  heat 
by  vasoconstriction  of  the  skin  vessels  and 
by  gross  shivering.  An  exception  to  this 
.statement  is  found  in  the  infant;  here 
simple  exposure  to  a low  environmental 
temperature  is  sufficient  to  reduce  body 
temperature.^  Apparently  shivering  is  not 
a well-developed  reflex  mechanism  in  infants. 
These  protective  reactions  can  be  minimized 
or  prevented  by  exposing  the  patient  to 
the  state  of  general  anesthesia.  A suf- 
ficiently profound  plane  of  anesthesia  will 
abolish  shivering,  both  obvious  and  sub- 
liminal. Subclinical  muscular  action  can  be 
detected  by  watching  an  electrocardi- 
ographic monitoring  device.  Certain  anes- 
thetic drugs,  such  as  ethyl  ether  and 
halothane,  also  produce  peripheral  vaso- 
dilation and  thus  may  counteract  the 
reflex  vasoconstriction  that  is  created. 
It  has  been  suggested  that  certain  pheno- 
thiazine  compounds,  notably  chlorpro- 
mazine,  also  mitigate  these  protective  re- 
flexes. The  administration  of  such  drugs 
provides  far  from  absolute  protection.  To 
what  extent  they  act  through  a central 
hypothalamic  mechanism  and  to  what 
degree  by  a peripheral  vascular  adrenolytic 
effect  is  unknown. 

The  actual  technics  of  inducing  hypo- 
thermia are  several.  All  are  aimed  at 
providing  an  environment  in  which  loss  of 
heat  from  the  body  is  dominant.  In 
descriptive  terms  one  may  refer  to  methods 
of  external  or  internal  cooling.  External 
cooling  can  be  accomplished  by  surrounding 
the  patient  with  ice,  with  particular  care 
to  have  close  contact  where  large  vessels 
pa.ss  in  close  proximity  to  the  skin  surface; 
by  submerging  the  patient  in  an  ice  bath; 
by  surrounding  the  patient  with  a cold-air 
box;  and  by  wrapping  the  patient  snugly 
in  a rubber  or  plastic  blanket  through  which 
cold  solutions  are  being  circulated. 

Internal  cooling  may  be  obtained  by 


Fig.  1.  A diagrammatic  sketch  of  the  heat  ex- 
changer, which  permits  rapid  coohng  or  rewarming 
of  blood  passing  through  it  as  part  of  an  extra- 
corporeal circuit. 

circulating  cold  solutions  through  a plastic 
bag  inserted  into  the  stomach  or  by  utilizing 
a heat  exchanger  placed  in  series  with  an 
extracorporeal  circulation  pump.  This  lat- 
ter method  cools  or  warms  blood  rapidly  and 
is  capable  of  altering  body  temperature  at  a 
rate  of  approximately  1 C.  per  minute.'' 
Figure  1 pictures  a heat  exchanger  diagram- 
matically.  A thermostatic  control  regulates 
the  temperature  of  the  water  which  cir- 
culates in  close  contact  with  the  blood  as  it 
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Fig.  2.  Anesthetic  record  at  Duke  Hospital  of  a sixteen-year-old  female,  weighing  46.7  Kg.  and  suffering 
from  tetralogy  of  Fallot.  With  the  aid  of  extracorporeal  circulation  and  profound,  induced  hypothermia 
(to  17.3  C.),  the  intraventricular  septal  defect  was  repaired  and  the  pulmonary  outflow  tract  opened  by 
infundibulectomy.  Note  gradient  between  rectal  and  esophageal  temperatures  during  cooling  and 
rewarming. 


passes  through  the  exchanger.  This  technic 
of  reducing  body  temperature  has  been 
called  “core  cooling”  because  the  cold  blood 
entering  the  body  has  access  primarily  to 
the  vascular  organs  deep  within  the  trunk. 

Application  To  Open  Heart  Surgery. 
— When  open-heart  surgery  was  envisioned 
first,  it  was  realized  that  the  viability  of  the 
cells  of  vital  organs  could  be  prolonged  in 
the  presence  of  total  circulatory  occlusion 
if  the  body  temperature  were  reduced.® 
Subsequent  clinical  application  has  in- 
dicated that  at  body  temperatures  of  30 
to  28  C.,  circulatory  occlusion  is  feasible 
for  periods  of  time  up  to  eight  minutes.®’^ 
Presumably,  circulatory  occlusion  would  be 
possible  for  longer  periods  of  time  at 
lower  temperatures,  but  the  hazard  of 
ventricular  fibrillation  developing  at  tem- 
peratures below  28  C.  has  precluded  this 


application. 

In  an  effort  to  prolong  the  “safe”  limit 
of  open  heart  surgery,  extracorporeal  cir- 
culation technics  were  developed  and  have 
proved  practical.®-®  Because  of  the  po- 
tential hazards  associated  with  extra- 
corporeal circulation;  namely,  the  difficulty 
in  reduplicating  cardiac  output  with  me- 
chanical pumps,  the  possible  damage  to  cellu- 
lar elements  of  the  blood  with  high  flows,  and 
the  possible  danger  of  mechanical  break- 
downs in  the  pump  or  method  of  oxy- 
genation, this  technic  was  developed  at 
Duke  Medical  Center  utilizing  a com- 
bination of  low-flow  extracorporeal  cir- 
culation and  moderate  hypothermia  (to 
30  C.)  induced  by  external  methods.^® 
It  was  believed  that  the  provision  of 
moderate  hypothermia  would  protect  the 
cells  of  vital  organs  against  the  possibility 
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Fig.  3.  Tetralogy  of  Fallot.  Excerpts  of  electroencephalographic  and  electrocardiographic  tracings 
from  patient  in  Figure  2.  Note  at  left,  electroencephalographic  inactivity  and  cardioplegia  at  temperature 
of  17.3  C.  Center,  spontaneous  ventricular  fibrillation  as  rewarming  is  begun.  Right,  conversion  of  fibrilla- 
tion to  regular  rhythm  after  electrical  defibrillation. 


of  inadequate  perfusion  of  blood  during  and 
after  the  period  of  extracorporeal  circulation. 

Within  a year  of  initiating  this  technic, 
a heat  exchanger  was  devised,  and  it  be- 
came feasible  to  exercise  a degree  of  control 
over  the  body  temperature  not  hitherto 
possible.  At  about  the  same  time  it  was 
realized  that  in  those  surgical  procedures  in 
which  cardioplegia  was  indicated  for  proper 
correction  of  the  defects,  arrest  of  cardiac 
contractions  might  be  just  as  feasible 
utilizing  physical  methods  (hypothermia) 
as  chemical  methods  (potassium).  This 
idea  has  been  implemented  in  the  operating 
room.  Those  patients  requiring  cardio- 
jilegia  are  subjected  to  a combination  of 
eztracorporeal  circulation  and  profound 
hypothermia  (17  to  10  C.),  the  reduction  of 


body  temperature,  and  partial  rewarming 
(to  about  34  C.)  occurring  during  the 
period  of  extracorporeal  circulation.  Fur- 
ther rewarming  is  continued  with  a Therm- 
0-Rite  blanket. 

Figure  2 is  an  illustrative  anesthetic 
record  of  a sixteen-year-old  female  with 
cyanotic  tetralogy  of  Fallot.  One  notes 
the  disparity  between  the  rectal  and  the 
esophageal  temperatures.  Utilizing  rapid, 
core  cooling,  there  are  variable  temperature 
gradients  found  in  the  several  locations 
where  the  temperature  is  monitored.  The 
disparities  probably  are  due  to  the  varia- 
tions in  amounts  of  blood  which  are  per- 
fused to  various  parts  of  the  body.  It  is 
believed  that  the  esophageal  temperature 
reflects  most  accurately  the  temperature 


2948 


New  York  State  J.  Med. 


CLINICAL  POTENTIALITIES  OF  HYPOTHERMIA 


I'ABLE  I. — Abtekial  Blood  Findings  of  Patient 
IN  Figure  2 


Condition 

Rectal 

Tempera- 

ture 

(Centi- 

grade) 

pH 

Oxygen 
Satu- 
Carbon  ration 
Dioxide  (Per 
Tension  Cent) 

Control 

(awake) 

37.0 

7.38 

33 

54 

Pre-pump 

36.6 

7.37 

32 

50 

Cooling 

35.9 

7.47 

23 

97 

Cool 

24.0 

7.46 

17 

96 

End  of  case 

34.2 

7.40 

28 

78 

Postoperative 

(hours) 

1 

37.4 

7.29 

41 

86 

8 

36.0 

7.46 

19 

39.2 

7.33 

88 

24 

39.2 

7.40 

36 

89 

of  the  vital  tissues,  including  the  central 
nervous  system,  kidneys,  and  myocardium. 

Figure  3 illustrates  the  changes  which 
occurred  in  the  electroencephalogram  and 
electrocardiogram  in  the  same  patient  during 
the  course  of  her  surgical  procedure.  Cardi- 
oplegia and  abolition  of  electroencepha- 
lographic  activity  developed  at  an  esophageal 
temperature  of  17.3  C.  However,  some 
electroencephalographic  activity  was  present 
at  18  C.  During  the  rewarming  phase, 
ventricular  fibrillation  began  at  19  C. 
but  was  reverted  successfully  to  a regular 
cardiac  rhythm  at  29  C.  In  this  patient  the 
venae  cavae  were  occluded  for  forty-six 
minutes,  the  aorta  was  occluded  intermit- 
tently during  the  repair  of  the  interven- 
tricular septal  defect,  and  the  total  time  of 
perfusion  was  eighty-five  minutes.  In  Table 
I are  noted  the  pH,  the  carbon  dioxide 
tension,  and  the  arterial  oxygen  saturation 
as  determined  at  various  times  during  the 
operation  and  postoperatively. 

The  advantages  of  core  cooling  as  provided 
with  a heat  exchanger  are  several:  (1) 

The  induction  of  hypothermia  may  be 
delayed  until  the  period  in  the  operative 
procedure  when  it  is  required ; (2)  reductions 
in  body  temperature  and  rewarming  can  be 
produced  rapidly;  (3)  accurate  control  of 
body  temperature  is  possible,  particularly 
in  the  region  of  the  most  vital  organs;  (4) 
because  low  flow  rates  through  the  extra- 
corporeal circuit  are  feasible,  the  blood 


makes  fewer  trips  through  the  device.  The 
net  results  are  less  trauma  to  blood  elements 
and  a potential  for  longer  periods  of  safe 
perfusion;  and  (5)  profound  hypothermia 
can  be  induced  with  practically  the  same 
ease  as  moderate  hypothermia.  Moreover, 
complete  circulatory  standstill  is  possible  at 
low  temperatures. 

Certain  disadvantages  also  are  inherent 
in  the  method:  (1)  An  extracorporeal  circuit 
is  required  with  the  present  technic,  and 
(2)  temperature  gradients  do  occur  during 
cooling  and  rewarming  between  different 
areas  of  the  body.  Whether  or  not  these 
gradients  work  to  the  disadvantage  of  the 
patient  is  unknown. 

Evaluation  of  Hypothermia. — An  un- 
resolved question  at  the  present  time  is 
whether  or  not  the  utilization  of  hypo- 
thermia is  beneficial  to  the  patient.  There 
is  no  doubt  that  when  open-heart  surgery 
with  circulatory  occlusion  is  performed  with- 
out extracorporeal  circulation,  the  reduction 
of  body  temperature  is  life-saving.  Can  the 
same  statement  be  made  when  extra- 
corporeal circulation  is  employed  for  open- 
heart  surgery?  Is  the  physiologic  trespass 
incurred  with  the  institution  of  extra- 
corporeal circulation  compounded  or  min- 
imized by  the  further  trespass  of  reduction 
in  body  temperature? 

In  an  attempt  to  evaluate  this  problem, 
certain  pertinent  factors  related  to  the 
state  of  hypothermia  will  be  discussed  with 
the  full  realization  that  the  total  knowl- 
edge of  this  state  is  still  meager. 

A most  valuable  anchor  is  the  known 
reduction  in  metabolic  function  which 
occurs  as  the  temperature  of  the  organism  is 
reduced.  It  is  not  known  at  what  tempera- 
ture, if  any,  metabolism  ceases  in  such 
a manner  that  it  can  be  fully  restored  to 
normal.  In  the  anesthetized  human,  cardio- 
plegia can  occur  at  esophageal  temperatures 
between  16  and  12  C.  Likewise,  electro- 
encephalographic activity  ceases  between 
16  and  14  C.“  These  phenomena  do  not 
necessarily  represent  cessation  of  metab- 
olism in  the  heart  or  the  brain,  but  they 
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do  indicate  a marked  reduction  in  metabolic 
processes.  If  extracorporeal  circulation 
modifies  or  alters  the  functions  of  metab- 
olism, and  there  is  evidence  to  suggest  that 
it  does,  hypothermia  may  reduce  the 
extent  of  these  alterations. 

A corollary  to  the  reduction  of  metabolism 
in  the  organism  during  the  state  of  hypo- 
thermia is  the  reduction  in  oxygen  uti- 
lization. Since  the  arteriovenous  oxygen 
differences  may  be  abnormally  great  during 
extracorporeal  circulation,  particularly  at 
lower  blood  flows,  and  since  these  differences 
can  be  reduced  markedly  by  utilizing  hy- 
pothermia, it  would  appear  that  the  ap- 
plication of  this  modality  might  protect  the 
organi.sm  against  deficiencies  of  oxygen 
supply. 

When  cardioplegia  is  required  during 
open-heart  surgery,  it  is  a moot  point 
whether  or  not  it  is  better  attained  with 
profound  hypothermia  or  by  means  of 
injections  of  chemical  drugs.  Experimental 
evidence  does  sugge.st  that  the  canine  heart 
arrested  with  potassium  citrate  at  28  C. 
is  able  to  perform  about  twice  as  much 
stroke  work  following  arrest  as  the  heart 
which  is  arrested  similarly  at  37 
Other  recent  work  by  Gott  et  indicates 
that  in  human  beings  selective  hypothermic 
arrest  is  superior  to  potassium  citrate 
arre.st  in  the  maintenance  of  the  myo- 
cardial energy  resources. 

Ventricular  fibrillation  is  the  “bete  noir” 
of  the  hypothermic  state.  There  is  no 
doubt  that  when  a way  is  discovered  to 
prevent  this  complication  (and  definitive 
progress  is  being  made  towards  this  end) 
the  principal  drawback  to  the  unlimited 
use  of  hypothermia  will  be  eliminated. 
However,  when  reduction  of  body  tempera- 
ture is  associated  with  extracorporeal  cir- 
culation, the  appearance  of  ventricular 
fibrillation  is  not  a near-fatal  catastrophe. 
Moreover,  in  our  experience  the  correction 
of  this  state  has  been  accomplished  easily 
in  every  in.stance  by  electric  defibrillation.” 

Laboratory  evidence  sugge.sts  that  a 
metabolic  acidosis  develops  with  cooling  of 


the  organi.sm. This  problem  is  diffi- 
cult to  elucidate  inasmuch  as  standards  for 
determining  acid-base  balance  and  the 
.solubility  of  such  substances  as  carbon 
dioxide  are  different  in  the  cold  and  in  the 
normothermic  states.  Clinical  experience 
with  combined  hypothermia  and  extra- 
corporeal circulation  indicates  that  although 
metabolic  acidosis  develops,  it  is  corrected 
relatively  quickly  in  the  postoperative 
period.” 

Irreversible  pathologic  cellular  damage 
coincident  with  moderate  or  profound  hy- 
pothermia has  not  been  proved.’®  How- 
ever, conflicting  evidence  exists  which  will 
be  resoh'ed  only  with  the  passage  of  time. 

Conclusion. — In  less  than  a ten-year 
span,  the  horizons  of  open-heart  surgeiy 
have  broadened  immen.sely.  The  clinical 
acceptance  of  moderate,  and  now  profound, 
hypothermia  is  leading  to  the  formation 
of  concepts  which  indeed  may  add  a new 
page  to  the  progress  of  medical  .science. 
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Dr.  Negrin:  Thank  you  very  much, 
Dr.  Stephen.  Now,  as  the  next  .speaker,  I 
will  discuss  selectiv'e  local  hj^potherniia  in 
neurosurgery. 

Selective  Local  Hypothermia  in 
Neurosurgery 

Juan  Negrin,  Jr.,  i\I.D. — One  of  the 
main  advantages  of  hypothermia  in  neuro- 
logic surgery  is  a decrease  in  brain  volume 
mainly  as  a result  of  systemic  hypotension, 
dimini.shed  cerebrospinal  fluid  pressure,  and 
arrest  of  cerebral  edema  when  present. 
Also,  the  resistance  of  the  brain  tissue  to 
surgical  trauma  is  markedly  enhanced,  and 
surgical  bleeding  is  easier  to  control. 

Furthermore,  when  the  brain  is  cooled, 
as  has  been  mentioned  repeatedly,  there  is  a 
decrease  in  oxygen  consumption  and  there- 
fore greater  protection  against  anoxia  during 
deficient  or  arrested  circulation. 

So  far,  central  nervous  system  hypother- 
mia has  been  done  by  cooling  the  entire 
body,  cooling  the  arterial  supply  to  the 
brain,  or  by  the  use  of  cold  “capsules”  or  ice 
applied  directly  to  the  cerebral  hemi.spheres. 
Cooling  the  arterial  supply  to  the  brain  re- 


(juires  a major  surgical  procedure  as  a part 
of  the  technic  of  hypothermia  and  adds  a 
number  of  complications. 

The  u.se  of  cold  applications,  including 
sporadic  partial  irrigation  of  the  brain  sur- 
face with  cold  solutions  or  ice  to  the  cerebral 
hemispheres,  allows  for  slow  and  uncon- 
trollable hypothermia  of  a very  small  and 
insufficient  area  to  take  advantage  of  all  the 
benefits  from  lower  temperatures. 

A serious  complication  of  systemic  hypo- 
thermia is  ventricular  fibrillation  or  cardiac 
standstill.  Ventricular  fibrillation  may  ap- 
pear at  30  C.,  and  between  23  and  26  C.  the 
heart  goes  into  fibrillary  contractions  and 
.stops  beating.  These  figures  are  open  to 
discus.sion.  They  vary  with  the  experience 
of  each  one,  but  they  are  more  or  le.ss 
average. 

To  avoid  substantial  interference  with  the 
general  systemic  temperature  and  also  com- 
plications secondary  to  the  lower  tempera- 
ture tolerance  of  the  heart  muscular  elements 
as  compared  with  the  central  nervous  sys- 
tem, the  development  of  other  technics  seems 
nece.ssary.  With  this  in  mind  the  concept  of 
direct  selective  regional  hypothermia  of  the 
central  nervous  system  was  thought  to  be 
worthy  of  consideration. 

One  of  the  preliminary  developments  of 
this  concept  was  to  set  up  a pilot  project  to 
permit  observations  on  experimental  cooling 
of  the  spinal  cord  in  dogs.  A pilot  project 
on  this  subject  was  carried  out  at  the  Divi- 
sion of  Experimental  Surgery  of  the  Sloan- 
Kettering  Institute  (Andre  and  Bella  Meyer 
Physiology  Laboratories),  and  the  results 
were  reported  recently.^  The  technic  de- 
scribed then  permitted  the  selective  cooling 
of  the  spinal  cord  with  temperatures  as  low 
as  10  C.,  and  they  could  be  maintained  for 
over  two  hours  without  neurologic  sequelae. 

Within  three  to  five  minutes  the  tempera- 
ture of  the  spinal  cord  could  be  brought  down 
from  normal  to  10  C.,  and  it  could  be  re- 
turned to  the  initial  values  within  a similar 
period  of  time.  The  rectal  temperature 
during  this  type  of  hypothermia  could  be 
maintained  at  close  to  normal  levels  while 
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the  temperature  of  the  cerebral  hemisphere 
remained  normal.  Sometimes,  to  maintain 
the  systemic  temperature  at  normothermic 
levels,  we  had  to  use  blankets  and  infrared 
lamps.  Some  of  the  dogs  had  small  bodies, 
and  the  hypothermia  applied  to  the  whole 
cord  eventually  spread  to  the  rest  of  the 
body  by  direct  extension.  This,  and  per- 
haps other  factors,  was  the  reason  for 
lowered  temperatures  observed  in  some 
animals. 

The  protective  effect  of  local  spinal  cord 
hypothermia  against  ischemia  was  demon- 
strated repeatedly  when  occlusions  of  the 
thoracic  aorta  for  over  one  hour  failed  to 
produce  the  usual  hind-leg  paralysis  that 
appears  in  normothermic  animals  very  often 
after  only  ten  minutes  of  thoracic  aorta  occlu- 
sion. In  several  experiments  aortic  occlu- 
sion was  maintained  for  one  and  a half  hours 
without  neurologic  after-effects. 

I will  describe  briefly  the  general  set-up  of 
an  experiment  we  did.  In  the  first  few 
animals,  to  reach  the  epidural  space,  two 
laminectomies  were  done.  One  was  high,  re- 
moving the  laminae  three  to  five  dorsal 
vertebrae;  and  one  was  low,  including  the 
fourth  and  fifth  lumbar  vertebrae.  Cathe- 
ters were  passed  into  the  epidural  space,  and 
cool  saline  was  pumped  through. 

The  pool  that  was  formed  in  the  laminec- 
tomy was  sucked  out  by  suction  or  recircu- 
lated through  a closed  system. 

After  cooling  the  epidural  space  for  about 
half  an  hour,  the  thoracic  aorta  was  clamped 
for  various  periods  of  time. 

The  general  set-up  of  the  experiment  in- 
cludes a bucket  of  ice,  a pump,  and  an  upper 
and  lower  laminectomy.  A resume  of  the 
findings  shows  that  in  one  animal  the  aorta 
was  occluded  for  thirty  minutes,  and  epidural 
cooling  was  maintained  for  a total  of  ninety- 
five  minutes  including  the  period  before, 
during,  and  after  removal  of  the  clamp. 
There  was  no  paralysis. 

The  second  animal  had  the  thoracic  aorta 
occluded  for  thirty  minutes,  epidural  cooling 
was  done  for  one  hundred  twenty  minutes, 
and  there  was  no  paralysis.  The  thoracic 


circulation  was  again  interrupted  a few  days 
later  for  thirty  minutes,  this  time  without 
cooling,  and  a spastic  paraplegia  was  pro- 
duced. This  was  a control  for  the  same 
experiment  in  the  same  animal  to  establish 
the  difference  when  the  thoracic  aorta  was 
occluded  in  a normothermic  and  hypo- 
thermic spinal  cord. 

In  this  other  animal  the  clamp  was  main- 
tained for  forty-five  minutes  with  cooling  for 
one  hundred  five.  There  was  no  paralysis. 
Another  animal  was  clamped  for  forty-five 
minutes  with  cooling.  There  was  no  paraly- 
sis. A couple  of  weeks  later  we  repeated 
this  method  of  control,  and  occlusion  of  the 
thoracic  aorta  for  only  thirty  minutes — 
fifteen  minutes  less  than  the  first  time — 
without  epidural  cooling  resulted  in  spastic- 
paraplegia. 

In  the  other  dog  the  occlusion  was  main- 
tained for  sixty  minutes  with  epidural 
cooling  without  paralysis.  A few  days  later 
the  thoracic  circulation  was  interrupted 
once  more  for  half  the  time  (thirty  minutes), 
and  there  was  no  paralysis.  In  the  same 
animal,  a few  weeks  later,  an  occlusion  of 
the  thoracic  aorta  for  sixty  minutes  w'ithout 
cooling  resulted  in  a spastic  paraplegia. 

A chart  of  the  last  experiment  shows  that 
for  ninety  minutes  complete  arrest  of  tho- 
racic aorta  circulation  could  be  maintained 
with  cooling  of  the  spinal  cord,  and  para- 
plegia was  prevented.  The  same  experi- 
ment in  the  same  animal  was  repeated  four 
weeks  later  (clamping  of  the  thoracic  aorta 
for  one  and  a half  hours  while  the  spinal  cord 
was  cooled),  and  again  there  was  no 
paralysis. 

In  view  of  these  observations  we  can 
assume  that  a procedure  for  selective  cooling 
of  the  spinal  cord  in  dogs  was  found  useful 
to  prevent  ischemic  lesions. 

A technic  with  some  modifications  of  the 
method  here  explained  then  was  developed 
and  first  tried  on  cadavers,  then  in  human 
beings  with  hopeless  neurologic  problems 
where  systemic  hypothermia  was  reported 
to  be  helpful  in  the  treatment  of  neurologic 
symptoms  or  syndromes. 
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Reports  describing  these  clinical  expe- 
riences in  greater  detail  were  presented  re- 
cently. 

. Case  Report. — Case  1. — To  illustrate  the 
current  concepts  on  this  novel  method,  a case  of 
spinal  cord  cooling  and  another  one  of  cerebral 
cooling  in  human  beings  will  be  presented.  For 
the  spinal  hypothermia  we  selected  a twelve- 
year-old  mentally  deficient  male,  blind,  deaf, 
congenital  spastic  infantile  quadriplegia  patient 
with  only  hmited  movements  of  both  upper 
extremities. 

Under  general  anesthesia,  sodium  pentothal, 
cold  sahne  at  12  C.  was  circulated  through  the 
epidural  space  for  fifteen  minutes  through 
catheters  and  needles  in  the  lumbosacral  region. 
A week  later  thirty  minutes  of  cooling  was 
repeated  again. 

Since  systemic  hypothermia  has  been  found  to 
improve  spasticity,  this  patient  was  selected  for 
this  purpose.  He  was,  of  course,  an  extreme^ 
deteriorated  and  hopeless  case,  and  that  is  why 
he  was  one  of  the  first  clinical  problems  to  be 
selected  for  this  procedure. 

His  spastic  paraplegia  was  improved,  and 
there  was  greater  faciUty  of  movements,  par- 
ticularly of  his  upper  extremities,  and  this  has 
been  present  since  his  treatment  until  about  two 
weeks  ago.  I don’t  know  what  happened  in  the 
last  few  weeks,  but  because  of  the  short  follow-uj) 
there  is  no  definite  statement  that  can  be  made  at 
this  time  as  to  the  permanent  beneficial  effect  of 
hypothermia  on  spasticity  of  this  type. 

However,  the  implications  are  obvious,  and  the 
use  of  this  procedure  in  other  neurologic  condi- 
tions of  the  spinal  cord  is  being  investigated. 
A drawing  demonstrates  the  epidural  perfusion 
of  cold  solution  to  produce  hypothermia  of  the 
spinal  cord  in  the  human  being.  In  this  instance 
it  was  done  without  the  need  for  a laminectomy 
or  other  surgical  procedure.  The  fluid  tempera- 
ture in  this  case  was  12  C.  The  saline  goes 
through  a container  and  is  pumped  in  this  in- 
stance to  a coil  which  is  cooled  by  ice.  From  here 
it  goes  to  a catheter  which  is  placed  in  the 
epidural  space  and  it  comes  back  through  a closed 
circuit  through  another  catheter  placed  further 
down.  A combination  of  needles  and  catheters 
permits  an  open  or  closed  system  to  be  used  to 
facilitate  the  evacuation  of  the  accumulated  fluid 
and  avoid  cord  compression  as  a result  of  in- 
creased pressure  from  fluid  accumulated  in  the 
.><pinal  canal. 


Another  demonstration  shows  a pump  with 
ice,  two  needles,  and  two  catheters,  in  this 
particular  case.  All  kinds  of  combinations  can 
be  made.  You  can  use  two  needles  with  two 
catheters,  or  once  you  place  the  catheters  you 
may  change  their  level  or  you  may  also  withdraw 
the  needles  in  the  epidural  space  and  leave  the 
catheters  and  so  on. 

In  an  x-ray  film  in  the  anteroposterior  view, 
an  epidural  catheter  is  in  place,  and  in  this 
particular  patient  the  catheter  goes  to  the  cervical 
spine.  Another  film  shows  a catheter  curled  in 
the  high  lumbar  region.  Because  it  is  a radio- 
paque catheter,  one  can  demonstrate  this 
curling.  It  is  important  to  take  this  x-ray 
because  many  times  if  you  don’t  have  a good 
flow,  it  is  because  one  or  more  catheters  has 
curled  or  is  otherwise  obstructed.  Then  you 
just  pull  it  back  and  replace  it,  a very  simple 
thing  to  do  to  obtain  a proper  flow. 

An  x-ray  film  shows  very  well  a lateral  view 
with  a catheter  straightened  out. 

In  the  anteroposterior  view  after  the  catheter 
is  repositioned,  the  catheter  is  seen  to  go  all  the 
way  up  to  the  cervical  spine.  The  other  cathetei- 
appears  to  finish  in  the  thoracolumbar  region  and 
is  no  longer  curled. 

Case  2. — To  demonstrate  selective  cerebral 
hypothermia  in  intracranial  lesions,  a seventeen - 
year-old  male  mentally  deficient  patient,  idiot 
level,  with  a right  spastic  paralysis,  a total  global 
aphasia,  and  uncontrolled  seizures  is  presented. 
A removal  of  the  affected  cerebral  hemisphere, 
so-called  hemispherectomy,  for  this  type  of 
condition  has  been  found  in  the  past  to  result  in 
the  disappearance  of  the  convulsive  epileptic 
attacks,  relief  of  the  spastic  hemiplegia,  and  sub- 
sequent improvement  of  the  mental  and  behavior 
condition. 

Because  of  all  these  well-known  facts,  a left 
hemispherectomy  was  done  under  anesthesia. 
Before  the  removal  of  the  hemisphere  one 
catheter  was  placed  in  each  subdural  space,  one 
in  the  right  and  one  in  the  left,  and  another 
catheter  in  each  ventricular  cavity,  one  in  the 
right  and  one  in  the  left  lateral  ventricle. 
Through  these  catheters  saline  at  a temperature  of 
17  C.  was  circulated  at  various  periods  of  time. 
The  patient’s  rectal  temperature  just  prior  to 
surgery  was  98  degrees.  Two  minutes  later, 
after  starting  the  perfusion  with  17  C.  saline,  the 
left  ventricle  fluid  was  27  C.,  and  the  temperature 
of  the  left  cerebral  hemisphere,  of  the  white 
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matter,  was  30.2  C.  The  blood  pressure  went 
from  130/90  to  120/70  within  five  minutes  and 
it  was  maintained  at  this  level  of  120/70  through- 
out the  procedure. 

Eight  minutes  after  perfusion,  the  left  ventric- 
ular fluid  was  25.8  C.  The  hemispherectomy 
was  done  uneventfully.  The  catheters  were  left 
in  place.  The  interesting  thing  in  this  particular 
case  is  that  repeated  cold  perfusion  was  done 
three  days  after  the  operation  to  improve  his 
postoperative  course.  The  fluid  was  perfused 
at  about  17  degrees  again  and  resulted  in  an 
improvement  of  the  patient’s  motor  activity  and 
consciousness  shortly  thereafter.  Later,  he  was 
placed  under  the  usual  routine  rehabilitation  and 
physical  therapy  for  these  particular  types  of  cases. 

We  have  a schematic  drawing  of  the  method 
used  for  cerebral  cooling  one  ventricle  with  one 
catheter,  another  one  with  the  other,  each 
subdural  space  with  one  catheter.  Keys  interrupt 
or  let  the  fluid  go  at  will  depending  on  which  one 
of  the  many  variables  one  wishes  to  influence. 
A closed  circuit  can  be  demonstrated.  Some- 
times you  can  use  a combination  of  closed  and 
open  circuit  and  change  from  one  to  the  other. 
A lateral  view  shows  the  catheter  in  the  lateral 
ventricles  and  in  the  subdural  spaces.  A follow- 
up ventriculogram  after  the  hemispherectomj^ 
indicates  two  catheters  in  the  subdural  space  of 
the  operated  side,  another  in  the  opposite  ven- 
tricle, and  a fourth  in  the  subdural  space  of  the 
nonoperated  side. 

There  is  no  question  that  the  hemispherectoni}^ 
was  facilitated  a great  deal  by  this  method  of 
hypothermia.  Bleeding  was  controlled  easily, 
and  the  cold  temperature,  as  observed  in  other 
cases,  had  also  an  anesthetic  effect. 

Summary. — A preliminary  introduction  to 
the  clinical  potentialities  of  a method  for 
selective  hypothermia  of  the  central  nervous 
system  has  been  presented,  and  low  tem- 
peratures of  the  brain  or  spinal  cord  can  be 
obtained  rapidly  or  slowly  in  an  otherwise 
normothermic  body.  Quick  or  gradual  re- 
turn to  normal  levels  is  also  possible  and  all 
these  changes  can  be  made  at  will  and  regu- 
lated according  to  estimated  clinical  require- 
ments and  therapeutic  or  surgical  indica- 
tions. Thank  you. 
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Now,  the  next  speaker  will  be  James 
Miller,  Ph.D.,  who  has  made  many  fascinat- 
ing experimental  and  clinical  observations 
on  temperatures.  He  is  now  finishing  his 
appointment  as  professor  of  anatomy  at 
Emory  University  and  is  ready  to  take  office 
as  professor  and  chairman  of  the  Department 
of  Anatomy  at  Tulane  Lhiiversity.  Many  of 
you  will  remember  his  observations  on 
successful  reanimation  of  mice  cooled  at  be- 
low 1 C.  Dr.  Miller  will  discuss  hypo- 
thermia in  the  management  of  asphyxia. 
His  coauthor  is  Bjorn  Westin,  iM.D. 

Hypothermia  in  the  Treatment 
of  Asphyxia* 

James  A.  Miller,  Jr.,  Ph.D.:  The 

fundamental  principle  on  ivhich  the  use  of 
hypothermia  in  asphyxia  is  based  was  stated 
by  Van’t  Hoff  before  the  turn  of  the  cen- 
tury. His  rule  states  that  the  rates  of  chem- 
ical reactions  increase  by  a factor  of  2 or 
3 for  each  10  C.  rise  in  temperature.  Al- 
though living  organisms,  ivhich  are  de- 
pendent on  enzymatic  processes  with  com- 
plex systems  of  checks  and  balances,  do 
not  behave  precisely  like  simple  chemical 
reactions,  their  responses  to  temperature 
changes  are  very  .similar.  Even  in  mam- 
mals reduction  of  temperature  is  accom- 
panied by  a concomitant  reduction  in  oxygen 
requirements  when  shivering  is  blocked, 
and  over  a wide  range  of  temperatures  this 
is  completely  reversible.  Knowing  the.se 
facts,  the  sight  in  1945  of  a newborn  infant 
in  serious  respiratory  difficulties  being 
warmed  vigorously  in  an  incubator  appeared 
to  be  ironically  incongruous.  Why  elevate 
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Fig.  1.  Temperature  and  asphyxial  survival  in 
newborn  guinea  pigs.'* 


the  oxygen  reiiuiremeiits  by  raising  its 
temperature  when  the  infant  was  dying 
from  inadeciuate  oxygenation?  This  type 
of  reasoning  started  a program  of  investiga- 
tion on  the  inter-relationships  between 
body  temperature  and  asphyxial  survival 
which  has  occupied  our  research  interests 
ever  since,  and  of  which  the  following  is 
a summary. 

Because  of  our  interest  in  asphyxia  neo- 
natorum, most  of  our  investigations  have 
been  on  newborn  animals,  but  similar  data 
also  have  been  obtained  for  adults.  As  a re- 
sult of  preliminary  experiments  the  common 
practice  of  warming  patients  suffering  from 
asphyxia  and  shock  was  iiuestioned  in  1949,^ 
and  studies  reported  in  195P  and  1954'* 
showed  that  the  time  of  death  of  experi- 
mentally asphyxiated  newborn  guinea  pigs 
increased  50  per  cent  per  10  C.  depression 
in  body  temperature  down  to  20  C.  (Fig.  !).■* 
Below  20  C.  secondary  effects  of  hypother- 
mia complicate  the  picture,  and  some  ani- 
mals may  die  before  they  have  been  tested, 
or  they  may  show  reduced  resistance  to 


asphyxia.  As  will  be  seen  later,  mild  as- 
phyxia before  or  during  cooling  largely  or 
completely  counteracts  these  deleterious 
effects. 

It  is  entirely  possible  that  although  in 
these  experiments  hypothermia  delayed  the 
time  of  death,  it  might  not  have  been  able 
to  prevent  death  from  the  asphyxiation. 
Experiments  to  test  this  possibility  showed 
that  cooled  animals  could  recover  from  lethal 
exposures  and  that  guinea  pigs  10  C.  cooler 
than  littermate  controls  recovered  com- 
pletely, spontaneously,  and  in  every  case 
from  a period  of  asphyxia  which  killed 
every  control.  Two  sample  experiments 
are  illustrated  (Table  I).®  In  the  first 
series  the  controls  were  asphyxiated  at  40 
C.  body  temperature,  and  the  other  three 
members  of  each  litter  at  30,  25,  and  20  C. 
all  recovered.  The  animals  in  the  second 
scries  were  subjected  to  a more  severe  test 
since  the  controls,  at  35  C.,  lived  sixty-eight 
seconds  longer  than  those  of  the  first  series. 
Nevertheless,  all  the  animals  at  25  C.  re- 
covered without  any  assistance.  The  ani- 
mals at  20  and  15  C.  in  this  series  showed  that 
these  temperatures  are  too  low  for  the  maxi- 
mal benefits  of  hypothermia  under  these 
experimental  conditions.  Although  all  of 
these  animals  lived  longer  than  did  their 
controls,  only  40  per  cent  of  the  animals  at 
20  C.  and  none  of  those  at  15  C.  were  able 
to  recover  spontaneously. 

Puppies  are  born  in  a stage  of  develop- 
ment more  nearly  resembling  that  of  the 
human  baby  at  birth.  Accordingly,  it  is 
interesting  to  note  that  they  are  more  re- 
sistant to  asphyxia  at  all  temperatures,  and, 
in  addition,  the  protection  conferred  by 
hypothermia  is  far  greater  than  in  the  case 
of  the  guinea  pig  (Fig.  2) . ® 


TABLE  I. — Spontaneous  Recovery  from  Asphyxia  Lethal  for  Warm  Littermate® 


Five  Litters 

Body  Temperature  (Degrees  Centigrade) 

. 

of  Four 
Animals  Each 

Exposure 

(Seconds) 

40 

35 

30  25 

(Per  Cent) 

20 

15 

Series  1 

228 

0.0 

100  100 

100 

Series  2 

296 

0.0 

100 

40* 

0.0* 

* Mean  survival  time  of  animals  which  died  was  greater  than  control. 


Part  I— September  1,  U)(il 


2955 


SYMPOSIUM 


I 


MINUTES 


Fig.  2.  Time  of  death  of  newborn  guinea  pigs 
and  puppies  asphyxiated  in  95  per  cent  nitrogen  plus 
5 per  cent  carbon  dioxide.* 


TABLE  II. — Asphyxial  Survival  of  Cooled 
Neonatal  Puppies® 


Condition 

Number 

of 

Puppies 

Tem- 
pera- 
ture Time  of  Per  Cent 
(Degrees  Death  of 

C.)  (Minutes)  Control 

Warm 

13 

38.9 

12 

100 

Warm 

Cool  (degrees 
C.) 

14 

37.4 

14.6 

121.7 

5 

9 

34 

23.3 

194.2 

10 

7 

28.9 

33.9 

282.5 

15 

7 

23 

59.3 

494.2 

20 

7 

17.9 

65.9 

549.2 

25 

11 

14.7 

90.4 

753.3 

30 

5 

10.2 

82.3 

685.8 

35 

5 

5.7 

35.3 

294.2 

As  may  be  seen  in  Table  II,  the  average 
time  of  death  of  puppies  at  13  C.  was  7V2 
times  that  of  littermate  controls  at  37  C.® 
When  the  ability  of  cooled  puppies  to  re- 
cover from  lethal  exposures  was  tested  it 
was  found  that  all  puppies  at  15  C.  recovered 
from  2 to  4 times  the  lethal  exposure  for 
normothermic  littermates,  most  recovered 
from  5 and  6 times  the  lethal  exposure,  and 
recoveries  were  recorded  from  as  much  as 
10  times  the  lethal  exposure  (Table  III). 
The  longest  period  of  asphyxia  from  which  a 
spontaneous  recovery  occurred  was  two 
hours,  ten  and  one-half  minutes.  It  should 
be  emphasized  that  in  none  of  these  cases 
was  artificial  respiration  given.  Any  animal 
which  recovered  did  so  without  external 
assistance.  It  also  should  be  noted  that 
when  tested,  the  animals  which  recovered 
fed  normally  and  had  no  paralyses  or  other 
evidences  of  neurologic  damage  from  the 
long  exposure  to  asphyxia. 


580  GRAM  FETUS 


Fig.  3.  Temperature  and  heart  rate  of  580-Gm. 
fetus  cooled  five  times  to  4 C.  or  less.’ 


TABLE  III. — Spontaneous  Recovery  of  Cooled 
Neonatal  Puppies* 


Animals 

Number 

of 

Puppies 

Mean 

Tempera- 

ture 

(Degrees 

C.) 

Died 

(Per 

Cent) 

Re- 

covered 

(Per 

Cent) 

Control 
Asphyxiated 
two,  three, 
and  four 

16 

37.4 

100 

0 

times 

Asphyxiated 
five  and 

14 

14.9 

0 

100 

six  times 
.Asphyxiated 
seven  and 

12 

15.4 

33 

67 

eight  times 
Asphyxiated 
nine  and 

9 

15.1 

44 

56 

ten  times 

8 

15.1 

63 

37 

* Condensed  from  MiUer  and  Miller.® 


It  is  not  possible  to  state  how  closely  the 
newborn  human  infant  resembles  the  pupp,y 
in  tolerance  of  hypothermia  and  of  asphyxia ; 
however,  1 cooled  infant,  who  tvuII  be  dis- 
cussed later,  recovered  from  one  hour  and 
nineteen  minutes  of  apnea,  and  the  heart 
beat  was  maintained  for  twenty-one  hours 
in  an  apneic  previable  fetus  which  was  cooled 
five  times  to  temperatures  between  4 and 
0.1  C.  (Fig.  3).'^  As  seen  in  Table  IV,  the 
temperature  of  the  latter  was  below  15  C. 
for  seventeen  hours,  below  10  C.  for  thirteen 
and  one-half  hours,  and  below  1 C.  for  two 
and  one-half  hours.®  These  observation.^ 
suggest  that  when  partially  asphyxiated, 
the  human  infant  can  tolerate  very  low  tem- 
peratures and  when  cooled  can  tolerate  long 
periods  of  asphyxia. 

Drugs  which  are  used  in  childbirth  are 
known  to  cross  the  placenta  and  affect  the 
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42  38  34  30  26  22  18  14 

Body  Temperature 

Fig.  4.  Effects  of  narcosis  with  sodium  pento- 
barbital on  asphyxial  survival  at  different  body 
temperatures.  Data  plotted  as  percentage  increase 
of  narcotized  over  littermate  control  survival  times. ^ 


TABLE  IV. — Human  Fetus  (580  Gm.):  Length 
of  Exposure  to  Hypothermia® 


Hypothermia 

(Degrees 

Centigrade) 

Total 

Minutes 

Hours 

(Approximate) 

Below  15 

1,037 

17V4 

Below  10 

817 

13 -A 

Below  5 

576 

9>A 

Below  2 

244 

4 

Below  1 

148 

2' A 

unborn  infant.  The  influence  on  resistance 
to  asphyxia  of  one  of  these,  sodium  pento- 
barbital (Nembutal),  was  tested  at  seven 
different  temperatures  (Fig.  4).^  In  neonatal 
guinea  pigs  it  was  found  to  prolong  survival 
17  per  cent  in  the  normothermic  range  and 
was  more  and  more  beneficial  as  the  tem- 
perature was  reduced.  As  illustrated  in 
Figure  5,  the  large  percentage-wise  improve- 
ment of  sedated  over  nonsedated  animals 
below  20  C.  resulted  from  the  fact  that  in 
this  range  the  animals  were  protected  from 


Fig.  5.  Effects  of  narcosis  on  time  of  death  from 
asphy.xia  in  newborn  guinea  pigs.  Note  that  at  low 
temperatures  controls  lived  for  shorter  periods,  but 
survival  times  of  narcotized  animals  continued  to 
increase.® 

the  deleterious  effects  of  hypothermia.® 

While  we  were  finding  that  hypothermia 
protects  against  asphyxia,  the  group  at  the 
National  Institute  for  Medical  Research 
in  London  was  reporting  startling  experi- 
ments in  which  they  were  able  to  resuscitate 
animals  from  0 C.  or  even  lower,  providing 
the  animals  were  partially  asphyxiated  dur- 
ing the  early  stages  of  cooling  by  being  sealed 
in  vessels  of  appropriate  volume.  In 
1957  we  spent  nine  months  with  the  group 
and  found  that  the  technic  worked  for  us 
also,  and  that  in  the  case  of  mice  sealed  in 
jars  for  an  hour  the  oxygen  content  of  the 
jars  fell  to  6 per  cent  and  the  carbon  dioxide 
content  rose  to  11  per  cent.  In  the  case 
of  rats,  which  require  a longer  time  to  cool, 
the  oxygen  content  falls  lower,  and  the  car- 
bon dioxide  content  may  reach  16  per  cent 
(Table  On  analysis,  as  is  shown 

in  Table  VI,  both  the  hypoxia  and  the  hy- 
percapnia were  found  to  play  major  roles 
in  the  recoveries  from  less  than  1 


TABLE  V. — Oxygen  and  Carbon  Dioxide  Content  of  Vessels  at  Time  of  Removal  of  Animals 


Content  of  Air  in  Vessels  • 

Size  of 

Time  in  Vessel 

Oxygen 

Carbon  Dioxide 

Animal 

Vessel  (Ml.) 

(Minutes) 

(Per  Cent) 

(Per  Cent) 

Rat:  And  jus  and  Smith® 

1,500 

90  to  100 

2.4  to  3.4 

15.6  to  16.6 

Hunter 

2,000 

90 

10.5 

(3.8  to  15) 

Mouse:  Miller  and  Miller 

495 

60 

6 

11 

(5.6  to  7.5) 

(10.3  to  12.3) 
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TABLE  VI. — Influence  of  Hypoxia,  Hypercapnia,  and  Humidity  on  Reanimation  of  Mice  from 

Less  than  1 C.* 


Time  of  Return  of 

Number  with 

Postural  Reflexes 

No  Evidence  of 

Permanent 

Treatment 

(Minutes) 

Neurologic  Injuries 

Recoveries 

Hypoxia,  hypercapnia,  high  humidity 

(jar  controls) 

19.2 

7 

9 

Hypoxia,  hypercapnia,  low  humidity 
(silica  gel) 

Hypoxia,  low  carbon  dio.xide,  high 

23.4 

2 

9 

humidity  (soda  lime) 

28.9 

1 

7 

Hypoxia,  low  carbon  dioxide,  low 
humidity  (soda  lime  plus  silica  gel) 
Normal  oxygen,  normal  carbon  di- 

37.6 

0 

3 

oxide,  low  humidity  (one  hour  in 
cold  room) 

38.6 

0 

2 

Rapidty  cooled 

46.2 

3 

1 

* Data  from  Tables  III,  IV,  and  V,  from  Miller  and  Miller.'* 

TABLE  VII. — Influence  of  Hypoxia-Hypercapnia  During  Cooling  on  Time  of  Asphyxial  Death*! 

Time  of  Death 

Per  Cent  of 

Per  Cent  of  Ice- 

T re  a tmen  t T emperature 

(Seconds) 

Warm  Littermate 

water  Littermate 

Normothermic  control  36.8  C. 

Hypothermic 

262.4 

100 

Cooled  in  icewater  19.6  C. 

389.5 

150 

100 

Cooled  in  jar  20  C. 

555.3 

214.3 

143.2 

* Means  of  10  litters  of  3 newborn  guinea  pigs.  Time  of  death  in  95  per  cent  nitrogen  plus  5 per  cent 

carbon  dioxide. 

t Condensed  from  Miller  and  Miller.® 

The  commonest  evidence  of  neurologic  showed 

.severe,  generalized 

va.soconstriction 

damage  in  the  reanimated  mice 

was  tern-  which  was  absent  in  films 

of  the  animals 

porary  weakness  or  flaccid  paralysis  of  the 
hind  legs.  Front-leg  weakness  was  almost 
never  .seen.  Since  there  are  marked  dif- 
ferences in  the  blood  supply  of  the  cervical 
and  lumbo.sacral  levels  of  the  spinal  cord, 
it  occurred  to  us  that  the  vulnerability  of 
the  hind  limbs  might  be  related  to  these 
differences.  The  cervical  enlargement  which 
innervates  the  foreleg  is  vascularized  by 
the  vertebral  arteries,  a pair  of  vessels  of 
considerable  size,  while  the  lumbo.sacral 
cord  supplying  the  hind  limbs  has  only  a 
segmental  blood  supply.  Since  va.socon- 
striction  of  the  great  vessels  is  known  to 
occur  in  deep  hypothermia,  the  protection 
afforded  by  the  .sealed  vessel  technic  might 
be  related  to  va.sodilation  produced  by  the 
hypoxia-hypercapnia.  This  suggestion  was 
borne  out  by  x-ray  studies  of  animals  into 
which  a solution  of  Micropaque  was  trans- 
fused after  the  animals  had  been  cooled 
to  2 C.  or  less.  The  control  animals  which 
were  cooled  without  rnild  asphyxiation 


cooled  in  jars.  The  diameters  of  all  of  the 
major  arteries  were  larger  in  the  jar-cooled 
animals.  Of  particular  significance  were 
the  larger  size  of  the  basilar  artery  suppl}"- 
ing  the  respiratory  centers  of  the  medulla 
(jar-cooled  animals  breathed  .sooner),  the 
coronary  arteries  (in  most  of  the  animals 
which  died  during  I’oanimation  ventricular 
fibrillation  occurred),  and  the  lumbar  ar- 
teries supplying  the  lumbosacral  cord  (jar- 
cooled  animals  .seldom  showed  any  evidence 
of  hind  limb  weakness  or  temporary  paral- 
ysis). Jar  cooling  of  newborn  guinea  pigs 
likewi.se  prevented  the  severe  vasoconstric- 
tion which  occurred  below  20  C. 

If  these  findings  have  significance  for 
a.sphyxial  survival,  a neonatal  animal  which 
is  mildly  asphyxiated  during  cooling  should 
live  longer  than  one  at  the  same  temperature 
which  is  not  asphyxiated  until  after  it  has 
been  cooled.  Table  VII  illu.strates  that  this 
prediction  was  verified  when  tested  experi- 
mentally.^^ Further  support  for  the  con- 
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Fig.  6.  Cooling  rates  of  stillborn  human  fetuses.  Six  sample  curves  of  colonic  temperatures  of  fetuses  be- 
tween 451  and  4,107  Gm.  cooled  in  circulating  icewater.’® 


TABLFj  VIII. — Asphyxial  Si'rvival  Following 
Exposure  to  Hypoxia-Hypercapnia*® 

Tem- 


Treatment 

pera- 

ture 

(Degrees 

C.) 

Time  of 
Death 
(Seconds) 

Per  Cent 
of 

Control 

Normothermia 

Control 

37 

249 

100 

10  per  cent  oxygen 
plus  5 per  cent 
carbon  dioxide 
(for  9.2  minutes) 

37 

237.7 

9(i . 4 

Hypothermia 

Control 

17.8 

314.5 

100 

10  per  cent  oxygen 
plus  5 per  cent 
carbon  dioxide 

17.9 

423.7 

149.2 

* Means  of  20  littermate  pairs.  Times  of  death 
in  95  per  cent  nitrogen  plus  5 per  cent  carbon 
dioxide. 


c*ept  is  seen  in  Table  VIII. This  shows 
that  it  is  not  necessary  for  the  hypoxia- 
hypercapnia  to  develop  slowly  since  ex- 
posure to  a mixture  of  10  per  cent  oxygen  and 
5 per  cent  carbon  dioxide  immediately  prior 
to  testing  produced  a 49  per  cent  increase 
in  survival  times  in  hypothermic  animals. 
If,  however,  the  benefits  of  hypoxia-hyper- 
capnia result  from  the  prevention  of  vaso- 
(;onstriction,  no  benefits  should  accrue  to 
normothermii!  animals  from  exposure  to 


TEMP  LOSS  PER  MINUTE  IN  1)86  GM  GUINEA  PIG 
Alive , Asystole  VS  Dead 

0 5 15  25  35  45 


P'lG.  7.  Cooling  rates  of  adult  guinea  jiig  plotted 
on  a linear  [andtsemilogarithmic  [scale.  Note  that 
except  for  the  preliminary  ten-minute  period  the 
cooling  curves  plotted  on  a semilog  scale  are  straight 
lines.'® 

10  per  cent  oxygen  and  5 per  cent  carbon 
dioxide  prior  to  testing.  Again  the  ex- 
perimental results  confirmed  the  prediction 
(Table  Vni). 

Since  hypothermia  was  so  effective  in 
protecting  newborn  animals  from  asphyxia, 
the  next  important  parameter  to  establish 
was  the  rates  at  which  cooling  could  be 
achieved.  In  Figure  6 cooling  rates  in 
circulating  ice  water  of  4ol  Gm.  to  4,107 
Gm.  stillborn  human  fetuses  are  plotted 
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TABLE  IX. — Asphyxia  Pallida  Treated  with  Hypothermia  and  Oxygenated  Blood* 


Treatment 


Mini- 

mum 

Colonic 

Tempera- 

Later 

Num- 

Time  Length  ture 

Develop- 

ber  . 

-Apgar  Scores Before  of  (Degrees 

ment 

of  Before 

After  After  Cooling  Apnea  Centi- 

Nor-  Re- 

Cases  Cooling 

Cooling  Transfusion  (Minutes)  (Minutes)  grade)  Deaths 

mal  tarded 

Hypothermia  7 1.7  8.4  ...  6 to  19f  8 to  46  24  to  32  none  6 If 

(1  to  3)  (5  to  10) 

Hypothermia 

and  oxygen-  4 1 3.5  8.8  4 to  8 9 to 79* **23  to  25  1**  3 0 

ated  blood  (2  to  5)  (7  to  10) 

* Data  from  Westin,  Miller,  Nyberg,  and  Wedenberg.^^ 

t The  infant  with  longest  period  of  apnea  while  normothermic  showed  transient  hypertonicity  during 
first  two  weeks  and  is  definitely  retarded. 

**  The  infant  with  longest  period  of  apnea  died  at  thirty  hours,  apparently  from  aspiration  of  vomitus. 


as  recorded  by  thermistors  inserted  into 
the  descending  colon  about  halfway  to  the 
diaphragm.  As  might  be  expected,  great 
differences  in  the  rate  of  cooling  were  found 
depending  on  size.  In  twenty  minutes  the 
temperature  of  the  largest  infant  had  fallen 
only  31  C.,  whereas  that  of  the  smallest 
was  at  9.4  C.  Since  there  were  no  data  on 
the  relationships  between  cooling  rates  in 
living  and  dead  organisms,  large  adult  guinea 
pigs  were  narcotized,  depilated,  and  cooled 
first  while  alive  and  then  a second  time  after 
they  had  expired.  Figure  7 shows  the  results 
plotted  on  a linear  scale  on  the  left  and  on  a 
similog  scale  on  the  right.  Constants  (Ki, 


K2,  and  K3)  calculated  for  the  rates  of  (tooling 
showed  that  as  long  as  effective  heart  ac- 
tion was  maintained,  the  hving  guinea  pig 
cooled  at  an  appreciably  higher  rate  than  i1 
did  during  the  second  cooling  period  after 
its  demise.  However,  when  the  electro- 
cardiogram showed  the  loss  of  an  effecti^’e 
beat,  the  cooling  rate  fell  to  that  which  was 
recorded  after  death.  The  difference  be- 
tween Ki  and  K3  is  a measure  of  the  effec- 
tiveness of  the  circulation  in  bringing  cold 
blood  back  from  the  surface  where  the  heat 
exchange  is  taking  place.  These  experi- 
ments showed  that  we  might  expect  greatei- 
(!Ooling  rates  in  living  fetuses  than  we  had 


HOURS  AFTER  BIRTH 

Fig.  8.  Three  .sample  cases.  Temperature  records  of  cooled  babies.  Cooling  rates  for  Cases  1,  4,'* 
and  8.” 
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DAYS  AFTER  BIRTH 

Fig.  9.  Temperature,  heart,  and  respiration  rates 
during  a second  cooling  and  rewarming  (Case  5).^ 


recorded  for  the  stillborn  fetuses.  Like- 
wise they  suggested  that  it  is  possible  to 
use  the  cooling  rates  of  living  and  stillborn 
fetuses  of  the  same  size  to  evaluate  circula- 
tion in  the  living  infant. 

Recently  a clinical  trial  of  hypothermia 
as  a treatment  for  asphyxia  neonatorum  has 
been  initiated  in  Stockholm  by  Westin  et 
Eleven  full-term  babies  have  been 
treated  thus  far.  All  had  failed  to  respond 
to  the  standard  treatment  at  the  Sabbats- 
berg  Hospital,  and  all  were  in  the  pallida 
stage  (that  is,  were  apneic,  pale,  and  atonic) 
at  the  time  cooling  was  initiated  (Table  IX). 
Seven  cases  were  treated  by  hypothermia 
alone,  and  4 received  a transfusion  of  oxygen- 
ated blood  in  addition.  The  length  of  the 
apneic  period  ranged  from  eight  to  seventy- 
nine  minutes,  and  the  time  before  cooling 
was  begun  varied  between  four  and  nine- 
teen or  more  minutes.  Apgar  scores  aver- 
aged 1.1  and  1 at  the  beginning  of  cooling. 
By  the  end  of  the  cooling  period  the  mean 
score  had  risen  to  8.4  for  the  7 infants  who 
were  given  no  further  treatment,  but  onlj'^ 
to  3.5  for  the  4 who  received  transfusions. 
By  the  end  of  the  transfusion  their  scores 
had  risen  to  8.5. 

In  Figure  8 are  illustrated  the  cooling 
records  for  three  typical  cases  (Case  1, 
Case  4,  and  Case  8).i®’*^  Case  1 was  not 
severely  asphyxiated  at  the  time  of  birth 
but  was  apneic  from  the  sedation  of  the 


INJECTED  BLOOD  DILATES  RIGHT  ATRIUM  AND  RIGHT  VENTRICLE, 
FILLING  pericardial  CAVITY,  REDUCES  CORONARY  FLOW  BY 
COMPRESSING  ALL  CORONARY  VESSELS,  PARTICULARLY  THE  VEINS. 

Fig.  10.  Effects  of  intravenous  transfusion  on  a 
flabby  atonic  heart.  Blood  entering  the  right 
atrium  and  ventricle  causes  dilatation  and  com- 
pression of  the  coronary  veins  thereby  reducing 
coronary  blood  flow.*® 

mother,  and  after  fifteen  minutes  of  un- 
successful attempts  to  initiate  breathing  it 
was  placed  on  its  back  in  a tub  of  running 
water  at  8 C.  Spontaneous  breathing  be- 
gan twenty-three  minutes  after  birth  at  a 
temperature  of  27  C.,  and  seventeen  minutes 
later  the  infant  cried  at  25  C.  The  sub- 
sequent history  was  uneventful. 

Case  4 was  the  first  to  receive  a trans- 
fusion. This  procedure  was  decided  on 
when  in  spite  of  cooling  to  23  C.  there  had 
been  no  breaths  or  gasps  and  the  heart  had 
stopped  at  one  hour  and  fifteen  minutes  after 
birth.  A transfusion  of  150  ml.  of  cold, 
oxygenated,  heparinized  blood  given  during 
the  next  four  minutes  resulted  in  breathing 
by  the  end  of  the  transfusion  period.  This 
infant  was  cooled  for  the  longest  time 
(thirty-nine  minutes),  reached  the  lowest 
temperature  (23  C.),  and  was  apneic  for 
the  longest  time  (seventy-nine  minutes)  of 
the  series.  It  is  also  unique  in  being  the 
only  member  of  the  series  who  is  not  alive 
today.  It  died  at  thirty  and  one-half  hours, 
apparently  from  aspiration  of  vomitus. 
It  is  important  to  note,  however,  that  at 
autopsy  it  did  not  show  the  hemorrhages  in 
the  brain  which  are  characteristic  of  infants 
which  die  from  asphyxia  neonatorum. 

Since  a transfusion,  which  was  given  as  a 
last  resort,  was  successful  in  Case  4,  the 
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INJECTION  VIA  AORTA 

INJECTION  ENTERS  LEFT  AND  RIGHT  CORONARY 
ARTERIES,  PROVIDES  FRESH  BLOOD  FOR  MYOCARDIUM. 

Fig.  11.  Effects  of  intra-arterial  transfusion  on  a 
flabby  atonic  heart.  Note  the  size  of  the  pericardial 
cavity.  No  dilatation  of  the  heart  has  occurred. 
Blood  reaching  the  aortic  valves  is  prevented  from 
entering  the  heart  by  the  aortic  valves.  Instead  it 
fills  the  coronary  arteries  bringing  fresh  oxygenated 
blood  to  the  myocardium 

decision  to  transfuse  was  arrived  at  earlier 
for  Cases  5,  6,  and  11.  In  each  instance 
respiration  and  crying  began  during  or 
shortly  after  the  transfusion.  Case  5 suf- 
fered a second  period  of  respiratory  distress 
at  twenty-six  hours  following  vomiting  and 
was  cooled  a second  time  to  30.6  C.  with 
relief  of  symptoms  (Pdg.  9).^ 

In  2 of  the  4 cases  the  transfusions  were 
through  the  umbilical  vein;  in  the  other 
2,  Cases  4 and  6,  the  transfusion  was  through 
an  umbilical  artery.  The  use  of  the  intra- 
arterial injections  for  the  most  seriously 
depressed  infants  recjuires  a little  explana- 
tion. Blood  entering  a flabby  hypoxic 
heart  dilates  the  right  atrium  and  ventricle 
and  compresses  the  coronary  veins  against 
the  nondistensible  pericardium.  Thus  an 
intravenous  transfusion  at  this  stage  actually 
decreases  coronary  flow  and  further  em- 
barrasses the  failing  heart  (Fig.  10).^®  Con- 
trariwise, there  is  no  danger  of  dilating  the 
heart  during  an  intra-arterial  transfusion. 
Blood  reaching  the  heart  by  way  of  the  aorta 
is  prevented  from  entering  the  ventricle 
by  the  aortic  valves  and  is  carried  into  the 
cardiac  musculature  by  the  coronary  arteries 
(Fig.  II). '9 


Because  of  the  peculiar  relationships 
of  the  umbilical  A'ein  to  the  li\Tr  in  the  new- 
born, the  fate  of  transfused  fluids  was  in- 
vestigated in  unembalmed,  stillborn  fetuses. 
Radiographs  taken  after  the  introduction 
of  an  x-ray  opacjue  substance  showed  that 
in  a full-term  fetus  it  reijuired  as  much  as 
60  ml.,  injected  intravenously,  to  fill  the 
liver,  inferior  vena  cava,  and  portal  system 
before  any  material  entered  the  heart. 
Even  then  there  seldom  was  any  filling  of 
the  left  ventricle  until  large  volumes  were 
introduced.  In  one  instance  175  ml.  were 
transfused  with  no  sign  of  filling  of  the  coro- 
nary arteries.  In  intra-arterial  transfusions 
the  coronaries  usually  were  seen  after  4 ml. 
had  been  transfused  and  in  one  instance 
after  only  2 ml.  had  been  transfused.  The 
basilar  artery  which  supplies  the  medullary 
respiratory  centers  regularly  was  filled  by 
the  time  8 ml.  had  been  injected,  sometimes 
after  only  6 ml.  (Fig.  12). Thus,  al- 
though intravenous  transfusions  may  be 
expected  to  achieve  satisfactory  results  if 
circulation  is  not  impaired  too  seriousl}^ 
they  are  definitely  contraindicated  for  ter- 
minal conditions  in  which  blood  pressure 
is  very  low  and  the  heart  is  flabby  or  fibril- 
lating. 

Case  8 is  typical  of  the  more  recent  cases 
(Cases  8,  9,  and  10).  In  this  instance  cool- 
ing was  started  early  (after  only  five  minutes 
of  apnea),  was  continued  for  only  four 
minutes,  and  the  minimum  body  tempera- 
ture fell  only  as  far  as  32  C.  since  breathing 
and  crying  came  early.  These  results  sug- 
gest that  there  is  an  important  early  bene- 
fit of  cooling  during  asphyxia  which  had  not  j 
been  anticipated.  Since  this  occurs  before 
there  has  been  time  for  any  appreciable 
reduction  in  metabolic  requirements  bj^ 
reduction  in  core  temperature,  it  is  suggested 
that  it  may  be  the  result  of  cooling  on  the 
vascular  tree.  Vasoconstriction  resulting 
from  direct  action  of  cooled  blood  returning 
from  the  periphery  of  the  body  could  pro- 
duce what  might  be  called  an  intravascular 
transfusion  of  the  baby’s  own  blood. 

Hearing  tests  performed  on  these  infants 
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Fig.  12.  Jntni-iirtorial  vcrsii.s  intravenous  transfusion  in  full-tmn  stillborn  infants.  Six  ml.  of  con- 
trast medium  introduced  into  (.1 ) an  umbilical  artery  and  Hi)  the  umbilical  vein.  Note  the  filling^of  coro- 
nary arteries  and  basilar  artery  restdting  from  the  intra-arterial  transfusion.  Hy  contrast  the  contrast  medium 
is  trapjied  in  the  liver  and  the  caval  and  portal  systems  in  the  infant  with  the  intravenous  transfusion. “ 

Ant  Dese  Br:  anterior  descending  branch  of  left  coronary  artery;  Bas:  basilar  artery;  Cir  Br;  circum- 
flex branch  of  left  coronary  artery;  Rt  Cor:  right  coronary  artery;  Adv  Hep:  advehent  hepatic  vein; 
Hep:  hepatic  vein;  IVC:  inferior  vena  cava;  Port:  portal  vein;  Rev  Hep:  rt'vehent  hepatic  vein; 
Sup  Mes:  superior  mesenteric  vein. 


by  Erik  Wedeuberg,  M.D.^®  showed  no  loss 
of  acuity  to  tones  between  500  and  4,000 
cycles  per  second  even  in  the  infant  who 
was  apneic  for  seventy-nine  minutes.  Babies 
severely  asphyxiated  at  birth,  with  or  with- 
out subsequent  neurologic  symptoms,  often 
show  marked  loss  of  hearing  in  this  range 
(Fig.  13),  and  Wedenberg  believes  that  this 
is  the  best  single  index  of  damage  to  the 
central  nervous  system  in  infants.’® 

The  subsequent  development  of  these 
infants  has  been  encouraging  (Table  X).’^ 
In  this  table  Case  7 has  been  separated 
from  the  rest  because  this  was  not  a case 
of  asphyxia  neonatorum  (the  infant  was  two 
days  old  when  the  a.sphyxiation  occurred). 


and  the  total  length  of  asphyxiation  while 
the  infant  was  normothermic  was  excessive. 
It  was  totally  apneic  when  first  seen,  and 
nineteen  minutes  of  normothermia  elapsed 
between  that  time  and  the  beginning  of  the 
cooling  period.  From  subsequent  events 
it  appears  that  this  was  greater  than  the 
maximum  time  during  which  brain  injury 
from  asphyxia  is  reversible  at  two  days  of 
age.  Cases  10  and  11  who  were  7.5  and 
5.1  months  of  age  when  the  table  was  made, 
were  omitted  from  the  calculation  of  the 
means  because  they  were  not  yet  old  enough 
to  have  walked  or  talked.  Mean  times  of 
the  remaining  7 were  8.9  months  for  crawl- 
ing, 9.9  months  for  standing,  and  13.1 
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time  these  babies  are  in  the  normal  range  in 
spite  of  periods  of  asphyxia  which  varied 
between  eight  and  fifty-two  minutes  (aver- 
age sixteen  minutes)  immediately  after 
birth. 

Summary. — Controlled  animal  experi- 
ments have  shown  that  hypothermia  post- 
pones death  from  asphyxia  and  permits  100 
per  cent  spontaneous  recoveries  from  ex- 
posures which  are  lethal  for  littermate  con- 
trols. The  combination  of  hypoxia  and 
hypercapnia  which  occurs  during  asphyxia- 
tion is  a protection  from  at  least  some  of  the 
deleterious  effects  of  deep  hypothermia,  one 
of  which  we  believe  to  be  severe,  generalized 
vasoconstriction.  Thus,  there  appears  to 
be  an  interaction  between  asphyxiation  and 
hypothermia  whereby  the  asphyxiated  in- 
dividual is  in  a sense  preconditioned  for 
cooling. 

Finally  in  a clinical  trial  initiated  by 
Westin  and  Nyberg  7 babies  in  asphyxia 
pallida  were  treated  successfully  with  cool- 
ling  alone,  and  4 more  were  treated  with 
cooling  and  transfusions  of  oxygenated 


TABLE  X. — Later  Development* 


Case 

Num- 

ber 

As- 

Cooling  phyxia 
Time  Time 

(Minutes) (Minutes)  Hearing 

Electroenceph  alogram 

Motor  Development 
Crawled  Walked 

(Months)  (Months) 

Vocabulary 

1 

17 

23 

Normal 

Normal  (at  9.2 
months) 

12 

14.8 

5 words  (21.8 
months) 

2 

10 

15 

Normal 

Normal  (at  5.5 
months) 

10 

14 

20  words  ( 19 
months) 

3 

4 

14 

Normal 

A few  spikes,  but  not 
distinctly  abnor- 
mal (at  5.5 
months) 

7 

14 

7 words  (18.5 
months) 

5t 

11 

18 

Normal 

Normal  (at  6 
months) 

10 

15 

30  words  (18.7 
months) 

6t 

14 

52 

Normal 

Normal  (at  4 
months) 

6 

12 

30 -t-  words  (2 
word  sentences) 
(18  months) 

8 

•4 

8 

Normal 

Not  taken 

11 

12 

20  words  (13.5 
months) 

9 4 

Means 

8 

Normal 

Normal  (26  days) 

6 

8.9 

11.3 

13.3 

5 words  (12.5 
months) 

16 . 7 words (17.4 
months) 

10 

10 

10 

Normal 

Normal  (11  days) 

Not  yet 

Not  yet 

N one (7.5  months ) 

lit 

5 

9 

Normal 

Normal  (14  days) 

Not  yet 

Not  yet 

None  (5. 1 
months) 

y ♦♦ 

17 

46 

Normal 

Slight  abnormality 
(7.6  months) 

12 

Not  yet 

None  (14  months) 

* Condensed  and  modified  from  tables  in  Westin,  Miller,  Nyberg,  and  Wedenberg.^’ 
t Received  transfusions  of  oxygenated  blood. 

**  Asphyxiated  for  nineteen  minutes  while  normothermic  (at  two  days  of  age). 
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Fig.  13.  Results  of  hearing  tests.  On  the 
abscissa  are  frequencies  in  cycles  per  second,  on  the 
ordinate  hearing  loss  in  decibels  from  0 to  110. 
The  lowest  point  indicates  loss  greater  than  110 
decibels.  Top  hnes  indicate  hearing  in  the  left  and 
right  ears  of  Case  4.  The  next  curves  are  those  of 
a normothermic  infant  who  recovered  from  asphyxia 
without  subsequent  neurologic  symptoms.  The 
lowest  lines  show  hearing  acuity  of  an  infant  who 
was  asphyxiated  at  birth  and  subsequently  became 
an  athetoid.'® 

mouths  for  walking.  The  average  age  at 
which  they  spoke  their  first  word  was  12.2 
months,  and  at  a mean  age  of  15.9  months 
their  average  vocabulary  was  4.7  words. 
Thus,  as  far  as  can  be  determined  at  this 
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blood.  With  the  exception  of  1 infant  who 
was  asphyxiated  for  more  than  nineteen 
minutes  at  37  C.  before  cooling  was  initi- 
ated, all  of  the  surviving  infants  appear  to 
be  in  the  normal  range. 
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Diseases  of  the  Respiratory  System 


Diseases  of  the  respiratory  system  ranked  second 
in  diagnoses  made  during  the  twelve  months  from 
April,  1960,  through  March,  1961,  according  to  a 
report  by  the  National  Disease  and  Therapeutic 
Index.  Diagnoses  within  this  class  represented  1,197 


of  every  10,000  patient  contacts  with  private 
physicians  during  this  period.  Nearly  two  out  of 
every  five  reports  on  respiratory  conditions  involved 
patients  under  ten  years  of  age,  compared  with  less 
than  one  in  five  in  this  age  bracket  for  all  diagnoses. 
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S.  Senior  Sack,  M.D.:  Our  subject  for 
discussion  tonight,  which  has  aroused  great 
interest  among  allergists  during  the  past 
two  or  three  years,  concerns  the  action  of 
serotonin  which  may  play  a role  in  acute 
hypersensitive  reactions  in  lower  animals 
and  possibly  in  human  beings. 

Our  speaker  tonight  is  particularly  well 
(lualified  to  talk  on  the  subject,  since  he  has 
made  origmal  contributions  in  the  field. 
He  is  Elliott  Middleton,  Jr.,  M.D. 

Elliott  Middleton,  Jr.,  M.D. : A great 
deal  of  research  has  been  conducted  on  sero- 
tonin (5-hydroxytryptamine)  in  recent  years. 
Much  of  this  work  has  dealt  with  problems 
that  have  no  direct  bearing  on  allergy. 
The  purpose  of  this  present  discussion  is  to 
bring  out  information  about  serotonin  in 
relation  to  allergy,  both  experimental  and 
human,  after  first  reviewing  briefly  some 
of  fhe  fundamental  biochemistry,  pharma- 
cology, and  physiology  of  the  amine.  For 
detailed  reviews  of  the  oi^er-all  subject 


matter,  the  reader  is  referred  to  Erspamer,^ 
Page,-’^  and  Sjoerdsma.^ 

Role  of  Serotonin. — Serotonin  belongs 
to  the  chemical  family  of  5-h3'droxyindoles. 
The  only  5-hydroxyindole  that  can  be  j 

found  in  tissues  is  serotonin.  Its  metabolite,  • 
5-hydroxyindoleacetic  acid,  is  excreted  in 
the  urine  but  may  be  found  in  the  blood  of 
patients  with  the  carcinoid  .SY'iidrome  in  * 
quantities  ranging  from  between  0.2  to  0.8  i 
micrograms  per  milliliter.®  The  pos.sible  ! 

importance  of  the  carcinoid  sjmdrome  to  I 
allergy  ivill  be  brought  out  shortly. 

The  gastrointestinal  tract  contains  most 
of  the  body  serotonin,  perhaps  90  to  95  per 
cent,  where  it  is  formed  in  the  enterochro- 
maffin  cells.  Smaller  amounts  are  found  in 
the  blood  platelets,  spleen  (platelet  dis- 
integration), and  brain.  Blood  contains 
0.1  to  0.2  micrograms  per  milliliter,  essen- 
tially all  of  it  being  bound  to  platelets.® 

Dietarv  tryptophan  is  incorporated  in  - 
the  body  in  proteins,  it  is  the  precursor  of  ^ 


2900 


New  York  State  J.  Med. 


THE  ROLE  OF  SEROTONIN  IN  ALLERGY 


NORMAL  CARCINOID 

Niacin  ^Niacin 

Serotonin  (1%W  Tryptophan  — ^ Serotonin  (60%) 
Protein  ^ Protein 

NH2 

Q^f-i-COOH 

H 


H02 


H H 

C-C— NHCOCH 
H H 


3 


N-Acetylserotonin 


5-Hydroxyindoleacetic  Acid 


Conjugates 
of  5-Hiaa 


Fig.  1.  Pathways  of  tryptophan  utilization  in 
normal  subjects  and  patients  with  malignant  carci- 
noid; formation  and  metabolism  of  serotonin. 


niacin,  and  it  is  converted  to  serotonin. 
Pdgure  1 shows  the  pathways  of  tryptophan 
utilization  and  the  formation  of  serotonin 
and  its  metabolism.  It  can  be  seen  that 
under  normal  conditions  only  a small  frac- 
tion of  tryptophan  is  converted  to  serotonin, 
whereas  in  the  carcinoid  syndrome  a very 
large  fraction  may  be  transformed  to  sero- 
tonin. Tryptophan  is  first  hydroxylated 
to  make  S-hj^droxy tryptophan  Avhich  is 
subsequently  changed  to  serotonin  by  the 
enzyme  5-hydroxytryptophau  decarboxy- 


lase. Serotonin  metabolism  then  proceeds 
along  the  lines  indicated,  the  primary  metab- 
olite being  5-hydroxyindoleacetic  acid. 
The  metabolites  of  serotonin  do  not  possess 
the  pharmacologic  activity  of  the  parent 
amine. 

What  are  the  pharmacologic  effects  of 
serotonin  and  what  is  its  role  in  normal 
human  physiology?  The  carcinoid  syn- 
di’ome  illustrates  the  pharmacologic  effects 
of  serotonin  by  virtue  of  the  hyperseroto- 
ninemia  which  accompanies  malignant  car- 
cinoid lesions.  The  cardinal  features  of 
this  state  ai’e  hyperperistalsis,  flushing, 
bronchoconstriction,  fluctuating  blood  pres- 
sure, development  of  right-sided  valvular 
heart  lesions,  and  increased  urinary  5- 
hj'-droxyindoleacetic  acid.  A number  of 
studies  in  human  beings  on  the  effect  of  in- 
jections or  infusions  of  serotonin  show  in- 
creases in  the  pulse  rate  with  variable  blood 
pressure  responses;^'*  a local  increase  in  the 
venous  pressure  (at  the  site  of  the  infusion)  f 
variable  changes  in  pulmonary  artery  pres- 
sure and  resistance,  accompanied  by  in- 
creased cardiac  output  and  decreased  sys- 
temic vascular  resistance;'^’'"  a decreased 
blood  flow  and  an  increased  vascular  volume 
with  flushing  and  skin  cyanosis  during 
brachial  artery  infusions;"  '^  increased  je- 
junal tone  and  motility  and  cutaneous 
constriction  and,  rarely,  bronchoconstric- 
tion.'" Intradermal  serotonin  produces 
pain.'®  Aerosolized  serotonin  administered 
to  asthmatic  individuals  may  pi'oduce  bron- 
choconstriction, but  the  usual  respiratory 
response  to  intravenous  serotonin  in  normal 
subjects  and  asthmatic  patients  is  hyper- 
pnea,  occasionally  preceded  by  sudden 
apnea.'® 

It  is  difficult  to  assess  the  functions  of 
serotonin  in  normal  physiology.  It  seems 
very  probable,  however,  that  serotonin 
plays  an  important  role  in  regulating  gastro- 
intestinal motility;'^’'®  it  may  be  an  im- 
portant agent  in  cerebral  function  as  brought 
out  by  changes  in  its  metabolism  under  the 
influence  of  psychotropic  drugs,  such  as 
the  Rauwolfia  alkaloids  and  monamine 
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oxidase  inhibitors;^  and  possibly  it  has  a 
subtle  function  in  hemostasis  by  virtue  of 
the  tenacious  binding  by  platelets  and  its 
known  vasoconstrictor  properties,  as  de- 
tected in  serum  and  shed  blood.  Evidence 
relating  serotonin  to  hypersensitivity  states 
emerges  from  the  following  observations. 

Humphrey  and  Jacques'^  found  that  sero- 
tonin and  histamme  were  released  from  rab- 
bit platelets  in  vitro  on  incubation  in  plasma 
with  antibody  and  antigen.  The  impor- 
tance of  serotonin  in  anaphylaxis  in  the 
mouse  has  been  suggested  by  Fink^®  who 
found  the  serotonin  antagonists,  lysergic 
acid  diethylamide  and  reserpine,  capable  of 
inhibiting  the  contraction  of  sensitized 
mouse  uterus  by  antigen,  an  effect  not  pro- 
duced by  antihistamines.^*  It  is  of  in- 
terest that  there  are  strain  variations  in 
mice  in  sensitivity  to  histamine  anaphy- 
laxis.**^ Waalkes  and  Coburn,^®  however, 
found  that  fatal  anaphylaxis  in  mice  (re- 
spiratory failure)  was  not  associated  with 
significant  changes  in  blood  or  tissue  sero- 
tonin, and  that  the  histamine  content  of  the 
lung  increased  m sensitized  animals  during 
anaphylaxis.  It  has  been  speculated  that 
serotonin  may  play  a role  in  the  pulmonary 
aspects  of  hypersen, si  tivity  reactions.  2'* 

Aerosolized  serotonin  causes  bronchospasm 
in  guinea  pigs,  an  effect  which  can  be 
blocked  by  the  antagonist  lysergic  acid 
diethylamide.^®  However,  anaphylactic 
shock  in  sensitized  guinea  pigs  is  not  in- 
fluenced by  lysergic  acid  diethylamide, 
indicating  a minor  role  in  anaphylaxis  in 
this  species.  But  it  was  also  shown  that 
anaphylactic  desensitization  decreased  sen- 
sitivity to  aero.solized  serotonin.  The  con- 
verse of  this  observation  v/a.s  also  found  to 
be  true.^® 

Further  ob.servations  on  rabbits  have  been 
extended  in  a series  of  experiments  by 
Waalkes  et  Thus,  it  was  found  in 

in  vivo  anaphylaxis  that  whole  blood  sero- 
tonin declines  sharply  after  an  injection  of 
antigen  and  returns  to  normal  after  several 
hours.  The  decrease  corresponded  to  the 
decrease  in  the  number  of  circulating  plate- 


lets and  leukocytes  in  the  peripheral  blood. 
While  whole  blood  serotonin  and  histamine 
were  decreased  during  anaphylaxis,  plasma 
levels  and  lung  content  were  found  to  be 
increased.  Thus,  both  serotonin  and  his- 
tamine are  released  from  platelets  into 
plasma  during  in  vivo  anaphylaxis,  and 
the  increased  lung  content  of  the  amines  is 
explained  by  the  trapping  of  platelets  in  this 
organ.  A .search  for  increased  quantities  of 
.serotonin  and  histamine  in  other  organs  was 
unrevealing,  and  it  was  concluded  that  the 
trapping  of  platelets  and  leukocytes  is 
mainly  a specific  function  of  the  lung.  It  is 
noteworthy  that  injections  of  serotonin  or 
histamine  do  not  bring  about  lung  trapping 
of  platelets  and  leukocytes.  The  in  vivo 
decrease  in  platelets  and  leukocytes  in 
sensitized  animals  challenged  wfith  antigen 
has  been  noted  by  many  investigators.**® 

A comparison  of  the  whole  blood  and  lung 
concentrations  of  serotonin  and  histamine  in 
various  species  has  shown  rabbits  and  mice 
to  have  much  more  serotonm  in  blood  and 
lung  than  either  guinea  pigs  or  man.  Rab- 
bit blood  contains  the  highest  amount  of 
histamine.  Both  guinea  pigs  and  man  have 
large  quantities  of  histamine  in  the  lung  and 
virtually  no  serotonin.  The  very  small 
amount  of  serotonin  in  human  blood  seems 
too  small  to  be  of  importance  in  hypersensi- 
tivity reactions,  but  if  platelets  and  leukocy- 
tes were  lodged  in  the  lung  during  certain  al- 
lergic reactions,  the  concentration  of  sero- 
tonin might  become  sufficiently  great  to 
participate  in  producing  the  altered  physi- 
ology of  asthma. 

In  human  subjects  allergic  to  ragv'eed, 
Storck,  Hoign^,  and  Roller®®  have  shown 
that  injections  of  pollen  antigens  and  ex- 
posure to  other  antigens  in  clinically  sensi- 
tive subjects  causes  a decrease  in  the  blood 
platelets.  Lowell  et  found  no  change 
in  the  total  leukocyte  count  in  an  acute  al- 
lergic reaction  in  human  beings,  but  the 
platelets  were  not  counted. 

In  human  beings  the  possibility  of  lung 
trapping  of  platelets  in  allergic  reactions, 
together  with  the  fact  that  serotonin  is 
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bound  by  platelets  and  that  bronchocon- 
striction  occvirs  in  some  cases  of  carcinoid 
syndrome  (hyperserotoninemia),  gives  rise 
to  the  speculation  that  serotonin  may  partic- 
ipate in  some  way  in  bronchial  asthma. 
That  serotonin  metabohsm  may  be  altered 
in  asthma  is  also  suggested  by  Berg  and 
Westermeyer®^  who  found  that  the  urinary 
excretion  of  5-hydroxyindoleacetic  acid  (5- 
HIAA)  appeared  much  decreased  in  patients 
with  asthma.  The  amount  of  decrease  was 
roughly  proportional  to  the  severity  of  the 
disease.  The  apparent  decrease  in  5-hy- 
droxyindoleacetic acid  excretion  was  found 
to  be  due  to  the  combination  of  5-hydroxy- 
indoleacetic  acid  \\dth  a factor  in  urine  of 
asthmatic  subjects.  The  nature  of  this 
factor  is  imknown.  Beyond  these  observa- 
tions there  are  no  specific  data  relating  sero- 
tonin to  human  asthma.  Indeed,  the  ex- 
periments of  Brockelhurst**  show  that  sero- 
tonin produces  relaxation  of  human  bron- 
chioles in  vitro.  However,  from  information 
currently  available,  it  appears  that  serotonin 
may  be  an  important  mediator  of  anaphy- 
lactic reactions  in  some  animals  containing 
large  quantities  of  the  amine  in  the  blood  and 
lung. 

The  high  concentration  of  serotonin  in  the 
gut  and  its  known  effect  in  increasing  gut 
motility  raises  the  ((uestion  of  its  partici- 
pation in  the  acute-reacting  food  allergies. 
At  the  present  time  there  is  no  experi- 
mental evidence  on  this  point.  Insofar  as 
histamine  can  also  effect  similar  changes  in 
gut  activity,  the  possible  role  of  .serotonin 
remains  entirely  speculative. 

The  possible  role  of  serotonin  in  the  pro- 
duction of  various  skin  manifestations  of 
allergy  must  be  considered.  The  edema- 
producing  activity  of  serotonin  in  rat  skin 
has  been  demonstrated  by  Rowley  and  Ben- 
ditt.®^  On  a weight  basis,  serotonin  is  much 
more  active  than  histamine.  It  was  also 
shown  that  agents  which  damage  rat  mast 
cells,  such  as  ovomucoid,  dextran,  48/80, 
and  testis  extract,  provoke  a local  vascular 
injury  characterized  by  a protein-rich  edema. 
The  edema-producing  effect  of  the.se  sub- 


TABLE  I. — Serotonin  and  Histamine  in  the 
Lung* 


Species 

Serotonin 
(Microgram 
Per  Gram) 

Histamine 
(Microgram 
Per  Gram) 

Mouse 

1.9 

1.3 

Rat 

2.3 

4.6 

Rabbit 

2.1 

4.4 

Guinea  pig 

<0.2 

5 to  25 

Dog 

<0.1 

25. Ot 

Cat 

<0.2 

34.  Ot 

Human  being 

<0.3 

2 to  20 

* Taken  from  Udenfriend  and  Waalkes.^^ 
t Values  taken  from  Parratt  and  West.** 


stances  can  be  blocked  in  rats  by  treatment 
with  both  dibenamine  and  pyrilamine  ma- 
leate,  serotonin  and  histamine  antagonists 
respectively.  But  the  mast-cell  injury  is 
not  prevented  by  these  antagonists.  Fur- 
ther evidence  indicates  that  chlorpromazine 
is  an  effective  antiserotonin  agent  in  this 
experimental  situation.^®  The  subcuta- 
neous or  intradermal  injection  of  serotonin  in 
the  human  being,  however,  does  not  give 
rise  to  angioedematous  swellings  but,  rather, 
produces  pain.  This  may  be  related  to  the 
fact  that  venoms  contain  serotonin  and, 
needless  to  say,  are  painful  when  applied 
in  the  usual  manner.  In  patients  with 
rheumatoid  arthritis  there  is  a cyanotic 
swelling  reaction  on  intradermal  application 
of  serotonin.^'’  The  significance  of  this 
observation  is  obscure. 

Finally,  it  is  necessary  to  point  out  that 
there  is  considerable  variation  among  the 
species  in  the  serotonin  content  of  tissues 
(Tables  I and  II).  In  the  case  of  histamine, 
the  amount  of  this  amine  correlates  well 
with  the  number  of  mast  cells  in  the  tissue, 
but  this  is  not  the  case  for  serotonin.  Thus, 
in  human  skin  there  is  very  little  serotonin, 
and  human  mast  cells  do  not  contain  the 
amine  It  seems  justifiable  to  suppose, 
therefore,  that  serotonin  has  little  or  no 
role  in  the  dermatologic  manifestations  of 
allergy. 

Summary.— At  the  present  time  we  have 
information  pointing  to  a definite  role  of 
serotonin  in  hypersensitivity  reactions  in 
experimental  animals.  However,  the  im- 
portance of  serotonin  in  human  allergic 
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TABLE  II. — Serotonin  and  Histamine  in  the 
Skin* 


Species 

Serotonin 
(Microgram 
Per  Gram) 

Histamine 
(Microgram 
Per  Gram) 

CJuinea  pig 

<0.02 

3 

Dog 

<0.03 

15 

Rabbit 

<0.04 

4 

Cat 

0.08 

24 

Mouse 

0.37 

42 

Rat 

1.34 

23 

Human  being 

<0.03 

5 

* Values  for  these  species  (abdominal  skin)  taken 
from  Parratt  and  West.^^ 


states  remains  speculative  and  involves 
the  ever-tempting  extrapolation  of  animal 
results  to  human  conditions.  Despite  the 
occasional  occurrence  of  bronchoconstric- 
tion  in  patients  with  malignant  carcinoid 
and  the  preliminary  evidence  suggesting 
altered  serotonin  metabolism  in  asthma, 
serotonin  must  still  be  assigned  an  uncertain 
role  as  a mediator  of  human  allergic  reac- 
tions. 

Question  and  Answer  Period 

Dr.  Sack:  Thank  you,  Dr.  Middleton. 
I am  sure  there  will  be  considerable  discus- 
sion; therefore,  T Avill  limit  each  speaker  to 
three  minutes. 

Maury  Sanger,  M.D.:  Ostfeld  et 

have  just  published  an  article  on  mi- 
graine headaches  in  which  he  made 
comparisons  with  histamine,  serotonin,  and 
other  known  allergens  that  have  been  dis- 
cussed previously  in  the  production  of 
migraine.  He  showed  from  his  experimental 
work  that  the  only  one  of  these  factors  that 
could  be  induced  was  the  serotonin  type  of 
migrainous  headache,  which  could  be  re- 
produced consistently  by  injections  of  sero- 
tonin and  could  be  prevented  by  preparing 
patients  with  serotonin  antagonists.  Would 
you  please  discuss  this  from  your  orienta- 
tion? 

Dr.  Middleton:  That  is  a very  interest- 
ing observation.  Headache  A\as  mentioned 
as  an  occasional  side-effect  of  infusions  or 
injei'tions  of  serotonin.  However,  none  of 
the  reports  that  T have  seen  dealt  with  the 
precipitation  of  migraine-type  headaches. 


I really  do  not  knoAv  how  this  might  come 
about,  but  evidently  its  specificity  is  sug- 
gested by  the  fact  that  the  serotonin 
antagonists  block  this  effect.  Perhaps  some 
types  of  vascular  headaches  are  related  to 
abnormal  serotonin  metabolism.  However, 
it  is  worth  Avhile  to  point  out  that  other  sub- 
stances, such  as  histamine,  acetylcholine, 
bradj'kinin,  and  neurokinin  have  been  sus- 
pected of  having  an  important  effect,  in 
addition  to  vasodilation,  of  lowering  the 
pain  threshold  in  vascular  headache.^’  Per- 
haps several  factors  are  operative. 

Vincent  Fontana,  M.D.:  In  the  use  of 
substances  that  release  histamine,  such  as 
48/80  and  pol3^mixin  B sulfate,  we  know 
that  there  is  histamine  release  and  also 
serotonin  release  Avhich  causes  anaphylactic 
death.  I would  like  to  know  if  Dr.  i\Iid- 
dleton  feels  that  this  death  in  animals  is 
actually  due  to  histamine  or  possibly  to 
serotonin.  Has  any  work  been  done  to 
prevent  this  type  of  toxicity  due  to  48/80 
or  to  polymixin  B sulfate? 

Dr.  Middleton:  I am  sure  that  the 
results  of  such  anaphylactoid  reactions  are 
compounded  of  many  things,  two  important 
factors  being  histamine  and  serotonin.  Cer- 
tainly the  shock  reaction  produced  by 
histamine  alone  could  account  for  some  of 
the  factors.  Serotonin  undoubtedly  partic- 
ipates too,  but  heparin  is  also  released 
from  mast  cells,  and  there  may  be  other  fac- 
tors which  are  released  at  the  same  time  that 
these  cells  are  damaged.  It  must  also  be 
borne  in  mind  that  species  differ  in  their 
sensitivity  to  histamine  and  serotonin. 

As  far  as  the  antagonism  of  fatal  reac- 
tions from  the  effect  of  48/80,  for  example, 
it  is  possible  to  protect  to  some  degree  with 
antihi.stamines,  and  further  protection  can 
be  induced  by  adding  serotonin  antagonists 
together  with  the  antihistamines.  48/80 
also  causes  formation  of  slow-reacting  sub- 
stance activity,  another  factor  in  the  final 
outcome. 

I mentioned  the  work  on  guinea  pig 
anaphylaxis  where  it  was  shown  that  essen- 
tially antiserotonins  had  no  effect  in  abolish- 
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ing  the  fatal  outcome  of  the  anaphylaxis, 
whereas  the  antihistamines  were  quite  uni- 
formly successful. 

Physiciax:  Do  you  think,  Doctor,  that 
the  fact  that  the  substance  SA  97  (homo- 
chlorcyclizine)  controls  some  of  the  symp- 
toms of  allergies,  such  as  asthma,  vasomotor 
rhinitis,  and  hay  fever,  indicates  that  pos- 
sibly serotonin  does  play  a role  in  these  con- 
ditions, or  do  such  therapeutic  results  from 
serotonin  antagonists  not  necessarily  indi- 
cate that  serotonin  is  involved  in  allergic 
manifestations? 

Dr.  Middleton:  Because  a compound 
has  pharmacologic  effects  which  can  be 
shown  to  be  antiserotonin  does  not  neces- 
sarily establish  that  serotonin  has  anything 
to  do  with  the  human  condition  of  allergy. 
This  compound  is  also  said  to  have  some 
antagonistic  effect  against  histamine  and 
slow-reacting  substance. 

Joseph  Fries,  M.D.:  I think  these  are 
two  timely  questions:  one,  what  is  the  rela- 
tionship of  serotonin  to  mucus,  and  the 
other,  what  is  the  relationship  of  serotonin 
to  the  other  mediators. 

Dr.  Middleton:  In  answer  to  the  first 
question,  in  one  of  the  reports  by  Haverback'"* 
on  the  effect  of  serotonin  and  5-hydroxy- 
tryptophan  as  a precursor  in  the  production 
of  acid  in  the  stomach,  it  was  also  shown  that 
there  was  an  increased  production  of  mucus. 
This  interested  me  very  much  because  mucus 
is  such  a tremendous  problem  in  the  every- 
day allergic  problems  with  which  we  deal, 
especially  asthma.  I did  not  come  across 
any  other  reports  relating  serotonin  and 
mucus.  However,  this  is  a wide  open  area 
and  it  is  possible  that  this  material  might 
have  some  effect  on  the  bronchial  mucous 
glands,  as  it  does  on  the  gastric  mucous 
glands. 

In  answer  to  the  second  question,  there 
are  a number  of  chemical  mediators  of 
allergic  reactions  about  which  we  know 
something.  We  know  quite  a lot  about 
histamine.  We  are  learning  more  about 
the  slow-reacting  substance  (SRS).  Quite 
a lot  of  work  has  been  done  on  acetylcholine, 


but  then  we  were  left  also  with  the  brady- 
kinin  group,  plasma  kinins,  permeability 
factors,  leukotaxine,  complement,  heparin, 
and  other  sulfated  mucopolysaccharides, 
all  of  which,  in  certain  types  of  experimental 
allergic  reactions,  would  appear  to  have 
some  bearing  on  the  final  situation.  The 
role  of  these  factors  in  human  allergy  is 
unknown,  and  further  investigation  is  neces- 
sary. I am  sure  that  the  final  biochemical 
events  underlying  any  allergic  reaction  are 
composed  of  a great  many  separate  proc- 
esses going  on  at  the  same  time. 

Physici.\n:  Is  serotonin  a vasoconstric- 
tor or  a vasodilator? 

Dr.  Middleton;  It  is  a very  real  con- 
strictor of  veins,  but  the  effect  on  the  arte- 
rial circulation  is  not  so  clear.  One  report 
mentions  that  individuals  given  a rapid  and 
fairly  large  injection  of  serotonin  have  a 
marked  local  venous  spasm.  However,  in 
one  subject  thus  studied,  there  was  an  intra- 
cardiac arteriovenous  shunt  and  in  this 
particular  subject  there  was  an  elevation  in 
the  systemic  blood  pressure,  whereas  in  all 
of  the  others  who  did  not  have  such  an 
anomaly  there  was  no  change  in  the  sys- 
temic blood  pressure. 

Murray  Dworetzky,  M.D.;  Dr.  Mid- 
dleton’s report  is  really  deceptively  simple 
and  clear,  covering  a great  deal  of  material 
in  a short  time.  I think  that  it  might  be 
worth  while  to  discuss  .something  which  he 
implied  but  did  not  have  time  to  go  into  in 
great  detail;  not  only  that  we  know  so 
little  about  this  very  complex  subject,  but 
that  work  with  intact  animals  is  likely  to 
add  to  the  complexity. 

For  example,  just  to  mention  a few  of 
these  complexities;  On  his  slides  Dr.  Alid- 
dleton  shows  that  the  serotonin  content  of 
the  rat  lung  is  extremely  high,  yet  rats  are 
notoriously  difficult  to  sensitize,  and  when 
they  are  sensitized,  they  do  not  react  with 
a pulmonary  type  of  anaphylaxis.  Exactly 
what  type  they  do  react  with  is  rather  diffi- 
cult to  say,  but  it  is  a peripheral  vascular 
reaction,  and  possibly  a partial  portal  vein 
obstruction  of  the  canine  type.  In  con- 
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trast,  in  the  guinea  pig,  in  which  the  sero- 
tonin content  is  very  low,  it  is  extremely 
easy  to  produce  anaphylaxis,  and  the 
animal  has  almost  a pure  pulmonary  type  of 
anaphylaxis.  Also,  in  the  case  of  the 
rabbit,  where  the  serotonin  is  present  in 
high  content  in  the  gut,  isolated  preparations 
of  the  heart  or  lung  alone  will  give  per- 
fectly satisfactory  anaphylaxis  in  the  ab- 
sence of  the  major  source  of  serotonin. 
The  point  I make  is  that  most  of  the  studies 
carried  out  really  are  most  revealing  if  done 
with  isolated  preparations. 

I W'onder  if  Dr.  Middleton  might  give  us 
further  benefit  of  his  detailed  review  of  the 
literature  by  mentioning  some  of  the  nega- 
tive findings  wfith  isolated  preparations 
pertaining  to  the  role  of  serotonin. 

Dr.  Middleton:  I mentioned  one  of 
these  findings  specifically,  and  that  is  human 
bronchial  and  tracheal  muscle  where  small 
doses  of  serotonin,  in  a dose  range  com- 
parable to  histamine,  have  no  effect  what- 
soever; as  the  dose  is  increased,  there  is,  in 
fact,  a relaxing  effect  on  this  particular 
type  of  smooth  muscle.  Fink  and  Gardner^* 
failed  to  demonstrate  the  release  of  serotonin 
from  isolated  guinea  pig  lung,  ileum,  or 
uterus.  They  also  showed  that  anaphylac- 
tic contraction  of  histamine-poisoned  guinea 
pig  ileum  occurs,  even  in  the  presence  of 
serotonin  antagonists.  They  did  not  report 
on  possible  serotonin  release  in  other  species 
in  which  this  amine  may  be  important. 

Such  observations  indicate  clearly  that 
serotonin  and  even  histamine  are  not  the 
complete  answer  to  experimental  anaphylac- 
tic reactions.  Furthermore,  the  study  of 
isolate  preparations,  while  admittedly  useful 
in  some  respects,  does  not  ehminate  totally 
other  features  of  the  general  anaphylactic 
reaction  which  occur  in  tissues,  such  as 
protease-activation*®  and  formation  of 
smooth  muscle-stimulating  polypeptides  and 
also  liberation  of  certain  hpid-soluble  acids 
known  to  stimulate  the  contraction  of 
smooth  muscle.^®  These  facts  serve  only 
to  emphasize  the  complexity  of  anaphylaxis, 
either  general  or  isolated.  For  more  detail 


on  the  subject  of  the  actions  of  serotonin, 
histamine,  and  others  on  isolated  prepara- 
tions, the  reader  is  referred  to  Brockel- 
hurst’s  article.** 

Dr.  Sack:  If  there  are  no  further  ques- 
tions or  comments,  I would  like  to  thank  Dr. 
Middleton  for  this  very  stimulating 
presentation. 
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Coolness  of  Oxygen  Tent  Has  Therapeutic  Value 


The  cool  environment  of  an  oxygen  tent  can  be  of 
help  in  the  treatment  of  ailments  during  hot,  hrnnid 
weather,  according  to  an  article  by  G.  E.  Burch, 
M.D.,  N.  P.  DePasquale,  M.D.,  and  A.  L.  Hyman, 
M.D.,  in  the  June  24,  1961,  issue  of  the  Journal  of 
the  American  Medical  Association. 

A warm,  humid  environment  increases  the  work 
of  the  heart.  Even  though  a person  is  resting  in  bed, 
hot  weather  forces  the  heart  to  work  harder  to 
maintain  the  body’s  normal  temperature. 


In  a study  of  10  patients,  in  every  instance  cardiac 
output  was  higher  when  the  patients  were  in  the 
warm  environment  than  when  they  were  in  oxygen 
tents. 

In  patients  without  heart  disease,  the  average 
cardiac  output  was  42  per  cent  lower  inside  the 
tent.  A cool  atmosphere  was  beneficial  in  the  treat- 
ment of  allergic  skin  rash,  kidney  disease,  infectious 
diseases,  and  thyroid  disease,  in  addition  to  heart 
disease  and  asthma. 
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Surgical  Pathology:  Its  Present  Status 

DAVID  C.  DAHLIN,  M.D.,  ROCHESTER,  MINNESOTA 
{From  the  Section  of  Surgical  Pathology,  Mayo  Clinic  and  Mayo  Foundation) 


^ I '^HE  pathologist  is  first  of  all  a physician, 
and  his  primary  responsibility  is  to  the 
patient.  In  surgical  pathology  particularly, 
he  must  make  accurate  diagnoses  in  an 
expeditious  manner.  The  surgical  pathol- 
ogist also  must  accept  responsibility  for 
developing  and  perfecting  new  technics  in 
his  field.  Diagnoses  by  the  cytologic 
method;  by  the  aspiration  of  tissue  from 
special  organs,  .such  as  the  liver,  spleen,  and 
kidney;  and  by  the  u.se  of  the  Crosby  cap- 
sule in  the  ga.strointestinal  tract  are  among 
the  recent  advances  in  which  he  has  par- 
ticipated. Clinical  re.search,  so  important 
in  the  advancement  of  modern  medical  prac- 
tice, often  depends  on  the  collaboration  of 
other  specialists  with  the  pathologi.st.  In 
basic  re.search  the  steadying  influence  of  an 
experienced  pafhologist  helps  the  enthusiast 
who  is  using  new  tools,  such  as  electron 
microscopes,  histochemical  stains,  and  can- 
cericidal  drugs,  to  stay  on  an  even  cour.se. 
Finally,  the  pathologist  has  a large  re- 
sponsibility in  the  teaching  of  younger 
physicians,  especially  during  their  training 
period. 

I'issne  Diagnosis 

Surgical  patients,  particularly  those  with 


neoplastic  lesions  or  other  diagnostic  prob- 
lems, depend  on  a close  liaison  between  the 
surgeon  and  the  pathologist  for  the  manage- 
ment of  their  problems.  The  patient’s  his- 
tory, his  physical  status,  and  the  results  of 
clinical  laboratory  tests  often  determine  if  or 
when  operative  procedures  are  indicated, 
but  a vital  portion  of  the  patient’s  fate 
often  hinges  on  the  tissue  removed  for 
biopsy,  the  manner  of  its  removal,  and  how 
this  tissue  is  handled  and  analyzed. 

Effective  surgeon-pathologi.st  teamwork 
depends  on  close  coordination.  To  this 
end  the  pathologist  mirst  be  available  im- 
mediately when  the  operation  is  in  progress. 
In  the  case  of  the  general  pathologist  who 
also  is  charged  with  the  responsibility  for 
examinations  at  necropsy  and  for  the  super- 
vision of  the  diver.se  functions  of  the  clinical 
laboratory,  some  flexibility  in  the  time  of 
scheduling  surgical  cases  is  nece.ssaiy.  In 
the  .smaller  hospitals  that  have  only  the 
part-time  service  of  a pathologist,  this  tem- 
poral coordination  becomes  more  difficult 
to  achieve  but  is  important  none  the  less. 
The  disregard  by  the  surgeon  of  other  de- 
mands on  a pathologist’s  time  is  bound  to 
cool  the  latter’s  enthusia.sm,  especially  if 
he  is  already  only  lukewarm  about  the  im- 
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mediate  diagnosis  of  frozen  sections. 

The  surgical  pathology  laboratory  should 
be,  ideally,  an  integral  part  of  the  surgical 
area  and  convenient  to  all  the  operating 
rooms.  The  inconvenience  caused  by  a 
laboratory  which  is  distant  from  the  operat- 
ing area  greatly  discourages  the  close  liaison 
so  vital  to  the  teamwork.  Often  it  is  ad- 
vantageous for  the  pathologist  to  enter  the 
operating  room  to  consult  with  the  surgeon 
concerning  the  gross  pathology  and  the 
type  and  (piantity  of  material  re(tuired  for 
biopsy. 

The  surgical  pathologist’s  main  contribu- 
tion at  the  time  of  an  operation  depends  on 
his  ability  to  interpret  microscopic  altera- 
tions in  tissue.  Accordingly,  he  must  be 
equipped  to  prepare  stained  and  mountc'd 
sections  of  the  material  in  (piestion.  Dock- 
erty^  has  described  a simple,  rapid  technic 
for  preparing  sections  and  staining  them 
with  a single  dye,  Terry’s  polychrome  meth- 
ylene blue.  This  method  has  been  employed 
successfully  in  our  laboratory  for  half  a 
century.  Other  suitable  methods  -for  the 
rapid  processing  of  tissue  are  available. 
Of  course,  it  is  necessary  that  the  pathologist 
employ  a technic  with  which  he  is  familiar. 

Frozen-Section  Diagnosis 

At  the  time  of  an  operation,  a diagnosis 
subsequent  to  the  study  of  frozen  sections 
affords  many  advantages  to  the  patient  and 
surgeon. Some  of  these  advantages  are 
illustrated  by  a reference  to  the  following 
problem  cases  in  which  pertinent  questions 
can  be  answered  immediately. 

Is  THE  Biopsy  Adequate? — A patient 
presents  with  a roentgenographically  malig- 
nant-appearing lesion  involving  the  lower 
third  of  a femur.  The  surgeon  removes  a 
handful  of  tissue  which  he  deems  more  than 
adecpiate,  but  unfortunately  the  portion  of 
the  tumor  is  so  altered  by  degeneration  and 
necrosis  that  the  paraffin  sections  prepared 
from  one  to  several  days  later  are  undiagnos- 
able.  Similar  necrotic  zones  occur  in  a 
\’ariety  of  lesions  and  can  negate  the  at- 
tempt to  make  a diagnosis  by  biopsy.  Even 


poorly  prepared  fresh-frozen  sections  allow 
a decision  as  to  whether  or  not  the  specimen 
is  adeijuate  and  contains  viable  tissue.  We 
have  employed  frozen  sections  as  a useful 
method  of  screening  needle  biopsy  and 
endoscopic  biopsy  specimens  for  adecpiacy, 
thus  assuring  that  sufficient  tissue  is  taken 
at  the  time  of  one  procedure.  A delay  be- 
cause of  the  inadeijuacy  of  .specimens  is 
inconvenient  to  both  the  patient  and  the 
.surgeon  and  enhances  the  likelihood  of 
metastasis  prior  to  definitive  treatment  in 
the  case  of  malignant  tumors. 

Is  THE  Resection  Adequate? — A case 
was  presented  in  which  an  early  superficial 
carcinoma  of  the  stomach  was  discovered 
by  a cytologic  study  of  gastric  contents  in 
the  ab.sence  of  other  positive  findings.  The 
diagnosis  of  carcinoma  later  was  confirmed 
by  a pathologic  study  of  the  resected  por- 
tion of  the  stomach  pre.served  in  formalin. 
However,  the  study  revealed  that  the  lesion 
had  extended  to  the  upper  level  of  the  par- 
tially removed  stomach.  This  extension 
beyond  the  limits  of  the  excised  tissue  could 
have  been  disciovered  easily  by  .study  dur- 
ing the  operation.  Carcinoma  in  various 
sites  often  extends  beyond  its  grossly  de- 
tectable limits.  It  has  been  stated  aptly 
that  “nobody  likes  to  sew  cancer  to  cancer 
even  for  cosmetic  results. 

Should  the  Tissue  Be  Studied 
Bacteriologically"? — A boy  complained 
of  pain  in  the  arm,  and  a roentgenogram  of 
the  humerus  disclosed  a zone  of  cortical 
destruction  associated  with  multiple  layers 
of  subperiosteal  new  bone  which  gave  the 
“onionskin”  appearance.  These  findings 
indicated  the  presence  of  a malignant  tumor, 
probably  Ewing’s  .sarcoma.  Sections  of  the 
cortical  defect  removed  at  the  time  of 
biopsy,  however,  showed  only  inflanunatory 
granulation  tissue  and  no  neopla.sm.  The 
cultures,  now  known  to  be  necessary,  re- 
vealed Staphylococcus  aureus.  A favorable 
response  resulted  from  therapy  with  the 
antibiotic  to  which  this  organism  was  .sen- 
sitive. The  opportunity  to  give  specific 
medication  would  have  been  lost  had  the 


Part  I— September  1,  1961 


2975 


DAVID  C.  D AH  LIN 


entire  specimen  been  placed  in  a fixative, 
as  is  commonly  done  in  situations  such  as 
this.  A granulomatous  reaction  in  the 
tissue  indicates  the  necessity  of  special 
culturing  for  diseases  such  as  tuberculosis, 
brucellosis,  and  fungus  infections.  In  this 
era  of  miracle  drugs,  the  selection  of  the 
one  that  is  specific  for  a given  infection  often 
proves  to  be  lifesaving. 

Is  THE  Lesion  Malignant? — A patient 
presents  with  obstructive  jaundice,  and 
exploratory  laparotomy  shows  induration 
of  the  head  of  the  pancreas.  Deep  cores  of 
tissue  (sometimes  several  are  necessary  in  lo- 
cating the  lesion)  procured  with  the  Silver- 
man  needle  resolve  the  dilemma  and  indicate 
whether  or  not  radical  pancreaticoduoden- 
ectomy for  cancer  is  indicated  or  whether  the 
operation  should  be  designed  to  palliate 
pancreatitis.  A second,  later  operation  with 
its  concomitant  risks  has  been  avoided. 
The  increasing  familiarity  of  the  surgical 
pathologist  with  the  frozen-section  method 
allows  the  extension  of  the  technic  far  beyond 
the  time-honored  examination  of  breast  nod- 
ules for  cancer.  Malignant  changes  can  be 
recognized  readily  in  such  locations  as  the 
bladder,  brain,  bone,  thyroid,  uterine  cervix, 
uterine  fundus,  and  lungs,  to  name  but  a few. 
In  this  regard  it  should  be  noted  that  nearly 
all  bone  tumors  contain  zones  soft  enough  to 
be  sectioned  immediately.  Whenever  a 
lesion  proves  “debatable,”  the  pathologist 
can  and  must  defer  his  opinion  and  await 
the  results  of  permanent  sections  and  con- 
sultations as  necessary. 

Is  THE  Questionable  Tissue  Patho- 
logic?— A patient  with  renal  stones  has 
changes  in  blood  chemistry  that  are  con- 
sidered to  be  secondary  to  hyperparathy- 
roidism. At  an  exploratory  operation  of  the 
neck  an  ovoid  mass  of  tissue  near  the 
thyi’oid  is  found  and  thought  to  represent 
a parathyroid  adenoma.  A frozen  section, 
however,  reveals  it  to  be  a lymph  node. 
Further  exploration  is  required  to  find  the 
cause  of  the  trouble.  Other  situations  in 
which  the  histologic  recognition  of  normal 
structures  may  be  crucial  to  the  operation 


include  the  verification  of  ganglia  at  the 
time  of  sympathectomy,  the  determination 
of  the  presence  or  absence  of  myenteric 
neurons  when  treating  congenital  mega- 
colon, and  the  confirmation  of  nerve  tissue 
during  vagotomy. 

Biopsy  Technics 

The  technics  of  obtaining  and  handling 
tissue  for  biopsy  are  variable.  It  is  beyond 
the  scope  of  this  paper  to  delve  into  de- 
tails, but  certain  principles  are  important. 
Scott  and  Reagan®  have  emphasized  the 
importance  of  using  great  care  in  procuring 
specimens  in  their  studies  related  to  biopsy 
from  the  cervix  uteri.  For  relatively  small 
cutaneous  and  mucosal  lesions  complete 
excision  usually  is  advisable,  since  it  often 
accomplishes  adequate  treatment  as  well 
as  biopsy.  Excisional  biopsy  also  is  ad- 
visable in  cases  involving  visceral,  soft 
tissue  and  osseous  lesions  that  are  access- 
ible and  completely  removable  without 
undue  loss  of  function.  Excision  minimizes 
the  likelihood  of  the  local  and  general 
dissemination  of  malignant  tumors,  which 
is  a potential  hazard  of  incisional  and  as- 
pirational  biopsy  procedures. 

Aspiration  biopsy,  as  with  the  Vim-Silver- 
man  needle,  is  often  of  value  when  excision 
is  impractical  or  undesirable.  The  needle 
aspiration  of  a vertebral  lesion  is  a classic 
example  in  which  such  a procedure  may  sup- 
plant a major  surgical  procedure.  Godwin^ 
has  reviewed  thoroughly  the  technic  and 
application  of  aspiration  biopsy.  Aspiration 
has  great  value  in  the  study  of  bone  marrow 
as  outlined  in  detail  by  Pease.®  Punch 
biopsy  with  a special  instrument  has  proved 
to  be  an  efficient  way  to  procure  specimens 
from  the  synovium.®  It  must  be  remem- 
bered that  a positive  diagnosis  from  a 
needle  specimen  has  definitive  value,  but  a 
negative  diagnosis  may  mean  only  that  the 
significant  area  has  been  overlooked. 

New  Diagnostic  Technics 

New  diagnostic  technics  are  being  pro- 
po.sed  continually.  The  final  and  most 
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critical  test  of  their  value  occurs  when  they 
are  applied  in  routine  work  with  the  help 
of  a responsible  pathologist.  Some  of  the 
new  methods  fail  the  test,  and  others  prove 
valuable.  For  instance,  in  approximately 
two  decades  of  intensive  study  of  the 
cytologic  method  for  diagnosing  cancer, 
it  has  been  proposed  for  the  detection  of 
many  forms  of  malignant  disease  in  variou.s 
sites.  Despite  this  widespread  enthusiasm, 
(iareful  studies  indicate  that  this  method  has 
practical  application  chiefly  in  the  detec- 
tion of  preclinical  carcinoma  of  the  cervix 
uteri  and  as  an  aid  in  the  diagnosis  of  pul- 
monary disease.  Another  method  being 
appraised  currently  is  transoral  biopsy  of 
the  small  bowel,  a technic  now  proving  to 
be  of  value  in  select  cases.  Aspiration  biopsy 
of  the  thyroid,  kidney,  spleen,  and  pleura 
is  one  of  the  newer  technics;  its  value  with 
respect  to  these  organs  already  has  been 
proved  or  is  being  evaluated. 

Research 

Clinical  Research. — In  the  field  of 
clinical  research  the  pathologist  has  a 
great  obligation  and  often  plays  a critical 
role.  The  careful  correlation  of  gross  and 
histopathologic  specimens  with  clinical  fea- 
tures and  response  to  treatment  is  con- 
tinually producing  new  entities  that  are  im- 
portant. The  current  recognition  of  the 
benign,  probably  hamartomatous,  nature 
of  the  small  intestinal  polyps  in  the  Peutz- 
Jegher  syndrome  is  but  one  example  whereby 
knowledge  gained  in  this  fashion  has  mod- 
ified treatment  by  indicating  the  desirability 
of  more  conservative  surgical  manage- 
ment.^® The  array  of  distinctive  osseous 
lesions  first  described  by  Jaffe  and  Lich- 
tenstein is  a tribute  to  the  ability  of  these 
men;  they  recognized  specific  pathologic 
features  and  tied  them  with  clinically  sig- 
nificant entities. 

Basic  Research. — In  this  area  of  vital 
concern  to  the  pathologist,  the  correlation 
of  such  things  as  tissue  culture,  histochemical 
technics,  and  electron  microscopy  with  con- 
ventional methods  of  study  is  essential. 


A good  background  in  pathology  enhances 
one’s  ability  to  make  such  studies  and  to 
make  interpretations  in  the  fields  of  ex- 
perimental production  and  chemotherapy 
of  tumors. 

Teaching 

Finally,  the  role  of  the  surgical  pathologist 
in  the  advancement  of  the  quality  of  med- 
ical care  is  somewhat  unique  because  he 
acts  as  a link  between  the  basic  science  of 
histopathology  and  the  problems  of  clin- 
ical surgery.  Usually  he  also  does  necropsy 
examinations,  thereby  further  enhancing 
clinicopathologic  correlations.  In  many 
hospitals  he  is  called  on  to  serve  on  com- 
mittees charged  with  the  procurement  of 
interns  and  residents  in  various  fields. 
His  clinicopathologic  conferences  often  are 
the  keystone  of  the  training  program  for 
young  physicians.  In  these  same  hospitals 
the  pathologist  serves  as  a key  member 
of  the  tissue  committee.  In  this  role  as  a 
monitor  he  has  aided  in  improving  greatly 
the  quality  of  medical  and  surgical  care  in 
many  fields. 

Summary 

Surgical  pathology,  along  with  other  facets 
of  the  practice  of  medicine,  is  undergoing  a 
gradual  evolution  in  response  to  changing 
demands.  Making  expeditious  diagnoses 
and  the  teaching  programs  consume  most 
of  the  pathologist’s  time.  Physicians  in 
this  field  are  assuming  increasing  respon- 
sibility in  the  development  of  new  technics, 
in  clinical  research,  and  in  basic  research. 
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Case  History 

Furman  M.  Jones,  Jr.,  M.D.:  A twenty- 
six-year-old  Negro  female,  gravida  3,  para 
1 , was  admitted  for  the  first  time  to  Ivnicker- 
bocker  Hospital  on  November  1,  1959,  with 
vaginal  bleeding,  crampy  pain  in  the  lower 
part  of  the  abdomen,  and  fever.  Her  last 
menstrual  period  had  been  on  August  7, 
1959.  A diagnosis  of  infected  incomplete 
abortion  was  made,  and  dilatation  and  curet- 
tage were  performed  the  following  day. 
Her  hemoglobin  on  admission  was  10.3 
Gm.  per  100  ml.,  and  no  blood  trans- 
fusions were  given.  The  urine  and  blood 
cultures  were  negative.  A culture  of  the 
cervix  revealed  hemolytic  staphylococcus 
coagidase  positive.  She  was  treated  with 
penicillin  and  chloramphenicol  (Chloro- 
mycetin), and  her  temperature,  which  had 
risen  as  high  as  104  F.,  gradually  returned 
to  normal  over  a two- week  period. 

During  this  admi.s.sion  she  complained  on 
the  third  hospital  day  of  frequent  pains  in 
both  thighs  radiating  to  the  knees.  There 
was  no  joint  swelling  or  rash  accompanying 
this  symptom,  and  there  was  no  swelling  of 
either  leg.  The  physical  signs  of  thrombo- 


phlebitis were  not  elicited.  All  the  joints 
were  freely  movable.  The  pain  in  the  legs 
disappeared  gradually,  and  at  the  time  of  her 
discharge  she  was  asymptomatic  and  afe- 
brile. 

The  day  following  her  discharge  the  pain 
in  the  thighs  recurred  with  great  severity. 
The  pain  was  constant,  radiating  down 
toward  the  knees  but  not  toward  the  hips, 
and  .she  was  unable  to  stand  or  walk.  She 
was  readmitted  to  the  hospital  a week  later 
in  great  discomfort.  She  had  noted  mod- 
erate anorexia  and  weight  loss  during  the 
past  week  or  ten  days  and  complained  of 
some  degree  of  intermittent  fever.  She 
denied  vaginal  discharge,  bleeding,  or  lower 
abdominal  or  pelvic  pain. 

A system  review  gave  negative  findings, 
and  her  previous  medical  history  was  that 
of  essentially  good  health. 

She  appeared  to  be  a normally  developed, 
chronically  ill  woman  with  evidence  of  re- 
cent weight  loss.  The  temperature  was 
98.6  F.,  pulse  100  and  regular,  respirations 
16,  and  blood  pressure  130/80.  There  was 
no  jaundice,  cyano.sis,  skin  eruption,  or 
peripheral  lymph  node  enlargement.  An 


Part  I — September  1,  1901 


2979 


KNICKERBOCKER  HOSPITAL 


examination  of  the  head,  neck,  eyes,  ears, 
nose,  and  throat  was  unrevealing.  The 
lungs  were  clear  to  percussion  and  ausculta- 
tion. The  heart  exhibited  sinus  tachycardia 
at  a rate  of  100.  The  heart  was  not  en- 
larged, and  there  were  no  murmurs.  The 
abdomen  was  soft,  and  no  organs  were 
palpable.  There  was  slight  tenderness  on 
deep  palpation  in  the  right  upper  quadrant 
with  no  rebound  tenderness.  A pelvic 
examination  revealed  the  uterus  to  be  small, 
anterior,  and  freely  movable  without  dis- 
comfort. There  were  no  adnexal  masses 
or  tenderness.  A rectal  examination  gave 
negative  results. 

An  examination  of  the  legs  showed 
marked,  diffuse  tenderness  over  both  quad- 
riceps with  some  warmth  and  mild  redness. 
There  was  a noticeable  degree  of  quadriceps 
atrophy.  The  hip  joints,  knee  joints,  and 
ankles  were  freely  movable  without  dis- 
comfort, and  there  was  no  edema  of  the 
legs.  A neurologic  examination  showed 
findings  within  normal  limits.  The  quad- 
riceps reflex  was  normally  present  and 
equal. 

A urinalysis  revealed  a specific  gravity 
of  1.005,  no  albumin,  sugar,  or  acetone, 
and  an  occasional  white  cell.  The  hemo- 
globin was  9.4  Gm.  per  100  ml.;  the  red 
cell  count  3,260,000;  and  the  white  cell 
count  11,700  with  64  per  cent  neutrophils, 
33  per  cent  lymphocytes,  no  eosinophils, 
and  3 per  cent  monocytes.  The  smear 
showed  marked  hypochromia  of  the 
erythrocytes  with  slight  anisocytosis  and  poi- 
kilocytosis.  The  sedimentation  rate  was 
138  mm.  per  hour.  A sickle-cell  preparation 
showed  positive  findings.  A lupus  erythe- 
matosus preparation  gave  negative  results. 
The  C-reactive  protein  was  3 plus.  The 
antistreptolysin  type  O titer  was  1:250. 
A serologic  test  for  syphilis  showed  nega- 
tive results. 

The  fasting  blood  sugar  was  82  mg.  per 
100  ml.,  the  nonprotein  nitrogen  34  mg., 
uric  acid  3.1  mg.,  creatinine  1.65  mg.,  bil- 
irubin 0.15  mg.,  calcium  9 mg.,  phosphorus 
4.4  mg.,  and  total  protein  7.15  Gm.  with 


3.4  Gm.  albumin  and  3.75  Gm.  globulin. 
The  alkaline  phosphatase  was  7.4  units  and 
the  transaminase  1 8 units.  A latex  fixation 
test  was  less  than  1:20. 

A scrum  protein  electrophoresis  showed  an 
increase  in  gamma  globiilin  and  alpha2 
globulin  and  a decrease  in  beta  globulin. 
A hemoglobin  electrophoresis  showed  an 
A plus  S pattern.  A twenty-four-hour  urine 
specimen  contained  919  mg.  of  creatinine 
and  105  mg.  of  creatine  (volume  2,200  cc.). 

A blood  culture  grew  out  coagulase-nega- 
tive  hemolytic  Staphylococcus  aureus,  and 
a culture  of  the  cervix  grew  out  of  nonhemo- 
lytic Staph,  aureus  and  nonhemolytic 
streptococci.  A smear  of  bone  marrow 
aspirate  revealed  a normal  distribution  and 
maturation  of  cells  and  gave  negative  re- 
sults on  culture.  Purified  protein  derivative 
at  1:10,000  and  1:1,000  gave  negative 
results,  and  gastric  washings  for  acid-fast 
bacilU  also  showed  negative  results.  Skin 
tests  with  Trichinella  antigen  produced 
negative  results.  Agglutination  tests  for 
typhoid  C gave  positive  results  at  1 : 80  and 
doubtful  at  1:160.  Agglutination  for  ty- 
phoid H,  paratyphoid  A and  B,  and  Proteus 
OX-19  showed  negative  results.  Aggluti- 
nation for  Brucella  abortus  gave  positive 
results  at  1 : 40. 

Ghest  x-ray  films,  an  esophagram,  and  an 
intravenous  pyelogram  showed  no  abnor- 
malities. An  x-ray  film  of  the  pelvis  and 
femurs  showed  some  coarsening  of  the  tra- 
becular pattern  which  was  most  noticeable 
in  the  diaphyses,  raising  the  question  of  early 
bony  demineralization. 

Following  her  admission,  the  patient  ran  a 
septic  fever  with  a daily  spike  to  102  to 
103  F.  Severe,  disabling  pain  in  both  thighs 
continued  and  was  aggravated  by  any  move- 
ment although  the  joints  never  were  in- 
volved. After  the  initial  diagnostic  studies 
were  completed  she  was  treated  with  large 
doses  of  kanamycin  sulfate  (Kantrex)  and 
erythromycin  as  well  as  with  large  doses  of 
analgesics  and  hypnotics  for  pain.  A muscle 
biopsy  was  performed  on  the  ninth  hospital 
day  and  was  interpreted  as  showing  normal 
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results.  Culdoscopy  was  performed  on  the 
fourteenth  hospital  day.  Neither  fallopian 
tube  was  visualized;  the  right  adnexa  were 
adherent  to  a loop  of  sigmoid,  but  otherwise 
the  procedure  yielded  no  positive  informa- 
tion. During  the  following  six  weeks  she 
remained  anemic  and  ran  a low-grade  fever. 
X-ray  films  of  the  pelvis  and  femurs  were 
repeated  on  several  occasions,  revealing  pro- 
gressive destruction  of  the  cortical  and  can- 
cellous bone  in  both  femurs  without  visible 
periosteal  reaction.  The  lesions  appeared  as 
patchy  areas  of  rarefaction,  irregularly 
rounded  in  contour  and  varying  somewhat  in 
the  degree  of  rarefaction,  thereby  giving  a 
mottled  appearance  to  the  shafts  of  both 
femurs.  The  lesions  did  not  extend  beyond 
the  diaphyses.  At  one  point  on  the  lateral 
aspect  of  the  right  femur  there  was  a sug- 
gestion of  a breach  in  the  integrity  of  the 
cortex. 

An  operation  was  performed  ten  weeks 
after  admission. 

Discussion 

Elmer  S.  Gais,  M.D.:  At  first  glance, 
the  case  under  discussion  does  not  seem  to 
lend  itself  to  an  analysis  based  on  patho- 
physiology, that  alteration  in  the  physiol- 
ogy of  the  individual  which  we  may  call  a 
pattern  of  disease.  Here  the  problem  seems 
to  be  a practical  one,  to  make  a definite 
diagnosis  so  that  therapy  may  be  instituted. 
But  there  will  emerge,  I hope,  an  intriguing 
relationship  between  the  basic  phenomena  of 
her  disease  and  the  effects  of  a severe  stress 
upon  it. 

What  are  the  facts?  A twenty-six-year- 
old  Negro  female  who  had  one  live  birth  in 
three  pregnancies  came  to  the  hospital  with 
an  infected  incomplete  abortion.  Blood  and 
urine  cultures  were  negative,  but  the  cervi- 
cal culture  grew  out  a coagulase-positive 
hemolytic  staphylococcus.  She  was  moder- 
ately anemic  but  we  are  not  told  the 
amount  of  the  blood  loss.  After  curettage 
she  was  given  penicillin  and  chloramphenicol, 
and  her  fever  subsided  slowly.  However, 
she  did  complain  of  pain  in  her  thighs  which 


recurred  with  great  intensity  on  the  day 
following  discharge. 

It  should  be  emphasized  that  certain  nega- 
tive findings  were  noted  on  readmission. 
She  had  no  icterus,  no  lymphadenopathy,  no 
splenomegaly,  no  cardiac  murmur,  and  no 
pelvic  findings  other  than  some  adhesions 
between  the  right  adnexa  and  the  sigmoid. 
To  these  we  can  add  the  absence  of  hyper- 
glycemia or  nitrogen  retention,  normal  levels 
of  calcium  and  phosphorus,  and  the  absence 
of  any  abnormal  feature  in  her  urine.  The 
bone  marrow  was  reported  as  normal  and 
sterile;  however,  the  peripheral  blood 
showed  anemia,  possibly  mildly  hypo- 
chromic, and  a sickle-cell  preparation  showed 
positive  results.  I assvune  that  sickling 
was  not  noted  on  the  smear  but  was  an 
induced  phenomenon.  Electrophoresis 
showed  that  the  pattern  was  that  of  hemo- 
globin A plus  hemoglobin  S.  I believe  this 
is  of  the  greatest  importance.  The  serum 
protein  electrophoresis  showed  an  increase 
m gamma  and  alpha2  globulins  and  a de- 
crease in  beta  globulins.  I find  nothing 
distinctive  in  that  pattern;  it  is  not  un- 
common in  any  infectious  process.  I would 
infer  that  the  creatine  and  creatinine 
study  was  done  because  of  the  tenderness, 
warmth,  redness,  and  some  atrophy  of  the 
quadriceps  muscles.  The  amount  of 
creatinuria  would  be  significant  in  a man, 
but  in  a woman  it  must  be  viewed  with 
caution.  Levels  of  this  magnitude  often  are 
spontaneous  in  women  and  cannot  be 
interpreted  as  diagnostic  of  muscle  disease 
or  endocrine  disease.  However,  the  in- 
creased alpha2  globulins  are  consistent  with 
tissue  destruction,  and  in  view  of  the 
patient’s  symptoms,  a destructive  process  in 
the  thigh  muscles  was  rightly  considered. 

The  Trichinella  antigen  skin  test  was  prob- 
ably done  because  of  the  muscular  pain,  but 
it  gave  negative  results,  as  one  would 
expect,  for  the  distribution  of  muscle  pain  in 
trichinosis  is  more  diffuse.  The  other  sero- 
logic tests,  more  especially  the  Br.  abortus 
test,  were  done  for  the  same  reason.  I 
would  not  have  expected  them  to  show  posi- 
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Fig.  1.  X-ray  film  taken  three  weeks  after  second 
admission  showing  bilateral,  symmetric  destruction 
of  both  femurs. 


live  results;  osteomyelitis  due  to  Brucella 
is  a more  insidious  disease  than  that  found  in 
this  patient,  and  the  lesions  resemble  cystic 
or  fibrous  dysplastic  lesions  in  the  diaphysis. 
Typhoid  osteomyelitis  usually  involves  the 
vertebral  coltimn,  but  the  fact  that  sal- 
monella osteomyelitis  has  been  reported  in 
sickle-cell  disease  warrants  a suspicion  of 
osteomyelitis  of  some  type.  Tuberculous 
osteomyelitis  seems  unlikely  both  because 
of  the  type  of  bone  changes  and  the  negative 
results  of  the  tuberculin  tests,  chest  films, 
and  gastric  washings.  At  this  juncture  it 
may  be  profitable  to  look  at  the  x-ray  films 
taken  as  the  disease  process  developed. 

Joseph  M.  Moynahan,  M.D.:  We  have 
a multitude  of  x-ray  films  taken  at  various 
stages  of  the  patient’s  illness.  To  simplify 
matters  no  radiologic  changes  of  any  signifi- 
cance were  visible  at  the  time  of  the  first 
examination  except  for  a coarsening  of  the 
trabecular  pattern  of  the  diaphyses  of  both 
femurs,  suggesting  early  demineralization. 
About  three  weeks  later  there  were  large, 
irregular  areas  of  destruction  involving  the 
medullary  cavity  with  extension  to  and  de- 


struction of  the  cortex  (Fig.  1).  In  some 
areas  the  cortex  appeared  eroded  from  its 
inner  aspect  while  in  other  areas  it  appeared 
eroded  from  without.  In  the  right  femur 
there  was  an  area  where  the  entire  thickness 
of  the  cortex  was  destroyed  (Fig.  2A).  The 
lesions  were  confined  entirely  to  the  shaft  of 
the  femurs,  maximal  in  intensity  at  the 
diaphysis,  and  never  extending  beyond  the 
epiphyseal  plate.  A skeletal  survey  revealed 
no  other  bones  to  be  involved,  and  examina- 
tions of  the  chest  and  entire  gastrointestinal 
and  urinary  tracts  produced  negative  find- 
ings. The  lesions  were  progressive  up  to  a 
point  (Fig.  2,  B and  C)  and  then  appeared 
to  be  stabilized  about  ten  weeks  later.  At 
no  time  during  this  period  was  there  any 
periosteal  new  bone  formation  nor  did  any 
appear  during  the  next  few  months. 

The  radiologic  picture  is  extremely  un- 
usual. We  can  reasonably  exclude  meta- 
static disease  because  of  the  symmetric 
diaphyseal  destruction  inasmuch  as  meta- 
static disease  usually  is  confined  to  the  axial 
skeleton  in  areas  of  active  hematopoiesis. 
It  would  be  more  difficult  to  exclude  a pri- 
mary bone  tumor  if  only  one  femur  were  in- 
volved, but  this  was  not  the  case  as  we 
already  have  seen.  Certain  primary  tumors, 
such  as  Ewing’s  or  reticulum  cell  sarcoma, 
may  metastasize  to  the  bone  or  have  a multi- 
focal origin,  but  the  symmetric  diaphyseal 
destruction  would  be  distinctly  unusual. 

Osteomyelitis  must  be  considered.  Again 
the  distribution  of  the  lesion  and,  to  a greater 
extent,  the  lack  of  periosteal  new  bone  forma- 
tion over  a considerable  period  of  time,  de- 
spite areas  of  complete  cortical  destruction,  is 
very  unusual.  In  this  case,  however,  the 
distribution  conceivably  might  be  explained 
on  the  basis  of  the  prior  pelvic  surgery. 
For  this  reason  osteomyelitis  is  somewhat 
more  probable  than  a malignant  condition, 
although  admittedly  quite  atypical. 

Dr.  Gais:  The  x-ray  films  are  quite 
helpful  in  limiting  the  nature  of  the  process 
to  one  of  possible  inflammation  and  destruc- 
tion of  the  bone.  In  the  light  of  the  clinical 
background  I would  be  tempted  to  think  al- 
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Fig.  2.  (.4)  X-ray  film  of  right  femur  taken  four  weeks  after  second  admission  showing  destruction  of  both 
cortical  and  cancellous  bone.  Discrete  breach  in  continuity  of  cortex  in  lower  third  of  shaft.  {B)  X-ray  film 
j of  left  femur,  viewed  posteriorly,  taken  six  weeks  after  second  admission  showing  more  extensive  diaphyseal 
destruction.  The  cortex  appears  to  be  eroded  from  within  the  medullary  cavity.  (C)  X-ray  film  of  right 
femur  taken  six  weeks  after  second  admission  showing  more  extensive  destruction  of  the  shaft  and  a sharply 
I marginated  breach  in  cortex  in  lower  third. 


j most  exclusively  of  bacterial  infections. 
During  the  second  admission  coagulase- 

] negative  hemolytic  Staph,  aureus  was  re- 

• covered  from  the  blood,  and  a cervical  culture 
yielded  the  same  organism  plus  a non- 

I hemolytic  streptococcus.  The  C-reactive 
protein  and  antistreptolysin  type  O titers 
were  elevated,  confirming  the  streptococcal 
infection,  possibly  the  earlier  one.  Kana- 
mycin  sulfate  and  erythromycin  were  given 

• to  combat  the  infection. 

1 With  these  positive  findings  let  us  con- 

I sider  the  progressive  course  of  the  illness. 

'■  One’s  attention  is  focused  irresistibly  and 
irretrievably  on  the  bilateral  disease  in  the 
diaphyses  of  the  femurs.  The  initial  change 
seen  on  the  x-ray  films  was  demineralization. 


This  progressed  to  actual  destruction  of  both 
cortical  and  cancellous  bone.  Remarkably, 
there  was  no  periosteal  reaction.  The 
destructive  process  continued  to  the  point  of 
a breach  in  the  cortex.  The  observation 
that  the  changes  are  bilateral  and  sym- 
metrical help  to  ehminate  the  possibility  of 
either  a primary  or  a secondary  bone  tumor. 
The  whole  picture  has  all  the  earmarks  of  a 
treated  acute  to  subacute  osteomyelitis. 
I specify  treated  because  prompt  and  early 
antibiotic  therapy  can  modify  the  course  of 
the  disease  greatly  and  alter  the  typical 
roentgenographic  picture  considerably.  I 
would  guess  that  the  absence  of  periosteal 
reaction  and  the  lack  of  sequestrum  forma- 
tion can  be  attributed  to  the  early  treatment. 
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But  why  osteomyelitis?  This  is  an  un- 
common disease  in  an  adult.  The  thick 
cortex  limits  the  periosteal  involvement  in 
adults.  Diaphyseal  rather  than  meta- 
physeal involvement  is  possible  in  an  adult 
owing  to  the  shift  in  the  major  blood  supply 
from  the  metaphyseal-epiphyseal  zone  of 
developing  bone,  making  the  chance  of 
localization  of  the  infectious  agent  in  the 
shaft  more  likely.  Why  the  bilaterality? 
Always,  this  suggests  a metabolic  or  a sys- 
temic factor.  We  have  no  evidence  for 
metabolic  bone  disease,  but  we  do  have  clear- 
cut  evidence  of  sickling. 

I shall  be  forced  to  digress  a bit  to  recall 
the  nature  of  sickle-cell  disease,  or  sicklemia. 
It  is  an  hereditary  disease  inherited  as  a 
nonsex-linked  autosomal  mendelian  domi- 
nant. The  genetic  abnormality  expresses  it- 
self by  the  presence  of  an  abnormal  globin 
in  the  hemoglobin  molecule,  called  the  S 
globin.  Adult  hemoglobin  consists  of  a 
tetrameter  of  two  alpha  and  two  beta  poly- 
peptide chains  containing  some  560  amino 
acid  residues.  It  has  been  found  that  the 
substitution  of  one  valine  for  one  glutamic 
acid  residue  in  the  half  molecule  of  the  beta 
chains  constitutes  the  difference  between 
hemoglobin  S and  normal  adult  hemo- 
globin, or  hemoglobin  A.  This  is  a small 
change  to  produce  such  disastrous  effects. 
The  alteration  in  amino  acid  configuration 
leads  to  a loss  of  four  net  electrical  charges; 
as  a result  hemoglobin  S moves  more  slowly 
in  an  electrophoretic  field  than  does  hemo- 
globin A. 

Electrophoretic  methods  and  other  ana- 
lytic procedures  have  identified  some  24 
mutant  hemoglobins,  and  this  field  of  study 
is  still  in  its  infancy.  It  would  lead  us 
astray  to  discuss  this  monumental  contribu- 
tion of  human  genetics  to  “molecular  medi- 
cine.” Suffice  it  to  say  that  if  an  individual 
inherits  the  gene  for  hemoglobin  S from  both 
parents,  he  is  homozygous,  has  an  S-S  geno- 
type, a double  dose  so  to  speak,  and  has 
sickle-cell  disease.  His  red  cells  will  have 
between  65  and  100  per  cent  hemoglobin  S. 
There  may  be  increased  amounts  of  fetal 


hemoglobin  (hemoglobin  F)  and  small 
amounts  of  an  atypical  adult  hemoglobin 
(hemoglobin  A2).  If  an  individual  inherits 
hemoglobin  S from  one  parent  and  hemo- 
globin A from  the  other,  he  will  be  heterozy- 
gous, have  an  S-A  genotype,  and  will  have 
sickle-cell  trait.  Some  20  to  40  per  cent 
of  his  hemoglobin  will  be  hemoglobin  S. 

Individuals  with  any  amount  of  hemo- 
globin S are  subject  to  “sickling  crises,”  the 
frequency  and  severity  varying  chiefly 
with  the  amount  of  hemoglobin  S as  well  as 
with  the  environmental  factors  that  precipi- 
tate them.  All  such  patients  will  have  a 
shortened  red  cell  survival  time,  the  rate 
varying  with  the  concentration  of  hemo- 
globin S.  The  risk  of  intravascular  sickhng 
is  present  in  all  patients  whether  they  have 
the  full-blown  disease  or  merely  the  trait. 
Intravascular  sickling  depends  on  the  forma- 
tion of  a tactoid  from  the  red  cell,  a hquid  • 
crystalline  gel  state.  The  environmental  1 
factors  which  favor  tactoid  formation  are  a I 
decrease  in  oxygen  tension,  a lowering  of  j 
blood  pH,  and  coohng.  These  physical  or  j 
physicochemical  factors  are  produced  readily 
by  infections  as  well  as  by  a variety  of  I 
stresses.  Intravascular  sickhng  leads  to 
thrombosis,  with  or  without  infarction.  The 
consequence  of  thrombosis  is  decreased 
oxygen  tension  in  the  tissues  supphed  by  the 
occluded  vessels.  This  leads  to  further 
intravascular  sickling,  and  a vicious  cycle  is  ! 
set  up.  : 

Patients  with  sickle-cell  trait  have  been  | 
known  to  develop  splenic  infarction  after  air- 
plane flights.  Painless  hematuria  also  has 
been  reported.  It  is  thought  that  the  bleed- 
ing comes  from  the  vessels  in  the  tips  of  the 
renal  pyramids  where  oxygen  tension  is  low 
and  blood  flow  slow.  In  sickling  crisis 
bone  pain  is  a common  complaint  and  an 
important  chnical  feature.  It  probably 
represents  minute  areas  of  aseptic  necrosis 
of  bone  although  on  occasion  the  lesions  can 
be  macroscopic,  as  evidenced  by  aseptic 
necrosis  of  the  femoral  head,  often  found  in 
hemoglobin  S-C  disease.  In  children 
salmonella  osteomyelitis  is  not  infrequent 
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Fig.  3.  Photomicrograph  of  placenta  showing 
[diffuse,  intense  inflammatory  infiltrate  in  the  chorio- 
(amniotic  membrane. 


and  is  almost  pathognomonic  of  sickle-cell 
disease  or  some  other  hemoglobinopathy.  If 
my  inferences  are  correct,  our  patient  has 
suffered  a similar  comphcation. 

The  most  logical  explanation  for  the  se- 
quence of  events  is  that  she  suffered  locahzed 
thromboses  in  the  diaphyseal  areas  of  her 
femora  which  were  infected  from  the  pyemia 
iof  her  pelvic  infection.  Osteomyelitis  of 
jthe  adult  type  was  the  result.  If  this  is 
jtrue,  her  anemia  most  likely  is  explained  on 
grounds  other  than  hemolysis  for  which  we 
have  no  real  evidence.  Not  only  did  she 
bleed  at  the  time  of  abortion,  but  also 
she  had  a severe  infection. 

The  concept  that  the  sickle-cell  trait  has 
no  clinical  significance  should  be  discarded. 
To  be  sure,  under  ordinary  circumstances  a 
patient  with  little  hemoglobin  S will  not 
have  intravascular  sickling  and  thrombosis, 
but  this  is  purely  a quantitative  distinction. 
To  some  extent  the  presence  of  hemoglobin 


S in  a given  individual  implies  an  element  of 
risk  in  situations  of  stress.  Such  an  indi- 
vidual is  more  likely  to  develop  complications 
following  certain  types  of  insult  than  a person 
who  has  only  hemoglobin  A.  I think  that  is 
what  occurred  in  this  patient.  She  had  a 
severe  enough  degree  of  pelvic  infection 
associated  with  her  abortion  so  that  when 
infected  material  settled  in  her  bone  marrow, 
thrombosis  and  acute  to  subacute  osteo- 
myelitis developed.  I think  that  in  a nor- 
mal person  this  would  not  have  occurred; 
the  antibiotics  administered  at  the  time  of 
abortion  would  have  controlled  the  infec- 
tion. 

Clinical  Diagnosis 

Osteomyelitis  with  multiple  bony  infarcts; 
sickle-cell  trait. 

Dr.  Gais’s  Ditignosis 

Acute  to  subacute  osteomyelitis,  secondary 
to  postabortal  sepsis;  sickle-cell  trait. 

Pathologic  Report 

William  B.  Ober,  M.D.  : My  interpreta- 
tion of  the  case  coincides  very  closely  with 
Dr.  Gais’s  opinion.  However,  the  patho- 
logic material  is  slight,  and  I,  too,  have  to 
proceed  by  inference.  The  first  specimen  we 
obtained  was  the  material  curetted  at  the 
time  of  the  abortion.  It  was  grossly  infected, 
and  there  was  a diffuse  chorioamnionitis 
(Fig.  3)  as  well  as  considerable  necrosis 
of  chorionic  villi  and  inflammatory  exudate 
in  the  intervillous  space.  Following  this 
operation  she  seemed  to  recover,  and,  in- 
deed, there  were  no  signs  of  pelvic  infection 
after  two  weeks. 

Fourteen  weeks  after  the  abortion  and 
following  antibiotic  therapy  of  heroic  pro- 
portions, we  received  material  from  a bone 
biopsy  near  the  area  where  there  was  a breach 
in  the  continuity  of  the  cortex.  This  showed 
an  inflammatory  reaction  of  varying  degree 
(Fig.  4),  and  there  were  a few  fragments  of 
necrotic  bone  in  the  tissue.  There  was  some 
well-formed  granulation  tissue  in  the  mate- 
rial, and  it  was  sufficient  for  the  diagnosis  of 
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Fig.  4.  (/I)  Area  from  biopsy  of  left  femur  showing  diffuse  inflammatory  reaction.  Exudate  consists  of 
neutrophils,  many  of  which  are  eosinophils,  some  lymphocytes  and  plasma  cells,  and  large  number  of  histio- 
cytes. (fi)  Granulation  tissue  from  another  area  in  biopsy  of  right  femur. 


healing  osteomyelitis  on  purely  morphologic 
grounds.  A culture  taken  at  this  time  grew 
out  streptococci,  and  I would  say  that  a 
diagnosis  of  subacute  osteomyelitis  would  be 
a more  accurate  term.  It  is  not  difficult 
to  picture  a smoldering  infection  due  to 
streptococci  lurking  in  the  lacunae  of  the 
bony  matrix  of  the  femurs. 

As  a result  of  this  procedure  intensive 
therapy  with  penicillin  was  begun.  How- 
ever, a couple  of  weeks  after  the  biopsy  the 
patient  developed  a spontaneous  fracture  of 
the  femur  near  the  biopsy  site.  She  was 
placed  in  an  immobilizing  cast,  and  the 
penicillin  therapy  was  continued.  To  date, 
some  nine  months  later,  there  is  nonunion  of 
the  fracture.  There  is  no  deposition  of  new 
bone,  and  there  is  still  no  evidence  of  a 
periosteal  reaction.  Also,  the  disease  is 
bilateral. 

Certainly  this  is  not  the  usual  picture  of 
osteomyelitis  as  a pathologic  process. 


Neither  is  the  localization  of  the  disease 
process  in  the  diaphyses  of  both  femora.  In 
the  usual  acute  hematogenous  osteomyelitis 
of  children  the  primary  localization  of 
bacteria  is  near  the  metaphysis,  and  the 
inflammation  and  destruction  of  the  bone 
marrow  spreads  backward  toward  the  di- 
aphysis.  I would  like  to  offer  the  hypothesis 
that  in  this  patient  particle  size  is  an  all- 
important  factor.  I think  that  the  primary 
infection  in  the  soft  tissue  of  the  pelvis 
was  sufficient  to  produce  local  intra- 
vascular sickling  and  that  small  thrombi  of 
sickled  cells  with  bacteria  embolized  to  both 
femora,  entering  them  at  midshaft  along  the 
nutrient  arteries.  I would  think  that  the 
embolic  material  was  of  sufficient  size  to 
occlude  the  nutrient  arteries  and  their  major 
branches.  This  could  account  for  the 
primary  onset  of  the  infection  in  the  di- 
aphyses, and  it  also  could  account  for  the 
failure  of  a periosteal  reaction  to  develop  and 
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for  the  subsequent  failure  of  new  bone  to 
form.  In  other  words,  this  implies  a com- 
bination of  septic  embolization  to,  and  in- 
farction of,  bone.  Only  the  occlusion  of 
both  nutrient  arteries  could  account  for  the 
failure  of  any  type  of  healing  reaction; 
the  area  subtended  by  the  arterial  supply  to 
the  femora  would  have  to  be  ischemic  and 
remain  ischemic  for  a considerable  period  of 
time. 

I suppose  that  the  only  reason  we 


are  not  now  faced  with  complete  or  almost 
complete  resorption  of  both  femora  is  that 
the  septic  thrombi  of  sickled  cells  finally  re- 
canalized and  that  there  now  is  enough  blood 
supply  to  the  area  to  keep  the  bone  alive 
but  not  enough  to  permit  it  to  regenerate. 

Anatomic  Diagnosis 

Subacute  osteomyelitis,  both  femurs,  strepto- 
coccal; infected  abortion  with  chorioamnionitis; 
sickle-cell  trait. 
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A^^ith  increased  longevity,  primarily  as 
* * a result  of  his  well-regulated  carbo- 
hydrate metabolism,  the  diabetic  patient’s 
greatest  menace  today  is  atherosclerosis 
and  its  complications.  Well-documented 
clinicopathologic  observations  have  shown 
that  the  largest  single  cause  of  death  among 
diabetic  persons  is  atherosclerosis  of  the 
medium-sized  arteries.^  The  gravity  of 
this  degenerative  process  is  that  it  spares 
almost  none  of  the  vascular  territories, 
retinal,  renal,  cerebral,  or  coronary. 

One  of  the  alarming  clinical  features  of  this 
di.sease  is  the  high  percentage  of  involve- 
ment of  the  arteries  of  the  lower  extremities. 
Despite  the  recent  spectacular  advances  in 
vascular  surgery,  the  prognosis  for  peripheral 
arterial  disease  in  diabetic  patients  still 
leaves  much  to  be  desired.  The  main 
reason  which  may  account  for  its  greater 
seriousness  is  the  complex  nature  of  this 
di.sease  in  diabetes. 

The  purpose  of  this  paper  is  to  review  the 
basic  phy.siopathologic  concept  of  peripheral 
arterial  disease  in  diabetes  mellitus,  its 
various  clinical  manifestations,  and  the  basic 


principles  guiding  its  medical  and  surgical  ' 
treatments.  j 

Basic  Physiopathologic  Concept  ' 

While  there  is  still  much  debate  as  to  , 
whether  atherosclerosis  represents  a “com- 
plication” or  is  an  “integral  part”  of  diabetes,  i 
few  will  deny  that  this  degenerative  arterial 
process  occurs  at  an  earlier  age  and  carries 
a more  severe  prognosis  in  diabetic  than 
in  nondiabetic  persons. 

A clearer  understanding  of  the  clinical 
picture  of  the  arterial  disease  in  diabetes 
may  be  gained  from  knowledge  of  the  evolu-  ‘ 
tion  of  the  arterial  lesions.  Unfortunately 
most  of  the  reports  on  this  subject  rely  on  ’ 
the  dissection  of  amputation  specimens.  ^ 
The  picture  derived  from  such  a study  | 
reflects  the  end  product  of  a disease  and 
throws  little  light  on  its  developmental 
stages.  Need  for  such  knowledge  is  essential 
not  only  for  the  understanding  of  this  vascu- 
lar disease,  but  also  for  its  management. 
Viewed  from  the  developmental  angle,  J 
some  facets  of  the  vascular  lesions  are  found  Q 
predominantly  in  diabetic  patients,  thus  1 
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suggesting  a causal  relationship  to  diabetes. 

One  of  the  incontrovertible  facts  is  that 
the  incidence  of  gangrene  of  the  lower 
extremities  is  considerably  higher  in  dia- 
betic than  in  nondiabetic  patients.*  In  our 
own  experience,  5 out  of  6 major  amputations 
are  performed  in  patients  with  diabetes.®-^ 
When  one  considers  that  in  nondiabetic 
persons  arteriosclerosis  is  far  more  fre- 
quent, the  actual  ratio  of  5 to  1 of  diabetic 
to  nondiabetic  gangrene  is  considerably 
higher.  Thus  Bell*  in  a study  based  on  a 
large  series  of  autopsy  records  showed  that 
gangrene  develops  53  times  as  often  in 
diabetic  as  in  nondiabetic  men  and  71  times 
as  often  in  diabetic  as  in  nondiabetic  women 
more  than  forty  years  of  age. 

The  striking  difference  in  severity  of  the 
arterial  disease  between  the  two  groups  is 
obvious.  To  understand  this  difference,  it  is 
essential  to  analyze  the  various  pathologic 
factors  involved:  atherosclerosis,  Moncke- 
berg’s sclerosis,  and  arteriolar  sclerosis. 

It  has  been  assumed  by  most  authors 
and  stated  by  many  that  the  arteriosclerotic 
process  in  diabetic  patients  is  not  different 
from  that  in  nondiabetic  patients. While 
histologically  one  may  be  unable  to  dis- 
tinguish a type  of  arteriosclerosis  that  is 
characteristic  of  diabetes,  a study  focused 
on  the  site,  extent,  and  mode  of  progression 
of  these  lesions  shows  them  to  be  distinctive 
from  those  found  in  nondiabetic  individuals. 
Indeed,  on  careful  pathologic  examination 
it  was  found  that  the  vessels  involved  were 
mainly  the  smaller  arteries.®”^®  Our  own 
clinical  and  arteriographic  studies  have 
disclosed  that  the  occlusive  process  involves 
mostly  the  distal  major  arteries  as  well  as 
the  smaller  ones.'^  Lesions  of  the  large 
and  smaller  arteries  will  be  considered  sepa- 
rately. 

The  site  and  extent  of  the  initial  arterio- 
sclerotic process  in  the  large  arteries  differ 
in  diabetic  from  nondiabetic  patients.  In 
the  former,  the  initial  lesions  involve  the 
tibial  and  popliteal  arteries  and  less  fre- 
quently the  femoral.  In  contrast,  in  the 
latter  group  the  femoral  and  popliteal  are 


predominantly  involved  while  the  leg  arteries 
are  spared  for  long  periods  of  time.  In 
addition,  the  aorta  and  iliac  arteries  also  are 
frequently  and  exclusively  involved  in 
contrast  to  the  diabetic  patients  in  whom 
this  site  of  arterial  occlusion  is  rarely  en- 
countered. 

The  atherosclerotic  process  is  more  diffuse 
in  the  diabetic  person.  While  initially 
it  may  involve  a well-defined  area  of  a 
large  artery,  the  segmental  nature  of  the 
occlusive  process  is  more  frequently  en- 
countered in  nondiabetic  patients. 

The  arterial  disease  has  a definite  tendency 
to  progress  in  diabetes.  This  progression 
is  both  centripetal  and  axial.  The  centrip- 
etal progression  is  illustrated  by  the  steady 
growth  of  atheromatous  plaques  first  leading 
to  marked  stenosis  of  the  arterial  lumen 
and  then  to  complete  occlusion.  The  axial 
progression  occurs  distally  and  proximally 
along  the  arterial  tree. 

In  contradistinction  to  the  accelerated 
rate  of  development  in  cases  of  diabetes, 
the  atherosclerotic  process  displays  a slower 
tempo  in  nondiabetic  persons. 

Medial  arteriosclerosis  (Monckeberg’s 
sclerosis)  is  characterized  by  the  presence 
of  calcification  and  necrosis.  Of  the  two 
types,  uniform  or  patchy  distribution  of 
calcific  deposits,  the  latter  is  more  frequent 
among  diabetic  individuals  and  involves 
mostly  the  distal  vessels. 

Involvement  of  the  smaller  arteries 
(muscular,  digital)  may  occur  independently 
or  in  association  with  that  of  the  major 
arteries.  Decreased  digital  circulation  has 
been  described  as  an  early  manifestation 
of  vascular  disease  in  diabetic  patients,^® 
and  gangrene  of  toes  due  to  digital  arteriolar 
thrombosis  onlj"  is  not  infrequent.  ® “ 

More  recently,  Goldenberg  et  in  a 
study  of  152  amputation  specimens  of  the 
lower  extremities  found  characteristic  lesions 
of  small  arteries  and  arterioles  in  diabetic 
patients.  These  lesions,  distinct  from 
arteriosclerosis,  were  characterized  by  en- 
dothelial proliferation  and  a deposition 
of  a periodic  acid-Schiff-positive  material 
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in  a reticulated  pattern  which  contained 
no  colloidal  iron.  These  lesions  were  found 
in  the  vasa  vasorum  and  periadventitial 
vessels  of  the  large  arteries,  as  well  as  in  the 
small  arteries  and  arterioles  of  nerves,  mus- 
cles, and  skin.  They  were  found  in  both  hy- 
pertensive and  normotensive  diabetic  pa- 
tients. 

While  histologically  the  arteriosclerotic 
lesions  of  the  large  arteries  may  be  indis- 
tinguishable in  diabetic  and  nondiabetic 
persons,  in  contrast,  the  smaller  arteries  and 
arterioles  display  characteristic  lesions  which 
may  “have  a causal  relation  to  diabetes. 

Frequent  involvement  of  muscular,  digital, 
and  cutaneous  arterioles,  representing  the 
terminal  arteriolar  bed,  may  thus  account 
for  the  severity  of  the  peripheral  vascular 
disease. 

Clinical  Data 

The  clinical  picture  of  peripheral  arterial 
disease  is  often  associated  with  and  some- 
times dominated  by  two  other  important 
manifestations : diabetic  neuropathy  and 

local  infection.  Their  association,  in  vari- 
able degrees,  lends  to  the  lesions  a truly 
characteristic  clinical  picture,  often  referred 
to  as  “the  diabetic  foot.”  The  clinical 
manifestations  may  thus  be  conveniently 
classified  under  the  following  four  headings: 
(1)  arteriosclerosis  obliterans,  (2)  peripheral 
neuropathy,  (3)  infection,  and  (4)  combined 
lesions. 

Arteriosclerosis  Obliterans. — The  ex- 
act relationship  between  diabetes  and 
arteriosclerosis  is  not  well  understood. 
In  our  experience  the  great  majority  of 
diabetic  patients  with  peripheral  occlusive 
arterial  disease  display  a so-called  mild 
form  of  diabetes,  as  defined  by  minimal 
insulin  requirements.  It  is  apparent  that 
while  the  disturbance  in  their  carbohydrate 
metabolism  is  clinically  not  too  significant, 
their  vascular  disease  appears  severe  and 
at  times  mafignant.  Whether  disturbances 
in  lipid  metabolism  play  an  important  role 
in  the  atherogenesis  of  diabetes  may  be 
assumed  but  is  still  not  fully  documented. 


The  infiuence  of  diabetes  on  the  rate  of 
development  of  arteriosclerosis  obliterans  is 
well  substantiated  by  clinical  findings. 
In  patients  of  comparable  age  groups. 
Dry  and  Hines  found  that  arteriosclerosis 
obliterans  occurred  eleven  times  more  fre- 
quently in  diabetic  than  in  nondiabetic 
patients.  In  addition,  this  process  appears 
more  prematurely  among  diabetic  individ- 
uals, a decade  earlier  among  men  and  two 
decades  earlier  among  women.  It  should 
be  pointed  out  that  while  in  nondiabetic 
patients  the  male-female  ratio  is  about  4 or  6 
to  1,  in  diabetic  persons  this  ratio  is  1 or  2 to 
1.  This  seems  also  to  apply  to  all  the  other 
vascular  components  of  diabetes,  retinal,  re- 
nal, and  coronary.*® 

The  occlusive  process  is  usually  a slow 
and  insidious  one,  accompanied  by  a progres- 
sive reduction  of  the  arterial  lumen,  varying 
from  mild  to  marked  stenosis.  Wlien 
complete  obliteration  takes  place,  it  usually 
manifests  itself  as  an  acute  clinical  episode. 
As  a result  of  the  intraluminal  changes, 
there  is  stimulation  of  the  development 
of  collateral  vessels.  The  functional  ade- 
quacy of  the  collaterals  will  vary  with  the 
rate  of  progression  of  the  occlusive  process 
and  the  length  and  number  of  the  occluded 
arterial  segments.  Depending  on  the  speed 
of  development  and  the  extent  of  this 
pathologic  process,  the  picture  may  be  that  of 
a chronic  or  acute  syndrome.  In  either  of 
these  syndromes,  three  major  clinical  mani- 
festations may  be  present,  namely:  inter- 

mittent claudication,  pain  at  rest,  and  ulcer- 
ation or  gangrene. 

Intermittent  claudication  may  occur  as  a 
result  of  arterial  stenosis  only,  in  which 
instance  the  foot  pulses  are  still  palpable. 
However,  in  most  cases,  complete  occulsion 
is  present.  The  peripheral  pulses  are  not 
palpable  then  and  the  oscillometric  index 
is  markedly  reduced  or  absent.  Inter- 
mittent claudication  displays  no  special 
features  in  diabetic  patients  and  needs  no 
further  elaboration. 

Rest  pain  may  be  due  either  to  an  acute 
thrombosis  of  a major  artery  or  to  ulceration 
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or  gangrene.  The  most  common  site  of  sud- 
den thrombosis  is  the  popliteal.  While  steno- 
sis of  its  lumen  may  have  been  present  for 
months  or  even  years,  its  complete  oblitera- 
tion manifests  itself  by  sudden  pain,  numb- 
ness, coldness,  and  disappearance  of  pulses. 
This  type  of  arterial  impairment,  despite 
its  apparent  acute  onset,  is  not  like  the  one 
due  to  arterial  embolism.  The  lesser  degree 
of  ischemia  may  be  accounted  for  by  the 
antecedent  stenotic  phase  during  which  col- 
lateral circulation  had  developed  and  thereby 
minimized  the  effects  of  the  final  occlusion. 

Gangrene  and  ulceration  usually  involve 
the  toes  and  the  heel.  Except  in  cases  of 
acute  arterial  thrombosis  (superimposed 
on  a long-standing  arteriosclerosis  of  the 
distal  arterial  tree)  in  which  the  lesions  may 
be  extensive,  necrosis  of  the  tissues  remains 
limited  initially  to  the  digits.  Trauma, 
even  trivial,  may  initiate  or  precipitate 
gangrene.  Dry,  scaly  skin  and  fissures 
are  particularly  predisposing  to  infection 
and  gangrene.  Characteristically  the  dia- 
betic person  often  exhibits  infected  and 
gangrenous  areas  on  the  heel  that  have 
originated  under  a fissure.  Gangrene  of  the 
heel  is  often  a spreading  and  uncontrollable 
lesion.  In  the  management  of  the  heel 
lesions  it  is  essential  to  distinguish  between 
superficial  and  well-demarcated  gangrene 
secondary  to  decubitus  pressure  and  exten- 
sive gangrene  of  the  heel  secondary  to  mas- 
sive infarction.  The  heel,  more  than  any 
other  part  of  the  foot,  is  vulnerable  to  the 
triple  threat  of  ischemia,  pressure,  and  infec- 
tion. The  superficial  heel  lesion  is  usually 
self-limiting,  in  contrast  to  the  extensive  and 
deep  one  which  leads  to  major  amputations. 

Bilateral  gangrene  in  diabetic  patients  is 
rather  frequent.  Joslin“  reported  that  of 
100  patients  with  amputation  of  one  leg,  39 
required  subsequent  amputation  of  the 
second  leg . BelT  reported  that  gangrene  was 
bilateral  in  21  per  cent  of  nondiabetic  and 
26  per  cent  of  diabetic  patients.  In  a follow- 
up study  of  294  cases,  Silbert^^  found  that 
30  per  cent  required  amputation  of  the  re- 
maining leg  within  a period  of  three  years. 


and  51  per  cent  required  the  second  amputa- 
tion within  five  years. 

The  life  expectancy  of  diabetic  patients 
who  have  had  an  amputation  of  one  or  both 
extremities  because  of  gangrene  is  usually 
shortened.  Silbert,^*  in  his  study,  showed  a 
survival  of  65  per  cent  of  the  patients  after 
three  years  and  41  per  cent  after  five  years  or 
longer.  There  were  no  significant  sex 
differences  in  the  survival  period.  It  should 
be  pointed  out  that  the  death  rate  due  to 
vascular  complications  in  diabetic  patients 
has  been  rising  in  the  past  few  decades. 
Thus  BelT^  found  that  vascular  complica- 
tions as  a cause  of  death  rose  from  17  per 
cent  in  the  years  1910  to  1922  to  49.6  per 
cent  in  the  years  1936  to  1948. 

Arteriosclerosis  Obliterans  of  the  Upper 
Extremity. — A recent  investigation*®  has  dis- 
closed that  arteriosclerosis  of  the  upper  ex- 
tremity is  less  infrequent  than  one  might  be 
led  to  believe  from  the  literature.  More 
than  half  the  patients  studied  were  diabetic. 
The  arteries  most  often  involved  were  the 
radial  and  ulnar.  Stenosis  of  both  arteries 
was  slightly  more  frequent  than  complete 
occlusion,  (31  stenotic  to  24  occlusive  cases). 
It  is  significant  that  in  none  of  these  cases 
was  there  any  clinical  manifestation  of  ar- 
terial insufficiency.  In  contrast,  these  pa- 
tients displayed  advanced  occlusive  changes 
in  the  lower  extremities. 

Arteriography. — While  the  evaluation  of 
the  degree  of  arterial  impairment  can  often 
be  made  from  the  clinical  findings  alone,  a 
more  accurate  delineation  of  the  pathologic 
conditions  involving  the  vessels  can  be 
achieved  only  by  arteriography.  A recent 
study*^  based  on  the  use  of  serial  femoral 
arteriography  has  disclosed  a number  of 
features  characteristic  of  occlusive  patterns 
in  diabetic  patients:  (1)  The  entire  super- 
ficial femoral  and  the  entire  femoral-popliteal 
segment  are  more  often  occluded  in  arterio- 
sclerotic nondiabetic  than  in  diabetic  pa- 
tients. (2)  In  contrast,  occlusion  of  the  en- 
tire popliteal  artery  is  more  frequently  seen 
in  diabetic  patients.  (3)  Combined  occlu- 
sion patterns  (distal  superficial  femoral. 
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Fig.  1.  (4)  and  {B)  Femoral  arteriogram  of  sixty-year-old  diabetic  patient.  Arteriogram  indicates  dif- 
fuse occlusive  disease  of  distal  superficial  femoral  artery,  proximal  two-thirds  of  popliteal,  and  entire  an- 
terior tibial.  Posterior  tibial  and  peroneal  arteries  are  markedly  atherosclerotic  with  very  narrowed  lumen. 
( C)  Same  arteriogram  as  ( A ) and  (B)  with  close-up  of  popliteal  region  indicating  occlusion  of  popliteal  artery 
and  poor  collateral  circulation  due  to  involvement  of  genicular  branches.  This  type  of  inadequate  collateral 
circulation  around  the  knee  indicates  poor  prognosis.  Patient  had  gangrene  of  foot  and  had  to  undergo 
leg  amputation. 


popliteal,  and  profunda  femoris)  occurred  in 
61.8  per  cent  of  diabetic  individuals.  (4) 
A good  “run-oflf”  was  three  times  less  fre- 
quent in  the  diabetic  as  compared  with  non- 
diabetic patients  and  conversely,  a poor 
“run-off”  was  twice  as  frequent  in  the  dia- 
betic as  compared  with  the  nondiabetic 
group.  (5)  The  incidence  of  involvement  of 
the  major  leg  arteries  is  much  higher  in  dia- 
betic persons.  (6)  Owing  to  the  higher  inci- 
dence of  popliteal  occlusion  with  poor  or 
absent  “run-off”  in  diabetic  patients,  the 
collaterals  were  represented  by  the  genicular- 
tibial  group,  which  is  the  least  efficient  of  the 
collateral  groups  of  the  lower  extremities 
(Fig.  1). 


Peripheral  Neuropathy. — Peripheral 

diabetic  neuropathy  is  perhaps  one  of  the 
most  significant  and  characteristic  abnor- 
malities encountered  in  these  patients.  Ac- 
cording to  Jelliffe,^®  N41aton  and  V6signe, 
as  early  as  1852,  first  called  attention  to  the 
perforating  ulcer  of  the  foot.  Later,  in  1864, 
Marchal  de  Calvi^^  first  described  the  causal 
relationship  between  diabetic  and  neurologic 
and  trophic  changes.  Despite  a growing 
literature  on  this  subject,  these  compUca- 
tions  of  diabetes  are  still  not  widely  recog- 
nized. Awareness  of  their  presence  is,  how- 
ever, essential  for  the  proper  management  of 
the  diabetic  person  who  displays  trophic  dis- 
orders of  the  lower  extremities. 
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The  neurologic  lesion  may  be  central  or 
peripheral,  the  latter  being  the  more  common. 
In  order  of  decreasing  frequency,  the  fibers 
affected  are  sensory,  autonomic,  and  motor. 
Involvement  of  the  sensory  and  autonomic 
fibers  is  responsible  for  most  of  the  neurologic 
findings  in  these  patients. 

The  incidence  of  peripheral  neuropathy 
varies  greatly  and  ranges  from  0 to  93  per 
cent  according  to  published  reports. Such 
wide  discrepancies  are  due  partly  to  the 
divergent  criteria  used  for  defining  diabetic 
neuropathy.  There  is  general  agreement, 
however,  indicating  that  long-standing  dia- 
betes and  its  poor  control  are  the  leading 
factors  in  the  development  of  neuropathy. 
Under  these  conditions  its  incidence  appears 
to  range  from  17  to  62  per  cent  of  cases.'^®''^’ 

The  major  chnical  manifestations  include: 
sensory  disturbances,  autonomic  nerve  in- 
volvement, trophic  skin  lesions  and  plantar 
ulcers,  and  degenerative  arthropathy. 

Sensory  Disturbances. — There  is  a wide 
gamut  of  manifestations  ranging  from 
pain,  tenderness,  and  hyperesthesia  to 
hypalgesia,  hypesthesia,  or  anesthesia.  The 
patient  coming  under  our  observation  dis- 
played primarily  a sensory  deficit  involving 
not  only  the  toes  or  foot  but  also  sometimes 
the  legs  up  to  the  knees.  These  diabetic  pa- 
tients are  particularly  vulnerable  to  all  types 
of  injuries  (mechanical,  thermal,  chemical, 
and  so  forth)  inasmuch  as  the  impairment 
of  sensation  is  often  both  superficial  and 
deep. 

Autonomic  Nerve  Involvement. — Although 
the  involvement  of  autonomic  fibers  of 
peripheral  nerves  in  diabetic  persons  was 
described  by  Auch6  in  1890“  and  Pryce  in 
1893,*®  disturbances  in  sweating  and  skin 
temperature  and  abnormalities  in  the  regu- 
lation of  blood  pressure  were  reported  only 
relatively  recently  by  Rundles*®  and  others. 

Martin*®  reported  findings  suggesting 
that  nonmyelinated  nerve  fibers  may  be  the 
first  to  suffer  damage  from  the  pathologic 
process  responsible  for  the  diabetic  neu- 
ropathy. This  author  also  found  that  auto- 
nomic fibers  seemed  to  be  involved  early  in 


the  development  of  the  neuropathy  and  were 
affected  in  all  the  cases  investigated  by  him. 

The  clinical  picture  of  diabetic  autonomic 
disturbances  in  the  extremities  simulates  the 
effects  of  partial  or  complete  sympa- 
thectomy.** In  addition  to  the  presence  of 
anhidrosis  and  vasodilatation  of  the  toes, 
there  is  also  edema,  erythema,  and  atrophy 
of  the  skin  and  subcutaneous  tissues.  In 
this  type  of  neuropathy,  characterized  by 
spontaneous  autonomic  denervation,  surgi- 
cal sympathectomy  would  appear  to  be 
superfluous. 

Trophic  Skin  Lesions  and  Ulcerations. — 
Chronic  ulcers  of  the  feet  associated  with 
calluses  are  characteristic  lesions  in  diabetic 
patients.  JelUffe  in  1894**  reviewed  the 
early  literature  on  this  subject  and  recorded 
220  articles  prior  to  his  own.  Since  then  a 
great  number  of  papers  have  appeared  on 
this  subject.*®’*^  The  most  frequent  causes 
of  these  ulcers  are  the  diabetic  neuropathy 
and  some  degree  of  bone  and  joint  changes, 
particularly  of  the  metatarsophalangeal 
joints.  The  disturbed  architecture  of  the 
diabetic  foot  predetermines  the  location  of 
both  the  calluses  and  the  ulcers.  Indeed, 
diabetic  neurotrophic  ulcers  are  confined  al- 
most exclusively  to  the  region  of  the  promi- 
nent metatarsal  heads.  When  hammer  toes 
are  also  present,  corns  and  calluses  and  their 
accompanying  ulcers  are  often  found  both  on 
the  dorsa  and  the  tips  of  these  toes. 

Initially  a hemorrhage  occurs  at  the  base 
of  the  callus  with  subsequent  bleb  formation 
and  ulceration  in  its  central  portion,  which 
corresponds  to  the  maximum  pressure  point 
exerted  by  the  bony  prominence.  The  ulcer 
is  usually  punched  out  and  circular.  In 
chronic,  recurrent  ulcers,  its  edges  are  under- 
mined with  sinus  tract  formation  which  may 
lead  to  a denuded  bone  or  joint.  It  should 
be  pointed  out  that  the  osteolytic  process 
may  remain  undetected  in  the  roentgen  film. 
Infection  and  osteomyelitis  are  not  infrequent 
sequelae. 

In  evaluating  these  lesions,  it  is  important 
to  distinguish  the  pure  neurotrophic  ulcers 
from  the  ones  associated  with  arteriosclerosis 
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obliterans.  The  treatment  and  prognosis 
may  differ  in  the  latter  from  the  former  type 
of  neurotrophic  ulcer,  as  will  be  pointed  out. 

Degenerative  Arthropathy. — Another  typ- 
ical component  of  the  neuropathic  foot  is 
bone  and  joint  lesions  similar  to  Charcot’s 
arthropathy.  The  factors  leading  to  these 
lesions  are  the  lack  of  .sensation,  the  motor 
weakne.ss,  and  the  resulting  laxity  of  the 
joints.  Bailey  and  Root®^  pointed  out  the 
fact  that  the  earliest  detectable  gross  change 
is  a unilateral  or  bilateral  thickening  of  the 
tarsal  region.  A later  examination  revealed 
destruction  and  extensive  disruption  of  the 
tarsometatarsal  joints  and  many  loose 
bodies.  Personal  experience  has  shown 
similar  destructive  lesions  at  the  metatarso- 
phalangeal joints.  While  ischemic  changes 
may  coexist,  the  evidence  indicates  that  most 
of  these  cases  of  arthropathy  ai-e  part  of  the 
diabetic  peripheral  neuropathy.  These  le- 
.sions  are  painless  and  the  patients  as  a rule 
keep  walking  on  them,  thereby  greatly  con- 
tributing to  their  chronicity. 

Infection.^ — It  is  a well-established  fact 
that  ischemic  tissues  are  very  vulnerable  to  in- 
fection. This  is  particularly  true  in  diabetes. 
Any  break  in  the  continuity  of  the  skin  may 
act  as  a port  of  entry  and  a nidus  for  the 
growth  of  bacteria.  In  diabetes  pyogenic 
organisms  are  often  associated  with  mycotic 
infection,  especially  with  epidermophytosis. 
It  should  be  emphasized  that  infection  usu- 
ually  starts  as  a mycotic  infection  with  the 
development  of  maceration.  This  may  re- 
sult in  interdigital  fissures  or  ulcerations  and 
may  become  secondarily  infected  with  bac- 
teria. As  a result  of  arterial  impairment,  or 
even  without  it,  infection  in  diabetic  patients 
is  hkely  to  lead  readily  to  lymphangitis, 
cellulitis,  deep  tissue  abscess,  osteomyelitis, 
and  ultimately  gangrene.  The  loss  of  tissue 
can  often  be  traced  to  an  initial  infection  in 
subungual  or  interdigital  ulcers,  fissures  of 
the  heel,  traumatic  lesions  of  the  foot,  or 
ill-advised  surgery  for  ingrown  toenails  or 
calluses  and  corns. 

Of  particular  interest  is  the  association  of 
gangrene  with  infection.  Before  the  anti- 


biotic era,  gangrene  in  diabetic  patients,  be- 
cause of  their  great  susceptibility  to  in- 
fection, was  treated  by  prompt  above-knee 
amputation.  At  present,  although  the  use 
of  antibiotics  has  changed  the  problem  of 
infection  radically  and  improved  the  prog- 
nosis of  gangrene,  nevertheless  the  infection, 
when  present,  still  represents  a serious  com- 
plication. 

Infectious  gangrene  may  occur  in  the  ab- 
sence of  or  in  association  with  arteriosclerosis 
obliterans.  The  distinction  between  these 
two  t)^pes  of  infectious  gangrene  is  important 
to  bear  in  mind  since  the  latter  type  carries  a 
more  serious  prognosis.  The  precipitating 
factors  responsible  for  this  complication  have 
already  been  mentioned.  Around  the  orig- 
inal site  of  entry  of  the  bacteria  (ingrown 
toenail,  interdigital  or  heel  fissure,  ulcerated 
callus,  and  so  forth)  there  may  be  a necrotic, 
tender  area  with  spreading  cellulitis  and 
lymphangitic  streaks  spreading  up  the  limb. 
Crepitation  may  be  present  in  the  soft  tissues 
and  pus  may  exude  from  the  lesion.  The 
patient  is  febrile  and  toxic,  with  increased 
insulin  requirements,  reflecting  a severely 
disturbed  carbohydrate  metabolism.^® 

In  the  presence  of  such  severe  infection  the 
exclusive  use  of  antibiotics  has  proved  most 
often  inadequate.  Incision  and  drainage 
occasionally  associated  with  limited  amputa- 
tions are  essential  for  the  eradication  of  the 
spreading  infection  and  salvage  of  the  limb. 

Combined  Lesions. — Accurate  diagnosis 
and  prompt  treatment  of  circulatory  dis- 
turbances seen  in  the  extremities  of  diabetic 
patients  rest  on  the  fact  that  such  disturb- 
ances often  may  be  ascribed  to  a com- 
bination of  occlusive  arterial  disease,  neurop- 
athy, and  infection.  The  degree  of  par- 
ticipation of  each  of  these  three  major 
etiologic  factors  is  difficult  to  assess  statisti- 
cally. This  is  why  it  is  so  essential  to 
evaluate  each  patient  from  this  triple 
point  of  view  before  deciding  on  the  course 
to  follow. 

In  the  presence  of  advanced  arteriosclero- 
sis obliterans,  infection  may  precipitate 
irreversible  lesions.  As  a rule  these  two 
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factors  combined  carry  a poor  prognosis 
for  the  survival  of  the  affected  limb.  In 
contrast,  infection  in  the  presence  of  mild 
or  absent  arterial  insufficiency  often  may  be 
readily  controlled.  The  same  holds  true 
in  the  patients  displaying  infection,  neurop- 
athy, and  mild  arterial  insufficiency.  How- 
ever, in  this  latter  group  of  patients,  one 
should  be  wary  of  the  deceptive  lack  of 
pain  which  may  lull  both  patient  and 
doctor  into  a false  sen.se  of  security.  Ob- 
viously, infection  in  any  and  all  of  these 
combined  lesions  should  be  managed 
promptly  and  intensively,  irrespective  of 
the  degree  of  associated  pain. 

Treatment 

The  choice  of  medical  or  surgical  pro- 
cedures in  the  management  of  these  patients 
will  depend  on  local  and  systemic  findings. 

Medical. — Medical  treatment  is  con- 
cerned primarily  with:  (1)  the  control  of  dia- 
betes mellitus ; (2)  dietary  and  drug  control 
of  an  abnormal  lipid  metabolism;  (3)  the 
use  of  vasodilating  drugs  or  procedures; 
(4)  the  relief  of  pain;  (5)  prophylactic 
measures  against  infection  and  breakdown 
of  the  skin;  and  (6)  the  management  of 
cardiac,  cerebral,  and  renal  involvement. 

Control  of  Diabetes  Mellitus. — The  control 
of  diabetes  mellitus  in  patients  with  athero- 
sclerosis obliterans  is  quite  important. 
This  holds  particularly  true  in  the  presence 
of  infection  or  of  ulcerative  or  gangrenous 
lesions.  A more  rigid  observance  of  the 
diet  and  an  increase  in  insulin  are  usually 
required.  The  role  of  the  state  of  control  of 
diabetes  on  the  development  of  the  neurop- 
athy may  not  be  as  essential  as  has  been 
claimed  by  several  authorities.^^-^'^'^®  Re- 
cent evidence  presented  by  Ellenberg®’ 
suggests  that  there  may  be  several  etiologic 
factors  responsible  for  the  neuropathy. 

Dietary  and  Drug  Control  of  an  Abnormal 
Lipid  Metabolism. — The  value  of  a low- 
cholesterol,  low-fat  diet  and  of  anticholes- 
terol and  lipotrophic  drugs  is  still  under 
investigation.  There  is  considerable  lack 
of  agreement  concerning  their  clinical  use- 


fulness despite  some  definitely  encouraging 
results.®® 

Vasodilating  Agents  and  Procedures. — 
Vasodilator  drugs  are  widely  prescribed 
in  occlusive  arterial  disease.  The  rationale 
for  their  clinical  use  is  based  primarily 
on  pharmacologic  studies  of  them  in  the 
laboratory.  Their  clinical  evaluation  is 
admittedly  difficult.  While  some  degree  of 
vasodilatation  can  be  achieved  in  patients 
with  mild  or  moderately  impaired  circulation, 
the  use  of  vasodilator  drugs  remains  the 
.subject  of  much  controversy.^-®® 

The  oral  administration  of  whiskey  or 
brandy  (4  to  6 ounces  daily)  still  retains  the 
favor  of  most  patients  and  doctors  as  a 
simple  and  effective  vasodilator.  The  block- 
ing of  sympathetic  ganglia  with  procaine 
or  similar  agents  is  of  little  therapeutic 
value  because  of  its  temporary  effect. 
Reflex  heating  of  the  body  may  have  some 
value  but  must  be  recommended  cautiously. 

Relief  of  Pain. — The  relief  of  pain  due 
to  ischemic  neuritis,  ulceration,  and  gangrene 
usually  requires  bed  rest,  expert  local  care 
of  the  lesions,  and  the  administration  of 
such  analgesics  as  demerol  hydrochloride 
and  opiates.  Most  often,  the  pain  associated 
with  these  lesions  may  require  surgical 
intervention  for  relief. 

Prophylaxis. — Prophylaxis  against  infec- 
tion and  breakdown  of  the  skin  is  perhaps 
one  of  the  most  important  phases  of  the 
medical  management.  Clear-cut  instruc- 
tions concerning  cleanliness  of  feet,  advice 
against  self-pedicure  (toenails,  corns,  and 
calluses),  avoidance  of  trauma  and  of  direct 
heat  application,  elimination  of  tobacco 
smoking,  and  so  forth,  in  a written  form, 
should  be  handed  over  to  each  patient. 
This  may  be  helpful  in  the  fight  against 
minor  factors  which  lead  sometimes  to 
major  disasters. 

The  use  of  antibiotics,  in  the  presence  of 
ulcerative  and  gangrenous  lesions,  should  be 
routine  since  diabetic  patients  are  particu- 
larly prone  to  developing  infection. 

Systemic  Management. — The  evaluation  of 
the  cardiac,  cerebral,  and  renal  status  is 
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essential  in  an  attempt  to  determine  the 
prognosis  and  the  advisability  of  any  sur- 
gical procedure. 

Surgical. — Surgical  treatment  may  be 
indicated  for:  severe  intermittent  claudica- 
tion, rest  pain,  ulcerative  lesions  associated 
with  the  neuropathic  foot,  and  gangrene. 
The  procedures  most  commonly  used  in 
the  management  of  these  conditions  are: 
(1)  sympathectomy,  (2)  peripheral  mixed 
nerve  crushing,  (3)  direct  arterial  surgery, 
and  (4)  amputations. 

Lumbar  Sympathectomy. — Indications  for 
lumbar  sympathectomy  are  not  always 
easy  to  define.  Its  main  physiologic  objec- 
tive is  to  increase  arterial  blood  flow  in  the 
denervated  limb.  Clinical  evidence  in- 
dicates that  vasodilatation  can  be  achieved 
in  the  cutaneous  vascular  bed.  The  degree 
of  vasodilatation  obtained  will  obviously 
depend  on  the  residual  vascular  capacity. 

A review  of  our  personal  experiences 
with  lumbar  sympathectomy  for  arterio- 
sclerosis obliterans  in  diabetic  patients  has 
disclosed  the  following:^® 

Rest  pain  was  relieved  in  the  majority 
of  patients  with  acute  arterial  occulsions 
and  minor  ulcerative  lesions.  In  those 
with  advanced  ischemia  or  gangrene  it 
failed  to  provide  any  persisting  relief. 

Ulceration  or  limited  gangrene  of  the 
foot  and  leg  usually  responded  favorably 
to  sympathectomy.  Failure  to  salvage  the 
limb  occurred  in  the  cases  with  advanced 
lesions. 

Intermittent  claudication,  as  pointed  out 
also  by  others,  is  rarely  alleviated  by  this 
procedure.  Although  some  improvement 
in  walking  ability  may  be  noted  in  a number 
of  cases,  these  minor  benefits  hardly  recom- 
mend lumbar  sympathectomy  for  inter- 
mittent claudication  only. 

Ulcerative  lesions  of  the  foot  associated 
with  diabetic  neuropathy  are  not  within 
the  scope  of  this  procedure,  unless  hyper- 
hidrosis  and  epidermophytosis  are  present. 
In  these  latter  cases,  lumbar  sympathectomy 
indeed  not  only  improves  the  arterial 
flow,  but  also  stops  the  fungal  infection  as 


a result  of  the  induced  dryness  of  the  foot. 

Peripheral  Mixed  Nerve  Crushing. — Pe- 
ripheral mixed  nerve  crushing  is  used  to 
relieve  severe  rest  pain  associated  with 
ulcerative  lesions  of  the  foot.  Its  objective 
is  to  render  insensitive  those  areas  which 
are  excruciatingly  painful  and  to  allow  local 
treatment  to  be  applied. 

Indications  for  this  procedure  are  rare 
and  limited  to  those  cases  which  are  not 
relieved  by  sympathectomy  but  which 
display  a stabilized  blood  supply  of  the 
foot.  The  relief  of  pain  combined  with 
minor  amputations  of  useless  toes  often  may 
result  in  salvaging  the  foot. 

Bypass  Arterial  Grafts. — Aorta- to-femoral 
or  femoral-to-popliteal  bypass  grafts  are 
being  used  widely  for  segmental  occlusions 
of  the  aortoiliac  or  superficial  femoral 
arteries  respectively.  While  this  procedure 
is  feasible  in  arteriosclerotic  nondiabetic 
patients,  the  diffuse  nature  of  the  arterio- 
sclerotic lesions  in  diabetic  patients  pre- 
cludes its  use  in  these  cases.  Furthermore, 
since  the  popliteal-tibial  system  is  the  one 
most  involved,  an  adequate  patency  of  the 
major  distal  vessel  below  the  site  of  the 
occlusion — the  run-off — is  rarely  found  in 
diabetic  individuals.  Our  arteriographic 
survey  of  occlusive  arterial  disease  of  the 
lower  extremities  disclosed  that  only  one  half 
of  the  cases  displayed  a “run-off. Of  these 
only  16.6  per  cent  had  a good  run-off  as 
compared  with  45.5  per  cent  in  the  non- 
diabetic group.  In  the  most  recent  statis- 
tics on  bypass  grafting,  diabetic  patients 
are  rarely  mentioned.  In  our  series,  only 
15  per  cent  of  the  patients  in  whom  this 
operation  was  performed  were  diabetic,  de- 
spite the  fact  that  the  great  majority  of  our 
patients  in  need  of  a revascularization 
procedure  for  rest  pain  and  incipient  gan- 
grene or  ulcerative  lesions  are  diabetic 
patients. 

In  the  few  selected  cases,  the  bypass 
grafting  procedure  is  obviously  desir- 
able whenever  possible.  Even  though  the 
tibial  arteries  may  be  occluded,  a fem- 
oral-to-popliteal shunt  will  increase  the 
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popliteal  pulse  pressure  to  a normal  level 
and  thereby  stimulate  greatly  the  develop- 
ment of  the  distal  collateral  flow. 

Amputations. — Before  the  antibiotic  era, 
above-knee  amputations  were  performed 
almost  routinely  for  gangrene  and  infection, 
even  when  these  lesions  were  confined  to 
the  toes.  Better  understanding  of  the 
peripheral  vascular  problems  in  diabetic 
patients  and  the  use  of  antibiotics  have 
led  to  more  conservative  amputations. 
As  shown  by  our  personal  experience, 
such  amputations  are  feasible  and  safe 
and  have  often  resulted  in  salvage  of  the 
limb. 

There  are  five  suitable  levels  for  amputa- 
tion of  the  lower  extremities.  The  decision 
as  to  which  level  to  use  can  be  made  only 
after  careful  study  of  each  individual  case.'*^ 
Such  a choice  requires  both  proper  evalua- 
tion of  local  factors  and  the  patient’s  general 
condition.  Chief  among  the  local  factors 
are  the  extent  of  gangrene  or  ulceration, 
the  degree  of  infection,  the  condition  of 
adjacent  areas,  the  degree  of  arterial  im- 
pairment, and  the  severity  of  pain. 

SINGLE  TOE. — The  indications  for  single- 
toe amputation,  either  through  the  proximal 
phalanx  or  through  the  metatarsal  shaft, 
are  localized  and  well-demarcated  necrosis 
of  the  distal  end  of  the  toes  and  deep  ulcera- 
tions of  the  toe  with  denuded  bone  and 
exposed  tendon.  Every  effort  is  made  to 
control  infection  so  that  a closed  amputation 
can  be  undertaken  safely.  Otherwise  the 
wound  is  left  open  and  healing  occurs 
secondarily. 

TRANSMETATARSAL. — Limited  gangrene  or 
ulcerations  to  two  or  more  toes  are  the  main 
indications  for  transmetatarsal  amputation. 
In  our  published  series^  78  per  cent  of  the 
amputations  were  done  by  primary  closure, 
while  only  22  per  cent  were  left  open  because 
of  uncontrollable  infection.  Healing  and 
a useful  foot  were  obtained  in  69  per  cent  of 
cases. 

The  advantages  of  transmetatarsal  am- 
putation cannot  be  overemphasized.  Even 
though  healing  may  be  delayed  in  a certain 


number  of  cases,  it  should  be  attempted 
whenever  there  is  any  prospect  of  success. 

SUPRAMALLEOLAR. — Gangrene  of  the  foot 
and  spreading  infection  are  a serious  surgical 
problem  in  the  presence  of  a poor  general 
condition  of  the  patient.  An  open  guil- 
lotine amputation  just  above  the  malleoli 
offers  great  advantages  in  such  desperate 
cases.  Its  rapid  execution  and  minimal 
surgical  trauma  are  its  chief  assets.  This 
amputation  may  be  performed  either  as  a 
definitive  procedure  or  as  a preliminary 
step  before  an  operation  at  the  site  of  election 
is  feasible. 

MIDLEG. — Indications  for  midleg  amputa- 
tion are : gangrene  of  several  toes  extending 

into  the  metatarsal  region  with  or  without 
infection  but  with  no  tendency  to  demarcate, 
combined  gangrene  of  toes  and  heel  or  ankle, 
and  the  failure  of  transmetatarsal  amputa- 
tion with  spreading  necrosis. 

A recent  review^'^  of  422  cases  of  midleg 
amputation,  of  which  357  were  performed  in 
diabetic  patients,  showed  that  in  the  latter 
group:  The  popliteal  pulse  was  absent  in 
76.7  per  cent  of  cases;  healing  of  the  stump 
occurred  in  93  per  cent,  reamputation  at 
mid-thigh  level  was  necessary  in  1.8  per  cent; 
and  the  mortality  rate  was  5.2  per  cent. 

THIGH. — Indications  for  above- the-knee 
amputation  are:  extensive  gangrene  and 
infection  of  the  leg,  gangrene  of  the  foot 
associated  with  flexion-contracture  of  the 
knee  joint,  and  recent  acute  occlusion  of  the 
femoral  or  iliac  artery. 

Midleg  amputation  possesses  two  major 
advantages  over  thigh  amputation : a better 
prospect  of  rehabilitation  owing  to  the 
preservation  of  the  knee  joint  and  minimal 
or  absent  stump  pain. 

Neurotrophic  Foot  Ulcers. — In  some  of 
these  cases  conservative  measures,  if  applied 
properly,  may  be  quite  effective.  The 
use  of  orthopedic  appliances  is  important 
to  prevent  weight-bearing  on  the  lesions. 
Unfortunately,  these  ulcers,  despite  adequate 
weight-bearing  redistribution,  are  prone  to 
recur.  In  such  cases  Kern^^  advises  a 
two-stage  operation  consisting  of  debride- 
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ment  and  packing  followed  by  closure. 
In  the  presence  of  even  slight  infection  the 
wound  is  left  open,  healing  occurring  by 
second  intention.  For  ulcers  under  a meta- 
tarsal head,  the  removal  of  the  latter  may 
be  of  lasting  benefit  in  some  cases.  In 
our  experience,  the  amputation  of  the  toe 
through  the  metatarsal  shaft  or  trans- 
metatarsal amputation  of  the  foot  are 
usually  preferable  to  local  debridement 
of  the  ulcer.  Regardless  of  the  method 
of  local  treatment,  it  is  important  to  re- 
emphasize the  necessity  for  properly  fitted 
shoes  in  all  these  patients.  Frequent  read- 
justments of  the  orthopedic  appliances  may 
be  necessary  to  avoid  recurrences. 

Summary 

Current  concepts  of  the  basic  pathology 
of  the  peripheral  arterial  disease  in  dia- 
betes mellitus  are  reviewed.  It  is  pointed 
out  that  in  addition  to  the  atherosclerotic 
lesions  involving  the  medium  and  large- 
sized  arteries,  the  smaller  arteries  (digital, 
cutaneous,  and  muscular)  display  lesions 
characterized  by  endothelial  proliferation. 
Furthermore,  the  atherosclerotic  changes  in 
diabetic  patients  are  more  diffuse  and 
involve  more  often  the  medium-sized  arteries 
of  the  leg  and  foot.  Its  widespread  dis- 
tribution, its  rapid  rate  of  development, 
and  the  frequent  involvement  of  the  terminal 
arteriolar  bed  are  the  three  major  factors 
which  may  account  for  the  severity  of  the 
peripheral  arterial  disease  in  diabetic 
patients. 

In  addition  to  arteriosclerosis  obliterans 
the  clinical  manifestations  may  include 
also  those  of  peripheral  neuropathy  and 
infection.  It  is  emphasized  that  the  clinical 
picture  is  usually  a complex  one  in  which 
the  preceding  three  types  of  lesions  are 
combined  in  varying  degrees,  although 
any  one  of  them  may  be  present  independent 
of  each  other. 

An  outline  of  the  basic  principles  of 
medical  and  surgical  procedures  is  presented. 
Special  emphasis  is  placed  on  conservative 
management  with  a view  to  salvaging  the 


limb. 

While  much  remains  to  be  accomplished 
in  basic  research  concerning  the  relationship 
of  diabetes  mellitus  to  the  development 
of  atherosclerosis,  nevertheless  remarkable 
strides  over  the  past  decade  have  been 
achieved  in  the  management  of  the  pe- 
ripheral arterial  disease  and  its  complications 
in  diabetes. 

715  Park  Avenue,  New  York  21 
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Acute  Upper  Respiratory  Infections 


Acute  upper  respiratory  infections  led  all  other 
single  diagnoses,  with  668  of  every  10,000  patient 
visits  reported  during  the  twelve-month  period  from 
April,  1960,  through  March,  1961,  according  to  the 
National  Disease  and  Therapeutic  Index.  This 
diagnosis  includes  such  acute  conditions  as  the  com- 
mon cold,  sinusitis,  pharyngitis,  laryngitis,  trachei- 
tis, and  tonsillitis. 


Visits  for  most  respiratory  diseases  occurred  more 
frequently  during  the  first  and  fourth  quarters  than 
during  the  rest  of  the  year;  the  first  quarter  of  the 
year  reflected  the  highest  rate.  Visits  involving 
influenza  came  to  only  65  per  10,000  during  the  first 
quarter  of  1961,  compared  with  341  per  10,000  dur- 
ing the  same  period  of  1960  which  was  an  epidemic 
period. 
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Pitfalls  in  Blood  Transfusions 


^ I '^HE  number  of  blood  transfusions  has 
mounted  steadily,  and  the  number  of 
actions  for  negligence  against  all  involved 
also  has  increased.  In  general,  most  un- 
toward accidents  in  blood  transfusions  stem 
from  the  failure  to  carry  out  elementary 
blood  grouping  procedures  properly  or  from 
human  errors.  There  are  several  steps 
necessary  in  preparing  for  a transfusion, 
and  participation  by  several  individuals  is 
required.  The  risk  of  human  error  always 
is  present  and  can  occur  anywhere  along  the 
lines  of  prescribing  transfusions,  grouping 
and  matching,  and  giving  the  transfusions.' 

The  following  case  report  illustrates  a 
problem  in  transfusion  involving  the  human 
error  factor.  Fortunately,  the  error  was 
detected,  and  blood  was  withheld  until 

Presented  and  discussed  at  a conference  held  at  Belle- 
vue Hospital,  New  York  City,  June  5,  1961.  Clinical 
Anesthesia  Conferences  are  held  on  the  first  Monday  of 
each  month. 


proper  identification  was  made. 

Case  Report 

This  eighty-six-year-old  man  came  to  surgery 
for  a suprapubic  prostatectomy.  His  hematocrit 
was  43  and  blood  urea  nitrogen  12  mg.  per  100  ml. 
A urinalysis  showed  many  white  blood  cells  and  1 
plus  albumin.  He  had  a history  of  three  previous 
cerebrovascular  accidents  and  was  known  to 
have  chronic  auricular  fibrillation  which  was 
compensated.  The  patient  was  not  receiving  dig- 
italis at  this  time. 

His  premedication  consisted  of  atropine  0.5 
mg.  administered  intramuscularly  forty-five  min- 
utes prior  to  surgery.  Anesthesia  was  induced 
with  intravenous  thiopental  sodium  25  mg.  and 
then  cyclopropane  and  oxygen.  Following  in- 
duction the  patient  was  maintained  with  nitrous 
oxide,  oxygen,  and  ether  on  a semiclosed  system. 

During  anesthesia  and  surgery  the  patient’s 
pulse  rose  from  92  to  132  beats  per  minute. 
Lanatoside  C was  given  in  divided  doses  with  a 
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decrease  in  the  pulse  to  84  beats  per  minute.  This 
was  done  on  the  basis  of  beginning  cardiac  failure 
or  uncontrolled  fibrillation.  However,  during  the 
course  of  surgery  blood  loss  became  apparent, 
and  it  was  requested  that  bank  blood  previously 
prepared  for  the  patient  be  brought  into  the  op- 
erating room.  The  unit  of  blood  arriving  was 
labeled  type  A,  Rh  positive. 

A check  through  the  patient’s  chart  revealed 
two  blood  bank  typing  slips,  one  type  A,  Rh  posi- 
tive and  one  type  B,  Rh  negative.  Both  slips 
had  the  patient’s  correct  name  and  number. 

A sample  of  blood  was  taken  from  the  patient 
! in  the  operating  room  and  sent  to  the  blood  bank 
together  with  the  unit  of  type  A,  Rh  positive 
blood.  The  surgeons  succeeded  in  controlling 
the  bleeding  in  the  meantime.  Within  ten  min- 
utes the  patient’s  blood  was  found  to  be  type  A, 
Rh  positive,  and  the  blood  in  question  was  com- 
patible. The  blood  transfusion  was  started  im- 
mediately thereafter,  and  no  untoward  re- 
action occurred  during  its  administration. 

Comment 

Although  no  reaction  would  have  occurred 
if  the  blood  was  administered  originally, 
it  demonstrates  that  an  error  was  made. 
This  could  have  resulted  in  a serious  reaction 
had  the  blood  unit  been  type  B,  Rh  negative 
instead  of  type  A,  Rh  positive.  Fortunately, 
the  anesthesiologist  checked  the  patient’s 
records  and  discovered  the  discrepancy. 
The  ten-minute  wait  to  confirm  the  patient’s 
blood  type  and  re-cross-match  the  unit  of 
blood  was  well  spent.  A blood  substitute 
could  have  been  used  if  necessary  during  this 
period,  but  apparently  it  was  not  necessary. 
The  error  in  this  case  was  detected  by 
checking  and  cross-checking.  Everyone 
should  be  cognizant  of  the  dangers  of  blood 
transfusions  and  should  put  forth  every  ef- 
fort to  prevent  them.  It  not  only  protects 
the  patient  but  also  avoids  medicolegal 
entanglements. 

One  wonders  why  this  patient  had  two 


different  blood  typing  labels  with  the  same 
name  and  registry  number.  Clerical  errors 
may  occur  at  the  blood  donor  center,  the 
laboratory,  and  the  patient’s  bedside.^ 
Apparently,  another  patient’s  blood  speci- 
men was  labeled  incorrectly.  If  blood 
specimens  are  drawn  from  2 different  pa- 
tients in  the  same  ward  or  on  the  same 
floor,  necessary  precautions  shoiild  be 
taken  to  avoid  improper  labeling.  Specimen 
test  tubes  should  be  prelabeled  to  make 
certain  that  the  blood  specimen  is  from 
the  patient  whose  name  is  on  the  label. 
A verbal  order  also  may  have  been  given. 
Such  verbal  orders  often  are  misunderstood, 
and  an  error  can  be  made  readily.  A good 
rule  to  follow  is  to  avoid  verbal  orders. 
These  rules  and  recommendations  are  in- 
cluded in  the  blood  transfusion  problems 
listed  by  linger.^ 

The  risk  of  human  error  is  ever  present 
and  may  start  with  the  manufacture  and 
preparation  of  the  blood  bottle.  Clerical 
errors  can  occur  when  labeling  the  bottle  of 
blood  and  the  specimen  tubes.  Errors 
in  the  registration  of  blood  donors  also  have 
been  known  to  occur. 

There  is  no  doubt  that  personnel  must  be 
trained  properly  in  this  field.  Competent 
personnel  should  be  employed  and  should 
follow  accepted  routine  procedures.  Blood 
bank  directives  should  be  followed  carefully 
by  technical  personnel.  Every  physician 
concerned  with  the  administration  of  a 
blood  transfusion  has  the  individual  pro- 
fessional responsibility  for  that  transfusion. 
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Labor — though  not  without  some  reserva- 
tions— is  on  the  whole  actively  participat- 
ing in  and  doing  much  to  improve  the  vol- 
untary system  of  prepaid  medical  care  in- 
surance. However,  as  recent  events  have 
shown,  labor  reserves  its  inherent  right  to 
press  for  legislation  if  need  be.  The  reasons 
are  obvious. 

Health  refuses  to  be  a fringe  matter. 
Increasingly,  labor  and  management  are 
setting  aside  collective  bargaining  antag- 
onisms— at  least  after  bargaining  is  over — ■ 
and  recognizing  that  as  cocontributors  and 
cobeneficiaries  they  have  less  to  gain  by 
struggling  with  each  other  over  who  pays 
how  much  and  more  to  gain  from  improved 
protection.  Gradually,  a consumer’s  in- 
terest is  emerging,  as  purchasers  set  objec- 
tives and  (ajiicern  themselves  with  benefit 
design,  value,  and  the  end  product  of  good 
care. 

Health  Insurance  Picture 

Prepayment  has  brought  together  the 
parties  essential  for  finding  improved  meth- 
ods of  financing  care.  Each  of  these 
parties  has  an  intrinsic  and  unalterable  in- 

*  Condensation  of  an  address  given  at  the  Conference 
of  Blue  Cross  and  Blue  Shield  Plans,  Los  Angeles, 
April,  1960. 


terest  in  the  care  that  is  rendered.  It  is 
an  intimate  relationship  for  which  at  first 
neither  was  prepared.  The  parties  have 
come  to  prepayment  from  different  paths, 
pursuing  different  goals.  They  see  the 
problems  from  a different  perspective,  and 
to  some  extent,  they  always  will,  since  some 
of  the  differences  are  intrinsic.  The  central 
(juestion  is  whether  a voluntary  system 
composed  of  hundreds  of  separate  plans 
sponsored  by  hospital  associations,  medical 
societies,  insurance  companies,  consumer 
groups,  labor,  industry,  and  others^ — with 
authority  spread  over  a great  number  of 
hospitals,  hospital  associations,  physicians, 
medical  societies,  and  medical  groups;  den- 
tists, optometrists,  and  other  professions; 
employers,  union  welfare  funds,  agents, 
brokers,  consultants,  insuran(!e  commis- 
sioners, and  still  others — can  meet  the 
reasonable  needs  of  society  for  prepaid 
health  care,  or  whether  at  some  point  it  will 
break  down  as  a Tower  of  Babel,  unable  to 
reconcile  the  many  voices  and  interests.  In 
spite  of  these  complicated  conflicting  rela- 
tionships, voluntary  prepayment  must  clar- 
ify its  aims  and  deliver  definitive  protection 
well  designed  to  serve  the  health  contin-  : 
gency.  The  job  is  not  merely  to  reconcile  ^ 
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existing  conflicts,  but  also  to  develop  a sys- 
tem that  will  be  responsive  to  the  financial 
requirements  of  continuing  rapid  change  in 
health  care. 

Some  persist  in  the  belief  that  the  less 
prepayment  the  better  and  that  no  prepay- 
ment would  have  been  best.  But  to  dream 
of  the  “good  old  days”  of  no  third-party 
payment  is  futile.  We  can  never  go  back. 
Not  only  is  the  consumer  committed  to  pre- 
payment, but  the  medical  profession  also  is 
tied  irretrievably  by  the  same  knot.  The 
only  alternative  to  prepayment’s  further 
expansion  and  improvement  would  be  some 
other  social  method  of  financing  and  distrib- 
uting cost.  The  burden  will  never  again  fall 
solely  on  afflicted  individuals,  nor  will  the 
public  again  permit  any  segment  of  health 
care  to  approach  bankruptcy  as  the  hospi- 
tals did  during  the  depression  of  the  1930’s. 
This  is  the  mandate  to  perfect  prepayment. 

Blue  Shield 

The  prepayment  of  medical  care  has  been 
beset  all  along  by  great  difficulties.  As  late 
as  1940,  the  so-called  “miscellaneous  and 
unclassified”  plans,  small  and  scattered  as 
they  were,  covered  more  people  than  the 
medical  society-sponsored  plans  and  in- 
surance companies.  Blue  Shield  went 
through  a longer  and  more  difficult  period 
of  gestation  than  did  Blue  Cross;  it  did  not 
receive  as  strong  endorsement  from  phy- 
sicians as  Blue  Cross  had  from  hospitals. 
To  this  day,  some  doctors  continue  to  ques- 
tion whether  medical  societies  should  be  “in 
the  insurance  business”  at  all.  Unlike 
Blue  Cross,  which  took  a quick  lead  and 
held  the  field  until  1950,  insurance  company 
coverage  has  outweighed  Blue  Shield  from 
the  beginning. 

Recently,  however.  Blue  Shield  has  been 
advancing  both  in  enrollment  and  in  the 
movement  toward  service.  Ten  years  ago, 
service  benefits,  where  they  existed,  were 
available  principally  to  families  earning 
from  $3,000  to  $4,000  a .year.  Today  the 
typical  family  income  ceiling  is  $6,000. 
Some  plans  have  gone  further  to  raise  their 


income  ceilings  to  $7,200,  $8,000,  and  up  to 
$9,000.  Some  offer  service  benefits  without 
income  ceilings. 

Critique  of  Indemnity  Benefits 

In  spite  of  this  progress,  in  many  areas 
indemnity  benefits  still  prevail  for  physi- 
cians’ care.  Blue  Shield  plans  still  offering 
indemnity  often  have  been  chosen  or  re- 
tained by  subscribers  more  for  their  promise 
than  for  their  performance.  Indemnity  is 
understandable  mainly  as  an  early  or  transi- 
tional form  of  prepayment.  Nonetheless,  it 
is  seriously  defective.  It  is  mainly  an  ex- 
pression of  noncommitment  by  physicians. 
Lacking  a definite  understanding  as  to  what 
physicians  will  charge,  the  insurers  protect 
themselves  by  setting  limits  to  their  lia- 
bility. 

This  fails  to  give  the  patient  the  pre- 
dictabilit.v  of  cost  that  he  needs  and  that 
could  be  provided  through  prepayment.  At 
best,  indemnity  is  a benefit  with  a deductible 
at  the  wrong  end.  At  worst,  it  has  given 
rise  to  excesses  in  which  prices  for  medical 
care  have  been  padded  in  a way  that  re- 
sembles the  scandals  in  automobile  pricing 
a few  years  ago  which  resulted  in  Congres- 
sional hearings  and  legislation  requiring  the 
posting  of  car  prices. 

Indemnity  dealings  are  harming  the  pres- 
tige of  medicine  beyond  the  remedy  of  public 
relations.  Both  the  profession  and  the 
public  would  be  vastly  better  served  if  a 
mutually  acceptable  way  were  found  to 
provide  service  benefits  for  most  people. 
Indemnity  is  not  a good  way  to  offer  cheaper 
protection  for  those  who  cannot  afford  bet- 
ter— its  benefits  are  not  well  conceived  for 
this  purpose  and  have  not  functioned  well 
as  a poor  man’s  health  insurance.  Prepay- 
ment has  been  essentiall.y  a middle-class 
movement. 

When  its  service  benefits  are  set  for 
people  of  low  income,  it  fails  to  pro- 
vide service  and  exposes  to  unsatisfactory 
dealings  its  most  active  supporters  on  whom 
the  fate  of  voluntary  prepayment  might 
some  day  depend. 
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Future  of  Prepayment 

In  the  preoccupation  with  the  crises  of 
the  moment,  there  has  been  little  awareness, 
as  yet,  that  prepayment  has  entered  a de- 
cisive period.  Voluntary  prepayment  now 
will  have  to  clarify  its  aims,  assume  new  re- 
sponsibilities, and  prove  itself  capable  of 
meeting  the  composite  needs  of  consumers 
and  purveyors  for  the  sharing  of  cost  and 
advance  payment  of  a much  larger  propor- 
tion of  health  care.  A strong  voluntary 
system  can  have  an  excellent  life  expectancy. 
A weak  one  will  be  hard  put  to  it  to  outlast 
the  decade. 

The  extent  of  protection  is  still  very  shal- 
low. Although  a majority  of  the  people 
are  now  covered,  only  one  fourth  of  all  pri- 
vate expenditures  for  health  care  are  prepaid. 
Prepayment  has  reached  a little  more  than 
half  of  all  private  payments  for  hospital 
care  and  about  a third  of  payments  to 
physicians.  Even  among  those  with  pre- 
payment, it  is  doubtful  whether  more  than 
one  third  of  their  total  expenditures  are 
prepaid.  There  may  be  room  for  question 
over  how  far  prepayment  can  or  should  go 
toward  covering  all  expenditures,  but  there 
is  no  question  that  the  present  protection 
could  be  doubled  without  straining  the  upper 
limits  of  insurability.  And  this  is  just  what 
is  likely  to  happen.  Judging  from  its  past 
rate  of  development,  by  the  end  of  the  sixties 
prepayment  probably  will  cover  virtually 
all  private  hospital  care  and  most  physicians’ 
services,  and  significant  beginnings  will  have 
been  made  with  other  segments  of  care 
which  are  now  largely  uncovered. 

People  have  indicated  repeatedly  that 
they  want  and  need  more  of  their  health 
care  prepaid  and  that  they  are  ready  to  pay 
for  it.  The  segments  of  care  still  uncovered 
expose  them  to  a financial  risk  of  greater 
magnitude  than  the  items  which  are  now 
prepaid.  The  few  comprehensive  plans 
now  in  operation  make  it  abundantly  clear 
that  the  present  struggles  of  people  to  meet 
the  uninsured  costs  of  care  are  largely  an 
unnecessary  privation.  The  next  advance 
will  be  largelv  in  prepaying  physicians’ 


services  and  will  require  not  only  far  greater 
initiative  by  physicians,  but  also  a much 
greater  acceptance  of  prepayment. 

Role  of  the  Medical  Profession 

The  only  course  open  to  the  medical  pro- 
fession is  to  participate  in  prepayment  and 
to  make  it  work.  Medicine  will  have  to 
decide  how  it  wants  to  participate — how 
much  through  plans  of  its  own  sponsorship 
and  how  much  through  others.  But  it  can 
never  escape  its  commitment. 

Jolted  by  the  higher  than  expected  costs 
of  major  medical  care,  subscribers  are  again 
receptive  to  good  basic  plans.  Blue  Cross 
and  Blue  Shield  now  have  a great  oppor- 
tunity for  regaining  leadership.  But  they 
will  not  win  it  if  they  adopt  a “Little  Bo 
Peep”  philosophy  and  heed  Mother  Goose’s 
advice  to  expect  their  lost  sheep  to  come 
home  wagging  their  tails.  Subscribers  are 
not  likely  to  return  to  the  limited  plans  that 
prompted  them  in  the  first  instance  to  adopt 
broader  benefits. 

However,  Blue  Cross  and  Blue  Shield 
Plans  have  something  that  the  others  never 
had:  a close  working  participation  of  hos- 
pitals and  physicians.  With  this  advantage, 
it  is  now  possible  to  make  vast  progress  in 
needed  extensions  of  prepayment  and  to  re- 
capture leadership.  A progression  of  new 
benefits  ranging  from  very  modest  incre- 
ments to  truly  comprehensive  prepayment 
would  find  an  eager  market. 

Many  doctors  believe  strongly  that  fee- 
for-service  payment  is  necessary  to  preserve 
incentives  for  good  care.  They  say  that, 
while  they  will  serve  people  under  any  plan, 
it  would  not  be  the  same  if  they  had  to 
take  care  of  a roster  of  patients  under  some 
capitation  arrangement.  They  fear  that 
they  might  give  less  intensive  care  under 
the  circumstances  and  that,  at  the  same  time, 
the  patient  wmuld  be  deprived  of  the  op- 
portunity to  take  himself  and  his  fees  to 
another  doctor. 

If  fee-for-service  has  the  merit  that  is 
claimed  for  it,  and  many  doctors  obviously 
think  so,  there  is  every  reason  to  develop 


:}001 


New  York  State  J.  Med. 


BLUE  SHIELD  AS  A METHOD  OF  FINANCING  HEALTH  CARE 


sound  plans  employing  fee-for-service  pay- 
ment. Consumers  are  not  proposing  to 
cut  doctors’  fees.  They  have  too  much  at 
stake  and  too  great  a desire  for  good  eare. 
Most  of  them  respect  the  competence  of 
their  physician  and  want  to  be  able  to  stay 
with  him. 

But  good  fee-for-service  plans  will  not  be 
developed  by  people  who  are  reluctant — 
Emerson  said:  “Nothing  great  is  ever  ac- 
comphshed  without  enthusiasm” — nor  by 
people  fearful  of  correcting  what  needs  to  be 
corrected.  We  can  assume  an  increasingly 
discerning  consumer  who  will  play  an  en- 
larging role. 

He  will  judge  whether  fee-for-service 
is  justified  by  its  performance  or  largely 
a justification  for  inordinate  fees. 

So  far,  the  voluntary  system  has  responded 
above  all  to  threats — the  threat  of  legislation 
or  of  competing  plans.  When  the  threats 
abated,  progress  has  slowed  down  perceptibly, 
and  at  times  reverses  have  occurred.  The 
obvious  lesson  for  those  seeking  more  com- 


prehensive and  more  advanced  protection 
would  be  to  build  ever  bigger  and  more 
menacing  threats. 

If  medical  society  action  is  to  be  a reluc- 
tant, crisis-engendered  affair,  consumers  soon 
would  have  every  reason  to  develop  compet- 
ing plans,  not  only  for  the  new  protection 
they  would  yield,  but  also  to  improve  the 
competitive  offering  of  medical  societies. 

But  medicine  has  a much  more  positive 
role  to  play  than  warding  off  the  threats  of 
legislation  or  of  competing  plans.  Instead 
of  a fearful  and  reluctant  progression  toward 
a greater  involvement  in  prepayment,  in- 
timidated by  fear  of  social  forces  and  handi- 
capped by  reliance  on  secondhand  insurance 
principles  and  actuarial  theories,  medicine 
should  assume  far  greater  initiative  and 
leadership  in  prepayment.  Only  when  it 
recognizes  the  advantages  of  a mature 
system  of  prepayment,  are  we  going  to  have 
the  kind  of  prepayment  that  we  want  and 
need  in  America. 


{Number  eleven  in  a series  of  special  articles  on  Medical  Care  Insurance) 


Cor  Triatriatum 


Cor  triatriatum,  a relatively  rare  cardiac  defect 
is  easily  and  completely  correctable  by  surgery.  Al- 
though successful  correction  in  adults  has  been  re- 
ported previously,  R.  C.  Anderson,  M.D.,  and  R.  L. 
Varco,  M.D.,  in  an  article  in  the  March,  1961,  issue 
of  the  American  Journal  of  Cardiology,  present  the 
first  case  of  successful  diagnosis  and  correction  in  a 
child — a three-year-old  girl.  Because  the  majority 
of  such  patients  die  within  the  first  two  years  of 


life,  “early  diagnosis  and  treatment  are  mandatory.” 
Symptoms  and  signs  are  those  of  pulmonary 
venous  and  arterial  hypertension  related  to  the  size 
of  the  stenotic  orifice.  Dyspnea  is  a major  feature. 
Clinical  evidence  of  pulmonarj'  hypertension  plus 
an  elevated  pulmonary  artery  wedge  pressure  are 
suggestive,  and,  if  associated  with  normal  left 
atrial  pressure,  are  pathognomonic.- — Pediatric  Cur- 
rents, Ross  Laboratories 
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Restoration  of  Hearing  Following  Surgical  Correction  of 
Mandibular  Protrusion 


ROBERT  L.  PEKARSKY,  D.D.S.,  AND  GEORGE  M.  TRAINOR,  M.D.,  ROCHESTER,  NEW  YORK 


{From  Ihe  Departments  of  Oral  Suryery  and  Otolaryngology , the  Genesee  Hospital,  and  the  Rochester 

General  Hospital) 


( 


IT  HAS  long  been  the  opinion  of  many  physi- 
cians that  the  influence  of  mandibular  joint 
disease  in  the  cause  of  deafness  is  predisposed  by 
trauma  and  inflammation  and  excited  by  reflex 
influence  on  the  auriculotemporal  nerve.  Some 
of  the  pathologic  factors  of  the  abnormalities  of 
the  temporomandibular  joint  can  cause  deafness, 
tinnitus,  and  vertigo  through  associated  reflex 
symptoms  of  the  ear.‘  The  deepening  of  the 
fossa  and  the  displacement  and  defunction  of  the 
condyle  are  anatomic  changes  which  can  involve 
the  ear  and  the  eustachian  tubes  in  the  area  of 
the  mandibular  joint.  The  degeneration  of  the  ar- 
ticular cartilages  gives  rise  to  symptoms  of  the 
underlying  bone  surfaces.  In  addition  to 
these  factors  there  are  traumatic  influences  of 
the  abnormal  condylar  excursion  and  the  pres- 
sure of  the  adjoining  surfaces.  All  these  contrib- 
ute to  the  cause  of  ear  symptoms  either  directly 
by  inflammation  or  indirectly  by  reflex  nerve 
pressure. 

The  indirect  influence  is  more  readily  under- 
stood when  we  realize  that  a branch  of  the  auric- 
ulotemporal nerve  supplies  the  temporoman- 
dibular joint,  other  branches  of  which  supply  the 
tympanic  membrane,  the  external  auditory 
canal,  and  the  tympanic  cavity.  To  differen- 
tiate direct  reflex  influences  is  difficult,  and  it  is 
possible  that  both  influences  play  important  parts 
in  causing  these  diseases. 

The  posterior  or  anterior  displacement  of  the 
mandible  results  in  abnormalities  of  occlusion 
which  cause  a displacement  of  the  condyle  and 
abnormalities  of  the  temporoauricular  articula- 
tion.*-’ The  importance  of  proper  occlusion  of 
the  teeth  has  long  been  recognized  as  a basic 


problem  of  dentistry. 

In  1920  Wright^  stated  that  in  some  individual  ; 
cases  deafness,  to  a greater  or  lesser  extent,  may  j 
be  due  to  an  abnormal  range  of  the  mandible  , 
with  the  maxilla,  producing  a habitual  posterior  ' 
displacement  of  the  condyles  of  the  mandible.  | 
This  condition  may  be  the  result  of  the  foUow-  • 
ing  causes:  a loss  of  some  or  all  of  the  teeth, 
malpositioned  teeth  permitting  malocclusion, 
and  extensive  abrasion  producing  a closed  bite. 

It  was  Wright’s  opinion  that  in  casesof  mandibular 
protrusion  where  the  condyles  of  the  mandible 
are  habitually  protruded,  the  pressure  causes  a 
gradual  absorption  not  only  of  the  interarticular 
fibrocartilage,  but  also  of  the  structures  sur- 
rounding the  joint  which  may  include  part  of 
tympanic  plate  opposite  the  point  of  greatest  ^ 
pressure.  Since  the  condyle  is  related  to  the  car-  . 
tilaginous  portion  of  the  canal,  it  causes  a com- 
pression of  the  outer  meatus  which  may  amount 
almost  to  a complete  closure.  This  alteration  of 
the  canal  together  with  pressure  and  irritation  on 
the  tympanic  plate,  to  which  the  ear  drum  is  at- 
tached, and  possibly  on  the  tympanic  artery  and 
corda  tympanic  nerve  could  cause  a partial  or 
a total  loss  of  hearing.  This  condition  can  be 
termed  traumatic  deafness. 

Case  Report  S 

A twenty-year-old  male  was  first  examined  by  I 
me  in  March,  1953.  He  was  a very  reclusive, 
shy  boy  and  very  self-conscious  of  his  facial  ap- 
pearance. He  had  had  great  difficulty  in  school 
and  was  slow  in  learning.  This  was  attributed 
to  his  difficulty  in  hearing.  He  had  been  wear- 
ing a hearing  aid  since  the  age  of  fourteen  years. 
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Fig.  1.  Patient  (^)  before  operation;  {B)  after  operation. 


He  was  particularly  self-conscious  of  his  protrud- 
ing lower  jaw.  An  oral  and  ma.xillofacial  examina- 
tion revealed  a marked  prognathism  with  a Class 
III  occlusion  (Fig.  lA). 

The  boy  was  anxious  to  have  an  operation  to 
correct  his  protruding  jaw  and  improve  his  occlu- 
sion, as  well  as  his  appearance.  Study  models 
were  made,  and  it  was  observed  that  a normal 
occlusion  could  be  obtained  without  the  need  of 
orthodontia. 

The  patient  was  referred  to  George  M.  Trainor, 
M.D.,  to  evaluate  his  hearing  difficulty.  An 
audiogram  revealed  the  presence  of  a hearing 
loss  ia  the  right  ear  of  64  per  cent  and  in  the  left 
ear  of  48  per  cent  for  the  conversational  range. 

It  was  our  opinion  that  there  was  no  contrain- 
dication to  an  operation  that  would  correct  the 
mandibular  protrusion.  However,  no  assurances 
were  given  to  the  patient  that  his  hearing  would 
be  radically  improved. 

The  patient  was  admitted  to  the  Genesee  Hos- 
pital on  June  21,  1953,  and  a bilateral  osteotomy 
of  the  mandibular  condyles  was  performed 
under  general  anesthesia.  The  mandible  was 


moved  posteriorly  into  a normal  occlusion  with 
the  maxilla.  This  new  position  was  maintained 
for  a period  of  eight  weeks  postoperatively  by 
intermaxillary  wiring. 

The  patient’s  postoperative  course  was  un- 
eventful. Following  the  removal  of  the  oral 
appliance,  the  patient  returned  to  a normal  diet. 
His  occlusion  was  now  normal  and  the  cosmetic 
results  were  good.  However,  in  addition  to  this, 
the  patient  was  elated  to  find  that  his  hearing 
had  now  improved  to  the  point  where  he  no 
longer  needed  the  hearing  aid  (Fig.  IB).  He  was 
examined  by  Dr.  Trainor  on  December  12,  1953, 
and  this  time  an  audiogram  revealed  that  his 
hearing  was  within  normal  limits. 

The  patient  was  last  seen  in  February,  1960,  at 
which  time  he  had  no  complaints  and  his  hearing 
had  remained  normal. 

Comment 

It  is  difficult  to  be  sure  of  the  basic  anatomic 
reason  for  the  restoration  of  hearing  in  this  case 
following  a correction  of  the  mandibular  protru- 
sion. It  may  be  that  by  a repositioning  of  the 
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mandible  and  a restoration  of  a basic  dental  cor- 
rection of  the  occlusion,  intra-articular  pressure 
was  relieved  and  occlusal  trauma  was  eliminated. 

I have  discussed  this  case  with  several  students 
of  anatomy,  and  none  of  them  could  offer  a con- 
vincing anatomic  reason  for  the  restoration  of 
hearing.  It  was  felt  by  us  that  this  was  mainly 
an  hysterical  element,  and  when  the  case  was  pre- 
sented at  a hospital  medical  staff  conference,  a 
psychiatrist  in  the  audience  pointed  out  that 
when  you  improve  the  cosmetic  appearance  of  an 
individual,  often  you  improve  his  personality  at 
the  same  time.  The  loss  of  hearing  experienced 
by  this  patient  may  have  been  on  a hysterical 
basis.  Indeed,  his  personality  was  completely 


changed  following  the  operation  and  he  became 
a happier  and  more  active  boy.  This  explana- 
tion may  very  well  be  the  solution  in  this  case. 
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Maternal  Bereavement  Related  to  Development  of  Neurosis 


H.  Barry,  Jr.,  M.D.,  and  E.  Lindemann,  M.D.,  in 
an  article  in  the  May-June,  1960,  issue  of  Psychoso- 
matic Medicine,  report  a relationship  between  the 
death  of  a mother  in  early  childhood — before  nine 
years  of  age — and  the  subsequent  development  of 
neurosis.  Maternal  bereavement  had  occurred 
more  frequently  in  the  childhood  of  their  947  neu- 
rotic patients  than  in  the  total  population.  Barry,  in 
a previous  study,  found  also  that  maternal  bereave- 
ment had  occurred  two  to  three  times  as  often  among 
hospitalized  psychotic  patients  as  in  the  general 
population. 

The  impact  of  maternal  death  seems  more  pro- 
nounced in  females — who  are  most  vulnerable  be- 
fore age  three — than  in  males.  The  effect  may  not 
manifest  itself  until  adulthood.  The  death  of  a 
father  apparently  does  not  have  the  same  impact 
and,  when  it  occurs  prior  to  age  five,  is  not  statisti- 
cally related  to  neurosis.  The  relationship  found 


between  maternal  death  and  subsequent  develop- 
ment of  neurosis  conforms  to  reports  relating  mater- 
nal deprivation  to  delinquency  and  psychosis. 

Studies  on  delinquency  suggest  that  divorce  and 
separation  may  have  a different  effect  on  children 
than  does  parental  death.  Therefore,  to  distin- 
guish between  the  traumatic  effects  of  different  rea- 
sons for  parental  separation,  the  authors  suggest 
that  the  term  “broken  home”  be  abandoned  as 
obsolete  unless  it  is  quahfied  to  indicate  whether 
by  death,  divorce,  imprisonment,  or  other  factors. 

The  authors  caution  that  neuroses  are  also  caused 
by  factors  other  than  parental  separation.  At  least 
85  per  cent  of  the  neurotic  patients  in  their  series 
had  not  lost  their  mothers  prior  to  age  twenty-one. 
Also,  a majority  of  the  population  who  experienced 
loss  of  mother  in  early  childhood  have  escaped  serious 
emotional  illness. — Feelings  and  Their  Medical 
Significance,  Ross  Laboratories 
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E.  Craig  Coats,  New  York  City 

Walter  Einhorn,  Bronx 

Frederic  W.  Holcomb,  Kingston 

Ralph  E.  Isabella,  Schenectady 

Henry  W.  Kaessler,  Bronxville 

John  A.  Kalb,  Endicott 

Arthur  A.  Knapp,  New  York  City 

Charles  R.  Mathews,  Rochester 

William  J.  Ryan,  Syracuse 

Herman  B.  Snow,  Ogdensburg 

Roman  R.  Violyn,  Amsterdam 

Joseph  G.  Zimring,  Long  Beach 

Granville  W.  Larimore,  Albany,  Adviser 

Clinical  Laboratories,  Subcommittee  on 
Licensure  op 

John  J.  Clemmer,  Albany,  Chairman 
Herbert  Derman,  Kingston 
Marvin  Kuschner,  New  York  City 
Granville  W.  Larimore,  Albany 
Jacob  Taub,  Bronx 

Cults  Subcommittee 
James  M.  Blake,  Schenectady,  Chairman 
Edward  C.  Hughes,  Syracuse 
John  C.  McClintock,  Albany 
John  K.  Pardee,  New  York  City,  Adviser 

Federal  Legislation  Subcommittee 

George  J.  Lawrence,  Jr.,  Flushing,  Chairman 
William  B.  Ayers,  Manhasset 
John  C.  Brady,  Buffalo 
Harold  T.  Golden,  Herkimer 
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Walter  G.  Hayward,  Jamestown 
Solomon  Schussheim,  Brooklyn 

Medical  Care  Insurance* 

Melvin  S.  Martin,  Warsaw,  Chairman 
Kennedy  Creevey,  Troy 
Robert  W.  Hurd,  Utica 
Alfred  P.  Ingegno,  Brooklyn 
C.  Otto  Lindbeck,  Jamestown 
Dwight  V.  Needham,  Syracuse 
Roland  E.  Stevens,  Jr.,  Rochester 
George  P.  Farrell,  New  York  City,  Adviser 

Medical  Service*  (Formerly  Rural  Medical  Service) 
Edward  C.  Hughes,  Syracuse,  Chairman 
Thurston  L.  Keese,  Fayetteville 
Donald  C.  Walker,  Delanson 
Eugene  R.  Duggan,  Rochester 
Fritz  Landsberg,  Watkins  Glen 
Robert  V.  Persson,  Star  Lake 
Hugh  McChesney,  Pulaski 
Bert  Ellenbogen,  Ithaca,  Adviser 
Granville  W.  Larimore,  Albany,  Adviser 

Membership 

George  W.  McCormick,  Staten  Island,  Chairman 

John  H.  P.  Holden,  Albany 

George  A.  Howley,  Bronx 

James  K.  Keeley,  Poughkeepsie 

Albert  J.  Addesa,  Lancaster 

James  E.  Glavin,  Port  Henry 

Solomon  Yarvin,  Coxsackie 

Warren  A.  Lapp,  Brookl3m 

A.  Gordon  Ide,  Rochester 

Girard  V.  Farinola,  Roosevelt 

Ralph  E.  Snyder,  New  York  City 

Robert  F.  McMahon,  Syracuse 

Earl  C.  Waterbury,  Newburgh 

John  L.  Finnegan,  Flushing 

Herbert  L.  Sperling,  Haverstraw 

Eldred  J.  Stevens,  Hammondsport 

Charles  W.  Shlimbaum,  Bay  Shore 

Lester  Lipson,  Monticello 

Paul  A.  Burgeson,  Warsaw 

Nmsing  Education 

Louis  M.  Rousselot,  New  York  City,  Chairman 

Frank  C.  Nichols,  Sea  Cliff 

Charles  M.  Smith,  Waterloo 

Robert  F.  McMahon,  Syracuse 

Lester  J.  Candela,  Elmhurst 

Public  Health  and  Education 

James  Greenough,  Oneonta,  Chairman 
Wendell  R.  Ames,  Rochester 
Irving  L.  Ershler,  Syracuse 
Milton  J.  Goodfriend,  Bronx 
Harry  S.  Lichtman,  Brooklyn 
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Edward  F.  Marra,  Buffalo 

Robert  E.  L.  Nesbitt,  Jr.,  Albany 

James  E.  Perkins,  New  York  City 

Leona  Baumgartner,  New  York  City,  Adviser 

Herman  E.  Hilleboe,  Albany,  Adviser 

Abraham  M.  Rabiner,  Brooklyn,  Adviser 

Accident  Prevention  Subcommittee 

S.  Bernard  Wortis,  New  York  City,  Chairman 
Arthur  S.  Abramson,  White  Plains 
Harold  Brandaleone,  New  York  City 
Goodwin  M.  Breinin,  New  York  City 
Edmund  P.  Fowler,  Sr.,  New  York  City 
Richard  H.  Freyberg,  New  York  City 
Milton  Helpern,  New  York  City 
Walter  D.  Ludlum,  New  York  City 
Norman  Plummer,  New  York  City 
John  H.  Powers,  Cooperstown 
H.  Houston  Merritt,  New  York  City,  Adviser 
Abraham  M.  Rabiner,  Brooklyn,  Adviser 

Child  Accidents  Subcommittee 

Harold  Jacobziner,  New  York  City,  Chairman 
Tyree  C.  Wyatt,  Syracuse 
Arnold  J.  Capute,  Glen  Cove 
Thurman  B.  Givan,  Brooklyn 

Addiction  to  Alcohol  and  Narcotics,  Sub- 
committee ON 

Marvin  A.  Block,  Buffalo,  Chairman 
Herbert  Berger,  Staten  Island 
Leonard  L.  Heimoff,  Bronx 
Jerome  L.  Leon,  Forest  Hills 
Webster  M.  Moriarta,  Saratoga  Springs 
Henry  Brill,  Albany,  Adviser 
Granville  W.  Larimore,  Albany,  Adviser 

Aging  and  Nursing  Homes,  Subcommittee  on 
Joseph  J.  Witt,  Utica,  Chairman 
Stephen  A.  Graczyk,  Buffalo,  Cochairman 
Marcelle  T.  Bernard,  Bronx 
Ben  Albert  Borkow,  Brooklyn 
Lawrence  S.  Kryle,  Roslyn  Heights 
Samuel  R.  Powers,  Jr.,  Albany 
John  L.  Sengstack,  Huntington 
Charles  Steyaart,  Lyons 
George  M.  Warner,  Albany,  Adviser 

Cancer  Subcommittee 
John  G.  Masterson,  Brooklyn,  Chairman 
Daniel  Burdick,  Syracuse 
William  R.  Carson,  Potsdam 
Emerson  Day,  New  York  City 
Samuel  Leo,  Bronx 
Bernard  J.  Pisani,  New  York  City 
Charles  D.  Sherman,  Jr.,  Rochester 
Paul  R.  Gerhardt,  Albany,  Adviser 
Roald  N.  Grant,  New  York  City,  Adviser 
Theodore  Rosenthal,  New  York  City,  Adviser 
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Diabetes  Subcommittee 
Charles  B.  F.  Gibbs,  Rochester,  Chairman 
George  E.  Anderson,  Brooklyn 
Joseph  B.  Cortesi,  Schenectady 
Maynard  E.  Holmes,  Syracuse 
Henry  E.  Marks,  New  York  City 

Film  Review  Subcommittee 
Kenneth  B.  Olson,  Albany,  Chairman 
Harold  W.  Mayberger,  Syosset 
Jean  D.  Watkeys,  Rochester 
James  J.  Quinlivan,  Albany,  Adviser 

General  Practice  Subcommittee 
Jeff  J.  Coletti,  Old  Westbury,  Chairman 
Carl  B.  Alden,  Adams 
Floyd  C.  Bratt,  Rochester 
Royal  S.  Davis,  New  Rochelle 
Gregory  A.  Galvin,  Ithaca 
William  L.  Gould,  Albany 
Arthur  Howard,  Johnstown 
Garra  L.  Lester,  Chautauqua 
Charles  G.  Mangi,  Woodhaven 
Samuel  Wagreich,  Bronx 

Glaucoma  Subcommittee 

David  F.  Gillette,  Syracuse,  Chairman 
James  Leslie  Boyd,  Glen  Cove 
John  F.  Gipner,  Rochester 
Arthur  Alexander  Knapp,  New  York  City 
George  M.  Warner,  Albany,  Adviser 

Hard  of  Hearing  and  the  Deaf  Subcommittee 
Edmund  P.  Fowler,  Sr.,  New  York  City, 
Chairman 

Frank  W.  Farrell,  Flushing 
Abraham  I.  Goldner,  New  York  City 
Karl  W.  Gruppe,  Utica 
Gordon  D.  Hoople,  Syracuse 
Harrison  M.  Karp,  Schenectady 
C.  Stewart  Nash,  Rochester 
William  R.  Updegraff,  Poughkeepsie 
Clarence  D.  O’Connor,  New  York  City, 
Adviser 

Mrs.  Eleanor  C.  Ronnei,  New  York  City, 
Adviser 

Health  Aspects  of  Ionizing  Radiation, 
Subcommittee  on 

Irving  R.  Tabershaw,  New  York  City,  Chair- 
man 

John  H.  Wentworth,  Glen  Cove 
James  Lade,  Albany,  Adviser 
Hanson  Blatz,  New  York  City,  Adviser 

Heart  Disease  Subcommittee 
J.  G.  Fred  Hiss,  Syracuse,  Chairman 
A.  Wilbur  Duryee,  New  York  City 
John  J.  Finigan,  Rochester 
Franklin  W.  Fry,  Garden  City 
David  G.  Greene,  Buffalo 


Marjorie  H.  Greene,  Hicksville 
Willard  H.  Wilhs,  Utica 
Norman  Plummer,  New  York  City 

Maternal  and  Child  Welfare  Subcommittee 

Edward  C.  Hughes,  Syracuse,  Chairman 
Samuel  Karelitz,  New  Hyde  Park,  Vice-Chair- 
man 

Frank  A.  Disney,  Rochester 
Anne  M.  Drislane,  Albany 
Eugene  R.  Duggan,  Rochester 
Edwin  M.  Gold,  Brooklyn 
Edward  S.  Goodwin,  Albany 
A.  Wilmot  Jacobsen,  Buffalo 
Harold  Jacobziner,  New  York  City 
Schuyler  Kohl,  Brookl3m 
Jean  Pakter,  New  York  City 
Clyde  L.  Randall,  Buffalo 
Ferdinand  J.  Schoeneck,  S3racuse 
Frederick  H.  Wilke,  New  York  City 
T3Tee  Wyatt,  Syracuse 

Regional  Chairman  in  Obstetrics  and 
Pediatrics 

Region  One:  New  York,  Richmond,  Bronx 
Obstetrics — R.  Gordon  Douglas,  New  York 
City 

Pediatrics — Alfred  E.  Fischer,  New  York 
City 

Region  Two:  Kings,  Queens,  Nassau,  Suffolk 
Obstetrics — Vincent  A.  Parnell,  Flushing 
Pediatrics — Samuel  Karelitz,  New  Hyde 
Park 

Region  Three:  Westchester,  Rockland,  Dutch- 
ess, Putnam,  Orange,  Ulster 
Obstetrics — Waring  Willis,  Bronxville 
Pediatrics — Edward  A.  Hardy,  Pelham 
Region  Four:  Schenectady,  Fulton,  Montgom- 
ery, Schoharie 

Obstetrics — John  B.  Phillips,  Schenectady 
Pediatrics — Stewart  C.  Wagoner,  Sche- 
nectady 

Region  Five:  Albany,  Washington,  Saratoga,  ■ 
Columbia,  Warren,  Rensselaer,  Greene  1 

Obstetrics — 

Pediatrics — Hugh  F.  Leahy,  Albany 
Region  Six:  Clinton,  Essex,  Frankhn  ’ 

Obstetrics — Elmer  Wessell,  Plattsburgh  ' 

Pediatrics — Harold  Singer,  Plattsburgh 
Region  Seven:  Jefferson,  Lewis,  St.  Lawrence, 
Oswego 

Obstetrics — Wendell  D.  George,  Watertown 
Pediatrics — H.  Louis  George,  Jr.,  Watertown 
Region  Eight:  Onondaga,  Oneida,  Madison, 
Cortland,  Cayuga,  Herkimer,  Hamilton 
Obstetrics — Ferdinand  J.  Schoeneck,  Syr- 
acuse 

Pediatrics — William  O.  Kopel,  Syracuse  J 
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Region  Nine:  Broome,  Tioga,  Chenango, 

Otsego,  Delaware,  Sullivan 
Obstetrics — Milton  A.  Carvalho,  Binghamton 
Pediatrics — John  B.  Burns,  Binghamton 
Region  Ten:  Monroe,  Orleans,  Wayne,  Living- 
ston, Ontario,  Seneca,  Yates 
Obstetrics — Ward  L.  Ekas,  Rochester 
Pediatrics — William  L.  Bradford,  Rochester 
Region  Eleven:  Chemung,  Schuyler,  Steuben, 
Tompkins,  Allegany 
Obstetrics — R.  Scott  Howland,  Elmira 
Pediatrics — George  R.  Murphy,  Elmira 
Region  Twelve:  Erie,  Niagara,  Chautaucjua, 
Cattaraugus,  Genesee,  Wyoming 
Obstetrics— Charles  J.  Woeppel,  Buffalo 
Pediatrics — William  J.  Orr,  Buffalo 

Mental  Hygiene  Subcommittee 
C.  Douglas  Darling,  Ithaca,  Chairman 
Matthew  Brody,  Brooklyn 
Ulysses  Schutzer,  Binghamton 
Edward  F.  Shea,  Kingston 
Reginald  R.  Steen,  Hempstead 
Marvin  Stern,  Brookl3Ti 
Duncan  Whitehead,  Buffalo 
Paul  H.  Hoch,  Albany,  Adviser 

Operating  Room  Deaths  Subcommittee 
Richard  Ament,  Buffalo,  Chairman 
Charles  W.  Hayden,  Glen  Cove 
Milton  Helpern,  New  York  City 
Frederick  M.  Mitchell,  Ithaca 
Henry  T.  Randall,  New  York  City 
Frederick  Beck,  Oneonta,  Adviser 

Physical  Medicine  and  Rehabilitation  Sub- 
committee 

George  M.  Raus,  Fayetteville,  Chairman 

Morton  Hoberman,  New  York  City 

Alfred  L.  Lane,  Rochester 

Edward  J.  Lorenz,  White  Plains 

Leonard  D.  Policoff,  Albany 

Jerome  S.  Tobis,  New  York  City 

George  G.  Deaver,  New  York  City,  Adviser 

Edward  W.  Lowman,  New  York  City,  Adviser 

School  Health  Subcommittee 

William  E.  Ayling,  Syracuse,  Chairman 
Thomas  S.  Bumbalo,  Buffalo 
Frederick  A.  Groff,  Jr.,  Schenectady 
Rocco  J.  Martoccio,  Utica 
Phillip  Ollstein,  Brooklyn 
Edward  L.  Schwabe,  Brocton 
Robert  E.  Vorisek,  Locust  Valley 
Leon  Roper,  Albany,  Adviser 

Public  Relations 

John  C.  McClintock,  Albany,  Chairman 

Samuel  Wagreich,  Bronx,  Vice-Chairman 

Marcelle  T.  Bernard,  Bronx 


Erwin  J.  Boerschlein,  Rochester 

George  A.  Burgin,  Little  Falls 

Reid  R.  Heffner,  New  Rochelle 

John  Latcher,  Oneonta 

Charles  C.  Mangi,  Woodhaven 

E.  Terrill  Montgomery,  Garden  City 

John  D.  Naples,  Buffalo 

Felix  Ottaviano,  Oneida 

Irving  M.  PaUin,  Brooklyn 

Bernard  J.  Pisani,  New  York  Citj- 

Edward  Siegel,  Plattsburgh 

Charles  M.  Smith,  Waterloo 

C.  Stewart  Wallace,  Ithaca 

John  K.  Pardee,  New  York  City,  Adviser 

Subcommittee  on  Cooperation  with  Media 

OF  Information 

George  A.  Burgin,  Little  Falls,  Chairman 

John  D.  Naples,  Buffalo 

C.  Stewart  Wallace,  Ithaca 

Publication 

Mfred  P.  Ingegno,  Brooklyn,  Chairman 

William  Hammond,  Scarsdale,  Editor 

Harold  F.  Brown,  Buffalo 

Maurice  J.  Dattelbaum,  Brooklyn 

Albert  H.  Douglas,  Jamaica 

Henry  I.  Fineberg,  New  York  City 

William  J.  Grace,  New  York  City 

Morris  Robert  Keen,  Huntington 

Granville  W.  Larimore,  Albany 

John  G.  Masterson,  Brooklyn 

Norman  S.  Moore,  Ithaca 

Reginald  R.  Steen,  Hempstead 

John  J.  Masterson,  Brooklyn,  Adviser 

Thomas  E.  Alexander,  New  York  City,  Adviser 

Charles  L.  Baldwin,  New  York  City,  Adviser 

Alvina  Rich  Lewis,  New  York  City,  Adviser 

Woman’s  Auxiliary,  Advisory  to 
Norman  S.  Moore,  Ithaca,  Chairman 
James  L.  McCartney,  Garden  City 
Albert  Vander  Veer,  Albany 

Workmen’s  Compensation* 

Carl  F.  Freese,  Hempstead,  Chairman 

Monroe  M.  Broad,  Jamaica,  Vice-Chairman 

David  Kershner,  Brooklyn 

Isadore  Sternlieb,  Bronx 

Henry  Young,  New  York  City 

Lee  R.  Tompkins,  Liberty 

Robert  P.  Coolidge,  Schenectady 

Robert  F.  McMahon,  Syracuse 

John  W.  Hirshfeld,  Ithaca 

Joseph  P.  Henry,  Rochester 

Peter  A.  Casagrande,  Buffalo 

George  E.  Froelich,  New  Rochelle 

Robert  Katz,  New  York  City,  Adviser 
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Ad  Hoc  Committee 

Conference  of  County  Medical  Society  OflScers, 
Committee  to  Arrange 
Waring  Willis,  Bronxville,  Chairman 
Samuel  Z.  Freedman,  New  York  City 
Edward  C.  Hughes,  Syracuse 
Joseph  A.  Lane,  Rochester 
George  J.  Lawrence,  Jr.,  Flushing 
John  C.  McClintock,  Albany 

Special  Committees 

American  Medical  Education  Foundation 
Joseph  G.  Zimring,  Long  Beach,  Chairman 
William  B.  Ayers,  Manhasset 
I.  M.  Greenberg,  Freeport 
Milton  J.  Greenberg,  Hudson  Falls 
Milton  Helpern,  New  York  City 
Irving  Weiner,  Newburgh 
Carl  G.  Whitbeck,  Hudson 

Autopsy  and  the  Dead  Human  Body 
Alfred  A.  Angrist,  Bronx,  Chairman 
Herbert  Derman,  Kingston 
Angelo  M.  Sala,  New  York  City 
Jacob  Taub,  Bronx 

John  V.  Connorton,  New  York  City,  Adviser 

Columbia  University  Study  of  Prepaid  Medical 
Care  Insurance  Plans,  Advisory  Committee  to 
John  C.  McClintock,  Albany,  Chairman 
Carl  R.  Ackerman,  New  York  City 
Merle  D.  Evans,  Rochester 
Leo  E.  Gibson,  Syracuse 
Carlton  E.  Wertz,  Buffalo 
Henry  I.  Fineberg,  New  York  City,  Adviser 

Constitution  and  Bylaws,  Special  Committee  on 
George  A.  Burgin,  Little  Falls,  Chairman 
Philip  D.  Allen,  New  York  City 
Alfred  A.  Hartmann,  Malone 
Robert  F.  Warren,  Brooklyn 
Ezra  A.  Wolff,  Forest  Hills 

Disability  Determinations,  Advisory  to  Bmeau  of 
George  Hinder,  New  York  City,  Chairman 
Lewis  Dickar,  Brooklyn 
Lawrence  S.  Kryle,  Roslyn  Heights 

Disaster  Medical  Care 

Edward  A.  Burkhardt,  New  York  City,  Chairman 
Irving  G.  Frohman,  Rockaway  Beach 
Charles  Sandler,  Bronx 
Vincent  C.  Webb,  Glen  Cove 
James  Lade,  Albany,  Adviser 

Executive  Committee  of  the  Council 

John  M.  Galbraith,  Glen  Cove,  Chairman 

Joseph  A.  Lane,  Rochester 

Norman  S.  Moore,  Ithaca 

William  L.  Wlieeler,  Jr.,  New  York  City 


Maurice  J.  Dattelbaum,  Brooklyn 
George  A.  Burgin,  Little  Falls 
John  C.  McClintock,  Albany 

Joint  State  Committee  (Joint  Mediation  Committee 
with  Hospital  Association) 

Hon.  David  W.  Peck,  New  York  City,  Mediator 
Medical  Society  of  the  State  of  New  York 
Norton  S.  Brown,  New  York  City 
Raymond  S.  McKeeby,  Binghamton 
Hospital  Association  of  New  York  State 
Morris  Hinenburg,  Hollis  Hills 
Bernard  A.  Watson,  Clifton  Springs 

Judicial  Council 

Edward  T.  Wentworth,  Pittsford 
Norton  S.  Brown,  New  York  City 
Charles  H.  Loughran,  Brooklyn 
James  Greenough,  Oneonta 
John  F.  Kelley,  Utica,  Chairman 

Malpractice  Insurance  and  Defense  Board 
Thomas  M.  d’Angelo,  Jackson  Heights,  Chairman 
John  C.  Brady,  Buffalo 
Raymond  S.  McKeeby,  Binghamton 
Waring  Willis,  Bronxville 
John  F.  Kelley,  Utica 
J.  Stanley  Kenney,  New  York  City 
John  J.  Della  Porta,  Rochester 
Maurice  J.  Dattelbaum,  Brooklyn,  ex  officio 
WiUiam  F.  Martin,  New  York  City,  ex  offixio 
James  M.  Arnold,  New  York  City,  Secretary 

Nominating  Committee 

Norman  S.  Moore,  Ithaca,  Chairman 
Warren  A.  Lapp,  Brooklyn 
John  L.  Sengstack,  Huntington 
Albert  Vander  Veer,  Albany 
Herbert  J.  Wright,  Jr.,  Schenectady 
W.  Walter  Street,  Syracuse 
Philip  M.  Standish,  Canandaigua 
E.  Dean  Babbage,  Buffalo 
Waring  Wilhs,  Bronxville 
Frederick  A.  Wurzbach,  Jr.,  Bronx 
Philip  D.  Allen,  New  York  City 

OlBce  Administration  and  Policies 
John  J.  Masterson,  Brooklyn,  Chairman 
Maurice  J.  Dattelbaum,  Brooklyn 
Joseph  A.  Lane,  Rochester 
Norman  S.  Moore,  Ithaca 
Thomas  E.  Alexander,  New  York  City,  Adviser 

Planning  Committee  for  Medical  Policies 
James  Greenough,  Oneonta,  Chairman 
Thurman  B.  Givan,  Brooklyn 
Leo  E.  Gibson,  Syracuse 
Henry  I.  Fineberg,  New  York  City 
Norman  S.  Moore,  Ithaca 
Renato  J.  Azzari,  Bronx 
George  A.  Burgin,  Little  Falls 
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John  M.  Galbraith,  Glen  Cove,  ex  officio 
Joseph  A.  Lane,  Rochester,  ex  officio 
William  L.  Wheeler,  Jr.,  New  York  City,  ex 
officio 

Maurice  J.  Dattelbaum,  Brooklyn,  ex  officio 
Frederick  A.  Wurzbach,  Jr.,  Bronx,  ex  officio 

Prize  Essays 

Alfred  A.  Angrist,  Bronx,  Chairman 
Benjamin  G.  Dinin,  Valhalla 
David  Kimball  Miller,  Buffalo 

New  York  Association  of  Professions 

Henry  I.  Fineberg,  New  York  City,  Delegate 
IjCO  E.  Gibson,  Syracuse,  Alternate 

Representatives  to  Advisory  Committees  to  Chapters 
of  the  Student  A.M.A. 

William  Nelson,  Albany,  Albany  Medical  College 


Kenneth  M.  Lewis,  New  York  City,  College  of 
Physicians  and  Surgeons  of  Columbia  Uni- 
versity 

William  H.  Cassebaum,  New  York  City,  Cornell 
U niversity  Medical  College 
John  F.  MacGuigan,  New  York  City,  New 
York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals 

Thomas  M.  d’ Angelo,  Jackson  Heights,  New 
York  University  College  of  Medicine 
Alfred  P.  Ingegno,  Brooklyn,  Stale  University  of 
New  York  Downstate  Medical  Center 
W.  Walter  Street,  Syracuse,  State  University  ^ 
of  New  York  Upstate  Medical  Center 
William  J.  Orr,  Buffalo,  University  of  Buffalo 
School  of  Medicine 

Gordon  Hemmet,  Rochester,  University  of 
Rochester  School  of  Medicine  and  Dentistry 


ANNUAL  CONVENTION 

Medical  Society  of  the  State  of  Netv  York 
Statler  Hilton,  New  York  City 
May  14  to  18,  1962 

SCIENTIFIC  PROGRAM 

Any  State  Society  member  who  wishes  to  present  a paper  before  a scientific  section 
or  a general  session  is  requested  to  contact  the  section  chairman  (see  page  2856)  or  to 
write  to  Alfred  P.  Ingegno,  M.D.,  Chairman,  Scientific  Program  Subcommittee  of 
Convention  Committee,  27  Eighth  Avenue,  Brooklyn  27,  New  York,  before  October 
15,  1961. 
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-fifty-fifth  annual 


DISTRICT  BRANCH 
MEETINGS 


Medical  Society  of  the  State  of  New  York 


SIXTH  DISTRICT  BRANCH 

Wednesday,  October  11,  1961 

Eaton  Laboratories  Research  Center  and  Canasowacta  Country  Club,  Norwich 


Afternoon 

2:00  p.M. — Registration 

Tour  of  Eaton  Laboratories  Research 
Center 

3:00  p.M. — Panel  Discussion:  “The  Comatose  Pa- 
tient: A Medical  Emergency” 

William  W.  Faloon,  M.D.,  Syracuse, 
Associate  Professor  of  Medicine,  State 
University  of  New  York,  Upstate 
Medical  Center,  Moderator 
Evehett  W.  Corradini,  M.D.,  Elmira, 
Neurosurgeon,  Arnot-Ogden  Hospital 
James  F.  Johnson,  M.D.,  Binghamton, 
Associate  Pediatrician,  Binghamton 
General  Hospital 

Mark  H.  Williams,  M.D.,  Binghamton, 
Thoracic  Surgeon,  Binghamton  Gen- 
eral and  Binghamton  State  Hospitals 
Robert  S.  Sioussat,  M.D.,  Coopers- 
town.  Physician,  Mary  Imogene  Bas- 
set Hospital 

5:00  p.M. — Business  Meeting;  Election  of  Officers 

5:30  p.M. — Social  Hour,  (Canasowacta  Country 
Club;  courtesy  of  Eaton  Laboratories) 
Evening 

6:30  P.M. — Dinner  (Canasowacta  Country  Club) 
Introduction  of  Officers  and  Guests 

Remarks:  Mrs.  Eugene  F.  Wolff, 

President,  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New 
York 

Remarks:  Henry  I.  Fineberg,  M.D., 
Executive  Vice-President,  Medical  So- 
ciety of  the  State  of  New  York 

Address:  John  M.  Galbraith,  M.D., 
President,  Medical  Society  of  the  State 


of  New  York 

Address:  “Legislation  and  Medicine” 
Hon.  George  R.  Metcalf,  Senator, 
New  York  State  Legislature 

Officers — Sixth  District  Branch 

President C.  Stewart  Wallace,  M.D., 

Ithaca 

First  Vice-President. . . .George  F.  Nevin,  M.D., 
Cortland 

Second  Vice-President.  George  G.  McCauley,  M.D. 
Ithaca 

Secretary Hugh  D.  Black,  M.D., 

Oxford 

Treasurer Charles  L.  Shute,  Jr.,  M.D., 

Binghamton 

Delegate Norman  C.  Lyster,  M.D., 

Norwich 

Presidents — Component  County 
Medical  Societies 


Broome George  C.  Hamilton,  M.D., 

Binghamton 

Chemung William  M.  Kelly,  M.D  , 

Elmira 

Chenango Robert  D.  Stone,  M.D., 

Norwich 

Cortland Wilham  McAuliffe,  M.D., 

Cortland 

Delaware Harold  W.  Jayne,  M.D., 

Sidney 

Otsego CUnton  Van  Z.  Hawn, 

M.D.,  Cooperstown 

Schuyler Fritz  Landsberg,  M.D., 

Watkins  Glen 

Tioga Henry  Kaine,  M.D., 

Spencer 

Tompkins Noah  J.  Kassman,  M.D., 

Ithaca 
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Leo  Bratin,  M.D.,  of  New  York  City,  died  on 
March  12  at  Jewish  Memorial  Hospital  at  the  age  of 
fifty-seven.  Dr.  Braun  graduated  in  1925  from 
New  York  University  and  Bellevue  Hospital  Med- 
ical College.  He  was  an  attending  in  orthopedic 
surgery  and  chief  of  the  orthopedic  surgery  clinic 
at  Jewish  Memorial  Hospital  and  an  attending 
in  orthopedic  surgery  at  the  Home  and  Hospital 
of  the  Daughters  of  Israel.  Dr.  Braun  was  a Fellow 
of  the  American  College  of  Surgeons  and  a member 
of  the  New  York  Rheumatism  Association,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Murray  Allen  Cain,  M.D.,  of  Syracuse,  retired, 
died  at  University  Hospital  on  June  10  at  the  age  of 
seventy-eight.  Dr.  Cain  graduated  in  1910  from 
Syracuse  University  College  of  Medicine.  He  was 
a member  of  the  Syracuse  Academy  of  Medicine. 

Sylvester  Cornell  Clemans,  M.D.,  of  Gloversville, 
died  at  his  home  on  June  13  at  the  age  of  eighty- 
three.  Dr.  Clemans  graduated  in  1903  from  Albany 
Medical  College.  A former  president  of  the  Glovers- 
ville Board  of  Health,  the  Fulton  County  Medical 
Society,  and  the  Fourth  District  Branch,  Dr. 
Clemans  was  an  honorary  attending  physician  at 
the  Nathan  Littauer  Hospital.  Among  other  posi- 
tions, he  had  served  as  Fulton  County  physician, 
Gloversville  City  physician,  and  health  officer  for 
the  Town  of  Bleecker.  Dr.  Clemans  was  a member 
of  the  Fulton  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Francis  Charles  Ferguson,  M.D.,  of  Brooklyn, 
retired,  died  on  April  7 at  Lutheran  Medical  Center. 
Dr.  Ferguson  graduated  in  1915  from  New  York 
Homeopathic  Medical  College  and  Flower  Hospital. 

Irving  Flyer,  M.D.,  of  Brooklyn,  died  on  February 
25  at  the  age  of  seventy-four.  Dr.  Flyer  graduated 
in  1915  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital. 

Cecil  R.  Frank,  M.D.,  of  Brooklyn,  died  on  August 
26,  1960,  at  the  age  of  sixty-seven.  Dr.  Frank 
graduated  in  1916  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was  an 


adjunct  physician  in  otolaryngology  at  the  Brooklyn 
Eye  and  Ear  Hospital.  Dr.  Frank  was  a member 
of  the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Frederick  G.  Garttner,  M.D.,  of  Glendale,  died 
on  March  7 at  the  age  of  sixty-two.  Dr.  Garttner 
graduated  in  1925  from  Long  Island  College  Hospital 
School  of  Medicine.  He  was  an  assistant  in  surgery 
at  Lutheran  Medical  Center.  Dr.  Garttner  was  a 
member  of  the  American  Academy  of  General  Prac- 
tice, the  Queens  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

David  Anton  Goldfarb,  M.D.,  of  the  Bronx, 
died  on  April  27  at  the  age  of  sixty-nine.  Dr. 
Goldfarb  graduated  in  1914  from  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  College  and 
interned  at  Sydenham  Hospital.  He  was  a member 
of  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Felix  Grayson,  M.D.,  of  New  York  City,  died  on 
March  15  at  the  age  of  seventy-two.  Dr.  Grayson 
graduated  in  1911  from  Long  Island  College  Hospital 
School  of  Medicine  and  interned  at  Kings  County 
Hospital  Center.  He  was  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York  Cardio- 
logical Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  Thomas  Gudgel,  M.D.,  of  Kenmore,  died 
on  June  17  at  his  home  at  the  age  of  seventy-six. 
Dr.  Gudgel  graduated  in  1909  from  the  Cleveland 
College  of  Physicians  and  Surgeons.  For  many 
years  he  had  been  in  charge  of  the  Kenmore  Well- 
Baby  Clinic. 

Alfred  Kestenbaum,  M.D.,  of  New  York  City, 
died  on  July  17  at  the  age  of  seventy-one.  Dr. 
Kestenbaum  received  his  medical  degree  from  the 
University  of  Vienna  in  1913.  He  was  an  associate 
in  ophthalmology  at  University,  Bellevue,  and 
Goldwater  Memorial  Hospitals,  and  an  assistant 
surgeon  in  ophthalmology  and  neuro-ophthalmology 
at  New  York  Eye  and  Ear  Infirmary,  and  a con- 
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sultant  in  ophthalmology  at  City  Hospital  at  Elm- 
hurst. A former  president  of  the  New  York  Society 
for  Clinical  Ophthalmology,  Dr.  Kestenbaum  was  a 
Diplomate  of  the  American  Board  of  Ophthalmology 
and  a member  of  the  Pan  American  Association  of 
Ophthalmology,  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  Medical  Circle, 
the  New  York  Society  for  Clinical  Ophthalmology, 
the  Rudolf  Virchow  Medical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Polikronas  Kusa,  M.D.,  of  Middle  Island,  died 
on  May  19  at  the  age  of  fifty-eight.  Dr.  Kusa 
received  his  medical  degree  from  the  University 
of  Kaunas  in  1931.  He  was  an  assistant  in  surgery 
at  the  John  T.  Mather  Memorial  Hospital,  Port 
Jefferson.  Dr.  Kusa  was  a member  of  the  American 
School  Health  Association,  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Harry  Neivert,  M.D.,  of  New  York  City,  died  on 
June  1 at  Manhattan  Eye,  Ear,  and  Throat  Hos- 
pital at  the  age  of  seventy-one.  Dr.  Neivert  grad- 
uated in  1913  from  the  University  of  Buffalo  School 
of  Medicine  and  interned  at  Erie  County  Hospital. 
He  was  an  assistant  attending  surgeon  in  otolar3m- 
gology  at  Manhattan  Eye,  Ear,  and  Throat  Hospital. 
In  1943  he  established  the  Pharyngology  Research 
Laboratory  of  Columbia  University  and  was  its 
director  until  1949.  In  1948  he  founded  the  Society 
for  the  Establishment  of  Medical  School  at  Yeshiva 
University.  Dr.  Neivert  was  a Diplomate  of  the 
American  Board  of  Otolaryngology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Otorhinologic  Society  for  Plastic  Surgery, 
the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  New  York  Academy  of  Med- 
icine, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Rene  Mead  Pardee,  M.D.,  of  New  York  City,  died 
on  May  2 at  the  age  of  seventy-two.  Dr.  Pardee 
graduated  in  1928  from  Columbia  University  College 
of  Physicians  and  Surgeons  and  interned  at  St. 
Vincent’s  Hospital.  He  was  a senior  assistant 
attending  physician  at  St.  Vincent’s  Hospital.  Dr. 
Pardee  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Anthony  Maryan  Sawicki,  M.D.,  of  Brooklyn, 
died  on  March  23  at  the  age  of  seventy.  Dr.  Sawicki 
graduated  in  1916  from  Jefferson  Medical  College  of 


Philadelphia.  He  was  a member  of  the  American 
Geriatrics  Society,  the  Pan-American  Medical 
Association,  the  Associated  Physicians  of  Long 
Island,  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Erich  Eduard  Schaefer,  M.D.,  of  Canton,  died 
on  March  13  at  the  age  of  sixty-nine.  Dr.  Schaefer 
received  his  medical  degree  from  the  University  of 
Berlin  in  1919.  He  was  an  attending  physician  in 
general  practice  at  North  Country  Hospitals,  Can- 
ton. Dr.  Schaefer  was  a member  of  the  Rudolf 
Virchow  Society,  the  St.  Lawrence  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Ellis  M.  Schwartz,  M.D.,  of  New  York  City, 
died  on  May  14  at  the  age  of  sixty-nine.  Dr. 
Schwartz  graduated  in  1915  from  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  College  and 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Arthur  O.  Swick,  M.D.,  of  Hicksville,  died  on 
January  24  at  the  age  of  fifty-nine.  Dr.  Swick 
received  his  medical  degree  from  the  University 
of  Paris  in  1934  and  was  a member  of  the  Nassau 
County  Medical  Society  and  the  Medical  Society 
of  the  State  of  New  York. 

Claude  H.  Topping,  M.D.,  of  Binghamton,  died 
on  July  3 at  the  Charles  Wilson  Memorial  Hospital 
at  the  age  of  eighty-two.  Dr.  Topping  graduated 
in  1905  from  Long  Island  College  Hospital  School 
of  Medicine.  Retired  in  1952,  he  was  an  honorary 
member  of  the  staff  of  the  Charles  S.  Wilson  Me- 
morial Hospital,  Johnson  City.  Dr.  Topping  was 
a member  of  the  Binghamton  Academy  of  Medicine, 
the  Broome  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Donald  Weisman,  M.D.,  of  Chappaqua  and  White 
Plains,  died  on  July  18  at  White  Plains  Hospital 
at  the  age  of  fifty-three.  Dr.  Weisman  graduated 
in  1933  from  New  York  University  and  Bellevue 
Hospital  Medical  College  and  interned  at  Post- 
Graduate  Hospital.  He  had  been  an  attending  in 
pediatrics  at  White  Plains  and  Blytheville  (Valhalla) 
Hospitals.  Dr.  Weisman  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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Albany  Mediral  College 


Appointed — Crawford  J.  Campbell,  M.D.,  has 
been  appointed  to  the  full-time  staff  in  the  Depart- 
ment of  Surgery.  Dr.  Campbell,  head  of  the  De- 
partment of  Orthopedic  Surgery,  has  been  promoted 
from  associate  professor  to  professor  of  orthopedic 
surgery. 

Columbia  University  College 

Grants — Grants  totaling  $100,000  to  further  the 
work  of  the  Department  of  Psychiatry  have  been 
received.  A grant  of  $75,000  from  the  Levy  Fund 
is  intended  to  be  placed  on  deposit  as  collateral 
for  the  Tuition  Assistance  Plan  Agreement  between 
Columbia  and  the  Chase  Manhattan  Bank.  This 
plan  provides  for  loans  to  be  made  by  the  bank 
to  students  in  the  Department  of  Psychiatry  and 


Walter  J.  Friedlander,  M.D.,  former  chief. 
National  Veterans  Epilepsy  Center,  Boston  VA 
Hospital,  has  been  appointed  to  the  staff  as  associate 
professor  of  neurology  and  physician-in-charge  of 
the  electroencephalography  laboratory.  Depart- 
ment of  Neurology. 

of  Physicians  and  Surgeons 

Columbia  Psychoanalytic  Clinic  to  finance  the  cost 
of  their  tuition  and  other  expenses  in  connection 
with  their  course  of  study.  According  to  the  terms 
of  the  Levy  Fund’s  grant  the  money  may  be  used 
for  purposes  other  than  tuition  assistance  if  the 
University  so  desires.  The  second  grant  of  $25,000 
is  for  research  projects  in  the  Columbia  Psycho- 
analytic Clinic,  Department  of  Psychiatry. 


New  York  Medical  College 


Department  Chairmen  Named — Milton  Lowen- 
thal,  M.D.,  was  named  chairman.  Department  of 
Physical  Medicine  and  Rehabilitation,  and  Arthur 


A.  Michele,  M.D.,  was  appointed  chairman.  De- 
partment of  Orthopedic  Surgery.  Both  appoint- 
ments were  effective  July  1 . 


New  York  University  Schools  of  Medicine 


Appointed — Joseph  Ransohoff,  M.D.,  professor 
and  chairman.  Department  of  Neurosurgery;  Valen- 
tino D.  B.  Mazzia,  M.D.,  professor  and  chairman. 


Department  of  Anesthesiology;  and  assistant  dean 
of  the  medical  schools,  William  A.  Frosch,  M.D., 
who  will  also  become  an  instructor  in  psychiatry. 


State  University  of  New  York  Downstate  Medical  Center 


Faculty  Appointments — Bertram  E.  Bromberg, 
M.D.,  has  been  named  clinical  associate  professor  of 
surgery. 

Named  clinical  assistant  professor  in  psychi- 
atry is  Wolfram  Keup,  M.D.,  who  will  also  co- 
operate with  David  Engelhardt,  M.D.,  and  Victor 
Schenker,  M.D.,  in  the  Department  of  Psychiatry, 
in  their  studies  on  psychopharmacologic  agents. 
Leon  M.  Rothman,  M.D.,  has  been  appointed  as 
lecturer  in  rehabilitation  medicine.  Dr.  Rothman 
also  serves  as  assistant  professor  of  physical  med- 
icine and  rehabilitation  at  New  York  Medical 
College. 


Research  Grants — Sixteen  research  grants  and 
four  instructional  and  training  grants  were  received 
during  May  and  June.  Three  of  the  training  grants 
were  received  during  May  and  June.  Three  of  the 
training  grants  were  awarded  by  the  National  In- 
stitutes of  Health  for  graduate  training  in  human 
reproduction,  pharmacology,  and  biometry,  and 
the  remaining  grant,  from  the  National  Fund  for 
Medical  Education,  is  in  support  of  the  general 
instructional  budget.  Six  of  the  research  grants 
are  in  support  of  six  new  projects  and  the  remain- 
ing ten  are  for  the  continuation  of  previously  ap- 
proved research  grants. 


Part  I — September  1,  1961 


3019 


WOMAN’S  AUXILIARY 


University  of  Rochester  School  of  Medicine  and  Dentistry 


Appointed — Ashton  B.  Morrison,  M.D.,  assistant 
professor  of  pathology,  University  of  Pennsylvania 
School  of  Medicine,  has  been  appointed  associate 
professor  of  pathology. 

Retired — John  F.  Gipner,  M.D.,  head.  Division 
of  Ophthalmology,  retired  on  June  30.  Dr.  Gipner 
joined  the  faculty  in  1927.  Albert  C.  Snell,  Jr., 
M.D.,  has  been  appointed  to  succeed  Dr.  Gipner 
and  has  been  promoted  from  associate  professor  of 
Ophthalmology  to  professor  and  chairman  of  the 
Division  and  ophthalmologist-in-chief  at  Strong 
Memorial  Hospital. 

Promoted — Philip  Rubin,  M.D.,  associate  pro- 
fessor of  radiology,  has  been  named  professor  of 


therapeutic  radiology  and  chief.  Division  of  Radia- 
tion Therapy,  and  assistant  physician.  Strong 
Memorial  Hospital.  Others  are:  Stanley  M. 

Rogoff,  M.D.,  promoted  from  associate  professor  of 
radiology  to  professor  of  diagnostic  radiology,  and 
chief.  Division  of  Diagnostic  Radiologj%  Strong 
Memorial  Hospital;  Albert  C.  Snell,  Jr.,  M.D., 
associate  professor  of  ophthalmology,  to  professor 
of  ophthalmology  and  chairman.  Division  of  Oph- 
thalmology, and  ophthalmologist-in-chief,  Strong 
Memorial  Hospital;  Roger  Terry,  M.D.,  from  asso- 
ciate professor  to  professor  of  pathology;  and 
Franz  Reichsman,  M.D.,  from  assistant  professor 
to  associate  professor  of  medicine  and  assistant 
professor  of  psychiatry,  and  senior  associate  physi- 
cian and  associate  psychiatrist.  Strong  Memorial 
Hospital. 


Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Fifteenth  Annual  Fall  Conference 


fifteenth  annual  fall  conference  of  the  Wom- 
an’s Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York  will  be  held  in  Glens  Falls  from 
September  24  to  September  26  at  the  Queensbury 
Hotel.  County  presidents,  presidents-elect.  State 
officers,  and  State  committee  chairmen  will  attend 
a two-day  workshop  designed  to  acquaint  them  with 
Auxiliary  projects,  accelerate  local  programs,  pro- 
mote more  leadership  enthusiasm,  and  coordinate 
all  Auxiliary  activities.  Doctors’  wives  again  are 
invited  to  attend  the  conference  whether  or  not 
they  are  members. 

A timely  and  informative  program  has  been  ar- 
ranged by  Mrs.  Eugene  F.  Wolff,  State  president, 
and  Mrs.  Herbert  Ulrich,  president-elect.  Featured 
speaker  will  be  Dr.  Robert  E.  Kingsinger,  director. 
Associate  Degree  Nursing  Project,  State  Education 
Department,  Albany.  Also  on  the  program  will  be 
a three-part  panel  discussion  “Variant  Veins  in 
Nursing’’  (which  concerns  future  nurses,  a rehabili- 
tation demonstration,  and  the  nursing  instructor), 
“Vivid  Vibrations”  (which  points  out  how  communi- 
cations can  be  bettered  by  the  use  of  all  available 


resources),  and  “Vitamin  Therapy  on  the  Hi-C’s” 
(by  injecting  more  spirit  in  county  activities). 
Simultaneous  group  discussions,  presided  over  by 
moderators  and  using  the  services  of  recorders, 
will  consider  individual  county  challenges  by  em- 
phasizing enthusiasm  and  coordination. 

The  members  of  the  Woman’s  Auxiliary  to  the 
Warren  and  Washington  Counties  Medical  Societies 
will  be  the  hostesses  for  the  conference.  They  have 
arranged  many  activities  such  as  a buffet  supper, 
steak  banquet,  coffee  hour,  and  shopping  tours  for 
free  time. 

The  Conference  Committee  feels  sure  that  this 
will  be  an  interesting  and  profitable  meeting  and 
that  all  those  attending  will  obtain  a broader  under- 
standing of  the  aims  and  purposes  of  the  Medical 
Society  of  the  State  of  New  York  and  will  avail 
themselves  of  the  communication  resources  for 
carrying  this  understanding  to  the  public. 

Mrs.  Edward  J.  Fitzgerald,  Chairman 
Fall  Conference 
4 Edison  Road 
Glens  Falls,  New  York 
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American  Board  of  Obstetrics  and  Gynecology — 
The  next  scheduled  examination,  (Part  1),  written, 
of  the  American  Board  of  Obstetrics  and  Gynecology 
will  be  held  in  various  cities  of  the  United  States, 
Canada,  and  military  centers  outside  the  conti- 
nental United  States  on  January  5,  1962. 

Since  case  reports  are  no  longer  required  by  the 
Board  to  complete  the  Part  1 examination,  all 
applicants  and  candidates  for  examination  are  re- 
quired to  submit  a duplicate  certihed  typewritten 
list  of  patients  dismissed  from  each  hospital  during 
the  preceding  twelve  months.  This  applies  to  new 
applicants,  reopened  candidates,  and  candidates 
requesting  re-examination  in  Part  1 or  Part  2 
examination. 

Sample  formats  for  lists  and  further  information 
on  the  examination  may  be  obtained  from  Robert 
L.  F'aulkner,  M.D.,  Executive  Secretary  and 
Treasurer,  2105  Adelbert  Road,  Cleveland  6,  Ohio. 

Endocrinology  and  Metabolism — The  thirteenth 
postgraduate  assembly  in  endocrinology  and  me- 
tabolism under  the  cosponsorship  of  The  Endocrine 
Society  and  the  National  Institutes  of  Health,  will 
be  held  at  Bethesda,  Maryland,  October  2 through  6. 

A comprehensive  review  of  clinical  endocrine 
problems  and  current  research  activity  in  these 
areas  will  be  presented.  For  further  information, 
write  to  Roy  Hertz,  M.D.,  National  Institutes  of 
Health,  Building  10,  Bethesda  14,  Maryland. 

World  Medical  Association — The  Fifteenth  Gen- 
eral Assembly  of  the  World  Medical  Association 
will  convene  at  the  Copacabana  Palace  Hotel,  Rio 
de  Janeiro,  Brazil,  September  15  to  20. 

The  annual  conference  of  medical  editors  will 
consider  “Problems  Related  to  Medical  Publications 
in  Latin  America.” 

As  a special  feature  the  Institute  Britantan  will 
provide  demonstrations  of  the  technics  of  extracting 
venom  from  snakes. 

Special  topics  on  the  General  Assembly’s  program 
will  include  “Increased  Cost  of  Medical  Care  Under 
Social  Security  Schemes,”  “Draft  Code  of  Human 
Experimentation,”  and  “World  Problems  of  Medical 
Education.” 

Postgraduate  Medical  Courses — Courses  of  im- 
portance to  practicing  physicians  and  surgeons  are 
being  offered  by  the  Post-Graduate  Medical  School 


of  the  New  York  University  Medical  Center  be- 
ginning this  fall. 

New  this  year  will  be  a “Symposium  on  V’ascular 
Surgery”  to  be  given  November  9 through  11  under 
the  direction  of  Jere  W.  Lord,  Jr.,  M.D.,  and  Roy  H. 
Clauss,  M.D. 

J.  Scott  Butterworth,  M.D.,  will  give  two  courses, 
“Diagnostic  Cardiac  Auscultation”  and  “Electro- 
cardiography,” the  first  from  October  11  through  14, 
and  the  second  from  November  6 through  1 1 . 

Ramon  Castroviejo,  M.D.,  will  offer  “Surgery  of 
the  Cornea,”  with  practical  instruction,  on  a full- 
time basis,  November  13  through  17.  Surgical 
procedures  in  the  operating  room  will  be  observed  as 
material  is  available. 

“Theory  and  Practice  of  Contact  Lenses,”  will 
be  given  by  Donald  A.  Fonda,  M.D.,  November  9 
and  10.  Half  the  time  will  be  devoted  to  the  practi- 
cal application  of  corneal  lenses. 

From  October  2 through  6,  Gray  II . Tw'ombly, 
M.D.,  will  teach  “Diagnosis  and  Therapy  of  Malig- 
nant Neoplasms  of  the  Female  Genital  Tract.” 
Practical  work  and  radium  dosage  calculation  will 
be  emphasized. 

Maxwell  H.  Poppel,  M.D.,  with  an  outstanding 
guest  faculty,  will  direct  a once-weekly  course  in 
“Diagnostic  Radiology,”  given  on  Wednesdays 
from  4:30  to  6 p.m.  for  20  sessions  starting  October 
18. 

All  courses  will  use  the  facilities  of  the  New  York 
University  Medical  Center,  550  First  Avenue,  New 
York  16,  and  other  clinical  locations  as  necessary. 

For  further  information  and  applications  contact 
the  Office  of  the  Associate  Dean,  New  York  Univer- 
sity Post-Graduate  Medical  School,  550  First 
Avenue,  New  York  16,  New  York. 

American  Society  of  Facial  Plastic  Surgery — The 
Society’s  summer  meeting  was  held  on  June  28  in 
New  York  City.  A program  on  “Religious  Views 
on  Cosmetic  Surgery”  was  presented. 

The  next  meeting  of  the  Society  will  be  held  on 
January  19,  1962,  at  the  Hotel  Elysee  in  New  York 
City,  during  the  course  in  rhinoplasty  given  by 
Irving  B.  Goldman,  M.D.  The  course  will  be 
given  at  The  Mount  Sinai  Hospital  from  January 
13  to  26, 1962. 

The  Society’s  meeting  in  New  Orleans  will  be 
held  from  March  3 through  5,  and  members  are 
advised  to  stay  through  Mardi  Gras  on  March  6. 
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Further  information  may  be  obtained  from  Samuel 
M.  Bloom,  M.D.,  Secretary,  123  East  83rd  Street, 
New  York  28,  New  York. 

Study  of  Sex — The  fourth  annual  meeting  of  the 
Societ}'^  for  the  Scientific  Study  of  Sex  will  be  held 
at  9:30  a.m.,  November  4,  in  the  Barbizon  Plaza 
Hotel,  106  Central  Park  South,  New  York  City. 

The  topic  for  the  morning  session  will  be  “Sex  and 
Aging.”  Discussants  will  be  Harry  Benjamin, 
M.D.,  Lissy  F.  Jarvik,  M.D.,  Joseph  T.  Freeman, 
M.D.,  and  Hugo  G.  Beigel,  M.D.,  chairman. 

“Sex  Factors  in  Schizophrenia”  will  be  discussed 
at  the  afternoon  session.  Discussants  will  be 
Bernard  C.  Glueck,  Jr.,  M.D.,  Jules  D.  Holzberg, 
M.D.,  Lothar  B.  Kalinowsky,  M.D.,  Sandor  Rado, 
M.D.,  and  Franz  J.  Kallmann,  M.D.,  chairman. 

Air  Pollution  and  Health — The  full  text  of  a paper 
dealing  with  the  effects  of  air  pollution  on  health 
in  areas  of  New  York  State  has  been  released  by 
Herman  E.  Hilleboe,  M.D.,  State  Health  Com- 
missioner and  chairman  of  the  New  York  State  Air 
Pollution  Control  Board. 

The  study  shows  that  although  a direct  relation- 
ship between  certain  chronic  respiratory  diseases 
and  air  pollution  cannot  be  proved,  the  circum- 
stantial evidence  points  to  such  an  association.  Dr. 
Hilleboe  said.  However,  he  noted  that  the  pneu- 
monia problem  is  a complex  one  with  many  factors 
bearing  on  the  incidence  and  deaths  from  the  disease. 
The  natural  history  of  the  disease  also  varies  with 
time  and  place,  he  said. 

Neoplastic  Disease  Symposium — Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  will 
sponsor  a three-day  symposium  on  “Basic  Problems 
in  Neoplastic  Disease”  to  be  held  on  March  12,  13, 
and  14,  1962.  The  symposium  will  commemorate 
the  50th  anniversary  of  the  Institute  of  Cancer  Re- 
search at  Columbia  University  and  the  10th  anni- 
versary of  its  affiliated  clinical  facility.  The  Francis 
Delafield  Hospital. 

The  symposium  is  open  without  fee  to  all  inter- 
ested workers  in  this  field.  For  details  concerning 
the  meeting,  including  application  to  attend  sessions, 
write  to  the  Institute  for  Cancer  Research,  Columbia 
University  College  of  Physicians  and  Surgeons,  630 
West  168th  Street,  New  York  32,  New  York. 

American  Institute  for  Psychoanalysis — The 
American  Institute  for  Psychoanalysis  announces  a 
five-session  orientation  course  in  the  theory  and 
practice  of  psychoanalysis.  Two  series  of  five 
lectures  will  be  given  on  Tuesdays  at  8:30  p.m. 
beginning  October  3,  1961,  and  March  6,  1962. 

An  intensive  ten-session  course  on  psychiatric 
problems  in  medical  practice  also  will  be  given  by 


the  Institute  on  Wednesdays  at  8:30  p.m.  beginning 
October  4. 

Both  courses  will  be  held  at  the  Karen  Homey 
Clinic  Building,  329  East  62nd  Street,  New  York 
21,  New  York.  For  further  information  contact 
Harold  Kelman,  M.D.,  Dean,  American  Institute 
for  Psychoanalysis,  at  the  above  address. 

Fight  for  Sight  Citation — The  first  Fight  for  Sight 
citation  awarded  by  the  National  Council  to  Combat 
Blindness,  Inc.,  41  West  57th  Street,  New  York 
City,  to  honor  research  investigators  who  have 
made  an  outstanding  contribution  in  the  field  of 
ophthalmic  research,  was  presented  to  Sjoerd  L. 
Bonting,  M.D.,  Bethesda,  Maryland,  at  the  annual 
awards  banquet  of  the  Association  for  Research  in 
Ophthalmology,  Inc. 

Two  Fight  for  Sight  citations  will  be  presented 
annually,  each  in  the  amount  of  $500.  One  will  i 
be  awarded  to  the  paper  judged  to  be  the  most 
significant  of  those  presented  at  the  midwinter  and 
June  meetings  of  the  Association  for  Research  in 
Ophthalmology,  Inc.,  and  the  other  to  the  most 
significant  of  the  papers  submitted  to  all  of  the 
sectional  meetings  in  a given  year. 

Course  in  Obstetrics  and  Gynecology — A new 
postgraduate  course  in  obstetrics  and  gymecology’ 
will  be  given  by  Columbia  University  College  of 
Physicians  and  Surgeons,  under  the  direction  of 
Howard  C.  Taylor,  Jr.,  M.D.,  with  the  staff  of  the 
Sloane  Hospital  for  Women,  December  4 through  8 
at  Columbia-Presbyterian  Medical  Center. 

For  additional  information  write  to  Melvin  D. 
Yahr,  M.D.,  Assistant  Dean,  College  of  Physicians 
and  Surgeons,  630  West  168th  Street,  New  York  32, 
New  York. 

Caleb  Fiske  Prize — The  trustees  of  America’s 
oldest  medical  essay  contest,  the  Caleb  Fiske  Prize 
of  the  Rhode  Island  Medical  Society,  announce  two 
subjects  for  this  year’s  dissertation,  open  to  any 
doctor  of  medicine  in  the  nation,  for  which  a cash 
prize  of  $500  will  be  awarded.  The  subjects  are 
“Recent  Advances  in  the  Treatment  of  Malignant 
Disease,”  and  “Current  Status  of  Cardiac  Surgery.” 
An  essay  on  either  subject  must  be  t3'pewritten, 
double  spaced,  and  should  not  exceed  10,000  words. 
Essays  must  be  submitted  by  December  11  to  the 
Secretary,  Fiske  Fund,  Rhode  Island  Medical  So- 
ciety, 106  Francis  Street,  Providence  3,  Rhode 
Island. 

Laboratory  Methods  in  Tuberculosis  Diagnosis — 
The  microbiologj'  laboratories  of  the  Communicable 
Disease  Center,  Public  Health  Service,  will  offer  a 
course  on  “Laboratory  Methods  in  the  Diagnosis  of 
Tuberculosis”  in  Atlanta,  Georgia,  January'  15 
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through  26,  1962,  and  January  29  through  February 
9,  1962. 

This  course  is  open  to  all  grades  of  employed 
laboratory  personnel  who  arc  approved  by  their 
state  health  officers.  Practical  laboratory  training 
in  all  phases  of  tuberculosis  bacteriology,  including 
preparation  of  culture  media,  microscopy,  cultural 
procedures,  diagnostic  use  of  animals,  cytochemical 
technics,  and  testing  of  drug  susceptibility  will  be 
included. 

For  further  information  and  application  forms, 
contact  the  Laboratory  Branch,  Communicable 
Disease  Center,  Public  Health  Service,  Atlanta, 
Ceorgia. 

Research  Center  Grant — A grant  for  a research 
center  for  the  study  of  cerebral  vascular  diseases,  to 
be  established  at  the  Bellevue  Hospital  Division  of 
the  Cornell  University  Medical  College,  was 
awarded  recently  by  the  National  Institute  of 
Neurological  Diseases  and  Blindness.  This  grant 
is  in  the  total  amount  of  $1,562,986,  to  be  allocated 
over  a seven-year  period. 

The  purpose  of  the  development  of  the  center  is  to 
expand  a program  which  has  been  carried  on  during 
the  past  fifteen  years  at  Cornell  University  Medical 
College,  under  the  direction  of  Irving  S.  Wright, 
M.D.,  and  other  members  of  the  staff. 

Objectives  include  more  exhaustive  studies  of  the 
natural  history  of  patients  with  cerebral  vascular 
disease;  improvement  in  diagnostic  technics,  in- 
cluding angiography;  and  critical  evaluation  of  new 
forms  of  therapy,  including  anticoagulant,  throm- 
bolytic, and  surgical  technics. 

Renewed  Attack  on  Syphilis — The  United  States 
Public  Health  Service  has  announced  the  formation 
of  a task  force  to  map  an  attack  on  syphilis,  which 
has  shown  a threefold  new-case  increase  in  four  years. 

The  five-member  task  force  will  be  headed  by 
Leona  Baumgartner,  M.D.,  New  York  City  Com- 
missioner of  Health.  Its  report  will  be  the  basis  for 
recommendations  to  Congress  in  1962. 

As  recently  as  1957  the  6,250  early  cases  of 
syphilis  was  the  lowest  total  ever  recorded  by  the 
Health  Service.  Then  19,000  new  cases  were  re- 
ported in  the  fiscal  year  1961,  a 50  per  cent  jump 
from  1960. 

Advancement  of  Psychoanalysis — “Recent  De- 


velopments in  European  Psychiatry”  will  be  the 
subject  of  a panel  discussion  under  the  auspices  of 
the  Association  for  the  Advancement  of  Psycho- 
analysis, September  27,  8:30  p.m.,  at  the  New  York 
Academy  of  Medicine,  2 East  103rd  Street,  New 
York  City. 

The  speakers  will  be  Thomas  Hora,  M.D., 
psychoanalyst  and  existentialist,  Harold  Kelman, 
M.D.,  Dean  of  the  American  Institute  for  P.sycho- 
analysis  and  editor  of  the  American  Journal  of 
Psychoanalysis;  Antonia  Wenkart,  M.D.,  and 
Frederick  Weiss,  M.D. 

Dr.  Charlotte  Buhler,  formerly  of  Vienna  and 
now  practicing  in  California,  will  discuss  “Goals  of 
Life  and  Therapy”  at  the  Academy  on  October  25 
at  8:30  p.m. 

Liver  and  Diabetes — The  New  Jersey  Diabetes 
Association,  in  cooperation  with  the  New  Jersey 
State  Department  of  Health,  will  hold  its  ninth 
annual  symposium  on  “Liver  and  Diabetes”  October 
25,  at  The  Mountainside  Hospital,  Montclair,  New 
Jersey. 

Among  the  participants  will  be  Hans  Popper, 
M.D.,  Director,  Department  of  Pathology,  The 
Mount  Sinai  Hospital,  and  professor  of  pathology, 
Columbia  University  College  of  Phy.sicians  and 
Surgeons,  New  York  City,  on  “Interrelationship  of 
Diabetes  and  Diseases  of  the  Liver:  Pathologic 
Aspects”;  Joseph  L.  Izzo,  M.D.,  Clinial  Assistant 
Professor  of  Medicine,  University  of  Rochester 
School  of  Medicine,  Rochester,  on  “Interrelationship 
of  Diabetes  and  Diseases  of  the  Liver:  Clinical 
Aspects”;  and  Martin  G.  Goldner,  IM.D.,  Professor 
of  Medicine,  State  University  of  New  York,  Down- 
state  College  of  Medicine,  and  Director  of  Medicine, 
Jewish  Hospital  of  Brooklyn,  on  “Oral  Hypo- 
glycemic Agents  and  Liver  Function.” 

Rehabilitation  Course — The  Department  of  Physi- 
cal Medicine  and  Rehabilitation  of  the  New  York 
Medical  College,  New  York  City,  is  conducting  a 
one-week  course  for  physicians  only  in  “Rehabilita- 
tion Care  of  the  Chronically  111  Patient”  from 
November  13  through  17. 

A descriptive  brochure  may  be  obtained  from  Mr. 
Raymond  C.  Lerner,  Coordinator,  Postgraduate 
Education  Department  of  Physical  Medicine  and 
Rehabilitation,  New  York  Medical  College,  1 East 
105th  Street,  New  York  29,  New  York. 


Personalities 


Appointed 

Edgar  H.  Auerswald,  M.D.,  New  York  City,  as 
medical  director  of  the  Wiltwyck  School  for  Boys, 
Esopus,  New  York.  . .John  G.  Kidd,  M.D.,  Cornell 


Medical  College,  New  York  City,  to  the  Scientific 
Advisory  Board  of  the  Armed  Forces  Institute  of 
Pathology,  effective  July  1. . .Lawrence  C.  Kolb, 
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M.D.,  director  of  the  New  York  State  Psychiatric 
Institute,  as  president  of  the  Medical  Board  of 
Presbyterian  Hospital  of  the  Columbia-Presby- 
teriaii  Medical  Center,  New  York  City. . .Robert 
S.  McCleer3',  M.D.,  former  associate  medical  direc- 
tor of  Bristol  Laboratories,  as  vice-president  and 
medical  director,  and  Felix  Wroblewski,  M.D.,  as 
medical  consultant  of  the  Robert  A.  Becker,  Inc., 
advertising  agency  (formerly  Burdick  & Becker). 


Speakers 

Alexander  Richman,  M.D.,  New  York  City,  on 
“Management  of  Extrahepatic  Biliary  Tract  Dis- 
ease,” before  the  Israel  Gastroenterological  Asso- 
ciation in  Tel  Aviv  in  March.  . .Robert  R.  Yanover, 
M.D.,  Albertson,  and  Harry  E.  Tebrock,  M.D., 
New  York  City,  to  address  the  Congress  on  Occu- 
pational Health  at  the  annual  session  of  the  Colorado 
State  Medical  Society  October  3 and  4. 


MEDICAL  MEETINGS 


American  College  of  Chest  Physicians 

The  American  College  of  Chest  Physicians  will 
hold  its  annual  interim  session  at  the  Brown  Palace 
Hotel  in  Denver,  Colorado,  November  25  and  26. 

Speakers  at  the  meeting  will  include  Theodore  H. 
Noehren,  M.D.,  Buffalo,  Rudolph  Fremont,  M.D., 
Brooklyn;  Alfred  Soffer,  M.D.,  Rochester;  Cole- 
man B.  Rabin,  M.D.,  New  York  City;  William  A. 
Zavod,  M.D.,  Mt.  Vernon;  Donald  R.  McKay, 
M.D.,  Buffalo;  and  David  Ulmar,  M.D.,  New 
York  City. 

A program  may  be  obtained  by  writing  the  execu- 
tive offices  of  the  College  at  112  East  Chestnut 
Street,  Chicago,  Illinois. 

Conference  on  Congenital  Defects 

The  first  Inter-American  Conference  on  Congeni- 
tal Defects,  involving  participants  and  attending 
physicians  from  the  United  States,  Canada,  and 


Mexico,  will  be  held  at  the  Statler  Hotel  in  Los  ' 
Angeles,  January  22  through  24,  1962. 

A feature  of  the  meeting  will  be  emphasis  on 
specific  birth  defect  conditions,  both  structural 
malformations  and  diseases  resulting  from  defects 
in  body  chemistry.  \ 

I 

American  Psychosomatic  Society 

The  19th  annual  meeting  of  the  American  Psycho-  ' 
somatic  Society  will  be  held  at  the  Sheraton  Hotel 
in  Rochester  on  March  30  and  31  and  April  1,  1962. 

The  program  committee  will  welcome  abstracts  j 
of  original  work  to  be  presented  at  the  meeting  by 
either  members  or  non-members  of  the  Society. 
Abstracts  should  be  not  more  than  two  typewritten 
pages,  and  should  be  submitted  in  1 1 copies.  Dead- 
line for  submission  is  December  1. 

Abstracts  should  be  addressed  to  the  chairman, 
Stewart  Wolf,  M.D.,  265  Nassau  Road,  Roosevelt, 
New  York. 
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HALL-BROOKE  HOSPITAL! 

An  Active  Treatment  Hospital,  located  one  hour  from  New  York  • 

Accredited  by:  • 

The  Centril  Intpeclion  Botrd  of  ihe  Americin  Piychiitric  Auocitlion  I 
The  Join!  Committion  on  AccredittUon  of  Hotpitilt  * 

WESTPORT,  VOXSECTICVT  • WESTPORT;  CAPITAL  7-1251  I 


PINEWOOD  g:-  I 

EST.  1930  D,_  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 

Westchester  County  Katonah,  N.  Y.  Tel:  Central  S-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate:  Commence  at  $125.00  per  week. 

N.  y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


for  well  trained  highly  qualified  personnel 

MEDICAL  ASSISTANTS 
OR  OFFICE  SECRETARIES 
LABORATORY  • X-RAY 
TECHNICIANS 

N.  Y.  State  Licensed  • Day-Eve  Courses 
Co-Ed  (Founded  19S6) 

request  Free  Cat.  9 
I 85  Fifth  ATc.(lSth  St.) 


aslero' 


New  fork  3,  N.T. 

SCHOOL  FOR  PHYSICIANS-  AIDES 
AfflHated  with  CARNEGIE  INSTITUTE,  INC.  Cleveland,  Ohio 


BUY 

SAVINGS  BONDS 


WEST  HMLE 

West  252nd  St.  and  Fieldston  Road 
RiTerdale-on-the-Hudson,  New  York  City 
For  oerrousy  meocil,  drug  and  alcoholic  patients.  The  saoitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
creatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbrldst  9*8440 


GIVE  TO  CONQUER  CANCER 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third 
Avenue,  New  York  17,  New  York.  Old  and  new  address 
should  be  included  as  well  as  a statement  whether  or  not 
change  is  permanent.  Six  weeks  is  required  to  effect  a 
change  of  address. 
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PHYSICIANS  WANTED 


Services  of  doctor  needed  in  the  Phelps,  New  York  ares. 
House  and  ofiBce  available.  Contact  the  Sec’y  of  the  Chamber 
of  Commerce. 


Generalist  to  take  over  old  established  prsctiee  in  beautiful 
home-office  combination.  Compl.  equipped  and  furnished, 
testate,  N.  Y.,  Thruway  exit.  Hospitals  nearby.  Health 
officer  and  school  physician  positions  available,  excellent 
income.  Price  $46,000.  Write  Box  391,  N.  Y.  St.  Jr.  Med. 


Physician  badly  needed  in  Town  of  Machias,  population  about 
1400,  plus  lake  resort  area  in  the  summer;  no  resident  physi- 
cian at  present;  good  opportunity.  Contact  A.  F.  Herman, 
Supervisor,  Machias,  New  York. 


Wanted:  completed  resident  in  Ophthalmology  and  Otolaryn- 
gology. SALARY:  $18,000  per  year,  with  vacations.  Eye 
muscle  and  cataract  surgery,  also:  Bronchoscopy.  New  York 
State  Uoense.  Write  Box  300,  N.  Y.  St.  Jr.  Med. 


Positions  available  for  qualified  physicians  in  psychiatric 
and  medical  services  of  a 1700  oed  psychiatric  hospital 
located  in  New  York  State's  beautiful  Finger  Lakes  area. 
Requirements:  licensure  in  any  state.  Age,  not  over  60. 
Salary  range:  $10,636— $13,730  plus  16%  if  certified  by  an 
American  Specialty  Board,  Excellent  fringe  benefits.  Write: 
Manager,  VA  Hospital,  Canandaigua,  New  York. 


WANTED:  General  Practitioner  for  Incorporated  village, 
Northern  New  York.  Dairying  and  paper  manufacturing 
center.  Near  an  approved  hospital.  Excellent  field.  Write 
Box  401,  N.  Y.  St.  Jr.  Med. 


WANTED:  General  practitioner.  Rural  area,  97  miles 

from  New  York  City  in  the  Ashokan  Reservoir  area.  Race 
track,  bowling  alley,  churches  and  an  excellent  school  s^tem. 
Hospitals  with  350  bed  capacity.  Write  Elsie  M.  Davis, 
Town  Clerk,  Olivebridge,  New  York. 


Family  doctor  needed  to  take  over  fine  home  and  equipped 
office,  small  southern  tier  town.  Excellent  opportunity, 
favorable  price  and  terms.  Contact  L.  Elton,  M.D.,  Addi- 
son, N.  Y. 


General  Practitioner,  suburb  of  University  city  Western  New 
York,  very  active  modern  practice.  Wants  ambitious  per- 
manent assistant  or  partner.  Foreign  trained,  taking  New 
York  State  license  accepted.  Give  handwritten  details  in  first 
letter.  Write  Box  404,  N.  Y.  St.  Jr.  Med. 


E.E.N.T.  specialist  to  take  over  magnificent  home-office  com- 
bination grossing  over  $60,000.  Suitable  for  1 or  2 doctors. 
All  equipment  and  furnishings  included.  3 hrs.  from  NYC. 
Terms  available.  Write  Box  405,  N.  Y.  St.  Jr.  Med. 


Radiologist  wanted:  Part-time,  mornings.  Fluoroscopies. 
Phone  LI  4-5868. 


REAL  ESTATE  FOR  SALE  OR  RENT 


Air  conditioned  new  bungalow  office  in  Western  Suffolk 
County.  Ideal  for  dental  or  medical  specialist.  Occupied 
by  established  dentist.  Write  Box  396,  N.  Y.  St.  Jr.  Med. 


For  rent:  New,  modern  offices — rapidly  growing  community 
in  Westchester  County — Pound  Ridge,  N.  Y.  PO  4-6767. 
Eves.  Call  BE  4-3824. 


ASTORIA,  L.I. — Professional  Building  for  Sale.  Good  in- 
vestment opportunity.  3-story,  brick,  9,000  sq.  ft,  bldg. 
50  X 100'  on  Broadway.  1st  fl:  central  ball,  4 rooms, 

2 lavs.;  2nd  fi:  6 rooms,  2 lavs.;  3rd  fl:  4 rooms,  1 lav. 
Air-conditioned.  Walk  to  BMT,  IND  or  bus.  Terms.  Write, 
Owner,  35-20  B'way,  L.I.  City,  N.  Y..  or  call  RA  1-9202. 


Wantagh:  Doctor’s  home-office,  9Vi  years  old.  Fully 

equipped.  Prominent  corner.  Must  sell  due  to  illness. 
Asking  $35,000.  CaU  SU  6-7821. 


FOR  RENT : Choice  location  opposite  3,000  family  develop- 

ment in  heavily  populated  area  in  Queens.  Professional  suite 
to  share  with  established  physician.  Ideal  pediatrician  or 
other  specialist.  Write  Box  403,  N.  Y.  St.  Jr.  Med. 


Completely  equipped,  warmly  decorated  five  room  suite 
available  to  share  with  pediatrician.  Located  in  beautiful 
residential  South  Shore  area.  Suitable  internist,  neurologist, 
surgeon,  obstetrician,  psychologist,  etc.  Call  CE  9-6675. 


Queens:  Professional  apartment  to  be  divided,  with  dentist, 
into  2 separate  suites.  In  only  professional  offices  of  new 
1500  family  cooperative.  In  fastest  growing  section  of 
Queens.  Write  Box  406,  N.  Y.  St.  Jr.  Med. 


Excellent  location  for  doctor.  New  middle  income  coopera- 
tive. Queens.  No  commission  or  bonuses.  Immediate 
occupancy.  Mr.  Haskel.  LO  6-6684. 


For  Rent:  Central  Nassau  County — Ideal  location — Exclu- 
sive community — Unlimited  opportunity  for  G.P.  or  any 
specialty.  Call  IV  3-4884. 


Medical  Building  in  rapid  growing  community  on  Long 
Island  with  75%  of  space  occupied,  has  office  space  available 
for  Ped,  GU,  Ortho,  also  part  time  for  Neuro,  Psych,  Derm. 
For  information,  call  FOrest  8-8888. 


For  Rent:  Doctors  and  Dentists  suites.  New  professional 

building,  air  conditioned.  Write:  Bernard  Lasher,  Red 

Hook,  New  York  or  phone  PLateau  8-3201. 


FASTEST  GROWING  SECTION  IN  BROOKLYN.  Pro- 
fessional office  in  new  apartment  house.  Air  conditioned, 
private  entrance.  Avenue  Y at  Nostrand  Avenue.  NI  8-6986. 


Uniondale  Professional  Building  (East  Hempstead  area) 
374  Uniondale  Avenue.  Offices  for  rent.  Air  conditioned. 
Will  alter  to  suit.  Private  lavatories.  Excellent  impor- 
tunity for  general  praotitioner  or  specialist.  Mrs.  Descb 
PI  1-6632. 
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PRACTICES:  FOR  SALE  OR  RENT 


Gntaral  practice,  eatabliihed  14  yean,  active.  Home-oSioe 
eombination  in  Central  Hadeon  Talley  Tillage.  Snitable  {or 
eolo  or  partner!.  Termi  if  needed.  Box  330,  N.  Y.  8t.  Jr. 
Med. 


Well  established  general  practice,  hone-office  combination, 
in  western  Nassau  County.  Will  introduce.  Write  Box  409, 
N.  Y.  St.  Jr.  Med. 


Large  general  practice,  home-office  combination,  2 hoepitals, 
Kingston,  for  sale  early  part  1962.  Write  Box  396,  N.  Y. 
St.  Jr.  Med. 


For  Sale:  Due  to  retirement,  well  established  17  year  active 
practice  and  modernized  home,  located  in  center  of  River- 
nead.  Long  Island,  on  Main  Street.  Easy  terms.  Willing  to 
introduce  to  patients.  Accredited  hospital  nearby.  Write 
Box  397,  N.  Y.  St.  Jr.  Med. 


New  York-TJpstate;  modern  four  bedroom  home-office  com- 
bination, like  new;  established  practice,  includes  surgery; 
income  unlimited;  community  60,000;  two  hospitals;  will 
introduce.  $76,000;  leaving  for  Southern  climate.  Write 
Box  394,  N.  Y.  St.  Jr.  Med. 


Well  estab.  home/office  combination  in  Oneonta,  N.  Y. 
G.  P.  with  EENT  sub.  retiring  from  private  practice.  Ex- 
cellent for  G.P.  or  EENT.  Write  Box  408,  N.  Y.  St.  Jr.  Med. 


MISCELLANEOUS 

COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  26%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33Vi%  less  than 
3 years  and,  60%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  A Individual  Information.  John  Levbarg,  M.D. 
211-03  Union  Tpks,  Flushing  64,  N.  Y.  HO4-1100 


To  Share;  Modern,  fully-equipped  3 room  office.  Main  floor 
street  entrance.  W.  90th  Street,  Cor.  Broadway.  Phone 
EN  2-60^  or  EN  2-6043  before  Noon. 


PSYCHIATRIC  HOSPITAL:  One  of  the  finest  in  metro- 

politan NY  area.  Financial  statements  show  highly  profit- 
able operation.  Owner  retiring.  It  pays  to  consult  a specialist 
when  buying  a nursing  home  or  hospital.  Many  other  offer- 
ings avaUable.  IRVING  LEVIN  65  W.  42  St.  CH  4-7310. 


EQUIPMENT  FOR  SALE 

Radiologist's  modern  200  M.A.  x-ray  diagnostic  unit  and 
dark  room  accessories  for  sale.  Harold  Schwarts,  M.D., 
99  Pratt  St.,  Hartford  3,  Conn. 


FOR  SALE:  Two  delivery  tables  (one  is  almost  new)  with 
complete  equipment  in  labor  and  delivery  rooms,  and  11  beds 
completely  furnished  post-partum  unit.  Obstetrics  given 
up  on  31st  of  July.  Madison  Avenue  Hospital.  Call  Execu- 
tive Director  TR  9-1100.  9-6  weekdays. 


POSITIONS  WANTED 

NEUROLOGIST:  University  hospital  trained.  Board 

eligible,  available  June,  1962;  seeks  affiliation  with  medical 
group.  Write  Box  402,  N.  Y.  St.  Jr.  Med. 


Certified  Anesthesiologist,  female,  U.S.  citizen,  eligible  New 
York  State  license,  seeks  full  or  part-time  position.  Write 
Box  407,  N.Y.  St.  Jr.  Med. 


CLASSIFIED  RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  17,  N.  Y. 
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Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1961—25,372 


County 


President 


Secretary 


Treasurer 


Albany 

Benjamin  Hoffman  . . 

Albany 

Allegany 

George  E.  Taylor,  Jr. 

Bronx 

George  A.  Howley.  . . 

Bronx 

Broome 

George  C.  Hamilton. 

. . Binghamton 

Cattaraugus. . . 

B.  John  Toth 

Cayuga 

Leonard  W.  Sincerbeaux.  . .Auburn 

Chautauqua. . . 

H.  Wolcott  Ingham.  . 

. . . Jamestown 

Chemung 

William  M.  Kelly . . . . 

Elmira 

Chenango 

Robert  D.  Stone 

Clinton 

Dean  H.  Wheeler.  . . . 

. . Plattsburgh 

Columbia 

LeRoy  J.  Holbert. . . . 

. . Kinderhook 

Cortland 

William  J.  McAuliffe. 

....  Cortland 

Delaware 

David  G.  Doane .... 

Walton 

Dutchess 

Morris  J.  Frank 

Beacon 

Erie 

Eugene  J.  Hanavan . . 

Buffalo 

Essex 

Rudolph  J.  Martin . . 

. . Ticonderoga 

Franklin 

C.  Bradley  Sageman. . 

Saranac  Lake 

Fulton 

Arthur  Howard 

Genesee 

Myron  E.  Williams. . . 

Greene 

T.  Earl  McQuade.  . . 

. . . . Coxsackie 

Herkimer 

Leo  L.  Heller 

Newport 

Jefferson 

Rudolph  J.  Haas 

. . . Chaumont 

Kings 

Irving  M.  Pallin 

Lewis 

Louis  A.  Avallone.  . . 

Lowville 

Livingston . . . . 

Stanley  J.  Jackson.  .! 

Mount  Morris 

Madison 

Wallace  B.  Nixdorf... 

Oneida 

Monroe 

Charles  R.  Mathews. 

. . . . Rochester 

Montgomery.  . 

Feori  F.  Pipito 

. . Amsterdam 

Nassau 

Wendell  L.  Hughes  . . 

. . Hempstead 

New  York.  . . . 

David  Lyall 

. . . New  York 

Niagara 

John  T.  Donovan,  Jr. 

Oneida 

Theodore  J.  Kantor . . 

Utica 

Onondaga . . . . 

Aaron  Burman 

Syracuse 

Ontario 

George  H.  R.  White. 

Orange 

AUen  H.  Keniston  . . . 

. . Port  Jervis 

Orleans 

Arnold  O.  Riley 

Holley 

Oswego 

John  B.  Riley 

Otsego 

Clinton  V.  Hawn . . . . 

. Cooperstown 

Putnam 

Eugene  Lusardi 

Queens 

Charles  C.  Mangi. . . . 

Rensselaer 

David  R.  Tomlinson  . 

Richmond . . . . 

Frederic  D.  Regan . . . 

Staten  Island 

Rockland 

G.  Gordon  Knight.  . . 

....  Piermont 

St.  Lawrence. . 

Alexander  E.  Dodds. 

Edwards 

Saratoga 

G.  D.  Anderson . . . Saratoga  Springs 

Schenectady.  . 

Donald  C.  Walker.  . . 

....  Delanson 

Schoharie 

Robert  Greenwald . . . 

. . . . Cobleskill 

Schuyler 

Fritz  Landsberg 

Watkins  Glen 

Seneca 

Willard  L.  Hogeboom 

Willard 

Steuben 

Leon  M.  Roe 

Suffolk 

Anthony  Kohn 

. . . Bay  Shore 

Sullivan 

Lester  Lipson 

. . . Monticello 

Tioga 

Henry  Kaine 

Tompkins 

Noah  J.  Kassman.  . . 

Ulster 

Vincent  Amatrano.  . . 

Warren 

Raymond  L.  Rhodes. 

. . . Glens  Falls 

Washington. . . 

Peter  J.  Attwood . . . . 

Wayne 

Charles  D.  Reeves. . . 

Westchester.  . 

Charles  M.  Brane. . . . 

Wyoming 

G.  Stanley  Baker.  . . . 

Castile 

Yates 

Vincas  Sirmenis 

John  J.  Phelan,  Jr Albany 

Edward  W.  Briggs,  Jr..  . .WelUville 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicott 

Frank  T.  Frost Olean 

Donald  W.  Delahanty Auburn 

Joseph  V.  Karnes Dunkirk 

James  A.  Mark Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Theodore  I.  Jacobus Cortland 

Marvin  Huyck Walton 

James  E.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsaokie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington.  . .Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Philip  T.  Cortese Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr..  .New  York 
William  C.  Niesen. . . . Niagara  Falls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames.  . . . Cooperstown 

John  Simmons Brewster 

Frank  W.  Farrell Flushing 

John  A.  Enxien Troy 

Joseph  Dolgin Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  V.  Dewell Cobleskill 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer.  .Waterloo 

Milton  Tully Hornell 

Joseph  Lambert Bay  Shore 

Alan  R.  Fried Livingston  Manor 

George  F.  Pritchard Owego 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Wallace  M.  Sheridan . . White  Plains 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker...  .Penn  Yan 


Salvatore  Tabacco Albany 

Frederick  H.  McCarty.  . . WellsviUe 

Herbert  G.  Cohen Bronx 

James  F.  Johnson Binghamton 

Ruth  R.  Knobloch ....  Little  Valley 

Joseph  T.  Birardi Auburn 

C.  Otto  Lindbeck Jamestown 

Francis  W.  Chamberlain.  . . .Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyck Walton 

Philip  V.  Buckley.  . . .Poughkeepsie 

Francis  W.  O’Donnell Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond.  . .Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington . . . Watertown 

James  L.  O'Leary Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn. . .Mount  Morris 

Gareth  S.  West Cbittenango 

Charles  D.  Sherman,  Jr..  .Rochester 
Robert  W.  Dunlap,  Jr.. .Amsterdam 

Louis  Bush Baldwin 

Adelaide  Romaine New  York 

Glenn  E.  Jones Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  Dispenza Albion 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Del  Campo Carmel 

Victor  S.  Lait Flushing 

Thomas  Engster.  . Center  Brunswick 

J.  J.  Silverman Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 
Kurt  H.  Meyerhoff.  . . .Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer. . Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried Livingston  Manor 

George  F.  Pritchard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Robert  E.  Healy Mount  Kisco 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker.. . .Penn  Yan 
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New  York  State  J.  Med. 


Perhaps  you  have  hesitated  to  prescribe  the 
benefits  of  a topical  steroid  because  of  con- 
cern about  effectiveness  or  high  cost. 

Perhaps  you  have  felt  that  the  usual  packag- 
ing of  topical  steroids  provides  inadequate, 
uneconomical  quantities  to  suffice  for  a com- 
plete course  of  treatment. 

If  any  of  these  considerations  reflects  your 
thinking,  we  believe  you  will  be  interested  to 
learn  that  a truly  effective  and  reasonably 
priced  topical  steroid  now  is  available  for 
your  patients  with  dermatologic  disorders... 
Diloderm'^”  Cream  (brand  of  dichlorisone 
acetate). 

As  to  effectiveness,  here  is  what  a recent  re- 
port* stated  on  the  use  of  Diloderm  in  53 
cases  of  poison  ivy  dermatitis:  “A  satisfac- 
tory response... was  seen  in  all  cases.  There 
were  no  cases  of  primary  irritation  or  other 
side  effects ” 

As  a matter  of  /acf  ...you  will  find  not  only 
that  Diloderm  Cream  is  exceptionally  bene- 
ficial in  a wide  variety  of  dermatoses  respon- 
sive to  topical  steroids,  but  also  that  it  costs 
less  in  most  instances  than  generic  hydro- 
cortisone creams.  In  addition,  Diloderm  af- 
fords even  greater  savings  over  other  topical 
steroids.  Actually,  the  15  Gm.  tube  of 
Diloderm  Cream  costs  less  than  virtually  all 
all  other  topical  steroid  preparations  now 
prescribed. 

A.<?  a matter  of  economy .. .the  15  Gm.  tube  of 
Diloderm  is  ideally  suited  for  the  treatment 
of  large  skin  areas  or  extensive  lesions.  It 
covers  more  with  less  waste;  it  provides  three 
times  as  much  medication  for  only  slightly 
more  than  double  the  cost  of  a small  5 Gm. 
tube  of  unbranded  hydrocortisone. 

Wc  believe  your  patients  with  dermatoses 
will  appreciate  the  significant  savings 
Diloderm  Cream  affords,  and  that  you,  too, 
will  agree . . . Diloderm  in  the  15  Gm.  tube  is 
effective,  economical  in  price,  and  even  more 
economical  in  use. 

Also  available : Diloderm  Cream,  6 Gm.  tube ; Neo- 
Diloderm®  Cream  0.25%,  5 and  15  Gm.  tubes  ; Diloderm 
and  Neo-Diloderm  Foam,  10  Gm.  dispensers ; Diloderm 
and  Neo-Diloderm  Aerosols,  50  Gm.  containers. 

♦Gant,  J.  Q.,  Jr. : M.  Ann.  District  of  Columbia  SO  :267, 
1961. 


If 

concern  about 
effectiveness  or 
high  cost  has 
kept  you  from 
prescribing 
any  topical 
steroid... 

THESE  EACTS 
MAY  CHANGE 
YOUR  MIND 


For  complete  details,  consult  latest  Schering  literature  available  from  your  Schering  Representative 
or  Medical  Services  Department,  Schering  Corporation,  Bloomfield,  New  Jersey, 
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With  proper  medical  management  and  adequate 
control  of  seizures,  epileptic  persons  may  lead  pro- 
ductive, functioning  lives/’^  To  implement  this  goal, 
many  clinicians  have  come  to  rely  on  Dilantin  for 
outstanding  control  of  grand  mal  and  psychomotor 
attacks.  For  example,  when  Dilantin  was  adminis- 
tered to  12  patients,'  all  but  one  remained  seizure- 
free  in  the  hospital  after  the  diphenylhydantoin 
blood  level  had  reached  its  maximum.  This  patient 
experienced  a single  convulsion  but  had  “...no 
further  seizures  during  the  subsequent  three  and 

© a half  months  of  observa- 
tion.” Dilantin  Sodium 
SODIUM  KAPSEALs®  (cj i p h 0 ny I hy do ntoi n sodium, 

HELPS  KEEP  Parke-Davis)  is  available  in 

several  forms,  including 
Kapseals,  0.03  Gm.  and  0.1 

IN  CHECK  Gm.,  bottles  of  100  & 1,000. 

other  members  of  the  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 
forgrand  mal  and  psychomotor  seizures:  Phelantin® 
Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg., 
desoxyephedrine  hydrochloride  2.5  mg.),  bottles  of 
100.  for  the  petit  mal  triad:  Milontin®  Kapseals 
(phensuximide,  Parke-Davis)  0.5  Gm.,  bottles  of 
100  and  1,000;  Suspension,  250  mg.  per  4 cc., 
16-ounce  bottles  • Celontin®  Kapseals  (methsuxi- 
mide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 
Zarontin®  Capsules  (ethosuximide,  Parke-Davis) 
0.25  Gm.,  bottles  of  100.  See  medical  brochure  for 
details  of  administration,  precautions,  and  dosage. 


(1)  Carter,  S.;  M.  Clin.  North  America  37:315,  1953. 

(2)  Maltby,  G.  L.:  J.  Maine  M.  A.  48:257,  1957. 

(3)  Buchthal,  F.;  Svensmark,  O.,  & Schiller,  P.  J.:  Arch. 

Neurof.  2:624,  1960.  59c«i 
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For  the 
irritable 
G.L  tract 

Milpath  acts  quickly  to  suppress  hypermotility, 
hypersecretion,  pain  and  spasm,  and  to  allay 
anxiety  and  tension  with  minimal  side  effects. 

AVAILABLE  IN  TWO  POTENCIES 

M I LPATH-400— Yellow,  scored  tablets  of  400  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 tablet  t.i.d.  at  mealtime  and  2 at  bedtime. 

MILPATH-200— Yellow,  coated  tablets  of  200  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 or  2 tablets  t.i.d.  at  mealtime  and  2 at  bedtime. 

Milpath 

®Miltown  -j-  anticholinergic 


WALLACE  LABORATORIES 


Cranbury,  N.  J. 
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GIVE  TO  CONQUER  CANCER 


! 

lAfter  10  weeks 
i of  therapy - 
I a clear  skin, 
i a new  personality, 

; a new  world  of 
I fun  and  laughter 

pHisoHex,  used  as  a daily,  exclusive 
wash,  enhances  any  treatment  for 
acne.  Because  it  contains  3 per  cent 
hexachlorophene,  it  supplies  continuous 
antibacterial  action  to  help  combat 
the  infection  factor.  pHisoHex 
cleanses  better  than  soap  because 
it  is  40  per  cent  more  surface-active. 

Used  together,  pHisoHex  and  new 
keratolytic  pHisoAc  Cream  provide 
basic  complementary  topical  therapy 
for  patients  with  acne  — to  unplug 
follicles  and  to  help  prevent 
comedones,  pustules  and  scarring. 

New  pHisoAc  Cream  dries,  peels  and 
helps  degerm  the  skin;  flesh-toned,  it 
tends  to  hide  acne  lesions  as  they  heal. 
pHisoHex,  in  unbreakable  squeeze 
bottles  of  5 oz.  and  new  plastic  bottles 
of  1 pint;  pHisoAc  in  I1/2  oz.  tubes. 

pHisoHex  and  pHisoAc,  trademarks  reg.  U.S.  Pat.  Off. 

LABORATORIES 
New  York  18,  N.Y. 


CLINICAL  PHOTOGRAPHS 


Acne  vulgaris  before  treatment 


For  treatment  at  home,  this  patient 
washed  her  face  daily  with  pHisoHex 
and  kept  pHisoAc  on  her  face  twenty- 
four  hours  a day. 

Nine  office  treatments  consisted  of 
mechanical  removal  of  blackheads  and 
applications  of  carbon  dioxide  slush. 
No  other  medication  was  given. 


After  10  weeks  of  therapy 


ForAcne-pHISOHeX^and 

^ antibacterial,  nonalkaline,  nonirritating, 
hypoallergenic  detergent 
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For  gentle  diuresis 


In  mild  to  moderate  decompensation,  DIAMOX  closely  matches  di- 
uretic action  to  diuretic  needs.  Gentle  removal  of  water  is  achieved 
without  distorting  normal  electrolyte  ratios.  A single  morning 
dose  provides  comfortable,  self-limiting  daytime  action  and 
nighttime  rest.  Tablets  of  250  mg.  Parenteral,  vials  of  500  mg. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindica- 
tions from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES.  A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River.  New  York 
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3-year-old  child  with  severe  impetigo,  pretreatment  9 days  later,  post-treatment  (Furacin-HC  Cream  t.i.d.) 


FOR  BROADER  TREATMENT  OF  INFLAMMATORY  SKIN  DISORDERS,  BOTH 
ACUTE  AND  CHRONIC,  WHERE  INFECTION  IS  PRESENT  OR  IMMINENT 

FURACIN-HC  CREAM 

nitrofurazone  0.2%  and  hydrocortisone  acetate  1%,  Eaton 

ESPECIALLY  USEFUL  FOR  THE  TREATMENT  OF  INFLAMMATION,  ERYTHEMA 
AND  PRURITUS  AS  WELL  AS  INFECTION  IN  SUCH  CASES  AS  PYODERMAS, 
FURUNCULOSIS  AND  SECONDARILY  INFECTED  DERMATOSES 

Furacin-HC  Cream  combines  the  anti-inflammatory  and  antipruritic  effect  of 
hydrocortisone  with  the  dependable  antibacterial  action  of  Furacin— the  most 
widely  prescribed  single  topical  antibacterial.  Exclusively  for  topical  use, 
Furacin  retains  undiminished  potency  against  pathogens  such  as  staphylococci 
that  no  longer  respond  adequatelj^  to  other  antimicrobials.  Furacin  is  gentle, 
nontoxic  to  regenerating  tissue,  speeds  healing  through  efficient  prophylaxis  or 
prompt  control  of  infection. 

Furacin-HC  Cream  is  available  in  tubes  of  5 Gm.  and  20  Gm.  Vanishing- 
cream  base,  water-miscible. 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  N.  Y. 
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ASTHMA 


RELIEF 

in  seconds 

MEDIHALER^ 

the  most  effective 
anti-asthmatics . . . 

administered  in  the 
most  effective  manner. . . 


simplest  and  most 
convenient  for 
the  patient . . . 


Available  with  either  of  the  two 
outstanding  bronohodllators 


MEDIHALER-ISO® 

Isoproferenol  sulfate,  2.0  mg.  per 
cc.,  suspended  in  inert,  nontoxic 
aerosol  vehicle.  Contains  no  alcohol. 
Each  automatically  measured  dose 
contains  0.075  mg.  isoproterenol. 


MEDIHALER-EPI® 

Epinephrine  bitartrate,  7.0  mg.  per 
cc.,  suspended  in  inert,  nontoxic 
aerosol  vehicle.  Contains  no  alcohol. 
Each  automatically  measured  dose 
contains  0.15  mg.  epinephrine. 


Usual  precautions  for  administration  of  isopro- 
terenol and  epinephrine  should  be  observed. 


Northridge,  California 
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drugs  anonymous 

One  of  the  several  hastily  conceived  and  potentially  dangerous  suggestions  for 
reducing  drug  costs  is  generic-name  prescribing.  The  proponents  of  generic-name 
prescribing  claim  that  it  will  lower  drug  costs  significantly  and — through  supervision 
by  the  Federal  Government — provide  quality  equivalent  to  that  of  trademarked 
drugs.  We  maintain  that  these  claims  are  false.  Here  are  some  authoritative  answers 
to  the  principal  questions  posed  by  generic-name  prescribing. 

How  much  money  would  be  saved  if  all  prescriptions  were  written 
for  generic-name  drugs? 

“The  [Rhode  Island]  Division  of  Public  Assistance  examined  10,000  drug  prescrip- 
tions for  welfare  recipients  for  the  purpose  of  determining  the  actual  savings  ...  of 
generic  versus  trade-name  drugs.  The  drugs  had  cost  $28,000.  Substituting  generic 
drugs  whenever  possible  would  have  provided  a saving  of  less  than  5 per  cent. 
Syracuse  has  made  a similar  study  of  drug  costs  with  comparable  results.” 

Rhode  Island  Medical  Journal, 
January,  1961 


Are  the  savings  worth  the  risk  of  sacrificing  quality? 

“.  . . it  is  unsafe  [to  prescribe  generically]  because  there  is  not  sufficient  policing  of 
our  standards.  . . .” 

Lloyd  C.  Miller,  Ph.  D. 

Director  of  Revision  of  the  U.S.P. 

“The  naive  belief  that,  if  a product  was  not  good,  the  FDA  would  prohibit  its  sale 
is  just  not  realistic.  ...  it  is  completely  impossible  for  the  FDA  to  check  every  batch 
of  every  product  of  every  manufacturer.  . . . Hence  the  integrity  and  reputation  of 
the  manufacturer  assume  unusual  significance  where  drugs  and  health  products 
are  concerned.” 

Albert  H.  Holland,  M.D. 
formerly  Medical  Director  of  the 
Food  and  Drug  Administration 
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Smith  Kline  & French  Laboratories,  Philadelphia 


pocket-size  antiasthmatic  aerosol  that  is  more  than  just  a bronchodilator 

CLEARS  AND  DILATES  WITH  MINIMAL  SIDE  EFFECTS 


Bronkometer  is  a synergistic  combination  of  isoetharine  (a  new  bronchodilator); 
phenylephrine  (bronchodilator-bronchovasoconstrictor-decongestant);  and  thenyldia- 
mine  (bronchodilator-antihistamine).  These  agents  reinforce  each  other  to  give  asthma 
patients  a significant  increase  in  vital  capacity. 

Because  a smaller  amount  of  each  active  agent  is  required  than  would  be  necessary 
if  each  were  administered  separately,  Bronkometer  has  a wide  margin  of  safety.  And 
the  pocket-size  aerosol,  complete  with  measured-dose  valve  and  oral  nebulizer,  allows 
the  use  of  the  ideal  route  of  administration  for  combating  acute  attacks. 

(Also  available:  Bronkospray®,  antiasthmalic  solution  for  use  in  a conventional  nebulizer.) 

Bronkometer  delivers  at  the  mouthpiece  200  measured  doses  of:  350  meg.  isoetharine  methane- 
sulfonate  (0.6%);  70  meg.  phenylephrine  HCI  (0.125%);  and  30  meg.  thenyidiamine  HCI  (0.05%) 
with  inert  propellants  and  preservatives.  Average  adult  dose  is  one  or  two  inhalations.  Occasion- 
ally, more  may  be  required.  Even  though  Bronkometer  has  a wide  margin  of  safety,  the  usual 
precautions  associated  with  the  use  of  sympathomimetic  amines  should  be  observed. 

Bibliography:  1.  Spielman,  A.  D.:  Evaluation  of  a New  Antiasthmatic  Compound  Aerosol,  in  press. 
2.  Lands,  A.  M.  et  al.:  The  Pharmacologic  Actions  of  the  Bronchodilator  Drug,  Isoetharine,  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  47:744  (Oct.)  1958. 

For  full  information  on  Breon's  five  antiasthmatics,  see  pp.  538-539  of  the  1961  Physicians’ 
Desk  Reference  plus  the  2nd,  3rd  or  4th  quarterly  supplement. 


a full  line  of  antiasthmatics  designed  to  meet  every  patient’s  need. 


Rx  Products  Division,  Breon  Laboratories  Inc.,  N.  Y.,  N.  Y. 
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CONSISTENTLY  SUCCESSFUL  IN  RELIEVING 
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satisfactory  results  in  88  ^ of  cases 

from  dryness  and  pruritus. 


satisfactory  results  in  94%  of  cases 

comments:  Sardo  “reduced  in/r 

itching,  irritaH  "''’“““oHon, 
discomfort  other 


BATH  OIL 


INDICATIONS 


eczematoid  dermatitis 
atopic  dermatitis 
senile  pruritus 
contact  dermatitis 
nummular  dermatitis 
neurodermatitis 
soap  dermatitis 
ichthyosis 


:•  \ 


SARDO  IN  THE  BATH  releases  millions  of  microfine  water-miscible  globules*  which 
act  to  (a)  lubricate  and  soften  skin,  (b)  replenish  natural  emollient  oil,  (c)  prevent 
excessive  evaporation  of  essential  moisture.  jn, 

i 


Patients  appreciate  pleasant,  convenient  SARDO. 

Non-sticky,  non-sensitizing,  economical.  Bottles  of  4,  8 and  16  oz. 

for  samples  and  literature,  please  write . . . 

SARDEAU,  INC.  75  East  55th  Street,  New  York  22,  N.  Y.*Patent  Pending,  t.m.  © isei 


I 

I 
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incpeasingty... 

the 

trend  is  to 


New  mV/ewce*  demonstrates  the  effectiveness  of  Terra- 
mycin  in  otitis  media  . . . another  reason  for  the  trend 
to  Terramycin. 

In  a series  of  4 1 cases  of  otitis  media,  Terramycin  not 
only  “was  often  successful  where  other  antibiotics 
had  failed,”  but  also  showed  that  “it  is  extremely  well 
tolerated”;  oral  dosage  for  infants  was  250  to  375 
mg.  daily,  for  children,  500  mg.  to  i Gm.  In  many 
instances,  oral  therapy  was  preceded  by  intramus- 
cular injection  of  Terramycin. 

The  authors  concluded  that  “there  is  good  reason 
to  consider  it  [Terramycin]  one  of  the  most  effective 
agents  for  treatment  of  infection  of  the  upper  respira- 
tory tract.” 

These  findings  confirm  the  continuing  vitality  and 
broad-spectrum  dependability  of  Terramycin,  as  re- 
ported through  more  than  a decade  of  extensive  clini- 
cal use. 


SYRUP  PEDIATRIC  DROPS 

12s  mg.  per  tsp.  and  Smg.  per  drop  (100  mg./cc.),  respectively 

deliciously  fruit-flavored  aqueous  dosage  forms  — 
conveniently  preconstituted 

Science  for  the  world's  well-being® 

Pfizer  Laboratories  Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  N.  Y. 

*Jacques,  A.  A.,  and  Fuchs.  V.  H.:  J.  Louisiana  M.  Soc.  113:200,  May,  1961. 


The  dependability  of  Terramycin  in  daily  practice 
is  based  on  its  broad  range  of  antimicrobial 
effectiveness,  excellent  toleration,  and  low  order 
of  toxicity.  As  with  other  broad-spectrum 
antibiotics,  overgrowth  of  nonsusceptible  organisms 
may  develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility  testing. 
Glossitis  and  allergic  reactions  are  rare.  Aluminum 
hydroxide  gel  may  decrease  antibiotic  absorption 
and  is  contraindicated. 

More  detailed  professional  information  available  on  request. 

another  reason  why  rhe  trend  is  to 
Tenamyc'm— versatility  of  dosage  fonn: 
TERRAMYCIN  Capsules- 

2S0  mg.  and  12S  mg.  per  capsule — 
for  convenient  initial  or  maintenance 
therapy  in  adults  and  older  children 
TERRAM  YCl  N Intramuscular  Solution- 

50  mg./cc.  in  10  cc.  vials;  100  mg.  and 
2S0  mg.  in  2 cc.  ampules — preconsti- 
tuted,  ready  to  use  where  intra- 
muscular therapy  is  indicated 


Dear  Doctor: 


Reports  from  our  representatives  indicate  that  many  physicians  would  appreciate 
simplification  for  prescription-writing  purposes  of  the  names  of  Terramycin  products  in 
both  the  “plain”  and  the  “Cosa”  dosage  forms. 

The  “Cosa”  forms  originated,  you  may  recall,  on  the  basis  of  clinical  evidence  of  enhanced 
antibiotic  absorption  when  glucosamine  is  employed  in  oral  administration.  To  permit  each 
physician  individually  to  study  this  evidence  and  choose  which  form  he  would  prefer  to_ 
prescribe,  we  offered  Terramycin  in  both  forms  — that  is,  in  the  regular  Terramycin  forms 
without  glucosamine,  and  in  the  “Cosa”  forms  with  glucosamine. 

This  distinction  appears  to  be  no  longer  necessary  since  glucosamine,  a highly  acceptable 
e.xcipient  for  oral  antibiotics,  now  is  being  incorporated  uniformly  in  all  such  forms, 
thereby  simplifying  nomenclature  and  your  prescription  writing. 

Accordingly,  and  effective  immediately,  forms  incorporating  glucosamine  will  be  offered 
simply  as  Terramycin  without  the  “Cosa”  prefix. 

To  make  clear  just  which  forms  are  affected,  please  refer  to  the  brief  tabulation  (below) 
of  Terramycin  dosage  forms  both  hefoi’e  and  after  this  change.  We  are  also  requesting  our 
representative  to  call  on  you  at  an  early  date  to  answer  any  questions  that  may  arise. 

We  feel  certain  that  this  action,  prompted  by  your  comments  and  those  of  many  other 
physicians,  will  simplify  your  writing  of  prescriptions  for  Terramycin  products. 

We  welcome  your  comments  on  this  action  and  on  any  other  phase  of  our  operations, 
since  it  is  our  objective  to  render  every  service  as  efficiently  as  possible  to  our  friends 
in  the  medical  profession. 

Sincerely, 

Pfizer  Laboratories 


The  foUcnviiig  table  indicates  the  farmer  name  and  the  airrent  name  of  Terratnycin 
systemic  preparatiems: 

FORMERLY  NAMED  NOW  NAMED 


Cosa-Terramycin®  Capsules 

Tfeppamycin®  Capsules* 

Cosa-Terrabon®  Oral  Suspension 

Tappamycin  Syrup 

Cosa-Terrabon  Pediatric  Drops 

Tappamycin  Pediatric  Drops 

simpler  nmnes  for  these  Terramycm-contaiving  fai'nndations: 


Cosa-Terrastatin®  Capsules 

Tappastatin®  Capsules 

SfCosa^Terrastatin  for  Oral  Suspension 

Tappastatin  for  Oral  Suspension 

^ CosT-Terracydin®  Capsules 

Ifeppacydin®  Capsules 

. . . and  these  navtes  remam  wichanged: 

Teppamycin  Intramuscular  Solution 
Teppamycin  Intravenous 


*TeTramycin  Capsules  without  glucosamine  are  no  longer  available. 

The  clinical  versatility  of  Terramycin  is  enhanced  by  its  specialized  dosage  forms  adapted 
to  individual  needs— atiothe?-  reason  for  the  trend  to  Terramycin. 
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Capla  acts  centrally 

Capla  reduces  blood  pressure  by  acting  pre- 
dominantly at  the  brainstem  vasomotor 
center;  is  not  a ganglionic  blocker.  It  pro- 
duces no  depression,  no  postural  hypoten- 
sion, no  nasal  congestion,  no  gastric 
hyperacidity.  Transient  drowsiness  some-  j 
times  occurs,  usually  at  higher  dosages.  ^ 
Capla  has  proved  exceptionally  well  toler-  > 
ated  in  clinical  use  and  has  no  known  con-  | 
traindications. 

ISJew  therapy 

Alone,  Capla  is  highly  effective  for  mild  to 
moderate  hypertension.  In  more  severe 
cases,  it  can  be  combined  with  diuretics  or 
peripherally  acting  antihypertensives. 

Mild  calming  effect 

Patients  on  Capla  often  report  a mild  calm- 
ing effect.  This  action,  together  with  the 
unusual  freedom  from  serious  side  effects, 
makes  therapy  with  Capla  gratifying  for 
both  the  patient  and  the  physician. 


iat  works  in  a new  way 
blood  pressure 
serious  side  effects 


zt  the  brainstem  vasomotor  center 

Recommended  Dosage:  One  300  mg.  tablet 
three  or  four  times  daily,  before  meals  and 
at  bedtime.  The  dosage  should  be  adjusted 
to  individual  requirements;  for  example, 
older  patients  may  require  lower  dosage. 

Composition:  Each  white,  scored  tablet  is 
300  mg.  of  Capla  (mebutamate,  Wallace), 

Supplied:  Bottles  of  100. 


CLINICAL  & PHARMACOLOGICAL  REPORTS  1.  Berger,  F.  M.,  and 
Margolin,  S.:  A Centrally  Acting  Blood  Pressure  Lowering  Agent 
(W-583).  Fed.  Proc.  20.113  (March)  1961.  2.  Diamond,  S.,  and 
Schwartz,  M.:  Scientific  Exhibit  at  III.  State  Med.  Soc.  Chicago, 
(May)  1961.  3.  Douglas,  1.  F.,  Ludwig,  B.  J.,  Ginsberg,  T.  and 
Berger,  F.  M.:  Studies  on  W-583  Metabolism.  Fed.  Proc.  20.113 
(March)  1961.  4.  Duarte,  C.,  Brest,  A.  N.,  Kodama,  R.,  Naso,  F., 
and  Moyer,  J.  H.:  Observations  on  the  Antihypertensive  Effec- 
tiveness of  a New  Propanediol  Dicarbamate  (W-583).  Curr.  Ther. 
Res.,  2;148-52  (May)  1960.  5.  DuChez,  J.  W.,  Scientific  Exhibit 
at  Amer.  Academy  of  Gen.  Practice,  Miami,  (April)  1961.  6. 
Kletzkin,  M.,  and  Berger,  F.  M.:  A Centrally  Acting  Antipressor 
Agent,  Fed.  Proc.20.-113  (March)  1961.  7.  Mulinos,  M.  G.,  Sci- 
entific Exhibit  at  Amer.  Coll.  Card.  New  York,  (May)  1961.  8. 
Mulinos,  M.  G.,  Saltefors,  S.,  Boyd,  L.  J.,  and  Cronk,  G.  A.: 
Human  Pharmacology  Studies  with  W-583.  Fed.  Proc.  20;113 
(March)  1961.  9.  Shubin,  H.,  Scientific  Exhibit,  Amer.  Coll.  Card. 
New  York  (May)  1961. 

Literature  and  samples  to  physicians  on  request. 


Proved  effective  in  clinical  use 

i,verage  reductions  in  systolic  and  diastolic 
ilood  pressure  reported  with  Capla  025  patients) 
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Usual  dose.  Capla  300  mg.,  q.i.d. — duration  of  therapy. 

3 weeks  to  over  1 year. 

rhe  chart  shows  that  Capla  reduces  both 
ystolic  and  diastolic  pressures,  usually  in 
iroportion  to  pre-therapy  levels. 


ENTRAL  ACTING  PRESSURE  LOWERING  AGENT 


massages 
pain  away 

in  musculoskeletal 
involvements' 

GER-O-FOAM 

(aerosol  foam) 

relieves  pain,  spasm; 
improves  function 
increases  tolerance 
to  exercise 


GER-O-FOAM’s  exclu- 
sive formula  provides 
for  the  first  time  deeply 
absorbed  analgesic- 
anesthetic  agents  in 
aerosol  form  — to  per- 
meate and  anesthetize 
sensory  nerve  endings. 

Relief  in  minutes,  lasting 
for  hours  in  . . . rheuma- 
toid arthritis,  osteoar- 
thritis, muscie  sprain, 
fibromyositis,  low  back 
pain  . . . even  in  chronic 
ntractable  cases. 

GER-O-FOAM  combines: 
Methyl  salicylate  30%,  ben- 
zocaine  3%,  in  a neutralized 
emulsion  base,  permitting 
fast  penetration  through  the 
stratum  corneum. 


and  reprint  from 

GERIATRIC  PHARMACEUTICAL  CORP. 

Bellerose,  New  York 

Pioneers  In  Geriatric  Research 


1.  Gordon,  E.  E.  and  Haas,  A.: 
Industrial  Medicine  & Surgery 
28:217,  1959. 


“I’ll  have  to  run  home  again.  I took  my  wife’s  purse  by  mistake.” 


introducing. . . nutritional  support 
in  convenient,  tasty,  liquid  form 
to  supplement  inadequate  diets. . . 
to  replace  skipped  meals 


Nutrament 

BRAND 

nutritionally  complete  food 

a nutritious  meal,  ready  to  drink 


nutritional  support  is  often  needed  for: 
careless  or  irregular  eaters— who  skip  breakfast  or 
lunch  or  do  not  eat  properly  because  of  busy  sched- 
ules or  faulty  eating  habits. 

children— who  need  increased  basic  nutrients  during 
convalescence'  or  during  difficult  feeding  periods, 
such  as  after  tonsillectomies.- 

adolescents  — who  require  nutritional  support  be- 
cause of  growth  needs  and  poor  dietary  selection.^ 

pregnant  patients —who  often  require  sound,  easily 
tolerated,  and  convenient  nutritional  supplemen- 
tation during  pregnancy  and  lactation.'' 


offers  a scientificalhj  balanced  ratio  of  carbohydrate, 
protein,  and  fat.  Each  I2V2  fl.  oz.  can  of  Nutrament 
liquid  provides  400  calories.  Caloric  distribution: 
protein— 20%  (20  Gm.) ; carbohydrate— 50%  (50  Gm.) ; 
fat— 30%  (13.3  Gm.);  plus  the  following  vitamins 
and  minerals: 


Vitamin  A (U.S.P.  Units).  . 

% MDR 
1250  30 

Vitamin  E (Int.  Units) 

. 2.5 

Vitomin  D (U.S.P.  Units).  . 

125 

30 

Pyridoxine,  mg 

. 0.4 

Vitamin  C,  mg 

50 

166 

Vitamin  B i j,  meg 

. 0.5 

Thiomine,  mg 

0.5 

50 

Calcium  pontothenofe,  mg.  . 

. 2 

0.6 

50 

. 0.2 

Niacinamide,  mg 

5 

50 

Potassium,  Gm 

. 0.9 

Calcium,  Gm 

0.5 

67 

Copper,  mg 

. 0.5 

0.4 

53 

Iron,  mg 

4 

40 

Fiber,  Gm 

. 0.55 

Iodine,  meg 

60 

60 

geriatric  patients  and  others— who  cannot  or  will  not 
maintain  proper  nutrition  because  of  poor  dentition, 
faulty  eating  habits,  or  lack  of  interest  in  eating.® 

hospital  pafferifs— Nutrament  liquid  can  serve  as  an 
excellent  and  convenient  source  of  nourishment. 

and  in  Oral,  Dental  or  Surgical  conditions— which 
interfere  with  or  prevent  consumption  of  solid  food. 

readily  accepted  hy  patients 
Nutrament  liquid  requires  no  special  preparation. 
Smooth  texture  and  appealing  taste  of  Nutrament 
make  it  readily  acceptable.  Equally  delicious  .served 
hot  or  cold.  Nutrament  also  has  a high  .satiety  value. 

supplied 

In  12'/2  fl.  oz.  cans,  chocolate  and  vanilla  flavors. 
Conveniently  available  at  drug  and  food  .stores. 


ingredients:  Whole  milk,  skim  milk,  sucar,  soy  flimr,  Dextri-Maltose® 
(maltose  and  dextrins  derived  from  enzymic  action  of  choice  barley  malt 
on  selected  corn  flour),  starch,  chondrua  extract,  sodium  alRinate.  vitamin  A 
palmitate,  calciferol,  sodium  ascorbate,  thiamine  hydrochloride,  niacinamide, 
ferrous  sulfate,  sodium  iodide,  d-alpha-tocopheryl  acetate,  pyridoxine  hydro- 
chloride. cyanocobalamin,  calcium  pantothenate,  salt,  cupric  carbonate, 
manKanese  sulfate,  cocoa  and/or  imitation  vanilla  flavor. 

references:  (1)  Nelson,  W.  E.:  Textbook  of  Pediatrics,  ed.  7,  Philadel- 
phia, W.  B.  Saunders  Company,  pp.  231-233,  1959.  (2)  Parrott,  R.  H., 
and  Nelson,  W.  E.:  ibid.,  p.  759.  (3)  Johnston,  J.  A.;  Ann.  New  York 
Acad.  Sc.  ffi»:881-901  (Jan.  10)  1958.  (4)  Burke,  B.  S.,  and  Kirkwood, 
S.  B.,  in  Greenhill,  J.  R:  Obstetrics,  ed.  12,  Philadelphia,  W.  B. 
Saunders  Company,  19G0,  pp.  126-131.  (5)  Skillman,  T.  G.;  Haniwi, 
G.  J.,  and  May,  C.:  Geriatrics  15:464-472  (June)  1960.  s7o«i 


Edward  Dalton  Co. 

A DIVISION  OF 

MEAD  JOHNSON  & COMPANY 


Quality  products  from  nutritional  research 
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Prescription 


for  refreshment 


NO  SUGAR, 

NO  SALT... 

ABSOLUTELY 

NON-FATTENING! 


Flavorful  NO-CAL  Beverages  add  spar- 
kle to  dull  diet  regimens  . . . provide  that 
extra  measure  of  pleasure  for  dieters. 

NO-CAL  is  America’s  first  sugar-free 
soft  drink.  Sweetened  with  calcium  cy- 
clamate  . . . NO-CAL  contains  no  sugar, 
no  salt,  no  fats,  proteins  or  carbohy- 
drates, no  calories  derived  therefrom. 

NO-CAL  is  completely  safe  for  dia- 
betics and  dieters.  It’s  the  carbonated 
beverage  that  you  can  prescribe  with 
complete  confidence. 

9 Delicious  Flavors  including  New  NO-CAL 
Quinine  Water  plus  Salt-free  Club  Soda 
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a more 

cheerful  today 

Desitin  Acne  Cream  hides  embar- 
rassing lesions  so  naturally,  acne 
patients  become  more  cheerful  and 
confident.  They  can  feel  and  see 
its  gentle  drying,  peeling,  healing 
effects. 


a more 

' hopeful  tomorrow 

I Markedly  reducing  comedones  and 
'■  pustules,^’^  by  antibacterial  action, 
i by  opening  clogged  pores  and  hasten- 
j ing  involution . . . Desitin  Acne  Cream, 

I as  part  of  a carefully  prescribed  regimen, 
1 helps  prevent  permanent  scarring. 
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Invites  Regular  Use:  Flesh-tinted,  quick-drying, 
cosmetically  elegant.  Pleasant  to  use,  greaseless. 
Combines  colloidal  sulfur,  resorcinol,  zinc  oxide  and 
hexachlorophene. 


DESITIN  SOAP...  Ideal  for 
cleansing  teen-agers’  skin. 


write  for  samples  and  reprints  ■ 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R.  I. 

1.  Bleiberg,  J.:  J.  Med.  Soc.  New  Jersey,  Aug.  1957. 

2.  Weissberg,  G.;  Clinical  Medicine,  Feb.  1958.  I 


CRUISE 

VOYAGING 


REGULAR  DEPARTURES 

AROUND  THE  WORLD 

(the  Great  World  Cruise  via  connecting 
luxury  liners)  50  to  84  days,  from  $1895 
ALL  PACIFIC-ORIENT 
(the  Orient,  Australia,  South  Seas) 
49  to  56  days,  from  $1565 
THE  ORIENT 
(four  special  spring  sailings  to 
the  Far  East)  43  to  49  days,  from  $2075 

Rates  include  first  class  on  luxury  liners,  all  shore 
excursions  and  inclusive  land  lour  program. 

I CARAVEL  CRUISES  & TOURS  INC. 

I Time  & Life  Bldg.  Rockefeller  Center, 

I New  York  20,  N.Y. 

I Send  information  on  Caravel  Cruises  to; 

I Name 

I Address 

I N-9 


LOGICAL  NEW  DERMATOLOGICAL  HELPS 

solve  the  mystery 
of  Acne  Therapy 


Fine  Medium  Rough 

3 grades  permit  gradual  increase  of 
abrasive  action  as  acne  improves.  Also. 
Brasivol  Base  (abrasive  free),  starter 
therapy  for  the  more  acute  cases. 


THERAPY  FOR  ACNE 


BtliivalhM»CH(tle,  (ruled  ahruiTe 
■ctlon  that  the  efneleeton 

dtmtir  and  directty.  Hdpa  open 
ptaned  fona,  rednce  pastnles  and 
co&tnd  oflincss. 
Ontatanding  inrfaw  on  thousands 
cf  acae  caeca.  BiflaiTol  (pat. 
pend.)  contafaie;  mild  abiasiye 
(AbM  haachlflfophene 
dnlng  eoap-and- 
debmcot  base. 


Write  for  samples  and  literature. 


Logical  Dermalologlcals — since  1847 

Stiefel  Laboratories,  Inc.  Oak  Hill,  N ,Y. 
Canada:  Winley*Morris  Co..  Ltd.,  Montreal  29 


( §TIEFEC) 


in  certain  countries  Brasivol  available  as  DENCO-BRAS'^^ 
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Why  is  the 
methyl 
“governor” 
in  Orinase 
so 

important? 


One  of  the  most  significant  advantages  of  Orinase  therapy  is 
the  rarity  of  associated  hypoglycemic  reactions. 

This  widely-reported  clinical  benefit  is  a function  of  the 
exclusive  Orinase  methyl  “governor.”  Lending  itself  to  ready 
oxidation  (principally,  it  is  thought,  a hepatic  process),  the 
methyl  group  ensures  prompt  metabolic  inactivation  of  the 
Orinase  molecule.  What  actually  happens  is  that  a rapidly- 
and  continuously-excreted  carboxy-metabolite  is  produced 
that  has  no  hypoglycemic  activity  at  the  existing  levels. 

As  a result  of  the  oxidation  of  its  methyl  group,  Orinase 
shows  a decline  in  activity  soon  after  it  reaches  its  effective 
peak  in  the  plasma.  Maintenance  dosage  serves  to  reduce  blood 
sugar  levels  to  normal,  but  rarely  below  that  point,  and  there 
is  no  reported  problem  of  accumulation. 


S02-NH-C-NH-CH,(CH,),CH3 

II 

0 


SOj-NH-C-NH-CHdCHjbCHj 

II 

0 


An  exclusive  methyl  "governor”  minimizes  hypoglycemia 


/ndicdtions  and  effects:  The  clinical  indication  for 
Orinase  is  stable  diabetes  mellitus.  Its  use  brine:s 
about  the  lowering:  of  blood  sugar:  glycosuria 
diminishes,  and  such  symptoms  as  pruritus,  poly* 
uria,  and  polyphagia  disappear'. 

Dosage:  There  is  no  fixed  regimen  for  Initiating 
Orinase  therapy.  A simple  and  effective  method 
is  as  follows:  First  day — 6 tablets;  second  day — 
4 tablets:  third  day — 2 tablets.  The  daily  dose  is 
then  adjusted^— raised,  lowered  or  maintained  at 
the  two'tablet  level,  whichever  is  necessary  to 
maintain  optimum  control. 

Patients  receiving  insulin  (less  than  20  units)  — 
discontinue  Insulin  and  institute  Orinase:  (20  to 
40  units) — initiate  Orinase  with  a concurrent  30 
to  50^0  reduction  in  insulin  dose  with  a further 
careful  reduction  as  response  to  Orinase  is  ob* 
served;  (more  than  40  units)  — reduce  insulin  by 
20<7b  and  initiate  Orinase  with  a further  careful 
reduction  in  insulin  dosage  as  response  to  Orinase 
is  observed.  In  candidates  for  combltted  Orinase- 
insulin  therapy,  an  individualized  schedule  is  usu* 
ally  obtainable  during  a trial  course  of  two  or 
more  weeks. 

CoTtCraindications  and  side  effects:  Orinase  is  Con* 
traindicated  in  patients  having  Juvenile  or  growth* 
onset,  unstable  or  brittle  types  of  diabetes 
mellitus:  history  of  diabetic  coma,  fever,  severe 
trauma  or  gangrene. 

Side  effects  are  mild,  transient  and  limited  to  ap- 
proximately 3^0  of  patients.  Hypoglycemia  and 
toxic  reactions  are  extremely  rare.  Hypoglycemia 
is  most  likely  to  occur  during  the  period  of  transi- 
tion from  insulin  to  Orinase.  Other  untoward 
Copyright  1961.  The  Upjohn  Company 


reactions  to  Orinase  are  usually  not  of  a serious 
nature  and  consist  principally  of  gastrointestinal 
disturbances,  headache,  and  variable  allergic  skin 
manifestations.  The  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  heartburn)  and  head- 
ache appear  to  be  related  to  the  size  of  the  dose, 
and  they  frequently  disappear  when  dosage  Is  re- 
duced to  maintenance  levels  or  the  total  dally  dose 
is  administered  in  divided  portions  after  meals. 
The  allergic  skin  manifestations  (pruritus,  ery- 
thema. and  urticarial,  morbilliform,  or  maculopap- 
ular  eruptions)  are  transient  reactions,  which 
frequently  disappear  with  continued  drug  admin- 
istration. However,  if  the  skin  reactions  persist, 
Orinase  should  be  discontinued. 

Clinical  toxicity:  Orinase  appears  to  be  remarkably 
free  from  gross  clinical  toxicity  on  the  basis  of 
experience  accumulated  during  more  than  four 
years  of  clinical  use.  Crystalluria  or  other  un- 
toward effects  on  renal  function  have  not  been 
observed.  Long-term  studies  of  hepatic  function 
in  humans  and  experience  in  over  650.000  dia- 
betics have  shown  Orinase  to  be  remarkably  free 
of  hepatic  toxicity.  There  has  been  reported  only 
one  case  of  cholestatic  Jaundice  related  to  Orinase 
administration,  which  occurred  in  a patient  with 
pre-existing  liver  disease  and  which  rapidly  re- 
versed upon  discontinuance  of  the  drug. 

Each  tablet  contains: 

Tolbutamide 0.5  Gm. 

Supplied:  In  bottles  of  50- 


•Trademark,  Reg.  U.S.  Pat.  Off.— 

tolbutamide,  Upjohn  June.  1961 


The  Upjohn  Company,  Kalamazoo,  Michigan 


Upjohn 
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that’s  why  MODANE  offers  you 

a dosage  form  for  every  patient 

TABLETS  REGULAR  (yellow)  fof  your  aver3g6  sdult  patient. 

Each  tablet  contains  75  mg.  danthron,  25  mg.  calcium  panto- 
thenate. Dose  — 1 tablet  immediately  after  the  evening  meal. 


TABLETS  MILD  (pink)  fot  hypersensitivBS  and  children  (6  to  12yrs). 

Each  tablet  contains  37.5  mg.  danthron,  12.5  mg.  calcium 
pantothenate.  Dose  — 1 tablet  to  be  taken  immediately  after 
the  evening  meal. 

LIQUID  ...for  geriatric,  pediatric,  and  ‘liquid  only”  patients. 

Each  teaspoonful  contains  37.5  mg.  danthron  and  12.5  mg. 
calcium  pantothenate.  Dose  — 1 teaspoonful  or  fraction 
thereof,  according  to  age  and  condition,  immediately  after  the 
evening  meal. 


MODANE’S  danthron  (1,  8-dihydroxy- 
anthraquinone)  in  individualized  dos- 
ages assures  safe,  gentle  overnight  relief 
— without  irritation  or  griping  — acts 
systemically  on  the  large  intestine. 


MODANE’S  calcium  pantothenate 
offers  neurohumoral  aid  to  rehabilita- 
tion of  the  bowel  which,  from  distention 
and  overwork,  has  become  flaccid  and 
atonic. 


THE  WARREN-TEED  PRODUCTS  COMPANY 

COLUMBUS  8,  OHIO 

Dallas  Chattanooga  Los  Angeles  Portland 
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^ JUST  AS  A REMINDER... 

1 ^ pAdc/icC^  to 

AURAIGAN’ 

IN  ACUTE  OTITIS  MEDIA 
SAFE  AURALGESIC 
AND  DECONGESTANT 

OTOS-MOSAN* 

BROAD-SPECTRUM 
THERAPY  IN 
SUPPURATIVE  OTITIS 

BIO-TOSMOSAN*  HC 

IN  ACUTE  EXACERBATION 
EXTERNAL  OTITIS 
ALLERGIC  EARS 

RHINALGAr 

SAFE! 

"NOT  JUST  ANOTHER 
DECONGESTANT- 

RHINALGAr  HC 

ANTI-INFLAMMATORY 

ANTI-ALLERGIC 

LARYLGAN^ 

FOR  INFECTIOUS 
AND  NON-INFECTIOUS 
THROAT  INVOLVEMENTS 

D O H 

O CHEMICAL  CORP.,  100  VARICK 

ST.,  NEW  YORK  13,  N.Y. 
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POWERFUL  DIFFERENCE 


...motion-stopping  radiographic  spee< 
is  built  into  every  Patrician  “200 


\Vith  the  G-E  Patrician  “200”  diagnostic  x-ray  package,  you  can  enjoy  savings 
and  still  not  sacrifice  needed  poiuer.  This  is  important.  For,  only  ample  x-ray 
output  will  assure  you  exposure  speed  sufficient  to  overcome  common  motion- 
blurring problems.  The  Patrician  combination  provides  this  and  more  in  every 
detail  for  radiography  and  fluoroscopy.  For  example:  full-size  81"  tilting  table 
. . . independent  tubestand  . . . counterbalanced  (not  counterpoised)  fluoro- 
scopic screen  or  spot-film  device  . . . fine  focus  x-ray  tube  . . . fluroscopic  shutter- 
limiting  device  to  confine  radiation  to  screen  area  . . . automatic  x-ray  tube 
overload  protection. 

Ask  about  renting:  Through  the  G-E  Maxiservice®  plan,  you  can  have  this 
complete  Patrician  “200”,  plus  maintenance,  parts,  tubes,  insurance,  and  paid-up 
local  taxes  — all  wrapped-up  by  a modest  monthly  fee.  Details  available  from 
your  G-E  x-ray  representative  listed  Iielow. 

"^ogress  Is  Our  Most  Important  T^orfuct 

ELECTRIC 


GENERAL 


DIRECT  FACTORY  BRANCHES 

ALBANY 

8 Colvio  Avc.  • IVaohoc  9-4776 

BUFFALO 

960  Bust!  Avc.  • TT  3-5425 
EAST  SYRACUSE 
1937  Tcail  Avc.  • HEmpstcad  7-8438 
NEW  YORK 

Long  Island  City,  41—15  27th  St.  • EXctcr  2-5500 
ROCHESTER 

75  College  Avc.  • GRccnhcId  3-9930 


RESIDENT  REPRESENTATIVES 

BINGHAMTON 

. W.  Gorski,  59  Hayes  St.  • R.Aymond  4-9286 

ELMIRA 

V.  D.  Graham,  96  Cleveland  Avc.  • REgcnt  2-7989 

SARANAC  LAKE 
S.  Martin,  24  Birch  St.  • Phone  2049 
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to 

correct 

/ 

constipation  / without 

/ whipping 
/ the  bowel 

DORBANE' 

Tablets 

For  recurrent  or  chronic  constipation  in  patients  of  all  ages. 
A peristaltic  stimulant  acting  through  the  blood  stream  spe- 
cifically upon  the  intramural  myenteric  plexus  of  the  colon. 
Motility  of  the  small  bowel  not  affected.  Evacuation  within 
6 to  12  hours  without  cramping  or  griping.  Each  scored  tablet 
contains  75  mg.  of  1,8  dihydroxy anthraquinone. 

— 

with 
added 
stool - 
softening 
effect 

DORBANTYL® 

Orange  and  Black  Capsules 

A dual-purpose  bowel  evacuant,  combining 
the  stool-softening  effect  of  dioctyl  sodium 
sulfosuccinate  (50  mg.)  with  the  non-griping 
peristaltic  stimulation  of  Dorbane  (25  mg.)  in 
each  capsule.  This  combination  brings  relief 
in  "hard  stools”  constipation  or  fecal  impaction. 

L- 

for 

extra 

potency 

DORBANTYL®  FORTE 

Orange  and  Gray  Capsules 

The  advantages  of  Dorbantyl  in  double- 
strength potency  for  convenience  and  econ- 
omy. Especially  useful  in  geriatric  practice  and 
in  patients  recalcitrant  to  ordinary  laxatives 
through  prolonged  use  or  habituation. 

Northridge,  Californio 
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THESE  673,000 
PEOPLE  IN 
NEW  YORK  NEEO 
MEOICAL  HELP 


(Heart  disease,  cancer,  mental  illness— everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
New  York  there  are  at  least  673,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient's  family. 


ONE  FOR  THE  ROAD  RACK: 

UBRUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period.  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


ROCHE 


LIBRIUM®  Hydrochloride— 7-chloro-2- methylamino- 
5*phenyl-3H-1.4-benzodiazepine  4-oxide  hydrochloride 


laboratories  Division  of  Hoffmann-La  Roche  Inc. 
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one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  nutritionally  metabolically  mentally 


Each  dry-filled  capsule  contains:  Ethinyl  Estradiol, 
0.01  mg.  • Methyl  Testosterone,  2.5  mg.  • d-Am- 
phetamine  Sulfate,  2.6  mg.  • Vitamin  A (Acetate), 
6,000  U.S.P.  Units  • Vitamin  D,  500  U.S.P,  Units 

• Vitamin  Bis  with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thiamine 
Mononitrate  (Bi),  6 mg.  • Riboflavin  (Bs),  6 mg. 

• Niacinamide,  15  mg.  • Pyridoxine  HCl  (Bo),  0.5 
mg.  • Calcium  Pantothenate,  6 mg.  • Choline  Bitar- 
*»ate,  26  mg.  • Inositol,  26  mg.  • Ascorbic  Acid  (C) 

Request  complete  information  on  indicat 
cations  from  your  Lederle  representative 

LEDERLE  LABORATORIES,  A Division  of  AMERICA 


as  Calcium  Ascorbate,  60  mg.  • 1-Lysine  Mono- 
hydrochloride, 25  mg.  • Vitamin  E (Tocopheryl  Acid 
Succinate),  10  Int.  Units  • Rutin,  12.6  mg.  • Fer- 
rous Fumarate  (Elemental  iron,  10  mg.),  30.4  mg. 
• Iodine  (as  KI),  0.1  mg.  • Calcium  (as  CaHPOi), 
35  mg.  • Phosphorus  (as  CaHPOi),  27  mg.  • Fluorine 
(as  CaFc),  0.1  mg.  • Copper  (as  CuO),  1 mg.  • 
Potassium  (as  KaSOi),  6 mg.  • Manganese  (as 
MnOs),  1 mg.  • Zinc  (as  ZnO),  0.6  mg.  • Magne- 
sium (MgO),  1 mg.  Supply:  Bottles  of  100  and  1,000. 

IMS,  dosage,  precautions  and  contraindi- 
r write  to  Medical  Advisory  Department. 

CYAN  AM  ID  COMPANY,  Pearl  River,  New  York 
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ST.  VINCENT’S  HOSPITAL  OF  WESTCHESTER  COUNTY 

240  North  Street  WOodbine  7-6500  Harrison,  New  York 


A voluntary  non-profit  institu- 
tion providing  all  modern  ther- 
apies for  mental  and  emotional 
disorders  including  individual 
and  group  psychotherapy, 
pharmacotherapy,  insulin  coma 
and  electro  therapies  and  ex- 
tensive activity  programs.  All 
facilities  expanded  for  in-  and 
out-patients,  day  care  and  clinic 
service  for  children.  Acutely 
ill  and  continued  therapy  pa- 
tients admitted. 


RICHARD  DMSERNIA,  M.D. 


Medical  Director 


In  very  special  cases 
a very  superior  brandy... 
specify 

- ★ ★ % ■' 

COGNAC  BRANDY 

.f,.  . 

84-  Proof  ] SchSeffelin  & Co.,  New  York 


“Sure  hope  you  last  longer  than  our  last  Doc  . . . 
the  first  day  he  was  out  here  he  stepped  in  a gopher 
hole  and  we  had  to  shoot  him.” 
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A dual-acting  skeletal  muscle  relaxant-analgesic,  combining  the  clinically 
proven  relaxant  action  of  RobaXIN  with  the  time-tested  pain  relieving 
action  of  aspirin. 

Each  Robaxisal  Tablet  contains: 

Robaxin  (methocarbamol  Robins)  400  mg.  AcctyJsalicylic  acid  (5gr.) 325  mg. 

U.S.  Pat.  No.  znoua 

Supply:  Bottles  of  100  and  500  pink-and-white  laminated  tablets. 

Or  RobaxisaL®-PH  (Robaxin  with  Phenaphen*)  ^ — when  anxiety  is 
associated  with  painful  skeletal  muscle  spasm. 

Each  Robaxisal-PH  Tablet  contains : 

Robaxin  (methocarbamol  Robins)  400mg.  Acetylsalicylic  acid 81  mg. 

Phenacetin  97 mg.  Hydscyamine sulfate  O.OlOmg.  Phenobarbital(J4g>'')  S.lmg. 
Supply;  Bottles  of  100  and  500  green-and-white  laminated  tablets. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Mating  today*i  medicines  fwiih  integrity . . . seeking  tomorrov/s  %piih  persistence^ 


When 

severe  pain  accompanies 

skeletal  muscle  spasm 
ease  both‘pain  & spasm’ 


with 


Robaxix® 


Why  do  we  say  Mysteclin-F  is  decisive  in  infection? 


because,. . . it  contains  phosphate-potentiated  tetracycline 

for  prompt,  dependable  broad  spectrum  antibacterial  action. 

because. . . it  contains  Fungizone,  the  antifungal  antibiotic, 

to  prevent  monilial  overgrowth  in  the  gastrointestinal  tract. 


Mysteclin-F  resolves  many  respiratory,  genitourinary  and  gastrointestinal  infections— as  well  as  such 
other  conditions  as  cellulitis,  bacterial  endocarditis,  furunculosis,  otitis  media,  peritonitis,  and  septi- 
cemia. It  combats  a truly  wide  range  of  pathogenic  organisms;  gram-positive  and  gram-negative 
bacteria,  spirochetes,  rickettsias,  viruses  of  the  psittacosis-lymphogranuloma-trachoma  group. 

Available  as:  Mysteclin-F  Capsules  (250  mg./50  mg.)  Mysteclin-F  Half  Strength  Capsules  (125  mg./25  mg.)  Mysteclin-F 
for  Syrup  (125  mg./25  rag.  per  5 cc.)  Mysteclin-F  for  Aqueous  Drops  (100  mg./20  mg.  per  cc.) 

‘Mysiecltn’®,  'Sumycin'®  and  ‘Fungizone’®  are  Squibb  trademarks. 


Mysteclin-F 


For  fall  infomiatioio. 
•ee  yoar  Sqalbb 
Product  Refcreoco 
or  Product  Brief. 


Iqulbb  Pbo^bitc-PotoitUicd  TctracycUoe  (nncYON)  plut  Ampboterldo  B (rtmctzoNt) 


SqyiBB 


Squibb  Quality  — 
the  Priceless  Ingredient 
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Iron  utilization  improves  the  picture 


Since  iron  utilization  is  regulated  principally  by  the  hormone,  erythropoietin, * many  anemic  patients  fail 
to  respond  adequately  to  iron  alone  because  of  low  erythropoietin  levels.  However,  R0NC0VITE®-mf— 
containing  cobalt,  the  only  therapeutic  agent  that  increases  formation  of  erythropoietin -has  proved 
singularly  successful  in  iron-deficiency  anemia,  whether  due  to  chronic  blood  loss,  absorption  dysfunc- 
tion, or  increased  iron  demands.^®  Through  cobalt-stimulated  erythropoietin,  RONCOVITE-mf  improves 
iron  utilization  and  produces  more  rapid  increases  in  hemoglobin  and  red  cells. 

Each  tablet  contains:  cobalt  chloride  (cobalt  as  Co,  3.7  mg.),  15  mg.; 
ferrous  sulfate,  exsiccated.  100  mg.  References:  (1)  Beutler,  E..  and 
Buttenweiser,  E.:  The  Regulation  of  Iron  Absorption:  I.  A Search  for 
Humoral  Factors,  i.  Lab.  & Clin.  Med.  55:274,  1960.  (2)  Hill,  }.  M.; 

LaJous,  J.,  and  Sebastian,  F.  L.:  Cobalt  Therapy  in  Anemia,  Texas  }. 

Med.  51:686,  1955.  (3)  Ausman,  0.  C.:  Cobalt-iron  Therapy  for  Com- 
mon Types  of  Anemia,  Journal-Lancet  76  290,  1956.  (4)  Craig,  P.  E.: 

Treatment  of  Common  Types  of  Anemia,  Clin.  Med.  6:597-601,  1959. 

(5)  Gosselin,  G.,  and  Long,  L.  A.:  Use  of  Cobalt-Iron  Therapy.  Appl. 

Therap.  2:453,  1960.  (6)  Stapp,  C.  C.:  Clinical  Observations  on  Iron 
Metabolism  in  Pregnancy,  Southwestern  Med.  41:633,  1960. 


LLOYD  BROTHERS.  INC 

Cincinnati  39.  OHto 
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Put  your 
low-back  patient 
back  on  the  payroll 


Soma  relieves  stiffness 
stops  pain,  too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 


HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


Z YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
5 your  patient  is  soon  restored  to  full  activity — often 


■ > 


in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


The  muscle  relaxant  with  an  independent  pain-relieving  actic 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 


(carisoprodol,  WaUm 

Wallace  Laboratories,  Cranbury,  New  Jer 


wJeraii 


STOPS  THE  ASTHMA  ATTACK 
IN  MINUTES. ..FOR  HOURS... 
ORALLY 


ELIXOPHYLLIN 


RAPID  RELIEF  IN  MINUTES  —in  15  min- 
utes^’^’^  mean  theophylline  blood  levels  are  comparable  to  I.  V. 
aminophylline — so  that  severe  attacks  have  been  terminated 
in  10  to  30  minutes.^'^’®’®  Note:  With  Elixophyllin  the  patient 
can  learn  to  abort  an  attack  in  its  incipient  stage. 

INHERENT  SUSTAINED  ACTIDN  —After 
absorption  theophylline  is  slowly  eliminated  during  a 9-hour 
period.’  Clinically  proved  relief  and  protection  day  and  night 
with  t.i.d.  dosage.’’*'®’®’® 


ND  UNNEEDED  SIDE  EFFECTS  — Since 
Elixophyllin  does  not  need  “auxiliaries,”  it  contains  no  ephed- 
rine  — no  barbiturate  — no  iodide  — no  steroid.  Gastric  distress 


is  rarely  encountered.^'^ 


Each  tablespoonful  (15  cc.)  contains 
theophylline  80  mg.  (equivalent  to 
100  mg.  aminophylline)  in  a hydro- 
alcoholic vehicle  (alcohol  20%). 


ACUTE  ATTACKS 


single  dose  of  75  cc.  for  adults;  0.5 
cc.  per  lb.  of  body  weight  for  children. 


24  HOUR  CONTROL 


for  adults  45  cc.  doses  before  break- 
fast, at  3 P.M.,  and  before  retiring; 
after  two  days,  30  cc.  doses.  Children, 
first  6 doses  0.3  cc.— then  0.2  cc. 
per  lb.  of  body  weight  as  above. 


Average  increase  in  vital  capacity 
produced  by  Elixophyllin,  75  cc., 
in  acute  asthmatic  attacks.’ 


REFERENCES:  I.  Kessler.  F.:  Connecticut  M.J.  ?r:205  (March)  1957.  2.  Schlueer,  J.; 
McGinn,  J.T.,  and  Hennessy,  D.J.:  Am.  J.  Med.  Sci.  203:296  (March)  1957.  3.  Kessler,  F.: 
Med.  Times  (Oct.)  1959.  4.  Burbank,  B.;  Schluger,  J.,  and  McGinn,  J.:  Am.  J.  Med.  Sci. 
234:28  (July)  1957.  5.  Spielman,  A.D.:  Ann.  Allergy  7S:270  (June)  1957.  6.  Greenbaum, 
J.:  Ann.  Allergy  (May-June)  1958.  7.  Waxier,  S.H.,  and  Shack,  J.A.:  J.A.M.A.  743:736 
(1950).  8.  Bickerman,  H.A.,  and  Barach.  A.L.,  in  Modell,  W.:  Drugs  of  Choice  1960- 
1961,  St.  Louis,  The  cSl.  Mosby  Company,  1960,  p.  516.  9.  Wilhelm,  R.E.,  Conn,  H.F.:  in 
Current  Therapy— 1961,  Philadelphia,  W.B.  Saunders  Company,  p.  417. 

Patent  Pending  Reprints  on  request 
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Today’s  little  “limey”  needs  a half  barrel  of  orange  juice 


) Florida  Citrus  Commission,  Lakeland,  Florida 


...or,  to  be  exact,  a total  of  2,106  ounces  in  his  first 
two  years.  And  how  much  he’ll  need  during  his  first 
twenty  years  would  have  to  be  measured  by  the  truck- 
load,  because  the  need  for  the  nutrients  contained  in 
Florida  orange  juice  continues  throughout  life. 

How  our  little  “limey”  or  any  of  your  other  patients 
obtain  the  vitamins  and  nutrients  found  in  citrus  fruits 
is  important  to  them  and  to  you.  There  are  so  many 
wrong  ways,  so  many  substitutes  and  imitations  for 
the  real  thing. 

For  a way  that  combines  real  nutrition  with  real 
pleasure,  there’s  nothing  better  than  the  oranges  and 


grapefruit  ripened  under  Florida’s  own  sunshine 

It’s  good  nutrition  to  encourage  people  to  drink  th( 
juices  and  eat  the  fruits  watched  over  by  the  Florids 
Citrus  Commission.  These  men  set  the  world’s  highest 
standards  of  quality  in  fresh,  frozen,  canned,  or  car 
toned  citrus  products. 

When  you  suggest  to  your  patients  that  they  havi 
a big  glass  of  orange  juice  for  breakfast,  or  for  a 
snack,  the  deliciousness  of  Florida  orange  juice  will 
assure  you  that  they’ll  want  to  carry  out  your  recom' 
mendation.  You’ll  be  helping  them  to  the  finest  drin 
there  is — by  the  glassful  or  the  barrel. 


Clauberg  Respo 


longer-acting,  fewer  injections  Delalutin  offers  these  advantages  over  other 

progestational  agents:  Significantly 

for  fetal  salvage  vrith  no  androgenic  effect  rate  of  tetai  salvage  * ■ no  vini- 

g,  izing  effect  on  female  fetus  or  mother 

■ High,  sustained  hormonal  level  in  the 
uterine  muscle  and  mucosa'*—  high  enough 
even  to  replace  an  excised  corpus  luteum^ 

■ Absence  of  local  tissue  reactions\ 


Days  following  injection 


restore 
vitality  to 
^the  under-par 
child”* 


Zentron  • comprehensive  liquid  hematinic 

corrects  iron  deficiency  • restores  healthy  appetite  • helps  promote  normal  growth 

*underweight,  easily  fatigued^  anorexic — because  of  mild  anemia 


Each  5-cc.  teaspoonfiil  provides: 

Ferrous  Sulfate  (equivalent  to 

20  mg.  of  iron) 100  rug. 

Thiamine  Hydrochloride  (Vitamin  Bj).  . , 1 mg. 

Riboflavin  (Vitamin  Bo) 1 mg. 

Pyridoxine  Hydrochloride  (Vitamin  Be)  . . 0.5  mg. 

Vitamin  B12  Crystalline 5 meg. 

Pantothenic  Acid  (as  //-Panthcnol)  ....  1 mg. 

Nicotinamide 5 mg. 


Ascorbic  Acid  (Vitamin  C) 35  mg. 

Alcohol.  2 percent. 

Usual  dosnffc:  Infants  and  children — 1/2  to 
1 teaspoonful  (preferably  at  mealtime) 
one  to  three  times  daily. 

Adults — 1 to  2 tcaspoonfuls  (preferably 
at  mealtime)  three  limes  daily. 

Zontron"*  (iron,  vitamin  B complex,  and  vitamin 
C.  Lilly)  ne349 
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Original  papers  will  be  considered  for  publication 
with  the  understanding  that  they  are  contributed 
solely  to  the  New  York  State  Journal  of  Medi- 
cine. Address  manuscripts  to  Editor,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue,  New 
York  17,  New  York. 

Preparation  of  Manuscript:  Manuscripts  should 

be  face  copy  typed  double-spaced  with  adequate 
margins  on  firm  paper.  Carbon  copy  flimsy  can  not 
be  used.  The  first  page  should  list  the  title,  the 
name  of  the  author  (or  authors),  degrees,  and  any 
institutional  or  other  credits.  Pages  should  be 
numbered  consecutively.  Tables  should  be  typed 
and  numbered  and  should  have  a brief  descriptive 
title.  Quotations  must  include  full  credit  to  both 
author  and  source.  Periodical  references  should 
include  in  order:  author’s  name  with  initials, 
title,  periodical  abbreviation,  volume,  pages,  and 
year.  References  should  be  numbered  consecu- 
tively in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs  should  be 
submitted.  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number. 


indication  of  the  top,  and  the  author’s  name  should 
be  attached  to  the  back  of  each  illustration.  Legend 
should  be  typed,  numbered,  and  attached  to  each 
illustration. 
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is  permanent.  Six  weeks  is  required  to  effect  a 
change  of  address. 
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E D I T O 

Queries  and  Answers 

We  institute  with  this  issue  a series  of  short 
questions  and  answers  relative  to  insurance 
in  the  health  and  accident  field.  Questions 
should  be  addressed  to  F.  T.  Crawley, 
Health  Insurance  Council,  750  Third 

Whose 

We  are  well  acquainted  with  what  is  being 
called  today  “the  crisis  in  American  medi- 
cine.” It  is  unfair  to  call  it  a crisis  in 
American  medicine  for  it  is  really  something 
else.  It  is  a crisis  of  the  American  people 
that  has  to  do  with  medical  care. 

We  have  approached  a crossroads.  The 
old  family  doctor  working  alone  in  the  home 
is  fast  disappearing  from  our  scene.  In  his 
place  stands  a team  composed  of  doctors, 
nurses,  and  technicians  centering  their 
activities  around  a hospital.  It  is  an  ex- 
pensive institution,  and  it  is  providing  us 
with  the  finest  medical  care  in  the  world. 
And  while  the  old-fashioned  family  doctor 
too  often  could  give  us  little  more  than 
sympathy,  the  highly  trained  and  well- 
equipped  medical  teams  in  modern  hospitals 
can  perform  miracles  of  diagnosis  and  treat- 
ment undreamed  of  even  twenty-five  yearn 
ago. 

The  paradox  in  this  setting  is  the  re- 
cipient of  this  marvelous  care,  the  public. 
Millions  of  Americans  today  have  expressed 
varying  degress  of  unhappiness  with  some 
aspects  of  the  medical  care  they  receive. 
The  focus  of  their  resentment  is  an  ancient 
and  familiar  commodity,  money. 

The  public  has  been  put  on  notice  that  the 
cost  of  the  wondrous  medical  care  they  re- 
ceive is  going  to  continue  climbing.  Several 
reports  predict  that  hospital  costs  will  in- 
crea.se  at  least  50  per  cent  between  1957 
and  19G7.  Recent  rises  in  Blue  Cross  rates 
already  indicate  that  the  actual  increase  will 
probably  exceed  that  estimate. 


RIALS  ■ 

on  Health  Insurance 

Avenue,  New  York  17,  New  York.  The 
questions  will  be  answered  personally,  and 
those  of  general  interest  will  be  published 
from  time  to  time  in  the  New  York  State 
Journal  of  Medicine. 

Crisis? 

Thus,  the  question  asked  by  people  today 
is  this:  “Are  these  increases  really  neces- 
sary?” The  answer  cannot  be  given  in 
absolute  terms.  Much  of  the  increase  is  a 
result  of  improved  methods  of  care,  higher 
salaries  for  hospital  workers,  the  impact  of 
stepped-up  research,  and  traditional  infla- 
tionary pressures.  All  of  these  factors  when 
understood  are  acceptable  to  the  consumer. 

But  there  is  another  reason  for  the  increase 
in  medical  care  costs,  one  of  which  the  public 
has  become  aware  only  recently.  It  con- 
cerns efficiency.  The  public,  understand- 
ably, does  not  accept  inefficiency  as  a valid 
reason  for  increasing  medical  costs. 

Efficiency  is  a question  that  addresses  it- 
self to  the  planning  of  balanced  networks  of 
medical  care  facilities.  It  asks  that  hos- 
pital boards  do  not  build  beds  for  acute 
care  whenever  the  clear  need  of  a com- 
munity happens  to  be  for  long-term  care 
facilities.  It  calls  for  further  exploration 
of  effective  methods  of  patient  care  such  as 
we  are  beginning  to  see  manifest  in  programs 
for  care  of  sick  persons  at  home  and  progres- 
sive care  plans  within  hospitals.  It  asks 
that  really  active  hospital  utilization  com- 
mittees be  set  up  to  review  whether  or  not 
patients  are  being  admitted  and  discharged 
from  the  hospital  according  to  modern  clini- 
cal criteria. 

The  responsibility  for  ensuring  that  hos- 
pitals serve  their  community  in  the  most 
effective  way  possible  belongs  ultimately  to 
all  of  us.  Private  medicine,  hospital  boards 
and  administrators,  consumer,  and  govern- 
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ment — all  have  a special  stewardship.  In 
this  State  the  State  Hospital  Review  and 
Planning  Council  represents  an  effort  to 
assign  broad  responsibility  consistent  with 
our  way  of  life. 

[ A basic  tenet  of  our  system  for  governing 
is  this:  Other  things  being  equal,  if  a job  can 
be  done  privately  rather  than  by  govern- 
ment, it  should  be  done  privately.  And  if 
it  must  be  done  by  government,  it  should  be 
done  at  the  most  local  level  possible. 

The  system  recommended  by  the  State 
Hospital  Review  and  Planning  Council  and 
its  regional  counterparts  is  in  perfect  ac- 
cord with  that  principle.  It  places  steward- 
ship with  the  leaders  of  each  community. 

The  modern  hospital  is,  for  the  most  part, 
a noncompetitive  institution.  It  receives 
public  monies  for  capital  construction  and 
often  for  operation.  It  is  paid  in  large 
measure  for  its  services  by  a nonprofit 
agency,  the  Blue  Cross,  and  by  private 
iirsurance  companies.  Finally,  hospitals 
themselves  are  run  largely  by  volunteer 
boards  of  trustees. 

All  of  these  aspects  of  hospital  operation 
make  one  thing  very  clear:  Hospitals  are 
more  than  public  utilities;  they  are  public 
trusts.  As  such,  their  operation  must  be 
solely  in  the  public  interest. 

The  only  worthy  goal  is  this:  to  deliver 
the  best  possible  care  at  the  least  possible 


cost  in  a manner  consistent  with  our  com- 
mon tradition.  To  achieve  this  goal,  these 
special  responsibilities  belong  to  each  group: 

First,  the  job  of  planning  state-wide 
medical  care  facilities  must  be  assigned  by 
government  leaders  to  those  who  have  the 
widest  public  interest  as  their  first  concern. 

Second,  members  of  the  medical  profes- 
sion must  be  willing  to  assume  more  respon- 
sibility for  ensuring  the  wisest  use  of 
medical  care  facilities  in  their  communities, 
their  regions,  and  their  state. 

Third,  hospital  boards  of  trustees  and  ad- 
ministrators need  to  accept  the  basic  con- 
cept that  people  at  large  have  every  right 
to  expect  that  the  hospital  is  an  institution 
of  public  trust  and  that  costs  will  be  cut 
wherever  possible  without  reducing  the 
quality  of  care. 

Fourth  and  finally,  people  themselves 
need  to  learn  that  the  way  they  use  or  misuse 
their  hospitals  will  help  determine  the  cost 
of  their  health  insurance  premium  rates. 

The  surest  lesson  of  history  is  this: 
Responsibility  is  pow'er.  The  one  certain 
law  of  power  is  that  it  is  impatient  with  a 
vacuum. 

If  these  four  groups  take  the  initiative 
and  assume  their  responsibilities,  the  crisis  of 
the  American  people  in  medical  care  will  dis- 
solve and  a new  era  of  good  health  will  be- 
come our  common  legacy. — N.  S.  M. 


Objectives  of  the  National  Foundation 


The  need  for  a flexible  community  medical 
program  is  an  outgrowth  of  the  changing 
situation  in  health  care  and  health  problems. 

In  1938,  when  The  National  Foundation 
began  using  March  of  Dimes  funds  in  what 
was  and  still  is  a unique  program  to  give 
direct  financial  aid  to  poliomyelitis  patients, 
the  crushing  financial  impact  of  disease  was 
of  foremost  concern  to  the  individual 
patient.  Today  it  is  apparent  that  nearly 
all  our  population  has,  or  is  gradually  gain- 

statement  by  William  S.  Clark,  M.D.,  Director  of 
Medical  Care,  The  National  Foundation. 


ing,  the  means  of  paying  hospital  and  medi- 
cal bills,  either  though  insurance  or  some 
other  form  of  assistance. 

Twenty  years  ago,  medicine’s  first  con- 
cern was  still  with  acute  illnesses  and  the 
threat  of  death.  Since  then,  the  develop- 
ment of  antibiotics  and  other  means  for 
prevention  and  cure  has  brought  so  many 
acute  disease  problems  under  control  that 
the  whole  picture  has  changed  dramatically 
almost  overnight. 

Today,  the  patients  who  crowd  both 
hospitals  and  homes  and  who  are  most  in 
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need  of  help  and  better  care  are  those  with 
chronic  and  disabling  disease  conditions. 

The  outstanding  characteristic  of  such  a 
patient’s  problem  is  its  complexity.  It  is 
complex  medically,  economically,  and  so- 
cially. He  needs  not  simply  the  help  of  the 
traditional  family  doctor  at  the  bedside, 
but  the  specialized  skills  of  a medical  team. 
And  his  problem  involves  his  family  and 
neighbors  and  even  the  whole  community 
in  which  he  lives,  calling  for  cooperative 
assistance  from  a broad  spectrum  of  com- 
munity resources. 

Foremost  Health  Care  Needs  Today 

With  the  outpouring  of  government 
money  for  research  and  professional  train- 
ing and  for  aid  to  great  blocs  of  patients 
and  with  money  for  care  from  health  in- 
surance and  other  sources,  there  is  fear  that 
the  individual  patient  could  get  lost  in  the 
shuffle.  The  government  and  others  tend  to 
deal  with  patients  in  groups — aged  persons, 
veterans,  and  so  forth. 

Therefore  the  first  need  is:  concern  for 
the  problems  and  needs  of  the  patient  as  an 
individual. 

The  second  urgent  need  is  for  money  for 
clinical  studies,  programs  aimed  at  im- 
proving care. 

Almost  all  medical  schools  and  teaching 
hospitals  can  get  ample  funds  for  basic  re- 
search. There  is  relatively  little  money 
available  for  improving  the  art  of  care  and 
treatment. 

The  average  hospital  today  is  barely  able 
to  maintain  present  levels  of  patient  care. 
It  operates  at  a deficit,  and  both  hospital 
rates  and  health  insurance  rates  are  rising 
day  by  day  just  to  break  even.  It  does  not 
have  the  money  for  trying  something  new, 
for  doing  things  differently.  It  does  not 
have  funds  for  creative  programs  designed 
to  solve  today’s  complex  patient  care  prob- 
lems. 

This  is  where  the  local  chapter  of  The 
National  Foundation  and  its  volunteer 
workers  can  make  a unique  contribution  to 
health  care:  by  helping  to  free  institutions 


from  the  lock  step  of  routine  to  explore  the 
possibilities  for  doing  things  in  a new  wa}' 
and  doing  them  better. 

There  is  and  always  has  been  a distressing 
time  lag  between  the  development  of  new 
kjiowledge  by  medical  science  and  its  gen-' 
eral  application  to  the  patient.  There  is 
urgent  need  to  shorten  this  time  lag. 

There  is  a general  lack  of  knowledge  on 
how  best  to  care  for  birth  defects  patients; 
and  arthritis  patients.  Proper  facilities 
for  diagnosis  and  treatment  are  available 
in  only  a few  communities  across  the 
country. 

It  is  known  that  early  diagnosis  and  be- 
ginning of  treatment  can  do  much  to  prevent 
disability  from  rheumatoid  arthritis,  but  the 
technics  and  knowledge  are  not  generally 
available  to  all  physicians. 

There  are  more  than  600  different  con- 
genital defects.  They  run  a gamut  from 
the  simple  birthmark  to  gross  skeletal 
malformations.  They  include  metabolic 
disorders  and  such  familiar  diseases  as 
cystic  fibrosis,  congenital  heart  disease,  and 
muscular  dystrophy.  Care  and  treatment 
problems  may  range  all  the  way  from  pre- 
scribing a diet  to  performing  major  surgery 
and  giving  follow-up  care  and  rehabilitation 
for  the  patient’s  lifetime.  There  are  far 
more  birth  defects  patients  than  there  are 
facilities  for  giving  them  the  care  they  need. 

Physicians  need  more  and  better  resources 
for  dealing  with  the  problems  of  the  patients 
they  treat.  They  and  their  patients  can 
profit  from  new  tools  and  new  methods  of 
management  of  these  medical  problems. 

In  sum,  there  is  vital  need  today  to  devise 
and  make  available  to  everyone  a means  of 
obtaining  high  quality  treatment  which 
strikes  at  all  facets  of  the  complex  problems 
faced  by  patients  with  disabling,  lifetime 
disease  conditions. 

Our  studies  during  the  past  three  years 
have  made  clear  these  changing  needs  in 
health  care.  And  they  have  dictated  areas 
in  which  the  voluntary  agency  can  perform 
a service  of  benefit  to  society  as  a whole. 

Accordingly,  we  have  initiated  pilot  proj- 
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ects  in  the  form  of  special  treatment 
centers  at  major  hospitals  and  medical 
schools  in  several  large  cities.  These  have 
been  supported  directly  by  our  chapters 
with  their  available  March  of  Dimes  funds. 
One  requirement  of  these  center  projects 
has  been  that  regular  and  detailed  progress 
reports  be  filed  with  the  sponsoring  chapters 
for  our  use  at  national  headquarters  to  guide 
us  in  future  programing.  We  have  found 
that  these  centers  have  proved  extremely 
successful. 

This  experience,  in  addition  to  our  long 
experience  with  poliomyelitis  centers,  has 
demonstrated  beyond  question  both  the 
need  and  the  value  of  bringing  together 
teams  of  medical  specialists  to  deal  with  the 
treatment  and  accompanying  economic  and 
social  problems  of  patients  and  their  families. 

Expanded  Patient  Aid  Program 

Our  program  for  patient  aid  complements 
the  teaching  and  research  programs  financed 
by  government  and  other  resources.  It 
involves  two  major  changes  in  The  National 
Foundation’s  patient  aid  policies  which 
were  made  to  permit  achievement  of  im- 
mediate and  long-range  objectives: 

First,  chapters  may  now  use  their  avail- 
able March  of  Dimes  funds  to  aid  victims  of 
all  types  of  congenital  defects.  Previously, 
assistance  was  limited  to  children  with  de- 
fects affecting  the  brain  and  spinal  cord. 

Second,  procedures  have  been  spelled  out 
enabling  National  Foundation  chapters,  in- 
dividually or  collectively,  to  support  two 
new  medical  program  activities:  (1)  Special 
Treatment  Centers,  for  birth  defects  and 
arthritis  (and  poliomyelitis)  and  (2)  Evalua- 
tion Clinics,  for  birth  defects  and  arthritis. 

In  addition,  the  chapters  will  support  a 
wide  range  of  symposia,  professional  and 
public  educational  activities. 

The  Special  Treatment  Center  program 
will  now  be  expanded  as  rapidly  as  possible. 
Chapters  in  smaller  communities  where  the 
skills  provided  by  major  medical  centers  are 
not  available  will  be  encouraged  to  help 
patients  by  supporting  and  developing  new 


programs  in  the  form  of  Evaluation  Clinics. 
These  will  offer  only  outpatient  services 
given  by  visiting  teams  of  specialists. 

Characteristics  of  a chapter  Special  Treat- 
ment Center  are  as  follows:  (1)  located  at  a 
major  medical  center;  (2)  staffed  by  a 
permanent  team  of  medical  specialists  and 
paramedical  personnel  to  meet  the  patient’s 
total  medical,  social,  and  economic  needs; 
(3)  has  inpatient  service ; (4)  has  outpatient 
service;  (5)  requires  teaching;  and  (6)  re- 
.search  may  be  coexistent  but  not  financed 
by  The  National  Foundation  chapters. 
In  New  York  State,  there  is  a rheumatoid 
arthritis  Special  Treatment  Center  at  Chil- 
dren’s Hospital  in  Buffalo,  sponsored  by  the 
Erie  chapter. 

Characteristics  of  a Chapter  Evaluation 
Clinic  are  as  follows:  (1)  located  at  a com- 
munity general  hospital;  (2)  staffed  by  visit- 
ing specialists  on  a nonpermanent  basis; 
(3)  has  outpatient  service  only;  and  (4) 
encourages  but  does  not  require  teaching. 

These  chapter-supported  centers  and 
clinics  complement  the  Foundation’s  pro- 
gram for  national  grants  to  finance  Clinical 
Study  Centers  in  birth  defects,  arthritis, 
and  poliomyelitis.  Such  centers  not  only 
provide  expert  care  for  patients,  but  are  re- 
quired to  conduct  extensive  research  and 
teaching  programs  at  the  same  time.  In 
New  York  State  there  are  rheumatoid  ar- 
thritis Clinical  Centers  at  the  College  of 
Physicians  and  Surgeons,  Columbia  Uni- 
versity, and  the  University  of  Rochester 
School  of  Medicine  and  Dentistry. 

Through  these  mechanisms,  each  of  our 
chapters  is  offered  a variety  of  ways  to  de- 
vote its  resources  to  the  care  of  individual 
patients. 

As  the  number  of  centers  of  all  three 
types  increases,  so  will  there  be  an  increase 
in  knowledge  as  well  as  improvement  of 
treatment  facilities  and  technics  to  bring  us 
ever  close  to  the  control  of  chronic  crippling 
disease.  No  longer  will  victims  of  birth 
defects  and  arthritis  be  without  a place  to 
turn  for  expert  medical  help.  It  will  be 
virtually  at  their  doorsteps. 
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Meanwhile,  by  continuing  the  tradition  of 
direct  aid  to  patients  and  expanding  it  to 
include  children  afflicted  with  all  types  of 
congenital  defects,  we  are  meeting  a need 
expressed  by  all  experts  in  the  field.  Too 
little  is  being  done  to  help  many  of  these  un- 
fortunate youngsters.  The  National  Foun- 
dation will  concentrate  its  aid  in  areas  of 


unmet  problems  and  will  not  duplicate  assist- 
ance already  being  given  by  the  government 
or  other  agencies. 

We  feel  our  program  is  flexible,  dynamic, 
and  adaptable  to  individual  community 
needs.  We  have  every  reason  to  believe  it 
will  contribute  materially  to  the  solution  of 
the  nation’s  health  care  problems. 


Finality 


There  comes  a time  in  the  course  of  terminal 
illness  when  all  has  been  done  that  can  be 
done.  Nothing  in  the  code  of  ethics  of  the 
medical  profession  states  that  heroic  effort 
to  continue  life  beyond  the  border  of  hope- 
lessness is  required  of  the  physician.  Like- 
wise nothing  in  the  doctrines  of  the  three 
major  world  religions  finds  any  spiritual 
necessity  for  this. 

Scientific  advance  makes  it  now  possible  to 
stop  and  start  the  heart  at  will,  to  bypass  it, 
and  to  substitute  a mechanical  pump  for 
varying  periods  of  time.  Newer  and  more 
powerful  stimulants  and  depressants  can  be 
introduced  into  the  body  rapidly  and  under 


delicate  control.  Where  do  these  methods- 
lead  us? 

In  an  interesting  and  provocative  article  1 
elsewhere  in  this  issue  entitled  “Iatrogenic  i 
Cardiac  Arrest,”  the  author,  Vincent  J. 
Collins,  M.D.,  points  out  the  uses  of  these 
methods  and  warns  against  their  abuses. 

In  the  face  of  the  irrevocable,  no  useful 
purpose  is  served  for  the  patient  or  his 
family  or  for  science  itself  in  the  artificial 
prolongation  of  the  mechanics  of  life.  Ac- 
ceptance then  is  moi’e  seemly  than  the  busy 
work  of  futility. 

Mordant  comment  from  our  readers  on 
this  subject  will  be  welcomed. 
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District 

Branch 

Dale 

Place 

I 

May,  1961 

Rochester 

II 

III  and  IV 

October  29,  30,  and  31,  1961 
( To  be  announced) 

Grossinger’s 

V 

September  8,  9,  and  10,  1961 

Thousand  Island  Club,  Wellesley  Island 
on  Alexandria  Bay 

VI 

October  11,  1961 

Norwich 

VII 

September  21,  1961 

Sheraton  Hotel,  Rochester 

VIII 

September  28,  1961 

Batavia 

IX 

May  8,  1961 

Rochester 

Nilevar 

(BRAND  OF  NORETHANDROLONE) 


■ revives  appetite  ■ increases  iveight 


Newman'  has  reported  an  experience  which  illustrates  the 
gratifying  nutritional  progress  physicians--^  often  find  when 
they  prescribe  Nilevar.  He  states: 

"One  of  the  most  distressing  jobs  on  the  poliomyelitis  ward 
is  the  dietitian’s  because  most  of  the  food  comes  back  un- 
eaten. . . . After  the  administration  of  Nilevar,  the  dietary 
department  and  the  nurses  had  to  have  a conference  about 
who  was  going  to  get  the  second  breakfasts  and  the  mid- 
night meals  ....  there  is  no  doubt  — there  is  a change  in 
appetite.” 

Nilevar  improves  nutrition  not  only  by  increasing  appetite 
but  also  by  giving  specific  anabolic  impetus  to  the  body’s  utili- 
zation of  food.  All  evidence  indicates  that  the  weight  thus 
gained  is  deposited  as  muscle  tissue  so  that  typically  patients 
both  gain  weight  and  retain  weight  with  Nilevar. 

The  usual  adult  dosage  is  30  mg.  daily,  adjusted  to  the 
anabolic  needs  and  the  response  of  individual  patients.  For 


children  the  recommended  daily  dosage  is  0.5  mg.  per  kilo- 
gram or  0.25  mg.  per  pound  of  body  weight. 

Nilevar,  brand  of  norethandrolone,  is  supplied  as  uncoated, 
unscored  white  tablets  of  10  mg.  each;  as  drops  supplying 

0. 25. mg.  per  drop;  and,  for  intramuscular  injection,  ampuls 
of  25  mg.  each. 

e.  D.  S EARLE  & co. 

CHICAGO  80,  ILLINOIS 
Research  in  the  Service  of  Medicine 

1 . N«wmon.  E.  V.:  Proceedings  of  o Conference  on  the  Clinicol  Use  of  Anobolic  Agents: 
Discussion,  Chicogo.  Seorle  Research  Loborotories,  1956.  p.  44. 

2.  Brown.  S.  S.;  Libo.  H.  W..  ond  Nussboum.  A.  H.:  Norethondrolone  in  the  Successful 
Monogemenl  of  Anoreiio  ond  "Weight  Log”  in  Children,  Scientific  Exhibit  presented  at 
the  Annuol  Meeting  of  the  Americon  Acodemy  of  Pediatrics,  Chicago,  Oct.  20-23,  1958. 

3.  Wotson,  R.  N.;  Brodley,  M.  H.;  Collohon,  R.;  Peters,  6.  J.,  and  Kory,  R.  C.:  A Six* 
Month  Evoluotion  of  on  Anobolic  Drug.  Norethandrolone,  in  Underweight  Persons:  1. 
Weight  Coin,  Am.  J.  Med.  26  238  (Feb.)  1959, 
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Patients  you  treat  with  Metahydrin  respond  with  gratifying  benefits. 
Cardiac  patients  can  breathe  more  satisfactorily  and  are  not  so 
quickly  fatigued  by  mild  exertion.  They  maintain  stable  nonedem- 
atous  weight  and,  minus  the  burden  of  edema,  are  better  equipped 
to  withstand  the  stresses  of  daily  living  which  occur  even  in  conva- 
lescence. Hypertensive  patients  enjoy  more  normal  blood  pressures, 
are  relieved  of  headaches,  tachycardia  and  palpitations.  Adjunctive 
antihypertensive  therapies — and  their  well-known  side  effects — can 
be  reduced.  Dietary  salt  restrictions  are  usually  not  necessary,  or 
need  not  be  severe.  In  any  patient  requiring  a diuretic  Metahydrin 
provides  smooth,  adequate  diuresis.  And  because  all  thiazides  are 
not  alike,  the  nature  of  Metahydrin  diuresis  is  more  clinically 
desirable;  it  expels  more  water,  sodium  and  chloride  and  less 
potassium.  In  other  words,  more  benefits,  fewer  troubles. 

I walked 

to  your  office  today!” 


Doctor, 


METAHYDRIN 


META  HYDRIN^,  brand  of  trichlormethiazide,  Lakeside.  Supplied— tablets  of  2 mg.  and  4 
mg.  in  bottles  of  100  and  1000.  Contraindications:  Complete  renal  shutdown;  rising  azotemia 
or  development  of  hyperkalemia  or  acidosis  in  severe  renal  disease. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee  1,  Wisconsin 
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Acute  Myocardial  Infarction  in  Women 
Under  Fifty  Years  of  Age 


NORMAN  S.  BLACKMAN,  M.D.,  AND  YUSUF  KOLOGLU,  M.D.,  BROOKLYN,  NEW  YORK 
{From  the  Departments  of  Medicine,  the  Beekman-Downlown  Hospital,  New  York  City,  and  Brooklyn  Hospital) 


T^iabetes,  hypertension,  and  obesity 
have  been  reported  as  important  fac- 
tors predisposing  women  under  fifty  years  of 
age  to  myocardial  infarction A great 
deal  of  emphasis  has  been  placed  on  these 
factors,  and  in  their  absence  the  disease 
often  has  remained  undiagnosed.  Psycho- 
somatic and  gastrointestinal  disturbances 
have  been  considered  more  likely  possibilities. 
In  addition,  it  has  been  our  impression 
that  the  disease  usually  resulted  in  a clinical 
course  of  rather  moderate  severity  in  this 
group  and  might  be  overlooked.  We  there- 
fore undertook  a review  of  our  cases  of 
acute  myocardial  infarction  in  women  under 
fifty  years  of  age  to  evaluate  the  validity  of 
these  observations  and  impressions. 

Methods  and  Materials 

We  selected  all  the  cases  in  the  Beekman- 
Downtown  Hospital  and  the  Brooklyn 
Hospital  diagnosed  as  acute  myocardial 
infarctions  in  women  during  the  years  of 
1949  to  1959.  We  then  studied  the  records 
of  those  women  who  had  not  reached  their 
fiftieth  year,  eliminating  those  who  did  not 
meet  our  standards  for  such  a diagnosis. 
Our  criteria  consisted  of  characteristic 
clinical  findings  and  serial  electrocardio- 
grams compatible  with  the  diagnosis  to- 
gether with  two  of  the  following:  fever, 
leukocytosis,  an  elevated  sedimentation 
rate,  elevated  serum  glutamic  oxalacetic 


Fig.  1.  Age  incidence  of  345  females  diagnosed  as 
having  acute  myocardial  infarction. 


acid  transaminase,  a history  of  previous 
infarction  or  of  typical  angina  pectoris,  or 
the  diagnosis  demonstrated  at  autopsy. 

Results 

Figure  1 indicates  the  frequency  of  age 
incidence  in  decades  of  345  cases  of  acute 
myocardial  infarction  in  females  in  our 
hospitals  between  1949  and  1959.  Only 
9 per  cent  of  the  entire  group  were  in  their 
fifth  decade.  Figure  2 shows  the  age  of 
occurrence  in  the  36  instances  of  acute 
myocardial  infarction  which  we  studied. 
Ten  patients  were  under  forty-six  years, 
and  not  a single  case  of  infarction  occurred 
before  the  age  of  forty-one  years.  The 
majority  of  infarctions  (72  per  cent)  occurred 
between  the  ages  of  forty-six  and  forty- 
nine  years  inclusive.  We  did  not  find  a 
single  case  of  diabetes  in  any  of  our  patients. 
In  32  patients  there  was  definitely  negative 


3079 


BLACKMAN  AND  KOLOGLU 


Fig.  2.  Ages  of  36  cases  of  acute  myocardial  infarc- 
tion in  females  under  fifty  years. 

information  on  this  point.  In  4 patients 
only  inadequate  data  were  available. 

In  19  instances  the  patients  had  a history 
of  hypertension  (51  per  cent) ; hypertension 
was  associated  with  obesity  in  only  6 cases. 
In  14  cases  (40  per  cent)  the  history  in- 
dicated negative  findings  for  preceding 
hypertension,  and  in  3 instances  no  satis- 
factory record  existed  concerning  this  dis- 
ease. 

It  is  obvious  that  an  accurate  measure- 
ment of  the  height  and  weight  of  acutely  ill 
patients  is  not  obtainable  on  admission. 
Therefore,  the  information  concerning  gen- 
eral body  build  or  obesity  was  derived 
from  the  clinical  impressions  of  the  ex- 
aminer. It  was  noted  that  the  patient  was 


obese  in  only  8 per  cent  of  the  cases.  How- 
ever, it  is  difficult  to  evaluate  accurately  the 
information  obtained  under  the  circum- 
stances we  have  mentioned. 

Although  about  12  per  cent  of  the  general 
admissions  to  our  hospitals  are  Negroes, 
all  of  the  patients  in  this  series  were  of  the 
white  race.  The  majority  of  our  patients 
(20  patients  or  55  per  cent)  w'ere  commer- 
cially employed  at  the  time  of  their  infarc- 
tion. 

Menstruation  was  still  a regular  oc- 
currence in  13  of  the  patients  (36  per  cent), 
and  the  menopause  had  occurred  in  8. 
Hysterectomies  had  been  performed  in 
another  6 patients.  The  important  feature 
of  an  associated  bilateral  oophorectomy 
was  not  recorded  in  the  latter  group,  so 
that  the  endocrine  implications  could  not 
be  ascertained.  In  15  cases  no  menstrual 
histories  were  recorded. 

Table  I indicates  a variety  of  other  data 
associated  with  our  36  cases  of  acute  myo- 
cardial infarction  in  women  under  fifty 
years. 

Comment 

The  high  incidence  of  diabetes  in  young 
women  with  acute  myocardial  infarction 
reported  by  others* was  not  substantiated 


TABLE  I. — Data  Associated  with  36  Cases  of  Acute  Myocardial  Infarction  in  Women  Under 

Fifty  Years 


Clinical  Facts 

Number  of  Cases 

Per  Cent 

History 

Previous  angina  pectoris 

14 

40 

History  of  previous  infarction 

12 

33 

Positive  Bndings  in  family  his- 
tory 

8 

22 

Previous  cerebral  vascular  ac- 
cident 

0 

0 

Findings 

Increased  sedimentation  rate 

29 

75 

Elevated  white  blood  count 

21 

58 

Fever 

23 

64 

Significant  fall  in  blood  pressure 

17 

47 

Congestive  heart  failure 

10 

27 

Respiratory  distress 

13 

36 

Cyanosis 

9 

25 

X-ray  evidence  of  an  enlarged 
heart 

15 

42 

Outcome 

Satisfactory  recovery 

30 

83 

Clinically  improved 

1 

3 

Clincally  unimproved 

1 

3 

Died 

4 

11 
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by  our  experience.  In  several  previous 
studies'’^  the  sample  groups  have  consisted 
overwhelmingly  of  Jewish  women  among 
whom  obesity  and  diabetes  is  relatively 
frequent.  Our  group  contained  only  3 
Jewish  women,  and  in  this  regard  it  is 
probably  a more  representative  sample  of 
the  general  population.  We  are  in  agree- 
ment with  Underdahl  and  Smith^  and  with 
Baker  and  Willius,®  who  found  that 
diabetes  mellitus  was  not  frequent  in  young 
female  patients  with  acute  myocardial 
infarction.  Although  Master,  Back,  and 
Jaffe^  found  an  over-all  incidence  of  diabetes 
in  26  per  cent  of  their  female  patients  of  all 
ages,  they  noted  that  diabetes  was  not  a 
factor  in  the  occurrence  of  coronary  oc- 
clusion in  men  and  young  women. 

In  a previous  study  17  of  26  young 
women  under  the  age  of  forty  years  with 
coronary  artery  disease  were  found  to  have 
hypertension.^  In  another  report  55  per 
cent  of  the  females  under  the  age  of  fifty 
years  with  acute  myocardial  infarction  were 
hypertensive.^  This  incidence  of  hyper- 
tension is  similar  to  our  own  findings  (51 
per  cent). 

None  of  our  patients  had  diabetes;  92 
per  cent  were  not  obese,  and  40  per  cent  did 
not  have  hypertension.  In  our  group  30 
per  cent  had  none  of  these  associated  condi- 
tions. Therefore,  we  cannot  agree  with 
the  previous  concept  that  myocardial  in- 
farction in  these  women  was  unlikely  in  the 
absence  of  diabetes,  hypertension,  and 
obesity. 

Based  on  the  study  of  the  clinical  facts 
(Table  I),  it  was  felt  that  the  disease  process 
I was  usually  of  moderate  clinical  severity. 
There  were  30  instances  of  satisfactory  re- 
covery, a recovery  rate  of  83  per  cent,  with  a 
mortality  of  only  1 1 per  cent.  In  13  cases  no 
temperature  rise  was  noted,  and  in  19  a sig- 
nificant fall  in  the  blood  pressure  was  not 
found.  Only  10  cases  went  into  congestive 
heart  failure,  and  these  were  quite  mild, 
responding  readily  to  therapy.  In  general, 
the  electrocardiographic  changes  were  not 
extensive.  It  was  noted  that  S-T  and  T- 


wave  changes  in  the  electrocardiogram, 
compatible  with  the  clinical  and  electrocar- 
diographic diagnosis  of  acute  myocardial  in- 
farction, were  present  in  all  cases. 

For  many  years  it  has  been  recognized 
that  men  under  fifty  years  of  age  are  afflicted 
much  more  frequently  with  acute  myf)cardial 
infarction  than  are  women  of  comparable 
age.  This  observation  has  given  rise  to 
various  speculations  concerning  physiologic, 
social,  and  economic  differences  between  the 
sexes.  The  study  of  the  caliber  of  the  cor- 
onary blood  vessels,  hormonal  influences,®"* 
effects  of  excessive  smoking,  and  the  stresses 
of  competition  in  modern  industry  have  all 
been  thought  to  predispose  to  coronary 
artery  disease. 

The  majority  of  the  women  with  myo- 
cardial infarction  whom  we  studied  were 
employed  in  industry  or  commerce  (55  per 
cent).  It  seems  likely  that  these  women 
were  actually  subject  to  the  same  vicissitudes 
of  competitive  strain,  comparable  in  de- 
gree to  their  male  counterparts.  Since  the 
great  majority  of  women  in  the  general 
population  are  housewives,  the  high  inci- 
dence of  those  employed  in  industry  is  of 
interest.  However,  our  sample  group  was 
highly  selective  because  the  Beekman- 
Downtown  Hospital  is  located  in  the  lower 
part  of  Manhattan  where  a large  concentra- 
tion of  personnel  is  commercially  employed. 
In  only  14  instances  was  the  occupation  given 
as  “housewife,”  and  in  2 cases  no  occupa- 
tional history  was  obtained.  Whether  or 
not  modern  industrial  and  commercial  stress 
may  have  been  a contributory  factor  in  pre- 
cipitating myocardial  infarction  in  these 
women  is  a subject  which  should  be  further 
studied.  Any  conclusions  based  on  our 
sample  group  would  seem  highly  biased. 

Autopsy  material  studied  by  .some 
authors* showed  myocardial  infarction 
more  frequently  in  Negro  women  than  in 
white  women.  When  all  age  groups  are 
considered,  this  may  be  true  at  autop.sy, 
but  our  data  indicate  that  under  the  age  of 
fifty  years  myocardial  infarction  in  Negro 
women  is  either  infrequent  or  is  clinically 
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unrecognized.  It  has  been  reported  that 
chest  pain  is  not  usual  in  Negroes  with 
myocardial  infarction,  and  that  the  common 
presenting  feature  is  cardiac  decompensa- 
tion. “ 

The  greatest  incidence  of  myocardial 
infarction  in  women  is  known  to  occur  in 
the  sixth  and  seventh  decades, and 
this  was  confirmed  by  our  statistics.  The 
incidence  of  acute  myocardial  infarction  in 
women  under  the  age  of  fifty  years  as  com- 
pared with  women  in  the  older  age  groups 
has  been  found  by  others  to  be  13  per  cent,^ 
12  per  cent,^^  and  7 per  cent.^^  We  found 
that  9 per  cent  of  our  women  with  infarction 
were  under  the  age  of  fifty  years.  However, 
among  our  patients  there  were  none  under 
the  age  of  forty-one  years.  Infarction  in 
women  under  the  age  of  forty  years  has  been 
reported, but  it  is  indeed  quite  rare. 
Physiologic  menopause  usually  occurs  be- 
tween forty-five  and  fifty  years,  the  average 
occuring  at  forty-seven  years  of  age.^^  On 
the  basis  of  our  age-distribution  curve,  72 
per  cent  of  our  cases  under  fifty  years  of 
age  and  97  per  cent  of  women  of  all  ages 
with  infarction  were  over  forty-six  years  old. 
It  is  obvious  that  in  the  vast  majority  of  our 
cases  female  hormone  production  was  di- 
minishing or  had  ceased  entirely  at  the  time 
of  the  infarction. 

Summary 

1.  Acute  myocardial  infarction  is  not 
frequent  in  women  under  the  age  of  fifty 
years.  In  two  hospitals  only  9 per  cent  of 
345  women  of  all  ages  with  infarction  were 
in  this  age  group. 

2.  A majority  of  women  in  our  series 
(55  per  cent)  were  employed  in  industry. 

3.  The  impression  that  this  disease  in  this 
age  group  in  the  female  is  generally  of  mild- 
to-moderate  severity  seemed  to  be  confirmed. 


There  was  an  over-all  mortality  of  11  per 
cent. 

4.  Not  a single  case  of  diabetes  mellitus 
was  observed  in  our  group,  40  per  cent  of  our 
cases  did  not  have  hypertension,  and  obesity 
judged  by  clinical  impression  was  not  com- 
mon (8  per  cent).  All  three  of  these  condi- 
tions were  absent  in  30  per  cent  of  our 
patients.  Therefore,  this  disease  in  women 
under  fifty  years  should  not  be  considered  as 
unlikely  merely  because  it  is  not  associated 
with  hypertension,  obesity,  or  diabetes. 
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^ I ''he  results  that  might  be  expected  from 
posterior  laminectomy,  dentate  ligaraent 
section,  facetectomies,  and  posterior  fusions 
of  the  cervical  spine  have  been  well  docu- 
mented in  recent  years. 

Yuhl  et  al.^  studied  32  patients  with  syn- 
dromes of  chronic  midline  cervical  disk  pro- 
trusion associated  with  osteophytosis  and 
noted  that  sectioning  of  the  dentate  liga- 
ments with  extensive  laminectomy  produced 
improvement  in  only  37  per  cent,  Avhile 
53  per  cent  exhibited  no  improvement. 
They  felt  that  the  practical  criterion  of 
success  was  merely  arrest  of  the  progression 
of  the  disease.  It  was  their  impression  that 
fusion  might  improve  the  results.  Haynes^ 
reported  33  cases  of  “soft”  cervical  disk 
disease  and  noted  92  per  cent  improvement. 
He  described  2 patients  on  whom  fusions 
were  done  and  who  progressed  very  well. 
Spurling^  analyzed  61  operative  cases  and 
reported  45  per  cent  excellent  results.  Braaf 
and  Rosner"*  analyzed  10  cases  and  noted  no 
material  relief  from  operative  intervention 
in  one  half  of  them.  Recently  Teng^  re- 
ported a considerable  number  of  cases  who 
received  extensive  laminectomies,  section 
of  the  dentate  ligaments,  and  osteophyte 
excisions,  with  only  about  30  per  cent  favor- 
able results.  Odom,  Finney,  and  Woodhall® 
reported  57  per  cent  satisfactory  results 
for  the  “soft  midline  protrusion”  and  only 
6 out  of  11  satisfactory  results  in  cervical 
spondylosis.  Friedenberg,  Broder,  and 
Edeiken,^  using  case  material  at  the  Uni- 
versity of  Pennsylvania,  noted  that  current 
methods  of  therapy  resulted  infrequently 
in  lasting  relief.  Recurrence  was  common 
from  both  operative  and  nonoperative  pro- 
cedures using  the  posterior  approach.  There 


were  no  anterior  decompressions  and  fusions 
in  this  series.  In  15  patients  who  under- 
went laminectomies  only  9 were  improved, 
while  2 were  unchanged  and  3 were  made 
worse.  These  results  led  Cleveland*  to 
state  that  the  surgical  treatment  for  the 
cervical  syndrome  is  generally  a last  resort 
and  should  be  used  “only  after  non-surgical 
treatment  fails.” 

The  general  belief  at  the  present  time  is 
that  the  posterior  cervical  laminectomy  ap- 
proach is  technically  difficult  and  in  many 
instances  hazardous.  The  posterior  pro- 
cedures involve  deep  muscle  splitting,  partial 
or  complete  excision  of  the  laminal  arches, 
and  are  often  accompanied  by  excessive 
epidural  venous  bleeding.  Additional  neu- 
rologic injury  may  result  from  instrumenta- 
tion, retraction,  or  rotation  of  the  spinal 
cord.  The  convalescence  is  long,  and  per- 
manent partial  disability  may  be  marked. 
The  excision  of  the  disk  itself,  together  with 
facetectomy,  when  coupled  with  removal  of 
the  posterior  elements,  can  result  in  sympto- 
matic instability  of  the  vertebrae.®’® 
Stuck””’'*  and  Cloward®”®  believe  that  the 
deep-muscle  splitting  of  the  posterior 
muscles  might  disturb  the  righting  reflexes 
of  the  individual.  Epstein  and  Davidoff* 
have  previously  emphasized  the  great  need 
for  avoiding  any  type  of  pressure  from 
instrumentation  in  cervical  laminectomies. 

The  afore- mentioned  facts  render  the 
following  quotation  particularly  pertinent 
to  this  problem. 

There  is  a danger  of  becoming  overly 
enamored  with  the  craftsmanship  involved  and 
of  being  reluctant  to  adopt  new  methods.  The 
decision  as  to  what  operation  should  be  per- 
formed may  be  made  on  the  basis  of  what 
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operation  the  surgeon  does  best  and  most 
expertly,  instead  of  what  operation  would  be 
best  for  the  patient.  When  this  happens  and 
when  a technique  has  become  standardized  too 
rigidly,  the  operation  may  become  a mere 
corollary  of  the  diagnosis.  In  such  cases,  the 
reflex  centers  of  the  hand  have  taken  control. 
It  is  the  hand  that  guides  the  mind.  In  many 
fields  our  standardized  techniques  should  be 
re-evaluated  in  the  light  of  modern  insight 
into  the  physiology  or  natural  history  of  the 
disease.  Oftentimes  such  re-evaluation  can 
lead  to  modified  or  new  techniques  with 
reduction  in  operative  morbidity.  Familiarity 
with  a technique  should  not  have  undue  in- 
fluence on  the  choice  of  operation.  It  is  the 
mind  that  should  guide  the  hand.*® 

Fusions 

Cervical. — Jones,  of  the  University  of 
California,  previously  had  noted  that  cer- 
vical posterior  spinal  fusions,  by  absolute 
immobilization  of  the  involved  segments, 
after  periods  of  from  one  to  two  years, 
would  halt  not  only  the  progressive  forma- 
tion of  osteophytes,  but  also  would  actually 
result  in  the  atrophy  not  only  of  the  spurs 
but  also  of  the  vertebral  bodies  themselves. 
Motion  studies  of  such  fused  spines,  pre- 
operatively,  usually  reveal  that  the  dis- 
eased disk  level  is  already  relatively  im- 
mobile and  that  the  stress  of  motion  has  al- 
ready been  transferred  to  higher  and  lower 
levels.  Thus,  by  producing  absolute  im- 
mobilization via  a fusion,  one  does  not  sub- 
ject the  adjacent  levels  to  any  strain  that 
would  not  have  been  placed  on  them  if 
fusion  had  not  been  performed.  This 
relative  immunity  of  the  unfused  and  asymp- 
tomatic levels  to  fusions  around  them 
has  been  corroborated  by  other  ob- 
servers.®“*^'**~^° 

Anterior. — Anterior  fusion  also  widens 
the  intervertebral  space  and  thus  decreases 
compression  on  the  neuroforamen.  This 
distraction,  however,  was  found  by  Derey- 
maeker  not  to  correlate  positively  with  the 
relief  of  symptoms.*®’*®  The  anterior  disk 
excision  and  fusion  markedly  shortens  the 


time  which  would  have  been  necessary  to 
elapse  before  active  reabsorption  of  the 
slowly  protruding  nuclear  material  could 
be  accomplished.®”  It  appears  more  logical 
to  fuse  the  anterior  weight-bearing  and 
supportive  structures  than  the  posterior 
protective  elements.  Cloward®’*”  has  fur- 
ther confirmed  the  statement  that  the  ante- 
rior fusion  prevents  the  enlargement  of 
osteophytes.  Furthermore,  once  stability 
is  established  by  anterior  fusion,  the  way  ; 
is  still  open  for  laminectomy,  decompression, 
and  foraminotomy  should  the  need  arise.  ' 
The  only  obvious  disadvantage  to  the  an- 
terior approach  is  that  it  does  not  enable 
the  surgeon  to  perform  an  adequate  ex- 
ploration in  the  sense  of  verifying  a diag- 
nosis. 

Disk  Diseases 

Recently  Bailey  and  Badgley®’  have 
emphasized  that  the  pathologic  events  in 
the  more  common  forward  flexion  injuries 
include  possible  disruption  of  the  interverte- 
bral disk.  They  report  a case  in  which  the 
disk  had  become  fragmented  and  eventually 
caused  the  delayed  appearance  of  sympto- 
matic instability.  Cloward’s®®  recent  dis- 
cogram  and  injection  studies  of  the  cervical 
spine  in  live  patients,  in  disclosing  the  fact  f 
that  polyradicular  syndromes  of  the  ex- 
tremities and  spine  can  arise  from  mere  dis- 
tention of  the  disks,  affords  us  the  basis  on 
which  to  postulate  a “discal”  origin  of  pain. 

It  is  important  for  the  clinician  to  recog-  ; 
nize  that  nuchal,  scapular,  suboccipital, 
brachialgic  syndromes,  as  has  been  so  well 
elucidated  in  the  past  by  Keegan,®”  are  not 
the  only  symptoms  that  are  typical  of  cer- 
vical discopathy.  Schultz  and  Semmes®^ 
have  recognized  that  facial  pain,  increased  * 
lacrimation,  and  supraorbital,  maxillary, 
temporal,  and  other  syndromes  that  mimic  j 
superficially  a “tic  douloureux”  pattern  can  i 
be  due  to  cervical  discopathy.  They  have  i 
reported  a case  of  a proved  fifth  to  sixth  V 
cervical  vertebral  protrusion  that  was  de-  ■ 
monstrable  on  myelogram  in  which  the  pa-  ■ 
tient  experienced  marked  relief  on  traction.  ■ 
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Nay  lor  collected  34  cases  of  cervical  hyper- 
trophic arthritis  and  found  that  otalgia  and 
; headache  were  very  common.  Two  of  his 
; patients  exhibited  an  obvious  causal  rela- 
tionship between  an  episode  of  trauma  and 
the  onset  of  symptoms.  Elridge  and  Li^® 
i reported  a case  of  apparent  tic  douloureux, 
in  which  the  patient  exhibited  decreased 
I sensitivity  of  the  cornea,  absent  corneal 
reflexes,  anesthesia  in  the  cheek  and  tongue, 
j and  observed  return  of  the  sensibility  to  the 
tongue  and  face  on  the  second  postoperative 
I day  after  a laminectomy  at  the  fourth  to 
j fifth  cervical  level.  Judovich  and  NobeP^ 
also  have  observed  that  atypical  facial 
' neuralgia  is  very  common  with  cervical  disk 
disease,  and  traction  usually  gives  marked 
relief. 

; Raney  and  Raney^®  reported  a patient,  a 
' forty-seven-year-old  white  male,  with  left 
temporal  and  frontal  headache,  tenderness 
of  the  left  side  of  the  neck,  absence  of 
motion  of  the  lower  cervical  segments,  a 
narrow  seventh  cervical  to  first  thoracic 
disk  space,  pain  in  the  left  shoulder  and 
third  and  fourth  digits  of  the  left  hand,  pain 
in  the  left  side  of  the  nose,  pain  in  the  left 
j nasomaxillary  region,  and  recurring  pain  in 
the  second  incisor  tooth  that  was  relieved 
\ by  multiple  episodes  of  traction.  A lami- 
j nectomy  revealed  protrusions  involving  the 
i seventh  and  eighth  cervical  roots.  The 
patient  became  completely  asymptomatic 
about  four  months  postoperatively.  These 
authors  concluded  that  post-traumatic  head- 
ache is  quite  commonly  associated  with 
cervical  disk  aberrancies  and  that  there 
is  no  justification  for  ascribing  post-trau- 
matic headache  routinely  to  damage  to 
the  intracranial  structures.  Braaf  and  Ros- 
ner“  have  reiterated  recently  that  this  fre- 
quency of  irritative  lesions  of  the  cervical 
nerve  roots  is  a cause  of  headache.  The 
anatomic  explanation  for  the  association  of 
cervical  disk  disease  and  cranial  and  facial 
dysesthesias  is  explained  adequately  either 
as  resulting  from  connections  between  the 
dorsal  horns  of  the  upper  cervical  segments 
with  the  descending  portion  of  the  trigeminal 


Fig.  1.  Anatomic  structures  encountered  in 
anterior  approach  to  lower  cervical  disk.'®'*® 


nucleus®^  or  as  due  to  connections  between 
the  cervical  disk  and  the  sympathetic 
nervous  system  that  sends  branches  to  the 
sympathetic  plexus  over  the  cranial  ves- 
sels. 24.31-33 

Bartschi-Rochaix®'*’®®  professor  of  neu- 
rology at  the  Berne  (Switzerland)  University 
Medical  School  has  described  a syndrome  or 
“cervical  migraine.”  This  originates  in  one 
vertebral  artery  and  this  ischemia  may  be 
caused  by  subluxations  of  the  vertebrae, 
exostoses,  or  other  anatomic  changes,  such 
as  perivascular  edema.  The  chief  symp- 
toms are  cervical  pain,  brachialgia,  cephal- 
gia, vertigo,  tinnitus,  and  other  symptoms 
of  fifth  and  eighth  cranial  nerve  irrita- 
tion.®^'®® 

Dereymaeker^®'^®  has  explained  these 
symptoms  as  being  related  possibly  to 
phenomena  resulting  from  possible  irritation 
of  the  radicular  segmental  arteries  that 
causes  a segmental  spasm  of  these  arteries. 
Sheehan,  Bauer,  and  Meyer®®  have  de- 
scribed many  apparently  bizarre  and  atyp- 
ical cranial  and  facial  symptoms  under  the 
heading  of  “spondylotic  vertebral  artery 
compressions”  and  have  suggested  fusion. 
Powers,  Drislane  and  Nevins®^  similarly 
have  documented  such  symptoms  as  having 
been  correlated  with  vertebral  artery  ob- 
structions related  to  spasm  of  the  scalenus 
anticus. 

Further  clinical  proof  of  this  relationship 
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Fig.  2.  Diagrammatic  representation  of  Cloward- 
type  dowel  graft. 

between  the  cervical  disk  and  facial  and 
cranial  pains  is  that  both  anterior  decom- 
pressions'^*”"*^  and  posterior  decompres- 
sions^®'^®’^®  have  produced  a dramatic  dis- 
appearance of  these  symptoms.  It  should 
be  noted  that  various  dysphagic  symptoms 
can  also  be  relieved  through  this  anterior 
decompression  and  fusion  procedure.^® 


Management 

Since  it  was  recognized  that  the  vast 
majority  of  etiologic  lesions  are  anterior, 
either  in  the  disk  itself  or  intimately  con- 
nected with  it,  and  that  the  posterior  ap- 
proach offers  disadvantages,  as  had  been 
well  documented,  it  was  inevitable  that 
ultimately  some  spinal  surgeon  would  de- 
velop the  anterior  fusion  and  decompression 
treatment.  A stronger  and  more  efficient 
spine  could  be  obtained  by  fusing  two  ad- 
jacent vertebrae  over  one  intervertebral 
space  than  by  attempting  to  fuse  the  lamina 
and  spinous  processes  across  three  or  more 
joints.®'^®  Robinson  and  Smith"*®  in  resur- 
recting the  original  work  of  Chivanois  in 
1893,  developed  a .safe  anterolateral  ap- 
proach to  the  cervical  spine  (Fig.  1). 

In  1955  Smith  and  Robinson®®  reported  8 
patients  who  exhibited  very  significant 
improvement  from  anterior  cervical  disk 
excision  followed  by  anterior  fusion.  These 
patients  improved  without  removal  of  the 
osteophytes.  Three  of  the  patients  were 
classified  as  having  excellent  results.  Two 


Fig.  3.  Coring  drill  forming  tunnel  through  disk 
and  vertebrae  through  which  all  fragments  of  disk 
and  most  of  spurs  may  be  removed. 


patients  with  ventral  paralysis  exhibited 
marked  improvement  about  two  months 
postoperatively.  The  “good”  patients  were 
able  to  return  to  work  but  complained  of 
residual  discomfort  in  the  shoulder  and  to  the 
arm.  In  1958  Cloward®  *®  reported  another 
series  of  dramatic  results  using  the  anterior 
approach,  but  employing  dowel  iliac  grafts 
that  were  Inserted  into  a precut  osseous 
and  disk  tunnel  (Fig.  2).  This  osseous 
tunnel  was  used  to  decompress  the  cord 
anteriorly  and  to  remove  any  osteophytes 
or  loose  fragments  (Fig.  3).  In  more  than 
300  anterior  cervical  procedures,  Cloward 
noted  only  1 case  of  postoperative  quad- 
riplegia,  and  this  complication  occurred  be- 
fore the  technical  aspects  had  been  per- 
fected. In  the  same  year,  Dereymaeker,*® 
utilizing  the  basic  Robinson  technic,  re- 
ported a series  of  34  patients  and  noted 
similar  good  re.sults.  He  claimed  that  the 
only  category  of  neurologic  involvement  that 
did  not  seem  to  improve  was  that  showing 
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Fig.  4.  Anterior  approach  to  lower  cervical  verte- 
brae via  longitudinal  incision.'*''® 


the  pattern  of  amyotrophic  lateral  sclerosis. 

Dereymaeker  performed  a Robinson  type 
of  operation  for  an  upper  extremity  radicular 
syndrome  with  excellent  results.  He  used 
the  approach  illustrated  in  Figures  1 and 
4.  Figures  5 and  6 illustrate  the  details 
of  his  procedure.  Of  15  patients  with  com- 


bined upper  extremity  radicular  and  also 
medullary  compression  syndromes,  7 cases 
showed  relative  improvement  and  5 dramatic 
improvement.  In  cases  with  medullary 
compression  the  duration  of  the  symptoms 
determines  the  prognosis.  Early  surgery  is 
necessary  to  prevent  irreparable  neurologic 
damage.  There  were  no  deaths,  no  shock, 
and  all  of  the  patients  exhibited  a smooth 
postoperative  course.  Two  patients  de- 
veloped a dysphonia  with  eventual  improve- 
ment in  speech.  One  case  exhibited  a 
Horner’s  syndrome.  One  case  exhibited  a 
delayed  hemorrhage  of  the  jugular  vein 
which  resulted  in  a hematoma  causing  pres- 
sure on  the  brachial  plexus.  His  follow-up 
intervals  were  fifteen  months  to  three  and 
one-half  years,  and  no  cases  developed 
arthritic  symptoms  above  the  fused  levels, 
even  though  two-  and  three-level  fusions 
were  done.  In  analyzing  his  cases,  Derey- 
maeker felt  that  mere  disk  excision  and 
fusion  could  not  explain  adequately  some  of 
the  dramatic  results.  He  felt  that  the 
explanation  probably  lies  in  the  effect  of 
the  operation  on  the  radicular  segmental 
vessels,  in  that  the  absence  of  all  motion 
abolishes  any  irritative  spasm  of  the  spinal 
vessels  and  thus  improves  the  circulation  to 
the  spinal  cord  and  lower  medulla  oblongata. 


Fig.  5.  (A)  Diagnostic  saline  injection  test  and/or  discogram.  (B)  Incision  of  annulus  prior  to  curette 

ment  of  disk  space.'*''® 
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It  would  appear  from  the  recent  researches 
of  Sheehan,  Bauer,  and  Meyer®®  and  Powers, 
Drislane,  and  Kevins®^  that  this  aspect  of 
the  problem  has  been  greatly  neglected,  and 
that  it  is  not  so  much  the  neural  elements 
that  must  be  protected  by  a stabilization 
of  the  cervical  spine  but  the  vascular  ele- 
ments, such  as  the  vertebral  artery. 

Cloward®'^®  stated  that  all  disk  lesions, 
whether  “soft”  or  hard”  could  be  treated 
through  the  anterior  approach.  He  em- 
phasized that  the  position  of  the  protrusion 
was  of  no  significance,  whether  lateral  or 
otherwise,  since  the  same  approach  to  each 
lesion  is  equally  effective.  Robinson  em- 
phasized that  if  a surgeon  should  attack  the 
soft  disk  posteriorly,  especially  when  a 
facetectomy  was  performed,  an  anterior 
fusion  should  be  performed  three  weeks 
later,  rather  than  waiting  for  the  appearance 
of  symptoms  of  instability.®^  Stuck“~®® 
believes  that  the  anterior  approach  has  made 
the  distinction  between  hard  and  soft 


lesions  pedantic  and  impractical,  as  in  many 
cases  it  is  difficult  to  say  where  the  hard  disk 
begins  and  the  soft  disk  ends.  Sir  Walter 
Mercer®®  reported  recently  before  the  New 
York  Academy  of  Medicine  that  shoulder 
pain  due  to  cervical  osteoarthritis  was  re- 
lieved dramatically  by  anterior  cervical 
fusion.  In  1958  Cloward®  reported  that  42 
out  of  47  patients  attained  complete  relief 
and  5 patients  were  improved.  Twenty  of 
his  28  patients  with  positive  neurologic 
findings  recovered  completely.  In  this 
group,  only  6 patients  exhibited  normal 
x-ray  findings,  and  the  most  common  level 
of  involvement  was  at  the  fifth  to  sixth 
cervical  vertebrae.  But  there  were  also 
cases  at  the  third  to  fourth  and  the  fourth 
to  fifth  cervical  vertebrae.  He  cites  a 
patient,  age  seventy-three,  who  felt  much 
improved  after  a two-level  fusion.  Pa- 
tients were  ambulatory  in  twenty-four  hours. 
They  usually  left  the  hospital  in  three  or 
four  days.  JMost  of  the  cases  showed 
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roentgenographic  evidence  of  fusion  in  from 
six  to  eight  weeks.®’’® 

In  May  of  1960,  Robinson^^  reported  that 
61  of  64  patients  (which  included  68  fused 
levels)  were  improved  significantly.  Seven 
cases  were  no  better  (poor).  Forty-four 
of  the  patients  on  whom  operations  were 
performed  showed  “very  good  results.” 
Eight  of  this  series  of  44  patients  complained 
of  suboccipital  headache,  and  some  still 
experienced  a low  neck  ache.  Only  3 
of  the  68  fused  levels  developed  nonunion. 
An  injury  was  involved  in  40  of  the  64 
cases.  The  duration  of  symptoms  was 
from  nine  months  to  twenty  years.  In  12 
patients  litigation  or  compensation  gains 
were  involved.  Fifty-one  of  the  patients 
presented  the  chief  complaint  of  neck  pain, 
and  32  complained  of  occipital  pain.  In 
none  of  these  cases  were  the  osteophytes 
removed,  and  Robinson  has  quoted  cases 
where  he  actually  has  observed  myelo- 
graphic  evidence  of  osteophytes  disappear- 
ing in  the  postoperative  state. 

In  1960  Stuck”“’^  reviewed  75  fusions 
performed  between  May  14,  1958,  and 
October  17,  1959.  Fifty  per  cent  of  the 
patients  were  “very  good” — at  work  with  a 
minimum  of  symptoms.  Seventeen  per 
cent  were  “good” — at  work  with  few  symp- 
toms. Eight  of  the  patients  were  classified 
in  the  category  in  which,  although  they  were 
benefited  by  operation,  they  would  never 
be  gainfully  employed  because  of  paralysis 
or  emotional  disturbance. 

He  found  that  on  further  follow-up,  73 
per  cent  of  this  group  could  be  classified  as 
excellent  results.  The  mechanisms  of  in- 
jury observed  in  his  series  included  “rear- 
end  collisions,”  auto  crashes,  falls  with  in- 
jury to  the  neck  or  head  or  shoulders,  and 
blows  on  the  neck,  head,  or  shoulders. 
The  levels  operated  on  included  the  third  to 
fourth  down  to  seventh  cervical  and  the 
first  dorsal  vertebrae.  None  of  the  cases 
were  made  worse.  It  is  Stuck’s  general 
experience  that  one  may  expect  80  per  cent 
immediate  good  results  postoperative ly  and 
that  those  who  do  not  show  immediate  re- 


sults will  improve  in  the  passing  months. 
Postoperative  x-ray  films  are  illustrated  in 
Figure  7. 

Hall  and  HalP®  have  performed  this  same 
operation  on  50  patients  and  only  2 of  these 
have  not  shown  the  general  over-all  result 
that  is  expected.  They  believe  that  the 
anterior  approach  is  “two  hundred  per  cent 
better  than  what  one  could  expect  from  the 
posterior  approach.”  Solovieff^^  has  oper- 
ated on  5 patients  with  good  results.  In  2 
patients  reoperation  was  necessary  because 
of  the  migration  of  the  grafts,  but  this  did 
not  affect  the  ultimate  very  dramatic, 
symptomatic  relief.  Thomasson^®  has  oper- 
ated on  4 patients  with  none  of  these  compli- 
cations. All  of  his  patients  have  been  grate- 
ful for  their  relief.  Headache  and  low  back 
pain  with  radiating  lower  extremity  pain 
were  noted  by  Thomasson  to  be  relieved 
concomitantly  with  cervical  procedures,  as 
well  as  the  usual  cervical  radicular  syn- 
dromes. 

In  the  period  from  January  to  June,  1960, 
the  author  was  able  to  review  personally  20 
cases  operated  on  by  Paul  H.  Harmon,  M.D., 
and  Monte  R.  Steadman,  M.D.®®  These 
cases  included  patients  with  a history  of 
injury  and  of  the  general  nature  of  those 
described  by  Stuck.  The  age  groups 

ranged  from  thirty  to  sixty  years.  None  of 
the  patients  were  worse.  Almost  all  the 
patients  felt  some  degree  of  improvement, 
and  in  many  cases  this  was  noted  on  awaken- 
ing from  the  anesthesia.  None  of  these 
cases  had  removal  of  the  vertebral  foraminal 
osteophytes.  Seventeen  of  the  patients  re- 
ported at  least  75  to  85  per  cent  relief. 
The  conditions  of  2 patients  in  this  series 
were  caused  by  rear-end  collisions.  One  of 
the  patients,  who  has  an  excellent  and  al- 
most 100  per  cent  relief  of  symptoms,  had 
experienced  these  same  symptoms  for  about 
fifteen  years.  Another  patient,  aged  fifty- 
four,  with  severe  headaches,  facial  pares- 
thesias, neck  pain,  finger  paresthesias,  and 
so  forth,  which  had  not  responded  to  two 
years  of  treatment  following  a rear-end 
collision,  expressed  almost  99  per  cent  re- 
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Fig.  7.  (A)  Stuck-type  fifth  to  seventh  cervical  vertebral  dowel  interbody  fusion.  {B)  Fifth  to  seventh 

cervical  intervertebral  body  fusion  by  Cloward  dowel  method. 


lief.  Nonunion  was  noted  in  1 case,  and 
reoperation  with  an  additional  level  of  disk 
excision  gave  further  relief.  Postoperative 
x-ray  films  are  shown  in  Figure  8. 

Stuck"  has  noted  that  if  one  confines  him- 
self to  the  Cloward  form  of  procedure, 
only  two  levels  should  be  dowelled  at  one 
operation,  whereas  the  Robinson  type  of 
procedure  allows  for  multiple-disk  excisions 
and  fusions  without  sacrifice  of  the  crucial 
osseous  scaffolding. 

Adams^*  has  performed  27  anterior  disk 
exci.sions  and  interbody  fusions.  The  long- 
est follow-up  is  three  and  a half  years. 
All  of  the  patients  have  done  extremely  well 
except  for  1 who  still  complains  of  consider- 
able neck  and  shoulder  pain.  This  same 
patient  had  lost  the  paresthesias  and  other 
brachialgic  symptoms.  Of  the  27,  80  per 
cent  are  completely  relieved,  and  20  per  cent 
are  largely  relieved  but  may  occasionally 
have  .some  active  cervical  discomfort.  He 


states  that  the  anterior  procedure  is  a “far 
superior  procedure  to  the  posterior  ap- 
proach.” 

Recently  Taylor^  ^ has  been  able  to  study 
12  patients  following  anterior  cervical  disk 
excisions  and  fusions  using  the  Harmon 
modification  of  the  Robinson  approach. 
Almost  all  of  these  patients  exhibited  a 
characteristic  radicular  syndrome  including 
cephalalgia,  nuchalgia,  and  brachialgia.  All 
of  these  patients  had  a previous  lami- 
nectomy at  one  or  more  levels.  As  of  this 
date,  11  of  these  12  patients  show  fusion  on 
roentgenography,  and  in  1 patient  it  is  too 
early  to  determine.  Almost  all  of  these 
operations  have  been  very  satisfactory  as 
far  as  the  relief  of  pain  is  concerned.  It 
should  be  noted  that  1 patient  was  diag- 
nosed previously  as  exhibiting  “multiple 
sclerosis”  and  had  been  followed  for  fifteen 
years.  This  patient  had  developed  a para- 
lytic bladder,  a marked  residual  amount  of 
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Fig.  7.  {Continued).  (C)  Third  to  fourth  cervical  Vertebral  fusion.  (D)  Fifth  to  seventh  cervical 
intervertebral  body  fusion  for  past  laminectomy  instability.  {Permission  of  Ralph  Stuck,  M.D.) 


urine,  a spastic  left  lower  extremity,  and  a 
flaccid  right  upper  extremity.  At  the 
present  time,  this  patient  has  noted  a 
definite  return  of  bladder  control  and  is 
symptomatically  much  relieved,  following  a 
fourth  through  seventh  cervical  vertebral 
fusion.  It  should  be  noted  that  3 of  these 
postlaminectomy  patients  had  received  a 
trial  period  of  skeletal  traction,  and  the 
symptoms  either  occurred  again  or  Avere 
intractable  or  irreversible  with  other  meth- 
ods of  conservative  treatment.  One  patient 
had  had  three  laminectomies  before  and 
another  patient  had  had  two  previous 
cervical  laminectomies.  Taylor  found  that 
the  headache  disappeared  following  the 
disk  excision  and  stabilization  procedure 
Avhen  there  Avas  evidence  of  foraminal  en- 
croachment by  the  osteophytes.  He  re- 
ported a patient  Avho  exhibited  tinnitus  for 
many  years  and  Avho  subsequently  noticed 
the  disappearance  of  this  folloAving  the 


anterior  procedure.  Of  this  group  of  12 
patients,  3 complained  of  Ioav  back  pain  and 
loAver  extremity  radiation  prior  to  the  an- 
terior procedure.  All  of  the  patients  in 
this  group  appeared  to  exhibit  a definite 
amelioration  in  their  lower  extremities 
and  low  back  complaints  following  the 
cervical  operation.  The  only  persisting 
problem  in  this  group  of  12  patients  has 
been  that  4 of  them  still  complain  of  an  ill- 
defined  pain  over  the  medial  aspect  in  the 
suprascapular  area.  All  of  Taylor’s  pa- 
tients have  been  satisfied  Avith  the  results  of 
their  operations. 

Pietrobono^®  has  been  able  to  observe  11 
patients  following  the  anterior  procedure. 
Very  satisfactory  results  were  obtained  in  6. 
One  patient’s  postoperative  course  was  com- 
plicated by  an  esophageal  perforation  and 
subsequent  suppurative  complications.  Pi- 
etrobonno  and  his  colleagues  have  noted 
that  there  is  an  absorption  and  loosening  of 
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Fig.  8.  (^)  Fifth  to  sixth  and  sixth  to  seventh  cervical  vertebral  fusion  of  anterior  third  of  disk  space 

only  followed  by  good  result.  {B)  Fourth  to  seventh  cervical  Harmon-type  intervertebral  body  fusion  fol- 
lowed by  dramatic  relief  of  symptoms. “ 


the  grafts  at  about  two  to  three  weeks  post- 
operatively  and,  therefore,  they  feel  that 
Minerva  jackets  are  indicated  following  this 
procedure.  They  had  observed  1 case  with 
the  typical  posterior  cervical  sympathetic 
syndrome,  the  so-called  Barre-Lieou  syn- 
drome,and  its  response  following  an  an- 
terior cervical  disk  excision  and  fusion.  This 
patient  complained  of  tinnitus,  amblyopia, 
numbness  of  the  face,  and  swelling  of  one 
side  of  the  face  and  actually  had  to  remove 
his  collar  on  occasion.  He  also  noticed 
swelling  and  purplish  discoloration  of  the 
face.  He  also  exhibited  more  typical  brachi- 
algic  symptoms.  About  six  weeks  after 
the  anterior  three-level  fusion,  the  patient 
experienced  a dramatic  relief  of  his  pain. 
His  fusion  extended  from  the  fourth  to  the 
.seventh  cervical  vertebrae.  The  patient 
returned  to  his  work  as  a mechanic.  It 
is  the  opinion  of  Pietrobono  that  the  com- 


plications that  have  ensued  are  indictments 
of  poor  surgical  technic  and  are  not  indica- 
tive of  any  handicaps  in  the  procedure  itself. 
Hinsh®^  operated  on  7 cases  with  shoulder 
arm  pain  through  an  anterior  approach 
without  fusing  them  and  obtained  excellent 
results.  This  was  essentially  a fenestration 
procedure.  No  postoperative  immobiliza- 
tion was  used.  Brougham,  Walker,  and 
PowelP^  have  performed  the  Cloward  pro- 
cedure successfully  on  7 ca.ses,  6 of  them 
with  definitely  ruptured  cervical  disks 
associated  with  marked  narrowing  and 
osteophytes.  Brougham  feels  that  the  an- 
terior approach  is  preferable  to  the  posterior 
approach  for  dealing  with  spondylotic 
changes.  Lyddon^®  has  performed  the  Clo- 
ward-type  procedure  at  the  fifth  to  sixth 
cervical  vertebrae  in  a forty-year-old  male 
after  the  patient  failed  to  improve  following 
a flexion-extension  injury.  This  patient 
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attained  a good  result.  In  another  case 
a fifth  to  sixth  cervical  vertebral  injury 
occurred  while  the  patient  was  skiing,  and 
Lyddon  performed  a fifth  to  sixth  cervical 
fusion  vvdth  good  results.  On  another 
patient  with  a fourth  to  fifth  and  fifth  to 
sixth  cervical  vertebral  injury  due  to  an 
auto  accident,  a double  fusion  was  performed 
and  the  patient  noted  definite  relief. 

The  following  case  is  presented  to  illus- 
trate the  practicality  of  the  anterior  disk 
excision  and  fusion  procedure  and  is  repro- 
duced by  permission  of  Dr.  Harmon. 

Case  Report 

A female,  aged  twenty  years,  denied  any  previ- 
ous musculoskeletal  complaints  prior  to  an  acci- 
dent on  November  18,  1957,  when  she  was  thrown 
suddenly  back  into  her  seat  as  she  was  entering  a 
taxicab.  She  subsequently  noted  recurrent  epi- 
sodes of  pain  in  the  head,  face,  neck,  shoulder, 
and  down  the  left  arm.  She  occasionally  noted 
that  the  left  side  of  her  face  became  numb,  and 
she  also  experienced  episodes  of  dizziness,  nausea, 
and  scotoma.  During  the  next  two  years  she 
was  seen  in  the  outpatient  department  on 
numerous  occasions  and  treated  with  anal- 
gesics, antispasmodics,  tranquilizers,  vitamin 
preparations,  Bi2,  injections  of  hydrocortisone, 
local  anesthesias  in  the  trigger  points,  and 
cervical  collars.  She  also  received  numerous 
courses  of  ultrasound  therapy,  diathermy, 
and  massage.  She  was  hospitalized  from  April 
7,  to  May  10,  1960,  and  responded  to  traction. 
However,  as  soon  as  she  was  out  of  traction,  her 
symptoms  recurred. 

Physical  Examination. — The  patient  ap- 
peared exceedingly  agitated,  apprehensive,  and 
nervous.  Also  she  usually  was  cfying  and 
complaining  of  pain  in  her  left  hand  and  arm 
when  she  was  seen.  A sensory  examination 
revealed  a vague  and  ill-defined  hypesthesia  over 
the  face,  neck,  and  left  upper  extremity.  The 
triceps  jerks  decreased  on  some  examinations. 
Slight  but  definite  weakness  over  the  left  triceps 
and  left  hand  grip  were  noted  on  frequent 
occasions.  No  obvious  atrophy  of  the  muscle 
groups  of  the  upper  extremities  was  noted;  no 
long  tract  signs  were  noted.  The  motions  of  the 
neck  were  limited  at  the  e.xtremes  of  motion 
and  the  patient  could  not  hyperextend  her  neck 
for  more  than  two  or  three  seconds.  Local 


pressure  tenderness  was  present  over  the  spinous 
processes  of  the  fifth  to  seventh  cervical  verte- 
brae, and  there  was  deep  pressure  tenderness 
over  the  anterior  cervical  spine.  The  Adson  and 
Cooper  maneuvers  gave  negative  findings. 

A complete  metabolic  work-up,  including 
sedimentation  rate,  uric  acid,  hemoglobin,  white 
blood  count,  differential,  calcium,  phosphorous, 
and  alkaline  phosphatase,  gave  normal  findings. 

Roentgen-Ray  Report. — The  .x-ray  report 
dated  April  4,  1960,  states: 

Oblique  motion  studies  show  rather  irregular 
motion  of  the  facets  of  the  fourth,  fifth,  and 
sixth  level  bilaterally  but  particularly  on  the 
left.  Motion  of  the  third  apophyseal  joints 
is  also  probably  abnormal.  Particularly 
noticeable  is  the  widening  of  the  fourth  apo- 
physeal joints  on  the  left.  The  findings  prob- 
ably represent  abnormal  sliding  and  rotatory 
apophyseal  joint  motion  at  all  these  levels  sug- 
gestive of  multiple  disk  lesions  and/or  muscle 
spasms.  It  is  to  be  noted  that  previous  studies 
in  1958  indicated  a recent  fracture  of  the  left 
articular  process  of  the  seventh  cervical.  A 
comparison  study  at  this  time  shows  the 
development  of  some  osteoarthritic  change  and 
thinning  of  the  sixth  and  seventh  left  apo- 
physeal joints.  It  is  quite  possible  that  this 
is  in  part  responsible  for  the  abnormal  facet 
motion. 

Operative  Report.— A description  of  the 
operative  report  is  as  follows:  anterior  excision 
of  cervical  disks  5,6,  and  7.  Replacement  with 
homogenous  iliac  bone  grafts  (bank  bone) . 

Dr.  Steadman  carried  out  the  approach  to  the 
cervical  vertebrae.  The  bone  work  was  done  by 
Dr.  Harmon.  A transverse  4-inch  collar  type 
of  incision  was  made  two  finger-breadths  above 
the  suprasternal  notch.  This  was  about  half  the 
size  of  the  usual  thyroid  collar  incision.  The 
incision  was  extended  deep  into  the  platysma 
and  then  in  longitudinal  direction  approaching 
the  cervical  vertebrae  medial  to  the  carotid 
vessels.  After  the  injection  of  the  fifth,  sixth, 
and  seventh  cervical  disks  with  normal  saline 
was  carried  out  and  the  disks  were  noted  to 
accept  0.5  to  2 cc.,  the  disks  in  order,  beginning 
with  the  fifth  cervical,  were  afforded  the  same 
treatment.  This  was  as  follows: 

The  anterior  ligament  was  excised.  The  disk 
was  curetted  out  in  its  entirety  and  was  mushy 
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Fig.  9.  Cross  section  of  structures  encountered  in 
cervical  discogram.  {Permission  of  Ralph  Stuck, 
M.D.) 


and  degenerated  throughout.  The  cartilage  over 
the  cortical  plates  and  the  cortical  plates  on  the 
inferior  vertebra  were  excised;  in  each  case  a 
suitably  fashioned  bone  graft  was  driven  in 
while  traction  was  being  maintained  by  an 
assistant  from  above  by  head  halter,  so  that  the 
overhanging  ledge  of  the  vertebra  above  retained 
the  grafts  in  the  intervertebral  space.  Finally 
the  neck  was  inspected  to  be  sure  that  bleeding 
was  controlled.  Soft  rubber  drains  were  placed 
on  the  bodies  of  the  vertebrae,  and  the  wound  was 
closed  in  three  layers,  the  deepest  layer  requiring 
number  3 to  0 chromic  catgut  for  the  deep  fascia 
and  a longitudinal  running  stitch,  and  the  second 
layer  being  closed  with  five  interrupted  sutures  of 
the  same  material  for  the  platysma ; the  skin  was 
closed  with  skin  clips.  The  usual  thyroid-type 
dressing  was  applied.  The  patient  left  the 
operating  ward  in  good  condition.  The  patient 
awoke  from  anesthesia  definitely  relieved  but 
continued  to  complain  of  vague  aching  in  the 
upper  extremities  for  about  three  weeks  following 
the  accident. 

She  wore  a collar  for  about  three  months  and 
subsequently  returned  to  a full  work  status 
without  any  immobilization.  She  e.xperienced 
about  99  per  cent  relief. 


Summary 

The  specific  indications  for  the  anterior 
approach  depend  on: 

1.  A syndrome  of  complaints  that  can  be 
definitely  proved  to  have  been  associated 
with  cervical  discopathy.  These  complaints 
must  be  proved  refractory  to  the  various 
forms  of  conservative  therapy  over  a 
number  of  months. 

2.  The  operator  must  be  able  to  localize 
the  pathologic  process  to  the  disk  levels  at  or 
below  the  third  to  fourth  to  the  seventh 
cervical  to  the  first  thoracic  vertebral  inter- 
spaces. The  localization  process  would  be  j 
facilitated  by  an  analysis  of  the  type  of  j 
radicular  symptoms,  dynamic  motion  stud-  ! 
ies,  discograms  (Fig.  9),  or  myelograms.  j 
A saline  injection  test  (Fig.  5A)  at  the  time  of  I 
operation  might  be  of  added  value. 

Conclusion 

The  semantic  problem  of  what  consti- 
tutes a truly  “conservative”  or  a “radical” 
treatment  must  be  redefined.  A procedure 
that  has  no  more  morbidity  than  a tonsil- 
lectomy, that  sections  no  muscles  except 
the  omohyoid,  that  does  not  disturb  the 
righting  reflexes,  that  not  only  palliates  but 
also  frequently  cures,  that  protects  the 
neural  elements  without  instrumenting  them, 
that  corrects  instabihty  at  the  same  time 
as  it  eradicates  compressive  lesions,  cer- 
tainly must  not  be  construed  as  a “radical 
solution.”  On  the  other  hand,  blind  and 
fanatic  dedication  to  prolonged  treatment 
with  external  immobilization,  drugs,  and 
physiotherapy  for  more  than  from  three  to 
six  months,  in  the  face  of  deterioration  of 
the  patient’s  ego  as  well  as  of  his  physique, 
especially  when  coupled  with  the  threat  of 
irreparable  neural  damage,  should  not  be 
labeled  “conservative.” 

It  is,  therefore,  to  be  concluded  that  the 
treatment  of  refractory  syndromes  that  can 
be  localized  to  the  lower  cervical  or  middle 
cervical  disk  levels  should  be  by  anterior 
excision  of  the  disk  contents,  with  or  with- 
out removal  of  the  osteophytes,  and  by 
intervertebral  body  fusion  by  means  of 
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either  block  or  dowel  crest  grafts. 
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Will  Electronic  Computers  Restore  the  General  Practitioner  to  Pre-eminence? 


The  increased  use  of  electronic  computers  in  the 
practice  of  medicine  might  possibly  return  the 
general  practitioner  to  his  former  pre-eminence, 
according  to  an  editorial  in  the  July  22,  1961, 
issue  of  the  Journal  of  the  American  Medical  Asso- 
cialion. 

“It  may  be  expected  that  computers  will  enter 
into  almost  all  the  intellectual  activities  of  medicine 
except  those  which  require  imagination  or  those 
which  by  their  nature  require  the  personal  relation- 
ship of  doctor  to  patient.” 

Computers  might  be  used  to  evaluate  information 
on  the  patient’s  history  collected  by  the  physician. 
The  machine  also  could  deduce  the  diagnosis  from 
the  presence  or  absence  of  a list  of  symptoms, 
decide  which  laboratory  tests  should  be  performed, 
and  calculate  the  best  choice  of  treatment  based  on  a 
collection  of  accurate  statistical  information.  In 
performing  the.se  tasks  the  computer  has  the 
advantage  of  recalling  accurately  each  time  the 


correct  statistics  on  which  to  base  its  conclusion, 
and  its  conclusion  will  not  be  biased  by  irrelevant 
factors. 

The  editorial  concludes:  “Is  it  possible  that  the 
training  of  large  numbers  of  expert  diagnosticians 
may  be  unnecessary  in  the  future  and  that  the 
general  practitioner,  trained  to  collect  information 
accurately  from  his  patient  and  to  administer  certain 
forms  of  treatment  expertly,  may,  with  the  help  of 
a computer  (as  accessible  as  his  telephone),  handle 
the  bulk  of  medical  practice  once  again? 

“The  medical  student  of  the  future  may  not  be 
burdened  with  learning  the  great  mass  of  statistical 
information  concerning  the  likelihood  of  finding  a 
particular  symptom  in  a particular  disease,  as  he 
now  is  in  his  years  of  clinical  training.  Instead, 
emphasis  may  be  placed  on  accurate  data  collection, 
effective  management  of  the  patient’s  psychologic 
and  emotional  needs,  and  administration  of  par- 
ticular forms  of  treatment.” 
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OUR  group  at  The  Mount  Sinai  Hospital 
has  been  interested  in  the  applications 
of  the  newer  morphologic  methods  to  the 
study  of  diseases  of  the  liver.  Morphologic 
changes  in  liver  diseases  have  been  studied 
in  the  living  patient  since  1939  when  liver 
biopsy  was  introduced.  Only  in  the  last 
few  years  have  we  been  able  to  graduate 
from  hematoxylin  and  eosin-stained  sections, 
studied  by  the  pathologists  or  by  other 
interested  physicians,  to  more  refined 
methods. 

We  shall  consider  three  of  the  new  meth- 
ods applied  to  liver  biopsy  specimens  and 
describe  what  we  can  learn  using  these 
technics.  The  first  is  histochemical  dem- 
onstration of  enzymes ; the  second  is  electron 
microscopic  study  of  ultrastructure;  and 
the  third  is  immunocytochemical  recogni- 
tion of  antibody  formation.  These  methods 
permit  us  to  ascertain  in  greater  detail  the 
structure  of  cells,  and  in  many  respects  they 
present  morphologic  demonstrations  of  the 
function  of  cells,  particularly  in  the  liver, 

Presented  at  the  154th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Gastroenterologj'  and  Proctology,  May  10, 
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3846  (Path)  from  the  National  Institute  of  Arthritis 
and  Metabolic  Diseases  of  the  United  States  Public 
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as  related  to  changes  that  occur  in  disease. 

Histochemistry 

In  sections  of  a biopsy  specimen  of  the 
normal  liver  stained  to  demonstrate  the 
localization  of  adenosinetripho.sphatase 
(ATPase),  bile  canaliculi  or  capillaries  are 
outlined.  This  enzyme  is  responsible  for 
the  release  of  high  energy  bonds  in  the  liver 
to  provide  the  immediate  energy  for  bio- 
chemical processes.  The  bjle  capillaries  are 
arranged  in  a chicken  wire-like  fashion  sur- 
rounding the  liver  cells. 

To  see  what  happens  in  disease  we  take 
as  one  example  a specimen  from  a patient 
with  rather  severe  hepatitis  with  evidence 
of  cholestasis.  This  person  Kad  not  only 
jaundice,  but  also  elevation  of  alkaline 
phosphatase  and  some  degree  of  pruritus. 
Only  a few  cells  were  relatively  normal,  and 
the  adenosinetriphosphatase  activity  was 
destroyed  in  much  of  the  liver.  We  infer 
that  some  abnormality  of  bile  canaliculi  is 
present,  but  we  will  return  to  this  later. 

If  we  stain  for  acid  phosphatase  instead 
of  adenosinetriphosphatase,  we  find  enzyme 
activity  in  two  places  normally:  (1)  in 

granules  along  the  bile  canaliculi  but  not 
on  the  membrane  of  the  canaliculi  and  (2) 
in  the  reticuloendothelial  cells  of  the  liver. 
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the  Kupffer  cells. 

In  the  reticuloendothelial  cells,  acid  phos- 
phatase is  related  to  the  process  of  phagocy- 
tosis and  digestion  of  engulfed  material.  In 
the  liver  cells,  acid  phosphatase  probably 
helps  prepare  material  for  excretion  into 
the  bile. 

If  we  look  again  at  the  patient  with  severe 
viral  hepatitis,  we  find  that  there  are 
numerous  Kupffer  cells  and  other  histiocytes 
or  wandering  cells  filled  with  acid  phos- 
phatase. However,  few  granules  in  the 
liver  cells  can  be  found.  We  infer  from  this 
decreased  hepatocellular  acid  phosphatase 
that  there  is  some  difficulty  in  the  prepara- 
tion of  material  for  excretion  in  the  bile  and 
there  is  a mesenchymal  reaction  with  in- 
creased phagocytosis. 

Electron  Microscopy 

We  turn  to  the  electron  microscope  to  see 
whether  or  not  we  can  correlate  some  of  the 
information  we  gained  from  the  histochem- 
ical  studies.  In  a section  of  a normal  liver 
cell  we  find  the  nucleus,  numerous  oval  or 
round  bodies,  or  mitochondria,  and  linear 
or  vacuolated  structures  between  mito- 
chondria called  ergastoplasm  or  endoplasmic 
reticulum.  The  mitochondria  are  the  or- 
ganelles which  firovide  energy  to  the  cell, 
while  the  endoplasmic  reticulum  is  where  the 
synthesis  of  protein  and  conjugation  occurs. 
On  the  sinusoidal  border  one  sees  projections 
which  are  called  microvilli.  All  surfaces  in 
the  body  engaged  in  the  exchange  of  fluid 
have  projections  or  microvilli.  A few  small 
fibers,  the  normal  supporting  structures  of 
the  liver,  are  seen  on  the  sinusoidal  border. 
There  is  a thin  lining  to  the  sinusoid  which 
is  really  a flat  projection  of  Kupffer  cells. 
This  thin  projection  lies  on  top  of  the  micro- 
villi of  the  liver  cells  forming  Disse’s  spaces, 
very  narrow  zones  filled  with  microvilli  in 
the  normal  liver,  less  than  a micron  in  width. 
The  endothelial  lining  is  not  continuous  but 
has  breaks  in  it  where  cells  can  overlap. 
The  fluid  part  of  the  blood  can  come  into 
contact  with  the  liver  cells  directly  without 
having  to  pass  through  the  endothelial  cells. 


Cholestasis.— We  have  tried  to  apply 
the  technics  of  electron  microscopy  to  the 
problem  of  cholestasis,  particularly  intra- 
hepatic  cholestasis. 

Under  the  electron  microscope  the  area 
around  the  bile  canaliculus  is  different  from 
the  rest  of  the  liver  cell.  The  bile  canalic- 
ulus is  not  a separate  canal  or  capillary,  but 
is  an  indentation  in  the  walls  of  two  or 
sometimes  three  neighboring  cells  forming 
a lumen  into  which  microvilli  project.  In 
addition  to  mitochondria  which  are  scat- 
tered throughout  the  cytoplasm  of  the  cell, 
there  are  small  dark  bodies  that  surround 
the  bile  canaliculus.  These  bodies  are 
called  dense  bodies  or  lysosomes,  and  they 
apparently  have  something  to  do  with  the 
formation  of  bile. 

When  cholestasis  develops  after  the  ad- 
ministration of  drugs  such  as  norethandro- 
lone  or  chlorpromazine,  the  bile  canaliculus 
becomes  dilated,  and  its  microvilli  become 
shortened.  This  is  the  characteristic  ab- 
normality of  the  structure  of  the  cell  in 
the  presence  of  cholestasis. 

We  feel  that  the  primary  lesion  of  intra- 
hepatic  cholestasis  is  damage  to  the  mem- 
brane of  the  bile  canaliculus,  which  is  only 
a specialized  portion  of  the  liver  cell  itself. 
Therefore,  intrahepatic  cholestasis  is  the 
result  of  damage  to  a special  part  of  the  liver 
cell,  the  canalicular  membrane. 

If  we  attempt  to  combine  histochemistry 
with  electron  microscopy  by  staining  for 
acid  phosphatase  in  electron  microscope  sec- 
tions, we  find  that  the  acid  phosphatase 
accumulates  in  the  dense  bodies  or  lysosomes. 
Therefore,  the  lysosomes  or  dense  bodies, 
which  are  seen  under  the  electron  microscope, 
and  the  acid  phosphatase  granules  are  histo- 
chemically  the  same.  As  can  be  demon- 
strated by  studies  with  the  excretion  of  dyes, 
these  structures  possibly  are  responsible  for 
preparing  at  least  some  material  for  excretion 
into  the  bile. 

We  are  trying  to  apply  combined  histo- 
chemistry and  electron  microscopy  to  at- 
tempt to  understand  what  is  happening  in 
intrahepatic  cholestasis,  a phenomenon 
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which,  as  we  give  more  complicated  drugs, 
unfortunately  is  becoming  more  prevalent. 

When  cholestasis  develops  as  a result  of 
the  administration  of  a drug,  the  normal 
microvilli  or  projections  of  these  cells  into 
the  lumen  of  the  bile  canaliculus  seem  to  be 
shortened  and  even  to  disappear.  The 
enzymes  in  the  area  begin  to  show  changes. 
Then  the  canaliculus  becomes  quite  dilated, 
and  bile  may  precipitate  in  it.  Finally,  the 
canaliculus  may  rupture,  and  regurgitation 
of  bile  can  occur.  However,  for  the  de- 
velopment of  jaundice  all  that  is  necessary 
is  a change  in  the  canalicular  membrane. 
Rupture  is  not  necessary,  and  regurgitation, 
while  it  does  occur,  probably  is  not  of  very 
great  importance  in  the  development  of 
jaundice. 

This  ultrastructural  technic  unfortunately 
is  not  of  any  value  in  attempting  to  differ- 
entiate intrahepatic  cholestasis  and  extra- 
hepatic  biliary  obstruction.  Exactly  the 
same  sequence  of  events  occurs  if  the  patient 
has  an  extrahepatic  biliary  obstruction. 
Therefore,  while  we  may  understand  the 
problem  of  cholestasis  better  perhaps,  we 
cannot  offer  help  from  a diagnostic  point 
of  view  as  yet. 

Cirrhosis. — Another  problem  that  we 
have  attempted  to  attack  with  these  technics 
is  the  development  of  cirrhosis.  In  the 
cirrhotic  patient  there  is  a great  increase  in 
fibrous  connective  tissue  in  the  liver. 

This  has  been  studied  by  thin-section 
technics,  utilizing  all  sorts  of  special  stains; 
in  thinly  cut  sections  one  can  see  the  fibers 
formed  outside  of  liver  cells  with  no  fibro- 
blasts present.  This  phenomenon  occurs 
when  there  is  liver  cell  damage  and  inflam- 
matory reaction. 

When  we  look  in  the  electron  microscope, 
we  see  in  viral  hepatitis  bundles  of  fibers  in 
the  Disse’s  spaces.  Rather  large  granules 
also  can  be  found  in  the  cytoplasm  of  the 
cell.  These  granules  have  been  called  the 
virus  of  viral  hepatitis,  but  actually  we  do 
not  know  what  they  are.  They  may  be 
some  altered  constituent  of  the  cell  which 
normally  is  present  in  much  smaller  granules. 


or  they  may  be  something  unrelated.  We 
have  not  seen  them  in  every  case  of  viral 
hepatitis,  anc^  we  have  not  seen  them  in 
other  conditions.  Eventually  it  is  hoped 
that  some  sort  of  use  will  come  of  this  par- 
ticular finding,  especially  in  confirmation  of 
the  diagnosis  of  viral  hepatitis. 

One  can  stain  for  fibers  under  the  electron 
microscope  using  phosphotungstic  acid,  and 
in  patients  with  cirrhosis  the  Disse’s  spaces 
are  filled  with  big  bundles  of  fibers.  The 
fibers,  when  magnified  very  greatly,  are  not  a 
single  linear  structure  but  are  a series  of 
bands  which  recur  quite  regularly.  This 
has  been  called  periodicity.  This  peri- 
odicity is  characteristic  of  collagen  or 
reticulum,  and  from  the  point  of  view  of  the 
individual  fibril  these  scleroproteins  are 
identical. 

Nowhere  in  our  slides  have  we  seen  cells 
other  than  liver  cells,  Kupffer  cells,  and  a 
few  mesenchymal  cells.  We  think  that  per- 
haps the  fibers  come  from  the  mesenchymal 
cells  rather  than  from  the  fibroblasts,  that 
they  are  formed  outside  the  injured  liver 
cell,  and  that  the  stimulus  for  their  forma- 
tion is  the  breakdown  products  which  result 
from  liver  cell  damage.  The  cell  does  not 
have  to  become  necrotic. 

Fibers  can  be  formed  elsewhere  in  the 
liver.  The  bile  canaliculi  in  the  liver  are 
drained  into  tubular  structures  called  duc- 
tules. They  are  lined  by  cells  which  are  not 
liver  cells.  They  have  a lumen,  which  has  mi- 
crovilli, and  a very  thin  basement  membrane 
surrounding  them.  There  are  usually  some 
lymphatics  and  blood  vessels  around  them. 

The  ductules  in  some  instances  of  liver 
damage  begin  to  proliferate,  and  around  the 
proliferating  ductules  there  is  an  envelope  of 
fibers.  In  addition  to  the  fibers,  there  are  a 
number  of  endothelial  or  mesenchymal  cells 
around  the  ductule  so  that  ductular  cell 
proliferation  is  associated  with  an  increase  in 
the  number  of  mesenchymal  cells,  or  inflam- 
mation plus  fibrosis;  this  combination  is 
called  ductular  cell  reaction. 

While  it  is  interesting  to  see  how  fibers 
develop,  as  physicians  we  are  interested  in 
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getting  rid  of  fibers  from  the  liver.  Actually, 
the  liver  does  this  since  it  contains  cells  which 
somehow  ingest  fibers  which  tljey  then  begin 
to  digest. 

Experimentally  at  least,  one  can  cause  the 
liver  to  metabolize  three  times  the  normal 
amount  of  fibers  within  a week.  This 
means  that  fibrosis  is  a reversible  process,  at 
least  in  early  stages,  and  apparently  it  is  also 
a cellular  process.  What  we  have  to  find 
is  hovv  to  attract  these  fiber-removing  cells 
to  the  liver  in  greater  number.  Then  we 
will  cure  cirrhosis. 

In  summary  of  where  fibers  are  formed 
and  how,  fibrosis  can  occur  without  the  loss 
of  cells:  The  material  comes  from  the 

Kupffer  cells  and  the  fibers  form  in  the 
Disse’s  spaces.  Sometimes  cells  are  lost, 
and  the  normal  supporting  structure  col- 
lapses. Usually  this  is  associated  also  with 
the  new  formation  of  fibers  coming  from 
pre-existing  Kupffer  cells  or  mesenchymal 
cells  that  have  wandered  into  the  area. 

Fibrosis  occurs  in  the  liver  around 
proliferating  ductules  also,  and  the  prolifera- 
tion possibly  is  caused  by  some  toxic  ma- 
terial excreted  into  the  bile.  The  fibers 
form  around  the  ductule,  and  this  may  be 
very  important  in  postnecrotic  cirrhosis,  for 
instance,  while  fibrosis  forming  around  liver 
cells  appears  to  be  more  important  in  portal 
cirrhosis. 

Fibers  also  form  in  the  portal  tracts,  but 
the  portal  tracts  really  are  an  extension  of  a 
connective  tissue  stroma,  as  anywhere  else 
in  the  body,  and  this  is  the  only  place  in  the 
liver  where  fibroblasts  are  present.  In 
most  hepatic  diseases  portal  fibrosis  is  not  a 
very  important  phenomenon,  with  the  ex- 
ception of  schistosomiasis  perhaps.  It  oc- 
curs in  the  healing  stages  of  various  diseases, 
but  usually  it  is  reversible  and  often  disap- 
pears quite  quickly.  The  impoi’tant  types 
of  fibrosis  in  cirrhosis  are  around  damaged 
liver  cells  and  around  proliferating  ductular 
cells. 

Inimunocytocheniistry 

The  last  area  that  I want  to  touch  on  j ust 


briefly  is  that  of  immunocytochemistry. 
In  electron  micrographs  of  the  hmnan  liver, 
we  find  cells  lying  next  to  Kupffer  cells  which 
are  enlarged  and  rounded  and  which  have 
much  endoplasm  reticulum.  Endoplasmic 
reticulum  is  concerned  with  syntheses  of 
proteins,  and  the  protein  coming  from 
mesenchymal  cells  is  gamma  globulin. 
These  cells,  which  resemble  plasma  cells 
both  in  the  electron  microscope  and  in  the 
staining  reactions,  develop  under  the  stim- 
ulus of  liver  cell  damage,  as  occurs  in  viral 
hepatitis.  They  are  responsible  for  at  least 
some  of  the  elevation  of  gamma  globulin  in 
the  serum. 

Gamma  globulin  is  taken  from  a patient 
and  injected  into  a rabbit,  and  antihuman 
gamma  globulin  is  made.  The  rabbit 
gamma  globulin  containing  antihuman 
gamma  globulin  is  tagged  with  a fluorescent 
dye  and  is  used  to  stain  tissue  sections. 
Gamma  globulin  is  found  by  this  staining 
to  be  in  cells  that  seem  to  be  somewhat 
identical  in  appearance  to  what  we  see 
under  the  electron  microscope. 

In  postnecrotic  cirrhosis,  for  example, 
these  cells  are  present  in  the  liver  in  rela- 
tively large  numbers,  and  usually  this  is  well 
correlated  with  the  serum  gamma  globulin 
level. 

Gamma  globulin  is  present  in  two  kinds  of 
cells  in  the  liver.  One  is  the  plasmacytoid 
cell  just  described  where  it  is  present  as  a 
rather  solid  mass  with  a blank  space  repre- 
senting the  nucleus  of  the  cell.  The  other 
is  a fine  granular  dispersion  in  Kupffer  cells. 
This  may  be  serum  protein  that  has  been 
imbibed  during  phagocytosis  or  as  the  cell 
absorbs  water.  The  first  form  is  probably 
being  formed  in  the  plasmacytoid  cell.  This 
process  of  hepatic  gamma  globulin  formation 
is  important  in  viral  hepatitis  and  probably 
represents  the  production  of  antibodies  with 
antigen  originating  from  liver  cell  break- 
down. This  antigen-antibody  reaction  in 
the  liver  can  be  responsible  for  some  of  the 
posthepatitic  cirrhosis  or  chronic  liver  disease 
that  follows  viral  hepatitis  as  a self-per- 
petuating autoimmune  phenomenon. 
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Summary 

We  have  learned  with  our  new  technics 
that  the  cell  has  a complex  internal  structure 
that  we  cannot  see  with  the  ordinary 
hematoxylin  and  eosin-stained  sections 
under  the  light  microscope.  It  has  an  area 
devoted  to  synthesis  and  conjugation.  It 
has  organelles  that  are  responsible  for 
energy  production.  It  has  a border  with 
specialized  portions  that  absorb  fluids  and 
nutrients  and  also  secrete  fluids  and  nu- 
trients from  and  to  the  blood  stream. 

The  liver  cells  are  surrounded  by  mesen- 
chymal cells  which  under  the  proper  circum- 
stances can  produce  fibers  and  with  modifi- 
cations probably  can  produce  gamma  glob- 
ulin. The  liver  cell  also  has  a small  section 


of  specialized  cell  wall  through  which  it 
secretes  bile,  and  it  has  special  organelles 
directed  to  this  purpose.  In  the  presence 
of  liver  damage,  the  bile  canaliculi  can  be 
disturbed  primarily  in  cholestasis,  the  endo- 
plasmic reticulum  can  be  disturbed  primarily 
in  viral  hepatitis  or  by  some  drugs,  or  the  mito- 
chondria can  be  disturbed  by  such  things  as 
carbon  tetrachloride.  Under  certain  condi-  , 
tions,  fibrosis  develops  and  finally  cirrhosis. 

With  these  new  technics  we  have  not  yet 
added  any  diagnostic  tools  which  can  be 
applied  directly  to  the  patient.  However, 
we  hope  that  we  have  contributed  to  the 
understanding  of  the  processes  that  are 
occurring  and  that  the  future  will  bring 
practical  applications  of  this  understanding. 


Function 

IRWIN  M.  ARIAS,  M.D.,  THE  BRONX,  NEW  YORK 
{From  the  Department  of  Medicine,  Bronx  Municipal  Hospital  Center) 


K s DIFFICULT  as  it  is  to  review  progress 
in  the  understanding  of  liver  structure, 
the  problems  become  incredibly  more  com- 
plicated if  one  tries  to  outline  briefly  de- 
velopments in  the  understanding  of  liver 
function.  Function  concerns  “how  do 
things  work”  and  involves  the  biochemical 
and  physiologic  processes  which  are  respon- 
sible for  hepatic  metabolism  in  health  and 
in  disease. 

At  present  it  is  not  possible  to  describe 
the  pathogenesis  of  acquired  hepatic  diseases 
in  terms  of  specific  cellular  dysfunction. 
The  relationship  of  normal  liver  structure  to 
the  function  of  the  liver  at  the  cellular  level 
is  understood  only  partially.  Very  little  is 
known  regarding  the  effects  of  liver  disease 
on  subcellular  structure  and  function. 
Nevertheless,  there  have  been  many  ad- 
vances made  in  the  understanding  of  the 
physiology  and  biochemistry  of  the  normal 
liver. 

In  the  biochemical  study  of  liver  function 


the  intracellular  fine  structures  are  disrupted 
by  a variety  of  mechanical  technics.  Liver 
tissue  is  sliced  or  homogenized.  Then  the 
homogenates  may  be  centrifuged  in  an 
ultracentrifuge  to  isolate  in  a crude  way 
some  of  the  fractions  which  were  seen  in  the 
electron  micrographs.  These  processes  dis- 
rupt the  liver  cell  as  a functioning  unit  and 
allow  one  to  work  with  subcellular  fractions 
in  artificial  systems.  These  technics  can  be 
used  to  study  the  function  of  fine  structural 
elements  as,  for  example,  oxidative  phos- 
phorylation in  mitochondria  or  protein  syn- 
thesis in  microsomes. 

It  is  not  possible  to  define  accurately  the 
function  of  the  intact  liver  cell  in  terms  of 
its  component  parts.  For  this  reason  dis- 
eases due  to  inborn  errors  of  metabolism  are 
of  great,  importance  to  the  biocUemist  and 
the  cytologist.  These  diseases  result  from 
genetically  determined  defects  in  the  de- 
velopment or  synthesis  of  specific  enzymes. 
They  represent  metabolic  blocks  in  bio- 
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synthetic  pathways.  Because  of  such 
blocks,  substrates  accumulate  prior  to  the 
reaction  which  is  catalyzed  by  the  deficient 
enzyme.  The  study  of  these  substrates  and 
of  the  enzyme  kinetics  often  provides 
important  information  in  the  understanding 
of  normal  hepatic  function. 

The  study  of  genetic  mutants  is  very 
familiar  to  the  bacteriologists  who  for  years 
have  made  significant  contributions  to  the 
understanding  of  gene  structure  and  function 
by  virtue  of  having  mutant  strains  of  bac- 
teria which  lack  one  or  more  specific  en- 
zymes in  a series  of  sequential  steps. 

Although  human  diseases  due  to  known 
inborn  errors  of  metabolism  are  compara- 
tively rare  from  a clinical  standpoint,  they 
are  of  considerable  importance  to  the  investi- 
gator. I should  like  to  illustrate  how  studies 
of  one  group  of  congenital  abnormalities, 
those  affecting  bile  pigment  metabolism, 
have  led  to  a better  understanding  of 
normal  liver  function. 

Bile  Pigment  Metabolism 

We  must  first  outline  briefly  the  normal 
pathways  of  metabolism  of  bile  pigment  in 
man.  The  major  bile  pigment  of  man, 
bilirubin,  is  derived  from  the  degradation  of 
hemoglobin  in  the  circulating  human  eryth- 
rocyte which  dies  as  a function  of  its  age 
after  a life  span  of  approximately  one 
hundred  and  twenty  days.  The  erythro- 
cyte is  destroyed  in  the  reticuloendothelial 
system,  and  hemoglobin  is  released.  Hemo- 
globin is  metabolized  progressively  into 
three  major  substituents.  The  first  is  the 
protein  globin  which  is  degraded  to  amino 
acids  which  are  utilized  subsequently  in  the 
body  protein  pool.  Iron  is  converted  to 
ferritin  and  then  reutilized  in  hemoglobin 
synthesis  and  other  reactions  which  require 
iron  as  a trace  metal.  The  heme  ring  is 
opened  and,  following  a series  of  reactions, 
the  tetrapyrrole  bilirubin  is  formed. 

Bilirubin  becomes  bound  primarily  to 
serum  albumin  and  is  transported  primarily 
to  the  liver.  In  the  liver,  approximately  75 
per  cent  is  conjugated  with  glucuronic  acid. 


UPTAKE  CONJUGATION  EXCRETION 
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Fig.  1.  Bilirubin  metabolism  in  the  human  being. 


about  15  per  cent  with  ethereal  sulfate,  and 
the  remaining  5 to  9 per  cent  with  other 
groups  which  have  not  been  identified. 
Conjugation  with  these  substrates  is  phys- 
iologically of  considerable  importance.  Un- 
conjugated bilirubin  is  quite  soluble  in  lipids 
and  is  responsible  for  the  syndrome  of 
kernicterus  in  newborn  infants.  Conjuga- 
tion is  required  for  the  excretion  of  bilirubin 
in  the  bile.  If  bilirubin  remains  uncon- 
jugated, it  can  be  excreted  neither  in  the  bile 
nor  by  the  kidney.  A defective  capacity 
to  form  glucuronide  conjugates  is  not  as- 
sociated with  a compensatory  increase  in  the 
production  of  nonglucuronide  conjugates. 

The  biochemical  pathways  which  are 
specifically  related  to  the  formation  of 
bilirubin  conjugates  are  presented  in  Figure 
1.  Unconjugated  bilirubin  which  is  bound 
to  protein  enters  the  liver  cell.  It  is  not 
known  whether  bilirubin  enters  the  liver  cell 
free  from  protein  or  still  associated  with 
plasma  albumin.  Within  the  cell  bilirubin 
is  conjugated  to  form  water  soluble  bilirubin 
glucuronide  which  accounts  for  approxi- 
mately 80  per  cent  of  the  bilirubin  conjugates 
in  freshly  obtained  bile. 

The  formation  of  the  bilirubin  glucu- 
ronide involves  the  transfer  of  glucuronic 
acid  from  uridin  diphosphoglucuronic  acid 
(UDPGA).  Glucuronic  acid  is  transferred 
from  uridin  diphosphoglucuronic  acid  to 
bilirubin.  This  transfer  requires  the  pres- 
ence of  enzymatic  activity  which  is  desig- 
nated as  glucuronyl  transferase  activity. 
The  formation  of  bilirubin  sulfate  involves 
the  transfer  of  sulfate  from  active  sulfate  to 
bilirubin  to  form  the  conjugate.  Glucuronyl 
transferase  activity  is  associated  with  the 
microsomal  fraction  of  liver  homogenates. 
This  fraction  corresponds  in  part  with  the 
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TABLE  I. — ^Various  Forms  of  Nonhemolytic 
Acholuric  Jaundice 


Disease 

Serum 
Uncon- 
jugated 
Bilirubin 
(mg.  per 
100  ml.) 

Crigler-Najjar  syndrome 

19  to  48 

Constitutional  hepatic  dj'sfunction 
Physiologic  jaundice  of  the  newborn 

1.5  to  11 

infant 

1 . 5 to  22 

Jaundice  of  prematurity 
Nonhemolytic  jaundice  of  rats 

1 . 5 to  70 

(Gunn) 

4 to  14 

fine  structure  elements  which  Dr.  Schaffner 
called  endoplasmic  reticulum  or  the  ergasto- 
plasm.  The  various  bilirubin  conjugates 
can  then  be  excreted  in  the  bile  whereas 
unconjugated  bilirubin  cannot  be  excreted. 

Nonhemolytic  Acholuric  Jaundice 

One  might  ask,  “What  would  be  the 
manifestations  of  a disease  that  is  charac- 
terized by  a virtual  absence  of  glucuronyl 
transferase  activity?”  If  the  capacity  to 
form  bilirubin  glucuronide  is  reduced  and 
there  is  no  compensatory  increase  in  the 
formation  of  other  conjugates,  conjugation 
being  required  for  the  excretion  of  bilirubin, 
then  albumin-bound  unconjugated  bilirubin 
accumulates  in  the  blood  and  in  the  tissues. 
There  is  no  increase  in  erythrocyte  destruc- 
tion, and  hence  this  state  is  termed  non- 
hemolytic acholuric  jaundice  and  exists  in 
several  forms  in  man  and  in  a mutant  strain 
of  rats  (Table  I). 

The  Crigler-Najjar  syndrome  is  rare  and 
was  described  in  9 children  who  developed 
severe  jaundice  shortly  after  birth  with 
kernicterus  and  normal  liver  function  and 
histology  under  the  light  microscope.  These 
cases  occurred  in  three  related  families. 

Nonhemolytic  acholuric  jaundice  occurs 
in  every  newborn  infant,  and  in  pre- 
mature infants  it  may  be  associated  with 
extreme  elevations  of  the  serum  bilirubin 
concentration  and  kernicterus.  Erythro- 
blastosis superimposed  on  this  defect  results 
in  more  striking  hyperbilirubinemia. 

Nonhemolytic  acholuric  jaundice  occurs 
shortly  after  birth  and  persists  for  life  in  the 


CONJUGATION 


EXCRETION 


Fig.  2.  Bilirubin  metabolism  in  the  homozygous 
Gunn  rat. 


homozygous  Gunn  rat.  Figure  2 illustrates 
the  mechanism  for  the  development  of 
nonhemolytic  acholuric  jaundice  in  the 
Gunn  strain  of  rats.  Glucuronyl  transferase 
activity  is  deficient.  Virtually  no  bilirubin 
glucuronide  is  formed  in  vitro  or  in  vivo. 
There  is  no  compensatory  increase  in  the 
formation  of  other  bilirubin  conjugates,  and, 
because  conjugation  is  required  for  the 
excretion  of  bilirubin,  the  bile  is  virtually 
colorless  and  contains  only  a trace  of  con- 
jugated pigment  which  is  not  a glucuronide. 
Unconjugated  bilirubin  cannot  be  excreted 
by  the  liver  or  the  kidneys  and,  therefore, 
accumulates  in  the  serum  and  tissues. 

This  mechanism  has  been  studied  in 
greatest  detail  in  the  homozygous  Gunn  rat. 
A similar  deficiency  is  present  in  each  of  the 
previously  discussed  clinical  syndromes  in 
man. 

Brown  and  Zuelzer  demonstrated  the 
virtual  absence  of  glucuronyl  transferase 
activity  in  the  guinea  pig  fetus  and  neivborn 
animal.  Glucuronyl  transferase  activity 
does  not  reach  that  which  is  present  in  adult 
tissue  until  about  the  fifteenth  day  of  life. 
Similar  studies  have  now  been  performed  in 
many  laboratories  using  human  tissues. 
The  evidence  suggests  that  the  physiologic 
jaundice  of  the  newborn  infant,  the  jaundice 
of  prematurity,  and  the  severe  jaundice  with 
erythroblastosis  result  from  hepatic  im- 
maturity, which  more  specifically  is  a 
normally  occurring  delayed  development  of 
the  glucuronide  conjugating  system. 

Chronic  Lnconjugaled  Hyperbilirubi- 
nemia in  Adolescents  and  Adults 

Chronic  jaundice  of  this  type  in  adolescents 
and  adults  represents  a problem  which  is 
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perhaps  more  familiar  to  gastroenterologists. 
We  have  studied  24  adolescents  and  adults 
with  chronic  unconjugated  hyperbilirubi- 
nemia. Thej^  may  be  divided  on  the  basis  of 
clinical,  biochemical,  electron  micrographic, 
and  genetic  studies  into  two  groups,  depend- 
ing primarily  on  whether  the  hyperbiliru- 
binemia is  in  general  greater  or  less  than 
about  5 mg.  per  100  ml. 

Patients  with  chronic  unconjugated  hyper- 
bilirubinemia over  about  5 mg.  per  100  ml. 
developed  icterus  shortly  after  birth  or  in 
early  adolescence;  about  two  thirds  of  them 
have  family  members  with  chronic  jaundice 
of  a similar  type.  Physical  findings  are 
limited  to  marked  jaundice.  Detailed 
studies  of  hematologic  functions  including 
erythrocyte  survival  are  normal.  All  liver 
function  tests  and  histology  in  the  light 
microscope  are  normal.  Fecal  urobilinogen 
excretion  is  usually  decreased.  The  clinical 
course  is  benign,  and  the  degree  of  bilirubi- 
nemia  remains  relatively  constant. 

Patients  with  chronic  unconjugated  hyper- 
bilirubinemia less  than  about  5 mg.  per  100 
ml.  are  seen  much  more  frequently  and  are 
diagnosed  as  having  constitutional  hepatic 
dysfunction,  physiologic  hyperbilirubinemia, 
or  Gilbert’s  disease.  These  patients  may 
develop  icterus  at  any  age,  although  usually 
this  occurs  in  the  first  three  decades.  There 
is  often  a family  history  of  jaundice.  The 
jaundice  is  mild  and,  as  will  be  illustrated, 
patients  with  this  syndrome  constitute  a 
heterogeneous  group. 

As  a part  of  a study  of  the  pathogenesis  of 
jaundice  in  these  cases,  a variety  of  investi- 
gations were  performed.  The  capacity  to 
form  glucuronides  was  estimated  by  admin- 
istering 1 Gm.  of  menthol  by  mouth  and 
measuring  the  per  cent  of  menthol  which 
was  excreted  in  the  urine  as  menthol  glucu- 
ronide  in  the  subsequent  four  hours.  In 
addition,  liver  tissue  was  obtained  by  aspira- 
tion biopsy,  and  glucuronyl  transferase 
activity  was  assayed.  Each  of  the  patients 
with  chronic  hyperbilirubinemia  in  excess  of 
5 mg.  per  100  ml.  demonstrated  reduced 
capacity  to  form  menthol  glucuronide  as 


studied  in  vivo  and  reduced  glucuronyl 
transfera.se  activity  in  vitro.  These  pa- 
tients are  deficient  in  the  capacity  to  con- 
jugate bilirubin  with  glucuronic  acid.  They 
have  a congenital  deficicncj"  in  glucuronyl 
transferase  activity. 

Alenthol  tolerance  tests  and  in  vitro  assay 
of  hepatic  glucuronyl  transferase  activity 
were  normal  in  all  but  1 patient  with  chronic 
unconjugated  hypei’bilirubinemia  under 
about  5 mg.  per  100  ml.  Further  study  in 
this  group  of  patients  revealed  some  in- 
teresting findings.  The  patients  with  mild 
bilirubinemia  represent  a heterogeneous 
group.  Three  patients  had  compensated 
hemolytic  processes.  Erythrocyte  survival 
using  chromium-51  was  significantly  reduced 
despite  normal  hemoglobin  concentration 
and  reticulocyte  counts.  Two  patients  be- 
came icteric  after  a documented  episode  of 
viral  hepatitis.  Both  demonstrated  modest 
retention  of  bromsulphalein  and  abnormal 
liver  morphology.  One  patient  had  normal 
erythrocyte  survival  and  a fourfold  increase 
in  the  excretion  of  fecal  urobilinogen.  This 
young  boy  derives  bile  pigment  from  some 
source  other  than  his  circulating  erythro- 
cytes. In  many  of  the  patients  in  this  group 
the  mechanism  responsible  for  jaundice  is 
unknown.  All  of  the  patients  had  otherwise 
normal  hepatic  function  tests  and  liver 
morphology.  These  studies  indicate  that 
the  terms  “constitutional  hepatic  dysfunc- 
tion” or  “Gilbert’s  disease”  are  misleading 
and  that  in  the  future  appropriate  studies 
should  be  performed  to  determine  the 
precise  mechanism  responsible  for  jaundice 
in  these  cases. 

An  attempt  has  been  made  to  relate  cel- 
lular structure  and  function  in  the  patients 
who  have  a congenital  enzj’rnatic  deficiency 
in  hepatic  glucuronjd  transferase  activity. 
It  will  be  recalled  that  glucuronyl  trans- 
ferase activity  is  normally  associated  with  the 
microsomal  fraction  of  the  liver  as  deter- 
mined by  analysis  of  ultracentrifugation 
fractions.  The  microsomal  fraction  is 
formed  primarily  by  the  endoplasmic  retic- 
ulum. Alex  B.  Xovikoff,  M.D.,  and  Edward 
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Essner,  M.D.,  of  the  Albert  Einstein  College 
of  Medicine,  The  Bronx,  have  examined 
liver  obtained  from  the  homozygous  Gunn 
rat  under  the  electron  microscope.  Most  of 
the  liver  cells  which  were  examined  revealed 
a striking  reduction  in  the  number  of  small 
granules  which  normally  are  present  in  the 
membranes  of  the  endoplasmic  reticulum. 
The  cells  contain  considerable  amounts  of 
an  agranular  endoplasmic  reticulum.  Sim- 
ilar observations  were  made  in  liver  obtained 
from  human  beings  with  an  enzymatic 
deficiency  in  hepatic  glucuronyl  transferase 
activity  and  chronic  nonhemolytic  acholuric 
jaundice.  At  present  one  can  only  specu- 
late regarding  the  relationship  between  the 


enzymatic  defect  and  the  associated  altera- 
tion in  the  subcellular  structure  which 
constitutes  most  of  the  microsomal  fraction. 

Summary 

I have  tried  to  illustrate  some  of  the 
problems  involved  in  the  correlation  of  liver 
structure  and  function  at  a cellular  level  in 
one  group  of  diseases  which  represent  ab- 
normalities in  bile  pigment  metabolism. 
My  main  purpose  has  been  to  illustrate  how 
study  of  these  somewhat  rare  disorders  can 
provide  valuable  information  regarding  nor- 
mal biochemical  processes  and  may  result 
ultimately  in  better  understanding  of  normal 
liver  function. 


Question  and  Answer  Period 


Sidney  M.  Fierst,  M.D.  : Thank  you 
very  much.  Is  there  anyone  who  wants  to 
discuss  any  of  the  presentations  in  this 
symposium? 

Karl  Green,  M.D. : This  is  a very  inter- 
esting and  remarkable  symposium.  I want 
to  congratulate  the  committee  as  well  as  the 
essayists  for  their  part  in  it.  I am  particu- 
larly interested  in  this  because  nearly  forty 
j^ears  ago  I started  out  with  a group  of  other 
pioneers  on  the  general  problem  of  the  possi- 
bility of  making  use  of  the  liver  function  test 
to  show  that  there  were  changes  in  the  liver 
that  could  be  of  value  in  clinical  medicine. 

I’m  particularly  interested  now  in  the 
problem  of  the  shift  of  emphasis  between  our 
earlier  work  and  the  reports  today.  At  that 
time  we  were  happy  if  we  could  find  tests 
which  could  be  correlated  with  the  activity 
of  the  liver  as  a complete  organ.  The 
reports  today  have  gone  beyond  that. 
We’ie  concerned  not  so  much  with  the  liver 
as  with  the  liver  cell  and  even  more,  as  it  has 
been  demonstrated,  with  the  different  parts 
of  the  liver  cell. 

So,  in  that  connection,  I would  like  to  ask 
a couple  of  questions  on  points  that  were 
touched  on  perhaps  but  not  elaborated  at 


all.  Could  either  Dr.  Schaffner  or  Dr. 
Arias  give  us  any  more  information  regarding 
specific  functions  of  the  nucleus?  Dr. 
Arias  touched  on  that  in  his  discussion  of  the  ‘ 
genetic  factors  in  some  of  these  conditions 
that  he  reported,  and  he  emphasized  that 
the  changes  apparently  were  genetically 
determined  through  the  chromatin  of  the 
nucleus  which  appears  to  be  responsible  for 
producing  the  specific  enzvme  systems  con- 
cerned. It  was  pointed  out  also  that  this 
change  was  due  to  a deficiency  in  the 
ergastoplasm  which  is  the  site  of  the  glu- 
curonyl transferase. 

Apart  from  the  conditions  that  Dr.  Arias 
mentioned,  there  is  one  other  clinical  condi- 
tion which  seems  to  have  by  inference  disturb- 
ances of  the  glucuronidation  of  bilirubin : in  a 
certain  number  of  patients  with  carcinoma  of 
the  liver,  long-standing  obstructive  jaundice, 
and  white  bile  in  the  hepatic  ducts,  not  in 
the  liver.  If  a tube  is  put  in  the  common 
duct,  for  a week  or  ten  days  the  patient 
will  secrete  through  the  common  duct,  but 
this  solution  is  practically  bile-free,  and  only 
after  a time  does  the  bile  take  on  its  normal 
color  and  appearance. 

I would  like  to  know  if  any  electron 
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microscope  studies  have  been  made  in  that 
particular  condition;  and,  if  so,  what  is  the 
status  of  the  ergastoplasm  iji  the  site  itself, 
in  lymphatic  cells? 

From  the  standpoint  of  the  popular  tests 
of  hepatic  function,  I would  like  either  es- 
sayist to  make  any  mention  of  the  trans- 
aminase reaction,  and  I wonder  if  either  of 
them  have  any  evidence  as  to  the  localization 
within  the  cell  of  the  transaminase. 

Dr.  Fierst:  Are  there  any  other  (jues- 
tions?  Dr.  Schaft'ner? 

Dr.  Schaffner:  It  is  very  flattering  in- 
deed to  hear  these  kind  words  from  Dr.  Green 
who  has  been  one  of  the  great  pioneers  of  hep- 
atology in  the  United  States  ajid  in  the 
world.  I will  leave  most  of  the  question  of 
nucleus  to  Dr.  Arias  except  to  mention  that 
the  nucleolus  which  is  in  the  nucleus  performs 
the  very  important  function  of  manufactur- 
ing much  of  the  little  granules  that  Dr. 
Arias  was  talking  about,  the  granules  which 
are  attached  to  the  endoplasmic  reticulum. 
The  nucleolus  itself  is  composed  of  rather 
similar  material  to  these  granules,  namely 
ribose  nucleoproteins. 

Unfortunately,  under  the  electron  micro- 
scope, the  nucleus  has  a rather  homogeneous 
appearance,  not  like  the  reticulated  appear- 
ance which  is  induced  by  fixation  and  stain- 
ing so  that  we  cannot  say  very  much  from 
this  point  of  view  as  far  as  morphologic 
studies  are  concerned. 

We  have  studied  to  some  extent  the  prob- 
lem of  what  happens  after  the  release  of  an 
extrahepatic  obstruction  in  animals  and  in 
patients  who  have  recovered  or  are  re- 
covering from  both  extrahepatic  biliary 
obstruction  and  chlorpromazine  jaundice; 
what  is  in  the  bile  is  apparently  determined 
not  so  much  by  conditions  inside  the  cell 
as  far  as  the  endoplasmic  reticulum  is  con- 
cerned, but  rather  by  the  state  of  the  bile 
canaliculi. 

As  recovery  progresses,  the  microvilli  of 
the  canaliculi  seem  to  elongate  and  restore 
themselves  to  normal,  and  the  dilated  ap- 
pearance seems  to  become  less.  This  does 
not  o(;cur  uniformly.  Around  the  same 


liver  cell  where  two  or  three  canaliculi  can 
be  seen  around  its  periphei’3q  one  or  two 
may  be  normal  and  one  still  abnormal. 
Apparently  it  is  a problem  of  quantit.v, 
the  extent  to  which  canaliculi  are  involved 
accounts  for  the  degree  of  cholestasis.  Re- 
covery does  not  take  place  in  uniform  fashion 
but  in  a rather  spotty  fashion. 

Unfortunately,  transaminase  cannot  be 
visualized.  It  is  a rather  ubiquitous  en- 
zyme, and  probably  most  of  it  is  present  in 
the  liquid  part  of  the  cell  or  cell  sap.  The 
escape  of  transaminase  from  the  liver  cell 
into  the  blood  has  been  thought  to  be  an 
alteration  of  the  permeability  of  the  cell 
wall  with  leakage  of  this  enzyme  into  the 
blood  stream. 

I would  like  to  hear  if  Dr.  Arias  has  any 
further  biochemical  comments  about  this. 

Dr.  Arias:  I would  like  to  thank  Dr. 
Green  ver>'  much  for  his  comments.  One 
should  not  think  of  these  conjugation  reac- 
tions as  being  synonymous  with  the  excre- 
tion of  bile  pigment.  The  excretion  of  the 
conjugated  products  involves  an  entirelj’’ 
different  process  about  which  very  little  is 
known.  It  is  indeed  possible  that  the 
mechanism  by  which  bilirubin  conjugates 
are  excreted  is  affected  by  diseases.  There 
are  diseases  such  as  cholangiolytic  hepatitis, 
diseases  caused  by  drugs  such  as  norethan- 
drolone,  and  familiar  defects  such  as  the 
Dubin-Johnson  and  Rotor  syndromes  which 
may  reflect  impairment  in  hepatic  excretoqy 
function.  Conjugation  is  required  for  the 
excretion  of  bile  pigments,  but  the  capacity  to 
excrete  the  conjugates  may  be  reduced  even 
though  conjugation  appears  to  be  normal. 

Glutamic  pyruvic  and  glutamic  oxalacetic 
transaminase  activities  are  associated  with 
the  soh.ble  fraction  of  liver  homogenates. 
This  is  presumably  why  in  relatively  minor 
disturbances  of  hepatic  cellular  function  the 
enzymatic  activity  may  diffuse  across  in- 
tact cell  membranes.  This  may  account 
for  the  clinical  usefulness  of  measurements  of 
the  activity'  of  these  transaminase  activity 
enzymes  in  relatively  minor  states  of  liver 
damage. 
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Iatrogenic  Cardiac  Arrest 

VINCENT  J.  COLLINS,  M.D.,  NEW  YORK  CITY* 

{From  the  Department  of  Anesthesiology,  New  York  University  Medical  Center) 


Who  knows  but  life  be  that  which  men 
call  death,  and  death  what  men  call  life. 

— Euripides 

T F ONE  examines  the  phenomenon  of 
cardiac  arrest  carefully  and  thoughtfully, 
it  is  soon  realized  that  one  is  actually 
examining  the  phenomenon  of  death.  The 
more  one  explores  the  subject,  the  more 
evident  it  becomes  that  in  the  richness  of 
our  scientific  knowledge  we  are  more  igno- 
rant than  ever  when  faced  with  understand- 
ing the  final  event  of  life.  But  this  should 
not  deter  us  in  the  search  for  truth.  Many 
questions  arise.  “What  is  death?”  “When 
does  death  occur?”  “What  are  the  charac- 
teristics of  death?”  It  is  our  purpose  to 
consider  these  commonplace  but  intriguing 
questions  and  to  examine,  in  the  light  of 
our  answers,  the  problem  of  cardiac  arrest. 

Cardiac  arrest  is  actually  one  of  the 
characteristics  of  death.  It  is  necessary 
for  us  as  physicians  to  seek  guides  in  ful- 
filling our  obhgation  to  preserve  life  when 
faced  with  the  circumstance  of  cardiac 
arrest.  However,  against  this  we  must 
weigh  our  moral  responsibility  not  to  employ 
extraordinary  measures  in  the  face  of  ir- 
reversibility. This  then  becomes  basically 
a matter  of  good  clinical  judgment.  But 
such  judgment  cannot  be  exercised  without 
appropriate  understanding. 

Phenomenon  of  Dying 

Death  may  be  considered  to  occur  in 
three  phases.  There  is  clinical  death,  which 
is  usually  followed  by  biologic  death  in 
relatively  short  order.  Finally,  there  is 
theologic  death.  The  latter  is  not  germane 
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to  our  immediate  discussion.  We  are  con- 
cerned essentially  with  the  physical  phe- 
nomenon of  dying. 

Clinical  De.a.th.^ — The  diagnosis  of  death 
is  made  on  the  basis  of  these  physical  phe- 
nomena. The  definitions  of  death  state  uni- 
versally that  it  is  “the  final  cessation  of  the 
vital  functions”  (Oxford  Universal  Dic- 
tionary). In  Borland's  Illustrated  Medical 
Dictionary,  death  is  defined  as  “The  ap- 
parent extinction  of  life,  as  manifested  by 
absence  of  heart  beat  and  respiration.” 

It  is  further  apparent  that  medical  or 
clinical  death  is  simply  a deduction  from 
perceptible  signs.  It  may  be  apparent  with 
some  element  of  hope,  or  it  may  be 
conclusive  and  beyond  any  reasonable  hope 
of  survival.  The  establishment  of  the 
state  of  genuine  death  is  the  prerogative 
of  the  physician.  Since  today  we  are  faced 
with  a number  of  situations  in  which  the 
characteristics  of  death,  namely,  the  absence 
of  a pulse  and  lack  of  respiration,  are 
produced  by  doctors  and  reversed  by  them, 
we  are  required  to  modify  our  definition 
of  death  in  the  following  manner.  It  should 
be  considered  as  “the  cessation  of  sustained 
and  spontaneous  vital  functions.”  It  is 
apparent  from  these  considerations  that 
genuine  death  does  exist  in  fact  when  vital 
functions  cannot  be  established  spontane- 
ously and  then  sustained  by  the  individual. 

Biologic  Death. — For  the  sake  of  com- 
pleteness, let  us  consicier  briefly  biologic 
death.  This  is  essentially  the  cessation 
of  vital  activities  in  cells  and  the  loss  of 
capacity  to  return  to  a functional  state. 
It  is  apparent  that  a differential  between 
the  cells  of  the  body  exists  with  respect  to 
the  time  of  death.  Cellular  death  occurs 
in  different  cells  and  different  organs  at 
different  times.  The  thymic  and  lymphatic 
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TABLE  I. — Iatrogenic  Causes  of  Cardiocir-  TABLE  III. — ^Death  due  to  Surgical  Factors; 

cuLATORY  Collapse  from  Standard  Nomencl.\ture,  Body  as  a Whole 


CMa.ssification  Factor 


010-721 

Acidosis 

011-300 

Infusion  reaction 

010-38X 

Reaction  following  transfusion  of 
blood 

010-445 

Heat  prostration  or  specific 

010-4XX 

Shock 

. . -400 . 7 

Hemorrhage 

010-415 

( Iperative  trauma 

010-70X2 

Water  intoxication 

017-735 

Edema  due  to  excessive  administra- 
tion of  sodium  chloride 

Due  to  Anesthesia  Due  to  Surgery 

Overdose  or  effect  Blood  loss 

of  agent 

Technical  errors  Prolonged  stress 

or  reflex 


TABLE  II. — De.\th  due  to  Anesthesia  Factors; 
FROM  Standard  Nomenclature,  Body  as  a Whole 


Classification 

Factor 

010-33 

Intoxication  due  to  organic  agents 

010-334 

Intoxication  due  to  hvdrocarbons 

010-482 

Blast  injury 

010-421 

Asphyxiation 

010-7XX 

Anoxia 

010-7XX 

Hypercarbia 

tissue  begin  to  age,  to  regress,  and  to  die 
during  the  first  months  of  life.  It  may  be 
said  with  the  philosophers  that  “at  birth  we 
have  begun  to  die.”  On  the  other  hand, 
even  after  clinical  death  the  hair  and  the 
nails  continue  to  grow  for  several  days. 

Etiology  of  Death 

If  we  turn  now  to  the  causes  of  death,  we 
can  identify  that  these  fall  into  three 
categories.  First  are  the  natural  causes  of 
death  which  have  been  recognized  from  the 
beginning  of  time.  Also  fully  appreciated 
are  the  unnatural  causes  of  death  that  are 
related  to  accidents  and  trauma  and  which 
suddenly  disrupt  integrated  life  functions — 
especially  lightning  stroke,  drowning,  and 
various  forms  of  asphyxia. 

With  the  last  century,  however,  we  have 
come  to  recognize  that  medical  therapy, 
either  surgical  or  drug,  can  produce  death. 
To  this  circumstance  the  term  “iatrogenic 
death”  is  applied.  It  is  death  which  has 
its  genesis  in  the  acts  of  physicians. 

Place  of  Cardiac  Arrest 

In  view  of  the  preceding  remarks  we 
can  turn  to  a consideration  of  the  term 
“cardiac  arrest.”  This  is  a coined  phrase 
which  actually  describes  death.  It  is  one 
of  the  characteristics  of  the  phenomenon 
of  clinical  death.  It  must  be  fully  ap- 


preciated that  the  cardiocirculatory  collapse 
which  it  identifies  is  not  an  entity.  It  is  a 
euphemistic  term  for  clinical  death  and 
is  basically  the  end  result  of  many  specific 
causes  of  death  induced  by  physicians  in 
treating  patients.  Among  the  hospital  areas 
where  the  syndrome  is  produced  or  occm-s, 
we  may  recognize  the  following:  operating 
rooms,  cardiorespiratory  physiology  labora- 
tory, radiology  department,  dental  clinic, 
psychiatric  unit,  and  miscellaneous  units 
where  tests  and  local  anesthesia  are  ad- 
ministered. 

In  the  operating  room,  cardiocirculatory 
collapse  may  be  due  either  to  anesthesia 
or  to  surgery.^  The  specific  causes  are 
categorized  in  the  accompanying  Table  I. 
These  same  specific  causes  have  actually 
been  listed  in  the  Standard  Nomenclature 
of  Disease  and  Operations  of  the  American 
Medical  Association.  A number  of  these 
causes  have  been  selected  from  this  refer- 
ence to  illustrate  that  they  have  been  rec- 
ognized and  classified  for  many  years  and 
that  there  has  been  no  need  to  confuse  the 
literature  and,  indeed,  the  practice  of  medi- 
cine with  a new  term,  “cardiac  arrest.” 

Death  due  to  some  anesthesia  factors  are 
listed  in  Table  II.  Death  due  to  some 
surgical  factors  are  listed  in  Table  III. 
In  addition  specific  anesthetic  agents  in  ex- 
cessive dosage  may  produce  intoxication 
of  the  heart  and  death  (Table  IV). 

Management  of  Cardiac  Arrest 

Since  we  have  defined  cardiocirculatory 
collapse  as  an  iatrogenic  syndrome  and 
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TABLE  IV. — Cardiocirculatory  Collapse  (400); 
Intoxication  of  He.yrt  (410)  by  Specific  Agent 


Classification 

Agent 

410-33121 

Avertin  tribromethanol 

410-33412 

Chloroform 

410-3343 

Ethylene 

410-33431 

Ethyl  chloride 

410-3351 

Ethyl  ether 

410-3352 

Vinyl  ether 

410-337 

Barbiturates 

410-362 

Belladonna 

Scopolamine 

410-3651 

Local  anesthetic  agents 

essentially  as  death  produced  by  therapy, 
we  are  now  in  a much  better  position  to 
clarify  the  circumstance  under  which  cardiac 
resuscitation  should  be  instituted.  If  we 
consider  the  situations  when  cardiocircula- 
tory collapse  or  clinical  death  is  produced 
by  natural  causes,  namely  diseases,  we 
find  that  the  institution  of  resuscitative 
measures  is  generally  unsuccessful.  A re- 
view of  29  cases  originally  classified  as  cardiac 
arrest  at  Belle\me  Hospital  and  occurring 
in  the  emergency  room  and  on  the  medical 
wards  reveals  that  only  1 patient  survived 
(Table  V).  The  list  chiefly  comprises  cases 
of  cardiovascular  disease,  hemorrhage,  and 
sepsis.  In  the  particular  patient  who 
survived,  the  existence  of  a heart  in  arrest 
must  be  questioned.  It  occirrred  in  a 
patient  undergoing  an  epileptic  convulsion, 
and  the  accuracy  of  the  observations  of  the 
postconvulsive  condition  have  been  consid- 
ered inaccurate. 

Selection  of  Patients 

How  then  do  we  select' patients  for  cardiac 
resuscitation?  Rarely  if  at  all  does  cardiac 
resuscitation  have  a role  to  play  outside  the 
operating  room  or  allied  areas.  The  ex- 
ceptions include  such  situations  as  electro- 
shock, lightning  stroke,  and  drowning  or 
other  asphyxial  states.  In  these  instances 


TABLE  V. — Cases  of  Cardiac  Arrest  Occurring 
Outside  Operating  Theater,  1957  to  1960 


Cause 

Number 
of  Cases 

Cerebrovascular  accident 

4 

Cardiac  infarction 

5 

Pneumonia 

4 

Massive  gastrointestinal  bleeding 

4 

Sepsis  (meningitis;  septicemia) 

3 

Craniovertebral  accident 

3 

Mitral  disease 

4 

Advanced  diabetes 

2 

Total 

29 

closed  chest  massage  can  be  employed 
successfully  according  to  the  technic  of 
Kouwenhoven.- 

Open  cardiac  resuscitation  should  be 
instituted  only  when  death  is  primarily 
iatrogenic.  It  is  not  justified  when  natural 
causes  are  considered  to  exist.  It  is  a fact 
that  in  the  face  of  clinical  death  induced 
by  physicians  through  operations  and  an- 
esthesia, open  cardiac  resuscitation  results 
in  a determinable  percentage  of  success. 
This  fact,  however,  should  not  be  construed 
as  approving  the  illogical  and  often  rituahs- 
tic  gestures  used  to  maintain  life  in  the 
face  of  irreversible  clinical  death  induced 
by  natural  diseases. 

Conclusion 

In  conclusion  the  injunction  is  presented 
that  there  should  be  some  dignity  to  death 
and  that  this  can  be  achieved  by  physicians 
exerting  good  judgment. 

1825  West  Harrison  Street,  Chicago  12 
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Sulfadimethoxine 
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{From,  the  Departments  of  Dermatology,  the  Fordham  Hospital  and  the  Beekman-Downtown  Hospital) 


K FREQUENT,  distressing  complication  of 
acne  vulgaris  is  a secondary  pyogenic 
infection.  Ineffective  treatment  or  neglect 
of  this  condition  may  result  in  permanent 
tissue  damage  and  disfigurement;  moreover, 
infection  should  not  be  regarded  as  an  in- 
evitable or  transient  complication.  Acne  is 
primarily  a disease  of  the  adolescent.  It 
strikes  at  a time  when  the  individual  is 
most  self-conscious  and  most  concerned 
with  social  acceptance.  The  embarrass- 
ment of  an  unsightly  facial  condition  with 
its  threat  of  permanent  scarring  can  lead  to 
serious  personality  warping  and  emotional 
disturbances  in  the  young  patient.  Every 
effort  should  be  made  by  the  attending 
physician  to  treat  this  condition  promptly 
and  efficiently  to  prevent  the  misfortune  of 
permanent  disfigurement. 

Both  antibiotics  and  sulfonamides  have 
been  useful  in  the  systemic  treatment  of 
pustular  acne.^  It  has  been  the  common  ex- 
perience that  bacteria  initially  sensitive  to 
antibiotics  soon  develop  resistant  strains, 
and  that  patient  sensitivities  to  these  agents 
often  develop.  In  the  author’s  experience 
two  side-effects,  diarrhea  and  pruritus  ani, 
have  often  occurred  when  antibiotics  were 
given  patients.  While  the  older  sulfona- 
mides have  proved  valuable  in  the  treatment 
of  dermatoses,  they  have  often  produced 
toxic  effects,  making  prolonged  therapy  un- 
feasible.Thus  the  search  has  continued 
for  chemotherapeutic  agents  which  remain 
effective,  safe,  and  inexpensive  for  protracted 
treatment  of  certain  dermatoses. 

Recently  published  reports  indicate  that 
sulfadimethoxine  (Madribon)  may  fidfill 
these  requirements.  The  safety  factor  was 
demonstrated  in  the  preliminary  pharma- 


cology and  especially  in  a study  by  Leff^-^ 
who  used  this  sulfonamide  in  35  paraplegic 
patients  over  a twelve-month  period.  Not 
only  did  this  drug  control  the  typical  bladder 
flare-up  which  other  antimicrobials  had 
failed  to  affect,  but  its  side-effect  liability 
was  nil.  Over  the  entire  course  of  the  year 
close  observation  and  periodic  tests  failed 
to  disclose  any  instance  of  blood  dyscrasias, 
j enal  complications,  hepatitis,  or  involvement 
of  the  central  and  peripheral  nervous  system. 
Left'  and  other  investigators  found  this  sul- 
fonamide long-acting,  well-tolerated,  and 
easy  to  administer.  One-a-day  doses  w'ere 
sufficient  to  attain  high,  effective  blood  levels 
and  to  maintain  them  for  twenty-four 
hours. 

The  relatively  low  cost  of  the  drug,  even 
in  protracted  use,  is  appreciated  by  the 
patient.®-®’®  Preliminary  reports  on  the 
use  of  this  agent  in  dermatologic  conditions 
including  pustular  acne  have  been  highly 
satisfactory.^®"^®  The  drug  does  not  in- 
terfere with  topical  therapy  or  dietary  meas- 
ures; the  absence  of  a photosensitizing 
capacity  makes  adjunctive  ultra\’iolet  ther- 
apy feasible.^® 

The  present  study  is  a clinical  evaluation 
of  sulfadimethoxine  in  the  treatment  of 
pustular  acne  vulgaris. 

Methods  and  Materials 

A total  of  85  patients  (56  female  and  29 
male)  with  pustular  acne  vulgaris  and 
conglobate  varieties  of  acne  comprised  this 
study.  Their  ages  ranged  from  sixteen  to 
forty-seven  years.  Many  of  them  had  these 
disorders  for  extended  periods  of  time. 
Various  previous  therapies,  including  anti- 
biotics, vitamin  A,  topical  treatments,  and 
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TABLE  I. — Progressive  Results  of  Eight-Week 
SULFADIMETHOXINE  ThERAPY  IN  84  PATIENTS  WITH 
Pustular  Acne  Vulgaris  and  Conglobate 
Varieties  of  Acne.* 


Evalu- 

ation  < 

Inter- 

Poor 

vals 

Excellent 

Good 

Fair 

(Less 

During  (75  to  100  (50  to  75  (25  to  50 

Than  25 

Treat- 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

ment 

Im- 

Im- 

Im- 

Im- 

(Weeks) 

proved) 

proved) 

proved) 

proved) 

2 

60 

5 

9 

10 

4 

68 

8 

2 

6 

8 

66 

7 

3 

8 

* The  1 patient  showing  adverse  reaction  to  sulfa- 
dimethoxine  was  not  included  in  the  table. 


x-ray  therapy,  had  afforded  little,  if  any, 
success. 

Concomitant  with  sulfadimethoxine  ther- 
apy, the  patients  were  maintained  on  a 
low-fat  diet  and  were  instructed  to  wash 
their  faces  several  times  a day  with  anti- 
bacterial soap  and  water.  They  were  in- 
structed to  apply  a sulfui  and  resorcin  paste 


to  the  skin  lesions  at  night.  None  of  the 
group  received  systemic  antibiotics  during 
the  course  of  treatment. 

All  but  3 of  the  patients  received  an  inital 
dose  of  1.0  Gm.,  followed  by  a maintenance 
dose  of  0.5  Gm.  daily  for  eight  weeks.  Two 
patients  with  severe  acne  conglobata  were 
maintained  on  2 Gm.  daily  for  the  first 
two  weeks,  1 Gm.  daily  for  the  following 
two  weeks,  and  0.5  Gm.  daily  for  the  remain- 
ing four  w'eeks.  One  patient  with  severe  pus- 
tular acne  of  the  face  and  back  received  1 
Gm.  daily  for  the  first  four  weeks  and  0.5 
Gm.  daily  for  the  second  four  weeks.  The 
patients  were  seen  at  weekly  intervals  and 
evaluated  at  two-,  four-,  and  eight-week 
intervals.  Only  I patient  in  the  entire 
series,  a sixteen-year-old  girl,  developed 
marked  nausea  after  four  days  of  sulfadi- 
methoxine and  had  to  discontinue  treatment. 
Her  case  was  not  included  in  evaluating  the 
results. 


Fig.  1. 


Case  1. — (A)  Severe  pustular  acne  of  fifteen  years  duration  in  thirty-seven-year-old  male. 
Results  after  eight  weeks  of  therapy  showing  almost  complete  clearing  of  skin. 


{B) 


September  15,  1961 


3111 


LOUIS  WEXLER 


Fig.  2.  Case  2. — (^1)  Severe  pustular  acne  of  five  years  duration  in  tvventy-four-year-old  male.  {B)  i 
Results  of  eight  weeks  of  sulfadimethoxine  therapy. 


Sulfadimethoxine  proved  an  effective  aid 
in  the  control  of  pustular  acne.  After  the 
initial  four-week  response  there  was  a 
gradual  tapering  off  with  moderate  relapses, 
but  the  end  results  were  gratifying.  By  the 
eighth  week  of  observation  66  patients 
showed  excellent  results,  with  75  to  100 
per  cent  improvement.  Seven  patients 
showed  good  results  (50  to  75  per  cent),  and 
in  3 patients  the  results  were  fair  (25  to  50 
per  cent  of  improvement).  These  results 
are  summarized  in  Table  I. 

The  following  case  reports  are  cited  as 
typical  instances  in  which,  after  years  of 
unsuccessful  routine  acne  therapy,  excellent 
results  were  obtained  with  sulfadimethoxine. 
In  these  patients  the  duration  of  disease 
ranged  from  three  to  fifteen  years. 

Case  Reports 

Case  1. — A thirty-seven-year-old  male  with 
severe  pustular  acne  of  fifteen  years  duration  had 
received  x-ray  treatments,  vaccines,  injections  of 
penicillin,  vitamin  A,  and  various  topical  remedies 
over  the  years.  He  had  been  under  my  care  for 
approximately  six  months  before  the  initiation  of 
sulfadimetho.xine  therapy,  during  which  time  he 
had  received  various  broad-spectrum  antibiotics, 
local  applications  of  sulfur  and  resorcin  lotions 
and  creams,  and  drying  and  antibacterial  soaps. 
There  was  little  response  to  this  regimen.  He 
was  then  placed  on  sulfadimethoxine,  1 Gm. 
initially  and  0.5  Gm.  daily  for  two  weeks,  with  no 


improvement.  The  dosage  was  then  increased  to 
2 Gm.  daily  for  two  weeks,  then  1 Gm.  daily  for 
two  weeks,  followed  by  0.5  Gm.  daily  for  two 
weeks.  Local  treatment  was  sulfur  and  resorcin 
paste  and  cleansing  with  an  antibacterial  soap. 
Under  the  higher  dose  this  patient’s  response  was 
dramatic  and  the  results  were  excellent  (Fig.  1). 
He  is  still  under  observation,  and  there  has  been 
no  recurrence  of  acne  in  the  four  months  since  the 
cessation  of  the  sulfonamide. 

Case  2. — A twenty-four-year-old  male  patient 
had  severe  pustular  acne  of  the  face  and  back  of 
five  years  duration.  At  intervals  in  the  past  he 
had  received  various  routine  procedures  with 
little  success.  He  was  placed  on  sulfadimeth- 
oxine, 1 Gm.  daily  for  four  weeks  and  then  C.5 
Gm.  daily  for  four  weeks.  In  addition,  he  used  a 
lotion  containing  salicylic  acid  and  resorcinol  and 
an  antibacterial  soap.  His  response  to  therapy 
was  excellent  (Fig.  2). 

Case  3. — A twenty-one-year-old  female  patient 
had  severe  pustular  and  cystic  acne  vulgaris  of  six 
years  duration.  She  had  received  routine  local 
acne  therapy  with  little  success.  She  was  placed 
on  sulfadimetho.xine,  1 Gm.  initially  and  0.5  Gm. 
daily,  for  the  next  eight  weeks.  Her  condition 
improved  gradually  and  steadily,  with  excellent 
final  results  (Fig.  3). 

Case  4. — A twenty-year-old  female  patient  had 
severe  pustular  acne  of  three  years  duration  which 
had  not  responded  to  various  local  measures. 
On  the  usual  dosage  of  sulfadimethoxine  and  local 
treatment  her  condition  improved,  and  at  the 
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Fig.  3.  Case  3. — {A)  Severe  pustular  and  cystic  acne  for  six  years  duration  in  twenty-one-year-old  female 


end  of  eight  weeks  there  was  no  evidence  of 
activity  (Fig.  4).  There  has  been  no  recurrence 
two  months  after  cessation  of  therapy. 

Comment 

In  the  management  of  acne  no  agent  has 
vet  been  developed  which  attacks  the  etio- 
logic  complex  of  the  disease  in  which  hor- 
monal imbalance  and  emotional  factors  are 
conspicuous.  Therefore,  an  anti-infection 
agent  cannot  be  expected  to  get  at  the  basic 
course,  and  the  infection,  even  though  it’s 
eradicated,  may  return  at  some  later  date. 
However,  in  dealing  with  the  pustular  form  it 
is  imperative  to  arrest  the  infection  promptly 
to  prevent  permanent  scarring  and  the 
accompanying  emotional  trauma.  A sys- 
temic medication  which  promotes  the  heal- 
ing of  unsightly  lesions  has  the  added  virtue 
of  reducing  those  psychic  tensions  which 
exacerbate  the  disease.  Thus  a vicious 
circle  is  broken,  and  even  if  infection  recurs, 
the  patient  has  gained  a measure  of  confi- 


dence in  an  eventual  complete  clearing  of 
his  skin  disorder. 

An  improvement  of  the  lesions  and  of 
patient  morale  are  potent  elements  which  aid 
the  physician  in  effecting  a total  arrest  of 
the  disease  process.  Since  stubborn  cases 
may  require  long-continued  therapy,  the 
choice  of  systemic  antibacterials  must  be 
made  with  care,  and  attention  must  be  given 
to  possible  complications.  The  standard 
precautions  in  sulfonamide  therapy  should 
be  observed.  Patients  with  impaired  renal 
function  must  be  watched  closely  for  pos- 
sible accumulation  of  the  drug,  and  in  long- 
term use  blood  counts  should  be  performed 
at  regular  intervals,  as  a matter  of  good 
medical  practice. 

Periodic  in  vitro  tests  of  antibacterials  in 
cultures  taken  from  pustular  acne  patients 
appear  to  have  little  value,  since  in  this 
type  of  infection  there  appears  to  be  little 
correlation  between  in  vitro  and  thera- 
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Fig.  4.  Case  4- — (^)  Severe  pustular  acne  of  three  years  duration  in  twenty-year-old  female.  {B)  After 
eight  weeks  of  therapy  skin  shows  no  evidence  of  bacterial  activity. 


peutic  results  of  antibiotics  and  sulfon- 
amides. 

Simply  on  a pragmatic  basis  the  perform- 
ance of  sulfadimethoxine  in  the  present 
study  would,  in  my  opinion,  warrant  its 
use  as  one  of  the  standard  medications  in 
pustular  and  conglobate  acne.  Sulfadi- 
methoxine can  be  taken  with  entire  safety 
over  long  periods  of  time.  Although,  like 
all  antibacterial  agents,  it  may  sometimes 
fail  to  combat  resistance  strains,  it  has  a 
high  degree  of  effectiveness  against  the 
pathogens  found  in  dermatoses.  The  single 
daily  dose  is  appreciated  by  the  active  am- 
bulatory patient,  and  its  comparatively  low 
cost  allows  the  patient  to  cooperate  in  pro- 
tracted therapy  when  this  is  necessary. 

There  are  indications  that  the  effective- 
ness of  this  drug  can  be  augmented  by  in- 
(ireasing  the  dosage.  One  patient  who  did 
not  respond  to  low  dosages  showed  dramatic 
improvem(‘nt  under  higher  doses.  Another 


showed  excellent  response  to  the  higher 
doses.  Another  showed  excellent  response 
to  the  higher  dosage  for  the  initial  four 
weeks.  Further  investigation  along  these 
lines  may  prove  of  value. 

Summary 

Sulfadimethoxine  (Madribon)  was  ad- 
ministered to  85  patients  with  pustular 
acne  vulgaris  and  conglobate  varieties  of 
acne  for  a period  of  eight  weeks.  The  dis- 
orders in  all  the  patients  had  been  of  long 
duration  and  had  not  responded  to  previous 
routine  acne  therapy. 

Excellent  results  were  obtained  in  66 
patients,  good  to  fair  results  in  10,  and  poor 
results  in  8.  An  adverse  reaction  to  the 
drug  occurred  in  only  1 patient.  Sulfadi- 
methoxine was  found  to  be  safe,  economical, 
and  effective  in  clearing  the  pustular  lesions 
of  acne.  It  is  strongly  recommended  as  a 
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systemic  medication  in  the  management  of 
this  disease.  It  is  suggested  that  further 
study  of  the  relation  of  dosage  to  response 
is  warranted. 
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Poliomyelitis  in  Upstate  New  York  in  1960 

ROBERT  M.  ALBRECHT,  M.D.,  ALBANY,  NEW  YORK 
{From  the  New  York  State  Department  of  Health) 


^T^he  purpose  of  this  paper  is  to  report  the 
results  of  the  surveillance  of  poliomye- 
litis in  Upstate  New  York  (New  York  State, 
exclusive  of  New  York  City)  carried  out  in 
1960  by  practicing  physicians,  local  health 
departments,  and  State  and  local  labora- 
tories. The  1959  experience  was  reported 
recently.  ^ 

Trends 

The  decline  in  reported  poliomyelitis  since 
the  first  use  of  Salk  vaccine  in  1954  has 
continued.  This  decline  has  not  been 
steady,  because  poliomyelitis  is  cyclic  in 
occurrence.  In  1960  only  135  paralytic 
cases  were  reported  in  contrast  to  an  annual 
average  of  949  in  the  years  from  1951  to 
1953.  From  1951  to  1953  there  was,  in 
addition,  an  annual  average  of  274  cases  in 
which  no  information  as  to  paralysis  was 
obtained,  and  probably  more  than  half  of 
these  were  paralytic  also. 

Reported  cases  of  nonparalytic  disease 
have  declined,  probably  because  physicians 
prefer  the  diagnostic  label  of  aseptic  menin- 
gitis, or  a like  term.  It  is  also  likely  that 
Salk  vaccine  prevents  nonparalytic  as  well 
as  paralytic  poliomyelitis,  although  all  would 
not  agree  to  this. 

Statistics  on  the  trend  appear  in  Table  I. 
This  table  gives  the  year  in  which  cases  were 
reported,  and  the  number  for  a given  year 
includes  some  cases  which  occurred  in  the 
preceding  year.  Of  the  179  cases  reported 
in  1960,  159  occurred  in  1960 — 119  paralytic 
and  40  nonparalytic;  16  of  the  119  were  fatal. 
The  statistics  for  Upstate  New  York  in 
succeeding  tables  are  based  on  the  cases 
occurring  in  1960. 

Vaccine 

Vaccination  History. — Table  II  de- 


TABLE  I. — Trend  of  Cases  and  Deaths  in 
Upstate  New  York,  1951  to  1960 


- Cases 


Year 

of 

Report 

All 

Forms 

Para- 

b'tic 

Non- 

para- 

lytic 

Un- 

speci- 

fied 

Deaths 

1960 

179 

135 

43 

1 

20 

1959 

339 

277 

62 

0 

28 

1958 

181 

125 

56 

0 

6 

1957 

139 

68 

71 

0 

4 

1956 

606 

311 

294 

1 

23 

1955 

1,808 

868 

904 

36 

50 

1954 

1,491 

864 

561 

66 

52 

1951  to 
1953, 
aver- 
age 

1,676 

949 

453 

274 

67 

scribes  the  number  of  paral3dic  cases  and 
deaths  by  age  and  the  number  of  injections  I 
of  Salk  vaccine  they  had.  Half  of  the  119 
paralytic  cases  and  10  of  the  16  fatal  cases  ; 
had  no  vaccine.  Forty  cases  (36  nonfatal  j 
and  4 fatal)  had  three  or  more  injections  of 
Salk  vaccine.  More  than  half  of  the  para- 
lytic cases  occurred  in  children  under  ten 
years  of  age. 

Effectiveness  of  Salk  Vaccine  in  the 
United  States. — The  high  proportion  of 
paralytic  cases  who  had  three  or  more  injec- 
tions of  vaccine  is  not  a reflection  on  the 
vaccine.  Rather,  it  is  due  to  the  extensive 
use  of  a vaccine  which  is  not  entirely  effec- 
tive. If,  for  example,  everyone  were  vac-  1 
cinated  and  if  the  vaccine  were  not  perfect, 
some  poliomyelitis  would  occur,  and  all  of 
the  cases  would  have  been  vaccinated. 

Three  injections  of  ordinary  Salk  vaccine 
reduce  the  incidence  of  paral3’’tic  poliomye- 
litis by  about  85  to  90  per  cent.  This  esti- 
mate is  based  on  a comparison  of  age- 
specific  attack  rates  in  persons  receiving  no 
vaccine  and  persons  receiving  var3dng  doses, 
assuming  that  the  difference  is  due  to  the  ^ 
vaccine.  The  size  of  the  vaccinated  and 
unvaccinated  populations  has  been  esti- 
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TABLE  II. — Paralytic  Cases  and  Deaths*  by 
Vaccine  History  in  Upstate  New  York,  1960 


Age 

(Years) 

Total 

None 

1 or  2 
Doses 

3 or 
More 
Doses 

All  ages 

119(16) 

61(10) 

18(2) 

40(4) 

0 to  4 

32(4) 

16(3) 

9(1) 

7 

5 to  9 

31(1) 

11 

3 

17(1) 

10  to  19 

19(1) 

6(1) 

1 

12 

20  to  29 

23(5) 

17(2) 

2 

4(3) 

30  and  over 

14(5) 

11(4) 

3(1) 

* Fatal  cases  are  in  parentheses. 


TABLE  III. — Effectiveness  of  Poliomyelitis 
Vaccine  in  the  United  States,  1960^ 


Per  Cent  Reduction  of  Paralytic  Polio- 


Age 

(Years) 

1 Dose 

myelitis  by  Dose — 

2 Doses  3 Doses 

4 or  More 
Doses 

Oto  4 

34 

67 

88 

95 

5 to  9 

55 

71 

86 

95 

10  to  14 

31 

69 

79 

90 

15  to  19 

* 

70 

88 

97 

20  to  29 

* 

67 

84 

91 

30  to  39 

* 

44 

80 

84 

* Numbers  too  small  to  compute  percentages. 


mated  by  surveys  twice  a year  by  the  Bureau 
of  the  Census.  The  crude  effectiveness  rates 
shown  in  Table  III  are  based  on  paralytic 
cases  reported  to  the  United  States  Public 
Health  Service  and  on  estimates  of  the 
number  of  persons  in  this  country  by  age, 
with  no,  one,  two,  three,  and  four  or  more 
doses  of  Salk  vaccine,  derived  from  the 
national  household  surveys  referred  to. 
Table  III  shows  that  in  1960,  as  in  other 
years,  Salk  vaccine  gave  a high  degree  of 
protection.  A decline  of  a few  percentage 
points  from  one  year  to  another  should  not 
be  taken  to  mean  that  the  effectiveness  has 
declined. 

The  data  are  crude,  and  small  variations 
should  be  expected. 

Live  Poliovirus  Vaccine. — Lederle-Cox 
oral  trivalent  poliomyelitis  vaccine  was  fed 
to  30,000  people  of  all  ages  in  Tompkins 
County  (population  54,000)  in  May  and 
June,  1960.^  No  cases  of  paralytic  poliomye- 
litis in  that  county  were  reported  thereafter, 
but  this  cannot  be  credited  to  the  vaccine 
because  the  population  is  small  and  poUo- 
myelitis  could  have  been  absent  by  chance. 
One  case  of  nonparalytic  poliomyelitis, 
with  onset  August  16,  was  reported. 

Sabin  oral  poliomyelitis  vaccine  was  given 
in  Monroe  County  in  1960.^  Typ®  1 was 
fed  in  May,  Type  3 in  June,  and  Type  2 in 
November.  Type  1 was  received  by  1 13,883 
persons,  and  almost  that  number  received 
Types  3 and  2.  The  bulk  of  these  were 
school  children.  About  80  per  cent  of  the 
school  children  took  Sabin  vaccine.  Six 
cases  of  paralytic  poliomyelitis  occurred  in 


TABLE  IV. — Paralytic  Cases  By  Month  of 
Onset  in  Upstate  New  York,  1960 


Month 

Number 

of 

Cases 

January 

3 

February 

1 

May 

2 

June 

4 

July 

15 

August 

36 

September 

33 

October 

20 

November 

4 

December 

1 

the  period  from  August  to  November,  1960. 
None  of  the  6 had  had  Salk  or  Sabin  vaccine. 
Six  cases  of  aseptic  meningitis  were  reported 
also.  The  Monroe  County  experience  does 
not  permit  one  to  judge  the  effectiveness  of 
Sabin  vaccine,  although  the  vaccine,  as  used, 
obviously  did  not  eliminate  poliomyelitis 
virus  or  paralytic  poliomyelitis  from  the 
county. 

Distribution 

Age,  Sex,  and  Race. — Table  II  shows  the 
age  of  the  paralytic  cases  and  deaths.  The 
youngest  case  was  eleven  months  old. 
There  was  only  1 case  over  forty-nine  years 
of  age. 

Sixty-nine  of  the  cases  were  male  and  50 
female.  Nine  of  the  deaths  were  male  and 
7 female. 

All  of  the  paralytic  cases,  except  3,  were 
white.  One  of  the  3 cases  was  fatal. 

Seasonal  Distribution. — The  seasonal 
distribution,  shown  in  Table  IV,  was  normal. 
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TABLE  V. — Confirmatory  Evidence  in  Deaths  Charged  to  Poliomyelitis  in  Upstate  New  York 

1960 


Case 

Age 

Sex 

Race 

Disease* 

Doses  of 
Vaccine 

Autopsy 

Type  of 
Poliovirus 
Isolated 

1 

49 

M 

W 

B 

0 

+ 

3 

2 

28 

M 

W 

B 

0 

+ 

1 

3 

27 

F 

W 

B 

4 

+ 

1 

4 

3 

M 

V' 

BS 

0 

+ 

1 

5 

4 

M 

W 

B 

0 

-b 

NAt 

6 

20 

F 

W 

B 

0 

+ 

NA 

7 

1 

M 

Indian 

B 

0 

-f- 

NA 

8 

37 

M 

W 

BS 

0 

+ 

NA 

9 

49 

M 

W 

B 

0 

+ 

NA 

10 

2 

F 

\V 

B 

1 

+ 

negative 

11 

29 

F 

W 

S 

3 

** 

1 

12 

39 

F 

W 

B 

2 

not  done 

3 

13 

5 

M 

W 

S 

3 

not  done 

1 

14 

24 

M 

W 

BS 

0 

not  done 

NA 

15 

21 

F 

W 

B 

3 

not  done 

negative 

16 

44 

F 

W 

BS 

0 

not  done 

negative 

* B:  Bulbar 
BS:  Bulbospinal 

S:  Spinal 

t NA:  Not  attempted;  negative  means  attempted  but  no  virus  recovered. 

**  Case  11  recovered  from  paralysis  but  died  of  pulmonary  embolism. 


TABLE  VI. — Viruses  Isolated  from  Paralytic 
Cases  in  Upstate  New  York,  1960 


Virus 

Paralytic 

Nonparalytic 

Total 

Poliomyelitis  virus 

104 

36 

Type  1 

Poliomyelitis  virus 

41 

9 

Type  1 and 
Coxsackie  A4 

1 

Poliomyelitis  virus 

Type  3 

22 

8 

ECHO 

3 

Coxsackie  B2 

1 

No  virus  isolated 

40 

15 

Geographic  Concentration. — Counties 
with  the  most  paralytic  cases  were:  Catta- 
raugus, 23;  Allegany,  11;  Erie,  10;  Monroe, 
7;  St.  Lawrence,  7;  Chenango,  6;  and 
Suffolk,  6. 

Case  Fatality  Rate 

In  1959,  280  cases  of  paralytic  poliomye- 
litis had  onset,  of  which  32  (11  per  cent) 
died.  This  was  higher  than  the  usual  rate  of 
5 to  7 per  cent.  In  1960,  the  case  fatality 
rate  was  13  per  cent.  The  reason  for  the  rise 
in  this  rate  is  not  clear.  It  is  not  due  solely 
to  an  increase  in  the  proportion  of  older 
cases.  Poorer  reporting  of  nonfatal  cases 
could  account  for  the  increased  case  fatality. 


but  evidence  of  poorer  reporting  has  not 
been  presented.  It  is  probably  not  due  to  ; 
overdiagnosis  of  fatal  cases  because  most  of 
the  fatal  cases  were  verified.  However, 
this  illustrates  the  need  of  adequate  in- 
vestigation of  each  death  ascribed  to  polio- 
myelitis. 

Fatalities 

Most  of  the  fatal  cases  had  virologic  or  ] 
autopsy  evidence  of  poliomyelitis.  Of  the  | 
16  fatal  cases,  10  had  evidence  of  polio-  j 
myelitis  on  autopsy.  The  eleventh  had 
recovered  from  paralysis  but  was  con-  ^ 
valescing  when  she  had  massive  pulmonary 
emboli  so  that  poliomyelitis  must  be  con- 
sidered the  underlying  cause  of  death. 
Autopsies  were  not  performed  on  5 cases. 
One  of  the  5 was  in  a respirator  and  died 
suddenly.  Poliomyelitis  virus  was  re- 
covered from  2 of  the  5. 

Data  on  each  death  appear  in  Table  V. 
Eleven  of  the  fatal  cases  never  had  a ton- 
sillectomy, 1 had,  and  in  4,  no  information 
on  this  point  was  obtained.  Most  of  the 
fatal  cases  had  not  been  vaccinated.  Those 
who  had  three  or  four  doses  are  vaccine 
failures.  As  stated  before,  three  injections 
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of  Salk  vaccine  are  about  90  per  cent  effec- 
tive in  preventing  paralytic  poliomyelitis. 
This  holds  true  for  fatal  poliomyelitis. 

Paralysis 

Bulbar  Involvement. — Of  the  1 19  para- 
lytic cases,  25  (21  per  cent)  had  bulbar  in- 
volvement, a figure  comparable  to  those  of 
other  years.  The  frequency  of  bulbar 
paralysis  cases  was  similar  in  the  unvacci- 
nated and  vaccinated  groups. 

Residual  Paralysis. — Clinical  evalua- 
tion two  months  after  the  onset  of  polio- 
myelitis revealed  that  of  96  nonfatal  spinal 
and  bulbospinal  cases,  37  per  cent  had  no,  or 
minor,  residual  paralysis,  39  per  cent  signifi- 
cant residual  paralysis,  and  23  per  cent 
severe  residual  disability.  In  1 per  cent 
information  was  not  obtained.  This  was 
almost  identical  with  the  1959  experience. 

Viral  Etiology 

A virus  was  isolated  from  64  (62  per  cent) 
of  the  104  paralytic  cases  in  which  it  was 
attempted.  Table  VI  shows  that  only 
poliomyelitis  viruses  were  isolated  from 
paralytic  cases,  except  for  1 case  with  both 
Coxsackie  A4  and  poliomyelitis  virus  Type  1 
in  the  stool.  Poliomyelitis  virus  Type  3 
accounted  for  34  per  cent  of  the  poliomyelitis 
virus  isolations  from  paralytic  cases.  In 
1959  only  20  per  cent  of  the  poliomyelitis 
viruses  isolated  from  paralytic  cases  were 


Type  3. 

The  recovery  of  virus  from  the  stools 
could  be  improved  if  all  specimens  were 
taken  properly. 

Summary 

There  were  119  cases  of  paralytic  polio- 
myelitis and  40  cases  of  nonparalytic  polio- 
myelitis with  onset  in  1960  reported  in  New 
York  State,  exclusive  of  New  York  City. 
This  is  a continuation  of  the  decline  in 
poliomyelitis  due  to  Salk  vaccine. 

All  of  the  paralytic  cases,  except  3,  were 
white.  Half  of  the  cases  were  under  ten 
years  of  age.  The  severity  of  paralysis,  geo- 
graphic location,  and  month  of  onset  of  the 
cases  are  described.  Thirteen  per  cent  of  the 
1 19  paralytic  cases  died.  This  is  a rise  in  the 
case  fatality  rate,  and  the  reason  for  the  rise  is 
not  clear.  Only  poliomyelitis  viruses  were 
isolated  from  the  paralytic  cases,  except 
for  1 individual  who  had  both  a poliomyelitis 
virus  and  a Coxsackie  virus  in  his  stool. 
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Scandinavian  Method  of  Treating  Barbiturate  Poisoning 


According  to  an  article  by  Carl  Clemmesen,  M.D., 
and  Eric  Nilsson,  M.D.,  in  Clinical  Pharmacology  & 
Therapeutics,  as  a result  of  the  Scandinavian  method 
of  close  and  constant  attention  to  the  support  of  vital 


function  and  the  prevention  of  infection,  the  mor- 
taUty  rate  from  barbiturate  poisoning  in  the  authors’ 
clinic  has  been  brought  down  to  1.5  per  cent,  from 
over  10  per  cent. — Current  Medical  Digest,  July,  1961 
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^ I "^HE  magnitude  of  the  breast  cancer  prob- 
J-  lem  can  be  appreciated  best  from  the 
realization  that  approximately  25,000  women 
will  die  of  this  disease  this  year,  while  be- 
tween 55,000  and  60,000  women  in  the 
United  States  will  develop  breast  cancer 
during  the  same  period.  Despite  the  vo- 
luminous material  written  on  this  subject 
and  the  various  technics  propounded  for  its 
therapy,  the  mortality  rate  of  breast  cancer 
in  the  United  States  has  improved  but  slightly 
in  the  last  twenty-five  years.  This  is  largely 
due  to  the  fact  that  we  are  applying  a local 
attack,  by  surgery  and  x-ray,  to  a disease 
which  only  too  soon  and  too  often  becomes 
systemic.  Primary  therapy  is  successful 
only  when  complete  eradication  of  the  pri- 
mary cancer  together  with  its  regional 
lymphatic  depots  is  achieved  while  the 
patient  is  still  free  of  distant  metastases. 

The  absolute  five-year  survival  rate  of 
patients  with  breast  cancer  treated  by 
surgery  and  x-radiation  therapy  in  this 
country  and  abroad  ranges  between  30  and 
40  per  cent.^  This  poor  showing  is  due  in 
part  to  the  apathy  and  inertia  of  the  general 


public  and,  to  some  extent,  of  the  medical 
profession  as  well,  which  cancels  the  poten- 
tial benefits  of  the  current  campaign  for 
early  diagnosis  and  prompt,  adequate  ther- 
apy. ^ Despite  the  limitations  of  our  present 
means  of  diagnosis  and  treatment,  their 
complete  utilization  by  all  involved — 
patient,  local  physician,  surgeon,  and  radio- 
therapist— is  capable  of  increasing  the 
over-all  five-year  survival  rate  to  about  60 
per  cent.^’"* 

During  the  last  fifteen  years  the  primary 
treatment  of  operable  breast  cancer  has 
been  improved  by  more  adequate  surgical 
procedures  and  by  more  efficient  technics  of 
x-radiation  therapy.  During  the  same 
period  newer  methods  of  diagnosis  utilizing 
cytology,  roentgenography,  and  other  tech- 
nics have  been  developed.  Further  re- 
finements in  the  hormonal  control  of 
systemic  breast  cancer  by  ablative  and 
additive  methods  have  contributed  to  the 
prolongation  of  life  and  have  led  to  improved 
survival  periods.  Recent  chemotherapeutic  , 
methods  which  attempt  to  control  the  early 
hematogenous  spread  of  cancer  are  being 
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investigated.  Preliminary  studies  on  the 
role  of  immune  response  to  cancer  are  being 
conducted.  To  achieve  a rational  perspec- 
tive we  must  survey  recent  developments  in 
these  fields. 

Epidemiology 

Although  breast  cancer  is  an  ancient 
disease  and  was  described  by  the  ancient 
Egyptians  and  Greeks,  we  still  are  frustrated 
in  attempts  to  discover  the  (*ausative  fac- 
tors involved.  Although  detailed  and  well- 
controlled  epidemiologic  studies  in  this  field 
have  been  performed  in  the  recent  past,  very 
few  convincing  data  have  been  accumu- 
lated. Certainly,  we  have  not  yet  reached 
the  stage  where  a rational  basis  for  the  adop- 
tion of  any  truly  prophylactic  measures  can 
be  formulated. 

The  world-wide  incidence  of  breast  cancer 
has  increased  gradually  and  slightly  dur- 
ing the  last  three  decades.  The  age- 
adjusted  incidence  has  increased  only 
slightly,  the  main  increase  being  due  to  an 
increased  survival  of  the  general  population 
and  a higher  incidence  of  breast  cancer  in  the 
older-age  groups. 

Although  the  incidence  of  breast  cancer 
throughout  the  Western  hemisphere  is 
fairly  constant,  there  is  a much  lower 
incidence  among  the  Japanese — only  one- 
eighth  that  in  the  United  States.  This 
marked  difference  cannot  be  accounted  for 
on  the  basis  of  earlier  and  more  frecpient 
pregnancies  nor  on  an  increased  period  of 
nursing  alone,  since  it  also  has  been  shown 
that  the  incidence  of  breast  cancer  among 
single  women  in  Japan  is  significantly  lower 
than  that  among  single  women  in  the 
United  States.  Wynder,  Bross,  and  Hira- 
yama®  attempt  to  explain  this  by  the  fact 
that  Japanese  women  begin  to  menstruate 
at  a later  date  and  that  the  incidence  of 
breast  cancer  may  be  due  to  some  endocrine 
difference  possibly  related  to  their  dietary 
pattern. 

Only  two  instances  of  proved  breast 
cancer  have  been  recorded  among  the  more 
than  10,000  Eskimos  now  living  in  Canada, 


of  whom  about  70  per  cent  are  “full  bloods.”® 
One  instance  occurred  in  a half-breed 
woman  and  the  other  in  an  Eskimo  woman 
with  one-eighth  white  blood.''  The  latter 
delivered  ten  children  and  nursed  seven.  It 
is  interesting  to  speculate  whether  or  not 
these  so  far  comparatively  immune  groups 
will  show  an  increased  incidence  of  breast 
cancer  as  they  adopt  our  “modern”  Western 
ways  of  life. 

In  their  classical  study  of  epidemiology  of 
breast  cancer  Wynder,  Bross,  and  Hira- 
yama®  could  find  no  correlation  between 
previous  trauma,  the  size  of  the  breast,  the 
patient’s  having  been  nursed  by  her  mother, 
or  previous  hormone  therapy  and  the  sub- 
sequent development  of  breast  cancer.  So 
far  as  is  known  at  present,  the  so-called 
“milk  factor”  of  Bittner®  is  of  no  significance 
in  the  development  of  human  breast  cancer. 
Recent  investigations  of  virus-like  particles 
in  human  breast  cancer  by  electron  mi- 
croscopy may  clarify  this  possibility. 

Some  of  the  factors  which  are  suspected  of 
being  correlated  positively  with  the  incidence 
of  breast  cancer  are:  (1)  a previous  cancer 
in  the  opposite  breast;  (2)  a familial  history 
of  breast  cancer;  (3)  a previous  history  of 
benign  breast  lesions,  particularly  atypical 
benign  lesions ; and  (4)  the  factors  of  fertility, 
lactation,  and  general  endocrine  status. 

Since  the  same  factors  which  caused  the 
development  of  cancer  in  one  breast  pre- 
sumably are  present  thereafter,  an  increased 
incidence  of  cancer  in  the  opposite  breast 
is  to  be  anticipated.  Geschickter®  estimated 
the  incidence  of  carcinoma  of  a breast  to  be 
six  times  higher  in  women  cured  of  cancer 
in  the  opposite  breast  than  in  women  with- 
out a previous  history  of  breast  cancer. 
Pack^®  maintained  that  between  7 and  10 
per  cent  of  patients  cured  of  one  breast 
cancer  subsequently  would  develop  it  in 
the  opposite  breast.  He  therefore  advo- 
cated a prophylactic  simple  mastectomy  of 
the  opposite  breast  following  radical  sur- 
gery for  cancer  of  the  involved  breast 
Foote  and  Stewart^^  believe  that  “the  most 
frequent  antecedent  of  cancer  in  one  breast 
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is  the  history  of  having  had  cancer  in  the 
opposite  breast.”  Hubbard^*  and  Farrow^^ 
studied  the  problem  of  non-simultaneous  bi- 
lateral mammary  cancer  and  came  to  rather 
similar  conclusions  regarding  prophylactic 
simple  mastectomy.  Hubbard  suggested 
that  a prophylactic  simple  mastectomy 
should  be  performed  only  after  a two-year 
period  free  of  disease  following  the  successful 
treatment  of  cancer  and  particularly  in  the 
presence  of  a familial  history  of  breast 
cancer.  Farrow  agreed  and  suggested  that 
prophylactic  simple  mastectomy  be  done 
only  in  the  presence  of  a familial  history  of 
breast  cancer  or  when  a local  excision  from 
the  second  breast  showed  some  significant 
alteration  of  breast  epithelium  from  the 
norm. 

Most  investigators  in  this  field  believe 
that  the  daughters  and  sisters  of  patients 
with  breast  cancer  have  an  increased  risk  of 
developing  cancer  of  the  breast  and  that  it 
tends  to  occur  at  an  earlier  age  in  the  suc- 
ceeding generation.  A recent  study  by 
Murphy  and  Abbey  of  200  patients  with 
breast  cancer  and  200  controls  failed  to 
demonstrate  any  increased  incidence  of 
breast  cancer  or  other  cancers  in  the  female 
relatives  of  breast  cancer  patients.  How- 
ever, Lewison^®  found  a family  history  of 
breast  cancer  4.7  times  more  frequently  in 
breast  cancer  patients  than  in  a control 
group.  Jacobsen studied  200  mothers  of 
breast  cancer  patients  and  found  three  times 
the  expected  incidence  of  breast  cancer. 
Women  with  a familial  history  of  breast 
cancer  should  be  examined  periodically, 
with  a high  degree  of  suspicion,  and  should 
be  subjected  readily  to  local  excision  with 
frozen  section  examination  for  minimal 
breast  lesions. 

A number  of  investigators  have  studied 
the  relationship  between  benign  breast 
lesions,  particularly  chronic  cystic  ma.stitis, 
and  the  subsequent  development  of  breast 
cancer.  Warren^®  reported  that  the  inci- 
dence of  cancer  in  his  over-all  group  of 
patients  who  had  been  operated  on  previously 
for  chronic  cystic  mastitis  was  4.5  times  as 


great  as  it  was  in  the  control  group.  Foote 
and  Stewart,  “ in  a most  detailed  study  of 
benign  versus  malignant  breast  tumors, 
found  that  chronic  cystic  mastitis  and  other 
benign  breast  lesions  occurred  more  fre- 
quently in  cancerous  breasts.  Atypical 
papillomatosis  was  found  to  occur  ten  times 
more  frequently  in  cancerous  breasts  than 
in  the  control  material.  Foote  and  Stewart 
in  a retrospective  study  of  1,200  breast 
cancer  patients  found  that  2.4  per  cent  had 
had  a previous  local  excision  for  benign 
disease.  In  contrast,  only  1.1  per  cent  of 
patients  with  other  malignant  tumors,  such 
as  cancer  of  the  cervix,  were  found  to  have 
had  previous  local  excisions  for  benign 
breast  disease.  They  concluded  that  the 
patient  with  benign  breast  disease  has  a 
somewhat  greater  chance  of  developing 
breast  cancer  than  the  individual  without 
benign  breast  disease. 

Cairncross  and  Haagensen^®  found  a posi- 
tive correlation  between  breast  cancer  and 
cystic  disease.  On  the  other  hand,  a recent 
study  of  the  relationship  of  fibrocystic 
disease  to  carcinoma  of  the  breast  by  Hodge, 
James,  and  Aponte^  demonstrated  no  sup- 
port for  the  theory  that  fibrocystic  disease 
is  precancerous.  Frantz  et  reported  a 
lower  incidence  of  chronic  cystic  disease  in 
so-called  “normal  breasts”  compared  with 
cancerous  breasts.  They  compiled  the  re- 
sults of  similar  investigations  by  others  and 
reported  the  incidence  of  cystic  disease  in 
noncancerous  breasts  to  be  only  3 per  cent 
(Semb),  32  per  cent  (Lindgren),  and  53  per 
cent  (Frantz)  as  compared  with  an  incidence 
of  79  per  cent  (Stout)  and  74  per  cent  (Foote 
and  Stewart)  in  cancerous  breasts.  Lewison 
and  Lyons, in  studying  a group  of  385 
cases,  found  the  incidence  of  breast  cancer 
to  be  2.6  and  3.6  times  greater  among  women 
who  had  benign  breast  disease  than  among  a 
control  group.  From  these  data  it  is  prob- 
ably safe  to  conclude  that  patients  previously 
operated  on  for  benign  breast  disease  have 
two  to  three  times  the  average  chance  of  sub- 
sequently developing  breast  cancer. 

Pregnancy  and  lactation  have  been  demon- 
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strated  to  have  an  apparent  deterrent  effect 
on  the  development  of  breast  cancer.  In  a 
recent  statistical  survey  the  death  rate  for 
breast  cancer  for  single  women  in  the 
United  States  was  shown  to  be  73  per  cent 
higher  than  for  married  women. Haagen- 
sen^^  maintains  that  “non-nursing  of 
children  is  possibly  of  fundamental  impor- 
tance in  the  modern  high  frequency  of 
mammary  cancer.”  Lemson  and  Allen-® 
found  that  non-nursing  was  twice  as  frequent 
in  the  breast  cancer  patients  as  in  the  con- 
trols. They  felt  that  prolonged  nursing 
was  not  a factor  in  the  development  of 
breast  cancer. 

Lane-Claypon^®  and  Wainwright,^’  in 
separate  studies,  found  that  non-nursing  was 
more  frequent  in  the  cancer  cases  than  in 
their  control  groups.  In  addition,  both  of 
them  felt  that  prolonged  nursing  occurred 
more  frequently  in  the  cancer  group.  Lane- 
Claypon  also  found  that  23  per  cent  of  her 
breast  cancer  patients  were  single  as  com- 
pared with  15  per  cent  of  the  controls.  She 
finally  concluded  that  normal  pregnancy, 
lactation,  and  nursing  were  probably  of 
some  prophylactic  significance.  A recent 
study  by  MacMahon  and  Feinleib'^®  com- 
paring 340  cases  of  breast  cancer  with  340 
controls  disclosed  no  correlation  between 
lactation  and  the  development  of  carcinoma 
of  the  breast. 

Non-nursing  probably  has  some  influence 
on  the  development  of  breast  cancer.  How- 
ever, this  apparently  is  not  terribly  signifi- 
cant since,  although  the  practice  of  nursing 
has  dropped  tremendously  in  the  last  three 
decades  in  the  United  States,  the  incidence 
of  breast  cancer  has  risen  but  slightly. 
There  is  general  agreement  that  an  increased 
incidence  of  breast  cancer  is  associated  with 
later  marriage,  later  pregnancy,  a smaller 
number  of  pregnancies,  late  nursing,  and  a 
shorter  total  duration  of  nursing.® 

The  ultimate  aim  of  an  epidemiologic  study 
is  the  demonstration  of  causative  factors 
and  the  subsequent  adoption  of  prophylactic 
measures.  Most  of  the  factors  reviewed 
show  only  a small  differential  between  the 


cancer  group  and  the  control  group.  Fur- 
thermore, it  is  most  unlikely  that  some 
factors  concerning  early  pregnancy  and 
lactation  can  be  utilized  in  any  practical 
sense.  Finally,  the  small  differentials  noted 
in  the  various  factors  affecting  the  develop- 
ment of  breast  cancer  are  not  impressive  and 
are  not  likely  to  influence  the  general  public. 

On  the  basis  of  epidemiologic  findings  to 
date  it  is  probable  that  the  main  effort  should 
be  directed  toward  the  high-risk  groups. 
All  patients  with  a family  history  of  breast 
cancer,  with  a previous  history  of  benign 
breast  lesions,  particularly  atypical  benign 
breast  lesions,  and  patients  previously  suc- 
cessfully treated  for  breast  cancer  should  be 
followed  closely,  with  periodic  examinations, 
with  a high  degree  of  suspicion,  and  should 
be  subjected  readily  to  surgical  biopsy  for 
minimal  lesions.  Under  certain  combined 
situations  prophylactic  simple  mastectomy 
probably  is  indicated.  Normal  lactation 
and  nursing  probably  should  be  encouraged. 

Anatomy 

A thorough  knowledge  of  the  anatomy  of 
the  breast  and  particularly  of  its  lymphatic 
drainage  system  is  a sine  qua  non  for  the 
intelligent  definitive  therapy  of  breast 
cancer  by  x-radiation  and  surgery.  Excel- 
lent descriptions  of  the  anatomy  of  the 
breast  are  available  in  the  current  textbooks 
on  breast  cancer  by  Haagensen,^^  Lewison,i® 
Saner, and  Parsons®®  as  well  as  in  the  clas- 
sical textbooks  of  anatomy.®®-®® 

The  breast  usually  extends  from  the 
second  to  the  sixth  ribs  and  from  the  edge  of 
the  sternum  to  the  anterior  axillary  line.  It 
is  covered  by  the  superficial  fascia  and  lies 
on  the  pectoral  sheath.  An  extension  which 
penetrates  through  the  deep  fascia  into  the 
axilla  usually  is  present.  The  inclusion  of 
this  axillary  tail  is  particularly  important  in 
the  performance  of  a complete  simple 
mastectomy. 

In  brief,  the  main  arterial  blood  supply 
consists  of  the  internal  mammary  artery 
arising  from  the  subclavian  artery  and  three 
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branches  of  the  axillary  artery,  the  lateral 
thoracic,  the  pectoral  branch  of  the  acromio- 
thoracic artery,  and  the  superior  thoracic 
artery.  In  addition,  there  are  small  branches 
from  the  subscapular  artery  and  the  lateral 
perforators  of  the  intercostal  arteries  in  the 
upper  intercostal  spaces.  The  venous  drain- 
age usually  follows  a similar  pattern. 

The  lymphatic  drainage  of  the  breast  is  of 
supreme  importance  because  of  its  role  in 
the  early  spread  of  mammary  cancer.  The 
two  main  pathways  of  primary  lymphatic 
drainage  extend  into  the  ipsilateral  axillary 
and  internal  mammary  lymph  node  groups. 
The  axillary  lymph  node  depot  is  the  most 
important  and  the  one  most  frecpiently  in- 
volved with  metastases.  Lymphatic  vessels 
extending  into  the  axilla  generally  traverse 
the  pectoral  muscles.  There  are  several 
groups  of  nodes  about  the  various  branches 
of  the  axillary  blood  vessels  which  individ- 
ually receive  drainage  from  the  adjacent 
portions  of  the  breast  and  intercommunicate, 
eventually  draining  into  the  apical  group 
of  nodes  in  the  axilla  and  thence,  via  the 
lymphatic  vessels,  into  the  venous  system 
at  the  confluence  of  the  internal  jugular 
and  subclavian  veins. 

Watne,  Hatiboglu,  and  Moore®^  in  a re- 
cent study  cannulated  the  thoracic  duct  at 
its  entrance  into  the  jugulosubclavian  venous 
junction  and  demonstrated  tumor  cells  in 
the  lymph  of  23  per  cent  of  patients  living 
with  advanced  cancer.  A positive  correla- 
tion was  found  between  the  presence  of 
cancer  cells  in  the  thoracic  duct  and  supra- 
clavicular node  metastases.  This  study 
demonstrates  a major  pathway  for  tumor 
emboli  to  enter  the  circulating  blood  via 
the  thoracic  duct  on  the  left  side  or  by  the 
large  lymphatic  vessels  on  the  right  side  and 
represents  a frequently  traversed  route  of 
cancer  dissemination. 

The  internal  mammary  nodes,  first  de- 
scribed by  Cruikshank  in  1790,^^  are  second 
in  importance  only  to  the  axillary  nodes  in 
the  lymphatic  drainage  of  the  breast. 
These  drain  particularly  the  medial  and 
central  portions  of  the  breast.^®  In  addi- 


tion, the  lower  internal  mammary  nodes 
drain  the  dome  of  the  liver,  the  diaphragm, 
and  the  wall  of  the  upper  part  of  the  abdo- 
men. The  internal  mammary  nodes  usually 
lie  adjacent  to  the  blood  vessels  and  usually 
are  found  in  the  intercostal  spaces.  Occa- 
sionally they  extend  laterally  as  far  as  the 
costochondral  junctions  and  medially  to 
lie  behind  the  border  of  the  sternum.®''  The 
lymphatics  entering  the  internal  mammary 
nodes  pierce  the  pectoralis  major  muscle, 
extend  through  the  intercostal  spaces 
usually  accompanying  the  perforating  blood 
vessels,  and  empty  into  the  nodes  most  fre- 
quently in  the  upper  three  intercostal  spaces. 
A detailed  anatomic  study  of  the  internal 
mammary  nodes  by  Stibbe®’  demonstrated 
the  relative  frequency  of  nodes  in  the  upper 
three  spaces  as  compared  with  the  fourth 
and  fifth  intercostal  spaces.  I®*  have  found 
the  presence  of  nodes  in  the  various  intei- 
space  levels  of  the  internal  mammary  chain 
to  diminish  progressively  from  the  first 
interspace  downward.  Of  300  patients 
studied  88  per  cent  had  nodes  in  the  first 
interspace,  83  per  cent  in  the  second,  72  per 
cent  in  the  third,  47  per  cent  in  the  fourth, 
and  13  per  cent  in  the  fifth  interspace. 
There  was  a slightly  higher  frequency  on  the 
medial  side  of  the  internal  mammar}'  blood 
vessels. 

There  is  some  question  regarding  the  role 
of  the  subareolar  lymphatic  plexus  in  the 
over-all  lymphatic  drainage  of  the  breast. 
Most  anatomists  formerly  considered  this 
an  important  feature  of  the  lymphatic 
drainage  of  the  breast.  Grant,  Tabah,  and 
Adair  in  1953®®  studied  the  lymphatic  drain- 
age of  the  breast  with  injections  of  Evans 
blue  into  the  breast  parenchyma.  They 
reported  a consistent  pattern  of  a centrip- 
etal flow  of  lymph  toward  the  areola 
and  then  an  outward  flow  toward  the  axilla. 
They  maintained  that  the  parenchymal  and 
cutaneous  lymphatics  communicated  in  the 
subareolar  region  and  urged  a wide  excision 
of  the  areolar  area  in  the  surgical  treatment 
of  breast  cancer.  Some  recent  work  by 
Turner-Warwick  “ does  not  substantiate  this. 
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He  believes  that  the  lymph  usually  flows 
posteriorly  from  the  parenchyma  of  the 
breast  to  the  regional  lymph  nodes. 

Turner-Warwick  has  wi’itten  an  excellent 
paper  on  the  anatomy  of  the  breast  in  which 
the  lymphatic  pathways  were  traced  by  in- 
jections of  the  breast  parenchyma  with  vital 
blue  and  radioactive  gold.  Regardless  of 
the  site  of  injection  into  the  breast  paren- 
chyma appi'oximately  75  per  cent  of  the 
total  lymphatic  drainage  of  the  breast  was 
found  to  extend  into  the  ipsilateral  axilla 
and  25  per  cent  into  the  ipsilateral  internal 
mammary  lymph  node  chain.  He  concluded 
that  the  internal  mammary  chain  was  an 
important  pathway  of  lymphatic  drainage 
from  both  the  medial  and  the  lateral  portions 
of  the  breast.  He  was  unable  to  find  any 
significant  drainage  of  lymph  to  the  posterior 
intercostal  nodes  or  into  the  paraxiphy 
sternal  area.  No  significant  drainage  of 
lymph  from  the  breast  was  found  to  extend 
to  the  contralateral  axilla  or  the  contra- 
lateral internal  mammary  chain  under  normal 
conditions.  Clinically  this  spread  is  seen 
only  in  late  cases  and  apparently  occurs 
only  following  impairment  of  the  normal 
drainage  of  the  breast  by  lymphatic  ablation 
through  invasion  of  the  ipsilateral  drainage 
routes  by  tumor  growth.  A spread  to  the 
abdomen  is  more  likely  to  occur  by  retro- 
grade spread  through  the  internal  mammary 
chain  following  blockage  of  the  normal  path- 
ways up  toward  the  base  of  the  neck. 
Turner-Warwick  was  unable  to  demonstrate 
any  direct  pathways  to  the  supraclavicular 
nodes  and  concluded  that  these  were  involved 
secondarily  via  the  axillary  and  internal 
mammary  pathways. 

A recent  paper  by  Abrao^*  investigating 
the  possibility  of  cross  lymphatic  pathways 
between  the  internal  mammary  chains  in- 
dicates that  this  communication  is  of  slight 
clinical  importance.  Of  20  advanced  cases 
of  primary  breast  cancer,  all  of  which  had 
positive  internal  mammary  nodes,  19  had  pos- 
itive axillary  nodes  and  8 (40  per  cent)  were 
found  to  have  supraclavicular  node  metasta- 
ses,  but  only  1 patient  in  the  entire  group 


harbored  a positive  node  in  the  opposite 
internal  mammary  chain.  Abrao  felt  that 
although  a potential  pathway  exists  behind 
the  sternum  this  rarely  acts  as  an  avenue  for 
spread  and  only  after  extensive  disease  has 
blocked  the  normal  drainage  routes. 

It  has  long  been  known  that  the  blood 
vessels  act  as  pathways  for  the  propagation 
of  cancer  cells.  This  occurs  most  frequently 
in  advanced  cases  with  lymphatic  nodal 
spread  but  also  occurs  in  the  absence  of 
lymph  node  invasion.  Pool  and  Dunlap 
in  1934'*^  described  a technic  for  detecting 
cancer  cells  in  the  blood  stream.  With  the 
advent  of  chemotherapy  increasing  interest 
has  developed  in  this  field.  Engell  in  1955'*® 
published  a classic  paper  on  the  presence  of 
cancer  cells  in  the  peripheral  blood  and  the 
venous  blood  draining  the  tumor  area  at  the 
time  of  surgery.  Since  then  a number  of 
others  have  reported  on  the  occurrence  of 
cancer  cells  in  the  blood  stream  and  have 
commented  on  its  significance.  In  brief, 
most  investigators  find  that  cancer  cells 
can  be  detected  in  the  peripheral  blood 
stream  as  well  as  in  the  venous  blood  drain- 
ing the  tumor  area  prior  to  surgery,  some- 
what more  frequently  during  surgical  ma- 
nipulation, and  with  diminishing  frequency 
following  the  completion  of  adequate  surgi- 
cal therapy.  The  finding  of  tumor  cells  in 
the  blood  stream  is  absolutely  not  a contra- 
indication to  definitive  surgery  and  does  not 
per  se  indicate  an  inoperable  situation. 
EngelP"*  found  tumor  cells  in  the  blood 
stream  before,  during,  and  after  surgery  in 
51  per  cent  of  long-term  survivors  of  various 
cancers.  He  concluded  that  the  presence  of 
tumor  cells  in  the  blood  stream  is  of  no 
prognostic  significance.  He  found  very 
little  difference  in  the  five-year  survival  rate 
of  patients  with  or  without  cancer  cells  in 
the  blood  draining  the  tumor  site.  Long 
and  his  coworkers*®  found  that  approxi- 
mately 25  per  cent  of  patients  with  breast 
cancer  had  cancer  cells  in  the  peripheral 
blood.  A slightly  higher  proportion  had 
cancer  cells  in  the  blood  of  the  regional  veins 
draining  the  tumor  area.  The  presence  of 
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cancer  cells  in  the  blood  stream  increased 
with  any  manipulation  of  the  tumor  area  and 
decreased  following  the  surgical  excision  of 
the  tumor. 

Moore^®  presented  somewhat  similar  find- 
ings and  agreed  that  the  finding  of  tumor 
cells  in  the  peripheral  blood  is  not  a contra- 
indication for  definitive  surgery  unless  other 
evidence  of  inoperability  is  present.  At  the 
same  time  he  stressed  the  importance  of 
maintaining  the  usual  standards  and  technics 
for  cancer  surgery,  emphasizing  delicate 
handling  of  the  tumor  and  early  ligation  of 
the  blood  supply  to  minimize  the  lymphatic 
as  well  as  the  vascular  spread  of  cancer 
cells.  “It  is  impossible  to  prophesy  the 
ultimate  fate  of  a particular  cancer  cell  in 
the  blood  stream.” 

The  current  primary  therapy  of  curable 
breast  cancer  must  be  directed  toward  the 
breast  and  its  primary  lymphatic  depots,  the 
axillary  and  internal  mammary  lymph  node 
chains.  With  the  advent  of  more  efficient 
chemotherapy  it  is  possible  that  we  finally 
may  have  a method  of  dealing  with  the  early 
hematogenous  spread  of  cancer  cells. 

Diagnosis  and  Biopsy 

The  extent  of  disease  at  the  time  of  surgery 
is  the  most  important  factor  influencing 
survival. Since  the  definitive  treatment  of 
breast  cancer  is  a local  treatment,  it  is 
imperative  that  all  efforts  be  made  to  detect 
and  treat  the  cancer  while  it  is  still  in  its 
early  clinical  stages  and  most  likely  to  be 
confined  to  the  breast  and  its  regional 
lymph  node  depots. 

It  is  incomprehensible  but  unfortunately 
true  that  many  so-called  routine  physical 
examinations  or  periodic  health  examina- 
tions which  are  performed  on  women  do  not 
include  an  adequate  examination  of  the 
breasts,  the  site  of  the  most  common  cancer 
in  females.  We  have  seen  patients  with 
advanced  clinical  stages  of  breast  cancer 
who  had  undergone  so-called  complete  physi- 
cal examinations  at  regular  intervals  during 
the  recent  past,  and  who  maintained  that  their 
breasts  had  never  been  examined!  Haagen- 


sen-^  sun  eyc'd  a group  of  women  who  were 
referred  to  their  physicians  for  complete 
physical  examinations  and  found  that  the 
breasts  were  not  examined  in  30  per  cent  of 
the  cases! 

The  physical  examination  of  the  breasts 
should  be  conducted  gently  and  thoroughl3^ 
A careful  inspection  should  be  done  Avith 
particular  reference  to  the  contour  of  the 
breasts  and  the  level  of  the  nipples,  and 
any  asymmetry  from  retraction  or  protu- 
berance of  tumor  masses  should  be  noted. 
Various  maneuvers  and  positions  which 
tense  the  pectoral  sheath  will  emphasize  any 
shortening  of  Cooper’s  ligaments  and  often 
will  make  obvious  an  otherwise  not  apparent 
deformity.  The  palpation  of  the  supra- 
clavicular areas,  breasts,  axillas,  and  soft 
parts  over  the  chest  wall  should  be  done 
methodically  and  gently  with  the  patient 
erect  as  well  as  supine.  An  excellent  descrip- 
tion of  an  adequate  physical  examination  of 
the  breasts  is  presented  by  Haagensen'*®  in 
a monograph  by  The  American  Cancer 
Society  on  carcinoma  of  the  breast. 

The  usual  signs  considered  pathognomonic 
of  breast  cancer  are  really  late  clinical 
signs  of  breast  cancer — nipple  retraction, 
skin  dimphng  or  flattening,  diminution  of  the 
size  of  the  breast,  ulceration  of  or  nodules  in 
the  skin  of  the  breast,  enlarged  axillary  and 
supraclavicular  nodes,  edema  of  the  skin  of 
the  breast,  deviation  of  the  nipple,  and  so 
forth.  Every  effort  should  be  made  to  de- 
tect this  disease  before  these  typical  signs 
become  evident.  As  the  public  has  become 
aware  of  the  importance  of  the  early  diag- 
nosis of  cancer,  a greater  number  of  patients 
are  presenting  with  minimal  clinical  signs, 
and  clinical  diagnosis  is  becoming  more 
difficult  and  at  times  impossible. 

A liberal  policy  of  excising  persistent 
thickenings  and  masses  in  the  breasts  has 
disclosed  a number  of  clinically  unsuspected 
breast  cancers  while  most  of  these  lesions 
were  comparatively  localized  in  extent.^®  ®® 

An  analysis  of  1,000  consecutive  patients 
with  primary  operable  breast  cancer  treated 
by  radical  mastectomy  and  postoperative 
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x-ray  therapy  at  the  Memorial  Sloan-Ketter- 
ing  Cancer  Center  disclosed  that  roughly 
20  per  cent  were  not  diagnosed  preopera- 
tively  as  carcinoma.  Patients  presenting 
with  lesions  which  were  diagnosed  clinically 
as  either  benign  disease  or  indefinite  showed 
a five-year  survival  rate  of  74  per  cent.  In 
contrast,  the  remaining  80  per  cent  in  whom 
a clinical  diagnosis  of  carcinoma  was  made 
based  on  the  usual  clinical  signs  of  breast 
cancer  showed  a five-year  survival  rate  of 
only  52  per  cent.^  In  the  early  group  which 
could  not  be  diagnosed  as  cancer  on  clinical 
examination,  59  per  cent  had  negative 
findings  in  the  axillas  as  contrasted  with  only 
32  per  cent  with  negative  findings  in  the 
axillas  in  the  group  with  typical  clinical 
signs  of  breast  cancer.  Eleven  per  cent 
of  clinically  benign  or  indefinite  breast 
lesions  removed  by  local  excision  for  frozen 
section  examination  at  the  Memorial  Hos- 
pital between  1945-1948  proved  to  be 
carcinoma.^ 

The  early  biopsy  of  any  persistent,  domi- 
nant mass  in  the  breast  is  most  apt  to  detect 
the  early  breast  cancer.  A significant  num- 
ber of  clinically  apparently  benign  lesions 
will  prove  to  be  early  cancers  which  often  are 
localized  in  extent  and  therefore  have  a 
better  prognosis  after  adequate  treatment 
than  the  average  clinically  apparent  lesion. 

The  most  dramatic  evidence  of  the 
effectiveness  of  early  diagnosis  is  afforded 
by  the  so-called  “pathologist’s  cancers,” 
those  Avhich  have  not  yet  developed  the 
typical  infiltrative  pattern.  These  lesions 
usually  are  detected  following  the  local 
excision  of  a clinically  benign  lesion.  In 
situ  lobular  carcinoma  usually  is  detected 
on  paraffin  section  examination  following  a 
preliminary  frozen  section  report  of  benign 
disease.  Thirty-five  per  cent  of  these 
patients  have  been  shown  to  develop  infiltrat- 
ing cancer  in  the  same  breast  Avithin 
a period  of  seven  years  following  inadequate 
local  excision.  In  situ  lobular  carcinoma  can 
be  treated  adequately  by  a modified  radical 
mastectomy — a complete  simple  mastectomy 
with  low  axillary  dissection.  With  non- 


infiltrating intraductal  carcinoma  a five-year 
salvage  rate  of  more  than  90  per  cent  has 
been  obtained  folloAving  adequate  treat- 
ment.^’®^ Ten  per  cent  of  these  patients 
showed  node  metastases,  and  4 per  cent  sub- 
sequently developed  systemic  metastases 
despite  the  fact  that  typical  infiltration  was 
not  detected  in  the  primary  tumor.®^  This 
lesion  should  be  treated  by  complete  radical 
mastectomy.'*’®^ 

Since  it  is  not  practical  for  all  women  over 
thirty-five  years  of  age  to  undergo  examina- 
tions of  the  breasts  at  frequent  intervals  by 
their  physicians,  the  practice  of  self-examina- 
tion should  be  encouraged.  An  excellent 
movie  on  the  proper  technic  of  self-examina- 
tion for  cancer  of  the  breast  has  been  pro- 
duced by  The  American  Cancer  Society  and 
is  readily  available  for  demonstration. 
Essentially,  the  patient  should  be  instructed 
to  inspect  the  breasts  as  the  physician  him- 
self would  perform  an  examination.  Visual 
inspection  is  performed  before  a mirror. 
Palpation  is  achieved  Avith  the  patient  in 
the  supine  position  Avith  the  breasts  flattened 
over  the  chest  wall.  This  examination 
should  be  done  regularly,  preferably  during 
the  postmenstrual  phase.  We  have  seen 
early  tumors  discovered  in  this  fashion,  and 
undoubtedly,  as  this  practice  becomes  more 
prevalent,  an  increasing  number  of  patients 
will  seek  advice  Avith  minimal  clinical  signs 
of  breast  cancer.'*®’®® 

Periodic  cancer  detection  examinations  of 
large  groups  of  Avomen  have  yielded  larger 
proportions  of  Stage  I breast  cancers.  In  a 
study  by  Holleb  et  al.^*  at  the  Strang  Detec- 
tion Clinic  at  Memorial  Center,  97  cancers 
were  found  in  a group  of  10,713  asympto- 
matic women.  TAventy-six  cases  were  diag- 
nosed during  the  initial  physical  examination 
and  44  during  subsequent  examinations. 
Twenty-seven  others  were  detected  else- 
Avhere  betAveen  the  periodic  examinations 
at  the  detection  center.  A total  of  43,411 
examinations  disclosed  97  cancers  and  458 
benign  lesions  of  the  breasts.  Of  the  70 
cases  of  breast  cancer  detected  in  the  clinic, 
40  were  localized  to  the  breast  alone,  and  3 
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others  showed  no  infiltration.  With  ade- 
quate therapy  these  early  cases  will  yield  a 
better  result  than  can  be  expected  of  average 
material.  Similar  findings  were  noted  by 
Jenson,  Shahon,  and  Wangensteen.^  Only 
10  of  29  cases  (35  per  cent)  detected  by 
annual  examinations  had  positive  findings  in 
the  nodes.  During  the  initial  examination 
50  per  cent  of  the  lesions  detected  showed 
metastatic  nodes,  but  during  subsequent  ex- 
aminations only  29  per  cent  of  those  de- 
tected showed  positive  findings  in  the  nodes. 
Eighteen  asymptomatic  cancers  which  were 
not  noted  by  the  patients  were  detected  by 
the  examining  physicians.  Twenty-seven 
of  these  29  patients  survived  for  an  average 
of  forty-five  months  following  detection  and 
treatment  by  radical  mastectomy.  A five- 
year  survival  rate  of  85  per  cent  was  obtained 
in  this  survey. 

Although  an  increasing  number  of  breast 
cancers  are  being  detected  in  their  early 
stages  by  conventional  means — a,  high  degree 
of  clinical  suspicion  of  cancer,  frequent  ex- 
aminations, and  a generous  policy  of  local  ex- 
cision and  frozen  section  examination  of 
minimal  lesions — we  still  are  not  detecting 
this  disease  in  its  early  clinical  stages  with 
any  degree  of  satisfaction.  More  effective 
technics  are  necessary. 

A brief  textbook  on  The  Breast  in  Roent- 
gen Diagnosis  was  published  in  1953  by 
Leborgne.^®  The  appearance  on  x-ray  films 
of  various  lesions  is  demonstrated  in  this 
text  along  with  descriptions  of  the  diagnostic 
features  of  malignant  and  benign  disease. 
Roentgenographic  examination  of  the  breasts 
has  been  advocated  in  this  country  by  Gers- 
hon-Cohen  and  Ingleby®^-®®  in  Philadelphia. 
Some  clinically  unsuspected  breast  cancers 
have  been  detected  by  this  method.  The 
accuracy  of  diagnosis  ranges  from  50  to  90 
per  cent  depending  on  the  setting.  Gros®® 
recently  reported  on  x-ray  examination  of 
the  breasts  in  3,200  patients  and  maintained 
that  50  occult  breast  cancers  had  been 
detected  by  this  method.  Others  have  re- 
ported similar  results.  A recent  enthusiastic 
paper  on  mammography  by  Egan®®  has 


given  impetus  to  its  use  as  a diagnostic- 
means.  At  the  M.D.  Anderson  Hospital  in 
Houston,  Egan  surveyed  1,000  consecutive 
patients.  Only  1 per  cent  of  subsequently 
proved  carcinoma  was  missed  by  mammog- 
raphy in  this  series.  Of  245  cancers 
detected,  19  lesions  were  demonstrated  in 
breasts  which  were  considered  normal  on 
physical  examination.  On  the  other  hand, 
a 12  per  cent  error  was  noted  in  a group  of 
182  benign  lesions — 20  of  these  were  sus- 
pected of  carcinoma  by  mammography. 
Egan  used  a standard  technic  utilizing  low 
kilo  voltage  and  long  exposure.  The  four 
signs  considered  pathognomonic  for  cancer 
in  the  breast  were;  (1)  scattered,  punctate 
calcifications  resembling  fine  grains  of  salt 
in  and  around  the  nodule;  (2)  irregular 
spiculated  borders  which  invade  nearby 
tissues;  (3)  skin  thickening  associated  with 
tumor;  and  (4)  nipple  retraction,  venous 
engorgement,  and  axillary  node  enlargement. 
The  roentgenographic  examination  of  the 
breasts  as  a diagnostic  means  appears  to 
have  arrived  and  undoubtedly  will  be  utilized 
more  often  in  the  future. 

The  detection  of  an  abnormal  mass  in  the 
breast  by  mammography  should  lead  to 
the  surgical  biopsy  of  this  mass  for  patho- 
logic analysis  even  though  the  lesion  is  not 
apparent  on  physical  examination.  Com- 
plete reliance  should  not  be  placed  on 
negative  mammography  findings.  When  a 
persistent  mass  is  present  in  the  breast,  it 
should  be  excised  for  pathologic  examination 
despite  negative  x-ray  findings  since  the 
latter  do  not  guarantee  that  cancer  is  not 
present.  We  recently  observed  2 patients 
whose  mammograms  were  interpreted  as 
showing  benign  findings;  both  had  breast 
cancer  with  positive  node  findings.  Mam- 
mography is  an  additional,  helpful,  di- 
agnostic test,  but  it  is  not  infallible  and 
must  be  interpreted  with  discretion  and 
full  cognizance  of  all  other  factors. 

The  cytologic  examination  of  nipple  secre- 
tions represents  another  effort  at  the  detec- 
tion of  early  breast  cancer.  Unsuspected 
breast  cancers  have  been  found  by  this 
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method,  but  its  practicability  is  limited  by 
the  relatively  small  take  obtained  from  ex- 
tensive clinical  and  laboratory  effort.  Pap- 
anicolaou and  his  associates®^  examined 
1,600  patients  at  Memorial  Center,  found 
nipple  secretions  in  900  of  the  patients,  and 
detected  2 breast  carcinomas  in  patients 
with  negative  clinical  findings.  Both  intra- 
ductal lesions  were  treated  by  radical 
mastectomy,  and  the  patients  are  free  of 
disease  to  date.  Jackson  and  Todd®^  ex- 
amined over  3,000  patients,  found  nipple 
secretions  in  1,300,  and  detected  160  cases 
of  papilloma,  but  only  in  9 cases  were  car- 
cinoma cells  detected.  They  felt  that  the 
diagnosis  of  carcinoma  of  the  breast  by 
cytologic  means,  while  occasionally  helpful, 
was  of  little  clinical  importance. 

Lawson,®®  in  Montreal,  has  developed  the 
use  of  thermography — scanning  the  breasts 
and  comparing  temperature  readings  over 
tumors  with  readings  over  the  surrounding 
normal  breast  tissue^ — as  another  method  of 
differential  diagnosis.  Similar  infrared  radia- 
tion thermography  has  been  used  by 
Williams,  Williams,  and  Handley®^  who  con- 
firmed the  observations  made  by  Lawson: 
32  of  34  carcinomas  showed  elevated  tem- 
perature readings  as  compared  with  the 
same  area  in  the  opposite  breast. 

Surgical  biopsy  and  definitive  therapy 
should  be  done  as  soon  as  practicable  fol- 
lowing the  detection  of  a clinically  suspicious 
lesion  in  the  breast  or  in  the  presence  of  a 
dominant,  persistent  mass  or  thickening 
regardless  of  whether  or  not  this  mass  ap- 
pears clinically  to  show  signs  of  carcinoma. 
All  patients  should  have  pathologic  proof  of 
breast  cancer  before  undergoing  radical 
surgery.  Although  there  is  some  theoretical 
objection  to  biopsy  in  that  it  may  cause  the 
spread  of  tumor  cells,  the  far  greater  danger 
of  subjecting  a woman  to  unnecessary 
mutilating  surgery  is  always  present  when  a 
preliminary  biopsy  has  not  been  performed. 

Much  has  been  written  about  the  dan- 
gers and  advantages  of  various  types  of 
biopsy:  excisional,  incisional,  and  aspira- 
tion biopsy.®^  All  methods  of  biopsy  un- 


doubtedly do  open  vascular  and  lymphatic 
channels  and  theoretically  are  potentially 
dangerous.  All  of  them  must  be  interpreted 
in  the  light  of  their  advantages  and  limita- 
tions. The  ideal  method  in  one  hospital  is 
not  necessarily  the  best  in  another.  In  a 
hospital  with  adequate  pathologic  laboratory 
facilities  but  in  which  no  one  has  been 
trained  to  read  aspiration  biopsy  material, 
the  excision  of  small  lesions  or  the  incisional 
biopsy  of  large  lesions  with  frozen  section 
examination  followed  immediately  by  defini- 
tive surgery  represents  the  ideal.  On  the 
other  hand,  in  an  institution  where  the 
technic  of  aspiration  biopsy  interpretation 
has  been  perfected  and  is  practiced  conserva- 
tively, this  method  offers  several  distinct 
advantages.®®  It  is  a relatively  atraumatic 
procedure.  It  makes  for  more  efficient 
utilization  of  the  operating  room  and  operat- 
ing room  personnel  since  the  time  consumed 
in  doing  a local  excision  and  redraping  the 
patient  is  obviated  when  positive  biopsy  re- 
sults are  obtained  by  aspiration.  When 
carried  out  efficiently,  approximately  90  per 
cent  of  breast  cancers  can  be  diagnosed 
in  this  manner.  There  is  no  statistical 
evidence  that  it  lessens  the  survival  rate.®® 
It  is  important  to  realize  the  limitations  of 
this  technic.  Negative  findings  on  an 
aspiration  biopsy  mean  nothing.  Either 
the  malignant  tumor  was  missed  by  the 
needle  or  a benign  tumor  is  present;  local 
excision  of  the  mass  with  a frozen  section 
examination  is  indicated.  If  there  is  the 
slightest  doubt  regarding  an  aspiration 
biopsy,  it  should  be  considered  as  not  diag- 
nostic. Again,  local  excision  with  a frozen 
section  examination  is  indicated. 

In  localities  where  an  immediate  patho- 
logic examination  is  not  available  patients 
with  clinically  suspicious  breast  masses 
should  be  referred  to  nearby  centers  with 
adequate  facilities.  At  times  this  is  not 
practical.  Although  Nohrman®’  states  that 
“when  the  interval  between  biopsy  and 
radical  operation  exceeds  three  days,  a 
tendency  to  poorer  prognosis  already  be- 
comes manifest,”  complete  local  excision 
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of  clinically  benign  lesions  with  subsequent 
pathologic  examination  of  the  tissue,  al- 
though not  ideal,  is  permissible.  There  is 
no  conclusive  statistical  evidence  to  demon- 
strate that  a delay  of  one  week  or  less  be- 
tween the  time  of  the  biopsy  and  the  in- 
stitution of  definitive  surgery  detracts  from 
the  salvage  rate,  all  other  factors  being  equal. 

There  is  general  agreement  that  radical 
mastectomy  ideally  should  follow  im- 
mediately after  frozen  section  examination. 
Although  it  is  probable  that  the  greater  the 
delay  between  the  biopsy  and  definitive 
surgery,  the  poorer  the  results  will  be, 
documentary  evidence  for  this  is  hard  to 
come  by.  Jackson  and  Pitts®*  analyzed  ol 
cases  of  breast  cancer  in  which  the  delaj’’  be- 
tween the  biopsy  ard  definitive  surgery 
varied  from  two  to  one  hundred  forty-five 
days  and  averaged  18.4  days.  Seventy-six 
per  cent  had  excisional  biopsy,  and  92 per  cent 
underwent  radical  mastectomy.  In  only  35 
per  cent  could  axillary  node  metastases  be 
documented.  Fourteen  per  cent  of  the 
patients  showed  intraductal  carcinoma.  The 
average  size  of  the  tumor  was  2.2  cm.,  and 
the  five-year  survival  rate  was  62  per  cent. 
They  concluded  that  a delay  of  a few  days 
between  the  biopsy  and  the  radical  mastec- 
tomy did  not  cause  any  demonstrable  harm. 
An  earlier  paper  by  Pierce  et  al.  evaluated 
86  patients  with  a delay  varying  from  four 
days  to  two  years  and  three  months  and 
showed  an  over-all  salvage  rate  of  61  per 
cent  at  five  years.  However,  only  45  per 
cent  of  the  patients  in  this  group  had  posi- 
tive findings  in  the  nodes,  and  in  55  cases 
excisional  biopsies  had  removed  all  trace  of 
cancer  from  the  breast  itself.  In  both  of 
these  reports  most  of  the  material  was  early, 
with  minimal  involvement  of  the  axilla  and 
small  tumors.  Probably  most  of  these 
patients  had  relatively  localized  disease, 
thus  accounting  for  these  surprisingly  high 
survival  rates  following  definitive  treatment. 

A report  by  Sayago  and  Sirebrenik™  in 
which  40  patients  with  surgery  occurring 
immediately  after  frozen  section  examina- 
tion were  compared  with  40  similar  cases  in 


which  delay  intervened  between  the  surgical 
biopsy  and  definitive  surgery  revealed  a 
much  higher  salvage  rate  in  the  group  under- 
going simultaneous  biopsy  and  definitive 
surgery.  When  the  delay  between  the  biopsy 
and  the  surgery  was  more  than  one  month, 
the  salvage  rate  was  only  one  half  as  great  as 
in  the  group  in  which  the  delay  was  less 
than  one  month.  Certainly,  with  adequate 
facilities  such  as  are  available  throughout 
this  country  there  is  no  need  to  expose  the 
patient  to  the  uncertainties  and  dangers  of  a 
prolonged  delay  between  the  biopsy  and 
definitive  surgery. 

A high  index  of  clinical  suspicion  of  car- 
cinoma, supplemented  by  adequate  periodic 
physical  examinations  and  a generous  policy 
of  biopsy  of  minimal  clinical  lesions  of  the 
breast  will  yield  more  breast  cancers  in  their 
early  clinical  stages  when  the  tumors  are 
more  localized  in  extent  and  therefore  more 
amenable  to  primary  treatment.  Roent- 
genographic  examination  of  the  breast  and 
cytologic  examination  of  nipple  secretions 
will  yield  some  early  clinically  occult  breast 
cancers.  Every  effort  should  be  made  to 
develop  these  and  other  means  of  screening 
for  early  breast  cancer.  The  gradual  im- 
provement in  five-year  end  results  is  due 
mainly  to  the  detection  and  prompt  treat- 
ment of  a higher  proportion  of  breast  can- 
cers in  their  early  clinical  stages. 
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Foreign  Interns  and  Residents 


The  problem  of  unfilled  positions  for  hospital 
internships  and  residencies  has  led  hospitals  to 
rely  on  graduates  of  foreign  medical  schools  to  fill 
many  vacancies,  according  to  Patterns  of  Disease, 
a Parke,  Davis  & Company  publication.  In  1950, 
when  only  9 per  cent  of  the  residencies  were  filled 
by  graduates  of  foreign  medical  schools,  25  per  cent 
of  the  residencies  in  the  United  States  were  vacant. 
In  1959,  only  13  per  cent  were  vacant,  while  25 


per  cent  were  filled  by  foreign  graduates.  Now, 
foreign  graduates  are  required  to  pass  tests  of  their 
knowledge  of  both  medicine  and  English  to  be  certi- 
fied by  the  Educational  Council  for  Foreign  Gradu- 
ates. 

It  has  been  estimated  that  this  certification 
requirement  will  reduce  by  30  per  cent  the  number 
of  foreign  physicians  eligible  for  internships  and 
residencies  in  this  country. 
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Asymptomatic  Posterior  Chest  Mass 


Case  History 

This  sixty-three-year-old  white  male  was 
referred  to  Roswell  Park  Memorial  In- 
stitute for  the  evaluation  of  a lesion  noted 
when  a chest  roentgenogram  was  taken 
while  he  was  under  observation  for  hyperten- 
sive cardiovascular  disease . For  eleven  years 
he  had  complained  of  exertional  dyspnea, 
chronic  cough,  moderate  dependent  edema, 
and  mild  orthopnea  which  were  controlled 
fairly  well  by  the  administration  of  digitalis. 
During  that  period  almost  yearly  roentgeno- 
graphic  chest  studies  were  made;  the  only 
abnormality  noted  was  on  the  last  roentgeno- 
gram. The  patient  had  not  developed  any 
new  symptoms  and,  if  anything,  had  been 
feeling  better,  since  his  coughing  episodes 
were  fewer.  There  had  been  no  hemoptysis. 

Ten  years  before  his  admission  to  the  hos- 
pital several  bouts  of  renal  colic  led  to  the 
surgical  removal  of  a calculus  from  his  left 
kidney.  He  had  complained  of  mild  asth- 
matic attacks.  Severe  pain  in  the  right 
shoulder  for  several  years  had  resulted  in 
some  limitation  of  motion.  He  had  smoked 
cigarets  for  a period  of  from  twenty  to 
thirty  years. 

The  patient  was  somewhat  dyspneic  but 


alert  and  cooperative.  The  blood  pressure 
was  180/120,  the  pulse  88  and  irregular,  and 
the  temperature  98.8  F.  There  was  a 
slight  drop  on  the  right  side  of  the  face.  No 
supraclavicular  masses  were  palpable.  Rales 
were  heard  at  the  bases  of  both  lungs  but 
were  louder  on  the  left.  The  bi’eath  sounds 
were  very  distant,  and  expiration  was 
prolonged,  but  there  was  no  wheezing.  The 
heart  was  enlarged  to  the  left,  and  the  sounds 
were  of  poor  quality,  but  no  significant 
murmurs  were  heard.  The  liver  was  pal- 
pable 3 cm.  below  the  right  costal  margin. 
Moderate  pitting  edema  of  both  ankles  and 
mild  atrophy  of  the  muscles  of  the  right 
hand  were  described. 

The  hemoglobin  was  12.3  Gm.  per  100 
ml.,  and  leukocyte  and  differential  counts 
were  within  normal  limits.  A urinalysis  on 
one  occasion  showed  2 plus  albumin,  and 
on  another  occasion  hyaline  casts  were  seen. 
The  nonprotein  nitrogen  was  48  mg.  per 
100  ml.,  fasting  blood  sugar  97  mg.  per  100 
ml.,  and  the  electrolytes  were  normal.  In 
an  electrocardiogram  changes  consistent 
with  numerous  premature  ventricular  con- 
tractions, a bigeminal  rhythm,  and  a left 
ventricular  hypertrophy  were  noted.  On 
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Fig.  1.  X-ray  film  of  chest.  (A)  Posteroanterior  projection.  Heart  is  enlarged  and  there  are  increased 
pulmonary  vascular  markings.  Rounded  density  at  left  pulmonary  hilum  projects  into  the  upper  field  of 
the  left  lung.  Its  radiodensity  is  uneven,  and  its  lateral  margin  is  relatively  distinct.  (B)  Lateral  projection. 
The  density  is  located  in  the  posterior  mediastinum.  Its  anterior  margin  is  fuzzy,  and  its  inferior  margin  is 
concave. 


Fig.  2.  Abdominal  x-ray  film  showing  density 
to  left  of  lumbar  vertebrae  with  calcified  lamina- 
tion. 


another  examination  the  P waves  appeared 
notched  and  deformed,  suggesting  the  pres- 
ence of  auricular  disease.  Sputum  studies 


showed  no  tumor  cells.  Roentgenograms  of 
the  chest  revealed  increased  markings  in 
both  lungs,  an  enlargement  of  the  heart,  and 
a round  density  in  the  left  hilar  region  (Fig. 
lA).  On  a lateral  projection  the  density 
was  located  in  the  posterior  portion  of  the 
chest  (Fig.  IB).  X-ray  films  of  the  abdomen 
showed  a density  to  the  left  of  the  lumbar 
vertebrae  with  calcified  lamination  (Fig.  2). 

The  patient  was  treated  with  digitalis 
and  diuretics  to  improve  his  cardiac  decom- 
pensation. After  returning  from  a \dsit  to 
his  home,  the  patient  stated  that  his  d3'^spnea 
had  increased.  The  next  da\’  he  felt  some- 
what better,  but  while  sitting  in  bed  he 
suddenly  slumped,  became  incontinent,  and 
died.  An  electrocardiogram  made  five  daj'S 
before  his  death  showed  no  significant 
changes  from  the  previous  records. 

Discussion 

Miller  Schuck,  M.D.:  The  data  in  the 
protocol  indicate  that  this  sixty-three-j^ear- 
old  man  very  definitely  had  hypertensive 
cardiovascular  disease.  He  had  h.vper ten- 
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sion  for  eleven  years  and  intermittent 
cardiac  decompensation  for  nine  years.  On 
admission  it  was  apparent  that  the  digitalis 
therapy  for  his  cardiac  condition  had  not 
completely  corrected  this  decompensation, 
for  he  had  dyspnea,  edema  of  the  lower  ex- 
tremities, rales  in  the  lower  portion  of  both 
lung  fields,  poor  heart  sounds,  and  abnormal 
cardiographic  changes.  There  was  no  cough , 
wheezing,  or  hemoptysis.  Parenthetically, 
the  cardiographic  changes  could  have  been 
the  result  of  digitalis  toxicity. 

The  presence  of  a renal  disease  is 
demonstrated  by  albuminuria,  urinary  hya- 
line casts,  and  elevation  of  the  blood  non- 
protein nitrogen  to  48  mg.  per  100  ml.  Since 
surgery  for  a demonstrated  lung  lesion  was 
deferred,  I think  he  must  have  been  decom- 
pensated rather  severely.  No  record  of  a 
bronchoscopic  examination  is  given.  Since 
the  reason  for  his  admission  was  the  investi- 
gation of  his  chest  lesion,  a bronchoscopy 
should  have  been  performed.  He  had  a 
peculiar  lack  of  pulmonary  symptoms.  He 
did  not  have  chest  pain,  he  did  not  complain 
of  cough,  there  is  no  history  of  wheezing, 
and  he  did  not  have  a history  of  hemoptysis. 
This  mass  was  an  incidental  finding  on  a 
routine  roentgenogram.  It  can  be  assumed 
that  the  mass  was  of  recent  onset  since  he  is 
said  to  have  had  negative  results  on  annual 
roentgenographic  studies  yearly  for  ten 
years  prior  to  the  last  investigation.  It  is 
difficult  to  imagine  a lesion  being  missed  re- 
peatedly, especially  when  there  was  an  oppor- 
tunity to  go  back  and  review  the  prior  films. 

The  present  chest  films  show  a homog- 
enous mass  peeking  out  from  behind  the 
aorta  on  the  left  (Fig.  lA).  The  hilar 
lymph  nodes  are  not  enlarged.  The  chest 
ca\’ities  are  not  symmetrical,  for  narrowing 
of  the  rib  spaces  is  present  on  the  left  side. 
There  is  evidence  of  an  old  pleuritis  and 
thickened  pleura.  Rotation  of  the  spine 
has  resulted  in  widening  of  the  right  inter- 
costal spaces.  In  view  of  the  complaint 
of  shoulder  pain,  the  question  arises  whether 
or  not  the  density  in  the  right  shoulder 
girdle  is  abnormal,  but  I feel  it  is  due  to  the 


rotation  and  probably  represents  shadows 
from  the  innominate  vessels  or  possibly 
the  azygos  vein.  The  Bucky  film  gives 
the  impression  that  the  mediastinal  density 
is  not  homogeneous  and  that  there  may 
be  other  densities  within  it.  In  the  lateral 
film  this  mass  is  not  so  extremely  dense 
(Fig.  IB).  There  is  no  evidence  of  cal- 
cium, and  I suspect  that  overlapping  shad- 
ows cause  a false  impression,  and  actually 
the  mass  is  quite  homogeneous.  About 
two  thirds  or  three  fourths  of  its  circum- 
ference is  well  demarcated,  but  it  fades 
off  anteriorly.  I do  not  see  any  vascular 
routes,  nor  do  I see  calcium  or  any  thicken- 
ing of  the  periphery.  It  lies  posteriorly 
just  to  the  left  of  the  midline. 

Is  the  lesion  parenchymal  or  mediastinal? 
Of  the  parenchymal  lesions  a bronchogenic 
carcinoma  definitely  can  have  this  appear- 
ance, particularly  if  its  borders  are  serrated 
on  one  edge.  It  can  be  homogeneous. 
I am  disturbed,  however,  by  the  lack  of 
cough,  wheezing,  and  hemoptysis  and  the 
absence  of  abnormal  cells  in  two  or  more 
sputum  samples. 

If  the  lesion  is  mediastinal,  it  is  posterior 
so  that  I shall  consider  masses  occurring  in 
that  location.  One  of  the  most  common 
lesions  in  the  posterior  mediastinum  is  a 
neurofibroma.  These  lesions  often  have  a 
dumbbell  shape  and  may  cause  changes  in 
the  bones.  In  this  patient  neither  are 
present,  and  their  absence  speaks  against 
the  diagnosis.  It  is  still  a possibihty. 
A cyst  may  have  a homogeneous  density, 
whether  thymic,  esophageal,  pericardial, 
gastric,  or  bronchogenic  in  origin.  How- 
ever, the  lack  of  a smooth  and  complete 
spherical  outline  in  the  roentgenograms 
suggests  that  the  lesion  is  not  a cyst. 
A lymphoma  isolated  to  this  location  is  a 
definite  possibility,  but  he  has  no  peripheral 
lymphadenopathy.  Aberrant  thyroid  tis- 
sue is  not  always  located  high  in  the  chest. 
It  is  a possibility,  and  laminograms  and 
tracer  studies  would  be  helpful  to  estabhsh 
or  exclude  this  abnormality.  A thymoma 
is  a more  remote  possibility.  A hamar- 
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toma,  too,  could  be  in  this  location  but 
usually  is  not  so  homogeneous  as  this  lesion. 
The  absence  of  cartilage  or  bone  in  the 
lesion  also  is  against  this  diagnosis.  Fur- 
thermore, in  this  patient  the  lesion  developed 
late  in  life,  whereas  a hamartoma  presum- 
ably is  present  from  birth.  An  aneurysm 
in  the  descending  thoracic  aorta  is  a possi- 
bility. It  woiild  have  to  be  a saccular 
one.  I should  like  to  know  the  results  of 
the  serologic  test  for  syphilis. 

John  Pickren,  M.D.:  The  results  were 
negative. 

Dr.  Schuck:  Although  negative  test 
results  for  syphilis  decrease  the  chance  that 
the  lesion  is  an  aneurysm,  arteriosclerosis 
associated  with  hypertension  can  cause 
either  a saccular  or  a dissecting  aneurysm. 
A tuberculous  lymph  node  or  a tubercu- 
loma or  an  inspissated  cavity  of  tubercu- 
losis are  possibilities.  The  result  of  a 
tuberculin  test  is  not  given,  but  I think 
this  disease  is  a rather  remote  possibility 
since  the  patient  had  relatively  little  in  the 
way  of  central  calcification  or  cavitation  of 
the  lesion  or  changes  in  the  apices  or  else- 
where to  suggest  a healed  primary  or  re- 
activated tuberculosis.  Hydatid  disease  is 
a rare  possibility,  but  the  history  does  not 
suggest  it.  The  complaints  of  pain  in  the 
right  shoulder  and  muscle  changes  in  the 
right  hand  suggest  a shoulder-hand  syn- 
drome. However,  that  syndrome  usually  is 
localized  to  the  left  side.  One  thing  that 
seems  significant  is  that  apparently  the 
shoulder  pain  has  been  of  long  standing. 
The  roentgenograms  of  the  shoulder  are 
more  characteristic  of  a rheumatoid  arthritis 
than  of  bursitis  or  any  of  the  neoplastic 
processes.  There  is  roughening  and  nar- 
rowing of  the  articular  space  with  some 
spurring,  but  no  calcium  deposition  is 
present  in  the  bursa  or  tendon.  I would 
ascribe  the  shoulder  pain  to  rheumatoid 
arthritis  and  the  changes  in  the  hand 
muscles  to  disuse  atrophy.  The  facial 
changes  also  apparently  were  of  some  dura- 
tion although  it  is  not  (juite  clear  how  long 
they  were  present.  The  man  may  have 


had  a small  cerebral  accident. 

Abdominal  roentgenograms  were  taken. 

We  were  not  told  why,  but  they  show  very 
significant  changes.  A density  to  the  left 
of  the  lumbar  vertebrae  is  not  as  apparent  in 
the  anteroposterior  projection  as  in  the 
oblique  or  almost  lateral  projection.  Cal- 
cium laminations  visualized  in  the  wall  of 
this  mass  suggest  an  abdominal  aneurysm. 

This  man  died  suddenly.  This  narrows 
down  the  possibilities  quite  a bit  since  at 
least  90  per  cent  of  sudden  deaths  are  on  a 
cardiovascular  basis.  Sudden  death  does  not 
occur  from  cerebral  bleeding  even  with  ven- 
tricular involvement.  This  man  died  very 
quickly,  so  I assume  he  suffered  a true  sud- 
den death.  Could  he  have  had  a rupture  of 
the  heart?  A cardiogram  on  his  admission 
showed  no  evidence  to  suggest  recent  myo- 
cardial damage.  He  might  have  had  a 
hyperactive  carotid  sinus  reflex.  I think 
it  is  a possibility,  but  there  is  no  way  to  | 
prove  that  thesis.  He  might  have  gone 
into  ventricidar  fibrillation,  a very  definite 
possibility  but  one  difficult  to  prove,  even  at 
autopsy.  A pulmonary  embolism  is  a 
possibility,  theoretically,  but  I do  not 
see  much  reason  to  suspect  it  in  this  man’s 
case.  An  abdominal  aneurysm  may  rup- 
ture and  cause  sudden  death.  To  answer 
the  question,  “what  is  the  mechanism  of 
death,’’  I think  he  died  of.  cardiovascular 
disease;  probably  an  acute  rupture  of  an 
aortic  aneurysm. 

The  next  question,  what  is  the  pulmonary  f i 
mass,  also  can  be  answered.  The  density 
is  in  the  mediastinum,  not  in  the  lung. 

The  lesion  appears  to  be  attached  to  the 
descending  aorta  and  projects  posteriorly. 

An  aneurysm  in  the  descending  aorta  in  a 
nonsyphilitic  patient  occurs  infrequently, 
but  I think  the  density  definitely  represents 
a saccular  aneurysm  of  the  descending 
thoracic  aorta. 

Which  aneurysm  ruptured  to  cause  death? 
Probably  the  larger  one,  the  abdominal 
aneurysm. 

A Phy8ICI.\n:  Should  a luetic  individual 

with  a thoracic  aneurysm  also  have  evi- 
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dence  of  a valvular  disease? 

Dr.  Schuck:  The  association  of  aortitis 
and  valvular  disease  is  very  high.  How- 
ever, in  the  absence  of  positive  serologic 
test  results  for  syphilis,  I do  not  believe  the 
patient  had  syphilis.  I feel  that  both  the 
abdominal  and  thoracic  aneurysms  are 
based  on  arteriosclerotic  degenerative  disease 
associated  with  hypertension. 

Clinical  Diagnosis 

(!)  Mediastinal  mass,  etiology  unknown; 
{2)  aneurysm  of  abdominal  aorta;  {S)  hyper- 
tensive cardiovascular  disease. 

Dr.  Schuck’s  Diagnosis 

{!)  Aneurysms  of  abdominal  and  descend- 
ing thoracic  aorta  with  rupture  of  the  ab- 
dominal one;  {2)  hypertensive  cardiovascular 
disease;  (3)  encephalomalacia;  (4)  rheuma- 
toid arthritis. 

Pathologic  Report 

Dr.  Pickren:  Autopsy  studies  fre- 

quently reveal  more  than  one  disease  in 
elderly  patients,  and  this  patient  is  no  ex- 
ception. However,  his  clinical  complaints 
were  those  of  cardiovascular  origin.  Long- 
standing hypertension  associated  with  ar- 
teriolonephrosclerosis  caused  an  enlarge- 
ment of  the  heart;  it  weighed  725  Gm. 
In  addition,  he  had  arteriosclerotic  heart 
disease.  Both  the  right  coronary  and  the 
anterior  descending  branch  of  the  left 
coronary  arteries  were  occluded  by  thrombi. 
Acute  myocardial  infarction  involving  the 
anterior  wall  of  the  left  ventricle  ensued  and 
caused  his  death. 

The  other  diseases  were  not  related  in- 
timately to  death,  but  if  the  patient  had 
lived,  they  could  have  been  disabling  or  even 
death-dealing. 

In  the  abdomen  a fusiform  aneurysm  of 
the  aorta  had  an  intact  fibrotic  wall  without 
evidence  of  present  or  previous  rupture. 
This  aneurysm  was  located  distal  to  the 
origin  of  renal  arteries  and  proximal  to  the 
bifurcation  of  the  aorta.  A thrombus 
partially  filled  the  lumen  of  the  vessel. 


The  lesion  that  resulted  in  his  hospitaliza- 
tion at  this  hospital  also  was  a vascular 
problem.  It  was  another  aneurysm  located 
in  the  descending  aorta.  It  was  saccular 
and  smaller  than  the  abdominal  one.  It 
projected  into  the  lung  parenchyma  causing 
a compression  deformity  of  the  lung. 

The  pathogenesis  of  both  aneurysms  was 
a weakening  of  the  media  by  degenerative 
destruction  from  arteriosclerosis.  Arterio- 
sclerosis was  severe;  evidence  for  syphilis 
was  absent.  In  most  textbooks  the  mech- 
anism leading  to  aneurysms  in  the  thoracic 
portion  of  the  aorta  is  ascribed  to  the 
destruction  of  elastic  fibers  by  syphiUtic 
involvement,  less  commonly  by  arterio- 
sclerosis. In  recent  years,  however,  the 
number  of  cases  of  syphilis  has  dwindled, 
and  syphilitic  aneurysms  are  seen  less 
frequently.  From  the  autopsies  performed 
at  this  hospital  approximately  one  or  two 
aneurysms  a year  are  found  to  involve  the 
thoracic  portion  of  the  aorta.  Practically 
all  are  arteriosclerotic. 

The  shoulder  lesion  was  not  examined. 
Encephalomalacia  of  the  right  basal  ganglia 
was  present.  The  deformity  on  the  right 
side  of  the  face  probably  was  related  to  this 
brain  damage. 

Dr.  Schuck:  From  the  appearance  of 
the  aneurysm  in  the  chest  I would  suspect 
that  it  had  been  there  for  some  time,  prob- 
ably hidden  behind  the  heart  shadow  and 
never  visualized  until  a lateral  film  was 
made.  It  would  be  interesting  to  review 
the  previous  films. 

Dr.  Pickren:  Unfortunately,  we  were 
unable  to  obtain  the  previous  films  in  this 
case.  This  case  points  out  the  problem  of 
the  diagnosis  of  a chest  mass.  An  attempt 
to  remove  an  aneurysm  under  the  mistaken 
opinion  that  it  represents  a neoplasm 
may  be  catastrophic.  Dr.  Schuck  has 
shown  us  how  to  avoid  placing  ourselves  in 
that  situation. 

Anatomic  Diagnosis 

(1 ) Arteriosclerotic  aneurysms  of  abdominal 
and  descending  thoracic  aorta;  (2)  myocardial 
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infarction  secondary  to  coronary  thrombosis; 
(S)  cardiac  hypertrophy,  hypertensive  type; 


(4)  arteriolonephrosclerosis;  (5)  encephalo- 
malacia. 
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The  Merit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
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Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is  sub- 
mitted, and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
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Hormonal  Regulation  of  Glucose  Production  and  Utilization 

Studies  with  Radioactive  Glucose* 
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^ I ''he  constant  utilization  of  glucose  by  the 
tissues  and  the  ready  availabihty  of 
glucose  are  significant  features  of  the 
dynamic  state  of  metabolism  in  normal 
physiologic  life.  The  glucose  which  the 
tissues  utilize  is  readily  available  in  the 
extracellular  fluid  and  the  circulating  plasma. 
Glucose  removed  from  these  compartments 
is  replaced  either  by  ingested  sugar  or,  in 
the  postabsorptive  state,  by  glucose  released 
from  the  liver,  originating  from  the  hepatic 
glycogen  or  derived  via  gluconeogenesis. 

The  rates  of  glucose  utilization  by  the 
tissues  and  glucose  production  by  the  liver 
are  regulated  largely  by  several  hormones. 
The  precision  of  this  regulation  is  evident 
from  the  relative  constancy  of  the  blood 


* The  studies  carried  out  by  the  authors  and  reported 
herein  were  supported  by  research  grant  A-113  (C1-C8) 
from  the  National  Institute  of  Arthritis  and  Metabolic 
Diseases  of  the  National  Institutes  of  Health,  Bethesda, 
Maryland,  and  by  grants  from  the  American  Cancer 
Society,  New  York  City,  and  from  Eli  Lilly  and 
Company,  Indianapolis,  Indiana. 


sugar  levels  during  the  postabsorptive 
period. 

Various  technics  have  been  employed  to 
learn  more  about  the  nature  and  mechanism 
of  these  regulatory  influences.  Glucose 
utilization  has  been  studied  in  hepatecto- 
mized  animals,  in  whole  animals  by  chemical 
balance  studies,  by  using  arterial-venous 
differences  in  glucose  concentration  across 
various  tissues  or  limbs  in  animals  and  man, 
and  in  vitro.  Hepatic  glucose  production 
has  been  studied  mainly  by  tran.shepatic 
catheterization  technics. 

The  introduction  of  radioactive  glucose 
as  an  investigative  tool  ushered  in  a new  and 
vital  approach  to  the  study  of  metabolic 
processes.  This  development  has  facilitated 
greatly  the  study  of  glucose  production  and 
utilization.  By  administering  minute 
amounts  of  the  glucose  and  following  its 
course  in  the  body,  one  can  measure  various 
parameters  of  carbohydrate  metabolism  in 
animals  or  in  human  beings  without  using 
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anesthesia  or  operative  procedures  and 
without  altering  the  blood  glucose  concen- 
tration. In  such  studies,  the  trace  amounts 
of  radioactive  glucose  mix  with  the  large 
resei’voir  of  circulating  nonradioactive  glu- 
cose and  undergo  a similar  metabolic  fate. 
From  the  extent  of  dilution  of  the  radio- 
active glucose  by  the  endogenous  glucose 
one  can  determine  the  size  of  the  miscible 
bod^^-glucose  pool.  By  following  the  fur- 
ther dilution  of  the  isotope  over  a period  of 
time  one  can  calculate  the  rate  of  hepatic 
glucose  production  and  glucose  removal  by 
the  tissues.  The  collection  of  C'^  in  the 
expired  air  gives  additional  knowledge  about 
the  extent  of  combustion  of  the  glucose 
which  has  been  taken  up  by  the  tissues. 

Such  technics  have  been  used  by  various 
investigators,  including  the  present  re- 
viewers, to  study  the  effect  of  various  hor- 
mones on  the  rates  of  hepatic  glucose  produc- 
tion and  glucose  utilization  by  the  tissues. 
The  presentation  to  follow  discusses  the 
results  of  some  of  these  studies. 

Insulin 

The  lowering  of  the  glucose  concentration 
in  the  blood  by  insulin  can  be  brought 
about  by  an  increase  in  glucose  uptake  by 
the  tissues,  a decrease  in  hepatic  glucose 
production,  or  a combination  of  both.  It 
has  been  generally  accepted  that  insulin 
lowers  the  blood  glucose  concentration 
by  increasing  the  rate  of  glucose  uptake  by 
the  tissues.  This  belief  is  supported  by  an 
abundance  of  in  vivo  and  in  vitro  experi- 
mental evidence.  The  earlier  in  vivo  stud- 
ies, which  revealed  that  in  hepatectomized 
animals  receiving  a constant  infusion  of 
glucose  administered  insulin  lowered  the 
blood  glucose  concentration,  demonstrated 
clearly  that  insulin  increases  glucose  disap- 
pearance. Further  substantiation  was  ob- 
tained from  numerous  in  vitro  studies  which 
have  shown  that  the  addition  of  insulin  to 
the  incubation  media  or  to  the  perfusate 
increases  markedly  the  glucose  uptake  by  a 
variety  of  isolated  tissues. 

Using  more  physiologic  conditions,  the 


authors  and  their  colleagues  employed  C'^  ■ 
glucose  to  study  the  effects  of  insulin  on  the  I 
hepatic  glucose  production  and  glucose  up-  I 
take  by  the  tissues  in  normal,  unanesthe-  ■ 
tized  dogs  in  the  postabsorptive  state. I 

A single  intravenous  injection  of  glucagon-  I 
free  crystalline  zinc  insulin  produces  a fall  in  I 
the  plasma  glucose  concentration  which  is  I 
due  mainly  to  an  increase  in  glucose  uptake  I 
by  the  tissues.  A slight  transient  decrease  ■ 
in  hepatic  glucose  production  is  seen  im-  ■ 
mediately  after  the  insulin  injection  but  this  I 
contributes  only  slightly  to  the  hypogly-.B 
cemia.  The  restoration  of  the  plasma  ■ 
glucose  concentration  to  control  levels  is  IT 
due  entirely  to  a greatly  increased  rate  of 
hepatic  glucose  production  evoked  by  the 
hypoglycemia.^  Similar  effects  are  ob- 
tained when  insulin  is  administered  sub- 
cutaneously.^’^ 

A continuous  intravenous  infusion  of 
insulin,  which  is  more  consistent  with  the 
release  of  insulin  under  physiologic  condi- 
tions, likewise  produces  a fall  in  the  plasma 
glucose  concentration  due  mainly  to  an 
increased  rate  of  glucose  uptake  by  the  tis- 
sues. If  the  insulin-induced  hypogly- 
cemia is  severe  enough,  the  hepatic  glucose 
production  increases  above  control  values 
even  while  the  insulin  infusion  is  in  prog- 
ress. This  increase  in  hepatic  glucose  pro- 
duction during  the  period  of  the  insulin  in- 
fusion is  not  adequate  to  elevate  the  exist- 
ing low  plasma  glucose  levels.  On  cessa- 
tion of  the  insulin  infusion,  there  is  a still 
further  increase  in  the  hepatic  glucose  pro- 
duction which  promptly  restores  the  plasma 
glucose  concentration  to  control  levels.'^"^ 

A typical  experiment  is  illu.strated  in 
Figure  1. 

This  discrepancy  between  the  increased 
hepatic  glucose  production  during  the  period 
of  insulin  infusion  and  the  much  greater 
increase  on  cessation  of  the  insulin  infusion 
led  the  authors  and  their  colleagues  to  con- 
clude that  insulin  exerts  a “restraining”  in- 
fluence on  hepatic  glucose  production. 
Further  studies  revealed  that  this  restrain- 
ing influence  of  insulin  is  evident  only  under 
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Fig.  1.  Plasma  glucose  concentrations  and  spe- 
cific activities,  rates  of  glucose  outflow  to  the  tissues 
(glucose  utilization),  and  glucose  inflow  from  liver 
(hepatic  glucose  production)  in  a normal  dog  given  an 
intravenous  infusion  of  insulin  (0.25  unit  per  kilo- 
gram per  90  minutes).  The  rates  of  glucose  pro- 
duction and  utilization  are  given  in  gram  per  square 
meter  surface  area  per  hour.  These  rates  prior  to 
insulin  infusion  are  indicated  by  the  reference  lines 
across  the  graph.  It  can  be  seen  that  the  fall  in 
plasma  glucose  concentration  produced  by  the  insu- 
lin infusion  is  due  mainly  to  an  increase  in  glucose 
outflow  to  the  tissues.  The  inflow  of  glucose  from 
the  liver  into  the  plasma  during  the  insulin  infusion 
is  increased,  but  not  sufficiently  to  elevate  the  plasma 
glucose  concentration.  The  glucose  inflow  increases 
markedly  shortly  after  the  insulin  infusion  is  ter- 
minated, and  the  plasma  glucose  concentration  is  ele- 
vated rapidly. 

conditions  of  enhanced  hepatic  glycogenoly- 
sis,  but  is  not  observed  when  hepatic  glyco- 
gen is  depleted,  and  consequently  hepatic 
glucose  production  is  derived  solely  by  glu- 
coneogenesis.®  It  should  be  noted  that 
this  restraining  effect  of  insulin  is  not  a con- 
tributing factor  in  the  induction  of  hypo- 
glycemia.^-^ 

To  determine  whether  physiologically 
secreted  insuhn  exerts  effects  similar  to 


those  obtained  with  administered  insulin, 
the  C^‘‘  glucose  studies  were  repeated,  using 
an  intravenous  glucose  load  to  evoke  the 
secretion  of  insulin.  As  in  the  case  of  ad- 
ministered insulin,  it  was  found  that  the 
fall  in  plasma  glucose  is  brought  about  by  an 
increased  uptake  of  glucose  by  the  tissues, 
the  hepatic  glucose  production  being  re- 
duced only  slightly.^-^ 

Studies  by  three  other  groups  of  investi- 
gators,®-* using  glucose,  gave  results  in 
harmony  with  the  preceding  view  that  de- 
creased hepatic  glucose  production  plays  a 
minor  role  in  the  insulin-induced  hypo- 
glycemia. However,  it  has  also  been  sug- 
gested by  several  investigators  that  a re- 
duction in  hepatic  glucose  output  contributes 
significantly  to  the  decrease  in  blood  glucose 
levels  following  insulin  administration. 
Weinhouse  and  his  colleagues,®'^®  using 
glucose  to  measure  the  rates  of  hepatic 
glucose  production  and  glucose  removal 
from  the  blood  in  dogs  and  in  human  beings, 
found  that  a single  intravenous  injection  of 
insulin  inhibited  hepatic  glucose  production 
completely  for  from  ten  to  twenty  minutes. 
A single  subcutaneous  injection  of  insulin 
suppressed  glucose  production  completely 
for  an  hour,  without  increasing  peripheral 
glucose  utilization ; thus  the  resulting  hypo- 
glycemia was  attributed  entirely  to  a sup- 
pression of  hepatic  glucose  production. 

Madison  and  his  colleagues  “ concluded 
that  the  fall  in  the  blood  glucose  concentra- 
tion produced  by  slow  intravenous  infusion 
of  insulin  “could  be  ascribed  in  large  part, 
if  not  entirely,  to  the  decrease  in  hepatic 
glucose  output.”  The  studies  were  carried 
out  in  anesthetized  dogs  with  complete 
end-to-side  portacaval  anastomoses.  This 
procedure  allows  only  arterial  blood  to 
perfuse  the  liver  and  presumably  eliminates 
errors  in  the  estimation  of  hepatic  glucose 
metabolism  which  may  be  contributed 
by  the  presence  of  the  splanchnic  circula- 
tion. It  should  be  noted  that  this  rather 
unphysiologic  procedure  deprives  the  liver  of 
the  portal  vein  blood  flow  which  is  the  major 
source  of  blood  reaching  the  liver.  Further- 
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more,  such  animals  require  a high  carbo- 
hydrate diet  which  is  known  to  alter  car- 
bohydrate metabolism.  The  slow  infusion 
of  insulin  into  a peripheral  vein  resulted 
in  an  immediate  reduction  in  hepatic  glu- 
cose production  which  remained  at  44  to 
56  per  cent  of  control  levels  during  the  one- 
hour  period  of  insulin  infusion.  A single 
injection  of  insulin,  on  the  other  hand,  did 
not  reduce  hepatic  glucose  production,  the 
fall  in  blood  glucose  levels  being  attributed 
to  increased  utilization  of  glucose  by  pe- 
ripheral tissues.  Further  to  support  their 
contention  that  the  suppression  of  hepatic 
glucose  production  is  a physiologically  sig- 
nificant effect  of  insulin,  these  investigators 
pointed  out  that  endogenous  insulin,  on 
release  from  the  pancreas,  traverses  the 
liver  first.  Since  the  liver  is  known  to  trap 
a certain  fraction  of  insulin,  this  may  be 
suggestive  of  a direct  action  of  insulin  on 
the  liver. 

Although  such  teleologic  reasoning  is 
provocative,  it  ignores  the  fact  that,  even 
in  the  postabsorptive  state,  endogenous  in- 
sulin can  be  found  in  the  circulating  plasma 
in  peripheral  blood  vessels,  thus  it  undoubt- 
edly exerts  an  effect  on  glucose  uptake  by 
the  tissues.  Furthermore,  in  the  experi- 
ments in  which  Madison  et  observed 
the  decreased  hepatic  glucose  output,  insulin 
was  infused  into  a peripheral  blood  vessel, 
thus  further  retracting  from  the  significance 
of  hepatic  trapping  of  insulin. 

These  findings  of  Madison  and  his  col- 
leagues^^ were  not  confirmed  by  Tarding  and 
Schambye'^  and  Shoemaker,  Mahler,  and 
Ashmore®  who  also  measured  net  hepatic 
glucose  output  by  transhepatic  catheteriza- 
tion, but  without  introducing  portacaval 
shunts. 

In  evaluating  the  data  of  the  various 
groups  it  is  important  not  to  confuse  the 
action  of  insulin  on  hepatic  glucose  output 
with  an  action  of  insulin  on  liver  metabolism. 
The  isotope  dilution  technic  measures  the 
release  of  new  glucose  by  the  liver.  The 
measurement  of  glucose  utilization  with  this 
technic  does  not  distinguish  the  sites  where 


the  glucose  is  utilized.  Nevertheless,  the 
lack  of  knowledge  about  the  amount  of  glu- 
cose utilized  by  the  liver  is  irrelevant  to 
the  measurement  of  glucose  production  by 
the  isotope  dilution  technic.  On  the  other 
hand,  measurement  of  the  hepatic  glucose 
output  by  the  transhepatic  catheterization 
technic  measures  net  glucose  output.  This 
technic  does  not  distinguish  between  newly 
produced  glucose  and  glucose  which  may  be 
passing  through  the  liver.  Since  the  cal- 
culation of  net  glucose  output  depends  on 
the  difference  in  glucose  concentration  en- 
tering and  leaving  the  liver,  an  increase  in 
hepatic  glucose  utilization  produced  by 
insuhn  would  be  expected  to  reduce  the 
net  glucose  output. 

It  should  not  be  inferred  from  the  preced- 
ing discussion  that  the  present  reviewers  are 
suggesting  that  insulin  has  no  effect  on 
hepatic  glucose  production.  As  has  been 
indicated,  evidence  has  been  obtained  that 
under  certain  conditions  insulin  exerts  a 
restraining  effect  on  hepatic  glucose  produc- 
tion. The  significance  of  this  effect  of  in- 
sulin is  under  investigation. 

From  the  foregoing  it  can  be  concluded 
that  insulin,  whether  administered  intra- 
venously by  a single  injection  or  by  slow 
infusion,  subcutaneously,  or  secreted  in 
response  to  a physiologic  stimulus,  lowers 
the  blood  glucose  concentration  mainly  by 
increasing  the  uptake  of  glucose  by  the  tis- 
sues. A small  transient  decrease  in  hepatic 
glucose  production  contributes  less  sig- 
nificantly to  the  lowering  of  the  blood  glu- 
cose levels.  It  has  also  been  shown  that 
insulin  may  exert  a restraining  effect  on 
hepatic  glucose  production  under  certain 
circumstances.  Studies  suggesting  that  the 
lowering  of  blood  glucose  levels  by  insulin 
may  be  attributed  largely  to  a decrease  in 
hepatic  glucose  output  were  evaluated. 

Diabetes 

The  early  investigations  into  the  nature  of 
the  defects  in  carbohydrate  metabolism  in 
diabetes  led  to  the  nonutilization-of-glucose 
theory.  Subsequently  this  view  was  chal- 
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lenged  by  the  proponents  of  the  overproduc- 
tion-of-gliicose  theory.  An  extensive  dis- 
cussion of  these  views  ciin  be  found  in  the 
monograph  by  Soskin  and  Levine.*^  With 
the  accumulation  of  experimental  data,  it 
is  becoming  evident  that  both  overproduc- 
tion and  underutilization  of  glucose  may 
play  a role  in  diabetes.  The  relati^'e  role 
of  these  disturbances,  however,  may  vary, 
depending  on  a number  of  factors,  such  as 
the  severity  of  diabetes,  the  type  of  diabetes, 
and  so  forth. 

Using  the  transhepatic  catheterization 
technic  in  diabetic  patients  with  ketosis, 
Bondy  and  his  colleagues^®  found  an  increase 
in  hepatic  glucose  output.  Bearn,  Billing, 
and  Sherlock,  using  the  same  technic, 
found  a normal  net  hepatic  glucose  output  in 
diabetic  human  beings,  despite  the  presence 
of  marked  hyperglycemia.  Since  such  high 
blood  sugar  levels  would  be  expected  to  lower 
hepatic  glucose  output  in  the  normal  in- 
dividual, the  normal  hepatic  glucose  output 
in  their  diabetic  patients  may  be  considered 
as  being  relatively  higher  than  normal. 

In  studies  using  glucose,  Shreeve  and 
his  colleagues^®  reported  that  in  5 of  their  8 
diabetic  patients  the  glucose  production 
was  above  normal.  Likewise,  depancrea- 
tized^®  or  alloxan-diabetic*^  dogs  were  found 
to  produce  more  glucose  than  normal  dogs. 

Studies  on  the  rate  of  glucose  utilization 
in  diabetes  have  yielded  less  conclusive  re- 
sults. Soskin  and  Levine,*®  limiting  their 
definition  of  glucose  utilization  to  the  glucose 
disappearing  from  the  blood  which  is  not 
converted  to  glycogen  or  lactic  acid,  reported 
that  the  eviscerated  diabetic  dog,  maintained 
at  hyperglycemic  levels  (400  mg.  per  100  ml. 
and  above),  utilizes  as  much  as  or  more 
glucose  than  the  e\dscerated  normal  dog 
maintained  at  its  usual  normal  (100  mg.  per 
100  ml.)  blood  sugar  level.  This  conclusion 
has  been  challenged  by  Wick  et  al.^^  who 
used  C*^  glucose  to  measure  more  directly 
the  disappearance  of  glucose  from  the  blood 
of  eviscerated  rabbits.  They  found  that 
increasing  blood  glucose  to  very  high  levels 
increased  only  slightly  the  rate  of  glucose 


removal  and  its  subsequent  combustion  to 
carbon  dioxide. 

In  more  recent,  studies,  C**  gluco.se  has 
been  utilized  to  determine  glucose  utiliza- 
tion in  diabetic,  human  beings  and  dogs, 
under  more  physiologic  conditions.  Shreeve 
and  his  associates'®  administered  C*^  glucose 
to  diabetic  patients  and  determined  the  rate 
of  glucose  turnover  and  the  rate  of  glucose 
oxidation  to  carbon  dioxide.  Correcting  for 
the  loss  of  glucose  in  the  urine,  it  can  be 
calculated  that  in  o of  the  8 diabetic,  persons 
the  rate  of  glucose  uptake  by  the  tissues  was 
less  than  in  the  normal  subjects.  Further- 
more, the  rate  of  glucose  oxidation  to  carbon 
dioxide  appeared  to  be  depressed  in  5 of  the 
patients,  despite  the  presence  of  a marked 
hyperglycemia.  In  the  alloxan-diabetic  dog, 
despite  the  somewhat  increased  rate  of  glu- 
cose production  and  the  presence  of  hyper- 
glycemia, the  glucose  uptake  by  the  tissues 
was  below  normal.*® 

From  the  foregoing  it  would  appear  that 
in  diabetes  the  hepatic  glucose  production  is 
increa.sed,  while  the  glucose  utilization  is 
probably  decreased.  Various  factors  may 
alter  the  relative  degree  of  impairment  of 
these  metabolic  processes. 

Pituitary  and  Adrenal  Deficiency 

In  addition  to  insulin,  several  other  hor- 
mones exert  effects  on  carbohydrate  metab- 
olism. Among  these  are  the  three  anterior 
pituitary  hormones:  ACTH,  growth  hor- 

mone, and  prolactin;  the  adrenal  cortical 
steroids;  the  thyroid  hormone;  adrenalin; 
and  glucagon.  *®“®^  One  characteristic  com- 
mon to  all  these  hormones  is  that  they  are 
capable  of  elevating  the  blood  glucose  con- 
centration. Based  solely  on  this  effect  on 
the  blood  glucose  levels,  these  hormones  can 
be  regarded  as  being  antagonistic  to  insulin 
and  are  frequently  referred  to  as  “anti- 
insulin” or  “contra-insulin”  agents.  It 
should  be  clear  that  this  designation  does 
not  imply  that  these  hormones  act  at  the 
same  sites  or  on  the  same  metabolic  processes 
as  insulin  does. 

The  importance  of  the  pituitary  and  ad- 
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TABLE  I. — Glucose  Production  and  Utilization 
IN  THE  Dog  under  Various  Endocrine  Con- 
ditions; Studies  with  Glucose 


Endocrine  Status 

Glucose 

Production 

and 

Glucose 
Utilization* 
(Gm.  per 
Square  Meter 
Body  Surface 
per  Hour) 

Normal 

3.80 

On  growth  hormone 

7.50 

On  hydro(!orti.sonc 

3.98 

1 lypophysectomized 

2.63 

()n  growth  hormone 

3.93 

( )n  hydrocortisone 

3.77 

Adrenalectomized  (on  DOCA) 

3.46 

Adrenalectomized  on  growth  hormone  5 . 43 

Alloxan-diabetic 

5.66t 

* In  the  postabsorptive  state,  when  the  blood 
glucose  concentration  remains  relatively  constant 
and  no  glucose  is  lost  in  the  urine,  the  rates  of  glu- 
cose production  and  utilization  are  equal  and  there- 
fore are  given  as  a single  figure. 

t This  figure  represents  glucose  production  only; 
because  of  the  severe  glucosuria,  the  glucose  uptake 
by  the  tissues  in  these  animals  is  below  normal, 
1 .9  Gm.  per  square  meter  per  hour. 

renal  hormones  in  the  regulation  of  glucose 
production  and  utilization  is  evident  from 
the  changes  that  occur  following  the  removal 
of  the  pituitary  or  adrenal  glands.  The 
hypophysectomized  or  adrenalectomized  ani- 
mal or  man  manifests  many  abnormalities 
in  carbohydrate  metabolism,  such  as  post- 
absorptive  hypoglycemia,  hypersensitivity 
to  the  hypoglycemic  action  of  insulin,  ab- 
normal glucose  tolerance,  and  the  inability 
to  withstand  fasting. 

With  the  aid  of  glucose,  the  reviewers 
and  their  colleagues  explored  the  nature  of 
the  underlying  metabolic  disturbances  in  the 
hypophysectomized  dog.^®  It  was  revealed 
that  in  the  unanesthetized  hypophysec- 
tomized dog  without  any  supportive  therapy, 
the  rate  of  hepatic  glucose  production  in  the 
postabsorptive  state  is  lower  than  in  the 
normal  dog.  Concomitantly,  the  rate  of 
uptake  of  endogenous  plasma  glucose  by 
the  tissues  is  similarly  diminished  (Table  I). 
The  diminished  glucose  uptake  can  probably 
be  attributed  to  a deficiency  in  insulin 
secretion.  When  insulin  is  injected  in  the 
hypophysectomized  dog,  the  glucose  uptake 


by  the  tissues  is  increased  to  a greater  degree  ■ 
than  in  the  normal  dog  given  the  same  dose  I 
of  insulin.-®  Furthermore,  whereas  in  the  I 
normal  animal  the  insulin-induced  hypo- 
glycemia evokes  a rapid  increase  in  hepatic  . 
glucose  production  which  promptly  restores 
the  blood  glucose  concentration  to  the  pre-  ' 
insulin  level,  in  the  hypophysectomized  dog  i 
the  glucose  production  does  not  increase  'j 
sufficiently  and  consequently  the  hypogly-  |p 
cemia  is  greatly  prolonged.-®  These  two  > 
factors,  the  greater  than  normal  increase  in  j. 
glucose  utilization  following  insulin  injec-  "J 
tion  and  the  limited  ability  of  the  liver  to 
release  adequate  amounts  of  glucose  rapidly, 
account  for  the  exaggerated  response  to 
insulin  in  the  hypophysectomized  dog,  that 
is,  the  greater  fall  in  the  blood  glucose  con- 
centration  than  in  the  normal  dog  and  the  | 
greatly  delayed  return  of  the  blood  glucose  3 
concentration  to  the  preinsulin  level.-®  ! 

Similar  studies  were  carried  out  with 
glucose  in  the  adrenalectomized  dog  that 
was  maintained  only  on  desoxycorticosterone 
acetate  to  maintain  electrolyte  balance. 
Interestingly,  it  was  found  that  the  hepatic 
glucose  production  in  these  animals  is  only 
slightly  lower  than  in  normal  dogs  but  is 
still  higher  than  in  the  hypophysectomized 
dogs.  The  glucose  uptake  by  the  tissues  is 
likewise  lower  than  normal  but  is  still 
higher  than  in  the  hypophysectomized  dogs 
(Table  I).  Since  adrenal  cortical  atrophj^ 
contributes  to  the  low  rates  of  glucose  pro- 
duction and  utilization  in  the  hypophy- 
sectomized dog,  it  is  surprising  that 
adrenalectomy  does  not  produce  more 
marked  alterations  in  these  functions.  It 
is  probable  that  compensatory  changes  occur 
to  remedy  these  deficiencies  partly.  Never- 
theless, despite  the  near-normal  rates  of 
glucose  production  and  utilization,  the 
adrenalectomized  animal  leads  a precarious 
existence,  as  is  evident  by  its  exaggerated 
sensitivity  to  insulin,  inability  to  fast,  and 
various  other  malfunctions.^^ 

ACTH  and  Adrenal  Cortical  Steroids 

The  physiologic  action  of  these  hormones 
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MINUTES 

Fig.  2.  Plasma  glucose  concentrations  and  rates 
of  glucose  outflow  from  the  plasma  to  the  tissues  and 
glucose  inflow  from  the  liver  into  the  plasma  subse- 
quent to  insulin  injection  (0.025  unit  per  kilogram  in- 
traveneously  in  a hypophysectomized  dog  prior  to 
and  during  a hydrocortisone  regimen  (1.2  mg.  per 
kilogram  per  day  for  nine  days).  Lighter  reference 
lines  across  the  graph  indicate  preinsulin  glucose  out- 
flow and  inflow  rates.  This  figure  reveals  the  charac- 
teristic insulin  hypersensitivity  of  the  hypophysecto- 
mized animal,  which  is  attributable  to  the  e.xag- 
gerated  increase  in  glucose  outflow  to  the  tissues  and 
an  inadequate  increase  in  glucose  production  in  re- 
sponse to  the  hypoglycemia  (see  text  for  discussion). 
The  hydrocortisone  regimen  can  be  seen  to  elevate 
the  preinsulin  rates  of  glucose  outflow  and  inflow. 
The  increase  in  glucose  outflow  to  the  tissues  follow- 
ing insulin  injection  is  less  than  in  the  untreated 
state  and  there  is  a marked  increase  in  glucose  in- 
flow from  the  liver  which  quickly  restores  the  plasma 
glucose  concentration. “ 

on  carbohydrate  metabolism  can  best  be 
demonstrated  when  these  agents  are  used  for 
replacement  therapy.  The  administration 
of  ACTH  or  hydrocortisone  (or  cortisone) 
to  hypophysectomized  animals  amehorates 
or  abolishes  the  various  abnormaUties  in 
carbohydrate  metabolism  described  pre- 
viously. Thus,  they  elevate  the  low  post- 
absorptive  blood  glucose  levels  and  diminish 
or  abolish  the  insulin  hypersensitivity  and  the 
secondary  hypoglycemia  in  the  glucose 


tolerance  tcst.^“ 

In  studies  using  glucose,  it  was  shown 
that  the  administration  of  hydrocortisone  in 
the  hypophysectomized  dog  increases  to 
about  normal  the  low  rate  of  hepatic  glucose 
production  as  well  as  the  rate  of  glucose  up- 
take by  the  tissues^*  (Table  I).  The  effect 
on  glucose  uptake  is  probably  mediated  by 
an  increased  secretion  of  insulin  that  is 
evoked  by  the  action  of  the  steroid  to 
increase  glucose  production.  Further  stud- 
ies clarified  the  mechanism  whereby  the 
adrenocortical  hormones  ameliorate  the  in- 
sulin hypersensitivity.^*  When  insulin  is 
administered  to  the  hydrocortisone-treated 
hypophysectomized  dog,  the  increase  in 
glucose  uptake  by  the  tissues  is  not  as  large 
as  it  is  in  the  untreated  state.  Furthermore, 
the  animal  is  now  capable  of  responding  to 
the  hypoglycemia  with  a prompt,  increase 
in  glucose  production,  which  quickly  ele- 
vates the  blood  glucose  concentration  to  the 
preinsulin  levels  (Fig.  2).^* 

The  influence  of  the  adrenal  cortical 
steroids  on  carbohydrate  metabolism  in  man 
has  been  reviewed  in  various  publica- 
tions.Although  steroids  are  used  as 
replacement  therapy  in  adrenal-deficiency 
states,  most  of  the  metabolic  studies  in  man 
have  been  carried  out  in  patients  with  ex- 
cessive secretions  of  endogenous  steroids  or 
in  patients  who  were  receiving  large  doses  of 
these  steroids.  In  both  types  of  patients  an 
impairment  of  glucose  tolerance  frequently  is 
observed.  However,  they  differ  from 
patients  with  pancreatic  diabetes  in  that 
their  postabsorptive  blood  glucose  levels  are 
not  markedly  elevated  and  their  insulin 
sensitivity  is  diminished.  More  specific 
knowledge  about  how  these  abnormalities 
in  man  are  related  to  glucose  production  and 
utilization  is  not  available.  It  has  been  sug- 
gested that  the  impaired  glucose  tolerance 
may  reflect  a relative  deficiency  in  the  secre- 
tion of  insulin  in  response  to  the  glucose 
load  rather  than  an  inhibitory  effect  of 
steroids  on  glucose  utilization.  Indeed  this 
principle  has  led  to  the  use  of  a cortisone- 
modified  glucose  tolerance  test  for  the  pre- 
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diction  of  diabetes  mellitus.^^  It  is  clear, 
however,  that  more  exact  knowledge  is 
needed  before  any  definite  statements  can 
be  made  about  the  status  of  glucose  produc- 
tion and  utilization  under  these  circum- 
stances. 

Growth  Hormone 

There  is  ample  evidence  that  growth 
hormone  has  an  effect  on  carbohydrate 
metabolism  in  a variety  of  species. 
More  recently,  with  the  availability  of  pri- 
mate growth  hormone,  an  effect  on  carbo- 
hydrate metabolism  in  primates  has  also 
been  demonstrated.  The  effect  of  growth 
hormone  on  carbohydrate  metabolism  is 
revealed  very  strikingly  in  the  hypophysec- 
tomized  animal.  The  administration  of 
growth  hormone  to  these  animals  produces 
an  elevation  of  the  postabsorptive  blood 
glucose  level  and  abolishes  the  insulin  hyper- 
sensitivity and  the  secondary  hypoglycemia 
in  the  glucose  tolerance  test.-^’^^ 

Studies  with  glucose  revealed  that  a 
bovine  growth  hormone  regimen  in  the 
hypophysectomized  dog  increases  hepatic 
glucose  production  as  well  as  the  uptake  of 
endogenous  glucose  (Table  I).*®  In  view  of 
the  changes  in  pancreatic  islet  histology  and 
plasma  insulin  activity  following  growth 
hormone  administration,  which  are  sugges- 
tive of  an  increase  in  insulin  secretion,  the 
enhanced  glucose  uptake  is  probably  sec- 
ondary to  the  increased  glucose  production. 
In  similar  isotope  studies,  the  abolition  of 
the  insulin  hypersemsitivity  by  growth  hor- 
mone was  attributed  to  two  factors:  (1) 

Administered  insulin  produces  a lesser  in- 
crease in  glucose  uptake  by  the  tissues  than 
it  does  in  the  untreated  hypophysectomized 
animal,  and  (2)  the  liver  is  rendered  capable 
of  releasing  increased  amounts  of  glucose 
promptly  to  abolish  the  hypoglycemia. 

In  normal  dogs  the  administration  of 
bovine  growth  hormone  in  small  non- 
diabetogenic  doses  likewise  produces  an  in- 
crease in  hepatic  glucose  production  and 
glucose  uptake  by  the  tissues  without  elevat- 
ing greatly  the  blood  glucose  levels  or  im- 


pairing the  glucose  tolerance.  The  demon- 
stration of  the  diabetogenic  effect  of  growth 
hormone  in  normal  dogs  recpiires  the  admin- 
istration of  large  doses  of  growth  hormone 
which  give  rise  to  a marked  hyperglycemia, 
glucosuria,  and  impairment  of  the  glucose 
tolerance.  These  disturbances  in  carbo- 
hydrate metabolism  are  attributable  to 
pancreatic  islet  dysfunction,  which  can  be 
demonstrated  histologically.  Under  these 
circumstances,  glucose  utilization  can  be 
expected  to  be  diminished,  and  indeed  our 
studies  have  shown  that  while  glucose  pro- 
duction in  the  growth  hormone-diabetic 
dog  may  be  normal  or  slightly  higher,  the 
glucose  uptake  is  reduced.*® 

The  administration  of  nonprimate  growth 
hormone  to  human  beings  has  not  produced 
any  definitive  metabolic  effects.  Follow- 
ing the  recent  availability  of  primate 
(monkey  and  human)  growth  hormone, 
striking  metabolic  effects,  particularly  on  fat 
mobilization,  have  been  demonstrated.*® 
The  effects  on  carbohydrate  metabolism  have 
been  less  impressive.  A transient  hypogly- 
cemia frequently  is  observed  shortly  after  a 
single  injection  of  growth  hormone  in  normal 
or  diabetic  human  beings.  On  the  other 
hand,  more  prolonged  administration  of 
growth  hormone  in  diabetic  patients  invari- 
ably exacerbates  the  condition.  The  effect 
of  growth  hormone  on  carbohydrate  me- 
tabolism in  human  beings  requires  further 
clarification.  A discussion  of  this  aspect 
of  growth  hormone  action  can  be  found  else- 
where.*’ 

Prolactin 

There  is  substantial  evidence  that  pro- 
lactin has  an  effect  on  carbohydrate  metab- 
olism. The  administration  of  prolactin  to 
hypophysectomized  and  hypophysectomized- 
adrenalectomized  dogs  has  been  shown  to 
elevate  to  normal  the  blood  glucose  levels 
and  to  ameliorate  the  marked  insulin 
hypersensitivity  characteristic  of  animals 
with  such  operations.*’  At  present  no  infor- 
mation is  available  to  clarify  these  effects  in 
terms  of  changes  in  glucose  production  and 
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utilization. 

Thyroid 

It  is  generally  accepted  that  the  thyroid 
hormone  influences  over-all  organic  metab- 
olism, including  that  of  carbohydrates. 
Although  the  effect  of  the  thyroid  on  carbo- 
hydrate metabolism  is  less  striking  than  that 
exerted  by  other  hormones,  definite  effects 
have  been  observed  in  different  species, 
under  various  experimental  conditions. 
The  finding  that  the  administration  of  large 
doses  of  thyroxine  to  hypophysectomized 
dogs  elevates  their  low-fasting  blood  sugar 
levels  but  only  ameliorates  slightly  their 
insulin  hypersensitivity  appears  to  suggest  a 
stimulation  of  glucose  production  by  thy- 
roxine. The  effect  of  thyroxine  on  increasing 
glucose  utilization  is  probably  nonspecific 
and  represents  a part  of  its  role  as  a general 
accelerator  of  metabolism. 

Adrenalin  and  Glucagon 

In  contrast  to  the  longer  time  period  re- 
quired to  demonstrate  an  effect  of  the  afore- 
mentioned blood  glucose-raising  agents, 
adrenalin  and  glucagon  produce  their 
effects  on  blood  sugar  levels  extremely 
rapidly.  This  rapidity  of  action  is  the  basis 
for  considering  these  hormones  as  physio- 
logic emergency  agents.  Indeed  there  is 
ample  evidence  that  a lowering  of  the  blood 
glucose  concentration  to  critical  levels  brings 
about  an  increased  secretion  of  these 
agents. 

There  is  no  doubt  that  the  elevation  in 
the  blood  glucose  levels  produced  by 
epinephrine  and  glucagon  is  associated  with 
an  increase  in  hepatic  glucose  output.  The 
immediate  source  of  this  extra  glucose  is 
liver  glycogen,  and  the  essential  reactions 
in  the  glycolysis  process  have  been  eluci- 
dated by  Sutherland. Glucagon  has 
also  been  shown  to  increase  gluconeo- 
genesis,"'^  but  the  contribut  ion  of  this  process 
to  the  increased  hepatic  glucose  production 
has  still  to  be  evaluted. 

Studies  on  the  influence  of  adrenalin  on 
glucose  utilization  have  resulted  in  divergent 


opinions.  Studies  in  which  glucose  utiliza- 
tion was  calculated  from  the  difference  in 
glucose  concentration  between  the  arterial 
and  venous  blood  of  various  limbs  revealed 
that  the  atrioventricular  glucose  difference 
was  less  during  epinephrine  hyperglycemia 
than  during  a comparable  hyperglycemia 
produced  by  glucose  alone. From  this  it 
was  concluded  that  epinephrine  inhibited  glu- 
cose utilization.  This  view  is  not  in  agree- 
ment with  the  results  of  a number  of  studies, 
which  have  been  summarized  elsewhere.®^ 
It  should  be  pointed  out  also  that  while  the 
studies  using  atrioventricular  glucose  dif- 
ferences may  indicate  that  the  increase  in 
glucose  utilization  following  epinephrine 
is  not  as  large  as  that  produced  by  a glucose 
load  alone,  nevertheless  the  glucose  utiliza- 
tion in  the  former  case  is  still  higher  than 
normal. 

The  effect  of  glucagon  on  glucose  utiliza- 
tion has  been  studied  by  technics  similar  to 
those  used  for  epinephrine.  With  a few 
exceptions,  it  has  been  found  that  in  studies 
of  acute  conditions  glucagon  increases  pe- 
ripheral glucose  utilization.  This  is  not  in 
contradiction  to  the  observations  that 
chronic  glucagon  administration  produces 
diabetes  in  rats  and  dogs^®  and  human 
beings.'*^  Under  these  conditions  glucose 
utilization  probably  becomes  a function  of 
the  availablity  of  endogenous  insulin.  Stud- 
ies by  the  authors  and  their  colleagues, 
using  glucose,  reveal  clearly  that  the 
increase  in  hepatic  glucose  output  produced 
by  glucagon  infusion  is  accompanied  by 
a marked  increase  in  glucose  utilization  by 
the  tissues.*^ 

Concluding  Remarks 

This  review  has  been  limited  to  a discus- 
sion of  the  effects  of  various  hormones  on 
hepatic  glucose  production  and  glucose 
utilization.  It  should  be  emphasized,  how- 
evei',  that  these  hormones  also  have  signifi- 
cant actions  on  fat  and  protein  metabolism 
and,  indeed,  may  be  looked  on  as  general 
metabolic  hormones.  In  view  of  their 
ubiquitous  influence,  the  effects  of  some  of 
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these  hormones  on  carbohydrate  metabolism 
may  represent  only  secondary  changes. 

It  should  also  be  pointed  out  that  despite 
the  similarity  in  effects  of  the  various  hor- 
mones on  carbohydrate  metabolism,  the 
mechanism  of  their  action  is  undoubtedly 
different.  To  illustrate  this,  it  may  be 
recalled  that  both  hydrocortisone  and 
growth  hormone  increase  glucose  production ; 
however,  the  former  does  this  at  the  expense 
of  protein,  whereas  the  latter  conserves  pro- 
tein. Likewise,  the  rapid  increase  in  hepatic 
glucose  output  produced  by  epinephrine 
and  glucagon  is  attributable  to  glycogen 
breakdown,  whereas  the  increase  in  glucose 
production  brought  about  by  the  adrenal 
cortical  steroids  is  slower  in  onset  and  is  due 
to  gluconeogenesis.  Thus,  it  is  evident 
that  the  increase  in  glucose  production 
ijiduced  by  the  various  hormones  can 
originate  from  different  .sources  and  by  dif- 
ferent metabolic  pathways. 

Despite  the  incompleteness  of  our  knowl- 
edge, it  is  clear  that  in  physiologic  life  there 
exists  a very  sensitive  balance  between  glucose 
production  and  glucose  utilization.  This 
balance  is  maintained  by  the  interaction  of 
various  hormones.  A disruption  in  this 
hormonal  interrelationship  leads  to  changes 
in  the  rates  of  glucose  production  and 
utilization  and  the  metabolic  consequences 
resulting  therefrom.  Undoubtedly,  some 
of  the  hormones  discu.ssed  in  this  review 
play  a major  role  in  the  regulation  of  gluco.se 
production  and  utilization,  but  a more 
precise  understanding  of  this  regulation  re- 
mains to  be  attained. 
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{Number  twenty-three  in  a series  of  articles  on  Current  Concepts  in  Diabetes  Mellitus) 


Aspirin  Called  Firsl  Drug  in  Trealing  Arlhrilis 


Aspirin  is  the  aiitirheumatie  agent  that  should  be 
used  first  in  treating  rheumatoid  arthritis  and 
prescribed  in  an  adequate  dosage  at  regular  inter- 
vals, according  to  an  article  by  Joseph  J.  Bunim, 
M.D.,  in  the  Delaware  Medical  Journal  (33:103, 
1061).  Aspirin,  plus  a program  of  conservative 
therapy,  should  be  given  a “conscientious  and  ear- 
nest trial,”  before  using  the  more  potent — ^but  more 
dangerous — ^steroids.  The  essentials  of  conservative 
therapy  are:  some  rest  from  a stressful  environment, 
corrective  exercises,  splints,  casts,  physical  thera- 
peutic measures,  and  others. 


Only  after  months  of  conservative  treatment  with 
aspirin  indicate  that  the  patient  is  “threatened  with 
invalidism,  disability,  or  prolonged  unemployment,” 
should  the  steroids  be  attempted.  Dr.  Bunim  says. 
Their  potential  side-effects  are  serious. 

P)ven  when  administering  a steroid  to  an  arthritic 
patient,  a reduced  dosage  is  called  the  most  im- 
portant factor  in  lowering  the  incidence  and  severity 
of  unde.sirable  side-effects.  The  method  in  use  at 
the  National  Institute  of  Arthritis  and  Metabolic 
Diseases,  is  to  give  aspirin  as  a supplement  to 
steroids. 
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Failure  to  Transfuse  Blood 


Dlood  transfusions  are  extremely  valu- 
able,  and  their  therapeutic  use  may  be 
a life-saving  measure. 

The  potential  hazards  and  dangers  of 
transfusions  have  been  well  reported  and 
documented.  The  mortality  from  whole 
blood  transfusions  is  said  to  be  about  0.1 
per  cent.  The  morbidity  attached  to  blood 
transfusions  is  more  than  5 per  cent.^ 
Figures  on  mortality  and  morbidity  due  to  a 
failure  to  transfuse  are  not  forthcoming  ex- 
cept perhaps  on  a local  basis.  Many  deaths 
have  occurred  from  the  omission  of  blood 
or  because  the  administration  of  blood  w^as 
started  too  late. 

One  must  weigh  the  possible  dangers 
against  the  possible  benefits,  but  in  many 
instaiK^es  essential  benefits  have  becni  neg- 

I’resonted  and  discussed  at  a confcrenco  held  at 
Bellevue  Hospital,  New  York  City,  June  5,  1961. 
Clinical  Anesthesia  Clonferences  are  hold  on  the  fir.st 
Monday  of  each  month. 


lected.  The  following  cases  illustrate  how 
death  occurred  from  a failure  to  transfuse  or 
a failure  to  prepare  preoperatively  to  trans- 
fuse when  there  existed  a possible  need  for 
blood  during  surgery. 

Case  Reports 

Case  1. — This  obese,  Negro  female,  age  fift}'- 
three,  was  known  to  have  had  diabetes  for  the 
past  ten  years.  Two  weeks  prior  to  her  admission 
to  the  hospital  she  noted  a tender  mass  on  her 
back  which  she  treated  with  hot  soaks  and  per- 
oxide. The  abscess  opened  spontaneously  seven 
days  after  its  onset.  However,  it  increased  in 
size  and  became  extuMnel}'^  tender  during  the  next 
five  days. 

A ])re()p(>rativc  i)hysical  examination  revealed 
her  blood  pr('ssure  to  be  140  90,  pulse  S(>  beats 
p(‘r  minute,  and  bMnix'rature  TS..')  C.  She  ap- 
peared lethargic  and  disoriented  as  to  time  and 
j)lace.  lli('re  was  an  area  of  induration  measur- 
ing ten  inches  in  diameter  over  the  second  to 
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fourth  lumbar  vertebrae.  The  center  was  ne- 
crotic. A urinalysis  showed  1 plus  albumin,  1 plus 
sugar,  and  50  to  100  white  blood  cells  per  high 
power  field.  Her  hemoglobin  was  9.4  Gm.  per 
100  ml.,  and  an  electrocardiogram  showed  a 
normal  sinus  rhythm. 

She  was  given  Amytal  Sodium  150  mg.,  meperi- 
dine hydrochloride  100  mg.,  and  scopolamine  0.4 
mg.  intramuscularly  one  and  one-half  hours  prior 
to  the  incision  and  debridement  of  the  carbuncle 
of  the  back.  An  intravenous  injection  of  500  ml. 
of  5 per  cent  dextrose  in  water  with  7V2  units  of 
regular  insulin  also  was  started.  The  induction 
of  anesthesia  was  performed  with  thiopental 
sodium  (Pentothal  sodium)  125  mg.,  and  an  endo- 
tracheal tube  was  inserted  following  ether  anes- 
thesia. The  patient  was  put  in  the  prone  posi- 
tion, and  cyclopropane-oxygen  was  used  during 
surgerj'. 

Thirty  minutes  after  the  onset  of  surgery  the 
blood  pressure,  which  had  been  130/90,  began  to 
drop  precipitously.  Within  five  minutes  it  was 
unobtainable,  and  the  pulse  was  140  beats  per 
minute,  weak  and  thready.  The  surgeon  was 
notified,  and  plasma  was  started.  The  blood 
loss  had  been  profuse,  and  hemorrhagic  shock 
was  suspected.  Five  minutes  after  the  com- 
mencement of  plasma  no  pulse  was  palpable. 
The  patient  was  turned  to  the  supine  position. 
Thoracotomy  and  manual  cardiac  massage  were 
instituted.  Whole  blood,  500  ml.,  was  started, 
and  calcium  gluconate  20  ml.  was  injected  into 
the  heart.  The  cardiac  massage  was  continued 
for  fifty  minutes  but  without  avail. 

The  postmortem  findings  revealed  fibrosis  of 
the  pancreas,  acute  splenitis,  ischemic  nephrosis, 
pulmonary  atelectasis,  and  pulmonary  edema. 
The  lungs  were  hj-peremic.  There  was  no  evi- 
dent pathologic  condition  of  the  heart. 

Case  2. — This  thirty-two-year-old  Negro  male 
was  admitted  with  a duodenal  ulcer  history  dating 
back  nine  3'cars.  On  this  admission  he  had  tarrj' 
stools  and  vomited  blood.  His  hemoglobin  was 
9.9  Gm.  per  100  ml.  One  week  after  his  admis- 
sion he  came  to  surgery  for  a scheduled  subtotal 
gastrectom^^ 

Preopera tivety  his  blood  pressure  was  1 20  90, 
pulse  100  beats  per  minute,  respirations  20  per 
minute,  hemoglobin  7.7  Gm.  per  100  ml.,  and 
hematocrit  27.  Mepca  idine  h\’drochloridc  .50  mg. 
and  scopolamine  0.4  mg.  were  given  one  and  one- 
half  hours  prior  to  anesthesia.  The  induction 
was  performed  with  thiopental  sodium  150  mg. 


and  cj'clopropane-oxj’gen.  An  endotracheal  tube 
was  inserted,  and  the  patient  was  maintained 
with  cyclopropane  and  ether.  There  was  a 
gradual  rise  in  his  pulse  rate  to  120  beats  per 
minute  during  surgery,  and  the  first  unit  of  blood 
was  started  four  hours  after  the  beginning  of 
anesthesia.  During  the  closure  of  the  skin  and 
while  the  first  unit  of  blood  was  being  given,  the 
patient  went  into  cardiac  arrest.  Within  four 
minutes  thoracotomy  and  cardiac  massage  were 
performed,  and  artificial  ventilation  with  100 
per  cent  oxygen  was  instituted.  Levophed  bi- 
tartrate and  additional  rapid  blood  transfusions 
were  given.  A normal  sinus  rhj'thm  was  re- 
stored, but  the  patient  remained  in  a coma.  Hy- 
perventilation, convulsions,  and  decerebrated 
rigidity  were  observed,  and  the  patient  expired 
on  the  sixth  postoperative  day. 

No  autopsj^  was  obtained. 

Comment 

In  Case  1 the  diagnosis  of  hemorrhagic 
shock  terminating  in  cardiac  arrest  is 
warranted.  The  patient’s  history,  clinical 
course,  physical  status,  and  toxic  and  de- 
hydrated condition  would  justify  that  blood 
be  available  prior  to  surgerj\  The  hemo- 
globin of  9.4  Gm.  per  100  ml.  preoperatively 
would  make  the  availability  of  blood  for  this 
patient  more  urgent.  There  was  a lapse  of 
over  thirty  minutes  from  the  time  of  severe 
blood  loss  and  hypotension  until  the  blood 
was  administered.  The  blood  transfusion 
commenced  fourteen  minutes  following  car- 
diac arrest.  The  failure  to  transfuse  from  a 
lack  of  anticipation  and  preparation  in  this 
patient  with  a borderline  hemoglobin  was 
probably  the  major  factor  in  the  outcome  of 
the  surgical  procedure. 

In  Case  2 one  could  well  foretell  the  out- 
come. To  start  a major  surgical  procedure 
in  a patient  with  7.7  Gm.  per  100  ml.  of 
hemoglobin  certainlj^  would  set  the  stage  for 
(cardiac  arrest.  The  preoperative  prepara- 
tion was  inadeciuate.  Nothing  was  done  to 
improve  his  hemoglol)iu  prior  to  and  during 
the  major  course'  of  surgery.  The  prolonged 
anemic  anoxia  and  further  blood  loss  at 
operation  led  to  irreversible  damage  and  the 
failure  of  resuscitative  efforts.  This  pa- 
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tient  should  not  have  been  scheduled  for 
surgery  with  a hemoglobin  of  7.7  Gm.  per 
100  ml.  The  least  that  could  have  been 
done  was  to  start  blood  with  the  incision 
and  not  after  three  hours  of  surgery.  It  is 
unwise  to  anesthetize  such  anemic  patients 
without  the  prior  restoration  of  blood  volume 
and  hemoglobin. 

The  length  of  time  necessary  to  obtain 
blood  for  emergency  situations  during  surgi- 
cal procedures  should  be  predetermined. 
This  will  vary  depending  on  the  physical 
set-up  and  available  personnel.  Attempts 
should  be  made  and  procedures  instituted 
to  reduce  this  availability  to  a minimum  of 
time.  When  this  cannot  be  done,  it  is 
cpiite  feasible  to  maintain  one  or  two  bottles 
of  type  O blood,  low  titer,  Rh  negative  on 
hand  for  use  in  emergencies  until  cross 
matching  can  be  achieved.  ^ When  there 
is  a remote  possibility  for  the  need  for 
blood  in  patients,  it  is  best  to  at  least  type 
and  have  a blood  specimen  in  the  bank 
ready  for  cross  matching  if  necessary. 

The  criteria  for  transfusions  of  surgical 
patients  may  vary.  In  general,  a hemo- 
globin concentration  of  10  Gm.  per  100  ml. 
or  less  and  an  erythrocyte  count  of  approxi- 
mately 3 million  per  cubic  millimeter  or 
less  can  be  used.  When  possible,  anemia 
should  be  corrected  preopera tively.^ 

The  statement  that  it  appears  unjustifiable 
to  expose  any  i^atient  to  the  risk  for  1 pint 
of  blood  is  incorrect.  Blood  should  be 
given  where  there  is  the  possibility  that 
without  it  the  patient’s  life  might  bo  in 
jeopai'dy.  However,  the  loss  of  .ItlO  ml. 
of  blood  per  se  is  not.  necessarily  an  indica- 
tion for  a transfusion.  In  the  chronically 
ill  patient  whose  blood  volume  is  already 
contracted,  acute  blood  loss  is  tolerated 


poorly.  A single  pint  of  blood  may  mean 
the  difference  of  life  or  death  to  such  a 
patient.  The  inherent  dangers  of  trans- 
fusion in  such  cases  must  be  accepted. 

Death  from  hemorrhagic  shock  is  most 
likely  the  result  of  a number  of  factors 
which  are  interconnected  by  a cause  and 
effect  relationship.  Among  these  are  vaso- 
constriction, hemodilution,  decrease  in  car- 
diac output,  and  changes  in  the  general 
metabolic  pattern.^  Wiggers  and  Ingra- 
ham* showed  that  if  an  animal  was  subjected 
to  hemorrhagic  hypotension,  using  a stand- 
ard bleeding  method,  even  infusion  of  the 
total  amount  of  withdrawn  blood  would  not 
always  result  in  survival.  They  postulated 
that  if  blood  pressure,  as  a result  of  hemor- 
rhage, was  maintained  at  60  mm.  Ilg 
pressure  for  ninety  minutes,  followed  by 
35  mm.  Hg  pressure  for  forty-five  minutes, 
irreversibility  as  manifested  by  resistance  to 
transfusion  occurred  in  the  experimental 
animals.  In  view  of  these  observations, 
the  most  important  clinical  considerations 
shoidd  be  that  hemorrhage  with  hypotension 
must  be  treated  by  adequate  transfusion 
within  a definite  time  limit  lest  this  phase  of 
irreversibility  set  in. 
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Cobalt  and  Cadmium  Poisonings 


^ I ''he  following  incidents  were  recently  re- 
ported  to  the  New  York  City  Poison 
Control  Center. 

Incident  1 

Substance  Ingested  Age  Sex 

Cobalt  Chloride  5 years  Female 

This  five-year-old  child  ingested  1 dram  of 
cobalt  chloride  mixture  from  her  brother’s 
chemistry  set.  The  child  was  taken  to  a 
hospital  emergency  room  where  nausea, 
vomiting,  tachycardia,  and  a temperature  of 
102.4  F.  were  noted  on  admission.  The 
mother  stated  that  the  child  vomited  spon- 
taneously several  hours  after  the  ingestion. 
In  the  hospital  the  patient  was  given  sup- 
portive therapy  and  forced  fluids.  The 
urinalysis  showed  essentially  negative  find- 
ings, and  the  blood  count  and  differential 
also  were  not  revealing.  The  carbon  dioxide 
content  was  44  per  cent.  After  two  days  of 
hospitalization  all  the  symptoms  subsided, 
and  the  patient  made  a complete  recovery. 

Although  this  patient  was  symptomless, 
we  have  had  a fatality  from  this  chemical 


reported  previously.^  It  may  be  profitable 
to  repeat  the  w'arning  mentioned  in  this 
article : 

Since  cobalt  chloride  also  has  a wide  dis- 
tribution and  availability  to  children  as  a 
constituent  of  chemistry  sets,  the  fatality  cited 
indicates  that  the  use  of  cobalt  in  the  home  is 
associated  with  great  hazards  to  children  and 
also  to  adults.  Cobalt  is  frequently  used  in 
chemical  “tricks,”  such  as  secret  writing  and 
weather  indicators.  This  would  indicate  more 
effective  precautionary  warning  and  labeling 
is  warranted  with  regard  to  the  dangers  as- 
sociated with  the  use  and  handling  of  this 
chemical,  particularly  to  children. 

Three  cases  of  thyroid  enlargement  which 
apparently  resulted  from  an  iron-cobalt 
preparation  used  in  the  treatment  of  iron 
deficiency  anemia  were  reported  in  the  July 
issue  of  the  Journal  of  Pediatrics  A 

One  case  in  which  cobaltous  chloride  was 
started  at  two  days  of  life  in  a low-weight, 
premature  infant  terminated  fatally,  and  a 
thyroid  hyperplasia  was  demonstrated  at 
autopsy.  In  the  other  2 cases,  a nine- 
month-old  female  and  a twenty-one-month- 
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old  female,  both  of  whom  received  iron  and 
cobalt  for  varying  periods  because  of  an 
anemia,  thyroid  enlargement  was  noted 
which  regressed  on  withdrawal  of  the  medi- 
cation. Most  prominent  authorities  in 
hematology  agree  that  cobalt  alone  or  in 
combination  with  iron  should  not  be  used 
for  the  treatment  of  anemia.  It  is  not  more 
effective  than  when  iron  alone  is  used. 

Cobalt  preparations  should  not  be  used 
even  in  the  treatment  of  refractory  anemias 
associated  with  infections  since  the  question- 
able rise  in  the  hemoglobin  level  which  may 
be  produced  by  cobalt  does  not  warrant  its 
use  because  of  its  potentially  serious  toxic 
effects. 

Incident  2 

Substance  Ingested  Age  Sex 

Cadmium  Paint  2V2  years  Male 

The  patient,  a two  and  one-half-year-old 
white  male  child  was  thought  to  have  in- 
gested an  unknown  quantity  of  an  oil  paint 
containing  cadmium  sulfide,  selenide,  and 
liarium  sulfate. 

When  seen  in  the  emergency  room  about 
twenty-four  hours  following  the  supposed 
• ingestion,  the  child  was  perfectly  well.  His 
mother  brought  a yellow-red  colored  stool 
which  the  child  had  just  passed.  The  child 
was  sent  home,  and  the  parents  were  told  to 
observe  him  for  signs  of  toxicity.  A 
follow-up  study  revealed  that  there  were  no 
untoward  effects.  Presumably  enough  cad- 
mium sulfide  might  have  been  dissolved  by 
the  hydrochloric  acid  in  the  gastric  juices, 
but  this  did  not  occur  in  our  case  as  evi- 
denced by  the  absence  of  vomiting. 

Cadmium  colors  usually  range  from 
yellows  to  reds.  Artists’  cadmium  paint 
consists  of  cadmium  sulfide,  selenide,  and 
barium  sulfate.  Both  cadmium  and  sele- 
nium are  t oxic  materials.  In  food  jioisouings 
caused  by  cadmium  a few  parts  per  million 
of  cadmium  ai'e  (Miough  to  jiroduce  violent 
vomiting.  The  inhalation  of  cadmium 
fumes  also  can  cause  marked  symptoms. 
The  well-known  dandruff  remedy,  Selsun, 


is  a cadmium  selenide  preparation.  How- 
ever, even  though  the  label  of  this  product 
bears  the  warning  “Poison — Caution,”  the 
insolubility  of  the  cadmium  selenide  ap- 
parently has  resulted  in  few  symptoms  in 
those  cases  reported  to  this  Center. 

The  chief  symptom  following  cadmium 
ingestion  is  a severe  gastroenteritis,  and  in 
experimental  animals  kidney  and  liver 
damage  also  have  been  observed.  In  in- 
halations, however,  the  chief  symptoms  are 
related  to  the  respiratory  tract.  The  treat- 
ment for  ingestion  is  gastric  lavage  with 
water  or  milk  fluids  by  mouth  and  sup- 
portive therapy;  in  particular,  maintenance 
of  the  electrolyte  balance  and  prevention  of 
dehydration  is  important. 

In  the  June  issue  of  Public  Health  Re- 
ports^ it  is  reported  that  all  the  members  of 
one  family  experienced  an  attack  of  cadmium 
poisoning  resulting  from  a meal  which  in- 
cluded a steak  grilled  on  an  improvised 
outdoor  barbecue,  the  grill  consisting  of  an 
old  refrigerator  shelf  which  apparently  was 
cadmium  plated. 

The  New  York  City  Health  Code  has  for 
many  years  prohibited  the  use  of  cadmium- 
plated  food  equipment.  Cadmium  selenide 
is  a choice,  red,  artists’  pigment.  Its  use 
as  an  ingredient  of  lipsticks  has  not  been 
noted  in  many  years.  Because  of  the  pub- 
licity given  it  by  the  Food  and  Drug  Ad- 
ministration’s seizure  of  a French  lipstick 
containing  cadmium,  it  is  no  longer  in  use  in 
such  products. 

Incident  3 

Substance  Ingested  Age  Sex 

Reserpine  21  months  Female 

The  parents  and  the  grandmother  were  in 
the  living  room  and  suddenly  reahzed  that 
the  child  was  not  around.  After  a search 
they  found  her  in  the  grandmother’s  room 
sitting  on  the  floor  in  the  closet  with  an 
open  bot  tle  of  pills,  ’hhey  did  not  find  any 
pills  in  her  mouth.  The  child  apparently 
had  obtained  the  bottle  by  moving  a chair 
close  to  the  dresser,  thus  enabling  her  to 
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reach  the  top  drawer  from  which  she  ob- 
tained the  medication. 

fifteen  minutes  after  the  child  was  found 
in  the  closet  the  mother  noted  an  ery- 
thema and  an  edema  of  the  lips,  and  the 
sclera  appeared  pink.  The  mother  then 
counted  the  pills  and  found  that  37  actually 
were  missing.  She  induced  vomiting  im- 
mediately, which  was,  however,  two  hours 
following  the  ingestion. 

The  child  was  taken  to  an  emergency 
room  where  the  stomach  was  lavaged  with 
sodium  chloride  about  three  hours  follow- 
ing the  ingestion.  On  admission  to  the 
hospital  the  child  also  received  milk  of 
magnesia  as  a cathartic.  In  addition  to 
the  symptoms  noted  previously,  the  pa- 
tient’s face  was  flushed,  she  had  nasal  con- 
gestion, and  pin-point  pupils.  After  four 
days  of  hospitalization  and  supportive 
therapy  the  child  made  an  uneventful 
re(!Overy. 

It  is  comforting,  however,  that  in  spite 
of  this  drug’s  widespread  usage  and  care- 
less handling  leading  to  many  accidental 
ingestions  by  children,  there  have  not  been 
serious  complications  in  cases  reported  to 
the  Center.  It  would  appear  that  iatrogenic 
incidents  in  adults  are  more  alarming. 

Incident  4 

Substance  Ingested  Age  Sex 

Triflupromazine  36  years  Male 

Hydrochloride 

This  patient  took  three  25-mg.  tablets. 
He  developed  a Parkinson-like  syndrome 
and  was  taken  to  a hospital.  The  findings 
on  admission  were  “dysphagia,  dysarthria, 
and  skeletal  muscle  spasm.”  He  was 
treated  with  4 mg.  of  Artane  immediately 
and  thereafter  2 mg.  of  the  same  drug  three 
times  a day.  After  two  days  hospitaliza- 
tion the  patient  recovered  completely. 
Other  drugs  reported  used  effectively  in  the 
treatment  of  such  ingestions  are  pheno- 
thiazine,  Benadryl,  Cogentin,  and  caffeine 
sodium  benzoate. 

In  a recent  issue  of  the  New  England. 


Journal  of  Medicine,  Perez^  in  a letter  re- 
ported 4 patients  with  extrapyramidal 
symptoms  following  the  administration  of 
prochlorperazine.  He  treated  them  with 
meperidine  hydrochloride  (Demerol)  with 
“amazingly  fast  and  complete  relief  of 
symptoms.”  The  author  claims  that  this 
treatment  has  proved  effective  only  in  acute 
extrapyramidal  symptoms,  and  it  is  not 
known  whether  the  same  results  would  be 
obtained  in  less  dramatic  or  long-standing 
cases. 

Incident  5 

Substance  Ingested  Age  Sex 

Furniture  Polish  17  months  Female 
(petroleum 
polishing  oil; 
oil  of  cedarwood; 
turpentine) 

After  polishing  the  furniture,  the  mother 
of  the  infant  carelessly  left  the  bottle  of 
polish  uncovered  on  a low  shelf  within  the 
baby’s  reach.  The  infant  obtained  the 
bottle  and  ingested  1 ounce  of  its  contents. 
She  vomited  spontaneously,  became  stupor- 
ous, and  was  taken  to  a hospital  emergency 
room  where  the  stomach  was  lavaged  within 
one  hour  following  the  ingestion.  A diag- 
nosis of  aspiration  pneumonia  was  made  in 
the  hospital.  The  patient  remained  on  the 
critical  list  for  ten  days  and  was  hospitalized 
for  over  twenty-one  days. 

This  is  just  another  report  of  a “harmless” 
household  product  the  ingestion  of  which 
can  have  serious  results.  The  outcome  of 
such  ingestions  is  unpredictable  since  many 
cases  are  unaccompanied  by  serious  seque- 
lae. This  warning  to  physicians  is  again 
repeated — all  children  who  ingest  furniture 
polish,  although  asymptomatic,  should  be 
hospitalized  or  followed  carefully  and  ob- 
served for  at  least  several  days,  and  prior 
to  discharge  an  x-ray  film  of  the  lungs  should 
be  taken. 

Table  I shows  a report  on  weekend  poison- 
ings. 
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TABLE  I. — Ingestions  Reported  During  a Recent  Weekend 


Age 

Age 

Substance  Ingested 

(Years) 

Sex 

Substance  Ingested 

(Years) 

Sex 

Amphetamine  (vasocon- 
strictor, stimulant) 
Arsenic 

Asthma  medication 

Baby  powder 

Baby  powder 

Baby  powder 

Baby  powder 

Bleach 

Bleach 

Bleach 

Bleach 

Bleach 

Bleach 

Borax 

Calamine  lotion 

Charcoal  lighter  fluid 

Charo-lite 

Clorox 

Cologne 

Cologne 

Coricidin  (antihistamine) 
Cuticle  remover 
Deodorizer 
Detergent 

Equanil  (tranquilizer) 
Ex-Lax  (laxative) 
Freezone  (corn  remover) 
Furniture  cream 
Furniture  polish 
Hair  rinse 
Insect  killer 
Insecticide 

J-0  Paste  (insecticide) 
Lacquer  thinner 


Lighter  fluid 

UA 

F 

25 

M 

Lime  and  salt  (in  eye) 

9 

F 

53 

F 

Lotion  (after  shave) 

UA 

M 

13 

F 

Lye  (in  face) 

28 

M 

3 

M 

Lysoi  (germicide) 

1 

M 

3 ‘A 

M 

Matches 

UA 

F 

IV2 

F 

Matches 

UA 

F 

Unknown 

Unknown 

Merthiolate  (antiseptic) 

Vr 

F 

2>A 

M 

Methyl  salicylate 

2 

M 

IV2 

F 

Nitrogen  mustard 

60 

M 

8 

M 

Paint 

UA 

M 

2‘A 

M 

Paint 

4 

F 

Unknown 

Unknown 

Paint  pigment 

UA 

M 

21 

F 

Pencil 

2‘A 

M 

5 

M 

Perfume 

2 

F 

20 

M 

Potassium  permanganate 

36 

F 

z 

0 

r 

AT 

Phenergan  (antihistamine) 

z 

M 

and  Librium 

1V4 

0 

M 

T? 

(tranquilizer) 

52 

M 

2 

9 

r 

M 

Phosphorous 

2 

M 

L 

91  /„ 

ivr 

M 

Quarter  coin  (swallowed) 

25 

M 

Z /2 

M 

Shoe  polish 

UA 

M 

/ 6 

2 

M 

Starch  and  Neo-Synephrine 

UA 

M 

(antihistamine) 

3V2 

M 

55 

M 

Tedral  (asthma 

3 'A 

F 

medication ) 

2>A 

M 

4 

F 

Tetrazet  (antibiotic  throat 

2 

M 

medication) 

372 

M 

Ve 

M 

Theobromine  and 

5 

F 

phenobarbital 

1 

F 

3 

M 

Toilet  water 

2 

F 

UA 

M 

Toilet  water 

2 

F 

18 

F 

Vicks  Vapo-Rub  (cold 

3 

F 

medication) 

3 

M 
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Physicians  in  Hospital  Employment 

Of  all  practicing  physicians,  15  per  cent  are  en-  to  Patterns  of  Disease,  a Parke,  Davis  & Company 
gaged  in  full-time  hospital  employment,  according  ]niblication. 
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Toxicity  Due  to  Excess  Ingestion  of  an  Antispasmodic  Agent 


SEYMOUR  GREENWALD,  M.D.,  AND  DANIEL  T.  BEER,  M.D.,  BROOKLYN,  NEW  YORK 

{From  the  Departments  of  Medicine  and  Surgery,  the  Veterans  Administration  Hospital, 
and  the  State  University  of  New  York  Downstate  Medical  Center) 


Recognizing  organic  disease  is  often  a dif- 
ficult task.  However,  when^this  situation  is 
complicated  by  additional  symptoms  owing  to 
medication,  the  complex  produced  may  become  a 
diagnostic  enigma.  The  following  case  report  is 
an  example  of  this. 

Case  Report 

A twenty-nine-year-old  white  male  laborer 
was  first  admitted  to  the  Veterans  Administra- 
tion Hospital  in  Brooklyn  in  December,  1956, 
because  of  epigastric  pain  which  was  present 
intermittently  for  four  years,  and  which  was 
exacerbated  by  alcholic  intake  and  relieved  by  a 
bland  diet.  The  remainder  of  the  history  was 
noncontributory.  A physical  examination  was 
within  normal  limits  except  for  a marked  epi- 
gastric tenderness  on  palpation.  The  blood 
count,  the  gastrointestinal  series,  and  other 
laboratory  tests,  including  porphyrins,  were 
normal.  A gastroscopy  on  this  admission  re- 
vealed an  acute  gastritis.  The  patient  was  dis- 
charged, instructed  to  follow  a bland  diet,  and 
told  to  take  1 dram  of  the  antispasmodic  agent 
(Donnatal)  as  needed.  He  was  admitted  to 
another  local  hospital  in  February,  1958,  because 
of  persistent  epigastric  pains.  At  this  hospital  a 
partial  gastrectomy,  a gastrojejunostomy,  and  a 
vagotomy  were  performed.  Because  of  obstruc- 
tive symptoms  postoperatively,  the  patient  was 
re-explored  in  May,  1958,  and  adhesions  about 
the  small  bowel  were  lysed.  After  this  operation 
the  patient  continued  to  experience  abdominal 
cramps,  with  bloating  and  eructations.  These 
symptoms  were  relieved,  however,  by  increasing 
the  intake  of  the  antispasmodic  agent. 

The  patient  was  readmitted  to  the  Veterans 
Administration  Hospital  in  October,  1958,  for 


severe  abdominal  pain  with  nausea  and  vomiting. 
.\t  this  time  agitation,  apprehension,  and  diffuse 
tremors  of  the  fingers  were  noted.  Two  days 
after  admission  the  patient  was  found  in  bed, 
confused  and  disoriented;  bleeding  of  his  tongue 
was  observed.  It  was  assumed  that  the  patient 
had  had  a convulsive  seizure.  A gross  neurologic 
examination  indicated  negative  findings.  He  was 
discharged  without  a definite  diagnosis,  but  re- 
turned to  the  hospital  in  July,  1959,  because  of 
persisting  abdominal  complaints.  Twenty-four 
hours  after  admission  the  patient  experienced  a 
generalized  grand  mal  seizure  with  postictal  am- 
nesia lasting  only  thirty  minutes.  A neurologic 
examination  was  again  within  normal  limits. 
An  electroencephalogram  showed  diffuse  cortical 
abnormality  without  any  localizing  signs.  The 
etiology  of  this  seizure  remained  problematic. 
There  were  no  further  seizures  during  the  subse- 
quent three  weeks  of  hospitalization.  The 
patient  was  given  barbiturates  during  this  time. 

Because  of  the  persistence  of  abdominal  com- 
plaints, he  was  readmitted  to  the  hospital  in 
August,  1960.  He  experienced  several  seizures 
at  home  on  the  day  of  admission.  A physical 
examination  revealed  an  agitated  white  male, 
tremulous  and  febrile,  with  a temperature  of 
101  F.,  a blood  pressure  of  112/80,  and  a pulse 
rate  of  104.  The  face  was  flushed,  and  the  con- 
junctivas were  suffused.  Pertinent  findings 
included  moderate  epigastric  tenderness  and 
a marked  borborygmus.  A neurologic  examina- 
tion showed  hyperreflexia  in  all  extremities 
without  any  pathologic  reflexes.  The  patient 
was  inattentive,  and  his  speech  was  garbled  and 
repetitive.  Shortly  thereafter  the  patient  ex- 
perienced a grand  mal  seizure  with  tonic  and 
clonic  contractions ; a transient  extensor  plantar 
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reflex  was  present.  The  j^ostietal  state  lasted 
one  liour,  with  subsequent  eomplete  amnesia. 
A};ain  the  lahoratorv  vahu's,  including  blood 
count,  amj'lase,  fasting  blood  sugar,  serum  cal- 
cium, and  urinary  porphyrins,  were  within 
normal  limits.  A lumbar  puncture  showed 
normal  blood  pressure,  protein,  sugar,  and  blood 
cell  count. 

At  this  time  a careful  reinvestigation  of  this 
])atient’s  history  was  undertaken.  He  ad- 
mitted consuming  the  antispasmodic  agent  in 
enormous  amounts  for  many  years;  an  average 
of  8 to  12  ounces  had  been  ingested  daily.  The 
cessation  of  medication  caused  nausea,  vomiting, 
abdominal  pains,  insomnia,  anxiety,  and  tremor 
to  appear  within  twenty-four  hours.  This  was 
relieved  by  resuming  his  usual  intake  of  the 
antispasmodic  agent. 

Comment 

The  antispasmodic  agent  contains  0.1037 
hyoscyamine  sulfate,  0.0194  mg.  atropine  sulfate, 
0.0065  hyoscine  hydrobromide,  and  16.2  mg. 
phenobarbital  per  teaspoon  (5  cc.).  This  elixir 
has  23  per  cent  alcohol  per  volume.  The  alka- 
loidal  content  is  the  equivalent  of  7 minims  of 
fresh  belladonna  tincture.  The  8 to  12  ounces 
of  the  antispasmodic  agent  that  the  patient 
consumed  contained  350  to  400  minims  of  bella- 
donna and  800  to  1,000  mg.  of  phenobarbital 
daily. 

The  action  of  the  belladonna  alkaloids  on  the 
central  nervous  system  is  unknown.  The  alka- 
loids act  as  highly  selective  blocking  agents  on 
effector  organs  innervated  by  postganglionic 
cholinergic  nerves,  such  as  the  salivary  glands, 
the  intestinal  tract,  and  others.  Poisoning  with 
belladonna  alkaloids  is  manifested  by  dry  mouth, 
dysphagia,  marked  thirst,  blurred  vision,  dry 
hot  skin,  and  flushing.  A weak,  fast  pulse  and 
nausea  and  vomiting  can  occur.  In  severe  cases 
mental  symptoms  may  predominate  and  suggest 
a true  psychosis,  and  visual  hallucinations  may 
occur.  The  dose  of  alkaloids  taken  by  our 
patient  was  not  sufficient  to  account  for  his  total 
clinical  picture.  Habituation  and  addiction  to 
these  alkaloids  do  not  occur. 

The  actions  of  chronic  barbiturate  ingestion 
are  well  known.  Isbell'  and  Isbell,  Altschul,  and 
Karnetsky^  in  1950,  using  former  morphine 
addicts  and  substituting  various  short-acting 
barbiturates,  found  that  80  per  cent  of  their 
patients  had  convulsions,  and  that  80  per  cent 


became  psychotic  on  the  withdrawal  of  bar- 
biturates. Other  workers  have  also  reported 
on  such  reactions. 

Most  persons  addicted  to  barbiturates  have 
some  basic  personality  disorder.  Alcoholic  pa- 
tients frequently  employ  barbiturates  to  relieve 
tremor  and  nervousness;  they  may  even  give  uj) 
alcohol  in  favor  of  barbiturates.  Our  patient 
did  just  this.  Chronic  barbiturate  intoxication 
leads  to  emotional  lability,  and  occasionally,  to 
paranoid  or  suicidal  ideation.  An  acute  toxic 
psychosis  can  occur  when  large  amounts  ar(' 
ingested,  manifested  chiefly  by  confusion,  dis- 
orientation, and  vivid  hallucinations.  Marked 
central  nervous  system  signs  such  as  slurred  ' 
speech,  diplopia,  vertigo,  ataxia,  tremor,  and 
diminished  superficial  reflexes  can  occur,  Oc-  • 
casionally,  transient  ankle  clonus  or  a positive 
Babinski  sign  may  be  seen.  Other  findings  may 
include  dermatitis,  anore.xia,  and  albuminuria; 
rarely,  hem^toporphyrins  may  be  found  in  the 
urine. 

The  withdrawal  of  barbiturates  from  an  addict 
causes  a well-defined  abstinence  syndrome,  which, 
however,  may  vary  from  patient  to  jiatient. 
Within  twenty-four  hours  restlessness,  anxiety,  , 
tremor,  insomnia,  nausea,  vomiting,  and  ab- 
dominal cramps  occur.  The  patient  may  mani-  ' 
fest  “fainting  spells”  owing  to  episodes  of  ortho- 
static hypotension.  Within  sixteen  to  thirty 
hours  the  tremors  become  coarse,  the  deep  tendon 
reflexes  become  hyperactive,  and  grand  mal 
seizures  may  occur,  varying  in  number  from  a 
solitary  seizure  to  status  epilepticus.  Typical 
tonic-clonic  seizures  are  usually  found  during 
the  second  d4y  of  abstinence  but  may  be  de- 
layed from  three  to  five  days.  Characteristically, 
the  postictal  state  is  brief.  Subsequently, 
hallucinations,  usually  visual,  are  frequent  and 
may  even  persist  for  months.  During  with- 
drawal the  electroencephalogram  shows  high 
voltage  with  slow  frequencies  and  signifies  the 
impending  convulsive  state.  Subsequently,  beta  ; 
waves  disappear  and  the  record  returns  to  normal.  , 
The  prognosis  in  chronic  barbiturate  addiction  j 
is  not  optimistic,  for  even  with  proper  with-  j 
drawal  therapy  and  psychiatric  treatment,  many  ' 
patients  return  to  their  barbiturate  addiction. 

Summary 

A case  history  has  been  described  involving  a 
gastrointestinal  disorder  and  convulsive  seizures, 
precipitated  by  an  abstinence  from  the  anti- 
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spasmodic  agent  (Donna tal)  intermittently  over 
a three-year  period.  The  syndrome  presented 
has  been  ascribed  jirimarily  to  the  pharmacologic 
(‘ffects  of  chronic  barbiturate  intoxication  as  a 
result  of  the  ingestion  of  the  antispasmodic  agent. 
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Uheamaloid  Destruction  of  the  Pisiform  Bone 

Pisiforrnedomy 

MICHAEL  BURMAN,  M.D.,  NEW  YORK  CITY,  AND  JOSEPH  CONRAD,  M.D.,  KINGSTON,  NEW  YORK 

{From  the  Hospital  for  Joint  Diseases) 


The  destruction  of  the  pisiform  bone  is  an 
unusual  event  in  rheumatoid  arthritis  of  the 
carpus.  The  following  is  a case  in  which  this  bone 
was  excised.  (An  excision  of  this  carpal  bone  is 
seldom  done  for  any  reason.) 

Case  Report 

A sixty-year-old  Negro  waiter  showed  an  in- 
trinsic muscle  atrophy  of  his  arthritic  right  hand, 
esijecially  of  the  first  dorsal  interosseous  muscle, 
great  enough  to  indicate  that  it  followed  the  com- 
pression of  the  motor  branch  of  the  ulnar  nerve 
between  the  pisiform  bone  and  the  hook  of  the 
hamate.  (In  rheumatoid  arthritis  of  the  hand 
there  is  often  some  small  muscle  atrophy.)  The 
soft  tissues  about  the  volar  part  of  the  ulnar  head 
were  thickened.  The  right  wrist  was  warm  and 
its  motions  were  sfightly  restricted.  The  prona- 
tion of  the  forearm  was  90  degrees,  and  the  supina- 
tion was  the  same. 

Anteroposterior,  lateral,  and  oblique  roentgeno- 
grams of  the  wrist  disclosed  rheumatoid  arthritis 
of  the  carpus,  with  spotty  decalcification  and  cystic 


Fig.  1.  Radial  shift  carpal  tunnel  view  of  right 
wrist,  taken  on  July  23,  1958,  disclosing  large  area 
of  destruction  in  right  pisiform  bone  dorsally 
{reproduction,  of  roentgenogram  made  hg  Mr.  Julms 
ire(>cr) . 

changes  in  the  cuneiform  bone  and  in  the  greater 
multiangular  bone  and  the  base  of  the  first  meta- 
carpal bone.  The  pisiform  bone,  which  is  well 


September  15,  1901 


3159 


BVRMAN  AXD  CONRAD 


seen  in  the  ulnar  oblique  view,  seemed  intact. 
The  wrist  joint  itself  showed  little  change  except 
for  soft  tissue  swelling  about  it.  The  ulnar  head 
was  atrophic.  There  was  a cyst  in  the  radial  part 
of  the  ulnar  head  proximally  where  it  articulated 
with  the  conca\dty  of  th('  radius  which  received 
the  head.  The  carpal  tunnel  view  of  each  wrist 
indicated  no  change  in  either  pisiform  bone.  Only 
the  radial  shift  tunnel  view®  revealed  a large  dorsal 
defect  in  the  right  pisiform  bone  (Fig.  1). 

The  patient  has  diabetes  and  hypertensive 
cardiovascular  disease.  An  operation  was  per- 
formed under  brachial  plexais  block  on  July  31, 
1956.  The  flexor  carpi  ulnaris  tendon  was  freed 
to  its  insertion  and  retracted  ulnarly.  The  ulnar 
nerve  was  stuck  to  the  ulnar  vein  and  artery  from 
which  it  was  gently  separated.  The  nerve  was 
traced  into  the  palm,  and  its  motor  branch  was 
identified.  The  motor  branch,  bound  to  the 
pisiform  bone  and  to  the  surrounding  soft  tissues 
was  freed. 

The  pisiform  bone  was  resected.  The  granula- 
tion tissue  filled  a large  hole  in  the  bone.  This 
mass  of  granulation  tissue  did  not  press  on  the 
ulnar  nerve.  The  granulation  tissue  in  the  pisi- 
form bone  communicated  with  similar  granula- 


tion tissue  in  the  adjacent  carpus  dorsallj'^  and  in 
the  lower  radioulnar  joint.  The  pathologist 
(Golden  Selin,  M.D.),  reported  that  this  tissue 
was  like  that  found  in  rheumatoid  synovitis  and 
tenosynovitis. 

The  patient  was  readmitted  on  May  18,  1959, 
because  of  a flexion  deformity  of  the  right  knee 
after  a below-knee  amputation  on  .January  23, 
1959,  at  another  hospital. 

The  operative  scar  about  the  right  wrist  was 
well  healed,  and  the  space  which  the  pisiform  bone 
had  filled  was  neither  tender  nor  swollen.  The 
small  muscles  of  the  scaphoid  right  hand  were 
still  very  atrophic,  especially  the  first  dorsal 
interosseous  muscle.  The  wrist  showed  an  ad- 
vance of  arthritis. 

The  patient  made  a good  fist.  His  condition 
was  the  same  on  March  2,  1960. 
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Hospitals  in  Rural  Areas 


Establishing  hospitals  in  rural  areas  can  be  an 
important  factor  in  attracting  newly  graduated 
medical  students  who  otherwise  tend  to  enter 
practice  in  urban  areas.  “For  example,  42  newly 
completed  hospitals,  62  per  cent  of  which  were  in 
communities  with  no  hospitals  previously,  succeeded 


in  attracting  93  physicians  in  the  first  year  of  opera- 
tion. After  having  been  in  operation  an  average  of 
six  years  and  seven  months,  39  of  the  hospitals  had 
brought  to  their  communities  a total  of  145  physi- 
cians: 78  during  the  first  year  and  67  thereafter.” — 
Rat, terns  of  Disease,  Parke,  Davis  & Company 
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HAROLD  WEINSTEIN,  M.D.,  BROOKLYN,  NEW  YORK 
{From  the  Department  of  Medicine,  the  Coney  Island  Hospital  and  the  Coney  Island  Hospital  Research  Institute) 


WiNTROBE  and  Buell  in  1933,^  described  a 
protein  that  precipitated  when  it  was  sub- 
jected to  a cold  temperature.  In  1947  the  term 
“cryoglobulinemia”  was  introduced  by  Lerner 
and  Watson’*  to  denote  the  phenomenon  of  a 
precipitate  that  occurs  in  serum  which  has  been 
allowed  to  cool.  Cryoglobulins  have  been  de- 
tected in  multiple  myeloma, chronic  lym- 
phatic leukemia,’  carcinoma,®  subacute  bacterial 
endocarditis,®  *®  and  a wide  variety  of  other 
diseases.  When  associated  with  underlying 
disease,  cryoglobulinemia  appears  frequently  only 
with  multiple  myeloma  in  sufficient  quantities  to 
give  rise  to  symptoms.  Where  cryoglobulin  has 
been  found  without  an  underlying  disease  to 
account  for  its  presence,  the  term  “essential 
cryoglobulinemia”  has  been  applied.  This  is  true 
of  the  case  which  we  are  reporting  here. 

A review  of  a group  of  reported  cases,  *’®’**~*® 
essential  or  secondary,  reveals  a similarity  in 
symptomatology,  although  all  symptoms  may  not 
be  present  in  a given  case.  The  initial  appear- 
ance of  symptoms  is  usually  ushered  in  by  an 
exposure  to  cold,  resulting  in  the  precipitation  of 
the  cryoglobulin  in  the  smaller  blood  vessels, 
producing  local  and,  at  times,  systemic  reactions. 
The  symptoms  include  chills  and  fever,  urticaria, 
Raynaud’s  phenomenon,  arthralgia,  mottling 
of  the  extremities,  purpura,  nosebleed,  oozing 
from  the  gums,  gastrointestinal  bleeding,  retinal 
thrombosis  and  hemorrhage,  digital  gangrene, 
and  progressive  deafness. 

Case  Report 

A fifty-eight-year-old  white  male  was  seen 
late  in  November,  1957,  when  he  complained  of 
coldness  of  the  toes  and  a migrating  arthralgia  of 
the  ankles  and  knees  when  he  was  outdoors. 
These  symptoms  had  been  present  for  the  past 
few  days.  An  examination  at  this  time  revealed 
no  discoloration  of  the  toes,  the  feet  vyere  cool 
to  the  touch,  and  pulsations  were  felt  in  the 
dorsalis  pedis  and  posterior  tibial  arteries  bi- 
laterally. The  oscillometric  readings  were  a 
low  normal.  No  objective  findings  of  the  ankles 
or  feet  were  observed. 

The  patient  had  always  been  a clothing  sales- 


man, and  during  the  last  two  years  of  his  life 
he  had  been  a union  oflBcial.  The  patient  and 
four  other  siblings  were  born  during  the  mother’s 
second  marriage.  The  mother,  the  first  husband, 
and  two  offspring  did  not  have  any  history  of 
allergy.  The  second  husband  had  hay  fever. 
Of  the  five  offspring  of  the  second  marriage,  the 
patient  and  three  siblings  suffered  from  hay 
fever  and,  in  addition,  one  sibling  also  has  bron- 
chial asthma.  All  of  the  siblings  are  alive. 
The  father  died  at  the  age  of  sixty-one  from 
injuries  suffered  in  a train  accident.  The  mother 
died  at  sixty-eight  from  a cardiac  condition.  The 
patient  had  had  intermittent  preseasonal  desensi- 
tization with  grasses  and  ragweed  for  many  years. 
The  last  series  of  injections  were  given  in  1957. 

The  patient  was  not  seen  again  until  the  early 
part  of  January,  1958,  when,  in  addition  to  the 
previous  complaint  of  arthralgia  of  the  ankles 
and  knees,  there  was  pain  in  the  big  right  toe  and 
the  appearance  of  a Raynaud’s  phenomenon  on 
exposure  to  cold.  Several  days  later,  while  he 
was  walking  along  the  street,  he  experienced  a 
chill  followed  by  a rise  in  temperature  and  the 
reoccurrence  of  the  Raynaud’s  phenomenon. 
He  immediately  went  to  bed,  and  within  several 
hours  his  temperature  subsided  and  he  felt  im- 
proved. He  was  seen  some  hours  later,  and  an 
examination  revealed  scores  of  petechiae  concen- 
trated about  both  ankles.  In  the  following  weeks 
he  had  three  similar  episodes.  The  temperature 
ranged  between  102  and  104  F. 

The  patient  was  hospitalized  on  February  10, 
1958.  A physical  examination  was  completely 
normal  except  for  a brownish  pigmentation  of  the 
ankles  and  feet.  The  blood  pressure  was  124/90, 
and  the  urine  and  Bence  Jones  protein  studies 
indicated  negative  results.  The  red  blood  count 
was  4,650,000;  the  hemoglobin  was  15.5  Gm. 
per  100  ml.;  and  the  white  blood  count  w’as 

6.000,  with  77  segmented  cells,  21  lymphocytes, 
and  2 monocytes.  The  blood  platelets  were 

240.000,  and  the  uric  acid  was  3.2  mg.  Several 
repeat  blood  counts  during  the  patient’s  three- 
week  stay  in  the  hospital  were  essentially  un- 
changed. The  total  protein  w'as  6.8  Gm.;  the 
albumin,  3.5  Gm.;  and  the  globulin,  3.3  Gm. 
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Fig.  1.  Cryoglobulin  inclusion  cell.  Homo- 
geneous protein  precipitate  stains  light  blue  and  is 
lihagocytized  by  granulocytes.  Cell  superficially 
leseinbles  lupus  erythematosus  cell. 

The  thymol  turbidity  was  4.3  units;  the  clotting 
time  was  3 minutes,  10  seconds;  the  bleeding 
time  was  2 minutes,  5 seconds;  the  prothrombin 
time  was  15  seconds;  and  the  control  time  was 
14.5  seconds.  The  tourniquet  test  and  the 
Mazzini  te.st  both  showed  negative  findings. 
'I'he  sedimentation  rate,  determined  b}^  the  Wes- 
tergren  metliod,  was  3(5  mm.  in  one  hour.  A re- 
jieat  sedimentation  rate  two  weeks  later  was 
unchanged.  Cold  agglutinins  were  absent,  and 
the  electrocardiogram  and  chest  .x-ray  film  showed 
normal  findings.  A complete  bone  survey  did 
not  reveal  any  abnormal  findings.  The  serial 
urine  studies  and  studies  for  the  Bence  Jones 
protein  continued  to  show  negative  findings. 
A repeat  chemical  protein  study  two  weeks  after 
the  initial  one  demonstrated  a total  protein  of 
6.8  Gm.;  albumin,  3.1  Gm.;  and  globulin,  3.7 


Gm.  A bone-marrow  study  was  as  follows:  1 
m3’eloblasts,  2;  premj'elocytes,  1;  neutrophilic  1 
myelocytes,  5;  eosinophilic  mj-elocytes,  1;  neu-  1 
trophilic  metamyeloctyes,  4;  neutrophilic  stabs,  j 
15;  eosinophilic  stabs,  1;  neutrophilic  poly-  j 
morphonuclear  cells,  23;  eosinophilic  poly-  , 
morphonuclear  cells,  2;  mature  lymphocytes,  ■ 
18;  mature  monocytes,  1 ; plasma  cells,  4;  meg- 
aloblasts,  2;  erythroblasts,  5;  and  normoblasts, 
16.  The  megakaryocytes  were  moderatel}"  re- 
duced in  number,  and  the  number  of  cells  counted 
was  500.  The  interpretation  of  the  marrow  studj' 
was  as  follows:  slightly  increased  erythrogenesis, 
mainly  normoblastic  in  tj'pe;  moderate  increase 
in  lymphocytes  possiblj^  due  to  blood  dilution; 
and  slight  increase  in  plasma  cells.  These  find- 
ings are  not  characteristic  of  anj'  particular 
blood  dyscrasia.  A biopsy  report  of  the  skin 
and  muscle  of  the  calf  was  chronic  inflammation 
of  the  skin  and  edema  of  the  muscle.  Serum 
studies  performed  at  the  Coney  Island  Hospital 
and  the  Coney  Island  Hospital  Research  lastitute 
indicated  that  crjmglobulin  was  present.  Blood 
was  drawn  with  a warm  needle  and  sj'ringe  and 
was  allowed  to  clot  at  body  temperature.  The 
semm  was  placed  in  a refrigerator.  The  next 
day  a white  precipitate  was  observed.  This 
precipiate  redissolved  on  warming  and  repre- 
cipitated when  it  was  placed  again  in  the  re- 
frigerator. This  wliite  precipitate  was  the 
cryoglobulin.  Prepared  stains  of  blood  smears 
for  lupus  studies  revealed  cells  that  superficially 
resembled  those  of  lupus  erjdhematosus  (Fig. 
1).  These  cells  have  been  called  crj’oglobulin 


Fig.  2.  (A)  Ulceration  and  necrosis  of  helix  of  right  ear.  (B)  Ulceration  and  necrosis  of  left  ear.  (C) 

Mottling  of  lower  extremities. 
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Fig.  3.  Gangrene  of  distal  portion  of  toe. 


inclusion  cells.  One  can  see  homogeneous,  light 
blue-stained  masses  of  precipitated  protein-like 
material  phagocytized  by  granulocytes.  These 
masses  appear  to  be  precipitated  cryoglobulin. 
The  precipitated  cryoglobulin  is  contained  in  the 
polymorphonuclear  neutrophils,  crowding  the 
nucleus  to  one  side.  It  was  interesting  to  note 
tliat  in  the  early  stages  of  the  disease  these  “in- 
clusion” cells  were  scant,  but  as  the  diseased 
process  progressed,  the  cells  became  more  abun- 
dant. During  his  three-week  stay  in  the  hospital 
tlie  patient  did  not  suffer  any  discomfort.  Since 
no  primary  condition  could  be  found  to  account 
for  the  manifestation  of  cryoglobulin,  a diagnosis 
of  essential  cryoglobulinemia  was  made. 

Several  days  after  the  patient’s  hospital  dis- 
charge, while  he  was  outdoors  he  again  expe- 
rienced his  previous  symptoms  and,  in  addition, 
swelling  and  cyanosis  of  the  helix  of  the  left  ear 
which  later  became  ulcerative  and  necrotic 
(Fig.  2A).  He  continued  to  have  bouts  of  chills 
and  fever,  with  a repetition  of  all  the  previous 
symptoms.  Petechiae  appeared  on  the  palate. 
The  helix  of  the  right  ear  became  involved,  with 
an  eventual  necrotic  ulceration  (Fig.  2B).  Mot- 
tling of  the  lower  extremities  became  quite  evi- 
dent (Fig.  2C).  The  patient  developed  a large 
area  of  ecchymosis  behind  the  right  heel  which 
became  ulcerated  and  quite  painful.  Painful 
ulcers  appeared  on  the  right  elbow  and  scrotum. 
The  tip  of  the  second  left  toe  became  gangrenous 
(Fig.  3).  Semiquantitative  determinations  of 
the  cryoglobulin  showed  continual  and  gradual 
increases.  As  the  concentration  of  cryoglobulin 
increased,  so  did  the  frequency  and  severity  of 
the  symptoms  and,  eventually,  even  under  the 


Fig.  4.  Electrophoretograms.  {A)  Whole  serum. 
{B)  Serum  minus  cryoglobulin.  (C)  Purified  cryo- 
globulin; dark  narrow  band  is  starting  point  where 
serum  was  placed  and  indicates  precipitated  cryo- 
globulin that  has  not  migrated. 


bedclotlu^s,  his  suffering  continued.  At  the  end 
he  became  dyspneic;  rhonchi  were  heard  through- 
out the  chest;  purpura  appeared  over  the  entiie 
trunk,  extremities,  and  the  mouth;  and  only 
the  face  was  spared.  He  suffered  several  con- 
vulsive seizures,  probably  owing  to  cerebral 
purpura,  and  he  expired  approximately  fifteen 
months  after  the  apparent  beginning  of  his  symp- 
toms. An  electrophoretogram  of  the  patient’s 
whole  serum  (Fig.  4A)  demonstrates  the  pn'smice 
of  cryoglobulin  beginning  at  the  starting  point 
(probably  due  to  precipitated  cryoprotein)  and 
diffusing  toward  the  gamma  range.  Electro- 
phoresis of  the  serum  minus  the  cryoglobulin 
(Fig.  4B)  reveals  not  only  an  absence  of  the 
cryoglobulin  but  also  a decrease  of  the  gamma 
globulin,  suggesting  that  the  cryoglobulin  is 
closely  related  chemically  to  the  gamma  fraction. 
The  electrophoretic  study  of  the  purified  cryo- 
globulin (Fig.  4C)  demonstrates  also  the  presence 
of  gamma  globulin,  suggesting  once  again  the 
close  chemical  relationship  of  these  two  protein 
moieties. 

Treatment  was  only  of  temporary  and  of 
brief  bmiefit.  Vasodilators  offered  little  aid. 
In  the  early  ])hases  of  the  disease  antihistamines 
seemed  to  provide  some  short  comfort.  Predni- 
sone definitely  was  helpful,  with  no  decrease  in 
the  cryoglobulin  concentration.  The  highest  dose 
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used  was  a total  daily  amount  of  30  mg.  The  draws  to  a warm  room.  Apparently  in  those 
patient  developed  a hypercortical  facial  ap-  cases  where  fever  is  present  the  elevated  tem- 


pearance  after  several  months  of  therapy  on 
20  mg.  of  prednisone  daily.  In  September, 
1958,  he  spent  two  weeks  in  Florida  and  even 
though  he  was  still  taking  the  steroid,  he  con- 
tinued to  experience  minor  episodes  of  pain  of 
both  the  hands  and  feet.  Autotransfusions 
were  tried.  The  sera  of  two  brothers  with 
hay  fever  were  examined  for  cryoglobulin,  but 
none  was  detected. 

Comrnen  t 

Where  cryoglobulinemia  is  a manifestation 
of  a primary  disease,  treatment  of  the  underlying 
illness  may  result  in  a diminution  or  a disappear- 
ance of  the  cryoprotein.  Volpe  et  al.^^  cite 
Israels  and  Kilgore  who  used  in  polycythemia 
rubra  vera  associated  with  cryoglobulinemia 
and  obtained  a disappearance  of  the  abnormal 
protein.  The  administration  of  6-mercaptopu- 
rine  by  Osserman  and  Hines*  in  a case  of  multiple 
myeloma  accompanied  by  cryoproteinemia  re- 
sulted in  a temporary  disappearance  of  the 
cold-precipitable  fraction.  The  urticaria-pro- 
ducing cryoglobulin  in  Bohrod’s*  case  was  no 
longer  detected  following  a mastectomy  for  a 
carcinoma. 

In  essential  cryoglobulinemia  Wirtschafter, 
Williams,  and  Gaulden”  report  a patient  who 
was  given  six  days  of  cortisone  therapy  with 
the  disappearance  of  the  cryoglobulin  and  symp- 
toms. Domz  and  Feigin^*  cite  a patient  who  was 
treated  with  bishydroxycoumarin  who  became 
asymptomatic  and  in  whom  a decrease  of  the 
cryoglobulin  concentration  was  obtained.  Volp4 
et  al.^^  gave  their  patient  ACTH  and  obtained 
temporary  benefit  without  any  essential  altera- 
tion in  the  concentration  of  the  cold  precipitate. 
Gardner^^  of  Boston  observed  a dramatic  re- 
sponse in  a case  in  which  both  the  cryoglobulin- 
emia and  a hemolytic  anemia  disappeared 
following  the  administration  of  ACTH. 

The  small  amounts  of  cryoglobulin  found  in 
many  disparate  diseases  do  not  give  rise  to  any 
symptoms.  But  symptoms  do  appear  when 
the  abnormal  protein  attains  a particular  con- 
centration for  the  individual,  first,  only  on  ex- 
posure to  cold  and  later,  at  room  temperature, 
as  the  amount  of  cryoprotein  increases.  At 
least  in  the  early  stages  of  the  disease,  the  pre- 
cipitation is  a reversible  process,  as  is  witnessed 
by  the  relief  obtained  when  the  patient  with- 


perature  aids  in  redissolving  the  precipitate. 

In  vitro,  heating  the  abnormal  precipitate 
causes  it  to  redissolve  and  again  to  reprecipitate 
on  cooling.  This  phenomenon,  when  repeated, 
eventually  results  in  a failure  of  the  precipitate 
to  appear  on  cooling. It  is  quite  possible  that 
this  same  phenomenon  occurs  in  vivo;  this  may 
account  for  the  infrequency  of  symptoms  in  some 
cases,  even  though,  presumably,  the  abnormal 
protein  is  still  present.  In  the  case  reported 
by  Volpe  manifestations  in  the  beginning  ap- 
peared every  two  months,  even  though  the 
patient  was  subsequently  subjected  to  cold. 
Hence,  it  is  possible  that  the  precipitated  protein, 
once  redissolved,  lost  its  precipitable  property. 
Failure  to  find  an  increase  in  cryoglobulin  con- 
centration would  infer  that  the  rate  of  elimination 
was  equal  to  its  rate  of  formation.  Symptoms 
would  then  be  expected  to  appear  when  the  newly 
formed  abnormal  protein  reached  the  necessary 
concentration  for  that  individual.  However, 
where  symptoms  become  frequent  and  where  the 
disease  becomes  rapidly  progressive,  this  regula- 
tory mechanism  presumably  would  fail  to  obtain. 
The  production  of  cryoglobulin  would  be  greater 
than  its  disposal. 

It  is  now  generally  conceded  that  the  gamma 
globulin  fraction  of  the  serum  proteins  contain 
most  circulating  antibodies.  It  has  been  demon- 
strated that  most  cases  of  cryoglobulinemia  are 
accompained  bj^  an  increase  in  plasma  cells. 
The  mere  fact  that  Volp4’s  case  and  the  few 
he  refers  to  did  not  exhibit  a plasmacytosis  does 
not  preclude  its  presence.  The  possibility 
exists  that  some  unexamined  areas  may  reveal 
an  increase  in  the  plasma  cells.  There  is  evidence 
to  suggest  that  cryoglobulins  and  gamma  glob- 
ulins have  a common  source  of  derivation,  the 
plasma  cell.  Bing  and  Plum^*  mentioned  a 
plasmac5d;osis  in  various  affections  in  which 
hyperglobulinemia  was  present.  Bjdrneboe, 
Gormsen,  and  Lundquist^®  have  shown  that  the 
intensive  immunization  of  animals  resulted  in 
massive  plasma-cell  infiltration  and  considerable 
amounts  of  antibodies.  Good**  compared  studies 
of  bone  marrow  and  lymph  nodes  of  both  normal 
subjects  and  agammaglobulinemic  patients.  The 
latter  revealed  a deficiency  of  plasma  cells. 
Following  antigenic  stimulation,  the  normal 
subjects  responded  with  a plasmacytosis  and 
antibody  production.  In  contrast,  there  was 
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a concomitant  failure  of  antibody  and  plasma-cell 
production  in  the  agammaglobulinemic  patients. 

Barr,  Reader,  and  Wheeler®  in  a case  of  mye- 
loma manifesting  cryoglobulinemia  studied  bone 
marrow  prepared  from  necropsy  material.  They 
found  myeloma  cells  containing  multiple  vacuoles 
in  their  cytoplasm  and  masses  of  eosinophilic 
colloid-like  material  lying  free  among  the  cells. 
This  led  them  to  infer  that  the  myeloma  cells 
were  the  site  of  production  of  the  cryoglobulin. 
Other  authors  have  reported  similarities  in 
physical  and  chemical  characteristics  of  both 
the  cryoglobulin  and  gamma  globulin.  Lerner 
and  Watson®  stated  that  the  cryoglobulin  in 
their  case  resembled  gamma  globulin  in  respect 
to  ultraviolet  absorption  and  nitrogen  content. 
Hill,  Dunlop,  and  Mulligan^  assayed  the  cryo- 
globulin in  their  case  of  multiple  myeloma  for 
amino  acids.  They  compared  their  results  with 
assays  of  normal  protein  fractions  and  found  the 
amino  acid  pattern  of  the  cryoglobulin  suggestive 
of  a relationship  to  the  beta  or  gamma  globulin. 
The  isolated  cryoglobulin  in  the  case  of  Osserman 
and  Hines®  was  identified  by  electrophoresis  as 
a gamma  globulin.  Firkin^®  made  gel-diffusion 
studies  with  the  cryoglobulin  in  his  case  and 
concluded  that  his  patient’s  abnormal  protein 
appeared  to  be  immunologically  identical  to 
gamma  globulin.  Another  groups®  found  their 
abnormal  protein  on  both  filter  paper  and  free 
electrophoresis  migrated  in  the  gamma  globulin 
fraction,  and  an  ultracentrifugation  revealed 
a sedimentation  constant  identical  with  that  of 
normal  gamma  globulin.  Filter  paper  electro- 
phoresis in  the  author’s  case  appeared  to  show 
a chemical  relationship  between  the  cryoprotein 
and  the  gamma  globulin. 

Most  circulating  antibodies  are  contained 
within  the  gamma-globulin  fraction  of  the  serum 
])i  ()tpins.  1 feel  that  the  cryoglobulin  is  an  abnor- 
mal protein  containing  an  incomplete  or  immature 
antibody.  In  essential  cryoglobulinemia  the  pos- 
sibility exists  that  a prolonged  and  sustained  activ- 
ity of  an  unknown  antigen  causes  a degree  of  ex- 
haustion of  the  plasma  cell,  resulting  in  the  even- 
tual release  of  the  cryoprotein.  The  severity 
of  the  symptoms  in  the  latter  stages  of  the  disease 
in  the  case*  reported  prevented  instituting  anti- 
genic stimulation  to  ascertain  the  patient’s 
response. 

In  the  secondary  type  of  cryoglobulinemia 
primary  diseases  usually  are  of  a chronic  nature. 
These  chronic  states  induce  sustained  stimulation 


on  the  plasma  cell,  with  a subsequent  production 
of  the  cryoprotein. 

In  multiple  myeloma,  where  we  are  dealing 
primarily  with  an  immature  and  malignant 
plasmocyte,  an  abnormal  protein  may  be  pro- 
duced. In  fact,  antibody  containing  gamma 
globulin  failed  to  appear  following  antigen 
stimulation.®^  I have  also  failed  to  obtain 
antibodies  in  a case  of  multiple  myeloma  sub- 
jected to  antigen  stimulation  with  typhoid 
vaccine  (unpublished).  Animal  studies  are  now 
under  way  to  attempt  to  produce  the  abnormal 
protein  by  means  of  prolonged  and  sustained 
antigenic  stimulation. 

Summary 

Cryoglobulin,  an  abnormal  blood  protein  that 
precipitates  when  serum  is  cooled,  has  been 
described  in  reference  to  its  appearance  in  various 
diseased  states,  as  a primary  (essential)  condition, 
and  with  the  symptomatology  that  may  occur. 
A report  of  a case  of  essential  cryoglobulinemia 
with  a fatal  termination  has  been  cited,  and 
treatment  has  been  described.  Evidence  to 
show  the  resemblance  of  cryoglobulin  to  gamma 
globulin  has  been  presented.  A suggestion  is 
offered  to  label  the  cryoglobulin  an  abnormal 
protein  containing  an  immature  antibody  pro- 
duced by  plasma  cells  that  have  reached  an 
exhaustive  state  owing  to  prolonged  and  sus- 
tained antigen  stimulation. 
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Hedudion  in  Tuberculosis  Mo/ialily 


'rtimiigli  mor('  iiilciisivo  use  of  modern  control 
iiK'asures,  |)ar(icul;irly  drug  llu'r;ii)y,  (uberculo.sis 
c;in  1)('  virtually  wi])cd  out  in  tlu*  United  States, 
aeeording  to  statisticians  of  the  Metroiiolitan  Life 
Insurance  Com|):iny.  The  death  rate  from  the 
disease  in  1960  dropped  to  an  all-time  low  of  6 per 
100, ()()()  population,  only  slightly  more  than  one 
fourth  of  what  it  was  only  ten  years  ago. 

In  the  period  from  1946  to  1958  the  tuberculosis 
deat  h rate  among  males  at  all  ages  combined  dropped 
75  f)cr  cent,  while  females  have  enjoyed  an  even 
more  favorable  record.  Progress  has  been  partic- 
ularlj^  rapid  in  childhood  and  early  adult  life, 
where  decreases  in  the  death  rate  from  the  disease 
have  ranged  up  to  97  per  cent  at  ages  fifteen  to 


twenty-four. 

In  later  adult,  life  the  improvement  in  tuberculosis 
mortality  has  not  been  as  large,  particularly  among 
older  men.  For  example,  among  white  men 
sixty-five  to  seventy-four  years  of  age  the  mortality 
reduction  was  a little  over  50  per  cent.  As  a result, 
the  proportion  of  all  deaths  from  the  disease  occur- 
ring at  ages  sixty-five  and  over  has  more  than 
doubled  in  the  period  mentioned. 

Geographically,  every  state  in  the  country  has 
shown  large  decreases  in  tuberculo.sis  mortality 
during  the  period  studied,  ranging  from  66  per  cent 
in  Arkansas  to  a high  of  85  per  cent  in  Washington. 
In  .34  states,  the  reduction  amounted  to  75  per  cent 
or  more. 
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Reduction  of  Perinatal  Mortality  by  Better  Prenatal  Care 

FERDINAND  J.  SCHOENECK,  M.D.,  SYHiACUSE,  NEW  YORK 


Most  physicians  agree  that  if  a patient 
starts  prenatal  care  very  early  in 
pregnancy,  many  maternal  complications  can 
he  avoided.  Many  physicians  feel  that 
prenatal  care  can  be  considered  as  adequate 
only  if  such  care  starts  within  ten  days  or 
two  weeks  after  the  first  skipped  menstrual 
period. 

Importance  of  Faulty  Physiology 

Many  reports  are  appearing  in  the  litera- 
ture which  suggest  that  faulty  physiology 
in  the  early  weeks  of  gestation  may  be  a 
factor  in  fetal  wastage  and  perinatal  mor- 
bidity and  mortality  problems.  The  rela- 
tionship between  German  measles  and 
congenital  malformation  is  established,  al- 
though the  reported  incidence  of  malforma- 
tion varies.  In  different  reports  concerning 
German  measles  the  rates  of  malformation  of 
the  fetus  which  oc(*ur  early  in  pn'gnancy  vai  y 
between  12  and  80  per  c('iit,  but  th(>  fact 
remains  that  this  virus  infection  do('s  Ix'ar 
some  relationshi])  to  the  occurrence  of  con- 
genital defects  and  fetal  loss. 

The  most  commonly  encountered  poten- 


tial explanation  of  faulty  first  trimester 
physiology  seems  to  involve  relative  anoxe- 
mia which  interferes  with  healthy  fetal  de- 
velopment. Gross  and  Kaltenbach'  report 
that  the  most  important  factor  in  the  devel- 
opment of  intrauterine  cerebral  hemorrhage 
appears  to  be  anoxia,  caused  mainly  by  intra- 
uterine bleeding  during  the  first  trimester. 
They  state  further  that  although  the  viral 
diseases  play  a decisive  role  in  the  various 
congenital  malformations,  numerically  they 
are  less  important  than  anoxemia.  Other 
factors  that  may  be  contributory  to  anoxia 
include  hormonal  imbalance,  faulty  mater- 
nal nutrition,  various  maternal  infections, 
and  severe  anemia. 

We  really  cannot  evaluate  properly  the 
importance  of  faulty  physiology  in  the  early 
weeks  of  pregnancy  unless  more  pregnant 
women  come  under  medical  observation 
•shoi'tly  aftei'  th(>y  coiux'ivx'.  Also,  a correc- 
tion of  ()l)vious  pathologic  conditions,  such 
as  se\-ere  aiKunia,  may  prevent  h'tal  wastage, 
abnormalities,  and  mortalities. 

Attaching  the  perinatal  problem  through 
the  mechanism  of  preventing  prematurity 
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TABLE  I. — Correlation  of  Cigaret-Smoking 
Mothers  with  Premature  Births 


Smoking  History  of  Mother 

Number 

of 

Births 

Per 
Cent 
of  Pre- 
maturity 

Nonsmoker 

1,563 

11.1 

Occasional  smoker  (not  every 

day) 

170 

11.8 

Less  than  one-half  pack  per  day 

549 

16.8 

One-half  to  one  pack  per  day 

422 

19.9 

More  than  one  pack  per  day 

48 

22.9 

offers  interesting  possibilities.  Simpson^ 
reported,  in  a study  of  7,499  patients,  that 
the  incidence  of  premature  births  was 
nearly  twice  as  great  for  smoking  mothers 
as  it  was  for  nonsmoking  mothers.  Recently 
Frazier  et  al.^  reported  their  findings  in 
cigaret-smoking  mothers  (Table  I).  Thus, 
it  seems  possible  that  cigaret  smoking  may 
have  some  connection  with  certain  cases  of 
prematurity.  Women  are  entitled  to  this 
knowledge,  and  they  would  probably  be 
most  impressed  if  such  information  were 
given  early  in  their  current  pregnancy. 

Emig,  Napier,  and  Brazie^  reported  on  the 
relationship  of  vaginal  and  cervical  infec- 
tion to  premature  birth  (Table  II).  This 
study  also  showed  a total  perinatal  mortality 
rate  of  10.6  per  cent  for  the  study  group 
compared  with  a 2.1  per  cent  mortality 
rate  in  the  control  group.  Part  of  the  con- 
clusion of  their  report  states:  “Vaginal 

and/or  cervical  infection  liased  on  clinical 
diagnosis  was  present  in  .oO  per  cent  of  the 
patients  who  showed  inflammation  of  the 
membranes  and  the  umbilical  cord;  these 
conditions  were  reported  in  only  20  per  cent 
of  the  control  grouj).  This  points  to  the 
possibility  that  better  treatment  of  vaginitis 
and  cervicitis  during  prenatal  care  may  de- 
crease perinatal  loss.”  It  would  seem  that 
treatment  of  generative  tract  infections 
would  be  more  effective  in  reducing  pre- 
maturity and  perinatal  mortality  if  such 
treatment  were  started  very  early  in  preg- 
nancy. 

Buetow®  states:  “Thus  it  appears  that  the 
current  increase  in  the  number  of  patients 
who  failed  to  obtain  prenatal  care  may  be 


TABLE  II. — Prematurity  Incidence  of  Infants  ■ 
IN  THE  Study  Group  and  Control  Group  by  ■ 
Weight  V 

2,000  to  I 

Total  2,500  P 

Premature  Gm.  Less  than  1 

Births  (Per  2,000  Gm.  I 

Group  (Per  Cent)  Cent)  (Per  Cent) 

Study  group 

(94  cases)  17.0  3.2  13.8 

Control  group 

(94  cases)  5.3  3.2  2.1 


directly  related  to  the  rise  in  neonatal 
mortality.” 

Summary 

There  is  nothing  new  in  advocating  that 
adequate  prenatal  care  is  beneficial  to  the 
successful  outcome  of  pregnancy  for  the 
mother  and  baby.  There  is  no  question 
that  much  of  the  perinatal  morbidity  and 
mortality  problem  centers  around  major  pre- 
labor complications,  unusual  situations  dur- 
ing labor  and  delivery,  and  immediate 
postpartum  complications  that  involve  the 
newborn  infant. 

The  perinatal  morbidity  and  mortality 
problem  is  complex.  It  seems  apparent, 
however,  that  some  of  the  fetal,  as  well  as 
maternal,  complications  can  be  avoided  if 
patients  can  be  convinced  that  they  should 
seek  medical  care  within  ten  days  to  two 
weeks  after  missing  the  first  menstrual 
period.  This  is  an  idealistic  approach,  but 
the  potential  of  reducing  maternal  and  fetal 
complications  by  seeing  patients  very  early 
in  pregnam^y  seems  sufficiently  worth  while 
to  change  the  current  concept  of  adeipiate 
prenatal  care. 

At  present  it  seems  that  we  cannot  con- 
sider prenatal  care  as  completely  adequate 
unless  such  care  begins  soon  after  concep- 
tion. Many  women  would  probably  accept 
this  version  of  adequate  prenatal  care  if  | 
they  were  convinced  that  it  could  mean  the 
difference  between  their  having  a living 
healthy  infant  and  having  a pregnancy 
terminate  with  fetal  loss  or  the  birth  of  an 
unhealthy  or  deformed  baby. 
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Fungus  Which  Causes  Histoplasmosis  Found  in  Washington,  D.C. 


The  fungus  which  causes  histoplasmosis,  a fre- 
quently serious  lung  disease,  has  been  found  for  the 
first  time  in  Washington,  D.C.  The  fungus, 
Histoplasma  capsulatum,  was  found  in  soil  contami- 
nated by  starlings  taken  from  beneath  sycamore 
trees  in  two  of  Washington’s  ])arks.  Hitherto, 
many  investigators  have  believed  that  the  fungus 
grew  only  in  the  soil  of  rural  areas  and  small  towns. 

The  findings,  by  Chester  W.  Emmons,  M.D., 
are  described  in  the  June,  19(51,  issue  of  Public 
Health  Reports,  a i)ublication  of  (he  Public  Health 
Service. 

Past  reports  by  Dr.  Emmons  and  other  scientists 
have  indicated  that  droppings  from  some  species 
of  wild  birds  as  well  as  from  domestic  fowl  create 
a soil  condition  highly  suitable  for  the  growth  of  the 
fungus.  Man  is  infected  by  inhaling  contaminated 
soil  or  dust.  The  severity  of  the  di.sease  varies 
from  a symptomless  and  apparently  harmless  con- 
dition to  an  incapacitating  lung  le.sion.  Or  it  may 
take  a fatal  form  characterized  by  chronic  lesions  of 
various  internal  organs.  There  is  no  drug  treat- 
ment for  the  disease. 

Dr.  Emmons  was  searching  primarily  for  the 
agent  of  another  serious  fungal  disease,  crypto- 


coccosis, which  has  been  isolated  many  times  from 
Washington  areas  contaminated  by  pigeon  drop- 
pings. 

Referring  to  the  site  of  his  latest  findings,  Dr. 
Emmons  points  out  in  his  report  that  “the  park 
had  been  periodically  .and  recently  cleaned  and 
there  was  no  obvious  contamination  with  bird 
excreta,  although  it  is  known  (hat  tlie  soil  under  the 
sycamore  trees  where  the  collections  were  made  is 
regularlj’  contaminated  witli  such  material.  It  is 
obvious  that  roosting  starlings  can  create  a soil 
environment  suitable  for  the  growth  of  H.  eapsula- 
tum  even  though  bird  excreta  do  not  accumuhite 
and  remain  on  the  surface  of  the  soil.” 

The  report  emphasized  that  other  scientists  also 
have  suggested  “an  urban  type  of  human  exposure” 
to  histoplasmosis  and  notes  that  histoplasmosis  is 
already  well  documented  as  “an  important  medical 
problem  in  Washington,  D.C.,  and  surrounding 
areas.”  In  certain  .Maryland  and  Virginia  com- 
munities, up  to  83  per  cent  of  the  population 
have  shown  evidence  of  past  exposure  to  the  disease. 
Similar  soil  i.solations  of  the  fungus  have  been 
reported  from  two  smaller  cities,  Milan,  Michigan, 
and  Mexico,  Missouri. 
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A series  of  special  articles  on  rare  but  important 
disease  entities  or  medical  esoterica 

Prepared  by  the  Department  of  Medicine,  St.  Vincent’s 
Hospital,  New  York  City 

WILLIAM  j.  GRACE,  M.D.,  Editor 
MATTHEW  J.  FERGUSON,  M.D.,  Associate  Editor 


A Medical  Diagnostic 


Protocol 

A thirty-three-year-old  mining  engineer 
was  referred  to  the  hospital  following  an 
interim  routine  physical  examination,  after 
a three-year  tour  of  duty  in  the  Canadian 
Northwest  territory  and  the  Yukon.  A 
chest  x-ray  film  had  disclosed  a well- 
defined,  rounded  density  in  the  left  mid- 
lung field.  He  was  completely  asympto- 
matic and  an  exhaustive  history  failed  to 
uncover  any  pulmonary  symptomatology. 
X-ray  films  taken  four  years  before  were 
normal. 

In  1952  the  patient  had  had  an  appen- 
dectomy in  this  hospital.  In  1958  he  was 
hospitalized  in  British  Columbia  for  severe 
bites  which  were  inflicted  while  he  was 


separating  his  huskies  from  wounded  caribou 
during  a hunting  trip. 

The  physical  examination  was  noncon- 
tributory. 

The  routine  laboratory  work  was  not 
diagnostic.  Tuberculin,  histoplasmin,  blas- 
tomycin,  and  coccidioidin  skin  test  re- 
sults were  negative.  Bronchoscopy  and 
sputum  studies  for  acid-fast  bacteria,  fungus, 
and  neoplasm  were  also  unrevealing.  Tomo- 
grams showed  a well-delineated,  rounded 
mass  4 cm.  in  diameter  located  in  the  left 
lower  lobe.  There  was  no  calcification. 

On  the  tenth  hospital  day  a thoracotomy 
was  performed. 

(Elucidation  will  be  found  on  page  3172) 


Economy  is  too  late  at  the  bottom  of  the  purse. — Seneca 
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SPECIAL  ARTICLE 


Disease  Detection  Program  by  a County  Medical  Society 


HARRY  S.  LICHTMAN,  M.D.,  M.S.P.H.,  AND  MARCUS  WIENER,  M.D.,  BROOKLYN, 

NEW  YORK 

(From  the  Puhlic  Health  Committee,  Medical  Society  of  the  County  of  Kinys) 


The  Medical  Society  of  the  County  of  Kings 
through  its  Public  Health  Committee  has 
developed  and  implemented  a program  of  multi- 
phasic  screening  examination  of  its  members 
during  the  past  four  yearsd-^  The  third  ex- 
amination, more  comprehensive  than  the  first 
two,  was  held  during  the  first  week  of  May, 
1960.  The  City  of  New  York  Department  of 
Health  again  cooperated  with  the  society  in 
this  program  and  provided  the  use  of  four  Brook- 
lyn health  centers  for  this  purpose. 

Purpose 

The  objectives  of  a routine  physical  examina- 
tion, namely  the  preservation  of  optimal  health 
and  the  prevention  of  disease,  are  accepted 
principles  in  public  health  practice.  That  these 
principles  are  put  into  practice  by  physicians  as  a 
group  is  a noteworthy  event.  The  educational 
value  to  the  laity  and  to  the  profession  itself  is 
an  important  corollary. 

W.  W.  Bauer,  M.D.,  director  of  the  Depart- 
ment of  Health  Education  of  the  American 
Medical  Association,  in  a letter  written  to  the 
senior  author  of  this  paper  in  February,  1956, 
stated ; 

For  a large  medical  society  such  as  yours, 
I think  you  will  probably  have  to  pioneer 
some  technics  because  I do  not  know  of  any 
society  with  so  many  members  which  has 
adopted  this  program. 

I hope  very  much  that  you  succeed  because 
it  certainly  is  an  attractive  idea  and  should 
furnish  fine  health  education  material  as 
well  as  good  public  relations  through  setting  an 
example  to  nonmedical  patients. 

To  implement  such  a program  for  physicians 
at  a county  level,  technics  had  to  be  devised 
that  would  be  efficient,  thorough,  and  confiden- 
tial. 


The  purpo.se  of  this  paper  is  to  describe  the 
technics  which  were  used  at  Kings  County 
Medical  Society  and  which  may  act  as  a guide 
to  other  societies  at  a county  level. 

Technic 

After  considerable  advance  notice  in  the 
Bulletin  of  the  Medical  Society  of  the  County  of 
Kings,  each  member  was  notified  of  the  e.xamina- 
tions  by  mail.  A return  card  permitted  the 
doctor  to  indicate  his  first  and  second  choice  of 
date  and  hour.  A four-page  folder,  prepared 
by  the  Public  Health  Committee,  was  returned 
to  each  member  requesting  the  examination. 
Beside  making  the  appointment  definite  and 
indicating  the  health  center,  and  the  date  and 
hour  of  the  examination,  it  provided  space  for  a 
complete  history,  results  of  the  physical  examina- 
tion, laboratory  findings,  and  opinions  of  the 
examiners  and  consultants.  The  history  was 
completed  by  the  member  at  home  and  brought 
with  him  to  the  examination. 

The  original  pilot  study  indicated  the  need  for 
larger  facilities  than  those  provided  by  the  Kings 
County  Medical  Society  building.  The  health 
centers  located  in  different  sections  of  Brooklyn 
provided  facilities  which  were  found  to  be  ideal 
for  this  program.  Alany  of  the  physicians, 
e.xaminers  and  examinees,  became  acquainted 
with  these  centers  for  the  first  time  through  their 
participation  in  this  program.  The  use  of  local 
hospitals  was  excluded  because  of  possible  inter- 
ference with  the  completely  confidential  nature 
of  the  program,  because  of  the  possible  conflict 
with  normal  hospital  activities,  and  because  of 
the  reluctance  of  some  of  the  members  of  the 
society  to  be  examined  in  hospital  clinics. 

Complete  physical  examinations,  including  rec- 
tal examinations,  were  performed  by  internists 
from  the  Brooklyn  Society  of  Internal  Medicine 
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TABLE  I. — Summary  of  Common  Findings  of  Medical  Examination  of  Physicians,  Kings  County 

Medical  Society,  1960 


Condition  20  to  29  30  to  39 

40  to  49 

50  to  59  60  to  69 

Over  70 

Total 

Total  examinations  2 

Normal  findings 

17 

55 

74 

36 

7 

191 

Complaints,  minor  1 

6 

13 

16 

r> 

2 

43 

Complaints,  significant  1 

12 

13 

(> 

37 

Overweight 

4 

13 

10 

8 

35 

Hypertension 
Heart  disease 

2 

2 

10 

7 

1 

22 

Suspected 

2 

2 

13 

5 

2 

24 

Definite 

2 

11 

9 

22 

Inquinal  hernia 

4 

3 

3 

1 

11 

Rectal  disease  (including  hemorrhoids) 

9 

10 

:i 

22 

Prostatic  enlargeim-nt 

4 

;? 

7 

Glaucoma,  suspected 

2 

1 

1 

1 

1 

(> 

Blood  smear  abnormalitii's 

2 

2 

2 

1 

2 

9 

Urine  abnormalities 

1 

T 

1 

3 

and  b}''  general  practitioners  from  the  Brooklyn 
Academy  of  General  Practice.  Female  physi- 
(“ians  received  breast  and  pelvic  examinations  as 
well  as  Papanicolaou  smears.  The  smears  were 
interpreted  with  the  assistance  of  the  consulting 
staff  of  the  Brooklyn  Chapter  of  the  American 
Cancer  Society.  Eye  examinations,  including 
funduscopic  and  tonometric  studies,  were  per- 
formed by  members  of  the  Brooklyn  Ophthal- 
mological  Society.  Additional  studies  included 
a chest  roentgenogram,  electrocardiogram,  blood 
pressure,  height,  weight,  urinalysis,  and  blood 
smear.  Private  commercial  organizations  will- 
ingly contributed  testing  materials  and  instru- 
ments as  well  as  the  services  of  their  technicians. 
They  supplied  electrocardiographs,  sphygmo- 
manometers, scales,  testing  materials  for  urinaly- 
sis, tongue  depressors,  finger  cots,  slides,  and 
lancets.  The  hematology  was  performed  by 
member  clinical  pathologists  at  their  own  labora- 
tories after  their  technicians  had  made  the 
blood  smears  at  the  centers.  Urine  examina- 
tions were  performed  at  the  health  centers. 
The  electrocardiograms  were  taken  by  tech- 
nicians from  the  commercial  organizations  and 
interpreted  by  our  cardiologists.  Chest  x-ray 
films  taken  by  the  Health  Department  were  read 
by  the  physicians-in-charge  of  the  chest  clinics 
of  the  Department  of  Health.  Members  of  the 
Woman’s  Auxiliary  to  the  Kings  County  Medical 
Society  served  as  medical  assistants.  Members 
of  the  Public  Health  Committee  acted  as  super- 
visors of  the  examination  teams  at  each  session. 
No  financial  or  other  consideration  was  given  or 
received  by  anyone  participating  in  the  program. 
Printing  and  mailing  costs  were  borne  by  the 


Kings  County  IMedical  Society. 

Ten  sessions  sufficed  for  the  examination  of 
all  members  requesting  the  service.  Thirty 
examinations  were  the  maximum  at  any  session. 
A flow  pattern  and  diagram  were  planned  in 
advance,  helping  to  speed  the  examinations. 
About  one  hour  was  devoted  to  each  examination. 

The  examiners,  technicians,  and  clerks  par- 
ticipating included:  11  general  practitioners,  22 
internists,  19  ophthalmologists,  2 gynecologists, 

6 cardiologists,  1 proctologist,  10  pathologists, 
10  laboratory  technicians,  6 members  of  the 
Public  Health  Committee,  8 members  of  the 
Woman’s  Auxiliary,  and  23  technicians  from 
10  commercial  organizations. 

The  personnel  from  four  health  centers  were 
43  in  number;  the  district  health  officer,  phj'- 
sicians-in-charge  of  the  chest  clinics,  public 
health  nurses,  technicians,  and  clerks  also 
contributed  their  services  gratuitously. 

Findings 

One  hundred  and  ninety-seven  physicians 
were  examined  in  May,  1960  (Table  I).  Six 
physicians  who  had  not  completed  their  ex- 
aminations were  excluded  from  the  summary  of 
common  findings. 

Several  additional  observations  are  worthy  of 
note.  The  Papanicolaou  smears  taken  from  the 

7 female  physicians  were  reported  as  giving 
negative  results.  One  case  each  of  chronic 
cystic  mastitis,  cervical  cysts,  cervical  polyps, 
and  uterine  fibroids  was  discovered.  The  elec- 
trocardiograms revealed  13  cases  of  coronary 
disease,  9 cases  of  suspected  coronary  ischemia, 
7 cases  of  left  ventricular  hypertrophy,  and  1 
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case  each  of  paroxysmal  fibrillation  and  chronic 
auricular  fibrillation.  The  chest  roentgenograms 
revealed  1 case  of  hilar  adenopathy,  and  another 
case  revealed  a suspicious  pulmonary  lesion. 
Seven  cases  of  hepatomegaly,  2 cases  of  basilar 
rales,  a large  mass  in  the  rectosigmoid  area, 
1 case  of  induration  of  the  seminal  vesicles,  and  a 
case  of  choroiditis  were  discovered  by  the  ex- 
amining physicians. 

Physicians  with  major  gastrointestinal  com- 
plaints were  referred  to  their  gastroenterologists, 
d'hose  with  signs  or  symjitoms  of  major  sig- 
nificance were  referred  to  their  family  physician 
or  consultant.  No  treatment  was  given. 

It  became  obvious  from  a study  of  the  histories 
and  findings  that  many  diseases  weic*  uncovered 
that  were  unknown  to  the  examinee.  A com- 
parison with  previous  years  showed  a similar 
distribution  of  pathologic  conditions.*  A com- 
parison with  other  surveys  revealed  a slightly 
higher  yield  of  abnormalities. 

That  only  197  doctors  were  examined  out  of  a 
membership  of  over  3,000  was  a matter  of  great 
concern  to  the  Public  Health  Committee.  A 
survey,  in  the  form  of  direct  questioning  of  the 
members,  was  made  to  determine  the  cause  of 
this  poor  showing.  Surprisingly,  many  stated 
that  they  had  not  been  informed  of  this  program. 
Because  of  the  plethora  of  mail  that  practicing 
physicians  receive  daily,  it  is  quite  likely  that  the 
notices  in  the  Bulletin  and  the  personal  cards 
sent  to  each  member  were  overlooked.  Many 
others  stated  that  they  had  been  examined 
recently. 

It  is  interesting  to  note  that  15  per  cent 
of  the  members  examined  indicated  that  they  had 
last  been  examined  from  five  to  fifteen  years 
previously,  12  per  cent  within  three  to  four  years, 
48  per  cent  within  two  years,  and  25  per  cent 


within  one  year.  The  large  two-year  group 
included  many  who  were  screened  during  the 
last  multiphasic  examination. 

Conclusion 

Neglect,  whether  due  to  lack  of  time,  poor 
motivation,  or  forgetfulness,  is  just  as  serious  as 
neglect  due  to  ignorance.  It  takes  time,  money, 
and  effort  to  train  a physician  as  well  as  a com- 
pany executive.  If  companies  deem  it  good 
common  sense  to  protect  their  investment  in 
their  trained  executives,  how  much  more  is  the 
iiiv'cstment  in  the  physician  worthy  of  protc'ction 
by  himself.®  \Yv.  have  indicated  how  Kings 
C'ounty  M('dieal  Society  has  set  up  a program  of 
jihysical  examinations  and  laboratorj'  screenings 
for  its  own  members.  We  have  gone  into  details 
with  a method  which  we  have  found  to  be  effec- 
tive at  a county  level.  Further  procedures 
may  be  added  to  make  the  examinations  more 
comprehensive. 

Finally,  and  most  important,  there  must  be 
dedicated  leadership  willing  to  assume  the  re- 
sponsibility of  establishing  such  a program  and 
enlisting  the  membership  of  the  society  in 
implementing  this  important  phase  of  preventive 
medicine. 
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Historical  Development  of  the  Surgical  Mask 


In  the  classical  illustrations  of  great  surgical 
events  prior  to  1900,  the  participants  and  observers 
are  depicted  in  street  clothes,  according  to  an  article 
by  Aldo  Castaneda,  M.D.,  in  a recent  issue  of 
Surgery.  Surgical  caps,  gowns,  gloves,  and  masks 
were  not  customarily  used.  In  1883  Gustav  Neuber 


introduced  the  wearing  of  a sterilized  surgical  gown 
and  cap.  It  was  not  until  1920  that  the  wearing  of 
masks  during  operative  procedures  became  generally 
practiced,  and  efforts  turned  to  improving  the 
efficiency  of  the  design. — Current  Medical  Digest, 
July,  1961 
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Yoxir  Committee  on  Medical  Economics,  aware  of  the  constant  need  for  information,  is 
pleased  to  bring  to  the  readership  of  the  New  Y ork  State  Journal  of  Medicine  a series  of 
questions  and  answers  about  health  insurance.  Doctors  reading  this  column  are  encouraged 
to  send  in  their  questions  to  the  Health  Insurance  Council,  760  Third  Avenue,  New  York 
17,  New  York. — Waring  Willis,  M.D.,  Chairman 


WHAT  is  the  Health  Insurance  Council? 

It  is  a federation  of  insurance  associations 
founded  in  1946  for  the  specific  purpose  of 
providing  a forum  for  the  exchange  of  informa- 
tion among  the  hospitals,  doctors,  and  insur- 
ance professions.  The  aggregate  membership 
of  these  insurance  associations  represents  ap- 
proximately 90  per  cent  of  the  pri\'ate  insurance 
companies  writing  accident  and  health  insurance 
in  the  country. 

WHAT  are  the  aims  of  the  Health  Insurance 
Council? 

It  aims  are:  (1)  to  provide  information  to 
physicians,  hospitals,  and  allied  groups  on 
health  insurance,  its  nature,  and  progress;  (2) 
to  confer  with  the  providers  of  health  services 
on  problems  of  mutual  concern  and  aid  in  their 
solution;  and  (3)  to  report  and  interpret  to  the 
insurance  business  the  attitudes  and  needs  of 
the  health  care  professions. 

HOW  does  the  Health  Insurance  Council  help 
doctors? 

Nationally  the  Health  Insurance  Council  has 
set  up  a state  committee  program  which  func- 
tions in  nearly  every  state  in  the  union.  Ex- 
perienced insurance  men,  volunteers,  and  others 
have  formed  into  committees  under  the  HIC 
banner,  they  now  provide  the  forum  where  hos- 


pitals and  doctors  may  come  to  discuss  subjects  i 
of  mutual  interest  with  the  insurance  industry 
and  obtain  information  and  help  with  prob- 
lems on  the  local  scene.  Here  in  New  York 
State  the  committee  is  further  broken  down 
into  regional  committees.  Following  the  medi- 
cal societies’  division  by  districts,  the  HIC  has 
regional  committees  in  these  areas:  Nassau- 

Suffolk  Counties,  Metropolitan  New  York, 
Westchester  County,  Albany,  Buffalo,  Bing- 
hamton, Syracuse,  and  Rochester. 

WHAT  types  of  health  insurance  are  there?  * 

Hospital  Expense  Insurance. — This  pro-  : 
vides  dollar  benefits  for  hospital  room  and 
board  and  ancillary  service  charges.  The 
benefit  for  daily  room  and  board  charges  may 
range  from  $5  to  $25  or  higher,  paj-able  for 
ma.ximum  periods  of  thirty,  sixty,  ninety,  one 
hundred,  or  even  three  hundred  and  sixty-five 
days.  The  ancillary  service  benefit — covering 
operating  room  costs,  laboratory  fees,  dress- 
ings, and  so  forth — is  usually  expressed  as  an 
amount  equal  to  ten  or  twenty  times  the  daily 
room  and  board  benefit  or  even  higher. 

Surgical  Expense  Insurance.^ — This  pro- 
vides dollar  benefits  to  help  meet  the  surgeon’s 
fee.  The  policy  generally  contains  a schedule 
listing  the  more  frequent  surgical  procedures 
and  the  amount  payable  for  each.  The  maxi- 
mum sum  ranges  from  $200  to  $500.  For 
operations  not  included  in  the  schedule  a 
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benefit  in  line  with  the,  listed  amounts  is  usually 
paifl. 

Regular  Medical  Expense  Insurance. — 
This  provides  dollar  benefits  for  the  cost  of 
physicians’  call  or  visits  for  nonsurgical  care. 
Some  policies  apply  only  to  inhospital  calls 
where  the  sickness  or  injury  is  usually  more 
serious.  Other  policies  provide  benefits  to  help 
meet  the  cost  of  home  and  office  calls.  Typi- 
cally, $5  is  provided  for  a home  call  and  $3  for 
an  office  or  hospital  call  subject  to  an  over-all 
bc'nefit  maximum  specified  in  the  policy. 

Major  Medical  Expense  Insurance. — 
This  covers  practically  every  kind  of  treatment 
needed  for  recovery,  in  hospital  and  out,  includ- 
ing such  charges  as  nursing  costs  at  home, 
ambulance,  drugs,  and  so  forth.  (Detailed 
questions  and  answers  on  this  coverage  will 
come  up  in  subsequent  issues.) 

Loss  OF  Income  Insurance.— This  provides 
dollar  benefits  in  an  amount  which  may  ap- 
proximate .50  to  75  per  cent  of  the  individual’s 
normal  weekly  earnings  uji  to  a maximum 


dollar  allowance.  Benefits  are  usually  paid 
beginning  with  the  first  day  of  disability  due  to 
accidental  injury  and  on  the  eighth  or  fifteenth 
day  due  to  sickness  disability.  Benefit  periods 
may  range  to  lifetime  for  accidents  and  to  five 
years  for  sickness. 

ABOUT  how  many  private  insurance  com- 
panies are  there  offering  these  coverages,  and 
how  many  people  do  they  protect? 

According  to  the  Health  Insurance  Council’s 
annual  survey  of  the  extent  of  voluntary  health 
insurance  coverage  in  the  United  States,  at  the. 
end  of  1960  there  were  737  insurance  companies 
providing  care  for:  78,885,000  people  with  hos- 
pital coverage;  75,305,000  people  with  surgical 
coverage;  and  41,312,000  people  with  medical 
coverage. 

This  same  annual  survey  reveals  that 
27,448,000  people  were  protected  by  major 
medical  type  coverages.  This  protection  was 
conceived  by  the  private  insurance  industry  and 
is  sold  almost  exclusively  by  them  today. 


(Number  one  in  a series  of  Queries  and  Answers  on  Health  Insurance) 


Increase  in  Funds  Invested  in  Hospital  Construction 


Funds  invested  in  hospital  construction  have 
risen  elevenfold  in  the  past  twenty  years — from 
•187  million  in  1940  to  .1978  million  in  1960.  Of  the 
total  volume  of  hospital  construction  financing, 
about  78  per  cent  consisted  of  non-Federal  funds. 


Last  year’s  investment  is  about  60  per  cent  short 
of  the  sum  needed  annually  to  achieve  the  Public 
Health  Service’s  goal  of  9.5  beds  per  1 ,000  popula- 
tion by  1970. — Patterns  of  Disease,  Parke,  Dams 
(k  Company 
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Elucidation 


(Continued  from  page  3154) 

Not  all  Echinococcus  (E.  granulosus) 
or  hydatid  disease  in  this  country  comes 
from  outside  the  North  American  conti- 
nent. There  is  a very  well-documented 
endemic  area  of  this  disease  in  Canada 
and  Alaska.  Although  the  Indian  and 
Eskimo  populations  are  affected  primarily, 
there  have  been  sporadic  reports  of  infec- 
tion among  white  people.  At  present  the 
Canadian  government  is  carrying  on  an 
extensive  program  to  discover  and  eradicate 
the  source  of  this  disease.  The  most  im- 
portant link  is  the  dog,  who  is  unusually 
important  and  omnipresent  in  the  Boreal 
regions. 

Hydatid  cysts  are  found  commonly  in 
the  lungs  of  the  moose,  deer,  and  caribou. 
The  hydatid  tapeworms  infest  the  in- 
testines of  the  wolf,  coyote,  fox,  and  dog. 
Human  infection  comes  about  in  the  follow- 
ing way.  Dogs  feed  on  the  remains  of  the 
slaughtered  moose,  caribou,  and  so  forth, 
that  harbor  the  cysts.  These  cysts  mature 
into  tapeworms  within  the  dog’s  intestinal 
tract,  and  the  tapeworm  eggs  are  passed 
into  the  dog’s  excreta.  The  human  being, 
wno  lives  in  close  proximity  to  his  dogs  in 
these  regions,  ingests  the  tape  worm  eggs  in 
contaminated  food  and  water.  These  eggs 
hatch  in  the  duodenum,  and  then  the  hex- 
acanth  embryo  penetrates  the  intestinal 
wall,  enters  the  venous  circulation,  and  is 
carried  to  various  organs  (liver,  lung,  bone, 
brain,  and  heart)  where  it  undergoes  larval 
and  then  cyst  development. 

The  patient  reported  here  spent  con- 


siderable time  in  the  endemic  areas.  He 
had  his  own  dogs  and  was  an  avid  hunter 
of  large  game.  Although  his  personal  sani- 
tary precautions  were  excellent,  his  ex- 
posure rate  was  high,  and  he  became  in- 
fected. The  only  site  of  encystment  was 
pulmonary.  Despite  the  usual  experience 
of  liver  involvement  (up  to  70  per  cent), 
Poole  has  noted  that  in  Canada  pulmonary 
localization  was  about  50  per  cent. 

The  diagnosis  of  an  isolated  case  outside 
the  endemic  area  is  difficult.  The  x-ray 
picture  is  not  diagnostic  unless  cystic  cal- 
cifications are  seen  in  the  liver ; calcification 
of  lung  cysts  does  not  occur.  Eosinophil 
counts  are  unreliable.  Casoni  skin  tests 
yield  variable  accuracy  in  different  hands. 
There  are  also  complement  fixation  and 
precipitin  tests.  If  one  is  lucky  enough  he 
will  see  the  patient  cough  up  the  cyst 
contents. 

Treatment  is  as  yet  unsatisfactory.  Ata- 
brine  has  been  recommended  as  well  as 
sterile  hydatid  fluid  injections. 

Surgical  intervention  for  isolated  lung 
lesions  is  effective.  Some  patients  cure 
themselves  when  the  cyst  ruptures  into  a 
bronchus  and  the  contents  are  expelled. 
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First  National  Congress  on  Medical  Qnackery 

The  first  national  congress  on  medical  quackery 
will  be  held  in  Washington,  D.C.,  October  6 and  7. 
The  congress  will  be  cosponsored  by  the  American 
Medical  Association’s  Department  of  Investigation 
and  the  Food  and  Drug  Administration.  Taking 
part  in  the  program  will  be  officials  from  Federal 
agencies  and  the  A.M.A.,  representatives  of  na- 
tional voluntary  organizations  involved  in  or  in- 
terested in  the  health  field,  and  members  of  law- 
enforcement  agencies. 

Seminars  Scheduled  for  Downstate  Medical 
Center 

The  Division  of  Dermatology  of  the  Department 
of  Medicine,  State  University  of  New  York  Down- 
state  Medical  Center,  will  sponsor  two  seminars 
to  be  held  in  the  E building  auditorium  of  Kings 
County  Hospital,  451  Clarkson  Avenue,  Brooklyn 
3,  New  York,  at  10:00  a.m.  The  seminars  are  as 
follows: 

Friday,  October  6 — Peripheral  Vascular  Disease 
as  Related  to  Dermatology — by  Harvey  Meyers, 
M.D.,  F.A.C.P.,  consultant  in  peripheral  diseases. 
Queens  General  Hospital. 

Friday,  November  3 — Cutaneous  Allergy — by 
A.  Fisher,  M.D.,  clinical  associate  professor  of 
dermatology,  Bellevue  Medical  Center. 

Second  Annual  Internist’s  Day 

The  second  annual  internist’s  day  sponsored  by 
the  Metropolitan  Chapters  of  the  New  York  State 
Society  of  Internal  Medicine  will  be  held  at  the 
Waldorf-Astoria  Hotel  in  New  York  City  on  Sep- 
tember 27.  The  subject  of  the  meeting  will  be 
hypertension.  Maxwell  Spring,  M.D.,  F.A.C.P., 
Bronx,  will  be  chairman  of  the  program. 

American  Association  of  Medical  Assistants 

The  fifth  annual  convention  of  the  American 
Association  of  Medical  Assistants  will  be  held  in 
Reno,  Nevada,  October  13  through  15.  Among  the 
subjects  to  be  discussed  at  the  meeting  are  new 
wonder  drugs,  medical  quackery,  future  training 
programs,  and  professional  liability. 

Conference  on  Teenage  Obesity 

A one-day  conference  on  the  problem  of  obesity 
among  teenagers  will  be  held  at  Stanford  University, 


Stanford,  California,  on  Saturday,  October  21. 
The  conference  will  be  sponsored  by  the  American 
Medical  Association’s  Council  on  Foods  and  Nutri- 
tion. 

Dlue  Shield  Annual  Program  Conference 

Leonard  W.  Larson,  M.D.,  president  of  the  Ameri- 
can Medical  Association,  wiU  be  one  of  the  featured 
speakers  at  the  Blue  Shield  annual  program  con- 
ference to  be  held  October  23  and  24  at  the  Drake 
Hotel  in  Chicago,  under  the  sponsorship  of  the 
National  Association  of  Blue  Shield  Plans.  The 
theme  of  the  meeting  is  “New  Dimensions  for 
Progress.” 

Symposium  on  Genetics  in  Psychiatry 

On  Friday  and  Saturday,  October  27  and  28,  an 
interdisciplinary  symposium  on  “Expanding  Goals 
of  Genetics  in  Psychiatry  (1936-1961)”  will  be 
held  in  the  eighth  floor  auditorium  of  the  New  York 
State  Psychiatric  Institute,  722  West  168th  Street, 
New  York  City,  in  conjunction  with  the  sixth  annual 
meeting  of  the  Eastern  Psychiatric  Research  Asso- 
ciation. 

The  entire  symposium  will  be  held  under  the 
auspices  of  the  New  York  State  Department  of 
Mental  Hygiene  and  the  Department  of  Psychiatry, 
College  of  Physicians  and  Surgeons,  Columbia 
University,  New  York.  The  functions  and  future 
objectives  of  a genetics  department  in  the  psychi- 
atric area  will  be  assessed  together  with  a review  of 
past  and  present  research  activities  in  psychiatric 
and  behavioral  genetics  and  with  an  authoritative 
appraisal  of  recent  advances  in  basic  genetics. 
Cosponsors  of  the  symposium  are:  The  Academy 
of  Psychosomatic  Medicine,  The  American  Eugenics 
Society,  The  American  Psychopathological  Asso- 
ciation, The  American  Society  of  Human  Genetics, 
and  the  Scottish  Rite  Committee  on  Research  in 
Schizophrenia. 

For  information  contact:  Wilfred  Dorfman, 

M.D.,  Chairman,  Public  Education  Committee, 
Eastern  Psychiatric  Research  Association,  1921 
Newkirk  Avenue,  Brooklyn  26,  New  York. 

Mid-Winter  Meeting  of  Academy  of  Pshycho- 
analysis 

The  Academy  of  Psychoanalysis  will  hold  a two- 
day  mid-winter  meeting  at  the  Hotel  Commodore, 
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New  York  Oity,  December  9 and  10.  The  theme 
of  the  meeting  will  be  “Psychoanalytic  Education.” 
Roy  R.  Grinker,  Sr.,  M.D.,  Chicago,  will  be 
chairman  of  the  morning  session  and  Sandor  Rado, 
M.D.,  New"  York  City,  chairman  of  the  afternoon 
session  on  December  9.  Jules  H.  Masserman,  M.D., 
Chicago,  wdll  be  chairman  of  the  morning  session 


on  December  10  and  Lilly  (Jttenheimer,  M.D., 
New  York  City,  chairman  of  the  afternoon  ses.sion. 

The  Academy,  which  has  among  its  members 
psychoanalysts,  psychiatrists,  and  scientists  from 
the  United  States,  Canada,  Central  and  South 
America,  and  Europe,  is  interested  in  the  participa- 
tion by  qualified  persons  of  different  nations. 


MONTH  IN  WASHINGTON 


^I^HE  American  Medical  Association  cited  more 
than  50  reasons  why  the  vast  majority  of  the 
nation’s  physicians  believe  the  Administration’s 
medical  care  program  would  be  “bad  medicine  for 
the  people  of  this  country.” 

The  A.M.A.’s  objections  to  the  proposal  were 
spelled  out  in  a detailed,  91-page  printed  statement 
])resented  to  the  House  Ways  and  Means  Committee 
by  Leonard  W.  Larson,  M.D.,  Bismarck,  N.D., 
president  of  the  A.M.A. 

The  committee  held  two  weeks  of  hearings  (July 
24  through  August  5)  on  the  Administration  pro- 
posal (H  R.  4222)  which  would  provide  limited 
hospitalization,  nursing  home  care,  and  outpatient 
diagnostic  services  for  social  security  recipients. 
The  program  would  be  financed  by  an  increase  in 
payroll  taxes  on  workers,  employers,  and  the  self- 
employed. 

Dr.  Larson  declared  that  the  Administration 
I)rogram  would  force  on  Americans  a system  of 
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health  care  in  which  the  quality  of  medical  care 
would  deteriorate,  in  w'hich  quality  would  become 
secondary  to  cost. 

He  said  American  medicine  is  the  best  in  the 
world,  medical  education  unsurpassed  and  the  quali- 
fications of  U.S.  physicians  unmatched. 

“Ours  is  a dynamic  system  of  health  care— and  it 
works,”  he  said.  “The  very  fact  that  we  now  have 
I6V2  million  Americans  si.xty-five  j"ears  of  age  and 
older  proves  that  it  tvorks. 

“Yet,  this  same  system  of  medical  care  is  now  un- 
der attack.  At  a moment  when  American  medicine  is 
pre-eminent  throughout  the  world,  it  is  proposed 
that  we  adopt  the  very  systems  under  which  one 
European  nation  after  another  has  lost  its  former 
leadership  in  medical  science. 

“The  staggering  costs  of  such  plans,  the  adminis- 
trative problems  they  create — let  these  considera- 
tions be  secondary,”  he  said.  “The  important 
thing  is  to  see,  at  close  range,  the  disruption  of  the 
doctor-patient  relationship;  the  delays  in  admission 
to  hospitals;  the  time  wasted  in  the  overcrowded 
offices  of  doctors;  the  regimentation  of  medical 
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practice;  the  effect  of  the  program  on  medical  re- 
search; the  availability  of  medical  facilities  and 
personnel;  in  other  words,  medicine  in  action  on  a 
government-run,  assembly-line  basis.” 

Dr.  Larson  said  also;  1.  Congress  is  being  asked 
to  plunge  into  a compulsory  government-operated 
program  of  health  care  for  certain  of  the  country’s 
elderly  without  knowing  what  even  the  first-year 
cost  will  be — whether  .|1  billion  or  |4  billion — and 
without  any  clear  idea  of  the  extent  of  the  problem 
it  seeks  to  solve. 

2.  The  bill  tinder  consideration  would  give  a 
single  government  official  the  jiower  to  “become  the 
nation’s  czar  of  hospital  care.” 

.‘L  Contrary  to  statements  of  supiiorters  of  the 
measure  that  physicians’  services  are  not  included 
in  the  program,  more  than  50,000  doctors  would  be 
directly  affected  by  regulations  and  controls  exer- 
cised by  government  over  operations  and  adminis- 
tration of  hospitals. 

4.  Enactment  of  the  program  would  “lower  the 
quality  of  medical  care  available  to  the  older  people 
of  the  United  States”  because  ”it  would  introduce 
into  our  system  of  freely  practiced  medicine  ele- 
ments of  compulsion,  regulation,  and  control”  by 
gov(‘rnment. 

5.  The  Administration  jiroposal  is  unnecessary 
in  light  of  the  true  economic,  status  of  the  aged  and 
because  of  the  spectacular  ri.se  of  voluntary,  pri- 
vate health,  insurance  coupled  with  passage  by  Con- 
gress of  the  Kerr-Mills  Medical  Aid  for  the  Aged 
Law  last  year  and  the  existence  of  other  public  and 
private  programs  of  aid  to  the  needy. 

6.  Health  care  at  the  e.xpense  of  the  working 
people  would  be  provided  for  millions  who  are 
financially  able  to  pay  for  their  own  care. 

7.  The  legislation  “proposes  that  we  distrust  the 
brains  and  capacities  of  today’s  Americans”  because 
“it  suggests  that  the  aged,  as  an  entire  group,  are 
not  capable  of  looking  after  their  own  affairs  and 
providing  for  their  own  needs.” 


8.  Increasing  costs  of  the  program  could  impo.se 
such  a financial  strain  on  .social  security  that  the 
entire  system  could  be  jeopardized. 

9.  The  Administration’s  bill  is  just  as  objection- 
able as  the  five  similar  health  care  proposals  rejected 
by  Congress  since  1942. 

10.  The  bill  would  violate  “American  ideals  of 
independence,  self-sufficiency  and  personal  respon- 
sibility’’ by  establishing  a system  in  which  medical 
aid  would  be  provided  not  on  the  basis  of  need  but 
on  the  basis  of  age. 

Dr.  Larson  described  estimates  of  the  cost  of  the 
Administration  program  as  “confusing.” 

The  .\.M.A.  president  reminded  committee 
members  that  Health,  Educatioii,  and  Welfare 
Secretary  Abraham  Ribicoff  had  told  them  that  “a 
closer  study”  had  revealed  it  would  be  necessary  to 
increase  the  taxable  wage  base  from  the  present 
$4,800  to  $5,200,  rather  than  the  $5,000  fixed  in  the 
bill  when  it  was  introduced. 

He  pointed  out  also  that  H.E.W.  originallj^  had 
said  nursing  home  services  during  the  first  year  of 
operation  of  the  Administration  scheme  would  cost 
$9  million. 

But  in  May,  Dr.  Larson  said,  H.E.W.  officials 
reported  the  figure  as  “unrealistically  low”  and 
lifted  it  to  “somewhere  between  .$25  million  and 
$255  million.  Obviously  this  estimate  is  something 
less  than  precise,”  Dr.  Larson  said. 

The  A.M.A.  president  said  that  supporters  of  the 
Administration  proposal  have  built  their  case  on 
five  false  premises: 

(1)  that  the  sociologic  problems  of  older  people 
can  be  solved  through  legislation;  (2)  that  most, 
if  not  all,  of  the  aged  are  in  poor  health;  (3) 
that  most,  if  not  all,  of  the  aged  are  verging  on 
bankruptcy;  (4)  that  the  problem  of  the  aged 
in  financing  their  health  costs  will  get  worse  be- 
fore it  gets  better;  and  (5)  that  voluntary  health 
insurance  and  prepayment  plans,  private  effort, 
and  existing  law  will  not  do  the  job  that  needs  doing. 


District  of  Columbia  Leads 

The  District  of  Columbia  has  the  highest  number 
of  hospital  beds  per  1,000  population,  17.8,  followed 
by  14.0  in  New  York  and  13.2  in  Massachusetts, 
according  to  Patlerns  of  Disease,  a Parke,  Davis  & 


in  Number  of  Hospital  Beds 

Company  publication.  “Despite  the  over-all  in- 
crease in  the  number  of  hospital  beds  since  1950, 
the  number  of  acceptable  beds  comprises  only  58.2 
per  cent  of  the  number  needed.” 
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Henry  K.  Beling,  M.D.,  of  Brooklyn,  died  on 
February  6 at  the  age  of  fifty-two.  Dr.  Beling 
graduated  from  Cornell  University  Medical  Col- 
lege in  1936.  He  was  associate  attending  surgeon 
at  Methodist  Hospital  of  Brooklyn.  Dr.  Beling 
was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Pan-American  Medical  associa- 
tion, the  Associated  Physicians  of  Long  Island,  the 
Brooklyn  Surgical  Society,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Daniel  Blitz,  M.D.,  of  Woodmere  and  Wantagh, 
died  on  July  30  at  St.  Joseph’s  Hospital,  Far  Rocka- 
way,  at  the  age  of  fifty-four.  Dr.  Blitz  was  gradu- 
ated from  the  Creighton  University  School  of 
Medicine,  Omaha,  Nebraska,  in  1933  and  interned 
at  Maimonides  Hospital  of  Brooklyn.  He  was 
attending  pediatrician  in  allergy  at  St.  Joseph’s 
Hospital,  Far  Rockaway,  and  Meadowbrook 
Hospital,  Hempstead,  and  consulting  pediatrician 
in  allergy  at  South  Nassau  Communities  Hospital, 
Oceanside.  A Diplomate  of  the  American  Board  of 
Pediatrics  (Allergy)  and  a Fellow  of  the  American 
College  of  Allergists,  Dr.  Blitz  was  a member  of  the 
American  Academy  of  Allergy  (Fellow),  the  Ameri- 
can Academy  of  Pediatrics,  the  Nassau  Pediatric 
Society,  the  New  York  Allergy  Society,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

James  T.  Clark,  M.D.,  of  New  Rochelle,  died  on 
March  12  at  the  age  of  fifty-six.  Dr.  Clark  re- 
ceived his  medical  degree  from  the  University  of 
Geneva  Faculty  of  Medicine  in  1934.  During 
World  War  II  he  served  as  a ship’s  surgeon  in  the 
Merchant  Marine  and  later  in  the  Army  Medical 
Corps  as  a captain. 

Carter  Neville  Colbert,  M.D.,  of  New  York  City, 
died  on  April  5 at  the  age  of  sixty-eight.  Dr. 
Colbert  graduated  from  the  University  of  Illinois 
College  of  Medicine  in  1918.  He  was  a member  of 
the  New  York  Society  for  Clinical  Psychiatry,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  E.  Constantine,  M.D.,  of  New  York 


City,  died  on  August  4 at  St.  Vincent’s  Hospital 
at  the  age  of  seventy-eight.  Dr.  Constantine  was 
graduated  from  New  York  University  and  Bellevue 
Hospital  Medical  College  in  1907  and  interned 
at  St.  Catherine’s  Hospital,  Brooklyn.  He  was 
consulting  obstetrician  at  ItaUan  Hospital.  Dr. 
Constantine  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  Morgagni  Medical 
Society  of  New  York,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Thomas  Francis  De  Naouley,  M.D.,  of  New  York 
City,  died  on  July  21  at  his  home  at  the  age  of 
eighty-six.  Dr.  De  Naouley  was  graduated  from 
the  Bellevue  Hospital  Medical  College  in  1897 
and  interned  at  St.  Vincent’s  Hospital. 

Franklin  Smith  Du  Bois,  M.D.,  of  New  York  City 
and  New  Canaan,  Connecticut,  died  on  June  24 
at  Columbia-Presbyterian  Medical  Center  at  the 
age  of  fifty-five.  Dr.  Du  Bois  was  graduated  from 
Rush  Medical  College,  Chicago,  in  1931.  He  was 
associate  attending  neurologist  at  the  Vanderbilt 
Clinic  of  the  Columbia-Presbyterian  Medical 
Center  and  consultant  neurologist  and  psychiatrist 
at  the  Norwalk  (Connecticut)  Hospital.  Active 
for  many  years  in  the  development  of  Connecticut’s 
mental  health  program.  Dr.  Du  Bois  was  chairman 
of  the  state’s  Board  of  Mental  Health.  A Diplo- 
mate of  the  American  Board  of  Psychiatry  and 
Neurology  and  a Fellow  of  the  American  College  of 
Physicians,  he  was  a member  of  the  American 
Psychiatric  Association  (Fellow),  the  American 
Academy  of  Neurology,  the  American  Neurological 
Association,  the  American  Association  of  Anatomists, 
the  Association  for  Research  in  Nervous  and  Mental 
Disease,  the  New  York  Society  for  Clinical  Psy- 
chiatry, and  the  Connecticut  State  Medical  Society. 

Samuel  Frant,  M.D.,  of  New  York  City,  died  on 
July  30  at  his  home  at  the  age  of  sixty-three. 
Dr.  Frant  was  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1921  and 
interned  at  Montefiore  Hospital.  Since  1923  he 
had  been  with  the  New  York  City  Department  of 
Health,  first  as  a medical  inspector,  then  as  epi- 
demiologist, director  of  the  Bureau  of  Preventable 
Diseases,  and  finally  Deputy  Commissioner  of 
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Health  until  his  retirement  in  1954,  when  he  became 
consulting  epidemiologist.  Dr.  Frant,  who  re- 
ceived a law  degree  from  the  New  York  Law  School 
and  was  admitted  to  the  bar  in  1952,  was  also  chief 
medical  consultant  to  the  office  of  the  District 
Attorney.  A Diplomate  of  the  American  Board  of 
Preventative  Medicine  (Public  Health),  he  was  a 
member  of  the  New  York  County  Medical  Society 
of  which  he  was  a past  president,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harvey  Ian  Goldberg,  M.D.,  of  New  York  City, 
Mount  Vernon,  New  Rochelle,  and  White  Plains, 
died  on  April  28  at  the  age  of  fifty-two.  Dr.  Gold- 
berg received  his  medical  degree  from  the  Royal 
College  of  Physicians  and  Surgeons  in  Edinburgh, 
Scotland,  in  1936.  He  was  a member  of  the  West- 
chester County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Bernard  Greenberg,  M.D.,  of  Brooklyn,  died  on 
June  20  at  Brooklyn  Jewish  Hospital  at  the  age  of 
seventy-one.  Dr.  Greenberg  was  graduated  from 
Long  Island  College  Hospital  School  of  Medicine  in 
1913  and  interned  at  Lying-In  Hospital,  New  York 
City,  and  Beth  Israel  Hospital,  Newark,  New  Jer- 
sey. Dr.  Greenberg  was  retired  borough  chief  of 
the  Bureau  of  Preventive  Diseases,  New  York 
City  Department  of  Health,  and  attending  epi- 
demiologist at  Brooklyn  Women’s  Hospital.  He 
was  a member  of  the  American  Public  Health  Asso- 
ciation, the  East  New  York  Medical  Society,  the 
i Kings  County  Medical  Society,  the  Medical 
I Society  of  the  State  of  New  York,  and  the  American 
I Medical  Association. 

Charles  B.  Handel,  M.D.,  of  Buffalo,  died  on 
July  8 at  Buffalo  General  Hospital  at  the  age  of 
seventy-six.  Dr.  Handel  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in  1911. 
Retired  from  practice,  he  was  honorary  consultant 
in  plastic  surgery  and  in  otolaryngology  at  Sisters 
I of  Charity  Hospital  of  Buffalo.  A Diplomate 
of  the  American  Board  of  Otolaryngology,  Dr. 
Handel  was  a member  of  the  American  Society  of 
Plastic  and  Reconstructive  Surgery,  the  Buffalo 
Academy  of  Medicine,  the  Buffalo  Otolaryngological 
Society,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  Beresford  Hayes,  M.D.,  of  Niagara 
Falls,  died  on  March  13  at  the  age  of  sixty-two. 
Dr.  Hayes  was  graduated  from  Howard  University 
College  of  Medicine  in  1931  and  had  retired  in 
1957  because  of  illness.  He  was  a member  of  the 


American  Academy  of  General  Practice,  the 
Niagara  Falls  Academy  of  Medicine,  the  Niagara 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Kurt  A.  Heinrich,  M.D.,  of  New  York  City, 
died  on  May  28  at  the  age  of  sixty-one.  Dr. 
Heinrich  received  his  medical  degree  from  the 
University  of  Berlin  in  1923  and  had  practiced  in 
Berlin  before  coming  to  the  United  States  in  1936. 
He  was  adjunct  urologist  at  the  Hospital  for  Joint 
Diseases.  Dr.  Heinrich  was  a member  of  the 
Rudolf  Virchow  Medical  Society,  the  New  York 
Society  of  the  American  Urological  Association, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Norman  Jolliffe,  M.D.,  of  New  York  City,  died 
on  August  1 at  Beth  Israel  Hospital  at  the  age  of 
fifty-nine.  Dr.  Jolliffe  was  graduated  from  New 
York  University  and  Bellevue  Hospital  Medical 
College  in  1926  and  interned  at  Bellevue  Hospital. 
He  was  with  the  New  York  City  Department  of 
Health,  for  which  he  opened  the  first  nutrition 
clinic  in  1945;  in  1949  he  was  appointed  director 
of  the  Department’s  new  Bureau  of  Nutrition. 
During  World  War  II  Dr.  Jolliffe  worked  with  the 
committee  on  medical  nutrition  of  the  National 
Research  Council’s  Food  and  Nutrition  Board,  and 
since  that  time  he  made  a number  of  nutrition  studies 
in  many  parts  of  the  world,  including  Cuba,  New- 
foundland, Formosa,  Brazil,  and  Italy.  In  Febru- 
ary of  this  year  Dr.  Jolliffe  was  the  recipient  of  the 
presidential  citation,  the  highest  honor  given  by  New 
York  University  to  an  alumnus. 

A Diplomate  of  the  American  Board  of  Inter- 
nal Medicine,  a Diplomate  of  the  American  Board 
of  Preventive  Medicine  (Public  Health),  and  a 
Fellow  of  the  American  College  of  Physicians,  Dr. 
Jolliffe  was  a member  of  the  American  Public  Health 
Association,  the  American  Society  for  Clinical 
Investigation,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Aaron  Kottler,  M.D.,  of  Brooklyn,  died  on  July  27 
at  Harkness  Pavilion,  Columbia-Presbyterian  Medi- 
cal Center,  at  the  age  of  sixty-two.  Dr.  Kottler 
was  graduated  from  Fordham  University  School 
of  Medicine  in  1921.  He  was  an  assistant  attend- 
ing physician  at  Coney  Island  Hospital  and  attend- 
ing physician  in  general  practice  at  St.  John’s 
Hospital.  A past  president  of  the  Kings  County 
chapter  of  the  American  Academy  of  General 
Practice  and  a past  president  of  the  Kings  County 
Medical  Society,  Dr.  Kottler  belonged  also  to  the 
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Medical  Society  of  the  State  of  New  York  and  the 
American  Mc'dical  Association. 

Erich  Lewin,  M.D.,  of  Ontario,  died  on  March  20 
at  his  home  at  the  age  of  sixty-two.  Dr.  Lewin 
received  his  medical  degree  from  the  L^nivensity  of 
Heidelberg  in  1923.  Ho  was  a member  of  the 
American  Academy  of  General  Practice,  the  Wayne 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Ralph  Mayer,  M.D.,  of  Rochester,  died  on 
■March  6 at  the  age  of  sixty-four.  Dr.  Mayer  was 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1921.  He  was  a consulting  physician 
at  St.  Mary’s  Hospital.  A Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a Fellow 
of  the  American  College  of  Physicians,  Dr.  Mayer 
was  a member  of  the  Rochester  Academy  of  Medi- 
cine, the  Rochester  Pathological  Society,  the  Mon- 
roe County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Morris  Mendalis,  M.D.,  of  Richmond  Hill, 
died  on  April  12  at  the  age  of  seventy-five.  Dr. 
Mendalis  was  graduated  from  Long  Island  College 
Hospital  School  of  Medicine  in  1909.  He  was  a 
member  of  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Alice  Naegele,  M.D.,  of  New  York  City,  died  on 
March  26  at  the  age  of  seventy-one.  Dr.  Naegele 
received  her  medical  degree  from  the  University 
of  Freiburg  in  1914.  She  was  a member  of  the 
Rudolf  Virchow  Medical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Edward  North,  M.D.,  of  New  York 
City,  died  on  July  27  at  Mountainside  Hospital, 
Montclair,  New  Jersey,  at  the  age  of  ninety-one. 
Dr.  North  was  graduated  from  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  1900. 
He  was  known  for  his  work  in  establishing  sanita- 
tion standards  in  the  dairy  industry  and  is  credited 
with  many  provisions  of  New  York  City’s  milk 
sanitation  code.  Dr.  North  in  1940  originated  a 
committee  on  longevity  among  his  surviving  physi- 
cian classmates  of  the  class  of  1900  to  insure  frequent 
Ijhysical  examinations  and  treatment  of  ailments. 
He  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Elbert  A.  Palmer,  M.D.,  of  Niagara  Falls,  died  on 
May  15  at  the  Buffalo  Veterans  Administration 
Hospital  at  Ihe  age  of  ninety-t.wo.  Dr.  Palmer  was 
graduated  from  Albany  Medical  College  in  1896 
and  had  been  a major  in  the  U.S.  Army  Medical 
Corps.  He  was  an  honorary  staff  member  at 
Niagara  Falls  Memorial  and  Mount  St.  Mary’s 
Hospitals.  Dr.  Palmer  was  a member  of  the 
Niagara  Falls  Academy  of  Medicine,  the  Niagara 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
A.ssociation. 

Aldo  Nicholas  Palmisano,  M.D.,  of  Cambria 
Heights,  died  on  May  15  at  the  age  of  forty-three. 
Dr.  Palmisano  was  graduated  from  Marquette 
University  School  of  Medicine  in  1943.  He  was 
clinical  assistant  attending  in  otolaryngologj'  at 
Mary  Immaculate  Hospital  and  at  Mary  Im- 
maculate Hospital  Outpatient  Department.  Dr. 
Palmisano  was  a member  of  the  Queens  Countj" 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  A.s.socia- 
tion. 

Joseph  F.  Paulonis,  M.D.,  of  Brooklyn  and  Say- 
ville,  died  on  July  30  at  his  home  in  Sayville  at  the 
age  of  sixty-six.  Dr.  Paulonis  was  graduated 
from  Columbia  University  College  of  Physicians  and 
Surgeons  in  1920  and  had  been  with  the  U.S. 
Public  Health  Service.  Since  1954  he  had  been 
deputy  medical  superintendent  of  Kings  County 
Hospital.  A Fellow  of  the  American  College  of 
Physicians,  Dr.  Paulonis  was  a member  of  the  Ameri- 
can Academy  of  Pediatrics  and  the  Brooklyn  Acad- 
emy of  Pediatrics. 

Eric  Peiser,  M.D.,  of  Long  Island  City,  died  on 
June  3 in  Cannes,  France,  at  the  age  of  seventy-five. 
Dr.  Peiser  received  his  medical  degree  from  the 
University  of  Freiburg  in  1911  and  had  practiced  in 
Germany  until  he  came  to  this  country  in  1941. 
He  was  clinical  assistant  attending  physician  at 
City  Hospital  at  Elmhurst.  Dr.  Peiser  was  a 
member  of  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Abraham  Ricklin,  M.D.,  of  Brooklyn,  died  on 
July  28  at  his  home  at  the  age  of  sixty-two.  Dr. 
Ricklin  was  graduated  from  New  York  University 
and  Bellevue  Hospital  Medical  College  in  1926. 
He  was  associate  attending  pediatrician  at  Coney 
Island  Hospital  and  assistant  attending  pediatrician 
at  Maimonides  Hospital.  Dr.  Ricklin  was  a mem- 
ber of  the  Kings  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  A.s.sociation. 
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Samuel  Richard  Sacks,  M.D.,  of  Buffalo,  died  on 
July  1 at  his  home  at  the  age  of  fifty-five.  Dr. 
Sacks  was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1932.  During  World  War  II 
he  served  in  the  China-Burma-India  Theatre  with 
the  U.S.  Army  Medical  Corps  as  a major.  He  was 
assistant  attending  pediatrician  at  Children’s 
Hospital.  Dr.  Sacks  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Mcalicrd 
Association. 

Joseph  William  Samson,  M.D.,  of  N(>w  "^'ork 
City,  died  on  August  1 at  his  home  at  the  age  of 
eighty-two.  Dr.  Samson  received  his  medical 
degree  from  the  University  of  Berlin  in  1904  and 
practiced  in  Germany  until  1933  when  he  escaped 
to  Paris,  coming  to  the  United  States  in  1942. 
He  was  a member  of  the  Rudolf  Virchow  Medical 
Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jacob  Sarnoff,  M.D.,  of  Miami  Beach,  Florida, 
formerly  of  New  York  City,  died  on  June  29  at 
Roosevelt  Hospital,  New  York  City  at  the  age  of 
seventy-four.’*'  Dr.  Sarnoff  graduated  from  New 
York  University-Bellevue  Hospital  Medical  Col- 
lege in  1908  and  interned  at  Jewish  Hospital. 
A founder  of  and  attending  physician  for  more  than 
twenty  years  at  Maimonides  Hospital,  he  also  had 
been  attending  surgeon  at  Beth  El  Hospital.  Dr. 
Sarnoff  helped  pioneer  surgical  motion  pictures 
for  teaching  purposes  and  had  produced  more 
than  600  films;  he  had  also  written  and  lectured 
extensively.  Dr.  Sarnoff  was  a member  of  the 
Kings  County  Surgical  Society,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

'*Dr.  Sarnoff  apparently  was  struck  down  by  some 
vehicle  in  front  of  the  New  York  Coliseum  while 
attending  the  A.M.A.  convention;  his  family  woidd 
appreciate  hearing  from  any  witnesses  to  the  accident. 


Alan  Barnett  Schonbrun,  M.D.,  of  Massepequa, 
died  on  July  29  at  the  age  of  forty-two.  Dr. 
Schonbrun  was  graduated  from  Tulane  University 
of  Louisiana  School  of  Medicine  in  1945.  He  was 
founder  and  director  of  a private  hospital  in  Co- 
piague.  Dr.  Schonbrun  was  a member  of  the  Nas- 
sau County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Alexander  Dubinsky  van  Eyck,  M.D.,  of  Mount 
Vernon,  died  ott  July  6 at  Mount  Vertion  Hospital 
at  the  ag<‘  of  s<‘vcnty-four.  Dr.  van  Eyck  received 
his  medical  degn'c  from  the  University  of  Halle- 
Wittenberg,  Germany,  in  1910  and  from  the  Royal 
College  of  Surgeons  of  England  in  1926.  He  was 
assistant  attending  obstetrician  and  gynecologist 
at  Mount  Vernon  Hospital.  Dr.  van  Eyck  was  a 
member  of  the  Westchester  County  Medical  So- 
ciety, the.  Medical  Society  of  the  State  of  New  ^'ork, 
and  the  American  Medical  Association. 

Benjamin  M.  Wax,  M.D.,  of  the  Bronx,  died  on 
August  6 in  Middletown,  New  York,  at  the  age  of 
seventy-six.  Dr.  Wax  was  graduated  from  Long 
Island  College'  Hospital  School  of  Metlicine  in  1914 
and  had  practiced  in  the  Bronx  until  his  retirement  . 
He  was  a membi'r  of  the  Bronx  County  Medical 
Society,  t.h('  Me'dical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Richard  Lee  Willis,  M.D.,  of  New  York  Cit3% 
died  at  his  home  in  Mountainside,  New  Jersey,  on 
July  14  at  the  age  of  sixty-eight.  Dr.  Willis  grad- 
uated in  1921  from  the  University  of  Virginia  De- 
partment of  Medicine.  He  was  former  chief  med- 
ical director  of  Mutual  Life  Insurance  Company  of 
New  York  and  during  World  War  I had  served  in 
the  French  army’s  ambulance  service  for  which  he 
was  awarded  the  Croix  de  Guerre  for  heroism  in 
action.  When  America  entered  the  war  he  trans- 
ferred to  the  U.S.  field  artillery. 


Philosophtj  is  common  sense  in  a dress  stet’L  -Oliver  S.  Braston 
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American  College  of  Chest  Physicians  Gives 
Fellowships — The  American  College  of  Chest 
Physicians  recently  conferred  fellowship  certificates 
on  204  physicians.  Recipients  of  these  certificates 
from  New  York  State  include  the  following:  Brook- 
lyn: Stanley  I.  Fishman,  M.D.,  Jesse  F.  Minnis, 
Jr.,  M.D.,  Samuel  Nisnewitz,  M.D.,  Maxwell  H. 
Scholnik,  M.D.,  Herbert  L.  Weinreb,  M.D.,  and 
Henry  L.  Wilkins,  M.D.;  Buffalo:  Frank  J. 
Bolgan,  M.D.,  William  M.  Bukowski,  M.D.,  and 
Allen  L.  Goldfarb,  M.D.;  Far  Rockaway:  Emanuel 
Levokove,  M.D.;  Flushing:  Rocco  P.  Giordano, 
M.D.;  Forest  Hills:  Leonard  Fox,  M.D.;  Glen 
Cove:  William  F.  Martin,  M.D.;  Jamaica:  Albert 
H.  Douglas,  M.D.,  and  Anthony  J.  Pesiri,  M.D.; 
Kingston:  Curtis  P.  Bight,  M.D.;  New  Rochelle: 
Ira  J.  Gelb,  M.D.;  New  York  City:  Mortimer  E. 
Bader,  M.D.,  Richard  A.  Bader,  M.D.,  Charles  I. 
Garfield,  M.D.,  Paul  A.  Kirschner,  M.D.,  Howard 

L.  Moscovitz,  M.D.,  Bernard  P.  Robinson,  M.D., 
and  Myron  Sesit,  M.D.;  Perrysburg:  Elsa  Kent, 

M. D.;  Schenectady:  Edward  DeFeo,  M.D.,  and 
Thaddeus  J.  Murawski,  M.D.;  Staten  Island: 
James  H.  Shindel,  M.D.;  Syracuse:  Clifford  J. 
Straehley,  M.D.;  Tarrytown:  Armond  V.  Mascia, 
M.D.;  and  Valley  Stream:  Harold  S.  Sandhaus, 
M.D. 

New  Facilities  for  Mentally  Retarded  Children — 
Paul  H.  Hoch,  M.D.,  Commissioner  of  Mental 
Hygiene  for  New  York  State,  has  announced  that 
five  floors  of  Gouverneur  Hospital  in  New  York 
City  will  be  rented  for  use  in  the  care  and  treatment 
of  about  200  mentally  retarded  children.  The 
ehildren  will  not  be  admitted  directly  to  Gouverneur 
Hospital  but  will  be  received  from  the  overcrowded 
Willowbrook  State  School  on  Staten  Island. 

Appropriations  for  a new  State  school  in  Suffolk 
County  for  the  mentally  retarded  were  made  by 
the  1961  Legislature  but  the  school  is  not  expected 
to  be  ready  for  occupancy  before  1965. 

Academy  of  Psychoanalysis  Elects  Officers — The 
Academy  of  Psychoanalysis  has  announced  the 
election  of  the  following  officers  for  1961-1962: 
Roy  R.  Grinker,  Sr.,  M.D.,  Chicago,  president; 
Sandor  Rado,  M.D.,  New  York  City,  presidents 
elect;  Frances  S.  Arkin,  M.D.,  New  York  City, 
past-president;  Joseph  H.  Merin,  M.D.,  New  York 
City,  secretary;  and  John  L.  Schimel,  M.D., 


New  York  City,  treasurer. 

Trustees  elected  are:  Nathan  W.  Ackerman, 

M.D.,  Irving  Bieber,  M.D.,  Ralph  M.  Crowley, 
M.D.,  and  Janet  Mack  Rioch,  M.D.,  all  of  New  York 
City,  and  Marianne  H.  Eckardt,  M.D.,  Bethesda, 
Maryland,  Don  D.  Jackson,  M.D.,  Palo  Alto, 
California,  May  E.  Romm,  M.D.,  Beverly  Hills, 
California,  and  Leon  Salzman,  M.D.,  Washington, 
D.C. 

Columbia  University  Gets  Grant  to  Study 
Epilepsy — The  Epilepsy  Foundation  (Federal  Asso- 
ciation for  Epilepsy)  has  awarded  a medical  grant 
of  $4,250  to  Columbia  University  to  assist  in  the 
study  of  the  shifting  patterns  of  epileptic  attacks  in 
children. 

Work  in  this  important  area  of  research  in  epilepsy 
is  being  carried  on  under  the  direction  of  William 
Caveness,  M.D.,  at  the  University’s  College  of 
Physicians  and  Surgeons.  The  purpose  of  the 
present  research  effort  is  to  establish,  under  con- 
trolled laboratory  conditions,  a more  exact  correla- 
tion between  seizure  susceptibility  and  the  develop- 
ment of  the  attack  pattern  at  successive  age  levels. 

Temporal  Bone  Bank  Program — The  Deafness 
Research  Foundation’s  temporal  bone  bank  program 
for  ear  research  has  resulted  in  a network  of  units 
in  leading  research  laboratories  across  the  country. 
In  January,  1961,  a national  temporal  bone  bank 
center  was  opened  at  the  University  of  Chicago. 
The  center  is  operated  under  the  direction  of  John 
R.  Lindsay,  M.D. 

The  temporal  bone  banks  have  been  established 
to  provide  a channel  through  which  individuals 
may  bequeath  their  temporal  bones  to  science. 
Inner-ear  findings  are  correlated  with  the  examina- 
tion of  the  patient’s  history  and  records.  A serious 
handicap  in  the  investigation  of  the  nature  and 
causes  of  deafness  has  been  the  fact  that  the  inner 
ear  cannot  be  examined  directly  during  life.  De- 
termination of  the  exact  nature  of  the  disease  which 
caused  the  disability  can  be  made  only  after  death 
by  removal  and  preparation  for  microscopic  exami- 
nation of  the  temporal  bones  which  contain  the 
middle  and  inner-ear  structures. 

For  complete  information  concerning  the  tem- 
poral bone  program  write  to:  The  Deafness  Research 
Foundation,  310  Lexington  Avenue,  New  York  16, 
New  York. 
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Postgraduate  Courses  at  Medical  College  of 
Georgia — Five  postgraduate  courses  patterned  for 
the  practitioner  are  planned  for  the  fall  and  winter 
1961-1962  at  the  Medical  College  of  Georgia, 
Augusta,  Georgia.  Among  the  members  of  the 
faculty  will  be  Louis  A.  Goldstein,  M.D.,  associate 
professor  of  surgery  (orthopedics).  University  of 
Rochester  School  of  Medicine,  Rochester,  New  York. 

The  courses  will  be  as  follows: 

Advances  in  Pediatric  Diagnosis  and  Treatment, 


October  31  through  November  2;  Fractures  in 
General  Practice,  November  14  through  16;  Ob- 
stetric Problems  in  Private  Practice,  January  23 
through  25;  Cardiac  Emergencies,  February  13 
through  15;  and  Pre-  and  Postoperative  Care,  March 
20  through  22. 

For  information  write  to:  Claude-Starr  Wright, 
M.D.,  Director,  Department  of  Continuing  Edu- 
cation, Medical  College  of  Georgia,  Augusta, 
Georgia. 


Personalities 


Installed 

Vaughan  C.  Mason,  M.D.,  New  York  City,  as 
president  of  the  National  Medical  Association. 

Appointed 

Irving  R.  Tabershaw,  M.D.,  New  York  City’ 
re-appointed  to  the  Medical  Advisory  Council  of 
the  American  Association  of  Industrial  Nurses. 

Speakers 

Maxwell  Spring,  M.D.,  F.A.C.P.,  on  July  20 
on  the  topic  “Automatic  Electronic  Blood  Pressure 
Apparatus”  before  the  fourth  international  con- 
ference on  medical  electronics  in  New  York  City  . . . 


Leo  Wollman,  M.D.,  Brooklyn,  on  June  3 at  the 
annual  convention  of  the  Brooklyn  Psychological 
Association  on  the  subject  “Hypnosis”;  on  June  7, 
at  the  second  annual  meeting  of  the  New  Jersey 
Section  of  the  Society  for  Clinical  and  Experimental 
Hypnosis  at  the  Essex  County  Overbrook  Hospital 
on  the  subject  “Psychosomatic  Gynecology  and 
Obstetrics”;  on  June  22  before  the  Provident  Sick 
and  Benevolent  Society  on  the  subject  “Socialized 
Medicine”;  on  June  24  before  the  International 
Fertility  Association  on  the  subject  “Clinical  As- 
pects of  the  Therapy  of  Infertility  by  Medical 
Hypnosis”;  and  on  July  31,  on  the  WNEW  tele- 
vision program  “PM  East”  on  the  subject  “Hyp- 
nosis in  Childbirth  and  Infertility.” 


Annual  Convention 

AMERICAN  MEDICAL  WRITERS’  ASSOCIATION 

October  6 and  7,  1961 
Belmont  Plaza  Hotel 
New  York  City 

For  information  concerning  registration,  write  to: 

Local  Arrangements  Committee 

New  York  State  Journal  of  Medicine 

750  Third  Avenue,  New  York  17,  New  York 


September  15,  1961 


3185 


Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1961—25,372  ' 


County 


Pretident 


Seeretary 


Treaturtr 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester . . 

Wyoming 

Yates 


B njamin  Hoffman Albany 

George  E.  Taylor,  Jr Cuba 

George  A.  Howley Bronx 

George  C.  Hamilton.  . Binghamton 

B.  John  Toth Olean 

Leonard  W.  Sincerbeaux . . . Auburn 
H.  Wolcott  Ingham  . . Jamestown 

William  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

LeRoy  J.  Holbert Kinderhook 

William  J.  McAulifife Cortland 

David  G.  Doane Walton 

Morris  J.  Frank Beacon 

Eugene  J.  Hanavan Buffalo 

Rudolph  J.  Martin ....  Ticonderoga 

C.  Bradley  Sageman . . Saranac  Lake 

Arthur  Howard Johnstown 

Myron  E.  Williams Batavia 

T.  Earl  McQuade Coxsackie 

Leo  L.  Heller Newport 

Rudolph  J.  Haas Chaumont 

Leslie  H.  Tisdall Brooklyn 

Louis  A.  Avallone Lowville 

Stanley  J.  Jackson  . . Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Charles  R.  Mathews Rochester 

Feori  F.  Pipito Amsterdam 

Wendell  L.  Hughes.  . . .Hempstead 

David  Lyall New  York 

John  T.  Donovan.  Jr Lockport 

Theodore  J.  Kantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

Allen  H.  Keniston Port  Jervis 

Arnold  O.  Riley Holley 

John  B.  Riley Oswego 

Clinton  V.  Z.  Hawn . . Cooperstown 

Eugene  Lusardi Cold  Spring 

Charles  C.  Mangi Woodhaven 

David  R.  Tomlinson Troy 

Fredrick  D.  Regan . . . Staten  Island 

G.  Gordon  Knight Piermont 

Alexander  E.  Dodds Edwards 

G.  D.  Anderson . . . Saratoga  Springs 

Donald  C.  Walker Delanson 

Robert  Greenwald Cobleskill 

Fritz  Landsberg Watkins  Glen 

Willard  L.  Hogeboom Willard 

Leon  M.  Roe Canisteo 

Anthony  Kohn Bay  Shore 

Lester  Lipson Monticello 

Henry  Kaine Spencer 

Noah  J.  Kassman Ithaca 

Vincent  Amatrano Kingston 

Raymond  L.  Rhodes. . . . Glens  Falls 

Peter  J.  Attwood Greenwich 

Charles  D.  Reeves Newark 

Charles  M.  Brane Yonkers 

G.  Stanley  Baker Castile 

Vincas  Sirmenis Penn  Yan 


John  J.  Phelan,  Jr Albany 

Edward  W.  Briggs,  Jr..  . . Wellsville 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicott 

Frank  T.  Frost Olean 

Donald  W.  Delahanty Auburn 

Joseph  V.  Eiarnes Dunkirk 

James  A.  Mark Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Theodore  I.  Jacobus Cortland 

Marvin  Huyck Walton 

James  K.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington.  . .Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Philip  T.  Cortese Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler.  Jr..  . New  York 

William  C.  Niesen Niagara  Falls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Simmons Brewster 

Frank  W.  Farrell Flushing 

John  A.  Enaien Troy 

Joseph  Dolgin Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  V.  Dewell Cobleskill 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer.  .Waterloo 

Milton  Tully Hornell 

Joseph  Lambert Bay  Shore 

Alan  R.  Fried Livingston  Manor 

George  F.  Pritchard Owego 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Wallace  M.  Sheridan . . White  Plains 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker. . . .Penn  Yan 


Salvatore  Tabacco Albany 

Frederick  H.  McCarty.  . .Wellsville 

Herbert  G.  Cohen Bronx 

James  F.  Johnson Binghamton 

Ruth  R.  Knobloch ....  Little  Valley 

Joseph  T.  Birardi Auburn 

C.  Otto  Lindbeck Jamestown 

Francis  W.  Chamberlain.  . . .Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

Francis  W.  O’Donnell Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond.  . .Johnstown 

Emil  Kimaid Le  Roy 

Mablon  H.  Atkinson Catskill 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington . . . Watertown 

James  L.  O’Leary Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn. . . Mount  Morris 

Gareth  S.  West Chittenango 

Charles  D.  Sherman,  Jr..  .Rochester 
Robert  W.  Dunlap,  Jr..  .Amsterdam 

Louis  Bush Baldwin 

Adelaide  Romaine New  York 

Glenn  E.  Jones Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  Dispenza Albion 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Del  Campo Carmel 

Victor  S.  Lait Flushing 

Thomas  Engster.  . Center  Brunswick 

J.  J.  Silverman Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 
Kurt  H.  Meyerhoff. . . .Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer.  .Waterloo 

Milton  TuUy Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried Livingston  Manor 

George  F.  Pritchard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston 

Francis  X.  Dover Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Joseph  Asin Newark 

Robert  E.  Healy Mount  Kiteo 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker. ..  .Penn  Yan 
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New  York  State  J.  Med. 


Does  Your  Medical  Aaaiatant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  « X-RAY  AVAILABLE 
Our  10-monlht  day  count  Ineludci  Inicntivc  training 
in  itboralery  laehniqutt,  E.K.G.  and  B.M.R.  X-ray 
and  mtdicti  iltnofraphy  and  lypina. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 


MohM.  ScUotU 


854  W.  54  St— N Y C 
CIrelt  7-3434 
Lieanitd  by  lha  Stale  of  New  York  


PINEWOOD  8;- 

EST.  1930  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 

Westchester  County  Katortah,  N.  Y.  Tel:  Central  2-3155 
A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate:  Commence  at  $125.00  per  week. 

N.  y.  City  Offices— By  Appointment 
Dr.  Wendcr  — 59  East  79  St.  — Mon.,  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


A Modern 
Payehiatric  Hoapitat  Unit 
Selected  drug  and  alcohol  problems 
accepted 

Rotes  Moderate 

Eufena  N.  Boudreau,  M.D.,  Psyckiatrht 
R.  Stuart  Dyer,  M.D.,  Aitt.  Fiyehiatriit 
Donald  Boudreau,  M.D.,d«tf . Ftfckiairitt 
658  West  C^ondaga  Street 
SYRACUSE,  N.  Y. 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 


JUST  PUBLISHED! 

1961  Edition  of  the  “BLUE  BOOK" 

THE  MEDICAL  DIRECTORY 
OF 

NEW  YORK  STATE 

NON-MEMBERS  OF  THE  MEDICAL  SOCIETY 
ORDER  YOUR  COPY  FROM: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue,  New  York,  New  York 


($20.00  per  volume  plus  3%  sales  tax  in  New  York  City) 

To  avoid  duplication  of  orders,  please  state 
when  ordering  for  hospitals,  societies,  com- 
panies, etc. 


WEST  HELL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
For  oefTOQs,  mental,  drug  and  alcoholic  patients.  The  aaoitariom  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
icieottfically  air<onditiooed.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Klngsbrldg*  9-8440 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


FOR  GASTRO  INTESTINAL  DYSFUNCTION  AND 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


'Sedation  t Euphoria  for  Nervoui, 
Irritable  Patients" 


"A  modernized  method  of  prepanne  Bufbw 
Solution  U.S.P.  XIV 


EUCARBON® 


Eieh  tablet  centaini:  Eitract  of  Rhubarb, 
Senna.  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  In  a hi(hly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative,  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoillying  substance  with  a widi 
range  of  uses  in  dermatology. 

Oases:  1 or  2 tablets  daily  Vb  hr.  after 
meals  — Supply:  tins  of  100. 


VALERIANETSDISPERT® 


Each  Chocolate  Coated  Tab.  Contains  Eit. 
of  Valerian  (highly  concentrated)  0.0$  gm, 
dispergentized.  Tastless,  Odorless,  Non- 
Oepressant,  Non-Habit  forming.  Indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  insomnia. 


PRESTO-BORO® 


POWDER  IN  ENVELOPES  OR  TABIHS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings,  inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 
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PHYSICIANS  WANTED 


ServioeB  of  doctor  oeeded  in  the  Phelps,  New  York  srea. 
House  and  office  available.  Contact  the  Sec'y  of  toe  Chamber 
of  Commerce. 


E.E.N.T.  specialist  to  take  over  magnihcent  home-office  com- 
bination grossing  over  SbO.OOO.  Suitable  for  1 or  2 doctors. 
All  equipment  and  furnishings  included.  3 hrs.  from  NYC. 
Terms  available.  Write  Box  405,  N.  Y.  St.  Jr.  Med. 


Radiologist  wanted:  Part-time,  mornings.  Fluoroscopies. 
Phone  H 4-6858. 


-Anesthesiologist — to  direct  and  take  charge  of  Auesthesia 
Department  in  160  bed  general  hospital  with  approximately 
2000  major  and  minor  surgical  operations  per  year.  Wonder- 
ful opportunity  to  develop  ana  enlarge  anesthesia  service. 
Financial  arrangements — fee  for  service  plus  guaranteed 
minimum.  Contact — Administrator,  Columbia  Memorial 
Hospital,  Hudson.  N.Y. 


House-physician,  60  bed  hospital.  Quarters  available. 
Hours  and  salary  open.  Apply  Administrator,  Freeport  Hos- 
pital, Freeport,  L.  I.,  N.  Y. 


WANTED:  General  practitioner.  Rural  area,  97  miles 

from  New  York  City  in  the  Ashokan  Reservoir  area.  Race 
track,  bowling  alley,  churches  and  an  excellent  school  system. 
Hospitals  with  350  bed  capacity.  Write  Elsie  M.  Davis, 
Town  Clerk,  Olivebridge,  New  York. 


Family  doctor  needed  to  take  over  fine  home  and  equipped 
office,  small  southern  tier  town.  Excellent  opportunity, 
favorable  price  and  terms.  Contact  L.  Elton,  M.D.,  Addi- 
son, N.  Y. 


Physician  wanted  for  career  in  industrial  medicine  by  a large 
chemical  company  with  a New  York  State  plant.  Good  per- 
manent future  and  excellent  job  opportunities.  Please  en- 
close resume  with  letter  giving  name,  address,  phone  number, 
age.  training,  medical  education,  licensure,  as  soon  as  possible 
to  C.  A.  D'Alonzo,  M.D.,  F.A.C.P.,  Assistant  Medical 
Director,  E.  I.  du  Pont  de  Nemours  & Co.,  11400  Nemours 
Building,  Wilmington  98,  Delaware. 


Generalist  to  take  over  old  established  practice  in  beautiful 
home-office  combination.  Compl.  equipped  and  furnished. 
Upstate,  N.  Y.,  Thruway  exit.  Hospitals  nearby.  Health 
officer  and  school  physician  positions  available,  excellent 
income.  Price  $46,000.  Write  Box  391.  N.  Y.  St.  Jr.  Med. 


Positions  available  for  iiualified  physicians  in  psychiatric 
and  medical  services  of  a 1700  bed  psychiatric  hospital 
located  in  New  York  State's  beautiful  Finger  Lakes  area. 
Requirements:  licensure  in  any  state.  Age,  nut  over  60. 
Salary  range:  $10,635 — $13,730  plus  16%  if  certified  by  an 
American  Specialty  Board.  Excellent  fringe  benefits.  Write: 
Manager,  VA  Hospital,  Canandaigua,  New  York. 


Anesthesiologist — 5 mornings  7:30  A.M. — 12:30  P.M.,  for 
dental  practice.  State  particulars  and  salary.  Write  Box  413 
N.  Y.  St.  Jr.  Med. 


General  Practitioner,  suburb  of  University  city  Western  New 
York,  very  active  modern  practice.  Wants  ambitious  per- 
manent assistant  or  partner.  Foreign  trained,  taking  New 
York  State  license  accepted.  Give  handwritten  details  in  first 
letter.  Write  Box  404,  N.  Y.  St.  Jr.  Med. 


WANTED:  General  Practitioner  for  Incorporated  village. 
Northern  New  York.  Dairying  and  paper  manufacturing 
center.  Near  an  approved  hospital.  Excellent  field.  Write 
Box  401,  N.  Y.  St.  Jr.  Med. 


Internist — Large  Midwest  hospital.  Must  be  board  eligible. 
Write  Box  234,  N.  Y.  St.  Jr.  Med. 


REAL  ESTATE  FOR  SALE  OR  RENT 


For  Rent:  Central  Nassau  County — Ideal  location — Exclu- 
sive community — Unlimited  opportunity  for  G.P.  or  any 
specialty.  Call  IV  3-4884. 


Medical  Building  in  rapid  growing  community  on  Long 
Island  with  75%  of  space  occupied,  has  office  space  available 
for  Ped,  GU,  Ortho,  also  part  time  for  Neuro,  Psych,  Derm. 
For  information,  call  FOrest  8-8888. 


For  Rent:  Doctors  and  Dentists  suites.  New  professional 

building,  air  conditioned.  Write:  Bernard  Lasher,  Red  , 

Hook,  New  York  or  phone  PLateau  8-3201.  , 


FASTEST  GROWING  SECTION  IN  BROOKLYN.  Pro- 
fessional office  in  new  apartment  house.  Air  conditioned,  ' 
private  entrance.  Avenue  Y at  Nostrand  .Avenue.  NI  8-6986. 


Completely  equipped,  warmly  decorated  five  room  suite  i 
available  to  share  with  pediatrician.  Located  in  beautiful 
residential  South  Shore  area.  Suitable  internist,  neurologist,  4 
surgeon,  obstetrician,  psychologist,  etc.  Call  CE  9-6675.  I 


For  rent;  New,  modern  offices — rapidly  growing  community  | 
in  Westchester  County — Pound  Ridge,  N.  Y.  PO  4-6767. 
Eves.  CaU  BE  4-3824. 


Wantagh:  Doctor’s  home-office,  9'/«  years  old.  Fully 

equipped.  Prominent  corner.  Must  sell  due  to  illness. 
Asking  $35,000.  Call  SIT  6-7821. 


Doctor’s  home-office  combination  for  sale  or  rent.  Hospital 
within  one  mile.  Leaving  to  specialize.  Prosperous  Long 
Island  community  requiring  General  Practitioner.  Write  Box 
411,  N.  Y.  St.  Jr.  Med. 


Professional  office  for  dentist  or  doctor  to  lease,  main  corner 
location.  Growing  area;  Sunrise  Highway;  Lindenhurst. 
L.I.  Present  tenant  moving  to  own  building.  Call  MY 
1-7400  days,  MO  9-7568  evenings.  .Area  code.  516. 


RENT  OR  SUB-LEASE:  Furnished  concourse  office  avail- 
able Tuesday,  Thursday,  Friday  all  day  and  Saturday  after- 
noon. Other  days,  occupied  by  allergist.  4 rooms,  1150  ’ 
Grand  Concourse,  near  167th  Street.  Low  rental,  doorman.  I 
X-ray  equipment.  CYpress  3-8181.  1 
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MISCELLANEOUS 


PRACTICES:  FOR  SALE  OR  RENT 


General  practice,  established  14  years,  active.  Home-ofBce 
combination  in  Central  Hudson  Valley  Village.  Suitable  for 
solo  or  partners.  Terms  if  needed.  Box  339,  N.  Y.  St.  Jr. 
Med. 


Well  established  general  practice,  home-o£Sce  combination, 
in  western  Nassau  County.  Will  introduce.  Write  Box  409, 
N.  Y.  St.  Jr.  Med. 


Large  general  practice,  home-office  combination,  2 hospitals, 
Kingston,  for  sale  early  part  1962.  Write  Box  396,  N.  Y. 
St.  Jr.  Med. 


For  Sale:  Due  to  retirement,  well  established  17  year  active 
ractice  and  modernized  home,  located  in  center  of  River- 
ead.  Long  Island,  on  Main  Street.  Easy  terms.  Willing  to 
introduce  to  patients.  Accredited  hospital  nearby.  Write 
Box  397,  N.  Y.  St.  Jr.  Med. 


Well  estab.  home/office  combination  in  Oneonta,  N.  Y. 
G.  P.  with  EENT  sub.  retiring  from  private  practice.  Ex- 
cellent for  G.P.  or  EENT.  Write  Box  408,  N.  Y.  St.  Jr.  Med. 


FOR  SALE:  Well  established  general  practice.  Due  to  ill- 
ness. Includes  diathermy,  Ouoroscopy,  electrocardiograph. 
Long  lease,  reasonable.  Address:  Harry  M.  Lebowitz,  M.D. 
20:39  Shore  Blvd.,  Astoria,  5,  N.  Y. 


Western  New  York:  Busy  established  general  practice  in 

rural  village  25  minutes  from  large  city.  Office-home  com- 
bination|with  equipment.  Five  minutes  from  modern  general 
practice  hospital.  Will  be  welcomed  by  local  physicians. 
Sacrifice  price.  Contact  Box  414,  N.  Y.  St.  Jr.  Med. 


POSITIONS  WANTED 


NEUROLOGIST:  University  hospital  trained.  Board 

eligible,  available  June,  1962;  seeks  affiliation  with  medical 
group.  Write  Box  402,  N.  Y.  St.  Jr.  Med. 


Certified  Anesthesiologist,  female,  U.S.  citizen,  eligible  New 
York  State  license,  seeks  full  or  part-time  position.  Write 
Box  407,  N.Y.  St.  Jr.  Med. 


Physician,  New  York  State  licensed.  Will  gladly  accept 
work  in  a gyn.  clinic.  No  salary  re(|uired.  Write  Box  400. 
N.  Y.  St.  Jr.  Med. 


Exp.  G.P.  wants  to  join  group  or  associate  with  G.P.  Pref- 
erably Nassau,  Westchester  or  Rockland  County.  Write 
Box  410,  N.  Y.  St.  Jr.  Med. 


Internist,  board  eligible,  age  31,  seeks  association  with  es 
tablished  internist  within  50  mile  radius  of  New  York  City 
Write  Box  415,  N.  Y.  St.  Jr.  Med. 


INTERNIST:  Completing  3 yr.  residency  inch  1 yr.  fellow- 
ship Cardiology.  Military  service  completed.  Seeks  asso- 
ciation with  Internist,  group  or  other  position.  Available  1 
Jan.  1962,  N.  Y„  lie.  Write  Box  412,  N.  Y.  St.  ,Ir.  Med. 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33‘/»%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D. 
211-02  Union  Tpke,  Flushing  64,  N,  Y.  HO  4-1100. 


To  Share:  Modern,  fully-equipped  3 room  office.  Main  floor 
street  entrance.  W.  90th  Street,  Cor.  Broadway.  Phone 
EN  2-6083  or  EN  2-6043  before  Noon. 


Editing,  library  research;  French,  German  translations;  in- 
dexing, proofreading,  etc.  Careful  work.  Reasonable 
rates.  Newell,  71  W.  96th  St.,  NYC  25.  RI  9-1990. 


EQUIPMENT  FOR  SALE 


Radiologist's  modern  200  M.A.  x-ray  diagnostic  unit  and 
dark  room  accessories  for  sale.  Harold  Schwartz,  M.D., 
99  Pratt  St.,  Hartford  3,  Conn. 


CLASSIFIED  RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  17,  N.  Y. 
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when  G.l.  patients  | 
double  up  with  pain...] 
double  up  on 
symptomatic  relief 

‘ENARAX 

(oxyphencyclimine  plus  ATARAX®) 


In  peptic  ulcer  and  functional  bowel  distress 

ENARAX  provides  dual  relief  of  symptoms:  it  de- 
creases acid  flow  and  spasm  . . . and  relieves  tension. 

Plus  protection  against  flare-ups 

ENARAX  works  continuously . . . gives  dependable  24- 
hour  control,  usually  with  b,i.d.  dosage. 

Here’s  how:  ENARAX  combines  oxyphencyclimine,  an' 
inherently  long-acting  anticholinergic  (no  slip-ups 
due  to  coatings  or  timing  devices),  plus  Atarax,*  one 
of  the  best  tolerated  tranquilizers,  to  decrease  ten- 
sion without  increasing  gastric  secretion.  The  result: 
demonstrated  success  in  87%  of  cases.' 

Anticholinergics  alone  are  often  not  enough.  But  G.  I. 
complaints  like  "burning,”  hyperacidity,  pain,  spasm 
and  associated  tension  have  one  hopeful  thing  in 
common:  they  usually  respond  to  your  prescription 
for  ENARAX. 

Dosage:  The  usual  dosage  is  one  ENARAX  5 or  ENARAX  10 
tablet  twice  daily— preferably  in  the  morning  and  before  retiring. 
Maintenance  dose  should  be  adjusted  according  to  therapeutic 
response.  Use  with  caution  in  patients  with  prostatic  hyper- 
trophy and  only  with  ophthalmological  supervision  in  glaucoma. 

Supplied:  ENARAX  5 (oxyphencyclimine  HCI  5 mg.,  Atarax  25 
mg.)  and  ENARAX  10  (oxyphencyclimine  HCI  10  mg.,  Atarax 
25  mg.),  bottles  of  60. 

1.  Hock,  C.  W.:  Am.  J.  Gastroenterol.  34:293  (Sept.)  1960. 
*brand  of  hydroxyzine 

FOR  HEMATOPOIETIC  STIMULATION  WHERE  OC- 
CULT BLEEDING  IS  PRESENT:  HEPTUNA®  PLUS - 
Balanced  Hematinic  Formula 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  &Co„  Inc. 
Science  for  the  World's  Well-Being® 
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MINUTES  OF  THE  ANNUAL  MEETING 


lEW  voKE  me 

Jteuu  OF  neDKiie 


Part  II 


Proceedings  of  the  House  of  Delegates 
Medical  Society  of  the  State  of  IWeiv  York 


155th  Annual  Meeting,  May  8 to  10,  1961 


Rochester 


This  Issue  Is  In  Two  Parts 
Pari  II 


IMPORTANT 
YOUR  NEXT  MEETING 


The  156th  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New  York 
will  return  to  the  redecorated  Statler 
Hilton  in  New  York  City  on  May  14-18, 
1962. 


Some  very  interesting  innovations  are 
planned  for  the  next  meeting  of  the 
Society,  so  mark  the  dates  now  even 
though  the  event  is  eight  months  away. 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Editorial  and  Circulation  Office:  750  Third 
Ave.,  New  York  17,  N.  Y.  Publication  Office:  20th  and  Northampton  Sts.,  Easton,  Pa.  Change  of  Address:  Notice 
Should  State  Whether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Six  Weeks  Notice  Is 
Required  To  Effect  a Change  of  Address.  Fifty  cents  per  copy — $7.50  per  year.  Second-class  mail  privileges  authorised 
at  Easton,  Penna.  This  publication  is  authorised  to  he  mailed  at  the  special  rates  of  postage  prescribed  by  Section  232.722. 
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Iteference  Committees,  7 

Reference  of  Reports  and  Supplementar}'  Reports, 
8 

Relative  Values  Schedule 
Establishment  Urged,  180 
Studies  Recommended,  190 
Representatives  of  Other  Professions 

Dental  Society;  Howard  Lyboldt,  D.D.S.,  176 
Veterinary  Medical  Society:  Stanley  B.  Jacobs, 
D.V.M.,  103 

Representatives  of  Other  State  Medical  Societies 
Connecticut;  Thomas  M.  Feeney,  M.D.,  36 
Maine:  Carl  E.  Richards,  M.D.,  36 
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New  Jersey:  Wilham  F.  Costello,  M.D.,  103 
Pennsylvania:  Daniel  H.  Bee,  M.D.,  218 
Rhode  Island:  Arthur  E.  Hardy,  M.D.,  36 
Vermont:  Benjamin  Singerman,  M.D.,  36 
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Resolution  of  Thanks:  Convention  Committee  and 
Subcommittees;  Speaker  and  Vice-Speaker; 
Secretary  and  Assistant  Secretary;  Staff  Mem- 
bers; Hotel  Management  and  Staff;  Executive 
Vice-President;  Monroe  County  Academy  of 
General  Practice  and  their  District  Branch,  253 
Rural  Medical  Service:  Reference  Committee 

Report;  Name  of  Committee  Changed,  210 

School  Health 

Committee:  Reports,  14,  172 
Periodic  Physical  Examinations,  52,  173,  219 
Scientific  Awards  Committee  Report,  250 
Scientific  Sections,  Organization  and  Functions  of: 
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Scientific  Sessions:  Separation  from  House  of  Dele- 
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Secretary;  Reference  Committee  Report,  184 
Shepard,  Commander  Alan  B.:  Congratulations,  28 
Social  Security  for  Phj^sicians,  40,  44,  60,  106,  141, 
198 


Social  Welfare,  New  York  State  Department  of  V 
Medical  Asistance  for  the  Aged , I 

Additional  Services  Proposed,  89,  237  I 

Fees,  57,  231  1 

Metcalf-McCloskey  Act  Application:  Survey  j 

by  County  and  State  Medical  Societies,  222  J 
Medical  Care  Supervision,  96,  97,  203  1 

Vitamins;  Restricted  Use,  59,  202  ^ 
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Treasurer:  Reference  Committee  Report,  188 
Trustees:  Reference  Committee  Report,  185 

U.S.  Veterans  Administration 

Hospital  Care:  Nonservice  Cases,  49,  200 
Liaison  Subcommittee:  Reports,  17,  196  ' 

War  Memorial:  Reference  Committee  Report,  186 
Woman’s  Auxiliary;  President’s  Address,  31 
Woman’s  Auxiliary,  Advisory  Committee  to;  Refer- 
ence Committee  Report,  147 
Wood,  Archibald  O.  M.,  M.D.:  1960  General 

Practitioner  Award,  30  ' 

Workmen’s  Compensation  , 

Board  Regulations:  Inequities,  71,  207  J 

Committee;  Reference  Committee  Report,  206  < 

Fee  Schedules:  Time  Limitation,  88,  208  ; 

Law:  Inequities,  71,  207  f 

Section  on  Medical-Legal  and  Workmen’s  Com-  { 

pensation  Matters,  82,  136  ' » 
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REACH  FOR  YOUR  COPY  OF  "THE  BLUE  BOOK" 

Your  guide  to  the  medical  profession  of  New  York  State 


The  1961  edition  of  the  MEDICAL  DIRECTORY  is 
available  . . . 

at  your  fingertips  accurate,  detailed  information— address, 
telephone  numbers,  office  hours,  and  biographical  briefs, 
on  the  more  than  31,900  New  York  State  physicians- 
conveniently  arranged  by  alphabetical  listing  and  by  loca- 
tion. 

And  there  are  many  other  important  features  in  the 
DIRECTORY— 

among  them  listings  of  hospitals  complete  with  personnel, 
medical  schools,  medical  societies  (local  and  national),  and 
the  bylaws,  constitution,  and  various  bureaus  and  depart- 
ments of  the  Medical  Society  of  the  State  of  New  York. 

For  your  every  medical  need  consult  the  Directory  Refer- 
ence and  Purchasing  Guide . . . 

nursing  homes  and  sanitariums,  schools,  orthopedic  and 
pharmaceutical  supphers,  employment  and  collection  agen- 
cies, and  many  other  services  are  included. 

There  is  no  other  volume  providing  such  a wealth  of  valu- 
able medical  information  for  and  about  New  York  State 
physicians . . . 

use  your  DIRECTORY  often. 


Orders  for  the  1961  edition  are  now  being  taken  from: 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 

750  Third  Avenue,  New  York,  New  York 
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Acts  within  minutes— koaqamin,  unlike  other  hemostatic  agents,  acts  quickly  in  minimal 
dosages.  Working  on  the  late  phases  of  the  clotting  mechanism,  koagamin  does  not  require 
massive  and  prolonged  pre-  or  postoperative  dosages  to  control  capillary  and  venous  bleeding. 

Acts  with  predictable  safety— In  20  years  of  clinical  use,  no  toxic  or  side  actions  have  been 
reported  with  koagamin.  Bleeding  is  arrested  without  danger  of  thrombosis,  and  because 
KOAGAMIN  contains  no  protein  or  alkaloid,  it  can  be  administered  without  danger  of  sensi- 
tization or  untoward  reactions. 

Acts  effectively  in  a broad  range  of  indications— Because  of  its  unparalleled  safety  and 
outstanding  effectiveness,  koagamin  has  been  successfully  employed  in... hemorrhagic  dis- 
eases, abnormal  bleeding,  blood  disorders,  surgical  cases  and  trauma. 

KOAGAMIN,  an  aqueous  solution  of  oxalic  (S  mg.  per  cc.)  and  malonic  (2.5  mg.  per  cc.)  acids  for  parenteral 
use,  is  supplied  in  10-cc.  diaphragm-stoppered  vials. 

CHATHAM  PHARMACEUTICALS,  INC  • NEWARK  2,  NEW  JERSEY 

Distributed  in  Canada  by  Austin  Laboratories,  Limited,  Guelph,  Ontario 

BEFORE,  DURING  AND  AFTER  SURGERY 

KOAGAMIN 

^ (parenteral  hemostat) 

controls 
bleeding 
with 
minimal 
dosage  and 
maximum 


c 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

COPYRIGHT  1961  BY  THE  MEDICAL  SOCIETY  OP  THE  STATE  OF  NEW  YORK 


VOLUME  61  SEPTEMBER  1,  1961  NUMBER  17,  PART  II 


I:  William  Hammond,  M.D.,  Editor 

' Alvina  Rich  Lewis,  Managing  Editor  Charles  L.  Baldwin,  Business  and  Advertising  Director 

Publication  Committee 
Alfred  P.  Ingegno,  M.D.,  Chairman 

Harold  R.  Brown,  M.U.  William  J.  Grace,  M.D.  John  G.  Masterson,  M.U. 

Maurice  J.  Dattelbaum,  M.U.  William  Hammond,  M.D.  Norman  S.  Moore,  M.D. 

Albert  H.  Douglas,  M.D. 

Henry  I.  Fineberg,  M.D. 

Anthony  A.  Albanese,  Ph.D. 

Lloyd  T.  Barnes,  M.D. 

John  M.  Beal,  M.D. 

William  T.  Boland,  M.D. 

I.  J.  Briohtman,  M.D. 

I Paul  A.  Bunn,  M.D. 

William  G.  Childress,  M.D. 

Vincent  J.  Collins,  M.D. 

Edmund  B.  Dombrowski,  M.D. 

Henry  I.  Fineberg,  M.D. 

; Samuel  Z.  Freedman,  M.D. 

Joseph  A.  Mullaney 


The  Annual  Meeting,  1961 


Morris  R.  Keen,  M.D. 
Granville  W.  Larimore,  M.D. 

Associate  Editorial  Board 
Harry  Gold,  M.D. 

Alfred  A Hartmann,  M.D. 
Louis  M.  Hellman,  M.D. 
Gertrude  M.  Hyde,  M.D. 
Bernard  I.  Kaplan,  M.D. 
Granville  W.  Larimore,  M.D. 
George  M.  Lewis,  M.D. 
Margaret  M.  Loder,  M.D. 
Arthur  M.  Master,  M.D. 
George  E.  Moore,  M.D. 
Henry  J.  Noerling,  M.D. 


Reginald  R.  Steen,  M.D. 

John  J.  Masterson,  M.D.,  Adviser 

Richard  H.  Orr,  M.D. 
Arthur  Q.  Penta,  M.D. 
Raymond  L.  Pfeiffer,  M.D. 
Samuel  J.  Prigal,  M.D 
Curtis  T.  Prout,  M.D. 

Paul  Reznikofp,  M.D. 

John  F.  Rogers,  M.D. 
Howard  A.  Rusk,  M.D. 
Robert  Turell,  M.D. 

James  H.  Wall,  M.D. 

Philip  M.  Winslow,  M.D. 


Advertising  Representatives 

John  A.  Bassett,  Pacific  Coast  Representative 


j Again  it  is  the  privilege  of  this  Journal  to 
bring  to  the  membership  of  the  Medical 
I Society  of  the  State  of  New  York  the  full 
I account  of  what  transpired  at  the  155th 
Annual  Meeting  held  at  the  Manger  Hotel, 
j Rochester,  May  8 to  12,  1961.  The  com- 
, plete  minutes  of  your  elected  House  of 
I Delegates  are  provided  in  this  Part  II  of 
|j  the  September  1 issue  of  the  New  York 
^ State  Journ.al  of  Medicine. 

' Under  the  skillful  leadership  of  Joseph  A. 

Lane,  M.D.,  Speaker  of  the  House,  and 
' Frederick  A.  Wurzbach,  Jr.,  M.D.,  Vice- 
Speaker,  75  resolutions  were  called  up  and 
acted  on  after  careful  study  by  one  of  ten 
> reference  committees.  These  committees 
I held  well-attended  open  hearings  on  all 
j matters  referred  to  them.  Following  free 


and  open  discussion,  the  committee  members 
wrote  their  reports  and  presented  their 
recommendations  to  the  House  of  Dele- 
gates. Much  credit  is  due  the  competent 
headquarters  staff  who  worked  through  the 
night  so  that  each  delegate  had  in  his 
hands  the  next  morning  all  reports  from 
the  reference  committees. 

To  help  counter  the  serious  threats  to 
the  private  practice  of  medicine  the  House 
of  Delegates  this  year  approved  mandatory 
membership  in  the  American  Medical  As- 
sociation for  all  members  of  the  Medical 
Society  of  the  State  of  New  York.  Ideally 
a 100  per  cent  voluntary  membership  would 
have  been  desirable.  This  being  unattain- 
able, the  vote  was  overwhelmingly  in  favor 
of  the  mandate.  The  Society  can  now 
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present  a united  front  at  the  county,  State, 
and  national  levels.  This  action  increases 
the  number  of  our  delegates  to  the  A.M.A. 
House  of  Delegates,  and  thus  our  voice  will 
be  stronger  in  the  councils  of  the  national 
organization. 

The  delegates  reaffirmed  the  majority 
consensus  of  the  membership  that  physicians 
should  be  covered  under  the  Old  Age  Sur- 
vivors Insurance  system  of  Social  Security. 

Joseph  A.  Lane,  M.D.,  of  Rochester,  was 
elected  president-elect,  Frederick  A.  Wurz- 
bach,  Jr.,  M.D.,  of  Bronx  County,  was 
elected  speaker  of  the  house,  and  Dean 
Babbage,  M.D.,  of  Erie  County,  was  elected 
vice-speaker. 

In  his  address  as  retiring  president, 
Norman  S.  Moore,  M.D.,  reported  on  the 
accomplishments  during  his  tenure — reor- 
ganization of  the  administration,  with  the 
appointment  of  Henry  I.  Fineberg,  M.D.,  as 
executive  vice-president,  the  conclusion  of  a 
personnel  and  salary  scale  study  by  Mr. 
Diedrich  K.  Willers  of  Interlaken,  New  York, 
and  the  reorganization  of  the  Journal.  Dr. 
Moore  reported  on  steps  taken  to  affect  a 
closer  understanding  between  the  Medical 
Society  of  the  State  of  New  York  and  the 
State  executive  branch  at  Albany  and  also 
a similar  undertaking  with  our  representa- 
tives in  Washington.  Dr.  Moore  handed  on 
a forward-moving  organization  to  his  suc- 
cessor, John  M.  Galbraith,  M.D.,  and  was 
heartily  thanked  by  the  delegates  for  his 
important  achievements  in  office. 

Dr.  Galbraith,  in  his  address  as  the  new 
president,  spoke  of  the  intensive  work  to 
be  done  in  our  public  relations  with  the 
people  and  our  legislators  in  Albany  and 


Washington.  He  outlined  the  active  pro- 
gram which  will  be  carried  fonv^ard  in  his 
administration.  These  addresses,  which 
form  a part  of  this  volume,  are  a blueprint 
of  your  Society’s  hopes  and  plans.  All 
merit  careful  reading. 

The  scientific  sessions,  under  the  careful 
planning  and  guidance  of  Alfred  P.  Ingegno, 
M.D.,  chairman,  and  his  committee,  were 
held  in  the  War  Memorial  Auditorium. 
They  covered  a wide  range  of  topical  ma- 
terial in  medicine,  surgery,  general  practice, 
and  the  specialties,  including  the  newest  one, 
space  medicine.  Emphasis  was  placed  this 
year  on  therapy.  Many  of  these  papers  will 
be  published  in  the  Journal  throughout  the 
year  as  space  permits. 

Forty  scientific  exhibits,  sponsored  by 
medical  schools  and  hospitals  throughout 
the  State  and  some  from  out  of  State,  were 
presented.  First  prize  in  the  research 
division  went  to  Irving  G.  Kroop,  M.D., 
and  the  Cardiopulmonary  Units  of  Jewish 
Hospital,  Jewish  Chronic  Disease  Hospital, 
Brooklyn,  for  “Right  Ventricular  Conduction 
Following  Open-Heart  Surgery.”  First 
prize  in  the  clinical  division  was  awarded  to 
Seymour  I.  Schwartz,  M.D.,  Robert  H. 
Greenlaw,  M.D.,  and  Richard  D.  Howe, 
B.F.A.,  University  of  Rochester  School  of 
Medicine  and  Dentistry,  Rochester,  for 
“Isotopic  Evaluation  of  Portal  Circulation.” 

It  is  hoped  that  the  members  will  preserve 
Part  II  of  the  September  1 issue  as  a com- 
plete report  of  the  democratic  processes  of 
their  Society.  Constructive  criticism  and 
suggestions  can  be  put  forward  through 
your  county  medical  society  and  are  always 
appreciatively  welcomed. 
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Medical  Society  of  the  State  of  New  York 


HOUSE  OF  DELEGATES 
MINUTES  OF  THE  ANNUAL  MEETING 

May  8 to  iO,  1961 


Section  3 

Invocation  and  National  Anthem 


155th  Annual  Meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State 
of  New  York  convened  at  the  Manger  Hotel, 
Rochester,  New  York,  on  Monday,  May  8,  1961, 
at  10  A.M.,  Joseph  A.  Lane,  M.D.,  Speaker;  Freder- 
ick A.  Wurzbach,  Jr.,  M.D.,  Vice-Speaker;  William 

L.  Wheeler,  Jr.,  M.D.,  Secretary;  Ezra  A.  Wolff, 

M. D.,  Assistant  Secretary. 

Speaker  Lane:  Gentlemen,  will  you  please  come 
to  order?  It  is  now  ten  o’clock.  We  would  like 
to  convene  the  meeting  on  time.  We  would  ask 
you  to  take  your  seats. 

The  first  order  of  business  is  to  ask  the  secretary 
for  a report  from  the  Reference  Committee  on 
Credentials. 

Section  1 (See  5) 

Report  of  the  Reference  Committee  on 
Credentials 

Secretary  Wheeler:  There  are  no  disputed 
delegations,  and  all  on  our  rolls  are  entitled  to 
vote. 

Speaker  Lane:  Thank  you.  Dr.  Wheeler. 

I now  declare  the  155th  Session  of  the  House  of 
Delegates  open  for  the  transaction  of  business. 

Section  2 

Memorial  Tribute 

Speaker  Lane:  The  hrst  order  of  business  is  to 
announce  the  names  of  the  deceased  members  of 
this  House,  and  I would  ask  you  to  stand  for  a 
minute  in  respect  to  their  memory.  They  are 
Moses  H.  Krakow,  M.D.,  of  the  Bronx,  county 
delegate  1933-1960;  James  H.  Arseneau,  M.D., 
of  Wayne  County,  county  delegate  1951-1960; 
Albert  F.  R.  Andresen,  M.D.,  of  Kings  County, 
Speaker  of  the  House  of  Delegates  1947  to  1951 
inclusive;  Laurance  D.  Redway,  M.D.,  of  West- 
chester, county  delegate  1937-1945.  A moment  of 
silence  in  their  honor,  please. 

. . . The  delegates  arose  and  stood  for  one  minute 
in  silence  in  memory  of  their  departed  confreres  . . . 


Speaker  Lane:  We  will  now  have  the  invoca- 
tion, which  will  be  given  by  Rabbi  Menachem  Raab, 
of  the  Beth  Joseph  Center,  Rochester.  Rabbi 
Raab ! 

Rabbi  Menachem  Raab:  Almighty  God,  as 
the  annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York  convenes,  we  ask  for  Thy  bless- 
ings and  favor.  The  men  and  women  assembled 
here  today  have  dedicated  themselves  to  the 
preservation  and  prolongation  of  life  and  to  the  alle- 
viation of  mental  and  physical  suffering.  Their 
unselfish  devotion  to  duty  in  the  service  of  mankind, 
their  personal  sacrifices  are  enormous.  May 
they  find  reward  in  the  success  of  their  efforts. 
May  they  advance  steadily  in  their  attempt  to 
uncover  the  mysteries  of  the  many  ailments  that 
plague  the  human  species,  and  may  they  succeed 
in  solving  the  perplexing  riddles  of  life. 

Above  all,  instill  them  with  wisdom  to  act  with 
complete  awareness  at  all  times,  and  especially  in 
moments  of  indecision,  that  man  is  created  in  the 
image  of  the  Almighty,  that  he  possesses  a soul  that 
has  no  physical  manifestations,  and  that  the 
power  of  life  and  death  belongs  to  God. 

May  Thy  blessings  rest  upon  their  hands,  and  may 
their  profession  continue  to  bring  greater  glory  to 
mankind  and  to  Thee,  dear  God,  amen ! 

Speaker  Lane:  Thank  you.  Rabbi. 

. . . National  Anthem  . . . 


Speaker  Lane:  It  is  now  my  pleasure  to 

introduce  to  you  the  Honorable  Peter  Barry,  Mayor 
of  Rochester,  who  will  welcome  us  on  behalf  of  the 
city.  Mayor  Barry ! 

Hon.  Peter  Barry:  Dr.  Lane,  distinguished 

guests,  ladies,  and  gentlemen,  you  know,  when  the 
weather  is  bad  and  we  have  a meeting  in  Rochester, 
I always  make  it  a point  to  explain  that  the  weather 


Section  4 
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is  a Federal  government  function.  When  it  is 
nice  and  sunny,  however,  I freely  admit  it  is  a 
special  order  put  in  by  the  city.  This  is  a case  of 
a special  order  by  the  city  for  such  a distinguished 
group  as  you. 

I hope  that  you  are  going  to  enjoy  your  sessions 
here,  in  addition  to  accomplishing  much  that  is 
worth  while.  Rochester,  I think,  is  perhaps  a 
unique  city  in  many  respects,  and  perhaps  you  will 
get  an  opportunity  to  see  and  hear  about  some  of  the 
things  that  are  happening  here.  Of  special  interest 
to  the  medical  profession,  of  course,  are  the  activi- 
ties of  our  own  medical  groups  in  Rochester,  their 
unusual  participation  in  community  affairs,  and  the 
extent  to  which  organizations  like  the  Regional 
Hospital  Council  are  supported. 

These  are  days,  I think,  when  the  medical  pro- 
fession need  be  especially  concerned  with  govern- 
ment’s attitude  toward  many  areas  in  which  they 
have  a direct  interest.  If  larger  groups  of  people 
within  the  medical  organizations  could  take  a 
more  personal,  a more  direct  interest  in  the  affairs  of 
government  on  all  levels.  State  and  Federal,  the 
value  of  their  counsel  might  perhaps  be  even  more 
appreciated  and  would  be  listened  to  more  carefully. 
I know  that  sometimes  I am  tremendously  concerned 
when  I see  the  attention  that  is  given  to  those  who 
know  so  little  about  what  they  are  speaking  and 
the  inattention  that  seems  to  be  shown  to  those  who 
are  thoroughly  familiar  with  the  field.  I think 
this  does  stem  perhaps  from  the  amount  of  personal 
acquaintanceship  that  exists,  the  amount  of  per- 
sonal knowledge  that  has  been  developed  between 
those  who  are  responsible  for  making  the  laws  and 
those  who  have  the  information  that  it  is  necessary 
to  have  to  do  a good  job.  I feel  that  New  York 
State,  perhaps,  is  far  better  than  other  states 
around  the  nation  but  that,  even  in  our  own  State, 
we  could  have  closer  relationships  and  closer  liaison 
with  so  important  a profession  as  yours. 

Rochester  is  different  perhaps  in  other  respects, 
too.  We  are  an  older  city.  We  have  the  attitude 
that  a city  is  much  like  a private  business;  Unless 
money  is  continually  reinvested  in  a private  business, 
we  know  that  pretty  soon  it  begins  dropping  behind 
its  competition  and  losing  out  in  its  future.  We 
are  trying  to  invest  money  in  our  own  City  of 
Rochester  to  bring  it  up  to  date,  to  keep  it  competi- 
tive with  other  cities  of  our  type  around  the  countrj', 
and  not  just  to  hold  our  relative  economic  position 
but  rather  to  improve  it. 

Just  behind  and  immediately  to  the  south  of  the 
hotel  in  which  you  are  meeting,  you  will  find  under 
way  what  is  actually  a precedent-breaking  means  of 
downtown  urban  renewal.  A group  of  private 
people  purchased  about  7’/2  acres  right  here  in  the 
middle  of  downtown.  They  cleared  the  land,  and 
they  leased  the  underground  rights  to  the  city  for 
■fl.OO  a year.  We  are  now  finishing  the  construction 


of  the  largest  underground  garage  in  America. 
On  top  of  that,  the  private  group  is  building  an  18- 
story  office  building  with  a hotel  on  the  top  of  it 
and  a two-level  shopping  center  with  heated 
pedestrian  malls  running  directly  through  it  where 
streets  used  to  be.  We  are  getting  here  an 
urban  renewal  project  as  well  as  a parking  project 
and  the  development  of  large  areas  of  tax-paj'ing 
property  in  the  very  center  of  our  commercial 
district.  We  have  other  projects  under  way, 
which  we  feel  will  assure  the  validity  and  the 
importance  of  the  downtown  section  of  Rochester 
as  the  hub  of  our  metropolitan  complex  for  a gen- 
eration to  come.  You  have  seen  problems  similar 
to  ours  in  other  cities  around  the  country.  You 
might  be  interested  in  taking  a look  at  some  of 
them. 

Unfortunately,  you  are  about  two  or  three  weeks 
too  early  to  see  our  beautiful  lilacs  in  bloom,  but  the 
parks  are  beginning  to  become  lovely.  If  you 
have  an  opportunity  and  the  weather  holds  long 
enough  for  you  to  take  a drive  through  them,  I 
think  it  might  be  most  rewarding.  But  you  have 
come  for  important  deliberations  this  morning. 
I shall  not  take  more  of  your  time  other  than  to 
extend  once  again  the  warmest,  the  most  sincere 
greetings  of  the  city  administration  and  our  hope 
that  your  stay  will  be  both  happy  and  memorable. 
{Applause) 

Speaker  Lane:  Thank  you.  Mayor  Barry. 

I am  sure  if  the  weather  begins  to  worsen  and  we 
can’t  see  the  parks,  the  Mayor  will  permit  another 
order  for  good  weather. 

Section  5 {See  1) 

Report  of  Reference  Committee  on 
Credentials 

Speaker  Lane:  I will  now  ask  the  chairman  of 
the  Credentials  Committee  for  the  report  on  the 
number  of  delegates  registered. 

Frank  A.  Gagan,  M.D.,  Dutchess:  Mr.  Speaker, 
ladies,  and  gentlemen,  there  are  now  197  members 
present  at  this  session. 

Speaker  Lane:  Thank  you.  Dr.  Gagan.  A 

quorum  is  present  since  we  require  only  100  del- 
egates. 

Section  6 

Approval  of  Minutes  of  I960  Meeting 

Speaker  Lane:  The  next  order  of  business  is 
the  approval  of  the  minutes  of  the  19G0  session. 
The  minutes  appear  in  Part  II  of  the  September  1, 
1960,  issue  of  the  New  York  State  Journal  of 
Medicine.  Are  there  any  corrections  or  objections 
to  their  approval  as  thus  published? 

. . . There  was  no  response  . . . 

Speaker  Lane;  Since  there  are  none,  the  minutes 
are  approved  as  thus  published. 
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Section  7 

Reference  Committees 

Speaker  Lane;  The  appointments  to  reference 
committees  were  published  in  the  April  1 issue  of  the 
Journal.  There  are  two  changes  that  are  not  in 
your  Handbook.  The  first  was  the  change  in  the 
Commission  on  Medical  Services — B,  on  which  C. 
Joseph  Delaney,  M.D.,  replaces  Henry  T.  Randall, 
M.D.;  the  second  on  Medical  Communication 
where  William  A.  Cooper,  M.D.,  replaces  Ely 
Elliott  Lazarus,  M.D. 

. . . The  list  of  reference  committees  as  thus 
corrected  is  as  follows: 

I Credentials 

Frank  A.  Gagan,  Dutchess,  Chairman 
Henry  J.  Barrow,  Bronx 

Vincent  J.  Collins,  New  York,  Section  on  Anesthesi- 
ology 

John  Kinzly,  Niagara 
' Webster  M.  Moriarta,  Saratoga 
I Charles  F.  McCarty,  Kings,  Adviser 

[Reports  of  OflScers 
' President 

President-Elect 
Secretary 
Treasurer 
Board  op  Trustees 
I War  Memori.\l 

Budget 
Belated  Bills 

Solomon  Schussheim,  Kings,  Chairman 

Arthur  H.  Diedrick,  Westchester 

James  I.  Farrell,  Oneida,  Section  on  Ophthalmology 

Adelaide  Romaine,  New  York 

Eldred  J.  Stevens,  Steuben,  Seventh  District  Branch 

Commission  on  Medical  Services— A 
Economics 

Liaison  with  U.S.  Veterans  .Administration 
Public  Medical  Care 
Medical  Care  Insurance 
Medicare 

Bernard  J.  Pisani,  New  York,  Chairman 

Sol  Axelrad,  Queens 

Irving  L.  Ershler,  Onondaga 

J.  L.  Sengstack,  Suffolk 

Irving  Weiner,  Orange 

Commission  on  Medical  Services — B 
Workmen’s  Compensation 
Industrial  Health 

Hospital  and  Professional  Relations 
Questions  on  Ethics 
Rural  Medical  Service 


Aging  and  Nursing  Homes 
Cancer 

Child  Accidents 
Diabetes 
General  Practice 
Glaucoma 

Hard  of  Hearing  and  the  Deaf 
Health  Aspects  of  Ionizing  Radiation 
Heart  Disease 

Maternal  and  Child  Welfare 

Medical  Film  Review 

Mental  Hygiene 

Operating  Room  Deaths 

Physical  Medicine  and  Rehabilitation 

School  Health 

Edward  F.  Shea,  Ulster,  Chairman 
George  E.  Anderson,  Kings 
Thomas  S.  Bumbalo,  Erie 
Samuel  Lieberman,  Bronx 
Jason  K.  Moyer,  Broome 

Legislation  and  Legal  Matters 

Malpractice  Insurance  .and  Defense  Board 

Legal  Counsel 

Legislation 

Licensure  of  Clinical  Laboratories 

Federal  Legislation 

Autopsy  and  the  De.ad  Human  Body 

Cults 

Judicial  Council 

George  Himler,  New  York,  Chairman 
George  Howley,  Bronx 
James  L.  Harrington,  Jefferson 
James  Q.  Haralambie,  Westchester 
Charles  R.  Mathews,  Monroe 

Medical  Communication 
Publication 
Public  Relations 

Cooperation  with  Media  of  Information 
American  Medical  Education  Foundation 
Convention 

John  F.  Kelley,  Oneida,  Chairman 
Walter  T.  Heldmann,  Richmond 
Thomas  S.  Cotton,  Steuben 
William  A.  Cooper,  New  York 
Jerome  L.  Leon,  Queens 

Organization  and  Policies 
Planning 

District  Branches 
Office  Administration  .and  Policies 
1958  Management  Survey  Report 
Constitution  and  Bylaws 
Conference  of  County  Medical  Society 
Officers 
Membership 

Scientific  Sections,  Stitdy  of  Organization 
AND  Functions  of 

Frank  LaGattuta,  Bronx,  Chairmatt 
Philip  D.  Allen,  New  York 
Stanley  B.  Folts,  Seneca 

-Vrthur  F.  Gaffney,  Oneida,  Fifth  District  Branch 
Joseph  J.  Russo,  Albany 


E.  Dean  Babbage,  Erie,  Chairman 
Harry  H.  Epstein,  Queens 
Michael  J.  Crino,  Monroe 
C.  Joseph  Delaney,  New  York 
Lynn  Rumbold,  Monroe 


Medical  Care 

Public  Health  and  Education  Civil  Defense  and  Catastrophe 

Public  Health  and  Education  Disability  Determinations,  Advisory 

Accident  Prevention  Resolution  58-49 

Addiction  to  Alcohol  and  Narcotics  Columbia  University  Study,  Advisory 
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Philip  M.  Standish,  Ontario,  Chairman 
Bernard  J.  Hartnett,  Cayuga 
Carl  Goldmark,  Jr.,  New  York 
Garra  L.  Lester,  Chautauqua 
Irving  M.  Pallin,  Kings 

Ancillary  Groups 

Woman’s  Auxiliary,  Advisory  to 
Nursing  Education 
Bar  Association 
Pharmaceutical  Association 
Empire  State  Medical,  Scientific  and 
Educational  Foundation,  Inc. 
Interprofessional  Association 

Robert  F.  McMahon,  Onondaga,  Chairman 

Leo  S.  Drexler,  Kings 

Gerard  V.  Farinola,  Nassau 

Melville  A.  Hare,  Livingston 

John  F.  Rogers,  Dutchess 

Miscellaneous  Business 

American  Medical  Association 

John  E.  Lowry,  Queens,  Chairman 

Raymond  J.  Byron,  Schenectady 

E.  Craig  Coats,  New  York,  Section  on  Urology 

Felix  Ottaviano,  Madison 

Paul  H.  Sullivan,  Nassau 

Speaker  Lane  : Miss  Lewis  will  be  in  the  rear  of 
the  room  and  will  edit  resolutions  and  reports  and 
act  as  the  clearinghouse  for  returning  resolutions  to 
committees  and  for  the  signing  of  reports  by  com- 
mittee members.  Please  let  me  emphasize  that: 
signing  of  reports.  Once  those  of  you  who  are 
members  of  reference  committees  have  completed 
your  deliberations,  your  chairman  has  to  write  up 
and  have  typed  up  your  report.  That  report 
cannot  be  presented  to  the  House  unless  it  is  signed 
by  all  of  the  members  of  that  reference  committee. 
Please  keep  yourselves  available  for  those  signatures. 

Also  the  chairmen  of  all  reference  committees  met 
with  us  at  breakfast  this  morning  at  7 : 45,  and  we 
discussed  with  them  what  we  feel  are  means  of 
expediting  reports  so  that  we  can  get  your  reports 
in  as  early  as  possible  and  thus  expedite  the  business 
of  the  House. 

You  have  been  notified  of  the  schedule  of  meet- 
ings. There  are  some  who  have  asked  me  about  the 
times  that  the  House  will  adjourn.  They  are  veiy 
hopeful  it  will  adjourn  by  Wednesday  noon.  As 
of  now,  you  have  a Wednesday  morning  and 
a Wedne.sday  afternoon  meeting  scheduled.  If 
business  proceeds,  we  will  all  be  happy  to  have 
you  out  of  here  earlier  than  Wednesday  afternoon. 

Section  8 

Reference  of  Reports  and  Supplementary- 
Reports 

Speaker  Lane:  I will  now  ask  the  secretary  to 
make  a motion  concerning  the  reference  of  reports 
and  supplementary  reports. 

Secretary  Wheeler:  Mr.  Speaker.  I move  that 
all  reports  and  supplementary  reports  which  have 


previously  been  published  and  distributed  to  the  ,1 
membership  be  referred  to  the  reference  committees  i 
without  reading. 

Assistant  Secretary  Wolff:  I second  that 
motion. 

. . . There  being  no  discussion,  the  motion  was  i 
put  to  a vote  and  was  unanimously  carried  . . . 

Speaker  Lane:  The  supplementary  reports,  , 

as  contained  in  your  black  book  issued  to  you  this  j 
morning,  are  now  referred  to  the  respective  ref-  ■’ 
erence  committees.  ' 

ANNUAL  AND 

SUPPLEMENTARY  REPORTS 

Section  9 (See  120)  Report  61-A 

Supplementary  Report  of  the 

Convention  Committee  i 

To  the  House  of  Delegates,  Gentlemen: 

The  Convention  Committee  has  further  studied 
the  problem  of  future  sites  for  the  Annual  Con- 
vention of  the  Medical  Society  of  the  State  of 
New  York. 

There  has  been  no  opportunity  for  a meeting  with 
the  Planning  Committee  for  the  serious  study  of 
this  problem,  as  directed  by  the  1960  House  of 
Delegates. 

The  Convention  Committee  wishes  to  report  its 
latest  deliberations  and  recommendations. 

It  is  evident  that  with  the  increased  number  of 
medical  and  paramedical  meetings  in  New  York 
City  during  the  late  spring  and  early  summer,  the 
competitive  nature  of  such  meetings  demands  too 
much  of  the  doctors’  time.  This  competition  of 
meetings  is  reflected  not  only  in  the  attendance 
at  the  meetings,  but  also  academically  in  the 
program  through  subjects  and  speakers  and  in 
arranging  exhibits,  the  monetary  support  of  the  ; 
meetings. 

Therefore,  in  addition  to  the  suggestions  of  the 
committee’s  October  meeting  of  holding  every  , 
fourth-year  meeting  (next  1965)  upstate  as  a total  j 
meeting  of  the  Society  in  general  and  the  House  \ 
of  Delegates  at  the  accustomed  time  of  the  year, 
it  is  necessary  to  study  further  the  plan  of  dividing 
the  meeting.  There  are  few  areas  within  the  State 
which  can  accommodate  under  one  roof  a general  ' 
membership  meeting  of  the  size  of  the  Medical  t 
Society  of  the  State  of  New  York.  New  York  ij 
City  can  well  accommodate  a meeting  of  such  size  j 
and  is  readily  acceptable  to  a great  number  of  | 
exhibitors.  By  shifting  this  meeting  to  earlier  in  I 
the  winter  (January  or  Feburary),  much  of  the  j 
competition  from  other  meetings  for  space,  time,  i 
and  speakers  would  be  avoided.  Attendance  ^ 
should  be  unproved  because  more  doctors  are 
arranging  winter  vacations  and  breaks,  and  New 
York  City  is  a favorite  winter  vacation  site. 
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There  are  various  areas  upstate  that  can  well 
accommodate  the  House  of  Delegates  meeting. 
This  being  the  business  and  political  portion  of  the 
meeting,  it  would  be  well  to  have  it  held  in  differ- 
ent areas  throughout  the  State.  The  time  of  the 
meeting  of  the  House  would  have  to  be  kept  about 
the  same  as  at  present  since  many  of  the  com- 
ponent societies  have  arranged  their  political  year 
according  to  the  existing  arrangement. 

The  opinion  has  been  expressed  by  legal  rep- 
resentatives that  such  a division  of  the  Society’s 
meeting  is  within  the  constitutional  framework. 

Such  a division  of  the  annual  meeting  brings  up 
questions  of  cost  and  economics,  committee  assign- 
ment, program  arrangements,  etc.,  for  study  by 
both  the  Convention  and  Planning  Committees, 
individually  and  collectively. 

The  1961  Convention  Committee  recommends 
( 1)  further  study  on  the  question  of  a divided  annual 
meeting  as  discussed  above  and,  if  accepted,  (2) 
creation  of  a Convention  Committee  whose  mem- 
bers would  be  appointed  for  several  years  with  a 
local  subcommittee  to  handle  arrangements  at  the 
site  of  each  meeting. 

Grateful  thanks  arc  expressed  to  committee 
chairmen  and  their  committee  members,  to  the 
Woman’s  Auxiliary,  the  State  Society  office  staff, 
the  Monroe  County  Medical  Society,  the  Rochester 
Convention  and  Publicity  Bureau,  the  personnel  of 
the  War  Memorial,  the  Manger  and  Sheraton 
Hotels,  and  the  many  others  who  have  done  so 
much  in  the  preparation  of  the  plans  for  the  155th 
Annual  Convention  of  the  Medical  Society  of  the 
State  of  New  York. 

Respectfully  submitted. 

Merle  D.  Evans,  M.D.,  Chairman 

Section  10  (See  119)  Report  61-B 

Supplementary  Report  of  the  Ptihlication 
Committee 

To  the  House  of  Delegates,  Gentlemen: 

At  the  March  22  meeting  of  the  Publication 
Committee,  action  was  taken  on  editorial  re- 
organization of  the  New  York  State  Journal  of 
Medicine. 

This  action  was  approved  by  the  Council  at  its 
March  23  meeting.  Following  the  death  of  our 
editor,  Laurance  D.  Redway,  M.D.,  a subcom- 
mittee of  the  Publication  Committee  considered 
the  question  of  editorial  organization.  The  members 
of  the  subcommittee  were  as  follows:  Alfred  P. 
Ingegno,  Norman  S.  Moore,  Henry  I.  Fineberg, 
Granville  W.  Larimore,  and  John  G.  Masterson. 

The  subcommittee’s  recommendations,  which 
were  adopted  by  the  full  committee  and  the  Council, 
are  as  follows ; 

. . . That  organization  of  the  editorial  depart- 


ment of  the  Journal  be  made  on  the  basis  of  a 
completely  “clean  masthead,’’  with  such  new  titles 
and  arrangements  and  clearly  delegated  duties  as 
would  be  indicated.  All  editorial  appointments  in 
the  higher  echelons  are  to  be  on  an  annual  basis. 
The  Publication  Committee,  representing  the 
Coimcil,  would  continue  to  have  full  responsibility 
for  policy  and  over-all  supervision. 

. . . That  an  editor  be  appointed  who  would  not 
be  full-time.  The  duties  of  the  editor  would  be  as 
follows:  He  would  have  full  editorial  responsibility 
and  duties;  he  would  function  part-time  on  the 
basis  of  at  least  half-time;  he  would  function  as 
chairman  at  meetings  of  the  Editorial  Board 
(considered  below);  his  duties  would  include 
administrative  authority  and  supervision.  The 
managing  editor  of  the  Journal,  the  editorial 
supervisor  of  the  Directory,  and  other  editorial 
echelons  would  be  immediately  responsible  to  him. 
He  would  see  that  scientific  manuscripts  are  del- 
egated to  appropriate  members  of  the  Editorial 
Board  (see  below)  for  decision  and  editorial  critiques 
and  suggestions;  he  would  be  responsible  for  the 
nonscientific  content  of  the  Journal  (organiza- 
tion, socioeconomic,  etc.);  he  would  be  responsible 
for  editorials,  departments,  sections,  cpc’s,  etc.; 
he  would  maintain  appropriate  liaison  with  the 
Business  and  Advertising  Department  of  the 
Journal  and  with  executives  and  departments  of 
the  Society;  he  would  be  responsible  for  Journal 
editorial  functions  as  they  relate  to  the  Annual 
Convention  of  the  Medical  Society  of  the  State  of 
New  York;  and,  acting  for  and  with  the  Pub- 
lication Committee  and  Editorial  Board,  he  would 
develop  and  maintain  liaison  with  medical  schools, 
centers,  hospitals,  and  various  medical  organizations 
in  the  State  to  obtain  the  best  available  scientific 
and  other  material  for  possible  Journal  use. 

. . . That  there  be  an  Editorial  Board  with  the 
following  composition  and  duties:  The  Editorial 
Board  would  have  delegated  editorial  authority 
and  responsibility  including  decision  on  scientific 
articles  to  be  published;  it  would  be  responsible  to 
the  Publication  Committee  through  the  editor; 
the  functioning  chairman  of  meetings  of  the  Edi- 
torial Board  would  be  the  editor  of  the  Journal, 
and  he  would  function  as  part  of  the  Editorial 
Board;  there  would  be  six  members  of  the  Edi- 
torial Board;  these  would  be  outstanding  and  well- 
known  personalities  in  various  major  medical 
fields,  including  one  in  medicine,  one  in  general 
surgery,  one  in  pediatrics,  one  in  obstetrics  and 
gynecology,  one  in  public  and  community  health 
and  preventive  medicine,  and  one  in  pathology, 
including  research  and  basic  science  as  well;  the 
members  of  the  Editorial  Board  to  be  chosen  from 
various  areas  and  centers  in  the  State.  The  six 
members  of  the  Editorial  Board  each  would  receive 
an  annual  retainer  and  would  be  required  to  attend 
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at  least  six  meetings  of  the  Editorial  Board  during 
the  year  with  a per  diem  and  expenses  for  each 
meeting.  Ex-officio,  and  without  pay,  the  chair- 
man of  the  Publication  Committee  will  serve  on  the 
Editorial  Board  to  effect  implementation  of  Council 
and  Publication  Committee  policy. 

. . . There  would  be  a group  of  Editorial  Con- 
sultants; this  would  be  limited  to  approximately 
12  well-known  authorities  in  various  fields  and 
from  various  parts  of  the  State  who  would  be  used 
in  a consultative  capacity  by  the  editor  and  the 
Editorial  Board;  the  personnel  of  the  group  of 
editorial  consultants  or  consulting  editors  would  be 
decided  by  the  Publication  Committee  on  recom- 
mendation of  the  Editorial  Board;  they  would 
serve  without  pay. 

. . . The  editorial  masthead  of  the  Journal 
would  include  first  the  Publication  Committee  of 
the  Council,  then  the  Editorial  Board  with  the 
editor,  six  Editorial  Board  members,  and  the 
chairman  of  the  Publication  Committee,  ex-officio, 
then  the  group  of  editorial  consultants  and  the 
managing  editor,  this  title  being  used  in  lieu  of  the 
present  title  of  executive  editor  for  the  present 
executive  editor,  who  would  continue  to  function 
in  charge  of  all  editorial  production. 

The  former  assistant  editor,  William  Hammond, 
M.D.,  was  appointed  editor  on  a part-time  basis 
with  an  annual  salary  and  the  responsibilities  out- 
lined above. 

The  above  reorganization  requires  no  change  in 
the  present  total  Journal  editorial  budget. 

Respectfully  submitted, 

Alfred  P.  Ingegno,  M.D.,  Chairman 

Section  11  {See  153)  Report  61-C 

Supplementary  Report  of  the  Committee  on 
Public  Health  and  Education 

To  the  House  of  Delegates,  Gentlemen: 

At  a meeting  of  the  Council  Committee  held  on 
March  23  with  representatives  of  the  New  York 
State  Health  Department,  the  following  matters 
were  discussed: 

1.  Change  in  Birth  Certificate. — The  item  on  the 
face  of  the  birth  certificate  calling  for  the  color  of  the 
infant  is  to  be  removed  to  the  reverse  of  the  certifi- 
cate, where  the  questions  at  present  deal  with  the 
presence  or  absence  of  congenital  defects,  etc.  It  was 
the  Health  Department’s  concern  that  the  back  of 
the  certificate  might  not  always  be  completed,  yet 
they  require  information  about  race  for  their 
population  statistics.  It  was  agreed  that  the 
committee  would  urge  the  physicians  of  the  State  to 
supply  all  the  requested  information. 

(The  Health  Department  was  again  requested 
that  the  former  question  on  the  death  certificate 
calling  for  the  date  of  operation,  if  any,  be  rein- 
stated.) 


2.  Premature  Infant  Care. — It  was  reported  that 
the  Associated  Hospital  Service  of  New  York  had 
requested  of  the  State  Department  of  Health  a 
list  of  hospitals  approved  for  the  care  of  premature 
infants,  in  order  that  they  might  know  which 
hospitals  were  entitled  to  receive  insurance  benefits. 
Minimum  standards  consequently  had  to  be  drawn 
up,  and  this  was  accomplished  by  the  Bureau  of 
Maternal  and  Child  Health,  with  the  assistance  of  a 
special  advisory  committee.  Edward  C.  Hughes, 
M.D.,  a member  of  that  committee  and  chairman 
of  the  Council  Committee’s  Subcommittee  on 
Maternal  and  Child  Welfare,  had  obtained  the 
approval  of  the  Council  that  morning  of  the  stand- 
ards set  up.  The  State  Health  Department  in  the 
upstate  area  and  the  New  York  City  Department  of 
Health  in  the  metropolitan  area  will  certify  eligible 
hospitals  to  the  Associated  Hospital  Service. 

3.  “Emergency  Airway.” — A request  had  been 
received  from  a physician  on  Long  Island  for 
opinion  as  to  whether  or  not  the  local  school  system 
should  adopt  as  standard  operating  procedure  for 
children  with  respiratory  embarrassment  the  steps 
outlined  in  “Emergency  Airway — A Plan  of 
Action,”  published  in  the  J.A.M.A.,  December  10, 
1960.  The  fourth  step  in  the  suggested  procedure 
to  re-establish  respiration  calls  for  tracheostomy  by 
cricothyroid  membrane  puncture.  After  discussion 
it  was  the  consensus  that  this  measure  was  too 
extreme  to  be  risked.  Since  the  meeting  your 
chairman  has  conveyed  to  the  physician  the  com- 
mittee’s strong  objection. 

4.  Intravenous  Injections  by  Registered  Nurses. — 
Your  chairman  reported  that  the  Council  had  re- 
ceived the  news  of  the  Attorney  General’s  reversal  of 
the  opinion  in  1942  that  registered  nurses  could  not 
administer  intravenous  injections. 

5.  Hypnosis. — The  A.M.A.’s  report  by  its  Council 
on  Mental  Health  wdth  regard  to  training  in  medical 
hypnosis  was  reviewed.  The  Subcommittee  on 
Mental  Health  of  the  State  Medical  Society  had 
recommended  that  the  Society  officially  approve  the 
recommendations  of  the  report  and  state  its  inten- 
tion of  recognizing  the  teaching  and  the  practice  of 
hypnosis  only  where  they  conform  to  these  reg- 
ulations. The  Council  Committee  voted  its  ap- 
proval and  referred  the  matter  to  the  Council, 
which  also  approved  the  regulations  at  its  April 
meeting. 

6.  Infectious  Hepatitis. — Although  an  editorial 
had  recently  appeared  in  the  New  York  State 
Journal  of  Medicine  on  the  subject,  because  the 
disease  has  become  a serious  problem  this  year  it 
was  agreed  that  a letter  from  the  Department  of 
Health  should  be  published  with  more  up-to-date 
information.  However,  since  the  low  point  in 
incidence  will  occur  during  the  spring  and  summer, 
it  was  decided  to  publish  this  letter  in  the  fall,  by 
which  time  the  correct  dosage  of  gamma  globulin 
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as  a preventive  measure  should  have  been  deter- 
mined and  could  be  included. 

7.  Taking  of  Blood  Samples. — The  State  Police 
had  reported  to  the  committee,  through  the  Driver 
Research  Center  of  the  State  Health  Department, 
a conference  called  by  a county  medical  society 
with  members  of  the  local  police  department  and  the 
sheriff’s  office  and  a State  trooper  to  discuss  the 
legal  status  of  the  physician  who  takes  blood  samples 
for  the  determination  of  alcohol  content  in  cases  of 
drivers  involved  in  accidents.  The  county  medical 
society  contended  that  if  the  county  council  and  the 
county  board  of  supervisors  employed  four  or  five 
physicians  to  be  on  call  to  take  these  tests,  the 
physicians  would  not  be  liable. 

The  committee  and  the  Health  Department 
agreed  that  this  view  was  fallacious,  since  any 
physician,  whether  employed  by  the  county  govern- 
ment or  not,  would  be  liable  if  he  w'as  negligent  in 
the  performing  of  his  medical  duties.  It  is  only  on 
grounds  of  "gross  negligence  of  bad  faith”  that  a 
case  can  be  brought  against  him.  These  facts  have 
been  brought  to  the  attention  of  the  county  medical 
society  in  question  and  have  also  been  reiterated  to 
all  other  county  societies,  with  supporting  opinion 
by  legal  counsel. 

8.  Postgraduate  Education. — Your  chairman  pre- 
sented an  outline  of  the  status  of  the  program  of 
postgraduate  education  currently  conducted  by  the 
Council  Committee  and  of  the  problems  which 
must  be  resolved.  There  is  need  for  revamping  the 
approach  to  this  education,  and  Franklyn  B.  Amos, 
M.D.,  of  the  Health  Department,  outlined  a pro- 
posal to  study  the  need  for  and  to  develop  a State- 
wide plan  for  continuation  medical  education  in 
New  York  State.  Both  of  these  reports  are  at- 
tached hereto. 

It  was  pointed  out  that  already  a similar  study  for 
the  region  around  the  University  of  Rochester 
medical  center  has  been  planned  by  Ralph  C. 
Parker,  Jr.,  M.D.,  director  of  professional  affairs 
for  the  Rochester  Regional  Hospital  Council. 
Also,  Albany  Medical  College  will  make  a study  of 
the  efficacy  of  its  two-way  radio  teaching  program. 
It  was  agreed  that  the  results  of  these  surveys 
should  be  obtained. 

The  committee  voted  to  endorse  the  project 
plan  in  principle  and  to  appoint  a subcommittee  to 
work  out  details  of  procedure  to  present  to  the 
Empire  State  Medical,  Scientific  and  Educational 
Foundation,  Inc.,  with  a request  for  funds  to 
implement  the  study. 

Respectfully  submitted, 

James  Gbeenough,  M.D.,  Chairman 

The  Present  Postgraduate  Education  Pro- 
gram AND  Its  Problems 

The  problem  of  postgraduate  education  for  the 
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physicians  of  New  York  State  involves  a study  to 
find  methods  for  improvement  over  the  didactic 
lecture  and  the  occasional  panel  discussion  presented 
jointly  by  the  State  Health  Department  and  the 
Medical  Society  of  the  State  of  New  York  at 
county  society  and  district  branch  meetings. 
There  are  many  different  aspects  involved. 

With  some  exceptions  many  upstate  counties 
arrange  for  a speaker  from  the  Course  Outline  Book, 
published  in  1954-1955.  The  meeting  is  usually  a 
dinner  meeting.  Frequently  cocktails  are  served 
about  6 p.M.  Dinner  usually  lasts  from  7 to 
8:30  P.M.,  and  then  there  is  a busine.ss  meeting 
which  lasts  a half  to  a full  hour.  The  speaker 
finally  has  an  opportunity  to  present  his  talk  to  a 
sleepy,  replete  audience,  usually  representing  from 
5 to  30  per  cent  of  the  county  society  membership, 
about  9 to  9 :30  p.m. 

In  planning  a project  to  study  methods  of  im- 
provement, many  questions  are  quite  evident. 

1.  What  physicians  should  be  reached?  As  a 
rule  those  attending  the  county  medical  meetings 
represent  a hard  core  which  is  faithful  in  its  at- 
tendance and  will  continue  to  be  so. 

A.  Should  the  program  be  directed  toward  the 
general  practitioner,  or  the  specialist,  or  both? 
A truly  worth-while  program  should  interest 
most  of  the  members. 

B.  How  can  the  program  have  a more  powerful 
educational  effect? 

C.  How  can  the  program  attract  members 
who  have  not  been  in  the  habit  of  attending  and 
keep  them  interested  so  that  they  will  continue  to 
attend? 

2.  What  are  the  best  methods  of  persuading 
physicians  to  attend? 

A.  Should  the  educational  effort  be  presented 
by  the  county  societies  and  district  branches 
solely,  partially,  or  not  at  all? 

B.  Should  they  be  presented  at  hospital  staff 
meetings?  The  possibility  of  increasing  member- 
ship in  county.  State,  and  national  medical 
societies  might  be  considered  under  this  heading. 

3.  What  methods  or  combinations  of  methods 
should  be  used? 

A.  Didactic  lectures? 

B.  Panel  discussions? 

C.  Radiobroadcasts? 

D.  Medical  school  courses? 

(1)  With  or  without  a nominal  fee? 

(2)  Best  size? 

(3)  Length  of  sessions? 

(4)  Length  of  course? 

(5)  Continuous,  once  a week,  or  biweekly? 

(6)  At  the  school  or  elsewhere? 

(7)  Possibility  of  “grand  rounds”  technic? 

E.  Should  credit  be  sought  from  Academy  of 
General  Practice  for  attending? 

4.  Should  the  ten  medical  schools  in  the  State  be 
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approached  and,  if  so,  how? 

A.  To  have  available  lecturers,  panels,  or  other 
methods  for  presenting  a fairly  wide  range  of 
subjects? 

B.  If  available,  would  it  be  better  to  publish 
details  of  courses  or  encourage  program  chair- 
men to  discuss  details  with  an  appointed  school 
representative? 

C.  Should  each  school  assume  an  area  coverage 
in  proximity  to  its  situation  or  be  prepared  to 
travel  throughout  the  State?  Two  factors 
should  be  considered  in  this  regard:  (1)  audiences 
are  drawn  more  easily  to  presentations  by  men 
from  a distance;  (2)  duplicate  programs  would 
not  have  to  be  available  from  all  schools. 

5-  \Miat  would  be  the  approximate  cost  of  such  a 
program? 

A.  \Vlio  would  pay  the  bill,  singly  or  in  com- 
bination? 

(1)  Fees  for  courses? 

(2)  Medical  Society  of  the  State  of  New 

York? 

(3)  State  Health  Department? 

(4)  Empire  State  Medical,  Scientific  and 

Educational  Foundation? 

(5)  Other  foundations? 

6.  What  will  be  the  cost  of  the  proposed  study, 
and  how  will  it  be  financed? 

Project  Proposal  to  Study  the  Need  for  and 
Develop  a State-wide  Plan  for  Continuation 

Medical  Education  in  New  York  State 

Purpose 

1.  To  survey  the  needs  for  continuing  education 
for  the  31,069  physicians  licensed  to  practice  in  the 
State. 

2.  To  inventory  existing  opportunities  for  con- 
tinuation medical  education  in  the  State. 

3.  To  recommend  a State-wide  plan  for  con- 
tinuation medical  education,  including  the  role  of 
the  Medical  Society  of  the  State  of  New  York  and  of 
the  New  York  State  Health  Department  in  provision 
of  continuation  medical  education. 

Method 

1.  Review  of  the  literature:  An  initial  step  will 
be  a review  of  the  literature  on  this  subject.  (The 
survey  by  Douglas  Vollan,  M.D.,  of  the  A.M.A. 
Council  on  Medical  Education  and  Hospitals, 
reported  in  the  Journal  of  the  American  Medical 
Association,  May  22,  1954,  is  pertinent.)  Material 
available  in  the  files  of  the  Medical  Society  of  the 
State  of  New  York  Committee  on  Public  Health  and 
Education  will  be  valuable. 

2.  Selection  of  sample:  The  determination  of  the 
postgraduate  education  needs  of  the  physicians 
will  be  made  by  questioning  a representative  sample. 
This  will  be  principally  by  mail  questionnaire  but 
might  be  supplemented  by  personal  interview. 


The  identifying  data  of  all  physicians  licensed  to 
practice  in  New  York  State  will  be  obtained, 
stratified  by  locality  and  type  of  practice,  and 
samples  selected  for  query. 

3.  Detailed  information  as  to  provision  for 
continuation  medical  education  will  be  obtained 
from  the  ten  medical  schools  in  the  State,  the 
county  medical  societies,  the  State  Medical  Society, 
the  medical  specialty  organizations,  hospitals,  and 
others  as  indicated. 

4.  The  material  obtained  will  be  tabulated  and 
summarized.  It  will  then  be  submitted  for  recom- 
mendations to  an  expert  committee,  representing 
those  providing  continuation  education  and  those 
receiving  it. 


Administration 

The  study  will  be  conducted  under  the  admin- 
istration of  the  Empire  State  Medical,  Scientific 
and  Educational  Foundation,  Inc.  A director  of 
the  study,  who  is  qualified  by  education  and 
experience  in  the  field  of  medical  education  and  in 
survey  methods,  and  appropriate  staff  will  be 
employed. 


Time 

It  is  anticipated  that  approximately  one  year 
will  be  required  to  outline  and  conduct  the  study 
and  make  recommendations. 


Proposed  Budget 

Personnel 

Director  of  the  study 

$20,000 

Statistician 

9,000 

Secretary 

5,000 

Clerk-typist 

3,800 

Social  Security 

546 

Permanent  equipment — 
tables,  chairs,  typewriters, 
files,  tabulating  equipment 


Supplies 


Office  supplies 

300 

Printing  of  questionnaire 
Machine  tabulation  of  in- 

1,500 

formation 

1,500 

Travel  for  staff  and  members 

, of  the  advisory  committee. 

including  e.xpense  for  two 
to  three-day  conference  at 
the  time  of  submission  of 
report  of  the  study 

Other  Expense 

Rent 

2,400 

Telephone 

600 

Total  Budget 

$38,346 


1,500 


3,300 


3,000 


3,000 

$49,146 
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Section  12  (See  157)  Report  61-D 

Supplementary  Report  of  the  Council 
Committee  on  Public  Health  and  Education, 
Subcommittee  on  Aging  and  Nursing  Homes 

To  the  House  of  Delegates,  Gentlemen: 

A meeting  of  the  subcommittee  was  held  on 
March  23. 

1.  A detailed  report  was  received  from  George 
Warner,  M.D.,  of  the  State  Health  Department,  on 
the  plan  prepared  by  the  Department  for  the  ex- 
penditure of  general  Federal  health  funds  (U.S.- 
P.H.S.)  for  the  improvement  of  nursing  home 
services.  The  allocation  to  New  York  State  from 
this  fund  for  the  first  year  is  $133,300.  The  ob- 
jectives of  the  use  of  the  grant  in  New  York  State 
were  outlined  as  follows: 

A.  To  assist  city  and  county  health  departments 
in  developing  or  improving  nursing  home  and  re- 
lated facility  services  through  the  establishment  and 
operation  of  adequate  nursing  home  codes. 

B.  To  assist  further  such  county  and  city  health 
departments  in  providing  training  programs  for 
health  department  personnel  concerned  with  nursing 
homes  and  also  for  the  personnel  of  nursing  homes 
and  related  facihties. 

C.  To  carry  out  such  demonstration  programs 
and  special  studies  as  will  develop  new  technical 
knowledge  and  methods  that  will  enhance  the  main- 
taining of  higher  standard  services  in  these  facilities. 

It  was  emphasized  that  this  program  would  be 
carried  on  as  a study,  since  the  national  legislation 
specifies  that  none  of  these  funds  can  be  used  for 
personnel  or  facilities  directly  related  to  any  one 
nursing  home. 

The  subcommittee  felt  that  when  the  Health  De- 
partment distributed  the  detailed  plan  to  its  health 
officers,  the  Medical  Society  should  inform  the 
county  medical  societies  of  the  plan  and  urge  those 
societies,  where  there  is  no  county  health  depart- 
ment, to  take  the  lead  in  implementing  the  program. 

2.  Dr.  Warner  also  informed  the  subcommittee 
of  the  multiple  screening  survey  organized  in  Cort- 
land County  by  the  county  health  association,  with 
the  approval  of  the  county  medical  society.  The 
project  was  worked  up  several  months  ahead  of  the 
opening  date,  January  16,  1961.  Total  registration 
was  over  2,000,  and  in  spite  of  the  bad  weather  dur- 
ing the  following  weeks,  very  few  persons  canceled 
their  appointments.  Height  and  weight,  electro- 
cardiogram, chest  x-ray,  blood  pressure,  blood  sugar, 
urine,  and  hematocrit  were  included  in  the  survey. 
Neither  examinations  nor  reports  have  been  com- 
pleted. The  program  was  aimed  at  asymptomatic 
persons  over  forty  who  are  not  under  medical  care. 
The  long-range  goal  is  complete  and  adequate 
examination  in  the  doctor’s  office  by  educating  the 
public  to  the  desirability  of  such  tests. 

The  subcommittee  heard  the  presentation  with 


great  interest  but  took  no  action. 

3.  The  subcommittee  decided  that  a letter  should 
go  out  to  county  medical  societies  urging  local  pro- 
grams on  the  mental  health  of  the  aged.  This  has 
been  done. 

A meeting  of  the  New  York  State  Joint  Council  to 
Improve  the  Health  Care  of  the  Aged,  of  which  your 
chairman  is  permanent  chairman,  was  held  on  March 
23. 

The  Western  New  York  Council  of  the  Hospital 
Association  was  reported  to  have  agreed  to  set  up  a 
regional  institute  on  nursing  home  problems  spon- 
sored by  local  county  medical  societies,  dental  socie- 
ties, and  nursing  home  associations,  as  well  as  the 
Hospital  Council.  On  April  6 a planning  meeting 
was  held  in  Buffalo.  The  institute  will  be  held  on 
September  21,  1961,  in  that  city. 

It  will  be  an  all-day  program  to  which  representa- 
tives of  the  various  component  organizations  will  be 
invited,  as  well  as  persons  concerned  with  public  wel- 
fare, public  health,  nursing,  insurance,  etc.  Each 
organization  will  present  its  role  in  the  health  care 
of  the  aging  and  outline  what  is  expected  from  the 
other  three  agencies. 

The  Joint  Council  approved  the  plan  outlined  by 
Harry  Draker,  D.D.S.,  of  the  State  Health  Depart- 
ment for  providing  portable  units  for  dental  care  of 
nursing  home  patients.  These  will  be  available,  per- 
haps at  a nominal  rental,  to  individual  dentists 
having  to  render  service  to  nursing  homes  and 
hospitals. 

In  this  connection  an  appeal  was  made  by  the 
State  Dental  Society  representatives  for  better  co- 
operation from  both  hospitals  and  nursing  homes. 

Respectfully  submitted, 

Joseph  J.  Witt,  M.D.,  Chairman 

Section  IS  (See  161)  Report  61-E 

Supplementary  Report  of  the  Committee  on 
Public  Health  and  Education,  Subcommittee 
on  General  Practice 

To  the  House  of  Delegates,  Gentlemen: 

A meeting  of  the  subcommittee  was  held  on 
March  10. 

Several  matters  were  reviewed  which  have  been 
the  concern  of  the  general  practitioner  in  recent 
years,  that  is,  the  decreasing  number  of  physicians 
in  rural  areas  of  the  State,  the  general  practitioner’s 
status  in  hospitals,  and  the  specialist’s  role  as  op- 
posed to  that  of  the  family  physician.  It  was  their 
opinion  that  the  specialist’s  place  is  that  of  con- 
sultant, teacher,  and  scientific  investigator.  Too 
often  he  is  called  on  by  individuals  to  treat  ailments 
which  are  minor  or  run-of-the-mill.  A member  of 
the  Harvard  Medical  School  faculty  was  quoted  in 
support  of  their  viewpoint. 

The  subcommittee  felt  that  when  a general  practi- 
tioner gives  a'  full  examination  and  renders  a report 
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thereon,  he  should  receive  remuneration  as  does  the 
specialist  who  is  called  in  consultation.  It  was  also 
suggested  that  perhaps  the  Blue  Cross  could  reim- 
burse the  rural  physician  for  mileage  to  the  hospital. 

The  greater  part  of  the  meeting  was  devoted  to  an 
exposition  in  detail  by  Jeff  J.  Coletti,  M.D.,  of  the 
Nassau  County  Medical  Society’s  “Program  to  Con- 
serve the  Public’s  Health  Care  Dollar,’’  which  en- 
lists the  assistance  of  hospitals,  specialties,  general 
practitioners,  insurance  companies,  in  attempting  to 
make  it  clear  to  the  public  that  the  increased  cost  of 
medical  care  is  attributable  primarily  to  better  care 
and  services  resulting  from  progress  in  medical 
science. 

Respectfully  submitted, 

G.  Alx.  Galvin,  M.D.,  Chairman 

Section  14  {See  172)  Report  61-F 

Supplementary  Report  of  the  Committee 
on  Public  Health  and  Education, 
Subcommittee  on  School  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  chairman  attended  the  8th  National  Con- 
ference on  Physicians  and  Schools  at  Chicago, 
March  9 to  11,  1961.  Three  major  problems  were 
discussed:  (1)  child  health  needs  and  health  educa- 
tion, (2)  the  future  of  school  health  programs,  and 
(3)  mental-emotional  fitness  of  youth. 

Each  problem  was  introduced  by  speakers  at 
general  sessions  and  then  discussed  simultaneously 
by  those  attending,  in  ten  groups  of  about  20  each. 
The  recorders  gave  a brief  report  at  the  following 
general  session. 

A few  points  of  special  interest  were  the  following: 

Many  new  schools  are  being  air-conditioned, 
especially  in  the  South.  Some  systems  are  too 
noisy.  Claustrophobia  reactions  of  pupils  and 
teachers  is  avoided  by  special  decorations,  such  as 
outdoor  scenes  painted  on  the  walls. 

One  group  reported  in  favor  of  school  health 
councils  or  committees  on  state,  county,  and  local 
levels  and  suggested  workshops  for  discussion  of 
school  health  services.  This  group  also  stressed  the 
periodic  examinations  in  preference  to  annual  exami- 
nations and  the  importance  of  screening  tests  for 
vision,  hearing,  etc. 

The  State  of  New  Jersey  is  discontinuing  annual 
examinations,  and  it  is  quite  apparent  that  we  in 
New  York  State  should  continue  our  efforts  to 
modify  the  outmoded  law  requiring  annual  exami- 
nations in  this  State. 

The  chairman  also  attended  the  Conference  on 
Athletic  Injuries  at  Binghamton,  March  25,  spon- 
sored by  the  Sixth  District  Branch.  It  was  very 
well  attended  and  proved  to  be  most  worth  while. 
We  hope  that  more  of  these  will  be  held  throughout 
the  State. 


Respectfully  submitted, 

WiLUAM  E.  Ayling,  M.D.,  Chairman 

Section  15  {See  212)  Report  61-H 

Supplementary  Report  of  the  Committee  on 
Hospital  and  Professional  Relations 

To  the  House  of  Delegates,  Gentlemen: 

The  Supplementary  Report  of  the  Committee  on 
Hospital  and  Profes.sional  Relations  is  in  three  parts, 
as  follows: 

I.  Study  of  Emergency  Service  Programs  in 
County  Medical  Societies. — Early  in  1961  the 
Council  Committee  on  Hospital  and  Professional 
Relations  conducted  a study  of  physicians  emergency 
services,  in  order  to  evaluate  this  important  public 
service  rendered  by  the  medical  profession  to  the 
communit}'. 

A questionnaire  with  a return  self-addressed  en- 
velope was  forwarded  to  the  secretary  and  executive 
secretary  (where  apphcable)  of  each  county  medical 
society.  Seventy-eight  questionnaires  were  mailed 
to  61  county  medical  societies.  Replies  were  re- 
ceived from  39  counties  as  listed  below: 


Albany 

New  York 

Allegany 

Niagara 

Bronx 

Oneida 

Broome 

Onondaga 

Cattaraugus 

Ontario 

Cayuga 

Orange 

Chautauqua 

Orleans 

Chemung 

Otsego 

Clinton 

Queens 

Cortland 

Richmond 

Dutchess 

Saratoga 

Essex 

Schenectady 

Fulton 

Schuyler 

Genesee 

Suffolk 

Greene 

Sullivan 

Herkimer 

Tompkins 

Jefferson 

Warren 

Monroe 

Wayne 

Nassau 

Westchester 

Yates 


Twenty-two  counties  did  not  reply  to  the  question- 
naire. Although  several  of  these  may  have  organ- 
ized programs  of  emergency  medical  service,  their 
experience  could  not  be  included  in  this  study  be- 
cause of  their  failure  to  submit  the  requested  data. 

The  first  part  of  the  questionnaire  was  designed  to 
yield  a brief  description  of  how  each  emergency  serv- 
ice operates  and  an  estimate  of  the  volume  of 
emergency  calls  handled.  This  was  followed  by 
questions  designed  to  enable  the  committee  to 
evaluate  the  service’s  effectiveness,  as  seen  by  the 
county  medical  society  which  organized  the  plan,  by 
the  community  which  it  services,  and  by  the  physi- 
cians who  participate.  The  last  part  was  devoted  to 
remarks,  comments,  and  suggestions  to  provide  the 
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Society  with  au  opportunity  for  over-all  evaluation 
of  the  program. 

Eight  counties  reported  no  organized  provision 
for  emergency  coverage.  The  reason  given  by  one 
society  was  “county  too  rural  for  this  service.”  In 
13  counties  the  emergency  medical  service  was 
organized  in  close  cooperation  with  active  staff 
members  of  the  local  community  hospitals.  In 
nine  counties,  participation  of  the  members  was 
voluntary;  in  one  of  these  counties  the  entire  mem- 
bership participated,  as  required.  Two  counties  re- 
ported that  only  general  practitioners  rotate  on  the 
emergency  panel.  Participation  is  mandatory  for 
all  members  under  forty-five  years  of  age  in  one 
county,  under  fifty  years  in  three  counties,  under 
fifty-five  years  in  two  counties,  and  under  sixty 
years  in  one  county.  In  all  counties  having  manda- 
tory participation,  excuse  for  cause  may  be  granted 
by  the  committee  making  the  arrangements  for 
emergency  coverage. 

The  total  number  of  emergency  services  provided 
under  plans  developed  by  county  medical  societies  in 
20  counties  stands  at  about  22,800  per  year.  Ten 
counties  were  unable  to  submit  reliable  figures. 
Of  the  20  counties  reporting  on  the  number  of 
emergen(;y  calls,  six  reported  handling  over  1,000 
calls  each  per  year  for  a total  of  close  to  20,000. 
Three  counties  handled  fewer  than  100  calls  (145). 
Seven  received  between  100  and  250  calls  (1,118). 
Three  reported  between  250  to  500  calls  (1,250), 
and  one  county  report, ed  between  500  and  1,000 
calls  (780). 

Physician’s  attitude  and  coopciation  were  satis- 
factory in  21  counties.  Seven  counties  stated  that 
occasionally  there  arc  difficulties  in  outlying  areas 
or  with  a small  number  of  physicians  who  fail  to 
provide  coverage  when  their  turn  is  reached  on  the 
roster.  Three  counties  complained  of  difficulties  in 
recruiting  volunteers  because  of  an  anxiety  over 
liability,  refusal  of  specialists  to  participate,  or  com- 
plaints by  physicians  over  unnecessary  calls. 

In  22  counties  no  complaints  have  come  to  the  at- 
tention of  the  medical  society  regarding  the  ad- 
ministration of  the  emergency  medical  program 
from  the  community.  Five  county  medical  socie- 
ties reported  complaints  from  patients  about  delay 
in  answering  calls.  In  three  coimties  complaints 
regarding  refusal  by  physicians  to  accept  an  emer- 
gency failed  to  be  substantiated  after  thorough 
investigation.  In  one  county  patients  complained 
that  they  were  required  to  report  to  the  hos- 
pital for  emergency  care. 

Physicians  in  22  counties  are  satisfied  with  the 
program  of  emergency  medical  service  arranged 
through  the  county  medical  society.  Nine  counties 
reported  some  dissatisfaction  of  the  participating 
physicians,  primarily  because  of  the  large  number  of 
calls  which  were  classed  as  nonemergencies  and  the 
abuse  of  the  service  by  physicians  to  cover  their 


practice  during  their  vacations  or  days  off. 

Among  the  suggestions  submitted  under  “re- 
marks” in  the  questionnaires,  the  need  was  stressed 
for  education  of  the  public  concerning  real  emergen- 
cies, and  it  was  recommended  that  this  service  be  ex- 
plained to  civic  groups,  stressing  its  natur<}  and  em- 
phasizing that  it  is  not  designed  to  function  as  a 
family  doctor  substitute,  nor  to  provide  free  service 
in  cases  of  emergency.  There  also  appears  to  be  a 
need  to  study  means  of  more  equal  distribution  of 
calls  among  participating  members.  The  operating 
expense  to  a county  medical  society  for  such  a serv- 
ice was  mentioned  only  by  two  counties  where  the 
societies  report  that  the  service  costs  approximately 
$37.50  per  month  or  roughly  70  cents  to  $1.00  per 
call. 

Only  seven  of  the  30  counties  reporting  emergency 
service  felt  it  necessary  to  make  participation  in  the 
emergency  medical  program  mandatory  for  all 
members.  The  remaining  areas  appeared  to  manage 
quite  satisfactorily  on  a voluntary  basis  since  only 
three  of  them  stated  they  experienced  difficulty  in 
the  recruiting  of  physicians.  Except  where  partici- 
pation is  obligatory  or  arranged  through  the  com- 
munity hospitals,  the  greatest  load  of  emergency 
service  falls  on  the  general  practitioners  in  the  com- 
munity. It  was  suggested  in  one  report  that  the 
relatively  minor  participation  of  specialists  in  volun- 
tary emergency  coverage  may  be  due  to  lack  of  a 
feeling  of  competency  of  certain  specialists  outside 
their  specialty. 

If  utilization  were  to  be  considered  as  a measure  of 
success,  the  emergency  medical  service  programs 
organized  by  county  medical  societies  would  have  to 
be  deemed  successful.  Certainly  organizations 
making  emergency  medical  care  available  to  about 
23,000  people  per  year  deserve  adequate  recognition 
and  the  appreciation  of  the  public.  Most  com- 
munities accept  these  services  graciously.  Oc- 
casionally, complaints  may  be  unavoidable  and  out 
of  proportion  to  the  cause.  Such  matters  as  delay 
in  answering  are  subject  to  much  misunderstanding. 
While  a ten-  to  fifteen-minute  wait  might  at  times  be 
a decisive  factor  in  an  emergency,  one  must  realize 
that  the  patient’s  concept  of  time  in  emergency  is 
highly  impaired,  with  minutes  seemingly  stretching 
into  hours  quite  readily. 

The  popularity  of  the  program  with  physicians  is 
bound  to  suffer  if  full  discretion  is  not  used  by  the 
public,  as,  for  example,  when  calls  are  placed  for  the 
convenience  of  the  patient  without  regard  to  the  wel- 
fare of  other  people  in  the  community,  who  may 
thereby  be  deprived  of  the  services  of  the  physician, 
should  a true  emergency  arise  elsewhere.  Such  be- 
havior is  objectionable  and  irresponsible  and  akin  l.o 
turning  in  a false  fire  alarm.  Similarly,  the  utiliza- 
tion of  such  services  by  physicians  to  cover  their 
nonemergency  private  practice  while  they  absent 
themselves  without  making  their  own  arrangements 
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for  coverage  is  (ieplorahle  and  should  be  discon- 
finued. 

It  would  appear  that  much  remains  to  be  done  to 
educate  the  public  as  well  as  the  physicians  of  the 
true  nature  of  an  emergency  and  the  emergency  serv- 
ices and  that  some  clarification  is  in  order  on  the  sub- 
ject of  the  liability  of  the  physician  performing  such 
service.  Generally,  the  plans  organized  by  the 
county  medical  societies  reporting  in  response  to  this 
survej'  revealed  favorable  acceptance  from  the  par- 
ticipating physicians  and  the  community  as  a whole. 
The  counties  who  have  organized  these  services 
should  be  commended  for  the  useful  and  essential 
services  which  they  perform.  The  other  county 
medical  societies  may  well  review  their  own  atti- 
tudes toward  such  a program  in  the  light  of  the  in- 
formation which  was  brought  forth  in  this  study. 
It  is  only  by  serving  our  communities  selflessly  and 
voluntarily  that  physicians  and  medical  societies 
can  attain  the  stature  and  respect  they  deserve. 

II.  Study  of  Intern  Shortage. — As  was  men- 
tioned in  the  preliminary  report  of  this  committee, 
resolutions  60-9,  “Plan  to  Study  the  Intern  Short- 
age,” 60-16,  “Plan  to  Correct  Shortage  of  Interns,” 
and  60-36,  “Training  of  Residents  and  Interns,” 
the  1960  “House  of  Delegates  voted  to  refer  to  the 
Council  Committee  on  Hospital  and  Professional 
Relations  as  well  as  where  else  deemed  advisable  by 
the  Council.”  At  its  meeting  June  23,  the  Council 
referred  these  resolutions  to  this  committee,  and 
made  no  other  disposition  of  them. 

Letters  were  sent  out  to  the  administrators  of 
each  hospital  in  New  York  State  having  an  intern- 
ship program,  or  residency  program,  or  both,  to  the 
secretaries  of  the  various  specialty  boards,  to  the 
deans  of  medical  schools,  and  to  the  medical  services 
of  the  armed  services  advising  them  of  the  action  of 
the  House  and  inviting  comments  and  suggestions  in 
regard  to  the  intern  shortage. 

As  was  stated  in  the  preliminary  report,  the  re- 
sponse was  overwhelming.  These  replies  were  tabu- 
lated, and  each  member  of  the  committee  was  given 
a copy  of  the  replies  so  that  he  could  study  them 
and  arrive  at  some  conclusion.  This  report  is  a 
composite  picture  of  the  opinions  expressed  by  those 
mentioned,  and  while  we  must  report,  that  the 
majority  of  the  thinking  was  not  in  agreement  with 
the  action  of  the  House,  it  represents  a careful  ap- 
praisal of  the  situation,  and  out  of  the  vast  amount 
of  material  studied,  certain  concrete  conclusions  ma>’ 
be  drawn.  As  to  the  interest  created  by  the  inquiry, 
this  may  be  judged  by  the  fact  that  many  ad- 
ministrators discussed  the  situation  with  their  re- 
spective boards  before  answering.  One  of  the  deans 
consulted  asked  for  comments  to  be  given  by  his 
faculty. 

The  committee  is  most  grateful  for  material  re- 
ceived and  wishes  to  thank,  most  sincerel.y,  all  of 
those  who  participated  for  their  genuine  interest  in 


discussing  a most  vital  and  universal  problem.  The 
(committee  realizes  its  magnitude  and  the  problem 
which  it  presents  and  is  aware  that  the  solution  will 
not  come  shortly.  However,  the  committee  be- 
lieves that  if  all  groups  interested,  namely,  hospitals, 
medical  schools,  armed  services,  organized  medicine, 
and  individual  doctors,  will  approach  the  various 
facets  with  open  and  flexible  minds,  many  of  the 
sharp  corners  will  be  eliminated  immediateh-. 

One  of  our  greatest  problems  has  been  to  decide 
where  to  stop  in  the  study  and  what  to  include  in  a 
report  such  as  this  one.  To  include  statistics  alone 
would  be  very  dull.  Therefore,  we  are  going  to  in- 
clude a composite  picture  of  opinions  and  sugges- 
tions, along  with  some  concrete  proposals  for  your 
consideration. 

In  order  to  attempt  some  systematic  approach  to 
the  problem,  the  following  general  headings  will  be 
considered : 

A.  Reasons  for  intern  shortage. 

B.  Suggested  ways  and  means  for  correction  of 
intern  shortage. 

C.  Comments  by  specialty  boards. 

D.  Arguments  pro  and  con — two-year  intern- 
ships. 

E.  General  proposals  for  consideration. 

A.  Reasons  for  intern  shortage:  “It  has  always 

been  of  interest  to  me  that  the  laws  of  our  State  take 
no  cognizance  of  an  internship  as  a prerequisite  to 
the  granting  of  a license  qualifying  the  medical 
graduate  ‘to  practice  medicine  and  surgerj"  in  the 
State  of  New  York.’  That  this  view  has  not  been 
shared  by  the  profession  has  been  obvious  through 
the  years;  yet  I think  that  the  latter  points  up  the 
fact  that  young  physicians,  almost  without  excep- 
tion, have  sought  postgraduate  education  in  the 
form  of  hospital  service.  ‘Education’  is  the  key 
word,  and  the  lack  of  opportunities  for  its  procure- 
ment is  the  basic  cause  of  the  shortage  of  interns  in 
so  many  of  our  hospitals  todaju  That  the  general 
abandonment  of  the  two-year  internship  may  play  a 
role  is  a possible  and,  in  strictly  mathematic  terms, 
is  a likely  explanation  of  the  ‘intern  shortage,’  but 
this  neglects  a fact  of  medical  life  that  was  not  ap- 
parent to  me  until  I read  the  following  (Table  I). 

“It  is  notable  that  the  number  of  medical  schools 
and  graduates  have  increased  with  the  country’s 
population  so  that  the  ratio  of  physicians  to  the 
population  is  about  the  same  today  as  twenty  years 
ago.  Hospitals  approved  for  internships  increased 
by  only  127,  but  the  number  of  internships  almost 
dmihled  and  the  number  of  residencies  offered  in- 
creased more  than  sevenfold  in  two  decades.  The 
figures  regarding  residencies  bear  out  the  increasing 
interest  of  physicians  in  specialty  practice  and,  in 
my  opinion,  also  indicate  the  increased  recognition 
by  hospitals  of  the  need  for  house  physicians  with 
special  skills.  Both  of  the  foregoing  reflect  the  in- 
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TABLE  I. 


Medical 

Schools* 

(Number) 

Medical 

Schools* 

(Enrollment) 

Graduates* 

Hospitals 

Approved 

for 

Internship*'^ 

Internships*'* 

Hospitals 

Approved 

for 

Residencies*'* 

Residencies*'* 

1940 

77 

21,271 

5,097 

732 

6,791 

587 

4,392 

1959 

85 

29,614 

6,860 

859 

12,887 

1,298 

31,818 

' J.A.M.A.  171:  1534  (1959). 

2 J.A.M.A.  115:  752  (1940). 

3 J.A.M.A.  171 : 675  (1959). 


creasing  complexity  of  medicine,  and  it  is  evident 
that  further  complexity  can  be  expected.  If  this  is 
the  case,  it  seems  likely  that  the  number  of  physi- 
cians seeking  residency  training  will  increase  in  the 
future.  We  have  found  that  many  of  our  interns 
applied  to  us  because  of  our  residency  programs, 
since  it  seems  to  be  a common  feeling — and  there  is 
some  justification  for  this — ^that  it  is  easier  to  obtain 
a residency  in  the  hospital  in  which  one  has  interned. 
This  suggests  that  part  of  the  explanation  for  the 
intern  ‘shortage’  is  the  increasing  role  of  residency 
training  in  postgraduate  medical  education.  It  is 
evident  that  house  officers  are  playing  an  increasingly 
important  role  in  the  care  of  hospitalized  patients 
and  that  this  stems  directly  from  the  complexity  of 
modern  medical  management.  The  internship,  ac- 
cordingly, is  now  less  of  an  apprenticeship  to  those 
on  the  attending  staff  than  a partnership  with  its 
members  insofar  as  patient  care  is  concerned. 
Failure  to  recognize  this  can  have  serious  effects  on 
procurement  and  doubtless  has.  One  wonders  if 
all  the  hospitals  which  are  approved  for  the  training 
of  interns  can  really  give  them  adequate  experience 
under  supervision.  Of  interest  in  connection  with 
the  foregoing  is  the  fact  that  salary  has  no  apparent 
bearing  on  the  desirability  of  internship.  Attempts 
on  the  part  of  some  hospitals  to  attract  applicants 
through  the  payment  of  unusual  salaries  have  met 
with  little  success.  It  appears  that  those  institu- 
tions with  attractive  programs  often  offer  less  salary 
to  the  intern  than  do  those  which  have  difficulties 
with  procurement.  I think  that  this  serves  to  rein- 
force the  view  that  educational  opportunity  is  the 
determining  factor  for  most  applicants.” 

♦ « « « ♦ 

“The  present  shortage  is  due  to  a combination  of 
the  following  factors:  (1)  increase  in  the  number  of 
hospital  beds  since  World  War  II,  (2)  no  expansion 
of  medical  schools,  either  in  number  or  in  size,  in 
comparison  with  the  increased  need  of  more  doctors, 
and  (3)  increase  in  the  number  of  interns  sought 
by  large  medical  centers,  including  university 
hospitals.” 

***** 

“The  main  area  of  difficulty  lies  in  the  fact  that 
many  medical  schools  do  not  realize  and  refuse  to 
realize  that  the  United  States  as  a whole  needs 


many  more  competent  general  practitioners  than  it 
does  various  specialists.  The  medical  schools  have 
frequently  deterred  men  who  would  otherwise  be 
interested  in  general  practice,  and  they  have  gone 
into  these  specialties.  Many  medicahschools  main- 
tain faculties  which  will  constantly  deride  the  gen- 
eral practitioner  in  the  community,  intentionally  or 
unintentionally,  thereby  inducing  impressionable 
medical  students  to  attempt  anything  but  general 
practice.  Since  medical  school  faculties  are  made 
up  of  specialists  who  usually  have  never  engaged  in 
community  kind  of  practice,  they  have  hardly  any 
understanding  of  what  the  general  practitioner  has 
to  offer  and  what  his  potential  could  be.  The 
creation  of  young  M.D.’s  with  the  same  bias  is  only 
a natural  consequence.” 

4c  * « * * 

“I  have  given  your  letter  considerable  thought. 
I must  admit,  however,  that  I find  it  difficult  to 
present  a solution  to  the  problem  of  intern  shortage. 
It  seems  to  me  that  the  age-old  problem  of  supply 
and  demand  is  basically  what  confronts  us  here.” 

4c  4>  * 4c  % 

“Four  separate  areas  are  indicated  as  possible 
contributory  factors  to  the  intern  and  resident  short- 
age. Each  one  in  itself  is  obviously  contributory, 
and  the  combined  effect  has  made  the  situation  in 
the  State  of  New  York  a most  critical  one.  It  would 
seem,  however,  that  an  additional  problem  must  be 
faced  in  this  regard,  and  possibly  the  aforemen- 
tioned factors  are  indicative  of  the  situation  in 
medicine  today.  Recent  publications  indicate  that 
medical  schools  at  the  present  time  have  little  more 
than  one  applicant  for  each  position  available  in 
the  freshman  class.  This  is  certainly  a far  cry  from 
the  situation  of  a few  years  ago  wherein  the  ratio  was 
substantially  greater.  This,  it  would  seem  to  me, 
is  the  most  serious  problem  facing  the  medical  pro- 
fession and  allied  health  field,  and  in  this  regard 
again,  the  aforementioned  criteria,  as  contributing 
factors  for  the  shortage  of  interns  and  residents, 
might  be  considered  as  a cause  rather  than  a result, 
for  in  this  area  it  would  appear  that  a combined  ef- 
fort by  the  entire  medical  profession  and  allied 
health  fields  certainly  is  in  order.  If  the  present 
situation  appears  rather  grim,  it  would  .seem  in- 
evitable that  if  the  continuing  downward  trend  of 
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medical  school  applicants  becomes  a permanent 
thing,  then  medicine  and  all  its  many  ramifications 
are  in  for  a much  more  critical  and  serious  dilemma.” 
* * * * * 

“You  mention  a shortage  of  interns.  This  short- 
age exists,  depending  on  one’s  point  of  view  about 
the  purpose  of  an  internship.  If  it  is  to  provide  a 
large  amount  of  patient  care  to  patients  in  both  pub- 
lic and  private  hospitals  for  whom  the  practicing 
physician  cannot  or  will  not  care,  then  there  is  a 
tremendous  shortage.  However,  if  it  is  to  be  pri- 
marily educational,  then  I do  not  believe  there  is  a 
shortage  of  young  men. 

“It  seems  to  me  that  the  crux  of  the  problem  is 
that  there  are  too  many  approved  internships.  It 
would  not  be  possible  for  the  medical  schools  of  the 
country  to  train  enough  physicians  to  fill  all  of  the 
internships  available.  If  that  were  physically  pos- 
sible and  if  it  were  done,  the  result  would  be  a great 
excess  in  the  number  of  physicians  over  that  needed 
for  the  care  of  t he  people  in  our  country.” 

♦ * * ♦ * 

“While  decreasing  the  internship  to  one  year  may 
be  a factor  leading  to  intern  shortage,  there  are  a 
number  of  other  factors  which  may  be  of  even 
greater  importance,  such  as  (1)  overutUization  of 
hospital  beds  because  of  unrealistic  insurance  plans; 
(2)  inadequate  number  of  medical  schools;  (3)  im- 
proper use  of  interns;  (4)  chronic  shortage  of  all 
paramedical  personnel;  and  (5)  hospital  construc- 
tion without  consideration  as  to  how  they  would  be 
staffed  (that  i.s,  poor  social  planning).” 

* * * ♦ 5(t 

B.  Suggested  ways  and  means  for  correction  of  in- 
tern shortage:  “The  purpose  of  an  intern  in  a hospi- 
tal should  be  re-emphasized.  A physician  graduat.- 
ing  from  medical  school  takes  an  internship  in  order 
to  prepare  himself  better  for  the  practice  of  medi- 
cine, not  for  the  sole  purpose  of  providing  service  to 
hospitals.  There  are  several  suggestions  which 
would  help  to  relieve  the  intern  shortage: 

“1.  Internships  should  be  re-examined  in  terms 
of  their  educational  value.  Those  which  are  prima- 
rily service  internships  with  inadequate  educational 
programs  should  be  discontinued. 

“2.  Those  hospitals  which  are  unable  to  provide 
a satisfactory  educational  program  should  hire  their 
younger  practicing  physician  to  carry  on  the  service 
functions  in  the  hospital. 

“3.  City  hospital  bed  capacity  and  intern  re- 
quirements should  be  re-examined  in  terms  of  cur- 
rent bed  occupancy.  The  trend  toward  all  forms  of 
health  insurance  has  reduced  markedly  the  demand 
for  city  ho.spital  beds. 

“4.  Staffs  of  hospitals  affiliating  with  medical 
schools  could  be  assigned  to  teaching  duties  at  un- 
affiliated city  hospitals  .so  as  to  improve  their  educa- 
tional program. 


“5.  Medical  school  curricula  should  be  adjusted 
to  permit  fourth-year  students  to  act  as  interns  in 
affiliated  hospitals. 

“6.  Hospital  internship  educational  programs  in 
hospitals  with  an  intern  shortage  should  be  re- 
viewed and  improved  so  as  to  attract  more  interns. 

“7.  Medical  schools  should  expand  their  facilities 
so  as  to  increase  the  number  of  medical  students  thej' 
train.” 

4;  4:  * * * 

“Since  I feel  that  this  entire  problem  has  an  edu- 
cational basis,  it  seems  appropriate  to  attempt  its 
solution  through  educational  means.  This  neces- 
sarily involves  the  medical  schools  of  the  State.  It 
would  be  appropriate,  in  my  judgment,  for  all 
hospitals  in  the  State  to  have  some  sort  of  medical 
school  affiliation,  but  this  is  manifestly  impossible. 
Certainly,  however,  it  would  be  possible  for  manj' 
more  to  be  affiliated  than  is  at  present  the  case. 
This  could  be  most  readily  effected  on  a regional 
basis  at  the  start.  The  undergraduate  academic 
year  is  unrealistic  in  many  of  our  medical  schools. 
There  is  actually  no  reason  not  to  continue  sched- 
uled instructions  throughout  the  year.  This 
would  add  six  to  eight  months  to  the  undergradu- 
;ite’s  experience,  and  this  could  be  in  part  utilized 
for  assignment  on  an  extern  basis  to  those  affiliated 
hospitals  which  could  provide  adequate  experience 
and  competent  supervision.  Everyone  would  bene- 
fit from  such  an  arrangement — patient,  ph3^sician, 
student,  hospital,  and  school.” 

4c  4^  4^  4^  4^ 

“Our  suggestions  are  as  follows: 

“1.  Prior  to  World  War  II,  this  hospital  had  12 
positions  for  two  internships,  appointing  six  interns 
a year.  We  had  no  residencies  available  in  the 
clinical  services,  other  than  in  orthopedics.  With 
the  advent  of  the  one-year  internship  program  and 
the  establishment  of  our  cliidcal  residency  programs, 
we  realistically  cut  the  number  of  interns  to  six, 
which  we  have  almost  always  filled.  We  believe 
that  hospitals  should  not  be  permitted  to  increase 
their  number  of  internships  based  on  a larger  number 
of  applications. 

“2.  All  univer.sity  hospitals  and  most  hospitals 
affiliated  with  medical  schools  assign  medical  stu- 
dents to  their  clinical  clerkships.  Since  they  per- 
form duties  and  have  responsibilities  in  keeping  with 
those  of  interns,  it  would  markedly  brighten  the 
situation  if  those  hospitals  having  medical  students 
as  clinical  clerks  would  give  up  their  internships. 
It  would  certainly  help  the  medical  school  graduate 
if  he  could  at  least  intern  in  the  local  hospitals  of  his 
choice  where  he  hoped  to  admit  his  patients  when  he 
subsequently  entered  practice. 

“3.  Increase  the  number  of  medical  schools  in 
keeping  with  our  ‘population  explosion.’  No  such 
disparity  exi.sts  in  any  other  graduate  school  as  in 
medicine.” 
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“As  far  as  I can  see,  the  nonteaching  hospitals  will 
simply  have  to  adjust  their  structure  so  that  they 
can  do  without  interns.” 

♦ ♦ ♦ * ♦ 

“I  feel  that  a basic  reorientation  of  the  medical 
school  approach  to  direction  of  medical  students 
and  the  withdrawal  of  medical  schools  from  the  ro- 
tating internship  would  add  much  to  improve  rela- 
tions between  the  affiliated  and  nonaffiliated  teach- 
ing hospital  groups  and  would  encourage  more  men 
to  go  into  general  practice  than  are  currently  so  do- 
ing. These  factors  are  basic,  unselfish  approaches 
to  this  profound  problem.” 

:4c  * * * 4: 

“If  we  do  not  increase  our  output  of  physicians  by 
building  more  medical  schools,  there  is  no  solution 
left  but  for  some  hospitals  to  hire  professional  service 
personnel  to  perform  medical  tasks  and,  thereby, 
shrink  the  number  of  available  good  internships.” 

* * * ♦ * 

“The  needs  of  municipal  hospitals  could  be  met 
by  requiring  students  from  State  medical  schools  or 
receiving  State  aid  to  spend  one  to  three  months  in 
such  a hospital.  It  seems  to  me  that  a pilot  plan  of 
two-year  internships  should  be  set  up  in  various  hos- 
pitals, and  if  it  proves  sufficiently  attractive,  then  the 
program  could  be  expanded.  It  would  be  a tre- 
mendous job  to  sell  the  two-year  plan  to  medical 
students,  the  deans,  and  specialty  boards.  I also 
feel  the  Committee  on  Medical  Education  of  the 
A.M.A.  would  not  support  it  on  a national  level.” 

* 4:  « 4c 

C.  Comments  by  specialty  hoards:  “Speaking  un- 
officially for  this  board,  I think  the  change,  if  one  is 
to  be  made,  should  be  passed  upon  by  the  Advisory 
Board  for  Medical  Specialties.  This  action  would 
assure  uniformity.  As  I understand  it,  straight 
internships  are  approved  only  in  medicine,  surgery, 
pathology,  and  pediatrics. 

“Last  week  we  had  a long  discussion  in  Chicago  at 
the  Advisory  Board  for  the  Medical  Specialties  and 
the  Council  on  Medical  Education  and  Hospitals  of 
the  American  Medical  Association  regarding  these 
problems.  The  Graduate  Training  Committees  of 
the  American  College  of  Surgeons  and  of  the  Ameri- 
can Board  of  Surgery  feel  that  all  men  should  have 
at  least  two  years  of  basic  surgical  training  before 
branching  out  into  one  of  the  specialties.  The 
present  requirements  of  the  American  Board  of 
Neurological  Surgery,  with  which  I am  concerned, 
are  for  one  year  of  general  surgerj-,  followed  by  four 
years  of  training  in  neurologic  surgery,  followed  by 
two  years  of  independent  practice  in  the  specialty 
before  a candidate  can  take  the  certifying  exami- 
nations of  the  American  Board  of  Neurological 
Surgery.  If  one  adds  to  this  two  years  of  rotating 
internship,  this  prolongs  the  whole  process  from 


seven  to  nine  years  after  medical  school  which  seems 
wholly  undesirable.” 

***** 

“I  do  not  believe  the  board  as  such  would  take  any 
position  in  regard  to  the  length  or  type  of  intern- 
ship other  than  that  which  is  stated  in  its  ‘Booklet 
of  Information,'  a copy  of  which  I enclose. 

“The  board  discharges  its  responsibilities  by  con- 
ducting examinations  and  issuing  certificates  of 
qualifications  to  those  surgeons  who  have  met  cer- 
tain specified  educational  requirements  and  have 
passed  its  examinations. 

“Preliminary  training — graduation  from  an  ap- 
proved medical  school  in  the  United  States  or 
Canada  or  from  medical  school  acceptable  to  the 
board  in  other  countries. 

“Completion  of  an  internship  (straight  or  rotat- 
ing) of  not  less  than  one  year  in  a hospital  approved 
by  the  Council  on  Medical  Education  and  Hospitals 
of  the  A.M.A.  or  its  equivalent  in  the  opinion  of  the 
board.” 

4c  4c  4(  4: 

“I  am  sorry  to  be  unable  to  assist  you  since  the 
only  function  of  this  board  is  to  determine  the  fitness 
of  candidates  who  voluntarily  present  themselves  for 
certification  as  internists.  There  are  so  many 
things  to  do  in  this  one  major  function  that  the 
board  has  not  had  the  opportunity  to  consider  any 
other  problems  in  graduate  medical  education.” 

4c  4c  4e  4c  4c 

“The  American  Board  of  Radiology  requires  only 
one  year  of  internship  in  an  approved  hospital  prior 
to  initiating  formal  residency  training  in  an  ap- 
proved department  of  radiology.  I shall,  however, 
be  glad  to  present  this  problem  to  the  board  of  trus- 
tees of  the  American  Board  of  Radiology,  through 
its  executive  committee,  when  it  meets  in  April.” 

♦ ♦ 4c  4c  4c 

“I  believe  at  the  present  time  the  one-year  intern- 
ship is  considered  throughout  the  country  to  be  the 
most  acceptable.  Following  such  an  internship  a 
man  may  specialize  in  a certain  field  of  medicine,  or 
he  may  enter  one  of  the  general  practice  internships 
which  require  approximately  two  years  of  additional 
training. 

“The  boards  as  such,  I believe,  have  no  feeling  in 
this  matter.  This  is  certainly  true  of  our  board 
which  requires  certification  by  the  American  Board 
of  Surgery  plus  two  years  of  approved  training  in 
thoracic  surgery  prior  to  examination.  It  is  my 
personal  feeling  that  the  inability  of  a hospital  to  ob- 
tain adequate  interns  and  residents  is  directly  the 
result  of  the  men  who  are  staffing  that  hospital. 
We  have  had  this  type  of  difficulty  in  some  of  our 
larger  hospitals  but  have  overcome  it  by  enhancing 
our  training  programs  within  the  hospital  so  that 
word  sifts  back  to  friends  of  the  house  staff  who  are 
still  in  medical  school.  Aside  from  these  few  com- 
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ments,  I have  no  other  thoughts  on  this  matter.” 

)|(  9|c  4:  :4c 

“The  requirements  of  the  Board  of  Urology  are  a 
one-year  rotating  internship.  It  has  always  been 
the  opinion  of  the  board  that  this  was  sufficient  time 
and  that  any  further  extension  of  the  internship  en- 
croached on  an  already  long  residency  requirement. 
Furthermore,  it  has  been  the  opinion  of  the  board 
that  the  second  year  of  a two-year  internship  would 
be  more  profitably  employed  in  residency  training.” 
***** 

D.  Arguments  'pro  and  con — two-year  intern- 
ships: 

1.  Opinions  against — “I  should  like  to  register 
my  strong  approval  of  a one-year  internship  against 
the  two-year  internship.  The  reason  largely  is  be- 
cause residency  training  ordinarily  occupies  from 
three  to  five  years  after  the  internship,  and  if  one  re- 
quires a two-year  internship,  it  w'ould  penalize 
those  men  who  want  to  go  through  full  residency 
training.  I am  a strong  believer  in  a rotating  intern- 
ship or  mixed,  whichever  can  best  be  given  by  the 
particular  institution  involved.  This,  I believe,  is  a 
much  better  introduction  to  a residency  than  a 
straight  internship  and  the  discipline  which  a man 
will  follow  the  rest  of  his  life.” 

^ ^ ^ 

“In  view  of  the  increased  emphasis  on  ward  work 
in  the  medical  schools  and  the  desire  of  perhaps  the 
majority  of  new  graduates  to  take  board-qualifying 
residencies  and  the  increase  of  an  interest  in  general 
practice  residencies,  I do  not  feel  that  any  effort  to 
reinstitute  the  two-year  rotating  internship  would 
be  desirable  or  fruitful  in  alleviating  the  shortage  of 
interns.” 

:)(  :|c  ^ 4c  9|c 

“I  am  afraid  that  I cannot  agree  with  the  as- 
sumption that  a ‘two-year  rotating  internship  is 
the  best  foundation  for  the  practice  of  medicine.’  A 
recent  high-level  survey  of  this  problem  has  in- 
dicated the  desirability  of  emphasizing  training  in 
medicine,  pediatrics,  minor  and  traumatic  surgery, 
and,  optionally,  obstetrics  as  a more  desirable 
formula  in  keeping  with  the  actual  activities  of 
general  practitioners  of  today  and  their  likely  re- 
sponsibilities in  the  future.  Of  the  causes  under 
consideration  for  the  intern  shortage,  I can  under- 
stand the  relevance  of  all  those  mentioned  except 
the  ‘increasing  emphasis  on  a straight  rather  than  a 
rotating  internship.’  There  is  no  doubt  that  the 
level  of  interest  in  a straight  internship  among  the 
more  qualified  graduates  of  our  medical  schools  is 
incrca.«ing,  but  I believe  this  is  mainly  because  of 
the  inherent  educational  value  of  straight  internship 
programs  and  the  fact  that  rotating  internships,  as 
now  constituted,  do  not  permit  a further  significant 
advance  in  the  education  and  experience  of  the 
young  physician  beyond  the  level  of  the  fourth  year 


of  medical  school.  One  further  cause  for  the  intern 
shortage  which  you  do  not  list  is,  clearly,  the  in- 
creased total  number  of  internships  available  as  in- 
creasing numbers  of  new  programs  have  been  de- 
veloped in  various  hospitals.” 

* Hi  ^ * 

“The  difficulties  of  a two-year  internship  at  the 
present  time  are  numerous  and  fairly  obvious.  The 
military  situation  is  still  perhaps  the  dominant  one 
since  the  armed  forces  still  pick  up  men  after  one 
year  of  internship,  although  this  is  not  so  frequent 
as  it  was  at  one  time.  Another  point  is  that  many 
good  men  want  only  a single  year,  at  least  in  medi- 
cine, following  which  they  branch  off  into  some  other 
specialty,  such  as  surgery,  pediatrics,  or  psychiatry. 
In  other  words,  a single-year  is  more  adaptable  than 
a two-year  internship.  From  my  point  of  view, 
therefore,  the  argument  that  a single  year  of  intern- 
ship is  not  wanted  by  prospective  interns  is  not  in 
accord  with  the  facts.  The  considerable  number  of 
first-year  internships  provided  by  the  most  popular 
hospitals  in  the  country  also  is  not  in  accord  with 
the  proposition  that  men  do  not  want  one-year  in- 
ternships. The  rotating  internship  presents  an- 
other problem  since  a number  of  services,  such  as 
this  one,  do  not  have  access  to  enough  different 
specialties  so  as  to  provide  a full  rotating  internship, 
and  a mixed  service  is  thus  the  best  that  we  can  do. 
Whether  a straight  or  a rotating  internship  is  the 
best  would  be  difficult  to  decide  in  any  categoric 
fashion.  It  seems  to  me  that  one  works  out  better 
for  one  man  and  another  for  another.  I myself 
would  hope  that  both  kinds  of  internship  would  con- 
tinue to  be  provided.  Finally,  so  far  as  this  particu- 
lar service  is  concerned,  I might  note  that  a few 
years  after  World  War  II  we  endeavored  to  start 
again  the  two-year  internship  but  had  to  give  it  up 
by  reason  of  the  many  practical  and  administrative 
difficulties  involved,  and  we  have  not  considered  it 
possible  to  start  the  two-year  internship  again.” 

* * * * * 

“In  my  experience  as  director  of  house  staff  edu- 
cation over  the  past  three  years,  I have  never  found 
an  individual  who  was  a member  of  our  house  staff 
who  desired  to  spend  more  than  one  year  as  an  in- 
tern. Again,  it  is  the  rare  individual  in  my  experi- 
ence who  wishes  a straight  internship  rather  than 
rotating.  I feel  that  the  present  system  of  one-year 
rotating  internships  or,  if  an  individual  desires,  a 
straight  internship  is  quite  adequate.” 

9):  % * # * 

2.  Opinions  in  favor — “I  am  highly  in  favor  of  a 
return  to  the  two-year  rotating  internship,  not  only 
as  a gi^nt  step  toward  the  solution  of  the  existing 
shortage  but,  even  more  importantly,  as  a sorely 
needed  additional  requirement  of  medical  training 
because  of  the  increasing  complexity  of  modern 
medicine.  The  Medical  Society  of  the  State  of  New 
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York  should  work  with  all  its  considerable  influence 
toward  the  accomplishment  of  this  change.  I be- 
lieve that  medical  school  graduates  would  readily  ac- 
cept two-year  internships  if  the  idea  was  made  suf- 
ficiently palatable.  This  could  be  accomplished  by 
the  attainment  of  the  following;  (a)  exemption 
from  military  service  during  a two-year  internship, 
(6)  obtaining  a living  wage  for  interns,  and  (c)  al- 
lowance of  one  year’s  credit  toward  the  requirements 
of  the  American  Board  of  Internal  Medicine  and  six 
months  toward  the  requirements  of  all  other 
specialty  boards  for  the  second  year  of  internship. 

“I  fully  appreciate  the  difficulty  of  accomplishing 
the  changes  outlined,  but  I believe  the  result  would 
be  that  the  two-year  internship  would  be  not  only 
acceptable  but  even  desired  by  most  graduates.  It 
has  been  my  observation  over  the  years  that  one 
year  of  hospital  work  after  graduation  is  very  in- 
adequate preparation  for  the  practice  of  good  gen- 
eral medicine  with  the  rare  exception  of  the  dedicated 
scholar  who  continues  his  training  while  practicing 
medicine.” 

♦ ♦ ♦ ♦ ♦ 

“Thank  you  for  the  opportunity  to  present  my 
views  on  the  problem  of  the  intern  shortage  in  this 
country  and  especially  in  this  State.  This  is  a multi- 
faceted problem,  and  no  doubt  the  committee  is  well 
aware  of  many  different  ways  that  this  might  be 
solved  for  the  nation,  such  as  building  more  medical 
schools  and  increasing  the  supply  of  interns  or  de- 
creasing the  number  of  approved  internships,  etc., 
but  few  of  these  mathematic  solutions  are  currently 
practical.  The  two-year  internship  is  certainly  a 
workable  solution  that  w'ould,  in  effect,  double  the 
current  supply  of  interns,  but  this  is  not  something 
that  can  be  done  by  the  State  of  New  York  alone. 
If  this  were  the  case,  many  graduates  now  seeking 
rotating  internship  in  New  York  State  would  go 
elsewhere  and  make  our  situation  even  worse.  For 
this  plan  to  work,  it  must  be  adopted  by  the  A.M.A. 
Council  on  Medical  Education  and  applied  to  all  ap- 
proved internships  in  the  country.  The  practice  of 
major  surgery  and  complicated  obstetrics  and  gjme- 
cology  is  rapidly  becoming  a thing  of  the  past  for  the 
general  practitioner  and  especially  in  the  State  of 
New  York.  In  a few  rural  areas,  this  is  still  a neces- 
■sity,  but  at  the  rate  we  are  turning  out  surgeons  to- 
day, even  these  areas  will  soon  have  fully  trained, 
competent  men  in  the  surgical  fields.  Is  it  really 
fair  to  the  patient  in  this  age  of  modern  scientific 
miracles  to  intend  for  him  to  have  his  surgery  done  by 
less  than  a fully  trained  man?  If  it  is  our  aim  to 
improve  medical  practice,  certainly  we  should  not 
be  tailoring  our  training  programs  to  a different  end. 
Hence,  a good  two-year  rotating  program,  call  it  an 
internship  or  mixed  residency  as  you  will,  would 
greatly  improve  the  service  needs  of  the  hospitals  in 
medicine  and  pediatrics  and,  to  some  degree,  in 
obstetrics  but  not  in  surgery  where  the  greatest  de- 


ficiency exists.” 

***** 

“For  the  medical  school  graduate  going  into  medi- 
cal practice,  a second  year  of  internship  may  very 
well  be  insufficient  preparation  for  the  practice  of 
general  medicine.” 

***** 

“I  appreciate  the  fact  that  this  might  appear  to 
be  a simple  solution,  but  it  could  not  succeed  with- 
out compulsion,  which  is  inconsistent  with  the 
policy  of  medicine.  The  only  group  of  students  who 
could  benefit  by  a two-year  service  would  be  some 
who  planned  to  go  into  general  practice.” 

* * 

“We  would  be  in  complete  agreement  with  the 
position  taken  by  the  Medical  Society  of  the  State 
of  New  York  in  its  recommendation  that  a two-year 
rotating  internship  should  be  basic  for  the  practice 
of  medicine  and  additional  training  in  a specialty.’* 

♦ ♦ * * ♦ 

“I  wholeheartedly  agree  with  the  recommenda- 
tion of  the  Medical  Society  of  the  State  of  New  York 
that  a two-year  rotating  internship  is  the  best 
foundation  for  the  practice  of  medicine  and  for  fur- 
ther training  in  a specialty  or  for  serving  adequately 
in  the  armed  forces.  The  only  exception  that  I 
would  voice  would  be  in  the  case  of  general  practice 
residencies,  for  which  I would  consider  a one-year 
rotating  internship  sufficient  preparation.  There 
might  also  be  some  thought  directed  to  a possible 
shortening  of  the  requirements  for  residency  train- 
ing in  certain  specialties  as  credit  for  the  additional 
year  of  internship.  This  might  need  some  explora- 
tion with  a view  to  setting  up  a program  slanted  to 
the  specialty.  For  instance,  if  surgery  is  the 
specialty  of  choice,  perhaps  some  arrangement  can 
be  made  whereby  the  intern  can  devote  extracurric- 
ular time  to  this  specialty  without  disturbing  the 
standard  program.” 

« # * « * 

“I  have  been  in  the  midst  of  this  problem  for  the 
past  five  years  and  rapidly  discovered  that  it  is 
growing  more  acute  each  year,  and  if  the  present 
trend  continues,  I am  sure  hospitals  of  our  size  and 
nature  will  be  totally  without  an  intern  staff 
within  the  next  five  years.  I feel  that  this  is  a very 
serious  problem  because  I am  convinced  that  an  in- 
tern staff  is  very  necessary  in  the  community  hospi- 
tal in  order  to  maintain  good  patient  care.  With- 
out a house  staff  there  is  no  question  in  my  mind 
that  the  general  patient  care  slowly  deteriorates  be- 
cause of  lack  of  good  stimulation  to  the  attending 
staff  and  because  of  lack  of  interest  in  the  staff 
meetings.  We  feel  that  we  present  a very  good 
general  rotating  internship  at  our  hospital  and  that 
any  interns  who  spend  one  or  two  years  at  our  hospi- 
tal finish  with  a good  general  basis  for  practice  or  for 


Part  II- — September  1,  1961 


25 


HOUSE  OF  DELEGATES 


entering  into  the  specialty  fields.  I further  feel 
very  strongly  that  this  situation  can  only  be  cor- 
rected by  direct  action  by  our  State  Medical  Society 
and  by  future  action  of  the  American  Medical  As- 
sociation. Our  entire  staff  feel  that  the  American 
Medical  Association  is  letting  the  community  hospi- 
tals down  very  badly.  We  see  no  hope  that  they 
will  change  their  present  attitude  unless  considerable 
pressure  is  exerted  on  the  A.M.A.  by  these  commu- 
nity hospitals.” 

4:  * * 

“The  general  practitioner  and  those  among  us  who 
would  like  to  see  the  pendulum  swing  back  in  the 
direction  of  general  practice  are  certainly  in  favor 
of  a two-year  rotating  or  mixed  program.  We  do 
feel  that  this  would  serve  principally  to  produce  a 
more  competent  practitioner  rather  than  to  ease  the 
intern  shortage  since  you  are  still  going  to  be  con- 
fronted by  a situation  in  which  you  have  only  7,000 
American  graduates  to  fill  13,000  appointments.” 

4:  * * * 

E.  General  proposals  for  consideration:  It  is 

obvious  that  many  conclusions  could  be  drawn  from 
the  material  submitted.  The  Hospital  and  Profes- 
sional Relations  Committee  also  realizes  that  the 
needs  are  different  throughout  the  State,  and  what 
would  solve  the  problem  in  one  area  would  only 
complicate  it  in  another.  The  committee  further 
feels  that  this  is  a study  which  incorporates  the  feel- 
ing of  the  hospitals,  medical  schools,  and  specialty 
boards  and  is  not  a full-scale  attempt  to  reach  all 
the  answers  to  questions  involved.  Despite  these 
thoughts  those  on  the  committee  who  studied  the 
situation  suggest  the  following  general  proposals  for 
consideration ; 

We  must  admit  a shortage  of  interns  exists.  This 
shortage  is  due  simply  to  the  fact  that  6,860  doctors 
become  available  for  internship  to  fill  12,887  intern- 
ships. It  is  obvious  that  twice  as  many  graduates 
must  become  available  at  once  or  that  the  number  of 
positions  must  be  reduced  after  thorough  re-evalua- 
tion of  needs  to  make  the  supply  equal  to  the  de- 
mand. 

1.  It  is  iijtipossible  to  increase  the  number  of 
graduating  doctors  in  the  near  future. 

2.  Prolongation  of  the  internship  from  the 
doctors’  point  of  view  cannot  be  justified  because: 

(а)  Few  medical  individuals  or  groups  justify  a 
two-year  internship  for  educational  reasons. 

(б)  The  specialty  boards  cannot  advance  credit 
for  the  extra  year  without  prolonging  the  entire 
specialty  training  period.  It  could  be  reasoned  that 
if  specialty  boards  could  do  so,  then  their  present  re- 
quirements are  too  long. 

(c)  Abolition  of  straight  internships  would  not 
bridge  the  hiatus  between  the  number  of  medical 
school  graduates  per  year  and  the  number  of  intern- 
ships available. 


(d)  If  the  armed  services  were  to  permit  another 
year  of  internship,  it  would  be  conceivable  that  our 
interns  would  elect  to  go  into  service  right  after  a 
one-year  internship  to  avoid  the  penalty  that  ac- 
companies prolonged  delay  in  getting  into  practice. 
It  is  doubtful  that  the  armed  services  would  accede 
to  such  a request  in  the  first  place. 

The  demand  for  interns  stems  in  a large  measure 
from  the  necessity  for  around-the-clock  patient 
coverage  in  the  hospital  where  the  educational 
standards  are  not  in  aU  instances  of  prime  considera- 
tion. It  is  our  feeling  that  the  internships  offering 
the  best  educational  opportunities  are  filled. 

We  should  conclude  that  if  prolonging  the  intern- 
ship to  two  years  is  interpreted  as  a selfish  gesture 
on  the  part  of  hospital  administration  and  the  medi- 
cal profession  and  that  in  so  doing  it  results  in  an 
avalanche  of  ill  will,  discouragement  to  students 
wishing  to  study  medicine,  and  the  creation  of  a re- 
bellion in  our  yoimg  replacement  ranks,  and  puts  us 
in  an  untenable  position  of  currying  cheap  labor  un- 
der the  guise  of  higher  education,  then  it  would  be 
best  to  disapprove  the  prolongation  of  the  internship 
to  two  years. 

Those  hospitals  in  need  of  interns  must  provide 
the  incentive  for  such  application  by  improving 
their  educational  programs.  Many  hospitals  are 
emplojdng  directors  of  medical  education  whose  job  it 
is  to  correlate  the  training  of  the  residents  and  in- 
terns. While  it  is  necessary  for  him  to  shoulder  the 
major  part  of  the  house  staff  teaching  himself,  he 
can  carefully  select  those  of  his  colleagues  on  the 
hospital  staff  who  may  be  best  suited  for  the  teach- 
ing of  special  topics.  Such  a director  must  have  the 
right  to  utilize  all  material,  semiprivate  and  private, 
for  his  teaching  rounds. 

This  was  well  summarized  in  a paper  received 
from  a Brooklyn  hospital.  The  existing  shortage 
of  interns  in  most  voluntary  and  municipal  hospitals 
is  closely  connected  with  the  nature  of  the  house 
staff  assignments  in  these  hospitals.  It  is  not  suf- 
ficiently realized  that  the  teaching  of  interns  must  be 
just  as  carefully  organized  as  the  teaching  of  stu- 
dents in  medical  school.  Because  of  the  character 
of  the  training  that  the  intern  has  received  during 
his  four  years  of  medical  school,  mere  contact  of  the 
intern  with  a large  number  of  patients  does  not 
necessarily  lead  to  an  increase  of  knowledge.  From 
this  same  hospital,  a statement  of  Dr.  Ewing’s  was 
noted:  “To  foUow  a hospital  attending  physician 

about  the  wards  and  see  what  he  does  in  his  daily 
routine  may  enable  the  student  to  pick  up  many 
practical  points,  but  it  is  not  medical  education. 
Nor  will  it  suffice  to  exact  a promise  that  the  at- 
tending physicians  will  undertake  the  duty  of  giving 
adequate  instruction  to  the  interns.  The  attend- 
ing physician  is  a busy  man,  and  the  best  of  his 
disquisitions  on  rounds  are  inferior  to  a systematic 
discussion  prepared  for  the  particular  purpose  of  in- 
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stnicting  advanced  students.” 

Other  recommendations  which  seem  feasible: 
Hospitals  should  be  surveyed  in  terms  of  actual  in- 
terns needed  to  carry  on  the  work  of  the  hospital. 
Residency  programs  could  be  sharply  reviewed,  and 
many  could  be  discontinued.  Ways  and  means  to 
decrease  the  number  of  internships  needed  in  medi- 
cal school-affiliated  hospitals  would  help  release  a 
great  number.  Also,  further  affiliation  of  hospitals 
with  medical  schools  has  done  much  to  improve  the 
quahty  of  intern  and  residency  teaching. 

While  the  two-year  rotating  internship  has  been 
looked  on  with  a certain  amount  of  disfavor,  it  is  be- 
lieved by  some  on  the  committee,  as  well  as  others 
who  have  studied  the  situation  over  a long  period, 
that  it  works  out  very  well  and  is  a necessity  in 
hospitals  of  300  beds  or  less  where  it  is  impractical 
to  carry  on  a residency  program.  For  those  going 
into  general  practice  it  takes  at  least  two  years  to 
rotate  through  various  services  and  spend  enough 
time  in  each  one  to  mold  medical  facts  into  applica- 
tion and  responsibility.  Such  an  internship,  when 
provided  in  the  proper  manner  and  direction,  is  a 
bridge  between  medical  school  and  a lifetime  of  good 
practical  medical  service. 

The  committee  feels  that  there  is  great  need  to 
continue  and  supplement  cooperation  with  the 
medical  schools,  hospitals,  and  individual  doctors. 
Inasmuch  as  our  final  objectives  are  the  same,  this 
should  not  be  a difficult  task. 

Most  of  this  report  has  been  based  on  information 
which  the  committee  hopes  will  open  up  some  new 
thoughts  that  will  continue  toward  the  solution  of 
the  intern  shortage.  One  of  the  most  important 
things  we  should  consider  is  to  keep  the  quality  of 
medicine  at  a high  standard,  regardless  of  the  strife 
in  the  foothills.  We  should  not  forget  our  obliga- 
tion to  the  future  of  medicine  to  encourage  dedicated 
people  to  go  into  the  profession  and  then  see  that 
they  have  the  proper  training  on  all  levels  to  qualify 
them  to  carry  on. 

III.  Report  of  Joint  Meeting  with  Medical 
Relations  Committee  of  the  Hospital  Associa- 
tion OF  New  York  State. — A combined  meeting  of 
the  Medical  Relations  Committee  of  the  Hospital 
Association  of  New  York  State  and  the  Hospital 
and  Professional  Relations  Committee  of  the  Medi- 
cal Society  of  the  State  of  New  York  was  held  at  the 
offices  of  the  State  Medical  Society  on  March  22. 

Present  for  the  Hospital  Association  were  Christo- 
pher Parnall,  Jr.,  M.D.,  William  A.  Kelly,  M.D., 
August  H.  Groeschel,  M.D.,  L.  Edgar  Hummel, 
M.D.,  Julius  A.  Katzive,  M.D.,  Lloyd  H.  Gaston, 
M.D.,  and  Mr.  Charles  Royle,  executive  director. 
Hospital  Association  of  New  York  State.  For  the 
Medical  Society  there  were  Raymond  S.  McKeeby, 
M.D.,  Irving  M.  Pallin,  M.D.,  Gerald  D.  Dorman, 
M.D.,  Harold  T.  Golden,  M.D.,  and  James  M. 
Blake,  M.D. 


The  first  item  of  business  was  a review  of  the 
minutes  of  the  meeting  held  last  year.  At  that 
meeting  the  use  of  hypnosis  in  hospitals  was  dis- 
cussed. It  was  felt  that  this  subject  had  come  to  a 
conclusion  with  the  action  of  the  A.M.A.  Committee 
on  Hypnosis.  Also  mentioned  was  the  matter  of 
the  use  of  the  hospital  formulary  in  helping  to  hold 
down  medical  costs  in  hospitals.  This  has  been 
recommended  widely  by  the  A.M.A.  and  the  A.H.A., 
and  it  is  up  to  each  individual  hospital  to  implement 
it  if  they  have  not  already  done  so. 

Another  topic  that  was  discussed  last  year  was 
the  matter  under  the  general  heading,  “Coordinated 
Efforts  by  Hospitals  and  Physicians  in  the  Area  of 
Malpractice  Claims.”  In  the  June  6,  13,  and  20, 
1959,  issues  of  the  J.A.M .A.,  the  various  aspects  of 
the  formation  of  such  committees  were  discussed. 
After  a review  of  last  year’s  minutes,  the  first  item 
of  the  current  agenda  was  a communication  from  a 
member  of  the  A.M.A.-A.H.A.  Medicolegal  Educa- 
tion Committee.  The  national  committee  has  gone 
on  record  that  organizing  such  hospital  committees 
is  both  practical  and  desirable,  at  least  in  the  larger 
hospitals.  A statement  was  included  in  the  above 
letter  of  the  functions  and  operations.  A summary 
of  the  purposes  and  functions  follows: 

1.  Purposes:  The  purpose  of  a joint  medi- 

colegal education  and  review  committee  is  to  pro- 
vide physicians  and  others  engaged  in  the  care  of 
patients  in  the  ho.spital  with  an  understanding  of 
the  various  factors  which  are  or  could  be  involved 
in  the  occurrence  of  accidental  injury  or  harm  to 
the  patient.  The  purposes  of  the  committee  are 
(a)  to  view  patient  care  from  the  specific  stand- 
point of  patient  safety,  (5)  to  improve  patient 
care,  (c)  to  prevent  accidental  injury  to  patients, 
and  (d)  to  reduce  grievances,  claims,  and  suits 
against  the  hospital,  its  employes,  and  members 
of  its  medical  staff. 

2.  Functions:  The  functions  of  a joint  medi- 
colegal education  and  review  committee  include, 
among  others,  the  following: 

(a)  Continuing  review  and  analysis  of  practice 
and  procedures  involved  in  all  aspects  of  patient 
care  so  that  situations  which  might  give  rise  to 
accidental  injury  or  harm  to  patients  will  be 
recognized. 

(h)  Continuing  search  and  recommendations 
for  methods  of  eliminating  such  situations. 

(c)  Continuing  review  and  analysis  of  in- 
dividual cases  in  which  there  has  been  or  is  a pos- 
sibility of  accidental  injury  or  harm  to  patients  to 
the  end  that  causative  factors  may  be  ascertained 
and  preventive  measures  instituted. 

(d)  Continuing  education  of  physicians  and 
others  engaged  in  the  care  of  patients  to  the  end 
that  the  purposes  of  the  committee  will  be  ac- 
complished. 

(e)  Continuing  active  liaison  with  the  joint 
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medicolegal  education  and  review  committee  of 

the  local  or  state  medical  society  and  hospital  as- 
sociation. 

Also  it  was  learned  at  this  meeting  that  it  has  been 
agreed  that  the  joint  committee  of  the  A.M.A.- 
A.H.A.  be  converted  into  a subcommittee  of  the 
A.M.A.  Committee  on  Medicolegal  Problems. 
After  discussion,  the  motion  was  made  “that  with 
the  information  supplied  in  the  June  Journals  of 
1959  and  by  referring  to  material  which  will  come 
from  the  A.M.A.,  the  Medical  Society  of  the  State  of 
New  York  and  the  New  York  State  Hospital  As- 
sociation both  urge  their  members  to  the  activation 
of  this  matter.” 

A great  many  common  legislation  problems  were 
discussed  at  this  meeting.  In  anticipation,  Dr. 
Blake,  chairman  of  the  Legislation  Committee,  had 
been  asked  to  attend  the  meeting.  Among  the 
things  discussed  was  the  hospital-sponsored  bill 
that  would  restrict  hypnosis  in  hospitals  to  qualified 
trained  personnel.  This  was  opposed  strenuously 
by  some  other  groups.  After  a discussion  it  was 
moved,  seconded,  and  passed  that  “this  committee, 
which  is  meeting  here  today,  recommend  to  its 
parent  organizations,  the  Medical  Society  of  the 
State  of  New  York  and  the  Hospital  Association  of 
New  York  State,  that  in  the  matter  of  hypnosis,  it 
be  kept  out  of  the  legislation  field  next  year  and  it 
further  recommends  that  hypnosis  be  controlled  un- 
der the  Medical  Practice  Act.” 

A greater  part  of  the  meeting  was  devoted  to  a dis- 
cussion of  agenda  item  1 — Legislative  Resolution 
Senate  54  (Cornell);  Assembly  72  (Ashbery),  creat- 
ing a committee  to  make  a comprehensive  study  and 
analysis  of  the  present  laws  governing  the  licensure  of 
professional  practices  related  to  the  diagnosis,  treat- 
ment, operation,  and  prescription  for  human  diseases 
and  studies  of  any  subjects  relevant  or  germane 
thereto;  providing  for  report  January  15,  1962,  and 
making  an  appropriation. 

Inasmuch  as  the  Medical  Society  had  gone  on 
record  as  favoring  this  legislation  and  the  Hospital 
Association  was  against  such  legislation,  the  points 
of  disagreement  were  discussed,  after  which  the 
following  conclusions  were  made.  This  legislation 
should  have  the  study  by  the  people  involved,  that 
is,  the  doctors  and  hospitals,  before  legislators  get 
into  it.  Once  it  gets  into  a committee,  it  is  less 
malleable.  It  was  felt  that  representatives  from  the 
Hospital  Association  and  the  Medical  Society  should 
sit  down  and  consider  each  type  of  personnel  in- 
volved. The  following  motion  was  passed:  “Re- 
solved, that  this  group  recommend  to  the  governing 
boards  of  their  respective  associations  that  a com- 
mittee be  empowered  or  appointed  to  study  this 
problem  and  make  specific  recommendations  as 
to  areas  of  agreement  between  the  two  organiza- 
tions of  the  sponsors  or  cosponsors  of  legislation 
as  indicated  in  the  next  legislative  session.” 


The  committee  wishes  to  thank  Robert  Katz, 
M.D.,  director  of  the  Bureau  of  Industrial  Health 
and  Workmen’s  Compensation,  who  has  acted  as  a 
staff  adviser  to  this  committee  and  played  a great 
part  in  the  reporting  of  Study  II  in  this  year’s 
committee  report,  and  Miss  Alice  Wheeler  who  so 
ably  assisted  the  committee  in  sending  question- 
naires. 

Respectfully  submitted, 

Raymond  S.  McKeeby,  M.D.,  Chairman 

Section  16  (See  ££0)  Report  61-1 

Supplementary  Report  of  the  Malpractice 
Insurance  and  Defense  Board 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  report  of  this  Board  to  the  House  of 
Delegates  states  that  an  increase  in  rates,  effective 
September  1,  1961,  will  be  required.  Since  that  re- 
port was  prepared,  the  Board  has  carefully  studied 
an  analysis  made  by  the  Society’s  actuarial  con- 
sultant of  the  Group  Plan’s  loss  experience  by  county 
and  by  specialty  or  type  of  practice.  It  is,  there- 
fore, able  to  submit  in  this  supplementary  report  its 
specific  recommendations  for  distributing  the  neces- 
sary increase  as  equitably  as  possible. 

The  Board  concurs  in  the  conclusion,  arrived  at 
by  both  the  Society’s  actuarial  consultant  and  the 
carrier  of  the  Group  Plan,  that  an  over-all  increase 
of  12  V2  per  cent  is  the  minimum  indicated.  We  also 
concur  in  Mr.  Linder’s  recommendation  that  this 
increase  not  be  equally  distributed  but  that  the 
major  part  be  borne  by  the  premium  class  and  by 
the  counties  that  have  contributed  most  heavily  to 
the  over-all  loss  experience.  The  reassignment  of 
the  counties  listed  is  clearly  indicated  on  the  basis  of 
their  loss  experience  over  the  past  eleven  years. 
The  losses  charged  to  the  specialties  listed  under 
premium  class  1 show  that  this  class  must  bear  a 
still  greater  share  than  thej'^  have  in  the  past  of  the 
total  premium  cost.  The  Board  recommends  ap- 
proval of  the  following  changes,  effective  September 
1,  1961: 

1.  The  transfer  of  Nassau  County  from  the 
suburban  to  the  metropolitan  area  and  of  Delaware, 
Orange,  Rockland,  Sullivan,  and  Ulster  Counties 
from  the  upstate  to  the  suburban  area. 

2.  Rates  for  standard  ($5,000/$15,000)  limits 
applicable  to  the  revised  territorial  divisions: 


Premium 

Class 

Metro- 

politan 

Suburban 

Upstate 

1 

$280 

$213 

$148 

2 

200 

155 

109 

3 

152 

116 

80 

4 

98 

80 

53 

5 

80 

61 

45 

6 

64 

53 

38 

28 


New  York  State  J.  Med. 


MINUTES  OF  THE  ANNUAL  MEETING 


3.  Resumption  of  the  use  of  the  single  Excess 
Limits  Table  in  effect  prior  to  1957  for  computing 
premiums  for  higher  than  standard  limits  of  in- 
surance. 

Since  only  a small  minority  of  members  are  in- 
sured for  standard  limits,  the  revised  rates  for 
$100,000/8300,000  limits  are  also  listed: 


Premium 

Class 

Metro- 

politan 

Suburban 

Upstate 

1 

$577 

$439 

$305 

2 

412 

319 

225 

3 

313 

239 

165 

4 

202 

165 

109 

5 

165 

126 

93 

6 

132 

109 

78 

Coincident  with  this  increase  in  premium,  our  in- 
surance carrier  has  agreed  to  reduce  the  expense 
ratio  from  22.5  per  cent  to  21  per  cent.  This  will 
mean  that  79  per  cent  of  all  premiums  collected  will 
be  available  for  losses. 

In  view  of  the  present  increase,  it  should  be  noted 
that  the  average  premium  paid  for  standard  limits  by 
Group  Plan  members  has  been  gradually  decreasing 
since  1955.  Even  with  the  present  increase,  the 
average  premium  will  probably  still  be  less  than  that 
for  1957.  The  effect  of  the  current  12'/o  per  cent 
increase  is  to  offset  partially  the  reductions  made  in 
1958  and  1959,  which  totaled  approximately  15Vz 
per  cent.  The  important  point  is  that  rate  reduc- 
tions as  well  as  rate  increases  are  made  and  put  into 
effect  when  justified  by  our  loss  experience. 

That  an  increasingly  unfavorable  loss  experience 
is  not  confined  to  the  Group  Plan  is  shown  by  the 
following  developments: 

1.  The  National  Casualty  Bureau  Companies  in- 
creased their  over-all  rates  by  25  per  cent  in  New 
York  State  as  of  March  15,  1961. 

2.  The  Interstate  Fire  and  Casualty  Company, 
which  raised  its  rates  substantially  in  1960,  notified 
anesthesiologists  in  New  York  State  that  their  in- 
surance would  be  terminated  in  February,  1961. 

3.  Several  other  commercial  insurance  compa- 
nies during  the  past  two  years  have  cancelled  or  re- 
fused to  renew  individual  policies  for  their  insured 
physicians. 

Unlike  other  insurance  the  Group  Plan  is  the 
creation  of  the  State  Medical  Society  and  the  instru- 
ment of  its  insured  members.  Its  rates  are  deter- 
mined strictly  in  accordance  with  the  require- 
ments for  a sound  and  responsible  operation:  a 

plan  that  furnishes  members  with  protection  that 
has  stability — both  this  year  and  in  the  years  that 
follow.  Rates  adequate  to  meet  the  future  claims 
against  insured  members  are,  of  course,  the  basic 
requirement.  Recognition  of  this  requirement  has 
('nabled  the  Group  Plan  to  provide  members  of  the 


Society  with  malpractice  protection  for  the  past  forty 
years. 

This  consideration  of  stability  is  important  to  all 
members  and  is  of  special  significance  to  those  who 
changed  their  insurance  from  the  Group  Plan  in 
years  past  and  later  returned.  These  members 
must  look  to  the  company  that  insured  them  at  the 
time  alleged  incidents  of  malpractice  occurred,  ir- 
respective of  how  much  later  actions  based  on  these 
incidents  are  brought  against  them.  The  experi- 
ence of  some  members  with  insurance  carriers  who 
are  no  longer  writing  this  type  of  insurance  illus- 
trates the  importance  of  continuity  of  claim  and 
legal  services. 

The  increase  in  rates  that  is  now  necessary 
strengthens  the  determination  of  the  Board  to  con- 
tinue to  devote  the  most  careful  attention  to  the 
elimination  of  those  insureds  whose  loss  experience 
show's  that  they  are  extrahazardous  risks  and  to  the 
screening  of  applicants  for  Group  Plan  insurance. 
Applicants  with  a record  of  suits  or  claims  must  ex- 
pect action  on  their  applications  to  be  delayed  until 
full  information  can  be  considered  by  the  Board  and, 
in  certain  cases,  refusal  of  coverage. 

The  Board  recommends  approval  of  two  minor 
changes  in  the  master  policy  to  provide  for  ( 1 ) auto- 
matic termination  of  insurance  if  an  insured  dies  or 
is  adjudged  incompetent  and  (2)  revision  of  the  x-ray 
therapy  exclusion  to  require  this  additional  coverage 
for  the  administration  of  isotope  teletherapy. 

In  conclusion,  we  again  point  out  that  today  more 
patients  are  suing  more  doctors.  Last  year  680 
suits,  claims,  and  events  were  reported  as  against 
548  in  1959.  Premium  rates  simply  reflect  the  ex- 
tent of  this  basic  problem.  The  work  done  by 
county  malpractice  committees,  both  in  claim  pre- 
vention and  in  advising  on  the  proper  disposition  of 
cases,  has  undoubtedly  done  much  to  mitigate  an 
unfavorable  trend.  County  grievance  and  media- 
tion committees  also  help  in  removing  or  lessening 
causes  of  friction  between  the  medical  profession  and 
the  public.  But  it  is  the  individual  physician,  mak- 
ing a conscious  effort  to  give  each  patient  careful  and 
personal  attention,  requesting  consultation  when- 
ever it  is  needed  or  advisable,  and  withholding  com- 
ment on  the  past  treatment  rendered  by  his  col- 
leagues, w'ho  can  do  most  to  remove  the  cause  of 
malpractice  suits. 

Respectfully  submitted, 

Joseph  A.  Lane,  M.D.,  Chairman 

Section  17  {See  196)  Report  61-J 

Annual  Report  of  the  Committee  on 
Economics,  Subcommittee  on  Liaison  with 
the  Veterans  Administration 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Liaison  with  the  Veterans 
Administration  consists  of  the  following: 
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Herbert  H.  Bauckus,  M.D.,  Chairman Erie 

James  L.  Palmer,  M.D Broome 

Philip  R.  Roen,  M.D New  York 

Since  June  30,  1960,  the  subcommittee  has  taken 
over  the  work  formerly  done  by  the  Veterans  Medi- 
cal Service  Plan  of  New  York,  Inc. 

We  are  operating  under  a yearly  Letter  of  Agree- 
ment with  the  Veterans  Administration.  It  is  un- 
derstood that  we  now  have  no  coordinators  at  the 
various  regional  offices. 

The  Veterans  Administration  has  a change  in  the 
setup  of  “area  medical  directors.”  New  York  is 
now  under  the  Boston  Area  Medical  Office,  which 
includes  Connecticut,  Maine,  Massachusetts,  New 
Hampshire,  New  York,  Rhode  Island,  and  Vermont. 
For  the  present  we  use  our  New  York  State  sched- 
ule, and  this  may  be  subject  to  change  from  year  to 
year. 

During  the  year  the  subcommittee  had  meetings 
with  Turner  Camp,  M.D.,  director  of  Clinics, 
Veterans  Administration,  Washington,  D.C.;  Fran- 
cis B.  Carroll,  M.D.,  area  medical  director.  Veterans 
Administration,  Boston;  S.  A.  Frankenthaler, 
M.D.,  Regional  Office,  Veterans  Administration, 
New  York  City;  Joseph  L.  Damond,  M.D.,  Re- 
gional Office,  New  York  City,  and  Mr.  Felice  Pepe, 
area  representative.  Registrar  and  Medical  Ad- 
ministration, New  York  Regional  Office.  On 
March  20,  1961,  the  chairman  of  the  Liaison  Sub- 
committee had  the  pleasure  of  meeting  with  Mr. 
Pepe  in  Buffalo.  From  our  recommendations  at 
this  meeting,  we  have  promise  of  greater  cooperation 
in  a later  improvement  of  relationship  with  the 
Veterans  Administration. 

In  1960  Dr.  Carroll  became  full-time  chief  in  the 
northeastern  area  with  line  authority  and  an  allot- 
ment of  funds  to  be  distributed  to  the  25  outpatient 
clinics  and  hospitals. 

At  the  joint  meetings  there  has  been  much  discus- 
sion of  controversial  admissions  of  certain  non- 
service-connected conditions.  We  would  expect  that 
this  subject  will  be  further  studied.  Certainly,  the 
admission  regulations  should  be  clarified  so  that 
both  physicians  and  patients  may  better  under- 
stand the  situation  in  specified  instances.  In  the 
latter  discussion  with  Mr.  Pepe,  we  stressed  the 
need  for  reporting  to  the  hometown  physician  when 
his  patient  was  discharged  from  a veterans  hospital. 

The  subcommittee  suggested  that  it  should  receive 
direct  information  from  the  regional  office  when 
there  are  questions  or  claims  relating  to  medical 
ethics  and  discipline. 

The  subcommittee  has  received  an  interesting  re- 
print from  the  Texas  Medical  Association.  It 
feels  there  is  much  to  its  statement,  “Physician 
Holds  Key  in  Controlling  VA  Medical  Program.” 

There  is  much  to  be  gained  from  regional  office 
responsibility  in  the  medical  care  of  the  veteran. 


If  the  work  of  the  Veterans  Administration  is  based  ‘ 
finally  on  a Federal  program,  to  confer  and  cooperate 
in  this  we  must  have  the  approval  and  leadership  of 
the  American  Medical  Association.  The  subcom- 
mittee feels  that  on  the  national  basis  and  in  our 
own  Medical  Society  of  the  State  of  New  York,  an 
improved  pubhc  relations  program  will  help  greatly 
in  better  understanding.  At  a meeting  in  Novem- 
ber, 1960,  the  Liaison  Subcommittee  adopted  two 
resolutions  which  were  presented  to  the  Council. 
The  Council  approved  and  strengthened  these  reso- 
lutions. The  resolutions  as  changed  and  approved 
by  the  Council  are  as  follows: 

Whereas,  the  new  Federal  administration  may 
pass  new  legislation  on  medical  care  of  the  aged ; and 

Whereas,  those  covered  by  such  legislation  may 
be  made  eligible  for  admission  to  existing  Federal  and 
Veterans  Administration  facilities;  now  therefore  be 
it  hereby 

Resolved,  that  this  Council  objects  to  any  such 
provision  of  law  and  baheves  that  the  beneficiaries  of 
any  such  law  would  be  best  served  by  their  local 
physicians. 

Resolved,  that  this  Council  again  requests  the 
Veterans  Administration  to  observe  strictly  the 
regulation  that  new  admissions  that  are  nonservice- 
connected  to  Veterans  Administration  hospitals  sign 
the  certificate  of  financial  need  and  that  such  signed 
statements  be  investigated  and  false  statements  be 
penalized. 

The  president  of  the  Medical  Society  of  the  State 
of  New  York,  in  the  fall  of  1960,  requested  from  the 
chairmen  of  committees  a statement  of  objectives. 
Accordingly,  the  Subcommittee  on  Liaison  with 
Veterans  Administration  submitted  the  following 
statement: 

Statement  of  Objectives — Subcommittee  on  Liaison 
with  Veterans  Administration 

From  1946  until  July  1,  1960,  the  Medical  Society 
of  the  State  of  New  York  has  maintained  a compre- 
hensive intermediary  contract  with  the  Veterans  Ad- 
ministration for  joint  support  of  a hometown  medi- 
cal care  program  to  treat  veterans  with  service- 
connected  disability  or  disease.  A fee-basis  system 
for  authorized  veterans  was  employed. 

On  July  1,  1960,  the  Medical  Society  discontinued 
the  intermediary  contract  system  by  its  own  choice. 
Desirous  of  cooperation  and  with  the  knowledge  it 
must  participate  if  the  highest  standards  of  medical 
care  were  to  obtain,  the  Medical  Society  thereupon 
adopted  a direct  agreement  system  with  the  Vet- 
erans Administration.  This  provides  a liaison  com- 
mittee with  the  Veterans  Administration  and  en- 
ables the  receipt  of  constructive  suggestion  and 
criticism  from  the  Veterans  Administration,  the 
practicing  physician,  the  veteran  patient,  and  from 
organizations  of  veterans.  Except  for  a fee  sched- 
ule and  a somewhat  hmited  free  choice  of  selec- 
tion, the  Medical  Society  has  little  or  no  voice  in 
the  conduct  of  the  program. 
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The  reason  for  the  change  was  as  follows: 

1.  It  was  not  because  of  complaint  of  the  veteran 
patient.  Objections  on  this  score  were  seldom  re- 
ceived in  our  thirteen-year  history. 

2.  It  was  not  that  our  attending  physicians 
failed  because  of  professional  or  ethical  shortcom- 
ings. Physicians  did  complain  mainly  of  lack  of 
ready  and  more  full  authorization  in  some  cases  of 
urgent  need. 

3.  The  change  was  sought  because  it  became 
more  and  more  evident  that  the  Veterans  Adminis- 
tration was  determined  to  develop  and  administer 
medical  care  in  its  own  facilities.  This  led  to  a situa- 
tion whereby  our  plan  might  be  made  to  appear 
superfluous,  even  annoying,  and  a source  of  unneces- 
sary expense  to  the  Federal  Government.  As  the 
source  of  its  responsibility  and  method  for  the  care  of 
veterans  with  service-connected  disability  or  disease, 
the  Veterans  Administration  quoted  the  legislative 
acts  of  Congress. 

In  its  interpretation  relating  to  the  hospital  care 
of  nonservice  conditions,  the  Veterans  Administra- 
tion met  with  active  opposition  from  the  American 
Medical  Association,  state  and  county  medical 
societies,  and  from  the  active  practicing  medical  pro- 
fession in  general.  The  present  status  calls  for 
further  combined  study  and  a certain  amount  of 
new  thinking  on  both  sides. 

Veterans  and  veterans  organizations  support  a 
policy  which  will  eventually  grant  U.S.  hospitaliza- 
tion for  all  veterans.  It  would  seem  the  rising 
money  costs  of  such  huge  programs  are  the  only  ef- 
fective barriers  against  these  aims.  Our  State 
Medical  Society  mainly  objects  because  its  members 
fear  interference  with  high  standard  medical  care. 
It  believes  that  its  recommendations  are  far  more 
vital  to  the  promise  of  return  to  the  civilian  life. 

Hospital  care  of  the  veteran,  except  for  emergen- 
cies, makes  exclusive  use  of  government-operated 
hospitals.  This  entails  separation  from  the  home- 
town medical  care  system  or  even  the  Veterans  Ad- 
ministration clinic.  Physicians  feel  that  in  many 
instances  there  is  too  great  separation  of  hospital 
care  and  medical  care  and  that  this  lack  of  con- 
tinuity is  harmful. 

In  the  care  of  the  veteran  (not  confusing  this  proj- 
ect with  military  medicine  or  the  care  of  depend- 
ents), the  medical  profession  comes  into  contact 
with  its  largest  clientele,  embraced  in  varying  de- 
gree under  the  egis  of  government  medicine. 

Our  efforts  in  behalf  of  the  best  medical  care  for 
our  veterans  should  be  among  the  most  important  of 
our  public  relations  activities.  Until  the  veterans 
and  their  organizations  recognize  the  inherent  good 
intention  of  our  proposals,  there  will  be  little  change 
away  from  a policy  tending  to  become  completely  a 
bureaucratic  process. 

Therefore,  the  main  objectives  as  proposed  by  the 
Liaison  Subcommittee  are  as  follows: 


1.  To  study  with  other  committees  and  groups 
the  many  complicated  problems  briefly  outlined 
above. 

2.  To  cal)  for  decisions  by  our  Medical  Society 
officials  to  effect  a comprehensive  plan  of  informa- 
tion for  our  people,  our  veterans,  and  our  physicians. 

3.  To  enlist  the  aid  of  the  American  Medical 
Association  and  the  other  state  medical  society 
committees  in  public  relations  and  public  health 
activities. 

4.  To  continue  our  present  duties  stated  in  the 
July  1,  1960,  Agreement. 

The  Liaison  Subcommittee  feels  that  this  state- 
ment of  objectives  fairly  well  covers  the  work  of  the 
subcommittee  during  the  year. 

We  are  much  indebted  to  the  support  of  the  chair- 
man of  the  Commission  on  Medical  Services,  Gerald 
D.  Dorman,  M.D.,  and  to  Waring  Willis,  M.D., 
chairman  of  the  Committee  on  Economics.  The 
communications  of  importance  have  been  placed 
within  the  Bureau  of  Medical  Care  Insurance,  Mr. 
George  P.  Farrell,  director.  We  are  much  indebted 
to  Mr.  Farrell  and  to  his  secretary,  Mrs.  Alice  Arana. 

The  agreement  with  the  Veterans  Administration 
from  June  30,  1960,  to  July  1,  1961,  has  been  signed 
by  the  chairman  of  the  Board  of  Trustees. 

Respectfully  submitted, 

Herbert  H.  Bauckus,  M.D.,  Chairman 

Section  18  {See  137)  Report  61-K 

Supplementary  Report  of  the  Committee  to 
Study  1958  Management  Survey  Report 

To  the  House  of  Delegates,  Gentlemen: 

As  a result  of  a directive  by  the  president,  the 
Management  Survey  Committee  has  met  regularly 
each  month  to  consider  and  discuss  the  existing 
vacancy  in  the  office  of  executive  director  and  to 
recommend  to  the  Council  a replacement  to  this  of- 
fice as  a result  of  the  resignation  of  Herbert  T. 
Wagner,  M.D. 

During  these  discussions  the  committee  felt  that 
this  task  was  one  that  should  be  undertaken  with- 
out haste,  and  this  decision  seems  to  have  been 
justified  in  view  of  the  manner  in  which  Society 
matters  have  been  transacted  in  spite  of  the  existing 
vacancy. 

The  committee  wishes  to  commend  our  president 
for  his  part  in  carrying  out  the  business  of  the 
Society,  in  spite  of  the  handicap  of  the  vacancy,  and 
the  Council  for  filling  the  vacuum  in  the  person  of 
our  secretary.  Dr.  Wheeler.  Dr.  Moore  and  Dr. 
Wheeler  have  done  an  outstanding  job. 

Several  unsolicited  applications  for  the  position 
have  been  received,  aU  of  which  have  been  ac- 
knowledged. The  committee  then  decided  that  no 
interviews  would  be  arranged  until  such  time  as  the 
committee  had  an  opportunity  to  explore  further 
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recommendations  made  from  time  to  time  by  in- 
dividuals. 

I am  happy  to  report  that  one  of  those  recom- 
mendations met  with  immediate  and  unanimous  ap- 
proval. 

The  committee  reconmiended  to  the  Board  of 
Trustees  a salary  for  this  position  which  is  felt  to  be 
a reasonable  one  in  view,  among  other  considera- 
tions, of  the  exceptional  administrative  experience 
of  the  candidate  and  the  high  esteem  in  which  he  is 
held  throughout  the  State  and  the  nation. 

The  Council  and  Board  of  Trustees,  on  March  23, 
1961,  approved  the  following  recommendations  of 
the  Management  Survey  Committee:  (1)  that  the 
title  of  “executive  director”  be  changed  to  that  of 
“executive  vice-president”;  (2)  that  the  title  of  the 
present  “assistant  executive  director”  be  changed 
to  “assistant  to  the  executive  vice-president”;  and 
(3)  that  Henry  I.  Fineberg,  M.D.,  be  designated  and 
appointed  as  the  “executive  vice-president”  of  the 
Medical  Society  of  the  State  of  New  York  to  take 
effect  as  of  May  1,  1961. 

Respectfully  submitted, 

Renato  J.  Azzari,  M.D.,  Chairman 

Section  19  {See  187)  Report  61-L 

Supplementary  Report  on  Belated  Bills 

To  the  House  of  Delegates,  Gentlemen: 

The  following  additional  belated  bill  is  presented 
for  the  approval  of  the  House:  travel  voucher  from 
Peter  J.  DiNatale,  M.D.,  Batavia,  chairman  of  the 
Planning  Committee  for  Medical  Policies  and  of  the 
Committee  on  Industrial  Health,  for  expense  of  at- 
tending meetings  of  the  two  committees  in  New 
York  City  on  January  11,  1961,  $123.57.  The 
voucher  is  dated  April  20,  1961. 

Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D.,  Treasurer 

Section  20  {See  117)  Report  61-M 

Supplementary  Report  of  the  Public 
Relations  Committee,  Subcommittee  on 
Cooperation  with  Media  of  Information 

To  the  House  of  Delegates,  Gentlemen: 

On  March  23,  1961,  the  Subcommittee  on  Co- 
operation with  Media  of  Information  met  at  the 
State  Society’s  offices  with  representative  members 
of  the  press,  radio,  TV,  magazine  writers,  and  hospi- 
tal associations.  The  weather  was  characterized  by 
rain,  snow,  and  sleet,  but  in  spite  of  this  handicap  a 
group  of  25  participated. 

The  purpose  of  the  meeting  was  to  review  and  re- 
vise the  “Guide  for  Cooperation”  published  for 
several  years  by  the  State  Medical  Society  which 
mandates  this  annual  review. 

It  was  arranged  so  that  the  hospitals,  the  media, 
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and  medicine  would  each  have  a spokesman  make 
initial  statements  and  lead  the  discussion. 

The  meeting  opened  with  a general  introduction 
of  each  person  present.  Jim  Reed,  executive  editor 
of  A.M.A.  News,  was  then  invited  to  give  the  posi- 
tion of  organized  medicine  as  related  to  the  press. 
He  stressed  the  fact  that  medical  reporting  should  be 
accurate  and  pointed  out  the  harm  of  sensationalism 
which  is  sometimes  used  by  the  media.  He  stated 
that  the  A.M.A.  and  the  State  Medical  Society  stood 
ready  to  help  the  media  in  any  way  possible. 

Discussion  followed  this  presentation,  and  Jack 
Pardee,  director  of  the  Department  of  Communica- 
tions, pointed  out  that  we  have  an  emergency 
twenty-four-hour-a-day  answering  service  for  the 
convenience  of  media  representatives  who  wish  to 
contact  the  staff  or  physicians  regarding  any  prob- 
lems that  may  arise  in  the  medical  field. 

John  Connorton,  Ph.D.,  executive  director. 
Greater  New  York  Hospital  Association,  gave  an 
excellent  presentation  regarding  the  public  relations 
system  which  his  association  has  set  up.  He  cau- 
tioned, however,  that  some  reporters  occasionally 
go  on  “emotional  binges,”  for  instance,  when  a pa- 
tient needs  blood,  and  suggested  that  reporters  con- 
tact the  hospital  involved  or  the  Hospital  Associa- 
tion before  publicizing  such  information  in  order  to 
avoid  inaccuracies.  He  pointed  out  that  every  in- 
accurate story  can  mislead  the  public  and  create 
another  barrier  to  those  responsible  persons  trying 
to  obtain  factual  information  for  the  media. 

Gabe  Pressman,  president  of  the  Radio-Televi- 
sion-Motion Picture  Working  Press  Association, 
stated  he  feels  that  there  has  been  a thaw  in  the  cold 
relationship  between  the  news  media  and  doctors  of 
medicine,  but  mutual  understanding  and  rapport 
could  be  further  improved.  He  pointed  out  that  the 
refusal  of  some  physicians  to  appear  on  TV  in  a case 
w'here  a public  figure  is  a patient  is  misunderstood 
by  physicians  when  they  take  advantage  of  the 
question  of  medical  ethics  in  refusing  to  cooperate 
on  this  type  of  public  information.  He  wanted  to 
know,  “Where  does  ethics  end  and  censorship 
begin?”  He  pointed  out  that  newspaper  men  have 
ethics  also  and  that  each  of  the  groups  involved 
should  look  with  sympathy  on  the  ethics  of  the  other 
professions. 

Julian  Anthony,  Working  Press  Foundation,  sug- 
gested that  a member  of  the  Medical  Society  be 
assigned  to  one  of  its  committees  in  order  to  facili- 
tate better  understanding  between  medicine  and 
the  press  in  bringing  medical  news  to  the  public. 

John  C.  McClintock,  M.D.,  chairman  of  the 
Public  Relations  Committee,  stated  that  doctors  of 
medicine  could  definitely  appear  before  TV  cameras, 
on  radio,  etc.,  in  accordance  with  the  “Guide  for 
Cooperation”  but  that  many  of  them  were  not 
aware  of  this  guide.  One  of  the  problems,  there- 
fore, is  still  a matter  of  educating  the  profession. 
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It  was  suggested  that  the  “Guide  for  Cooperation” 
he  discussed  before  the  annual  meeting  of  the 
State  Society  and  that  meetings  should  be  arranged 
between  county  medical  societies  and  the  local 
press. 

Martin  Tracey  of  the  Communications  Depart- 
ment gave  a brief  explanation  of  the  Empire  State 
Award  for  Excellence  in  Medical  Reporting.  This 
award  is  given  jointly  by  the  Annual  Health 
Conference  and  the  State  Medical  Society. 

In  summarizing  the  meeting,  it  would  appear  that 
there  is  no  need  for  a revision  of  the  “Guide”  at 
this  time,  but  a more  extensive  program  of  educa- 
tion is  needed  among  the  physicians  of  the  State. 
A careful  reading  of  the  “Guide”  would  easily  con- 
vince a physician  that  it  is  not  unethical  to  appear 
on  TV  or  radio  in  most  cases  where  the  media  of 
information  request  such  appearance.  Information 
on  medical  matters,  particularly  catastrophes,  and 
data  concerning  public  officials  who  are  patients 
are  demanded  by  the  public  at  large,  and  the  medi- 
cal profession  should  aid  the  media  of  information 
in  every  possible  way. 

The  subcommittee  is  extremely  grateful  to  Jack 
Pardee  and  the  staff  of  the  Communications  Depart- 
ment for  arranging  this  meeting  and  taking  part 
in  the  discussions. 

The  chairman  feels  that  it  was  unfortunate  that  a 
larger  group  of  physicians,  particularly  from  the 
metropolitan  area,  were  not  present  to  discuss  and 
answer  critical  observations,  particularly  as  thej^ 
apply  to  New  York  City. 

Respectfully  submitted, 

George  A.  Burgin,  M.D.,  Chairman 

Section  21  (See  188)  Report  61-0 

Supplementary  Report  of  the  Budget 
Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  1961  budget  as  of  May  1,  1961,  is  pre.sented 
herewith  (Table  I). 

Respectfully  submitted, 

Maurice  J.  Datteubaum,  M.D.,  Chairman 

Section  22  (See  221)  Report  6 1-P 

Supplementary  Report  of  the  Council 
Committee  on  Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  New  York  State  Legislature  formally  closed 
its  1961  session  on  March  25,  1961.  This  session 
of  the  Legislature  was  a particularly  active  one 
from  the  point  of  view  of  medical  legislation,  there 
being  shown  considerable  interest  and  activity  in 
reference  to  the  various  items  of  legislation  which 
were  presented  to  both  the  Senate  and  Assembly 


TABLE  I. — 1961  Budget  as  of  May  1,  1961 


Income 
Dues  (net) 

$ 

695,720 

Journal 

-22,267 

Transfers  from  other  funds 

8,830 

Total  Income 

$ 

682,283 

Expenditures 

Administration 

$ 

265,518 

Department  of  Communications 

150,000 

Legislation  Bureau 

16,355 

Workmen’s  Compensation  Bureau 

31,466 

Bureau  of  Medical  Care  Insurance 

20,200 

Scientific  Activities 

9,372 

Woman’s  Auxiliary 

10,698 

Travel 

65,700 

28,797 

Annual  Meeting 

District  Branches 

6,100 

Planning  Committee  for  Medical 
Policies 

2,000 

Malpractice  Insurance  and  Defense 
Board 

2,500 

Malpractice  audit 

2,000 

Legal  counsel 

40,540 

.\.M.A.  delegates  expense  fund 

7,500 

Conference  of  Presidents 

75 

Pensions 

1,233 

Empire  State  Health  Council 

100 

Committee  to  Combat  Cults 

300 

New  York  State  Society  for  Medical 
Research 

100 

World  Medical  Association 

1,000 

Staphylococcal  Committee 

424 

Membership  campaign 

1,500 

Salary  and  overtime  contingency  fund 

4,000 

Regional  Conference  on  Resolution 
58-49 

5,500 

Joint  Council  to  Improve  Health 
Care  of  the  Aged 

250 

Relative  Values  Study  for  the  State 
of  New  York 

1,000 

A.M.A.  New  York  City  meeting — • 
1961 

10,000 

Empire  State  Medical,  Scientific  and 
Educational  Foundation 

52,000 

Provision  for  additional  rent 

678 

Personnel  survey 

1,500 

Interprofessional  Association 

100 

Speakers  seminar 

1,500 

Pension  Plan  survey 

1,500 

Medical  Directory 

60,555 

Total  Expenditures 

$ 

802,061 

Excess  of  Income  over  Expenditures 

-119,778 

Interest  earned 

2,500 

Net  Excess  of  Income  over 
Expenditures 

$■ 

-117,278 

related  to  medical  care. 

Among  the  many  bills  pertaining  to  medical  care 
which  were  passed  by  the  Legislature  and  submitted 
to  the  Governor  for  his  consideration  were  four  of 
particular  importance. 

1.  S.  Int.  1702  (Metcalf);  A.  Int.  2444  (Mc- 
Closkey)— AN  ACT  to  amend  the  social  welfare 
law,  in  relation  to  medical  assistance  for  the  aged. 
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officially  titled  “Medical  Assistance  for  the  Aged.” 

This  bill  was  passed  by  the  Legislature  and  has 
been  signed  by  the  Governor.  (There  is  attached 
the  Governor’s  memorandum  of  approval  for  this 
legislation.) 

I would  call  particular  attention  to  this  message 
and  also  suggest  that  each  of  you  familiarize  your- 
self with  this  item  of  legislation  and  urge  your 
respective  county  medical  society  to  join  with  the 
department  of  welfare  in  your  respective  county 
in  aiding  the  implementation  of  this  legislation. 

This  legislation  is  the  implementation  of  the 
Federal  Kerr-Mills  bill,  with  which  you  are  familiar, 
and  its  successful  implementation  during  the  com- 
ing year  undoubtedly  will  have  a tremendous 
impact  on  the  subsequent  outcome  of  medical  care 
being  administered  through  the  Social  Security  sys- 
tem. 

2.  A.  Int.  1866  (Curto) — AN  ACT  to  amend  the 
education  law,  in  relation  to  the  practice  of  oste- 
opathy. 

This  bill  was  approved  by  the  Legislature  and 
was  signed  by  the  Governor,  April  18,  1961, 

Chapter  685  of  the  Laws  of  1961.  (Attached  is  a 
copy  of  the  act.) 

You  undoubtedly  are  familiar  with  the  fact  that 
in  California  and  some  of  the  other  key  states, 
effort  is  being  made  to  consolidate  the  profession  of 
osteopathy  into  the  practice  of  medicine,  thus 
elevating  the  standards  of  practice  and  eventually 
eliminating  the  practice  of  osteopathy  in  these 
states. 

3.  A.  Int.  237  (Mintz) — AN  ACT  to  amend  the 
education  law,  in  relation  to  bioanalysts. 

This  bill  called  for  the  licensure  of  bioanalysts 
and  is  similar  in  essentially  all  respects  to  comparable 
legislation  which  has  been  introduced  for  a number 
of  years  and  which  has  been  vigorously  opposed  by 
your  State  Society  as  well  as  the  Society  of  Pathol- 
ogists and  others  interested  in  the  practice  of  good 
laboratory  medicine. 

This  bill  emphasizes  very  strongly  the  continual 
“nibbling  away”  at  the  Medical  Practice  Act  that  is 
being  done  by  various  paramedical  groups.  In  spite 
of  our  opposition  in  committee,  this  bill  did  pass  the 
Legislature  late  in  the  session  but  was  disapproved 
by  us  as  well  as  many  others  and  was  vetoed  by  the 
Governor.  (A  copy  of  the  Governor’s  memoran- 
dum of  disapproval  is  attached.) 

4.  A.  Int.  4849  (Rules  Committee) — AN  ACT  to 
amend  the  insurance  law,  in  relation  to  the  use  of 
contingent  surplus  funds  of  medical  expense  in- 
demnity, dental  expense  indemnity,  and  hospital 
expense  service  corporations  for  extraordinary 
purposes. 

This  item  of  legislation  was  introduced  late  in 
the  session  through  the  Committee  on  Rules  and 
passed  both  houses  of  the  Legislature. 

Memorandums  of  disapproval  were  filed  with  the 


Governor,  and  he  saw  fit  to  disapprove  this  item  of  ! 
legislation.  (A  copy  of  the  Governor’s  memoran-  ’ 
dum  of  disapproval  is  attached.) 

Among  the  many  other  items  of  legislation  in 
which  we  were  active  and  interested,  I would  call 
to  your  attention  specifically  the  following;  j 

1.  S.  Int.  1708  (Brydges);  A.  Int.  2568  (Calli) 

— AN  ACT  to  amend  the  lien  law  in  relation  to 
liens  of  physicians.  | 

This  item  of  legislation  was  introduced  in  ac- 
cordance with  the  mandate  of  the  House  of  Dele-  ^ 

gates  in  1960,  and  every  effort  was  made  to  have  it  | 

come  out  of  committee  for  vote  on  the  floor  of  the 
Legislature,  but  we  were  unable  to  accomplish  this  , 
purpose. 

As  pointed  out  previously,  this  item  of  legislation  | 
consistently  has  been  vigorously  opposed  by  the 
Association  of  Casualty  and  Surety  Companies,  J 
they  claiming  in  their  opposition  that  such  legisla-  ^ 
tion  would  hinder,  delay,  and  in  many  cases  make  1 
impossible  the  settlement  of  claims.  i 

An  attempt  was  made  to  reconcile  the  differences, 
with  specific  effort  being  made  by  Irwin  Alper, 
M.D.,  and  the  Oneida  County  Medical  Society, 
l^ut  the  difference  of  opinion  could  not  be  com- 
promised, and  we  were  unable  to  move  this  item  of 
legislation  from  committee. 

In  view  of  the  great  amount  of  opposition  to  this 
item  of  legislation,  if  such  or  similar  legislation  is  to 
be  enacted,  it  would  appear  that  it  will  be  necessary 
for  a great  deal  of  effort  to  be  put  forth  on  a local 
level  throughout  the  entire  State,  by  contacting  the 
various  insurance  carriers  in  order  to  gain  their  sup- 
port for  this  type  of  legislation. 

In  the  meantime,  it  is  suggested  that  those 
physicians  who  are  involved  in  this  type  of  activity 
could  protect  themselves  by  obtaining  an  assign- 
ment at  the  time  medical  service  is  rendered. 

2.  S.  Int.  2107  (Barrett) — AN  ACT  to  amend  the 
education  law,  in  relation  to  the  administration  of 
physical  therapy. 

A great  deal  of  effort  was  put  forth  by  Henry 
Fleck,  M.D.,  and  his  associates  in  physical  medicine 
in  an  attempt  to  have  this  legislation  covering  the 
acts  of  physiotherapists  passed.  However,  there 
were  some  differences  of  opinion  among  the  groups, 
which  were  entirely  reconciled,  but  it  would  appear  j 
that  considerable  gain  was  made  during  the  year, 
and  probably  by  cooperative  effort  on  the  part  of 
the  Section  on  Physical  Medicine  and  the  New 
York  Society  of  Physical  Medicine  and  Rehabilita- 
tion, together  with  the  American  Physical  Therap}' 
Association,  satisfactory  controlling  legislation  may 
subsequently  be  introduced. 

It  is  interesting  to  note  that  following  introduction 
of  the  above  legislation,  a subsequent  bill  was  intro- 
duced into  the  Senate,  S.  Int.  3185  (Brydges),  call- 
ing for  the  removal  of  the  practice  of  physiotherapy 
from  the  supervision  of  licensed  physicians.  The 
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origin  of  this  bill  was  not  definitely  determined,  but 
it  was  suggested  that  it  may  have  been  a counter- 
action bill  to  that  proposed  by  the  State  Society. 
This  latter  bill  was  opposed;  therefore,  neither  bill 
was  removed  from  committee. 

3.  S.  Int.  2534  (Speno);  A.  Int.  3601  (Mc- 
Closkey) — AN  ACT  to  provide  for  the  exemption 
from  liability,  in  relation  to  physicians  and  surgeons 
rendering  gratuitous  emergency  treatment. 

This  proposed  legislation  was  reviewed  in  detail, 
and  by  mutual  agreement,  it  was  pointed  out  that  by 
referring  to  gratuitous  emergency  treatment,  such 
legislation  could  possibly  be  enacted  without 
specific  interference.  This  bill,  therefore,  passed 
the  Senate  but  was  opposed  in  the  Assembly  Judi- 
ciary Committee  by  the  New  York  Bar  Association 
on  the  grounds  that  there  had  been  essentially  no 
record  of  action  in  this  respect  and  that  such  was 
“unnecessary.”  Because  of  the  opposition  of  this 
type,  the  bill  died  in  committee. 

4.  A.  Int.  2096  (Waters) — AN  ACT  to  amend 
the  education  law,  in  relation  to  the  number  of 
members  constituting  the  committee  on  medical 
grievances. 

This  act  called  for  increasing  the  possible  number 
of  members  of  the  Grievance  Committee  who  shall 
be  appointed  by  the  Regents.  The  law  remains 
unchanged,  except  that  it  permits  a larger  number  of 
physicians  to  be  appointed  to  the  Grievance  Com- 
mittee, this  being  recommended  because  of  the 
large  backlog  of  grievances  which  are  before  the 
Department  of  Education.  Bj^  utilizing  a larger 
number  of  subcommittees,  it  is  hoped  this  backlog 
can  be  cleared. 

This  bill  was  passed  by  the  Legislature  and  has 
been  signed  by  the  Governor. 

5.  S.  Int.  884  (Albert);  A.  Int.  1107  (Lawrence) 
— AN  ACT  to  amend  the  public  health  law,  in 
relation  to  the  practice  of  radiation  technology 
and  the  creation  of  a radiation  technician  advisory 
board. 

This  bill  created  a tremendous  amount  of  activity 
in  the  Legislature,  and  because  of  the  restrictions 
it  would  place  on  unqualified  persons  operating 
x-ray  equipment,  it  was  vigorously  opposed  by  the 
chiropractors. 

The  Medical  Society  of  the  State  of  New  York 
has,  in  general,  been  opposed  to  the  licensure  of 
ancillary  groups  unless  such  licensure  called  for 
adequate  training  and  supervision.  This  bill  for 
the  licensure  and  supervision  of  radiation  technology 
seemed  important  to  your  committee  because  of 
the  dangers  of  radiation  exposure,  and  it  called  for 
adequate  safeguards  and  supervision  by  the  medical 
profession.  Therefore,  we  supported  this  bill. 

It  was  not  enacted  into  law,  but  having  been 
supported  by  the  Department  of  Health  and  the 
New  York  State  Society  of  Radiologists,  it  un- 
doubtedly will  again  be  introduced. 


6.  Senate  Resolution  54  (Cornell);  Assembly 
Resolution  62  (Ashbery) — A STUDY  of  the  licen- 
sure in  the  healing  arts. 

This  item  of  legislation  was  introduced  last  year 
but  was  not  enacted  and  was  again  introduced  by 
your  State  Society  this  year. 

It  created  a tremendous  amount  of  interest  in  the 
Legislature  but,  unfortunately,  was  not  enacted. 
This  legislation  was  not  only  supported  by  your 
State  Society  but  was  cosponsored  by  the  New 
York  Academy  of  Medicine  and  the  State  Charities 
Aid  Association.  (A  copy  of  this  resolution  is 
attached  for  your  information.) 

There  is  also  attached  for  your  information  a 
brief  summation  report  and  comments  pertaining  to 
many  items  of  legislation,  as  prepared  by  our  legis- 
lative counsel. 

Based  on  the  activities  which  occurred  in  relation 
to  medical  legislation  during  this  past  session  of 
the  Legislature,  it  is  reasonable  to  assume  that  1962 
will  be  no  less  active  a year,  inasmuch  as  many  items 
of  legislation  which  were  not  enacted  this  year  un- 
doubtedly will  again  be  presented  in  the  next  session 
of  the  Legislature  and  will  call  for  a great  deal  of 
activity  on  our  part. 

Respectfully  submitted, 

James  M.  Blake,  M.D  , Chairman 

State  of  New  York 
Executive  Chamber 
Albany 

March  26,  1961 

Memorandum  filed  with  Assembly  Bill,  Introductory 
Number  2444,  Print  Number  5047,  entitled:  “AN 

ACT  to  amend  the  social  welfare  law,  in  relation  to 
medical  assistance  for  the  aged” 

#13 

Chapter  195 
APPROVED 

This  bill  establishes  a program  to  supply  institu- 
tional and  non-institutional  medical  benefits  to 
170,000  needy  aged  persons  in  New  York  annually, 
effective  April  1.  Of  these  men  and  women,  92,000 
have  not  previously  been  covered  by  any  public 
medical  assistance,  and  many  of  the  remaining  num- 
ber will  become  eligible  for  medical  services  not 
previously  available  at  public  expense. 

This  measure  is  therefore  an  important  step  toward 
meeting  one  of  the  most  pressing  human  problems  we 
face — the  dilemma  of  a steadily-growing  senior 
population  which  needs  more  medical  care  than  any 
other  group,  yet  is  least  able  financially  to  meet  the 
rapidly  rising  costs  of  obtaining  it. 

The  program  set  up  by  this  bill  will  not  only  help 
thousands  of  the  medically  needy  without  loss  of  their 
p^ossessions  or  dignity,  but  it  would  serve  as  a vedu- 
able  supplement  to  any  more  comprehensive  Federal 
program — the  need  for  which  is  clearly  apparent — 
that  the  Congress  may  enact.  It  would,  for  example, 
provide  coverage  outside  the  welfare  category  for 
those  who  might  not  be  covered  under  a new  Federal 
health  insurance  program,  and  also  would  serve 
under  certain  conditions  as  a form  of  catastrophic 
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health  insurance  for  those  exhausting  benefits  under  a 
new  Federal  program. 

In  this  connection,  I would  again  restate  my 
conviction  that  the  only  fiscally  sound  approach 
to  the  financing  of  such  a Federal  program  is  through 
the  proven  contributory  system  of  Social  Securit.^• 
(OASDI),  but  any  such  program  should  include  an 
option  as  to  benefits,  providing  them  either  under 
a schedule  set  up  by  the  Social  Security  System  or 
through  cash  payments  to  cover  purchase  of  equiva- 
lent private  health  insurance,  as  each  beneficiary  may 
choose. 

The  bill  before  me  for  executive  action,  introduced 
in  the  Senate  by  Chairman  George  R.  Metcalf  of  the 
Senate  Public  Health  Committee,  and  in  the  Assem- 
bly by  Assemblyman  Francis  P.  McCloskey,  enables 
the  State  annually  to  utilize  S47,500,000  in  new 
Federal  funds  under  legislation  which  the  Congress 
enacted  last  year.  The  Federal  government  pays 
half  the  total  cost  of  the  program,  with  the  State 
and  the  localities  equally  sharing  the  balance.  The 
program  will  require  an  estimated  S10,250,000  a year 
in  new  State  expenditures,  but^ — due  to  the  increased 
State  and  Federal  contribution — will  actually  save 
the  localities  an  estimated  $17,750,000  annually  on 
medical  services  already  being  provided. 

The  program  over-all  will  provide  a net  increase  of 
$40,000,000  for  medical  aid  to  the  aged  within  the 
State. 

The  benefits  provided  under  this  bill,  pajunent  for 
which  will  be  made  to  the  person  or  institution 
furnishing  the  services,  will  include  physicians’ 
services;  care,  treatment,  maintenance  and  nursing 
services  in  hospitals,  nursing  homes,  infirmaries  or 
other  medical  institutions;  outpatient  hospital  or 
clinic  services,  and,  when  prescribed,  home  nursing 
services,  drugs,  sick  room  supplies,  prosthetic  appli- 
ances, and  physical  therapy. 

Any  resident  of  the  State  whose  income  and  re- 
sources are  not  sufficient  to  meet  all  the  cost  of  re- 
quired medical  care  will  be  eligible  for  these  benefits. 
No  enrollment  fee,  premium,  or  similar  charge  is 
required. 

In  determining  sufficiency-  of  income  and  resources, 
all  income,  including  any  available  support  from 
responsible  relatives,  in  excess  of  $1,800  per  annum 
for  a single  person  and  $2,600  per  annum  for  a 
married  couple  must  first  be  applied  towards  the 
payment  of  medical  expenses.  Similarly,  liquid 
assets  are  to  be  taken  into  account  if  they  exceed  $900 
for  a single  person  and  $1,300  for  a married  couple. 
In  order  to  encourage  the  voluntary  purchase  of 
health  insurance,  allowance  for  income  and  assets  of 
up  to  $150  a year  for  a single  person  and  up  to  $250 
for  a married  couple  is  made  under  the  plan  for  the 
cost  of  premium  for  those  who  have  purchased 
health  insurance  protection. 

In  addition  to  the  estimated  170,000  persons  who 
will  annually  receive  medical  assistance  under  this 
program,  66,000  men  and  women  are  receiving  com 
parable  care  under  old  age  assistance  and  32,000  are 
being  treated  in  mental  health  and  other  public 
institutions  of  the  State.  This  total  of  268,000 
elderly  persons  receiving  help  in  meeting  their  health 
needs  must  be  measured,  however,  against  a total 
over-sixty-five  population  in  the  State  of  1,600,000, 
only  about  20  per  cent  of  whom  have  incomes  over 
$2,000  a year,  while  60  per  cent  of  those  over  sixty- 
five  receive  less  than  $1,000  a year  including  Social 
Security. 

While  conscious  that  far  more  needs  to  be  done  at 
the  Federal  level  toward  meeting  this  problem,  I am 
pleased  to  approve  this  bill  as  a significant  advance 


in  the  field  of  medical  aid  to  the  aging. 

This  bill  is  approved. 

Nelson  A.  Rockefeller 

State  of  New  York 
Print.  1872  Intro.  1866 

In  .Assembly 

January  17,  1961 

Introduced  by  Mr.  CURTO — read  once  and  referred 
to  the  Committee  on  Public  Education 

AN  ACT  to  amend  the  education  law,  in  relation  to 
the  practice  of  osteopathy* 

The  People  of  the  State  of  New  York,  represented 
in  Senate  and  Assembly,  do  enact  as  follows: 

Section  1.  Subdivision  three  and  six  of  section 
sixty-five  hundred  six  of  the  education  law  are  hereby 
amended  to  read  as  follows: 

3.  Had  prior  to  beginning  the  first  year  of  medical 
study  the  preliminary  general  education  required  by 
the  rules  of  the  department,  except  where  the  applica- 
tion is  for  a license  to  practice  medicine  and  surgery 
by  a doctor  of  osteopathy,  in  which  case  he  must  have 
had  the  general  education  required  by  the  rules  of  the 
department  preliminary  to  receiving  the  degree  of 
doctor  of  osteopathy. 

6.  Where  the  application  be  for  a license  to  prac- 
tice medicine  and  surgery  by  a doctor  of  osteopathy,  the 
applicant  shall  produce  e-vidence  that  before  nineteen 
hundred  ten  he  has  studied  osteopathy  not  less  than 
three  years  including  three  satisfactory  courses  of  not 
less  than  nine  months  each  in  three  different  calendar 
years  in  a college  of  osteopathy  maintaining  at  the 
time  a standard  satisfactory  to  the  department,  or 
that  after  nineteen  hundred  ten  he  has  completed  not 
less  than  four  satisfactory  courses  of  not  less  than 
eight  months  each  in  a college  maintaining  at  the  time 
a standard  satisfactory  to  the  department. 

Section  2.  Subdivision  three  of  section  sixty-five 
hundred  twelve  of  such  law,  as  amended  by  chapter 
six  hundred  eighty-seven  of  the  laws  of  nineteen 
hundred  forty-nine,  is  hereb3’  REPEALED  and  a 
new  subdi-vision,  to  be  subdivision  three  is  inserted 
in  place  thereof,  to  read  as  follows: 

3.  Graduates  of  colleges  of  osteopathy  registered  by 
the  New  York  State  education  department  who  pass  the 
medical  licensing  examination  of  the  state  of  New  York 
shall  be  issued  a license  to  practice  medicine  and 
surgery.  A license  so  issued  shall  contain  thereon, 
following  the  name  of  the  licensee,  the  letters  D.O. 
Licenses  heretofore  issued  to  osteopathic  physicians  with 
limitations  under  prior  statutes  shall  remain  in  force 
ivith  such  limitations  continuing. 

3.  This  act  shall  take  effect  September  first, 
nineteen  hundred  sixtj’-one. 

Note — subdivision  three  of  section  sixty- five 
hundred  twelve  of  the  education  law,  repealed  bi- 
section two  of  this  bill,  relates  to  the  administering 
of  drugs  and  the  performance  of  surgerj-  b.v  persons 
licensed  to  practice  osteopathy,  and  is  repealed  for 
the  purpose  of  permitting  the  enactment  of  a similar 
section  relating  to  the  same  subject  in  place  thereof 

State  of  New  York 
Executive  Chamber 
Albany 

April  22,  1961 

Memorandum  filed  with  Assemblj-  Bill,  Introductory 
Number  237,  Print  Number  237,  entitled:  “AN 

* Matter  in  italics  is  new. 
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ACT  to  anieiul  the  education  law.  in  relation  to 
bioanalysts” 

#174 

NOT  APPROVED 

This  measure  would  establish  in  the  Education 
Department  a State  Board  of  Bioanalytical  Ex- 
aminers charged  with  the  duty  of  licensing  and 
disciplining  those  engaged  in  the  practice  of  bio- 
analysis in  the  State  of  New  York.  The  Board 
would  be  composed  of  5 members  to  be  appointed  by 
the  Regents  from  a list  of  eligible  candidates  fur- 
nished by  the  Board  of  Directors  of  the  New  York 
State  Society  of  Bioanalysts. 

In  commenting  upon  this  proposal  the  Education 
Department  has  written ; 

"In  our  view,  the  present  bill  would  establish  a 
privileged  class  of  licensed  persons  comprising  those 
presently  engaged  in  the  business  of  conducting  bio- 
analytical laboratories  and  exclude  any  new  licensees 
by  framing  the  admission  requirements  so  that  it  is 
impossible  for  new  applicants  to  comply.  Persons 
presently  engaged  in  such  business  are  to  be  licensed 
without  examination  and  without  meeting  any  edu- 
cational requirements. 

“It  is  our  considered  view  that  there  are  adequate 
laboratory  facilities  presently  available  under  the 
supervision  of  competent  physicians  to  serve  the 
health  and  safety  of  the  people  of  this  State.  In 
New  York  City  where  laboratory  facilities  are  more 
frequently  furnished  under  other  than  hospital 
auspices,  there  is  a local  licensing  provision  which  is 
completely  adequate  to  meet  the  needs. 

“Heretofore  the  Regents  considered  this  matter 
after  a public  hearing  and  after  hearing  the  propo- 
nents of  this  matter  came  to  the  conclusion  that  the 
public  interests  would  not  be  served  by  the  enact- 
ment of  a state  licensing  statute  for  the  group  of 
persons  included  within  the  provision  of  this  bill.” 

In  addition  to  the  objections  raised  by  the  Educa- 
tion Department  many  individuals  and  groups  com- 
menting upon  this  proposal  have  raised  serious  ques- 
tions as  to  the  technical  sufficiency,  necessity,  and 
desirability  of  certain  provisions  of  the  bill. 

Disapproval  is  recommended  by  the  Education 
Department,  the  Department  of  Health,  the  De- 
partment of  Mental  Hygiene,  the  Mayor  of  the 
City  of  New  York,  the  Association  of  the  Bar  of 
the  City  of  New  York,  the  American  Institute  of 
Chemists,  the  Association  of  Clinical  Scientists,  the 
New  York  State  Association  of  Public  Health 
Laboratories,  the  Medical  Society  of  the  State  of 
New  York,  the  Hospital  Association  of  New  York 
State,  the  American  Chemical  Society,  the  American 
Association  of  Clinical  Chemists,  and  the  New  York 
State  Society  of  Pathologists. 

The  bill  is  disapproved. 

Nelson  A.  Rockefeller 

State  of  New  York 
Executive  Chamber 
Albany 

April  24,  1961 

Memorandum  filed  with  Assembly  Introductory 
Number  4849,  Print  Number  5427,  entitled:  “AN 

ACT  to  amend  the  insurance  law,  in  relation  to  the 
use  of  contingent  surplus  funds  of  medical  expense 
indemnity,  dental  expense  indemnity,  and  hospital 
expense  service  corporations  for  extraordinary 
purposes.” 

#291 

NOT  APPROVED 


This  bill  would  permit  nonprofit  health  insuiancc 
corporations,  pursuant  to  a finding  by  the  Super- 
intendent of  Insurance,  to  use  contingent  surplus 
funds  to  remedy  a lack  of  availability  of  hospital 
facilities  to  members  of  a medical  group  practice  unit 
under  contract  with  such  a corporation  to  provide 
care  for  its  insureds. 

It  does  not  seem  desirable  to  provide  generally  for 
any  such  permissible  impairment  of  insurance  con- 
tingent funds  in  order  to  meet  the  particular  problem 
of  discrimination  in  hospital  staff  appointments  to 
which  this  bill  is  directed. 

I am  advised  that  the  bill  is  open  to  a construction 
which  would  strictly  limit  the  authority  of  the 
Superintendent  of  Insurance  with  respect  to  the  use 
of  contingent  surplus  funds.  If  the  impairment  of 
such  funds  is  to  be  authorized,  the  Superintendent’s 
powers  in  this  regard  and  the  criteria  to  be  observed 
by  him  should  be  clearly  set  out. 

I am  directing  the  Departments  of  Health,  Social 
Welfare,  and  Insurance  to  analyze  the  unfortunate 
situation  which  this  proposal  was  designed  to  amel- 
iorate and  to  make  any  necessary  recommendations 
for  its  correction.  Furthermore,  it  would  seem  that 
questions  of  adequacy  and  availability  of  hospital 
facilities  which  are  involved  are  peculiarly  germane 
to  the  functions  of  the  State  Hospital  Review  and 
Planning  Council  and  its  affiliated  regional  councils. 

The  bill  is  disapproved. 

Nelson  A.  Rockefeller 


Resolution  54  (Cornell) 

Where-as,  the  health  of  the  people  of  the  state  is  a 
matter  of  vital  state  concern;  and 

Where.as,  the  laws  of  the  state  presently  licensing 
regulating  or  supervising  the  work  of  practitioners  in 
the  healing  arts  have  not  been  subjected  to  analytical 
review  and  study  by  any  state  fact-finding  agency 
since  eighteen  hundred  ninety-one;  and 

Whereas,  such  a study  is  desirable  and  necessary 
because  of  (1)  the  great  advances  made  in  medicine 
and  science  and  the  ever-increasing  use  of  and  de- 
pendence upon  drugs  and  medicine,  with  and  without 
medical  prescription,  by  persons  suffering  from 
chronic  ailments  and  diseases,  (2)  the  increasing 
numbers  of  unlicensed  per.sons  profe.ssing  special 
competence  in  relieving  human  ailments  and  disease 
and  their  persistent  efforts  to  obtain  legal  recognition 
and  licensure,  (3)  the  difficulty  in  establishing  the 
relationships  and  defining  the  permissible  areas  of 
practice  between  the  practice  of  psychiatry  and  the 
independent  practice  of  psychology,  between  dentis- 
try and  surgery  of  the  head  and  neck,  between 
optometry  and  ophthalmologj-  and  between  many 
other  licensed  and  unlicensed  groups  engaged  in 
healing  practices,  (4)  the  need  for  assigning  medical 
responsibilities  among  registered  nurses,  hospital 
aides  and  other  related  medical  personnel  on  the  basis 
of  recognized  training  and  experience  under  proper 
medical  supervision,  and  to  utilize  assembled  trained 
personnel  in  the  most  effective  and  economical  job 
assignments,  (5)  the  problems  posed  by  persons, 
firms  and  corporations  engaged  in  commercial  enter- 
prises involving  the  sale,  fitting  and  use  of  auditor.\- 
and  visual  aids  and  prosthetic  devices  and  (6)  the 
need  for  preventing  and  controlling  the  illegal  prac- 
tice of  medicine  by  injunctive  relief  or  other  effective 
controls;  now,  therefore,  be  it 

Resolved  (if  the  Assembly  concur),  that  a joint 
legislative  committee,  to  be  known  as  the  New  York 
State  joint  legislative  committee  on  licensure  in  the 
healing  arts,  be  and  it  is  hereby  created  to  make  a 
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comprehensive  study  and  analysis  of  the  present  laws 
of  the  state  governing  the  licensure  of  professional 
practices  related  to  the  diagnosis,  treatment,  opera- 
tion and  prescription  for  any  human  disease,  pain, 
injury,  deformity,  or  physical  or  mental  condition, 
including  but  not  limited  to  the  laws  relating  to 
medicine,  optometry,  dentistry,  pharmacy,  nursing, 
podiatry,  osteopathy  and  physiotherapy;  to  make  or 
cause  to  be  made  studies  on  any  of  the  subjects 
referred  to  in  this  resolution  and  any  other  subject, 
matter  or  thing  deemed  by  the  committee  to  be 
relevant  or  germane  to  the  work  of  the  committee 
provided,  however,  that  nothing  herein  contained 
shall  be  construed  to  authorize  the  study  of  the  prac- 
tice of  or  of  laws  relating  to  the  practice  of  healing  by 
prayer  or  spiritual  means  in  accordance  with  the 
tenets  of  an  established  religion;  and  to  consider  the 
necessity  or  desirability  of  amending,  extending, 
adding  to  or  otherwise  revising  the  existing  laws  of 
the  state  to  require  the  licensing,  regulation  or  control 
of  any  practices  related  to  human  health  and  physical 
or  mental  well-being  not  now  being  supervised  by  the 
state. 

Such  committee  shall  consist  of  six  members,  three 
of  whom  shall  be  members  of  the  senate,  to  be 
appointed  by  the  temporary  president  thereof,  and 
three  of  whom  shall  be  members  of  the  assembly,  to  be 
appointed  by  the  speaker  thereof. 

The  committee  created  herein  shall  organize  by  the 
selection  from  its  members  of  a chairman,  vice- 
chairman,  secretary  and  such  other  officers  as  it 
deems  desirable.  Vacancies  in  the  membership  of 
the  committee  occurring  from  any  cause  shall  be 
filled  by  the  appointing  officer  authorized  to  make  the 
original  appointment. 

The  committee  may  employ  and  at  pleasure  re- 
move such  clerical,  stenographic,  and  technical  and 
professional  assistants  and  consultants,  as  it  may 
require,  and  fix  their  compensation  within  the 
amount  appropriated  therefor  herein. 

The  committee  shall  have  power  to  hold  hearings, 
administer  oaths,  subpoena  and  compel  the  attend- 
ance of  witne.sses  and  the  production  of  books, 
papers,  records  and  documents  deemed  relevant  or 
germane  to  its  inquiries  hereunder  and  shall  otherwi.se 
have  all  the  powers  of  a legislative  committee  as 
provided  by  the  legislative  law. 

The  members  of  the  committee  shall  receive  no 
compensation  for  their  services,  but  shall  be  reim- 
bursed for  expenses  actually  and  necessarily  incurred 
by  them  in  the  performance  of  their  duties  hereunder. 

The  committee  shall,  from  time  to  time  and  not 
later  than  January  fifteenth,  nineteen  hundred  sixty- 
two,  make  a report  or  reports  to  the  legislature  of  its 
proceedings  and  recommendations  thereunder. 

The  sum  of  fifty  thousand  dollars  ($50,000),  or  so 
much  thereof  as  may  be  necessary,  is  hereby  appro- 
priated to  the  committee  hereby  created  from  the 
legislative  contingent  fund  and  made  immediately' 
available  for  its  expenses,  including  personal  service, 
traveling,  maintenance  and  operation  in  carrying  out 
the  provisions  of  this  resolution.  Such  moneys  shall 
be  payable  on  the  audit  and  warrant  of  the  comp- 
troller on  vouchers  certified  or  approved  by  the  chair- 
man or  vice  chairman  of  the  committee  as  pre- 
scribed by  law. 

(Identical  resolution  by  Assemblyman  Ashbery — 
A62) 

Summary  of  Legislative  Action — 

19G1  Session  New  York  State  Legislature 

The  following  bills  were  sponsored  by  the  Medical 


Society ; 

1.  S.  Intro.  1708,  Pr.  1766  (Brydges);  A.  Intro. 
2568,  Pr.  4408  (Calli) — AN  ACT  to  amend  lien  law, 
in  relation  to  liens  of  physicians. 

This  bill  was  introduced  in  both  houses  but  was 
not  reported  out  of  committee.  Principal  opposi- 
tion came,  as  in  previous  years,  from  the  insurance 
companies.  Associated  Industries,  and  the  Empire 
State  Chamber  of  Commerce,  and  also  from  law- 
yers in  the  Judiciary  Committee  in  both  houses. 

2.  S.  Intro.  2107,  Pr.  2204  (Barrett)— AN  ACT 
to  amend  the  education  law,  in  relation  to  the  ad- 
ministration of  physical  therapy. 

This  bill  was  introduced  by  the  Society  at  the  re- 
(piest  of  the  New  York  Society  of  Physical  Medicine 
and  Rehabilitation,  Henry  Fleck,  M.D.,  secretary. 
At  the  time  of  the  introduction  of  this  bill,  your 
Legislation  Committee  was  advised  that  the  Ameri- 
can Physical  Therapy  Association,  Inc.,  would  sup- 
jjort  the  bill.  After  introduction  this  bill  was  vigor- 
ously opposed  by  the  A.P.T.A.,  and  the  bill  was 
killed  in  committee. 

3.  S.  Intro.  2534,  Pr.  2673  (Speno);  A.  Intro. 
3601,  Pr.  3756  (McCloskey) — AN  ACT  to  amend  the 
education  law,  in  relation  to  providing  for  the 
exemption  from  liability,  in  relation  to  physicians 
and  surgeons  rendering  gratuitous  emergency  treat- 
ment. 

This  bill  passed  the  Senate  but  was  killed  in 
Assembly  Judiciary  Committee  because  of  opposi- 
tion from  attorneys  on  the  committee. 

The  following  bills  were  cosponsored  by  the 
Medical  Society; 

1.  Senate  Resolution  54  (Cornell);  Assembly 
Resolution  62  (Ashbery) — Resolution  creating  a 
joint  legislative  committee  on  licensure  in  the  heal- 
ing arts  and  making  appropriation  for  the  e.xpenses, 
etc. 

This  resolution  was  .sponsored  jointly  by  the  State 
Charities  Aid  Association,  the  New  York  Academy 
of  Medicine,  and  the  Medical  Society  of  the  State 
of  New  York.  This  resolution  was  killed  in  Senate 
Finance  Committee  and  Assembly  Ways  and 
Means  Committee. 

The  Medical  Society  was  quite  active  in  favoring 
other  bills  before  the  Legislature.  The  most  im- 
portant of  the.se  bills  are  as  follow's: 

1.  S.  Intro.  884,  Pr.  2331  (Albert);  A.  Intro. 
1107,  Pr.  3375  (D.  Lawrence) — AN  ACT  to  amend 
public  health  law,  in  relation  to  licensing  of  radia- 
tion technicians  and  creation  of  radiation  tech- 
nician advisory  board. 

This  bill  was  sponsored  by  the  New  York  State 
Health  Department  and  was  a department  bill. 
It  was  amended  several  times  and  came  up  for  final 
vote  in  the  Senate  on  the  last  day  of  the  session. 
After  consultation  with  your  Legislation  Committee 
chairman  and  the  State  Health  Commissioner,  it 
was  decided  not  to  bring  this  bill  on  for  a vote  be- 
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cause  of  the  possibility  of  reviving  the  chiropractic 
bill  and  for  the  further  reason,  in  the  opinion  of 
your  legislative  counsel,  this  bill  would  not  have 
sufficient  votes  in  the  Assembly  to  pass. 

2.  S.  Intro.  2205,  Pr.  2308  (Albert);  A.  Intro. 
2868,  Pr.  2977  (Waters) — AN  ACT  to  amend  the 
education  law,  in  relation  to  the  practice  of  oph- 
thalmic dispensing. 

This  bill  was  sponsored  by  the  New  York  State 
Ophthahnological  Societj',  Inc.  It  was  reported 
from  committee  and  came  to  a vote  on  the  last  day 
of  the  session,  March  25.  It  was  defeated  in  the 
Assembly. 

3.  A.  Intro.  2096,  Pr.  5569  (Waters) — AN  ACT 
to  amend  the  education  law,  in  relation  to  the 
number  of  members  constituting  the  committee  on 
medical  grievances. 

This  bill  was  favored  and  was  signed  by  the  Gover- 
nor on  April  3.  It  became  Chapter  222  of  the  Laws 
of  1961. 

4.  S.  Intro.  1702,  Pr.  3825  (Metcalf);  A.  Intro. 
2444,  Pr.  5047  (McCloskey) — AN  ACT  to  amend  the 
social  welfare  law,  relative  to  medical  assistance  for 
the  aged. 

The  Assembly  bill  was  signed  by  the  Governor 
on  March  26  and  became  Chapter  195  of  the  Laws  of 
1961. 

5.  S.  Intro.  3063,  Pr.  3306  (Rulison);  A.  Intro. 
4661,  Pr.  4948  (Ryan) — AN  ACT  to  amend  the 
mental  hygiene  law,  to  require  director  of  psycho- 
pathic hospital,  or  ward  in  general  hospital,  estab- 
lished and  operated  by  New  York  City,  when  in- 
formed in  writing  by  licensed  physician  that  person 
in  territory  served  is  in  immediate  need  of  care  and 
treatment  or  observation  as  to  mental  condition,  to 
direct  removal  of  person  thereto,  with  right  to  re- 
fuse admission  if  immediate  hospitalization  is  not 
required. 

The  Assembly  bill  was  signed  by  the  Governor 
and  became  Chapter  677  of  the  Laws  of  1961. 

We  actively  opposed  the  following  bills : 

1.  S.  Intro.  1389,  Pr.  1409  (Bush);  A.  Intro. 
237,  Pr.  237  (Mintz) — AN  ACT  to  amend  the 
education  law,  in  relation  to  bioanalysts. 

This  bill  passed  both  houses.  We  opposed  the 
bill  before  the  Governor,  and  the  bill  was  vetoed. 

2.  S.  Intro.  2576,  Pr.  4184  (Peterson);  A.  Intro. 
4540,  Pr.  5412  (Lounsberry) — AN  ACT  to  amend 
the  education  law,  in  relation  to  the  practice  of 
chiropractic,  and  making  an  appropriation  there- 
for. 

This  bill  was  killed  in  both  houses. 

3.  A.  Intro.  4849,  Pr.  5427  (Rules  Committee) — 
AN  ACT  to  amend  the  insurance  law,  in  relation  to 
use  of  contingent  surplus  funds  of  medical  expense 
indemnity,  dental  expense  indemnity,  and  hospital 
expense  service  corporations  for  extraordinary  pur- 
poses. 

This  bill  passed  the  Legislature.  We  opposed 


the  same  before  the  Governor,  and  the  bill  was 
vetoed. 

4.  A.  Intro.  1194,  Pr.  1194  (Chananau) — AN 
ACT  to  amend  the  public  health  law,  in  relation  to 
requiring  the  vaccination  of  school  children  against 
poliomyelitis. 

This  bill  was  killed  in  committee. 

5.  S.  Intro.  562,  Pr.  562  (Peterson);  A.  Intro. 
1134,  Pr.  5467  (Mason) — AN  ACT  to  amend  work- 
men’s compensiition  law,  to  change  provisions  re- 
lating to  selection  of  physician  by  claimant,  etc. 

This  bill  was  killed  in  committee. 

6.  S.  Intro.  557,  Pr.  557  (Morrissey) — AN  ACT 
to  amend  judiciary  law,  to  exempt  from  jury  duty 
practicing  physiotherapists  having  patients  requir- 
ing daily  professional  attention. 

This  bill  was  killed  in  committee. 

7.  A.  Intro.  724,  Pr.  724  (Eckstein)— AN  .\CT 
to  amend  judiciary  law,  to  exempt  from  jury  duty, 
licensed  podiatrist. 

This  bill  was  killed  in  committee. 

8.  S.  Intro.  3724,  Pr.  4232  (Rules  Committee); 

Intro.  4788,  Pr.  5257  (Rules  Committee) — AN 

ACT  to  amend  pul)lic  health  law,  to  provide  that 
medical  treatment  of  any  nature  may  be  given  in- 
fant without  parental  consent  or  court  order,  upon 
certification  by  three  licensed  physicians,  etc. 

This  bill  was  killed  in  Senate. 

The  Medical  Society  took  no  position  on  the 
following  bills  which  were  passed  and  signed  by  the 
Governor: 

1.  A.  Intro.  1866,  Pr.  1872 — An  ACT  to  amend 
education  law,  to  provide  that  graduates  of  col- 
leges of  osteopathy  registered  by  State  Education 
Department  who  pass  medical  licensing  examina- 
tion of  State  shall  be  issued  license  to  practice 
medicine  and  surgery,  etc. 

2.  S.  Intro.  738,  Pr.  738  (Marchi);  A.  Intro. 
1031,  Pr.  1031  (Savarese) — AN  ACT  to  amend 
education  law,  to  provide  that  restriction  on  prac- 
tice by  psychologists  without  certificate,  shall  not 
prevent  temporary  service  by  nonresident  who  en- 
gages in  practice  and  conducts  major  part  thereof 
outside  State,  etc. 

Section  23  {See  226)  Report  61-Q 

Supplementary  Report  of  the  Subcommittee 
to  Combat  Cults 

'To  the  House  of  Delegates,  Gentlemen: 

This  year  was  again  an  active  one  on  the  part  of 
the  Chiropractic  Association  in  an  attempt  to  ob- 
tain licensure  and  recognition  in  the  healing  arts. 
As  previously  pointed  out  to  you,  the  New  York 
State  Department  of  Education  and  the  Board  of 
Regents  this  year  recommended  the  licensure  and 
recognition  of  chiropractic  as  a branch  of  the  heal- 
ing arts.  Thereafter,  great  effort  was  made  by 
them  to  promote  this  type  of  legislation  for  the 
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licensure  of  chiropractic. 

Your  subcommittee,  as  well  as  many  county 
societies  and  members  of  the  Society  throughout  the 
State  of  New  York,  vigorously  opposed  this  legis- 
lation. Fortunately,  we  were  able  to  prevent  its 
enactment.  The  chiropractor  this  year,  as  noted, 
attempted  to  include  in  their  licensure  bill  the  indis- 
criminate use  of  x-ray.  Undoubtedly,  the  bill 
calling  for  the  supervision  of  the  practice  of  radia- 
tion technology  was  a great  deterrent  to  the  pos- 
sible licensure  of  chiropractic. 

The  State  Department  of  Health,  through  the 
Commissioner,  Herman  E.  Hilleboe,  M.D.,  vigor- 
ously opposed  this  legislation,  and  we  express  to 
him  our  gratitude  and  thanks  for  the  effort  which 
he  put  forth  during  the  session  of  the  Legislature. 

This  continual  attempt  on  the  part  of  chiropractic 
to  gain  recognition  again  points  out  the  effort  of  so 
many  groups  to  participate  in  the  practice  of 
medicine  tlu'ough  licensure  of  one  type  or  another 
when,  in  reality,  they  are  not  qualified  to  practice 
under  the  Medical  Practice  Act. 

I believe  it  is  necessary  that  we  take  an  even 
more  affirmative  approach  to  these  problems  and, 
to  the  best  of  our  ability  and  through  legislation  as 
necessary,  insist  that  people  who  are  not  qualified 
to  practice  medicine  not  be  permitted  to,  nor 
licensed  to,  practice  medicine  but  that  their  activi- 
ties be  restricted  and  limited,  based  entirely  on 
their  traming  and  qualifications. 

Your  subcommittee  at  the  present  time  is  gather- 
ing information  from  various  states  throughout 
the  Union  of  the  experiences  of  others  in  the  licen- 
sure and  control  of  ancillary  activities  pertaining  to 
medical  practice.  After  these  data  have  been  com- 
piled, we  shall  present  to  you  a summation  report 
and  possible  suggestions. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 

Section  24  {See  223)  Report  61-R 

Supplementary  Report  of  the  Special 
Committee  on  Autopsy  and  the  Dead 
Human  Body 

To  the  House  of  Delegates,  Gentlemen: 

There  was  no  formal  meeting  of  the  committee 
this  year,  but  recently  a problem  concerning  the 
legal  responsibility  in  the  performance  of  a post- 
mortem cesarean  section  was  referred  to  us.  After 
presenting  the  problem  to  the  president  of  the 
Medical  Society  of  the  State  of  New  York,  Norman 
S.  Moore,  M.D.,  and  after  obtaining  a legal  opinion 
by  our  legal  counsel,  Mr.  William  F.  Martin,  a 
formal  resolution  requesting  a statute  similar  to  that 
which  prevails  in  the  State  of  Oklahoma  is  to  be 
presented  to  the  House  of  Delegates  at  this  session. 

Dr.  Moore  has  also  requested  Mr.  Martin  to 
prepare  a di.scu.ssion  of  this  problem  for  the  New 


York  State  Journal  of  Medicine,  and  this 
seems  a most  desirable  thing  to  do. 

Respectfully  submitted, 
Alfred  An  grist,  M .D.,  Chairman 

Section  26  {See  222)  Report  61 -S 

Supplementary  Report  of  the  Committee  on 
Legislation,  Subcommittee  on  Federal 
Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  a brief  r6sum6  of  the  activities  in 
which  your  subcommittee  has  engaged  since  the 
report  to  the  House  compiled  in  mid-February. 

On  March  9,  your  chairman  sent  a letter,  urging 
strong  opposition  to  the  King-Anderson  Bill,  pro- 
viding medical  care  for  the  aged  under  Social  Secu- 
rity, to  county  medical  society  presidents,  secre- 
taries, and  legislation  and  public  relations  chair- 
men. This  letter  suggested  that  a four-point  plan 
of  action  be  put  into  operation  immediately. 
These  points  were: 

1.  Follow  up  the  contacts  made  in  Washington 
by  representatives  of  the  State  Medical  Society  in 
Februarju 

2.  Start  a letter-writing  campaign. 

3.  Alert  the  Woman’s  Auxiliary  and  urge  them 
to  follow  a similar  program. 

4.  Obtain  the  support  of  local  groups  such  as 
the  Chamber  of  Commerce,  service  organizations, 
allied  health  groups,  the  dental  society,  pharmaceu- 
tical society,  and  the  like. 

On  March  18  and  19,  the  American  Medical  As- 
sociation held  an  emergency  national  meeting  of 
great  importance  to  our  profession  and  the  people  of 
our  nation  at  the  Pick-Congress  Hotel  in  Chicago. 
The  purpose  of  this  meeting  was  to  bring  state 
medical  societies  up  to  date  in  regard  to  legislative 
activities  in  Washington  concerning  medical  care 
of  the  aged  and  to  make  plans  to  combat  enactment 
of  the  Administration’s  latest  proposal  providing 
such  care  under  the  Social  Security  system,  namely, 
the  King-Ander.son  Bill.  Some  400  representatives 
of  the  state  medical  societies  throughout  the  nation 
attended  this  conference.  Our  Society  was  repre- 
sented by  Norman  S.  Moore,  M.D.,  Henry  I.  Fine- 
berg,  M.D.,  and  your  chairman.  Martin  J. 
Tracey,  Department  of  Communications,  accom- 
panied jmur  representatives. 

Convinced  that  the  medical  profession  is  facing 
the  greatest  crisis  in  history  and  that  the  profe.ss'on 
must  wage  its  strongest  fight  to  ward  off  govern- 
ment domination,  your  chairman  called  two  emer 
gency  meetings,  similar  to  the  conference  held  in 
Chicago.  The  first  of  these  conferences  was  held 
at  the  Statler  Hilton  Hotel,  New  York  City,  .\pril  9. 
The  second  took  place  on  April  16  at  the  Manger 
Hotel  in  Rochester.  These  conferences  were 
luncheons  which  were  held  in  conjunction  with  the 
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speech  training  courses  sponsored  by  the  Depart- 
ment of  Communications. 

Ernest  B.  Howard,  M.D.,  assistant  executive 
vice-president  of  the  A.M.A.,  and  Paul  R.  M.  Done- 
lan,  Esq.,  legislative  attorney,  A.M.A.  Washington 
office,  addressed  both  meetings.  Dr.  Howard  dis- 
cussed the  basic  issues  involved,  the  present  situa- 
tion, and  the  future  outlook.  Mr.  Donelan  ana- 
lyzed the  specific  legislation  before  Congress  and 
supplied  answers  to  the  principal  arguments  ad- 
vanced by  medicine’s  opponents. 

The  total  attendance  for  both  meetings  was 
about  150,  including  official  county  medical  society 
representatives,  participants  in  the  speech  training 
courses,  and  members  of  the  A.M.A.  and  State 
Medical  Society  staffs. 

The  April  issue  of  the  Newsletter  carried  a front 
page  feature  story  entitled,  “State  Society  Opens 
Campaign  Endorsing  Kerr-Mills  Law  Providing 
Medical  Care  for  Aged — Opposes  Administration’s 
Social  Security  Plan.”  The  article  reviewed  the 
two  conferences  referred  to  above  and  presented 
excerpts  from  the  letter  of  March  9,  outlining  the 
subcommittee’s  four-point  plan  of  action. 

In  order  to  meet  the  expenses  for  the  two  confer- 
ence luncheons,  it  was  necessary  for  your  chairman 
to  request  the  Council  to  ask  the  Board  of  Trustees 
for  funds.  The  subcommittee  does  not  have  a 
budget.  The  Trustees  approved  the  appropriation 
of  a sum  not  to  exceed  $1,500.  Since  it  appears 
obvious  that  expected  developments  in  the  future 
will  involve  expenses,  your  chairman  requests  that 
a budget  providing  funds  for  Federal  legislation 
activities  be  set  up. 

Respectfidly  submitted, 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman 

Speaker  Lane:  You  will  also  find  in  your  black 
book,  your  folder,  the  location  of  the  respective 
meeting  rooms  for  reference  committees. 

After  the  reports  are  completed,  as  I have  stated 
before,  each  report  will  be  mimeographed  and  dis- 
tributed to  the  House,  and  those  interested  are  to 
seek  the  reference  committees  on  special  matters. 
The  officers.  Council,  and  Council  committee  mem- 
bers will  hold  themselves  ready  to  confer  with  the 
reference  committees. 

There  is  an  item  here  which  says,  “Opening  Re- 
marks by  the  Speaker.”  I think  we  have  opened 
and  have  remarked.  At  this  moment  I do  not  think 
I have  any  specific  remarks  to  make,  and  we  will 
continue  with  the  order  of  business. 

Section  26 

Introduction  of  New  Delegates 

Speaker  Lane:  Next  is  the  introduction  of  new 
delegates.  As  these  names  are  read,  I would  ap- 


preciate it  if  each  new  member  would  stand  but 
that  all  applause  be  withheld  until  they  are  all  an- 
nounced. They  are  as  follow's: 

County  Delegates 

Arnold  CostabUe,  Bronx 
George  A.  Howley,  Bronx 
Samuel  Lieberman,  Bronx 
Kenneth  H.  Eckert,  Erie 
Jerome  Gerber,  Greene 
.James  L.  Harrington,  Jefferson 
Matthew  Brody,  Kings 
Louis  Pellman,  Kings 
Vincent  J.  Tesoriero,  Kings 
Harry  E.  Chapin,  Lewis 
Jeff  J.  Coletti,  Nassau 
Harvey  L.  Myers,  Nassau 
August  H.  Groeschel,  New  York 
Keith  O.  CJuthrie,  Jr.,  New  York 
David  Lyall,  New  York 
Joseph  M.  Pisani,  New  York 
Guy  F.  Robbins,  New  York 
Theodore  Rosenthal,  New  York 
Jerome  A.  Schack,  New  York 
Mans  W.  Stearns,  Jr.,  New  York 
Richard  D.  Eberle,  Onondaga 
Charles  A.  Gwynn,  Onondaga 
Oree  M.  Carroll,  Orange 
John  D.  Van  Zandt,  Orange 
Kurt  Rosenberg,  Queens 
Isadore  Gorden,  Richmond 
Michael  P.  Lefkowitz,  Rockland 
Milton  Gordon,  Suffolk 
Joseph  J.  Kaufman,  Wayne 
Thomas  C.  Jaleski,  Westchester 

District  Delegate 

Joseph  F.  Shanaphy— First  District 
Section  Delegates 

Alexander  Chester,  Kings — Allergy 
David  Bloom,  New  York — Dermatology  and 
Syphilology 

Sidney  M.  Fierst,  Kings — Gastroenterology  and 
Proctology 

Reuben  M.  Dicker,  Queens — Legal  Medicine 
John  R.  Williams,  Jr.,  Monroe — Medicine 
Harry  A.  Kaplan,  Kings — Neurology  and  Psy- 
chiatry 

Richard  W.  Baetz,  Erie — Obstetrics  and  Gyne- 
cology 

Daniel  C.  Baker,  Jr.,  New  York — Otolaryngology 
John  J.  Clemmer,  Albany — Pathology,  Clinical 
Pathologj',  and  Blood  Banking 
Richard  A.  Downey,  Erie — Pediatrics 
William  E.  Mosher,  Erie — Preventive  Medicine 
and  Public  Health 
Harry  W.  Hale,  Jr.,  Erie — Surgery 

Now,  your  applause  is  in  order.  {Applause) 
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Section  27  (See  ISO,  182)  Report  61-G 

Supplementary  Report  of  the  President 

Speaker  Lane:  It  is  now  my  pleasure  to  recog- 
nize Norman  S.  Moore,  M.D.,  president  of  the 
Medical  Society  of  the  State  of  New  York,  and  I 
would  request  Drs.  Gibson  and  Azzari  to  escort  Dr. 
Moore  to  the  rostrum  to  give  his  report. 

. . . Leo  E.  Gibson,  M.D.,  and  Renato  J.  Azzari, 
M.D.,  escorted  President  Moore  to  the  rostrum 
amid  applause  . . . 

. . . President  Moore  then  delivered  his  supple- 
mentary report  as  follows: 

To  the  House  of  Delegates,  Gentlemen : 

My  remarks  today  supplement  my  written  report 
published  in  the  April  1 issue  of  the  Journal. 

This  has  been  a year  of  momentous  decisions  for 
the  country  and  for  medicine.  It  was  a year  when 
the  American  people  decided  to  discontinue  the 
conservatism  of  the  fifties  in  favor  of  so-called 
liberal  policies  for  at  least  the  ne.xt  four  years. 

In  retro.spect,  long  before  last  year’s  presidential 
campaign,  it  appears  to  me  that  liberals  had 
decided  to  make  medicine  a major  political 
issue  for  1960.  The  stage  for  this  strategy  was 
set  in  1957  when  Representative  Aime  Forand 
of  Rhode  Island  successfully  reactivated  the 
medical  program  which  had  been  temporarily 
checked  in  1935  when  the  socialized  medicine  fea- 
ture of  the  original  Social  Security  Act  was  re- 
jected. The  movement  had  been  retarded  several 
times  since  then:  in  1939,  when  a bill  permitting 
states  to  experiment  with  compulsory  health  in- 
surance plans  failed  to  come  to  a vote;  in  1943, 
when  the  Wagner-Murray-Dingle  Bill,  calling  for  a 
Federally  operated  system  of  medical  and  hospital 
care  insurance,  to  be  financed  by  increased  payroll 
taxes,  did  not  come  out  of  committee;  and  in  1945 
and  1947,  when  attempts  to  pass  similar  bills  had 
failed.  Again,  in  retrospect,  it  appears  that  the 
strategy  to  obtain  compulsory  health  insurance  in 
one  big  bite  was  abandoned  in  favor  of  several  small 
bites  via  amendments  to  the  Social  Security  Act. 

The  tendency  seems  to  be  for  the  liberals  to  de- 
pend on  conservatives  to  check  excessively  liberal 
schemes;  then,  when  the  conservatives  have  adopted 
a “me,  too”  position  by  accepting  some  of  the  liberal 
philosophy,  the  liberals  seek  further  gains. 

In  1958,  Congressman  J.  L.  I'ogarty  of  Rhode 
Island  introduced  a bill  providing  for  a WTiite 
House  Conference  on  Aging.  Congress  passed  this 
bill  and  appropriated  a large  sum  of  money  which  the 
Secretary  of  Health,  Education,  and  Welfare  could 
use  to  carry  on  preparations  for  the  conference. 
Thus,  with  publicity  mounting  on  the  Forand  Bill 
and  on  the  plans  for  the  White  House  Conference  on 
Aging,  there  resounded  from  the  hearing  rooms  in 
Washington  and  from  the  j>ress,  cries  concerning 
“the  pitiful  plight  of  our  senior  citizens.”  Publicity 


pertaining  to  the  preparation  for  the  White  House 
Conference  on  -4.ging  was  angled  to  make  the  countrj' 
believe  that  the  proposed  White  House  Conference 
would  be  conducted  on  true  democratic  principles. 
In  the  meantime  the  conservative  element  in  Con- 
gress, supported  by  conservatives  back  home,  cor- 
ralled enough  support  to  reject  the  Forand  Bill  and 
substituted  for  it  the  Kerr-Mills  Law,  not  financed 
by  Social  Security,  but  by  Federal  appropriations 
with  matching  funds  by  the  states. 

Then  came  the  presidential  election,  followed 
shortly  thereafter  by  the  White  House  Conference 
on  Aging  which  the  liberals  had  hoped  to  win  and 
did  win.  Thus,  we  are  now  witnessing  another 
forward  thrust,  that  is,  the  attempt  to  get  a foothold 
in  the  framework  of  Title  II  of  the  Social  Security 
Act  through  the  new  Administration’s  bill  for  the 
medical  care  of  the  aged.  The  propaganda  now 
being  used  is  that  the  aged  are  in  pitiful  shape,  most 
of  them  ill,  most  of  them  short  of  funds  and  unable 
to  obtain  medical  care. 

Because  it  cannot  be  established  that  more  than 
25  per  cent  of  the  aged  are  either  sick  or  destitute, 
and  the  Kerr-Mills  Law  provides  the  medical  care 
required  for  the  aged  in  need  through  existing  welfare 
channels  in  the  various  states,  one  must  conclude 
that  the  great  push  for  an  amendment  to  Title  II  of 
the  Social  Security  Act  is  really  an  attempt  to  open 
the  door  ajar  to  socialized  medicine,  thus  using  the 
Social  Security  framework  to  erode  the  desire  of 
the  American  people  to  run  their  own  medical  pro- 
gram. This  latter  point  of  view  was  expressed  by 
the  spokesman  for  the  Socialist  Party,  Mr.  Norman 
Thomas,  when  he  announced  all-out  support  by  the 
Socialist  Party  of  this  opening  wedge  to  socialized 
medicine,  the  King  Bill. 

This  preliminary  discussion  is  background  so  that 
you  maj'  understand  better  wh}^  the  Council  di- 
rected your  president  to  lead  a delegation  of  New 
York  State  physicians  to  Washington  this  year  in 
order  to  visit  and  to  become  better  acquainted  with 
our  Congressmen  and  Senators.  After  listening  to 
the  legislators,  I am  convinced  that  the  individual 
doctor  of  medicine  has  before  him  a “new  frontier” 
too.  All  of  these  men  received  the  delegation  cor- 
dially and  expressed  a desire  for  better  rapport  with 
medical  people  at  the  local  level.  The  time  has 
come  when  the  doctor  can  no  longer  afford  to  keep 
himself  aloof  from  politics  or  to  be  reticent  in  dis- 
cussing candidates  and  issues  with  his  friends  and 
patients.  The  physician  is  a citizen  also  and  must 
discharge  the  responsibility  that  goes  with  good 
citizenship.  He  must  know  who  the  best  candidates 
for  office  are  in  his  area.  He  should  use  his  in- 
fluence to  urge  competent  candidates  to  run  for 
office  and  then  support  them  with  words  and  funds 
if  the  candidates  are  for  good  government  and  are 
truthful  in  their  statements.  If  we  physicians  are 
going  to  do  something  about  the  unprincipled  politi- 
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cal  minority,  we  must  join  with  other  citizens  at  the 
local  level,  even  cross  party  lines  if  necessary,  and 
give  our  support  to  the  candidates  who  have  high 
and  just  principles. 

Although  his  medical  organization  cannot  legally 
electioneer,  the  physician  as  an  individual  can  and 
must  take  more  interest  in  candidates  unless  he 
wishes  to  be  the  pawn  of  politicians.  He  must 
not  be  so  rigid,  dogmatic,  and  naive  as  to  argue  for 
the  good  old  days.  He  must  recognize  that  the 
great  industrialization  of  this  country  has  brought 
with  it  great  social  problems.  He  must  help  in 
solving  these  problems,  rather  than  permit  the 
whole  task  to  be  done  by  social  planners. 

The  modern  doctor  has  lost  some  of  the  grateful 
patient  appreciation  because  patients  are  more 
sophisticated.  They  more  often  think  of  the  doctor 
as  the  purveyor  of  medical  treatment,  discovered 
by  others,  and  therefore,  the  personal  physician  sees 
less  evidence  of  the  intangible  attachment  that 
once  was  an  ingredient  of  the  doctor-patient  rela- 
tionship complex. 

The  “new  frontier”  doctor  is  also  at  a disad- 
vantage because  of  the  change  in  many  patients’ 
attitudes  brought  about  by  the  great  medical  de- 
bate, now  being  stepped  up.  Also  the  ever-present 
revolutionary  spirit  of  young  people  of  high  school 
and  college  age  has  for  the  past  year  been  slanted 
against  organized  medicine,  often  because  medicine’s 
side  was  so  poorly  presented.  If  some  of  you  have 
not  been  aware  of  this  effect  on  many  patients,  I 
predict  you  soon  will  be. 

The  Washington  experience  changed  my  point 
of  view,  gave  me  insight,  without  just  rearranging 
my  prejudices.  Having  been  brought  up  to  respect 
the  doctor’s  role  as  one  of  good  deeds  and  attitudes 
of  compassion,  I can  see  that  I,  too,  am  on  the  “new 
frontier”  where  the  public’s  image  of  the  doctor  is 
being  deliberately  manipulated  through  communica- 
tion mass  media  from  that  of  a kindly,  generous 
individual  to  that  of  a selfish,  mercenary  character 
who  must  be  under  political  control  if  proper  medical 
care  for  the  people  is  provided.  Our  political  duty 
does  not  end  with  friendly  support  for  exceptional 
candidates  for  office.  We  must  join  citizen  groups 
which  help  to  expose  and  to  weed  out  the  few  un- 
principled members  of  our  own  profession.  Also, 
we  must  reward  the  doctor  who  practices  good  citi- 
zenship as  well  as  good  medicine.  This  we  are  going 
to  do  a little  later. 

As  a profession,  we  have  the  choice  of  uniting  on  a 
common  front,  settling  the  petty  squabbles  that 
divide  us,  and  setting  ourselves  to  the  task  of  re- 
building the  public’s  image  of  the  doctor,  or  we  can 
watch  that  image  continue  to  be  manipulated  down- 
ward until  the  public  accepts  that  point  of  view  of 
our  opponents  and  urges  socialization.  It  should 
be  the  duty  of  every  practicing  physician  to  become 
informed,  learn  the  facts  about  his  profession,  learn 


to  communicate  those  facts  freely  and  easily  to  friend 
and  foe  alike.  As  Dr.  Lindsay  Beaton,  president  of 
the  Arizona  Medical  Association,  has  ably  stated, 
“We  must  make  sure  that  the  doctors  of  America  are 
never  forced  to  abandon  to  others  control  over 
medical  curriculum.  Physicians  must  retain  this 
authority  and  delegate  it  only  to  colleagues  who 
specialize  in  education.  Although  new  social  and 
economic  solutions  are  bound  to  evolve  for  the  care 
of  the  sick,  they  must  not  impair  the  physician’s 
guardianship  of  his  patient.  The  doctor’s  freedom 
to  set  medical  standards  is  the  heart  of  medicine. 
We  must  firmly  oppose  measures  that  impede  the 
flow  of  candidates  into  medicine.  Rather  we  must 
seek  to  heighten  the  incentives  that  draw  able  men 
into  a demanding  discipline  and  knit  them  into  a 
dedicated  company  against  disease.” 

It  may  startle  some  of  you  to  hear  a quote  from  a 
speech  of  Louis  H.  Bauer,  M.D.,  in  1943  recom- 
mending that  the  House  of  Delegates  create  a 
study  committee  to  be  known  as  the  “Planning 
Committee  for  Medical  Policies.”  I quote:  “The 
medical  profession  has  been  accused  of  being  ob- 
structionist. This  is  an  unjust  accusation,  but  we 
must  admit  that  we  have  been  slow  in  planning  for 
the  future.  We  have  been  too  content  to  sit  back 
and  wait  until  we  are  faced  with  definite  problems 
and  then  endeavor  to  solve,  rather  than  try  to 
anticipate  them.  The  world  is  changing,  much  as 
we  regret  it.  Unless  we  are  alive  to  this  fact,  and 
unless  we  try  to  direct  those  changes,  insofar  as 
they  affect  the  practice  of  medicine  we  shall  be  left 
at  the  proverbial  hitching  post,  and  instead  of  lead- 
ing, we  shall  be  led.” 

This  quote  of  1943  could  have  been  said  today  and 
be  just  as  applicable,  and  this  fact  alone  illustrates 
the  apathy  of  the  medical  profession  and  its  failure 
to  initiate  expert  planning.  We  should  have  been 
so  well  organized  that  it  would  not  have  been  possi- 
ble for  a medical  squabble  on  Staten  Island  to  em- 
barrass the  entire  profession,  as  happened  when 
last  summer’s  controversy  was  televised.  We 
should  have  had  a policy — and  the  public  should 
have  been  cognizant  of  it — that  the  only  considera- 
tions for  a physician’s  appointment  to  hospital  staff 
privileges  were  his  professional,  ethical,  and  personal 
behavior  qualifications  and  not  his  belief  in  one  or 
another  system  of  distribution  of  medical  care  or  his 
social  position  in  the  community. 

Planning  Committee. — In  1955,  in  a letter  to 
the  speaker  of  the  House,  I reviewed  the  objectives 
of  the  Planning  Committee,  as  created  in  1943  by 
the  House  of  Delegates.  As  a charter  member  of 
the  committee  and  a regular  attendant  at  its  meet- 
ings for  twelve  years,  I questioned  if  the  Planning 
Committee  was  accomplishing  the  objectives  origi- 
nally outlined  for  it.  Also,  I made  the  observation 
that  one  major  reason  why  the  committee  was  un- 
able to  function  properly  was  inadequate  staff. 
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Since  1955,  circiunstances  iiave  i)ennitted  me  t,o 
make  additional  observations.  First,  as  chairman 
of  the  Committee  on  Public  Health  and  Education, 
second,  as  president-elect,  and,  this  past  year,  as 
president,  I have  appeared  before  the  committee  on  a 
number  of  occasions.  I give  you  now  more  reasons 
for  change. 

The  Planning  Committee  for  Medical  Policies  is 
composed  of  representatives  of  the  respective  dis- 
trict branches  plus  a few  ex-officio  members.  The 
members  are  dedicated,  interested  persons  who  are 
trying  to  find  answers  to  problems;  however,  for 
the  most  part  they  are  inexperienced  at  Council  and 
officer  level.  Therefore,  much  time  is  taken  up, 
and  properly  so,  with  orientation  discussions  by  the 
more  experienced  ex-officio  members  of  the  com- 
mittee. With  adequate  staff  at  least  part  of  the 
acute  burden  carried  by  the  chairman  would  have 
been  alleviated. 

In  1958,  an  ad  hoc  committee  was  appointed  by 
the  president  to  study  the  Edlund  Report  and  then 
to  report  on  the  provisions  which  they  recommended 
for  approval.  This  committee  became  known  as 
the  1958  Management  Survey  Committee.  Since 
becoming  president-elect,  I have  observed  the  func- 
tioning of  this  committee.  Because  it  is  composed 
of  past-presidents,  all  members  are  thoroughly 
familiar  with  the  workings  of  the  Society  and  are 
qualified  to  judge  the  impact  that  certain  procedural 
changes  would  have  on  the  function  of  the  Society, 
the  public,  legislators,  and  individual  physicians. 
This  year  the  Survey  Committee  is  recommending 
that  the  Commission  on  Medical  Services  be  made 
permanent. 

We  now  appear  to  have  two  planning  committees, 
one  of  which  is  an  official  committee  of  the  House  of 
Delegates,  the  other  an  ad  hoc  committee  of  the 
Council.  Because  it  seems  to  me  logical  that  in- 
formed persons,  experienced  in  the  affairs  of  the 
Society  (past-presidents),  should  take  over  the 
function  of  the  Planning  Committee,  and  because 
the  1958  Management  Survey  Committee  is  com- 
posed of  men  who  are  best  qualified  by  experience 
to  undertake  long-range  planning,  I recommend  that 
the  Planning  Committee  for  Medical  Policies  as  now 
constituted  be  discontinued.  In  its  place  I suggest 
that  a new  committee  be  substituted,  similar  in 
composition  to  the  1958  Management  Survey  Com- 
mittee, consisting  of  past-presidents  and  certain 
nonvoting  ex-officio  members  and  two  members- 
at-large  to  be  elected  by  the  House.  If 
such  a move  is  to  be  made  eventually,  now 
seems  the  logical  time  to  do  so,  because  the 
present  experienced  chairman  of  the  Planning  Com- 
mittee has  announced  in  his  report  that  he  is  re- 
tiring as  chairman.  Also,  the  urgent  need  for  a 
strong  study  group  is  acutely  present.  For  exam- 
ple, at  a recent  Council  meeting  a program  to  in- 
doctrinate speakers  to  give  medicine’s  side  of  the 


current  national  controversy  was  strongly  opposed 
by  some  members  of  the  Council.  At  a time  when 
the  profession’s  story  of  medical  care  is  being  pre- 
sented so  poorly,  it  seems  incredible  that  we  have 
members  of  the  Council  so  detached  from  the  present 
national  debate  that  they  oppose  such  a program. 

If  the  Survey  Committee  is  substituted  for  the 
present  Planning  Committee,  I suggest  that  the 
name  of  the  Planning  Committee  for  IVIedical 
Policies  be  retained  and  that  the  group  be  composed 
of  the  five  immediate  past-presidents  and  that  the 
senior  past-president,  whose  term  on  the  committee 
next  expires,  be  chairman  for  that  year.  In  addi- 
tion, the  new  committee  should  have  two  members, 
nominated  by  the  Nominating  Committee  and 
elected  by  the  House.  Also,  I suggest  that  the 
committee  should  have  as  ex-officio  members,  the 
speaker  of  the  House,  the  president-elect,  the  presi- 
dent, the  secretary,  and  the  treasurer.  Every 
member  of  the  new  Planning  Committee  would 
have  been  elected  one  time  or  another  to  either  an 
office  or  to  the  committee  by  the  House  of  Delegates. 
Being  familiar  with  headquarters  staff  procedures, 
members  of  the  committee  could  use  the  good  offices 
of  the  headquarters  staff  and  the  executive  vice- 
president  to  excellent  advantage.  Under  this 
arrangement  there  would  be  a new  member  of  the 
Planning  Committee  coming  on  and  an  old  member 
of  the  committee  going  off  each  year.  How  better 
can  the  Society  use  the  accumulated  wisdom  and 
experience  of  those  who  have  been  on  the  firing  line 
for  at  least  a year? 

Committees. — -Much  of  the  work  of  the  commit- 
tees of  this  Society  is  incorporated  in  my  written 
report  to  the  House.  It  was  the  study  of  the  “Com- 
mittee Structure  of  the  Society’’  that  first  called 
my  attention  to  the  inadequacies  of  the  Planning 
Cormnittee  in  1955.  Since  then  committees  and 
their  functions  have  been  a subject  of  interest  to  me. 
Whether  the  present  Planning  Committee  is  re- 
tained or  whether  a new  Planning  Committee,  as 
recommended  above,  is  substituted  for  it,  I feel  that 
a study  of  the  length  of  tenure  on  committees  and 
officer  positions  should  be  made. 

When  I was  president-elect,  I asked  the  secre- 
taries of  county  societies  for  names  of  men  in  their 
societies  who  were  interested  in  various  aspects  of 
Society  affairs  and  who  would  like  to  work  on  com- 
mittees. I received  a list  which,  if  used  under 
present  custom,  should  last  through  the  terms  of 
several  presidents.  We  sometimes  criticize  physi- 
cians for  not  being  interested  in  Medical  Society 
affairs.  The  list  of  names  has  demonstrated  that 
we  have  many  dedicated  men  waiting  to  be  called 
to  work  for  the  Society.  Why  not  perfect  a system 
by  which  the  best  at  the  top  and  the  best  at  the 
bottom  of  the  pyramid  are  utilized?  For  instance, 
if  terms  on  committees  were  limited  to  three  years, 
and  on  expiration  of  the  term,  the  individual  would 
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be  ineligible  for  reappointment  to  the  same  com- 
mittee but  would  be  eligible  for  a term  on  another 
committee,  some  sort  of  upward  or  horizontal  move- 
ment would  be  assured.  If  sufficient  ability  and 
interest  are  demonstrated  by  an  individual,  recog- 
nition of  his  skills  could  be  made  via  nominations  to 
the  Council  or  an  officer  position.  Also,  by  chang- 
ing committee  memberships  ])eriodically,  more 
persons  would  become  familiar  with  the  over-all 
work  of  the  Society,  thus  creating  a pool  of  ex- 
ceptionally well-qualified  candidates  for  elected 
office. 

Stagnation  at  the  top  in  other  ways,  too,  .should 
be  studied;  that  is,  the  number  of  terms  for  which 
a councillor  is  eligible  for  re-election,  even  the  num- 
b(‘r  of  annual  re-elections  for  which  an  officer  is 
eligible,  should  be  scrutinized.  In  the  former  case, 
a councillor  might  be  eligible  for,  say,  three  terms  of 
three  years  each,  then  be  ineligible  for  election  to 
the  office  of  councillor  but  be  eligible  for  another 
office.  In  the  latter  case,  perhaps,  the  decision 
should  be  to  limit  the  re-election  of  secretary  and 
treasurer  for  no  more  than  five  annual  terms  after 
which  he  would  be  eligible  only  for  another  office  or 
to  a committee  with  limited  membership  tenure. 

By  such  a system  I can  visualize  a constant  flow 
upward  of  persons  with  interest  and  ability.  The 
men  at  the  top  who  are  interested  can  continue  to 
be  utilized;  those  at  the  top  whose  interests  are 
weak  and  motivation  low  would  not  be  used.  In- 
stead, an  energetic  person  lower  on  the  ladder  would 
have  the  chance  to  move  upward.  As  happens  now, 
I suspect  those  below  are  sometimes  stifled  so  long 
that  motivation  to  move  upward  is  lost. 

These  are  the  internal  studies  awaiting  the  new 
committee  on  planning,  call  it  what  you  will.  The 
need  for  definite  recommendations  is  great.  The 
external  studies  which  were  included  in  the  original 
1943  recommendations  are  still  unfulfilled.  Our 
prestige  declines,  our  relationships  with  the  public 
deteriorate,  we  lose  younger  men  to  the  social 
stream  of  guaranteed  financial  security.  A large 
number  of  our  members  criticize  and  contradict 
each  other  on  ways  of  distribution  of  medical  care. 
It  is  time  for  us  to  grow  up  and  watch  how  others 
get  along  in  mid-twentieth  century.  This  is  a 
period  when  professionals  are  running  the  organiza- 
tions of  our  opponents.  Let  us  mobilize  the  best 
brains  of  our  membership  for  Society  work  and  pro- 
vide the  funds  to  implement  professional  programs 
and  stop  our  amateurish  approach  to  many  things, 
including  the  attempt  to  do  for  ourselves  what  was 
long  ago  recognized  as  l)eyond  amateur  ability  t)y 
our  opponents. 

During  the  remaining  few  minutes  I have  left,  I 
would  like  to  summarize  for  you  progress  on  some  of 
the  points  I raised  last  year. 

Headquarters  Office.— Two  notable  achieve- 
ments, which  will  have  beneficial  impact  on  the  head- 


quarters staff  and  the  whole  Society,  have  come 
about  during  the  last  month.  The  first  of  these  is 
the  recommendation  by  the  Survey  Committee  and 
appointment  by  the  Council  of  Henry  I.  Fineberg, 
M.D.,  as  the  new  executive  administrative  officer  of 
the  Society.  Dr.  Fineberg  is  well  known  to  all  of  you. 
He  is  your  immediate  past-president,  most  recently 
First  Deputy  Commissioner  of  Hospitals  of  New 
Y ork  City,  an  able  administrator,  a physician  who  is 
dedicated  to  the  medical  profession  in  general  and 
the  Medical  Society  of  the  State  of  New  York  in 
particular.  I congratulate  the  Society  on  having 
obtained  such  a qualified  executive.  We  are  indeed 
lucky  to  have  a man  at  this  time  with  so  much  ex- 
perience and  broad  understanding  of  medicine’s 
problems. 

Second,  the  salary  administration  study  which  I 
mentioned  in  my  written  report  is  now  concluded. 
The  report  has  been  filed  and  has  been  accepted  by 
the  Office  Administration  and  Policies  Committee 
and  the  Council.  During  the  coming  year  this 
report  will  be  used  in  classifying  positions  of  office 
employes  from  the  point  of  view  of  rank  and  salary. 
In  the  future,  when  a new  employe  joins  the  staff 
he  will  be  able  to  know  his  classification  and  have  a 
clear  indication  where  he  may  go  salarywise.  The 
report  recommends  a restudy  of  the  pension  plan  in 
the  light  of  the  present  number  of  employes  and 
newer  methods  of  investing  money  for  pension  pur- 
poses. The  trustees  have  already  implemented  this 
recommendation . 

Publication  Committee. — The  Publication 

Committee  has  now  completed  its  reorganization 
and  has  recommended  to  the  Council  a change  in 
editorial  responsibility.  Instead  of  a full-time 
editor  to  succeed  the  late  Laurance  I).  Redway, 
M.D.,  the  committee  recommended  the  employment 
of  a part-time  editor  to  correlate  and  to  supervise 
the  work  of  an  editorial  board  of  six  editors,  each 
an  outstanding  physician  in  his  respective  field,  who 
will  have  editorial  responsibility  and  will  receive  an 
honorarium.  This  small  board,  which  includes  the 
chairman  of  the  Publication  Committee  serving 
without  honorarium,  will  appoint  an  advisory  edi- 
torial board  of  several  specialists  who  will  help  in 
reviewing  articles.  This  latter  group  will  serve,  as 
in  the  past,  without  remuneration.  The  Council 
accepted  this  plan  on  a trial  basis  for  one  year  and 
appointed  William  Hammond,  M.D.,  to  the  position 
of  part-time  editor.  This  arrangement  was  ap- 
proved by  the  trustees.  The  new  editorial  plan  will 
cost  no  more  than  was  paid  previously  for  a full-time 
editor  and  an  assistant  editor.  The  Journal 
should  now  be  in  a position  to  advance,  both  in 
editorial  quality  and  in  numbers  of  paid  subscrip- 
tions. As  of  this  date  a vigorous  campaign  is  under 
way  for  out-of-state  subscriptions.  The  decline  in 
advertising  revenue,  which  I mentioned  in  my 
written  report,  has  now  halted,  and  in  fact,  adver- 
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tising  revenue  is  beginning  to  rise  again. 

Legislation  and  Public  Relations  Com- 
mittees.— -No  specific  recommendation  has  been 
received  from  the  Planning  Committee  or  the  1958 
Management  Survey  Committee  to  combine  the 
Legislation  and  the  Public  Relations  Committee; 
however,  a start  was  made  this  year  when  the  two 
committees  worked  together  when  their  fields  of 
activity  overlapped.  In  other  areas  each  com- 
mittee assumed  separate  and  distinct  responsibili- 
ties. The  question  of  the  establishment  of  more 
commissions  is  under  advisement  by  the  Survey 
Committee,  and  through  this  route  the  Legislation 
and  Public  Relations  Committees  could  join  in 
functions  peculiar  to  both  committees  and  stifi 
retain  identity  for  responsibilities  where  there  is  no 
common  relationship. 

Civil  Defense. — The  dearth  of  interest  in  civil 
defense,  which  I mentioned  last  year,  has  changed 
little  during  my  term  of  office.  The  chairman  of 
the  Committee  on  Civil  Defense  and  Catastrophe 
has  been  diligent  in  attending  national  meetings,  in 
filing  reports,  and  in  making  recommendations. 
Over-all  interest  still  lags,  however. 

The  fact  that  the  Society  joined  forces  with  the 
State  Department  of  Health  in  backing  Commis- 
sioner Hilleboe’s  application  to  the  Attorney  General 
for  reversal  of  the  1942  Attorney  General’s  ruling 
against  nurses  giving  intravenous  therapy  was  a 
step  in  the  right  direction.  This  decision  was 
necessary,  not  only  for  efficient  operation  of  hospi- 
tals today,  but  in  addition,  the  new  ruling  wiU  allow 
a pool  of  skilled  nurses  to  accumulate  which  would  be 
available  should  sudden  catastrophe  occur. 

Another  area  relating  to  civil  defense  where  the 
medical  profession  has  responsibility  is  the  field  of 
ionizing  radiation.  With  the  plan  for  atomic  de- 
velopment in  New  York  State  comes  the  responsi- 
bility of  safeguarding  the  workers  in  the  radiation 
field.  This  means  strict  attention  to  the  accumu- 
lated dose  of  ionizing  radiation  in  those  people  so 
that  they  do  not  use  up  their  maximum  allowance  by 
unnecessary  e.xposure  to  x-ray. 

The  medical  profession  was  singled  out  this  past 
winter  by  Commissioner  Hilleboe  and  other  spokes- 
men for  the  State  Department  of  Health  as  having 
both  the  judgment  and  the  desire  to  protect  people 
from  unnecessary  x-radiation.  During  the  last 
legislative  session,  a licensure  bill  for  a cult  was  pre- 
vented from  becoming  law  by  emphasis  being  given 
to  the  fact  that  only  medicaUy  trained  physicians 
have  the  judgment  to  weigh  the  risk  versus  the  gain 
when  ordering  the  use  of  x-ray.  With  this  re- 
sponsibility on  our  shoulders,  it  behooves  us  to  set  a 
good  example  and  to  prepare  ourselves  for  the  atomic 
age. 

Woman’s  Auxiliahy. — The  Woman’s  Auxiliary 
continues  to  give  its  stalwart  support  and  inspiration 


to  the  Medical  Society.  Its  various  programs  have 
benefited  medicine  and  the  Society  at  the  county,  as 
well  as  at  the  State  level.  We  are  grateful  that  for 
twenty-five  years  the  Auxiliary  has  been  giving  this 
aid  to  their  husbands  and  to  this  Society  and,  in 
addition,  has  always  been  willing  to  take  on  addi- 
tional duties  when  the  need  existed. 

We  congratulate  the  ladies  of  the  Auxiliar}'  on  this 
their  silver  anniversary.  I know  they  will  continue 
in  the  future,  as  they  have  in  the  past,  to  give  un- 
selfishly of  their  time,  energy,  and  abilities. 

May  I close  this  report  by  again  thanking  you  for 
the  high  honor  which  you  bestowed  on  me  last  year. 
I wish  to  thank  all  of  you  too  who  have  responded 
to  the  call  for  assistance  at  times.  This  Society  is  a 
team  enterprise — no  one  person  can  succeed  without 
the  help  of  every  member. 

You  are  about  to  have  a new  captain  of  the  team,  a 
man  of  ability  and  dignity  who  is  most  knowledge- 
able about  Society  affairs.  I have  known  him  for 
many  years  as  a man  of  integrity.  John  M.  Gal- 
braith, M.D.,  will  make  a fine  president.  I pledge 
him  my  support,  and  I hope  you  of  the  team  do  like- 
wise. 

It  will  be  during  his  administration  that  the 
answer  to  the  question  concerning  medicine’s  con- 
tinued freedom  in  this  country  will  unfold.  If  we 
can  learn  from  some  of  our  mistakes  and  take 
positive  action  where  we  have  been  negative  or 
neutral,  become  informed  instead  of  remaining  un- 
informed, restore  through  individual  example  the 
former  image  of  the  physician  with  the  public,  we 
will  win  the  present  challenge  to  freedom. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  President 

. . . The  House  arose  and  applauded.  . . 

Speaker  Lane:  Thank  you.  Dr.  Moore. 

Section  28 

Telegram  of  Congratulations  re 
Commander  Alan  B.  Shepard 

Speaker  Lane:  Dr.  Moore,  would  you  now  like  to 
read  this  telegram? 

President  Moore:  This  telegram  reads  as 

follows: 

Hon.  Jacob  J.  Javits 
Hon.  Kenneth  B.  Keating 
Senate  Office  Building 
Washington  25,  D.C. 

The  Medical  Society  of  the  State  of  New  York 
through  its  House  of  Delegates  now  assembled 
in  Rochester,  New  York,  respectfully  requests 
you  as  the  United  States  Senators  from  the 
State  of  New  York  to  convey  our  congratulations 
to  Commander  Alan  B.  Shepard  for  his  historic 
achievement,  not  only  for  the  advancement  of 
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knowledge  with  regard  to  outer  space,  but  also 
for  his  contribution  toward  making  the  United 
States  the  leader  in  exploring  the  new  world  of 
space  science. 

Norman  S.  Moore,  M.D. 

John  M.  Galbraith,  M.D. 

Joseph  A.  Lane,  M.D. 

I move  that  this  telegram  be  authorized. 
Thurman  B.  Givan,  M.D.,  Past-President:  I 

second  that  motion. 

Speaker  Lane:  You  have  heard  the  motion, 
which  has  been  seconded.  Is  there  any  discussion? 
I am  sure  it  is  unanimous.  All  in  favor  say  “aye,” 
contrary  “no.”  It  is  so  ordered. 

Section  29  {See  148,  183)  Report  61-N 

Report  of  the  President-Elect 

Speaker  Lane:  It  is  now  my  pleasure  to  recog- 
nize your  president-elect,  John  M.  Galbraith, 
M.D.,  and  I would  request  Drs.  Flood  and  Paul 
Sullivan  to  escort  Dr.  Galbraith  to  the  rostrum. 

. . . Leo  T.  Flood,  M.D.,  and  Paul  H.  Sullivan, 
M.D.,  escorted  President-Elect  Galbraith  to  the 
rostrum  amid  applause.  . . 

. . . President-Elect  Galbraith  then  delivered  his 
supplementary  report  as  follows: 

To  the  House  of  Delegates,  Gentlemen: 

On  the  day  following  the  presidential  election  last 
fall,  many  American  physicians  came  to  a rude 
awakening.  They  awoke  to  the  harsh  fact  that 
medicine’s  bitter  battle  against  Federal  control  had 
now  become  an  all-out  war  which  might  even  result 
in  death  to  a free  medical  profession.  Many  of 
them  came  to  the  conclusion  that  they  had  been 
asleep  too  long  and  that  finally  they  had  to  awaken 
to  a new  philosophy,  namely,  that  they  must  do  all 
in  their  power  to  engage  actively  in  promoting  the 
ideals  of  free  enterprise  medicine  and  defeating 
government-controlled  medicine. 

During  my  year  as  president-elect  of  the  Medical 
Society  of  the  State  of  New  York,  I,  too,  came  to  a 
rude  awakening  concerning  Medical  Society  affairs. 
Although  I have  spent  many  years  as  an  active 
participant  in  organized  medicine  as  a county  medi- 
cal society  officer,  committee  chairman,  and  as  an 
official  of  my  county  Academy  of  Medicine,  I 
never  fully  realized  the  nature  and  scope  of  the 
tremendous  problems  facing  medicine  on  the  State 
and  national  level.  I thank  you  for  the  opportunity 
you  gave  me  when  you  elected  me. 

This  year  my  primary  target  will  be  to  awaken 
every  physician,  every  county  medical  society,  every 
allied  health  group,  and  every  individual  and  or- 
ganization concerned  with  the  preservation  of  our 
free  enterprise  system  to  the  crises  facing  all  inter- 
ested in  the  health  and  welfare  of  our  people. 


One  of  the  major  facts  of  life  to  which  we  must 
awaken  is  that  the  bitter  fight  of  the  past  thirteen 
years  against  government  medicine  must  be  in- 
tensified and  broadened.  As  already  indicated,  the 
situation  has  become  worse  rather  than  better. 
Shortly  after  the  new  administration  took  over,  a 
bill  providing  for  medical  care  for  the  aged  was  in- 
troduced on  behalf  of  the  present  administration  by 
Congressman  King  and  Senator  Anderson.  This 
bill  provides  for  coverage  through  the  Social  Se- 
curity system  but  cleverly  and  strategically  does 
not  provide  for  the  coverage  of  doctors’  services  ex- 
cept through  hospitals. 

It  is  encouraging  to  know  that  many  well-in- 
formed authorities  believe  that  medicine  can  win 
the  war  against  socialized  medicine.  One  of  these 
is  Senator  Robert  S.  Kerr,  Democrat  from  Okla- 
homa, and  cosponsor  of  the  Kerr-Mills  Law.  At 
an  A.M.A.  Medical  Legislative  Conference  held  in 
mid-March  in  Chicago,  he  stated  we  could  be  vic- 
torious but  may  not  be.  Here  is  his  simple  but  sage 
reasoning:  “Your  cause  is  right.  But  there  have 
been  many  righteous  causes  that  floundered  because 
the  righteous  were  asleep.  The  night  you  and  your 
friends  go  to  sleep  is  the  night  it  will  happen  to  you. 
You  can  lose  this  battle  but  once.” 

I repeat,  “You  can  lose  this  battle  but  once.” 

I am  pleased  to  report  your  State  Medical  Society 
and  the  A.M.A.  have  not  fallen  asleep  on  this  issue. 

An  aggressive  campaign  to  prevent  enactment  of 
the  King-Anderson  Bill  has  been  long  under  way  by 
your  State  Medical  Society  and  the  A.M.A.  This 
campaign  has  been  conducted  by  our  Federal 
Legislation  Subcommittee,  George  J.  Lawrence,  Jr., 
M.D.,  of  Queens,  chairman,  assisted  by  our  De- 
partment of  Communications. 

Concerning  Federal  legislation,  to  which  Dr. 
Moore  referred,  I should  like  to  comment  briefly  on 
a new  project  undertaken  last  February  by  your 
Society.  A delegation  of  12  representatives  of 
your  Society,  authorized  by  the  Council,  went  to 
\Va.shington,  D.C.  The  purpose  of  this  mission  was 
to  confer  with  the  43  Congressmen  from  New  York 
State  and  our  two  United  States  Senators.  The 
delegation  spoke  to  many  of  the  Congressmen  and 
had  a special  conference  with  our  two  Senators. 
The  outcome  was  very  heartening,  although  there 
was  no  assurance  that  legislation  would  not  be 
passed  sometime  during  the  present  session.  Based 
on  the  recommendation  of  the  chairman  of  the 
Subcommittee  on  Federal  Legislation,  the  Council 
authorized  similar  delegations  to  be  sent  each  year. 

At  least  two  points  impressed  me  as  a member  of 
the  delegation  to  Washington.  The  first  was  that 
the  representatives  from  our  State  were  not  adverse 
to  talking  to  us  about  our  problems,  and  even  those 
who  were  against  us  listened  to  our  side  and  gave  us 
all  a feeling  that  we  were  welcome. 

The  second  point  was  that  medicine  can  be  proud 
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of  the  representation  it  has  in  Washington  through 
the  A.M.A.  The  staff  is  well  known  on  Capitol  Hill 
and  well  qualified  to  carry  medicine’s  message  to  the 
Representatives  and  Senators.  So  impressed  were 
some  of  us  with  the  operation  of  the  Washington 
office  that  many  feel  that  due  consideration  should 
be  given  to  setting  up  a similar  operation  in  Albany 
to  take  care  of  the  State  Medical  Society’s  legislative 
affairs  in  Albany. 

During  our  visits  we  emphasized  the  fact  that 
medicine’s  position  was  of  a positive  and  not  of  a 
negative  nature.  For  example,  we  pointed  out  that 
we  were  for  the  Kerr-Mills  Law  jjroviding  medical 
care  for  the  aged  needing  care.  We  also  told  the 
Congressmen  and  Senators  that  we  endorsed  im- 
plementation of  this  law,  namely,  the  Metcalf- 
McCloskey  Bill,  now  the  law  in  New  York  State 
and  one  of  the  first  of  its  kind  in  the  United  States. 

In  this  connection  may  I also  underscore  a point 
of  vital  importance  to  all  New  York  State  delegates. 
All  of  us  are  familiar  with  the  charge  that  medicine  is 
negative.  In  New  York  State  we  have  met  this 
charge  head  on!  As  already  mentioned,  we  have 
endorsed  implementation  of  the  Kerr-Mills  Law 
and  also  have  endorsed  the  Metcalf-McCloskey  Law. 

But  this  is  not  all!  For  years  we  have  worked 
closely  and  positively  with  governmental  agencies. 
We  are  proud  that  the  State  Commissioner  of 
Health  is  a member  of  this  House.  During  the 
past  session  of  the  Legislature  the  State  Society 
backed  many  bills  which  would  help  the  people  of 
this  State.  The  Council  of  your  Society  cooperated 
with  the  Attorney  General  in  his  re-evaluation  of  an 
old  opinion  and  the  development  of  a new  opinion 
that  Dr.  Moore  mentioned,  permitting  intravenous 
procedures  by  registered  professional  nurses.  How- 
ever, during  the  coming  year  I hope  that  we  will 
continue  to  develop  specific  jjositive  programs  to 
show  that  we  are  on  the  alert  and  as  progressive  as 
we  have  been  during  the  recent  administrations  of 
Dr.  Moore  and  Dr.  Fineberg. 

The  first  of  these  progi-ams  which  I should  like 
to  call  to  your  attention  is  the  youth  physical  fitness 
program  now  being  developed  on  a national  scale. 
Some  time  ago  the  executive  committee  of  your 
Council  had  the  pleasure  and  opportunity  of  learning 
a great  deal  about  this  movement  from  one  of  its 
leading  exponents,  Paul  Dudley  White,  M.D.,  of 
Boston. 

Dr.  White,  in  effect,  pointed  out  that  most  Ameri- 
cans today  take  holidays  from  physical  fitness  be- 
tween the  ages  of  eighteen  and  thirty  and  pay  for  it 
for  the  rest  of  their  lives.  Dr.  White  .said  that 
lack  of  exercise,  overeating,  and  other  harmful 
health  habits  acquired  during  this  period  must  be 
either  broken  or  may  lead  to  serious  illness.  The 
age  period  from  eighteen  to  thirty  is  the  crucial 
period  for  arteriosclerosis  according  to  Dr.  White. 
Excessive  food  and  excessive  use  of  the  automobile 


and  the  consequent  failure  of  young  people  to  walk 
were  cited  as  primary  causes  of  arteriosclerosis. 

Obviously,  youth  needs  to  be  encouraged  to  lead  a 
more  active  life  in  this  day  of  relatively  sedentary 
living.  We  in  medicine,  however,  know  that,  in 
addition,  the  youth  of  today  need  instruction  about 
healthful  living  practices  to  complement  the  phj-sical 
activity  program.  At  its  last  annual  meeting  the 
A.M.A.  House  of  Delegates  passed  resolutions 
urging  the  promotion  of  sound  programs  of  health 
instruction  and  physical  education  for  all  students  in 
the  nation’s  schools  and  colleges.  In  other  words, 
there  is  more  to  physical  fitness  promotion  than 
physical  activity  alone.  Proper  nutrition,  needed 
medical  and  dental  care,  sufficient  sleep  and  rest,  and 
the  avoidance  of  excesses  are  equally  important. 

Active  participation  in  the  program  sponsored  by 
the  President’s  Council  on  Youth  Fitness  would  be 
both  a positive  step  forward  for  medicine  in  the 
field  of  health  and  an  excellent  patriotic  move.  As 
the  A.M.A.  News  recently  pointed  out,  “The 
interest  of  the  President  could  provide  the  impetus 
to  make  needed  fitness  opportunities  universally 
available  to  youth.  As  in  the  past,  the  medical 
profession  is  prepared  to  play  an  appropriate  role  in 
soundly  conceived  plans  for  improving  the  health 
and  fitness  of  our  young  people.” 

I earnestly  hope  that  our  Society  will  participate 
actively  in  this  project.  I plan  to  place  this  project, 
if  it  is  decided  that  the  Society  will  participate,  in  the 
hands  of  our  Subcommittee  on  General  Practice 
which  is  a part  of  our  Council  Committee  on  Public 
Health  and  Education,  headed  by  James  Greenough, 
M.D. 

To  implement  this  project,  which  is  basically  a 
public  relations  affair,  and  other  similar  projects,  we 
need  a competent,  efficient,  and  well-manned  staff 
of  public  relations  experts. 

At  this  point,  I should  like  to  address  myself  to  a 
matter  that  has  been  of  much  concern  to  our  Society. 
That  matter  has  to  do  with  the  public  relations 
activities  of  our  Societ}’. 

Allow  me  to  begin  by  basing  my  observations  on 
two  fundamental  factors.  The  first  has  to  do  with 
the  comment  that  oftentimes  we  do  not  see  any 
concrete  results  from  the  State  Medical  Society’s 
public  relations  program.  IMay  I point  out  that 
the  art  and  science  of  pubhc  relations  has  to  do  not 
only  wdth  tangibles  but  with  intangibles. 

I will  first  discuss  intangibles.  As  doctors  of 
medicine  we  are  often  troubled  by  the  adverse 
criticism  which  we  are  subjected  to  by  our  patients. 
Is  this  criticism,  for  the  most  part,  due  to  the  fact 
that  a patient  is  not  satisfied  with  a tangible  result, 
such  as  the  setting  of  a broken  leg?  I think  not. 
The  basic  criticism,  whether  or  not  justified,  lies  in 
the  area  of  intangibles,  such  as  hours  of  behind-the- 
scene  research  or  diagnostic  work,  .x-rays  which  the 
patient  never  sees,  the  use  of  an  anesthetist  of  whom 
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at  the  time  the  patient  is  not  aware,  and  other  un- 
seen factors.  Therefore,  it  seems  a little  difficult 
to  understand  why  men,  who  themselves  know  that 
they  have  to  defend  intangibles  will,  without  ade- 
quate reason,  sometimes  comment  adversely  on  an 
over-all  program  because  of  intangible  elements. 

The  second  factor  concerns  money.  Because 
public  relations  involves  so  many  intangibles,  direct 
evidence  of  the  results  for  the  money  invested  some- 
times is  diflicult  to  prove.  But,  gentlemen,  I as- 
sure you,  over  the  years  there  has  bc('n  ample  evi- 
dence that  the  money  invested  has  not  been  wasted. 

Do  you  realize  that  emergency  services,  mediation 
committees,  medical  assistants  associations,  and 
medical  economics  bureaus  were  inspired  in  large 
part  and  implemented  actually  at  the  county  level 
by  the  public  relations  arm  of  our  State  Society? 

The  public  relations  department  of  our  Society  has 
gained  national  recognition  through  many  of  its 
publications.  Prominent  among  these  is  the  re- 
cently revised  “Standards  of  Practice  for  Doctors 
and  Lawyers.”  This  document  has  been  a par- 
ticularly effective  weapon  for  building  up  county 
medical  society  relations  with  local  bar  associations. 
It  has  been  studied  and  copied  across  the  nation. 
Another  important  document  is  the  “Guide  for 
Cooperation  for  Doctors,  Hospitals,  and  Reporters.” 
These  two  have  been  powerful  connecting  links  be- 
tween the  medical  profession,  the  various  media  of 
public  information,  and  the  legal  profession. 

The  Newsletter  put  out  by  the  Department  of 
Communications  also  has  gained  wide  recognition. 
It  has  come  to  be  recognized  as  one  of  the  prime 
means  of  communication  between  the  State  Medical 
Society  and  the  county  medical  society  and  the 
individual  practitioner  of  medicine  in  this  State. 

Our  public  relations  arm  has  undergone  a period 
of  reorganization.  Now  known  as  the  Department 
of  Communications,  it  has  intensified  its  old  activi- 
ties and  is  broadening  its  field  of  operations  with  new 
activities.  There  has  been  much  more  emphasis 
placed  on  radio  and  television  programs  for  the 
State  Medical  Society.  This  incidentally,  gentle- 
men, has  been  carried  on  at  the  least  possible  ex- 
pense t hrough  public  service  programs  and  programs 
of  a similar  nature.  Relations  with  the  press  have 
been  improved.  As  a service  to  them  a new  twenty- 
four-hour  telephone  answering  service  has  been 
instituted,  which  you  are  going  to  hear  more  about 
later. 

Within  the  past  two  months,  two  unique  projects 
were  successfully  conducted  by  the  department. 
The  first  project  was  an  Athletic  Injuries  Conference, 
sponsored  by  the  Sixth  District  Branch  and  attended 
by  more  than  250  coaches,  athletic  instructors,  and 
others  interested  in  this  important  subject.  I am 
sure  there  were  a lot  of  orthopedic  men  there  too. 
This  meeting  was  widely  publicized  in  the  press  and 
on  television. 


The  second  activity  was  the  Speech  Training 
Courses  for  physicians  held  in  New  York  City  and 
here  in  Rochester.  Almost  153  physicians  partici- 
pated in  the  two  sessions.  Both  of  these  activities 
provided  a definite  service  to  county  medical  so- 
cieties at  the  grass  roots  and  undoubtedly  will  im- 
prove public  relations  for  the  medical  profession. 

To  cite  just  a few  examples,  during  a current  work 
week  it  is  not  unusual  for  the  public  relations  de- 
partment to  engage  in  activities  such  as  the  fol- 
lowing: 

1.  Working  with  the  Federal  Legislation  Sub- 
committee conducting  a campaign  against  Federal 
legislation  providing  medical  care  for  the  aged  under 
Social  Security.  This  involves  not  011I3"  a pj'ramid 
of  paper  work  but  leg  work  also. 

2.  Making  preparations  for  the  fall  conference  of 
county  medical  society  officers  in  cooperation  with 
the  chairman  of  the  special  committee. 

3.  Assisting  the  State  Society’s  Legislation  Com- 
mittee not  only  by  publishing  periodic  bulletins  on 
important  legislative  matters  every  few  days  but  by 
providing  actual  phj'sical  representation  in  the 
Capitol  in  Albany. 

4.  Attending  a meeting  of  a membership  com- 
mittee and  assisting  wherever  possible. 

5.  Gathering  together  and  submitting  to  officials 
of  the  Society  certain  materials  for  use  in  their 
capacities  as  officials  of  the  State  Medical  Society. 

To  put  it  bluntty  and  briefl.y,  the  work  of  the 
Department  of  Communications  is  intimately  inter- 
twined with  ever}^  facet  of  the  administration  of  the 
Medical  Society  of  the  State  of  New  York. 

No  one  will  denj'  the  basic  contention  that  good 
public  relations  begins  in  the  doctors’  offices.  We 
must,  however,  be  realistic  and  accept  the  fact  that 
in  this  day  and  age  it  does  not  end  there.  We  have 
often  heard  the  contention  that  pollsters  have  found 
that  the  people  today  like  their  own  doctor  but  dis- 
like the  medical  profession  as  a whole.  While  this 
jnay  be  difficult  to  understand,  if  we  consider  another 
situation,  we  maj'  become  a little  more  aware  of  this 
attitude.  Many  people  will  say  that  Joe  Smith,  an 
electrician,  is  a fine  fellow  and  a fine  technician,  but 
they  dislike  the  electrical  union. 

Business  knows  that  it  cannot  get  along  without  a 
public  relations  department.  In  industry  public 
relations  has  been  put  on  a policy  level.  In  fact, 
responsibility  for  release  of  important  information 
which  might  involve  the  welfare  of  the  public  is 
being  placed  legally  and  moralty  on  the  shoulders 
not  of  the  president  or  the  board  of  directors  but 
the  public  relations  department.  We  too  in  the 
medical  profession  must  realize  the  importance  of 
our  public  relations  arm.  We  must  give  our  Com- 
munications Department  a status  and  prestige 
similar  to  that  given  to  its  counterpart  in  the  busi- 
ness world. 

Incidental!}',  a progressive  step  in  our  public  rela- 
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tions  activities  would  be  the  changing  of  the  name  of 
our  Society  to  “New  York  State  Medical  Society” 
or  “New  York  Medical  Society.”  Pennsylvania 
recently  made  a change  of  this  nature.  Although 
our  releases  to  the  press,  radio,  and  television  carry 
our  cumbersome,  full  title,  the  media  abbreviate  it 
as  I have  suggested  or  along  similar  lines.  Another 
drawback  to  our  present  name  is  that  it  is  often 
construed  to  mean  an  agency  of  the  State.  I there- 
fore recommend  that  serious  consideration  be  given 
to  changing  our  name  to  the  “New  York  State 
Medical  Society”  or  “New  York  Medical  Society.” 

If  we  are  to  obtain  the  best  possible  public  rela- 
tions representation,  which  we  should  and  must 
have,  we  must  allocate  sufficient  money  for  this 
purpose.  In  this  connection  I am  taking  the  liberty 
at  this  time  to  present  a few  simple  statistics  com- 
paring what  we  spend  with  what  other  societies 
spend. 

State  Society  dues  only  for  seven  heavily  popu- 
lated states  are  as  follows: 


Illinois 

$80 

California 

$80 

Pennsylvania 

$60 

Texas 

$45 

Indiana 

$50 

Michigan 

$75 

Wisconsin 

$75 

The  average  state  medical  society 

dues  for  the 

entire  nation  are  well  over  $55.  As  you  know,  our 
State  Society  dues  are  $35. 

There  are  also  interesting  statistics  regarding  the 
allotted  public  relations  budgets  compared  to  the 
state  dues.  Illinois  allots  33Vs  per  cent  of  its  dues 
for  public  relations,  California  25  per  cent,  Pennsyl- 
vania 33  Vs  per  cent,  Michigan  35  per  cent,  Indiana 
28  per  cent,  and  Wisconsin  33Vs  P^r  cent.  Here  in 
New  York  approximately  16  per  cent  of  our  dues  is 
budgeted  for  public  relations.  It  is  evident  that  we 
in  New  York,  representing  the  largest  state  medical 
society  in  the  nation,  are  extremely  conservative, 
both  in  the  amount  of  our  dues  and  the  amount  of 
our  budget  for  public  relations. 

Another  little-known  activity  of  our  PR  arm 
is  the  assistance  it  gives  consistently  over  the  years  to 
the  Woman’s  Auxiliary.  I must  say  our  Woman’s 
Auxiliary  is  one  of  the  best  auxiliary  units  medicine 
has.  We  all  realize  how  busy  the  practitioner  of 
medicine  is  in  his  daily  work.  E.xperience  has 
shown  that  a great  deal  of  this  work  can  be  done  and, 
I honestly  admit,  perhaps  more  effectively  by  women 
than  by  the  men.  The  women  have  the  desire,  the 
drive,  and  the  ability  to  conduct  various  activities 
for  which  we,  as  practicing  physicians,  very  often 
do  not  have  the  time  or  the  energy.  In  fact,  they 
can  do  it  better! 

I therefore  strongly  suggest  that  more  use  be  made 
of  the  Woman’s  Auxiliary.  Time  and  time  again, 
the  Woman’s  Auxiliary,  through  its  officers,  have 


asked  the  State  Society  to  plead  with  county  medical 
societies  to  have  the  local  groups  call  on  them  for 
their  services.  The  women  are  reluctant  to  under- 
take a project  on  their  own,  and  county  medical 
auxiliaries  are  of  the  opinion  that  no  activity  can 
be  carried  on  unless  approved  by  the  local  county 
medical  society.  The  initiative  therefore  should  ' 
be  taken  by  the  local  county  medical  society,  and  I 
assure  you  the  women  will  be  willing  to  cooperate. 

The  Auxiliary  carries  on  many  worth-while 
activities.  Among  these  are  “Health  Careers.” 

It  is  m}^  considered  opinion,  after  experience  with  the 
Auxiliary  as  head  of  the  Committee  on  Nursing 
Education  for  the  past  three  years,  that  any  com- 
mittee discussing  health  careers,  such  as  nursing 
education,  should  have  a member  of  the  Auxiliary 
attend  their  meetings  and  perhaps  be  a member  of 
the  committee.  During  the  past  year  the  president, 
president-elect,  and  chairman  of  the  Health  Careers 
Committee  of  the  Auxiliary  sat  with  the  Nursing 
Education  Committee,  and  I am  sure  that  this  was 
of  mutual  benefit. 

I personally  have  found  from  my  activities  with 
the  Nassau  County  Medical  Society  and  with  the 
formation  of  the  Nassau  Academy  of  Medicine  that 
the  auxiliary  performed  magnificently  in  aiding 
our  activities.  All  that  was  necessary  was  to  give 
them  the  job.  The  job  was  then  well  done. 

I suggest,  therefore,  that  consideration  be  given 
to  the  fact  that  it  may  be  advisable  for  a member  of 
the  Woman’s  Auxiliary  to  be  appointed  a member  of 
committees  of  the  State  Medical  Society  in  which 
they  may  have  a proper  place.  The  appearance  of 
the  president  of  the  Woman’s  Auxiliary  at  this 
meeting  to  present  her  report  is  a step  in  the  right 
direction. 

Incidentally,  since  I have  been  speaking  about  our  ^ 
Communications  Department  and  the  Woman’s 
Auxiliary,  I should  like  to  enlist  your  wholehearted 
support  for  an  activity  in  which  they  are  both  en-  ' 
gaged,  namely,  the  A.M.E.F.  Concert.  I strongly  » 
urge  each  of  you  to  place  your  order  for  tickets  be- 
fore this  House  adjourns.  An  order  blank  for  this 
worthy  event,  which  takes  place  at  Carnegie  Hall, 
New  York  City,  June  28,  will  be  found  in  your  ‘ 
portfolio. 

A moment  ago,  I referred  to  the  activity  known 
as  “Health  Careers,”  sponsored  by  the  Woman’s  ' 
Auxiliary  and  the  Nursing  Education  Committee. 
This  brings  me  to  the  point  of  a recent  report  to 
which  I think  the  medical  profession  should  give 
serious  thought  and  consideration.  This  report, 
entitled  “Meeting  the  Increasing  Demands  for 
Higher  Education  in  New  York  State,”  was  made  to 
the  Governor  and  the  Board  of  Regents  by  the 
Committee  on  Higher  Education  of  which  Henry  T. 
Heald  was  the  chairman. 

Concerning  the  shortage  of  nurses,  the  report 
pointed  out:  “The  shortage  of  nurses  and  the  re- 
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suiting  reduction  in  the  availability  of  health  services 
to  the  population  as  a whole  is  evident  at  every 
turn.  The  greatest  numerical  deficit  is  among  bedside 
nurses,  but  there  is  also  need  for  graduate  nurses, 
teachers  of  nursing,  administrators  of  nursing  schools 
and  programs,  and  other  nursing  leaders.” 

As  a means  toward  improving  the  situation,  the 
report  made  several  suggestions.  I should  like  to 
call  to  the  attention  of  this  House  and  to  all  mem- 
bers of  our  profession  in  the  State,  for  implementa- 
tion, four  of  these  steps: 

“1.  Expand  programs  for  nursing  education  at 
the  bachelor’s  degree  and  at  the  master’s  degree 
level,  and  at  diploma  schools  and  the  two-year  com- 
munity colleges; 

“2.  Sponsor  the  development  of  new  ways  of 
training  young  women  as  bedside  nurses,  particu- 
larly through  the  use  of  audiovisual  aids; 

“3.  Establish  an  organization  charged  with  help- 
ing public  and  private  hospitals  throughout  the 
State  to  analyze  their  nursing  activities  and  to  use 
nurses  more  effectively;  and 

“4.  Sponsor  the  offering  of  elementary  nursing 
training  in  high  schools  throughout  the  State  as  part 
of  domestic  science  or  homemaking  education 
programs  (this  will  expose  many  young  girls  to  the 
nursing  profession;  some  will  take  it  up  as  a career; 
for  the  others  the  training  will  be  useful  preparation 
for  marriage  and  motherhood).” 

Allow  me  to  emphasize  another  point  made  in  the 
report  which  states  in  effect  that  these  steps  for  ex- 
panding medical  education  are  the  minimum  needed 
in  New  York  State  in  the  years  immediately  ahead. 
I also  recommend  the  following  quotation  which  is 
of  great  significance:  “If  associated  with  action 
aimed  toward  better  utilization  of  physicians’  and 
nurses’  services  (a  responsibility  of  doctors,  hospitals, 
and  medical  societies  rather  than  education  agencies), 
the  State  will  be  well  on  the  way  toward  an  adequate 
supply  of  physicians  and  nurses  for  the  future.” 

In  this  connection  we  should  bear  in  mind  that  the 
hospital  school  of  nursing  is  the  best  source  of  bedside 
nursing.  I should  like  to  remind  the  House  that  in 
several  conferences  with  Associate  Commissioner 
Frank  R.  Kille,  State  Education  Department,  and 
his  staff,  they  were  in  complete  sympathy  with  this 
principle. 

As  another  step  forward  in  positive  thinking,  I 
feel  that  we  as  a medical  profession  should  endorse 
and  support  the  new  association  of  diploma  schools, 
which  was  recently  formed. 

Another  project  which  I hope  we  will  support 
during  the  coming  year  is  an  all-out  attack  on  the 
problem  of  air  pollution.  As  you  know,  this  is  a 
problem  which  not  only  involves  industrj'^  but  tech- 
nical scientists  and  doctors  of  medicine  who  have 
an  important  part  to  play  in  the  ultimate  solution. 
I should  like  to  call  attention,  therefore,  to  an  ex- 
cellent report  on  this  situation  which  I deem  “must” 


reading  for  all  members  of  our  medical  profession. 
It  is  entitled  “Medical  Research  on  Air  Pollution,” 
released  by  the  U.S.  Public  Health  Service. 

The  report  points  out:  “The  Public  Health 
Service  has  been  concerned  with  the  health  aspects 
of  community  air  pollution  for  many  years.  It  was 
not  until  1955,  however,  when  Public  Law  159  was 
passed  by  the  84th  Congress,  that  the  subject  was 
accepted  as  of  sufficient  importance  in  itself  to 
merit  separate  study.  The  air  pollution  medical 
program  of  the  Division  of  Special  Health  Services 
was  set  up  for  this  purpose  in  July,  1955.  Spe- 
cifically, the  air  pollution  medical  program  was 
charged  with  the  responsibility  of  determining 
whether  or  not  air  pollution  modified  health  among 
human  populations.” 

I am  pleased  to  report  that  we  in  New  York  are 
already  on  the  attack.  For  example,  one  of  the 
weapons  being  used  is  a pilot  study  for  intensive  re- 
search relating  weather  and  air  pollution  to  human 
health  and  behavior  now  under  way  at  Albert  Ein- 
stein College  of  Medicine.  We  hope  that  this 
project  will  be  followed  by  others  and  that  we  in  the 
medical  profession  and  in  the  State  Medical  Society 
will  do  all  we  can  to  further  the  objectives  of  this 
type  of  progressive,  positive  activity.  All  this  will 
be  done  in  cooperation  with  the  State  Health  De- 
{)artment. 

So  much  for  the  external  projects,  which  I hope 
will  be  carried  on  by  our  State  Medical  Society  dur- 
ing the  next  year.  Let  us  now  turn,  once  again,  to 
two  very  important  aspects  of  internal  situations 
which  confront  us  today. 

The  first  involves  a two-pronged  problem,  namely, 
why  is  attendance  poor  at  county  medical  society 
meetings?  And  why  are  so  many  licensed  doctors  of 
medicine  not  members  of  the  county  society  and  the 
State  Society?  Undoubtedly,  the  quality  and  quan- 
tity of  county  medical  society  meetings  has  a rela- 
tionship to  the  answers  to  both  questions. 

At  the  Washington  meeting  of  the  A.M.A.  last 
December,  the  house  of  delegates  approved  a re- 
port on  “Study  of  Relationships  Between  Physicians 
Not  in  Private  Practice  to  Organized  Medicine.” 
I recommend  that  this  excellent  report  be  studied  by 
our  State  Medical  Society  for  implementation  in  our 
own  State. 

There  are  two  sections  of  that  report  which  can  be 
applied  to  the  questions  I have  just  posed.  In  re- 
gard to  attendance  at  county  society  meetings,  which 
are  criticized  very  often  as  being  too  frequent  and 
lacking  in  quality,  I cite  the  following  recommenda- 
tion of  the  report,  namely,  that  the  A.M.A.  “assist 
local  medical  societies  in  making  their  programs 
more  attractive  by  exploring,  through  the  Joint 
Commission  on  Accreditation  of  Hospitals,  ways  of 
coordinating  medical  society  meetings  with  hospital 
staff  meetings.” 

In  relation  to  the  second  question,  I quote  the 
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following  from  the  report:  “Many  physicians  not  in 
private  practice  feel  that  local  societies  place  such 
heavy  emphasis  on  the  private  aspects  of  medicine 
that  they  feel  that  thej"  would  be  intruding  if  the}" 
actually  took  an  active  part  in  county  society  affairs. 
They  also  believe  that  their  particular  point  of  view 
is  unlikely  to  receive  serious  consideration  and  that 
election  to  office  and  advancement  in  office  would  be 
difficult  for  them.” 

I recommend  that,  in  particular,  these  two  rec- 
ommendations of  the  A.M.A.  be  given  careful  con- 
sideration by  our  State  and  county  medical  societies 
and  that  the  entire  report  be  used  as  a basis  for 
further  progre.ssive  thinking  in  our  own  State  Medi- 
cal Society. 

The  second  and  final  internal  consideration  is  one 
to  which  I hope  this  House  will  also  give  careful  and 
thoughtful  attention.  Members  of  this  House  who 
served  last  year  will  recall  the  lengthy  and  thought- 
ful discussions  given  to  the  problem  of  membership 
in  the  American  Medical  Association  on  a basis 
similar  to  membership  now  required  in  the  State 
Medical  Society.  We  are  all  familiar  with  the  re- 
quirement that  members  of  the  State  Medical 
Society  must  be  members  of  the  county  medical 
society.  It  has  been  proposed  and  will  be  submitted 
for  your  consideration  that  a similar  system  be 
inaugurated  concerning  membership  in  the  American 
Medical  Association.  Briefly,  it  means  that  anyone 
who  is  a member  of  a county  medical  society  and  the 
State  Medical  Society  also  must  be  a member  of  the 
A.M.A. 

At  the  last  session  of  this  House  of  Delegates,  it 
was  directed  that  the  remarks  by  Louis  H.  Bauer, 
M.D.,  one  of  our  distinguished  elder  statesmen  and 
my  great  friend,  be  brought  to  the  attention  of  all 
members  of  our  State  Society  through  the  News- 
letter. Allow  me  to  point  out  two  pertinent  para- 
graphs from  his  remarks;  “We  have  a small  New 
York  delegation.  We  frequently  hear  cracks  as  to 
wh}"  we  do  not  accomplish  more.  It  is  because  we 
do  not  have  the  strength  we  should  have.  I see  no 
reason  why  a man,  who  belongs  to  his  county  society, 
and  must  join  the  State  Society,  should  not  also  be 
compelled  to  belong  to  the  A.M.A.  I see  no  excuse 
for  our  not  having  more  members  in  the  A.M.A. 
I believe  the  chief  reason  is  ignorance  on  the  part  of 
doctors  because  they  do  not  know  what  the  .\.M.A. 
is  or  what  it  is  doing  for  them.” 

I know  that  at  least  two  states,  California  and 
Illinois,  require  A.M.A.  membership. 

Continuing  the  quote  from  Dr.  Bauer:  “I  have 
had  the  opportunity  in  the  last  thirteen  years  to  go 
twice  around  the  world,  back  and  forth  across  the 
Pacific,  and  25  times  to  Europe.  I have  seen  what 
has  happened  in  these  countries,  and  I can  tell  you 
that  whenever  the  medical  profession  has  accom- 
plished anything,  whenever  it  has  prevented  further 
intervention  of  government  in  medicine,  it  is  because 


the  medical  profession  has  stood  as  a unit,  and  when 
it  has  not  stood  as  a unit,  it  has  gone  down  the 
drain,  and  that  is  what  is  happening  in  this  country. 
We  are  not  united.  Our  opportunity  for  unity  is 
through  the  A.M.A.” 

As  we  look  forward  to  the  future,  I should  like  to 
call  your  attention  to  an  interesting  incident  of  the 
past.  More  than  half  a century  ago,  about  the 
year  1900,  there  was  a conflict  between  a popular 
magazine  in  New  York  City  and  the  medical  pro- 
fession concerning  the  issue  of  vivisection.  Many 
harsh  words  were  spoken  on  both  sides.  For  your 
reflection  I should  like  to  quote  from  an  eminent 
.\merican  author  concerning  what  he  had  to  say 
about  the  American  medical  profession  in  those 
days:  “Saying  sharp  things  is  easy  enough  when  one 
is  indifferent  to  consequences;  this  is  particular!}' 
true  when  the  target  for  sarcasms  is  an  illustrious 
one.  For  centuries  the  Doctor  has  been  riddled 
with  pleasantries  and  sarcasms.  If  he  had  not  been 
good  and  great,  he  would  not  have  been  made  a mark 
for  brilliant  savageries;  if  he  had  not  been  good  and 
great,  he  would  have  been  swept  away  long  ago  by 
the  flood  of  sharp  but  not  always  sincere  criticism. 
Priests  and  physicians  have  from  time  imme- 
morial come  in  for  a large  share  of  what  we  might  call 
sportive  hostility.  The  world  has  laughed  over 
these  jocularities,  yet  at  the  first  appearance  of 
physical  or  spiritual  disquietude  the  world  has  sent 
post  haste  for  the  priest  or  the  doctor.” 

Thus  spoke  Eugene  Field  in  his  volume.  Sharps 
and  Flats,  copyrighted  in  1900. 

In  these  challenging  and  changing  times  the 
medical  profession  more  than  ever  before  must  live 
up  to  these  two  criteria — the  good  and  the  great. 
The  members  of  our  profession  must  not  only  be 
good  in  an  ethical  sense,  but  those  that  are  good 
must  see  that  the  bad  among  us  are  brought  to 
justice,  not  only  to  preserve  the  dignity  and  honor  of 
the  profession  but  to  preserve  the  health  and  welfare 
of  the  people. 

In  this  satellite  stage  of  history,  we  must  not 
only  be  great  in  a scientific  sense  but  also  in  a medical 
economic  sense.  We  must  expand  our  vision  and 
adjust  our  sights  to  encompass  many  fields  outside 
the  art  and  science  of  medicine.  It  is  only  by  fol- 
lowing along  these  lines  that  the  modern  practi- 
tioner of  medicine  can  continue  to  live  up  to  what 
Eugene  Field  laid  down  as  simple  but  sound  criteria, 
the  good  and  the  great. 

During  the  next  twelve  months,  in  which  I hope 
there  will  be  a definite  awakening  to  the  problems 
that  I have  mentioned  and  to  many  others,  can  you, 
can  I,  can  our  fellow  members  of  our  profession, 
cope  with  the  changes  that  will  occur  and  meet  the 
challenges  we  will  encounter?  Will  we  be  caught 
asleep  in  a blanket  of  indifference,  or  will  we  be 
found  wide  awake,  keeping  abreast  of  the  times  and 
truly  advancing  the  art  and  science  of  medicine  and 
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the  health  and  welfare  of  our  people?  These  ques- 
tions I ask  today.  Only  tomorrow  can  supply  the 
answers. 

Respectfully  submitted, 

John  M.  Galbraith,  M.D.,  President-Elect 

Speaker  Lane:  Thank  you.  Dr.  (jlalbraith. 

The  reports  of  Dr.  Galbraith  and  Dr.  Moore  will 
be  referred  to  the  Reference  Committee  on  Reports 
of  Officers. 

.\W.4RDS  AM)  GUESTS 

Section  SO 

Presentation  of  Awards 

Speaker  Lane;  It  is  the  privilege  of  the  speaker 
each  year  to  make  an  award  to  the  Outstanding 
General  Practitioner  of  the  Year.  This  year  we 
will  have  two  people  to  get  these  awards:  one  for 
I960  and  one  for  1961.  This  was  done  in  order  to 
get  us  up  to  date  and  to  have  the  Practitioner  of  the 
Year  be  the  current  general  practitioner. 

In  keeping  with  this,  I would  ask  Archibald  0.  M. 
Wood,  M.D.,  of  Queens  County,  and  his  wife  to 
please  come  to  the  rostrum. 

We  also  at  this  time  will  present  the  1961  Out- 
standing General  Practitioner  .\ward  to  Mary 
Ridgway  Tinker,  M.D.,  from  Ithaca.  Will  you. 
Dr.  Tinker,  and  your  husband.  Dr.  Martin  Tinker, 
please  come  to  the  rostrum? 

Dr.  Wood,  I will  read  this  citation: 

The  Medical  Society  of  the  State  of  New  York 
presents  this  scroll  to  Archibald  O.  M.  Wood, 
M.D.,  in  recognition  of  his  selection  by  the 
Council  as  the  outstanding  practitioner  of  New 
York  State  for  1960. 

Norman  S.  Moore,  President 
William  L.  Wheeler,  Jr.,  Secretary 

Dr.  Wood,  my  congratulations! 

.\hchibald  0.  M.  Wood,  M.D.  : To  be  selected  b3^ 
3mur  body  as  the  outstanding  general  practitioner 
of  the  State  of  New  York  in  1960  is  indeed  a great 
honor — the  highest  honor  I have  ever  received. 

I accept  this  beautiful  scroll  in  the  name  of  all  of 
the  general  practitioners  of  the  State  of  New  York, 
many  of  whom  are  as  well  qualified  as  I,  and  some  of 
whom  are  better  qualified  than  I to  receive  this 
award. 

I wish  to  thank  the  medical  board  of  St.  Joseph’s 
Hospital,  my  hospital,  for  initiating  my  candidacy; 
also  the  board  of  the  Queens  General  Hospital  for 
furthering  my  candidacy,  and  the  Rockaway  Medi- 
cal Society  for  keeping  the  ball  rolling,  and  m3'  own 
Queens  County  Medical  Society  for  endorsing  me, 
and  the  Nassau  County  Medical  Society — inci- 
dentally, I practiced  medicine  in  03'ster  Bay  for 
three  years,  so  I am  reall3’’  sort  of  a member  of 


Nassau  Count3'  too  —for  also  endorsing  me,  and  to 
you  and  the  House  of  Delegates  who  voted  for  me. 
Being  in  a very  magnanimous  mood  this  morning, 
I also  wish  well  to  those  who  voted  against  me. 
Also  I have  had  forty-six  years  of  a wonderful 
married  life,  and  I want  to  thank  my  good  wife, 
Phoebe  Spring,  for  her  loving  care  and  devotion  to 
me  all  these  years.  She  has  been  beside  me  and 
giving  me  her  S3'mpathy  in  m3'  disappointments  and 
applause  in  m3'  success. 

Fifty-one  3'ears  ago  I graduated  as  a shining 
brand  new  up-to-date  general  practitioner.  During 
those  fifty  years  I have  always  tried  to  keep  up  to 
date.  I have  taken  postgraduate  work,  and  I have 
affiliated  m3'self  with  that  wonderful  society,  the 
,\merican  Academy  of  General  Practice,  of  which  I 
am  very  proud,  and  today  I still  consider  myself  a 
3'oung,  up-to-date  general  practitioner. 

A few  3'ears  ago  my  son  told  me  that  about  the 
only  paper  I could  write  now  was  a paper  about 
doctor-patient  relations.  Well,  that  was  his  idea, 
but  he  did  not  know  what  a large  field  he  was  talking 
about.  Fifty  years  ago  we  did  have  a very  close 
patient-doctor  relationship,  and  I am  sure  in  our 
general  practice  we  still  have  a ver3'  close  doctor- 
patient  relationship. 

I know  fifty  years  ago  the  doctor,  the  clergyman, 
and  the  law3'er  were  the  top  men  in  the  communit3', 
but  now  I am  afraid  their  position  has  deteriorated, 
but  I hope  the  doctor  will  attain  that  top  rank  again. 

Medical  Economics  said  in  its  last  edition  that 
there  are  6 per  cent  fewer  general  practitioners  in  the 
countr3'  today  than  there  were  a few  3'ears  ago.  I 
will  not  say,  as  the  gladiators  of  old  used  to  sa3', 
“We  who  are  about  to  die  salute  you,”  but  I will 
say,  “General  practitioners,  let  us  go  out  and  re- 
cruit our  ranks.”  {Applause) 

Speaker  Lane:  Thank  you.  Dr.  Wood. 

This  is  an  unusual  privilege  in  that  we  have  a 
lady  doctor  as  our  second  recipient  of  the  General 
Practitioner  Award,  Dr.  Tinker,  and  I will  read  the 
citation  to  Dr.  Tinker: 

The  Medical  Societ3'  of  the  State  of  New  York 
presents  this  scroll  to  Mar3'  Ridgv'ay  Tinker, 
M.D.,  in  recognition  of  her  selection  b3'  the 
Council  as  the  outstanding  practitioner  of  New 
York  State  for  1961. 

Norm.^n  S.  Moore,  M.D.,  President 
William  L.  Wheeler,  Jr.,  M.D.,  Secretary 

Dr.  Tinker,  m3'  congratulations! 

IMary  Ridgway  Tinker,  M.D.:  I wish  to  thank 
the  members  of  this  House  of  Delegates  for  this 
award  and  hope  that  I ma3'  be  able  to  live  up  to  the 
meaning  of  this  award.  Also  I wish  to  thank  all  of 
those  that  had  part  in  making  it  possible  for  me  to 
have  this. 

I also  wish  to  thank  my  husband  for  the  help  that 
he  has  given  me  in  being  able  to  carry  on  this  prac- 
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tice  in  the  way  that  we  all  like  to  have  our  general 
praetitioners  and  our  doctors  do  in  this  year  of  1961 . 
(Applause) 

Speaker  Lane:  Thank  you,  Dr.  Tinker. 

Section  SI 

Address  of  President  of  if  Oman’s  Auxiliary 

Speaker  Lane;  Allow  me  to  present  Mrs.  Milton 
W.  Kogan,  the  president  of  the  Woman’s  Auxihary  of 
the  Medical  Society  of  the  State  of  New  York,  who 
will  address  us  now.  Mrs.  Kogan,  it  is  my  pleasure 
to  introduce  you  to  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  A'ork. 

Mrs.  Milton  W.  Kogan:  Dr.  Lane,  Dr.  Moore, 
officers,  delegates,  members,  and  guests,  it  is  a 
pleasure  and  an  honor  to  bring  greetings  from  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York. 

It  is  a privilege  greatly  appreciated,  along  with 
many  invitations  extended  by  the  Medical  Society, 
to  sit  in  on  planning  meetings  regarding  legislation 
programs  and  procedures  and  nurses’  education 
programs. 

We  are  grateful  for  your  financial  support  of  the 
Health  Poster  Contest  and  the  State  Fair  Exhibit, 
both  of  which  have  proved  to  have  wonderful 
public  relations. 

Because  I am  aware  of  how  much  business  the 
House  of  Delegates  has  to  transact,  and  also  how 
aware  and  interested  most  men  are  in  figures,  es- 
pecially those  of  women,  I have  a few  to  present  to 
you. 

We  have  several  projects  that  we  take  great  pride 
in,  and  I wonder  how  many  doctors  are  aware  of 
what  we  do.  This  year  for  the  nurses’  scholarshij) 
fund  we  have  raised  $24,000,  making  our  total  so 
far  since  the  inception  of  the  program  way  over 
$200,000.  These  scholarships  have  been  given  to 
girls  in  our  local  communities,  which  we  feel  make 
for  better  relationships  between  the  doctor  and  the 
public. 

We  have  also  given  to  the  Physicians’  Home  this 
year.  We  have  an  increase  of  $300,  and  our  total 
this  year  is  well  over  $3,000. 

The  American  Medical  Education  Foundation 
this  year  has  increased  over  $2,000,  making  our  total 
so  far  this  year — and  we  lack  six  counties  reporting 
since  they  are  having  special  fund-raising  affairs 
during  May  and  June — the  total  will  reach  way  over 
$10,000. 

.\t  this  time  may  I say  that  we  are  sponsoring  the 
A.M.E.F.  Concert  at  Carnegie  Hall,  and  we  hope 
that  we  will  have  the  wholehearted  support  of  the 
Medical  Society.  The  Auxiliary  itself  will  see  that 
special  letters  are  sent  to  all  the  Auxiliary  presidents 
and  that  they  alert  their  telephone  committees  to 
contact  every  doctor  and  his  wife  in  their  community 
to  buy  tickets  to  this  concert  and,  if  they  are  not 


coming,  either  to  make  a contribution  as  a sponsor  or 
as  a contributor  to  the  concert. 

We  have  encouraged  members  and  friends  to 
write  to  our  Congressmen,  Senators,  and  Repre- 
.sentatives.  We  have  been  contacted  by  the  Medical 
Society,  and  we  are  now  in  the  process  of  seeing  that 
lists  are  made  up  of  all  organizations  in  your  com- 
munities, should  you  need  them  in  the  future. 

We  have  shown  progress  in  all  of  our  State  proj- 
ects. We  have  one  newly  organized  county,  Tioga, 
and  we  have  reactivated  two  others.  Those  are 
Sullivan  and  Ulster.  We  have  retained  four  others, 
who  were  thinking  of  withdrawing  but  have  con- 
sented t o stay,  and  we  need  your  help  in  encouraging 
them.  We  would  like  to  know  whether  your  county 
has  an  auxiliary  and  whether  your  wife  belongs. 
We  need  her,  and  she  needs  us.  Just  think  what  we 
could  do  with  a united  front.  Remember  the  saying, 
“Never  underestimate  the  power  of  a woman.” 

I thank  you. 

. . . The  House  arose  and  applauded  . . . 

Section  32 

Presentation  of  Awards 

Spe.aker  Lane:  In  order  to  meet  the  commit- 
ments of  certain  people  who  have  transportation 
jiroblems  and  who  are  to  receive  awards,  I am  going 
to  ask  Granville  W.  Larimore,  M.D.,  Deputy  Com- 
missioner of  Health,  State  Health  Department,  to 
make  some  awards. 

Granville  W.  Larimore,  M.D.:  Thank  you 
very  much.  Dr.  Lane. 

Mr.  Speaker,  ladies,  and  gentlemen,  I am  pinch- 
hitting  for  Commissioner  Hilleboe,  who  is  home 
nursing  a virus  which  he  picked  up  on  an  overseas 
mission  to  Brazil.  He  asked  to  have  his  regrets 
expressed  to  3’ou  on  his  inability  to  be  here  this 
morning. 

Since  before  I went  into  medicine  I had  the  priv- 
ilege of  being  associated  in  a minor  way  with  the 
newspaper  field,  it  is  a great  personal  privilege  and 
pleasure  for  me  to  make  the  presentation  of  the 
second  annual  Empire  State  Award  for  Excellence 
in  Medical  Reporting.  As  most  of  jmu  know,  the 
award  was  established  last  year  bj’'  the  Medical 
Society  of  the  State  of  New  York  and  .Annual  Health 
Conference,  on  behalf  of  the  New  York  State  Health 
Department. 

The  award  is  intended  to  serve  two  purposes: 
first  to  encourage  the  further  development  of  sound 
medical  reporting  in  New  York  State  and,  second, 
to  recognize  the  significant  contributions  to  public 
knowledge  and  understanding  of  health  and  medicine 
that  are  made  by  reporters  and  newspapers  of  this 
State. 

Last  year  the  committee  of  judges,  made  up  of 
representatives  of  the  Medical  Society,  the  New 
York  State  Society  of  Newspaper  Editors,  and  the 
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Department,  selected  Miss  Cathy  Covert,  of  the 
Syracuse  Herald-Journal,  as  the  recipient  of  the 
$500  award  and  the  scroll.  Their  decision  was  based 
on  the  high  caliber  of  science  and  health  writing 
done  by  Miss  Covert. 

This  year  again,  the  judges  have  selected  one 
of  the  most  outstanding  science  writers  in  New 
York  State  to  receive  this  award.  He  is  a re- 
porter who  has  been  writing  on  science  and  medicine 
for  more  than  fifteen  years.  A member  of  the 
National  Association  of  Science  Writers,  he  has 
contributed  approximately  400  articles  to  national 
magazines.  In  a continuing  monthly  contest  con- 
ducted nationally  by  the  Hearst  newspapers,  he 
has  repeatedly  won  awards  for  feature  writing;  in 
fact,  he  has  been  cited  in  this  contest  more  often  than 
any  other  writer  associated  with  the  Hearst  news- 
papers. 

I am  delighted  to  present  the  1961  Empire 
State  Award  to  Mr.  John  Maguire,  science  writer 
for  the  Albany  Tinies-U nion. 

Now  I should  like  to  present  a certificate  to  the 
publisher  of  the  Albany  Times-Union,  Mr.  Gene 
Robb. 

The  committee  of  judges  felt  that  the  work  of  two 
other  reporters  in  the  State  deserved  Honorable 
Mention.  It  gives  me  great  pleasure  to  present 
these  certificates  to  Miss  Mildred  Spencer,  science 
writer  for  the  Buffalo  Evening  News,  and  to  Mrs. 
Nora  Applegate,  science  writer  for  the  Westchester 
County  Publishers,  Inc. 

In  addition,  the  committee  of  judges  decided  to 
present  public  service  awards  to  two  newspapers 
which  have  rendered  distinguished  service.  These 
two  papers  are  the  Buffalo  Courier-Express  and 
Westchester  County  Publishers,  Inc.  Mr.  Leonard 
Feldmann,  managing  editor  of  the  Buffalo  Courier- 
Express  will  accept  the  award  for  his  paper,  and 
Mrs.  Applegate  will  accept  the  award  for  We.st- 
chester  County  Publishers,  Inc. 

Thank  you  very  much. 

Section  S3 

Announcements 

Speaker  Lane:  In  regard  to  Dr.  Moore’s  pres- 
entation, that  part  of  his  speech  referring  to  the 
Planning  Committee  will  be  referred  to  the  Ref- 
erence Committee  on  Organization  and  Policies. 

The  Nominating  Committee  will  meet  this  after- 
noon after  the  House  recesses,  and  we  will  give  you 
that  time  exactly  later.  We  will  now  recess  for  ten 
minutes. 

. . . Recess  . . . 

Speaker  Lane:  Gentlemen,  will  you  please  take 
your  seats.  The  House  will  please  be  in  order. 

I have  two  or  three  additional  announcements  to 
make.  The  delegates  of  the  Second,  Third,  and 
Fourth  Districts  will  please  meet  in  Room  440  fol- 


lowing adjournment  of  the  House  this  morning, 
I would  suggest  to  that  meeting  that  they  would 
avoid  interference  with  the  convening  of  the  ref- 
erence committees  as  far  as  possible. 

Section  34 

Presentation  of  Awards 

Speaker  Lane:  I will  now  reintroduce  to  you, 
Norman  S.  Moore,  M.D.,  president  of  the  State 
Society,  who  will  make  some  awards.  Dr.  Moore! 

President  Moore:  Mr.  Speaker  and  members 
of  the  House,  you  heard  in  my  address  or  report  a 
few  minutes  ago  that  I recommended  that  doctors 
who  are  good  citizens  and  good  practitioners  of 
medicine  should  be  so  rewarded. 

On  my  wanderings  around  the  State  this  year,  I 
heard  many  doctors  being  criticized  by  boards  of 
supervisors  and  hospital  superintendents  and  oc- 
casionally by  administrators  of  other  institutions, 
and  I said  it  is  about  time  that  we  focused  on  the 
doctors  that  are  doing  some  good  rather  than  the 
small  minority  that  are  not  up  to  standard,  so  the 
purpose  of  this  citation  is  to  make  an  award  for  the 
first  time  to  doctors  of  medicine  who  have  made  out- 
standing contributions  to  their  communities  in 
fields  other  than  medicine. 

Many  estimates  have  been  made  of  the  count- 
less hours  physicians  have  given  to  furthering  the 
physical  well-being  of  their  patients.  Few,  if 
any,  estimates  have  been  made  of  the  equall.y  count- 
less hours  they  have  voluntarily  contributed  to  the 
social,  moral,  and  economic  advancement  of  all  of 
the  people  in  the  communities  in  which  they  work. 
As  a matter  of  fact,  many  members  of  our  profes- 
sion have  given  without  fanfare  and  publicity  as 
much,  if  not  more,  time  to  civic  affairs  as  they  have 
given  to  the  health  needs  of  their  patients. 

This  morning  we  are  honoring  some  of  these  mem- 
bers. They  have  been  selected  on  the  basis  of  rec- 
ommendations made  by  their  fellow  citizens  and 
physicians.  Time  will  not  permit  me  to  go  into 
detail  why  each  one  is  so  selected,  but  we  have  de- 
vised a certificate,  which  simply  says: 

The  Medical  Society  of  the  State  of  New  York 
Presidential  Citation 

This  citation  is  hereby  presented  in  recogni- 
tion and  grateful  appreciation  for  distinguished 
community  services. 

May  8,  1961 

and  signed  by  me  as  president. 

Today  I wish  to  call  off  the  names  of  those  who 
have  been  nominated  and  are  hereby  being  given 
the  citation.  If  they  will  stand  and  later  come  for 
their  certificates,  I think  it  will  not  use  as  much 
time  of  the  House: 
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George  C.  Adie,  New  Rochelle 
Harold  Bernstein,  Rockville  Centre 
John  C.  Brady,  Buffalo 
James  A.  Caddy,  Levittown 
Ralph  Camar della,  Malverne 
Milton  A.  Carvalho,  Binghamton 
Ralph  T.  Collins,  Brighton 
Michael  J.  Crino,  Rochester 
Kenneth  H.  Eckert,  Buffalo 
Ralph  S.  Emerson,  Rosljm  Heights 
Irving  G.  Frohman,  Rockaway  Beach 
Ralph  E.  Isabella,  Schenectady 
Raymond  F.  Johnson,  Auburn 
John  Raymond  Kell}^,  Hornell 
Margaret  Loder,  Rye 
Charles  T.  Lunsford,  Rochester 
Felix  Ottaviano,  Oneida 
John  J.  Quinlan,  Troy 
John  F.  Rogers,  Poughkeepsie 
Karl  D.  Rundell,  Endicott 
Samuel  J.  Stabins,  Rochester 
Reginald  R.  Steen,  Hempstead 
Charles  C.  Sweet,  Ossining 
Samuel  Wagreich,  Bronx 
Waring  Willis,  Bronxville 

Let  us  give  these  men  a round  of  applause. 
(Applause) 

Please  get  your  certificates  after  the  session  closes. 
Section  35 

Presentation  of  A.M.E.F.  Checks  to  New  York 
Medical  Schools 

President  Moore:  I now  have  the  honor  to 
present  for  the  first  time  at  a medical  meeting  the 
checks  which  have  been  assigned  by  the  A.M.E.F. 
to  medical  schools  of  New  York  State  through  funds 
that  have  been  sent  to  the  A.M.E.F.  through  reg- 
ular channels,  not  earmarked,  and  those  that  have 
been  earmarked  by  alumni  of  the  college  as  the 
college  of  their  choice. 

This  year  it  seemed  appropriate  that  representa- 
tives of  the  schools  come  for  these  checks,  if  possible 
the  deans,  or  their  representatives  where  that  was 
not  possible,  and  where  neither  could  come,  we  are 
going  to  announce  the  check  to  you  and  mail  it  to 
the  dean.  However,  I wish  you  to  know  this 
substantial  amount  of  money  is  coming  into  New 
York  schools  through  the  A.M.E.F'. : 

The  Albany  Medical  College,  John  C.  Mc- 
Clintock,  M.D.,  will  receive  for  the  dean  a check  for 
$6,989.32. 

George  Perera,  M.D.,  professor  of  medicine  and 
associate  dean  of  the  College  of  Physicians  and 
Surgeons  of  Columbia  University. 

Chorus:  How  much  is  it  for? 

President  Moore:  $9,539.82. 

To  Cornell  University  Medical  College,  my 


alma  mater,  the  dean  is  not  here,  but  we  have  a 
member  of  the  House  of  Delegates  ready  to  receive 
this. 

Chorus:  For  how  much? 

President  Moore:  $10,625.32  to  August  H. 
Groeschel,  M.U. 

Frank  Borrelli,  M.D.,  of  the  New  York  Medical 
College,  Flower  and  Fifth  Avenue  Hospitals,  for 
$6,645.32. 

The  next  one  is  New  York  University,  College  of 
Medicine;  Sam  Wortis,  M.D.,  sent  a representative 
He  could  not  be  here.  It  is  for  $8,354.07. 

Irving  Pallin,  M.D.,  a delegate  from  Kings 
County,  is  representing  the  State  of  New  York 
University  at  New  York  City,  College  of  Medicine. 
The  check  is  for  $5,919.32. 

The  State  University  of  New  York  Upstate  Medi- 
cal Center  in  Syracuse:  We  have  no  representative. 
Does  Dr.  Gibson  wish  to  take  this  check  for 
$6,  293.32? 

Edward  F.  Marra,  M.D.,  professor  of  preventive 
medicine  for  the  University  of  Buffalo  School  of 
Medicine,  $7,272.82. 

Donald  G.  Anderson,  M.D.,  the  only  dean  we  have 
captured  so  far,  of  the  University  of  Rochester 
School  of  Medicine  and  Dentistry,  $7,046.82. 

Donald  G.  Anderson,  M.D.:  Dr.  Moore, 

ladies,  and  gentlemen,  on  behalf  of  the  deans  of 
all  of  the  medical  schools,  I would  like  to  express  to 
you  and  through  you  to  the  members  of  the  Medical 
Society  of  the  State  of  New  York  our  appreciation 
of  this  symbol  of  your  support  and  encouragement 
for  us  in  our  important  work. 

Thank  you  very  much! 

President  Moore  : I see  we  have  one  more  dean, 
Marcus  D.  Kogel,  M.D.,  of  the  Albert  Einstein 
College  of  Medicine,  so  we  have  two  deans  here  this 
morning.  The  check  is  for  .$5,632.33. 

Marcus  D.  Kogel,  M.D.:  I too  want  to  say  how 
grateful  we  are  for  this  contribution.  We  par- 
ticularly are  grateful  to  the  Medical  Society  of  the 
State  of  New  Y ork.  Thank  you  very  much ! 

President  Moore:  Will  all  of  the  people  to 
whom  I just  awarded  citations  come  backstage, 
and  we  will  have  a picture  taken,  and  I will  give  you 
the  citation. 

Speaker  Lane:  All  section  delegates  are  re- 
quested to  meet  in  Room  441  at  the  close  of  the 
session. 

Section  36  (See  103,  176,  218) 

Introduction  of  Guests 

Speaker  Lane:  We  now  have  some  guests 

that  I would  like  to  present  to  you.  The  first  is 
Thomas  M.  Feeney,  M.D.,  president  of  the  Con- 
necticut State  Medical  Society. 

Thomas  M.  Feeney,  M.D.:  Mr.  Speaker, 

distinguished  officers,  members,  and  guests  of  the 
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Medical  Society  of  the  State  of  New  York  House  of 
Delegates,  I bring  you  the  greetings  of  the  3,300 
physicians  who  are  members  of  the  Connecticut 
State  Medical  Society.  We  have  always  enjoyed 
a very  happy  relationship  with  your  Society.  We 
had  our  last  meeting  about  one  week  ago,  at  which 
meeting  we  were  happy  to  have  Henrj-  Fiiujberg. 

\\'e  were  very  much  interested  in  the  fine  speeches 
given  bj"  your  president  and  president-elect  this 
morning,  and  I am  sure  I can  bring  back  to  Con- 
necticut all  of  the  good  things  they  are  indicating. 

I say  that  now  that  we  have  talked  to  one  another 
as  physicians,  let  us  now  talk  to  the  jjeople. 

Speaker  Lane:  Thank  you.  Dr.  Feeney. 

\^'e  now  have  a representative  from  the  Rhode 
Island  Medical  Society,  its  pre.sident,  .\rthur  E. 
Hardy,  M.D. 

■\rthur  E.  Hardy,  M.D.:  Mr.  Speaker  and 
members  of  the  Medical  Society  of  the  State  of 
New  York,  the  speaker  is  a little  premature.  I 
am  president-f'lect  of  the  Rhode  Island  Medical 
Society. 

I wish  to  bring  our  greetings  to  you.  I have 
listened  carefully  to  the  speeches.  You  have  heard 
a diagno.sis  of  your  ailments  from  your  retiring 
president  and  a pre.scription  for  their  cure  from  the 
new  president,  and  I hope  that  you  will  lx;  able  to 
survive  this  treatment  and  continue  to  be  the 
health}'^  body  which  I know  you  are. 

Speaker  Lane:  Thank  you.  Dr.  Hardy. 

It  is  again  my  pleasure  to  present  to  you  Benjamin 
Singerman,  M.D.,  representative  of  the  Vermont 
State  Medical  Society,  whom  it  has  been  our 
pleasure  to  have  with  us  before. 

Benjamin  Singerman,  M.D.:  Mr.  Speaker, 

officers,  and  members  of  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York,  it  is 
my  pleasure  to  be  with  you  for  the  third  time. 
In  1959  I came  to  Buffalo  as  a novice,  representing 
the  State  of  Vermont.  Last  year  I came  to  New 
York  City  as  a little  more  experienced  delegate, 
and  I feel  that  this  year  I probabl}^  come  as  a 
veteran.  But  I must  say  to  you  that  I have 
enjoyed  these  sessions  tremendously.  I feel  I 
have  learned  a lot,  and  I hope  that  I can  bring 
back  the  message  that  was  presented  this  morning  to 
the  Vermont  State  Medical  Society. 

I want  to  thank  you  very  much  for  the  excep- 
tionally fine  hospitality  extended  to  me  in  the  past 
years,  and  I hope  that  your  deliberations  here 
today  will  be  a symbol  for  societies  of  the  medical 
associations  throughout  the  country  to  follow. 

Thank  you  very  much! 

Speaker  Lane:  Thank  you.  Dr.  Singerman. 

I am  sure  we  have  all  heard  frequently  of  the 
rockbound  coast  of  Maine.  Carl  E.  Richards, 
M.D.,  president  of  the  Maine  Medical  Association, 
will  now  speak  to  you. 

Carl  E.  Richards,  M.D.:  Mr.  Speaker  and 


members  of  the  House  of  Delegates,  it  is  a pleasure 
to  attend  this  meeting  as  a representative  from  the 
State  of  Maine.  We  have  800  doctors,  so  that  I 
did  not  come  down  here  to  tell  you  anything.  I 
just  came  down  for  information  to  take  back  to 
Maine.  Thank  you! 

Speaker  Lane:  I am  sure  that  all  of  these 
representatives  of  the  smaller  states  could  teach  us 
a lot. 

Is  there  any  chance  we  have  overlooked  any 
representatives  from  other  state  organizations? 
If  so,  we  would  certainly  like  to  know  who  they  are 
and  present  them  at  the  present  time. 

Is  Dr.  Lyboldt,  of  the  Dental  Society,  here? 

. . . There  was  no  response  . . . 

Speaker  Lane:  I will  now  turn  the  meeting 
over  to  Frederick  .A.  Wurzbach,  Jr.,  M.D.,  jmur 
vice-speaker. 

. . . Vice-Speaker  Wurzbach  assumed  the  chair  . . . 

Vice-Speaker  Wurzbach:  Ladies  and  gentlemen 
of  the  House  of  Delegates,  I am  very  happy  to  be 
here  again  this  j'ear,  and  I hope  we  have  the  same 
expeditious  handling  of  our  business  as  we  did  last 
year. 

I would  like  to  bring  jmur  attention  to  your 
black  folder  on  the  general  information  at  the  verj' 
beginning.  There  is  a sheet  there  which  is  the 
schedule  of  reference  committee  meeting  rooms. 
That  has  been  brought  to  your  attention  before. 
They  are  all  listed,  and  we  hope  that  everyone 
interested  in  any  report  or  resolution  will  appear 
before  these  reference  committees  which  will  meet 
early  this  afternoon. 

There  is  also  in  there  a schedule  of  buses  between 
this  hotel  and  the  Treadway  and  also  the  other 
hotel,  the  Sheraton,  for  buses  supplied  by  the 
Society  to  go  over  to  the  War  Memorial  for  scien- 
tific sessions. 

You  will  also  find  under  this  same  heading  a 
listing  of  the  supplementary  reports  and  the  com- 
mittees to  which  they  have  been  referred.  Any 
supplementary  reports  are  listed  that  were  here 
earlj’^  this  morning.  Those  that  have  been  just 
distributed  are  not  on  this  list;  likewise  the  listing 
of  the  resolutions  beyond  number  48  are  not  on 
this  list.  However,  you  have  them  now,  and  I 
hope  you  will  put  them  in  j’our  folders  in  the  proper 
place. 

ADDITIONAL 

SUPPLEMENTARY  REPORT 

Section  37  {See  116)  Report  61-T 

Supplementary  Report  of  the  Public  Relations 
Committee 

To  the  House  of  Delegates,  Gentlemen: 

Two  projects  of  valuable  service  to  county 
medical  societies  at  the  grass  roots  and  which  will 
undoubtedly  improve  public  relations  for  the  med- 
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ical  profession  were  conducted  by  the  Department 
of  Communications  during  the  past  two  months. 

The  first  was  the  Athletic  Injuries  Conference, 
held  by  the  Sixth  District  Branch,  under  the 
leadership  of  C.  Stewart  Wallace,  M.D.,  of  Ithaca. 
This  was  an  outstanding  success  and  was  attended 
by  more  than  250  coaches,  athletic  instructors, 
and  others  interested  in  this  important  subject. 
This  meeting  was  widely  publicized  in  the  press  and 
on  television. 

The  second  was  a series  of  two  Speech  Training 
Courses,  sponsored  by  the  department  and  con- 
ducted by  Robert  Haakenson,  Ph.D.,  manager, 
Community  Education,  Smith,  Kline  & French 
Laboratories.  These  courses  were  held  during 
April.  The  first  on  April  9 at  the  Hotel  Statler- 
Hilton,  New  York  City,  was  attended  by  78  phy- 
sicians, who  participated  in  the  day-long  session. 
Total  attendance  was  88.  The  second  course, 
April  16,  was  held  at  the  Manger  Hotel,  Rochester, 
with  45  participating  physicians,  total  attendance 
55. 

Luncheon  speakers  at  both  sessions  were  Ernest 
B.  Howard,  M.D.,  assistant  executive  vice-president 
of  the  American  Medical  Association,  and  Paul 
Donelan,  Esq.,  legislative  attorney,  A.M..\.  Wash- 
ington Office. 

Plans  are  progressing  rapidly  for  the  American 
Medical  Education  Foundation  Benefit  Concert  at 
Carnegie  Hall,  June  28.  Miss  Rise  Stevens  and 
Mr.  Brian  Sullivan  have  been  signed  to  appear  with 
the  Doctors’  Orchestra,  and  the  sale  of  tickets, 
advertising  in  the  program,  and  arrangements  for 
publicity  are  all  moving  along.  A special  edition  of 
the  Newsletter  will  carry  information  about  the 
concert.  The  Woman’s  Auxiliary  is  helping  with 
this  project. 

Life  membership  cards  have  been  prepared  by 
the  department  under  the  supervision  of  Secretary 
Wheeler  and  Miss  Dougherty,  the  executive 
assistant.  A card  of  this  type  has  been  needed  for 
many  years  by  life  members,  especially  for  at- 
tendance at  meetings,  such  as  that  of  the  A.M.  A. 

At  the  Public  Relations  Committee  meeting  on 
April  19,  chaired  by  John  M.  Galbraith,  M.D.,  in 
the  absence  of  John  C.  McClintock,  M.D.,  various 
presentations  were  made  illustrating  public  relations 
projects,  all  of  which  had  been  approved  at  one 
time  or  another  in  the  past  by  the  committee  and 
which  need  to  be  implemented.  However,  because 
of  the  lack  of  funds  available  for  the  projects,  the 
committee  instructed  the  chairman  to  have  avail- 
able in  Rochester  for  the  Reference  Committee  on 
Medical  Communication  all  proposed  PR  material 
,so  that  the  reference  committee  could  learn  of  this 
committee’s  desired  activities  and  make  the  neces- 
sary recommendations  to  the  House  of  Delegates. 

Respectfully  submitted, 

John  C.  McClintock,  M.D.,  Chairman 


RESOLUTIONS 

Section  38  (See  1.97)  Resolution  61-1 

Inclusion  of  Outpatient  Services  in  Blue  Shield 
Introduced  by  Seventh  District  Branch 

Whereas,  Rochester  Hospital  Service,  Inc.,  a 
Blue  Cross  plan,  proposes  to  increase  the  coverage 
offered  its  subscribers  and  may  include  out- 
patient diagnostic  medical  services  performed 
in  hospitals;  and 

Whereas,  such  outpatient  coverage,  insofar  as 
it  purports  to  provide  medical  services  performed 
1)}^  physicians,  would  limit  the  patients’  free 
choice  of  physician  and  tend  to  suppress  segments 
of  private  medical  practice;  and 

Whereas,  a Blue  Shield  plan,  Genesee  Vallej' 
Medical  Care,  Inc.,  is  established  in  this  area  to 
provide  facilities  for  prepayment  of  physicians’ 
services  no  matter  where  performed;  now  there- 
fore be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  express  its  approval  of  the  inclusion 
and  extension  of  coverage  of  physicians’  services, 
diagnostic  or  otherwise,  in  Blue  Shield  medical 
])lans  rather  than  in  Blue  Cross  hospital  plans. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — A. 

Section  39  (See  181)  Resolution  61-2 

Use  of  Generic  Names  in  Prescribing  Drugs 

Introduced  by  Medical  Society  of  the  County 
OF  New  York 

Whereas,  the  physician’s  prescription  is  an 
intrinsic  part  of  the  treatment  of  the  patient;  and 
Whereas,  the  physician  should  consider  both 
the  medical  value  and  financial  costs  to  the  patient 
in  designating  a prescription  drug;  and 

Whereas,  the  proper  manufactuiing  and 
(luality  controls  in  production  are  absolutely 
essential  if  generic  name  prescribing  is  to  produce 
the  maximum  benefits  to  the  patient  and  not 
result  in  the  use  of  inferior  or  even  harmful 
drugs;  and 

Whereas,  it  has  been  demonstrated  that  if  the 
proper  controls  on  quality  are  maintained,  the 
same  treatment  can  be  provided  at  substantially 
less  cost  by  the  use  of  nonproprietary  or  generic 
names  (United  States  Pharmacopoeia;  The  Na- 
tional Formulary;  New  and  Unofficial  Drugs) 
rather  than  proprietary  or  brand  names  in  pre- 
scribing drugs  for  patients;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  always  been  concerned  about  the 
cost  of  health  services  for  the  public;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  is  interested  in  promoting  all  methods 
which  will  reduce  the  cost  of  health  services 


58 


New  York  State  J.  Med. 


MINUTES  OF  THE  ANNUAL  MEETING 


without  impairing  the  quality  of  such  services; 
now  therefore  be  it  hereby 

Resolved,  that  where  the  prescribing  physician 
or  the  licensed  pharmacist  can  be  assured  of  the 
quality  of  the  drugs,  the  Medical  Society  of  the 
State  of  New  York  urges  its  members  to  use 
generic  names  rather  than  proprietary  or  brand 
names  in  prescribing;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  initiate  and  maintain  a continuing 
educational  program  to  facilitate  the  use  of  ge- 
neric names  by  its  physician  members  in  prescrib- 
ing for  patients;  and  be  it  further 

Resolved,  that  the  Society  recognizes  the  need 
for  proper  controls  on  the  quality  of  drugs  and 
wishes  to  join  with  pharmacy  and  ancillary  pro- 
fessions in  working  out  a system  of  controls  on  the 
generic  drugs  which  may  be  prescribed;  and  be  it 
further 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  petition  the  Council  on  Drugs  of  the 
American  Medical  Association  and  the  United 
States  Pharmacopoeia  to  devise  meaningful  and 
pronounceable  nonproprietary  or  generic  names 
for  new  drugs  promptly  upon  their  initial  intro- 
duction into  commerce  and  for  use  in  any  and  all 
advance  promotional  literature;  and  be  it  finally 
Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  recommend  that  generic  prescribing 
be  urged  on  physicians  under  conditions  whereby 
the  manufacturing  and  quality  control  of  these 
products  can  be  assured. 

Referred  to  Rc'ference  Committee  on  Medical 
Care. 

Section  Jfi  {See  198)  Resolution  Gl-3 

Social  Security  for  Fhysicians 

Introduced  by  Medical  Society  of  the  County 
OF  Chemung 

Where.as,  results  of  polls  by  state  medical 
societies  and  independent  organizations  clearly 
demonstrate  that  a substantial  majority  of  the 
nation’s  self-employed  physicians  desire  to  be  in- 
cluded under  the  Social  Security  program;  and 
Whereas,  members  of  the  House  of  Delegates 
of  the  American  Medical  Association  have  con- 
tinued to  oppose  Social  Security  coverage  at 
A.M.A.  annual  and  clinical  meetings  despite  the 
overwhelming  evidence  that  a majoritj-  of  the 
medical  profession  wants  it;  and 

Whereas,  Congress  has  been  reluctant  to 
enact  a law  to  include  physicians  under  Social 
Security  in  view  of  the  A.M.A.’s  House  of  Dele- 
gates’ opposition  to  such  legislation ; and 

Whereas,  unless  the  House  of  Delegates 
changes  its  attitude  and  begins  to  reflect  the  real 
wishes  of  the  majority  of  physicians  on  this  issue, 
physicians  and  their  families  will  continue  to  be 


the  only  professional  group  in  the  nation  that  is 
deprived  of  the  protection  and  benefits  of  the 
Social  Security  program;  now  therefore  be  it 
hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  in- 
struct all  elected  members  of  the  A.M.A.  House 
of  Delegates  from  New  York  State  to  vote  for 
Social  Security  coverage  at  the  national  A.M.A. 
meetings. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — A. 

Section  41  (See  199)  Resolution  61-4 

Disapproval  of  ^^Family  Medical  Plan’* 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  doctors  in  the  metropolitan  New 
York  area  have  been  circularized  by  a medical 
indemnity  plan  called  “Family  Medical  Plan’’ 
inviting  them  to  serve  as  panel  doctors;  and 

Whereas,  this  is  a closed  panel  plan  in  which 
the  patient  is  entitled  to  receive  medical  care 
only  from  doctors  enrolled  in  the  plan;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  gone  on  record  in  the  past  as  being 
opposed  to  closed  panel  medical  care  plans;  now 
therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  withhold  its  approval  from  the 
“Family  Medical  Plan.’’ 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — A. 

Section  42  (See  122)  Resolution  61-5 

Listing;  of  All  Accredited  Hospitals  in  the 
Medical  Directory  of  Netv  Y ork  State 

Introduced  by  Medical  Society  of  the  County 
OF  Queens 

Whereas,  the  Medical  Directory  of  New  York 
State,  an  official  publication  of  the  Medical  Society 
of  the  State  of  New  York,  lists  the  names  of 
physicians  who  are  licensed  by  and  either  reside 
or  practice  medicine  in  the  State  of  New  York 
with,  among  other  data,  their  medical  staff  and 
research  a[)pointments  in  voluntary,  municipal. 
State,  and  Federal  hospitals,  with  official  titles; 
and 

Whereas,  the  Medical  Directory  also  lists 
voluntary,  municipal.  State,  and  Federal  hospi- 
tals, as  well  as  certain  clinics  and  health  centers 
in  the  State  of  New  York;  and 

Whereas,  the  Medical  Directory  omits  under 
the  heading  “hospitals’’  the  listing  of  many  ac- 
credited hospitals  in  the  State  of  New  York;  and 

Whereas,  the  Medical  Directory  further  omits 
the  listing  of  affiliations  of  physicians  with  pres- 
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ently  unlisted  accredited  hospitals;  and 

Whereas,  large  numbers  of  physicians  j)er- 
form  many  vital  services  for  the  public  in  ac- 
credited hospitals  which  are  now  not  listed  in  the. 
Medical  Director]/  but  which  are  full}'  accredited 
and  recognized  as  playing  an  essential  role  in  the 
medical  care  of  residents  of  the  State  of  New 
York;  and 

Whereas,  the  Medical  Directory  is  widely  used 
by  physicians  and  patients  as  a source  of  refer- 
ence in  which  to  find  data  relating  to  the  training 
and  affiliations  of  the  practicing  ph}'sicians  of  the 
State,  as  well  as  officially  accredited  hospitals 
within  the  State;  and 

Whereas,  the  Medical  Directory  can  best  serve 
the  purpose  for  which  it  is  published  by  being  as 
complete  as  possible;  now  therefore  be  it  hereby 
Resolved,  that  the  Medical  Directory  of  New  York 
State  list  all  hospitals  in  the  State  of  New  York 
which  are  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals;  and  be  it  further 
Resolved,  that  active  staff  members  of  all 
accredited  hospitals  be  listed  under  the  hospital 
headings. 

Referred  to  Reference  Committee  on  Medical 
Communication. 

Section  43  (See  216)  Resolution  61-6 

County  Medical  Society  Assistance  in 
Accreditation  of  Hospitals 

Introduced  by  Medical  Society  of  the  County 
OF  Queens 

Whereas,  a representative  from  a national 
organization  such  as  the  Joint  Commission  on 
Accreditation  of  Hospitals  cannot  acquire  suffi- 
cient information  concerning  a hospital  and  its 
staff  from  a .short,  cunsory  inspection;  and 

Whereas,  a county  medical  society  is  in  the 
position  of  providing  specific  and  accurate  infor- 
mation on  both  hospital  and  staff  to  the  Joint 
Commission;  and 

Whereas,  it  would  be  in  the  interest  of  the 
patient  and  the  community  for  the  Joint  Com- 
mission to  seek  consultation  from  the  local 
county  medical  society;  and 

Whereas,  some  of  the  factors  to  be  considered 
by  the  local  county  medical  society  could  be 
experience  on  hospital  utilization,  establishment 
of  a bona  fide  tissue  committee  and  record  com- 
mittee, and  the  presence  of  a qualified  visiting 
staff  and  house  staff ; and 

Whereas,  the  information  obtained  by  the 
county  medical  .society  could  be  forwarded  to  the 
Joint  Commission  through  the  channels  of  the 
Medical  Society  of  the  State  of  New  York;  now 
therefore  be  it  hereby 

Resolved,  that  this  House  of  Delegates  recom- 
mend to  the  Joint  Commission  on  Accreditation 


of  Hospitals  that  they  consult  with  the  local 
count}'  medical  society  on  matters  of  accredita- 
tion. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — B. 

Section  44  (See  198)  Resolution  61-7 

Social  Security  for  Rhysicians 

Introduced  by  Medical  Society  of  the  County 
OF  Albany 

Whereas,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  has  at 
previous  meetings  supported  Social  Security  for 
physicians;  and 

Whereas,  members  of  the  House  of  Delegates 
of  the  American  Medical  Association  have  con- 
tinued to  oppose  Social  Security  coverage  at  its 
annual  and  clinical  meetings;  and 

Whereas,  Congress  has  been  reluctant  to  en- 
act a law  to  include  physicians  under  Social 
Security  in  view  of  the  A.M.A.  House  of  Dele- 
gates’ opposition  to  such  legislation;  and 

Whereas,  physicians  and  their  families  are  the 
only  professional  group  in  the  nation  that  is  de- 
prived of  the  protection  and  benefits  of  the  Social 
Security  program;  and 

Whereas,  the  great  majority  of  the  physicians 
of  the  Medical  Society  of  the  State  of  New  York 
are  still  very  actively  in  favor  of  and  support 
Social  Security  for  physicians;  now  therefore 
be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  reaffirm 
its  support  of  Social  Security  for  physicians;  and 
be  it  further 

Resolved,  that  the  New  York  State  delegates 
to  the  American  Medical  Association  be  in- 
structed to  reintroduce  a resolution  in  support  of 
Social  Security  for  physicians;  and  be  it  further 

Resolved,  that  all  elected  members  of  the 
American  Medical  Association’s  House  of  Dele- 
gates from  New  York  State  be  bound  to  vote  for 
Social  Security  coverage  at  the  A.M.A.’s  national 
meetings. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — A. 

Section  46  (See  ISO)  Resolution  61-8 

Membership  of  Planning  Committee 

Introduced  by  Louis  H.  Bauer,  M.D.,  Past- 
President 

Whereas,  the  Planning  Committee  was  created 
in  1943  for  the  purpose  of  long-range  appraisal 
of  the  aims  and  objectives  of  the  Medical  Society 
of  the  State  of  New  York;  and 

Whereas,  at  the  present  time  each  district 
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branch  appoints  one  member  to  the  Planning 
Committee  who  may  or  may  not  have  had  prior 
experience  as  an  officer,  trustee,  or  councillor  of 
the  Society;  and 

Whereas,  at  the  present  time  there  are  no 
past  or  present  officers  or  trustees  on  the  com- 
mittee, with  the  exception  of  ex-officio  members, 
and  only  two  councillors  on  the  committee;  and 
Whereas,  there  are,  among  past-presidents  of 
the  Society,  individuals  with  a large  store  of 
experience  who  have  endeavored  during  their 
terms  of  office  to  better  the  Society;  now  there- 
fore be  it  hereby 

Resolved,  that  hereafter  the  membership  of  the 
Planning  Committee  shall  each  year  bo  composed 
of  the  five  most  recent  past-presidents  and  two 
members-at-large  who  shall  be  appointed  by  the 
jjresident  for  a term  of  one  year  with  the  advice 
and  consent  of  the  Council;  and  be  it  further 
Resolved,  that  the  president,  president-elect, 
secretary,  treasurer,  and  speaker  of  the  House  b(> 
ex-officio  members  of  the  Planning  Committee 
without  vote;  and  be  it  further 

Resolved,  that  the  senior  past-president  shall 
be  chairman  of  the  committee  for  the  ensuing 
year. 

Referred  to  Reference  Committee  on  Organization 
and  Policies. 

Section  46  {See  197)  Resolution  (il-9 

Blue  Cross  Payment  for  Outpatient  Sendees 

Introduced  by  Medical  Society  of  the  County 
OF  Albany 

Whereas,  the  Associated  Hospital  Service  of 
the  Capitol  District,  Inc.,  has  inauguratc^d  a 
policy  of  paying  ho.spitals  for  certain  outiratient 
.services  rendered  its  subscribers;  and 

Whereas,  such  a policy  encourages  the  growth 
of  the  corporate  practice  of  medicine  by  hospitals 
and  gives  these  hospitals  a monopoly  on  furnish- 
ing these  services  to  the  subscribers;  and 

Whereas,  hospital  facilities  would  be  inade- 
quate to  permit  all  Blue  Cro.ss  subscribers  to 
receive  these  services ; and 

Whereas,  these  outpatient  .services  should 
more  properly  be  done  by  the  practicing  physicians 
of  the  community;  now  therefore  be  it  hereby 
Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  go  on 
record  as  approving  the  initiation  of  legislation 
which  would  require  payment  by  the  Associated 
Hospital  Service  of  the  Capitol  District,  Inc.,  for 
these  services  by  whomever  rendered;  and  be  it 
further 

Resolved,  that  the  Council  Committee  on  Legis- 
lation take  whatever  measures  seem  feasible  to 
attempt  to  have  such  legislation  introduced  in  the 
forthcoming  session  of  the  New  York  State  Legis- 


lature. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — A. 

Section  47  {See  142)  Resolution  61-10 

Determination  of  Relationship  Between 
Doctors  of  Medicine  and  Doctors  of  Osteopathy 

Introduced  by  Medical  Society  of  the  County 
OF  Erie 

Whereas,  this  House  of  Delegates  last  con- 
sidered the  status  of  doctors  of  medicine  in  rela- 
tion to  doctors  of  osteopathy  in  1 954 ; and 

WHEREA.S,  since  that  time,  that  is,  on  August 
26,  1959,  the  American  Hospital  Association 
amended  its  rules  to  permit  the  listing  of  hospitals 
with  osteopaths  on  their  staffs,  jiroviding  their 
work  is  under  the  supervision  of  doctors  of 
medicine;  and 

Whereas,  on  September  17,  1960,  the  Joint 
Commission  on  Accreditation  of  Ho.spitals  voted 
to  survey  hospitals  listed  by  the  American 
Hospital  A.ssociation  including  those  having  osteo- 
paths on  their  staffs;  and 

Whereas,  osteopathic  physicians  licensed  as 
l)hysicians  and  surgeons  in  New  York  State  are 
required  to  complete  a course  of  study  comparable 
to  that  of  doctors  of  medicine  and  to  pass  the 
same  State  examinations  for  licensure  as  are 
taken  by  doctors  of  medicine;  and 

Whereas,  osteopathic  physicians  in  New  York 
State  are  pi'rmitted  to  participate  in  the  treat- 
ment of  workmen’s  compensation  cases  and  Blue 
Shield  subscribers  to  the  same  extent  as  doctors 
of  medicine;  and 

Whereas,  the  situation  that  exists  in  New  York 
State  with  respect  to  doctors  of  osteopathy  as 
aforesaid  makes  it  advisable  and  desirable  that 
the  relationship  of  doctors  of  medicine  to  doctors 
of  osteopathy  be  a matter  for  determination  by 
the  various  state  medical  societies  and  not  by  the 
American  Medical  Association;  now  therefore  be 
it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  approve 
the  principle  that  the  relationship  of  doctors  of 
medicine  to  doctors  of  osteopathy  be  a matter  for 
determination  by  the  various  state  medical 
societies  and  not  by  the  American  Medical  As- 
sociation ; and  be  it  further 

Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  introduce 
this  resolution  at  the  next  meeting  of  the  dele- 
gates of  the  American  Medical  Association. 

Referred  to  Reference  Committee  on  Miscel- 
laneous Business. 
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Section  4S  (See  227)  Resolution  61-11 

Exemption  of  Physicians  from  Employment 
Protection  Under  Civil  Service  Law 

Introd»iced  by  Broome  County  Medicau  Society 

Whereas,  physicians  employed  under  the 
Municipal  Law  in  the  State  of  New  York  are 
protected  fully  by  the  Civil  Service  Law;  and 

Whereas,  this  law  requires  a public  hearing 
in  the  event  these  physicians  are  disciplined  or 
discharged  from  employment;  and 

Whereas,  this  procedure  may  violate  the 
privileged  communication  existing  between  physi- 
cians and  patients  and  makes  public  information 
of  medical  facts  and  situations  not  to  the  best 
interest  of  the  patient  or  physician ; and 

Whereas,  physicians  do  not  need  the  employ- 
ment protection  offered  to  nonprofessional  in- 
dividuals by  the  Civil  Service  Law;  now  therefore 
be  it  hereby 

Resolved,  that  the  House  of  Delegates  instruct 
the  appropriate  committee  to  seek  legislation  which 
would  place  in  an  exempt  class  physicians  ordi- 
narily protected  by  the  Civil  Service  Law. 

Referred  to  Reference  Committee  on  Legislation 
and  Legal  Matters. 

Section  49  (See  200)  Resolution  61-12 

Nonservice-Connected  Cases  in  Veterans 
Atl ministration  Hospitals 

Introduced  by  Cayuga  County  Medical  Society 

Whereas,  Public  Law  86-639  provides  out- 
patient care  incident  to  authorized  hospital  care 
in  Veterans  Administration  hospitals  for  certain 
veterans  with  nonservice-connected  disabilities; 
and 

Whereas,  the  restriction  of  treatment  of  non- 
service-connected  disabilities  to  those  patients 
who  are  actually  financially  distressed  has  been 
ineffective;  and 

Whereas,  the  patient  would  be  best  served 
by  the  local  physician  in  terms  of  intimate  knowl- 
edge of  the  patient  in  his  own  environment  and 
in  his  own  physician’s  office  and  local  hospital; 
and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  objects  strongly  to  any  provision  of 
law  which  would  conflict  with  the  doctor-patient 
relationship;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  request  the  Veterans  Administra- 
tion to  observe  strictly  the  regulations  concerning 
eligibility  for  treatment  of  nonservice-connected 
disabilities. 

Referred  to  Reference  (^ommittee  on  Commission 
on  Medical  Services — A. 


Section  50  (See  228)  Resolution  61-13 

Food  and  Drug  Administration  Control  of  New 
Drugs 

Introduced  by  Medical  Society  of  the  County 
OF  Tompkins 

Whereas,  a special  National  Academy  of 
Sciences  committee  advisory  to  the  Secretary  of 
Health,  Education,  and  Welfare,  composed  of  C. 
Phillip  Miller,  M.D.,  professor  of  medicine. 
University  of  Chicago,  chairman;  John  H. 
Dingle,  M.D.,  professor  of  preventive  medicine, 
Western  Reserve  University;  Maxwell  Finland, 
M.D.,  associate  professor  of  medicine.  Harvard 
Medical  School;  Colin  M.  MacLeod,  M.D., 
professor  of  medicine,  New  York  University; 
Karl  F.  Mayer,  M.D.,  director  emeritus,  George 
Williams  Hooper  Foundation,  University  of 
California  Medical  Center,  San  Francisco;  John 
R.  Paul,  M.D.,  professor  of  preventive  medicine, 
Yale  University;  Carl  F.  Schmidt,  M.D.,  pro- 
fessor of  pharmacology.  University  of  Pennsyl- 
vania; and  Wesley  W.  Spink,  M.D.,  professor 
of  medicine.  University  of  Minnesota,  has  re- 
viewed the  policies  and  procedures  of  the  Food 
and  Drug  Administration  concerning  the  accept- 
ance and  certification  of  new  drugs;  and 

Whereas,  this  committee  has  recommended: 
(a)  that  the  Food  and  Drug  Administration 
should  be  given  statutory  authority  to  require 
proof  of  the  efficacy,  as  well  as  the  safety,  of  all 
new  drugs,  (h)  that  the  Food  and  Drug  Adminis- 
tration be  authorized  to  carry  on  continuous  in- 
spection of  drug  factories  to  guarantee  compli- 
ance with  quality  standards  before  marketing, 
and  (c)  that  several  other  procedures  be  instituted 
with  the  purpose  of  safeguarding  the  public 
health  with  regard  to  drug  therapy;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  believes  that  these  recommendations 
are  sound  and  urgent;  now  therefore  be  it  hereby 
Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  endorse  these  recommendations 
and  urge  that  the  Congress  of  the  United  States 
adopt  legislation  to  enact  them  into  law;  and  be 
it  further 

Resolved,  that  a copy  of  this  resolution  be  sent 
to  United  States  Senators  Jacob  Javits  and 
Kenneth  F.  Keating;  and  be  it  further 

Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  House  of 
Delegates  of  the  American  Medical  Association 
be  instructed  to  introduce  this  resolution  into  the 
House  of  Delegates  of  the  American  Medical 
Association  in  June,  1961. 

Referred  to  Reference  Committee  on  Legislation 
and  Legal  Matters. 
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Section  61  (See  216)  Resolution  61-14 

Use  of  General  Practitioners  as 
Assistants  at  Operations 

Introduced  by  Medical  Society  of  the  County 
OF  Queens 

Whereas,  a voluntary  hospital  is  now  training 
technicians  to  serve  as  second  assistants  at  opera- 
tions; and 

Whereas,  voluntary  hospitals  have  been  cur- 
tailing the  privileges  of  general  practitioners,  in- 
cluding their  assisting  at  operations;  and 

Whereas,  general  practitioners,  through  train- 
ing and  experience,  can  better  serve  the  patient, 
the  surgeon,  and  the  hospital  by  assisting  at 
operations;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  recommend  that  only  doctors  of 
medicine  be  permitted  to  serve  as  assistants  at 
operations;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  go  on  record  as  urging  that  the 
privilege  of  assisting  at  operations  on  their  own 
patients  be  restored  to  the  general  practitioner 
on  the  staffs  of  the  hospitals  in  the  State  of  New 
York;  and  be  it  further 

Resolved,  that  copies  of  this  resolution  be  sent 
to  the  boards  of  trustees  of  the  hospitals  in  the 
State  of  New  York. 

Referred  to  Reference  Committee  on  Commis- 
sion on  Medical  Services — B. 

Section  62  (See  172,  219)  Resolution  61-15 

Improved  Procedures  for  School  Physical 
Examinations 

Introduced  by  Medical  Society  of  the  County 
OF  Madison 

Whereas,  under  the  present  laws  of  the  State 
of  New  York,  every  child  of  school  ago  is  required 
to  have  a physical  examination  once  during  each 
school  year;  and 

Whereas,  the  number  of  children  of  school  age 
throughout  the  State  of  New  York  has  increased 
greatly  over  the  past  twent3'-6ve  years;  and 

Whereas,  the  present  annual  inspection  does 
not  fulfill  the  educational  and  medical  value  of  a 
periodic,  thorough  health  examination;  now 
therefore  be  it  horebj- 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  en- 
dorse the  following  recommendations: 

1.  That  all  children  of  school  age  be  given  a 
complete  and  thorough  physical  examination 
every  fourth  year  and  that  complete  and  adequate 
records  be  kept,  such  examinations  to  be  required 
in  the  first,  fourth,  eighth,  and  twelfth  school 
grades; 

2.  That  every  child  examined  during  the 


twelfth  grade  be  given  a complete  and  thorough 
physical  examination  to  include  all  required 
laboratory  and  x-ray  examinations  to  satisfy 
the  entrance  requirements  to  schools  of  higher 
education; 

3.  That  every  child  be  given  a complete  and 
thorough  physical  examination  on  admittance  to 
school  and  on  transfer  from  one  school  to  another; 

4.  That  each  and  every  child  of  school  age 
be  given  a complete  and  thorough  physical  ex- 
amination before  being  allowed  to  participate  in 
any  competitive  sport; 

5.  That  the  State  Education  Department  and 
the  local  school  boards  be  requested  to  remunerate 
adequately  the  school  physicians  for  their  school 
medical  services  on  some  basis  other  than  the 
number  of  school  medical  examinations  per- 
formed; and  be  it  further 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  instruct 
the  appropriate  committee  to  seek  legislation 
that  would  enact  these  recommendations  into 
law. 

Referred  to  Reference  Committee  on  Public 
Health  and  Education. 

Section  63  (See  201)  Resolution  61-16 

Payments  to  Physicians  in  Insurance  Cases 

Introduced  by  Medical  Society  of  the  County 
OF  Oneida 

Whereas,  many  physicians  who  treat  patients 
who  carry  insurance  coverage  or  are  eligible  for 
coverage  by  carriers  of  liability  insurance,  as  a 
result  of  an  injury  brought  about  by  the  negligence 
of  another,  frequently  are  deprived  of  their  just 
compensation  because  of  the  direct  payment  by 
the  carrier  to  the  patient  who  then  neglects  to 
pa}'  the  phj’sician ; and 

Whereas,  an  attorne}'  who  negotiates  a settle- 
ment or  wins  a verdict  or  award  on  behalf  of  a 
client  frequentl}'  turns  over  the  amount  he  re- 
ceives for  his  client  less  his  own  fee  and  expenses, 
without  making  provision  for  the  paj'ment  of  the 
physician;  and 

Whereas,  carriers  of  property  liability  insur- 
ance, such  as  automobile  collision  insurance, 
after  authorizing  the  repair  of  the  damaged  car 
or  property,  pay  the  bill  with  a check  on  which 
they  make  the  garage  that  repairs  the  car  or 
property  and  the  owner  of  the  car  joint  paj'ees, 
so  as  to  protect  the  garage  and  the  carrier  from 
the  unscrupulous  conversion  of  the  proceeds  by 
the  owner  of  the  car;  and 

Whereas,  some  carriers  and  attorneys,  on 
their  own,  make  the  insured  and  the  physician 
joint  payees  on  a check  for  the  amount  of  the 
physician’s  bill,  so  as  to  protect  the  phj'sician; 
now  therefore  be  it  hereby 
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Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  take  immediate  steps  to  obtain  an 
agreement  from  all  carriers  concerned  with 
medical  and  surgical  coverage  that  they  protect 
the  physician  from  unscrupulous  patients  by 
joining  the  physician’s  and  patient’s  names  as 
payees  on  any  check  paid  for  medical  and  surgical 
services;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  through  its  liaison  with  the  State 
Bar  Association,  obtain  a similar  agreement  from 
the  legal  profession  that  will  make  it  mandatory 
for  attorneys  to  protect  the  physician  by  joining 
the  name  of  the  physician  and  the  client  as  payees 
on  his  check  for  medical  services  rendered  in  the 
case;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  assure  the  Bar  Association  and  the 
carriers  of  the  cooperation  of  the  medical  profes- 
sion in  submitting  prompt  reports  and  statements 
when  requested  in  these  cases  and  in  the  use  of 
county  society  level  grievance  machinery  in  those 
cases  where  the  amount  of  a bill  may  be  in  dispute, 
in  return  for  their  cooperation  in  providing  protec- 
tion to  the  physician  bj'  adding  his  name  as  co- 
payee with  the  claimant  on  checks  issued  to  pay 
for  medical  and  surgical  services. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — A. 

Section  54  (See  229)  Resolution  61-17 

Difficulties  in  Obtaining  Enactment  of 
Physicians’  Lien  Law 

Introduced  by  Medical  Society  of  the  County 
OF  Oneida 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  proposed  the  enactment  of  a physi- 
cians’ lien  law  in  the  1960  session  of  the  Legislature 
but  failed  in  its  purpose  because  of  the  opposition 
of  the  Empire  State  Chamber  of  Commerce  and 
the  insurance  carriers;  and 

Whereas,  the  reasons  offered  by  the  opponents 
of  the  physicians’  lien  related  to  their  difficulty  in 
obtaining  acceptable  grievance  machinery  from 
the  local  medical  societies  relative  to  physicians' 
fees  in  liability  cases;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  presented  a revised  form  of  the 
physicians’  lien  in  1961  in  which  adequate  safe- 
guards were  included  as  to  maximum  fees  in 
liability  cases,  limited  to  twice  the  Workmen’s 
Compensation  fee  schedule  rate  for  the  same 
procedures,  and  offering  grievance  machinery  re- 
quested by  the  carriers;  and 

Whereas,  the  carriers  again  successfully  op- 
posed the  enactment  of  the  physicians’  lien  law 
but  this  time  admitted  in  conferences  that  their 
real  objection  to  the  lien  is  their  fear  that  simple, 


direct  settlements  with  claimants  without  physi- 
cians’ or  lawyers’  liens  attached  would  be  pre- 
vented by  the  attachment  of  a physicians’  lien; 
and 

Whereas,  the  attitude  of  the  carriers  in  this 
regard  is  cynical,  unethical,  inimical  to  the  best 
interest  of  the  public,  overbearing,  and  in  total 
disregard  of  the  rights  of  an  injured  person  to  be 
treated  properly  and  promptly  by  a physician 
and  to  receive  advice  as  to  his  legal  rights  before 
being  high-pressured  into  an  “agreement”  and  a 
“release”  for  a mere  fraction  of  his  anticipated 
costs  for  medical  services,  his  length  of  disability 
and  absence  from  work,  and  his  just  payment  for 
pain  and  suffering;  now  therefore  be  it  hereby 
Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  publicly  express  its  disgust  and 
amazement  at  the  cynical  attitude  of  the  liability 
carriers  whose  greed  for  an  easy  and  cheap  settle- 
ment of  a just  claim  blinds  them  completely  to 
the  fair  and  judicial  consideration  of  the  legal 
rights  of  an  injured  person  in  a manner  that  is 
contrary  to  all  conscience  and  morals  and  is 
against  public  policy;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  develop  a firm  and  aggressive  atti- 
tude on  the  subject  of  the  physicians’  lien,  and, 
through  study  and  consideration  by  this  House 
of  Delegates  and  the  Council,  develop  a positive 
attitude  and  approach  toward  the  development 
of  public  sentiment  against  “rushed  releases”  in 
liability  cases  and  a favorable  atmosphere  toward 
the  physicians’  lien ; and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  through  its  liaison  committee  with 
the  State  Bar  Association,  hold  conferences  with 
the  Bar  Association  on  the  subject  of  the  physi- 
cians’ lien  in  order  to  obtain  their  understanding 
and  support  before  the  next  session  of  the  State 
Legislature. 

Referred  to  Reference  Committee  on  Legislation 
and  Legal  Matters. 

Section  h5  (See  230)  Resolution  61-18 

Medical  School  Scholarships 

Introduced  by  Onondaga  County  Medical 
Society 

Whereas,  there  are  currently  61  communities 
in  the  State  of  New  York  requiring  the  services 
of  a general  practitioner;  and 

Whereas,  the  needs  of  these  communities  can 
best  be  served  only  by  general  practitioners;  and 
Whereas,  the  dininishing  ranks  of  general 
practitioners  have  contributed  to  this  phj'sician 
shortage  for  the  people  of  the  State  of  New 
York;  and 

Whereas,  a lack  of  ph3'sicians  in  communities 
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requiring  them  can  be  a contributing  factor  to 
poor  relations  between  organized  medicine  and 
the  general  public;  now  therefore  be  it  hereby 
Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  in  order  to  correct  the  shortage  of 
general  practitioners,  introduce  legislation  at 
the  1962  session  of  the  State  I^egislature  to  provide 
that  the  State  of  New  York  will  provide  the  funds 
for  the  award  of  adequate  medical  school  scholar- 
ships annually,  said  scholarships  to  contain  the 
proviso  that  the  recipients  of  same  will  be  required 
to  spend  a certain  number  of  years  (to  be  deter- 
mined) in  general  practice  in  a rural  community 
in  New  York  State  on  completion  of  the  medical 
student’s  training  and  military  service. 

Referred  to  Reference  Committee  on  Legislation 
and  Legal  Matters. 

Section  66  (See  162)  Resolution  61-19 

Establishment  of  Departments  of  General 
Practice  in  Medical  Schools 

Introduced  by  Medical  Societt  op  the  County 
OF  Herkimer 

Whereas,  the  number  of  physicians  engaged 
in  the  general  practice  of  medicine  as  “family 
physicians”  in  upstate  New  York  is  at  present  less 
than  one  half  the  number  engaged  in  that  type  of 
practice  less  than  twenty  years  ago;  and 

Whereas,  this  type  of  practice  is  the  only  t}q)e 
in  which  most  physicians  are  engaged  in  com- 
munities of  less  than  12,000  population,  and  con- 
sequently there  has  been  a decrease  of  approxi- 
mately one  half  of  the  number  of  physicians 
practicing  in  these  communities  during  the  same 
period;  and 

Whereas,  surveys  of  graduating  classes  of 
medical  schools  for  the  past  few  years  have  shown 
that  upwards  of  90  per  cent  of  the  graduates  in- 
tend to  become  specialists,  and  therefore,  the 
projection  of  these  data  to  the  smaller  communities 
shows  that  the  point  at  which  practically  no 
medical  care  will  be  available  to  these  communities 
is  only  a decade  or  so  away;  and 

Whereas,  the  only  place  at  which  this  trend 
can  be  corrected  is  in  the  medical  schools;  now 
therefore  be  it  hereby 

Resolved,  that  the  deans  of  all  medical  schools 
in  New  York  State  be  contacted  by  a committee 
designated  by  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  with  the  sole  purpose 
of  forcefully  requiring  that  departments  of  gen- 
eral practice  be  instituted  in  these  schools  and 
that  a definite  effort  be  made  to  promote  the 
graduation  of  physicians  who  will  become  dedi- 
cated “family  physicians.” 

Referred  to  Reference  Committee  on  Public 
Health  and  Education. 


Section  67  (See  2S1)  Resolution  61-20 

Proposed  Amendment  to  Social  Welfare  Law  in 
Relation  to  Medical  Assistance  to  Aged 

Introduced  by  Ontario  County  Medical  Society 

Whereas,  the  Ontario  County  Medical  Society 
has  supported  the  program  known  as  the  Kerr- 
Mills  Medical  Aid  for  the  Aged;  and 

Whereas,  the  implementation  of  this  legisla- 
tion in  the  State  of  New  York  is  to  be  under  the 
Metcalf-McCloskey  Bill  already  enacted;  and 
Whereas,  the  support  of  the  entire  Medical 
Society  of  the  State  of  New  York  is  anticipated 
to  carry  out  the  principles  of  this  legislation;  and 
Whereas,  the  administration  of  this  bill  is  to 
be  under  the  jurisdiction  of  the  local  welfare 
offices;  and 

Whereas,  the  rates  of  compensation  in  the 
various  counties  differ;  now  therefore  be  it  hereby 
Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  use  its  efforts  in  recommending  to 
the  State  Legislature  that  compensation  for 
services  rendered  by  physicians  under  the  Met- 
calf-McCloskey Bill  be  uniform  throughout  the 
State  at  the  level  already  recommended  by  the 
State  Department  of  Social  Welfare  (Book  V 
Schedule)  for  care  rendered  to  welfare  recipients. 

Referred  to  Reference  Committee  on  Legislation 
and  Legal  Matters. 

Section  68  (See  196)  Resolution  61-21 

Coinsurance  Provision  in  Hospital  Insurance 
Plans 

Introduced  by  Richmond  County  Medical 
Society 

Whereas,  the  overcrowding  of  the  voluntary 
and  proprietary  hospitals  is  a public  health  prob- 
lem of  the  first  magnitude;  and 

Whereas,  four  parties  are  directly  involved  in 
this  problem,  to  wit:  the  patient,  the  insurance 
carrier,  the  hospital,  and  the  phj^sician ; and 
Whereas,  many  insurance  policies,  as  now 
issued,  make  it  economically  advantageous  for 
patients  to  seek  admission  to  hospitals  and  to 
remain  longer  than  medically  necessary;  and 
Whereas,  the  principle  of  deductible  and/or 
coinsurance  has  been  used  in  many  different 
fields  of  insurance  and  has  tended  to  reduce  or 
even  abolish  overutilization  of  insurance  benefits; 
and 

Whereas,  the  adoption  of  this  principle  in 
insurance  plans  could  thus  lower  the  costs  of  such 
insurance  for  those  subscribers  who  do  not  need 
hospitalization;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  endorse  the  initiation  of  a deductible 
and/or  coinsurance  provision  in  all  hospital  in- 
surance plans  whereby  the  patient  is  charged  a 
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moderate  lump  sum  as  a deductible  amount  for  a 
hospital  stay  or  a modest  but  significant  sum  for 
each  hospital  day  as  coinsurance;  and  be  it  fur- 
ther 

Resolved,  that  a copy  of  this  resolution  be  for- 
warded to  the  State  Commissioner  of  Insurance 
urging  that  he  consult  with  whomever  necessary 
on  the  feasibility  of  and  the  method  for  implemen- 
tation of  this  resolution. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — A. 

Section  59  {See  202)  Resolution  61-22 

Prescriptions  for  Welfare  Patients 

Introduced  by  Medical  Society  of  the  County 
OF  Ulster 

Whereas,  the  recent  mandate  of  the  New 
York  State  Department  of  Social  WeKare  desig- 
nating the  specific  illnesses  for  which  vitamins 
may  be  prescribed  for  welfare  patients  constitutes 
an  act  which  clearly  is  reserved  for  the  practice  of 
medicine;  and 

Whereas,  such  acts  are  by  law  permitted  only 
by  those  graduates  of  accredited  medical  schools 
who  are  licensed  to  practice  medicine  in  the  State 
of  New  York;  now  therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  request 
the  New  York  State  Department  of  Social  Wel- 
fare to  rescind  the  aforementioned  mandate  and, 
through  its  several  county  welfare  departments, 
to  assign  control  of  alleged  abuses  of  welfare 
regulations  to  the  governing  bodies  of  the  several 
county  medical  societies. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — A. 

Section  60  {See  198)  Resolution  61-23 

Social  Security  Benefits  for  Physicians 

Introduced  by  Medical  Society  of  the  County 
OF  Erie 

Whereas,  the  New  York  State  delegates  to 
the  American  Medical  Association  as  instructed 
by  this  House  of  Delegates  have  made  every 
effort  to  put  the  American  Medical  Association 
on  record  as  being  in  favor  of  Social  Security  for 
physicians  on  a compulsory  basis  but  without 
success;  and 

Whereas,  most  of  the  members  of  the  Medical 
Society  of  the  State  of  New  York  still  favor  the 
inclusion  of  physicians  in  Social  Security  on  a 
compul.sory  basis;  now  therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  re- 
affirm its  support  of  Social  Security  for  physicians; 
and  be  it  further 


Resolved,  that  the  New  York  State  delegates 
to  the  American  Medical  Association  be  instructed 
to  ascertain  the  present  position  of  the  House  of 
Delegates  of  the  American  Medical  Association  on 
Social  Security  for  physicians  by  again  causing 
the  introduction  of  a resolution  on  this  subject. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — A. 

Section  61  {See  165,  156)  Resolution  61-24 

Oral  Prescription  of  Class  B Narcotic 
Compounds 

Introduced  by  Medical  Society  of  the  County 
OF  Erie 

Whereas,  in  September,  1955,  the  Federal 
Bureau  of  Narcotics  under  power  vested  in  it  by 
the  Congress  of  the  United  States  issued  a list  of 
nonhabit-forming  narcotic  compounds  designated 
as  Class  B drugs  that  can  be  dispensed  pursuant 
to  oral  or  telephone  prescription;  and 

Whereas,  the  said  list  of  Class  B drugs,  a copy 
of  which  is  attached  hereto,  in  the  main  includes 
Empirin  Compound  with  codeine,  Coricidin  with 
codeine,  Robitussin  with  dihydrocodeinone,  and 
many  other  such  combinations  commonlj'-  used  for 
treatment  of  coughs,  minor  pain,  and  various 
discomforts  requiring  the  pain-relieving  effects 
of  combinations  containing  codeine;  and 
Whereas,  most  of  the  states  have  brought  their 
narcotic  laws  into  conformity  with  the  Federal 
law  by  legalizing  the  telephone  or  oral  prescription 
of  said  Class  B drugs;  and 

Whereas,  the  Narcotic  Drug  Control  Act  of 
Neiv  York  State  still  makes  it  unlawful  for  said 
Class  B drugs  to  be  dispensed  unless  the  physician 
is  at  the  patient’s  side  and  in  a position  to  leave 
a written  prescription  with  the  patient;  and 
Whereas,  the  New  York  State  requirement 
that  the  physician  who  prescribes  said  Class  B 
drugs  must  be  in  actual  physical  attendance  on 
the  patient  works  an  unnecessar}^  hardship  on 
both  physician  and  patient;  and 

Whereas,  it  is  highly  desirable  that  a change 
be  effected  in  our  State  narcotic  law  permitting 
said  Class  B drugs  to  be  dispensed  on  oral  pre- 
scription provided  a written  prescription  is  in 
the  hands  of  the  pharmacist  not  later  than 
seventy-two  hours  after  such  dispensing;  now 
therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  favoring  the 
01  al  prescription  of  said  Class  B drugs  provided  a 
written  prescription  is  in  the  hands  of  the  phar- 
macist not  later  than  seventy-two  hours  after  the 
said  drugs  are  dispensed ; and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  confer  with  other  interested  parties 
to  the  end  that  legislation  be  introduced  ef- 
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fectuating  the  iutent  of  this  resolution. 

(See  attached  for  information  on  Class  B 
narcotic  drugs.) 

Referred  to  Reference  Committee  on  Public 
Health  and  Education. 

Information  on  Class  B (Oral  Prescription) 
Narcotic  Drug  (Authorized  for  “Oral  Prescrip- 
tion”) 

1.  Isoquinoline  alkaloids  of  opium,  or  any  of 
their  salts,  alone  or  in  combination  with  other 
active  non-narcotic  medicinal  ingredients;  (a) 
Narcotine,  (i>)  Papaverine,  (c)  Cotarnine,  (d) 
Narceine,  (e)  Maconin. 

2.  Apomorphine  or  an}-^  of  its  salts,  alone  or  in 
combination  with  other  active  non-narcotic  me- 
dicinal ingredients. 

3.  A-allyl-normorphine  or  any  of  its  salts,  alone 
or  in  combination  with  other  active  non-narcotic 
medicinal  ingredients  (Nalline,  etc.). 

4.  (a)  Compounds  of  methylmorphine  (codeine), 
or  any  of  its  salts,  with  equal  or  greater  quantity  of 
isoquinoline  alkaloid  where  codeine  content  does 
not  exceed  8 grains  per  fluid  ounce  or  1 grain  per 
dosage  unit  (Copavin,  etc.). 

(b)  Compounds  with  methylmorphine  (codeine), 
or  any  of  its  salts,  with  one  or  more  active  non- 
narcotic ingredients  in  therapeutic  amounts  where 
codeine  content  does  not  exceed  8 grains  per  fluid 
ounce  or  1 grain  per  dosage  unit  (Codesal,  Cod- 
empiral,  Edrisal  with  Codeine,  etc.). 

5.  (a)  Compounds  of  dihydrocodeinone,  or  any 
of  its  salts,  with  a fourfold  quantity  of  any  iso- 
quinoline alkaloid  where  dihydrocodeinone  content 
does  not  exceed  IVi  grains  per  fluid  ounce  or  Ve 
grain  per  dosage  unit. 

(b)  Compounds  of  dihydrocodeinone,  or  any  of 
its  salts,  with  one  or  more  active  non-narcotic 
ingredients  in  therapeutic  amounts  where  dihydro- 
codeinone content  does  not  exceed  l‘/a  grains  per 
fluid  ounce  or  Vi  grain  per  dosage  unit  (Tussionex, 
etc.). 

6.  Compounds  of  dihydrocodeine,  or  any  of  its 
salts,  with  one  or  more  active  non-narcotic  medicinal 
ingredients  in  therapeutic  amounts  where  the 
dihydrocodeine  does  not  exceed  8 grains  per  fluid 
ounce  or  1 grain  per  dosage  unit. 

7.  Compounds  of  dihydrohydroxycodeinone  (oxy- 
codone, Eucodal,  etc.),  or  any  of  its  salts,  with  one 
or  more  active  non-narcotic  ingredients  in  ther- 
apeutic amounts  where  the  dihydrohydroxyco- 
deinone does  not  exceed  ‘/s  grain  per  fluid  ounce 
or  Vi2  grain  per  dosage  unit. 

8.  Compounds  of  ethylmorphine,  or  any  of  its 
salts,  with  one  or  more  active  non-narcotic  in- 
gredients in  therapeutic  amounts  where  the  ethyl- 
morphine  content  does  not  exceed  !>/«  grains  per 
fluid  ounce  or  */•  grain  per  dosage  unit. 


Section  62  (See  174)  Resolution  61-25 

College  Entrance  Physical  Examination  Forms 

Introduced  by  Medical  Society  of  the  County 
OF  Herkimer 

Whereas,  most  students  applying  to  colleges 
for  entrance  are  required  to  file  a record  with  the 
colleges  of  a physical  examination  accomplished 
by  their  physician  and  on  a form  supplied  by  the 
college;  and 

Whereas,  each  college  form  is  at  variance 
with  the  others  insofar  as  the  data  required  on  the 
furnished  forms;  and 

Whereas,  in  these  days,  because  of  the  in- 
creased numbers  attending  schools  of  higher 
education,  it  has  become  increasingly  diflicult 
for  individuals  to  secure  acceptance  at  a single 
college  of  their  choice  and  they  must,  therefore, 
apply  to  several  colleges  to  insure  their  acceptance 
by  at  least  one;  and 

Whereas,  as  a result  the  physician  of  the 
applicant’s  choice  is  frequently  called  on  to 
complete  numerous  different  physical  examination 
forms  at  various  times  for  the  same  individual 
with  attendant  confusion  and  waste  of  time; 
now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  through  its  Council  contact  the 
registrars  of  the  various  colleges  in  the  State  of 
New  York  with  the  implied  purpose  of  having  a 
standard  form  adopted  by  the  colleges,  such 
form  to  contain  answers  to  the  vital  statistics 
which  are  necessary  to  reference  (for  example, 
weight,  pulse,  and  blood  pressure)  plus  a simple 
statement  of  the  applicant’s  mental  and  physical 
capabiUties  insofar  as  is  required  for  college 
entrance. 

Referred  to  Reference  Committee  on  Public 
Health  and  Education. 

Section  6S  (See  I4S)  Resolution  61-26 

American  Medical  Association  Polls  of 
Membership 

Introduced  by  Medical  Society  of  the  County 
OF  Rockland 

Whereas,  many  national  issues  affecting  the 
practice  of  medicine  and  the  welfare  of  the 
individual  physician  arise  from  time  to  time; 
and 

Whereas,  in  general,  the  American  Medical 
Association  announces  its  stand  on  various  issues 
without  consulting  the  membership  at  large; 
and 

Whereas,  every  member  of  the  American 
Medical  Association  receives  the  Journal  of  the 
American  Medical  Association  each  week;  now 
therefore  be  it  hereby 
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Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  urge  that,  when  an  important 
national  issue  arises,  the  American  Medical 
Association,  before  taking  a stand,  poll  its 
membership  by  means  of  a return  postcard 
included  in  the  Journal  of  the  American  Medical 
Association;  and  be  it  further 

Resolved,  that  the  results  of  these  polls,  although 
not  necessarity  binding  on  the  American  Medical 
Association,  shall  be  printed,  listing  results  by 
states  and  national  totals,  in  the  earliest  possible 
issue  of  the  Journal  of  the  American  Medical 
Association;  and  be  it  further. 

Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  introduce 
this  resolution  in  the  American  Medical  As- 
sociation House  of  Delegates  meeting  in  June, 
1961. 

Referred  to  Reference  Committee  on  Miscel- 
laneous Business. 

Section  64  {See  123)  Resolution  61-27 

Essay  Contest  on  the  Advantages  of  Private 
Medical  Care  or  American  Free  Enterprise 
System  Over  Communism 

Introduced  by  Medical  Society  of  the  County 
OF  Montgomery 

Whereas,  other  state  medical  societies  and 
associations  have  endorsed  the  essay  contest 
for  high  school  students  sponsored  by  the  As- 
sociation of  American  Physicians  and  Surgeons 
(topics:  “The  Advantages  of  Private  Medical 
Care”  or  “The  Advantages  of  the  American 
Free  Enterprise  System  Over  Communism”); 
and 

Whereas,  the  first  national  prize  of  $1,000 
in  1960  was  received  by  a contestant  from  New 
York  State,  and  this  3^ear  essays  were  written  in 
five  upstate  counties ; and 

Whereas,  approval  by  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York 
is  essential  to  the  sponsorship  of  this  contest  by 
the  State  and  county  medical  societies  and 
auxiliaries;  now  therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  go  on 
record  as  approving  this  contest  for  1961-1962 
and  recommend  it  to  the  county  medical  societies 
and  the  woman’s  auxiliaries  for  sponsorship. 

Referred  to  Reference  Committee  on  Medical 
Communication. 

Section  66  {See  232)  Resolution  61-28 

Legislation  to  Permit  Medical  Practitioners  to 
Organize  as  an  Association  for  Tax  Purposes 

Introduced  by  Medical  Society  of  the  County 
OF  Albany 


Whereas,  it  is  the  belief  of  many  members  of  J 
the  Medical  Society  of  the  State  of  New  York  1 
and  other  professional  groups  that  professional  S 
practitioners  do  not  enjoy  ecpial  advantages  and  I 
benefits  under  the  Federal  tax  law  in  respect  to  jl 
their  participation  in  qualified  pension,  profit-  4 v 
sharmg,  or  retirement  plans  or  other  fringe  M ^ 
benefits;  and  H j 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  recognizes  that  manj'  of  its  members  ■ 1 
are  now  practicing  in  groups,  partnerships,  clinics,  ^ 
and  similar  associations;  and  B 

Whereas,  the  Federal  tax  law  contains  pro-  ■ 
visions  permitting  the  taxation  of  certain  kinds  « 
of  associations  as  corporations;  and  J 

Whereas,  a number  of  associations  of  medical  ■ 
doctors  have  successfully  qualified  their  organiza-  I 
tions  to  be  taxed  as  corporations  with  attendant  ^ 
benefits  to  the  doctor-members  thereof  in  the  ^ 
form  of  participation  in  pension  and  retirement  > 
plans;  and 

Whereas,  the  Federal  Internal  Revenue  * 
Service  has  recognized  that  certain  groups  of 
professional  practitioners  may  so  organize  them- 
selves in  associations  taxable  as  corporations  and 
has  promulgated  final  regulations  setting  forth 
the  criteria  for  such  qualification;  and 

Whereas,  such  regulations  of  the  Internal 
Revenue  Service  have  placed  great  weight  on  the 
legal  relationships  existing  between  professional  ^ 
members  of  such  associations  under  local  State  ; 
law  to  the  end  that  partnerships  operating  under  ^ 
the  Uniform  Partnership  Law  have  been  denied  | 
qualification  as  associations  taxable  as  corpora-  I 

tions;  and  .1 

’ I 

Whereas,  in  the  present  state  of  the  law  of  the  . 

State  of  New  York,  groups  of  medical  practitioners  i 
would  appear  to  be  unable  to  meet  the  criteria  of  ( 
the  Internal  Revenue  Service’s  regulations  to  I 
qualEy  an  association  to  be  taxable  as  a corpora-  ^ 
tion;  and 

Whereas,  there  is  interest  among  the  members 
of  the  Medical  Society  of  the  State  of  New  York 
in  exploring  the  possibility  of  whether  or  not  the 
New  York  law  might  be  amended  so  as  to  permit 
groups  of  medical  practitioners  to  qualify  under 
the  regulations  of  the  Internal  Revenue  Service, 
without  loss  of  or  prejudice  to  the  individual  ’ 
professional  standing  and  ethics  of  the  medical  0 • 
profession;  now  therefore  lie  it  herebj^  - 

Resolved,  that  this  House  of  Delegates  approve  a j 
study  by  the  Medical  Society  of  the  State  of  S 
New  York  e.xploring  the  possibility  of  an  amend-  1 
ment  to  the  laws  of  the  State  of  New  York  for  H 
introduction  into  the  1962  session  of  the  New  M 
York  State  Legislature,  for  the  purpose  of  per-  X 
mitting  groups  of  medical  practitioners  so  to  or-  B 
ganize  themselves  as  to  be  qualified  as  an  associa-  B 
tion  taxable  as  a corporation  within  the  criteria  B 
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established  by  the  regulations  of  the  Internal 
Revenue  Service. 

Referred  to  Reference  Committee  on  Legisla- 
tion and  Legal  Matters. 

Section  66  {See  122)  Resolution  61-29 

Listing  of  Previous  Hospital  and  Research 
Affiliations  in  Medical  Directory 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  the  Medical  Directory  of  New  York 
State,  an  official  publication  of  the  Medical  So- 
ciety of  the  State  of  New  York,  lists  the  names  of 
physicians  who  are  licensed  by  and  either  reside  in 
or  practice  medicine  in  the  State  of  New  York;  and 
Whereas,  this  Directory  lists  among  other  pro- 
fessional data,  present  medical  staff  and  research 
appointments  in  voluntary,  municipal.  State,  and 
Federal  hospitals  with  official  titles;  and 

Whereas,  the  Directory  omits  the  listing  of 
past  affiliations  in  these  institutions;  and 

Whereas,  the  Medical  Directory  is  often  re- 
ferred to  for  the  determination  of  a physician’s 
qualifications  and  biographic  data;  and 

Whereas,  the  omission  of  past  affiliations 
penalizes  those  physicians  who  no  longer  have 
these  appointments  for  many  reasons;  and 

Whereas,  this  omission  at  times  leads  to  an 
entirely  inadequate  conclusion  as  to  a physician’s 
qualifications;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  hereafter  list  in  its  Directory  all 
medical  staff  and  research  appointments  in  volun- 
tary, municipal.  State,  and  Federal  hospitals 
with  the  last  rank  held,  provided  this  affiliation 
had  lasted  for  a period  of  three  years  or  more. 

Referred  to  Reference  Committee  on  Medical 
Communication. 

Section  67  {See  175)  Resolution  61-30 

Discontinuing  of  Educational  Council  for 
Foreign  Medical  Graduates  Examination  for 
Physicians  Licensed  in  Any  State 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  a graduate  of  a foreign  medical 
school  must  pass  the  Educational  Council  for 
Foreign  Medical  Graduates  examination  before 
he  is  permitted  to  take  any  specialty  board 
exammation;  and 

Whereas,  this  requirement  also  applies  to  any 
doctor  of  medicine  regardless  of  when  he  grad- 
uated from  a foreign  medical  school  and  regardless 
of  the  fact  that  he  may  be  a Diplomate  of  the 
National  Board  of  Medical  Examiners  or  licensed 
to  practice  medicine  by  one  of  the  states;  now 
therefore  be  it  hereby 


Resolved,  that  the  governing  body  of  the  Ad- 
visory Board  of  Medical  Specialties  be  requested 
to  delete  the  requirement  (passing  the  Education- 
al Council  for  Foreign  Medical  Graduates  exam- 
ination) for  doctors  of  medicine  who  are  licensed 
to  practice  medicine  in  any  state  of  the  Union;  and 
be  it  further 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  instruct  its  delegates  to  the  Ameri- 
can Medical  Association  to  introduce  a similar 
resolution  at  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  at  the  June  meeting. 

Referred  to  Reference  Committee  on  Public 

Health  and  Education. 

Section  68  {See  124)  Resolution  61-31 

“Speafe  Up,  Doctor”  Campaign  on 

Pending  Federal  Legislation 

Introduced  by  George  J.  Lawrence,  Jr.,  M.D., 

Councillor 

Whereas,  physicians  in  New  York  State  and 
the  United  States  are  faced  with  impending 
legislation,  including  the  King-Anderson  Bill, 
which  if  enacted  would  detrimentally  affect 
the  citizens  of  our  State  and  nation ; and 

Whereas,  physicians  and  the  public  should 
be  informed  about  this  pending  legislation  and 
warned  as  to  the  possible  consequences  of  its 
passage;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  set  up  a “Speak  Up,  Doctor’’ 
campaign  to  inform  physicians  and  the  public 
about  some  of  the  dangerous  aspects  of  pending 
Federal  legislation ; and  be  it  further 

Resolved,  that  this  campaign  be  implemented 
by  the  Subcommittee  on  Federal  Legislation  of 
the  Council  Committee  on  Legislation  with  the 
assistance  of  the  Communications  Department; 
and  be  it  further 

Resolved,  that  the  sum  of  $25,000  be  appro- 
priated to  the  Subcommittee  on  Federal  Leg- 
islation to  carry  out  this  important  campaign 
from  July  1, 1961,  through  July  1, 1962. 

Referred  to  Reference  Committee  on  Medical 

Communication. 

Section  69  {See  216)  Resolution  61-32 

Use  of  General  Practitioners  as 

Assistants  at  Operations 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  there  is  a shortage  of  interns  and 
residents  who  might  act  as  surgical  assistants; 
and 

Whereas,  a voluntary  hospital  is  now  training 
and  utilizing  technicians  to  serve  as  second 
assistants  at  operations;  and 
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Whereas,  voluntary  hospitals  have  been 
curtailing  privileges  of  general  practitioners  on 
their  staffs,  including  that  of  assisting  at  op- 
erations; and 

Whereas,  general  practitioners,  through  train- 
ing and  experience,  can  better  serve  their  patients, 
the  surgeon,  and  the  hospital  by  assisting  at 
operations ; now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  recommend  that  the  referring 
physician  be  permitted  to  participate  in  surgical 
procedures  performed  on  his  patients  in  the 
operating  rooms  of  the  hospitals  in  New  York 
State  to  the  extent  dictated  by  the  best  interests 
of  his  patient;  and  be  it  further 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  go  on 
record  as  opposing  the  practice  of  employing 
technicians  and/or  nonmedical  personnel  as 
surgical  assistants  at  operations  and  that  the 
general  practitioners  be  permitted  to  serve  as 
assistants  at  operations. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — B. 

Section  70  {See  206)  Resolution  61-33 

Equal  Fees  for  Equal  Services  in  All 
Insurance  Plans 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  is  composed  of  legally  licensed  and 
qualihed  physicians;  and 

Whereas,  these  physicians  are  pledged  to 
render  the  finest  medical  care  to  their  patients; 
and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  supported  prepaid  medical  in- 
surance plans  as  a means  of  making  the  best 
medical  care  available  to  the  public  with  the 
least  financial  strain  possible  under  operating 
conditions;  and 

Whereas,  all  medical  insurance  plans  should 
endeavor  to  operate  at  the  lowest  possible  cost 
to  the  patient;  and 

Whereas,  some  insurance  plans  have  expressed 
the  desire  to  pay  different  physicians  different 
fees  for  identical  services;  now  therefore  be  it 
hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  adopt  the  position  that  all 
insurance  plans  be  required  to  pay  equal  fees  for 
equal  services  to  all  physicians  duly  licensed  and 
qualified,  without  discrimination;  and  be  it 
further 

Resolved,  that  copies  of  this  resolution  be  sent 
to  all  medical  insurance  plans  operating  in  the 
State  of  New  York  and  to  the  Superintendent  of 
Insurance  of  the  State  of  New  York. 


Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — A. 

Section  71  (See  207)  Resolution  61-34 

Inequities  in  Workmen’s  Compensation  Law 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  certain  inequities  have  become 
apparent  in  the  function  of  the  Workmen’s 
Compensation  Law;  and 

Whereas,  physicians  have  become  subject  to 
unfair  treatment  because  of  such  inequities; 
and 

Whereas,  changes  in  regulations  and  the 
statute  itself  have  not  been  considered  in  order  to 
correct  such  discrimination;  now  therefore  be  it 
hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York,  through  the  Workmen’s 
Compensation  Committee,  request  a review  of  the 
Workmen’s  Compensation  Law  and  the  regula- 
tions promulgated  by  the  Chairman. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — B. 

Section  72  (See  144)  Resolution  61-35 

Request  to  American  Medical  Association  to 
Encourage  Six-Year  Combined  Course  for 
Medical  Schools 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  the  American  Medical  Association 
and  the  medical  schools  are  deeply  concerned  by 
the  lack  of  Grade  A college  students  applying  for 
entrance  into  medical  schools ; and 

Whereas,  Grade  A students  are  intelligent 
enough  to  realize  that  an  excessive  length  of 
time  must  elapse  before  they  can  start  to  prac- 
tice their  profession ; and 

Whereas,  Grade  A students  realize  that  the 
extra  years  of  preparedness  shorten  the  productive 
years  of  their  lives;  and 

Whereas,  Grade  A students  realize  that  other 
professions  can  be  entered  in  a shorter  period  of 
time;  and 

Whereas,  Grade  A students  realize,  from  the 
political  changes  taking  place,  the  possibility  of 
socialized  medicine  hangs  like  a pall  over  their 
future;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  request  the  American  Medical 
Association  to  encourage  medical  schools  to  have 
a six-year  combined  course,  as  is  being  done  in 
three  schools  already,  so  that  Grade  A college 
students  may  be  encouraged  once  more  to 
apply  for  entrance  to  medical  schools. 

Referred  to  Reference  Committee  on  Miscel- 
laneous Business. 
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Section  73  (See  145)  Resolution  61-36 

Petition  to  American  Medical  Association  to 
Review  Policies  and  Programs  of  Medical 
Organizations 

Introduced  by  Bronx  County  Medical  Society 
Whereas,  all  medical  organizations  do  os- 
tensibly oppose  “socialized  medicine”;  and 

Whereas,  piecemeal  socialization  of  medical 
care  in  the  United  States  has  become  quite 
obvious  and  progressive;  and 

Whereas,  programs  and  policies  promulgated 
by  medical  organizations  have  either  by  accident 
or  intent  (1)  tended  to  decrease  the  number  of 
practicing  physicians  in  the  United  States. 

(2)  lowered  the  prestige  of  the  medical  profession, 

(3)  attacked  the  ability  of  nonaffiliated  hospitals 
to  provide  good  and  adequate  medical  care, 

(4)  interfered  with  the  essential  staffing  of  com- 
munity hospitals,  (5)  caused  an  excessive  increase 
in  the  costs  of  medical  care,  (6)  encouraged 
government  intervention  in  the  provision  of 
medical  care,  and  (7)  compromised  the  ethical 
standards  of  the  medical  profession;  now  there- 
fore be  it  hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York,  through  its  delegates  to  the 
American  Medical  Association,  petition  a review 
of  policies  and  programs  of  medical  organizations 
by  the  trustees  of  the  American  Medical  As- 
sociation in  order  that  corrections  may  be  made 
with  the  hope  of  stopping  what  seems  to  be 
accepted  as  the  inevitable  socialization  of  the 
medical  profession. 

Referred  to  Reference  Committee  on  Miscel- 
laneous Business. 

Section  74  (See  213)  Resolution  61-37 

Two-Year  Internships  for  Medical  School 
Graduates 

Introduced  by  Bronx  County  Medical  Society 
Whereas,  the  American  Medical  Association 
and  the  accredited  hospitals  of  the  United  States 
of  America  are  rightfully  concerned  with  the 
shortage  of  American  graduates  as  interns  and 
residents  in  our  hospitals;  and 

Whereas,  7,000  graduates  cannot  conceivably 
fill  14,000  positions  on  a one-year  internship; 
and 

Whereas,  no  excellence  of  teaching  program 
or  any  other  device — monetary  or  psychologic — 
can  fill  14,000  approved  positions  with  7,000 
American  graduates;  and 

Whereas,  a two-year  internship  is  the  only 
mathematic  possibility  to  solve  this  problem; 
and 

Whereas,  medical  schools  and  affiliated 
hospitals  accept  an  excessive  number  of  interns; 
and 


Whereas,  the  enlarging  of  existing  medical 
schools  and  the  building  of  new  ones  may  take 
many  years,  while  the  need  for  practicing  phy- 
sicians is  great  right  now;  now  therefore  be  it 
hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  request  the  American  Medical 
Association  to  encourage  medical  schools  to 
advise  their  graduates  to  take  two-year  intern- 
ships; and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  request  the  American  Medical 
Association  to  use  its  influence  on  the  surgical 
boards  to  join  the  medical  boards  in  granting  one 
year  of  residency  credit  to  interns  for  a “straight” 
second  year  of  internship  following  a first-year 
rotating  internship;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  request  the  American  Medical 
Association  to  urge  its  hospital  council  to  inves- 
tigate the  excessive  number  of  interns  accepted 
by  medical  schools  and  their  affiliated  hospitals. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — B. 

Section  75  (See  146)  Resolution  61-38 

Medical  School  Emphasis  on  Clinical  Medicine 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  there  is  the  prediction  of  an  in- 
creasing shortage  of  physicians  necessary  to 
treat  the  people  of  the  United  States  of  America; 
and 

Whereas,  there  is  no  prospect  of  a marked 
increase  of  medical  school  graduates  in  the 
immediate  future;  and 

Whereas,  medical  school  programs — inten- 
tionally or  unintentionally — slant  students  toward 
investigative  rather  than  clinical  medicine; 
now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  request  the  American  Medical 
Association  to  encourage  the  medical  schools  to 
consider  the  advisability  of  having  their  courses 
so  arranged  that  those  students  desiring  a future 
of  investigative  medicine  be  separated,  at  the 
proper  stage,  from  those  desiring  a future  of 
clinical  medicine. 

Referred  to  Reference  Committee  on  Miscel- 
laneous Business. 

Section  76  (See  £33)  Resolution  61-39 

Alarming  Increase  in  Malpractice  Suits 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  there  has  been  an  alarming  increase 
in  the  number  of  malpractice  suits  in  this  State; 
and 
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Whereas,  patients  are  so  suit-minded  that  the 
judgment  of  doctors  in  the  treatment  of  patients 
is  affected  by  the  fear  of  being  sued ; and 

Whereas,  public  health  is  endangered  by  this 
state  of  affairs;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  and  the  Bar  Association  of  the 
State  of  New  York  each  appoint  a committee  to 
work  jointly  toward  evolving  a modus  operandi 
which  will  help  eliminate  this  harmful  situation. 

Referred  to  Reference  Committee  on  Legislation 
and  Legal  Matters. 

Section  77  (See  122)  Resolution  61-40 

Listing  of  Accredited  Proprietary- 
Hospitals  in  Directory 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  the  attitude  of  the  Medical  Society 
of  the  State  of  New  York  has  been  not  to  list 
proprietary  hospitals  and  their  active  staffs  in  the 
Medical  Directory  of  New  York  State;  and 

Whereas,  in  past  years  there  has  been  a 
great  change  in  the  type  of  medicine  practiced 
in  many  proprietary  hospitals;  and 

Whereas,  certain  proprietary  hospitals  in  the 
State  of  New  York  have  been  duly  accredited 
by  the  Joint  Commission  on  the  Accreditation  of 
Hospitals;  and 

Whereas,  this  accreditation  carries  with  it  the 
knowledge  that  these  hospitals  and  their  staffs  are 
fully  cognizant  of  and  do  continue  to  advance  the 
practice  of  medicine;  now  therefore  be  it  hereby 
Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  rescind  its  ban  against  in- 
clusion of  proprietary  hospitals  and  their  active 
staffs  in  the  Medical  Directory  of  New  York  State; 
and  be  it  further 

Resolved,  that  duly  accredited  proprietary 
hospitals  be  included  with  a listing  of  their  active 
staffs  in  future  editions  of  the  Medical  Directory 
of  New  York  State. 

Referred  to  Reference  Committee  on  Medical 
Communication . 

Section  78  {See  124)  Resolution  61-41 

Informing  Public  About  Legislation 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  the  King-Anderson  Bill  has  been 
introduced  into  the  Congress;  and 

Whereas,  there  has  been  much  adverse  crit- 
icism of  the  stand  of  the  medical  profession; 
and 

Whereas,  the  general  public  has  not  been 
given  adequate  information  on  the  contents  of 
this  bill  and  knowledge  of  the  Kerr-Mills  Law; 
now  therefore  be  it  hereby 


Resolved,  that  the  Medical  Society  of  the  5 
State  of  New  York  undertake  to  inform  the  ■ i 
public  about  the  Kerr-Mills  Law  and  the  proposed  ■ h 
King-Anderson  Bill;  and  be  it  further  ' ^ 

Resolved,  that  the  Society  screen  all  invitations  . 
carefully  and  select  only  well-informed,  qualified 
speakers. 

Referred  to  Reference  Committee  on  Medical  ! 

Communication. 

ti 

Section  79  (See  234)  Resolution  61-42 

Plan  to  Oppose  Chiropractic  Legislation  ? 

i 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  in  the  past,  every  year  a bill  to  ^ . 
license  chiropractors  is  introduced  into  the  ■ 
Legislature:  and 

Whereas,  we  can  assume  this  bill  will  be  ' 
introduced  again;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  taken  a firm  stand  against  such 
legislation;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  usually  waits  until  this  bill  is  intro- 
duced before  taking  action;  now  therefore  be  it 
hereby 

Resolved,  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  promulgate  a 
plan  to  fight  this  bill  all  year  round  rather  than 
the  short  time  between  introduction  of  the  bill 
and  final  outcome. 

Referred  to  Reference  Committee  on  Legislation 
and  Legal  Matters.  x 

Section  80  (See  235)  Resolution  61-43  1 

Legislation  to  Provide  Tax  Deductions  for 
Medical  School  Tuition  j 

1 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  the  cost  of  medical  education  has 
risen  sharply;  and 

Whereas,  the  applicants  for  medical  school 
come  from  medium-income  families;  and 

Whereas,  possibly  lack  of  funds  may  be  one 
of  the  reasons  that  the  number  of  applicants  for 
medical  schools  has  decreased;  now  therefore  be 
it  hereby  ^ 

Resolved,  that  the  Medical  Society  of  the  1 
State  of  New  York  propose  legislation  to  be  , 
introduced  into  the  ne.xt  .sessions  of  Congress 
and  the  State  Legislature  to  permit  parents  to 
deduct  from  their  income  for  tax  purposes  the  ' 
cost  of  tutition  of  young  men  and  women  studying 
at  medical  schools. 

Referred  to  Reference  Committee  on  Legislation  i 
and  Legal  Matters. 
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Section  81  {See  236)  Resolution  61-44 

Legal  Responsibility  in  Performance  of 
' Postmortem  Cesarean  Section 

I Introduced  by  Alfred  Angeist,  M.D.,  Medical 
Society  of  the  County  of  Queens 

Whereas,  the  problem  of  legal  responsibility 
in  the  performance  of  a postmortem  cesarean 
section  has  been  noted;  and 

Whereas,  the  survival  of  the  infant  may  be  at 
issue  because  of  delays  and  the  attempt  to  obtain 
consent  for  the  performance  of  a postmortem 
cesarean  section ; now  therefore  be  it  hereby 
Resolved,  that  the  House  of  Delegates  of  the 
N Medical  Society  of  the  State  of  New  York  recom- 
mend the  introduction  of  legislation  to  cover  this 
, problem,  similar  to  the  statute  now  existing  in 
the  State  of  Oklahoma,  as  follows:  “Postmortem 
Caesarean  Section  is  permitted  upon  the  body  of 
any  female  who  is  the  victim  of  an  accidental 
death  in  the  advanced  stages  of  pregnancy  and 
where  the  physician  has  reason  to  believe  that  the 
j child  is  viable  in  the  mother.  There  is  no  civil  or 
j criminal  liability  for  the  operation  although 
performed  without  the  consent  of  the  person 
having  the  legal  right  to  possession  of  the  body” 
(Okla.  Stat.  Ann.  Tit  63  Sec.  103). 

Referred  to  Reference  Committee  on  Legislation 
and  Legal  Matters. 

Section  82  (See  136)  Resolution  61-45 

Expansion  of  Section  on  Legal  Medicine 

Introduced  by  Ezra  A.  Wolff,  M.D.,  Assistant 
Secretary 

Whereas,  sections  of  the  Medical  Society  of 
the  State  of  New  York  should  interest  as  broad  a 
segment  of  the  membership  as  possible  to  properly 
subserve  their  functions;  and 

Whereas,  the  Section  on  Legal  Medicine  has 
attracted  as  members  mainly  doctor-lawyers  who 
comprise  only  a miniscule  percentage  of  the  total 
membership ; now  therefore  be  it  hereby 

Resolved,  that  the  name  of  the  Section  on  Legal 
Medicine  be  changed  to  “Section  on  Medical- 
Legal  and  Workmen’s  Compensation  Matters” 
and  that  the  scope  of  its  activities  be  broadened 
accordingly. 

Referred  to  Reference  Committee  on  Organization 
and  Policies. 

Section  83  Resolution  61-46 

Neic  Sections  of  the  Society 

Introduced  by  Ezra  A.  Wolff,  M.D.,  Assistant 
Secretary 

Whereas,  sections  of  the  Medical  Society  of 
the  State  of  New  York  should  be  of  sufficient 


interest  to  attract  a sizable  number  of  members 
in  order  to  justify  their  costs  and  usefulness  to 
the  Society;  and 

Whereas,  the  creation  of  sections  without 
first  demonstrating  a demand  for  them  by 
having  had  their  subject  matter  presented  in  the 
form  of  one  or  more  annual  sessions  is  inadvisable; 
now  therefore  be  it  hereby 

Resolved,  that  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  by 
adding  to  Chapter  XII  a new  section  (Section  6) 
to  read  as  follows:  “Section  6.  No  new  section 
shall  be  created  unless  a session  devoted  to  its 
subject  matter  or  specialty  shall  have  been 
held  at  at  least  two  successive  previous  annual 
meetings.” 

Referred  to  Special  Committee  on  Constitution 
and  Bylaws. 

Section  84  (See  I40)  Resolution  61-47 

Abolition  of  Section  Delegates 

Introduced  by  Ezra  A.  Wolff,  M.D.,  Assistant 
Secretary 

Whereas,  section  delegates  were  created  in 
1943  “in  the  interests  of  promoting  a better  co- 
ordination between  scientific  and  administrative 
functions  of  the  Medical  Society  of  the  State  of 
New  York”;  and 

Whereas,  no  section  delegate  has  regularly 
reported  the  activities  of  his  section  to  the  House 
of  Delegates  in  the  recent  past;  and 

Whereas,  section  delegates  have  thus  tended 
to  act  as  delegates  from  their  respective  counties 
and  district  branches,  thereby  giving  undue 
representation  to  those  geographic  areas;  and 
Whereas,  section  delegates  entail  a consider- 
able expense  to  the  Society  which  is  unwarranted 
if  they  do  not  accomplish  the  purpose  for  which 
they  were  intended;  now  therefore  be  it  hereby 
Resolved,  that  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  as 
follows:  delete  from  Chapter  II,  Section  1,  the 
subdivision  (d)  “a  delegate  from  each  of  the 
scientific  sections  to  be  elected  by  each  section”; 
subdivision  (e)  shall  then  become  (d);  delete  the 
sentence  (beginning  on  page  11,  line  9 of  the  1960 
edition)  “Should  the  elected  delegate  of  a scien- 
tific section  be  unable  to  serve,  the  chairman  of 
the  section  shall  designate  a substitute.”  In 
the  next  sentence  delete  the  third  word,  “either”; 
in  line  13  delete  “or  the  delegate  of  a scientific 
section”;  in  line  15  delete  “or  the  chairman  of 
the  section,  as  the  case  may  be”;  delete  from 
Chapter  IX,  Section  1 (line  22)  the  phrase  “and 
section  delegates.” 

Referred  to  Special  Committee  on  Constitution 
and  Bylaws. 
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Section  85  {126)  Resolution  61-48 

Benefit  Concert  for  American  Medical 
Education  Foundation 

Introduced  by  Samuel  Wagheich,  M.D.,  and 
Henry  J.  Barrow,  M.D.,  Bronx  County  Medical 
Society 

Whereas,  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York  is 
sponsoring  a benefit  concert  for  the  American 
Medical  Education  Foundation  on  Wednesday 
night,  June  28,  1961,  during  the  annual  con- 
vention of  the  American  Medical  Association; 
and 

Whereas,  the  concert  program  will  include 
Metropohtan  Opera  stars  Rise  Stevens  and  Brian 
Sullivan  and  the  80-member  Doctors’  Orchestral 
Society  of  New  York;  and 

Whereas,  the  entire  net  proceeds  of  the 
benefit  concert  will  be  donated  to  a cause  very 
important  to  all  of  us;  and 

Whereas,  this  benefit  concert,  the  first  event 
of  its  kind  in  the  nation  to  be  held  for  the  American 
Medical  Education  Foundation,  can  be  a high- 
water  mark  in  the  annals  of  our  State  Auxiliary 
and  State  Society  accomplishments;  now  there- 
fore be  it  hereby 

Resolved,  that  the  members  of  this  House  of 
Delegates  record  their  support  of  this  projected 
benefit  function  for  the  American  Medical 
Education  Foundation. 

Referred  to  Reference  Committee  on  Medical 
Communication. 

Section  86  {See  121)  Resolution  61^9 

Separation  of  Scientific  Meetings  from 
House  of  Delegates 

Introduced  by  Alfred  P.  Ingegno,  M.D.,  Council- 
lor 

Whereas,  experience  has  shown  that  when  the 
annual  convention  of  the  Medical  Society  of  the 
State  of  New  York  is  held  in  New  York  City, 
attendance  and  income  are  two  to  three  times 
greater  than  when  the  convention  is  held  else- 
where; and 

Whereas,  this  variation  in  attendance  and 
income  affects  primarily  the  scientific  programs 
and  the  exhibits  and  not  the  meeting  of  the 
House  of  Delegates;  and 

Whereas,  legal  counsel  to  the  Medical  Society 
of  the  State  of  New  York  has  stated:  "...  in  our 
opinion  there  is  no  prohibition  contained  in  the 
Constitution  and  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  which  would  prevent 
the  Scientific  Sessions  of  the  State  Society  from 
being  held  at  a different  time  and  place  from  the 
annual  meeting  of  the  House  of  Delegates”; 
and 


Whereas,  there  is  increasing  pressure  of  ^ 
competition  from  national  medical  organizations 
who  already  hold  or  plan  to  hold  their  meetings 
in  May  in  New  York  City;  and 

Whereas,  the  annual  convention  of  the  Medical 
Society  of  the  State  of  New  York  has  long  been 
one  of  the  leading  medical  meetings  in  the 
country  when  held  in  New  York  City;  and 

Whereas,  in  order  to  keep  this  status,  the 
Medical  Society  of  the  State  of  New  York  should 
plan  to  hold  its  scientific  sessions  at  another 
time  of  the  year ; and 

Whereas,  during  February  and  early  March  it 
is  easier  to  obtain  ample  accommodations  for 
meetings,  excellent  speakers  not  otherwise  com-  ' 
mitted  for  the  scientific  program,  and  more  and 
better  scientific  and  technical  exhibits,  thus  . 
assuring  a more  attractive  meeting,  a larger 
attendance,  and  greater  prestige  for  the  Medical  . 
Societyof  the  State  of  New  York;  and 

Whereas,  the  requirements  of  the  House  of 
Delegates  are  such  that  it  would  be  possible 
to  hold  these  meetings  at  the  regular  time  of 
year  in  a number  of  upstate  locations,  for  ex- 
ample, Buffalo,  Rochester,  Syracuse,  Albany, 
Lake  Placid,  Saratoga,  and  others;  and 

Whereas,  any  additional  expenses  for  a 
separate  House  of  Delegates  meeting  would  be 
met  easily  through  sale  of  additional  exhibit 
space  at  the  scientific  meeting  held  in  February 
or  early  March  in  New  York  City;  and 

Whereas,  for  many  reasons  rotating  of 
meetings  of  the  House  of  Delegates  to  various 
areas  of  the  State  would  enhance  the  profes- 
sional and  public  relations  of  the  Medical  Society 
of  the  State  of  New  York;  and 

Whereas,  legal  counsel  has  stated  that  “it  is 
our  opinion  that  members  of  the  State  Society 
attending  the  annual  meeting  of  the  House  of 
Delegates,  even  though  the  Scientific  Sessions 
are  held  at  a different  time  and  place,  may  claim  j 
as  an  ordinary  and  necessary  business  expense  I 
those  expenses  paid  or  incurred  in  attending  said 
meeting,”  so  that  there  can  be  no  objection  on 
this  basis;  now  therefore  be  it  hereby 

Resolved,  that  it  is  the  sense  of  this  House  of  . 
Delegates  that  it  would  be  desirable  to  hold  the  , 
annual  Scientific  Sessions  of  the  Medical  Society 
of  the  State  of  New  York  in  February  or  early  i 
March  in  New  York  City  at  a site  chosen  for  the  * 
excellence  of  its  facilities ; and  be  it  further  n 

Resolved,  that  it  is  the  sense  of  this  House  of  ^ 
Delegates  that  it  would  be  desirable  to  hold  the  1 
annual  meetings  of  the  House  of  Delegates  and  of 
the  Medical  Society  of  the  State  of  New  York  at  j|| 
their  regular  time  during  the  second  week  in  ^ 
May  at  various  suitable  locations  throughout  the  « 
State;  and  be  it  further  ■ 

Resolved,  that  the  Council  of  the  Medical  ■, 
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Society  of  the  State  of  New  York  verify  the 
practicability  of  these  proposals  and  implement 
them  as  soon  as  is  feasible. 

Referred  to  Reference  Committee  on  Medical 
Communication. 

Section  87  (See  204)  Resolution  61-50 

. Publication  of  a List  of  Participating 
1 Physicians  in  United  Medical  Service 

, Introduced  b}-  Medical  Society  of  the  County 
OF  Westchester 

Whereas,  a great  deal  of  confusion  has  arisen 
among  members  of  the  public  at  large,  labor 
unions,  and  other  employe  groups,  in  regard  to 
service  benefits  under  United  Medical  Service 
and  in  the  selection  of  participating  physicians 
who  have  agreed  to  observe  service  benefit  fee 
schedules;  and 

Whereas,  resultant  misunderstandings  fre- 
quently lead  to  dissatisfaction  with  this  type  of 
prepaid  health  insurance;  and 

Whereas,  the  list  of  participating  physicians 
in  United  Medical  Service  is  not  available  to  the 
public  or  the  profession;  now  therefore  be  it 
hereby 

Resolved,  that  United  Medical  Service  be  urged 
to  publish,  at  appropriate  intervals,  a complete 
list  of  participating  physicians  with  a copy  to  be 
sent  to  each  county  medical  society,  thus  making 
this  information  available  to  anyone  in  the  area 
when  it  is  needed. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — A. 

I Section  88  (See  208)  Resolution  61-51 

Workmen’s  Compensation  Fee  Schedules 

Introduced  by  Medical  Society  of  the  County 
OF  Westchester 

Whereas,  physicians  authorized  to  treat 
j patients  for  injuries  and  disorders  arising  in  the 
course  of  their  employment  are  guided  by  a 
Medical  Fee  Schedule  promulgated  by  the  Chair- 
I man  of  the  Workmen’s  Compensation  Board; 

I and 

Whereas,  this  schedule  becomes  effective  on  a 
certain  date  for  all  cases  originating  on  or  after 
said  date;  and 

Whereas,  cases  originating  prior  to  this  date 
fall  under  the  schedule,  effective  at  that  time, 
which  is  inadequate  for  present  standards;  and 

Whereas,  this  procedure  causes  undue  hard- 
ship to  physicians  treating  chronic,  compensable 
ailments;  and 

Whereas,  treatments  for  disorders  provided  at 
this  time  are  equal  in  cost  regardless  of  the  date  of 
origin;  now  therefore  be  it  hereby 


Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  study  means  whereb3^  paj'ment 
in  all  compensation  cases,  regardless  of  date  of 
origin,  shall  be  made  in  accordance  with  the  fee 
schedule  in  effect  at  the  time  of  any  particular 
treatment. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — B. 

Section  89  (See  237)  Resolution  61-52 

Change  in  Social  Welfare  Law  to  Increase 
Effectiveness  of  Medical  Assistance  for  the  Aged 

Introduced  by  Charles  R.  Mathews,  M.D., 
Medical  Societj’  of  the  County  of  Monroe 

Whereas,  the  New  York  State  Social  Welfare 
Law  has  recently  been  amended  to  provide  Medi- 
cal Assistance  for  the  Aged  (Title  6-A) ; and 

Whereas,  most  physicians  support  the  under- 
lying principles  of  this  law,  that  aid  be  given  to  all 
who  need  it,  and  only  to  those  who  need  it,  and 
that  recipient  participation  be  voluntary;  and 
Whereas,  this  law^  provides  a desirable  al- 
ternative to  a compulsorj’  Federally  administered 
and  controlled  sj’stem  based  on  the  Social  Se- 
curity tax  mechanism;  and 

Whereas,  in  its  initial  application,  it  has 
become  apparent  that  some  inadecjuacies  exist  in 
this  law,  attributable  in  part  to  the  administrative 
transfer  of  other  welfare  categories  (Old  Age 
Assistance,  Aid  to  the  Disabled,  Aid  to  the  Blind 
transferred  to  Medical  Assistance  for  the  Aged) 
now'  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  support  the  following  changes,  in 
order  to  increase  the  effectiveness  of  the  Medical 
Assistance  for  the  Aged  Law:  (1)  .\n  incidentals 
allowance  shall  be  provided;  (2)  e\-eglasses  and 
dentures  shall  be  provided;  (3)  ambulance 
transportation  shall  be  provided. 

Referred  to  Reference  Committee  on  Legislation 
and  Legal  Matters. 

Section  90  (See  166)  Resolution  61-53 

Telephone  Prescription  of  Narcotic  Medicines 

Introduced  bj'  IMedical  Society  of  the  County 
OF  Monroe 

Whereas,  Article  33  of  the  Public  Health  Law 
of  the  State  of  New'  York  is  in  some  respects  in 
conflict  with  the  Federal  statutes  in  regard  to  the 
prescription  of  narcotic  medications  by  phj-sicians, 
and  New  York  is  the  onl}'  state  whose  regulations 
are  not  in  conformity  with  Federal  law;  and 
Whereas,  rigid  interpretation  of  the  New  York 
State  Public  Health  Law  requires  the  phj'sician 
to  be  in  actual  attendance  on  his  patient  and  to 
have  the  written  prescription  in  the  pharmacist’s 
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possession  before  narcotic  medication  can  be  dis- 
pensed, unlike  the  Federal  law  which  allows  the 
pharmacist  to  dispense  narcotic  medicines  on  oral 
prescription,  provided  a written  prescription  im- 
mediately follows;  and 

Whereas,  this  requirement  has  in  many  in- 
stances resulted  in  the  patient  s being  unable  to 
obtain  proper  medication  at  the  time  he  needs  it 
most;  and 

Whereas,  the  effect  of  this  “written-prescrip- 
tion-first” provision  of  the  New  York  State 
Fublic  Health  Law  has  little  immediate  bearing 
on  the  narcotic  addiction  problem;  now  therefore 
be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  actively  support  amendment  of 
Article  33  of  the  New  York  State  Public  Health 
Law  to  bring  it  into  conformity  with  the  Federal 
statutes  permitting  telephone  prescription  of 
narcotic  medicines,  providing  written  prescription 
immediately  follows. 

Referred  to  Reference  Committee  on  Public 
Health  and  Education. 

Section  91  Resolution  61-54 

Amend  Principles  of  Professional  Conduct, 
Chapter  I,  Section  6 

Introduced  by  Medical  Society  of  the  County 
OF  New  York 

Whereas,  the  Principles  of  Professional  Con- 
duct of  the  Medical  Society  of  the  State  of  New 
York,  Chapter  I,  Section  6,  provide,  among  other 
things,  as  follows:  “An  ethical  doctor  of  medicine 
wUl  not  receive  remuneration  from  patents  . . . 
nor  profit  from  a copyright  on  methods  of  (sic) 
procedures.  The  receipt  of  remuneration  from 
patents  or  copyrights  tempts  the  owners  thereof 
to  retard  or  inhibit  research  or  to  restrict  the 
benefits  derivable  therefrom  to  patients,  the  public 
or  the  medical  profession”;  and 

Whereas,  the  Judicial  Council  of  the  American 
Medical  Association  in  interpreting  Section  2 of 
the  Principles  of  Medical  Ethics  of  that  Associa- 
tion ( 1957)  reproduced  as  guides  for  the  purpose. 
Chapter  I,  Section  7 of  the  1955  edition  of  the 
Principles  of  Medical  Ethics,  which  reads  as 
follows:  “A  physician  may  patent  surgical  instru- 
ments, appliances  and  medicines  or  copyright 
publications,  methods,  and  procedures.  The 
use  of  such  patents  or  copyrights  or  the  receipt 
of  remuneration  from  them  which  retards  or 
inhibits  research  or  restricts  the  benefits  derivable 
therefrom  is  unethical”;  and 

Whereas,  in  the  opinion  of  the  Censors,  the 
provisions  above  quoted  from  the  Principles  of 
Professional  Conduct  of  the  Medical  Society  of 
the  State  of  New  York  are  unrealistic  and  tend  to 


the  adoption  of  subterfuges,  such  as  the  creation 
of  foundations  and  the  payment  of  salaries  to  the 
patentee,  while,  on  the  other  hand,  the  ethical 
concept  of  the  American  Medical  Association 
above  quoted  is  realistic  and  tends,  as  in  other 
fields,  to  stimulate  research  and  progress;  now 
therefore  be  it  hereby 

Resolved,  that  the  Principles  of  Professional 
Conduct  of  the  Medical  Society  of  the  State  of 
New  York  relating  to  patents  and  copyrights  be 
amended  by  repealing  the  present  provisions  of 
such  Principles  of  Professional  Conduct  above 
quoted  and  enacting  the  provisions  above  quoted 
of  Chapter  I,  Section  7,  of  the  1955  edition  of  the 
Principles  of  Medical  Ethics  of  the  American 
Medical  Association. 

Referred  to  Special  Committee  on  Constitution 
and  Bylaws. 

Section  92  (See  214)  Resolution  61-55 

Plan  to  Study  the  Intern  Shortage 

Introduced  by  Medical  Society  of  the  County 
OF  Queens 

Whereas,  in  the  vast  majority  of  cases  the 
armed  forces  allow  only  one  year  of  internship 
before  calling  a physician  to  a tour  of  active  duty ; 
and 

Whereas,  it  is  alleged  that  the  medical  schools 
and  the  university  hospitals  are  not  in  favor  of  a 
two-year  internship;  and 

Whereas,  a two-year  internship  would  mate- 
rially help  in  reducing  the  e.xisting  intern  shortage; 
now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  initiate  a study  to  ascertain  the  reasons 
why  the  armed  forces,  the  medical  schools,  and 
the  university-affiliated  hosjiitals  do  not  encour- 
age and  endorse  two-year  internships;  and  be  it 
further 

Resolved,  that  a similar  resolution  be  introduced 
at  the  June  meeting  of  the  House  of  Delegates  of 
the  American  Medical  Association  requesting 
them  to  undertake  a similar  study;  and  be  it 
further 

Resolved,  that  all  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  House  of 
Delegates  of  the  American  Medical  Association 
be  mandated  to  support  this  resolution. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — B. 

Section  93  (See  175)  Resolution  61-56 

Elimination  of  the  Educational  Council  for 
Foreign  Medical  Graduates  Examination 

Introduced  by  Medical  Society  of  the  County 
OF  Queens 
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Whereas,  the  Educational  Council  for  Foreign 
Medical  Graduates  examination  has  been  made  a 
requirement  for  graduates  of  foreign  medical 
schools  to  serve  as  interns  or  residents  in  approved 
American  hospitals;  and 

Whereas,  in  the  opinion  of  many  practicing 
l)hysicians  in  the  United  States  this  a(!tion  was 
taken  without  a complete  study  of  the  duties, 
capabilities,  and  performances  of  these  foreign 
graduates  in  our  hospitals;  and 

Whereas,  it  is  the  duty  of  the  medical  profes- 
sion to  make  certain  that  American  hospitals  are 
adequatelj^ staffed;  and 

Whereas,  the  Educational  Council  for  Foreign 
Medical  Graduates  examination  so  far  shows 
very  little  concern  with  the  capabilities,  per- 
formances, or  medical  thinking  of  the  candidate; 
now  therefore  be  it  hereby 

Resolved,  that  this  Society  hereby  go  on  record 
as  asking  for  the  elimination  of  such  an  examina- 
tion and  requirement;  and  be  it  further 

Resolved,  that  the  delegates  from  this  Society 
be  instructed  to  introduce  a similar  resolution  in 
the  House  of  Delegates  of  the  American  Medical 
Association. 

Referred  to  Reference  Committee  on  Public 
Health  and  Education. 

Section  94  {See  238)  Resolution  C)l-57 

Only  Doctors  of  Medicine  to  Practice 
Psychiatry 

Introduced  by  Medical  Society  of  the  County 
OF  Queens 

Whereas,  we  have  become  increasingly  con- 
cerned with  the  number  of  nonmedical  persons 
who  are  engaged  in  the  practice  of  psychotherapy; 
and 

Whereas,  psychotherapy  is  a specialized  thera- 
peutic tool,  often  used  with  other  therapeutic 
procedures  in  the  treatment  of  emotional  and 
nervous  disorders;  and 

Whereas,  the  choice  of  therapeutic  procedures 
and  the  practice  of  such  procedures  must  be  done 
only  by  a trained  and  duly  licensed  physician; 
and 

Whereas,  psychotherapy  does  not  constitute 
the  basis  for  a separate  profession;  and 

Whereas,  the  health  and  welfare  of  the  people 
of  New  York  State  are  being  jeopardized  by  per- 
sons unqualified  by  training  and  experience  to 
a.ssume  re.sponsibility  for  the  diagnosis  and  treat- 
ment of  emotional  and  mental  disorders;  now 
therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  sjionsor  legislation  so  that  laws 
governing  the  healing  arts  will  prevent  any  person 
not  a licensed  doctor  of  medicine  to  treat  any 
human  illness  or  disorder  including  mental  and 


emotional  disease  and  personality  disorder;  and 
lie  it  further 

Resolved,  that  the  Attorney  General  of  New 
York  State  be  requested  to  comply  with  this 
resolution. 

Referred  to  Reference  Committee  on  Legislation 
and  Legal  Matters. 

Section  95  (See  126)  Re.solution  61-58  (63) 

Uniform  Identification  Method  for  Citizens 
with  Certain  Allerf(ies 

Introduced  by  John  C.  McC'lintock,  M.D., 
Councillor 

Whereas,  many  of  our  citizens  have  allergies, 
reactions  to  drugs  they  may  be  taking,  and  dis- 
eases that  may  cause  unpredictable  life  situations, 
such  as  diabetic  coma,  epilejitic  seizures,  and 
hemophiliac  bleeding;  and 

Whereas,  there  is  no  uniform  method  now  used 
in  New  York  State  for  identification  of  such  people 
by  the  first  person  at  the  scene  of  an  accident  or 
in  other  instances  when  a reaction  to  the.se  condi- 
tions occurs;  and 

Whereas,  it  has  been  known  to  embarrass 
police  officers  who  have  jailed  jieople  in  coma, 
mistaking  them  for  alcoholics;  now  therefore  be 
it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  as  a public  service  to  the  citizens  of 
New  York,  undertake  to  sponsor  and  develop  a 
uniform  system  of  identification,  (emblems  of 
silver  or  steel  which  may  be  worn  as  a neckpiece  or 
bracelet),  and  keep  a central  registry  of  New 
York  State  citizens,  who  by  recommendation  of 
their  physicians  would  need  to  have  medical  in- 
formation identification  on  their  person  at  all 
times;  and  be  it  further 

Resolved,  that  this  work  on  a State-wide  liasis  be 
assigned  to  the  Council  Committee  on  Public 
Relations. 

Referred  to  Reference  Committee  on  Medical 
Communication. 

Section  96  (See  203)  Resolution  61-5!) 

Responsibility  for  M elf  are  Patients 

Introduced  by  Royal  S.  Davis,  M.D.,  Section  on 
General  Practice 

Whereas,  the  Medical  Advisory  Committee  of 
the  Subcommittee  on  Public  Welfare  of  the 
Temporary  State  Commission  on  C!oordination  of 
State  Activities  of  the  Legislature  of  the  State  of 
New  York  has  recommended  that  the  responsi- 
bility for  medical  services  to  welfare  recipients  be 
transferred  from  the  Department  of  Social 
Welfare  to  the  Department  of  Health;  and 

Whereas,  this  would  fragment  the  care  of 
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such  welfare  recipients;  and 

Whereas,  the  State  Department  of  Health  is 
and  has  been  essentially  concerned  with  preven- 
tive rather  than  therapeutic  medicine;  and 

Whereas,  the  board  of  directors  of  the  New 
York  State  Academy  of  General  Practice  has 
passed  a resolution  disapproving  of  this  transfer; 
now  therefore  be  it  hereby 

Resolved,  that  this  House  of  Delegates  strongly 
recommend  that  the  medical  services  of  welfare 
recipients  be  retained  within  the  Department  of 
Social  Welfare. 


■1 

sideration;  now  therefore  be  it  hereby 

Resolved,  that  the  Pubhc  Relations  Session  now 
held  in  conjunction  with  the  annual  meeting  be 
abolished. 

Referred  to  Reference  Committee  on  Medical 
Communication . 

Section  99  (See  217)  Resolution  61-62 

Hospital  Review  and  Planning  Council 

Introduced  b}'^  Leonard  E.  Heimoff,  M.D.,  Bronx 
County  Medical  Society,  as  an  individual 


Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — A. 

Section  97  (See  203)  Resolution  61-60 

Increase  in  Physician  Staff  of 
Department  of  Social  Welfare 

Introduced  by  Royal  S.  Davis,  M.D.,  Section  on 
General  Practice 

Whereas,  the  Medical  Advisory  Committee  of 
the  Subcommittee  on  Public  Welfare  of  the  Tem- 
porary State  Commission  on  Coordination  of 
State  Activities  of  the  Legislature  of  the  State  of 
New  York  has  recommended  that  the  responsi- 
bility for  medical  services  to  welfare  recipients  be 
transferred  from  the  Department  of  Social  Wel- 
fare to  the  Department  of  Health;  and 

Whereas,  one  reason  for  the  above  recommen- 
dation is  that  the  Department  of  Social  Welfare  is 
inadequately  staffed  with  physicians;  now  there- 
fore be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  urge  that  enough  physicians  be 
added  to  the  staff  of  the  Department  of  Social 
Welfare  to  enable  this  department  to  supervise 
adequately  the  medical  care  of  the  recipients  of 
its  services. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — A. 

Section  98  (See  127)  Resolution  61-61 

Abolition  of  a Public  Relations  Session 

Introduced  by  John  C.  McClintock,  M.D., 
Councillor 

Whereas,  there  is  now  an  annual  fall  meeting  of 
County  Medical  Society  Officers  and  Committee 
Chairmen;  and 

Whereas,  public  relations  is  an  integral  part  of 
this  conference;  and 

Whereas,  the  Scientific  Program  Committee 
has  offered  to  provide  time  for  an  outstanding 
speaker  on  public  relations  during  one  of  the 
General  Sessions  of  our  annual  meeting;  and 

Whereas,  the  Council  of  our  Society  has  ap- 
proved and  recommended  transmission  of  the 
change  to  the  House  of  Delegates  for  their  con- 


Whereas,  studies  have  shown  that  proper 
planning  in  the  construction  and  use  of  hospitals 
has  contributed  significantly  to  savings  in  the  cost 
of  hospital  care;  and 

Whereas,  the  State  Hospital  Review  and 
Planning  Council  has  recently  been  requested  to 
work  with  voluntary  and  local  public  organiza- 
tions in  establishing  a comprehensive  State-wide 
system  to  assemble  information  on  a continuing 
basis  on  the  utilization,  suitability,  and  service  of 
hospitals  and  related  facilities;  and 

Whereas,  the  Council  has  also  been  asked  to 
take  leadership  through  seven  regional  hospital 
councils  to  assist  communities  of  the  State  faced 
with  problems  in  these  areas;  now  therefore  be  it 
hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  endorse 
these  efforts  to  provide  savings  in  the  cost  of 
hospital  care;  and  be  it  further 
Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  offer  its  assistance  and  cooperation  in 
these  State-wide  efforts;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  recommend  that  its  component 
county  medical  societies  in  New  York  State  take 
similar  action  with  regard  to  the  efforts  of  the 
seven  existing  Regional  Hospital  Planning  Coun- 
cils. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — B. 


Section  100  Resolution  61-64  1 

Amendment  to  Constitution  and  Bylatvs  to 
Change  Title  of  Executive  Director  to 
Executive  Vice-President 


Introduced  by  George  Burgin,  M.D.,  Councillor 


Whereas,  the  American  Medical  Association 
and  many  state  medical  societies  designate  their 
chief  administrator  as  “executive  vice-president” 
rather  than  “executive  director”;  and 

Whereas,  it  is  desirable  for  purposes  of  clarity 
and  uniformity  that  the  chief  administrator  of  the 
Medical  Society  of  the  State  of  New  York  bear  a 
similar  title;  now  therefore  be  it  hereby 

Resolved,  that  the  title  of  the  chief  administrator 
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be  changed  from  “executive  director”  to  “execu- 
tive vice-president”;  and  be  it  further 

Resolved,  that  the  Constitution  and  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  be 
amended  as  follows;  Amend  the  Constitution, 
Article  IV  (Council),  first  sentence  of  the  second 
paragraph,  to  substitute  the  words  “vice-presi- 
dent” for  the  w’ord  “director,”  and  amend  the 
Bylaws,  Chapter  IV  (Council),  Section  1(a),  last 
sentence,  to  substitute  the  words  “vice-president” 
for  the  word  “director.” 

Referred  to  Special  Committee  on  Constitution 
and  Bylaws. 

Section  101  (See  128)  Resolution  61-65 

Conflict  in  Meeting  Times  Between  American 
Psychiatric  Association  and  Medical  Society 
of  the  State  of  New  Y’ork 

Introduced  by  Kings  Coiunty  Medical  Society' 

Whereas,  there  are  4,000  psychiatrists  prac- 
ticing in  New  York  State;  and 

Whereas,  the  annual  meeting  of  the  American 
Psychiatric  Association  is  held  in  the  second  week 
of  May;  and 

Whereas,  the  State  Medical  Society’s  annual 
meeting  unfortunately  conflicts;  and 

^^'HEREAS,  most  psychiatrists  are  members  of 
both  the  American  Psychiatric  Association  and 
the  Medical  Soeietj'  of  the  State  of  New  York; 
and 

Whereas,  the  simultaneous  meetings  of  these 
two  organizations  cause  an  unnecessary  conflict 
of  interest;  now  therefore  be  it  hereby 

Resolved,  that  it  is  to  the  best  interest  of  our 
State  Society  that  the  date  of  the  annual  meeting 
of  the  House  of  Delegates  be  changed  to  dates 
that  do  not  conflict,  encouraging  thereby  more 
active  participation  in  our  affairs  by  our  colleagues 
in  the  field  of  psychiatry. 

Referred  to  Reference  Committee  on  Medical 
Communication. 

SPECIAL  COMMITTEE  ON 
CONSTITUTION  AND  BYLAWS 

Section  102 

Report  of  Special  Committee  on 
Constitution  and  Bylaws 

Vice-Speaker  Wurzbach:  The  first  order  of 
business  is  the  report  of  the  Special  Committee  on 
Constitution  and  Bj’laws,  George  A.  Burgin,  M.D., 
chairman. 

George  A.  Burgin,  M.U.,  Councillor:  Mr. 

Speaker  and  members  of  the  House  of  Delegates, 
before  giving  you  my  formal  report,  I would  like  to 
take  a few  minutes  to  review  the  history  of  this 
“Special  Committee  of  the  House  of  Delegates  on 
Constitution  and  Bylaws.” 


This  committee  was  created  in  1952  as  a “special 
committee  of  three  to  study  proposed  amendments 
to  the  Constitution  and  Bylaws,”  and  pursuant  to 
the  action  of  the  House,  President  Edward  T. 
Wentworth,  in  collaboration  with  Speaker  Frederic 
W.  Holcomb,  appointed  the  first  committee.  This 
history  is  simply  to  acquaint  you  with  the  facts. 

Each  year  since  1952,  proposed  amendments  have 
been  referred  to  the  Special  Committee,  which  has 
been  appointed  by  the  president  and  approved  by 
the  Council. 

Your  present  cominittee  has  functioned  for  the 
past  two  years.  As  time  and  experience  have  de- 
veloped, it  occurred  to  your  chairman  that  a study 
of  the  constitutions  and  bylaws  of  other  state  medi- 
cal societies  would  be  a valuable  education  and  might 
be  productive  of  suggestions.  I would  like  to  read 
you  part  of  a memorandum  that  I sent  to  Dr.  Moore 
a couple  of  months  ago:  “This  committee  is  unique 
inasmuch  as  it  reports  directly  to  the  House  of 
Delegates.  At  times  it  is  faced  Yvith  extremely 
significant  responsibilities  which  may  deeply  affect 
the  fundamentals  of  the  Medical  Society  of  the 
State  of  New  York. 

“It  is  the  duty  of  this  committee  to  study  resolu- 
tions proposing  amendments  to  the  Constitution  and 
Bylaws  submitted  to  the  House  of  Delegates  and  to 
report  its  recommendations  to  the  next  meeting  of 
the  House  for  its  acceptance  or  rejection.  To 
make  proper  recommendations  intelligently,  pro  or 
con,  on  a proposed  amendment  sometimes  requires 
considerable  studj'  and  debate,  and  the  committee 
itself  is  not  always  unanimous  in  its  decisions. 

“This  year,  for  instance,  we  are  again  faced  with 
the  problem  of  changing  the  governing  bodies  of  this 
Society  from  a bicameral  to  a unicameral  system,  as 
suggested  in  the  IManagement  Survey  Report  of 
1958.  To  help  us  this  year  we  asked  each  state 
society,  including  the  District  of  Columbia  and  the 
Panama  Canal  Zone,  to  send  us  copies  of  their  con- 
stitutions and  bylaws.  We  received  45.” 

These  have  been  studied.  They  are  in  the  process 
of  being  statistically  arranged,  and  we  had  hoped  to 
have  some  of  these  statistics  in  your  hands  this 
morning.  The  Department  of  Communications 
was  not  able  to  get  this  out. 

In  view  of  what  I have  just  said,  your  chairman 
has  been  led  to  suggest  that  this  Special  Committee 
be  enlarged  to  five  members  so  that  their  deliberate 
and  intelligent  judgment  may  be  rendered  to  the 
House  of  Delegates  for  its  information  in  arriving  at 
a decision  in  a given  instance. 

I firmly  believe  that  the  Constitution  and  Bylaws 
should  be  a stable  document.  It  should,  however, 
be  flexible  enough  to  change  after  due  study  and  on 
the  basis  of  convincing  evidence  that  it  should  be 
altered.  The  year  intervening  between  the  intro- 
duction of  amendments  and  the  vote  thereon 
provides  this  safeguard. 
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All  of  the  ))ro])oso(l  aiiK'iidnu'iits  roforrod  t-o  your 
roininitlee  a year  ago  have  been  carefully  studied 
and  debated.  We  have  sought  advice  from  several 
sources,  including  the  Council,  although  we  are 
responsible  only  to  this  House. 

On  certain  subjects  our  recommendations  have 
not  been  unanimous,  but  I can  assure  you  that  the 
opinions  expressed  by  this  committee  are  the  con- 
scientious and  sincere  conclusions  which  we  indi- 
vidually hold.  All  the  thought  and  integrity  we 
could  muster  have  gone  into  the  following  report, 
and  I can  only  hope  that  you  and  your  county  so- 
cieties have  studied  it  and  can  vote  intelligently  on 
these  important  issues. 

Now,  Mr.  Speaker,  the  first  resolution,  60-35,  is  on 
page  15  of  your  Handbook.  This  amendment  would 
jrrovide  that  the  president  of  the  State  Society  ap- 
point a nominating  committee  from  a list  of  four 
designees  submitted  by  each  district  branch  within 
sixty  days  following  the  annual  meeting.  The 
appointment  of  two  “membcrs-at-large”  would  not 
be  changed. 

We  have  two  reports  here.  I should  first  read 
the  majority  report;  I am  reading  this  because 
Ezra  A.  Wolff,  M.D.,  and  Alfred  A.  Hartmann, 
M.D.,  are  the  authors  of  the  majority  report,  and 
they  have  reworded  it: 

Resolved,  that  in  Chapter  VII,  Section  1,  of 
the  Bylaws  the  sentence  reading,  “Within  three 
months  after  assuming  the  office  of  president, 
he  shall  appoint  a nominating  committee,  and  it 
shall  be  published,”  shall  be  deleted  and  the 
following  substituted  therefor:  “He  shall  appoint 
a nominating  committee  in  accordance  with  the 
provisions  of  Chapter  XI,  Section  4,  whose  names 
shall  be  published  in  the  New'  York  State 
Journal  of  Medicine  w'ithin  three  months  of  his 
assumption  of  office.  In  the  event  that  a district 
branch  does  not  submit  a list  of  names  within  the 
first  sixty  days  of  his  term,  the  president  shall 
appoint  a member  of  his  ow'n  choice  from  that 
district  branch” ; and  be  it  further 

Resolved,  that  in  Chapter  XI,  Section  4,  the 
first  sentence  shall  be  deleted  and  the  following 
substituted  therefor:  “The  nominating  com- 

mittee shall  be  appointed  by  the  president  in 
accordance  with  the  provisions  of  Chapter  VII, 
Section  1,  and  shall  comprise  11  members,  one  to 
be  chosen  from  a li.st  of  designees  submitted  by 
each  district  branch  resjiectively,  and  two  addi- 
tional members  at  large.” 

Ezra  A.  Wolff,  M.l).,  Assistant  Secretari/:  Mr. 
Speaker,  1 should  like  to  move  the  adoption  of  tin' 
majority  report  of  this  committee. 

Vice-Speaker  Wurzbach:  Is  there  a second? 
Monroe  M.  Broad,  M.l).,  Queens:  I .second  that. 
Vice-Speaker  Wurzbach:  There  has  been  a 

motion  to  a])[)rove  the  majorilA'  report,  and  it  has 


b('Pn  seconded.  There  is  now  a minoritj'  report  . 

Dr.  Burgin:  Mr.  Speaker,  the  minority  report 
submitted  by  your  chairman  recommends  disap- 
proval of  the  resolution  and  would  point  out: 

1 . The  members  of  the  nominating  committee 
are  now  selected  from  each  district  branch  with  two 
“at  large”  from  the  metropolitan  area. 

2.  This  amendment  would  seem  to  suspect  the 
ability  or  sincerity  of  a jiresident  elected  by  this 
House  of  Delegates. 

3.  The  downstate  area,  as  expressed  by  a member 
of  the  Council  from  that  region,  would  not  be  aided 
locally. 

4.  The  designated  members  from  the  district 
branches  would  probably  be  named  b}'  the  president 
of  the  district  branch  who  might  not  be  acquainted 
with  the  interested  members  of  the  component 
county  societies. 

5.  Finally,  the  present  system  of  the  appoint- 
ment of  a nominating  committee  by  the  president 
has  worked  well  over  the  past  few  years  since  it  has 
been  in  operation. 

Vice-Speaker  Wurzbach:  This  minority  report 
is  for  information. 

James  Greenough,  M.D.,  Trustee:  I would  move 
the  minority  report  as  a sub.stitute  motion  for  the 
House  of  Delegates. 

J.  Stanley  Kenney,  M.D.,  Trustee:  I second 
that  motion. 

Vice-Speaker  Wurzbach:  The  business  before 
the  House  now'  is  the  substitute  motion  substituting 
the  minority  report  for  the  majority  report,  which 
is  now  open  for  discussion. 

Thomas  M.  d’Angelo,  M.D.,  Queens:  Point  of 
information,  can  w'e  as  a House  here  substitute  a 
minority  report  for  a majority  report  and  make  that 
a minority  report,  which  w'e  are  really  doing?  In 
other  words,  we  are  taking  a minority  report  for 
the  majority  report.  I don’t  think  we  can  do  that. 
I think  if  we  want  to  vote  on  it,  let  us  vote  on  the 
majority  report,  turn  it  down,  and  then  let  it  stay 
as  it  is. 

Vice-Speaker  Wurzbach:  Under  Robert’s  Rules 
of  Order,  a minority  report  may  be  presented,  and 
then  a motion  made  to  substitute  it  for  the  majority. 
We  are  working  under  Robert’s  Rules  of  Order,  sir. 

Assistant  Secretary  Wolff:  Point  of  order, 
Mr.  Speaker,  and  members  of  the  House,  I think  in 
order  to  simplify  this  jirocedure,  we  might  simply 
act  on  the  majority  report.  If  it  is  defeated,  the 
purpo.se  of  the  minority  rejiort  will  have  been  at- 
tained in  that  you  will  have  remained  in  status  (pio, 
and  that  is  what  the  minority  report  says.  But  I 
think  to  avoid  confusion  it  might  be  better  if  the 
substitution  of  the  minority  rejiort  were  not  made. 
We  can  discuss  both  of  them  under  the  majority 
report.  If  it  is  defeated,  you  have  accomplished 
what  t he  minority  report  has  suggested. 

VAce-Speaker  Wurzbach:  'I'he  Ch.air  overrules 
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it  in  Uie  fact  tliat  the  siil)stiliitc  motion  has  l)ccn 
})resented  and  has  been  seconded  and  is  now  the 
order  of  business  before  the  House. 

Is  there  discussion  on  the  minority  report?  Any- 
one wishing  to  discuss  will  please  go  the  microphone 
and  state  his  name  and  district  or  county. 

. . . There  were  calls  for  the  question  . . . 

Walter  T.  Heldmann,  M.D.,  Richmond:  Point 
of  order. 

Vice-Speaker  Wurzbach:  State  your  point  of 
order. 

Dr.  Heldmann:  We  have  to  have  a two-thirds 
vote  to  change  the  Constitution.  We  are  voting 
now  on  the  minority  report.  Is  that  right? 

Vice-Speaker  Wurzbach:  Right. 

Dr.  Heldmann:  What  vote  will  have  to  [irevail 
to  pass  the  minority  report? 

Vice-Speaker  Wurzbach : A two-thirds  vote. 

Dr.  Heldmann:  Thank  you! 

Choru.s:  No,  no. 

Vice-Speaker  Wurzbach:  Is  (here  any  further 
di.scussion? 

Dr.  Broad:  Inasmuch  as  the  passage  of  the 

minority  report  would  in  no  way  change  the  Con- 
stitution as  it  presently  stands,  I would  suggest  that 
a majority  vote  would  be  sufficient  to  accompli.sh 
the  purpose.  Therefore,  I maintain  that  a majority 
vote  will  be  sufficient  to  pass  the  substitute  motion. 
I ask  for  a ruling  of  the  Chair. 

Vice-Speaker  Wurzbach:  You  are  correct. 

The  question  is,  do  we  first  accept  the  substitute. 
All  those  in  favor — this  recpiires  a majority  vote — 
do  we  accept  the  presentation  of  the  sufistitute  mo- 
tion? Then  comes  the  vote  on  the  adoption,  but 
first  we  must  accept  the  presentation.  There  has 
been  a question  of  accepting  the  presentation.  Are 
we  to  accept  th(>  iiresentation  of  the  minority  re- 
port. All  those  in  favor  say  “aye,”  oiiposi'd  “no.” 
It  is  pa.ssed. 

Now,  gentlemen,  we  are  speaking  on  the  merits  of 
the  substitute  report.  Is  there  any  di.scu.s.sion  on 
that? 

Assistant  Secretary  Wolff:  Mr.  Speaker  and 
members  of  the  House,  this  suggested  change  in  the 
Constitution  which  is  incorporated  in  the  majority 
report  came  about  through  the  introduction  of 
resolution  60-35.  The  fact  that  such  a resolution 
was  introduced  indicates  that  there  was  some  reason 
to  feel  that  the  present  system  of  sidecting  the 
nominating  committee  was  not  entirely  aiT-eptable 
to  the  over-all  mcmbershi|). 

In  studying  the  problem,  we  who  presented  the 
majority  report  felt  that  in  order  to  avoid  even  the 
appearance  that  a nominating  committee  could  be 
a .self-perpetuating  body,  it  might  be  better  to  have 
its  members  or  its  potential  members  nominated 
from  the  various  districts  which  they  represented 
rather  than  selected  from  above  by  (he  president. 
This  intended  no  slur  on  the  president,  no  suggestion 


that  he  was  unwilling  or  unable  to  pick  proper  men, 
but  simply  to  broaden  the  ba.se  to  give  every  possible 
appearance  of  democratic  process. 

A nominating  committee  is  an  extremely  im- 
portant body  in  a democratic  organization.  It 
must,  of  necessity,  avoid  the  appearance  that,  it 
constitutes  a self-perpetuating  group,  so  it  was  felt 
that  while  the  president  would  still  retain  the  power 
to  designate  the  nominating  committee,  the  desig- 
nees from  the  various  district  branches  might  better 
be  suggested  by  their  local  constituencies,  and  we 
felt  that  under  those  circumstances,  far  from,  as  the 
minority  report  states,  having  the  president  in  a 
better  position  to  know  who  were  worthy  and  who 
were  not,  the  local  members  would  have  better 
knowledge  of  their  own  fellow  members. 

To  take  the  points  in  the  minority  report  in  order: 
I believe  I have  answered  number  two. 

“The  downstate  area,  as  expressed  by  a member  of 
the  Council  from  that  region,  would  not  be  aided 
locally.”  The  purposi'  of  this  suggested  majority 
report  is  not  to  aid  any  area;  it  is  to  change  the 
distribution  of  representation  on  the  nominating 
committee.  It  is  simply  to  attempt  to  have  it 
selected  on  a more  democratic  basis. 

Again,  “The  designated  members  from  the  dis- 
trict branches  would  probably  be  named  by  the 
president  of  the  district  branch  who  might  not  be 
acquainted  with  the  interested  members  of  the 
component  county  societies.”  I suggi'st  he  might 
be  better  ac()uainted  with  the  local  membershi]) 
than  the  president  of  the  State  Society. 

And,  as  I said  in  my  preface,  the  present  system  of 
appointment  has  worked  well  over  the  past  few 
years,  but  the  fact  that  there  is  some  difference  of 
opinion  with  that  statement  is  manifest  by  the  fact 
that  the  resolution  was  introduced  in  the  first  place. 

I can  see  no  harm  coming  from  the  majority  re- 
port. I can  see  considerable  good  in  that  it  would, 
as  I have  stated,  make  the  process  a more  democratic 
one.  I am  in  favor  of  the  defeat  of  the  minority 
report  and  the  approval  of  the  majority  report. 

Vice-Speaker  Wurzbach:  Is  there  further  dis- 
cussion? 

. . . There  were  calls  for  the  question  . . . 

VYce-Speaker  Wurzbach:  The  question  is  on 
the  adoption  of  the  minority  report,  which  requires  a 
majority  vote. 

Leonard  L.  Heimoff,  M.D.,  Bronx:  Mr. 

Speaker,  I would  like  to  ask  the  question,  who  will 
apiioint  the  two  additional  members-at-large  under 
the  majority  report,  if  the  majority  report  is 
adopted? 

Vice-Speaker  Wurzbach:  As  I understand  it,  it 
is  unchanged  in  that  respect. 

Dr.  Heimoff:  Unchanged? 

\’ice-Speaker  Wurzbach:  Yes.  All  those  in 

favor  of  the  ado])tion  of  the  minority  rejiort  say 
“aye,”  opposed  “no.”  The  minority  report  is 
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adopted. 

Dr.  Burgin,  continue. 

Dr.  Burgin:  Thank  you,  Mr.  Speaker. 

The  next  resolution  is  60-53,  “Compulsory  A.M.  A. 
Membership.”  I think  the  resolution  should  be 
read  in  total: 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  not  received  a true  numerical  repre- 
sentation in  the  affairs  of  the  American  Medical 
Association  equal  to  and  proportionate  to  other 
state  medical  societies;  and 

Whereas,  the  unification  of  all  doctors  of 
medicine  and  surgery  can  be  accomplished  only  by 
total  membership  in  one  solid  and  forceful  organ- 
ization; and 

Whereas,  the  realization  of  the  purposes  of 
our  medical  societies  can  best  be  realized  by  such 
a complete  medical  body;  and 

Whereas,  changes  and  improvements  in 
A.M. A.  thought  and  procedure  can  be  accom- 
plished only  by  full  participation  of  all  doctors; 
and 

Whereas,  the  splintering  of  our  forces  can  best 
be  prevented  by  such  unity  of  membership;  and 

Whereas,  membership  in  the  parent  organiza- 
tion of  medicine  should  be  the  desire  and  pride  of 
all  doctors  of  medicine;  now  therefore  be  it  hereby 

Resolved,  that  the  Bylaws  be  amended  as  fol- 
lows: 

1.  Amend  Chapter  I,  Section  1,  first  sentence 
to  add  following  the  words  “county  medical 
societies”  the  words  “and  the  American  Medical 
Association’  ’ ; 

2.  Amend  Chapter  I,  Section  2(a),  first  sen- 
tence, to  add  following  the  words  “assessment  of 
the  State  Society”  the  words  “and  the  dues  of  the 
American  Medical  Association”; 

3.  Amend  Chapter  I,  Section  3,  first  sentence, 
to  add  following  the  words  “component  county 
society”  the  words  “the  American  Medical  Asso- 
ciation” and  change  the  word  “its”  to  “their”  in 
the  third  line  of  said  section. 

This  proposed  amendment  was  fully  discussed, 
and  the  minority  report  of  the  Reference  Committee 
on  Reports  of  Officers,  1960,  was  noted.  This 
report  emphasized  the  thought  that  “a  majority  of 
members  in  the  mctroiiolitan  area  have  expressed  a 
desire  not  to  require  this  qualification  for  member- 
ship in  the  county  societies  of  this  area.” 

However,  the  majority  report  of  this  committee 
states:  “Several  attempts  have  been  made  in  the 
past  several  years  to  increase  our  membership  in  the 
A.M. A.,  none  of  which  has  been  successful.  Despite 
the  fact  that  we  are  the  largest  state  medical  society 
in  the  country,  we  have  a shameful  representation 
in  the  (A.M. A.)  House  of  Delegates.  Since  all  of 
our  problems  must  be  settled  on  a national  level  and 
since  the  A.M. A.  has  led  the  way  in  scientific,  edu- 


cational, and  professional  problems,  we  can  present 
a united  front  on  these  problems  only  by  all  mem- 
bers of  the  Medical  Society  of  the  State  of  New 
York  becoming  members  of  the  A.M. A.” 

On  November  10,  1960,  the  Membership  Com- 
mittee approved  the  following:  “In  accordance  with 
the  majority  report  of  the  Reports  of  Officers  Refer- 
ence Committee,  the  Membership  Committee 
recommends  to  the  Council  that  membership  in  the 
American  Medical  Association  be  required  of  all 
members  of  the  Medical  Society  of  the  State  of 
New  York.  There  were  7 affirmative,  2 negative, 
and  1 abstention  votes.” 

The  Council  approved  this  report  and  brought 
out  that  this  is  an  advisory  opinion  for  the  benefit 
of  the  House  of  Delegates  and  its  Special  Committee 
on  Constitution  and  Bylaws. 

Your  committee  is  unanimous  in  its  recommenda- 
tion to  approve  this  amendment.  It  feels  that  it  is 
of  such  paramount  importance  that  the  address  of 
Louis  H.  Bauer,  M.D.,  past-president,  which  he  gave 
at  the  1960  House  of  Delegates  should  be  incor- 
porated in  this  report.  It  is  printed  in  the  report, 
and  I hope  you  have  all  had  a chance  to  read  it. 

We  believe  it  is  of  interest  to  note  that  ten  state 
medical  societies  have  compulsory  A.M. A.  member- 
ship, among  them  two  of  the  largest,  California  and 
Illinois.  The  states  that  have  it  are  as  follows: 
Arizona,  California,  Colorado,  Illinois,  Mississippi, 
Montana,  Nebraska,  Nevada,  Oklahoma,  and  Wis- 
consin. 

In  view  of  the  above,  we,  this  committee,  recom- 
mend approval  of  this  resolution  which  would  make 
membership  in  the  American  Medical  Association 
compulsory  in  the  Medical  Society  of  the  State  of 
New  York  and  thereby  give  us  our  true  representa- 
tion. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Walter  Einhorn,  M.D.,  Bronx:  I second  it. 

Vice-Speaker  Wurzbach:  Gentlemen,  this  is 
now  open  for  discussion. 

Gerald  D.  Dorman,  M.D.,  Councillor:  Perhaps 
I am  in  a peculiar  position  here  as  a trustee  of  the 
American  Medical  Association,  but  I feel  that  I 
should  go  on  record  that  New  York  County  has 
voted  and  directed  its  delegation  to  vote  against 
automatic  member.ship  in  the  American  Medical 
Association.  Thank  you! 

Thomas  F.  McCarthy,  M.D.,  Bronx:  When  Dr. 
Burgin  read  the  minority  report  last  year — I am 
going  to  say,  unfortunately,  I was  the  one  who  had 
to  submit  the  minority  report  last  year — but  he  did 
not  continue  my  minority  report,  I think,  relative 
to  the  remarks.  As  I recall  it,  what  I did  say  last 
year  was  I suggested  that  those  of  us  who  are 
strongly  in  favor  of  this  should  go  back  to  their 
county  societies  that  have  voted  against  it  and  con- 
vince our  membershijj  to  support  it  in  the  next  year. 
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Now,  we  can  proudly  come  back  from  the  Bronx 
and  say  that  the  Bronx  County  Medical  Society  re- 
' versed  itself  this  year  and  voted  in  favor  of  com- 
I pulsory  membership  in  the  American  Medical  Asso- 
I elation. 

I Dr.  Broad:  I am  also  proud  to  second  the  re- 
I marks  of  the  representative  from  the  Bronx. 
Queens  County  has  gone  on  record  as  overwhelm- 
ingly agreeing  with  compulsory  American  Medical 
Association  membership.  This  does  not  mean  that 
we  are  totally  in  accord  with  every  action  of  our 
national  organization,  but  we  do  feel  that  only  by 
participation  as  members  and  increasing  the  number 
of  delegates  from  this  Medical  Society  of  the  State 
of  New  York  can  we  make  our  views  felt  and  can  we, 
if  we  need  to  change  some  of  the  attitudes  of  the 
national  organization,  do  so.  Therefore,  we  are  on 
record  in  favor  of  compulsory  membership  in  the 
American  Medical  Association  for  all  members  of 
the  Medical  Society  of  the  State  of  New  York. 

I,  Solomon  Schussheim,  M.D.,  Kings:  I regret- 
I fully  have  to  state  that  our  county  society  niember- 
I ship  overwhelmingly  mandated  our  delegation  to 
vote  against  this  resolution. 

I Irving  L.  Ershler,  M.D.,  Onondaga:  The 

j Onondaga  County  Medical  Society  has  mandated 
its  delegation  to  vote  in  favor  of  this  resolution. 

; I am  told  further  that  our  neighboring  county, 
Oneida,  at  a recent  meeting  not  only  mandated  its 
delegation  to  vote  for  this  but  also  decided  to  make 
membership  in  the  Oneida  County  Medical  Society 
! include  membershij)  in  the  American  Medical 
( Association  w'hether  or  not  the  IVIedical  Society  of 
the  State  of  New  York  does  so. 

I further  state  that  already  Chenango  County 
has  such  a rule  of  their  own,  that  membership  in  the 
Chenango  County  Medical  Society  necessitates  or 
makes  compulsory  American  Medical  Association 
membership. 

Charles  R.  Mathews,  Monroe:  I rise  to  speak 
in  favor  of  compulsory  American  Medical  Associa- 
tion membership.  The  delegates  from  Monroe 
County  in  the  Seventh  District  at  a preconvention 
meeting  expressed  unanimous  approval  of  the  con- 
cept that  a person,  to  be  a member  of  organized 
medicine,  should  be  a member  all  the  way  through, 
county,  state,  and  national. 

Herbert  Berger,  M.D.,  Richmond:  The  Rich- 
mond County  Medical  Society  has  had  compulsory 
membership  in  the  American  Medical  Association  for 
the  last  fifteen  years.  I would  like  to  report  that 
practically  100  per  cent  of  the  physicians  prac- 
ticing in  our  county  are  members  of  the  county 
society  and  of  the  American  Medical  Association. 
We  have  lost  no  membership  by  this  move. 

John  F.  Kelley,  M.D.,  Oneida:  Our  delegation 
has  been  mandated  by  our  county  society  to  vote  for 
membership  in  the  American  Medical  Association. 

. . . There  were  calls  for  the  question  . . . 


Gerard  V.  Farinola,  M.D.,  Nassau:  I am  a 
proponent  of  this  resolution,  and  I would  like  to  say 
something  in  this  regard.  Everything  that  has 
been  said  here  this  morning,  from  Dr.  Moore’s  re- 
port to  Dr.  Galbraith’s  promises  and  hopes  for  next 
year,  as  well  as  the  reports  of  other  state  presidents, 
all  reflect  the  need,  and  the  pressing  need,  for  unity 
and  solidarity  of  all  doctors. 

My  association  with  the  medical  profession  dates 
back  twenty-eight  years,  but  the  first  time  that  I 
realized  fully  what  it  was  to  be  a doctor  was  when  I 
was  approached  for  membership  in  the  American 
Medical  Association.  Some  of  the  members  in 
Nassau  County  questioned  me  not  too  long  ago  and 
were  surprised  to  know  that  there  were  men  who 
w'ere  not  members  of  the  American  Medical  Associa- 
tion and  felt  that  membership  in  the  American 
Medical  Association  was  quite  as  natural  as  being 
called  doctor  when  you  earned  your  M.D.  degree. 
Therefore,  it  seems  long  past  due,  and  100  per  cent 
membership  should  certainly  be  attained  at  this 
time.  Otherwise,  if  we  do  not  feel  that,  mentally, 
physically,  and  with  our  hearts,  we  cannot  believe 
or  accept  the  things  that  were  told  to  us  by  Dr. 
Moore  and  by  Dr.  Galbraith.  I hope  sincerely  that 
this  resolution  is  passed  because  it  will  mean  the 
salvation  of  medicine  and  the  unity  of  all  doctors. 

Dr.  McCarthy;  If  there  is  no  further  discussion, 
Mr.  Speaker,  may  I suggest  or  offer  it  as  a point  of 
order  that  this  be  a closed  ballot. 

Chorus:  No. 

Dr.  McCarthy:  There  is  a reason  for  that. 
There  is  a very  good  reason  for  that.  We  have  two 
large  county  societies  who  have  told  us  that  they 
were  mandated  to  vote  against  this  resolution,  so  in 
order  that  there  should  be  no  question,  when  this  is 
passed  by  this  House,  that  there  was  any  attempt  at 
intimidation,  it  should  be  by  closed  ballot.  In  other 
words,  to  the  press  it  should  be  known  that  no 
doctor  had  to  stand  up  and  be  seen  voting  for  this, 
but  that  he  was  given  the  opportunity  to  vote  for  it 
in  the  most  democratic  way  possible,  and  that  this 
State  Society  voted  for  this  in  that  way,  without  any 
question  of  intimidation. 

Chorus:  No. 

Vice-Speaker  Wurzbach;  On  the  point  of  order 
presented,  there  will  first  have  to  be  a vote.  If  there 
is  a question  of  division  of  the  ballot,  then  a motion 
may  be  made  of  the  division  by  closed  ballot  only  at 
that  time,  and  that  would  then  require  a majorit}^ 
vote  only  to  have  the  closed  ballot. 

John  D.  Naples,  Erie:  We  have  over  900  mem- 
bers in  our  county  society  who  are  members  of  the 
American  Medical  Association.  I have  polled  my 
delegation,  and  we  are  unanimously  and  solidly  in 
favor  of  compulsory  membership  in  the  American 
Medical  Association.  I call  for  the  question. 

Vice-Speaker  Wurzbach:  There  is  a call  for  the 
question. 
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Assistant  Secretary  Woefe:  Briefly,  fellow 

delegates,  I would  like  to  state  my  position  as  a 
signer  of  the  report  of  the  Constitution  and  Bylaws 
Committee  in  favor  of  this  change. 

In  the  first  place,  you  will  recall  that  when  there 
were  no  dues  to  the  American  Medical  Association, 
there  was  no  objection  to  anybody  belonging.  I 
am  not  at  all  convinced  that  the  matter  of  dues  is  a 
controlling  factor  but  is  an  excuse  rather  than  a 
reason  that  is  given  by  some  men  for  not  wanting  to 
belong. 

I think  that  it  is  high  time  that  we  got  proper 
representation  in  the  American  Medical  Association. 
We  are  a large  area  of  the  country.  We  have  unique 
problems,  and  I think  that  our  unique  problems  de- 
mand unique  and  proportional  representation.  We 
can  have  that  only  if  our  representation  is  in  accord 
with  our  total  membership. 

I do  not  believe,  gentlemen,  that  compulsion  is 
the  issue.  Since  there  is  no  objection,  on  the  part  of 
the  people  who  say  that  they  object  to  compulsion,  to 
being  compelled  to  belong  to  the  State  Society  when 
they  join  the  county  society,  obviously  that  is  not  a 
valid  point  in  opposition  to  this  suggestion. 

The  opposition  in  our  area  strangely  seems  mainly 
from  people  who  say  they  don’t  want  compulsion 
but  who  are  for  compulsory  health  insurance,  who 
are  for  compulsory  Social  Security,  and  it  is  a little 
incongruous  that  compulsion  is  all  right  on  the  one 
hand  and  not  on  the  other.  Again,  I suggest  this  is 
an  excuse,  without  being  a reason. 

Whether  or  not  each  one  of  us  individually  is  a 
member  of  the  American  Medical  Association,  the 
activities  and  the  pronouncements  of  the  American 
Medical  Association  in  the  public  eye  will  be  the 
declaration  of  all  doctors,  so  whether  or  not  you  are 
a member,  the  American  Medical  Association  is  your 
representative.  It  might  be  better  to  stay  within 
its  framework  and  exert  what  influence  you  can  to 
mold  it  in  the  direction  that  you  wish  rather  than  to 
abdicate  your  authority  within  it  and  stand  outside 
and  throw  stones  at  it. 

I am  for  the  resolution. 

Frank  J.  Borrelli,  M.D.,  Section  Delegate: 
Rarely  do  I agree  with  the  assistant  secretary,  even 
outside  of  this  body,  but  I want  to  save  time.  I 
wish  I could  reiterate  everything  he  said.  I would  like 
also  to  bring  to  the  attention  of  those  voters — what 
ii(!xt,  when  a member  says  he  wants  to  belong  to  the 
county  society  but  not  to  the  State  Society. 

. . . There  were  calls  for  the  que.stion  . . . 

\’i('E-Si>EAKER  Wurzbach:  There  was  a call  for 
the  question.  All  tho.se  in  favor — 

Dr.  Kenney:  What  are  you  voting  on? 

Vice-Speaker  Wurzbach:  We  are  voting  on  the 
eompul.sorj'  membership  in  the  American  Medical 
Association.  An  “aye”  vote  is  in  favor  of  com- 
pulsory membership  in  the  American  Medical 
A.ssociation;  a “nay”  vote  is  opiiosed. 


H.  G.  Cohen,  M.D.,  Bronx:  Can  that  be  a stand- 
ing vote?  The  voices  carry  a little  differently  in 
the  back  of  the  room,  and  it  is  a little  confusing  for 
us;  just  as  it  is  for  you  to  see  us  and  recognize  who  it 
is  at  the  front  of  the  room,  so  it  is  difficult  for  us  to 
ascertain  the  “ayes”  here  in  the  back. 

Vice-Speaker  Wurzbach:  The  voice  vote  is  to 
be  called  for  first  according  to  Robert’s  Rules. 

James  L.  Palmer,  M.D.,  Broome:  Would  you 
explain  to  us  why  we  cannot  have  a closed  ballot? 

Vice-Speaker  Wurzbach:  According  to  Robert’s 
Rules  of  Order,  there  must  first  be  a voice  vote  from 
the  floor.  If  there  is  a question  of  the  division  of 
the  ballot,  then  there  can  also  be  a motion  at  that 
time  that  the  division  of  the  ballot  may  be  by  closed 
ballot. 

Dr.  Palmer:  This  is  true  even  though  a closed 
ballot  has  been  requested? 

Vice-Speaker  Wurzbach:  A closed  ballot  at 
that  time  was  out  of  order. 

Dr.  D’Angelo:  I don’t  like  to  take  issue  with  the 
Speaker,  but  I believe  that  anybody  can  make  a 
motion  to  have  a closed  ballot.  I am  against  it,  I 
will  tell  you  right  now,  but  I think  anybody  should 
have  the  privilege  of  asking  for  a closed  ballot,  and 
if  it  is  carried  by  a majority,  I don’t  see  that  you 
have  any  other  recourse  but  to  grant  it. 

Vice-Speaker  Wurzbach:  They  have  that  right 
but  not  until  there  has  first  been  indication  of  a 
division  of  the  ballot. 

Dr.  D’Angelo:  I disagree  with  that  completely. 

Dr.  Ershler:  One  can  have  a motion  to  suspend 
the  rules  of  order  but  this  requires  a two-thirds  voice 
vote. 

. . . There  were  calls  for  the  question  . . . 

Vice-Speaker  Wurzbach:  All  those  in  favor 
.say  “aye,”  those  opposed  “nay.”  The  speaker  is 
not  satisfied.  Now,  is  there  such  a motion? 

Dr.  D’Angelo:  I think  we  will  have  to  have  a 
rising  vote.  It  is  supposed  to  be  two  thirds. 

Vice-Speaker  Wurzbach:  I will  poll  for  a rising 
vote.  All  those  in  favor  of  the  adoption  of  the 
motion  will  rise,  and  the  secretary  and  the  assistant 
secretary  will  count;  you — 

Dr.  McCarthy:  Mr.  Speaker — 

Vice-Speaker  Wurzbach:  Yes. 

Dr.  McCarthy:  After  the  voice  vote,  don’t  we 
have  the  right  for  the  ballot? 

Vice-Speaker  Wurzbach:  Yes. 

Dr.  McCarthy:  May  I also  ask  how  many  arc 
present  and  voting?  It  requires  a two-thirds 
majority  vote  of  those  present  and  voting.  Unless 
you  know  how  many  are  here  that  are  qualified  to 
vote,  how  can  you  determine  the  result? 

Vice-Speaker  Wurzbach:  It  requires  two 

thirds  of  those  pre.sent  and  voting. 

Dr.  McCarthy:  Have  you  counted  how  many 
are  jiresent  and  (lualified  to  vote? 

Vice-Speaker  Wurzbach:  Yes;  141  for.  Now, 
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all  those  now  standing  will  take  your  seats.  All 
those  opposed  will  now  rise,  and  the  secretary  and 
the  assistant  secretary  will  count;  62  are  opposed. 

Dr.  Gagan,  chairman  of  the  Credentials  Commit- 
tee, is  now  going  to  6nd  out  how  many  in  the  House 
are  present  and  entitled  to  vote.  A total  of  203  have 
voted. 

Frank  A.  Gagan,  M.D.,  Dutchess:  There  are 
228  registered  and  qualified  votes. 

Vice-Speaker  Wurzbach:  All  right,  those  that 
would  be  entitled  to  vote  are  228.  A total  of  203 
have  exercised  that  right:  141  are  for  the  adoption 
as  presented,  62  are  opposed,  which  is  not  over  one 
third.  The  motion  is  carried. 

Dr.  Burgin,  continue. 

Samuel  Lieberman,  M.D.,  Bronx:  In  view  of  the 
fact  that  this  House  of  Delegates  in  democratic  vote 
has  voted  in  favor  of  the  resolution,  I hereby  move 
that  the  action  of  this  House  of  Delegates  be  made 
unanimous. 

Chorus:  No. 

Vice-Speaker  Wurzbach:  That  is  out  of  order. 

Dr.  Burgin:  Mr.  Speaker,  I would  just  like  to 
thank  the  House  for  adopting  the  recommendation  of 
your  Special  Committee  on  Constitution  and  Bylaws 
in  this  instance. 

Resolution  60-58  is  next.  This  proposed  amend- 
ment specifically  would  change  the  fundamental 
basis  of  the  State  Society  from  a bicameral  to  a 
unicameral  governing  body.  The  details  of  the 
numerous  changes  required  for  this  are  to  be  found 
in  the  Minutes  of  the  Annual  Meeting,  September  1 , 
1959,  Part  II,  of  the  New  York  State  Journal  of 
Medicine,  pages  1652  to  1659. 

However,  your  committee  could  not  agree  on  a 
unanimous  recommendation  on  this  resolution. 
The  majority  report  of  Drs.  Burgin  and  Wolff 
recommends  disapproval  of  this  resolution  for  the 
following  reasons: 

1.  The  suggestions  of  the  Management  Survey 
Report  not  requiring  amendments  to  the  Constitu- 
tion and  Bylaws  have  been  largely  put  into  effect 
and  have  not  been  completely  satisfactory  in  their 
operation  to  date. 

2.  The  Ad  Hoc  Committee  of  the  Council, 
Renato  J.  Azzari,  M.D.,  chairman,  still  feels  that 
this  change  is  unwise.  We  have  heard  that  com- 
mittee referred  to  as  a partial  planning  committee 
this  morning. 

3.  The  Medical  Society  of  the  State  of  New 
York,  as  the  largest  in  the  nation,  presents  problems 
not  applicable  to  the  smaller  states  which  have  a 
unicameral  system  of  government. 

Vice-Speaker  Wurzbach:  Do  you  move  the 
adoption  of  the  majority  report? 

Frederic  W.  Holcomb,  M.D.,  Trustee:  1 move 
the  adoption  of  the  majority  report. 

Peter  J.  DiN.atale,  M.D.,  Councillor:  I second 
it. 


Vice-Speaker  Wurzbach:  There  is  now  a mi- 
nority report  to  present. 

Dr.  Burgin:  The  minority  report  reads  as  fol- 
lows: 

After  due  deliberation  on  the  many  facets  involved 
and  with  respectful  cognizance  of  the  opinions  of  my 
fellow  committee  members,  I am  casting  my  vote  for 
a unicameral  system  for  the  Medical  Society  of  the 
State  of  New  York  for  the  following  reasons: 

1.  It  was  the  recommendation  of  the  Manage- 
ment Survey  Report. 

2.  Only  three  states  out  of  the  50  still  use  the 
bicameral  system. 

3.  A unicameral  system  cannot  help  but  be  more 
efficient,  less  costly,  and  less  cumbersome  for  the 
transaction  of  the  business  of  the  State  Society. 

This  minority  report  is  signed  by  Dr.  Hartmann. 

Vice-Speaker  Wurzbach:  That  is  read  for 

information. 

Dr.  D’Angelo:  I think  it  might  be  helpful 
to  this  body  if  the  chairman  of  the  committee 
would  explain  to  us  what  the  difference  be- 
tween a unicameral  and  a bicameral  system  is,  or 
would  be  if  it  were  carried.  In  other  words,  the 
bicameral  Board  of  Trustees  and  the  House  of 
Delegates;  would  the  Council  still  be  present? 
What  would  it  be?  I think  a little  explanation 
might  be  in  order. 

Dr.  Burgin:  As  you  know,  in  the  Management 
Survey  Rejjort  this  was  spelled  out  along  with  other 
recommendations.  In  brief,  it  would  do  away  with 
the  Council  of  the  State  Society.  The  Board  of 
Trustees  would  be  increased.  It  was  recommended 
in  that  report  that  they  meet  only  three  or  four  times 
a year.  The  financial  end  of  the  situation,  which  is 
now  taken  care  of  by  the  Board  of  Trustees,  would 
be  in  the  hands  of  a committee  ajipointed  by  the  new 
governing  body.  I think,  in  brief,  that  covers  the 
situation. 

Are  there  any  other  tpiestions  I could  answer,  any 
specific  questions? 

. . . There  were  calls  for  the  question  . . . 

Vice-Speaker  Wurzbach:  Gentlemen,  you  have 
the  motion  to  adopt  the  majority  report.  Is  there 
any  discussion? 

Jerome  A.  Schack,  M.D.,  New  York:  As  I 
understand  it,  the  Board  of  Trustees  are  going  to 
meet  only  three  or  four  times  a year  under  that,  so 
who  will  have  control  of  the  going  business  of  the 
Society? 

Vice-Speaker  Wurzbach:  An  executive  com- 
mittee. 

Dr.  Schack:  Appointed  by  whom? 

Dr.  Burgin:  By  the  president. 

Vice-Speaker  Wurzbach:  Is  there  any  further 
discussion?  The  motion  is  the  adoption  of  the 
majority  report  recommending  no  action.  All 
those  in  favor  say  “aye,”  opposed  “no.”  It  is 
carried. 
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Dr.  Burgin,  continue. 

Dr.  Burgin:  Resolution  60-59.  This  resolution 
was  introduced  by  Dr.  Wolff  to  help  clarify  the 
membership  as  to  good  standing,  resignation,  and 
status  on  removal  from  the  State.  Would  you  like 
to  have  me  read  this? 

Chorus:  No. 

Several  voices  from  the  floor:  Just  sum- 
marize it. 

Dr.  Burgin:  It  simply  clarifies  the  situation 
which  we  have  been  asked  to  clarify  by  the  adminis- 
tration. Dr.  Wolff  presented  it. 

Assistant  Secretary  Wolff:  Is  it  in  order  to 
discuss  it?  Has  it  been  moved? 

Dr.  Burgin:  Your  committee  unanimously  ap- 
proves this  resolution,  and  I move  its  adoption. 

Assistant  Secretary  Wolff:  I second  it. 

Vice-Speaker  Wurzbach:  Dr.  Wolff  wishes  the 
floor. 

Assistant  Secretary  Wolff:  I should  like  to 
point  out  one  important  difference  that  the  adoption 
of  this  change  will  make,  and  that  is  our  dues  year 
will  now  be  altered;  at  least  the  date  at  which  dues 
have  to  be  paid  will  be  altered  from  May  .31  to 
March  1 . You  will  have  to  get  your  dues  in  by  the 
end  of  February  to  remain  in  good  standing.  This 
is  so  we  can  facilitate  the  transfer  of  funds  from  the 
State  Society  and  know  what  our  financial  situation 
is  without  any  prolonged  period  of  adjustment  such 
as  occurs  between  January  1 and  May  31.  If  you 
will  note  this  change,  you  will,  I think,  have  the 
important  part  of  this  proposal. 

. . . There  were  calls  for  the  question  . . . 

Vice-Speaker  Wurzbach:  The  question  has 

been  called  for.  All  in  favor  of  the  report  as  pre- 
sented say  “aye,”  opposed  “no.”  It  has  been  car- 
ried by  over  a two-thirds  majority. 

Dr.  Burgin:  Mr.  Speaker,  in  connection  with 
this  resolution  that  you  have  just  passed,  I don’t 
think  it  is  necessary  for  me  to  take  up  a question 
which  was  referred  to  this  committee  by  the  Coun- 
cil, which  has  to  do  with  a provision  in  Madison 
County’s  new  constitution  which  has  something 
to  do  with  the  dates.  This  was  questioned  in  the 
Council  by  Dr.  Wolff,  and  if  he  will  agree,  Mr. 
Speaker,  I don’t  think  I need  take  care  of  that. 

Assistant  Secretary  Wolff:  I am  sorry,  but  I 
missed  your  point. 

Dr.  Burgin:  This  is  the  question  that  was 

brought  up  in  Madison  County  as  to  the  time  of 
paying  their  dues.  If  this  is  adopted,  I don’t  think 
it  is  necessary. 

Assistant  Secretary  Wolff:  No,  that  takes 
care  of  it. 

Dr.  Burgin:  The  last  resolution,  60-60,  “Status 
of  Past-Presidents.”  The  proposed  resolution  is  as 


follows: 

Resolved,  that  Chapter  II,  Section  1,  of  the 
Bylaws  be  amended  so  that  the  sentence  which 
now  reads,  “PasVpresidents  of  the  Society  shall 
be  life  members  of  the  House  of  Delegates” 
shall  be  changed  to  read  “Past-presidents  of  the 
Society  shall  be  members  for  fife  of  the  House 
of  Delegates  with  all  the  privileges  of  elected 
delegates.” 

Your  committee  approves  the  resolution  and 
recommends  its  adoption 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Kenney:  I second  it. 

Vice-Speaker  Wurzbach:  Is  there  any  dis- 

cussion? 

Assistant  Secretary  Wolff:  Members  of  the 
House,  this  change  was  suggested  by  one  of  our 
past-presidents,  who  felt  that  the  old  wording  which 
made  past-presidents  life  members  of  the  House 
carried  a false  connotation  in  that  the  life  members 
of  the  Society  do  not  have  the  privilege  of  voting,  so 
past-presidents  felt  a little  reticent  about  exercising 
the  privilege  which  we  have  always  accorded  them, 
which  is  to  have  a permanent  vote  in  this  House. 
In  order  to  clarify  that  language,  the  change  was 
made,  and  it  is  spelled  out  that  they  are  to  have  all  of 
the  privileges  of  elected  delegates.  I am  for  the 
amendment. 

Chorus:  Hear!  Hear! 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Vice-Speaker  Wurzbach:  That  also  has  been 
carried  by  over  a two-thirds  vote. 

Dr.  Burgin:  I want  to  thank  you,  IVIr.  Speaker, 
and  the  members  of  the  House  for  your  patience  and 
for  the  discussion  this  report  has  initiated.  I am 
sure  everyone  expressed  his  honest  opinion,  and  I 
only  hope  your  decisions  have  been  for  the  benefit  of 
this  Society  and  the  citizens  of  the  State  of  New 
York. 

My  deep  appreciation  to  the  members  of  my 
committee,  Ezra  A.  Wolff,  M.D.,  and  Alfred  A. 
Hartmann,  M.D.,  goes,  perhaps,  without  saying, 
but  I must  express  my  gratitude  for  the  work  and 
advice  from  Miss  Doris  Dougherty,  Miss  Dorothy 
Hart,  Miss  Alvina  Rich  Lewis,  Miss  Roslyn  Fein- 
berg,  Mr.  Jack  Pardee  and  his  staff,  and  Miss 
Barbara  Klock,  my  own  secretary  at  home. 

Vice-Speaker  Witrzbach:  Thank  you.  Dr. 

Burgin. 

The  House  is  now  in  recess.  The  reference  com- 
mittees will  meet,  and  the  House  is  now  in  recess 
until  tomorrow  at  2 p.m. 

...Whereupon  at  1:30  p.m.,  the  meeting  re- 
cessed . . . 
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Section  103  (See  36,  176,  218) 

Introduction  of  Guests 

Speaker  Lane:  Gentlemen,  it  is  now  two  o’clock. 
The  meeting  will  now  please  come  to  order. 

For  the  first  business  this  afternoon,  it  is  my 
pleasure  to  introduce  to  you  William  Costello,  M.D., 
vice-president  of  the  American  Medical  Association. 
Dr.  Kenney,  would  you  like  to  bring  Dr.  Costello  up 
to  the  rostrum? 

. . . J.  Stanley  Kenney,  M.D.,  escorted  William 
Costello,  M.D.,  to  the  rostrum  amid  applause  . . . 

William  Costello,  M.D.:  Thank  you.  Dr.  Lane. 

I am  not  here  as  vice-president  of  the  American 
Medical  Association,  but  I am  here  as  the  represen- 
tative of  the  Medical  Society  of  New  Jersey  to  bring 
you  greetings  from  that  state,  which  has  had  very 
wonderful  relations  with  the  Medical  Society  of  the 
State  of  New  York,  and  we  want  to  do  all  we  can  to 
keep  those  good  relations,  harmonious  activities,  and 
cordial  relationships  in  progress. 

I would  like  to  say  just  a word  about  having  been 
elected  vice-president  of  the  American  Medical 
Association.  While  it  has  sometimes  been  looked  on 
as  just  an  honorary  position,  which  it  is,  it  has  been 
a source  of  very  great  educational  value  to  me  since 
I attended  all  of  the  meetings  of  the  board  of  trustees 
and  became  more  deeply  indoctrinated  with  the 
activities  of  the  Association.  I would  like  to  say 
that  while  in  the  past  you  and  I have  criticized  some 
of  their  activities,  these  men  are  really  a dedicated 
group,  who  are  doing  a tremendous  job,  trying  to  do 
the  right  thing.  If  they  did  nothing,  they  would 
never  make  any  mistakes.  They  probably  do  make 
mistakes,  but  they  are  trying  to  do  a real  joV)  for 
American  medicine. 

Incidentally,  I would  like  to  say  also  that  one  of 
the  members  of  your  Society  is  a member  of  that 
group.  I have  sat  in  on  the  meetings,  and  I would 
say  that  you  in  New  York  have  every  right  to  be 
very  proud  of  the  contributions  and  the  activities 
that  Gerry  Dorman  has  made  to  the  American 
Medical  Association  board  of  trustees. 

We  all  have  the  same  problems.  New  Jersey,  New 
York,  and  almost  all  of  the  states,  and  I am  here  to 
get  some  information,  some  guidance,  and  direction 
on  how  New  Jersey  should  proceed  in  the  solution  of 
these  problems.  But  I want  to  say  this  in  relation 
to  the  meeting  that  we  had  in  Washington  last  week, 
and  it  is  something  that  I think  we  should  all  take 
home  wdth  us.  Several  of  the  states  had  lunches 


and  dinners,  and  so  forth,  at  which  the  various 
Congressmen  were  present.  The  thing  that  seemed 
to  me  most  important  was  that  the  Congressmen 
take  more  interest  in  and  they  are  more  influenced 
by  the  letters  that  they  get,  not  from  you  as  physi- 
cians, on  medical  bills,  and  not  from  me,  but  from 
their  constituents,  3'our  patients  and  my  patients. 
In  little  after-lunch  sessions  and  after-dinner  sessions 
with  them,  they  impressed  on  me,  and  I am  sure 
that  Dr.  Dorman  will  agree  with  this,  the  fact  that 
if  you  and  I could  go  out  to  our  patients  and  tell 
them  our  story  and  get  them  to  wTite  to  their  Sena- 
tors and  Congressmen,  it  would  be  better  and  have 
more  influence  with  them  in  their  voting  than  all  of 
the  lobbies  that  are  in  Washington.  I would  just 
leave  that  message  with  you,  gentlemen.  That  is 
the  thing  you  have  got  to  do,  because  they  realize 
that  we  are  both  up  against  a proposition.  The 
administration  is  against  a proposition,  as  you  know, 
on  international  affairs.  We  are  up  against  a 
proposition  on  medical  affairs.  If  we  go  back  to  our 
constituents,  to  our  patients,  to  our  friends,  and  get 
them  to  wTite  letters  of  their  own  wording — not 
letters  that  are  form  letters  at  all,  but  let  your  pa- 
tients write  what  you  think  or  what  you  tell  them — 
it  will  have  more  beneficial  effect  in  influencing  the 
Congressmen  in  their  attitude  toward  medicine 
than  anything  you  as  a ph\’sician  or  I as  a physician 
can  do. 

Thank  you  very  much.  I just  want  to  bring 
greetings  from  New  Jersey  and  wish  you  a successfid 
meeting.  We  hope  the  cordial  relations  that  have 
existed  between  New  York  and  New  Jersey  will 
continue,  and  we  know  they  will. 

Speaker  Lane:  Thank  you.  Dr.  Costello. 

Our  next  visitor,  whom  I have  had  the  pleasure  of 
seeing  on  two  or  three  occasions,  is  Carl  Bearse, 
M.D.,  president  of  the  Massachusetts  Medical 
Society.  I am  verj-  happy  to  introduce  Dr.  Bearse. 

Carl  Bearse,  M.D.:  Mr.  Speaker  and  members 
of  this  House  of  Delegates,  ladies,  and  gentlemen,  it 
is  a great  privilege  for  me  to  be  here  to  extend  the 
greetings,  the  felicitations,  and  best  wishes  of  the 
Massachusetts  Medical  SocietjL  This  is  the  second 
time  that  I have  been  here  in  this  capacity.  Last 
year,  and  for  the  first  time  in  the  recollection  of  our 
oldest  member,  the  president  of  the  Massachusetts 
Medical  Society  received  an  invitation  from  the 
Medical  Society  of  the  State  of  New  York  to  be  its 
guest.  He  was  happy  to  accept,  but  some  other 
meeting  came  up  that  he  thought  was  more  im- 
portant, so  I came  in  his  stead.  I thought  this 
meeting  was  more  important. 
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Why  t ill'  Mi'dical  Society  of  the  State  of  New  York 
had  never  seen  fit  to  invite  a representative  from 
Massachusetts  in  tlie  i>ast  has  puzzled  me,  so  I made 
some  impiiries  as  to  wiiether  that  supposition  was 
accurate.  I spoke  to  one  of  our  secretaries,  who 
has  been  with  us  for  thirteen  years.  I said,  “Have 
we  ever  been  invited  to  attend  the  Medical  Society 
of  the  State  of  New  York  before?  Have  we  ever 
had  a delegate  from  Massachusetts  go  to  New 
York?”  and  she  said,  “To  my  recollection,  no.” 

Well,  not  being  content  with  that,  I decided  to 
hunt  out  our  oldest  member — our  oldest  member 
whose  memorj'  was  still  intact.  I located  this  man 
who  had  been  an  active  member  of  our  society  for  a 
good  many  years,  for  sixty-two  I believe,  and  in- 
quired of  him  whether  in  his  recollection  we  had  ever 
had  an  invitation  from  New  York.  He  said  he  did 
not  remember  any  such  invitation.  I thought  that 
I would  go  no  further,  because  if  I did  I would  have 
to  visit  St.  Peter’s  iiavilion,  and  I am  in  no  hurry  to 
do  that. 

W'hat  amazes  me  is  that  in  this  oversight  Massa- 
chusetts is  a border  state.  New  York  was  settled  in 
1614;  Massachusetts  in  1620,  only  four  years  later. 
New  York  entered  the  Union  in  1788;  Massa- 
chusetts entered  the  Union  the  same  year.  To  be 
sure.  New  York  has  48,000  square  miles  to  Ma.ssa- 
chusetts’  8,000,  and  New  York  also  has  a population 
of  about  15,000,000  to  Massachusetts’  a little  bit 
less  than  5,000,000.  Possibly,  New  York  has  not 
thought  Massachusetts  was  quite  imj)ortant  enough. 
However,  I would  like  to  point  out  to  you  that  while 
this  society  is  having  its  155th  annual  meeting,  two 
weeks  hence  Massachusetts  is  having  its  180th,  and 
I am  inviting  everyone  here  to  attend  our  meeting. 
Possibly  now  that  the  Medical  Society  of  the  State 
of  New  \'ork  has  rt'ached  an  age  at  which  we  can 
say  it.  (pialifies  as  being  an  antitpie  society — I think 
in  order  to  have  an  item  or  article  called  anticiue  it 
has  to  be  one  hundn'd  and  fifty  years  old — possibly 
now  that  New  York  is  an  anticiue  organization,  it 
will  now  consider  it.self  in  the  same  category  as 
Massachusetts,  both  of  them  now  having  some- 
thing in  common. 

I was  sorry  that  I could  not  be  here  yesterday, 
but  I was  very  pleiised  to  learn  what  happened. 
The  adoption  of  the  resolution,  or  the  vote  rather, 
which  means  that  now  every  member  of  the  Medical 
Society  of  the  State  of  New  York  is  tn  be  a member  of 
the  American  IMcdical  Association,  I believe,  is  a 
wonderfid  stej),  a step  in  the  right  direction. 

Last  year,  when  I was  here  and  heard  Louis  H. 
Bauer,  M.D.,  pre.sent  the  resolution,  I told  them 
about  it  in  Massachusetts.  As  a result  we  are  hav- 
ing a re.solution  introduced  at  the  meeting  of  our 
Council,  which  is  the  same  as  your  House  of  Dele- 
gates, two  weeks  hence,  :ind  I ho|)e  that  eventually 
we  will  have  the  same  success  that  this  House  of 
Delegates  had  yesterday,  for  I believe  that  our  only 


hope  for  the  future  as  a free  organization  is  to  have 
one  strong  medical  association  like  the  American 
Medical  Association,  and  I would  like  to  see  each 
member  of  every  state  organization  be  a member 
of  the  American  Medical  Association. 

One  other  thing  that  I learned  is  the  wonderful 
j)ress  that  you  have  in  Rochester.  I hope  there  are 
some  members  of  the  press  here  to  hear  me  say  this 
because  I believe  that  the  press  has  an  important 
function,  a service  to  the  public,  and  anything  and 
everything  that  the  press  can  say  in  favor  of  the 
profession  is  of  service  to  the  public.  I am  delighted 
to  be  here.  Thank  you! 

Speaker  Lane:  Thank  you.  Dr.  Bearse. 

We  have  a visitor.  Dr.  Stanley  B.  Jacobs,  presi- 
dent of  the  Western  New  York  Veterinary  Medical 
Society,  representing  Dr.  Charles  Fletcher,  president 
of  the  New  York  State  Veterinary  Medical  Society. 

Dr.  Jacobs! 

Dr.  Stanley  B.  Jacobs:  Dr.  Lane  and  members 
of  the  Medical  Society  of  the  State  of  New  York,  I 
am  not  quite  used  to  such  a distinguished  gathering. 

I cannot  think  of  a better  place  to  get  sick  if  I had 
to  get  sick  right  now. 

It  is  a pleasure  to  be  here  and  to  bring  greetings 
from  the  New  York  State  Veterinary  Medical 
Society.  It  seems  that  our  interests  are  growing 
closer  and  closer  year  by  year  with  the  great  cooper- 
ation between  the  two  professions. 

Whether  or  not  many  of  you  know,  there  is  now  a 
New  York  Association  of  the  Professions,  which  was 
established  last  year.  Dr.  Fletcher  just  called  me 
yesterday  and  on  short  notice  said  he  coidd  not  make 
it  due  to  sudden  other  commitments,  so  I prepared 
no  speech.  I am  just  talking  off  the  cuff,  but  1 
would  like  to  read  you  an  excerpt  from  our  Journal 
on  the  last  meeting  of  the  New  York  Association  of 
the  Professions,  just  to  give  you  an  idea  of  what  is 
going  on  in  the  closer  relationship  between  })ro- 
fessions: 

“Legislative  chairmen  for  the  professions  repre- 
sented in  the  recently  expanded  interprofessional 
group,  the  New  York  Association  of  the  Professions, 
met  in  Albany  on  March  8.  Attendance  was  se- 
verely limited  by  an  unseasonably  heavy  snow  storm, 
but  considerable  progress  was  made  in  planning  the 
future  activities  of  this  interprof e.ssional  legislative 
committee. 

“Present  at  the  Albany  meeting  were:  C.  A. 
Wilkie,  D.D.S.,  secretary  of  the  Dental  Society  of 
New  York  State;  C.  E.  DeCamp,  D.V.M.,  chair- 
man of  this  society’s  Interprofessional  Committee 
and  vice-president  of  the  New  York  Association  of 
the  Professions;  Jack  Pardee,  director  of  the 
Department  of  Communications,  the  Medical  So-  ^ 
ciety  of  the  State  of  New  York;  Joseph  Addonizio, 
executive  director,  the  New  York  Association  of 
.Architects;  Maurice  Ro.ses,  legislative  chairman, 
the  New  York  Society  of  Professional  Engineers;  |[ 
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and  Samuel  C.  Steiger,  exeeutive  secretary,  the 
New  "S'ork  Slate  Veterinary  Medical  Society.” 

You  see  you  have  quite  a bit  of  help  coming  up 
in  the  future;  if  you  get  into  trouble  on  something 
surgical,  you  might  be  able  to  use  that  architect 
some  day.  You  never  know.  (This  was  not  in  the 
report.) 

“As  one  of  the  most  significant  actions  in  behalf  of 
the  veterinary  profession,  the  representatives  named 
above  endorsed  this  society’s  efforts  to  secure  legis- 
lation to  exempt  practicing  veterinarians  from  jury 
service  duties.” 

The  veterinarians  still  are  up  for  jury  duty,  be- 
lieve it  or  not,  in  spite  of  the  rough,  long  day  that  a 
lot  of  us  put  in  on  the  farms  and  taking  care  of 
small  animals,  and  so  forth. 

“In  a prepared  statement  before  the  Assembly 
Judiciary  Committee  on  March  14,  your  executive 
secretarj'  was  permitted  to  use  the  endorsement  of 
these  representatives  in  support  of  our  jury  duty 
e.xemption  bills.” 

So  you  can  see  we  are  getting  a lot  more  people 
behind  us  for  our  legislation  thmgs. 

“The  interprofessional  group  also  endorsed  the 
suggestion  that  all  professions  represented  in 
N.Y.A.P.  might,  in  the  future,  take  joint  action  to 
support  desirable  legislation  (or  to  oppose  unde- 
sirable legislation)  in  behalf  of  each  of  the  profes- 
sions. In  cases  where  a division  of  opinion  within 
N.Y.A.P.  appears,  the  professions  not  supporting 
(or  opposing)  any  given  legislation  might  refrain 
from  being  placed  on  record  in  such  instances. 

“Also  discussed  was  the  possibility  of  establishing 
a central  legislative  clearinghouse  for  all  professions 
represented  in  N.Y.A.P.  This  clearinghouse  might 
be  in  the  person  of  one  who  is  intimately  associated 
with  members  of  the  Legislature  in  Albany  and  who 
has  established  sources  of  information  in  the  legisla- 
tive chambers.  The  position  would  be  compensated 
by  a retainer  fee,  paid  by  N.Y.A.P.” 

I think  this  is  a step  in  the  right  direction.  From 
your  standpoint,  instead  of  just  having  the  medical 
profession  behind  a bill  here  and  there,  you  have  the 
opportunity  of  having  many  thousands  more  be- 
hind you  in  the  State  and,  of  course,  vice  versa  for 
the  rest  of  the  professions. 

Before  I go  I would  just  like  to  tell  you  a brief 
story  to  let  you  know  what  goes  on  sometimes  in  the 
office  of  a veterinarian.  A lady,  a Mrs.  Brown,  a 
short  while  ago  brought  in  a little  Boston  bull  that 
was  quite  sick  with  ga.stroenteritis,  showing  symp- 
toms of  vomiting  and  diarrhea.  She  said  to  me, 
“Before  you  touch  this  dog,  I want  you  to  have  a 
complete  consultation.  I want  you  to  go  to  at  least 
two  other  veterinarians  before  you  attempt  any 
treatment  whatsoever.” 

We  .said,  “All  right,  Mrs.  Brown,  we  will  be  glad  to 
do  this  for  you.” 

I called  in  an  old  veterinarian  that  had  had  fifty 


years’  experience  and  a younger  man  that  just  came 
out  of  the  veterinary  college  a few  years  ago. 
They  examined  the  animal  and  looked  him  over 
carefully.  We  all  agreed  on  the  diagnosis  of  gas- 
troenteritis; however,  we  differed  a little  bit  in  our 
treatment.  I suggested  that  a dose  of  penicillin- 
streptomycin  would  take  care  of  the  bug;  my  old 
colleague  suggested  that  perhaps  an  enema  at  about 
five  o’clock  in  the  afternoon  to  clean  things  out 
might  be  a safer,  more  conservative  start,  and  my 
younger  colleague  suggested  a do.«e  of  a tetracycline 
broad-spectra  antibiotic  might  hit  the  thing  a little 
better  since  we  had  no  culture  studies.  Mean- 
while, in  the  little  dog’s  inside  there  were  three  little 
bacteria  listening  in  on  this  conversation.  The 
first  little  bacterium  said,  “Gee,  I don’t  know'. 
That  penicillin-streptomycin  is  going  to  hit  me. 
I think  I will  get  down  into  the  toe  nail  where  the 
circulation  is  pretty  ])oor.” 

The  second  bacterium  said,  “G(‘e,  that  tetra- 
cycline will  finish  me  for  sure.  I am  going  to  get 
into  the  blood  and  heart  where  the  circulation  is 
pretty  great,  and  maybe  I will  es(;ape.” 

The  third  bacterium  said  to  the  other  two,  “I 
don’t  care  about  you  two  fellows.  I am  going  to 
catch  that  five  o’clock  enema  and  get  the  hell  out  of 
here.” 

Thank  you  very  much  for  listening ! 

Speaker  Lane:  Thank  you.  Dr.  Jacobs.  It  is 
also  nice  to  know  that  we  have  support  from  the 
other  professions  in  many  of  these  economic  prob- 
lems that  are  besieging  us  these  days. 

ADDITIONAL  RESOLUTIONS 

Section  IO4  (See  239)  Resolution  61-66 

Committees  to  Study  Operation  of  Assistance 
Program  Under  hierr-Mills  Lair 

Introduced  by  Medicai.  Society  ok  the  County 
OF  New  York 

Whereas,  the  American  Medical  Association 
and  the  Medical  Society  of  the  State  of  New  York 
have  both  publicly  supported  the  Kerr-Mills 
legislation  which  has  now  been  implemented  in 
New' York  State;  and 

Whereas,  the  medical  profession  is  thereby 
associated  in  the  public  mind  with  this  mechanism 
for  the  providing  of  medical  care  to  the  aged  and 
indigent;  and 

Whereas,  if  this  program  should  fail  to 
jirovide  the  benefits  it  was  intended  to  or  should 
jirove  to  be  inadequate,  the  blame  would  in- 
evitably be  laid  at  the  door  of  the  medical  pro- 
fession and  would  sway  legislative  opinion  toward  a 
program  linked  to  the  Social  Security  .system; 
and 
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Whereas,  there  are  already  indications  that  in 
some  instances  money  provided  under  this  law  is 
being  applied  at  the  local  level  to  relieve  welfare 
agencies  of  their  existing  obligations  rather  than 
to  provide  the  new  benefits  that  were  intended; 
and 

Whereas,  the  county  medical  societies  are 
uniquely  qualified  to  evaluate  the  assistance 
program  and  to  recommend  corrective  measures 
for  any  inadequacies  that  may  arise;  now  there- 
fore be  it  hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  recommend  to  each  com- 
ponent county  society  that  it  establish  a com- 
mittee to  study  the  operation  of  the  assistance 
program  in  its  own  area  on  a continuing  basis; 
and  be  it  further 

Resolved,  that  each  such  committee  report  to  a 
special  Council  committee  of  the  Medical  Society 
of  the  State  of  New  York  at  regular  intervals; 
and  be  it  further 

Resolved,  that  on  the  basis  of  the  information 
so  obtained,  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  make  appropriate 
recommendations  to  the  State  Welfare  Agency 
or  to  the  Governor  when  it  deems  necessary; 
and  be  it  further 

Resolved,  that  wide  publicity  be  given  to  the 
existence  of  this  mechanism  within  the  Medical 
Society  of  the  State  of  New  York  to  help  keep  the 
effectiveness  of  the  assistance  program  at  a 
high  level  and  to  whatever  criticisms  or  recom- 
mendations the  Council  may  periodically  make. 

Referred  to  Reference  Committee  on  Legislation 
and  Legal  Matters. 

Section  105  (See  II4)  Resolution  61-67 

Assistance  to  Cuban  Refugee  Physicians 

Introduced  by  Medical  Society  of  the  County 
OF  New  York 

Whereas,  a large  number  of  fellow  members  of 
the  medical  profession  from  the  island  of  Cuba 
are  now  refugees  to  our  shores,  and  a considerable 
number  of  these  have  come  to  New  York  State; 
and 

Whereas,  the  economic  and  professional 
plight  of  these  individuals  is  a matter  of  grave 
concern  to  the  medical  profession;  and 

Whereas,  assistance  given  so  far  has  been 
inadequate;  now  therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  hereby 
request  the  Council  to  give  immediate  and 
critical  consideration  to  legal  and  humanitarian 
measures  calculated  to  be  of  assistance  in  this 
matter. 

Referred  to  Reference  Committee  on  Medical 
Communication . 


Section  106  (See  198)  Resolution  61-68 

Social  Security  for  Physicians 

Introduced  by  Medical  Society  of  the  County 
OF  New  York 

Whereas,  results  of  polls  by  state  medical 
societies  and  independent  organizations  clearly 
demonstrate  that  a substantial  majority  of  the 
nation’s  self-employed  physicians  desire  to  be 
included  under  the  Social  Security  program; 
and 

Whereas,  members  of  the  House  of  Delegates 
of  the  American  Medical  Association  have 
continued  to  oppose  Social  Security  coverage 
at  American  Medical  Association  annual  and 
clinical  meetings  despite  the  overwhelming 
evidence  that  a majority  of  the  medical  profession 
wants  it;  and 

Whereas,  Congress  has  been  reluctant  to 
enact  a law  to  include  physicians  under  Social 
Security  in  view  of  the  American  Medical  As- 
sociation House  of  Delegates’  opposition  to  such 
legislation;  and 

Whereas,  unless  the  American  Medical  As- 
sociation House  of  Delegates  changes  its  attitude 
and  begins  to  reflect  the  real  wishes  of  the  ma- 
jority of  physicians  on  this  issue,  physicians 
and  their  families  will  continue  to  be  the  only 
professional  group  in  the  nation  that  is  deprived 
of  the  protection  and  benefits  of  the  Social  Se- 
curity program;  now  therefore  be  it  hereby 

Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  House  of 
Delegates  of  the  American  Medical  Association 
introduce  a resolution  in  favor  of  Social  Security 
coverage  for  physicians. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — A. 

Section  107  (See  240)  Resolution  61-69 

Legislation  to  Define  Practice  of  Physical 
Therapy 

Introduced  by  Henry  Fleck,  M.D.,  Section 
Delegate 

Whereas,  the  Phj'sical  Therapy  Act  (S. 
Intro.  2107)  defining  the  practice  of  physical 
therapy  and  designed  to  protect  the  referring 
physician,  the  therapist,  and  the  public  against 
the  consequences  of  improper  treatment  failed  to 
be  reported  out  of  committee  at  the  last  session 
of  the  Legislature;  and 

Whereas,  progress  has  been  made  in  the 
writing  of  a bill  satisfactorj^  to  the  American 
Physical  Therapy  Association  and  the  Section  on 
Physical  Medicine  and  Rehabilitation ; and 

Whereas,  such  an  Act  is  in  the  public  interest; 
now  therefore  be  it  hereby 
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Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  reintroduce  such  legislation, 
provided  that  satisfactory  agreement  is  reached 
between  the  Section  on  Physical  Medicine  and 
Rehabilitation  and  the  American  Physical  Ther- 
apy Association. 

Referred  to  Reference  Committee  on  Legislation 
and  Legal  Matters. 

Section  108  (See  241 ) Resolution  61-70 

Endorsement  of  H.R.  5222 

Introduced  by  Broome  County  Medical  Society 

Whereas,  organized  medicine  recognizes  that 
the  costs  of  medical  care  place  a heavy  burden  on 
many  of  our  senior  citizens;  and 

Whereas,  there  are  several  bills  pending  in 
Congress  which  would  help  alleviate  this  burden; 
and 

Whereas,  one  such  bill,  H.R.  5222,  would 
allow  total  tax  exemption  for  all  drugs  and 
medicines  for  persons  sixty-five  and  older; 
and 

Whereas,  legislation  of  this  sort  is  undeniably 
in  the  public  interest;  now  therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  go  on 
record  as  endorsing  H.R.  5222;  and  be  it  further 

Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  introduce  a 
similar  resolution  in  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  next  meeting 
in  June,  1961. 

Referred  to  Reference  Committee  on  Legialation 
and  Legal  Matters. 

Section  109  (See  242)  Resolution  61-71 

Change  in  Rules  and  Regulations  of  Malprac- 
tice Insurance  and  Defense  Board 

Introduced  by  Richmond  County  Medical  So- 
ciety 

Whereas,  legal  counsel,  in  cases  of  possible  or 
alleged  malpractice,  is  provided,  according  to  the 
rules  and  regulations  of  the  Malpractice  Insurance 
and  Defense  Board,  to  members  of  the  Medical 
Society  of  the  State  of  New  York  who  are  insured 
under  the  Group  Plan  and  to  members  who  are 
uninsured;  and 

Whereas,  fees  paid  such  legal  counsel  derive 
from  dues  paid  by  members  of  the  Medical 
Society  of  the  State  of  New  York;  now  therefore 
be  it  hereby 

Resolved,  that  the  rules  and  regulations  of  the 
Malpractice  Insurance  and  Defense  Board  be 
changed  to  provide  that  such  legal  counsel  be 
available,  on  request,  to  all  paid-uji  members  of 


the  Medical  Society  of  the  State  of  New  York, 
without  regard  to  whether  or  not  they  carry 
professional  liability  insurance  with  the  Group 
Plan  or  with  an  independent  carrier. 

Referred  to  Reference  Committee  on  Legislation 
and  Legal  Matters. 

Section  110  (See  115,  243)  Resolution  61-72 

Study  of  Problems  of  Ophthalmology  and 
Optometry 

Introduced  by  Peter  J.  DiNatale,  M.D.,  Coun- 
cillor 

Whereas,  there  has  been  considerable  discus- 
sion about  the  relationship  between  the  ophthal- 
mologist and  the  optometrist;  and 

Whereas,  the  problem  of  ethics  between  the 
two  groups  causes  some  concern;  now  therefore 
be  it  hereby 

Resolved,  that  this  House  of  Delegates  request 
the  Judicial  Council  of  the  Medical  Society  of  the 
State  of  New  York  to  undertake  a study  on  the 
problems  of  ophthalmology  and  optometry. 

Referred  to  Reference  Committee  on  Legislation 
and  Legal  Matters. 

Section  111  (See  214)  Resolution  61-74 

Creation  of  Commission  to  Study  Problems  of 
Patient  Care 

Introduced  by  Medical  Society  of  the  County 
OF  Queens 

Whereas,  the  report  of  the  Surgeon  General’s 
Consultant  Group  on  Medical  Education  entitled 
“Physicians- — a Growing  America”  notes  an  in- 
creasing need  by  the  nation  of  physicians  due  to 
( 1 ) growth  in  population  and  change  in  its  age 
composition  with  greater  proportionate  increase 
in  younger  and  older  age  groups;  (2)  increasing 
rise  of  medical  services  as  a result  of  higher 
standards  of  living,  improved  income,  educational 
status,  urbanization,  hospital  and  medical  care 
insurance,  and  advances  in  medical  knowledge; 
(3)  changing  patterns  of  medical  service  as 
seen  in  growth  of  specialization,  increased 
hospital  utilization,  increase  of  physicians  in 
hospital  service,  teaching,  research,  public  health, 
industrial  medicine,  and  administration,  with 
decrease  in  number  of  physicians  in  general 
practice  and  private  practice  of  medicine;  and 

Whereas,  the  shortage  of  physicians  con- 
stitutes only  one  facet  of  the  many  problems  of 
(1)  medical  education;  (2)  hospital  service; 
(3)  medical  practice;  and  (4)  patient  care,  all  of 
which  are  interrelated  and  mutually  dependent; 
as  are  (5)  the  decline  in  number  and  quality  of 
candidates  entering  medicine;  (6)  the  shortage  of 
interns  and  residents;  (7)  the  length  of  medical 
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education,  particularly  with  specializing  adding 
four  to  six  years  of  training;  (8)  the  decline  in 
the  number  of  general  practitioners  and  their 
uncertain  future  role  with  lack  of  provision  for 
their  integration  in  hospital  organization,  now 
oriented  to  specialties  only;  (!))  the  iiuTeasing 
cost  of  hospital  services  and  of  medical  care  and 
medication;  (10)  the  serious  nursing  shortage; 

(11)  the  relationship  and  utilization  of  ancillary 
professional  and  technical  personnel  to  assist 
and  relieve  the  physician,  resident,  and  intern; 

(12)  the  problem  of  staffing  of  new  medical 
schools  recommended  as  needed  and  the  expansion 
of  existing  medical  colleges;  (18)  the  particular 
needs  of  rural  and  urban  communities;  (14) 
the  continuing  education  of  the  physician,  both 
general  practitioners  and  specialists;  and  (15) 
the  proper  balance  between  medical  research, 
medical  undergraduate  and  graduate  teaching, 
and  medical  care  in  our  medical  schools;  and 

Whereas,  these  many  problems  are  inter- 
connected and  form  the  whole  of  the  over-all 
problem  of  medical  education,  hospital  service, 
medical  practice,  and  patient  care;  and 

Whereas,  no  single  group  can  bring  to  bear 
unbiased  viewpoints,  be  they  representatives  of 
medical  schools,  hospital  associations,  administra- 
tors, specialty  boards,  practitioners,  or  consumer 
groups;  and 

Whereas,  it  is  desirable  that  the  over-all 
problem  be  seen  in  proper  perspective  to  evalu- 
ate in  proper  relation  the  multiple  facets,  to 
establish  proper  balance  and  priorities  between 
existing  antagonistic  forces  working  independ- 
ently, and  to  determine  fundamental  goals 
and  define  specibc  immediate  and  ultimate 
objectives;  now  therefore  be  it  hereby 

Resolved,  that  delegates  of  the  Medical  Society 
of  the  State  of  New  York  introduce  at  the  next 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  a resolution  callitig  for  the 
creation  of  a commission  to  study  the  many 
problems  noted  above  from  the  over-all  view- 
point, to  set  forth  fundamental  goals  and  objec- 
tives, and  to  recommend  priorities  and  a pro- 
gram of  action  for  their  over-all  study  and 
amelioration  from  the  standpoint  of  improving 
medical  education,  hospital  service,  medical  prac- 
tice, and  patient  care,  and  that  the  commission 
have  representation  from  all  groups  involved,  to 
include  the  American  Medical  Association; 
the  Council  on  Medical  P]ducation  and  Hosjjitals; 
the  American  Hospital  Association;  the  Advisory 
Board  of  Medical  Specialties;  the  Academy  of 
Ceneral  Practice;  the  Association  of  American 
Medical  Colleges;  the  Department  of  Health, 
I'Mucation,  and  Welfare;  the  National  Research 
Council;  consumers  by  representation  from  the 
A.F.fi.  and  C.l.O.  and  from  rural  and  urban 


communities  and  other  consumer  groups;  and 
such  others  that  can  make  a contribution  to  this 
subject;  and  be  it  further 

Resolved,  that  such  a commission,  after  de- 
liberation and  study,  suggest  specific  immediate 
steps  and  formulate  an  ultimate?  program  for  the; 
betterment  of  patient  care,  medical  practice, 
hospital  service,  and  medical  education. 

Referred  to  Reference  Committee  on  Commission 
on  Medical  Services — B. 

Section  112  Resolution  01-75 

Amendment  to  Bylaws  Refiarelinf!  Membership 
of  Planning  Committee 

Introduced  by  Louis  H.  Bauer,  M.D.,  Past- 
President 

Whereas,  the  Planning  Committee  at  present 
is  compo.sed  of  the  five  most  ri'cent  past-jiresidents 
and  two  members-at-large  apjiointed  by  the 
president  for  a term  of  one  year  with  the  advice 
and  consent  of  the  Council;  and 

Whereas,  the  Planning  Committee  is  a 
committee  of  the  House  and  it  has  by  its  past 
actions  elected  the  past-presidents  to  their  office, 
and  it  is  desirable  that  the  House  should  have  the 
ultimate  responsibility  for  determining  the  com- 
position of  the  entire  committee,  including  the 
members-at-large;  now  therefore  be  it  hereby 
Resolved,  that  Chapter  III,  Section  1,  of  the 
Bylaws  be  amended  to  add  the  words  “and  one 
member-at-largc  of  the  Planning  Committee” 
following  the  words  “Board  of  Trustees”  in  the 
first  sentence  of  said  section ; and  be  it  further 
Resolved,  that  Chapter  III,  Section  2,  of  the 
Bylaws  be  amended  to  add  the  following  new 
paragraph  after  the  paragraph  beginning  “Four 
members  of  the  Council.  . . 

“In  the  year  1962  the  Nominating  Committee 
shall  nominate  two  members-aClarge  for  terms  of 
two  years  and  one  year,  respectively.  There- 
after, one  member-at-large  shall  be  nominated 
and  elected  annually  for  a term  of  two  years.” 
Referred  to  Special  Committee  on  Constitution 
and  Bylaws. 

Speaker  Lane:  Now,  included  in  the  resolutions 
that  you  have  just  had  distributed  to  you  is  a copy 
of  the  article  appearing  in  this  week’s  Look  mag- 
azine.* These  reprints  have  been  forwarded  to  us 
by  the  magazine  for  distribution  to  the  members  of 
the  House.  I had  the  opportunity  of  reading  this 
the  other  night.  I think  it  is  an  excellent  article 
which  can  prepare  all  of  us  with  ready  answers  for 
anyone  who  asks  us  (picstions  about  care  for  the 
aged  under  the  Social  Si'curity  bill.  This  is  an 
e.xcellent  job,  I think. 

* Mallory,  J.  R.:  A family  doctor’s  fiRlit  ag.aiiist 
socialized  medicine,  Look,  Ma.v  28,  19(il. 
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PHYSICIANS’  HOME 

Section  US 

Report  of  the  Physirinns'  Horne 

Speaker  I^ane:  The  next  order  of  Imsiiioss  is  the 
report  on  the  Physicians'  Home  hy  Chas.  (lordon 
Heyd,  M.l). 

Chas.  Gordon  Heyd,  M.U.,  Past-President: 
Mr.  Speaker  and  members  of  the  House  of  Delegates, 
as  I walked  up  to  the  dais,  I caught  the  phrase 
“the  care  of  the  aged.”  That  will  provide  the 
topic  for  the  few  minutes  that  I will  occupy  your 
time,  and  associated  with  that  is  the  directive:  it 
might  be  you. 

First,  I want  to  pay  tribute  to  the  various  agencies 
that  have  made  possible  the  splendid  success  of  the 
Physicians’  Home,  and  first  in  this  order  of  be- 
neficence is  the  Woman’s  Auxiliary  that  actually 
contributed  as  much  as  the  .f2.00  a.sse.ssment  of 
the  members  of  this  Society. 

The  next  are  the  publications,  the  New  York 
State  Journal  of  Medicine,  New  York  Medicine, 
Nassau  Medical  News,  Suffolk  County  Bulletin, 
Rockland  County  Bulletin,  Ontario  County  Bulletin, 
Bronx  County  Bulletin,  Onondaga  County  Bulletin, 
Broome  County  Medicine,  and  the  Bulletin  of  the 
Utica  Academy  of  Medicine. 

In  the  last  ten  years  the  Physicians’  Home  has 
expended  over  a half  million  dollars  in  taking  care 
of  aged  indigent  physicians,  their  wives  or  widows, 
and  their  children  up  to  working  age.  As  of  May  1, 
we  have  75  beneficiaries:  doctors  24,  wives !),  widows 
30  (you  will  note  there,  in  the  longevity  application, 
the  widows  are  in  the  proportion  of  three  to  two  as 
against  the  doctors),  and  dependents  12. 

We  had  five  deaths  in  the  last  year,  all  of  these 
guests  being  in  their  late  seventies  or  eighties.  It  is 
part  of  our  pledge  to  any  doctor  in  the  Medical 
Society  of  the  State  of  New  York  that  we  shall  also 
bury  him  in  the  unhappy  event  that  occurs  to  all  of 
us,  and  we  had  an  interment  cost  of  over  $1,000  in 
taking  care  of  the  last  rites  for  these  individuals. 

Now,  where  does  the  money  come  from?  This 
year  we  will  spend  $100,000  in  taking  care  of  our 
guests.  The  Woman's  Auxiliary  contributed  ap- 
proximately $3,000.  That  divided  by  the  .$2.00 
to  equate  the  .$2.00  voluntary  a.ssessment  would 
mean  the  equivalent  of  1,500  members  of  this 
Society.  The  voluntary  assessment  produced  .$7,- 
500.  That  divided  by  two  shows  approximately 
3,800  assessment  members  of  this  Society.  That 
constitutes  really  a little  over  20  per  cent  of  the 
membership,  but  in  the  membership  appeal  we 
got  .$63,000.  Some  of  the  doctors  are  in  the  $10 
or  more  contribution  category,  so  that  if  we  take 
the  percentage  figure  and  carry  it  through,  we  have 
about  25  per  cent  of  the  members  of  the  Society 
res|)onding  to  the  .$2.00  assessment. 


Now,  in  a word,  what  is  this  Physicians’  Home? 
It  was  founded  many  j-ears  ago,  by  doctors,  for 
doctors,  and  managed  entirely  by  doctors.  There 
is  no  member  of  the  board  of  directors  that  is  not  a 
doctor  except  the  legal  counsel.  It  is  maintaiTied 
by  an  olficc  in  the  pri'inises  occupied  by  the  State 
Society,  and  we  express  gratitude  to  the  State 
Society  for  the  verj"  ameliorated  terms  of  rent  and 
telephone  service  which  we  pay.  The  entire 
work  is  done  by  one  paid  a.ssistant.  Miss  Beatrice 
Hoyt.  Beyond  that  there  are  no  expenses  of 
administration. 

Any  doctor  in  need  who  is  an  American  citizen 
and  has  been  a dues-paying  member  of  this  organi- 
zation for  ten  consecutive  years  is  eligible  for  aid 
from  us.  The  words  Physicians’  Home  would  seem 
to  spell  out  an  institution.  The  Ph3'sicians’  Home 
had  a physicians’  home  manj'  .years  ago  in  the 
1920’s  and  1930’s,  and  the.3'  went  bankrupt,  and 
it  is  the  consensus  of  all  sociology  students  that 
institutional  care  per  se  is  not  the  answer.  The 
ph\’sician  can  applj',  and  we  give  him  a question- 
naire to  fill  out;  he  is  visited;  a budget  is  made 
out  of  his  current  expenses,  and  then  we  approxi- 
mate as  best  we  can  .so  that  there  is  no  stipulated 
amount  of  aid  that  the  doctor  will  receive.  It 
may  varj-  from  .$20  a month  to  as  much  as  .$275 
a month.  We  must  make  an  investigation,  ob- 
viouslj',  because  we  must  be  on  the  alert  so  there 
will  not  be  raiding  of  our  funds.  We  have  come  to 
the  conclusion  that  a doctor  will  have  contributed 
to  the  welfare  of  the  physicians  of  the  State  of  New 
York  if  he  has  been  a due.s-paj’ing  member  of  this 
organization  for  ten  j-ears  and  an  .American  citizen. 

The  next  thing  is  that  we  try  to  ascertain  whether 
or  not  the  children  are  in  any  wa.y  able  to  help  the 
old  person,  even  with  a small  token  payment  which 
would  show  an  intent  to  help  their  father  or  their 
mother,  as  the  case  maj'  be.  We  do  not  interfere 
with  long-time  savings  bank  accounts  of  the  ben- 
eficiarj'  up  to  $2,000  or  $3,000.  We  do  undertake 
to  take  care  of  the  burial.  He  or  she  can  receive 
our  monthly  stipend,  which  is  sent  out  the  first 
day  of  the  month  in  advance,  whether  he  or  she 
is  living  in  the  State  of  New  York,  Europe,  or 
Florida.  He  is  one  of  our  guests,  and  that  has 
been  our  policy. 

Two  examples  will  indicate  some  of  the  disadvan- 
tages that  ma>'  accrue.  .A  doctor  dies  in  Miami. 
He  has  three  children,  two  bo.vs  and  a girl.  On 
investigation,  those  three  children  have  13  children; 
their  jobs  were  rather  low  in  the  scale  of  economic 
return;  thej'  could  make  no  token  paj’ment.  On 
the  other  hand,  we  get  a request  to  take  care  of 
probabty  an  idios.yncratic  aged  doctor  from  his 
children.  He  has  two  bo.vs  and  a girl,  and  their 
combined  annual  income  was  .$39,000.  So  we 
said,  “We  will  not  take  care  of  .your  father.” 

“Well,  he  can’t  live  with  an.y  of  us.” 
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We  agreed  to  take  care  of  the  doctor  if  they  would 
pay  the  bills,  which  the}'  ilid,  and  everybody  was 
rjuite  satisfied. 

We  will  collect  this  year  from  the  Woman’s 
Auxiliary  and  from  the  $2.00  assessment  member- 
ship appeal  about  $80,000  when  the  final  returns 
come  in.  The  additional  money  will  be  supplied 
from  income  from  our  endowments  and  our  invest- 
ments so  that  we  are  in  moderately  good  cir- 
cumstances financially. 

It  is  my  personal  belief — and  I have  been  identi- 
fied with  it  since  1929 — that  this  is  a great  example 
in  the  ability  of  doctors  to  take  care  of  their  guild 
without  any  interference  of  rules  and  regulations. 
We  believe  that  it  can  only  be  successfully  handled, 
not  as  one  of  the  activities  of  the  organizational 
roster  of  the  State  Society,  but  by  men  who  are 
willing  to  spend  their  time — and  it  is  some  respon- 
sibility, to  look  after  a trust  fund — and  we  hope 
that  we  can  continue  this.  It  is  only  possible  if, 
as  an  organization,  the  Physicians’  Home  enjoys  a 
leverage,  w'hich  is  capable  of  some  instant  ap- 
plication. One  of  our  counties  won’t  publish 
“voluntary  assessment”  on  their  statements.  They 
unfortunately  had  a run  of  applicants  from  their 
county.  Their  contribution  was  only  about  21 
per  cent,  and  our  disbursement  to  these  people  was 
over  $8,001).  If  we  aj)plied  this,  of  course,  on  a 
regional  basis  it  would  be  impossible,  but  with 
tremendous  leverage  of  25,000  members  we  can 
meet  any  demands  on  us,  and  we  can  all  share  in  the 
rich  pride  of  the  afterglow.  Thank  you  very  much ! 

Speaker  Lane;  Thank  you.  Dr.  Heyd. 

It  is  always  a pleasure  to  hear  Dr.  Heyd  speak. 

Dr.  Heyd:  I must  be  good.  Twice  I have  had 
this  experience.  After  I have  talked,  someone 
from  the  Kings  County  Physicians’  Guild  has  come 
up  and  said,  “Here  is  a thousand  for  this  year  and  a 
thousand  for  last  year.” 

Section  114  (See  105) 

Assistance  to  Cuban  Refugee  Physicians 

Speaker  Lane:  There  is  one  resolution,  61-67, 
entitled  “Assistance  to  Cuban  Refugee  Phy- 
sicians,” that  was  referred  to  the  Reference  Com- 
mittee on  Medical  Communication,  introduced  by 
the  Medical  Society  of  the  County  of  New  York. 
I would  like  to  ask  if  it  is  your  pleasure  that  this 
could  be  acted  on  as  a direct  referral  to  the  House. 
It  is  short.  We  will  give  you  a minute  to  read  it,  or 
if  you  feel  it  should  be  referred  back  to  the  ref- 
erence committee,  that  can  be  done.  What  is  your 
pleasure? 

Thomas  M.  d’ Angelo,  M.D.,  Queens:  I move  it 
be  acted  on  immediately. 

. . . There  were  seconds  from  various  parts  of  the 
House  . . . 

Speaker  Lane:  It  has  been  moved  that  it  be 
acted  on  now  by  direct  referral. 


. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Speaker  Lane:  Now  what  is  your  pleasure  in 
regard  to  the  resolution? 

J.  Stanley  Kenney,  M.D.,  Trustee:  I move  it  be 
adopted. 

Peter  J.  DiNatale,  M.D.,  Councillor:  I second  it. 
. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  115  (See  110,  £4^) 

Correction  in  Resolution  61-72 

Speaker  Lane:  On  resolution  61-72,  there  is  a 
correction  in  the  “resolved,”  in  that  the  word  “ju- 
dicial” should  be  struck  out,  so  that  the  “resolved” 
reads: 

Resolved,  that  this  House  of  Delegates  request 
the  Council  of  the  Medical  Society  of  the  State  of 
New'  York  to  undertake  a study  on  the  problems 
of  ophthalmology  and  optometry. 

^^'e  will  now  go  on  to  the  business  of  the  House 
and  ask  for  the  reports  of  the  reference  committees. 

REFERENCE  COMMITl’EE  ON 
MEDICAL  COMMUNICATION 

Section  116  (See  37) 

Report  of  Reference  Committee  on  Medical 
Communication : Public  Relations 

Speaker  Lane:  The  first  report  w'ill  be  that  of 
the  Reference  Committee  on  Medical  Communica- 
tion, John  F.  Kelley,  M.D.,  Chairman. 

John  F.  Kelley,  M.D.,  Oneida:  Concerning 

public  relations,  this  important  committee,  under 
the  able  leadership  of  John  C.  McClintock,  M.D., 
has  carried  out  the  directives  of  this  House  ad- 
mirably. Your  reference  committee  recommends 
the  carrying  out  of  the  Public  Relations  Com- 
mittee’s proposed  jirogram,  as  outlined  on  pages 
85  to  86  of  the  Handbook.  We  reconmiend  approval 
of  this  portion  of  this  report  and  also  the  Supple- 
mentary Report  of  the  Public  Relations  Committee, 
61-T. 

Speaker  Lane:  You  have  heard  the  recom- 
mendation. Is  it  seconded? 

Walter  T.  Heldmann,  M.D.,  Richmond:  I 

second  it. 

. . . There  being  no  discus.sion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  117  (See  20) 

Report  of  Reference  Committee  on  Medical 
Communication : Subcommittee  on  Coopera- 
tion with  Media  of  Information 

Dr.  Kelley:  The  reference  committee  com- 

mends this  subcommittee  for  its  finaldraftof  “Stand- 
ards of  Practice  for  Doctors  and  Lawyers,”  :ls 
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approved  by  our  Council  and  the  New  York  State 
Bar  Association,  as  given  on  pages  86  to  87  of  the 
Handbook  and  in  supplementary  report  61-M. 
We  recommend  approval  of  this  portion  of  our 
report,  and  I so  move. 

Jerome  L.  Leon,  M.D.,  Queens:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  118 

Report  of  Reference  Committee  on  Medical 
Communication:  American  Medical  Educa- 

tion Foundation 

Dr.  Kelley:  This  report,  given  on  page  95  of  the 
Handbook,  should  be  approved,  and  the  committee 
should  be  encouraged  to  continue  its  efforts. 
It  was  the  feeling  of  the  reference  committee  that 
doctors  from  foreign  medical  schools  practicing  in 
New  York  State  should  be  encouraged  to  take  an 
active  interest  in  the  American  Medical  Education 
Foundation  program.  The  reference  committee 
recommends  approval  of  this  portion  of  the  report, 
and  I so  move. 

Thomas  S.  Cotton,  M.D.,  Steuhen:  I second  it. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  119  (See  10) 

Report  of  Reference  Committee  on  Medical 
Communication:  Publication 

Dr.  Kelley:  Alfred  P.  Ingegno,  M.D.,  has 
submitted  a detailed  report  of  the  action  of  his 
committee  during  the  past  year,  given  on  page  91 
of  the  Handbook  and  in  supplementary  report 
61-B.  This  committee  is  responsible  for  the 
management  of  two  Society  publications,  the 
New  York  State  Journal  of  Medicine  and  the 
Medical  Directory  of  New  York  State.  The  ref- 
erence committee  strongly  urges  that  our  members 
read  in  detail  this  ver}'  fine  report  and  supple- 
mentary report.  The  Publication  Committee  are 
to  be  commended  for  their  intensive  work  and  future 
planning  as  recommended  in  last  year’s  reference 
committee  report. 

The  passing  of  Laurance  D.  Redway,  M.D., 
presented  a grievous  loss  to  all  of  our  members. 

Your  reference  committee  heartily  commends  the 
work  of  Miss  Alvina  Rich  Lewis  and  her  staff,  as 
well  as  that  of  William  Hammond,  M.D.,  appointed 
temporarily  as  editor  on  a part-time  basis,  who  took 
over  the  editorial  and  administrative  supervision. 
Your  reference  committee  notes  the  many  forward 
steps  being  taken  by  this  committee  and  highly 
commends  their  efforts  in  looking  to  the  future. 
We  recommend  approval  of  this  portion  of  this 
report  and  supplementary  report  61-B,  and  I so 
move. 

Speaker  Lane:  Is  there  a second? 


William  A.  Cooper,  M.D.,  New  York:  I second 
it. 

. . . There  being  nc  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  120  (See  9) 

Report  of  Reference  Committee  on  Medical 
Communication:  Convention 

Dr.  Kelley:  The  reference  committee  com- 

mends this  committee  for  its  report  given  on  pages 
87  to  90  of  the  Handbook  and  its  supplementary 
report  61-A. 

The  reference  committee  accepts  both  reports, 
with  the  recommendation  that  a permanent  Con- 
vention Committee  of  the  House  of  Delegates  be 
established.  I so  move. 

Dr.  Heldmann,  M.D.:  I second  it. 

Speaker  L.\ne:  It  has  been  regularly  moved  and 
seconded.  Is  there  discussion? 

Samuel  Z.  Freedman,  M.D.,  Assistant  Treasurer: 
Will  you  please  explain  what  is  meant  by  “a  per- 
manent Convention  Committee?” 

Dr.  Kelley:  Yes,  sir.  We  have  never  had  a 
permanent  committee  for  the  convention.  We 
feel  that  from  year  to  year  it  is  changed,  and  it 
would  be  much  more  expedient,  especially  in  the 
future  with  some  things  that  came  up  in  the  com- 
mittee meeting  relative  to  changing  the  House  of 
Delegates  meeting  and  the  scientific  sessions,  if  a 
permanent  committee  for  the  convention  were 
appointed  by  the  House  of  Delegates  which  would 
work  out  this  problem  and  come  to  a better  under- 
standing of  it. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Section  121  (See  86) 

Report  of  Reference  Committee  on  Medical 
Communication:  Separation  of  Scientific 

Meetings  from  House  of  Delegates 

Dr.  Kelley:  Now,  I will  take  up  resolution 
61-49,  subject  “Separation  of  Scientific  Meetings 
from  House  of  Delegates,”  introduced  by  Alfred 
P.  Ingegno,  M.D.,  Councillor.  The  reference 
committee  recommends  disapproval  of  this  res- 
olution. We  did  that  because  we  felt  that  with  the 
permanent  committee  appointed,  it  would  leave 
them  free  to  go  ahead  and  make  any  recommenda- 
tions or  work  on  any  problem  that  may  arise. 

Speaker  Lane  : Do  you  move  that? 

Dr.  Kelley:  I move  it. 

Speaker  Lane:  Is  there  a second? 

Dr.  Cotton:  I second  it. 

Speaker  Lane:  Is  there  any  discussion  on  that 
motion? 

Alfred  P.  Ingegno,  M.D.,  Councillor:  Mr. 

Chairman  and  gentlemen,  this  is  a very  important 
matter,  and  I respectfully  request  that  the  House 
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give  it  its  most  serious  consideration. 

The  at  tendance  at  our  sci(“ntific  program  meetings 
when  the  convention  is  held  in  New  York  C'ity  is 
several  times  that  when  it  is  held  anywhere  else. 
That  makes  a tremendous  difference  in  income  to  the 
State  Society  because  wc  then  have  more  exhibitors 
willing  to  exhibit,  more  space  to  rent,  more  income 
from  that  rented  space,  so  we  don’t  have  the 
tremendous  loss  that  we  have  when  the  scientific 
programs  are  held  elsewhere  in  the  State. 

The  reejuest  that  the  delegates  meet  at  another 
time  is  based  on  hard  facts  and  figures,  gentlemen. 
When  we  have  our  scientific  program  and  our 
delegates  meeting  at  the  same  time,  it  is  physically 
impossible  for  the  delegates  to  attend  the  scientific 
program  at  that  time,  during  the  sessions  of  the 
House,  and  by  the  time  the  House  of  Delegates  meet- 
ing is  over,  these  men,  who  have  busy  practices  and 
have  already  given  uj)  three  or  four  days,  just  simply 
do  not  have  the  time  to  stay  on  for  the  rest  of  the 
scientific  program.  So  our  studies  show  that  the 
delegates  are  simply  not  able  to  attend  when  there 
is  a joint  meeting  of  the  sort. 

Now',  what  w'ould  separation  of  the  two  entail? 
Would  it  entail  increased  cost  to  the  Society? 
No,  gentlemen.  The  net  effect  not  only  would  be 
not  to  increase  costs  but  could  be,  and  would  doubt- 
less be,  to  increase  income  because,  as  I have  said, 
the  income  from  holding  the  scientific  program 
meeting  in  New  York  City  would  more  than  take 
care  of  the  expense  of  having  the  House  of  Delegates 
meeting  elsewhere. 

Furthermore,  the  need  for  transporting  a large 
contingent  of  personnel  would  be  obviated  when  the 
scientific  program  is  held  in  New'  York  City. 
There  would  be  no  need  for  that.  Transporting 
the  smaller  contingent  needed  for  the  House  of 
Delegates  w'ould  not  cost  so  much.  This  also  is  a 
matter  of  involvement  of  hotel  costs,  and  so  forth. 

Would  income  tax  deduction  for  attendance  be 
lost?  No,  gentlemen,  we  have  gotten  competent 
legal  opinion  and  review  of  the  I.R.H.  regulations, 
which  indicate  that  attendance  at  a House  of 
Delegates  meeting  separate  from  the  scientific 
program  would  still  be  tax  deductible. 

WTiat  about  the  matter  of  facilities?  The 
resolution  also  calls  for  having  the  scientific  pro- 
gram in  February  or  March.  Gentlemen,  we  are  in 
conflict  more  and  more  with  national  organizations, 
the  American  Medical  Association,  for  example. 
Right  now  w'e  are  in  conflict  with  two  national 
organizations,  the  American  College  of  Physicians 
and  the  American  Psychiatric  Association,  and  this 
is  going  to  be  more  and  more  the  case  in  respect  to 
New  York  City.  If  we  have  our  meeting  in  Feb- 
ruary or  March,  ours  w'ould  be  the  first  major 
meeting  of  the  year.  Our  attendance  would  be 
much  better.  We  have  concrete  evidence  of  that 
from  our  .s(‘Sf|uic(‘ntentiial  y(>ar.  The  facilities 
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we  could  obtain  would  be  much  ea.sier  to  get 
Wc  would  have  very  little"  com])ctition  for  excellent  } 
speakers  from  all  over  the  nation.  Our  news 
coverage  would  be  much  better.  It  would  not  be  ! 
diluted,  and  the  prestige  of  the  State  Society  thereby 
would  b("  much  (‘iihanci'd.  Transiiortalion  fa- 
cilities are  excellent  in  F'ebruary  or  March — 

Chorus:  No. 

Dr.  Ingegno:  Once  you  get  into  New  York 
City,  there  is  no  difficulty. 

Speaker  Lane:  Gentlemen,  please  pay  attention 
to  the  speaker  and  give  him  the  courtesy  of  letting 
him  speak,  even  though  you  might  have  a different 
opinion. 

Dr.  Ingegno:  Even  if  you  had  to  go  to  Florida, 
you  would  still  have  a transportation  problem. 

Chorus:  Right. 

Dr.  Ingegno:  The  House  of  Delegates  meeting  /! 
in  various  parts  of  the  State  has  much  to  recommend 
it.  The  facilities  would  be  easily  available.  Pro- 
fessional relations  would  be  much  enhanced  because  ( 
the  profession  in  various  parts  of  the  State  would 
become  better  acquainted  with  our  deliberations  and 
activities,  and  in  addition  to  public  relations,  the 
decisions  we  make  would  receive  greater  attention 
by  not  being  diluted  with  scientific  matters,  so  I 
would  urgently  request  that  this  be  approved,  that 
wo  at  least  give  it  a trial  of  one  year  or  two  years. 

The  House  of  Delegates  always  has  the  privilege 
of  changing  its  mind  if  it  finds  that  something  does 
not  work. 

I would  re.spectfully  move,  sir,  that  the  recom-  ^ 
mendation  or  request  that  the  recommendation  of  ; 
the  committee  be  disapproved  and  that  the  res-  i 
olution  be  approved.  I 

Speaker  Lane:  There  is  a motion  on  the  floor  M 
that  has  not  been  acted  on  as  yet.  Is  there  any  V 
further  discussion  on  this  matter?  ■ 

Thomas  M.  D’Angelo,  M.D.,Qacc«.s.-  Mr.  Speaker,  ' 
l>efore  the  substitute  motion,  as  a point  of  infor- 
mation,  may  I ask  whether  or  not  the  Council  at. 
any  time  has  made  a study  of  dividing  this  meeting  ■ 

into  two  portions?  9 

Speaker  Lane:  I,  personally,  cannot  give  j'ou  ■ 
that  answer.  The  Planning  Committee  has  given  ■ 

some  consideration  to  it.  ■ 

Vice-Speaker  Wurzbach:  The  Planning  Com-  fl 

mittee  has  studied  this  problem  and  has  reported  to  H 
the  Council,  I believe  it  was  two  years  ago,  and  the  A 
Planning  Committee  recommended  that  there  be 
no  division.  9 

Speaker  Lane:  Any  further  di.scussion,  Dr.  H 

d’ Angelo?  I 

Dr.  D’Angelo:  No.  I 

Dr.  Freedman:  This  is  not  a new  matter.  It  I 
has  come  up  on  many  occasions.  In  1957  there  was  9 
a division,  a separation  rather,  between  the  House  9 
of  Delegates  meeting  and  the  scientific  sessions.  9 
You  may  r(>call  in  that  y('ar  the  .sestiuicenfennial  9 
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c(!l(;brulion  of  the  Society  was  held,  and  there 
was  then  a s(!j)aration,  and  the  discussion  about 
separating  the  House  of  Delegates  meeting  from  the 
scientific  sessions  had  been  discussed  before.  I 
read  to  you  now  from  the  report  of  the  Council 
Committee  on  Convention,  which  states  that  the 
“House  in  1959  had  resolved  that  ‘all  future  con- 
ventions be  held  in  New  York  City  except  the 
1961  convention  already  committed  to  Rochester.’  ” 

They  go  on  to  say  that  “New  York  City  has  been 
chosen  as  a meeting  site  for  the  1965  meeting  and 
probably  everj'  fourth  year  convention  of  the 
American  Medical  Association  during  Maj'  or 
June.  This  plan  puts  two  large  medical  meetings 
in  New  York  City  every  four  years  within  several 
weeks  of  each  other.’’ 

The  House  already  decided  two  years  ago  to 
have  all  of  the  future  meetings  in  New  York  City. 
It  is  conceded  that  in  New  York  City  the  attendance 
is  larger  at  the  scientific  meetings,  but  I personally 
question  whether  there  would  be  a saving  to  the 
Society.  I am  very  much  afraid  that  there  might 
be  a higher  cost. 

I would  sugg(‘st  that  rather  than  try  and  experi- 
ment again,  we  proceed  as  we  are  now  committed 
to  proceed  and  then  after  two  or  three  years  decide 
whether  or  not  a change  should  be  undertaken. 
In  the  meantime  this  matter  can  be  brought  up 
every  year,  and  the  Council  can  consider  it,  and  so 
on. 

I would  urge,  earne.stlj^  suggest,  that  you  uphold 
the  recommendation  of  the  reference  committee 
and  not  sei)arate  the  scientific  session  from  the 
House  of  Delegates. 

Speaker  Lane:  I think  I should  call  to  your 
attention  the  fact  that  the  reference  committee 
recommends  disapproval  of  the  resolution,  which 
would  mean  that  there  would  be  no  separation.  Is 
that  not  true? 

Dr.  Freedman:  I certainly  agree  with  that. 

I am  urging  that  the  reference  committee  be  up- 
held in  its  recommendation. 

Speaker  Lane:  That  is  right. 

Samuel  Wagreich,  M.D.,  Bronx:  Mr.  Speaker 
and  gentlemen  of  the  House,  I had  an  opportunity 
to  appear  before  this  reference  committee  and 
spoke  in  behalf  of  the  conclusions  arrived  at  by 
Dr.  Kelley  and  his  reference  committee,  and  I 
should  like  to  speak  in  behalf  of  their  recommenda- 
tion. 

I think  the  case  which  has  been  made  by  Dr. 
liigegno  indicates  the  need  for  holding  a scientific 
session  in  New  York  City,  and  there  is  no  question, 
on  the  basis  of  the  figures,  that  scientific  sessions 
do  best  in  New  York  City.  But  I do  not  believe 
that  this  would  serve  to  the  benefit  and  the  prestige 
of  the  State  Society  to  divide  the  meeting  of  the 
Mouse  of  Delegates  and  the  scientific  session.  I 
think  both  meetings  complement  each  other,  and 


in  terms  of  publicity  and  public  prestigi',  th(‘  House 
of  Delegates  benefits  as  well  as  the  scientific  as- 
sembly as  a result  of  having  both  meetings  in 
New  York  City  at  the  same  time. 

I question  whether  transportation  would  be 
improved  at  that  time  of  the  year.  I don’t  believe, 
in  view  of  the  fact  that  we  alread.y  are  committed 
to  having  these  meetings  in  New  York  City,  that 
at  this  time  it  would  be  wise  to  try  to  change. 
I would,  therefore,  urge  the  House  of  Delegates  to 
support  the  recommendation  of  this  reference 
committee. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  carried  . . . 

Speaker  Lane:  The  motion  is  carried.  Continue, 
Dr.  Kelley. 

Section  122  {See  42,  66,  77) 

Report  of  Reference  Committee  on  Medical 
Communication ; Listing  of  All  Accredited 
Hospitals  in  the  Medical  Directory  of  I\ew  York 
State;  Listing  of  Previous  Hospital  and  Re- 
search Affiliations  in  Medical  Directory;  List- 
ing of  Accredited  Proprietary  Hospitals  in 
Directory 

Dr.  Kelley:  The  next  three  resolutions  we  have 
combined  because  they  are  on  the  same  subject 
practically:  resolution  61-5,  “Listing  of  All  Ac- 
credited Hospitals  in  the  Medical  Directory  of  New 
York  State,”  introduced  by  the  Medical  Society  of 
the  County  of  Queens;  resolution  61-29,  “Listing  of 
Previous  Hospital  and  Research  Affiliations  in 
the  Medical  Directory,”  introduced  by  the  Medical 
Society  of  the  County  of  Queens,  and  resolution 
61-40,  “Listing  of  Accredited  Proprietary  Hospitals 
in  Directory,”  introduced  by  the  Bronx  County 
Medical  Society.  The  reference  committee  rec- 
ommends that  no  action  be  taken  at  this  time  on 
these  three  resolutions  and  that  they  be  referred  to 
the  committee  now  revising  the  Medical  Directory 
of  New  York  State.  I move  the  adoption  of  this 
part  of  the  report. 

Speaker  Lane:  It  has  been  moved,  therefore  it  is 
open  for  discussion,  which  means  no  action  on  these 
three  resolutions. 

Ralph  S.  Emerson,  M.D.,  Nassau:  Mr.  Speaker, 
I believe  we  should  take  definite  action  on  this 
motion  regarding  the  listing  of  accredited  pro- 
prietary hospitals  in  the  Aledical  Directory.  I 
think  that  we  should  give  encouragement  to  the 
proprietary  hospitals  which  have  been  able  to  fulfill 
the  requirements  of  the  Joint  Commission  on  Ac- 
creditation. Many  of  us  in  the  downstate  area 
have  to  utilize  these  proprietary  hospitals.  It 
may  very  well  be  that  in  the  near  future  we  may 
have  to  utilize  them  more. 

I believe  we  .should  encourage  those  hospitals 
that  are  not  accredited  to  become  accredited.  I 
do  not  believe  they  should  be  listed,  but  I thiidv 
certaiidy  we  ought  to  do  everything  we  possibly 
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can  to  encourage  those  hospitals  who  have  met  this 
requirement. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  carried  . . . 

Speaker  Lane:  Just  a minute!  There  is  a little 
doubt  in  my  mind,  not  very  much,  but  I will  try  to 
eliminate  the  doubt.  Again,  those  in  favor  of  the 
motion  will  say  “aj'e,”  opposed  “no.”  The  motion 
is  very  easily  carried. 

Go  ahead.  Dr.  Kelley. 

Section  123  {See 

Report  of  Reference  Committee  on  Medical 
Communication;  Essay  Contest  on  the  Ad- 
vantages of  Private  Medical  Care  or  American 
Free  Enterprise  System  Over  Communism 

Dr.  Kelley:  Resolution  61-27,  “Essay  Contest 
on  the  Advantages  of  Private  Medical  Care  or 
American  Free  Enterprise  System  Over  Com- 
munism” introduced  by  Medical  Society  of  the 
County  of  Montgomery : 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  go  on 
record  as  approving  this  contest  for  1961-1962 
and  recommend  it  to  the  county  medical  societies 
and  the  Woman’s  Auxiliary  for  sponsorship. 

The  reference  committee  recommends  approval  of 
this  resolution,  and  I so  move. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  124  (See  68,  78) 

Report  of  Reference  Committee  on  Medical 
Communication:  Speak  Up,  Doctor”  Cam- 

paign on  Pending  Federal  Legislation;  Inform- 
ing Public  About  Legislation 

Dr.  Kelley:  Resolution  61-31,  “ ‘Speak  Up, 

Doctor’  Campaign  on  Pending  Legislation,”  in- 
troduced by  George  J.  Lawrence,  Jr.,  M.D.,  Coun- 
cillor, and  “Informing  Public  about  Legislation,” 
resolution  61-41,  introduced  by  Bronx  County 
Medical  Society,  were  combined  because  we  felt 
they  had  the  same  thought  in  mind  except  that 
61-41  has  a little  bit  more  to  it  than  61-31 : 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  set  up  a “Speak  Up,  Doctor”  campaign 
to  inform  physicians  and  the  public  about  some  of 
the  dangerous  aspects  of  pending  Federal  legislation; 
and  be  it  further 

Resolved,  that  this  campaign  be  implemented  by 
the  Subcommittee  on  Federal  Legislation  of  the 
Council  Committee  on  Legislation  with  the  as- 
sistance of  the  Communications  Department;  and 
be  it  further 

Resolved,  that  the  sum  of  $25,000  be  api)ropriated 
to  the  Subcommittee  on  Federal  Legislation  to  carry 
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out  this  important  campaign  from  July  1,  1961 
through  July  1,  1962. 

The  reference  committee  recommends  approval  of 
this  combined  resolution.  I so  move. 

Speaker  Lane:  Is  there  discussion? 

Dr.  D’Angelo:  Mr.  Chairman,  I am  for  the 
resolution  and  for  the  report,  but  I would  like 
to  know  just  how  that  $25,000  is  going  to  be 
allocated.  Why  a figure  of  $25,000?  Why  was  it 
not  $10,000  or  more? 

Thomas  F.  McCarthy,  M.D.,  Bronx:  I think 
before  you  discuss  it,  it  is  out  of  order  in  the  first 
place  because  the  House  of  Delegates  has  no  right 
to  appropriate  any  money. 

Chords:  Right. 

Speaker  Lane:  It  can  recommend  to  the 

Council. 

Chorus:  Trustees. 

Dr.  McCarthy:  Then  you  have  to  recommend 
to  the  trustees.  You  would  have  to  change  it  to 
recommend  to  the  trustees  that  they  appropriate 
the  money  because  we  have  to  realize  that  here  we 
cannot  appropriate  a dime. 

Speaker  Lane:  Dr.  Dattelbaum,  did  you  want 
to  say  something  about  that? 

Maurice  J.  Dattelbaum,  M.D.,  Treasurer:  Mr. 
Speaker  and  members  of  the  House  of  Delegates, 
your  budget  will  be  almost  $200,000  in  the  red. 
We  have  no  money  for  any  new  appropriations 
except  for  an  emergency.  How  we  are  going  to 
get  the  money  is  more  important  than  who  is  going 
to  pay  it.  It  will  come  out  of  your  pockets  with  an 
increased  assessment.  I am  opposed  to  any  more 
spending  at  present. 

Speaker  Lane:  Is  there  any  further  di.scussion? 

Dr.  Freedman:  As  a member  of  the  Budget 
Committee,  I think  I would  be  remiss  if  I did  not 
get  up  at  this  time  to  alert  the  House  of  Delegates 
to  the  matter  of  the  cost  of  running  our  Society. 

At  another  reference  committee  where  I appeared 
yesterday,  when  the  budget  was  being  discussed 
with  a good  deal  of  heat  and  perhaps  some  light, 
there  was  this  very  interesting  discussion:  Perhaps, 
it  would  seem  a little  out  of  order  to  object  to  an 
expenditure  along  these  lines  because  its  purposes 
are  without  doubt  very  good,  but  after  (juite  an 
experience  now  in  trying  to  make  u])  a budget  for 
this  Society,  with  the  help  of  Dr.  Holcomb  and 
under  the  chairmanship  of  Dr.  Dattelbaum,  I 
have  become  rather  careful  in  going  along  with 
these  recommendations  which  come  out  of  com- 
mittees or  committee  chairmen  with  the  best  of 
intentions  on  their  part.  I certainly  think  that  the 
question  that  has  been  asked  as  to  why  $25,000 
is  timely.  Perhaps  the  reference  committee  has 
been  cleared  on  that;  I don’t  know.  I did  not 
appear.  I wonder  where  the  $25,000  item  comes 
from.  I wonder  how  it  would  be  ai)propriated. 
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I also  know  that  we  extended  the  appropriation 
to  the  Department  of  Communications  to  the 
fantastic  amount  of  SI 50,000,  and  it  was  my  belief 
when  the  Budget  Committee  met  that  that  1150,000 
was  to  take  care  of  getting  our  story  before  the 
public. 

I must  sa}'  I am  frankly  disappointed  that  at  this 
time  they  are  coming  up  with  S25,000  more,  and  I 
certainly  urge  you  at  this  time  not  to  vote  for  it 
but  to  refer  the  matter  to  the  Council. 

Speaker  Lane:  Is  there  any  further  di.scussion? 

George  J.  Lawrence,  Jr.,  M.D.,  Councillor:  Mr. 
Speaker  and  members  of  the  House,  Dr.  Dattelbaum 
said  that  we  no  longer  want  to  approjiriate  extra 
sums  except  in  an  emergency.  If  you  don’t  think 
you  are  faced  now  with  an  emergency,  I don’t 
know  when  you  will  ever  be  faced  with  an  emer- 
gency. 

The  Committee  on  Political  Action  of  the  A.F.L.- 
C.I.O.  is  spending  hundreds  of  thousands  of  dollars 
to  do  just  the  opposite  of  what  we  want  to  do  on 
Federal  legislation,  and  if  we  cannot  appropriate 
money  to  do  the  job  properly,  then  we  should  not 
have  a Subcommittee  on  Federal  Legislation. 

If  you  are  going  to  assign  a job  to  a committee, 
you  have  got  to  give  them  the  wherewithal  to  do  the 
job  properly  so  that  we  can  see  the  results.  During 
the  past  two  years  that  I have  been  chairman  of 
this  subcommittee,  I have  had  to  go  to  the  Council 
and  ask  for  money  for  special  projects  that  came  u]3 
from  time  to  time.  One  of  the  reasons  your  budget 
shows  some  deficit  is  because  this  money  was  not 
provided  in  the  budget  originally.  If  you  provide 
the  money,  then  your  budget  will  not  be  in  the  red 
if  you  allocate  the  funds  in  advance. 

Now,  I think  that  everybody  in  this  House  realizes 
that  this  is  an  emergency,  and  that  it  is  up  to  this 
House  of  Delegates  to  see  that  we  tackle  this 
problem  in  the  best  way  that  we  can,  and  that  we 
have  an  effective  program  on  Federal  legislation. 

John  J.  Clowe,  M.D.,  Schenectady:  I would  still 
like  to  hear  from  Dr.  Lawrence  as  to  what  this 
$25,000  is  to  be  used  for.  He  claims  that  there  are 
special  projects  that  he  will  use  it  for,  but  before  we 
enact  this,  I think  that  the  delegates  should  know 
exactly  why  they  need  the  $25,000. 

Dr.  Lawrence:  I said  there  were  special  projects 
that  came  up  in  the  past  couple  of  years  that  were 
not  budgeted  for,  and  therefore,  we  had  to  go  to  the 
Council  to  ask  for  the  funds. 

In  my  report  on  Federal  legislation,  you  will  see 
that  there  is  a mention  of  a trip  we  made  to  W'ash- 
ington,  and  we  have  asked  that  this  be  made  an 
annual  affair  of  this  Society  to  send  representatives  to 
Washington  to  further  our  program.  This  is  one 
of  the  things  that  we  have  to  start.  That  was  just 
started  this  year,  and  that  costs  money. 

I hope  that  we  will  have  some  money  so  that  we 
can  put  more  into  an  educational  program,  not 


only  to  the  doctors  throughout  the  State  who 
certainly  need  to  be  educated  on  these  things,  but 
also  to  the  public. 

I admit  that  the  round  number  of  $25,000  looks 
big,  and  I hope  that  we  will  be  able  to  get  by  with 
much  less.  However,  I hope  we  don’t  have  to  go 
at  any  time  to  the  Council  to  ask  for  money  on  short 
notice. 

Speaker  Lane:  Is  there  any  further  discussion, 
gentlemen? 

Dr.  D’Angelo:  I want  to  ask  Dr.  Lawrence  a 
question.  Then  I take  it  that  the  $25,000  that  he  is 
asking  for  in  this  resolution  is  not  necessarily  the 
amount  that  is  going  to  be  spent  completely  on  the 
“Speak  Up,  Doctor”  campaign?  I take  it  that  he 
wants  $25,000  to  implement  his  entire  program? 
Is  that  so.  Dr.  Lawrence? 

Dr.  Lawrence:  That  is  correct. 

Speaker  Lane  : Is  there  further  discussion? 

Frederic  W.  Holcomb,  M.D.,  Trustee:  As  a 
member  of  the  Budget  Committee  and  the  Board  of 
Trustees,  I would  like  to  remind  Dr.  Lawrence 
that  the  Budget  Committee,  the  Council,  and  the 
Board  of  Trustees,  I do  not  believe,  have  ever  in  my 
memory  turned  down  an  emergency  appropriation. 
I think  that  this  matter  should  be  allowed  to  be 
considered  by  the  Council  and  Board  of  Trustees, 
and  I am  sure  that  they  will  go  along  with  Dr. 
Lawrence  if  he  needs  the  money.  We  have  not  got 
the  money  right  now. 

Speaker  Lane:  Is  there  further  discussion? 

If  not,  on  the  question:  those  in  favor  of  the  motion, 
which  as  it  stands  would  appropriate  $25,000,  but 
which  would  have  to  in  my  opinion  request  the 
Board  of  Trustees  to  appropriate  this  money — 

Dr.  Lawrence:  I move  that  we  amend  the 
resolution,  in  the  last  “resolved,”  I believe  it  is,  to 
read: 

Resolved,  that  this  House  recommend  to  the 

Board  of  Trustees  that  this  sum  be  appropriated. 

Monroe  M.  Broad,  M.D.,  Queens:  I second  it. 

Speaker  Lane:  That  is  just  a correction.  I 
believe  you  all  understand  it.  It  is  now  the  ques- 
tion. Those  in  favor  of  the  revised  resolution  will 
say  “aye,”  those  opposed  “no.” 

Will  you  please  vote  again?  Those  in  favor  will 
say  “aye,”  those  opposed  “no.” 

There  will  have  to  be  a count.  Those  in  favor  will 
stand,  please.  Now,  those  opposed  to  this  motion 
will  please  stand  and  be  counted.  Gentlemen,  your 
attention  please.  The  motion  is  carried  140  to  52. 

Go  ahead.  Dr.  Kelley. 

Section  125  {See  85) 

Report  of  Reference  Committee  on  Medical 
Communication;  Benefit  Concert  for  Ameri- 
can Medical  Education  Foundation 

Dr.  Kelley:  Resolution  61-48,  subject,  “Ben- 
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eiit  Concert  for  American  Medical  Education 
Foundation,”  introduced  by  Samuel  Wagreich, 
M.D.,  and  Henry  J.  Barrow,  M.D.,  Bronx  County 
Medical  Society; 

Resolved,  that  the  members  of  this  House  of 
Delegates  record  their  support  of  this  projected 
benefit  function  for  the  American  Medical  Educa- 
tion Foundation. 

The  reference  committee  heartily  recommends 
approval  of  this  resolution  and  urges  jjarticipation 
of  all  members.  I so  move. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  126  (See  95) 

Report  of  Reference  Committee  on  Medi- 
cal Communication:  Uniform  Identification 

Method  for  Citizens  with  Certain  Diseases 

Dr.  Kelley:  Resolution  61-58  (63),  subject, 
“Uniform  Identification  Method  for  Citizens  with 
Certain  Diseases,”  introduced  by  John  C.  McClin- 
tock,  M.D.,  Councillor. 

With  Dr.  McClintock’s  permission,  the  reference 
committee  has  been  allowed  to  change  the  wording 
of  the  subject,  changing  the  word  “allergies”  to 
“diseases”: 

Whereas,  many  of  our  citizens  have  allergies, 
reactions  to  drugs  they  may  be  taking,  and 
diseases  that  may  cause  unpredictable  life  situa- 
tions; and 

Whereas,  there  is  no  uniform  method  now  used 
in  New  York  State  for  identification  of  such  people 
by  the  first  person  at  the  scene  of  an  accident  or 
in  other  instances  when  a reaction  to  these  condi- 
tions occurs;  and 

Whereas,  it  has  been  known  to  embarrass 
l)olice  officers  who  have  jailed  people  in  coma, 
mistaking  them  for  alcoholics;  now  therefore  be 
it  hereby 

and  the  next  to  the  last  “resolved”  has  been  changed: 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York,  as  a public  service  to  the  citi- 
zens of  New  York,  voluntarily  undertake  to 
sjjonsor  and  develop  a uniform  system  of  identi- 
fication of  essential  medical  data;  and  be  it 
further 

Resolved,  that,  t his  work  on  a State-wide  basis  f)e 
assigned  to  the  Council  Committee  on  Public 
Relations. 

The  reference  committee  recommends  approval 
of  this  resolution  as  reworded.  I so  move. 

. . 'I'here  being  no  (lis<'Ussion,  the  motion  was  put 
to  a vote  and  was  unaiumously  carried  . . . 
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Section  127  (See  98) 

Report  of  Reference  Committee  on  Medical 
Communication;  Abolition  of  a Public  Rela- 
tions Session 

Dr.  Kelley:  Resolution  61-61,  subject,  “Aboli- 
tion of  a Public  Relations  Session,”  introduced  by  i 
John  C.  McClintock,  M.D.,  Councillor: 

Resolved,  that  the  Public  Relations  Session  now 
held  in  conjunction  with  the  annual  meeting  be 
abolished . 

The  reference  committee  recommends  approval  of  ^ 
this  resolution.  I so  move. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  ... 

Section  128  (See  101) 

Report  of  Reference  Committee  on  Medical 
Communication:  Conflict  in  Meeting  Times 

Between  American  Psychiatric  Association  and 
Medical  Society  of  the  State  of  New  York 

Dr.  Kelley:  Resolution  61-65,  subject  “Con- 
flict in  Meeting  Times  Between  American  P.sychi- 
atric  Association  and  Medical  Society  of  the  State 
of  New  York,”  introduced  by  Kings  County  Medical 
Society: 

Resolved,  that  it  is  to  the  best  interest  of  our 
State  Society  that  the  date  of  the  annual  meeting 
of  the  House  of  Delegates  be  changed  to  dates 
that  do  not  conflict,  encouraging  thereby  more 
active  participation  in  our  affairs  by  our  colleagues 
in  the  field  of  psychiatry. 

The  reference  committee  recommends  disapproval 
of  this  resolution.  I so  move. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Kelley:  Your  reference  committee  recom- 
mends the  approval  of  the  report  as  a whole,  as 
amended. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Kelley:  I w'ould  like  to  thank  the  mem- 
bers on  the  committee,  who  gave  me  a great  deal 
of  help. 

REFERENCE  COMMITTEE  ON 
ORGANIZATION  AND  POLICIES 

Section  129 

Report  of  Reference  Committee  on  Organiza- 
tion and  Policies:  Planning  Committee  for 

Medical  Policies 

Speaker  Lane:  The  next  report  will  be  by 
FYank  LaCattuta,  M.D.,  of  the  Reference  Com- 
mittee on  Organization  and  Policies. 

F'rank  LaCattuta,  M.D.,  Bronx:  Your  reference 
committee  wishes  to  report  on  the  following: 
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During  this  past  year  the  Planning  Committee  for 
Medical  Policies  recommended  an  appropriation  of 
$150,000  for  the  proposed  expanded  public  relations 
program.  Your  reference  committee  hopes  that  the 
results  will  justify  the  expenditure  and  recommends 
that  the  program  be  re-evaluated  next  year. 

The  Planning  Committee  recommended  that  the 
House  of  Delegates  ask  the  A.M.A.  Judicial  Council 
to  undertake  a study  on  the  problem  of  the  relation- 
ship of  ophthalmologists  and  optometrists.  Your 
reference  committee  concurs  in  this  recommenda- 
tion and  recommends  that  the  delegates  to  the 
American  Medical  Association  present  such  a 
resolution  to  the  A.M.A.  house  of  delegates  in 
June. 

Your  reference  committee  approves  of  the  Plan- 
ning Committee’s  recommendation  that  the  Medi- 
cal Society  of  the  State  of  New  York  again  express 
its  position  in  favor  of  Social  Security  for  physicians 
at  the  A.M.A.  house  of  delegates. 

Your  reference  committee  realizes  the  amount  of 
time,  effort,  and  study  which  the  Planning  Com- 
mittee put  into  its  projects.  We  therefore  feel 
that  praise  and  congratulations  are  in  order  for  a 
job  well  done,  especially  to  the  chairman,  Peter  J. 
DiNatale,  M.D.,  who  so  ably  guided  its  activities 
through  the  man}"  years  of  devoted  service.  We 
regret  his  retirement  as  chairman. 

I move  adoption  of  this  portion  of  the  report. 

Spe.^ker  Lane:  Is  there  discussion? 

Gerald  1).  Dorman,  M.D.,  Councillor:  In 

regard  to  the  paragraph  on  the  Judicial  Council 
of  the  -A..M.A.,  there  is  a committee  that  is  working 
on  the  relationships  of  the  paramedical  groups  in 
the  trustees  of  the  A.M..\.,  which  includes  the 
relation  of  the  optometrists  and  the  ophthalmolo- 
gists. Is  this  supposed  to  take  the  place  of  what  is 
going  on  at  present  under  the  auspices  of  the  A.M..\. 
trustees’  committee? 

Dr.  LaGatti'Ta:  Maybe  Dr.  DiNatale  would 
answer  that. 

Peter  J.  DiNatale,  M.D.,  Councillor:  No. 

This  is  just  to  bring  this  matter  to  their  attention; 
that  is  all. 

Speaker  Lane:  Just  a minute,  I will  see  if  I am 
clear.  Does  that  answer  your  question.  Dr.  Dor- 
man? 

Dr.  Dorm.an:  This  specifically  says,  “that  the 
delegates  to  the  .American  Medical  Association  ask 
the  .A.M..A.  Judicial  Council  to  undertake  a study.’’ 
It  is  not  now  under  the  Judicial  Council  on  the 
.A  M..A.  level;  it  is  an  .A.M..A.  trustees’  committee. 

Speaker  Lane:  Would  Dr.  LaGattuta  accept 
that  change? 

Dr.  LaGattuta:  I accept  that  change. 

Dr.  DiNatale:  Mr.  Speaker,  it  is  unusual  when 
the  chairman  of  a committee  will  ask  that  no  action 
l)e  taken  on  a recommendation  that  it  had  previously 
made.  We  realized  that  this  was  not  proper,  and 


that  is  why  the  resolution  was  introduced  that  the 
Council  of  the  Medical  Society  undertake  a study. 
I would  ask  that  this  portion  of  the  report  have  no 
action  taken  on  it. 

Speaker  Lane:  That  would  be  paragraph  2. 

Dr.  DiNatale:  Paragraph  2 of  the  reference 
committee  report  recommending  that  the  A.M.A. 
Judicial  Council  undertake  a study.  I move  you, 
sir,  that  no  action  be  taken  by  this  House  on  that 
recommendation . 

Speaker  Lane:  Will  you  accept  that? 

Dr.  LaGattuta:  I will  accept  that. 

Speaker  Lane:  Then  you  are  voting  now  on  the 
first  portion  of  the  report  of  this  reference  committee 
but  with  deletion  of  the  second  paragraph? 

Dr.  LaGattuta:  That  is  right. 

Speaker  Lane:  Is  there  further  di.scu.ssion?  If 
not,  tho.se  in  favor  will  say  “aj'e,’’  any  opposed 
“no.’’  It  is  so  ordered. 

Section  ISO  (See  27,  /,-5) 

Report  of  Reference  Committee  on  Organiza- 
tion and  Policies:  .Membership  of  Planning 

Committee 

Dr.  LaGattuta:  Re.solution  (U-8:  Your  refer- 
ence committee  recommends  the  adoption  of  resolu- 
tion 01-8,  which  proposes  changing  the  composition 
of  the  Planning  Committee  to  consist  of  the  five 
most  recent  past-presidents,  two  members-at-largc, 
and  the  president,  jiresident-elect,  secretary,  treas- 
urer, and  speaker  of  the  House  as  ex-officio  mem- 
bers. We  believe  that  these  men,  because  of  their 
vast  experience  in  and  knowledge  of  Society  affairs, 
are  best  equipped  to  undertake  long-range  planning. 

I move  adoption  of  this  portion  of  the  report. 

Speaker  Lane:  Is  there  discussion? 

Ezra  A.  Wolff,  M.D.,  Assistant  Secretary:  Mr. 
Speaker  and  members  of  the  House,  I hesitate  fo 
take  on  such  formidable  adversaries  as  a long  line 
of  presidents,  but  I must  disagree  with  the  conclu- 
sion of  the  reference  committee  and  with  the  past- 
president  who  introduced  the  resolution. 

The  Planning  Committee  was  a creature  of  this 
House.  It  was  a committee  of  this  House.  It  was 
designed  to  make  long-range  plans  with  regard  to 
the  policy  of  this  Societj".  As  the  legislative  body 
of  this  Society,  the  planning  of  long-range  policy 
properlj"  resides  within  this  House.  .A.ny  long-range 
planning  should  be  done  by  the  House.  The  execu- 
tive portion  of  this  Society,  which  consists  of  the 
elected  officers  and  the  presitlents  and  past-jiresi- 
dents,  should  be  helpful  in  carr3"ing  out  policy  laid 
down  by  this  House.  I do  think  it  should  be  pri- 
marily initiated  by  the  House.  I think  we  would 
1)0  failing  in  our  duty  as  a House  of  Delegates  if  we 
delegated  that  privilege,  that  duty,  to  am  one  else. 
Regardless  of  the  respect  that  1 have  for  our  past- 
presidents — I know  they  can  still  help  us  in  carrying 
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out  our  policy — but  I think  we,  the  essential  grass 
roots  of  the  Society,  should  maintain  our  control 
over  that  pohcy.  We  created  the  Planning  Com- 
mittee originally  for  that  very  reason,  and  I think 
we  should  maintain  it  as  such.  Gentlemen,  I am 
opposed  to  the  recommendation  of  the  reference 
committee. 

Speaker  Lane:  Is  there  further  discussion? 

If  not,  those  in  favor  of  the  motion  of  the  reference 
committee  will  say  “aye,”  opposed  “no.”  The 
motion  is  carried. 

Assistant  Secretary  Wolff;  Can  we  have  a 
recount? 

Speaker  Lane:  There  seems  to  be  a doubt  in  Dr. 
Wolff’s  mind.  I will  ask  for  a reaffirmation  of  that 
vote.  Those  in  favor  will  say  “aye,”  those  opposed 
“no.”  It  is  carried. 

Section  ISl 

Report  of  Reference  Committee  on  Organiza- 
tion and  Policies;  Constitution  and  Byluuis 

Dr.  LaGattuta:  During  the  year  the  Council 
Committee  on  Constitution  and  Bylaws  made  recom- 
mendations on  amendments  to  constitutions  and 
bylaws  of  county  medical  societies  and  district 
branches.  We  commend  the  activity  of  this  com- 
mittee in  ironing  out  some  of  the  questions  which 
were  brought  before  it. 

I move  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimouslv  carried  . . . 

Section  132 

Report  of  Reference  Committee  on  Organiza- 
tion and  Policies:  Office  Administration  and 

Policies  Committee 

Dr.  LaGattuta:  Your  reference  committee  re- 
viewed the  report  of  the  Committee  on  Office  Ad- 
ministration and  Policies  and  the  portion  of  the 
President’s  report  pertaining  to  that  subject. 

Increase  in  the  activities  of  the  Society  and  the 
consequent  growth  of  the  headquarters  staff  have 
resulted  in  inadequate  space  in  the  Society  head- 
quarters. An  option  is  therefore  being  considered 
on  additional  space  in  the  building  for  the  Journal 
department.  It  is  anticipated  that  this  additional 
space  will  help  alleviate  this  problem  for  at  least 
another  five  years. 

Your  reference  committee  noted  with  approval 
that  a study  of  the  salary  scale  of  the  staff  has  been 
conducted.  Implementation  of  the  recommenda- 
tions is  being  made  by  the  Office  Administration 
and  Policies  Committee. 

I move  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 


Section  133 

Report  of  Reference  Commit  tee  on  Organiza- 
tion and  Policies:  Conference  of  County  Med- 
ical Society  Officers 

Dr.  LaGattuta:  Regarding  the  annual  confer- 
ence of  county  medical  society  officers,  we  all 
know  the  good  work  this  committee  has  done  in 
the  last  two  years,  and  we  commend  the  committee 
for  the  wonderful  job  they  have  done. 

I move  the  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  134 

Report  of  Reference  Committee  on  Organiza- 
tion and  Policies:  Membership 

Dr.  LaGattuta;  Regarding  membership,  your 
reference  committee  felt  that  every  effort  should 
be  made  to  promote  membership  in  the  Society  of 
full-time  men  in  medical  schools,  VA  hospitals, 
and  municipal  hospitals  who  now  do  not  belong 
to  a county  medical  society.  We  believe  that  these 
men,  who  are  the  principal  source  of  medical  edu- 
cation and  ethics,  should  be  thoroughly  familiar 
with  the  principles  and  functions  of  the  county 
society.  State  Society,  and  the  A.M.A.,  and  that  this 
requires  their  membership  in  these  groups.  We 
recommend  that  a concerted  effort  be  organized 
in  New  York  State  to  secure  these  physicians  as 
members  and  that  the  A.M.A.  be  requested  to 
exert  its  influence  toward  this  end,  particularly  in 
the  medical  schools  of  the  United  States. 

I move  adoption  of  this  portion  of  the  report. 

Speaker  Lane:  Is  there  discussion? 

Thomas  M.  d’Angelo,  M.D.,  Queens:  Mr.  Chair- 
man, I move  to  delete  the  words  “and  ethics”  in 
the  fourth  line  of  that  membership  report.  I don’t 
see  where  these  men  who  are  not  members  of  county 
societies  or  the  State  Society  should  be  a source  of 
medical  ethics. 

Speaker  Lane:  Is  that  agreeable  to  you.  Dr. 
LaGattuta? 

Dr.  LaGattuta:  What  is  that? 

Dr.  d’Angelo:  I move  the  deletion  of  the  words 
“and  ethics.” 

Dr.  LaGattuta:  I understand  that  these  men 
who  teach  are  ethical  men. 

Dr.  d’Angelo:  But  they  are  not  the  principal 
source  of  ethics.  If  3'ou  say  the}'  are  ethical  men, 
then  I have  no  objection,  but  if  you  say  they  are  the 
source  of  ethics,  that  is  quite  a different  thing. 

Dr.  LaGattuta:  I will  accept  that. 

Speaker  Lane  : Dr.  LaGattuta  is  willing  to  accept 
that  recommendation  and  to  delete  the  words  “and 
ethics.”  With  that  deletion,  is  there  any  further 
discussion? 

Albert  H.  Douijlas,  M.D.,  Queens:  I wonder  if 
it  is  the  intent  of  the  committee  to  omit  voluntar}' 
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hospital  research  centers.  I would  think  not. 
Therefore,  I would  move  amending  the  resolution 
to  delete  the  words  “VA  and  municipal  hospitals” 
and  to  substitute  “hospitals  and  research  centers.” 

Dr.  LaGattuta:  I will  accept  that. 

Speaker  Lane:  That  has  been  accepted  by  Dr. 
LaGattuta.  Is  there  further  discussion?  If  not, 
those  in  favor  of  the  motion  as  amended  will  say 
“aye,”  any  opposed  “no.”  It  is  so  ordered. 

Section  135 

Report  of  Reference  Committee  on  Organiza- 
tion and  Policies;  Organization  and  Functions 
of  Scientific  Sections 

Dr.  LaGattuta:  Your  reference  committee 

considered  the  views  of  the  ad  hoc  committee  in 
regard  to  abolishing  the  section  delegates.  The 
reference  committee  voted  against  such  a procedure. 
We  believe  that  the  section  delegates  exert  a bene- 
ficial influence  in  bringing  back  to  the  respective 
sections  and  State  and  national  specialty  societies 
the  proceedings  of  our  deliberations  in  the  House, 
so  that  these  men  can  be  well  acquainted  with  the 
problems  facing  medicine. 

I move  the  adoption  of  this  portion  of  the  report. 

Speaker  Lane:  Is  there  discussion? 

J.AMES  W.  Brennan,  M.D.,  Erie:  I would  like 
to  amend  the  opinion  of  the  reference  committee 
that  in  the  event  that  the  delegates  from  the  sec- 
tions, the  specialty  sections,  be  retained,  the 
program  committee  of  the  specialty  sections  allot 
sufficient  time  for  a report  of  the  section  delegate 
and  adequate  discussion  of  the  business  matters 
pertaining  to  that  specialty. 

Speaker  Lane:  Is  there  a second  to  this  amend- 
ment? 

. . . The  amendment  was  seconded  by  several  . . . 

Speaker  Lane:  Now,  that  it  has  been  .seconded, 
the  amendment  is  open  for  discussion.  Whatever 
your  remarks,  please  confine  yourself  to  the  amend- 
ment. 

Dr.  D’Angelo:  It  is  my  opinion  that  the  regular 
order  of  business  of  the  section  meeting  contains  a 
place  for  the  report  of  the  delegate. 

Assistant  Secretary  Wolff:  I think  the  dele- 
gate who  made  the  amendment  is  confused.  The 
recommendation  of  the  reference  committee  con- 
cerns the  content  of  the  report.  The  action  con- 
cerning the  abolition  of  section  delegates  is  con- 
tained in  a proposed  constitutional  amendment 
which  will  not  be  acted  on  at  this  session,  .so  I think 
there  is  no  need  at  the  present  time  for  the  amend- 
ment. 

Speaker  Lane:  Do  you  wish  to  withdraw  the 
amendment,  or  do  you  wish  to  have  it  voted  on? 

Dr.  Brennan:  I withdraw  it  under  the  circum- 
stances. 

Speaker  Lane:  The  amendment  has  been  with- 
drawn. We  now  go  back  to  the  main  motion. 


Those  in  favor  of  the  main  motion  will  say  “aye,” 
any  opposed  “no.”  It  is  so  ordered. 

Section  136  (See  82) 

Report  of  Reference  Committee  on  Organiza- 
tion and  Policies:  Expansion  of  Section  on 

Legal  Medicine 

Dr.  LaGattuta:  Resolution  61-45:  Your 

reference  committee  recommends  adoption  of 
resolution  61-45,  which  resolves  that  “the  name 
of  the  Section  on  Legal  Medicine  be  changed  to 
Section  on  Medical-Legal  and  Workmen’s  Com- 
pensation Matters  and  that  the  scope  of  its  activi- 
ties be  broadened  accordingly.” 

I move  the  adoption  of  this  portion  of  the  report. 

Speaker  Lane:  Is  there  discussion? 

Reuben  M.  Dicker,  M.D.,  Section  Delegate: 
The  Section  on  Legal  Medicine  came  into  being 
about  eight  years  ago.  It  was  formed  at  the  con- 
vention in  Buffalo  about  that  time.  Legal  medicine 
has  become  more  prominent,  and  it  has  been  recog- 
nized by  the  American  Medical  Association.  They 
have  also  formed  a section  on  legal  medicine. 
Workmen’s  compensation  does  not  fall  within  the 
purview  of  legal  medicine;  in  fact,  workmen’s  com- 
pensation is  going  to  become  solely  an  administrative 
body.  There  are  no  legal  questions  involved  in 
workmen’s  compensation.  I therefore  suggest 
that  the  name  of  the  Section  on  Legal  Medicine 
not  be  altered  to  include  workmen’s  compensation. 

Speaker  Lane:  Is  there  further  discussion? 

Thomas  F.  McCarthy,  M.D.,  Bronx:  May  I 
request  the  chairman  to  give  the  reasons  why  the 
committee  made  this  recommendation? 

Dr.  LaGattuta:  Mr.  Speaker,  I would  like  to  ask 
Dr.  Wolff,  who  was  the  introducer  of  this  resolution 
to  speak.  He  has  all  of  the  pertinent  facts,  and  he 
can  acquaint  the  House  with  them. 

Assistant  Secretary  Wolff:  This  resolution 
came  out  of  a recommendation  of  a special  com- 
mittee of  the  Council,  of  which  I was  chairman. 
This  Council  committee  was  concerned  with  the 
organization  and  functions  of  sections.  It  was  felt 
that  sections  had  increased  in  number  considerably, 
that  the}'-  represented  a considerable  expense  to  the 
Society.  Since  the  item  of  expense  is  very  much 
in  the  mind  of  the  Council  at  this  time,  they  felt 
that  investigation  could  probably  be  made  as  to 
whether  or  not  we  were  getting  our  money’s  -worth 
from  the  sections. 

It  was  found  that  the  attendance  at  some  of  the 
sections  was  very  limited,  and  in  particular,  the 
Section  on  Legal  Medicine  had  an  appeal  to  only 
a very  small  group  of  doctor-lawyers  within  the 
Society.  The  Council  committee  felt  that  under 
the  circumstances,  if  this  section  could  be  made  to 
attract  a larger  segment  of  the  membership,  it  would 
thereby  earn  its  keep,  if  I may  be  permitted  the 
expression,  so  it  was  felt  that  matters  related  to 
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legal  iiK^dicine  might  be  incorporated  within  the 
wcope  of  this  section.  This  present  recommendation 
came  from  there,  and  so  the  resolution  calls  for 
extending  the  scope  of  this  section  beyond  legal 
medicine  to  those  other  aspects  which  are  in  some 
relationship  to  legal  medicine,  but  which  are  con- 
cerned with  workmen’s  compensation. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  carried  . . . 

Section  137  (See  18) 

Report  of  Reference  Committee  on  Organiza- 
tion and  Policies;  Committee  to  Study  1958 
Managemen  t Survey  Report 

Dr.  L.\Gattuta:  Your  reference  committee 

endorses  the  recommendation  of  the  special  com- 
mittee to  continue  the  operation  of  the  Commission 
on  Medical  Services  so  as  to  facilitate  and  expedite 
the  agenda  of  the  Council.  However,  we  note  that 
there  was  no  interim  report  or  evidence  of  any  im- 
jdementation  of  the  Management  Survey  Report. 
Your  reference  committee  felt  that  very  little  has 
been  done  about  implementing  the  management 
survey. 

The  committee  wishes  to  go  on  record  as  com- 
mending the  Committee  to  Study  the  1958  Man- 
agement Survey  Report  for  its  selection  of  Henry 
I.  Fineberg,  M.D.,  as  the  new  e.xecutive  vice-presi- 
dent of  the  State  Society.  We  are  confident  that 
his  previouslj"  proved  qualities  of  leadership  and 
administration  will  be  of  great  value  to  our  Society, 
and  we  look  forward  to  many  years  of  efficient  ad- 
ministration, both  in  our  headquarters  office  and 
in  Society  affairs. 

I move  the  adoption  of  this  portion  of  the  report. 

Speaker  Lane:  Is  there  any  discussion? 

Renato  J.  Azzari,  M.D.,  Chairman,  Board  of 
Trustees:  Mr.  Speaker  and  members  of  the  House,  I 
note  the  reference  in  the  report  of  the  reference 
committee  that  very  little  has  been  done  about  im- 
])lementing  the  Management  Survey  Report.  I 
would  just  like  to  state  that  the  Management 
Survey  Report  was  never  intended  to  have  all  its 
recommendations  or  suggestions  implemented.  You 
will  recall  that  at  the  outset  I stated  that  the  im- 
plementation would  be  a slow  one,  to  make  sure 
that  the  implementation  of  any  portion  of  the  report 
would  be  practical  and  of  advantage  to  the  opera- 
tion of  the  affairs  of  the  Council. 

Mr.  Edliind,  himself,  did  not  feel  that  we  should 
implement  all  of  his  suggestions  and  all  of  his  recom- 
mendations at  any  time.  The  operation  of  the 
Commission  on  Medical  Services  was  made  perma- 
nent after  trial. 

1 do  not  know  whether  or  not  the  reference  com- 
niittef'  realizes  the  amount  of  time  needed  l.o  evalu- 
ate properly  ai)j>lications  foi  such  an  important 
j)osition  as  that  of  executive;  vice-|)resid('iit. 

In  closing,  I will  simply  state  that  both  of  these 


actions  are  evidence  of  implementation  of  portions 
of  the  Management  Survey  Report. 

Speaker  Lane;  Is  there  further  discussion? 

Monroe  M.  Broad,  M.D.,  Queens:  I believe 
that  we  are  out  of  order  in  discussing  the  selection 
of  Henry  I.  Fineberg,  M.D.,  as  the  new  executive 
vice-president  of  the  State  Society  inasmuch  as — 
if  you  will  refer  to  resolution  61-64,  referred  to  the 
S’pecial  Committee  on  Constitution  and  Bylaws — it 
states  as  a subject  of  amendment  to  the  Constitu- 
tion and  Bylaws  the  change  of  title  from  executive 
director  to  executive  vice-president. 

Since  this  body  has  not  yet  acted  on  this  change 
of  title,  therefore,  I don’t  think  we  can  refer  to 
someone  by  a title  we  have  not  approved  of  as  yet. 
I ask  for  a ruling  of  the  speaker  on  that  point. 

Speaker  Lane:  Let  me  read  this  a little  bit  to 
get  its  meaning  more  clearly  in  mind.  It  would 
seem  to  me  that  the  reference  committee  is  only 
commending  the  committee. 

Dr.  Broad:  But  I don’t  see  how  they  can  com- 
mend the  selection  of  an  executive  vice-president, 
since  the  title  does  not  exist  at  present. 

Speaker  Lane:  I think  you  are  quite  right.  I 
am  not  sure,  but  I would  interpret  this  as  meaning 
that  the  committee  was  commending  the  Manage- 
ment Survey  Committee  for  the  recommendation  of 
Dr.  Fineberg  as  executive  vice-president. 

Dr.  LaCattuta:  That  is  right. 

Dr.  DiNatale:  As  executive  director. 

Dr.  Broad:  Therefore,  I would  ask  Dr.  La- 
Cattuta to  accept  the  correction  at  this  particular 
time  to  use  the  term  “executive  director,”  which 
can  be  amended,  if  necessary,  later  on  to  executive 
vice-president. 

Dr.  LaCattuta:  I will  accept  that  change. 

Speaker  Lane:  I think  it  is  a miswording  rather 
than  anything  else.  Is  there  further  discussion? 
If  not,  those  in  favor  of  this  motion  as  revised  and 
corrected  will  say  “aye,”  oppo.sed  “no.”  It  is 
carried. 

Section  138 

Report  of  Reference  Committee  on  Organiza- 
tion and  Policies;  District  Branches 

Dr.  LaCattuta;  Your  reference  committee 
reviewed  the  activities  of  the  district  branches. 
Even  though  in  the  past  some  question  was  raised 
about  the  value  of  the  district  branches,  from  reading 
the  reports  submitted  this  year  to  this  House  it 
seems  evident  that  their  programs  and  activities 
are  important  to  the  members  in  each  district 
branch  area,  and  we  commend  them  for  their  work 
during  the  past  year.  We  recommend  that  mem- 
bers of  the  State  Society  take  advantage  of  the 
district  branch  j)rograms  and  participate  in  their 
activities. 

I move  adoption  of  this  portion  of  the  report. 
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. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  ISi)  (See  27) 

Report  of  Reference  Committee  on  Organiza- 
tion and  Policies:  Length  of  Tenure  for  Com- 

I rnittee  and  Officer  Positions 

iDa.  LaGattuta:  Length  of  tenure  for  committee 
and  officer  positions — ^your  reference  committee 
concurs  with  the  suggestion  of  the  president  that 
j “by  changing  committee  memberships  periodically, 
I more  persons  would  become  familiar  with  the 
over-all  work  of  the  Society,  thus  creating  a pool  of 
I exceptionally  well-qualified  candidates  for  elected 
I office.”  We  recommend  that  the  Council  attempt 
to  study  the  length  of  tenure  on  committees  and 
4 in  officer  positions  as  soon  as  possible. 

I move  adoption  of  this  portion  of  the  report. 
Speaker  Lane:  Is  there  discussion? 

Dr.  D’Angelo:  Mr.  Chairman,  I would  like 
to  ask  the  chairman  of  the  reference  committee, 
in  referring  this  to  the  Council,  has  he  given  any 
I thought  that  this  matter  might  very  well  be  handled 
better  by  a committee  of  the  House,  a special 
committee  of  the  House?  Has  that  been  brought 
) to  his  attention? 

Dr.  LaGattuta:  This  report,  as  its  reads  here, 
was  taken  from  the  report  of  the  president. 

Dr.  D’Angelo:  The  only  point  I make  there  is 
that  we  agree  with  the  report  of  the  president,  but 
would  it  not  have  been  better  for  a special  committee 
of  this  House  to  consider  that  matter  rather  than 
i the  Council  itself?  I would  like  to  know  whether 
the  reference  committee  has  given  that  any  thought. 

I Dr.  LaGattuta:  No,  we  had  not. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  carried  . . . 

Dr.  LaGattuta:  Your  reference  committee 

wishes  to  thank  all  the  delegates  who  appeared  at 
, the  deliberations  of  this  committee.  Their  con- 
) structive  and  critical  views  aided  the  reference 
' committee  in  deliberating  on  the  questions  which 
were  raised  and  helped  to  formulate  their  opinions. 
Special  thanks  are  extended  to  Vincent  J.  Collins, 
M.D.,  delegate  from  the  Section  on  Anesthesiology; 
Arthur  Q.  Penta,  M.D.,  delegate  from  the  Section 
on  Chest  Diseases;  John  J.  Clemmer,  M.D.,  dele- 
gate from  the  Section  on  Pathology;  Richard  A. 
Downey,  M.D.,  delegate  from  the  Section  on 
Pediatrics;  and  Frank  J.  Borrelli,  M.D.,  delegate 
from  the  Section  on  Radiology;  also  to  Peter  J. 
DiNatale,  M.D.,  of  Genesee,  Ezra  A.  Wolff,  M.D., 
of  Queens,  and  Frank  A.  Gagan,  M.D.,  of  Dutchess. 

Your  chairman  wishes  to  thank  the  members  of 
the  committee  for  their  assistance  with  the  deliber- 
ations and  preparation  of  this  report.  He  also 
acknowledges  with  thanks  the  assistance  of  Mi.ss 
Feinberg  and  Miss  Lewis  in  formulating  the  report. 


Speaker  Lane  : I believe  you  omitted  to  move  the 
adoption  of  the  rejjort  as  a whole  as  corrected. 

Dr.  LaGattuta:  I move  the  adoption  of  the 
report  as  a whole,  with  the  amendments  and  dele- 
tions. 

Speaker  Lane:  Is  there  discussion? 

Herbert  Berger,  M.D.,  Richmond:  I would 
just  like  to  ask  a question,  Mr.  Speaker.  With 
the  new  resolution  that  puts  workmen’s  compensa- 
tion in  the  Section  on  Legal  Medicine  so  it  reads 
Section  on  Medical-Legal  and  Workmen’s  Compen- 
sation Matters,  where  does  that  leave  industrial 
medicine?  Is  it  not  now  included  with  the  Section 
on  Industrial  Medicine?  Are  there  not  the  two 
sections  right  now? 

Speaker  Lane:  I am  not  positive,  but  I think 
you  may  be  referring  to  the  Industrial  Health  and 
Workmen’s  Compensation  Bureau  in  the  Medical 
Society.  I don’t  think  that  this  applies  to  that. 
Is  that  your  idea.  Dr.  DiNatale? 

Dr.  DiNatale:  That  is  my  impression;  at 
least  I hope  it  is. 

Speaker  Lane:  And  it  does  not  put  legal  medi- 
cine into  that  Workmen’s  Compensation  and 
Industrial  Health  Bureau? 

Dr.  DiNatale:  That  would  be  my  interpretation. 

Dr.  Berger:  Where  was  your  workmen’s  com- 
pensation before?  Was  it  being  taken  out  of  one 
section  and  put  into  another,  and  if  so  from  where, 
and  were  there  two  separate  sections  before? 

Speaker  Lane:  We  are  talking  about  sections 
now  and  not  about  the  bureau. 

Dr.  Berger:  That  is  what  I am  talking  about, 
sections.  Was  it  not  being  considered  in  some 
section  before,  possibly  industrial  medicine  and 
surgery? 

J.  Stanley  Kenney,  M.D.,  Trustee:  I think  it 
has  been  considered  under  the  .section  on  insurance 
matters  in  the  past. 

Speaker  Lane:  Who  can  answer  that  ciuestion? 

Dr.  Dorman  : In  the  future  it  will  come  under  the 
Section  on  Legal  Medicine.  In  the  past  it  has  had 
its  own  section,  but  at  the  present  time  it  is  com- 
bining the  two  sections.  I believe  it  does  not  change 
the  status  of  the  Bureau  of  Industrial  Health  and 
Workmen’s  Compensation. 

Speaker  Lane:  I think  that  was  where  the 
confusion  might  be.  Is  that  right? 

Dr.  Berger:  I was  asking  for  clarification  because 
I did  not  know  myself. 

Speaker  Lane:  Are  you  more  clarified? 

Dr.  Berger:  A little  more  confused. 

Speaker  Lane:  Is  there  further  discu.ssion? 

If  not,  those  in  favor  of  the  report  as  a whole  as 
amended  will  say  “aye,”  any  opposed  “no.”  It  is 
carried. 

Thank  you.  Dr.  LaGattuta. 

We  will  now  have  a fifteen-minute  recess.  Please 
be  ready  for  work  at  4: 15  sharp. 
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. . . Recess  . . . 

Vice-Speaker  Wurzbach:  Tlie  House  will  come 
to  order,  please. 

Section  I4O  (See  84) 

\T  ithdrawal  of  Resolution  61—47 

Vice-Speaker  Wurzbach:  I wish  to  make  one 
announcement.  In  your  folders  you  have  resolu- 
tion 61-47,  Special  Committee  on  Constitution  and 
Bjdaws,  subject,  “Abolition  of  Section  Delegates,” 
introduced  by  Ezra  A.  Wolff,  M.D.,  assistant  secre- 
tary. This  resolution  has  been  withdrawn. 

I will  now  ask  John  E.  Lowry,  M.D.,  to  present 
the  report  of  the  Reference  Committee  on  Mis- 
cellaneous Business. 

REFERENCE  COMMITTEE  ON 
MISCELLANEOUS  BUSINESS 

Section  I41 

Report  of  Reference  Committee  on  Miscellane- 
ous Business:  American  Medical  Association 

John  E.  Lowry,  M.D.,  Queens:  Mr.  Speaker  and 
members  of  the  House  of  Delegates,  this  is  the 
report  of  your  Reference  Committee  on  Miscel- 
laneous Business  and  has  to  do  with  the  report  of 
the  delegation  of  the  Medical  Society  of  the  State 
of  New  York  to  the  American  Medical  Association 
house  of  delegates  and  is  presented  in  two  parts: 
that  of  the  June,  1960,  meeting  and  that  of  the 
November,  1960,  meeting.  Your  committee  has 
attempted  to  include  in  this  report  only  those  items 
felt  to  be  of  most  interest  to  this  House  of  Delegates 
without  going  into  minutiae. 

At  the  June  meeting  in  Miami  Beach,  Florida, 
and  at  the  November  meeting  in  Washington,  D.C., 
our  State  Society  was  verj'  well  represented  by  a 
full  complement  of  delegates,  alternate  delegates, 
and  members  of  our  staff.  It  is  interesting  to  note 
how  many  meetings  were  held  by  our  State  dele- 
gation in  preparation  for  the  actual  work  to  be  done 
on  the  floor  of  the  American  Medical  Association 
house  of  delegates.  We  are  fortunate  indeed  in 
having  such  a dedicated  group  of  gentlemen  to 
handle  our  affairs  in  the  American  Medical  Associa- 
tion, and  they  are  to  be  congratulated  for  the  man- 
ner in  which  they  handled  our  State  Society’s  inter- 
ests. 

For  the  details  of  the  activities  of  the  house  of 
delegates  of  the  American  Medical  Association  from 
June  12  through  17,  1960,  at  Miami  Beach,  Florida, 
your  committee  would  refer  you  to  jiages  135 
through  138  of  the  House  of  Delegates  Handbook 
of  Annual  Reports  for  1960-1961. 

Resolutions  passed  by  our  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  were 
referred  to  members  of  our  State  delegation  for 
presentation  to  the  American  Medical  Association 
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house  of  delegates,  and  many  of  our  delegates  were  I 
assigned  to  attend  meetings  of  the  reference  com-  I 
mittees.  I 

It  was  decided  by  our  delegation  to  request  the  1 
American  Medical  Association  to  hold  its  next  meet-  I 
ing  in  New  York  City  in  1965  rather  than  1964  as  i 
previously  considered.  | 

You  will  be  pleased  to  learn,  I am  sure,  that  t 
Gerald  D.  Dorman,  M.D.,  of  the  Medical  Society  of  9 
the  County  of  New  York,  was  elected  to  the  Ameri-  I 
can  Medical  Association  boartl  of  trustees  by  a large  j 
majority.  This  brought  not  only  quite  an  honor  f 
to  Dr.  Dorman  but  to  our  State  Society  as  well.  [ 
Ho  is  to  be  congratulated,  and  so  are  we.  I 

This  reference  committee  would  like  to  call  to  I 
your  attention  that  health  care  for  the  aged,  phar- 
maceutical issues,  occupational  health  programs, 
relations  with  allied  health  groups,  and  relations 
with  the  National  Foundation  were  among  the  major 
subjects  involved  in  policy  action  by  the  house  of 
delegates  of  the  American  Medical  Association 
at  its  109th  annual  meeting  held  in  Miami  Beach, 
Florida. 

In  the  interest  of  brevity,  however,  your  reference 
committee  wishes  to  report  only  that  the  .American 
Medical  Association  house  of  delegates  adopted  as 
official  jiolicy  at  this  meeting  the  following  items: 

1.  Under  health  care  for  the  aged,  it  was  re- 
iterated that  “personal  medical  care  is  primarily  the 
responsibility  of  the  individual,  and  the  principle 

of  freedom  of  choice  should  be  preserved.”  j 

2.  In  the  pharmaceutical  area,  the  .American  I 

Medical  Association  house  of  delegates  took  two  . ' 
specific  actions:  one  regarding  mail-order  drug  ' 

houses  and  the  other  involving  the  development  : 

and  marketing  of  pharmaceutical  products.  i 1 

The  house  agreed  with  representatives  of  the  d I 
pharmacy  profession  that  the  unorthodox  practice 
of  mail-order  filling  of  prescription  drugs  is  not  in  ; 
the  best  interest  of  the  patient  except  where  un- 
avoidable  because  of  the  geographic  isolation  of  the  » ^ 
particular  patient. 

The  house  also  directed  the  American  Medical  * 
Association  board  of  trustees  to  request  the  Council 
on  Drugs  and  other  appropriate  .Association  councils 
and  committees  to  study  the  pharmaceutical  field  . ' 
in  its  relationship  to  medicine  and  the  public,  to 
correlate  available  material,  and  after  consultation  i 
with  the  several  branches  of  clinical  medicine,  clinical 
research,  and  medical  education,  as  well  as  other 
interested  groups  and  agencies,  to  submit  an  ob- 
jective appraisal  to  the  house  of  delegates  in  June, 
1961. 

3.  The  American  Medical  Association  house  of 
ilelegates  also  ajiproved  a revised  statement  on  the  I 
“scope,  objectives,  and  functions  of  occupational 
health  programs”  as  adopted  in  June,  1957.  The 
new  statement  of  the  house  contains  no  fundamental 
alterations  in  American  Medical  .Association  policj'  1, 
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or  ethical  relationships,  but  it  does  add  important 
new  material  in  too  much  detail  to  be  mentioned  at 
this  time.  In  this  connection,  however,  it  should 
be  stated  that  the  house  accepted  a suggestion  that 
the  American  Medical  Association  Council  on 
Occupational  Health  undertake  a project  to  study 
and  encourage  the  employment  of  the  physically 
handicapped. 

4.  The  house  also  strongly  approved  the  ap- 
pointment of  a board  of  trustees  committee  to 
continue  the  American  Medical  Association  activity 
in  the  field  of  relations  with  allied  health  groups. 

5.  The  house  as  well  commended  the  National 
Foundation  for  its  outstanding  services  in  the 
attack  on  polio  but  pointed  out  that  much  work 
remains  to  be  done  in  public  education,  vaccination, 
and  continuing  assistance  for  polio  victims,  as  well 
as  continued  research. 

A wide  variety  of  other  subjects  was  considered  in 
dealing  with  reports  and  resolutions,  and  your 
reference  committee  has  gone  over  these  in  great 
detail.  Among  them  was  the  reaffirmation  of 
the  American  Medical  Association’s  opposition 
to  compulsory  inclusion  of  physicians  under  Title 
II  of  the  Social  Security  Act.  Your  reference  com- 
mittee would  urge  that  we,  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York, 
continue  in  our  efforts  to  have  physicians  included 
under  Social  Security  and  continue  to  do  so  until 
we  are  successful  in  this  effort. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Vice-Speaker  Wurzbach:  Is  there  discussion? 

Monroe  M.  Broad,  M.D.,  Queens:  Mr.  Speaker, 
I read  in  the  public  press  after  the  meeting 
of  the  house  of  delegates  of  the  American  Medical 
Association  that  that  house  of  delegates  unanimously 
disapproved  of  the  inclusion  of  physicians  under 
the  Social  Security  Act  benefits.  I have  been 
under  the  impression  that  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  were 
mandated  by  this  House  of  Delegates  to  press  such 
inclusion. 

I am  also  under  the  impression  that  many  other 
states,  including  such  states  as  California,  I think 
the  State  of  Illmois,  and  Pennsylvania  and  others, 
were  also  of  such  a mind. 

This  gives  a false  impression  to  those  who  read 
the  public  press,  and  therefore,  sir,  I would  ask  or  I 
would  move  that  this  body  inform  the  American 
Medical  Association  of  our  dissatisfaction  with 
their  press  releases  and  that  they  should  correct 
the  impressions  that  this  is  a unanimous  action  of  the 
delegates  of  the  American  Medical  Association.  It 
may  have  been  a majority  action,  but  the  State  of 
New  York  was  definitely  on  record  as  including 
Social  Security  for  physicians. 

I so  move. 

Vice-Speaker  Wurzbach:  You  make  that  as  a 


motion? 

Dr.  Broad:  Yes,  sir. 

" Vice-Speaker  Wurzbach:  There  is  a motion 
on  the  floor  at  the  present  time.  Do  you  wish  to 
amend? 

Dr.  Broad:  May  I ask  that  it  be  included  as  an 
amendment,  sir. 

Vice-Speaker  Wurzbach:  Is  the  amendment 
seconded? 

John  J.  Flynn,  M.D.,  Kings:  Yes,  I second  it. 

Vice-Speaker  Wurzbach:  Is  there  any  dis- 
cussion on  this  amendment. 

Ezra  A.  Wolff,  M.D.,  Assistant  Secretary: 
Gentlemen,  before  we  pass  such  a motion,  let  us 
make  sure  of  our  facts.  I do  not  know  of  any  state- 
ment that  said  that  the  action  at  the  American 
Medical  Association  house  was  unanimous;  in 
fact,  I was  there,  and  it  was  not  unanimous.  I 
know  that  our  delegation  did  vote  in  favor  of  in- 
clusion under  Social  Security,  so  that  I would  doubt 
very  seriously  that  this  is  an  accurate  statement. 
If  it  is,  it  certainly  does  not  represent  necessarily 
any  dereliction  on  the  part  of  the  American  Medical 
Association.  The  public  press  may  be  at  fault,  so 
before  we  go  off  half  cocked,  let  us  just  check  our 
facts  a little  bit. 

Vice-Speaker  Wurzbach:  One  moment.  Dr. 
Lane  wishes  the  floor. 

Speaker  Lane:  This  item  was  brought  to  my 
attention  in  my  own  hospital  group  shortly  after 
the  meeting  where  this  matter  was  discussed.  The 
information  that  was  released  came,  I believe,  from 
a group  known  as  the  Physicians  Board  in  Favor 
of  Social  Security  in  New  York  and  was  published 
in  a small  pamphlet  distributed  by  them  at  that 
time. 

I gave  almost  exact  word-for-word  information  to 
our  group,  the  same  as  has  been  given  here.  I am 
also  a delegate  to  the  American  Medical  Associa- 
tion. I was  at  the  meeting,  and  we  reaffirmed  our 
position  in  each  instance.  What  the  source  of  that 
information  was  originally,  I do  not  know,  but  we 
have  never  violated  the  mandate  of  this  House. 

Vice-Spe.aker  Wurzbach:  Do  you  wish  to 

withdraw  that  amendment  after  this  explanation? 

Dr.  Broad:  I would  be  glad  to  withdraw  that 
amendment.  On  the  other  hand,  though,  I would 
like  to  suggest  that  our  delegates  to  the  American 
Medical  Association  might  ask  that  in  the  event 
this  matter  is  brought  up  again,  the  vote  be  pub- 
lished showing  exactly  how  the  various  states  have 
voted  on  Social  Security. 

Vice-Speaker  Wurzbach:  The  delegates  have 
heard  your  discussion,  sir.  Is  there  any  further 
discussion  on  the  report?  All  those  in  favor  of 
the  adoption  of  the  report  say  “aye,”  those  opposed 
“no.”  This  portion  of  the  report  is  adopted. 

Dr.  Lowry:  The  14th  clinical  meeting  of  the 
American  Medical  Association  was  held  in  Wash- 
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ington,  D.C.,  from  November  28  through  December 
1,  1960,  and  prior  to  the  openiug  of  the  house  of 
delegates,  our  New  York  State  delegation  met  to 
discuss  proposed  resolutions  to  the  house  submitted 
by  members  of  the  Medical  Society  of  the  State  of 
New  York. 

A resolution  from  Suffolk  County  to  the  effect 
that  its  society  unequivocally  goes  on  record  as 
favoring  Social  Security  for  physicians  was  referred 
to  the  American  Medical  Association  delegation. 

A resolution  on  advertising  of  patent  medicines 
was  reworded,  and  it  was  then  decided  to  introduce 
this  resolution  at  the  June  meeting  of  the  American 
Medical  Association  house  of  delegates. 

Other  resolutions  were  considered  by  our  State 
delegation,  and  your  reference  committee  affirms 
the  disposition  of  these  resolutions  as  reported  by 
the  chairman  of  our  delegation,  Henry  I.  Fineberg, 
M.D.,  in  his  report  on  pages  132  to  142  of  our 
House  of  Delegates  Handbook. 

Mr.  Speaker,  I move  adoption  of  this  portion  of 
this  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Lowry:  A scholarship  and  loan  program  for 
medical  students,  the  status  of  foreign  medical 
graduates,  American  Medical  Association  member- 
ship dues  increase,  the  expansion  of  voluntary  health 
insurance,  health  care  for  the  aged,  and  new  de- 
velopments in  the  polio  vaccine  program  were 
among  the  major  subjects  acted  on  at  the  American 
Medical  Association’s  14th  clinical  meeting  held 
in  Washington,  D.C. 

The  American  Medical  Association  house  of 
delegates  approved  a scholarship  loan  fund  pro- 
posed by  the  special  study  committee  of  the  Council 
on  Medical  Education  and  Ho.spitals  and  also  urged 
that  there  shall  be  local  participation  in  this  pro- 
gram at  the  state  and  county  levels. 

Meeting  the  problem  of  foreign  medical  graduates, 
the  American  Medical  Association  house  of  dele- 
gates adopted  a report  which  included  the  following 
statement,  “In  order  that  those  foreign  physicians 
who  have  not  yet  been  certified  by  the  Educational 
Council  for  Foreign  Medical  Graduates  might  be 
given  further  opportunity  to  enhance  their  medical 
education,  hospitals  be  encouraged  to  develop 
special  educational  programs.  Such  programs  must 
be  of  educational  worth  to  the  foreign  graduate 
and  must  divorce  him  from  any  responsibility  for 
patient  care.  Foreign  physicians  may  participate 
in  these  programs  until  June  30,  1961,  with  approval 
of  the  Department  of  State  so  that  their  exchange 
visa  will  not  be  withdrawn  before  that  time.  This 
will  allow  the  noncertified  foreign  physicians  the 
opportunity  to  take  the  April,  1961,  Educational 
Council  for  Foreign  Medical  Graduates  examina- 
tion.” 

The  house  approved  a board  of  trustees’  report 


which  announced  that  a dues  increase  be  recom- 
mended at  the  annual  meeting  in  June,  1961.  The 
report  indicated  that  the  amount  would  be  not 
less  than  $10  and  not  more  than  $25,  to  become 
effective  January  1,  1 962.  The  reference  committee, 
however,  asked  the  American  Medical  Asfsociation 
board  of  trustees  to  consider  an  increase  in  the 
annual  dues  of  $20  to  be  implemented  over  a period 
of  two  years,  $10  on  January  1,  1962,  and  an  ad- 
ditional $10  on  January  1,  1963.  In  view  of  the 
compulsory  membership  for  members  of  the 
Medical  Society  of  the  State  of  New  York  in 
the  American  Medical  Association  passed  yesterday 
by  this  House  of  Delegates,  your  reference  com- 
mittee feels  unanimously  that  no  increase  in  Ameri- 
can Medical  Association  dues  be  recommended  at 
this  time. 

Mr.  Speaker,  I move  adoption  of  this  portion  of 
this  report. 

Vice-Speaker  Wurzbach:  Is  there  any  discus- 
sion? 

Gerald  D.  Dorman,  M.D.,  Councillor:  I sym- 
pathize with  the  recommendation  of  the  reference 
committee.  The  question  of  the  dues  going  up  in 
the  American  Medical  Association  is  a matter  which 
has  to  be  brought  up  at  the  June  meeting.  Some 
of  the  reasons  for  the  increase  of  dues  at  this  time 
are  the  falling  off  of  our  revenues  from  the  adver- 
tising which  we  have  had  through  the  journals,  the 
fact  that  as  yet  the  specialty  journals,  of  which 
there  are  ten,  are  still  in  the  red.  They  are  being 
brought  up,  and  it  looks  as  if  we  were  going  to  be 
breaking  even  within  the  next  year  on  the  adver- 
tising in  the  specialty  journals.  This  is  because 
they  are  being  given  free  to  A.M.A.  membership; 
in  other  words,  you  get  your  A.M.A.  Journal  as 
part  of  your  A.M.A.  membership,  plus  one  specialty 
journal  of  your  own  choice.  Because  there  is  this 
large  increase  in  circulation  in  giving  the  specialty 
journals  out,  there  is  an  increased  advantage  to 
the  advertisers.  They  have  been  increasing  their 
advertising  very  markedly,  and  we  believe  they 
are  going  to  be  out  of  the  red.  At  the  present,  part 
of  your  money  is  going  into  that. 

The  impression  has  been  that  a large  part  of  the 
A.M.A.  budget  is  going  into  education  in  the  matter 
of  lobbying,  if  you  want  to  put  it  that  way.  Ac- 
tually less  than  one  fortieth  of  the  A.M.A.  budget 
is  so  involved. 

The  A.M.A.  trustees  have  been  considerably 
disturbed  by  the  fact  that  our  dues  paid  for  only 
about  a third  or  less  of  the  A.M.A.  budget,  and 
they  feel  that  it  is  necessary  to  increase  the  jiro- 
portion  that  is  supported  by  the  membership  in 
order  to  carry  out  some  of  the  new  programs  that 
are  being  pushed  on  us. 

There  is  a new  division  of  nursing  in  the  A.M.A. 
to  cover  some  of  the  nursing  problems  that  have 
arisen.  Tlie  question  of  drugs  is  the  one  that  is  on 
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us  and  is  pushing  very  hard  and  may  cost  as  much 
as  half  a million  dollars  in  order  to  evaluate  drugs 
properly  and  get  ihe  information  out  to  our  indi- 
vidual practicing  physicians. 

The  purpose  of  the  increase  in  dues  is  in  order  to 
balance  a budget  which  last  year  we  had  to  cut  by, 
I believe,  it  was  .fl.5  million  to  bring  it  into  bal- 
ance. At  that  time  they  assured  us  that  we  were 
in  balance  on  the  budget  that  we  had.  I believe 
there  was  $8,000  in  the  black.  I told  them  that  I 
did  not  think  that  $8,000  on  a question  of  over 
$15,000,000  was  a proper  margin,  and  before  we 
got  through,  they  said  there  was  a mistake,  that 
somebody  who  was  being  hired  for  $15,000  for 
a half  year  was  being  hired  for  a whole  year.  I 
said,  “There  goes  $7,500  of  your  $8,000  in  the  black.” 

The  result  was  that  we  cut  all  travel  expenses  by 
10  per  cent  across  the  board.  We  cut  back  until 
we  had  a black  item  of  around  $200,000.  How- 
ever, when  the  house  of  delegates  meets,  the  house 
very  frequently  mandates  various  expenditures, 
and  these  are  very  likely  to  eat  up  the  balance  that 
we  had  hoped  would  be  in  the  black. 

At  the  present  time  revenues  have  picked  up  in 
the  A.M.A.  on  their  advertising,  but  they  have  not 
come  back  to  what  we  had  originally  hoped  to  have 
in  our  budget,  so  that  we  will  be  running  in  the  red 
this  year. 

It  is  for  that  reason  that  they  do  need  an  in- 
crease in  dues. 

Samuel  Z.  Freedman,  M.D.,  Assistant  Treasurer: 
I do  not  arise  to  speak  to  the  substance  of  the 
matter,  but  I do  ask  the  chairman  of  the  reference 
committee  if  perhaps  it  should  not  read  that  this 
House  of  Delegates  mandates  its  representatives  to 
the  house  of  delegates  of  the  American  Medical 
Association  to  do  so  and  so.  In  other  words,  the 
way  it  reads,  it  reads  as  though  it  directly  informs 
the  American  Medical  Association.  It  is  just  a 
matter  of  getting  it  in  here  so  it  is  correct. 

Vice-Speaker  Wurzbach:  What  do  you  sug- 
gest? 

Dr.  Freedman:  Where  it  says,  “this  House  of 
Delegates,  your  reference  committee  feels  unani- 
mously,” have  it  read  that  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to  the 
American  Medical  Association  be  mandated  to  vote 
against  the  increase  in  dues. 

Dr.  Lowry:  I did  not  say  that.  Dr.  Freedman. 
I think  you  must  have  misunderstood  me. 

Dr.  Freedman:  It  says  that. 

Dr.  Lowry:  Where? 

Vice-Speaker  Wurzbach:  The  explanation  is 
coming  from  the  chairman  of  the  reference  com- 
mittee, which  may  not  necessitate  so  much  debate. 
What  is  your  explanation,  sir? 

Dr.  Lowry:  “In  view  of  the  compulsory 

membership  for  members  of  the  Medical  Society 
of  the  State  of  New  York  in  the  American 


Medical  Association  passed  yesterday  by  this 
House  of  Delegates,  your  reference  committee  feels 
unanimously  that  no  increase  in  American  Medical 
Association  dues  be  recommended  at  this  time.” 

Vice-Speaker  Wurzbach:  Dr.  McCarthy! 

Dr.  McCarthy:  May  I ask  Dr.  Lowry  some- 
thing? 

Vice-Speaker  Wurzbach:  You  may. 

Dr.  McCarthy:  If  we  vote  on  this,  we  are 
voting  on  this  whole  portion  of  the  report.  I think 
the  only  controversial  part  is  probably  from  the 
middle  of  that  last  paragraph  where  it  says,  “The 
house  approved,”  and  so  forth.  Could  you  move 
to  adopt  the  portion  of  the  report  up  to  that  point? 
In  other  words,  if  you  endorse  this  part  of  the  re- 
port about  the  foreign  medical  graduates,  and  only 
take  up  this  other  issue  separately,  it  would  facili- 
tate what  you  want  to  do.  Otherwise  if  you  say 
disapprove  of  the  action  of  the  reference  committee, 
you  will  be  disapproving  of  all  of  the  things  you 
have  put  before  it.  Is  that  right? 

Dr.  Lowry:  Yes. 

Vice-Speaker  Wurzbach:  In  other  words,  you 
wish  the  reference  committee  to  recommend  the 
approval  up  to  the  period  following  the  middle 
part  of  the  report  which  you  have  in  your  folder  on 
page  4? 

Dr.  McCarthy:  That  is  right. 

Dr.  Lowry:  Ending,  “Educational  Council  for 
Foreign  Medical  Graduates  examination?”  Is 
that  it? 

Dr.  McCarthy:  That’s  it. 

Dr.  Lowry:  I move  the  adoption  of  that  first 
part  of  the  report. 

Vice-Speaker  Wurzbach:  Is  there  discussion? 
All  in  favor  say  “aye,”  opposed  “no.”  That  por- 
tion of  the  report  is  adopted.  We  now  have  be- 
fore us  the  part  from  the  period  on  down  commenc- 
ing, “The  house  approved  a board  of  trustees’  re- 
port,” and  the  rest  of  the  paragraph,  which  is  now- 
open  for  discussion. 

Dr.  d’Angelo. 

Thomas  M.  d’Angelo,  M.D.,  Queens:  I move 
that  no  action  be  taken  on  the  second  portion  of  that 
report. 

Vice-Speaker  Wurzbach:  Is  there  a second? 

James  I.  Farrell,  M.D.,  Section  Delegate: 
I second  it. 

Vice-Speaker  Wurzbach:  Is  there  discussion? 

Dr.  d’Angelo:  May  I discuss  the  reason  for 
my  motion  to  take  no  action  on  this  matter? 

Vice-Speaker  Wurzbach:  You  may. 

Dr.  d’Angelo:  In  the  first  place,  I believe  that 
we  should  not  hamstring  our  delegates  to  the  A.M.A. 
by  having  them  put  in  a peculiar  position  that  after 
hearing  the  arguments  on  all  sides  of  this  matter, 
they  should  be — and  I won’t  say  forced  to  vote 
against  it — but  be  morally  responsible  to  vote 
against  it  because  it  would  be  the  action  of  this 
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House. 

I don’t  know  that  I am  of  the  opinion  of  Dr. 
Dorman  that  this  increase  is  necessary  to  carry  on 
the  work  of  the  A.M.A.  I would  say  we  should 
leave  it  to  the  discretion  of  our  delegates  either  to 
approve  or  disapprove  an  increase  in  dues. 

Vice-Speaker  Wurzbach;  Your  discussion  is 
on  the  motion  for  no  action.  Is  there  any  further 
discussion?  All  in  favor  of  this  motion  say  “aye,” 
opposed  “no.”  The  motion  is  carried.  There  is 
no  action  on  this  paragraph,  the  half  of  this  para- 
graph. 

Continue,  sir. 

Dr.  Lowry:  On  the  matter  of  voluntary  health 
insurance,  it  was; 

1.  Resolved,  that  the  house  of  delegates  direct 
the  board  of  trustees  and  the  Council  on  Medical 
Service  to  assume  immediately  the  leadership  in 
consolidating  the  efforts  of  the  American  Medical 
.\ssociation  with  those  of  the  National  Association 
of  Blue  Shield  Plans,  the  American  Hospital  Asso- 
ciation, and  the  Blue  Cross  Association  into  maxi- 
mum development  of  the  voluntary  nonprofit 
prepayment  concept  to  provide  health  care  for  the 
American  people;  and  it  was  further 

2.  Resolved,  that  similar  leadership  be  under- 
taken to  coordinate  the  efforts  of  private  insurance 
carriers  through  conferences  with  their  national 
organizations;  and  it  was  further 

3.  Resolved,  that  where  feasible,  efforts  be  made 
to  cooperate  with  representatives  of  other  types  of 
medical  care  plans,  other  professional  groups,  and 
representatives  of  industry,  labor,  and  the  public 
at  large. 

The  house  of  delegates  reaffirmed  the  American 
Medical  Association’s  support*  of  the  Kerr-Mills 
Bill  which  was  passed  last  summer  and  also  urged 
all  state  and  local  medical  societies  to  cooperate 
with  the  appropriate  state  officials  to  provide  leader- 
ship in  implementing  the  provisions  of  this  law. 
The  house  also  affirmed  the  creation  of  a long-range 
planning  board  to  study  anticipated  legislative, 
sociologic,  and  economic  trends  as  related  to  medical 
practice  and  health  service. 

The  house  agreed  with  a boaid  of  trustees’  report 
which  said,  “In  view  of  the  fact  that  oral  polio 
vaccine  will  not  be  generally  available  in  sufficient 
quantity  in  1961  for  any  large-scale  immunizing 
effort,  the  board  of  trustees  of  the  American  Medi- 
cal Association  strongly  recommends  that  the 
medical  profession  encourage  the  widest  possible 
use  of  the  Salk  vaccine  for  the  jirevention  of  jiolio- 
myelitis.  The  Salk  vaccine  has  been  jiroved  to 
be  effective,  and  since  there  are  still  many  segments 
of  the  public  not  immunized  against  poliomj'elitis, 
every  effort  should  be  made  to  encourage  the  general 
public  to  take  advantage  of  the  Salk  vaccine  without 
delay.” 

The  board  report  was  amended  to  suggest  that  a 


jiroper  committee  be  established  by  the  .\merican 
Medical  Association  to  study  the  problems  involved 
in  administration  of  the  new  oral  polio  vaccine 
and  to  establish  guidance  for  physicians  to  follow 
when  they  are  approached  by  various  groups  and 
asked  for  their  support  in  administering  oral  polio 
vaccine. 

Mr.  Speaker,  I move  adoption  of  this  portion  of 
this  rejjort. 

Vice-Speaker  Wurzbach:  Is  there  any  di.scus- 
sion  on  this  portion? 

Dr.  d’ Angelo:  There  are  certain  questions  here 
I would  like  to  discuss.  Mr.  Chairman,  since  this 
is  a report  of  what  has  gone  on  in  the  house  of 
delegates  of  the  American  Medical  Association 
and  reported  to  us,  in  approving  the  reference 
committee’s  report,  it  does  not  necessarily  mean 
that  we  approve  the  action  of  the  house  of  dele- 
gates of  the  American  Medical  Association,  does  it? 
I bring  that  matter  before  you. 

Dr.  Lowry:  I think  I will  leave  that  answer  to 
the  speaker  of  the  House. 

Dr.  n’ Angelo:  I take  it  that  it  does  not  mean 
this  House  approves  just  because  it  is  reported  to 
us  as  a fait  accompli  as  far  as  the  American  Medi- 
cal Association  house  of  delegates  goes.  We  are 
not  approving  those  actions  here  by  approving  the 
reference  committee’s  report. 

Vice-Speaker  Wurzbach:  I think  this  is  an 
informational  report  on  the  part  of  the  committee 
as  to  the  happenings  at  the  A.M.A.  convention. 

Dr.  d’Angelo:  That  is  the  way  I would  interpret 
it  also. 

V'ice-Speaker  Wurzbach;  I so  rule.  That  is 
what  it  is. 

Dr.  d’Angelo:  Thank  you. 

Abraham  D.  Segal,  M.D.,  Kings:  If  part  of 
this  report  is  informational,  it  surel}’  does  not  need 
the  approval  of  this  House. 

Vice-Speaker  Wurzbach:  It  is  a reference  com- 
mittee report,  so  it  requires  our  approval.  All 
those  in  favor  say  “aye,”  opposed  “no.”  It  is  so 
ordered. 

Continue,  Dr.  Lowry. 

Section  H2  (See  47) 

Report  of  Reference  Committee  on  Miscellane- 
ous Business;  Determination  of  Relationship 
Betu'een.  Doctors  of  Medicine  and  Doctors  of 
Osteopathy 

Dr.  Lowry:  Your  reference  committee  had  five 
resolutions  referred  to  it  for  stud}"  and  recommenda- 
tion. 

Re.solution  61-10,  introduced  by  the  County  of 
Erie,  is  the  first  one  on  which  we  will  report.  In 
reporting  these  resolutions  I will  read  only  the 
“resolved’s”: 

Resolved,  that  the  House  of  Delegates  of  the 
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Medical  Society  of  the  State  of  New  York  approve 
the  principle  that  the  relationship  of  doctors  of 
medicine  to  doctors  of  osteopathy  be  a matter  for 
determination  by  the  various  state  medical 
societies  and  not  by  the  American  Medical  As- 
sociation; and  be  it  further 

Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  introduce 
this  resolution  at  the  next  meeting  of  the  dele- 
gates of  the  American  Medical  Association. 

This  reference  committee  agrees  with  the  Medical 
Society  of  the  County  of  Erie  and  approves  this 
resolution  in  principle. 

Mr.  Speaker,  I move  adoption  of  this  portion  of 
this  report. 

Vice-Speaker  Wurzbach:  I would  like  to  ask  one 
question.  If  you  are  approving  in  principle,  how 
can  you  then  move  the  adoption  of  a portion  of  a 
report  that  demands  that  a resolution  be  presented 
of  a specific  action  to  the  house  of  delegates  of  the 
American  Medical  Association? 

Dr.  Lowry:  Mr.  Speaker,  this  matter  was  dis- 
cussed at  length,  not  only  by  members  of  the 
reference  committee  but  by  members  of  the  House 
who  attended  the  reference  committee  meeting. 
It  was  felt  that  it  was  not  within  our  purview  at 
this  time  to  recommend  that  the  matter  of  the 
osteopaths  be  decided  definitely  by  your  reference 
committee.  We  felt  that  should  be  a decision  of 
the  floor  of  the  House  of  Delegates.  If  you  will 
note  the  resolution  in  the  very  beginning  states, 
“that  the  House  of  Delegates  of  the  Medical  So- 
ciety of  the  State  of  New  York  approve  the  principle 
that  the  relationship  of  doctors  of  medicine  to  doc- 
tors of  osteopathy  be  a matter  for  determination 
by  the  various  state  medical  societies  and  not  by 
the  American  Medical  Association.”  That  was  the 
first  “resolved.” 

Vice-Speaker  Wurzbach:  But  the  second 

“resolved,”  sir,  demands  an  action  by  our  delegates 
to  the  American  Medical  Association. 

Dr.  Lowry:  That  is  true,  Mr.  Speaker,  and  we 
are  leaving  it  up  to  the  House  to  vote  on  it. 

Vice-Speaker  Wurzbach:  Then,  you  cannot 
approve  this  resolution  in  principle.  Do  you  ap- 
prove the  resolution  as  it  is  presented  with  its 
“resolved”  or  not,  sir? 

Dr.  Lowry:  Well,  Mr.  Speaker,  I will  not  en- 
gage in  a discussion  with  you  about  the  matter  of 
semantics,  but  I think  it  means  the  same  thing. 
If  j'ou  feel  the  House  would  be  better  satisfied,  we 
can  delete  “in  principle”  and  state  this  reference 
committee  agrees  with  the  Medical  Society  of  the 
County  of  Erie  and  approves  this  resolution. 
Vice-Speaker  Wurzbach:  Thank  you,  sir. 
Now,  it  is  open  for  discussion. 

. . .Thomas  M.  d’ Angelo,  M.D.,  Jerome  A.  Schack, 


M.D.,  and  Walter  S.  Bennett,  M.D.,  discussed  the 
report.  Drs.  Bennett  and  Schack  approved  the 
reference  committee  report;  Dr.  d’ Angelo  dis- 
approved. . . 

Vice-Speaker  Wurzbach:  Is  there  further 

discussion?  If  not,  I will  call  the  question.  All 
in  favor  of  the  recommendation  of  the  reference 
committee  say  “aye,”  those  opposed  “no.” 

I am  not  certain.  Let  us  hear  that  again.  All 
those  approving  the  action  of  the  reference  com- 
mittee say  “aye,”  opposed  “no.”  It  is  carried. 
Continue,  Dr.  Lowry. 

Section  143  (See  63) 

Report  of  Reference  Committee  on  Miscellane- 
ous Business:  American  Medical  Association 

Foils  of  Membership 

Dr.  Lowry:  Resolution  61-26,  introduced  by 
the  County  of  Rockland:  This  resolution  was 

amended  with  permission  of  a delegate  from  the 
County  of  Rockland  by  removing  the  third 
“whereas”  and  striking  out  of  the  first  “resolved” 
the  words  “by  means  of  return  postcard  included 
in  the  Journal  of  the  American  Medical  Association” 
so  that  the  “resolved’s,”  as  amended,  would  read: 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  urge  that  when  an  important 
national  issue  arises,  the  American  Medical 
Association,  before  taking  a stand,  poll  its  mem- 
bership; and  be  it  further 

Resolved,  that  the  results  of  these  polls,  al- 
though not  necessarily  binding  on  the  American 
Medical  Association,  shall  be  printed,  listing 
results  by  states  and  national  totals  in  the  earliest 
possible  issue  of  the  Journal  of  the  American  Medi- 
cal Association;  and  be  it  further 

Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  introduce 
this  resolution  in  the  American  Medical  Associa- 
tion House  of  Delegates  meeting  in  June,  1961. 

Mr.  Speaker,  I move  adoption  of  this  resolution, 
as  amended. 

Vice-Speaker  Wurzbach:  Is  there  any  discus- 
sion? 

Dr.  Dorman:  Mr.  Speaker,  I S3’mpathize  and 
agree  with  the  basic  concept  behind  this  that  Rock- 
land is  suggesting  to  us.'  It  would  be  very  im- 
practical, however,  to  have  such  a poll  put  out 
the  way  things  happen  in  Congress  and  in  various 
parts  of  the  world.  It  is  often  necessary  for  the 
American  IMedical  Association  to  take  a stand 
before  even  the  board  of  trustees  personally  can  be 
called  together.  In  those  cases  they  have  tele- 
phonic communications  with  the  executive  com- 
mittee of  the  board.  There  have  been  two  tele- 
phonic communications,  wherein  they  have  a 


Part  II — September  1,  1961 


111 


HOUSE  OF  DELEGATES 


jiart.y  line  to  the  entire  board  of  trustees,  in  the 
l>ast  year  that  I have  l)een  serviiifi.  When  things 
are  in  that  state  of  emergency,  they  have  to  make 
decisions  and  come  out  with  statements  of  policy. 
Policy  is  made  by  the  house  of  delegates  of  the 
American  Medical  Association,  and  although  we  are 
individual  members  paj’ing  membership  dues  in  the 
American  Medical  Association,  the  component 
]jarts  of  the  American  Medical  Association  are  the 
state  societies,  and  the  house  of  delegates  which 
represent  the  state  societies  are  the  ones  that  set  and 
make  the  policy.  It  is  not  even  the  board  of 
trustees  that  makes  j^olicy.  They  will  take  a 
stand  based  on  a previously  formed  policy,  but 
that  is  formed  by  the  house  of  delegates  of  the 
American  Medical  Association. 

It  is  important  that  the  delegates  to  the  Ameri- 
can Medical  Association  have  the  grass  roots  feel- 
ing of  their  own  individual  people  back  home  because 
that  is  the  way  they  bring  up  the  wishes  of  the 
great  membership  of  the  American  Medical  Associa- 
tion, but  I feel  that  this  particular  resolution  is 
impractical  in  its  actual  functioning,  and  I would 
speak  against  approval  of  this,  although  I do  strongly 
sympathize  with  the  basic  concept  behind  it. 
Thank  you! 

John  L.  Clowe,  M.D.,  Schenectady:  I would 
also  like  to  speak  against  this,  Mr.  Chairman,  for 
two  reasons;  The  implementation  of  and  the  use  of 
polls  is  in  great  doubt,  for  one  thing.  In  the  second 
place  the  chain  of  command  is  interrupted  here. 
In  other  words  we,  as  delegates,  are  elected  for  our 
counties,  and  we  elect  our  delegates  to  the  Ameri- 
can Medical  Association.  We  should  have  enough 
of  a feeling  and  belief  in  these  men  to  feel  they  will 
vote  as  we  wish.  I therefore  urge  opposition. 

Walter  Einhorn,  M.D.,  Bronx:  I wish  to  say 
that  the  Bronx  County  delegation  would  also 
like  to  approve  the  remarks  of  Dr.  Dorman  and  the 
previous  discussant.  We  urge  disapproval  of  this 
portion  of  the  report. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  lost . . . 

Section  (See  72) 

Report  of  Reference  Committee  on  Miscellane- 
ous Business:  Request  to  American  Medical 

Association  to  Encourage  Six-Year  Combined 
Course  for  Medical  Schools 

Dr.  Lowry;  Resolution  61-35,  from  Bronx 
County,  the  “resolved’s”  of  which  read  that  the 
Medical  Society  of  the  State  of  New  York  request 
(he  American  Medical  Association  to  encourage 
medical  schools  to  have  a six-year  combined  course, 
as  is  being  done  in  three  schools  already,  so  that 
grade  A college  students  may  be  encouraged  once 
more  to  apply  for  entrance  to  medical  .schools;  Your 
reference  committee  di.sapproves  this  resolution  at 
this  time. 


I move  adoption  of  this  j)ortion  of  this  rej)ort. 

Vi('E-Si*E.\KER  Wl■RZB.^('lI;  Is  there  any  discus- 
sion? 

Leonaho  L.  Heimoff,  M.i).,  Bronx:  'I'his  resolu- 
tion was  introduced  becau.se  we  view  with  alarm 
the  reduction  in  the  number  of  students  of  top 
caliber  who  are  going  into  the  medical  profession 
and  regret  the  loss  of  many  toiJ  students  to  other 
professions.  This,  jjerhaps,  would  be  a means  of 
calling  attention  to  the  fact  that  there  may  be 
factors  in  this  loss  w'hich  we  should  study.  I l>e- 
lieve  that  the  length  of  the  course  may  be  one  of  the 
factors  which  has  lost  us  the  top  students. 

Vice-Speaker  Wurzbach;  Is  there  any  further 
discussion? 

Herbert  Berger,  IM.D.,  Richmond:  I would 
like  to  speak  in  favor  of  this  Bronx  County  resolu- 
tion as  well.  There  is  no  que.stion  but  that  the 
length  of  medical  education  is  a problem  in 
causing  young  men  to  seek  other  careers.  The  ob- 
jective of  this  re.solution  could  be  obtained  by  the 
abrogation  of  the  summer  vacations  in  college  and 
in  medical  school,  and  I would  move  that  as  an 
amendment,  that  this  body  consider  the  possibility 
of  deleting  summer  vacations  in  order  to  obtain  a 
shorter  medical  course. 

Vice-Speaker  Wurzbach;  Do  you  move  that 
as  an  amendment  or  what? 

Dr.  Berger;  As  an  amendment. 

Vice-Speaker  Wurzbach;  Is  there  a second? 
. . . There  was  no  response  . . . 

Vice-Speaker  Wurzbach;  There  is  no  second. 

Is  there  any  further  discussion? 

Irving  M.  Pallin,  M.D.,  Kings:  There  does 
not  seem  to  be  any  real  evidence  that  we  don’t 
have  enough  applicants  for  medical  schools  at  the 
present.  I believe  we  do  have  enough  applicants. 
We  might  have  had  fewer  than  we  used  to  have. 
W'e  are  not  going  to  expand  our  medical  facilities, 
as  1 see  it  in  this  resolution,  which  will  accommodate 
more  students  rather  than  attract  them.  I feel 
this  is  a matter  that  should  be  referred  for  stud}'. 
I therefore  amend  the  motion  to  refer  this  matter 
to  the  Council  for  further  study. 

Dr.  Heimoff;  I second  that. 

Vice-Speaker  Wurzbach;  There  is  a motion  on 
the  floor,  which  has  been  seconded,  that  this  matter 
be  referred  to  the  Council  for  study.  Is  there 
discussion  on  this? 

Albert  H.  Douglas,  M.D.,  Queens:  I would  like 
to  call  attention  to  the  fact  that  this  same  subject  is 
to  be  considered  in  resolution  61-74  introduced  by 
the  Medical  Society  of  the  County  of  Queens  and  re- 
ferred to  the  Reference  Committee  on  Commission 
on  Medical  Services — A. 

Vice-Speaker  Wurzbach;  That  does  not  come 
up  at  this  time.  That  is  not  under  this  reference 
committee. 

Dr.  Douglas;  The  same  subject  is  to  lx‘  con- 
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siderecl  as  part  of  an  over-all  plan. 

Vice-Speaker  Wuhzbach:  I believe,  sir,  if  that 
comes  up  under  that  reference  committee,  our  ac- 
tion here  can  be  quoted  at  that  time. 

Dr.  Douglas:  I simply  wanted  to  point  that  out. 
Vice-Speaker  Wurzbach  : I think  you  are  out  of 
order  on  that.  We  thank  you  for  the  information, 
but  I don’t  think  we  can  act  on  it  in  this  way.  The 
motion  now  before  the  House  is  that  this  be  re- 
ferred to  the  Council.  Is  there  any  discussion 
further  on  that  point? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Section  145  {See  73) 

Report  of  Reference  Committee  on  Miscellane- 
ous Business:  Petition  to  American  Medical 

Association  to  Revietc  Policies  and  Programs  of 
Medical  Organizations 

Dr.  Lowry:  Resolution  (il-36,  introduced  by 
Bronx  County  Medical  Society,  the  “resolved” 
of  which  reads: 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  through  its  delegates  to  the  .Ameri- 
can Medical  Association,  petition  a review  of  poli- 
cies and  programs  of  medical  organizations  by 
the  trustees  of  the  American  Medical  Association 
in  order  that  corrections  may  be  made  with  the 
hope  of  stopping  what  seems  to  be  accepted  as 
the  inevitable  socialization  of  the  medical  pro- 
fession. 

Your  reference  committee  suggests  that  no  action 
be  taken  at  this  time  on  resolution  61-36. 

I move  adoption  of  this  portion  of  the  report. 

V’ ice-Spe.aker  Wurzbach:  Is  there  discu.ssion? 
1 )r.  McCarthy  : 1 )id  you  delete  that  deliberatelj’, 
the  last  half  of  that  sentence,  “since  its  intent 
has  been  covered  by  resolution  61-26  previously 
adopted?” 

Dr.  Lowry:  Yes,  I had  to.  Dr.  McCarthy,  be- 
cause 61-26  was  not  adopted. 

Dr.  McCarthy:  I mention  the  fact  becau.se  I 
drew  this  up,  and  unfortunately  I could  not  appear 
before  the  reference  committee  because  I was  busy 
on  two  or  three  others. 

Actuallj',  the  intent  of  this  has  nothing  to  do 
with  the  previous  one  whatsoever,  but  I have  no 
intention  of  taking  up  your  time  by  going  into  that 
now.  It  would  take  a lot  of  time  to  present  various 
evidence  that  I have  from  actual  publications  of  the 
.American  Medical  Association,  so  I will  just  quote 
you  one.  The  presumption  is  that  when  a thing 
is  published  in  a publication  of  the  American  Medi- 
cal Association,  it  has  been  reviewed;  in  other 
words,  the  lay  people  take  it  that  this  is  more  or 
less  accepted  as  their  policy.  So  my  idea  was  that 
we  ask  the  trustees  of  the  American  Medical  As- 
sociation to  review  some  of  their  own  councils 


and  their  own  publications  with  the  view  of  tr\  ing 
to  prevent  certain  things  being  printed  which  might 
encourage  other  people  to  attack  the  American 
Medical  Association. 

The  only  one  I am  going  to  read  to  you  is  from 
the  Archives  of  Surgery,  volume  80,  number  2, 
February,  1960,  and  this  is  the  paragraph:  “The 
hospitals  and  services  which  are  engaged  in  the 
postgraduate  training  of  surgeons  should  provide 
the  highest  standard  of  medical  care  and  ethical 
manner.  They  should  not  be  handled  by  rules, 
regulations,  and  laws  originated  by  the  medical 
profession.” 

This  is  published  in  a publication  of  the  American 
Medical  Association,  and  that  was  my  purpose  in 
introducing  this  resolution.  I have  a number  of 
others  that  would  justify  it,  but  I would  ask  that 
inasmuch  as  I could  not  present  it,  instead  of  re- 
jecting it  now  you  simjily  take  no  action  on  the 
resolution.  May  I offer  that  as  an  amendment? 

Vice-Speaker  Wurzbach:  That  is  the  same  as  is 
being  reported  by  the  committee  now.  They  recom- 
mend no  action  be  taken  on  it  at  this  time. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Section  I46  {See  75) 

Report  of  Reference  Committee  on  Miscellane- 
ous Business:  Medical  School  Emphasis  on 

Clinical  Medicine 

Dr.  Lowry:  Resolution  61-38,  introduced  by 
Bronx  County,  whose  “resolved”  states: 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  reque.st  the  American  Medical 
Association  to  encourage  the  medical  schools  to 
consider  the  advisability  of  having  their  courses  .so 
arranged  that  those  students  desiring  a future  of 
investigative  medicine  be  separated,  at  the  proper 
stage,  from  those  desiring  a future  of  clinical 
medicine. 

A^our  reference  committee  feels  that  no  action 
should  be  taken  on  this  resolution  at  this  time,  and  I 
move  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Lowry':  Now,  Mr.  Speaker,  I move  the 
adoption  of  the  report  as  a whole  as  amended. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Loyvry':  I wish  to  thank  the  other  members  of 
this  committee  whose  assistance,  counsel,  and  ad- 
vice were  invaluable  in  the  preparation  of  this  report. 

We  are  also  grateful  to  those  members  of  the 
House  of  Delegates  who  appeared  before  our 
reference  committee  and  gave  us  their  advice. 

Vice-Speaker  Wurzb.ach:  Thank  you.  Dr. 

Lowry. 
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REFERENCE  COMMITTEE  ON 
ANCILLARY  GROUPS 

Section  147 

Report  of  Reference  Committee  on  Ancillary 
Groups:  Advisory  Committee  to  the  W Oman’s 
Auxiliary 

Robert  F.  McMahon,  M.D.,  Onondaga:  Mr. 
Speaker  and  fellow  delegates,  the  Reference  Com- 
mittee on  Ancillary  Groups  covers  the  Advisory 
Committee  to  the  Woman’s  Auxiliary,  the  Council 
Committee  on  Nursing  Education,  the  Joint  Com- 
mittee with  the  Pharmaceutical  Association,  the 
Empire  State  Medical,  Scientific  and  Educational 
Foundation,  Inc.,  the  Interprofessional  Association, 
and  the  Joint  Committee  with  the  New  York  Bar 
Association. 

The  annual  reports  of  the  foregoing  committees 
are  printed  on  pages  1152  to  1154  of  the  Journal 
of  April  1,  1961,  annual  convention  issue,  and  in 
the  House  of  Delegates  Handbook,  pages  127  to  134. 

Your  reference  committee  has  reviewed  the 
annual  report  of  the  Advisory  Committee  to  the 
Woman’s  Auxiliary  and  notes  with  approval  the 
many  worthy  and  continued  activities  of  the 
Woman’s  Auxiliary.  This  includes  health  care  of 
the  aged.  Physicians’  Home,  Health  Careers,  men- 
tal health,  A.M.E.F.,  the  fall  conference  of  county 
auxiliary  presidents,  and,  particularly,  the  Future 
Nurses’  Clubs. 

This  year,  tlie  Woman’s  Auxiliary  are  celebrating 
their  25th  anniversary,  and  they  have  worked  hard 
in  planning  their  convention.  Your  reference  com- 
mittee feels  that  the  Woman’s  Auxiliary  should  be 
highly  commended  on  this  important  anniversary 
and  that  the  Auxiliary  should  be  more  actively  en- 
couraged. It  is  felt  that  this  could  be  done  by 
closer  liaison  at  the  county  medical  society  level  as 
well  as  the  State  level.  It  is  recommended  that  the 
county  societies  appoint  liaison  committees  to  aid  the 
Auxiliary  further  in  their  efforts.  The  State  Medical 
Society  wishes  continued  success  in  the  efforts  of 
the  Auxiliary  and  will  offer  all  its  facilities  to  insure 
this. 

Mr.  Speaker,  I move  a hearty  approval  of  this 
portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  148  (See  29) 

Report  of  Reference  Committee  on  Ancillary 
Groups:  Council  Committee  on  Nursing 

Education. 

Dr.  McMahon:  This  report  notes  the  i)resent 
nursing  shortage  and  a discussion  of  the  nursing 
shortage  with  Associate  Commissioner  Frank  R. 
Killie  of  the  State  Education  Department,  and 
hope  is  expressed  that  the  nursing  shortage  will  be 
lessened  in  the  near  future  by  increased  number  of 


applicants. 

The  president-elect  in  his  report  refers  to  the 
severe  shortage  of  nurses  and  outlines  proposals  for 
correcting  this  shortage,  including  the  expansion  of 
presently  existing  training  centers,  development  of 
new  ways  of  training  bedside  nurses,  and  the  estab- 
lishment of  an  organization  charged  with  helping 
public  and  private  hospitals  throughout  the  State  and 
with  sponsoring  elementary  nursing  training  in  high 
schools. 

Your  reference  committee  feels  that  the  nursing 
shortage  is  a very  serious  problem  in  the  State  and 
that  this  Society  should  take  active  leadership  in 
cooperating  with  the  State  Education  Department 
to  formulate  a plan  to  correct  this  situation  as 
quickl}'"  as  possible. 

Mr.  Speaker,  I move  adoption  of  this  portion  of 
the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  149 

Report  of  Reference  Committee  on  Ancillary 
Groups:  Joint  Committee  ivith  Pharmaceuti- 
cal Association 

Dr.  McMahon:  The  Joint  Committee  has  con- 
cerned itself  with  the  use  of  trade  names  versus 
generic  names  in  drugs  and  has  been  effective  in 
closing  one  counterfeiting  drug  operation. 

Mr.  Speaker,  I move  adoption  of  this  portion  of 
the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  160 

Report  of  Reference  Committee  on  Ancillary 
Groups:  Empire  State  Medical,  Scientific  and 
Educational  Foundation,  Inc. 

Dr.  McMahon:  This  corporation  was  founded 
in  1960,  and  the  first  meeting  of  the  board  of  direc- 
tors was  held  in  October.  Its  fir.st  project  is  the 
undertaking  of  the  study  of  maternal  mortality  and 
perinatal  mortality.  Future  projects  will  be  post- 
graduate medical  education,  health  education  of 
the  j)ublic,  progress  in  cooperation  with  the  State 
Department  of  Health  to  expand  and  improve 
public  health  service  at  the  county  level,  and  a 
study  of  narcotic  addiction  reports  submitted  to 
the  State  Health  Department  by  physicians.  The 
Medical  Society  of  the  State  of  New  York  has  made 
a grant  of  .?52,000  to  the  foundation  to  cover  ex- 
penses for  these  projects.’*  It  is  hoj)ed  that  the 
budget  of  the  Public  Health  and  Education  Com- 
mittee will  be  decreased  as  the  foundation  takes 
over  projects  carried  out  by  that  committee.  Your 
committee  feels  that  this  is  a most  worth-while 


*This  sentence  was  later  deleted  from  the  report  by 
action  of  the  House. 
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project  with  an  ambitious  program  and  moves  that 
this  portion  of  the  report  be  adopted. 

Mr.  Speaker,  I move  adoption  of  this  portion  of 
this  report. 

Vice-Speaker  Wurzbach:  Is  there  any  discus- 
sion? 

Samuel  Z.  Freedman,  M.D.,  Assistant  Treasurer: 
I just  wanted  to  correct  where  it  says,  “The  Medical 
Society  of  the  State  of  New  York  has  made  a grant  of 
$52,000  to  the  foundation.”  This  is  not  true. 
We  did  not  make  a grant  of  $52,000,  and  that  should 
be  corrected.  There  are  a lot  of  details  if  you  want 
to  hear  them,  but  it  is  not  $52,000. 

Vice-Speaker  Wurzbach;  I think  you  will  have 
to  continue.  You  opened  up  a thought,  but  here  is 
Dr.  Moore.  Maybe  he  will  speak  to  this. 

President  Moore;  Mr.  Speaker  and  members  of 
the  House,  the  Medical  Society  of  the  State  of 
New  York  has  made  no  grant  to  the  Empire  State 
Medical,  Scientific  and  Educational  Foundation, 
Inc.  Many  of  the  facilities  for  activities  of  the 
Public  Health  and  Education  Committee,  which 
has  had  a $30,000  grant  from  the  Society  for  fifteen 
or  twenty  years,  have  been  put  into  this  foundation. 
Some  of  the  salaries  and  some  of  the  activities, 
honorariums — not  honorariums  but  expenses  for 
travel  for  speakers  upstate — will  be  paid  from  this 
instead  of  from  the  scientific  and  educational  ac- 
tivities budget.  That  is  certainly  not  a grant; 
that  is  just  a bookkeeping  vehicle.  Also,  $10,000 
of  this  $52,000  you  people  last  year  voted  to  expend 
on  rehabilitation.  This  has  not  been  transferred 
from  the  treasury.  This  is  an  anticipated  expendi- 
ture at  some  time,  at  your  command,  but  we  have 
not  figured  out  how  to  do  it  yet,  so  it  has  not  been 
transferred,  and  that  is  j>art  of  the  $52,000. 

The  onh'  monies  that  have  been  spent  by  the 
Society  in  the  Scientific  and  Educational  Founda- 
tion are  funds  for  working  capital.  These  are  not 
spent;  this  is  working  capital,  which  was  made  as 
profit  from  the  15  per  cent  of  salaries  for  the  publi- 
cation, What  Goes  On,  which  started  during  my 
regime  in  the  Public  Health  and  Education  Com- 
mittee, paid  for  by  Lederle,  which  you  all  receive. 
Characteristic  of  grants  from  foundations,  research 
grants  for  public  health  service  to  educational  insti- 
tutions, it  is  customary  to  include  15  jier  cent  over- 
head on  salaries  as  part  of  the  cost  of  doing  business 
for  the  institution.  I insisted  on  that  at  the  time  we 
published  What  Goes  On.  We  have  accumulated 
enough  monies  from  What  Goes  On  profit  to  make 
working  capital.  The  first  grant  that  was  given 
by  the  State  Health  Department  of  $26,000  for  this 
perinatal  study  is  subject  to  the  rules  of  the  State 
Department  of  the  Budget  Director  of  New  York; 
in  other  words,  we  don’t  get  money  until  we  spend  it. 
When  we  spend  money  on  this  project,  we  send  a 
bill  to  the  State  Health  Department,  who  reimburse 
us,  but  we  have  to  have  working  eapital,  and  the 


only  funds  that  you  have  in  this  to  date  are  some- 
thing like  $7,200  which  had  been  made  by  profits  on 
15  per  cent  of  the  salaries  of  the  office  force  for 
What  Goes  On.  It  is  working  capital;  it  is  not  a 
grant.  There  have  been  no  other  monies  trans- 
ferred other  than  a few  line  items  in  the  budget 
from  the  Committee  on  Public  Health  and  Educa- 
tion on  scientific  activities. 

I take  this  opportunity  to  clear  this  up  because 
I have  been  asked  in  corridors  and  on  elevators 
about  this  business  during  the  past  two  days,  and  I 
don’t  want  you  to  feel  that  the  Medical  Society  is 
going  to  finance  this  thing.  It  is  not.  It  was  set 
up  to  get  outside  monies,  but  we  have  to  have  a 
little  working  capital. 

We  also  have  to  have  some  monies  like  this  work- 
ing capital  to  show  good  faith  to  the  tax  people  so 
that  foundations  can  get  tax  relief  if  they  give  us 
some  money  for  these  various  projects.  The  projects 
Dr.  McMahon  just  read  off  to  you  are  on  the  docket 
for  study,  but  we  are  going  out  and  get  outside 
grants  from  foundations,  public  health  service, 
industry,  anywhere  we  can,  and  it  is  not  going  to  be 
our  money.  Thank  you! 

Vice-Speaker  Wurzbach;  Thank  you,  Dr. 
Moore,  for  this  explanation  and  correction. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Alfred  P.  Ingegno,  M.D.,  Councillor:  Shouldn’t 
we  delete  that? 

Vice-Speaker  Wurzbach;  I said  I thanked  Dr. 
Moore  for  his  explanation  and  correction. 

Dr.  Ingegno;  I meant  the  incorrect  statement. 

Dr.  McMahon;  I move  that  that  sentence  be 
deleted  that  says,  “The  Medical  Society  of  the 
State  of  New  York  has  made  a grant  of  $52,000 
to  the  foundation  to  cover  expenses  for  these* 
projects.” 

Vice-Speaker  Wurzbach;  The  deletion  has 
been  requested  by  the  reference  committee  chai.- 
man.  Is  there  any  objection?  Hearing  none,  it  is 
so  ordeied. 

Section  151 

Report  of  Reference  Committee  on  Ancillary 
Groups:  Interprofessional  Association 

Dr.  McMahon;  The  committee  has  done  con- 
siderable spadework  in  setting  up  an  association  of 
the  professions  in  New  York  State,  and  a resolution 
embodying  this  organization  has  been  sent  to  the 
various  professional  organizations  in  New  York 
State.  Formation  of  this  society  is  awaiting  ap- 
proval by  the  various  professional  groups.  Your 
reference  eommittee  feels  that  this  is  a highly  im- 
portant assignment  and  that  formation  of  the  as- 
sociation should  be  vigorously  pursued. 

Mr.  Speaker,  I move  adoption  of  this  portion  of 
the  report. 
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. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  162 

Report  of  Reference  Committee  on  Ancillary 
Groups;  Joint  Committee  with  the  New  York 
Bar  Association 

Dr.  McMahon;  This  committee  held  one  meet- 
ing and  listed  the  various  problems  existing  in  the 
medical-legal  field.  A great  deal  of  time  was  spent 
in  writing  out  solutions  to  these  various  problems, 
and  this  should  be  required  reading  of  every  member 
of  the  State  Medical  Society  and  members  of  the 
New  York  State  Bar  Association.  It  is  further 
recommended  that  copies  of  this  report  be  distributed 
to  all  senior  medical  and  law  students  in  the  State. 

Mr.  Speaker,  I move  adoption  of  this  portion  of 
this  report. 

. . . There  being  no  discussion,  the  motion  was 
j)ut  to  a vote  and  was  unanimously  carried  . . . 

Dr.  McMahon;  I wish  to  thank  m3'  committee 
for  their  help  and  patience;  I would  also  like  to 
thank  our  secretary,  Mrs.  Mason,  and  Miss  Lewis 
and  her  staff. 

Vice-Speaker  Wurzbach;  Thank  you  very 
much.  Dr.  McMahon. 

By  the  way,  did  you  move  the  acceptance  of  your 
report  as  a whole  as  amended? 

Dr.  McMahon;  No,  but  I will  so  move  now. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Speaker  Lane;  We  will  now  take  up  the  report 
of  the  Reference  Committee  on  Public  Health  and 
Education. 

It  is  now  5;  30.  We  have  covered  four  reports, 
and  we  have  six  more  to  go. 

REFERENCE  COMMITTEE  ON 
PUBLIC  HEALTH  AND  EDUCATION 

Section  163  (See  11) 

Report  of  Reference  Committee  on  Public 
Health  and  Education 

Edward  F.  Shea,  M.D.,  Ulster:  Your  Reference 
Committee  on  Public  Health  and  Education  has 
enjoyed  being  endowed  with  many  categories 
pertinent  to  the  business  of  the  House.  The 
lengthy  and  lively  discussions  by  both  the  members 
of  the  committee  and  a goodly  number  of  persons 
sufficiently  interested  to  sit  with  us  for  several 
hours  produced  a reference  committee  meeting 
which  was  singularly  enlightening  and  instructive 
and  allowed  the  wide  variety  of  areas  considered  to 
be  encapsulated  into  a comprehensive  unit.  I am 
grateful  to  each  one  of  them. 

Your  reference  committee  approved,  in  general, 
the  content  of  the  over-all  report  and  the  supple- 
mentary report  on  hypnosis  presented  by  the  Council 
committee.  The  dangers  of  this  procedure  were 


considered  on  advice  by  a member  of  the  Subcom- 
mittee on  Mental  Hygiene  who  was  present.  Of 
importance  is  the  possible  resultant  psychotic  state. 
It  was  the  consensus  of  the  reference  committee 
that  the  recommendations  of  the  Council  on  Mental 
Health,  Committee  on  H3'pnosis,  of  the  American 
Medical  Association,  which  you  have  on  hand  in 
3'our  portfolios,  should  be  recommended  as  the 
minimum  criteria  for  the  teaching  and  practice  of 
hypnosis. 

The  committee  would  like  to  draw  3'our  attention 
to  the  fact  that  although  a recent  ruling  of  the 
Attorney  General  permits  intravenous  therap>'  bv' 
registered  nurses,  the  pliA'sician  who  orders  the 
therapy  assumes  the  ultimate  responsibilit3’. 

Your  reference  committee  appreciated  the  re- 
port of  the  Council  committee  relative  to  post- 
graduate sessions  which  were  held  throughout  the 
State  during  the  past  year.  In  this  connection 
we  heartily  approved  the  portion  of  the  supple- 
mentary report  relating  to  the  proposed  stud3'  of 
postgraduate  education  problems  and  needs  in  an 
effort  to  revamp  the  present  program  of  the  Society 
to  make  it  more  attractive  to  the  ph3'sicians  of  the 
State.  It  is  hoped  that  funds  will  be  available  from 
the  Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation,  Inc.,  for  this  project. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Speaker  Lane;  Is  there  discussion? 

Thomas  M.  d’ Angelo,  M.D.,  Queens:  Concerning 
that  portion  about  the  doctors  being  responsible 
for  nurses  giving  intravenous  therapy,  I would 
suggest  that  that  portion  of  the  report  be  referred 
to  our  counsel  and  that  his  opinion  be  printed  and 
sent  to  the  membership  in  an}'  of  the  periodicals 
we  have  at  our  disposal  so  that  all  of  us  will  know 
where  we  stand. 

Speaker  Lane;  Is  that  a motion? 

Dr.  D’Angelo;  No,  merely  a sugge.stion. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Section  164 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  Subcommittee  on 

Accident  Prevention 

Dr.  Shea;  Your  reference  committee  approved 
the  report  of  the  Subcommittee  on  Accident  Pre- 
vention. Each  of  us  has  experienced  the  difficult}’ 
and  embarrassment  of  certifying  to  the  Department 
of  Motor  Vehicles  that  a patient  is  or  is  not  a safe 
driver,  in  spite  of  his  diabetic,  epileptic,  cardiac, 
or  other  status.  It  was  brought  out  at  the  meeting 
that  we  can  do  this  in  good  faith  and  all  honesty 
because,  if  necessary,  we  are  protected  by  the 
as.sertion  of  the  fact  that  “as  of  the  time  of  this 
examination”  the  driver  is  considered  physically 
and  mentally  capable  of  driving  with  safety  to 
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himself  and  others  on  the  highway. 

Your  committee  feels  that  further  study  is  indi- 
cated relative  to  specifications  of  the  various 
j)hysical  and  mental  disabilities  which  might  affect 
the  “safe”  driving  of  an  individual. 

Mr.  Speaker,  I move  the  adoption  of  this  por- 
tion of  the  report. 

Speaker  Lane:  Is  there  discussion? 

George  E.  Anderson,  M.D.,  Kings:  Mr.  Chair- 
man and  members  of  the  House,  in  regard  to  the 
diabetic  and  his  capacity  to  drive  an  automobile 
safely,  I feel  very  strongly  that  every  time  we  sign 
such  a statement,  we  are  putting  a noose  around  our 
necks.  This  is  especially  appreciated  by  anyone 
who  has  treated  hundreds  of  diabetics.  I mention 
this  because  there  is  no  possible  way  of  telling 
what  a patient  will  do  tomorrow  by  virtue  of  what 
he  has  done  today  in  regard  to  the  administration  of 
insulin.  We  cannot  predict. 

It  seems  to  me  that  we  should  take  the  doctor  off 
the  hook  as  an  individual  in  this  re.spect  and  divide 
the  responsibility  a little  bit  by  referring  this  to  a 
panel  rather  than  a single  individual  doctor  who 
has  to  bear  the  brunt  if,  for  example,  a driver  of  a 
Lexington  Avenue  subway  says  he  is  taking  30 
units  of  insulin  a day.  The  doctor  is  really  on  the 
spot  on  this.  My  own  feeling  is  that  for  this  pur- 
pose we  should  really  have  a panel  opinion  rather 
than  a single  individual.  I would  like  to  amend 
this  if  I might  that  this  be  a suggestion  of  the  refer- 
ence committee. 

Speaker  Lane;  You  are  moving  an  amendment. 
Dr.  Anderson? 

Dr.  Anderson:  Yes. 

Speaker  Lane:  Is  there  a second  to  this  amend- 
ment? 

Arthur  F.  Gaffney,  M.D.,  District  Delegate: 
Yes,  I second  it. 

Speaker  Lane:  An  amendment  is  made  and 
.seconded  that  a panel  be  substituted  for  the  indi- 
vidual physician.  Is  my  understanding  correct  of 
what  j’ou  mean? 

Dr.  Anderson  : That  is  correct. 

J.  Stanley  Kenney,  M.D.,  Trustee:  Merely  in 
the  case  of  the  diabetic. 

Dr.  Anderson;  The  diabetic  on  insulin. 

Speaker  Lane:  Is  there  discussion  on  the 

amendment? 

Leonard  L.  Heimoff,  M.D.,  Bronx:  Who  will 
appoint  this  panel?  Under  what  egis  would  it 
function?  How  would  the  patient  get  to  it? 

Dr.  Anderson:  That  would  be  a matter  for 
further  decision.  I am  not  suggesting  it,  but  I 
understand  there  is  a panel  of  reference  so  far  as 
epilepsy  is  concerned,  and  something  could  be  done 
in  this  direction  I think. 

Speaker  Lane:  Is  there  further  discussion  on 
the  amendment?  If  not,  those  in  favor  of  the 
amendment  will  say  “aye,”  opposed  “no.”  The 


amendment  is  defeated. 

On  the  original  motion,  those  in  favor  of  the 
original  motion  will  say  “aye,  opposed  “no.”  It 
is  so  ordered. 

Section  155  (See  61) 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  Subcommittee  on 

Addiction  to  Alcohol  and  Narcotics 

Dr.  Shea:  The  report  of  the  Subcommittee  on 
Addiction  to  Alcohol  and  Narcotics  was  reviewed. 
The  1960  House  of  Delegates  requested  Com- 
missioner Herman  Hilleboe  to  reactivate  the  State 
Health  Department’s  Advisory  Committee  on 
Narcotics  to  deliberate  further  with  regard  to  the 
telephone  prescription  of  narcotics.  Subsequently 
this  was  done,  and  Marvin  A.  Block,  M.D.,  chairman 
of  the  subcommittee,  was  appointed  to  the  advisory 
committee.  They  met  on  May  3 and  arrived  at  the 
decision  that  narcotics  of  Class  B type,  a list  of 
which  you  will  find  appended  to  resolution  61-24, 
may  be  dispensed  on  telephone  prescription  pro- 
vided the  written  prescription  follows  within  seventy- 
two  hours.  To  conform  with  this  law  is  a serious 
responsibility  of  the  physician. 

Section  156  (See  61,  90) 

Report  of  Reference  Committee  on  Public 
Health  and  Education;  Oral  Prescription  of 
Class  B Narcotic  Compounds;  Telephone 
Prescription  of  Narcotic  Medicines 

Dr.  Shea:  Your  committee  approved  resolution 
61-24.  We  also  considered  resolution  61-53  but 
recommend  that  no  action  be  taken  inasmuch  as 
resolution  61-24  already  covers  the  content  and 
intent  of  the  former  resolution. 

It  is  a recognized  fact  that  the  treatment  of  nar- 
cotic addiction  is  disappointing  from  both  the 
psychiatric  and  medical  approaches.  The  great 
problem  continues  to  be  the  prevention  of  addiction, 
inhibited  gravely  by  apathy  on  the  part  of  the 
medical  profession  as  well  as  legislators. 

The  subject  of  alcoholism  was  discussed  at  length 
by  your  committee.  We  approved  of  the  thought 
that  education  must  be  carried  on  at  the  high  school 
level  relative  to  the  problem  and  that  physicians 
should  take  part  in  this  educational  development. 
The  committee  did  take  exception  to  part  of  sub- 
division 5,  suggesting  “that  there  be  some  modifi- 
cation of  the  use  of  money  allotted  to  the  Community 
Mental  Health  Service  Boards  which  now  use  such 
funds  primarily  for  psychiatric  services,”  insofar  as 
it  was  clearly  demonstrated  that  the  Community 
Health  Services  Board  at  present  must  of  necessitj 
confine  itself,  if  possible,  to  the  emotionally  disturbed 
child  and  adult. 

Mr.  Speaker,  I urge  the  adoption  of  this  portion 
of  the  report. 

Speaker  Lane:  Is  there  discussion? 
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Herbert  Berger,  M.D.,  Richmond:  The  re- 
port of  this  committee  mentions  that  there  has  been 
some  apathy  on  the  part  of  the  medical  profession 
as  well  as  legislators  in  the  management  of  narcotic 
addiction.  It  has  been  a source  of  pride  to  many 
of  us  that  New  York  State  has  been  a leader  in 
trying  to  combat  this  apathy  through  the  passage 
of  many  resolutions  in  the  last  four  or  five  years 
by  this  House  on  this  subject,  and  we  note  in  the 
subcommittee’s  report  that  they  will  continue  to 
follow  through  with  the  program  of  narcotic  control 
as  outlined  at  previous  meetings. 

The  point  I would  like  to  bring  up  is  that  on 
page  60  of  the  Handbook,  there  is  the  state- 
ment: “Treatment  of  narcotic  addicts  not  in 

hospitals  w'as  disapproved  as  being  completely  in- 
effective.” I should  like  to  ask  the  chairman  of 
this  reference  committee  what  is  the  source  of  this 
statement.  Who  has  said  the  treatment  of  addicts 
not  in  hospitals  was  disapproved?  Who  disap- 
proved it? 

Speaker  Lane:  Can  you  give  us  any  help  on  this 
problem.  Dr.  Greenough? 

James  Greenough,  M.D.,  Trustee:  This  infor- 
mation was  given  us  by  our  subcommittee.  We 
were  told  that  so  long  as  an  addict  is  not  under 
supervision,  as  he  would  be  in  an  institution,  they 
have  found  that  it  has  been  impossible  to  maintain 
treatment  of  the  addiction  because  he  is  not  under 
close  supervision  and  is  able  to  obtain  narcotics 
from  other  sources  than  that  of  the  physician  by 
whom  he  is  being  treated.  That  is  the  statement 
that  is  made  here,  and  we  can  only  take  the  state- 
ment of  the  subcommittee  as  representing  the  facts. 

Dr.  Berger:  I cannot  understand  how  the  sub- 
committee could  have  done  that.  I am  an  active 
member  of  this  subcommittee  since  its  inception. 
I have  chaired  it  for  several  years.  I cannot  under- 
stand the  subcommittee  ever  having  made  such 
statement.  I attended  all  of  the  meetings,  and  I 
cannot  see  how  it  got  into  the  record.  The  facts 
are  actually  that  many  groups  and  individuals 
are  treating  narcotic  addiction  out  of  institutions 
as  well  as  in  them.  Note  that  I am  not  using  the 
word  “cure”  because  it  actually  has  no  place  in 
our  lexicon  at  this  point  for  there  have  been  very 
few  cures  indeed.  But  to  give  you  some  instances 
of  individuals  who  are  doing  this,  there  is  a uni- 
versity group  in  Chicago  under  Walter  Adams,  M.D., 
who  are  treating  individuals  completely  on  an 
ambulant  basis.  We  have  in  New  York  City  an 
extremely  successful  group,  under  the  Reverend 
Eddy,  with  medical  advice,  at  the  East  Harlem 
Protestant  Parish  set  up  in  the  worst  center  of 
addiction  in  the  city  on  East  100th  Street,  who  are 
treating  people  entirely  by  ambulant  means. 
Marie  Nyswander,  M.D.,  and  Professor  S.  B. 
Wortis  of  New  York  University  are  giving  treat- 
ment to  narcotic  addicts  as  outpatients.  Also  I 


have  so  treated  many  of  them  myself.  These  { 
people  have  always  been  treated  as  outpatients, 
and  I am  happj^  to  say  many  of  them  have  man-  ; 
aged  to  stay  off  drugs  for  long  periods  of  time  and 
have  been  rehabilitated.  Therefore,  I would  say  • 
that  this  sentence  should  be  deleted,  and  I would  so 
amend  to  delete  this  from  the  subcommittee’s  re- 
port because  it  is  in  all  truthfulne.ss  inaccurate. 

Speaker  Lane:  Is  there  a second  to  Dr.  Berger’s  , 
amendment? 

Aaron  Ko'etler,  M.D.,  Kings:  1 second  that 
amendment.  d 

Speaker  Lane:  It  has  been  moved  and  seconded  . t 
that  this  particular  sentence  be  deleted. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  ... 

Speaker  Lane:  The  amendment  is  carried. 

Now,  on  the  main  motion  as  amended,  is  there 
further  discussion?  ^ 

. . . There  being  no  discussion,  the  motion  was  put  • 
to  a vote  as  amended  and  was  unanimously  car- 
ried . . . 

Speaker  Lane:  Continue,  Dr.  Shea. 

Section  167  (See  12) 

Report  of  Reference  Committee  on  Public 
Health  and  Education;  Subcommittee  on 
AftitiK  and  Nursing  Homes 

Dr.  Shea:  Your  committee  considered  the  report 
of  the  Subcommittee  on  Aging  and  Nursing  Homes 
and  discussed  at  great  length  the  difficulties  and 
inadequacies  of  nursing  homes.  It  was  apparent 
that  the  quality  of  nursing  home  care  is  better  and  ' 
more  easily  controlled  outside  the  metropolitan  ; 
area.  A nursing  home  is  as  satisfactory  as  the 
administrator  is  capable.  It  is  our  conviction  that  , 
the  aged  are  not  so  much  a problem  as  they  are  a 
responsibility.  To  this  thought  we  believe  you 
are  all  dedicated. 

We  approve  the  annual  report  and  the  supple-  * 
mentary  report  of  the  subcommittee,  with  the  hope 
that  problems  discussed  before  the  committee  may 
be  eventually  resolved  as  the  result  of  the  projected 
study  by  the  State  Department  of  Health  aided  by  ‘ 
Federal  funds,  as  outlined  in  the  report. 

Mr.  Speaker,  I move  adoption  of  this  portion  of 
the  report. 

. . . There  being  no  discussion,  the  motion  was  ])ut 
to  a vote  and  was  unanimously  carried  ...  ' 

' 

Section  158 

Report  of  Reference  Committee  on  Public 
Health  and  Education;  Subcommittee  on  . 
Cancer 

Dr.  Shea  : The  reference  committee  approves  the 
report  of  the  Subcommittee  on  Cancer  relative  to  ; 
cancer  detection  by  the  Papanicolaou  smear.  The 
committee  would  enjoy  knowing  the  results  of  the  i 
concentrated  effort  in  the  hospitals  of  the  State 
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during  April  in  this  connection. 

Mr.  Speaker,  I move  adoption  of  this  portion  of 
the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  159 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  Subcommittee  on 

Child  Acciden  ts 

Dr.  Shea:  Although  the  Subcommittee  on  Child 
Accidents  held  no  meetings  this  year,  we  realize 
that  each  member  has  been  most  active  in  his  ca- 
pacity in  the  Academy  of  Pediatrics.  The  attention 
of  the  committee  was  drawn  to  the  increased  fre- 
quency of  accidental  deaths  due  to  loaded  firearms 
in  the  home.  The  hazards  of  the  currently  popular 
portable  swimming  pools  were  also  stressed,  and  it  is 
recommended  that  the  subcommittee  might  publicize 
these  dangers. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  160 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  Subcommittee  on 

Diabetes 

Dr.  Shea:  The  report  of  the  Subcommittee  on 
Diabetes  was  approved,  with  the  exception  of  the 
suggestion  that  a routine  fasting  and  postprandial 
blood  sugar  be  done  on  every  hospital  admission. 
This  was  felt  to  be  impractical.  It  was  suggested 
that  it  would  be  ideal  for  patients  to  be  checked  for 
diabetes  by  their  family  physician  or  by  some  in- 
expensive means  of  self-testing. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  161  (See  IS) 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  Subcommittee  on 

General  Practice 

Dr.  Shea:  Your  committee  reviewed  the  report 
of  the  Subcommittee  on  General  Practice,  which  met 
in  March. 

Section  162  (See  56) 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  Establishment  of  De- 
partments of  General  Practice  in  Medical 
Schools 

Dr.  Shea:  Resolution  61-19  was  discussed  and 
approved  with  the  following  changes:  In  the  “re- 


solved” portion,  delete  the  word  “sole”  and  the 
words  “forcefully  requiring,”  and  substitute  for 
the  latter  the  word  “requesting.” 

Speaker  Lane:  Is  there  discussion? 

Chorus:  Let  us  look  at  it. 

Speaker  Lane:  Do  you  have  that  resolution 
now? 

Chorus:  Yes. 

Speaker  Lane:  What  is  your  pleasure? 

. . . The  question  was  called,  and  the  motion  was 
j)ut  to  a vote  and  was  unanimously  carried  . . . 

Section  163 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  Glaucoma 

Dr.  Shea:  The  committee  was  pleased  to  note 
that  definite  measures  are  being  taken  to  institute 
a State-wide  glaucoma  detection  program  with  the 
help  of  the  general  physician  and  key  ophthalmolo- 
gists in  each  county.  The  institute  in  Albany  on 
February  15  was  well  attended  by  representatives  of 
interested  agencies  and  constituted  a basic  stej) 
in  the  development  of  the  screening  program. 

Mr.  Speaker,  I move  this  portion  of  the  report  be 
accepted. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried . . . 

Section  164 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  Hard  of  Hearing  and 

the  Deaf 

Dr.  Shea:  The  report  of  the  Subcommittee  on 
Hard  of  Hearing  and  the  Deaf  was  approved  as 
noncontroversial  and  informative.  The  Educa- 
tion Department,  it  was  reported  at  our  meeting, 
still  has  not  submitted  a zoning  plan  for  the  setting 
up  of  the  proposed  roster  of  consulting  otologists  for 
the  schools. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  165 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  Subcommittee  on 

Health  Aspects  of  Ionizing  Radiation 

Dr.  Shea:  The  report  of  the  Subcommittee  on 
Health  Aspects  of  Ionizing  Radiation  was  approved. 
It  was  reported  that  the  brochure  on  hazards  of 
radiation  from  x-rays  should  be  available  within 
about  a year. 

I move  the  adoption  of  this  portion  of  the  report. 
. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 
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Section  166 

Report  of  Reference  Commit  lee  on  Pnblic 
Health  and  Education:  Subcommittee  on 

Heart  Disease 

Dr.  Shea:  Your  committee  heartily  approved  the 
report  of  the  Subcommittee  on  Heart  Disease. 
We  wish  to  commend  J.  G.  Fred  Hiss,  M.D.,  for 
arranging  the  exhibit  on  closed-chest  cardiac 
massage,  and  we  urge  all  delegates  to  visit  it  in  the 
War  Memorial  Auditorium.  The  committee  agreed 
that  it  is  important  for  the  profession  to  acquaint 
itself  as  quickly  as  possible  with  this  emergency 
procedure. 

I move  the  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  167 

Report  of  Reference  Committee  on  Public 
Health  and  Education : Subcommit  tee  on  Ma- 
ternal and  Child  elf  a re 

Dr.  Shea:  The  report  of  the  Sul)committee  on 
Maternal  and  Child  Welfare  was  approved.  Your 
committee  congratulates  Edward  C.  Hughes,  M.D., 
for  the  excellent  continuing  study  of  maternal  mor- 
tality in  this  State  which  he  supervises.  It  was 
learned  that  this  is  now  being  carried  on  as  a project 
of  the  Empire  State  Medical,  Educational  and 
Scientific  Foundation,  Inc. 

I move  the  adoption  of  this  portion  of  the  report, 
Mr.  Speaker. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  168 

Report  of  the  Reference  Committee  on  Public 
Health  and  Education;  Subcommittee  on 
Medical  Film  Review 

Dr.  Shea:  In  considering  the  re])ort  of  the  Sub- 
committee on  Medical  Film  Review,  your  committee 
deplored  the  fact  that  the  film  library  of  the  State 
Department  of  Health  is  so  little  used  by  physicians, 
hospitals,  and  medical  students.  It  is  recommended 
that  greater  effort  to  publicize  these  films  be  put 
forth,  and  it  is  suggested  that  this  service  be  brought 
to  the  attention  of  the  county  medical  societies  and 
the  district  chapters  of  the  Academj"  of  General 
Practice  throughout  the  State.  In  addition,  it  was 
suggested  that  at  the  annual  meeting  of  the  State 
Society  there  be  set  up  an  exhibit,  with  a showing 
of  films  selected  from  a specific  medical  area  each 
year. 

It  was  also  proposed  that  the  subcommittee  might 
work  with  the  Subcommittee  on  School  Health  to 
make  available  to  high  schools  films  on  the  dangers 
of  alcohol  and  narcotics. 

I move  the  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 


Section  169 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  Subcommittee  on 

Mental  Hygiene 

Dr.  Shea:  Your  reference  committee  reviewed 
with  interest  the  informative  report  of  the  Sub- 
committee on  Mental  Hj^giene. 

We  noted  the  encouragement  of  the  treatment 
of  the  mentally  ill  in  the  geneial  ho.spital  when 
advisable.  We  considered  at  some  length  the  matter 
of  the  psychiatric  educational  program  for  general 
practitioners  and  were  glad  to  learn  at  the  meeting 
of  the  success  of  the  program  in  Kings  County. 

This  committee  approves  heartily  the  recommen- 
dation that  there  be  increased  coordination  of  the 
mental  health  programs  at  the  county  level  with 
the  county  medical  society.  It  would  emphasize 
the  recommendation  that  county  societies  establish 
committees  on  mental  health. 

Mr.  Speaker,  I move  the  adoption  of  this  section. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  170 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  Subcommittee  on 

Operating  Room  Deaths 

Dr.  Shea:  The  report  of  the  Subcommittee  on 
Operating  Room  Deaths  was  approved.  We  feel 
the  chief  difficulty  at  this  time  is  the  obtaining  of 
reports  of  these  deaths,  and  we  approve  of  intensi- 
fied effort  to  insure  the  procuring  of  this  informa- 
tion. 

I move  the  adoption  of  this  portion  of  our  report, 
Mr.  Speaker. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimou.sly  carried  . . . 

Section  171 

Report  of  the  Reference  Committee  on  Public 
Health  and  Education:  Subcommittee  on 

Physical  Medicine  and  Rehabilitation 

Dr.  Shea:  Your  committee  approves  the  report 
of  the  Subcommittee  on  Physical  Medicine  and 
Rehabilitation  and  is  glad  to  note  that  the  recom- 
mendations made  last  year  by  Irving  L.  Ershler, 
M.D.,  are  being  implemented  through  action  on 
the  part  of  the  Governor  in  setting  up  seven  centers 
for  rehabilitation  throughout  the  State. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  172  (See  14,  ^19) 

Report  of  the  Reference  Committee  on  Public 
Health  and  Education;  Subcommittee  on 
School  Health 
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Dr.  Shea:  The  report  of  the  Subcommittee  on 
School  Health  was  approved,  with  jjarticular  em- 
phasis on  the  modification  of  the  outmoded  law 
requiring  annual  physical  examinations  in  the  schools 
of  this  State. 

Section  173  {See  52,  219) 

Report  of  the  Reference  Committee  on  Public 
Health  and  Education:  Improved  Procedures 

for  School  Physical  Examinations 

Dr.  Shea;  In  this  connection  we  considered 
resolution  61-15  and  would  make  the  following 
amendments : 

(o)  Under  (1)  in  the  “resolved”  portion,  add  “by 
licensed  physicians  only.” 

(6)  Under  (3)  add  “that  he  be  supplied  with  a 
transcript  of  his  health  record.” 

The  committee  approved  the  resolution  with  the 
above  amendments. 

Section  174  (See  62) 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  College  Entrance 

Physical  Examination  Forms 

Dr.  Shea:  Resolution  61-25  also  was  considered. 
Your  committee  recommends  that  no  action  be 
taken  since  the  objective  of  this  resolution  is  al- 
ready under  consideration  by  another  qualified 
group,  the  American  College  Health  Association. 

I move  the  adoption  of  this  portion  of  the  report. 
. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  175  (See  67,  93) 

Report  of  Reference  Committee  on  Public 
Health  and  Education:  Discontinuing  of 

Educational  Council  for  Foreign  Medical  Grad- 
uates Examination  for  Physicians  Licensed  in 
Any  State;  Elimination  of  the  Educational 
Council  for  Foreign  Medical  Graduates  Exam- 
ination 


Dr.  Shea:  Two  resolutions  concerned  with  the 
health  of  th(>  i)ublic  of  this  State  w(‘re  referred  to 
this  reference  committee,  61-30  and  61-56.  There 
was  long  discussion,  with  the  result  that  your  com- 
mittee approved  in  to  to  resolution  61-30. 

In  resolution  61-56,  we  recommend  the  following 
change:  Under  the  first  “resolved”  portion,  delete 
the  words  “the  elimination  of  such  an  examination 
and  requirement”  and  substitute  therefor  “a  change 
in  tyi)e  of  examination.” 

Mr.  Speaker,  I move  adoption  of  this  portion  of 
the  report. 

Speaker  Lane:  Is  there  discussion  on  this  por- 
tion of  the  report? 

Charles  R.  Mathews,  M.D.,  Monroe:  Does 
the  chairman  wish  to  amplify  the  committee’s 
recommendations  as  to  the  type  of  e.xamination 
to  which  they  would  like  it  changed? 

Dr.  Shea;  In  our  discussion  of  the  e.xaminations, 
they  were  described  as  I.B.M.  punch  card  sort  of 
things,  which  are  not  actually  fair  as  they  are  not 
too  informative.  Of  the  individuals  who  have  taken 
them,  some  of  the  most  satisfactorj'  individuals 
flunked  them;  also  some  of  the  less  satisfactory 
individuals  passed  them.  They  felt  that  they  were 
entirely  too  impersonal  and  too  mechanical  and  not 
a fair  evaluation  of  any  individual.  They  also  said 
that  you  and  I could  not  pass  them  today  probably. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Shea:  Your  reference  committee  chairman 
wishes  to  take  this  opportunity  of  thanking  the 
members  of  the  committee  for  their  thoughtful 
deliberation  on  the  reports  under  consideration. 
Gratitude  is  expressed  also  to  Miss  Susan  Baker  of 
the  staff. 

Thank  you,  Mr.  Speaker. 

Speaker  Lane:  Thank  you.  Dr.  Shea. 

We  will  now  recess  until  8 p.m. 

...  A recess  was  taken  at  6:05  p.m.  . . . 
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Evening  Session 

Tuesday,  May  9,  1961 


The  session  convened  at  8 p.m. 

Speaker  Lane;  Gentlemen,  will  you  please  take 
your  seats  and  come  to  order.  We  have  a lot  of 
business  to  attend  to  yet,  and  many  of  you  want  to 
get  home  some  time  Thursday  morning. 

Section  176  {See  36,  103,  218) 

Introduction  of  Guest 

Speaker  Lane  : We  have  a visitor  tonight  whom 

I would  like  to  introduce  to  you,  one  of  our  local 
dentists,  and  one  of  my  very  close  friends,  who  is 
the  president-elect  of  the  Seventh  District  Branch 
of  the  Dental  Society  of  the  State  of  New  York. 
Dr.  Howard  Lyboldt. 

Howard  Lyboldt,  D.D.S.:  Thank  you.  Dr. 
Lane. 

I know  you  have  a million  things  to  do,  and  you 
don’t  want  to  hear  any  long  dissertation  from  me, 
but  I would  like  to  offer  greetings  from  the  Dental 
Society  of  the  State  of  New  York  and  wish  you  all 
of  the  success  in  the  world.  I want  to  assure  you 
that  the  Dental  Society  is  very  interested  in  every- 
thing that  you  do.  We  figure  we  are  the  allied 
profession  to  medicine.  God  bless  you  all,  and 
have  a very  successful  meeting.  I thank  you! 

Speaker  Lane:  We  will  now  go  on  to  the  busi- 

ness in  hand,  and  we  will  have  the  report  of  the 
Reference  Committee  on  Medical  Care  by  Philip  M. 
Standish,  M.D. 


REFERENCE  COMMITTEE  ON 
MEDICAL  CARE 

Section  177 

Report  of  Reference  Committee  on  Medical 
Care:  Civil  Defense  and  Catastrophe 

Philip  M.  Standish,  M.D.,  Ontario:  The 
reference  committee  has  reviewed  the  report  of  the 
Special  Committee  on  Civil  Defense  and  Catas- 
trophe and  wish  to  commend  the  chairman,  Edward 
A.  Burkhardt,  M.D.,  for  his  diligent  work  in  pro- 
moting civil  defense  and  disaster  medical  care. 
We  note  that  the  emergency  medical  supplies  for 
medical  defense  are  completed  and  in  storage  posi- 
tions. We  recommend  continuation  of  the  plan- 
ning of  civil  defense  of  the  State.  I move  the 
acceptance  of  this  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 


Section  1 78 

Report  of  Reference  Committee  on  Medical 
Care:  Disability  Determinations 

Dr.  Standish:  The  reference  committee  has 
reviewed  the  report  submitted  by  George  Himler, 
M.D.,  chairman  of  this  committee,  which  is  work- 
ing smoothly  with  the  Bureau  of  Disabihty  Deter- 
minations. There  is  marked  dissatisfaction  with  the 
method  of  disability  determinations  on  the  part  of 
some  physicians.  The  proper  method  passes  the 
burden  of  obtaining  examination  and  proper  forms 
to  the  patient.  These  forms  are  extensive  and 
detailed,  and  apparently  there  is  not  adequate  re- 
imbursement to  the  physician  for  his  examination. 
The  committee  recommends  that  this  problem  be 
referred  to  the  Council  and  suggest  study  by  the 
Medical  Economics  Committee.  I move  the  adop- 
tion of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  179 

Report  of  Reference  Committee  on  Medical 
Care:  Columbia  University  Study  of  Nonprofit 
Medical  Insurance  Plans 

Dr.  Standish:  We  regret  that  Ray  E.  Trussed, 
M.D.,  did  not  make  an  effort  to  have  a meeting 
with  the  Advisory  Committee.  After  talking  with 
John  C.  McClintock,  M.D.,  he  indicated  that  he 
now  has  been  in  contact  with  the  committee  and 
expects  to  have  further  liaison  with  the  Advisorj" 
Committee.  We  recommend  adoption  of  this  por- 
tion of  the  report,  and  I so  move. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  180 

Report  of  Reference  Committee  on  Medical 
Care:  Resolution  58-49,  Medical  Care,  the 

Job  of  the  Medical  Profession 

Dr.  Standish:  This  committee  recommends 

changes  in  the  “Standards  for  Approval  by  Medical 
Society  of  the  State  of  New  York  of  New  York 
State  Medical  Care  Insurance  Plans.” 

Under  the  heading  “Professional  Control,” 
there  was  considerable  discussion  regarding  point 
number  1 at  the  reference  committee.  This  is  in 
your  Handbook,  page  123. 

The  reference  committee  did  not  wish  to  make 
any  recommendations  for  change  in  this. 

Under  the  heading  “Subscriber  Contracts,” 
there  is  an  addition  of  section  2,  which  will  read. 
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“Any  plan  which  includes  in  a subs(Tiber’s  contract 
that  the  type  of  accommodation  in  the  hospital  is 
the  sole  and  only  basis  for  remuneration  of  the 
physician  regardless  of  the  patient’s  income  shall 
not  be  approved.”  I move  the  adoption  of  this 
portion  of  the  report. 

George  J.  Lawrence,  Jr.,  M.D.,  Councillor: 
Point  of  order,  may  I request  that  this  report  bo 
taken  up  item  by  item.  I think  this  is  a very  impor- 
tant report  that  Dr.  Standish  is  making,  and  it  is 
going  to  be  very  confusing  unle.ss  we  take  up  his  re- 
port item  by  item.  I would  like  to  suggest  that  we 
do  so,  Mr.  Speaker. 

Speaker  Lane;  And  you  would  like  to  start  it? 

Dr.  Lawrence:  He  has  already  passed  by, 
‘‘Professional  Control,”  and  I don’t  understand  what 
he  means  by  it. 

Speaker  Lane:  How  about  the  item,  ‘‘Profes- 
sional Control?”  Is  there  any  discussion  on  that 
item? 

Dr.  Lawrence:  I would  like  to  ask  a question 
about  it  of  the  chairman  of  the  reference  committee. 
May  I? 

Speaker  Lane:  Yes,  you  may. 

Dr.  Lawrence:  Where  he  says  number  1, 

I don’t  know  what  he  means  by  number  1. 

Dr.  Standish:  Under  the  paragraph  headed  by 
the  words  ‘‘Professional  Control,”  in  the  report  this 
was  listed  as  number  one.  At  the  time  of  the 
reference  committee’s  deliberations  there  was 
considerable  discussion  about  number  one,  but  the 
reference  committee  did  not  want  to  make  any 
change  in  the  present  regulations  that  are  already 
in  existence  as  we  understood  them,  so  we  made  no 
recommendation  regarding  this. 

Speaker  Lane:  Does  that  clarify  it? 

Dr.  Lawrence:  Thank  you.  Yes,  it  does. 

Speaker  Lane:  Then,  in  keeping  with  Dr. 

Lawrence’s  request,  I will  ask  Dr.  Standish  to  take 
this  up  item  by  item,  so  there  will  not  be  any  prob- 
lem of  confusion. 

Dr.  Standish:  I move  the  adoption  of  this 

portion  of  the  report,  ‘‘Professional  Control.” 

. . . There  being  no  discussion,  the.  motion  was 
put  to  a vote  and  was  carried  . . . 

Dr.  Standish:  The  ne.xt  change  that  was 

recommended  by  the  committee  is  under  ‘‘Subscriber 
Contracts,”  under  point  number  2.  There  is  an 
addition  of  section  2,  which  will  read,  ‘‘Any  plan 
which  includes  in  a subscriber’s  contract  that  the 
type  of  accommodation  in  the  hospital  is  the  sole 
and  only  basis  for  remuneration  of  the  physician 
regardless  of  the  patient’s  income  shall  not  be 
approved.” 

Your  reference  committee  approves  this,  and  I 
move  the  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Standish:  Under  ‘‘Claim  Payments,”  the 


change  is  deletion  of  the  word  “medical”  and  the 
addition  of  the  word  “physicians.” 

Vice-Speaker  Wurzbach:  That  is  under  number 
.3  under  “Claim  Payments?” 

Dr.  Standish:  Yes,  the  change  is  deletion  of  the 
word  “medical”  and  addition  of  the  word  “physi- 
cians.” It  should  read,  “Payments  for  physicians’ 
services  rendered  to  subscribers  under  any  pre- 
payment medical  care  plan  shall  not  be  made  to 
any  hospital,  medical  school,  corporation,  company, 
agency,  intern,  or  resident.” 

I move  the  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Standish:  Under  “Duration  of  Approval,” 
page  124  of  the  Handbook,  section  1 should  be 
deleted,  and  substituted  for  it  should  be  the  follow- 
ing section  1:  “Duration  of  approval  shall  be  for  a 
period  of  one  year,  at  which  time  a review  of  all 
plans  shall  be  made  by  the  Medical  Society  of  the 
State  of  New  York,  to  determine  eligibility  for 
renewal,  but  approval  may  be  withdrawn  at  any 
time,  if,  in  the  opinion  of  the  Council,  events  justify 
such  action.” 

I move  the  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Standish:  Under  section  2:  “Medical 

care  plans  should  refer  any  known  or  suspected 
irregularities  in  practice  by  physicians  to  the  ap- 
jiropriate  county  medical  society  for  proper  correc- 
tive action.  Furthermore,  patterns  of  practice  not 
involving  ethics  yet  which  raise  the  cost  of  medical 
care  to  unrealistic  levels  should  be  referred  to  an 
appropriate  county  medical  society  review  com- 
mittee for  review  and  corrective  action.  Each 
plan  must  report  to  the  State  Society  annually  on 
the  number  and  disposition  of  cases  referred  to 
(ounty  medical  societies.” 

I move  the  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Standish:  Now  we  go  on  to  II,  the  other 
recommendations  of  the  committee  report  on  the 
Standards  for  Approval;  “II.  County  societies 
should  endorse  only  those  plans  meeting  the  Stand- 
ards for  Approval  which  have  been  set  up  by  the 
Medical  Society  of  the  State  of  New  York.”  The 
reference  committee  recommends  the  deletion  of  the 
last  sentence.  I move  the  adoption  of  this  portion 
of  the  report. 

Speaker  Lane  : Is  there  discussion? 

Dr.  Lawrence:  Mr.  Speaker  and  members  of 
the  House  of  Delegates,  I would  like  to  refer  you  to 
page  123  under  the  item  “Local  Approval,”  in  the 
Standards.  The  reference  committee  wishes  to 
delete  the  last  sentence  of  our  committee  report, 
which  refers  to  sections  2 and  3 on  page  123  under 
“Local  Approval.” 
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Sections  2 and  3 have  set  up  a mechanism  by  which 
county  societies  and  the  State  Society  can  get 
togetlier  in  instances  wiiere  tlie  State  Society  ap- 
proves a plan  and  the  county  society  does  not,  or 
vice  versa.  This  has  been  a part  of  the  Standards 
of  Approval  ever  since  we  had  the  vStandards  of 
■Approval.  If  we  delete  sections  2 and  3 or  if  we 
decide  that  we  are  not  going  to  adhere  strictly  to 
these  sections,  which  is  what  the  committee  sug- 
gests, there  will  be  no  method  by  which  a county 
society  and  the  State  Society  can  get  together  to 
discuss  their  differences  on  approval  of  plans. 
.At  least,  that  is  my  interpretation  of  the  committee’s 
report.  If  I am  wrong,  I would  like  to  have  it 
clarified. 

Dr.  Standish:  The  committee  felt  at  the  time  of 
its  meeting  that  this  last  sentence  was  only  a 
matter  of  reiterating  the  previous  sections  2 and  3, 
and  they  could  see  no  need  for  it.  That  is  purely 
immaterial  to  us. 

Dr.  Lawrence:  Your  Committee  on  Resolution 
58-49  felt  very  definitely  that  these  items,  these 
two  sections,  should  definitely  be  reiterated  and 
brought  out  forcefully  to  this  House  of  Delegates. 

There  have  been  instances  in  the  past  few  years 
where  a plan  has  been  approved  by  a county  society 
but  not  approved  by  the  State  Society,  and  nothing 
has  been  done  about  it.  Now,  sections  2 and  3 
tell  us  what  shoidd  be  done  under  that  circumstance. 
They  have  been  ignored.  This  is  a very  important 
idea.  We  must  realize  that  we  have  got  to  get 
together.  We  have  got  to  be  a unified  profession. 
We  decided  that  yesterday  when  we  voted  for 
membership  in  the  American  Medical  Association, 
and  if  we  don’t  have  a mechanism  for  solving  these 
problems  between  the  State  and  county  societies, 
if  we  don’t  use  the  mechanism  which  we  have, 
we  are  neglecting  our  responsibility. 

If  the  State  Society  disapproves  a plan  or  disap- 
proves a concept  under  which  a plan  operates  but  a 
county  society  approves  such  a plan,  then  something 
should  be  done  about  it.  The  differences  should 
be  investigated  and  discussed  and  solved.  If  the 
Standards  of  Approval  set  up  by  the  State  Society 
are  ignored  by  county  societies,  they  have  no  value. 
They  have  no  worth.  They  are  no  good. 

Speaker  Lane:  Is  there  further  discussion? 

Dr.  Lawrence:  I move  disapproval  of  the  com- 
mittee’s recommendation  to  delete  that  last  sen- 
tence. 

Speaker  Lane:  There  is  a motion  on  the  floor  to 
adopt  that  portion  of  the  report. 

Dr.  Lawrence:  I am  against  their  recommen- 
dation. 

Irving  M.  Pallin,  M.D.,  Kings:  Mr.  Speaker, 

this  is  very  well  spelled  out  on  page  123  under 
“Local  Approval,’’  Sections  2 and  3.  Then,  if  you 
turn  to  page  124,  the  item  under  discussion  at  the 
moment  is  very  well  spelled  out.  It  says,  “County 


societies  should  endorse  only  those  plans  meeting 
the  Standards  for  .Approval  which  have  been  set  up 
by  the  Medical  Society  of  the  State  of  New  York.’’ 
'Phe  next  sentence  is  merely  repetition,  and  the  onh- 
reason  we  are  leaving  it  out  is  because  it  is  repeti- 
tious. It  does  not  heljj  to  emphasize  it  any  more 
than  it  is  spelled  out.  There  is  no  necessity  for  that 
sentence,  and  that  is  wh\-  our  committee  took  that 
action. 

Speaker  Lane:  Is  there  further  discussion  on  the 
question?  Hearing  none,  those  in  favor  of  the 
motion  of  the  reference  committee  will  say  “aye,’’ 
those  opposed  “no.”  There  is  a doubt  in  mj’^  mind. 

Tho.se  in  favor  will  say  “aye,”  those  opposed 
“no.”  The  motion  is  defeated,  there  is  no  doubt 
now. 

Speaker  Lane:  Proceed,  Dr.  Standish. 

Dr.  Lawrence:  I would  now  like  to  move  ap- 
proval of  the  report  as  written  by  your  Committee 
on  Resolution  58-49  on  page  124  of  this  Handbook, 
this  section  of  the  report. 

Speaker  Lane:  Is  there  a second  to  that  motion. 
Jerome  L.  Leon,  M.D.,  Queens:  I will  second 
that  motion. 

Speaker  Lane:  Dr.  Lawrence  has  moved  that 
II  on  page  124,  toward  the  bottom  of  the  page,  the 
paragraph  stating: 

County  societies  should  endorse  only  those 
plans  meeting  the  Standards  for  Approval  which 
have  been  set  up  by  the  Medical  Society  of  the 
State  of  New  York.  The  committee  recom- 
mends that  paragraphs  2 and  3,  under  “Local 
Approval”  in  the  Standards,  be  strictly  adhered 
to. 

be  approved.  Is  there  any  di.scussion  on  that 
motion? 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Dr.  Standish:  “III.  The  State  Society  must 
educate  all  doctors  throughout  the  State  on  the 
importance  of  participating  actively  in  those  plans 
which  have  State  Society  approval.  The  State 
Society’s  Journal  and  Newsletter  should  be  used  to 
apprise  physicians  of  those  plans  which  are  approved 
and  to  encourage  them  to  become  participating 
physicians.” 

The  reference  committee  recommends  disapproval 
of  this  recommendation  of  the  committee  for  the 
following  reason:  The  reference  committee  feels 
the  Medical  Society  of  the  State  of  New  York 
should  not  be  advertising  for  or  against  any  one 
insurance  company. 

We  move  for  the  adoption  of  this  portion  of  the 
report. 

Speaker  Lane:  Is  there  discussion? 

Dr.  Lawrence:  Mr.  Speaker,  I have  been  work- 
ing on  this  report  for  a number  of  years,  so  please 
forgive  me  for  getting  up  so  much.  I will  be  up  a 
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lot  more,  I am  afraid. 

I disagree  with  the  reference  committee’s  recom- 
mendation on  this  part  of  the  report.  When  the 
reference  committee  says  that  the  i^tate  Society 
should  not  he  advertising  for  or  against  any  one 
insurance  company,  it  has  nothing  to  do  with  this 
part  of  our  report.  Our  report  says  that  we  must 
educate  doctors  throughout  the  State  on  the 
importance  of  participation  in  plans  which  are  ap- 
])roved. 

I don’t  think  it  bears  much  discussion.  I think 
it  should  he  obvious  to  everyone  that  a plan  which  is 
approved  by  the  State  Society  should  get  the  sup- 
port of  the  members  of  the  State  Society,  and  that 
means  participation.  We  advertise  certain  plans 
as  doctors’  plans,  and  they  should  be  doctors’ 
plans  not  only  in  words  but  actually  in  action.  The 
members  of  the  Society  should  support  the  plans 
that  they  approve. 

Carlton  E.  Wertz,  M.D.,  Past-President: 
I want  to  speak  very  much  against  the  committee’s 
report  in  regard  to  this  item  III.  We  have  for 
j^ears,  twenty  years,  had  in  New  York  State  Blue 
Shield  plans  and  medical  care  plans  sponsored  by 
physicians.  We  have  had  county  society  help 
to  build  up  and  encourage  these  plans,  and  I think 
this  is  not  advertising.  I don’t  know  where  the 
word  got  into  the  report  of  the  committee,  “ad- 
vertising,” but  we  have  heard  the  last  two  days  how 
much  medicine  is  depending  on  vohintary  insurance 
more  or  less  to  carry  us  through  or  else  we  are  going 
to  have  something  a lot  worse.  There  is  nothing 
for  the  State  Society  to  do  in  this  but  to  encourage 
doctors  to  particijmte  in  their  local  sponsored  medi- 
cal care  plans.  The  house  of  delegates  of  the 
American  Medical  Association  on  several  occasions 
in  recent  years  and  as  recent  as  the  last  meeting 
has  come  out  and  urged  doctors  to  participate  in 
their  local  sponsored  medical  care  plans,  and  I see 
no  reason  why  the  State  Society  cannot  do  so  also. 

Leonard  L.  Heimoff,  M.D.,  Bronx:  I would 
like  to  reiterate  both  Dr.  Lawrence’s  and  Dr.  Wertz’s 
recommendations  that  if  we  don’t  get  educated  by 
our  own  Society  journals  and  pamphlets  as  to  what 
we  have  approved  and  not  approved,  where  are 
we  going  to  get  this  information?  This  is  not 
advertising.  We  are  merely  making  available  to 
our  men  the  news  which  they  need  to  know  as  to 
which  plans  we  have  accepted  and  giving  them 
factual  information  from  time  to  time  to  let  them 
know  how  the  plans  are  going. 

I strongly  urge  that  the  committee’s  motion  be 
disapproved. 

Ch.\rles  M.  Brane,  M.D.,  Westchester:  I can 
just  say  that  the  remarks  of  the  three  previous 
gentlemen  I would  subscribe  to  heartily.  The 
reference  committee  asks  us  to  sit  on  our  hands  and 
do  nothing  about  policies  that  we  have  all  approved, 
and  particularly  in  regard  to  the  type  of  coverage. 


which  is  our  only  protection  against  being  governed 
l)y  other  sources  which  wc  will  not  like  being 
governed  by. 

J.  Stanley  Kenney,  M.D.,  Trustee:  I merely 
rise  to  vote  to  sulistantiate  the  remarks  of  Dr. 
Lawrence  and  Dr.  Wertz  and  several  others  who 
have  spoken.  I think  it  is  a great  mistake  in  the 
first  place  to  use  the  word  “advertising.”  It  is  not 
a good  word  to  use  here.  We  should  use  another 
word.  I enthusiastically  support  some  other 
wording,  but  in  principle  we  must  stand  behind  what 
we  approve.  I want  to  support  fully  the  state- 
ments that  have  already  been  made  by  the  previous 
speakers.  Dr.  Wertz  and  Dr.  Lawrence  in  particular. 

Speaker  Lane:  On  the  question,  tho.se  in  favor 
of  the  motion  of  the  reference  committee,  which  is  to 
support  what  they  have  said  here,  will  say  “aye”; 
those  opposed  will  say  “no.”  The  motion  is  lost. 
There  is  not  much  doubt  about  that. 

Dr.  Lawrence:  In  order  to  keep  the  record 
straight,  I would  like  to  move  approval  of  part 
III  of  the  report  of  the  Special  Committee  on 
Resolution  58-49  as  printed. 

Dr.  Kenney:  I second  that. 

Dr.  Heimoff:  I will  second  that. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  carried  . . . 

Dr.  Standish:  Under  IV:  “Studies  of  relative 
value  schedules,  presently  being  undertaken  by  the 
Council  Committee  on  Economics,  should  be  con- 
tinued, and  active  support  by  the  county  societies 
should  be  sought  by  the  State  Society.” 

We  recommend  approval,  and  I move  the  adop- 
tion of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Standish:  Under  V:  “The  State  Society 
should  continue  to  encourage  the  establishment  in 
every  county  society  of  committees  for  appropriate 
disposition  of  claims  of  irregularities  presented  b>' 
individuals,  medical  care  plans  and/or  insurance 
carriers.  The  State  Society  should  also  continue 
actively  to  assist  in  establishing  such  committees. 
The  same  should  be  continued  for  establishing  com- 
mittees for  solving  the  problems  of  overutilization, 
both  hospital  and  medical.” 

We  recommend  approval,  and  I move  the  adoji- 
tion  of  this  portion  of  the  report. 

Speaker  Lane:  Is  there  discussion? 

Paul  H.  Sullivan,  M.D.,  Nassau:  Mr.  Chair- 
man, I have  a question  on  that.  In  the  past,  at 
least  in  our  county,  these  things  have  been  handled 
by  the  grievance  committee.  Now  are  you  pro- 
posing that  we  set  up  another  committee? 

Dr.  Standish:  No.  Some  counties  don’t  even 
have  grievance  committees. 

Dr.  Lawrence:  I might  answer  that  question  by 
saying  that  Nassau  County  is  doing  a terrific  job, 
and  we  would  like  the  others  to  do  as  well.  We 
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don’t  want  them  to  change,  but  we  would  like  others 
to  follow  their  lead. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Standish:  Under  VI:  “The  State  Society 
should  encourage  the  establishment  of  committees 
in  each  county  society  for  qualifying  physicians. 
The  county  societies  will  thus  be  able  to  answer 
requests  from  the  public  as  to  the  qualifications  of 
individual  physicians.  The  existence  and  functions 
of  such  committees  should  be  made  known  to  the 
public.” 

I move  the  adoption  of  this  portion  of  the  report. 

Speaker  Lane  : Is  there  discussion? 

Samuel  Z.  Freedman,  M.D.,  Assistant  Treas- 
urer: I question  the  wisdom  of  this  recommenda- 
tion for  two  reasons:  I don’t  know  by  what  author- 
ity the  county  society  could  pass  judgment  on  any 
individual  physician.  Even  though  they  might 
have  committees  qualified  to  do  that,  I can  see  the 
possibility  of  serious  question  being  raised  by  a 
doctor  whose  name  may  be  brought  up  to  the  countj' 
society  by  a patient,  and  the  county  society  may 
say,  “Well,  he  is  not  recommended  by  us.”  I 
think  that  will  open  up  possibilities  of  suit. 

In  the  second  place  I would  like  to  question  the 
practicality  of  setting  up  such  a system,  and  I 
think  that  should  be  explained  a little  more  thor- 
oughly by  either  Dr.  Lawrence  or  the  chairman  of 
the  reference  committee. 

Dr.  Standish:  In  reading  this  thing  I was  not 
paying  too  much  attention,  I guess  because  the 
committee  moved  for  disapproval  of  this  thing. 
There  is  a typograjihic  error  here,  and  it  should 
have  been  that  we  move  for  disapproval  rather 
than  approval.  I just  noticed  that. 

Speaker  Lane:  It  looks  as  if  we  got  into  a lot  of 
discussion  that  was  on  the  ot  her  side. 

Is  there  further  discussion? 

Gerard  V.  Farinola,  M.D.,  Nassau:  We 

have  in  our  county  such  a qualifying  committee. 
We  do  not  intend  to  qualify  the  merits  of  one’s 
professional  abilities,  but  we  do  qualify  the  physi- 
cian on,  first,  that  he  is  a graduate  of  a good  medical 
school,  that  he  does  have  a diploma,  that  he  is  a 
good  citizen  of  his  country,  that  he  does  not  belong 
to  a closed  jianel  system,  and  that  he  is  a man  of 
good  character. 

Samuel  Lieberman,  M.D.,  Bronx:  I would  like 
to  ask  for  a further  clarification  of  just  what  is 
meant  by  qualifying  phy.sicians  on  the  part  of  the 
county.  I would  like  that  .spelled  out,  if  possible. 

Speaker  Lane:  Might  I interject  a word  here? 
In  view  of  the  fact  that  the  chairman  has  just  dis- 
covered a typographic  error,  I think  if  the  motion  is 
carried  on  for  a vote — I am  sure  I should  not  say 
that — it  seems  that  this  thing  will  be  defeated,  and 
we  will  obviate  a great  deal  of  discussion.  I don’t 
want  to  shut  anybody  off,  but  we  do  have  a lot  to 


do,  and  I am  trying  to  clarify  matters  as  much  as 
possible. 

Dr.  Lawrence:  You  mean  on  the  way  he  has 
written  or  what  he  has  said? 

Speaker  Lane:  The  way  he  has  clarified  it. 

Dr.  Lieberman:  I don’t  accept  that  there  has 
been  any  clarification,  just  the  question  I posed. 

Speaker  Lane:  Dr.  Standish,  will  j'ou  repeat 
your  motion  as  you  have  changed  it? 

Dr.  Standish:  The  recommendation  of  the 

reference  committee  was  for  disapproval  of  this 
recommendation,  and  I move  the  adoption  of  their 
recommendation.  There  was  one  sentence  left 
out  that  I did  not  catch  when  I was  reading  it. 

Speaker  Lane:  Are  you  ready  for  the  question? 

Dr.  Lawrence:  I would  like  to  clarify  it.  There 
have  been  questions  asked  now.  Dr.  Freedman 
first  asked  how  a county  societj"  could  set  itself  up 
to  qualify  physicians.  We  are  doing  it  every  day 
in  our  compensation  committees.  New  York 
County  has  a compensation  committee.  They 
charge  their  members  to  be  qualified.  They  are 
qualifj’ing  men  all  the  time. 

Our  own  county  society  has  a qualifi'ing  com- 
mittee where  we  qualify  men  as  internists,  as  obste- 
tricians, as  orthopedic  surgeons,  or  what  have  you, 
when  they  ask  to  be  so  qualified.  We  also  tell  the 
public  when  they  call  and  ask  us. 

We  have  been  fighting  to  sell  voluntary  health 
Insurance  to  the  public. 

Chorus:  We  are  selling  it  now. 

Dr.  Lawrence:  All  right,  we  are  selling  it,  but 
we  have  got  a responsibility  to  see  that  the  public 
gets  a good  deal,  that  they  can  come  to  the 
medical  society  and  ask  is  a man  qualified  to  do 
obstetrics  if  he  says  he  is  an  obstetrician.  If  he 
is  a general  practitioner,  we  should  tell  them  he  is 
not  an  obstetrician.  That  is  what  we  do  in  our 
county.  We  have  many  men  who  are  listed  at  their 
own  request. 

Voice:  Does  that  make  it  right? 

Speaker  Lane:  Let  us  not  get  into  a serious 
hassel.  Go  ahead. 

Dr.  Lawrence:  I am  afraid  this  is  a serious 
hassel.  We  have  men  who  request  to  be  put  on 
our  jianels  as  specialists  in  the  different  specialties, 
and  people  do  call  us  and  ask  if  a man  is  so  qualified. 
I think  we  do  have  the  responsibility  to  notify  the 
public  when  they  ask  for  an  obstetrician,  or  a gyne- 
cologist, or  an  orthoi)odic  surgeon,  or  an  internist, 
or  what  have  you.  V'e  give  them  the  names  of  men 
who  are  so  (lualified.  I think  that  this  is  definitely 
our  res])onsibility.  Wo  should  set  up  such  com- 
mittees in  all  counties,  and  we  should  tell  the  public 
that  we  have  them  and  that  we  will  let  them  know 
what  a man’s  qualifications  are. 

Speaker  Lane:  May  I ask  Dr.  Lawrence  a 
question?  What  is  your  recommendation  on  the 
reference  committee  action? 
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Dr.  Lawrence  : I am  against  the  recommenda- 
tion of  the  reference  committee. 

Dr.  Lieberman:  I still  don’t  feel  that  this  thing 
has  been  clarified.  Is  the  county  going  to  spell 
out  what  a doctor  cannot  do,  or  is  it  going  to  spell 
out  what  he  can  do?  The  patient  is  not  always 
going  to  call  up  and  say,  “I  want  an  orthopedist.” 
Most  often  they  will  say,  “I  want  a doctor.”  Is 
the  county  going  to  say,  “This  man  can  take  care 
of  your  finger  but  can’t  take  care  of  your  nose  and 
throat,’  ’ and  .so  on?  That  is  what  I want  to  know. 

Charles  R.  Mathews,  M.D.,  Monroe:  I 

realize  that  this  issue  is  an  extremely  controversial 
one.  Nevertheless,  this  is  an  issue  which  medical 
organizations  must  come  to  grips  with.  We  must 
be  able  to  give  the  public  and  the  insurance  com- 
panies some  sort  of  evaluation  of  our  physicians. 
It  is  not  enough  to  say  they  are  licensed  physicians 
who  are  qualified  to  practice  in  the  State  of  New 
York.  If  they  are  members  of  our  Society,  this  is 
self-evident.  But  the  issue  of  quality  control,  the 
issue  of  saying  something  about  what  we  feel  the 
doctor  is  qualified  to  practice,  and  also  what  fields 
he  is  not  qualified  to  practice  in,  is  something  which 
medical  societies  must  come  to  grips  with  sooner 
or  later.  This  is  a trend.  We  can  go  along  with 
the  chairman’s  recommendation  at  this  time  and 
disapprove,  but  this  will  come  up  again,  and  even- 
tually we  will  have  to  meet  the  issue.  I hope  we 
meet  it  in  time  to  be  with  these  social  changes. 

Speaker  Lane:  I would  like  to  ask  if  during  the 
reference  committee’s  activities  yesterday  after- 
noon and  this  morning,  this  matter  was  discussed  as 
fully  as  it  is  now.  If  not,  I wonder  what  happened 
here  that  brings  all  this  discussion  on  the  floor. 

Ezra  A.  Wolff,  M.D.,  Assistant  Secretary: 
Gentlemen,  I hope  I can  clarify  this  to  some  extent. 
This  is  not  so  controversial  a matter  as  it  seems  to 
have  turned  out  to  be.  In  our  county  originally 
we  set  up  our  workmen’s  compensation  committee 
to  decide  the  qualifications  of  men  who  are  seeking 
compensation  ratings.  Soon  after  it  was  established, 
we  felt  that  it  might  be  better  to  broaden  our  base 
and  attempt  to  set  up  qualifications  not  only  for 
compensation  matters  but  for  all  medical  practice, 
so  that  when  men  came  to  us  and  gave  us  their 
qualifications,  we  felt  that  locally  we  could  estab- 
lish, better  than  some  distant  committee  or  group, 
just  what  a man’s  ability  and  qualifications  were. 
If  he  had  boards,  if  he  had  college  equivalents,  our 
local  people  were  in  a better  situation  to  know. 
When  our  records  showed  that  a man  under  certain 
circumstances  was  qualified  to  practice  a certain 
specialty,  this  was  used  in  making  recommenda- 
tions for  a compensation  rating  as  well  as  giving 
recommendations  to  people  who  called  up  for  an 
obstetrician,  or  for  a surgeon,  and  so  on. 

This  has  functioned  very  well  in  our  county — so 
well  that  it  was  felt  it  should  be  recommended  to 


other  counties.  This  is  a very  innocuous  recommen- 
dation. It  carries  no  compulsion  with  it.  It 
simply  suggests  that  the  local  county  society  is  a 
better  arbiter  of  its  fellow  practitioners’  qualifica- 
tions than  anybody  else.  I think  it  is  a very  worthy 
suggestion.  I don’t  know  all  of  the  reasons  why 
the  reference  committee  recommended  its  disap- 
proval, but  I think  you  can  do  a lot  worse  than 
approve  the  original  report  of  the  original  special 
committee. 

Dr.  Sullivan:  Mr.  Chairman,  I think  that 

there  has  probablj"  been  a great  deal  of  confusion 
on  this.  I think  that  this  thing  really  turns  out  to 
be  an  information  service.  Somebody  calls  the 
medical  society,  and  they  want  a doctor.  If  they 
want  a qualified  specialist,  that  is  one  thing.  But 
the  other  thing  also  turns  up  too,  and  I think  you 
have  sort  of  lost  track  of  things  because  certainly 
there  are  general  practitioners  that  are  able  to 
deliver  a baby,  and  there  are  some  that  can  take 
out  tonsils  and  a few  other  things.  Here  we  are 
getting  into  the  ultraspecialists’  idea.  I am 
supposed  to  be  a specialist  myself,  but  I used  to  do 
some  of  these  things,  and  I believe  this  thing 
probably  is  to  set  up  an  information  service.  I agree 
if  they  want  an  obstetrician  or  want  a chest  surgeon, 
the  peoj)le  should  be  told  that  the  man  is  qualified 
or  not  qualified.  It  is  perfectly  obvious,  it  is  in  all  of 
the  books,  if  a man  is  a member  of  a specialty  group, 
but  still  again  I think  that  you  must  remember  there 
are  still  doctors  who  are  general  specialists  so-called 
and  that  the}"  should  not  be  lost  track  of. 

Samuel  Wagreich,  M.D.,  Bronx:  Mr.  Speaker, 
Dr.  Wolff  made  the  statement  that  this  was  a very 
innocuous  thing.  May  I respectfully  suggest  to 
the  House  that  the  Academy  of  General  Practice 
is  very  deeply  concerned  about  the  possible  restric- 
tions that  may  be  set  on  the  limitations  of  what  a 
general  practitioner  might  do,  and  if  such  restric- 
tions are  set  by  anybody,  whether  it  is  by  any  or- 
ganization, county  medical  society  or  not,  this  will 
be  a further  restriction  on  the  activities  that  general 
practitioners  may  participate  and  engage  in,  and 
we  would  respectfully  suggest  that  the  recommenda- 
tion of  the  reference  committee  be  supported  by  this 
House  of  Delegates. 

Thomas  M.  d’ Angelo,  M.D.,  Queens:  I want 
to  bring  out  a point  here  which  we  have  lost  sight  of. 
.Actually,  this  report  is  in  two  portions.  One  is  the 
encouragement  of  establishing  committees  for 
qualifying  physicians.  We  have  already  done  that 
I think  in  every  county  society  because  it  is  the  law 
that  we  qualify  the  physicians  for  compensation 
ratings.  The  rest  is  in  giving  out  that  informa- 
tion. 

If  we  vote  to  approve  the  recommendation  of  the 
committee,  we  will  be  voting  also  to  disapprove  the 
establishment  of  qualifying  committees. 

Chorus:  No. 
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Dr.  D’Angelo:  I think  that  would  he  incon- 

gruous. 

Speaker  Lane:  Is  there  any  further  discussion? 

Dr.  Freedman:  I only  rise  because  of  the  parlia- 
mentary procedure  where  I have  a right  to  answer 
what  has  been  said. 

I want  to  call  to  your  attention  the  fact  that  I 
raised  two  questions.  One  was  the  question  of 
legality;  the  other  was  the  question  of  practicality. 
Reference  has  been  made  to  the  fact  that  we  have 
qualifying  boards  in  workmen’s  compensation. 

I wish  to  call  to  your  attention,  which  you  all 
know,  that  in  that  area  we  are  by  law  entitled  to  do 
that  very  thing.  Also  since  we  are  entitled  to  do 
that  by  law,  any  individual  who  appears  before  a 
body  like  that  and  has  not  been  satisfied  with  its 
decision  has  recourse  to  the  courts.  By  setting  up  a 
qualifying  board  outside  of  this  area  of  the  law, 
however — and  bearing  in  mind  that  a patient  may 
call  up  and  say,  “How  is  Dr.  X?  Is  he  good  or  not?” 
or  something  like  that — the  county  society  might 
find  itself  in  a very  untenable  position  in  giving  an 
answer.  I think  we  have  to  separate  the  matter  of 
qualifying  boards  under  the  legal  protection  of  the 
State  for  workmen’s  compensation  and  the  other. 

Dr.  Lieberman:  I am  also  a very  active  member 
of  the  Academy  of  General  Practice,  and  somehow 
or  other  I have  been  educated  in  the  past  two  years 
that  the  general  practitioner’s  office  is  the  first  step 
in  the  diagnosis  of  cancer.  He  is  the  one  that  is 
supposed  to  be  aware  of  cancer  every  place  and  see 
that  the  patient  gets  the  proper  care  for  it. 

I have  been  told  that  he  is  the  center  for  the 
protection  of  glaucoma.  I have  been  told  that  he  is 
the  first  one  that  sees  the  patient  that  needs  psy- 
chiatric care.  I could  go  on  several  days  on  what 
he  is  supposed  to  do.  He  is  supposed  to  be  the 
doctor  who  forms  the  shock  troops  to  get  everybody 
that  needs  medical  care  under  treatment.  I would 
like  to  know  how  under  the  system  which  is  pro- 
mulgated, under  this  resolution,  when  somebody 
calls  up  a county  society  and  says,  “I  have  pain  in 
my  body,”  or  “I  have  pain  in  my  belly,”  who  is  to 
know  from  that  simple  statement  whether  it  is 
appendicitis,  gastritis,  or  rectal  tumor?  I think  you 
would  be  much  better  off  if  you  let  him  go  and  see  a 
doctor. 

. . . There  were  calls  for  the  question  . . . 

Speaker  Lane:  The  question  has  been  called. 
On  the  question,  the  motion  is  that  part  VI  be  dis- 
approved. Those  in  favor  of  the  reference  com- 
mittee’s recommendation  will  say  “aye,”  those 
opposed  “no.”  The  “ayes”  have  it,  and  the  motion 
is  carried. 

Dr.  Standish;  On  VII:  “The  State  Society 
should  endorse  that  portion  of  the  Columbia 
University  Report  on  Prepayment  for  Hospital 
Care  in  New  York  State  which  recommends  that 
‘Blue  Cross  return  to  its  original  principle  of  paying 


only  accredited  hospitals,’  Chapter  1,  page  10. 
'I'liis  is  a i)raiseworf by  recoinmendaf  ion  and  should 
apjdy  to  all  hospital  insurance  comi)anies,  not  to 
Blue  Cross  alone.” 

The  reference  committee  recommends  approval 
of  this  recommendation.  I move  the  adoption  of 
this  portion  of  the  report. 

Speaker  Lane:  Is  there  discussion? 

William  B.  Rawls,  M.D.,  New  York:  I think  if 
we  pass  this  resolution,  Mr.  Chairman,  we  will  set 
ourselves  back  twenty  years  on  the  question  of  health 
insurance.  We  will  take  hospital  coverage  away  from 
many  people  in  the  rural  sections  who  need  it  most. 

I attended  a meeting  of  the  Council  on  Medical 
Education  of  the  American  Medical  Association 
some  years  ago.  They  came  out  with  a resolution 
that  anjr  hospital  that  did  not  get  over  50  per 
cent  of  the  interns  that  it  needed  would  lose  its 
accreditation.  We  asked  what  they  were  going  to 
do  when  they  only  graduated  50  per  cent  of  the 
required  number.  They  said  then  we  will  drop 
enough  hospitals  until  there  will  be  enough  to  go 
around.  I know,  for  I was  there  and  I heard  it. 

I know  last  year  in  New  York  City  alone  more 
than  seven  hospitals — and  I can  name  them,  and 
you  people  would  know  them — lost  their  accredita- 
tion. They  were  not  on  the  list. 

This  carries  the  most  dynamite  of  anything  I have 
seen  in  a long,  long  time,  and  I certainly  would  be 
against  it.  It  would  set  us  back  twenty  years,  and, 
Mr.  Chairman,  I would  like  to  move  a substitute 
motion  that  this  be  not  approved. 

Assistant  Secretary  Wolff:  I second  that  sub- 
stitute motion. 

Speaker  Lane  : A substitute  motion — it  has  been 
moved  and  seconded  that  this  motion  of  the  refer- 
ence committee  be  disapproved.  Is  there  discussion 
on  the  substitute  motion? 

Dr.  Lawrence:  Mr.  Speaker  and  members  of 
the  House,  I would  like  to  call  your  attention  to 
part  VIII  on  the  next  page  which  describes  what 
your  Special  Committee  on — ■ 

Speaker  Lane:  Just  a minute,  we  are  actuallj' 
on  VII  and — 

Dr.  Lawrence:  It  is  part  of  the  discussion  on 
this  item. 

Speaker  Lane:  All  right,  continue,  until  we  see. 

Dr.  Lawrence:  It  defines  what  we  mean  bj" 
accreditation. 

Speaker  Lane:  Wait  a minute!  You  are  talking 
about  accreditation  at  this  point. 

Dr.  Lawrence:  This  item  VII  approves  payment 
only  to  accredited  hospitals  by  Blue  Cross,  and  also 
we  added  other  insurance  companies. 

Speaker  Lane:  Accredited  by  whom? 

Dr.  Lawrence:  In  part  VIII  we  describe  what 
we  mean  by  that  accreditation. 

Speaker  Lane:  Is  that  germane  to  the  pending 
motion? 
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Dr.  Lawrence;  I am  answering  Dr.  Rawls’s 
(li.seussion  by  pointing  this  out  to  you,  so  that  I 
think  you  will  see  it  is  not  so  much  of  a danger  as 
Dr.  Rawls  feels  that  it  is. 

Walter  Einhorn,  M.D.,  Bronx:  Mr.  Speaker, 
Dr.  Lawrence  was  right  in  one  respect.  While 
part  VII  must  be  discussed  with  part  VIII,  the 
reference  committee’s  final  recommendation  on 
VIII  says  that  we  must  drop  our  own  accreditation 
and  accept  the  national  accreditation  in  spite  of  its 
recognized  inecpiities. 

If  such  a thing  hapjjened  and  if  all  hospitals 
who  are  not  accr(;dit(!d  were  unable  to  receive  pay- 
ment from  Blue  Cross  as  well  as  from  other  insurance 
companies,  the  result  would  be  that  many  hospitals 
that  are  not  accredited  now,  pro])rietary  hospitals 
and  others,  would  be  driven  out  of  business.  In 
my  county  at  least,  in  the  Bronx,  that  would  lead  to 
a very  serious  shortage  of  hospital  beds,  and  I 
have  just  heard  the  same  would  be  the  case  in  many 
rural  county  and  suburban  areas. 

I do  not  believe  that  the  adoption  of  such  a 
measure  at  the  present  time  is  in  the  interest  of  the 
public.  It  would  certainly  do  nothing  either  for 
the  public  or  for  the  medical  profession;  in  fact, 
I do  not  know  for  whom  it  would  do  anything. 

I therefore  move  the  adoption  of  the  substitute 
motion. 

Speaker  Lane:  Is  there  further  discussion  on  the 
adoption  of  the  substitute  motion? 

John  J.  Flynn,  M.D.,  Kings:  Somebody  asked 
where  this  comes  from.  This  little  bit  of  business  is 
from  the  Trus.sell  Report.  And  what  is  it  going 
to  mean?  It  is  going  to  mean  what  the  gentleman 
has  said.  The  Trussell  Report  you  have  all  read. 
We  have  all  been  worried  about  it,  and  this  is  a 
big  step  which  they  would  like  this  body  to  take. 
They  are  the  ones  who  are  going  to  control  the 
hospitals.  While  we  i)cople  in  the  city  may  be 
able  to  go  to  accredited  hospitals,  throughout  the 
State  they  may  not  be  so  fortunate  as  to  have  in 
their  near  vicinity  an  approved  ho.spital.  This 
disenfranchises  the  buyer  of  insurance,  who  knows 
nothing  about  this.  It  will  mean  that  a lot  of 
people  who  buy  Blue  Cross,  thinking  they  can  go  to  a 
hospital  and  be  cared  for  and  have  their  bills  paid, 
will  find  that  this  is  not  so.  For  some  reason — 
the  ho.spital  does  not  have  an  x-ray,  or  this,  or  that — 
it  is  not  accredited,  or  it  does  not  have  a tissue 
committee  or  something  else  and  is  not  accredited, 
and  these  people’s  bills  will  not  be  paid. 

I think  that  this  needs  further  study,  and  if 
we  do  not  disapprove  of  it,  it  should  be  referred 
to  another  committee  to  go  into  it  very  much 
further  than  what  we  are  doing  right  now. 

Garra  L.  Lester,  M.D.,  Chautauqua:  Mr. 

Speaker,  I would  like  the  chairman  to  clarify  what 
he  means  by  “accredited.”  I don’t  think  that  this 
use  of  the  term  “accredited”  here  has  anything 


to  do  with  the  intern  program  of  the  American 
Medical  Association.  This  is  an  accreditation  by 
the  Joint  Commission  if  I understand  it  rightly. 

Dr.  Lawrence:  Mr.  Speaker,  I would  like  to 
move  to  postpone  action  on  part  VII  until  we  have 
taken  aetion  on  part  VIII,  and  I think  that  will 
clarify  things. 

Chorus:  No. 

Several:  There  is  a motion  already  on  the  floor. 

Dr.  Lawrence;  The  motion  to  postpone  is 
always  in  order  I believe. 

Speaker  Lane;  I think  that  is  correct,  but  is 
there  a second  to  the  motion  to  postpone  action  on 
VII  until  there  has  been  discussion  of  item  VIII? 

. . . Several  seconded  it  from  the  floor  . . . 

Speaker  Lane:  Those  in  favor  of  the  motion  to 
postpone  will  say  “aye,”  those  opposed  “no.” 
The  motion  is  lost. 

We  are  now  back  on  the  di.scussion  of  the  substi- 
tute motion. 

Dr.  Pallin:  Mr.  Speaker  and  members  of  the 
Hou.se,  as  a member  of  the  board  of  Blue  Cross, 
lot  me  explain  the  position  of  Blue  Cross  on  this 
issue. 

Fir.st  of  all,  part  VII  refers  to  accreditation  by  the 
Joint  Commission,  which  is  the  commi.ssion  of  the 
American  Medical  Association,  the  American  Hospi- 
tal Association,  and  so  forth.  It  does  not  refer  to 
any  other  kind  of  accreditation.  It  does  not  refer 
to  intern  approval.  It  refers  to  the  basic  minimum 
requirements  for  accreditation  and  no  more. 

The  only  hospital  that  could  not  be  accredited 
under  their  rules  is  the  hospital  having  less  than 
25  beds,  and  the  emphasis  is  on  the  point  that  the 
requirements  are  very  minimal  so  there  is  no  excuse 
for  any  hospital  not  becoming  accredited,  whether 
it  is  private,  or  voluntary,  or  university,  and  that  is 
all  this  is. 

If  you  don’t  want  to  go  along  with  it,  I would 
recommend  you  delete  this  from  your  records,  be- 
cause this  is  going  to  go  through  eventually.  It 
may  go  through  even  this  year,  but  it  is  going  to  be 
put  through,  and  it  is  a hospital  matter  primarily. 

Speaker  Lane:  Just  one  moment!  I would 
like  to  interrupt  the  proceedings  for  just  a moment 
to  welcome  one  of  our  very  old  friends  to  the  House, 
•\rthur  J.  Bedell,  M.D.,  who  was  president  of 
this  Society  in  1934  and  1935. 

Arthur  J.  Beuell,  M.D.,  Past- President:  Thank 
you. 

Guy  F.  Robbins,  M.D.,  New  York:  Mr.  Presi- 
dent, it  seems  to  me  after  hearing  today  about  how 
we  are  trying  to  build  up  standards,  etc.,  that  we 
would  throw  a whole  group  of  hospitals  who  are 
trying  to  be  accredited  and  who  are  partially 
accredited  right  out  on  their  ear. 

The  other  thing  that  you  would  do  would  be  to 
put  some  doubt  in  a lot  of  people’s  minds  who  are 
buying  insurance  and  give  those  who  are  trying  to 
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perpetuate  and  to  enlarge  Federal  insurance  another 
chance  to  come  right  in  with  the  point,  “See  the 
regular  type  of  insurance  that  these  other  people 
are  trying  to  promote  is  no  good.” 

George  A.  Burgin,  M.D.,  Councillor:  Mr. 

Speaker,  I just  rise  as  a member  of  the  staff  of  a 
small  hospital  of  90  beds,  and  I am  speaking  in 
support  of  the  substitute  motion.  Much  as  I hate 
to  argue  wath  my  friend  Dr.  Lawrence,  the  point  I 
am  trying  to  make  is  that  three  years  ago  we  were 
disapproved  because  of  the  physical  plant.  Since 
then  we  have  started  building  a new  million  dollar 
hospital,  and  we  got  our  accreditation  back.  I 
think  a situation  like  that  would  be  very  bad  for 
the  people  w'ho  have  Blue  Cross,  to  be  deprived  of 
their  normal  remuneration  for  sickness.  I approve 
of  the  substitute  motion. 

Speaker  Lane:  If  you  are  in  favor  of  the  sub- 
stitute motion,  you  say  “yes”  and — 

Dr.  Wagreich:  Mr.  Speaker  and  gentlemen  of 
the  House,  I rise  to  speak  in  favor  of  the  substitute 
resolution  of  Dr.  Rawls  of  New  York.  I should 
like  to  direct  your  attention  to  the  following  in 
regard  to  proprietarj"  hospitals:  In  New  York  Citj- 
at  the  present  time,  at  least  20  per  cent  of  hospital 
services  are  supplied  by  proprietary  hospitals. 
Second,  20  per  cent  of  the  public  could  be  deprived 
and  disenfranchised  of  their  Blue  Cross  coverage. 
Third,  at  any  time  in  the  future  an  accreditation 
requirement  could  be  raised  to  eliminate  proprie- 
tary hospitals. 

I might  direct  the  attention  of  the  House  to  the 
fact  that  this  is  a gradual  step  which  is  being 
seriously  considered  by  all  proprietary  hospitals 
at  the  present  time  who  are  desirous  of  meeting  the 
standards  of  accreditation.  I wish  to  direct  your 
attention  to  part  VIII,  which  was  called  to  our 
attention  by  Dr.  Lawrence,  the  first  sentence  of 
which  reads  as  follows:  “Because  of  the  known 
inadequacies  of  the  present  system  of  hospital 
accreditation,  the  State  Society  in  cooperation  with 
State  hospital  and  nursing  home  associations  should 
establish  standards  for  ajjproval  of  hospitals  and 
nursing  homes  and  shoidd  set  up  a mechanism  of 
accreditation  in  New  York  State.”  And  then  it 
goes  on  to  say  that  at  the  present  time  this  is  not 
feasible  in  view  of  the  fact  that  there  is  a certain 
amount  of  hesitancy  and  doubt  about  the  provisions 
of  accreditation.  In  view  of  the  fact  that  this 
might  create  a hardship  both  for  the  people  of  our 
community  in  Greater  New  York  City  and  its 
suburban  areas,  we  would  ask  you  to  support  the 
substitute  resolution  of  Dr.  Rawls. 

. . . There  were  calls  for  the  question  . . . 

Speaker  Lane:  On  the  question,  those  in  favor 
of  the  substitute  motion,  which  is  to  disapprove  the 
recommendation  of  the  reference  committee,  will 
say  “aye,”  those  opposed  “no.”  I am  sure  the 
motion  w'as  carried. 


Dr.  Standish:  On  part  VIII:  “Because  of  the 
known  inadequacies  of  the  present  system  of  hospi- 
tal accreditation,  the  State  Society  in  cooperation 
with  State  hospital  and  nursing  home  associations 
should  establish  standards  for  approval  of  hospitals 
and  nursing  homes  and  should  set  up  a mechanism 
of  accreditation  in  New  York  State.  It  must  be 
understood  that  the  term  ‘accredited  hosi)ital’  as 
used  in  recommendation  VII  refers  to  hospitals 
accredited  by  this  proposed  state  accrediting  bodj'.” 

The  reference  committee  recommends  disap- 
proval of  this  recommendation  because  we  feel  that 
it  is  a very  expensive  undertaking  which  will  be  a 
reduplication  of  an  already  existing  Joint  Commis- 
sion on  Hospital  Accreditation  and  that  it  is  im- 
practical at  this  time. 

I move  the  adoption  of  this  portion  of  the  report. 
I call  your  attention  to  the  fact  that  VII  has  now 
been  deleted. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  carried  . . . 

Dr.  Standish:  Under  IX:  “The  State  Society 
should  take  the  initative  in  setting  up  an  organiza- 
tion for  cooperation  with  the  proper  representatives 
of  voluntary  health  insurance  plans,  commercial 
insurance  carriers,  labor,  management,  and  govern- 
ment. This  organization  should  have  as  its  pur- 
pose the  provision  of  the  best  health  care  to  all  the 
people  of  New  York  State.” 

The  reference  committee  recommends  approval 
of  this  recommendation  that  it  be  referred  to  the 
Council  for  possible  implementation. 

I move  the  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Standish:  On  X:  “The  State  Society  must 
continue  to  interest  itself  in  the  care  of  the  medically 
indigent  through  its  Public  Medical  Care  Subcom- 
mittee. It  must  encourage  appropriate  legislation 
for  implementation  of  the  Kerr-Mills  law  in  New 
York  State.” 

The  reference  committee  woidd  like  to  add  that 
information  was  presented  to  the  committee  that 
indicates  there  is  a need  for  further  implementation 
of  this  law  to  provide  free  choice  of  jihysician.  We 
recommend  that  this  be  referred  to  the  Council 
for  further  action,  and  I move  the  adoption  of  this 
portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  .... 

Dr.  Standish:  Acknowledgments:  The  com- 

mittee has  published  a long  list  of  dedicated  workers 
that  have  devoted  a great  deal  of  time  and  effort 
to  make  this  report  possible.  We  commend  them 
and  extend  the  sincere  ajipreciation  of  the  Medical 
Society  to  these  individuals. 

I move  the  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 
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Section  181  {See  39) 

Report  of  Reference  Committee  on  Medical 
Care:  Use  of  Generic  Names  in  Prescribing 

Drugs 

Dr.  Standish:  The  reference  committee  had  one 
resolution  referred  to  it,  61-2,  subject  “Use  of 
Generic  Names  in  Prescribing  Drugs.”  Without 
reading  all  the  “whereases,”  we  would  like  to  bring 
attention  to  the  third  “whereas,”  which  reads: 

Whereas,  the  proper  manufacturing  and  quality 
controls  in  production  are  absolutely  essential  if 
generic  name  prescribing  is  to  produce  the  maxi- 
mum benefits  to  the  patient  and  not  result  in 
the  use  of  inferior  or  even  harmful  drugs; 

We  also  would  like  to  call  particular  attention  to 
the  order  in  which  this  resolution  should  be  imple- 
mented. The  “resolved’s”  3 and  4 should  take 
precedence  in  order  before  the  others.  The  “re- 
solved’s” read; 

Resolved,  that  where  the  prescribing  phj^sician 
or  the  licensed  pharmacist  can  be  assured  of  the 
quality  of  the  drugs,  the  Medical  Society  of  the 
State  of  New  York  urges  its  members  to  use 
generic  names  rather  than  proprietary  or  brand 
names  in  prescribing;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  initiate  and  maintain  a continuing 
educational  program  to  facilitate  the  use  of  generic 
names  by  its  physician  members  in  prescribing 
for  patients;  and  be  it  further 

Resolved,  that  the  Society  recognizes  the  need 
for  proper  controls  on  the  quality  of  drugs  and 
wishes  to  join  with  pharmacy  and  ancillary 
professions  in  working  out  a system  of  controls 
on  the  generic  drugs  which  may  be  prescribed; 
and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  petition  the  Council  on  Drugs  of 
the  American  Medical  Association  and  the 
United  States  Pharmacopoeia  to  devise  meaning- 
ful and  pronounceable  nonproprietary  or  generic 
names  for  new  drugs  promptlj'  on  their  initial 
introduction  into  commerce  and  for  use  in  anj' 
and  all  promotional  literature;  and  be  it  further 
Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  recommend  that  generic  prescrib- 
ing be  urged  on  physicians  under  conditions 
whereby  the  manufacturing  and  quality  control 
of  these  products  can  be  assured. 

The  reference  committee  recommends  approval 
of  this  resolution  in  principle  and  recommends 
referral  to  the  Council.  I move  the  adoption  of 
this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Standish:  I move  adoption  of  the  report  as  a 


whole,  as  deleted,  amended,  and  substituted. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Standish;  I would  like  to  at  this  time  thank 
the  members  of  the  Society  who  have  appeared 
before  the  committee,  particularlj''  thanking  the 
members  of  my  reference  committee  for  their  help 
and  assistance  in  preparing  this  report.  I wish 
more  of  you  had  come  to  the  reference  committee 
so  they  would  have  found  out  all  about  this. 

Speaker  Lane;  Thank  you.  Dr.  Standish. 

I will  now  ask  Dr.  Wurzbach  to  take  over  for  the 
Report  of  the  Reference  Committee  on  Reports  of 
Officers. 

REFERENCE  COMMITTEE  ON  REPORTS 
OF  OFFICERS 

Section  182  (See  27) 

Report  of  Reference  Committee  on  Reports  of 
Officers:  Reports  of  President 

Vice-Speaker  Wurzbach:  Solomon  Schuss- 

heim,  M.D.,  will  report  for  the  Reference  Committee 
on  Reports  of  Officers. 

Solomon  Schussheim,  M.D.,  Kings:  Mr.  Speaker 
and  ladies  and  gentlemen  of  the  House,  this  reference 
committee  was  assigned  the  task  of  considering  the 
reports  of  the  jiresident,  president-elect,  secretar}^, 
treasurer.  Board  of  Trustees,  Budget  Committee, 
War  Memorial,  and  Belated  Bills. 

We  had  hoped  to  be  the  first  one  to  report  our 
findings.  Unfortunately,  we  ran  into  some  road 
blocks,  and  perhaps  some  of  the  things  that  I will 
present  to  you  may  be  a duplication  of  action  taken 
by  the  House  this  afternoon,  so  please  forgive  me. 

Most  of  the  material  had  been  in  the  hands  of  the 
delegates  for  their  perusal  and  comments  before 
this  reference  committee  met. 

In  the  deep-rooted  humility  that  is  found  only  in 
great  leaders,  our  president  presented  a convincing 
and  precise  “State  of  the  Union”  report  and  the 
activities  of  the  various  commissions  and  com- 
mittees functioning  during  the  past  year.  Many 
of  the  details  of  the  fuller  reports  will  be  scrutinized 
and  evaluated  b3^  other  reference  committees 
Their  comments  will  be  presented  to  you  for  j'our 
approval. 

Of  great  importance  to  us  is  that  portion  of  the 
president’s  report  dealing  with  the  Empire  State 
Medical,  Scientific  and  Educational  Foundation. 
It  is  noted  with  great  pleasure  that  this  foundation 
has  been  legally,  incorporated,  is  functioning,  and 
has  received  its  first  grant  from  the  State  Health 
Department . 

In  the  supplementarj"  report  our  president  urges 
that  the  membership  take  a greater  interest  as 
individuals  in  our  community  and  political  affairs — • 
local,  State,  and  national.  This  committee  hereby 
endorses  this  suggestion. 
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Of  iirc’at  interest  to  all  are  the  suggestions  per- 
taining to  the  Planning  Committee  and  Survey 
Committee  in  reference  to  elections  and  rotations 
of  officers.  This  reference  committee  is  sympa- 
thetic to  this  suggestion  and  urges  that  further 
steps  be  taken  by  an  appropriate  committee  to 
consider  and  supplement  these  suggestions.  We 
were  especially  impressed  by  the  statement  of 
Lindsay  Beaton,  M.D.,  president  of  the  Arizona 
Medical  Association;  “We  must  make  sure  that 
the  doctors  of  America  are  never  forced  to  abandon 
to  others  control  over  medical  curriculum.” 

The  i)lea  for  better  relations  and  cooperation 
between  those  in  our  ])rofession  who  have  different 
ideas  as  to  the  practice  of  medicine,  that  is,  private 
practitioners  and  full-time  i)ractice,  should  seriously, 
intelligently,  and  without  rancor,  be  a subject  for 
ever-continuing  close  scrutiny  and  searching. 
Through  this  undertaking  the  medical  profession 
should  be  able  to  present  but  one  image — that  of 
dedication  of  service  to  the  people. 

We  salute  our  president  for  a task  honorably  and 
well  done. 

Mr.  Speaker,  I move  the  ajiproval  of  this  portion 
of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  183  (See  29) 

Report  of  Reference  Committee  on  Reports  of 
Officers:  Report  of  President-Elect 

Dr.  Schussheim:  Your  reference  committee 

recommends  that  this  thoughtful  and  forceful 
expression  of  the  hopes  and  ideals  of  the  medical 
j)rofession  in  the  role  of  our  everyday  life  should  be 
confirmatory  of  the  free  and  voluntary  practice 
of  medicine  for  the  best  jjos.sible  medical  care  of  the 
public. 

We  look  forward  with  a great  deal  of  inter- 
e.st  to  the  reports  and  accomplishments  of  the 
Public  Relations  Committee,  considering  the  large 
expenditures  necessary  for  the  functioning  of  this 
committee. 

Mr.  Speaker,  I move  the  approval  of  this  portion 
of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  184 

Report  of  Reference  Committee  on  Reports  of 
Officers:  Report  of  Secretary 

Dr.  SruussHEiM;  The  report  of  our  secretary  is 
terse,  complete,  and  fulfills  all  the  necessary  require- 
ments demanded  of  this  office.  However,  it  must 
be  stat  ed  that  to  many  tasks  performed  in  this  office 
an  added  burden  was  placed  on  his  shoulders — 
that  of  aeding  executive  director.  With  almost 
unbelievable  ease,  William  L.  Wheeler,  Jr.,  M.D., 


took  over,  and  overnight  the  dispirited  and  dLs- 
heartened  in  our  office  became  hopefvil  and  buoy- 
ant. We  thank  Dr.  Wheeler  for  bringing  peace 
and  tranquility  to  the  everyday  functioning  of  the 
many  activities  of  our  Society. 

Vice-Speaker  Wurzbach:  I rule  this  portion 
of  the  report  was  rec;eived  and  apjiroved  by  a(;cla- 
mation. 

Thomas  F.  McCarthy,  M.D.,  Bronx:  You 

approved  the  rejjort  of  the  Secretary  without  asking 
for  discussion. 

Vice-Speaker  Wurzbach;  I reopen  it  then.  Is 
there  any  discussion? 

Dr.  McCarthy;  There  was  one  question  I put 
this  year.  I think  I put  it  to  Dr.  Schussheim  in  the 
reference  committee,  and  I tliink  it  should  be  pub- 
lished every  year.  How  many  dues-paying  mem- 
bers are  there  in  the  Medical  Society  of  the  State 
of  New  York?  I requested  it  last  year,  and  I would 
like  to  amend  this  acclaimed  approval  by  requesting 
that  the  secretary  publish  every  year  the  number  of 
dues-paying  members  of  the  Medical  Society  of 
the  State  of  New  York. 

The  reason  for  that  is  there  is  quite  a large 
number  in  this  over-all  group  who  are  not  dues- 
paying  members,  and  therefore,  it  is  a little  hard  to 
estimate  for  those  who  are  interested  in  the  finances 
of  the  Society  from  year  to  year  how  manj'  members 
there  will  be  who  will  pay  dues,  so  I would  like  to 
offer  that  as  an  amendment  if  he  will  accept  that. 
I know  I discussed  it  at  the  meeting  of  the  reference 
committee. 

Dr.  Schussheim;  Since  Dr.  McCarthy  asked  me 
that  question,  I found  out  this  afternoon  that  we 
have  23,892  paid  members  as  of  the  year  1960. 

Vice-Speaker  Wurzbach;  Does  that  answer 
your  cpiestion.  Dr.  McCarthy? 

Dr.  McCarthy;  I wnuit  to  know  why  they 
don’t  publish  it  every  year.  They  publish  the 
number  of  active  members,  but  that  does  not  mean 
that  this  number  of  active  members  pay  dues, 
which  I never  understood.  In  any  society  I thought 
an  active  member  was  a dues-paying  member. 

Vice-Speaker  Wurzbach;  This  request  has 
been  presented,  and  I hope  the  secretary’s  report 
next  year  will  include  it. 

Is  there  any  further  discussion  on  the  secretary’s 
report?  If  not,  all  those  in  favor  of  accepting  it  say 
“aye,”  those  opposed  “no.”  It  is  carried. 

Dr.  McCarthy;  By  acclamation. 

Vice-Speaker  Wurzbach;  We  will  again  have  it 
by  acclamation. 

I thank  you  for  your  cooperation.  Continue, 
Dr.  Schussheim. 

Section  185 

Report  of  Reference  Committee  on  Reports  of 
Officers:  Report  of  Board  of  Trustees 
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Dr.  Schussheim;  lii  reading  the  report  of  the 
Board  of  Trustees,  all  of  us  can  be  happy  that  this 
board  still  functions  as  an  integral  part  of  our 
governing  body.  The  mature  individuals  who  guide 
a great  many  of  the  important  affairs  of  our  Society 
have  again  proved  that  this  body  must  continue  to 
function  in  our  behalf. 

Physicians’  Home,  resolution  60-18,  “to  allo- 
cate 25  per  cent  of  income  derived  from  the  in- 
vestment fund  of  the  Society  for  the  relief  of 
indigent  members  of  the  Medical  Society  and 
their  families’’:  Your  reference  committee  ap- 

proves the  action  of  the  Board  of  Trustees  in 
that  “this  was  a local  responsibility  and  should  be 
handled  as  such.” 

In  a clear,  succinct,  and  careful  statement,  the 
resignation  of  Herbert  T.  Wagner,  M.D.,  as  execu- 
tive director  was  touched  on  and  explained. 

I move  the  approval  of  this  portion  of  the  report. 

Vice-Spe.\ker  Wurzbach:  Is  there  discussion? 

. . . Herbert  Berger,  M.D.,  Richmond,  discussed 
the  report  . . . 

Dr.  Schussheim;  Mr.  Speaker  and  members  of 
the  House,  this  part  of  the  presentation  of  Dr. 
Berger  was  touched  on  and  statements  were  made, 
and  it  was  thought  in  the  best  interests  of  your  So- 
ciety that  it  not  be  brought  up  as  a subject  of  dis- 
cussion. Again,  I say  in  the  best  interests  of  our 
Society  and  on  the  advice  of  our  counsel  it  was 
thought  not  to  present  it  as  a subject  of  discussion. 

. . . There  were  calls  for  the  question,  and  the 
motion  was  put  to  a vote  and  was  unanimously 
carried  . . . 

Section  186 

Report  of  Reference  Committee  on  Reports  of 
Officers:  If  ar  Memorial 

Dr.  Schtssheim:  In  this  report  and  also  in  that 
portion  of  the  report  of  the  Board  of  Trustees 
])ertaining  to  War  Mejnorial,  there  is  clearly  set 
forth  the  necessary  details  for  implementation  of 
the  desires  of  the  House  of  Delegates  to  further  this 
activity  on  the  part  of  our  Society. 

I move  the  approval  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
I)ut  to  a vote  and  was  unanimously  carried  . . . 

Section  187  (See  19) 

Report  of  Reference  Committee  on  Reports  of 
Officers:  Related  Bills 

Dr.  Schussheim:  In  this  report  and  supple- 

mentary report,  it  may  be  noted  that  all  the  belated 
bills  and  vouchers  are  herewith  presented  for  ap- 
proval and  payment. 

I move  the  approval  of  this  portion  of  the  re- 
port. 

. . . There  being  no  discussion,  the  motion  was 


put  to  a vote  and  was  unanimously  carried  . . . 
Section  188  (See  21) 

Report  of  Reference  Committee  on  Reports  of 
Officers:  Report  of  Treasurer  and  Budget 

Committee 

Dr.  Schussheim:  The  report  of  our  treasurer  is 
the  perennial  cry  of  overextension  of  our  expenses  in 
relation  to  income.  Reports  of  deficits  over  the 
past  number  of  years  have  been  a great  concern. 
Increase  in  dues  alone  does  not  appear  to  be  the 
answer  to  this  vexing  problem,  as  the  treasurer 
states:  “As  your  trea.surer  is  also  chairman  of  the 
Budget  Committee,  it  is  to  be  noted  here  that — even 
with  the  increase  in  1961  dues — the  picture  of  the 
present  year  is  not  bright.  If  the  1961  budget  is  a 
reasonable  estimate,  we  shall  be  in  a worse  financial 
state  in  1961.”  We  strongly  urge  that  the  financial 
affairs  of  our  Society  should  be  within  the  means  of 
our  income  and  under  the  control  of  the  budget 
adopted. 

The  increase  in  administrative  costs  of  more  than 
1100,000  (100  per  cent  increase)  since  1955  and 
•180,000  (more  than  100  per  cent  increase)  in  the 
Department  of  Communications  during  the  same 
period  should,  and  must,  give  all  of  us  grave  con- 
cern . 

Only  by  cutting  to  the  bone  many  of  our  budg- 
etary allowances,  line  by  line,  can  this  Society  remaiq 
solvent  in  the  future. 

I move  the  approval  of  this  jiortion  of  the  report. 

Vice-Speaker  Wurzbach:  Is  there  any  di.scus- 
sion? 

Dr.  McCarthy:  I understand  that  Dr.  Moore 
gave  an  explanation  of  the  Empire  State  IVIedical, 
Scientific  and  Educational  Foundation  this  after- 
noon, but  I would  call  your  attention  to  the  fact 
that  this  152,000  is  in  this  budget.  It  was  listed  as 
being  the  cau.se  of  such  a deficit,  and  so  forth. 
Those  of  us  who  have  been  through  the  blood 
banks  bu.siness  for  a number  of  years,  I would  just 
respectfully  remind  them  next  year  to  look  at  the 
budget  when  it  is  sent  to  them  a month  or  so  in 
advance  and  keep  check  of  these  extra  costs  that 
keep  getting  added  to  our  budget. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Schussheim:  Mr.  Chairman,  I move  the 
adoption  of  the  report  as  a whole. 

. . . There  being  no  discus.sion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Schussheim:  Mr.  Speaker,  may  I at  this 
time  thank  the  members  of  our  committee  and 
a special  thanks  to  one  of  the  lovely  ladies  of  this 
city  who  helped  us  in  preparing  this  report.  Miss 
Spencer.  I thank  you! 

Vice-Speaker  Wurzbach:  Thank  you.  Dr. 

Schussheim. 
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REFERENCE  COMMITTEE  ON 
COMMISSION  ON  MEDICAL  SERVICES— A 

Section  189 

Report  of  Reference  Committee  on  Commis- 
sion on  Medical  Services — A 

Bernard  J.  Pisani,  M.D.,  New  York:  Mr. 

Vice-Speaker,  Mr.  Speaker,  and  members  of  the 
House,  the  report  of  the  Reference  Committee  on 
Commission  on  Medical  Services — A is  hereby  made 
a matter  of  record.  This  covers  pages  41  to  50 
in  your  Handbook  and  includes  supplementary 
report  61-J. 

Your  reference  committee  notes  completion  of  the 
second  year  of  operation  of  the  Commission  on 
Medical  Services  as  part  of  an  organizational  device 
to  expedite  the  affairs  of  the  Society  and  recom- 
mends that  it  be  continued,  including  its  presently 
comprised  committee  and  subcommittees,  and 
that  those  areas  be  kept  as  defined. 

Your  committee  notes  in  today’s  presentation, 
and  within  our  Handbook  again,  the  report  of  the 
president,  Norman  S.  Moore,  M.D.,  on  the  value  of 
this  particular  group  under  Gerald  D.  Dorman, 
M.D.,  as  chairman  and  Edward  C.  Hughes,  M.D., 
as  vice-chairman.  The  reference  committee  unani- 
mously commends  these  gentlemen,  and  I move 
approval  of  this  report,  or  rather  this  portion  of  the 
report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimouslj'  carried  . . . 

Section  190 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services-— A;  Committee 
on  Economics 

Dr.  Pisani:  The  reference  committee  proceeded 
to  a consideration  of  the  report  of  the  Committee 
on  Economics,  pages  42  to  45  in  your  Handbook. 
I am  adding  a few  sentences  to  the  report  which 
you  have  here  as  mimeographed  and  published 
today. 

Twelve  separate  items  are  summarized  and  pre- 
sented in  the  report  of  the  Committee  on  Economics, 
and  the  reference  committee  considered  these  in 
sequence. 

The  reference  committee  considered  item  2 on 
page  42  of  the  Handbook  and  item  10  on  page  44 
in  some  detail.  Items  2 and  10  were  considered 
to  be  closely  related  and  concerned  consideration  of 
the  relative  value  inde.x  for  adojition  by  individual 
county  societies. 

The  reference  committee  supports  the  Council’s 
recommendation  that  the  relative  value  study  based 
on  the  relative  merits  of  the  procedure  be  considered 
by  the  county  societies.  It  was  pointed  out  that 
the  California  Association’s  pilot  plan  on  these  index 
values  was  being  forwarded  to  the  constituent 


county  societies  this  week. 

I move  approval  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Pisani:  In  support  of  item  9 in  this  report 
of  the  Economics  Committee,  relative  to  the 
dilemma  of  doctors  who  are  covered  by  sickness 
and  accident  insurance  who  have  moved  to  other 
counties,  the  reference  committee  recommended 
that  all  efforts  be  directed  to  implement  the  con- 
tinuation of  the  benefits  and  to  make  the  same 
retroactive.  It  was  pointed  out  that  a carrier  has 
already  indicated  his  support  of  this  idea. 

I move,  Mr.  Speaker,  the  approval  of  this  portion 
of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  Pisani:  The  committee  report  as  a whole 
was  approved  by  the  reference  committee. 

I move  approval  of  this  portion  of  the  report. 
The  reference  committee  unanimouslj"  commended 
Waring  Willis,  M.D.,  chairman,  and  his  staff  for  this 
particular  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimousl}'  carried  . . . 

Section  191 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services— A;  Subcom- 
mittee on  Public  Medical  Care 

Dr.  Pisani:  The  reference  committee  supports 
the  complete  report  of  the  Subcommittee  on  Public 
Medical  Care  (page  45  of  }'our  Handbook),  namelj', 
that  physicians  be  encouraged  to  participate  in  the 
care  of  welfare  patients  in  an  effort  to  keep  them  in 
the  area  of  private  and  semiprivate  care  as  opposed 
to  loading  them  on  hospital  clinics.  Just  for  em- 
phasis, this  covers  items  2 and  5 of  these  recommen- 
dations. 

Mr.  Speaker,  I move  approval  of  this  portion  of 
the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  192 

Report  of  Reference  Committee  on  Commis- 
sion on  Medical  Services— A:  Bureau  of 

Medical  Care  Insurance 

Dr.  Pisani:  We  move  now  to  the  Bureau  of 
Medical  Care  Insurance.  Your  reference  com- 
mittee felt  that  the  report  of  the  Bureau  of  Medical 
Care  Insurance  was  informative.  It  was  read  for 
information  and  discussion.  Its  multiple  activities 
and  extensive  travel  were  noted.  .As  a matter  of 
fact,  it  ivas  recommended  that  jilanes  be  utilized 
more  often.  I am  referring  now  to  jiages  46  to  47 
of  the  Handbook. 

Your  reference  committee  would  like  to  commend 
this  bureau  especially  for  the  four  regional  confer- 
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ences  on  the  subject  of  “Medical  Care,  the  Job  of 
the  Medical  Profession,”  in  which  they  assisted. 
To  Carlton  E.  Wertz,  M.D.,  George  J.  Lawrence, 
Jr.,  M.D.,  and  Mr.  George  P.  Farrell,  commendation 
was  ordered. 

Mr.  Speaker,  I move  approval  of  this  portion  of 
the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  IDS 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services — A;  Medicare 

Dr.  Pisani;  We  move  to  page  47,  of  your  Hand- 
book, on  Medicare.  The  informative  re[)ort  of 
Medicare  was  accepted  with  appreciation. 

Mr.  Speaker,  I move  approval  of  this  portion  of 
the  report. 

. . . There  being  no  discussion,  the  motion  was  juit 
to  a vote  and  was  unanimously  carried  . . . 

Section  194 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services — A;  Medical  Care 
Insurance  Committee 

Dr.  Pisani:  We  now  move  to  pages  48,  49,  and 
50  of  your  Handbook  relative  to  Medical  Care 
Insurance  Committee  under  Melvin  S.  Martin, 
M.D.,  chairman. 

The  extensive  report  of  the  Committee  on  Medical 
Care  Insurance  was  reviewed  by  the  reference 
committee  and  accepted  for  purposes  of  information, 
again  with  appreciation. 

The  reference  committee  supported  and  end  irsed 
the  report  of  the  Medical  Care  Insurance  Committee 
and  noted  again  its  recommendation  this  year  for 
approval  for  the  ensuing  year  of  all  Blue  Shield 
plans  in  New  York  State. 

The  reference  committee  feels  that  all  Blue  Shield 
plans  in  New  York  State  should  be  approved  by 
this  Society. 

Mr.  Speaker,  I woidd  like  to  move  approval  up  to 
this  particular  point  of  my  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  195  {See  58) 

Report  of  the  Reference  Committee  on  Com- 
mission on  Medical  Services — A:  Coinsurance 
Provision  in  Hospital  Insurance  Plans 

Dr.  Pisani:  The  remainder  of  the  report  of  the 
Medical  Care  Insurance  Committee  is  recommended 
for  approval  by  this  body  with  the  excejition  of 
that  portion  which  recommends  on  page  50  deduct- 
ible and/or  coinsurance  features  of  the  Blue  Cross 
plans.  The  committee  placed  in  here  resolution 
61-21,  tying  it  into  this  point. 


In  this  connection  it  is  noted  that  the  Richmond 
County  Medical  Society  introduced  resolution 
61-21.  After  considerable  discussion  your  reference 
committee  felt  it  was  not  qualified  to  decide  such 
an  intricate  and  important  problem.  Therefore, 
this  entire  problem  of  deductible  and/or  coinsurance 
in  connection  with  the  Blue  Cross  plans  is  referred 
to  the  Council  for  further  study. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Pisani:  Mr.  Speaker,  with  the  notations 
taken,  may  I move  the  approval  of  the  report  up 
to  this  point. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Speaker  Lane:  May  I bring  up  just  a point  of 
order?  I believe  that  Dr.  Pisani,  when  he  completed 
the  Bureau  of  Medical  Care  Insurance,  approved 
that  portion  of  the  report  as  a whole.  Now,  then, 
if  he  is  approving,  does  he  mean  that  he  is  approving 
this  part  of  the  report  as  a whole  affecting  Medical 
Care  Insurance? 

Dr.  Pisani:  That  I am,  Mr.  Speaker. 

Vice-Speaker  Wurzbach:  It  has  been  approved 
by  this  action. 

Section  196  (See  17) 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Sertnces — A;  Report  of 
Subcommittee  on  Liaison  with  Veterans  Ad- 
ministration 

Dr.  Pi.sani:  We  move  now  to  report  61-J,  of  the 
Subcommittee  on  Liaison  with  the  Veterans  Ad- 
ministration by  Herbert  H.  Bauckus,  M.D.,  with 
his  committee  of  James  L.  Palmer,  M.D.,  and 
Philip  R.  Roen,  M.D.,  which  is  among  the  mimeo- 
graphed reports  that  were  distributed  to  you. 

The  report  of  the  Subcommittee  on  Liaison  with 
the  Veterans  .Administration  was  accepted  by  the 
reference  committee,  and  under  the  new  format  of 
operation  with  the  Veterans  Administration,  the 
main  objectives  as  proposed  by  the  subcommittee 
are  emphasized  and  endorsed.  I direct  your  atten- 
tion to  page  4 of  this  report  for  those  particular 
objectives. 

Mr.  Speaker,  I move  approval  of  this  portion  of 
the  report. 

. . . There  being  no  discussion,  the  motion  was 
jiut  to  a vote  and  was  unanimously  carried  . . . 

Section  197  (See  38,  48) 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services — A:  Inclusion  of 
Outpatient  Services  in  Blue  Shield;  Blue  Cross 
Payment  for  Outpatient  Services 

Dr.  Pisani:  In  light  of  the  previous  committee 
and  subcommittee  reports,  the  reference  committee 
then  took  action  on  the  following  specific  resolutions; 
we  unified  those  that  we  felt  pertained  directl3^ 
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to  the  suiiic  topic,  and  we  will  so  indicate  when  we 
come  to  report  on  them. 

The  reference  committee  considered  resolutions 
61-1  and  61-9.  Number  61-1  concerned  the 
inclusion  and  e.xtension  of  coverage  of  physicians’ 
services,  diagnostic  or  otherwise,  in  Blue  Shield 
medical  plans  rather  than  in  Blue  Cross  hospital 
jilans.  It  was  pointed  out  that  the  House  of  Dele- 
gates approved  a similar  resolution  three  years  ago, 
and  your  committee  recommends  the  approval  of 
this  current  resolution. 

Mr.  Speaker,  I move  approval. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Pisani:  Resolution  61-9,  which  was  also 
considered  by  your  reference  committee,  concerned 
Blue  Cross  payment  for  outiiatient  services. 
It  was  withdrawn  by  the  Albany  grouj),  Francis 
A.  Stephens,  M.D.,  so  acting,  and  was  sc  accepted 
by  your  reference  committee.  This  is  for  your  in- 
formation. 

Section  198  {Sec  40,  44,  60,  106) 

Report  of  Reference  Committee  on  Com- 
mission. on  Medical  Services — A:  Social  Se- 

curity for  Physicians 

Dr.  Pisani:  Resolutions  61-3,  61-7,  61-23,  and 
61-68,  concerning  Social  Security  benefits  for  physi- 
cians and  proposed  by  Chemung,  Albany,  Erie, 
and  New  York  Counties:  These  resolutions  were 
considered.  In  principle  these  were  all  accepted  by 
your  reference  committee,  which  sujiports  the  follow- 
ing resolution  relative  to  Social  Security  benefits 
for  j)h3'sicians: 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  re- 
affirm its  support  of  Social  Securit\'  for  ph.vsicians; 
and  be  it  further 

Resolved,  that  the  New  York  State  delegates 
to  the  American  Medical  A.ssociation  be  instructed 
to  ascertain  the  present  position  of  the  House  of 
Delegates  of  the  American  Medical  Association 
bv  again  introducing  a resolution  favoring 
Social  Security  benefits  for  phj'sicians. 

Mr.  Speaker,  I move  approval  for  this  resolution. 
Vice-Speaker  Wurzbach:  Is  there  discussion? 
James  W . Brennan,  M.D.,  Erie:  I,  personallj% 
as  a jamnger  jihysician  am  opposed  to  compidsory 
inclusion  of  physicians  under  the  Social  Securit.v 
jirogram.  I cannot  see  how  we  in  a higher  educa- 
tional and  economic  bracket  can  conscientiously 
ask  the  American  taxpa,\'er  to  dig  down  deeper  in  his 
pocket  to  provide  for  possible  disability  benefits 
for  ourselves  and  for  our  retirement,  on  the  one 
hand,  when  the  majority  of  us  are  well  able  to  take 
care  of  ourselves,  and,  on  the  other  hand,  turn 
around  and  .solemnly  and  piously  oppose  the  simul- 
taneous extension  of  similar  taxation  to  denj^ 


medical  care  for  the  aged,  again  the  majority  of 
whom  do  not  need  it.  So  I would  like  to  add,  in 
being  consistent  with  this  resolution,  an  amend- 
ment that  the  Social  Securit.v  Act  be  extended 
simultaneouslv  to  include  medical  care  for  the  aged 
if  we  must  have  it  for  ourselves. 

Charles  R.  Mathew's,  M.D.,  Monroe:  I second 
that  amendment. 

Vice-Speaker  Wurzbach:  You  have  the  amend- 
ment before  you.  Is  there  discussion  of  the  amend- 
ment? 

Dr.  McCarthy:  Mr.  Speaker,  don’t  .vou  think 
that  was  out  of  order?  It  does  net  pertain  to  the 
original  subject  of  the  resolution. 

Chorus:  Let  us  vote  on  it. 

Dr.  McCarthy:  The  motion  refers  onl.v  to 

ph.vsicians.  This  is  completel.v  different,  covering 
a different  group,  so  I don’t  see  how  it  pertains  to 
the  original  resolution. 

. . . There  being  no  further  di,scussion,  the 
amendment  W'as  put  to  a vote  and  was  lost  . . . 

Vice-Speaker  Wurzbach:  We  return  now  to 
the  original  motion. 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Section  199  (See  41) 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services — A:  Disapproval 
of  “Family  Medical  Plan'’ 

Dr.  Pisani:  We  go  now  to  resolution  61-4 

which  is  concerned  with  disapproval  of  “Familv 
Medical  Plan,”  introduced  b}'  Nassau  County 
Medical  Society: 

Resolved,  that  the  Medical  Societ,\'  of  the  State 

of  New  York  withhold  its  approval  from  the 

“Familv  Medical  Plan.” 

This  was  considered  bv  the  reference  committee. 
The  “Family  Medical  Plan”  as  a jilan  has  not  come 
before  the  Medical  Societv  of  the  State  of  New 
"i'ork,  so  your  committee  felt  that  approval  in  this 
instance  could  not  justl.v  be  acted  on.  In  other 
words,  this  plan  is  not  before  the  State  Medical 
Society  at  this  particular  time,  and  we  feel  that 
until  any  plan  meets  the  standards  of  the  State 
Medical  Society,  the  reference  committee  recom- 
mends approval  be  withheld  of  this  plan. 

Mr.  Speaker,  I move  the  adoption  of  this  recom- 
mendation. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  carried  . . . 

Dr.  Pisani:  Your  reference  committee  points  out 
that  it  is  clearly  presented  on  page  44,  just  for 
information,  in  Dr.  Willis’  report  of  the  Economics 
Committee,  what  this  “Family  Medical  Plan”  is. 
So  far  as  we  know,  it  has  not  been  put  to  us  for 
approval.  I give  this  for  clarification. 
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I Section  200  (See  40) 

Report  of  Reference  Conuniltee  on  Com- 
mission on  Medical  Services — .1:  Nonservice- 

Connected  Cases  in  I'eterans  Administration 
Hospitals 

Dr.  Pisani:  Resolution  61-12,  introduced 
Cayuga  County  Medical  Society,  was  then  con- 
sidered. Thi.s  concerns  itself  with  nonservice- 
connected  cases  in  Veterans  Administration  hospi- 
tals and  was  introduced  by  Cayuga  County  Medical 
Society.  The  “resolved”  reads: 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  request  the  Veterans  Ad- 
ministration to  observe  strictly  the  regulations 
concerning  eligibility  for  treatment  of  nonservice- 
connected  disabilities. 

Mr.  Speaker,  the  reference  committee  recommends 
approval  of  this  resolution.  I so  move. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  201  (See  63) 

Report  of  Reference  Committee  on.  Com- 
mission on  Medical  Services — A:  Payments  to 
Physicians  in  Insurance  Cases 

Dr.  Pisani:  Resolution  61-16  was  next  con- 
sidered, on  “Payments  to  Physicians  in  Insurance 
Cases,”  introduced  by  the  Medical  Society  of  the 
County  of  Oneida. 

This  resolution  would  require  that  all  insurance 
companies  make  their  checks  payable  to  both  the 
patient  and  the  doctor  and  would  require  both 
signatures.  Inasmuch  as  this  is  an  involved  legal 
matter,  the  reference  committee  recommends  that 
it  should  be  referred  to  the  Council  for  further 
study. 

Mr.  Speaker,  I so  move. 

. . . There  being  no  discussion,  the  motion  was 
])ut  to  a vote  and  was  unanimously  carried  . . . 

Section  202  (See  69) 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services— A:  Prescriptions 
for  Welfare  Patients 

Dr.  Pisani:  Resolution  61-22,  “Prescriptions 

for  Welfare  Patients,”  was  introduced  by  the 
M(>dical  Society  of  the  County  of  Ulster: 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  request 
the  New  York  State  Department  of  Social  Wel- 
fare to  rescind  the  aforementioned  mandate  and, 
through  its  several  county  welfare  departments 
to  assign  control  of  alleged  abuses  of  welfare 
regulations  to  the  governing  bodies  of  the  several 
county  medical  societies. 

By  the  way  the  mandate  referred  to  was  that  they 


would  control  the  utilization  and  distribution  of 
vitamins  in  certain  cases. 

Mr.  Speaker,  the  reference  committee  recom- 
mends approval  of  this  resolution. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  203  (See  96,  97) 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services — A:  Responsi- 

bility for  Welfare  Patients;  Increase  in  Phy- 
sician Staff  of  Department  of  Social  Welfare 

Dr.  Pisani:  The  next  two  resolutions  were 

entertained  together,  61-59  and  61-60.  They  were 
introduced  by  Royal  S.  Davis,  M.D.,  of  the  Section 
on  General  Practice. 

The  “resolved”  of  resolution  61-59  reads: 

Resolved,  that  this  House  of  Delegates  strongly 
recommends  that  the  medical  services  of  welfare 
recipients  be  retained  within  the  Department 
of  Social  Welfare, 

and  the  “resolved”  of  resolution  61-60  reads: 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  urge  that  enough  physicians  be 
added  to  the  staff  of  the  Department  of  Social 
Welfare  to  enable  this  department  to  supervise 
adequately  the  medical  care  of  the  recipients  of 
its  services. 

After  deliberation  it  was  recommended  by  the 
reference  committee  that  both  of  the  above  resolu- 
tions be  disapproved.  I so  move. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  204  (<See  87) 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services — A:  Publication 
of  List  of  Participating  Physicians  in  United 
Medical  Service 

Dr.  Pisani:  Resolution  61-50  was  next  consid- 
ered. Introduced  by  the  Medical  Society  of  the 
County  of  Westchester,  this  resolution  was  amended 
to  read  as  follows: 

Whereas,  a great  deal  of  confusion  has  arisen 
among  members  of  the  public  at  large,  labor 
unions,  and  other  employe  groups,  in  regard  to 
service  benefits  under  Blue  Shield  and  in  the 
selection  of  participating  physicians  who  have 
agreed  to  observe  service  benefit  fee  schedules; 
and 

Whereas,  resultant  misunderstandings  fre- 
quently lead  to  dissatisfaction  with  this  type  of 
prepaid  health  insurance;  and 

Whereas,  the  list  of  participating  physicians 
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in  Blue  Shield  is  not  available  to  the  public  or  the 
profession;  now  therefore  be  it  hereby 

you  will  notice  that  wherever  United  Medical 
Service  appeared,  you  simply  put  in  Blue  Shield, 
so  that  the  “resolved”  would  be: 

Resolved,  that  Blue  Shield  be  encouraged  to 
publish,  at  appropriate  intervals,  a complete 
list  of  participating  physicians  with  a copy  to 
be  sent  to  each  county  medical  society,  thus 
making  this  information  available  to  anyone 
in  the  area  when  it  is  needed. 

Your  reference  committee  recommends  approval 
of  this  resolution  as  amended,  and  I so  move. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Section  205  (See  70) 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services— A:  Equal  Fees 

for  Equal  Services  in  All  Insurance  Plans 

Dr.  Pisani:  Resolution  61-33,  subject  “Equal 
Fees  for  Equal  Services  in  All  Insurance  Plans,” 
was  introduced  l)y  the  Bron.x  County  Medical 
Society.  It  was  the  opinion,  of  the  committee 
that  this  resolution  would  disrupt  Workmen’s 
Compensation  Fee  Schedules,  insurance  plans 
including  medical  care  insurance,  and  in  view  of 
these  areas  of  conflict  it  was  recommended  no  action 
be  taken  on  this  resolution.  That  is  your  reference 
committee’s  recommendation,  and  I so  move. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  carried  . . . 

Dr.  Pisani:  Your  reference  committee  wishes 
to  thank  all  the  delegates  and  invited  interested 
parties  who  appeared  at  the  deliberations  of  this 
committee.  Their  frank,  constructive,  and  con- 
sidered opinions  were  of  great  value. 

Special  thanks  are  extended  to  the  chairmen  of 
the  medical  services  who  were  able  to  attend  the 
reference  committee’s  meetings. 

Special  commendation  on  the  part  of  the  com- 
mittee was  voted  to  Mr.  George  P.  Farrell  for  two 
reasons:  (1)  his  direction  of  the  bureau  under  his 
immediate  care  and  (2)  the  transition  to  the  status 
of  a grandfather  in  the  past  twenty-four  hours  by 
arrival  yesterday  of  his  first  grandchild,  a grandson. 
I move  the  adoption  of  the  report  as  a whole. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Pisani:  Your  chairman  wishes  to  thank  the 
members  of  the  committee  for  their  assistance  in 
the  deliberations  and  the  preparation  of  this  report. 

Speaker  Lane:  We  will  now  have  the  report  of 
the  Reference  Committee  on  Commission  on 
Medical  Services — B,  E.  Dean  Babbage,  M.D.,  of 
Buffalo,  chairman. 


REFERENCE  COM.MITTEE  ON 
COMMISSION  ON  MEDICAL  SERVICES— B 

Section  206 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services — B:  Workmen's 

Compensa  tion 

E.  Dean  Babbage,  M.D.,  Erie:  Mr.  Speaker, 
Mr.  Vice-Speaker,  and  members  of  the  House, 
before  beginning  my  formal  report,  I would  like  to 
thank  the  individuals  responsible  for  arranging  the 
hearing  type  of  setup  for  reference  committees 
this  year.  It  made  the  work  of  the  reference  com- 
mittees a lot  easier.  It  made  it  a lot  easier  for 
those  appearing  before  the  reference  committees  to 
discuss  the  various  subjects. 

I also  would  like  to  thank  the  individuals  respon- 
sible for  providing  a secretary  for  each  reference 
committee.  This  likewise  made  the  reference  com- 
mittee’s work  a lot  easier.  Each  member  of  the 
committee  could  pay  strict  attention  to  the  dis- 
cussants of  the  various  subjects  and  not  have  to  take 
specific  notes  while  they  were  listening. 

Also  at  this  time  I would  like  to  thank  Mi-ss 
Alice  Wheeler  of  the  staff  for  preparing  this  report 
and  acting  as  our  secretary. 

This  report  has  to  do  with  the  Commission  on 
Medical  Services — B.  The  first  one  taken  up 
was  the  report  of  the  Workmen’s  Compensation 
Committee. 

Chairman  William  E.  Pelow  has  submitted  a 
comprehensive  report  on  the  actions  of  his  com- 
mittee. The  normal  functions  of  this  most  im- 
portant committee  were  further  complicated  by 
the  fact  that  this  year  saw  the  abolition  of  the 
Medical  Practice  Committee  by  the  New  York 
State  Legislature.  Matters  pertaining  to  work- 
men’s compensation  were  rightfully  returned  to 
the  five  metropolitan  county  medical  societies. 
Individual  county  medical  society  workmen’s 
compensation  committees  had  to  be  set  up. 

This  Council  committee  was  of  great  aid  in  offer- 
ing advice  and  suggestions  as  to  formation  and 
duties  of  such  compensation  committees. 

Particular  emphasis  should  be  placed  on  the 
value  of  the  communication,  sent  to  every  county 
medical  society  workmen’s  compensation  committee, 
entitled  “Suggested  Qualifications  for  Physician’s 
Ratings  Under  the  Workmen’s  Compensation 
Law.” 

It  is  noted  that  several  discrepancies  and  in 
adeciuacies  of  the  new  fee  schedule  adopted  July  1, 
1960,  were  discussed  and  recommendations  pre- 
sented to  the  Workmen’s  Compensation  Board’s 
Advisory  Committee  on  Medical  Fees  and  Allied 
Problems.  Strong  opposition  to  the  extension 
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of  the  scope  of  podiatry  into  medical  practice  was 
also  voiced  to  this  Advisory  Committee. 

Education  and  liaison  with  various  groups  is 
a most  important  function  of  this  committee. 
Provision  of  the  best  medical  services  to  incapac- 
itated workers  is  the  number  one  objective,  of  course, 
but  other  ramifications  of  this  most  complex  sub- 
ject must  be  pursued.  Interpretation  and  adminis- 
tration of  the  Workmen’s  Compensation  Law  of 
this  State  requires  team  effort,  and  the  Workmen’s 
Compensation  Committee,  both  individually  and 
collectively,  hold  themselves  ready  to  render  as- 
sistance at  all  times. 

The  1960  report  of  the  Committee  on  Consultants 
on  Industrial  Noise  and  Occupational  Loss  of  Hear- 
ing was  found  acceptable  in  principle.  This  re- 
port clarifies  many  controversial  aspects  of  this 
problem.  The  formula  set  up  for  determination 
of  loss  of  hearing  seems  adequate. 

Mr.  Chairman,  I move  the  adoption  of  this 
portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  207  {See  71) 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Serrices~B:  Inequities 

in  Workmen’s  Compensation  Law 

Dr.  Babbage:  Your  reference  committee  con- 
sidered resolution  61-34,  concerning  inequities  in 
the  Workmen’s  Compensation  Law.  After  con- 
siderable discussion  the  reference  committee  recom- 
mended that  the  “resolved”  portion  of  this  resolu- 
tion be  amended  to  read  as  follows: 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  request  a review  of  the  Work- 
men’s Compensation  Law  and  the  regulations 
promulgated  by  the  Chairman  of  the  Workmen’s 
Compensation  Board,  through  the  Workmen’s 
Compensation  Committee  of  the  Medical  Society 
of  the  State  of  New  York. 

Mr.  Chairman,  I move  the  adoption  of  this 
resolution. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  208  {See  88) 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services— B:  Workmen’s 
Compensation  Fee  Schedule 

Dr.  Babbage:  The  reference  committee  also 
considered  resolution  61-51,  introduced  by  the 
Medical  Society  of  the  County  of  Westchester. 
Deletion  of  the  third  and  fourth  “whereas”  was 
approved,  and  the  “resolved”  portion  was  changed 
to  the  following: 

Resolved,  that  the  Medical  Society  of  the 


State  of  New  York  study  means  whereby  pay- 
ment in  all  compensation  cases,  regardless  of 
date  of  origin,  shall  be  made  in  accordance  with 
the  Fee  Schedule  in  effect  not  longer  than  two 
years  prior  to  the  date  of  any  particular  treat- 
ment. 

Mr.  Chairman,  I move  the  adoption  of  this 
portion  of  the  report. 

Speaker  Lane:  Is  there  discussion? 

Ger.ald  D.  Dorman,  M.D.,  Councillor:  The 
question  as  to  the  fee  schedule  and  when  it  takes 
effect  is  the  responsibility  of  the  Chairman  of  the 
Workmen’s  Compensation  Board,  at  the  present 
time.  Colonel  Senior.  I think  no  matter  how 
much  you  would  like  it  to  take  effect  at  other 
times,  even  if  you  pass  this  resolution,  it  will  not 
do  very  much  good  in  changing  the  effective  date 
when  it  specifically  takes  effect  and  which  cases  it 
does  cover. 

I believe  that  under  the  law,  where  a case  has 
occurred,  the  time  of  the  occurrence  of  the  accident 
is  the  governing  control  as  to  the  fees  paid  and  not 
the  time  that  the  treatment  is  rendered. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  B.\bbage:  The  chairman  of  this  committee, 
William  E.  Pelow,  M.D.,  has  attended  many 
meetings  and  addressed  many  groups  throughout 
the  State.  He  and  his  committee  are  to  be  thanked 
for  a job  well  done.  Likewise,  the  director,  Robert 
Katz,  M.D.,  is  to  be  thanked  for  the  efficient  manner 
in  which  compensation  affairs  have  been  carried  out 
this  past  year. 

Mr.  Chairman,  I move  the  adoption  of  this 
portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  209 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services — B:  Industrial 

Health 

Dr.  Babbage:  The  next  item  is  industrial  health. 
The  Committee  on  Industrial  Health  under  the 
chairmanship  of  Peter  J.  DiNatale,  M.D.,  has 
endeavored  to  bring  to  the  attention  of  representa- 
tives of  labor  and  management  the  value  of  a good 
occupational  health  program  for  employes.  Like- 
wise, education  of  physicians  along  these  lines  is 
being  attempted.  This  Council  committee  has 
recommended  cosponsorship  of  a part-time  course 
in  occupational  health  at  the  New  York  University 
Medical  Center  Institute  of  Industrial  Medicine. 

Improvement  of  occupational  health  services  in 
small  plants  is  a complex  problem  with  which  this 
committee  has  been  concerned  this  past  year. 
Numerous  county  society  committees  on  industrial 
health  have  requested  aid  in  this  area.  At  present 
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there  does  not  seem  one  single  program  that  can  be 
flexible  enough  for  State-wide  application. 

This  committee  also,  as  did  the  Workmen’s 
Compensation  Committee,  nuule  a stud}'  of  the 
report  of  the  Expert  Consultants  on  the  Problems 
of  Industrial  Noise  and  Occupational  Loss  of  Hear- 
ing. They  too  found  it  acceptable  in  principle. 

This  House  of  Delegates  thanks  the  chairman  and 
memtjers  of  the  Committee  on  Industrial  Health 
and  the  Bureau  of  Industrial  Health  for  their 
efforts  the  past  twelve  months. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  tmanimously  carried  . . . 

Section  21 0 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services — B:  Rural  Medi- 

cal Service 

I3r.  Babbage:  The  next  item  concerns  rural 

medical  service. 

The  Rural  Medical  Service  Committee  pro- 
ceeded with  previously  announced  plans  to  present 
modern  medical  information  to  the  lay  public. 
Pilot  programs  were  carried  out  in  Onondaga, 
Oswego,  and  Cortland  Counties.  Each  program 
was  identical  and  consisted  of  six  weekly  presenta- 
tions on  various  phases  of  the  life  cycle.  Speakers 
were  secured  from  the  Upstate  Medical  Center 
of  the  State  University  of  New'  York  at  Syracuse 
and  from  Cornell  University.  The  cost  of  this 
program  was  financed  in  part  by  the  Medical  Society 
of  the  State  of  New  York  and  from  a grant  given 
by  the  Sears  Roebuck  Foundation.  These  forums 
were  attended  by  3,000  individuals.  They  were 
held  in  high  schools  in  the  various  areas.  Woman’s 
auxiliaries  and  nursing  schools  of  the  areas  gave 
excellent  ancillary  support,  such  as  ushering  and 
acting  as  hostesses.  Future  forums  are  planned 
in  surrounding  counties.  This  committee  feels 
this  tremendous  task  should  be  extended  but  needs 
coordinated  efforts  of  local  medical  societies, 
woman’s  auxiliaries,  radio,  television,  and  the  press 
in  each  area  involved. 

This  committee  is  continuing  the  study  of  the 
weighty  problem  of  supplying  physicians  to  com- 
munities in  need  of  such  individuals. 

Some  deterrents  are  the  following: 

1 . Population  falls  below  the  required  number 
(o  maintain  adequately  one  physician. 

2.  Lack  of  adequate  medical  facilities,  such  as 
hospitals  and  laboratories. 

3.  Lack  of  adequate  living  quarters  for  a physi- 
cian and  his  family. 

4.  Lack  of  coverage  of  his  practice  while  the 
physician  is  away. 

One  solution  is  being  pursuofl,  namely,  the 


amalgamation  of  certain  population  areas,  .so  that 
a physician  .settling  in  such  an  area  would  have  an 
adequate  number  of  patients. 

This  House  of  Delegates  expresses  appreciation 
to  the  committee  and  its  chairmen,  Edward  C. 
Hughes,  M.D.,  and  Thurston  L.  Kee.se,  M.D., 
for  the  amount  of  effort  put  into  their  most  worth- 
while projects. 

Mr.  Chairman,  I move  the  adoption  of  this 
portion  of  the  rejjort. 

Speaker  Lane:  Is  there  discussion? 

Maurice  M.  Maltinsky,  M.D.,  Monroe:  There 
is  one  thing  I would  like  to  interject,  and  I am  not 
alone  in  this.  I have  been  sitting  here  very  quietly 
for  two  days  saying  nothing.  I feel  that  the  boys 
back  home  would  like  to  know  why  I sat  here 
w'ithout  earning  my  keep,  but  I would  like  to  point 
out  something  here  which  I think  is  an  inequity. 
Under  rural  medical  service,  I think  it  is  sentence 
four,  it  says,  “Speakers  were  secured  from  the 
Upstate  Medical  Center  of  the  State  University  of 
New  York  at  Syracuse  and  from  Cornell  University.” 
I am  a general  practitioner,  and  I feel  that  if  you 
want  to  find  out  how  a horse  feels,  you  ask  the 
horse;  if  you  want  to  find  out  what  a horse  wants 
to  do,  you  ask  the  horse. 

How  can  anybody  sitting  in  an  ivory  tower 
presume  to  tell  w'hat  are  some  of  the  requirements 
of  rural  medical  areas  if  they  do  not  have  incor- 
porated in  their  speakers  bureau  men  who  are  well 
qualified  to  speak  on  the  subject? 

I think  in  the  future,  when  these  programs  are 
promulgated,  it  would  be  wise  to  have  some  general 
practitioners  incorporated  in  the  programs.  I 
am  sure  they  will  not  have  to  take  a back  seat. 
They  will  be  very  provocative  sometimes,  but  I 
am  sure  they  will  be  realistic  in  helping  us  determine 
where  and  how  we  can  get  general  practitioners  to 
go  out  to  the  rural  areas,  because  some  men  in  the 
city  areas  I am  sure  will  not  want  to  do  so. 

. . . The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Dr.  Babbage:  This  Council  Committee  on 

Rural  Medical  Service  makes  two  specific  recom- 
mendations: 

1.  This  committee  be  enlarged  to  include  mem- 
bers from  each  district  branch  of  our  State  Medical 
Society. 

2.  The  name  of  the  committee  be  changed  to 
Community  Medical  Health  Service  Committee. 

The  reference  committee  believes  there  is  already 
in  existence  in  metropolitan  areas  a similar  name  and, 
therefore,  would  suggest  a new  name  for  the  com- 
mittee. We  agree  that  the  word  “rural”  should 
be  deleted. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 
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Section  HI  1 

Report  of  Reference  Committee  on  Commis- 
sion on  Medical  Services — B:  Questions  of 

Ethics 

Dr.  Babbage:  The  next  item  concerns  the 

Committee  on  Questions  of  Ethics. 

This  committee  at  times  has  matters  presented 
to  it  that  require  most  immediate  attention.  Thus, 
a special  meeting  of  the  group  must  be  called  on 
occasion.  Most  matters  can  be  handled  in  a 
routine  fashion.  Harold  F.  Brown,  M.D.,  chairman, 
in  his  report  lists  several  items  taken  up  by  this 
committee  that  involved  interpretation  of  the 
Principles  of  Professional  Conduct.  He  states 
that  since  the  formation  of  the  Judicial  Council, 
the  Committee  on  Questions  of  Ethics  has  had 
fewer  problems  referred  to  it,  and  it  has  become 
more  of  an  information  center. 

I move  the  adoption  of  this  portion  of  the  report  . 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Dr.  Babbage:  One  statement  discussed  in  this 
report  is  that  prepared  by  the  A.M.A.  Law  Depart- 
ment. It  is  too  lengthy  to  reproduce  in  this  refer- 
ence committee  report,  but  it  is  on  page  57  of  the 
Handbook.  It  has  to  do  with  the  operating  surgeon 
fulfilling  his  contract  with  the  patient.  He,  and 
he  alone,  must  perform  the  operation  and  cannot 
turn  it  over  to  an  assistant  or  resident  in  surgery. 
This  must  be  drawn  to  the  attention  of  all  physicians 
working  in  hospitals  wherein  resident  training 
programs  exist.  The  comitia  minora  of  the  Medical 
Society  of  the  County  of  New  York  feels  they  have 
a solution  for  this  problem  and  are  presenting  it 
to  their  full  membership  this  month.  For  those 
interested,  this  article  was  published  in  New  York 
Medicine,  April  20, 1961. 

Dr.  Brown  and  his  committee  are  to  be  thanked 
for  their  efforts. 

Mr.  Chairman,  I move  the  adoption  of  this 
portion  of  the  report. 

Speaker  Lane:  Is  there  discussion? 

Irving  M.  Pallin,  M.D.,  Kings:  What  does 
the  adoption  of  this  mean  now  to  us?  Does  it 
mean  we  approve  of  what  they  wiU  write  in  the 
book? 

Speaker  Lane:  Dr.  Babbage,  do  you  wish  to 
reply  to  that? 

Dr.  Babbage:  You  mean.  Dr.  Pallin,  that  item 
that  I referred  to,  that  New  York  County  Medical 
Society  report? 

Dr.  Pallin:  Yes,  sir. 

Dr.  Babbage:  That  is  a two-  or  three-page 

article,  which  was  read  to  our  committee  this 
morning.  One  of  the  members  of  the  House, 
C.  Joseph  Delaney,  M.D.,  from  New  York  Coimty, 
was  kind  enough  to  bring  it  to  our  attention,  and 
we  thought  we  could  and  should  bring  it  to  the 


attention  of  this  whole  House  of  Delegates.  Other- 
wise, it  might  slip  by,  especially  those  of  us  who 
reside  in  the  upstate  areas,  because  a good  many 
of  us  do  not  get  this  publication,  New  York  Medicine. 
Dr.  Delaney  and  the  New  York  County  Medical 
Society  feel  that  these  plans  are  on  the  right  track 
toward  some  solution  of  this  very  knotty  problem — 
and,  believe  me,  it  is  a knotty  problem. 

Speaker  Lane:  I think  Dr.  Tallin’s  problem  is 
that  you  are  not,  in  your  motion,  approving  the 
content  of  the  article  from  New  York  County 
but  merely  the  report. 

Dr.  Babbage:  That  is  right.  Our  committee 
does  not  want  to  go  on  record  as  approving  that. 
-Ml  we  want  to  do  is  to  bring  that  to  the  attention 
of  the  House  of  Delegates. 

Dr.  Tallin:  Point  of  order,  it  seems  to  me  that 
this  would  be  a question  of  information  only  rather 
than  of  adoption. 

Speaker  Lane:  It  would  be  that,  but  it  still 
requires  approval  of  the  report.  Dr.  Babbage, 
at  least  to  my  mind,  has  clarified  it.  This  is  for 
information  and  does  not  include  the  approval  of 
the  House  of  this  article. 

Is  there  further  discussion?  If  not,  all  in  favor 
of  the  motion  to  approve  the  report  of  the  reference 
committee  will  say  “aye,”  contrary  “no.”  It  is 
carried. 

Section  212  (See  15) 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services— B : Hospital  and 

Professional  Relations 

Dr.  Babb.age:  This  committee  was  charged  with 
the  evaluation  of  the  relationship  between  physicians 
and  hospitals  and  the  resolution  of  problems 
arising  therefrom  for  the  purpose  of  securing  the 
best  patient  care. 

Two  studies  have  been  carried  out  during  the 
year:  (1)  doctors  emergency  service  and  (2)  plan 
to  study  the  intern  shortage. 

I would  like  to  call  to  the  attention  of  the  dele- 
gates that  portion  of  the  committee’s  supplemen- 
tary report  (61-H)  which  shows  that  in  1940  there 
were  6,791  internships  available;  in  1959  there 
were  12,887  internships  available.  The  graduates 
in  1940  were  5,097;  in  1959,  6,860.  Roughly  there 
was  an  internship  available  for  every  graduate  in 
1940.  In  1959  there  were  two  positions  available 
for  every  graduate. 

The  reference  committee  chairman  believes 
particular  attention  should  be  paid  to  items  1 and 
6 under  paragraph  “B”  of  the  supplementary  re- 
port: 

1.  Internships  should  be  re-examined  in 

terms  of  their  educational  value.  Those  which 

are  primarily  service  internships  with  inadequate 

educational  programs  should  be  discontinued. 

:(c  :)( 
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6.  Hospital  internship  educational  programs 

in  hospitals  with  an  intern  shortage  should  be 

reviewed  and  improved  so  as  to  attract  more 

interns. 

Raymond  S.  McKeeby,  M.D.,  chairman,  and 
his  committee  have  certainly  put  in  a tremendous 
amount  of  effort  this  past  year  in  securing  the  data 
which  are  outlined  in  the  15  pages  of  this  report. 

Practically  all  medical  educators  are  recommend- 
ing changes  in  their  curricula.  Everyone  associated 
with  medical  education  realizes  the  jjroblems  in- 
volved in  providing  an  adequate  hospital  stafi' 
for  every  hospital  in  this  country.  A re-evaluation 
of  educational  programs  in  teaching  hospitals  is 
certainly  in  order. 

This  reference  committee  would  again  like  to 
emphasize  that  by  today’s  standards  it  is  a privilege 
to  have  an  intern  staff.  Neither  this  reference 
committee  nor  this  House  of  Delegates  can  come 
up  with  all  the  answers  at  this  time.  Changing 
educational  programs  may  solve  this  problem. 

Again  this  reference  committee  feels  that  Dr. 
McKeeby  has  rendered  a most  beautifully  written 
and  comprehensive  report. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  21S  {See  74) 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services— B:  Two-Year 

Internships  for  Medical  School  Graduates 

Dr.  Babbage:  One  resolution  was  presented 

concerning  the  intern  shortage,  61-37,  introduced 
by  Bronx  County. 

The  reference  committee  recommends  no  action 
on  this  resolution,  because  of  the  study  being 
conducted  by  Dr.  McKeeby  and  his  committee. 
He  and  his  committee  feel  that  this  should  be 
considered  a progress  report,  and  I am  referring 
to  the  supplementary  report  61-H. 

Mr.  Chairman,  I move  the  adoption  of  this 
portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  Si 4 (See  9S,  111) 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services — B:  Plan  to  Study 
Intern  Shortage;  Creation  of  Commission  to 
Study  Problems  of  Patient  Care 

Dr.  Babbage:  Queens  County  withdrew  resolu- 
tions 61-55  and  61-73.  The  chairman  of  their  dele- 
gation, Monroe  M.  Broad,  M.D.,  did  that  with  the 
consent  of  his  delegation.  They  substituted  resolu- 
tion 61-74.  This  resolution  concerns  “Creation 
of  Commission  to  Study  Problem  of  Patient  Care,” 


and  I will  read  the  two  “resolved’s”: 

Resolved,  that  delegates  of  the  Medical  Society 
of  the  State  of  New  York  introduce  at  the  next 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  a resolution  calling  for  the 
creation  of  a commission  to  study  the  many 
problems  noted  above  from  the  over-all  viewpoint , 
to  set  forth  fundamental  goals  and  objectives, 
and  to  recommend  priorities  and  a program  of 
action  for  their  over-all  study  and  amelioration 
from  the  standpoint  of  improving  medical  educa- 
tion, hospital  service,  medical  practice,  and 
patient  care,  and  that  the  commission  have 
representation  from  all  groups  involved  to  in- 
clude the  American  Medical  Association,  the 
Council  on  Medical  Education  and  Hospitals; 
the  American  Hospital  Association,  the  Advisory 
Board  of  Medical  Specialties;  the  Academy  of 
General  Practice;  the  Association  of  American 
Medical  Colleges;  the  Department  of  Health, 
Education,  and  Welfare;  the  National  Research 
Council;  consumers  by  representation  from  the 
A.F.L.  and  C.I.O.  and  from  rural  and  urban 
communities  and  other  consumer  groups,  and 
such  others  that  can  make  a contribution  to  this 
subject;  and  be  it  further 

Resolved,  that  such  a commission,  after  deliber- 
ation and  study,  suggest  specific  immediate  steps 
and  formulate  an  ultimate  program  for  the  better- 
ment of  patient  care,  medical  practice,  hospital 
service,  and  medical  education. 

This  reference  committee  approves  this  resolution. 
Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Speaker  Lane  : Is  there  discussion? 

William  B.  Rawls,  M.D.,  New  York:  Something 
has  been  left  out.  What  about  the  private  practi- 
tioner of  medicine? 

I would  like  to  amend  and  simply  add,  at  the 
end  of  the  paragraph,  another  that  can  make  a 
contribution  to  this  report.  I would  Uke  to  add 
last,  but  not  least,  an  adequate  and  proportionate 
representation  from  the  ones  to  be  called  on  to 
render  the  greater  part  of  this  care,  namely,  the 
private  practitioner  of  medicine.  We  forgot  the 
private  practitioner. 

Garra  L.  Lester  M.D.,  Chautauqua:  What 

about  the  Academy  of  General  Practice? 

Dr.  Rawls:  I am  reminded  here  that  the  Acad- 
emy of  General  Practice  is  mentioned,  but  we 
also  have  others  in  the  private  practice  of  medicine, 
and  the  private  practice  of  medicine  is  not  men- 
tioned. This  has  been  one  of  the  greatest  troubles 
that  we  have  had  all  along  in  all  of  these  contro- 
versial things  that  come  up  in  the  deliberations  of 
the  Council  on  Medical  Education. 

Speaker  Lane:  Is  that  an  amendment? 
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Dr.  Rawls;  Yes. 

Charles  R.  Mathews,  M.D.,  Rochester:  I 

second  it. 

. . . There  being  no  further  discussion,  the  amend- 
ment was  put  to  a vote  and  was  carried  . . . 

Speaker  Lane;  Now,  we  are  on  the  original 
motion  as  amended.  Is  there  discussion? 

. . . There  being  no  discussion,  the  motion,  as 
amended,  was  put  to  a vote  and  was  carried  . . . 

Dr.  Babbage;  In  his  supplementary  report  Dr. 
McKeeby  also  reported  on  the  joint  meeting  of  the 
Hospital  and  Professional  Relations  Committee  and 
the  Hospital  Association  of  New  York  State. 
Nothing  controversial  was  discussed  except  the 
Cornell-Ashbery  Bill.  The  State  Medical  Society 
favored  the  bill  while  the  Hospital  Association  dis- 
approved it.  Discussions  on  the  disagreement 
between  the  Medical  Society  of  the  State  of  New 
York  and  the  Hospital  Association  will  continue  in 
the  hope  that  the  differences  may  be  solved. 

Mr.  Chairman,  I move  the  adoption  of  this 
portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  216  (See  43) 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services — B:  County 

Medical  Society  Assistance  in  Accreditation  of 
Hospitals 

Dr.  Babbage;  Several  miscellaneous  resolutions 
Arere  referred  to  this  committee. 

Resolution  61-6,  introduced  by  the  Medical 
Society  of  the  County  of  Queens,  was  discussed  at 
great  length  by  various  interested  members  of  the 
House  of  Delegates  and  also  by  members  of  the 
reference  committee. 

This  reference  committee  feels  that  inasmuch  as 
the  local  county  medical  society  does  not  feel 
they  can  solve  this  problem  at  the  grass  roots  level, 
they  have  appealed  to  the  Medical  Society  of  the 
State  of  New  York  for  assistance.  With  that  in 
mind,  this  reference  committee  recommends  the 
approval  of  this  resolution  and  has  amended  the 
“resolved”  portion  to  read  as  follows; 

Resolved,  that  this  House  of  Delegates  recom- 
mend to  the  Joint  Commission  on  Accreditation  of 
Hospitals  that  they  consult  with  the  local  county 
medical  society  on  matters  of  accreditation,  on 
request. 

This  “on  request”  was  added  by  our  reference 
committee. 

Mr.  Chairman,  I move  the  adoption  of  this  por- 
tion of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 


Section  216  (See  51,  69) 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services— B:  Use  of  Gen- 

eral Practitioners  as  Assistants  at  Operations 

Dr.  Babbage;  Two  similar  resolutions  were 
introduced  concerning  the  use  of  general  practi- 
tioners and  technicians  as  assistants  at  operations, 
61-14,  introduced  by  Queens  County,  and  61-32, 
introduced  by  Bronx  County. 

The  reference  committee  recommends  the  dis- 
approval of  61-14  and  approves  resolution  61-32; 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  recommend  that  the  referring 
physician  be  permitted  to  participate  in  surgical 
procedures  performed  on  his  patients  in  the 
operating  rooms  of  the  hospitals  in  New  York 
State  to  the  extent  dictated  by  the  best  interests 
of  his  patient;  and  be  it  further 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  go  on 
record  as  opposing  the  practice  of  employing 
technicians  and/or  nonmedical  personnel  as 
surgical  assistants  at  operations  and  that  the 
general  practitioners  be  permitted  to  serve 
as  assistants  at  operations,  where  locally  per- 
mitted. 

Mr.  Chairman,  I move  the  adoption  of  this  portion 
of  the  report. 

Speaker  Lane;  Is  there  discussion? 

Charles  C.  Mangi,  M.D.,  Queens:  The  addition 
that  Dr.  Babbage  has  put  in  is,  “where  locally 
permitted.”  Is  that  correct? 

Dr.  Babbage;  Yes. 

Dr.  Mangi;  That  is  not  in  the  mimeographed 
report. 

Dr.  Babbage;  This  does  not  appear  in  the  printed 
copy,  but  it  was  done  after  this  had  been  printed  up 
by  a member  of  our  committee.  It  was  suggested 
that  it  does  not  change  the  intent  and  perhaps  ex- 
plains it  better. 

Dr.  Mangi;  I beg  to  differ.  I would  move  to 
amend  the  report  of  the  reference  committee,  first 
of  all,  in  the  second  “resolved,”  after  the  words, 
“general  practitioner,”  adding  the  words  “or  any 
referring  physicians”  and  then  deleting  the  words 
that  Dr.  Babbage  has  put  in,  “where  locally  per- 
mitted.” Also  as  a third  “resolved,”  add  the  third 
“resolved”  that  appears  in  resolution  61-14  of 
Queens  County  which  is — 

Speaker  Lane;  May  I interrupt  for  just  a 
moment.  I think  it  would  be  easier,  since  you  are 
suggesting  changes  in  both  “resolved’s,”  to  act  on 
those  separately.  I believe  in  that  way  we  could 
keep  them  more  clearly  in  mind. 

Dr.  Mangi;  If  you  wish. 

Speaker  Lane;  If  it  is  agreeable  to  the  House, 
we  will  do  it  that  way.  So  your  amendment  would 
be  in  the  first  “resolved”  which  now  reads; 
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Resolved,  that  the  Medical  Society  of  the 

State  of  New  York  recoinmends  that  the  referring 

physician  be  permitted  to  participate  in  surgical 

procedures — 

Dr.  Mangi:  No,  the  second  “resolved”  as  re- 
ported by  the  committee.  In  the  second  “resolved,” 
in  the  next  to  the  last  line,  after  “general  practition- 
ers” add  the  words  “or  any  referring  physicians” 
and  also  delete  the  words  that  Dr.  Babbage  has 
added  that  do  not  appear  printed  in  the  report, 
‘^•here  locally  permitted.” 

Speaker  IjANe:  Is  there  a second  to  that  amend- 
ment? 

. . . Several  seconded  the  amendment . . . 

Speaker  Lane:  It  has  been  moved  and  seconded 
that  these  changes  be  made  in  the  second  “resolved.” 
I was  in  error.  I thought  the  doctor  was  referring 
to  the  first  “resolved.”  Is  there  discussion  on  the 
first  amendment? 

Dr.  Mangi:  The  purpose  of  these  amendments, 
Mr.  Speaker,  is  first  of  all  that  general  practitioners 
are  not  afraid  of  being  qualified  as  general  practi- 
tioners. I realize  that  the  second  “resolved” 
states  that  the  general  practitioners  be  permitted  to 
serve.  One  of  the  feelings  that  we  have  is  that 
any  referring  physician  should  be  permitted  to 
serve. 

Speaker  Lane:  Would  it  be  simpler  to  suggest  to 
Dr.  Babbage  that  instead  of  the  words  “general 
practitioners’  ’ being  used  there  that  the  same  words 
be  used  as  in  the  first  “resolved,”  that  is,  “referring 
physician?” 

Dr.  Mangi:  I would  accept  that. 

Speaker  Lane:  Dr.  Babbage,  would  you  accept 
that? 

Dr.  Babbage  : I would  accept  that,  yes. 

Speaker  Lane  : That  is  a clarification. 

Dr.  Mangi:  The  words  that  Dr.  Babbage  has 
added,  “where  locally  permitted,”  I think  would 
change  the  meaning  and  the  intent  of  the  entire 
resolution,  because  the  whole  purpose  of  this  resolu- 
tion is  that  in  certain  areas  these  things  are  not 
permitted.  That  is  exactly  the  purpose  of  the 
resolution.  We  do  want  to  have  that  changed 
because  in  certain  localities  they  are  not  permitted, 
and  we  would  like  to  have  the  opinion  of  the  State 
Medical  Society  to  allow  these  things  to  occur  where 
they  are  not  permitted  at  present. 

Speaker  Lane  : Is  there  further  discussion? 

Samuel  Wagreich,  M.D.,  Bronx:  May  I direct 
Dr.  Babbage’s  attention,  and  also  that  of  Dr. 
Mangi,  who  accepted  the  correction,  that  the  pur- 
pose of  permitting  the  general  practitioner  is  to 
permit  a general  practitioner  in  time  of  need  or 
emergency  to  supply  services  in  the  operating  room 
without  his  necessarily  being  a referring  physician. 
In  other  words,  the  express  purpose  is  not  neces- 
sarily for  the  referring  physician  to  assist,  although 
that  should  be  included  in  the  “resolved,”  but  to 


permit  a general  practitioner  who,  in  serving  the 
best  interests  of  the  patient,  is  permitted  wdth  the 
judgment  and  approval  of  the  surgeon  to  assist  him 
at  the  time  when  there  is  a need  for  assistance  in  the 
operating  room. 

I hope  Dr.  Mangi  understands  the  need  for  the 
inclusion  of  the  general  practitioner  as  well  as  the 
referring  physician.  The  last  phrase  on  the  local 
basis  would  negate  the  purpose  of  excluding — or 
certainly  would  confuse*  the  first  part  of  that 
“resolved”  which  directs  its  attention  to  technicians 
or  nonmedical  or  paramedical  personnel.  80  I 
would  favor  not  including  that  last  part,  “where 
locally  permitted,”  which  Dr.  Babbage  has  included. 

Arthur  J.  Bedell,  M.D.,  Past-President:  Mr. 
Speaker  and  members  of  the  House,  I ask  you  to 
look  back  in  history.  You  are  now  reopening  the 
great  wide  field  of  split  fees — 

Chorus:  No. 

Dr.  Bedell:  Oh,  yes,  you  are.  Ju.st  stop  and 
consider.  If  you  accept  this,  when  you  come 
together  five  years  from  now,  when  I am  old  and 
in  my  grave,  just  remember  we  warned  j'ou.  You 
can’t  do  it.  A referring  physician  will  go  where  he 
gets  the  biggest  fees.  Think  it  over.  Stop  to 
consider  before  it  is  too  late.  Those  who  are  look- 
ing to  call  attention  to  the  shortcomings  of  today’s 
physicians  will  have  much  to  add  to  their  fires. 

Speaker  Lane:  Is  there  further  discussion? 

Gerard  V.  Farinola,  M.D.,  Nassau:  This  has 
been  a troubled  situation  for  many  years.  In 
many  of  the  hospitals  the  general  practitioner  has 
not  been  allowed  to  participate  in  a procedure  in 
which  he  was  taught  as  an  intern..  From  years  of 
practice  there  are  many  generaUsts  who  can  do 
surgery.  There  are  many  men  who  sincerety  wish 
to  assist  because  of  their  interest  in  their  patient. 
I feel  that  the  discredit  thrown  on  us  by  Dr.  Bedell, 
who  feels  that  the  assistance  by  a general  practi- 
tioner would  encourage  spUtting  of  fees,  is  not  ten- 
able. This  depends  very  much  on  the  individual, 
not  on  the  type  of  practice. 

I would,  therefore,  like  to  support  Dr.  Mangi  in 
having  the  general  practitioner  and  the  referring 
physician  allowed  to  assist  in  surgical  procedures  if 
he  is  qualified,  and  I am  certain  that  in  our  hospitals 
today  with  our  tissue  committees  and  qualifying 
committees,  each  physician  is  qualified.  I would 
like  to  support  the  amendment  of  Dr.  Mangi. 

Thomas  F.  McCarthy,  M.D.,  Bronx:  I think  the 
problem  has  been  missed  almost  completely.  The 
fact  is  that  in  a great  many  hospitals  you  are  faced 
with  the  problem  of  an  emergency  coming  up. 
Don’t  forget  these  hospitals  don’t  have  a great 
many  of  them.  They  don’t  have  any  interns  and 
residents.  You  at  times  have  a surgeon  with  a 
bleeding  case  that  he  is  taking  to  an  operating  room. 
He  has  to  take  the  best  man  he  can  get  to  help  him. 
If  you  are  going  to  say  that  you  are  going  to  limit 
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who  can  help  hini,  he  may  be  the  man  who  brings 
the  case  in.  That  is  why  this  problem  is  going  to 
get  worse  rather  than  better  when  you  don’t  have  a 
house  staff  any  more,  so  I think  I would  endorse  the 
previous  speakers  completely  in  this.  It  is  a 
problem  you  have  to  face. 

Dk.  Maltinsky:  Gentlemen,  we  are  forgetting 
one  basic  premise.  .\  docdor  is  a doctor  whether 
or  not  he  wears  an  overcoat,  a jacket,  or  a pair  of 
gray  pants.  There  is  an  emergency  requiring  the 
assistance  of  another  doctor  by  the  first  physician. 
He  will  help,  and  he  must  help,  and  you  must  never 
forget  this.  I doubt  whether  we  will  ever  forget 
this. 

Gentlemen,  I would  like  to  be  around  here  five 
years  from  now,  so  I can  walk  up  to  Dr.  Bedell 
and  say,  “Dr.  Bedell,  you  are  still  here,  and  I would 
like  to  see  you  around  for  another  fifteen  years,” 
so  you  can  congratulate  us.  Dr.  Bedell,  and  we  can 
show  you  that  we  are  looking  forward  honestly  and 
ethically  to  assisting,  and  you  wall  be  proud  of  what 
we  are  going  to  do  in  the  future. 

Samueu  Lieberman,  M.D.,  Bronx:  Mr.  Speaker 
and  delegates,  1 think  there  is  a little  bit  of  back- 
ground here  in  this  proposition  which  should  be 
made  clear.  Some  of  the  hospitals  in  our  area  have 
no  interns.  They  have  no  residents.  They  require 
people  to  help  out  in  the  operating  room.  Certainly, 
when  the  referring  physician  is  willing  and  able  to 
help  out,  he  should  be  permitted  to  do  it. 

In  addition,  when  it  (monies  to  the  matter  of  quali- 
fication, I and  many  others  would  like  to  know  who 
is  better  qualified  to  assist  in  an  operation  than  a 
man  with  an  M.D.  degree  after  his  name  who  has 
practiced  for  one  or  more  or  several  years  instead  of 
a lay  technician  who  has  had  two  or  three  months 
training  to  assist  and  hold  the  retractor. 

Furthermore,  1 would  like  to  know'  what  you  are 
going  to  do  in  your  intern  training  programs  if  you 
have  the  second  assistants.  How  do  you  develop 
first  assistants  without  first  training  and  teaching 
them  how’  to  be  second  assistants?  How'  do  you 
develop  residents  without  having  them  learn  w'hat  to 
do  in  an  operating  room? 

John  A.  Kalb,  M.D.,  Broome:  Mr.  Speaker,  1 
have  been  sitting  behind  the  mask  twenty-five  years 
administering  anesthesia,  and  as  such  I have  a 
right  to  name  these  characters  on  the  operative 
record.  There  are  small  hospitals;  there  are  larger 
hospitals.  You  all  know,  if  you  want  to  be  honest 
about  it,  there  are  many  places  in  the  smaller 
communities  where  the  referring  physician  always 
assists  on  his  cases.  If  the  referring  physician  has 
sent  the  patient  in,  and  he  can’t  be  therej  perhaps 
another  general  practice  man  will  assist;  the  surgeon 
does  not  go  ahead  and  do  the  case  without  any 
assistance,  and  the  patients  get  good  care. 

General  practitioners,  referring  physicians,  M.D.’s 
— even  anesthesiologists  are  M.D.’s,  I have  heard — 


they  are  very  interested  in  their  patients  now.  You 
would  be  surprised  too  how  often  their  only  interest 
in  scrubbing  up  is  for  a fee,  and  they  dash  out  as 
soon  as  they  can,  or  “I  have  got  to  go  and  get  an 
intern  or  get  somebody  to  help.”  Or  “Can  I go 
now,  doctor?”  and  they  are  in  a heck  of  a hurry  to 
get  out.  I am  trying  to  be  honest  about  this. 

Where  they  are  needed — and  I think  that  is 
where  this  “locally  permitted”  is  necessary — they 
should  be  used  as  assistants.  To  be  very  honest 
about  it,  that  is  the  way  I see  it. 

Dr.  Lester:  I think  that  the  general  practitioner 
should  be  allowed  to  assist  or  the  referring  physician. 
We  have  had  enough  discussion  on  this  question, 
and  I move  the  question. 

Speaker  Lane:  The  question  has  been  moved, 
with  the  change  as  accepted  by  Dr.  Babbage  some- 
what at  my  suggestion,  so  that  the  second  “resolved” 
now  reads  in  the  last  three  lines,  “and  that  the 
referring  physicians  be  permitted  to  serve” — 

Chorus:  What  about  general  practitioners? 

Speaker  Lane:  I am  telling  you  what  I put  in, 
and  I want  to  know  if  you  want  to  include  “and  that 
the  general  practitioners  be  permitted  to  serve  as 
assistants  at  operations,  where  locally  permitted?” 

Chorus:  No. 

Dr.  Mangi:  If  I may  intrude,  I again  move  that 
we  just  add  “any  referring  physicians”  after  the 
words  “general  practitioners”  and  leave  the  words 
“general  practitioners”  in  but  add  after  that  “or 
any  referring  physicians.” 

Speaker  Lane:  You  are  then  deleting  the  words 
“where  locally  permitted?” 

Dr.  Mangi:  Leave  out  the  words  which  are  not 
here  in  the  mimeographed  report,  “where  locally 
permitted.” 

Charles  M.  Brane,  M.D.,  Westchester:  This 
problem  obviously  varies  all  over  the  State.  I 
don’t  think  that  it  should  be  our  province  to  try  to 
say  what  the  circumstances  should  be  or  make  them 
standard  all  over  the  State.  I think  this  “where 
locally  permitted”  is  a very  good  phrase,  and  it 
should  be  left  to  the  discretion  of  the  locality  be- 
cause the  need,  and  the  avaDabihty,  and  the  cus- 
toms wiU  vary  from  one  part  of  the  State  to  another. 

Speaker  Lane:  Did  you  move  as  an  amendment 
to  delete  the  words  “where  locally  permitted?” 

Dr.  Mangi:  I moved  to  delete  them. 

Speaker  Lane:  And  to  include  the  words  “or 
referring  physicians?” 

Dr.  Mangi:  Right. 

Speaker  Lane:  We  are  voting  on  the  amend- 
ment. Are  you  ready  for  the . question?  All  in 
favor  of  the  amendment  signify  by  saying  “aye,” 
those  opposed  “no.”  The  “ayes”  have  it. 

Chorus:  No!  Recount! 

Speaker  Lane:  We  will  call  for  the  question  on 
the  amendment  again.  Those  in  favor  will  say 
“aye,”  those  opposed  “no.” 
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There  is  a doubt  in  my  mind.  We  will  count  the 
vote.  Those  in  favor  will  stand;  now,  those  who 
are  opposed  to  the  amendment  will  please  stand. 
Gentlemen,  the  vote  is  107  for  and  70  against. 
The  amendment  is  passed. 

You  are  now  voting  on  the  main  motion  as 
amended. 

Dr.  Mangi:  I have  another  amendment  which 
I requested  originally. 

Speaker  Lane:  Are  you  amending  the  amended 
motion? 

Dr.  Mangi:  Yes,  I have  another  amendment  for 
the  other  part.  You  asked  me  to  take  it  up  in 
separate  parts. 

Chorus:  Right. 

Dr.  Mangi:  I had  originally  asked  that  also  we 
add  another  “resolved,”  stating  that  copies  of  this 
resolution  be  sent  to  the  boards  of  trustees  of  the 
hospitals  in  the  State  of  New  York. 

Speaker  Lane:  It  is  my  interpretation  that 
we  are  now  voting  on  the  amended  motion,  and  if 
you  want  to  make  another  motion  after  that,  you 
are  free  to  do  so. 

Ezra  A.  Wolff,  M.D.,  Assistant  Secretary: 
It  is  the  second  amendment  to  the  original  motion. 

Thomas  M.  d’ Angelo,  M.D.,  Queens:  I take  it 
that  the  motion  has  been  amended  and  that  we  are 
now  on  the  amended  motion. 

Speaker  Lane:  That  is  my  interpretation. 

Dr.  D’Angelo  : In  that  case  I am  going  to  propose 
another  amendment.  I want  to  ask  this  House, 
having  passed  this,  to  protect  those  hospitals  that 
have  got  residency  training  because  whether  or  not 
you  realize  it  when  these  hospitals  are  reviewed  by 
individuals  from  the  accreditation  boards,  they 
look  with  a jaundiced  eye  if  you  permit  general 
practitioners  or  referring  physicians  to  be  assistants 
at  the  operations. 

Gentlemen,  I am  telling  you  now  I voted  for  this 
amendment,  but  I am  telling  you  what  has  hap- 
pened. They  will  not  put  it  in  writing  because  we 
have  asked  at  our  hospital  a number  of  times  for 
them  to  give  us  in  writing  their  requirements  on 
this,  and  they  will  not  do  so.  But  I know  from  sit- 
ting down  with  these  individuals  who  are  redoing 
the  hospitals  they  go  into  that  matter  quite  care- 
fully. Therefore,  my  amendment  to  this  is  that  a 
similar  resolution  be  introduced  by  our  delegates 
to  the  house  of  delegates  of  the  American  Medical 
Association,  and  in  so  doing,  if  it  is  passed  there, 
their  accreditation  boards  wiU  have  to  take  note. 

Walter  Einhorn,  M.D.,  Bronx:  I second  that. 

Speaker  Lane:  It  has  been  moved  and  seconded. 
You  have  heard  the  motion  on  the  amendment. 

Harold  F.  Brown,  M.D.,  Councillor:  I have 
something  to  say  in  reference  to  this  general  propo- 
sition insofar  as  I have  had  communications  this 
year  for  the  Ethics  Committee  with  the  American 
Medical  Association  and  with  the  American  College 


of  Surgeons  concerning  this  proposition  on  referring 
physicians  being  the  assistants  at  the  operation. 

According  to  the  American  Medical  Association 
they  may  very  properly  be  assistants,  the  referring 
physician  may  very  properly  be  the  assistant, 
provided  he  actually  is  there  to  do  a job  and  does 
do  a job  and  it  is  not  a pretext  for  the  splitting  of 
fees. 

Now,  the  American  College  of  Surgeons,  however 
— and  after  all  we  are  a component  of  the  American 
Medical  .\ssociation  rather  than  the  American 
College  of  Surgeons — say  (and  the  American 
Medical  Association  does  not  concur  with  their 
point  of  view)  that  it  is  wTong  and  improper  to  pay 
the  referring  physician  as  an  assistant. 

I think  that  we  have  to  follow  the  American 
Medical  Association,  and  their  idea  is  very  clear 
that  is  is  very  proper  for  a surgeon  to  pay  the 
referring  physician  if  he  actually  does  the  job  of 
assisting.  I think  that  matter  should  be  made 
clear.  You  can  do  it  according  to  the  American 
Medical  Association,  and  I have  got  the  records  to 
show  their  opinion  on  this. 

Dr.  D’Angelo:  May  I ask  a question? 

Dr.  Farinola:  Mr.  Speaker,  may  I correct  the 
last  sentence  of  the  previous  speaker.  It  has  never 
been  our  intention  that  the  surgeon  should  pay  the 
assistant  unless  the  assistant  is  employed  bj'  that 
surgeon  as  an  associate  in  his  surgical  practice. 
It  has  been  the  intention  of  the  general  practitioner 
to  submit  his  own  bill  at  all  times,  and  his  desire  to 
participate  in  an  operation  is  dependent  on  his 
ability  to  do  so  and  on  the  acceptance  of  his  presence 
by  the  operating  physician. 

I would  say  to  you  that  the  cahber  of  the  general 
practitioner  that  you  are  dealing  with  today  is  a 
good  deal  above  the  standards  of  the  practitioner 
of  years  ago.  Today  he  is  the  only  physician  who 
continues  his  postgraduate  training  and  desires  to 
keep  abreast  of  all  things  new  and  desirable  in  the 
American  surgical  societies. 

As  to  the  comment  made  before  about  accredita- 
tion, the  examination  of  records  by  the  American 
Surgical  Society  does  not  cast  a reflection  on  the 
caliber  of  the  general  practitioner.  It  is  unfortu- 
nate that  they  take  that  position.  I am  more 
concerned  with  the  morbidity  and  the  mortality  of  a 
patient  as  the  result  of  the  assistance  of  a general 
practitioner,  and  in  my  twenty-eight  years  of  prac- 
tice I cannot  recall  in  my  own  area  an  experience — 
and  we  do  a considerable  amount  of  surgery  ap>- 
proved  by  the  tissue  committee — where  the  general 
practitioner  has  in  any  way  contributed  to  the 
morbidity  or  the  mortality  of  the  patient  on  whom 
he  has  assisted. 

Dr.  d’ Angelo:  I would  like  to  ask  a question  of 
Dr.  Brown.  You  realize  when  we  are  speaking 
about  accreditation,  we  are  speaking  about  resi- 
dency and,  therefore,  the  second  assistant.  That  is 
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my  point,  Dr.  Brown.  Did  you  receive  a written 
I communication  from  the  accreditation  boards 
actually  telling  you  that  they  look  with  favor  on 
I other  than  the  residents  in  training  assisting  at  the 
I operations? 

i Vice-Speaker  Wuhzbach:  Dr.  Brown,  will  you 
j reply  to  that  question? 

I Dr.  Brown:  We  received  no  communication 
from  the  accreditation  board,  but  if  you  will  notice 
in  the  Handbook,  on  page  57,  it  says,  “Attention  is 
, called  to  a pronouncement  by  the  Judicial  Council 
I of  the  A.M.  A.,  quoted  in  the  Journal  of  the  American 
I Medical  Association  for  September  .3,  I960.’’ 

If  you  will  notice,  the  question  was  asked,  “Is  it 
' ethically  permissible  for  a surgeon  to  employ  another 
I doctor  to  assist  him  in  a surgical  procedure  and  to 
pay  the  assistant  a fee  as  compensation  for  such 
! employment?”  and  the  answer  is:  “The  Judicial 

' Council  is  of  the  opinion  that  it  is  ethically  permis- 
■ sible  for  one  doctor  to  employ  another  doctor  to  aid 
and  assist  him  and  to  pay  the  other  doctor  for  such 
assistance.  Such  a practice  is  improper  if  used 
only  as  a guise  to  permit  the  splitting  of  a fee. 

; The  second  assistant  must  actually  be  an  assistant 
to — an  employe  of — the  surgeon.  If,  however, 
the  doctors  individually  render  care  to  the  same 
I patient,  then  each  doctor  should  submit  a bill  for 
the  services  he  has  performed  and  should  receive 
compensation  directly.” 

Continuing,  “If  it  is  permissible  for  a surgeon  to 
I employ  another  doctor  to  aid  and  assist  him  and  to 
I pay  that  other  doctor  for  such  assistance,  may  the 
employed  doctor  be  the  referring  doctor?  May 
I employment  be  on  a per  case  basis,  or  must  it  be  on 
j fulltime?” 

I The  answer  is:  “The  members  of  the  Judicial 
Council  believe  it  is  ethically  permissible  for  a 
surgeon  to  employ  another  physician  to  assist  him. 
If  a surgeon  actually  employs  an  assistant,  and  if 
such  assistant  performs  work  for  which  compen- 
j sation  is  due,  then  it  is  immaterial  that  the  employed 
physician  was  the  referring  physician.” 

' I think  that  is  enough  to  bring  out  the  point  I am 
trying  to  make,  that  as  far  as  the  referring  physician 
I is  concerned,  he  may,  as  long  as  he  gives  adequate 
and  competent  help,  be  the  assistant  physician. 

This  has  nothing  to  do  with  any  communication 
from  the  boards,  the  accreditation  board,  but  it  is 
the  opinion,  the  official  opinion,  of  the  American 
Medical  Association,  of  which  we  are  members, 
the  Judicial  Council,  and  they  interpret  the  ethics 
of  the  situation  as  I see  it. 

Vice-Speaker  Wurzbach:  There  is  before  the 
House  an  amendment  that  action  on  this  be  carried 
forward  by  the  delegates  of  this  Society  to  the  house 
of  delegates  of  the  American  Medical  Association. 
Is  there  any  discussion  on  that  amendment?  All 
those  in  favor  of  the  amendment  say  “aye,”  op- 
posed “no.”  I am  in  doubt.  All  in  favor  say  “aye,” 


opposed  “no.”  I am  going  to  have  to  count. 

All  those  in  favor  of  the  amendment  will  rise; 
now,  those  opposed  will  stand.  For  the  amend- 
ment 94,  against  57,  so  the  amendment  is  carried. 

John  C.  McClintock,  M.D.,  Councillor:  Mr. 
Speaker,  there  is  nothing  in  this  resolution  as 
amended  thus  far  that  protects  the  interests  of  the 
operating  surgeon  who  in  the  final  analysis  has  the 
greatest  legal  responsibility  toward  the  patient. 
I would  move  you  an  amendment  to  the  first 
“resolved”  in  the  last  line  after  the  words  “by  the 
best  interests  of  his  patient,”  add  the  words,  “as 
determined  by  the  operating  surgeon,”  those  words 
to  be  inserted. 

Vice-Speaker  Wurzb.\ch:  Is  that  seconded? 

James  Greenough,  M.D.,  Trustee:  I second  it. 

Vice-Speaker  Wurzbach:  The  amendment  is 
that  in  the  first  “resolved,”  after  the  words  “by  the 
best  interests  of  his  patient,”  there  be  inserted  the 
wmrds,  “as  determined  by  the  operating  surgeon.” 
Is  there  any  discussion  on  that?  Hearing  none, 
all  in  favor  of  that  amendment  say  “aye,”  contrary 
“no.”  The  amendment  is  carried. 

Dr.  Mangi:  I object  to  that. 

Vice-Speaker  Wurzbach:  Is  there  any  further 
discussion? 

Dr.  Mangi:  Has  the  original  motion  been  passed 
as  yet? 

Vice-Speaker  Wurzbach:  No,  I asked  is  there 
further  discussion.  Now,  the  question  before  the 
House  is  the  adoption  of  this  resolution  as  amended. 
Is  there  any  discussion  on  that?  You  are  now 
voting  on  the  adoption  of  this  resolution  as  amended. 
All  those  in  favor  say  “aye,”  those  opposed  “no.” 
The  resolution  is  carried  as  amended. 

Dr.  Mangi:  Mr.  Speaker,  I now  move  that  copies 
of  this  resolution  be  sent  to  the  medical  boards  of 
all  of  the  voluntary  and  proprietary  hospitals  in  the 
State  of  New  York.  Notice  is  directed  that  it  is  to 
the  medical  boards,  not  the  trustees.  It  is  the 
medical  boards  in  the  hospitals  who  make  the  rules 
and  regulations. 

Vice-Speaker  Wurzbach:  Is  that  seconded? 

. . . The  motion  was  seconded  by  several . . . 

Felix  Ottaviano,  M.D.,  Madison:  It  should 
be  specified.  I think  we  had  better  specify  medical 
staff,  if  that  is  what  w'e  mean. 

Vice-Speaker  Wurzbach:  Medical  staff  is 

correct.  It  will  be  medical  staff. 

Dr.  Mangi:  Medical  staffs  or  the  controlling 
doctors. 

Chorus:  No. 

Dr.  Mangi:  To  the  head  of  the  medical  staff  of 
each  hospital. 

Vice-Speaker  Wurzbach:  Have  you  decided 
how  you  want  it  worded? 

Dr.  Mangi:  Medical  staff  or  the  medical  boards 
of  these  hospitals. 

Vice-Speaker  Wurzbach:  All  right,  that  is 
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better. 

De.  McCaetht;  When  it  comes  right  down  to  it, 
you  have  to  reali2e  that  you  can  send  it  to  the 
medical  board,  being  the  president  of  a medical 
board,  but  the  trustees  of  all  institutions  have  the 
sole  authority  to  control  any  hospital.  I would 
suggest  that  this  be  sent  to  the  administrator  of  a 
hospital  rather  than  to  the  medical  board. 

Vice-Speakee  Wuezbach:  There  is  no  second. 

We  are  now  on  the  question  on  the  motion  that  a 
copy  of  this  action  be  sent  to  all  the  medical  staff 
or  medical  boards  of  all  of  the  hospitals  in  the  State 
of  New  York.  All  those  in  favor  say  “aye,”  op- 
posed “no.”  The  “noes”  have  it.  It  is  lost. 

. . . There  were  cries  of  “no,”  also  applause  . . . 

Db.  Beoad:  I call  for  a division  of  the  vote. 

Vice-Speakeb  Wuezbach:  There  is  a call  for 
the  division  of  the  vote.  The  team  will  go  to  work 
again.  All  those  in  favor  will  stand;  those  against 
please  stand.  The  motion  is  carried  with  the  vote 
for  being  93  and  against  73.  The  motion  has  been 
carried,  and  the  vice-speaker’s  hearing  is  in  error. 

Section  217  (See  99) 

Report  of  Reference  Committee  on  Com- 
mission on  Medical  Services— B:  Hospital 

Review  and  Planning  Councils 

Dr.  Babbage:  The  next  item  is  resolution  61-62. 
This  reference  committee  moves  the  adoption  of  this 
resolution  with  the  change  in  the  third  “resolved” 
deleting  the  word  “county”  and  substituting  the 
words  “district  branches”  inasmuch  as  most  hospital 


councils  coincide  with  district  branches.  As  thus 
amended,  this  “resolved”  reads: 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  recommend  that  its  component 
district  branch  medical  societies  in  New  York 
State  take  similar  action  with  regard  to  the 
efforts  of  the  seven  existing  Regional  Hospital 
Planning  Councils. 

I move  the  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

De.  Babbage:  At  this  time  I wish  to  thank  the 
members  of  my  committee  and  the  various  members 
of  the  House  of  Delegates  who  appeared  before  this 
committee. 

Mr.  Speaker,  I would  move  the  adoption  of  the 
report  as  a whole,  as  amended. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Speakee  Lane:  Gentlemen,  your  attention  for  a 
moment.  We  will  recess  until  nine  o’clock  in  the 
morning.  Just  one  moment,  please.  At  that  time 
we  will  take  up  the  final  report,  which  is  a long  and 
difficult  one.  We  also  have  a little  more  official 
business  to  do.  As  soon  as  this  portion  of  the  work 
is  completed,  we  will  have  a recess  of  fifteen  or  twenty 
minutes,  and  we  will  then  reconvene  for  the  final 
session  and  election  of  officers. 

Thank  you  and  good  night. 

...  A recess  was  taken  at  11:30  p.m.  . . . 
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Morning  Session 

Wednesday,  May  10, 1961 


The  session  convened  at  9 a.m. 

Speaker  Lane;  Gentlemen,  the  meeting  will 
please  come  to  order. 

Section  218  {See  26, 103, 176) 

Speaker  Lane:  As  the  first  order  of  business  this 
morning,  it  is  a pleasure  for  me  to  introduce  to  you 
Daniel  H.  Bee,  M.D.,  president-elect  of  the  Medical 
Society  of  the  State  of  Pennsylvania. 

Daniel  H.  Bee,  M.D.:  Speaker  Lane,  ladies,  and 
gentlemen  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York,  I have  been  over- 
whelmed by  the  generous  reception  I have  had  since 
arriving  in  New  York  State.  I arrived  late  last 
night,  and  I wish  I had  come  sooner.  It  was  so 
nice. 

I am  not  going  to  make  as  long  a talk  as  Henry 
Fineberg  did  at  the  Pennsylvania  Medical  Society 
meeting  last  October,  nor  am  I able  to  make  as  good 
a one. 

I would  like,  however,  to  bring  to  you  on  behalf 
of  President  Thomas  McCreary  of  the  Pennsylvania 
Medical  Society  our  warm,  best  wishes  for  a very 
successful  meeting  for  the  doctors  of  New  York 
State.  Thank  you ! 

Speaker  Lane:  Is  Edward  F.  Shea,  M.D.,  in  the 
House?  We  have  a little  unfinished  business  on 
your  report,  so  if  you  will  come  up,  we  can  transact 
that,  and  then  we  can  go  on  to  our  final  report. 

Section  219  {See  52, 173) 

Reconsideration  of  Report  of  Reference  Com- 
mittee on  Public  Health  and  Education:  Im- 
proved Procedures  for  School  Physical  Exami- 
nations 

Speaker  Lane:  Following  Dr.  Shea’s  report  yes- 
terday afternoon,  our  very  alert,  as  usual,  steno- 
typist  called  to  my  attention  the  fact  that  in  this  re- 
port on  page  7 we  had  gotten  ourselves  into  a little 
bit  of  a difficulty,  and  we  want  to  straighten  that 
out.  In  addition,  the  report  had  not  been  approved 
as  a whole  as  amended,  so  we  are  now  reconsidering 
this  part  of  the  report  to  get  it  straight  on  the 
record.  This  is  on  Public  Health  and  Education, 
page  7 of  the  mimeographed  report,  the  item  in  the 
middle  of  the  page  beginning  “The  report  of  the 
Subcommittee  on  School  Health.”  There  is  a con- 
flict resulting  from  the  action  we  took  yesterday. 
That  is  what  we  want  to  straighten  out. 

Edward  F.  Shea,  M.D.,  Ulster:  The  report  of  the 
Subcommittee  on  School  Health  was  approved,  with 
particular  emphasis  on  the  modification  of  the  out- 


moded law  requiring  annual  physical  examinations 
in  the  schools  of  this  State.  In  this  connection  we 
considered  resolution  61-15. 

Since  then,  Mr.  Speaker,  it  has  been  called  to  my 
attention  that  perhaps  under  (o) — I don’t  know 
whether  this  is  the  time  to  do  it,  but  I am  a great 
transgressor  — under  (1)  in  the  “resolved”  portion, 
add  “by  a licensed  medical  physician  only.’  ’ 

Speaker  Lane;  I think  the  term  suggested  is 
“doctors  of  medicine.” 

Dr.  Shea;  That  could  be  changed  to  “by  doctors 
of  medicine  only.” 

Speaker  Lane:  Yes. 

Dr.  Shea:  To  {h)  under  (3),  add  “that  he  be 
supplied  with  a transcript  of  his  health  record.” 

The  committee  approved  the  resolution  with  the 
above  amendments. 

Speaker  Lane;  Ask  for  approval  up  to  that 
point. 

Dr.  Shea:  I move  the  adoption  of  that  portion  of 
the  report. 

Speaker  Lane  ; Is  there  discussion? 

Garra  L.  Lester,  M.D.,  Chautauqua:  Mr. 

Speaker,  I beg  the  indulgence  of  the  House,  but  I 
think  it  should  be  brought  to  their  attention  that 
this  should  be  discussed. 

I would  like  to  offer  a substitute  resolution  in  this 
regard : 

Whereas,  this  House  of  Delegates  has  gone  on 
record  as  approving  periodic  examination  of 
school  children  on  a four-year  basis : and 

Whereas,  such  a long  lapse  of  time  precludes 
the  prompt  detection  of  pathologic  conditions; 
and 

Whereas,  annual  examination  is  more  desir- 
able; and 

Whereas,  the  majority  of  members  of  the  New 
York  State  Academy  of  General  Practice  and  of 
the  New  York  State  Association  of  School  Physi- 
cians endorse  such  annual  periodic  checkups ; now 
therefore  be  it  hereby 

Resolved,  that  this  Society  go  on  record  as 
favoring  the  annual  examination  of  school  chil- 
dren. 

Gentlemen,  we  ask  all  people  of  all  ages  to  have  an 
annual  examination.  Why  should  we  say  to  the 
school  children,  “You  don’t  have  to  be  examined  for 
four  years?”  And  right  when  they  are  in  the  age 
when  they  are  most  likely  to  have  developmental  de- 
fects occurring  and  undetected? 

Speaker  Lane;  Is  there  a second  to  the  substi- 
tute motion? 
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Melville  A.  Hare,  M.D.,  Livingston:  I second 
it. 

Speaker  Lane  : Is  there  discussion  on  the  substi- 
tute motion? 

Felix  Ottaviano,  M.D.,  Madison:  As  a repre- 
sentative of  the  county  that  introduced  the  former 
resolution,  or  the  resolution  we  were  presumably  dis- 
cussing, I should  like  to  make  the  following  re- 
marks — and  I am  very  serious  about  it.  It  seems 
to  me  that  if  our  business  in  the  House  is  to  be  con- 
ducted in  this  particular  manner,  bringing  up  a 
counter  resolution  after  the  reference  committee  has 
had  the  opportunity  to  hear  all  of  the  arguments,  a 
good  many  things  that  we  do  rather  more  intelli- 
gently could  be  defeated. 

This  resolution  has  been  before  the  House,  in  fact 
before  the  Society  for  quite  a while.  We  had  the 
opportunity  of  discussing  it  here  yesterday.  This 
was  presented  to  us  by  pediatricians,  by  other 
school  physicians  who  do  this  type  of  work.  They 
thought  that  the  annual  inspection,  if  you  will  note 
the  word  in  the  resolution,  is  more  or  less  of  a hap- 
hazard tj^ie  of  examination.  If  you  could  guaran- 
tee that  the  annual  examination  would  not  be  that 
type  of  examination,  we  would  go  along  with  it,  but 
it  was  felt  with  the  periodic  full  type  of  examination 
the  parents  would  be  more  inclined  perhaps  to  send 
their  children  to  the  doctor  in  the  interim. 

I respectfully  submit,  Mr.  Speaker,  that  before  we 
jump  into  this  substitute  resolution,  we  spend  a little 
time  on  it. 

Speaker  Lane  ; Is  there  further  discussion? 

Thomas  S.  Bumbalo,  M.D.,  Erie:  Mr.  Speaker, 
at  the  reference  committee  meeting  the  day  before 
yesterday,  there  was  ample  opportunity  for  all  to  be 
heard.  There  was  a great  deal  of  discussion  on  this 
matter.  There  were  many  that  showed  up,  and  we 
heard  all  of  them.  I think  this  matter  was  passed 
last  year,  and  for  your  information  the  American 
Academy  of  Pediatrics,  the  State  of  New  Jersey,  the 
State  of  Pennsylvania,  and  the  National  Association 
of  School  Physicians  are  all  for  this  examination  of 
children  four  times  in  the  school  career  of  the  child. 

I was  thinking  this  yearly  examination  is  nothing 
but  a very  superficial  inspection  of  the  child.  This 
is  not  a complete  physical  examination.  It  is  im- 
possible to  examine  the  child  accurately  in  a matter 
of  two  or  three  minutes.  I think  it  is  a matter  of 
economics  for  those  who  would  urge  the  yearly  ex- 
amination. If  it  is  a matter  of  economics,  I think 
they  should  so  admit  it.  I think  if  it  is  a matter  of 
economics,  as  most  of  us  believe  it  is,  then  these 
people  should  do  examinations  four  times  in  the 
school  career  of  the  child  and  should  be  paid  more 
adequately. 

This  resolution,  as  presented  by  Madison  County, 
calls  at  the  very  end  for  a more  equitable  payment  to 
those  who  do  the  school  examination. 

I am  of  the  opinion,  as  are  many  others,  that  this 


yearly  inspection  is  not  an  examination,  and  I go 
along  with  the  more  modem  trend  of  examining  a 
child  four  times  in  the  school  career. 

George  E.  Anderson,  M.D.,  Kings:  I too  served  < 
on  this  reference  committee.  I feel  the  greatest  i 
point  on  this  was  to  do  away  with  some  of  the  medi-  \ 
ocrity  that  we  experience  in  respect  to  the  so-called 
physical  examinations  of  these  children.  It  is  just  a J 
bore  so  far  as  the  family  is  concerned.  Most  of  the  j 
time  it  adds  very  little,  the  way  these  examinations  I 
are  done,  and  four  good  examinations  are  worth 
many,  many,  many  poor  ones.  I really  feel  that 
these  people  will  go  to  their  doctors  in  the  ordinary  ‘ 
sense. 

Speaker  Lane;  On  the  question,  you  are  now 
voting  on  the  substitute  resolution,  which  is  to  have 
an  annual  examination  rather  than  a four-year  ex- 
amination as  included  in  the  reference  committee  re- 
port. Those  in  favor  of  the  substitute  will  say 
“aye,”  those  opposed  “no.”  The  substitute  mo- 
tion is  defeated.  Now  on  the  main  motion. 

Those  in  favor,  that  is,  you  are  supporting  the 
recommendation  of  the  reference  committee  as 
amended,  that  this  will  be  confined  to  doctors  of 
medicine  only  and  that  the  child  be  supplied  with  a 
transcript  of  his  health  record,  will  say  “aj'e,”  an}' 
opposed  “no.”  It  is  so  ordered. 

Dr.  Shea:  I move  the  adoption  of  the  report  as 

a whole  as  amended. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . . 

Speaker  Lane:  We  now  come  to  the  last  report. 

This  is  the  report  of  the  Reference  Committee  on 
Legislation  and  Legal  Matters,  of  which  George 
Himler,  M.D.,  is  chairman. 

REFERENCE  COMMITTEE  ON 

LEGISLATION  AND  LEGAL  MATTERS 

Section  220  (See  16) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Malpractice  Insurance  and 
Defense  Board 

George  Himler,  M.D.,  New  York:  Mr.  Speaker, 
ladies,  and  gentlemen  of  the  House  of  Delegates,  the 
first  report  to  come  before  your  reference  committee 
was  that  of  the  Malpractice  Insurance  and  Defense  / 
Board.  j 

In  considering  the  report  of  the  Malpractice  In- 
surance and  Defense  Board,  your  reference  com- 
mittee reviewed  an  actuarial  report  prepared  for  the  H 
Medical  Society  by  Wolfe,  Corcoran  and  Linder,  B 
dated  March  29,  1961.  It  also  reviewed  the  supple-  B 
mentary  report  and  had  at  hand  other  information  B 
submitted  to  the  committee  by  Mr.  James  M.  Ar-  B 
nold,  executive  secretary  of  the  Malpractice  In-  B 
suranceand  Defense  Board.  B 

The  actuarial  report  is  a detailed  study  of  the  plan  B 
covering  a period  of  ten  years  from  1949  to  1959.  B 
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Your  committee  notes  that  there  has  been  a practi- 
cally uninterrupted  trend  over  this  period  of  time 
toward  increasing  claims  and  correspondingly  in- 
creasing underwriting  costs.  Loss  experience  in  the 
past  three  years  has  been  particularly  bad  and  will 
necessitate  an  increase  in  premiums  which  will 
amount  to  approximately  12Va  per  cent  on  an  over- 
all basis.  The  increase  in  some  classes  will  be  con- 
siderably higher  than  this  figure  depending  on  the 
geographic  classification  and  the  premium  category. 
The  board  recommends  approval  of  the  following 
changes,  effective  September  1,  1961 ; 

1.  The  transfer  of  Nassau  County  from  the  subur- 
ban to  the  metropolitan  area  and  of  Delaware, 
Orange,  Rockland,  Sullivan,  and  Ulster  Counties 
from  the  upstate  to  the  suburban  area. 

2.  Rates  for  standard  ($5,000/$15,000)  limits 
applicable  to  the  revised  territorial  divi.sions: 


Premium 

Class 

Metro- 

politan 

Suburban 

Upstate 

1 

$280 

$213 

$148 

2 

200 

155 

109 

3 

152 

116 

80 

4 

98 

80 

53 

5 

80 

61 

45 

6 

64 

53 

38 

3.  Resumption  of  the  use  of  the  single  Excess 
Limits  Table  in  effect  prior  to  1957  for  computing 
premiums  for  higher  than  standard  limits  of  in- 
surance. 

So  that  the  House  may  have  a relative  idea  of 
what  these  premiums  will  be,  it  is  sufficient  to  state 
that  in  premium  class  1,  the  annual  premium  for  the 
metropolitan  area  will  be  .?577,  .f439  for  subvirban 
areas,  and  $300  for  upstate.  Concomitantly,  there 
is  a reduction  in  the  expense  ratio  of  1.5  per  cent 
from  22  V-2  per  cent  to  21  per  cent. 

The  report  of  the  Malpractice  Insurance  and  De- 
fense Board  presents  information  showing  that  this 
tendency  toward  increased  underwriting  losses  is  a 
general  one  and  not  confined  to  the  Group  Plan. 

Another  factor  that  may  contribute  to  this  loss 
experience  is  the  increase  of  2,018  physicians  insured 
by  the  Plan  in  the  course  of  one  year.  Exactly 
what  effect  this  increase  will  have  on  the  experience 
of  the  Plan  cannot  be  determined  at  this  time  since 
increases  of  this  magnitude  are  not  amenable  to 
statistical  analysis  before  the  passage  of  at  least  two 
years.  While  the  broadening  of  the  base  of  insureds 
brought  about  by  this  increase  is  generally  a bene- 
ficial influence  on  the  ultimate  stability  of  the  pro- 
gram, it  may  be  found  to  be  temporarily  disturbing. 

Your  committee  also  reviewed  the  measures  cur- 
rentl}''  in  effect  to  protect  the  Group  Plan  as  far  as 
possible  from  increasing  loss  experience.  We  are 
informed  that  at  present  38  counties  have  organized 


local  malpractice  committees  which  regularly  review 
actual  or  possible  malpractice  actions  and  make  rec- 
ommendations as  to  their  medical  defensibility. 
Their  discussions  have  two  beneficial  effects:  first, 
in  that  they  advise  the  counsel  regarding  the  medi- 
cal aspects  of  the  case  in  question,  and  second,  they 
have  a salutary  “policing”  effect  on  physicians  who 
have  excessive  claims. 

The  board  also  has  the  right  to  discontinue  the 
insurance  of  those  members  whose  medical  practices, 
conduct,  or  loss  experience  constitute  a hazard  to  the 
Plan.  The  board  further  has  the  right  to  restrict 
the  coverage  that  may  be  granted  to  an  individual 
member  or  to  disapprove  granting  of  new  insurance. 

In  the  course  of  this  committee’s  discussions,  it 
was  noted  that  many  malpractice  suits  have 
their  origin  in  poor  physician-patient  relationships 
rather  than  in  any  malpractice.  It  was  noted  fur- 
ther that  the  billing  and  collection  practices  of  some 
physicians,  although  entirely  legal  and  ethical,  are 
sometimes  misapplied,  leading  to  the  institution  of  a 
malpractice  claim  or  suit.  It  is  clear  to  your  refer- 
ence committee  that  the  phenomenon  which  is  re- 
sponsible for  the  ever-increasing  number  of  suits  is 
social  and  wddespread.  The  public  is  generally 
better  informed  on  medical  matters  than  it  has  been 
in  the  past;  the  legal  environment  is  such  that  mal- 
practice suits  are  looked  on  with  sympathy,  and  the 
judgments  and  awards  tend  to  be  high. 

It  is  the  opinion  of  jmur  committee  that  the  Mal- 
practice Insurance  and  Defense  Board  and  legal 
counsel  of  the  State  Society  have  done  everything  in 
their  power  to  keep  these  increases  to  a minimum. 
The  insurance  carrier,  the  Employers’  Mutual  Lia- 
bility Insurance  Company  of  Wausau,  has  also 
acted  with  restraint  in  assessing  underwriting  losses 
as  a basis  for  setting  premiums.  They  have  agreed 
that  since  the  year  1959  was  an  unusually  high  claims 
period  and  since  there  was  some  reason  to  believe 
that  this  would  not  represent  an  established  trend, 
the  weight  given  to  the  1959  experience  in  comput- 
ing the  new  premiums  was  diminished.  If  in  fact 
the  1959  experience  is  as  bad  as  was  anticipated,  the 
impact  of  this  will  be  spread  over  a period  of  three 
years  since  the  last  three  years’  experience  are  used 
in  computing  premium  levels.  Should  the  litigation 
rate  continue  to  be  of  the  magnitude  of  1959  and 
1960,  it  is  likely  that  even  further  premium  increases 
will  be  necessary. 

In  addition,  the  report  notes  that  subscribers  to 
the  Group  Plan  are  covered  by  their  malpractice  in- 
surance when  they  are  on  emergency  service  far  re- 
moved from  their  specialty.  While  very  few  cases 
arise  under  such  conditions,  this  type  of  coverage  is 
desirable  if  proper  emergency  care  is  to  be  made 
available  to  communities  without  the  possibility  of 
penalizing  physicians  rendering  that  care. 

I move  the  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
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put  to  a vote  and  was  unanimously  carried.  . . . 

Alfred  P.  Ingegno,  M.D.,  Councillor:  Pardon 
me!  Would  it  be  in  order  now  to  move  an  amend- 
ment that  relates  to  the  Malpractice  Insurance  and 
Defense  Board? 

Speaker  Lane:  The  report  has  been  accepted.  I 
believe  you  would  have  to  ask  for  reconsideration. 

Dr.  Ingegno:  It  is  not  anything  that  is  contro- 
versial. It  is  something  that  I wanted  to  refer  to  the 
Council  for  consideration  with  respect  to  the  use  of 
the  word  “malpractice.”  May  I move  reconsidera- 
tion? 

Speaker  Lane:  Yes. 

James  Greenough,  M.D.,  Past-President:  I 

second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried. . . 

Speaker  Lane:  You  may  speak,  Dr.  Ingegno. 

Dr.  Ingegno:  All  I wanted  to  do  was  to  suggest 
that  the  word  “malpractice”  has  connotations  that 
are  not  very  pleasant.  Many  of  the  suits  that  are 
brought  under  this  term  are  not  really  malpractice 
suits  to  begin  with.  I would  like  to  move  an  amend- 
ment to  this  portion  of  the  report  that  this  House 
recommend  to  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  that  it  consider  the  feasibility 
of  changing  the  name  of  the  Malpractice  Insurance 
and  Defense  Board  to  Professional  Liability  and  De- 
fense Board  and  suggest  to  the  counties  that  the  term 
“malpractice  committee”  be  changed  to  “profes- 
sional liability  committee.” 

Speaker  Lane:  Is  there  a second  to  the  motion? 

Dr.  Greenough:  I second  it. 

Speaker  Lane  : Is  there  discussion? 

William  F.  Martin,  Legal  Counsel:  I disapprove 
of  that,  with  all  due  respect  to  Dr.  Ingegno.  That 
is  what  our  opponents  want.  They  want  this  word 
taken  out  of  the  picture.  It  is  a dirty  word,  and  it 
cuts  down  what  they  think  is  the  most  effective  pres- 
entation of  their  case.  I like  the  word  “malprac- 
tice.” That  is  what  these  suits  are.  If  you  go 
tepid  about  it  and  let  these  lawyers  take  these  cases 
into  court  under  that  changed  term,  you  are  not 
helping  yourselves;  you  are  hurting  yourselves. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  lost.  . . 

Speaker  Lane:  It  is  automatically  withdrawn. 

Dr.  Ingegno:  For  the  record,  I would  like  to 
show  it  was  withdrawn. 

Speaker  Lane  : Dr.  Himler,  continue. 

Section  221  (See  22) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Legislation  Committee 

Dr.  Himler:  Your  reference  committee  notes  the 
discontinuance  of  the  post  of  legislative  analyst  pre- 
viously held  by  Harold  Smith,  M.D.,  of  Syracuse.  It 
is  informed  that  our  legislative  counsel  now  serves  as 


legislative  analyst,  and  in  addition,  he  introduces 
and  promotes  legislation  in  which  the  Society  is  in- 
terested. It  is  the  opinion  of  the  Legislation  Com- 
mittee that  this  arrangement  is  satisfactory  in  filling 
our  current  needs. 

The  committee  discussed  the  means  of  communi- 
cation between  the  State  Society  Committee  on 
Legislation  and  those  of  the  component  medical  so- 
cieties. It  was  pointed  out  that  the  publication, 
Capitol  News,  prepared  by  the  Department  of  Com- 
munications under  the  direction  of  Mr.  Thomas  E. 
Walsh,  which  goes  out  regularly  to  all  State  Society 
officers  and  the  secretaries,  legislation  chairmen,  and 
executive  secretaries  of  all  county  medical  societies, 
has  proved  valuable  in  coordinating  the  activities  on 
a State- wide  basis.  In  addition,  every  effort  is  made 
to  inform  local  county  societies  of  pending  legisla- 
tion in  which  they  may  have  a special  interest.  In 
order  to  improve  communications  further  between 
the  local  and  State  societies,  it  would  be  helpful  if 
local  legislation  committees  were  to  inform  the  State 
counterpart  in  detail  of  their  own  interests.  It  is 
also  worth  noting  that  the  legislative  counsel  is  avail- 
able to  draft  or  d^aw  up  legislation  in  an  acceptable 
form  for  introduction  into  the  Legislature,  thus 
eliminating  the  necessity  for  detailed  preparation 
on  the  part  of  the  introducer. 

Your  reference  committee  would  like  to  report 
briefly  concerning  the  action  take  by  the  State 
Legislature  on  resolutions  mandated  by  the  1960 
House  of  Delegates  as  follows: 

Resolution:  60-47:  Legislation  to  require  the  es- 
tablishment of  the  medical  examiner  system  through- 
out the  State  of  New  York.  Since  it  is  now  permis- 
sive for  any  county  to  establish  a medical  examiner 
system  if  it  so  desires,  and  since  the  medical  examiner 
system  in  many  of  the  smaller  counties  would  be  ex- 
cessively costly,  your  reference  committee  agrees 
with  the  reasoning  that  led  to  the  decision  not  to  in- 
troduce this  legislation. 

Resolution  60-31 : To  amend  the  Lien  Law  in  rela- 
tion to  liens  for  physicians.  This  legislation  was 
duly  introduced  and  was  not  reported  out  of  com- 
mittee. Your  committee  notes  that  resolutions  di- 
rected at  securing  a lien  law  for  physicians  have  been 
introduced  regularly  in  the  House  of  Delegates  for 
the  past  several  years.  It  is  generally  known  that 
insurance  companies  pose  some  opposition  to  this 
plan,  and  it  is  also  believed  that  there  are  objections 
on  the  part  of  the  legal  profession.  Our  information 
leads  us  to  believe  that  at  least  one  factor  in  the 
opposition  is  the  lack  of  a fee  structure  that  would 
be  acceptable  to  the  medical  profession.  There  are 
probably  other  specific  reasons  why  legislation  to 
this  end  has  not  gained  support,  and  your  committee 
feels  strongly  that  we  should  have  carefully  docu- 
mented information  on  all  the  objections  to  this  law 
so  that  obstacles  to  its  enactment  may  be  anticipated 
and  eliminated.  \ resolution  regarding  this  wdll  be 
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presented  later  in  this  report. 

Under  other  legislation  of  interest,  your  reference 
committee  notes  that  a bill  to  exempt  physicians 
rendering  emergency  service  from  liability,  the  so- 
called  “Good  Samaritan”  legislation,  was  not  en- 
acted. While  the  general  principle  embodied  in 
this  legislation  is  worthy  of  support,  it  should  be 
noted  that  we  have  been  informed  by  counsel  that 
this  type  of  case  has  virtually  never  arisen  in  New 
York  State. 

Legislation  regarding  the  appointment  of  a State 
legislative  committee  to  review  the  licensure  of  the 
healing  arts  failed  to  pass  this  session.  Your  refer- 
ence committee  feeels  that  it  is  extremely  important 
that  the  scope  of  permissible  activity  of  each  para- 
medical group  be  accurately  defined  and  enforced. 
The  State  Superintendent  of  Insurance  has  directed 
that  IX-C  carriers  pay  some  licensed  groups  for  serv- 
ices on  the  same  basis  as  though  the  services  had 
been  performed  by  doctors.  At  present  the  limits  of 
therapy  permitted  to  these  groups  is  a matter  for 
interpretation  by  the  Department  of  Education  on 
the  basis  of  an  outmoded  Medical  Practice  Act.  It 
is,  therefore,  important  that  this  Act  be  brought  up 
to  date  in  the  interests  of  public  protection.  This 
would  serve  to  prevent  the  rendering  of  health  serv- 
ices by  nonqualified  individuals  and  would  help  to 
protect  the  solvency  of  voluntary  nonprofit  health 
insurance  carriers  by  limiting  excessive  claims  on  the 
part  of  individual  therapists  for  services  that  they 
should  not  be  rendering.  In  the  opinion  of  your 
reference  committee,  legislation  providing  for  such 
review  and  revision  of  the  Medical  Practice  Act 
should  be  energetically  sought. 

Your  reference  committee  is  appreciative  of  the 
thought  and  effort  that  has  gone  into  the  activities  of 
the  Committee  on  Legislation.  The  committee  is  to 
be  highly  commended  for  its  assiduous  work  in  this 
difficult  field.  Your  reference  committee  is  also  en- 
couraged by  the  measures  utilized  to  improve  com- 
munications with  local  legislation  committees.  Pres- 
sure for  desired  legislation  can  in  the  long  run  be 
fruitful  only  if  the  individual  member  of  the  State 
Society  gives  active  support  to  its  programs.  If 
any  criticism  could  be  leveled  at  the  Legislation 
Committee  in  the  past,  it  was  that  the  county  com- 
mittees were  often  informed  of  efforts  too  late  to 
take  effective  action.  The  mechanisms  that  pro- 
mote closer  coordination  are,  therefore,  most  wel- 
come. 

I move  adoption  of  this  portion  of  the  report. 

Speaker  Lane  : Is  there  discussion? 

Samuel  Wagreich,  M.D.,  Bronx:  The  original 
resolution  which  is  embodied  in  this  portion  of  the  re- 
port, 60-47,  concerns  itself  with  the  establishment  of 
medical  examiner  systems  throughout  the  State. 
This  resolution  was  originally  introduced  at  the  last 
session  of  the  House  by  Milton  Helpern,  M.D.,  chief 
medical  examiner  of  the  City  of  New  York,  and  my- 


self. We  are  seriously  concerned  about  this  thing. 
We  are  appreciative  of  the  attention  that  has  been 
given  this  by  the  reference  committee.  We  do  not 
wish  to  take  issue  with  the  decision  of  the  reference 
committee.  We  would  like  to  think  and  hope  that 
this  concept  of  the  establishment  of  medical  examiner 
systems  throughout  the  State  of  New  York  might 
annually  be  brought  to  the  attention  of  the  various 
counties  throughout  the  State  in  the  hopes  that  ulti- 
mately this  kind  of  a system  might  be  established. 
We  wish  to  thank  the  reference  committee  and  its 
chairman  for  considering  resolution  60-47.  Thank 
you! 

Speaker  Lane:  Thank  you.  Dr.  Wagreich. 

Thomas  M.  d' Angelo,  M.D.,  Queens:  Mr. 

Speaker,  I wish  to  speak  concerning  that  portion  of 
the  report  which  asks  for  a review  and  revision  of  the 
Medical  Practice  Act. 

Gentlemen,  before  we  undertake  such  a thing,  I 
think  we  should  know  what  we  are  going  into.  If 
we  go  right  now  and  ask  for  a complete  revision  of 
the  Medical  Practice  Act,  we  don’t  know  what  kind 
of  an  act  vdll  come  out  at  the  end  with  the  pressure 
being  brought  on  our  Legislature  by  cults  and  by 
ancillary  services.  We  don’t  know  exactly  what  vdll 
come  out  of  what  is  called  the  Medical  Practice  Act. 
I would  say,  gentlemen,  rather  than  ask  for  revision, 
we  can  ask  for  amendment  from  time  to  time,  but  to 
me  the  most  important  thing  after  all  is  for  the  execu- 
tive department  to  carry  out  whal  the  act  already 
says. 

We  should  go  after  administrative  regulations  and 
provisions  that  enforce  this  act.  I think  that  is 
where  we  are  falling  down,  and  that  is  where  the 
State  is  falling  down.  Before  we  ask  for  a revision, 
let  us  take  care  of  the  other  problem. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried.  . . 

Section  222  ( See  26) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters;  Subcommittee  on  Federal 
Legislation 

Dr.  Himler:  This  subcommittee  is  to  be  com- 
mended for  its  energetic  and  effective  activity,  in 
conjunction  with  the  Department  of  Communica- 
tions, in  estabhshing  haison  with  legislators,  particu- 
larly those  who  are  active  in  the  field  of  health  legis- 
lation. Your  reference  committee  is  aware  of  the 
possibility  that  some  type  of  Forand  legislation  will 
be  passed  in  the  future.  The  channels  established 
by  the  subcommittee  should  be  most  useful  in  mak- 
ing the  thinking  of  the  medical  profession  known  to 
the  lawmakers.  In  our  opinion  further  activity 
along  these  lines  is  indicated. 

Your  reference  committee  notes  that  the  Kerr- 
Mills  Law  has  been  implemented  in  New  York  State 
in  the  form  of  the  Metcalf-McCloskey  Law  and  is 
currently  being  put  into  operation.  While  this  pro- 
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gram  ia  too  recent  for  ua  to  evaluate,  your  reference 
committee  conaiders  it  easential  that  ita  operation  be 
kept  under  cloae  and  continuoua  acrutiny  by  our 
Society.  Now  that  a program  that  fulfilla  our  moat 
important  criteria  ia  underway,  we  muat  take  an 
active  part  in  improving  it  so  that  we  are  not  later 
faced  with  the  neceaaity  of  defending  a syatem  that 
proves  to  be  inadequate  or  inequitable  in  its  appli- 
cation. There  already  are  disturbing  reports  in 
circulation  that  in  some  areas  funds  that  become 
available  through  the  Metcalf-McCloskey  legisla- 
tion are  being  used  to  relieve  local  welfare  agencies  of 
their  current  financial  responsibilities  rather  than  to 
extend  additional  medical  services  to  the  aged,  which 
is  the  intent  of  the  legislation.  The  Kerr-Mills 
principle  of  providing  medical  services  for  the  aged 
will  be  under  continuous  fire  from  the  proponents  of 
a plan  linked  to  the  Social  Security  system.  Its 
only  hope  for  survival  will  lie  in  the  demonstration  of 
qualities  of  adequacy,  fairness,  and  economy  in  its 
application  that  we  believe  would  be  lacking  in  a 
program  linked  to  the  Social  Security  system. 

Your  reference  committee,  therefore,  recommends 
that  the  State  Society  encourage  its  component 
medical  societies  to  establish  committees  for  the  pur- 
pose of  surveying  the  application  of  the  Metcalf- 
McCloskey  program  in  their  counties  and  to  work 
closely  with  their  local  welfare  agencies.  The  com- 
mittee further  recommends  that  these  local  com- 
mittees submit  regular  reports  to  a suitable  body  of 
the  State  Society.  The  latter  should  then  make 
appropriate  recommendations  to  the  State  welfare 
agency  or  to  the  Governor  of  New  York  State. 
Your  reference  committee  also  believes  that  the  im- 
plementation of  the  Kerr-Mills  principle  in  the 
State  of  New  York  is  not  a reason  for  complacency. 
Since  medical  assistance  rendered  in  this  manner 
may  not  be  entirely  adequate  for  the  needs  of  the 
group  it  is  intended  to  help,  your  reference  com- 
mittee recommends  that  the  State  Society  continue 
to  explore  other  means  and  programs  for  providing 
this  aid  more  adequately. 

Your  reference  committee  is  aware  of  the  reintro- 
duction of  the  Keogh-Simpson  Bill.  Legislation  of 
this  type  is  long  past  due,  and  it  is  hoped  that  it  will 
be  passed  at  this  session  of  Congress.  The  State 
Society  should  make  suitable  representations  at  the 
proper  time,  and  we  have  no  doubt  that  the  Sub- 
committee on  Federal  Legislation  has  this  in  mind. 

Your  reference  committee  believes  that  the  Sub- 
committee on  Federal  Legislation  has  made  impor- 
tant contributions  toward  advancing  the  points  of 
view  of  the  State  Society.  This  type  of  activity  will 
undoubtedly  have  considerable  value  as  part  of  a 
broader  public  relations  and  legislative  program. 
Your  reference  committee  is  also  aware  that  certain 
small  expenditures  are  necessary  for  the  continua- 
tion of  a program  of  this  sort  and  considers  the  re- 
quest for  $1,500  to  be  reasonable. 


As  to  this  sum,  we  have  been  informed  that  since 
this  report  was  prepared,  another  small  sum  has 
been  allocated  to  this  committee.  However,  Mr. 
Speaker,  I don’t  think  that  this  vitiates  the  ac- 
curacy of  this  report  since  this  $1,500  is  for  past  ex- 
penses. 

Your  reference  committee  also  recommends  that 
since  the  future  activities  of  the  committee  will  in- 
volve expenses,  the  committee  submit  a detailed 
budget  to  the  House  of  Delegates  on  an  annual 
basis. 

I move  adoption  of  this  portion  of  the  report. 

Speaker  Lane  : Is  there  discussion? 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried. . . 

Vice-Speaker  Wurzbach:  Continue,  Dr.  Himler. 

Section  223  (See  24) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Subcommittee  on  Autopsy 
and  the  Dead  Human  Body 

Dr.  Himler:  Your  reference  committee  received 
information  concerning  the  case  of  Brown  v.  Broome 
County  cited  in  the  report  of  the  committee.  The 
reference  committee  further  understands  that  ap- 
propriate legislation  is  being  prepared  for  introduc- 
tion. 

The  supplementary  report  of  the  committee  was 
also  reviewed,  and  the  resolution  referred  to  in  it  will 
be  discussed  in  a later  section  of  the  report. 

I move  the  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Vice-Speaker  Wurzbach:  Continue,  Dr.  Himler. 

Section  224 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters;  Judicial  Council 

Dr.  Himler:  Your  reference  committee  notes 
that  the  Judicial  Council  is  probably  the  only  body 
in  the  Society  that  is  to  be  congratulated  on  having 
had  an  inactive  year. 

I move  adoption  of  this  portion  of  this  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  226 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters;  Report  of  Legal  Counsel 

Dr.  Himler:  The  committee  notes  with  interest 
the  large  and  efficient  organization  that  the  legal 
counsel  has  assembled  for  the  defense  of  malpractice 
suits  against  Society  members.  Those  members  who 
have  been  unfortunate  enough  to  incur  such  actions 
all  attest  to  the  courtesy  and  dispatch  with  which 
their  cases  are  handled. 

Your  reference  committee  also  notes  with  gratifica- 
tion the  time  and  effort  expended  by  Mr.  William  F. 
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Martin  and  his  organization  in  activities  designed  to 
diminish  the  number  of  malpractice  suits  and  to  im- 
prove, by  education,  the  climate  in  which  they  are 
tried.  We  note  that  a great  deal  of  time  has  been 
spent  in  conferences  and  lectures  with  interested 
groups,  and  while  such  endeavors  do  not  yield  im- 
mediately tangible  results,  we  are  sure  that  they  will 
ultimately  be  a potent  influence  in  improving  what  is 
now  a deplorable  situation. 

The  value  of  the  services  rendered  to  the  Society 
by  Mr.  Martin  in  his  long  association  with  it  is  rec- 
ognized by  all.  The  efficiency  of  the  staff  as- 
sembled by  him  for  our  legal  defense  is  also  well 
known.  These  require  acknowledgment  by  your 
reference  committee,  which  is  hereby  given. 

On  the  other  hand,  your  Society  has  derived  many 
“extras”  from  Mr.  Martin’s  associations  with  it,  far 
in  excess  of  what  contractual  arrangements  can  be 
expected  to  provide.  His  devotion  to  the  Society 
and  to  its  purposes  has  been  evident  through  the 
years,  and  your  reference  committee  wishes  to  take 
this  opportunity  to  give  this  aspect  of  his  relation- 
ship with  us  the  accolade  it  deserves. 

I move  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  226 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Committee  to  Combat 
Cults 

Dr.  Himleb:  Your  reference  committee  notes 
with  satisfaction  that  the  hardy  and  ever-recurrent 
“chiropractic”  bill  has  again  failed  of  enactment. 
The  support  of  the  New  York  State  Department  of 
Health  in  opposing  this  legislation  was  most  wel- 
come in  forcing  a partial  revision  of  the  stand  taken 
by  the  Board  of  Regents. 

It  is  unfortunate  that  each  year  the  legislative 
mountain  of  the  State  must  go  into  labor  to  abort 
this  legislative  mouse.  It  is  equally  unfortunate 
that  we  must  expend  so  much  effort  in  attending  the 
event.  Our  duty  to  the  public  is  nevertheless  clear. 

Your  reference  committee  appreciates  the  fact 
that  efforts  to  defeat  chiropractic  licensure  must  be 
intensified  during  the  legislative  season  but  expresses 
the  hope  that  continuous  efforts  along  those  lines  are 
made  throughout  the  year. 

Your  reference  committee  highly  commends  the 
Council  Committee  to  Combat  Cults  and  feels  con- 
fident that  it  will  continue  to  exhibit  the  same  ag- 
gressive action  and  vigilance  that  it  has  in  the  past. 

I move  the  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  227  (See  46) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Exemption  of  Physicians 


from  Employment  Protection  Under  Civil 
Service  Law 

Dr.  Himler:  Mr.  Speaker,  the  report  now  comes 
to  the  resolutions  that  were  referred  to  the  reference 
committee  by  the  House. 

Resolution  61-11  deals  with  “Exemption  of  Phy- 
sicians from  Employment  Protection  Under  Civil 
Law”  and  was  introduced  by  Broome  County 
Medical  Society.  I will  read  only  the  “resolved”; 

Resolved,  that  the  House  of  Delegates  instruct 
the  appropriate  committee  to  seek  legislation 
which  would  place  in  an  exempt  class  physicians  or- 
dinarily protected  by  the  Civil  Service  Law. 

Your  reference  committee  voted  to  disapprove 
this  resolution  on  the  basis  that  the  question  of  open 
or  closed  hearings  generally  is  a matter  of  depart- 
mental procedure  in  the  local  Civil  Service  system. 
Failure  to  hold  public  hearings  when  they  seem  indi- 
cated might  be  interpreted  as  being  against  the 
public  interest. 

Mr.  Speaker,  I move  that  this  resolution  be  dis- 
approved. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  228  (See  60) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Food  and  Drug  Adminis- 
tration Control  of  New  Drugs 

Dr.  Himler:  Resolution  61-13,  “Food  and  Drug 
Administration  Control  of  New  Drugs,”  introduced 
by  the  Medical  Society  of  the  County  of  Tompkins: 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  endorse  these  recommendations  and 
urge  that  the  Congress  of  the  United  States  adopt 
legislation  to  enact  them  into  law;  and  be  it 
further 

Resolved,  that  a copy  of  this  resolution  be  sent 
to  United  States  Senators  Jacob  Javits  and  Ken- 
neth F.  Keating;  and  be  it  further 

Resolved,  that  the  delegates  of  the  Medical  So- 
ciety of  the  State  of  New  York  to  the  House  of 
Delegates  of  the  American  Medical  Association  be 
instructed  to  introduce  this  resolution  in  the  House 
of  Delegates  of  the  American  Medical  Association 
in  June,  1961. 

Your  reference  committee  voted  to  approve  this 
resolution  with  an  amendment  to  section  (6)  of  the 
second  ‘ ‘whereas,’  ’ as  follows : 

(h)  that  the  Food  and  Drug  Administration  be 
authorized  to  carry  on  continuous  inspection  of 
drug  factories  to  guarantee  compliance  with 
quality  standards  before  marketing  and  with  the 
purpose  of  safeguarding  the  public  health  with  re- 
gard to  drug  therapy. 
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I move  adoption  of  the  amended  resolution. 

There  is  a misprint,  I believe,  or  an  omission  on  our 
part  of  part  of  the  “resolved’s,”  but  that  last  item  (6) 
carries  what  is  the  intent  of  this  resolution.  If  you 
wish,  I can  refer  back  and  read  the  entire  thing. 

Vice-Speaker  Wurzbach;  Is  there  any  discus- 
sion? 

Ger.\ld  D.  Dorman,  M.D.,  Councillor:  This  reso- 
lution, as  I see  it,  suggests  that  the  Food  and  Drug 
.\dministration  be  given  control  over  the  efficacy  of 
drugs.  This  is  a matter  that  is  under  study  by  the 
.\merican  Medical  Association,  and  I have  to  attend 
a meeting  on  that  over  this  coming  week-end. 

The  problem  of  the  efficacy  of  a drug  is  something 
that  is  very  hard  to  test  scientifically,  and  it  is  my 
personal  feeling  that  the  efficacy  of  a drug  has  to  be 
left  to  the  judgment  of  the  prescribing  physician. 
There  are  many  cases  which  those  of  you  in  prac- 
tice know  of,  where  a sugar  of  milk  is  extremely 
efficacious,  be  it  in  sleeping  pills  or  something  else; 
yet  in  the  test  tube  it  would  be  labeled  as  noneffica- 
cious.  The  question  of  when  a drug  becomes  effica- 
cious is  a moot  one.  Is  5 per  cent  efficacy  effective 
in  drugs?  It  is  effective  if  there  are  only  5 per  cent 
of  your  patients  that  need  it?  You  may  have  an 
insulin  which  is  effective  on  most  of  your  patients; 
yet  5 per  cent  of  your  patients  may  be  sensitive  to 
that  particular  form  of  insulin  and  have  to  go  to 
another  form.  Still,  if  you  find  that  a drug  is  only  5 
per  cent  efficacious,  it  may  be  that  the  Federal  Drug 
Administration  would  say  that  particular  drug 
should  not  be  produced. 

It  is  for  that  reason  that  I would  like  to  amend  so 
that  the  portion  on  efficacy  not  be  acted  on  at  this 
time,  that  there  be  no  action  on  that  portion  of  this 
resolution,  and  I so  move  as  an  amendment. 

Vice-Speaker  Wurzbach:  Your  amendment 

then,  sir,  would  be  the  elimination  of  (a)  under  the 
“whereas?” 

Dr.  Dorman:  That  is  right.  It  is  section  (a) 
under  the  “whereas,”  not  to  disapprove  but  to  take 
no  action. 

Vice-Speaker  Wurzb.ach:  Is  there  a second  to 
this? 

Arthur  J.  Bedell,  M.D.,  Past-President:  I 

second  it. 

Vice-Speaker  Wurzbach:  Is  there  any  further 
discussion  on  Dr.  Dorman’s  amendment?  If  not, 
all  those  in  favor  of  Dr.  Dorman’s  amendment  .say 
“aye,”  opposed  “no.”  It  is  passed  that  (a)  under 
the  “whereas”  is  eliminated. 

Leonard  L.  Heimoff,  M.D.,  Bronx:  On  section 
(6),  although  this  may  be  a play  on  semantics,  I think 
the  wording  “drug  factories”  should  be  changed  and 
substitute  therefor  “drug  manufacturing  facilities” 
and  “drug  products.”  Otherwise  you  may  just  be 
inspecting  the  factories  and  not  the  products  coming 
out  of  them.  I think  the  word  “manufacturing 
facilities”  would  be  better  substituted  for  the  word 


“factories.” 

Vice-Speaker  Wurzbach:  Is  there  a second  to 
that? 

. . . The  amendment  was  seconded  by  several. . . 

Vice-Speaker  Wurzbach:  Is  there  any  discus- 
sion on  the  amendment? 

. . . There  being  no  discussion,  the  amendment 
was  put  to  a vote  and  was  unanimously  carried. . . 

Vice-Speaker  Wurzbach:  Now,  we  are  back  on 
the  resolution  or  the  report  of  the  committee  as 
amended.  Is  there  any  further  discussion? 

. . . The  question  was  called,  and  the  motion  as 
amended  was  put  to  a vote  and  was  unanimously 
carried.  . . 


Section  229  (See  54) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Difficulties  in  Obtaining 
Enactment  of  Physicians’  Lien  Law 

Dr.  Himler:  Resolution  61-17,  “Difficulties  in 
Obtaining  Enactment  of  Physicians’  Lien  Law,’  ’ in- 
troduced by  the  Medical  Society  of  the  County  of 
Oneida,  is  the  next  resolution  that  was  considered  by 
your  reference  committee. 

The  subject  of  the  lien  law  has  been  discussed  in 
the  committee’s  review  of  the  report  of  the  Commit- 
tee on  Legislation.  The  committee  finds  itself  in 
complete  sympathy  with  the  objectives  specified  in 
resolution  61-17  and  submits  the  followfing  substi- 
tute resolution  for  61-17: 

Whereas,  the  physicians  of  the  State  of  New 
York  have  for  many  years  unsuccessful!}'  at- 
tempted to  obtain  passage  of  a Physicians’  Lien 
Law ; and 

Whereas,  the  passage  of  such  legislation  has 
been  allegedly  blocked  by  the  opposition  of 
certain  segments  of  the  insurance  industry  and  of 
the  legal  profession;  and 

Whereas,  the  underlying  reasons  for  such 
opposition  have  not  been  clearly  stated  or 
documented;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  a functioning  liaison  committee 
with  the  New  York  State  Bar  Association  which 
includes  responsible  representatives  of  the  in- 
surance industry  as  well  as  the  legal  profession; 
now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  through  its  Joint  Committee 
with  the  New  York  State  Bar  Association  under- 
take exploratory  discussions  and  conferences  with 
the  insurance  industry  and  legal  profession  to 
ascertain  the  underlying  reasons  for  their  opposi- 
tion to  the  Physicians’  Lien  Law;  and  be  it  fur- 
ther 

Resolved,  that  means  of  overcoming  existing 
differences  and  reaching  an  understanding  with 
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said  industry  and  profession  concerning  the 
physicians’  liens  be  explored  to  the  end  that  the 
legislation  introduced  be  acceptable  to  all  three 
groups  involved. 

Vice-Speaker  Wurzbach:  Do  you  move  the 
adoption? 

Dr.  Himler:  I move  the  acceptance  of  this 
resolution. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  230  (See  65) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Medical  School  Scholar- 
ships 

Dr.  Himler;  Resolution  61-18,  “Medical  School 
Scholarships,”  introduced  by  Onondaga  County 
Medical  Society — Your  reference  committee 

amended  and  approved  as  resolution  61-18  the 
following: 

Whereas,  there  are  many  communities  in  the 
State  of  New  York  requiring  the  services  of 
general  practitioners;  and 

Whereas,  the  diminishing  ranks  of  general 
practitioners  have  aggravated  this  problem;  and 
Whereas,  a lack  of  physicians  in  communities 
requiring  them  can  be  a contributing  factor  to  poor 
relations  between  organized  medicine  and  the 
public;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  in  order  to  correct  the  shortage  of 
general  practitioners,  introduce  legislation  at  the 
1962  session  of  the  State  Legislature  to  provide 
that  the  State  of  New  York  will  provide  the  funds 
for  the  award  of  adequate  medical  school  scholar- 
ships annually,  said  scholarships  to  contain  the 
proviso  that  the  recipients  of  same  will  be  required 
to  spend  a certain  number  of  years  (to  be  deter- 
mined) in  general  practice  in  a rural  community 
in  New  York  State  on  completion  of  the  medical 
student’s  training  and  military  service. 

Mr.  Speaker,  I move  adoption  of  this  resolution. 
Vice-Speaker  Wurzbach:  Is  there  discussion? 
Maurice  M.  Maltinsky,  M.D.,  Monroe:  I 

should  apprise  you  of  the  fact  that  the  New  York 
State  Academy  of  General  Practice  is  attempting 
to  encourage  the  establishment  of  such  scholar- 
ships. However,  there  is  something  hidden  here 
which  I think  should  be  brought  out,  and  that  is  in 
attempting  to  get  the  cooperation  of  the  various 
medical  schools  to  promote  and  encourage  general 
practitioners  or  even  encourage  medical  students  to 
become  general  practitioners,  we  seem  to  find  a block. 

If  I am  remiss  or  if  I am  out  of  order  in  bringing 
this  up,  I am  glad  because  it  has  been  subdued  for 
too  long  a time.  In  order  to  encourage  medical 
students  to  become  general  practitioners,  we  must 


do  this  at  the  source,  and  that  is  in  the  medical 
schools.  Having  been  interested  in  and  having 
spoken  to  some  of  the  men  in  the  medical  schools, 
I find  that  when  they  are  encouraging  men  to  go 
into  the  various  fields,  they  attempt  to  have  so-called 
images  of  what  they  want  their  medical  students  to 
become.  In  view  of  the  fact  that  there  is  a remark- 
able dearth  of  general  practitioners  on  the  teaching 
staffs  of  the  various  medical  school  hospitals,  you 
can  see  readily  how  difficult  it  is  to  have  the  image 
of  a general  practitioner  in  medical  schools  in  front 
of  the  medical  students  if  there  is  none  on  the  staff. 

I think  this  should  be  borne  in  mind  because  when 
we  encourage  them,  we  must  make  some  proviso 
that  there  are  general  practitioners  who  can  contact 
or  be  contacted  by  the  medical  students  desiring 
this,  so  that  they  know  what  a general  practitioner 
is.  Unfortunately,  gentlemen,  I have  been  in  a 
position  where  I have  heard  some  men  say,  “What 
is  a general  practitioner?” 

Well,  take  a look  at  me.  I am  one,  believe  me. 
not  the  old-fashioned  tj'pe,  although  I am  old- 
fashioned  in  many  ideals.  We  are  old-fashioned  in 
our  philosophy  of  being  general  practitioners  and 
family  physicians,  but  we  are  modernized,  partic- 
ularly in  our  attempts  at  being  good  physicians. 
For  medical  unity  this  should  be  borne  in  mind. 

Irving  L.  Ershler,  M.D.,  Onondaga:  I could  not 
agree  more  with  Dr.  Maltinsky  than  I do.  However, 
this  is  a different  problem  altogether.  It  is  very 
difficult,  if  not  impossible,  to  get  the  deans  and  the 
faculties  of  the  medical  schools  to  change  their 
curriculum.  This  is  another  problem  altogether. 
What  the  Onondaga  resolution  has  in  mind  is 
provision  of  scholarships  financed  by  the  State  of 
New  York  to  indenture  the  medical  student  re- 
cipients of  these  scholarships  to  spend  a certain 
amount  of  time  in  general  practice  in  communities 
of,  say,  not  larger  than  10,000  people  for  a period  of 
the  duration  of  their  scholarship.  For  example,  if 
they  received  a scholarship  of  four  years  they  will 
spend  a minimum  of  four  years  in  such  a community, 
and  if  they  also  have  a scholarship  for  a year  of 
their  internship,  five  years  of  general  practice  in  a 
small  community. 

Further,  it  is  well  known  that  because  of  the  fear 
of  overcoming  inertia — -and  this  is  the  difficulty — 
many  of  those  men  who  start  in  general  practice  in  a 
small  community  will  remain  there,  and  I submit,  sir, 
this  is  a different  proposition  from  attempting  to 
change  the  curriculum  of  medical  schools. 

Vice-Speaker  Wurzbach;  Is  there  any  further 
discussion? 

Alfred  A.  Angrist,  M.D.,  Queens:  The  intent  of 
this  resolution  is  most  commendable.  However, 
the  awarding  of  the  financial  support  of  the  scholar- 
ship does  not  take  into  consideration  the  problem  of 
admission  into  the  medical  schools.  There  should 
be  some  attempt  made  to  get  some  cooperation  from 
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the  medical  colleges  of  the  State  to  make  such  a 
program  effective,  because  without  that  you  cannot 
ordinarily  get  these  people  past  the  admissions 
committee. 

By  way  of  corroboration  I would  say  there  is  no 
doubt  about  the  fact  that  the  general  practitioner  is 
being  represented  in  the  eyes  of  the  medical  student 
in  such  a light  that  general  practice  does  not  ordi- 
narily attract  the  men  who  enter  the  field.  The 
dean  of  one  of  our  large  medical  schools  in  the  State 
made  the  statement  that  the  general  practitioner  is 
dying  and  will  disappear,  that  there  is  no  place  in 
modern  medicine  for  a general  practitioner.  That 
reflects  the  attitude  of  most  medical  educators 
today  who  are  setting  the  policy  and  controlling  the 
training,  the  identification,  and  the  motivation  of 
our  medical  students. 

I do  think  in  adopting  resolution  61-74  you  are 
going  to  the  heart  of  this  problem  by  setting,  first 
and  foremost,  the  objectives  and  goals  of  our 
medical  education  in  the  light  of  the  necessity  of 
general  medical  service  and  patient  care.  In  that 
fashion  this  problem  comes  into  its  proper  perspec- 
tive, and  I think  you  can  achieve  your  objective  in 
that  fundamental  manner. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . 

Section  2S1  {See  67) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Proposed  Amendment  to 
Social  Welfare  Law  in  Relation  to  Medical 
Assistance  to  Aged 

Dr.  Himler:  Resolution  61-20,  “Proposed 

Amendment  to  Social  Welfare  Law  in  Relation  to 
Medical  Assistance  to  Aged,”  introduced  by  the 
Ontario  County  Medical  Society; 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  use  its  efforts  in  recommending 
to  the  State  Legislature  that  compensation  for 
services  rendered  by  physicians  under  the  Met- 
calf-McCloskey  Bill  be  uniform  throughout  the 
State  at  the  level  already  recommended  by  the 
State  Department  of  Social  Welfare  (Book  V 
Schedule)  for  care  rendered  to  welfare  recipients. 

Your  reference  committee  moves  to  disapprove 
this  resolution  on  the  basis  that  the  Book  V Sched- 
ule is  currently  the  State-wide  maximum  fee  sched- 
ule of  the  State  Department  of  Social  Welfare. 
Necessary  adjustments  in  this  fee  schedule  are  made 
by  local  welfare  agencies.  Your  committee  does  not 
feel  that  an  over-all  rule  can  be  imposed,  in  view  of 
the  varying  conditions  encountered  in  the  different 
localities.  In  the  opinion  of  your  committee,  these 
problems  should  be  referred  to  the  county  medical 
society  for  adjudication  with  the  local  welfare 
agencies. 

Mr.  Speaker,  I move  disapproval  of  this  resolu- 


tion. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  232  {See  66) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Legislation  to  Permit 
Medical  Practitioners  to  Organize  as  an  Asso- 
ciation for  Tax  Purposes 

Dr.  Himler:  Resolution  61-28,  “Legislation  to 
Permit  Medical  Practitioners  to  Organize  as  an 
Association  for  Tax  Purposes,”  introduced  by  the 
Medical  Society  of  the  County  of  Albany: 

Resolved,  that  this  House  of  Delegates  approve 
a study  by  the  Medical  Society  of  the  State  of  New 
York  exploring  the  possibility  of  an  amendment  to 
the  laws  of  the  State  of  New  York  for  introduction 
into  the  1962  session  of  the  New  York  State  Legis- 
lature, for  the  purpose  of  permitting  groups  of 
medical  practitioners  so  to  organize  themselves  as 
to  be  qualified  as  an  association  taxable  as  a cor- 
poration with  the  criteria  established  by  the 
regulations  of  the  Internal  Revenue  Service. 

Your  reference  committee  understands  that  laws 
to  this  effect  are  already  in  operation  in  four  states 
and  believes  that  further  study  and  implementation 
by  the  Council  are  indicated. 

Mr.  Speaker,  I move  the  adoption  of  this  resolu- 
tion. 

Vice-Speaker  Wurzbach:  Is  there  any  discus- 
sion? 

Thomas  F.  McCarthy,  M.D.,  Bronx:  I have  a 
question.  No  specific  action  is  recommended  here. 
They  say  they  believe  that  further  study  and  imple- 
mentation by  the  Council  are  indicated.  Do  they 
refer  it  to  the  Council  for  such  further  study? 

Vice-Speaker  Wurzbach:  This  calls  for  further 
study  and  implementation  by  the  Council. 

Dr.  McCarthy:  In  other  words,  they  are  so 
referring  it? 

Dr.  Himler:  Yes. 

Dr.  McCarthy:  Then,  I move  they  state  they 
refer  it  to  the  Council. 

Vice-Speaker  Wurzbach:  That  is  what  it  states 
here. 

Dr.  McCarthy:  No,  they  say  they  believe  fur- 
ther study  is  indicated,  but  they  don’t  say  to  do  it. 

Vice-Speaker  Wurzbach;  In  the  first  part  it 
states  that  this  House  of  Delegates  approve  a study 
by  the  Medical  Society  of  the  State  of  New  York 
(‘xploring  the  possibility  of  an  amendment  to  the 
laws  of  the  State  of  New  York  for  introduction  in 
the  1962  session  of  the  New  York  State  Legislature, 
which  under  these  conditions  could  only  be  the 
Council. 

Dr.  McCarthy:  I mean  the  recommendation  of 
the  reference  committee  does  not  say  to  refer  it  to 
the  Council  to  do  this. 


158 


New  York  State  J.  Med. 


MINUTES  OF  THE  ANNUAL  MEETING 


Vice-Speaker  Wurzbach:  Are  you  going  to 
state  that  that  be  referred? 

Dr.  Himler:  We  .state  it  this  way ; We  state  that 
laws  to  this  effect  are  already  in  operation,  and  we 
can  say  that  this  matter  be  referred  to  the  Council 
for  further  study  and  implementation,  yes. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried  . . . 

Section  233  {See  76) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Alarming  Increase  in  Mal- 
practice Suits 

Dr.  Himler;  Resolution  61-89,  “Alarming 
Increase  in  Malpractice  Suits,”  introduced  by 
Bronx  County  Medical  Society: 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  and  the  Bar  Association  of  the  State 
of  New'  York  each  appoint  a committee  to  work 
jointly  toward  evolving  a modus  operandi  which 
will  help  eliminate  this  harmful  situation. 

As  your  reference  committee  has  previously 
explained  in  its  review  of  the  report  of  the  Mal- 
practice Insurance  and  Defense  Board,  it  believes 
that  the  alarming  increase  in  malpractice  suits  is  a 
social  phenomenon  which  at  least  to  some  degree  is 
unavoidable.  While  the  committee  is  in  sympathj' 
with  any  endeavor  that  might  reduce  the  number  of 
malpractice  suits,  it  has  been  advised  that  joint 
medical  association  and  bar  association  committees 
have  not  been  effective  in  reducing  the  incidence  of 
malpractice  suits.  Your  committee,  therefore, 
recommends  disapproval  of  this  resolution,  and  I 
so  move. 

. . . There  being  no  discussion,  the  motion  w'as  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  23 (See  7ff) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Plan  to  Oppose  Chiro- 
practic Legislation 

Dr.  Himler:  Resolution  61-42,  “Plan  to  Oppose 
Chiropractic  Legislation,”  introduced  by  Bronx 
County  Medical  Society: 

Resolved,  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  promulgate  a 
plan  to  fight  this  bill  all  year  round  rather  than 
the  short  time  between  introduction  of  the  bill 
and  final  outcome. 

Your  reference  committee  recommends  no  action 
on  this  resolution  since  the  major  proposals  of  the 
resolution  have  been  incorporated  into  its  report  on 
the  Committee  to  Combat  Cults. 

Therefore,  I move  we  take  no  action  on  this 
resolution,  Mr.  Speaker. 

Vice-Speaker  Wurzbach:  Is  there  discussion? 


Db.  Flynn:  I would  like  to  say  the  reason  this 
was  introduced  was  because  we  wanted  to  stop 
merely  a crash  program  for  two  or  three  months  and 
to  try  and  even  this  out  over  the  whole  year.  It 
may  help  us  in  budgeting  our  money  insofar  as  we 
will  be  able  to  spend  our  money  the  year  around 
rather  than  in  three  or  four  months’  time. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  carried  . . . 

Section  235  (See  80) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Legislation  to  Provide  Tax 
Deductions  for  Medical  School  Tuition 

Dr.  Himler;  Resolution  61-43,  “Legislation  to 
Provide  Tax  Deductions  for  Medical  School  Tui- 
tion,” introduced  by  Bronx  County  Medical  So- 
ciety; 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  propose  legislation  to  be 
introduced  into  the  next  sessions  of  Congress  and 
the  State  Legislature  to  permit  parents  to  deduct 
from  their  income  for  tax  purposes  the  cost  of 
tuition  of  young  men  and  women  studying  at 
medical  schools. 

Your  reference  committee  recognizes  the  fact  that 
lack  of  funds  is  probably  only  one  of  the  many 
reasons  for  the  decrease  in  the  number  of  applica- 
tions to  medical  schools.  It  feels,  however,  that 
any  factor  that  encourages  the  applications  of 
qualified  individuals  should  be  supported.  It, 
therefore,  recommends  approval.  I move  adoption 
of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  236  (See  81) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Legal  Responsibility  in 
Performance  of  Postmortem  Cesarean  Section 

Dr.  Himler:  Resolution  61-44,  “Legal  Responsi- 
bility in  Performance  of  Postmortem  Cesarean 
Section,”  introduced  by  Alfred  A.  Angrist,  M.D., 
Medical  Society  of  the  County  of  Queens: 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  recom- 
mend the  introduction  of  legislation  to  cover  this 
problem,  similar  to  the  statute  now'  existing  in  the 
State  of  Oklahoma,  as  follows; 

“Postmortem  cesarean  section  is  permitted 
upon  the  body  of  any  female  who  is  the  victim 
of  an  accidental  death  in  the  advanced  stages  of 
pregnancy  and  where  the  physician  has  reason  to 
believe  that  the  child  is  viable  in  the  mother. 
There  is  no  civil  or  criminal  liability  for  the 
operation  although  performed  without  the  con- 
sent of  the  person  having  the  legal  right  to 
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possession  of  the  body”  (Okla.  Stat.  Ann.  Tit 
63,  Sec.  103). 

Your  reference  committee  was  informed  on  the 
background  of  the  resolution  by  its  proponent. 
While  it  would  seem  that  this  type  of  situation  would 
very  rarely  arise,  it  may  serve  some  practical 
purpose  to  place  this  on  the  record.  Your  com- 
mittee, therefore,  recommends  acceptance  of  this 
resolution  with  the  following  minor  change  in  the 
“resolved”  as  follows; 

“Postmortem  cesarean  section  be  permitted 
upon  the  body  of  any  deceased  female  in  the 
advanced  stages  of  pregnancy,”  etc. 

I move  adoption  of  this  recommendation. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  237  (See  89) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Change  in  Social  Welfare 
Law  to  Increase  Effectiveness  of  Medical  As- 
sistance for  the  Aged 

Dr.  Himlee:  Resolution  61-52,  “Change  in  Social 
Welfare  Law  to  Increase  Effectiveness  of  Medical 
Assistance  for  the  Aged,”  introduced  by  Charles 
II.  Mathews,  M.D.,  Medical  Society  of  the  County 
of  Monroe; 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  support  the  following  changes,  in 
order  to  increase  the  effectiveness  of  the  Medical 
.Assistance  for  the  Aged  Law;  (1)  an  incidentals 
allowance  shall  be  provided;  (2)  eyeglasses  and 
dentures  shall  be  provided;  (3)  ambulance 
transportation  shall  be  provided. 

Your  reference  committee  recommends  that  no 
action  be  taken  on  this  resolution  since  it  is  informed 
that  the  Department  of  Social  Welfare  is  alreadj' 
making  administrative  adjustments  in  this  direc- 
tion. 

Mr.  Speaker,  I recommend  no  action  on  this 
resolution. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  238  (See  94) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters;  Only  Doctors  of  Medicine 
to  Practice  Psychiatry 

Dr.  Himler;  Resolution  61-57,  “Only  Doctors 
of  Medicine  to  Practice  Psychiatry,”  introduced  by 
the  Medical  Society  of  the  County  of  Queens: 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  sponsor  legislation  so  that  laws 
governing  the  healing  arts  will  prevent  an3’'  person 


not  a licensed  doctor  of  medicine  to  treat  an.v 
human  illness  or  disorder  including  mental  and 
emotional  disease  and  personality  disorder; 
and  be  it  further 

Resolved,  that  the  Attorney  General  of  New 
York  State  be  requested  to  comply  with  this 
resolution. 

Your  reference  committee  is  in  svunpathy  with  the 
purpose  of  this  resolution  and  recommends  the 
follov\nng  substitute  resolution: 

Whereas,  we  have  become  increasiugty  con- 
cerned wdth  the  number  of  nonmedical  persons 
who  are  illegally  engaged  in  the  practice  of  ps\Tho- 
therapy;  and 

Whereas,  psj'chotherapy  is  a specialized 
therapeutic  tool,  often  used  with  other  therapeutic 
procedures  in  the  treatment  of  emotional  and 
nervous  disorders;  and 

Whereas,  the  choice  of  therapeutic  procedures 
and  the  practice  of  such  procedures  must  be  done 
only  by  a trained  and  duly  licensed  physician; 
and 

Whereas,  the  health  and  welfare  of  the  people 
of  New  York  State  are  being  jeopardized  by 
persons  unqualified  bj'  training  and  experience  to 
assume  responsibility  for  the  diagnosis  and 
treatment  of  emotional  and  mental  disorders; 
and 

Whereas,  existing  laws  as  interpreted  by  the 
courts  and  an  opinion  of  the  Attorney  General 
have  held  that  the  diagnosis  and  treatment  of 
nervous  and  mental  disorders  (“suggestive 
therapj'’”  and  “psychotherap.y” ) are  restricted 
in  this  State  to  licensed  phj'sicians;  now  therefore 
be  it  hereby 

Resolved,  that  in  view  of  the  danger  to  the 
health  and  welfare  of  the  people  of  this  State,  the 
failure  to  enforce  these  laws  be  drawn  to  the  atten- 
tion of  the  Governor  and  the  Attorney  General; 
and  be  it  further 

Resolved,  that  this  matter  be  referred  to  the 
Council  for  appropriate  action. 

I move  the  adoption  of  this  substitute  resolution. 
. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  239  (See  104) 

Report  ofReference  Committee  on  Legislation 
and  Legal  Matters:  Committees  to  Study 
Operation  of  Assistance  Program  Under  Kerr- 
Mills  Law 

Dr.  Himler:  Resolution  61-66,  “Committees  to 
Studj"  Operation  of  Assistance  Program  under 
Kerr-Mills  Law,”  introduced  bj^  Medical  Society  of 
the  County  of  New  York; 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  recommend  to  each  component 
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county  society  that  it  establish  a committee  to 
study  the  operation  of  the  assistance  program  in 
its  own  area  on  a continuing  basis;  and  be  it 
further 

Resolved,  that  each  committee  report  to  a 
special  Council  committee  of  the  Medical 
Society  of  the  State  of  New  York  at  regular 
intervals;  and  be  it  further 

Resolved,  that  on  the  basis  of  the  information  so 
obtained,  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  make  appropriate  recom- 
mendations to  the  State  Welfare  agency  or  to  the 
Governor  when  it  deems  necessary;  and  be  it 
further 

Resolved,  that  wide  publicity  be  given  to  the  • 
existence  of  this  mechanism  within  the  Medical 
Society  of  the  Stateof  New  Yorkto  help  keep  the 
effectiveness  of  the  assistance  program  at  a high 
level  and  to  note  whatever  criticisms  or  recom- 
mendations the  Council  may  periodically  make. 

Your  committee  recommends  that  no  action  be 
taken  on  this  resolution  since  its  review  of  the  report 
of  the  Subcommittee  on  Federal  Legislation  already- 
contains  recommendations  to  achieve  these  ends. 

I move  adoption  of  this  portion  of  the  report. 

. . . There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried  . . . 

Section  240  {See  107) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters;  Legislation  to  Define 
Frac.tice  of  Physical  Therapy 

Dr.  Himler:  Resolution  61-69,  “Legislation  to 
Define  Practice  of  Physical  Therapy,”  introduced 
by  Henry  Fleck,  M.D.,  Section  Delegate: 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  reintroduce  such  legislation  provided 
that  satisfactory  agreement  is  reached  between 
the  Section  on  Physical  Medicine  and  Rehabili- 
tation and  the  American  Physical  Therapy  Asso- 
ciation. 

Your  committee  reviewed  this  resolution  and 
recommends  that  no  action  be  taken  on  it  at  the 
present  time  in  view  of  the  fact  that  it  has  been 
assured  by  the  Committee  on  Legislation  that  legis- 
lation to  this  effect  will  be  reintroduced  when  all 
interested  parties  can  agree  to  support  it.  Your 
reference  committee  would  state  parenthetically  that 
every  effort  should  be  made  to  secure  such  agree- 
ment on  all  legislation  prior  to  its  introduction  so 
as  not  to  dilute  the  efforts  of  our  legislative  counsel. 

Mr.  Speaker,  I move  acceptance  of  this  portion  of 
the  report. 

V ice-Speaker  W urzbach  : Is  there  discussion? 
Henry  Fleck,  M.D.,  Section  Delegate:  Mr. 

Speaker,  my  section  is  attempting  to  write  this 
physical  therapy  law  in  accordance  with  the  pre- 


viously expressed  opinion  of  the  chairman  of  this 
reference  committee  that  “legislation  providing 
for  such  review  and  of  the  Medical  Practice  Act 
should  be  an  objective  to  be  sought.” 

In  order  to  carry  on  our  activities,  it  is  imperative 
that  this  resolution  be  adopted  and  incorporated 
into  the  minutes  of  this  session.  To  do  otherwise 
would  only  aid  and  abet  those  forces  which  do  not 
want  to  accept  remedial  legislation  and  are  actively 
engaged  in  the  attempt  to  withdraw.  I therefore 
move  that  this  portion  of  the  report  be  disapproved 
and  my  resolution  be  adopted  instead. 

. . . The  motion  was  seconded  by  several . . . 
Vice-Speaker  Wurzbach:  We  are  now  on  the 
substitute  resolution  asking  for  the  adoption  of 
this  amendment.  Is  there  any  further  discussion? 
All  those  in  favor  of  the  substitute  motion  for  the 
report  of  the  reference  committee  say  “aye,” 
those  opposed  “no.”  The  motion  is  lost. 

We  are  now  back  on  the  recommendation  of  the 
committee  that  there  be  no  action  taken. 

Dr.  Fleck:  Mr.  Speaker,  I demand  a vote  count, 
a count  of  the  vote.  I don’t  believe  this  resolution 
was  lost. 

Vice-Spe.akek  Wuhzb.ach:  You  have  heard  the 
division  request.  .\11  those  in  favor  of  the  substitute 
resolution  will  rise;  those  opposed  will  rise.  It  is 
clearly  lost. 

We  are  now  on  the  report  of  the  reference  com- 
mittee recommending  no  action.  All  those  in 
favor  of  that  report  say  “aye,”  opposed  “no.” 
This  portion  of  the  report  of  the  reference  committee 
is  adopted. 

Dr.  Himler:  Mr.  Speaker,  if  I may  say  a word 
on  this,  the  reference  committee  did  not  oppose  this 
in  any  way  except  that  in  this  session  of  the  Legis- 
lature, apparently  the  interested  parties  could  not 
agree.  Although  they  ultimately  agreed,  it  was  too 
late  for  the  passage  of  the  bill.  Our  plea  is  that  this 
agreement  be  reached  beforehand  so  it  can  go 
through  without  embarrassing  our  legislative  coun- 
sel and  without  making  his  efficacy  in  planning 
ineffectual.  We  are  thoroughly  in  sympathy  with 
the  resolution. 

Section  241  (See  108) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters;  Endorsement  of  H.R.  5222 

Dr.  Himler:  Resolution  61-70,  entitled  “En- 
dorsement of  H.R.  5222,”  introduced  by  Broome 
County  Medical  Society: 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  go  on 
record  as  endorsing  H.R.  5222;  and  be  it  further 
Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  in.structed  to  introduce  a 
similar  resolution  in  the  House  of  Delegates  of  the 
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American  Medical  Association  at  its  next  meeting 
in  June,  1961. 

Your  reference  committee  is  in  sympathy  with  the 
objectives  of  this  resolution  and  recommends  its 
acceptance. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  2^2  (See  109) 

Report  of  Reference  Conunittee  on  Legislation 
and  Legal  Matters;  Change  in  Rules  and  Reg- 
ulations of  Malpractice  Insurance  and  De- 
fense Board 

Dr.  Himler:  Resolution  61-71,  “Change  in 

Rules  and  Regulations  of  Malpractice  Insurance 
and  Defense  Board,”  introduced  by  Richmond 
County  Medical  Society: 

Resolved,  that  the  Rules  and  Regulations  of 
the  Malpractice  Insurance  and  Defense  Board  be 
changed  to  provide  that  such  legal  counsel  be 
available  on  request  to  all  paid-up  members  of 
the  Medical  Society  of  the  State  of  New  York, 
without  regard  to  whether  or  not  they  carry 
professional  liability  insurance  with  the  Croup 
Plan  or  with  an  independent  carrier. 

Your  reference  committee  sought  the  advice  of 
the  executive  secretary  of  the  Malpractice  Insurance 
and  Defense  Board  and  legal  counsel  of  the  State 
Society  and  decided  against  this  resolution.  The 
committee  was  informed  that  it  was  not  feasible 
for  the  counsel  of  the  State  Society  to  defend  mal- 
practice actions  brought  against  its  members  who 
are  insured  by  other  carriers  in  view  of  the  fact  that 
indemnity  and  defense  normally  comprise  the  ele- 
ments that  go  into  malpractice  insurance.  The 
insurance  carrier  reserves  the  right  to  defend  actions 
brought  against  its  insureds  with  its  own  counsel. 
We  were  further  informed  that  where  the  liability 
exceeds  the  coverage  of  a member  insured  by  a 
carrier  other  than  our  group  carrier,  our  counsel 
defends  the  uninsured  portion  of  the  liability  wdthout 
fee.  The  recommendations  embodied  in  the  resolu- 
tion are,  therefore,  not  considered  advisable,  and 
your  reference  committee  recommends  its  dis- 
approval. 

I move  the  adoption  of  this  portion  of  the  report. 
Vice-Speaker  Wurzbach:  Is  there  discussion? 
Dr.  Wagreich:  Mr.  Speaker,  as  a matter  of 

information,  am  I correct  in  assuming  that  the 
facilities  of  the  legal  counsel  and  his  staff  are  always 
available  on  a consultative  basis  to  the  insured 
members  of  the  Medical  Society  of  the  State  of  New 
York  in  the  event  of  any  litigation  of  this  sort? 

Vice-Speaker  Wurzbach;  I cannot  answer  that. 
Mr.  Martin  will  have  to  answer  that. 

Mr.  Martin:  The  answer  is  yes.  Over  the  years 
we  have  accumulated  a certain  number  of  briefs 


which  are  considered  of  some  importance.  We  | )I 

have  quite  a medical  hbrary,  and  w'e  are  on  friendly  | [: 

terms  with  the  attorneys  who  defend  these  cases  j 
for  other  companies.  At  all  times  we  make  it  '1 
perfectly  clear  that  they  are  free  to  come  down  and  J 
discuss  their  matters,  and  if  there  is  any  w’ay  in  ^ 
which  W'e  can  help  them  by  records  of  past  cases  of  ■ 
testimony,  we  will  do  so.  Of  course,  we  have  pur- 
sued the  path  for  forty  years  of  never  particiiiating  . 
in  these  cases  except  on  t he  defendant’s  side.  Some  | 
of  these  attoriKys  that  do  the  work  for  other 
c'omiianies  have  considerable  know-how'  and  are 
very  skillful,  and  some  have  less  experience.  We 
want  every  doctor  to  understand  in  relation  to  any  1 
problem  he  has  that  he  is  free  to  call  on  us.  At  the 
present  time  I think  it  is  safe  to  assume  that  w e have  ' 
over  50  doctors  who  have  gotten  the  usual  letter  | 
from  their  insurance  carrier  to  the  effect  that  they 
are  being  sued  for  an  amount  in  excess  of  their  i , 
insurance  coverage,  “Please  get  counsel  of  your  , 
own  for  this  excess.”  If  their  personal  counsel 
calls  us  up,  we  are  only  too  pleased  to  advise. 

Our  relations  with  them  are  very  friendly,  and  we 
have  had  hours  and  hours  of  consultation  in  w'hich 
we  seek  to  help  in  the  solution  of  the  problems  of 
many  who  are  insured  in  other  companies.  The  : 
fundamental  problem  is  that  other  companies  have  ' 
their  own  counsel,  and  you  can’t  go  around  with  | 
a sandwich  sign  soliciting  business  of  that  kind.  i 

Dr.  Wagreich;  My  assumption  appears  to  be  ‘ 
correct  that  the  facilities  are  always  available  for 
consultation,  both  with  the  insured  and  his  counsel, 
in  the  event  of  litigation. 

Vice-Speaker  Wurzbach:  Is  there  any  further 
discussion? 

Mr.  Martin:  I will  end  on  this  note:  If  we  are  S 

requested  by  any  doctor  who  is  insured  w ith  another  J 

company  to  help  him  in  any  wtiv,  even  to  attending  J 

in  court,  wt'  will  do  everything  in  our  power  to  go  J 

along.  ^ 

. . . There  being  no  further  discussion,  the  motion 
w'as  put  to  a vote  and  w'as  unanimously  carried  ...  j 

Section  24S  (See  110,116) 

Report  of  Reference  Committee  on  Legislation 
and  Legal  Matters:  Study  of  Problems  of 
Ophthalmology  and  Optometry  < 

Dr.  Himler:  Resolution  61-72,  “Study  of  Prob-  4 
lems  of  Ophthalmology  and  Optometry,”  introduced  .' 

by  Peter  J.  DiNatale,  M.D.,  Councillor; 

Resolved,  that  this  House  of  Delegates  request 
the  Judicial  Council  of  the  Medical  Society  of  the 
State  of  New  York  to  undertake  a study  on  the 
problems  of  ophthalmology  and  optometry. 

Your  reference  committee  is  of  the  opinion  that 
the  question  involved  in  this  resolution  is  not  one  of 
ethics  but  a question  of  the  interpretation  of  the 
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Medical  Practice  Act  as  it  refers  to  optometrists. 
Under  these  circumstances  it  offers  the  following 
substitute  resolution: 

Whereas,  there  has  been  considerable  discus- 
sion about  the  relationship  between  the  opthal- 
mologist  and  the  optometrist;  and 

Whereas,  this  is  a problem  pertaining  to  the 
permissible  limits  of  practice  of  optometrists 
rather  than  a question  of  ethics;  now  therefore 
be  it  hereby 

Resolved,  that  this  House  of  Delegates  request 
the  Council  of  the  Medical  Society  of  the  State  of 
New  York  to  undertake  a study  of  the  problem 
and  take  appropriate  action. 

I move  this  substitute  resolution. 

Vice-Speaker  Wurzbach:  Is  there  discussion? 
Dr.  D’Angelo;  This  whole  problem  is  going  to  be 
studied  or  is  under  study  by  the  American  Medical 
Association.  I would  say  this,  however.  I would 
differ  with  the  chairman  of  the  reference  committee 
that  there  is  no  problem  of  ethics  involved  here. 
There  are  possible  ethics  involved  here.  I am  not 
going  to  take  the  time  of  this  body  to  e.xplain  the 
Iiroblems  at  all,  but  there  are  problems  of  ethics 
involved.  I think  that  this  portion  of  the  rejiorl 
requesting  the  Council  of  the  Medical  Society  to 
take  up  this  matter  is  perfectly  applicable,  but  at 
the  same  time  I think  the  Council  should  be  aware 
that  the  .American  Medical  Association  is  t aking  this 
problem  up  as  a whole. 

Vice-Speaker  Wurzbach:  Thank  you,  sir. 

. . . There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimou.sly  carried  . . . 

Dr.  Himler;  Mr.  Speaker,  may  I move  the 
approval  of  that  portion  of  my  report  dealing  with 


resolutions? 

Vise-Speaker  Wurzbach:  The  report  as  a 

whole? 

Dr.  Himler:  I am  not  ready  for  that  yet. 

Vice-Speaker  Wurzbach:  Proceed  as  you  think 
desirable. 

Dr.  Himler;  The  chairman  wishes  to  acknowl- 
edge with  gratitude  the  patience,  judgment,  and 
spirit  of  cooperation  shown  by  the  members  of  the 
reference  committee.  Our  thanks  are  also  due  to 
those  members  of  the  House  of  Delegates  and  to 
members  of  the  staff  who  aided  us  with  advice  and 
information. 

Finally,  special  mention  must  be  made  of  the 
services  of  Miss  Sheila  Treacy,  who  spent  many 
long  and  difficult  hours  in  taking  dictation  and 
transcribing  this  somewhat  involved  report. 

Mr.  Speaker,  now,  may  I move  the  approval  of 
the  report  of  the  reference  committee  as  a whole,  as 
amended. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  244 

- innouncements 

Speaker  Lane:  Gentlemen,  that  completes  the 
formal  consideration  of  the  reports  of  the  reference 
(committees. 

There  are  a couple  of  announcements,  and  then, 
I will  tell  you  our  procedure  from  here  on. 

Do  not  forget  to  attend  the  exhibits  and  the 
scientific  sessions.  They  are  asking  for  your  help. 

We  are  now  going  to  adjourn.  In  about  twenty 
minutes  we  will  convene  the  clo.sing  session,  and 
the  first  order  of  business  will  be  the  elections. 
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Speaker  Lane;  Gentlemen,  the  meeting  wall 
please  come  to  order. 

Immediately  after  the  House  adjourns,  the  Coun- 
cil and  the  Board  of  Trustees  wall  meet  in  the  Pea- 
cock Room  on  the  Mezzanine  floor. 

I have  been  asked  to  announce  that  the  Judicial 
Council  wall  meet  in  this  room  for  a few  minutes 
during  the  counting  of  the  ballots. 

Section  S45 


John  A.  Hatch,  Yates 
Arthur  H.  Diedrick,  Westchester 
Stanley  B.  Folts,  Seneca 
Webster  M.  Moriarta,  Saratoga 
George  Gordon  Knight,  Rockland 
John  E.  Low'ry,  Queens 
Kent  W.  Jar\ds,  Oswego 
Irwin,  Alper,  Oneida 
August  H.  Groeschel,  New  York 
David  B.  Monheit,  Kings 
Jerome  B.  Flynn,  Bronx 
Richard  A.  Downey,  Erie 


Appointment  of  Tellers 

Speaker  Lane  : The  first  business  of  this  session, 
as  you  know,  is  elections. 

Mr.  Secretary,  is  there  a quorum  present? 

Secretary  Wheeler:  Yes,  sir. 

Speaker  Lane:  The  secretary  announces  a 

quorum  present. 

I will  now^  appoint  the  tellers  for  counting  the 
ballots: 


Gentlemen,  after  these  tellers  cast  their  owoi 
ballots,  they  will  report  to  Dr.  Gagan  in  the  Genesee 
Room. 

There  are  228  delegates  registered  as  of  now. 

The  location  of  the  tellers  w'e  have  announced. 

Section  24() 

Report  of  ISominating  Committee 


Frank  A.  Gagan,  Dutchess,  Chairman 
Charles  F.  McCarty,  Kings,  Chairman  ex-offico 
John  A.  Kalb,  Broome 
Garra  L.  Lester,  Chautauqua 
Edward  Siegel,  Clinton 
Thomas  S.  Bumbalo,  Erie 
James  E.  Glavin,  Essex 
Harold  T.  Golden,  Herkimer 
Arthur  P.  Kane,  Kings 
Leo  S.  Drexler,  Kings 
Felix  Ottaviano,  Madison 
Arthur  F.  Gaffney,  Fifth  District  Branch 
Royal  S.  Davis,  Section  on  General  Practice 
John  J.  Clemmer,  Section  on  Pathology,  Clinical 
Pathology,  and  Blood  Banking 
Francis  A.  Stephens,  Albany 
Henry  J.  Barrow,  Bronx 
Samuel  Lieberman,  Bronx 
Merle  D.  Evans,  Monroe 
Ralph  S.  Emerson,  Nassau 
James  H.  Ewdng,  New  York 
Joseph  M.  Pisani,  New  York 
Theodore  Rosenthal,  New  York 
Richard  D.  Eberle,  Onondaga 
PhUip  M.  Standish,  Ontario 
Irving  Weiner,  Orange 
Robert  S.  Cleaver,  Putnam 
Sol  Axelrad,  Queens 
William  Benenson,  Queens 
Gilbert  A.  Clark,  Rensselaer 
Walter  T.  Heldmann,  Richmond 
Henry  Vinicor,  St.  Lawrence 
John  H.  Wadsworth,  Schoharie 
Philip  Parillo,  Schenectady 
Maynard  W.  Gurnsey,  Steuben 
Sol  Shlimbaum,  Suffolk 
John  H.  Jakes,  Tioga 
Eugene  F.  Galvin,  Ulster 
Walter  S.  Bennett,  Washington 
John  N.  Dill,  Westchester 
Willard  J.  Chapin,  Wyoming 


Speaker  Lane:  We  will  ask  for  the  report  of  the 
Nominating  Committee. 

Secretary  Wheeler:  Mr.  Speaker  and  members 
of  the  House,  the  Nominating  Committee  presents 
the  following  slate: 


President 

President-Elect 

Vice-President 

Secretary 

Assistant  Secretary  . 
Treasurer 

Assistant  Treasurer . . . . 

Speaker 

Vice-Speaker 

Councillors  (three  years) . 


Trustee  {five  years) 

Trustee  {to  fill  unexpired 
term  of  four  years) .... 


John  M.  Galbraith,  Nassau 
Joseph  A.  Lane,  Monroe 
Reid  R.  Heffner,  West- 
chester 

William  L.  Wheeler,  Jr., 
New  York 

Ezra  A.  Wolff,  Queens 
Alaurice  J.  Dattelbaum, 
Kings 

Samuel  Z.  Freedman,  New 
York 

Frederick  A.  Wurzbach,  Jr., 
Bronx 

E.  Dean  Babbage,  Erie 
. Harold  F.  Brown,  Erie 
George  A.  Burgin,  Herkimer 
John  C.  McClintock,  Albany 
Joseph  G.  Zimring,  Nassau 
Renato  J.  -\zzari,  Bronx 

Norman  S.  Moore,  Tomp- 
kins 


Delegates  to  the  American  Medical  Association  {two  years, 
commencing  January  1,  1962): 

Renato  J.  Azzari,  Bronx 
James  M.  Blake,  Schenectady 
William  T.  Boland,  Chemung 
Harold  F.  Brown,  Erie 
George  A.  Burgin,  Herkimer 
Peter  J.  DiNatale,  Genesee 
Merle  D.  Evans,  Monroe 
Leo  E.  Gibson,  Onondaga 
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James  Greeaough,  Otsego 
George  J.  Lawrence,  Jr.,  Queens 
Charles  R.  Mathews,  Monroe 
Norman  8.  Moore,  Tompkins 
Bernard  J.  Pisani,  New  York 
William  B.  Rawls,  New  York 
Solomon  Schussheim,  Kings 
Alfred  P.  Ingegno,  Kings  {Withdrawn) 

Waring  Willis,  Westchester 
Ezra  A.  Wolff,  Queens 

Respectfully  submitted,  William  L.  Wheeler,  Jr., 
chairman. 

Speaker  Lane:  Thank  you.  Dr.  Wheeler. 

At  least  18  names  have  to  be  presented  for  dele- 
gates to  the  American  Medical  Association.  The 
first  nine,  of  course,  will  be  delegates;  the  second 
nine  will  be  alternate  delegates. 

Are  there  any  nominations  from  the  floor? 
Alfred  P.  Ingegno,  M.D.,  Kings:  Mr.  Speaker, 
I very  much  appreciate,  and  I am  very  much 
honored  by,  the  nomination  of  the  Nominating 
Committee,  but  my  delegation  already  has  a candi- 
date for  delegate  to  the  American  Medical  Associa- 
tion, so  I must  respectfully  and  regretfully  decline. 
Thank  you  very  much. 

Speaker  Lane:  Dr.  Ingegno  has  declined  to  run 
for  delegate  to  the  A.M.A. 

We  will  now  go  through  in  proj)er  order  for 
nominations  from  the  floor. 


. . . The  following  members  of  the  House  of  Dele- 
gates were  called  on  to  cast  their  ballots: 


Officers,  Councillors,  Trustees 


Norman  8.  Moore 
John  M.  Galbraith 
W.  Walter  Street 
William  L.  Wheeler,  Jr. 
Ezra  A.  Wolff 
Maurice  J.  Dattelbauiu 
Samuel  Z.  Freedman 
Joseph  A.  Lane 
Frederick  A.  Wurzbach, 
Jr. 

Renato  J.  Azzari 
Harold  F.  Brown 
George  A.  Burgin 
John  C.  McClintock 


Joseph  G.  Zinu-ing 
James  M.  Blake 
Peter  J.  DiNatale 
George  J.  Lawrence,  Jr. 
Waring  Willis 
Gerald  D.  Dorman 
Edward  C.  Hughes 
Alfred  P.  Ingegno 
Raymond  8.  McKeeby 
John  J.  Masterson 
Frederic  W.  Holcomb 
J.  Stanley  Kenney 
Leo  E.  Gibson 
James  Greenough 


Past- Presidents 


Orrin  Sage  Wightman 
Chas.  Gordon  Heyd 
Arthur  J.  Bedell 
Herbert  H.  Bauckus 
Louis  H.  Bauer 


Carlton  E.  Wertz 
Edward  T.  Wentworth 
Andrew  A.  Eggston 
Thurman  B.  Givan 
Henry  I.  Fineberg 


District  Delegates 


Wilfrid  M.  Anna 
Arthur  F.  Gaffnej- 
Reid  R.  Heffner 
Norman  C.  Lyster 

Roman 


Edwin  G.  Mulbury 
Joseph  F.  Shanaphy 
Charles  W.  Shlimbaum 
Eldred  J.  Stevens 
R.  Violyn 


Section  2^7 

Balloting 

The  president-elect,  vice-president,  secretary, 
assistant  secretary,  treasurer,  assistant  treasurer, 
speaker,  vice-speaker,  four  councillors  for  three 
years,  one  trustee  for  five  years,  and  one  trustee  for 
four  years  to  complete  an  unexpired  term  were 
unopposed  and  were  elected  by  a single  ballot  cast 
by  the  secretary. 

After  nominations  from  the  floor  and  the  with- 
drawal of  one  name  presented  by  the  Nominating 
Committee,  the  nominees  for  election  of  nine 
delegates  and  nine  alternates  to  the  American 
Medical  Association  were  as  follows: 

Renato  J.  Azzari,  Bronx 
James  M.  Blake,  Scheneotadj- 
William  T.  Boland,  Chemung 
Harold  F.  Brown,  Erie 
George  A.  Burgin,  Herkimer 
Peter  J.  DiNatale,  Genesee 
Merle  D.  Evans,  Monroe 
Leo  E.  Gibson,  Onondaga 
James  Greenough,  Otsego 
George  J.  Lawrence,  Jr.,  Queens 
Charles  R.  Mathews,  Monroe 
Norman  S.  Moore,  Tompkins 
Arthur  Q.  Penta,  Schenectady 
Bernard  J.  Pisani,  New  York 
William  B.  Rawls,  New  York 
Solomon  Schussheim,  Kings 
Waring  Willis,  Westchester 
Ezra  Wolff,  Queens 


Section  Delegates 


Richard  W.  Baetz 
Daniel  C.  Baker,  Jr. 
David  Bloom 
Frank  J.  Borrelli 
Alexander  Chester 
John  J.  Clemmer 
E.  Craig  Coats 
Vincent  J.  Collins 
Royal  S.  Davis 
Reuben  M.  Dicker 
Richard  A.  Downey 


James  I.  Farrell 
Sidney  M.  Fierst 
Henry  Fleck 
Harry  W.  Hale,  Jr. 
Harry  A.  Hanson 
Harry  A.  Kaplan 
William  Hall  Lewis,  Jr. 
Frederick  Lee  Liebolt 
William  E.  Mosher 
Arthur  Q.  Penta 
John  R.  Williams,  Jr. 


Delegates  from  Component  County  Societies 


Albany  (4) 

John  Mellen 
James  A.  Moore 
Joseph  J.  Russo 
Francis  A.  Stephens 

Allegany  {!) 

Irwin  Felsen 

Bronx  {12) 

Carl  R.  Ackerman 
Henry  J.  Barrow 
Herbert  G.  Cohen 
Arnold  Costabile 
Walter  Einhorn 
Jerome  B.  Flynn 
Leonard  L.  Heimoff 
George  A.  Howley 
Frank  LaGattuta 
Samuel  Lieberman 
Thomas  F.  McCarthy 
Samuel  Wagreich 


Broome  (S) 

John  A.  Kalb 
Jason  K.  Moyer 
James  L.  Palmer 
Cattaraugus  {1) 

Joseph  A.  Wintermantel 
Cayuga  {1) 

Bernard  J.  Hartnett 
Chautauqua  {2) 

Herbert  A.  Laughhn 
Garra  L.  Lester 

Chemung  {2) 

William  T.  Boland 
Swen  L.  Larson 

Chenango  {1) 

Thomas  M.  Flanagan 
Clinton  {!) 

Edward  Siegel 
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Columbia  (/) 

Carl  G.  Whit  beck 

Cortland  (1) 

George  F.  Ne\’in 
Delaware  {!) 

Philip  J.  Hust 
Dutchess  (S) 

Frank  A.  Gagan 
John  F.  Rogers 
Lawrence  Sweeney 

Erie  (J8) 

E.  Dean  Babbage 
Antonio  F.  Bellanca 
John  C.  Brady 
James  W.  Brennan 
Thomas  S.  Bumbalo 
Max  Cheplove 
Martin  L.  Gerstner 
John  D.  Naples 

Essex  (I) 

James  E.  Glavin 
Franklin  (1) 

Alfred  A.  Hartmann 
Fulton  (1) 

Joseph  J.  Thompson 
Genesee  {!) 

Alfred  L.  George 
Greene  {!) 

Jerome  Gerber 
Herkimer  (/) 

Harold  T.  Golden 
Jefferson  {!) 

James  L.  Harrington 
Kings  122) 

George  E.  Anderson 
Matthew  Brody 
Leo  S.  Drexler 
John  J.  Flynn 
Arthur  P.  Kane 
Robert  Katz 
David  Kershner 
Aaron  Kottler 
Warren  A.  Lapp 
Isaac  Levine 
Charles  H.  Loughran 
Vincent  Lacovara 
Charles  F.  McCarty 
David  B.  Monheit 
Robert  Moore 
Irving  M.  Pallin 
Louis  Pellman 
Solomon  Schussheim 
Abraham  D.  Segal 
Milton  B.  Spiegel 
Vincent  J.  Tesoriero 
Leslie  H.  Tisdall 

Lewis  (1) 

Harry  E.  Chapin 
Livingston  (1) 

Melville  A.  Hare 
Madison  (1)  • 

Felix  Ottaviano 


Monroe  {6) 

Michael  J.  Crino 
iMerle  D.  Evans 
Maurice  M.  Maltinskj- 
Charles  R.  Mathews 
Lynn  Rumbold 
Arthur  H.  W'^alker 

Montgomery  (1) 

Norbert  Fethke 

Nassau  (8) 

James  A.  Caddj- 
Ralph  S.  Emerson 
Gerard  V.  Farinola 
Leo  T.  Flood 
E.  Kenneth  Horton 
Edward  J.  Kelly 
Harvey  L.  Myers 
Paul  H.  Sullivan 

New  York  (,25) 

Philip  D.  Allen 
Michael  C.  Armao 
Samuel  B.  Burk 
William  A.  Cooper 
C.  Joseph  Delaney 
James  H.  Ewing 
Carl  Goldmark,  Jr. 
August  H.  Groeschel 
Keith  O.  Guthrie,  Jr. 
George  Himler 
Julia  V.  Lichtenstein 
David  Lyall 
Ira  A.  McCown 
Frank  J.  McGowan 
George  W.  Melcher,  Jr. 
Peter  M.  Murray 
Bernard  J.  Pisani 
Joseph  M.  Pisani 
William  B.  Rawls 
Guy  F.  Robbins 
Adelaide  Romaine 
Theodore  Rosenthal 
Jerome  A.  Schack 
Alfred  M.  Schwartz 
Maus  W.  Stearns,  Jr. 

Niagara  (S) 

Joseph  A.  D’Errico 
Harvey  Braden  Fitz- 
Gerald 

John  C.  Kinzly 

Onei^  (S) 

Irwin  Alper 

Anthony  G.  Jarosewicz 
John  F.  Kelley 

Onondaga  (5) 

Richard  D.  Eberle 
Irving  L.  Ershler 
Charles  A.  Gwynn 
Robert  F.  McMahon 
William  E.  Pelow 

Ontario  (2) 

Robert  Price 
Philip  M.  Standish 

Orange  (S) 

Oree  M.  Carroll 
John  D.  VanZandt 
Irving  Weiner 


Orleans  (1) 

Angelo  F.  Leone 

Oswego  (1) 

Kent  W.  Jarvis 

Otsego  (1) 

John  W'^.  Latcher 

Putnam  (1) 

Robert  S.  Cleaver 

Queens  (IS) 

Alfred  A.  Angrist 
Sol  Axelrad 
WilUam  Benenson 
Monroe  M.  Broad 
Thomas  M.  d’Angelo 
Harry  H.  Epstein 
John  L.  Finnegan 
Irving  G.  Frohman 
Jerome  L.  Leon 
John  Edward  Lowrj' 
Charles  C.  Mangi 
Louis  J.  Morse 
Kurt  Rosenberg 

Rensselaer  (2) 

Gilbert  A.  Clark 
Allen  G.  Gifford 

Richmond  (3) 

Herbert  Berger 
I.sadore  Gordon 
Walter  T.  Heldinann 

Rockland  (2) 

George  Gordon  Knight 
Michael  P.  Lefkowitz 

St.  Lawrence  (1) 

Henry  Vinicor 

Saratoga  (1) 

Webster  M.  Moriarta 

Schenectady  (8) 

Raymond  J.  Byron 
John  L.  Clowe 
Philip  Parillo 

Schoharie  (1) 

John  H.  Wadsworth 


Schuyler  (1) 

Fritz  Landsberg 
Seneca  (1) 

Stanley  B.  Folts 
Steuben  (2) 

Thomas  S.  Cotton 
Maynard  W’'.  Gurnsej- 

Suffolk  (6) 

L.  Barrett  Davis 
Earl  W.  Douglas 
David  E.  Overton 
John  L.  Sengstack 
Sol  Shlimbaum 

Sullivan  (1) 

Sirkka  E.  Vuornos 
Tioga  (1) 

John  H.  Jakes 
Tompkins  (1) 

George  C.  McCauley 
Ulster  (2) 

Eugene  F.  Galvin 
Edward  F.  Shea 

Warren  (1) 

Morris  Maslon 
Washington  (1) 

Walter  S.  Bennett 
Wayne  (1) 

Joseph  J.  Kaufman 
Westchester  (8) 

Charles  M.  Brane 
Arthur  H.  Diedrick 
John  N.  Dill 
Robert  E.  Healy 
James  Q.  Haralambie 
Thomas  C.  Jaleski 
James  M.  Jones 
Robert  W^.  Holliday 

Wyoming  (1) 

Willard  J.  Chapin 
Yales  (1) 

John  A.  Hatch 


SpEABtER  Lane  : Is  there  anyone  w'ho  is  entitled  to 
vote  who  has  not  yet  voted? 

. . . There  was  no  response  . . . 

Speaker  Lane:  I now  declare  the  polls  closed. 

Section  248 

Report  of  Special  Committee  on  Prize  Essays 

Speaker  Lane:  The  next  order  of  business  is  the 
report  from  the  Special  Committee  on  Prize  Essays 
by  Alfred  A.  Angrist,  M.D.,  chairman. 

Alfred  A.  Angrist,  M.D.,  Queens:  Mr.  Speaker 
and  members  of  the  House,  this  is  the  report  of  your 
Special  Committee  on  Prize  Essays. 

This  year  a number  of  excellent  essays  were 
presented  for  evaluation.  Considerable  difficulty 
was  encountered  in  selecting  the  best  among  them. 
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The  consensus  of  opinion  and,  finally,  the  unani- 
mous opinion  was  that  the  essay,  “The  Lens  in 
Human  and  Experimental  Galactosemia,”  with  the 
identifying  slogan,  “Study,”  should  be  given  the 
proffered  Lucien  Howe  prize. 

I would  move  the  adoption  of  this  portion  of  the 
report. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion,  it  was  put  to  a vote  and  was 
unanimously  carried  . . . 

Secretary  Wheeler:  The  winner  of  this  Lucien 
Howe  prize  is  Sidney  Lerman,  M.D.,  135  Fairhill 
Drive,  Rochester  8,  New  York. 

Dr.  Angrist:  The  committee  voted  unanimously 
also  to  award  the  Merit  H.  Cash  prize  to  the  author 
of  “Orbital  Lesion  Localization  by  Three  Dimen- 
sional Ultrasonography,”  identified  by  the  slogan 
“Three  Dimensional  Ultrasonography.” 

I move  the  adoption  of  this  portion  of  the  report. 

. . . The  motion  was  seconded,  and  since  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried  . . . 

Secretary  Wheeler:  The  winners  of  this  prize 
are  Gilbert  Baum,  M.D.,  and  I.  Greenwood,  B.S., 
333  King  Street,  Port  Chester,  New  York. 

Dr.  Angrist:  Because  of  the  excellence  of  some  of 
the  other  presentations,  it  was  the  feeling  that  the 
recognition  of  Honorable  Mention,  with  the  offer  of 
publication,  if  this  meets  with  the  approval  of  the 
Editorial  Board,  should  be  given  the  following  in  the 
order  mentioned: 

1.  “The  Anterior  Approach  to  Degenerative 
Disk  Disease  of  the  Cervical  Spine,”  by  Donald 
Yeoman  Stewart,  M.D.,  1228  Roanoke  Avenue, 
Riverhead,  New  York. 

2.  “The  Development  of  a Technic  for  Isolated 
Perfusion  of  the  Liver,”  by  Robert  K.  Ausman, 
M.D.,  666  Elm  Street,  Buffalo,  New  York. 

I move  the  adoption  of  this  portion  of  the  report. 

. . . The  motion  was  seconded,  and  since  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried  . . . 

Dr.  Angrist;  Finally,  your  chairman  feels 
prompted  to  note  that  the  offering  of  prizes  may 
prove  to  be  a stimulus  for  obtaining  desirable 
material  for  publication  in  the  Journal.  These 
are  all  excellent  essays. 

Your  chairman  wishes  to  thank  David  K.  Miller, 
M.D.,  and  Benjamin  G.  Dinin,  M.D.,  for  their 
assistance  and  cooperation,  and  the  House  of  Dele- 
gates owes  them  grateful  appreciation  for  a pains- 
taking, time-consuming  task  performed  so  metic- 
ulously and  carefully. 

Speaker  Lane:  Thank  you.  Dr.  Angrist. 

Section  249 

Announcement 

Speaker  Lane:  You  have  had  distributed  to  you 


on  your  tables  a reminder  about  the  Public  Relations 
Session  entitled  “Profile  of  Medicine;  How  We 
Look  from  Washington,  Albany,  and  Rochester,” 
scheduled  for  tomorrow  at  10:30  a.m.,  in  the 
Ontario  Room  of  the  Manger  Hotel,  with  Felix 
Ottaviano,  M.D.,  Madison,  as  chairman.  Panelists 
will  be  Paul  Martin,  Washington,  D.C.,  chief  of  the 
Gannett  News  Service,  Washington  Bureau;  David 
H.  Beetle,  Albany,  special  writer,  Gannett  News 
Service;  and  Clifford  E.  Carpenter,  Rochester, 
editor.  Democrat  and  Chronicle. 

Dr.  McClintock  assures  us  this  is  an  excellent 
program  and  urges  you  all  to  attend. 

Section  250 

Report  of  Scientific  Exhibits  Awards 
Subcommittee 

Speaker  Lane:  We  will  now  ask  Thurman  B. 
Givan,  M.D.,  to  make  the  Scientific  Exhibit 
Awards  Subcommittee  report. 

Thurman  B.  Givan,  M.D.,  Past-President: 
There  were  some  very  nice  scientific  exhibits,  and  I 
hope  everyone  who  has  not  already  done  so  will 
look  them  over  carefully  this  afternoon.  It  is  a 
pretty  hard  job  sometimes  to  select  the  best,  but  the 
Scientific  Exhibit  Awards  Subcommittee  thinks  it 
has  selected  the  best  in  each  of  the  two  categories; 

Scientific  Research 

First  Award 

“Right  Ventricular  Conduction  Following  Open- 
Heart  Surgery’  ’ 

Irving  G.  Kroop,  M.D.  and 
Cardiopulmonary  Units  of  Jewish  Hospital 
Jewish  Chronic  Disease  Hospital,  Brooklyn 

Second  Award 

“Mammalian  Tumor  Viruses” 

James  Grace,  M.D. 

Edwin  A.  Mirand,  M.D. 

Roswell  Park  Memorial  Institute,  Buffalo 

Honorable  Mention 
“Embryology  of  the  Heart” 

James  M.  Blake,  M.D.,  and  associates 
Albany  Medical  Center,  Albany 

Clinical  Research 

First  Award 

“Isotopic  Evaluation  of  Portal  Circulation” 
Seymour  I.  Schwartz,  M.D. 

Robert  H.  Greenlaw,  M.D. 

Richard  D.  Howe,  B.F.A. 

University  of  Rochester  School  of  Medicine 
and  Dentistry,  Rochester 
Second  Award 

“Common  Ocular  Problems” 

Dan  M.  Gordon,  M.D. 

New  York  Hospital-Cornell  Medical  Center, 
New  York  City 
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Honorable  Mention 

“Angiotensin:  A New  Therapeutic  Pressor 

Agent’  ’ 

Benjamin  Jablons,  M.D. 

Goldwater  Memorial  Hospital,  New  York 
City 

Special  mention  should  also  be  made  of  the  exhibit  on 
“Space  Environment  and  Life  Sciences’’ — Republic 
Aviation  Corp.,  Farmingdale,  New  York. 

Speaker  Lane:  Thank  you,  Dr.  Givan. 

I will  now  recognize  Peter  M.  Murray,  M.D., 
who  would  like  the  privilege  of  the  floor. 

Section  251 

Remarks  by  Peter  M.  Murray,  M.D. 

Peter  M.  Murray,  M.D.,  New  York:  Mr. 

Speaker,  ladies,  and  gentlemen  of  the  House  of 
Delegates,  of  all  my  faults — and  I assure  you  I 
have  many — lack  of  gratitude  is  not  one.  In  1937 
I sat  for  the  first  time  as  a member  of  this  House  of 
Delegates  here  in  the  City  of  Rochester  and  as  an 
alternate  delegate.  My  county  society  has  been 
kind  enough  to  send  me  back  as  a member  of  that 
delegation  each  time  since  1937,  and  more  than  that, 
this  House  of  Delegates  has  sent  me  to  the  American 
Medical  Association  to  represent  you  for  twelve 
years. 

I consider  that  a high  honor,  and  1 want  to  express 
my  deepest  gratitude  to  you. 

I am  moving  out  now.  I am  joining  the  privates, 
the  buck  privates  in  the  rear  ranks,  but  I expect  to 
be  found  in  my  hospital  and  in  my  community 
fighting  for  the  things  that  I believe  the  Medical 
Society  of  the  State  of  New  York  stands  for. 

We  see  a great  many  things  happening  in  these 
years.  With  my  election  to  the  house  of  delegates 
of  the  American  Medical  Association  and  with  the 
election  of  President  John  F.  Kennedy,  I believe 
we  have  laid  the  ghost  of  racial  and  religious 
prejudice  to  rest.  Let  us  keep  it  so  laid,  or  like 
Banquo’s  ghost  it  is  apt  to  crop  up  again. 

Eternal  vigilance  is  the  price  of  freedom.  These 
things  can  be  done,  and  if  you  think  they  can’t  be 
done,  if  you  vsdll  reflect  back  and  think.  Kings 
County  has  asked  a dean  of  the  Downstate  Medical 
College  to  come  here  as  a delegate  and  vote  for  it — a 
thing  that  you  would  not  have  thought  possible 
four  or  five  years  ago.  So  almost  anything  can 
happen. 

The  story  is  told  that  a university  president  got 
a letter  from  a civic  group  asking  that  he  send  down 
a speaker  for  one  of  their  seminars,  and  the  request 
said,  “Please  send  someone  not  lower  than  a dean.’’ 

The  president  wrote  back,  “I  will  be  delighted  to 
send  somebody,  but  I can  assure  you  that  there  is 
nobody  lower  than  a dean.’’ 

I look  forward  to  a closer  rapport  between  the 
medical  institutions  and  faculties  and  the  county 


organizations.  It  is  a rich  field  for  us  to  till,  and 
there  will  be  rich  returns  because  those  are  the 
people  that  get  our  future  members  in  their  forma- 
tive period,  and  it  is  there  that  a great  many  of 
their  attitudes  are  developed.  I would  like  to  see 
larger  representation  of  the  faculties  and  the  deans 
in  our  House  of  Delegates  and  on  our  policy-making 
bodies,  and  at  our  county  level  a place  should  be 
made  for  the  preclinical  teachers  who  are  not 
M.D.’s  but  who  still  have  a very  vital  effect  on  the 
thinking  and  attitudes  of  the  j'oung  doctors-to-be. 

Now,  as  I take  my  leave,  I cannot  express  to  you 
in  words — I don’t  have  the  words  to  saj^ — how 
deeply  appreciative  I am  of  all  the  honors  you  have 
given  me.  You  have  honored  me  far  beyond  any 
desert  of  mine,  but  I shall  always  carry  with  me  the 
friendships  I have  made  here — and  I like  to  think  I 
have  made  many  friends  in  this  House  of  Delegates, 
and  if  my  successful  election  to  this  House  for  these 
many  years  is  any  indication,  I believe  I have. 
I deeply  appreciate  all  of  those  friendships. 

Thank  you  very  much! 

. . . The  audience  arose  and  applauded  . . . 
Speaker  Lane:  What  a wonderful  choice  of 
words  and  thoughts  to  present  to  us! 

Section  252 

Election  of  Life  Members 

Speaker  Lane:  We  will  now  have  action  on  the 
election  of  life  members  of  this  Society  b3^  motion 
to  elect  the  list  as  presented  by  the  secretary. 

Secretary  Wheeler:  Mr.  Speaker,  I would  like 
to  move  that  we  pass  for  life  membership  the  nomi- 
nations as  listed  on  pages  8 through  12  of  the  con- 
vention program  booklet: 

Fred  Adams,  Brooklyn 

Nathan  H.  Adler,  Brooklyn 

Charles  Moore  Allaben,  Binghamton 

Lloyd  F.  Allen,  Pittsford 

Benjamin  R.  Allison,  Hewlett 

Benjamin  O.  Alpern,  New  York  City 

W.  P.  Anderton,  New  York  City 

Frank  Appel,  Bronx 

Samuel  E.  Appel,  Dover  Plains 

Frederick  S.  Aron,  New  York  City 

Gregory  Aronowitz,  Rochester 

Paul  W.  Aschner,  Greak  Neck 

Jane  N.  Baldwin,  Poughkeepsie 

Frank  E.  Barnes,  Mineola 

Paul  W.  Beaven,  Sarasota,  Florida 

Hans  E.  Bejach,  New  York  City 

Mitchell  M.  Benedict,  Scarsdale 

William  T.  Berry,  Long  Island  Cit>- 

Louis  E.  Bisch,  Middletown 

Walter  S.  Boernstein,  New  York  City 

Edgar  Brann,  Brooklyn 

Philip  B.  Bregman,  Bronx 

Raymond  J.  Brown,  Rochester 

Walter  Bruck,  New  York  City 

Jacob  Buckstein,  New  York  City 

Paul  Max  Caan,  New  York  City 

Angelo  M.  Carlucci,  Sonyea 

Morduch  Max  Chidekel,  New  York  City 

Alfred  Cohn,  New  York  City 
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Joseph  E.  Counery,  New  York  Cit.\’ 

John  W.  Copeland,  Auburn 
John  B.  D’Albora,  Garden  City 
Ranieri  De  Felice,  New  York  City 
Anita  De  Lemos,  New  York  City 
Lopo  de  Mello,  Pleasantville 
Hollis  H.  DeNiord,  Buffalo 
Raymond  J.  Devine,  Syracuse 
Alfred  Aurelius  De  Yoanna,  Brooklyn 
Gaetano  De  Yoanna,  Brooklyn 
William  Gilford  Dickinson,  Syracuse 
Edward  J.  Donovan,  New  York  City 
Walter  D.  Edwards,  Rochester 
Curt  C.  Engelmann,  New  York  City 
Leo  Falkenstein,  New  York  City 
Arthur  Feder,  Miami,  Florida 
Erich  L.  Feibes,  Schenectady 
Harry  Feldman,  Ithaca 
Salmon  S.  Feldmann,  Rochester 
Walter  C.  Fox,  Fort  Plain 
Meyer  H.  Freund,  New  York  City 
Harry  Fried,  Bronx 
Leo  Friedmann,  Cohoes 
Albert  R.  Fritz,  Brooklyn 
Emil  Froeschels,  New  York  City 
Carl  G.  Frost,  Buffalo 
Joseph  Nesbitt  Frost,  Ithaca 
Adam  Josef  Fuchs,  Lynbrook 

Ralph  H.  Garlick,  South  Ashburnham,  Massachusetts 

Benjamin  Goldstein,  New  York  City 

John  Cooper  Graham,  Brooklyn 

Clara  Hale  Gregory,  Fayetteville 

Bela  Gyorky,  New  York  City 

Joseph  Haas,  New  York  City 

Max  J.  Halley,  Glean 

Harold  E.  Hartnett,  Plattsburgh 

Ferdinand  H.  Herrman,  Far  Rockaway 

Arthur  F.  Heyl,  White  Plains 

Sol  Hirsch,  Bronx 

Leonard  Hochberg,  Yonkers 

Bernd  M.  Hollenstine,  Buffalo 

Howard  J.  Hotter,  Huntington 

Max  Jacoby,  New  York  City 

Boris  Jaffe,  Brooklyn 

Everett  C.  Jessup,  Roslyn 

Redford  K.  Johnson,  New  York  City 

Ralph  C.  Kahle,  Scarsdale 

Isador  W.  Kahn,  New  York  City 

Oscar  Kaltner,  College  Point 

Florentine  L.  Karp,  New  York  City 

Sydney  M.  Katz,  Brooklyn 

Abraham  M.  Katzenstein,  New  York  City 

Herman  Kaufmann,  New  York  City 

William  J.  Keefe,  Mount  Vernon 

Simon  D.  King,  Dansville 

Harry  Klapper,  Fort  Myers,  Florida 

Garo  H.  Koomey,  Old  Bethpage 

Charles  I.  Krieger,  New  York  City 

Alfred  G.  Langmann,  New  York  City 

Alexander  F.  Laszlo,  New  York  City 

Richard  Lewin,  New  York  City 

Wright  F.  Lewis,  Freeport 

Edward  Liss,  New  York  City 

Otto  Lowenstein,  New  York  Citj' 

David  A.  Lubarsky,  White  Plains 
Russell  G.  MacRobert,  New  York  City 
Robert  A.  MacTaggart,  Schenectady 
Charles  I.  Maggio,  Rochester 
Paul  J.  Mayer,  New  York  City 
Charles  A.  McCarthy,  New  York  City 
Lynn  Merton  McConnell,  Waterville 
James  P.  McManus,  Old  Westburj' 

David  R.  Mellen,  Rochester 


Maxwell  Mitchell,  Baldwin 
Foster  Murray,  Brooklyn 
Emanuel  Muskatblit,  New  York  City 
Alice  Naegele,  New  York  City 
Vincent  A.  Nardiello,  Sr.,  Bayside 
Harry  Neivert,  New  York  City 
Julius  F.  Neuberger,  New  York  City 
Ludwig  Neugarten,  New  York  City 
Rudolf  Neumann,  Kew  Gardens 
Wilber  S.  Newell,  Syracuse 
Leander  A.  Newman,  Port  Washington 
Bart  A.  Nigro,  Buffalo 
Robert  E.  O’Rourke,  New  York  City 
James  P.  Palmer,  East  Aurora 
Virginia  Murray  Palmer,  White  Plain.s 
Clarence  R.  Pearson,  Scottsville 
Walter  L.  Peris,  New  York  City 
Joseph  Anthony  Pessolano,  Albanj’ 

WinBeld  A.  Peterson,  Brooklyn 

Clara  H.  Pierce,  Syracuse 

Agustin  Pietri,  New  York  City 

Boris  Pollock,  New  York  City 

Wilfred  M.  Post,  Williston  Park 

David  Ramsay,  South  Harwich,  Massachusetts 

William  R.  Rathbun,  Canajoharie 

Robert  Reid,  New  Paltz 

Pierre  A.  Renaud,  Brooklyn 

Henry  H.  Ritter,  New  York  City 

Jacob  Rosenbaum,  Syosset 

Walter  Max  Rosenmeyer,  Bronx 

Mary  Jane  Ross,  Binghamton 

Harold  O.  Rothman,  New  York  City 

Flora  K.  Rubinstein,  Brooklyn 

Jacob  Ruchman,  Brooklyn 

Mark  C.  Ryan,  Lake  Helen,  Florida 

Frederick  D.  Schiff,  New  York  City 

Anthony  C.  Scinta,  Rochester 

Roy  L.  Scott,  Buffalo 

Harry  J.  Seiflf,  Bronx 

Miron  A.  Silberstein,  New  York  City 

Charles  Simon,  Buffalo 

Charles  E.  Slater,  Fort  Plain 

Arthur  Cook  Smith,  Sr.,  Elmira 

Morley  T.  Smith,  Lakeview,  Connecticut 

Frank  F.  Sornberger,  Cortland 

Lisette  K.  Soudakoflf,  Bronx 

Willard  H.  Spear,  Binghamton 

Mary  Lou  Squires,  Sarasota,  Florida 

Harry  C.  Stein,  New  York  City 

William  Livingstone  Stone,  Brooklyn 

William  H.  Stoner,  Bronxville 

Paul  Strasser,  Long  Island  City 

Elmer  R.  Stump,  New  York  City 

Elmer  H.  Stumpf,  Snyder 

Morris  Tannenbaum,  Bronx 

John  H.  Travis,  New  York  City 

Philip  Layton  Turner,  Utica 

Perry  G.  Vayo,  Rochester 

Leonard  M.  Vincent,  Watertown 

Frederick  H.  Voss,  Phoenicia 

Emery  A.  Wahl,  New  York  City 

David  Henry  Webster,  Stamford,  Connecticut 

Henry  Weinberg,  New  York  City 

Donald  Weisman,  Chappaqua 

Mark  W.  Welch,  Endicott 

Herbert  E.  Wells,  Lackawanna 

Maurice  Lewis  Weiselthier,  Brooklyn 

Hudson  J.  Wilson,  Ithaca 

Solon  C.  Wolff,  Beacon 

Daniel  Wolfson,  New  York  City 

Archibald  Oliver  MacDonald  Wood,  Far  Rockaway 

Ralph  H.  Young,  New  York  City 

Richard  C.  Young,  Yonkers 
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And  in  addition,  the  following  names: 

Isaac  J.  Arnsson,  Buffalo 
George  C.  Barone,  Buffalo 
' Isabelle  Blumenthal,  New  York  City 
John  Harold  Clark,  Brooklyn 
Herman  Datyner,  New  York  City 
Charles  Davison,  New  York  City 
Stanley  Eiss,  New  York  City 
Edwin  Richard  Evans,  Utica 
MaximiUan  Frick,  New  York  City 
Walter  B.  Fryth,  New  York  City 
Morris  F.  Goldberger,  New  York  City 
Max  Gottlieb,  New  York  City 
Abraham  S.  Kagan,  New  York  City 
J.  Siegfried  Kreshover,  New  York  City 
George  J.  Lerner,  New  York  City 
Siegfried  A.  Low,  New  York  City 
Thomas  P.  McCann,  Seaford 
Joseph  Leo  McGoldrick,  Brooklyn 
Gerard  L.  Moench,  New  York  City 
Harry  Day  Parkhurst,  New  Hartford 
Alfred  Pfeiffer,  New  York  City 
William  Rosenson,  New  York  City 
Edward  A.  Saltzman,  Brooklyn 
Ivorite  L.  Scruggs,  Buffalo 
D.  Glen  Smith,  Schenectady 
Abraham  M.  Spindler,  New  York  City 
George  W.  Unsworth,  Suffern 
Arthur  L.  Washburn,  New  York  City 

I so  move. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  25S 

Resolutions  of  Thanks 

Samuel  B.  Burk,  M.D.,  New  York:  Mr. 
Speaker,  members  of  the  House  of  Delegates  of  the 
different  counties,  ladies,  and  gentlemen,  I believe 
that  our  minutes  would  be  incomplete  were  we  not 
to  recognize  the  activities  and  ease  with  which  our 
speaker  and  vice-speaker  have  conducted  the 
meetings  the  last  few  days.  I would  ask  everybody 
to  stand  up  and  give  them  a vote  of  thanks. 

. . . The  motion  was  carried  by  acclamation  . . . 
Speaker  Lane:  On  behalf  of  Vice-Speaker  Wurz- 
bach  and  myself,  I thank  you  very  much. 

The  best  I can  wish  for  Dr.  Wurzbach  is  that  he 
will  have  a vice-speaker  as  cooperative  with  him  as 
he  has  been  with  me  in  these  past  three  years. 

Vice-Speaker  Wurzbach:  Thank  you,  Mr. 

Speaker. 

Speaker  Lane:  I will  now  recognize  George  J. 
Lawrence,  Jr.,  M.D. 

George  J.  Lawrence,  Jr.,  M.D.,  Councillor: 
Mr.  Speaker  and  members  of  the  House,  as  chair- 
man of  the  Convention  Committee  last  year,  I 
learned  what  a difficult  and  trying  job  it  is  for  all 
of  the  people  that  have  the  running  of  this  type  of 
meeting  to  handle.  Because  of  that  I would  like 
to  move  a resolution  of  thanks  to  this  House,  which 
I would  now  read  with  your  permission,  Mr.  Speaker. 
Speaker  Lane:  You  have  my  permission. 

Dr.  Lawrence:  Resolution  of  thanks: 


Whereas,  the  155th  annual  convention  of  the 
Medical  Society  of  the  State  of  New  York  is 
now  being  held  in  the  City  of  Rochester  for  the 
first  time  in  almost  a quarter  century;  and 
Whereas,  with  the  exception  of  the  failure  of 
the  famous  lilac  festival  to  greet  us,  this  is  a most 
successful  convention;  and 

Whereas,  the  House  of  Delegates,  representing 
the  entire  membership  of  the  Medical  Society  of 
the  State  of  New  York,  wishes  to  record  its  thanks 
and  appreciation  to  all  those  who  have  contrib-  ' 
uted  to  this  meeting;  now  therefore  be  it  hereby  , 
Resolved,  that  we  extend  our  appreciation  to 
Merle  D.  Evans,  M.D.,  chairman  of  the  Conven- 
tion Committee,  and  his  hard-working  committee 
chairmen  and  members  who  have  met  frequently 
and  thoroughly  to  plan  all  phases  of  this  conven- 
tion; Robert  H.  Walker,  M.D.,  chairman,  and 
the  members  of  the  Dinner  Dance  Subcommittee; 
Hobart  L.  Boyd,  M.D.,  chairman,  and  the  mem- 
bers of  the  Guest  Reception  Subcommittee; 
Alfred  P.  Ingegno,  M.D.,  chairman,  and  the 
members  of  the  Scientific  Program  Subcommittee;  • 
William  L.  Watson,  M.D.,  chairman,  and  the  < 
members  of  the  Scientific  Exhibits  Subcommittee;  i 
William  J.  Sullivan,  M.D.,  chairman,  and  the 
members  of  the  Scientific  Motion  Pictures  Sub-  , 
committee;  William  B.  Rawls,  M.D.,  chairman, 
and  the  members  of  the  Technical  Exhibits  Sub- 
committee; and  be  it  further 

Resolved,  that  we  extend  our  heartfelt  appre- 
ciation to  Joseph  A.  Lane,  M.D.,  our  speaker,  and  I 
to  Frederick  A.  Wurzbach,  Jr.,  M.D.,  our  vice-  J 
speaker,  who  have  so  ably  conducted  the  business  ’ 
of  this  House;  and  be  it  further  * 

Resolved,  that  we  express  our  thanks  addition- 
ally to  William  L.  Wheeler,  Jr.,  M.D.,  our  secre- 
tary, and  Ezra  A.  Wolff,  M.D.,  our  assistant 
secretary,  for  their  contributions  to  the  function- 
ing of  this  House,  particularly  the  numerous  I 
vote  tallies  they  were  required  to  count;  and  be  it  ' 
further 

Resolved,  that  we  note  with  deep  appreciation 
the  efficient  work  and  thorough  preparations  for 
this  convention  made  by  the  headquarters  staff  { | 
of  the  Medical  Society,  including  particularly  1 
Mr.  Charles  L.  Baldwin,  Mr.  Jack  Pardee  and 
the  staff  of  the  Department  of  Communica-  i 
tions.  Miss  Doris  K.  Dougherty,  Mr.  T.  E. 
Alexander,  Mr.  George  Farrell,  Mr.  George 
Forrest,  Robert  Katz,  M.D.,  Miss  Mollie  Pesi-  # 
koff.  Miss  Alvina  Rich  Lewis,  Miss  Susan  V.  . 
Baker,  Miss  Alice  E.  Wheeler,  Miss  Mary  Singer, 
Miss  Camille  M.  Marra,  Mr.  William  Bonzer,  ' 
and  all  the  other  members  of  the  headquarters 
staff  who  have  worked  so  hard;  and  we  are  partic- 
ularly appreciative  of  the  work  of  the  secre- 
taries assigned  to  the  reference  committees,  five 
of  whom  were  local  Rochester  medical  secre- 
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taries;  and  we  acknowledge  our  warm  thanks  to 
Mrs.  Augusta  Grimm,  our  stenotypist,  who 
assists  so  well  in  keeping  the  business  of  the  House 
in  order;  and  be  it  further 

Resolved,  that  we  record  our  thanks  to  the 
management  and  staff  of  the  Manger  Hotel  and 
especially  to  Mr.  Alfred  “Bud”  Starling,  sales 
and  convention  manager  of  the  hotel,  for  the 
arrangements  and  facilities  provided. 

Mr.  Speaker,  I move  approval  of  this  resolution. 
Samuel  B.  Burk,  M.D.,  New  York:  I second  it. 
Speaker  Lane:  Is  there  discussion? 

Samuel  Wagreich,  M.D.,  Bronx:  Mr.  Speaker, 
do  I recall  hearing  the  name  of  our  executive  vice- 
president  in  that  “resolved?”  I would  ask  that 
that  name  be  included  or  have  this  “resolved” 
amended. 

Speaker  Lane:  I believe  that  would  be  accept- 
able to  Dr.  Lawrence,  I am  sure,  and  to  all  of  us. 

Dr.  Wagreich:  May  I ask  your  further  indul- 
gence to  include  the  Academy  of  General  Practice 
who  through  all  of  our  stay  here  in  Rochester  have 
been  host  to  many  of  the  physicians?  This  morn- 
ing they  entertained  a group  of  40  of  us  at  break- 
fast. Could  I ask  this  House  to  include,  in  that 
“resolved,”  mention  of  the  gracious  hospitality 
afforded  to  us  by  the  Monroe  Academy  of  General 
Practice  and  their  district  branch,  please? 

Speaker  Lane:  That  will  be  so  included. 

. . . There  being  no  further  discussion,  the  motion, 
as  amended,  was  put  to  a vote  and  was  unanimously 
carried . . . 

Speaker  Lane:  While  this  resolution  is  all 

inclusive  I have  some  personal  thanks  of  my  own  to 
express  to  people  to  whom  I am  personally  and 
principally  indebted.  This  includes  so  many  and 
reaches  out  so  far,  it  is  hard  to  pick  out  names  and 
not  leave  out  some  who  are  equally  responsible  for 
the  success  which  I think  we  have  had  in  this 
convention.  There  are  two  people  that  we  must 
name,  both  Dr.  Wurzbach  and  I,  who  have  been 
of  continuous  assistance  to  us  throughout  the  year 
in  helping  us  prepare  reference  committees  and 
doing  a great  deal  of  the  detail  work,  which  they 
have  taken  off  our  shoulders:  Miss  Alvina  Rich 
Lewis  and  Miss  Doris  K.  Dougherty;  but  I wish 
to  thank  everyone  who  has  helped  us  so  generously, 
including  officers,  councillors,  and  all  of  the  staff. 
Thank  you  very  much! 

Vice-Speaker  Wurzbach:  It  has  been  a very, 
very  pleasant  meeting.  I have  enjoyed  it  very 
much,  and  I wish  to  thank  Dr.  Lane  for  allowing  me 
to  be  of  assistance  to  him;  Miss  Dougherty  and  Miss 
Lewis,  my  personal  thanks  for  so  much  work;  and 
to  all  of  you  members  of  the  House  my  sincere 
thanks  for  your  wonderful  cooperation. 

Speaker  Lane:  As  soon  as  we  get  the  count  on 
the  ballots,  we  will  announce  them  and  adjourn  as 


soon  thereafter  as  possible. 

I have  enjoyed  these  three  years  as  your  speaker. 
I hope  I have  not  bored  you,  and  I hope  we  have 
accomplished  many  things  for  the  future  success  of 
medicine. 

Robert  F.  McMahon,  M.D.,  Onondaga:  I 

would  like  to  suggest  to  the  speaker  that  next  year 
careful  thought  be  given  to  not  having  another 
night  session.  It  is  pretty  tiresome.  We  lost  at 
least  40  men  who  did  not  show  up  last  night.  I 
would  suggest  that  we  carry  the  Tuesday  afternoon 
session  a little  longer.  It  seems  ridiculous  to  hurry 
this  pace,  but  we  do  have  a session  scheduled  for 
two  o’clock  this  afternoon  which  we  never  do  have. 
This  is  not  in  the  form  of  a motion;  this  is  just  a 
suggestion. 

Speaker  Lane:  I might  give  you  the  background 
on  this.  I think  maybe  some  other  people  have 
been  wondering  about  this  situation.  As  you  know, 
last  year  we  introduced  the  present  system  of 
distributing  to  you  the  reports  of  the  reference 
committees.  In  view  of  that,  it  was  felt  that  there 
was  considerable  more  time  necessary  to  get  these 
reports  prepared  for  your  use.  I think  it  is  a 
great  help  to  have  these  in  front  of  you  when  a 
reference  committee  chairman  is  reporting.  That 
means  a great  deal  of  additional  work  for  the  staff. 
These  girls,  as  most  of  you  probably  know,  work  at 
least  until  midnight  and  often  until  one  or  two  o’clock 
in  the  morning.  In  order  to  do  this,  it  was  found 
from  past  experience,  giving  only  an  afternoon  to  the 
conduct  of  the  reference  committees  limited  the 
time  very  badly.  It  also  made  for  a cumbersome 
and  confusing  situation  in  the  House  the  following 
day  in  that  many  reference  committees  were  still  in 
session.  These  people  were  not  in  the  House  where 
they  wanted  to  be,  and  where  they  should  be,  and 
it  was  decided  to  use  this  method,  which  is  somewhat 
similar  to  the  American  Medical  Association’s  in 
that  we  would  have  an  afternoon  and  a morning 
for  the  use  of  the  reference  committees.  That  was 
tried  out  last  year  for  the  first  time  and  again  this 
year. 

The  problem  of  night  sessions  has  also  had  con- 
siderable discussion  and  consideration.  One  of 
the  reasons  the  night  session  was  held  was  to  be  sure 
that  we  would  be  finished  early  enough  this  after- 
noon to  clear  this  ballroom  so  that  it  could  be 
ready  for  the  dinner  dance  tonight.  We  have  an 
absolute  maximum  time  schedule  of  not  later  than 
3 : 30  to  be  out  of  here. 

As  I mentioned  two  or  three  times  during  the 
House  meeting,  I was  approached  practically  before 
the  House  convened  to  know  if  we  would  be  out  of 
here  by  noon  today,  despite  the  fact  that  your 
published  schedule  indicated  a two  o’clock  session. 

I think  that  had  we  not  had  last  night’s  session, 
even  if  we  had  gone  over  until  seven  or  eight  o’clock 
before  we  recessed  and  allowed  you  to  eat  after  that. 
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you  can  see  very  readily  from  the  volume  of  business 
that  transpired  from  eight  o’clock  last  night  until 
the  time  we  recessed  at  1 1 : 15  or  1 1 : 30  that  much  of 
that  would  have  been  carried  over  until  this  morn- 
ing, and  we  would  not  be  in  the  position  we  are  in 
now — able  to  adjourn  in  a very  short  period  of  time 
as  soon  as  the  results  of  the  ballots  are  received. 

I am  not  trying  to  tell  you,  doctor,  that  this  can’t 
be  done,  but  I am  trying  to  tell  you  the  reasons  it 
has  been  carried  on  this  way. 

We  also  considered  that  in  order  to  avoid  a night 
session,  we  would  have  two  sessions  today,  with  the 
election  of  officers  and  the  final  session  being  held 
on  Thursday  morning  at  nine  o’clock.  So  all  of 
these  things  have  been  discussed,  and  we  are  happy 
to  have  your  comments  and  suggestions — I am  sure 
Dr.  Wurzbach  is  especially.  It  will  be  his  province 
from  now  on,  but  I wanted  to  give  you  a little  of 
the  background  of  why  the  sessions  have  been 
conducted  as  they  have  and  to  indicate  that  we  have 
not  neglected  considering  all  of  these  other  prob- 
lems. 

Section  264 

Report  of  Tellers 

Speaker  Lane:  We  now  have  the  results  of  the 
balloting,  and  I will  read  these  slowly,  so  that  you 
may  write  them  down  as  we  go  along.  These 
are  for  delegates  from  the  State  Society  to  the 
American  Medical  Association: 


Renato  J.  Azzari 219 

George  J.  Lawrence,  Jr 178 

Norman  S.  Moore 170 

James  M.  Blake 157 

James  Greenough 155 

George  A.  Burgin 142 

Leo  E.  Gibson 138 

Bernard  J.  Pisani 132 

William  B.  Rawls Ill 

Waring  Willis 103 

Peter  J.  DiNatale 95 

Solomon  Schussheim 94 

Harold  F.  Brown 82 

Ezra  A.  Wolff 50 

Arthur  Q.  Penta 32 

Merle  D.  Evans 24 

Charles  R.  Mathews 22 

William  T.  Boland 19 


I now  declare  the  first  nine  listed,  Drs.  Azzari, 
Lawrence,  Moore,  Blake,  Greenough,  Burgin,  Gib- 
son, Pisani,  and  Rawls,  elected  as  delegates  to  the 
A.M.A. 

The  following  are  the  alternate  delegates:  Drs. 
Willis,  DiNatale,  Schussheim,  Brown,  Wolff, 
Penta,  Evans,  Mathews,  and  Boland. 

It  is  now  my  pleasure  to  introduce  to  you  your 
president,  John  M.  Galbraith,  M.D. 


. . . The  audience  arose  and  applauded  . . 

Section  256 

Address  of  Incoming  President 

Incoming  President  Galbraith:  This  is  going 
to  be  one  of  the  shortest  speeches  on  record. 

I am  very  appreciative  to  the  House  for  this 
honor.  I know  you  have  given  us  a great  deal  of 
work  to  do  for  this  next  year. 

I hope  you  all  get  over  to  the  scientific  and  tech- 
nical exhibits  this  afternoon. 

I just  would  like  to  state  at  this  moment  that  I 
am  very  pleased  by  our  president-elect.  It  wdll  be 
a great  joy  to  work  with  Joseph  A.  Lane,  M.D. 

I also  want  to  thank  Norman  S.  Moore,  M.D., 
for  the  wonderful  job  that  he  has  done.  I think  he 
is  one  of  our  greatest  presidents.  He  has  served 
under  very,  very  difficult  times. 

Also  I have  confidence  in  the  next  year  because 
you  gave  us  Henr,v  Fineberg  as  the  executive  vice- 
president.  He  certainly  will  be  a tremendous  help 
to  us. 

Thank  you! 

Vice-Speaker  Wurzbach:  It  is  now  my  very 
great  pleasure  to  present  to  you  the  man  that  has 
been  with  me  here  on  this  podium  and  w'ho  has 
been  my  mentor  in  this  position,  President-Elect 
Joseph  A.  Lane. 

. . . The  audience  arose  and  applauded  . . . 
Section  256 

Address  of  Incoming  President-Elect 

Incoming  President-Elect  Lane:  I think  I 
will  be  shorter  than  Dr.  Galbraith.  You  have 
heard  a great  deal  of  me  in  the  last  three  days.  I 
wish  to  take  this  opportunity  to  thank  you  for  the 
honor  you  have  conferred  on  me.  All  I ask  is  that 
3mu  continue  to  work  with  me  in  the  future  the  way 
you  have  in  this  House.  Thank  you! 

Is  Vice-President  Reid  R.  Heffner  in  the  House? 
Would  you  not  like  to  say  something? 

Incoming  Vice-President  Heffner:  Thank 

you  very  much.  I appreciate  this  honor  very  much. 

Speaker  Lane:  The  remaining  officers  have  been 
announced  to  you  through  the  ballot. 

Is  there  any  other  business  to  come  before  the 
House? 

Monroe  M.  Broad,  M.D.,  Queens:  Mr.  Speaker, 
I move  that  we  adjourn. 

Dr.  Flynn:  I second  that  motion. 

Speaker  Lane:  Your  motion  is  very  much  in 
order,  sir. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  w'as  unanimously  carried  . . . 

Speaker  Lane:  The  House  is  now'  adjourned 
sine  die. 

. . . The  House  of  Delegates  adjourned  at  12:25 
P.M.,  sine  die  . . . 
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In  summer  respiratory  allergies, 

the  treatment  problem  is  to 
relieve  congestion.  Valuable  as 
antihistamines  are  against 
sneezing,  itchy,  weeping  eyes  and 
rhinorrhea,  they  are  less  effective 
against  nasal  congestion.^ 

NOVAHISriNE 

Novahistine  provides  more  than 
simple  antihistaminic  effect. 

It  shrinks  congested  mucous 
membranes  (nasal,  pharyngeal, 
laryngeal,  conjunctival),  opens  up 
air  passages,  promotes  sinus 
drainage,  and  helps  prevent 
mouth  breathing. 


NOVAHISTINE  LP  TABLETS 

8 to  12  hour  relief  with  a single  adult  dose  of  2 tablets. 
Each  tablet  contains  25  mg.  phenylephrine  HCI 
(a  vasoconstrictor  that  does  not  increase  pulse  rate) 
and  4 mg.  chlorprophenpyridamine  maleate  (a  potent, 
well-tolerated  antihistamine). 


NOVAHISTINE  ELIXIR 

exceptionally  palatable  liquid  that  children  like  to  take. 
Each  5 ml.  teaspoonful  contains  5 mg.  phenylephrine 
HCI  and  2 mg.  chlorprophenpyridamine  maleate. 

1.  Beckman,  H.:  Pharmacology:  The  Nature,  Action  and 
Use  of  Drugs,  2nd  Ed.  W.  B.  Saunders  Company, 
Philadelphia  and  London.  1961,  p.  673. 
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Division  of  The  Dow  Chemical  Company 
Indianapolis  6,  Indiana 
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Infant  formula 

nearly  identical 
to  mother’s  milk' 
in  nutritional 
breadth  and  balance 


Five  years  of  resetirch  and  41,000 
patient  days  of  clinical  trials 
form  the  background  of  Enfamil. 

Excellent  acceptance.  During 
the  crucial  first  8 weeks  of  life 
and  throughout  the  formula 
feeding  period,  babies  accept 
Enfamil  and  thrive  on  it.  As 
shown  in  a well-controlled 
institutional  study*  covering  the 
early  period  of  formula  feeding, 
the  average  daily  caloric  intake 
of  Enfamil  was  51 .4  per  pound. 
(The  normal  daily  requirement 
for  young  infants  is  45  to  55 
calories  per  pound.*) 

The  same  study*  also  showed  that 
Enfamil  produced  • good  weight 
gains  • good  stool  patterns 

I.  The  Composition  of  Milks,  Publication 

254,  Nation^  Academy  of  Sciences  and 
National  Research  Council,  Revised 
1953.  2.  Brown,  G.  W.;  Tuholski, 

J.  M.;  Sauer,  L.  W.;  Minsk,  L.  D.,  and 

Rosenstem,  I.:  J.  P^iat.  56:391  (Mar.) 
1960.  3.  Watson,  E.  H.,  and  Lowrey, 

G.  H.:  Growth  and  Devel^ment  of 
Children,  cd.  3,  Chicago,  The  Year 
Book  Publishers,  Inc.,  1958,  p.  28t. 
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Arute  Myocardial  Infarction  in  VVoinen  Under  Fifty  Years  of  Age 


Norman  S.  Blackman,  M.D.,  and  Yusuf  Kologlu,  M.D.  ;I079 

Anterior  Approach  to  Degenerative  Disk  Disease  of  the  Cervical  Spine 

Donald  Yeoman  Sleivarl,  M.D.  :508H 

Symposium  and  Panel  Discussion — Diseases  of  the  Liver 

. Sidney  M.  Fiersl,  M.D.,  Chairman; 
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First 
Choice 

for  safety  • effectiveness  • dependability 


IN  ACUTE  AND  CHRONIC 
URINARY  TRACT  INFECTIONS 


URISED 


RECENT  PROOF  OF  CLINICAL  EFFECTIVENESS  OF  URISED 


Author 

No.  of 
Patients 
Treated 

Per  cent  of 
Satisfactory 
Response 

Side  Effects 

Sands^  (Trigonitis) 

83 

83.2 

One 

(mild  rash) 

Haas  & Kay2  (Acute  and  Chronic 

Urinary  Infections) 

50 

97 

None 

Renner,^  et  al.  (Common  Urinary 

Infections) 

50 

96 

None 

Marshall  (Cystitis) 

100 

80 

None 

Strauss®  (Urinary  Infections  in  the 

50 

72 

None 

Aged) 

Total  Cases 

333 

References:  (1)  Sands,  R.  X.:  Trigo- 
nitis during  Pregnancy:  A Method  of 
Treatment.  New  York  St.  J.  Med.  61: 
2598-2602,  1961;  (2)  Haas,  Jr..  J.. 
and  Kay,  L.  L.:  Management  of  Uri- 
nary Tract  Infections.  Southwest. 
Med.  42:30-32,  1961;  (3)  Renner, 
M.  J.,  et  al.:  Urinary  Tract  Infections: 
Treatment  with  Antiseptic-Antispas- 
modic  Agent.  Hosp.  Topics  39:71* 
73, 1961;  (4)  Marshall,  W.:  Treatment 
of  Cystitis  in  General  Practice.  Clin. 
Med.  7:499-502,  1960;  (5)  Strauss, 
B.:  Treatment  of  Urinary  Tract  Infec- 
tions in  the  Elderly.  Clin.  Med.  4:307- 
310,  1957, 


Each  Urised  Tablet  Contains: 

Atropine  Sulfate 1/2000  gr. 

Hyoscyamine 1/2000  gr. 

With  Methenamine,  Methylene  Blue,  Benzoic  Acid, 
Salol  and  Gelsemium. 

Indications: 

Soothing,  urinary  antiseptic-antispasmodic  for  re- 
lief of  pain,  urgency,  dysuria  and  frequency.  Clini- 
cally safe  and  effective  for  treatment  of  acute  or 
chronic  cystitis,  urethritis,  pyelitis,  pyelonephritis, 
prostatitis  and  ureteritis. 

Dosage: 

Adults:  2 tablets  q.i.d.  with  full  glass  of  water. 
Acute  Cases:  Start  with  2 tablets  every  hour  for 
three  doses. 

Supplied: 

Bottles  of  100,  1000  and  2000  tablets. 


CHICAGO  PHARMACAL  COMPANY  Chicago  40,  Illinois 


AN  AMES  CLINIQUICr 

ICLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


hypoglycemia  as  a 
sign  of  diabetes 

An  early  manifestation  of  diabetes 
mellitus  may  be  spontaneous  hypo- 
glycemia. Diabetes  should  be  con- 
sidered in  any  patient  with  a history 
of  hypoglycemic  reactions  and  pre- 
senting symptoms  of  postprandial 
hypoglycemia.^  Such  symptomatol- 
ogy may  be  an  indication  for  a 
prolonged  5-hour  glucose  tolerance 
test.“  These  patients  demonstrate  a 
terminal  hypoglycemia  3 to  5 hours 
after  exhibiting  a tolerance  curve 
indicative  of  mild  diabetes.®  If  not 
carefully  evaluated,  an  erroneous 
diagnosis  of  functional  hyperinsu- 
linism  may  be  made.® 

Early  recognition  of  the  potential 
diabetic,  particularly  among  nondia- 
betic relatives  of  diabetics,  may  be 
accomplished  by  use  of  the  cortisone- 
modified  glucose  tolerance  test.® 

Physiologic  idiosyncrasies  mani- 
fested by  some  diabetic  patients 
justly  demonstrate  the  need  for 
careful  urine-glucose  evaluation. 
Simple,  readily  performed,  Clini- 
TEST®  is  a valuable  adjunct  not  only 
to  facilitate  diabetic  management, 
but  to  secure  greater  patient  cooper- 
ation through  his  own  participation. 
The  Graphic  Analysis  Record  pro- 
vided with  each  Clinitest  Set  per- 
mits daily  plotting  of  urine-sugar 
determinations  to  direct  the  patient 
toward  better  control. 

Clinitest  is  of  particular  value  in 
oral  hypoglycemic  therapy. 

(1)  Seltzer,  H.  S.;  Fajans,  S.  S.,  and  Conn, 
J.  W. : Diabetes 5 : 437, 1956. (2)  Fuller,  R. E. : 
J.  Michigan  M.  Soc.  59:1535,  1960.  (3) 
Fajans,  S.  S.,  in  Williams,  R.  H.:  Diabe- 
tes, New  York,  Hoeber,  1960,  pp.  399,  408. 
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Antithrombotic 

Therapy 


HEPARIN 


is  the  only  substance  that  protects  against  the 
organization  and  extension  of  thrombi  by 
acting  on  both  the  clotting  mechanism  and 
on  elevated  lipid  levels. 


There  is  a grow/ing  body  of  evidence 
for  inter-relationships  among 
elevated  serum  lipids,  atherosclerosis, 
hypercoagulability,  and  thrombosis. 
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Neutralization 
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oluminum  hydroxide 


Following  determinotion  of  basal  secretion, 
introgostric  pH  wos  determined 
continuously  by  means  of  frequent 
readings  over  o two-hour  period. 
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antibiotic  therapy  with  an 

ECLO 


CAPSULES,  150  mg.,  75  mg.  Dosage:  Average  infec- 
tions—150  mg.  four  times  daily.  Severe  infections— 
Initial  dose  of  300  mg.,  then  150  mg.  every  six  hours. 
PEDI.\TRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with 
calibrated,  plastic  dropper.  Dosage:  1 to  2 drops  (3 
to  6 mg.)  per  pound  body  weight  per  day  — divided 
into  four  doses. 

SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored). 
Dosage:  3 to  6 mg.  per  pound  body  weight  per  day 
— divided  into  four  doses. 


PRECAUTIONS  — As  with  other  antibiotics,  declo- 
MYCiN  may  occasionally  give  rise  to  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  or  dermatitis.  A 
photodynamic  reaction  to  sunlight  has  been  observed  in 
a few  patients  on  declomycin.  Although  reversible 
by  discontinuing  therapy,  patients  should  avoid  expo- 
sure to  intense  sunlight.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility 
with  declomycin,  as  with  other  antibiotics,  and  demands 
that  the  patient  be  kept  under  constant  observation. 
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added  measure  of  protection 

MYCIlsr 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 

against  relapse— up  to  6 days’  activity  on  4 days’  dosage 
against  secondary  infection — sustained  high  activity  levels 
against  “problem”  pathogens—  positive  broad-spectrum  antibiosis 
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Inflammation  Takes  Flight 


Tandearir 

brand  of  oxyphenbutazone 

a new 

development 
in  nonhormonal 
anti-inflammatory 
therapy 

Geigy 


Remarkably  useful  in  a wide  variety  of 
inflammatory  conditions,  including: 
rheumatoid  arthritis,  spondylitis, 
osteoarthritis'"*:  gout,'  ' ®;  acute  superficial 
thrombophlebitis’"’:  painful  shoulder 
(peritendinitis,  capsulitis,  bursitis,  and  acute 
arthritis  of  that  joint)’  ’;  severe  forms  of  a 
variety  of  local  inflammatory  conditions.""” 

The  physician  should  be  thoroughly  familiar 
with  the  dosage,  side  effects,  precautions 
and  contraindications  of  Tandearil  before 
prescribing. 

Full  product  information  available 
on  request. 

more  specific  than  steroids  — Acts  directly 
on  the  inflammatory  lesion  without  altering 
pituitary-adrenal  function... without 
impairing  immunity  responses."" 

more  dependably  absorbed  than  enzymes  — 

Tandearil,  a simple,  non-protein  molecule, 
is  rapidly  and  completely  absorbed,’-'* 
consistently  providing  effective  blood  levels. 

1081-61 


far  more  potent  than  salicylates  — 
Anti-inflammatory  potency  of  Tandearil 
markedly  superior  to  aspirin.’-'* 

availability: 

Round,  tan,  sugar-coated  tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 

rof  6r0ncG$* 
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ij  without  steroids 
\ this  arthritic  miner 
might  still  be  spoon-fed 

On  Meticorten,  he  has  worked  steadily 
jfor  six  years  with  no  serious  side  effects 


|J.  G.’s  rheumatoid  arthritis  started  in  1949  with 
I severe  and  unremitting  pain  in  his  shoulders. 
Later,  his  wrists,  elbows,  feet  and  hands  became 
involved  with  swelling  and  loss  of  function.  By 
'1951,  when  he  was  45,  the  patient  was  helpless 
! and  had  to  be  fed  and  dressed  by  his  wife.  He 
was  frequently  hospitalized  during  the  next  three 
years.  Hydrocortisone  failed  to  make  any  change 
I in  his  condition. 


On  April  2,  1955,  the 
patient  was  placed  on 
Meticorten  and  im- 
proved promptly.  Two 
weeks  later  he  stated,  “I 
feel  very  well  now.”  He 
was  able  to  go  back  to 
work  as  a mine  electri- 
cian that  year  and  had  no  difficulty  driving  a car. 

For  the  past  six  years,  he 
has  been  maintained  on 
Meticorten  5 mg.  two 
or  three  times  a day. 
There  have  been  no  side 
effects.  The  patient  has 
not  lost  any  work  time, 
nor  has  he  had  to  limit 
his  activities  in  any  way. 


Case  history  courtesy  of  Joel  Goldman,  M.D.,  Johnstown,  Pa. 
These  photographs  of  Dr.  Goldman’s  patient  were  taken  on 
November  10, 1960. 

Meticorten,®  brand  of  prednisone. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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Nico-Metrazol' 

the  safe  ergogenic  agent 


Whenever  non-specific  fatfgue  Indicates  the  need  for  safe  cerebral  stimulation, 
Nico-Metrazol  deserves  a therapeutic  trial.  The  gentle  activation  of  the  central  nervous 
system  and  the  increased  rate  of  cerebral  blood  flow  effected  by  Metrazol®,  combined 
with  increased  peripheral  blood  flow  Induced  by  nicotinic  acid,  provide  a “physiologic 
spark-plug”  for  renewed  mental  and  physical  vitality.  Fatigue  and  listiessness  are 
frequently  replaced  by  a resurgence  of  energy  and  alertness.  Chronically  apathetic 
geriatric  patients  often  show  significant  improvement  on  Nico-Metrazol  therapy. 

Outstanding  Safety;  Nico-Metrazol  is  markedly  free  of  undesirable  systemic  action. 
It  causes  neither  hypertension  nor  postural  hypotension.  Nico-Metrazol  has  no  adverse 
effect  on  liver  or  bone  marrow  functions.  The  vasodilating  action  of  nicotinic  acid 
produces  a transient  flush  and  is  accompanied  by  a feeling  of  warmth  and  stimulation. 

Dosage:  Initially,  2 Nico-Metrazol  Tablets,  or  2 teaspoonfuls  of  Nico-Metrazol  Elixir,  three  or  four 
times  daily.  For  maintenance,  after  optimal  results  have  been  achieved,  dosage  may  be  reduced  to 
1 Nico-Metrazol  Tablet  or  1 teaspoonful  of  Nico-Metrazol  Elixir  three  times  daily. 

Supply:  Nico-Metrazol  Tablets  and  Elixir- 100  mg.  Metrazol  and  50  mg.  nicotinic  acid  in  each 
tablet  or  teaspoonful. 


For  Information  on  Vlta-Metrarol  and  Metrazol  dosage  forms,  consult  your  current  Physicians’  Desk  Reference. 
KNOLX.  PHARMACEUTICAL  COMPAIVY  - or.»j«ok.  nbw  jkrsbv 
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ARMOUR  PHARMACEUTICAL  COMPANY 
ANNOUNCES  THE  FIRST  SELECTIVE  TENSITROPIC 


I 


I 


1 am  pleased  to  inform  you  of  the  latest  development  in  our  Company’s  continuing  research 
for  superior  chemotherapeutic  agents. 

For  patients  suffering  from  tension/anxiety  states,  we  are  offering  the  medical  profession 
Listica—  a new  and  selectively  different  monocarbamate.  Frankly,  we  would  be  hesitant 
about  entering  a field  already  crowded  with  good  drugs  were  it  not  for  the  marked 
differences  Listica  presents. 

Listica  is  not  "just  another  tranquilizer."  We,  therefore,  call  it  The  First  Selective  Ten- 
sitropic.  Here  are  the  reasons  why: 

New  Listica  allays  tension/anxiety  in  as  many  as  89%  of  cases  by  selectively  inhibiting 
impulses  through  internuncial  pathways  of  the  central  nervous  system.  However,  it  does 
not  affect  the  unconditioned  response;  thus,  Listica  does  not  induce  apathy  or  impair  acuity. 

The  past  three  and  one-half  years  of  clinical  studies  have  demonstrated  the  safety  and 
efficacy  of  Listica  in  1,759  patients.  There  have  been  no  reports  of  contraindications, 
toxicity,  habituation  or  serious  side  effects. 

One  tablet  q.i.d.  is  adequate  dosage  to  allay  tension/anxiety,  maintain  acuity,  and  promote 
eunoia  *— "a  normal  mental  state.”  This  simple,  effective  dose  remains  the  same,  even 
in  maintenance  therapy. 

We  are  sending  you  samples  and  published  clinical  reports  on  Listica.  We  will  be  happy 
to  send  you  a copy  of  the  first  "Symposium  on  Hydroxyphenamate"  on  request.  I believe 
you  will  find  Listica  a valuable  addition  to  the  arsenal  of  chemotherapeutics  for  combatting 
tension /anxiety  in  your  practice. 


Robert  A.  Hardt,  President 


P.S.:  Physicians  who  prefer  generic  names  prescribe  "Hydroxyphenamate,  Armour.** 

LiSTiCA-Hydroxyphenamate,  Armour.  ©1961,  A.p.  CO.  *Stedman’s  Medical  Dictionary. 
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ANNOUNCING  THE  FIRST 


Symbols  of  the  Age  of  Tension! Anxiety 


USTICA  by  ARMOUR 


allays  TENSION/ANXIETY  . . . 
maintains  acuity . . . promotes  eunoia*. . . 
facilitates  somatic  diagnosis  and  therapy 


IViOfl 


SELECTIVE  TENSITROPIC 

L I S T I C A 

lifts  the  facade  of  New  Listica  allays  tension /anxiety  in  as  many  as  89%  of  cases,  by  selectively 
TENSION/ANXIETY  inhibiting  impulses  through  internuncial  pathways  of  the  central  nervous  system. 

Whether  the  patient's  tension /anxiety  is  psychosomatic  or  a complication  of 
somatic  disorder,  Listica  reduces  or  eliminates  the  excess  impulsivity  seen  in 
tension /anxiety  states. 

maintains  Unlike  many  drugs,  Listica  does  not  affect  unconditioned  response  or  normal 
normal  acuity  nnotor  activity.  Thus,  Listica  allays  tension  and  anxiety  without  inducing  apathy 
or  impairing  acuity;  patients  are  able  to  pursue  normal  activities,  such  as  driving, 
reading,  writing,  etc.,  without  interference  from  drug  therapy. 

enhances  As  it  removes  tension/anxiety,  fear  and  frustration,  listica  promotes  eunoia*— 
physician-patient  normal  mental  state."  It  bares  the  patient’s  true  somatic  condition,  and  facili- 
rapport  diagnosis  and  therapy.  Patients  are  more  tractable  to  concomitant  drug 
therapy,  respond  better,  faster. 


without  known  Listica  is  safe,  as  well  as  effective.  Chronic  studies^^  in  rats  (12  months)  and  dogs 
toxicity  or  (6  months)  were  free  of  toxic  manifestations  at  oral  dosage  levels  as  high  as  200 
contraindications  rng./kg./day  (approximately  10  times  the  recommended  human  dosage).  No  mac- 
roscopic or  microscopic  changes  in  tissues,  organs  or  blood  indicative  of  toxicity 
were  observed,  even  at  doses  up  to  320  mg. /kg.  In  humans,  there  have  been  no 
adverse  blood,  urine  or  cardiac  changes;  liver  profiles  were  negative,  and  jaundice 
has  not  been  noted. 


without  serious 
side  effects 
or  habituation 


with  convenient 
dosage  and 
availability 


During  three  and  one-half  years  of  clinical  study  in  1,759  patients, Listica  has 
produced  no  serious  side  effects.  Less  than  4%  of  patients  experienced  any  side 
effects,  and  these  were  invariably  minor  and  transient.  Most  frequent  (38  cases) 
was  mild  drowsiness,  which  disappeared  after  the  first  few  days  of  Listica  therapy. 
Habituation,  cumulative  effects,  or  withdrawal  symptoms  have  not  been  noted, 
even  in  patients  taking  Listica  as  long  as  two  years. 

One  Listica  tablet,  q.i.d.,  is  the  recommended  dosage.  Listica  is  supplied  in  bottles 
of  50  tablets  on  prescription  only,  by  pharmacies  everywhere.  Each  tablet  contains 
200  mg.  of  Hydroxyphenamate,  Armour. 
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Hydroxyphenamate.  Ibid. 

ARMOUR  PHARMACEUTICAL  COMPANY,  KANKAKEE,  ILLINOIS 
Physicians  who  prefer  generic  names  prescribe  “Hydroxyphenamate,  Armouf." 

USTICA-Flydroxyphenamate,  Armour.  C'96'.  A.P.  CO.  •Stedman's  Medical  Dictionary 
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A new  name  in  Pjtta.mia.ceutica.ls 


ROXAINE 


Philips  Roxane  comes  to  you  as  a new  name 
in  American  pharmaceutical  manufacture.  But 
our  roots  go  deep.  We  have  well-established 
resources  in  this  country.  In  Holland  and 
elsewhere  in  Europe,  we  have  access  to 
research  from  which  substantial  contributions 
have  been  made  in  the  areas  of  human, 
animal  and  plant  health. 

A wide  range  of  new  pharmaceuticals  is  now 
being  developed  which  will  have  significant 
usefulness  to  you  in  your  practice. 

For  example,  extensive  studies  are  now  being 
carried  out  in  organic  synthesis,  vaccines,  and 
radioactive  isotopes.  Some  of  these 
pharmaceuticals  and  biologicals  are  presently 
undergoing  clinical  trials  in  this  country. 

One  research  project  nearing  completion  is 
a measles  vaccine,  now  undergoing  extensive 
U.  S.  clinical  trial.  Another  preparation,  soon 
to  be  available,  is  a progestational  agent 
which  gives  promise  of  offering  distinct 
advantages  over  those  presently  available. 

A true  progestin,  it  will  have  wide  application  in 
female  disturbances  without  androgenic, 
estrogenic,  or  corticosteroid  side  effects. 

Philips  Roxane  has  acquired  affiliates 
throughout  the  United  States,  where  research 
and  development  in  human,  animal  and  plant 
medicines  are  being  greatly  extended  through 
their  production  facilities  and  sales 
organizations. 

The  name  Philips  Roxane  will  become  as  ^ 
familiar  to  you  as  the  names  of  many  other 
fine  pharmaceutical  houses  in  this  country, 
whose  products  and  people  serve  you  faithfully. 


PHILIPS  ROXANE, 


SUHSIOIAHY  or  fHIUlPl  ELECTRONICS  ANO  PHARMACEUTICAL  INDUSTRIES  CORP. 


progress  in  research  for  medicine 


NEW 


Dimetapp  Extentabs 

let  your  sinusitis,  allergy  and  U.R.I.  patients  breathe  easier! 


DIMETAPP  Extentabs  contain  Dinnetane'^Cparabromdylamine  [brompheniramine]  maleate)  12  mg., 
phenylephrine  HCI 15  mg.,  and  phenylpropanolamine  HCI  15  mg.,  a proved  antihistamine  and  two 
outstanding  decongestants.  The  dependable  Extentab  form  provides  sustained  relief  from  the 
stuffiness,  drip  and  congestion  of  sinusitis,  colds  and  U.R.I.  for  10-12  hours  with  a single  dose. 


A.  H.  ROBINS  CO..  INC. 
MAKING  TODAY'S  MEDICINES  WITH  INTEGRITY 


RICHMOND  20.  VIRGINIA 

SEEKING  TOMORROW’S  WITH  PERSISTENCE 


because  patients  are  more  than  arthritic  joints... 
controlling  inflammatory  symptoms  is  frequently  not  enough! 

Even  cortisone,  with  its  severe  hormonal  reactions,  can  effectively  control  inflammatory  and 
rheumatoid  symptoms.  But  a patient  is  more  than  the  sum  of  his  parts  — and  the  joint  is  only 
part  of  a whole  patient.  Symptomatic  control  is  but  one  aspect  of  modern  coi'ticotherapy, 
because  what  is  good  for  the  symptom  may  also  be  bad  for  the  patient. 
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Unsurpassed  ^‘General  Purpose*’  and  ^'Special  Purpose”  Corticosteroid . . . 

Outstanding  for  Short-  and  Long-Term  Therapy 


(Knee  Joint,  Left:  distal  end  of  femur;  Right:  proximal  end  of  tibia) 


ARISTOCORT  is  an  outstanding  “special  purpose”  steroid  when  the  complicating  problem  is 
increased  appetite  and  weight  gain,  sodium  retention  and  edema,  cardiac  disease,  hyper- 
tension or  emotional  disturbance  and  insomnia. 

ARISTOCORT  provides  unsurpassed  anti-inflammatory  control  without  sodium  retention  or 
edema  — without  the  undesirable  psychic  stimulation  and  voracious  appetite. 

Supplied:  Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms. 
Request  complete  information  on  indications,  dosage,  precautions  and  contraindications 
from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES  • A DIV.  OF  AMERICAN  CYANAMID  COMPANY  • PEARL  RIVER,  N.  Y. 
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Fostex'  treats 
pimpiesbiackheadsacne 
while  they  wash 


degreases  the  skin 
helps  remove  blackheads 
dries  and  peels  the  skin 


Patients  like  Fostex  because  it’s  so 
easy  to  use.  Instead  of  using  soap, 
they  simply  wash  acne  skin  with 
Fostex  Cream  or  Fostex  Cake  2 to  4 
times  daily. 

Fostex  contains:  Sebulytic'*’  base  (unique,  penetrating,  sur- 
face-active combination  of  soapiess  cieansers  and  wetting 
agents *)  with  remarkable  antiseborrheic,  keratolytic  and  anti- 
bacterial actions  . . . enhanced  by  micropulverized  sulfur  2%, 
salicylic  acid  2%  and  hexachlorophene  1%. 

*sodlum  lauryl  sulfoacetate,  sodium  alkyl  aryl  polyether  sulfonate 
and  sodium  dioctyl  sulfosuccinate. 

Fostex  Cream  and  Fostex  Cake  are  interchangeable  for  thera- 
peutic washing  of  the  skin.  Fostex  Cream  is  approximately 
twice  as  drying  as  Fostex  Cake.  Supplied:  Fostex  Cake— bar 
form.  Fostex  Cream— 4.5  oz.  jars.  Also  used  as  a therapeutic 
shampoo  in  dandruff  and  oily  scalp. 

And  . . . since  continuous  24-hour  drying  and 
peeling  of  acne  skin  is  essential,  FOSTRIL(a  new, 
flesh-tinted  drying  lotion)  should  be  used  once  or 
twice  daily  in  addition  to  Fostex  therapeutic  washings. 
Fostril®  contains  Liposec®  (polyoxyethylene  lauryl 
ether),  a new,  surface-active  drying  agent  used  forthe 
first  time  in  acne  treatment.  This  agent,  with  2% 
micropulverized  sulfur  and  a zinc  oxide,  talc  and  ben- 
tonite base,  provides  Fostril  with  excellent  drying 
properties.  Fgstril  also  contains  1%  hexachlorophene. 

Available:  Fostril,  oz,  tubes. 

Fostrll-HC  (%%  hydrocortisone)  25  gm.  tubes. 
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Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


Outstandingly  Safe 
and  Effective 


for  the  tense  and 
nervous  patient 


1 

2 


simj)lc  dosage  schedule  relieves  anxiety 
dependably  — without  altering 
sexual  function 

does  not  produce  ataxia 


3 


no  cumulative  effects  in  long-term 
therapy 


does  not  produce  Parkinson-like 
symptoms,  li\cr  damage 
or  agranulocytosis 


5 


does  not  muddle  the  mind  or  affect 
normal  behavior 


Usual  dosa9e:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
toblets;  bottles  of  50.  Also  os  MEPROTABS®-400  mg. 

unmorked.  coated  toblets;  ond  in  susfoined-re/eose 
capsules  as  MEPROSPAN®-400  ond  MEPROSPAN®-200 
(containing  respectively  400  mg.  ond  200  mg.  meprobamate). 


Miltown* 

meprobamate  (Wallace) 


WALLACE  LABORATORIES  / Cranbiiry,  N.  J. 


CM-9S32 
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The  Eighteenth  Annual 

NEW  ENGLAND 
POST  GRADUATE  ASSEMBLY 

November  6,  7 and  8,  1961 
Statler  Hilton,  Boston,  Mass. 

PRACTICAL  COURSES 
FOR  PRACTICING  PHYSICIANS 

Clinics 

Panel  Discussions 

Luncheon  Symposia 

Clinicopathological  Conferences 

Lectures 

Medical  Films 

Exhibits 

Open  to  all  physicians.  Registration  fee  $10. 
For  further  information  write  Dr.  Edward  V. 
Putnam,  Chairman,  New  England  Postgrad- 
uate Assembly,  22  The  Fenway,  Boston  15, 
Mass.  ■■ 

The  Assembly  is  sponsored  by  the  Council 
of  New  England  State  Medical  Societies  in 
co-operation  with  the  New  England  State 
Chapters  of  the  American  Academy  of  Gen- 
eral Practice. 


THE  NEW  YORK  AND  BROOKLYN 
REGIONAL  COMMITTEE  ON  TRAUMA 

of  the 

American  College  of  Surgeons 

Announces 
A Two  Day  Course  on 
ELBOW,  FOREARM,  WRIST 


by 

Dr.  Alexander  P.  Aitkon Brookline,  Mass. 

Dr.  Rolla  D.  Campbell,  Jr New  York,  N.  Y. 

Dr.  Robert  E.  Carroll New  York,  N.  Y. 

Dr.  William  H.  Cassebaum New  York,  N.  Y. 

Dr.  Edwin  F.  Cave Boston,  Mass. 

Dr.  Anthony  D.  DePalma Philadelphia,  Pa. 

Dr.  Sawnie  R.  Gaston New  York,  N.  Y. 

Dr.  Ernest  W.  Lampe New  York,  N.  Y. 

Dr.  J.  William  Littler New  York.  N.  Y. 

Dr.  Harrison  L.  McLaughlin New  York,  N.  Y. 

Dr.  Frederick  M.  Smith Falmouth,  Mass. 

Dr.  Frank  E.  Stinchfield New  York,  N.  Y. 

Dr.  Frederick  Thompson New  York.  N.  Y. 

Dr.  Preston  A.  Wade New  York.  N.  Y. 

Friday  and  Saturday,  December  1 and  2,  1961 
9:00  to  5:00  P.M. 

Cost  of  Course $40.00 

Internes  and  Residents $20.00 


Lenox  Hill  Hospital 
Einhorn  Auditorium 

Lexington  Ave.  & 76th  St.,  New  York,  N.  Y. 

Send  Check  and  Application  to: 

Dr.  Alexander  Garcia,  Jr.,  Secretary 

180  Fort  Washington  Ave.,  New  York  3,  N.  Y. 
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ZYMOZYME  tablets 

FOR  COMPREHENSIVE  MULTIVITAMIN,  MINERAL,  LIPOTROPIC  AND 
PHOSPHORYLATING  THERAPY  INDICATED  IN: 


• Stress  situations  • Geriatrics  • Atherosclerosis,  anoxemia  associated  with  car- 
diac disease*  Diabetes*  Cirrhosis  of  the  liver • Infectious  hepatitis*  Depressed 
dark  adaptation  * Pre-  and  post-operative  support  • Pregnancy  and  lactation 


/ 


ZYMOZYME  provides  treatment  to  adjust  oxidation  to  control  excess  choles- 
terol due  to  diet  or  organic  synthesis  and  to  regulate  tissue  lipoid  balance 


Each  ZYMOZYME  tablet  provides: 

Vitamin  A 25,000  U.S.P.  units 

Vitamin  D 2.000  U.S.P.  units 

Vitamin  B-12  Activity 

(Cobalamin  Cone.)  10  meg. 

Vitamin  B-1  (Thiamin  Mononitrate)  . 10  mg. 

Vitamin  B-2  (Riboflavin)  10  mg. 

Niacinamide  150  mg. 

Vitamin  B-6  (Pyridoxine  HCL)  1 mg. 

Calcium  Pantothenate  10  mg. 

Vitamin  C (Ascorbic  Acid)  150  mg. 

Vitamin  E (Succinate)  12  Int.  Units 

Rutin  25  mg. 

Citrus  Bioflavonoid  Complex  25  mg. 

Choline  Bitartrate  50  mg. 


Inositol  25  mg. 

dl-Methionine  25  mg. 

Vitamin  K (Menadione)  1 mg. 

Nucleic  Acid  25  mg. 

Yeast  Enzymatic  Hydrolysate 25  mg. 

Glutamic  Acid 12.5  mg. 

Glycine  12.5  mg. 

Cysteine  HCL 12.5  mg. 

Iron  (from  Ferrous  Gluconate)  20  mg. 

Manganese  (from  Manganese  Sulfate)  1 mg. 

Copper  (from  Copper  Sulfate)  0.45  mg. 

Magnesium 

(from  Magnesium  Sulfate)  1 mg. 

Potassium  (from  Potassium  Sulfate).  5 mg. 
Zinc  (from  Zinc  Sulfate)  0.5  mg. 


DOSAGE:  One  Tablet  daily  or  as  directed  by  the  physician. 
SUPPLIED:  in  bottles  of  100  Tablets. 


Write  for  physicians'  samples  for  clinical  trial. 


BARROWS  BIOCHEMICAL  PRODUCTS  CORP. 


Biochemicals  • 


BARROWS 


INWOOO,  LONG  ISLAND,  NEW  YORK 


Manufacturing  Chemists  • Pharmaceuticals 
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IN  FUNCTIONAL  6.1.  AND 
BILIARY  DISTURBANCES 
...TO EACH  PATIENT 
ACCORDING  TO  THE  NEED 


DECBOLIN-BB 


•••• 


Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  anxiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts... and  also  relieve  both  smooth-muscle  spasm  and 


biliary/intestinal  stasis 

butabarbital  sodium 15  mg.  ('A  gr.) 

(Warning-may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  ('/e  gr.) 


DECHOLir 
with  Belladonna 

Hydrocholeretic  — Antispasmodic .. .to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi... and 
also  counteract  biliary/intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (Vi  gr.) 


DECHOLIN 

Hydrocholeretic .. .to  combat  STASIS  in  bowel  and  biliary 
tract.  ..by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  {W*  gr.) 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily. 

Side  effects:  Decholin  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
Decholin  with  Belladonna  and  Decholin-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  Decholin  with  Belladonna  and 
Decholin-BB)  glaucoma. 

Precautions:  Periodically  check  patients  on  Decholin  with  Belladonna  and  Decholin-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  Decholin-BB  for  evidence  of  barbiturate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Available:  Decholin-BB,  in  bottles  of  100  tablets;  Decholin  with  Belladonna  and  Decholin,  in  bottles  of 
100  and  SOO.  iiiei 


AMES 

COMPANY.  INC 
Elkhart  • Indiono 
Toronto  ■ Conoda 
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Acute  respiratory  inflammation 


Chymoral 


cuts  healing  time  in  RESPIRATORY  INFLAMMATION 


By  subduing  the  inflammatory  reaction  of  respiratory  tract  tissues,  Chymoral 
liquefies  thickened  bronchial  secretions  and  affords  easier  expectoration  of  mucus 
plugs.  In  a series  of  48  patients  with  bronchial  asthma,  44  were  afforded  relief  with 
Chymoral  therapy  that  was  judged 
“good  to  excellent.’’’  In  chronic  ob- 
structive emphysema,  Chymoral  has 
Improved  both  vital  capacity  and  the 
ability  to  expectorate  without  severe, 
racking  cough  effort.®  And  in  sinusitis 
or  rhinitis  there  is  a definite  reduction 
of  inflammation  and  edema  of  the 
nasal  and  sinal  mucosa,  along  with 
improved  airflow.®- 3 


controls  inflammation, 
curtails  swelling,  curbs  pain 


r Taub,  S.  J.;  Clin.  Med.  7:2575, 1960.  2.  Clinical  Reports 
to  the  Medical  Department,  Armour  Pharmaceutical 
Company,  1960.  3.  Billow,  B.  W.;  Cabodeville.  A.  M.; 
Stern,  A.;  Palm,  A.;  Robinson,  M.,  and  Paley,  S.  S.: 
Clinical  Experiences  with  Oral  Anti«inflammatory 
Enzyme  for  Intestinal  Absorption.  Southwestern  Med. 
-tf/:286, 1960. 


CHYMORAL 

Chymoral  is  an  ORAL  anti-inflammatory  enzyme  tablet  specifically 
formulated  for  intestinal  absorption.  Each  tablet  provides  enzymatic 
activity,  equivalent  to  50,000  Armour  Units,  supplied  by  a purified 
concentrate  which  has  specific  trypsin  and  chymotrypsin  activity  in  a 
ratio  of  approximately  six  to  one.  ACTION:  Reduces  inflammation  of 
all  types;  reduces  and  prevents  edema  except  that  of  cardiac  or  renal 
origin;  hastens  absorption  of  blood  and  lymph  extravasates;  helps  to 
liquefy  thick  tenacious  mucous  secretions;  improves  regional  circula- 
tion; promotes  healing;  reduces  pain.  INDICATIONS:  Chymoral  is 
indicated  in  respiratory  conditions  such  as  asthma,  bronchitis,  rhinitis, 
sinusitis;  in  accidental  trauma  to  speed  absorption  of  hematoma, 
bruises,  and  contusions;  in  inflammatory  dermatoses  to  ameliorate 
acute  inflammation  in  conjunction  with  standard  therapies;  In  gyne- 
cologic conditions  such  as  pelvic  inflammatory  disease  and  mastitis; 
in  obstetrics  as  episiotomies  and  breast  engorgement;  in  surgical  pro- 
cedures as  biopsies,  hernia  repairs,  hemorrhoidectomies,  mammec- 
tomies,  phlebitis  and  thrombophlebitis;  in  genitourinary  disorders 
as  epididymitis,  orchitis  and  prostatitis;  in  dental  and  oral  surgery  as 
fractures  of  the  mandible  or  maxilla,  difficult  or  multiple  extractions, 
and  alveolectomies.  CONTRAINDICATIONS:  None  known.  INCOM- 
PATIBILITIES: None  known.  Antibiotics  as  well  as  generally  accepted 
measures  may  be  coadministered.  SIDE  EFFECTS:  Mild  gastric 
upsets,  rarely  encountered.  DOSAGE:  Recommended  initial  dose  is 
two  tablets  q.i.d.;  one  tablet  q.i.d.  for  maintenance.  SUPPLIED: 
iottles  of  48  and  250  tablets. 


ARMOUR  PHARMACEUTICAL  COMPANY 

Originators  of  Listica® 


KANKAKEE,  ILLINOIS 
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A FLAVOR 

THAT’S  AN  ALL-TIME 
CHILDREN’S  FAVORITE 


is  just 
Flavored 


one  of  the  advantages  of 
Bayer®  Aspirin  for  Children 


II 

ii 


1.  The  small,  colored  Bayer  tablets  taste  so  good  children 
take  them  without  fussing. 

2»  The  dosage  is  IH  grains,  so  Bayer  is  easy  to  prescribe 
for  a child  of  any  age. 

3.  The  bottle  cap  grips  tight,  to  help  prevent  children  from 
taking  it  on  their  own. 

4.  The  name  is  Bayer,  and  Bayer  Aspirin  is  known,  trusted 
and  preferred  by  more  millions  of  people  than  any 
other  brand  of  gain  reliever. 


For  professional  samples,  write:  The  Bayer  Company,  1450  Broadway,  New  York  18,  N.  Y. 
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You  can  use  this  custom-designed,  twin-engine  all-weather  air  ambulance  to  transport 
your  patients  at  200  miles  per  hour  around  the  clock.  The  air  ambulance  has  resuscita- 
tion equipment,  a nine-hour  oxygen  supply,  and  a wide  door  specially  designed  for 
loading  the  stretcher  and  patient.  The  handsomely  appointed  cabin  offers  ample  room 
for  the  patient,  doctor  and  members  of  the  family.  Airline  transport  rated  pilots  are 
in  command  on  every  flight,  assuring  complete  safety.  For  full  details  write  for 
broch\ire  or  call 

SPECIAL  AIR  SERVICES,  Inc. 

P.  O.  Box  305  Alexandria,  Virginia  King  9-3146 


tfilA  C6iM  be  U3iVi  patieydb. . . 

traveling  by  Custom  Air-Ambulance  Service 
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coughed? 


WHENEVER  COUGH  THERAPY 
IS  INDICATED 


THE  COMPLETE  Rx  FOR  COUGH  CONTROL 

cough  sedative  antihistamine 
nasal  decongestant  • expectorant 


■ relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■ effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains: 
Hycodan® 

Dihydrbcodeinone  Bitartrate  . . 5 mg.^ 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  . . 1.5  mg.j 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals  and  at 
bedtime.  May  be  habit-forming. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 

•U.s.  Pat.  2.630.400 


LIFTS 

DEPRESSION 
ANXIETY 


“I  feel  like  my  old  self  again!”  Thanks  to  your  balanced  Deprol  ther- 
apy, her  depression  has  lifted  and  her  mood  has  brightened  up  — while  her 
anxiety  and  tension  have  been  calmed  down.  She  sleeps  better,  eats  better, 
and  normal  drive  and  interest  have  replaced  her  emotional  fatigue. 


Briglitens  up  tlie  mood,  brings  down  tension 


DeproVs  balanced  action  avoids 
“seesaw”  effects  of  energizers  and 
amphetamines.  While  energizers  and 
amphetamines  may  stimulate  the  pa- 
tient — they  often  aggravate  anxiety 
and  tension. 

And  although  amphetamine-barbitu- 
rate combinations  may  counteract 
excessive  stimulation  — t/ici/  often 
deepen  depression  and  emotional 
fatigue. 

These  “seesaw’'  effects  are  avoided 
with  Deprol.  It  lifts  depression  as  it 
calms  anxiety  — a balanced  action  that 
brightens  up  the  mood,  brings  down 
tension,  and  relieves  insomnia, 
anorexia  and  emotional  fatigue. 

Acts  rapidly  — you  see  improvement  in 
a feio  days.  Unlike  the  delayed  action 


WALLACE  LABORATORIES /Cran6«ry,  N.  J. 


of  most  other  antidepressant  drugs, 
which  may  take  two  to  six  weeks  to 
bring  results,  Deprol  relieves  the 
patient  quickly  — often  xvithin  a feiv 
days.  Thus,  the  expense  to  the  patient 
of  long-term  drug  therapy  can  be 
avoided. 

Acts  safely — no  danger  of  liver  or 
blood  damage.  Deprol  does  not  cause 
liver  toxicity,  anemia,  hypotension, 
psychotic  reactions  or  changes  in 
sexual  function  — frequently  reported 
with  other  drugs. 


^Deprol^* 

Dosage:  Usual  starling  dose  is  1 tablet  q.i.d.  When  neces- 
sary, this  may  be  gradually  increased  up  to  3 tablets  q.i.d. 
Composition:  1 mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HCI}  ond  400  mg.  meprobamote. 
Supplied:  ebottles  of  50  light-pink,  scored  loblels.  Write 
for  literature  ond  somples.  co-4^23 


t 


IH  BROHCHIAL  ASTHMA.. ‘.‘MARKED  IHCREASE IH  VITAL  CAPACin..."' 

objective  evidence  of  relief 

Dexamethasone  produced  moderate  to  excellent  improvement  in  85  per  cent  of  143 
patients  with  bronchial  asthma  and  pulmonary  emphysema.  Objective  evidence 
of  antiasthmatic  effects:  “Marked  Increase  in  Vital  Capacity  and  Maximum  Breathing 
Capacity”*. . .“Increased  EflSciency  in  The  Air  Flow  Dynamics  of  Maximal  Cough.”* 


Supplied:  as  0.76  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DECADRON  Phosphate  and  new  Elixir  DECADRON.  Additional  information  on  DECADRON 
is  available  to  physicians  on  request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

'Bickerman,  H.  A.,  et  al.:  Physiologic  and  steroid  therapy  in  respiratory  disease. 
Scientific  Exhibit,  A.M.  A.  Convention,  Atlantic  City,  N.  J.,  June  8-12, 1959. 

MERCK  SHARP  & DOHME  Division  of  Merck  & Co.,  INC.,  West  Point,  Pa. 


Decadron(« 


TREATS  MORE  PATIENTS  MORE  EFFECTIVELY 


NEW. .made  from  lOOX  com  oil 


UNSALTED  MARGARINE 


FOR  HYPERTENSIVE  PATIENTS 


* contains  only  10  mgs.  of  sodium  per  100  grams 

* contains  50%  liquid  corn  oil  and  50%  partially 
hydrogenated  corn  oil 

* has  30%  linoleic  acid— 10  times  that  of  butter 


Because  of  the  relationship  of  high- 
sodium  intake  to  elevated  blood  pres- 
sure, new  Fleischmann’s  Unsalted  Corn 
Oil  Margarine  will  prove  to  be  a valu- 
able addition  to  the  dietary  regimen  of 
your  hypertensive  patients.  It  contains 
only  10  mgs.  of  sodium  per  100  grams. 

Fleischmann’s  Unsalted  Margarine  is 
made  from  100%  corn  oil  and  contains 
both  liquid  corn  oil  and  partially  hydro- 
genated corn  oil.  Its  linoleic  acid  content 
of  30%  is  three  times  higher  than  the 
10%  of  regular  margarines  and  ten  times 
higher  than  the  3%  of  butter.  This  is  the 
only  unsalted  margarine  made  from 
100%  corn  oil. 

The  substitution  of  Fleischmann’s  Un- 
salted Corn  Oil  Margarine  for  butter  or 

In  line  with  the  suggestion  of  the 
American  Heart  Association  to  manufacturers, 
we  are  listing  the  fatty  acid  composition  of 
Fleischmann’s  Unsalted  (Sweet)  Margarine: 

Unsaturated  Fatty  Acids: 

Polyunsaturates 30% 

Monounsaturates 50% 

Saturated  Fatty  Acids  . . . 20% 

100% 

Meischmann’s 

Fresh-Frozen  in  the  green  foil  package 
in  your  grocer’s  frozen  food  case 


ordinary  margarines  in  your  hyperten- 
sive patients’  dietary  regimen  has  the 
added  advantage  of  increasing  their  in- 
take of  high  polyunsaturates  . . . impor- 
tant because  of  their  association  with 
hypertension  and  atherosclerosis. 

If  your  hypertensive  patient  needs  so- 
dium restriction,  recommend  Fleisch- 
mann’s Unsalted.  It  has  a light,  delicate 
taste  that  he’ll  hke.  Tell  him  that  it  is 
available  in  his  grocer’s  frozen  food  case. 

Write  now  for  physician  booklet  of  5 
coupons— each  coupon  redeemable  by 
your  patient  for  1 lb.  of  Fleischmann’s 
Unsalted  Margarine.  Address  Fleisch- 
mann’s Unsalted  Margarine,  625  Madi- 
son Avenue,  N.  Y.  22,  N.  Y.  Distribution 
presently  limited  in  some  areas. 


AVERAGE  DAILY  INTAKE 

Two  Ounces  or  Eight  Pats  of  Fleischmann's 
Corn  Oil  Margarine  Will  Supply 

Corn  Oil— Liquid 22.7  Gm. 

Corn  Oil— Partially  Hydrogenated  . . . 22.7  Gm. 


Sodium  (dietetically  sodium-free)  . . 

. 6 Mgs. 

Linoleic  Acid 

. 13.6  Gm. 

Vitamin  A (Adult’s  Need) 

. . 47% 

Vitamin  A (Child’s  Need) 

...  62% 

1 y 

Vitamin  D (Adult’s  and  Child’s  Need) 

...  62% 

ONLY  UNSALTED  MARGARINE 

MADE  FROM  100% 

CORN  OIL 
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Three  of  these  women  have  vaginitis  (trichomonal,  monilial  | 
or  mixed).  Only  comprehensive  therapy  can  reach  all  three.  \ 

For  every  2 cases  of  vaginitis  caused  by  Trichomonas  vaginalis  alone,  there  is  usually  1 case  caused  by 
Candida  (Monilia)  albicans,  Haemophilus  vaginalis,  or  mixed  infection^ involving  several  pathogens.^'® 

You  can  reach  all  of  these  vaginitis  patients  with  the  comprehensive  vaginal  preparation  effective  against  | 
C.  albicans,  H.  vaginalis  and  other  bacterial  pathogens,  in  addition  to  T.  vaginalis.  J 

1.  Powder  for  weekly  application  in  your  office:  Furoxone®  (furazolidone)  0.1%  and  Micofur®  (oifuroxime)  0.5%,  in  an  acidic  water-  \ 

dispersible  base.  15  Gm.  plastic  squeeze  bottle.  2.  Suppositories  for  continued  home  use:  Hrst  week  1 in  the  morning  and  1 on  retiring. 

After  first  week,  1 at  night  may  suffice.  Continue  trq^tment  during  menses  and  throughout  menstrual  cycle  and  for  several  days  there-  j 

after.  Contain  Micofur  0.375%  and  Furoxone  0.25%  in  a water-miscible  base.  Boxes  of  12  or  24  suppositories  with  applicator.  | 


TRICOFW 

Improved 


l.CooIidge,C.  W.;  Gli9soD,C.S.,Jr.,and  Smith,A.A.:J.M.A.Georgia  I 

48:167  (Apr.)  1959. 2.Ensey,j:E.:Am.J.Obst.S:Gynec.77:15S(Jan.)  1959.  J 

3.Frech,H,C.,and  Lanier,  LJL,Jr.:J.M.  A. Georgia  47:498  (Oct.)  1958.  t 

EATOX  LABORATORIES 
Diviaioo  of  The  Norwich  Pharmacal  Company 
NORWICH,  NEW  YORK 


DAVID  B.  ALLMAN,  M.D.  . EUGENE  M.  BRICKER,  M.D.  * THOMAS 
CARLILE,  M.D.  • JOHN  W.  CLINE,  M.D.  • WARREN  H.  COLE,  M.D. 
. MURRAY  M.  COPELAND,  M.D.  . LLOYD  F.  CRAVER,  M.D.  . 
ANTHONY  R.  CURRERI,  M.D.  • i.  ENGLEBERT  DUNPHY,  M.D.  • 
MR.  RICHARD  L.  EVANS  • EDGAR  L.  FRAZELL,  M.D.  • WILLIAM 
GREENE,  M.D.  • JOHN  S.  HIRSCHBOECK,  M.D.  • JAY  J.  JACOBY, 
M.D.  • DAVID  A.  KARNOFSKY,  M.D.  • JOHN  F.  W.  KING,  M.D.  • 


THE  PHYSICIAN  AND  THE  CANCER  PATIENT 


The  American  Cancer  Society  is  concerned  with  the  total  can- 
cer problem.  A crucial  part  of  this  problem  relates  to  the  cancer 
patient  and  his  family.  To  help  the  medical  profession  explore 
ways  and  means  of  meeting  the  patient’s  special  needs,  the  scien- 
tific session  of  the  Society’s  next  Annual  Meeting  at  the  Hotel 
Biltmore  in  New  York  City,  October  23-24,  1961,  will  be  devoted 
to  “The  Physician  and  the  Total  Care  of  the  Cancer  Patient.” 
Various  specialists  will  examine  the  psychological  and  physical 
problems  facing  the  cancer  patient  and  his  family.  Consideration 
will  be  given  to  such  topics  as  decisions  in  the  early  care  of  the 
cancer  patient,  counselling  the  cancer  patient,  what  the  patient 

i 

should  be  told,  care  of  the  advanced  cancer  patient,  society’s 
role  in  service  to  the  cancer  patient. 

Through  such  meetings,  the  American  Cancer  Society 
serves  the  medical  profession  by  providing  a forum  for 
an  exchange  of  information  and  experience  concerning  the 
cancer  patient. 

AMERICAN  CANCER  SOCIETY 


JOHN  L.  McKELVEY,  M.D.  • MISS  EDNA  NICHOLSON  • JAMES  J. 
NICKSON,  M.D.  • ALTON  OCHSNER,  M.D.  • DONALD  OKEN,  M.D. 
. GEORGE  T.  PACK,  M.D.  . EUGENE  P.  PENDERGRASS,  M.  D.  . 
I.  S.  RAVDIN,  M.D.  • GEORGE  G.  READER,  M.D.  • I.  ROSSMAN, 
M.D.  . JOHN  S.  STEHLIN,  JR.,  M.D.  . SAMUEL  G.  TAYLOR,  III, 
M.D.  • JOHN  6.  WALSH,  M.D.  » OWEN  H.  WANGENSTEEN,  M.D. 
• DONALD  M.  WATKIN,  M.D.  o GRANGER  E.  WESTBERG,  M.D. 


.3226 


what  most  coughers  need 


now  in  a single  teaspoon  (5  cc.) 


I 


'y  Dimetane  2 mg. 

^ Parabromdylamine  ^ 
[Brompheniramine] 
Maleate 

Phenylephrine  HCI  5 mg. 
and 

Phenylpropanolamine  HCI  5 mg. 


Glyceryl  Guaiacolate  100  mg. 


Codeine  Phosphate 
10  mg./5  cc. 
(exempt  narcotic) 


the  antihistamine 
most  likely  to  succeed 


two  highly  approved 
decongestants 

the  expectorant  that 
works  best 

additional  cough 
suppressant  action 

(in  Dimetane  Expectorant-DC) 


Dimetane  E: 
Dimetane  E 

Dimetane  Expectorant  with  Codeine  Phosphate 


ectorant 
ectorant-DC 

A.  H.  ROBINS  CO.,  INC.,  RICHMONO  20,  VIRGINIA 


I 

I 

I 


As  the  greatest  dental  benefits  of  Sodium  Fluoride  are 
derived  during  infancy  and  early  childhood: 
PEDIATRIC  VITAMINS 
PLUS  SODIUM  FLUORIDE 

provide 
proper 
nutritional 
support 
plus 

prophylaxis 
against 
future 
dental 
caries 

FUNDAMENTAL  VITAMINS  PU^  SODIUM  FLUORIDE 

liFuncla-Vite(F) 

PEDIATRIC  DROPS  ^ 

Each  0.6  ml.  provides,  400  U.S.P.  units  vitamin  D,  30  mg.  vitamin  C and 
0.6  mg.  fluorine  (as  sodiiun  fluoride) . Available  in  30  ml.  and  50  ml. 
bottles  with  calibrated  droppers. 


MULTIPLE  VITAMINS  SODIUM  FLUORIDE 

Quanti  - Vile  (F) 

PEDIATRIC  DROPS 

Each  0.6  ml.  provides,  3,000  U.S.P.  units  vitamin  A,  400  U.S.P.  units 
vitamin  D,  60  mg.  vitamin  C,  1 mg.  vitamin  Bi,  1.2  mg.  vitamin  B2, 

1 mg.  vitamin  Be,  10  mg.  niacinamide  and  0.5  mg.  fluorine  (as  sodium 
fluoride) . Available  in  60  ml.  bottles  with  calibrated  droppers. 


AVAILABLE  ON  PRESCRIPTION  ONLY 

CONTRAINDICATED  IN  COMMUNITIES  WITH  FLUORIDATED  DRINKING  WATER. 


HOYT 


SAMPLES  AND  LITERATURE  - Wrlle  Medical  Deportment 

HOYT  PHARMACEUTICAL  CORP.,  NEWTON  58,  MASSACHUSETTS 

PIONEERS  IN  PEDIATRIC  VITAMIN-FLUORIDE  SUPPLEMENTS 


* 


Daily  adminiitrationi 
of  Funda-Vite(F)  or 
Quanti-Vlte(Fl  should  bo 
consistent  and  continuous 
if  substantial  dental  benefits 
ore  to  be  anticipated. 
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y in  strains 
/or  sprains 


VARIDA8E 


STREPTOKINASE-STREPTODORNASE  LEDERLE 

buccal  tablets 


c^  can  make  a 
difference  to 
yourpatient/ 
reduce  recovery 
time/add 
comfort  to 
^iConvalescence 


VARIDASE  stimulates  early  fibrinolysis  to  reduce 
inflammation,  swelling  and  pain.  Natural  regenera- 
tive factors  penetrate  the  site  to  accelerate  healing. 
A faster  return  to  functional  ability  follows  a more 
comfortable  convalescence— a world  of  difference  to 
your  patient. 

Precautions:  VARIDASE  has  no  adverse  effect  on 
normal  blood  clotting.  Care  should  be  taken  in  patients 
on  anticoagulants  or  with  a deficient  coagulation  mech- 
anism. When  infection  is  present,  VARIDASE  Buccal 
Tablets  should  be  given  in  conjunction  with  antibiotics. 

Dosage:  One  buccal  tablet  four  times  daily  usually  for 
five  days.  To  facilitate  absorption,  patient  should  delay 
swallowing  saliva. 

Supplied:  Each  tablet  contains  10,000  Units  Strepto- 
kinase, 2,500  Units  Streptodornase.  Boxes  of  24  and 
100  Tablets. 


LEDERLE  LABORATORIES,  a Division  o!  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


BECAUSE  POOR  DIABETIC  CONTROL 
INCREASES  THE  THREAT  OF  VASCULAR 
COMPLICATIONS  IN  DIABETES'.;. 
IHABINLSL  ElliST  KOIt  ADLOCATC  AND 
CONTINUOUS  OKAL  CONTROL 


Oral  therapy  Avith  diabinese  can  help  assure 
more  adequate  blood-sugar  control  in  many 
maturity-onset  diabetics,  including  certain  pa- 
tients now  poorly  controlled  by  diet  alone, 
some  patients  on  insulin,  and  many  who  escape 
control  on  previous  oral  therapy. 

Diabinese  and  diet 

In  patients  with  maturity-onset  diabetes  whose 
blood  sugar  remains  elevated  despite  weight 
and/or  caloric  control,  diabinese  is  frequently 
effective  in  doses  of  100  to  250  mg.  a day.  Fur- 
ther, unlike  insulin,  diabinese  has  not  been 
reported  to  increase  appetite,  and  residual 
capacity  for  endogenous  beta  cell  activity  is 
stimulated.  Thus,  diabinese  combined  with 
dietary  regulation  will  often  ensure  more  satis- 
factory control  than  ‘ ‘ diet  alone.  ’ ’ 

Diabinese  and  iJie 
jnsniin  patient 

DIABINESE  has  proved  to  be  an  effective  replace- 
ment for  insulin  among  maturity-onset  pa- 
tients needing  40  units  or  less  per  day.  This 
application  of  diabinese  is  especially  valuable 
in  patients  who  should  not  be  exposed  to  the 
hazards  and  inconvenience  of  self-administered 
injection  — those  with  poor  eyesight,  the  infirm 
and  elderly,  and  the  emotionally  disturbed. 
Transfer  from  insulin  to  diabinese  in  proper 
dosage  lessens  the  risk  of  hypoglycemia,  and  may 
enable  certain  patients  to  resume  occupations 
where  insulin  shock  is  considered  dangerous. 


In  selected  patients  in  whom  insulin  require- 
ments have  become  quite  high,  combined  ther- 
apy with  DIABINESE  sometimes  permits  reduc- 
tion of  insulin  dosage  and  helps  to  improve 
control.^  Patients  with  insulin  resistance  may 
sometimes  be  similarly  helped  by  replacement 
of  part  of  the  daily  insulin  dosage.'* 

Dialjinese  from  tlie  start 

Continuous  control  in  suitable  candidates  for 
sulfonylurea  therapy  is  more  likely  to  be 
achieved  with  diabinese.  According  to  the 
A.M.A.  Council  on  Drugs,^  observations  indi- 
cate that  “on  an  equivalent  dose  and  blood 
level  basis,  chlorpropamide  has  a somewhat 
greater  therapeutic  effect  than  has  tolbuta- 
mide. ’ ’ This  therapeutic  superiority  is  reflected 
in  the  results  of  clinical  observations  like  those 
of  Fineberg,®  who  compared  the  effect  of 
diabinese  in  50  patients  with  the  effect  of  tol- 
butamide in  35  patients.  He  concluded  that 
“chlorpropamide  produced  satisfactory  con- 
trol of  the  diabetes  in  almost  twice  as  great  a 
percentage  (76  versus  43  per  cent)  of  patients 
than  did  tolbutamide,  and  excellent  control  in 
more  than  twice  as  great  a percentage  (74 
versus  31  per  cent).” 

1.  Johnsson,  S. : Diabetes  9:1,  1960.  2.  El  Mahallawy, 
M.  N.,  and  Sabour,  M.  S.:  J. A.M.A.  173:1783,  1960. 
3.  Editorial : Brit.  M.  J.  1 : 188, 1961.  4.  Duncan,  L.  J.  P., 
and  Baird,  J.D.:  Pharmacol.  Rev.  12:91,1960.  5.  A.M.A. 
Council  on  Drugs:  New  and  Nonofficial  Drugs,  1961, 
Philadelphia,  Lippincott,  1961,  p.  657.  6.  Fineberg, 
S.  K. : J.  Am.  Geriat.  Soc.  8-441, 1960. 
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FOR  MAXIMUM  ASSURANCE  OF  CONTINUOUS 

BLOOD-SUGAR  CONTROL 

Diabinese 

BRAND  OF  CHLORPROPAMIDE 

economical  once-a-day  dosage 


the  oral  antidiahetic 
most  likely  to  succeed 


\ 

\ 

IN  BRIEF  V. 

DIABINESE,  a potent  sulfonylurea,  provides 
smooth,  long-lasting  control  of  blood  sugar  per- 
mitting economy  and  simplicity  of  low,  once-a-day 
dosage.  Moreover,  diabinese  often  works  where 
other  agents  have  failed  to  give  satisfactory  control. 

INDICATIONS : Uncomplicated  diabetes  mellitus 
of  stable,  mild  or  moderately  severe  nonketotic, 
maturity-onset  type.  Certain  “brittle”  patients  may 
be  helped  to  smoother  control  with  reduced  insulin 
requirements. 

ADMINISTRATION  AND  DOSAGE:  Familiar- 
ity with  criteria  for  patient  selection,  continued 
! close  medical  supervision,  and  observance  by  the 
' patient  of  good  dietary  and  hygienic  habits  are 
; essential. 

Like  insulin,  diabinese  dosage  must  be  regulated  to 
^ individual  patient  requirements.  Average  mainte- 
! nance  dosage  is  100-500  mg.  daily.  For  most  patients 
the  recommended  starting  dose  is  250  mg.  given 
I once  daily.  Geriatric  patients  should  be  started  on 
100-125  mg.  daily.  A priming  dose  is  not  necessary 
j and  should  not  be  used;  most  patients  should  be 
maintained  on  500  mg.  or  less  daily.  Maintenance 
I dosage  above  750  mg.  should  be  avoided.  Before 
I initiating  therapy,  consult  complete  dosage  infor- 
mation. 

SIDE  EFFECTS : In  the  main,  side  effects,  e.g., 
hypoglycemia,  gastrointestinal  intolerance,  and  neu- 
rologic reactions,  are  related  to  dosage.  They  are 


not  encountered  frequently  on  presently  recom- 
mended low  dosage.  There  have  been,  however,  oc- 
casional cases  of  jaundice  and  skin  eruptions  pri- 
marily due  to  drug  sensitivity;  other  side  effects 
which  may  be  idiosyncratic  are  occasional  diarrhea 
(sometimes  sanguineous)  and  hematologic  reactions. 
Since  sensitivity  reactions  usually  occur  within  the 
first  six  weeks  of  therapy,  a time  when  the  patient 
is  under  very  close  supervision,  they  may  be  readily 
detected.  Should  sensitivity  reactions  be  detected, 
diabinese  should  be  discontinued. 

PRECAUTIONS  AND  CONTRAINDICATIONS : 
If  hypoglycemia  is  encountered,  the  patient  must 
be  observed  and  treated  continuously  as  necessary, 
usually  3-5  days,  since  diabinese  is  not  significantly 
metabolized  and  is  excreted  slowly,  diabinese  as  the 
sole  agent  is  not  indicated  in  juvenile  diabetes  mel- 
litus and  unstable  or  severely  “brittle”  diabetes 
mellitus  of  the  adult  type.  Contraindicated  in  pa- 
tients with  hepatic  dysfunction  and  in  diabetes 
complicated  by  ketosis,  acidosis,  diabetic  coma, 
fever,  severe  trauma,  gangrene,  Raynaud’s  disease, 
or  severe  impairment  of  renal  or  thyroid  function. 
DIABINESE  may  prolong  the  activity  of  barbiturates. 
An  effect  like  that  of  disulfiram  has  been  noted  when 
patients  on  diabinese  drink  alcoholic  beverages. 

SUPPLIED ; As  100  mg.  and  250  mg.  scored  chlor- 
propamide tablets. 

More  detailed  professional  information  available  on 
request. 
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restore 
vitality  to 

“the  under-par 
child”* 


Zentrori' 


Zentron  • comprehensive  liquid  hematinic 

corrects  iron  deficiency  • restores  healthy  appetite  • helps  promote  normal  groM  th 


Each  5-cc.  teaspoonful  provides: 

Ferrous  Sulfate  (equivalent  to 

20  mg.  of  iron) 100  mg. 

Thiamine  Hydrochloride  (Vitamin  Bi).  . . 1 mg. 

Riboflavin  (Vitamin  Bj) 1 mg. 

Pyridoxine  Hydrochloride  (Vitamin  Be)  . . 0.5  mg. 

Vitamin  Bu  Crystalline 5 meg. 

Pantothenic  Acid  (as  d-Panthenol)  ....  1 mg. 

Nicotinamide 5 mg. 


Ascorbic  Acid  (Vitamin  C) 35  mg. 

Alcohol,  2 percent. 

Usual  dosage:  Infants  and  children — 1/2  to 
1 teaspoonful  (preferably  at  mealtime) 
one  to  three  times  daily. 

Adults — 1 to  2 teaspoonfuls  (preferably 
at  mealtime)  three  times  daily. 

Zentron'"  (iron,  vitamin  B complex,  and  vitamin 
C,  Lilly) 


*underweight,  easily  fatigued,  anorexic — because  of  mild  anemia 

Product  brochure  available;  write  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana, 
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The  Biomedical  Program  of  the  Atomic  Energy  Commission 


The  Atomic  Energy  Commission  undertakes 
cancer  research  as  a part  of  its  studies  of 
the  effects  of  radiation.  Since  cancer  may 
be  both  caused  and  treated  by  radiation, 
the  Commission  in  the  course  of  this  re- 
search calls  on  its  substantial  knowledge  in 
the  use  and  handling  of  radiation  and  radio- 
active materials. 

The  cancer  research  program  of  the 
Atomic  Energy  Commission  was  established 
in  1948.  It  explores  avenues  of  research 
not  followed  by  other  public  agencies  or 
private  institutions,  where  Commission  fa- 
cilities offer  unique  advantages  for  the  study 
of  cancer.  The  current  program  is  de- 
scribed in  a newly  issued  pamphlet  entitled 
“Cancer  Research,”  one  of  a series  of 
pamphlets  on  the  Commission’s  life  sciences 
i-esearch  program. 

Research  into  the  effects  of  radiation  and 
the  mechanisms  by  which  these  effects  in- 
duce cancers  in  living  systems  has  provided 
new  insights  into  the  origins,  growth,  and 
survival  characteristics  of  cancer  cells  under 
varying  conditions.  If,  in  the  course  of 
man’s  acquisition  of  knowledge  about  the 
causes  and  treatment  of  cancer,  the  atom 
can  help  man  control  or  cure  cancer — a yet 
unrealized  goal — the  atom  will  make  one 
of  its  greatest  contributions  to  society. 

The  major  part  of  Commission-supported 
cancer  research  is  conducted  in  seven  lab- 
oratories associated  with  national  labora- 
tories or  special  Atomic  Energy  Commission 
projects.  Each  has  a definite  mission. 
In  most  instances  the  cancer  research  is  a 
part  of  the  total  research  effort  in  the  bio- 
logic or  medical  sciences. 

The  largest  of  these  facilities  is  the  Ar- 
gonne  Cancer  Research  Hospital,  operated 
for  the  Atomic  Energy  Commission  under 
contract  with  the  University  of  Chicago. 
It  is  located  in  a Commission-owned  build- 
ing adjacent  to  the  Billings  Hospital  in 


(^hicago.  Although  devoted  chiefly  to  pa- 
tient treatment,  there  is  a well-developed, 
fundamental  program  of  related  medical 
research  in  operation.  Patients  are  admitted 
on  a selective  basis  and  receive  various 
forms  of  therapy  depending  on  the  nature 
of  the  cancer. 

The  second  largest  cancer  research  in- 
stallation is  located  in  Oak  Ridge,  Ten- 
nessee, and  is  operated  for  the  Atomic  En- 
ergy Commission  under  contract  with  the 
Oak  Ridge  Institute  of  Nuclear  Studies 
(ORINS).  The  main  mission  of  the  Oak 
Ridge  Institute  of  Nuclear  Studies  medical 
division  has  been  the  development  of  intense 
radioisotope  sources  installed  in  teletherapy 
units  used  in  patient  treatment.  Much 
effort  has  gone  into  studies  of  the  absorption 
of  radioiodine  by  the  thyroid  gland  and  the 
application  of  new  isotopes  in  diagnosing 
and  treating  many  kinds  of  conditions. 
The  28  beds  available  in  this  installation 
are  employed  for  clinical  studies  of  malignant 
diseases  and,  in  particular,  the  leukemias. 

The  Commission’s  third  largest  and  prob- 
ably most  unusual  cancer  program  is  con- 
ducted for  the  Atomic  Energy  Commission 
at  Brookhaven  National  Laboratory,  Up- 
ton, Long  Island,  by  Associated  Universi- 
ties, Inc.  The  research  program  of  the 
Brookhaven  medical  department  concerns 
itself  with  the  biologic  effects  of  radiation 
and  especially  with  radiation  created  by 
the  capture  of  neutrons  by  substances  such 
as  boron-10  placed  in  the  cancerous  tissue. 
Brookhaven  scientists  are  studying  the 
effects  of  this  “neutron  capture  therapy” 
on  certain  brain  tumors.  The  therapy 
makes  use  of  a medical  research  reactor — 
the  first  designed  exclusively  for  medical 
studies. 

While  research  in  these  three  installations 
represents  some  80  per  cent  of  the  total 
cancer  research  program  of  the  Commission, 
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other  cancer  researches  are  conducted  in 
four  additional  Commission  installations. 
Among  these  is  the  radiologic  laboratory 
of  the  University  of  California  School  of 
Medicine  in  San  Francisco.  This  program 
has  been  concerned  with  the  treatment  of 
certain  types  of  cancers  which  recpiire  extra- 
high  energy,  or  very  deep  x-ray  therapy. 
A specially  designed  70  million  volt  syn- 
chrotron is  employed  in  this  treatment. 
The  studies  at  this  school  supplement  those 
undertaken  with  the  high  energy  therapy 
devices  at  the  Argonne  Cancer  Research 
Hospital. 

At  Argonne  National  Laboratory  the 
studies  in  the  cancer  area  are  limited  but 
deal  with  fundamental  problems,  concen- 
trating for  the  most  part  on  biologic  and 
chemical  factors  controlling  growth  and  the 
radiosensitivity  of  certain  tumors.  This 
laboratory  is  deeply  involved  also  with 
studies  of  persons  who  presently  have  skele- 
tal burdens  of  radium. 

The  cancer  program  at  the  ITni versify  of 
Rochester  in  upper  New  York  State  is  de- 
signed to  produce  and  purify  antibodies  to 
cancers  and  to  label  these  with  a radioactive 
isotope.  Effective  treatment  requires  that 
these  antibodies  concentrate  selectively  in 
cancer  tissue  and  remain  localized  there  for 
several  days. 

The  program  at  the  Lawrence  Radiation 
Laboratory,  operated  for  the  Atomic  En- 
ergy Commission  by  the  University  of 
California,  consists  of  research  in  three 
general  areas:  biologic  effects  of  radiation, 
treatment  of  the  detrimental  effects  of  radia- 
tion, and  the  beneficial  applications  of 
atomic  energy.  The  program  uses  the 
campus  facilities  of  Donner  Laboratory 
and  the  Donner  Pavilion  of  Cowell  Hospital 
and  the  valuable  high  energy  machines  of 
the  Lawrence  Radiation  Laboratory. 

Experimental  treatment  of  selected  cancer 
patients  with  the  radiations  from  the  184 
inch  synchrocyclotron  began  in  June,  1959, 
and  has  proved  capable  of  treating  selected 
cases  of  widespread  cancer  which  do  not 
respond  to  conventional  treatments.  The 


basis  for  this  mode  of  treatment  is  to  destroy 
the  pituitary  gland  without  damage  to  sur- 
rounding tissues.  The  normal  pituitary 
produces  hormones  which  affect  the  growth 
of  cancer  elsewhere.  Destruction  of  this 
gland  is  found  to  be  valuable  for  the  pallia- 
tive control  of  certain  widespread  breast 
cancers. 

In  addition,  the  Atomic  Energy  Commis- 
sion has  a number  of  smaller  individual  con- 
tracts with  universities  and  hospitals 
throughout  the  country.  The  research  con- 
ducted under  these  contracts  includes:  (1) 
the  evaluation  of  deep  therapy  in  the  treat- 
ment of  cancer  (teletherapy);  (2)  studies 
of  the  incidence  of  cancer  induced  by  radia- 
tion (carcinogenesis);  (3)  the  use  of  iso- 
topes in  both  diagnosis  and  localization  of 
tumors;  and  (4)  the  unique  application  of 
radioisotopes  to  the  study  of  special  disease 
situations. 

Funds  provided  during  the  fiscal  year, 
19()1,  for  the  operation  of  the  Commission’s 
cancer  research  program  are  as  follows: 


Installation 

Argonne  Cancer  Research 
Hospital 

Argonne  National  Labo- 
ratory 

Brookhaven  National 
Laboratory 
Lawrence  Radiation 
Laboratory 

Oak  Ridge  Institute  of 
Nuclear  Studies 
ITniversity  of  California 
Medical  School 
University  of  Rochester 
Off  Site 
Total  (1961) 


Estimated 

Costs 

12.140.000 
161,000 
662,000 
120,000 

899.000 
84,000 

106.000 
444,000 

54. 616. 000 


Further  details  on  the  Commission’s 
program  are  contained  in  the  publication 
“Cancer  Research”  (TID-11132)  which  may 
be  bought  from  the  Office  of  Technical 
Services,  U.S.  Department  of  Commerce, 
Washington  25,  D.C.,  at  $2.25  a copy. 


October  1,  1961 
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Athletic  Injuries 


With  the  football  season  now  at  hand  the 
problems  of  injury  during  practice  and 
contest  deserve  consideration. 

The  known  higher  incidence  of  injury  in 
intramural  athletics  over  varsity  sports  is 
related  to  the  inferior  quality  and  quantity 
of  physical  training  and  conditioning.  The 
effect  of  sudden,  forceful  body  impact  while 
in  motion  must  be  prepared  for  adequately 
by  rigorous  training.  We  are  all  aware  of 
the  Monday  morning  state  of  the  touch 
football  enthusiast,  the  result  of  once-a- 
week  play. 

When  injury  occurs,  the  first  essential  is 
a complete  and  thorough  examination  on  the 
spot  by  one  competently  trained  in  the 
technic.  Too  often  an  initial  diagnosis  is 
missed  because  of  a lack  of  swelling  and 
other  acute  symptoms,  and  there  is  often 
the  desire  of  the  player  to  minimize  his 
symptoms  to  get  back  in  the  game.  An 
adequate  examination  is,  for  the  most  part, 
impossible  on  the  playing  field;  it  can  only 
be  carried  out  properly  in  the  locker  room 
where  there  is  an  opportunity  to  remove 
clothing  and  put  the  injured  member  through 
a range  of  motion,  which  will  indicate  the 
degree  of  injury.  Those  with  head  injuries 
should  always  be  removed  by  stretcher  and 
should  be  kept  under  close  observation  until 
a medical  decision  is  made. 


There  is  always  pressure  to  return  the 
injured  player  to  competition,  particularly 
if  he  is  a valued  member,  and  one  must  not 
be  swayed  if  there  has  been  noteworthy 
injury.  This  is  especially  true  in  injuries 
to  the  knee  and  shoulder. 

It  is  important  where  there  has  been  sig- 
nificant knee  injury  to  take  the  time  to  re- 
educate and  redevelop  the  quadriceps  mus- 
cle group.  It  is  well  known  that  this  muscle 
practically  melts  away  after  substantial  in- 
jury and  requires  a thorough  period  of 
strengthening  before  it  can  be  considered 
as  strong  as  its  fellow  on  the  opposite  ex- 
tremity. 

Likewise,  the  dislocated  shoulder  requires 
more  respect  than  it  usually  receives.  In 
spite  of  the  lack  of  symptoms,  this  injury 
requires  immobilization  in  a neutral  posi- 
tion preventing  abduction  and  external 
rotation  for  not  less  than  five  weeks.  A 
subsequent  period  of  five  to  six  weeks  is  re- 
quired to  regain  the  functional  range  of 
motion.  If  this  injury  were  given  major 
attention  there  would  be  fewer  chronic, 
recurrent  dislocations  of  the  shoulder. 

Whether  in  high  school  or  college  com- 
petition, competent  coaches  and  trainers 
backed  by  medical  skill  are  an  important 
safety  ingredient  that  every  athletic  team 
should  have. — P.M.W. 


Medical  Society  of  the  State  of  New  York 

District  Branch  Meetings — 1961 

District 

Branch 

Dots 

Place 

I 

May,  1961 

Rochester 

II 

October  29,  30,  and  31,  1961 

Grossinger’s 

III  and  IV 

(To  be  announced) 

V 

September  S,  9,  and  10,  1961 

Thousand  Island  Club,  Wellesley  Island 
on  Alexandria  Bay 

VI 

October  11,  1961 

Norwich 

VII 

September  21,  1961 

Sheraton  Hotel,  Rochester 

VIII 

September  28,  1961 

Batavia 

IX 

May  8,  1961 

Rochester 
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PRO-BANTHINE  PA. 

(BRAND  OF  PROPANTHELINE  BROMIDE) 

Prolonged-Acting  tablets-3o  mg. 
Effective  • Convenient  • Sustained  Action 

PRO-BANTHiNE®,  the  leading  anticholinergic,  is  now  available  in  a distinctive 
prolonged-acting  dosage  form. 

The  prolonged  action  of  new  pro-banthine  p.a.  is  regulated  by  simple  phys- 
ical solubility.  Each  pro-banthine  p.a.  tablet  releases  about  half  of  its  30  mg. 
promptly  to  establish  the  usual  therapeutic  dosage  level.  The  remainder  is 
released  at  a rate  designed  to  compensate  for  the  metabolic  inactivation  of 
earlier  increments. 

This  regulated  therapeutic  continuity  maintains  the  dependable  anticho- 
linergic activity  of  pro-banthine  all  day  and  all  night  with  only  two  tablets 
daily  in  most  patients. 

New  pro-banthine  p.a.  will  be  of  particular  benefit  in  controlling  acid 
secretion,  pain  and  discomfort  both  day  and  night  in  ulcer  patients  and  in 
inhibiting  excess  acidity  and  motility  in  patients  with  peptic  ulcer,  gastritis, 
pylorospasm,  biliary  dyskinesia  and  functional  gastrointestinal  disorders. 

Suggested  Adult  Dosage:  One  tablet  at  bedtime  and  one  in  the  morning, 
supplemented,  if  necessary,  by  additional  tablets  of  pro-banthine  p.a.  or 
standard  pro-banthIne  to  meet  individual  requirements. 


e.  d.SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 
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Today’s  little  “limey”  needs  a half  barrel  of  orange  juice 


...or,  to  be  exact,  a total  of  2,106  ounces  in  his  first 
two  years.  And  how  much  he’ll  need  during  his  first 
twenty  years  would  have  to  be  measured  by  the  truck- 
load,  because  the  need  for  the  nutrients  contained  in 
Florida  orange  juice  continues  throughout  life. 

How  our  little  “limey”  or  any  of  your  other  patients 
obtain  the  vitamins  and  nutrients  found  in  citrus  fruits 
is  important  to  them  and  to  you.  There  are  so  many 
wrong  ways,  so  many  substitutes  and  imitations  for 
the  real  thing. 

For  a way  that  combines  real  nutrition  with  real 
pleasure,  there’s  nothing  better  than  the  oranges  and 


grapefruit  ripened  under  Florida’s  own  sunshine. 

It’s  good  nutrition  to  encourage  people  to  drink  the 
juices  and  eat  the  fruits  watched  over  by  the  Florida 
Citrus  Commission.  These  men  set  the  world’s  highest 
standards  of  quality  in  fresh,  frozen,  canned,  or  car- 
toned citrus  products. 

When  you  suggest  to  your  patients  that  they  have 
a big  glass  of  orange  juice  for  breakfast,  or  for  a 
snack,  the  deliciousness  of  Florida  orange  juice  will  ■ 
assure  you  that  they’ll  want  to  carry  out  your  recom-  ■ 
mendation.  You’ll  be  helping  them  to  the  finest  drink 
there  is — by  the  glassful  or  the  barrel. 


Florida  Citrus  Commission,  Lakeland,  Florida 
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Reaction  of  the  Body  to  Homografts 

JOHN  MARQUIS  CONVERSE,  M.D.,  NEW  YORK  CITY 


T^he  subject  of  tissue  transplantation  is 
one  that  is  now  well  known,  but  trans- 
plantation usually  has  been  thought  of  in 
terms  of  autotransplantation,  the  utilization 
of  tissues  from  the  same  individual.  During 
the  last  decade  the  potentialities  of  homo- 
transplantation, the  grafting  of  tissues  and 

* By  Invitation. 

Presented  at  the  154th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
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organs  between  individuals  of  the  same 
species,  have  been  realized  and  have  given 
birth  to  a new  field  of  investigation,  trans- 
plantation biology.  A new  concept  in 
orthodox  immunology,  that  of  transplanta- 
tion immunity  or  hypersensitivity,  also  has 
arisen  out  of  the  body  of  investigations  in 
transplantation  biology. 

What  are  the  practical  applications  of 
homotransplantation?  They  are  obvious  to 
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all  of  u.s  who  are  surgically  minded:  the 
provision  of  skin  in  a patient  who  has  full- 
thickness  burns  and  in  whom  the  further 
removal  of  skin  autografts  might  precipitate 
death,  and  the  replacement  of  diseased 
organs  and  of  endocrine  structures. 

At  the  present  time  there  is  a barrier 
which  we  sometimes  refer  to  as  the  homo- 
graft barrier,  the  fact  that  two  indi\'iduals 
of  ordinary  genetic  di\'ersity  cannot  give 
tissues  to  each  other  without  the  en.suance  of 
a homograft  rejection  reaction.  Tissue 
homotransplantation  has  been  studied 
mostly  by  means  of  skin  homografts  since 
these  transplants  are  performed  easily  and 
are  observed  readily.  After  the  removal  of  a 
skin  graft  from  one  individual  and  its  appli- 
cation to  another  individual,  this  homograft 
is  accepted  first  as  though  it  were  an  auto- 
graft. Its  color  and  general  appearance  are 
that  of  an  autograft.  But  after  an  interval 
of  time,  usually  within  ten  days,  the  trans- 
plant is  rejected  amid  a series  of  events 
characteristic  of  the  homograft  rejection 
reaction. 

Events  Characteristic  of  Homograft 
Rejection  Reaction 

Gross  Observation  of  Skin  Homo- 
grafts.— No  differences  are  noted  in  the 
gross  appearance  of  autografts  and  homo- 
grafts during  the  first  five  days  after  trans- 
plantation. The  pink  color  of  the  homo- 
graft deepens  after  the  sixth  day  and  be- 
comes cherry-red.  The  appearance  is  bluish 
and  swollen  by  the  ninth  day,  then  black  in 
color,  turning  into  a dry  eschar  which  is 
sloughed  off  by  the  twentieth  day. 

Stereomicroscopic  Observations. — Ob- 
servations made  with  the  stereomicroscope 
show  progressive  dilatation,  thrombosis,  and 
disruption  of  the  blood  vessels  in  the  homo- 
graft as  characteristic  events  of  the  homo- 
graft reaction  of  rejection. 

Histologic  Observations. — The  de- 

struction of  a homograft  is  accompanied  by  a 
cellular  reaction,  often  violent  in  character. 
This  has  been  well  studied  by  Loeb.* 
Round  cell  infiltration  within  the  transplant. 


e.spccially  immediatelj’  subjacent  to  the 
epidermis  and  also  around  the  transplant, 
is  .shown  to  consist  not  only  of  lymphocytes 
but  also,  as  Darcy^  has  demonstrated, 
plasma  cells.  Increased  numbers  of  eosino- 
phils are  seen  also. 

Transplant.\tion  Immunity. — The  mon- 
umental work  of  Loeb  in  defining  the  local 
proces.ses  connected  with  homograft  rejec- 
tion concluded  that  there  an'  basic  differ- 
euces  in  chemical  structure  between  the 
graft  and  the  host  which  he  named  indi- 
viduality differentials.  Medawar,'*  .some 
fifteen  years  ago,  brought  the  homograft 
reaction  into  the  group  of  immunologic 
reactions  by  the  demonstration  of  the  sec- 
ond-set phenomenon,  an  accelerated  rejec- 
tion which  occurs  when  a second  homograft 
is  applied  to  the  .same  donor  after  the  rejec- 
tion of  a first  homograft.  iMedawar  at- 
tributes to  Jen.sen  (IfiOd)''  the  inception  of 
the  idea  that  the  homograft  rejection  is 
mediated  by  a process  of  active  immunity. 
Jen.sen  u.sed  this  term  to  de.scribe  the  process 
by  which  a transplanted  tumor  in  the  mouse 
is  first  harbored  and  then  rejected  by  the 
animal.  The  homograft  rejection  reaction  is 
a readily  observable  response  which  shows 
many  of  the  gross  aspects  of  an  immunologic 
process;  an  impressive  array  of  experi- 
mental data  tends  to  support  the  immuno- 
logic hypothesis. 

Second-Set  Phenomenon. — The  proper- 
ties of  the  homograft  rejection  reaction  show 
close  similarities  to  the  events  observed  in 
the  secondary  responses  of  orthodox  im- 
munologic systems.  After  the  rejection  of  a 
homograft  from  one  donor  the  animal  is  in  a 
“specifically  sensitized”  condition  against 
further  challenges  from  that  donor.  If  a 
second  homograft  from  the  same  donor  is 
then  applied,  it  is  destroyed  in  an  accelerated 
fashion  (the  second-set  phenomenon,  Meda- 
war, 1944-1945).  Whereas  the  first-set 
homograft  is  rejected  within  seven  to  ten 
days  after  application,  second-set  grafts 
seldom  survive  beyond  the  fourth  or  fifth 
postoperative  day.  Additional  repeat-set 
homografts  in  man  show  no  further  lessening 


3240 


New  York  State  J.  Med. 


ORGAX  AND  TISSUE  TRANSFLANTS 


in  the  recipient’s  rejection  time  but  ur(‘ 
destroyed  at  the  same  rate  as  the  second-set 
grafts. 

Recall  Flare  and  White  Graft  Re- 
.\CTiONS. — At  the  time  of  the  rejection  of  a 
repeat-set  skin  homograft  in  man  a reaction 
of  erythema  and  edema,  described  as  the 
recall  flare,  occurs  at  the  site  of  the  imme- 
diately preceding  homograft  rejection  site. 
This  phenomenon  has  many  well-described 
analogues  in  the  annals  of  delayed  hypcr- 
sensiti\’ily.  For  example,  its  occurrence 
has  been  (h'scribed  at  t he  sit('  of  previously 
negative  test  results  in  patients  who  had 
tuberculin  positive  test  results  by  leukocyte 
transfer  of  tuberculin  hypersensitivity.  It 
also  has  been  noted  in  man  that  in  every 
repeat-set  homograft  applied  within  one 
week  after  the  rejection  of  the  preceding 
homograft  from  the  same  donor,  the  homo- 
graft failed  to  show  the  color  changes  char- 
acteristic of  vascularization.  The  graft  re- 
mained white;  this  particular  type  of  reac- 
tion has  been  termed  the  white  graft  reac- 
tion. The  white  graft  reaction  has  been 
confirmed  in  the  rabbit  by  Stetson  and 
Demopoulos.®  It  is  interpreted  as  signi- 
fying a hyperimmune  state  preventing  the 
ingrowth  of  host  endothelium. 

Transfer  of  Hypersensitivity  to  Homo- 
transplants.— Mitchison®  has  shown  that 
specific  sensitivity  to  tumor  homografts  is 
transferred  in  mice  by  means  of  lymph  node 
cells  obtained  from  sensitized  animals. 
Billingham,  Brent,  and  Medawar  in  195.T 
demonstrated  a similar  transfer  of  sensitivity 
to  skin  homografts  in  mice;  Voisin  and 
Maurer  in  1957*  reported  similar  results  in 
guinea  pigs.  This  phenomenon  has  many 
analogies  in  the  field  of  delayed  hypersen- 
sitivity. It  has  been  shown  repeatedly, 
since  the  pioneering  work  of  Landsteiner 
and  Chase,*  that  hypersensitivity  of  the 
delayed  type  can  be  transferred  by  means  of 
viable  leukocytes  obtained  from  sensitized 
animals.  That  this  phenomenon  also  can 
be  extended  to  man  was  shown  by  Lawrence 
and  his  collaborators'®  who  succeeded  in 
transferring  transplantation  hypersensitivity 


by  means  of  desoxyribonuclease-treated 
leukocyte  extracts. 

Antibodies  in  Tissue  Homotransplan- 
tation.— While  it  is  generally  agreed  that 
the  homograft  reaction  may  be  classified  as 
belonging  to  the  group  of  reactions  of  the 
delayed  cell-bound  or  tuberculin-type  hy- 
persensitivity reactivity,  it  also  is  admitted 
that  circulating  antibodies  of  one  sort  or  the 
other  have  been  found  in  association  with 
the  n'jection  of  homologous  tissue  trans- 
plants. .\t  least  four  diflerent  kinds  of 
antibody  activity  ha\'(>  been  reported  in  iso- 
immune sera:  (1)  erythrocyte  agglutina- 

tion, (2)  leukocyte  agglutination,  (3)  a pro- 
tective or  tumor-neutralizing  effect,  and  (4) 
a cytotoxic  effect.  The  cytotoxic  anti- 
bodies most  recently  studied  are  those  which 
produce  damage  and  lysis  of  cells  in  vitro  in 
the  presence  of  complement. 

It  appears  to  date  as  though  the  rejection 
of  tissue  homotransplants  is  accomplished 
in  the  midst  of  manifestations  pertaining  to 
the  cell-bound  delayed  response  as  well  as 
the  circulating  antibody  types  of  immune 
response.  As  Thomas"  has  suggested,  it 
may  well  be  that  the  rejection  of  foreign 
tissue  by  an  individual  is  a primordial  type 
of  reaction  preceding  in  the  evolutionary 
scale  all  of  the  known  immune  reactions. 

Phenomenon  of  Adaptively  Acquired 
Tolerance. — Billingham,  Brent,  and  Meda- 
waF  defined  acquired  immunologic  tolerance 
as  an  “induced  state  of  specific  nonreactivity 
toward  a substance  that  is  normally  anti- 
genic; a nonreactivity,  moreover,  that  is  due 
to  a primary  failure  of  the  mechanism  of  the 
immunologic  response.” 

The  administration  of  an  antigen  prior  to 
the  development  of  the  recipient’s  immuno- 
logic response  mechanisms,  instead  of  sen- 
sitizing, lowers  the  capacity  of  the  animal  to 
react  to  the  antigen  when  it  has  matured. 
The  exposure  of  the  embryo  to  an  antigen  by 
injection  in  utero  or  of  the  newborn  to 
antigen  prior  to  the  development  of  its 
immune  mechanisms,  causes  it  to  react  to 
subsequent  exposure  to  the  antigen  as  if 
the  antigen  were  part  of  its  own  make-up. 
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that  is,  as  though  it  were  not  an  antigen  at 
all,  but  part  of  itself.  This  phenomenon 
differs  from  another  immune  phenomenon, 
immunoparalysis,  which  depends  on  flooding 
the  adult  body  with  antigen. 

A similar  state  is  found  in  dizygotic  twins 
in  cattle;  cross-tolerance  to  skin  homografts 
exists  because  of  the  intermixture  of  their 
bloodstreams  in  utero.  Ha.sek^-  was  suc- 
cessfvd  in  reproducing  this  phenomenon  by 
joining  the  chorio-allantoic  membranes  of 
two  fertilized  eggs  which  resulted  in  vascular 
anastomosis  between  the  two  embryos. 
After  hatching,  successful  cross-homo- 
grafting  between  the  two  chicks  was  possible 
for  as  long  as  two  years  after  birth. 

The  work  of  Billingham,  Brent,  and  Meda- 
war^  as  well  as  that  of  Woodruff,  has 
established  the  reproducibility  of  the  phe- 
nomenon of  adaptively  acquired  tolerance. 
Both  groups  of  investigators  were  able  to 
induce  tolerance  to  skin  homografts  in  the 
rat  when  spleen  cell  suspensions  were  in- 
jected shortly  after  birth. 

The  analogies  of  the  system  of  adaptively 
acquired  tolerance  to  other  described  im- 
munologic phenomena  are  of  great  interest 
and  support  the  suggestion  that  tissue 
homotransplantation  reactions  are  a part  of 
the  immune  responses  of  the  individual. 

Comment 

At  the  present  time  there  are  two  experi- 
mental means  by  which  the  host  can  be  in- 
duced to  accept  homografts:  (1)  by  the  in- 
jection of  cells  from  the  future  homograft 
donor  into  embryonic  or  neonatal  hosts  and 
(2)  by  the  injection  of  bone  marrow  or 
•splenic  cells  from  the  homograft  donor  into 
hosts  who  have  been  rescued  from  lethal 
irradiation.  Unfortunately,  in  embryonic 
and  neonatal  animals  the  induction  of  this 
type  of  accjuired  immunologic  tolerance  is 
accompanied  by  a reaction  of  the  injected 
cells  against  the  host,  a “graft  versus  host 
reaction”  resulting  in  maldevelopment  and 
the  eventual  death  of  a large  proportion  of 
animals,  a condition  known  as  “runt  dis- 
ease.” In  animals  irradiated  and  injected 


with  bone  marrow  or  spleen  cells,  where  de- 
layed death  has  occurred,  the  condition  is 
referred  to  as  “secondary  disease,”  and  is  also 
attributed  to  a “graft  versus  host  reaction.” 

In  regard  to  the  utilization  of  homo- 
transplant tissue,  we  look  forward  to  the 
day,  perhaps  not  too  distant,  when  homo- 
traiLsplantation  will  cease  to  be  experimental 
or  at  best  expedient,  and  will  come  into  full 
utilization.  We  then  will  have  the  problem 
of  the  preservation  of  tissues  and  how  to 
develop  banks  of  ti.ssue. 

1 am  sure  you  have  heard  of  the  tissue 
bank  that  the  Navy  has  been  running  for 
many  years  under  the  direction  of  Captain 
Hyatt  at  Bethe.sda,  Maryland.  We  have  the 
privilege  of  having  with  us  today  Lt. 
Comdr.  M.  C.  Wilber  of  the  United  States 
Navy. 
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Current  Status  of  Tissue  Banking* 

LT.  COMDR.  M.  C.  WILBER,  M.D.,  BETHESDA,  MARYLAND 


The  Tissue  Bank  at  the  United  States 
Naval  Medical  School  in  the  National 
Naval  Medical  Center,  Bethesda,  Maryland, 
began  about  ten  years  ago  with  a small 
deep-freeze  unit.  This  unit  was  used  pri- 
marily for  the  storage  of  bone  homografts 
for  use  in  reconstructive  orthopedic  surgery. 
The  bone  was  obtained  as  a by-product  from 
other  reconstructive  surgical  procedures  in 
human  patients. 

Divisions  of  Tissue  Bank 

The  Tissue  Bank  Department  today  has 
grown  considerably  since  it  began  ten  years 
ago.  It  now  consists  of  about  25  indi- 
viduals; ()  at  the  professional  level,  14 
technicians,  and  4 or  5 students.  The 
department  is  composed  of  five  divisions. 
The  first  is  the  tissue  bank  division  which  is 
concerned  primarily  with  the  pi’ocurement, 
processing,  storing,  and  shipping  of  tissues 
throughout  this  country  and  abroad.  Sec- 
ond is  the  tissue  chemistry  division.  This 
division  is  concerned  primarily  with  pro- 
duction control  of  freeze-dried  tissues. 
Third  is  the  tissue  culture  division,  also  for 
production  control.  It  should  be  empha- 
sized however,  that  all  divisions  within  the 
department  carry  on  research  related  to 
their  respective  divisions  as  well  as  to  the 
entire  department,  'khe  fourth,  or  ad- 
ministrative division,  contains  th('  Navy’s 
tissue  graft  registry.  Currently  w(>  an' 
following  about  d,5()0  human  patients  in 
which  fn'cze-dried  tissues  from  the  Ti.ssue 
Bank  have  been  grafted.  Fifth  is  the  train- 
ing division.  This  division  is  concerned 
with  the  training  of  our  own  technicians  in  a 
six-months  course.  We  have  a two-week 


* The  opinions  and  views  expressed  are  those  of  the 
author  and  are  not  to  be  construed  as  official  or  neces- 
sarily reflecting  the  views  of  the  Medical  Department 
of  the  United  States  Navy  or  the  Naval  Service  at 
large. 


course  in  tissue  banking  which  is  available 
to  physicians  in  the  military  reserves.  In 
addition,  we  are  approved  for  training  in 
both  orthopedics  and  general  surgery. 

Material  and  Methods 

Ina.smuch  as  most  of  us  in  the  Tissue  Bank 
are  concerned  primarily  with  the  homograft, 
although  the  autograft  and  heterograft  do 
come  under  consideration,  I thought  it 
might  be  worth  while  at  this  point  to  define  a 
homograft.  A homograft  is  tissue  taken 
from  an  operative  site  in  one  individual  and 
transplanted  to  another  individual  of  the 
same  species;  in  other  words,  from  one 
human  being  to  another. 

All  of  the  tissues  stored  at  the  Tissue  Bank 
are  procured  from  the  recently  deceased. 
Following  the  death  of  a patient  at  the  U.8. 
Naval  Hospital,  Bethe.sda,  Maryland,  the 
hospital  record  is  carefully  screened.  This 
screening  is  done  to  find  prospective  tissue 
donors.  Ca.ses  in  which  the  cause  of  death 
is  due  to  a malignant  or  transmissible  disease 
are  excluded.  Provided  that  the  prospective 
donor  meets  our  criteria,  the  legal  next  of 
kin  is  contacted,  and  permi.ssion  is  recpiested 
to  remove  the  tissues  for  processing,  storage, 
and  use  in  transplantation  procedures. 
The  permission,  if  obtained,  is  recorded  on  a 
standard  form  which  we  developed  and 
which  is  now  ax’ailable  to  all  government 
services. 

The  tissues  that  we  remov('  ai‘(':  (>yes, 
skin,  fa.scia,  bone,  cartilage,  dura,  and  arter- 
ies. The  amount  of  tissue  obtained  depends 
on  the  age  of  the  donor.  An  ideal  donor 
would  be  an  adult  male  under  thirty  years 
of  age.  From  such  a donor  we  obtain  ap- 
proximately 100  depo.sits  of  tissue. 

Tissues  are  processed  and  stored  in  one 
of  three  different  ways;  nutrient  media, 
protective  freezing,  and  freeze-drying. 
Nutrient  media  storage  is  accompli.shed  by 
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placing  the  tissue  in  a nutrient  solution  to 
maintain  cell  viability;  as  an  example,  skin 
can  be  stored  in  this  manner  for  periods  of 
time  up  to  six  weeks.  Beyond  this  time 
cell  viability  is  lost.  Nutrient  media  storage 
is  accomplished  at  icebox  temperature  of 
4 C.  Protective  freezing  generally  is  ac- 
complished in  our  laboratory  using  glycerol 
as  the  protective  agent.  The  freeze-drying 
process  is  accomplished  in  an  especially  de- 
signed commercial  freeze  drier.  Then  the 
moisture  is  removed  by  sublimation,  and  the 
bottles  containing  the  tissue  are  capped 
under  a vacuum  and  sealed  with  a special 
wax.  The  bottles  then  can  be  stored  on  the 
shelf  at  room  temperature.  We  have  used 
bone  that  has  been  stored  in  this  manner  for 
as  long  as  six  years.  These  are  two  of  the 
advantages  of  this  particular  method  of 
preservation  and  storage. 

The  number  of  tissues  that  we  have  de- 
posited thus  far  has  been  over  13,000. 
These  tissues  were  obtained  from  400  post- 
mortem procedures.  As  I mentioned  pre- 
viously we  are  currently  following  about 
3,500  cases.  About  three  fourths  of  the 
cases  are  bone  transplants.  The  remaining 
are  soft  tissue  transplants. 

We  send  the  ^'arious  tissues  to  qualified 
surgeons  throughout  this  country  and 
abroad.  Inasmuch  as  this  is  a clinical  re- 
s('arch  and  development  program,  there  is 
MO  charg(>  for  the  tissue.  However,  we  do 
recpiest  that  we  be  given  the  pre-  and  post- 
operative information  so  that  we  can  evalu- 
ate the  grafting  procedures  as  to  their  success 
or  failure. 

Ei'uliialion 

The  criteria  that  we  use  in  e\aluating  the 
l)one  homografts  are  as  follows:  for  success 
the  graft  must  perform  the  desired  function 
whether  it  be  for  the  stimidation  of  bone 
healing,  osteofixation,  or  merely  to  fill  a 
bone  defect.  Failures  are  divided  into  two 
groups.  When  the  graft  fails  to  accomplish 


its  desired  function,  it  is  called  a graft  fail- 
ure. A procedure  which  fails  because  of 
infection,  inadequate  immobilization,  or 
inadequate  technical  procedures  is  termed  a 
technical  failure. 

Several  of  the  members  of  our  staff  re- 
cently evaluated  and  reported  on  critically 
burned  patients.  In  summary,  the  50 
severely  burned  patients  were  treated  by  43 
different  physicians  who  used  stored  skin 
homografts  as  part  of  their  burn  therapy. 
There  was  a definite  increase  in  sur\'i\’al  rate 
noted  as  compared  with  other  burn  statistics 
based  on  the  usual  methods  of  therapy. 
This  was  particularly  true  in  the  age  group 
below  sixteen  years. 

Cotnment 

Now  for  a small  glimpse  into  the  future. 
This  concerns  the  use  of  organ  transplants, 
specifically  endocrine  transplants.  Working 
in  collaboration  with  the  Department  of 
Gynecology  at  the  Naval  Hospital  in  Be- 
thesda  there  have  been  three  ovarian  trans- 
plants completed  to  date.  The  results  are 
far  from  final.  The  last  transplant,  how- 
ever, was  particularly  encouraging.  The 
ovarian  tissue  was  obtained  from  a stillborn 
infant,  glycerol  impregnated,  and  frozen. 
The  freezing  process  destroys  the  oocytes 
but  apparently  k'avc's  the  thecal  cells  in- 
tact. The  tissue  then  was  thawc'd,  diced, 
and  grown  on  a jjiecc'  of  th(>  intendc^d  re- 
cipient’s peritoneum  in  t issue  culture.  The 
transplant  then  was  ])laced  in  the  recipient’s 
ovarian  fossa  so  that  it  could  be  nourished  by 
the  abdominal  fluid;  what  we  call  an  ortho- 
topic  transplant . 

’riiere  you  have  just  a glimpse  of  tissue 
banking  as  we  practice  it  at  the  National 
Na^’al  Medical  Center. 

Dit.  Converse:  Thank  you.  Dr.  Wilber. 
Our  next  speaker  is  Joseph  Murray, 
M.D.,  who  will  speak  about  organ  trans- 
plantation— its  status  and  a look  into  the 
future. 
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Organ  Transplantation:  Status  and  a Look  into  the  Future 

JOSEPH  E.  MURRAY,  M.D.,  BOSTON,  MASSACHUSETTS 


1 WOULD  like  to  discuss  our  present  thoughts 
on  the  advisability  and  feasibility  of 
organ  transplantation.  The  very  complex 
immunologic  barrier  which  Dr.  Converse 
has  described  prevents  the  successful  trans- 
plantation from  one  human  being  to  another, 
except  in  instances  when  tissues  are  used 
merely  as  struts,  such  as  bone,  cornea,  fascia, 
and  blood  vessels,  as  discussed  so  thoroughly 
by  Commander  Wilber. 

I would  like  to  discuss  kidney  transplants 
as  an  example  of  an  organ  transplant  that 
can  be  vascularized  immediately  and  trans- 
planted successfully  if  the  inununologic 
situation  warrants  and  which  has  given  sur- 
prising physiologic  dividends  in  the  study  of 
transplantation.  The  work  that  I am  about 
to  describe  has  been  carried  on  by  our  group 
at  the  Peter  Bent  Brigham  Hospital  and  the 
Harvard  ^ledical  School.  The  group  con- 
sists of  surgeons,  internists,  pathologists, 
radiologists,  immunologists,  and  geneticists. 

Identical  Ttcin  Transplants 

We  have  done  about  45  kidney  transplants 
in  the  past  ten  years,  15  of  them  between 
identical  twins.  The  reason  I bring  up  the 
term  “identical  twins”  is  that  here  we  have  a 
man-made  situation  in  which  there  is  no 
immunologic  or  genetic  barrier.  The  twins 
are  identical  in  every  chromosome  and  gene. 
Therefore,  a skin  graft  or  a kidney  graft  will 
succeed  just  as  if  the  piece  of  skin  were  taken 
from  one  part  of  the  body  and  j)ut  back  on 
the  same  person. 

One  of  our  patients  was  a tweh  e-year-old 
girl  who  was  dying  of  kidney  disease  and 
fortunately  happened  to  have  an  identical 
twin  sister.  The  kidney  in  the  right  lower 
quadrant  was  anastomosed  retroperitoneally 
to  the  hypogastric  artery  and  vein.  Her 
own  two  diseased  kidneys  were  later  removed 
after  evidence  was  obtained  to  show  normal 
function  of  the  transplanted  kidney.  The 
two  diseased  kidneys  which  were  removed 


revealed  chronic  glomerulonephritis.  The 
successful  transplant  from  the  patient’s 
sister  was  demonstrated  by  normal  blood 
chemical  determinations.  Ureteral  peri- 
stalsis with  good  concentration  of  radi- 
opacpie  material  in  the  bladder  after  five 
minutes  was  noted.  The  child  is  now  per- 
fectly normal  in  every  way  although  she 
had  required  the  use  of  the  artificial  kidney 
preoperatively  on  three  occasions  to  keep 
her  alive. 

We  ha\'e  two  teams  working  for  these 
identical  twin  transplants.  J.  Hartwell 
Harrison,  M.D.,  a urologist,  removes  the 
kidney  from  the  healthy  twin.  The  actual 
transplantation  in  the  sick  twin,  performed 
by  myself,  is  coordinated  with  the  nephrec- 
tomy on  the  donor.  The  transplant  is 
attached  end-to-end  to  the  hypogastric 
artery,  the  vein  end-to-side  to  the  external 
iliac  vein,  and  the  ureter  brought  directly 
into  the  bladder. 

There  is  a period  of  about  thirty  to  sixty 
minutes  during  which  the  kidney  is  deprived 
of  its  total  blood  supply.  Urine  usually 
starts  immediately,  and  we  have  been  fpiite 
gratified  with  the  functional  results. 

I want  to  stress  that  we  are  taking  an  end 
run  around  the  immunologic  problem  that 
Dr.  Converse  mentioned.  There  is  no 
immunologic  barrier  between  identical  twins, 
so  we  are  looking  into  the  future.  We  see 
what’s  going  to  be  once  the  geneticist, 
immunologist,  and  the  rest  of  us  can  try  to 
get  around  the  barrier. 

We  have  an  illustration  that  shows  the 
way  these  transplants  function.  To  the 
left  are  seen  two  flasks  of  urine.  The  larger 
bottle  has  400  ml.  of  urine  from  the  trans- 
plant collected  in  an  eight-hour  period;  the 
smaller  bottle  has  20  ml.  from  the  two  dis- 
eased kidneys  collected  during  th(>  same 
time.  There  is  a clearer  and  larger  quantity 
from  the  transplant  than  there  is  from  the 
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two  diseased  kidneys.  This  happened  in  a 
twenty-one-year-old  female  eleven  days 
after  her  transplant.  In  the  test  tube  on 
the  right  an  excellent  dye  excretion  from 
the  transplant  occurred  in  about  ten  min- 
utes, and  from  the  test  tube  on  the  left  from 
the  two  diseased  kidneys  there  was  nothing 
in  ten  minutes.  The  kidney  transplant  is 
functioning  much  better  than  the  two  dis- 
eased kidneys. 

A chest  film  of  a patient  forty-five  years 
old  who  was  in  heart  failure  and  pericardial 
tamponade  before  a transplant  shows  a 
remarkable  improvement  in  his  chest  cardiac- 
silhouette  and  in  the  amount  of  edema  in  his 
lung  three  weeks  after  the  transplant. 
Within  two  months  his  chest  x-ray  film 
.showed  normal  findings  without  any  cardiac 
enlargement.  Similar  cardiac  improvement 
has  occurred  in  eight  of  the  twin  transplants 
and  is  an  unexpected,  very  pleasant  divi- 
dend from  the  organ  transplant.  The 
patient  whose  slide  was  just  shown  was 
operated  on  over  five  years  ago.  He  works 
daily  as  a salesman,  and  his  chest  film  still 
shows  normal  findings. 

Another  patient’s  kidney  transplant  was 
performed  on  February  6,  1956.  The  blood 
pressure  at  that  time  showed  hypertension  of 
180  over  120.  His  blood  pressure  came 
down  to  a normal  range  with  the  insertion  of 
a normal  kidney.  We  had  a lot  of  trouble 
with  this  patient’s  ureter,  but  ultimately 
both  of  his  diseased  kidneys  were  removed. 
The  fall  in  blood  pressure  prior  to  the 
removal  of  the  two  diseased  kidneys  has 
been  critical  in  the  analysis  of  the  etiology 
of  hypertension  and  the  relationship  with 
the  pre.sence  or  abst'iice  of  diseased  kidneys. 

One  of  our  jjatients  was  a female  twenty- 
one  years  old  who  was  married  and  child- 
less. After  a kidney  transplant  the  py In- 
gram showed  excellent  function  with  normal 
blood  chemistries  and  good  patency  of  the 
ureter.  We  didn’t  know  what  to  advise 
this  girl  about  pregnancy,  but  fortunately 
for  us  and  for  herself  she  answered  the 
problem,  because  the  next  time  we  heard 
from  her  she  was  six  months  pregnant.  It 


was  too  late  to  consider  therapeutic  abor- 
tion, and  so  we  watched  her  and  performed 
an  elective  cesarean  section.  An  x-ray  film 
taken  at  her  eighth  month  of  pregnancy 
showed  the  baby’s  head  close  to  the  trans- 
planted kidney’s  vascailar  pedicle  with  no 
direct  contact  and  only  a small  degree  of 
physiologic  dilatation  in  the  renal  pelvis  of 
the  transplant. 

The  patient  went  through  the  pregnancy 
without  hypertension  or  infection,  and  as  a 
matter  of  fact  was  perfectly  normal  in 
every  way.  She  was  delivered  by  an  elec- 
tive cesarean  section  of  a normal  baby,  and 
she  later  delivered  her  second  normal  child 
uneventfully.  We  now  know  somewhat  for- 
tuitously that  the  transplanted  kidneys  will 
tolerate  or  sustain  a pregnancy. 

A summary  of  some  of  the  identical  twin 
transplants  includes  3 deaths  in  the  series 
and  12  patients  living  and  well.  There  was 
1 surgical  failure  due  to  a technical  problem. 
Two  patients  ultimately  developed  the  same 
disease  in  the  transplant  that  they  were 
suffering  from  originally.  They  came  early 
in  the  series,  and  we  think  we  (;an  eliminate 
this  by  the  following  maneuver. 

Originally  we  performed  the  post-trans- 
plant nephrectomies  because  we  feared  that 
the  presence  of  the  diseased  kidneys  may 
cause  the  same  disease  in  the  transplant. 
We  now  have  gotten  to  the  stage  of  per- 
forming preliminary  bilateral  nephrectomies, 
that  is,  prior  to  the  transplant.  To  mini- 
mize circulating  toxic  substances  which 
might  cause  nephritis  we  usually  wait  about 
ten  or  twelve  days  after  ha\  ing  n'mo\'ed  the 
two  iliseased  kidneys  befon-  putting  in  lh(' 
transplant  from  the  identical  twin. 

You  have  seen  what  happens  when  you’re 
fortunate  enough  to  have  an  identical  twin, 
a happening  which  occurs  about  once  eveiy 
300  births,  but  not  all  of  us  are  fortunate 
enough  to  have  an  organ  and  tissue  bank 
living  under  the  same  roof. 

Other  Methods 

What  happens  if  one  doesn’t  have  an 
identical  twin?  There  is  one  experimental 
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attempt  designed  to  overcome  the  problem 
involving  total  body  irradiation  and  bone 
marrow  replacement.  If  a graft  from  animal 
A to  animal  B fails  100  per  cent  of  the  time, 
it  can  be  circumvented  by  giving  the  re- 
cipient lethal  bodily  roentgen  rays.  If  we 
then  sustain  that  animal  by  giving  bone 
marrow,  we  will  have  a living  animal  instead 
of  a dead  one.  The  bone  marrow  will  supply 
the  necessary  reticuloendothelial  substances. 
This  animal  B,  now  alive,  will  take  a skin 
graft  from  animal  A,  whereas  originally  it 
would  not . 

We  have  tried  to  apply  this  to  higher 
animals  and  to  human  beings  with  only 
partial  success.  Experiments  with  bone 
marrow  from  either  one  or  midtiple  donors 
revealed  prolonged  survival  of  skin  grafts 
from  the  marrow  donors  in  some  instances. 
The  skin  graft  is  used  as  an  indicator  for 
bone  marrow  survival  as  well  as  a clue  to  the 
success  of  a subsetiuent  kidney  graft. 

Many  rabbits  die  of  “secondary  disease,” 
a term  denoting  the  ravages  of  the  bone 
marrow  reacting  against  the  host  rendered 
defenseless  by  the  total  body  irradiation. 

Retransplantation  of  a kidney  back  to  the 
original  donor  after  one,  two,  or  three  days 
of  residence  in  a homologous  host  shows  in 
many  instances  rever.sal  of  the  rejection 
process.  This  is  an  important  principle 
indicating  that  the  homograft  rejection 
reaction  is  not  an  “all  or  none”  phenomenon, 
but  instead  may  be  considered  a disease 
process  amenable  to  appropriate  therapy. 

We  had  a set  of  nonidentical  twins.  The 
proof  that  they  weren’t  identical  was  a skin 
graft  which  survivc'd  as  a noiinal  skin  graft 
in  the  sick  twin  while  his  healthy  brother 
rejected  the  skin  graft  from  the  sick  twin. 
I’he  graft  in  the  healthy  twin  was  redder, 
swollen,  and  had  some  ulceration.  So  one 
of  the  twins  accepted  the  brother’s  skin; 
the  other  rejected  it. 

A second  accelerated  rejection  in  the 
healthy  twin  occurred  in  ten  or  twelve  days, 
the  first  rejection  occurring  in  tw'enty-four 
days.  Thus  we  had  proved  that  they  were 
not  identical.  Nevertheless,  with  a sub- 


lethal  dose  of  irradiation  we  were  able  to 
perform  a successful  kidney  transplant. 

After  the  skin  grafting  we  gave  the  patient 
x-ray  treatment  in  two  doses.  Then  the 
kidney  transplant  was  performed  and  then  a 
bilateral  nephrectomy. 

Immediately  after  the  transplant  the 
blood  urea  nitrogen  fell  from  ranges  of  l.oO 
mg.  per  100  ml.  to  normal  in  a week.  It 
stayed  about  that  for  over  fifteen  months. 
The  patient  rejected  the  skin  grafts  subse- 
quently,  and  he  may  be  trying  to  reject  the 
kidney  graft,  but  as  of  fif^en  months  since 
his  operation  he  is  still  normal. 

Comment 

People  ask  about  the  two-headed  dog  of 
the  Russians.  Are  they  ahead  of  us?  Are 
they  transplanting  legs,  heads,  and  hearts? 
We  should  realize  that  transplanting  lungs  or 
heads  are  surgical  feats  that  have  been 
known  for  years,  but  we  do  have  the  prob- 
lem, the  immunologic  barrier  that  must  be 
overcome  which  we  know  causes  the  extra 
head,  leg,  lung,  or  kidney  to  be  rejected  after 
a temporary  period  of  junction. 

I’d  like  to  make  a re.sume  of  where  we 
stand  today.  I think  that  as  far  as  identical 
twin  transplants  of  kidneys  are  concerned 
we  can  look  at  that  as  a standard  clinical 
procedure.  Between  nonidentical  twins, 
possibly  we  can  g(‘t  some  degree  of  perma- 
nent success.  Within  families  and  within 
close  genetic  relationships  possibly  we’ll  be 
able  to  get  some  degree  of  success.  At 
present  we  are  investigating  interfamily 
transplants  (piite  diligently. 

I’d  like  to  stress  that  in  l)atl  burns  if  we 
could  have  permanent  skin  homograft 
.survival  it  would  be  a tremendous  step 
forward  because  the  mortality  in  burns 
today  is  almost  completely  due  to  infection 
which  occurs  late  and  can  be  minimized  by 
early  debridement  and  skin  grafting. 

I’d  like  to  say  a word  about  endocrine 
tissue  transplants  because  there’s  been  a 
great  deal  of  confusion  in  that  regard.  We 
occasionally  read  reports  of  successful  para- 
thyroid transplants  and  successful  ovary 
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transplants. 

I feel  that  with  present  knowledge  there 
have  been  no  unequivocal,  sure,  clear-cut, 
successful  transplants  in  endocrine  tissue. 
There  may  be  in  the  lower  animals.  But 
the  parathyroid  transplants  which  have  been 
publicized  rather  highly  do  not  stand  up 
under  critical  evaluation.  We’ve  had 
several  vascularized  fetal  parathyroid  and 
thyroid  transplants  which  seem  to  function 
well  if  you  believe  the  patient.  We  have  a 
patient  who  has  received  many  parathyroid 
transplants,  and  after  the  first  operation 


she  said,  “Doctor,  I feel  wonderful,  it’s  just 
terrific.  The  transplants  are  great.”  We 
didn’t  think  they  were  working,  and  about 
six  weeks  later  we  reoperated  to  remove  one. 
After  that  she  said,  “You  know,  the  first 
operation  was  good,  but  the  second  one  was 
much  better!”  And  so  there’s  a great  psy- 
chologic overlay:  There’s  a de.sire  to  be 
helped,  there’s  a desire  to  keep  the  surgeon 
and  the  people  in  charge  encouraged,  and  so 
I feel  unless  you  have  unequivocal  e\’idence 
of  success  from  the  endocrine  transplant,  one 
should  be  very  skeptical  about  it. 


Question  and  Answer  Period 


Dr.  Converse:  At  what  fetal  age  are 
tis.sue  antibodies  formed?  If  a homograft 
from  a stillborn  is  to  be  used,  at  what  age  in 
life  should  it  be  obtained  to  obtain  the  best 
degree  of  success? 

Antibodies  are  thought  to  be  developed 
in  the  postnatal  period,  and  there  is  an 
interval  of  time  between  birth  and  the  de- 
velopment of  active  immunologic  mecha- 
nisms which  varies  from  species  to  .species, 
and  depending  on  the  species  it  varies  from  a 
few  days  prior  to  birth  to  a few  weeks  after 
birth. 

As  far  as  the  utilization  of  fetal  tissues 
for  transplantation  on  the  adult  animal  or 
patient  is  concerned,  this  is  at  the  pre.sent 
time  still  somewhat  of  a controversial  sub- 
ject. It  was  thought  at  first  that  the  use  of 
fetal  tissue  might  dimini.sh  the  response  on 
the  host  b(H‘ause  of  the  fact  that  the  antigens 
in  the  fetal  tissue  would  either  be  not  present 
oi'  greatly  diminished.  There  has  be('n  a 
certain  amount  of  evidence  of  fetal  skin,  for 
example,  that  has  been  transplanted  to 
burned  patients  with  a long-term  sur\uval  of 
as  long  as  nine  months. 

This  finding,  however,  has  not  been  con- 
firmed altogether  by  other  workers.  There 
are  two  workers,  specifically,  who  have  re- 
ported these  facts.  Other  workers  have 
denied  them.  So  at  the  pre.sent  time  we 
don’t  quite  know  where  the  situation  lies. 


I’m  going  to  ask  Dr.  [Murray  to  supplement 
what  he  said  about  skin  in  terms  of  organ 
tran.splantation.  Dr.  Murray,  maybe  you’d 
like  to  say  something  about  the  use  of  fetal 
tissue? 

Dr.  [Murray:  The  experience  that  we 
have  had  with  neonatal  human  kidney  trans- 
plants has  led  us  to  feel  that  there’s  no 
advantage  in  using  the  earlier-age  tissue  as 
donor  tissue.  Obviously,  we’d  like  to  get  it 
back  into  intrauterine  life,  but  that’s 
definitely  out  of  the  way  as  far  as  the  surgical 
])oint  of  view  is  concerned. 

However,  the  parathyroid  and  thyroid 
have  be('n  u.sed  as  a vascularized  transplant 
coming  from  eight-  and  nine-month-old 
fetuses,  using  the  aorta  and  superior  vena 
ca\’a  as  the  ve.ssels  with  which  to  perform 
anastomosis,  and  I feel  that  there  has  been 
no  e\'idence  that  these  have  worked.  Two 
or  three  years  ago  I would  ha\’e  thought  that 
it  was  ('(iui\()cal.  Possibly  they  might  be 
succe.s.sful,  but  1 think  we’ve  had  enough 
experience  in  that  field  and  that  we  have  to 
go  back  very  far  to  get  to  a nonantigenic 
time. 

Actually,  many  workers  have  shown  that 
even  the  sperm  itself  is  antigenic,  so  I 
don’t  know  whether  you  can  go  back  much 
earlier  than  that. 

Lt.  Comdr.  Wilber:  I have  a question 
from  the  floor.  How  does  a physician  go 
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about  obtaining  tissue  from  the  Navy  bank? 

Any  qualified  surgeon  who  wishes  to 
obtain  tissue  can  do  so  by  WTiting  to  the 
director  of  the  tissue  bank  department  at  the 
Naval  Aledical  School,  National  Naval 
Medical  Center,  and  we  will  do  all  we  can 
within  the  limitations  of  what  we  have. 
As  I mentioned  before,  we  have  been  operat- 
ing for  about  ten  years.  We  have  many 
surgeons  throughout  this  country  who  have 
been  collaborating  with  us  for  almost  as 
many  years.  However,  we  will  still  make 
every  effort  to  meet  any  request. 

Dr.  Converse:  Dr.  Wilber,  would  you 
like  to  add  to  that  what  tissues  are  available 
today  for  transplantation? 

Lt.  Comdr.  Wilber:  Yes,  with  the  ex- 
ception of  the  eyes  which  we  give  to  the 
Washington  Eye  Bank.  We  have  all  the 
others  available,  namely,  skin,  fascia,  dura, 
bone,  and  cartilage.  We  have  a few  arteries 
on  hand.  However,  most  vascular  surgeons 
are  switching  over  to  the  prosthetic  vessels. 
We  have  had  very  few  requests  for  these  in 
the  past  year  or  so. 

Dr.  Converse:  Thank  you.  Dr.  Wilber. 
Dr.  jMurray? 

Dr.  Murr.w:  Could  I ask  Dr.  Wilber 
what  happened  to  that  ovarian  transplant? 

Lt.  Comdr.  Wilber:  Well,  I purposely 
said  very  little  about  it.  We  have  done — I 
say  we  although  actually  the  surgical  portion 
of  the  procedure  was  done  by  Thomas 
Lebherz,  AI.D.,  the  chief  of  the  Department 
of  Obstetrics  and  Gynecology  at  the  Naval 
Hospital  at  Bethesda — three  grafts.  Only 
the  last  one  was  done  as  I showed  you  here. 
The  others,  we  thought,  functioned  for  a 
.■<hort  period  of  time. 

This  one  has  worked  out  very  well  from 
the  endocrinologic  point  of  \'iew.  A special 
laboratory  at  the  National  Institutes  of 
Health  studied  her  preoperatively  for  a 
full  year  before  the  graft  was  done,  and  she 
has  been  studied  since.  The  graft  seems  to 
be  functioning.  However,  as  we  all  know, 
one  swallow  doesn’t  make  a spring,  and 
whether  or  not  this  will  still  be  functioning 
in  two  or  three  years  is  anyone’s  guess  at 


this  time. 

Dr.  AIurr.w:  Does  she  have  menstrual 
periods? 

Lt.  Comdr.  Wilber:  No,  she  had  a 

panhysterectomy. 

Dr.  AIurray:  I think  it’s  wise  to  be 
skeptical  about  all  these,  as  you  indicated. 
Unless  you  apply  the  most  solid  criteria  for 
functions  it’s  wise  to  assume  that  it’s  not 
functioning  until  you  get  proof  that  it  is. 

I have  two  questions  here,  both  related  to 
problems  of  identical  twinning.  One  per- 
son wants  to  know  if  we  have  seen  any  identi- 
cal twins,  one  of  whom  has  polycystic 
disea.se.  We  have  not  as  yet.  Of  the  18 
cases  we’ve  had  lo  cases  of  identical  twins 
and  I know  of  three  other  operations  per- 
formed elsewhere.  The  diseases  have  been 
mostly  chronic  glomerular  nephritis.  A 
few  have  been  pilar  nephritis  or  congenital 
aplasias.  There  just  do  not  happen  to 
have  been  any  polycystic  di.seases  that  we 
have  yet  encountered. 

The  next  (piestion  is,  has  recurrent  in- 
fection been  a problem  in  your  identical 
twin  renal  tran.splants? 

Recurrent  infection  has  not  been  a prob- 
lem at  all.  We  have  had  infection  from  the 
diseased  kidneys,  but  that’s  pretty  much 
eliminated  once  we  do  the  nephrectomies. 
As  1 indicat('d,  we  ha\e  had  only  rather 
briefly  the  problem  of  the  original  disease, 
glomerular  nephritis,  developing  in  the 
transplant.  But  that’s  on  an  immunologic 
basis  rather  than  on  an  infectious  basis. 

Dr.  Converse:  1 have  a question  here. 
Which  is  the  better  of  the  two,  fre.sh  skin 
homografts  or  frozen  dried  skin  homografts? 
Ill  homografting  a burned  patient,  you  have 
the  ch()ic('  {'it her  of  removing  a fresh  homo- 
graft from  a relati\  e of  the  patient  or  from  a 
freshly  deceased  individual  or  of  using  the 
frozen  dried  skin  which  is  provided  mostly 
by  Dr.  Wilber’s  organization,  the  Naval 
bank. 

In  attempting  to  answer  this  question  I 
will  ask  my  colleagues’  opinions.  I think 
that  most  of  us  feel  that  if  you  can  use  a 
living  homograft  you  are  better  off  in  terms 
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of  a longer  period  of  survival.  I was  just 
telling  my  colleagues  about  a patient  I was 
homografting  this  morning,  an  eleven- 
month-old  baby  with  50  per  cent  of  the 
body  surface  burned,  40  per  cent  of  it  third- 
degree,  and  this  is  the  fifteenth  day  after  the 
burn.  We  were  able  to  maintain  the  child 
alive  up  to  now,  but  obviously  if  we  at- 
tempted to  remove  any  skin  from  the  baby 
itself  we  would  kill  the  baby,  and  so  auto- 
grafting is  contraindicated.  This  means, 
therefore,  that  we  must  use  homografts. 

We  elected  in  this  case  to  use  the  mother’s 
homografts,  with  the  idea,  based  on  some 
experimental  evidence,  that  the  close  genetic 
relationship  between  the  mother  and  the 
child  would  insure  a longer  survival  time,  a 
survival  time  of  a few  weeks  or  even  a 
month  or  longer  would  make  it  possible  to 
I'e-establish  normal  metabolism  in  the  child 
and  then  autografting  would  become  possi- 
ble. 

With  the  frozen  dried  material  one  can 
hardly  talk  about  survival,  because  the 
frozen-dried  material  is  not  alive  in  the 
sense  that  it  will  grow  in  tissue  culture,  but  it 
is  a sort  of  prosthesis  into  which  the  blood 
vessels  of  the  host  grow,  and  this  insures  a 
certain  coaptation  of  the  frozen-dried  skin  to 
the  host  bed  and  provides  a coverage,  a 
barrier  to  infection  and  to  the  loss  of  fluids. 

I’m  going  to  ask  both  Dr.  Murray  and  Dr. 
Wilber  to  comment  on  this. 

Dii.  Murray : 1 think  fresh  homografts 
are  better  than  preserved  homografts.  We 
use  cadavers  because  we  don’t  have  to 
bring  patients  into  the  ht)spital  and  giv(> 
them  anesthesia  to  get  the  skin.  I’d  say 
tlie  second  best  would  be  a li\’e  donor,  pr(>- 
sumably  a relati\'e,  and  third,  some  form  of 
preserv^ed  homograft.  Obviously,  the  pre- 
server! homograft  has  its  greatest  use  in  a 
time  of  disaster  where  you  don’t  want  to  tie 
up  any  healthy  people  as  pure  skin  donors. 

Lt.  Comdh.  Wilber:  The  onl}^  thing  I 
can  add  to  that  is  the  use  of  freeze-dried 
skin.  It’s  mainly  a matter  of  how  much 
you  want  and  how  available  your  own  facili- 
ties are.  For  example,  if  you  have  cadaver 


skin  that  is  readily  available,  I think  that 
would  be  your  best  choice.  It  may  be  that 
you  need  a good  bit  more  than  what  you 
could  possibly  get  from  a single  cadaver. 
This  is  particularly  true  in  adults  who  are 
badly  burned.  With  children,  the  quantity 
is  not  so  great. 

Dr.  Converse:  Dr.  Wilber,  would  you 
answer  the  next  question,  please? 

Lt.  Comdr.  Wilber:  Well,  I have  a 
difficult  one.  It  says,  what  happens  to 
cornea  in  comaal  transplants? 

I am  an  orthopedic  surgeon,  and  the  num- 
i)er  of  corneal  transplants  that  I have  .seen  is 
very  limited.  To  the  best  of  my  knowledge, 
these  are  usually  used  as  lamellar  trans- 
plants; in  other  words,  just  a thin  layer  of 
corneal  ti.ssue.  These  ideally  remain  trans- 
parent. They  usually  are  sewed  around  tlu^ 
periphery.  As  a general  rule,  the  center 
r('inains  transparent.  I’m  not  sure,  hr>w- 
ever,  that  I have  the  intent  of  the  ([uestion 
correct. 

Dr.  Converse:  I might  add  that  nearly 
50  per  cent  of  all  corneal  transplants  become 
opaque.  A possible  explanation  of  the^suc- 
cess  of  corneal  graftings  is  the  fact  that  the 
cornea  does  not  have  any  blood  vessels. 

It  also  may  explain  the  fact  that  some 
cartilage  homografts  are  thought  to  suiAuve 
occasionally,  perhaps  for  the  same  rea.son, 
that  cartilage  also  does  not  contain  any  blood 
vessels. 

Dr.  Murray:  1 have  two  questions  that 
deal  with  the  dose  of  irradiation  in  human 
patients.  Some  of  you  want  further  details 
on  suppressing  the  homograft  rejection, 
whether  it’s  local  or  generalized  irradia- 
tion, and  the  other  asks  whether  or  not  w<^ 
used  bone  imirrow. 

We’ve  irradiated  about  8 human  beings  to 
date.  The  hrst  2 patients  came  to  us  with- 
out any  kidneys  at  all,  and  so  we  had  a total 
chance  to  do  some  good,  and  we  knew  the 
patients’  life  expectancy  without  kidneys 
was  about  thirty-five  to  forty-five  days. 
We  decided  that  we’d  try  to  use  a dose  of 
roentgen  ray  therapy  but  would  require  Ihe 
use  of  bone  marrow.  Once  we  had  the  bone 
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marrow  vvorkina:  we  could  do  a kidney  trans- 
plant from  one  of  the  bone  marrow  donors. 

In  the  first  2 patients,  a dose  range  of  600 
r total  body  irradiation  was  given.  The  sec- 
ond patient  received  700  r total  body  irradi- 
ation given  through  a 2-million-volt  machine. 
We  did  not  obtain  successful  bone  marrow 
survival,  and  so  without  the  successful  bone 
marrow  we  wouldn’t  hav'e  expected  success- 
ful kidney  transplants.  Because  of  the 
difficulty  in  handling  these  patients  at  this 
high  x-ray  dos(>,  when  we  had  nonidentical 
twins  who  were  a little  bit  closer  together 
genetically,  we  used  a lower  x-ray  dose  and 
used  a total  of  450  r total  body  irradiation  in 
divided  doses — 250  the  first  time  and  200 
a week  later. 

The  dose  was  selected  which  would  sup- 
press the  patient’s  own  bone  marrow  tem- 
porarily but  allow  it  to  recover.  Therefore, 
no  bone  marrow  was  used.  The  patient  in 


effect  supplies  his  own  marrow  as  it  recovers. 
We  have  done  that  and  followed  the  second 
x-ray  dose  schedule  on  the  subseciuent  5 pa- 
tients. 

The  only  successful  clinical  whole  organ 
transplants  have  been  kidneys  grafted  be- 
tween monozygotic  twins,  and  in  one  addi- 
tional instance  between  dizygotic  twins 
following  the  use  of  total  body  irradiation  to 
the  recipient.  Although  technics  for  heart, 
lung,  liver,  whole  limb,  and  entire  head  trans- 
plants have  been  available  for  years,  their 
application  for  patients  awaits  the  under- 
standnig  of  the  immunologic  and  genetic 
laws  governing  the  field  of  transplantation. 
Endocrine  gland  transplants,  such  as  para- 
thyroid, ovary,  thyroid,  and  adrenal,  whether 
vascularized  or  placed  between  millipore 
membranes,  have  not  demonstrated  measur- 
able objective  function  in  spite  of  many 
unfounded  reports  of  clinical  success. 
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The  Anterior  Disk  Excision  and  Interbody  Fusion 
Approach  to  the  Problem  of  Degenerative  Disk 
^ Disease  of  the  Lower  Lumbar  Spinal  Segments 

DONALD  YEOMAN  STEWART,  M.D.,  RIVERHEAD,  NEW  YORK 
(From  the  St.  ('hnrleh  Hospital,  Port  Jefferson,  New  York) 


ONOPERATTVE  tluMTipy  fails  to  satisfy 
complotely  tho  nHiuiromcMits  of  succoss- 
ful  treatmont,  as  has  bo('n  well  docuiiKMitod  in 
the  past.  Out  of  200  cases  of  low  back  pain 
and  sciatica  only  29.5  per  cent  recovered, 
70  per  cent  complained  of  constant  back- 
ache, 50  per  cent  complained  of  recurring 
back  and  leg  pain,  63  per  cent  still  continued 
to  consult  physicians  for  their  complaints, 
7.3  per  cent  were  resigned  to  their  fate,  and 
86  per  cent  returned  to  some  kind  of  work. 
In  compensation  cases,  only  29  per  cent  re- 
covered as  compared  with  about  a 60  per 
cent  rate  of  complete  reco\'ery  in  pri\'ate 
cases.  ^ In  31  compensation  cases  who  were 
not  operated  on,  51  per  cent  did  not  return 
to  work.^  In  Barr  and  Mixter’s'*  analysis  of 
compensation  cases  treated  by  conservative 
care  45  per  cent  resumed  their  regular  oc- 
cupation, and  30  per  cent  were  forced  to  find 
a lighter  job.  Five  per  cent  did  not  return 
to  work  at  all. 

Kirstein^  concluded  that  complete  and 
permanent  recovery  from  symptoms  was 
four  times  as  frequent  in  the  operative  group 
(48  per  cent)  as  in  the  nonoperative  group 
(12.5  per  cent).  Seventy-nine  per  cent  of 
449  cases  of  sciatic  radiation  obtained  some 
type  of  satisfactory  relief  from  conservative 
care. 

Surgical  Procedures 

Posterior  Laminectomy  Decompres- 
sion Approach. — These  results  led  to  the 
evolution  of  a posterior  laminectomy  de- 
compressive approach.  Greenwood,  Mc- 
Guire, and  KimbelP  noted  a 5 per  cent  in- 
cidence of  recurrence  after  analyzing  632 
operated  cases.  They  found  that  a new 
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herniation  occurred  on  the  side  opposite  the 
explored  site,  but  at  a different  level  in  16 
of  67  reoperated  patients.  Seventeen  of 
these  reoperated  cases  exhibited  a recurrence 
at  the  same  site  of  the  previous  rupture. 
They  found  migration  of  a fragment  in  011I3' 
4 of  the  632  cases  reported.  These  results 
substantiate  strongly  the  view  that  a total 
excision  of  all  the  disk  tissue  must  be  per- 
formed to  prevent  recurrence.  One  cannot 
depend  on  the  spontaneous  absorption  of 
degenerated  tissue  as  noted  by  Lindblom 
and  Hultqvist.® 

Lenhard^  reviewed  843  operated  cases  and 
noted  improvement  in  only  59.5  per  cent. 
Barr*  * noted  that  50  per  cent  of  laminec- 
tomy patients  complain  of  back  pain,  and 
Cloward®”^^  noted  a 70  per  cent  incidence 
of  low  back  pain  after  laminectomy  without 
fusion.  He  noted  a 30  per  cent  reoperation 
rate  without  fusion.  Love^*  studied  987 
laminectomy  patients  and  reported  that  37 
per  cent  had  partial  relief,  54  per  cent  full 
relief,  and  64  per  cent  returned  to  their 
former,  work.  Love  ascribed  radicular 
symptoms  to  a recurring  protrusion  at  the 
same  “operated”  interspace  and  felt  that 
another  disk  level  was  rarely  involved. 
Barr**  and  Mixter**  reported  a series  in 
which  52  per  cent  of  their  cases  were  as.vmp- 
tomatic  with  laminectomy  alone.  O’Con- 
nelF^  noted  a 22  per  cent  incidence  of  per- 
sistent pain.  Forty  per  cent  experienced 
postoperative  lumbar  pain  and  16  per  cent 
of  this  group  felt  it  was  severe  and  per- 
sistent. O’Connell  reported  a 92  per  cent 
return-to-work  result.  He  noted  10  recur- 
rences, 7 of  these  showing  a recurrent  pro- 
trusion at  the  same  level  and  1 at  the  next 
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level.  Waris^®  reported  374  ca.ses  which 
were  observed  one  and  a half  years  post- 
operativel}'^,  and  reported  that  41  per  cent 
had  complete  relief,  50  per  cent  were  im- 
proved, 6 per  cent  were  unchanged,  and 
reoperations  were  performed  on  2 per  cent. 
Rovig^®  reviewed  100  cases  of  verified  pro- 
trusion over  a period  of  from  seven  to 
tweh’e  years  of  follow-up  and  discovered 
that  out  of  40  patients  without  fusion,  43 
experienc('d  some  back  discomfort  of  \ aiy- 
ing  degree's.  Tlie  back  pain  was  severe  in 
15,  and  severe  sciatic  pain  occurred  in  7. 
In  compe'iisation  cases  Shinners  and  Hamby- 
reported  a 29  per  cent  recovery  rate  in 
patients  who  had  had  laminectomy  alone. 
Barr  and  Mixter®  reported  that  45  per  cent 
resumed  their  regular  occupations  if  they  had 
had  laminectomy  alone,  and  30  per  cent  had 
to  return  to  lighter  jobs.  Five  per  cent  were 
not  able  to  work  after  a disk  excision.  Aitkin 
and  Bradford^  reported  that  in  Workmen’s 
Compensation  cases  45  per  cent  of  patients 
had  unchanged  or  worse  residts,  3 per  cent 
were  excellent,  25  per  cent  fair,  and  28  per 
cent  required  reoperation. 

Brav,^^  in  studying  U.S.  Army  personnel, 
stated  that  there  was  a better  outlook  for  a 
return  to  comfort  and  usefulness  with  sur- 
gery than  without  it.  He  noted  that  pa- 
tients with  an  exploration  with  negative 
results  do  just  as  well  as  those  on  whom 
surgery  has  not  been  performed.  He  con- 
cluded that  in  borderline  cases  who  do  not 
improve  by  conservative  therapy,  an  op- 
erative exploration  is  justified. 

Cadaver  experiments  prove  that  axial 
compressive  stresses  cause  the  cartilagi- 
nous plate  to  fail  first,  and  that  extremely 
rapid  cyclic  bending  with  mild  axial  com- 
pressions causes  failure  of  the  annulus  fibro- 
sus,  with  the  formation  of  no  protrusions, 
but  of  a horizontal  tear  through  all  but  the 
most  peripheral  fibers.^*  One  can  easily 
understand  how  such  a spine  might  become 
incapable  of  adapting  to  the  200  to  300 
pounds  of  pressure  that  are  focused  at  each 
lower  disk  level  during  each  movement 
when  the  patient  is  erect  or  even  when  he  is 


supine.  These  types  of  le.sions  are 

.symptomatic,  as  pro\'ed  by  discogram 
studies.^^ 

Excision.  -Tn  cases  of  “bulging  disk’’ 
only  one  third  of  the  patients  benefit  from 
excision  alone,  while  when  there  is  a rent 
in  the  annulus,  with  the  root  elevated,  good 
results  are  reported  in  82  per  cent.-^  When 
there  is  a tear  of  the  posterior  one  third  to 
one  (piarter  of  the  disk,  with  an  actual  frac- 
ture of  the  epiphyseal  plate,  together  with 
tears  in  the  posterior  longitudinal  ligament, 
only  about  57  p('r  cent  of  good  results  may 
be  expected  from  excision  procedures  alone. 
These  anatomiir  aberrations  result  in  in- 
stability, and  this  instability,  per  se,  and 
not  root  pressure,  may  cause  leg  and  gluteal 
pain,  backache,  and  pare.sthesias.-®’^'^  When 
these  facts  are  reviewed  in  conjunction 
with  the  fact  that  about  40  per  cent  of 
clinically  significant  disk  lesions  are  not 
detected  on  myelography,'^-  '^®  ami  that  25 
per  cent  of  routine  disk  explorations  reveal 
no  protrusions,®  ® one  cannot  escape  the 
conclusion  that  the  essential  lesion  lies  not 
only  anterior  to  the  cauda  eipiina,  but  also 
anterior  to  the  posterior  longitudinal  liga- 
ment. The  essential  lesion  consists  not  only 
of  the  unruptured  intervertebral  disk  tissue, 
either  with  or  without  an  anterior  or  poste- 
rior displacement,  but  also  of  the  other  de- 
ranged and  damaged  components  bordering 
alongside  the  disk.  An  excisional  proce- 
dure alone  cannot  stop  the  progression  of  this 
degeneration,  which,  in  .some  cases,  despite 
a posterior  element  fusion,  is  relentless  and 
inevitable.  Curettage  of  the  center  of  the 
disk  may  produce  a vacuum  when  the  pa- 
tient lies  down,  which  then  sucks  the  nerve 
root  into  the  posterior  surgical  opening, 
while  standing  relieves  the  pain.^  Hernia- 
tion of  the  cauda  equina  may  occur  through 
laminectomy  defects.®®  These  considera- 
tions stress  the  importance  not  only  of 
obliterating  the  disk  space  with  supportive 
material,  but  also  of  preserving  the  protec- 
tive arch.  Turek'®®  attributed  the  failure  of 
disk  operations  to  incorrect  diagnosis,  “over- 
looked” disks  either  above  or  below  the 
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suspected  level,  scar  formation,  bonj'  growth 
where  the  lamina  meets  the  pedicle,  and 
failure  of  the  fusion. 

Spinal  Fusion. — Young  et  analyzed 
a large  series  of  cases  and  concluded  that  20 
per  cent  better  results  were  obtained  with 
fusion  of  the  spinous  processes  and  lamina 
than  with  disk  excisions  alone.  They  found 
a 10  per  cent  greater  chance  of  complete 
failure  when  fusion  was  omitted.  Green- 
wood, McGuire,  and  Kimbelh  emphasiz('d 
the  fact  that  the  foramen  through  which  the 
nerve  root  must  pass  must  be  at  least  50 
per  cent  larger  than  the  root  itself.  This 
necessity  for  preserving  the  neuroforamen 
size  is  recognized  in  the  various  spinous 
process  block  operations^*'  and  the  Bos- 
worth  H graft. Breck  and  Basom-® 
thought  that  a fusion  was  less  dangerous  and 
easier  than  facetectomies.  Rovig'®  reported 
54  patients  with  protrusions  after  spinal 
fusion  in  which  50  were  symptom-free,  while 
1 complained  of  lumbago  and  4 of  sciatica. 
Barr®’®  and  Mixter'®  found  that  23  per  cent 
more  patients  became  asymptomatic  when 
a combined  operation  was  done. 

Overton,®'  in  reporting  174  patients  re- 
ceiving disk  excision,  combined  with  a trans- 
facet intrapedical  graft  plus  an  H graft, 
reported  a 94.6  per  cent  return  to  regular 
work.  Such  results  led  the  founder-father 
of  disk  surgery,  Mixter,  to  state;  “If  an 
operative  procedure  can  be  devised  which 
will  give  satisfactory  fusion  as  well  as  satis- 
factory removal  of  the  unruptured  disk 
fragments,  without  undue  risk  to  the  patient, 
and  without  lengthening  the  convalescent 
period,  then  I will  concur  with  the  idea  of 
fusion  as  part  of  the  original  operation.”'® 

In  the  dog  it  has  been  proved  that  com- 
plete osseous  union  of  the  vertebral  body 
follows  resection  of  the  intervertebral  disk. 
This  fusion  prevents  any  movement  of  the 
spinous  processes  and  facets.  When  union 
was  incomplete,  considerable  fixation  of  the 
vertebral  bodies  ensued,  but  movement  still 
persisted  at  the  facets.®®  In  monkeys,  if 
one  removes  the  intervertebral  disk  com- 
pletely, disrupts  the  continuity  of  the  car- 


tilaginous plate,  and  adds  tribasic  calcium 
phosphate  to  the  disk  space,  intervertebral 
body  fusion  occurs  and  this  can  be  proved 
by  histologic  sections.®®  Logic  recommends 
that  a fusion  of  the  anterior,  supportive, 
weight-bearing  elements  would  be  more 
physiologic  than  the  fusion  of  the  posterior 
protective  elements.  A fusion  will  be 
stronger  and  more  efficient  if  one  with  only 
two  vertebral  bodies  over  one  intervertebral 
disk  space  is  pi'rfoi-ined  rather  than  an 
attempted  fusion  of  the  lamina  and  spinous 
processes  across  three  adjacent  joints.®”" 
Such  an  appi’oach  prevents  recurrence  of 
herniation,  prevents  subluxation  and  ar- 
thritis of  the  facets,  and  prevents  narrowing 
of  the  neuroforamen.  It  is  particularlj^ 
indicated  where  previous  disease  or  previous 
surgery  has  destroyed  the  posterior  struc- 
tures or  made  posterior  fusion  possible  only 
with  great  technical  difficulty.  It  fulfills 
the  reciuirements  of  osteogenesis — placing 
a graft  under  optimal  compression  in  per- 
fect and  precision  contact  with  recipient 
cancellous  bone  surfaces.  It  still  maintains 
an  a\'enue  of  approach  for  further  decom- 
pressive procedures  and  does  not  prevent 
further  grafting  to  the  lamina  or  spinous 
processes  if  this  should  become  necessary. 

James  and  Nisbet®^  report  tibial  graft, 
posterior,  interbody  fusions  in  6 cases  of 
spondylolysis  with  improvement  in  all  but 
1 case.  A similar  procedure  in  5 postlam- 
inectomy patients  resulted  in  all  of  these 
patients  returning  to  work.  These  results 
agree  with  Cloward’s  view"  that  the  es- 
sential lesion  in  spondylolysis  cases,  and 
even  in  spondylolisthesis,  may  be  the  de- 
ranged disk,  and  that  attacking  this  focus 
of  disease,  by  disk  excision  and  fusion,  will 
result  in  satisfactory  relief.  Adkins®®  noted 
a firmer  intercorporeal  ankylosis  using  fine 
bone  chips  in  an  attempt  to  obtain  a 
posterior  interbody  fusion.  (This  worker’s 
failure  to  report  a satisfactory  rate  of  fusion 
is  easily  explained  by  the  use  of  bone  chips 
and  not  the  more  usual  Cloward  or  Harmon- 
type  blocks  of  bone.) 

Wiltberger  and  Abbott®®  reported  87 
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per  cent  satisfactory  results  using  dowelled 
grafts  for  interbody  fusions  via  the  posterior 
approach.  Ovens  and  Williams^^  reported 
patients  who  were  completely  free  of  symp- 
toms following  spinous  process  grafts  to  the 
intervertebral  space.  They  felt  that  fusion 
follows  in  only  a few  cases  where  mere 
curettement  of  the  disk  space  is  performed 
without  grafting.  Cloward,"”’'  who  has 
p('rformed  a very  large  number  of  posterior 
iliac  crest  graft  interbody  fusions,  feels  that 
dO  to  ■)()  per  cent  more  cures  will  result  from 
this  procedure  than  with  simpU'  disk  removal 
alone.  He  reported  complete'  recovery  of  a 
drop  foot  in  a patient  who  had  received  a 
previous  disk  operation  and  fusion.  He 
reports  that  the  average  Workmen’s  Com- 
pensation case  was  off  his  job  for  fi\'e  and 
one-half  months,  but  that  many  laborers 
were  able  to  return  to  work  in  three  months. 

Hutter**  has  operated  on  100  cases  through 
a similar  method  and  has  noted  only  2 
failures.  Jaslow^®  observed  that  curettage 
of  the  disk  space  alone  did  not  allow  fusion 
except  where  infection  supervened,  and 
reports  that  27  patients  were  relieved  com- 
pletely of  back  pain  and  sciatica  when  all 
of  the  cartilaginous  plate  was  removed, 
as  many  as  four  grafts  were  placed  broadside 
in  the  disk  space,  and  a Hibbs  fusion  was 
performed  on  the  remaining  lamina.  Clow- 
ard“  feels  that  the  additional  Hibbs  fusion 
on  the  lamina  is  not  necessary  and  that  in 
many  cases  the  success  of  the  anterior  fusion 
allows  the  posterior  fusion  to  disappear. 
Domisse'*®  reported  on  48  patients,  and 
81  per  cent  of  them  showed  veiy  good  results, 
11  per  cent  were  improved,  2 per  cent  showed 
no  change,  and  4 per  cent  were  worse,  re- 
sulting from  posterior  interbody  fusions. 

Other  Approaches. — An  attempt  has 
been  made  to  improve  the  results  by  em- 
ploying an  anterior  approach  via  a trans- 
peritoneaH*^''®  or  extraperitoneal  route. 
Slight  modifications  of  this  approach  have 
been  used  with  success  in  spondylolys- 
thesis,®'~®^  spondylolysis'*®'®^”®^  tuberculous 
spondylitis,"*®  and  in  the  drainage  of  anterior 
vertebral  infections. 


O’Connell**  had  reported  persistent  neuro- 
logic change  frequently  in  his  series  of  dOO 
cases  of  disk  excision  through  the  posterior 
route.  He  noted  60  per  cent  persistent 
decreased  ankle  jerk,  30  per  cent  decreased 
cutaneous  sensitivity,  8 per  cent  muscular 
hypotonia,  and  6 per  cent  weakness  of  the 
foot  groups.  The  anterior  approach  would 
eliminate  these  hazards  of  cicatrix,  hemor- 
rhage, instrumentation,  retraction,  and  ma- 
nipulation about  the  neural  elements.  It 
would  eliminate  the  need  for  reoperations 
to  dissect  the  cicatrix,  which  are  occasionally 
successful  in  relieving  motoi’  findings  but  are 
rarely  successful  in  relieving  persistent 
sensory  defects.®®  The  anterior  approach 
would  eliminate  not  only  these  complica- 
tions, but  also  would  afford  increased  ex- 
posure and  an  opportunity  to  inspect  and 
debride  disk  spaces  totally,  without  the 
retraction  that  would  be  necessary  to  ac- 
complish the  same  result  from  a posterior 
approach.  Furthermore,  the  so-called  “an- 
terior protrusion,”  which  in  some  cases  is 
a cause  of  symptoms,  could  be  more  easily 
attacked.  Multiple  disk-level  involvement 
could  be  treated  easily  without  exten.sive 
dissection.  Batchelor,*®  of  England,  has 
recently  explained  that  the  lumbosacral 
fusion  for  spondylolisthesis  by  an  anterior 
route  is  to  be  preferred  because  it  produces 
a mechanically  sounder  fusion  and  because 
a considerable  number  of  posterior  fusions 
fail  to  consolidate  satisfactorily. 

Ley  and  Thurston*^  hav'e  reported  good 
results  following  the  retroperitoneal  ap- 
proach. They  have  remarked  that  the 
operating  time  is  usually  about  one  hour, 
with  no  .shock,  no  adhesions,  and  the  con- 
valescence is  comparable  to  that  of  an 
appendectomy.  They  have  used  discograms 
on  the  operating  table  for  exact  localization 
of  the  diseased  segments  to  be  excised. 
Further  confirmation  of  the  value  of  anterior 
extraperitoneal  approach  is  derived  from 
the  work  of  Harmon,®*”®®  Sachs,®*  Raney 
and  Adams,*®  and  Hensell.®*  Harmon  has 
operated  on  almost  300  such  patients  and  has 
found  that  93  per  cent  returned  to  work  and 
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Fic.  1.  (.1)  P^ourth  to  fifth  hiinhar  and  fifth  lumbar  to  first  sacral  vertebrae  fusion  one  year  postopera- 

tively.  ( B)  P'ourth  to  fifth  lumbar  and  fifth  lumbar  to  first  sacral  vertebrae  fusion  one  year  postoperatively 
in  obliciue  view.  {Courtesy  of  Paul  H.  Harmon,  M.D.) 


have  eventually  become  oblivious  of  their 
back  and  former  radicular  difficulties.  A 
75  per  cent  salvage  rate  has  been  noted  in 
patients  with  previous  laminectomy  and  or 
fusion  (Figs.  1 and  2). 

Raney  and  Adams'**  modified  the  essentials 
of  the  Harmon  technic  and  applied  it  to 
complicated  laminectomy  aiuldtr  spinal 
fusion  cases  with  a very  high  back-to-work 
salvage  rate.  Leinbach,**  director  of  the 
State  Insurance  Fund  for  California,  has 
recognized  this  achievement  in  15  of  their 
cases.  In  his  opinion,  were  it  not  for  the 
anterior  disk  excision  and  intervertebral 
body  fusion  operation,  15  of  his  chronic  spine 
invalids  wovdd  never  have  returned  to  work. 

Although  nonunion  was  freciuent  in  the 
50  cases  reported  by  Hughes,*®  nonunion 
has  not  presented  a problem  to  those  who 
use  enough  bone  to  till  the  disk  space  in  a 
mortice  tit  that  does  not  allow  any  rocker 


motion  and  when  sufficient  cartilage  has 
been  removed.®^ ■**•*'* 

HenselR'*  believes  that  in  very  persistent 
cases  of  lower  back  pain  due  to  lumbosacral 
derangement  and  lumbar  vertebral  insuf- 
ficiency, which  have  resisted  all  conservative 
treatment,  dorsal  fusions  do  not  produce 
satisfactory  results.  He  has  found  that 
arch  and  spinous  process  fusions  do  not 
produce  a real  immobilization  of  the  body. 
He  believes  that  there  is  still  some  motion 
permitted  from  these  fusions.  This  ex- 
plains the  attritional  effect  on  the  remaining 
intervertebral  disk  tissue.  He  describes 
5 patients  who  developed  a prolapse  of  the 
nucleus  pulposus  despite  good  bony  spinous 
process  and  arch  fusions,  and  he  says  that 
many  other  patients  with  spinous  processes 
and  arch  fusions  still  had  resistant  com- 
plaints. He  reports  a series  of  23  anterior 
fusions  with  no  unpleasant  incidents.  He 
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Fig.  2.  Fourth  to  fifth  lunifiar  and  fifth  lumbar 
to  first  sacral  vertebrae  fusion  three  years  postopera- 
tively.  {Conrlesy  of  Paul  H.  Harmon,  M.D.) 


notes  that  even  when  the  hone  wedge  had 
moved  anteriorly,  a bony  bridge  occurred 
and  the  patients  became  asymptomatic 
and  were  able  to  work.  He  quotes  18 
patients  who  could  be  checked  two  to  six 
years  postoperatively  and  noted  that  9 
were  completely  asymptomatic  without  any 
restrictions  on  activity  and  were  fully 
capable  of  working.  Only  9 of  his  series 
had  resistant  residual  complaints,  but  these 
were  all  working  in  their  previous  professions 
without  restrictions  and  with  vastly  im- 
proved spinal  function.  He  feels  that 
chronic  lumbago  and  lumbosacral  derange- 
ment constitutes  the  best  indication  for  the 
procedure.  His  patients  included  nurses, 
truck  drivers,  housewives,  clerks,  and  rail- 
road workers. 

Stein®®  quotes  a young  soldier  who  re- 
ceived three  exploratory  laminectomies  by 
very  competent  neurosurgeons  and  two 


spinal  fusions,  without  any  significant  relief. 
The  patient  subsequently  underwent  a trans- 
peritoneal  intervertebral  body  fusion  by 
means  of  an  iliac  crest  graft.  The  patient 
ultimately  was  able  to  return  to  full  duty. 
It  was  obvious  that  the  anterior  procedure 
had  meant  the  difference  between  complete 
incapacitation  and  complete  rehabilitation 
to  an  independent  status. 

innlysis  of  Series 

Between  January  and  June,  I960,  the 
author  reviewed  54  anterior  disk  excisions 
and  intervertebral  body  fusions  that  had 
been  performed  by  Paul  H.  Harmon,  M.D., 
in  the  last  few  years.  These  cases  each 
had  received  autogenous  full-thickness  tibial 
grafts  from  the  less  painful  leg.  The  case 
material  included  4 cases  of  spondylolysis 
or  spondylolisthesis,  4 cases  of  postlami- 
nectomy syndrome,  5 cases  of  fairly  obvious 
and  extensive  osteoarthritis  of  the  spine  on 
roentgenograms,  and  the  remainder  were 
primary  operations  for  degenerative  disk 
disease  of  the  lower  lumbar  segments. 

It  is  important  not  to  withhold  surgical 
relief  merely  because  the  spinal  surgeon  is 
confused  when  confronted  with  the  so- 
called  presence  of  osteoarthritis.  Osteo- 
phytes on  the  vei’tebral  bodies  are  not 
evidence  of  spinal  arthritis.  True  osteo- 
arthritis occurs  only  in  diarthrodial  joints, 
and  the  disk  joint  between  vertebrae  is  an 
amphiarthrodial  joint.  (Diarthrodial  joints 
are  found  only  between  the  facets.)  Spur- 
ring is  associated  with  tearing  of  the  annulus 
at  its  attachment  to  bone,  with  hemorrhage 
and  resultant  ossification,  and  cannot  be 
termed  arthritis  either  by  definition  or  by 
pathologic  findings.®®  In  a series  of  54 
cadaver  spines,®^  there  was  no  correlation 
between  the  presence  of  osteophytes  on 
thd  vertebral  bodies,  thinning  of  the  inter- 
vertebral disk,  and  osteoarthritis  of  the 
posterior  apophysial  joint.  The  changes  in 
each  of  the  three  anatomic  sites  was  inde- 
pendent of  the  other  two  and  developed 
from  different  causes. 

Levels  of  Surgery. — Two  patients  re- 
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ceivod^x  three-level  operation  from  the  third 
to  first  sacral  vertebrae,  and  31  patients 
received  fourth  to  fifth  lumbar  vertebrae 
fusions.  Fifteen  patients  received  fusion 
of  only  the  fifth  and  (i  patients  of  only  the 
fourth  lumbar  disk  space. 

The  disk  space  injection  tests  revealed  an 
average  capacity  of  from  4 to  5 ml. 

Cerebrospin.vl  Fluid  Protein. — The 
cerebrospinal  fluid  protein  was  elevated  in 
27  of  the  r>4  patients.  Twelve  patients  ex- 
hibited a protein  of  bO  mg.  per  100  ml.,  2 
patients  of  oO  mg.  per  100  ml.,  0 patients  of 
70  mg.  per  100  ml.,  1 patient  85  mg.  per  100 
ml.,  1 patient  90  mg.  per  100  ml.,  and  1 
patient  130  mg.  per  100  ml. 

MYELO(iR.\PHic  Studies. — Eleven  of  the 
patients  operated  on  revealed  normal  myelo- 
graphic  studies.  Twenty-nine  patients  re- 
vealed positive  myelographic  defects.  Nine 
patients  revealed  fourth  lumbar  v'ertebral 
defects,  4 patients  had  fifth  lumbar  defects, 

7 patients  combined  fourth  and  fifth  lumbar 
defects,  1 had  a third  lumbar  defect,  2 pa- 
tients had  bilateral  fifth  lumbar  defects,  and 
4 patients  had  third  and  fourth  lumbar 
vertebral  defects. 

Preoperative  Symptoms. — Seventeen 

patients  complained  of  gluteal  sciatica, 
43  of  knee  and  thigh  pain,  6 of  ankle  pain, 

8 of  foot  and  toe  pain,  1 of  testicular  pain, 
7 of  groin  pain,  and  4 of  coccygeal  pain. 
Fourteen  patients  complained  of  pares- 
thesias. 

Objective  hypothesia  was  noted  in  the 
gluteal  region  in  1 patient,  in  the  knee  and 
thigh  in  4 patients,  and  in  the  foot  and  toes 
in  2 patients.  A dysesthesia  of  the  lower 
extremity  was  noted  in  1. 

Objective  evidence  of  weakness  in  the 
lower  extremities  was  noted  in  7 patients. 
Twenty-five  patients  complained  of  various 
forms  of  low  back  pain  with  5 complaining 
of  excessive  stiffness,  3 complaining  of 
excessive  pain  and  pain  on  motion,  and 
13  exhibiting  very  severe  degrees  of  spasm. 
Six  patients  presented  with  the  classical 
pattern  of  scoliosis. 

Duration  of  Symptoms. — Seven  pa- 


tients complained  of  pain  of  thirty  days 
duration,  15  of  six  months  duration,  4 of  one 
year,  7 of  two  years,  1 of  three  years,  2 of 
five  years,  1 of  seven  years,  2 of  eight  years, 
3 of  from  ten  to  nineteen  years,  and  5 of 
more  than  twenty  years  duration. 

Preoperative  T reatment. — Twenty 

patients  had  received  preoperative  manipula- 
tions, while  17  patients  had  received  ex- 
tensive periods  of  traction  in  the  hospital. 
Eleven  patients  had  receivinl  lumbar  para- 
vertebral blocks. 

Physical  Signs.-  Twenty-four  patients 
exhibited  objective  evidence  of  decreased 
or  absent  ankle  jerks,  and  only  1 patient 
exhibited  obvious  decrea.se  of  the  knee 
jerk.  Six  patients  were  markedly  obese. 
Fifteen  patients  had  tried  extensive  periods 
of  supports  and  braces  prior  to  the  opera- 
tion. Thirty-four  patients  exhibited  very 
positive  straight-leg-raising  maneuvers. 
Thirteen  patients  had  received  extensive 
periods  of  physiotherapy,  including  ultra- 
sound therapy. 

Mechanism  of  Injury. — Twenty  patients 
could  not  ascribe  the  onset  of  symptoms  to 
any  form  of  trauma.  Eight  patients  as- 
cribed the  onset  of  pain  to  a fall,  7 to  a lifting 
accident,  and  8 to  an  auto  injury.  One 
patient  noted  the  onset  of  symptoms  after 
an  airplane  crash. 

Age  Groupings. — Age  groupings  appear 
in  Table  I. 

Results. — Only  3 of  the  54  patients  were 
not  glad  they  had  received  the  operation  and 
claimed  that  they  were  not  better  than  be- 
fore the  operation.  Twenty-six  patients 
described  themselves  as  “cured.”  Twenty- 
three  patients  described  themselves  as 
definitely  “helped”  by  the  operation.  Three 
patients  declared  that  they  were  worse  than 
they  were  before  the  operation. 

Period  of  Disability. — Two  patients  re- 
turned to  work  at  the  end  of  one  month,  8 at 
the  end  of  two  months,  15  at  the  end  of  three 
months,  6 at  the  end  of  seven  months,  and 
2 at  the  end  of  nine  months.  Three  patients 
returned  to  work  in  the  twelve-to-fifteen- 
month  interval.  Seven  patients  were  forced 
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TABLE  I. — Age  (Jroupings  in  Study  Series 


Age  (Years) 

Number  of 
Patients 

24  to  .34 

3 

35  to  39 

8 

40  to  44 

7 

45  to  49 

13 

50  to  54 

6 

55  to  59 

4 

60  to  64 

2 

65  to  69 

1 

to  change  from  heavy  lifting  and  laboring 
jobs  to  lighter  ones.  One  patient  was  able 
to  enjoy  his  retirement  because  of  the  opera- 
tion. Of  the  51  patients  who  returned  to 
work,  only  3 noticed  recurrent  episodes  of 
back  pain  or  sciatica  which  caused  time  to 
be  missed  from  work.  Fourteen  of  the  54 
patients  complained  that  heavy  work  both- 
ered their  legs,  and  27  complained  that 
heaAy  work  bothered  their  backs. 

Twenty-one  patients  were  interrogated 
regarding  how  they  would  grade  the  esti- 
mate of  their  percentage  improvement,  and 
9 patients  declared  they  were  more  than 
90  per  cent  improved,  3 more  than  80  per 
cent,  6 more  than  70  per  cent,  and  1 slightly 
less  than  00  per  cent  improved. 

The  group  that  returned  to  their  same 
occupations  included:  1 beautician,  12 

housewives,  7 clerical  workers,  1 profes- 
sional person,  1 nurse,  1 educational  person, 
1 skilled  electrician,  1 telephone  lineman, 

0 sheet  metal  workers,  7 longshoremen,  and 

1 salesman.  This  series  included  18  persons 
engaged  in  truly  heavy  labor,  and  these 
have  returned  to  their  previous  occupations. 
One  manual  laborer  had  to  change  to  a 
gasoline  station  attendant’s  job.  One 
window  washer  adopted  light  work.  One 
sewage  treatment  operator  was  able  to  re- 
turn to  his  former  job,  but  continued  to 
complain  of  pain  with  heavy  work.  Of  2 
waiters,  1 was  able  to  continue  in  his  pre- 
vious work,  but  the  other  had  to  change  to 
slightly  lighter  work.  Of  the  housewives, 
all  returned  to  their  normal  housework, 
except  for  1 patient  who  noted  only  75  per 
cent  relief  and  another  who  noted  persistent 


symptoms. 

Of  the  11  Workmen’s  Compensation  cases, 
1 returned  to  work  in  six  weeks,  3 in  three 
months,  1 in  four  months,  2 in  five  months, 
1 in  six  months,  1 in  seven  months,  1 in 
eight  months,  and  1 in  twelve  months. 

One  patient  of  the  54  still  complained  of 
pain  on  prolonged  sitting  and  1 on  prolonged 
standing. 

PosTOPER.YTiVE  SYMPTOMS. — Two  pa- 
tients still  complained  of  early  morning 
stiffness  and  1 of  muscular  aches.  Two 
still  complained  of  occasional  “lameness” 
after  sitting,  and  14  still  complained  of 
paresthesias  of  the  extremities.  Nine  com- 
plained of  low  back  pain  at  intermittent 
intervals.  Three  patients  complained  of 
occasional  muscular  catches  and  cramps. 
Onlj'  2 patients  experienced  any  bladder 
symptoms  and  these  were  only  minimal  in 
degree. 

Thirty-eight  patients,  when  seen  nine 
months  post  operatively,  felt  that  they  were 
still  improving. 

The  elapsed  time  that  was  necessary 
before  the  patient  began  to  note  significant 
and  dramatics  improvement  in  pain  was  as 
follows:  on  awakening  from  anesthesia, 

14;  two  weeks,  17;  four  weeks,  5;  eight 
weeks,  1 ; twelve  weeks,  3;  and  over  twelve 
weeks,  2. 

Thirty-six  of  (he  patients  operated  on 
complained  of  no  significant  pain  from  the 
donor  site  following  the  operation.  Seven 
patients  complained  of  pain  for  from  three 
to  four  weeks  following  the  operation,  1 
from  seven  to  eight  weeks,  and  1 from  eleven 
to  tweh'c  wei'ks. 

One  posterior  fusion  was  necessary  for 
1 of  the  failure  patients.  Two  patients  had 
to  return  during  the  first  tjiree  months  for 
periods  of  traction  and  paravertebral  blocks. 
One  wound  infection  and  one  incisional  hernia 
were  noted.  One  patient  was  readmitted 
because  of  a cellulitis  around  the  tibia. 
This  may  actually  have  been  a chronic 
catgut  cellulitis.  One  patient  received  a 
body  cast  and  5 patients  were  placed  in 
braces.  All  of  the  post  laminectomy  patients 


October  1,  1961 


:1259 


DONALD  YEOMAN  STEWART 


were  impro\'ed  as  well  as  all  of  the  spondy- 
lolysis and  spondylolisthesis  cases.  It  was 
also  noted  that  those  patients  who  exhibited 
roentgen  evidence  of  spur  formation  and 
osteophyte  formation  also  obtained  definite 
relief  from  the  procedure,  although  they 
seemed  to  show  a slightly  prolonged  recovery 
period. 

review  of  the  roentgenographic  patterns 
following  intervertebral  body  fusion  reveals 
that  the  margins  between  the  grafts  and  the 
recipient  sites  remain  well  defined  for  about 
one  to  two  months.  Following  this  time 
all  margins  become  indistinct  and  fuzzy. 

migration  of  the  grafts  out  of  the  disk 
space  anteriorly  occurred  in  4 cases,  but 
this  did  not  seem  to  be  a.ssociated  with  any 
disability  except  perhaps  some  more  back 
pain.  In  about  10  of  the  cases  the  grafts 
assumed  a homogenous  round  appearance 
within  the  disk  space.  The  graft  usually 
remains  sclerotic  and  with  a decreased 
radiolucency  for  about  six  to  eight  months. 
Following  this  period  there  appears  to  be  a 
creeping  substitution.  Twent.y  cases 
showed  an  adequate  preser\"ation  of  the  disk 
space  height.  Five  of  the  cases  showed  an 
actual  increase  of  the  disk-space  height 
following  the  operative  procedure.  Eight 
cases  .showed  a definite  decrea.se  in  the  disk- 
space  height  following  the  procedure,  .\bout 
nine  months  after  tlu'  operation  4 cases 
presented  the  appearance  of  an  obvious 
pseudoarthrosis,  in  which  the  disk  margins 
and  the  graft  margins  wei'e  still  very  obvious. 
Trabeculations  crossing  the  ilisk  space 
appeari'd  at  from  fi\’e  to  seven  months  but 
were  usually  not  present  until  about  ten 
months.  It  appears  that  roentgen  evidence 
of  .solid  and  complete  l)ony  fusion  does  not 
occur  until  about  one  to  two  years  (Figs. 
I and  2). 

()PER.\.TIVK  .\ND  Po.STOPER.\TIVE  Re.\C- 

TiONS. — Twenty-six  of  .54  patients  exhibited 
a completely  normal  and  anesthetic  course. 
Thirty-one  of  the  .54  were  ambulatory  on  the 
first  postoperative  day.  Sixteen  exhibited 
an  afebrile  postoperative  course.  Eight 
patients  showed  a temperature  elevation 


(always  below  100  F'.),  and  9 patients  re- 
vealed temperature  elevations  as  high  as 
103  F.  for  the  first  three  postoperative  daj'^s. 

Conclusion 

Sufficient  evidence  has  been  presented  in 
the  previous  paragraphs  to  indicate  that 
only  a small  amount  of  the  total  inter- 
corporeal  contents  can  be  remo\  ed  through  a 
po.sterior  approach,  in  the  usual  “peephole” 
laminectomy  exposure.  Only  by  performing 
a total  debridement  of  the  involved  disk 
space,  plus  an  intervertebral  body  fusion, 
either  from  an  anterior  or  a posterior  ap- 
proach, can  one  guarantee  the  patient  the 
best  chance  of  no  recurrence  of  his  symptoms 
from  the  disk  contents  or  from  instability. 
The  preceding  results  indicate  that  there  is 
now  available  a procedure  that  produces  no 
shock,  a ^•ery  brief  hospital  stay,  no  lo.ss  of 
blood,  and  no  prolonged  comailescence,  but 
which  still  insures  a result  that  exceeds 
statistical!}^  the  good  results  to  be  attained 
by  po.sterior  disk  excision  and  laminar 
fusions,  posterior  disk  excisions  and  inter- 
vertebral fusions,  or  the  conservative  care 
of  refractory  lumbago  and  sciatica  cases. 
The  anterior  procedure  is  effective  not  only 
in  treating  the  uncomplicated  protruded 
nucleus  pulposus,  but  also  the  degenerated 
unstable  disk  spaces  that  occur  with  spon- 
dyloly.sis  and  spondylolisthe.sis,  the  post- 
laminectomy  deranged  disks,  as  well  as 
the  deranged  inflamed  disk  spaces  that  are 
surrounded  by  osteophytic  spurs.®- 

The  anterior  operation,  as  popularized  by 
Harmon,®-“®^  best  satishes  the  requirements 
previously  postulat('d  by  Mixter'®  for  the 
primary  and  original  opc'ration  in  the  treat- 
ment of  degenerative  disk  di.sease,  either 
with  or  without  demonstrable  protrusions 
in  the  lumbar  spine. 

The  thoughts  and  facts  mentioned  in  this 
report  are  submitted  in  the  hope  that  they 
might  improve  the  technics  and  results  of 
spinal  surgery  in  New  York  State.  As 
Crile  said  in  a recently  published  statement: 

There  is  a danger  to  becoming  overly  enam- 
oured of  the  craftsmanship  involved,  and  of 
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Ix'iiiS  reluctant  to  adopt  new  methods.  TIic 
decision  as  to  wliat  ojicration  should  be  j)er- 
fornied  ma\’  be  made  on  the  basis  of  what 
operation  the  surgeon  does  most  experth' 
instead  of  what  operation  would  be  best  for 
the  i)atient.  When  this  hai)i)ens,  and  when  a 
technique  has  become  standardized  too 
rigidly,  the  o])eration  may  become  a mere 
corollary  to  the  diagnosis.  In  such  cases  the 
reflex  centers  of  the  surgeon  have  taken  con- 
trol. It  is  the  hand  that  guides  the  mind.  In 
many  fields  our  standard  techniques  should  be 
re-evaluated  in  the  light  of  modern  insight 
into  the  physiology  or  natural  history  of  the 
disease.  Oftentimes  such  re-evaluation  can 
lead  to  modified  or  new  techniques  with 
reduction  in  ojierative  morbidity.  Familiarit\' 
with  a technique  should  not  have  undue 
influence  on  the  choice  of  operation.  It  is 
the  mind  that  should  guide  the  hand.®^ 
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Frequency  of  Infection  Following  Urethral 
Instrumentation  by  Urologist 

J.  TIMOTHY  DONOVAN,  M.D.,  NEW  YOKK  CITY 
(From  the  Squier  Uroloqicnl  Clinic,  the  Columbia-Presbi/terian  Medical  ('enter) 


i 6^1'^he  Case  against  the  Catheter”^  was 
the  challenging  title  of  a recent  edi- 
torial in  a leading  scientific  medical  journal, 
emphasizing  the  imminent  danger  of  an  as- 
cending upper  urinary  tract  infection  from  the 
bladder  following  any  type  of  urethral  in- 
stiTimentation.  The  author  also  described 
therein  a clinical  experiment  carried  out  with 
12  patients  in  whom  urine  cultures  were 
done  after  collecting  the  specimens  by  a 
needle  aspiration  of  the  bladder  at  laparot- 
omy. In  the  same  group  of  patients  an- 
other culture  was  done  later,  but  this  time 
the  urine  was  obtained  by  a urethral 
catheterization.  The  results  showed  that  all 
cultures  of  urine  obtained  by  needle  aspira- 
tion were  negative  whereas  4 of  the  cathe- 
terized  specimens  demonstrated  micro-or- 
ganisms. 

The  implications  which  these  findiiigs 
suggested  are  obvious  and  prompted  the 
question : Are  we  really  infecting  our  patients 
by  simple  urethral  instrumentation?  To 
answer  this,  (he  pri\-ate  ofh(;e  records  of 
anothei-  urologist  wei'i'  reviewed  with  his 
t;onsent.  Only  adult  female  patients  were 
selected  for  this  study,  since  these  are  the 
patients  in  whom  a “routine”  urethral 
catheterization  is carrit'd  out  most fri'quently. 
In  addition,  those  patients  with  urolithiasis, 
upper  urinary  tract  obstruction,  or  urologic 
neoplasms  were  excluded.  A total  of  :i7o 
patients  were  selected  for  this  study. 
Multiple  urethral  instrumentations  were 
carried  out  in  162,  while  in  215  patients 
evidence  of  only  one  catheterization  was  re- 
corded. At  least  one  urine  culture  was  done 
in  every  patient  at  the  time  of  the  first  in- 
.strumentation,  and  usually  several  cultui'es 
were  done  in  those  162  patients  who  had 
multiple  catheterizations.  All  urethral  in- 


strumentations, as  well  as  the  collection  of 
specimens  for  cultures,  were  done  by  the 
same  urologist  and  the  technic  used  was 
standard  for  each  procedure.  Urine  col- 
lection methods,  as  well  as  the  relationship  of 
catheterization  to  pyelonephritis,  have  been 
discussed  in  the  recent  literature. 

Findings  in  (ironp  with  Multiple 
Co  t lieteriza  t ion  s 

Of  the  162  patients  with  multiple  urethral 
catheterizations  and  urine  cultures,  69  re- 
ceived no  medication  prior  to  or  during  treat- 
ment. The  remaining  93  patients  received 
adequate  antibacterial  medication  during 
treatment  and/or  during  the  urine  collec- 
tions for  culture. 

No  Medication  Group. — Among  the  69 
patients  who  received  no  antibacterial 
medication  the  urologic  diagnoses  were 
many  and  varied  from  renal  ptosis  or  ure- 
thral caruncle  to  urethritis  and  predominant 
urethral  stenosis.  In  spite  of  some  of  these 
diagnoses,  the  initial  urine  culture  reported 
positive  hndings  in  only  10  patients.  The 
responsible  micro-organisms  were  as  fol- 
lows: Escherichia  coli  in  4 patients,  non- 
hemolytic streptococcus  in  3 patients,  and 
Streptococcus  viiidans,  enterococcus,  and 
Bacillus  proteus  in  1 patient  respectively. 
Subseciuent  ui’ine  cultures  were  done  in  these 
10  patients  with  a time  interval  \ arying  from 
three  weeks  to  seven  months  after  the  com- 
pletion of  the  original  culture.  These  latter 
urine  cultures  were  all  reported  as  sterile,  al- 
though some  of  the  10  patients  underwent 
further  urethral  instrumentations.  In  2 of 
these  patients  the  urine  remained  sterile  for 
as  long  as  three  and  hve  years  respectively. 
Whether  or  not  the  micro-organisms  which 
grew  in  the  original  cultures  repre.sented 
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true  urinary  pathogens  or  just  contami- 
nants cannot  be  determined.  But  the  fact 
is  that  the  urine  in  all  of  these  patients  fol- 
lowing urethral  instrumentation  became 
sterile. 

The  remaining  .59  patients  (out  of  69  who 
received  no  antibacterial  medication)  had 
negati^-e  urine  cultures  to  begin  with  and 
although  every  one  underwent  multiple 
lu’ethral  instrumentations,  there  was  a subse- 
quent positive  finding  in  the  urine  culture  in 
only  2 patients. 

Case  1 . — A twonty-fi\'e-year-old  female  souglit 
medical  advice  because  of  urethral  burning. 
A urethral  cathetei-ization  was  performed,  and 
the  urine  culture  showed  no  growth.  The  jjatient 
felt  well  for  about  six  months.  Then  she  re- 
turned because  of  another  episode  of  urethral 
burning,  and  this  time  the  urine  culture  grew 
Aerobactcr  aerogenes.  tVhen  she  was  seen  a 
month  later,  anothei-  urine  cultui’e  was  done  and 
reported  as  negative.  This  patient  has  since 
returned  for  follow-u])  examinations  at  two-year 
intervals,  and  her  urine  cultures  have  alwaj's 
been  negative. 

Case  2. — A seventy-two-year-old  female  was 
seen  because  of  dysuria  and  frequency  of  urina- 
tion. A urologic  examination  revealed  that  she 
hafl  a moderate  urethral  stenosis.  Her  initial 
urine  culture'  was  sterile,  and  the  urinalj'sis 
showed  from  0 to  12  red  blood  cells  and  from  10 
to  12  white  blood  cells  respectiv'ch'  in  each  micro- 
scopic high-power  field.  Progressiv’e  dilatations 
of  the  urethra  with  tlie  usual  female  urethral 
dilators  were'  cai'ried  out  on  this  first  visit. 
On  her  next  follow-up  visit,  which  was  two  weeks 
after  treatment,  she  reported  feeling  better. 
Howevei’,  a urine  culture  showed  a paracolon 
organism,  and  the  uiinalysis  iwealed  only  2 to 
4 white*  blood  cells  in  each  high-power  field. 
Unfortunately,-  this  [)atient  has  not  returned 
for  further  follow-up  visits. 

Comment. — The  urine  of  the  remaining  .57 
patients  continued  to  be  sterile,  as  demonstrated 
by  repeated  cultures  taken  at  different  intervals 
following  the  original  urethral  instrumentation. 
The  time  interval  for  the  first  follow-up  urine 
culture  varied  greatly  in  this  group.  Thus,  in 
7 patients  the  urine  culture  was  repeated  within 
one  week;  in  15  it  was  repeated  within  one 
month;  in  18  within  six  months;  in  10  within  one 


Fig.  1.  No  medication  group  of  09  patients;  total 
urethral  instrumentation,  216. 


year;  in  4 in  two  vears;  in  2 in  three  years;  and  in 
1 within  four,  five,  and  seven  years  respectively. 
Subsequent  urine  cultures  were  also  taken  in  some 
of  these  patients  and  they  were  negative  in  everx' 
one.  Thus,  other  urine  cultures  obtained  ac- 
cording to  years  of  follow-up  for  this  group  are 
as  follows:  In  34  patients  no  third  urine  culture 
or  office  visits  was  recorded ; in  6 patients  a third 
ui'ine  culture  was  taken  about  six  months 
after  the  second  one;  in  5 patients  after  one  year; 
in  5 after  two  years;  in  3 after  three  years; 
and  in  1 after  four,  five,  six,  and  seven  years 
respectively. 

It  should  be  emphasized  that  these  69  patients 
who  received  no  antibacterial  medication  were 
seen  216  times,  and  on  each  occasion  one  or 
several  urethral  catheterizations  or  instrumenta- 
tions were  carried  out.  The  tj'pe  of  urethral 
instrumentation  varied  from  a simple  catheteriza- 
tion for  collecting  a urine  specimen  to  a cystos- 
copy and  even  a dilatation  of  the  urethra  with 
metal  sounds  as  large  as  number  34  French. 
A cystoscojiy  was  performed  on  31  of  these 
patients,  and  in  19  urethral  dilatations  were 
done.  Each  patient  had  at  least  two  urethral 
instrumentations  and  in  the  majority  the  urethra 
was  instrumented  multiple  times.  In  1 patient 
the  urethra  was  catheterized  on  17  different 
occasions  in  the  course  of  six  years.  This 
patient  had  a chronic  intei-stitial  cystitis  and  al- 
though she  had  persistent  microhematuria  and 
jiyuria,  on  no  occasion  did  the  urine  culture 
yield  positive  findings. 

We  ri'alize  that  some  of  these  patients  might 
have  had  a urinary  infection  which  cleared  up 
spontaneously  and  was  not  demonstrated  because 
the  urine  was  not  cultured  within  a week  after 
the  original  instrumentation  or  because  the 
media  might  not  have  been  entirel}'  adequate. 
But  generally  it  has  been  our  experience  that 
whenever  a urinary  infection  follows  a urethral 
instrumentation,  the  infection  is  quite  apparent 
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TABLE  I. — Organisms  Present  in  Group  of  51 
Patients  Who  Received  Medication 


Organism 

Patients 

Escherichia  coli 

30 

Staphylococcus  albus 

<) 

-\erobacter  aerogenes 

4 

\ onhemolvtic  streptococcus 

3 

Proteus  vulgaris 

3 

Hemolytic  streptococcus 

2 

Enterococci 

2 

Bacillus  subtilis 

1 

and  the  patient  returns  iininediately  for  treat- 
ment. Finally,  in  regard  to  the  danger  of  a 
chronic  urinari'  tract  infection,  we  believe  that 
these  findings  suggest  that  this  is  an  unlikeh’ 
jiossibility.  Figure  1 summarizes  the  results  in 
this  group. 

^Iedicatiok  Group. — Of  the  162  patients 
in  whom  urethral  instrumentations  were 
performed  more  than  once,  93  received  anti- 
bacterial medication  at  the  time  of  their 
first  instrumentation.  Of  these  93  patients, 
.51  had  pathogenic  micro-organisms  in  the 
urine  on  their  initial  instrumentation,  while 
42  had  two  sterile  urines.  The  two  groups 
will  be  discussed  separately;  Of  the  51 
patients  with  a urine  culture  showing  initially 
positive  results,  the  culture  became  sterile 
in  43  and  continued  to  indicate  positive 
fhidings  in  8.  The  type  of  medication 
taken  by  these  patients  ^'aried  from  tetra- 
cycline and  sulfonamides  to  methenamine 
mandelati'  (Alandelamine).  The  prevalent 
urologic  diagnoses  were  urethritis,  cysto- 
urethritis,  and  urethral  stenosis.  Table  1 
lists  the  organisms  found  on  initial  cultures. 
4'he  tim(‘  intm-val  between  the  first  and 
.second  urine  cultures  done  in  these  43 
patients  x ai'ied  from  thri'o  days  to  one  year. 
All  but  4 patients  already  had  .sterile  urines 
on  their  second  culture,  and  this  condition 
prevailed  in  several  subsequent  studies.  Of 
the  4 patients  who  had  a .second  urine 
culture  indicating  positive  results,  the  third 
culture  was  negative  in  3,  and  in  the  re- 
maining patient  the  urine  w'as  sterile  on  the 
fourth  culture  taken  three  years  after  the 
first  one.  While  in  26  of  the  43  patients 
only  a second  urethral  instrumentation  and 
a second  urine  culture  were  done  following 


TABLE  II. — Micro-organisms  Present  in  Initial 


AND  Final  Cultures  in  8 op  51  Patients  Who 
Received  Medication 

Initial  Organism 

Final  Organism 

Nonhemolytic 
streptococcus 
Nonhemolytic 
streptococcus 
Escherichia  coli 
Staphylococcus  albus 
Staphylococcus  albus 
Escherichia  coli 
Staphylococcus  albus 
Bacillus  alcaligenes 
Hemolytic  streptococcus 

-\erogenic  Escherichia 
coli 

.\lcaligenes  faecalis 

Staphylococcus  albus 
Bacillus  pyocyaneus 
Staphylococcus  albus 
.\erobacter  aerogenes 
Proteus  vulgaris 
Proteus  vulgaris 
Bacillus  proteus 

the  initial  one,  the  remaining  17  patients  re- 
turned for  further  follow-up  visits  and 
had  subsequent  urethral  instrumentations. 
Thus  6 patients  were  seen  about  six  months 
after  their  .second  urine  culture;  5 patients 
were  seen  up  to  one  year  later;  and  3 patients 
were  seen  two  years,  three  years,  and  four 
years  later  respectively.  Two  patients  were 
.seen  five  years  after  their  second  urine  cul- 
ture, and  1 patient  was  .seen  six  years  after 
her  previous  cidture.  All  these  sub.sequent 
urine  cultures  were  reported  as  negative. 

As  mentioned  earlier,  the  urine  in  8 pa- 
tients did  not  become  .sterile  as  of  their  last 
culture.  Table  II  depicts  the  initial  and 
subsequent  organisms  cultured  in  these  8 
patients.  As  would  be  expected,  these 
patients  did  not  return  regularly  for  treat- 
ment. In  fact,  2 of  the  8 patients  were 
.seen  only  oiu;e  more  about  a month  after 
their  initial  visit  and  culture,  4 were  followed 
up  to  six  months,  and  2 were  followed  up  to 
fifteen  months.  Two  of  these  cases  are 
briefly  summarized. 

Case  1. — A tliirty-scvcn-ycar-old  female  wa.s 
first  seen  with  a complaint  of  urinary  frequency 
in  1951.  The  initial  urine  culture  showed  a non- 
hemolytic strejitococcus,  and  the  urinalysis  dis- 
closed from  2 to  5 white  blood  cells  in  each 
high-power  microscopic  field.  A diagnosis  of 
urethritis  was  made  on  the  visit  and  sulfonamides 
were  then  prescribed.  The  patient  did  not 
return  until  two  months  later.  During  this  time 
she  was  feeling  well.  Her  .second  urine  culture 
was  sterile  and  the  urinaly.sis  was  normal.  She 
returned  thirteen  months  after  her  second  visit. 
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Fig.  2.  Medication  group  of  51  patients;  total 
urethral  instrumentation,  157. 


stating  again  tliat  she  felt  well.  However,  the 
urine  culture  on  the  visit  demonstrated  A. 
aerogenes  and  E.  coli,  but  her  urinalysis  was 
normal.  Unfortunately,  the  patient  has  not 
returned  since. 

Case  2. — A sixty-eight-year-old  woman  had 
d3'suria  and  urinarv  frequency'.  The  urine 
culture  on  the  first  visit  revealed  Staplndococcus 
albus,  and  the  urinalysis  indicated  from  2 to  5 
white  cells  in  each  high-power  microscojiic  field. 
A sulfonamide  was  prescribed.  The  jiatient  did 
not  return  until  nine  months  later,  but  on  this 
second  occasion  the  s.vmptoms  were  acute.  This 
time  the  urine  culture  showi'd  A.  aerogenes,  and 
the  urinalysis  revealed  from  30  to  50  white  cells 
in  each  high-power  microscopic  field.  A sul- 
fonamide was  again  prescribed,  but  the  patient 
did  not  return  until  some  six  months  later  when 
slie  stated  that  her  s.vmptoms  had  recurred  re- 
centh'  aft('r  obtaining  comjilete  relief  following 
her  prior  visit  and  treatment.  On  this  visit 
glucosuria  was  demonstrated.  The  urine  culture 
was  repoi'ted  as  containing  ifacillus  pyoc.vaneus, 
and  the  urinalj'sis  showed  from  30  to  50  white 
cells  in  each  high-power  field.  The  patient  was 
referred  for  medical  evaluation  of  her  gluco- 
suria and  has  not  ridurned  since  for  further 
urologie  evaluation. 

Comtncnl.  d'lu'  preceding  2 ease.s  illus- 
trat('  a eominon  finding  which  was  present  in 
7 of  the  8 patients  witli  pm'sistent  urinary 
tract  infection,  namely,  that  their  oiiginal 
infecting  organism  was  usually  eradicated 
but  the  infection  persisted,  associated  with 
different  micro-organisms.  A second  finding 
in  all  8 patients  was  their  own  failure  to  re- 
turn for  further  treatment  as  suggested.  In 
spite  of  the  evidence  of  persistent  urinary 
infection  in  these  8 cases,  it  seems  unfair  to 
blame  the  catheter  as  the  only  contaminat- 


ing agent,  particularly  if  we  realize  that 
everyone  returned  with  a clinical  picture 
usually  seen  in  cases  with  “.spontaneous” 
urinary  infection. 

These  51  patients  were  seen  157  times 
during  which  some  type  of  urethral  instru- 
mentation Avas  carried  out  on  each  one 
including  14  cystoscopic  procedures  and,  in 
12  patients,  multiple  urethral  dilatations. 
Figure  2 illustrates  the  results  in  this  group. 

Initial  Negative  Results  — Forty-two 
of  the  93  patients  who  received  antibacterial 
medication  had  sterile  urine  on  their  first 
instrumentation,  and  all  but  1 remained  so 
on  their  last  urine  culture.  This  latter 
case  will  be  discussed  subsequently.  Of  the 
41  patients  with  sterile  urine  on  their  last  cul- 
ture, 4 showed  pathogenic  micro-organi.sms 
on  one  of  their  intermediate  urine  cultures. 
Thus  1 patient  with  a normal  urinalysis 
showed  B.  proteus  on  her  second  urine  cul- 
ture taken  two  weeks  after  the  initial  one. 
Sulfonamides  were  given  to  this  patient,  and 
her  third  and  last  urine  cultures  some  two 
months  later  were  sterile. 

Another  patient  had  Staph,  albus  on  her  second 
urine  culture  taken  three  da\'s  after  her  initial 
urethral  catlieterization  and  sterile  urine.  A 
urinafvsis  on  this  second  specimen  was  normal,  as 
was  the  first  one.  Sulfonamides  were  continued 
as  prescribed  on  her  first  visit,  and  two  subse- 
(}uent  urine  cultures  taken  one  and  two  months 
later  showed  no  growth. 

In  2 other  patients  on  their  second  visits  the 
urine  culture  demonstrated  Stajih.  albus  and 
Esch.  coli  three  weeks  after  their  initial  instru- 
mentation. However,  Ixith  urines  were  found 
sti'iile  some  four  weeks  latc'r  and  remained  so 
on  final  collection  two  and  six  months  later  re- 
spectively As  in  jirevious  groujis  29  patients 
wni'  followed  up  to  six  months,  9 were  followed 
up  to  one  year,  and  5 were  followed  up  to  two 
3'ears  after  their  first  culture.  These  43  patients 
were  seen  on  109  occasions  during  which  time 
some  type  of  urethral  instrumentations  vaiying 
from  simple  catheterization  to  c3’stoscopy  and/ 
or  dilatation  were  carried  out.  Thus  cysto- 
SC01I3'  was  performed  in  13  patients,  and  19 
received  one  or  several  urethral  dilatations. 
Predominant  diagnosis  were  urethritis,  urethral 
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Fio.  3.  Medication  group  of  42  patients;  total 
urethral  instrumentation,  109. 


stenosis,  and  cystitis.  The  antibacterial  medica- 
tion consisted  of  sulfonamides,  tetracycline,  and 
methenamine  mandelate  given  in  the  usual  thera- 
peutic doses. 

As  mentioned  previously,  only  1 of  the  43 
patients  had  results  showing  positive  findings 
on  her  last  urine  culture. 

Case  1. — A twenty-four-year-old  female  was 
first  seen  with  a classic  picture  of  a “honeymoon 
cystitis.”  Her  first  urine  culture  was  sterile, 
and  a urinalysis  showed  from  6 to  10  white  blood 
cells  in  each  high-power  microscopic  field.  A 
urethral  catheterization  was  the  only  procedure 
performed  during  this  visit.  Sulfonamides  were 
prescribed  and  the  patient  apparently  improved 
because  she  did  not  return  until  seven  months 
later,  this  time  complaining  of  dysuria  and 
frequency.  A urine  culture  demonstrated  Esch. 
coli,  and  a urinalysis  showed  from  8 to  10  white 
blood  cells  in  each  high-power  microscopic  field. 
Again  sulfonamides  were  prescribed,  but  the 
patient  did  not  return  for  further  follow-up. 
The  findings  on  this  patient  do  not  suggest 
contamination  by  urethral  catheterization  but 
rather  a new  spontaneous  urinary  infection. 
Figure  3 summarizes  the  findings  on  this  group. 

Single  Catheterization. — Impressed  by 
the  different  results  reported  with  needle 
aspiration  and  urethral  catheterization  in 
the  experiment  quoted  earlier,  I was  in- 
terested to  find  out  how  many  urine  cultures 
were  sterile  in  those  patients  who  were  seen 
and  instrumented  only  once.  In  this  group 
all  female  patients  seen  during  the  last  ten 
years  were  included  regardless  of  their 
urologic  problems.  Some  were  seen  merely 
for  routine  “check-ups,”  others  had  un- 
1‘elated  gynecologic  problems,  and  a few 
had  varied  medical  conditions.  Most  of 
the  patients  included  here  had,  as  would  be 


expected,  urologic  symptoms.  However,  a 
definitive  diagnosis  on  the  basis  of  one  visit 
was  not  attempted.  A total  of  213  patients 
were  thus  studied.  One  hundred  seventy- 
six  patients  (83  per  cent)  of  this  group  had 
sterile  urine,  while  only  37  (or  17  per  cent) 
showed  positive  culture  findings  on  cathe- 
terization. In  this  latter  group  36  out  of 
the  37  patients  were  seen  with  definite 
urinary  problems  or  .symptoms,  .such  as 
urolithiasis,  urethral  diverticulum,  fre- 
(piency,  hematuria,  and  .so  forth.  Only  I of 
the  37  patients  whos('  initial  urine  cultui'c 
indicated  positive  findiiigs  did  not  hav(> 
either  a previously  known  urologic  condition 
or  urinary  symptoms.  There  were  definite 
urologic  problems  or  .symptoms  in  almost 
100  per  cent  of  the  37  patients  who.se  urine 
culture  yielded  positive  findings.  The  1 
patient  with  a urine  culture  indicating  posi- 
tive results  and  a morphologically  normal 
urinary  tract  suggests  that  this  might  be  the 
only  case  out  of  216  in  which  the  urethral 
catheterization  might  conceivably  be  blamed 
for  the  positive  findings  in  the  urine  culture. 
However,  this  finding  is  surprisingly  at  vari- 
ance with  the  figure  of  26  per  cent  reported 
and  emphasized  in  the  needle  aspiration  ex- 
periment quoted  earlier. 

Summary 

This  study  was  ba.sed  on  a review  of  the 
office  records  and  urine  culture  reports  of 
376  private  female  patients.  Of  the  376 
patients,  162  had  multiple  subsecjuent  urine 
cultures  at  varying  invervals.  Of  these 
162  patients,  69  received  no  medication 
during  their  course  of  instrumentation.  Ten 
of  the  69  had  cultures  showing  positive  find- 
ings on  initial  examination.  Only  1 of 
the.se  10  patients  continued  to  show  positive 
results,  and  all  of  the  initial  cultures  .showing 
negative  results  remained  .so,  even  after 
multiple  urethral  procedure. 

Of  the  162  patients  Avho  had  multiple 
urethral  procedures,  93  received  some  type 
of  antibacterial  medication.  Fifty-one  of 
these  93  patients  had  positive  findings  on 
initial  urine  culture,  and  all  but  8 patients 
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reverted  to  a sterile  urine  on  tlieir  last  cul- 
ture after  multiple  urethral  procedures. 
Forty-two  of  the  98  patients  who  received 
antibacterial  medication  had  sterile  urine 
on  initial  examination,  and  all  but  1 remained 
sterile  on  final  examination.  This  1 ca.se 
undoubtedly  repre.sents  a new  spontaneous 
infection. 

Of  the  213  patients  who  had  only  one  cul- 
ture and  whose  urine  had  been  taken  by 
urethral  catheterization,  37  (17  per  cent) 
showed  pathof^c'iiic  micro-orffanisins  on  their 
first  urine  cultim'.  How('\-er,  3(i,  or  prac- 
tically all  of  the.se  37  patients,  had  proved 
urinary  tract  disease  or  its  suggestive 
symptoms  at  the  time  of  their  catheteriza- 
tion. 

These  findings  suggest  that  neither 
urethral  catheterization  nor  instrumentation, 
when  performed  correctly,  are  dangerous 
procedures  which  foster  urinary  tract  infec- 


tion, but  rather  are  important  and  simple 
diagnostic  tools  and  practical  therapeutic 
adjuncts  in  the  management  of  many  uro- 
logic  conditions. 

180  Fokt  Washington  Avenue, 
New  York  32 
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^ I "'he  introduction  of  a low-sodium  diet  in- 
to  a patient’s  therapeutic  regime  has 
often  brought  serious  patient  resistance  be- 
cause of  the  unpalatable  nature  of  such  a 
diet.^  The  ingenuity  of  dieticians  has  been 
taxed  by  this  problem.  Other  condiments 
or  salt  substitutes  have  been  recommended 
to  improve  the  taste  of  food.-  However, 
salt  substitutes  freciuently  are  not  tolerated 
by  patients  becau.se  of  their  bitter  taste  and 
because  their  taste  is  altered  by  cooking. 
Therefore,  the  development  of  a low-sodium 
food  which  tastes  .salty  and  can  be  cooked 
without  alteration  of  the  taste  would  be  a 
welcome  addition  to  a low-.sodium  diet.  A 
low-sodium  bacon  with  these  characteristics 
has  been  developed.  * It  was  the  purpo.se  of 
this  project  to  study  the  palatabilitj^  and 
side-effects  of  this  low-sodium  food. 

Method 

Some  of  the  constituents  of  the  cooked, 
low-.sodium  bacon  used  in  this  study  are  pre- 
sented in  Table  I and  are  compared  with  the 
same  components  in  cooked  regular  bacon. 
In  addition  to  choline  chloride,  the  low-so- 
dium bacon  contains  less  sodium  and  more 
potassium. 

The  present  study  was  made  on  two 
groups  of  hospitalized  patients.  One  group 
of  noncardiac  patients  with  a variety  of  di- 
agnoses were  given  regular  bacon  and  low- 
sodium  bacon  on  alternate  days.  Each  pa- 
tient was  given  three  strips  of  regular  bacon 
at  breakfast  one  day  and  three  strips  of  low- 
sodium  bacon  the  next  day.  This  alterna- 

* Prepared  by  Merkel  and  Co.,  Jamaica,  New  York. 


T.\BLJ<]  1.-  C.’oMi’osmo-N  ok  B.\co.n  Per  Slice 


Constituents 

Regular 

Bacon 

(Mg.) 

Salt-Poor 

Bacon 

(Mg.) 

Sodium 

96 

20 

Potassium 

16 

80 

Chloride 

142 

82 

Calcium 

4 

4 

Phosphorous 

1.7 

1.7 

Iron 

0 19 

0.19 

Choline 

161 

tioii  was  repeated  for  six  consecutive  days. 
The  patients  were  not  told  about  the  differ- 
ence in  the  bacons.  They  were  tiuestioned 
daily  about  taste,  aftertaste,  change  in  bowel 
habit,  or  other  side-effects.  Every  other 
day  they  were  asked  to  compare  the  two 
bacons. 

In  the  second  part  of  the  study,  cardiac 
patients  on  low-sodium  diets  were  given 
three  strips  of  low-sodium  bacon  at  breakfast 
daily  for  six  days.  They  were  questioned 
about  the  palatability  of  the  bacon,  its  after- 
taste, and  any  side-effects,  and  the  patients 
were  weighed  daily.  The  palatability  of  the 
bacon  was  classified  into  one  of  four  catego- 
ries: delicious,  good,  fair,  and  poor. 

Results 

Low-sodium  bacon  was  alternated  with 
regular  bacon  in  114  noncardiac  hospitalized 
patients  who  were  on  regular  diets.  Of 
these,  59  were  females  and  55  were  males. 
They  received  288  servings  of  regular  bacon 
and  282  servings  of  low-.sodium  bacon  (Table 

II). 

The  palatability  of  the  bacons  is  recorded 
in  Table  III.  The  regular  bacon  was  con- 
sidered delicious  or  good  at  83  per  cent  of  the 
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TABLE  II. — Numeric.\l  Co.mi'ositiox  of  Diets  Served 


-Number  of  Patients • • — Number  of  Bacon  Servings — - 


Type  of  Diet 

Total 

Male 

Female 

Total 

Low-Salt 

Regular 

House 

114 

55 

59 

570 

282 

288 

Low-salt 

26 

12 

14 

149 

149 

Tot.als 

140 

67 

73 

719 

431 

288 

TABLE  III. — Pal.vt.\bility 


1 ’ala  t ability 

-41ternating 

. Serie.s — — • 

Low- 

Regular  Sodium 

Low- 

.Sodium 

Series 

Delicious 

51 

25 

16 

( iood 

189 

160 

85 

Fair 

40 

85 

35 

Poor 

•Mtertaste 

7 

12 

13 

No 

284 

279 

149 

Yes 

3 

3 

servings,  while  the  low-sodium  bacon  was 
adjudged  to  be  delicious  or  good  at  67  per 
cent  of  the  servings.  No  difference  was 
noted  between  the  two  bacons  in  79  per  cent 
of  the  comparisons;  the  regular  bacon  was 
preferred  in  20  per  cent  of  the  comparisons; 
and  the  low-sodium  bacon  was  preferred  in 
1 per  cent  of  the  comparisons.  It  should  be 
noted  also  that  only  5 of  the  total  of  114  pa- 
tients preferred  the  regular  bacon  consist- 
ently. Only  4 per  cent  of  these  patients 
found  the  low-sodium  bacon  unpalatable. 
An  aftertaste  was  noted  with  three  servings 
of  regular  bacon  and  three  servings  of  low- 
■sodium  bacon.  No  change  in  bowel  habit 
or  other  side-effects  were  noted. 

bow-sodium  bacon  was  administered  to 
26  cardiac  patients  who  were  on  low-sodium 
diets.  Of  these,  14  were  females  and  12  were 
males.  They  received  a total  of  149  serv- 
ings of  low-sodium  bacon  (Table  II).  These 
patients  reported  the  bacon  to  be  delicious 
or  good  at  68  per  cent  of  the  servings  (Table 
III).  Only  9 per  cent  of  the  servings  were 
considered  unpalatable.  Aftertaste,  change 
in  bowel  habit,  or  other  side-effects  were  not 
noted  by  these  patients.  Furthermore,  they 
showed  no  significant  change  in  weight. 

Comment 

The  average  American  diet  contains  large 


amounts  of  .sodium.  When  restriction  of 
this  element  is  neces.sitated  by  certain  disease 
processes,  the  diets  must  often  be  changed. 
Certain  foods  must  be  overcooked  to  rid 
them  of  sodium.  Others  must  be  eliminated 
completely.  This  often  results  in  tasteless 
meals  which  must  be  flavored  with  salt  sub- 
stitutes. As  mentioned  earlier,  these  sub- 
stitutes are  not  always  satisfactory.  The 
bacon  u.sed  in  this  study  offers  a new  ap- 
proach to  preparing  palatable  low-sodium 
foods  that,  in  the  main,  retain  their  original 
salty  taste. 

The  low-sodium  bacon  used  in  this  study 
compared  favorably  with  regular  bacon.  It 
was  found  to  be  palatable  by  96  per  cent  of 
noncardiac  patients  and  by  90  per  cent  of 
cardiac  patients.  No  side-effects  were  en- 
countered during  the  use  of  either  bacon 
preparation.  No  gastrointestinal  distress, 
nausea,  or  vomiting  was  noted.  An  after- 
taste was  reported  in  only  three  instances  by 
patients  on  each  type  of  bacon.  It  appears 
that  a salty  tasting,  low-sodium  food  has 
been  developed  which  can  be  incorporated 
into  restricted  .sodium  diets. 

Summary 

A study  comparing  a low-.sodium  bacon 
with  regular  bacon  was  carried  out  on  hos- 
pital patients  in  an  attempt  to  evaluate 
palatability  and  side-effects  of  the  new  prod- 
uct. The  low-sodium  bacon  was  found  to 
be  free  of  side-effects  in  all  cases  and  palat- 
able to  96  per  cent  of  noncardiac  and  90  pel 
cent  of  cardiac  patients. 
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Report  on  School  Psychiatry  Program 
in  Five  Central  Schools 
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An  ominous  lack  of  activity  greeted  me 
as  r drove  into  Victor  Central  School 
on  a wintry  morning.  Entering  the  school 
I learned  that  icy  roads  had  made  traveling 
with  the  school  buses  unsafe  and  school 
was  closed  for  the  day.  During  the  11- 
mile  trip  up  I had  had  my  car  radio  on  the 
wrong  radio  station  and  missed  the  an- 
nouncement that  school  was  closed. 

The  above  is  merely  an  incident  which 
gives  a little  about  the  setting  in  which  this 
school  psychiatry  program  operates.  On- 
tario County  itself  has  a population  of  about 
05,000  and  is  a (piadrilateral  25  to  30  miles 
across  and  slightly  less  from  north  to  south. 
The  five  schools  covered  in  this  report  make 
up  about  25  per  cent  of  the  total  number  of 
schools  in  the  county.  They  are  all  located 
within  10  to  17  miles  of  the  psychiatrist’s 
office.  In  spite  of  the  blizzard  of  1958, 
there  were  comparatively  few  days  when 
visits  to  the  schools  were  canceled  because 
of  bad  weather,  although  at  times  snow  was 
piled  three  fourths  of  the  way  to  the  tops 
of  the  telephone  poles. 

Origin  of  Program 

The  psychiatrist  was  approached  by  the 
principal  of  one  of  the  five  schools  in  the 
spring  of  1954.  He  wanted  to  know  on 
what  terms  a school  psychiatric  program 
might  be  initiated.  When  the  Board  of 
Cooperative  Educational  Services  failed  to 
go  along  with  this  idea  for  a school  program, 
I offered  the  principal  half  a dozen  lectures 
on  mental  health  to  be  given  by  me  to  the 
teachers  and  students  in  his  school  at  no 

Presented  at  the  Annual  Meeting  of  the  American 
Psychiatric  Association,  Atlantic  City,  New  Jersey, 
May  12,  I960. 

* Present  address:  The  Nur  Manzil  Psychiatric 

Center,  Lai  Bagh,  Lucknow,  U.P.  India.  Requests 
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Sonntag,  114  Washington  Street,  Geneva,  New  York. 


expense,  provided  they  would  give  an  evalua- 
tion of  these  lectures.  Having  been  a fre- 
quent speaker  at  parent-teacher  association 
meetings  throughout  the  area  on  various 
mental  health  topics,  I had  been  impressed 
by  the  apparent  helpfulness  of  some  of  these 
talks  to  the  adults.  I was  interested  in 
seeing  how  school  students  would  receive 
the  lectures.  These  lectures  were  given  in 
the  fall  and  winter  of  the  school  year  1955 
to  1956.  Other  factors  were  operating. 
The  State  education  department  had  been 
urging  schools  to  set  up  mental  health 
programs.  The  decision  of  the  Board 
of  Cooperative  Educational  Services  in 
the  spring  of  1956  to  ask  a psychiatrist  to 
set  up  such  a program  came  as  a natural 
sequence.  From  my  point  of  view  it  was 
the  interest  in  mental  health  of  this  one 
principal  which  started  the  ball  rolling. 

Initiating  of  Progr.am. — In  each  of  the 
schools  the  program  was  started  through 
the  presentation  of  the  proposed  mental 
health  service  to  the  teachers  at  a faculty 
meeting.  The  importance  of  mental  health, 
its  magnitude,  and  the  special  opportunity 
the  school  setting  offered  were  set  forth. 
A review  of  some  of  the  main  points  in 
Casriel  and  Peddy’s*  report  on  psychiatric 
service  in  a public  high  school  was  given. 
In  the  initial  faculty  meeting  and  subsequent 
ones  and  in  information  printed  in  the  school 
bulletin,  the  general  approach — whom  to 
refer,  symptoms  to  be  on  the  alert  for,  and 
general  running  of  the  program — was  out- 
lined. The  psychiatrist  was  asked  to  speak 
about  the  program  being  initiated  in  the 
schools  during  the  year  at  most  of  the 
parent-teacher  associations.  Brief  talks 

* Casriel,  D.  H.,  and  Peddy,  L.:  Intramural 

psychiatric  service  in  a public  high  school.  New  York 
State  J.  Med.  56:  1914  (June  15)  1956. 
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on  inontal  health  or  the  film  Angry  Boy 
were  given  to  selected  groups  above  the 
seventh  grade  in  several  of  the  schools. 
Thus  the  existence  of  the  program  was 
made  known  to  the  faculty,  parents,  and 
students. 

Objectives. — The  program  was  planned 
to  be  educational,  therapeutic,  and  pre- 
ventive. Through  lectures  and  talks,  posi- 
tive mental  health  information  was  intro- 
duced. The  early  deti'ction  of  the  symp- 
toms of  emotional  difficulties  and  unhealthy 
mental  trends  was  emphasized.  This  .service' 
was  provided  in  the  schools  and  made  avail- 
able for  students  and  teachers  at  the  thera- 
peutic level  as  well  as  at  the  educational 
level.  The  service  was  provided  through 
half-day  visits  to  the  school  on  the  part 
of  the  psychiatrist.  More  details  of  the 
various  phases  of  the  program  follow. 

Plan  of  Program 

The  program  for  the  year  1957  to  1958 
involved  about  240  teachers  and  4,800 
students  in  the  five  schools.  The  details 
which  follow,  except  as  otherwise  noted, 
cover  figures  for  three  and  one-half  years 
ending  with  the  first  term  of  the  1959  to  1960 
school  year. 

Lectures  to  the  Faculty. — Of  the 
61  lectures,  37  were  given  to  the  faculty; 
the  groups  varied  from  about  55  to  as  few 
as  10.  The  lectures  would  last  from  twenty 
to  thirty  minutes  with  time  for  discussion 
and  (piestions  or  comments.  The.se  get- 
togethers  provide  a very  helpful  contact 
and  are  an  important  part  of  the  educational 
program.  Almost  invariably  two  to  four 
teachers  would  come  up  after  a given  talk 
to  discuss  some  student  or  related  mental 
health  topic.  Following  such  talks  there 
would  usually  follow  an  increase  in  referrals. 
Various  topics  made  the  subjects  of  these 
lectures:  “The  School  Mental  Health  Pro- 
gram”; “The  Mind — Conscious  and  Sub- 
conscious”; “Identifying  Problems” ; “How 
to  Refer  Students”;  “Boy-Girl  Relation- 
ships”; “Flostility” ; “Dealing  with  Be- 
havior and  Discipline  Problems”;  “The 


Underachiever”;  “Some  of  the  Most  Com- 
mon Problems  Encountered”;  “The  Im- 
portance of  Dealing  with  Resentment” ; 
and  “The  Teacher’s  Opportunity  in  the 
Mental  Health  Program.”  All  were  in- 
cluded in  specific  topics  or  contents. 

T.alks  to  Students. — Twenty-four  talks 
were  given  to  students  from  the  seventh 
grade  up.  These  included:  “School  as 

Pri'paration  for  Life”;  “How  to  Concen- 
trate”; “What  is  Mi'ulal  Health”;  “What 
Makes  Us  Behave  as  We  Do”;  “I^aws 
(loveriiing  Mental  Health”;  “The  Mind — 
Conscious  and  Subconscious”;  “The  Im- 
portance of  Understanding”;  and  “Why 
Do  We  Pick  on  the  Handicapped?”  The 
film  Angry  Boy  was  shown  to  several  groups. 
This  was  usually  followed  by  a good  di.s- 
cussion.  The  junior  high  school  group  was 
usually  the  most  vocal  of  these  groups.  The 
approach  to  talking  to  the  groups  varied. 

In  one  school  a high  school  group  requested 
a talk  by  the  psychiatrist.  They  submitted 
specific  questions  they  wanted  discussed 
relating  to  mental  health.  Frequently  I 
would  start  a talk  by  giving  them  an  op- 
portunity to:  (1)  write  one  rule  for  mental 
health,  (2)  write  any  question  they  wanted 
to  ask  me  about  mental  health,  or  (3)  write 
what  they  understand  by  mental  health. 

I would  allow  three  to  four  minutes  for  each 
one  to  write  what  they  cared  to.  More 
than  75  per  cent  of  the  students  would  write 
down  something.  Then  a ten-  to  fifteen- 
minute  talk  would  be  given,  following  which 
I would  go  over  the  things  they  handed  in. 
These  gave  an  opportunity  for  positive 
instruction  in  mental  health.  Roughly  25 
per  cent  of  those  who  wrote  what  mental 
health  was  confused  it  with  hygiene  or  . 
physical  hygiene.  Others  were  confused  ‘ 
as  was  the  person  who  made  a poster  for 
a fund-z’aising  campaign  for  mental  health — ^ 
the  poster  read : “Wipe  out  mental  health!” 
Some  of  the  (juestions  asked  showed  a great 
deal  of  serious  thinking.  “What  happens 
to  people  that  makes  them  good  or  poor  V 
students?”  “What  do  p.sychiatrists  really  { 
try  to  do  when  the3'  ask  you  all  those  ques-  j 
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tioiis?”  “How  can  you  have  many  friends 
hut  then  not  have  someone  else  get  mad  be- 
cause he  doesn’t  think  you  like  him?” 
“How  do  you  cure  mental  health?” 

Case  Conferences  with  Faculty  About 
Specific  Students. — Students  considered 
in  the  case  conferences  with  the  faculty  are 
usually  from  the  junior  high  school  level 
up.  The  guidance  counselor  conducts  the 
conference.  Each  d'acher  is  ask(>d  to  e.x- 
press  fre('ly  any  opinion  or  oKsc'rvation  al)oul. 
th(‘  particulai’  student..  The  psychiat.rist 
gives  such  background  and  other  informa- 
tion as  he  feels  may  be  pertinent.  An  ex- 
change of  ideas  usually  results  in  at  least 
a few  new  practical  angles  or  approaches. 
There  is  usually  one  teacher  whose  vin- 
dictiveness or  pessimism  is  somewhat  modi- 
fied as  the  result  of  such  a conference,  even 
though  nothing  is  said  about  it  as  such. 
More  understanding  enters  into  the  picture. 
An  effort  is  made  to  help  the  group  .see 
what  tremendous  stakes  we  are  working 
for.  Since  the  students  with  the  most 
.serious  difficulties  are  usually  in  the  high 
school  level,  the  successful  handling  of  the 
case  may  make  the  difference  between 
completing  their  high  school  education, 
leaving  school,  or  being  expelled.  In  such 
conferences  it  is  extremely  important  for  the 
psychiatrist  to  recognize  that  the  school 
has  to  maintain  the  line  as  far  as  discipline 
is  concerned  as  well  as  show  understanding 
and  concern  for  the  student.  The  school 
psychiatry  program  is  not  an  excuse  for 
withholding  discipline  or  ignoring  anti.social 
or  disturbing  behavior.  Until  such  a time 
as  effective  help  brings  about  a change  in 
the  student,  the  school  has  to  deal  with  his 
disturbing  behavior  just  as  it  does  with  that 
of  any  other  student. 

Inuividu.\l  Conferences. — The  1,230 
individual  conferences  were  divided  among 
three  groups:  faculty,  42  per  cent;  students, 
40  per  cent;  and  parents,  18  per  cent. 
The  average  conference  was  about  half  an 
hour;  sometimes  the  faculty  conference 
would  be  only  fifteen  minutes,  and  a parent 
conference  might  run  from  forty  to  sixty 
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minutes. 

Faculty  Conferences. — Faculty  conferences 
took  several  forms:  The  most  common  was 
to  talk  over  a particular  student  the  faculty 
member  was  concerned  about,  deciding 
whether  or  not  he  should  be  referred,  and  so 
forth.  At  other  times  the  teacher  wanted  as- 
surance as  to  whether  or  not  what  she  was 
doing  was  right.  Some  teachers  are  doing  an 
outstanding  job  beyond  the  “call  of  duty” 
in  providing  the  emotionally  .starved  child 
with  some  of  the  love  and  concern  he  lU'ver 
felt  at  home.  This  in  itself  stimulates  some 
healthy  emotional  growth.  Frequently 
guidance  counselors  are  able  to  handle  very 
difficult  problems  very  well.  Now  and  then 
talking  the  problem  over  with  the  psychia- 
trist may  help  them  to  do  a better  job. 
The  psychiatrist  needs  to  keep  in  mind 
always  that  his  .services  are  an  adjunctive 
or  supplemental  service  provided  at  the 
.school — the  more  of  the  problems  the  faculty 
of  the  school  handle  the  better.  One  of  the 
main  goals  of  the  psychiatrist  should  be  to 
help  the  members  of  the  faculty  to  do  a 
better  job.  These  conferences  also  provide 
an  opportunity  for  better  communication 
with  the  teachers  about  the  students. 

Individual  Student  Conferences. — Student 
conferences  varied  in  number  from  3 to  4 
up  to  20  with  individual  students.  In  the 
older  students  regular  p.sychotherapy  at 
both  the  supportive  and  the  insight  levels 
was  possible.  With  younger  students  it 
was  usually  as  an  adjunct  to  working  with 
the  parents  or  teachers.  In  the  lower  grades 
emphasis  was  placed  on  the  parent  and 
teacher  role,  and  disturbing  complaints 
often  were  traced  back  to  the  home  situa- 
tion. 

Parent  Conferences. — It  was  necessary 
to  have  a guiding  principle  in  regard  to  the 
parent  conferences.  Conferences  with 
parents  usually  did  not  exceed  four.  The 
parents  were  seen  when  this  was  a necessary 
adjunctive  part  of  helping  the  child.  When 
it  seemed  obvious  that  the  parents  were  the 
ones  who  had  the  greatest  need,  they  were 
referred  to  the  county  mental  health  clinic 
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or  ur^od  to  see  a psychiatrist  privately. 
'I’he  contacts  with  the  parents  were  helpful 
in  giving  them  understanding  of  the  child 
and  the  child’s  needs.  What  Every  Child 
Needs,  published  by  the  National  Associa- 
tion for  Mental  Health,  was  found  to  be 
a helpful  leaflet  in  reviewing  with  the  parents 
how  well  the  child’s  emotional  needs  had 
been  met.  Coming  to  an  understanding  of 
the  child’s  behavior  and  what  his  symptoms 
represented  was  an  important  factor  in 
many  ceases. 

Therapeutic  Modalities 

The  approach  to  the  students  and  their 
problems  was  an  eclectic  one.  As  can  be 
seen  from  the  discussion  under  conferences, 
these  were  on  counseling,  superficial,  sup- 
portive, and  insight  levels.  Hence  psycho- 
therapy is  listed  as  number  one.  Medica- 
tions, chiefly  the  thiozine  or  meprobamate 
group,  were  helpful  in  a number  of  instances 
in  quieting  the  student  enough  so  that  his 
behavior  could  be  tolerated  in  the  class- 
room while  more  effective  and  fundamental 
therapy  was  in  process.  Sleep-talking  was  a 
comparatively  simple  and  at  times  an  amaz- 
ingly effective  therapeutic  method,  es- 
pecially in  children  below  the  age  of  twelve 
or  thirteen.  Its  greatest  usefulness  was 
found  in  children  who  felt  rejected,  pushed 
around,  insecure,  unloved,  or  defeated. 
If  after  interviewing  the  parents  (or  a single 
parent)  it  was  felt  this  was  not  the  case, 
the  parents  would  be  instructed,  usually 
in  writing,  of  what  to  tell  the  child  while  he 
was  asleep  to  reassure  him,  on  the  sub- 
conscious level,  on  these  very  points.  Ex- 
plaining this  in  detail  would  make  a whole 
paper  in  itself.  The  most  important  point 
in  this  type  of  subconscious  therapy  is  that 
whatever  the  child  is  told  must  be  abso- 
lutely true.  Children  of  this  age  usually  do 
not  awaken  when  they  are  talked  to  in  sleep. 
Hypnosis,  with  the  goal  of  rechanneling 
some  of  the  undesirable  symptoms  into  more 
socially  acceptable  and  constructive  outlets, 
has  been  used  in  3 cases,  2 of  which  showed 
some  benefit.  Working  closely  with  the 


school  personnel  has  been  important  and, 
though  perhaps  not  a method  of  treatment 
as  such,  deserves  special  mention  in  a dis- 
cussion of  this  kind.  State  hospitalization 
was  recommended  on  two  occasions. 

Reasons  for  Referral 

The  10  most  common  reasons  mentioned 
in  referrals  are  given  in  the  order  of  fre- 
(piency;  (1)  poor  .schoolwork,  (2)  working 
below  capability  (underachiever),  (3)  be- 
havior problem,  (4)  oxerdemanding  of 
attention,  (5)  nervousness,  (6)  insecurity, 
(7)  discipline  problem,  (8)  seems  starved 
for  affection  (needs  love),  (9)  emotional 
problem,  and  (10)  failure  in  schoolwork 
(nonachiever).  I’oor  schoolwork  was 
checked  as  one  of  the  reasons  for  the  re- 
ferral of  36  per  cent  of  the  students  while 
failure  in  schoolwork  was  mentioned  only 
15  per  cent  of  the  time.  At  the  start  of  the 
program  a narrative  reason  for  referral  was 
obtained,  but,  starting  the  second  year, 
mimeographed  referral  slips  were  used  with 
80  different  points  which  might  be  checked 
as  reasons  for  referral.  In  addition  to  that, 
there  was  room  left  for  writing  anything 
else  that  the  person  thought  necessary.  * 
These  slips  were  used  with  the  view  of  hav- 
ing a standard  set  of  items  considered  at  the 
time  of  referral.  At  present  they  are  being 
used  also  as  progress  reports;  a marked 
decrease  in  the  number  of  items  is  considered 
as  showing  fewer  symptoms  and  is  presumed 
to  be  improving. 

Records 

Adequate  records  are  essential.  A sum- 
mary is  made  of  each  interview  and  typed 
on  the  record.  These  are  from  the  notes 
made  during  the  interviews.  Originally 
I typed  all  these  notes  myself,  but  the 
present  arrangement  is  that  the  Board  of 
Cooperative  Educational  Services  supplies 
three  hours  of  secretarial  help  for  each  half 
day  of  school  work.  A dictating  machine  is 


* Mimeographed  copies  of  the  referral  slips  are 
available  from  the  author  for  anyone  who  would  like 
one. 
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part  of  my  standard  equipment;  the  tapes  are 
tielivered  to  the  secretary  who  lives  in  a 
town  where  30  visits  are  made  each  year. 
Letters  to  parents  or  others  in  connection 
with  the  student  are  dictated  at  the  same 
time  and  transcribed.  Dictating  records 
consumes  about  forty-five  minutes  of  each 
half  day’s  school  time  and  travel  another 
thirty  to  forty-five  minutes,  leaving  approx- 
imately two  and  one-half  hours  time  each 
half  day  for  interviewing,  lectures,  confer- 
ences, and  so  forth.  The  program  was 
set  up  so  that  the  psychiatrist  could  leave 
his  office  at  8:00  and  be  back  at  noon. 
Actually  it  averaged  out  at  a little  less  than 
four  and  one-half  hours  per  session. 

How  much  of  the  record  shoidd  be  availa- 
ble for  the  school  has  presented  a problem. 
The  present  system  is  that  a brief  summary 
of  each  visit  to  the  school  is  dictated  with 
copies  going  to  the  principal  and  to  those 
at  the  school  responsible  for  carrying  out  the 
program.  In  addition  a summary  of  50  to 
100  words  of  each  case  seen  during  the  year 
is  dictated  at  the  end  of  the  school  year  and 
put  in  the  permanent  record  folder.  The 
psychiatrist’s  records  are  kept  by  himself 
just  like  any  other  medical  records.  One 
must  assume  that  anything  which  is  sent 
to  any  of  the  school  personnel  will  be  av'ail- 
able  for  anyone  in  the  school,  and  things 
which  may  be  a source  of  difficulty  or  em- 
barrassment if  they  are  common  knowledge 
simply  must  be  kept  out  of  any  reports 
which  may  be  part  of  the  school  records. 
Reports  labeled  “confidential”  have  been 
seen  lying  on  desks,  exposed  free  for  anyone 
who  happens  to  pass  that  way  to  observe. 
The  eventual  disposition  of  the  detailed 
psychiatric  records  has  not  been  decided. 
Records  on  teachers  who  are  seen  as  patients 
are  not  turned  in  to  the  school  nor  are  sum- 
maries. 

Psychologic  Services 

Psychologic  services  are  referred  to  as  part 
of  or  in  connection  with  the  school  psychi- 
atric program.  The  Kent  emergency  test 
which  can  be  administered  in  a few  minutes 


has  been  found  useful  in  getting  an  approx- 
imate I.Q.  rating  in  individuals  within  the 
range  of  80  to  1 10.  When  it  is  felt  important 
to  have  a more  detailed  test  beyond  the 
Kent  test  or  the  group  tests  which  most  of 
the  schools  administer,  arrangements  are 
made  for  the  Stanford-Binet,  Wise,  or 
Bellevaie-Wechsler  tests.  In  some  schools, 
teachers  hav^e  taken  special  training  in 
administering  these  tests.  Three  of  the 
schools  have  the  monthly  visit  of  a school 
psychologist.  She  is  av’ailable  to  assist 
in  testing.  There  are  two  part-time  clinics 
in  the  county:  the  Ontario  County  Mental 
Health  Clinic  and  the  State  Child  Guidance 
Clinic.  There  are  psychologists  livdng  in 
the  county  willing  to  do  testing  on  a priv'ate 
basis.  Thus  the  need  foi-  testing  is  met 
fairly  ade(iuately. 

Value  of  the  If  ork 

To  determiiie  its  value,  the  work  as  a 
whole  has  been  studied  and  analyzed,  and 
some  typical  cases  will  be  presented  briefly. 
The.se  cases  have  been  chosen  to  illustrate 
various  aspects  of  the  work  or  problems. 

Table  I is  a summary  of  the  program. 
Table  II  shows  an  analysis  of  234  individual 
cases  seen  during  a three-year  period.  Only 
72.8  per  cent  of  these  were  treatment 
cases.  Of  the  total  of  234,  55.1  per 
cent  vv^ere  improved  and  14.2  per  cent  un- 
improved. In  deciding  whether  or  not 
there  vv'as  improvement,  statements  of  the 
family  and  the  school,  information  written 
in  the  records,  and  interviews  of  people 
concerned  were  used.  Table  II  shows  this 
breakdown  according  to  the  schools. 

Table  III  shows  an  analysis  of  students 
seen  by  grade  in  each  school.  Several  inter- 
esting things  stand  out  here.  For  instance, 
though  the  ov'er-all  average  for  high  school 
students  referred  was  22  per  cent,  this  group 
made  up  57  per  cent  of  the  referrals  from 
one  school.  The  explanation  of  this  lay 
in  the  fact  that  two  members  of  the  high 
school  faculty  were  keenly  aware  of  the 
value  of  the  program  and  made  a point  of 
seeing  that  students  who  needed  help  were 
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TABLE  I. — Summary  of  Psychiatric  Procram, 
1956  TO  1960 


School 

(Years) 

Visits 

Lec- 

tures 

Teach- 

ers 

Par- 

ents 

Stu- 

dents 

A 

1957  to  1958 

10 

3 

21 

t 

14 

1958  to  1959 

10 

22 

13 

23 

1959  to  1960 

5 

6 

8 

12 

. 

■ 

— 

— 

Totals 

25 

3 

49 

28 

49 

B 

1956  to  1957 

22 

6 

50 

16 

19 

1957  to  1958 

20 

3 

35 

16 

42 

1958  to  1959 

19 

2 

36 

28 

49 

1959  to  I960 

13 

9 

31 

13 

29 

Totals 

C 

74 

20 

152 

73 

i;i9 

1957  to  1958 

10 

5 

20 

6 

26 

1958  to  1959 

9 

1 

14 

15 

18 

1959  to  1960 

6 

3 

15 

5 

17 

. 1 

— 

■ 

■ ' ' - 

Totals 

25 

9 

49 

26 

61 

D 

1956  to  1957 

15 

8 

30 

9 

10 

1957  to  1958 

15 

2 

35 

10 

33 

1958  to  1959 

14 

3 

25 

9 

37 

1959  to  1960 

10 

1 

28 

11 

22 

. 

1 



■ 

Totals 

54 

14 

118 

39 

102 

E 

1956  to  1957 

19 

11 

30 

7 

24 

1957  to  1958 

19 

2 

35 

21 

31 

1958  to  1959 

21 

1 

49 

16 

56 

1959  to  1960 

9 

1 

40 

9 

27 

■ .. 

— 

.. 

— 

-■  ■ ■ 

Totals 

68 

15 

154 

53 

138 

Grand 

Totals 

246 

61 

522 

219 

489 

referred.  This  gives  some  idea  of  the  po- 
tential referrals  which  might  be  present  in 
other  schools. 

Table  IV  shows  the  number  of  students 
in  each  school,  the  number  of  referrals  and  a 
referral  rate.  The  “referral  rate”  is  an 
arbitrary  but  statistically  valid  way  of  com- 
paring the  schools.  The  total  referrals 
means  the  number  of  students  referred 
during  the  first  two  years  of  the  program 
in  each  of  the  five  schools.  Dividing  this 
figure  into  the  total  number  of  students 
for  a single  year  gave  a referral  rate  per 
hundred  students.  It  is  interesting  to  note 
that  the  school  with  57  per  cent  referrals 
from  the  high  school  group  had  approx- 
imately twice  the  referral  rate  of  the  nearest 
school  to  it.  It  is  also  interesting  to  note 
that  the  lowest  referral  rate  was  in  the 
school  with  the  fewest  faculty  meetings 
on  mental  health.  These  are  little  indica- 


'IWBLE  II. Su.M.M.ARY'  OF  RESULTS  OF  STUDENTS 

Seen  in  Schools,  1956  to  1959 


School 

Total 

Cases 

Im- 

proved 

Non-  Un- 
treat- im- 
ment  proved 

Un- 

cer- 

tain 

A 

20 

12 

6 

2 

B 

71 

36 

25 

10 

C 

34 

17 

10 

7 

I) 

55 

30 

14 

6 

5 

E 

54 

32 

9 

10 

3 

Totals 

234* 

127 

64 

33 

10 

Per  cent 

of  total 

55 . 1 

27.2 

14.2 

3 5 

* Total  iiunihcr  of  eases  for  three  and  one-half 
yi^ars:  271  (255  .students,  16  teachers);  total  num- 

ber of  eases  through  June,  1959:  234. 


tions  that  the  need  is  far  greater  than  is  being 
met. 

Most  of  the  referrals  came  through  the 
faculty,  but  there  was  a significant  number 
of  both  family  and  student  referrals  and  an 
occasional  referral  through  the  family  doc- 
tor. 

Case  Reports 

Case  1. — The  principal  originally  sought  help 
for  this  student  as  he  was  a behavior  problem. 
He  was  then  twelve  years  old  and  in  the  fifth 
grade.  He  came  from  a substandard  home  and 
tended  to  be  slightly  careless  about  personal 
hygiene.  He  was  small  for  his  age.  He  was 
doing  poorly  in  school,  although  it  was  thought 
he  had  a normal  intelligence.  The  impression 
after  interviewing  this  student  was  he  was  men- 
tally defective.  A Stanford-Binet  test  was  per- 
formed which  showed  his  I.Q.  to  be  72.  As  a 
result  of  this  knowledge  the  teachers  took  the 
pressure  off  him  to  turn  out  better  work.  Along 
with  this  change  of  attitude  the  students  ac- 
cepted him.  At  the  time  of  the  present  writing, 
he  is  doing  as  well  as  could  be  expected  in  the 
seventh  grade.  There  is  no  behavior  problem. 

Comment. — In  this  case  it  seems  that  his  be- 
havior problems  were  a reaction  to  having  more 
demands  made  on  him  than  he  could  fulfill. 
With  acceptance  of  him  as  he  was,  there  was  a 
marked  change  for  the  better. 

Case  2. — This  fifth-grade  boy  was  eleven 
when  the  teacher  referred  him  for  help.  He 
periodically  refused  to  work.  His  attitude 
toward  anything  new  was:  “1  can’t  do  it.” 

He  had  the  attitude  that  he  didn’t  have  to  do 
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TABLE  HI. — Summary  ok  Stuuent.s  Seen  by  Year  and  by  Grade 


School 

(Years) 

Kinder- 

garten 

To- 

tal 

1 

2 

3 

4 

5 

6^‘" 

8 

9 

10 

11 

12 

A 

1957  to  1958 

0 

1 

1 

2 

0 

0 

1 

2 

0 

1 

0 

1 

1 

10 

1958  to  1959 

0 

1 

1 

3 

2 

2 

0 

0 

0 

0 

0 

1 

0 

10 

— 

— 

— 

— • 

— 

— 









- - 



, 

Totals 

0 

2 

2 

5 

2 

2 

1 

2 

0 

1 
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51 
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6 

12 

27 

22 

20 

32 

14 

21 

9 

15 

15 

21 

8 

9:>>. 

Per  cent 

of  total 

2.5 

5.4 

12.2 

10.0 

9.0 

14.4 

6.2 

9.5 

4.0 

6.7 

6.7 

9.5 

3.6 

anything  if  he  didn’t  want  to.  He  tended  to 
feel  others  were  always  ready  to  blame  him  for 
everything.  He  wanted  to  get  attention.  He 
never  admitted  a wrongdoing  even  when  others 
saw  him.  There  were  six  contacts  with  this 
patient:  one  with  the  teacher,  two  with  the 

student,  and  three  with  the  mother.  School 
notes  from  the  first  grade  on  showed  him  to  be 
emotionally  unstable,  very  nervous,  easily  upset, 
and  excitable.  By  the  third  grade,  which  he 
repeated,  he  was  getting  into  mischief  and 
couldn’t  be  trusted.  The  teacher  felt  that  the 
parents  were  more  interested  in  other  things 
than  in  the  children.  An  interview  with  the 
mother  revealed  that  there  was  much  turbulence 
and  friction  at  home;  he  was  the  second  of 
four  siblings.  As  a result  of  contacts  with  the 
mother,  including  suggestions  in  regard  to  talking 
to  him  while  he  was  asleep,  he  showed  marked 
improvement.  A year  later  his  symptoms 
seemed  to  have  disappeared  entirely.  It  was 
recommended  that  the  mother  seek  help  at  the 
mental  health  clinic.  She  went  once.  Even 
so,  the  change  in  attitudes  and  the  assurances 
given  were  very  helpful  in  this  case. 


TABLE  IV. — Number  of  Student.s,  Teachers, 
AND  Administrators  During  Last  School  Year 


School 

Teachers 

Total 

Referrals 

Stu- 

dents 

Referral 
Rate 
(Per  100) 

A 

45 

20 

842 

2.37 

B 

54 

40 

1,133 

3.53 

C 

28 

35 

518 

6.75 

I) 

54 

34 

1 , 165 

2.92 

E 

48 

31 

1,218 

2.46 

Totals 

229 

160 

4876 

3.28 

Cask  3. — This  boy  was  seven  and  in  the  second 
grade  when  the  elementary  principal  first  sought 
help.  The  child  had  a full  scale  I.Q.  of  143 
and  was  still  doing  first  grade  reading.  The 
principal  thought  he  was  under  too  much  pres- 
sure at  home.  Attempts  on  the  part  of  his 
mother  to  help  him  with  his  reading  made 
matters  worse.  He  was  made  to  repeat  the  third 
grade  because  of  his  poor  work,  but  the  next 
year  he  did  two  grades  work.  Apparently 
repeating  took  the  pressure  off  him,  and  he 
could  go  forward  more  quickly.  Though  there 
were  10  contacts  with  this  student’s  case,  7 
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were  with  the  school,  1 with  the  student,  and  2 
with  the  family.  In  this  case  the  major  part  of 
the  work  was  done  by  the  teachers  and  principal; 
the  psychiatrist  jdayed  a contributory  part, 
including  giving  the  student  some  Compazine 
and  talking  briefly  with  the  mother  about  her 
own  nervousness.  It  was  suggested  she  get 
help  about  this  problem. 

Case  4. — There  were  10  contacts  with  the  child 
who  was  in  the  first  grade  and  six  }’ears  old  at 
the  time  of  the  initial  cf)ntact.  lie  was  a fearful 
child,  afraid  to  talk  in  the  group;  he  lacked 
self-confidence  and  seemed  to  be  afraid  to  do 
anything  on  his  own.  His  first  contact  with  the 
psychiatrist  was  precipitated  when  his  mother 
told  the  teacher  that  he  did  not  want  to  go  to 
gym  class  because  “his  brains  tell  him  he  will 
fall  on  the  floor,  slide  across  it,  and  hit  his  head 
on  the  bleachers.”  Another  time  he  told  his 
teacher  he  wanted  to  eat  with  his  spoon  as  his 
brains  told  him  to  juit  his  fork  in  his  eyes  and 
j)ut  them  out.  He  was  extremely  nervous. 
He  was  still  enuretic  and  frequently  had  upset 
stomachs.  It  was  questioned  whether  or  not 
we  were  dealing  with  a schizophrenic  child. 
He  was  put  on  Thorazine,  and  his  mother  was 
instructed  in  the  method  of  subconscious  as- 
surance while  he  was  asleep.  Both  parents 
were  interviewed  twice,  the  mother  three  times, 
and  the  child  once;  the  other  contacts  were  with 
the  teacher  and  ]minci]jal.  Mark(*d  improve- 
ment was  noted  within  six  weeks;  He  started  to 
speak  up  in  class,  he  started  getting  along  better 
with  others,  he  stopped  wetting  his  bed,  and 
his  “brains  stopped  telling  him  to  do  things.” 
A follow-up  report  two  years  after  the  initial 
contact  showed  that  his  improvement  had  con- 
tinued. 

Comment. — The  unusual  nature  of  this  case 
was  an  extremely  withdrawn  child,  timid  and 
apparently  hallucinating,  who  responded  well 
to  several  modalities:  medicine,  assurances  from 
his  mother,  school  interest,  change  in  attitudes, 
and  increased  understanding  on  the  part  of  the 
parents. 

Case  5. — This  seven-year-old  second  grader 
was  referred  because  of  failing  schoolwork, 
reciting  with  difficulty,  and  being  emotional, 
fearful,  insecure,  nervous,  sensitive,  shy,  and 
tearful.  The  girl  would  work  to  a certain  point 
and  then  freeze  up.  If  attempts  were  made  to 
persuade  her  to  go  on,  large  tears  would  roll 


down  her  cheeks.  She  was  reported  as  having 
a hearing  loss,  but  a hearing  aid  did  not  solve 
the  problem.  An  I.Q.  of  a little  over  80  was 
considered  invalid  by  the  one  who  gave  it.  There 
were  nine  contacts:  three  with  the  mother,  two 
with  the  girl,  and  four  with  the  school.  As  a 
result  of  the  understanding  worked  out  with  the 
mother  and  the  patient,  and  the  loving  and 
understanding  part  played  by  the  teacher,  two 
years  later  it  was  reported  that  her  hearing  aid 
was  working  well  ami  she  was  repeating  the  third 
grade  but  getting  along  very  well.  Until  some 
of  the  emotional  factors  were  worked  out,  the 
hearing  aid  was  of  little  benefit. 

Case  6. — This  fifth-grade  boy  with  an  I.Q. 
of  1 40  was  nine  years  of  age  when  he  was  referred 
for  treatment.  He  was  doing  poor  schoolwork 
and  was  an  underachiever;  he  was  a behavior 
and  disciplinary  problem;  he  was  aggressive, 
emotional,  inconsiderate,  nervous,  rude,  un- 
cooperative, and  unhappy;  he  was  making  a 
])oor  social  adjustment  in  general;  and  he  was 
a violator  of  the  rules.  There'  were  19  contacts 
with  the  student:  5 with  the  family,  7 with  the 
student,  and  7 with  the  principal,  who  did  most 
of  the  work.  The  mother  did  not  follow  the 
suggestion  of  going  to  the  mental  health  clinic 
to  work  out  her  own  problems.  In  the  end  the 
important  thing  was  the  understanding  of  how 
to  handle  this  child.  He  simply  could  not  be 
forced.  In  one  grade  apparently  the  teacher 
did  not  realize  this.  At  present  he  is  in  junior 
high  school,  has  an  over-all  average  between  85 
and  90,  and  is  doing  very  well.  He  is  a student 
with  whom  things  can  be  talked  over.  The 
school  did  the  most  important  work  in  this  case. 

Case.  7. — This  seven-year-old  second  grader 
was  referred  because  he  felt  pushed  around,  was 
emotional,  immature,  inconsiderate,  nervous, 
fidgety,  manneristic,  as  manifested  by  twitching 
of  the  head  and  jerking,  uncooperative,  unhappy, 
and  a violator  of  rules,  ami  had  poor  concentra- 
tion ability  and  excessive  absences  from  school 
(forty-eight  days  in  one  school  3'ear).  There 
were  12  contacts  in  regard  to  this  student:  6 
with  the  school,  4 with  the  parents,  and  2 with 
the  student.  History  showed  that  the  parents 
both  were  nervous.  The  mother  had  a nervous 
bri'akdown  in  the  elementary  grades  and  was 
out  of  school  a whole  >'ear.  The  child  was  alwaj's 
nervous.  He  was  constantl}'  picking  fights  with 
his  3’ounger  sibling  at  home,  and  he  picked  up 
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“every  illness”  which  came  along.  The  e.xact 
causes  of  the  physical  complaints  which  kejjt  him 
out  of  school  were  uncertain.  An  analysis  of 
the  situation  showed  that  the  parents,  especially 
the  mother,  needed  psychiatric  help  as  well  as 
the  child.  It  also  seemed  quite  clear  that  the 
child  was  laboring  under  the  impression  that  his 
parents  did  not  love  him  and  did  not  approve  of 
him  and  that  his  younger  sibling  had  taken  his 
place  in  their  lives.  As  a result  of  working  with 
the  parents,  specifically  instructing  them  in 
how  to  correct  this  wrong  impression  (talking 
to  the  subconscious  while  asleep  was  one  way), 
the  father  reported  within  two  or  three  days 
that  the  child  was  acting  happier  and  more  con- 
tent and  getting  along  well  with  his  sibling  and 
that  the  twitching  of  the  head  had  practically 
stopped.  His  absenteeism  diminished  greatly — 
from  the  time  therapy  was  really  started  at  an 
effective  level  he  was  absent  only  8 times  (during 
.si.\  months)  as  compared  to  11  times  in  the 
preceding  three  months,  and  none  at  all  during  the 
last  two  and  one-half  months.  The  following 
year  he  still  showed  immaturity,  insecurity,  and 
finger  chewing  and  was  fidgety,  shy,  and  sensitive. 
However,  the  improvement  over  the  previous 
year  was  marked.  He  was  absent  only  twice 
during  two  and  one-half  months. 

Comment. — Here  is  a case  where  the  main  work 
necessary  was  with  the  family,  who  refused  it. 
However,  by  therapy  directed  at  some  of  the 
underlying  causes,  marked  improvement  came 
about  which  has  continued  for  a year  to  date. 

Case  8. — This  five-year-old  kindergartner 
was  referred  because  he  was  a discipline  problem; 
he  was  emotional,  very  excitable,  nervous,  a 
show-off,  and  very  talkative;  and  he  needed 
constant  attention.  He  was  the  second  of  three 
children  in  the  family.  The  mother  reported 
that  she  had  to  keep  after  him  at  home  where  he 
was  a dawdler  and  a discipline  jiroblem.  The 
mother  was  warm,  open-minded,  and  eager  to 
do  what  she  could.  It  was  suggested  she  read 
the  Public  Affairs  Pamphlet  The  Child  From 
Three  to  Six.  She  changed  her  emphasis,  spend- 
ing more  time  with  him,  and  the  policy  of  making 
him  give  in  to  his  two-and-one-half-year-old  sib- 
ling to  make  him  stop  crying  was  discontinued. 
He  was  assured  of  his  parents’  love  as  well  as  of 
his  good  points.  His  discipline  problems  at 
school  disappeared,  he  developed  more  control, 
and  he  talked  like  a normal  five-}’ear-old-child. 
The  next  year  the  principal  reported  he  had 


settled  down  and  was  doing  average  work. 

Case  9. — This  student  was  fifteen  and  in  tin* 
eighth  grade  when  he  was  referred.  He  was 
described  as  having  many  peculiarities.  He  was 
disliked  by  his  fellow  students  and  loved  to  get 
others  in  trouble.  Much  of  what  he  did  was 
aimed  at  getting  attention.  He  would  “tattle 
on  others”  but  on  the  way  up  to  “tattle  on 
others”  would  misbehave  himself,  scribble  on 
someone’s  book,  and  so  forth.  He  wore  thick 
glassy's.  On  th('  good  sid(',  h(>  was  generous  and 
would  do  anything  for  anyone  else.  This  was 
interpreted  by  those  who  knew  him  as  an  at- 
tention-getting mechanism.  He  had  repeated 
two  grades.  From  the  start,  on  review  of  the 
j)ermanent  record,  he  was  slow,  nervous,  noisy, 
and  excitable  and  constantly  sought  attention. 
There  were  six  contacts  with  three  members  of 
the  facultj'  and  nine  with  the  student  during  the 
three  years  he  was  in  school  while  the  program 
was  in  force.  Though  the  school  would  have 
been  glad  for  him  to  leave  school,  he  wanted  to 
continue.  His  adjustment  was  better.  During 
the  last  year  his  relationships  with  people  had 
improved,  and  he  was  able  to  accept  with  better 
grace  other  students  bothering  him.  He  finally 
left  school  the  last  j^ear  and  is  currently  working. 
This  student,  who  was  a problem,  had  an  I.Q. 
of  about  85,  and  was  suffering  under  the  physical 
handicap  of  very  poor  eyes,  was  able  to  be  helped 
to  get  through  school  until  he  decided  to  leave 
instead  of  being  expelled.  He  found  the  thera- 
peutic relationship  very  helpful,  and  even  now 
when  the  paths  of  the  therapist  and  student 
cross,  he  is  always  very  friendly. 

Case  10. — The  initial  contact  with  regard  to 
this  student  was  toward  the  end  of  the  first  year 
of  the  program.  At  that  time  he  was  thirteen 
and  in  the  eighth  grade.  The  teacher  thought 
he  was  just  an  annoying  child.  She  learned  that 
his  excessive  spending  was  made  possible  b\’ 
money  he  stole.  On  inquiry  she  found  this  had 
gone  on  previous  years  also.  His  desk  was  a 
mess,  and  the  teacher  found  sensual  literature 
and  pictures  in  it.  He  was  from  a broken  home; 
his  father’s  behavior  had  been  intolerable  to  his 
mother.  He  was  hatefully  treated  by  relatives 
he  lived  with  until  his  mother  remarried  some 
time  later.  His  stepfather  rejected  him  and  was 
jealous  of  the  attention  which  the  mother  gave 
the  patient.  As  of  the  present  time  there  have 
been  21  contacts  in  regard  to  this  student:  7 
with  the  student,  2 with  his  mother,  10  with 
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various  individual  faculty  members,  and  2 case 
cont'ereuces  attended  by  eight  and  six  of  his 
teachers.  His  presenting  difficulties  at  the  start 
of  last  year  included  poor  schoolwork,  under- 
achieving, behavior  problems,  disrespect,  disci- 
plinary problems,  hostility,  immaturity,  needing 
attention,  needing  love,  nervousness,  thumb 
cracking,  mannerisms,  poor  concentration,  show- 
ing off,  loudness,  talkativeness,  daydreaming, 
and  defiance.  During  the  first  case  conference, 
bringing  out  some  of  the  background  information 
about  the  studcmt  was  helijful,  and  there  was  a 
definite  improvement.  A great  deal  of  i)ersonal 
antagonism  toward  the  student  on  the  ])art  of 
at  least  one  member  of  the  faculty  was  evident. 
The  present  school  year  has  presented  its  prob- 
lems: He  was  about  ready  to  be  expelled,  but 
after  liis  mother  was  brought  in  again  and  another 
case  conference  was  held,  he  has  been  given 
another  chance.  One  important  feature  is 
that  in  individual  conference  this  boy  ]:)resents 
a different  picture.  He  wants  to  go  to  college 
and  take  advanced  training.  His  intelligence  is 
felt  up  to  it.  Tremendous  stakes  are  being 
played  for  again.  It  is  hoped  that  with  con- 
tinued help  he  may  be  able  to  finish.  He  is 
e.xtremely  personable. 

Comment. — One  of  the  many  interesting 
features  in  this  student  has  been  his  ability  to 
reduplicate  his  neurotic  need  for  being  rejected — 
obtained  from  his  father,  grandparents,  and  step- 
father— from  members  of  the  faculty. 

Case  1 1 . — This  boy  was  in  the  fifth  grade  and 
ten  years  of  age  when  he  came  to  the  program. 
He  was  an  underachiever,  presented  reading 
difficulties,  was  very  emotional,  fearful  of  failure, 
immature,  insecure,  fidgety,  manneristic,  and 
very  sensitive  and  showed  j)oor  ])owers  of  con- 
centration and  finger  chewing.  There  have 
been  seven  contacts:  three  with  the  mother, 

one  with  the  pupil,  and  two  with  the  teachers. 
This  fall  the  only  things  the  teacher  commented 
on  were  reading  difficult}^,  j)oor  concentration  at 
times,  and  sensitivity.  The  lu-incipal  reported 
he  had  made  tremendous  growth  and  for  the 
present  year  he  was  doing  well  and  was  accepted 
by  his  classmates. 

Case  12. — This  girl  in  the  fifth  grade  was  ten 
years  old  and  rcfei-red  because  of  behavioi’ 
problems;  she  felt  that  nobody  cared  for  her, 
felt  rejected  and  not  loved,  was  emotional, 
jealous,  temperamental,  nervous,  fidgety,  and 
overtalkative,  and  cried  easily.  In  addition  to 


the  two  contacts  with  the  parents  and  three 
with  the  student,  there  were;  numerous  written 
contacts  with  the  school  also.  She  improved 
markedly  during  the  year.  The  next  year  she 
was  still  having  some  difficulty.  The  teacher 
checked  only  three  items : nervousness,  overtalk- 
ativeness, and  a violator  of  rules.  This  student 
was  able  to  utilize  insight  therapy  and  commented 
that  at  times  she  would  go  home  and  take  out 
her  anger  on  her  sister.  She  has  much  better 
emotional  control. 

Case  13. — The  mother  of  this  ten-year-old 
fourth-grade  boj^  requested  an  appointment  with 
the  psychiatrist.  He  would  fly  into  a rage  for  no 
apparent  reason.  Punishment  was  without  avail. 
Things  were  getting  to  the  point  where  she 
could  not  handle  him.  His  father  was  dead. 
After  the  blowups  were  over  and  she  talked 
to  him,  he  gave  as  the  reason  for  them  that  he 
had  no  “daddy.”  There  were  eight  contacts: 
five  with  the  son  and  three  with  the  mother.  He 
and  his  mother  came  to  a better  understanding. 
Talking  with  the  therapist  helped  supply  some 
of  the  need  for  a father  to  talk  to.  The  next 
fall  the  mother  reported  that  he  was  cooperating 
better  and  controlling  his  temper  better  and  that 
she  could  handle  things.  She  agreed  to  get  in 
touch  with  the  therapist  if  she  needed  further 
help. 

Case  14. — There  were  three  contacts  with  the 
teacher,  one  with  the  foster  mother,  and  one  with 
this  seven-year-old  second  grader.  The  follow- 
ing things  led  to  seeking  help.  He  was  an 
underachiever,  had  difficulty  reading,  was  a 
behavior  problem,  felt  rejected,  was  fearful, 
insecure,  lazy,  overtalkative,  demanded  love 
and  attention  far  beyond  average*,  and  was  mak- 
ing a poor  social  adjustment.  As  a result  of  the 
contacts  with  the  teacher  and  mother,  it  was 
possible  to  make  the  child  feel  more  secure. 
At  the  enfl  of  the  year  the  teacher  reported  that 
he  was  a different  child,  schoolwork  was  im- 
proved, playing  with  others  was  better,  and 
practically  all  of  the  13  items  she  had  checked 
at  the  time  of  the  referral  either  had  disappeared 
or  were  much  improved.  The  teacher  as  well  as 
the  whole  staff,  including  the  principal,  went 
out  of  the  way  to  speak  to  the  child  and  make 
him  feel  included.  The  major  therapeutic 
rc'sults  are  attributed  to  their  efforts.  The  in- 
terests and  assurances  were  directed  toward  the 
underlying  difficulties  of  feeling  unloved  and 
rejected. 
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Case  15. — This  elevcii-year-old  sixth  grader 
liad  the  following  presenting  difficulties  when  he 
was  referred:  does  not  like  school,  does  not  try, 
fails  schoolwork,  poor  social  adjustment,  poor 
schoolwork,  reading  difficulty,  aggressive,  be- 
havior problem,  bully,  disrespectful,  complainer, 
disinterested,  hostile,  impertinent,  inconsiderate, 
insulting,  lazy,  lying,  name-calling,  obscenity, 
personal  problems,  poor  concentration,  rebellious, 
rud«,  show-off,  lacks  neatness  and  cleanliness, 
few  or  no  friends,  disliked  by  fellow  students, 
swearing,  overtalkative,  uncooperative,  and  a 
violator  of  nil(‘s.  There  w(>re  35  items  checked 
in  all.  Two  weeks  after  the  initial  interview, 
the  teacher  reported  that  he  was  100  per  cent 
more  cooperative,  used  no  foul  language,  com- 
pleted his  subjects,  and  showed  more  interest 
in  school,  and  his  marks  were  improved.  Though 
it  was  necessary  for  him  to  repeat  the  grade, 
the  teacher  for  the  present  year  states  he  has 
not  presented  any  serious  problems  although  he 
is  somewhat  nervous  and  easily  distracted.  His 
need  for  attention  still  stands  out.  There  have 
been  only  five  contacts  here : two  with  the 

student  and  three  with  teachers.  The  e.xplana- 
tion  of  the  rapid  improvement  w'as  probably  in 
the  family  acceptance  of  his  need  for  help;  the 
mother  had  refused  permission  for  two  months 
for  her  child  to  see  the  psychiatrist.  It  was  felt 
that  the  change  in  the  family  attitude  was  a 
more  important  factor  in  the  sudden  change  than 
the  single  psychotherapeutic  interview  which 
immediately  preceded  his  improvement. 

Case  16.- — This  eight-year-old  third  grader 
was  another  of  those  students  who  didn’t  try  and 
consequently  was  an  underachiever.  She  pre- 
sented a behavior  problem,  disinterest  in  school, 
was  immature,  felt  rejected  and  not  loved, 
demanded  a lot  of  attention,  was  nervous, 
chewed  on  things,  made  funny  noises  with  her 
lips,  grimaced,  giggled,  and  was  overtalkative 
and  generally  a show-off.  At  times  she  was 
noted  to  daydream  and  talk  to  herself.  As  a 
result  of  contacts  with  the  family,  school,  and 
student,  by  the  start  of  the  next  year  all  the 
teacher  checked  was  nervousness,  show-off,  and 
overtalkative.  A month  later  while  her  brother 
was  sick  a lot  of  her  old  problems  returned  but 
quieted  down  after  the  brother’s  return  and 
further  contacts  with  the  student  and  her 
family.  The  mother  wrote  that  they  had  not 
realized  how  much  they  had  spoiled  her  younger 
brother,  which  of  course  made  the  student’s 


problems  worse.  She  and  her  husband  were 
attacking  it  with  insight. 

Case  17. — The  teacher  referral  on  this  four- 
teen-year-old  seventh  grader  had  the  following 
items  checked : believed  mentally  defective, 

does  not  do  homework,  does  not  like  school,  does 
not  try,  failing  and  poor  schoolwork,  reading 
difficulty,  behavior  and  discipline  problem,  dis- 
respectful, poor  social  adjustment,  overtalkative, 
and  uncooperative.  Efforts  to  get  the  familj- 
permission  for  the  child  to  be  seen  were  un- 
successful. The  mother  said  if  there  was  any 
difficulty  it  was  the  teachers’  or  school’s  fault, 
complained  of  the  poor  job  the  school  was  doing, 
and  said  if  her  child  needed  a doctor  she  would 
see  to  it  herself. 

Comment. — This  is  presented  as  one  example 
of  why  there  were  many  “nontreatment  cases.” 
When  you  run  into  a blank  wall  like  that,  all 
you  can  do  is  to  bide  your  time. 

Case  18. — There  were  14  contacts  in  regard  to 
this  sixteen-year-old  ninth  grader,  8 of  which 
were  with  the  student.  Originally  the  mother 
sought  help  because  of  her  own  difficulties  with 
the  boy;  it  was  her  stepson.  During  the 
interim  he  moved  out  and  took  a job,  and  she 
made  no  further  efforts  to  contact  the  school 
for  help.  The  student  was  doing  failing  school- 
work  although  he  had  normal  intelligence.  He 
was  extremely  hostile  to  his  stepmother.  Tre- 
mendous resistance  was  encountered  which  the 
therapist  was  unable  to  overcome.  He  indicated 
that  he  knew  what  was  troubling  him,  but  he 
was  not  going  to  tell  anyone.  During  the  course 
of  the  interviews,  it  was  possible  to  make  a num- 
ber of  very  pertinent  comments  which  may  or 
may  not  come  back  to  him  later  as  helpful 
insights.  As  a result  of  a case  conference  it  was 
pointed  out  that  he  talked  very  unrealistically 
about  getting  more  education  when  he  was  failing 
most  subjects.  Though  his  hostility  was  obvious 
to  everyone,  no  constructive  plan  of  approach 
was  developed. 

Comment. — Here  is  one  of  the  types  of  cases 
encountered  when  one  seems  to  be  going  against 
a blank  wall.  The  boy  will  probably  leave  school 
and  go  to  work  carrying  his  problems  with  him. 

Problems  Encountered 

Having  had  no  previous  experience  in 
such  a program  the  difficulties  encountered 
and  the  mistakes  and  pitfalls  were  probably 
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more  than  average.  The  biggest  assets 
I had  for  this  work  in  addition  to  my  psy- 
chiatric training  were  an  interest  in  seeing 
what  could  be  done  through  this  approach 
and  a conviction  that  it  was  an  important 
piece  of  psychiatric  work  that  needed  doing. 
A few  of  the  problems  and  helpful  expe- 
riences will  be  mentioned  in  a little  more 
detail : 

Making  the  Faculty  Feel  Included.— 
Inclusion  of  the  faculty  has  been  the  most 
serious  single  problem  and,  although  par- 
tially solved,  it  has  not  been  entirely  solved. 
At  the  start,  in  an  effort  to  insure  the  con- 
fidential nature  of  the  records,  the  faculty 
felt  left  out  and  in  the  dark.  This  was  my 
fault.  The  summaries  which  are  given  to 
the  principal  have  been  a help.  Notes  are 
sent  to  the  teachers  from  time  to  time,  and 
conferences  are  held  with  them  reporting 
progress.  Recently  monthly  or  fortnightly 
conferences  with  those  responsible  for  setting 
up  the  program  and  appointments  have 
been  undertaken.  During  these  confer- 
ences the  various  cases  are  gone  over,  and 
we  all  can  get  caught  up  to  date.  The 
yearly  summary  is  a help  too. 

Guidance  Department. — The  guidance 
department  is  another  area  in  which  I made 
mistakes.  Although  I realized  that  there 
was  not  a close  contact  with  the  guidance 
department  on  occasions,  I was  slow  to 
realize  why.  Apparently  there  was  a feeling 
that  our  program  was  threatening  their 
work.  Efforts  to  correct  this  materialized 
slowly  but  are  bringing  a better  relation- 
■ship.  In  two  schools  all  of  the  junior  and 
senior  high  school  referrals  go  through  the 
guidance  office.  This  I believe  is  an  ideal 
setup. 

Scheduling  and  Follow-up. — Schedul- 
ing has  been  another  serious  problem.  In 
a clinic  or  the  office,  after  one  appointment, 
other  appointments  are  set  up.  The  answer 
that  is  being  worked  out  now  is  to  have  a 
.schedule  for  each  visit  with  the  appointment 
periods  on  it.  When  I see  a student,  parent, 
or  teacher,  I write  on  the  schedule  in  pencil 
the  date  for  tlu*  next  appointment..  If  it 


is  necessary  to  change  that  date,  then 
another  date  is  put  in  automatically.  Most 
appointments  are  scheduled  for  half  an 
hour  although  forty  minutes  are  allowed 
for  parent  conferences  when  possible. 
Fifteen  minutes  are  adequate  for  most 
teacher  conferences  about  a single  student. 

Time  Element. — With  w’ork  in  several 
schools  there  is  a constant  race  because  of 
time.  Appointments  are  usually  full,  and 
frequently  follow-up  appointments  are 
missed  through  failure  to  check  on  the  follow- 
up. Adequate  time  to  go  over  the  records 
at  intervals  has  been  lacking  also.  Fre- 
quently a member  of  the  faculty  will  drop 
in  as  you  are  finishing  up  the  dictation  of 
the  morning’s  work,  or  a teacher  may  stop 
you  in  the  hall  as  you  are  leaving  to  ask 
about  a particular  student.  This  is  a vital 
part  of  the  work  and  must  be  accepted 
as  .such.  However,  it  may  cut  a quarter  of 
an  hour  or  more  off  the  hour  allowed  for 
lunch.  Whenever  someone  speaks  to  me 
about  a particular  student,  I try  to  make  a 
brief  note  about  it. 

Handling  of  Behavior  and  Discipline 
Problem  During  Therapy. — The  handling 
of  the  discipline  problem  is  an  extremely 
important  point  and  one  the  psychiatrist 
must  be  clear  on.  The  fact  that  a student’s 
disturbing  behavior  can  be  explained  still 
leaves  the  school  with  the  disturbance. 
Therefore  they  must  deal  wth  it  in  what- 
ever way  they  see  fit  until  such  a time  as 
effective  help  is  given  to  the  student  which 
changes  that  behavior.  Punishment  should 
be  administered  in  an  understanding  and 
loving  way.  It  may  even  be  necessary  to 
exclude  the  child  from  school  for  a period 
of  time  until  the  behavior  is  tolerable  in  the 
classroom. 

Steps  in  Setting  up  a Program  in  a New 
School 

1.  Have  a meeting  wdth  the  principal, 
guidance  people,  school  nur.se,  psychologist, 
and  any  others  responsible  for  dealing  with 
the  students.  Talk  over  with  them  the 
proposed  program,  and  w'ork  it  out  so  that 
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it  meets  with  their  approval.  Make  it 
clear  that  this  is  a supplementary  program 
in  the  school  to  work  along  with  the  existing 
program  rather  than  to  replace  any  phase 
of  it.  After  the  details  are  worked  out 
satisfactorily  with  this  group  then : 

2.  Have  a faculty  meeting  and  explain 
the  program  carefully,  allowing  plenty  of 
room  for  discussion  and  questions.  Here 
again,  point  out  that  the  program  is  supple- 
mental and  any  teachers  who  are  working 
and  talking  with  students  to  help  them 
should  be  encouraged  to  continue  to  do  so. 
The  methods  of  referrals  and  a vision  of  how 
this  can  enhance  the  effectiveness  of  the 
teacher’s  work  and  produce  an  increased 
job  satisfaction  should  be  brought  out  also. 

3.  Have  it  definitely  understood  and 
announced  who  is  the  one  responsible  for 
setting  up  the  schedule,  notifying  those  who 
have  appointments,  and  getting  permission 
from  the  family  for  the  student  to  be  seen. 
The  principal  is  too  busy  to  take  this  re- 
sponsibility himself. 

4.  Make  it  clear  to  the  administrators 
and  remember  yourself  that  the  school 
mental  health  program  is  a part  of  the  school 
and  under  the  principal  and  that  the  initia- 
tive and  decisions  are  theirs  to  make.  There 
is  always  room  for  suggestions.  However, 
if  these  are  not  accepted  it  is  better  to  go 
along  with  what  the  school  feels  best  even 
though  you  feel  that  something  else  might 
be  much  better.  The  good  will,  friendliness, 
and  willingness  to  help  when  and  as  you  can 
will  build  a much  stronger  program  in  the 
long  run  than  will  follow  if  you  try  to  put 
over  your  own  program  come  what  may. 
Suppose  you  feel  the  school  is  making  a 
mistake,  have  you  not  made  mistakes  too? 
I know  I have. 

5.  Keep  in  mind  that  the  school  psychi- 
atry program  is  dealing  with  persons  and 
everyone  you  come  in  contact  with  is  an 
important  person  in  the  program.  It  may 
be  just  as  important  to  the  school  program 
that  you  hold  the  door  for  some  sixth  grader 
coming  in  behind  you  or  thank  the  janitor 
for  some  favor  as  is  the  way  you  conduct 


the  interviews.  Make  every  effort  to  be 
on  time  for  your  appointments. 

Summary 

It  is  possible  for  an  individual  psychiatrist 
to  carry  on  a worth-while  school  psychiatry 
program  in  a school  with  .oOO  to  1,200  stu- 
dents. As  few  as  10  to  20  half-day  visits 
per  school  year  per  school  enables  one  to 
see  definite  positive  results.  Good  mental 
health  work  among  the  teachers  and  stu- 
dents is  possible  as  well  as  therapy  with  both 
students  and  faculty.  Working  with  stu- 
dents in  schools  is  a grass  roots  mental 
health  program  building  for  better  mental 
health  in  the  future.  Since  children  are  in 
school  for  several  years  they  can  be  followed 
readily.  At  times  comparatively  little  effort 
is  followed  by  remarkable  changes  for  the 
better.  The  earlier  in  their  educational 
career  difficulties  are  uncovered  and  dealt 
with,  the  better  the  residts.  The  educa- 
tional aspects  of  the  work  are  of  equal  im- 
portance to  both  students  and  faculty. 
Students  graduating  from  a school  with  a 
sound  mental  health  program  should  rec- 
ognize that  seeking  psychiatric  care  for 
emotional  difficulties  is  as  normal  as  seeking 
a surgeon  for  surgical  conditions.  A pro- 
gram which  is  available  in  the  school  enables 
many  to  have  help  who  would  not  go  to  a 
clinic  or  seek  help  privately.  It  also  en- 
courages others  to  seek  psychiatric  help 
for  the  family,  which  they  would  not  have 
done  if  the  initiative  had  not  come  through 
the  school.  The  cost  of  the  program  during 
the  present  school  year  is  about  $1  per 
student  per  year.  School  psychiatry  pre- 
sents a challenging,  satisfying,  and  important 
part  of  the  whole  mental  health  program. 

48  North  Main  Stree'i 

Discussion 

Benjamin  H.  Balser,  M.D.,  New  York  City. — 
Dr.  Stringham  outlines  the  steps  by  which  he 
became  school  psychiatrist  in  an  Upstate  New 
York  county  and  his  clinical  observations  during 
a three-and-one-half  year  period.  It  is  striking 
and  fascinating,  indeed,  that  most  of  these 
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experiences  and  observations  paralleled  nij-  own 
of  some  fifteen  or  more  years. 

The  importance  of  dealing  not  only  with  the 
children,  but  with  the  parents  and  teachers  as 
well,  is  outlined  clearly  in  his  paper.  This  is  a 
cardinal  principle  essential  for  the  successful 
treatment  of  children  and  adolescents,  at  least 
in  the  school  environment.  Dr.  Stringham’s 
work  is  entirely  with  public  school  systems  while 
mj"  own  ex])erience  dealt  with  both  public  and 
l)rivate  schools.  I found  that  it  was  essential 
always  to  have  approval  from  the  parents  before 
inb'rviewing  any  youngster  in  either  public 
or  private  schools.  Early  in  my  school  practice, 
I had  the  unfortunate  e.xperience  of  seeing  a 
youngster  without  getting  parental  permission 
but  at  the  request  of  a school  principal,  only  to 
learn  later  that  the  parents  were  disturbed  and 
vehemently  belligerent  against  psychiatry  and  all 
jjsychiatrists.  They  resented  the  fact  that  the 
child  was  seen  by  me  without  their  permission, 
and  for  a short  period  of  time  it  created  an  un- 
pleasant situation  which  threatened  to  disrupt 
the  entire  program.  Subsequently,  parental 
permission  became  one  of  the  prerequisites  before 
I would  interview  or  treat  any  youngster.  How- 
ever, in  instances  where  the  youngster  was  not 
seen  at  all,  parental  permission  was  not  neces- 
sary. At  such  times  there  was  considerable 
freedom  discussing  a youngster’s  problems  with 
teachers  or  masters  or  principals,  giving  them 
some  understanding  of  the  factors  involved  and 
the  direction  that  they  might  take  in  their  atti- 
tudes toward  the  individual  under  discussion. 

Another  important  jjoint  Dr.  Stringham  makes 
is  that  any  youngster  receiving  psychiatric  help 
while  at  school  should  not  be  given  any  special 
privilege  because  of  such  treatment.  He  should 
have  the  right  to  be  dealt  with  by  teachers  just 
as  all  other  youngsters  are  and  should  not  be 


made  an  exception.  'I’his  ])oint  is  made  v(>ry 
clear,  and  I endorse  it  wholeheartedlj-. 

In  the  material  presented  to  student  groups, 
teachers,  and  parents.  Dr.  Stringham  has  made 
use  of  the  film.  Angry  Boy.  Other  films  produced 
by  the  Mental  Health  Film  Board  of  the  United 
States  as  well  as  some  produced  by  the  Canadian 
Mental  Health  Film  Board  are  easily  understood 
and  accepted  bj'  viewers.  They  act  as  a “door- 
opc'iier”  so  that  one  (‘an  reach  the  individuals  in 
the  audience  with  gr(>at('r  ease.  The  area  of  sex 
relations,  problems,  and  developmcMit  is  one.  in 
which  students  an(  particularly  interested. 
AVhen  allowed  to  submit  a written  (question  on 
material  presented  in  mental  health  lectures, 
almost  50  per  cent  will  have  questions  in  this 
area.  This  includes  masturbation,  premarital 
sex  relations,  necking,  petting,  and  so  on.  Their 
questions  are  moat  specific.  The  point  is  made 
that  intercourse  in  itself  is  obviously  a most 
important  part  of  the  whole  area  of  masculinity 
or  femininity  but  that  there  are  other  character- 
istics of  masculinity  that  are  important  too,  such 
as  aggressiveness,  trying  to  win  at  various  sports, 
trying  to  be  a leader  in  class  activities,  trying  to 
maintain  liigh  moral  standards  of  living,  and  so 
on.  The  importance  of  a protective  attitude  on 
the  part  of  young  men  toward  the  female  is 
emphasized  also  as  a definite  reflection  of  mas- 
culinity. In  the  female,  the  opposite  picture  is 
presented. 

Dr.  Stringham  presented  his  work  in  a clear, 
simple,  and  direct  manner.  Theoretic  considera- 
tions as  the  basis  for  the  problems  he  describes 
happily  are  kept  at  a minimum;  otherwise  his 
presentation  would  have  to  be  volumes  in  length. 

Finally,  let  me  underscore  the  medical  mis- 
sionary effort  which  must  go  into  this  kind  of 
work,  particularly  appreciating  the  distances  he 
must  travel  and  the  amount  of  time  he  gives  to  it. 


Increase  in  Hospitals  Sponsored  by  State  and  Local  Governments 


The  number  of  ho.spitals  spon.sored  by  state 
and  local  governments  has  increased  55  per  cent 
since  1946,  according  to  Falterns  of  Disease,  a Parke, 
Davis  & Company  publication  for  physicians. 


There  has  been  also  a marked  increase  in  the 
number  of  voluntary,  or  nonprofit,  hospitals,  while 
the  number  of  privately  owned,  or  proprietary, 
hospitals  dropped  more  than  17  per  cent. 
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Clinical  Evaluation  of  Analgesic  Potency  of 
Dextro  Propoxyphene  Hydrochloride 
on  Orthopedic  Patients 

GEORGE  M.  HOWARD,  M.D.,  JEROME  LEVY,  M.D.,  AND  JAMES  DOUGHERTY,  M.D., 

ALBANY.  NEW  YORK 

{From  the  Albani/  Medical  Center) 


The  search  for  synthetic  analgesic  drugs 
has,  in  part,  resulted  from  the  encourage- 
ment of  private  industry  by  the  National 
Research  Council.  Some  of  the  factors 
which  led  to  this  interest  are  the  following: 
(1)  The  supply  of  codeine  is  derived  entirely 
from  opium;  (2)  opium  is  produced  abroad, 
but  not  in  this  country;  and  (3)  our  supply 
of  medicinal  codeine  must  necessarily  come 
from  other  countries.^ 

In  1953  Pohland  and  Sullivan^  reported 
that  the  acyl  derivatives  of  4-piperidinols 
had  significant  analgesic  properties.  Early 
reports  evaluating  one  of  these  compounds, 
dextro  propoxyphene  hydrochloride  (Dar- 
von),  indicated  an  effectiveness  comparable 
on  a milligram-for-milligram  basis  to  that 
of  codeine  and  a low  incidence  of  side- 
effects.^’^ 

The  purpose  of  this  study  was  to  evaluate 
further  by  an  approved  clinical  method  the 
effectiveness  in  62  orthopedic  patients  of 
the  analgesic  potency  of  dextro  propoxy- 
phene hydrochloride  in  comparison  with 
codeine  phosphate  and  the  placebo. 

Methods  and  Materials 

The  study  was  divided  into  two  patient 
groups  with  a slightly  differing  protocol. 


In  the  first  portion  of  the  study  38  patients 
were  evaluated,  each  of  whom  had  had  pain 
of  clinical  significance  for  at  least  three  days. 
This  group  was  made  up  of  patients  who  had 
recently  undergone  major  bone  or  joint 
surgery,  as  well  as  others  with  painful 
musculoskeletal  disorders,  such  as  very 
painful  low  back  pain  or  bursitis. 

Each  patient  was  given  intramuscular 
meperidine  hydrochloride  during  the  first 
twenty-four  hours  after  admission  or  post- 
operatively  to  relieve  severe  pain.  At  the 
end  of  this  twenty-four-hour  period  the 
patient  was  placed  on  the  three-day  study. 
Any  patient  whose  pain  was  too  severe  for 
oral  analgesia,  who  could  not  communicate 
well,  or  who  did  not  seem  reliable  psychologi- 
cally was  not  included  in  the  study. 

Three  medications  in  capsules  of  identical 
appearance  were  administered  orally  at 
six-hour  intervals  for  three  days  to  all  sub- 
jects. The  medications  were  a placebo; 
codeine  phosphate,  65  mg. ; and  dextro 
propoxyphene  hydrochloride,  65  mg.  These 
identical  capsules  were  labeled  only  as 
analgesic  A,  analgesic  B,  and  analgesic  C. 
“A”  was  designated  dextro  propoxyphene 
hydrochloride;  “B,”  the  placebo;  and  “C,” 
codeine.  The  placebo  was  administered  be- 


TABLE  I. — Schedules  of  Randomization  for  First  Patient  Group  of  38  Patients 


. Schedule  1 (19  Patients) 

^ 

Schedule  2 ( 19  Patients) 

^ 

First 

Second 

Third 

First 

Second 

Third 

Time 

Day 

Day 

Day 

Day 

Day 

Day 

6:00  A.M. 

B 

B 

B 

B 

B 

B 

12:00  NOON 

A 

C 

A 

C 

A 

C 

6:00  p.M. 

B 

B 

B 

B 

B 

B 

12:00  midnight 

C 

A 

C 

A 

C 

A 
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TABLE  II. — Si.x  Schedules  of  4 Patients  Each 
According  to  the  Latin  Square 


Schedule 

. — Medication 
First 
Day 

Given  Every 
Second 
Day 

Si.x  Hours — • 
Third 
Day 

1 

ABCA 

BCAB 

CABC 

2 

BCAB 

CABC 

ABCA 

3 

CABC 

ABCA 

BCAB 

4 

CBAC 

BACB 

ACBA 

5 

BACB 

ACBA 

CBAC 

0 

ACBA 

CBAC 

BACB 

t\v(‘('ii  tlio  codeinu  and  dext  ro  propoxyphene 
hydrochloi’ide  at  all  times.  Two  basic 
schedules  allowed  us  to  randomize  the  times 
of  administration  of  each  capsule  (Table  I). 

Three  hours  after  the  administration  of 
each  capsule  the  patient  was  interviewed  by 
a graduate  nurse  and  asked  to  estimate  the 
severity  of  his  pain.  Reports  of  slight, 
moderate,  and  severe  pain  were  scored 
numerically  as  1,  2,  and  8 respectively.  An 
ab.sence  of  pain  or  “sleeping”  was  rated  as  0. 

In  the  second  part  of  the  study  24  patients 
were  divided  into  six  subgroups  of  4 each,  al- 
lowing perfect  randomization  according  to 
the  Latin  Square^  (Table  II). 

Results 

The  mean  pain  scores  are  listed  in  Table 
III  for  each  medication  given  to  members  of 
the  first  patient  group.  ITsing  the  method 
of  concordance  coefficient,  the  probability 
that  this  distribution  of  results  woidd  occur 
by  chance  is  less  than  1 in  1,000.  The 
table  shows  that  the  medications  had  an 
effect,  and  the  difference  between  the  placebo 
and  the  other  two  medications  produced  this 
effect. 

Significant  differences  in  the  severity  of 


T.4BLE  III. — First  (Jroup  of  Patients  with 
Ranking  Based  on  Mean  Pain  Score* 


Patient 

, , 

A 

B 

C 

1 

2 

3 

1 

2 

2 

3 

1 

3 

1 

3 

2 

4 

1 

3 

2 

5 

3 

2 

1 

6 

2 

3 

1 

7 

2 

3 

1 

8 

1 

3 

2 

9 

1 .5 

3 

1.5 

10 

2.5 

2.5 

1 

11 

1 

3 

2 

12 

2.5 

2.5 

1 

13 

1.5 

3 

1.5 

14 

1 

3 

2 

15 

1.5 

3 

1.5 

16 

2.5 

2.5 

1 

17 

3 

2 

1 

18 

1.5 

3 

1.5 

19 

2 

3 

1 

20 

1.5 

3 

1.5 

21 

1.5 

3 

1.5 

22 

1.5 

3 

1.5 

23 

1 

2 

3 

24 

2.5 

1 

2.5 

25 

3 

2 

1 

26 

1.5 

3 

1 .5 

27 

3 

1.5 

1 .5 

28 

1 

3 

2 

29 

1 

2 

3 

30 

2 

3 

1 

31 

3 

2 

1 

32 

1 

2 

3 

33 

1 

2 

3 

34 

2 

3 

1 

35 

1 

3 

2 

36 

1 

3 

2 

37 

1 

3 

2 

38 

1.5 

3 

1 . 5 

* Using  the 

method 

of  concordance 

coefficient 

(Moroney,  M.  J.:  Facts  and  Figures,  Harmonds- 
worth,  England,  Penguin  Books  Inc.,  1951),  the 
probability  of  this  distribution  of  results  occurring  bj^ 
chance  was  less  than  1 in  1,000.  Therefore,  we  should 
accept  the  interpretation  that  the  medications  had 
an  effect.  This  difference  between  B and  the  others 
apparently  produced  this  effect. 

the  pain  were  reported  by  members  of  this 
patient  group.  For  statistical  purposes. 


TABLE  IV. — Analysis  of  Variance  Using  Data  from  Table  III* 


Source  of  Variation 
from  Randomness 

Sum  of 
Squares 

Degrees  of 
Freedom 

Mean 

Square 

F Value 

p Less 
Than 

Patients 

0 

37 

0 

Treatments 

24.88 

2 

12.44 

20.9 

0 001 

Drug  A compared  to  drug  C 

0.21 

(1) 

0.21 

Drug  B compared  to  A and  C 

24.67 

(1) 

24.67 

41.7 

0 001 

Patient-treatment  interaction 

44 . 12 

74 

0.596 

Totals 

69 

113 

* There  is  a significant  difference  in  the  ranking  of  the  medications  among  the  patients.  This  difference 
was  produced  almost  entirely  by  the  difference  between  B and  the  other  treatments.  Xo  significant  differ- 
ence was  found  between  A and  C. 
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TABLE  V.^ — Data  of  Second  Group  of  Patients, 
Using  Pain  Scores 


Patient 

A 

—Analgesic— 

B 

C 

Total 

1 

4 

6 

3 

13 

2 

3 

6 

4 

13 

3 

6 

5 

5 

16 

4 

2 

2 

2 

6 

5 

5 

5 

4 

14 

6 

0 

3 

3 

6 

7 

7 

8 

6 

21 

8 

2 

4 

4 

10 

9 

3 

0 

3 

6 

10 

1 

1 

2 

4 

11 

1 

4 

2 

7 

12 

5 

4 

5 

14 

13 

2 

3 

2 

7 

14 

2 

2 

2 

6 

15 

4 

2 

1 

7 

16 

2 

2 

1 

5 

17 

3 

2 

1 

6 

18 

1 

2 

0 

3 

19 

1 

3 

4 

8 

20 

2 

7 

2 

11 

21 

2 

1 

2 

5 

22 

1 

1 

1 

3 

23 

1 

1 

1 

3 

24 

0 

2 

3 

5 

Totals 

60 

76 

63 

199 

Table  IV  has  been  included.  There  is  a 
significant  difference  in  the  ranking  of  the 
medications  among  the  patients.  This  dif- 
ference was  produced  almost  entirely  by  the 
difference  between  the  placebo  and  the 
other  medications.  No  significant  difference 
was  found  between  codeine  and  dextro 
propoxyphene  hydrochloride. 

The  pain  scores  and  the  totals  for  the 
second  patient  group  of  24  are  recorded  in 
Table  V,  and  in  Table  VI  the  analysis  of 
variance  appears.  Although  the  differences 
among  the  patients  were  large,  the  placebo 


was  associated  with  larger  pain  scores  than 
were  reported  with  codeine  and  dextro  pro- 
poxyphene hydrochloride.  There  was  no 
significant  difference  among  the  latter  two. 
In  no  case  was  it  necessary  to  drop  a patient 
from  the  study  because  of  the  adverse  side- 
effects  of  either  codeine  or  dextro  propoxy- 
phene hydrochloride. 

Comment 

Previous  studies  have  shown  that  un- 
desirable side-effects  such  as  anorexia, 
nausea,  vomiting,  constipation,  abdominal 
pain,  and  drug  idiosyncrasy  occur  more 
frequently  with  codeine  than  with  dextro  pro- 
poxyphene hydrochloride.  As  yet  there 
have  been  no  reports  of  tolerance  and  addic- 
tion with  the  synthetic  drug.  Since  it  is 
not  a narcotic,  dextro  propoxyphene  hydro- 
chloride may  be  dispensed  by  the  pharmacy 
without  the  necessity  of  narcotic  records, 
and  it  may  be  administered  by  the  nursing 
staff  without  keeping  elaborate  records  re- 
lating to  counts. 

Other  investigators  have  studied  the 
clinical  effectiveness  of  dextro  propoxyphene 
hydrochloride  in  specific  pain  situations. 
Gruber^  evaluated  its  role  in  chronic  pain 
due  to  such  conditions  as  arthritis,  malig- 
nancy, and  peripheral  vascular  disease. 
Magee  and  De  Jong®  found  it  useful  in  the 
treatment  of  headache.  As  a premedicant 
and  as  an  analgesic  agent  for  the  relief  of 
postoperative  pain,  the  65  mg.  dose  was 
found  more  effective  than  32  mg.  of  codeine 


TABLE  VI.— Analysis  of  Variance  Using  Data  from  Table  V* 


Source 

SS 

df 

MS 

F 

P 

Patients 

169 

23 

7.35 

5.29 

0.001 

Analgesic 

6 

2 

3.00 

2.16 

A versus  C 

(0.20) 

(1) 

0.20 

2B  versus  A -f  C 

(5.88) 

(1) 

5.88 

4.20 

0.05 

Remainder 

64 

46 

1.39 

Totals 

239 

71 

* Although  the  differences  among  the  patients  were  very  large,  the  blank  was  associated  with  larger  pain 
scores  than  were  reported  with  A and  C.  A and  C were  not  significantly  different. 

t SS=  sum  of  squares;  df  = degrees  of  freedom;  MS  =mean  square;  F = statistical  test  called  the  F- 
ratio  (F  =MS/df);  p =probability  of  exceeding  computed  F-ratio  by  chance  alone. 
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by  Valentine  and  Martin.®  Combined 
with  aspirin-acetophenetidin-caffeine,  it  was 
found  to  be  a potent  analgesic  for  the  relief 
of  dental  pain  by  Lowe.'^  Santiago  and 
Danforth®  stated  that  the  drug  may  be 
used  satisfactorily  as  a substitute  for  codeine- 
aspirin  in  the  relief  of  postpartum  discomfort, 
and  Williams®  reported  on  its  use  in  osteo- 
arthritis. 

Summary 

1.  The  analgesic  potency  of  dextro 
propoxyphene  hydrochloride  (Darvon)  was 
compared  with  codeine  phosphate  and  a 
placebo  in  62  patients  hospitalized  for  severe 
pain  by  doing  a “double  blind  clinical 
evaluation.” 

2.  On  a weight  basis  it  was  found  that 
dextro  propoxyphene  hydrochloride  pos- 
sesses analgesic  effectiveness  equivalent  to 
that  of  codeine,  and  that  both  of  these 
medications  were  superior  to  the  placebo  in 
relieving  pain. 
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Current  Trends  in  Breast  Cancer  Treatment 

Part  II 

JEROME  A.  URBAN,  M.D.,  NEW  YORK  CITY 
(From  the  Breast  Service,  Memorial  Hospital  for  Cancer  and  Allied  Diseases) 


]Qart  I of  this  article  appeared  in  the 
September  15,  1961,  issue  of  the  New 
York  State  Journal  of  Medicine.  This 
is  a review  of  some  of  the  more  important 
advances  in  the  field  of  breast  cancer  treat- 
ment. Part  I included  the  fields  of  epi- 
demiology, anatomy,  diagnosis,  and  biopsy. 

Primary  Therapy 

The  definitive  therapy  of  breast  cancer 
succeeds  when  the  primary  tumor  and  its 
regional  lymph  node  spread  are  completely 
extirpated  or  destroyed  before  distant  me- 
tastases  are  established.’'^  The  current 
methods  of  treatment  now  in  vogue — radical 
mastectomy,  simple  mastectomy,  and  ex- 
tended radical  mastectomy — all  supplemen- 
ted by  x-radiation  therapy,  represent  vari- 
ations of  the  same  principle:  a local  attack 
on  the  cancer  and  its  regional  lymph  node 
depots.  Because  of  the  many  variable  fac- 
tors involved  and  particularly  because  of  the 
difficulty  of  standardizing  the  clinical  stag- 
ing of  breast  cancer,  it  is  almost  impossible 
to  make  a truly  comparable  evaluation  of 
these  individual  technics.  The  best  com- 


parison is  one  based  on  over-all  experience, 
including  all  primary  cases  both  operable 
and  inoperable,  thus  avoiding  the  pitfalls  of 
selection.  Another  valid  comparison  is  one 
based  on  a pathologic  classification  of  the 
extent  of  disease  present  in  the  breast 
and  its  primary  regional  lymph  node  areas. 
Before  attempting  to  evaluate  the  various 
methods  of  treatment  let  us  consider  the 
natural  history  of  breast  cancer  and  some 
factors  influencing  prognosis. 

The  duration  of  life  in  cases  of  untreated 
breast  cancer  has  been  recorded  by  several 
authors  and  is  in  close  agreement.  Roughly 
20  per  cent  of  patients  with  primary  operable 
breast  cancer  who,  for  one  reason  or  another, 
do  not  undergo  definitive  therapy  will  sur- 
vive for  five  years.  In  Daland’s  classical 
paper^^  20  per  cent  of  patients  were  alive 
five  years  following  the  history  of  onset 
of  the  disease,  and  18  per  cent  survived  five 
years  after  first  being  seen  with  a primary 
operable  breast  cancer.  The  same  20  per 
cent  figure  holds  in  the  work  of  Wade  in 
1946^^  and  Shimkin  in  1951.'^^  Due  allow- 
ance for  the  20  per  cent  five-year  survival  of 
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untreated  cases  must  be  made  in  judging  the 
results  of  any  particular  form  of  definitive 
treatment/® 

Clinicians  have  long  known  that  some 
patients  have  a much  greater  resistance  to 
the  spread  of  their  cancer  than  others  or  that 
some  cancers  seem  to  be  more  aggressive  than 
others.  MacDonald^®  has  coined  the  phrase 
“biological  predeterminism”  to  cover  the  un- 
known biologic  factors  which  profoundly  in- 
fluence prognosis.  In  all  likelihood  there  is 
a gradual  transition  from  cpiite  benign  to 
exceedingly  malignant  breast  cancers  and 
also  a similar  gradation  in  the  degree  of  host 
resistance.  It  is  interesting  to  philosophize 
about  these  factors,  but,  since  we  have  no 
accurate  criteria  for  recognizing  them, 
prompt  and  adequate  definitive  therapy 
must  be  afforded  all  clinically  operable  cases. 
“Biological  factors  influence  prognosis  but 
prompt  therapy  of  operable  cases  will  con- 
tinue to  be  a necessary  requisite. 

Much  of  the  confusion  regarding  the  influ- 
ence of  age  on  the  prognosis  of  breast  cancer 
has  been  cleared  recently.  Although  Lee  in 
193F®  could  report  only  a 40  per  cent  three- 
year  survival  rate  of  patients  under  forty 
years  old  undergoing  radical  mastectomy, 
and  Ewing’^®  made  the  statement,  “before 
thirty  years  of  age  mammary  cancer  is  ex- 
tremely fatal,”  more  recent  statistical  studies 
present  a less  pessimistic  view.  A study  by 
Treves  and  Holleb*®  of  treated  cases  of 
breast  cancer  in  women  thirty-five  years  of 
age  or  younger  showed  an  over-all  five-year 
survival  rate  clinically  free  of  disease  of  31 
per  cent.  This  varied  from  24  per  cent  free 
of  disease  at  five  years  when  axillary  nodes 
were  involved  to  62  per  cent  free  of  disease 
when  the  cancer  was  confined  to  the  breast 
alone.  Similar  findings  were  recorded  by 
Cliffton  and  Young®^  in  an  earlier  paper. 
Beck  and  Hlinko,®^  studying  cancer  of  the 
breast  in  the  aged,  found  that  similar  stages 
of  disease  were  encountered  in  the  older-age 
groups  as  compared  with  the  younger  groups. 
They  concluded  that  the  same  definitive 
treatment  should  be  applied  to  the  older-age 
group  provided  the  patients  were  able  to 


tolerate  this  treatment. 

Lewison*®  analyzed  the  results  of  the  treat.- 
ment  of  breast  cancer  by  radical  mastectomy 
at  The  Johns  Hopkins  Hospital  and  demon- 
strated an  improved  five-year  salvage  rate 
for  women  under  forty  years  of  age  (40.. 5 
per  cent)  as  compared  with  33. .5  per  cent  for 
patients  forty-one  years  of  age  or  more. 
This  study  covered  2.59  cases  of  primary 
breast  cancer  seen  at  The  Johns  Hopkins 
Hospital  between  1940  and  1945  and  in- 
cluded 32  patients  with  distant  metastases. 
The  current  feeling  regarding  the  influence 
of  age  on  prognosis  is  summarized  nicely  by 
Shimkin/^  “Despite  recurrent  statements 
to  the  effect  that  neoplastic  disease  is  more 
malignant  in  younger  patients  than  in  those 
of  advanced  years  definitive  studies  on  spe- 
cific sites  of  cancer  fail  to  substantiate  this 
clinical  impression.” 

In  selecting  patients  for  definitive  surgical 
treatment  certain  criteria  for  operability  are 
essential.  The  criteria  tabulated  by  Hand- 
ley  in  1906*^  have  persisted  with  minor 
changes  and  are  similar  to  those  propounded 
more  recently  by  Haagensen  and  Stout 
and  their  colleagues. Current  criteria 
for  inoperability  used  at  the  Presbyterian 
Hospital  in  New  York  City  consist  of  the 
following  classifications: 

1.  Evidence  of  distant  metastases  by 
x-ray,  physical  examination,  or  biopsy. 

2.  Inflammatory  carcinoma  of  the  breast. 

3.  Edema  of  the  arm. 

4.  Satellite  nodules  in  the  skin  of  the 
breast. 

5.  Extensive  edema  of  the  skin  of  the 
breast. 

6.  Any  combination  ot  any  two  of  the 
following  signs:  ulceration  of  the  skin,  lim- 
ited edema  of  the  skin  of  the  breast  (less 
than  one-third),  fixation  of  the  tumor  to  the 
chest  wall,  axillary  nodes  one  inch  or  more 
in  diameter,  and  fixation  of  the  axillary  nodes 
to  the  surrounding  tissues. 

We  agree  that  with  current  modes  of 
therapy  some  of  these  criteria  are  absolute 
signs  of  incurability,  such  as  1,  2,  and  3. 
On  the  other  hand,  criteria  4,  5,  and  6 should 
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be  interpreted  on  an  individual  basis.  Al- 
though these  latter  signs  denote  a poor  prog- 
nosis, they  do  not  present  an  infallible  sign 
of  inoperability.  Although  we  must  admit 
that  most  of  these  criteria  offer  a rational 
guide  for  operability,  too  rigid  adherence  to 
these  criteria  can  be  dangerous  in  that  po- 
tentially curable  patients  may  not  be  given 
the  benefit  of  adequate  surgical  and  x-radia- 
tion treatment. 

More  recently  another  method  has  been 
devised  by  Haagensen*^  for  differentiating 
between  potentially  curable  cases  and  those 
which  are  not  likely  to  benefit  from  radical 
surgery.  The  “triple  biopsy”  consists  of; 
(1)  An  incisional  biopsy  of  the  breast  tumor 
unless  the  tumor  is  1 cm.  or  less  in  diameter 
in  which  case  excision  is  done,  (2)  biopsy  of 
the  ipsilateral  internal  mammary  nodes  in  the 
first,  second,  and  third  interspaces,  and  (3) 
biopsy  of  the  nodes  in  the  apex  of  the  axilla. 

This  triple  biopsy  is  performed  in  all  oper- 
able cases  with  clinical  evidence  of  metastatic 
nodes  in  the  axilla,  when  the  primary  tu- 
mor arises  in  the  inner  half  of  the  breast, 
with  large  tumors  presenting  in  the  center 
of  the  breast,  and  also  in  situations  with  ex- 
tensive local  disease.  All  nodal  tissue  re- 
moved is  examined  with  paraffin  section 
technic.  If  positive  node  findings  are  dis- 
covered in  the  apex  of  the  axilla  or  in  the  in- 
ternal mammary  chain  area,  no  further  sur- 
gery is  performed.  The  patient  is  treated 
with  extensive  supervoltage  x-ray  therapy 
alone.  In  a small  group  of  patients  with 
positive  triple  biopsy  technic  results  who 
were  treated  in  this  manner  only  1 out  of 
12  (8  per  cent)  survived  four  years  following 
therapy.*®  A 45  per  cent  five-year  survival 
rate  has  been  obtained  in  a group  of  80  pa- 
tients with  positive  node  findings  in  the  apex 
of  the  axilla  and/or  internal  mammary 
nodes,  treated  by  radical  mastectomy  com- 
bined with  en  bloc  excision  o^  the  internal 
mammary  nodes.**  Guttmann**  recently 
reported  a comparable  five-year  survival 
rate  in  a small  group  of  patients  with  positive 
triple  biopsy  findings  treated  solely  by  inten- 
sive 2 million-volt  x-ray  therapy.  A tumor 


dose  of  5,000  r or  more  was  administered  to 
the  entire  breast  as  well  as  to  the  node-bear- 
ing areas  of  the  axilla,  neck,  and  internal 
mammary  chain.  About  10  per  cent  of  these 
patients  developed  pulmonary  complications 
from  x-radiation  fibrosis. 

Each  case  of  primary  breast  cancer  should 
be  evaluated  individually,  weighing  the  rela- 
tive advantages  and  disadvantages  of  the 
various  methods  of  treatment.  The  resvdts 
in  advanced  cases  will  be  poor  regardless  of 
the  type  of  therapy. 

Radical  Mastectomy 

The  classical  radical  mastectomy  origi- 
nally and  individually  described  by  Halstead** 
and  Meyer*®  in  the  1890’s  still  retains  its  po- 
sition as  the  keystone  of  the  surgical  attack 
on  primary  operable  breast  cancer.*'  This 
procedure  is  designed  to  remove  en  bloc  the 
primary  tumor  surrounded  by  the  entire 
breast,  covered  by  adequate  skin  margins, 
in  continuity  with  the  underlying  pectoralis 
major  and  minor  muscles,  including  the  en- 
tire soft  part  content  of  the  axilla  exclusive 
of  the  major  neurovascular  structures  but 
including  the  entire  axillary  lymph  node 
complex  up  to  the  costoclavicular  ligament. 
When  performed  adequately,  radical  mas- 
tectomy affords  a good  salvage  rate  with  early 
operable  material  and  satisfactory  local  con- 
trol of  the  disease  in  clinically  operable 
breast  cancer.  Since  1900  the  five-year  sal- 
vage rate  obtained  by  this  procedure  has 
doubled  from  27  per  cent  as  reported  by  Hal- 
stead in  1907**  to  the  present  level  of  50  to 
55  per  cent  as  now  reported  in  most  North 
American  clinics.®®  This  improvement  is 
due  almost  completely  to  the  fact  that  pa- 
tients are  being  treated  at  an  earlier  stage 
when  the  disease  is  more  localized  and  there- 
fore more  amenable  to  definitive  treatment. 
Using  liberal  criteria  of  operability  in  cur- 
rent private  practice  material,  about  GO 
per  cent  of  patients  with  primary  breast 
cancer  will  survive  five  years  following  the 
classical  radical  mastectomy  procedure.*'' 
Current  local  reciirrence  rates  average  be- 
tween 12  and  15  per  cent  five  years  following 
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such  adequate  treatment.**^  The  classical 
radical  mastectomy  procedure  is  undoubt- 
edly the  best  routine  method  of  therapy  for 
primary  operable  breast  cancer  in  the  aver- 
age American  hospital. 

In  a collected  series  from  three  large  hos- 
pitals White®"*  found  an  average  local  re- 
currence rate  of  21  per  cent  following  radical 
mastectomy  for  breast  cancer.  With  nega- 
tive findings  in  the  axilla  this  fell  to  9 per 
cent  (40  out  of  435)  and  with  involved  axil- 
lary nodes  it  rose  to  29  per  cent  (194  out  of 
671).  Although  some  maintain  that  pri- 
mary skin  grafting  is  necessary  in  every  case 
of  operable  breast  cancer,  no  convincing 
statistical  evidence  is  available.  Conway 
and  Neumann,®®  evaluating  skin  grafting  in 
relation  to  local  recurrence  following  radical 
mastectomy,  found  no  correlation  between 
skin  grafting  and  a lowered  incidence  of  local 
recurrence.  Wade  in  1946*^®  also  could  find 
no  decrease  in  the  incidence  of  local  recur- 
rence with  primary  skin  grafting.  Auchin- 
closs,®®  in  his  classical  paper  on  local  recur- 
rence fo’llowing  exceedingly  well-done  radical 
mastectomy  with  primary  skin  grafting  and 
exceedingly  thin-flap  development,  found  an 
over-all  local  recurrence  rate  at  five  years  of 
13  per  cent  in  a group  of  patients  with  55 
per  cent  axillary  node  involvement.  The 
local  recurrence  rate  for  lesions  arising  in  the 
medial  and  central  portions  of  the  breast  was 
approximately  23  per  cent,  while  the  recur- 
rence rate  for  lateral  lesions  was  only  about 
4 per  cent.  More  than  8 per  cent  of  his  pa- 
tients with  negative  findings  in  the  axillas 
show'ed  local  recurrence,  and  all  of  these  oc- 
curred in  patients  whose  primary  tumor  arose 
in  the  central  or  medial  portions  of  the  breast. 
“Most  local  recurrences  are  outgrowths  of 
tumor  from  pre-existing  foci  in  the  lymphat- 
ics of  the  chest  wall  and  especially  the  inter- 
nal mammary  nodes.”®® 

We  have  found  that  the  incidence  of 
parasternal  chest  wall  recurrence  as  the  first 
sign  of  recurrent  cancer  within  five  years 
following  radical  mastectomy  and  postopera- 
tive x-ray  therapy  in  1,000  consecutive  cases 
was  5 per  cent  for  the  over-all  group.  This 


ranged  as  high  as  18  per  cent  for  extreme 
inner  quadrant  lesions,  7 per  cent  for  cen- 
trally lying  lesions,  and  fell  to  only  2 per  cent 
for  lesions  arising  in  the  outer  portion  of  the 
breast.®®  Local  recurrence  following  pri- 
mary therapy  of  breast  cancer  depends  on 
two  main  factors:  residual  carcinoma  left 
behind  in  the  operative  field,  particularly 
from  inadequate  flap  development,  and  re- 
sidual carcinoma  left  behind  in  the  internal 
mammary  lymph  nodes  and  the  lymphatics 
in  the  underlying  chest  wall.  A recurrent 
tumor  in  the  operative  area  also  may  result 
from  generalized  systemic  spread. 

Unfortunately,  many  so-called  radical 
mastectomies  do  not  cover  the  essential 
requisites  of  this  procedure.  With  inade- 
quate flap  development  and  incomplete 
axillary  dissection  salvage  rates  drop,  and 
local  recurrence  rates  often  exceed  30  per 
cent  at  five  years.  Because  of  dissatisfac- 
tion with  these  shortcomings  and  because 
of  the  inherent  defect  of  the  classical  radical 
mastectomy  which  completely  neglects  the 
internal  mammary  lymph  node  complex, 
recent  modifications  in  treatment  have  been 
proposed.  A simple  mastectomy  with  radia- 
tion therapy  has  been  offered  on  one  side  and 
extended  radical  mastectomy  procedures 
supplemented  by  x-ray  therapy  on  the  other. 
All  of  these  procedures  represent  variations 
of  a local  attack  on  the  primary  tumor  and 
its  regional  lymph  node  depots.  Regardless 
of  the  type  of  therapy,  the  need  for  combin- 
ing early  diagnosis  with  prompt  and  ade- 
quate definitive  therapy  persists. 

Simple  Mastectomy 

The  McWhirter  technic®®  for  treating 
breast  cancer  consists  of  a simple  mastec- 
tomy supplemented  by  agressive  x-radiation 
therapy  directed  toward  the  chest  wall,  in- 
ternal mammary  area,  axilla,  and  base  of  the 
neck.  An  incomplete  simple  mastectomy 
often  is  performed.  Immediately  following 
wound  healing,  conventional  deep  x-ray 
therapy  is  used  to  deliver  a tumor  dose  of 
approximately  3,750  r in  three  weeks.  Al- 
though McWhirter  has  made  a ferv^ent  plea 
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for  this  method  of  therapy  and  has  main- 
tained that  it  represents  a supeiioi’  method 
of  treating  breast  cancer,  statistical  proof  of 
this  is  lacking.  Since  it  is  impossible  to  (com- 
pare the  data  of  one  series  based  on  patho- 
logic examination  of  node-bearing  areas  with 
another  series  based  on  clinical  impression 
alone  (30  per  cent  clinical  error  in  evaluation 
of  axillary  lymph  node  metastases),  the  only 
data  worthy  of  comparison  are  tfie  absolute 
five-year  survival  of  all  primary  cases  in- 
cluding operable,  inoperable,  and  borderline 
cases.  This  method  avoids  the  pitfalls  of 
bias  and  case  selection.  MeWhirter,®®  with 
a 100  per  cent  follow-up,  has  reported  a five- 
year  survival  rate  of  42  per  cent  in  all  pri- 
mary cases  treated  by  his  technic  excluding 
only  patients  treated  previously  for  camber 
of  the  breast. 

Using  the  same  yardstick  for  measurement 
and  including  all  primary  cases  seen  at  the 
Memorial  Clinic  between  1945  and  1940,  a 
five-year  salvage  rate  of  49  per  cent  was  ob- 
tained through  the  liberal  application  of  the 
radical  mastectomy  procedure  to  operable 
cases,  despite  3 per  cent  lost  to  follow-up  and 
considered  as  failures.  Watson,®'^  at  the 
Saskatchewan  Cancer  Clinic,  analyzed  all 
primary  cases  seen  between  1944  and  1952 
and  found  a gross  five-year  survival  rate  of 
52  per  cent.  This  material  was  treated  pri- 
marily by  radical  mastectomy  supplemented 
by  x-ray  therapy  and  included  all  cases  ex- 
cept those  previously  treated  for  cancer  of 
the  breast.  In  this  over-all  comparison, 
treatment  by  radical  mastectomy  supple- 
mented by  x-ray  therapy  yielded  a five-year 
survival  rate  approximately  7 to  9 per  cent 
greater  than  that  attained  by  the  more  con- 
servative surgical  procedure  supplemented 
by  orthovoltage  roentgen  therapy. 

The  incidence  of  local  recurrence  is  greater 
following  the  less  adecpiate  surgical  proce- 
dure. Halstead  in  1907®^  reported  a 6 per 
cent  local  recurrence  rate  in  patients  surviv- 
ing five  years  following  radical  mastectomy. 
Ackerman,®*  in  evaluating  MeWhirter’s  ma- 
terial, found  a 19  per  cent  local  recurrence 
rate  in  the  five-year  survivors.  If  the  local 


control  is  not  as  adecpiate,  one  can  hardly  ex- 
pect this  more  con.servative  approach  to  im- 
prove the  salvage  rate.  Although  .several 
others  have  made  equally  enthusiastic  reports 
bearing  on  the  efficacy  of  simple  mastectomy 
with  orthovoltage  x-ray  therapy  as  a primary 
treatment  of  breast  cancer,  these  reports 
usually  cite  no  personal  statistical  material 
or  are  based  on  very  small  numbers  which 
are  iiiadecpiate  for  evaluation.®®'^®®  Al- 
though one  must  admit  that  the  survival 
rates  obtained  by  the  MeWhirter  technic  are 
almost  as  good  as  those  obtained  by  radical 
mastectomy,  they  are  certainly  not  equal  to 
those  obtained  by  the  classical  radical  mas- 
tectomy supplemented  by  x-ray  therapy. 
With  a poor-risk  patient  one  may  employ  the 
MeWhirter  technic  and  obtain  a fairly  good 
salvage  rate.  This  is  probably  the  prime 
indication  for  its  use. 

X-Ray  Therapy 

Guttmann'®^  has  demonstrated  the  cancer- 
icidal  effects  of  x-raj'^  therapy  on  lymph  nodes 
containing  metastatic  breast  cancer  by  the 
pathologic  examination  of  autopsy  material. 
In  a group  of  patients  who  had  previously 
undergone  triple  biopsy  and  had  proved 
metastatic  deposits  in  the  axillary  and  inter- 
nal mammary  nodes,  she  was  able  to  demon- 
strate sterilization  of  metastatic  nodes  by 
intensive  supervoltage  x-ray  therapy,  a 
5,000  r tumor  dose  given  in  five  weeks.  As 
far  as  the  pathologist  could  determine,  no 
viable  cancer  remained  in  40  per  cent  of  the 
axillary  nodes  and  in  60  per  cent  of  the  inter- 
nal manmiary  nodes  which  previously  had 
contained  metastatic  disease.  The  canceri- 
cidal  effect  on  the  internal  mammary  nodes 
may  have  been  somewhat  exaggerated  since 
involvement  of  internal  mammary  nodes 
often  affects  only  one  or  two  nodes,  and  these 
may  have  been  completely  removed  by  a 
generous  biopsy.  In  this  small  group  re- 
ported by  Guttmann  only  1 out  of  11  pa- 
tients showed  complete  sterilization  of  the 
primary  breast  tumor.  It  is  safe  to  con- 
clude that  approximately  50  per  cent  of 
lymph  nodes  containing  metastatic  breast 
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cancer  can  be  sterilized  by  aggressive  x-ray 
therapy.  This  is  a potent  argument  in  favor 
of  supplementary  x-ray  therapy.  Complete 
surgical  excision  of  these  nodes  is  capable  of 
removing  all  disease  in  these  areas.  In  both 
instances  the  ultimate  prognosis  is  not 
affected  unless  the  local  tumor  deposits  are 
extirpated  or  destroyed  before  systemic  dis- 
ease has  become  established. 

Often  x-radiation  therapy  is  used  as  a 
supplementary  measure  following  radical 
mastectomy  for  breast  cancer.  It  is  admin- 
istered locally  to  the  operative  area  in  an 
attempt  to  diminish  local  recurrence  and  is 
directed  toward  the  regional  lymph  node 
areas  to  extend  the  scope  of  effectiveness  of 
the  operation.  Formerly,  most  therapists 
cross-fired  the  axilla  and  covered  the  chest 
wall  with  orthovoltage  therapy.  The  pres- 
ent trend  is  to  concentrate  therapy  over  the 
node-bearing  areas,  such  as  the  axilla,  the 
base  of  the  neck,  and  the  internal  mammary 
chain. 

The  effectiveness  of  postoperative  radia- 
tion therapy  is  evaluated  nicely  in  a recent 
paper  by  Paterson  and  Russell.  In  a ran- 
dom series  treated  by  radical  mastectomy 
with  supplementary  postoperative  x-ray  ther- 
apy in  which  the  treated  group  received  x- 
ray  therapy  immediately  following  wound 
healing,  and  the  control  group  received  no 
x-ray  therapy  until  local  evidence  of  recur- 
rence had  become  manifest,  they  were  not 
able  to  demonstrate  any  statistically  signifi- 
cant over-all  difference  in  survival  rates  at 
five  years  between  the  treated  and  control 
groups.  The  incidence  of  local  recurrence, 
however,  was  lower  in  the  prophylactic  x-ray 
therapy  group.  Their  treated  patients  were 
divided  into  two  groups.  The  first  group 
comprising  473  patients  was  treated  prima- 
rily by  cross-firing  the  axilla  and  covering  the 
operative  field  on  the  chest  wall  by  tangen- 
tial ports.  The  second  group  of  460  patients 
was  treated  by  intensive  radiation  ther- 
apy covering  the  node-bearing  areas,  such 
as  the  axilla,  supraclavicular,  and  in- 
ternal mammary  areas.  The  first  group 
showed  a lower  local  recurrence  rate  in  the 


operative  field,  whereas  the  second  showed 
an  improved  control  of  local  recurrence  in  the 
supraclavicular  area.  In  the  treated  as  well 
as  the  control  groups,  the  incidence  of  blood- 
borne  metastases  showed  a remarkable  simi- 
larity. The  over-all  five-year  survival  rate 
in  this  group  of  patients  with  a 64  per  cent 
incidence  of  axillary  lymph  node  metastases 
was  57  per  cent. 

The  administration  of  high  voltage  x-ray 
therapy  in  cancericidal  doses  over  large  por- 
tals of  the  chest  wall,  axilla,  and  neck  does 
not  constitute  an  innocuous  procedure.  X- 
radiation  pulmonary  fibrosis  may  cause 
severe  morbidity,  and  obliteration  of  the 
lymphatic  vessels  in  the  base  of  the  neck  and 
the  axilla  occasionally  leads  to  lymphedema 
of  the  upper  extremity.  However,  in  certain 
selected  situations,  such  as  with  very  exten- 
sive local  disease  which  cannot  be  removed 
adequately  by  surgery  but  in  which  no  clini- 
cal evidence  of  distant  metastases  can  be  de- 
tected, aggressive,  protracted,  deep  x-ray 
therapy  can  result  in  some  fi^'e-and  ten-year 
clinical  cures.  Baclesse^"''*  in  Paris,  Wil- 
liams''’'' in  Fnglaud,  Iletcher  and  White,'®® 
Lenz,'"®  and  others  in  this  country  have 
treated  some  of  these  advanced  cases  sucess- 
f ully  with  primary  x-ray  therapy  alone . Bac- 
lesse  reports  a 30  per  cent  five-year  clinical 
cure  rate  in  3 1 0 cases  treated  by  x-ray  therapy 
alone  and  a ten-year  clinical  cure  rate  of  15 
per  cent.  Lenz,  treating  locally  advanced 
cases  with  no  sign  of  systemic  disease  with 
tumor  ■ doses  of  5,500  to  8,000  r in  three 
months  to  the  breast  and  axilla  reported  that 
approximately  22  per  cent  were  free  of  dis- 
ease following  therapy.  This  thei’apy  is 
difficult,  time  consuming,  and  not  without 
morbidity.  Others  have  treated  locally  ad- 
vanced lesions  with  no  clinical  evidence  of 
distant  metastases  by  high  doses  of  preopera- 
tive x-ray  therapy  followed  by  radical  mas- 
tectomy. In  one  series  reported  by  Rudow- 
ski  et  a tumor  dose  of  5,000  to  6,000  r 
was  administered  followed  two  months  later 
by  radical  mastectomy.  In  this  group  of 
locally  advanced  cases  49  out  of  86  were  free 
of  disease  five  years  folloAving  treatment. 
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The  disadvantages  of  this  technic  were  shown 
by  significant  skin  necrosis  in  17  per  cent  of 
the  patients  and  by  a prolonged  hospitaliza- 
tion following  definitive  surgery. 

With  the  advent  of  supervoltage  therapy 
the  difficulty  of  skin  toleration  of  high  dos- 
ages has  been  overcome  to  a great  extent. 
It  has  been  replaced,  however,  by  the  delete- 
rious effects  of  supervoltage  x-ray  therapy  on 
the  more  deep-lying  structures.  This  diffi- 
culty is  minimized  by  the  use  of  the  betatron 
with  which  depth  dose  can  b(>  controlled  more 
accurately. 

Two  groups  1‘ecently  have  developed  more 
effective  x-radiation  attacks  on  the  internal 
mammary  lymph  nodes.  Fletcher  et  al.  in 
Houston  have  devised  a practical  radioactive 
cesium- 137  unit  and  have  found  that  by 
using  it  with  a relatively  short  target  skin 
distance  this  unit  is  ideal  for  treating  the  in- 
ternal mammary  lymph  node  chain.  An 
adequate  dose  can  be  administered  to  a depth 
of  about  5 cm.  The  dose  then  drops  off 
rapidly,  and  the  more  deeply  lying  vascular, 
pulmonary,  and  hilar  structures  are  not  sub- 
jected to  the  hazards  of  excessive  amounts  of 
x-radiation  energy. 

Brasfield  and  Henschke^”®  at  Memorial 
Center  in  New  York  City  have  devised  a 
means  of  treating  the  internal  mammary 
nodes  with  radioisotopes.  After  catheter- 
ization of  the  internal  mammary  artery, 
radioactive  yttrium  or  radioactive  cobalt  is 
inserted  into  the  catheter.  A dose  equiva- 
lent to  9,000  r can  be  given  to  a radius  of 
V2  cm.  from  the  source  of  radioactivity. 
This  includes  roughly  20  per  cent  of  the 
nodes  usually  found  in  the  internal  mammary 
chain.  The  dosage  drops  to  about  3,000  r 
at  a 1 cm.  radius  from  the  source  within 
which  approximately  60  per  cent  of  the 
nodes  lie.  Although  this  is  a most  conven- 
ient and  simple  method,  it  does  not  adminis- 
ter a cancericidal  dose  to  all  of  the  internal 
mammary  nodes.  However,  it  represents 
an  alternate  method  of  treating  this  area 
and  is  ideal  for  the  poor-risk  patient  who 
otherwise  would  fit  the  criteria  for  internal 
manunary  lymph  node  resection.  Clinical 


evaluation  is  difficult  since  no  pathologic 
control  of  node  involvement  usually  is  ob- 
tained. 

Extended  Radical  Mastectomy 

The  scope  of  the  classical  radical  mastec- 
tomy has  been  extended  to  include  additional 
lymphatic  drainage  depots  of  the  breast  to 
eradicate  all  disease  in  a greater  number  of 
patients  than  would  be  possible  by  the  rou- 
tine procedure.  Two  major  problems 

confront  this  approach;  At  what  stage  in 
the  extension  of  a routine  procedure  is  the 
possible  added  salvage  cam^elled  by  an  in- 
creased operative  mortality  and  morbidity? 
At  what  stage  in  the  progression  of  lymph 
node  metastases  does  the  disease  become 
generalized  and  beyond  the  scope  of  surgical 
removal? 

The  internal  mammary  nodes  comprise  a 
primary  drainage  depot  of  the  breast.  The 
supraclavicular  nodes  represent  a secondary 
depot  which  is  usually  involved  by  a pro- 
gression of  disease  from  the  axillary  or  inter- 
nal mammary  nodes.  Further  lymphatic 
drainage  into  the  deep  mediastinal  nodes 
presents  a rather  hopeless  setting  for  surgical 
extirpation.  One  can  expect  to  increase  the 
salvage  rate  by  more  extensive  operative 
procedures  only  in  those  patients  who  har- 
bor metastases  in  the  additional  lymphatic 
depots  excised  but  who,  at  the  time  of  treat- 
ment, still  do  not  have  established  systemic 
metastases.  The  excision  of  the  internal 
mammary  lymph  node  chain  is  most  likely 
to  yield  this  improvement.”^ 

The  extension  of  the  radical  mastectomy 
is  not  a recent  development.  Sixty  years 
ago  Halstead”®  included  a supraclavicular 
dissection,  but  in  1907  he  reported  such  poor 
results  that  this  operation  was  abandoned. 
Of  101  patients  on  whom  the  operation  was 
performed,  metastatic  supraclavicular  nodes 
were  found  in  44,  but  only  2 of  these  patients 
were  well  five  years  following  the  extended 
surgical  attack.  Cushing,  one  of  Halstead’s 
residents,  is  said  to  have  cleaned  out  the 
anterior  mediastinal  nodes  on  one  side  in  3 
patients  who  had  recurrent  cancer.  In  the 
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early  1920’s  Handley”^  drew  attention  to 
the  significance  of  internal  mammary  lymph 
node  metastases.  He  excised  internal  mam- 
mary nodes  in  5 patients  but  eventually 
abandoned  this  procedure  because  “it  makes 
the  operation  too  long  and  severe.”  Hand- 
ley  also  inserted  radium  tubes  into  the 
parasternal  intercostal  spaces  in  an  effort  to 
control  internal  mammary  disease.  Ap- 
parently this  was  not  successful  since  his 
method  eventually  was  abandoned. 

The  recent  interest  in  the  treatment  of  the 
internal  mammary  nodes  as  an  integral  part 
of  the  primary  treatment  of  breast  cancer 
was  rekindled  by  Handley^'^  and  others*^'“^ 
who  demonstrated  the  relative  frecpiency  of 
internal  mammary  node  metastases  in  clini- 
cally operable  breast  cancer.  Handley^^  re- 
ported a 32  per  cent  incidence  of  internal 
mammary  node  metastases  in  a group  of 
300  patients  treated  by  radical  mastectomy 
with  biopsy  of  the  internal  manmiary  chain. 
This  involvement  was  twice  as  high  for 
medial  and  central  lesions  (43  per  cent)  as  for 
lateral  lesions  (21  per  cent).  Almost  60  per 
cent  of  inner-quadrant  lesions  with  positive 
findings  in  the  axillary  nodes  showed  internal 
mammary  metastases,  whereas  only  30  per- 
cent of  outer-half  lesions  with  involved 
axillary  nodes  shared  this  spread. 

Dahl-Iversen^®  and  his  coworkers  in 
Copenhagen  corroborated  Handley’s  findings 
and  demonstrated  that  the  axilla  and  inter- 
nal mammary  lymph  node  areas  could  be  in- 
volved either  simultaneously  or  independ- 
ently, whereas  the  supraclavicular  area  was 
involved  only  after  gross  involvement  of  the 
axillary  or  internal  mammary  lymph  node 
chain.  There  is  no  doubt  that  the  internal 
mammary  lymph  nodes  represent  a primary 
lymphatic  drainage  depot  of  the  breast  sec- 
ond in  importance  only  to  the  axillary  nodes 
in  the  lymphatic  drainage  of  the  breast. 

Independently,  a number  of  investigators 
have  devised  various  operative  procedures 
designed  to  extend  the  radical  mastectomy 
procedure.  Margottini^^®  in  Rome  was  the 
first  to  resect  the  internal  mammary  nodes 
as  a routine  therapeutic  procedure  beginning 


in  1948.  Initially,  this  consisted  of  a discon-  * 
tinuous  conservative  excision  of  the  first,  I 
second,  and  third  interspaces  obtained  by  ■ 
excising  a thin  portion  of  the  second  and  I 
third  costal  cartilages,  whereupon  a block  I 
dissection  of  the  underlying  internal  mam-  i 
mary  vessels  and  surrounding  lymph  nodes 
was  done.  More  recently  Margottini  has 
adopted  a mono  bloc  dissection  in  which  the 
internal  mammary  nodes  are  removed  in 
continuity  with  the  breast  but  extrapleurally. 

He  has  operated  on  more  than  600  cases  and 
has  reported  a 22  per  cent  incidence  of  posi- 
tive findings  in  the  internal  mammary  nodes. 

In  Copenhagen,  Dahl-Iversen“^  has  ex- 
tended the  radical  mastectomy  to  include  a 
supraclavicular  dissection  as  well  as  a dis- 
section of  the  internal  mammary  nodes. 
This  is  not  an  incontinuity  procedure.  The 
supraclavicular  dissection  is  performd  fol- 
lowing the  radical  mastectomy.  The  in- 
ternal mammary  nodes  are  excised  by  re-  | 
secting  portions  of  the  costal  cartilages  and  | 
removing  the  internal  manunary  nodes  to-  I 
gether  with  the  internal  mammary  blood  I 
vessels  extrapleurally.  ( 

Handley,  Patey,  and  Hand  in  1956“®  de-  j 
scribed  an  ingenious  technic  for  the  excision  j 
of  the  internal  mammary  nodes.  In  their  « 
procedure  the  pectoralis  major  muscle  is  pre-  | 
sen-ed.  The  chest  wall  is  exposed  by  reflect-  J 
ing  the  sternal  attachment  of  the  pectoralis  1 
major  laterally.  Following  the  excision  of  a 
block  of  chest  wall  including  the  internal 
mammary  nodes  the  resultant  defect  is  re- 
paired by  resuturing  the  pectoralis  major 
muscle  to  its  original  bed.  Access  to  the  i 
axilla  is  obtained  by  retracting  the  pectoralis 
major  muscle  anteriorly  and  dissecting  be-  > 
neath  it.  The  disadvantage  of  this  proce-  \ 
dure  is  that  it  is  not  an  en  bloc  operation.  It  j 
has  the  advantage  of  rapid  repair  of  the  chest  ; 
wall  defect  and  some  diminution  of  operative  I 
deformity  through  the  preservation  of  the  ; 
pectoralis  major  muscle.  | 

Caceres"®  in  Lima,  Peru;  Sugarbaker'®  ; 
in  Missouri;  Ariel“Mn  New  York  City;  and  ; 
Bucalossi  and  Veronesi^’  in  Italy,  have  de- 
vised variations  of  the  internal  mammary  ^ 
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extensions  of  the  mdical  inastectoiny  pro- 
cedure. XoeP^^  in  Xashville,  and  Abrao  and 
GentiP24  Paulo,  Brazil,  have  removed 

the  supraclavicular  contents  along  with  the 
radical  mastectomy  and  internal  mammary 
chain  resections.  A recent  review  of  the  Sao 
Paulo  project  reveals  that  of  100  patients 
treated  by  this  extended  operation  only  1 pa- 
tient with  positiv'e  neck  node  findings  sur- 
vived for  fiv^e  years  after  the  operation. 

Wangensteen,  Lewis,  and  Arhelger'-® 
have  extended  the  radical  mastectomy  to  in- 
clude dissection  of  the  internal  mammary 
lymph  nodes,  the  supraclavicular  nodes,  and 
the  deeper  mediastinal  nodes  as  well.  This 
is  not  an  en  bloc  procedure.  It  was  applied 
to  advanced  material,  most  of  which  would 
have  been  considered  inoperable  by  general 
standards.  This  extensive  operation  was 
accompanied  by  a high  operative  mortality, 
and  the  salvage  rate  was  most  disappointing 
primarily  because  of  the  very  advanced  ma- 
terial treated.  In  a preliminary  report  in 
1958  it  was  shown  that  only  patients  with 
nodal  disease  confined  to  the  axilla  or  inter- 
nal mammary  nodes  survived  for  five  years 
postoperatively. 

At  Memorial  Hospital  in  New  York  City 
we  have  devised  the  first  extended  radical 
mastectomy  procedure  embodying  the  mono 
bloc  principle  throughout. Radical 
mastectomy  with  en  bloc  resection  of  the  in- 
ternal mammary  lymph  node  chain  was  be- 
gun in  1951  and  has  since  been  applied  to 
more  than  430  patients  at  the  Memorial 
Center  with  only  2 postoperative  deaths,  less 
than  the  operative  mortality  following  radi- 
cal mastectomy  at  one  of  our  large  North 
American  clinics.  This  procedure  has  been 
apphed  mainly  to  medial  and  central  lesions 
since  they  more  frequently  spread  to  the  in- 
ternal mammary  nodes.  In  the  first  410 
patients  subjected  to  this  operation,  49  per 
cent  showed  axillary  involvement,  and  33  per 
cent  had  internal  mammary  metastases. 
Seven  per  cent  of  all  patients  in  the  group 
showed  only  internal  mammary  involve- 
ment, and  14  per  cent  with  negative  findings 
in  the  axillary  nodes  showed  positive  findings 


ill  the  internal  mammary  nod('s. 

Five  year  follow-up  data  are  available  in 
the  first  200  cases  treated  by  this  method. 

In  this  group,  33  per  cent  showed  internal 
mammary  disease,  and  51  per  cent  had  axil- 
lary node  in\'olvement.  The  over-all  five- 
year  survival  rate  is  66  per  cent,  and  the 
five-year  survival  rate  clinically  free  of  dis- 
ease is  58.5  per  cent.  With  conventional 
treatment  we  would  have  anticipated  a five- 
.year  survival  rate  clinically  free  of  disease 
of  about  49  per  cent.  Thirty-seven  per  cent 
of  patients  with  positive  findings  in  the  in- 
ternal mammary  nodes  are  free  of  disease  five 
years  after  the  operation.  Whereas  this 
extended  operative  procedure  yielded  24 
patients  free  of  disease  after  five  years,  out 
of  65  patients  with  positive  findings  in  the 
internal  mammary  nodes,  Handley”®  re- 
ported that  only  5 out  of  49  patients  with 
positiv'e  findings  in  the  internal  mammary 
nodes  survived  free  of  disease  five  years 
following  radical  mastectomy,  internal  mam- 
mary lymph  node  biopsy,  and  postoperative 
x-ray  therapy.  The  difference  is  even 
greater  when  both  axillary  and  internal 
mammary  nodes  were  involved  with  metas- 
tases. In  this  situation  we  have  34  per  cent 
free  of  disease  after  five  years  (18  out  of  53), 
whereas  the  routine  procedure  yielded  only 
5 per  cent  free  of  disease  after  five  years  (2 
out  of  41). 

An  improved  local  control  of  disease  is 
evident  in  the  first  200  cases  evaluated. 
The  over-all  local  recurrence  rate  is  8 per 
cent  (17  out  of  200).  The  same  local 
recurrence  rate  (8  per  cent)  holds  for  medial 
and  centrally  located  lesions  (15  out  of  181). 
In  contrast,  Auchincloss,®®  in  his  paper  on 
local  recurrence  following  exceedingly  well- 
done  radical  mastectomy  with  primary  skin 
grafting,  reported  a local  recurrence  rate 
of  23  per  cent  for  medial  and  central  lesions. 
This  extended  en  bloc  operative  procedure 
has  demonstrated  a significant  improvement 
in  local  control  as  well  as  a moderate  gain  in 
the  over-all  salvage  rate  when  compared 
with  the  classical  radical  mastectomy  proce- 
dure. 
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All}"  praiitical  extension  of  an  already 
established  operative  procedure  should  ful- 
fill five  requisites'®^  (1)  No  undue  opera- 
tive mortality  or  excess  postoperative  mor- 
bidity, (2)  no  real  interference  with  subse- 
quent general  activity,  (3)  metastatic  disease 
found  in  the  additional  area  excised  in  a 
significant  number  of  patients,  (4)  a signifi- 
cant salvage  rate  of  patients  with  disease 
in  the  additional  area  excised,  and  (5)  an 
improved  local  control  of  disease. 

These  criteria  are  fulfilled  by  radical 
mastectomy  with  en  bloc  in  continuity 
resection  of  the  internal  mammary  lymph 
node  chain.  (1)  We  have  had  less  then  one- 
half  of  1 per  cent  operative  mortality  in  the 
430  patients  treated  at  Memorial  Center, 
(2)  all  patients  have  returned  to  their  pre- 
vious levels  of  general  activity,  (3)  33  per 
cent  of  the  over-all  group  showed  internal 
mammary  lymph  node  metastases,  (4)  37 
per  cent  of  patients  with  internal  mammary 
lymph  node  metastases  are  free  of  disease 
five  years  postoperatively,  and  (5)  the  local 
recurrence  rate  for  medial  and  central  lesions 
has  been  reduced  to  about  one  third  of  the 
usual  incidence  following  the  classical  radical 
mastectomy.  This  procedure  is  indicated 
for  Stage  I and  early  Stage  II  primary 
operable  breast  cancers,  particularly  when 
the  primary  tumor  arises  in  the  medial  and 
central  portions  of  the  breast. 

Improved  results  in  the  treatment  of 
operable  breast  cancer  have  been  obtained 
through  a combination  of  early  diagnosis 
and  prompt  and  adequate  therapy.  Treat- 
ment by  the  classical  radical  mastectomy 
has  yielded  a five-year  salvage  rate  in  the 
neighborhood  of  60  per  cent  and  a local 
recurrence  rate  of  about  13  per  cent.  The 
extension  of  the  classical  radical  mastectomy 
to  include  en  bloc  excision  of  the  internal 
mammary  lymph  node  chain  when  applied 
to  medial  and  central  lesions  has  increased 
the  five-year  salvage  rate  moderately  and 
has  resulted  in  a significant  diminution  of 
the  local  recurrence  rate.  Further  exten- 
sions to  include  resection  of  the  supra- 
clavicular and  deeper  mediastinal  nodes 


have  proved  fruitle.ss  and  disappoinliiig. 

The  obvious  failing  of  all  current 
methods  of  primary  treatment  is  the  fact 
that  they  comprise  a local  attack  which 
cannot  affect  pre-existing  systemic  spread. 
Although  results  can  be  improved  by  com- 
bining all  efforts  toward  an  early  diagnosis 
with  prompt  and  adequate  therapy,  too 
many  patients  still  will  succumb  to  systemic 
disease.  A tremendous  need  exists  for  the 
development  of  efficient  technics  of  sys- 
temic treatment. 

The  adjuvant  chemotherapy  program  now 
being  carried  out  on  a nationwide  basis 
represents  a major  effort  to  control  the 
systemic  spread  of  breast  cancer  at  the  time 
of  surgery.  Cancericidal  compounds  are 
given  to  destroy  cancer  cells  dislodged  from 
the  tumor  area  during  the  operative  proce- 
dure. Free-floating  cancer  cells  which  be- 
come dislodged  from  the  tumor  area  and 
extend  into  the  bloodstream  at  the  time  of 
surgery  should  be  destroyed  more  easily 
than  solid  clumps  of  already  established 
metastases. Roberts  et  reported 
on  cancer  cells  in  the  circulating  blood  of 
cancer  patients  in  relation  to  surgical  opera- 
tion. Seventeen  per  cent  (18  out  of  108) 
showed  cancer  cells  only  during  the  opera- 
tive procedure.  The  findings  were  negative 
before  and  after  surgery.  Theoretically  these 
patients  should  benefit  most  from  adjuvant 
chemotherapy  since  their  embohc  cells 
may  be  destroyed  before  distant  metas- 
tases become  established.  The  unknown 
problems  inherent  in  each  individual  case 
are:  (1)  Have  cancer  cells  spread  and  be- 
come established  as  solid  metastases  prior 
to  surgery?  (2)  Are  cancer  cells  being  dis- 
lodged during  surgery?  (Cancer  cells  are 
not  usually  found  circulating  in  the  blood- 
stream in  cases  of  early  breast  cancer). 
(3)  Is  the  chemical  compound  cancericidal 
in  the  dosage  used?  (4)  How  severe  are  the 
deleterious  effects  of  the  chemical  compound 
on  normal  tissues? 

In  the  two  major  studies  so  far  reported  by 
Cole^®®  and  Moore*®^  nitrogen  mustard  and 
Thio-TEPA  (triethylenethiophosphoramide) 
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wore  f>i\’oii  iiilnivoiiously  :il  llir  tinu'  of 
mastectomy  and  during  the  postoperative 
period.  The  dose  of  Thio-TEPA  finally 
agreed  on  was  0.2  mg.  per  kilogram  at  the 
1 time  of  surgery  and  0.2  mg.  per  kilogram  of 
body  weight  on  the  second  and  third  postop- 
erative days.  Running  double  blind  studies 
both  groups  reported  encouraging  results.  In 
Cole’s'^®  study  15  of  60  control  patients  died 
of  their  cancer  while  only  6 of  60  in  the  treated 
group  expired  within  a period  of  four 
years.  At  an  earlier  date  recurrences  were 
noted  in  16  of  the  controls  and  in  12  of  the 
treated  cases.  These  are  not  five-year  re- 
sults, and  the  morbidity  is  somewhat  greater 
in  the  treated  group.  Moore,  in  a pre- 
liminary report  on  the  use  of  Thio-TEPA, 
also  reported  a markedly  lower  recur- 
rence rate  in  the  treated  group.  How- 
1 ever,  his  early  control  group  showed  an 
j inordinately  high  incidence  of  recurrence, 
and  the  later  groups  showed  only  slight 
I differences  between  treated  patients  and 
controls. 

In  the  initial  series  which  received  a total 
i dose  of  0.8  mg.  of  TSPA  (triethylene  thio- 
I phosphoramide)  with  only  49  per  cent  of 
j positive  findings  in  the  axillas,  he  reported 
a 43  per  cent  recurrence  rate  at  two  years 
j in  the  controls  and  only  24  per  cent  in  the 
j treated  patients.  In  the  later  group  with 
( similar  nodal  involvement  which  received  a 
j total  of  0.6  mg.  of  TSPA  the  treated  group 
I showed  a 14  per  cent  recurrence  rate  and  the 
: control  group  a 20  per  cent  recurrence  rate 
at  twenty-one  months.  While  these  fig- 
ures are  exciting  and  look  promising,  one 
! must  remember  that  they  represent  short- 
I term  results  in  rather  small  groups  of  pa- 
tients. 

This  is  not  an  innocuous  therapy  and 
has  resulted  in  increased  morbidity  and  pro- 
longed hospitalization.  Leukopenia,  ane- 
mia, pneumonia,  wound  dehiscence,  and  in- 
fection have  occurred  in  a moderate  number 
of  patients.  More  detailed  and  long-term 
data  are  necessary  before  this  method  of 
treatment  can  be  accepted  as  a routine 
procedure. 
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WILLIAM  B.  OBER,  M.D. 


A Space-Occupying  Lesion  in  the  Brain 


Case  History 

Vincent  G.  Vinci,  M.D.:  A twenty-five 
year-old  Puerto  Rican  woman  was  admitted 
to  Knickerbocker  Hospital  on  March  1, 
1961,  because  of  headaches  and  vomiting 
of  three  months  duration.  She  had  been 
in  good  health  until  December,  1960,  when 
she  began  to  experience  pain  behind  the 
right  eye  and  a dull  headache  in  the  right 
frontal  area.  Her  family  noticed  that  she 
had  become  somewhat  irritable  and  “nerv- 
ous” and  that  she  tended  to  sleep  longer 
hours.  In  January,  1961,  the  headaches 
became  more  severe,  associated  with  nausea 
and  occasional  episodes  of  vomiting.  Over 
the  next  month  vomiting  became  more  fre- 
quent. The  vomiting  was  not  associated 
with  any  food  intolerance,  and  there  was 
no  significant  loss  of  appetite,  but  vomiting 
of  recently  ingested  food  prevented  adequate 
dietary  intake.  The  frontal  headache  and 
retrobulbar  pain  persisted  but  were  not 
constant  in  intensity.  There  was  no  his- 
tory of  diplopia  or  other  visual  disturbance, 
loss  of  consciousness,  disturbance  of  gait, 
or  recent  febrile  illness.  The  past  history 
and  review  of  the  systems  were  completely 


unrevealing. 

On  examination  the  patient  was  well  de- 
veloped, well  nourished,  and  in  no  acute  dis- 
tress. The  vital  signs  were  normal.  There 
was  no  evidence  of  trauma  to  the  head. 
The  pupils  were  round,  regular,  and  equal 
and  reacted  well  to  light  and  accommodation. 
There  was  bilateral  papilledema  and  soft 
recent  exudates  were  seen  in  the  retina. 
The  neck  was  supple.  The  sensorium  was 
clear.  There  was  no  evidence  of  cranial 
nerve  dysfunction.  The  reflexes  were  brisk 
and  equal;  no  pathologic  reflexes  could  be 
elicited.  The  tests  of  coordination  and 
muscular  strength  produced  normal  find- 
ings. The  sensory  tests  were  normal.  The 
carotid  pulsations  were  strong  and  symmet- 
rical. The  visual  fields  on  confrontation 
revealed  no  deficits.  An  examination  of 
the  heart,  lungs,  abdomen,  pelvis,  and  rectum 
likewise  was  unrevealing. 

A urinalysis  revealed  a specific  gravitj’'  of 
1.021,  a trace  of  reducing  substance,  and  a 
2 plus  test  for  acetone.  The  hemoglobin 
was  13.9  Gm.  per  100  ml.  The  white  cell 
count  was  7,000  with  38  per  cent  neutrophils, 
42  per  cent  lymphocytes,  15  per  cent  eosino- 
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Fig.  1.  Lateral  view  of  skull  showing  a normal 
osseous  structure.  There  is  an  irregular  plaque  of 
calcification  in  the  rostral  area  of  the  cranial 
contents. 

phils,  4 per  cent  monocyte.s,  and  1 per  cent 
basophils.  The  fa.sting  blood  sugar  was 
92  mg.  per  100  ml.,  and  the  nonprotein 
nitrogen  was  32  mg.  per  100  ml.  An 
Aschheim-Zondek  test  gave  negative  find- 
ings. The  serum  electrolytes  were  within 
normal  limits. 

A lumbar  puncture  the  day  following  her 
admission  showed  an  initial  pressure  of  270 
mm.  of  water.  The  fluid  contained  no  cells, 
was  sterile,  and  had  protein  of  81  mg.  per 
100  ml. 

A chest  film  showed  negative  findings. 
Routine  skull  x-ray  films  showed  no  roent- 
genographic  evidence  of  increased  intra- 
cranial pressure,  but  there  was  an  irregular 
plaque  of  calcification  in  the  right  frontal 
region  about  1 cm.  in  size  (Fig.  1). 

For  the  first  three  days  of  hospitaliza- 
tion the  patient  complained  of  frontal  head- 
ache. This  was  described  as  starting  above 
and  behind  the  right  eye  and  radiating  to 
the  right  temporal  area.  On  occasion  an 
occipital  headache  also  was  described.  In- 
termittent episodes  of  vomiting  were  ob- 
served. On  the  fourth  hospital  day  the  pa- 
tient fell  while  getting  out  of  bed  and  was  no- 
ticed to  lose  consciousness  for  a few  seconds. 
On  the  seventh  hospital  day  visual  field 
studies  using  a 3-mm.  object  revealed  a 
left  homonymous  hemianopsia.  The 
macular  area  was  spared. 


Fig.  2.  Right  carotid  angiogram  showing  dis- 
placement of  the  cerebral  vessels  to  the  left  by  a 
sizable  space-occupying  lesion  on  the  right. 


An  electroencephalogram  taken  on  the 
eighth  hospital  day  revealed  slow  waves 
(one  and  one-half  to  two  seconds)  of  high 
amplitude  originating  from  the  right  an- 
terior temporal  area.  At  this  time  severe 
paroxysmal  headache  was  present,  sufficient 
to  require  heavy  analgesia.  There  was 
severe  tenderness  over  the  right  temporo- 
parietal area  of  the  skull.  By  the  ninth 
day  the  gait  had  become  unsteady.  An 
arteriogram  of  the  carotid  region  was  un- 
successful. A re-evaluation  of  the  neurologic 
status  revealed  persistent  bilateral  papille- 
dema, a weakness  on  the  left  side  of  the  face, 
and  questionable  hypesthesia  to  pinprick 
over  the  left  side  of  the  body.  A right 
carotid  arteriogram  was  performed  on  the 
thirteenth  hospital  day  revealing  a space- 
occupying  lesion  in  the  right  temporo- 
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frontal  area  (Fig.  2).  A surgical  exploration 
was  scheduled  for  the  seventeenth  hospital 
day,  but  the  patient  was  found  unconscious 
on  the  fifteenth  hospital  day.  The  pupils 
were  dilated,  the  right  pupil  wider  than  the 
left,  and  both  were  unreactive  to  light.  The 
peripheral  reflexes  were  abolished.  An  oper- 
ation was  performed  a few  hours  later. 

Discussion 

George  J.  Bertero,  M.D.:  The  pre- 
senting history  and  physical  examination 
reveal  that  we  are  dealing  with  a patient 
showing  unmistakable  signs  of  increased 
intracranial  pressure.  The  evidence  may 
be  outlined  as  follows:  (1)  A four-month 
history  of  episodic  frontal  and  retrobulbar 
headache  becoming  progressively  more 
severe  and  more  frequent,  (2)  nausea  and 
vomiting  not  associated  with  eating  or  di- 
gestive disturbance,  (3)  bilateral  papilledema, 
and  (4)  alteration  in  personality  and  habits 
of  sleep. 

The  spinal  fluid  examination  confirms  the 
presence  of  increased  intracranial  pressure 
and  otherwise  reveals  only  an  increased 
protein  concentration.  These  observations 
and  the  otherwise  noncontributory  history 
and  physical  examination  tend  to  rule  out 
those  conditions  which  may  mimic  a brain 
tumor  by  presenting  with  the  previously 
noted  signs  and  symptoms.  I should  like 
to  mention  these  briefly  since  they  often  ap- 
pear in  the  differential  diagnosis  of  such 
patients  and  at  other  times  are  not  so  easily 
excluded.  These  are;  (1)  pseudotumor 
cerebri  or  meningeal  hydrops,  (2)  hyperten- 
sive encephalopathy,  (3)  chronic  pulmonary 
disease  with  hypercapnia  and  hypoxia,  (4) 
chronic  adhesive  arachnoiditis  and/or  aque- 
ductal  stenosis,  (5)  thrombosis  of  cerebral 
veins  or  dural  sinuses,  (6)  Addison’s  disease 
with  encephalopathy,  and  (7)  hypopara- 
thyroidism with  papilledema.  There  isn’t 
a shred  of  positive  evidence  in  the  protocol 
to  substantiate  any  of  these  as  a diagnostic 
possibility  in  this  patient.  Also,  we  are 
given  some  very  important  positive  infor- 
mation that  points  toward  a space-occupying 


lesion. 

Plain  x-ray  films  of  the  skull  showed  a 
solitary  calcified  plaque  in  the  right  frontal 
region.  This,  in  view  of  the  antecedent  ob- 
servations, is  a reliable  sign  of  the  presence 
and  approximate  location  of  a brain  tumor. 
The  negative  findings  in  the  chest  film  and 
in  the  physical  examination  tend  to  elimi- 
nate the  possibility  of  metastatic  tumor  to 
the  brain  since  abnormal  chest  findings  are 
present  in  about  75  per  cent  of  cases  of 
metastatic  brain  tumor.  Malignant  mela- 
noma and  choriocarcinoma  in  a patient  of  this 
age  should  be  mentioned,  but  there  is  nothing 
in  the  history  to  suggest  them.  I would 
like  to  ask  Dr.  Moynahan  to  comment 
further  on  the  x-ray  studies. 

Joseph  M.  Moynahan,  M.D.:  The 

initial  examination  of  the  skull  revealed  an 
irregular  calcific  deposit  in  the  frontal 
region  (Fig.  1).  There  is  no  radiographic 
evidence  of  increased  intracranial  pressure. 
No  other  abnormalities  are  apparent.  A 
localized  calcific  deposit  in  a nonphysiologic 
context  must  be  considered  as  representing 
a brain  tumor  until  proved  otherwise.  The 
right  carotid  angiogram  (Fig.  2)  revealed 
good  filling  of  the  internal  carotid  and  the 
anterior  and  middle  cerebral  arteries.  The 
right  anterior  cerebral  artery  was  markedly 
displaced  to  the  left.  On  the  lateral  projec- 
tion there  was  a slight  elevation  of  the  middle 
cerebral  artery.  No  convincing  evidence  of 
a tumor  stain  was  noted. 

The  findings  are  indicative  of  a large 
mass  in  the  right  frontoparietal  region.  In 
view  of  the  calcification,  the  most  likely 
radiographic  diagnosis  is  a primary  brain 
tumor. 

Dr.  Bertero:  The  detection  of  a high 
peripheral  eosinophil  count  in  a young 
Puerto  Rican  might  be  associated  with  in- 
testinal parasitism.  I don’t  think  it  sug- 
gests parasitic  cystic  disease  of  the  brain. 
The  absence  of  eosinophils  in  the  spinal 
fluid  and  the  configuration  of  the  calcified 
plaque  in  the  brain  confirm  this  impression. 
I would  like  to  know  whether  or  not  parasites 
were  found  in  this  patient’s  stools  and,  if  so. 
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what  they  were. 

Dr.  Vinci  : The  stool  was  examined  on  one 
occasion  for  ova  and  parasites,  but  none 
were  detected.  Subsequent  blood  counts 
did  not  reveal  significant  eosinophilia. 

Dr.  Bertero:  This  additional  informa- 
tion suggests  that  the  patient  has  a transient 
eosinophilia,  possibly  the  result  of  contact 
with  an  allergen,  rather  than  the  result  of  a 
parasitic  disease. 

In  the  absence  of  any  positive  sign,  I shall 
have  to  exclude  space-occupying  granulo- 
matous lesions  and  consider  that  we  are  deal- 
ing with  a primary  intracranial  neoplasm. 
The  electroencephalogram  serves  only  to  con- 
firm my  impression  of  a tumor  in  the  right 
frontoparietal  area.  The  rapidly  changing 
neurologic  signs  seen  terminally  probably 
represent  a response  to  increasing  intra- 
cranial pressure,  most  likely  temporal  lobe- 
tentorial  herniation. 

The  selection  of  a specific  name  for  this 
tumor  poses  some  difficulty.  The  tumor 
contained  an  area  of  calcification,  but  the 
clinical  course  was  extremely  rapid.  The 
patient  is  rather  young  to  have  a glioma. 
However,  the  most  frequently  calcifying 
glioma  is  the  oligodendroglioma,  but  this 
tumor  would  not  account  for  the  rapidly 
downhill  course.  Conversely,  the  most 
rapidly  growing  glioma  is  the  glioblastoma 
multiforme,  but  this  tumor  rarely  calcifies. 
I shall  put  my  chips  on  a middle  square  and 
select  an  astrocytoma,  possibly  one  with 
areas  undergoing  rapid  growth  and  trans- 
formation to  a glioblastoma-like  architec- 
ture in  some  areas,  while  other  areas  remain 
better  differentiated,  slowly  growing,  and 
containing  calcified  material. 

Mardoqueo  I.  Salomon,  M.D.:  The 

relatively  short  history  and  acute  clinical 
course  suggest  to  me  a glioblastoma,  pos- 
sibly with  terminal  hemorrhage,  rather  than 
the  more  slowly  growing  astrocytoma. 

Dr.  Bertero  : Of  course  I cannot  exclude 
glioblastoma  categorically,  and  the  clinical 
course  was  acute.  I am  basing  my  guess  as 
to  the  histology  of  the  tumor  on  the  presence 
of  calcification. 


Marcel  Tuchman,  IM.D.:  A question  of 
management  should  be  raised.  The  chnical 
history  alone  suggests  the  diagnosis  of  brain 
tumor  with  increased  intracranial  pressure. 
In  the  face  of  this  history  and  bilateral 
papilledema,  should  a lumbar  puncture  have 
been  attempted? 

Dr.  Vinci  : If  the  spinal  tap  is  done  with 
great  caution  and  the  fluid  is  removed  very 
slowly,  the  danger  is  minimal.  One  always 
has  to  balance  the  value  of  the  information 
obtained  from  a procedure  against  the  risk 
involved. 

William  F.  McCormick,  M.D.:  With 
increased  supratentorial  pressure  as  evi- 
denced by  bilateral  papilledema,  the  risk 
of  having  a spinal  tap  produce  intracranial 
herniation  is  considerable  no  matter  how 
much  care  is  taken.  One  really  cannot  con- 
trol fluid  dynamics  that  precisely.  The 
shifts  in  intracranial  pressure  and  the  locali- 
zation of  the  effects  of  such  shifts  on  cerebral 
substance  vary  considerably  with  the  loca- 
tion of  the  lesion,  possibly  its  size,  possibly 
even  the  consistency  of  the  lesion.  We 
know  none  of  these  factors  with  any  degree  of 
precision  at  the  time  that  a diagnostic  tap 
is  done.  The  rule  against  lumbar  puncture 
in  the  presence  of  bilateral  papilledema  is 
an  old  one  but  a good  one.  Intracerebral 
herniation  is  a very  frequent  cause  of  death 
under  such  circumstances.  I shall  have 
more  to  say  about  this  later  on. 

Stanley  Wittenberg,  M.D.:  Another 
point  regarding  management  seems  to  be 
the  time  that  elapsed  between  the  patient’s 
admission  and  the  operation  which  was  forced 
on  us  fifteen  days  later.  I am  under  the 
impression  that  brain  tumors  are  almost  an 
emergency.  The  risk  of  an  abrupt  change 
for  the  worse  in  the  patient’s  status  is  very 
real.  I am  not  happy  about  the  fact  that 
it  took  us  thirteen  days  to  diagnose  a space- 
occupying,  intracranial  lesion  and  that  when 
it  was  diagnosed  that  the  operation  was  put 
off  for  four  days. 

Lillian  Lord,  M.D.  : Much  of  the  delay 
was  occasioned  by  technical  difficulties  in 
planning  for  and  securing  an  angiogram. 
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Fig.  3.  Photograph  of  gross  specimen  showing  its 
circumscription  and  size. 


When  seen  by  the  neurosurgeon  after  that 
procedure,  the  patient’s  condition  appeared 
stable,  and  craniotomy  was  scheduled  two 
days  hence.  When  the  brain  was  explored, 
the  tumor  was  buried  deep  in  the  substance 
of  the  right  temporal  or  temporoparietal  lobe. 
The  external  surface  of  the  cerebral  cortex 
was  normal  to  inspection.  The  tumor  was 
well  circumscribed  and  shelled  out  easily. 
The  patient  did  not  recover  from  her  coma- 
tose state  and  died  six  days  later. 

Clinical  Diagnosis 

Meningioma,  right  frontoparietal  region. 

Dr.  Bertero’s  Diagnosis 

Astrocytoma,  right  frontoparietal  region. 

Pathologic  Report 

Dr.  McCormick:*  The  tumor  that  was 
removed  at  the  time  of  the  emergency  crani- 
otomy was  described  by  the  surgeon  as  lying 
wholly  within  the  brain  parenchyma  and 
not  attached  to  the  dura  at  any  point.  It 
was  said  to  “shell  out”  easily.  I reiterate 
these  points,  since  they  are  important. 

The  surgical  specimen  was  that  of  a well 
circumscribed,  roughly  spherical,  4 by  4 by 
3V2  cm.,  firm,  almost  rubbery,  pink  mass 

* Guest  pathologist;  assistant  professor  of  pathol- 
ogy. University  of  Tennessee. 


Fig.  4.  An  area  of  high  cellularity  demonstrating 
moderate  nuclear  pleomorphism  and  minimal 
amounts  of  connective  tissue  formation. 


(Fig.  3).  The  cut  surface  was  homogeneous 
in  appearance,  free  of  any  cysts  or  areas  of 
gross  necrosis,  and  was  almost  glassy  in  its 
smoothness. 

Microscopically,  this  neoplasm  fails  to 
fit  into  any  of  the  usual  “textbook”  types. 
There  is  considerable  variation  in  the 
histologic  pattern  from  area  to  area,  with 
some  parts  being  highly  cellular  with  mod- 
erate cellular  pleomorphism  and  numerous 
mitoses,  some  of  which  are  abnormal,  while 
other  areas  have  large  quantities  of  dense 
fibrous  tissue  and  only  scanty  cells.  In  the 
more  cellular  areas  the  neoplastic  cells  tend 
to  be  plump,  with  large  vesicular  nuclei  and 
one  to  three  nucleoli;  to  have  rather  scanty, 
eosinophilic,  agranular  cytoplasm;  and  to  be 
separated  from  each  other  by  very  fine 
fibrous  tissue  (reticulin)  strands  (Fig.  4). 
In  other  areas  the  tumor  cells  assume  a 
spindle-cell,  fibroblast-like  appearance  and 
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I Fig.  5.  An  area  of  fibroblast-like  cells  with  abun- 


dant connective  tissue  formation. 

are  associated  with  much  more  connective 
tissue  (Fig.  5).  Palisade  formation  is  not 
present,  and  there  is  no  tendency  to  form 
pseudorosettes  or  perivascular  clusters. 
1 Multinucleated  and  giant  cells  are  not  pres- 
) ent.  The  vascularity  of  this  neoplasm  is 
I rather  moderate  in  degree  and  confined 
I chiefly  to  the  fibrous  tissue  trabeculas. 
i Little  or  no  mural  cell  or  endothelial 
!'  hyperplasia  is  seen,  and  “glomeruloids,”  such 
I as  are  seen  in  glioblastomas,  are  absent. 

. At  times  concentric  laminas  of  fibrous  tissue 
I are  laid  down  about  some  of  the  larger 
vessels.  Foci  of  dense  calcification  are 
i'  present  at  the  edges  of  the  tumor  where  it 
j is  invading  the  brain  (Fig.  6).  This  calci- 
i fication  takes  the  form  of  dense  aggregates 
of  particles  in  heavy  fibrous  tissue  and  within 
I gliotic  brain  tissue.  No  psammoma  bodies 
are  formed,  and  the  tumor  cells  show  no 
I tendency  to  form  whorls. 

Perhaps  the  most  striking  feature  of  this 


Fig.  6.  Margin  of  the  tumor  with  its  junction 
with  fibrotic  and  gliotic  brain.  Note  that  the 
calcification  is  confined  to  the  brain  and  does  not 
involve  the  neoplasm. 

neoplasm  is  its  connective  tissue  pattern. 
Fine  and  heavy  strands  course  through  the 
tissue  separating  the  neopla.stic  cells  into 
packets  of  varying  size.  In  some  areas 
large  sheets  of  dense,  acellular,  eosinophilic 
collagenous  tissue  are  found,  while  in  other 
areas  less  dense  bands  intersect  zones  of 
neoplastic  cells,  while  in  still  other  areas 
very  fine  fibers  surround  individual  tumor 
cells.  The  reticulin  stain  shows  a pattern 
paralleling  in  general  that  of  the  Mallory 
trichrome  but  accentuates  the  small  vessel 
component.  Fine  reticulin  fibers  can  be 
seen  coursing  between  small  clumps  and 
even  individual  tumor  cells  (Fig.  7).  This 
pattern  is  not  that  usually  found  in  menin- 
giomas or  gliomas,  but  is  more  hke  that  seen 
in  certain  vascular  tumors,  notably  heman- 
giopericytomas and  hemangio-endothe- 
liomas. 

In  summary,  this  unusual  neoplasm  fails 
to  fit  into  any  of  the  more  common  and  well- 
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Fig.  7.  Laidlaw  stain  demonstrating  the  abundant, 
very  fine  reticulin  fibers  between  tumor  cells. 


known  types,  or  indeed,  even  the  usual 
central  nervous  system  sarcomas,  rare  as 
they  are.  It  is  primary  to  the  cranial  con- 
tents, proved  to  my  satisfaction  by  the  ab- 
sence of  any  neoplasm  elsewhere  in  the  body. 
On  the  basis  of  the  cellular  pleomorphism, 
mitotic  activity  with  abnormal  forms,  large 
vesicular  nuclei,  focal  invasion  of  brain 
parenchyma,  and  short  clinical  course,  it  is 
considered  malignant.  Because  of  the  ab- 
sence of  glial  fibers  and  recognizable  glial 
cells  and  in  view  of  the  abundance  and  pat- 
tern of  the  connective  tissue  elements,  it  is 
considered  a sarcoma  arising  from  connective 
tissue  elements  within  the  depths  of  a sulcus 
or  from  perivascular  connective  tissue  in  a 
Virchow-Robin  space.  The  finding  of  the 
tumor  deep  within  the  brain  is  not  rare  for 
sarcomas. 

The  autopsy  findings  in  this  case,  with  the 
exception  of  the  brain,  are  chiefly  negative. 
As  mentioned  before,  no  tumor  could  be 


found  elsewh('r(!  in  the  body.  Tlu^  patiimt 
had  not  developed  pneumonia  during  the 
terminal  illness. 

The  findings  in  the  central  nervous  system 
were  limited  to  the  brain.  No  additional 
tumor  masses  were  present.  Moderate  cere- 
bral edema  with  flattening  of  the  gyri  and 
narrowing  of  the  sulci  was  present.  The 
tumor  bed  was  the  site  of  extensive  hemor- 
rhagic encephalomalacia.  In  addition,  there 
was  described  a moderate  cerebellar  pressure 
cone  (herniation  and  medial  displacement  of 
the  tonsils).  The  brain  was  too  edematous 
and  necrotic  for  the  prosector  to  be  certain 
whether  or  not  uncal  herniation  was  present. 
Even  so,  the  terminal  event,  occurring  prior 
to  surgical  intervention,  was  undoubtedly 
due  to  herniation  of  the  unci  (hippocampal 
gyri)  through  the  incisura  of  the  tentorium 
cerebelli,  with  concomitant  embarrassment 
of  the  blood  supply  to  the  midbrain  and 
brain  stem.  Just  what  role  the  lumbar 
puncture,  done  on  the  day  following  admis- 
sion and  fourteen  days  before  evidence  of 
herniation,  played  in  the  clinical  course  is 
uncertain.  The  time  interval  is  such  that 
it  seems  probable  that  it  actually  played  no 
real  part  in  this  case. 

Without  going  into  the  very  real  problems 
of  uncal  hernias  in  patients  with  expanding 
supratentorial  lesions,  let  me  refer  you  to 
three  papers  which  cover  the  subject  very 
well.^“® 

Now,  let  me  turn  briefly  to  the  problem  of 
meningeal  sarcomas.  Sarcomas  primary  to 
the  intracranial  cavity  are  quite  rare.  While 
I can  give  no  exact  figure  for  their  occur- 
rence, it  seems  reasonable  to  estimate  their 
incidence  at  0.1  to  0.8  per  cent  of  all  primary 
intracranial  neoplasms.  To  my  knowledge 
the  largest  reported  series  is  that  of  Chris- 
tensen and  Lara^  who  were  able  to  collect 
25  cases.  Nichols  and  Wagner,®  in  Balti- 
more, found  9 cases  out  of  a series  of  584 
primary  brain  tumors. 

The  majority  of  this  group  of  sarcomas 
arise  from  the  dura  and  are  classical  fibro- 
sarcomas. The  remainder  arise  from  the 
adventitia  of  leptomeningeal  blood  vessels 


3308 


New  York  State  J.  Med. 


A SPACE-OCCUPYING  LESION  IN  THE  BRAIN 


or  from  the  pia-arachnoid,  often  deep  within 
a sulcus,  and  simulating  an  intraparenchymal 
lesion.  The  peak  incidence  in  most  reported 
series  has  been  in  the  first  three  decades  of 
life.^  While  there  have  been  several  at- 
tempts to  classify  these  sarcomas  into  sub- 
types,  such  as  fibrosarcomas,  perivascular 
sarcomas,  and  monstrocellular  sarcomas,  no 
real  uniform  classification  is  available. 
This  case  under  discussion  seems  to  fit  most 
closely  into  the  fibrosarcoma  group  but  is 
not  completely  typical. 

The  prognosis  in  these  tumors  depends 
very  largely  on  the  degree  of  circumscrip- 
tion and  location  within  the  brain  and  to  a 
lesser  extent  on  their  histologic  subtype. 
The  tumor  in  this  case  was  very  well  local- 
ized and  surgically  accessible.  If  it  had 
been  removed  prior  to  the  development  of 
the  herniations,  the  patient  might  well  have 
been  expected  to  survive. 

Anatomic  Diagnosis 

Meningeal  sarcoma,  right  temporoparietal 
area,  fibrosarcoma  type. 

William  B.  Ober,  M.D.:  The  only  com- 
ment I have  to  make  is  purely  an  historical 
one.  One  of  the  best  histopathologic  de- 
scriptions of  a meningeal  sarcoma  is  by 


Bailey  and  Ingraham.®  The  tumor  in  this 
case  resembles  Case  3 in  their  well-illustrated 
report.  That  case  involved  a two  and  one- 
half-year-old  boy  with  a tumor  near  the 
right  motor  cortex.  He  was  living,  well, 
and  developing  normally  six  years  later. 
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Expectant  Mother  Survives  Surgery  Using  Heart-Lung  Machine 


An  expectant  mother  has  survived  an  operation 
in  which  a heart-lung  machine  was  used  for  twenty 
minutes.  The  machine  takes  over  the  work  of  the 
heart  and  lungs  while  the  heart  is  undergoing  an 
operation. 

In  the  case  reported,  the  twenty-three-year-old 
mother  gave  birth  to  a son  five  months  after  the 
operation,  but  the  infant,  born  with  a number  of 
defects,  lived  for  only  four  months.  The  woman 
subsequently  gave  birth  to  a healthy  son. 

A severe  congenital  heart  defect  in  the  patient 
associated  with  an  unusual  combination  of  circum- 
stances necessitated  the  operation  during  pregnancy. 


The  open-heart  surgery  required  that  the  patient’s 
total  blood  circulation  be  handled  by  the  heart-lung 
machine.  The  authors  feel  that  a heart-lung  ma- 
chine may  be  used  safely  insofar  as  the  health  of  the 
mother  is  concerned,  but  the  effect  on  the  unborn 
child  remains  in  doubt.  This  is  the  first  known  in- 
stance in  which  a pregnant  woman  was  subjected  to 
total  body  perfusion,  and  the  need  for  this  correction 
of  a heart  defect  in  an  expectant  mother  is  expected 
to  be  extremely  rare. — Robert  Leyse,  M.D.,  Milford 
Ofstun,  M.D.,  David  H.  Dillard,  M.D.,  and  K.  Alvin 
Merendine,  M.D.,  Journal  of  the  American  Medical 
Association,  June  24,  1961 
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T T NTiL  1869  the  pancreas  was  considered 
^ only  as  an  excretory  organ.  In  that 
year  Langerhans^  observed  both  in  fresh 
glands  and  in  pancreata  stained  for  several 
days  in  iodinated  serum  small  intensely 
yellow  areas  measuring  0.1  to  0.2  mm. 
These  areas  were  seen  to  consist  of  small 
polygonal  translucent  cells  measuring  9 to 
12  micra  in  diameter  and  were  named 
“ZeUhaufen”  (groups  of  cells).  He  was  un- 
able to  give  an  interpretation  of  their 
significance  but  thought  that  they  might 
possibly  be  connected  with  the  nervous 
system.  Although  Von  Ebner,  in  1872,^ 
confirmed  the  presence  of  these  areas  in  the 
pancreata  of  rabbits  and  frogs,  they  were 
subsequently  forgotten  or  confused  with 
other  structures. 

In  1879,  Renaut^  reported  that  in  birds 
and  mammals  there  were  small  foci  in  the 
pancreatic  lobules  about  the  size  of  a lymph 
follicle  which  he  called  “points  foUiculaires.” 

* This  study  was  supported  by  grants  from  the 
National  Institutes  of  Health,  Bethesda,  Maryland, 
and  the  National  Science  Foundation,  Washington,  D.C. 


In  1882,  Kiihne  and  Lea,^  while  studying 
pancreatic  acinar  changes  during  secretion, 
injected  the  pancreatic  arteries  and  observed 
within  the  lobules  glomerulus-like  structures 
composed  of  dilated  and  tortuous  blood 
vessels.  They  noted  that  these  glomeruli 
were  present  only  at  the  site  of  cellular 
masses  which  they  called  “intertubulare 
ZeUhaufen.”  They  considered  them  as 
entities  separate  from  the  glandular  paren- 
ch3maa  and  also  thought  that  they  possibly 
constituted  small  lymph  follicles.  In  the 
same  year  Schaefer^  observed  the  existence 
in  the  pancreas  of  groups  of  cells  which 
were  thought  to  be  epithelial  in  nature  and 
which  were  arranged  around  capillaries. 
Others,  during  the  ensuing  years,  confirmed 
the  existence  of  these  cell  groups®~^^  and  they 
were  variously  named  “pseudo-follicles”® 
or  “intertubulare  Zellen.”®  Although  some 
considered  them  distinct  entities,  their 
significance  was  vague. 

With  the  discovery  by  Von  Mering  and 
Minkowski  in  1889^®  that  total  pancreatec- 
tomy in  dogs  causes  diabetes,  the  relation- 
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ship  of  the  pancreas  to  carbohydrate  metab- 
olism was  for  the  first  time  established  be- 
yond any  doubt.  However,  many  at  that 
time  believed  that  the  external  secretion  of 
the  pancreas  was  the  factor  which  plays 
a role  in  blood  sugar  homeostasis.  To 
clarify  this  question  Hedon^'* *  transplanted 
the  remnant  of  a partially  resected  pancreas 
and  observed  that  diabetes  was  absent  as 
long  as  the  transplant  remained  intact. 
These  findings  suggested  that  an  internal 
rather  than  an  external  secretion  was  in- 
volved in  carbohydrate  metabolism. 

In  1893,  Laguesse^^  reinvestigated  the 
peculiar  cellular  masses  which  had  first  been 
described  by  Langerhans  and  after  con- 
vincing himself  that  they  were  identical 
with  the  structures  described  under  different 
names  by  other  authors  called  them  for  the 
first  time  islands  of  Langerhans.  He  also 
suggested  that  they  are  the  organ  of  internal 
secretion  of  the  pancreas  involved  in  carbo- 
hydrate metabolism.  This  idea  was  based 
on  the  presence  in  the  islets  of  a rich  capil- 
lary network  and  on  the  presence  of  granules 
within  these  cells. 

At  the  turn  of  the  century  various  in- 
vestigators^®"^® furnished  the  confirmatory 
evidence  that  the  islets  of  Langerhans  pro- 
duced the  internal  secretion  for  control  of 
carbohydrate  metabolism  by  demonstrating 
that  pancreatic  duct  ligation  causes  atrophy 
of  the  exocrine  parench5Tna  with  preserva- 
tion of  the  islets  and  absence  of  diabetes. 

Morphologic  studies  on  the  human  pan- 
creas carried  out  at  the  same  time  indicated 
a relationship  between  alterations  of  the 
islets  and  diabetes.  In  1901,  Opie^®  reported 
cases  of  human  diabetes  in  whom  the  islets 
showed  varying  degrees  of  atrophy,  sclero- 
sis, and  hyalinization.  In  the  same  year, 
Weichselbaum  and  StangP®  observed  in 
diabetic  pancreata  a diminution  of  islets  and 
a peculiar  vacuolization  of  the  islet  cells 
which  they  termed  “hydropic  degeneration.” 
Other  authors  at  approximately  the  same 
time®^'®®  observed  marked  vascular  changes 
in  the  pancreata  of  diabetic  patients  and 
suggested  that  the  frequently  observed 
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Fig.  1.  Blood  sugar  curves  of  2 rabbits  and  1 
partially  (50  per  cent)  pancreatectomized  dog  who 
received  various  diabetogenic  hormones.  Rabbit  A 
was  treated  with  1 mg.  per  kilogram  of  cortisone 
acetate  and  3 mg.  crystalline  glucagon  simultaneously 
daily  for  six  weeks.  Rabbit  B received  4 mg.  per 
kilogram  daily  of  cortisone  acetate  for  twenty-one 
days  and  8 mg.  per  kilogram  daily  thereafter.  The 
dog  was  treated  with  3 mg.  per  kilogram  of  growth 
hormone  daily  for  twenty-one  days. 


sclerosis  of  the  islets  of  Langerhans  with 
ensuing  diabetes  might  be  related  to  im- 
pairment of  vascular  supply.  Further  prog- 
ress in  the  better  understanding  of  the  role 
of  the  pancreas  in  diabetes  was  made  possible 
by  the  work  of  Lane  in  1907,®®  and  of 
Bensley  in  1911,®^  who  established  the  clear 
tinctorial  separation  of  the  A and  B cells 
of  the  islets. 

Subsequently,  Allen®®  studied  the  mor- 
phologic alterations  in  the  pancreata  of  dogs 
rendered  diabetic  by  90  per  cent  partial 
pancreatectomy  and  at  the  same  time 
Homans®®’®®  investigated  the  development  of 
experimental  diabetes  in  the  partially  de- 
pancreatized  dog  and  cat.  Both  investiga- 
tors observed  in  severely  diabetic  animals 
vacuolization  of  the  B cells.  This  was  con- 
sidered identical  with  the  hydropic  degenera- 
tion originally  described  by  Weichselbaum 
and  Stangl®®  in  the  human  being.  Since 
in  the  experimental  animal  the  vacuoliza- 
tion eventually  led  to  destruction  of  this 
cellular  system  and  permanent  diabetes, 
these  experiments  for  the  first  time  definitely 
established  the  B cells  as  the  source  of  the 
internal  secretion  of  the  pancreas  which  is 
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Fig.  2.  Upper  left. — Pancreatic  islet  of  normal  rabbit.  The  B-cell  granules  (black)  are  polarized  around 
the  capillary  borders  of  the  cells.  The  A cells  are  medium  gray  (arrows)  and  the  D cells  are  light  gray  (D) 
(X  445).  (Aldehyde  Fuchsin  Trichrome  Stain).  Upper  right. — Islet  of  rabbit  treated  with  5 mg.  per  kilo- 
gram of  cortisone  acetate  for  seven  days.  There  is  almost  complete  degranulation  of  B cells.  In  addition 
there  are  occasional  vacuolated  cells  present  (arrows).  The  A cells  appear  dark  graj"  (A)  (X  245). 
(Aldehyde  Fuchsin  Trichrome  Stain).  Lower  left. — Pancreas  of  rabbit  treated  for  fifty-one  daj’s  with  gluca- 
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essential  for  blood  sugar  homeostasis.  These 
findings  also  led  to  the  view  that  the  B-cell 
changes  are  the  result  of  functional  exhaus- 
tion consequent  to  the  diabetic  state. 

The  first  experimental  production  of 
diabetes  by  hormonal  action  was  accom- 
plished in  1927  by  Johns  et  al.^  who  induced 
hyperglycemia  in  dogs  by  injections  of  an  ex- 
tract from  the  anterior  pituitary  gland.  The 
relationship  of  the  hypophysis  to  carbohy- 
drate metabolism  was  subsequently  con- 
firmed by  various  other  investigators  who 
observed  the  appearance  of  diabetes  in 
normal  dogs  which  had  been  treated  for 
long  periods  with  growth-promoting  extracts 
of  the  anterior  pituitary  gland. In 
1937,  Young®®  showed  that  when  fresh  saline 
extracts  of  the  anterior  pituitary  gland  are 
given  to  dogs  for  a sufficiently  long  time, 
the  diabetes  persists  indefinitely  after  the 
injections  are  discontinued.  Subsequently, 
Richardson  and  Young®®  and  Richardson®^ 
observed  vacuolization  as  well  as  destruc- 
tion of  B cells  in  anterior  pituitary  treated 
dogs.  These  B cell  changes  were  similar  to 
those  Allen®®  observed  in  the  90  per  cent 
partially  depancreatized  dog  and  also  were 
interpreted  as  being  the  result  of  over- 
stimulation  of  these  cells. 

Further  progress  in  pinpointing  the  B 
cells  as  the  source  of  insulin  was  accom- 
plished by  Dunn,  Sheehan,  and  McLetchie 
in  1943,®®  who  demonstrated  that  alloxan 
causes  selective  necrosis  of  the  pancreatic  B 
cells  associated  with  severe  diabetes. 

Since  that  time  it  has  been  shown  that 
various  hormones  including  purified  growth 
hormone,  adrenal  cortical  steroids,  glucagon, 
prolactin,  and  thyroid  hormone  may  be  dia- 
betogenic in  rodents  or  carnivora.  The 
character  of  the  diabetic  state  usually  differs 
according  to  the  species.  It  has  been  shown 
also  that  under  the  stimulation  of  hypergly- 
cemia induced  by  the  administration  of 


glucose®®  “‘‘®  or  of  diabetogenic  hor- 
mones,®®'®'*’'*®'”'’®  characteristic  sequential 
morphologic  changes  occur  in  pancreatic  B 
cells.  Some  of  these  are  common  to  most 
species,  whereas  others  differ. 

In  the  rabbit  the  administration  of  adrenal 
cortical  steroids  alone  or  in  combination 
with  glucagon  causes  hyperglycemia  which 
wanes  as  treatment  is  prolonged.  On  the 
other  hand,  in  dogs  in  which  approximately 
half  the  pancreas  has  been  removed,  the 
administration  of  growth  hormone  produces  a 
diabetes  which  may  persist  indefinitely 
even  when  the  hormone  administration  is 
discontinued  (Fig.  1). 

In  both  species  there  occurs  soon  after 
initiation  of  hormone  administration  B-cell 
degranulation  (Fig.  2 upper  left  and  right), 
enlargement  of  nuclei  and  Golgi  apparatus, 
increased  mitotic  activity  of  the  B cells,  as 
well  as  glycogen  infiltration  of  B cells  and 
ductular  epithelium.  However,  as  hormonal 
treatment  is  prolonged,  a dichotomy  develops 
between  the  evolution  of  events  in  these  two 
species.  In  the  rabbit  a marked  hyper- 
plasia of  the  pancreatic  islets  as  well  as  of 
ductular  epithelium  occurs.  There  is  neo- 
genesis of  B cells  as  evidenced  by  contiguity 
of  ductules  with  the  islets  (Fig.  2 lower  left), 
as  well  as  by  the  presence  of  primitive  B 
cell  precursors  within  the  epithelium  of 
proliferating  ducts  (Fig.  2 lower  right). 
Eventually  aldehyde-fuchsin-positive  gran- 
ules appear  in  these  newly  formed  B cells,  in- 
dicating the  production  and  storage  of  in- 
sulin. 

Contrariwise,  in  the  dog  there  appear 
“ballooned-out”  intrainsular  cells  which 
show  gradations  of  nuclear  pyknosis  indica- 
tive of  severe  cellular  damage  (Fig.  3 top  and 
center).  This  type  of  vacuolization  seen  in 
the  canine  appears  to  be  different  from  that 
associated  with  glycogen  deposition  and 
does  not  occur  in  the  rabbit.  It  appears 


gon  and  cortisone.  A hyperplastic  ductule  (D)  is  in  direct  contiguity  with  an  islet  (I)  showing  degranulated 
B cells  with  enlarged  nuclei.  Several  of  the  ductular  epithelial  cells  and  B cells  are  vacuolated  (V).  The 
ductular  lumen  contains  secretion  (S)  (X  855).  (Aldehyde  Fuchsin  Trichrome  Stain).  Lower  right. — Pan- 
creas of  rabbit  treated  with  glucagon  and  cortisone  simultaneously  for  one  hundred  days,  showing  an 
intra-insular  proliferating  ductule  (arrows)  with  a primitive  B cell  (B)  originating  from  it  ( X 565).  (Modi- 
fied Masson  Trichrome  Stain). 
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Fig.  3.  Top. — Pancreatic  islet  of  normal  dog 
showing  well-granulated  B cells  (B).  The  A cells 
are  medium  gray  (arrows).  The  D cells  are  light 
gray  (D)  (X  250)  (Aldehyde  Fuchsin).  Center. — 
Pancreas  of  50  per  cent  pancreatectomized  dog 
treated  with  3 mg.  per  kilogram  of  crystalline  growth 
hormone  for  five  days,  showing  an  islet  with  gly- 
cogenization  (arrows),  as  well  as  ballooning  vac- 
uolization of  B cells  (V)  ( X 250)  (PAS-Trichrome). 
Bottom. — Pancreatic  islet  of  80  per  cent  partially 
pancreatectomized  dog  treated  with  3 mg.  per  kilo- 
gram of  growth  hormone  for  twenty-one  days. 
There  is  almost  complete  vacuolization  of  B cells 
with  pyknosis  or  loss  of  nuclei  (X  335)  (Aldehyde 
Fuchsin  Trichrome). 


to  be  the  first  morphologic  evidence  of  B-cell 
destruction  in  the  dog.  Concomitant  with 
prolonged  treatment  with  diabetogenic  hor-  tj! 
mones  there  is  increasing  evidence  of  bal-  m 
looning  of  B cells  (Fig.  3 bottom),  and  after  I 
fourteen  to  twenty  days  islet  tissue  is  dif-  gl 
ficult  to  find.  Eventually  the  residual  islets 
which  are  present  are  composed  mostly  of  » 
A and  D cells.  m 

Significance  of  B Cell  Degranulation 
and  Its  Relation  to  Insulinogenesis 

.j'J 

The  B cell  contains  within  its  cytoplasm  yJ 
in  all  species  granules  which  under  light  W 
microscopy  stain  with  the  aldehyde-fuchsin  I'i 
stain,  with  Gomori’s  chrome  alum  hematoxy-  ('ll! 
lin  method  or  with  the  Masson  trichrome  |ij 
technic.  These  granules  usually  are  \ i| 
polarized  toward  the  capillaries  indicating  jjj 
the  endocrine  nature  of  the  secretion  ||jj 
(Fig.  1 and  Fig.  3 top).  With  the  electron  ^ 
microscope  these  granules  are  seen  to  be  jA 
composed  of  sacs  with  a contained  electron-  fil 
dense  body.  The  morphology  varies  in  * 
different  species.  In  the  rabbit,  the  con-  * + 
tained  particle  is  ovoid  or  round  (Fig.  4 top),  ?4 
whereas  in  the  dog  it  is  a rectangular  bar 
(Fig.  4 bottom).  These  granules  are  , 

thought  to  represent  a storage  form  of  in-  » 
sulin.  ffl 

It  has  been  shown  that  the  output  of  J 
insulin  from  the  B cell  is  under  the  control  \ 
of  the  blood  sugar  level. More 
specifically,  the  amount  of  glucose  which  is  | 
presept  in  the  fluid  bathing  the  B cells  and  I 
which  becomes  available  for  B-cell  metabo-  I 
hsm  determines  the  rate  at  which  insulin  is  i| 
released  from  these  cells.  By  histochemical  |li 
methods  it  has  been  possible  to  demonstrate  j | 
that  the  B cells  contain  the  enzyme  glucose-6-  j | ' 
phosphatase  which  appears  to  be  an  element  Ij 
in  the  regulation  of  glucose  utilization  by  this  f j 
cell.®^  It  has  been  demonstrated  also  that  4 
glucose-6-phosphate-dehydrogenase  and  tri-  j j 
phosphopyridine-nucleotide-diaphorase  ac-  , 
tivity  in  B cells  is  marked.  This  is  indicative  3 jj 
of  the  fact  that  B-cell  glucose  metabolism 
proceeds  predominantly  via  the  hexo.'=;e 
monophosphate  pathway.®^  *"| 
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When  the  blood  sugar  level  is  elevated 
either  by  partial  pancreatectomy,  by  ad- 
ministration of  diabetogenic  hormones,  or 
by  glucose  administration  there  are  varying 
degrees  of  loss  of  granules  from  the  B cells 
and  diminution  of  pancreatic  insulin  con- 
tent^* as  well  as  increased  insulin  output. 

It  can  be  postulated,  therefore,  that  in  the 
pancreas  which  is  degranulated  by  hypergly- 
cemia, the  B cells  are  producing  insulin  at 
a more  rapid  rate  than  in  the  normal  and 
the  rate  of  insulin  liberation  from  the  pan- 
creas is  high.  The  degranulation  indicates 
that  because  of  the  increased  rate  of  libera- 
tion of  insulin,  storage  as  granules  is  not 
taking  place.  An  alternative  type  of  de- 
granulation of  B cells  which  is  assumed  to  be 
due  to  a diminished  rate  of  insulin  formation 
by  these  cells  has  been  shown  to  occur  only 
in  the  rat.^*-^*~“  This  may  be  produced 
either  by  fasting  or  a high-fat  diet  or  the 
administration  of  exogenous  insulin,  all  of 
which  diminish  the  available  carbohydrate. 

Neogenesis  of  B Cells  and  Adaptation 
to  Hyperglycemia 

A striking  characteristic  of  hormonally 
induced  diabetes  in  rodents  is  the  difficulty 
in  maintaining  a uniformly  elevated  blood 
sugar  level  when  any  given  dose  of  the  hyper- 
glycemic agent  is  administered.  This  is 
believed  to  be  the  result  of  formation  of 
new  B cells  from  duct  epithelium  in  these 
species  under  the  stimulus  of  increased  blood 
sugar  levels.  That  chronic  hyperglycemia 
may  stimulate  B-cell  neogenesis  in  rodents 
and  cause  islet  hyperplasia  has  been  sug- 
gested by  several  workers.  The  adaptation 
to  the  diabetogenic  action  of  cortisone  by 
intact  rats  was  attributed  by  Franckson 
et  to  islet  hyperplasia  which  they  con- 
sidered a result  of  hyperglycemia.  Other 
workers  also  have  demonstrated  that 

prolonged  hyperglycemia  will  cause  islet 
hyperplasia.  Under  various  conditions  new 
formation  of  B cells  has  been  claimed  to 
occur  from  acinar  cells  and  from  other 
islet  cell  types  as  well  as  from  duct  epithe- 
lium. ®®®’^“®®  The  main  evidence  advanced 


Fig.  4.  Top. — Rabbit  B cell  showing  granules 
composed  of  central  dark  ovoid  mass  with  surround- 
ing sac  (arrows).  Nucleus  (N),  mitochondria  (M), 
capillary  (C)  (X  11,735).  Bottom. — Dog  B cell 
showing  granules  composed  of  rectangular  bar  with 
surrounding  sac  (arrows).  Nucleus  (N),  mito- 
chondria (M)  ( X 11,735). 

for  the  former  types  of  transformation  has 
been  either  geographic  contiguity  or  the 
supposed  presence  of  different  types  of 
intracellular  granules  in  the  same  cell.®^'®®’®® 
However,  it  is  generally  acknowledged  that 
although  primitive  cell  types  may  differen- 
tiate in  various  directions  the  mature  cell 
only  reproduces  itself.  In  our  studies  no 
evidence  of  B-cell  neogenesis  from  acinar 
cells,  A cells,  or  D cells  was  found.  This  is 
in  agreement  with  the  observations  of  others 
that  apparent  acino-insular  transformation 
or  the  interchangeability  of  various  islet- 
cell types  is  an  artefact  due  either  to  super- 
imposition of  two  different  cell  types  or  to  a 
confusion  of  mitochondria  with  intracyto- 
plasmic  secretory  granules.®^ 
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The  question  of  new  formation  of  B cells 
from  ductular  epithelium  as  an  adaptive 
mechanism  in  diabetes  is  akin  to  the  general 
problem  of  pancreatic  regeneration  from  duc- 
tular epithelium.  Studies  on  regeneration 
of  the  pancreas  after  partial  excision  and  in 
pancreatic  grafts  implanted  in  the  spleen®* 
have  demonstrated  active  proliferation  of 
duct  epithelium  and  the  development  of 
acini  and  pancreatic  islets.  Several  islet 
buds  appear  to  originate  from  separate 
ducts  and  to  fuse  to  form  a single  islet. 
Furthermore,  it  has  been  shown  that  partial 
destruction  of  the  rabbit  pancreas  by  cauteri- 
zation is  followed  by  proliferation  of  small 
ducts  at  the  site  of  injury  with  new  formation 
of  islet  and  acini.®®  Similarly,  regeneration 
from  ductular  tissue  was  observed  in  rats™ 
after  partial  pancreatectomy.  One  author 
ligated  the  pancreatic  duct  of  rabbits  until 
most  of  the  acinar  tissue  had  disappeared 
and  then  re-established  continuity  of  the 
duct.^^  Restoration  of  acini  and  islets  oc- 
curred in  6 of  69  animals.  In  1 of  these 
animals  the  pancreas  had  been  reduced  to 
a system  of  branching  ducts  and  this  was 
restored  within  twenty-five  days  to  practi- 
cally normal  condition.  These  reports  seem 
to  confirm  the  possibility  of  new  formation  of 
B cells  from  ductular  elements  in  the  post- 
natal animal.  That  this  regenerative  ability 
is  limited  is  evidenced  by  the  failure  in  most 
instances  of  recovery  from  experimentally 
induced  alloxan  diabetes.  On  the  other 
hand,  it  has  been  demonstrated  that  rats 
made  diabetic  by  alloxan  may  revert  to 
normal  in  two  years.'^®  To  our  knowledge 
there  is  only  one  report,  so  far  unconfirmed, 
of  new  formation  of  islet  tissue  from  ducts 
in  diabetic  dogs.'^*  In  our  experience  no 
evidence  of  neogenesis  of  B cells  from  duct 
epithelium  was  seen  in  chronically  diabetic 
dogs. 

Pathogenesis  and  Significance  of  Hy- 
dropic Degeneration,  Glycogenization, 
and  Ballooning  Degeneration  of  B Cells 

The  vacuolization  of  B cells,  originally 
called  hydropic  degeneration,  has  been  de- 


scribed in  the  pancreata  of  human  diabetic 
subjects,™  in  the  residual  pancreata  of  par- 
tially pancreatectomized  dogs™-”  and  cats,™ 
as  well  as  in  animals  treated  with  anterior 
pituitary  extracts  or  growth  hormone.*®-®^ 
Although  most  workers  also  observed  this 
lesion  in  duct  epithelium,  the  significance 
of  this  finding  was  generally  glossed  over. 
The  work  of  Lukens  et  al.  indicated  these 
changes  to  be  the  result  of  chronic  h}q)er- 
glycemia.  ™ • ” • These  investigators  demon- 
strated that  the  regression  of  hydropic  de- 
generation in  the  pituitary-diabetic  cat 
treated  with  insulin  followed  the  reduction 
of  the  hyperglycemia  to  normal  levels. 
They  showed  that  undemutrition  and  phlo- 
rhizin  poisoning  also  restored  normal  islet 
morphology  and  concluded  that  the  factor 
common  to  the  development  and  main- 
tenance of  hydropic  change  is  a high  blood 
sugar  level. The  view  that  hypergly- 
cemia per  se  is  responsible  for  the  vacuohza- 
tion  was  further  confirmed  by  the  production 
of  this  lesion  and  permanent  diabetes  in 
cats  by  the  injection  of  massive  doses  of 
glucose.®®'®^ 

The  vacuolization  of  B cells  was  considered 
originally  to  be  due  to  its  continuous  stimu- 
lation by  the  hjperglycemia  with  resulting 
functional  exhaustion  of  the  B cells.™-™-” 
However,  more  recently  it  has  been  showm 
that  in  all  species  the  vacuolization  of  B 
cells  and  duct  epithelium  may  be  due  to  the 
deposition  of  glycogen  within  these  cells.^® 
This  glycogen  deposition  does  not  lead  to 
cell  destruction.  It  occurs  first  in  duct 
epithelium  and  only  later  in  B cells^®-'*®-”-™ 
and  may  sometimes  be  seen  even  in  the  ab- 
sence of  hyperglycemia.'^®  ®®  These  observa- 
tions suggested  that  the  glycogenic  vacuoli- 
zation of  B cells  and  duct  epithelium  is  a 
result  of  chronic  hyperglycemia  and  is 
similar  to  that  which  occurs  in  kidney 
tubules®^  and  in  heart  muscle®®  in  the  diabetic 
state.  The  authors  have  demonstrated  also 
that  in  the  canine  there  is  an  additional 
type  of  vacuolization  which  does  not  occur 
in  the  rodent.  This  so-called  “ballooning 
degeneration”  of  B cells  is  the  lesion  which 
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eventually  results  in  B-cell  destruc- 
tion^^’**® and  is  responsible  for  the  develop- 
ment of  permanent  diabetes  in  this  species. 
This  lesion  appears  to  be  also  a result  of 
hyperglycemia,  but  the  exact  pathogenesis 
has  not  as  yet  been  elucidated.  At  present, 
it  would  appear  more  proper  to  speak  of  gly- 
cogenic vacuolization  and  ballooning  de- 
generation and  to  discard  the  term  “hy- 
dropic degeneration”  which  is  misleading. 

B-Cell  Response  to  Hyperglycemia  as  a 
Determinant  for  the  Course  of  Diabetes 

In  view  of  the  preceding  discussion,  it 
seems  that  there  are  in  all  species  certain 
common  morphologic  changes  in  B cells 
which  reflect  a compensatory  increased 
insulin  output  which  tends  to  restore  normal 
blood  sugar  homeostasis.  These  imdude 
B-cell  degranulation,  enlargement  of  B-(h;11 
nuclei  and  Golgi  apparatus,  and  increased 
B-cell  mitotic  activity.  By  themselves, 
these  are,  however,  apparently  insufficient  to 
overcome  the  induced  hyperglycemia. 

In  the  rodent  an  additional  compensatory 
mechanism  exists  in  the  pancreas  which 
usually  prevents  the  maintenance  of  the 
hyperglycemia  induced  by  the  administra- 
tion of  diabetogenic  hormones.  This  con- 
sists of  neogenesis  of  B cells  from  proliferat- 
ing ductular  epithelium.  The  failure  to 
produce  permanent  diabetes  in  these  animals 
is  believed  to  be  due  to  the  stimulative  effect 
of  hyperglycemia  which  leads  to  new  forma- 
tion of  B cells  and,  therefore,  increased  in- 
sulinogenesis.  On  the  other  hand,  in  the 
adult  canine,  rather  than  B-cell  neogeiiesis 
there  appears  a “ballooning  degeneration” 
of  B-cells  which  leads  eventually  to  their 
disappearance  and  permanent  diabetes  en- 
sues. These  morphologic  findings  explain 
to  a large  extent  the  differences  in  respon- 
sivity  of  various  animal  species  to  diabeto- 
genic agents. 

Analogies  from  Experimental  to  Human 
Diabetes 

Clinical  and  morphologic  data  indicate 
that  the  human  organism  responds  to 


chronic  hyperglj'cemia  more  like  the  rodent 
than  the  canine.  Thus,  the  administration 
of  diabetogenic  hormones  or  glucose  does 
not  produce  permanent  diabetes.  Further- 
more, in  patients  with  tumors  of  the  anterior 
pituitary  gland,  adrenal  cortex,  or  medulla, 
which  frequently  produce  chronic  hypergly- 
cemia, the  diabetic  state  is  usually  cured 
by  surgery.  This  indicates  that  in  the 
human  being  prolonged  diabetes  may  occur 
without  sufficient  damage  to  the  paii(;reas  to 
maintain  the  diabetic  state  when  the  inciting 
agent  is  eliminated.  This  has  been  verified 
by  biopsy  studies  of  the  pancreas  of  a pa- 
tient with  diabetes  due  to  pheochromocy- 
toma  in  whom  removal  of  the  tumor  cured 
the  diabetes  and  the  pancreas  reverted  to 
normal.®^ 

In  the  diabetic  human  being  pancreas  B- 
cell  degranulation,  glycogenic  vacuolization, 
or  B-cell  hyperplasia  may  be  observed  as  a 
consequence  of  a hyperglycemic  state. 
Thus,  GomorF®  has  reported  degranulation 
of  the  pancreas  in  human  beings  after  the 
infusion  of  10  per  cent  glucose.  Further- 
more, glycogen  deposition  in  human  B- 
cells  with  vacuolization  has  been  seen  after 
adrenal  steroid-induced  diabetes.®®  ^lore- 
over,  hyperplasia  of  islet  tissue  has  been 
noted  in  infants  of  prediabetic  or  diabetic 
mothers.®® 

One  of  the  paradoxes  of  human  diabetes  is 
the  finding  of  apparently  normal  amounts 
of  islet  tissue  in  some  patients  with  maturity- 
onset  diabetes.®^  Morphologic  studies  have 
shown  that  the  diabetic  pancreas  is  fre- 
quently the  seat  of  severe  vascular  dis- 
ease^®- ®®’  ®®“®“  which  may  be  associated  with 
intra-insular  pericapillary  fibrosis  and  hy- 
alinization.  The  B-cells,  however,  in  many 
instances  show  apparently  normal  granula- 
tion, indicating  the  presence  of  stored  in- 
sulin. It  has  been  hypothesized  by  the 
authors®®  that  impaired  blood  supply  to  the 
islets,  due  to  arterio-  or  arteriolosclerosis  or 
a barrier  to  transfer  across  the  B-cell 
capillary  membrane  due  to  pericapillary 
fibrosis  or  hyaUnization,  may  result  in  a 
lesser  availability  of  glucose  to  the  B-cells 
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than  is  represented  by  the  blood  sugar  level. 
This  somewhat  restricted  supply  of  nutrient 
material  and  glucose  is  apparently  adequate 
for  B-cell  viability  and  insulin  synthesis  and 
storage,  but  the  amount  of  glucose  which 
actually  reaches  the  B-cell  is  inadequate  to 
stimulate  increased  insulin  output.  This 
would  account  for  the  fact  that  despite 
adequate  synthesis  and  storage  of  insulin  in 
B-cells  as  indicated  by  the  presence  of 
granules,  the  patient  is  hyperglycemic. 
Furthermore,  it  would  account  for  the  fact 
that  sulfonylurea  drugs,  which  also  act  by 
stimulating  the  B-cells  to  increase  insulin 
output  and  degranulate  the  pancreas,  are 
effective  in  a certain  percentage  of  diabetic 
patients. 
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{Number  twenty-four  in  a series  of  articles  on  Current  Concepts  in  Diabetes  Mellitus) 


Intrinsic  and  Extrinsic  Factors  in  Neonatal  Respiratory  Distress 


In  newborn  infants,  signs  of  respiratory  distress 
occur  in  a definite  sequence,  and  this  pattern  has 
both  cardiopulmonary  and  neurologic  components, 
according  to  an  article  by  M.  M.  Desmond,  M.D., 
in  the  January,  1961,  issue  of  the  Journal  of  the 
American  Medical  Women’s  Association. 

The  origin  of  this  disease  may  be  intrinsic  disease, 
extrinsic  disease,  a combination  of  both,  or  unknown 
factors. 

The  process  of  recovery  from  extrinsic  disorders  is 
reflected  when  “re.spiration  proceeds  from  apnea,  to 
gasping,  to  grunting,  and  finally  to  a rapid  regular 
type  of  respiration.  Heart  rate  progresses  from  a 
bradycardia,  to  a fixed  regular  rate  with  loud  clear 
sounds,  to  a tachycardia.  . . . The  infant  shows  a 
gradual  recovery  from  a hypotonic,  hyporeflexic,  un- 


responsive state.”  In  infants  whose  condition  is 
deteriorating,  the  sequence  of  symptoms  is  reversed. 

WTiile  extrinsic  disorders,  which  originate  in  an 
abnormal  intrauterine  environment,  are  more  com- 
mon, intrinsic  disorders  comprise  most  of  the  treat- 
able neonatal  emergencies.  Therefore,  prompt  diag- 
nosis is  most  essential. 

Infants  with  intrinsic  disease  may  present  some  or 
all  of  the  same  manifestations  as  in  extrinsic  disease 
if  the  disease  process  interferes  with  oxygenation. 
In  such  cases  differential  diagnosis  is  more  difficult, . 
requiring  detailed  history,  clinical  examination, 
and  x-ray  studies.  Intrinsic  diseases  can  also  pre- 
sent characteristic  physical  findings  not  commonly 
associated  with  uncomplicated  recovery  from  birth 
depression. — Pediatric  Currents,  Ross  Laboratories 
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Bheiimatoid  Arthritis 


Heinz  I.  Lippm.\nn,  M.D. : This  is  the 
case  of  a forty-year-old  woman  with  rheu- 
matoid arthritis.  Will  the  student  please 
present  the  case. 

Case  History 

This  is  the  first  admission  to  the  Bronx 
Municipal  Hospital  Center  of  a forty-year- 
old  white  female  patient  with  known  rheu- 
matoid arthritis  of  twenty  years  duration 
which  affects  primarily  her  wrists  and  knees. 
She  was  admitted  to  the  Rehabilitation 
Service  as  a wheel  chair  patient  for  ambula- 
tion training.  Her  disease  was  slowly  pro- 
gressive except  for  a period  of  relief  during 
her  last  pregnancy  seven  years  ago.  Four 
years  ago,  ambulation  became  very  difficult, 
and  the  patient  began  to  use  a wheel  chair; 
subsequently  she  developed  flexion  contrac- 
tures of  both  knees.  She  has  received  corti- 
sone and  Medrol  for  several  years.  She  is 
fully  independent  in  all  activities  of  daily 
living  from  the  wheel  chair. 

The  positive  physical  findings  are  as 
follows:  The  left  wrist  is  swollen  with  syno- 


vial thickening,  and  there  is  limitation  of 
extension  to  50  degrees  and  flexion  to  20 
degrees;  there  are  flexion  contractures  of 
both  hips  at  about  20  degrees  and  a flexion 
contracture  of  30  degrees  of  the  right  knee 
and  of  40  degrees  of  the  left  knee.  The 
latter  is  warm  and  swollen,  and  some  effusion 
is  pre.sent.  The  left  knee  is  unstable  in  all 
directions  but  most  marked  anteroposteri- 
orly  with  a positive  draw  sign.  No  sub- 
cutaneous nodules  are  found.  The  inter- 
phalangeal  joints  are  normal.  There  is 
considerable  weakness  of  both  quadriceps 
muscles. 

The  laboratory  results  show  a leukocytosis 
of  1 1,100.  The  C-reactive  protein  is  3 plus. 
Several  lupus  erythematosus  preparations 
were  negative,  and  latex  fixation  of  the 
blood  was  positive  1 :5,120. 

She  is  receiving  aspirin,  10  grains  four 
times  a day,  and  chloro(|uine,  250  mg.  once 
a day.  She  received  ACTH  once  on  Febru- 
ary 18,  1961. 

The  roentgenograms  demonstrate  that 
the  knees  .show  effusion,  especially  on  the 
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left,  with  considerable  osteoporosis;  both 
hips  are  read  by  the  radiologist  as  being 
normal.  The  left  wrist  shows  some  osteo- 
porosis of  the  carpal  bones,  more  than  on  the 
right.  At  the  present  time  the  patient  is  on 
a program  of  physical  therapy  consisting  of 
active  and  passive  range  of  motion  under 
water. 

Dr.  Lippmann:  Thank  you.  Can  you 
tell  us  the  specific  reason  for  her  hospitaliza- 
tion at  this  time,  since  she  is  independent  in 
all  her  activities  of  daily  living? 

Resident:  When  this  patient  was  seen 
in  the  clinic,  it  was  found  that  she  had  knee 
flexion  contractures,  and  she  was  wheel 
chair-bound.  It  was  felt  by  the  staff  that 
she  could  benefit  from  ambulation  training. 
The  patient  agreed. 

Dr.  Lippmann:  May  we  see  the  patient 
now? 

Would  you  please  demonstrate  the  weak- 
ness of  the  quadriceps  muscles  and  the  knee 
and  hip  joint  contractures? 

The  patient  enters  in  a wheel  chair,  and  the 
student  demonstrates  the  knee  flexion  con- 
tractures, the  instability  of  the  left  knee,  es- 
pecially anteroposteriorly,  and  the  moderate 
effusion  of  both  knees.  It  is  noted  that  the 
hands  are  unaffected,  but  the  wrists  are  stiff 
and  show  limitation  of  motion,  as  described. 
It  is  noted  that  the  patient  is  also  considerably 
overweight. 

Bernard  Stoll,  M.D.  : Do  you  have 
some  pain  in  your  left  knee  joint?  Did  you 
put  pillows  under  your  knees  to  get  com- 
fortable when  you  slept  at  night? 

Patient:  Yes,  I did  that  for  a very  long 
time,  and  it  did  give  me  some  relief. 

Dr.  Lippmann:  Are  there  any  other 

questions?  Would  anyone  like  to  see  any- 
thing demonstrated?  If  not,  thank  you. 
(The  patient  is  wheeled  out  of  the  confer- 
ence.) 

I would  like  Dr.  Stoll  to  make  a statement 
about  the  instability  of  the  knee  and  to  com- 
ment on  his  findings. 

Dr.  Stoll:  The  left  knee  is  quite  un- 
stable. From  the  history,  it  appears  there 
has  been  a long-standing  effusion  in  this 


joint.  The  effect  of  a chronic  effusion  of 
the  knee  joint  in  producing  instability  of  the 
joint  by  stretching  the  capsule  and  liga- 
mentous structures  is  obvious.  Even  if  we 
were  capable  of  stretching  and  straightening 
this  knee  joint  which  has  a flexion  contrac- 
ture, it  would  remain  unstable  because  of 
the  irreversible  laxness  of  the  ligaments  and 
capsule.  The  anterior  and  posterior  in- 
stabiUty  indicates  stretching  of  the  cruciate 
ligaments.  Another  mechanism  which  is 
missing  to  stabifize  this  knee  is  a quadriceps 
muscle  of  good  strength.  In  rheumatoid 
arthritis  there  is  atrophy  of  the  muscles  in 
the  region  of  involved  joints  which  exceeds 
disuse  atrophy  because  the  patient  guards 
painful  joints  by  a marked  inhibition  of  the 
muscles  surrounding  them.  This  can  be 
shown  electromyographically.  Other  less 
understood  factors  may  be  involved  also. 
It  is  important  that  the  effusion  be  tapped 
at  regular  intervals  to  prevent  the  mechani- 
cal damage  we  see  in  this  patient.  Active 
re-education  of  the  weak  muscles  must  be 
undertaken  also. 

Dr.  Lippmann:  Thank  you.  Dr.  Stoll. 
Your  points  will  be  considered  in  the  plans 
for  the  management  of  this  patient.  How- 
ever, there  is  another  point.  The  only 
reason  for  her  hospitahzation  is  to  make  her 
ambulatory.  WLat  accounts  for  her  great 
desire  to  become  fully  ambulatory  at  this 
time  after  she  has  been  quite  functional  from 
her  wheel  chair  for  many  years?  Are  there 
any  psychologic  or  social  reasons  to  account 
for  this? 

Social  History 

Resident:  This  patient  has  an  interesting 
social  history.  She  lives  in  a four  room 
apartment  in  the  southeast  Bronx.  She 
has  three  children  aged  twenty,  nineteen, 
and  seven.  The  two  oldest  are  boys  who 
have  accepted  the  complete  financial  burden 
of  running  the  house.  They  contribute  $30 
per  week  apiece,  and  the  family  pays  a 
monthly  rent  of  $52.  Except  for  the  heavy 
cleaning,  the  patient  is  entirely  independent 
in  all  household  activities.  The  older  boy 
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has  said  he  has  not  married  because  he 
does  not  want  to  deprive  his  mother  of  his 
help.  The  patient  occasionally  travels 

alone.  She  goes  to  City  Island,  Coney 
Island,  and,  on  occasion,  to  Philadelphia  on 
a weekend;  she  leads  a rather  full  and  in- 
dependent life.  She  has  many  helpful 
neighbors  and  friends  who  assist  her  in 
various  ways. 

It  is  very  interesting  that  twenty  years 
ago,  when  she  first  developed  symptoms  of 
wrist  and  knee  pain,  her  husband  had  just 
been  found  drunk  in  the  street  and  had  been 
taken  to  the  psychiatric  ward,  Bellevue 
Hospital.  During  her  last  pregnancy,  seven 
years  ago,  she  had  relief  of  her  symptoms. 
Following  the  birth  of  her  last  child,  she 
found  that  her  husband  was  being  unfaithful 
to  her,  and  a few  weeks  later  she  developed 
a marked  exacerbation  of  her  symptoms 
and  effusion  of  both  knees.  A few  months 
later  she  divorced  her  husband. 

Three  years  ago,  when  her  mother  died, 
she  had  another  exacerbation  of  her  symp- 
toms and  has  been  wheel  chair-bound  since. 

Dr.  Lippmann:  Dr.  Meislin,  would  you 
comment  on  the  relationship  between  emo- 
tional upsets  and  exacerbation  in  rheuma- 
toid arthritis? 

Jack  Meislin,  M.D.:  I think  it  is  rather 
a truism  that  emotional  upsets  in  patients 
with  rheumatoid  arthritis  may  be  asso- 
ciated with  or  followed  by  exacerbations, 
but  I do  not  think  that  this  notion  con- 
tributes much  to  the  understanding  of  the 
disease.  The  same  is  true  for  many  other 
chronic  diseases.  I do  not  know  whether 
or  not  there  is  any  etiologic  relationship.  It 
could  very  well  be  that  she  would  have  de- 
veloped exacerbations  without  the  emotional 
upsets.  The  fact  is  that  many  mechanical 
factors  also  are  associated  with  emotional 
upsets,  such  as  different  posture,  different 
muscular  motions,  and  other  factors  which 
in  themselves  may  play  a role  in  the 
pathologic  condition  as  we  see  it.  However, 
I would  like  to  ask  a question  which  is  not 
psychiatric  in  nature,  namely,  how  is  it  possi- 
ble that  this  patient  developed  a fixed  flexion 


contracture  at  the  time  when  she  was  active? 

Shun  Wu  Chu,  M . D . ; It  must  be  remem- 
bered that  this  effusion  itself  can  contribute 
to  the  development  of  contracture,  not  only 
by  producing  a laxity  of  the  joints  but  also 
by  preventing  a complete  range  of  motion. 
It  should  be  remembered  that  the  knee  in 
extension  causes  compression  of  the  joint 
spaces  and  that  when  a certain  critical 
amount  of  joint  fluid  is  present,  it  is  im- 
possible to  obtain  complete  extension. 

Andor  a.  Weiss,  M.D.:  There  is  an 
additional  factor  in  that  the  patient  may 
have  been  able  to  move  but  for  some  reason, 
most  likely  due  to  pain,  may  have  tended  to 
immobilize  in  a position  of  flexion  for  her 
comfort.  I think  this  was  brought  out  by 
Dr.  Stoll’s  question  which  demonstrated 
that  the  patient  had  used  pillows  under  her 
knee  at  night  for  a long  time. 

Francisca  Racker,  M.D.  : It  is  rather 
unusual  for  an  active  patient  to  develop 
contractures  except  when  there  is  some 
neurologic  condition,  associated  with  spas- 
ticity; this  condition  is  not  present  in  this 
patient.  As  an  addition  to  the  social 
history,  it  may  be  of  interest  that  this  pa- 
tient recently  received  a proposal  to  marry, 
which  she  accepted  on  the  condition  that  she 
would  be  able  to  walk. 

Dr.  Meislin;  Marriage  might  be  a factor 
in  her  motivation,  either  to  get  well  or  to 
remain  incapacitated,  and  it  would  be  diffi- 
cult to  ascertain  this  without  some  deeper 
psychologic  probing.  If  she  basically  does 
not  want  to  marry  or  is  afraid  of  it,  she 
might  be  motivated  not  to  improve  in  her 
condition,  and  vice  versa. 

Relief  of  Knee  Contracture 

Dr.  Lippmann:  Since  the  patient  was 
admitted  to  this  hospital  primarily  to  relieve 
her  knee  contracture  to  enable  her  to  am- 
bulate, I would  welcome  some  discussion  now 
regarding  this  specific  problem. 

Dr.  Chu:  The  first  thing  we  must  guard 
against  is  the  condition  that  produced  the 
knee  instability,  the  effusion.  This  should 
be  kept  at  a minimum  so  that  it  does  not 
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coutribute  further  to  the  stretching  of  the 
capsule  and  the  ligaments.  Repeated  tap- 
ping and  the  use  of  intra-articular  steroids 
are  indicated. 

Dr.  Lippm.\nx:  What  would  the  con- 
ference think  about  the  advisability  of 
passive  stretching  of  the  contractures  in  this 
patient,  following  the  treatment  as  outlined 
by  Dr.  Chu? 

Dr.  Stoll;  Passive  stretching  is  fraught 
with  danger.  Stretching  while  the  patient 
has  an  effusion  can  cause  much  greater 
ligamentous  and  capsular  laxity.  Since  the 
knee  is  a gliding  joint,  forceful  stretching, 
using  the  leg  or  a portion  of  the  leg  as  a 
le^'er  arm,  produces  forces  which  tend  to 
dislocate  the  knee  posteriorly.  The  only 
kind  of  stretching  that  possibly  would  con- 
tribute to  improving  the  contractures  would 
be  stretching  in  which  the  direction  of  the 
stretch  takes  into  account  the  gliding  nature 
of  the  knee.  It  is  difficult  to  obtain  any 
effective  force  in  this  direction  without 
utilizing  the  force  of  the  normal  prime  mover 
of  knee  extension,  the  quadi’iceps.  There- 
fore, it  would  seem  to  me  that  the  major 
effort  should  be  made  in  active  mobilization 
of  this  joint  and  not  pa.ssive  mobilization. 
Another  danger  of  passive  stretching  is  the 
production  of  capsular  hemorrhage  and 
synovitis  which  can  contribute  to  further 
effusion  and  pain  and  further  immobilization 
and  fibrosis  of  the  structures  in  and  about 
the  knee. 

Dr.  Lippm.vxx:  If  the  mechanical  dis- 
advantage that  Dr.  Stoll  described  applies 
to  passive  stretching,  manually  done  with 
fairly  great  force,  I would  like  to  know  if 
the  same  is  true  in  progressive  splinting. 

Dr.  Weiss:  If  you  mean  by  progre.ssive 
splinting  the  use  of  a bivalve  cast  and 
turnbuckle,  I think  the  same  danger  is 
present  since  the  axis  of  the  splint  cannot 
follow  the  axis  of  the  knee  joint  just  as  a 
brace  cannot,  because  the  knee  joint  is  a 
gliding  joint  rather  than  a hinge  joint. 

Dr.  R.\cker:  The  form  of  progressive 
splinting  that  I would  have  in  mind  does 
not  include  rapid  or  sustained  forceful 


stretching,  but  it  envisages  the  gradual 
application  of  casts  in  a slowly  progressive 
fashion  toward  complete  extension  of  the 
knee,  which  gives  all  ligamentous  structures 
support  during  the  period  of  stretch.  This 
method  has  been  used  extensively  in  England 
end  in  the  Xational  Institutes  of  Health  at 
Bithesda  with  good  results.  Of  cour.se. 
this  does  not  preclude  using  active  progres- 
sive resistive  exercises  to  strengthen  the 
(juadriceps  muscle. 

Re.sidext;  WTien  this  patient  was  put 
on  passive  and  assistive  active  range  of 
motion,  she  complained  bitterly  of  pain. 
If  this  was  what  the  treatment  was  going 
to  be,  she  was  going  to  leave  the  hospital 
because  it  was  too  painful  for  her  to  bear. 

Dr.  Stoll:  I agree  with  the  patient. 
If  she  is  to  be  treated  with  the  production 
of  pain,  which  suggests  trauma  to  the  .syn- 
ovia and  surrounding  structures,  I think 
she  would  be  better  off  without  treatment. 

I think  that  this  patient  should  be  man- 
aged in  the  following  wajx  She  should  have 
the  joint  fluid  aspirated  as  described  by 
Dr.  Chu.  We  should  utilize  intra-articular 
steroids  to  control  the  inflammatory  reac- 
tion. I would  use  one  of  the  longer-acting 
steroids  such  as  methylprednisolonc  or 
triamcinolone. 

Active  exerci.se  in  the  Hubbard  tank, 
progre.ssing  to  active  resistive  exerci.se  to 
extension  is  indicated  also.  I advocate 
the  Hubbard  tank  becau.se  it  utilizes  the 
buoyancy  of  the  water  and  gives  the  patient 
some  relief  of  pain  during  the  active  part 
of  the  program. 

Paraffin  casts  might,  be  applied  every 
night  to  immobilize  her  knees  in  the  most, 
extended  position  and  to  utilize  the  modality 
of  prolonged  heat.  The  cast  is  remo\'cd  the 
following  morning  so  that  the  patient 
can  participate  in  the  exercise  program. 

The  important  criterion  for  treatment  is 
the  comfort  of  the  patient.  Anything  that 
cau.ses  pain  must  be  suspected  of  aggravat- 
ing the  synovitis. 

Edward  F.  Delagi,  M.D.:  A patient 
with  a relatively  minor  but  painful  con- 
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tracture  will  tend  to  sleep  with  his  knee  in 
greater  flexion  if  it  is  not  supported.  If 
he  lies  on  his  back  with  his  heels  on  the 
bed,  the  contracted  knee  may  be  the  site 
of  a great  deal  of  pain.  If  the  painful  knee 
is  more  flexed  (45  to  90  degrees)  the  pain 
may  be  alleviated.  If  the  same  patient 
is  splinted  properly  in  a position  of  his  maxi- 
mum comfortable  extension,  he  may  be  able 
to  sleep  with  his  knee  in  lesser  flexion  than 
in  the  unsupported  position.  Consequently, 
under  such  conditions  it  may  be  preferable 
occasionally  to  u.se  splinting,  even  though 
criticism  has  been  leveled  against  using 
a pillow  under  the  knee. 

Dr.  Lippmanx:  If  the.se  conservative 

measures  fail,  do  we  have  other  methods  by 
which  we  can  place  this  patient’s  knee  in  an 
anatomic  position  which  would  favor 
ambulation? 

Dr.  Chu:  A knee  flexion  contracture 
must  be  accompanied  necessarily  by  hip 
flexion.  In  a younger  person  this  may  be 
compensated  for  by  an  increased  lumbar 
lordo.sis.  In  an  older  patient  with  a stiffer 
lower  spine,  this  may  not  be  possible. 

Dr.  Lippm.anx:  This  patient  is  rather 
young,  and  her  spine  seems  uninvolved. 
Therefore,  she  might  compensate  for  the 
hip  flexion  contracture  by  an  increased 
lumbar  lordo.sis. 

Dr.  Stoll:  The  patient  may  need  a 

surgical  correction  of  her  contractures. 
Synovectomy  and  shortening  of  knee  liga- 
ments, together  with  lengthening  of  ham- 
strings and  posterior  structures  of  the  knee, 
have  been  successful  in  a number  of  cases, 
especially  in  a young  person  of  forty. 

Dr.  Chu:  The  difficulty  in  this  patient 
is  not  so  much  the  tightness  of  the  structures 
of  the  knee  joint  itself  but  a contracture  of 
the  hamstring  group.  The  entire  joint 
structure  is  lax,  and  it  is  possible  that  the 
hamstring  tightness  is  just  a result  of  the 
postural  attitude  rather  than  related  to 
the  rheumatoid  arthritis  itself.  Because  of 
this,  the  prognosis  for  cautious  stretching 
might  not  be  unfavorable. 

Dr.  Stoll:  I think  it  would  be  a good 


idea  to  have  the  orthopedic  surgeons  .see 
this  patient  now  before  we  attempt  to 
apply  our  modalities  of  treatment  so  that 
they  will  have  the  advantage  of  following 
her  and  will  be  better  judges  as  to  whether 
or  not  they  can  help  us  with  surgery  if  ^\■e 
fail. 

Dr.  Lipi>m.\nn:  So  far  the  question  of 
weight  bearing  has  not  been  raised  in  this 
conference,  and  I would  like  to  ask  for  some 
comment. 

Dr.  Welss:  I feel  very  strongly  that, 
as  long  as  this  patient  has  an  effusion  with 
considerable  contracture  and  .synovitis, 
weight  bearing  .should  be  strictly  prohibited. 
Weight  bearing  will  undoubtedly  contribute 
to  further  iiLstability  of  the  knee  and  activity 
of  the  synovitis.  A body  weight-reduction 
program  should  be  instituted  to  minimize 
the  trauma  to  knee  joints  when  she  is  am- 
bulatory. 

Dr.  Lippm.\nn:  Does  anyone  in  this 

conference  advocate  that  the  left  knee  be 
braced  .so  that  the  patient  can  ambulate 
earlier? 

Dr.  Delagi:  A knee  cage  will  not  protect, 
the  joint  from  the  vertical  stress  of  weight 
bearing.  It  provides  some  support  against 
lateral  and  horizontal  forces.  That  is  why 
a knee  cage  may  be  of  some  use  ultimately 
in  this  patient,  since  her  knee  is  unstable 
both  laterally  and  anteroposteriorly.  Pre.s- 
ently,  the  only  brace  which  could  mini- 
mize trauma  due  to  weight  bearing  would 
be  an  ischial  weight-bearing,  long  leg 
brace.  This  is  obviously  impractical  for 
many  reasons,  of  which  I only  merit, ion 
its  weight  and  bulk. 

I certainly  think  a .serious  attempt  should 
be  made  to  treat  her  without  bracing,  at 
this  time.  The  question  of  supplying  her 
with  a knee  cage  might  be  taken  up  at  a 
later  date. 

Summary 

Dr.  Lippmann  : We  seem  agreed  that  the 
following  steps  be  taken  in  the  management 
of  this  patient : 

1.  Repeated  aspiration  of  the  left  knee 
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is  to  be  done  and  intra-articular  steroid 
instilled. 

2.  The  patient  should  receive  systemic 
medication  for  her  rheumatoid  arthritis, 
which  we  will  not  discuss  here  in  detail. 

3.  Her  program  should  include  progres- 
sive resistive  exercise  to  the  knee  muscula- 
ture following  active  range  of  motion  of  the 
knee  under  water. 

4.  The  patient  should  not  bear  weight 
until  the  effusion  has  been  controlled. 

5.  The  orthopedic  surgeon  should  be 


called  in  for  consultation  to  follow  this 
patient  with  us  in  case  surgery  is  needed 
to  overcome  the  knee  contractures. 

6.  Further  psychosocial  study  should 
be  carried  out  to  assess  the  patient’s  reaction 
to  her  disability  and  her  desire  to  ambulate 
at  the  present  moment. 

7.  We  should  be  ready  to  relinquish  our 
goal  of  ambulation  for  this  patient  if  such 
a study  reveals  that  the  patient  has  no 
real  need  for  becoming  ambulatory. 


{Number  two  in  a series  of  Clinical  RehabilitcUion  Conferences) 


Whiplash  Injuries  as  Serious  as  Some  Blows  lo  Head 


Whiplash  injuries  can  produce  brain  disturbances 
comparable  to  closed  head  injuries  caused  by  direct 
blows,  according  to  an  article  by  Fernando  Torres, 
M.D.,  and  Sidney  K.  Shapiro,  M.D.,  in  the  July, 
1961,  issue  of  A.M.A.  Archives  of  Neurology.  The 
symptoms  of  patients  with  whiplash  injuries  were 
very  similar  to  those  of  patients  with  closed  head 
injuries.  Headaches,  nervousness,  insomnia,  diffi- 
culty in  concentrating,  and  vertigo  were  frequent 
complaints  of  both  groups. 

Electroencephalograms  were  taken  of  45  patients 


with  whiplash  injuries  and  45  patients  with  closed 
head  injuries  to  compare  the  incidence  of  abnor- 
malities in  electric  brain  waves.  In  the  whiplash 
group  21,  or  46  per  cent,  had  moderate  or  marked 
abnormalities.  In  the  closed  head  injury  group 
20,  or  44  per  cent,  had  comparable  abnormalities. 
The  type  and  distribution  of  abnormaUties  in  the 
brain  did  not  differ  significantly  between  the  two 
groups.  The  authors  concluded  that  the  way  in 
which  brain  disturbances  are  caused  in  the  two  types 
of  injuries  probably  is  in  some  respects  the  same. 
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Pancreatic  Islet  Cell  Adenoma  Presenting  as 
N europsychiatric  Problems 


HENRY  A.  CAMPERLENGO,  M.D.,  ALBANY,  NEW  YORK 
{From  the  Psychiatric  Department,  Albany  Medical  Center) 


The  frequency  with  which  endocrine  disease 
manifests  itself  primarily  through  neuro- 
psychiati’ic  signs  and  symptoms  is  not  generally 
appreciated.  Organic  hyperinsulinism  simulates 
closely  both  functional  and  organic  nervous  sys- 
tem disorders  and  constitutes  a frequently  mis- 
diagnosed entity,  although  it  has  characteristic 
signs  and  symptoms. 

Alteration  in  the  metabolism  and  hence  func- 
tion of  all  levels  of  the  central  nervous  sys- 
tem, especially  the  phylogenetically  newer  struc- 
tures, is  never  more  evident  than  in  cases  of 
organic  hyperinsuhnism . Constant  blood  glucose 
levels  above  the  critical  mark  are  as  necessarj' 
for  central  nervous  system  function  as  adequate 
oxygenation,  since  nerve  cells  do  not  store  es- 
sential glycogen.  In  90  per  cent  of  cases  of 
organic  hyperinsulinism  either  a benign  func- 
tioning islet  cell  adenoma  or  the  so-called  “sus- 
piciously mahgnant  nonmetastasizing  tumor” 
are  responsible  for  the  symptoms  of  severe  hy- 
poglycemia that  are  observed. ‘ Early  diagnosis 
and  surgical  intervention  in  such  cases  will  pre- 
vent irreversible  brain  damage  and  even  death. 

Several  case  reports  and  a few  large  series  con- 
cerning hyperinsulinism  which  is  secondary 
to  pancreatic  adenomata,  benign  and  malignant, 
have  appeared  chiefly  in  the  medical  and  surgical 
literature  since  1929.  More  emphasis  on  those 
cases  where  altered  psychomotor  function  suggests 
a neuropsychiatric  problem  is  needed.  Breidahl, 
Priestley,  and  Rynearson^  indicated  that  the  ini- 
tial diagnosis  was  erroneous  in  46  of  a series  of  91 
cases  of  pancreatic  adenomata.  These  mis- 
diagnoses included  epilepsy,  psychosis,  chronic 
nervous  exhaustion,  hysteria,  cerebrovascular 
accident,  tetany,  brain  tumor,  drunkenness,  meno- 


pause, diabetes,  and  heart  attack,  where  hyper- 
insuhnism was  actually  present. 

The  purpose  of  this  paper  is  to  describe  2 
cases  of  islet  cell  adenoma  presenting  as  neuro- 
psychiatric problems,  to  indicate  a condition 
which  occurs  more  commonly  than  is  generally 
believed  by  psychiatrists  and  other  physicians 
and  in  which  early  correct  diagnosis  may  result 
in  a true  cure. 

Case  Reports 

Case  !.• — On  December  6,  1959,  a forty-seven- 
year-old  female  was  brought  to  the  emergency 
loom  at  Albany  Hospital  for  “nervous  spells.” 
After  an  examination  by  a busy  house  officer 
there,  the  impression  obtained  was  “scliizo- 
phrenia,  catatonic  type,”  and  the  psychiatry 
resident  was  summoned. 

Generally,  the  patient  presented  as  a thin, 
well-developed,  middle-aged  woman  with  fixed 
stare  and  pale  sweaty  facies  and  displayed  what 
appeared  to  be  intermittent,  spasmodic  posturing 
of  the  upper  extremities.  Vital  signs  w<ere : tem- 
perature, 98.8  F.,  pulse,  80  per  minute  and 
regular,  and  blood  pressure  128/70.  The  patient 
had  a motor-type  aphasia  but  showed  compre- 
hension of  spoken  commands  by  offering  full 
cooperation  in  the  examination  of  extraocular 
movements.  The  findings  on  a neurologic 
examination  were  varied,  diffuse,  and  striking; 
nystagmus  was  present  in  all  directions.  There 
was  a bilateral  facial  paresis,  flaccid  quadrapare- 
sis,  bilateral  extensor  plantar  reflexes,  and  gen- 
eralized hyper-reflexia  as  well  as  sustained  clonus 
in  both  lower  extremities.  There  were  no  other 
relevant  findings  in  other  systems. 

The  past  history  as  given  by  the  patient’s 
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husband  revealed  that  she  had  complained  of 
intermittent  episodes  of  diploj)ia  for  the  two  years 
j)rior  to  admission.  However,  it  was  not  until 
six  months  prior  to  admission  that  the  following 
signs  and  symptoms  were  not(‘d:  a personality 
change  marked  by  irritability,  “moodiness,” 
and  sometimes  inapi^ropriate  behavior.  In  the 
mornings  especially,  the  patient  was  noted  to 
stagger,  “act  like  a drunk,”  display  slow  chorei- 
form movements  of  the  trunk  and  uppt'r  ex- 
tremities, or  lie  thrashing  and  kicking  on  the  floor. 
On  one  occasion  she  began  barking  at  the  family 
cat,  pursued  it  outdoors  in  a dog-like  fashion,  and 
chased  it  up  a tree.  Wlien  confronted  with  the 
unseemliness  of  her  behavior,  the  patient  would 
often  smile  incongruously  and  repeat,  “there  is 
nothing  wrong  with  me.”  At  this  time  a medical 
practitioner  was  consulted  and  the  j^atient  was 
treated  with  promazine  hydrochloi'ide  50  mg. 
three  times  a day  for  a “nervous  condition.” 

The  first  major  “attack”  came  on  five  months 
jjrior  to  admission,  when  the  j)atient  and  her 
family  were  driving  back  from  a week-end  trip 
to  a distant  city.  Several  hours  after  an  early 
start  and  no  breakfast,  the  patient  began  to  roll 
and  writhe  from  side  to  side.  Mental  clouding 
was  noted  and  motor  activity  decreased  jno- 
gressively  to  the  point  wher(>  the  patient  was  in  a 
rigifl  posture.  These  symptoms  were  entirely 
di.ssipated  in  twenty  minutes  to  a half  hour  after 
a voraciously  eaten  meal,  during  which  it  was 
noted  that  the  patient  could  not  manipulate  her 
fork  because  her  hands  were  “rigid  and  clasped.” 

The  symptoms  n'curred  thereafter  with  lesser 
severity  about  once  a week  and  were  relieved 
by  eating,  although  this  correlation  was  never 
made  consciously  by  the  patient  or  those  around 
her.  It  was  when  the  patient  missed  both  the 
evening  meal  and  her  subsequent  breakfast  that 
the  circumstances  culminating  in  hospitalization 
finally  developed. 

After  obtaining  her  history,  the  presumptive 
diagnosis  of  hyperinsulinism  due  to  an  islet  cell 
adenoma  of  the  pancreas  was  made.  A blood 
sample  was  then  drawn  for  the  blood  sugar  level, 
immediately  after  which  20  Gm.  of  50  per  cent 
glucose  were  injected  intravenously.  The  re- 
sponse was  almost  imnu'diate  and  dramatic. 
The  patient  sat  up,  spoke,  and  showed  completel}' 
normal  psychomotor  functioning.  Her  sub- 
sequent neurologic  examination  and  mental  status 
were  unrevealing  with  the  exception  of  a residual 
briskness  of  deej)  tendon  reflexes.  Laboratory 


values  returned  shortly  after  admission  of  the 
patient  to  the  medical  service  revealed  a blood 
sugar  level  of  25  mg.  per  100  ml.  with  electrohde 
values  within  normal  limits.  Thus  it  was  estab- 
lished quickly  that  the  patient  fulfilled  the  criteria 
of  Whipple  which  are : the  occurrence  of  an  attack 
of  neuropsychiatric  type  during  fasting,  blood 
sugar  of  50  mg.  per  100  ml.  or  below  during  the 
attack,  and  the  termination  of  an  attack  by  the 
administration  of  glucose. 

During  the  next  few  daj'S  required  for  a com- 
plete work-up,  the  patient  had  several  hypo- 
glycemic attacks,  documented  by  blood  sugar 
levels  that  were  below  .50  mg.  per  100  ml.,  and 
these  were  relieved  in  everj"  instance  by  taking 
fruit  juices.  Glucose  tolerance  tests,  intra- 
venous tolbutamide  tests,  as  well  as  an  intra- 
venous cortisone  test  results  supported  the  diag- 
nosis of  a functioning  islet  cell  adenoma  of  the 
pancreas.  The  jjatient  was  then  transferred 
to  the  surgical  service  and  was  taken  to  the  op- 
erating room  on  December  23,  1959,  where  a 
2 cm.  by  2 cm.  soft,  reddish-purple,  partially 
encapsulated  tumor  was  removed  from  the  tail 
of  the  j)ancreas.  The  pathologic  report  revealed 
that  this  mass  was  an  islet  cell  adenoma  of  the 
])ancreas.  The  postoperative  course  was  satis- 
factory, with  fasting  blood  sugar  determinations 
in  the  normal  range.  A follow-uj)  of  the  patient 
after  a ten-month  interval  following  surgery  re- 
veak'd  no  recurrences  of  law  fornuT  sympto- 
matology in  either  degree  or  kind. 

C-a.se  2: — On  Xovember  17,  19.58,  a fifty- 
year-old  male  janitor  was  brought  by  the  police 
to  the  Albany  Hosiiital  at  the  request  of  his 
family  for  the  complaint  of  “abnormal  behavior.” 
For  forty-eight  hours  prior  to  admission,  the 
])atient  had  been  at  home,  where  his  family 
noted  that  he  was  acting  in  a completely  irrational 
manner.  He  hid  himself  behind  various  pieces 
of  furniture,  crawled  under  the  bed,  and  remained 
there  for  thirty-six  hours,  without  taking  food 
or  drink  during  the  entire  period. 

In  the  (‘mergenc}'  room  the  patient  i)resented 
as  a i^ale,  sweating,  and  disoriented  male,  whose 
incoherent  and  rambling  speech  made  the  taking 
of  a history  impossible. 

Physical  Examination. — The  vital  signs  were; 
pulse  86  per  minute,  blood  pressure  24/76,  and 
respirations  18  per  minute.  A neurologic  exam- 
ination indicated  only  a slight  drift  of  the  right 
arm  in  extension.  The  other  systems  were  un- 
remarkable. The  patient’s  mental  status  at 
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this  time  was  described  superficially  as  (confused 
and  disoriented,  but  cooperative.  The  com- 
plet(‘  blood  count  and  urinalysis  taken  at  the 
time  of  examination  gave  negative  findings. 

Fast  History. — An  inquiry  revealed  that  the 
patient  had  a fifteen-j'ear  history  of  abnormal 
episodic  behavior.  In  November,  1944,  he  was 
admitted  to  the  psychiatric  service  at  the  Alban}' 
Hospital  for  “two  tonic  seizures,  followed  by  con- 
fusional  states.”  This  was  described  as  “getting 
a far-away  look  in  his  eyes,  during  which  time  he 
cries  and  sings  boisterously.”  During  these 
altered  states  of  consciousness,  the  patient  was 
always  out  of  contact  with  his  surroundings  and 
often  performed  simple,  routine  acts  for  which  he 
later  had  no  recollection.  Though  there  was  no 
ek'ctroencephalogram  available  at  that  time, 
a diagnosis  of  epilejjsy  with  epileptic  ec}ui\'alent 
was  made,  and  the  patient  was  jjlaced  on  Dilantin 
sodium  100  mg.  three  times  per  day.  The  patient 
failed  to  return  to  the  clinic  for  a follow-up  evalua- 
tion. During  an  intervening  nine  years,  the 
patient  was  twice  admitted  and  successfully 
treated  for  pulmonary  tuberculosis.  However, 
in  1953,  he  was  once  again  brought  to  the  closed 
psychiatric  ward  for  “severe  spells.”  It  should 
be  noted  that  the  patient’s  behavior  between 
admissions  was  at  times  slightly  erratic,  but  that 
his  family  was  unquestionably  tolerant  and  ac- 
cepting of  a wide  margin  of  eccentric  beha\'ior 
on  his  part.  Actually,  hospitalization  was  only 
resorted  to  when  the  spells  interfered  with  em- 
ployment or  the  patient’s  basic  needs.  At  this 
time  the  attacks  were  noted  to  last  from  a few 
minutes  to  an  hour,  the  longest  one  going  on  for 
two  days  and  finally  necessitating  hospitalization. 

The  notes  of  the  admitting  physician  indicated 
that  the  patient  “threw  himself  about  with 
random  movements,  was  completely  disoriented 
and  alternately  sang,  cried  or  shouted.”  Reli- 
able sources  denied  the  possibility  of  (dther  open 
or  covert  addiction  to  drugs  or  alcohol.  Sixteen 
hours  after  he  was  sedated  with  Amytal  sodium, 
the  patient  was  in  an  apparent  complete  rc-mission 
and  was  released  against  medical  advice  to  the 
custody  of  his  wife. 

Hospital  Course: — For  this  most  rc(;ent  admis- 
sion, in  view  of  the  past  history,  the  patient  was 
evaluated  by  and  admitted  to  the  neurologic 
service.  I’he  impression  of  the  resident  on  duty 
was  chronic  schizojdirenia  with  coexisting  psy- 
chomotor seizures.  On  the  day  following 
admission,  fasting  blood  sugar  test  taken  during 
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the  patient’s  attack  revealed  a blood  glucose 
level  of  28  mg.  per  100  ml.  A repeat  determina- 
tion was  42  mg.  per  100  ml. 

Hyperinsulinism  secondary  to  islet  cell  ad(>- 
noma  was  suspected,  and  an  endocrinologic  con- 
sultation was  sought.  AVhip])le’s  triad  was 
established  by  a provocative  fast,  which  produced 
a state  of  stupor  after  eighteen  hours  and  showed 
a concomitant  blood  glucose  level  of  16  mg.  per 
100  ml.  Tlu'  symptoms  were  reversed  immedi- 
ately by  the  injection  of  glucose  intravenously. 
The  patient’s  response  to  the  intravenous  tol- 
butamide test  in  which  the  blood  glucose  level 
dropped  from  29  to  7.7  mg.  per  100  ml.  in  fifteen 
minutes  was  felt  to  be  strongly  indicative  of  a 
functioning  islet  cell  tumor.  Other  tests  ruling 
out  hypoglycemia  secondary  to  adrenal  and 
pituitary  insufficiencies  and  an  hejjatogenic 
etiolog}'  were  jD('rformed  and  were  found  to  be 
in  the  normal  range*.  An  electroencephalogram 
taken  on  November  18,  1958,  was  read  as  normal. 
Exploratory  laparotomy  was  done  on  December 
23,  1958,  and  an  8-mm.  nodule  was  removed  from 
the  body  of  the  pancreas.  No  other  tumors  were 
found  and  the  patient  had  a good  postop(*rative 
recov(*ry. 

Histologic  sections  of  the  tumor  confirmed  tlie 
diagnosis  of  pancreatic  islet  cell  ad(*noma.  After 
his  recovery  from  surgery,  prolong(*d  fasting  re- 
vealed that  the  patient  was  capal)le  of  maintain- 
ing adeejuate  blood  sugar  lev(*ls.  The  patient 
was  discharged  on  .January  Hi,  19.59,  with  no 
return  of  his  form(*r  symptomatolog}'  in  the  two 
years  since  his  last  admission. 

Comment 

The  organization  of  many  diffuse  neurologic 
findings  and  psychiatric  symirtoms  into  a com- 
prehensive outline  is  required  for  the  explanation 
of  such  ])henomena  as  central  nervous  syst(*m 
resi)onses  to  hypoglycemia. 

In  their  renew  of  27  cases  Hoefer,  Guttman, 
and  Sands''’  categorizc'd  the  signs  of  ])ernicious 
hypoglycemia  according  to  four  groups:  (1) 

autonomic  visceral  signs,  (2)  somatic  neurologi- 
cal manifestations,  (3)  psychomotor  phenomena, 
and  (4)  seizures  and  related  states.  Psychomotor 
phenomena  occurred  in  practically  all  their 
patients,  while  seizures  or  related  states  were 
present  in  as  many  as  22  cases. 

The  2 cases  present(*d  herein  indeed  bear  out 
the  fact  that  p(*riodic  disturbed  bc'havior  is  the 
most  common  mode  of  presentation  for  an  islet 
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cell  adenoma  and  that  neuropsychiatric  diag- 
noses are  frequently  mistakenly  made.  Doorly 
and  Martin^  point  out  that  in  large  psychiatric 
hospitals  in  the  United  Kingdom,  hysteria  or 
neurasthenia  are  the  commonest  misdiagnoses 
for  an  islet  cell  adenoma. 

Two  related  pathophysiologic  factors  are  re- 
sponsible for  the  confusion  in  diagnosis.  First, 
there  is  the  paroxysmal  and/or  continuous  over- 
production of  insulin,  which  results  in  a sequence 
and  degree  of  symptoms  unlike  any  obtained 
in  controlled  therapeutic  situations,  such  as  in- 
sulin shock.  Hence  the  signs  and  symptoms  of 
an  islet  cell  adenoma  are  not  necessarily  those  of 
mere  insulin  overdosage  with  which  most  phy- 
sicians are  familiar.  Second,  the  rate  of  fall 
of  blood  glucose  levels  and  the  duration  of  hypo- 
glycemia will  determine  the  clinical  nature  of  the 
attacks.  If  there  is  a sudden  drop  in  the  level  of 
blood  glucose,  compensatory  secretion  of  epi- 
nephrine will  result  in  a contrainsulin  effect  as 
well  as  autonomic  visceral  manifestations. 
Sweating,  pallor,  giddiness,  tachycardia,  and 
apprehension  are  frequent  complaints  during 
this  epinephrine  phase.  If  homeostasis  is  then 
restored,  the  attack  will  be  aborted.  This 
explains  the  numerous  “minor  spells”  experienced 
by  the  patients  in  the  cases  presented.  However, 
if  the  continued  elaboration  of  insulin  overwhelms 
the  homeostatic  mechanism,  as  it  frequently  does, 
the  autonomic  visceral  manifestations  will  merge 
into  those  effects  produced  by  cortical  hypo- 
glycemia. Those  phylogenetic  structures  of 
more  recent  genesis  have  the  highest  metabolic 
activities,  the  cortex  being  pre-eminent  in  this 
respect  and  hence  the  first  to  suffer  the  conse- 
quence of  hypoglycemia.  The  most  constant 
clinical  feature  observed  during  the  phase  of 
cortical  hypoglycemia  is  a clouding  of  conscious- 
ness, marked  by  disorientation,  and  often  release 
of  inhibitions;  in  short,  an  acute  organic  brain 
syndrome  occurs.  There  have  been  reports  of 
such  cases  leading  to  arrests  on  charges  of  intoxi- 
cation. 

Since  continuing  hypoglycemia  affects  the  sub- 
cortical and  deeper  phyletic  structures,  a variety 
of  neurologic  manifestations  may  occur.  That 
is,  on  examination  one  may  find  signs  referable 
to  the  inhibition  or  release  of  the  subcortical 
diencephalic  layer,  the  mesencephalon,  and 
finally,  in  deep  coma,  the  hindbrain. 

In  both  case  reports  there  was  frequent  men- 
tion of  thrashing,  rolling,  or  purposeless  move- 


ments appearing  after  consciousness  had  been 
obtunded.  This  bespeaks  of  a release-type 
phenomenon  involving  the  extrapyramidal  sys- 
tem and  corresponds  with  observations  of  “dys- 
kinesias” made  by  Himvich®  in  schizophrenic 
patients  undergoing  insulin  shock.  However, 
one  should  not  expect  to  observe  a step-wise 
array  of  neurologic  signs  and  symptoms  based 
on  the  differential  metabolic  activities  of  each 
phyletic  structure.  Individual  variations  in  the 
kinds  of  neurologic  manifestations,  if  they  are 
present  at  all,  are  subject  to  wide  variation. 
Indeed,  some  patients  may  proceed  from  the 
autonomic  visceral  stage  directly  to  deep  coma 
or  convulsions. 

Electroencephalograms  of  human  subjects 
taken  during  experimentally  induced  hypogly- 
cemic states,  as  well  as  during  clinical  attacks, 
indicate  that  the  abnormal  records  obtained 
were  not  distinguishable  from  those  of  increased 
intracranial  pressure,  infection,  anoxia,  severe 
generahzed  trauma,  or  drug  intoxication.®  In 
some  cases,  focal  spike-wave  patterns,  compatible 
with  temporal  lobe  epilepsy,  appeared  or  dis- 
appeared according  to  the  blood  glucose  level.’ 
In  itself  electroencephalography  is  of  no  specific 
diagnostic  importance. 

Probably  the  greatest  single  aid  in  diagnosis  is 
an  awareness  in  the  examining  physician  of  the 
possibility  of  hyperinsulinism.  Without  this 
consideration,  the  true  diagnosis  becomes  ob- 
scure. It  should  be  borne  in  mind  that  hypo- 
glycemia may  also  be  secondary  to  liver  disease, 
acute  and  chronic,  as  well  as  pituitary,  thyroid, 
and  adrenal  affections.®  However,  other  co- 
existing clinical  findings  make  their  respective 
differentiations  relatively  simple. 

Of  all  the  various  diagnostic  procedures  em- 
ployed, the  provocative  fast,  wliich  should  be 
carried  out  to  seventy-two  hours  if  necessary, 
is  still  the  most  reliable  single  screening  test.® 
If  and  when  an  attack  of  a neuropsychiatric 
nature  occurs  during  the  fasting  period,  blood 
sugar  should  be  drawn  immediately.  If  the 
symptoms  are  reversed  by  the  injection  of  glucose 
intravenously  and  the  fasting  blood  sugar  at 
that  time  is  50  mg.  per  100  ml.  or  below,  then 
Whipple’s  three  criteria  for  organic  hyperin- 
suUnism  have  been  satisfied.  However,  a word 
of  caution  about  the  relativity  of  these  criteria 
should  be  included:  In  the  event  of  protracted 
insulin  coma,  the  injection  of  glucose  will  not 
revive  the  patient,  nor  will  low  blood  sugar  levels 
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necessarily  be  found. ^ Normal  blood  glucose 
levels  may  furthermore  be  found  at  times  in 
some  ambulatory  patients  having  surgically  con- 
firmed adenomata. These  cases  will  however 
become  obviously  symptomatic  when  they  are 
subjected  properly  to  a provocative  fasting  test. 

Conclusion 

1.  Two  cases  of  islet  cell  adenoma,  presenting 
clinically  as  neuropsychiatric  problems,  are  de- 
scribed. 

2.  The  pathophysiology  of  hypoglycemia  is 
discussed  in  accordance  with  some  of  its  signs 
and  symptoms,  especially  the  observed  frequency 
of  the  acute  organic  brain  syndrome. 

3.  The  inclusion  of  organic  hyperinsulinism 
in  the  differential  diagnosis  of  cases  marked  by 
periodic  behavior  disturbances  is  stressed. 

4.  The  utilization  of  the  simple  and  effective 
provocative  fast  is  advocated  before  recourse 
to  more  refined  endocrinologic  tests  is  made. 

5.  Two  instances  are  indicated  in  which  the 
strict  adherence  to  Whipple’s  triad  would  have 
resulted  in  a possible  misdiagnosis. 
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PARADUODENAL  hemias,  intraperitoneal  her- 
niations wliicli  are  charaeteristi(^ally  lo- 
cated at  the  duodenojejunal  junction,  may  occur 
in  any  one  of  the  anatomic  fossae  in  this  region. 
Actually,  the  incidence  of  paraduodenal  hernia  is 
rare.  Onl,y  2 cases  were  reported  from  the  Lahey 
Clinic  during  the  years  1925  to  1944.*  At  the 
Mayo  Clinic,  during  the  entire  interval  1910  to 
1939,  there  were  2 cases  of  right  paraduodenal 
hernia  treated  surgically  and  0 cases  of  left 
jjaraduodenal  hernia.^  Zimmerman  and  Lauf- 
man®  found  12  unequivocal  cases  in  a ten-year 
survey  of  records  at  the  Cook  County  Hospital. 

Zimmerman  and  Anson^  believe  that  para- 
duodenal hernia  results  from  rotational  anomalies 
of  the  midgut,  which  may  give  rise  to  either  right 
or  left  types,  depending  on  the  relation  of  its  sac 
and  its  contents  to  the  duodenum. 

There  are  five  fossae  described  as  common  sites 
for  hernia  at  the  duodenojejunal  junction.  The 
fossa  of  Waldeyer  is  the  largest  of  these,  and  small 
gut  may  enter  and  leave  it  with  no  mechanical  or 
physiologic  involvement,  or  can  be  withdrawn 
with  gentle  traction  without  much  difficulty.® 
The  duodenal  fossae  are  as  follows:  (1)  para- 
duodenal fo.ssa,  (2)  superior  duodenojejunal  fossa, 
(3)  inferior  duodenojejunal  fossa,  (4)  inferior 
duodenal  fossa,  and  (5)  fossa  of  Waldeyer  (meso- 
enteroparietal  fossa).  The  anatomic  name 
designates  the  ])Osition  of  the  fossa.  The  sac 
may  contain  the  entire  small  intestine.  More 
than  one  half  of  the  entire  length  of  the  small 
bowel  is  involved  in  90  per  cent  of  cases  reported; 
the  omentum  is  never  involved.® 

Paraduodenal  hernia  may  be  easily  overlooked 
clinically,  since  it  may  be  present  for  years  with- 
out causing  .symptoms,  especially  if  it  is  in  the 
fossa  of  Waldeyer.  It  may  be  found  during 
laparotomy  or  e.xploration  for  a specific  surgical 
jirocedure.  Moynihan^  states  that  right  para- 
duodenal hernia  has  the  following  characteri.stics : 

1.  Almost  all  the  small  intestines  are  im- 
])risoned  in  the  peritoneal  sac  bi'liind  the  ascend- 
ing and  transv(‘rse  mesocolon  and  occujiy  the 
right  half  of  the  abdomen. 

2.  'I'he  opening  of  the  sac  is  dirc'cted  to  the 
left,  near  the  ligament  of 'Preitz. 


3.  The  superior  mesenteric  artery  and  the 
ileocolic  artery  are  locatc'd  in  the  anterior  aspea^t 
of  the  sac.’ 

When  symptomatic,  the  clinical  picture  is  that 
of  high  intestinal  obstruction  with  pain,  nausea, 
and  vomiting.  The  vomitus  is  bile  stained. 
Temporary  relied'  of  pain  follows  the  vomiting 
episodes  and  reap|)ears  with  the  next  ingestion  of 
food. 

A clinical  diagnosis  is  usually  difficult,  and  the 
condition  may  be  confused  with  diseases  of  the 
gallbladder  (as  noted  in  the  case  report  to  follow) 
and  the  appendix. 

Hernias  of  this  type  should  be  suspected  when 
the  clinician  cannot  establish  a diagnosis  after  a 
thorough  work-up  and  evaluation  of  the  symp- 
tom-complex described.  It  should  certainly  be 
looked  for  in  all  bizarre  conditions  requiring  intra- 
abdominal surgical  procedures.  Preoperative 
gastrointestinal  studies  can  be  most  helpful.  A 
definite  pattern  described  by  Exner*  is  pre.sent 
in  cases  of  paraduodenal  hernia:  The  gut  is 
bunched  together  as  if  enclosed  in  a sealed  bag. 

Surgical  obliteration  of  the  sac  is  difficult  and 
not  necessary.  The  intestines  can  be  returned  to 
the  peritoneal  cavity  by  gentle  traction  and  the 
apertures  closed  with  Lembert-type  sutures. 
Incarcerated  bowel  within  the  smaller  fossae  can 
be  released  by  making  a vertical  incision  in  an 
avascular  portion  of  the  anterior  sac.  If  the 
bowel  is  strangulated  and  shows  evidence  of  no 
viability  or  lack  of  viability,  dissection  is  per- 
formed. A mortality  rate  of  50  per  cent  in  such 
cases  is  reported  in  the  literature.  Lahey  and 
Trevor*  recommend  buttressing  the  adjacent 
loop  of  jejunum  against  the  obliterated  fossa 
to  reinforce  it.  It  is  important  to  know  the 
position  of  the  superior  mesenteric  arterj^  and 
inferior  mesenteric  vein  in  relation  to  the  fossae 
in  the  repair  of  right  and  left  paraduodenal 
hernias  respectively  if  we  are  to  avoid  injur}'  to 
these  structures. 

A typical  liLstory  and  findings  at  operation  are 
described  in  the  following  case  rejjort. 

Case  Report 

A sixty-four-y('ar-old  white  female  was  ad- 
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niitterl  to  the  Otis  General  Hospital  on  Fel)ruary 
17,  1953,  with  a chief  complaint  of  vomiting  of 
food  and  epigastric  pain  approximately  four  hours 
after  the  ingestion  of  food. 

Her  past  history  was  irrelevant.  She  stated 
that  her  father  died  at  age  forty-four  as  a result  of 
a drowning  accident.  Her  mother  died  at  age 
seventy  of  pneumonia.  In  1948,  the  patient  had 
undergone  a vaginal  rejmir  or  plastic  i)roceflurc  at 
the  Peter  Bent  Brigham  Hospital. 

The  patient  stated  that  three  weeks  prior  to 
admission  she  noted  that  about  four  hours  after 
ingestion  of  food,  nausea,  vojniting,  and  e])i- 
gastric  pain  developed.  She  denic'd  any  sensitiv- 
ity to  any  specific  foods  and  stated  that  she  had 
never  had  jaundice  or  any  change  in  the  color  of 
her  stools  or  urine.  She  denied  any  recent 
weight  loss,  except  for  the  three  or  four  weeks 
immediately  prior  to  hospital  admission,  when 
she  had  lost  10  pounds.  She  attributed  this  loss 
to  her  frequent  vomiting  at  a specific  time  follow- 
ing ingestion  of  food.  The  remainder  of  the 
physical  e.xamination  was  irrelevant. 

A diagnosis  of  chronic  cholecystitis  with 
cholelithiasis  was  made,  and  this  finding  was  con- 
firmed by  a Graham  Cole  series,  which  revealed 
no  filling  of  the  gallbladder  even  after  a double 
dosage  of  Telepaque  tablets.  An  upper  gastro- 
intestinal series  of  x-ray  films  revealed  that  at  the 
end  of  four  hours  barium  found  its  way  into  the 
ileum,  with  a moderate  amount  remaining  in  the 
stomach  and  a small  diverticulum  of  the  duo- 
denum. Films  of  the  small  bowel  taken  at  one- 
half,  one,  one  and  one-half,  and  two  hours  showed 
localized  areas  of  a coarsened,  thickened,  edema- 
tous mucosal  pattern  in  the  jejunum,  a finding 
which  the  radiologist  thought  was  evidence  of  an 
early  deficiency  pattern. 

An  operation  was  performed  six  days  after  the 
hospital  admission,  and  dense  adhesions  between 
the  fundus  and  bod}"  of  the  gallbladder  and  the 
mesentery  of  the  hepatic  flexure  were  found.  A 
large  filmy  sac  containing  appro.ximately  6 to  8 
feet  of  small  bowel  appeared  in  the  wound. 
Further  e.xamination  revealed  that  this  was  a 
right  paraduodenal  herniation  which  extended 
proximally  through  the  transverse  mesocolon  and 
actually  into  the  lesser  omental  cavitj'.  There 
was  no  evidence  of  insufficiency  of  the  blood 


.supply  to  the  bowel,  which  had  normal  color  and 
tone.  The  small  bowel  could  be  reduced  easil\' 
through  the  neck  of  the  hernial  sac.  Incidentally, 
the  gallbladder  was  found  to  contain  multiple 
stones  and  was  removed.  The  neck  of  the  para- 
duodenal hernia  was  closed  with  interrupted 
black  silk,  Lembert-type  sutures. 

Two  days  postoperative]}*  this  patient  de- 
veloped a chill,  followed  by  sudden  severe  pain  in 
the  epigastrium  and  lower  end  of  the  sternum 
which  radiated  through  to  her  back.  She  had 
dyspnea,  a temperature  of  102.4  F.,  and  was  con- 
fu.sed  and  drowsy.  An  electrocardiogram  was 
made  and  the  findings  were  reported  as  com- 
patible with  (coronary  insufficiency.  The  pa- 
tient became  jaundiced,  and  the  icteric  index  was 
elevated  as  high  as  37.  Her  rectal  temperature 
was  105.5  F. 

These  symptoms  subsided  rapidly,  however, 
and  she  was  discharged  from  the  hospital  on 
March  7,  1953.  When  she  was  contacted  several 
years  later,  she  was  found  to  be  in  good  health. 

Summary 

The  common  types  of  paraduodenal  hernia 
have  been  discussed. 

A case  report  of  paraduodenal  hernia  has  been 
presented. 

A method  of  surgical  repair  of  these  hernias  has 
been  suggested. 
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^ I ''here  perhaps  has  been  no  time  more 
opportune  than  the  present  for  a con- 
sideration of  the  partnership  between  the 
medical  profession  and  Blue  Shield.  We 
are  headed  down  the  last  half  of  a century 
the  end  of  which  many  of  us  will  not  survive 
to  see.  It  will  be  a century  filled  with  the 
fruits  of  man’s  experiments  and  labors, 
a century  of  goals  sought,  realized,  and 
surpassed.  The  mechanical  advances  alone 
stagger  the  imagination  as  in  retrospect 
one  considers  the  change  from  the  potbellied 
stove  to  central  heating,  from  horsepower 
to  supersonic  speed,  and  from  the  broad 
expanse  of  the  back  yard  as  envisaged 
from  a perch  on  the  limb  of  an  apple  tree  to 
the  visuahzation  of  continents  from  the 
height  of  the  stratosphere. 

The  Future 

By  the  year  2000  many  common  afflictions 
of  man  will  be  so  unusual  in  occurrence  as 
to  make  it  impossible  to  demonstrate  them 
to  medical  students.  Even  now  the  rose 
spots  of  typhoid  fever  are  a medical  curiosity, 
and  the  odor  and  appearance  of  the  diphthe- 
ritic throat  never  will  be  known  to  most 
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young  doctors.  With  the  expected  progress 
in  the  control  of  cancer  and  the  degenerative 
vascular  diseases  it  is  probable  that  by  the 
beginning  of  the  new  century  the  expectancy 
of  life  will  be  in  the  neighborhood  of  ninety 
years. 

It  has  been  said  repeatedly  that  with  all 
progress  there  arise  new  problems.  The 
champion  has  to  work  hard  to  hold  his 
crown,  for  around  the  corner  is  always 
one  envious  of  his  position  and  covetous 
of  his  glory.  Eternal  vigilance  is  more 
than  the  price  of  success:  it  is  the  price 
of  maintaining  and  protecting  that  success. 
It  seems  to  be  a peculiarity  of  the  human 
race  that  success  begets  criticism  and  in- 
vites destruction. 

The  Danger 

The  success  of  the  medical  profession 
in  prolonging  life  has  now  placed  that  pro- 
fession in  jeopardy  of  control  by  those  who 
claim  a greater  humanitarian  sympathy 
than  that  of  the  physician.  In  spite  of  the 
tremendous  job  done  by  the  medical  pro- 
fession through  Blue  Shield  there  are  those 
who  say  that  the  program  is  ineffective, 
that  it  can  never  succeed,  and  that  it  is 
doomed  to  failure. 

The  medical  profession  has  made  no 
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claim  to  perfection  in  its  plan  to  help  in 
the  financing  of  medical  care.  It  has 
admitted  the  experimental  character  of 
the  program,  and  has  declared  its  willingness 
to  work  for  the  continuing  improvement 
in  its  coverage.  It  is  pledged  also  to  assure 
the  greatest  possible  dollar  return  to  its 
subscribers  through  proper  supervision  of 
the  financial  aspects  of  the  plan’s  business. 
While  we  do  not  claim  perfection,  and  while 
we  welcome  criticism  aimed  at  improvement 
of  the  product,  some  of  us  resent  unwar- 
ranted castigation  of  both  the  physician 
and  Blue  Shield. 

With  2000  years  of  history  behind  us  it  is 
incredible  that  we  should  now  be  traveling 
down  the  road  toward  the  errors  of  bygone 
generations.  The  hard  work  and  hardship 
of  our  fathers  appears  about  to  be  sacrificed 
to  the  promises  of  an  easier  and  more  abun- 
dant life  for  everyone. 

The  tragic  part  of  the  projected  change 
is  the  probable  destruction  of  personal 
initiative  by  making  the  results  of  such 
initiative  empty  of  reward  and  hollow 
in  achievement.  The  already  burdensome 
load  of  taxation  makes  it  almost  impossible 
for  the  average  young  family  man  to  provide 
for  the  future  of  himself  and  his  family. 

Why  is  it  that  we  have  so  few  men  in 
public  life  who  have  the  courage  to  attack 
this  problem  at  its  source?  Instead  we 
have  a surplus  of  those  who  promise  more 
and  more,  with  the  inevitable  increase  in 
taxation  and  the  ultimate  destruction  of 
personal  financial  independence. 

Blue  Shield  and  the  Medical  Profession 

There  is  no  need  for  me  to  repeat  the 
history  of  the  progress  and  success  of  the 
Blue  Shield  Plans.  Physicians  are  very 
familiar  with  the  spectacular  enrollment 
achievements  of  Blue  Shield.  Although 
the  utopia  promised  by  some  is  not  our 
expectation,  nor  will  we  promise  such  to  a 
public  which  we  firmly  believe  is  neither 
gullible  nor  unintelligent,  there  is  a need 
for  us  constantly  to  remind  ourselves  that 
we  have  not  yet  realized  the  ultimate  in 


benefits  and  enrollment. 

Blue  Shield  and  the  American  Medical 
Association  should  be  considered  copartners 
in  their  respective  efforts  to  defend  the 
physician  against  the  attack  of  those  who 
seek  to  enslave  the  profession,  while  at  the 
same  time  they  seek  to  abrogate  the  in- 
dividual’s freedom  to  exercise  his  God-given 
right  to  provide  for  his  own  needs  insofar 
as  he  is  able.  Through  the  prepayment 
system  the  American  people  have  demon- 
strated overwhelmingly  that  they  want  that 
right!  We  shall  be  remiss  in  our  duty  as 
citizens  if  we  allow  that  freedom  to  be 
deprived  them.  Without  Blue  Shield  and 
the  cooperative  effort  of  more  than  130,000 
doctors  participating  in  these  plans  the 
American  Medical  Association  could  save 
transportation  cost  back  and  forth  to 
Washington,  for  there  would  be  no  defense 
against  the  social  planners. 

And  as  much  as  I respect  the  insurance 
companies  and  the  efforts  they  have  made, 
there  is  no  one  who  can  deliver  medical 
care  except  the  physicians.  The  insurance 
companies  have  jeopardized  the  community 
rating  concept  by  attempting  to  siphon 
off  the  cream  of  the  business.  Thus  they 
have  forced  some  Blue  Shield  Plans  into 
experience  rating  of  the  better  risk  groups 
with  the  resultant  tendency  to  increased 
cost  to  the  individuals  and  small  groups. 
The  inclinations  of  some  physicians  to 
ignore  Blue  Shield,  and  even  at  times  to 
downgrade  it  to  the  advantage  of  the  com- 
mercial insurance  industry,  does  not  make 
sense.  The  insurance  industry  cannot 
deliver  medical  care,  and  medical  care  is  the 
primary  interest  of  American  medicine. 
The  insurance  industry  can  provide  dollars 
from  premiums  to  help  pay  the  cost  of 
medical  care,  and  admittedly  this  is  an 
invaluable  contribution  to  the  over-all  pic- 
ture. The  physician,  however,  is  the  only  one 
who  can  promise  to  deliver  medical  care 
regardless  of  the  availability  of  financial 
recompense.  I am  happy  to  say  that  I be- 
lieve the  American  Medical  Association  and 
Blue  Shield  recognize  their  common  goal  and 
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strive  for  an  impro\T(l  system  for  the 
American  people. 

Events  Abroad 

While  the  initial  phase  of  the  move  to 
bring  the  American  medical  profession  under 
the  control  of  government  continues  at  a 
heated  pace,  let  us  see  what,  is  happening 
in  other  world  anias.  Czechoslovakia  has 
\'irtually  liquidated  private  medical  and 
dental  practice.  Romania  nationalized  her 
2,200  medical  men  in  19d9,  telling  them  to 
wind  up  their  practice.  Hungary  has 
succeeded  in  forcing  half  of  her  14,000  doctors 
into  state  service.  Poland  has  a few  private 
practitioners  left,  but  the  government  is 
increasing  the  pressure  on  them.  There 
is  a similar  pressure  in  East  Germany,  and 
there  are  antiprivate  medical  care  laws  on 
the  books.  Social  security  taxes  in  France 
and  Germany  are  now  about  30  per  cent  of 
wages  before  income  taxes.  On  the  other 
hand — to  take  a second  look  at  socialism — 
more  than  half  of  Great  Britain’s  middle 
and  upper  income  group  family  men  have 
turned  their  backs  on  the  National  Health 
Service  for  specialist  medical  treatment 
and  have  reverted  to  a private  patient  status. 
The  rate  of  this  drift  away  from  the  hospital 
side  of  the  health  service  has  surprised  even 
the  doctors,  though  they  predicted  its 
inevitability.  In  five  years,  organizations 
such  as  the  British  United  Provident 
Association,  The  Hospital  Services  Plan, 
and  the  Western  Provident  Association 
which  provide  this  private  patient  service, 
have  more  than  doubled  their  membership. 
They  are  enrolling  new  members  at  a rate  of 
more  than  1,500  a week.  Membership  of  the 
British  United  Provident  Association,  the 
largest  of  the  private  organizations,  grew 
from  400,000  people  in  1955  to  800,000  in 
1900.  The  bulk  of  the  members  remain 
National  Health  Service  patients  for  routine 
medicine,  but  when  it  comes  to  anything 
serious  they  want  private  patient  status. 

It  is  ironic  that  in  the  United  States  we 


fight  the  spread  of  world  Communism  and 
yet  seek  to  ape  some  of  its  principles  which 
can  lead  only  to  the  loss  of  individual  free- 
dom and  to  economic  dependence  on  a 
paternalistic  government. 

Lest  some  charge  that  my  statements 
about  the  potential  dangers  of  government 
control  are  not  ju.stified  by  the  facts,  let  me 
note  that  tlu;  proponents  of  nationalized 
medicine  have  repeatedly  opposed  fee-for- 
service  as  outmoded  and  impractical  under 
any  system  for  the  financing  of  mass  medical 
care.  The  prominent  closed  panel  plans  do 
not  operate  on  a fee-for-service  basis.  In- 
stead, these  panel  plans  have  a salaried  med- 
ical staff  or  pay  a specified  sum  of  money  to  a 
group.  It  is  impossible  to  conceive  of  govern- 
ment operating  on  any  other  principle.  The 
determination  of  expenditures  from  a tax- 
supported  medical  care  system  must  and  will 
be  regulated  by  the  agency  dispensing  the 
funds. 

The  Partnership  for  Progress 

The  American  Medical  Association  and 
Blue  Shield  Plans  have  a common  goal  of 
protection  and  perpetuation  of  a free  medical 
profession.  This  is  a goal  which  has  as 
its  principle  objective  the  preservation  of 
good  medical  care  for  the  people  of  this 
great  country  and  a guarantee  of  progressive 
improvement  in  that  care.  This,  we  be- 
lieve, can  be  brought  about  onl}^  by  a free 
profession  operating  in  a sound  economy 
which  affords  the  individual  economic 
freedom  to  purchase  that  care  on  a sound 
prepayment  basis.  This  system  will  pre- 
vent bureaucratic  control  of  the  amount 
and  nature  of  the  individual’s  professional 
services  and  will  dignify  him  as  a free  agent 
in  this  most  personal  aspect  of  human 
relations. 

To  this  end  the  American  Medical  As.soci- 
ation  and  Blue  Shield  pledge  themselves  to 
renewed  efforts  for  better  medical  care  and 
for  an  improvement  in  the  methods  of  financ- 
ing that  care. 
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i)urposc  of  any  sciontific  article  on  therapy 
-L  is  to  advise  practitioners  on  how  they  may 
improve  the  treatment  of  their  i>atients.  Review 
ai'ticles  can  be  of  great  value  in  summarizing  the 
current  status  of  particular  problems,  and  well- 
prepared  reports  on  individual  cases  often  point 
up  difficult  or  unusual  aspects  of  treatment.  In 
general,  however,  our  principal  source  of  informa- 
tion about  the  advantages  and  limitations  of  ther- 
apy is  a different  kind  of  scientific  article,  the  re- 
j)ort  of  a clinical  trial. 

The  clinical  trial  of  a therapeutic  measure  such 
as  a drug  is  not,  properly  speaking,  simply  a 
collection  of  case  records  in  which  the  treatment 
happened  to  be  employed.  Rather  it  involves  a 
deliberate  decision  to  treat  a chosen  group  of  pa- 
tients in  a specific  way  to  answer  particular  ques- 
tions about  the  effect  of  the  treatment.  In  pub- 
lishing reports  on  series  of  cases,  it  is  often  over- 
looked that  there  is  a real  distinction  between 
clinical  experience  and  a clinical  trial  or  experiment 
that  is  planned  in  advance  to  determine  specific 
facts. 

Clinical  ex])erience,  as  recorded  from  accumu- 
lated records,  can  provide  much  useful  informa- 
tion about  clinical  problems.  Questions  of  diag- 
nosis and  incidence  of  disease  are  not  suscejitible 
to  test  and  can  b('  explored  only  with  the  assist- 
ance of  carefully  kept  medical  records.  Even 
in  questions  of  therapy,  where  planned  trials  are 
possible,  a review  of  existing  records  is  often  of 
value  in  suggesting  appropriate  plans  for  a trial. 
It  may  even  be  desirable  sometimes  to  imblish 
accumulated  records  of  treatment,  particularly  if 
no  better  information  exists. 

The  effect  of  a treatment  cannot  be  evaluated 
adequately,  however,  from  records  which  are  not 
collected  systematically  for  the  purpose.  In  the 
first  place  it  is  usually  difficult  to  determine  from 
ordinary  records  what  factors  dictated  the  choice 
of  treatment  in  particular  instances.  If  the  basis 
of  choice  is  not  known  or  is  known  to  differ  on 
occasion,  it  is  imjiossible  to  define  exactly  what  is 


being  evaluated,  so  that  the  result  is  of  little  use, 
no  matter  how  precise  it  might  b(',  because  it  may 
be  biased.  In  other  words,  it  remains  uncertain 
what  question  has  been  answered.  In  addition 
there  may  be  a relat(‘d  difficulty.  Therapeutic 
questions  are  often  n'ducible  to  a comparison  of 
alternative  procedures:  treatment  versus  lack  of 
treatment  or  one  treatment  versus  another.  To 
answer  questions  of  this  type,  it  is  oliviously  nec- 
essary to  have  comparable  information  on  the 
various  alternatives.  Ordinary  records  of  ex- 
perience are  likely  to  be  inadequate  for  this  pur- 
pose or  even  misleading,  because  we  can  seldom 
be  confident  that  they  contain  truly  comparable 
information  on  the  alternatives  in  question. 

The  clinical  trial  of  a therapeutic  agent  is  a 
study  planned  in  advance  to  obviate  difficulties 
of  this  kind  by  assuring  results  that  are  both  ob- 
jective and  i)recise.  Objective  results  are  ob- 
tained by  eliminating  possible  sources  of  bias  in 
estimating  the  effect  of  a treatment,  while  precise 
results  are  obtained  by  increasing  the  exactness  of 
the  estimation.  Results  that  lack  objectivity  may 
be  misleading  even  though  they  are  quite  precisely 
estimated,  while  results  that  lack  precision  may  he 
useless  even  though  they  are  objective  and  unbiased. 
It  is  usually  possible  to  devise  a plan  for  obtaining 
objective  and  precise  results,  from  which  one  can 
derive  accurate,  meaningful,  and  unambiguous 
conclusions.  In  any  case,  the  plan  by  which  a 
trial  is  actually  conducted  sets  definite  limits  on 
the  conclusions  that  may  properly  be  drawn. 
For  this  reason,  it  is  of  great  importance  in  re- 
])orting  a clinical  trial  to  specify  in  detail  how  it 
was  planned  and  whether  or  not  circumstances 
made  it  necessary  during  the  course  of  the  trial  to 
deviate  from  the  original  plan.  Only  in  this  way 
can  the  reader  satisfy  himself  as  to  the  validity  of 
the  conclusions  drawn  by  the  author. 

Planning  the  Clinical  Trial 

Certain  problems  are  common  to  all  clinical 
trials,  regardless  of  the  particular  plan  that  is 
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followed.  Procedures  must  be  determined  for 
selecting  the  patients,  administering  the  treat- 
ments, and  judging  the  responses.  These  proce- 
dures should  all  be  fixed  in  advance  and  stated  in  the 
report  in  sufficient  detail  to  permit  the  trial  to  be 
repeated  by  an  independent  observer. 

Selecting  the  Patients. — Before  the  trial  is 
started,  it  should  be  decided  with  some  precision 
what  kind  of  patient  will  be  most  appropriate  for 
the  trial.  The  actual  selection  of  patients  should 
be  restricted  to  those  meeting  the  qualifications, 
and  special  care  should  be  taken  to  exclude  all 
others.  The  criteria  for  selection  should  be  fully 
presented  in  the  report,  so  that  the  reader  may 
learn  what  kind  of  patients  are  actually  repre- 
sented in  the  trial. 

The  first  consideration  in  defining  the  kind  of 
patients  to  be  studied  is  often  the  availability  of 
suitable  patients  in  sufficient  numbers.  In  a 
trial  of  a given  size,  the  precision  of  results  is 
usually  increased  by  restricting  the  study  to  a 
single,  closely  defined  class  of  patients.  How- 
ever, it  should  be  remembered  that  the  results 
of  a study  are  strictly  applicable  only  to  patients 
of  the  type  under  trial.  Broadly  applicable  re- 
sults might  be  obtained  by  liberalizing  the  criteria 
of  selection,  but  probably  with  some  sacrifice  of 
precision.  In  practice,  it  is  usually  necessary  to 
strike  a balance  in  selecting  patients  between  the 
desire  for  precise  results  and  the  desire  for  general 
applicability. 

One  further  precaution  should  be  taken  in  the 
choice  of  patients.  An  attempt  should  be  made 
to  exclude  at  the  outset  those  patients  who  are 
unlikely  for  any  reason  to  be  able  to  complete  the 
course  of  treatment  as  planned.  The  loss  of  pa- 
tients during  a study  can  present  serious  difficul- 
ties in  evaluating  the  results,  no  matter  why  the 
loss  occurred.  It  is  quite  impossible,  of  course, 
in  clinical  work,  to  guarantee  the  availability  and 
continued  cooperation  of  all  patients  throughout 
an  undertaking  of  this  nature.  Nevertheless,  a 
preliminary  screening  often  will  minimize  the 
number  of  drop-outs,  thereby  enhancing  the  value 
of  the  final  results.  In  reporting  the  study,  every 
patient  selected  should  be  accounted  for  in  some 
way,  and  the  reasons  for  losses  should  be  given 
when  they  are  known. 

Administering  the  Treatment. — It  is  im- 
portant that  a given  treatment  be  administered 
uniformly  to  all  patients.  For  instance,  if  it 
should  become  necessary  during  the  course  of  a 
drug  trial  to  change  the  dosage  of  the  drug  in 


certain  patients,  this  contingency  should  be 
planned  for  so  that  all  patients  may  be  treated 
under  uniform  conditions.  It  is  often  overlooked, 
particularly  in  trials  of  drugs,  that  the  adminis- 
tration of  a treatment  should  not  he  altered  ex- 
cept in  accordance  with  predetermined  instruc- 
tions, and  it  should  be  shown  in  the  report 
that  instructions  for  altering  treatment  were 
established  in  advance  and  were  followed  con- 
sistently throughout  the  trial.  Lack  of  certainty 
on  this  point  is  one  of  the  chief  objections  to  the 
use  of  evidence  gathered  from  ordinary  records  of 
experience.  The  objection  is  serious  and  con- 
stitutes a strong  argument  in  favor  of  clinical 
trials  that  are  planned  in  advance  to  avoid  such 
uncertainty. 

Evaluating  the  Result. — The  exact  proce- 
dure for  evaluating  the  result  of  treatment  should 
be  determined  in  advance  and  applied  consistently 
to  all  patients.  The  investigator  should  make 
the  most  strenuous  effort  to  be  guided  in  his  eval- 
uation only  by  criteria  that  are  established  in  ad- 
vance and  stated  in  the  report.  Everyone  is  in- 
clined to  make  allowance  for  unusual  circum- 
stances, and  in  everyday  affairs  this  is  certainly 
necessary  and  commendable.  In  an  objective 
evaluation  of  the  effect  of  a treatment,  however, 
it  is  extremely  hazardous  to  allow  one’s  judgment 
to  be  influenced  by  circumstances,  simply  be- 
cause it  is  impossible  to  say  how  much  allowance 
should  be  made  in  a given  case.  It  would  seem 
far  better,  when  confronted  with  an  unexpected 
event  that  might  influence  the  response  of  a pa- 
tient, to  report  the  event  but  not  to  take  account 
of  it  in  evaluating  the  treatment.  It  is  some- 
times practical,  and  always  desirable  for  the  sake 
of  objectivity,  for  patients  to  be  evaluated  by  an 
independent  observer  who  is  not  familiar  with  the 
details  of  individual  cases. 

The  responses  of  patients  should  be  evaluated 
when  possible  in  such  a way  that  they  can  be 
summarized  numerically.  Often  in  clinical  work 
the  response  of  a group  may  be  characterized  most 
usefully  as  the  proportion  of  patients  achieving 
a predetermined  degree  of  improvement.  Re- 
sults should  then  be  expressed  as  the  proportion  of 
successes  and  failures  or  perhaps  the  proportion 
of  excellent,  good,  fair,  and  poor  responses,  where 
these  terms  are  carefully  defined.  The  actual  num- 
ber of  patients  involved  should  be  indicated  also. 

When  results  can  be  expressed  by  a quantita- 
tive measurement,  as  for  example  body  weight, 
blood  pressure,  or  the  concentration  of  a serum 
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constituent,  it  is  useful  to  report  the  average 
values  before  and  after  treatment  or  the  average 
change  during  treatment,  as  well  as  the  propor- 
tion of  cases  improved. 

Results  that  can  be  summarized  numerically, 
either  as  a proportion  of  patients  or  as  an  average 
of  measurements,  are  particularly  desirable  in  a 
clinical  trial  because  they  provide  the  only  basis 
for  determining  the  precision  of  the  result.  Sta- 
tistical procedures  are  available  for  estimating, 
in  properly  designed  trials,  how  much  confidence 
may  be  placed  in  results  that  are  reported  as 
proportions  or  averages.  This  statistical  esti- 
mate is  often  best  expressed  as  the  standard  error 
of  a proportion  or  average,  although  it  may  be 
expressed  otherwise  (for  example,  as  a test  of 
statistical  significance  or  as  a confidence  limit). 
It  is  of  considerable  value  to  report  estimates  of 
precision  when  they  are  available,  but  clinical 
data  should  be  analyzed  for  this  purpose  only  by 
those  familiar  with  the  statistical  technics  in- 
volved. 

In  reporting  on  the  effect  of  a therapeutic  agent, 
undesirable  effects  should  be  presented  in  the  same 
manner  as  those  that  are  beneficial.  It  is  often 
forgotten  that  shortcomings  in  the  planning  or 
reporting  of  a trial  vitiate  conclusions  about 
toxic  effects  just  as  in  the  case  of  therapeutic 
effectiveness.  At  any  rate,  it  should  be  possible 
for  the  reader  to  learn  from  the  report  all  of  the 
pertinent  circumstances  that  may  have  contrib- 
uted to  the  occurrence  of  an  untoward  reaction, 
such  as  the  condition  of  the  patient,  the  dosage  of 
a drug,  how  long  it  was  given,  and  other  kinds  of 
treatment  being  given.  In  addition,  it  is  useful 
to  report  practical  measures  for  avoiding  reactions 
or  for  overcoming  them  when  they  occur. 

Choosing  an  Appropriate  Plan 

The  questions  that  may  properly  be  answered 
by  a clinical  trial  depend  entirely  on  its  design  or 
plan.  It  is  useful,  therefore,  to  examine  plans 
that  are  appropriate  for  the  study  of  different 
questions.  Many  therapeutic  questions  are  re- 
ducible to  one  of  the  following  forms: 

1.  What  kind  of  results  can  be  expected  on 
the  average  when  treatment  X is  administered  in 
practice? 

2.  Is  treatment  X effective? 

3.  Does  the  effect  of  treatment  X differ  from 
that  of  treatment  Y? 

4.  How  much  difference  is  there  between  treat- 
ment X and  treatment  Y? 


A question  of  the  first  type  does  not  involve  a 
comparison  of  alternative  treatments,  but  only 
an  estimate  of  the  pattern  of  response  to  be  ex- 
pected under  a given  treatment.  Such  a ques- 
tion can  be  answered  satisfactorily  by  a trial  of 
rather  simple  design.  All  that  is  required  is  a 
single  group  of  patients,  each  of  whom  is  given 
similar  treatment  in  accordance  with  the  general 
limitations  already  described.  The  pattern  ot 
response  can  be  estimated  with  any  desired  pre- 
cision by  increasing  the  number  of  patients  in  the 
trial. 

An  estimate  of  this  type  can  be  a valuable  as- 
sistance to  the  practitioner  by  showing  him  the 
pattern  and  variety  of  experience  he  is  hkely  to 
encounter  if  he  employs  the  treatment  in  practice. 
For  this  reason,  if  for  no  other,  reports  of  such 
“uncontrolled”  trials  serve  an  extremely  useful 
purpose  and  should  be  encouraged.  Much 
criticism  has  been  leveled  at  uncontrolled  trials, 
not  because  they  are  inherently  faulty,  but  be- 
cause unwarranted  conclusions  are  often  drawn 
from  them  about  the  effects  of  treatment.  It  i.s 
occasionally  possible  in  the  case  of  severe  and 
unremitting  illness  to  state,  on  the  basis  of  an 
uncontrolled  trial,  that  treatment  produced  a 
response  distinctly  superior  to  that  of  untreated 
patients.  Similarly  it  is  possible  on  occasion  to 
be  confident  that  a reaction  was  caused  by  a cer- 
tain drug.  In  most  situations,  however,  an  un- 
controlled trial  is  quite  incapable  of  demonstrat- 
ing the  true  effect  of  a treatment  in  producing 
either  a beneficial  or  an  untoward  response,  the 
standard  against  which  a treatment  must  be  com- 
pared to  discover  its  effect  is  neither  known  from 
previous  experience  nor  offered  as  a part  of  the 
trial.  For  this  reason,  conclusions  drawn  from 
an  uncontrolled  trial  ordinarily  should  not  con- 
tain assertions  about  the  specific  effects  of  a treat- 
ment, but  should  be  confined  to  a description  of 
the  pattern  of  results  to  be  expected  when  the 
treatment  is  used  in  practice  under  the  conditions 
of  the  trial. 

Uncontrolled  trials  can  be  extremely  useful  in  a 
way  that  is  seldom  appreciated.  In  planning 
comparative  trials,  it  is  most  helpful  to  know  how 
large  the  trial  must  be  to  obtain  sufficiently  pre- 
cise answers  to  the  questions  at  issue.  The 
minimum  number  of  patients  required  for  a trial 
can  be  calculated  only  if  the  variability  of  the 
response  among  different  patients  is  known  from 
previous  work.  Uncontrolled  trials  can  provide 
an  estimate  of  this  variability  for  future  use,  if 
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the  precision  of  results  is  reported  as  the  stand- 
ard error.  For  this  reason,  the  standard  error  of 
the  r('si)onse  of  i)atients  should  be  obtained  and 
rei^oi-ted  whenever  possible. 

Comparison  of  Alternativf-  Treatments; 
Controlled  Trials. — To  determine  whether  a 
treatment  is  truly  effective  it  must  be  compared 
with  some  alternative  standard  or  control  treat- 
ment. Since  it  is  seldom  known  in  advance  what 
effect  is  to  be  expected  from  any  treatment  under 
the  particular  conditions  of  study,  ordinarily  the 
trial  must  be  planned  to  employ  both  the  control 
and  the  exjierimental  tnaitment  under  identical 
conditions.  A trial  that  is  controlled  internally  in 
this  manner  affords  an  ojiiiortunity  to  state — 
with  whatever  jirecision  one  wishes — whether  or 
not  the  treatment  in  question  is  superior  to  the 
control  and  is  therefore  effective. 

These  considerations  should  make  it  clear  that 
the  second  type  of  therapeutic  question  ( Is  treat- 
ment X effective?)  is  operationally  equivalent  to 
the  third  (Does  the  effect  of  treatment  X differ 
from  that  of  treatment  Y?).  It  is  sometimes 
thought  that  to  show  effectiveness  a treatment 
must  be  comjiared  with  lack  of  treatment  or  with 
treatment  known  to  be  ineffective — for  instance, 
with  a ])laccbo.  Fortunately,  this  is  not  correct. 
The  effectiveness  of  a treatment  is  demonstrated 
whenever  it  is  shown  to  he  superior  to  some  alter- 
native. Of  course,  it  may  be  much  easier  to  show 
that  a trial  treatment  is  superior  to  lack  of  treat- 
ment than  to  show  its  superiority  over  an  effec- 
tive alternative.  But  effective  treatment  need 
never  be  withheld  simply  to  demonstrate  whether 
or  not  an  unproved  treatment  is  of  real  value. 

Avoiding  Bias  in  the  Comparison. — Oc- 
casionally, two  treatments  may  be  comjiared 
without  bias  by  administering  them  in  succession 
to  the  same  patient.  Ideally,  successive  compar- 
isons should  be  restricted  to  clinical  situations  in 
which  the  disease  is  known  to  be  chronic  and 
unremitting  and  the  treatments  are  known  to  be 
only  jialliative  in  their  effect.  Even  so,  sjiecial 
safeguards  should  be  taken  to  assure  a fair  com- 
jiari.son  of  successive  treatments,  such  as  the  use 
of  crossover  designs,  as  will  be  discussed  later. 

In  most  instaii(;es  alti'rnative  trc'atments  must 
b('  comjiared  in  differmit  patients.  The  conqiari- 
son  will  be  most  precise  if  equal  numlx'rs  of 
paticTits  are  assignc'd  to  each  treatnuTit  group, 
and  it  may  be  unbiased  if  the  two  treatment 
groujis  are  truly  comparable.  To  be  comparable, 
treatment  groups  need  not  be,  and  in  jiractice 


cannot  be,  similar  in  every  re.spect.  It  is  suffi- 
cient that  treatments  be  assigned  to  the  jiatients 
without  bias  that  would  jeojiardize  an  objective 
comparison.  Thus,  the  treatment  of  each  jiatient 
should  be  determined  in  such  a way  that  clinical 
judgment  can  play  no  part  in  the  choice.  This  is 
best  accomplished  by  assigning  the  treatment  of 
each  jiatient  in  turn  at  raiiflom. 

Randomizing  the  Treatments. — Random  as- 
signment has  an  exact  meaning.  It  does  not 
mean  that  the  investigator  assigns  the  treatments 
alternately,  haphazardly,  or,  as  Fisher*  puts  it  in 
explaining  the  jirocess,  “in  ain’  order  that  may 
occur  to  him,  but  that  he  carries  out  a jihysical 
experimental  process  of  randomization,”  using 
means  to  insure  that  each  tri'atment  has  an  equal 
chance  of  being  tested  on  aiu'  jiarticular  jiatient. 
This  may  be  done  by  tossing  a coin  when  pairs  of 
treatments  are  to  be  assigned  or,  jierhaps  more 
convenient!}',  with  the  aid  of  a table  of  random 
numbers.  To  be  certain  that  small  groups  of 
jiatients  do  not  differ  in  important  respects  be- 
cause of  random  assignment,  apiirojiriate  methods 
may  be  enijiloyed  for  modifying  the  assignments 
while  retaining  the  jirinciple  of  randomization.^ 

The  importance  of  assigning  treatments  at 
random  in  a therapeutic  trial  does  not  seem 
to  be  widely  appreciated  among  clinicians. 
There  are  two  reasons  for  assignment  at  random. 
First,  no  other  method  of  assignment  offers  ob- 
jective assurance  to  the  reader  of  the  reiiort  that 
the  choice  of  treatment  was  not  influenced,  at 
least  in  part  or  subconsciously,  by  clinical  judg- 
ment. Assignment  of  two  treatments  to  alter- 
nate patients,  sometimes  proposed  as  a more  con- 
venient substitute,  cannot  provide  the  same  as- 
surance. Second,  the  ]irecision  of  results  cannot 
be  estimated  statistically  unless  treatments  have 
been  assigned  randomly,  because  all  such  esti- 
mates are  based  on  the  premise  of  random  assign- 
ment. If  it  is  staff'd  in  a clinical  report  that 
treatments  were  assigned  randomly  when  in  fact 
they  were  assigned  in  some  other  manner,  the 
reader  may  be  seriously  misled  in  inff'rjin'ting  the 
results. 

Blind  Evaluation. — The  effects  of  different 
treatments  may  often  be  judged  most  accurately 
when  the  judging  is  done  without  knowledge  of 
the  treatment  emjiloyc'd  in  a given  jiatient.  For 
this  purjiose,  the  different  treatments  may  be 
arranged  so  that  they  ajipear  to  be  similar.  In 
comjiaring  drugs  it  is  usually  jiractical  to  jirovide 
do.sag(!  forms  of  identical  appearance,  identified 
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by  code.  The  code  should  be  sufficiently 
complex  to  permit  the  treatment  of  single  pa- 
tients to  be  identified  when  necessary  without 
revealing  the  entire  code.  Such  i)rocedures 
are  most  important  when  subtle  or  subjec- 
tive distinctions  must  be  made,  and  in  this 
case  the  procedure  should  best  be  double-blind — 
that  is,  neither  the  patient  nor  the  evaluator 
should  know  what  treatment  is  being  used.  When 
evaluation  is  based  on  easily  measurable,  objec- 
tive criteria,  it  is  less  necessary  for  the  investigator 
to  make  a blind  judgment,  but  it  is  always  best, 
when  practical,  for  patients  to  remain  blind 
about  the  various  treatments. 

The  Crossover  Trial. — It  is  sometimes  possi- 
ble in  comparing  two  treatments  to  increase  the 
precision  of  the  comparison  by  giving  both  treat- 
ments successiveh'  to  all  patients.  As  mentioned 
previously,  this  procedure  is  best  suited  for  com- 
paring palliative  treatments  of  unremitting  dis- 
eases. When  these  conditions  are  not  fullyrealized 
or  when  disease  is  episodic,  it  is  sometimes  worth 
while  to  conduct  a crossover  trial. 

The  crossover  trial  combines  the  successive 
comparison  of  treatments  with  the  comparison  of 
different  groups  of  patients.  Nothing  is  lost  in 
such  a trial  except  the  extra  labor  imposed  by  the 
crossover  plan,  and  it  may  be  discov'ered,  through 
analysis  of  the  results,  that  the  comparison  is 
more  precise  than  if  each  patient  were  given  only 
a single  treatment.  It  is  seldom  possible  to  pre- 
dict whether  or  not,  in  fact,  a crossover  design  is 
warranti'd,  bi'cause  the  precision  of  the  method 
depends  on  the  extent  to  which  the  ideal  condi- 
tions are  approached,  and  this  is  seldom  known. 
Sometimes  previous  experience  can  suggest 
whether  or  not  a crossover  design  should  be  con- 
sidered. 

The  crossover  trial  is  conducted  by  first  assign- 
ing the  jiatients  at  random  to  two  treatment 
groups.  One  group  is  given  treatment  X followed 
by  treatment  Y,  while  the  order  of  administration 
is  reversed  in  the  other  group.  The  two  treat- 
ments must  be  given  to  each  patient  under  condi- 
tions that  are  identical  except  for  the  order  of 
administration,  and  the  two  treatment  groups 
must  be  of  equal  size.  The  results  should  be 
analyzed  bj^  one  familiar  with  the  appropriate 
technics. 

The  crossover  trial,  as  well  as  the  other  kinds  of 
comparative  trial  that  have  been  discussed,  can 
be  modified  to  compare  more  than  two  treatments. 
Efficient  plans  for  multiple  comparisons,  and  the 


methods  for  analyzing  the  results,  are  beyond  the 
scope  of  this  paper,  but  useful  references  are  avail- 
able for  interested  readers.®’^ 

Reporting  Answers  to  Therapeutic 
Questions 

Often  it  is  not  evident  by  insiiecting  the  results 
of  a controlled  trial  whether  the  observed  differ- 
ences between  treatments  are  due  to  the  treat- 
ments or  whether  they  represent  only  chance 
variations  in  the  conditions  of  the  trial.  Even 
when  a difference  is  clearly  apparent,  it  may  be 
uncertain  how  great  the  difference  is.  Thus  the 
therapeutic  questions  listed  earlier  are  not 
answered  automatically  by  tabulating  the  results 
of  a trial. 

Statistical  estimates  of  precision  may  permit 
such  questions  to  be  resolved.  Questions  of  the 
t\'pe,  “Does  the  effect  of  treatment  X differ  from 
that  of  treatiiK'nt  Y?”  may  be  answered  b\'  per- 
forming a statistical  test  of  significance.  This 
tests  whether  or  not  the  observed  difference  be- 
tween X and  Y could  n'asonably  be  attributed  to 
chance  variation.  If  it  could  not,  the  difference  is 
described  conventionally  as  statistically  signifi- 
cant. Significance  in  this  technical  sense  is 
customarily  report'd  as  the  probabilitj''  that  the 
differeri(;e  is  caused  by  chance  variation.  A prob- 
abilit}'  of  less  than  5 per  cent  is  often,  though  not 
necessarily,  taken  as  significant  in  clinical  trials 
and  im])lies  that  one  will  be  mistaken  in  claiming 
significance  less  than  5 per  cent  of  the  time. 

Questions  of  the  type,.  “How  much  difference  is 
there  between  treatment  X and  treatment  Y?” 
may  be  answered  in  terms  of  confidence  limits  of 
the  results.  These  are  the  upper  and  lower 
limits  of  a projiortion  or  an  average  between 
which  the  true  value  may  be  said  with  confidence 
to  lie.  The  degree  of  confidence  may  be  expressed 
as  the  probability  that  the  true  value  lies  between 
the  limits.  A probability  of  95  jier  cent  is  often 
considered  acceptable  in  clinical  trials.  This  im- 
plies that  one’s  confidence  will  be  misplaced  less 
than  5 per  cent  of  the  time. 

There  are,  of  course,  many  other  powerful 
technics  of  analysis  which  may  be  useful  in  re- 
solving particular  issues.  Investigators  should 
always  bear  in  mind,  however,  that  analytic 
technics  can  help  in  answering  therapeutic  ques- 
tions only  insofar  as  clinical  trials  are  planned  and 
executed  thoughtfully  and  with  care. 

Summary 

Clinical  trials  of  therapeutic  agents  require 
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special  care  in  planning,  execution,  and  reporting, 
so  that  the  results  may  represent  truly  the  effect 
of  treatment.  Useful  procedures  are  available 
for  selecting  the  patients,  administering  the  treat- 
ments, and  judging  the  results,  to  assure  objective 
and  precise  evaluation.  Questions  at  issue  may  be 
answered  most  satisfactorily  by  reporting  the 
precision  of  results,  as  determined  by  standard 
statistical  procedures. 
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Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  residents 
of  New  York  State. 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is  sub- 
mitted, and  the  only  means  of  iderUificcUion  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essa3's  must  be  presented  not  later  than  February  1, 1962,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
750  Third  Avenue,  New  York  17,  New  York. 

Alfred  A.  Angbist,  M.D.,  Chairman 
Committee  on  Prize  Essays 


3342 


New  York  State  J.  Med. 


NECROLOGY 


Nicholas  Joseph  Abbadess,  M.D.,  of  Great  Neck, 
died  on  August  17  at  Manhasset  Medical  Center 
at  the  age  of  fift3^  Dr.  Abbadess  graduated  in  1935 
from  New  York  University  College  of  Medicine. 
He  was  port  medical  officer  for  the  United  Fruit 
Company’s  New  York  division.  Dr.  Abbadess  was 
a member  of  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Paul  Behrendt,  M.D.,  of  Garden  City,  was  stabbed 
to  death  by  an  intruder  in  his  home  on  August  24  at 
the  age  of  sixty-five.  Dr.  Behrendt  received  his 
medical  degree  from  the  University  of  Dusseldorf 
in  1920.  He  was  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Monroe  Bims,  M.D.,  of  Nanuet,  died  on  May 
20  in  a swimming  accident  at  Watch  Hill,  Rhode 
Island,  at  the  age  of  thirtj'-four.  Dr.  Birns  re- 
ceived his  medical  degree  from  the  University  of 
Geneva  in  1953  and  interned  at  City  Hospital  at 
Elmhurst,  Mount  Sinai,  and  Bronx  Municipal 
Hospitals.  He  was  a pathologist  at  the  Veterans 
Administration  Hospital,  East  Orange,  New  Jersey, 
and  an  associate  in  pathology  at  Columbia  Uni- 
versity College  of  Phj'sicians  and  Surgeons.  Dr. 
Birns  was  a Diplomats  of  the  American  Board  of 
Pathology  (Pathologic  Anatomy),  a Junior  Member 
of  the  College  of  American  Pathologists,  and  a 
member  of  the  New  York  Pathological  Society. 

George  J.  Doyle,  M.D.,  of  Brooklyn,  died  on 
July  25  at  the  Hospital  of  the  Holy  Family  at  the 
age  of  seventy-seven.  Retired,  Dr.  Doyle  graduated 
in  1906  from  Long  Island  College  Hospital  School 
of  Medicine.  He  was  a member  of  the  staff  of 
St.  Vincent’s  Home  for  Boys  and  a consultant  in 
surgery  at  the  Hospital  of  the  Holy  Family.  Dr. 
Doyle  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Brookljm  Surgical 
Society,  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
.American  Medical  Association. 

George  Robert  Gerst,  M.D.,  of  the  Bronx,  died 
on  April  24  at  the  age  of  fifty-two.  Dr.  Gerst 
graduated  in  1936  from  New  York  University  Col- 
lege of  Medicine.  He  was  an  associate  attending 
in  surgery  at  Montefiore  Hospital.  Dr.  Gerst  was 


a Diplomats  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Devereux  Keman,  M.D.,  of  New  York 
City,  retired,  died  on  July  21  at  the  Mary  Manning 
Walsh  Home  at  the  age  of  eighty-four.  Dr.  Kernan 
graduated  in  1903  from  Columbia  University  College 
of  Physicians  and  Surgeons.  Professor  emeritus 
of  rhino-otolaryngology  at  Columbia  University 
College  of  Physicians  and  Surgeons,  he  was  also  a 
consultant  in  otolaryngology  and  bronchoscopy  at 
Lenox  Hill  and  Presbyterian  Hospitals.  Dr.  Kernan 
was  a Diplomats  of  the  American  Board  of  Oto- 
laryngology and  a member  of  the  American  Laryngo- 
logical  Association,  the  American  Broncho-Esopha- 
gological  Association,  the  American  Association  for 
Thoracic  Surgery,  the  New  York  Academy  of 
Medicine,  the  New  York  Society  for  Thoracic 
Surgery,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Reginald  Oscar  Morris,  M.D.,  of  New  York  City, 
died  on  August  23  at  New  York  Hospital  at  the  age 
of  sixty.  Dr.  Morris  graduated  in  1935  from 
Howard  University  College  of  Medicine.  He  was 
an  assistant  attending  physician  at  Harlem  Hospital 
and  an  attending  physician  in  general  practice  at 
Mt.  Morris  Park  Hospital.  Dr.  Morris  was  a 
member  of  the  New  York  County  Medical  Society 
and  the  Medical  Society  of  the  State  of  New  York. 

Thaddeus  Frank  Reszel,  M.D.,  of  North  Tona- 
wanda,  died  on  July  26  at  De  Graff  Memorial  Hos- 
pital at  the  age  of  sixty-two.  Retired,  Dr.  Reszel 
was  graduated  in  1921  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  district  school  phy- 
sician as  well  as  a member  of  the  general  practice 
staff  of  De  Graff  Memorial  Hospital  and  an  attend- 
ing physician  in  general  practice  at  Kenmore  Mercy 
Hospital.  Dr.  Reszel  was  a member  of  the  Niagara 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
.Association. 

Simon  Rothenberg,  M.D.,  of  Brooklyn,  died 
while  vacationing  in  Pittsfield,  Massachusetts,  on 
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August  10  at  the  age  of  seventy-eight.  Dr.  Rothen- 
berg  graduated  in  1905  from  Long  Island  College 
Hospital  School  of  Medicine.  One  of  the  earliest 
physicians  in  this  countrj-  to  practice  psychoanal3'sis, 
he  was  an  attending  in  neuro])S.vchiatr_y  at  Adelphi 
Hospital  and  a consultant  in  neuropsychiatry  at 
Maimonides  and  Jewish  Hospitals.  He  was  the 
first  president  of  the  Brooklj-n  Psv’choanahtical 
Society'  and  had  been  a clinical  professor  of  neurology 
at  Long  Island  Medical  College.  Dr.  Rothenberg 
was  a Diplomate  of  the  American  Board  of 
Psy^chiatr^'  and  Neurology  and  a member  of 
the  American  Psychoanalytic  Association,  the 
Societ.v  for  Psychopathology  and  Psychotherapy — 
“Schilder  Societj’,”  the  New'  York  Psychoanalytic 
Society',  the  New  York  Neurological  Society',  the 
New'  York  Society  for  Clinical  Psychiatry,  the 
Brooklyn  Psychiatric  Society',  the  Kings  County' 
Medical  Society,  and  the  Medical  Society'  of  the 
State  of  New'  York. 

George  Gerald  Stone,  M.D.,  of  Suffern,  died  on 
August  15  at  his  office  at  the  age  of  sixty-four.  Dr. 
Stone  graduated  in  1926  from  the  University'  of 
Virginia  Medical  Department.  He  w'as  an  attend- 
ing in  surgery  at  Good  Samaritan  Hospital.  Dr. 
Stone  W'as  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  New'  York  Academy' 
of  Medicine,  the  Rockland  County'  Medical  Society', 
the  Medical  Society  of  the  State  of  New'  York,  and 
the  American  Medical  Association. 

Henrietta  Siebert  Martina  Tienken,  M.D.,  of 
New  York  City,  died  at  her  home  on  August  13 
at  the  age  of  eighty-nine.  Retired,  Dr.  Tienken 
graduated  in  1903  from  Eclectic  Medical  Institute 
of  New'  York.  Dr.  Tienken  was  a member  of  the 
New  York  County'  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

B.  Louis  Tomaselli,  M.D.,  of  Rochester,  died  on 
July  31  at  his  home  at  the  age  of  fifty-three.  Dr. 
Tomaselli  graduated  in  1932  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an  assistant 
attending  physician  at  Buffalo  General  Hospital. 
Dr.  Tomaselli  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  Industrial  Medical 
Association,  the  Rochester  Academy  of  Medicine, 
the  Rochester  Pathological  Society,  the  Monroe 


County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
A.ssociation. 

Willard  Travell,  M.D.,  of  New  York  City,  died 
on  August  14  in  New'  Rochelle  at  the  age  of  ninety'- 
one.  Dr.  Travell  graduated  in  1897  from  Albany' 
Medical  College.  Retired,  he  was  a Diplomate  of 
the  American  Board  of  Physical  Medicine  and  Re- 
habilitation and  a member  of  the  American  Congress 
of  Physical  Medicine  and  Rehabilitation,  the  New 
York  Academy  of  Medicine,  the  New  York  County- 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Alfred  F.  Wiesenthal,  M.D.,  of  New  York  City, 
died  on  August  13  at  Lenox  Hill  Hospital  at  the 
age  of  seventy..  Dr.  Wiesenthal  received  his  medical 
degree  from  the  L'niversity  of  Vienna  in  1915.  He 
was  a consultant  in  orthopedic  surgery  at  Lenox 
Hill  Hospital.  Retired  in  1955,  Dr.  Wiesenthal 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society'  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Abraham  Lincoln  Wincor,  M.D.,  of  the  Bronx, 
died  on  August  11  in  Miami,  Florida,  at  the  age  of 
sixty-three.  Retired  in  1948,  he  graduated  in  1923 
from  Cornell  University'  Medical  College  and  was  a 
member  of  the  Bronx  County'  Medical  Society',  the 
Medical  Society'  of  the  State  of  New  York,  and  the 
.\merican  Medical  Association. 

Jules  Melvin  Yasima,  M.D.,  of  Peekskill,  died 
on  April  1 at  the  age  of  thirty-nine.  Dr.  Yasima 
graduated  in  1952  from  the  University  of  Pennsyl- 
vania School  of  Medicine  and  interned  at  the  Hos- 
pital of  the  University  of  Pennsy'lvania  and 
Children’s  Hospital  of  Philadelphia  (Pennsylvania). 
He  was ' an  assistant  in  ophthalmologic  surgery- 
at  Mount  Sinai  Hospital.  Dr.  Yasuna  was  a 
Diplomate  of  the  American  Board  of  Ophthalmology 
and  a member  of  the  Association  for  Research 
in  Ophthalmology,  Inc.,  the  American  Academy 
of  Ophthalmology-  and  Otolaryngology,  the  West- 
chester Academy-  of  Medicine,  the  New  York 
Society  for  Clinical  Ophthalmology,  the  West- 
chester County-  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 
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Postgraduate  Radio  Programs — The  New  York 
Academy  of  Medicine  announces  its  October  sched- 
ule for  its  forty-ninth  series  of  postgraduate  radio 
programs.  The  programs  will  be  presented  on 
Saturdays  at  4 : 30  p..m.  over  Station  WBAI 
(FM  99.5  megacycles). 

October  7 — “Hj'pnotism — Its  Uses  and  Limita- 
tions” Lewis  R.  Wolberg,  M.D.,  clinical  profe.ssor 
of  ps3"chiatry,  New  York  Medical  College. 

October  H — “Special  Problems  in  Dermato- 
geriatrics”  Ale.x  W.  Young,  Jr.,  M.D.,  associate 
attending  phj^sician  (dermatolog.v),  St.  Luke’s 
Hospital,  New  York  City. 

October  21 — “Arterial  Obstruction  in  the  Ex- 
tremities: Medical  and  Surgical  Aspects  (Part  I)” 
Moderator:  Jere  W.  Lord,  Jr.,  M.D.,  j)rofessor  of 
clinical  surgery'.  New'  York  University  Post-Grad- 
uate Medical  School,  with  Lester  R.  Blum,  M.D., 
Henrj'  Haimovici,  M.D.,  Hugh  Montgomery, 
M.D.,  and  Irving  S.  Wright,  M.D. 

October  28 — “Arterial  Obstruction  in  the  E.x- 
tremities:  Medical  and  Surgical  Aspects  (Part  II).” 

Course  in  Obstetrics  and  Gynecology — A new 
postgraduate  course  in  obstetrics  and  gynecology 
wdll  be  given  by  Columbia  University,  College  of 
Physicians  and  Surgeons,  under  the  direction  of 
Howard  C.  Taylor,  Jr.,  M.D.,  with  the  staff  of  the 
Sloane  Hospital  for  Women,  December  4 through 
8 at  Columbia-Presbj'terian  Medical  Center. 

For  additional  information  write  to  Melvin  D. 
Yahr,  M.D.,  Assistant  Dean,  College  of  Phj'sicians 
and  Surgeons,  630  West  168th  Street,  New'  York 
32,  New  York. 

Workmen’s  Compensation  Rehabilitation  Ad- 
visory Committee — The  formation  of  a seven- 
man  rehabilitation  advi.sory  committee  to  the  A'ew 
York  State  Workmen’s  Compensation  Board  has 
been  announced  by'  S.  E.  Senior,  chairman. 

The  committee  is  composed  of  the  following 
members:  Arthur  S.  Abramson,  M.D.,  professor 
and  chairman.  Department  of  Rehabilitation  Med- 
icine, Albert  Einstein  College  of  Medicine  of  Yeshiva 
University;  Donald  A.  Covalt,  M.D.,  professor, 
Department  of  Physical  Medicine  and  Rehabilita- 
tion, New  York  University  College  of  Medicine; 
William  H.  Georgi,  M.D.,  associate  professor  of 
phy'sical  medicine  and  rehabilitation.  University  of 
Buffalo  School  of  Medicine;  Loo  Jivoff,  M.D.,  as- 


sociate professor  and  chairman.  Department  of 
Rehabilitation  Medicine,  State  University  of  New 
York  College  of  Medicine  at  Sy'racuse;  Adrian 
Levy,  Ph.D.,  assistant  commissioner  of  education  for 
vocational  rehabilitation.  New  York  State  Educa- 
tion Department;  Norman  Plummer,  M.D.,  as- 
sociate professor  of  clinical  medicine,  Cornell  Uni- 
versity Medical  College;  and  Jerome  S.  Tobis, 
M.D.,  chief.  Division  of  Physical  Medicine  and  Re- 
habilitation, Montefiore  Hospital. 

Environment  of  Nuclear  Service  Center  Being 
Studied — The  New  York  State  Department  of 
Health  in  cooperation  with  the  Office  of  Atomic 
Develoi)ment  is  conducting  a comprehensive  study' 
of  the  area  surrounding  the  proposed  Western  New 
York  N'uclear  Service  Center  in  northern  Cat- 
taraugus County  to  determine  what  environmental 
conditions  might  be  affected  by  the  operation  of 
the  Center. 

The  study  is  being  conducted  by  the  Depart- 
ment’s Bureau  of  Radiological  Health  Services. 
Personnel  of  the  Cattaraugus,  Erie,  and  Wy'o- 
ming  County'  Health  Departments  and  the  Jame.s- 
town  and  Hornell  district  offices  will  participate  in 
the  study.  It  will  involve  a determination  of  the 
radioactivity'  levels  already'  present  in  the  area 
including  those  of  naturally  occurring  radioactive 
materials,  such  as  radium,  and  the  presence  of 
fission  products,  such  as  strontium  90,  resulting 
from  fallout  from  nuclear  weapons  testing. 

Included  w'ill  be  studies  of  water  supplies,  es- 
pecially' surface  water  supplies,  geologic  formations, 
milking  herds,  and  land  being  used  for  other  forms 
of  agriculture.  A comparison  of  the  natural  radio- 
activity of  this  site  with  that  of  other  nuclear  in- 
stallations now  in  operation  will  be  made.  Findings 
will  be  u.sed  as  a base  line  for  the  control  of  the  dis- 
posal of  radioactive  waste  at  the  site. 

Growing  Problem  of  Bat  Rabies — Herman  E. 
Hilleboe,  M.D.,  State  Health  Commissioner,  called 
attention  recently'  to  the  growing  problem  of  bat 
rabies  in  New  York  State  and  throughout  the  nation. 

Dr.  Hilleboe  cautioned  all  persons  to  avoid  han- 
dling bats,  particularly'  those  which  are  on  the  ground 
or  in  any  other  w'ay  act  abnormal.  He  pointed  out 
that  more  than  200  persons  in  the  United  States 
have  been  bitten  by'  bats  and  that  there  have  been 
five  human  deaths  attributed  to  rabid  bats.  Un- 
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like  other  animals,  healthy  bats  can  carry  the  rabies 
virus  in  their  saliva. 

The  first  reported  case  of  bat  rabies  in  New  York 
State  occurred  in  Rensselaer  County  in  1956.  Since 
that  time  cases  have  been  reported  from  Allegany, 
Oneida,  Queens,  Rockland,  Saratoga,  Schenectady, 
and  Westchester  Counties. 

Dr.  Hilleboe  urged  all  persons  to  notify  their 
physician  immediately  on  being  bitten,  and,  if 
possible,  to  catch  the  bat  and  give  it  to  their  local 
health  officer  so  that  a diagnosis  can  be  made  by  the 
New  York  State  Health  Department’s  Division  of 
Laboratories  and  Research.  He  also  cautioned 
biology  and  science  teachers  about  the  careful 
handling  of  bats  in  school  classes. 

New  York  Physician  Receives  Ophthalmology 
Scholarship — Edward  L.  Raab,  M.D.,  New  York 
City,  is  among  the  six  young  physicians  who  have 
been  announced  as  the  winners  of  fellowships  pro- 
vided by  the  Ophthalmology  Scholarship  Fund  of 
the  Guild  of  Prescription  Opticians  of  America, 
Inc.  Dr.  Raab  will  serve  his  residency  training 
at  The  Mount  Sinai  Hospital,  New  York  City. 
Each  fellowship  is  for  a total  of  .|1,800  payable  in 
monthly  stipends  over  the  period  of  the  three-year 
residency. 

Postgraduate  Courses  at  Albany  Medical  College 
— Frank  M.  Woolsey,  Jr.,  M.D.,  director  of  the 
Department  of  Postgraduate  Medicine  at  Albany 
Medical  College  of  Union  University,  has  announced 
the  1961-1962  schedule  of  postgraduate  courses. 
For  information  write  to  Dr.  Woolsey  at  Albany 
Medical  College,  Albany  8,  New  York. 

“Fight  for  Sight”  Grants-in-Aid — The  National 
Council  to  Combat  Blindness,  Inc.,  (The  Fight  for 
Sight)  announces  that  the  closing  date  for  receipt 
of  completed  applications  for  full-time  research 
fellowships,  grants-in-aid,  and  student  fellowships 
for  the  1962-1963  period  is  March  1,  1962. 

In  general,  notification  to  applicants  for  full- 
time research  fellowships  and  grants-in-aid  will  go 
forward  in  July  with  September  1 as  the  commence- 
ment date  for  the  project.  Under  special  circum- 
stances, where  earlier  notification  is  judged  essential, 
the  scientific  advisory  committee  may  consider  ap- 
plications in  advance  of  the  scheduled  date,  but 
in  no  event  will  they  be  considered  for  commence- 
ment prior  to  May  1. 

Applicants  for  student  fellowships  will  be  notified 
in  May  of  the  action  taken  by  the  scientific  advisory 
committee  in  order  that  arrangements  may  be 
made  with  their  respective  institutions  to  commence 
work  in  early  summer. 

Application  forms  and  information  outlining 


the  conditions  under  which  these  awards  are  made 
may  be  obtained  by  addressing:  Secretary,  National 
Council  to  Combat  Blindness,  Inc.,  41  West  57th 
Street,  New  York  19,  New  York. 

Physician  Sells  Novel  to  Film  Company — James 
A.  Brussel,  M.D.,  Assistant  Commissioner,  State 
of  New  York  Department  of  Mental  Hygiene,  has 
sold  his  novel  Just  Murder  Darling  to  Franco- 
London  Films  of  Paris,  France. 

American  Board  of  Obstetrics  and  Gynecology — 
The  American  Board  of  Obstetrics  and  Gynecology 
has  announced  that  the  next  scheduled  examination 
(part  1),  written,  will  be  held  in  various  cities  of  the 
United  States,  Canada,  and  military  centers  out- 
side the  continental  United  States  on  Friday, 
January  5,  1962. 

Current  bulletins  may  be  obtained  by  writing  to: 
Robert  L.  Faulkner,  M.D.,  Executive  Secretary  and 
Treasurer,  American  Board  of  Obstetrics  and 
Gynecology,  2105  Adelbert  Road,  Cleveland  6, 
Ohio. 

Postgraduate  Course  in  Ophthalmology — The 
Department  of  Ophthalmology  of  the  State  Univer- 
sity of  New  York  Upstate  Medical  Center  will  pre- 
sent its  twelfth  annual  postgraduate  course  in 
ophthalmology  at  the  Hotel  Syracuse,  in  Syracuse, 
Friday  and  Saturday,  December  1 and  2. 

Among  the  lecturers  will  be  Harold  Whaley 
Brown,  M.D.,  New  York  City,  Irving  H.  Leopold, 
M.D.,  Philadelphia,  Pennsylvania,  and  Joseph  A. 
C.  Wadsworth,  M.D.,  New  York  City. 

For  further  information  write  to:  James  L. 
McGraw,  M.D.,  State  University  of  New  York 
Upstate  Medical  Center,  766  Irving  Avenue, 
Syracuse  10,  New  York. 

Van  Meter  Prize  Award — The  American  Thyroid 
Association,  Inc.,  is  again  offering  the  Van  Meter 
Prize  Award  of  $500  to  the  essayist  submitting 
the  best  manuscript  of  original  and  unpublished 
work  concerning  goiter — especially  its  basic  cause. 
The  studies  so  submitted  may  relate  to  any  aspect 
of  the  thyroid  gland  in  all  of  its  functions  in  health 
and  disease.  The  award  will  be  made  at  the  annual 
meeting  of  the  Association  at  the  Roosevelt  Hotel, 
New  Orleans,  Louisiana,  May  9 through  12,  1962. 

The  essays  may  cover  either  clinical  or  research 
investigations,  should  not  exceed  3,000  words  in 
length,  and  must  be  presented  in  English.  Du- 
plicate, typewritten  copies,  double  spaced,  should 
be  sent  to:  Theodore  Winship,  M.D.,  Secretary, 
American  Thyroid  Association,  430  North  Michigan 
Avenue,  Chicago  11,  Illinois,  not  later  than  January 
1, 1962. 
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Course  on  Rehabilitation  of  the  Chronically  HI 
Patient — The  Department  of  Physical  Medicine 
and  Rehabilitation,  New  York  Medical  College, 
Metropolitan  Medical  Center,  announces  a one- 
week  course  on  rehabilitation  of  the  chronically 
ill  patient  to  be  held  November  27  through  Decem- 
ber 1.  The  course  for  physicians  is  planned  to 
provide  a broad  review  of  the  principles,  technics, 
and  problems  involved  in  the  medical  rehabilita- 
tion of  the  chronically  ill  and  has  been  developed 
with  the  intent  of  meeting  the  needs  of  the  clinician, 
medical  administrator,  and  the  public  health  phy- 
sician. 

For  information  write  to:  Raymond  C.  Lerner, 
M.S.S.W.,  Coordinator,  Postgraduate  Education, 
Department  of  Physical  Medicine  and  Rehabilita- 
tion, New  York  Medical  College,  1 East  105th 
Street,  New  York  29,  New  York. 

Wide  Interest  Shown  in  New  Kind  of  Regional 
Institute — The  Public  Health  Service  of  the  United 
States  Department  of  Health,  Education,  and  Wel- 
fare reports  that  a new  kind  of  regional  institute 
for  educators  in  health  education  recently  held  on 
the  West  Coast  is  stimulating  requests  from  other 
states  for  assistance  in  arranging  similar  institutes 
in  their  areas. 

The  first  Regional  Institute  for  Professor  of 
Health  Education,  held  during  the  week  of  June 
12,  brought  together  100  public  health  and  educa- 
tion leaders  from  eight  western  states  for  an  ex- 
change of  knowledge  and  ideas  in  their  fields.  Two 
three-day  conferences  were  set  up  at  centrally 
located  medical  centers;  one  at  the  University  of 
California  at  Los  Angeles  and  the  other  at  the  Uni- 
versity of  Washington,  Seattle.  Participants  were 
professors  of  health  education  in  teacher-training 
programs  at  the  college  and  university  level  and 
key  education  and  public  health  personnel.  Re- 
gional and  local  planning  committees  worked 


closely  with  representatives  of  the  two  national 
cosponsoring  organizations:  The  American  As- 

sociation for  Health,  Physical  Education,  and 
Recreation  (National  Education  Association),  and 
the  Public  Health  Service  of  the  United  States  De- 
partment of  Health,  Education,  and  Welfare. 

Some  of  the  topics  discussed  at  the  conferences 
were:  radiation,  genetics,  sanitation  and  pollu- 
tion of  air  and  water,  physical  fitness,  heart  and 
cancer  research,  advances  in  virus  diseases,  social 
change  and  community  organization,  medical  eco- 
nomics, and  the  application  of  health  education 
technics  and  behavioral  science  findings. 

Inquiries  about  participating  in  or  initiating  a 
regional  institute  of  this  kind  should  be  sent  to: 
School  Health  Section,  Division  of  Community 
Health  Practice,  Public  Health  Service,  United 
States  Department  of  Health,  Education,  and 
Welfare,  Washington  25,  D.C. 


Correction — In  our  August  1 issue  we  erroneously 
listed  Martin  G.  Goldner,  M.D.,  Brooklyn,  as  having 
been  appointed  the  full-time  director  of  the  De- 
partments of  Medicine,  Surgery,  and  Laboratories 
of  The  Jewish  Hospital  of  Brooklyn. 

The  appointments  at  the  hospital  should  have 
read  as  follows:  Martin  G.  Goldner,  M.D.,  former 
director  of  medicine  at  the  Jewish  Chronic  Disease 
Hospital  and  clinical  professor  of  medicine  at  the 
State  University  of  New  York  Downstate  Medical 
Center,  as  director  of  the  Department  of  Medicine; 
Harvey  Krieger,  M.D.,  former  assistant  professor 
in  surgery  at  the  Western  Reserve  University 
School  of  Medicine,  as  director  of  the  Department 
of  Surgery;  and  Arthur  C.  Allen,  M.D.,  professor 
of  pathology  at  the  University  of  Miami  School  of 
Medicine,  as  director  of  the  Department  of  Lab- 
oratories. 


Personalities 


Awarded 

George  T.  Pack,  M.D.,  New  York  City,  the  honor- 
ary degree  of  “Doctor  Honoris  Causa”  by  the  Uni- 
versity of  Rio  de  Janeiro,  Brazil. 

Speakers 

Arthur  W.  Grace,  M.D.,  Brooklyn,  on  general 
dermatologic  subjects  on  a two-month  lecture  tour 
of  India,  Iran,  and  London. . . Herman  H.  Hilleboe, 
M.D.,  Albany,  on  August  22  in  Riverhead,  Long 


Island,  at  a discussion  of  health  problems  of  Suf- 
folk and  other  suburban  counties. 

Appointed 

Howard  Albright,  M.D.,  Syracuse,  as  director 
of  clinical  research  for  Lakeside  Laboratories,  Inc. 
. . . Randolph  Chase,  Jr.,  M.D.,  New  York  City, 
as  chief  resident  in  medicine  of  the  Third  and 
Fourth  Medical  Divisions  at  Bellevue  Hospital.  . . 
David  H.  Smith,  M.D , New  York  City,  as  chief 
surgeon  of  the  New  York  City  Police  Department. 
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llujffila  ivuilriny  <>/'  Mrdiriiir 

'I'he  Buffalo  Academy  of  Medicine  will  open  its 
1961-1962  season  on  October  4 with  a panel  dis- 
cussion entitled  “Dietary  Fats  and  Coronary  Throm- 
bosis.” The  speakers  will  be  Ancel  Keys,  Bh.D., 
and  Louis  Horlick,  M.l).  Simon  Rodbard,  M.D., 
Buffalo,  will  be  moderator  of  f he  opening  program. 

'file  Academy  will  hold  its  monthly  meetings  on 
the  first  Wednesday  of  the  month  at  8;d0  p.m.  at 
the  University  of  Buffalo  School  of  Medicine.  The 
meetings  will  be  preceded  by  a cocktail  hour  at 
6:00  P.M.  and  by  dinner  at  7: 15  p.m. 

For  further  information  vvTite  to:  H.  Paul  Long- 
streth,  M.D.,  19,3  Mt.  Vernon  Road,  Buffalo  26, 
New'  York. 

Seminars  Scheduled  for  Doicnstate  Medical 
Center 

The  Division  of  Dermatology  of  the  Department 
of  Medicine,  State  University  of  New  York  Down- 
state  Medical  Center,  w'ill  sponsor  two  seminars  to 
be  held  in  the  E building  auditorium  of  Kings 
County  Hospital,  451  Clarkson  Avenue,  Brooklyn  3, 
New  York,  at  10:00  a.m.  The  seminars  are  as 
follows: 

Friday,  October  6 — Peripheral  Vascular  Disease 
as  Related  to  Dermatology — by  Harvey  Meyers, 
M.D.,  F.A.C.P.,  consultant  in  peripheral  diseases, 
Queens  General  Hospital. 

Friday,  November  3 — Cutaneous  Allergy — by  A. 
Fisher,  M.D.,  clinical  associate  professor  of  der- 
matology, Bellevue  Medical  Center. 

New  York  State  Association  of  Industrial 
Nurses 

The  Long  Island  Association  of  Industrial  Nurses 
will  be  the  hostess  group  for  the  tenth  annual  con- 
ference of  the  New  York  State  Association  of  In- 
dustrial Nurses  which  wall  be  held  at  the  Lido  Hotel, 
Lido  Beach,  Long  Island,  Friday,  October  6,  through 
Sunday,  October  8.  The  theme  of  the  conference 
is  “Broader  Horizons  in  Occupational  Health.” 


Finirih  lulermilional  Congress  of  Allerfsology 

The  fourth  international  congress  of  allergology 
will  be  held  October  15  through  20  at  the  Com- 
modore Hotel,  New  York  City.  Experts  from  the 
United  States,  Europe,  South  America,  Asia, 
.\frica,  Australia,  and  the  Middle  East  are  scheduled 
fo  fake  part  in  fhe  five-day  program.  7'opics  for 
discussion  will  range  over  the  entire  field  of  medicine 
covering  allergies  which  affect  all  parts  of  the  body. 
Included  will  be  immunology  of  cancer,  basic  im- 
munology, steroid  therapy,  and  allergic  manifesta- 
tions. 

For  further  information  contact:  W.  B.  Sherman, 
M.D.,  The  Roosevelt  Hospital,  428  West  59th 
Street,  New  York  19,  New  York. 

American  Association  of  Inhalation  Therapists 

The  American  Association  of  Inhalation  Ther- 
apists will  hold  its  seventh  annual  meeting  and 
lecture  series  at  the  Stafler-Hilton  Hotel,  Buffalo, 
November  6 through  9. 

A.M. A.  Clinical  Meeting  in  Denver 

The  fifteenth  annual  clinical  meeting  of  the  Amer- 
ican Medical  Association  will  be  held  November 
26  through  30  at  Denver,  Colorado,  with  a program 
geared  to  the  basic  problems  of  medicine  faced  by 
physicians  in  their  practice. 

The  scientific  program,  wdth  emphasis  on  new 
research,  developments,  has  been  planned  under  the 
direction  of  Samuel  P.  Newman,  M.D.,  Denver, 
chairman  of  the  A.M.A.’s  Council  on  Scientific 
Assembly. 

Highlights  of  the  meeting  will  include  sessions  and 
papers  on  such  important  areas  of  medicine  as 
genes  and  chromosomes,  electronics  and  computers 
in  medicine,  space  medicine,  medical  aspects  of 
American  habits,  new  developments  in  virology, 
treatment  of  radiation  injuries,  new  findings  in 
chemotherapy  for  cancer,  and  the  latest  data  in 
the  field  of  antibodies  and  antigens. 


It  is  easier  to  sacrifice  great  than  little  things. — Montaigne 
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ilbany  Medical  College 


Appointed — Desmond  F.  McLaughlin,  M.D., 
has  been  api)ointc(l  instructor  in  anesthesiology  and 
an  assistant  attending  in  anesthesiology  at  the 
Albany  Medical  Center  Hospital.  John  K.  Miller, 
•M.l).,  principal  medical  bacteriologist.  Division 
of  Laboratories  and  Research,  State  Health  De- 
partment, has  been  named  to  head  the  sub-depart- 
ment of  infectious  diseases  at  Albany  Medical  Center 
and  appointed  an  associate  professor  of  medicine 
at  the  College  and  attending  physician  at  Albany 
Medical  Center  Hospital.  Harry  L.  Katz,  M.D., 
chief  of  the  disease  section,  Albany  Veterans  Ad- 
ministration Hospital,  has  been  appointed  an  as- 
sistant professor  of  medicine. 

Grants — The  U.S.  Public  Health  Service  has 
granted  $55,000  to  the  College  for  a comprehensive 
study  of  adrenal  function  in  infants  and  for  the 
('quipping  of  a new  research  laboratory  in  the  De- 
partment of  Pediatrics.  Robert  L.  Cranny,  M.D., 
director  of  the  pediatric  research  laboratory  and 
associate  professor  of  pediatrics,  is  in  charge  of  the 
research  project.  A grant  for  $54,855  has  been  re- 
ceived from  the  National  Cancer  Institute  to  extend 
for  6ve  years  a research  study  of  the  effects  of 


pressure  and  temperature  changes  on  cancer  cells. 
Joseph  V.  Landau,  Ph.D.,  rese'arch  associate  in 
oncology  at  the  College  iind  chief  of  the  oncology 
section  in  the  general  nu'dical  res(>arch  laboratory 
at  the  .\lbanj’  Wterans  .\dministration  Hospital 
is  director  of  the  project . 

Primary  Rehabilitation  Center — A Primarj-  Re- 
habilitation Center  serving  Northeastern  New  York 
State  has  been  opened  at  the  Albany  Medical  Center 
Hospital.  Leonard  D.  Policoff,  M.D.,  professor 
of  physical  medicine  and  rehabilitation  at  the  College 
and  head.  Department  of  Physical  Medicine  and 
Rehabilitation  at  the  Hospital,  is  director,  and  Boris 
J.  Paul,  M.D.,  assistant  professor  of  physical  med- 
icine at  the  College,  is  the  associate  director. 

Promoted — Promoted  to  professorships  in  the 
Department  of  Medicine  from  associate  professor 
are:  James  H.  Cullen,  M.D.;  Joseph  T.  Doyle, 
M.D.  (also  head  of  the  sub-department  of  cardio- 
vascular medicine);  Kenneth  B.  Olson,  M.D.  (head 
of  the  sub-department  of  oncology);  and  Leonard 
D.  Policoff,  M.D.,  professor  of  physical  medicine 
and  rehabilitation. 


Columbia  University  College  of  Physicians  and  Surgeons 


Grant — A grant  of  $250,000  from  the  Foundations’ 
Fund  for  Research  in  Psychiatry  has  been  received 
by  the  College.  The  grant  will  establish  a full- 
time permanently  endowed  research  position  in  the 


Department  of  Psychiatry,  and  Ernest  M.  Gruen- 
berg,  M.D.,  associate  clinical  professor  of  psychiatry, 
will  be  the  first  incumbent  of  the  Foundations’  Fund 
for  Research  in  Psychiatry  Professorship. 


State  University  of  New  York  Downstate  Medical  Center  in  Brooklyn 

Appointment — Harley  C.  Shands,  M.D.,  asso-  Carolina  Medical  School,  has  been  appointed  pro- 
ciate  professor  of  psychiatry.  University  of  North  fessor  of  psychiatry. 


University  of  Rochester  School  of  Medicine  and  Dentistry 


Fifth  Annual  International  Congress — Charles 
Rob,  M.D.,  chairman.  Department  of  Surgery,  and 
president.  International  Society  for  Cardio-Vascular 
Surgery,  presided  at  the  Society’s  fifth  annual  inter- 
national congress  in  Dublin,  Ireland,  September 
7 to  9.  Dr.  Rob  received  an  honorary  degree  of 


master  of  surgery  from  Trinity  College,  Dublin, 
and  was  made  a fellow  in  the  College  of  Surgeons 
of  the  University  of  Dublin.  On  August  29  and 
30,  Dr.  Rob  attended  a meeting  of  the  International 
Federation  of  Surgical  Colleges  which  was  held  in 
London. 
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Grant — The  National  Heart  Institute  of  the  U.S. 
Public  Health  Service  awarded  a grant-in-aid  of 
$74,171  to  Donald  F.  McDonald,  M.D.,  chairman. 
Department  of  Urologic  Surgery;  William  L.  Parry, 
M.D.,  associate  professor,  and  Irwin  N.  Frank, 


M.D.,  senior  instructor,  both  of  the  Department. 
The  grant-in-aid  will  support  a continuation  of  their 
evaluation  and  treatment  of  patients  who  have 
hypertension  due  to  kidney  disease  as  well  as  enable 
an  expansion  of  the  study  which  is  in  its  fifth  year. 


Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Support  the  A.M.E.F. 


Auxiliary  has  just  completed  its  tenth  year  in 
^ raising  funds  for  the  American  Medical  Educa^ 
tion  Foundation  as  a priority  project. 

The  progress  of  Auxiliary  assistance  in  New  York 
State  during  1960-1961  was  evident  in  the  Awards  of 
Merit  presented  in  May  at  the  annual  meeting  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York;  first  to  Albany  County  for 
raising  the  largest  amount,  $2,000;  second  to 
Albany  County  for  the  highest  amount  per  capita, 
$9.09;  third  to  Chautauqua  County  for  the 
highest  amount  per  capita  in  a membership  of  less 
than  100,  $1.95.  Ulster  County  received  the  $100 
credit  to  A.M.E.F.  in  the  Mrs.  John  L.  Bauer  Award 
for  the  highest  increase  in  membership. 

At  the  annual  meeting  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association  in  June,  New 
York  State  received  the  fifth  Award  of  Merit 
for  raising  the  largest  amount,  $10,183.50.  An 
award  for  personal  effort  was  given  to  Mrs.  James  L. 
McCartney,  a Nassau  County  member,  a past- 
president  of  New  York,  and  the  chairman  of  the 
A.M.E.F.  committee  of  the  national  Auxiliary. 

The  80,657  members  of  the  national  Auxiliary 
netted  $196,577.38,  averaging  $2.44  per  member.  In 
New  York  State  our  4,905  members  gave  $10,183.50, 
averaging  $2.08  per  member,  although  some  of  these 
members  gave  less  than  $.50.  Our  51  organized 
counties  in  New  York  averaged  $199.68,  although 
one  third  of  these  counties  gave  nothing. 

Progress  is  also  shown  in  the  fact  that  the  A.M.A. 
auxiliary  has  increased  in  giving  every  year  from 
$15,734  in  1952  to  $196,577.38  in  1961.  New  York 
State’s  total  has  increased  each  year  from  a recorded 
over-all  of  $560  in  1952  to  the  present  $10,183.50. 
This  State  also  climbed  from  sixteenth  place  in  1957 
to  fifth  place  this  past  year.  However,  with  an 


average  deficit  of  more  than  one  dollar  per  day 
in  the  training  of  each  medical  student  our  members 
are  averaging  less  than  one  penny  per  day  in  helping 
to  meet  the  need. 

County  auxiliary  members  are  encomaged  to: 
interest  their  husbands  in  supporting  A.M.E.F. 
in  their  medical  societies;  set  up  an  A.M.E.F. 
chairmanship  (doctors  can  urge  this;  at  this 
writing  we  have  35  out  of  a possible  51  chairman- 
ships) ; hold  an  educational  program  perhaps  with  a 
doctor-speaker  on  A.M.E.F.  as  early  in  the  year  as 
possible;  contribute  as  individuals  with  a personal 
self-denial  bank,  striving  to  deposit  ten  cents  per 
week;  have  each  family  (with  a $5.00  check)  make  use 
of  one  of  the  following  which  are  available  from  the 
county  chairman : (1)  general  “utility”  cards  appro- 
priate for  birthdays,  anniversaries,  and  others,  with 
space  for  a personal  message;  (2)  “in  appreciation” 
cards  suitable  for  saying  thank  you  for  a doctor’s 
services  and  making  the  contribution  in  his  name. 
This  may  also  be  used  by  the  auxiliary  to  honor 
someone;  (3)  sympathy  cards;  promote  the  re- 
quest in  obituary  notices  for  contributions  to  A.M.E. 
F.,  535  North  Dearborn  Street,  Chicago  10,  Hhnois, 
in  place  of  flowers  (making  research  possible  in  all 
disease);  hold  one  “fun”  fund  raising  event  for 
A.M.E.F.  to  fill  in  for  those  who  do  not  give  per- 
sonally; and  purchase  A.M.E.F.  playing  cards  at 
$2.00  a double  deck  ($.90  profit). 

Making  use  of  the  above  first  six  suggestions  is 
direct  giving  as  there  are  no  expenses  to  deduct. 
Each  dollar  benefits  a medical  student  since  all 
costs  of  administration  and  supplies  are  under- 
written by  the  A.M.A.  Checks  may  be  earmarked 
for  a particular  medical  school.  However,  A.M.E.F. 
is  most  free  to  distribute  funds  which  have  not  been 
designated.  All  funds  are  to  be  sent  through  the 
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county  chairman  to  this  State  chairman  for  proper 
credit. 

Assistance  to  A.M.E.F.  is  also  assistance  to  other 
Auxiliary  and  Medical  Society  responsibilities.  It 
is  a “deed”  rather  than  a “word,”  and  therefore 
a positive  approach  to  the  defeat  of  Legislation 
adverse  to  “free  medicine.”  Press  notices  about  our 
work  for  A.M.E.F.  shows  Community  Service  and 
good  Public  Relations.  It  is  the  most  suitable  for 
Program.  It  can  serve  as  stimulus  for  Organization 
of  counties.  It  can  be  incentive  for  increasing 
Membership.  It  makes  Recruitment  for  health 
careers  easier.  Unified  effort  in  A.M.E.F.  in 
organized  medicine  is  good  Mental  Health. 

It  is  patriotic  to  support  the  A.M.E.F.  as  it  is  the 
best  way  we  can  do  something  for  our  country  rather 
than  to  have  our  country  do  something  for  us.  It  is 
practical  because  increasing  centralization  is  a 


threat  to  our  national  economy  and  the  fact  that  it 
is  personal  is  strongly  implied. 

This  chairman  believes  that  the  doctor  is  only 
second  to  the  clergyman  in  closeness  to  the  family 
and  that  his  opinion  is  highly  respected.  He  has  an 
opportunity  to  make  known  that  he  and  his  col- 
leagues are  farsighted  enough  to  realize  that  they 
must  be  opposed  to  all  legislation  promoting  cen- 
tralizations. He  knows  that  government  controls 
have  been  unsuccessful  and  can  be  undone  through 
legislation.  He  knows,  too,  that  by  fighting  only  to 
keep  medicine  free,  his  profession  can  be  pro- 
gressively and  hopelessly  encircled  by  other  central- 
izations. 

Mrs.  Albert  M.  Biglan,  Chairman 

A.M.E.F. 

Carleton  Avenue 
Central  Islip,  New  York 


ANNOUNCEMENT 

Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  re- 
printed in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal, 
750  Third  Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per 
pamphlet  to  cover  costs. 


October  1,  1961 
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{The  followiny  hooka  V'ere  received  durirn/  the  month  of  Jvne,  Wfil) 


Pathology  of  Tumours.  By  R.  A.  Willis,  M.D. 
Third  edition.  Octavo  of  1,002  pages,  illustrated. 
Washington,  D.C.,  Butterworth  Inc.,  1900.  Cloth, 
$21. 

Abdominal  Operations.  By  Rodney  Maingot, 
F.R.C.S.  Fourth  edition.  Quarto  of  1,402  pages, 
illustrated.  New  York,  Appleton-Century-Crofts, 
Inc.,  1901.  Cloth,  .$29.50. 

Abdominal  Surgery.  Edited  by  Arthur  W.  Allen, 
M.D.,  and  David  Woolfolk  Barrow,  M.D.  Quarto 
of  058  pages,  illustrated.  New  York,  Paul  B. 
Hoeber,  Inc.,  1901.  Cloth,  $21.50. 

The  Practitioner’s  Handbook.  Edited  by  Wil- 
liam A.  R.  Thomson,  M.D.  Octavo  of  711  pages, 
illustrated.  Philadelphia,  J.  B.  Lijrpincott  Com- 
])any,  1900.  Cloth,  $12.50. 

Clinical  Methods  of  Neuro-Ophthalmologic  Ex- 
amination. By  Alfred  Kestenbaum.  Second  edition. 
Quarto  of  577  pages,  illustrated.  New  York, 
Grime  & Stratton,  1901.  Cloth,  $10.75. 

Comparative  Epidemiology  of  the  Mental  Dis- 
orders. Edited  by  Paul  H.  Hoch,  M.D.,  and  Joseph 
Zubin,  Ph.D.  Octavo  of  290  pages,  illustrated. 
New  York,  Grime  & Stratton,  1901.  Cloth,  .$9.75. 

Field  Studies  in  the  Mental  Disorders.  Edited 
by  Joseph  Zubin,  Ph.D.  Octavo  of  405  pages, 
illustrated.  New  York,  Grime  & Stratton,  1901. 
Cloth,  .$0.75. 

The  Myth  of  Mental  Illness.  By  Thomas  S. 
Szasz,  M.D.  Octavo  of  .337  pages.  New  York,  A 
Hoeber-Harper  Book,  1901.  Cloth,  .$7.50. 

Adolescents:  Psychoanalytic  Approach  to  Prob- 
lems and  Therapy.  Edited  by  Sandor  Lorand, 
M.D.,  and  Henry  I.  Schneer,  M.D.  Octavo  of  378 
pages,  illu.strated.  New  York,  Paul  B.  Hoeber,  Inc., 
1901.  Cloth,  .$8.50. 

Recognizing  the  Depressed  Patient.  By  Frank  J. 
Ayd,  Jr.,  M.D.  Octavo  of  138  pages,  illustrated. 
New  York,  Grime  & Stratton,  Inc.,  1901.  Cloth, 
$3.75. 

Progress  in  Medical  Genetics.  Volume  I. 
Edited  by  Arthur  G.  Steinberg,  I’h.D.  Octavo  of 
341  pages,  illustrated.  New  York,  Grime  & Strat- 
ton, 1901.  Cloth,  .$9.75. 


Recent  Advances  in  Biological  Psychiatry. 
Volume  III.  Edited  by  Joseph  Wortis,  M.D.  Oc- 
tavo of  241  pages,  illustrated.  New  York,  Grime  & 
Stratton,  1901.  Cloth,  $9.75. 

Inflammation  and  Diseases  of  Connective  Tissue. 
A Hahnemann  Symposium.  Edited  by  Lewis  C. 
Mills,  M.D.,  and  John  H.  Moj'er,  M.D.  Octavo  of 
900  pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Companj^,  1901.  Cloth,  $10. 

The  Cardiac  Arrhythmias.  By  Brendan  Phibbs, 
M.D.  Octavo  of  128  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1901.  Cloth,  $7.50. 

Medical  Pharmacology:  Principles  and  Con- 

cepts. By  Andres  Goth,  M.D.  Octavo  of  551  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Company, 
1901.  Cloth,  $11. 

Heredity  in  Ophthalmology.  By  Jules  Frangois. 
Translated  from  the  French  edition.  Octavo  of  731 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosbj' 
Company,  1901.  Cloth,  $23. 

The  Closed  Treatment  of  Common  Fractures. 
By  John  Charnley,  M.D.  Third  edition.  Octavo 
of  272  pages,  illustrated.  Baltimore,  The  Williams 
and  Wilkins  Com])any,  1901.  Cloth,  $10. 

The  Premature  Baby.  By  V.  Mary  Crosse,  M.D. 
Fifth  edition.  Octavo  of  200  pages,  illustrated. 
Boston,  Little,  Brown  and  Company,  1901.  Cloth, 
$7.00.  ' 

A Synopsis  of  Ophthalmology.  By  J.  L.  C. 
Martin-Doyle,  D.O.  Second  edition.  Duodecimo 
of  249  pages,  illustrated.  Bristol,  John  Wright  and 
Sons  Ltd.,  1901.  Cloth,  .$0.50. 

Bone:  An  Introduction  to  the  Physiology  of 

Skeletal  Tissue.  By  Franklin  C.  McLean,  M.D., 
and  Marshall  R.  Urist,  M.D.  Second  edition. 
Octavo  of  201  pages,  illustrated.  Chicago,  The 
University  of  Chicago  Press,  1901.  Cloth,  .$0.00. 

Chemistry  of  Drug  Metabolism.  By  William  H. 
Fishman,  Ph.D.  Octavo  of  235  pages,  illustrated. 
Springfield,  Charles  C Thomas,  1901.  Cloth, 
$10.50. 

Chemicals  in  Your  Food  and  in  Farm  Produce: 
Their  Harmful  Effects.  By  Franklin  Bicknell, 
(Continued  on  page  3.356] 
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against  relapse 
against  “problem” 
pathogens 

E CLOM YCIN 


pediatric  drops 
syrup 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


• full  antibiotic  activity  • lower  milligram  intake  per  dose  • up  to  6 days'  activity  with  4 days'  i 
dosage  • uniformly  high,  sustained  peak  activity  ■ syrup  (cherry-flavored),  75  mg./5  cc.  tsp.,  i 

bottles  of  2 and  16  fl.  oz.  Dosage:  3 to  6 mg./lb./day— in  four  divided  doses,  pediatric  drops,  ■ 

60  mg./cc.,  3 mg./drop,  10  cc.  bottles  with  calibrated  dropper.  Dosage:  1 to  2 drops/lb./dav—  ■ 
in  four  divided  doses 


antibiotics,  DECLOMYCIN  may  occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea, 
oiarrnea,  vagini^tis  or  dermatitis.  A photodynamic  reaction  to  sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN.  Although 
m ^iscontinuing  therapy,  patients  should  avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idiosyncrasy  occurs 
discontinue  medication  Overgrowth  of  nonsusceptible  organisms  is  a possibility  with  DECLOMYCIN,  as  with  other  antibiotics.  The  patient 
snouid  oe  kept  under  observation. 

Ad3ifo*ry '^D™p'ar^ment.°'^^  '•‘’sage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical 

^ LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Denver  — the  hub  of  the  Rocky  Mountain  states  and  air-rail-auto  crossroods  of  the  West  — plays  host  to 
the  nation's  physicians  next  November  by  presenting  the  most  vital,  timely,  and  varied  scientific  program 
ever  assembled  at  o winter  clinical  meeting. 

Nothing  in  medicine  is  so  new  that  you  won't  find  it  discussed  or  exhibited  in  Denver.  Planned  just  for  you 
— the  physician  in  practice  — a five-day  session  headlined  by  many  of  the  nation's  leading  medical  authorities 
offering  a blending,  of  "refresher"  education  with  the  most  odvanced  knowledge,  tools  and  techniques 
developed  in  recent  research. 


The  entire  scientific  program  is  scheduled  in  one  convenient  location,  Denver's  Municipal  Auditorium. 
Here  are  but  o few  of  the  many  topical  highlights: 


PANEL  DISCUSSIONS 

Influence  of  Heredity  on  Disease 
New  Developments  in  Virology 

Space  Research  — Impact  on  General  Medicine 
American  Habits  vs.  Health 

Advances  in  Chemo-  and  Radiotherapy 
Suicide  — Causes  and  Prevention 
Medical  Computers  ond  Electronics 
Radiation  Accidents  ond  Injury 
Sunlight  and  Skin  Care 


BREAKFAST  MEETINGS 

Community  Psychiatric  Care 
Malmstrom  Vacuum  Extraction 
Diognosis  in  Pulmonary  Surgery 
Pyelogram  Clinics 

Poison  Control  Centers 
Dermatology  Quiz  Sessions 


• MEDICAL  MOTION  PICTURE  PREMIERES 

• CLOSED  CIRCUIT  COLOR  TELEVISION 

• 215  SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 


For  a medical  meeting  in  depth  in  America's  highest  city 

DECIDE  NOW-IT'S  DENVER  IN  NOVEMBER 

See  JAMA  October  14  for  complete  scientific  program  ...  For  physician 
advance  registration  and  hotel  reservations 

American  Medical  Association,  535  North  Dearborn  Street,  Chicogo  10,  III. 
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RETURN  TO  Circulation  and  Records  Dept.,  A.M.A.,  535  N.  Dearborn  St.,  Chicago  10 

FOR  ADVANCE  REGISTRATION  OF  PHYSICIANS 

This  coupon  must  be  returned  before  Nov.  )0  to  receive  your  odvince  registrotion  identification  cord  for  Denver.  Your  cord  will 
be  sent  to  you  on  Nov.  14  unless  you  request  on  earlier  mailing  dote. 

Name 

IPIEASE  PKINTI 

Acidress 

CITV  ZONE  STATE 

I am  a Member  of  the  A.M.A.  thru  the —State  Medical  Association 


or  in  the  following  government  service-. 


lEVEJY  PHYSICIAN  MUST  KECSISTEP  IN  HIS  OWN  NAMEl 
RETURN  TO  A.M.A.  HausirYg  Bureou,  Denver  Convention  Bureau,  225  W.  Colfax,  Denver  2 

FOR  ROOM  RESERVATIONS 

Please  print  ar  type  faur  choices  of  Hotels  or  Motels: 

1 St 2nd 

3rd 4 th 

Rooms  for persons  • Rate  $ to  $ per  room. 

Suite  porlor  and  bedroom  for persons  • Rate  $ 

Date  Arriving hour- _A.M P.M. -Leaving 

Roomis)  will  be  occupied  by: 


NAME  STPEET  ADDRESS  CITY  ZONE  STATE 

Please  attach  list  of  additional  names  if  you  do  not  have  sufficient  space  here.  Also  list  ages  of  children, 
if  any. 


If  you  are  an  industrial  exhibitor,  be  sure  to  give  name  of  firm  and  individuals  to  occupy  room  or 
rooms  reserved. 

Please  make  all  changes  and  cancellations  through  the  Housing  Bureau.  Hotel  reservotions  will  be 
held  only  until  6:00  P.M.  unless  otherwise  specified. 


HOTELS 

SINGLES 

TWINS 

1 

fAdams 

$ 5.50-7.00 

$ 7.50-10.50 

2 

fAlbany 

6.50-8.50 

12.50-14.50 

3 

tArgonaut 

6.50-10.00 

10.00-15.00 

4 

fAuditorium 

5.50 

6.50-8.00 

5 t*Broadway  Plaza 

9.00 

12.00-14.50 

6 

fBrown  Palace 

8.50-13.00 

14.00-20.00 

7 t*Continental  Denver 

10.00 

12.50-15.00 

8 

fCosmopolitan 

8.50 

12.00-18.00 

9 

Denver  Hilton  (Headquarters)  No  accommodations. 

10 

*DeVille  Motel 

10.00-12.00 

13.00-15.00 

1 1 

*Diplomat 

10.50 

17.50-18.50 

12 

‘Imperial 

10.00 

15.00-17.00 

13 

Mayflower 

8.50-12.50 

9.50-17.50 

U 

fShirley  Savoy 

7.00-8.50 

9.50-14.00 

*Motels  tSuites  also  avoilabl* 
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M.l).  Duodecimo  of  192  pages.  New  York, 
iMiierson  Books  Inc.,  1961.  Cloth,  .|2.95. 

Hospitals,  Doctors,  and  Dollars.  Edited  63' 
Robert  M.  Cunningham,  Jr.  Duodecimo  of  275 
pages.  New  York,  F.  W.  Dodge  Corporation,  1961. 
Cdoth,  .|6.95. 

The  Couple  Who  Want  a Baby.  B3'  Marie 
I’ichel  Warner,  M.D.  Octavo  of  244  pages,  il- 
lustrated. New  York,  Funk  ct  Wagnalls  Compan3', 
1961.  Cloth,  .13.95. 

A Physician’s  Introduction  to  Electronics.  By  A. 
C.  Morris,  Jr.  Octavo  of  43  pages,  illustrated. 
New  York,  Pergamon  Pre.ss,  1961.  Cloth,  .12.50. 

Memoirs  of  a Medico.  By  E.  Martinez  Alonso, 
M.D.  Octavo  of  335  pages.  Garden  Cit3',  N.Y., 


Doubleday  & Compau3%  Inc.,  1961.  Cloth,  S4  .50. 

Maimonides  “On  Sexual  Intercourse”  Fi  ‘L- 
Jima.  TransLated  from  the  Arabic  with  an  intro- 
duction and  commentary.  Edited  b3'  Morris  Gor- 
lin. Octavo  of  128  pages.  Brookl}^,  N.Y.,  Ram- 
bash  Publishing  Co.,  1961.  Cloth,  $10. 

Man  and  Sex.  By  Joseph  .1.  Kaufman,  M.D., 
and  Griffith  Borgeson.  Octavo  of  2,54  pages,  il- 
lustrated. New  York,  Simon  and  Schuster,  1961. 
Cloth,  .$3.95. 

Health  Education.  Edited  by  Bernice  R.  Moss, 
Ed. I).,  Warren  H.  Southworth,  Dr.P.H.,  and  John 
Lester  Reichart,  M.D.  Fifth  edition.  Washing- 
ton, D.C.,  National  Education  Association  of  the 
United  States,  1961.  Cloth,  $5.00. 


{The  following  hooks  were  received  during  the  month  of  July,  1961) 


Relief  of  Symptoms.  By  Walter  Modell,  M.D. 
Second  edition.  Octavo  of  374  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1961. 
Cloth,  $11.50. 

Clinical  Diagnosis  by  Laboratory  Examinations. 
By  John  A.  Kolmer,  M.D.  Third  edition.  Octavo 
of  543  pages,  illustrated.  New  York,  Apjjleton- 
Century-Crofts,  Inc.,  1961.  Cloth,  $10. 

The  Human  Adrenal  Gland.  By  Louis  J.  Soffer, 
M.D.,  Ralph  I.  Dorfman,  Ph.D.,  and  J.  Lester 
Gabrilove,  M.D.  Octavo  of  591  pages,,  illustrated. 
Philadelphia,  Lea  & Febiger,  1961.  Cloth,  $18.50. 

Pathologic  Physiology,  Mechanisms  of  Disease. 
Edited  by  William  A.  Sodeman,  M.D.  Third 
edition.  Octavo  of  1,182  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1961.  Cloth, 
$15. 

Progress  in  Clinical  Medicine.  Edited  by  Ra>^- 
mond  Daley,  M.D.,  and  Henry'  Miller,  M.D. 
Fourth  edition.  Octavo  of  345  pages,  illustrated. 
Boston,  Little,  Brown  and  Company',  1961.  Cloth, 
$12.,50. 

Proceedings  of  the  Fourth  National  Cancer  Con- 
ference, September  13  to  15,  1960.  Sponsored  by 
American  Cancer  Society,  Inc.,  and  National  Cancer 
Institute,  U.  S.  Public  Health  Service.  Quarto  of 
774  pages,  illustrated.  Philadelphia,  J.  B.  Lipjhn- 
cott  Company,  1961.  Cloth,  .$9.00. 

Progress  in  Neurology  and  Psychiatry.  Volume 
XVI.  Edited  by  E.  A.  Spiegel,  M.D.  Octavo  of 
()17  pages.  New  York,  Grime  & Stratton,  1961.  ■ 
Cloth,  $12.75. 

Essentials  of  Neurosurgery.  By  Sean  Mullan, 
M.D.  Octavo  of  273  pages,  illustrated.  New 


York,  Springer  Publishing  Company,  Inc.,  1961. 
Cloth,  .$6.75. 

Current  Psychiatric  Therapies.  Volume  1,  1961. 
Edited  by  Jules  H.  Masserman,  M.D.  Octavo  of 
246  pages.  New  York,  Grune  & Stratton,  1961. 
Cloth,  .$7.50. 

A Moimt  Sinai  Hospital  Monograph  on  Hyper- 
tension. Edited  by  Milton  Mendlowitz,  M.D. 
Quarto  of  156  pages,  illustrated.  New  York, 
Grune  & Stratton,  1961.  Cloth,  $6.50. 

Psychiatry.  Volume  1:  Principles.  By  E. 
Eduardo  Krapf,  M.D.  Octavo  of  244  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1961. 
Cloth,  .$6.50. 

Symposium  on  Anticoagulant  Therapy.  Edited 
by  Professor  Sir  G.  W.  Pickering,  M.D.  Octavo  of 
284  pages,  illustrated.  London,  Harvey  & Blythe 
Limited,  1961.  Cloth,  21s. 

Ciba  Foundation  Symposium  on  Quinones  in 
Electron  Transport.  Editors  for  the  Ciba  Founda- 
tion, G.  E.  W.  Wolstenholme,  M.B.,  and  Cecilia 
M.  O’Connor,  B. Sc.  With  82  illustrations.  Octavo 
of  453  pages.  Boston,  Little,  Brown  and  Company’, 
1961.  Cloth,  $11. 

Ciba  Foundation  Study  Group  No.  7.  Virus 
Meningo-Encephalitis.  Editors  for  the  Ciba  Foun- 
dation, G.  E.  W.  Wolstenholme,  M.B.,  and  Margaret 
P.  Cameron,  M.A.  With  11  illustrations.  Duo- 
decimo of  120  pages.  Boston,  Little,  Brown  and 
Company',  1961.  Cloth. 

Patients’  Views  of  Medical  Practice.  By  Eliot 
Freidson.  Octavo  of  268  pages,  illustrated.  New 

[Continued  on  page  3.360] 
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How  to  buy 
^25  bills  for  %75 


In  case  you  haven’t  heard, 
$25  bills  are  on  sale  at  any 
bank.  They’re  better  known 
as  U.S.  Savings  Bonds.  The 
$25  variety  costs  you  $18.75, 
and  you  can  get  them  aU  the 
way  up  to  a $10,000  block- 
buster for  just  $7,500.  These 
aren’t  the  kind  of  biUs  you 
ordinarily  use  for  groceries, 
of  course.  Most  folks  tuck 
them  away  to  grow  (they 
mature  in  7 years,  9 months) 
and  then  cash  them  in  for 
tuition,  or  a long  vacation,  or 
something  else  they  want. 
Why  not  start  buying  them 
regularly? 

Six  Nice  Things  About 
U.S.  Savings  Bonds 

• You  can  save  automatically  on 
the  Payroll  Savings  Plan  • Your 
Bonds  earn  354%,  more 

than  ever  before  • You  invest 
without  risk  under  a U.S. 
Government  guarantee  • Your 
Bonds  are  replaced  free  if  lost  or 
stolen  • You  can  get  your  money 
with  interest  any  time  you  need 
it  • You  save  more  than  money 
— you  buy  shares  in  a stronger 
America. 


This  advertising  is  donated 


Can  they  afford  to  buy  money?  He  can  set  aside  as  little  as  $5 
a week  for  Savings  Bonds  by  signing  a Payroll  Savings  application 
where  he  works.  In  a year  they’ll  own  Bonds  worth  nearly  $350  at 
maturity,  at  a cost  of  $260. 


You  save  more  than  money 

with  U.  S.  Savings  Bonds 


hy  The  Advertising  Council  and  this  magazine^ 
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Natural  nursing  action  nipple 
induces  even  sucking  that 
dramatically  lessens  outside 
air  swallowing  and  makes 
baby  exercise  his  jaws. 
Designed  to  avert  tongue- 
thrusting  and  other  maloc- 
clusions not  inhibited  by 
conventional  nipples 


The 

revolutionary 

discovery 

that 

simulates 

hreast 

feeding 


Because  the  disposable 
bottle  Is  pre^steriUzed,  it 
eliminates  the  possibility  of 
contamination  through  im- 
properly sterilized  bottles., 


With  conventional  boWe  air  has  to 
get  inside  bottle  for  milk  to  come 
out  Nipple  often  collapses  and  baby 
has  to  suck  harder,  so  more  air  gets 
into  his  stomach  Both  overfeeding 
and  underfeeding  can  ensue,  along 
with  the  aerophagia  and  flatulence 
which  can  produce  colic,  spitting 
up.  and  after  feeding  distress. 


Natural  design  nipple  of  Playtex 
Nurser  assures  even  flow.  Its  pliable 
inner  bottle  contracts  with  atmo- 
spheric pressure  as  formula  is  con- 
sumed. Baby  takes  more  nourishing 
formula,  less  swallowed  air  to  cause 
discomforting  spitting  up  and  colic 
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dramatically  reduces  spitting  up  and  colic 

To  the  members  of  the  medical  profession  who  recog- 
nize the  advantages  of  breast  feeding  — here’s  a com- 
pletely new  concept  in  baby  feeding  that  all  doctors 
will  welcome.  The  new  Playtex  Nurser.  It  features  a 
soft,  pre-sterilized  inner  bottle  which  is  disposable,  and 
a broad,  non-collapsing  nipple  which  produces  a suck- 
ing action  similar  to  that  in  breast  feeding. 

Because  the  outside  atmospheric  air  pressure  contracts 
the  soft  inner  bottle,  the  formula  is  withdrawn  more 
naturally  than  with  conventional  rigid  baby  bottles. 

There  is  no  vacuum  formation  to  set  up  air  blocks. 

The  natural-action  nipple  induces  sucking  which  makes 
for  less  air  swallowing,  and  less  spitting  up— and  in 
so  doing,  promotes  the  healthful  mouth-jaw  exercises 
the  mother’s  breast  provides. 

Colicky  infants,  problem  feeders  and  premature  babies 
especially  will  benefit  from  the  breast-like  action  of  the 
new  Playtex  Nurser.  The  fact  that  the  bottle  is  pre- 
sterilized and  disposable  will  appeal  to  mothers  who 
do  not  breast  feed  their  babies.  The  fact  that  the  Nurser 
does  so  closely  simulate  breast  feeding  will  be  similarly 
important  to  the  health  of  any  baby  fed  with  it. 

^mture’s  Waf’ 

PLAYTEX  NURSER 

^'The  nearest  approach  to  breast  feeding'^ 


■'  (Cut-out  View) 


New 

natural  action 
nipple. 


Soft  disposable 
inner  bottle 
is  pre-sterilized. 
Easily  inserted 
into  bottle  holder. 
Use  once  and 
throw  away. 


•1961  by  International  Latex  Corporation 
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York,  Russell  Sage  Foundation,  1961.  Cloth’ 
$3.75. 

Hypertension — Chemical  and  Hormonal  Factors. 
Volume  IX.  Edited  by  Floyd  R.  Skelton,  M.D. 
Quarto  of  93  pages,  illustrated.  New  York, 


American  Heart  Association,  Inc.,  lt)61.  Paper, 
$2.50. 

A Traveler’s  Guide  to  Good  Health.  By  Colter 
Rule,  M.D.  Duodecimo  of  240  pages.  Garden 
City,  N.Y.,  Doubleday  & Company,  Inc.,  1960. 
Paper,  $0.95. 
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The  Medical  Clinics  of  North  America.  Phila- 
delphia Number.  November,  1960.  The  Office 
Laboratory.  Charles  T.  Lee,  Jr.,  M.D.,  and 
Edward  H.  McGehee,  M.D.,  guest  editors.  Octavo. 
Philadelphia,  W.  B.  Saunders  Company,  1960. 
Cloth,  $18  net;  Paper,  $15  net. 

This  volume  is  a must  to  the  practicing  physician 
who  wants  to  keep  his  diagnostic  efficiency  at  its 
highest  level. 

It  is  replete  with  short  cuts,  newer  and  simpler 
methods,  and  an  evaluation  of  same.  It  is  an 
understandable  and  helpful  book. 

It  is  a manual  of  practical  laboratory  work  for 
the  office.  Blood  sugar  in  office  practice  is  of 
extreme  value.  The  test  for  blood  sugar  level  is 
done  more  frequently  than  any  other  blood  chemical 
test. 

The  futility  of  determining  the  fasting  sugar  for 
the  detection  of  mild  diabetes  is  illustrated  by  a 
group  of  161  patients  showing  a definite  diabetic 
curve  (two-hour  sugar  of  180  mg.  per  100  ml.  or 
more)  75  per  cent  of  the  fasting  sugars  were  under 
120  mg.  per  100  ml.  and  30  per  cent  were  under  100 
mg.  per  100  ml.  Taking  all  the  results  considered 
diabetic,  50  per  cent  of  the  fasting  levels  were  under 
100  mg.  per  100  ml.,  and,  if  120  mg.  per  100  ml. 
were  taken  as  the  upper  limit  of  normal,  in  only  54 
of  368  patients  would  diabetes  have  been  suspected 
if  fasting  levels  had  been  done.  Yet  many  physi- 
cians still  feel  that  they  have  ruled  out  diabetes  if  a 
normal  fasting  blood  sugar  value  is  obtained. 

The  Dextrotest  for  blood  sugar  is  compared  to 
the  Folin-Wu  and  the  Somorgyi-Nelson  and  within 
certain  limitations  is  an  extremely  useful  aid  for 
every  practicing  physician  if  he  desires  to  use  a 
qualitative  test. 

There  is  the  hope  that  microtechnics  using 
capillary  blood  will  soon  become  more  popular  and 
more  widely  u.sed. 

Part  Two  is  devoted  to  screening  procedures  and 


like  the  detection  of  the  prediabetic  it  opens  wdde 
vistas  in  the  field  of  preventive  medicine. — Samuel 
G. Slo-Boukin 

The  Heart  in  Industry.  By  Twenty-Four 
Authors.  Edited  by  Leon  J.  Warshaw,  M.D. 
Octavo  of  675  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  Inc.,  1960.  Cloth,  $16. 

This  symposium,  wTitten  by  26  authors  under  the 
excellent  editorship  of  Leon  Warshaw,  takes  effec- 
tive note  of  the  fact  that  we  are  living  in  a world  at 
once  more  industrialized  and  containing  a more 
aging  population.  It  takes  into  consideration,  too, 
the  fact  that  the  aged  and  the  sick  are  now'  con- 
sidered the  proper  concern  of  society  as  a whole  and 
especially  of  industry.  The  book  treats  of  the  effect 
of  heart  disease  on  the  patient’s  ability  to  w'ork, 
the  effect  of  work  on  the  course  of  heart  disease,  and 
the  special  problems  a cardiac  employe  presents  to 
the  employer.  The  volume  is  well  organized  and 
well  W'ritten  and  can  be  read  w'ith  profit  bj'  everj'- 
one,  especially  industrial  physicians.  Cardiac  spe- 
cialists may  want  to  add  it  to  a w'orking  library  but 
will  find  little  information  not  available  in  other 
specialized  handbooks. — Milton  Plotz 

Clinical  Obstetrics  and  Gynecology,  Volume  3, 
Nmnber  1.  Obstetric  Emergencies.  Edited  by 
Martin  L.  Stone,  M.D.  Pediatric  Gynecology. 
Edited  by  John  W.  Huffman,  M.D.  Octavo. 
New  York,  Paul  B.  Hoeber,  Inc.,  1959.  Published 
quarterly  (four  numbers  a year).  Cloth,  $18  per 
year. 

Obstetric  emergencies  is  the  topic  of  discussion  of 
the  first  half  of  this  quarterly  number  with  Martin  L. 
Stone,  M.D.,  as  guest  editor.  Not  all  of  the  possible 
obstetric  emergencies  are  discussed.  To  do  so 
would  require  a much  larger  volume  than  this  one 
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in  bacterial 
otitis  media 

Panalba* 

promptly 

to  gain  precious 

therapeutic 

hours 


In  the  presence  of  bacterial 
infection,  taking  a culture  to 
determine  bacterial  identity 
and  sensitivity  is  desirable  — 
but  not  always  practical. 

A rational  clinical  alterna- 
tive is  to  launch  therapy  at 
once  with  Panalba,  the  anti- 
biotic that  provides  the  best 
odds  for  success. 

Panalba  is  effective  (in 
vitro)  against  30  common 
pathogens,  including  the 
ubiquitous  staph.  Use  of 
Panalba  from  the  outset  (even 
pending  laboratory  results) 
can  gain  precious  hours  of  ef- 
fective antibiotic  treatment. 


SUPPLIFD:  Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline  phosphate 
complex),  equivalent  to  250  mg.  tetracycline 
hydrochloride,  and  125  mg.  Albamyein,*  as 
novobiocin  sodium,  in  bottles  of  16  and  100. 
USUAL  ADULT  DOSAGE:  1 or  2 capsules 

3 or  4 times  a day. 

SIDE  EFFECTS:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable  to  that 
of  the  other  tetracyclines  and  is  well  tolerated 
clinically.  Side  reactions  to  therapeutic  use 
are  infrequent  and  consist  principally  of  mild 
nausea  and  abdominal  cramps. 

.Albamyein  also  has  a relatively  low  order  of 
toxicity.  In  a certain  few  patients,  a yellow 
pigment  has  been  found  in  the  plasma.  This 
pigment,  apparently  a metabolic  by-product 
of  the  drug.  Is  not  necessarily  associated  with 
abnormal  liver  function  tests  or  liver  enlarge- 
ment. 

Urticaria  and  maculopapular  dermatitis,  and 
a few  cases  of  leukopenia  have  been  reported 
in  patients  treated  with  Albamyein.  These  side 
effects  usually  disappear  upon  discontinuance 
of  the  drug. 

CAUTION:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of  nonsusceptible 
organisms,  constant  observation  of  the  patient 
is  essential.  If  new  infections  appear  during 
therapy,  appropriate  measures  should  be  taken. 
Total  and  differential  blood  counts  should  be 
made  routinely  during  prolonged  administra- 
tion of  Albamyein.  The  possibility  of  liver 
damage  should  be  considered  if  a yellow  pig- 
ment. a metabolic  by-product  of  Albamyein, 
appears  in  the  plasma.  Panalba  should  be  dis- 
continued if  allergic  reactions  that  are  not 
readily  controlled  by  antihistaminic  agents 
develop. 

♦Trademark,  Reg.  U.  S.  Pat.  Off. 


Panalba 

your  broad-spectrum 
antibiotic  of  first  resort. 


Upjohn 
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of  264  pages.  The  topics  that  are  discussed,  how- 
ever, are  done  authoritatively  and  well.  The  in- 
clusion of  anesthesia  in  the  consideration  of  obstetric 
emergencies  and  cardiac  arrest  was  a wise  and  timely 
thought. 

The  rest  of  this  number  is  devoted  to  pediatric 
gynecology  with  John  W.  Huffman,  M.D.,  as 
guest  editor.  This  part  of  the  quarterly  is  virtually 
a miniature  textbook  of  pediatric  gynecology.  It  is 
well  documented  and  well  illustrated  by  many 
actual  photographs. 

This  number  is  recommended  to  specialists  and 
general  practitioners  alike. — Jacob  Halperin 

Drugs  and  Behavior.  Edited  by  Leonard  Uhr 
and  James  G.  Miller.  Octavo  of  676  pages,  illus- 
trated. New  York,  John  Wiley  & Sons,  Inc.,  1960. 
Cloth,  $10.75. 

In  Wonderland  “words  mean  what  we  want  them 
to  mean.”  In  some  scientific  disciplines,  highly 
stylized  definitions  are  fitted  by  force  to  express  a 
specialized  meaning.  Many  such  have  crept  into 
the  literature  on  psychotropic  drugs,  influenced 
probably  by  the  various  schools  of  analysis  where 
definitions  vary  from  camp  to  camp.  The  effect 
can  become  disastrous.  Whereas  uniformity  of 
terminology  probably  should  not  be  expected,  clarity 
of  definition  is  a sine  qua  non.  Psychoactive  drugs 
act  in  certain  conditions  and  have  certain  effects. 
The  objective  is  to  define  what  one  i.s  talking  about 
before  one  explains  what  happens. 

One  of  the  assests  of  this  book  is  that  several  of  its 
chapters  attempt  to  define  behavioral  or  emotional 
states,  as  well  as  the  drugs  used  in  altering  these 
states;  they  also  review  the  virtual  word  salad  used 
at  times  to  hide  a lack  of  integration  in  the  discipline. 
In  toto,  the  content  of  this  book  measures  affects, 
their  changes,  variants,  and  depth,  response  to 
psychoactive  agents,  and  the  methods  used  to  meas- 
ure those  responses.  It  covers  also  the  methods  of 
testing  the  adequacy  of  the  tests  and  their  limitations. 
This  is  indeed  a prodigious  task.  But  the  book 
enters  into  the  variegated  phases  of  its  discipline 
which  it  treats  in  parts  splendidly,  in  others  ade- 
quately, and  in  a few  parts  poorly. 

The  50  chapters  by  61  contributors  appear  to  be 
painstakingly  selected  and  organized  by  the  editors, 
who  produced  a unified  but  not  a stereotyped  work. 
It  is  stimulating  and  constructive  without  the  arcane 
speculations  which  are  almost  expected  in  a multi- 
authored  text  on  this  subject.  Some  of  the  contribu- 
tions sermonize,  but  they  do  not  exhort;  others  are 
didactic  but  not  pompous;  very  manj'^  are  explora- 
tory and  almost  invariably  informative,  either  by 
reason  of  presentation  of  facts  or  by  the  inter- 


pretations they  offer. 

For  example,  a brilliant  chapter  by  Freyhan 
bores  into  the  heart  of  our  clinical  research  method- 
ology in  emotional  disease  and  leaves  us  somewhat 
ashamed  for  our  smugness,  or  for  our  dullness.  But 
we  are  reminded  of  or  we  learn  in  the  process 
something  which  we  should  have  remembered  or 
known  all  along:  “...more  harm  than  good  will 
come  from  puristic  insistence  on  objective  methods 
. . . objectivity  is  not  accomplished  by  rigid  rejection 
of  clinical  observations. ...” 

In  fact,  it  is  easy  enough  to  stop  thinking  and  to 
delegate  a problem  requiring  analysis  to  the  magic 
phrase,  “objective  evidence  is  required.”  It  helps 
us  wash  our  hands  of  a difficult  job.  It  is  such 
bastardized  probity  that  hinders  research  and  under- 
standing in  anj'  field.  In  a similar  sense,  Vanden- 
berg’s  chapter  reminds  us  that  a method  which  is  suit- 
able for  evaluating  a patient’s  basic  condition  is  not 
necessarily  applicable  in  evaluating  changes  in  his 
condition  resulting  from  therapy.  One  may  extrap- 
olate from  the  text  the  simple  proposition  that 
objectivity  is  neither  a symptom  nor  a disease — 
though  it  can  become  the  latter — and  that  in  eval- 
uating psychoactive  drugs  an  objective  measurement 
which  is  not  particularly^  relevant  should  not  be 
given  preference  over  a subjective  one  which  bears 
greater  relevance.  That  relevance  is  the  patient’s 
response.  There  are  also  contradictions  in  the  book. 
In  a growing  discipline  which  in  itself  deals  with  con- 
tradictions, this  is  inescapable. 

The  book  may  be  compared  with  several  extant 
works : The  present  book.  Drugs  arid  Behavior,  differs 
from  Wikler’s  The  Relation  of  Psychiatry  to  Pharma- 
cology in  that  the  latter  is  more  intensive  in  the 
biochemical  and  neurophysiologic  aspects  and  more 
specific  as  to  certain  drugs,  but  it  lacks  much  of  the 
expanse  of  the  present  book.  Drugs  and  Behavior 
differs  from  Garrantinni  and  Ghetti’s  Psychotropic 
Drugs  in  that  the  latter,  though  informative,  is  un- 
even in  quality  and  in  many  places  quite  doctrinaire; 
it  compares  quite  well  with  Rinkel  and  Denber’s 
Chemical  Concepts  of  Psychosis,  as  well  as  with  Kline’s 
Psychopharmacology  Frontiers,  though  each  has  its 
own  valid  emphasis. — Erwin  Di  Cyan 


The  Surgery  of  Mitral  Stenosis.  By  Robert  P. 
Glover,  M.D.,  and  Julio  C.  Davila,  M.D.  Octavo 
of  219  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1961.  Cloth,  $9.50.  (Modern  Surgical 
Monographs  4). 

This  Modern  Surgical  Monograph  covers  the 
subject  admirably.  It  is  highly  recommended  to 
anyone  interested  in  this  subject. — Lew  A.  Horii- 
BERQ 
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HALL-BROOKE  HOSPITAL 

Alt  Active  Treatment  Hospital,  located  one  hour  from  New  York 
Accredited  by; 

The  CenirtI  Inipeclion  Boud  of  the  Americin  Peychiitiie  AiMcUlion 
The  Joint  CommiMion  on  AccreditiUon  of  Hoopililo 

WBSTPQRT.  COKBBOTICUT  • WESTPORT:  CAPITAL  t-tiSl 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 


SENILE— AGED 


NoD'Sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Oftice;  TRatalgar  7-2666 


/or  well  trained  highly  qualified  personnel 

MEDICAL  ASSISTANTS 
OR  OFFICE  SECRETARIES 
LABORATORY  • X-RAY 
TECHNICIANS 

N.  y.  State  Licensed  • Day-Eve  Courses 
Co-Ed  {Founded  1936) 

request  Free  Cat.  9 
85  Fifth  ATO.(l$th  St.) 
New  Tork  J,  N.T. 
SCHOOL  FOR  PHYSICIANS'  AIDES 


astern- 


Affiliated  with  CARNEGIE  INSTITUTE,  INC.  Cleveland,  Ohio 


■ PROFESSIONAL  OFFICE  SPACE 
FOR  RENT 

20  East  88th  Street,  magnificent  street  between  5th  & 
Madison  Avenues  opposite  Guggenheim  Museum.  Small 
newly  renovated  elevator  huilding.  Ground  floor  units. 
See  Supt.  on  premises,  or  Call  RN  3-2000. 


PINEWOOD  B;-  it^lfw^^nder"  1 

EST.  1930  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 

Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 
A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate:  Commence  at  $125.00  per  week. 

N.  y.  City  Offices— By  Appointment 
Dr.  Wcnder  — 59  East  79  St.  — Mon.,  Wed.,  Fri.,  — - BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


WEST  HIM.L 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
For  nervous,  meotal,  drug  and  alcoholic  patients.  The  staitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Klnstbrldgc  9*8440 


GIVE  TO  CONQUER  CANCER 


"responses  of  the  acne 
patients  were  highly 
satisfactory,  only  two 
patients  failing  to  respond 
...The  preparation  was 
well  tolerated  and  proved 
to  be  cosmetically 
acceptable." 

Niedelman,  M.I.;  Am.  Pract.  & Digest  Treat., 
10:1001,  1959. 


ACNEDERM 

LOTION 


Healing,  soothing,  cleansing  medication  in  a flesh-tinted  base. 
Pleasantly  scented  and  suitable  for  round-the-clock  application. 

Professional  samples  and  literature  on  request. 

THE  LANNETT  CO..  INC.  • Philadelphia  25,  Penna. 


PHYSICIANS  WANTKI) 


General  Practitioner,  suburb  of  University  city  Western  New 
York,  very  active  modern  practice.  Wants  ambitious  per- 
manent assistant  or  partner.  Foreign  trained,  taking  N'  w 
York  State  license  accepted.  Give  handwritten  details  in  first 
letter.  Write  Box  404,  N.  Y.  St.  Jr.  Med. 


WANTE1>:  General  Practitioner  for  Incorporated  village, 
Northern  New  York.  Dairying  and  paper  manufacturing 
center.  Near  an  approved  hospital.  Excellent  field.  Write 
Box  401.  N.  Y.  St.  Jr.  Med. 


House-physician,  60  bed  hospital.  Quarters  available. 
Hours  and  salary  open.  Apply  Administrator,  Freeport  Hos- 
pital, Freeport,  L.  I.,  N.  Y. 


Family  doctor  needed  to  take  over  fine  home  and  equipped 
office,  small  southern  tier  town.  Excellent  opportunity, 
favorable  price  and  terms.  Contact  L.  Elton,  M.D.,  Addi- 
son. N.  Y. 


Physician  wanted  for  career  in  industrial  medicine  by  a large 
chemical  company  with  a New  York  State  plant.  Good  per- 
manent future  and  excellent  job  opportunities.  Please  en- 
close resume  with  letter  giving  name,  address,  phone  number, 
age,  training,  medical  education,  licensure,  as  soon  as  possible 
to  C.  A.  D'Alonzo,  M.D..  F.A.C.P.,  Assistant  Medical 
Director,  E.  I.  du  Pont  de  Nemours  & Co.,  11400  Nemours 
Building,  Wilmington  98,  Delaware. 


Generalist  to  take  over  old  established  practice  in  beautiful 
home-office  combination.  Compl.  equipped  and  furnished. 
Upstate,  N.  Y.,  Thruway  exit.  Hospitals  nearby.  Health 
officer  and  school  physician  positions  available,  excellent 
income.  Price  $46,000.  Write  Box  391,  N.  Y.  8t.  Jr.  Med. 


E.E.N.T.  specialist  to  take  over  magnificent  home-office  com- 
bination grossing  over  $60,000.  Suitable  for  1 or  2 doctors. 
All  equipment  and  furnishings  included.  3 hrs.  from  NYC. 
Terms  available.  Write  Box  406,  N.  Y.  St.  Jr.  Med. 


PHY'SICIAN  WANTED:  Board  eligible  OB/GYN  to 

take  over  full  OB  speeialty  practice  (Orange  Co.),  during  2 
yr.  absence  of  owner  for  GYN  residency.  Equal  partner- 
ship upon  return.  For  details,  write  Joseph  F.  McElligott, 
60  Broad  Street,  N.  Y.  C.  4,  N.  Y. 


House  staff  member  (1)  full  time.  Accredited  60  bed  general 
hospital  located  in  University  City  near  medical  center. 
Adult  medical  and  surgical  patients  only.  Salary  .$9,000 
year.  Write  Administrator,  Midtown  Hospital,  Syracuse, 
New  York,  stating  qualifications  and  training. 


Doctor  with  anesthesia  experience.  Manhattan.  Part-time 
to  start.  Mutually  convenient  hours  will  be  arranged.  No 
nights  or  Sundays.  Fees  plus  guarantee.  Write  Box  419, 
N.  Y.  St.  Jr.  Med. 


General  Practitioner  needed — Clinton,  N,  Y.,  home  of  Hamil- 
ton College.  .5  mi.  S.  of  Utica.  3 open-staffed  hospitals 
only  10  min.  away.  Desperate  need  for  3rd  physician.  Con- 
tact Clinton  Chamber  Commerce.  A.  F.  Gaffney,  M.D.,  or 
Leon  Benton,  M.D. 


Family  Physician:  Affiliation  with  Medical  Group,  new  air 
con<litioned  building  in  the  center  of  Queens.  Attractive 
salary,  partnership  within  two  years.  Minimum  require- 
ments: one  year  approved  internship,  and  one  year  approved 
residency  in  medicine.  Box  320,  N.  Y.  St.  .Ir.  Med. 


Internist — Large  Midwest  hospital.  Must  be  board  eligible. 
Write  Box  234,  N.  Y.  St.  Jr.  Med. 


KKAL  ESTATE  EOK  SALE  OK  KENT 


Completely  e(iui|)ped,  warmly  decorated  five  room  suite 
available  to  share  with  pediatrician.  Located  in  beautiful 
residential  South  Shore  area.  Suitable  internist,  neurologist, 
surgeon,  obstetrician,  psychologi.st,  etc.  Call  CE  9-667.5. 


For  rent:  New,  modern  office — rapidly  growing  community- 
in  Westchester  County — Pound  Ridge,  N.  Y.  PO  4-.57.57. 
Eves.  Call  BE  4-3824. 


Me<lical  Building  in  rapid  growing  community  on  Long 
Island  with  7.5%  of  space  occupied,  has  office  space  availab!*- 
for  Pcd,  GU,  Ortho,  also  part  time  for  Neuro,  Psych,  Derm. 
For  Information,  call  FOrest  8-8888. 


For  Rent:  Doctors  and  Dentists  suites.  New  profe.ssional 

building,  air  conditioned.  Write:  Bernard  Lasher,  Red 

Hook,  New  York  or  phone  PLateau  8-3201. 


Professional  office  for  dentist  or  doctor  to  lease,  main  corner 
location.  Growing  area:  Sunrise  Highway:  Lindenhurst, 
L.I.  Present  tenant  moving  to  own  building.  Call  MY 
1-7400  days,  MO  9-7568  evenings.  Area  code.  516. 


Doctor's  office  for  rent-established  successful  eorner  location- 
20  years.  Bron.x-Pelham  Parkway  section.  .Available  soon. 
Write  Box  386,  N.  Y'.  St.  Jr.  Med.  UN  3-0112 


FOR  S.ALE:  Established  Catskill  resort.  45  rooms 

Equipped.  .50  acres.  Sports.  0|)portunity  dude  ranch 
camp,  nursing  home.  80  miles  from  N.  Y.  Write  Box  420 
N.  Y.  St.  Jr.  Med. 


Uniondale  Professional  Building  (East  Hempstead  area) 
374  Uniondale  Avenue.  Offices  for  rent.  Air  conditioned. 
Will  alter  to  suit.  Private  lavatories.  Excellent  oppor- 
tunity for  general  practitioner  or  specialist.  Mrs.  Desch 
PI  1-6632. 


Riverdale,  2.530  Independence  Ave.  Office  space  for  rent. 
Newly  built,  air-conditioned,  luxurious  apt.  house.  3,000  scp 
ft.  at  $3  per.  Available  for  1-4  professionals.  Will  subdivide, 
decorate,  plumbing,  etc.,  to  suit.  -Ample  parking.  Immediate 
vicinity  5,000  apts.  KI  6-9690. 


Deceased  doctor's  fully  equipped  office  for  sale  to  orthopedist 
or  other  specialty.  Located  in  Spring  Valley,  N.  Y.  Contact 
Mr.  Lotenberg  in  NYC  OX  7-5895  or  at  507  Fifth  .Ave., 
NYC. 
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IMJACTICES:  FOR  SALK  OR  RKNT 


Well  estab.  home/ottice  combination  in  Oneonta,  N.  Y. 
G.  P.  with  KENT  sub.  retiring  from  private  practice.  E.v- 
cellent  for  G.P.  or  EENT.  Write  Box  408,  N.  V.  St.  Jr.  Med. 


FOR  SALE:  Well  established  general  practice.  Due  to  ill- 
ness. Includes  diathermy,  fluoroscopy,  electrocardiograph. 
Long  lease,  reasonable.  Address:  Harry  M.  Lebowitz,  M.D. 
20:39  Shore  Blvd.,  Astoria,  5,  N.  Y. 


Western  New  York:  Busy  established  general  practice  in 

rural  village  25  minutes  from  large  city.  Office-home  com- 
bination with  equipment.  Five  minutes  from  modern  general 
practice  hospital.  Will  be  welcomed  by  local  physicians. 
Sacrifice  price.  Contact  Box  1 14,  N.  Y.  St.  Jr.  Med. 


Well  established  general  practice,  home-oflire  combination, 
in  western  Nassau  County.  Will  introduce.  Write  Box  409, 
N.  Y.  St.  Jr.  Med. 


Large  general  practice,  home-office  combination,  2 hospitals, 
Kingston,  for  sale  early  part  1962.  Write  Box  396,  N.  Y. 
St.  Jr.  Med. 


General  Practice  for  sale,  established  1 1 years,  growing  Long 
Island  community.  Home-office  combination,  real  estate 
for  sale  or  rent.  May  consider  mutual  benefit  arrangement. 
Reply  P.  O.  Box  232,  Malverne,  N.  Y. 


For  Sale:  Due  to  retirement,  well  established  17  year  active 

practice  and  modernized  home,  located  in  center  of  River- 
head,  Long  Island,  on  Main  Street.  Easy  terms.  Willing  to 
introduce  to  patients.  -Vccredited  hospital  nearby.  Write 
Box  397,  N.  Y.  St.  Jr.  Med. 


POSITIONS  \I.ANTED 


NEUROLOGIST:  University  hospital  trained.  Board 

eligible,  available  June,  1962;  seeks  affiliation  with  medical 
group.  Write  Box  402,  N.  Y.  St.  Jr.  Med. 


Certified  Anesthesiologist,  female,  U.S.  citizen,  eligible  New 
York  State  license,  seeks  full  or  part-time  position.  Write 
Box  407,  N.  Y.  St.  Jr.  Med. 


Internist,  board  eligible,  age  31,  seeks  association  with  es- 
tablished internist  within  SO  mile  radius  of  New  York  City. 
Write  Box  415,  N.  Y.  St.  Jr.  Med. 


ORTHOPEDIC  SURGEON:  Completing  approved  resi- 

dency. Married,  family,  31  years  old.  Seeks  association 
with  established  orthopedist.  National  Board  licensed. 
Military  service  completed.  Write  Box  417,  N.  Y.  St.  Jr. 
Med. 


KOUIPIVIKNT  FOR  SALK 


Radiologist’s  modern  200  M.A.  x-ray  diagnostic  unit  and 
dark  room  accessories  for  sale.  Harold  Schwartz,  M.D., 
99  Pratt  St.,  Hartford  3,  Conn. 


FOR  SALE:  Hugh  Young  (fonvertible  Cystoscope,  24- 

French,  complete;  excellent  condition.  $200.  .Also,  peri- 
toneoscope, unused.  Make  an  offer.  Write  Box  418,  N.  Y. 
St.  Jr.  Med. 


FOR  S.ALE:  Ophthalmic  chair-attached  stand  and  phorop- 
tor — -A.O.  Good  condition.  REASON.ABLE.  OLympia 
8-011.5. 


MISCELLANEOUS 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  30%  on  accounts  less  than  6 
months  past  due;  33>/i%  less  than  a year;  35%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St..  N.  Y.  36. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D., 
211—02  Union  Tpke,  Flushing  64,  N.  Y.  HO  4-1100. 


Editing,  library  research;  French,  German  translations;  in- 
dexing, proofreading,  etc.  Careful  work.  Reasonable 
rates.  Newell,  71  W.  96th  St..  NYC  25.  RI  9-1990. 


CLASSIFIED  RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  17,  N.  Y. 
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Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1961—25,372 


County 


Prtoidtnt 


Stcrttmry 


Trimiurtr 


Albany 

Allegany 

Bronx 

Broome 

Cattarangus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutcheia 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester.  . 

Wyoming 

Tates 


Benjamin  Hoffman Albany 

George  E.  Taylor.  Jr Cuba 

George  A.  Howley Bronx 

George  C.  Hamilton . . . Binghamton 

B.  John  Toth Olean 

Leonard  W.  Sincerbeaux . . . Auburn 
H.  Wolcott  Ingham  . . . .Jamestown 

William  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

LeRoy  J.  Holbert Kinderhook 

William  J.  McAuliffe Cortland 

David  G.  Doane Walton 

Morris  J.  Frank Beacon 

Eugene  J.  Hanavan Buffalo 

Rudolph  J.  Martin ....  Ticonderoga 

C.  Bradley  Sageman . . Saranac  Lake 

Arthur  Howard Johnstown 

Myron  E.  Williams Batavia 

T.  Earl  McQuade Coxsackie 

Leo  L.  Heller Newport 

Rudolph  J.  Haas Chaumont 

Leslie  H.  Tisdall Brooklyn 

Louis  A.  Avallone Lowville 

Stanley  J.  Jackson . . Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Charles  R.  Mathews Rochester 

Feori  F.  Pipito Amsterdam 

Wendell  L.  Hughes.  . . .Hempstead 

David  Lyall New  York 

John  T.  Donovan,  Jr Lockport 

Theodore  J.  Kantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

Allen  H.  Keniston Fort  Jervis 

Arnold  O.  Riley Holley 

John  B.  Riley Oswego 

Hans  E.  Wilk Oneonta 

John  Simmons Brewster 

Charles  C.  Mangi Woodhaven 

David  R.  Tomlinson Troy 

Fredrick  D.  Regan . . . Staten  Island 

G.  Gordon  Knight Piermont 

Alexander  E.  Dodds Edwards 

G.  D.  Anderson . . . Saratoga  Springs 

Donald  C.  Walker Delanson 

Robert  Greenwald Cobleskill 

Fritz  Landsberg Watkins  Glen 

Willard  L.  Hogeboom Willard 

Leon  M.  Roe Canisteo 

Anthony  Kohn Bay  Shore 

Lester  Lipson Monticello 

Henry  Kaine Spencer 

Noah  J.  Kassman Ithaca 

Vincent  Amatrano Kingston 

Raymond  L.  Rhodes. . . . Glens  Falls 

Peter  J.  Attwood Greenwich 

Charles  D.  Reeves Newark 

Charles  M.  Brane Yonkers 

O.  Stanley  Baker Castile 

Vincas  Sirmenis Penn  Yan 


John  J.  Phelan,  Jr Albany 

Edward  W.  Briggs,  Jr..  . . Wellsville 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicott 

Frank  T.  Frost Olean 

Donald  W.  Delahanty Auburn 

Joseph  V.  Karnes Dunkirk 

James  A.  Mark Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Theodore  I.  Jacobus Cortland 

Marvin  Huyok Walton 

James  K,  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Leon  Paesino Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington . . . Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn. . .Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Philip  T.  Cortese Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr..  .New  York 

William  C.  Niesen Niagara  Falls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Frank  C.  Meyer Fulton 

John  M.  Constantine  . . . .Oneonta 

John  Simmons Brewster 

Frank  W.  Farrell Flushing 

John  A.  Ensien Troy 

Joseph  Dolgin Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot . . Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  V.  Dewell Cobleskill 

A.  Duncan  McCarthy Burdett 

William  P.  Magenbeimer.. Waterloo 

Milton  Tully Hornell 

Joseph  Lambert Bay  Shore 

Alan  R.  Fried ....  Livingston  Manor 

George  F.  Pritchard Owego 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Wallace  M.  Sheridan . . White  Plains 

Newland  W.  Fountain Warsaw 

Wilfred  D.  MoCusker. . . . Penn  Yan 


Salvatore  Tabacco Albany 

Frederick  H.  McCarty.  . .Wellsville 

Herbert  G.  Cohen Bronx 

James  F.  Johnson Binghamton 

Ruth  R.  Knobloch ....  Little  Valley 

Joseph  T.  Birardi Auburn 

C.  Otto  Lindbeck Jamestown 

Francis  W.  Chamberlain.  . . .Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyok Walton 

Philip  V.  Buckley ....  Poughkeepsie 

Francis  W.  O’Donnell Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond.  . .Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskiil 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington . . . Watertown 

James  L.  O'Leary Brooklyn 

Charles  A.  Woerner. . .Port  Leyden 
G.  Emerson  Learn. . . Mount  Morris 

Gareth  S.  West Chittenango 

Charles  D.  Sherman,  Jr.. .Rochester 
Robert  W.  Dunlap,  Jr.. .Amsterdam 

Louis  Bush Baldwin 

Adelaide  Romaine New  York 

Glenn  E.  Jones Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  Dispensa Albion 

Frank  C.  Meyer Fulton 

John  M.  Constantine Oneonta 

John  Del  Campo Carmel 

Victor  S.  Lait Flushing 

Thomas  Engster . . Center  Brunswick 

J.  J.  Silverman Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 
Kurt  H.  Meyerhoff. . . .Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

William  P.  Magenbeimer. .Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried Livingston  Manor 

George  F.  Pritchard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman. . .Fort  Edward 

Joseph  Asin Newark 

Robert  E.  Healy Mount  Kisoo 

Newland  W.  Fountain Warsaw 

Wilfred  D.  MoCnsker. . . .Penn  Yan 
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this  is  where  coughs  begin... 


this  is  where  coughs  often  end 


Daily  exposure  to  colds  and  contagion  can’t  be  controlled,  but 
Robitussin  does  a superior  job  of  checking  the  frequency  and 
severity  of  the  coughs  that  result  from  it.  Remarkably  safe  to 
coughers  of  all  ages,  Robitussin  produces  a significant,  pro- 
longed, expectorant  effect  by  tripling*  the  volume  of  respira- 
tory tract  fluid  (RTF).  Increased  RTF  helps  loosen  congestion 
by  liquefying  sputum  and  by  enhancing  the  action  of  the  bron- 
chial and  tracheal  cilia.  Thus,  a Robitussin-treated  cough  is  not 
abruptly  or  temporarily  suppressed,  but  ends  itself  naturally 
by  becoming  more  productive,  cleansing  the  airways  of  irri- 
tating mucus  and  exudates.  And  most  important,  Robitussin 
tastes  good  to  children  and  adults  alike!  Robitussin® 
is  glyceryl  guaiacolate,  100  mg.  per  5 cc.  dose;  Robitussin® 
A-C  adds  prophenpyridamine  maleate  7.5  mg., 
and  codeine  phosphate  10.0  mg.  per  5 cc.  dose 
(exempt  narcotic). 

"Cass,  L.  J.,  and  Frederik,  W.  S.,  Am.  Pract.  Dig.  Treat.,  2:844,  1951. 

A.  H.  ROBINS  COMPANY,  INC.  • RICHMOND  20,  VIRGINIA 


Alcohol  3.5  j>cf  <Tnt 
in  a polatablc  arom.uic  ayrup 
Eag^ectoranl  — A«t  itusiivc 
m the  treatment  of  ctAifh  due  tocsin 
Aduita  • I teaapoonftii  every  three  to  fota^ 

*f©2dren— 2 to  6 years,  one  fourth  of  ^ aM*J« 

to  12  y^ears,  <me  half  of  the  adukihc 
—Under  2 years.  as  directed 
Irpwtatent  oough  may  Indic  te  the  prettnctnf »«* 
with  such  a cough  »r  high  fever  $h«Aias(i! 
directed  by  ; 


A H.  RDBiNS  CO.  Inc 

XiCMMONO  vrfOiNiA 


Fibre-free 

HYPOALLERGENIC 

formula 

(3)  Provides  balanced  nutritional  values. 

^An  excellent  formula  for  regular 
infant  feeding. 

@An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother's  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


§cwm|)4j 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOOD  COMPANY 

ARLINGTON,  CALIFORNIA  • M T.  VERNON.  OHIO 
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3-year-old  child  with  severe  impetigo,  pretreatment  9 days  later,  post-treatment  (Furacin-HC  Cream  t.i.d.) 

FOR  BROADER  TREATMENT  OF  INFLAMMATORY  SKIN  DISORDERS,  BOTH 
ACUTE  AND  CHRONIC,  WHERE  INFECTION  IS  PRESENT  OR  IMMINENT 

FURACIN-HC  CREAM 

nltrofurazone  0.2%  and  hydrocortisone  acetate  1%,  Eaton 

ESPECIALLY  USEFUL  FOR  THE  TREATMENT  OF  INFLAMMATION,  ERYTHEMA 
AND  PRURITUS  AS  WELL  AS  INFECTION  IN  SUCH  CASES  AS  PYODERMAS, 
FURUNCULOSIS  AND  SECONDARILY  INFECTED  DERMATOSES 

Furacin-HC  Cream  combines  the  anti-inflammatory  and  antipruritic  effect  of 
hydrocortisone  with  the  dependable  antibacterial  action  of  Furacin— the  most 
widely  prescribed  single  topical  antibacterial.  Exclusively  for  topical  use, 
Furacin  retains  undiminished  potency  against  pathogens  such  as  staphylococci 
that  no  longer  respond  adequately  to  other  antimicrobials.  Furacin  is  gentle, 
nontoxic  to  regenerating  tissue,  speeds  healing  through  efficient  prophylaxis  or 
prompt  control  of  infection. 

Furacin-HC  Cream  is  available  in  tubes  of  5 Gm.  and  20  Gm.  Vanishing- 
cream  base,  water-miscible. 

EATON  laboratories,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  N.  Y. 


3369 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Editorial  and  Circulation  Office:  750  Third 
Ave.,  New  York  17,  N.  Y.  Publication  Office:  20th  and  Northampton  Sts.,  Easton,  Pa.  Change  of  Address:  Notice 
Should  State  Whether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Six  Weeks  Notice  Is 
Required  to  Effect  a Change  of  Address.  Fifty  cents  per  copy — $7-50  per  year.  Second-class  mad  privileges  authorised 
at  Easton,  Penna.  This  publication  is  authorised  to  be  mailed  at  the  special  rates  of  postage  prescribed  by  Section  732.722. 


VOLUME  61 


OCTOBER  15,  1961 


NUMBER  20 


CONTENTS 


The  Editors  of  the  Journal  assume  no  responsibility  for  the  opinions  and  claims  expressed  in  the 
articles  contributed  by  individual  authors.  Contributions  are  accepted  for  original  publication  only. 


Scientific  Articles 

Pulmonary  Hyaline  Membranes,  Pathogenesis  and  Significance,  A’urul  Islam,  B.Sc., 


Symposium  and  Panel  Discussion — Miracle  Drugs 

Introduction,  Jay  Tepperman,  M.D.,  Moderator 3425 

Antibiotics,  Paul  A.  Bunn,  M .D 3426 

Adrenal  Steroids,  David  //.  P.  Streeten,  M.B 3431 

Tranquilizers,  Otto  F.  Thaler,  M.D 3437 

Antihypertensive  Agents,  Francis  S.  Caliva,  M.D 3443 

Symposium  and  Panel  Discussion — Substitutes  for  Organs  and  Tissues,  William  F.  Lipp, 

M .D.,  Chairman,  S.  W.  Moore,  M.D.,  Moderator 
Prosthetic  Replacement  of  Diseased  Heart  Valves,  James  B.  Littlefield,  M.D.,  and  William 

H.  Muller,  Jr.,  M.D 3451 

Artificial  Substitutes  for  Major  Blood  Vessels,  <S.  IP.  Moore,  M.D 3453 

Organ  Replacement  in  Abdominal  Surgerjq  A Review  of  Replacement  of  the  Stomach, 

John  M.  Beal,  M.D 3456 

A New  Transistorized  Artificial  Larynx,  II . K.  Dunn,  Ph.D 3463 

Recent  Advances  in  Medicine  and  Surgery 

Current  Trends  in  Breast  Cancer  Treatment,  Part  III,  Jerome  A.  Urban,  M.D 3469 

Clinicopaliiologic  Conference 

Diarrhea,  Shock,  and  Paralytic  Ileus,  Knickerbocker  Hospital 3478 

Current  Concepts  in  Diabetes  Mellitus 

Lipid  Metabolism,  David  E.  Haft,  M.D.,  Ph.D 3487 


(Continued  on  page  3372] 


3370 


With  its  combination  of  5 proven  therapeutic  agents,  BRONKOTABS  dilates  the  bronchioles... thins  and  helps  expel 
thick  mucus...  combats  local  edema ...  offers  mild  sedation ...  and  treats  the  allergic  component.  Gets  right  to  the 
root  of  asthmatic  distress  with  minimal  side  effects,  and  none  of  those  associated  with  steroids. 


In  a study  of  40  patients  with  bronchial  asthma,  24  persons  (60%)  reported  BRONKOTABS  brought  good  relief  from 
asthmatic  symptoms  - ease  of  expectoration,  reduction  of  bronchospasm  and  increased  vital  capacity.  Only  seven 
patients  failed  to  respond  at  all.  “The  combination  of  drugs  used  [in  Bronkotabs]  gave  greater  relief  in  these  patients 
than  the  conventionally  used  tablet  [ephedrine,  theophylline,  phenobarbital] ...’" 

In  another  study,  79.7%  of  64  asthma  patients  showed  good  to  excellent  response  to  BRONKOTABS  therapy.’ 

Each  tablet  contains;  theophylline  100  mg.;  ephedrine  sulfate  24  mg.;  phenobarbital  8 mg.  (warning;  may  be  habit 
forming);  thenyidiamine  HCI  10  mg.;  and  glyceryl  guaiacolate  100  mg.  Supplied:  bottles  of  100  white  scored  tablets. 
Usual  precautions  associated  with  sympathomimetic  amines  should  be  observed. 


References:  1.  Splelman,  A.  D.;  Evaluation  of  a Combination  Tablet  of  Theophylline,  Ephedrine  Sulphate,  Phenobarbital,  Thenyidiamine  and 
Glyceryl  Guaiacolate  in  the  Treatment  of  Chronic  Asthma,  Ann.  Allergy  18:281,  1960.  2.  Waldbott,  G.:  Bronkotabs  — a New  Antiasthmatic  Prep- 
aration (Preliminary  Report),  Int.  Arch.  Allergy  17:116,  1960. 


For  full  information  on  Breon's  five  antiasthmatics,  see  pp.  538-539  of  the  1961  PHYSICIANS'  DESK  REFERENCE  plus  the  2nd,  3rd,  or 
4th  quarterly  supplement. 


CLEARS  and  DILATES  the  bronchial  tree  with  MINIMAL  SIDE  EFFECTS 


Ri  Products  Division,  Oreon  Laboratories  Inc.,  New  York  18,  N.  Y. 
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How  to  use 


Trancopah 

Brand  of  chlormazanone  m 


He  needs  his  muscles  working  properly— 
when  they  aren^t,  he  needs 


Trancopal 


for 

painful  muscles 

when  a muscle  is  strained,  it 
goes  into  a spasm  that  produces 
pain;  this  is  followed  by  more 
spasm  for  splinting,  and  then 
more  pain. 

When  you  prescribe  Tranco- 
pal, you  break  this  vicious  cycle 
and  relieve  the  patient’s  dis- 
comfort. Trancopal  will  ease 
the  spasm  and  consequently  the 
pain,  and  its  mild  tranquilizing 
effect  will  make  the  patient  less 
restless.  You  can  then  start  him 
on  purposeful  exercise  or  phy- 
sical therapy. 

In  addition  to  its  usefulness 
in  syndromes  resulting  from 
overstraining  (such  as  low  back 
pain  or  tennis  elbow),  Tranco- 
pal will  relax  the  spasm  and 
pain  that  are  features  of  torti- 
collis, bursitis,  fibrositis,  myo- 
sitis, ankle  sprain,  osteoarthri- 
tis, rheumatoid  arthritis,  disc 
syndrome  and  postoperative 
muscle  spasm.  Trancopal  is 
available  in  200  mg.  Caplets® 
( green  colored,  scored ) and  in 
100  mg.  Caplets  (peach  col- 
ored, scored ) , bottles  of  100. 

Dosage:  Adults,  1 Caplet  ( 200 
mg. ) three  or  four  times  daily; 
children  (5  to  12  years),  from 
50  to  100  mg.  three  or  four 
times  daily. 


UBORATORIES 

New  York  18.N.Y 


1626M 


3373 


MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 

750  THIRD  AVENUE,  NEW  YORK  17,  NEW  YORK 
YUKON  6-5757 


Officers 


President John  M.  Galbraith,  M.D.,  Nassau 

Past-President Norman  S.  Moore,  M.D.,  Tompkins 

President-Elect  Joseph  A.  Lane,  M.D.,  Monroe 

Vice-President Reid  R.  Heffner,  M.D.,  Westchester 

Secretary William  L.  Wheeler,  Jr.,  M.D.,  New  York 

Assistant  Secretary Ezra  A.  Wolff,  M.D.,  Queens 

Treasurer Maurice  J.  Dattelbaum,  M.D.,  Kings 

Assistant  Treasurer  Samuel  Z.  Freedman,  M.D.,  New  York 

Speaker  Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 

Vice-Speaker E.  Dean  Babbage,  M.D.,  Erie 


Chairman,  Board  of  Trustees 


Term  Expires  1962 

James  M.  Blake,  M.D. 
Schenectady 

Peter  J.  DiNatale,  M.D. 
Genesee 

George  J.  Lawrence,  Jr.,  M.D. 
Queens 

Waring  Willis,  M.D. 
Westchester 


Council 

The  Above  Officers 


AND 

Councillors 
Term  Expires  196S 

Gerald  D.  Dorman,  M.D. 
New  York 

Edward  C.  Hughes,  M.D. 
Onondaga 

Alfred  P.  Ingegno,  M.D. 
Kings 

Raymond  S.  McKeeby,  M.D. 
Broome 


John  J.  Masterson,  M.D.,  Kings 


Term  Expires  1964 

Harold  F.  Brown,  M.D. 
Erie 

George  A.  Burgin,  M.D. 
Herkimer 

John  C.  McClintock,  M.D. 
Albany 

Joseph  G.  Zimring,  M.D. 
Nassau 


Trustees 

John  J.  Masterson,  M.D.,  Chairman Kings 

Frederic  W.  Holcomb,  M.D.  . . . Ulster  James  Greenough,  M.D. 

J.  Stanley  Kenney,  M.D.  . . New  York  Norman  S.  Moore,  M.D 

Leo  E.  Gibson,  M.D Onondaga  Renato  J.  Azzari,  M.D. 


. Otsego 
Tompkins 
. .Bronx 


(See  page  3376  for  additional  Society  officers) 


J374 


For  the 
irritable 
G.L  tract 

Milpath  acts  quickly  to  suppress  hypermotility, 
hypersecretion,  pain  and  spasm,  and  to  allay 
anxiety  and  tension  with  minimal  side  eflfects. 


AVAILABLE  IN  TWO  POTENCIES 

MILPATH-400— Yellow,  scored  tablets  of  400  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 tablet  t.i.d.  at  mealtime  and  2 at  bedtime. 
MILPATH-200— Yellow,  coated  tablets  of  200  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 or  2 tablets  t.i.d.  at  mealtime  and  2 at  bedtime. 


Milpath 

®Miltown  anticholinergic 


^[^®WALLACE  LABORATORIES  Cranbury,  N.  J. 
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Nico-Metrazol 

the  safe  ergogenic  agent 


Whenever  non-specific  fatfgue  indicates  the  need  for  safe  cerebrai  stimuiation, 
Nico-Metrazol  deserves  a therapeutic  trial.  The  gentle  activation  of  the  central  nervous 
system  and  the  increased  rate  of  cerebral  blood  flow  effected  by  Metrazol*,  combined 
with  increased  peripheral  blood  flow  induced  by  nicotinic  acid,  provide  a “physiologic 
spark-plug”  for  renewed  mental  and  physical  vitality.  Fatigue  and  listlessness  are 
frequently  replaced  by  a resurgence  of  energy  and  alertness.  Chronically  apathetic 
geriatric  patients  often  show  significant  improvement  on  Nico-Metrazol  therapy. 

Outstanding  Safety:  Nico-Metrazol  is  markedly  free  of  undesirable  systemic  action. 
It  causes  neither  hypertension  nor  postural  hypotension.  Nico-Metrazol  has  no  adverse 
effect  on  liver  or  bone  marrow  functions.  The  vasodilating  action  of  nicotinic  acid 
produces  a transient  flush  and  is  accompanied  by  a feeling  of  warmth  and  stimulation. 

Dosage;  Initially,  2 Nico-Metrazol  Tablets,  or  2 teaspoonfuls  of  Nico-Metrazol  Elixir,  three  or  four 
times  daily.  For  maintenance,  after  optimal  results  have  been  achieved,  dosage  may  be  reduced  to 
1 Nico-Metrazol  Tablet  or  1 teaspoonful  of  Nico-Metrazol  Elixir  three  times  daily. 

Supply:  Nico-Metrazol  Tablets  and  Elixir- 100  mg.  Metrazol  and  50  mg.  nicotinic  acid  in  each 
tablet  or  teaspoonful. 


For  Information  on  VIU-Matratol  and  Matrazol  dotage  forms,  consult  your  current  Physicians'  Desk  Reference. 

KNOLL  PHARMACEUTICAL  COMPANY  • or^ob.  nbw  jumbv 
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antibiotic  therapy  with  an  added  measure  of  protection 

ECLOMYCIN- 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 

against  relapse— up  to  6 days’  activity  on  4 days’  dosage 
against  secondary  infection— sustained  high  activity  levels 
against  “problem”  pathogens— positive  broad-spectrum  antibiosis 


CAPSULES,  150  mg.,  75  mg.;  PEDIATRIC  DROPS,  60  mg./cc.;  SYRUP,  75  mg./5  cc. 
Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from 
your  Lederle  representative  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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NOW 
effective 
management 
of  ACNE 
and  troubled 
female  skin 
with 


© I960  Pat.  Applied  For 


new  greaseless 
dehydrated 
lotion  in 
cake  form 


COSMEDICAKE  offers  a new  adjunctive  therapy  in  acne,  facial 
seborrhea  and  certain  non-specific  female  skin  conditions.  It 
provides  time  tested  and  beneficial  dermal  medications*  in  a 
convenient  special  cake  form  which,  when  applied  with  a moist 
sponge,  is  reconstituted  as  a fast  drying  lotion.  The  gently  astrin- 
gent, keratolytic  agents  and  antiseptics  in  COSMEDICAKE  act  to 
dry  up  excess  oiliness,  reduce  pustules,  help  eliminate  comedones, 
serve  to  reduce  pore  size  and  combat  common  skin  bacteria.’-* 


CLINICALLY  TESTED^  in  112  patients  COSMEDICAKE  proved 
“beneficial  in  the  treatment  of  acne;  90%  of  the  patients 
improved”.  No  adverse  effects  were  experienced. 

Try  COSMEDICAKE  as  adjunctive  therapy,  Doctor,  and  see  how 
it  helps  free  the  patient  of  emotional  disturbances  due  to  acne 
and  other  skin  disorders  as  it  both  treats  and  covers  the  skin 
condition. 


For  SAMPLES 
and  complete 
literature’-^  write 


*COSMEDICAKE  contains  benzalkonium  chloride,  salicylic  acid  and 
hexachlorophene  in  a smooth  greaseless  base>. 

KAY  PREPARATIONS  CO.,  INC. 
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Rautrax-N  lowers  high  blood  pressure  gently,  gradually  . . . protects 
against  sharp  fluctuations  in  the  normal  pressure  swing. 


Rautrax-N  offers  all  the  advantages  of  Raudixin, 
Naturetin  and  potassium  chloride  in  a single  dosage 
form  plus:  increased  e//tcacy  — Combined  action  of 
Raudixin  and  Naturetin  results  in  a potentiated  anti- 
hypertensive effect  greater  than  that  produced  by  either 
drug  alone,  increased  safety  — Potentiated  action  per- 
mits lower  dose  of  other  antihypertensive  agents,  thus 
reducing  severity  of  side  effects.  Protection  against  pos- 
sible potassium  depletion,  flexibility  — Interchangeable 


with  either  Raudixin  or  Naturetin  c K.  economy  — Main- 
tenance dosage  of  only  1 or  2 tablets  daily  for  most  pa- 
tients. convenience  — Once-a-day  maintenance  dosage. 
Two  potencies  available. 

Supply:  Rautraz-N  — capsule-shaped  tablets  providing  60 
mg.  Raudixin,  4 mg.  Naturetin  and  400  mg.  potassium 
chloride.  Rautrax-N  Modified  — capsule-shaped  tablets  pro- 
viding 60  mg.  Raudixin,  2 mg.  Naturetin  and  400  mg. 
potassium  chloride. 


Rautrax-N* 

Squibb  St«nd*rdic«d  Whole  Root  Reuwolde  Sen>entine  (Reudixio) 
end  Bendroflumethieside  (*N«turetin)  with  PotoMium  Chloride 


P«r  foil 

•M  yoor  Sqoibb 
Prodod  R«f«n0M 
or  Prodoct  Brlof. 


SqyiBB 

Squibb  Quality 
— the  Priceless  Ingredient 
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for  potential  ulcer. . . 

to  relieve  tensions  and  to  inhibit 

hypermotility  and  hypersecretion 

PATHIBAMATE* 

PATHILON®  tridihexethyl  chloride  Lederle  with  meprobamate 

highly  effective  with  minimal  side  effects  for  therapeutic/prophylactic  treatment  of  duodenal  ulcer,  gastric  ulcer,  intestinal  colic, 
spastic  and  irritable  colon,  ileitis,  esophageal  spasm,  anxiety  neurosis  with  gastrointestinal  symptoms,  gastric  hypermotility. 
CONTRAINDICATIONS:  glaucoma;  pyloric  obstruction;  obstruction  of  the  urinary  bladder  neck.  Request  complete  information  on 
indications,  dosage,  precautions  and  contraindications  from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 


PATHIBAMATE-400  (full  meprobamate  effect) -1  tablet  t.i.d.  at  mealtime,  and  2 tablets  at  bedtime  • PATHIBAMATE-200  (limited 
meprobamate  effect)-)  or  2 tablets  t.i.d.  at  mealtime,  and  2 tablets  at  bedtime  • Adjust  to  patient  response.  Each  Pathibamate-200 
tablet  contains:  PATHILON,  25  mg.;  meprobamate,  200  mg.  Pathibamate-400  tablets  contain  400  mg.  meprobamate. 

LEDERLE  LABORATORIES,  A Division  of  AMERiCAN  CYANAMID  COMPANY,  Peari  River,  New  York 


lor  pacent  uicer. . . 

to  relieve  tensions  and  to  inhibit 

hypermotility  and  hyperseeretion 

PATHIBAMATE 


IN  CERTAIN 

MENINGEAL  INFECTIONS 
effective  cerebrospinal 
fluid  levels- 

effective  antibacterial  action 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 


In  the  management  of  certain  meningeal  infections,  Chloromycetin  offers  unique 
acdvantages.  It  has  been  described  by  one  investigator  as  “...the  best  chemother- 
apeutic agent  for  patients  with  H.  influenzae  meningitis....”^  In  comparative  in  vitro 
studies,^  CHLOROMYCETIN  showed  the  “highest  effectiveness”  against  Hemophilus 
influenzae,  Diplococcus  pneumoniae,  streptococcus,  and  numerous  other  pathogens. 
Another  report  states:  “Chloramphenicol  is  regularly  detected  in  the  cerebrospinal 
fluid  when  blood  levels  greater  than  10  micrograms  per  ml.  are  reached.”^  Blood  levels 
of  this  magnitude  are  easily  attainable  with  the  administration  of  Chloromycetin  by 
either  the  oral  or  parenteral  routes. 

CHLOROMYCETIN  effectively  penetrates  the  blood-brain  barrier;^'®  provides  effective 
action  against  H.  influenzae^  '^'^'^  and  other  invaders  of  the  meninges.®'^'^°’“  Product 
forms  are  available  for  administration  by  the  intravenous,  intramuscular,  and  oral 
routes.  For  these  reasons,  Chloromycetin  has  contributed  conspicuously  to  the 
dramatic  drop  in  mortality  rates  in  meningeal  infections  caused  by  H.  influenzae 
and  other  susceptible  microorganisms. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of 
250  mg.,  in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 


Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocy- 
topenia, granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood 
dyscrasias  have  occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the 
possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections 
caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be 
used  when  other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infec- 
tions such  as  colds,  influenza,  or  viral  infections  of  the  throat,  or  as  a prophylactic  agent. 


Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While 
blood  studies  may  detect  early  peripheral  blood  changes,  such  as  leuko- 
penia or  granulocytopenia,  before  they  become  irreversible,  such  studies 
cannot  be  relied  upon  to  detect  bone  marrow  depression  prior  to  develop- 
ment of  aplastic  anemia. 


PARKE-DAVIS 


PARHe.  DAVIS  4 COMPANY.  OttfM  it.  Mlenl^tn 
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in  vitro  sensitivity 
of  Hemophilus 
influenzae  to 
CHLOROMYCETIN 
and  to  eight  other 
antibacterials* 


Sensitivity  tests  were  done  by  the  disc  method 
on  a total  of  100  strains  of  H.  influenzae  obtained 
from  clinical  isolates  from  1955  through  1958. 

■Adapted  from  Jolliff,  C.  R.;  Engelhard,  W.  E.; 
Ohisen,  J.  R.;  Heidrick,  P.  J.;  & Cain,  J.  A.,J  with 
permission  of  the  authors. 

References:  (1)  Smith,  M.  H.  D.;  Pediofncs 
17:258,  1956,  (2)  Jolliff,  C.  R.,  el  al.:  Antibiotics 
& Chemother.  10:694,  1960.  (3)  Harter,  D.  H.,  & 
Petersdorf,  R.  G.:  Yale  J.  Biol.  & Med.  32:280, 
1960,  (4)  Ross,  S.,  el  al.,  in  Welch,  H.,  & Marti- 
Ibafiez,  F.:  Antibiotics  Annual  1957-1958,  New 
York,  Medical  Encyclopedia,  Inc.,  1958,  p.  803. 

(5)  McCrumb,  F.  R.,  Jr.,  ef  al.t  ibid.,  p.  837. 

(6)  Alexander,  H.  E,:  M.  Clin.  North  America 
42:575,  1958.  (7)  Haggerty.  R.  J.,  & Zial,  M.: 
Pediatrics  25:742,  1960.  (8)  Baker,  A.  B.:  Journal- 
Lancet  80:593,  1960.  (9)  Appelbaum,  E..  & Abler, 
C.:  New  York  J.  Med.  58:363,  1958.  (10)  Balter, 
A.  M.,  & Blecher,  I.  E.:  J.  M.  Sac.  New  Jersey 
57:479,  1960.  (11)  Redmond,  A.  J.,  & Slavin, 
H.  B.:  J.A.M.A.  175:708,  1961. 
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CRUISE 

VOYAGING 


REGULAR  DEPARTURES 

AROUND  THE  WORLD 

(the  Great  World  Cruise  via  connecting 
luxury  liners)  50  to  84  days,  from  $1895 
ALL  PACIFIC-ORIENT 
(the  Orient,  Australia,  South  Seas) 
49  to  56  days,  from  $1565 
THE  ORIENT 
(four  special  spring  sailings  to 
the  Far  East)  43  to  49  days,  from  $2075 

Rates  include  first  class  on  luxury  liners,  all  shore 
excursions  and  inclusive  land  lour  proyrarn. 

} CARAVEL  CRUISES  & TOURS  INC. 

I Time  & Life  Bldg.  Rockefeller  Center, 

I New  York  20,  N.Y. 

I Send  information  on  Caravel  Cruises  to: 

I Name 

I Address 

N-10 
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“There’s  no  such  thing  as  a good  vintage  year  for 
cough  syrup!” 


massages 
pain  away 

in  musculoskeletal 
involvements 

GER-O-FOAM 

(aerosol  foam) 

relieves  pain,  spasm; 
improves  function 
increases  tolerance 
to  exercise 


GER-O-FOAM’s  exclu- 
sive formula  provides 
for  the  first  time  deeply 
absorbed  analgesic- 
anesthetic  agents  in 
aerosol  form— to  per- 
meate and  anesthetize 
sensory  nerve  endings. 

Relief  in  minutes,  lasting 
for  hours  in  . . . rheuma- 
toid arthritis,  osteoar- 
thritis, muscle  sprain, 
fibromyositis,  low  back 
pain  . . . even  in  chronic 
intractable  cases. 

GER-O-FOAM  combines: 
Methyl  salicylate  30%,  ben- 
zocaine  3%,  in  a neutralized 
emulsion  base,  permitting 
fast  penetration  through  the 
stratum  corneum. 


Q>ompllji/ i 


and  reprint  from 

GERIATRIC  PHARMACEUTICAL CORP. 

Bellerose,  New  York 

Pioneers  In  Geriatric  Research 


1.  Gordon,  E.  E.  and  Haas,  A.:  i-cbiat 
Industrial  Medicine  & Surgery 
28:217,  1959. 
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^ JUSI  AS  A REMINDER... 

'V 

AURALGAr 

IN  ACUTE  OTITIS  MEDIA 
SAFE  AURALGESIC 
AND  DECONGESTANT 

OTOS-MOSAN* 

BROAD-SPECTRUM 
THERAPY  IN 
SUPPURATIVE  OTITIS 

BIO-TOSMOSAN^  HC 

IN  ACUTE  EXACERBATION 
EXTERNAL  OTITIS 
ALLERGIC  EARS 

RHINALGAr 

SAFE! 

“NOT  JUST  ANOTHER 
DECONGESTANT" 

RHINALGAr  HC 

ANTI-INFLAMMATORY 

ANTI-ALLERGIC 

LARYLGAN* 

FOR  INFECTIOUS 
AND  NON-  NFECTIOUS 
THROAT  INVOLVEMENTS 

D O H 

O CHEMICAL  CORP.,  100  VARXK 

ST  NEW  YORK  Ij.  N Y 
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Prescription 
for  refreshment 


Flavorful  NO-CAL  Beverages  add  spar- 
kle to  dull  diet  regimens  . . . provide  that 
extra  measure  of  pleasure  for  dieters. 

NO-CAL  is  America’s  first  sugar-free 
soft  drink.  Sweetened  with  calcium  cy- 
clamate . . . NO-CAL  contains  no  sugar, 
no  salt,  no  fats,  proteins  or  carbohy- 
drates, no  calories  derived  therefrom. 

NO-CAL  is  completely  safe  for  dia- 
betics and  dieters.  It’s  the  carbonated 
beverage  that  you  can  prescribe  with 
complete  confidence. 

9 Delicious  Flavors  including  New  NO-CAL 
Quinine  Water  plus  Salt-free  Club  Soda 


KIRSCH  BEVERAGES.  INC.  Brooklyn  6,  N.  Y. 
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Why  is  the 
methyl 
“governor” 
in  Orinase 
so 

important? 


One  of  the  most  significant  advantages  of  Orinase  therapy  is 
the  rarity  of  associated  hypoglycemic  reactions. 

This  widely-reported  clinical  benefit  is  a function  of  the 
exclusive  Orinase  methyl  “governor,”  Lending  itself  to  ready 
oxidation  (principally,  it  is  thought,  a hepatic  process),  the 
methyl  group  ensures  prompt  metabolic  inactivation  of  the 
Orinase  molecule.  What  actually  happens  is  that  a rapidly- 
and  continuously-excreted  carboxy-metabolite  is  produced 
that  has  no  hypoglycemic  activity  at  the  existing  levels. 

As  a result  of  the  oxidation  of  its  methyl  group,  Orinase 
shows  a decline  in  activity  soon  after  it  reaches  its  effective 
peak  in  the  plasma.  Maintenance  dosage  serves  to  reduce  blood 
sugar  levels  to  normal,  but  rarely  below  that  point,  and  there 
is  no  reported  problem  of  accumulation. 


S03-NH-C-NH-CH,(CH,)5CH3 

II 

0 


S0,-NH-C-NH-CH3(CH,)jCHj 

II 

0 


Orinase* 


An  exclusive  methyl  “governor”  minimizes  hypoglycemia 


/ndicatfons  and  eHfects:  The  cUnIcal  indication  for 
Orinase  is  stable  diabetes  mellitus.  Its  use  brings 
about  the  lowerlnir  of  blood  sugar;  glycosuria 
diminishes,  and  such  symptoms  as  pruritus,  poly* 
uria,  and  polyphagia  disappear. 

Dosage:  There  is  no  fixed  regimen  for  initiating 
Orinase  therapy.  A simple  and  effective  method 
is  as  follows:  First  day — 6 tablets:  second  day — 
4 tablet.s:  third  day—2  tablets.  The  daily  dose  la 
then  adjusted  raised,  lowered  or  maintained  at 
the  two-tablet  level,  whichever  Is  necessary  to 
maintain  optimiun  control. 

Patients  receiving  Insulin  (less  than  20  units)  — 
discontinue  insulin  and  institute  Orinase:  (20  to 
40  units)— initiate  Orinase  with  a concurrent  30 
to  S0<7b  reduction  in  insulin  dose  with  a further 
careful  reduction  as  response  to  Orinase  Is  ob« 
served:  (more  than  40  units)  — reduce  insulin  by 
20^e  and  initiate  Orinase  with  a further  careful 
reduction  in  Insulin  dosage  as  response  to  Orinase 
is  observed*  In  candidates  for  combined  Orinase- 
insulin  therapy,  an  individualised  schedule  is  usu- 
ally obtainable  during  a trial  course  of  two  or 
more  weeks. 

Contraindications  and  side  effects:  Orinase  is  Con- 
traindicated in  patients  having  juvenile  or  growth- 
onset,  unstable  or  brittle  types  of  diabetes 
mellitus:  history  of  diabetic  coma,  fever,  severe 
trauma  or  gangrene. 

Side  effects  are  mild,  transient  and  limited  to  ap- 
proximately 3</o  of  patients.  Hypoglycemia  and 
toxic  reactions  are  extremely  rare.  Hypoglycemia 
is  most  likely  to  occur  during  the  period  of  transi- 
tion from  insulin  to  Orinase.  Other  untoward 
Copyright  1961.  The  Upjohn  Company 


reactions  to  Orinase  are  usually  not  of  a serious 
nature  and  consist  principally  of  gastrointestinal 
disturbances,  headache,  and  variable  allergic  skin 
manifestations.  The  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  heartburn)  and  head- 
ache appear  to  be  related  to  the  size  of  the  dose, 
and  they  frequently  disappear  when  dosage  is  re- 
duced to  maintenance  levels  or  the  total  dally  dose 
is  administered  In  divided  portions  after  meals. 
The  allergic  skin  manifestations  (pruritus,  ery- 
thema, and  urticarial,  morbilliform,  or  maculopap- 
ular  eruptions)  are  transient  reactions,  which 
frequently  disappear  with  continued  drug  admin- 
istration. However,  if  the  skin  reactions  persist, 
Orinase  should  be  discontinued. 

Clinical  (oxlcify;  Orinase  appears  to  be  remarkably 
free  from  gross  clinical  toxicity  on  the  basis  of 
experience  accumulated  during  more  than  four 
years  of  clinical  use.  Crystalluria  or  other  un- 
toward  effects  on  renal  function  have  not  been 
observed.  Long-term  studies  of  hepatic  function 
in  humans  and  experience  in  over  650.000  dia- 
betics have  shown  Orinase  to  be  remarkably  free 
of  hepatic  toxicity.  There  has  been  reported  only 
one  case  of  cholestatic  Jaundice  related  to  Orinase 
administration,  which  occurred  in  a patient  with 
pre-existing  liver  disease  and  which  rapidly  re- 
versed upon  discontinuance  of  the  drug. 

Each  tablet  contains: 

Tolbutamide 0.5  Cm. 

Supplied:  In  bottles  of  SO. 

•Trademark.  Reg.  U.S.  Pat.  Off.-^ 

tolbutamide,  Upjohn  June,  1961 


The  Upjohn  Company,  Kalamazoo,  Michigan 


Upjohn 


75M  jfcar 


3389 


THE  MOUNT  SINAI  HOSPITAL 
NEW  YORK  29,  NEW  YORK 


POSTGRADUATE  COURSES 
IN  CLINICAL  MEDICINE 


given  in  afFiliation 


COLUMBIA  UNIVERSITY 
JANUARY  THROUGH  JUNE  1962 


COURSES  FOR  GENERAL  PRACTITIONERS 
Electrocardiography 

Jan.  9 to  Jan.  19:  1st  week— Tues.  to  Sat. 

2nd  Week— Mon.  to  Fri.,  9 to  12  Noon 

Recent  advances  in  cardiovascular  disease 

Jan.  22  to  Feb.  2:  Mon.  to  Fri.,  9 to  12  Noon 

Laboratory  methods  in  hematology 

Feb.  5 to  Feb.  10:  Mon.  Tues.  Wed.  & Fri.  9 to  5 P.M. 
Thursday  1 to  5 P.M. 

Saturday  9 to  1 P.M. 

Clinical  Cardiology 

Feb.  6 to  April  10:  Tue.,  2 to  4 P.M. 

Chemotherapy  of  infections  and  parasitic  diseases 
Mar.  6 to  Mar.  22;  Tue.  & Thurs.,  4:30  to  6 P.M. 

Differential  diagnosis  in  radiology  of  the  chest 
Mar.  12  to  June  4;  Mon.,  4:45  to  6:15  P.M. 

Roentgen  diagnosis  of  lesions  of  the  gastrointestinal  tract, 
gall  bladder  and  pancreas 
Mar.  12  to  Mar.  20:  Mon.  to  Fri.,  2:30  to  4 P.M. 

Clinical  neurology 

Mar.  26  to  Mar.  30:  Mon.  to  Fri.:  10  to  5 P.M. 

Laboratory  methods  in  blood  banks 

Mar.  26  to  Mar.  28;  Mon.  Tues.  & Wed.,  9 to  5 P.M. 

Differential  diagnosis  in  gastrointestinal  radiology 
Mar.  27  to  May  29;  Tue.,  5 to  6 P.M. 

Gastroenterology 

Apr.  2 to  Apr.  6:  Mon.  to  Fri.,  9 to  5 P.M. 

Office  Proctology 

Apr.  12  & Apr.  13:  Thur.  & Fri.,  10  to  4 P.M. 


COURSES  FOR  SPECIALISTS 

Rhinoplasty  and  Otoplasty 

Jan.  13  to  Jan.  26:  Mon.  to  Sun.,  9 to  6 P.M. 

Trans-meatal  (Endaural)  surgery 

Mar.  5 to  Mar.  16:  Mon.  to  Fri.,  9 to  6 P.M. 

The  use  of  the  Schepens'  ophthalmoscope 

Mar.  6 to  Mar.  22:  Tue.  & Thur.,  2 to  4 P.M. 

Histopathology  of  the  eye 

Apr.  4 to  Apr.  27;  Wed.  & Fri.,  4 to  6 P.M. 

Radium  Therapy 

May  8 to  May  18;  Tue.  Wed.  & Fri.,  5 to  7 P.M. 
Stapes  Surgery 

May  14  to  June  1;  Mon.  to  Fri.,  9 to  6 P.M. 
Megavoltage  Therapy 

May  21  to  June  1:  Mon.  Wed  & Fri.,  5 to  7 P.M. 

Clinical  Use  of  Radioactive  Isotopes 

June  4 to  June  29;  Mon.  to  Fri.,  9 to  S P.M. 


COURSES  ON  WHICH  DATES  ARE  TO  BE 
ARRANGED 

Use  of  radioactive  iodine 

Mar.  through  May:  Mon.,  Tue.,  Thur.,  Fri.,  1 to  4 P.M. 
Radiotherapy 

a 6-month  or  12-month  course  (full  time) 


INDEX  TO  ADVERTISED  PRODUCTS 
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Chemical  Co.) 3381 

Rhinalgan,  HC  (Doho  Chemical  Company) 3387 

Robitussin  (A.  II.  Robins  Company) 3367 

Roncovite-mf  (Lloyd  Brothers) 3399 

Sardo  (Sardeau,  Inc.) 3400 

Soyalac  (Loma  Linda  Food  Company) 3368 

Surbex-T  (Abbott  Laboratories) 3401.  3402 

Terramycin  (P6zer  Laboratories,  Div.  Chas.  P6zer  & 

Co.) .3.391,  3392,  3393 

Trancopal  (Winthrop  Laboratories) 3373 

Urised  (Chicago  Pharmacal  Company) 2nd  cover 

Valerianets  Dispert  (Standard  Pharmaceutical  Com- 
pany, Inc.) 3543 

Vi-Sol  (Mead  .Johnson  & Company) 4th  cover 

Zentron  (Eli  Lilly  & Company) .3410 

Dietary  Footls 

No-Cal  (Kirsch  Beverage  Company) 3388 
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Increasingly... 

the 

trend  is  to 


(-!  hrmcd  d'^ncMidabiliry  in  sinusitis  is  just  one  reason  why 


According  to  a recent  report* *  on  the  effectiveness 
of  Terramycin  in  io6  cases  of  upper  respiratory 
tract  infection:  “The  response  in  sinusitis  was  par- 
ticularly gratifying,  as  both  acute  and  chronic 
cases  were  controlled  within  an  average  of  five 
days.” 

“It  was  the  impression  of  the  hospital  staff  that 
oxy tetracycline  [Terramycin]  was  not  only  better 
tolerated,  but  more  effective  than  other  antibiotics 
habitually  used.” 

The  results  reported  in  this  and  many  other  stud- 
ies confirm  the  vitality  of  Terramycin  for  broad- 
spectrum  antibiotic  therapy  and  demonstrate  why 
—increasingly— the  trend  is  to  Terramycin. 


In  brief  I 


CAPSULES 


250  mg.  and  125  mg.  per  capsule 


convenient  initial  or  maintenance  therapy 
in  adults  and  older  children 


Science  for  the  world's  well-being’^ 

Pfizer  Laboratories  Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York  17,  N.  Y. 

*Jacques,  A.  A.,  and  Fuchs,  V.  H.:  J.  Louisiana  M.  Soc.  113:200,  May,  1961. 


The  dependability  of  Terramycin  in  daily 
practice  is  based  on  its  broad  range  of 
antimicrobial  effectiveness,  excellent 
toleration,  and  low  order  of  toxicity.  As  with 
other  broad-spectrum  antibiotics, 
overgrowth  of  nonsusceptible  organisms  may 
develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility 
testing.  Glossitis  and  allergic  reactions  to 
Terramycin  are  rare.  Aluminum  hydroxide 
gel  may  decrease  antibiotic  absorption  and  is 
contraindicated. 

More  detailed  professional  information  available  on  request. 

another  reason  why  the  trend  is  to 
Terramycin— tmirr/V/Vy  nj  dosage  form: 

TERRAMYCIN  Syrup/ Pediatric  Drops 

125  mg.  per  tsp.  and  5 mg.  per  drop 
(100  mg./cc.),  respectively — deliciously 
fruit -fhrvored  aqueous  forms  . . . 
preconstituted  for  ready  oral  administration 
TERRAMYCIN  Intramuscular  Solution 

50  mg./cc.  in  10  cc.  vials;  100  mg.  and 
250  mg.  in  2 cc.  ampules — the  broad- 
spectrum  antibiotic  for  immediate  intra- 
muscular injection  . . . converuently 
preconstituted  . . . notably  well  tolerated  at 
injection  site  with  low  tissue  reaction 
compared  to  other  broad-spectrum  antibiotics 


Dear  Doctor; 


Reports  from  our  representatives  indicate  that  many  physicians  would  appreciate 
simplification  for  prescription-writing  purposes  of  the  names  of  Terramycin  products  in 
both  the  “plain”  and  the  “Cosa”  dosage  forms. 

The  “Cosa”  forms  originated,  you  may  recall,  on  the  basis  of  clinical  evidence  of  enhanced 
antibiotic  absorption  when  glucosamine  is  employed  in  oral  administration.  To  permit  each 
physician  individually  to  study  this  evidence  and  choose  which  form  he  would  prefer  to 
prescribe,  we  offered  Terramycin  in  both  forms— that  is,  in  the  regular  Terramycin  forms 
without  glucosamine,  and  in  the  “Cosa”  forms  with  glucosamine. 

This  distinction  appears  to  be  no  longer  necessary  since  glucosamine,  a highly  acceptable 
excipient  for  oral  antibiotics,  now  is  being  incorporated  uniformly  in  all  such  forms, 
thereby  simplifying  nomenclature  and  your  prescription  writing. 

Accordingly,  and  effective  immediately,  forms  incorporating  glucosamine  will  be  offered 
simply  as  Terramycin  without  the  “Cosa”  prefix. 

To  make  clear  just  which  forms  are  affected,  please  refer  to  the  brief  tabulation  (below) 
of  Terramycin  dosage  forms  both  before  and  after  this  change.  We  are  also  requesting  our 
representative  to  call  on  you  at  an  early  date  to  answer  any  questions  that  may  arise. 

We  feel  certain  that  this  action,  prompted  by  your  comments  and  those  of  many  other 
physicians,  will  simplify  your  writing  of  prescriptions  for  Terramycin  products. 

We  welcome  your  comments  on  this  action  and  on  any  other  phase  of  our  operations, 
since  it  is  our  objective  to  render  every  service  as  efficiently  as  possible  to  our  friends 
in  the  medical  profession. 

Sincerely, 

Pfizer  Laboratories 


The  follovAng  table  indicates  the  farmer  name  and  the  current  name  of  Terramycin 
systemic  preparations: 

FORMERLY  NAMED  NOW  NAMED 


Cosa-Terramycin®  Capsules 

Tannamycln®  Capsules* 

Cosa-Terrabon®  Oral  Suspension  _|B 

Tappamycln  Syrup 

Cosa-Terrabon  Pediatric  Drops 

Teppamycln  Pediatric  Drops 

a>7d  simpler  names  for  these  Terramycm-containing  fanmdations : 


Cosa-Terrastatin®  Capsules 

Teppastatin®  Capsules 

Cosa-Terrastatin  for  Oral  Suspension 

Teppastatin  for  Oral  Suspension 

^ Cosa-Terracydin®  Capsules 

Tbppacydin®  Capsules 

. . . and  these  ncrmes  remain  imchanged: 

Tepramycin  Intramuscular  Solution 
Teppamycln  Intravenous 


*Terramycin  Capsules  without  glucosamine  are  no  longer  available. 

The  clinical  versatility  of  Terramycin  is  enhanced  by  its  specialized  dosage  forms  adapted 
to  individual  needs— aiiother  reason  for  the  trend  to  Terramycin. 
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for  baby 
for  mother 
for  grandpa 

^ age  groups 


^ - 


desitin 

OINTMENT 


to  soothe,  protect, 
lubricate,  and  stimulate  healing  in 


rash  • chafing  • irritations 
lacerations  • ulcerations  • burns 

DESITIN  OINTMENT... 
the  pioneer  external  cod  liver  oil  therapy  for 
care  of  the  skin  in  every  member  of  the  family 

Request  samples  from  . DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R.  I. 

ALSO  AVAILABLE 

DESITIN  HC  OINTMENT  with  Hydrocortisone  {}U%  or  1%  Hydrocortisone)... anti-inflammatory,  anti- 
pruritic steroid  enhanced  by  the  soothing,  healing  Desitin  formula  to  control  inflamed,  itchy,  eczema-  i 
tous  and  allergic  skin  conditions. 


Geriatric  Vitamins— Minerals  — Hormones— d-Amphetamine  Lederle 


one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  ❖ nutritionally  ❖ metabolically  ❖ mentally 


Each  dry-filled  capsule  contains:  Ethinyl  Estradiol, 
0.01  mg.  ♦ Methyl  Testosterone,  2.5  mg.  • d-Am- 
phetamine Sulfate,  2.5  mg.  • Vitamin  A (Acetate), 
5,000  U.S.P.  Units  • Vitamin  D,  500  U.S.P.  Units 

• Vitamin  B12  with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thiamine 
Mononitrate  (Bi),  5 mg.  • Riboflavin  (B2),  5 mg. 

• Niacinamide,  15  mg.  • Pyridoxine  HCl  (Bo),  0.5 
mg.  • Calcium  Pantothenate,  5 mg.  ♦ Choline  Bitar- 
trate, 25  mg.  • Inositol,  25  mg.  • Ascorbic  Acid  (C) 


as  Calcium  Ascorbate.  50  mg.  ♦ 1-Lysine  Mono- 
hydrochloride,  26  mg.  • Vitamin  E (Tocopheryl  Acid 
Succinate),  10  Int.  Units  • Rutin,  12.5  mg.  • Fer- 
rous Fumarate  (Elemental  iron,  10  mg.),  30.4  mg. 
• Iodine  (as  KI),  0.1  mg.  • Calcium  (as  CaHPOi), 
36  mg.  • Phosphorus  (as  CaHP04),  27  mg.  • Fluorine 
(as  CaF2>,  0.1  mg.  • Copper  (as  CuO),  1 mg.  • 
Potassium  (as  K2SO4),  5 mg.  • Manganese  (as 
Mn02),  1 mg.  • Zinc  (as  ZnO),  0.5  mg.  • Magne- 
sium (MgO),  1 mg.  Suijply:  Bottles  of  100  and  1,000. 


Request  complete  information  on  indications,  dosage,  precautions  and  rontraindi- 
cations  from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYAN  AM  ID  COMPANY,  Pearl  River,  New  York 
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for  vaginal  discharges 


NYLMERATE 


NYLMERATE  JELLY 


NYLMERATE  SOLUTION 
CONCENTRATE 


The  modern,  non-staining  therapy  for  vaginal 
trichomoniasis,  non-specific  vaginal  discharges, 
vaginal  pruritis  and  malodorous  lesions. 

Low  surface  tension  assures  uniform  coating  of 
the  vaginal  mucosa . . . permits  deep  penetration 
of  all  areas.  Kills  most  offending  pathogens  and 
re-establishes  normal  vaginal  flora.  Prescribe 
economy  size  Nylmerate  Jelly,  5 oz.  tube  with 
applicator.  (Also  available  in  refill  tubes.)  Use 
twice  daily,  morning  and  night. 

.Active  Ingredients:  Polyoxyethylenenonylphenol  0.10^,  Boric 
Acid  Phenylmercuric  Acetate  0.02*/cf  in  a gum  ba.se  >vith 

pH  adjusted  to  4. 


A therapeutic  vaginal  douche  of  choice  in  the 
management  of  monilia  and  trichomonas  vaginal 
infections. 

Nylmerate  Solution  has  deep  surface  penetrating 
properties  — Reaches  innermost  recesses  where 
undesirable  organisms  flourish. 

Effectively  cleanses,  deodorizes  and  soothes  the 
vaginal  vault.  At  the  same  time  provides  tricho- 
monicidal  and  bacteriocidal  activities.  Because 
of  this  buffered  acidity  (pH  4.1  in  dilution)  aids 
in  controlling  and  inhibiting  the  growth  of  path- 
ogenic organisms. 

More  effective  than  vinegar,  Nylmerate  Abiti- 
septic  Solution  is  ideal  for  therapeutic  and  pro- 
phylactic use  as  a vaginal  douche. 

Simple  to  use:  One  capful  in  two  quarts  of  water. 
Prescribe  in  pint  bottles. 

Active  Ingredients:  Phcnjiniercuric  Acetate  O.ZCf  in  a buffered 
.solvent  of  Alcohol  50Cr,  Acetone  lO^r  and  de-ionized  nater  q.  v. 
added  certified  color  with  pH  adjusted  to  4.9. 

145  Hudson  Street  • New  York  13,  N.  Y. 


HOLLAND-RANTOS  CO.,  INC 
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relieve  U,M.L 


■ relieve  sneezing,  runny  nose 
■ ease  aches  and  pains 
■ lift  depressed  feelings 
■ reduce  fever,  chills 

For  complete  details,  consult  latest  Schering 
literature  available  from  your  Sc/iering  Representative 
or  Medical  Services  Department, 
Schering  Corporation,  Bloomfield,  N.  I. 


distress  rapidly 

HOm  FORTE 

capsules 

• fo(A  COUlfORTl  Capsule  contains: 


CHlOH-TRmTON'^ 4 m;. 

/6ron4  of  chlerphtniramioi  maltatti 

satUylomldt 0J9  Cm. 

phfnd(ft/n O.fJ  Cm. 

cafftiat JO  mg. 

mrthamgfittamint  kydrocMoridt I.J5  mg. 

aicorO<(  acid 50  mg. 


available  an  prescription  only 


THESE  673,000 
PEOPLE  IN 
NEW  YORK  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness  - everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
New  York  there  are  at  least  673,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  BACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 


During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


LIBRIUM*  Hydrochloride  — 7 chloro -2  •methylammo* 
n n n li  C 5’phenyt'3H*l,4-benzodia2epine  4-oxide  hydrochloride 

R U u H E 

LABORATORIES  Division  of  Hoffmann-La  Roche  Inc. 


3398 


r »«*•'' 


Iron  utilization  improves  the  picture 


Since  iron  utilization  is  regulated  principally  by  the  hormone,  erythropoietin,*  many  anemic  patients  fail 
to  respond  adequately  to  iron  alone  because  of  low  erythropoietin  levels.  However,  R0NC0VITE®-mf— 
containing  cobalt,  the  only  therapeutic  agent  that  increases  formation  of  erythropoietin -has  proved 
singularly  successful  in  iron-deficiency  anemia,  whether  due  to  chronic  blood  loss,  absorption  dysfunc- 
tion, or  increased  iron  demands.^-e  Through  cobalt-stimulated  erythropoietin,  RONCOVITE-mf  improves 
iron  utilization  and  produces  more  rapid  increases  in  hemoglobin  and  red  cells. 

Each  tablet  containsi  cobalt  chloribe  (cobalt  as  Co,  3.7  me ) 15  me  ■ 
ferrous  sulfate,  exsiccated,  100  mg.  References;  (1)  Beutler,  E.,  and 

Buttenweiser,  E.;  The  Regulation  of  Iron  Absorption;  I.  A Search  for  Um  ll^ll  ’■  ■«/  1 ^ I ^ I J 

Humoral  Factors,  J.  Ub.  & Clin.  Med.  55;274.  1960.  (2)  Hill,  J.  M;  |\1  fl^l  jl  fV  I I |l  .m  ITIT 

Therapy  In  Anemia,  Texas  J.  i T J.  X JL/  .HU. 

Med.  51;686,  1955.  (3)  Ausman,  D.  C.;  Cobalt-Iron  Therapy  for  Com- 
mon Types  of  Anemia,  Journal-Lancet  76  290,  1956,  (4)  Craig,  P E - 

Treatment  of  Common  Types  of  Anemia,  Clin,  Med,  6:597-601  1959'  ■■■ 

ill  0*  Cobalt-Iron  Therapy,  AppL 

STapP-  C.  C.;  Clinical  Observations  on  Iron 

Metabolism  in  Pregnancy,  Southwestern  Med.  4I;633,  1960.  LLOYD  BROTHERS  INC 

Cincinnati  39.  Ohio 


CONSISTEHTiy  SUCCESSFUL  IN  RELIEVING 

DRY  ITCHY  SKIN 


QTl  1 DY  1 Spoor,  H.J-: 

ftai?l^^S:S292,1958. 


satisfactory  results  in  88  0 of  cases 

from  dryness  and  pruritus. 
study  2 Lubowe  I I . 

Med.  1:45,  I960  • 

satisfactory  results  in  94%  of  cases 
comments;  Sardo  “reduced  infl 
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BATH  OIL 


INDICATIONS 

eczematoid  dermatitis 
atopic  dermatitis 
senile  pruritus 
contact  dermatitis 
nummular  dermatitis 
neurodermatitis 
soap  dermatitis 
ichthyosis 
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SARDO  IN  THE  BATH  releases  millions  of  microfine  water-miscible  globules*  which 
act  to  (a)  lubricate  and  soften  skin,  (b)  replenish  natural  emollient  oil,  (c)  prevent 
excessive  evaporation  of  essential  moisture. 


Patients  appreciate  pleasant,  convenient  SARDO. 

Non-sticky,  non-sensitizing,  economical.  Bottles  of  4,  8 and  16  oz. 

for  samples  and  literature,  please  write . . . 

SARDEAU,  INC.  75  East  55th  Street,  New  York  22,  N.  Y.*Patent  Pending,  t.m.  © icei 
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Potent  B-Complex 


SURBEXT 


with  500  mg.  of  C 


Abbott’s 
High-Potency 
Vitamin  B 
Complex  with 
Vitamin  C. 


Actual  size  of  a capsule 
containing  the  B-Complex 
and  liver  in  Surbex-T 


Size  of  a standard 
500-mg.  tablet 
of  ascorbic  acid 


SURBEX-T.^ . part  of  therafj 
vitamins  are  depleted  or  de 


During  acute  or  chronic  illnesses: 

Cardiovascular  conditions  Liver  disorders 

Gastrointestinal  disorders  Hyperthyroidism 

Before  or  after  surgery. 

In  severe  burns,  fractures,  infections. 

During  prolonged  oral  administration  of 
antibiotics:  during  radiation  therapy. 

When  restrictive  diets  follow  depletions 
caused  by  illness. 

For  depletions  due  to  alcoholism. 


Actual  size 
of  a compact 
Surbex-T  Filmtab 


M-8CAttD  TABLETS,  ABBOTT 


. . . and,  when  need  is  modifiedi 


y when  the  water  soluble 
■hands  increased 


Each  Filmtab®  Surbex-T  represents: 

Thiamine  Mononitrate  (B,) 15  mg. 

Riboflavin  (B,) iQ  mg. 

Nicotinamide 100  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Cobalamin  (Vitamin  Bn) 4 meg. 

Calcium  Pantothenate 20  mg. 

(as  calcium  pa’ntothenate  racemic) 

Ascorbic  Acid  (as  sodium  ascorbate) 500  mg. 

Desiccated  Liver,  N.  F 75  mg. 

Liver  Fraction  2,  N.  F 75  mg. 

Supplied  in  bottles  of  100  and  1000 


(Abbott’s  improved  B-complex  formula  with  250  mg.  of  C. 


Patients  get  a bonus 

when  you  prescribe 

Filmtab®  coated  vitamins 


No  water  is  used  in  the  Filmtab  process.  Potency  is  enhanced  as  there 
is  virtually  no  chance  of  moisture  degradation  to  nutrients.  Shellac 
sub-seal  barriers  are  not  needed  or  used. 

This  contrasts  with  other  methods  of  manufacture.  Moisture  is 
actually  a part  of  the  gelatin  capsule,  while  sugar  coatings  must  be 
applied  with  water. 

There  are  other  Filmtab  advantages,  too,  and  several  of  these  can 
be  particularly  appreciated  by  your  patients. 

Odor  and  after-taste  are  sealed  inside  the  colorful  Filmtab. 

Tablets  are  up  to  30%  smaller,  and  much  easier  to  swallow. 


Filmtab  coated 
Vitamins  by  Abbott 

B-complex  with  C formulas 
Burbex-T’" 

Sur-bex®  with  C 

Maintenance  Formulas 
Dayalets® 

Dayalets-M® 

Therapeutic  Formulas 
Optilets® 

Optilets-M® 


This  latter  point  furnishes  still  further  benefits.  Absorption  is  speeded 
as  sugar’s  bulk  and  sub-seals  are  eliminated.  Filmtab  coatings  are 
less  likely  to  break  or  crack,  as  sugar  is  crystalline  in  nature. 

In  short,  while  good  formulas  may  be  similar,  formulations  do  differ. 
Filmtab  coatings  can  often  furnish  a logical  basis  for  choice. 


TM  ^TRADEMAKK.  FILMTAB ILM 'SEALED  TABLETS,  ABBOTT 
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Clauberg  R 


longer-acting,  fewer  injections  Delaiutin  offers  these  advantages  over  other 

progestational  agents:  Significantly 
for  fotol  SSlV3£6  with  no  Bndro^onic  offoct  improved  rate  of  fetal  salvage''^  ■ No  viril- 

e izing  effect  on  female  fetus  or  mother 

■ High,  sustained  hormonal  level  in  the 
uterine  muscle  and  mucosa"  — high  enough 
even  to  replace  an  excised  corpus  luteum® 

■ Absence  of  locai  tissue  reactions^ 

Squibb  Hydroxyprogesterone  Caproate  Lon^-acting  Progestational  Therapy 


Days  following  injection 


SUCCESSFUL  FAMILY 
PLANNING... BASED  ON 
YOUR  COUNSEL  AND 


LANESTA  GEL 


As  a physician,  you  play  an  essential  role  in  the  happiness  and  well-being  of  the  family.  At  all  times— 
when  the  young  couple  is  first  married,  as  the  children  arrive,  and  even  after  the  family  is  complete  — 
your  counsel,  including  your  recommendations  for  the  use  of  Lanesta  Gel,  is  of  major  importance. 

Lanesta  Gel,  with  or  without  a diaphragm,  is  a most  effective  means  of  conception  control.  Lanesta  Gel 
effects  speedier  spermicidal  action  because  it  diffuses  rapidly  into  the  seminal  clot.  In  fact,  the  mean 
diffusion  spermicidal  time  of  Lanesta  Gel  is  three  to  seven  times  faster  than  the  mean  diffusion  times 
of  ten  leading,  commercially  available  contraceptive  creams,  gels,  or  jellies,  according  to  Gamble  (“Sperm- 
icidal Times  of  Commercial  Contraceptive  Materials  — 1959”).* 

Lanesta  Gel  has  complete  esthetic  acceptance  and  is  well  tolerated. 

*Gamble,  C.  J.:  Am.  Pract.  & Digest  Treat.  II  :852  (Oct.)  1960.  See  also  Berberian,  D.  A.,  and  Slighter,  R.  G.:  J.A.M.A. 
168:2257  (Dec.  27)  1958;  Olson,  H.  J.;  Wolf,  L.;  Behne,  D.;  Ungerleider,  J.,  and  Tyler,  E.  T.:  California  Med.  94:292 
(May)  1961;  Kaufman,  S.A.:  Obst.  & Gynec.  15:401  (Mar.)  1960;  Warner,  M.P.:J. Am.  M.  Women’s  A.  14:412  (May)  1959. 
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A new  drug  that  works  in  a new  way 
to  control  blood  pressure 
without  serious  side  effects 


' jI  ‘ ^ * 


Capla  acts 
centrally  at 
the  hrainstem 
vasomotor  center 

Reduces  blood  pressure  by  central  action; 
is  not  a ganglionic  blocker 


cAPir 

(mehutamate,  WaUace) 

CENTRAL  ACTING  PRESSURE  LOWERING  AGENT 


Capla  is  a new  kind  of  dmg  to  treat 
hypertension.  Chemically,  Capla  is 
2-methyl-2-sec-  butyl-1,  3-propane- 
diol dicarbamate.  It  is  unrelated 
chemically  to  any  other  antihyper- 
tensive agent.  Capla  does  not  block 
ganglia,  reduce  blood  volume  or  in- 
terfere with  neurohormonal  balance. 

New  therapy 
for  hypertension 

Because  of  its  action  at  the  brain- 
stem vasomotor  control  center, 
Capla  is  a new  therapy  for  hyperten- 
sion. It  is  effective  alone  in  the  treat- 
ment of  mild  to  moderate  hyper- 
tension, and  can  be  combined  with 
diuretics  or  peripherally  acting  anti- 
hypertensives in  more  severe  cases. 

Exceptionally 
well  tolerated 

Capla  acts  rapidly,  producing  sub- 
stantial blood  pressure  reduction 
within  two  hours,  yet  it  does  not 
produce  postural  hypotension.  It 
has  proved  exceptionally  well  tol- 
erated in  clinical  use  and  has  no 
known  contraindications.  Capla  has 
not  produced  changes  in  renal,  hem- 
atological, hepatic  or  endocrine  func- 
tion. It  is  rapidly  eliminated  and  has 
no  cumulative  effects. 


Controls 
blood  pressure 
without  serious 
side  effects 

Capla  does  not  produce  depression, 
postural  hypotension,  nasal  congestion 
or  gastric  hyperacidity 


Capla  helps  minimize  one  of  the 
most  difficult  problems  of  hyperten- 
sion therapy  — unwanted  and  often 
serious  side  effects. 

With  Capla  you  have  effective 
therapy  without  the  unpleasant 
side  effects  which  often  cause  pa- 
tients to  abandon  treatment. 

Side  effects  with  Capla,  when  they 
do  occur,  are  mild  and  usually  tran- 
sient. Transient  drowsiness  some- 
times occurs,  usually  at  higher  dos- 
age. 

Mild  calming  effect 

Patients  on  Capla  often  report  a 
mild  calming  effect.  This  effect,  to- 
gether with  the  unusual  freedom 
from  serious  side  effects,  makes  ther- 
apy gratifying  for  both  the  patient 
and  the  physician. 

Compatible 
with  other  drugs 
Hypertensive  patients  with  other 
disorders  can  receive  Capla  along 
with  other  medications. 

For  example,  patients  with  con- 
gestive heart  failure,  angina,  and 
diabetes  mellitus  can  receive  Capla 
along  with  such  medications  as  digi- 
talis, nitrates,  and  insulin— without 
aggravating  these  other  disorders. 


(mebulamaU,  Wailace) 

CENTRAL  ACTING  PRESSURE  LOWERING  AGENT 


Lowers 

blood  pressure 
effectively  in 
clinical  use 


CLINICAL  A PHARMACOLOGICAL  REPORTS 

I.  Berger,  f.  M , ar^d  Margolirt,  S.:  A Centrally  Actir>g  Blood  Pressure  Lowerir>g 
Agent  (W-S83).  Fed.  Proc.  ^-113  (March)  1961.  2.  Diamond.  S..  and  Schwartt.  M 
Sclentilic  Eihibit  at  Ml.  State  Med.  Soc.  Chicago,  (May)  1961. 3.  Douglas,  J.  F.,  Lud- 
vrig.  B.  J.,  Ginsberg.  T.  and  Berger.  F.  M.;  Studies  on  W>683  Metabolism.  Fed.  Proc 
^■'113  (March)  1961.  4.  Duarte,  C , Brest,  A.  N.,  Kodama,  R.,  Naso,  F.,  and  Moyer, 

J.  H,:  Observations  on  Ihe  Antihypertensive  Effectiveness  of  a New  Propanediol 
Dicarbamate  (W-S83).  Curr.  Ther  Res..  2.148-52  (May)  1960.  5.  DuChez,  J.  W..  Scien- 
tific Exhibit  at  Amer.  Academy  of  Gen.  Practice,  Miami,  (April)  1961.  6.  Kletilun, 
M..  and  Berger.  F.  M : A Centrally  Acting  Antipressor  Agent.  Fed.  Proc.  20.113 
(March)  1961.  7.  MuMnos.  M.  G..  Scientific  Exhibit  at  Amer.  CoM.  Card.  New  York. 
(May)  1961.  8.  Mulmos.  M G-,  Saltefors,  S.,  Boyd.  L.  J.  and  Cronh.  G.  A.;  Human 
Pharmacology  Studies  with  W-583.  Fed.  Proc.  20.113  (March)  1961  8.  Shubin,  H.. 
Scientific  Exhibit.  Amer.  Coll.  Card.  Ne^w  York.  (May)  1961. 


Average  Reductions  In  Systolic  And  Diastolic  Blood  Pressure  Reported  With  Capla 

(325  patients) 


MILD 

B.P.  up  to  180/100 


MODERATE 

B.P.  from  180/100  to  210/110 


SEVERE 

B.P.  nwer  210/115 


II. 

I* '■,>'5. 

iP’: ' 
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Beforc  Aft«r  Before  After 

Usual  dose,  Capla  300  mg.,  q.i.d. — duration  of  therapy,  3 weeks  to  over  1 year. 


-26 


-22 


B*for.  After 


These  data  show  that  Capla  reduces  both  systolic  and  diastolic  blood  pressure,  usu- 
ally in  proportion  to  initial  pre-treatment  elevations. 


CAPLA" 

CtNIRAl  ACTING  PRESSURE’’L0WERING  AGENT 

.RR.  Wallace  Laboratories 
AAAI)  Cranbury,  New  Jersey 


dosage:  the  recommended  dose  of  Capla  is  one  300  mg. 
tablet  three  or  four  times  daily,  before  meals  and  at 
bedtime.  The  dosage  should  be  adjusted  to  individual 
requirements;  for  example,  older  patients  may  require 
lower  dosage. 

COMPOSITION:  each  white,  scored  tablet  contains  300 
mg.  of  Capla  (mebutamate,  Wallace). 
supplied:  bottles  of  100,  scored  tablets. 

Literature  and  samples  to  physicians  on  request. 


STOPS  THE  ASTHMA  ATTACK 
IN  MINUTES. ..FOR  HOURS... 
ORALLY 

ELIXOPHYLLIN' 

RAPID  RELIEF  IIM  M I IMUTES  — in  15  min- 
utes*’^'®  mean  theophylline  blood  levels  are  comparable  to  I.  V. 
aminophylline — so  that  severe  attacks  have  been  terminated 
in  10  to  30  minutes.*’^'®'®  Note:  With  Elixophyllin  the  patient 
can  learn  to  abort  an  attack  in  its  incipient  stage. 


IIMHEREIMT  SUSTAINED  ACTIDN  —After 
absorption  theophylline  is  slowly  eliminated  during  a 9-hour 
period^  Clinically  proved  relief  and  protection  day  and  night 
with  t.i.d.  dosage.’-®'®-®'® 


ND  UNNEEDED  SIDE  EFFECTS —Since 
Elixophyllin  does  not  need  “auxiliaries,”  it  contains  no  ephed- 
rine — no  barbiturate — no  iodide — no  steroid.  Gastric  distress 


is  rarely  encountered.^'^ 


Each  tablespoonful  (15  cc.)  contains 
theophylline  80  me.  (equivalent  to 
100  mg.  aminophylline)  in  a hydro- 
alcoholic  vehicle  (alcohol  20%). 


ACUTE  ATTACKS 


single  dose  of  75  cc.  for  adults;  0.5 
cc.  per  lb.  of  body  weight  for  children. 


24  HOUR  CONTROL 


for  adults  45  cc.  doses  before  break- 
fast, at  3 P.M.,  and  before  retiring; 
after  two  days,  30  cc.  doses.  Children, 
first  6 doses  0.3  cc.— then  0.2  cc. 
per  lb.  of  body  weight  as  above. 


Average  increase  in  vital  capacity 
produced  by  Elixophyllin,  75  cc., 
in  acute  asthmatic  attacks.’ 


REFERENCES:  t.  Kessler.  F.:  Connecticut  MJ.  :205  (March)  1957.  2.  Schluger,  J.; 
McGinn,  J.T.,  and  Hennessy,  D.J.:  Am.  j.  Med.  Sci.  233:296  (March)  1957. 3.  Kessler,  F.: 
Med.  Times  (Oct.)  1959.  4.  Burbank.  B.;  Schluger,  J.,  and  McGinn.  J.:  Am.  J.  Med.  Sci. 
234:28  (Juiy)  1957.  5.  Spieiman.  A.D.:  Ann.  Aliergy  75:270  (June)  1957.  6.  Greenbaum, 
J.:  Ann.  Allergy  (May-June)  1958.  7.  Waxier.  S.H.,  and  Shack,  J.A.:  J.A.M.A.  743:736 
(1950).  8.  Bkkerman,  H.A.,  and  Barach.  A.L.,  in  Modell,  W.:  Drugs  of  Choice  1960- 
1961,  St.  Louis,  The  C.V.  Mosby  Company,  I960,  p.  516. 9.  Wilhelm,  R.E.,  Conn,  H.F.:  in 
Current  Therapy— 1961,  Philadelphia,  W.B.  Saunders  Company,  p.  417. 
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Reprints  on  request 


restore 


vitality  to 

‘‘the  under-par 
child”* 

Zentron 


Zentron  • comprehensive  liquid  hematinic 


corrects  iron  deficiency  • restores  healthy  appetite  • helps  promote  normal  growth 


Each  5-cc.  teaspoonful  provides: 

Ferrous  Sulfate  (equivalent  to 

20  mg.  of  iron) 100 

Thiamine  Hydrochloride  (Vitamin  Bi).  . . 1 

Riboflavin  (Vitamin  Bi) 1 

Pyridoxine  Hydrochloride  (Vitamin  B«)  . . 0.5 

Vitamin  Bu  Crystalline 5 

Pantothenic  Acid  (as  d-Panthenol)  ....  1 

Nicotinamide 5 


Ascorbic  Acid  (Vitamin  C) 

Alcohol,  2 percent. 

Usual  dosage:  Infants  and  children — 1/2  to 
1 teaspoonful  (preferably  at  mealtime) 
mg.  one  to  three  times  daily. 

Adults — 1 to  2 teaspoonfuls  (preferably 
at  mealtime)  three  times  daily. 

"'S'  Zentron'"  (iron,  vitamin  B complex,  and  vitamin 

mg.  C,  Lilly) 


* underweight,  easily  fatigued,  anorexic — because  of  mild  anemia 
Product  brochure  available;  write  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana, 


35  mg. 
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Informed  Consent 


One  of  the  most  distinguished  and  respected 
judges  in  America,  Chief  Judge  Benjamin 
Cardozo  of  the  New  York  Court  of  Appeals, 
in  1914  summed  up  the  whole  subject  of  the 
law  concerning  consent  to  medical  treatment 
in  two  brief  sentences  when  he  said : 

Every  human  being  of  adult  years  and 
sound  mind  has  a right  to  determine  what 
shall  be  done  with  his  own  body;  and  a sur- 
geon who  performs  an  operation  without  his 
patient’s  consent  commits  an  assault  for  which 
he  is  liable  in  damages. . . . This  is  true  except 
in  cases  of  emergency  where  the  patient  is 
unconscious  and  where  it  is  necessary  to 
operate  before  consent  can  be  obtained.^ 

It  is  important  to  note  that  the  legal 
theory  under  which  a physician  is  sued  to 
recover  damages  for  treatment  without  con- 
sent is  based  not  on  malpractice  but  on 
assault.  Even  though  the  unauthorized 
procedure  may  have  been  skillfully  per- 
formed and  generally  beneficial  to  the 
patient,  the  physician  has  committed,  at 
least  technically,  an  assault. 

In  a well-known  Minnesota  case  illus- 
trating this  point,  the  patient  had  consulted 
a surgeon  because  of  difficulty  with  her  right 
ear.  The  surgeon  advised  surgery  on  the 
right  ear  for  removal  of  a middle  ear  polyp, 
and  the  patient  consented  to  the  procedure. 
While  the  patient  was  under  anesthesia, 
the  surgeon  examined  the  left  ear  and  found 
it  in  a more  serious  condition  than  the  right 
ear.  Thereupon  he  operated  on  the  left 
ear.  The  Minnesota  court  in  its  well- 
reasoned  decision  held  that : 

If  (the  surgeon’s  act)  was  unauthorized, 
then  it  was,  within  what  we  have  said,  unlaw- 
ful. It  was  a violent  assault,  not  a mere 
pleasantry;  and,  even  though  no  negligence 
is  shown,  it  was  wrong  and  unlawful.  The 
case  is  unlike  a criminal  prosecution  for 
assault  and  battery,  for  there  an  unlawful 
intent  must  be  shown.  But  that  rule  does 


not  apply  to  a civil  action,  to  maintain  which 
it  is  sufficient  to  show  that  the  assault  com- 
plained of  was  wrongful  and  unlawful  or  the 
result  of  negUgence.* 

Not  only  must  there  be  consent  to  medical 
treatment,  but  it  must  be  an  informed  con- 
sent. The  patient  should  have  an  under- 
standing of  what  is  to  be  done  and  of  the 
hazards  involved  in  the  treatment.  The 
physician  should  explain  to  the  patient  in 
understandable  nontechnical  terms  the  pro- 
cedure involved  and  its  attendant  risks. 

In  another  Minnesota  case  the  patient 
had  consented  to  a transurethral  resection, 
but  the  surgeon  had  failed  to  advise  him 
that  it  would  be  accompanied  by  a vasec- 
tomy. In  holding  that  the  question  of 
assault  should  have  been  submitted  to  the 
jury,  the  Court  stated; 

While  we  have  no  desire  to  hamper  the 
medical  profession  in  the  outstanding  progress 
it  has  made  and  continues  to  make  in  connec- 
tion with  the  study  and  solution  of  health  and 
disease  problems,  it  is  our  opinion  that  a 
reasonable  rule  is  that,  where  a physician  or 
surgeon  can  ascertain  in  advance  of  an  opera- 
tion alternative  situations  and  no  immediate 
emergency  exists,  a patient  should  be  informed 
of  the  alternative  possibilities  and  given  a 
chance  to  decide  before  the  doctor  proceeds 
with  the  operation.  . . . Under  such  conditions 
the  patient  would  at  least  have  the  opportunity 
of  deciding  whether  he  wanted  to  take  the 
chance  of  possible  infection  if  the  operation 
was  performed  in  one  manner  or  to  become 
sterile  if  performed  in  another.® 

On  the  other  hand  in  an  emergency  where 
injuries  require  immediate  surgery  to  pre- 
serve life,  the  surgeon  may  take  such  meas- 
ures as  he  deems  necessary.^ 

As  stated  by  a Midwestern  court : 

Only  the  operation  specifically  consented  to 
may  be  performed  unless  the  need  for  further 
surgery,  essential  to  the  preservation  of  the 
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life  or  health  of  the  patient,  develops  or 
becomes  apparent  during  the  performance  of 
the  surgery  for  which  consent  was  given.® 

But  it  should  be  always  kept  in  mind  that 
no  separate,  unrelated,  or  entirely  different 
operation  should  be  performed. 

In  order  for  a consent  to  medical  treat- 
ment or  a surgical  procedure  to  be  valid, 
it  must  be  the  rational  act  of  a quaUfied 
mind.  The  consent  of  the  patient  to  the 
treatment  or  operation  is  sufficient  if  he  has 
attained  his  majority  and  is,  at  the  time 
of  giving  consent,  competent  to  understand 
the  nature  and  purpose  of  the  treatment  or 
operation  proposed  and  the  risks  involved. 

If  the  patient  is  a minor,  the  consent  of 
the  parent  or  guardian  must  be  obtained. 
If  the  minor  has  parents,  the  consent  should 
be  obtaiued  from  them  even  though  the 
minor  is  in  the  temporary  charge  of  some 
other  person.  In  the  iustances  where  the 
minor’s  parents  are  divorced  or  legally 
separated,  consent  for  medical  treatment  or 
surgery  should  be  obtained  from  the  parent 
who  has  legal  custody  of  the  child. 

The  courts  have  held  that  even  where 
there  is  an  absolute  necessity  for  some  opera- 
tion, such  as  prompt  removal  of  a child’s 
tonsils,  but  it  is  not  an  emergency  in  the 
sense  that  death  would  likely  result  im- 
mediately, an  operation  would  not  be  justi- 
fied without  the  parent’s  consent.® 

However,  as  noted  previously  in  Judge 
Cardozo’s  opinion,  the  courts  recognize 
that  when  emergency  treatment  is  required 


an  exception  to  the  prohibition  against 
unauthorized  treatment  or  surgery  is  present. 
An  Iowa  court,  for  example,  held  that 
where  a seventeen-year-old  boy  sustained  a 
mangled  elbow  as  the  result  of  a fall  from  a 
freight  train,  the  emergency  justified  the 
physician  in  proceeding  with  amputation 
without  parental  consent.'^ 

The  consent  of  the  husband  to  an  opera- 
tion on  his  wife  is  not  necessary;  the  consent 
of  the  wife  is  sufficient,  and  the  converse 
is,  of  course,  also  true.  Nevertheless,  it 
is  advisable  to  have  the  spouse  join  m the 
consent  whenever  practicable.  It  is  par- 
ticularly desirable  to  do  so  if  the  operation 
involves  danger  to  life,  may  destroy  or  limit 
sex  functions,  or  may  result  in  the  death 
of  an  unborn  child. 

It  is  usually  mutually  desirable  for  the 
physician  to  request  that  the  patient  allow 
him  a reasonable  amount  of  discretion  in 
the  performance  of  an  operation. 

Above  all,  it  should  be  kept  in  mind  that 
the  operating  physician,  even  in  the  case  of  a 
limited  operation,  must  do  whatever  may 
be  reasonably  necessary  for  the  safety  of 
the  patient. 

References 

1.  Schloendorf  v.  New  York  Hospital,  211  N.Y.125. 

2.  Mohr  V.  Williams,  95  Minn. 261,  104  N.W.12. 

3.  Bang  v.  Charles  T.  MUler  Hospital,  251  Minn. 
427,  88  N.W.2dl86. 

4.  Sullivan  v.  Montgomery,  155  Misc.448  (N.Y.) ; 
Luka  V.  Lowrie,  171  Mich. 122. 

5.  Paulsen  v.  Gundersen,  260  N.W.448. 

6.  Banner  v.  Moran,  126  F.(2d)  121;  Moss  v. 
Richworth,  222  S.W.225  (Texas). 

7.  Jackovach  v.  Yocum,  212  Iowa  914,  237  N.W.444. 


Founding  of  the  American  Medical  Association 


An  oil  painting  depicting  the  founding  of  the 
American  Medical  Association  in  1847  has 
been  presented  to  the  A.M.A.  by  Parke, 
Davis  & Company.  It  portrays  the  organi- 
zational meeting  which  was  held  in  the  hall 
of  The  Academy  of  Natural  Sciences  in 
Philadelphia  on  May  7,  1847.  The  nearly 
250  delegates  representing  more  than  40 
medical  societies  and  28  medical  colleges 


are  shown  seated  among  exhibit  cases  and 
before  the  ancient  bones  of  a mastodon, 
Mammut  americanum.  A copy  of  the 
picture  may  be  seen  in  the  foyer  of  the 
Medical  Society  of  the  State  of  New  York. 

Because  of  the  rivalry  among  medical 
colleges,  the  need  was  felt  for  a national 
organization  to  set  up  standards  for  the 
licensure  of  physicians.  As  early  as  1839 
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Founding  of  the  Americiin  Medical  Association,  May  7,  1847,  The  Academy  of  Natural  Sciences,  Phila- 
delphia, Pennsylvania.  Chairman  Jonathan  Knight,  M.D.,  welcomes  Nathaniel  Chapman,  M.D.,  first 
president,  and  the  other  officers.  N.  S.  Davis,  M.D.,  is  seated  across  the  table,  in  the  center  of  the  picture, 
and  Alexander  H.  Stevens,  M.D.,  is  seated  at  the  extreme  left. 


a resolution  calling  for  the  organization  of  a 
national  medical  society  was  sponsored  by 
John  McCall,  M.D.,  of  Utica,  and  passed 
by  the  Medical  Society  of  the  State  of  New 
York.'  However,  no  action  was  taken  on 
the  resolution,  and  at  the  annual  meetings 
in  1844  and  1845  the  subject  was  introduced 
again  by  Alexander  Thompson,  M.D.,  of 
Cayuga  County,  and  N.  S.  Davis,  M.D., 
then  of  Broome  County.  As  the  discussions 
resulted  in  a stalemate,  a national  convention 
was  called  for  the  first  Tuesday  in  May, 
1846,  to  be  held  at  New  York  University 
under  the  chairmanship  of  Edward  Dela- 
field,  M.D.,  of  New  York,  for  the  purpose  of 
founding  a national  medical  society,  and 
it  was  at  this  meeting  that  the  Philadelphia 
meeting  of  May,  1847,  was  called. 


The  role  of  Dr.  Davis  as  the  “father” 
of  the  American  Medical  Association  is 
well  known.  He  held  other  posts  in  the 
organization,  including  that  of  first  editor 
of  the  Journal  of  the  American  Medical 
Association,  the  first  issue  of  which  appeared 
on  July  14,  1883. ^ 

There  were  other  New  York  State  phy- 
sicians prominent  in  the  founding  of  the 
A.M.A. — Alexander  H.  Stevens,  M.D., 
served  as  the  first  vice-president  of  the 
organization,  and  four  of  the  seven  members 
of  the  committee  appointed  in  Philadelphia 
to  work  out  the  details  of  the  organization 
were  from  New  York;  John  Watson,  M.D., 
John  Stearns,  M.D.,  F.  Campbell  Stewart, 
M.D.,  and  Dr.  Davis.  Many  New  York 
physicians  have  continued  to  be  active  in  the 
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leadership  of  the  American  Medical  Associa- 
tion. 
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Influenza,  1962 


The  Surgeon  General  of  the  U.  S.  Public 
Health  Service  predicts  an  upswing  in  the 
influenza  cycle  during  the  fall  and  winter. 

Three  groups  account  for  most  of  the  in- 
fluenza deaths  recorded  from  1957  to  1960. 
These  groups  are:  persons  with  heart 

disease,  pulmonary  disease,  diabetes,  and 
other  chronic  illness;  persons  over  sixty-five ; 
and  pregnant  women. 

Asian  influenza  outbreaks  occur  in  two-  to 
throe-year  cycles,  and  influenza  B occurs  in 


four-  to  six-year  cycles.  We  are  about  due 
for  both. 

It  is  recommended  that  all  persons  in  the 
aforementioned  risk  groups  receive  a pro- 
phylactic injection  of  influenza  vaccine  by 
November  1 and  that  those  who  have  not 
had  previous  injections  have  a second  one 
in  two  months.  Vaccination  should  be  done 
ahead  of  the  influenza  season  since  it  is  too 
late  to  afford  protection  if  done  at  the  time 
of  the  outbreak. 


Forbidden  Words 


The  Appellate  Division,  Third  Depart- 
ment, of  the  Supreme  Court  of  the  State  of 
New  York,  in  a recent  decision  pointed  up 
the  difficulties  which  frequently  confront 
physicians  in  their  attempts  to  collect  for 
professional  services  from  the  estates  of  de- 
ceased patients. 

The  Court  in  its  decision  reversed  a lower 
court  and  upset  a physician’s  award  against 
the  estate  of  a deceased  patient  for  alleged 
medical  services  because  the  physician  had 
been  permitted  to  testify  to  personal  trans- 
actions with  the  deceased  in  violation  of 
Section  347  of  the  Civil  Practice  Act. 

Section  347  provides  in  part  that : 

Personal  transaction  or  communication  be- 
tween witness  and  decedent  or  lunatic.  Upon  the 
trial  of  an  action  or  the  hearing  upon  the 
merits  of  a special  proceeding,  a party  or  a 
person  interested  in  the  event  . . . shall  not  be 
examined  as  a witness  in  his  own  behalf  or  in- 
terest . . . against  the  executor,  administrator 
or  survivor  of  a deceased  person  or  the  com- 
mittee of  a lunatic  . . . concerning  a personal 


transaction  or  communication  between  the 
witness  and  the  deceased  person  or  lunatic, 
except  where  the  executor,  administrator,  sur- 
vivor, committee  ...  is  examined  in  his  own 
behalf  or  the  testimony  of  the  lunatic  or  de- 
ceased person  is  given  in  evidence,  concerning 
the  same  transaction  or  communication. 

Shortly  after  the  will  of  the  deceased  had 
been  admitted  to  probate,  the  physician 
presented  a bill  to  the  estate  for  personal 
services  rendered  to  the  decedent  as  a doctor 
in  the  amount  of  $3,500.  This  was  re- 
turned by  the  estate’s  executor  with  the 
request  for  an  itemized  statement,  and  there- 
after a second  or  amended  claim  was  pre- 
sented which  read  in  part:  “Constant 

medical  care  24  months  at  $200.00  per 
month,  $4,800.00.” 

Thereafter  the  executor  served  on  the 
physician  what  purported  to  be  a notice  of 
rejection,  as  follows: 

Please  take  notice  that  the  undersigned  ex- 
ecutor of  the  last  will  and  testament  of  John  B. 
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Turner,  the  decedent  above  named,  doubts  the 
justice  and  validity  of  the  claim  in  amount  of 
$4,800.00  for  “24  months  of  constant  medical 
care,”  presented  by  you  on  July  21,  1959,  and 
does  hereby  therefore  reject  all  thereof  in  ex- 
cess of  eight  hundred  ($800.00)  dollars. 

At  the  trial  in  the  Surrogate’s  Court  the 
physician  testified  he  kept  no  record  on  his 
services  rendered  to  the  deceased,  but  he 
was  permitted  to  testify,  over  objection,  as 
to  the  services  rendered  for  a period  of  two 
years  prior  to  death  and  was  allowed  also 
to  give  his  opinion  of  the  reasonable  value 
of  the  services.  Two  other  doctors  testi- 
fied as  to  the  value  of  the  services  rendered 
as  being  worth  between  $3,600  and  $5,000. 
At  the  close  of  the  testimony  of  the  claimant- 
physician,  the  attorney  for  the  executor 
moved  to  dismiss  the  claim,  which  was  de- 
nied. 

The  executor  testified  as  to  the  receipt  of 
the  claims  and  thereafter  over  objection 
was  cross-examined  by  the  physician’s 
attorney,  during  which  he  adnaitted  he  knew 
that  the  claimant  had  tended  the  decedent. 

At  the  close  of  the  testimony,  the  motion 
to  dismiss  was  renewed  and  denied,  and  the 
Court  made  an  award  of  $3,500  to  the 
physician. 

The  Appellate  Court  in  reversing  the  de- 
cree and  ordering  a new  trial  in  part  said 
the  following : 

The  testimony  of  the  doctor  as  claimant  was 
in  violation  of  Section  347  and  mandates  re- 
versal. The  cases  and  authorities,  although 
old,  are  abundant  in  support  of  appellant.  In 
Greenfield  on  Testimony  under  Section  347, 
Civil  Practice  Act  (Sec.  200,  p.  287)  it  is  stated: 
“Medical  attendance  necessarily  involves  a 
transaction  with  the  patient,  and  a physician 
asserting  a claim  for  such  services  is  not  per- 
mitted to  testify  that  he  attended  the  patient 
since  deceased,  or  to  describe  what  he  did  pro- 


fessionally. He  cannot  testify  as  to  the  value 
of  the  services  or  that  a certain  statement  of 
the  account  was  dehvered  to  the  patient.” 

Richardson  on  Evidence  (8th  ed.)  (Sec.  418, 
p.  404)  states: 

“In  a physician’s  action  for  services  rendered 
to  a deceased  person,  the  doctor  is  incompetent 
to  testify  to  the  visits  made  and  to  the  treat- 
ment given.” 

It  is  interesting  to  contrast  the  decision 
in  this  case  with  that  recently  commented 
on  in  the  editorial  “Ordinary  Incidents  and 
Facts  and  the  Confidential  Relationship.” 
In  the  latter,  attention  was  invited  to  two 
Court  of  Appeals  decisions  which  held  that 
the  confidential  relationship  of  physician 
and  patient,  as  embodied  in  Section  352  of 
the  Civil  Practice  Act,  was  not  violated  by 
permitting  a doctor  to  disclose  ordinary  inci- 
dents and  facts  about  a patient  such  as 
would  be  plain  to  the  observation  of  a non- 
professional person.  The  Court  in  one  of 
the  cases  commented  that: 

There  is  nothing  . . . which  prohibited  the 
defendant  from  showing  that  Patten  was  the 
patient  of  the  doctor;  that  he  attended  him  as  a 
patient,  and  that  he  was  sick.  Nor  is  there  any- 
thing in  that  section  which  prohibited  the 
doctor  from  testifying  whether  he  was  called 
upon  to  attend  Patten  professionally  before  or 
after  the  date  of  the  certificate,  or  to  tell  how 
many  times  he  attended  him,  whether  daily  or 
hourly,  from  the  19th  day  of  April  to  the  16th 
day  of  May.  (Patten  v.  United  Life  & Accident 
Insurance  Association,  133  N.Y.  450,  453) 

The  physician  in  the  instant  case  was 
prohibited,  of  course,  from  testifying  as  to 
“personal  transactions”  with  the  deceased 
not  because  of  the  confidential  relationship 
of  physician-patient,  but  because  he  was  a 
“party  or  person  interested  in  the  event.” 
(Matter  of  Sklaire,  Appellate  Division,  Third 
Department,  March  21,  1961) 
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Essential  in  moving  external  masses,  but  potentially  dangerous  in  moving  the 
bowels,  since  vascular  accidents  may  be  precipitated  in  heart  patients  by 
excessive  straining  at  stool.  For  cardiac  patients  with  constipation,  Metamucil 
adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis 
and  also  to  hold  water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus 
Metamucil,  with  an  adequate  water  intake,  induces  natural  elimination  with  a 
minimum  of  straining.  Metamucil  also  promotes  regularity  through  “smooth- 
age"  in  all  types  of  constipation. 

brand  of  psyllium  hydrophilic  mucilloid  ® 

Metamucil 

Available  as  Metamucil  powder  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 
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Patients  you  treat  with  Metahydrin  respond  with  gratifying  benefits. 
Cardiac  patients  can  breathe  more  satisfactorily  and  are  not  so 
quickly  fatigued  by  mild  exertion.  They  maintain  stable  nonedem- 
atous  weight  and,  minus  the  burden  of  edema,  are  better  equipped 
to  withstand  the  stresses  of  daily  living  which  occur  even  in  conva- 
lescence. Hypertensive  patients  enjoy  more  normal  blood  pressures, 
are  relieved  of  headaches,  tachycardia  and  palpitations.  Adjunctive 
antihypertensive  therapies— and  their  well-known  side  effects— can 
be  reduced.  Dietary  salt  restrictions  are  usually  not  necessary,  or 
need  not  be  severe.  In  any  patient  requiring  a diuretic  Metahydrin 
provides  smooth,  adequate  diuresis.  And  because  all  thiazides  are 
not  alike,  the  nature  of  Metahydrin  diuresis  is  more  clinically 
desirable;  it  expels  more  water,  sodium  and  chloride  and  less 
potassium.  In  other  words,  more  benefits,  fewer  troubles. 

I walked 


Doctor, 


to  your  office  today!” 


METAHYDRIN* 


METAHYDRIN®,  brand  of  trichlormefhiazide.  Lakeside.  Supplied— tablets  of  2 mg.  and  4 
mg.  in  bottles  of  100  and  1000.  Contraindications:  Complete  renal  shutdown;  rising  azotemia 
or  development  of  hyperkalemia  or  acidosis  in  severe  renal  disease. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee  1,  Wisconsin 


3418 


SCIENTIFIC  A R r I C L E S 


Pulmonary  Hyaline  Membranes 

Pathogenesis  and  Significance 


NURUL  ISLAM,  B.SC.,  M.B.B.S.,  TROY,  NEW  Y'ORK* * 
{From  the  Department  of  Pathology,  the  Nassau  Hospital,  MineoLa) 


Hyaline  membranes  are  found  frequently 
in  the  air  spaces  of  the  lungs  in  prema- 
ture infants  and  also  in  some  term  infants 
who  die  in  the  first  few  days  of  life.  The 
pathologic  entity  is  not  new.  It  was  first 
described  in  newborn  infants  by  Johnson 
and  Meyer  in  1925,^  and  various  observers 
have  described  these  membranes  as  vernix 
membranes,  asphyxial  membranes,  eosino- 
philic membranes,  congenital  aspiration 
pneumonia,  and  so  forth. 

Defining  Hyaline  Membranes 

The  production  of  hyaline  membranes  is 
a serious  respiratory  affection  of  newly  born 
infants  which  may  not  be  evident  at  birth 
but  which  begins  to  manifest  itself  shortly 
thereafter.  In  this  condition  the  alveolar 
ducts  and  bronchioles  become  irregularly 
fined  with  a homogenous  membrane  which 
obstructs  the  air  passages  and  causes  a wide- 
spread resorption  of  air.  The  material 
fining  the  air  spaces  stains  red  with  hemo- 
toxylin  and  eosin  and  dark  grey  with  Masson 
stain.  With  fat  stain  the  presence  of  fat 
in  the  membranes  can  be  demonstrated 
toward  the  alveolar  wall,  with  the  more 
superficial  portions  of  the  membranes  free 
of  lipoids. 

Hyaline  membranes  are  constantly  as- 
sociated with  atelectasis  in  the  newborn 
infants.  Similar  membranes,  not  usually 

Presented  at  the  Pediatrics  Conference  of  the  Nassau 
Hospital,  July  4,  1960. 

* Present  address:  21,  Medina  Road,  London,  N.  7, 
England. 


associated  with  atelectasis,  have  been  ob- 
served on  rare  occasions  in  children  and 
adults  following  a variety  of  diseases,  such 
as  influenza,  pneumonia,  rheumatic  fever, 
carcinoma  of  the  lungs,  and  radiation  pneu- 
monitis. Although  the  pathologic  picture 
in  general  has  been  agreed  on,  the  etiology, 
pathogenesis,  and  significance  of  hyaline 
membranes  still  remain  unknown.  The 
clinical  signs  may  simulate  the  respiratory 
difficulties  seen  in  any  one  of  a variety  of 
abnormal  states.  There  is  little  evidence 
in  favor  of  suggested  means  for  the  preven- 
tion of  hyafine  membrane  formation.  Its 
prognosis  is  considered  invariably  fatal  by 
some  and  to  vary  with  the  degree  of  involve- 
ment by  others. 

Study  of  32  Fatalities 

This  is  a study  of  the  histories  and  autopsy 
findings  of  32  newborn  infants  who  died  of 
pulmonary  hyafine  membranes.  These 
cases  had  been  autopsied  at  the  Nassau 
Hospital,  Mineola,  New  York,  during  the 
years  1955  through  1959.  The  infants’ 
charts  and  the  antenatal  histories  of  the 
mothers  have  been  reviewed  in  detail. 
Autopsy  protocols  and  microscopic  sections 
of  all  the  infants  were  available  for  study. 
As  a control  for  the  analysis  of  maternal 
factors,  300  obstetric  patients  admitted 
to  Nassau  Hospital  during  the  months  of 
January  and  February,  1960,  were  chosen. 
Since  the  incidence  of  hyafine  membranes 
has  been  reported  in  liveborn  infants,  the 
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TABLE  I.— Statistical  Analysis  of  Data  of 
Control  and  Study  Series 


Maternal  Aspects 

Control 

Series 

(Per 

Cent)' 

Study 

Series 

(Per 

Cent) 

Prenatal  care 

87 

62 

Positive  serology  for  syphilis 

0 

0 

Anemia  (hemoglobin  less  than 

10  Gm.  per  100  ml.) 

26 

21 

Complications 

Pre-eclampsia 

0.7 

6.2 

Myxedema 

0 

6.2 

Diabetes 

0 

3.1 

Placenta  praevia 

0.7 

6.2 

Premature  separation  of 

placenta 

3.7 

25 

Delayed  labor  (over  thirty 

hours) 

1.7 

6 

Types  of  delivery  including 
presentation 

Vertex  (Spontaneous) 

34 

34 

(Forceps) 

58 

25 

Breech 

2.2 

9 

Twins 

1.3 

9 

Cesarean  section 

5.7 

31 

.\nesthesia  (general,  spinal, 

epidural,  saddle  block) 

93.7 

72 

Term  dehvery  (fortieth  week) 

97 

37 

Exchange  transfusion  for  Rh 

sensitization 

1.2 

3.1 

control  series  were  chosen  from  the  mothers 
who  gave  birth  to  liveborn  infants.  During 
the  same  period  hyaline  membranes  were 
noted  in  the  lungs  of  2 adults  at  autopsy 
as  an  incidental  finding.  One  aged  thirty- 
four  years,  died  of  rheumatic  heart  disease 
and  the  other,  aged  sixty-seven  years,  died 
of  bronchogenic  carcinoma. 

A statistical  analysis  of  the  data  in  Table 
I shows  no  significant  differences  between 
the  two  groups  with  regard  to  serologic 
tests  for  syphilis,  twin  pregnancy,  toxemias, 
breech  or  cephalic  presentations,  and  dura- 
tion of  labor.  The  Rh  factor  also  does  not 
seem  to  be  of  any  great  significance.  The 
higher  incidence  of  forceps  delivery  in  the 
control  group  is  probably  attributable  to  the 
policy  prevalent  on  the  service  in  recent 
years.  Anesthesia  and  analge.sia  do  not 
appear  to  be  factors,  since  at  least  94  per 
cent  of  the  control  group  received  one  or  the 
other,  whereas  only  28  per  cent  of  the  infants 
that  developed  hyaline  membranes  were 
born  to  mothers  who  received  neither  anes- 


TABLE  II. — ^Weights  of  Infants  with  Hyaline 
Membranes  at  Birth 


Weight  (Gm.) 

Number 

Per  Cent 

1,000  to  2,000 

15 

47 

2,000  to  2,500 

10 

31 

2,500  to  3,000 

6 

19 

Over  3,000 

1 

3.1 

TABLE  III. — Life  Span  of  Infants  with  Hyaline 
Membranes 

Duration  (Hours) 

Number 

Per  Cent 

Less  than  6 

0 

0 

6 to  24 

13 

40.6 

24  to  48 

10 

31 

48  to  72 

9 

28 

Over  72 

0 

0 

thesia  nor  analgesia. 

The  incidence  of  prenatal  care  appears 
less  in  the  mothers  of  infants  with  hyaline 
membranes  than  in  the  control  group.  The 
incidence  of  antepartum  hemorrhage  (prema- 
ture separation  of  the  placenta,  placenta 
praevia)  is  significantly  high  in  the  mothers 
of  the  study  group.  The  most  significant 
difference  between  the  two  groups  is  noted 
as  far  as  the  premature  and  term  infants  are 
concerned.  In  the  control  group  approx- 
imately 97  per  cent  of  the  infants  were  born 
at  term,  whereas  in  the  study  group  94  per 
cent  of  the  infants  were  delivered  before 
term  (63  per  cent  before  thirty-six  weeks). 
These  premature  dehveries  were  attributed 
to  causes  such  as  premature  separation  of 
the  placenta,  toxemia,  and  their  comphca- 
tions. 

In  the  study  group  78  per  cent  of  the 
infants  weighed  less  than  2,500  Gm.  at 
birth  (Table  II).  Seven  infants  weighed 
more  than  2,500  Gm.,  and  only  1 weighed 
more  than  3,000  Gm.  Of  the  7 infants  who 
weighed  more  than  2,500  Gm.  at  birth, 
4 were  delivered  spontaneously,  2 by  ce- 
sarean section,  and  1 by  low  forceps.  The 
first  4 cases  lived  fifty  hours  or  more.  The 
second  2 cases  lived  thirteen  and  twenty-three 
hours  respectively.  The  last  one  weighed 
3,800  Gm.  but  lived  thirty-two  hours.  The 
infant  wRo  lived  for  the  maximum  period  of 
sixty-four  hours  weighed  2,700  Gm.  at 
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TABLE  IV. — Clinical  Aspects  of  Infants  with 
Hyaline  Membranes  at  Birth 


Factors 

Number 

Per  Cent 

Condition  of  the  infants 

Poor 

10 

31 

Fair 

9 

28 

Good 

5 

15.5 

No  comment 

8 

25 

Onset  of  cyanosis 

At  birth  or  within  one  hour 

17 

52 

Developed  between  one  and 

four  hours 

9 

25.5 

Developed  late  in  life 

4 

12.5 

No  comment 

2 

6.3 

Edema 

3 

9.4 

Poor  respiration 

At  birth 

12 

37 

Developed  later 

12 

37 

No  comment 

8 

25 

birth.  Weight  by  itself,  therefore,  cannot  be 
the  sole  criterion  for  determining  the  length 
of  life  in  these  infants.  Table  III  depicts 
the  life  span  of  infants  with  hyaline  mem- 
branes. 

The  infants’  charts  were  studied  to  as- 
certain the  conditions  at  birth  and  the  symp- 
toms related  to  respiratory  distress.  Only 
15.5  per  cent  of  the  infants  were  described 
as  being  in  good  condition.  Cyanosis  was 
noted  in  53  per  cent  of  the  infants  at  birth 
or  within  one  hour  of  birth.  Apiiroximately 
37  per  cent  exhibited  poor  respiration.  In 
general,  the  infants  who  showed  less  respira- 
tory distress  at  birth  lived  longer. 

In  our  study  series  10  infants  (31  per  cent) 
were  delivered  by  cesarean  section  for 
various  maternal  indications,  and  4 of 
them  were  term  infants.  In  our  control 
series  only  5.7  per  cent  of  the  infants  were 
so  delivered. 

There  were  two  sets  of  twins  in  our  study 
group,  all  of  whom  terminated  prematurely. 
In  1 instance  hyaline  membranes  were  found 
in  both  infants.  They  weighed  2,150  Gm. 
and  1,390  Gm.  and  lived  sixty  and  forty- 
four  hours  respectively.  In  the  other  in- 
stance 1 of  the  infants,  delivered  as  the 
second  twin,  died  of  hyaline  membranes 
(1,040  Gm.).  The  other  infant  (1,820 
Gm.)  survived  after  a stormy  hospital  course, 
clinically  described  as  prematurity  and 
pneumonia,  and  may  have  had  nonfatal 


TABLE  V. — Associated  Pathologic  Lesions  in 
Infants  with  Hyaline  Membranes  at  Autopsy 


Lesions 

Number 

Per  Cent 

Petechiae  (pleura,  pericar- 
dium, meninges) 

6 

19 

Pneumonia 

4 

12.5 

Congenital  defect  of  heart 

3 

9.4 

Dilation  of  heart 

3 

9.4 

Subarachnoid  hemorrhage 

3 

9.4 

hyaline  membranes. 

The  clinical  findings  have  been  shown  in 
Table  IV.  Approximately  35  per  cent  of  the 
infants  had  been  diagnosed  chnically  as 
“possible  hyaline  membrane  disease.”  Only 
in  4 instances  were  chest  x-ray  films  taken 
and  in  3 cases,  “the  findings  consistent  with 
hyaline  membrane  disease”  were  reported. 
It  is  interesting  to  note  that  75  per  cent  of 
the  32  infants  in  our  study  group  were  male 
and  only  25  per  cent  were  female.  Prema- 
ture infants  were  placed  in  incubators  with 
heat  and  humidity  shortly  after  delivery. 
Various  types  of  standard  incubators  were 
used.  Most  of  the  infants  received  naso- 
pharyngeal suction  and  continuous  oxygen. 
The  associated  pathologic  findings  at  au- 
topsy in  infants  with  pulmonary  hyaline 
membranes  have  been  listed  in  Table  V. 
These  findings  were  compared  with  a series 
of  autopsy  reports  of  infants  who  died  of 
other  causes,  such  as  pulmonary  atelectasis, 
pneumonia,  congenital  heart  diseases,  and 
others  (Fig.  1). 

It  is  obvious  from  our  observations  and  the 
reports  of  the  other  previous  observers  that 
prematurity  is  the  most  important  factor  in 
the  development  of  pulmonary  hyaline  mem- 
branes in  human  infants.  The  incidence 
of  maternal  antepartum  bleeding  and  de- 
livery by  cesarean  section  also  appear  to  be 
significant  in  our  study  group.  These 
factors  probably  contributed  to  the  degree 
of  anoxia  or  hypoxia.  In  our  series  we  had 
2 cases  of  preeclampsia  (6.2  per  cent),  2 cases 
of  myxedema  (6.2  per  cent),  and  1 case 
of  diabetes.  With  this  small  number  no 
definite  comment  can  be  made  as  to  the  sig- 
nificance which  these  conditions  may  have 
had  in  the  production  of  hyaline  membranes. 
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Fig.  1.  Photomicrograph  of  lung  of  premature  human  infant  showing  hyaline  membranes  lining  air  spaces 
and  associated  atelectasis  (hematoxylin  and  eosin  stain). 


Comment 

At  the  present  time  the  main  controversy 
regarding  the  hyaline  membrane  syndrome 
hes  in  its  pathogenesis  and  physiologic  sig- 
nificance. It  seems  that  there  is  a tendency 
to  focus  more  attention  on  the  microscopic 
findings  rather  than  on  many  other  im- 
portant associated  aspects.  If  the  infant 
with  pulmonary  hyahne  membranes  dies, 
we  see  the  hyaline  membranes  in  the  lungs 
by  microscopic  examination,  but  if  the  in- 
fant survives,  his  diagnosis  is  in  doubt  and 
is  attributed  to  other  conditions.  There 
are  many  other  accompanying  conditions 
and  findings  which  are  associated  closely 
with  pulmonary  hyaline  membranes  and 
with  one  another.  These  conditions  are 
anoxia  or  hypoxia,  vascular  congestion, 
shock,  pulmonary  edema,  and  others.  The 
atelectasis  which  is  noted  constantly  in  the 


premature  infants  with  or  without  hyaline 
membranes  may  be  of  significane  in  the  pro- 
duction of  hyaline  membranes.  The  forma- 
tion of  hyaline  membranes  is  probably  a 
result  of  these  conditions  and  not  the  pri- 
mary cause  of  death. 

Although  there  is  some  resemblance  be- 
tween the  symptoms  manifested  in  this  con- 
dition and  in  those  of  oxygen  poisoning,  it 
seems  that  oxygen  poisoning  could  rarely 
be  the  etiologic  agent  in  the  production  of 
pulmonary  hyaline  membranes.^  It  can 
quite  reasonably  be  expected  that  oxygen 
poisoning  can  aggravate  a process  which  has 
already  been  started  on  another  basis.  The 
premature  infants  in  our  control  group  re- 
ceived continuous  oxygen  without  develop- 
ing hyaline  membranes  in  their  lungs. 
There  is  little  morphologic  evidence  that 
could  attribute  it  to  infection. 
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The  possible  role  of  arrmiotic  fluid  in  the 
pathogenesis  of  hyaline  membrane  formation 
has  been  suggested  earlier  by  Stevenson  and 
Laufe.®  Gitlin  and  Craig^  studied  the 
composition  of  hyaline  membranes  and 
the  amniotic  fluid  very  thoroughly.  They 
concluded  that  the  hyaline  membranes  of 
the  newborn  infants  are  composed  prin- 
cipally of  flbrin.  Fibrin  could  not  be  dem- 
onstrated in  the  human  amniotic  fluid, 
although  there  is  a normal  distribution  of 
the  other  plasma  proteins.  They  were  also 
unable  to  demonstrate  a signiflcant  amount 
of  fibrin  in  the  lungs  of  human  newborn 
infants  who  succumbed  to  other  illnesses. 
Moreover,  they  could  not  demonstrate 
hyahne  membranes  in  207  newborn  rabbits 
twenty-four  hours  after  an  induced  aspira- 
tion of  rabbit  amniotic  fluid  in  utero  or 
human  amniotic  fluid  immediately  after 
delivery.  From  these  observations  it  seems 
that  the  hyaline  membranes  are  not  formed 
by  the  inspissated  amniotic  fluid  alone. 
It  is  now  assumed  that  the  hyaline  mem- 
branes are  formed  by  the  flbrin  derived  from 
fibrinogen  of  the  plasma  which  exudates 
or  transudates  into  the  air  spaces  of  the 
lungs.  The  conversion  of  soluble  fibrinogen 
to  fibrin  takes  place  in  the  presence  of  lung- 
tissue  thomboplastin  or  aspirated  amniotic 
fluid  containing  thromboplastic  material. 
A period  of  air-breathing  is  also  necessary. 
However,  very  little  is  known  about  the 
pathogenesis  of  the  pulmonary  effusion  that 
must  occur  for  the  fibrin  deposition  in  the 
alveoli  to  occur.  Many  possibilities  have 
been  suggested.  Hypoxia,  anoxia,  shock 
and  other  factors  are  probably  responsible 
for  capillary  damage  and  consequent  pul- 
monary effusion.® 

Recently  Lieberman®-^  has  reported  that 
he  has  observed  the  absence  or  a diminished 
fibrinolytic  enzyme  activity  in  the  lungs  of 
infants  dying  with  hyahne  membranes. 

Fibrinogen  in  Thomboplastic  material 

pulmonary  + from  lung  tissue  or 
effusion  aspirated  amniotic  fluid 


He  made  his  observations  in  the  lungs  of  1 1 
infants  with  hyaline  membranes,  79  adults 
and  children  with  pulmonary  edema,  and  46 
other  infants  who  died  prenatally.  Hjs 
study  showed  that  the  majority  of  autopsy 
lung  specimens  obtained  from  the  first 
group  had  a defect  of  fibrinolytic  activity. 
From  these  observations  it  has  been  sug- 
gested that  in  the  absence  of  fibrinolytic 
activity  the  resulting  fibrin  clot  which  would 
normally  be  hqucfied  and  removed  from  the 
alveolar  spaces  might  be  compressed  into  a 
hyahne  membrane  by  the  respiratory  move- 
ments of  the  lungs.  Craig,  Fenton,  and 
Gitlin,®  on  the  other  hand,  suspected  the 
presence  of  an  inhibitor  when  they  ob- 
served that  extremely  high  doses  of  plas- 
min  (fibrinolysin)  were  necessary  to  produce 
the  lysis  of  the  membranes  in  vitro  when 
they  were  administered  through  the  bron- 
chus. Although  both  points  of  view  would 
accept  the  concept  of  fibrin  deposition  in  the 
alveoh  for  the  jnembrane  formation,  further 
observations  with  more  specific  methods  are 
necessary  for  their  confirmation.  How- 
ever, it  should  be  realized  that  the  initial 
steps  leading  to  fibrin  deposition  will  not 
depend  on  the  enzyme  deficiency  or  presence 
of  inhibitors  and  will  affect  any  newborn 
infant  under  certain  stressed  conditions. 
Thus,  it  seems  reasonable  to  think  that  most 
newborn  infants  are  capable  of  lysing  and 
successfully  removing  the  fibrin  which  may 
be  formed  in  the  alveoli  as  a result  of  capil- 
lary effusion  and  remain  free  of  hyahne 
membranes.  But  a number  of  infants,  es- 
pecially the  premature  ones,  will  have  dif- 
ficulty in  removing  the  overwhelming 
amount  of  fibrin  from  the  alveoh,  irrespec- 
tive of  fibrinolytic  enzyme  activity,  and  will 
develop  pulmonary  hyahne  membranes. 
The  whole  process  of  hyahne  membrane 
formation  may  thus  be  represented  in  the 
following  diagrammatic  form: 


Fibrin  — I 


ntc 


Lysis— ^No  hyaline  membrane 
No  lysis— Hyaline  membrane 


Thrombolysin 
from  blood 
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It  has  been  reported  lately  by  Avery  and 
Mead®  that  the  surface  tension  of  the  lung 
extracts  is  abnormally  high  in  infants  with 
pulmonary  hyaline  membranes,  as  compared 
with  infants  dying  with  other  diseases. 
This  high-surface  tension  has  been  attributed 
to  the  absence  of  a surface  active  substance 
which  lines  the  alveolar  spaces  of  the  normal 
individual.  This  surface  active  .substance, 
which  has  been  shown  to  be  a mucoprotein,‘® 
is  supposed  to  be  associated  with  some  vital 
functions  of  the  lung,  such  as  the  removal  of 
foreign  particles  from  the  alveoli,  main- 
tenance of  constant  alveolar  surface  tension, 
gaseous  exchange,  and  so  forth.  The  ab- 
sence of  this  substance  in  the  alveoli  of  these 
infants,  therefore,  will  predispose  them  to 
atelectasis  and  interfere  with  the  removal 
of  the  fibrin  which  is  deposited  there  as  a 
result  of  pulmonary  effusion.  This  factor, 
therefore,  is  probably  an  additional  feature 
in  the  production  of  hyaline  membranes. 

Summary 

1.  A series  of  32  infants  who  at  autopsy 
showed  hyaline  membranes  and  a series  of 
various  factors  in  the  mother  and  offspring 
have  been  reviewed.  Two  adult  cases  who 
died  of  other  lung  and  heart  conditions  and 
at  autopsy  showed  hyaline  membranes  in 
their  lungs  have  also  been  mentioned. 

2.  The  probable  pathogenesis  of  hyaline 
membranes  in  the  newborn  infants  has  been 
commented  on. 

3.  The  possible  role  of  deficient  fibrino- 
lytic enzyme  activity  in  the  process  of 
hyahne  membrane  formation  has  been  men- 
tioned. 

4.  In  newborn  infants  premature  birth. 


maternal  antepartum  hemorrhage,  and  de- 
livery by  cesarean  section  appear  to  the  sig- 
nificant factors  in  the  production  of  hyaline 
membranes. 

5.  Anoxia,  shock,  pulmonary  edema, 
and  atelectasis  are  probably  factors  con- 
tributing to  this  condition.  The  absence 
of  the  mucoprotein  lining  of  the  alveolar 
walls  is  probably  an  additional  factor  in 
the  production  of  hyaline  membranes. 
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Blood  Disorder  Linked  to  Infectious  Mononucleosis 


A blood  disorder  of  unknown  cause  was  linked  to 
infectious  mononucleosis  by  Lt.  Harold  R.  Schu- 
macher, in  the  August  19,  1961,  issue  of  the  Journal 
of  the  American  Medical  Association.  Thrombocy- 
topenia may  be  due  to  latent  infectious  mononu- 


cleosis. It  is  a rare  complication  of  infectious  mono- 
nucleosis, and  in  previous  reported  cases  most 
patients  recovered  from  the  blood  disorder  in  six 
weeks.  The  chronic  case  required  about  six  months 
treatment. 
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Introduction 

Jay  Tepperman,  M.D.  : Everyone  is 

aware  of  the  explosive  developments  in  the 
field  of  pharmacology  and  therapeutics 
which  have  taken  place,  particularly  since 
the  end  of  World  War  II,  but  I thought  that, 
for  perspective,  it  would  be  a good  idea  to 
give  a very  brief  chronology  of  some  of  the 
things  that  have  happened  in  the  past  few 
years. 

In  the  early  1930’s,  for  example,  there  was 
the  re-exploration  of  the  pharmacology  of 
the  Rauwolfia  alkaloids  by  Indian  investiga- 
tors, but  no  one  here  or  on  the  continent  of 
Europe  paid  very  much  attention  to  what 
these  people  were  doing. 

In  1940,  penicillin  was  rediscovered.  It 
was  discovered  originally  in  1929  by  Fleming. 
From  1943  to  1944  there  was  the  beginning  of 
the  widespread  availability  and  clinical  use 

' Presented  at  the  54th  Annual  Meeting  of  the  Sixth 
District  Branch  of  the  Medical  Society  of  the  State  of 
New  York,  Ithaca,  New  York,  Scientific  Program, 
September  28,  1960. 


of  penicillin. 

In  1944,  streptomycin  was  isolated.  In 
1945,  the  first  clinical  trials  were  made  of 
propylthiouracil.  This  was  the  beginning  of 
the  antithyroid  pharmacology  which  is  so 
extensive  now. 

In  1947,  the  first  of  the  tetracycline  anti- 
biotics, aureomycin,  was  discovered.  In 
1948,  we  had  the  widespread  availability  of 
radioactive  iodine  for  the  first  time.  In  1949, 
paraminosalicylic  acid  began  to  be  used 
in  tuberculosis. 

In  1949,  there  was  the  adrenal  revolution 
with  the  first  use  of  the  adrenal  steroids  as 
anti-inflammatory  agents.  In  1951  the 
first  clinical  trials  of  chlorpromazine  and  of 
the  isonicotinic  acid  derivatives  in  tuber- 
culosis took  place;  in  1955  the  first  clinical 
trials  of  oral  antidiabetic  agents  were  made ; 
and  in  1957  chlorothiazide  was  introduced. 
In  1958  the  antialdosterone  lactones  were 
introduced.  In  1959  the  synthetic  penicil- 
lins were  introduced. 

This  is  a formidable  list  of  things;  if 


October  15,  1961 


3425 


SYMPOSIUM  AND  PANEL  DISCUSSION 


you  were  to  go  out  to  a pharmacy  and  take 
an  inventory  of  how  many  prescriptions  are 
written,  I tliink  you  would  probably  find 
that  the  majority  of  prescriptions  that  are 
written  now  are  written  for  agents  related 
to  the  ones  I have  just  mentioned. 

We  have  in  our  title  the  word, “miracle,” 
and  I think  perhaps  that  deserves  some 
comment.  This  is  a word  that  tends  to  be 
used  rather  loosely  in  this  area,  and  I think 
we  had  better  discourage  its  use.  These 
drugs  are  no  more  miraculous  than  morphine 
or  general  anesthetics  or  digitahs  and  a few 
of  the  other  substances  that  have  been 
around  for  a number  of  decades,  and  I 
think  that  some  of  the  uses  of  the  word 
“miracle,”  particularly  by  people  who  have 
a proprietary  interest  in  some  of  these  drugs, 
is  a little  extravagant. 

Before  we  become  too  self-congratulatory 
about  these  drugs,  we  ought  to  realize  a 
number  of  things.  In  the  first  place,  most 
of  these  agents  are  used  in  diseases  of  un- 
known etiology;  the  fact  that  we  have  these 
empirically  derived  agents  to  use  in  these 
situations  does  not  relieve  us  of  the  respon- 
sibility or  the  obligation  of  trying  to  find  out 
as  much  as  we  can  about  the  pathophysi- 
ology of  these  disorders  so  that  eventually 
they  may  be  treatable  in  more  rational  ways 
than  they  sometimes  are  now. 

The  other  thing  that  I think  is  important 
to  keep  in  mind  throughout  this  discussion 
is  the  fact  that  when  we  talk  about  the  funda- 
mental mechanisms  of  action  of  a lot  of  these 
agents,  we  are  really  miraculously  ignorant. 
Incidentally,  this  is  true  also  for  digitalis, 
morphine,  and  the  anesthetics.  This  may 
not  interfere  much  with  the  empiric  use  of 
these  agents  in  clinics,  but  it  is  a rather 
humiliating  thought  to  some  of  us  who  do 
not  work  in  clinics. 

The  final  point  that  I would  like  to  make 
before  introducing  the  panel  speakers  is 
that  these  are  very  effective  and  very 
powerful  agents,  and  there  are  certain  cir- 
cumstances in  which  they  can  be  powerfully 
toxic  also.  In  some  cases,  what  is  referred  to 
as  the  potency  of  a drug  may  have  been  in- 


creased manyfold  by  some  kind  of  a molec- 
ular modification  of  the  drug,  but  the 
potency  to  produce  certain  undesired  side- 
effects  has  been  magnified  by  the  same 
process.  I hope  that  some  of  the  speakers 
will  address  themselves  to  this  particular 
point.  I hope  that  all  of  them  will  discuss 
not  only  some  of  the  beneficial  effects  of  these 
compounds  but  also  some  of  their  drawbacks. 

Our  first  speaker  is  Paul  A.  Bunn,  M.D., 
whose  subject  is  “Antibiotics,”  and  I think 
he  plans  to  spend  most  of  his  time  on  the 
synthetic  penicillins.  Dr.  Bunn: 

Antibiotics 

Paul  A.  Bunn,  M.D.  : A year  ago  there 
was  a conference  of  the  Sixth  District 
Branch  on  antibiotics  which  was  published 
subsequently  in  the  July  1,  1960,  issue  of  the 
New  York  State  Journal  of  Medicine.* 
In  that  conference,  there  were  two  state- 
ments that  I think  deserve  comment. 

The  first  of  these  statements  was: 

I might  add  that  one  of  these  days  we  will 
have  a new  oral  penicillin  preparation  which 
will  exceed  in  efficacy  of  absorption  both 
penicillin  V and  penicillin  G.  It  is  a syn- 
thetic and  there  will  be  a half  a dozen  similar 
products  available  soon. 

Later  in  the  panel  there  was  also  another 
statement  about  synthetic  penicilhns. 

They  have  a penicillin  preparation,  not  yet 
available  for  human  consumption,  which  be- 
cause of  its  properties  is  capable  of  bypassing 
penicillinase  activity  and  will  be  active  in  the 
presence  of  penicillinase.  The  reason  staphylo- 
cocci, for  example,  are  resistant  to  penicillin 
is  because  of  the  production  of  penicillinase, 
and  this  new  preparation  will  work  in  the 
presence  of  high  concentrations  of  penicillinase. 

I would  like  to  talk  about  those  two 
products  today.  I do  this  at  the  exclusion 
of  other  advances  in  the  area,  because  I 
think  these  are  the  most  interesting,  at 
least  to  us. 

I have  a general  opinion  that  although 
our  antibacterial  agents  are  now  very  power- 
ful, we  have  not  yet  reduced  the  number  of 
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potential  pathogens  capable  of  killing  us  all, 
and  the  ones  that  I am  talking  about  today 
actually  are  very  restricted  in  their  activity. 

Oral  Synthetic  Penicillin. — I would 
like  to  summarize  the  experiences  that  we 
intimated  a year  ago  at  this  conference  and 
which  now  have  been  published.  It  is  a 
summary  of  the  use  of  synthetic  penicillins 
by  the  oral  route  for  patients  who  have 
pneumococcal  disease.  We  had  25  patients 
with  pneumococcal  disease,  5 of  whom  had 
positive  blood  cultures.  With  the  use  of 
penicillin  given  orally  in  doses  of  250  mg. 
three  times  a day  the  responses  were 
eminently  satisfactory. 

There  are  two  or  three  comments  that 
deserve  to  be  made  about  oral  synthetic 
penicillins.  Incidentally,  there  are  half  a 
dozen  proprietary  names  for  this,  among  them 
Syncillin.  The  material  is  stable  in  acid.  It 
has  a remarkedly  increased  absorption  when 
compared  with  penicillin  G.  For  example, 
we  have  observed  that  about  40  per  cent  of 
it  can  be  recovered  from  the  urine,  which 
implies  exceedingly  better  absorption  from 
the  gastrointestinal  tract.  Obviously,  when 
one  talks  about  oral  therapy  for  the  treat- 
ment of  infection,  one  has  to  presume  that 
the  patient  has  a normally  functioning 
gastrointestinal  tract,  or  no  antibacterial 
agent  will  be  efficacious. 

Among  the  25  patients  whom  we  treated, 
there  were  no  deaths.  There  were  no  puru- 
lent complications,  and  the  responses  to  the 
resolution  time  of  the  pneumonia  was 
eminently  satisfactory. 

Dr.  Tepperman  has  suggested  that  per- 
haps we  ought  to  talk  a little  bit  about  the 
weaknesses  of  this  drug,  and  indeed  there 
are  several.  The  first  of  these  concerns 
hypersensitivity  reactions.  Penicillin  G has 
a reaction  rate  in  the  human  being  of  about 
3 per  cent.  It  has  been  observed  through 
the  last  year  of  the  experience  with  synthetic 
penicillin  given  by  mouth  that  this  3 per 
cent  rate  still  exists. 

On  the  other  hand,  there  is  an  interesting 
facet  to  it.  The  individual  who  is  hyper- 
sensitized  to  penicillin  G or  has  had  a 


reaction  to  penicillin  G can  tolerate  the 
new  synthetic  penicillin  without  necessarily 
continuing  or  exacerbating  that  reaction. 
In  other  words,  the  two  drugs,  penicillin  G 
and  the  new  synthetic  one,  may  be  immimo- 
logically  distinct;  there  probably  are  no 
cross  reactions  in  their  use. 

It  is  certainly  true,  however,  that  with  the 
wide  use  of  this  material,  as  with  penicillin 
G or  penicillin  V,  there  will  be  reactions,  and 
one  can  never  anticipate  having  a chemical 
free  of  all  evidences  of  hypersensitivity 
potential. 

I would  like  to  re-emphasize  one  statement 
that  was  made  a year  ago,  that  penicillin  V 
will  not  be  as  good  as  penicillin  152,  as  we 
called  it  at  that  time.  Actually,  the  two 
drugs  are  so  very  equal  in  their  potency  and 
in  their  degree  of  absorption  that  for  all 
intents  and  purposes — dosage,  expense,  and 
ease  of  administration — the  two  drugs, 
penicillin  152  and  penicillin  V,  are  equiv- 
alent. 

Synthetic  Penicillin  with  Penicillin- 
ase- Bypassing  Effect. — The  second  drug, 
which  is  much  more  interesting  to  me  and 
which  was  intimated  a year  ago  in  connec- 
tion with  the  penicillinase-bypassing  effect, 
I can  review  now. 

The  synthetic  penicillin,  actually  it  is 
chemically  named  2-6-dimethoxyphenyl  peni- 
cillin, is  a product  which  has  been  developed 
both  in  this  country  and  in  England  by  the 
Beecham  Laboratories.  It  has  a chemical 
formulation  with  the  same  base  as  penicil- 
lin G and  all  the  subsequent  preparations, 
but  it  has  the  very  unique  property  of  being 
able  to  act  against  the  growth  of  organisms  in 
the  presence  of  penicillinase.  As  an  aside, 
penicillinase  is  an  enzyme  which  is  elaborated 
by  a great  number  of  different  micro- 
organisms; when  it  is  present  in  a medium 
it  is  capable  of  neutralizing  the  antibacterial 
effects  of  penicillin.  Although  we  have  re- 
covered penicilUnase  from  a large  number  of 
different  organisms,  the  most  striking  ex- 
ample of  the  species  which  produces  it  the 
most  often  and  which  makes  treatment  of  an 
infe(;tion  \vith  it  so  very  difficult  is  that 
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which  is  produced  by  staphylococci;  it  has 
been  the  observation  (a  very  unique  ob- 
servation indeed)  that  penicillin  1497,  which 
is  the  name  for  the  drug,  is  active  in  the 
presence  of  high  concentrations  of  penicil- 
linase, the  details  of  which  I will  elaborate 
on  in  just  a moment. 

But,  in  brief,  this  new  synthetic  peni- 
cillin must  be  given  by  muscle  for  there  is 
no  intestinal  tract  absorption.  It  is  about 
twenty  times  less  active  on  a weight  basis 
than  is  penicillin  G,  and,  therefore,  if  one 
were  to  use  it  for  the  treatment  of  other 
infectious  diseases  such  as  pneumococcal 
pneumonia  or  gonorrhea  or  a variety  of 
others  which  respond  to  penicillin,  signifi- 
cantly more  would  be  required.  It  is 
thus  when  one  looks  at  the  blood  levels 
with  this  material,  one  is  impressed  by  the 
height  of  the  levels;  but,  considering  the 
fact  that  it  is  twenty  times  less  potent  on  a 
milligram-per-milligram  weight  basis,  it  is 
obvious  that  we  have  to  have  levels  twenty 
times  higher  than  those  which  are  produced 
by  penicillin  G. 

One  hour  following  a 1.5  Gm.  dose,  there 
are  concentrations  in  the  blood  of  about  12 
micrograms  per  milliliter  or  certainly  above 
10;  there  are  appreciably  higher  levels  with 
a 2 Gm.  dose.  At  two  hours  the  levels  with 
1.5  Gm.  are  still  up  at  the  level  of  10  which 
is  the  area  we  like  to  reach,  the  level  0.5 
microgram  being  the  level  which  we  like  to 
attain  with  the  use  of  penicillin  G;  even  at 
the  end  of  four  hours,  there  is  an  appreciable 
amount  left,  although  it  is  below  the  level  of 
effective  activity. 

If  one  were  to  design  a dose  schedule  for 
this  sort  of  a thing  with  ranges  in  the  neigh- 
borhood of  about  5 units  on  the  average, 
knowing  the  susceptibility  of  the  organism 
to  the  synthetic  penicillin,  it  is  perfectly 
evident  that  to  maintain  concentrations  in 
the  blood  at  5 units,  one  must  give  doses 
about  every  four  hours.  This  is  a disturbing 
feature  of  the  new  synthetic  penicillin  when 
one  considers  the  necessity  of  using  it  on  an 
outpatient  arrangement.  At  the  moment 
(and  I am  sure  this  will  change)  there  is  no 
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way  to  elevate  or  prolong  blood  concentra- 
tion. 

Tests. — There  has  been  the  war  of  the 
blood  levels  of  penicillin  and  tetracycline 
and  all  of  the  other  antibacterial  agents; 
I would  just  like  to  point  out  some  of  the 
weaknesses  of  evaluation  of  chemothera- 
peutic agents  by  the  single  test  of  concentra- 
tions in  the  blood. 

Taking  the  same  blood  specimen,  splitting 
it  four  or  five  different  ways,  and  using  dif- 
ferent kinds  of  testing  technics  to  measure 
it,  it  is  perfectly  evident  that  actually  with 
each  test  one  comes  out  with  a different 
answer. 

In  general,  there  are  two  kinds  of  testing 
technics  which  have  been  utilized  in  this 
country.  One  is  the  use  of  the  serial 
dilution  method  with  the  brain-heart  diffu- 
sion broth  as  the  fluid  in  which  one  meas- 
ures the  blood;  the  other  is  a little  cup 
plate  which  was  designed  originally  by  the 
English  and  is  still  the  most  commonly  used. 
With  either  method  a number  of  diluting 
fluids  can  be  used.  When  one  evaluates 
blood  levels,  it  must  be  remembered  that 
there  are  half  a dozen  ways  to  do  it  and  with 
each  way  there  is  going  to  be  a different 
answer. 

I mention  that  only  as  an  aside  because 
in  a recent  issue  of  the  New  England  Journal 
of  M edicine^  there  was  quite  a discussion  by 
a very  famous  antibiotic  specialist  of  these 
technics,  but  he  had  not  had  the  privilege 
of  working  with  all  kinds  of  technics  to 
compare  his  own  with  others. 

I suggest  that  penicillin  1497  will  be 
useful  only  in  staphylococcal  disease  and  in 
those  infections  in  which  the  staphylococci 
are  resistant  to  regular  penicillin.  Other- 
wise, it  is  impractical  to  use. 

Testing  this  material  for  its  ability  to 
bypass  penicillinase  is  a very  simple  pro- 
cedure. One  mixes  an  organism,  the  peni- 
cillin, and  penicillinase  which  one  can  pur- 
chase. It  is  perfectly  evident  that  when  one 
uses  penicillin  alone  one  can  sterilize  a test 
tube  or  approximately  sterilize  it  of  non- 
penicillinase-producing organisms.  When 
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penicillinase  is  added  to  this,  however,  these 
same  organisms  grow.  When  penicillinase 
and  penicillin  1497  are  used,  the  numbers  of 
organisms  are  decreased  to  zero. 

We  can  overcome  this  bypassing  effect 
by  increasing  the  concentration  of  peni- 
cillinase 1,000  times,  100  times,  and  actually 
30  times.  As  a matter  of  fact  when  it  is 
increased  100  times  or  1,000  times,  the 
concentrations  of  organisms  within  this 
medium  are  exactly  the  same  as  in  the  con- 
trol tube.  The  effectiveness  of  the  medium 
with  30  times  the  concentration  of  pencilli- 
nase  (that  is,  a penicillinase  unit  being  de- 
fined as  that  amount  which  will  neutralize 
one  unit  of  penicillin  in  twenty-five  minutes 
at  37  C.)  is  appreciable  for  eight  hours,  but 
after  the  eighth  hour,  the  penicillinase 
inhibits  the  activity  of  penicillin.  So  when 
we  talk  about  the  penicillinase-bypassing 
effect  of  the  drug  against  the  organism, 
this  is  a matter  of  relative  degree  and  is  not 
a whole  effect.  It  is  conceivable  that  with 
an  organism  producing  extraordinary 
amounts  of  penicillinase,  penicillin  1497 
may  not  work. 

We  repeated  the  same  experiment  with 
much  smaller  numbers  of  organisms,  and 
the  same  observations  obtained,  which  is 
one  of  the  characteristics  of  this  new  peni- 
cillin. It  is  remarkable  in  that  it  acts  just 
as  effectively  with  smaller  numbers  of 
organisms  as  it  does  with  huge  numbers  of 
organisms,  a phenomenon  which  is  not 
true  with  penicillin  G. 

We  have  had  a whole  series  of  patients, 
but  I shall  discuss  only  7 patients  here.  All 
of  these  had  staphylococcal  infections  with 
positive  blood  culture  with  serious  conno- 
tations, and,  actually,  if  we  had  not  treated 
them,  I am  sure  that  all  7 would  have  died. 
Had  we  used  penicillin  G or  a variety  of 
other  chemotherapeutic  agents  alone,  we 
would  have  expected  a 50  per  cent  mortality 
rate;  with  penicillin  1497  we  presumably 
cured,  bacteriologically  speaking,  all  7. 
Despite  this,  4 of  the  patients  died,  but  not 
from  infection.  They  died  anywhere  from 
two  to  thirty  days  after  because  of  their 


associated  serious,  debilitating,  but  non- 
infectious  disease;  this  is  the  first  time  that 
we  have  seen  a record  like  this. 

In  the  summary  presented  in  Syracuse 
recently  it  was'  reported  that  throughout 
the  country  there  have  been  some  200  of 
these  very  serious  kinds  of  staphylococcal 
disease  treated  in  which  a 50  per  cent 
mortality  rate  would  have  been  anticipated 
without  a good  drug,  and  the  mortality 
rate  had  fallen  to  about  10  per  cent.®  This 
is  a remarkable  achievement  indeed. 

There  is  one  other  thing  about  this  drug 
which  deserves  comment:  Dr.  Wehrle^ 
of  Syracuse  who  spoke  to  you  a year  ago 
here  tells  us  of  a physician  in  Iowa  City  who 
has  used  this  material  prophylactically  in 
nurseries  and  in  nasal  carriers  of  staphylo- 
cocci, and  for  the  first  time  in  the  history  of 
the  disease,  it  is  possible  with  the  prophylac- 
tic administration  of  penicillin  1497  to 
eradicate  the  nasal  carrier  state,  as  well  as 
prevent  the  colonization  of  staphylococci 
on  the  umbilical  stumps  of  newborn  infants. 

These  are  merely  other  evidences  of  the 
potency  of  this  chemotherapeutic  agent,  and 
I would  like  to  emphasize  that,  although  it 
works  in  this  fashion,  I am  not  so  sure  that 
this  is  a thing  that  we  should  anticipate 
doing.  It  is  quite  likely  that  an  umbilical 
stump,  for  example,  is  not  ever  going  to 
remain  sterile,  and  it  is  probably  true  that 
it  would  be  important  that  a physician 
control  what  organisms  get  onto  that  um- 
bilical stump.  Most  of  the  time,  however, 
staphylococci  are  available  in  hospitals,  and 
colonization  with  staphylococci  occurs  in 
about  80  per  cent  of  all  new  babies  born. 

In  spite  of  that  observation,  however, 
staphylococcal  disease  in  the  newborn  infant 
is  not  very  common.  In  periods  of  epi- 
demics in  nurseries  the  administration  of  one 
dose  of  penicillin  1497  will  prevent  an 
outbreak  or  interrupt  an  outbreak  once  it  is 
established;  but,  at  the  same  time,  I think 
we  have  to  remember  that  we  do  not  want 
to  sterilize  our  society  of  all  bacteria.  It’s 
not  likely  that  in  our  present  decade  we  are 
going  to  sterilize  a community  of  all  organ- 
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isms,  nor  indeed  do  I think  we  really  want 
to  do  that. 

Consequently,  this  is  not  a drug  to  be  used 
routinely,  but  it  is  a drug  which  will  be 
very  valuable  in  the  breaking  up  of  an 
epidemic  or  an  outbreak  at  one  period  of 
time  with  a single  simple  measure. 

There  are  many  weaknesses  of  penicillin 
1497,  one  of  which  has  been  mentioned: 
the  fact  that  it  has  to  be  given  frequently, 
at  a 1.5  Gm.  dose.  It  is  expensive  and  hard 
to  administer  to  patients  whose  muscles  are 
not  big  enough  to  take  continuing  doses  of 
this  order. 

The  second  weakness  is  that  it  is  a drug 
which  is  going  to  work  alone.  Actually 
there  has  been  demonstrated  a lack  of 
synergism  of  penicillin  1497  with  all  other 
known  chemotherapeutic  agents,  which  in 
itself  is  a disadvantage  in  certain  specific 
infections. 

There  is  a great  deal  more  work  which  is 
crying  to  be  done  in  this  area,  but  at  the 
moment  it  would  appear  that  penicillin  1497 
is  a lone  wolf;  however,  it  is  potent  enough 
to  stand  on  its  own  legs  so  that  I don’t 
think  that  this  is  going  to  be  necessarily  a 
serious  weakness. 

Like  penicillin  152  that  we  have  just 
talked  about,  this  is  a drug  which  is  im- 
munologically  distinct  from  all  other  peni- 
cillins. So,  this  can  be  given  in  the  presence 
of  overt  reactions  to  penicillin  G when  that 
becomes  necessary.  On  the  other  hand, 
it  is  a chemotherapeutic  agent  which  by 
itself  is  going  to  become  a very  real  problem, 
although  I am  hoping  it  will  stay  in  the  3 
per  cent  range. 

The  problem,  of  course,  is  going  to  be 
whether  or  not  it  maintains  its  activity  after 
wide  use  in  our  various  communities. 
I highly  suspect  that  it  will.  There  is  no 
reason  to  believe  at  this  time  that  im- 
munization, resistance,  or  other  deleterious 
factors  are  going  to  be  developed  because  of 
its  wide  use. 

I think  it  will  be  used  slowly  for  other 
reasons. 

Summary. — I have  talked  about  two 


S3mthetic  penicillins,  each  of  which  has  been 
brought  to  the  market  in  the  past  year. 
There  is  every  reason  to  believe  that  there 
are  now  going  to  be  newer  synthetic  mate- 
rials, and,  as  intimated  in  the  record  of  a 
year  ago,  I am  sure  that  the  next  one  is  going 
to  be  a penicillin  which  will  be  very  active 
against  many  gram-negative  organisms, 
and  we  can  look  forward  to  that  with  some 
enthusiasm  a year  hence. 
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Dr.  Tepperman:  I think  we  have  time 
for  a few  questions  from  the  floor,  if  there 
are  any,  for  Dr.  Bunn.  Yes,  sir? 

Question:  Dr.  Bunn  mentioned  that 
Dr.  Wehrle  had  found  that  one  dose  of  peni- 
cillin 1497  (125  mg.)  administered  would 
prevent  or  minimize  colonization  of  the 
umbilical  cord  with  staphylococci.  This  is 
administered  to  the  infant  at  birth?  Then 
you  were  saying  also  that  the  administration 
of  that  drug  could  minimize  colonization  of 
the  nose  of  the  carrier  also.  What’s  that? 
Is  that  a course  of  therapy? 

Dr.  Bunn:  Yes,  the  one  administered  to 
the  nasal  carrier  was  first  set  up  to  include  a 
standard  therapeutic  program  for  seven 
days.  This  is  a first  experience.  It  is 
going  to  be  elaborated  so  that  we’ll  know 
what  is  the  minimum  amount  that  will 
eradicate  carriers.  It  would  appear  that 
probably  four  days  is  going  to  be  enough. 
There  were  still  staphylococci  in  the  nose  at 
the  end  of  three  days.  But  this  is  a pro- 
gram which  has  not  yet  reached  full  bloom. 

Dr.  Tepperman:  Are  there  any  other 
questions  or  comments?  If  not,  I think 
we  can  go  on  to  the  second  paper.  David 
H.  P.  Streeten,  M.B.,  will  discuss  “Adrenal 
Steroids.”  Dr.  Streeten: 
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Adrenal  Steroids 

David  H.  P.  Strbeten,  M.B.  : When  we 
realize  that  prior  to  1949,  if  one  had  wanted 
to  treat  any  condition  associated  with 
adrenal  abnormalities,  there  would  have 
been  only  two  possibilities — either  to  take 
out  the  adrenals  and  see  the  patient  die  in 
consequence  or  to  administer  whole  adrenal 
extract  at  a frightening  expense  and  with 
very  little  success — and  that  since  then  we 
have  been  flooded  with  a large  number  of 
extremely  effective  agents,  then  I think  the 
revolution  which  has  taken  place  in  this 
short  period  of  time  becomes  clearly  evident. 

The  adrenal  produces  a large  number  of  dif- 
ferent steroids,  and  I cannot  possibly  deal 
with  more  than  a small  fraction  of  them. 
However  I would  like  to  state,  for  classifica- 
tion purposes,  that  there  are  three  main 
groups  of  steroids  produced  by  the  adrenal 
which  are  of  clinical  significance:  The  first 
are  the  androgens  or  hormones  which  pro- 
duce maleness,  the  second  is  aldosterone,  a 
salt-retaining  cOrticoid,  and  the  third  hydro- 
cortisone and  other  glucocorticoids. 

Androgens.^Wc  know  how  to  give 
androgens.  There  are  a large  number  of 
preparations.  If  we  want  to  make  anyone 
more  male  than  he  happens  to  be,  this  is  an 
easy  process.  There  are,  for  instance,  several 
preparations  of  testosterone,  and  we  just 
select  the  one  which  suits  our  purposes  best 
and  administer  it.  Overcoming  excessive 
androgen  production  is  not  quite  so  easy;  in 
women  who  happen  to  be  producing  too 
much  of  these  substances,  the  most  effective 
way,  at  present,  of  reducing  their  production 
is  to  inhibit  the  adrenal  production  of  all 
corticoids  by  giving  a glucocorticoid. 

Aldosterone. — We  can’t  administer  al- 
dosterone therapeutically  because  it  is  more 
precious  than  gold,  but  we  can  give  some- 
thing which  is  just  as  good,  9-alpha-fluoro- 
hydrocortisone,  when  mineralocorticoids  are 
indicated  for  therapy.  And,  in  fact,  the 
chemists  have  even  outdone  nature  because 
there  is  now  a preparation,  2-methyl,  9- 
alpha-fluorohydrocortisone,  which  is  even 
much  more  potent  than  aldosterone. 


For  therapeutic  purposes  one  of  the  main 
indications  for  mineralocorticoids  that  we 
recognize  at  the  moment  is  a rare  entity. 
This  is  postural  hypotension  which  responds 
very  well  to  9-alpha-fluorohydrocortisone, 
and  at  present  there  is  really  no  recognized 
therapeutic  need  for  aldosterone. 

When  we  are  faced  with  an  excess  of 
aldosterone,  which  is  a common  feature  of  a 
large  variety  of  different  diseases,  we  have  a 
number  of  ways  of  treating  this  excess.  One 
is  to  retnove  the  adrenals,  and  this  is  some- 
times the  best  thing  to  do.  However,  thanks 
to  the  steroid  chemists,  there  are  new  prep- 
arations available,  the  first  of  which  is  spir- 
onolactone (Aldactone),  one  of  a group  of 
compounds  which  contain  a lactone  ring  in 
the  17  position  of  the  steroid  nucleus  which 
“fools”  the  tissues  into  beheving  that  it  is 
aldosterone,  which  has  a similar  ring.  These 
substances  apparently  become  adsorbed  on 
receptor  sites  which  normally  are  occupied 
by  aldosterone,  and  aldosterone  is  kept  out 
of  the  receptor  sites,  so  that  in  spite  of  the 
fact  that  blood  levels  of  aldosterone  are  very 
high,  the  effects  of  this  hormone  are  antag- 
onized. Spironolactone  is  an  extremely  valu- 
able agent. 

As  an  example  I might  cite  a recent  patient 
with  cirrhosis  and  ascites.  This  patient  re- 
ceived all  the  usual  things,  Thiomerin, 
ammonium  chloride,  chlorothiazide,  and 
potassium  chloride,  both  together  and  sepa- 
rately; none  of  these  agents  did  anything  to 
the  weight  which  continued  at  the  same  level. 
The  sodium  intake  was  restricted  to  200  mg. 
daily  without  any  apparent  effect  from  any 
of  these  agents. 

Then  the  aldosterone  antagonist  was 
added,  and  there  was  a prompt  diuresis  and 
fall  in  weight,  with  the  appearance  of  sodium 
in  the  urine,  which  previously  had  always 
been  below  3 mEq.  per  day.  The  ascites  di.s- 
appeared  completely  in  three  weeks  and, 
incidentally,  in  this  particular  individual,  did 
not  return  when  the  drug  was  stopped.  I 
might  say  that  most  cirrhotic  patients  with 
ascites  do  not  have  this  good  fortune. 

This  example  serves  as  an  indication  of 
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what  this  drug  will  do.  If  the  drug  fails  to 
accomplish  this  by  itself  it  will  succeed  in  at 
least  9 out  of  10  cases  of  cirrhosis  with 
ascites  when  it  is  combined  with  chloro- 
thiazide and/or  with  adrenal  corticoids  of 
the  type  of  prednisolone.  The  use  of  spiron- 
olactone is  an  extremely  valuable  advance  in 
the  therapy  of  what  was  previously  an 
obstinate  condition,  frequently  responding 
only  to  paracentesis. 

The  next  advance  in  treating  aldosterone 
excess  was  the  introduction  of  a compound 
which  blocks  adrenal  11 -beta  hydroxylation. 
It  is  not  yet  on  the  market  but  probably  will 
be  in  the  near  future.  This  compound, 
which  is  now  kno\vn  as  SU-4885  (methopyra- 
pone),  by  inhibiting  11-beta  hydroxylation, 
prevents  the  adrenal  from  making  hydro- 
cortisone and  aldosterone.  It  thus  inhibits 
the  adrenal  production  of  two  different  hor- 
mones; being  unable  to  make  aldosterone, 
the  adrenal  makes  desoxycorticosterone  in- 
stead. Actually,  the  patient  has  just  as 
much  mineralocorticoid  activity  as  before 
but  without  hydrocortisone  production  or 
with  reduced  hydrocortisone  production. 
The  production  of  excessive  desoxycorticos- 
tcrone  is  prevented  by  the  concomitant  ad- 
ministration of  a glucocorticoid  which  in- 
hibits ACTH  release.  Now  we  have  our  first 
glimmering  of  an  agent  which  may  inhibit 
the  adrenal  from  producing  hydrocortisone. 
It  is  also  very  useful  for  a number  of  other 
purposes  for  the  discussion  of  which  there  is 
no  time  at  this  session. 

There  are,  therefore,  several  methods  of 
treating  excess  aldosterone  production,  and 
I think  that  these  methods  have  made  a big 
difference  to  that  vast  group  of  conditions 
which  are  associated  with  too  much  aldoster- 
one : almost  all  types  of  edema  and  some  of 
the  rarer  types  of  hypertension  about  which 
perhaps  Dr.  Caliva  will  have  something  to 
say. 

Glucocorticoids. — The  main  group  of 
adrenal  steroids  are  the  glucocorticoids,  par- 
ticularly hydrocortisone.  So  far  we  have 
had  no  means  of  inhibiting  the  adrenal  from 
producing  hydrocortisone  selectively;  this  is 
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a deficiency  which  in  the  future  might  be 
filled  perhaps  by  methopyrapone,  although 
this  remains  to  be  seen.  In  Cushing’s  syn- 
drome we’ve  had  to  remove  the  adrenals  or 
irradiate  the  pituitary ; which  of  these  treat- 
ments was  the  treatment  of  choice  is  some- 
thing we  can’t  go  into  now,  but  that  is  all  we 
could  do  to  a patient  who  was  producing  too 
much  hydrocortisone. 

We  have  had  a lot  more  help,  however,  in 
treating  the  patients  who  need  more  hydro- 
cortisone and,  thanks  to  the  pharmaceutical 
industry  and  the  steroid  chemists,  a vast 
group  of  steroids  is  now  available. 

First  of  all,  the  steroid  chemists  intro- 
duced a double  bond  in  the  1-2  position 
which  makes  prednisolone.  Prednisolone  is 
simply  delta- 1 hydrocortisone.  Delta- 1 re- 
fers to  an  unsaturated  group  in  the  1 position. 

The  next  change  was  the  introduction  of  a 
fluorine  atom  in  the  9 position  to  form  9- 
alpha-fluorohydrocortisone  which  pharma- 
cologists have  called  fludrocortisone.  Flu- 
orohydrocortisone  has  very  potent  mineralo- 
corticoid effects  and  also  greatly  increased 
glucocorticoid  effects.  However,  we  use  the 
mineralocorticoid  effect;  this  is  our  syn- 
thetic substitute  for  aldosterone. 

Once  the  delta-1  change  had  been  found  to 
produce  so  great  an  increase  in  the  potency 
of  the  corticoid,  all  of  the  companies  started 
from  delta-1  steroids,  so  that  Medrol  is 
delta- 1 6-methyl  hydrocortisone,  triamcinol- 
one is  delta-1  9-alpha-fluoro,  16-alpha- 
hydroxy  hydrocortisone,  and  dexamethasone 
has  a 9-alpha-fluoro  and  a 16-alpha  methyl 
group.  The  principle  here  is  that  increased 
glucocorticoid  potency  results  from  the 
delta-1  and  the  9-alpha-fluoro  substituent; 
but  the  9-alpha-fluoro  group  then  confers 
mineralocorticoid  potency  which  is  not 
wanted.  We  don’t  want  to  produce  edema 
when  we’re  treating  with  these  agents; 
therefore  a 16-hydroxy  or  methyl  group  is 
added  to  counteract  what  has  been  done  in 
terms  of  mineralocorticoid  potency  by  the 
9-alpha-fluoro  group. 

The  normal  daily  output  of  hydrocort  isone 
is  approximately  25  mg.  a day;  this  is 

New  York  State  J.  Med. 


1 


MIRACLE  DRUGS 


equivalent  to  approximately  5 mg.  of  pred- 
nisolone or  4 mg.  of  methylprednisolone. 
Dexamethasone  comes  in  a 0.75  mg.  tablet, 
approximately  equivalent  to  5 mg.  of  pred- 
nisolone and  25  mg.  of  hydrocortisone. 

What  have  the  drug  companies  accom- 
plished with  these  changes?  Certainly  not 
a reduction  in  price.  The  price  remains  the 
same  for  the  patient  who  takes  steroids.  Is 
the  toxicity  any  less?  Well,  we’ll  discuss 
toxicity  in  a moment.  Is  the  range  of  activ- 
ity any  greater?  We’ll  discuss  that  while 
summarizing  the  groups  of  conditions  for 
which  the  glucocorticoids  are  used,  and  I 
obviously  can’t  specify  each  condition  be- 
cause there  are  probably  150  conditions 
which  are  treated  very  satisfactorily  with 
corticoids  and  for  which  the  corticoids  may 
well  be  the  best  form  of  treatment. 

Let’s  just  deal  with  several  groups  of  them : 
first  of  all,  replacement  therapy,  which  is  an 
enlarging  field.  The  urgeons  are  cooperat- 
ing by  adrenalectomizing  and  hypophysec- 
tomizing  patients  for  malignant  disease,  and 
there  is  a large  group  of  patients  for  whom 
we  all  have  to  care,  all  needing  hydrocorti- 
sone every  day,  all  needing  mineralocorti- 
coids.  So,  we  have  to  know  how  to  give 
these  substances. 

In  general,  you  can’t  improve  on  nature 
really,  and  we  like  to  use  hydrocortisone 
rather  than  the  “synthetic”  steroids  for  these 
patients  in  approximately  25  to  35  mg.  doses 
daily.  There  are  a few  little  tricks  in  the 
administration  of  hydrocortisone,  the  most 
important  of  which  is  to  give  the  biggest 
dose  in  the  morning.  The  biggest  shock  in 
life  is  the  subconscious  anticipation  of  wak- 
ing up  in  the  morning.  That’s  when  one’s 
corticoids  reach  their  highest  blood  levels. 
By  bed  time  one  apparently  doesn’t  need 
such  high  levels;  in  fact  a big  dose  of  hydro- 
cortisone at  night  prevents  sleep.  The 
largest  dose  should  be  given  in  the  morning, 
15  mg.,  for  example;  10  mg.  should  be  given 
at  lunch  time  and  5 mg.  at  about  4:30  or 
5:00  p.M.  A patient  on  such  a schedule  is 
usually  very  comfortable. 

That  is  replacement  therapy.  There  is 


a lot  more,  of  course,  that  I have  to  leave 
out  in  this  subject;  but  essentially  it’s  very 
simple  to  treat  patients  with  adrenal  in- 
sufficiency from  the  point  of  view  of  their 
maintenance. 

Inflammatory  Conditions. — The  next 
subject  is  the  pharmacologic  use  of  the  gluco- 
corticoids, and  there  is  a vast  number  of  con- 
ditions which  are  so  treated.  The  first  group 
of  these  are  the  inflammatory  conditions; 
there  are  probably  15  or  20  of  these,  from 
tuberculous  meningitis  to  thyroiditis  or  irri- 
tative pneumonitis  resulting  from  hydro- 
chloric acid  fume  inhalation.  The  general 
principle  is  the  same  throughout.  The 
corticoids  are  given  to  minimize  inflamma- 
tory reaction  and  fibrosis  particularly  when 
it  is  deleterious  or  life-threatening. 

Nowadays  steroids  are  used  frequently  for 
anti-inflammatory  purposes,  and  it  is  quite 
stimulating  to  recall  that  when  we  first 
started  using  glucocorticoids,  the  main  con- 
traindication was  the  presence  of  tubercu- 
losis; and  now  this  is  quite  an  important 
indication  for  corticoid  therapy,  under  cer- 
tain very  carefully  specified  conditions.  The 
corticoids  have  been  shown  quite  conclu- 
sively to  be  of  great  value  in  the  treatment  of 
certain  types  of  tuberculosis;  but  tubercu- 
losis should  not  be  treated  with  corticoids 
unless  one  is  familiar  with  the  relevant  litera- 
ture and  unless  antibiotics  are  given  simul- 
taneously. 

Collagen  Diseases. — You  will  recall 
that  Philip  S.  Hench,  M.D.,  received  the 
Nobel  Prize  for  his  use  of  cortisone  in  rheu- 
matoid arthritis.  Most  arthritis  specialists 
since  then  have  stopped  using  the  steroids  for 
arthritis,  but  there  is  no  doubt  of  their 
efficacy.  The  main  reason  that  people  have 
stopped  using  them  and  the  pendulum  has 
swung  so  far  in  the  other  direction  is  because 
of  the  side-effects,  which  I hope  we  will  get 
to  in  a few  moments. 

In  general  the  steroids  are  very  effective  in 
most  of  the  collagen  disorders.  The  steroids 
will  not  remake  a degenerated  joint.  In  fact, 
the  joint  may  become  worse,  but  at  least  it  is 
less  painful.  They  will  not  remake  a kidney 
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which  is  destroyed  by  lupus.  They  may  pre- 
vent the  kidney  from  getting  worse,  however, 
and  this  in  itself  is  better  than  anything  that 
can  be  accomphshed  with  other  forms  of 
therapy. 

Allergy. — Steroid  therapy  is  used  in 
allergy  and  in  allergic  states.  lu  general 
the  principle  here  should  be  never  to  use  the 
corticoids  for  allergy  unless  the  patient  is 
really  badly  off  and  cannot  possibly  be 
handled  without  the  corticoids  by  someone 
-who  is  experienced  in  the  clinical  problems  of 
allergy.  The  use  of  corticoids,  except  by 
local  application,  should  be  restricted.  Local 
application  is  generally  safe  and  very  effec- 
tive, for  example  the  use  of  hydrocortisone 
eye  drops  in  an  allergic  conjunctivitis.  But, 
if  you  have  to  use  systemic  corticoids  in 
asthma,  never  use  them  unless  the  patient 
has  severe  asthma,  and  even  then  there  may 
be  better  things  to  do  because  of  the  chronic 
effects  of  steroid  therapy.  In  general, 
prednisolone  or  any  of  its  newer  analogues  is 
preferable  to  hydrocortisone  in  the  treat- 
ment of  inflammatory  and  allergic  disorders. 

Other  Conditions. — ^Another  group  of 
conditions  in  which  we  use  steroids  are  vari- 
ous endocrine  conditions.  For  instance,  we 
frequently  like  to  use  the  corticoids  to  sup- 
press ACTH  production  in  such  conditions 
as  female  pseudohermaphroditism  where  the 
adrenal  is  unable  to  synthesize  hydrocorti- 
sone and  is  being  stimulated  by  elevated 
ACTH  levels  to  secrete  excessive  amounts  of 
androgens. 

The  glucocorticoids  are  used  also  in  the 
treatment  of  conditions  in  which  there  is 
edema.  These  include  nephrosis  and  cir- 
rhosis. In  a cirrhotic  patient  who  is  in  liver 
coma  and  who  has  a high  bilirubin  (I  mean 
15  or  20  mg.  per  100  ml.)  severe  ascites,  and 
a serum  sodium  concentration  below  125 
mEq.  per  liter,  this  combination  is  lethal  in 
almost  all  instances,  particularly  when  the 
serum  sodium  is  very  low.  WeVe  had  a 
group  of  3 such  patients,  all  of  whom  were 
treated  with  massive  doses  of  glucocorticoids. 
One  individual  had  a semm  sodium  of  110 
mEq.  per  liter,  which  rose  rapidly  under 
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corticoid  therapy  without  any  effect  on  the 
body  weight.  Hydrocortisone  was  not,  in 
this  instance,  a diuretic  agent,  and  it  did 
not  produce  the  rise  in  serum  sodium  by 
increasing  water  excretion;  interestingly 
enough,  it  produced  a rise  in  body  weight  and 
a restoration  of  normal  cerebral  function. 
This  patient’s  hver  function  improved.  He 
was  able  to  eat  once  again,  and  finally  the 
hydrocortisone  was  stopped.  Ascitic  fluid 
was  withdrawn  by  paracentesis.  This 
patient  was  treated  long  before  spironolac- 
tone had  become  available.  My  follow-up 
ended  m 1958,  but  I happen  to  know  that  he 
is  still  alive  and  perfectly  well.  So,  hydro- 
cortisone may  play  a useful  part  in  the  treat- 
ment of  hyponatremias  of  this  type.  This  is 
an  unusual  use  of  glucocorticoids. 

There  are  many  other  possible  uses,  and 
perhaps  I’ll  just  mention  one  or  tw^o  of  them 
in  passing.  One  is  the  appetite-stimulating 
effect  of  glucocorticoids.  This  is  usually 
considered  a side-effect.  The  patients  eat 
too  much  and  become  very  obese ; one  little 
trick  to  overcome  this  is  to  use  triamcinolone 
which  has  very  few  advantages  and  many 
disadvantages  as  a glucocorticoid  but  w'hich 
actually  does  inhibit  the  appetite  and  which 
causes  weight  loss,  partly  from  loss  of  sodium 
and  partly  because  the  patient  eats  less.  On 
the  other  hand,  in  a case  where  you  would 
like  to  stimulate  the  appetite,  as  for  instance 
in  anorexia  nervosa,  the  corticoids  are  quite 
useful  and  very  frequently  will  break  the 
vicious  cycle  and  enable  the  more  chronic 
long-term  problem  to  be  dealt  with  success- 
fully by  a psychiatrist. 

One  can  use  the  steroids  in  inhibiting  pig- 
mentation in  patients  who  are  pigmented 
either  because  they  have  adrenal  insuf- 
ficiency or  for  other  reasons.  We  had  one 
interesting  woman  with  porphyria  and 
severe  pigmentation.  We  were  abk>  to 
lighten  her  color  quite  a few  shades  by  using 
prednisolone  therapy.  One  might  think  that 
this  is  not  a very  good  use  of  the  steroids,  and 
I would  entirely  agree  with  that  view,  but 
this  patient  was  much  troubled  by  her  pig- 
mentation, and  she  was  greatly  helped  by  this 

New  York  State  J.  Med.  ♦ 


MIRACLE  DRUGS 


treatment  which  was  only  temporary. 

Now  let  us  deal  very  rapidly  with  the 
complications. 

Complications. — The  normal  adrenal  is 
nurtured  by  ACTH  which  is  secreted  in  re- 
sponse to  a lowering  of  the  blood  level 
of  hydrocortisone.  Hydrocortisone  in  the 
blood  inhibits  the  production  of  ACTH,  and 
this  constitutes  a normal  homeostatic  mech- 
anism of  control  of  hydrocortisone  secretion. 

When  a glucocorticoid  is  given,  the  pitui- 
tary produces  less  ACTH.  In  consequence, 
adrenal  atrophy  occurs,  and  all  patients  on 
chronic  steroid  therapy  must  be  presumed  to 
have  an  adrenal  cortex  which  will  be  unre- 
sponsive to  a sudden  stress.  This  is  the 
most  important  of  the  side-effects  of  the 
corticoids,  but,  fortunately,  it  is  readily 
overcome;  the  main  way  to  overcome  it  is 
to  educate  the  patient.  Every  patient  on 
chronic  steroid  therapy  should  have  a card 
stating  that  he  is  on  such  therapy  and 
stating  specifically  what  he  is  to  be  given  in 
case  of  need.  The  maintenance  dosage  of 
steroids  should  always  be  doubled  or  quad- 
rupled in  conditions  of  stress.  A very  simple 
schedule  can  easily  be  given  to  the  patient. 
The  patient  has  to  know  of  these  needs,  and, 
even  more  important,  the  patient’s  wife  or 
husband  or  son  or  mother  or  whoever  is 
going  to  be  with  that  patient  should  be 
aware  of  the  necessity  of  increasing  the  dos- 
age when  stress  occurs.  If  the  recommended 
steroid  dosage  schedule  is  described  in  the 
patient’s  pocketbook  or  wallet,  anyone  find- 
ing such  a patient  unconscious  will  be  made 
aware  of  these  requirements. 

There  are  a number  of  other  complications, 
some  of  which  have  been  overcome  and  some 
of  which  have  not.  Edema  is  very  seldom  a 
complication  now  as  the  newer  corticoids 
seldom  produce  it.  There  are  two  serious 
complications  about  which  we  can  do  very 
little:  The  first  is  peptic  ulceration  which 
usually  occurs  in  long-term  steroid  therapy 
probably  as  a result  of  protein  depletion 
and  which  may  be  a manifestation  of  inani- 
tion. The  second  is  osteoporosis,  which  is 
the  most  troublesome  of  all.  There  is  very 


little  that  one  can  do  for  it.  Perhaps  the 
best  treatment  is  to  give  testosterone  or  some 
other  form  of  anabolic  agent  to  counteract 
the  protein  catabolic  effects  of  the  corticoids. 

Psychic  side-effects  are  still  troublesome 
occasionally.  These  are  less  common  now 
and  usually  yield  to  a reduction  of  the  dose, 
to  a more  intelligent  use  of  the  corticoids, 
and  to  the  use  of  potassium  supplements 
which  have  probably  reduced  psychic  com- 
plications in  those  patients  who  otherwise 
would  have  had  them. 

Conclusion. — In  conclusion  then,  I might 
say  that  there  are  still  a number  of  things 
that  have  to  be  done  to  make  steroid  therapy 
safer  for  the  patient,  particularly  in  the  field 
of  osteoporosis. 

Dr.  Tepperman:  Thank  you.  Dr. 

Streeten. 

Question;  Do  you  give  ACTH  at  the 
same  time  as  you  administer  the  corticoids? 

Dr.  Streeten:  This  has  been  done  by 
some,  and,  of  course,  by  administering 
ACTH  one  keeps  the  adrenal  from  under- 
going atrophy.  There  is  no  question  that  it 
can  be  done.  The  unfortunate  aspect  of  this 
approach  is  that  the  pituitary  is  not  pro- 
tected. When  that  patient  is  subject  to 
stress  he  may  be  in  just  as  bad  a position  as 
the  patient  who  doesn’t  get  the  ACTH  be- 
cause his  pituitary  may  fail  to  put  out 
ACTH;  it  doesn’t  help  him  to  have  adrenals 
that  are  capable  of  secreting  steroids  when 
there  is  nothing  stimulating  them  to  secrete. 
It  is  well  recognized  now  that  in  chronic 
adrenal  therapy,  ACTH  production  in  re- 
sponse to  stress  may  be  severely  impaired. 
And  I think  the  use  of  ACTH  misleads  one 
more  than  anything  else.  It  leads  one  to  be- 
lieve that  the  adrenals  will  respond  normally 
to  stress  whereas  they  may  fail  to  do  so. 

Question:  Is  there  a new  steroid  that 
acts  in  producing  an  elevation  of  tempera- 
ture? 

Dr.  Streeten;  Yes,  this  is  etiocholano- 
lone,  which  I didn’t  discuss.  This  is  a 17- 
ketosteroid  which  has  no  therapeutic  value 
as  yet.  Much  of  the  work  on  it  emanated 
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from  Yale;  Philip  K.  Bondy,  M.D.,*  and 
his  group  have  done  some  intriguing  work 
showing  that  some  types  of  periodic  fever 
may  result  from  an  apparent  inability  of  the 
liver  to  inactivate  etiocholanolone.  This  is  a 
rare  circumstance,  of  course. 

Question:  Supposing  a patient  came  to 
you  who  had  been  receiving  steroids  for  a 
long  time,  do  you  feel  that  the  indications  for 
it  no  longer  exist  if  the  patient  exhibits  a 
buffalo  hump  and  everything  else?  How 
would  you  proceed  to  try  to  withdraw  the 
steroids? 

Dr.  Streeten:  This  would  depend,  of 
course,  on  the  individual  case,  but  I am 
assuming  that  you're  quite  clear  that  there 
is  no  further  need  for  the  corticoid  and 
assuming  also  that  it  has  been  administered 
for  a long  time.  If  it  has  been  given  for  just 
a month  or  two,  steroid  therapy  can  be 
stopped  in  two  or  three  days.  There  is  no 
problem  at  all. 

Long-term  therapy  is  sometimes  very  dif- 
hcult  to  stop,  and  usually  the  best  way  of 
going  about  it  is  to  taper  the  dose  relatively 
slowly,  by  which  I mean  if  you  are  quite  sure 
that  there  is  no  rheumatoid  arthritis  or  lupus 
that  is  going  to  flare,  you  can  reduce  the 
dosage  over  about  two  weeks.  If  you  are  not 
so  sure,  you  may  have  to  take  two  months  to 
taper  the  do.sage,  and  this  might  be  best  done 
on  an  outpatient  basis;  but  usually  it  can  be 
done  over  a ten-day  to  two-week  period  by 
cutting  down  in  slow  decrements,  decreasing 
the  dose  slowly  to  zero.  Then  in  the  last  few 
days,  it  is  customary  to  administer  ACTH 
gel  to  stimulate  adrenal  secretion,  usually  in 
the  dose  of  something  like  50  units  every 
twelve  hours.  ACTH  gel  should  always  be 
given  twice  a day,  not  once,  in  spite  of  what 
some  of  the  manufacturers  claim. 

This  still  doesn’t  guarantee  that  when  you 
stop  the  ACTH  and  stop  the  corticoids  the 
patient  is  going  to  be  able  to  produce  his  own 
ACTH;  in  fact,  many  of  them  don’t,  and 
there  is  nothing  whatever  we  can  do  about 

* Bondy,  P.  K.,  Cohn,  G.  L.,  Herrmann,  W.,  and 
Crispell,  K.  R.:  The  possible  relationship  of  etio- 

cholanolone to  periodic  fever,  Yale  J.  Biol.  & Med.  30: 
395  (June)  1958. 


this.  All  one  can  do  is  to  taper  the  dose 
slowly  and  if,  when  one  stops  completely, 
the  patient  has  a severe  adrenal  crisis,  he 
should  be  given  a little  hydrocortisone,  and 
the  withdrawal  process  should  be  tried  again 
but  more  slowly.  Usually  one  will  succeed 
in  withdrawing  the  steroids  by  tapering  the 
dosage  more  slowly. 

There  might  be  the  occasional  circum- 
stance where  the  ACTH  producing  mecha- 
nism and/or  the  adrenal  steroidogenesis  have 
been  impaired  to  such  an  extent  that  you 
might  never  be  able  to  discontinue  steroid 
therapy.  But,  so  far,  I don’t  think  such 
cases  have  really  been  substantiated. 

Question:  Dr.  Streeten,  in  the  event  that 
a patient  has  been  receiving  steroids  for 
several  months  or  a year,  then  it  is  stopped 
and  he  comes  to  need  surger}'^  within  a 
period  of  from  six  months  to  a year  after 
the  cessation  of  steroids,  would  you  feel 
safe  in  starting  surgery  without  resuming 
steroids  over  the  surgical  period? 

Dr.  Streeten:  That’s  a very  important 
(luestion.  I am  glad  it  was  asked,  and  I 
shall  tiy  not  to  take  too  long  in  answering  it. 
The  answer  is  that  we  have  no  way  of  really 
knowing  in  any  one  patient  what  is  going  to 
happen,  but  there  are  a few  empiric  rules 
which  we  have  found  quite  satisfactory. 
Our  primary  rule  is : If  a patient  has  been  on 
corticoids  for  longer  than  one  month  within 
the  past  year,  take  no  chances.  One  patient 
went  eleven  months  after  steroid  therapy 
had  been  stopped  (I  think  it  was  at  the 
Mayo  Clinic);  he  was  subjected  to  surgery 
and  went  into  adrenal  crisis.  Eleven 
months  may  not  be  long  enough.  Maybe 
the  next  patient  will  go  into  adrenal  crisis  a 
year  and  eleven  months  after  the  end  of 
steroid  therapy,  but  you  have  to  draw  a line 
somewhere.  I think  a year  is  a fairly  safe 
period.  If  the  patient  stopped  receiving 
steroids  within  the  past  year  and  if  the  pe- 
riod of  administration  of  the  corticoids  is  more 
than  a month,  my  practice  is  always  to  pre- 
pare such  patients  for  surgery;  this  is  very 
simply  done.  You  give  200  mg.  of  hydro- 
cortisone free  alcohol  (Cortef)  the  day  before 


i 


3436 


New  York  State  J.  Med. 


MIRACLE  DRUGS 


surgery,  200  mg.  on  the  day  of  surgery,  150 
mg.  on  the  next  day,  100  mg.  on  the  day 
after  that,  and  then  in  the  course  of  the 
following  three  or  four  days  it  is  tapered  to 
zero.  Hydrocortisone  free  alcohol  is  the 
best  steroid  to  administer  intramuscularly, 
every  six  hours. 

Question:  I had  a patient  recently  who 
aspirated  talcum  powder.  Would  you  use 
cortisone  as  the  anti-inflammatory  drug  in 
that  case? 

Dr.  Streeten:  I can’t  claim  to  be  an. 
expert  on  talcum  pneumonitis.  I would 
think  that  if  the  pneumonitis  is  mild  and 
looks  as  if  it  is  resolving,  I wouldn’t  use 
steroids  to  knock  it  out.  On  the  other  hand, 
if  it  is  severe,  has  been  continuing  for  some 
time,  and  shows  no  sign  of  resolving,  I would 
have  no  hesitation  in  using  steroids,  and  I 
would  use  them  in  quite  large  doses,  for 
instance,  30  to  60  mg.  a day  of  prednisolone 
in  divided  doses.  When  the  desired  effect 
has  been  obtained,  the  dose  should  be  ta- 
pered. I think  one  would  have  to  individual- 
ize in  a circumstance  like  that.  If  the  condi- 
tion were  getting  better,  I wouldn’t  use  the 
corticoids;  if  it  were  not,  I would. 

Dr.  Tepperman:  I think  we  had  better 
get  on  with  our  program  now,  and  you  can 
have  the  privilege  of  asking  Dr.  Streeten 
other  questions  at  the  end  during  our  panel 
discussion. 

Now  we  come  to  the  age  of  anxiety  and 
the  development  of  the  tranquilizers  that  has 
happened  during  the  past  decade,  and  we 
have  asked  Otto  F.  Thaler,  M.D.,  to  discuss 
these  substances  with  you.  Dr.  Thaler. 

Tranquilizers 

Otto  F.  Thaler,  M.D.  : The  name  of 
miracle  drugs  I think  probably  reflects  our 
yearning  for  miracles  rather  than  our  ability 
to  perform  them.  In  1952  the  first  of  the 
phenothiazines  was  introduced  to  this 
country  from  France.  Since  then,  in  only 
eight  years,  tranquilizers  have  become  the 
single  most  frequently  prescribed  group  of 
drugs,  with  the  sales  volume  running  yearly 
into  hundreds  of  millions  of  dollars.  By  the 


latest  count,  there  are  now  66  such  drugs  on 
the  market.  This  count  I believe  does  not 
include  the  sister  category  of  the  tranquiliz- 
ers, the  so-called  energizers  or  antidepres- 
sants which  seem  to  have  become  particularly 
popular  recently. 

To  illustrate  the  difficulty  with  which  the 
practicing  physician  is  faced  in  trying  to 
evaluate  the  effectiveness  of  these  drugs,  I 
will  quote  two  independent  estimates  of  one 
of  the  newer  ones  of  them,  methaminodiaz- 
epoxide  (Librium),  first  of  all,  an  advertise- 
ment which  has  appeared  in  recent  publica- 
tions. 

Librium  and  the  66  tranquilizers : The  era  of 
tranquilizers  that  preceded  Librium  saw  a long 
succession  of  drugs,  66  by  the  latest  count, 
and  yet  today  Librium  is  considered  by  many 
clinicians  as  the  successor  to  this  entire  group. 
The  reason?  The  physican  can  manage  more 
patients  and  control  a wider  area  of  anxiety- 
linked  symptoms  with  Librium  than  with  any 
tranquilizer  or  group  of  tranquilizers.  Librium 
is  the  biggest  step  yet  toward  “pure”  anxiety- 
relief  as  distinct  from  central  sedative  or  li3'p- 
notic  action.  New  Librium,  the  successor  to 
the  tranquilizers ! 

Second,  this  is  an  excerpt  from  a medical 
letter  on  drugs  and  therapeutics,  published 
in  New  York  by  a nonprofit  group  of  phy- 
sicians: 

Librium:  Librium  is  claimed  to  be  virtually 
specific  for  the  relief  of  anxiety  and  tension. 
It  is  possible  that  evidence  still  to  be  produced 
will  show  that  Librium  is  a valuable  therapeu- 
tic agent,  but  a careful  review  of  published 
reports  and  discussions  with  investigators  in 
this  field  raise  many  questions  about  the 
claims  of  remarkable  effectiveness  and  ver- 
satility. Without  exception,  the  published 
reports  are  derived  from  completely  uncon- 
trolled studies.  No  effort  was  made  to  keep 
either  the  patient  or  the  investigator  blind,  to 
use  placebos,  to  randomize  the  patient  group, 
or  to  observe  any  of  the  established  disciplines 
of  the  controlled  clinical  trial.  One  authority 
consulted  by  the  medical  letter  found  the  drug 
of  little  value  for  psychotic  patients  in  trials 
which  were  under  his  supervision.  The  ap- 
praisal of  drug  therapy  in  psychoneurotic 
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patients  is  exceedingly  difficult,  and  there  will 
be  room  for  scepticism  about  the  special  value 
of  Librium  for  Such  patients  until  sound  evi- 
dence has  been  provided  by  well  controlled 
clinical  studies.' 

Similarly,  more  glaring  comparisons  can 
be  made  between  other  advertising  claims 
and  other  more  objective  evaluations.  On  a 
little  reflection,  it  seems  rather  unlikely  that 
in  a period  of  eight  years  one  could  expect 
adequate  scientific  evaluation  of  66  new 
drugs  for  use  in  such  complex  and  at  times 
ill-defined  conditions  as  constitute  the  total 
spectrum  of  emotional  disorders.  Indeed, 
very  few  of  them  have  been  studied 
adequately  according  to  the  standards  of 
modern  drug  research.  Hardly  any,  I would 
say,  have  been  studied  to  satisfy  the  stand- 
ards of  modern  psychiatric  research  where 
the  problems  of  methodology  are  very  dif- 
ferent from  those  in  the  field  of  organic 
medicine. 

The  influence  of  the  aggressive,  strident 
advertising  campaigns  must  be  considered 
in  the  confusion  reigning  currently  among 
practicing  physicians  of  all  specialities  re- 
garding the  uses  of  this  ever  more  rapidly 
increasing  and  already  vast  array  of  so-called 
wonder  drugs.  The  phraseology  of  the  ad- 
vertising men  is  so  insistent  that  it  seems  to 
creep  even  into  seemingly  serious  scientific 
papers. 

There  are  those  tvho  find  it  surprising  that 
so  few  of  our  psychiatric  colleagues  have 
embraced  this  new  miracle-producing  chem- 
otherapy. 

What  surprises  me  is  that  so  many  have 
done  so  and  so  uncritically.  The  September, 
1960,  issue  of  the  American  Journal  of 
Psychiatry  in  its  advertising  pages  devotes 
30  out  of  43  pages  of  advertising  to  the.se 
drugs  or  to  other  drugs  designed  to  reduce 
the  side-effects  of  the  first  ones. 

One  of  the  most  aggressive  advertisers 
that  I have  met  with  so  far  (and  I shall 
speak  about  his  product  a little  bit  later) 
reminds  me  almost  daily  of  the  virtues  of 
his  product  and  its  host  of  derivatives,  with 
on  some  days  three,  four,  and  more  pieces  of 


literature  in  my  mailbox.  In  addition,  I 
often  receive  several  boxes  of  free  samples  on 
the  same  day  from  this  drug  house;  and,  to 
make  sure  of  my  good  will,  they  have  sup- 
plied me  with  a fair-sized  record  library  of 
classical  music,  unsolicited  by  me,  and  fol- 
lowed it  up  by  a questionnaire  about  my 
preferences  in  musical  style  and  form  for 
their  guidance,  presumably  to  seduce  me 
more  easily. 

A recently  received  selective  bibliography 
of  articles  on  the  use  of  this  particular  drug 
(it  is  meprobamate)  distributed  by  the  manu- 
facturer and  conveniently  arranged  by  sub- 
ject matter,  alphabetically,  includes  re- 
ports on  the  clinical  “application”  of  this 
drug  under  the  following  headings:  anxiety 
and  tension  states,  alcoholism,  allergy, 
anesthesia,  cardiovascular  disorders,  brain- 
damaged children,  disturbed  children  and 
enuretic  children,  retarded  children,  dental 
practice,  depression,  gastrointestinal  dis- 
orders, geriatrics,  tension  headaches,  vas- 
cular headaches,  hyperthyroidism,  insom- 
nia, motion  sickness,  the  whole  field  of  ob- 
stetrics and  gynecology,  poliomyelitis,  back 
pain,  cancer  pain,  chronic  pain,  premenstrual 
tension,  psychoses,  neuroses,  schizophrenia, 
stuttering,  surgery,  musculoskeletal  dis- 
orders (I  will  not  quote  the  whole  list  of 
those;  there  are  about  ten  or  fifteen  of  them), 
convulsive  states,  and,  finally,  because  it  is 
the  end  of  the  alphabet,  veterinary  practice. 
The  manufacturer  of  a rival  product  sent 
me  a premium  for  my  personal  use.  It  is  a 
pillow  to  rest  my  neck  which  says  on  the 
label  “Peace  of  Mind”  on  the  one  side  and 
the  name  of  the  drug  on  the  other. 

The  physician  who  attempts  to  evaluate 
these  drugs  for  himself  is  greatly  limited 
both  by  the  quantity  and  by  the  limited 
variety  of  the  clinical  material  which  is 
available  to  him.  Therefore,  I think  it 
proper  to  tell  you  a little  about  my  own 
clinical  experience  through  which  I have  at- 
tempted to  evaluate  some  of  these  medica- 
tions. 

It  has  been  for  some  years  as  teacher  and 
clinician  on  an  active  psychiatric  inpatient 
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service,  situated  in  a general  hospital  and 
limited  for  the  most  part  to  acute  and 
fairly  short-term  cases.  I also  conduct  a 
small  part-time  practice  which  is  fairly 
varied  and  consists  mostly  of  outpatients  in 
the  psychiatric  department. 

Based  on  this  experience,  limited  as  it  is, 
I divide  the  tranquilizing  drugs  into  two 
major  groups.  By  far  the  larger  of  these 
two  groups  I consider  useless  in  the  rational 
practice  of  medicine.  These  drugs  seem  to 
act  largely  as  would  a placebo,  and  their 
erratic  effects,  if  any,  are  difficult  to  explain 
as  a result  of  prescribing  the  drug,  nor  is  it 
possible,  most  of  the  time,  to  duplicate  their 
effects  in  either  the  same  patient  or  in  dif- 
ferent patients. 

In  the  other,  smaller,  group  there  are  some 
seemingly  pharmacologically  potent  drugs. 
As  with  other  potent  drugs,  their  side-effects 
tend  to  be  potent  also.  Therefore,  they 
must  be  used  carefully  and  with  full  knowl- 
edge of  both  their  limited  therapeutic  range 
and  their  possible  dangers. 

Phenothiazines. — The  phenothiazines 

belong  to  this  group.  They  include  chlor- 
promazine  (Thorazine),  prochlorperazine 
(Compazine),  promazine  (Sparine),  and 
others.  The  phenothiazines  have  been  most 
useful  so  far  in  the  treatment  of  selected 
severely  disturbed  psychiatric  inpatients 
where  often  they  greatly  facilitate  manage- 
ment and  at  times  seem  to  accelerate  recov- 
ery. Except  for  such  former  inpatients  who 
now  have  to  be  maintained  on  drugs  on  an 
outpatient  basis,  I believe  that  the  use  of 
the  phenothiazines  in  ambulatory  outpatient 
office  treatment  is  very  limited. 

Side-reactions  to  these  drugs  are  frequent, 
and  they  are  at  times  severe.  The  most 
dramatic  of  these  side-reactions  are  the 
extrapyramidal  symptoms  which  range  from 
mild  to  severe  and  which  occur  in  a siz- 
able percentage  of  patients  given  therapeutic 
dosages  of  these  drugs.  These  extrapyra- 
midal  symptoms  are  as  severe  when  they  do 
occur  at  times  as  any  that  I have  ever  seen 
on  a neurologic  basis.  The  possibility  of 
the  occurrence  of  these  potentially  disabling 


symptoms  has  to  be  weighed  carefully  against 
the  need  for  using  these  drugs. 

Also,  it  has  been  reported  more  recently 
that  these  Parkinsonian-like  symptoms  at 
times  do  not  remit  as  readily  after  cessation 
of  the  drug  as  has  been  believed  previously, 
and  in  some  cases  it  has  been  reported  that 
they  existed  for  months  aftgr  the  drug  was 
withdrawn. 

One  can  imagine  the  psychologic  effect  on 
an  already  emotionally  disturbed  patient  of 
finding  that  he  cannot  control  his  motor 
apparatus  when  the  side-effects  of  this  drug 
are  at  their  height.  This  pan  be  disastrous 
for  the  patient. 

The  synergistic  action  of  these  drugs  with 
other  hypnotic,  sedative,  or  narcotic  drugs, 
including  alcohol,  should  also  be  kept  in 
mind  in  their  use. 

Meprobamate.' — Another  drug  used  ex- 
tremely widely  in  office  practice  which  seems 
to  have  some  pharmacologic  action  and  the 
trade  name  of  which  by  now  has  entered  the 
language,  the  folk  lore,  and  even  the  popular 
wit  is  meprobamate.  The  action  of  this 
drug  is  not  unlike  that  of  the  barbiturates, 
though  I feel  it  is  not  as  reliably  predictable. 
If  it  is  used  at  all,  I should  restrict  its  use  to 
short-term  acute  situations  and  avoid  keep- 
ing the  patient  on  it  for  any  length  of  time. 

Patients  vary  greatly  in  their  sensitivity 
to  its  effects.  Some  who  use  it  as  nighttime 
sedation  report  that  they  can  sleep  like 
logs  on  200  mg.  or  half  a tablet.  Others  can 
take  several  400-mg.  tablets  without  any 
effects.  One  patient  reported  that  he  got 
wonderful  results  from  one  tablet  of  Mil- 
town,  400  mg.,  when  taken  at  night;  he 
slept  like  a logand  it  relaxed  him  for  the  whole 
next  day,  while  the  same  amount  of  Equanil 
did  nothing  at  all  for  him.  Strangely 
enough,  this  patient,  a professional  person, 
knew  the  identical  composition  of  the  two 
drugs. 

The  most  serious  difficulty  about  mepro- 
bamate is  that  in  contrast  to  its  initial  ad- 
vertising, it  has  been  found  to  be  addictive 
if  taken  over  a prolonged  period  of  time,  and 
patients  who  have  been  taking  increasing 
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amounts  for  a long  period  of  time  experience 
withdrawal  symptoms  when  the  drug  is 
discontinued.  These  symptoms  may  be  as 
severe  as  those  resulting  from  the  abrupt 
withdrawal  of  barbiturates,  including  the 
possibility  of  convulsive  seizures.  I would 
like  to  add  parenthetically  that  I do  not  be- 
lieve that  there  is  any  pharmacologically  ac- 
tive drug  which  is  not  potentially  habit- 
forming, and  any  advertisements  to  the 
contrary  I believe  are  not  true.  I do  not 
say  addictive  in  the  physiologic  sense,  but 
potentially  habit-forming,  which  means  that 
once  patients  are  taking  it  they  continue  to 
depend  on  it.  Whether  or  not  it  will  become 
habit-forming  depends  on  the  personality  of 
the  patient  rather  than  on  the  type  of  drug. 

Antidepressant  Drugs. — The  antide- 
pressant drugs,  which  are  comparatively 
much  newer,  are  perhaps  even  harder  to 
evaluate.  This  is  owing  in  part  to  the  diffi- 
culty offered  by  the  diagnosis  of  different 
degrees  of  depression  and  different  kinds  of 
depression.  This  requires  skill  and  clinical 
sophistication  at  the  level  of  the  specialist. 

There  is  great  danger  in  using  these  drugs, 
untested  as  for  the  most  part  they  are,  in 
that  they  tend  to  lull  the  physician  into  a 
false  sense  of  security.  He  thinks  that  he  is 
actively  treating  a depressed  patient,  and 
therefore  he  may  be  less  alert  to  potentially 
developing  danger  signals.  He  may  over- 
look the  possibility  of  suicide  in  a severely 
depressed  patient  because  the  patient  is, 
after  all,  on  drugs  and  therefore  supposedly 
safe. 

As  of  today  I know  of  no  drug  on  the 
market  to  which  I would  trust  the  treatment 
of  a psychotic  depression  on  an  outpatient 
basis. 

I would  like  also  to  remind  you  of  the  cost 
of  keeping  a patient  on  tranquilizing  or  anti- 
depressant medication  for  a period  of  time. 
Regardless  of  dosage,  the  co.st  of  these 
medications  seems  to  be  remarkably  uniform. 
It  runs  between  10  to  12  cents  a pill,  re- 
gardless of  the  dosage,  and  the  suggested 
dosage  is  usually  3 to  6 or  more  pills  a day. 
A patient,  therefore,  may  spend  between 


$4  and  $10  a week  on  medication  over  a 
long  period  of  time.  It  has  been  my  experi- 
ence that  once  started  on  tranquilizers  it 
is  the  fate  of  many  patients  to  be  kept  on 
one  or  another  kind  of  similar  medication 
almost  indefinitely.  Rarely  do  I see  a re- 
ferred patient  in  my  office  who  has  not  al- 
ready received  anywhere  from  3 to  5 or  more 
different  tranquilizers  over  a period  of 
several  months  before  referral  is  finally 
made  for  psychiatric  treatment. 

Generally  in  the  treatment  of  emotional 
conditions  with  drugs  over  a period  of  time 
we  should  be  aware  of  a number  of  dangerous 
pitfalls.  Psychiatry  has  been  in  the  fore- 
front of  modern  medicine  in  establishing  as 
basic  the  concept  of  multiple  causality  in  all 
illnesses.  While  this  concept  increases  the 
complexity  of  medical  practice,  we  feel  that 
it  corresponds  more  closely  to  the  observable 
facts  than  the  previous  more  restricted  views 
and  allows  a more  subtle  and  sophisticated 
approach  to  problems  of  health  and  disease 
than  has  been  available  to  us  heretofore. 
The  indiscriminate  use  of  this  new  class  of 
drugs  known  as  the  tranquilizers,  which  offer 
a one-shot  cure  for  some  of  the  most  complex 
psychopathologic  conditions  afflicting  man, 
puts  us  in  danger  once  more  of  falling  prey 
to  the  misleading  fallacy  of  the  single 
cause  which  would  yield  to  the  single  and 
magical  remedy. 

The  scientific  study  of  the  doctor-patient 
relationship  and  the  recognition  of  its  para- 
mount potency,  as  well  as  its  rational  and 
deliberate  use  in  enhancing  the  patient’s 
own  recuperative  powers,  has  been  another 
contribution  of  modern  psychiatry  to  the 
field  of  medicine.  After  their  initial  neglect 
of  these  new  insights,  the  drug  houses  have 
felt  moved  to  pay  lip  service  to  them  by  as- 
suring us  that  their  drugs  facilitate  this 
relationship  between  the  doctor  and  the 
patient,  reducing  the  anxiety  of  the  patient 
.so  that  he  can  “relate  better.” 

What  is  overlooked  is  that  most  of  these 
drugs  seem  to  have  no  reliable  effect  on 
anxiety  in  the  first  place;  that  their  use 
tends,  moreover,  to  dilute  the  relationship 
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both  for  the  patient  and  for  the  doctor  who 
tend  to  focus  on  the  drug  and  its  questionable 
effects  rather  than  on  working  out  the 
patient’s  problem;  and  that  if  a temporary 
relief  of  symptoms  is  obtained  for  whatever 
reason,  the  claim  for  cure  often  merely  hides 
the  postponement  of  definitive  treatment. 
A more  overriding  concern,  even  if  these 
drugs  are  specific  for  anxiety  as  they  are 
claimed  to  be,  is  the  role  of  anxiety  as  a 
motivating  force  for  treatment.  The  in- 
definite suppression  of  anxiety  with  the 
aid  of  drugs  may  rob  the  patient  of  the  op- 
portunity to  get  more  definitive  help.  Per- 
haps fortunately,  such  specificity  does  not 
seem  as  yet  to  exist  in  the  available  arma- 
mentarium of  tranquilizers. 

Also,  encouragingly,  there  seems  to  have 
been  within  the  last  year  or  two  an  increas- 
ing interest  in  the  clinical  and  objective  ap- 
praisal of  some  of  these  remedies,  and  more 
and  more  questions  are  being  raised  in  the 
literature  about  the  effectiveness,  the  indi- 
cations, and  the  dangers  of  both  the  potent 
and  the  impotent  miracle  drugs. 

It  is  perhaps  paradoxic  that  in  one  of  his 
last  publi.shed  writings  Sigmund  Freud  ^ in 
1938  said;  “The  future  may  teach  us  to  in- 
fluence the  distribution  and  quantity  of 
psychic  energy  in  the  psychic  apparatus 
directly  with  the  aid  of  specific  chemical 
substances.” 

This  time  was  not  at  hand  in  1938.  It 
has  not  come  to  pass  in  1960.  For  the  sake 
of  the  welfare  of  our  patients  and  for  the 
sake  of  our  own  scientific  integrity,  we  should 
remain  alert  and  critical  in  our  evaluation 
of  these  new  miracle  drugs. 
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Dr.  Tepperman:  I don’t  know  about 
you,  but  I think  this  is  one  of  the  finest 
breaths  of  fresh  air  that  has  been  breathed 
into  this  subject  in  a long  time. 

Are  there  any  questions  or  comments? 


Question:  There  have  been  some  good 
clinical  reports  about  carisoprodol  (Soma) 
which  is  an  allied  product  of  the  tranquilizers. 
Could  you  make  some  comments  on  it  with 
respect,  for  example,  to  cerebral  palsy? 

Dr.  Thaler:  So  far  as  I know,  the  drug 
is  a combination  of  meprobamate  with 
something  else.  I have  not  used  it  my.self, 
and  I am  not  well  informed  about  its  use.  I 
do  know  that  the  physician  who  developed 
meprobamate,  Dr.  Berger,  originally  was 
interested  in  finding  drugs  for  the  relief  of 
spasticity,  and  I believe  meprobamate  was 
used  in  one  of  these  trials  that  he  made  with 
antispasmodic  drugs  in  muscle  spasticity 
and  striated  muscle.  I have  no  other  in- 
formation about  carisoprodol.  I have  not 
seen  any  of  the  reports  on  it. 

Question:  Do  you  feel  as  strongly 

about  tranquilizers  as  a long-term  therapy 
as  about  barbiturates? 

Dr.  Thaler:  Yes,  indeed.  I think  the 
American  public  is  probably  the  most 
overdrugged  public  in  the  world.  This  is 
probably  one  area  where  we  are  definitely 
ahead  of  Russia!  The  use  of  the  barbitu- 
rates on  a long-term  basis  is  perhaps  even 
more  dangerous  than  that  of  meprobamate 
in  that  the  withdrawal  symptoms  with 
barbiturates  occur  more  frequently  and 
perhaps  are  more  severe.  They  are  similar 
to  those  of  meprobamate.  I have  found 
that  in  medical  school  (at  least  in  my  ex- 
perience) it  is  rarely  emphasized  how  severe 
the  withdrawal  effects  of  the  barbiturates 
are  and  that  convulsive  seizures  are  very 
common  in  patients  who  have  taken  large 
doses  of  barbiturates  over  long  periods  of 
time. 

I remember  one  patient  admitted  to  a 
psychiatric  ward  with  another  condition. 
We  did  not  know  that  the  patient  had  been 
taking  barbiturates  over  a long  period  of 
time;  therefore  the  patient  was  withdrawn, 
that  is,  we  didn’t  give  her  any  barbiturates, 
which  we  would  have  done  othenvise,  and 
she  went  into  what  seemed  like  status  epi- 
lepticus  and  fractured  three  of  her  thoracic 
vertebrae  in  the  process  with  convulsions. 
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I would  be  very  careful  about  barbiturates. 

I think  that  one  should  be  particularly 
careful  about  giving  barbiturates  to  aged 
people.  Aged  people  are  extremely  sub- 
ject to  delirium  resulting  from  the  barbitu- 
rate drugs.  I think  Romano*  some  years 
ago  did  some  studies  on  the  effects  of  small 
amounts  of  barbiturates  on  aged  persons 
and  found  that  the  electroencephalogram 
showed  the  effects  of  even  a quarter  grain 
three  times  a day  of  phenobarbital  in  aged 
people  weeks  after  the  drug  had  been  given. 
I think  at  times  what  happens  is  that  an 
agitated  elderly  person  is  given  barbitmates 
to  reheve  the  agitation,  and,  instead  of  being 
relieved  of  the  agitation,  the  person  becomes 
delirious  as  a result  of  the  barbiturates.  The 
agitation  is  increased;  more  barbiturates  are 
given.  One  gets  into  a vicious  cycle. 

I would  say  that  the  use  of  these  drugs 
should  be  restricted  to  short-term  use  in 
other  than  elderly  people. 

Question:  Would  you  qualify  this  dif- 
ferentiation between  habituation  as  it  per- 
tains to  barbiturates  and  the  specific  dose? 
Are  you  talking  about  several  grains  at 
night  versus  a quarter  grain  three  or  four 
times  a day? 

Dr.  Thaler:  I think  a quarter  grain  of 
barbiturate  is  probably  almost  a homeo- 
pathic dose.  I don’t  think  a quarter  grain 
of  barbiturate  three  times  a day,  except  in 
elderly  persons,  would  worry  me  very  much 
over  a period  of  time. 

Question:  Would  a half  a grain  twice  a 
day? 

Dr.  Thaler:  A little  bit  more,  yes. 

Question:  Are  you  afraid  of  addiction 
on  a half  a grain  of  phenobarbital  three 
times  a day? 

Dr.  Thaler:  I am  afraid  not  of  addic- 
tion so  much  as  of  the  fact  that  after  a while 
the  half  a grain  is  not  going  to  be  enough 
and  the  patient  is  going  to  want  more  and 
may  take  more  whether  or  not  it  is  pre- 
scribed; then  I think  the  problem  of  addic- 
tion will  arise. 


* Personal  communication. 


Actually,  there  are  two  aspects  to  addic- 
tion. One  is  a physiologic  one,  and  the 
other  is  a psychologic  one.  In  physiolgic 
addiction,  we  refer  to  the  effect  that  the 
withdrawal  of  the  drug  has  on  the  physiol- 
ogy of  the  organism.  However,  I believe 
addiction  cannot  be  estabhshed  unless  cer- 
tain psychologic  grounds  are  present  in 
which  it  can  grow  so  that  a patient  who  is 
liable  to  become  addicted  might  become 
addicted  to  almost  anything.  Obesity  is 
an  addiction  to  food;  alcoholism  is  an  addic- 
tion to  alcohol;  and  there  are  specific  cer- 
tain types  of  interpersonal  relationships 
which  might  be  labeled  addictions  also,  if 
you  speak  of  the  psychologic  aspects. 

Question:  Dr.  Thaler,  would  you  mind 
making  a comment  on  the  possibility  of 
reactive  depression  following  the  withdrawal 
of  energizer  drugs? 

Dr.  Thaler:  Yes.  First  I might  say 
also  that  in  administering  the  tranquihzer 
drugs  and  particularly  chlorpromazine  and 
the  reserpine  series  that  came  out  earlier, 
we  found  that  these  might  cause  serious  de- 
pressions, and  I think  this  was  found  in 
treating  hypertension  with  these  drugs. 

There  is  a difficulty  in  the  withdrawal  of 
the  energizers  because  I am  not  sure  that 
the  energizer  helps  the  depression  in  the  first 
place,  so  that  the  withdrawal  of  this  may 
have  the  effect  simply  of  depriving  the 
patient  of  some  crutch  that  he  was  using 
and  then  he  may  become  more  depressed 
than  he  has  been  before. 

Question:  What  would  be  your  choice 
of  the  best  emergency  drug  for  the  treat- 
ment of  an  acute  psychotic  state,  such  as 
that  of  an  acute  paranoid  schizophrenic? 

Dr.  Thaler:  I would  choose  probably 
chlorpromazine  given  intramuscularly. 

Question:  Would  you  comment  on 

promazine  given  intravenously? 

Dr.  Thaler:  This  too  is  useful.  I was 
impressed  on  the  few  occasions  that  I did 
use  it.  About  100  mg.  given  intravenously 
may  work  very  well. 

Question:  As  a specific  example  and  one 
I think  you  wouldn’t  approve  of,  we  had  a 
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patient  with  coronary  occlusion  who  was 
extremely  apprehensive.  Would  you  think 
that  there  was  an  indication  at  all  for 
using  chlorpromazine  or  one  of  those  drugs? 

And,  when  you  talk  about  the  prolonged 
use  of  barbiturates,  I assume  that  of  course 
you’re  making  an  exception  in  epileptic 
children. 

Dr.  Thaler:  Oh,  no.  I’m  not  refer- 
ring to  antiepileptic  medication. 

Question:  You  don’t  have  trouble  with 
those  children,  do  you,  on  withdrawal  of 
phenobarbital  after  they  have  taken  it  for 
four  or  five  years? 

Dr.  Thaler:  It  depends  on  how  it  is 
withdrawn.  If  it  is  withdrawn  abruptly, 
there  certainly  will  be  trouble 

Question:  How  would  you  withdraw  it? 

Dr.  Thaler:  Very  gradually  over  a long 
period  of  time. 

The  first  question  was  about  the  severe 
anxiety  in  a coronary  occlusion  and  whether 
or  not  to  use  a tranquilizer  such  as  chlor- 
promazine. I think  I would  try  it  and  see 
how  it  worked  for  the  patient  in  rather  small 
dosages  first  of  all,  perhaps  25  mg.  three 
times  a day  to  start  with.  However,  I would 
also  make  sure  not  to  keep  the  patient  on  it 
longer  than  is  necessary. 

Question:  May  I ask  what  you  would 
suggest  for  an  elderly  patient  who  needs 
some  kind  of  sedative? 

Dr.  Thaler:  This  is  difficult  because  I 
have  eliminated  the  barbiturates,  but  such 
things  as  chloral  hydrate  are  helpful  at  times. 
We  have  been  using  paraldehyde,  although 
the  disadvantage  with  paraldehyde  is  its 
awful  smell  and  taste.  Yet,  patients  who 
need  it  often  get  used  to  it,  too  much  used  to 
it  at  times.  If  an  elderly  patient  is  agitated 
and  needs  sedation,  for  one,  two,  three,  or 
four  times,  I think  paraldehyde  would  be 
my  drug  of  choice;  but.  wherever  you  run 
into  the  problem  of  giving  sedative  drugs 
over  a long  period  of  time,  you  run  into  the 
problem  of  potential  habituation  and/or 
addiction. 

Dr.  Tepperman:  Francis  S.  Caliva, 

M.D.,  will  now  discuss  “Antihypertensive 


Agents.” 

Antihypertensive  Agents 

Francis  S.  Caliva,  M.D.  : The  physician 
today  has  available  to  him  a wide  variety  of 
potent  antihypertensive  medications,  and 
it  must  be  said  that  so  effective  are  these 
drugs  that  at  times  the  blood  pressure  of 
the  patient  not  only  is  lowered  to  normal  but 
indeed  may  fall  to  quite  seriously  hypotensive 
levels.  Although  these  drugs  undoubtedly 
represent  a long  step  forward,  they  are  by 
no  means  the  ultimate  answer  to  the  treat- 
ment or  to  the  cure  of  hypertension. 

Now,  this  statement  can  be  made  and 
should  be  made  for  a variety  of  reasons. 
First  of  all,  I would  make  particular  reference 
to  primary  aldosteronism  which  Dr.  Streeten 
has  spoken  of  and,  more  recently,  renal  ar- 
tery obstruction ; and  it  is  now  being  realized 
that  more  and  more  cases  (some  people  feel 
almost  as  high  as  20  per  cent)  of  so-called 
essential  hypertension  may  actually  be  due 
to  the  Goldblatt  type  of  kidney. 

Therefore  it  behooves  us  before  beginning 
any  type  of  antihypertensive  drug  therapy 
to  be  sure  that  we  are  dealing  with  a proper 
diagnosis  and  that  we  are  not  dealing  with 
a pheochromocytoma,  Cushing’s  disease,  or 
renal  artery  obstruction,  since  the  therapy  of 
these  conditions  would  be  more  properly  in 
the  surgical  sphece. 

Last,  the  therapy  of  hypertension,  at 
least  benign  essential  hypertension,  perhaps 
can  be  compared  ivith  the  therapy  of 
diabetes  with  insulin  because,  although  we 
are  modifying  a symptom  or  modifying  a sign, 
we  really  don’t  know  whether  or  not  we  are 
affecting  the  natural  history,  the  natural 
course  of  the  patient  with  essential  hyper- 
tension; there  is  some  reason,  and  very  good 
reason,  to  believe  that  although  we  may  lower 
a patient’s  blood  pressure  to  normal  or 
bring  his  blood  sugar  down  to  normal,  as 
the  case  may  be,  actually  we  are  not  affect- 
ing the  atherosclerotic  processes,  and  the 
vascular  disease  goes  on  unabated ; perhaps 
all  we  have  done  is  to  satisfy  ourselves  in 
lowering  his  blood  pressure. 
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Nevertheless,  these  drugs  represent  an 
important  advance  in  the  therapeutic  arma- 
mentarium. Witness  for  example  the  re- 
sults in  malignant  hypertension  where  but 
a few  short  years  ago  the  mortality  rate  was 
80  per  cent  in  one  year.  At  the  present 
time  with  some  of  the  more  potent  drugs 
which  we  will  talk  about,  there  is  a 50  per  cent 
survival  rate  after  five  years  so  that,  beyond 
question  of  doubt,  these  drugs  have  per- 
formed a very  real  function  in  severe  types 
of  hypertension.  Their  role  in  the  benign 
types  remains  to  be  proved. 

I shall  not  discuss  the  barbiturates  which 
at  times  may  be  very  useful  in  the  treatment 
of  a patient  with  hypertension.  I shall  omit 
also  some  of  the  older  medications  such  as  the 
nitrites  or  the  thiocyanates. 

Types  of  Antihypertensive  Agents. — 
To  dispose  of  one  quickly  because  we  will 
be  talking  of  some  of  the  others  in  greater 
detail  later,  veratrum  probably  has  little 
clinical  usefulness  at  the  present  time.  Al- 
though it  has  an  interesting  pharmacologic 
effect  and  one  which  theoretically  would 
be  of  great  value,  clinically  its  therapeutic 
index  is  so  low  that  the  dose  necessary  to 
produce  a hypotensive  effect  or  a blood  pres- 
sure-lowering effect  is  very  close  to  the  dose 
which  produces  side-effects,  notably  nausea 
and  vomiting;  therefore  veratrum  is  prob- 
ably best  reserved  for  conditions  of  acute 
hypertension  and  hypertensive  emergencies. 
In  these  cases  the  alkaloids  of  veratrum 
given  intravenously  may  be  very  useful 
drugs. 

For  example,  veratrum  and  the  veratrum 
alkaloids  work  as  what  has  been  labeled  a 
reflex  vasodilator.  They  stimulate  the  af- 
ferent nerve  endings  that  go  to  the  vaso- 
motor center  and  let  the  center  know  that 
there  should  be  fewer  impulses  being  sent 
out  peripherally.  As  we  said,  theoretically 
this  should  be  a very  fine  pharmacologic 
action.  Practically,  it  has  not  worked  out 
in  that  way. 

The  barbiturates  can  be  said  to  work 
mainly  on  the  cerebral  cortex.  Reserpine 
has  been  said  to  act  on  the  hypothalamus. 


Actually,  its  action  is  more  likely  in  this 
area  where  it  depletes  the  peripheral  tissues 
of  norepinephrine  and  also  in  the  brain  where 
there  is  a depletion  of  serotonin. 

Hydralazine  (Apresoline),  which  we  will 
talk  about  only  briefly,  is  said  to  have  its 
action  on  the  vasomotor  center.  It  is  also 
weakly  sympatholytic. 

The  ganglionic  blockers  of  course  block 
both  the  sympathetic  and  the  parasympa- 
thetic ganglia.  These  are  powerful  drugs  and 
we  will  have  more  to  say  about  them.  There 
is  some  evidence  (and  I am  really  not  quali- 
fied to  say  how  good)  that  the  mono-amine 
oxidase  inhibitors,  which  paradoxically  have 
an  action  on  lowering  blood  pressure,  may 
work  in  this  region  also. 

The  adrenergic  blockers  are  some  of  the 
newer  drugs.  They  are  bretylium  tosylate 
(Darenthin),  not  yet  on  the  market,  I be- 
lieve, and  then  the  most  recent  one,  guan- 
ethidine  (Ismelin).  These  work  in  this  area 
by  blocking  the  action  or  by  depleting  the 
tissues  of  norepinephrine.  Alpha-methyl 
dopa,  which  we  will  talk  only  briefly  about 
because  it  is  a research  substance  which  may 
or  may  not  have  some  value  in  therapy,  also 
exerts  its  action  in  this  area.  Direct  vaso- 
dilators notably  would  be  the  nitrites.  Per- 
haps the  action  of  the  newer  diuretics  may 
be  related  in  some  way  to  a change  in  the 
blood  vessel  wall.  There  is  some  feeling 
that  first  these  drugs  have  their  action  by 
decreasing  plasma  volume  and  decreasing 
cardiac  output.  Later  on,  there  seems  to  be 
a shift  in  intracellular  electrolytes  resulting 
in  a decrease  in  peripheral  resistance  and  a 
change  in  vasoreactivity  to  circulating  pres- 
sor substances. 

There  are  a fairly  large  number  of  diuretic 
drugs  which  are  available  for  use  as  anti- 
hypertensive agents.  The  basic  substance  is 
chlorothiazide.  These  various  other  drugs 
represent,  as  Dr.  Tepperman  has  said, 
manipulation  of  the  basic  molecule.  These 
have  resulted  in  increase  in  milligram  po- 
tency. There  is  actually  very  little  evidence 
that  they  have  resulted  in  decreased  side- 
effects,  and  the  potassium  loss  is  probably 
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fairly  close  to  the  same  in  all  of  them.  Natu- 
rally, when  dealing  with  the  aldosterone 
antagonists,  potassium  loss  is  not  a problem. 

These  substances  in  and  of  themselves  are 
weakly  antihypertensive.  They  correspond 
roughly  to  what  one  could  have  expected 
from  a 200-mg.  sodium  diet.  With  diuretic 
agents  alone,  about  a third  of  mild  hyper- 
tensive cases  can  be  treated.  They  find 
their  greatest  usefulness  in  combination  with 
other  drugs,  although  one  must  keep  in  mind 
that  the  dose  of  other  drugs,  particularly 
ganglionic  blocking  agents,  must  be  reduced 
when  the  diuretic  agents  are  used  simul- 
taneously. 

The  most  important  complications  of  the 
thiazide  diuretics  are  hypokalemia  and  digi- 
talis intoxication.  Hypokalemia  is  less  likely 
to  occur  in  a patient  who  is  eating  well. 
However,  in  a patient  who  is  eating  poorly 
or  in  a patient  who  has  congestive  heart  fail- 
ure potassium  loss  may  be  a severe  problem, 
and  potassium  supplements  either  in  the 
form  of  potassium  chloride  or  potassium  tri- 
plex should  be  given.  They  should  be  used 
with  more  than  a usual  amount  of  caution 
in  a patient  who  has  renal  disease  and  also 
in  a patient  who  has  liver  disease. 

The  troubles  that  one  sees  with  reserpine 
are  probably  the  main  reason  why  this  drug 
is  not  used  quite  so  frequently  as  it  was  be- 
fore. We  used  to  institute  most  antihyper- 
tensive therapy  with  reserpine.  With  the 
advent  of  the  oral  diuretics,  I believe  the 
pendulum  has  swung  now  away  from  reser- 
pine and  toward  these  diuretic  agents. 

It  should  be  said  that  the  maximum  dose 
usually  should  not  exceed  0.25  mg.  per  day, 
particularly  in  view  of  untoward  side-effects. 

Parenterally , reserpine  is  a different  drug : 
It  works  faster  and  has  a profound  hypoten- 
sive action  so  that  in  an  acute  hypertensive 
emergency,  2.5  mg.  or  5 mg.  of  reserpine 
may  be  a very  useful  medication. 

Quickly  discarding  hydralazine  since  this 
is  a drug  which  is  not  used  too  frequently, 
these  are  the  complications.  It  actually  may 
be  a very  useful  drug,  and  if  the  initial 
stages  of  severe  headache  and  tachycardia 


can  be  weathered,  it  may  be  found  that  this 
drug  will  lower  the  patient’s  blood  pressure 
when  other  medication  has  failed  to  do  so. 
The  maximum  dose  should  not  exceed  200  mg. 
per  day  particularly  because  it  may  produce 
a syndrome  very  similar  to  disseminated 
lupus. 

Blocking  Agents. — Now  we  get  into  the 
autonomic  blockers.  These  are  the  pro- 
found, very  potent  antihypertensive  drugs. 
These  are  the  drugs  which  probably  have 
made  the  difference  in  patients  with  malig- 
nant hypertension.  It  should  be  said  that 
they  are  very  uncomfortable  to  take.  The 
basic  problem  with  them,  of  course,  is 
blockage  of  the  parasympathetic  system  as 
well  as  the  sympathetic  system.  These 
drugs  may  cause  profound  postural  hypo- 
tension; most  certainly  whenever  possible 
their  use  should  be  reserved  for  the  severest 
types  of  hypertension,  and  more  properly 
their  use  should  be  instituted  at  first  in  the 
hospital.  This  is  not  always  possible,  but 
ideally,  this  should  be  done. 

Now  the  newer  agents  are  the  adrenergic 
blocking  agents.  These  are  newer  drugs 
which  are  claimed  to  be  very  potent  and  to 
have  the  advantage  of  blocking  only  the 
sympathetic  nervous  system,  not  giving  the 
side-effects  of  the  ganglionic  blockers.  It  is 
claimed  also  that,  if  given  long  enough,  these 
medications  will  result  in  an  increase  in  renal 
blood  flow. 

It  should  be  said  here  and  now  that  these 
are  new  drugs;  the  number  of  papers  written 
on  them  are  few ; the  work  done  on  them  is 
actually  in  the  preliminary  stages,  and  one 
cannot  say  with  certainty  what  their  ulti- 
mate place  in  the  management  of  hyperten- 
sion will  be.  We  know  what  we  have  with 
the  other  drugs,  particularly  the  ganglionic 
blocking  agents.  We  know  what  they  can 
do.  We  know  the  troubles  we  can  be  get- 
ting into  with  them.  We  don’t  know  these 
yet  about  the  adrenergic  blockers. 

Quickly,  these  are  some  of  the  complica- 
tions which  one  sees  with  the  ganglionic 
blocking  agents.  As  has  been  said,  most  of 
them  are  the  result  of  parasympathetic 
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blockade.  Parasympathomimetic  agents 
such  as  pilocarpine,  neostigmine  (Prostig- 
min),  or  Urecholine  can  be  used  to  offset  some 
of  these. 

It  should  be  said  that  the  dose  of  a gan- 
glionic blocker  (and  the  same  is  true  of  the 
adrenergic  blockers)  should  be  readjusted 
only  according  to  a patient's  standing  blood 
pressure.  The  standing  blood  pressure  is 
much  more  meaningful  than  is  the  supine; 
therefore,  when  you  increase  the  dose  for 
the  ganglionic  blocker,  be  sure  to  have 
readings  of  the  standing  blood  pressure. 

The  new  drugs,  the  adrenergic  blockers, 
even  though  they  have  not  been  used  very 
long,  have  very  definite  side-effects.  Pa- 
rotid pain  is  more  common  with  bretylium 
tosylate  than  it  is  with  guanethidine.  Al- 
though patients  who  take  the  ganglionic 
blockers  are  frequently  impotent,  the  ad- 
renergic blockers  only  make  them  unable  to 
ejaculate. 

There  are  some  newer  drugs,  and  I mention 
them  simply  because  one  is  a substance 
which  you  may  be  hearing  more  and  more 
about.  It  is  a drug  that  has  been  used 
principally  at  the  National  Institutes  of 
Health.  It  has  been  shown  to  be  potentially 
hepato toxic,  and  so  it  may  or  may  not  ever 
become  clinically  useful. 

The  antidepressants,  the  amine  oxidase 
inhibitors,  contrary  to  their  action  in  psy- 
chiatric illnesses,  are  actually  potent  anti- 
hypertensives, particularly  in  conjunction 
with  other  drugs  and  may  be  used  success- 
fully in  the  therapy  of  hypertension. 

Plan  of  Treatment. — A cookbook  plan 
(one  way  of  many)  is  an  approach  to  a 
patient  who  has  mild  to  moderate  hyperten- 
sion. This  is  not  for  the  patient  with  systolic 
hypertension,  but  for  diastolic  hypertension ; 
certainly  not  the  woman  who  is  in  her  meno- 
pause and  has  gotten  a little  blood  pressure 
rise;  and  certainly  not  the  asymptomatic 
hypertensive  patient.  This  is  for  a patient 
in  whom  you  think  there  are  definite  indica- 
tions for  treatment,  but  in  whom  the  disease 
is  mild.  He  has  perhaps  grade  I to  II  eye- 
ground  changes  and  maybe  a little  enlarge- 


ment of  his  left  ventricle,  but  nothing  much 
rpore  than  that. 

The  oral  diuretics  are  a good  way  to 
start.  If  by  themselves  they  fail,  one  can 
go  to  reserpine  and  then  switch  over  to  or 
add  hydralazine.  Usually,  this  is  enough, 
and,  as  a matter  of  fact,  the  oral  diuretics 
and  reserpine  by  themselves  will  control 
most  of  the  cases  of  mild  hypertension.  If 
necessary  (and  I would  think  this  would  be 
very  infrequent),  one  can  go  to  the  ganglionic 
blockers.  I don’t  think  that  veratrum  will 
add  very  much  to  that  particular  therapy. 

The  treatment  of  severe  hypertension  is  a 
fairly  emergent  situation.  We  know  that 
if  we  are  going  to  prevent  significant  renal 
damage,  the  patient  has  to  be  treated  and 
treated  quickly,  and  his  blood  pressure  has 
to  come  down.  Rauwolfia  is  a slow-acting 
drug.  Therefore  therapy  is  usually  begun 
with  both  chlorothiazide  and  a ganglionic 
blocker  or  with  one  of  the  oral  diuretics, 
remembering  that  the  starting  dose  of  the 
ganglionic  blocker  should  be  only  50  per 
cent  of  the  usual  dose  when  it  is  given  in 
conjunction  with  an  oral  diuretic.  Some 
people  prefer  to  give  all  three — diuretic, 
ganglionic  blocker,  and  hydralazine.  Reser- 
pine may  be  added  later  on  as  one  sees  fit 
because  there  is  no  question  that  once  it  has 
been  added  the  dosage  of  some  of  the  other 
drugs  may  be  decreased. 

Whether  or  not  the  adrenergic  blockers 
will  be  added  here  and  maybe  given  instead 
of  the  ganglionic  blockers  to  minimize  side- 
effects,  I think  remains  to  be  shown.  I 
think  that  this  is  too  early  a point  to  judge 
what  their  role  in  the  therapy  of  hyperten- 
sion will  be. 

Question  and  Anstver  Period 

Dr.  Tepperman:  The  first  question  is 
directed  to  Dr.  Thaler.  How  can  with- 
drawal from  meprobamate  by  a chronic 
user  be  effected?  And  can  this  ever  be  done 
on  an  outpatient  basis? 

Dr.  Thaler:  I think  the  best  way  to 
withdraw  any  medication  that  a patient  has 
become  habituated  to  is  gradually  over  a 
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long  period  of  time.  It  takes  patience,  and 
it  takes  many  visits  sometimes. 

Interestingly  enough,  I have  had  experi- 
ence recently  with  a patient  who  had  become 
habituated  to  meprobamate  and  who  ex- 
perienced withdrawal  symptoms  whenever 
I tried  to  reduce  the  dosage.  At  that  time 
I had  just  received  a large  supply  of  metha- 
minodiazepoxide  which  I told  you  about  in 
my  talk  before,  and  over  a period  of  time  I 
substituted  it  for  the  meprobamate,  and,  lo 
and  behold,  it  worked!  Why?  I don’t 
know  because  apparently  the  methamino- 
diazepoxide  is  not  very  active  as  an  excep- 
tional anxiety-reducing  substance.  It  may 
have  been  that  through  some  fluke  the 
patient  believed  that  it  would  work,  and 
therefore  it  did.  I can’t  explain  this  result 
very  clearly. 

But,  in  general,  I would  say  that  one  would 
have  to  withdraw  the  drug  very  slowly  and 
gradually,  and  it  may  require  seeing  the 
patient  over  a period  of  time  with  weekly 
follow-up.  Also,  I have  to  add  that  not  all 
patients  who  are  withdrawn  from  meproba- 
mate experience  these  withdrawal  symptoms, 
but  this  is  a risk  that  one  should  be  well 
aware  of. 

Dr.  Tepperman;  While  you  are  on  your 
feet.  Dr.  Thaler,  there  is  another  question. 
Please  comment  on  the  practical  use  of 
Rauwolfia  and/or  reserpine. 

Dr.  Thaler:  I don’t  know  very  much 
about  these  drugs.  I think  they  have  been 
used  more  frequently  in  internal  medicine 
than  they  have  been  in  psychiatry.  With 
the  advent  of  chlorpromazine,  we  have  not 
used  reserpine  in  psychiatry  very  much,  if  at 
all,  because  of  the  side-effects  that  have  been 
mentioned  here,  namely  the  danger  of  pro- 
ducing a depression  in  a patient  who  may  al- 
ready be  disturbed  emotionally  and  also 
the  hypotensive  effect;  therefore  in  a situa- 
tion in  which  you  feel  that  reserpine  would 
have  been  indicated,  I think  that  chlor- 
promazine would  be  a better  drug  to  use. 

Also,  I don’t  want  to  give  the  impression 
that  I say  chlorpromazine  or  phenothiazine 
should  never  be  used  in  outpatient  practice. 


I am  just  calling  your  attention  to  the  poten- 
tial dangers  and  to  the  need  to  use  it  ration- 
ally and  to  use  it  sparingly,  if  possible. 

Dr.  Tepperman:  Dr.  Caliva,  here  is  one 
for  you.  Please  comment  on  the  use  of 
high  doses  of  hydralazine,  1,000  or  1,500  mg. 
per  day  in  resistant  cases  of  hypertension. 

Dr.  Caliva:  I would  say  that  this  is  a 
form  of  therapy  which  is  fraught  with  a 
number  of  potential  hazards.  First  of  all, 
we  know  that  many  of  these  people,  if  they 
continue  on  a dose  that  high  for  a very  long 
period  of  time,  will  develop  a syndrome 
very  much  akin  to  disseminated  lupus 
erythematosus.  Wliile  it  is  true  that  on 
withdrawal  of  the  drug  these  symptoms  im- 
prove, they  don’t  always  go  away  com- 
pletely, and  sometimes  they  are  quite  per- 
sistent even  after  the  patient  has  received 
steroid  therapy,  so  that  I would  think  that 
there  are  available  a number  of  more  potent 
and  actually  better  antih3q)ertensive  agents, 
and  personally  I would  try  not  to  resort  to  a 
dose  as  large  as  that.  I think  in  smaller 
doses  it  can  be  a very  effective  drug,  but 
larger  doses  I think  are  very  hazardous. 

Dr.  Tepperman:  Dr.  Caliva,  are  anti- 
hypertensive agents  helpful  in  chronic  renal 
disease?  If  so,  what  drug  would  you  use? 

Dr.  Caliva:  I assume  that  the  person  who 
asked  the  question  means  in  renal  disease 
associated  with  elevated  blood  pressure,  and 
the  answer  is  unquestionably  yes.  As  a 
matter  of  fact,  they  are  so  useful  or  they  are 
so  good  that  we  may  obscure  the  diagnosis 
of  occlusion  of  the  renal  artery  because 
patients  with  this  particular  condition  as 
well  as  other  renal  conditions  associated 
with  elevated  blood  pressure  will  respond 
in  some  measure  to  antihypertensive  medi- 
cation, and  many  of  the  people  with  malig- 
nant hypertension  who  have  received  anti- 
hypertensive medication  have  had  some 
degree  of  renal  disease  prior  to  therapy. 

However,  it  should  be  said  also  that  the 
prognosis  in  a patient  who  has  renal  disease 
and  hypertension  is  not  very  good  and 
Freis’“  recent  series  has  shown  that  in  his 
patients  with  malignant  hypertension  the 
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ones  who  did  the  best  were  the  ones  who  had 
no  renal  disease  or  very  little  renal  disease 
to  begin  with. 

However,  lowering  of  the  blood  pressure 
can  be  brought  about.  This  is  fraught 
with  a certain  amount  of  danger.  With  the 
exception  of  hydralazine  and  perhaps 
guanethidine,  the  renal  blood  flow  is  com- 
promised once  the  blood  pressure  has  been 
dropped.  Hydralazine,  of  course,  increases 
cardiac  output,  and  there  is  a secondary 
increase  in  renal  blood  flow.  This  may  not 
necessarily  extend  to  glomerular  blood  flow, 
but,  by  and  large,  these  drugs  result  in  a 
lowered  renal  blood  flow.  In  some  cases 
this  may  result  in  a rising  nonprotein  nitro- 
gen. It  may  result  in  more  profound  azo- 
temia. The  only  way  you  can  tell  is  to  try 
it.  The  patient’s  nonprotein  nitrogen  and 
blood  urea  nitrogen  must  be  watched.  If 
he  suffers  a rising  blood  urea  nitrogen,  then 
the  only  thing  that  can  be  done  properly  is 
to  stop  the  drug  because  obviously  he  is  in 
more  danger  from  an  elevated  blood  urea 
nitrogen  in  renal  failure  than  he  is  from  his 
elevated  blood  pressure. 

However,  a certain  number  of  cases  will 
respond  with  lowering  of  their  pressure  and 
even  with  some  decrease  in  their  blood  urea 
nitrogen. 

Dr.  Tepperman  ; Dr.  Streeten,  do  one  or 
more  steroid  preparations  have  a harmful 
effect  on  the  eye,  on  cataracts,  for  instance? 

Dr.  Streeten:  I am  not  aware  of  any 
harmful  effects  on  the  eye,  with  the  one 
exception  of  a virus  infection  of  the  eye,  of 
course.  Such  infections  are  the  greatest 
contraindication  to  any  steroid  therapy. 
They  are  potentiated  by  steroid  therapy, 
local  or  systemic,  which  therefore  should  not 
be  used  in  these  circumstances.  I am  not 
aware  of  any  effects  on  cataracts. 

Dr.  Tepperman:  Is  there  anybody  in 
the  audience  who  would  want  to  take  a 
crack  at  answering  that  one? 

Speaker  from  Audience:  Well,  Bunim*’ 
reported  a series  of  subcapsular  cataracts 
with  prolonged  steroid  therapy,  reaching 
something  I think  like  two  fifths  of  the  total 


number  of  cases  treated  over  the  period  of 
time. 

Dr.  Streeten:  Yes,  I think  I recall  that 
paper;  it  is  the  first  report  of  cataracts,  and 
I don’t  think  anyone  else  has  either  reported 
this  or  noticed  it.  It  is  an  interesting  ob- 
servation of  Bunim  and  his  colleagues.* 
These  were  patients  with  rheumatoid  ar- 
thritis treated  for  several  years.  It  may  be 
that  others  haven’t  really  treated  patients 
long  enough  to  have  observed  this.  It  is  an 
interesting  observation.  Thank  you  for 
bringing  that  up. 

Dr.  Tepperman:  There  is  another  ques- 
tion to  Dr.  Streeten.  The  long  warnings 
about  the  use  of  steroids  in  infections — 
tuberculosis,  meningitis,  pneumococcus, 
staphylococcal  infections,  and  so  on — are 
now  withdrawn.  Will  you  clarify  the 
reasons  for  the  change  in  point  of  view? 

Dr.  Streeten:  First  of  all,  I should  say 
(piite  emphatically  that  these  warnings 
against  steroid  therapy  still  exist  if  there  is 
not  an  antibiotic  which  is  known  to  be  effec- 
tive against  the  infective  agent  which  is 
being  dealt  with,  for  example,  a viral  infec- 
tion. 

However,  when  tuberculosis  is  the  con- 
set  luence  of  infection  with  an  organism 
known  to  be  sensitive  to  streptomycin  or 
isoniazide,  for  example,  it  has  been  shown 
in  controlled  series  of  cases  that  with  steroids 
one  cap  actually  increase  the  rate  of  healing, 
reduce  the  duration  of  hospitalization,  in- 
crease the  speed  of  resorption  of  exudate, 
and  increase  the  general  recovery  rate  of  the 
patient. 

Whether  or  not  we  should  use  steroids  in 
all  patients  with  tuberculosis  is  another 
matter.  Certainly,  I don’t  think  there  is  any 
need  to  use  these  agents  except  in  the  circum- 
stances of  dire  emergency  in  general  tubercu- 
losis. 

When  they  are  used  in  infections,  the  use 
should  be  restricted  to  those  patients  in 
whom  the  infection  is  imposing  an  immediate 
threat  either  to  life  or  to  the  normal  func- 
tion of  some  important  organ  such  as  the 
brain. 
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There  is  good  reason  to  use  them  in 
tuberculous  meningitis,  I beheve,  because, 
even  with  the  best  antituberculous  therapy, 
the  incidence  of  comphcations  following 
tuberculous  meningitis  is  significant  and  can 
be  reduced  with  steroid  therapy.  When  life 
is  threatened  and  there  is  reason  to  beheve 
that  there  may  be  adrenal  insufficiency  with 
an  overwhelming  infection,  the  situation  is 
very  difficult  to  appraise  objectively,  I 
should  add.  There  is  little  harm  in  using 
.steroids,  although  it  is  often  difficult  to 
assess  their  efficacy.  That  is  to  say,  I don’t 
think  there  is  a clear-cut  indication  for  using 
steroids  in  every  infection,  by  any  means — 
far  from  that. 

The  only  reason  I mentioned  this  anti- 
inflammatory use  of  steroids  was  just  to 
indicate  that  wffiere  there  is  an  active  and 
immediate  threat  to  a vital  structure  from 
inflammation,  this  threat  can  sometimes  be 
overcome,  as  long  as  an  antibiotic  is  given 
which  can  deal  with  the  organism  itself. 

Dr.  Tepperman  : Here  is  another  question. 
Dr.  Streeten.  You  mentioned  the  use  of 
testosterone  to  make  the  male  more  so. 
Please  comment  on  its  use  in  fertility  and 
in  so-called  impotence. 

Dr.  Streeten;  I mentioned  that  we 
usually  do  not  advocate  it  to  make  the 
male  more  so,  but  in  infertility  I think  there 
is  no  good  evidence  that  testosterone  is  of 
any  help,  with  no  exceptions  that  I can 
think  of. 

Question:  You’re  not  a believer  in  the 
rebound  phenomenon? 

Dr.  Streeten:  No.  In  fact,  I think  that 
there  might  be  evidence  that  testosterone 
would  be  contraindicated  in  infertility. 
With  the  withdrawal  effects,  you  mean? 

Speaker  from  Audience;  Yes. 

Dr.  Streeten:  These  I think  are 

distinctly  suspect  too.  They  are  observed 
every  now  and  again,  and  there  may  be  an 
increase  in  gonadotropin  when  testosterone 
is  withdrawn. 

If  you  are  dealing  with  a patient  who  has, 
for  instance,  Klinefelter’s  syndrome  and  who 
has  never  had  any  sex  life,  you  can  build  up 


this  man  into  a remarkably  virile  individual 
in  a short  period  of  time  with  testosterone 
and  as  long  as  there  is  no  serious  psychic  de- 
fect, I think  this  is  a very  good  thing  to  do. 
He  can  face  his  colleagues.  He  shaves,  and 
impotence  which  may  have  been  there  before 
may  be  overcome.  I can’t  discuss  the  whole 
field  of  impotence  because  its  management 
depends  on  the  cause,  obviously,  and  there 
are  psychic  causes  which  are  not  overcome 
by  testosterone. 

In  a man  who  is  impotent  because  he  has 
panhypopituitarism,  very  frequently  the 
impotence  can  be  overcome  by  giving  what- 
ever hormones  he  needs  to  have  replaced. 
But  I think  it  depends  on  the  situation,  and 
there  are  no  short  cuts.  Impotence  does  not 
indicate  the  need  for  testosterone  therapy 
automatically ; it  indicates  a work-up  to  find 
the  cause. 

Dr.  Tepperman;  There  are  two  other 
questions  here.  The  first  one  is:  Can 

spironolactone  therapy  be  continued  indefi- 
nitely for  chronic  cirrhosis  with  ascites? 
Please  comment  on  the  side-effects  to  be 
anticipated. 

Dr.  Streeten:  The  answer  to  that,  of 
course,  is  that  we  don’t  know  because  the 
substance  has  not  been  available  long 
enough.  I think  that  Clarence  L.  Gantt, 
M.D.,  and  I have  the  record  for  spirono- 
lactone. We  both  have  patients  who  have 
been  receiving  it  constantly  for  a year  and 
a half,  and  there  have  been  no  adverse  side- 
effects  whatever. 

The  side-effects  to  be  on  the  lookout  for, 
however,  are  the  following:  first  of  all, 

hyponatremia;  if  the  patient  is  on  a low- 
sodium  diet  at  the  same  time,  the  serum 
sodium  may  fall.  This  is  just  a sign  that  the 
drug  is  active,  like  digitalis.  If  you  give 
twice  as  much  as  you  should,  there  will  be 
side-effects.  This  is  essentially  the  result  of 
too  much  spironolactone  or  too  little  salt, 
whichever  way  you  like  to  look  at  it. 

Second,  hyperkalemia  may  occur.  If 
spironolactone  is  given  together  with  a potas- 
sium supplement,  which  is  a very  good  thing 
to  do  under  some  circumstances,  hyper- 
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kalemia  may  occur,  and  it  may  be  toxic. 

Third,  in  very  hot  weather  one  of  the 
processes  of  acclimatization  to  heat  involves 
increased  adrenal  section  of  aldosterone. 
When  the  effects  of  this  aldosterone  are 
antagonized  by  giving  spironolactone  chron- 
ically, an  individual  under  chronic  spirono- 
lactone therapy  in  very  hot  weather,  perspir- 
ing profusely,  may  go  into  a low-sodium 
syndrome.  It  doesn’t  happen  often  (I 
have  seen  it  twice  now),  but  it  is  something  to 
be  aware  of. 

Finally,  we  had  the  first  case  of  hirsutism 
in  a woman  from  very  long-term  therapy 
with  spironolactone.  I now  know  that  there 
is  a second  case.  I might  say  that  the  hir- 
sutism in  our  case  was  in  a woman  who  hap- 
pened to  be  a model  and  was  very  concerned 
about  the  hair,  which  most  other  women 
would  not  have  noticed.  I understand  the 
second  case  was  not  quite  so  mild,  but  it 
does  take  a long  time  to  develop,  and  I don’t 
think  it  is  a real  hazard. 

Question:  You  have  cautioned  us  against 
the  use  of  steroids  in  all  but  the  most  severe 
allergic  states.  Would  you  comment  on 
the  efficacy  of  the  so-called  reducing  dosage 
of  methylprednisolone  over  a six-day  period 
in  short-term  seasonal  allergy?  Clinically, 
I have  found  this  very  effective  for  alleviat- 
ing the  patient’s  symptoms  from  two  to  six 
weeks  in  most  cases. 

Dr.  Streeten:  Yes,  perhaps  I was  too 
emphatic  about  that.  There  might  be  a 


place  in  these  short-tenn  seasonal  allergies 
for  the  steroids.  I recently  arrived  in  this 
area  from  Ann  Arbor  where  there  is  a very 
strong  allergy  department.  The  members  of 
that  department  prefer  to  desensitize  such 
patients,  and  I must  say  their  results  were 
striking.  They  have  accomplished  very  fine 
results  by  desensitizing  individuals,  and  I 
think  this  is  probably  the  more  logical  thing, 
even  though  it  is  more  troublesome  than 
giving  out  a few  hydrocortisone  pills. 

However,  when  desensitization  cannot  be 
accomplished,  I don’t  think  any  serious  or 
permanent  harm  would  be  done  to  individ- 
uals by  giving  them  hydrocortisone  or  pred- 
nisolone for  six  weeks  during  the  rag^veed 
season,  as  long  as  the  patient  is  alerted  to 
the  side-effects  and  is  treated  adequately 
when  any  stress  supervenes  during  this  period 
of  time. 

Dr.  Tepperman:  This  is  the  end  of  our 
program  as  planned,  and  I am  very  grateful 
to  Dr.  Wallace  for  the  chance  of  hearing 
this.  I feel  that  I have  learned  a great  deal. 
I thank  the  panel  members  very  much  for 
their  participation,  and  we  hope  to  see  you 
again. 


“ Mohler,  E.  R.,  and  Freis,  E.  D.:  Five-year  survival 
of  patients  with  malignant  hypertension  treated  with 
antihypertensive  agents,  Am.  Heart  J.  60 : 329  (Sept.) 
1960. 

^ Black,  R.  L.,  Oglesby,  R.  B.,  von  Sallmann,  L.,  and 
Bunim,  J.  J. : Posterior  subcapsular  cataracts  induced 
by  corticosteroids  in  patients  with  rheumatoid  arthritis, 
J.A.M.A.  174 : 166  (Sept.  10)  1960. 


PoUoinyelHis  ImnmnUy  lJuring  Prcgmuiry  Explained 


The  fact  that  a mother  has  poliomyelitis  during 
pregnancy  is  far  from  a guarantee  that  her  child 
will  have  lifelong  immunity  against  the  disease,  ac- 
cording to  an  article  by  Thomas  Francis,  Jr.,  M.D., 
in  the  September  2,  1961,  issue  of  the  Journal  of  the 
American  Medical  Association. 

The  mother  would  be  infected  by  only  one  type  of 


poliomyelitis,  and  immunity  to  the  other  two  t3T)es 
could  not  be  anticipated  in  the  child.  In  addition, 
there  is  no  evidence  that  the  unborn  child  is  alwa}^ 
infected  when  the  mother  is  infected,  and  unless  this 
happens  the  child  could  not  be  expected  to  have 
active  immunity  against  even  one  type  of  polio- 
myelitis. 
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Prosthetic  Replacement  of  Diseased  Heart  Valvesf 

JAMES  B.  LITTLEFIELD,  M.D.,  AND  AVILLIAM  II.  MULLER,  JR.,  M.D.,  CHARLOTTESVILLE,  VIRGINIA 


HE  experimental  contributions  of  Carrel 
and  TufFier*  in  France,  and  early  investi- 
gations in  this  country^-'^  initiated  the 
closed  indirect  surgical  attack  on  the  valves 
of  the  heart. 

Hufnagel,®  after  an  extensive  experimental 
study,  developed  a plastic  valve  prosthesis 
which  has  been  emplo3’^ed  clinically  since 
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1952  in  the  treatment  of  patients  with  aortic 
insufficienc3L  This  valve  was  placed  in  the 
descending  thoracic  aorta  just  below  the 
left  subclatdan  arter>'. 

However,  it  was  recognized  that  the  most 
desirable  location  for  an  aortic  valve  pros- 
thesis would  be  below  the  coronary  arteries  at 
the  base  of  the  aorta. 

Recent  refinements  in  cardiopulmonary 
b3'pass  and  hypothermia  with  the  use  of 
continuous  coronar3’’  artery  perfusion  through 
the  open  aorta  have  been  perfected,®-^*  which 
permit  an  unhurried,  open,  surgical  approach 
to  the  valves  of  the  heart. 
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Requirements  of  Prostheses 

An  important  requirement  currently  as- 
sociated with  surgery  of  the  open  heart  is 
the  need  for  a suitable  prosthesis  to  replace 
totally  diseased  cardiac  valves  when  these 
valves  cannot  be  repaired  successfully  by 
plastic  procedures  or  leaflet  replacement. 
What  are  the  requirements  of  such  a pros- 
thetic valve?  It  must  be  strong,  inert,  ac- 
ceptable to  the  host,  pliable,  clot-resistant, 
and  must  withstand  fatigue  without  pro- 
ducing blood  destruction.  At  the  same  time 
it  should  permit  easy  and  secure  insertion 
without  subsequent  interference  of  cardiac 
function.  These  are  exacting  requirements, 
and  many  investigators  are  working  on  this 
problem  in  an  effort  to  develop  clinically 
acceptable  cardiac  valve  prostheses.  Many 
types  of  prosthetic  material  are  being 
studied,  but  time  does  not  permit  a detailed 
review  of  these  materials.  Plastics,  sili- 
cone, metals,  rubber,  and  numerous  fabrics 
are  currently  under  investigation. 

Synthetic  leaflets  have  been  utilized 
clinically  to  improve  the  function  of  the 
aortic  valve  and  to  reduce  mitral  insuffi- 
ciency; however,  under  certain  circum- 
stances successful  surgical  repair  can  be 
accomplished  only  by  total  replacement  of 
the  diseased  valve. 

Recent  Investigations  of  Prostheses 

At  the  University  of  Virginia  during  the 
past  two  years  we  have  investigated  ex- 
perimentally the  subcoronary  prosthetic  re- 
placement of  the  aortic  valve.  These  studies 
in  animals  encouraged  us  to  utilize  a syn- 
thetic fabric.  Teflon,*  clinically  for  surgical 
repair  of  the  aortic  valve.  Teflon,  a fluoro- 
carbon, is  characterized  by  its  durability, 
inertness,  low  coefficient  of  friction,  and 
nonwettable  surface.  These  characteris- 
tics plus  the  successful  laboratory  studies  of 
the  fabric  led  us  to  the  development  of  a 

* Teflon  is  manufactured  by  E.  I.  du  Pont  de  Nemours 
and  Company,  Wilmington,  Delaware.  Tlie  valve 
prostheses  were  constructed  by  the  U.  S.  Catheter  and 
Instrument  Corporation,  Glens  Falls,  New  York, 
through  the  cooperation  of  Mr.  Norman  Jeckel. 


Fig.  1.  Photograph  of  aortic  valve  prosthesis, 
constructed  entirely  of  Teflon,  showing  the  three 
leaflets  of  200-denier  fabric.  The  side  of  soUd 
Teflon  cage  is  lowered  in  tw'o  areas  to  accommodate 
the  right  and  left  coronary  ostia. 


total  aortic  valve  prosthesis.  Clinically 
this  prosthesis,  constructed  entirely  of 
Teflon  (Fig.  1),  has  been  used  successfully  to 
replace  totally  the  aortic  valve.  The  leaflets 
are  knitted  from  200-denier  thread  and  sewn 
to  a thin,  smooth  cage  of  solid  Teflon, 
covered  on  the  outside  b}'’  a coarse  mesh. 
This  mesh  permits  the  infiltration  of  fibro- 
blasts which  improves  fixation  of  the  valve 
to  the  wall  of  the  aorta.  The  prosthesis  is 
especially  designed  to  prevent  obstruction 
to  the  coronary  ostia  and  is  secured  in  place 
below  the  coronary  arteries  with  interrupted 
silk  sutures. 

We  have  totally  replaced  the  aortic  valve 
in  5 patients  with  a prosthesis  situated  below 
the  coronary  ostia.  The  successful  repair  of 
the  aortic  valve  leaflets  could  not  be  ac- 
complished satisfactorily  in  any  of  these 
patients.  Two  patients  are  alive  and  well 
eighteen  months  and  four  weeks  after  the 
operation.  One  patient  died  from  associated 
mitral  insufficiency  and  the  others  from 
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far-advanced  myocardial  disease  several 
days  after  the  surgical  procedure.  These 
prostheses  were  competent  immediately 
after  their  insertion  and  continued  to  re- 
main so. 

Conclusion 

The  aortic  valve  may  be  successfully  re- 
placed clinically  with  a Teflon  prosthesis 
inserted  below  the  coronary  ostia  in  patients 
whose  aortic  valve  leaflets  cannot  be  repaired 
surgically.  The  success  of  a total  aortic 
valve  replacement  will  depend  to  a large 
degree  on  the  early  diagnosis  and  treatment 
of  patients  with  aortic  valvular  disease,  be- 
fore irreversible  myocardial  changes  have 
taken  place. 
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Artificial  Substitutes  for  Major  Blood  Vessels 

S.  AV.  MOORE,  M.D.,  NEW  YORK  CITY 


SURGERY  on  the  large  arteries  of  the  body 
is  not  new,  and  the  fundamental  technics 
now  in  use  were  developed  some  sixty  years 
ago.  However,  it  required  blood  banks  and 
better  anesthesia  to  exploit  this  knowledge, 
and  Gross  and  Hubbard’s^  contribution,  the 
ligation  of  the  patent  ductus  arteriosus  in 
1938,  can  be  considered  the  major  break- 
through. 

Hallowell  in  1759^  closed  a wound  in  a 
brachial  artery  by  thrusting  a pin  through 
the  margins  of  the  wound  and  tying  a thread 
about  it.  Sir  Astley  Cooper  in  1817^  first 


ligated  the  abdominal  aorta  for  an  aneurysm 
in  the  left  side  of  the  groin.  Eck,  a Russian 
surgeon,  in  1879^  accomplished  the  first 
permanent  union  of  two  blood  vessels  by 
successfully  establishing  a lateral  communi- 
cation between  the  portal  vein  and  the  vena 
cava.  In  1899  Dorfler®  published  the  es- 
sential features  of  the  method  now  univer- 
sally and  successfully  employed  for  vascular 
surgery,  these  being  the  employment  of  fine 
round  needles,  fine  silk,  and  continuous 
sutures  embracing  all  the  coats  of  the  vessel. 
Carrel  and  Guthrie  in  1905®’^  already  were 
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transplanting  the  thyroid  and  kidneys. 
In  fact,  they  removed  both  kidneys  from 
one  dog  and  replaced  them  with  kidneys  from 
another  dog.  These  kidneys  functioned  for 
weeks,  but  subsequently  the  animal  died. 
They  also  transplanted  the  head  of  a dog 
onto  another  dog.  The  aorta  of  a dog  also 
was  replaced  by  a vena  cava. 

Fifty  years  ago  a search  was  being  made 
for  vascular  substitutes.  Glass,  aluminum, 
and  silver  tubes  lined  with  paraffin,  as  well 
as  glass  tubes  with  systemic  heparin  all  were 
tried. 

For  almost  fifty  years  and  through  two 
world  wars  very  little  advance  was  made  in 
the  replacement  of  vessels  until  1949,  when 
Gross®  successfully  accomplished  the  first 
insertion  of  an  arterial  homograft  in  a human 
being.  Two  years  later  in  1951  Oudot®  re- 
ported the  successful  resection  of  the  aortic 
bifurcation  and  its  replacement  with  an 
aortic  homograft  for  aortic  thrombosis. 
In  1952  Dubost,  Allary,  and  Oeconomos^'’ 
successfully  resected  an  abdominal  aortic 
aneurysm  and  replaced  it  with  an  aortic 
hcmograft. 

Gross,  Bill,  and  Peirce  “ showed  that  vessel 
segments  could  be  stored  outside  the 
organism  and  developed  a blood  vessel  bank. 
Many  other  banks  followed,  including  one 
at  The  New  York  Hospital.  Various  meth- 
ods of  procuring,  preserving,  and  sterilizing 
these  homografts  were  used. 

Ilomografts  were  successful.  They  were 
elastic,  easy  to  handle,  easy  to  suture,  and 
caused  less  loss  of  blood  than  did  cloth 
prostheses.  On  the  other  hand,  there  were 
problems  of  availability,  sterilization,  and 
storage.  In  addition,  considerable  time  was 
required  to  prepare  them,  including  tying 
off  all  of  the  small  branches.  Many  failures 
are  listed  as  hemorrhages  from  these 
branches.  This  is  not  a fault  of  the  homo- 
graft, but  of  the  operator  or  his  assistants. 
Homografts  are  replaced  largely  by  scar 
tissue,  and  with  time  they  will  show  re- 
duced elasticity. 

Animal  experimentation  provided  much 
evidence  of  the  severe  progressive  deteriora- 


tion of  homografts,  including  thrombosis, 
calcification,  and  aneurysm  formation. 
There  have  been  reports,  although  fewer  in 
number,  of  the  same  complications  in  human 
beings.  Sheranian,  Edwards,  and  Kirklin^® 
from  the  Mayo  Clinic  reported  that  when 
homografts  were  used  in  the  treatment  of 
aortic  aneurysms,  44  per  cent  of  the  hospital 
deaths  were  caused  by  postoperative  hemor- 
rhage relating  to  the  homografts.  In  5 of 
these  8 cases  hemorrhage  due  to  the  rupture 
of  some  portion  of  the  wall  was  present.  In 
3 of  the  5 cases  there  was  histologic  proof 
that  the  rupture  was  due  to  a defect  in  the 
graft.  In  3 cases  the  hemorrhage  seemed 
to  originate  at  the  suture  line.  Graft 
failure  also  accounted  for  3 of  the  total  late 
deaths.  Because  of  this  experience,  they 
changed  to  cloth  prostheses. 

In  the  aneurysms  reported,  there  has  been 
a loss  of  the  internal  elastic  elements  and, 
at  times,  a degeneration  of  the  entire  graft. 
Because  of  this,  other  materials  were  in- 
vestigated. Veins  used  for  replacing  the 
abdominal  aorta  quickly  showed  marked 
dilatation  and  aneurysm  formation.  De- 
spite this,  they  are  superior  for  arterial  re- 
placement in  peripheral  areas,  where  they 
are  given  muscular  support. 

With  increasing  indications  for  excisional 
and  bypass  procedures,  the  demand  for 
vascular  substitutes  soon  far  exceeded  the 
available  supply  of  arterial  homografts. 
This,  together  with  reports  of  complications 
with  siich  homografts,  caused  investigators 
to  turn  to  commercially  available  materials. 
As  a result,  many  materials,  largely  syn- 
thetic, have  been  investigated  in  experimen- 
tal animals  and  in  human  beings.  The 
main  ones  are  Vinyon-N,  Nylon,  Orion, 
Dacron,  Ivalon,  and  Teflon. 

Materials  and  Methods 

Elasticity,  a most  desirable  feature,  is 
present  in  synthetic  yarn.  This  and  flexi- 
bility are  built  into  the  materials  and  are  a 
function  of  construction.  Most  of  these 
materials  can  be  autoclaved.  The  growth 
of  fibrous  connective  tissue  through  the 
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interstices  of  the  material  can  fix  the  pros- 
thesis to  the  tissues  and  at  the  same  time 
speed  the  organization  of  the  fibrous  deposit 
on  the  inner  surface  of  the  prosthesis. 

Synthetic  materials  do  create  an  inflam- 
matory reaction  consisting  of  edema  and 
infiltration  by  polymorphonuclear  leukocytes 
and  macrophages.  The  acute  reaction  grad- 
ually subsides,  leaving  a chronic  inflam- 
matory reaction. 

To  avoid  folds  or  wrinkling,  the  prosthesis 
should  be  fitted  critically  to  the  recipient 
vessel,  both  in  diameter  and  in  length. 
Sutures  should  be  closer  together  than  with 
homografts.  All  bleeding  should  be  stopped 
before  the  completion  of  the  operation.  In- 
fection contributes  greatly  to  thrombosis. 

A malignant  condition  never  has  been  re- 
ported as  a result  of  synthetic  films  of  fabric 
being  implanted  into  the  human  body. 

Vinyon-N  was  developed  about  1950,  and 
in  1952  Voorhees,  Jaretzki,  and  Blakemore^® 
reported  its  use  in  bridging  arterial  defects  in 
dogs,  and  in  1954  they  reported  its  clinical 
use.  Although  not  used  now,  its  introduc- 
tion was  a major  advance. 

Nylon  was  next  widely  used  and  could  be 
autoclaved.*'*  However,  it  lost  80  per  cent 
of  its  original  strength  by  six  months,  and 
up  to  95  per  cent  after  two  years.  The  loss 
in  strength  is  thought  to  be  caused  by  a 
chemical  degradation  and  not  to  the  physical 
force  to  which  it  is  subjected.  There  is 
equal  loss  of  strength  whether  it  is  used  in 
the  aorta  or  in  the  pericardium.  The 
rupture  of  Nylon  grafts  has  been  reported. 

Dacron  has  the  ability  to  maintain  its 
strength.**  Its  minimal  water  absorption 
and  production  of  tissue  reaction  suggest  its 
superiority.  De  Bakey  et  al.  *®  have  developed 
a crimped  knitted  tube  which  is  easy  to  handle 
and  may  have  side  branches  anastomosed  to 
it. 

Teflon  generally  is  thought  to  be  the  best 
available  plastic.*^  It  is  extremely  durable, 
has  tremendous  strength,  and  is  resistant  to 
all  chemicals.  There  is  no  moisture  absorp- 
tion and  very  low  tissue  reaction.  It  has 
produced  the  fewest  complications  when 


followed  for  long  periods  of  time.  Owing  to 
chemical  inertness,  it  can  be  expected  to 
maintain  its  strength  over  a longer  period 
of  time. 

It  would  seem  that  at  present  the  use  of 
manufactured  Dacron  or  Teflon  grafts  is 
preferable  to  the  use  of  any  other  synthetic 
material.  It  is  to  be  expected,  however,  that 
improved  prostheses  will  make  their  ap- 
pearance. 

Results 

In  evaluating  our  long-term  results  'with 
three  different  substitutes  for  the  abdominal 
aorta  after  the  excision  of  an  unruptured 
aneurysm,  we  find  54  resections  with  3 
deaths,  a mortality  rate  of  5.4  per  cent. 

Homografts  were  used  in  19  cases,  with  1 
death  due  to  uremia.  There  were  2 late 
deaths.  One  patient  died  after  six  weeks  of 
rupture  of  the  suture  line  caused  by  infec- 
tion and  the  other  of  coronary  occlusion 
after  three  years.  We  have  no  follow-up 
on  a third  patient,  a drug  addict  who  paid 
no  bills  and  left  no  address.  Four  years 
after  the  operation  a fourth  patient  may  have 
an  aneurysm  in  his  graft.  If  so,  it  is  the 
only  homograft  failure  in  our  series.*  One 
patient  has  lived  for  six  years,  4 for  five 
years,  3 for  four  years,  and  6 for  three  years. 
In  other  words,  14  patients  have  lived  for  at 
least  three  years  with  an  aortic  homograft  in 
place  without  difficulty  of  any  kind. 

Nylon  also  was  used  in  19  patients  with  1 
death  due  to  uremia  and  gangrene  of  the 
legs.  The  follow-up  has  been  shorter;  4 
patients  have  been  followed  for  two  years  and 
20  for  as  long  as  one  year.  There  has  been 
no  evidence  of  graft  failure. 

Teflon  has  been  inserted  in  the  latest  group 
of  13  patients  with  1 death  due  to  coronary 
occlusion.  Only  2 patients  have  been  fol- 
lowed for  as  long  as  one  year,  and  there  has 
been  no  evidence  of  graft  failure. 

Summary 

The  technics  of  vascular  surgery  were 

* This  patient  died  of  a rupture  of  the  homograft 

into  the  small  intestine  after  six  years  and  one  month. 
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worked  out  sixty  years  ago,  and  many  ma- 
terials were  used  for  blood  vessel  replace- 
ment. It  required  blood  vessel  banks, 
blood  banks,  better  anesthesia,  and  better 
pre-  and  postoperative  care  to  make  use  of 
this  knowledge.  Homografts  are  entirely 
satisfactory  for  vascular  replacement,  but 
owing  to  the  pressure  of  supply  and  prepara- 
tion, other  materials  have  been  investigated 
and  found  satisfactory.  Dacron  and  Teflon 
at  this  time  appear  to  be  the  best  of  the 
synthetic  substitutes,  but  it  is  thought  that 
better  ones  will  be  developed. 
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Organ  Replacement  in  Abdominal  Surgery 

A Review  of  Replacement  of  the  Stomach 

JOHN  M.  BEAL,  M.D.,  NEW  YORK  CITY 


TI)  ECONSTRUCTiVE  surgery  came  as  a 
^ logical  sequence  to  excisional  surgery 
and  has  been  a field  of  increasing  activity 
since  the  recognition  of  the  physiologic  ef- 
fects of  organ  excision.  Plastic  and  re- 
constructive surgery  perhaps  had  its  in- 
ception in  ancient  India  where  the  nose  was 
amputated  as  punishment  or  revenge.  * Fol- 
lowing amputation,  rhinoplasty  frequently 
was  required  to  construct  a new  nose,  and 
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a piece  of  skin  from  the  forehead  was  used. 
With  the  advent  of  modern  abdominal  sur- 
gery in  the  nineteenth  century,  it  is  not 
surprising  that  methods  for  the  reconstruc- 
tion of  the  gastrointestinal  tract  with  other 
organs  soon  were  considered.  In  the  ensu- 
ing years  the  surgical  treatment  of  various 
abdominal  organs  was  tried.  A discussion 
of  the  proposed  methods  for  the  replace- 
ment of  the  esophagus,  urinary  bladder,  and 

New  York  State  J.  Med. 


SUBSTITUTES  FOR  ORGANS  AND  TISSUES 


parts  of  the  biliary  tract  would  comprise 
several  other  papers. 

The  surgical  replacement  of  the  stomach 
as  suggested  by  Nicoladoni  in  the  nineteenth 
century  seems  to  have  been  the  first  prac- 
tical conception  of  organ  reconstruction, 
and  this  paper  will  deal  with  the  historical 
and  practical  implications  of  this  idea. 

Historical  Background 

The  demonstration  that  life  was  possible 
without  the  presence  of  the  stomach  was 
achieved  by  Czerny  who  removed  the  stom- 
ach of  a small  black  dog  on  December  22, 
1876.2  This  animal  survived  until  it  was 
sacrificed  in  1882.  It  is  noteworthy  that 
Czerny  was  a pupil  of  Billroth  who  per- 
formed the  first  successful  partial  gastrec- 
tomy in  man  on  January  29,  1881.* 

Although  as  early  as  1880  Eduard  Albert 
had  felt  that  the  complete  removal  of  the 
stomach  was  possible  in  man,  it  was  not 
for  several  years  that  this  operation  was 
achieved  with  survival.'*  On  December  7, 
1883,  Conner*  in  Cincinnati  attempted  a 
total  gastrectomy  on  a fifty-year-old  woman 
who,  however,  died  of  shock  before  the 
procedure  could  be  completed.  The  first 
successful  operation  in  which  the  complete 
removal  of  the  stomach  was  performed  was 
the  accomplishment  of  Schlatter®  of  Zurich 
on  September  6,  1897.  The  restoration  of 
gastrointestinal  continuity  was  by  esophago- 
jejunostomy.  The  patient  gained  weight 
and  was  well  five  months  after  the  operation. 
The  first  total  gastrectomy  that  was  fol- 
lowed by  survival  in  this  country  was 
probably  that  performed  by  Brigham^  of 
San  Francisco  on  February  24,  1898.  An 
esophagoduodenostomy  was  carried  out  by 
means  of  a Murphy  button.  By  1905,  Ito 
and  Asahara*  were  able  to  find  reports  of 
30  cases  in  which  total  gastrectomy  had  been 
performed. 

After  this  initial  wave  of  apparent  en- 
thusiasm for  the  total  extirpation'  of  the 
stomach,  a review  of  the  literature  leads 
to  the  impression  that  the  operation  was  done 
infrequently  during  the  next  two  decades. 


Fig.  1 . Experimental  method  of  Balog  resulted  in 
interposition  of  an  antiperistaltic  segment  of 
jejunum. 


Undoubtedly  this  was  due  to  the  excessive 
mortality  rate.  Also,  it  became  apparent 
early  that  the  absence  of  the  stomach  was 
associated  with  undesirable  digestive  symp- 
toms. 

Attempts  to  improve  the  side-effects  of 
total  gastrectomy  actually  began  in  the 
early  1920’s.  While  Nicoladoni  had  sug- 
gested in  the  early  1880’s  that  after  the  re- 
section of  the  stomach  the  transverse  colon 
should  be  sutured  between  the  cardia  and 
the  pylorus,  there  is  no  evidence  that  this 
was  tried.  ^ In  1922  Hoffman®  described  a 
long  entero-enterostomy  below  the  esophago- 
jejunostomy  with  the  idea  of  developing  a 
larger  food  pouch.  Four  years  later  this 
method  was  recommended  by  Schwarz®  on 
the  basis  of  clinical  experience. 

In  1926,  Balog*®  considered  the  interposi- 
tion of  the  jejunum  between  the  esophagus 
and  duodenum  and  performed  experiments 
in  dogs.  The  technic  that  he  described  re- 
sulted in  the  interposition  of  an  antiperi- 
staltic segment  which  connected  the  esoph- 
agus and  the  duodenum  (Fig.  1).  It  does 
not  seem  likely  that  the  procedure  was 
given  clinical  application. 
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Through  succeeding  years  the  restoration 
of  gastrointestinal  continuity  usually  was 
accomplished  by  end-to-side  esophagoje- 
junostomy  when  the  complete  removal  of 
the  stomach  was  undertaken.  A total 
gastrectomy  was  performed  infrequently  be- 
cause the  mortahty  rate  associated  with  the 
operation  remained  high.  In  1929,  Finney 
and  Rienhoff“  collected  62  cases  from  the 
literature  and  added  5 additional  cases  of 
their  own.  They  noted  that  the  operative 
mortahty  was  approximately  50  per  cent 
and  that  two  thirds  of  the  deaths  were  due 
to  peritonitis  or  shock.  The  outlook  was 
httle  different  in  1938  when  Allen^^  reported 
the  experience  of  the  Massachusetts  General 
Hospital  for  the  years  1926  to  1936.  Dur- 
ing this  period  only  16  total  gastrectomies 
were  performed  in  this  institution,  and  8 
deaths  occurred  after  operation.  Allen 
noted  that  esophagoduodenostomy  was  more 
hazardous  because  of  frequent  leaking  from 
the  anastomosis  or  separation  of  the  suture 
line.  He  advocated  a generous  entero- 
enterostomy  distal  to  the  esophagojejunos- 
tomy  which  would  “augment  (the  patient’s) 
ability  to  increase  the  amount  of  food  taken 
at  one  time  without  distress.” 

The  operative  mortality  gradually  im- 
proved in  subsequent  years.  This  resulted 
largely  from  improved  anesthesia,  better 
preoperative  preparation,  more  adequate 
blood  replacement,  and  the  introduction  of 
antibiotics  in  clinical  medicine.  With  the 
reduction  in  the  hazard  of  the  operation, 
attention  was  directed  to  reducing  the  un- 
desirable sequelae  associated  with  extirpa- 
tion of  the  stomach.  A failure  to  gain 
weight,  flatulence,  and  the  regurgitation  of 
upper  gastrointestinal  juices  were  disturbing 
to  patients  who  survived  total  gastrectomy, 
particularly  in  those  in  whom  an  end-to-side 
esophagojejunostomy  was  performed.  The 
distal  union  of  the  two  limbs  of  the  jejunum 
frequently  failed  to  improve  these  symp- 
toms. At  the  same  time,  it  was  noted  that 
occasional  patients  survived  total  gastrec- 
tomy for  a prolonged  time.  In  1944  Lahey 
and  Marshall'®  reported  an  operative  mor- 


Fig.  2.  Pouch  of  jejunum  which  was  proposed  by 
Engel  may  result  in  area  of  impaired  circulation  as 
indicated  in  drawing. 


tality  of  18  per  cent  for  this  operation  and 
noted  that  26  patients  were  alive  for  from 
six  months  to  six  years  without  evidence  of 
recurrence  of  the  neoplasm. 

Materials  and  Methods 

Encouraged  by  such  results  as  these,  a 
variety  of  methods  of  gastrointestinal  re- 
construction began  to  appear  in  the  late 
1940’s.  Reynolds  and  Young'^  advocated 
the  use  of  the  Roux  Y to  extend  the  resec- 
tion of  the  stomach  and  of  the  lower  portion 
of  the  esophagus.  However,  the  technic 
that  they  reported  involved  the  use  of  an 
antiperistaltic  limb  of  the  jejunum.  While 
this  permitted  greater  extension  of  the  limits 
of  the  resection  of  the  esophagus,  the  dangers 
of  anastomotic  separation  were  present. 
Robertson  and  Sarjeant'®  noted  that  the 
use  of  antiperistaltic  limbs  of  the  jejunum 
were  associated  with  dysphagia  and  wdth 
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Fig.  3.  Ileocolic  interposition  after  total  gastrec- 
tomy as  advocated  by  Hunnicutt  and  by  Lee. 

anastomotic  leaking.  Later  Redo  and 
Barnes^®  demonstrated  by  a series  of  experi- 
ments that  the  antiperistaltic  placement  of  a 
segment  of  the  jejunum  is  associated  with 
failure  of  healing  of  the  esophagojejunal 
anastomosis. 

Engel”  attempted  to  create  a food  pouch 
by  the  extension  of  the  concept  that  Hoff- 
man had  introduced  in  1922.  He  described 
a double  jejunal  or  “pantaloon”  anastomo- 
sis in  an  effort  to  obtain  greater  capacity 
for  ingested  food  (Fig.  2).  This  was  ac- 
complished by  a union  of  the  entire  length  of 
the  two  hmbs  of  the  jejunum  employed  in 
an  end-to-side  esophagojej  unostomy.  This 
technic  has  been  associated  with  necrosis  of 
the  jejunal  wall  adjacent  to  the  esophageal 
anastomosis.*® 

The  present  stimulus  to  the  interposition 


Fig.  4.  Interposition  of  segment  of  transverse 
colon. 


of  portions  of  the  gastrointestinal  tract 
between  the  esophagus  and  the  duodenum 
arose  from  the  reports  of  Hunnicutt*®  and 
of  Lee.®**  Independently,  these  surgeons 
interposed  the  ileocecal  segment  of  the 
colon  to  replace  the  stomach  after  total 
gastrectomy  (Fig.  3).  Hunnicutt’s  initial 
report  antedated  Lee’s  but  appeared  in  a 
journal  of  limited  circulation.  Lee  based 
the  operation  on  a series  of  experiments 
which  were  conducted  in  experimental  ani- 
mals and  reported  3 patients  who  were  sub- 
jected to  the  operation.  He  foimd  the 
circulation  to  the  interposed  segment  of  the 
ileum  and  cecum  to  be  adequate  and  felt 
that  it  possessed  reservoir  function.  Him- 
nicutt  also  was  encouraged  by  the  postop- 
erative nutritional  status  of  his  patients. 
However,  the  use  of  this  portion  of  the  colon 
has  been  found  to  have  certain  inherent  dis- 
advantages. Longmire  and  Beal*®  com- 
mented on  the  hazards  of  infection  and  the 
precarious  blood  supply  when  ileocolic  re- 
placement is  utilized  after  total  gastrec- 
tomy. In  1959  Mauri-Paolini,  Garberini, 
and  Marinoni®*  collected  51  cases  in  which 
the  procedure  had  been  carried  out  and 
found  an  operative  mortality  of  23  per  cent. 
Peritonitis,  massive  volvulus,  and  portal 
thrombosis  accounted  for  4 of  the  12  deaths 
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Fig.  5.  Interposition  of  an  isoperistaltic  segment  of 
jejunum. 


after  operation.  These  authors  noted  that 
some  patients  had  delayed  the  emptying  of 
the  “substitute  stomach”  for  as  long  as 
eight  to  twenty-four  hours.  They  also  ob- 
served that  about  two  thirds  of  the  patients 
had  good  appetites,  ate  three  times  daily, 
and  that  there  were  only  4 cases  of  dumping. 

The  use  of  the  transverse  colon  was 
advocated  in  1951  by  State,  Barclay,  and 
Kelly^2  Y^rho  apparently  were  unaware  of  the 
suggestion  of  Nicoladoni  some  seventy  years 
earlier  (Fig.  4).  Of  the  2 cases  in  their 
initial  report,  1 developed  a left  subphrenic 
abscess.  The  review  of  Mauri-Paolini,  Gar- 
berini,  and  Marinoni^^  collected  27  cases  in 
which  this  procedure  was  carried  out  with  an 
operative  mortality  of  11  per  cent.  This 
study  led  the  authors  to  the  conclusion  that 
interposition  of  the  transverse  colon  is 
easier  technically  than  interposition  of  the 
ileocolic  segment,  but  functional  results  are 
better  with  the  latter. 

The  first  significant  clinical  application  of 
jejunal  interposition  after  total  gastrectomy 
appears  to  be  that  of  Tomoda^®  in  Japan. 
This  surgeon  devised  a rather  complicated 
method  in  which  a segment  of  jejunum  was 
interposed  between  the  esophagus  and  the 
duodenum  without  division  of  the  bowel. 
On  the  basis  of  30  cases,  he  felt  that  the 


Fig.  6.  Diagrammatic  representation  of  jejunal 
pouch  proposed  by  Hunt. 


nutrition  of  his  patients  was  improved. 

Independently,  Henley^^  in  England  and 
Longmire  and  BeaP*  in  the  United  States 
reported  the  use  of  an  isolated  segment  of 
jejunum  (Fig.  5).  The  initial  case  of  the 
latter  authors  antedated  that  of  Henley  by 
approximately  five  months.  The  length  of 
the  segment  used  by  Henley  was  somewhat 
shorter  than  that  advocated  by  Longmire 
and  Beal,  but  the  principles  involved  were 
the  same. 

Results 

Experience  since  these  reports  has  led  to 
the  conclusion  that  the  use  of  a segment  of 
jejunum  is  the  most  satisfactory  method  of 
reconstruction  of  the  gastrointestinal  tract 
after  total  gastrectomy.  This  procedure 
has  been  employed  in  54  patients  on  the 
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BERNEAGA 


Fig.  7.  Method  of  Berneaga  results  in  an  anti- 
peristaltic  segment  of  jejunum  with  reversal  of 
flow  through  duodenum. 

surgical  pavilion  service  of  The  New  York 
I Hospital  during  the  past  six  and  one-half 
! years  with  3 postoperative  deaths.  The 
complication  rate  was  that  commonly  as- 
i sociated  with  total  gastrectomy.  Tech- 
nically, the  operation  does  not  appear  to 
increase  the  hazard  of  total  gastrectomy. 

I This  corroborates  the  observation  of  Zacho 
j and  Fischerman^®  who  concluded  that  the 
!,  employment  of  interposition  methods  had 
not  resulted  in  a demonstrable  increase  in 
the  immediate  operative  risk. 

Subsequent  to  the  descriptions  of  jejunal 
interposition  by  Longmire  and  Beal  and  by 
Henley,  several  modifications  have  appeared. 
Hunt'*®  devised  a pouch  of  jejunum  which 
originally  had  been  constructed  in  Roux  Y 
fashion,  and  he  suggested  that  the  pouch 
could  be  interposed  between  the  esophagus 
and  the  duodenum  (Fig.  6).  Later,  Hays^^ 
[ used  a long  segment  of  the  jejunum  from 
which  he  constructed  a larger  pouch. 
Popov  also  recommended  a pouch  similar 
to  that  proposed  by  Hunt.  More  recently 
Berneaga^®  devised  a method  of  jejunal 
interposition  in  which  the  path  of  food  is 
reversed  through  the  duodenum  (Fig.  7). 
At  the  present  time  there  is  no  information 
which  suggests  functional  superiority  of 
these  more  complex  pouches  over  the  inter- 
position of  a straight  segment  of  the  je- 
junum. 

A review  of  our  experience  with  jejunal 
interposition  after  total  gastrectomy,  as 
described  by  Longmire  and  Beal,  is  pertinent 


to  the  discussion  of  its  usefulness.  From 
July  1,  1953,  to  December  31,  1959,  54 
patients  were  subjected  to  total  gastrectomy 
on  the  -pavilion  service  of  The  New  York 
Hospital  and  had  a jejunal  segment  inter- 
posed to  re-establish  gastrointestinal  con- 
tinuity. Forty-six  of  these  operations  were 
performed  for  carcinoma,  6 for  lympho- 
mata, one  for  varices,  and  1 for  a benign 
gastric  ulcer.  There  were  3 postoperative 
deaths,  an  operative  mortality  of  5.6  per 
cent.  Two  of  these  deaths  were  attributed 
to  myocardial  infarction,  and  1 was  due  to 
peritonitis,  although  suture  lines  were  in- 
tact. There  were  postoperative  complica- 
tions in  19  patients,  and  6 of  these  were  re- 
lated to  the  anastomoses  of  the  jejunal  seg- 
ment. 

Although  leaking  of  the  esophagojejunal 
anastomosis  occurred  in  4,  recovery  occurred 
in  all.  The  nutritional  status  of  the 
patients  who  survived  without  evidence  of 
recurrent  neoplasm  has  been  satisfactory, 
and  the  adequacy  of  protein  digestion  in 
these  patients  has  been  within  normal  limits. 
Studies  of  gastrointestinal  function  as  de- 
termined by  absorption  tests  have  been 
carried  out  in  8 patients  who  appeared  to  be 
free  of  recurrent  neoplasm  six  months  to 
five  years  after  operation.  Transit  times 
and  fecal  nitrogen  findings  were  within  nor- 
mal limits.  Fecal  fat  exceeded  10  per  cent 
of  the  ingested  fat  in  4 patients,  but  clinical 
steatorrhea  occurred  in  2 only.  Thus,  the 
degree  of  malabsorption  was  not  great. 

The  caliber  of  the  segment  of  the  je- 
junum changed  little  according  to  roent- 
genograms obtained  over  a five-year  period, 
nor  is  the  emptying  time  delayed  when 
studied  with  barium  sulfate.  The  lack  of 
regurgitation,  minimal  postprandial  disturb- 
ances, and  satisfactory  digestive  function 
indicate  that  this  is  a satisfactory  method  of 
gastrointestinal  reconstruction  after  total 
gastrectomy.  These  findings  are  similar  to 
those  of  Moreno®®  although  the  changes  in 
digestive  function  were  of  a lesser  degree  in 
our  series.  Moreno  noted  that  the  jejunal 
interposition  failed  to  correct  abnormalities 
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in  fat,  nitrogen,  and  carbohydrate  metab- 
olism, as  well  as  the  hematologic  changes 
that  follow  total  gastrectomy.  However, 
there  was  a definite  improvement  in  the 
abihty  to  gain  weight,  a diminution  in  post- 
gastrectomy symptoms,  an  increase  in  food 
capacity,  and  an  increase  in  the  ability  of 
patients  to  return  to  normal  activity. 

The  replacement  of  the  stomach  with  syn- 
thetic materials  has  not  had  an  extensive 
trial.  Eiseman,  Melzer,  and  Rachiele®^  have 
described  an  indwelling  plastic  conduit  for 
the  relief  of  an  obstruction  from  carcinoma 
of  the  stomach  when  the  neoplasm  cannot  be 
removed.  In  their  preliminary  report  a 
large  plastic  tube  was  described  which  was 
passed  through  the  lumen  of  the  stomach 
beyond  the  lesion  so  that  ingested  food 
materials  could  pass  from  the  esophagus 
into  the  small  intestine.  The  authors  felt 
that  the  palliation  was  encouraging.  How- 
ever, the  actual  replacement  of  the  stom- 
ach by  synthetic  materials  has  not  been 
achieved. 

Summary 

A review  of  the  development  of  methods 
for  the  restoration  of  gastrointestinal  con- 
tinuity after  total  gastrectomy  has  been 
presented.  Portions  of  both  the  large 
and  small  intestine  have  been  employed. 
The  functional  improvement  of  digestion 
seems  to  be  achieved  with  several  of  these 
methods.  Postprandial  symptoms  and  re- 
gurgitation are  diminished,  and  the  capacity 
for  ingested  food  and  nutritional  status  are 
improved  in  most  reports.  The  operative 
mortality  for  total  gastrectomy  does  not 
appear  to  be  increased  by  the  interposition 
of  a segment  of  jejunum.  The  good  func- 
tional results,  the  facility  of  interposition, 
and  the  low  morbidity  and  mortality  rate 
support  the  conclusion  that  the  replacement 
of  the  stomach  after  total  gastrectomy  is  best 
achieved  with  a segment  of  the  jejumun. 
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A New,  Transistorized  Artificial  Larynx 

H.  K.  DUNN,  PII.D.,  MURRAY  HILL,  NEW  JERSEY 


^ I ''iiE  surgical  removal  of  the  larynx  involves 
the  loss  of  the  patient’s  normal  ability 
to  speak.  The  present  practice  is  to  advise 
these  patients  to  learn  esophageal  speech, 
which  can  be  quite  intelligible  and  requires 
no  artificial  device.  This  type  of  speech  is 
not  easily  learned,  usually  requiring  some 
months  of  special  training. 

It  is  also  true  that  for  one  reason  or  an- 
other approximately  one  third  of  the  laryn- 
gectomy patients  fail  to  learn  to  produce 
effective  speech  by  the  esophageal  method. 
For  these  patients  an  artificial  larynx  is  ex- 
tremely important.  It  also  may  be  argued 
that  an  easily  learned  means  of  speech 
should  be  given  to  all  patients  early  in  their 
convalescence  for  the  psychologic  lift  which 
it  gives  them. 

For  these  reasons,  and  because  of  the  de- 
ficiencies of  existing  artificial  larynxes,  an 
Electro-Larynx  Advisory  Committee  was 
set  up  at  the  National  Hospital  for  Speech 
Disorders,  with  Mr.  Irving  I.  Schachtel  of 
Sonotone  Corporation  as  its  chairman. 
In  November,  1957,  this  committee,  through 
L.  H.  Whitney,  M.D.,  the  medical  director 
of  the  American  Telephone  and  Telegraph 
Company  and  Mr.  L.  C.  Withers  of  the 
Western  Electric  Company  requested  the 
Bell  Telephone  Laboratories  to  undertake 
the  development  of  a new  artificial  larjTix. 
Mr.  Harold  L.  Barney  has  been  in  charge  of 


Fio.  1.  Reed-t3TDe  larynx.  Reed  box  is  con- 
nected to  stoma  in  throat,  and  user’s  breath  operates 
reed. 


the  development. 

The  field  was  not  new  to  our  laboratories, 
since  a reed-type  larynx  had  been  developed 
there  in  1929  and  since  has  been  manufac- 
tured by  Western  Electric  (Fig.  1).  The 
reed  box  is  connected  to  the  stoma  in  the 
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Fig.  2.  Experimental  model  of  artificial  larynx. 


throat  so  that  the  user’s  own  breath  operates 
the  reed,  causing  it  to  vibrate,  and  the  sound 
is  transmitted  into  the  mouth  through  an- 
other tube. 

The  experimental  model  which  has  been 
the  result  of  the  present  development  is 
quite  different  (Fig.  2).  Vibrations  are 
transmitted  from  outside  into  the  pharyn- 
geal cavity. 

A laryngectomy  patient  can  learn  to  use 
this  better  than  the  author  can  demonstrate. 
He  not  only  has  the  practice  which  comes 
from  extended  use,  but  also  he  is  able  to 
breathe  as  he  speaks. 

Development 

Several  lines  of  investigation  were  fol- 
lowed in  the  development  of  the  device. 
We  became  acquainted  with  a number  of 
laryngectomy  patients.  Samples  of  their 
speech,  both  esophageal  and  using  different 
types  of  existing  artificial  larynxes,  were  re- 
corded, and  these  records  were  later  studied 
for  intelligibility.  Lynwood  Heaver,  M.D., 
of  the  National  Hospital  for  Speech  Dis- 
orders and  Hayes  Martin,  M.D.,  were 
very  helpful  in  putting  us  in  contact  with 
these  people. 

One  conclusion  that  was  made  was  that 


B 

equivalent  Electrical  model 


Fig.  3.  (.4)  Acoustical  model  of  vocal  tract 

showing  vocal  cords  represented  by  vibrating  piston. 
(B)  Electrical  equivalent  of  acoustic  system. 

the  buzzing  sound  should  be  introduced  to 
the  pharyngeal  cavity  rather  than  in  the 
mouth,  and  if  possible  it  should  be  applied 
from  outside.  There  are  valid  reasons  for 
not  putting  anything  inside  the  mouth  or 
throat.  In  addition,  there  are  acoustic 
reasons  why  throat  application  is  better  than 
mouth  application. 

A good  acoustic  model  of  the  vocal  tract 
(Fig.  3A)  shows  the  vocal  cords  represented 
by  a vibrating  piston.  This  vibration  must 
be  of  a buzzing  nature,  producing  a tone 
plus  a wide  range  of  overtones.  A cylin- 
drical tube  represents  the  cavity  in  the 
throat,  another  the  cavity  of  the  mouth. 
Between  them  is  a constriction  produced  by 
the  tongue,  which  may  occur  at  various 
points  along  the  tract,  and  at  the  end  is 
another  constriction  caused  by  the  lips. 
The  resonances  of  this  acoustic  system  deter- 
mine which  overtones  of  the  source  will  be 
reinforced  and  therefore  which  particular 
vowel  will  be  heard. 

An  electrical  analogue  of  the  acoustic 
system  is  shown  by  the  circuit  in  Figure 
3B.  The  vocal  cords  are  represented  by 
an  electrical  buzz  generator.  The  cylin- 
drical tubes  become  transmission  lines,  the 
constrictions  are  lumped  inductances,  and 
the  sound  is  made  audible  by  a loudspeaker. 

Such  a circuit  as  this  had  been  built  ear- 
lier and  was  found  to  give  good  English 
vowels  just  by  making  the  constrictions  the 
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Fig.  4.  Pulse  generator  with  pitch  control  em- 
ploys three  transistors.  Its  circuit  parameters  are 
adjusted  to  yield  maximum  acoustic  output  with  a 
minimum  of  current  drain.  A single-ended  power 
output  stage,  using  the  2N174  transistor,  amplifies 
the  pulses  applied  to  it  through  the  1N137A  diode. 


right  size  and  putting  the  first  one  at  the 
right  point  along  the  line.  The  circuit 
proved  to  be  useful  in  testing  certain  points 
in  the  development  of  the  artificial  larynx. 
For  example,  the  generator  (Fig.  3)  is  in  the 
normal  position  of  the  vocal  cords.  If  we 
disconnect  it  from  the  throat  cavity  and  re- 
connect it  forward  of  the  first  constriction, 
we  have  moved  the  source  from  the  throat 
into  the  mouth.  It  was  found  that  this 
move  of  the  source  into  the  mouth  changed 
the  character  of  a vowel  sound  considerably. 

We  also  were  able  to  make  the  same  kind 
of  test  on  a real  vocal  tract  with  much  the 
same  results.  This  is  not  to  say  that  in- 
telligible speech  cannot  be  produced  by 
mouth  application.  We  know  that  it  can 
be  intelligible.  Under  the  guidance  of  his 
own  hearing,  the  user  of  such  a device  learns 
to  change  the  motions  of  his  tongue  and 
lips  in  such  a way  as  to  compensate  par- 
tially for  the  distortion  produced  by  the 
mouth  application. 

As  for  application  to  the  outside  wall 
of  the  throat,  Gilbert  Wright  was  probably 
the  first  to  show  that  this  could  be  done. 
The  principle  is  used  in  the  Wright  Electro- 
Larynx,  which  has  been  available  since 
about  1944.  One  thing  that  must  be 
avoided,  if  possible,  in  this  type  of  applica- 
tion, is  an  excessive  amount  of  the  buzzing 


noise  which,  instead  of  going  into  the  throat 
and  coming  out  through  the  mouth,  comes 
directly  through  the  air  to  the  ear  of  the 
listener.  The  result  is  that  the  speech  is 
not  heard  as  clearly  through  the  noise.  We 
have  tried  to  reduce  this  direct  noise  as 
much  as  possible,  but  we  haven’t  succeeded 
in  eliminating  it  entirely. 

An  important  consideration  for  intelligi- 
bihty  and  naturalness  of  the  speech  is  that 
the  buzz  which  does  get  inside  the  throat 
should  be  as  nearly  as  possible  like  that 
which  the  real  vocal  cords  produce,  both  in 
pitch  and  in  the  spectrum  of  harmonics. 
Since  the  real  source  is  variable  in  pitch,  the 
artificial  one  also  should  be  variable. 

These  objectives,  it  seemed,  could  best 
be  met  by  an  electronic  buzz  generator  con- 
nected to  a transducer  to  convert  the  cur- 
rents into  sound.  The  present  availability 
of  the  transistor  plus  other  miniaturized 
circuit  elements  made  such  a solution  attrac- 
tive both  from  the  size  standpoint  and  from 
that  of  economy  of  operating  current.  The 
single  hand-held  package  contains  three 
transistors,  two  of  which  serve  to  generate 
trains  of  repeated  sharp  pulses  of  current, 
and  the  third  amplifies  these  pulses.  The 
power  is  furnished  by  a mercury  battery  of 
two  cells  which  is  also  inside  the  case  (Fig.  4). 

The  thumb-operated  switch  not  only 
initiates  the  generation  of  the  pulses  but  also 
controls  their  rate  of  repetition,  that  is,  the 
fundamental  pitch  of  the  speech.  We  feel 
that  this  should  be  an  important  feature. 
For  instance,  in  the  usual  monotone,  a man 
would  say,  “Hello,  how  are  you?”  but  with 
the  inflection  featui’e  he  could  make  it, 
“Hello,  how  are  you?”  Or,  in  answer  to 
such  a greeting,  he  could  say,  “Fm  fine, 
how  are  you?” 

The  transducer  forms  an  important  link 
in  introducing  sound  in  the  pharynx  at  the 
right  volume  and  spectrum.  A number  of 
transducer  forms  were  tried,  some  of  them 
especially  built  for  the  tests.  The  best  solu- 
tion was  found  to  be  a telephone  receiver  of 
a type  commonly  used  in  telephone  sets, 
somewhat  modified  for  the  special  conditions 


October  15,  1061 


3465 


SYMPOSIUM  AND  PANEL  DISCUSSION 


NORMAL  speech'  ARTIFICIAL  SPEECH 


1 AS  IN  HIT 


A AS  IN  B^T 


OO  AS  IN  BOOK 


ER  AS  IN  HERD 
0 12  3 4 

FR^  IN^KC  _ _ 3 

Fio.  5.  Spectra  of  vowel  sounds.  Pattern  of 
vertical  spikes  show  normal  speech  and  artificial 
speech  sounds  to  be  similar. 

of  use.  It  is  the  diaphragm  of  the  receiver 
that  is  directly  in  contact  with  the  throat. 
The  use  of  the  telephone  receiver,  already 
in  large-scale  production,  also  served  to  re- 
duce the  cost  of  the  device  below  that  which 


a specially  built  transducer  would  entail. 
Results 

Figure  5 shows  a comparison  of  vowel 
spectra  between  the  natural  voice  on  the  left 
and  the  same  person  using  the  artificial 
larynx  on  the  right.  Four  different  vowels 
are  shown.  The  vertical  spikes  are  the 
harmonics  of  the  fundamental  tone,  and  they 
increase  in  frequency  to  the  right.  The 
groups  of  these  harmonics  are  the  so-called 
formants  wloich  characterize  the  vowel. 
An  examination  will  show  that  the  spectra 
in  the  2 cases  are  quite  similar. 

No  attempt  has  been  made  to  provide  a 
substitute  for  the  type  of  sound  which  is 
heard  in  sibilant  and  stop  consonants. 
Fortunately,  this  isn’t  necessary.  Nor- 
mally these  sounds  are  produced  when  a 
stream  of  air  from  the  lungs  passes  through  a 
close  constriction  in  the  mouth,  and  as  you 
know  there  is  no  connection  from  the  lungs 
to  the  mouth  for  the  laryngectomy  patient. 
He  can  produce  the  sounds  nevertheless  by 
just  forcing  out  air  wliich  is  trapped  in  his 
mouth  and  throat.  The  most  serious  de- 
ficiency is  that  sounds  like  “s”  and  “sh” 
are  somewhat  shortened  in  length. 

A more  detailed  description  of  the  device 
and  an  account  of  its  development  has  ap- 
peared, and  reprints  are  available.* 

* Barney,  II.  L.,  Hayworth,  F.  E.,  and  Dunn,  II.  K.: 
An  experimental  transistorized  artificial  larynx.  Bell 
Si'stem  Tech.  J.  38:  1337  (Nov.)  1959. 


Question  and  Answer  Period 


Dr.  Moore:  Dr.  Littlefield,  would  j’ou 
give  us  your  idea  of  the  “ideal”  patient  on 
whom  to  use  the  Teflon  prosthesis  you  dis- 
cussed? 

Dr.  Littlefield  : This  aortic  valve  pros- 
thesis is  best  suited  for  the  patient  who  has 


severe  aortic  valvular  disease  and  in  whom 
it  is  not  possible  to  surgically  correct  the 
valvular  deformity  bj’^  any  other  means  ex- 
cept total  aortic  valve  replacement.  Ideally 
the  patient  should  not  have  any  severe  in- 
volvement of  other  valves.  Especially,  the 
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mitral  and  myocardial  changes  should  not 
be  so  far  advanced  that  they  are  irreversi- 
ble. 

Dn.  Moore:  What  are  the  principle  de- 
velopments, in  your  opinion,  which  have 
made  these  leaflets  possible? 

Dr.  Littlefield:  The  development  of  a 
strong,  inert  material  that  can  be  spun  into 
a very  fine  thread  and  then  Icnitted  into  a 
suitable  fabric  on  specially  designed  ma- 
chines is  an  important  development.  You 
have  noticed  that  the  leaflets  hold  their 
shape  well;  this  is  another  important  prop- 
erty of  Teflon.  After  placing  the  fabric  in 
a mold  and  heating  the  material,  the  desired 
shape  is  then  maintained. 

Dr.  Moore:  How  long  can  these  valves 
! last? 

j Dr.  Littlefield:  We  know  from  fatigue 
I studies  of  Teflon  that  it  is  extremely  tough 
I and  almost  indestructible.  Fatigue  pump 

I studies  of  the  valve  itself  are  in  progress  at 
this  time.  Teflon  valves  have  been  placed 
in  the  descending  thoracic  aorta  of  animals 
for  periods  of  up  to  one  year  without  any 
e^ddence  of  weakening  or  fragmentation  of 
the  fabric.  We  assume,  then,  that  these 
^'^alves  will  last  for  a long  time. 

Dr.  Moore:  AVhat  are  the  factors  which 
limit  the  usefulness  of  the  valves,  would  you 
say.  Dr.  Littlefield? 

Dr.  Littlefield:  The  most  important 
limiting  factors  are  severe  mitral  insuffi- 
j.  ciency,  far-advanced  myocardial  disease,  and 
^ chronic  pulmonary  vascular  or  parenchymal 
disease. 

' Dr.  Moore:  Do  any  members  of  the 
panel  have  any  questions  that  they  would 
like  to  ask  Dr.  Littlefield?  Are  there  any 
other  questions  from  the  floor? 

Question:  Is  the  etiology  of  the  aortic 
valvular  disease  an  important  consideration 
in  total  valve  replacement? 

Dr.  Littlefield:  No,  this  is  not  an  im- 
portant consideration,  but  rather  the  degree 
of  leaflet  involvement.  Man}""  times  it  is 
possible  to  replace  a single  leaflet,  to  fashion 
a bicuspid  valve,  or  to  perform  a plastic 
procedure  on  the  valve  leaflets.  Only  the 


patient  with  a deformed  aortic  valve  which 
cannot  be  corrected  satisfactorily  by  any 
other  surgical  procedure  is  a candidate  for 
total  prosthetic  replacement  of  the  aortic 
valve. 

Question:  Are  these  valves  immediately 
competent? 

Dr.  Littlefield:  Yes.  We  have  re- 
corded pressure  tracings  from  the  arch  of  the 
aorta  during  the  first  twenty-four  hours  after 
inserting  the  aortic  valve  prosthesis,  and  the 
systolic  and  diastolic  pressure  remained  nor- 
mal during  this  entire  period. 

Question:  Have  they  applied  Teflon  to  a 
mitral  valve  prosthesis? 

Dr.  Littlefield:  Yes,  this  is  being  in- 
vestigated. The  insertion  of  a Teflon  mitral 
prosthesis  often  presents  a difficult  problem 
because  it  is  necessary  to  adjust  the  chordae 
tendineae  with  just  the  correct  amount  of 
tension  or  else  the  valve  does  not  function 
effectively.  At  present  tailoring  procedures 
also  are  being  used  on  the  mitral  valve  to 
improve  function. 

Question:  Were  any  of  the  total  valve 
replacements  performed  in  patients  with 
luetic  involvement  of  the  aortic  valve? 

Dr.  Littlefield:  No.  All  of  the  total 
aortic  A'^alve  replacements  were  performed  in 
patients  with  either  subacute  bacterial  endo- 
carditis or  rheumatic  heart  disease. 

Question:  Has  it  ever  been  applied  to 
abnormalities  in  the  pulmonary  valve? 

Dr.  LittlefieIjD  : No.  This  valve  pros- 
thesis has  not  been  used  to  replace  the  pul- 
monic valve.  There  are  those  who  feel  that 
incompetence  of  the  pulmonic  valve  is  not 
very  important.  However,  exception  has 
been  taken  to  this  view,  and  there  is  more 
and  more  evidence  to  suggest  that  pulmonary 
insufficiency  is  not  desirable.  A prosthesis 
of  this  type  could  perhaps  be  used  to  replace 
the  pulmonic  valve  but  the  leaflets  should 
be  much  thinner. 

Dr.  Moore:  T have  a number  of  questions 
directed  at  me.  One,  what  is  our  survival 
rate  with  ruptured  abdominal  aneurysms? 
Our  survival  rate  with  ruptured  abdominal 
aneurysms  is  57  per  cent.  Most  reported 
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figures  are  around  50  per  cent.  I operated 
on  one  man  recently  in  whom  the  aneurysm 
had  ruptured  completely  through  the  wall  of 
the  aorta  and  the  muscular  wall  of  the  duo- 
denum, leaving  only  the  mucosa  intact. 
It  would  have  been  only  a matter  of  time 
until  there  was  a free  perforation  into  the 
duodenum.  This  is  one  of  the  causes  of 
massive  gastrointestinal  hemorrhage. 

Question  two:  If  your  peripheral  run-off 
is  poor,  what  steps  do  you  take  in  the  post- 
operative period  after  inserting  a bifurcation 
prosthesis?  We  do  a bilateral  lumbar 
sympathectomy  at  the  time  of  the  operation. 
We  keep  the  legs  warm  by  wrapping  them  in 
cotton  blankets.  We  elevate  the  head  of 
the  bed  on  blocks. 

Question  three  is  also  pertinent  in  this 
regard.  Do  you  use  anticoagulants  in  bi- 
furcation grafts?  We  use  heparin  in  dilute 
solution.  This  is  made  up  by  adding  5 cc. 
of  solution  containing  10  mg.  of  heparin 
sodium  per  cubic  centimeter  for  a total  of 
50  mg.  to  500  cc.  of  normal  saline  solution. 
This  then  contains  0. 1 mg.  of  heparin  sodium 
per  cubic  centimeter  of  solution.  This  is 
used  to  inject  into  the  distal  vessels  to  pre- 
vent thrombosis  during  the  operative  period. 
We  also  test  for  back  bleeding,  and  if  there 
is  a clot,  this  is  aspirated  by  means  of  suc- 
tion. 

This  solution  also  is  used  to  irrigate  the 
line  of  anastomosis  from  time  to  time. 
We  do  not  use  heparin  postoperatively  be- 
cause we  have  found  that  our  complications 
from  heparin  are  about  as  great  as  our  com- 
plications without  it.  We  also  feel  that  if 
you  establish  an  adequate  anastomosis  and 
have  an  adequate  run-off,  there  will  be  very 


httle  difficulty. 

Question  four:  Are  these  synthetic  mate- 
rials used  as  peripheral  prosthetic  grafts? 
They  are,  but  we  have  found  that  these 
materials  are  less  satisfactory  than  veins  or 
arteries.  A rather  thick  neo-in tima  is 
formed  on  the  inside,  and  it  is  necessar3" 
to  use  a larger  size  than  one  would  think 
necessary  to  provide  an  adequate  lumen 
when  we  do  have  this  formation  inside. 
Long-term  follow-up  has  shown  that  in 
flexion  creases  the  prosthesis  becomes  stiff, 
and  it  does  not  work  as  well  as  vessel  grafts. 

Question  five : Are  they  used  as  vein 
grafts?  I do  not  know  of  any  practical 
use  of  them  as  vein  grafts,  but  I am  certain 
that  some  have  been  used. 

We  have  a member  of  the  audience  here 
who  will  giv6  us  a demonstration  of  the 
artificial  larynx  discussed  by  Dr.  Dunn. 
Perrin  H.  Long,  M.D.,  from  the  State 
University  of  New  York  Downstate  Medical 
Center,  will  speak  to  us  entirely  with  an 
artificial  larynx. 

Perrin  H.  Long,  M.D.  : One  year  ago 
the  surgeons  caught  up  with  me  and  re- 
moved my  larynx.  Today  I am  very  glad 
to  be  here  and  talking  again.  When  you  are 
a professor,  you’ve  got  to  profess  all  year. 
Before  I had  this  electrical  lar3mx,  I could 
not  talk  on  the  telephone.  That  was  a 
dreadful  situation,  but  in  the  ten  days  that 
I’ve  had  this  electrical  larynx  I’ve  been  on 
the  telephone  almost  all  the  time.  I 
haven’t  learned  to  breathe  properly  yet, 
but  I’ll  tell  you  one  thing — the  great  joy  of 
this  thing  is  that  now  I can  talk  with  ease 
when  I please  rather  than  having  to  ^\Tite 
everything  I want  to  say. 


Kindness  is  a language  the  dumb  can  speak  and  the  deaf  can  hear. — C.  N.  Bovee 
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Current  Trends  in  Breast  Cancer  Treatment 

Part  III 

JEROME  A.  URBAN,  M.U.,  NEW  YORK  CITY 
{From  the  Breast  Service,  Memorial  Hospital  for  Cancer  and  Allied  Diseases) 


Quarts  I and  II  of  this  article  appeared  in 
the  September  15  and  October  1 issues 
of  the  New  York  State  Journal  of  Medi- 
cine. Part  I included  the  epidemiology, 
anatomy,  diagnosis,  and  biopsy  of  breast 
cancer.  Part  II  dealt  with  primary  therapy, 
radical  mastectomy,  simple  mastectomy,  x- 
ray  therapy,  and  extended  radical  mastec- 
tomy. 

Hormonal  Treatment  of  Advanced, 
Inoperable,  and  Metastatic  Breast 
Cancer 

Alteration  of  sex  hormonal  environment 
is  capable  of  producing  palliation  in  be- 
tween 40  to  50  per  cent  of  patients  with 
advanced  breast  cancer.*®*  This  type  of 
therapy  is  palliative  and  not  curative.  It 
should  be  applied  only  to  cases  not  curable 
by  x-ray  therapy  and  surgery.  It  should  be 
applied  to  patients  with  progressive  and 
symptomatic  disease  since  there  is  no  evi- 
dence of  the  effectiveness  of  its  use  as  a 
prophylactic  measure.**®  The  response  to 
hormonal  therapy  is  unpredictable,  and  hor- 
mones actually  may  accelerate  the  growth  of 
some  lesions.  The  hormonal  environment 


may  be  altered  by  either  additive  or  ablative 
means. 

In  general,  the  longer  the  interval  be- 
tween mastectomy  and  the  appearance  of 
metastases,  the  more  likely  and  longer- 
lasting  is  the  remission  to  hormone  therapy. 
Also,  when  recurrent  cancer  responds  to  one 
modahty  of  hormone  therapy,  it  is  more 
likely  to  respond  favorably  to  other  types  of 
hormonal  alteration.  The  type  of  dominant 
metastatic  lesion  has  a profound  influence  on 
the  outcome  of  such  therapy.  Escher*^® 
demonstrated  a marked  difference  in  the 
twelve-month  survival  rate  following  addi- 
tive hormone  therapy.  When  the  viscera 
(hver,  lung,  and  brain)  were  predominantly 
involved,  only  18  per  cent  of  the  patients 
survived  one  year  following  the  institution 
of  androgen  or  estrogen  therapy.  With  an- 
drogen therapy  about  55  per  cent  with 
either  bone  or  soft  part  (skin,  breast,  or 
lymph  node)  involvement  sur\dved  for  one 
year.  When  estrogens  were  used,  85  per 
cent  with  soft  part  disease  and  63  per  cent 
with  osseous  disease  survived  for  one  year. 

Systemic  therapy  for  advanced  breast  can- 
cer should  not  exclude  the  local  use  of  x-ray 
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therapy  for  localized  symptomatic  disease. 
The  usual  tumor  dose  for  osseous  lesions 
varies  from  1,200  to  2,500  r administered 
within  a two-  or  three-w'eek  interval.  The 
usual  dose  for  skin  recurrence  and  soft 
part  recurrence  varies  between  2,000  and 
3,000  r tumor  dose. 

Three  main  categories  of  hormonal  com- 
pounds have  been  used  effectively  for  the 
temporary  control  of  advanced  breast  can- 
cer. The  use  of  androgens,  estrogens,  and 
corticosteroids  has  resulted  in  significant 
palliation  and  some  prolongation  of  life. 

Androgens  are  applied  primarily  to  pre- 
menopausal patients,  preferably  after  castra- 
tion, and  to  those  five  years  or  less  post- 
menopausal. Various  groups  have  reported 
objective  remissions  of  a significant  degree 
in  20  to  25  per  cent  of  patients  treated. 

The  results  are  best  with  osseous  and  super- 
ficial soft  tissue  lesions.  The  medium  dura- 
tion of  response  is  about  six  months. 
Whereas  nonresponders  survive  for  an  aver- 
age of  ten  months  following  therapy,  re- 
sponders to  androgen  therapy  survive  for  an 
average  of  twenty  months.  The  compound 
used  most  frequently  is  testosterone  propio- 
nate 100  mg.  given  intramuscularly  three 
times  weekly.  Segaloff”*  has  reported  on 
the  use  of  fluoxymesterone  in  doses  of  20  to 
30  mg.  given  daily  by  mouth  and  believes 
that  this  compound  may  be  as  effective 
chnically  and  possibly  less  virilizing  than 
the  conventional  testosterone  propionate. 
Symptomatic  improvement  occurs  in  a ma- 
jority of  patients  particularly  in  regard  to 
the  rehef  of  pain.  Androgen  therapy  causes 
some  morbidity  from  virilizing  effects.  Hy- 
percalcemia is  a more  serious  complication 
which  occasionally  follows  androgen  therapy. 
This  is  best  treated  by  the  cessation  of  an- 
drogen therapy,  the  institution  of  corticoster- 
oid therapy,  and  hydration.  Occasionally 
androgens  cause  progression  of  disease.  In 
some  instances  the  subsequent  withdrawal 
of  androgens  will  lead  to  temporary  re- 
gression. 

Estrogen  therapy  is  usually  applied  to  pa- 
tients five  years  or  more  postmenopausal. 


Objective  response  varies  from  20  to  35  per 
cent.“*-*^^’*^®  The  best  response  is  found 
in  superficial  soft  tissue  lesions.  How”ever, 
estrogens  in  the  older-age  group  are  equal 
to  and  possibly  better  than  androgens  for 
osseous  as  well  as  for  visceral  metastases. 
The  mean  duration  of  response  is  about 
twelve  months,  the  survival  of  nonresponders 
being  ten  months  following  therapy  and  the 
survival  of  responders  about  twenty-seven 
months.  The  main  factor  of  morbidity  in- 
duced by  estrogen  therapy  involves  fluid 
retention  and  initial  nausea.  The  usual 
drug  used  is  stilbestrol  5 mg.  three  times  a 
day.  Also  ethinyl  estradiol  1 mg.  three 
times  a day  or  Premarin  10  mg.  three  times 
a day.  Patients  with  nausea  from  the  oral 
administration  of  estrogens  may  be  given 
estradiol  dipropionate  or  benzoate  5 mg. 
intramuscularly  two  or  three  times  weekly. 
Subjective  improvement  and  relief  of  pain 
occur  in  the  majority  of  patients  treated 
with  estrogens.  WTien  applied  to  women 
who  are  more  than  five  years  postmeno- 
pausal, estrogen  therapy  gives  objective  im- 
provement in  approximately  45  per  cent  of 
the  cases  and  increases  the  survival  rate  of 
these  patients  to  almost  twice  that  of  similar 
patients  not  receiving  systemic  estrogen  ther- 
apy. 

Lemon  in  1959’^^  reported  48  per  cent  ob- 
jective remissions  in  patients  with  metastatic 
breast  cancer  who  were  treated  wdth  predni- 
sone 30  mg.  daily  and  tri-iodo thyronine  15 
to  50  mg.  daily  after  being  oophorectomized. 
A mean  remission  of  9.3  months  was  at- 
tained. Lemon  felt  that  androgen  or  estro- 
gen therapy  should  be  used  prior  to  the  in- 
stitution of  corticosteroid  therapy  since  in 
his  experience  these  sex  hormones  usually 
exacerbated  the  disease  after  the  response  to 
corticosteroid  had  ceased.  Another  enthusi- 
astic report  on  the  use  of  corticosteroid  was 
made  by  Nissen-Meyer  and  Vogt.*^*  They 
reported  a 51  per  cent  remission  in  37  cases 
treated  with  50  mg.  of  cortisone  daily  follow- 
ing oophorectomy.  Their  remission  rate 
averaged  seventeen  months.  Brinkley  and 
Fillers'^  likewise  reported  a high  remission 
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rate  of  36  per  cent  with  an  average  survival 
of  16.5  months  in  a group  of  patients  treated 
with  20  mg.  of  prednisone  daily  following 
oophorectomy.  On  the  other  hand,  Taylor, 
Perlia,  and  Kofman^®®  treated  45  patients 
with  prednisolone  25  to  50  mg.  daily.  They 
obtained  good  subjective  improvement,  but 
only  18  per  cent  of  their  patients  showed 
a significant  objective  response.  In  only  3 
cases  did  the  remission  persist  for  three 
months  or  longer.  They  found  a very  satis- 
factory response  in  patients  with  hypercal- 
cemia and  a very  good  temporary  response 
for  brain  metastases — 7 out  of  11  cases. 
Five  of  their  eases  developed  gastric  or  duo- 
denal ulcers,  and  they  cautioned  that  pa- 
tients on  prednisolone  therapy  also  should  be 
under  adequate  ulcer  control. 

The  mechanism  of  additive  hormonal 
steroid  therapy  is  not  known.  Corticoster- 
oids probably  depress  estrogen  formation  in 
the  adrenals.  Androgens  and  estrogens 
probably  have  a reflex  action  on  the  pituitary. 
The  exact  mechanism  of  the  governing  re- 
sponse is  unknown.  The  marked  difference 
in  the  objective  response  rate  from  additive 
hormone  therapy  in  various  studies  is  due 
mainly  to  different  criteria  of  evaluation. 
The  lower  rates  are  more  significant  and 
usually  are  based  on  the  more  realistic  cri- 
teria used  by  The  Cooperative  Breast  Group 
of  the  Cancer  Chemotherapy  National  Serv- 
ice Center.  In  this  method,  all  cases  with 
regression  of  a tumor  in  one  area  are  ex- 
cluded if  tumor  is  progressing  elsewhere.  All 
eases  in  whom  recurrent  disease  remains 
static  following  the  institution  of  hormonal 
therapy  also  are  discarded.  Only  cases  in 
which  all  detectable  tumor  shows  regression 
are  included  as  objective  regressions.  Al- 
though additive  hormone  therapy  is  tempo- 
rary in  its  effect  and  occasionally  is  fraught 
with  danger,  its  judicious  use  definitely  has 
contributed  to  the  prolongation  of  life  and 
the  alleviation  of  symptoms  in  patients  with 
inoperable  systemic  breast  cancer. 

Ablative  Procedures 

Castration  is  the  treatment  of  first  choice 


in  premenopausal  women  with  systemic 
breast  cancer.  Between  25  and  50  per  cent 
will  obtain  palliation  depending  on  the  cri- 
teria of  evaluation.  Castration  may  be 
produced  by  surgical  oophorectomy  or  by 
adequate  ovarian  x-ray  therapy.  The  for- 
mer method  is  more  certain  and  is  somewhat 
more  effective.  Treves  and  Finkbeiner^®*  re- 
ported a 45  per  cent  subjective  improvement 
and  a 37  per  cent  objective  regression  of 
tumor  in  191  cases  studied.  Forty-four  per 
cent  of  menstruating  women  showed  ob- 
jective remission  for  a median  of  nine  months 
(this  included  some  with  no  clinical  evidence 
of  disease  progression  only).  Gordon  and 
Segaloff^®*  reported  similar  results  in  a 
smaller  group  and  demonstrated  no  signifi- 
cant difference  in  clinical  response  or  hor- 
monal changes  between  surgical  and  x-radia- 
tion  castration  provided  the  latter  was  ade- 
quate (1,200  r tumor  dose  in  one  week). 
Therapeutic  castration  is  the  best  initial 
therapy  in  premenopausal  women.  The  re- 
sponse to  this  therapy  is  helpful  for  indicat- 
ing other  methods  of  hormonal  therapy 
when  further  progression  of  disease  oc- 
curs. 

Treves^®®  demonstrated  a most  striking  re- 
sponse of  advanced  and  inoperable  male 
breast  cancer  to  bilateral  orchiectomy.  An 
analysis  of  42  male  patients,  16  with  primary 
lesions  and  26  with  recurrent  lesions,  showed 
objective  improvement  in  66  per  cent  for 
an  average  duration  of  two  and  one-half 
years  and  subjective  improvement  in  74  per 
cent  for  an  average  of  two  years  and  two 
months.  Corticosteroids  proved  more  effec- 
tive than  estrogens  for  treating  further  pro- 
gression of  disease  after  orchiectomy.  Three 
of  4 cases  on  prednisone  were  helped  while 
only  2 of  12  responded  to  estrogens. 

Should  castration  be  used  as  a prophylac- 
tic measure  following  the  definitive  treat- 
ment of  breast  cancer  before  evidence  of 
systemic  disease  is  present?  There  is  some 
supporting  evidence  in  the  literature,  but  it 
is  not  conclusive.  Horsley,  ^®^  Smith  and 
Smith,  ^®®  Treves, ‘®*  and  Rosenberg  and  Uhl- 
mann*®^  have  demonstrated  increased  salvage 
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rates  following  prophylactic  castration,  par- 
ticularly in  patients  with  axillary  node 
metastases.  Since  these  data  are  not  based 
on  randomized  material  and  there  is  some 
question  regarding  case  selection,  no  definite 
conclusion  regarding  the  advisabihty  of 
prophylactic  castration  can  be  made.  A 
well-controlled,  randomized  series  of  598 
postoperative  breast  cancer  patients  has 
been  studied  by  Paterson  and  Russel. 
Alternate  cases  were  treated  by  x-radiation 
therapy  to  the  ovaries  which  received  a tumor 
dose  varying  between  450  r in  one  day  to 
1,000  r in  four  days.  Three-year  and  five-year 
results  relating  to  survival,  local  recurrence, 
and  blood-borne  metastases  showed  a slight 
improvement  in  all  categories  for  the  pa- 
tients receiving  ovarian  irradiation.  The 
relative  improvement  diminished  between 
the  third  and  fifth  years.  The  difference  be- 
tween survival  rates  at  three  years  was  8 per 
cent;  this  fell  to  7 per  cent  at  five  years. 
The  local  recurrence  rate  difference  fell  from 
6 per  cent  at  three  years  to  2 per  cent  at  five 
years,  and  the  rate  of  blood-borne  metastases 
fell  from  a 9 per  cent  difference  at  three 
years  to  a 5 per  cent  difference  at  five  years. 

Although  prophylactic  castration  very 
fikely  prolongs  survival  time  and  delays  the 
appearance  of  recurrent  disease,  there  are 
several  advantages  to  reserving  castration 
for  use  as  a therapeutic  measure  when  re- 
current disease  appears.  Therapeutic  cas- 
tration avoids  the  unnecessary  surgery  in- 
volved when  this  procedure  is  applied  as  a 
prophylactic  measure  to  patients  free  of 
disease,  the  palliative  effect  of  castration 
may  be  more  desirable  at  a later  date,  and 
the  response  to  therapeutic  castration  gives 
a good  indication  for  future  use  of  other  addi- 
tive and  ablative  procedures.  A current 
nation-wide  randomized  study  on  prophylac- 
tic surgical  castration  will  clarify  this  issue 
in  a few  years.  Until  more  valid  data  are 
available  it  is  probable  that  prophylactic 
castration  should  be  reserved  for  premeno- 
pausal patients  with  massive  nodal  involve- 
ment and  very  poor  prognosis. 

The  application  of  bilateral  adrenalectomy 


and  hypophysectomy  to  patients  with  sys- 
temic breast  cancer  has  been  made  possible 
by  the  synthesis  of  the  corticosteroids  which 
are  needed  to  replace  vital  adrenal  steroids. 
Theoretically  these  more  formidable  ablative 
procedures  cause  regression  of  the  disease  by 
the  removal  of  additional  sources  of  endoge- 
nous hormones.  Huggins  and  BergenstaT®* 
and  Huggins  and  Dao  in  1952^®“  first  re- 
ported on  the  effect  of  bilateral  adrenalec- 
tomy on  breast  cancer.  Luft  and  Olivecrona 
in  1953^®^  reported  on  their  experience  with 
hypophysectomy  for  advanced  breast  can- 
cer. Since  then  many  additional  reports 
have  appeared. 

Fracchia  et  al.  in  1959^®^  presented  data  on 
155  patients  treated  by  bilateral  adrenalec- 
tomy or  combined  adrenalectomy  and 
oophorectomy.  Following  surgery  these  pa- 
tients were  maintained  on  75  mg.  of  corti- 
sone daily.  Significant  palliation  of  six 
months  duration  or  longer  was  obtained  in 
35  per  cent  of  their  patients.  The  results 
were  best  in  patients  with  a long  free  interval 
between  mastectomy  and  the  appearance  of 
recurrence  and  in  those  who  previously  had 
responded  well  to  other  hormone  therapy. 
The  best  rate  of  regression  occurred  in  pa- 
tients with  inflammatory  cancer,  with  in- 
volvement of  the  breast,  soft  tissue,  skin, 
and  bone  (except  those  with  hypercalcemia). 
Patients  with  visceral  metastases  did  not  re- 
spond as  well,  and  those  with  a functional 
disturbance  due  to  visceral  metastases  re- 
sponded most  poorly.  No  patients  with 
symptomatic  brain  metastases  benefited 
from  adrenalectomy.  In  a collected  series 
of  758  cases  the  operative  mortality  within 
thirty  days  of  surgery  was  8.4  per  cent. 
The  response  rate  to  adrenalectomy  has  been 
reported  at  anywhere  from  1 1 to  60  per  cent, 
this  extreme  variation  being  due  to  variable 
criteria  of  evaluation  and  selection  of  pa- 
tients. ^®^“*®^ 

Hypophysectomy  has  produced  objective 
remissions  in  patients  with  systemic  breast 
cancer.  This  rate  varies  from  30  to  50  per 
cent,  again  based  mainly  on  differences  in 
clinical  evaluation  and  selection  of  mate- 
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Patients  with  symptomatic  liver 
metastases  and  intracranial  metastases  usu- 
ally are  not  treated  by  hypophysectomy. 
The  best  results  are  obtained  in  the  older-age 
group  and  in  patients  who  previously  had  a 
good  response  to  castration.  Ray^®®  recently 
reported  on  400  cases  with  a 43  per  cent  re- 
mission rate  (33  per  cent  remission  for  six 
months  or  longer).  In  his  opinion  no  pre- 
operative test  is  accurate  in  predicting  the 
effect  of  hypophysectomy.  However,  an 
extremely  high  remission  rate  occurs  in  pa- 
tients who  previously  have  responded  favor- 
ably to  oophorectomy.  His  average  re- 
mission lasted  seventeen  months.  Baron 
et  reported  similar  results  with  sur- 

gical hypophysectomy  supplemented  by 
the  implantation  of  radioactive  gold  seeds 
into  the  remaining  anterior  lobe  tissue 
in  75  patients.  Forrest^™  and  Ironside, 
Moseley,  and  de  Vos^’^  and  others  have 
destroyed  the  pituitary  by  the  implantation 
of  radioactive  yttrium.  Ironside  reported 
only  23  per  cent  objective  remission  and  a 
rather  high  rate  of  complications  following 
this  implantation. 

A prehminary  report  on  the  results  of 
adrenalectomy  and  hypophysectomy  has 
been  made  recently  by  the  Joint  Committee 
on  Endocrine  Ablative  Procedures  in  Dis- 
seminated Mammary  Carcinoma.  With 
standardized  criteria  of  evaluation  the  re- 
sults with  both  therapies  were  identical  in 
regard  to  the  remission  rate,  duration  of  re- 
mission, and  postoperative  mortahty.  Thus, 
in  a pooled  collection  of  cases  from  many  in- 
stitutions in  this  country  315  adrenalec- 
tomies and  358  hypophysectomies  were  con- 
sidered sufficiently  well  documented  for 
definitive  analysis.  In  this  group  objective 
remission  was  obtained  in  31.7  per  cent  of 
the  adrenalectomies  and  31.3  per  cent  of  the 
hypophysectomies.  The  survival  rate  from 
operative  time  until  death  in  the  responders 
was  twenty-two  months  for  the  adrenalec- 
tomies and  20.6  months  for  the  hypophysec- 
tomies. For  nonresponders  the  survival 
rate  was  only  6.5  months  for  adrenalecto- 
mies and  7.6  months  for  hypophysectomized 


patients.  The  mortality  rate,  or  patients 
dying  within  thirty  days  of  surgery,  was 
practically  identical:  9 per  cent  in  each 
group.  No  real  preference  could  be  made 
for  either  procedure.  The  selection  of  either 
procedure  thus  depends  on  the  facihties  and 
experience  available. 

Adrenalectomy  and  hypophysectomy  are 
useful  palliative  procedures  in  cases  of  ad- 
vanced breast  cancer.  Because  of  their 
temporary  effect,  operative  mortahty,  and 
exposure  of  patients  to  stress,  it  is  hkely  that 
they  are  best  used  after  additive  therapy  has 
been  given  a trial. 

Chemotherapy  of  Advanced 
Breast  Cancer 

Wright^'^®  recently  has  published  a most 
complete  general  survey  of  chnical  cancer 
chemotherapy.  Although  advanced  inoper- 
able breast  cancer  can  be  palliated  by  chemo- 
therapy, most  response  rates  are  low  and  of 
short  duration,  and  general  toxic  reactions 
are  high.^^^  Because  of  this,  the  general 
policy  has  been  to  use  chemotherapy  only 
after  exhausting  the  potentials  of  hormonal 
therapy.  Many  chemicals  have  yielded 
good  response  rates  when  used  locally  and 
in  high  concentrations.  Nitrogen  mustard, 
TEM  (triethylene  melamine),  Thio-TEPA 
(triethylene  thiophosphoramide),  and  TEPA 
(triethylene  phosphoramide)  have  yielded 
response  rates  as  high  as  40  to  70  per  cent 
when  used  locally  for  intracavitary  use,  (as 
with  pleural  effusions),  for  intra-arterial  use 
locally, and  for  regional  perfusion.  ^^® 
However,  when  these  drugs  are  used  sys- 
temically,  the  general  toxic  effects  necessitate 
dilution  to  less  effective  levels,  and  valid  ob- 
jective response  rates  faU  and  usually  are  of 
short  duration.  Some  enthusiastic  reports 
of  chemotherapy  of  advanced  breast  lesions 
have  shown  regression  rates  of  50  per  cent 
and  more.  However,  when  strict  criteria  of 
evaluation  are  used,  including  only  patients 
who  show  objective  evidence  of  disease  pro- 
gression prior  to  the  institution  of  chemo- 
therapy and  who  have  not  had  hormone 
therapy  within  six  months  of  chemotherapy 
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and  including  only  those  in  whom  all  lesions 
regress  for  at  least  three  months,  most  re- 
gression rates  fall  into  the  10  to  15  per  cent 
range. 

In  general,  hormonal  therapy  produces  a 
higher  rate  of  objective  improvement  which 
is  longer  lasting  and  is  not  accompanied  by 
the  severe  toxic  manifestations  usually  asso- 
ciated with  chemotherapy. 

One  of  the  real  hopes  for  the  eventual  con- 
trol of  cancer  hinges  on  the  development  of 
more  effective  chemical  compounds  with 
sufficiently  high  selective  indices  of  activity. 
Until  then  the  currently  available  chemo- 
therapeutic compounds  are  generally  less 
effective  than  endocrines  in  treating  ad- 
vanced breast  cancer  and  should  be  used 
mainly  as  secondary  therapeutic  agents  when 
hormonal  therapy  is  ineffectual  or  after  re- 
mission is  ended. 


Present  Status  of  Breast  Cancer 
Therapy  and  Some  Investigative  Trends 

Many  factors  influence  the  prognosis  of 
breast  cancer:  size  of  the  primary  lesion; 
extent  of  the  lesion,  that  is,  nodal  metastases; 
delay  factor;  site  of  primary  tumor;  hormo- 
nal status;  type  and  grade  of  tumor;  mode 
of  spread;  resistance  of  host;  and  aggressive- 
ness of  the  tumor.  Some  of  these  factors  can 
be  influenced  markedly:  The  size  of  the  pri- 
mary lesion,  the  extent  of  the  lesion,  and  the 
delay  factor  can  be  affected  by  diligent 
efforts  at  early  diagnosis  and  prompt  ade- 
quate therapy.  The  site  of  the  tumor  is 
important  in  that  Stage  I cases  with  inner- 
half  lesions  show  a worse  prognosis  than 
those  arising  in  the  outer  half  of  the  breast 
due  to  more  frequent  involvement  of  the 
internal  mammary  nodes.  This  can  be 
influenced  to  a degree  by  extending  the 
scope  of  primary  therapy  to  include  the 
internal  mammary  nodes,  especially  with 
Stage  I cases.  With  later  chnical  stages 
the  prognosis  is  dependent  mainly  on  the 
factor  of  distant  metastases.  The  hor- 
monal status  of  the  patient  can  be  affected, 
temporarily  at  least,  by  various  hormonal 


therapies,  both  additive  and  ablative. 

The  type  and  grade  of  the  primary  tumor 
and  the  mode  of  spread  can  be  affected  but 
slightly  at  present.  Blood-bome  metastases 
are  most  frequent  with  anaplastic  lesions  and 
in  the  advanced  chnical  stages  of  breast  can- 
cer. Clinical  studies  now  are  being  con- 
ducted on  the  use  of  adjuvant  chemotherapy 
during  and  after  surgery  in  an  attempt  to 
control  blood-borne  cancer  cells.  Early  re- 
ports are  promising  but  premature. 

The  final  and  most  important  factor  is  the 
unknown  factor  of  biologic  behavior,  the 
puzzle  of  tumor-host  relationship  in  each 
individual  case.  The  resistance  of  the  body 
and  the  aggressiveness  of  the  tumor  are 
terms  which  often  are  used  in  attempting  to 
explain  the  mysterious  behavior  of  some 
breast  cancers.  At  present  we  are  forced  to 
treat  our  patients  on  the  basis  of  personal 
chnical  judgment.  This  is  not  very  satis- 
factory when  one  considers  the  many  un- 
known factors  inherent  in  each  individual 
patient.  Eventually,  a more  rational 
approach  wih  be  possible  when  the  biologic 
behavior  of  the  individual  tumor  in  each 
patient  is  understood.  Recent  work  in  the 
fields  of  virology,  homograft  transplantation, 
immunology,  enzymology,  and  cellular  bio- 
chemistry already  has  3delded  many  inter- 
esting leads  which  eventually  may  contribute 
to  the  solution  of  these  problems. 

It  is  well  known  that  many  types  of  cancer 
in  animals  are  induced  by  viruses.  Virus 
particles  have  been  observed  by  electron 
microscopic  studies  in  human  breast  cancer 
tumor  cells.  However,  it  is  obvious  that 
these  tumors  may  contain  viruses  which  are 
completely  unrelated  to  their  origin.  At 
present  there  is  still  no  definite  proof  that 
any  one  type  of  human  cancer  is  caused  by  a 
virus.  Further  work  in  electron  microscopy 
and  related  fields  may  solve  this  problem. 

The  rejection  or  acceptance  of  tissue 
homografts  by  the  host  depend  on  immuno- 
logic factors.  These  factors  can  be  increased 
through  repetition  and  can  be  transferred 
from  one  animal  to  another  of  the  same 
strain  by  means  of  hving  lymphoid  cells 
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from  the  regional  nodes  draining  the  affected 
area  or  by  white  cells  from  the  peripheral 
blood.  Serum  antibodies  are  not  involved 
in  the  destruction  of  homografts;  probably 
the  destructive  agents  are  cellbound  anti- 
bodies in  activated  lymphocytes.^®"  Normal 
patients  promptly  reject  cancer  cell  implants. 
The  cancer  patients  do  not  reject  these  im- 
plants as  readily.  It  is  probable  that  some 
deficiency  in  the  immunologic  response  nor- 
mally present  in  healthy  individuals  may 
explain  the  prolonged  acceptance  of  cancer 
homografts  in  cancer  patients  long  after 
their  usual  survival  in  the  healthy  individ- 
ual.^®^ 

Berg^®-  recently  presented  some  interesting 
data  on  a group  of  patients  who  had  re- 
mained clinically  well  many  years  after  sur- 
gery despite  their  large  breast  cancers  of 
highly  anaplastic  grade.  He  found  that 
many  of  these  patients  showed  a peripheral 
plasm  cell  reaction  around  the  primary  tu- 
mor and  its  nodal  metastases.  This  cellular 
infiltration  and  the  accompanying  degenera- 
tive changes  in  the  cancer  cells  were  similar 
to  those  usually  seen  following  the  rejection 
of  transplanted  human  cancer  and  may  rep- 
resent a form  of  host  resistance  to  breast 
cancer.  Hultbom  and  Tbrnberg/®®  in  their 
recent  work  on  the  grading  of  malignancy  in 
breast  cancer,  also  reported  that  most  pa- 
tients had  a better  than  anticipated  survival 
rate  when  their  breast  tumors  exhibited  pe- 
ripheral round  cell  infiltration. 

Sumner  and  Foraker^®^  described  a case 
of  regression  of  melanoma  in  which  a twenty- 
eight-year-old  male  with  diffuse  systemic 
melanoma  in  the  lymph  nodes,  subcutane- 
ous tissue,  and  skin  developed  a remission 
after  receiving  250  cc.  of  whole  blood  from  a 
female  patient  who  previously  had  had  a 
spontaneous  remission  of  diffuse  melanoma- 
tosis.  This  remission  began  about  six  weeks 
following  the  transfusion  and  lasted  for  al- 
most five  years.  It  is  probable  that  this  rep- 
resents an  instance  of  transfer  of  passive 
immunity  to  mahgnant  melanoma. 

Lewison  et  attempted  to  transfer 

passive  immunity  to  patients  with  advanced 


breast  cancer  by  the  oral  administration  of 
colostrum  from  cows  injected  intralacteally 
with  human  breast  cancer  homogenate.  Al- 
though subjective  improvement  was  noticed 
in  10  of  17  patients,  no  clear-cut  objective 
improvement  was  observed  in  any.  Nor 
could  specific  antibodies  against  human  tis- 
sue be  demonstrated  in  the  colostrum. 

Murray*®®  reported  surprisingly  good  re- 
sults from  antiserum  therapy  of  patients  with 
breast  cancer.  He  injected  horses  intrave- 
nously with  increasing  amounts  of  sterile  hu- 
man breast  cancer  tissue  emulsified  in  sahne. 
The  horses  were  then  bled  and  the  globulin 
fraction  of  serum  extracted.  Sixty-two  pa- 
tients with  advanced  metastatic  breast  can- 
cer were  treated  after  skin  sensitization  tests 
were  done.  Although  no  cures  were  ob- 
tained, satisfactory  palliation  was  reported 
after  high  dosages  with  as  much  as  300  cc.  of 
serum  in  the  individual  case.  Murray  main- 
tained that  some  objective  remissions  took 
place.  Although  these  results  are  promising 
and  suggestive,  they  have  not  been  repeated 
by  others. 

Stark,  Dwyer,  and  DeForest*®^  have 
shown  that  excision  of  the  regional  nodes 
lessens  the  immune  response  and  prolongs 
the  survival  of  a skin  homograft  apphed  to 
the  area  previously  drained  by  the  excised 
nodes.  A homograft  of  skin  was  placed  on 
each  arm  of  a patient  who  had  imdergone 
unilateral  radical  mastectomy.  The  graft 
on  the  operative  side  survived  two  and  one- 
half  times  as  long  as  a similar  graft  on  the 
opposite  arm  with  intact  axillary  lymph 
nodes.  We  do  not  know  whether  or  not  a 
similar  mechanism  can  be  apphed  to  the  be- 
havior of  cancer  arising  spontaneously  in 
human  beings. 

Crile*®®  is  now  alternating  the  treatment 
of  Stage  I cases  of  breast  cancer  between 
radical  mastectomy  and  simple  mastectomy 
without  x-ray  therapy.  This  is  being  done 
in  an  attempt  to  evaluate  any  possible  im- 
munologic protection  of  the  host  against  the 
cancer  by  the  regional  lymph  nodes.  Al- 
though the  regional  lymph  nodes  have  been 
shown  to  increase  the  immune  response  to 
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skin  homografts,  there  is  no  evidence  that 
the  same  mechanism  can  be  apphed  to  spon- 
taneously arising  breast  cancer.  Further- 
more, the  preserved  axillary  lymph  nodes 
may  serve  equally  well  as  stepping  stones  in 
the  further  progression  of  cancer  into  the 
general  system.  If  the  cancer  is  localized  to 
the  breast,  certainly  there  is  no  need  of  do- 
ing an  axillary  dissection.  When  minimal 
involvement  of  the  axillary  nodes  is  present, 
most  patients  can  be  salvaged  by  radical 
mastectomy. 

However,  it  is  almost  certain  that  a worse 
salvage  rate  will  result  when  lymph  nodes 
containing  breast  cancer  are  left  behind  at 
the  time  of  the  initial  therapy.  It  has 
been  demonstrated  that  further  treatment 
by  secondary  radical  axillary  dissection 
usually  is  not  curative  when  disease  in  the 
axilla  becomes  apparent  following  simple 
mastectomy.  Lockhardt  and  Ackerman 
analyzed  17  such  patients  and  found  that 
none  of  the  patients  who  had  recurrent  can- 
cer following  simple  mastectomy  survived 
five  years  following  the  secondary  radical 
axillary  dissection. 

Comment 

The  natural  mechanisms  of  immunity 
which  may  protect  against  cancer  still 
are  completely  unknown  and  represent 
an  extremely  important  field  for  further 
investigation.  Although  there  is  justi- 
fiable dissatisfaction  with  our  presently 
proved  means  of  diagnosis  and  therapy,  they 
should  not  be  abandoned.  Instead,  they 
must  be  improved  by  refinements  in  technic 
and  must  be  utilized  to  the  utmost  despite 
their  kno^vn  limitations. 

We  cannot  rely  on  the  unknown  factors  of 
host  resistance,  immune  response,  and  so 
forth.  These  factors  at  present  represent  un- 
knovm  influences  which  affect  the  breast  can- 
cer patient.  A tremendous  amount  of  work 
must  be  done  before  an  adequate  understand- 
ing of  these  mechanisms  or  the  ability  to 
utilize  them  for  the  patient’s  benefit  is  pos- 
sible. 

215  East  79th  Street,  New  York  21 
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Diarrhea,  Shock,  and  Paralytic  Ileus 


Case  History 

Gilbert  D.  Klickstein,  M.D.:  A sixty- 
five-year-old  Negro  male  was  admitted  to 
the  emergency  room  of  the  Knickerbocker 
Hospital  in  shock.  Except  for  deforming 
rheumatoid  arthritis  he  had  been  in  good 
health  until  ten  days  previously  when  he 
noted  the  onset  of  crampy  epigastric  pain 
not  related  to  food  intake.  This  pain  con- 
tinued and  became  generalized  over  the  en- 
tire abdomen,  followed  by  the  development 
of  nausea,  vomiting,  and  diarrhea  about 
three  days  after  the  initial  onset  of  pain. 
Over  the  next  week  these  symptoms  became 
progressively  more  severe.  He  was  unable 
to  retain  any  ingested  fluid,  and  the  diarrhea 
became  continual.  He  denied  hematemesis 
or  overtly  bloody  stools,  although  his  vomi- 
tus  was  described  as  dark  brown  and  the 
stools  dark  red.  There  was  no  previous 
history  of  gastrointestinal  or  cardiovascular 
disease.  He  had  been  taking  cortisone  daily 
for  his  rheumatoid  arthritis  until  two  weeks 
before  admission  but  had  discontinued  this 
medication  of  his  own  accord  about  four  or 
five  days  before  the  onset  of  the  symptoms. 
The  type  of  cortisone  preparation  and  the 


dosage  could  not  be  ascertained. 

On  admission  to  the  hospital  his  tempera- 
ture was  100  F.,  his  pulse  136  and  thin  and 
thready,  respirations  36,  and  blood  pressure 
unobtainable.  He  was  apprehensive,  restless, 
cold  and  clammy,  somewhat  dehydrated, 
and  showed  air  hunger.  The  heart  was 
not  enlarged  to  percussion,  and  no  murmurs 
were  heard  with  his  sinus  tachycardia.  The 
lungs  were  clear  to  percussion  and  ausculta- 
tion. The  abdomen  was  distended,  diffusely 
tender,  with  diffuse  rebound  tenderness. 
Bowel  sounds  were  absent.  The  fiver  edge 
was  felt  at  two  fingerbreadths  below  the 
right  costal  margin.  The  rectal  sphincter 
was  lax,  the  ampulla  empty,  and  tarry  and 
dark  red  material  was  recovered  by  the  ex- 
amining finger.  No  masses  were  felt  on 
abdominal  or  rectal  examination.  The  pros- 
tate gland  was  one  and  one-half  times  nor- 
mal size,  soft  and  symmetrical. 

The  urine  had  a specific  gravity  of  1.024 
and  was  acid  with  a faint  trace  of  albumin 
but  was  free  of  sugar  and  acetone  and  with- 
out cells  or  casts  in  the  sediment.  The  he- 
moglobin was  13.5  Gm.  per  100  ml.,  hemato- 
crit 42.5,  and  white  blood  cell  count  14,650 
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with  84  per  cent  polymorphonuclear  leuko- 
cytes. The  serum  sodium  was  140  mEq., 
potassium  4.6  mEq.,  and  chlorides  99  mEq. 
per  liter. 

X-ray  films  of  the  abdomen  showed  dis- 
tended loops  of  the  small  and  large  bowel  con- 
sistent with  “paralytic  ileus.” 

Intravenous  fluids,  whole  blood,  and  anti- 
biotics were  administered  through  cut-down 
incisions.  A Levin  tube  was  passed,  and 
800  cc.  of  coffee-ground  material  and  bright 
red  blood  were  aspirated  from  the  stomach. 
He  responded  well  to  Plavolex,  and  his  blood 
pressure  stabilized  at  130/50.  As  the  blood 
pressure  increased,  his  abdomen  became 
tense  and  boardlike.  Four  hours  after  ad- 
mission an  operation  was  performed. 

Almost  1,200  cc.  of  serosanguineous  fluid 
with  a fecal  odor  was  present  in  the  perito- 
neal cavity.  The  small  bowel  was  dilated  and 
was  black  and  lusterless  from  3 cm.  below  the 
ligament  of  Treitz  to  the  ileocecal  valve. 
The  ascending  and  transverse  portions  of  the 
colon  were  dusky.  The  superior  mesenteric 
artery  was  in  spasm  without  pulsation.  On 
opening  the  artery  there  was  no  flow  in  either 
direction.  A catheter  was  inserted  with  ease 
proximally  and  irrigated  with  heparin  solu- 
tion. The  arterial  flow  was  re-established 
with  a good  pulse  rate.  The  arteriotomy 
was  closed,  and  pulsations  were  felt  distal  to 
the  arteriotomy  site  but  not  in  the  arcades. 
The  abdomen  was  closed.  The  patient  went 
into  shock  and  expired  five  hours  postopera- 
tively. 

Discussion 

W.  Robson  N.  Guieu,  M.D.:  At  opera- 
tion the  patient  was  found  to  have  an  hemor- 
rhagic infarction  of  the  jejunum,  ileum,  as- 
cending, and  transverse  portions  of  the  colon. 
There  are  only  two  conditions  that  could  pro- 
duce this  picture — occlusion  of  the  superior 
mesenteric  artery  or  thrombosis  of  the  supe- 
rior mesenteric  vein.  Differentiation  be- 
tween the  two  may  not  be  easy  at  operation. 
Venous  mesenteric  thrombosis  does  not  seem 
likely  in  this  case  although  the  ten-day  his- 
tory of  abdominal  symptoms  is  more  in  keep- 


ing with  it  than  with  arterial  occlusion  which 
usually  has  an  abrupt  onset  and  a rapidly  pro- 
gressing chnical  course.  The  age  of  the  pa- 
tient, the  distribution  of  bowel  infarction, 
and  the  finding  of  a pulseless  superior  mesen- 
teric artery  indicate  that  the  primary  patho- 
logic condition  was  an  arterial  occlusion. 
Sometimes  secondary  thromboses  of  the 
mesenteric  veins  are  found  in  these  cases. 

The  problem  in  this  case  is  the  cause  of  the 
arterial  block.  In  a recent  article  Glotzer 
and  Shaw'  described  the  findings  at  autopsy 
in  32  cases  of  massive  bowel  infarction;  19 
had  recent  occlusion  due  to  thrombus  or  em- 
bolus, 3 had  old  occlusions  due  to  previous 
thrombi,  and  9 had  no  evidence  of  complete 
occlusion  but  showed  a high  incidence  of 
partial  occlusion  due  to  arteriosclerotic 
plaques.  Presumably  spasm  of  the  vessels 
was  an  important  factor,  producing  ischemia 
in  all  cases  and  especially  where  no  complete 
occlusion  was  demonstrated.  In  this  case 
we  are  told  that  a catheter  was  inserted  with 
ease  proximally,  and  following  irrigation  with 
heparin  solution,  arterial  flow  was  re-estab- 
lished with  a good  pulse  rate.  This  cer- 
tainly rules  out  an  old  occlusion.  An  adher- 
ent or  organized  thrombus  could  not  be  dis- 
lodged so  easily.  Also,  in  cases  with  no  com- 
plete organic  occlusion  demonstrated  at  au- 
topsy, there  probably  would  be  some  pulsa- 
tion in  the  main  superior  mesenteric  artery 
during  fife  and  especially  in  a case  such  as 
this  where  the  blood  pressure  had  returned 
to  normal  before  the  operation.  However, 
the  pulsation  would  bo  weak  and  might  not 
reach  the  periphery  of  the  mesentery  with  an 
effective  pressure  head,  thereby  accounting 
for  the  infarction.  Consequently,  I believe 
this  patient  had  a recent  occlusion  of  the 
artery  due  either  to  an  embolus  or  a throm- 
bus. 

Emboli  to  the  superior  mesenteric  artery 
have  the  same  origin  as  those  to  all  other 
major  arteries:  paradoxical,  that  is,  from  the 
systemic  veins  through  a patent  foramen 
ovale;  from  the  heart,  for  example,  mural 
thrombosis  superimposed  on  myocardial  in- 
farction and  atrial  thrombosis  in  auricular 
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fibrillation;  and  from  the  aorta,  namely, 
thrombosis  overlying  an  ulcerated  atheroma- 
tous plaque,  or  thrombosis  within  an  aneu- 
rysm. In  this  case  we  have  little  evidence 
that  points  to  a source  for  such  an  embolus. 
There  was  nothing  to  suggest  myocardial  in- 
farction; there  was  no  atrial  fibrillation; 
there  were  no  murmurs  or  cardiac  enlarge- 
ment. Also,  the  blood  pressure  responded 
quite  rapidly  to  replacement  therapy.  How- 
ever, the  presence  of  rheumatoid  arthritis  in 
this  patient  is  suggestive.  There  is  a 42  per 
cent  incidence  of  inflammatory  lesions  of  the 
heart  at  autopsy  in  such  patients.^  This  ap- 
parently high  figure  can  be  explained  away. 
Most  of  the  cases  with  inflammatory  changes 
in  the  heart  at  autopsy  are  essentially  focal 
or  trivial  in  nature.  The  presence  of  heart 
disease  of  clinical  significance  is  much  less 
frequent.  Without  substantive  evidence 
for  a source  of  emboli,  I must  infer  that  the 
mesenteric  arterial  block  is  due  to  a throm- 
bus. 

The  superior  mesenteric  artery  arises  from 
the  front  of  the  abdominal  aorta  opposite 
the  body  of  the  fourth  lumbar  vertebra.  It 
is  a large  artery  measuring  over  1 cm.  in 
diameter  or  about  the  size  of  the  common 
femoral  artery.^  The  first  3 to  4 cm.  lie  be- 
hind the  pancreas  and  are  not  readily  acces- 
sible at  surgery.  It  then  crosses  the  duode- 
num and  is  found  in  the  base  of  the  small 
bowel  mesentery.  Its  first  branch  is  the 
inferior  pancreaticoduodenal  artery,  and  its 
second  is  the  middle  colic  artery.  The  dis- 
tribution of  the  area  of  infarction,  which  in- 
cluded the  transverse  colon,  indicates  that 
the  occlusion  was  located  proximal  to  the 
middle  colic  branch  and  was  probably  a 
thrombus  in  the  first  2 cm.  This  is  the  seg- 
ment most  frequently  involved  in  athero- 
matous disease. 

Another  less  common  mechanism  for  oc- 
clusion would  be  a large  aortic  atheromatous 
plafpie,  sealing  over  the  ostium  of  the  supe- 
rior mesenteric  artery. 

Obviously,  the  picture  of  massive  bowel 
infarction  which  was  present  at  laparotomy 
could  not  have  existed  for  more  than  forty- 
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eight  hours.  Such  a condition  is  rapidly 
fatal  due  mainly  to  shock  from  a loss  of  fluid 
into  the  bowel  wall,  the  bowel  lumen,  the 
mesentery,  and  the  peritoneal  cavity.  How- 
ever, this  man  had  been  sick  for  ten  days,  the 
first  three  days  having  only  epigastric  and 
then  generalized  crampy  abdominal  pain  and 
for  the  next  week  nausea,  vomiting,  and 
diarrhea.  Appendicitis  can  start  with  epi- 
gastric pain  and  then  with  perforation  be  fol- 
lowed by  generalized  abdominal  symptoms, 
but  this  surely  would  be  obvious  at  explora- 
tion. The  past  history  of  cortisone  therapy 
suggests  the  complication  of  peptic  ulcer, 
either  in  the  stomach  or  the  duodenum. 
However,  the  abdominal  pain  started  four  or 
five  days  after  the  discontinuance  of  corti- 
sone ; again,  a peptic  ulcer  would  have  been 
obvious  at  operation.  Negative  findings  at 
operation  do  not  serve  to  exclude  bleeding 
from  an  acute  peptic  ulcer.  Many  of  these 
are  rather  superficial.  They  are  more  com- 
mon in  the  stomach,  and  the  wall  of  the 
stomach  need  not  be  indurated.  Also,  the 
bright  red  blood  obtained  through  the  Levin 
tube  suggests  bleeding  from  the  stomach 
itself. 

The  main  cause  of  the  abdominal  symp- 
toms, I believe,  was  partial  intestinal  is- 
chemia (angina  abdominalis)  and  necrosis 
occurring  in  the  last  forty-eight  hours.  Re- 
cently, Shaw  and  Maynard^  described  a pa- 
tient who,  following  the  insertion  of  an  aortic 
homograft,  developed  abdominal  cramps 
and  passed  a liquid  stool  with  occult  blood  on 
the  third  postoperative  day.  For  the  next 
twelve  days  their  patient  had  diarrhea  which 
gave  intermittently  guaiac-positive  results, 
signs  of  ileus,  a low-grade  fever,  and  a leuko- 
cytosis of  about  20,000.  He  then  developed 
severe  abdominal  pain  and  diffuse  tenderness, 
and  an  exploratory  operation  showed  an 
occlusion  of  the  proximal  2 cm.  of  the  supe- 
rior mesenteric  artery  by  thrombus  and  ath- 
eroma. He  also  had  necrotizing  pancreatitis. 
Alt  hough  diarrhea  is  not  a common  symptom 
of  acute  mesenteric  occlusion  and  infarction, 
it  is  present  with  partial  ischemia.  In  a few 
cases  of  complete  occlusion  oi)ei‘ated  on  dur- 
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ing  the  early  stages,  surgeons  have  observed 
the  bowel  to  be  pale,  have  a bluish  tinge,  and 
to  be  contracting  \ igorously.  The  mucosa 
is  the  first  portion  of  the  bowel  wall  to  be- 
come necrotic  so  that  even  at  this  stage  blood 
may  appear  in  the  stools  while  the  muscular 
coats  of  the  wall  are  still  viable.® 

Pancreatitis,  if  present,  might  explain  the 
initial  symptoms  in  the  upper  part  of  the  ab- 
domen. Also,  because  the  pancreas  hes  over 
the  origin  of  the  superior  mesenteric  artery, 
inflammation  of  the  organ  might  affect  the 
vessel  and  produce  thrombosis.  Autopsy 
studies  on  patients  treated  with  ACTH  or 
adrenal  steroids  show  frequent  evidence  of 
acute  pancreatitis  or  fat  necrosis.®  How- 
ever, these  changes  are  mainly  microscopic 
and  even  when  grossly  apparent  are  not 
pronounced.  I doubt  that  pancreatitis  was 
significant  here. 

The  history  certainly  suggests  that  the 
entire  sequence  of  events  was  initiated  by 
the  abrupt  discontinuance  of  cortisone  ther- 
apy. During  therapy  the  adrenal  cortex 
undergoes  atrophy,  so  that  when  exogenous 
cortisone  is  withdrawn,  a relative  state  of 
adrenal  insufficiency  may  exist.  This  can 
produce  a loss  of  sodium  and  water  and  a de- 
creased blood  volume  as  well  as  the  clinical 
symptoms  of  headache,  nausea  and  vomiting, 
and  the  loss  of  4 to  6 pounds  in  weight.'^ 
Despite  the  fact  that  there  usually  is  no 
change  in  vital  signs,  notably  no  fall  in  blood 
pressure,  the  decreased  blood  volume  attend- 
ant on  cortisone  withdrawal  might  have 
initiated  the  decreased  flow  in  the  mesenteric 
arteries  with  consequent  intestinal  ischemia 
aggravated  by  vascular  spasm.  Possibly,  as 
the  diarrhea  and  vomiting  further  decreased 
the  blood  volume,  the  bowel  was  unable  to 
tolerate  further  ischemia  and  underwent 
frank  necrosis.  Possibly  also,  the  summa- 
tive  nature  of  these  events  may  have  reduced 
the  patient’s  capacity  to  withstand  them, 
and  he  went  into  shock  more  easily. 

Perry  Berg,  IM.D. : I,  too,  agree  that  it  is 
possible  that  a patient  bleeding  copiously 
from  a peptic  ulcer  or  with  some  other  reason 
for  a fall  in  effective  hemodynamic  pressure 


may  have  a sufficient  decrease  in  blood  sup- 
ply to  the  splanchnic  area  to  produce  local 
spasm  or  actual  occlusion  by  thrombosis  in 
the  mesenteric  artery. 

Benjamin  E.  Krentz,  AI.D.:  The  proto- 
col points  out  that  a block  must  have  been 
dislodged  by  the  operative  procedure.  We 
can  see  from  the  facts  given  us  that  a pre- 
viously atonic  mesenteric  artery  was  seen  to 
pulsate  following  irrigation.  In  patients 
with  rheumatoid  disease  there  is  a relatively 
high  incidence  of  aortitis.  Possibly,  rupture 
of  an  aortic  plaque  with  multiple  small  em- 
boli to  the  mesenteric  circulation  occurred. 

M.\xwell  S.  Gelfand,  M.D.  : I feel  that 
there  must  be  some  relationship  to  the  cessa- 
tion of  steroid  therapy.  What  led  the  pa- 
tient to  stop  taking  his  medicine? 

Henry  H.  Murphy,  M.D. : He  stated 
that  he  had  run  out  of  drugs  and  had  not  re- 
newed his  supply. 

Dr.  Gelfand:  We  have  seen  ulcers  with 
steroid  therapy.  Also,  we  know  that  people 
with  rheumatoid  arthritis  have  more  ulcers 
than  others.  Of  course,  any  sixty-five-year- 
old  man  could  have  had  a vascular  lesion, 
probably  arterial. 

Clinical  Diagnosis 

Acute  abdominal  condition,  secondary  to 
bleeding;  'perforated  peptic  ulcer. 

Dr.  Grier’s  Diagnosis 

(!)  Hemorrhagic  infarction  of  jejunum, 
ileum,  and  proximal  colon;  (2)  thrombosis  of 
first  portion  of  superior  mesenteric  artery, 
secondary  to  atheromatous  disease;  (5)  super- 
ficial gastric  ulcer  {s);  (4)  adrenal  atrophy;  (5) 
rheumatoid  arthritis. 

Pathologic  Report 

Leopold  Reiner,  M.D.*:  Much  as  I 
would  like  to  give  you  unequivocal,  definitive 
answers,  this  is  not  always  possible.  I 
should  like  to  present  the  information  we 
have  gained  from  studying  this  case  as  an 

* Guest  pathologist;  director  of  laboratories,  Bronx 
Hospital;  visiting  associate  professor  of  pathologx', 
Albert  Einstein  College  of  Medicine,  Bronx,  New  York. 
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illustration  of  the  general  nature  of  the  prob- 
lem, as  an  example  which  reveals  certain 
special  aspects  of  the  problem,  and  as  a case 
which  permits  us  now  to  formulate  certain 
questions  which  remain  for  the  future  to 
solve.  In  other  words,  this  case  will  serve 
as  a way  station  on  our  road  to  a fuller  un- 
derstanding. 

At  autopsy  there  was  cardiac  hypertrophy 
(510  Gm.),  particularly  of  the  left  ventricle. 
There  was  moderately  severe,  nonocclusive 
coronary  arteriosclerosis  and  some  degree  of 
focal  fibrosis  in  the  ventricular  walls.  The 
right  ventricle  and  right  atrium  contained 
organizing  mural  thrombi,  but  none  were 
found  in  the  left  side  of  the  heart.  The 
lungs  showed  emphysematous  bulks  in  both 
upper  lobes.  There  was  incipient  centrilob- 
ular  necrosis  in  the  liver.  The  spleen  and 
pancreas  were  not  unusual  except  for  the 
presence  of  an  accessory  spleen  in  the  tail 
of  the  pancreas.  The  kidneys  had  a combined 
weight  of  260  Gm.  and  showed  focal  surface 
scarring  but  no  striking  parenchymatous  in- 
dications of  vascular  disease.  A single  small 
interlobular  artery  was  partly  obstructed  by  a 
cholesterol  embolus.  The  urinary  bladder 
Avas  slightly  thickened,  and  the  prostate  was 
hypertrophied.  The  adrenal  glands  were 
significantly  small  and  showed  depletion  of 
lipid  from  their  cortices,  presumably  the  re- 
sult of  previous  cortisone  therapy.  The 
joints  of  the  hands,  Avrists,  feet,  and  ankles 
presented  rheumatoid  deformities,  and  near 
the  right  knee  a subcutaneous  nodule  AA^as 
found  which  shoAA^ed  florid  fibrinoid  necrosis 
in  spite  of  the  extended  therapy  Avith  corti- 
sone. 

The  abdominal  cavity  contained  about 
200  cc.  of  sanguineous,  foul-smelling  fluid. 
The  appearance  of  the  small  boAA^el  conformed 
to  the  surgeon’s  description.  The  mesentery 
Avas  not  hemorrhagic.  The  esophagus  was 
discolored  and  black;  its  rugae  AA^ere  effaced. 
The  gastric  mucosa  Avas  diffusely  hemor- 
rhagic ; especially  along  the  greater  curvature 
of  the  corpus  the  mucosa  appeared  as  a 
verrucoid  greenish  mat.  The  entire  small 
intestine,  including  the  duodenum,  presented 


Fig.  1.  Section  of  small  bowel  showing  necrosis  of 
mucosa  and  formation  of  a pseudomembranous 
diphtheritic  exudate. 


hemorrhagic  discoloration  Avith  small, 
patchy,  granular  alterations  of  the  mucosa. 
This  alteration  diminished  progressively 
along  the  ileum,  and  in  its  terminal  segment 
this  portion  of  the  small  boAvel  was  relatively 
normal.  The  wall  of  the  cecum,  however, 
was  greatly  thickened  and  the  mucosa  in- 
tensely hemorrhagic.  The  ascending  and 
transverse  portions  of  the  colon  were  con- 
gested. The  distal  colon  AA'^as  unremarkable, 
as  Avas  the  vermiform  appendix.  On  micro- 
scopic examination  of  the  small  bowel  there 
was  widespread  infarctive  necrosis  of  vary- 
ing depth,  even  being  transmural  in  some 
portions  of  the  jejunum.  Hemorrhagic 
suffusion  Avas  a feature  but  was  often  much 
less  than  one  might  haA'^e  anticipated  from 
the  gross  appearance.  Many  areas  of  the 
infarcted  small  bowel  Avere  of  the  anemic 
type.  There  Avas  an  acute  inflammatory 
reaction  of  mild  to  moderate  intensity. 
Both  diffuse  cellulitis  and  zonal  reactions 
AA'ere  identified.  Pseudomembranes  AA-ere 
identified  on  the  mucosal  surface  of  the  ileum 
and  gas  bubbles  in  the  submucosa  (Fig.  1). 
A thin  layer  of  fibrin  covered  most  of  the 
serosa  of  the  small  bowel. 

Deserving  special  mention  were  the 
changes  in  the  stomach.  The  mucosa 
showed  a picture  ranging  from  anemic  in- 
farction of  its  entire  thickness  to  superficial 
edema  and  fibrinoid  necrosis  of  its  stroma. 
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Fig.  2.  Section  of  stomach  showing  ischemic 
necrosis  of  the  superficial  mucosa. 


Fig.  4.  X-ray  film  of  injected  specimen  of  inferior 
mesenteric  aborization.  There  is  good  filling  with- 
out occlusion.  The  ostium  of  the  inferior  mesenteric 
artery  was  buried  in  atheromatous  debris  of  aortic 
arteriosclerosis,  but  beyond  this  the  arterial  tree  was 
free  of  arteriosclerotic  changes. 


Fig.  3.  X-ray  film  of  injected  specimen  of  superior 
mesenteric  aborization.  Filling  of  arterial  tree  is 
uniform  and  there  are  no  occlusions  or  narrowings. 


Fig.  5.  X-ray  film  of  injected  specimen  of  the 
celiac  artery  and  its  major  branches.  The  arterial 
supply  to  the  duodenum  and  proximal  jejunum  shows 
no  occlusion  and  no  arteriosclerotic  narrowing. 


This  latter  was  associated  with  small  fibrin 
thrombi  in  adjacent  small  blood  vessels  and 
minor  fibrinoid  surface  exudation  (Fig.  2). 
The  mucosa  and  submucosa  showed  intense 
venous  hyperemia  with  focal  hemorrhage. 
Two  additional  features  were  of  note:  the 
formation  of  lymphoid  follicles  near  the 
muscularis  mucosas  and  a moderate  diffuse 
infiltration  of  an  edematous  submucosa  by  a 
mixture  of  inflammatory  cells,  chiefly  lym- 
phocytes but  with  scattered  polymorphonu- 
clear leukocytes  as  well. 

The  abdominal  viscera  which  had  been  re- 
moved en  bloc  were  subjected  to  mesenteric 
arteriography  by  the  method  which  we  use 


in  our  laboratory.®-’  This  involves  the  in- 
jection of  a radiopaque  mass  into  the  major 
mesenteric  channels,  subsequent  subdivision 
of  the  viscera  in  accordance  with  the  arterial 
distribution,  radiography  of  these  portions, 
and  dissection  of  the  arterial  tree  (Figs.  3,4, 
and  5).  The  aorta  presented  severe  ulcera- 
tive arteriosclerosis  without  mural  thrombi. 
The  ostia  of  the  celiac  and  superior  mesen- 
teric arteries  were  widely  patent.  The-  os- 
tium of  the  inferior  mesenteric  artery  could 
not  be  cannulated,  being  buried  in  atheroma- 
tous debris  of  the  aorta.  It  was  patent,  as 
was  indicated  by  a brisk  return  flow  of  the 
injection  mass.  Roentgenography  of  the  in- 
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jected  specimen  did  not  reveal  any  occlu- 
sions of  the  celiac,  superior  mesenteric,  or 
inferior  mesenteric  arteries.  The  site  of  sur- 
gical arteriotomy  was  identified  in  a primary 
branch  of  the  superior  mesenteric  artery 
supplying  the  first  loop  of  the  jejunum.  A 
nonoccluding  blood  clot  had  formed  at  the 
suture  line.  This  clot  was  soft,  fragile,  and 
clearly  less  than  twelve  horns  old.  No 
points  of  arterial  narrowing  were  identified. 
In  fact,  there  was  no  arteriosclerotic  change 
whatever  in  the  celiac,  superior  mesenteric, 
and  inferior  mesenteric  aborizations.  There 
was  no  mesenteric  venous  thrombosis. 

In  summary,  the  case  was  that  of  a sixty- 
five-year-old  man  who  had  been  treated  for 
rheumatoid  arthritis  with  cortisone  for  a long 
period  of  time.  A few  days  following  cessa- 
tion of  this  medication  he  developed  signs 
and  symptoms  of  mesenteric  circulatory 
failure.  At  operation,  no  pulses  could  be 
felt  in  the  spastically  contracted  arteries  of 
the  superior  mesenteric  arborization.  Fol- 
lowing the  injection  of  heparin  solution  into 
a major  jejunal  branch,  some  degree  of  pulsa- 
tile flow  became  manifest.  A postmortem 
examination  confirmed  the  surgical  diagnosis 
of  intestinal  infarction  involving  not  only  the 
small  intestine  and  the  proximal  parts  of  the 
large  intestine,  but  also  the  stomach. 
This  is  particularly  remarkable,  for  in  the 
usual  case  of  superior  mesenteric  arterial 
occlusion  the  stomach  is  not  involved.  No 
mechanical  obstruction  was  identified  in 
either  the  arterial  or  the  venous  beds  of  the 
celiac,  superior  mesenteric,  or  inferior  mesen- 
teric circulation,  nor  was  there  any  stenosing 
arteriosclerosis.  Even  the  ostium  of  the  in- 
ferior mesenteric  artery,  although  not  iden- 
tifiable from  the  aortic  aspect,  was  none  the 
less  patent. 

Intestinal  infarction  without  vascular  ob- 
struction has  been  known  to  pathologists  for 
a long  time,  and  there  has  been  quite  a litera- 
ture in  Europe  and  South  America  dealing 
with  this  apparent  discrepancy.  Wilson  and 
Block®  have  reviewed  the  literatm-e, 
quoting  as  possible  mechanisms  anaphylaxis, 
arterial  spasm,  and  impaired  capillary  per- 


meability. They  feel  that  the  number  of 
cases  described  would  appear  sufficient  to 
exclude  a mistaken  diagnosis.  In  this  coun- 
try there  obviously  has  been  a feeling  shared 
also  by  myself  that  the  lack  of  demonstrable 
vascular  occlusions  in  cases  of  intestinal  in- 
farction can  be  ascribed  to  inadequate  dis- 
section on  the  part  of  the  prosector.  It  is 
only  during  the  past  year  or  so  that  several 
papers  have  appeared  in  the  American  htera- 
ture  emphasizing  not  only  the  fact  but  also 
the  relatively  high  frequency  of  mesenteric 
arterial  patency  among  cases  of  intestinal  in- 
farction. For  several  years  now  we  have 
conducted  a study  of  the  mesenteric  arterial 
circulation  by  means  of  an  injection-arteri- 
ography-dissection technic.  While  the  pres- 
ent case  is  the  first  one  we  have  observed 
without  demonstrable  vascular  lesions,  it  is 
also  the  first  one  in  which  we  have  been  able 
to  substantiate  thispoint  by  arterial  injection. 

Among  the  possible  mechanisms  of  such 
vascular-target-organ  discrepancy,  Glotzer 
and  Shaw^  invoke  vascular  spasm  in  most 
cases  and  stenosing  arteriosclerosis  in  a mi- 
nority. They  emphasize  the  high  frequency 
among  pertinent  cases  of  congestive  heart 
failure,  reasoning  that  a reduced  cardiac  out- 
put in  combination  with  compensatory 
mesenteric  vasoconstriction  may  lead  to 
critical  levels  of  bowel  ischemia,  thus  setting 
up  a vicious  circle  of  impaired  hemodynam- 
ics and  oxygenation. 

My  interpretation  of  this  case  hinges  on 
the  observation  that  there  was  a gastroin- 
testinal infarction  without  mechanical  oc- 
clusion. Is  this  a valid  observation  or  is  it 
an  artefact  of  the  total  situation?  While  it 
is  unlikely  that  there  was  primary  thrombosis 
of  the  superior  mesenteric  artery  in  the  ab- 
sence of  arteriosclerotic  lesions  of  its  intima, 
the  presence  of  mural  thrombi  in  the  right 
side  of  the  heart  raises  the  possibility  that 
there  also  may  have  been  a mural  thrombus 
in  the  left  side  of  the  heart  which  was  com- 
pletely discharged  and  lodged  as  a thrombo- 
embolus  in  the  superior  mesenteric  artery. 
If  so,  such  a clot,  either  fully  or  partly 
occluding,  might  have  been  dislodged  or 
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fragmented  as  a result  of  surgical  manipula- 
tions (arteriotomy,  insertion  of  a catheter, 
and  heparin  lavage).  If  it  were  dislodged  as 
a formed  clot,  it  may  have  been  transported 
to  a site  where  collateral  circulation  made 
its  presence  noncritical.  If  it  were  frag- 
mented, its  subsequent  fate  is  untraceable. 
Further,  such  a hypothetical  thrombo-em- 
bolus  may  have  undergone  spontaneous 
fibrinolysis.  Wessler  et  alA°  have  shown 
that  fresh  autologous  clots  produced  in  a 
systemic  vein  can  largely  dissolve  and  dis- 
appear when  embolized  to  the  pulmonary 
arterial  tree.  They  were  able  to  duplicate 
this  experiment  on  the  arterial  side  of  the 
systemic  circulation. 

However,  there  was  no  evidence  of  auricu- 
lar fibrillation  or  of  recent  or  old  myocardial 
infarction,  which  is  the  usual  precursor  of 
intracardiac  thrombosis,  and  there  was  no  evi- 
dence of  congestive  heart  failure.  Yet  the 
possibility  does  exist  that  thrombotic  mate- 
rial derived  from  ulcerative  aortic  arterioscle- 
rosis may  have  served  as  the  nidus  foremboliz- 
ation  to  the  superior  mesenteric  artery.  This 
possibility  is  made  a bit  more  plausible  by  the 
observation  of  a cholesterol  embolus  to  a 
branch  of  the  renal  arterial  tree,  undoubtedly 
derived  from  the  aorta.  Nevertheless,  I do 
not  really  believe  that  such  a thrombo-em- 
bolus  was  present.  The  anatomic  distribu- 
tion of  lesions  of  infarction  in  the  gastroin- 
testinal tract  does  not  correspond  to  that 
seen  with  occlusion  of  the  superior  mesen- 
teric arborization  either  at  single  or  multiple 
points.  The  presence  of  an  extensive  de- 
gree of  mucosal  necrosis  of  an  infarctive 
type  in  the  stomach  not  only  militates 
against  occlusion  of  the  superior  mesenteric 
artery  but  points  to  a more  diffuse  process. 
While  it  is  conceivable  that  the  occlusion  of 
a small  ramus  of  the  gastric  arterial  supply 
may  lead  to  local  necrosis  in  the  subtended 
area,  it  is  not  conceivable  that  widespread 
occlusion  of  the  several  major  arteries  sup- 
plyuig  the  stomach  could  have  been  present 
and  not  demonstrated.  Thus,  Dr.  Grier’s 
reasoning  that  there  was  more  than  a tem- 
poral relationship  between  the  cessation  of 


cortisone  therapy  and  the  evolution  of  gas- 
trointestinal infarction  becomes  particularly 
attractive. 

One  of  the  principal  functions  of  the 
glucocorticoids  is  to  maintain  the  homeo- 
static equilibrium  of  the  body  economy  dur- 
ing stress  situations.  Of  major  importance 
among  these  is  circulatory  competence,  for 
when  adrenalectomized  animals  are  sub- 
jected to  experimental  stress,  circulatory 
collapse  is  the  sequel.  Corday  and 
Williams “ have  measured  simultaneously 
the  blood  flow  to  the  brain,  heart,  liver, 
kidney,  and  gastrointestinal  tract  in  ex- 
perimentally induced  hemorrhagic  and  trau- 
matic shock.  They  observed  marked  vaso- 
constriction and  reduction  of  flow  in  both 
the  renal  and  mesenteric  arterial  circulations. 
The  drop  in  renal  flow  is,  of  course,  well 
knowTi,  but  the  concomitant  drop  in  mesen- 
teric flow  is  a significant  new  observation. 
They  suggest  that  a reduction  in  renal  and 
mesenteric  flow  may  be  compensatory  to 
some  degree,  by  shunting  blood  to  more  vital 
centers,  such  as  the  brain  and  heart.  As 
we  know,  if  the  renal  blood  flow  is  reduced 
for  a sufficient  period,  acute  tubular  necrosis 
may  ensue.  Likewise,  if  the  mesenteric  flow 
is  reduced,  such  anatomic  sequelae  as  entero- 
colitis and  hemorrhagic  infarction  may  de- 
velop. I believe  that  in  this  patient  the 
prolonged  suppression  of  endogenous  ad- 
renocortical secretion  by  exogenous  cortisone 
created  a situation  in  which  even  a minor, 
although  unidentified,  stress  jeopardized  the 
ability  of  the  patient’s  circvilatory  system 
to  cope  with  it. 

Some  support  for  this  hypothesis  is  offered 
by  the  clinical  and  pathologic  observations 
of  Wilson  and  Qualheim'^  and  Ming  and 
Levitan'^  who  report  a series  of  20  and  11 
elderly  patients  respectively,  all  of  whom 
died  in  shock  from  acute  hemorrhagic  en- 
terocolitis and  necrosis  of  the  gastrointestinal 
tract.  The  majority  of  these  patients  had 
congestive  heart  failure;  thrombosis  of  the 
mesenteric  arterial  or  venous  circulation  was 
not  present.  Likewise,  Hoffman,  Zimmer- 
man, and  Cardwell'^  report  3 cases  of  their 
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own  plus  2 from  the  literature  in  which  mas- 
sive intestinal  infarction  without  vascular 
occlusion  was  the  terminal  episode  complicat- 
ing aortic  insufficiency  of  long  standing. 
The  common  denominator  appears  to  be  a 
reduction  in  cardiac  output  which  finally 
may  compromise  the  integrity  of  a gastro- 
intestinal tract  which  is  already  in  jeopardy 
from  senility,  malnutrition,  and  chronic 
hypoxia  of  the  intestinal  vasculature.'* 
Diffuse  infarction  may  ensue  when  oxygen 
supply  falls  below  oxygen  utilization. 

Alternative  mechanisms  for  the  develop- 
ment of  necrosis  of  the  gastrointestinal  tract 
without  thrombosis  of  a major  vessel  have 
been  suggested  by  Levine  and  Warren,'®  who 
produced  infarctions  by  the  injection  of 
Forssman  antiserum  into  the  intestinal  arter- 
ies of  guinea  pigs,  and  by  Gr^goire  and 
Couvelaire, who  produced  intestinal  in- 
farctions by  the  Arthus  phenomenon  in 
dogs.  However,  we  have  no  specific  anti- 
gen-antibody  to  incriminate  in  this  case,  and 
the  role  of  immune  reactions  in  intestinal  in- 
farction in  human  beings  remains  a matter 
for  speculation. 

Atxnioinic  Diagnoses 

(!)  Infarction  and  focal  gangrene  of  stom- 
ach, small  intestine,  and  cecum  without  vascu- 
lar occlusion;  {2)  acute  fibrinous  peritonitis; 
(S)  coronary  and  aortic  arteriosclerosis;  (4) 
cardiac  dilatation  and  hypertrophy  with  focal 
interstitial  fibrosis  and  focal  myocytolysis;  (5) 
mural  thrombi,  right  ventricle,  right  auricle; 
(8)  pulmonary  emphysema,  bullous;  (7)  cho- 
lesterol embolus  to  kidney,  small;  {8)  rheuma- 
toid arthritis;  {9)  status  post  cortisone  therapy, 
recently  discontinued. 


References 

1.  Glotzer,  D.  J.,  and  Shaw,  R.  S.:  Massive 

bowel  infarction.  New  England  J.  Med.  260:  162 
(Jan.  22)  1959. 

2.  Rosenberg,  E.  F.:  The  visceral  lesions  of 

rheumatoid  arthritis,  in:  Hollander,  J.  I.,  Ed.: 

Comroe’s  Arthritis  and  Allied  Conditions,  5th  ed., 
Philadelphia,  Lea  & Febiger,  1953,  chap.  12,  p.  171. 

3.  Miller,  H.  J.,  and  DiMare,  S.  A.:  Mesenteric 

infarction,  New  England  J.  Med.  259:  512  (Sept.  11) 
1958. 

4.  Shaw,  R.  S.,  and  Maynard,  E.  P.:  Acute  and 

chronic  thrombosis  of  mesenteric  arteries  associated 
with  malabsorption:  Report  of  two  cases  successfully 

treated  by  thromboendarterectomy,  ibid.  258 : 874 
(May  1)  1958. 

5.  Wilson,  G.  S.  M.,  and  Block,  J.:  Mesenteric 

vascular  occlusion,  A.M.A.  Arch.  Surg.  73 : 330  (Aug.) 
1956. 

6.  Carone,  F.  A.,  and  Liebow,  A.  A.:  Acute 
pancreatic  lesions  in  patients  treated  with  ACTH  and 
adrenal  corticoids.  New  England  J.  Med.  257 : 690 
(Oct.  10)  1957. 

7.  Henneman,  P.  H.,  Wang,  D.  M.  K.,  Irwin,  J. 

W.,  and  Burrage,  W.  S. : Syndrome  following  abrupt 

cessation  of  prolonged  cortisone  therapy,  J..4.M.A. 
158:  384  (June  4)  1955. 

8.  Reiner,  L.,  Rodriguez,  F.  L.,  Platt,  R.,  and 

Sclilesinger,  M.  J. : Injection  studies  on  the  mes- 

enteric arterial  circulation.  I.  Technique  and  observa- 
tions on  collaterals.  Surgery  45:  820  (May)  1959. 

9.  Reiner,  L.,  Platt,  R.,  Rodriguez,  F.  L.,  and 

Jiminez,  F.  A.:  II.  Intestinal  infarction.  Gastro- 

enterology 39:  747  (Dec.)  1960. 

10.  Wessler,  S.,  Sheps,  S.  G.,  Gilbert,  M.,  and  Sheps, 

M.  C.:  Studies  in  peripheral  arterial  occlusive  disease. 

III.  Acute  arterial  occlusion.  Circulation  17 : 512 
(1958). 

11.  Corday,  E.,  and  Williams,  J.  H.:  Effects  of 
shock  and  vasopressor  drugs  on  regional  circulation  of 
brain,  heart,  kidney,  and  liver.  Am.  J.  M.  Sc.  29:  228 
(Aug.)  1960. 

12.  Wilson,  R.,  and  Qualheim,  R.  E.:  A form  of 

acute  hemorrhagic  enterocolitis  affecting  chronically 
ill  individuals.  Gastroenterology  27 : 431  (Oct.)  1954. 

13.  Ming,  S.  C.,  and  Levitan,  R.:  Acute  hemor- 

rhagic necrosis  of  the  gastrointestinal  tract.  New 
England  J.  Med.  263:  59  (July  14)  1960. 

14.  Hoffman,  F.  G.,  Zimmerman,  S.  L.,  and  Card- 

well,  E.  S.,  Jr.:  Massive  intestinal  infarction  without 

vascular  occlusion  associated  with  aortic  insufficiency, 
ibid.  263:  436  (Sept.  1)  1960. 

15.  Levine,  S.,  and  Warren,  B.:  Intestinal  infarcts 

produced  by  Forssman  antibodies,  A.M.A.  Arch.  Path. 
68:  119  (Aug.)  1959. 

16.  Grfegoirc,  R.,  and  Couvelaire,  R.:  Apoplexies 

Visc6ralcs  Sereuscs  et  Hemorragiques  (Infarctus 
Visceraux),  Paris,  Masson  & Cie,  1937. 


To  profit  from  good  advice  requires  more  wisdom  than  to  give  tY.— Churton  Collins 


3480 


New  York  State  J.  Mod. 


M 


Current  Concepts  in- 


DIABETES  MELLITUS 

Sponsored  by  the  Clinical  Society  of  the  New  York 
Diabetes  Association 


Editors 

MAX  ELLENBERG,  M.D. 
HAROLD  RIFKIN,  M.D. 


^ Lipid  Metabolism 


DAVID  E.  HAFT,  M.D.,  PH.D.,  THE  BRONX,  NEW  YORK 

{From  the  Departments  of  Biochemistry  and  Medicine,  Albert  Einstein  College  of  Medicine, 

Yeshiva  University) 


T NSULiN  deficiency  in  its  lethal  form, 
diabetic  acidosis,  is  an  inundation  of  the 
body  by  the  products  of  excessive  fatty  acid 
breakdown.  Since  the  best-known  im- 
mediate response  to  insulin  is  a removal  of 
blood  glucose  by  the  tissues,  an  effect  which 
is  easy  to  demonstrate  with  insuUn  in  vitro, 
effort  has  been  made  throughout  the  insulin 
era  to  reveal  rate-limiting  steps  in  fat 
metabolism  which  are  affected  by  the  rate  of 
carbohydrate  utihzation.  Progress  has  been 
great  in  the  past  fifteen  years,  largely  be- 
cause of  the  use  of  C “-labeled  compounds  in 
quantitative  studies  of  various  pathways. 

In  clinical  practice,  deranged  lipid  metab- 
olism is  significant  because  of  (1)  the 
phenomenon  of  acute  ketosis  and  (2)  the 
vascular  lesions  of  diabetes  which  suggest 
prolonged  disturbances  in  lipid  synthesis, 
transport,  or  breakdown. 

The  first  part  of  this  review  will  deal  with 
the  lipogenic  defect  in  diabetes,  which  has 
had  intensive  study  since  the  advent  of 

This  study  was  supported  by  grant  HTS — 5265  from 
the  National  Heart  Institute,  National  Institutes  of 
Health,  Bethesda,  Maryland. 


carbon-14  as  a metabolic  tracer  in  the  1940’s. 
Later  I shall  cite  some  recent  work,  centering 
on  the  role  of  adipose  tissue  as  a source  of 
plasma  nonesterified  fatty  acids,  which 
leads  to  a plausible  concept  of  hyperhpemia 
and  ketosis  in  relation  to  insulin  deficiency. 

The  Defect  in  Lipogenesis 

In  the  pre-isotope  era  it  was  known  from 
simple  balance  studies  that  mammals  could 
thrive  on  diets  containing  minute  amounts  of 
fat,  so  that  the  abihty  to  synthesize  long- 
chain  fatty  acids  was  obvious.'*^  The  fact 
that  the  depot  fat  is  being  continually 
synthesized  and  broken  down  was  shown  in 
the  1930’s  in  a classical  study  by  Schoen- 
heimer,®  who  measured  the  amount  of 
stably  bound  deuterium  (that  is,  C — D 
bonds)  in  fatty  acids  of  mice  given  heavy 
water.  In  the  author’s  words,  body  fat 
represents  an  “ice  box”  rather  than  a 
“cellar.”  Stetten  and  Boxer^  published  the 
result  of  their  analogous  study  in  alloxan 
diabetes  shortly  after  the  introduction  of 
alloxan  as  a convenient  and  potent  diabeto- 
genic agent.  The  incorporation  of  deuterium 
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Fig.  1.  Metabolic  blocks  in  experimental 
diabetes. 

from  body  water  into  fat  in  their  emaciated 
diabetic  rat  indicated  that  fatty  acid  syn- 
thesis was  reduced  to  0.1  Gm.  per  day,  or 
one-twentieth  of  the  previously  calculated 
normal  amount  (1.9  Gm.).  The  latter 
figure  represented  the  conversion  to  fat  of 
one-third  of  the  normal  animal’s  daily 
glucose  intake  of  14  Gm.  (5  Gm.  glucose 
1.9  Gm.  fatty  acid  0.4  Gm.  CO2  + H2O). 
Thus  the  defect  in  Upogenesis  corresponds 
to  an  important  block  in  over-all  glucose 
utilization  in  diabetes. 

Conversion  of  injected  C^Mabeled  glucose 
to  fatty  acids  was  first  shown  by  Masoro  and 
coworkers.®  Although  far  more  counts  were 
present  in  carcass  than  in  liver  fatty  acids, 
the  latter  had  the  higher  specific  activity, 
and  the  data  might  have  allowed  the  inter- 
pretation, consistent  with  the  then  popular 
view,  that  fatty  acids  were  made  in  the 
liver  and  transported  to  the  depots.  Masoro, 
however,  showed  that  the  functionally 
eviscerated  rat  was  fully  capable  of  synthe- 
sizing depot  fatty  acid.  Later  work  by 
Hausberger®  and  Favarger^  indicated  that 
only  a small  fraction,  probably  less  than  10 
per  cent,  of  total  lipogenesis  in  rodents  takes 
place  in  the  liver.  The  diabetic  defect  in 
lipogenesis  was  demonstrated  in  adipose 
tissue  in  vitro.® 

Although  hepatic  lipogenesis  is  relatively 
unimportant  in  a balance  sheet  of  total 
glucose  metabolism,  experiments  with  iso- 
lated liver  tissue — homogenates,  slices,  and 
the  perfused  organ — have  greatly  increased 
our  knowledge  of  the  regulatory  factors  in 
fatty  acid  synthesis. 

An  important  concept  emerged  from  the 
studies  of  Chernick  and  Chaikoflf,®  who 
compared  the  fates  of  labeled  glucose  and 


TABLE  I. — Incorpoeation  of  Acetate-C“  Into 
Fatty  Acids  by  Mammary  Slices*’ 


Counts  Per 
Minute  Per 
Milligram  of 
Fatty  Acid 

Additions 

C 

None 

40 

Insulin 

60 

Glucose 

1,000 

Glucose  + Insulin 

2,000 

fructose  in  liver  slices  of  normal  and  diabetic 
rats.  As  expected,  diabetes  caused  a de- 
crease in  the  conversion  of  glucose  to  both 
fatty  acid  and  carbon  dioxide.  On  the 
other  hand,  fructose  metabolism  was  blocked 
only  in  the  pathway  to  fatty  acid.  The 
necessary  inference  was  that  there  are  two 
metabolic  lesions  in  diabet^es  as  indicated 
by  the  dotted  lines  in  Figure  1 . 

When  diabetic  rats  were  given  fructose  for 
four  days,  “B”  was  overcome,  and  their 
liver  tissue  showed  normal  fatty  acid 
synthesis  from  lactate  and  acetate.®  How- 
ever, it  was  necessary  to  pretreat  the 
animals  with  insulin  in  order  to  eliminate 
“A”  as  well  as  “B.”  Block  “A”  may  be 
interpreted  as  a specific  result  of  insulin 
lack;  this  is  consistent  with  a vast  array  of 
data  indicating  a primary  action  of  insulin 
at  an  early  phase  of  glucose  metabolism. 
Block  “B”  is  apparently  secondary  to 
carbohydrate  deprivation.  It  is  not  specific 
for  diabetes  mellitus,  since  it  develops  after 
a short  period  of  carbohydrate  deprivation  in 
the  nondiabetic  animal. It  is  revealed 
by  the  use  of  any  labeled  two-  or  three- 
carbon  compound  which  is  a precursor  of 
long-chain  fatty  acids,  since  all  such  sub- 
stances are  converted  via  “C2”  (now 
identified  as  acetyl  coenzyme  A).  Labeled 
acetate  has  been  widely  used  in  such  studies. 

The  dependence  of  fatty  acid  synthesis  on 
sugar  utilization  was  strikingly  shown  in 
slices  of  lactating  mammary  gland.  The 
data  of  Balmain,  Folley,  and  Glascock^®  in 
Table  1 show  that  the  formation  of  labeled 
fatty  acids  from  C^^-acetate — and  a sub- 
stantial effect  of  insulin  on  this  process — 
require  the  presence  of  glucose.  This  effect 
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Fig.  2.  Pathways  of  carbohydrate  metabolism  in 
liver. 


of  the  metabolism  of  nonradioactive  glucose 
demonstrates  quite  clearly  that  fatty  acid 
synthesis  and  glucose  utilization  are  coupled. 
The  coupling  may  be  shown  also,  although 
less  conspicuously,  in  rat  liver  slices. 

Before  reviewing  the  search  for  specific 
coupling  mechanisms  in  relatively  purified 
systems,  one  should  consider  further  the 
role  of  insulin.  The  addition  of  insulin  to 
liver  slices  of  nondiabetic  animals  stimulates 
fatty  acid  synthesis  from  acetate. 

This  is  not  inconsistent  with  a unitary 
concept  of  insulin  action,  that  is,  an  im- 
mediate effect  limited  to  accelerating  glucose 
uptake,  since  liver  slices  always  surround 
themselves  with  a certain  amount  of  glucose. 
However,  the  addition  of  insulin  in  vitro 
failed  to  stimulate  the  severely  depressed 
lipogenesis  characteristic  of  diabetes.^®  It 
was  suggested  that  insulin  modifies  hepatic 
metabolism  indirectly,  because  lipogenesis 
in  liver  slices  of  diabetic  rats  was  restored  to 
normal  only  after  hours  of  insulin  treatment 
of  the  whole  animal.^® 

It  is  my  opinion  that  these  failures  to 
demonstrate  an  in  vitro  effect  of  insulin 
should  not  be  taken  to  mean  that  insulin 
does  not  affect  the  liver  directly,  especially 
in  view  of  the  positive  findings  already  cited 
with  nondiabetic  slice  preparations  and 
certain  results  on  glucose  metabolism  in 
dogs.“  The  isolated  intact  diabetic  rat 
liver  responds  impressively  to  the  addition 
of  insulin  to  the  perfusing  blood,  although 
the  concomitant  effects  on  glucose  uptake 
and  lipogenesis  may  be  inhibited  in  cir- 
cumstances of  ketosis  or  undue  surgical 
trauma.®^  Liver  slices  are  a poor  prepara- 
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Fig.  3.  Mitochondrial  fatty  acid  cycle. 


tion  for  demonstrating  responses  to  some 
hormones  in  vitro. 

Figure  2,  adapted  from  a similar  figure  in  a 
review  by  Siperstein,®^  is  a reminder  that  in 
the  metabolism  of  glucose  to  pyruvate, 
TPNH*  is  formed  by  the  reactions  of  the 
hexose-monophosphate  oxidative  pathway 
and  DPNH*  is  formed  by  a reaction  at  the 
triose  level  after  the  two  glucose  pathways 
converge.  Figure  3 shows  the  steps  in 
one  cycle  of  fatty  acid  oxidation  as  worked 
out  in  the  early  1950’s  by  Lynen,  Wakil, 
Stern,  Beinert,  and  others.  Steps  (2) 
through  (4)  are  reversible,  and  until  1955 
it  was  believed  widely  that  fatty  acid  syn- 
thesis is  a reversal  of  the  sequence.  Steps 
(1)  and  (3),  operating  in  the  direction  of 
synthesis,  require  a source  of  hydrogen. 
DPNH  was  established  as  the  hydrogen 

♦Abbreviations  used  are:  DPN+  and  DPNH, 
oxidized  and  reduced  forms  of  diphosphopyridine 
nucleotide;  TPN+  and  TPNH,  oxidized  and  reduced 
forms  of  triphosphopyridine  nucleotide;  and  FAD, 
flavin  adenine  dinucleotide. 
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donor  in  step  (3)  and  was  assumed  to  be  the 
donor  in  (1). 

In  the  early  1950’s,  then,  DPNH  was  a 
plausible  “coupler”  between  carbohydrate 
utiUzation  and  fatty  acid  synthesis.  One 
could  imagine  insulin  stimulating  lipogenesis 
via  an  increase  in  the  generation  of  DPNH  as 
more  sugar,  glucose  or  fructose,  enters  the 
cell  to  be  metabolized.  Studies  by  Shaw  and 
Gurin“  were  consistent  in  that  the  addition 
of  phosphorylated  sugar  intermediates,  no- 
tably hexose  diphosphate,  could  partly  repair 
the  defect  in  lipogenesis  found  in  extracts  of 
diabetic  rat  liver. 

The  DPNH  mechanism,  however,  left 
certain  findings  unexplained.  The  addition 
of  hexose  diphosphate  did  not  fully  restore 
lipogenesis  in  the  work  just  cited.  Further- 
more, in  experiments  with  rat  Uver  shces, 
normal  fatty  acid  synthesis  from  acetate 
occurred  when  the  diabetic  animals  had 
been  fed  fructose  before  sacrifice  but  not 
when  fructose  was  added  to  the  medium.® 
A huge  increase  in  carbohydrate  uptake  by 
the  perfused  diabetic  rat  liver  could  be 
achieved  by  loading  the  system  with  fructose 
without  any  restoration  of  fatty  acid  syn- 
thesis.®^ Finally,  the  injection  of  insulin 
into  the  portal  vein  in  diabetic  rats  stimu- 
lated cholesterogenesis  and  the  formation  of 
glycogen  from  glucose  within  thirty  minutes, 
but  there  was  no  significant  increase  in  the 
incorporation  of  acetate  into  fatty  acids 
until  after  ninety  minutes  of  insulin  in- 
fusion.®® One  must  conclude  that  forming 
more  DPNH  does  not  stimulate  lipogenesis 
directly  in  the  diabetic  liver  cell. 

In  1955  Langdon  discovered  that  TPNH  is 
a necessary  cofactor  in  fatty  acid  synthesis 
and  that  it  is  the  specific  hydrogen  donor  in 
the  reduction  of  crotonyl  to  butyryl  co- 
enzyme A in  a rat  fiver  extract.  Hence 
“TPN  ethylene  reductase”  (also  called 
enoyl  coenzyme  A reductase)  is  distinct 
from  the  dehydrogenase  which  catalyzes 
reaction  (1)  of  Figure  3 in  the  opposite  or 
oxidative  direction.  Langdon®*  observed 
the  sjmthesis  of  long  chain  fatty  acids  in 
the  supernatant  fraction  after  sedimentation 


of  the  mitochondria.  He  suggested  that  the 
extramitochondrial  region  with  its  high 
TPNH: TPN  + ratio  is  the  locus  of  the 
synthetic  pathway  and  that  the  sequence  of 
steps  within  mitochondria,  which  have  a 
high  DPN+:DPNH  ratio,  is  entirely  oxida- 
tive (downward  in  Fig.  3). 

Recently  Wakil  and  his  collaborators 
have  described  the  purification  and  proper- 
ties of  an  extramitochondrial  complex  of 
enzymes  in  avian  fiver  which  incorporates 
acetate  into  long-chain  fatty  acids.®®  This 
is  distinct  from  an  intramitochondrial  system 
which  follows  the  pathway  (4)  — > (1)  of 
Figure  3.®*  The  new  system,  which  may 
account  for  most  of  the  fatty  acid  synthesis 
which  takes  place,  has  unique  features. 
Except  at  its  methyl  end,  the  fatty  acid  is 
derived  from  molecules  of  acetyl  coenzyme  A 
which  have  been  converted  to  malonyl 
coenzyme  A by  carbon  dioxide  fixation,  in  a 
step  requiring  biotin  and  ATP,  prior  to 
condensation  with  the  R-CO-S-CoA  end  of 
the  lengthening  chain.  TPNH  is  required 
twice  in  each  cycle,  and  there  is  no  require- 
ment for  DPNH.  The  same  carbon  which  is 
fixed  into  malonyl  coenzyme  A is  lost  again 
in  a decarboxylation;  this  accounts  for  the 
observation  that  the  purified  system  requires 
bicarbonate  but  does  not  incorporate  it  into 
the  final  product.  The  extramitochondrial 
system  is  active  in  fiver,  brain,  adipose 
tissue,  and  mammary  gland.®®-®®-*® 

Whichever  pathway  of  fatty  acid  synthesis 
is  affected  specifically  in  diabetic  fiver,  the 
evidence  that  its  over-all  rate  is  governed  by 
the  capacity  of  the  cell  to  generate  TPNH  is 
impressive.  It  has  been  reviewed  by  Siper- 
stein®®  and  by  Folley  and  Greenbaum.** 
Enzymes  of  the  hexose-monophosphate  oxi- 
dative pathway,  which  generates  TPNH,  are 
reduced  in  diabetic  rat  fivers.*®  This  same 
pathway  is  greatly  augmented  during  a 
phase  of  hyperfipogenesis  which  results 
from  refeeding  after  a period  of  starvation.** 
Siperstein  has  shown  the  superiority  of 
TPN+  to  DPN+  as  a cofactor  stimulating 
both  fatty  acid  and  cholesterol  synthesis  in 
normal  and  diabetic  fiver  homogenates  in- 
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cubated  with  glucose-6-phosphate.*^ 

Nevertheless,  an  inadequate  supply  of 
TPNH  or  DPNH  is  probably  not  the  im- 
mediate cause  of  the  impairment  in  reductive 
synthesis  due  to  diabetes.  There  is  no  change 
in  the  amount  of  TPN  or  in  the  TPN+: 
TPNH  ratio  in  the  diabetic  liver.  In  a 
recent  study Abraham  and  co workers 
have  demonstrated  that  extracts  of  diabetic 
liver  showing  the  lipogenic  defect  were  fully 
capable  of  generating  TPNH.  The  extracts 
were  low  in  enoyl  coenzyme  A reductase, 
which  catalyzes  the  formation  of  butyryl 
coenzyme  A and  its  higher  homologues  in 
the  mitochondrial  system  (step  (1)  of  Fig. 
3).“  Gibson  has  recently  reported  that 
diabetes  causes  a severe  defect  in  the  enzyme 
system  which  catalyzes  the  further  metab- 
olism of  malonyl  coenzyme  A.®* 

It  seems  that  the  control  of  lipogenesis 
must  be  re-evaluated  in  terms  of  the 
specific  systems  referred  to  previously.  The 
data  of  Abraham,*®  Matthes,*^  Gibson**  and 
Williams*®  and  their  colleagues  indicate 
that  TPNH  formation  does  not  control  the 
rate  of  hpogenesis  directly.  However,  it  is 
quite  possible  that  the  activity  of  an  enzyme 
controlling  a rate-limiting  step  responds 
adaptively  to  the  rate  of  generation  of  one  or 
more  of  its  substrates,  including  TPNH. 
The  time  needed  for  fatty  acid  synthesizing 
ability  to  increase  significantly  during  an 
insulin  infusion  is  consistent  with  a 
process  of  enzyme  adaptation.*®  In  one 
hepatic  system,  tryptophan  pyrrolase,  the 
adaptive  increase  is  substantial  within  one 
hour  after  the  injection  of  tryptophan. “ 

It  is  possible  also  that  time  is  required  for 
insulinization  to  raise  the  cellular  glucose-6- 
phosphate  concentration  to  the  level  needed 
to  sustain  optimal  fatty  acid  synthesis. 
Layne,  Rudolph,  and  Bessman®*  achieved 
this  in  a dialyzed  pigeon  liver  homogenate 
with  10  ~*  M glucose-6-phosphate,  whereas 
the  optimal  concentration  for  cholesterol 
S3Tithesis,  which  has  a smaller  stoichi- 
ometric requirement  for  reducing  hydrogen, 
was  10  M.  The  relationship  of  sugar 
phosphate  concentration  to  fatty  acid  and 


cholesterol  synthesis  yields  curves  which 
notably  resemble  those  which  relate  the 
duration  of  insulin  infusion  into  the  portal 
vein  to  these  processes  in  diabetic  rat  liver.*® 

Langdon^*  has  suggested  that  an  elevated 
intrahepatic  concentration  of  unesterified 
fatty  acid  may  act  to  inhibit  lipogenesis. 
As  an  explanation  of  the  defect  in  diabetes 
and  fasting  this  may  be  consistent  with  the 
finding  that  lipogenesis  is  corrected  in  liver 
slices  only  after  a period  of  pretreatment  of 
the  diabetic  animal  with  insulin,*®  thus 
allowing  for  a reduction  in  plasma  unesteri- 
fied fatty  acid  by  a peripheral  mechanism 
but  not  with  the  fact  that  insulin  also  cor- 
rects the  defect  when  added  to  blood  per- 
fusing the  isolated  liver.** 

So  far  this  review  has  dealt  with  a phe- 
nomenon which  does  not  by  itself  greatly  dis- 
turb the  organism.  The  abnormality  in 
hepatic  fatty  acid  synthesis  has  had  inten.se 
study  partly  because  fiver  slices  and  homo- 
genates are  convenient.  But  the  bulk  of 
fatty  acid  synthesis  occurs  outside  the  fiver 
in  the  fat  depots  themselves  so  that  in  the 
economy  of  the  organism  the  hepatic  lesion 
is  significant  to  the  extent  that  it  is  a model 
of  a parallel  change  in  the  metabolism  of  the 
adipose  tissue  cells.  In  connection  with 
Stetten’s  early  study  in  alloxan  diabetes,  it 
was  pointed  out  that  the  lipogenic  defect 
represents  the  loss  of  a major  pathway  of 
glucose  metabolism.* 

Ketosis 

It  is  unnecessary  to  review  the  many  ex- 
periments published  by  Embden,  Snapper, 
Quastel,  Himwich,  and  others,  starting  in 
1906,  which  proved  without  question  that 
the  fiver  is  the  only  important  source  of 
ketone  bodies  in  the  animal,  and  that  these 
compounds,  acetoacetate,  beta-hydroxybu- 
tyrate,  and  acetone  are  products  of  fatty 
acid  breakdown.  Good  summaries  are 
available.**’**  This  review  will  concentrate 
on  the  relationship  between  insulin  lack  and 
ketosis. 

Recognizing  that  the  fiver  produces  ketone 
bodies  which  are  utilized  by  muscles  through- 
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out  the  body,  we  might  expect  an  increased 
blood  level  to  result  from  overproduction, 
imderutilization,  or  both.  The  evidence  for 
overproduction  in  diabetes  is  incontrovert- 
ible. In  an  early  study,  Chaikoff  and  Sos- 
kin^^  noted  that  after  intravenous  injection 
of  8.5  Gm.  of  acetoacetate  into  normal  and 
diabetic  dogs,  the  blood  level  fell  more  slowly 
in  the  diabetic  subjects,  but  diabetes  had  no 
effect  on  the  removal  rate  when  the  animals 
were  eviscerated.  Thus  the  slower  fall  in 
the  noneviscerated  diabetic  animal  must 
have  been  due  to  hepatic  overproduction. 

This  interpretation  was  confirmed  in  ex- 
periments with  cat  liver  slices  published  by 
Stadie  and  coworkers  in  1940.'*®  Slices  pre- 
pared from  depancreatized  animals  produced 
ketone  bodies  at  the  rate  of  1,200  micro- 
mols  per  kilogram  of  cat  per  hour,  or  about 
five  times  the  normal  rate.  Since  the  dia- 
betic cats  excreted  before  sacrifice  some- 
what over  100  micromols  per  kilogram  per 
hour,  at  least  90  per  cent  of  the  liver’s  out- 
put must  have  been  utilized  peripherally. 
It  is  interesting  to  note  that  the  calculated 
rate  of  utilization  of  ketone  bodies,  1,100 
micromols  per  kilogram  per  hour,  was  very 
similar  to  the  rate  calculated  in  an  entirely 
different  way  by  Chaikoff  and  Soskin.'*® 

The  work  cited  does  not  exclude  the  possi- 
bility that  there  is  some  impairment  of  ex- 
trahepatic  ketone  body  utilization  in  dia- 
betes, since  neither  Chaikoff  nor  Stadie  com- 
pared ketone  body  metabolism  in  normal 
and  diabetic  animals  at  similar  blood  levels. 
There  are  recent  suggestions  that  the  ca- 
pacity of  diabetic  muscle  to  dispose  of  ketone 
bodies  is  in  fact  reduced.  Beatty  et  alJ’’  ob- 
served this  in  studies  with  the  isolated  rat 
diaphragm. 

The  question  has  been  examined  specifically 
by  Scow  and  Chernick*®  in  experiments  with 
the  99  per  cent  depancreatized  rat,  a subject 
which  quickly  dies  of  ketosis  unless  it  is 
treated  with  insulin.  Although  in  a given 
series  of  animals  there  was  a linear  relation- 
ship between  blood  ketone  levels  and  keto- 
genesis  in  incubated  liver  slices,  the  relation- 
ship was  different  in  diabetic  individuals  and 
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Fig.  4.  The  Krebs  cycle  and  ketogenesis.  Heavy 
arrows  represent  processes  exaggerated  in  diabetes. 

nondiabetic  individuals.  In  diabetes  the 
blood  levels  were  higher  for  each  level  of  in 
vitro  ketone  body  formation,  a finding  which 
suggested  that  utilization  was  impaired. 
When  the  rat’s  fat  stores  were  depleted  by 
underfeeding  before  pancreatectomy,  the 
operation  was  not  followed  by  increased 
ketogenesis,  but  the  ability  to  dispose  of  in- 
jected beta-hydroxybutyrate  was  below 
normal. 

Nevertheless  the  major  cause  of  ketosis  in 
diabetes  is  overproduction ; this  was  actually 
borne  out  by  Scow  and  Chernick’s  study*® 
in  that  the  undernourished  depancreatized 
rats  had  only  minimal  ketosis  (blood  ketones 
11  mg.  per  100  ml.),  unlike  rats  whose  fat 
stores  were  normal  at  the  time  of  operation 
(blood  ketones  40  to  100  mg.  per  100  ml.). 

Let  us  consider  the  reasons  for  overpro- 
duction of  ketone  bodies  by  the  liver  in  se- 
vere diabetes.  Figure  4 is  a much  simplified 
diagram  of  the  interrelations  between  carbo- 
hydrate and  fat  metabolism  in  the  liver 
which  are  significant  in  ketosis.  Acetoace- 
tate is  formed  essentially  by  condensation  of 
two  molecules  of  acetyl  coenzyme  A with 
splitting  out  of  the  coenzyme.  The  exact 
process  is  more  complex  but  need  not  be  de- 
scribed here.  Figure  4 shows  that  two  other 
pathways  are  available  to  acetyl  coenzyme  A : 
entry  into  the  Krebs  cycle  for  ultimate  oxi- 
dation to  carbon  dioxide  (4),  and  reincorpo- 
ration into  fatty  acids  (2).  A third  alterna- 
tive pathway,  cholesterol  synthesis,  is 
omitted  because  it  is  quantitatively  less  im- 
portant. 
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The  significance  of  the  Elrebs  cycle  as  a 
means  of  disposing  of  acetyl  units  was  dem- 
onstrated in  broken  cell  preparations.  Leh- 
ninger^®  observed  that  when  the  cycle  was 
blocked  at  the  succinate  stage  by  the  addi- 
tion of  malonate,  pyruvate  was  quantita- 
tively converted  to  ketone  bodies;  however, 
citrate  was  formed  instead  when  fumarate 
was  added  as  a source  of  oxaloacetate. 
Weinhouse,  Millington,  and  Volk,“  using 
C^Mabeled  palmitic  acid,  showed  that  liver 
tissue  converts  long-chain  fatty  acids  at 
least  as  much  to  carbon  dioxide  as  to  ketone 
bodies;  addition  of  fumarate  caused  a shift 
in  favor  of  dioxide  production.  Before 
1950  it  had  been  thought  that  acetoacetate 
is  the  end  product  of  fatty  acid  catabolism 
in  liver,  and  that  oxidation  is  completed  only 
after  transport  of  ketone  bodies  to  the 
periphery.®^ 

Returning  to  Figure  4,  one  can  postulate 
that  if  the  oxidation  of  acetyl  coenzyme  A 
by  the  Krebs  cycle  is  interfered  with  because 
of  a deficiency  of  oxaloacetate  needed  for 
condensation,  the  surplus  of  two-carbon 
units  may  lead  to  increased  acetoacetate  for- 
mation. Although  cycle  intermediates  are 
maintained  in  the  oxidation  of  acetyl  coen- 
zyme A to  carbon  dioxide,  attrition  may  re- 
sult from  involvement  in  other  processes. 
For  example,  during  gluconeogenesis,  proc- 
ess (9)  might  tend  to  lag  behind  (5).  On 
the  other  hand,  an  adequate  supply  of 
pyruvate  originating  from  carbohydrate 
would  sustain  the  oxaloacetate  concentra- 
tion via  step  (8). 

Frohman  and  Orten^®  reported  that  where- 
as the  concentration  of  liver  Krebs  cycle  in- 
termediates and  the  incorporation  of  acetate 
into  these  compounds  was  severely  depressed 
in  alloxan  diabetic  rats,  these  abnormalities 
were  corrected  by  treatment  with  bicarbon- 
ate. Blood  ketone  levels  were  not  measured. 

Making  use  of  a specific  method  for  meas- 
uring oxaloacetate,  Shaw  and  Tapley®®  found 
that  alloxan  diabetic  rats  had  a normal  con- 
tent of  oxaloacetate  in  their  livers  at  the 
same  time  that  acetoacetate  was  elevated. 
Therefore  we  cannot  ascribe  ketosis  to  an 


absolute  impairment  of  the  liver’s  ability  to 
oxidize  acetyl  coenzyme  A.  Diabetic  livers 
convert  labeled  acetate  and  lactate  to  carbon 
dioxide  without  hindrance.®^ 

A further  lowering  of  the  rate  of  fatty 
acid  synthesis  cannot  explain  ketosis  on  the 
basis  of  the  closure  of  a normal  outlet  for 
accumulated  two-carbon  units  (process  (2) 
of  Fig.  4).  It  can  be  calculated  from  data 
of  rat  liver  perfusions®^  that  hepatic  fatty 
acid  synthesis  in  the  non-ketotic  diabetic 
subjects  was  not  more  than  1.5  mg.  per  liver 
in  four  hours,  while  total  ketone  body  pro- 
duction was  several  times  this  figure. 

One  must  therefore  ascribe  increased 
ketogenesis  to  an  acceleration  of  process  (1), 
the  breakdown  of  fatty  acids  (Fig.  4).  In 
fact,  there  was  good  correlation  between 
in  vitro  ketogenesis  and  the  content  of  non- 
phospholipid fat  in  Scow  and  Chernick’s  se- 
ries^® and  the  relationship  between  the  two 
variates  was  not  modified  by  diabetes. 
This  does  not  necessarily  mean  that  ketone 
production  is  determined  only  by  the  liver’s 
fat  content,  since  in  other  studies  in  non- 
diabetic animals®®"®®  the  correlation  did  not 
appear. 

Factors  which  influence  fatty  acid  catab- 
olism in  the  liver  in  vivo  may  either  operate 
directly  in  that  organ  or  may  affect  it  indi- 
rectly by  altering  the  delivery  of  long-chain 
fatty  acids  from  other  sites.  In  recent  years 
we  have  recognized  the  importance  of  non- 
esterified  or  free  fatty  acids  in  lipid  transport, 
and  most  of  the  remaining  discussion  will  be 
concerned  with  the  extrahepatic  release  of 
free  fatty  acid. 

Before  proceeding  to  a discussion  of  free 
fatty  acid  metabolism  in  adipose  tissue,  it  is 
necessary  to  point  out  that  Lossow,  Brown, 
and  Chaikoff®®  have  shown  that  the  break- 
down of  long-chain  fatty  acids  is  subject  to 
regulation  within  the  liver.  They  injected 
rats  with  an  emulsion  containing  OOH- 
labeled  tripalmitin  and  then  sacrificed  the 
animals  five  minutes  later  for  incubation  of 
liver  slices.  The  yields  of  and  C®^- 

acetoacetate  were  compared  with  the  amount 
of  labeled  fatty  acid  in  the  shces.  When 


October  15,  1961 


3493 


DAVID  E.  HAFT 


alloxan-diabetic  rats  were  pretreated  with 
insulin,  much  less  of  the  fatty  acid  present 
was  converted  to  these  metabolites.  The 
effect  was  specific  for  long-chain  fatty  acids 
and  could  not  be  explained  by  an  acceleration 
of  fatty  acid  resynthesis. 

Fatty  Acid  Mobilization 

Diabetic  ketosis  is  accompanied  by  hyper- 
hpemia,  a condition  in  which  there  is  a great 
increase  in  all  of  the  major  hpid  classes  of  the 
plasma.®®-®®  Because  this  is  associated  with 
a transfer  of  fat  from  the  depots  to  the  liver 
the  assmnption  was  made  for  many  years 
that  triglyceride  was  the  actual  transport 
form  under  these  circumstances.  This  be- 
lief persisted  even  after  experiments  with 
hepatectomized  animals  showed  the  essential 
role  of  the  liver  in  the  turnover  of  endogenous 
plasma  cholesterol  and  phospholipid.®^-®® 

Seifter  and  his  colleagues®®-®^  have  isolated 
a lipid-mobilizing  peptide  from  the  posterior 
pituitary;  this  substance  is  secreted  into  the 
plasma  as  the  result  of  the  sequence:  stress 
—*  ACTH  adrenal  corticoid  —*■  lipid  mo- 
bilizer  (LM) . Mobihzation  evidently  occurs 
primarily  in  the  splanchnic  area,  since  the 
total  fatty  acid  content  of  mesenteric  vein 
plasma  was  found  to  be  much  higher  than 
that  of  arterial  or  peripheral  venous  plasma. 
The  liver  was  responsible  for  the  elevations 
of  circulating  cholesterol  and  phospholipid. 

However,  our  present  view  of  fat  mobiliza- 
tion from  the  major  depots  is  that  the  trans- 
port substance  is  albumm-bound  unesterified 
or  “free”  fatty  acid,  present  in  low  concen- 
tration, 0.5  to  1.0  mEq.  per  liter  or  about 
5 per  cent  of  the  total  fatty  acid,  but  turning 
over  with  such  rapidity  (half-life  one  to  four 
minutes)  that  its  metabolism  could  satisfy 
a large  part  of  the  caloric  need  in  man.®®-®® 
When  lipid-mobilizing  anterior  pituitary  ex- 
tracts are  injected,  the  rise  in  plasma  free 
fatty  acid  occurs  early  and  precedes  lactes- 
cence  by  some  hours.®®  Savage,  Gilhnan, 
and  Gilbert®*  recently  showed  that  the  glyc- 
erol moiety  of  plasma  triglyceride  during 
diabetic  hyperlipemia  cannot  be  derived 
from  the  adipose  tissue  but  may  originate  in 


the  liver. 

Although  free  fatty  acid  was  noted  in  plas- 
ma many  years  ago,®®  active  interest  devel- 
oped only  recently  in  connection  with  studies 
of  lipoprotein  lipase,  an  enzyme  extractable 
from  heart  and  adipose  tissue  which  hydro- 
lyzes chylomicrons  and  which  is  responsible 
for  the  clearing  of  lipemia  after  heparin  in- 
jection.®®-®® Lever®®  and  Grossman®*  and 
their  colleagues  reported  that  this  clearing 
action  was  associated  with  a rise  in  plasma 
free  fatty  acids. 

The  real  importance  of  plasma  free  fatty 
acid  became  apparent  with  the  chnical  stud- 
ies of  Dole®^  and  of  Gordon  and  Cherkes®® 
which  were  published  simultaneously  early 
in  1956.  In  both  laboratories  it  was  noted 
that  carbohydrate  feeding  depressed  free 
fatty  acids  and  that  epinephrine  caused  a 
transient  rise.  Moreover,  arteriovenous 
differences  revealed  that  heart  and  liver 
were  tissues  which  utilized  free  fatty  acids.®® 
Gordon  and  Cherkes  suggested  that  adipose 
tissue  was  the  source  of  this  fraction. 

The  obseiwation  of  free  fatty  acid’s  ex- 
tremely rapid  turnover  led  to  its  recognition 
as  a major  transport  form  of  lipid  despite 
its  low  concentration®®-®® 

Knowing  that  plasma  free  fatty  acid  drops 
after  insuUn,  Bierman,  Schwartz,  and  Dole®® 
showed  that  the  effect  of  insuhn  is  to  suppress 
the  addition  of  free  fatty  acid  to  the  plasma 
rather  than  to  speed  its  removal.  This  was 
done  in  the  following  way.  A continuous 
infusion  of  a tracer  dose  of  palmitate-l-C®* 
was  given  to  a dog,  and  the  concentration 
and  specific  activity  of  plasma  free  fatty 
acid  measured  at  intervals  before  and  after 
insulin  injection.  In  the  control  period 
these  values  were  stable,  indicating  a con- 
tinuous dilution  of  the  labeled  material  by 
endogenous  fatty  acid  and  a balance  be- 
tween entry  and  uptake.  Insulin  caused  a 
sharp  rise  in  specific  activity  as  the  concen- 
tration fell.  This  could  only  mean  that 
dilution  of  the  labeled  material  had  stopped, 
so  that  the  drop  in  plasma  concentration 
was  due  to  an  inhibition  of  release  from  the 
fat  depots. 


3494 


New  York  State  J.  Med. 


LIPID  METABOLISM 


Fig.  5.  Adipose  tissue  metabolism  and  fat  transport.  Processes  accentuated  in  diabetes  are  repre- 
sented by  iieavy  arrows. 


A similar  conclusion  was  reached  by 
Gordon/^  namely,  that  free  fatty  acid  re- 
lease is  suppressed  when  carbohydrate  utili- 
zation is  stimulated.  After  the  administra- 
tion of  glucose  and  insulin  to  human  beings, 
the  extraction  of  free  fatty  acid  from  the  cir- 
culation by  liver  and  heart  ceased  at  the 
same  time  that  the  plasma  level  dropped, 
indicating  that  the  reason  for  this  lower  level 
must  have  been  a reduction  in  supply. 

An  increased  rate  of  supply,  therefore,  is 
t he  probable  explanation  for  the  very  high 
concentration  of  free  fatty  acid  in  diabetic 
acidosis.'^* 

Adipose  Tissue  hi  JAlro 

In  1958  appeared  the  first  of  many  obser- 
vations dealing  with  responses  of  the  rat 
epididymal  fat  pad  to  endocrine  and  nutri- 
tional influences  on  release  of  fatty  acid  into 
the  medimn.^®’*®  Progress  was  so  rapid  that 
in  one  year  Engel  and  White*^  were  able  to 
present  a comprehensive  review  of  fat  mo- 
bilization based  largely  on  this  type  of  in 


vitro  study. 

Aspects  of  adipose  tissue  metabolism  per- 
tinent to  diabetes  are  summarized  in  Figure 
5,  which  is  a modification  of  similar  diagrams 
by  Wertheimer®®  and  Cahill*®  and  their 
colleagues.  It  is  helpful  to  review  here  the 
evidence  for  the  various  pathways  based  on 
work  in  several  laboratories. 

Obviously,  the  bulk  of  the  lipid  within  the 
cell  is  triglyceride,  but  this  is  in  a sort  of  dy- 
namic equilibrium  with  intracellular  free 
fatty  acid  (steps  (4)  and  (5));  the  latter  in 
turn  is  the  focus  of  several  important 
processes. 

It  has  already  been  emphasized  that  fatty 
acid  synthesis  is  a quantitatively  important 
glucose  pathway  in  vivo  (steps  (1)  through 
(3)).  Not  only  does  glucose  provide  acetyl 
units  from  which  fatty  acids  are  built  up, 
but  also,  as  in  liver,  its  metabolism  produces 
TPNH  which  is  a necessary  cofactor  in  the 
steps  between  acetyl  coenzyme  A and  fatty 
acid.  But  in  adipose  tissue  glucose  metabo- 
lism has  a third  fvmction;  the  supply  of  al- 


October  15,  1961 


3495 


DAVID  E.  HAFT 


pha-glycerophosphate  which  is  required  for 
the  esterification  to  triglyceride  (step  (4)). 
Studying  the  esterification  reaction  in  rat 
mesenteric  fat,  Shapiro®^  found  that  the  in- 
corporation of  stearate  into  triglyceride  was 
depressed  in  tissue  from  starved  animals  and 
increased  above  normal  in  tissue  from  animals 
refed  after  a period  of  starvation.  These 
periods  coincide  with  times  of  depressed  and 
augmented  lipogenesis®*  and  strongly  imply 
a relationship  between  esterification  and  glu- 
cose metabolism. 

Free  glycerol,  produced  in  lipolysis,  is  a 
poor  substrate  for  re-esterification,®^  proba- 
bly because  of  the  low  glycerokinase  activity 
in  adipose  tissue.  Instead  the  cell  produces 
alpha-glycerophosphate  from  triose  phos- 
phate generated  in  glucose  metabolism. 
Cahill®®  revealed  the  significance  of  glycero- 
phosphate formation  by  isolating  its  con- 
version product,  glyceride  glycerol,  from 
adipose  tissue  which  had  been  incubated 
with  labeled  glucose.  At  low  levels  of  sugar 
utilization  the  formation  of  glyceride  glyc- 
erol accounted  for  a large  percentage  of 
the  glucose  which  left  the  medium,  indicat- 
ing a priority  for  this  pathway  in  glucose 
metabolism. 

The  participation  of  glycerophosphate  in 
step  (4)  (Fig.  5),  by  tending  to  deposit  free 
fatty  acid  as  triglyceride,  is  the  apparent 
way  in  which  increased  glucose  metabolism 
results  in  suppressing  the  release  of  fatty 
acid  to  serum  albumin.  In  many  circxun- 
stances  there  is  an  inverse  relationship  be- 
tween blood  glucose  and  plasma  free  fatty 
acid:  during  starvation  and  during  the  more 
severe  hypoglycemia  following  phlorhizin  in- 
jection there  are  complementary  increases 
in  plasma  free  fatty  acid.®®  An  obvious  ex- 
ception is  insulin  hypoglycemia,  but  here, 
in  contrast  to  fasting  and  phlorhizination, 
hypoglycemia  is  associated  with  an  increase 
in  glucose  metabolism  by  the  adipose  tissue 
itself.  The  fact  that  free  fatty  acid  drops 
after  the  administration  of  tolbutamide  sup- 
ports the  theory  that  sulfonylureas  lower 
blood  sugar  by  stimulating  insulin  secretion.®^ 

In  a study  of  ketosis  in  fasting  rats. 


Amatruda  and  Engel®®  observed  an  inverse 
relationship  between  plasma  ketone  levels 
and  glycemia.  Their  finding  that  the  mod- 
est ketosis  of  hypoglycemia  was  abolished 
by  a very  small  dose  of  insuhn  should  be 
considered  in  light  of  the  extreme  insulin 
sensitivity  of  the  adipose  tissue.®®  These 
observations  are  in  harmony  with  the  free 
fatty  acid-glucose  reciprocity  mentioned 
previously  and  support  our  concept  that  the 
production  of  ketone  bodies  by  the  liver  is 
adjusted  closely  to  the  load  of  unesterified 
fatty  acid  presented  to  it. 

Epinephrine  and  Norepinephrine 

Epinephrine  causes  an  acute  rise  in  plasma 
unesterified  fatty  acid.^^’^®  Since  this  hor- 
mone is  known  to  lower  glucose  utilization 
by  isolated  muscle,®®-®'  presumably  through 
the  causal  sequence; 

t Phosphorylase  activity— » | glucose- 
e-phosphate—*  i hexokinase  activity, 

it  might  be  predicted  that  increased  free 
fatty  acid  release  due  to  epinephrine  would 
be  associated  with  a corresponding  impair- 
ment in  glucose  metabolism  by  adipose 
tissue.  On  the  contrary,  both  glucose  uti- 
lization and  free  fatty  acid  release  are  both 
stimulated  greatly.®® 

Cahill  suggests  that  epinephrine  acts  pri- 
marily to  stimulate  lipolysis  (step  (5)  in 
Figure  5).  The  ensuing  rise  in  cellular  free 
fatty  acid  concentration,  besides  causing 
more  release  to  serum  albumin  (step  (6)), 
would  be  a stimulus  to  re-esterification  (step 
(4)),  so  that  the  expected  result  is  an  increase 
in  the  turnover  of  triglyceride  within  the  cell. 
As  glycerol  is  liberated  it  is  replaced  from 
glycerophosphate  formed  in  glucose  metabo- 
lism; epinephrine  greatly  increases  the  in- 
corporation of  glucose  into  glyceride  glyc- 
erol. Moreover,  glucose  utilization  is  stim- 
ulated by  the  addition  of  fatty  acid  to  the 
medium.®® 

The  proposed  mechanism  requires  that 
there  be  an  increase  in  the  turnover  of  cellu- 
lar triglyceride  on  exposure  to  epinephrine. 
However,  the  opposite  was  found  by  Stein- 
berg, Vaughan,  and  Margohs*®  who  observed 
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TABLE  II. — Free  Fatty  Acid  Production  by 
Epididymal  Fat  Pad'”* 


Micromols  Per  Fat 

Pad  Per  Hour 

Condition 

No  Chyle  With  Chyle 

Fasted 

0.56  0.57 

Fed  and  Glucose-Injected 

0.10  200 

a decrease  in  the  esterification  of  added  C^^- 
palnaitate  in  the  presence  of  the  hormone. 
Evidently  the  pathways  between  unesterified 
fatty  acid  and  triglyceride  are  more  complex 
than  the  representation  in  Figure  5. 

Norepinephrine,  the  chemical  mediator  at 
sympathetic  nerve  endings,  not  only  is  as 
potent  as  epinephrine  in  causing  an  immedi- 
ate rise  in  plasma  free  fatty  acid  but  also  is 
able  to  produce  a sustained  increase  on  pro- 
longed injection.®^  It  should  be  recalled 
that  its  hyperglycemic  effect  is  much  less 
than  that  of  epinephrine.  Evidently  a 
tonic  effect  of  sympathetic  innervation  main- 
tains free  fatty  acid-releasing  activity  in  view 
of  the  results  of  denervation®^  and  the  fact 
that  treatment  with  autonomic  blocking 
agents  lowers  plasma  levels  and  suppresses 
lipolysis  in  adipose  tissue  taken  from  treated 
animals.®® 

The  presence  of  at  least  some  glucocorti- 
coid is  necessary  for  the  lipid-mobilizing  ac- 
tion of  epinephrine.®®-®®  It  is  probably 
through  this  synergism  with  epinephrine  that 
cortisone  aggravates  ketosis  in  diabetes.^® 
Glucocorticoids  are  antiketogenic  only  if  the 
organism  is  able  to  respond  to  the  blood 
sugar  rise  by  secreting  extra  insuhn. 

Fatty  acid  release  is  augmented  by  addi- 
tion of  cortisol  to  the  isolated  epididymal  fat 
pad  but  at  a much  higher  concentration  than 
is  normally  present  in  vivo.®®  Corticoster- 
oids may  act  in  lipid  mobilization  indirectly, 
that  is,  by  causing  release  of  the  posterior 
pituitary  lipid  mobilizer  (LM)  described  by 
Seifter.®®-®^  Chalmers,  Pawan,  and  Kekwick®® 
have  isolated  a peptide  from  urine  in  circum- 
stances in  which  lipid  mobilizer  is  released 
(operative  stress)  and  plasma  unesterified 
fatty  acid  is  elevated  (low  carbohydrate  in- 
take, diabetic  ketosis).  This  material 


caused  fatty  liver  and  ketosis  on  injection 
into  mice  and  stimulated  free  fatty  acid  liber- 
ation by  isolated  adipose  tissue. 

Epinephrine  has  a role  in  the  etiology  of 
diabetic  ketosis.  Psychic  stress,  for  exam- 
ple, raises  plasma  free  fatty  acid®®  and 
may  precipitate  ketosis  in  severe  diabetes. 

Plasma  Triglyceride 

Although  the  current  intensive  investiga- 
tion of  unesterified  fatty  acid  metabolism 
grew  out  of  an  interest  in  heparin  and  hpo- 
protein  lipase,  this  enzyme,  while  present  in 
adipose  tissue,  does  not  have  a direct  role  in 
the  lipolytic  processes  just  discussed.  In 
other  words,  it  does  not  split  fatty  acid  from 
cellular  triglyceride  (step  (5)  in  Figure  5). 
Its  substrate  is  circulating  triglyceride,  so 
that  the  reaction  which  it  catalyzes  (7)  is 
part  of  the  movement  of  triglyceride  from 
plasma  into  the  fat  stores.  Cherkes  and 
Gordon®"®  found  that  on  incubation  of  adi- 
pose tissue  with  heparin,  much  more  lipo- 
protein lipase  appeared  in  the  medium  when 
the  donor  animals  were  in  the  fed  state. 
Robinson’s  data  (Table  2)  show  the  opposite 
effects  of  nutritional  state  on  the  two  kinds 
of  lipolytic  activity  of  adipose  tissue.®"® 
Endogenous  free  fatty  acid  is  produced  in 
starvation,  whereas  hydrolysis  of  added 
chylomicrons  is  favored  by  active  carbohy- 
drate metabolism.®®-®"®-®"® 

Rodbell,®®  in  his  studies  of  the  metabohsm 
of  labeled  chylomicrons  by  the  epididymal 
fat  pad,  found  that  the  added  triglyceride 
was  deposited  partly  with  and  partly  without 
hydrolysis  and  re-esterification.  Like  other 
workers,  he  noted  that  fasting  inhibited 
esterification. 

This  discussion  of  the  biochemistry  of  adi- 
pose tissue  should,  with  the  help  of  Figure  5, 
provide  a rational  concept  of  diabetic  ketosis 
and  hyperlipemia.  The  scheme  does  not  in- 
clude the  direct  addition  of  triglyceride  to 
the  plasma  during  mobilization  of  depot  fat, 
although  the  work  of  Seifter  and  associ- 
ates®®-®^ indicates  that  posterior  pituitary 
lipid  mobilizer  acts  on  its  target  tissue, 
mesenteric  and  omental  fat,  to  cause  the  re- 
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lease  of  fat  in  higli  concentration  into  the 
portal  venous  blood.  Triglyceride  release 
from  adipose  tissue  has  not  been  demon- 
strated in  vitro.®* 

Cholesterol  Metabolism 

Diabetic  patients  not  in  acidosis  and  free 
from  clinical  nephropathy  have  serum  cho- 
lesterol levels  similar  to  those  of  nondiabetic 
patients.  “3.104  Nevertheless  it  is  well  known 
that  diabetic  individuals  have  a greatly  in- 
creased incidence  of  occlusive  arterial  disease 
affecting  the  heart  and  lower  extremities. 
Since  in  a variety  of  circumstances,  athero- 
sclerosis in  man  and  experimental  animals  is 
associated  with  prolonged  increases  in  serum 
chole.sterol,  it  is  possible  that  damage  may 
result  from  the  summation  of  many  transient 
('pisodcs  of  hypercholesterolemia  which  may 
not  be  reflected  in  a survey  of  fairly  well  con- 
l.rolled  patients. 

Because  the  liver  is  the  source  of  plasma 
(.'holesterol  in  the  postabsorptive  state®''®* 
evidence  for  increased  hepatic  cholestero- 
genesis  in  diabetes  has  been  sought  in  many 
laboratories.  With  one  exception,’®®  it  has 
not  been  found.  There  is  even  a report  that 
cholesterol  turnover  is  slower  in  dia- 
betes.'“®'’®*  These  results  are  not  surprising 
when  one  realizes  that,  in  general,  hyper- 
cholesterolemic  states  are  not  associated  with 
an  increase  in  cholesterol  synthesis.'®®  The 
latter  is  reciprocally  adjusted  to  the  level  of 
dietary  cholesterol'®®  and  probably  to  the 
sterol  content  of  the  liver  itself."® 

Hypercholesterolemia  is  a feature  of  fhe 
nephrotic  state,  which  accompanies  inter- 
capillary  glomerulosclerosis  but  is  not  pecul- 
iar to  it.  Here  the  increased  plasma  choles- 
terol seems  to  be  the  result  of  a hypoalbu- 
minemic  stimulus  to  lipoprotein  protein  syn- 
thesis'"-"* and  not  to  increased  synthesis  of 
the  lipid  moiety. 

The  hypercholesterolemia  which  folloAvs 
epinephrine  injection  and  the  onset  of  dia- 
betic ketosis  is  in  both  cases  preceded  by  a 
period  of  elevated  plasma  unesterified  fatty 
acid.  The  latter  could  in  some  way  stimu- 
late lipoprotein  synthesis."® 


Conclusion 

The  extent  of  current  progress  in  the  bio- 
chemistry of  diabetes  is  suggested  by  the 
fact  that  most  of  the  data  cited  here  ha\  e 
been  published  within  the  last  ten  years. 
The  most  spectacular  advance  has  concerned 
the  adipose  tissue  and  its  role  in  unesterified 
fatty  acid  metabolism.  We  will  probably 
soon  know  much  more  about  the  significance 
of  lipoprotein  turnover  in  the  maintenance 
of  blood  lipid  levels.  A better  understand- 
ing of  diabetic  retinopathy  and  nephropathy 
must  await  the  acquisition  of  more  data  on 
the  special  metabolism  of  retinal  and  micro- 
vascular  tissue."^ 
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Congenilal  Malformations 


.\lmoat  50  per  cent  of  the  general  population 
probably  has  some  type  of  congenital  defect,  if  cer- 
tain minor  anomolies  of  the  teeth,  skin,  and  skele- 
tal system  are  included,  according  to  Patterns  of 
Disease,  a Parke,  Davis  & Company  publication 
for  physicians.  The  reported  percentage  of  in- 
fants with  congenital  defects  varies  from  about  1.5 
to  7.5  per  cent. 

The  most  frequent  type  of  defect  is  of  the  bones 
and  joints,  the  second  most  frequent  is  of  the  circula- 
tory system,  and  the  third  is  clubfoot.  A study  of 
163  children  born  with  heart  disease  shows  that 
cardiac  surgery  produced  satisfactory  results  in  137 
cases,  unsatisfactory  results  in  only  10,  and  16 
deaths. 

The  incidence  of  malformations  is  markedly  higher 


in  babies  of  women  who  were  infected  with  rubella  in 
the  first  three  months  of  pregnancy.  The  mother’s 
immunity  to  the  virus  does  not  necessarily  protect 
the  unborn  child. 

Radiation  ranks  high  in  the  list  of  possible  causes 
of  congenital  defects.  “Malformation  rates  have 
been  shown  to  be  higher  in  areas  where  background 
radiation  from  rocks  containing  large  amounts  of 
radioactive  materials  is  high.  While  the  level  of 
radiation  in  these  areas  is  low  compared  to  the  level 
following  explosion  of  an  atomic  bomb,  persons 
residing  in  such  regions  are  exposed  to  low-level 
radiation  over  long  periods.” 

In  a study  of  1,864  live  births  with  one  or  more 
malformations,  1,117  malformations  occurred  in 
males,  913  in  females. 
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A Cardiac  Diagnostic 


Protocol 

A thirty-eight-year-old  female  bank  teller 
was  admitted  because  of  a sudden  onset  of 
aphasia  and  left  hemiparesis.  Until  recently, 
the  patient  had  enjoyed  good  health  and  had 
not  sought  medical  attention.  There  was  no 
history  of  significant  past  illness,  including 
rheumatic  fever. 

Eight  months  before  this  admission,  she 
first  became  aware  of  periodic  fever,  exer- 
tional dypsnea,  and  fatigue.  Shortly  after, 
she  began  to  experience  attacks  of  light- 
headedness and  near  syncope.  These  latter 
symptoms  seemed  to  occur  when  she  was 
stooping  as  when  she  bent  down  to  pick 
up  satchels  in  her  teller’s  cage.  Two  months 
previously  these  attacks  became  more  fre- 
quent and  severe.  At  this  time  a doctor, 
who  had  seen  her  occasionally  throughout 
this  period,  noted  the  murmur  of  mitral 
stenosis  and  also  ankle  edema.  He  pre- 
scribed bed  rest,  digitalis,  and  diuretics. 

The  patient  remained  at  home  and  spent 
most  of  her  time  in  bed.  There  was  no  im- 


provement. The  low-grade  fever  continued. 
On  one  occasion,  coldness  and  cyanosis  of  the 
right  hand  developed.  This  cleared  spon- 
taneously. She  also  had  several  attacks 
of  severe  abdominal  and  flank  pain.  Her 
doctor  was  arranging  hospitalization  when 
the  cerebrovascular  accident  occurred. 

Physical  Examination. — The  patient 
was  a well-developed,  poorly  nourished, 
chronically  ill  w^hite  female  with  obvious 
aphasia  and  a left  hemiparesis.  The  blood 
pressure  was  105/85  mm.  of  Hg,  pulse  rate 
88  per  minute,  respirations  24  per  minute, 
and  temperature  100.4  F.  The  tonsils  were 
enlarged  but  not  infected.  The  cardiac 
rhythm  was  regular.  The  second  pulmonic 
sound  was  accentuated  and  the  first  mitral 
sound  was  snapping.  A short  systolic  mur- 
mur was  heard  along  the  left  sternal  border 
and  at  the  apex.  A mid-diastolic  murmur 
was  noted  at  the  apex.  There  was  no 
opening  snap.  The  volume  and  quality  of 
the  murmurs  varied  markedly  with  changes 
in  the  patient’s  position.  Scattered  moist 
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rales  were  heard  over  the  lung  bases.  The 
liver  edge  was  felt  3 cm.  below  the  costal 
margin  and  the  spleen  tip  was  palpable.  A 
neurologic  examination  revealed  aphasia 
and  hemiparesis. 

Course. — The  neurologic  signs  cleared 
during  the  first  week.  A laboratory  analysis 
was  unremarkable  except  for  the  findings  of  a 
high  sedimentation  rate,  leukocytosis,  and 
moderate  anemia.  The  electrocardiogram 
showed  sinus  rhythm  and  broad,  notched  P 
waves.  The  chest  roentgenogram  revealed 
a prominent  pulmonary  conus,  straighten- 
ing of  the  left  cardiac  border,  and  an  en- 


larged atrium.  Cardiac  catheterization  pro- 
duced data  that  were  consistent  with  mitral 
stenosis  and  insufficiency. 

The  temperature  ranged  between  100  and 
101  F.  Six  blood  cultures  showed  negative 
findings.  Despite  evidences  of  heart  failure 
and  dyspnea  on  exertion,  the  patient  chose 
to  lie  flat  in  bed  and  did  so  without  apparent 
difficulty.  During  cardiac  flouroscopy  on 
the  twentieth  hospital  day,  the  patient  sud- 
denly became  cyanotic,  had  a convulsion, 
and  expired. 

(Elucidation  will  be  found  on  page  3511) 
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r T NDOUBTEDLY  all  hospital  delivery  units 
try,  within  the  limits  of  available 
personnel  and  facilities,  to  provide  adequately 
for  the  handling  of  obstetric  emergencies. 
Every  physician  in  the  practice  of  obstetrics 
has  probably  had  personal  experience  in 
situations  where  the  delivery  unit  set-up  has 
been  contributory  in  jeopardizing  the  safety 
of  patients.  The  following  is  an  illustrative 
case. 

Case  Report 

A thirty-one-year-old  multipara  was  admitted, 
at  term,  in  active  labor.  The  prenatal  care  had 
not  been  adequate  because  of  a peculiar  attitude 
of  the  patient,  but  this  inadequacy  could  have 
been  only  a contributing  factor  in  the  result  of 
the  case,  possibly  influencing  the  nutritional 
status  of  the  patient.  Unusual  varicosities  of 
the  legs  and  vulva  were  noted.  The  patient  had 
a relatively  normal  first  stage  of  labor,  and  the 
delivery  was  accomplished  by  a forceps  rotation 
and  a low  extraction  after  more  than  an  hour  of 
second-stage  labor.  The  anesthetic  facilities 
were  poor.  Extensive  laceration  of  the  vagina 
and  perineum  occurred.  Due  to  an  unusual  set 
of  circumstances,  there  was  a delay  of  almost 
two  hours  before  facilities  were  available  to 
permit  the  attending  physician  to  accomplish 


the  repair.  Meanwhile,  the  patient  bled  ex- 
cessively, with  a total  blood  loss  exceeding  1,500 
cc.,  and  transfusion  efforts  were  delayed.  Shock 
developed,  and  only  about  300  cc.  of  blood  were 
infused  before  the  patient  expired,  appro.ximately 
three  hours  after  the  delivery. 

Comment 

The  anesthetic  facilities  available  at  the 
time  of  this  delivery  were  inadequate,  and 
the  anesthetic  facilities  for  the  repair  w^ere 
not  particularly  good.  The  delay  in  the 
repair  of  the  bleeding  perineal  and  vaginal 
lacerations,  as  well  as  in  the  control  of  the 
bleeding  from  the  ruptured  varicosities  of 
the  vulva,  was  due  to  the  fact  that  a sub- 
stitute nurse,  who  had  had  no  recent  duty 
in  any  obstetric  unit,  was  in  charge  of  the 
delivery  room. 

Instruments  and  material  for  repair  were 
not  available  until  the  regular  obstetric 
unit  nurse  was  recalled  for  duty.  Matters 
were  further  complicated  when  the  patient 
could  not  be  restrained  and  pulled  the 
intravenous  needle  out  of  her  vein  on  several 
occasions. 

The  attending  physician  presented  the 
following  recommendation : 
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1.  No  one  can  pass  a law  requiring  people 
to  go  for  prenatal  care,  nor  can  the  doctor  refuse 
poor-risk  patients. 

2.  The  State  should  require  an  obstetric 
trained  nurse  in  every  delivery  room  on  every 
shift. 

3.  A trained  anesthetist  should  be  available 
in  approximately  fifteen  minutes. 

4.  A house  doctor  or  an  operating  trained 
nurse  should,  likewise,  be  available  to  aid  the 
physician  quickly  in  necessary  “repair”  work. 

5.  An  “intravenous  cutdown  set”  must  be 
available  in  every  delivery  room. 

Summary 

Large,  well-equipped  hospitals  with  highly- 
organized  obstetric  departments  have  dif- 
ficulty providing  sufficient  trained  personnel 


to  cope  with  emergency  situations  at  all 
times.  The  problem  is,  perhaps,  more  acute 
in  some  small  hospitals  where  comparatively 
few  obstetric  cases  are  handled. 

The  case  reported  indicates  that  it  is 
necessary  to  maintain  a constant  surveillance 
to  be  sure  equipment  and  personnel  arrange- 
ments are  organized  in  a manner  that  can 
cope  adequately  with  any  forseeable  obstetric 
emergency.  This  is  a “must”  to  provide 
maximum  safety  for  maternity  patients. 

We  can  report,  with  satisfaction,  that  the 
rather  obvious  inadequate  obstetric  facility 
in  which  this  maternal  mortality  occurred 
has  been  replaced  by  a modern  obstetric 
unit. 

766  Irving  Avenue,  Syracuse  10 


Mumps  Skin  Test  Urged  for  Exposed  Adults 


Wider  use  of  the  mumps  skin  test  was  urged  by 
Richard  M.  Angle,  M.D.,  in  an  article  in  the  Sep- 
tember 2,  1961,  issue  of  the  Journal  of  the  American 
Medical  Association.  On  the  basis  of  a study  of  170 
adolescents  and  adults  given  the  skin  test,  he  con- 
cluded that  the  majority  of  adults  with  no  history  of 
mumps  are  in  fact  immune  to  the  disease. 

The  test  would  eliminate  the  necessity  of  ad- 
ministering either  mumps  vaccine  or  mumps 
hyperimmune  globulin,  the  two  preventive  agents 
available.  In  this  way  it  might  also  reduce  the  in- 
cidence of  severe  reactions  to  mumps  vaccine,  which 
is  generally  considered  to  be  ineffective  after  ex- 
posure but  which  offers  protection  prior  to  exposure. 


Of  the  170  persons  given  the  skin  test,  153  were 
shown  to  be  immune.  Two  of  the  153  developed 
mumps  later,  but  their  reactions  to  the  test  had  been 
questionable.  Of  the  17  shown  to  be  susceptible, 
5 developed  the  disease. 

“Since  the  disease  in  the  adult  is  more  than  mild 
and  is  frequently  associated  with  serious  complica- 
tions, prevention  is  highly  desirable.  Dr.  Angle 
said. 

“The  results  of  this  experience  [the  study]  show 
that  the  mumps  skin  test  has  a high  degree  of 
accuracy  and  thus  constitutes  a very  practical  ap- 
proach to  the  supposedly  susceptible  adult  who  has 
been  exposed  to  mumps.” 
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T etrachlor  ide  Po  ison  ing 


^ I ^HE  following  incidents  were  reported 
recently  to  the  New  York  City  Poison 
Control  Center. 

Incident  1 

Substance  Ingested  Age  Sex 

Carbon  Tetrachloride  7 years  Female 

This  incident  was  first  reported  from  out 
of  town  (North  Shore  Hospital,  Man- 
hasset,  Long  Island).  Information  was 
requested  on  the  ingredients  of  the  product 
and  the  management  of  such  a poisoning. 

The  patient  was  admitted  to  that  hospital 
with  the  chief  complaint  of  vomiting.  The 
family  related  that  five  days  prior  to  ad- 
mission the  child  had  an  elevated  tempera- 
ture of  104  F.  and  was  treated  with  an  anti- 
biotic by  the  family  physician.  Her  tem- 
perature continued  to  spike  until  it  subsided 
two  days  prior  to  the  initial  admission  to 
the  North  Shore  Hospital.  One  day  prior 
to  admission  she  began  vomiting,  and  after 
the  second  or  third  time  the  vomitus  was 
dark  brown.  The  vomiting  persisted  about 
every  hour.  The  patient  was  unable  to 


retain  any  solids  or  liquids  for  about  twenty- 
four  hours  prior  to  admission,  and  on  the  day 
of  admission  the  vomitus  was  dark  brown 
and  streaked  with  blood. 

On  admission  to  the  hospital  pallor  was 
noted,  and  the  child  appeared  very  acutely 
ill.  The  patient  continued  vomiting  dark 
brown  coffee  ground  material.  She  was 
started  on  intravenous  fluids  but  did  not 
void  for  twenty-two  hours  in  the  hospital. 
She  was  quite  lethargic,  and  then  70  cc. 
of  urine  were  obtained  for  analysis  by 
catheterization.  There  were  many  red 
blood  cells  in  the  urine.  It  was  at  this  time 
that  it  was  first  learned  that  the  child  had 
been  exposed  to  carbon  tetrachloride  in- 
halation the  day  prior  to  admission.  On 
further  questioning  of  the  family  it  was 
revealed  that  on  that  day  the  child  spent  the 
whole  afternoon  in  the  living  room  on  a 
couch,  watching  television,  while  her  mother 
cleaned  the  upholstery  of  two  chairs  with  a 
cleaner  which  contains  carbon  tetrachloride. 
It  was  conjectured  that  the  child  either 
inhaled  and/or  ingested  some  of  this  product. 

A diagnosis  of  renal  shutdown  due  to 
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carbon  tetrachloride  poisoning  was  made, 
and  the  child  was  started  on  a modified 
Ivaplan  regimen  for  the  treatment  of  renal 
failure.  Her  blood  urea  nitrogen  at  this 
time  was  84  mg.  per  100  ml.,  chlorides  106 
mEq.,  and  potassium  4.5  mEq.  per  liter. 
On  the  next  day  the  blood  urea  nitrogen 
was  88  mg.  per  100  ml.,  carbon  dioxide  13 
millimols  per  100  ml.,  sodium  150  mEq., 
chloride  106  mEq.,  and  potassium  3.4 
mEq.  per  liter.  On  the  fourth  day  of 
treatment,  the  blood  urea  nitrogen  had 
risen  to  120  mg.  per  100  ml.  The  child  was 
putting  out  from  70  to  100  cc.  of  urine  daily. 
On  the  fourth  hospital  day,  because  of  the 
elevated  blood  urea  nitrogen,  the  child’s 
increased  lethargy,  and  her  failure  to  put  out 
mine,  she  was  transferred  to  Brooklyn 
Jewish  Hospital  with  the  possibility  of 
dialysis  in  mind. 

The  following  information  was  received 
from  Joseph  Pincus,  M.D.,  Director  of 
Pediatrics  of  the  Jewish  Hospital  of  Brooklyn. 
On  admission,  the  same  history  was  ob- 
tained. It  was  reported  that  the  windows 
were  open  at  the  time  the  mother  cleaned 
the  furniture  and  that  the  child  denied 
drinking  any  of  the  cleaning  fluid.  It  was 
also  ascertained  on  the  family  history  that 
the  patient  had  no  previous  renal  disease 
nor  any  known  exposure  to  medications  or 
toxins  other  than  the  cleaning  fluid  in 
question.  The  father  is  known  to  have  a 
persistent  albuminuria,  first  noted  in  World 
War  II,  the  etiology  of  which  has  not  been 
determined. 

X-ray  films  of  the  chest  and  abdomen 
showed  negative  findings.  Cultures  of  the 
nose  and  throat  revealed  pneumococcus,  and 
a blood  culture  was  sterile. 

Electrocardiograms  showed  essentially 
normal  findings  except  for  increasing  height 
and  peaking  of  T waves  prior  to  dialysis 
with  a gradual  return  towards  normal  post- 
dialysis. 

The  patient  was  not  given  anything  by 
mouth  through  April  5,  1961;  then  she  was 
given  small  amounts  of  frozen  Lipomul  and 
sour  balls.  She  frequently  vomited  small 


amounts  of  greenish  material,  and  she 
became  more  lethargic  from  the  time  of  her 
admission  until  the  dialysis  on  an  artificial 
kidney  on  April  8.  The  dialysis  was  per- 
formed. The  blood  urea  nitrogen  dropped 
from  215  to  68  mg.  per  100  ml.  Immediately 
following  the  dialysis,  the  patient  had 
generalized  convulsions  with  a blood  pres- 
sure of  150/120.  This  was  controlled  with 
reserpine  and  Amytal  sodium  intravenously. 
A single  temperature  spike  to  105  F.  was 
noted.  The  patient  also  was  given  Chloro- 
mycetin intravenously. 

From  April  9 to  11,  no  vomiting  or  tem- 
perature spikes  were  noted.  Epistaxis  was 
noted  on  April  11.  The  blood  pressure  was 
normal.  The  prothrombin  time  on  April  10 
was  16  seconds.  Vitamin  Ki,  50  mg.,  was 
added  to  the  intravenous  fluids. 

From  April  12  to  15  the  patient  was  having 
diuresis  and  was  tolerating  oral  fluids.  On 
April  12  the  calcium  was  noted  to  be  7.7 
mEq.  per  liter,  and  calcium  gluconate  was 
added  to  the  intravenous  solution.  On 
April  14  the  patient  received  200  cc.  of 
packed  red  blood  cells  when  the  hematocrit 
(which  had  been  36  on  admission)  dropped  to 
23. 

On  April  15  the  patient  was  noted  to  have 
twitching  of  all  the  extremities  without  loss 
of  consciousness.  Her  blood  pressure  rose 
to  130/100,  and  the  patient  was  placed  on 
reserpine  and  intravenous  calcium  gluconate, 
potassium  3.2  mEq.,  calcium  8.7  mEq., 
sodium  141  mEq.,  and  chloride  92  mEq. 
per  liter,  and  carbon  dioxide  19.5  millimols 
per  100  ml. 

Despite  this  treatment,  the  patient  con- 
tinued to  have  uncontrollable  twitchings 
intermittently  with  fluctuating  blood  pres- 
sure. The  Chvostek  and  Trousseau  signs 
gave  negative  findings.  The  seizures  were 
primarily  in  the  right  arm.  Fruit  juices 
were  given  by  mouth  for  added  potassium. 

From  April  17  to  24  no  further  seizures 
were  noted.  The  patient  was  vomiting 
again.  The  blood  pressure  fluctuated  to  as 
high  as  140/110,  and  Apresoline  hydro- 
chloride was  added  to  the  daily  reserpine  on 
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TABLE  I. — Report  of  Dialysis* 


Blood 

Urea  Carbon  Potas- 


Date 

Nitrogen 

Dioxide 

slum 

Calcium 

April  1 

84 

4.5 

April  2 

88 

13 

3.4 

AprU  4 

145 

18.1 

4.5 

April  6 

173 

21.7 

4.4 

8. 3 

April  8 

215 

21.0 

6.4 

9.3 

April  10 

122 

23.8 

5.5 

9.1 

April  12 

138 

19.5 

4.0 

7.7 

April  14 

130 

17.6 

3.3 

9.1 

April  16 

95 

18.1 

3.3 

10 

April  18 

91 

18.5 

3.4 

9.6 

April  20 

68 

16,3 

4.4 

10.7 

April  22 

67 

17.9 

4.2 

April  24 

36 

15.6 

3.6 

May  1 

32 

24.7 

4.7 

May  4 

14 

Serum 

Glutamic 


Phos- 

phorus 

Tuber- 

culin 

Precipi- 

tation 

Al- 

bumin- 

Globu- 

lin 

Oxalo- 

acetic 

Trans- 

aminase 

Pro- 

thrombin 

Time 

7 ’.7 

o!i 

i’.6 

71 

16.2 

4^0 

160 

4!6 

3.1 

7.6 

1.5 

‘30 

15.0 

13.9 

13.2 

* Chlorides  varied  from  88  to  109  mEq.  per  liter.  Sodium  varied  from  131  to  147  mEq.  per  liter. 


April  18.  The  patient  became  iiormotensive 
on  April  22.  She  also  was  able  to  start 
fluids  and  food  by  mouth  again.  The  urine 
output  remained  good  during  this  period, 
and  the  blood  urea  nitrogen  was  dropping. 

From  April  24  to  May  6 the  intravenous 
fluids  were  discontinued.  The  blood  urea 
nitrogen  fell  gradually  and  was  normal  on 
May  4.  No  gross  neurologic  sequellae 
were  noted.  There  was  mild,  deep  phlebitis 
of  both  lower  extremities  following  ambula- 
tion of  the  patient,  but  this  subsided  with 
elastic  stocking  support  and  bed  rest.  The 
patient  remained  afebrile  and  was  discharged 
on  May  6,  1961.  Table  I shows  the  progress 
of  the  dialysis. 

Incident  2 

Substance  Ingested  Age  Sex 

Carbon  Tetrachloride  23  years  Male 

The  Posion  Control  Center  was  requested 
to  provide  information  on  the  patient  who 
was  exposed  for  three  hours  on  the  first 
occasion  to  carbon  tetrachloride  in  a small 
closed  room.  He  was  exposed  to  it  again 
the  following  day  and  two  days  after  was 
once  more  exposed  for  one  and  one-half 
hours.  He  subsequently  noted  the  onset  of 
lethargy  and  malaise  followed  by  anorexia 


and  a distaste  for  cigarets.  His  urine  became 
darker,  and  he  had  an  elevated  trans- 
aminase about  three  weeks  following  the 
last  exposure.  This  persisted  and  he  then 
became  jaundiced. 

On  admission  to  the  hospital  he  had 
scleral  icterus  and  1 to  2 cm.  hepatomegaly. 
The  transaminase  dropped  from  664  to  144 
units;  bilirubin  went  from  3.7  to  1.4  mg.  per 
100  ml. ; liver  biopsy  was  normal.  The  pa- 
tient received  symptomatic  and  supportive 
therapy.  He  remained  in  the  hospital  for 
twelve  days  and  was  discharged  before  the 
body  chemistries  became  normal.  He  was  to 
be  followed  by  his  private  physician. 

Incident  3 

Substance  Ingested  Age  Sex 

Carbon  Tetrachloride  45  years  Female 

This  patient  had  a prolonged  exposure  to 
carbon  tetrachloride  over  an  eight-hour 
period  and  a short  contact  the  next  day,  in 
both  instances  while  cleaning  with  this 
material.  The  evening  of  the  prolonged 
exposure  she  also  had  a few  cocktails.  On 
the  following  day  symptoms  of  malaise, 
fatigue,  headache,  and  nausea  appeared. 
She  then  began  vomiting  which  persisted  for 
several  days.  Four  days  following  the 
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ingestion  she  was  admitted  to  a local 
hospital  (New  Rochelle  Hospital)  where  she 
was  given  intravenous  fluids.  Her  urine 
became  scant.  She  had  a retrograde  pyelo- 
gram  and  a cystoscopy  which  showed  normal 
findings.  After  four  days  at  this  hospital, 
because  of  persistent  symptoms  she  was 
transferred  to  New  York  Hospital  where, 
thirty-six  hours  after  admission,  she  under- 
went dialysis.  The  blood  urea  nitrogen  fell 
from  150  to  60  mg.  per  100  ml.,  and  her 
previous  acidosis  corrected  itself.  The 
electrocardiogram,  which  had  shown  hyper- 
kalemia, reverted  to  normal.  Over  the 
next  three  days  her  urine  output  increased. 
She  became  asymptomatic  and  was  dis- 
charged to  the  care  of  her  physician  after 
.seventeen  days  stay  at  New  York  Hospital. 

Incident  4 

Substance  Ingested  Age  Sex 

Carbon  Tetrachloride  17  years  Male 

This  seventeen-year-old  male  drank  about 
a half  ounce  of  carbon  tetrachloride  which 
he  poured  from  the  original  container  into  a 
drinking  glass  in  an  attempt  at  suicide.  At 
the  time  of  the  occurrence  there  was  only  a 
sixty-four-year-old  friend  of  the  family 
present  in  the  household  who,  when  he 
noticed  that  the  patient  was  becoming 
acutely  ill,  called  the  police,  who  rushed  the 
patient  to  a nearby  hospital. 

On  admission  to  the  hospital  the  patient 
had  nausea,  vomiting,  abdominal  pains,  and 
dyspnea  and  was  in  a stupor.  The  stomach 
was  lavaged  in  the  emergency  room  with 
water  and  magnesium  sulfate  within  an 
hour  following  the  ingestion.  The  patient 
was  admitted  to  the  inpatient  service  where 
his  stomach  was  again  lavaged  about  three 
hours  following  the  ingestion.  In  the  hospi- 
tal the  patient  continued  to  be  nauseated. 
He  vomited  and  had  generalized  weakness. 
He  was  treated  with  intravenous  fluids  and 
supportive  therapy,  and  the  symptoms 
subsided  after  twenty-four  hours.  In  ad- 
dition, he  was  referred  for  psychiatric  care 
since  he  threatened  to  make  another  at- 


tempt at  suicide  with  a more  efficient  agent. 
The  patient,  however,  discharged  himself 
against  the  advice  of  the  physician  without 
accepting  the  psychiatric  referral. 

Carbon  tetrachloride  is  widely  used  in 
the  home  as  a cleaning  agent  because  of  its 
solvent  properties.  It  is  regrettable  that 
this  agent  is  still  used  so  widely  in  a variety 
of  industrial  cleaning  products  since  there 
are  now  some  other  equally  effective  but 
safer  agents. 

Toxicity  of  Carbon  Tetrachloride 

Carbon  tetrachloride  is  a chlorinated 
hydrocarbon.  It  is  injurious  to  all  the  cells 
of  the  body.  It  is  particularly  damaging  to 
the  liver,  kidneys,  and  vascular  and  nervous 
systems.  Its  toxicity  increases  if  it  is 
associated  with  alcohol  ingestion. 

It  has  been  reported  that  the  ingestion  of 
3 to  5 cc.  of  carbon  tetrachloride  may  be 
fatal.  One  fatal  case  has  been  reported  in  a 
seven-year-old  child  who  was  given  1.7  cc. 
as  an  antihelminthic.  In  adults,  deaths 
have  been  reported  with  as  little  as  3 cc.  of 
this  substance  taken  while  the  patient  was 
under  the  influence  of  alcohol.  We  have 
had  a fatality  in  an  adult  woman  who 
mistakenly  took  1 tablespoon  of  the  product 
from  a mineral  oil  bottle  in  which  carbon  tet- 
rachloride had  been  placed  by  her  husband. 
Statistics  from  the  National  Office  of  Vital 
Statistics  reveal  that  for  1959,  the  latest 
year  for  which  complete  statistics  are 
available,  there  were  48  deaths  in  the  United 
States  resulting  from  this  product.  Of 
these,  31  were  accidental  deaths  caused  by 
carbon  tetrachloride,  and  5 were  accidental 
deaths  cau.sed  by  products  containing  carbon 
tetrachloride  and  other  substances.  In 
addition,  12  suicidal  deaths  also  were  at- 
tributable to  carbon  tetrachloride.  Also, 
there  were  many  accidental  nonfatal  poison- 
ings in  children  and  adults. 

On  the  basis  of  human  experience,  which 
indicates  that  this  substance  may  be  fatal 
both  by  ingestion  and  by  inhalation,  the 
Food  and  Drug  Administration  wisely  has 
considered  carbon  tetrachloride  medically 
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to  be  “highly  toxic”  under  the  Hazardous 
Substances  Labeling  Act.  This  product  or 
any  article  containing  this  product  thus  will 
have  to  bear  a precautionary  statement 
indicating  that  it  contains  carbon  tetra- 
chloride and  that  it  may  be  fatal  if  inhaled 
or  ingested  and  that  it  should  be  used  only 
with  adequate  ventilation.  It  will  also 
include  additional  precautions  and  first  aid 
advice,  such  as  to  remove  the  patient  to 
fresh  air  if  the  substance  is  inhaled,  to 
induce  vomiting  if  it  is  swallowed,  and  to  get 
the  patient  under  a physician’s  care  im- 
mediately. A warning  in  bold  type  to  keep 
this  product  out  of  the  reach  of  children  also 
will  be  included.  It  is  hoped,  of  course,  that 
these  precautionary  measures  will  be  help- 
ful in  eliminating  many  needless  fatal  and 
nonfatal  accidents.  It  must  be  remembered, 
however,  that  we  must  not  rely  on  labeling 
alone.  It  must  be  coupled  with  the  con- 
tinued education  of  families,  particularly 
since  the  product  is  used  so  widely. 

Symptoms 

In  acute  poisonings,  either  from  ingestion 
or  from  inhalation,  the  most  common 
symptoms  are  abdominal  pains,  nausea,  and 
vomiting.  At  times  these  may  be  mistaken 
for  the  symptoms  of  an  acute  surgical 
condition  of  the  abdomen.  Symptoms 
referable  to  a central  nervous  system  de- 
pression are  prominent,  such  as  headaches, 
drowsiness,  dizziness,  confusion,  unconscious- 
ness, and  stupor.  Convulsions  also  may  be 
present.  There  also  may  be  a fall  in  the 
blood  pressure  and  a slow,  irregular  pulse. 
In  carbon  tetrachloride  poisoning  caused  by 
ingestion  there  also  may  be  diarrhea, 
hemorrhagic  gastritis,  and  hematemesis. 
In  some  cases  the  liver  may  become  en- 
larged and  tender  on  pressure,  and  the 
patient  may  become  icteric.  The  damage  to 
the  kidney  may  cause  a toxic  nephritis 
and  will  be  manifested  by  an  oliguria, 
albuminuria,  anuria,  edema,  and  in  very 


severe  cases  a sudden  and  rapid  weight 
gain  and  a terminal  uremia.  At  times  the 
patient  becomes  symptom-free  or  has  only 
mild  symptoms  for  several  days  after  the 
subsidence  of  the  acute  symptoms,  particu- 
larly in  massive  exposures,  before  the  kidney 
and  liver  manifestations  (hepatorenal  syn- 
drome) appear.  Frequent  liver  and  kidney 
function  tests  are  indicated  to  detect  kidney 
and  liver  damage  as  quickly  as  possible.  In 
chronic  poisoning  anemia,  fatigue,  weak- 
ness, anorexia,  loss  of  weight,  and  disturb- 
ance in  color  vision  also  may  develop.  In 
acute  poisoning  death  is  caused  by  respira- 
tory and/or  circulatory  failure. 

Treatment  is  symptomatic  and  supportive. 
There  is  no  specific  antidote  for  carbon 
tetrachloride  poisoning.  As  a first  aid 
measure  even  before  the  physician  arrives, 
the  patient  should  be  removed  to  fresh  air 
and  his  contaminated  clothing  removed.  If 
poisoning  is  caused  by  inhalation,  artificial 
respiration  should  be  administered  until 
there  is  a return  to  consciousness.  In  cases 
of  ingestion,  vomiting  should  be  induced  and 
a gastric  lavage  ^vith  water  or  saline  should 
be  done.  A saline  cathartic,  such  as  sodium 
or  magnesium  sulfate  from  20  to  30  Gm., 
should  be  administered.  If  the  skin  and 
eyes  are  contaminated,  copious  washing 
with  water  should  be  applied.  Alcohol, 
fats,  oils,  and  ephedrine  should  not  be 
administered  since  they  enhance  the  impact 
of  carbon  tetrachloride. 

Meticulous  care  should  be  given  to  the 
maintenance  of  the  electrolyte  balance.  A 
high  protein,  high  carbohydrate,  and  low 
fat  diet  is  recommended.  Appropriate 
supportive  therapy  should  be  administered, 
and  the  patient  should  be  kept  in  bed  until 
he  is  symptom-free.  The  best  therapy,  of 
course,  is  the  total  prevention  of  carbon 
tetrachloride  poisonings.  Physicians  should 
instruct  families  on  its  potential  hazards  and 
the  need  for  precautionary  measures  in 
handling,  storing,  and  using  this  product. 
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Elucidation 


(Continued  from  page  3503) 

The  debate  as  to  whether  cardiac  myxo- 
mas are  neoplastic  or  thrombotic  still  goes 
on.  However,  the  majority  opinion  seems 
to  favor  the  former  explanation.  These 
tumors  are  uncommon.  Nevertheless,  mod- 
ern diagnostic  and  surgical  technics  re- 
cently have  uncovered  a sufficient  number 
of  them  to  make  considering  this  condi- 
tion worth  while  when  one  sees  a case  of 
what  appears  to  be  rapidly  deteriorating 
rheumatic  mitral  valve  disease. 

Cardiac  myxomas  are  usually  intra-atrial. 
As  in  the  case  described,  80  per  cent  of  them 
occur  in  the  left  atrium.  This  tumor  may 
develop  at  any  time  between  the  age  of  ten 
and  sixty  years.  There  is  a notable  pre- 
ponderance (at  least  3 to  1)  in  females.  The 
duration  of  life  between  the  onset  of  symp- 
toms and  diagnosis  or  death  is  short,  usually 
about  a year.  The  clinical  picture  is  vari- 
able but  it  may  present  one  or  a mixture  of 
the  following  symptom  complexes. 

Most  often,  the  patient  presents  the  pic- 
ture of  valvular  heart  disease,  that  is, 
exertional  dyspnea,  failure,  tachycardia,  and 
intermittent  edema.  Less  frequently  an 
insidious  picture  of  severe  chronic  debilitating 
disease  with  low-grade  fever,  fatigue,  myalgia 
arthralgia,  anemia,  and  sometimes  petechiac 
and  splinter  hemorrhages  suggesting  bac- 
terial endocarditis  will  be  seen.  Consider- 
able attention  has  been  given  to  those  patients 
who  manifest  embohe  phenomena.  This 
tumor  may  be  friable  and  may  embolize  to 
the  brain,  extremities,  kidney,  or  spleen  as  it 
did  in  the  patient  presented  here.  Finally, 
there  may  be  the  oft-described  ball-valve 
thrombus  syndrome.  Here  the  patient’s 
symptoms  are  the  result  of  the  myxoma  oc- 


cluding the  mitral  orifice  when  certain  pos- 
tures are  assumed.  This  would  explain  the 
stooping  syncope,  the  lack  of  orthopnea,  and 
finally  the  sudden  demise  during  fluoroscopic 
manipulation  in  the  patient  reported  here. 

It  should  again  be  stated  that  the  symp- 
tomatology is  often  a combination  of  the 
symptoms  that  have  been  described.  Ob- 
viously the  clinical  picture  will  vary,  de- 
pending on  the  size,  position,  friability,  and 
mobility  of  the  myxoma. 

The  physical  findings  apart  from  those 
produced  by  embolization  are  limited  to  the 
cardiovascular  system.  A mitral  systolic 
murmur,  often  accompanied  by  a thrill, 
is  usually  present.  A mitral  diastohe  mur- 
mur is  also  common.  The  second  pulmonic 
and  first  mitral  sounds  are  accentuated, 
suggesting  a mitral  block.  These  findings 
are  frequently  interpreted  as  rheumatic 
mitral  valve  disease.  However,  there  are 
four  important  points  that  may  be  used 
to  differentiate  a myxoma  from  rheumatic 
heart  disease:  (1)  absence  of  a rheumatic 
fever  history,  (2)  absence  of  an  opening 
snap,  (3)  rare  atrial  fibrillation,  and  (4) 
marked  variation  in  volume  and  quality 
of  murmurs  with  change  in  posture. 

Laboratory  findings  are  few,  but  high 
sedimentation  rates,  leukocytosis,  and  ane- 
mia are  common.  The  chest  roentgeno- 
gram will  show  a mitralized  cardiac  silhou- 
ette. The  electrocardiogram  is  usually  nor- 
mal, but  P-wave  abnormalities  have  been 
noted.  Cardiac  catheterization  studies  most 
often  suggest  mitral  stenosis  with  or  without 
insufficiency.  Venous  angiography  may  be 
diagnostic.  Nevertheless  myxomas  are  usu- 
ally discovered  at  the  time  of  surgery  that 
has  been  undertaken  for  what  appears  to  be 
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rheumatic  mitral  stenosis. 

Pathologically,  the  tumor  may  be  the 
size  of  a pea  or  occupy  the  entire  auricular 
chamber.  It  may  be  flat,  globular,  or 
pedimculated.  Its  surface  is  smooth  and 
shiny.  It  is  soft  and  gelatinous  in  consist- 
ency. 
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Carcinoma  of  Appendix  with  Diverticulosis 


TSI  GZIOU  LI,  M.D.,  AND  HOMER  L.  SKINNER,  JR.,  M.D.,  STATEN  ISLAND,  NEW  YORK 
{From  the  Departments  of  Pathology  and  Surgery,  the  Richmond  Memorial  Hospital) 


CARCINOMA  of  the  appendi.x  is  a rare  condi- 
tion. Malformation  of  the  appendi.x  is, 
apparently,  more  uncommon.  The  following 
case  report  describes  a colonic  type  of  carcinoma 
of  the  appendix  with  diverticulosis. 

Case  Report 

A sixty-four-year-old  female  entered  the 
hospital  on  November  9,  1959,  with  the  com- 
plaint of  indigestion  of  two  days  duration.  The 
night  before  admission,  she  had  suddenl}'  e.x- 
perienced  pain  throughout  the  lower  abdomen; 
this  had  become  quite  severe.  The  ne.xt  day,  on 
admission,  the  abdomen  was  distended,  with  e.x- 
quisite  tenderness  to  touch  and  a marked  re- 
bound. The  patient  was  treated  conservatively, 
and  over  a period  of  days  her  temperature  re- 
turned to  normal,  peristalsis  resumed,  and  flatus 
was  passed.  A gallbladder  series,  an  intravenous 
pyelogram,  and  an  upper  gastrointestinal  series 
indicated  negative  results.  A barium  enema 
showed  changes  about  the  cecum  compatible  with 
appendiceal  or  periappendiceal  disease. 

On  the  twenty-first  hospital  day  an  exploratory 
lajiarotomy  revealed  an  appendiceal  abscess  in 
the  pelvis.  There  were  marked  adhesions  around 
the  appendix  involving  portions  of  the  small 
bowel,  the  cecum,  and  the  sigmoid  colon.  The 
appendix  was  removed  in  the  usual  manner,  and 
the  wound  was  closed.  The  wound  healed  nicely, 
and  the  patient  was  discharged  on  the  tenth 
postoperative  day. 

Gross  Description. — Received  in  formalin 
was  an  inflamed  appendix,  5.5  cm.  in  length,  up  to 
2.5  cm.  in  width,  and  1.5  cm.  in  thickness.  The 
enlarged  dimensions  were  due  to  adipose  tissue 
which  adhered  to  the  organ,  both  partially 
covered  by  fibrinous  deposits  with  many  pete- 
chiae.  Multiple  sections  revealed  a thickened 


Fig.  1.  Sections  1 and  2 with  two  diverticula. 


wall  and  an  enlarged  cavity  of  2 cm.  in  the  distal 
portion,  witli  a diameter  up  to  1.2  cm.,  and  with 
three  diverticula  lo(‘ated  at  different  levels  and 
angles.  P’rom  there  on,  the  cavity  was  no 
longer  visible;  instead,  it  w’as  replaced  by  white, 
bulging,  somewhat  granular  tissue. 

Microscopic  Examination. — The  organ  was 
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Fig.  2.  Section  4 with  another  diverticulum. 


cut  into  12  sections,  ten  of  them  jiarallel.  Sec- 
tions 1 and  2 revealed  an  enlarged  lumen  lined  by 
a flattened  mucus-secreting  epithelium  supported 
by  stroma,  with  increased  fibrosis  and  infiltration 
by  eosinophils.  There  were  two  pouches  also 
lined  by  the  same  type  of  einthelium  (Fig.  1), 
with  the  muscularis  mucosa  stretched  and 
thinned  out.  These  were  located  eccentrically 
inside  the  mesenteric  fat,  presumably  along  the 
mesenteric  border.  Another  pouch,  section  4, 
was  at  a different  level  on  the  ojiposite  side  of  the 
appendix  (Fig.  2).  The  muscularis,  which  was 
rather  thick,  was  completely  absent  at  the  level 
of  the  pouches.  About  the  middle  of  the  organ 
(Fig.  3)  the  lumen  was  narrowed  considerably  and 
the  lining  mucosa  was  rejflaccd  abruptly  by  the 
tumor.  The  tumor  consisted  of  tall  columnar 
cells  with  marked  anisonucleosis ; these  cells 
jiiled  up  to  form  pseudoglands  and  papillae  with 
atypical  mitoses,  giant  nuclei,  and  some  mucous 
formation.  The  neoformations  varied  in  size 
and  dissociated  the  muscle  layers,  spreading  into 
the  serosa  and  reaching  the  line  of  dissection  with 
a permeation  of  the  lymphatics. 

Comment 

The  first  carcinoma  of  the  appendix  was 


Fig.  3.  Section  of  middle  of  tumor. 


probably  identified  without  any  reasonable  doubt 
by  Beger  in  1882.*  He  described  a cancer  with 
metastases  to  the  retroperitoneal  glands  found  on 
autopsy.  At  the  turn  of  the  centur}',  there  were 
many  more  rejiorts  about  carcinoma  of  the 
appendix.  One  of  the  first  of  these  was  a study 
by  McWiUiams*  of  90  cases  in  which  he  reviewed 
thoroughly  48  cases  from  the  literature  including 
those  of  German,  French,  and  English  authors. 
He  added  3 cases  of  his  own,  2 of  them  with  micro- 
photographs of  the  carcinoid.  In  1914  MacCarty 
and  McGrath*  reported  40  cases  collected  from 
8,039  specimens,  an  incidence  of  0.44  per  cent,  but 
they  only  differentiated  between  colloid  carci- 
noma and  carcinoma,  which,  according  to  the 
gross  and  histologic  desciiption,  are  carcinoids. 
One  case  had  a double  tumor  in  an  appendix  and  2 
cases  were  accompanied  by  diverticula,  1 of 
which  perforated.  It  was  probably  the  first 
report  of  a so-called  carcinoma  associated  with 
diverticula.  In  1926  Van  AJstine*  reported  2 
cases,  pointing  out  that  there  were  two  rather 
different  types  of  primary  carcinoma;  one  was 
more  common,  a basal-cell  or  round-cell  type,  and 
the  other  was  less  frequent  and  more  prone  to 
malignant  characteristics,  a columnar-cell  type. 
This  was  followed  in  1929  by  the  series  of  34 
cases  of  malignant  conditions  of  the  appendix 
collected  by  Selinger*  from  a review  of  45,302 
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sijecimens  at  the  New  York  Post-Graduate 
Medical  School  and  Hospital.  Like  others,  he 
described  two  general  types  of  carcinoma  of 
the  appendix:  a columnar-cell  or  gelatinous 
adenocarcinoma  and  a small  polygonal-  or 
spheroidal-cell  type.  An  accidental  finding  of  a 
carcinoma  of  the  appendix  when  a routine 
appendectomy  was  performed  after  the  removal 
of  a dermoid  cyst  of  the  ovary  was  reported  by 
Frauenthal  and  Grausman  in  1933.®  The 
youngest  patient  with  carcinoma  of  the  appendix 
was  probably  the  case  reported  by  Vance  in 
1934^  in  a ten-year-old  boy  who  died  two  days 
after  operation.  Another  accidental  finding  of  a 
carcinoma  of  the  appendix  was  of  one  with  exten- 
sive metastases  reported  by  Wright-Smith®  of 
Melbourne  in  1941  as  an  autopsy  finding  among 
5,000  consecutive  autopsies  at  the  Royal  Mel- 
bourne Hospital.  More  recently,  Rabinovitch 
et  al.^  published  a series  of  4 cases  of  primary 
carcinoma  of  the  appendix  as  an  incidental  finding 
during  a laparotomy.  The  most  commonly 
accepted  classification  was  reported  by  Uihlein 
and  McDonald  in  1943:*“  Carcinomas  of  the 
carcinoid  type,  carcinomas  of  the  cystic  type  pro- 
ducing pseudomy.xoma  peritonaei,  and  colonic- 
type  adenocarcinoma.  Since  then,  many  im- 
portant series  of  colonic-type  carcinomas  have 
been  published  or  reviewed.  Lesnick  and 
Miller**  reported  17  cases  of  adenocarcinoma  of 
the  appendix;  McCollum  and  Fund*®  reported  16 
cases  of  preinvasive  adenocarcinoma  of  the 
appendix,  7 of  them  showing  pseudodiverticula; 
and  Nardell*®  reported  5 cases  of  carcinoma,  all  in 
women.  Hilsabeck*®  reported  41  cases  collected 
at  the  Mayo  Clinic  from  January  1,  1910,  to 
December  31,  1949.  Among  them  were  12  cases 
of  the  colonic  type,  3 of  them  adenomatous 
polyps  with  malignant  changes.  Ryan  et  al.^^ 
reviewed  144  mahgnant  lesions  of  the  ai)pendix, 
including  127  carcinoids  from  the  material  col- 
lected at  the  Mayo  Clinic  from  1910  to  1941  by 
Uihlein  and  McDonald.*®  They  added  3 addi- 
tional cases  of  malignant  mucocele  diagnosed 
during  the  period  between  April,  1955,  to  June, 
1956.*®  More  recently,  Mauritzen*®  studied  16 
primary  adenocarcinomas  from  the  Danish 
Cancer  Registry  of  Copenhagen  during  the  years 
from  1943  to  1956  inclusive.  Finally,  Braasch 
and  Vansant*^  of  the  Lahey  Clinic  collected  26 
cases  during  the  period  from  1930  to  1952  in- 
cluding 7 cases  of  adenocarcinoma. 

Studies  of  the  abnormalities  of  the  appendix 


include  those  of  Stout**  and  Collins**  on  divertic- 
ula, those  of  Collins*®  on  pseudoduplication  of  the 
vermiform  appendix,  and  those  of  Sanes  and 
Patchin**  and  Pellegrini**  on  polyposis.  Wilkie** 
noted  a carcinoid  with  a diverticula  along  the 
mesenteric  border  of  the  organ  which  he  attrib- 
uted to  obstruction  resulting  from  the  tumor. 
Hilsabeck**  reported  cases  of  adenomatous 
l^olyps  with  malignant  changes. 

An  imposing  review  of  the  diseases  of  the 
apjjendLx  based  on  50,000  cases  by  Collins  in 
1955**  made  no  mention  of  the  coexistence  of 
colonic  carcinoma  with  diverticulosis.  In  fact,  he 
reported  only  7 cases  of  true  diverticula.  Another 
early  important  report  dealing  with  the  clinical 
and  pathologic  significance  of  obliteration  carci- 
noma and  diverticulum  of  the  appendix  was 
written  by  MacCarty  and  McGrath.*®  They 
reviewed  5,000  specimens  and  drew  many  con- 
clusions which  still  hold  true  from  the  clinico- 
pathologic  point  of  view.  Although  the 
statistical  evidence  regarding  carcinoma  cannot 
be  utilized  properly  because  of  the  lack  of  differen- 
tiation of  the  types  of  carcinoma  recorded,  there 
is  no  mention  of  carcinoma  coxeistent  with  di- 
verticulosis. 

Summary 

We  have  reported  a case  of  a colonic  type  of 
adenocarcinoma  arising  in  the  middle  third  of  the 
appendix  with  three  true  diverticula  distributed 
in  an  irregular  fashion  in  its  distal  third  portion, 
one  having  no  relation  to  the  meso-appendix. 
This  is  an  e.xtremely  rare  combination. 

Addendum 

Approximately  nine  months  following  the 
operation,  the  patient  developed  massive  hema- 
turia with  right  ureteral  obstruction.  The  kidney 
was  removed  by  an  urologist,  and  the  ureter  at  the 
point  of  obstruction  showed  invasive  carcinoma. 
The  patient  died  one  year  after  the  operation.  It 
is  interesting  that  the  spread  of  this  tumor  was, 
as  expected  at  operation,  local. 
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Allergic  Purpura  After  Administration  of  Trifluoperazine 


CAPT.  SALVATORE  J.  SERPE,  (MC),  AND  CAPT.  ARTHUR  L.  NORINS,  (mC),  U.S.  ARMY, 

FORT  LEONARD  WOOD,  MISSOURI 
{From  the  Department  of  Medicine,  the  United  States  Army  Hospital) 


IT  IS  usually  not  long  after  a new  drug  finds 
widespread  clinical  use  that  occasional 
adverse  reactions  to  it  are  reported.  Tri- 
fluoperazine (Stelazine)  is  a new  phenothiazine 
derivative  used  in  the  treatment  of  mental  and 
emotional  disturbances  and  as  an  antiemetic. 
There  have  been  several  reports  of  various  blood 
dyscrasias  occurring  in  patients  who  have  been 
treated  with  other  phenothiazine  derivatives. 
The  patient  described  in  this  report  developed 
nonthrombocytopenic  purpura  while  she  was 
receiving  trifluoperazine.  Her  primary  com- 
plaint was  of  severe  abdominal  pain  associated 
with  profuse  rectal  bleeding.  This  was  accom- 
panied by  arthralgia,  purpura,  and  hematuria. 

We  hope  to  illustrate  the  necessity  for  con- 
sidering a drug  reaction  as  responsible  for  these 
manifestations  as  well  as  to  familiarize  those  who 
are  using  trifluoperazine  with  one  form  of  arlverse 
reaction  to  it. 

Case  Report 

A thirty-one-year-old  white  female  was  first 
seen  in  the  Outpatient  Clinic  on  April  19,  1960. 
A diagnosis  of  an.viety  neurosis  was  made,  and 
trifluoperazine,  1 mg.  per  day,  was  prescribed. 
She  discontinued  the  medication  after  three  days 
because  of  the  onset  of  pharyngitis.  The 
infection  was  treated  with  a single  injection  of 


benzathine  penicillin.  Normal  throat  flora  was 
found  on  culture.  Several  days  later  the  patient 
resumed  taking  trifluoperazine  intermittently, 
1 to  2 mg.  at  bedtime,  when  she  was  unable  to 
sleep.  This  was  continued  until  the  time  of 
admission  on  May  31.  On  that  date  she  was 
brought  to  the  emergency  room  with  the  com- 
plaint of  severe  abdominal  pain,  emesis,  and  the 
passage  of  four  loose  bloody  stools.  She  had 
noted  a “rash”  on  her  legs  and  had  developed 
pain  in  the  elbow,  finger,  ankle,  and  left  knee 
joints  two  days  prior  to  admission. 

The  patient’s  past  history  and  family  history 
were  noncontributory.  A physical  examination 
showed  a well-developed,  well-nourished  white 
female  in  acute  distress,  complaining  of  ab- 
dominal pain.  All  the  vital  signs  were  normal. 
On  examination,  diffuse  abdominal  tenderness 
was  present  on  palpation,  but  no  rigidity  or 
rebound  was  noted.  Niunerous  petechiae  were 
])resent  on  both  lower  extremities  (Fig.  1). 
During  the  examination  the  patient  passed 
ai)proximately  400  cc.  of  bright  red  blood  by 
i-(!ctiun.  An  anoscopic  examination  at  this  time 
was  nonrevealing  because  of  the  profuse  bleeding. 

The  laboratory  findings  were  as  follows:  he- 
moglobin, 13.4  Gm.;  white  blood  cells,  8,900;  poly- 
morphonuclear leukocytes,  78  per  cent ; lympho- 
cytes, 22  per  cent ; hematocrit,  43 ; and  the  sedi- 


Fig.  1.  Purpuric  lesions  in  lower  (A)  and  upper  (B)  parts  of  the  legs  of  patient  with  nonthrombocytopenic 
purpura  following  administration  of  trifluoperazine. 
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mentation  rate,  32,  The  platelets  were  normal 
in  morphology  and  numbered  360,000  per  cubic 
millimeter;  the  prothrombin  time  was  15  seconds 
with  a control  of  13  seconds.  Clot  retraction 
and  bleeding  time  were  normal.  The  capillary 
fragility  test  indicated  negative  findings.  A 
catheterized  urine  specimen  on  admission  showed 
a specific  gravity  of  1.018,  a trace  of  albumin, 
and  40  to  50  red  blood  cells  per  high-power  field. 

The  therapy  consisted  of  an  intravenous 
administration  of  hydrocortisone,  100  mg.,  and 
prednisone,  60  mg.,  per  day.  During  the  next 
forty-eight  hours  the  patient  had  four  additional 
grossly  bloody  bowel  movements,  but  the  blood 
pressure  and  pulse  remained  normal.  The  hemo- 
globin fell  to  11.9  Gm.  per  100  ml.,  and  the  he- 
matocrit fell  to  36,  On  the  third  hospital  day  the 
abdominal  cramps,  arthralgia,  and  the  rectal 
bleeding  subsided  gradually.  The  petechiae 
were  also  resolved,  but  gross  hematuria  was  noted 
for  the  first  time.  The  urinalysis  showed  a 
specific  gravity  of  1.024,  4 plus  albuminuria,  and 
innumerable  red  blood  cells.  The  blood  urea 
nitrogen  was  21.1  mg.  per  100  ml.;  the  creatinine 
was  1.1  mg.  per  100  ml.;  the  total  protein  was 
6.6  Gm.  per  100  ml.;  the  albumin  was  4.9  and 
the  globulin,  2.5;  the  sodium  was  144  mEq.  per 
liter;  and  the  carbon  dio.xide  was  21  mEq.  per 
liter.  On  the  seventh  hospital  day  a new  crop  of 
petechiae  were  noted  on  the  ankles.  During  this 
period  of  time  the  gross  hematuria  persisted. 
The  dosage  of  prednisone  was  reduced  gradually. 
On  the  tenth  day  there  was  no  further  evidence 
of  petechiae.  Repeat  laboratory  studies  were 
within  normal  limits  with  the  exception  of 
microscopic  hematuria  and  a trace  of  albu- 
minuria. On  the  fourteenth  hospital  day  the 
patient  left  the  hospital  against  advice. 

Comment 

.Vllergic  purpura  refers  to  the  combination 
of  purpura,  nonthrombocytopenic  type,  and  one 
or  more  of  the  common  manifestations  of  allergy. 
When  accomi^anied  by  certain  gastrointestinal 
and  joint  symptoms,  the  disorder  is  referred  to 
as  the  Schonlein-Henoch  syndrome.''’*  Many 
antigens  have  been  considered  the  precipitating 
factors  in  these  allergic  resporuses,  including 
infections,  food,  and  chemical  agents.  Iodides, 
quinine,  acetophenetidin,  belladonna,  bismuth, 
mercury,  chloral  hydrate,  procaine  penicillin, 
and  meprobamate  are  only  a few  of  the  chemical 
agents.  Three  cases  due  to  chlorpromazine,  a 


phenothiazine  derivative,  have  been  added  to 
this  list. 

In  our  patient  a fulminating  case  of  non- 
thrombocytopenic purpura  developed  thirty- 
seven  days  after  the  initiation  of  trifluoperazine 
therapy.  The  main  features  of  the  case  were 
petechiae,  arthralgia,  abdominal  pain,  profuse 
rectal  bleeding,  and  acute  hemorrhagic  nephritis. 
The  main  sequence  of  events  was  such  that 
the  trifluoperazine  was  considered  responsible. 
It  was  felt  that  the  time  which  elapsed  between 
the  pharyngitis  and  penicillin  therapy  was  too 
long  to  consider  either  of  them  as  possible 
etiologic  agents. 

Renal  bleeding,  either  gross  or  microscopic, 
is  a fairly  frequent  manifestation  of  allergic 
purpura.  There  have  been  several  reports  of 
death  in  patients  with  this  complication. 
Necropsy  has  disclosed  well-established  glo- 
merulonephritis.®’'® In  a majority  of  patients, 
however,  hematuria  is  mild  and  transient,  as  it 
apparently  was  in  our  case. 

Summary 

A case  of  allergic  purpura,  manifesting  itself 
by  petechiae,  arthralgia,  abdominal  pains,  rectal 
bleeding  and  acute  hemorrhagic  nephritis,  de- 
veloped in  a patient  who  had  been  receiving 
trifluoperazine  (Stelazine) . 

References 

1.  Schick,  G.,  and  Virks,  J.:  Agranulocytosis 

associated  with  chlorpromazine  therapy;  report  of  a 
case  and  review  of  the  literature.  New  England  J.  Med. 
255  : 798  (Oct.  25)  1956. 

2.  Wordward,  D.  J.,  and  Solomon,  J.  D.;  Fatal 
agranulocytosis  occurring  during  promazine  (Sparine) 
therapy,  J.A.M. A.  162:  1308  (Dec.  1)  1956. 

3.  Pisciotta,  A.  V.,  et  al.:  Agranulocytosis  follow- 
ing administration  of  phenothiazine  derivatives.  Am. 
J.  Med.  25 : 210  (Aug.)  1958. 

4.  Henoch,  E.:  Ueber  eine  eigenthUmliche  Form 
von  Purpura,  fieri,  klin.  Wchnschr.  11:  641  (Dec.  21) 
1874. 

5.  Schonlein,  J.  L.:  Allgemeine  und  specielle 

Pathologie  und  Therapic,  Herisau  Lit.-Compt.  2 : 
45  (1837). 

6.  Childers,  R.  T.,  Jr.;  Nonthrombocytopenic 
purpura  in  chlorpromazine  therapy,  Dis.  Nerv.  System 
18  : 307  (Aug.)  1957. 

7.  Marlcy,  E.:  Non-thrombocytopenic  purpura 

after  administration  of  chlorpromazine  hydrochloride, 
firit.  M.  J.  2 : 1126  (Nov.  5)  1955. 

8.  Shanon,  J.,  Davis,  E.,  and  Haim,  O.:  Non- 
recurring athrombocytopenic  purpura  following  chlor- 
promazine, Dermatologic.a  114:  101  (Feb.)  1957. 

9.  Watson,  W.  T.:  A fatal  case  of  Schonlein’s 
disease,  Maryland  M.  J.  46:  141  (Apr.)  1903. 

10.  Levitt,  L.  M..  and  fiurbank,  B.:  Glomerulo- 
ncpliritis  as  a complication  of  the  Schonlein-Henoch 
syndrome.  New  England  J.  Med.  248:  5-30  (Mar.  26) 
1953. 


3518 


New  York  State  J.  Med. 


Massive  Gastrointestinal  Hemorrhage  Due 
to  Carcinoid  of  the  Ileum 


LEO  D.  KLAUBER,  M.D.,  NEW  YORK  CITY 
{From  the  H.  C.  Maier  Surgical  Service,  the  Lenox  Hill  Hospital) 


CARCINOID  tumor  of  the  small  bowel  is  an 
unusual  cause  of  sudden,  massive  gastro- 
intestinal bleeding.  Because  of  the  ulceration 
of  the  intestinal  mucosa,  minor  hemorrhage  is 
commonly  observed,  as  is  evidenced  by  guaiac- 
positive  stools,  melena,  or  anemia.  Most  fre- 
quently, however,  these  tumors  become  manifest 
by  causing  symptoms  of  intestinal  obstruction. 
As  in  other  small  intestinal  tumors,  an  abdominal 
mass  or  perforation  may  also  lead  to  their  dis- 
covery. Diarrhea  or  weight  loss  may  also  be  the 
presenting  symptom.*-* 

Massive  hemorrhage  from  the  gastrointestinal 
tract  may  be  defined  as  acute  blood  loss  e.xceeding 
1,500  cc.  or  bleeding  which  results  in  a clinical 
shock.  Other  criteria  include  a blood  volume  of 
less  than  40  per  cent  of  normal  or  a hematocrit 
below  30.*  Although  a blood  loss  of  this  mag- 
nitude is  usually  due  to  esophageal,  gastric, 
duodenal,  or  colonic  disease,  all  of  the  possible 
lesions  which  may  produce  severe  hemorrhage 
must  be  considered  in  these  instances.  The 
number  reported  due  to  carcinoid  tumors  of  the 
small  intestine  is  very  small. 


In  1957  Mann  and  Simpson*  reported  a case 
of  a fifty-six-year-old  male  who  had  had  seven 
episodes  of  tarry  stools  in  a five-year  period. 
A carcinoid  of  the  ileum  was  found  to  be  the 
cause.  They  stated  that  they  were  unable  to 
find  previously  reported  cases  with  bleeding  of 
this  magnitude.  Melena  alone  is  not  indicative 
of  massive  bleeding,  for  as  little  as  50  cc.  of  blood 
may  produce  a black  or  tarry  stool.*  In  their 
case,  however,  3,000  cc.  of  blood  were  needed 
in  the  course  of  a week  to  replace  the  blood  vol- 
ume. Darling  and  Welch*  reviewed  132  cases 
of  small  bowel  tumors  which  had  been  studied 
clinically  at  the  Massachusetts  General  Hospital 
between  1913  and  1957.  Of  this  number,  15 
were  carcinoids,  and  massive  hemorrhage  with 
tarry  stools  was  observed  in  only  1 of  these  cases. 
Allen*  stated  that  bleeding  has  been  the  complaint 
most  commonly  encountered  in  small  bowel  car- 
cinoids, but  no  detailed  data  were  given  in  this 
report. 

The  following  is  an  unusual  case  of  a small 
bowel  carcinoid  which  posed  an  interesting  pre- 
operative problem  in  the  diagnosis. 


Fig.  1.  Two  views,  (A)  and  (B),  of  emergency  gastrointestinal  series  suggesting  duodenal  deformity 

consistent  with  duodenal  ulcer. 
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Fig.  2.  Gross  tumor  showing  central  ulceration. 


Case  Report 

A sixty-three-year-old  Negro  male  was  ad- 
mitted because  of  sudden  extreme  weakness  and 
dizziness  associated  with  a five-day  history  of 
frequent  tarry  stools  and  blood  in  the  stool  one 
day  prior  to  admission.  There  was  slight  nausea 
but  no  vomiting  during  this  time.  No  previous 
history  of  gastric  distress,  change  in  the  bowel 
habits,  or  any  systemic  complaints  were  noted. 
There  was  a past  history  of  hypertension. 

A physical  examination  revealed  a moderately 
obese,  obviously  anemic  Negro  male  who  was 
alert,  cooperative,  and  perspiring  freely.  His 
pulse  was  120  per  minute,  and  the  blood  pressure 
was  130/70.  There  was  a Grade  II  systolic 
murmur  at  the  aortic  area  conducted  to  the  neck. 
The  abdomen  was  somewhat  distended,  but  there 
were  no  other  noteworthy  findings.  On  admis- 
sion the  hematocrit  was  20.  An  electrocardio- 
gram showed  an  evidence  of  myocardial  ischemia. 
During  the  first  eighteen  to  twenty  hours  of 
hospital  stay  2,500  cc.  of  blood  were  administered 
with  some  slowing  of  the  pulse  (to  100  per  minute) 
and  without  a change  in  the  blood  pressure.  The 
patient  had  several  large  black  and  dark-red 
liquid  stools.  The  hematocrit  remained  below 
27. 

An  aspiration  of  the  stomach  revealed  no  blood. 
An  upper  gastrointestinal  series  showed  a con- 
stant duodenal  deformity  without  an  ulcer 
crater  (Fig.  1). 

An  exploratory  laparotomy  was  performed  and 
showed  the  liver,  stomach,  and  duodenum  to  be 
normal.  Four  feet  proximal  to  the  ileocecal 
valve,  a 2-cm.  discoid,  umbilicated,  yellowish- 
white  lesion  was  noted  on  the  antimesenteric 
border  of  the  ileum.  The  bowel  distal  to  this 
point  was  filled  with  blood.  A 30-cm.  segment 


of  the  ileum  was  transected,  and  end-to-end 
anastomosis  was  performed. 

A gross  examination  showed  that  the  tumor 
was  covered  by  intact  mucosa  except  for  a small 
ulcerated  area  at  the  center  which  was  filled 
with  a fresh  blood  clot  (Fig.  2).  A microscopic 
examination  showed  a carcinoid  of  the  small 
bowel.  The  lymph  nodes  in  the  resected  mes- 
entery were  normal. 

Postoperatively,  the  patient  had  a persistent 
ileus,  developed  a partial  wound  dehiscence  which 
was  repaired  under  spinal  anesthesia,  and  was 
chscharged  from  the  hospital  on  the  seventeenth 
postoperative  day  in  good  condition.  A post- 
operative twenty-four  hour  urine  for  5-hydroxy- 
3-indole  acetic  acid  was  within  normal  limits. 

The  patient  has  been  asymptomatic  for  one 
and  one-half  }"ears  since  the  operation. 

Comment 

The  purpose  of  this  report  is  not  simply  to 
record  an  unusual  clinical  experience  but  to 
emphasize  some  of  the  more  usual  aspects  of 
this  disease. 

Intestinal  bleeding  is  not  an  uncommon  sign 
of  a small  intestinal  carcinoid.  A massive  hemor- 
rhage like  the  kind  recorded  here  is  most  unusual. 
Grossly  bloody  stools  are  most  liable  to  originate 
from  lesions  in  the  colon,  and  black  tarry  stools 
usually  originate  from  higher  sites.  Either  acid 
heme  resulting  from  the  action  of  stomach  acid 
on  hemoglobin  or  the  action  of  hydrogen  sulfide 
on  iron  may  produce  the  black  color.  This  latter 
reaction  explains  the  mechanism  of  the  dark 
stool  in  patients  with  bleeding  distal  to  the  stom- 
ach. In  our  patient  careful  observation  by  the 
nursing  staff  emphasized  the  fact  that  his  stools 
were  often  maroon-tinged  and  not  tarry. 

The  small  size  of  the  intestinal  carcinoids  has  of- 
ten been  noted.  This  has  led  Miller  and  Herr- 
mann® to  point  out  a roentgen  sign  for  the  preoper- 
ative diagnosis  of  a small  bowel  carcinoid:  “The 
coexistence  of  kinking  with  a demonstrable  tumor 
of  the  small  bowel  suggests  the  diagnosis.” 
Other  small  bowel  tumors  produce  an  obstruc- 
tion because  of  an  intraluminary  growth,  but 
in  the  carcinoid  tumor,  since  the  primary  lesion 
is  small,  the  obstruction  is  due  to  a knuckling 
of  the  bowel  and  not  to  the  tumor.  This  sign 
may  be  of  real  value  in  those  cases  permitting  a 
thorough  study  and  in  which  operative  inter- 
vention is  not  required  urgently. 

In  the  case  reported  here  the  preoperative  diag- 


3520 


New  York  State  J.  Med. 


MASSIVE  GASTROINTESTINAL  HEMORRHAGE  DUE  TO  CARCINOID  A OF  ILEUM 


nosis  was  a bleeding  duodenal  ulcer.  This 
seemed  most  likely,  for  the  highest  per  cent  of 
previously  asymptomatic  patients  with  massive 
gastrointestinal  bleeding  are  found  to  have  this 
diagnosis.  The  emergency  gastrointestinal  series 
which  was  suggestive  of  a duodenal  deformity 
seemed  to  confirm  the  diagnosis.  The  continued 
bleeding  and  the  difficulty  in  stabilizing  the 
patient  evidenced  by  the  continual  passage  of  a 
blood-containing  stool,  the  persistent  tachy- 
cardia, and  the  poor  response  in  the  hematocrit 
despite  the  2,500  cc.  blood  transfusion  necessi- 
tated an  emergency  exploration. 

At  a future  date  a chemical  test  for  a carcinoid 
tumor  may  be  available  through  further  advances 
in  the  study  of  tryptophan  and  serotonin  metab- 
olism, just  as  the  chemical  evaluation  of  the  car- 
cinoid syndrome  is  now  available  for  the  diagnosis 
of  metastatic  carcinoid  disease. In  the  absence 
of  other  symptoms  of  a small  bowel  tumor,  how- 
ever, such  diagnostic  refinements  would  probably 
not  be  invoked.  An  evidence  of  a continuing 
intra-abdominal  hemorrhage  requires  surgical 
exploration,  and  the  minutes  spent  in  gentle  but 
thorough  abdominal  exploration  are  most  val- 


uable. 

Summary 

A case  of  a carcinoid  of  the  ileum  with  massive 
gastrointestinal  hemorrhage  has  been  presented. 
101  East  80th  Street,  New  York  21 
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Suppression  of  Aldosterone  Secretion  in  Malignant  Hypertension 


KEITH  G.  DAWSON,  M.D.,  JOHN  J.  DU  BOIS,  M.D.,  MILES  J.  SCHWARTZ,  M.D.,  AJ^D  -TAMKS  G. 

HILTON,  M.D.,  NEW  YORK  CITY 

{From  the  Department  of  Medicine,  St.  Luke’s  Hospital) 


IN  1955,  Conn*  described  the  syndrome  of 
primary  aldosteronism  in  which  excessive 
secretion  of  this  hormone  was  secondary  to  an 
adenoma  of  the  adrenal  cortex.  On  removal  of 
the  adenoma  all  signs  and  symptoms  subsided 
including  the  previously  existing  hypertension. 
The  association  of  the  hypertensive  state  with 
the  excessive  excretion  of  aldosterone  has  been 
noted  by  Genest  et  aU~*  who  found  that,  in  the 
absence  of  an  adrenal  adenoma,  all  patients 
with  malignant  hypertension  and  some  with 
essential  hypertension  excrete  relatively  large 
amounts  of  aldosterone.  Garst  and  his  coworkers^ 
similarly  noted  that  25  per  cent  of  their  patients 
with  essential  hypertension  showed  a statistically 
significant  increase  in  aldosterone  excretion. 

The  most  striking  findings  were  reported  by 
Laragh  et  using  a method  of  isotope  dilution 
to  estimate  the  secretion  of  aldosterone  in  normal 
subjects,  those  with  uncomplicated  h3rpertension, 
patients  wdth  primary  aldosteronism,  hyper- 
tensive patients  with  complications  (advanced), 
and  patients  with  malignant  hypertension.  A 
striking  incidence  of  hypernatremia,  hypokalemia, 
and  alkalosis  noted  in  those  patients  with  ad- 
vanced and  malignant  hypertension  was  correlated 
with  a marked  elevation  of  aldosterone  secretion, 
the  latter  varjdng  from  2 to  30  times  the  normal 
levels.  The  similarity  between  these  findings 
and  those  in  patients  with  primary  aldosteronism 
caused  by  an  adenomatous  growth  and/ or  hyper- 
plasia are  noted.  These  studies  suggest  that  the 
excessive  secretion  of  aldosterone  may  be  an 
important  factor  in  the  genesis  of  the  malignant 
phase  of  hypertension. 

If  aldosterone  hypersecretion  does  influence 
malignant  hypertension,  it  might  be  expected 
that  the  inhibition  of  aldosterone  secretion  would 
lower  the  blood  pressure  in  such  patients.  A 
blockade  of  the  synthesis  of  aldosterone  can  be 
accomplished  by  the  administration  of  SU-4885, 
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an  amphenone  analog,  which  blocks  the  11-hy- 
droxylation  step  in  steroid  bios30ithesis.***® 

It  is  the  purpose  of  this  paper  to  report  the  use 
of  this  drug  in  a case  of  malignant  hypertension. 

Methods 

The  analyses  of  serum  and  urine  sodium,  potas- 
sium, carbon  dioxide,  chloride,  and  creatinine  were 
performed  by  methods  previously  described.** 
An  ACTH  test  was  performed  by  the  intravenous 
infusion  of  25  U.S.P.  units  of  ACTH  as  de- 
scribed by  Christy,  Wallace,  and  Jailer.**  Base- 
line, two-hour,  and  four-hour  plasma  17-hydro.xy- 
corticosteroids  were  determined  by  the  Peterson 
modification  of  the  Silber-Porter  procedure.** 

The  urine  aldosterone  concentration  was  deter- 
mined on  twenty-four  hour  urine  collections  by 
the  method  of  Sobel  et  al.^* 

Case  Report 

A thirty-seven-year-old  Negro  male  was  ad- 
mitted to  the  hospital  because  of  steadily  pro- 
gressive frontal  headaches  and  blurred  vision  of 
three  weeks  duration.  Epistaxis  had  been  noted 
for  the  first  time  eleven  years  previously  at  which 
time  his  blood  pressure  was  recorded  as  normal. 
Subsequently  epistaxis  recurred  two  to  three 
times  a year.  Two  months  prior  to  his  admission 
a blood  pressure  of  200/140  was  noted.  An 
examination  of  the  eye  grounds  revealed  Grade  I 
hypertensive  changes  with  arteriolar  narrowing 
and  an  increased  light  reflex.  No  treatment  w'as 
initiated,  and  the  patient  was  scheduled  for  an 
elective  admission.  He  remained  asymptomatic 
until  three  weeks  prior  to  his  admission  when  for 
the  first  time  he  noted  daily  frontal  headaches 
that  were  most  severe  during  the  morning  and 
evening  hours  and  w'ere  associated  with  anorexia, 
nausea,  frequent  vomiting,  and  weight  loss.  The 
patient  also  complained  of  blurring  of  vision,  most 
marked  in  the  left  eye.  He  denied  all  symptoms 
referable  to  the  cardiac  and  genitourinary  sys- 
tems. The  past  history  was  unremarkable. 

A physical  examination  revealed  a well-de- 
veloped, w'ell-nourished  Negro  male.  A fundo- 
scopic  examination  disclosed  marked  arteriolar- 


3522 


New  York  State  J.  Med. 


SUPPRESSION  OF  ALDOSTERONE  SECRETION  IN  MALIGNANT  HYPERTENSION 


Fig.  1.  Erect  and  supine  blood  pressure  deter- 
minations during  adrenal  cortical  suppression  fol- 
lowed by  period  on  hypotensive  agents. 


venous  nicking,  many  fresh  exudates  and  hemor- 
rhages, and  marked  congestion  and  blurring  of 
the  disks.  The  chest  was  clear.  An  examination 
of  the  heart  showed  an  enlargement  to  the  left 
sixth  intercostal  space  at  the  midclavicular  line. 
The  rhythm  was  regular.  Auscultation  re- 
vealed a second  aortic  sound  that  was  louder 
than  the  pulmonic  sound.  No  murmurs  were 
heard.  A systolic  gallop  was  noted.  'I'he 
abdominal  examination  produced  negative  find- 
ings. The  peripheral  pulses  were  excellent,  and 
the  deep  tendon  reflexes  were  brisk  and  equal. 

The  temperature  was  99.8  F.,  the  pulse  100, 
and  the  respirations  20.  The  blood  pressure 
was  225/160  when  the  patient  was  supine  and 
220/150  when  he  was  erect. 

A urinalysis  showed  a specific  gravity  from 
1.007  to  1.015,  a consistently  acid  pH,  1 plus  to  0 
test  for  albumin,  and  occasional  microscopic 
hematuria.  The  hemoglobin  was  15.3  Gm.  per 
100  ml.,  and  the  white  count  was  8,500  per 
cubic  millimeter  with  a normal  differential. 
The  two-hour  postprandial  blood  sugar  was  116 
mg.  per  100  ml.,  the  blood  urea  nitrogen  varied 
between  24  and  34  mg.  per  100  ml.,  and  the  creat- 
inine was  1.5  mg.  per  1 00  ml.  The  serum  calcium 
was  10  mg.  per  100  ml.,  and  the  serum  phosphorus 
was  4.7  mg.  per  100  ml.  The  total  protein  was 
7 Gm.  per  100  ml.  with  an  albumin-globulin 
ratio  of  4.5: 2.5.  The  total  cholesterol  was  211 
mg.  per  100  ml.,  and  the  cholesterol  esters  were 
169  mg.  per  100  ml.  The  alkaline  phosphatase 
was  6.7  King-Armstrong  units,  the  serum  bili- 
rubin 0.5  mg.  per  100  ml.,  and  the  thymol  tur- 
bidity 7.7  units.  The  phenolsulfonphthalein 
excretion  was  54  per  cent  at  two  hours.  The 
venous  pressure  was  55  mm.  of  saline.  A 
Regitine  test  produced  negative  findings.  The 


urine  for  catechol  amine  excretion  was  reported 
as  normal.  An  x-ray  study  of  the  chest  revealed 
a left  ventricular  prominence  without  general- 
ized cardiac  enlargement.  An  electrocardiogram 
was  consistent  with  left  ventricular  h3'^pertrophy. 
An  intravenous  urogram  showed  prompt  bilat- 
eral excretion  of  the  dye  with  normal  renal 
architecture.  The  retrograde  femoral  arterio- 
grams revealed  a normal  renal  vascular  system. 
The  steroid  and  electrolyte  measurements  are 
discussed  separately. 

On  admission  the  patient  was  placed  on  bed 
rest  and  a 1-Gm.  sodium  diet.  The  blood  pres- 
sure remained  elevated  at  220/140.  On  the 
third  hospital  day  SU-4885  was  started,  the  pa^ 
tient  receiving  1 Gm.  the  first  day,  3 Gm.  the 
second  day,  and  4 Gm.  (1  Gm.  every  six  hours) 
per  day  for  the  next  eight  days.  Prednisone 
was  given  during  this  time  at  a dosage  of  15 
mg.  four  times  a day.  ’ At  the  end  of  this  period 
an  ACTH  test  showed  a “hj'poadrenal”  response 
with  the  plasma  17-hydroxycorticosteroids  being 
0.6  micrograms  per  100  ml.  at  the  control  level 
and  rising  to  9.6  micrograms  per  100  ml.  at  the 
end  of  four  hours.  No  significant  change  in  the 
diastolic  or  systolic  blood  pressure  was  noted 
whether  the  patient  was  supine  or  erect  during 
the  ten  days  of  SU-4885  therapy. 

After  this  therapy  the  patient  was  started  on 
guanethidine  sulfate,  30  mg.  the  first  day,  50 
mg.  the  next  two  days,  and  100  mg.  on  subse- 
quent days.  Reserpine  also  was  administered 
at  0.5  mg.  a day.  A reduction  in  the  systolic 
and  diastolic  blood  pressure  was  noted  and  was 
most  pronounced  in  the  erect  position  (Fig.  1). 
A gradual  clinical  improvement  occurred  with 
the  disappearance  of  the  papilledema  and  an 
increase  in  visual  acuity. 

Results 

The  initiation  of  SU-4885  and  prednisone 
therapy  was  associated  with  a greatly  increased 
rate  of  urine  sodium  and  chloride  excretion,  a 
fall  in  serum  sodium  and  carbon  dioxide  concen- 
trations, and  a rise  in  the  serum  potassium 
levels  (Fig.  2).  During  this  treatment  the  al- 
dosterone excretion  fell  to  minimally  detectable 
rates  (1  microgram  per  twenty-four  hours) 
from  a baseline  level  of  20  micrograms  per  twenty- 
four  hours  (Fig.  2),  the  upper  limits  of  normal. 
Six  days  after  the  cessation  of  this  therapy  the 
urine  aldosterone  returned  to  a level  of  14  micro- 
grams per  twenty-four  hours.  The  ACTH  test 
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Fig.  2.  Changes  in  serum  electrolytes,  urinary 
electrolytes,  and  urinary  aldosterone  levels  during 
administration  of  SU-4885  and  prednisone. 


performed  at  the  end  of  the  ninth  day  of  treat- 
ment revealed  a marked  impairment  of  adrenal 
function  with  plasma  cortisol  levels  rising  to 
only  9.6  micrograms  per  100  ml.  at  the  end  of 
four  hours.  The  normal  range  is  35  to  55  micro- 
grams per  100  ml.^*^ 

However,  during  the  SU-4885  therapy  there 
was  no  significant  change  in  the  blood  pressure 
levels  as  can  be  seen  in  Figure  1,  nor  was  there  a 
change  in  symptoms  or  an  observed  improve- 
ment in  the  papilledema  and  retinal  vasculitis 
observed  on  admission. 

Comment 

The  use  of  SU-4885  (2-methyl-l,  2-bis  (3- 
pyridyl)-l-propanone)  was  first  reported  by 
Jenkins  et  al.^^  who  showed  that  this  compound 
blocks  the  1 1-hydroxylation  step  in  steroido- 
genesis and,  in  high  dosage,  causes  a generalized 
suppression  of  adrenal  steroid  biosynthesis. 
It  has  been  shown  that  the  levels  of  urine  com- 
pound “S”  may  rise,  but  this  can  be  inhibited  by 
the  use  of  cortisone,  which  inhibits  the  secretion 
of  ACTH  by  the  pituitary.’®  In  addition, 
the  excretion  of  tetrahydrodesoxycorticosterone 
(THEDOC),  a metabolic  product  of  11-desoxy- 
corticosterone  also  having  mineralocorticoid  ac- 


tion, is  similarly  blocked.’^ 

The  combined  therapy  of  prednisone  and  SU- 
4885  was  chosen  for  this  patient  who  had  entered 
the  malignant  phase  of  hypertensive  disease 
within  the  preceding  two  months.  Other  pos- 
sible causes  of  hypertension  (pheochromocytoma, 
unilateral  renal  disease,  primary  aldosteronism, 
and  coarctation  of  the  aorta)  had  been  ruled  out 
by  appropriate  studies.  It  was  felt  that  if  ex- 
cessive aldosterone  secretion  was  initiating  the 
hypertension,  it  should  follow  that  a biochemical 
block  of  aldosterone  production  would  lower  the 
blood  pressure.  Such  a result  did  not  occur. 

That  the  block  in  aldosterone  synthesis  was 
almost  complete  was  manifested  by:  the  fall 
in  serum  sodium  and  carbon  dioxide  and  the 
rise  in  serum  potassium,  the  rise  in  urine  sodium, 
the  ACTH  test  showing  a marked  hypoadrenal 
response,  and  the  fall  in  urine  aldosterone  ex- 
cretion. 

These  results  indicate  that  SU-4885,  in  combi- 
nation with  pituitary  depression  resulting  from 
the  administration  of  prednisone,  succeeded  in 
blocking  steroidogenesis,  at  least  as  regards 
cortisol  and  aldosterone.’* 

It  might  be  argued  that  aldosterone  hyper- 
secretion was  not  present  in  this  patient  since  the 
single  urine  aldosterone  determination  done 
before  treatment  was  in  the  upper  range  of 
normal.  However,  the  urine  excretion  represents 
only  approximately  5 per  cent  of  the  total  aldos- 
terone secretion  and  therefore  is  a relatively 
inadequate  index  of  the  actual  secretion  from  the 
glands.’*  In  addition,  a marked  variation  in 
day-to-day  aldosterone  excretion  has  been 
recognized  which  complicates  such  determina- 
tions.'*’® 

Nevertheless,  adrenocorticoid  suppression  in 
this  case  had  no  antihypertensive  effect. 

The  relation  between  the  excessive  aldosterone 
excretion  and  the  hypertensive  state  is  unclear. 
Several  investigators^®"**  have  reported  marked 
elevations  of  plasma  angiotensin  or  hypertensin 
in  patients  with  malignant  hypertension.  To- 
bian**  has  shown  that  the  production  of  renin 
appears  to  be  related  to  the  juxtaglomerular 
cell  pressures,  and  in  turn  renin  initiates  the 
production  of  angiotensin.  Laragh  et  al.^^ 
have  found  that  infusions  of  angiotensin  into 
human  beings  will  cause  an  increased  secretion  of 
aldosterone. 

Another  approach  meriting  consideration  is 
that  of  Hollander  and  Chobanian.**  *®  These 
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investigators  have  found  that  patients  with 
primary  aldosteronism  and  also  those  with 
malignant  hypertension  had  significant  increases 
in  total  exchangeable  sodium  (Na*^  space)  and 
extracellular  fluid  (as  determined  by  S®®04  space). 
Normal  controls  and  patients  with  uncompli- 
cated hypertension  did  not  have  this  finding, 
although  the  patient  with  benign  hypertension  in 
congestive  failure  did.  In  addition,  the  authors 
noted  that  the  total  exchangeable  potassium 
space  invariably  was  decreased  severely  in 
patients  with  primary  aldosteronism  but  only 
slightly  decreased  in  the  malignant  hypertensive 
patient.  They  postulate  that  “the  increases  in 
body  sodium  and  extracellular  fluid  volume  found 
in  malignant  hypertension  may  be  a manifesta- 
tion of  pre-clinical  congestive  heart  failure, 
which  may  also  account  for  the  marked  increase  in 
aldosterone  excretion  and  secretion  reported  by 
other  workers. 

Two  factors  may  be  responsible  for  the  changes 
in  aldosterone  levels  seen  in  malignant  hyper- 
tension; (1)  With  the  elevated  secretion  of 
renin,  angiotensin  (hypertensin)  is  formed  in 
increased  amounts  resulting  in  hypertension  and 
also  in  increased  aldosterone  secretion;  and  (2) 
subclinical  congestive  heart  failure  develops 
with  an  increased  aldosterone  secretion.**  The 
advanced  vasculitis  characteristic  of  malignant 
hypertension  may  represent  the  direct  eff'ect  of 
renin  hypersecretion.** 

Such  an  hypothesis  does  not  attempt  to  explain 
the  initiating  factor,  but  it  is  felt  that  this  case 
report  presents  additional  evidence  that  the  ele- 
vated aldosterone  level  seen  in  the  patient  with 
malignant  hypertension  is  not  a primary  factor 
in  the  etiology  of  the  hypertensive  disease.® 

Conclusions 

1.  A case  of  idiopathic  malignant  hyperten- 
sion is  presented. 

2.  Current  interest  in  the  role  of  aldosterone 
hypersecretion  in  the  pathogenesis  of  malignant 
hypertension  is  reviewed. 

3.  The  effect  of  the  use  of  a biochemical  in- 
hibitor of  aldosterone  production  (SU-4885)  on 
malignant  hypertension  is  described. 

4.  The  evidence  suggests  that  the  hypersecre- 
tion of  aldosterone  is  not  the  cause  of  or  the 
primary  event  in  the  pathogenesis  of  malignant 
hypertension. 
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Decrease  in  Rate  of  Accidental  Deaths 


The  rate  of  accidental  deaths  has  decreased  in  re- 
cent years  in  every  geographic  division  of  the 
country,  according  to  statisticians  of  the  Metropol- 
itan Life  Insurance  Company. 

The  greatest  improvement  was  shown  by  the 
residents  of  the  East  North  Central  area,  where  the 
accident  death  rate  fell  from  61.8  per  100,000  pop- 
ulation in  1949  to  1950  to  50.1  in  1957  to  1958. 
This  decrease  was  about  one  fifth,  or  nearly  twice 
the  relative  reduction  for  the  country  as  a whole. 
Second  best  was  the  Pacific  division,  where  the  rate 
decreased  14  per  cent. 

In  contrast,  seven  states — all  of  them  in  the  South 
and  Southwest — actually  recorded  increases  in 
accident  death  rates  during  the  eight-year  period. 

The  rate  of  fatal  falls  diminished  by  about  one  fifth 
in  the  nation  as  a whole  but  continued  highest  in 
the  northeastern  section  of  the  country  where  the 
proportion  of  older  people  in  the  population  is 
high. 

The  frequency  of  drownings  dropped  by  12  per 
cent  for  the  United  States  as  a whole,  although  the 
trend  varied  markedly  among  geographic  divisions. 
The  greatest  relative  improvement  occurred  in  the 


northeastern  and  midwestern  sections,  whereas  the 
rate  increased  in  a belt  of  states  extending  south- 
ward from  Tennessee  and  North  Carolina  and  west- 
ward through  Oklahoma. 

Death  rates  from  fire,  and  bums  by  other  means, 
decreased  by  as  much  as  one  third  in  the  Mountain 
area  and  one  fourth  in  the  West  North  Central  and 
Pacific  divisions.  The  trend,  however,  has  been 
upward  in  many  southern  states  where  the  number 
of  such  deaths  has  long  tended  to  be  relatively  high. 

The  mortality  rate  from  motor  vehicle  accidents 
is  in  sharp  contrast  to  mortality  from  the  other 
major  causes.  The  rate  increased  in  a majority  of 
states;  the  rise  was  most  marked  in  Louisiana  where 
it  jumped  by  one  third  during  the  eight-year  period. 
The  rate  changed  little  in  the  Mountain  states, 
where  it  is  higher  than  in  any  other  geographic  di- 
vision. More  than  40  persons  per  100,000  popula- 
tion were  killed  in  New  Mexico  and  Nevada  in 
1957  to  1958. 

Only  in  the  East  North  Central  states  did  the 
rate  of  motor  vehicle  fatalities  drop  materially.  The 
highest  reduction,  one  fifth,  was  recorded  in  Michi- 
gan. 
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The  Responsibilities  and  Gradations  of  Medical  Editors 

A Review  of  a Peculiar  Medical  Specialty 

JUSTUS  J.  SCHIFFERKS,  PH.D.,*  LIVINGSTON,  NEW  JERSEY 


A GREAT  editor  is  usually  a great  man— a 
forceful,  fearless  thinker  with  an  unmis- 
takable sense  of  dedication  and  direction. 
History  records  many  such:  William  Lloyd 
Garrison,  Horace  Greeley,  Joseph  Pulitzer,  and 
George  Horace  Lorimer,  to  name  just  a few 
American  editors.  I will  not  attempt  here  a 
compilation  of  great  American  medical  editors, 
useful  as  such  a task  might  be,  but  there  always 
have  been  and  still  are  a few  of  them. 

With  the  spate  of  scientific  communications 
now  streaming  from  the  printing  presses,  the 
role  of  the  medical  and  scientific  editor  is  be- 
coming increasingly  important.  It  is  estimated 
that  between  6,000  and  7,000  medical  periodicals 
are  now  in  publication  throughout  the  world. 

Editors,  like  other  professional  workers,  may 
be  classified  as  (1)  great,  (2)  good,  (3)  fair,  (4) 
competent,  (5)  incompetent,  and  (6)  dangerous. 
Different  editors,  depending  on  their  own  back- 
grounds and  the  circumstances  that  have  called 
them  to  editorial  chairs  and  responsibilities,  have 
\'iewed  their  tasks  in  different  lights. 

Morris  Fishbein,  M.D.,  long  editor  of  the 
Journal  of  the  American  Medical  Association, 
has  frequently  stated  his  position  that  it  is  the 
role  of  the  medical  editor  to  select  and  reject 
without  fear  or  favor  articles  submitted  for  pub- 
lication and  to  stimulate  from  others  or  write 
editorials  and  articles  himself  which  give  direc- 
tion to  medical  thinking  in  any  area.  He  selects 
courage  as  the  main  qualification  of  the  reason- 
ably literate  man  who  acts  as  editor. 

Austin  Smith,  M.D.,  another  former  editor  of 
the  Journal  of  the  American  Medical  Association, 
has  frequently  made  the  point  that  the  respon- 
sible editor  is  the  responsive  editor,  one  who  is 
primarily  the  servant  of  his  readers  as  well  as 
their  occasional  critic  and  constant  guide.  Dr. 
Smith  maintains  that  editors  must  print  what 

* Director,  Health  Education  Council;  formerly, 
secretary.  Professional  Advisory  Council,  American 
Medical  Writers’  Association. 


their  readers  want  to  read,  otherwise  the  whole 
process  of  issuing  a publication  comes  to  naught. 
There  is  no  conflict  between  the  Smith  and  Fish- 
bein points  of  view,  but  there  are  differences  in 
emphasis. 

Some  pertinent  questions  on  the  role  of  the 
editor  have  recently  been  asked  by  Catherine 
Drinker  Bowen,'  the  distinguished  writer  and 
biographer.  Is  the  editor  a midwife  or  a med- 
dler? That  is  her  key  question.  He  can  be  one 
or  the  other,  depending  often  on  his  own  tem- 
perament and  the  use  he  makes  of  his  editorial 
prerogatives.  Good  editorial  help  is  hard  to 
find.  Miss  Bowen  points  out.  “A  single  critic 
is  safer  than  three,”  she  says,  because  a manu- 
script can  dissolve  under  too  much  handling. 
The  function  of  the  editor  (and  critic)  is  to  tell 
the  author  what  is  wrong  wdth  his  work,  not  to  do 
it  over  for  him. 

The  increase  in  the  volume  of  medical  and 
scientific  communication  since  World  War  II 
seems  to  make  it  worth  while  to  review  in  the  year 
1961  the  roles,  responsibilities,  and  gradations  of 
medical  editors.  There  is  no  formal  training 
for  this  occupation.  Editors  are  recruited  from 
a wide  spectrum  of  previous  occupations.  While 
every  medical  editor  knows  what  he  or  she  is 
doing  (or  ought  to  be  doing),  there  is  still  some 
doubt  in  many  circles,  particularly  among  the 
less  seasoned  and  the  junior  editors,  about  what 
medical  editors  in  general  should  attempt  to  do. 

This  problem  was  faced  squarely  in  1951  by 
one  of  America’s  outstanding  medical  editors, 
Richard  M.  Hewitt,  M.D.,  now  emeritus  member 
of  the  staff  of  the  Mayo  Clinic  and  of  the  faculty 
of  the  Mayo  Foundation  of  the  University  of 
IMinnesota.  In  that  year  he  contributed  to  the 
Journal-Lancet  an  article  on  medical  editing  as 
an  occupation  for  persons  who  wished  to  work 
in  the  medical  field  in  an  activity  that  did  not 
require  the  degree  of  doctor  of  medicine.  He 
produced  a distinguished  but  apparently  little 
known  article  entitled:  “Medical  Editors  and 
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Their  Work.”^  Much  of  this  present  article  is 
made  up  of  direct  quotations  from  Hewitt’s 
fine  analysis,  which  I have  taken  the  liberty  of 
bringing  up  to  date  in  the  light  of  new  develop- 
ments in  medical  communication. 

There  has  been,  for  example,  an  increase  in  the 
number  of  “staff- written”  magazines,  of  which 
Time  in  the  general  magazine  field  and  Modern 
Medicine  in  the  medical  field  are  the  prototypes. 
Furthermore,  there  has  been  a tremendous 
extension  of  medical  communication  via  pictures, 
on  the  printed  page  and  over  the  airways.  Still 
further  there  have  been  great  improvements  in 
the  physical  format  and  production  of  medical 
books  and  journals. 

In  many  areas  of  medical  interest  and  concern, 
there  have  been  moves  toward  increasingly  sharp 
definitions  and  descriptions  of  the  training, 
qualifications,  and  functions  of  medical  and 
paramedical  professional  persons.  The  specialty 
boards  have  stated  fairly  exactly  what  is  expected 
of  their  candidates  for  board  certification.  The 
American  Pubhc  Health  Association  has  had 
numerous  committees  studying  and  setting  down 
the  training  and  quaUfications  of  various  types  of 
public  health  workers,  for  example,  the  health 
officer  and  the  health  educator. 

Any  move  toward  the  standardization  of 
qualifications  and  training  of  medical  editors 
would  now  be  premature  if  not  downright  dan- 
gerous. Medical  editing  is  probably  properly 
destined  to  remain  a maverick  profession,  avoca- 
tion, and  dedication.  Hewitt  himself  makes 
this  point,  sa3dng  that  medical  editing  is  an 
occupation  “unorganized  to  the  point  almost  of 
being  disorganized.”  I now  quote  Hewitt  at 
length : 

* ♦ * 

As  yet,*  there  is  no  complete  directory  or 
registry  of  medical  editors.  There  are  no  recog- 
nized or  well-known  training  schools  for  those 
who  would  enter  the  profession.  There  have 
been  set  no  minimal  standards  in  education  or 
experience  which  one  who  would  call  himself 
a medical  editor  is  expected  to  meet.  Conse- 
quently, if  a number  of  buyers  of  medical  edi- 
torial service  should  confer,  probably  few  would 
have  the  same  idea  of  what  they  were  buying. 
Moreover,  the  purveyors  of  the  service' — the 
medical  editors  no  less — might  be  only  slightly 


* Since  this  sentence  was  published,  several  universi- 
ties have  offered  sequences  in  medical  writing,  medical 
editing,  or  both. — R.  M.  H. 


more  in  agreement  as  to  what  they  were  under 
obhgation  to  supply. 

We  might  do  well  to  examine  what  we  are, 
figuratively,  talking  about.  Let  us  begin  by  di- 
viding medical  editors  into  two  classes,  the  pro- 
fessionals and  the  amateurs,  remembering  in 
this,  as  in  all  else  that  is  attempted  here  in  the 
way  of  classification,  that  circumstances  alter 
cases. 

Classification  of  Professional  Medical 
Editors 

The  professionals  may  be  full-  or  part-time 
workers,  and  there  are  many  kinds  of  them.  I 
shall  try  to  define  their  varieties  by  describing 
their  duties.  Then,  I shall  attempt  to  classify 
the  training  which  many  of  them  have  undergone. 

Editor-In-Chief.' — The  editor-in-chief  is  re- 
sponsible for  everything  in  his  journal,  or  book, 
or  set  of  books,  as  a surgeon  is  responsible  for 
everything  that  takes  place  in  the  operating  room. 
Just  as  he  gets  credit  for  much  that  is  done  by 
his  subordinates,  so  he  should  insist  on  taking 
the  blame  when  they  make  mistakes.  He  plans 
his  publication  and,  under  the  publisher,  sets  and 
maintains  its  scope,  aims,  or  policy.  He  has 
wide  acquaintance  among  potential  authors  and 
solicits  from  them  some  of  the  material  he  prints. 
He  reads  nearly  everything  submitted  to,  or  pre- 
pared for  inclusion  in,  his  publication.  He  makes 
the  final  selection  of  material.  He  writes  edi- 
torials, prefaces,  and  so  on.  He  does  little  or  no 
further  work  on  the  text  of  his  publication. 

Managing  Editor.' — The  managing  editor 
co-ordinates  the  work  of  authors,  editors,  printers, 
engravers,  proofreaders,  binders,  shippers,  and 
I have  not  named  them  all.  He  is  responsible  for 
getting  the  publication  out  on  time.  Much  of 
the  correspondence  incidental  to  the  foregoing 
duties  falls  to  him  to  write.  He  may  or  may  not 
read  the  manuscripts  submitted  for  u.se  by  his 
publication. 

Manuscript,  or  Copy,  Editor.-— The  duties 
of  manuscript  editors  vary  so  greatly  that  it  seems 
best  to  subdivide  them  into  grades.  The  grades, 
and  the  responsibilities  of  those  who  exemplify 
the  grades,  increase  in  parallel. 

Manuscript  Editor,  Grade  1. — Among  all 
manuscript  editors,  the  duties  of  those  of  grade 
1 are  least  extensive.  They  consist  merely  in 
indicating  to  the  printer  the  kinds  of  headings, 
the  style  and  size  of  type,  the  length  of  line, 
indentations,  and  so  on,  in  accordance  with  the 
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customs  of,  and  the  equipment  available  in,  the 
house  where  the  editor  is  employed. 

Manuscript  Editor,  Grade  2.' — The  manuscript 
editor,  grade  2,  is  responsible  for  all  that  is  men- 
tioned in  the  previous  paragraph.  In  addition, 
he  makes  editorial  changes  in  agreement  with  the 
style  of  the  house  or  office  in  which  he  works. 
These  changes  have  to  do  with  such  matters  as 
spelhng,  capitalization,  use  of  itahcs,  punctua- 
tion, and  even  certain  constructions  which  are 
used  in  the  house  in  preference  to  others. 

Manuscript  Editor,  Grade  3.- — The  manuscript 
editor,  grade  3,  does  all  that  is  done  by  his  fellows 
of  grades  1 and  2.  Also,  he  performs  extensive 
editorial  work  but  not  ghost  writing  or  research, 
and  the  last  applies  to  library  research  as  it  ob- 
viously applies  to  laboratory  or  clinical  research. 
He  straightens  out  manuscripts  as  they  lie  before 
him ; he  does  not  range  widely  through  the  litera- 
ture of  any  and  all  subjects  in  an  effort  to  de- 
termine whether  or  not  an  author  has  read  or 
copied  sources  correctly.  He  remedies  faulty 
diction,  faulty  sentence  structure  and  paragraph 
structure,  faulty  structure  of  the  whole,  and 
erroneous  arithmetic;  he  clarifies  terminology, 
categories,  and  the  thought  (logic),  all  of  these  in 
so  far  as  internal  evidence  will  allow  him  to  do  so. 
If  he  finds,  or  suspects,  that  a paper  does  not 
agree  with  itself,  he  makes  it  so  agree,  if  he  can, 
from  what  the  author  has  included  in  his  manu- 
script. If  he  cannot  make  it  so  agree  from  w-hat 
the  author  has  written,  he  notifies  the  author  to 
that  effect,  in  writing,  in  the  margin  of  the  manu- 
script or  possibly  by  means  of  a letter.  If  he 
has  reason  to  suspect  that  something  else  is 
wrong  but  he  cannot  confirm  or  confute  his  sus- 
picion from  examination  of  the  manuscript  or  by 
consultation  or  reference  books  available  in  his 
office,  he  similarly  reque.sts  the  author  to  consider 
the  doubtful  point.  His  place  is  primarily  at  his 
desk,  not,  as  has  been  said,  in  the  library  or  else- 
w’here. 

Manuscript  Editor,  Grade  4-“The  duties 
of  the  manuscript  editor,  grade  4,  include  all 
that  has  been  outlined  above  and,  in  addition, 
he  verifies  the  author’s  list  of  references  to  see 
that  he  has  copied  correctly  names,  titles,  and 
everything  else  that  makes  up  a reference.  There 
are  two  ways  of  doing  this:  (1)  to  pull  from  the 
library  shelf  the  actual  volume  referred  to,  which 
is  the  more  thorough  but  more  time-consuming 
method;  (2)  to  find  the  reference  in  one  of  the 
indexes,  such  as  the  Quarterly  Cumulative  Index 


Medicus*  An  editor  of  this  grade  also  brings 
the  hst  of  references  into  agreement  with  the 
text  insofar  as  he  can  do  this  without  reading 
the  author’s  sources. 

Manuscript  Editor,  Grade  5: — The  manuscript 
editor,  grade  5,  again,  does  all  that  his  colleagues 
of  lower  grades  do.  Also,  he  reads  the  printed 
matter  to  which  the  author  refers,  and  possibly 
somewhat  more  widely,  in  an  effort  to  determine 
whether  or  not  the  author  has  quoted  correctly, 
paraphrased  correctly,  and  drawn  correct  in- 
ferences from  what  he  has  read.  This  type  of 
service  seldom  is  furnished  by  a publisher  because 
it  is  too  time-consuming  and  therefore  too  ex- 
pensive. Yet  the  ability  to  read,  quote,  and 
paraphrase  accurately  is  less  common  than  most 
people  realize;  it  is  even  less  common  probably 
than  the  ability  to  draw  correct  inferences  when 
what  is  read  is  fully  comprehended. 

Manuscript  Editor,  Grade  6c — All  that  has  been 
described  in  the  foregoing  paragraphs,  the  grade 
6 manuscript  editor  does.  But,  furthermore, 
he  trusts  the  author  in  no  respect  whatever! 
On  the  contrary,  he  gets  the  author’s  original 
work  sheets,  case  records,  laboratory  data,  and 
anything  else  of  an  original  nature  that  he  can 
obtain,  and  he  verifies  the  manuscript  in  every 
particular.  He  repeats  the  statistical  analj\sis 
and  other  mathematics,  looks  up  the  doses,  reads 
all  around  the  subject,  and  becomes  sometimes, 
as  far  as  reading  is  concerned,  more  a master  of 
the  author’s  subject  than  is  the  author  him.self. 
This  type  of  service  probably  never  is  available 
except  as  it  is  arranged  between  individuals. 

Rewbiter.' — The  rewrite  man  may  do  all  or 
only  part  of  what  has  been  indicated  in  the  fore- 
going. In  any  case,  he  throw's  away  all,  or  most, 
of  the  author’s  manuscript  and  rewrites  it  in 
his  own  w’ords.  He  is  not  an  editor  at  all  but  a 
rewriter;  yet  this  is  the  t3'pe  of  service  which 
some  medical  authors  think  of  when  they  think 
of  medical  editing. 

Ghost  Writer.' — This  person  probablj'  will 
do  none  of  what  has  been  described.  He  does 
not  receive  a manuscript  from  the  author  but 
gets  notes  or  original  material  from  him,  or 
perhaps  interviews  him,  and  writes  the  whole 
paper  which  bears  the  author’s  name.  Such  a 
worker  is  not  an  editor  but  a ghost  writer;  yet 


♦ Or  another  index,  earlier  or  later  than  or  contem- 
porary with  the  work  named.  No  great  medical  index 
has  proved  immortal;  not  even  the  Quarterly  Cumulative 
Index  Medicus. — R.  M.  H. 
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such  service  is  what  some  physicians  believe 
a medical  editor  is  expected  to  furnish. 

* « ♦ 

Hewitt’s  description  of  the  grades  and  func- 
tions of  professional  medical  editors  cannot  be 
surpassed,  but  I would  like  to  add  a few  addi- 
tional classifications  to  the  list  of  professional 
practitioners  of  medical  communication,  as 
follows: 

Staff  Writer.- — The  staff  writer  is  an  in- 
creasingly common  member  of  the  editorial  team, 
both  on  publications  and  in  organizations  and 
institutions  that  prepare  material  for  publication. 
In  U.S.  government  circles  he  is  often  classified 
as  an  “information  specialist.” 

The  staff  writer  contributes  unsigned  copy 
for  publication.  He  is  usually  identified  on  the 
masthead  but  not  on  the  manuscript.  His  is 
an  exceedingly  high  order  of  contribution  be- 
cause he  is  expected  to  show  an  unusual  degree 
of  originality  both  in  ferreting  out  and  bringing 
together  sources  of  information  and  in  writing 
copy  at  a high  level  of  literary  style.  From  the 
standpoint  of  the  more  traditional  forms  of 
medical  journal  contributors,  he  falls  into  the 
class  of  a first  rate  editorial  writer  and  a better- 
than-average  reviewer  of  the  medical  literature. 

His  fundamental  training  is  usually  in  litera- 
ture (as  contrasted  with  journalism),  and  he  is 
sometimes  an  author  of  distinction  in  his  own 
right.  Other  staff  writers  are  products  of  schools 
of  journalism.  Many  have  had  previous  news- 
paper or  magazine  experience.  Staff  writers 
work  in  teams  or  on  special  assignments  within 
their  own  organizations.  Their  material  is  re- 
viewed by  the  editor-in-chief  but  rarely  altered. 

Researcher.- — The  researcher  is  usually  a 
young  lady  of  superior  intellectual  qualifications 
and  good  education.  She  is  the  staff  writer’s 
legman.  She  conducts  library  research  and  gets 
personal  interviews.  She  writes  reports  to  the 
staff  writers  and  editors.  If  she  manages  to 
develop  a good  literary  style  of  her  own,  she 
may  graduate  to  be  a staff  writer.  (Most  good 
researchers,  however,  seem  to  get  married  just 
about  the  time  they  are  seasoned  enough  to  be- 
come staff  writers.) 

Script  Writer  and  Script  Editor.— The  in- 
creasing use  of  audio-visual  material  in  medical 
communication  has  brought  in  a small  group  of 
men  and  women  who  have  an  eye  and  ear  for  the 
camera  and  the  microphone.  These  people  are 
usually  graduates  of  or  e.xiles  from  the  motion 


picture  or  television  industry  and  have  little  or 
no  scientific  background.  They  must  usually 
be  paired  up  with  experienced  editors  or  staff 
writers  if  their  finished  material  is  not  to  run 
afoul  of  the  standards  of  accuracy  imposed 
in  scientific  communication. 

Photographer.- — The  men  and  women  who 
are  photographers  either  work  on  the  staff  or  on 
independent  assignment.  An  amazing  number 
of  them  not  only  are  skilled  in  all  photographic 
processes  but  also,  because  of  the  previous  nature 
of  their  associations  with  clinical  photography 
and  biologic  specimens,  usually  have  a good 
scientific  point  of  view  to  .vard  their  work. 

Art  Editor.' — Many  medical  publications  now 
employ  an  art  editor.  Together  with  the  man- 
aging editor  he  is  responsible  primarily  for  the 
graphic  appearance  of  the  publication.  Art 
editors  have  been  trained  almost  invariably 
as  artists  in  art  schools.  They  have  an  accurate 
knowledge  of  human  anatomy  but  little  else  in 
the  way  of  scientific  training. 

From  the  standpoint  of  scientific  accuracy 
they  usually  have  to  be  watched  like  hawks. 
Indeed,  the  test  of  a good  art  editor  or  layout 
man  is  that  he  consistently  misspells  words.  This 
is  a favorable  sign.  He  is  pajdng  attention  to 
what  a page  looks  like  and  not  what  it  says. 
His  function  is  pictorial  and  \-isual  and  not 
editorial  in  the  customary  sense.  There  are 
occasionally  great  artists  who  are  equally  great 
scientists- — for  example,  Leonardo  da  Vinci- — 
but  the  combination  is  rare. 

Preparation  for  Professional  Medical 
Editorial  Work 

We  return  now  to  Hewitt’s  analysis  of  the 
preparation  required  for  the  various  positions  of 
professional  medical  editor.  It  is  not  to  be 
taken,  however,  he  points  out,  that  the  correla- 
tion between  editorial  grades  and  preparation 
for  the  work  follows  a step  by  step  gradation. 
He  says:  “It  is  not  to  be  assumed  that  the  duties 
of  a manuscript  editor,  grade  1,  are  necessarily 
to  be  performed  by  a person  whose  preparation 
has  been  that  of  what  is  now  to  be  designated  as 
class  A.”  Hewitt  now  speaks  further : • 

« * * 

Preparation,  Class  A.^ — The  person  with 
class  A preparation  almost  always  is  a woman, 
and  she  is  an  exception  to  the  idea  that  pro- 
fessional editors  devote  full  time  to  editorial 
work.  She  does  not.  She  has  no  college  degree 
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but  may  have  completed  a business  course, 
wherein  she  has  become  habituated  to  accuracy 
and  hard  work.  She  is  a medical  secretary  whom 
her  employer  has  pressed  into  work  on  his  in- 
frequent papers.  She  is  still  his  secretary, 
handles  his  correspondence,  makes  his  engage- 
ments, and  all  that.  She  may  or  may  not  be 
capable  of  developing  into  an  expert  medical 
editor.  In  any  case,  she  has  no  opportunity  so 
to  develop.  Her  editorial  help,  however,  is 
likely  to  be  better  than  none.  The  danger  that 
attends  her  efforts  is  that  her  employer  may  give 
her  tasks  which  are  beyond  her  capabilities;  yet 
neither  she  nor  he  may  detect  the  faults  in  their 
joint  work. 

Preparation,  Class  B.- — The  class  B manu- 
script editor  may  or  may  not  have  a college 
degree.  Usually  such  a person  is  a woman  who 
starts  her  professional  work  as  a medical  secre- 
tary. Gradually  she  takes  on  more  and  more 
editorial  work  for  her  employer  who  is,  or  be- 
comes, prominent  and  writes  a great  deal.  Or 
her  employers  may  be  a small  group  of  phy- 
sicians. In  time,  almost  all  of  her  work  is  of  an 
editorial  nature ; somebody  calls  her  an  editorial 
secretary  and  the  name  sticks.  She  may  become 
reasonably  competent  and  stop  there  in  her 
development.  Again,  by  dint  of  native  intelli- 
gence, daily  saturation  in  a medical  atmosphere, 
and  great  industriousness  which  leads  her  to  study 
much  on  her  own  time,  she  may  become  highly 
competent. 

From  there,  this  editorial  secretary  may  move 
into  a publishing  or  other  organization  where 
she  learns  what  she  needs  to  know  of  printing 
and  publishing.  In  about  fifteen  years  from  the 
time  that  editorial  work  began  to  take  all  her 
attention,  she  can  think  of  herself  as  a fully 
qualified  medical  editor.  That  is  long,  but 
she  started  with  little  of  what  she  had  eventually 
to  acquire  in  knowledge  of  medicine,  of  the  basic 
sciences,  of  printing  and  publishing,  and  perhaps 
of  English  composition  and  of  logic.  An  en- 
couraging thought  is  that  she  got  paid  while  she 
was  becoming  educated.  Moreover,  she  is  a 
person  who  derives  satisfaction  from  achieve- 
ment; otherwise  she  would  not  have  stayed  at 
the  task.  Such  a woman  may  become  absorbed 
and  thoroughly  happy  in  the  work  that  has  been 
described. 

Preparation,  Class  C. — The  person  in  class 
C,  male  or  female,  has  at  least  a bachelor’s 
degree  and  is  qualified  in  English  composition 


and  logic.  One  hopes  that  he  knows  some 
science  too.  If  he  does  not,  he  must  be  able  and 
willing  to  acquire  knowledge  of  medical  sciences 
and  of  medicine  itself.  He  has  never  been  a 
secretary,  may  have  been  a teacher,  and  may  have 
w'orked  in  a publishing  house.  If  he  is  willing 
to  work  in  and  out  of  hours  when  he  is  young 
and  has  native  intelligence,  he  may  become 
thoroughly  competent  in  ten  years  for  the  work 
of  a medical  manuscript  editor,  grade  3 to  6, 
or  even  for  the  position  of  editor-in-chief. 

Preparation,  Class  D. — The  person  with 
class  D preparation  has  the  M.D.,  or  perhaps  the 
Ph.D.  or  D.Sc.  earned  in  work  closely  allied  to 
medicine.  He  is  also  qualified  in  English  com- 
position and  logic.  Given  this  education,  plus 
native  intelligence,  industriousness,  and  con- 
scientiousness, he  can  pick  up  what  he  needs  to 
know  of  printing  and  publishing,  and,  in  a year 
or  so,  he  wiU  more  than  earn  his  keep.  For  the 
acquirement  of  knowledge  of  the  obscure  w'ays  in 
w'hich  authors  habitually  fall  into  error,  and  for 
the  detection  of  these  errors  to  become  second 
nature,  probably  three  to  five  years  are  required. 

Thereafter,  a person  equipped  as  has  been 
described  should  be  able  to  do  almost  any  medical 
editorial  w'ork.  His  background  in  medicine  or 
allied  sciences  gives  him  added  value  because  he 
will  be  likely  to  detect  errors  in  matters  of  fact 
for  which  he  is  not  strictly  responsible,  for 
instance,  errors  in  dosage  or  anatomy.  He  will  be 
unlikely,  in  trying  to  correct  bad  English,  to 
achieve  anatomic  or  medical  nonsense  stated  in 
good  English.  He  tends  to  be  a safe  editor 
because  he  realizes  the  limits  of  his  own  knowl- 
edge. If  he  has  spent  time  in  practice,  laboratory 
or  statistical  work,  printing  or  publishing,  if  he 
is  a linguist,  or  if  he  has  been  grounded  in 
scholarly  method,  of  course  his  value  is  enhanced. 

Amateur  Medical  Editors 

Amateur  medical  editors  seldom  devote  full 
time  to  editorial  work,  yet  they  are  useful. 
Commonly,  such  an  editor  is  eminent  in  some' 
field  of  medicine  or  surgery.  He  is  likely  to 
know  personally  authors  who  are  writing  in  his 
field,  to  be  aware  of  the  soundness  or  unsound- 
ness of  these  authors,  and  to  be  acquainted 
with  what  has  been  done  and  what  remains  to  be 
done  in  the  field.  Consequently,  he  is  in  a 
position  to  solicit  papers  from  desirable  authors 
and  to  pass  judgment  on  the  soundness  of  purpose 
of  a manuscript.  He  also  will  detect,  from  his 
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knowledge  of  his  subject,  advocacy  by  an  author 
of  a view  that  is  absurd  or  of  a conclusion  that 
goes  against  known  facts. 

Yet  his  own  papers  may  be  as  faulty  as  any  he 
receives,  from  the  standpoints  both  of  English 
and  of  internal  evidence  of  validity.  The  errors 
to  which  such  a person  is  liable  himself,  he  com- 
monly does  not  detect  in  the  work  of  others. 
Often,  therefore,  he  is  incapable  of  detailed 
examination  of  a manuscript. 

Compensations:  Concrete  and  Abstract 

From  what  has  been  written,  it  should  be 
apparent  that  before  a medical  editor  and  an 
employer  decide  to  join  forces,  each  should 
understand  clearly  the  following:  what  grade  of 
editorial  service  the  employer  wishes  to  buy 
and  what  he  is  willing  or  able  to  pay  for  it; 
whether  or  not  the  editor  is  equipped  to  deliver 
that  grade  of  work  and  whether  or  not  he  can 
afford  to  furnish  it  at  the  price.  Such  prelim- 
inary understanding  may  forestall  later  un- 
pleasantness. 

Medical  manuscript  editing  is  likely  to  pay 
fairly  well,  largely  because  few  are  qualified  for 
the  work.  On  the  one  hand,  well-trained  phy- 
sicians can  be  found;  on  the  other,  experienced, 
even  gifted,  writers  are  plentiful.  Seldom, 
however,  do  the  qualities  of  the  twain  meet  in 
one  person.  The  physician’s  mind  has  been 
trained  to  store  prodigious  quantities  of  fact  and 
experience,  and  his  associative  aptitude  is  ex- 
tremely acute.  Probably  his  mind  is  trained 
in  the  best  possible  way  for  the  work  he  must  do 
at  bedside,  operating  table,  and  laboratory  bench. 
Certainly,  he  can  accomplish  wonders.  Usually, 
however,  he  has  served  only  an  extremely  brief 
apprenticeship  in  what  Professor  Bredvold 
called  the  abstract  and  formal  disciplines,  those 
which  tend  to  turn  out  a coherent — or  for  that 
matter  an  entirely  valid — expositor.  The  pro- 
fessional writer,  who  has  been  saturated  in  the 
abstract  and  the  formal,  seldom  has  much  of  a 
foundation  in  science  and  usually  next  to  none 
in  medical  sciences  or  medicine.  Moreover,  of 
those  whose  training  has  been  broad  enough 
to  qualify  them  for  medical  manuscript  editing, 
some  do  not  care  to  do  the  work.  The  demand 
for  medical  manuscript  editors,  therefore,  is 
greater  than  the  supply,  and  the  pay,  conse- 
quently, tends  to  be  good,  as  has  been  said. 

♦ ♦ * 


Making  Editorial  Decisions 

A most  obvious  question  remains.  On  what 
philosophic  basis  shall  the  professional  or  amateur 
medical  editor  make  his  day-to-day  editorial 
decisions?  Shall  he  invite  Dr.  X to  contribute 
a paper?  Shall  he  put  in  a comma  or  leave  it 
out?  Shall  he  check  a reference  or  let  it  go? 
Shall  he  dare  to  invent  a new  word  (like  re- 
habilability),  or  shall  he  stick  to  the  old  vocab- 
ulary? 

To  me  the  theoretic  resolution  of  all  such  ques- 
tions seems  easy.  As  a writer  or  editor,  I simply 
ask  myself:  “Will  what  I am  doing  eventually 
help  a practicing  physician  to  give  better  treat- 
ment to  a patient  face  to  face  with  the  physician 
in  an  office,  clinic,  or  hospital?”  In  other  words 
how  will  my  scientific,  literary,  or  editorial  judg- 
ment help  improve  the  clinical  practice  of  med- 
icine? If  I bore  or  confuse  the  medical  practi- 
tioner with  my  supposedly  scientific  erudition, 
I am  doing  him  a disservice.  If  I fail  to  tell 
him  something  new,  in  words  that  may  still  be 
new  to  him  (who  heard  of  antibiotics  or  tran- 
quilizers in  the  1930’s?),  I am  equally  culpable. 
The  most  recondite  research  report  may  still 
fulfil  the  criteria  for  clinical  usefulness,  if  it  is 
properly  presented  and  interpreted. 

The  old  Greek,  Hippocrates,  had  a word  for 
medical  editors  as  well  as  practicing  physicians 
when  he  said:  “The  art  is  long  and  decision 
difficult.” 

Medical  literature  is  the  grist  of  medical  educa- 
tion. The  medical  editor  is  therefore  primarily 
a medical  educator,  a teacher  of  medicine.  It 
is  to  this  ancient  Hippocratic  responsibility 
that  he  must  forever  hold  fast. 

Summary 

The  increasing  spate  of  medical  and  scientific 
communication  has  made  the  role  of  the  medical 
editor,  amateur  or  professional,  more  important 
than  ever.  A large  number  of  professional 
medical  editors  and  other  practitioners  of  the 
art  of  medical  communication  are  now  essential 
to  keep  the  medical  literature  straight  and  useful. 
Half  of  modern  scholarship,  said  the  late  great 
Dr.  Richard  E.  Scammon  is  taken  up  with 
correcting  errors  some  careless  editor  let  slip 
through. 

The  following  grades  of  professional  medical 
editors  can  be  distinguished  in  actual  practice: 

Editor-in-Chief. — The  editor-in-chief  has  the 
final  responsibility  for  publication.  He  selects 
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and  rejects,  fearlessly  but  responsively. 

Managing  Editor. — The  managing  editor 
co-ordinates  the  work  of  authors  with  the  print- 
ing presses,  and  he  gets  publications  out  on  time. 

Manuscript  (or  Copy)  Editors. — There 
are  different  grades  of  manuscript  editors; 

Grade  1 only  marks  manuscripts  for  type. 

Grade  2 makes  minor  editorial  changes — 
spelling,  punctuation,  capitalization,  and  so 
forth — ^at  the  level  of  a good  secretary. 

Grade  3 does  extensive  editorial  revision,  often 
questioning  the  author  himself.  He  works  at  a 
desk,  not  in  a library.  This  is  the  common 
garden-variety  grade  of  medical  editing. 

Grade  4 does  even  more  extensive  editorial 
revision  and  bothers  to  verify  the  author's  refer- 
ences. 

Grade  5 goes  to  the  further  trouble  of  checking 
whether  or  not  the  author  has  quoted  or  para- 
phrased his  sources  correctly. 

Grade  6 trusts  the  author  not  at  all.  He  goes 
back  to  the  author’s  original  work  sheets  and 
records.  He  is  practically  a coauthor. 

Amateur  Editor. — The  amateur  editor  is  an 
expert  in  his  own  field,  can  judge  content  of 
manuscripts,  but  usually  knows  little  if  anything 
about  manuscript  editing. 

Other  professional  workers  who  now  contribute 


importantly  to  effective  medical  communication 
include  the  rewriter,  the  ghost  writer,  the  staff 
writer,  the  researcher,  the  script  writer  and  editor, 
the  photographer,  and  the  art  editor. 

The  preparation  for  medical  editorial  respon- 
sibilities is  highly  varied,  ranging  from  steno- 
graphic experience  to  a Ph.D.  in  English  or 
sciences  allied  to  medicine.  Standardization 
of  preparation  would  be  premature  and  even 
undesirable.  In  this  maverick  profession  which 
is  reasonably  well  paid,  experience  under  super- 
vision is  the  best  teacher. 

The  medical  editor  himself  is  primarily  a 
teacher,  responsible  to  his  readers  who  are 
practicing  physicians  seeking  knowledge.  He 
is  also  a guardian  of  the  literature,  and  in  this 
it  is  his  duty  to  keep  the  record  straight. 
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ANNOUNCEMENT 

Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  re- 
printed in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal, 
750  Third  Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per 
pamphlet  to  cover  costs. 
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Comment  on  ‘^Factors  Which  Determine  Success  of  Efforts  of  Director  of  Medical 

Education  in  a Voluntary  Hospital’* 


To  the  Editor: 

The  special  article  by  I.  Snapper,  M.D.,  of  Beth-El 
Hospital,  Brooklyn,  in  the  August  1,  1961,  issue  of 
the  Journal,  purporting  to  pinpoint  the  factors  that 
make  for  the  success  of  the  efforts  of  the  director  of 
medical  education  in  the  voluntary  hospital  deals 
with  what  I believe  to  be  a very  fundamental  issue  in 
the  area  of  medical  education  programing  for  the 
community  hospital. 

Dr.  Snapper’s  stature  as  a clinician  is  such  that  I 
would  be  very  reluctant  to  take  issue  with  him  on  a 
subject  in  clinical  medicine.  Undeniably,  his  own 
pre-eminence  as  a clinician  has  led  him  to  conclude 
that  the  most  potent  factor  leading  to  the  success  of 
the  medical  education  director’s  efforts  centers 
about  his  ability  to  shoulder  the  major  part  of  the 
teaching  effort. 

It  is  with  these  views  that  I wish  to  take  strong 
issue.  I believe  firmly  that  a truly  successful 
educational  program  cannot  be  centered  about  one 
individual,  as  must  be  the  case  when  whatever 
strength  the  program  does  have  depends  largely  on 
the  personal  teaching  efforts  of  the  director  of 
medical  education.  If  the  program  is  to  function 
successfully  through  the  long  pull,  the  major 
teaching  efforts  must  originate  with  the  staff. 

Before  citing  the  reasons  for  my  position  on  this 
matter,  I think  it  essential  to  define  what  constitutes 
success  in  the  efforts  of  a director  of  medical  educa- 
tion. Can  success  truly  be  gauged,  as  Dr.  Snapper 
implies  in  his  basic  point  number  7,  by  the  results  of 
the  National  Intern  Matching  Program?  Or  is  there 
a much  more  fundamental  criterion  of  success, 
namely,  a medical  education  program  which 
requires  the  participation  of  a large  part  of  the 
attending  staff  as  a result  of  which  they  are  stim- 
ulated into  practicing  high  caliber  medicine  while 
simultaneously  coming  into  frequent  contact  with 
the  house  officers  for  whom  they  provide  the 
precept,  example,  and  inspiration  so  essential  for  a 
proper  understanding  of  the  practice  of  medicine  as 
an  art  as  well  as  a vocation?  I am  naive  enough  to 
believe  that  regardless  of  results  in  the  matching,  a 
director  of  medical  education  is  successful  if  he  has 
helped  develop  a program  in  his  hospital  which 


creates  an  environment  such  as  I described  pre- 
viously. 

It  seems  to  me  that  every  hospital  medical 
education  program  structured  about  the  efforts  of 
one  individual,  no  matter  how  capable,  is  bound  to 
fail.  I can  cite  several  examples  of  outstanding 
medical  educators  who  are  functioning  as  directors  of 
medical  education  at  hospitals  which  have  failed 
miserably  as  far  as  the  matching  results  were  con- 
cerned. It  is  my  impression  that  this  happened 
because  the  hospital  staffs  in  question,  having 
acquired  topflight  medical  educators  as  directors  of 
medical  education,  were  content  to  sit  back  with 
the  feeling  that  there  was  no  further  need  for  partici- 
pation in  the  hospital’s  education  program.  The 
results  of  this  philosophy  soon  became  apparent. 

I do  not  know  how  Dr.  Snapper’s  hospital  has 
fared  in  the  matching.  Presumably,  if  his  argument 
is  to  hold  water,  Beth-El  Hospital  has  matched  its 
quota  regularly  during  Dr.  Snapper’s  tenure.  And 
if  it  did  not,  could  this  be  cited  with  justification  as  a 
criticism  of  the  high  caliber  of  Dr.  Snapper’s  work? 
It  could,  if  Dr.  Snapper’s  thesis  were  correct.  The 
false  premise  of  such  an  eventuality,  conceivable  only 
to  the  extent  to  which  Dr.  Snapper’s  argument  is 
valid,  seriously  undermines  his  case. 

I am  firmly  convinced  that  the  educational 
program  which  will  attract  the  medical  student  is 
one  organized  about  the  efforts  of  many  staff  men. 
If  the  medical  student  is  to  be  properly  educated  as  a 
house  officer,  he  must  be  in  close  touch  with  more 
than  one  individual  in  the  teaching  sequence.  A 
soundly  structured  medical  education  program 
should  be  able  to  function  effectively,  with  a mini- 
mum of  direct  teaching  effort  from  the  director  of 
medical  education  for  the  simple  reason  that  it 
must  be  able  to  function  effectively  without  a 
director  of  medical  education,  if  all  the  theoretic 
values  are  to  be  derived  from  a voluntary  hospital- 
centered  medical  education  program.  This  cannot 
occur  without  active  participation  by  a large  part 
of  the  staff.  The  director  of  medical  education’s 
true  role  is  to  invite  this  participation  and  make 
effective  use  of  it. 
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The  views  I hold  are  presented  as  those  of  a 
director  of  medical  education  who  ranks  very  much 
lower  than  Dr.  Snapper  on  the  clinical  medicine 
totem  pole  and  who  contributes  proportionately 
less  to  the  hospital’s  educational  activities,  but  whose 
institution  ranks  high  among  voluntary  hospitals  in 
the  caliber  of  medical  education  programing,  be- 
cause of  the  active  participation  by  a broad  segment 
of  the  attending  staff.  Such  participation  has  led 


to  a high  level  of  professional  medical  practice  in 
this  hospital,  and  this,  in  our  estimation,  is  what 
has  been  a major  factor  in  our  hospital  being  viewed 
favorably  by  medical  Students. 

George  X.  Trimble,  M.D 

Memorial  Hospital  of  Long  Beach 
2801  Atlantic  Avenue 
Long  Beach  6,  California 


Reply  by  Author 


To  the  Editor: 

Dr.  Trimble’s  remarks  offer  a welcome  opportunity 
to  elaborate  on  certain  points  mentioned  in  my 
short  article  of  August  1. 

In  the  course  of  the  years,  I have  been  consulted 
by  many  voluntary  hospitals  which,  although  they 
had  appointed  a director  of  medical  education,  had 
not  been  able  to  attract  a satisfactory  number  of 
American-born  interns.  Analyzing  the  educational 
programs  of  these  hospitals,  it  became  apparent  that 
the  lack  of  success  was  due  to  the  institution  of 
just  the  program  Dr.  Trimble  so  highly  recom- 
mends, that  is,  “active  participation  of  a broad 
segment  of  the  attending  staff.”  One  glance  at  the 
booklet  which  contains  the  results  of  the  National 
Intern  Matching  Program*  suflSces  to  gauge  the 
calamitous  results  of  educational  programs  which 
allocate  to  the  director  of  medical  education  mainly 
administrative  duties,  thereby  decreasing  his 
educational  load.  In  other  words,  the  educational 
prestige  of  the  hospital  is  harmed  by  elevation  of 
the  director  of  medical  education  to  the  position  of 


* Dr.  Trimble  apparently  ignores  the  valuable  infor- 
mation contained  in  this  pamphlet.  Why,  otherwise 
his  remark  about  the  number  of  interns  the  Beth-El 
Hospital  obtains! 


executive  director  of  the  educational  department. 

To  be  of  help  to  our  sister  institutions,  I decided 
to  publish  the  fundamentals  which,  in  the  different 
American  hospitals  where  I served  as  director  of 
medical  education,  have  proved  their  mettle. 
These  rules  among  others  require  the  director  of 
medical  education  to  shoulder  the  major  part  of 
the  teaching  effort  in  his  own  department.  Dr. 
Trimble,  I am  sure,  does  not  surmise  that  I also 
teach  the  major  part  of  surgery,  obstetrics,  anesthe- 
sia, and  so  forth.  It  seems  hardly  necessary  to 
state  that  these  tasks  are  performed,  and  very 
successfully,  by  my  colleagues  who  direct  these 
different  departments. 

I am  happy  that  Dr.  Trimble  has  taken  time  to 
record  the  reactions  I evoked  by  my  short  note. 
Part  of  my  happiness  stems  from  the  pleasant 
prospect  that  in  the  future  I can  relay  to  him  all 
letters  from  voluntary  hospitals  which  wish  to 
obtain  a satisfactory  number  of  interns  while  en- 
trusting the  major  part  of  the  house  staff  education 
to  their  attending  staff. 

I.  Snapper,  M.D. 

Beth-El  Hospital 

Linden  Boulevard  and  Rockaway  Parkway 
Brooklyn  12,  New  York 


Comment  on  ‘‘Lincoln’s  Ladies  in  White” 


To  the  Editor: 

It  is  a matter  of  regret  that  Mrs.  Dannett  did 
not  dig  a bit  deeper  in  her  research  to  find  the  part 
played  in  the  Civil  Way  by  Catholic  nuns.  Ellen 
Ryan  Jolly’s  book.  Nuns  of  the  Battlefield,  published 
in  1929  and  in  1930,  tells  the  story. 

Reply  by 

To  the  Editor: 

I have  read  the  letter  from  John  F.  White,  M.D., 
concerning  my  article  “Lincoln’s  Ladies  in  White” 
which  appeared  in  the  June  1,  1961,  issue  of  your 
publication. 


John  F.  White,  M.D. 

St.  Patrick’s  Home  for  the  Aged 
66  Van  Cortlandt  Park  South 
New  York  63,  New  York 

Author 


This  article  is  for  the  most  part  based  on  my 
book  entitled  Noble  Women  of  the  North,  published 
in  1959  by  Thomas  Yoselloff. 

In  doing  my  research  for  the  book  and  article. 
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I made  an  extensive,  painstaking  study  of  women’s 
work  in  the  Civil  War.  I used  only  primary  source 
material,  specifically  personal  accounts.  My  ap- 
proach was  strictly  nonsectarian,  and  since  I did 
not  come  across  any  diaries  or  letters  of  Catholic 
nuns,  I could  not  include  them. 

I am  very  glad  that  Dr.  White  has  called  the 


attention  of  the  readers  to  the  book  Nuns  of  the 
Battlefield.  Certainly,  it  is  a subject  worthy  of 
further  research. 

Sylvia  G.  L.  Dannett 

9 Reimer  Road 
Scarsdale,  New  York 


-Hfty-fifth  annual- 


DISTRICT  BRANCH 
MEETINGS 

Medical  Society  of  the  State  of  New  York 


SECOND  DISTRICT  BRANCH 

Sunday,  Monday,  and  Tuesday,  October  29,  30,  and  31,  1961 
Grossinger’s,  Grossinger,  New  York 


Sunday,  October  29 
All  Day 
Registration 

Evening 

7:30  p.M. — 'Dinner 

Monday,  October  30 
Afternoon 

12:30  p.M. — Lunch 

2:00  p.M. — Address:  “Radioiodine  and  the  Thy- 

roid’’ 

Anthony  Kohn,  M.D.,  Bay  Shore 
Evening 

6:30  p.M. — Cocktail  Party  (courtesy  of  Grossinger 
family) 

7:30  p.M. — Dinner 

Introduction  of  Officers 

Greetings:  Mrs.  Eugene  F.  Wolff, 
President,  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of 
New  York 

Address:  John  M.  Galbraith,  M.D., 
President,  Medical  Society  of  the 
State  of  New  York 


Tuesday,  October  31 
Morning 

9:00  a.m. — Business  Meeting;  Election  of  Officers 
Afternoon 

12:30  p.M. — Lunch 

2:00  p.M. — Address:  “Common  Rectal  Disorders” 
Stuart  T.  Ross,  M.D.,  Garden  City 

Wednesday,  November  1 

2:30  p.M. — Return  by  bus  to  Nassau  Academy  of 
Medicine 

Officers— Second  District  Branch 

President C.  W.  Shlimbaum,  M.D., 

Bay  Shore 

First  Vice-President Paul  H.  Sullivan,  M.D., 

Great  Neck 

Second  Vice-President.  . John  P.  Ruppe,  Jr.,  M.D., 
Islip 

Secretary Albert  M.  Biglan,  M.D., 

Central  Islip 

Treasurer George  C.  Erickson,  M.D., 

Hempstead 

Presidents— Component  County  Societies 


Nassau Wendell  L.  Hughes,  M.D.,  Hempstead 

Suffolk Anthony  Kohn,  M.D.,  Bay  Shore 
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Julius  B.  Boehm,  M.D.,  of  New  York  City,  died 
on  August  28  at  Mount  Sinai  Hospital  at  the  age 
of  seventy-two.  Dr.  Boehm  graduated  in  1914 
from  Johns  Hopkins  University  School  of  Medicine. 
For  many  years  he  served  as  chief  surgeon  at  Trin- 
ity and  Holy  Family  Hospitals  in  Brooklyn  and 
during  World  War  I he  served  with  the  Army  as  a 
medical  officer.  Retired,  Dr.  Boehm  was  a mem- 
ber of  the  Kings  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Isabelle  Forbes  Borden,  M.D.,  of  Jackson 
Heights,  died  on  August  14  at  Sears  Manor  Nursing 
Home,  West  Newton,  Massachusetts,  at  the  age  of 
eighty-six.  Dr.  Borden  graduated  in  1926  from 
Tufts  College  Medical  School.  Until  her  retire- 
ment she  was  supervisor  of  medicine  for  the  New 
York  State  Department  of  Education  and  for  sev- 
eral years  she  was  secretary  of  the  women’s  Medical 
Association  of  New  York  State.  Dr.  Borden  was 
a member  of  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  John  Feminella,  M.D.,  of  Brooklyn,  died 
on  December  19,  1960,  at  the  age  of  seventy-five. 
Dr.  Feminella  graduated  in  1918  from  Long  Island 
College  Hospital  School  of  Medicine  and  was  a 
member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  Owen  Gamble,  M.D.,  of  Annapolis, 
Maryland,  formerly  of  Albany,  retired,  died  on 
August  7 at  the  age  of  seventy.  Dr.  Gamble  grad- 
uated in  1917  from  Johns  Hopkins  University 
School  of  Medicine.  He  was  professor  emeritus  of 
obstetrics  and  gynecology  at  Albany  Medical  Col- 
lege and  former  obstetrician-in-chief  at  Albany 
Hospital.  Dr.  Gamble  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecolog3^ 

Paule  Passavant  La  Verne,  M.D.,  of  New  York 
City,  was  fatally  shot  on  August  29  at  the  age  of 
thirty-three.  Dr.  La  Verne  graduated  in  1958 
from  New  York  University  School  of  Medicine  and 
interned  at  St.  Vincent’s  Hospital. 

Francesco  Robertaccio,  M.D.,  of  Utica,  died  on 


August  7 at  the  age  of  ninety-three.  Dr.  Robertac- 
cio received  his  medical  degree  in  1895  from  the 
University  of  Naples.  One  of  the  earliest  physi- 
cians of  Italian  extraction  in  Utica,  in  1908  at  the 
request  of  his  patients  he  established  the  first  drug 
store  in  Utica  where  employes  were  familiar  with 
the  Italian  language. 

William  Anthony  Ryan,  M.D.,  of  Utica,  retired, 
died  at  St.  Elizabeth  Hospital  on  August  8 at  the 
age  of  eighty.  Dr.  Ryan  graduated  in  1907  from 
the  Syracuse  University  School  of  Medicine.  For 
forty  years  he  served  as  a medical  examiner  for  the 
Metropolitan  Life  Insurance  Company  and  during 
World  War  II  was  on  the  medical  examining  board 
of  the  area.  An  honorary  member  of  the  medical 
staff  of  St.  Elizabeth  Hospital,  Dr.  Ryan  had  also 
been  welfare  doctor  of  Utica  and  Oneida  County. 

Bertram  Alex  Schneider,  M.D.,  of  Garden  City, 
drowned  while  skin  diving  in  Bermuda  on  August 
17  at  the  age  of  thirty-eight.  Dr.  Schneider  gradu- 
ated in  1947  from  George  Washington  University 
School  of  Medicine  and  interned  at  Kings  County 
Hospital  Center,  Sea  View,  Veterans  Administra- 
tion (Brooklyn),  and  St.  Charles  (Brooklyn)  Hos- 
pitals. He  was  an  attending  in  orthopedic  sur- 
gery at  Mercy  Hospital  and  an  associate  in  ortho- 
pedic surgery  at  Meadowbrook  Hospital.  Dr. 
Schneider  was  a Diplomate  of  the  American  Board 
of  Orthopedic  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the  American 
Academy  of  Orthopaedic  Surgeons,  the  Nassau 
Surgical  Society,  the  Nassau  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frederic  Westcott  Solley,  M.D.,  of  Ridgefield, 
Connecticut,  formerly  of  New  York  City,  died  at 
Danbury  Hospital  on  September  10  at  the  age  of 
sixty-six.  Dr.  Solley  graduated  in  1921  from 
Columbia  University  College  of  Physicians  and 
Surgeons  and  interned  at  St.  Luke’s  and  Lying-In 
Hospitals.  He  was  an  associate  attending  in  sur- 
gery at  St.  Luke’s  Hospital  and  St.  Luke’s  Hospital 
Outpatient  Department. 

Harry  Carl  Storrs,  M.D.,  of  Hanover,  New 
Hampshire,  formerly  of  Thiells,  retired,  died  on 
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August  26  at  the  age  of  seventy-five.  Dr.  Storrs 
graduated  in  1910  from  Dartmouth  Medical 
School.  From  1937  until  1956  he  was  superin- 
tendent of  the  Letchworth  Village  State  School.  In 
1951  Dr.  Storrs  was  honored  for  forty  years  of 


service  to  the  mentally  retarded  at  a luncheon  of 
the  Welfare  League  for  Retarded  Children  at  the 
Astor  Hotel.  Dr.  Storrs  was  a member  and  past- 
president  of  the  American  Association  on  Mental 
Deficiency. 


MEDICAL  MEETINGS 


Hospital  for  Joint  Diseases 

The  Hospital  for  Joint  Diseases  held  its  annual 
three-day  alumni  scientific  meeting  October  12 
through  14.  Robert  A.  Robinson,  M.D.,  professor 
of  orthopedic  surgery,  Johns  Hopkins  University, 
delivered  the  annual  Sir  Robert  Jones  Lecture. 

Netv  York  Society  of  Colon  and  Rectal  Surgeons 

The  New  York  Society  of  Colon  and  Rectal  Sur- 
geons will  hold  its  next  scientific  meeting  on  October 
19,  at  8:30  p.m.,  at  the  New  York  Academy  of  Medi- 
cine, 2 East  103rd  Street,  New  York  City. 

The  program  will  consist  of  two  papers:  “Clinical 
Aspects  of  Intestinal  Parasitic  Infections”  by  Samuel 
W.  Eisenberg,  M.D.,  associate  professor  of  proctology 
at  Temple  University,  Philadelphia;  and  “The  Use 
of  Chemotherapy  in  the  Treatment  of  Carcinoma  of 
the  Colon”  by  Rose  Ruth  Ellison,  M.D.,  of  the 
Memorial  Sloan-Kettering  Cancer  Center,  New  York 
City. 

Augustus  B.  Wadsworth  Lecture 

The  twelfth  Augustus  B.  Wadsworth  Lecture  will 
be  given  at  the  Division  of  Laboratories  and  Re- 
search, State  of  New  York  Department  of  Health, 
New  Scotland  Avenue,  Albany,  on  October  19. 
E.  G.  D.  Murray,  M.D.,  visiting  professor  in  medi- 
cal research.  University  of  Western  Ontario,  will 
speak  on  “Reflections  on  Clinical  Bacteriology.” 

The  lectureship  was  established  in  1950  by  the 
staff  of  the  Division  of  Laboratories  and  Research 
and  the  Council  of  the  New  York  State  Association 
of  Public  Health  Laboratories. 


Metropolitan  Chapter,  Professional  Group  on 
Bio-Medical  Electronics 

The  Metropolitan  Chapter  of  the  Professional 
Group  on  Bio-Medical  Electronics  will  hold  the  first 
meeting  of  its  1961-1962  season  on  October  24,  at 
8:00  P.M.  at  Welch  Hall,  Rockefeller  Institute,  67th 
Street  and  York  Avenue,  New  York  City.  There 
will  be  a premeeting  dinner  at  the  Sutton  Restaurant, 
1063  First  Avenue,  New  York  City,  at  6:15  p.m. 

The  topic  of  the  meeting  will  be  “Disk  Electro- 
phoresis.” The  speaker  vdll  be  Leonard  Ornstein, 
Ph.D.,  of  Mount  Sinai  Hospital.  Disk  electro- 
phoresis is  a new  high  resolution  technic  for  the 
electrophoretic  separation  of  proteins  and  other  large 
moleculalr  weight  ionic  substances. 

Ceron  tological  Society 

The  fourteenth  annual  meeting  of  the  Geronto- 
logical Society  will  be  held  in  Pittsburgh,  Pennsyl- 
vania, at  the  Penn-Sheraton  Hotel,  November  9 
through  11. 

The  professional  program  is  divided  into  four  sec- 
tions reflecting  the  professional  divisions  of  the 
society,  namely,  clinical  medicine,  biology,  psy- 
chology, and  social  welfare. 

For  further  information  write  to:  Joseph  T.  Free- 
man, M.D.,  1530  Locust  Street,  Philadelphia  2, 
Pennsylvania. 

New  York  Stale  District  Branches  of  the 
American  Psychiatric  Association 

The  1961  divisional  meeting  of  the  New  York  State 
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District  Branches  of  the  American  Psychiatric 
Association  will  be  held  November  10  through  12  at 
the  Hotel  New  Yorker  in  New  York  City.  The 
theme  of  the  meeting  will  be  “New  Directions  in 
Psychiatry.” 

There  will  be  six  scientific  sessions  and  four  panel 
discussions  during  the  three-day  meeting.  The 
scientific  sessions  progress  from  the  microchemistry 
of  the  organism  to  the  integrated  structure  of  the  ego. 

For  further  information  write  to:  James  P. 

Cattell,  M.D.,  880  Fifth  Avenue,  New  York  21,  New 
York. 

/ 

Jung  Memorial  Meeting 

A memorial  meeting  to  honor  the  late  Dr.  C.  G. 
Jung  will  be  held  in  the  New  York  Academy  of  Medi- 
cine Building,  2 East  103rd  Street,  New  York  City, 
on  December  1,  at  8:15  p.m.  The  meeting  is  co- 
sponsored by  the  New  York  Association  for  Analyt- 
ical Psychology  and  the  Analytical  Psychology 
Club  of  New  York. 

For  further  information  contact:  Mrs.  Henry 

Beckett,  30  Gansevoort  Street,  New  York  14,  New 
York. 

New  Location  for  Conference  on  “The  Cervix” 

The  New  York  Academy  of  Sciences  has  an- 
nounced that  its  conference  on  “The  Cervix”  will  be 
held  at  the  Henry  Hudson  Hotel,  353  West  57th 
Street,  New  York  City,  December  7 through  9, 
instead  of  at  the  Barbizon-Plaza  Hotel  as  an- 


nounced previously. 

For  further  information  write  to:  Alfred  B.  Kup- 
ferberg,  Ph.D.,  Conference  Cochairman,  Ortho  Re- 
search Foundation,  Raritan,  New  Jersey. 

American  Diabetes  Association 

The  American  Diabetes  Association  will  hold  its 
tenth  postgraduate  course  at  the  Statler  Hilton 
Hotel,  Detroit,  Michigan,  January  17  through  19, 
1962.  The  course  will  be  presented  in  cooperation 
with  the  University  of  Michigan  Medical  School, 
Wayne  State  University  College  of  Medicine,  Wayne 
County  Medical  Society,  and  the  Michigan  Diabetes 
Association. 

Rachmiel  Levine,  M.D.,  New  York  City,  will 
speak  on  “Diabetic  Defects  at  the  Cellular  Level” 
and  “Pathogenesis  and  Prevention.” 

For  information  write  to:  American  Diabetes 

Association,  1 East  45th  Street,  New  York  17,  New 
York. 

American  Society  of  Facial  Tlustic  Surgery 

The  American  Society  of  Facial  Plastic  Surgery 
has  announced  that  it  will  hold  meetings  on  January 
19,  1962,  at  the  Hotel  Elysee,  60  East  54th  Street, 
New  York  City,  and  on  March  3 through  5 at  the 
Roosevelt  Hotel,  New  Orleans,  Louisiana. 

For  information  contact:  Samuel  M.  Bloom, 

M.D.,  Secretary,  American  Society  of  Facial  Plastic 
Surgery,  123  East  83rd  Street,  New  York  28,  New 
York. 


Results  of  Physical  Examinations  Announced  by  A.M.A. 


The  results  of  the  physical  examinations  which 
were  given  to  1,900  physicians  during  the  annual 
meeting  of  the  American  Medical  Association  in 
New  York  City  in  June,  1961,  have  been  announced. 

Electrocardiograms  revealed  heart  abnormalities 
in  17.7  per  cent  of  1,945  physicians.  This  rate  is 
comparable  to  the  rate  in  each  of  the  seven  years 
the  physical  examinations  have  been  given  at  the 


A.M.A.  annual  meetings,  despite  the  fact  that  each 
year  there  is  a different  group  of  examinees  and 
different  consultants. 

Chest  roentgenograms  of  1,900  physicians  showed; 
suspected  tuberculosis  in  5.3  per  cent,  other  lung 
abnormalities  in  6.1  per  cent,  cardiovascular  abnor- 
malities in  6.7  per  cent,  and  other  conditions  in 
6.7  per  cent. 
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Postgraduate  Coixrse  in  Neoplastic  Diseases — 
Columbia  University  College  of  Physicians  and  Sur- 
geons announces  a postgraduate  course  in  neoplastic 
diseases  to  be  given  at  the  Francis  Delafield  Hos- 
pital, Columbia-Presbyterian  Medical  Center,  No- 
vember 27  through  December  2,  under  the  direction 
of  Alfred  Gellhorn,  M.D. 

For  additional  information  write  to:  Melvin  D. 
Yahr,  M.D.,  Assistant  Dean,  Columbia  University 
College  of  Physicians  and  Surgeons,  630  West  168th 
Street,  New  York  32,  New  York. 

New  Source  of  Poisoning  to  Children — The 
National  Clearinghouse  for  Poison  Control  Centers 
has  uncovered  an  unsuspected  source  of  poisoning  to 
children.  Surgeon  General  Luther  L.  Terr}'^,  of  the 
U.S.  Public  Health  Service,  has  announced  that  re- 
ports to  the  Clearinghouse  from  poison-control  cen- 
ters tell  of  children  being  poisoned  by  eating  wis- 
teria pods. 

Wisteria  plants  native  to  North  America  may  take 
the  form  of  vines,  bushes,  or  trees.  Cases  reported 
to  the  Clearinghouse  involved  victims  who  had 
eaten  the  same  part  of  the  plant,  the  pods.  One 
child  became  acutely  ill  after  eating  only  two  seeds 
from  a wisteria  pod.  All  of  the  victims  recovered 
after  treatment  by  physicians  following  notice  from 
poison-control  centers.  The  common  symptoms  of 
wisteria  poisoning  are  repeated  vomiting,  nausea, 
abdominal  pain,  diarrhea,  and  abdominal  swelling. 

Postgraduate  Course  on  Diseases  of  the  Heart 
and  Lungs — A postgraduate  course  sponsored  by  the 
Council  on  Postgraduate  Medical  Education  of  the 
American  College  of  Chest  Physicians  will  be  held 
at  the  Park  Sheraton  Hotel,  New  York  City,  No- 
vember 13  through  17.  The  title  of  the  course  is 
“Recent  Advances  in  the  Diagnosis  and  Treatment 
of  Diseases  of  the  Heart  and  Lungs.” 

The  faculty  will  be  comprised  of  72  specialists  in 
the  field.  The  cochairmen  of  the  committee  for  this 
course  are  Edgar  Mayer,  M.D.,  Alvan  L.  Barach, 
M.D.,  Arthur  M.  Master,  M.D.,  Emil  A.  Naclerio, 
M.D.,  and  Coleman  B.  Rabin,  M.D.,  all  of  New  York 
City. 

For  further  information  write  to:  American 

College  of  Chest  Physicians,  112  East  Chestnut 
Street,  Chicago  11,  Illinois. 

Medico  Calls  for  Physicians — Medico  (Medical 
International  Cooperation  Organization)  is  increas- 


ing the  number  of  medical  personnel  serving  in  its 
overseas  hospital  and  clinic  installations.  There  are 
fifteen  Medico-supported  units  in  twelve  countries 
in  various  parts  of  the  world.  New  requests  are 
being  received  for  additional  medical  and  surgical 
teams  in  South  America  and  in  the  newly  emerging 
countries  in  Africa. 

At  present,  surgeons,  internists,  general  practi- 
tioners, ami  anesthesia  specialists  are  needed  in 
Afghanistan,  Cambodia,  Vietnam,  Malaya,  Laos, 
and  Haiti.  Information  on  salary,  length  of  service, 
and  specific  information  concerning  each  project  will 
be  sent  on  request  to:  Peter  D.  Comanduras,  M.D., 
Secretary  General,  Medico,  Inc.,  420  Lexington 
Avenue,  New  York  17,  New  York. 

Course  on  Elbow,  Forearm,  and  Wrist — A two-day 
lecture  course  on  the  elbow,  forearm,  and  wrist 
sponsored  b}'  the  New  York  and  Brooklyn  Regional 
Committee  on  Trauma  of  the  American  College  of 
Surgeons  will  be  given  on  Friday  and  Saturday, 
December  1 and  2 at  the  Einhorn  Auditorium  of  the 
Lenox  Hill  Hospital,  New  York  City.  Registration 
will  begin  at  8:00  a.m.  on  December  1. 

The  course  consists  of  lectures  devoted  to  the 
anatomy  and  surgical  procedures  of  the  elbow,  fore- 
arm, and  wrist.  Clinical  and  radiographic  aspects 
of  trauma  to  these  areas  will  be  presented. 

For  further  information  contact:  Alexander 

Garcia,  Jr.,  M.D.,  180  Fort  Washington  Avenue, 
New  York  32,  New  York. 

Baby  Book  Available — A revised  edition  of  “Baby 
Book,”  one  of  the  most  popular  publications  of  the 
New  York  State  Health  Department,  is  now  avail- 
able for  distribution  on  request,  Herman  E.  Hilleboe, 
M.D.,  State  Health  Commissioner,  has  announced. 

The  64-page  booklet,  prepared  by  the  State  Health 
Department’s  Office  of  Public  Health  Education  in 
cooperation  with  the  Bureau  of  Maternal  and  Child 
Health,  is  designed  to  help  parents  in  caring  for  and 
understanding  their  baby. 

Copies  of  the  booklet  are  available  without  cost  to 
residents  of  New  York  State  from  city  and  county 
health  departments,  district  health  offices,  and  the 
Office  of  Public  Health  Education,  New  York  State 
Health  Department,  84  Holland  Avenue,  Albany  8, 
New  York. 

Postgraduate  Course  in  Allergy — A two-week  posG 
graduate  course  is  being  offered  by  the  Departments 
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of  Allerg\’  and  Applied  Immunology  of  the  Temple 
University  Medical  Center  and  the  Graduate  School 
of  Medicine  of  the  University  of  Pennsylvania. 
Sessions  will  be  held  daily  at  the  Temple  University 
Medical  Center  in  Philadelphia  from  9:00  a.m.  to 
5:00  p.M.  from  March  5 to  March  16,  1962. 

For  brochure  and  application  forms  write  to: 
George  Blumstein,  M.D.,  Temple  Medical  Center, 
Philadelphia  40,  Pennsylvania. 

Study  of  Reactions  of  Disabled  Workers — The 
Federal  Government  has  awarded  an  $81,000  grant 
to  Human  Resources  Foundation  (IIRF),  the  re- 
search and  teaching  arm  of  Abilities  Inc.,  for  a “map- 
in-space”  study  of  disabled  workers. 

The  unusual  re.search  project  will  use  the  technics 
of  space  medicine  to  study  the  physiologic  and  psj’- 
chologic  reactions  of  the  disabled  worker  in  an  on- 


the-job  setting  as  he  goes  through  his  daily  routine. 
The  key  to  the  project  is  a tiny  telemetering  device 
that  transmits  a variety  of  bodily  reactions  via  short 
wave.  The  study  is  planned  for  five  j'ears.  The 
results  will  be  made  public  through  a series  of  confer- 
ences at  Abilities,  Inc.,  in  Albertson,  Long  Island, 
for  leaders  from  the  fields  of  medicine,  research,  psy- 
chology, and  education. 


Postgraduate  Assembly  in  San  Diego — The  fif- 
teenth annual  postgraduate  assembly,  sponsored  by 
the  San  Diego  County  General  Hospital,  will  be 
held  on  Wednesilay  and  Thursday,  November  1 and 
2,  at  the  County  Hospital,  San  Diego,  California. 

Registrar  for  the  course  is  James  E.  Sandell,  M.D., 
San  Diego  County  General  Hospital,  San  Diego  3, 
California. 


Personalities 


Installed 

Charles  P.  Bailey,  M.D.,  New  York  City,  as 
president  of  the  United  States  Section  of  the  Inter- 
national College  of  Surgeons. 

Resigned 

Dean  D.  Smith,  M.D.,  Johnson  City,  from  his 
position  as  education  coordinator  of  the  Wilson 
Memorial  Hospital. 

New  Office 

James  J.  Finnerty,  M.D.,  Las  Vegas,  Nevada,  for 
the  practice  of  obstetrics  and  gymecology  in  Water- 
town  . . . Esat  A.  Toksu,  M.D.,  Buffalo,  for  the 
practice  of  plastic  surgen,-  in  Utica. 

Elected 

William  A.  Brumfield,  Jr.,  M.D.,  White  Plains, 
re-elected  as  president  of  Annual  Health  Conference 
Inc. . . . Lester  I.  Citrin,  M.D.,  Schenectady,  as 
president  of  the  Rensselaer  County  Chapter  of  the 
American  Cancer  Society  . . . Dominick  F.  Maurillo, 
M.D.,  Brooklyn,  as  a trustee  of  the  Prudential  Sav- 
ings Bank,  Brooklyn  . . . B.  Edmond  Thomas, 
M.D.,  Douglaston,  as  president  of  the  North  Shore 
Hospital  Medical  Staff  . . . Richard  S.  Usen,  M.D., 
West  Nyack,  as  a member  of  the  American  College 
of  Physicians. 

Appointed 

Adrian  Brodey,  M.D.,  Lawrence,  as  director  of 
dermatology,  of  Peninsula  General  Hospital . . . 
Morris  A.  Jacobs,  M.D.,  Port  Richmond,  Staten 


Island,  as  superintendent  of  the  Passaic  County 
Ilofspital,  Passaic,  New  Jersey  . . . Mitchel  Siegel, 
M.D.,  Jamaica,  as  director  of  anesthesiology  at  the 
Booth  Memorial  Hospital  in  Flushing  . . . Wesley  G. 
Slocum,  M.D.,  Bronx,  to  the  surgical  staff  at  the 
V'^eterans  Administration  Hospital  at  Castle  Point 
. . . Lester  Carson  Spier,  M.D.,  New  York  City,  to 
the  board  of  trustees  of  Alfred  University  . . . Alfred 
Yankauer,  M.D.,  Albany,  as  regional  adviser  in 
maternal  and  child  health  with  the  Pan  American 
Sanitary'  Bureau,  regional  office  for  the  Americas  of 
the  World  Health  Organization. 

Speakers 

Oscar  Auerbach,  M.D.,  Staten  Island,  on  the  topic 
“Smoking  and  Lung  Cancer”  and  Floyd  M.  Feld- 
mann,  M.D.,  Bronxville,  on  the  topic  “TB  Research 
in  1961”  at  the  Golden  Anniversary  meeting  of  the 
Main  Tuberculosis  and  Health  Association  . . . Frank 
Glenn,  M.D.,  New  York  City,  presenting  the  first 
Stephen  C.  Meigher  Memorial  Lecture  on  September 
19  . . . Robert  Turell,  M.D.,  New  York  City,  on 
September  7 before  the  Harrison  County  Medical 
Society,  Clarksburg,  West  Virginia,  on  the  topic 
“Some  of  the  Controversial  Aspects  of  Proctologic 
Problems”;  on  September  8 before  the  staff  of  the 
Veterans  Administration  Hospital  in  Clarksburg  on 
“The  Anatomy  and  Physiology  of  the  Anal  Sphinc- 
ter”; and  on  September  9 before  the  West  Virginia 
University  Medical  Center  at  Morgantown  on  the 
subject  “The  Cancer  Potential  of  Adenomas  of  the 
Rectum  and  Colon.” 


October  15,  1961 
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Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS 


OF  JANUARY  1,  1961—25,372 


County 


Prttident 


Sterttmry 


Tremourtr 


Albany 

Allesany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga.  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Dlstei 

Warren 

Washington. . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


Benjamin  Hoffman Albany 

George  E.  Taylor,  Jr Cuba 

George  A.  Howley Bronx 

George  C.  Hamilton. . .Binghamton 

B.  John  Toth Olean 

Leonard  W.  Sincerbeaux.  ..  Auburn 

H.  Wolcott  Ingham Jamestown 

William  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

LeRoy  J.  Holbert Kiuderhook 

William  J.  McAuliffe Cortland 

David  G.  Doane Walton 

Morris  J.  Frank Beacon 

Eugene  J.  liana  van Buffalo 

Rudolph  J.  Martin.  . . . Ticnmleroga 

C.  Bradley  Sageman.  .Saranac  Lake 

Arthur  Howard Johnstown 

Myron  E.  Williams Batavia 

T.  Earl  McQuade Coxsackie 

Leo  L.  Heller Newport 

Rudolph  J.  Haas Chaumont 

Leslie  H.  Tisdall Brooklyn 

Louis  A.  Avallone Lowville 

Stanley  J.  Jackson.  .Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Charles  R.  Mathews Rochester 

Feori  F.  Pipito Amsterdam 

Wendell  L.  Hughes  . . . .Hempstead 

David  Lyall New  York 

John  T.  Donovan,  Jr Lockport 

Theodore  J.  Kantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

Allen  H.  Keniston Port  Jervis 

Arnold  O.  Riley Holley 

John  B.  Riley Oswego 

Hans  E.  Wilk Oneonta 

Eugene  Lusardi Cold  Spring 

Charles  C.  Mangi Woodhaven 

David  R.  Tomlinson Troy 

Frederic  D.  Regan.  . .Staten  Island 

G.  Gordon  Knight Piermont 

Alexander  E.  Dodds Edwards 

G.  D.  Anderson. . .Saratoga  Springs 

Donald  C.  Walker Delanson 

Robert  Greenwald Cobleskill 

Fritz  Landsberg Watkins  Glen 

Willard  L.  Ilogeboom Willard 

Leon  M.  Roe Catiisteo 

Anthony  Kohn Bay  Shore 

Hyman  O.  Immerman.  . .Woodridge 

Henry  Kaine Spencer 

Noah  J.  Kassman Ithaca 

Vincent  Amatrano Kingston 

Raymond  L.  Rhodes. ..  .Glens  Falls 

Peter  J.  Attwood Greenwich 

Charles  D.  Reeves Newark 

Charles  M.  Brane Yonkers 

G.  Stanley  Baker Castile 

Vincas  Sirmenis Penn  Yan 


John  J.  Phelan,  Jr Albany 

Edward  W.  Briggs,  Jr..  . . Wellsville 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicott 

Frank  T.  Frost Olean 

Donald  W.  Delahanty Auburn 

Joseph  V.  Karnes Dunkirk 

James  A.  Mark Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Donald  R.  Gibbs Cortland 

Marvin  Huyck Walton 

James  K.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

.lames  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington.  . .Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  .A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn.  . .Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Philip  T.  Cortese Amsterdam 

Lyon  Steine Vsdley  Stream 

William  L.  Wheeler,  Jr..  . New  York 
William  C.  Niesen. ...  Niagara  Falls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Frank  C.  Meyer.  . . i Fulton 

John  M.  Constantine Oneonta 

John  Simmons Brewster 

Frank  W.  Farrell Flushing 

John  A.  Enzien Troy 

Joseph  Dolgin Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot. . Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  V.  Dewell Cobleskill 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheiiner. . Waterloo 

Milton  Tally Hornell 

Joseph  Lambert Bay  Shore 

Alan  R.  Fried. ..  .Livingston  Manor 

George  F.  Pritchard Owego 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb.  Jr Kingsbin 

Norman  A.  Harvey Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Wallace  M.  Sheridan.  . White  Plains 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker. . . .Penn  Yan 


Salvatore  Tabacco Albany 

Frederick  H.  McCarty ...  Wellsville 

Herbert  G.  Cohen Bronx 

James  F.  Johnson Binghamton 

Ruth  R.  Knobloch ....  Little  Valley 

Joseph  T.  Birardi Auburn 

C.  Otto  Lindbeck Jamestown 

Francis  W.  Chamberlain.  . . .Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

Francis  W.  O'Donnell Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  11.  Raymond.  . .Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington.  ..  Watertown 

James  L.  O’Leary Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 

G.  Emerson  Learn Mount  Morris 

Gareth  S.  West Chittenango 

Charles  D.  Sherman,  Jr.. .Rochester 
Robert  W.  Dunlap,  Jr.. .Amsterdam 

Louis  Bush Baldwin 

Adelaide  Romaine New  York 

Glenn  E.  Jones Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Hale Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  Dispenza Albion 

Frank  C.  Meyer  Fulton 

John  M.  Constantine Oneonta 

John  Del  Campo Carmel 

Victor  S.  Lait Flushing 

Thomas  Engster.  .Center  Brunswick 

J.  J.  Silverman Staten  Island 

John  C.  Cardona Nysck 

Maurice  J.  Ehler Massena 

William  H.  Moore . Saratoga  Springs 

Kurt  H.  Meyerhoff Schenectatly 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

William  P.  Magonlieimer. . Waterloo 

Milton  Tally Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried ....  Livingston  Manor 

George  F.  Pritchard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Joseph  Asin Newark 

Robert  E.  llealy Mount  Kisco 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker. . . . Penn  Yan 
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Does  Your  Medical  Aasistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-mon(hi  day  count  Includes  Inicnsivc  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Bcltool  clir7.^3‘n?  " " 

Licensed  by  the  Slate  of  New  York  


PINEWOOD  g;-  [ri?  w^"ndJr"  1 

EST,  1930  Df,  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 
A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate:  Commence  at  $125.00  per  week. 

N.  y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  Fri.,  — 8U  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.#  Sat.  — RH  4-3700 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted 

Hates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiefrisl 
R.  Stuart  Dyer,  M.D.,  4st(.  PtychistrUt 
Donald  Boudreau,  M.D.,At«(.  P $yckistritt 
6^  West  Onondaga  Street 
SYRAGUSEg  Nu  Y. 


BUY 


SAVINGS  BONDS 


JUST  PUBLISHED! 

1961  Edition  of  the  “BLUE  BOOK" 

THE  MEDICAL  DIRECTORY 
OF 

NEW  YORK  STATE 

NON-MEMBERS  OF  THE  MEDICAL  SOCIETY 
ORDER  YOUR  COPY  FROM: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue.  New  York,  New  York 

($20.00  per  volume  plus  3%  sales  tax  in  New  York  City) 

To  avoid  duplication  of  orders,  please  state 
when  ordering  for  hospitals,  societies,  com- 
panies, etc. 


M UST  HiLh 

West  252nd  St.  and  Fieldf«ton  Road 
Rirerdale-on-the^Hudson,  New  York  City 
For  nerroua,  meotal,  drug  and  alcoholic  patients.  The  sanitarian)  Is 
beautifully  IcKtted  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  DcKtors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  scot  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Klnsibrldgt  9-8440 


HOLBROOK  MANOR  ''K'" 

Five  Acrea  of  Pinewooded  Grounda 

SENILE— AGED 

Non-aectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRalalgar  7-2666 


FOR  GASTRO  INTESTINAL  DYSFUNCTION  AND 
ANTI  FLATULENT  EFFECTS  IN  FERMENTATION 


'^Sedation  & Euphoria  for  Nervous, 
Irritable  Patients’* 


“A  modernized  method  of  prepanni  Burov 
Solution  U.S.P.  XIV’ 


EUCARBON® 


Each  tablet  contains:  Citract  of  Rhubarb, 
Senna.  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  OH,  In  a bi|hly  activated  char- 
coal base. 

Action  and  Uses:  Mild  lasative.  adsorbent 
and  carminative.  For  use  In  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  In  dermatology. 

Doses;  1 or  2 tablets  daily  hr.  after 
meals  — Supplyi  Tins  of  100. 


VALERIANETSDISPERT® 


Each  Chocolate  Coated  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  O.OS  gm. 
dispergenliied.  Tastless,  Odorless,  Non- 
Depressant,  Non-Habit  forming.  Indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  mollmena.  Insomnia. 


PRESTO-BORO® 


r 


POWDER  IN  ENVELOPES  OR  TABLCTS 


(Alum.  SulfaU  and  Calc.  Acetate).  For  UM 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  iwtlllngs.  Inllammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST„  NEW  YORK  1,  N.  Y. 
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PHYSICIANS  WANTED 


Internist — Large  Midwest  hospital.  Must  be  board  eligible. 
Write  Box  234,  N.  Y.  St.  Jr.  Med. 


Physician  wanted  for  career  in  industrial  medicine  by  a large 
chemical  company  with  a New  York  State  plant.  Good  per- 
manent future  and  excellent  job  opportunities.  Please  en- 
close resume  with  letter  giving  name,  address,  phone  number, 
age,  training,  medical  education,  licensure,  as  soon  as  possible 
to  C.  A.  D'Alonzo,  M.D.,  F.A.C.P.,  Assistant  Medical 
Director,  E.  I.  du  Pont  de  Nemours  & Co.,  11400  Nemours 
Building,  Wilmington  98,  Delaware. 


Generalist  to  take  over  old  established  practice  in  beautiful 
home-office  combination.  Com  pi.  equipped  and  furnished. 
Upstate,  N.  Y.,  Thruway  exit.  Hospitals  nearby.  Health 
officer  and  school  physician  positions  available,  excellent 
income.  Price  $46,000.  Write  Box  391,  N.  Y.  8t.  Jr.  Med. 


Urologist — Board  qualified  to  serve  approximately  30,000- 
Office  space  and  residence  available.  Two  year  guaranteed 
minimum  income.  Contact  Administrator,  Mary  McClellan 
Hospital,  Cambridge,  New  York. 


Anesthesiologist  wanted.  Board  eligible,  with  New  York 
State  license,  to  work  in  Nassau  County  with  group.  Con- 
tact Dr.  J.  Santeramo,  159  Wright  Road,  Rockville  Centre, 
New  York. 


General  Practitioner  needed — Clinton,  N.  Y.,  home  of  Hamil- 
ton College.  5 mi.  S.  of  Utica.  3 open-staffed  hospitals 
only  10  min.  away.  Desperate  need  for  3rd  physician.  Con- 
tact Clinton  Chamber  Commerce,  A.  F.  Gaffney,  M.D.,  or 
Leon  Benton,  M.D. 


House-physician,  60  bed  hospital.  Quarters  available. 
Hours  and  salary  open.  Apply  Administrator,  Freeport  Hos- 
pital, Freeport,  L.  I.,  N.  Y. 


PHYSICIAN  WANTED;  Board  eligible  OB/GYN  to 
take  over  full  OB  specialty  practice  (Orange  Co.),  during  2 
yr.  absence  of  owner  for  GYN  residency.  Equal  partner- 
ship upon  return,  For  details,  write  Joseph  F.  McElligott, 
60  Broad  Street,  N.  Y.  C.  4,  N.  Y. 


House  staff  member  (1)  full  time.  Accredited  60  bed  general 
hospital  located  in  University  City  near  medical  center. 
Adult  medical  and  surgical  patients  only.  Salary  $9,000 
year.  Write  Administrator,  Midtown  Hospital,  Syracuse, 
New  York,  stating  qualifications  and  training. 


HOUSE  PHYSICIANS:  Required  for  Spring  Valley  Gen- 

eral Hospital,  New  York.  Must  have  certification  by  the 
“ECFMG”  and  have  or  be  eligible  for  certification  or  tem- 
porary licensure  by  New  York  State.  Good  salary  and  work- 
ing conditions,  .\pply  Administrator. 


PRACTICES:  FOR  SALE  OR  RENT 


Upstate  New  York,  well-established  and  lucrative  general 
practice  for  sale  for  price  of  equipment  only.  Liberal  terms. 
City  of  35,000  population.  Open  hospitals.  Available  Jan- 
uary 1st.  Write  Box  422,  N.  Y.  St.  Jr.  Med. 


FOR  SALE:  Well  established  general  practice.  Due  to  ill- 
ness. Includes  diathermy,  fluoroscopy,  electrocardiograph. 
Long  lease,  reasonable.  Address:  Harry  M.  Lebowitz,  M.D. 
20:39  Shore  Blvd.,  Astoria,  6,  N.  Y. 


Western  New  York;  Busy  established  general  practice  in 
rural  village  25  minutes  from  large  city.  Office-home  com- 
bination with  equipment.  Five  minutes  from  modern  general 
practice  hospital.  Will  be  welcomed  by  local  physicians. 
Sacrifice  price.  Contact  Box  414,  N.  Y.  St.  Jr.  Med. 


Well  established  general  practice,  home-office  combination, 
in  western  N«»sau  County.  Will  introduce.  Write  Box  409, 
N.  Y.  St.  Jr.  Med. 


Large  general  practice,  home-office  combination,  2 hospitals, 
Kingston,  for  sale  early  part  1962.  Write  Box  396,  N.  Y. 
St.  Jr.  Med. 


t 


General  Practice  for  sale,  established  11  years,  growing  Long 
Island  community.  Home-office  combination,  real  estate 
for  sale  or  rent.  May  consider  mutual  benefit  arrangement. 
Reply  P.  O.  Box  232,  Malverne,  N.  Y. 


For  Sale;  Due  to  retirement,  well  established  17  year  active 
practice  and  modernized  home,  located  in  center  of  River- 
head,  Long  Island,  on  Main  Street.  Easy  terms.  Willing  to 
introduce  to  patients.  Accredited  hospital  nearby.  Write 
Box  397,  N.  Y.  St.  Jr.  Med. 


Very  modern  G.P.  office  in  Forest  Hills,  Queens  Boulevard 
near  hospital  and  transportation,  for  sale.  Reasonable  rent, 
suitable  for  G.P.  or  specialist.  Write  Box  428,  N.Y.  St.  Jr. 
Med. 


POSITIONS  WANTED 


Will  buy  general  practice  or  partnership  with  present  practi- 
tioner in  New  York  or  vicinity.  Write  Box  425,  N.Y.  St.  Jr. 
Med. 


Wanted;  To  assist  general  practitioner  in  practice  in  New 
York  I’m  semi-retired,  N.Y.  licensed.  No  salary  or  fee 
required.  Write  Box  424,  N.Y.  St.  Jr.  Med. 


Young,  energetic  G.P.,  7 yrs.  experience  wishes  to  relocate 
in  the  N.Y.  suburbs.  Consider  partnership  arrangement  or 
purchase  of  an  active  practice.  Write  Box  426,  N.  Y.  St. 
Jr.  Med. 


Pathologist,  certified  AP  and  CP.  17  years,  experience.  .4s 
chief  or  associate.  Write  Box  427,  N.Y.  St.  Jr.  Med. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


Space  available — new  air-conditioned  Professional  Building 
near  two  expanding  hospitals.  North  Shore  Suffolk  County. 
Fast  growing  area — on  site  parking.  Write  Box  423,  N.Y.  St. 
Jr.  Med. 


NASSAU  COUNTY,  Long  Island.  Spacious  English-type 
home  with  office  combination.  20  years  established.  G.P. 
and  surgery.  Six-room  office  suitable  group  practice.  6 hos- 
pitals, radius  10  miles.  Retiring.  Will  introduce.  Easy 
mortgage  terms,  if  needed.  Write  Box  421,  N.Y.  St.  Jr.  Med. 


FOR  SALE;  Modern,  spacious  country  home,  GO  miles  from 
New  York.  On  Long  Island,  where  physician  is  drastically 
needed.  Suitably  arranged  for  home  and  office.  Most  desir- 
able terms  available.  Write  to  E.  Gores,  Box  415,  Patchogue, 
N.  Y. 


Uniond^e  Professional  Building  (East  Hempstead  area) 
374  Uniondale  Avenue.  Offices  for  rent.  Air  conditioned. 
Will  alter  to  suit.  Private  lavatories.  Excellent  oppor- 
tunity for  general  practitioner  or  specialist.  Mrs.  Uesch 
PI  1-6632. 


Riverdale,  2530  Independence  Ave.  Office  space  for  rent. 
Newly  built,  air-conditioned,  luxurious  apt.  house.  3,000  sq. 
ft.  at  $3  per.  Available  for  1-4  professionals.  Will  subdivide, 
decorate,  plumbing,  etc.,  to  suit.  Ample  parking.  Immediate 
vicinity  5,000  apts.  KI  6-9690. 


For  Rent:  Doctors  and  Dentists  suites.  New  professional 

building,  air  conditioned.  Write:  Bernard  Lasher,  Red 

Hook.  New  York  or  phone  PLateau  8-3201. 


Professional  office  for  dentist  or  doctor  to  lease,  main  corner 
location.  Growing  area;  Sunrise  Highway;  Lindenhurst, 
L.I.  Present  tenant  moving  to  own  building.  Call  MY 
1-7400  days,  MO  9-7568  evenings.  Area  code.  516. 


UNUSUAL  OPPORTUNITY  FOR  M.D. 

Finest  office  location  available  in  Brooklyn  on  Profes- 
sional Row.  Designed  and  planned  to  suit  individual 
specialist  or  group.  Parking  available,  garden;  private  en- 
trance(s)  with  suite(s)  to  fit  your  need.  Desirable  for 
busy  practitioner  or  beginner.  All  at  a very  reasonable 
rent.  Lease  and  options  to  right  individual  or  group. 
IN  9-1734. 


EQUIPMENT  FOR  SALE 


Radiologist's  modern  200  M.A.  x-ray  diagnostic  unit  and 
dark  room  accessories  for  sale.  Harold  Schwartz,  M.D., 
99  Pratt  St.,  Hartford  3,  Conn. 


FOR  SALE:  Hugh  Young  Convertible  Cystoscope,  24- 

French,  complete;  excellent  condition.  S200.  Also,  peri- 
toneoscope, unused.  Make  an  offer.  Write  Box  418,  N.  Y. 
St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  30%  on  accounts  less  than  6 
months  past  due;  33>/i%  less  than  a year;  35%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.  Y.  36. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D., 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO  4-1100. 


CLASSIFIED  RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 
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when  G.l.  patients 
double  up  with  pain... 
double  up  on 
symptomatic  relief 

"ENARAX 

(oxyphencyc limine  plus  ATARAX®) 

In  peptic  ulcer  and  functional  bowel  distress 

ENARAX  provides  dual  relief  of  symptoms;  it  de- 
creases acid  flow  and  spasm . . . and  relieves  tension. 

Plus  protection  against  flare-ups 

ENARAX  works  continuously . . . gives  dependable  24- 
hour  control,  usually  with  b.i.d.  dosage. 

Here’s  how:  ENARAX  combines  oxyphencyclimine,  an 
inherently  long-acting  anticholinergic  (no  slip-ups 
due  to  coatings  or  timing  devices),  plus  Atarax,*  one 
of  the  best  tolerated  tranquilizers,  to  decrease  ten- 
sion without  increasing  gastric  secretion.  The  result: 
demonstrated  success  in  87%  of  cases,' 

Anticholinergics  alone  are  often  not  enough.  But  G.  I. 
complaints  like  “burning,”  hyperacidity,  pain,  spasm 
and  associated  tension  have  one  hopeful  thing  in 
common:  they  usually  respond  to  your  prescription 
for  ENARAX. 

Dosage:  The  usual  dosage  is  one  ENARAX  5 or  ENARAX  10 
tablet  twice  daily— preferably  in  the  morning  and  before  retiring. 
Maintenance  dose  should  be  adjusted  according  to  therapeutic 
response.  Use  with  caution  in  patients  with  prostatic  hyper- 
trophy and  only  with  ophthalmological  supervision  in  glaucoma. 

Supplied:  ENARAX  5 (oxyphencyclimine  HCI  5 mg..  Atarax  25 
mg.)  and  ENARAX  10  (oxyphencyclimine  HCI  10  mg.,  Atarax 
25  mg.),  bottles  of  60. 

1.  Hock,  C.  W.:  Am.  J.  Gastroenterol.  34:293  (Sept.)  1960. 
* brand  of  hydroxyzine 

FOR  HEMATOPOIETIC  STIMULATION  WHERE  OC- 
CULT BLEEDING  IS  PRESENT:  HEPTUNA®  PLUS  - 
Balanced  Hematinic  Formula 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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IN  GOLDS  AND  SINUSITIS- 

THE  RIGHT  AMOUNT  OF  “INNER  SPACE 

Neo-Synephrine  hydrochloride  relieves  the  boggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 


LABORATORIES 
New  York  18,  N.  Y. 


Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera' 
peutic  turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 


NEO-SYNEPHRINE 

Brand  of  phenylephrine 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
%%  to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly.  (jsjjm) 
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NEW.  .made  irom  lOOX  com  oil 


IMSALTED  MARGARINE 


FOR  HYPERTENSIVE  PATIENTS 


* contains  only  10  mgs.  of  sodium  per  100  grams 

* contains  50%  liquid  corn  oil  and  50%  partially 
hydrogenated  corn  oil 

* has  30%  linoleic  acid— 10  times  that  of  butter 


Because  of  the  relationship  of  high- 
sodium  intake  to  elevated  blood  pres- 
sure, new  Fleischmann’s  Unsalted  Corn 
Oil  Margarine  will  prove  to  be  a valu- 
able addition  to  the  dietary  regimen  of 
your  hypertensive  patients.  It  contains 
only  10  mgs.  of  sodium  per  100  grams. 

Fleischmann’s  Unsalted  Margarine  is 
made  from  100%  corn  oil  and  contains 
both  liquid  corn  oil  and  partially  hydro- 
genated corn  oil.  Its  linoleic  acid  content 
of  30%  is  three  times  higher  than  the 
10%  of  regular  margarines  and  ten  times 
higher  than  the  3%  of  butter.  This  is  the 
only  unsalted  margarine  made  from 
100%  corn  oil. 

The  substitution  of  Fleischmann’s  Un- 
salted Corn  Oil  Margarine  for  butter  or 


ordinary  margarines  in  your  hyperten- 
sive patients’  dietary  regimen  has  the 
added  advantage  of  increasing  their  in- 
take of  high  polyunsaturates  . . . impor- 
tant because  of  their  association  with 
hypertension  and  atherosclerosis. 

If  your  hypertensive  patient  needs  so- 
dium restriction,  recommend  Fleisch- 
mann’s Unsalted.  It  has  a light,  delicate 
taste  that  he’ll  like.  Tell  him  that  it  is 
available  in  his  grocer’s  frozen  food  case. 

Write  now  for  physician  booklet  of  5 
coupons— each  coupon  redeemable  by 
your  patient  for  1 lb.  of  Fleischmann’s 
Unsalted  Margarine.  Address  Fleisch- 
mann’s Unsalted  Margarine,  625  Madi- 
son Avenue,  N.  Y.  22,  N.  Y.  Distribution 
presently  limited  in  some  areas. 


In  line  with  the  suggestion  of  the 
American  Heart  Association  to  manufacturers, 
we  are  listing  the  fatty  acid  composition  of 
Fleischmann’s  Unsalted  (Sweet)  Margarine: 


Unsaturated  Fatty  Acids: 

Polyunsaturates 30% 

Monounsaturates 50% 

Saturated  Fatty  Acids  . . . 20% 


100% 

Fleischmann’s 

Fresh-Frozen  in  the  green  foil  package 
in  your  grocer's  frozen  food  case 


AVERAGE  DAILY  INTAKE 

Two  Ounces  or  Eight  Pats  of  Fleischmann's 
Corn  Oil  Margarine  Will  Supply 


Corn  Oil— Liquid 22.7  Gm. 

Corn  Oil— Partially  Hydrogenated  . . . 22.7  Gm. 
Iodine  Value 90-95 

Sodium  (dietetically  sodium-free)  ...  6 Mgs. 

Linoleic  Acid 13.6  Gm. 

Vitamin  A (Adult's  Need) 47% 

Vitamin  A (Child’s  Need) 62% 

Vitamin  D (Adult’s  and  Child's  Need)  . . . 62% 


ONLY  UNSALTED  MARGARINE 
MADE  FROM  100%  CORN  OIL 
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IH  BROHCHIAL  ASTHMA..  "MARKED  IHCREASE IH  VITAL  CAPACITY..."' 


objective  evidence  of  relief 

Dexamethasone  produced  moderate  to  excellent  improvement  in  85  per  cent  of  143 
patients  with  bronchial  asthma  and  pulmonary  emphysema.  Objective  evidence 
of  antiasthmatic  effects:  ‘‘Marked  Increase  in  Vital  Capacity  and  Maximum  Breathing 
Capacity”*. . ."Increased  Efficiency  in  The  Air  Plow  Dynamics  of  Mibdmal  Cough.”* 


Supplied:  as  0.7S  mg.  and  0.5  mg.  scored,  pentagon.shaped  tablets  In  bottles  of  100.  Also  available 
as  Injection  DECAORON  Phosphate  and  new  Elixir  Decadron.  Additional  information  on  DECAORON 
is  available  to  physicians  on  request.  DECAORON  is  a trademark  of  Merck  & Co.,  Inc. 

‘Bickerman,  H.  A.,  et  al.:  Physiologic  and  steroid  therapy  in  respiratory  disease. 
Scientific  Exhibit,  A.M.  A.  Convention,  Atlantic  City,  N.  J.,  June  8>12, 1959. 

MERCK  SHARP  & DOHME  Division  of  Merck  & Co.,  INC.,  West  Point,  Pa. 


Decadron^ 
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Rapid  relief  from 

PERIPHERAL  NEURITIS  . POLYNEUROPATHY  . HERPES  ZOSTER 


C O E N Z Y M E-B 


to  counter  the  effects  of  cocarboxylase  deficiency 
on  the  nervous  and  cardiovascular  systems 

Predominant  symptoms  of  cocarboxylase  deficiency  are  referable  to 
the  painful  degenerative  processes  of  peripheral  neuritis  or 
polyneuropathy.  Parenteral  administration  of  cocarboxylase 
(COENZYME-B)  50  mg.  affords  rapid  relief  from  these  complica- 
tions. Neuritis,  which  is  benefited  by  cocarboxylase,  occurs  at 
times  in  malnutrition,  cardiac  conditions,  diabetes,  chronic  gastro- 
intestinal diseases  (diarrheas,  intestinal  resections,  fistulae,  sprue, 
achlorhydria),  drug  intoxication,  herpes  zoster  and  infections. 

COENZYME'B  (diphosphothiamin) 
is  available  in: 

CAPSULES  — 25  mg  (bottles  of  50’s  and  lOO’s) 

2 cc  AMPULS  — 50  mg  (boxes  of  25,  50  and  100) 

(for  intramuscular  use  only) 

Write  for  physicians'  samples  for  clinical  triof. 


BARROWS  BIOCHEMICAL  PRODUCTS  CORP. 


BARROWS 


INWOOD,  LONG  ISLAND.  NEW  YORK 


Blochemicals  ■ Manufacturing  Chemists  • Pharmaceuticals 
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COZYME 


(dexpanthenol,  Travenol) 


ACTION 


Restores  Normal  Peristalsis  after  Surgical  Stress 

COZYME  is  a specific  for  post  surgical  intestinal  atony,  abdomi- 

nal distention,  paralytic  ileus  and  retention  of  flatus  and  feces.  Routine  administration 
is  completely  safe,  even  in  cases  such  as  intestinal  anastomoses.  COZYME  stimulates 
the  return  of  normal  peristalsis.There  are  no  known  contraindications,  except  concurrent 
use  with  other  enterokinetics  such  as  neostigmine.  A vast  number  of  cases  on  record 
attest  to  the  effectiveness  of  COZYME.  Many  surgeons  and  obstetricians  use  this  drug 
as  an  indispensible  part  of  postsurgical  and  postnatal  case  management. 

Supplied:  In  2 ml.  and  10  ml.  vials  containing  250  mg.  of  dexpanthenol  per  ml.  Also  in 
2 ml.  disposable  syringe  containing  250  mg.  of  dexpanthenol  per  ml. 


Bibliography:  1.  Lamphier,  T.A.:  Am. Surgeon  25:350-354  (May)  1960.  2.  Wager,  H.P.,  and  Melosh,  W.D.:  West.  J.Surg. 
67:280-282  (Sept.-Oct.)  1959.  3.  Turow,  D.D.:  Ciin.  Med.  6:791-796  (May)  1959.  4.  Frazer,  d.W.;  Flowe,  B.H.,  and  Aniyan 
W.G.:  J.A.M.A.  769:1047-1051  (March  7)  1959.  5.  Stone,  M.L.;  Schlussel,  S.;  Silbermann,  E.,  and  Mersheimer,  W.:  Am. 
J.Surg.  97:191-194  (February)  1959.  6.  Haycock,  C.E.;  Davis, W. A.,  and  Morton,  T.V.:  Am.  J.  Surg.  97:75-78  (January) 
1959.  7.  FabI,  M.:  Gazz.  Med.  Ital.  766:159-161  (April)  1957. 

TRAVENOL  LABORATORIES.  INC.,  Morton  Grove.  Illinois 
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Diagnosis:  Sinusitis 


What  now? 


Chymar;for  one  thing 

SUPERIOR  SYSTEMIC  ANTI-INFLAMMATORY  ENZYME 

to  control  inflammation,  swelling  and  pain  in  SiNUSiTiS,  RHINITIS, 
ASTHMA,  ocular  inflammation,  ocular  trauma 


In  rhinitis,  sinusitis  and  asthma, 
breathing  is  improved  and  mucus 
more  easily  expelled  from  clogged 
passages  when  Chymar  is  used  to 
thin  secretions.  Patients  have  been 
able  to  discontinue  use  of  nose 
drops,  antihistamines  and  corticos- 
teroids completely.  Others  have  been 
able  to  breathe  normally  for  the  first 
time  in  years.'  Chymar  hastens  the 
absorption  of  blood  in  traumatized 
tissues  and  shortens  the  course  of 
ophthalmic  inflammation. ^ Twenty- 
four  hours  may  see  a vast  improve- 
ment in  ocular  trauma  and  inflam- 
mation when  Chymar  is  used  as 
soon  as  possible. ^ 

1.  Parsons,  D.  J.:  Clin.  Med.  5:1491,  1958.  2.  Fullgrabe,  E. 
A.:  Ann.  New  York  Acad.  Sc.  65:193,  1957.  3.  Jenkins,  B. 
H.:  J.M.A.  Georgia  45:431,  1958. 

ARMOUR  PHARMACEUTICAL  COMPANY 

Kankakee,  Illinois  Originators  of  Listica® 


CHYMAR  

Chymar  Aqueous  and  Chymar  (in  oil)  contain  chymotrypsin,  a 
proteolytic  enzyme  with  systemic  anti-inflammatory  and  anti- 
edematous  properties.  ACTION:  Reduces  inflammation  of  all  types: 
reduces  and  prevents  edema  except  that  of  cardiac  or  renal  origin ; 
hastens  absorption  of  blood  and  lymph  extravasates;  restores 
local  circulation;  promotes  heating;  reduces  pain.  INDICATIONS: 
Chymar  is  indicated  in  respiratory  conditions  to  liquefy  thickened 
secretions  and  suppress  inflammation  of  mucosa  and  bronchiolar 
tissue;  in  accidental  trauma  to  speed  reduction  of  hematoma  and 
edema;  in  inflammatory  dermatoses  to  ameliorate  acute  inflam- 
mation in  conjunction  with  standard  therapies;  in  gynecologic 
conditions  to  suppress  inflammation  and  edema  and  stimulate 
healing;  in  surgical  procedures  to  minimize  surgical  trauma  with 
inflammation  and  swelling;  m peptic  ulcers  and  ulcerative  colitis 
as  an  adjunct  to  diet,  antispasmodics.  antacids,  etc.;  in  genitouri- 
nary disorders  to  reduce  pain  and  promote  faster  resolution;  in 
ophthalmic  and  otorhlnolaryngic  conditions  to  lessen  hematoma, 
edema  and  inflammatory  changes;  in  dental  procedures  to  lessen 
pain  and  gum  tissue  trauma,  with  inflammation  and  swelling,  in 
reaction  to  extractions  or  surgery.  PRECAUTIONS:  Chymar  and 
Chymar  Aqueous  are  for  intramuscular  injection  only.  Although 
sensitivity  to  chymotrypsin  is  uncommon,  allergic  or  anaphylactic 
reactions  may  occur  as  with  any  foreign  protein.  The  usual  reme- 
dial agents  should  be  readily  available  in  case  of  untoward 
reaction.  Precautions  (scratch  testing  for  Chymar,  scratch  or 
intradermal  testing  for  Chymar  Aqueous)  should  be  exercised  in 
those  patients  with  known  or  suspected  allergies  or  sensitivities. 
DOSAGE:  O.Scc.to  1.0  cc.  deep  intramuscularly  onceor  twice  daily, 
depending  on  severity  of  condition.  Decrease  frequency  as  course 
of  condition  is  altered.  In  chronic  or  recurrent  conditions,  0.5  cc. 
to  1.0  cc.  once  or  twice  weekly.  SUPPLIED:  Chymar  In  Oil  5 cc. 
vials  and  Chymar  Aqueous  1 & 5 cc.  vials;  5000  Armour  Units  of 
proteolytic  activity  per  cc. 
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HOW 


OFFERS 

BETTER  PROTECTION 
AGAINST  ANGINA  PECTORIS 
THAN  VASODILATORS 
ALONE: 


they  decrease  “length,  severity,  and  amount  of  angina  pectoris”  in 
anxious  cardiacs.^ 


Give  your  angina  patient  better  protection  by  balancing  supply  and 
demand...  with  cartrax. 


note:  Should  be  given  with  caution  in  glaucoma. 

dosage:  Begin  with  1 to  2 yellow  CARTRAX  “10"  tablets  (10  mg.  PETN  plus 
10  mg.  Atarax)  3 to  4 times  daily.  When  indicated,  this  may  be  increased  by 
switching  to  pink  CARTRAX  "20”  tablets  (20  mg.  PETN  plus  10  mg.  Atarax). 
For  convenience,  write  “CARTRAX  10”  or  “CARTRAX  20.” 

Supplied  in  bottles  of  100.  Prescription  only. 


1.  Clark,  T.  E.,  and  Jochem,  G.  G.:  Angiology  1 1 :361  (Aug.)  1960. 


♦brand  of  hydroxyzine  **pentaerythritol  tetranitrate 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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A new  drug  that  works  in  a new  way 
to  control  hlood  pressure 
without  serious  side  effects 


CAPLA'“ 


(mebulamaU,  WaUaet) 

CENTRAL  ACTING  PRESSURE  LOWERING  AGENT 


Capla  acts 
centrally  at 
the  hrainstem 
vasomotor  center 

Reduces  blood  pressure  by  central  action; 
is  not  a ganglionic  blocker 


Capla  is  a new  kind  of  drug  to  treat 
hypertension.  Chemically,  Capla  is 
2-methyl-2-sec-  butyl-1,  3-propane- 
diol  dicarbamate.  It  is  unrelated 
chemically  to  any  other  antihyper- 
tensive agent.  Capla  does  not  block 
ganglia,  reduce  blood  volume  or  in- 
terfere with  neurohormonal  balance. 

New  therapy 
for  hypertension 

Because  of  its  action  at  the  brain- 
stem vasomotor  control  center, 
Capla  is  a new  therapy  for  hyperten- 
sion. It  is  effective  alone  in  the  treat- 
ment of  mild  to  moderate  hyper- 
tension, and  can  be  combined  with 
diuretics  or  peripherally  acting  anti- 
hypertensives in  more  severe  cases. 

Exceptionally 
well  tolerated 

Capla  acts  rapidly,  producing  sub- 
stantial blood  pressure  reduction 
within  two  hours,  yet  it  does  not 
produce  postural  hypotension.  It 
has  proved  exceptionally  well  tol- 
erated in  clinical  use  and  has  no 
known  contraindications.  Capla  has 
not  produced  changes  in  renal,  hem- 
atological, hepatic  or  endocrine  func- 
tion. It  is  rapidly  eliminated  and  has 
no  cumulative  effects. 


Controls 
blood  pressure 
without  serious 
side  effects 

Capla  does  reproduce  depression, 
postural  hypotension,  nasal  congestion 
or  gastric  hyperacidity 


Capla  helps  minimize  one  of  the 
most  difficult  problems  of  hyperten- 
sion therapy  — unwanted  and  often 
serious  side  effects. 

With  Capla  you  have  effective 
therapy  without  the  unpleasant 
side  effects  which  often  cause  pa- 
tients to  abandon  treatment. 

Side  effects  with  Capla,  when  they 
do  occur,  are  mild  and  usually  tran- 
sient. Transient  drowsiness  some- 
times occurs,  usually  at  higher  dos- 
age. 

Mild  calming  effect 

Patients  on  Capla  often  report  a 
mild  calming  effect.  This  effect,  to- 
gether with  the  unusual  freedom 
from  serious  side  effects,  makes  ther- 
apy gratifying  for  both  the  patient 
and  the  physician. 

Compatible 
with  other  drugs 

Hypertensive  patients  with  other 
disorders  can  receive  Capla  along 
with  other  medications. 

For  example,  patients  with  con- 
gestive heart  failure,  angina,  and 
diabetes  mellitus  can  receive  Capla 
along  with  such  medications  as  digi- 
talis, nitrates,  and  insulin— without 
aggravating  these  other  disorders. 


> . >■>  '' 


Lowers 

blood  pressure 
effectively  in 
clinical  use 


CLINICAL  & PHARMACOLOGICAL  REPORTS 

t.  Serger,  E M , and  Margolin,  S.t  A Centrally  Acting  Blood  Pressure  Lowerirtg 
Agent  (W-S83).  Fed  Proc-  ^’113  (March)  1961.  2.  Diamond.  S , and  SchwarU,  M 
Scientific  Eihibit  at  Ml.  Slate  Med.  Soc  Chicago.  (May)  1961  3.  Douglas.  J.  F..  Lud« 
Wig.  B.  J.,  Ginsberg,  T.  and  Berger,  F.  M.:  Studies  on  W-683  Metabolism.  Fed  Proc. 
?0.’113  (March)  1961.  4.  Duarte.  C . Brest,  A.  N..  Kodama.  R . Naso.  F..  and  Moyer, 
J.  H.:  Observations  on  the  Antihypertensive  EMectiveness  ol  a New  Prooanedioi 
Oicarbamate  (W-S83).  Curr.  Ther  Res..  M48-52  (May)  I960  $.  DuChei.  J.  W..  Scien- 
tilic  Exhibit  at  Amer.  Academy  ol  Gen.  Practice,  Miami,  (Aoril)  1961.  6.  Kletykm, 
M.,  and  Berger,  F M ; A Centrally  Acting  Antipressor  Agent.  Fed.  Proc.  20  113 
(March)  1961.  7.  Mulinos.  M G . Scientilic  Exhibit  at  Amer.  Coll.  Card  New  York. 
(May)  1961  8.  Mulinos,  M G , Saltefors,  S.,  Boyd.  L J and  Cronk,  G.  A.:  Human 
Pharmacology  Studies  with  W-583  Fed.  Proc.  20113  (March)  1961  9.  Shubin,  H . 
Scientilic  Exhibit,  Amer.  Colt.  Card.  Ne.w  York.  (May)  1961. 


Average  Reductions  In  Systolic  And  Diastolic  Blood  Pressure  Reported  With  Capla 

(325  patients) 


min/Hg 

225  

200  

175  

150  

125 

100 

—75 


MILD 

B.P.  up  lo  180/100 


MODERATE 

B.P.  from  180/100  to  210/115 


SEVERE 

B.P.nvor210/115 


Belore  After  Before  After  Before  After 


Usual  dose,  Capla  300  mg.,  q.i.d. — duration  of  therapy,  3 weeks  to  over  1 year. 


These  data  show  that  Capla  reduces  both  systolic  and  diastolic  blood  pressure,  usu- 
ally in  proportion  to  initial  pre-treatment  elevations. 


GAPU: 

CENTRAL  ACTING  PRESSURE''10WERING  AGENT 


Wallace  Laboratories 
Cranbury,  New  Jersey 


dosage:  the  recommended  dose  of  Capla  is  one  300  mg. 
tablet  three  or  four  times  daily,  before  meals  and  at 
bedtime.  The  dosage  should  be  adjusted  to  individual 
requirements;  for  example,  older  patients  may  require 
lower  dosage. 

composition:  each  white,  scored  tablet  contains  300 
mg.  of  Capla  (mebutamate,  Wallace). 
supplied:  bottles  of  100,  scored  tablets. 

Literature  and  samples  to  physicians  on  request. 


ARMOUR  PHARMACEUTICAL  COMPANY 
ANNOUNCES  THE  FIRST  SELECTIVE  TENSITROPIC 


HES 


I 


I 


I am  pleased  to  inform  you  of  the  latest  development  in  our  Company's  continuing  research 
for  superior  chemotherapeutic  agents. 

For  patients  suffering  from  tension/anxiety  states,  we  are  offering  the  medical  profession 
Listica—  a new  and  selectively  different  monocarbamate.  Frankly,  we  would  be  hesitant 
about  entering  a field  already  crowded  with  good  drugs  were  it  not  for  the  marked 
differences  Listica  presents. 

Listica  is  not  "just  another  tranquilizer."  We,  therefore,  call  It  The  First  Selective  Ten* 
sitropic.  Here  are  the  reasons  why: 

New  Listica  allays  tension/anxiety  in  as  many  as  89%  of  cases  by  selectively  inhibiting 
impulses  through  internuncial  pathways  of  the  central  nervous  system.  However,  it  does 
not  affect  the  unconditioned  response;  thus,  Listica  does  notinduceapathyorimpairacuity. 

The  past  three  and  one-half  years  of  clinical  studies  have  demonstrated  the  safety  and 
efficacy  of  Listica  in  1,759  patients.  There  have  been  no  reports  of  contraindications, 
toxicity,  habituation  or  serious  side  effects. 

One  tablet  q.i.d.  is  adequate  dosage  to  allay  tension/anxiety,  maintain  acuity,  and  promote 
eunoia  *— "a  normal  mental  state."  This  simple,  effective  dose  remains  the  same,  even 
in  maintenance  therapy. 

We  are  sending  you  samples  and  published  clinical  reports  on  Listica.  We  will  be  happy 
to  send  you  a copy  of  the  first  "Symposium  on  Hydroxyphenamate"  on  request.  I believe 
you  will  find  Listica  a valuable  addition  to  the  arsenal  of  chemotherapeutics  for  combatting 
tension /anxiety  in  your  practice. 


Robert  A.  Hardt,  President 


P.S.:  Physicians  who  prefer  generic  names  prescribe  "Hydroxyphenamate,  Armour.’* 

LISTICA-Hydroxyphenamate.  Armour.  ©1961,  A.P.  CO.  ‘Stedman's  Medical  Dictionary. 
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ANNOUNCING  THE  FIRST 


Symbols  of  the  Age  of  Tension! Anxiety 


LISTICA  by  ARMOUR 


allays  TENSION/ANXIETY  . . . 
maintains  acuity . . . promotes  eunoia*. . . 
facilitates  somatic  diagnosis  and  therapy 
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SELECTIVE  TENSITROPIC 


lifts  the  facade  of 
TENSION/ANXIETY 


maintains 
normal  acuity 


enhances 

physician-patient 

rapport 

without  known 
toxicity  or 
contraindications 


without  serious 
side  effects 
or  habituation 


with  convenient 
dosage  and 
availability 


L I S T I C A 

New  Listica  allays  tension /anxiety  in  as  many  as  89%  of  cases, by  selectively 
inhibiting  impulses  through  internuncial  pathways  of  the  central  nervous  system. 
Whether  the  patient's  tension /anxiety  is  psychosomatic  or  a complication  of 
somatic  disorder,  Listica  reduces  or  eliminates  the  excess  impulsivity  seen  in 
tension  /anxiety  states. 

Unlike  many  drugs,  Listica  does  not  affect  unconditioned  response  or  normal 
motor  activity.  Thus,  Listica  allays  tension  and  anxiety  without  inducing  apathy 
or  impairing  acuity:  patients  are  able  to  pursue  normal  activities,  such  as  driving, 
reading,  writing,  etc.,  without  interference  from  drug  therapy. 

As  it  removes  tension/anxiety,  fear  and  frustration,  listica  promotes  eunoia*— 
"a  normal  mental  state."  It  bares  the  patient’s  true  somatic  condition,  and  facili- 
tates diagnosis  and  therapy.  Patients  are  more  tractable  to  concomitant  drug 
therapy,  respond  better,  faster. 

Listica  is  safe,  as  well  as  effective.  Chronic  studies''^  in  rats  (12  months)  and  dogs 
(6  months)  were  free  of  toxic  manifestations  at  oral  dosage  levels  as  high  as  200 
mg./kg./day  (approximately  10  times  the  recommended  human  dosage).  No  mac- 
roscopic or  microscopic  changes  in  tissues,  organs  or  blood  indicative  of  toxicity 
were  observed,  even  at  doses  up  to  320  mg. /kg.  In  humans,  there  have  been  no 
adverse  blood,  urine  or  cardiac  changes;  liver  profiles  were  negative,  and  jaundice 
has  not  been  noted. 

During  three  and  one-half  years  of  clinical  study  in  1,759  patients.^-^^  ystica  has 
produced  no  serious  side  effects.  Less  than  4%  of  patients  experienced  any  side 
effects,  and  these  were  invariably  minor  and  transient.  Most  frequent  (38  cases) 
was  mild  drowsiness,  which  disappeared  after  the  first  few  days  of  Listica  therapy. 
Habituation,  cumulative  effects,  or  withdrawal  symptoms  have  not  been  noted, 
even  in  patients  taking  Listica  as  long  as  two  years. 

One  Listica  tablet,  q.i.d.,  is  the  recommended  dosage.  Listica  Is  supplied  in  bottles 
of  50  tablets  on  prescription  only,  by  pharmacies  everywhere.  Each  tablet  contains 
200  mg.  of  Hydroxyphenamate,  Armour. 

References: 

'Bastian,  J,  W.:  Classification  of  CNS  Drugs  by  a Mouse  Screening  Battery,  To  be  published  in  Intern. 
Arche,  de  Pharmacodynamie;  SHubata,  J.  A.,  and  Hecht,  R.  A.:  Review  of  Clinical  Use  of  Hydroxyphena- 
mate (Listica)  in  1,759  Patients.  To  be  published  in  Clinical  Medicine;  ^Taub,  S.  J.:  Management  of 
Anxiety  in  Allergic  Disorders— New  Approach.  To  be  published  in  Psychosomatics;  ■*Cahn,  B,:  Experi- 
ence with  a New  Tranquilizing  Agent  (Hydroxyphenamate).  /ft/d;  SDavis,  O.F.:  On  Use  of  Hydroxyphena- 
mate in  Anxiety  Associ  ated  with  Somatic  Disease.  To  be  pubi  ished;  ^Alexander,  L.:  Effect  of  Hydroxyphen- 
amate  on  Conditional  Psychogalvanic  Reflex  in  Man. Supplement  to  Diseases  of  the  Nervous  System, 
Sept.,  1961 ; ’Cahn,  B.:  Effect  of  Hydroxyphenamate  in  T reatment  of  Mild  and  Moderate  Anxiety  States. 
Ibid:  ®Cahn,  M.  M,,  and  Levy,  E.  J.:  Use  of  Hydroxyphenamate  (Listica)  in  Dermatological  Therapy. 
Ibid:  SEisenberg,  B.  C.:  Amelioration  of  Allergic  Symptoms  with  a New  Tranquilizer  Drug  (Listica).  Ibid: 
lopriedman,  A.  P.:  Pharmacological  Approach  to  T reatment  of  Headache.  Ibid:  ’’Greenspan,  E.  B.:  Use 
of  Hydroxyphenamate  in  Some  Forms  of  Cardiovascular  Disease.  Ibid:  ’SGouldman,  C.,  Lunde,  F.,  and 
Davis,  J.:  Clinical  T rial  of  Hydroxyphenamate  in  Alcoholic  Patients.  Ibid:  ’3McLaughlin,  B.  E.,  Harris,  J., 
and  Ryan,  E.:  Double  Blind  Study  Involving  "Listica,"  Chlordiazepoxide,  and  "Placebo"  as  Adjunct  to 
Supportive  Psychotherapy  in  Psychiatric  Clinic.  Ibid:  '■‘Bastian,  J.  W.:  Pharmacology  and  Toxicology 
of  Hydroxyphenamate.  Ibid:  ’^Bossinger,  C.  D.:  Chemistry  of  Hydroxyphenamate.  Ibid. 

ARMOUR  PHARMACEUTICAL  COMPANY,  KANKAKEE,  ILLINOIS 
Physicians  who  prefer  generic  names  prescribe  “Hydroxyphenamate,  Armoui*-" 


LISTlCA-Hydroxyphenamale,  Armour.  O ’361,  A. P.  CO.  •Stedman's  Medical  Dictionary 
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antibiotic  therapy  with  an 
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CAPSULES,  150  mg.,  75  rag.  Dosage:  Average  infec- 
tions—150  mg.  four  times  daily.  Severe  infections— 
Initial  dose  of  300  mg.,  then  150  mg.  every  six  hours. 
PEDIATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with 
calibrated,  plastic  dropper.  Dosage:  1 to  2 drops  (3 
to  6 rag.)  per  pound  body  weight  per  day  — divided 
into  four  doses. 

SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored). 
Dosage:  3 to  6 mg.  per  pound  body  weight  per  day 
— divided  into  four  doses. 


PRECAUTIONS  — As  with  other  antibiotics,  declo- 
MYCiN  may  occasionally  give  rise  to  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  or  dermatitis.  A 
photodynamic  reaction  to  sunlight  has  been  observed  in 
a few  patients  on  declomycin.  Although  reversible 
by  discontinuing  therapy,  patients  should  avoid  expo- 
sure to  intense  sunlight.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility 
with  DECLOMYCIN,  as  w ith  other  antibiotics,  and  demands 
that  the  patient  be  kept  under  constant  observation. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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added  measure  of  protection 

MYCItSf 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


against  relapse— up  to  6 days’  activity  on  4 days’  dosage 


against  seeondary  infeetion— sustained  high  activity  levels 
against  “problem”  pathogens— positive  broad-spectrum  antibiosis 
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Fostex’  treats 
pimplesblackheadsacne 
while  they  wash 


degreases  the  skin 
helps  remove  blackheads 
dries  and  peels  the  skin 


Patients  like  Fostex  because  it’s  so 
easy  to  use.  Instead  of  using  soap, 
they  simply  wash  acne  skin  with 
Fostex  Cream  or  Fostex  Cake  2 to  4 
times  daily. 

Fostex  contains:  Sebulytic"’  base  (unique,  penetrating,  sur- 
face-active combination  of  soapless  cleansers  and  wetting 
agents*)  with  remarkable  antiseborrheic,  keratolytic  and  anti- 
bacterial actions  . . . enhanced  by  micropulverized  sulfur  2%, 
salicylic  acid  2%  and  hexachlorophene  1%. 

*sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl  polyether  sulfonate 
and  sodium  dioctyl  sulfosuccinate. 

Fostex  Cream  and  Fostex  Cake  are  interchangeable  for  thera- 
peutic washing  of  the  skin.  Fostex  Cream  is  approximately 
twice  as  drying  as  Fostex  Cake.  Supplied:  Fostex  Cake— bar 
form.  Fostex  Cream— 4.5  oz.  jars.  Also  used  as  a therapeutic 
shampoo  in  dandruff  and  oily  scalp. 


And  . . . since  continuous  24-hour  drying  and 
peeling  of  acne  skin  is  essential,  FOSTRIL  (a  new, 
flesh-tinted  drying  lotion)  should  be  used  once  or 
twice  daily  in  addition  to  Fostex  therapeutic  washings. 
Fostril®  contains  Liposec®  (polyoxyethylene  lauryl 
ether),  a new,  surface-active  drying  agent  used  forthe 
first  time  in  acne  treatment.  This  agent,  with  2% 
micropulverized  sulfur  and  a zinc  oxide,  talc  and  ben- 
tonite base,  provides  Fostril  with  excellent  drying 
properties.  Fgstril  also  contains  1%  hexachlorophene. 

Available:  Fostril,  VA  oz,  tubes. 

Fostrll-HC  Oi%  hydrocortisone)  25  gm.  tubes. 


WESTWOOD  PHARMACEUTICALS  Buffalo,  13,  New  York 
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Over  600,000,000 
patient-days  of 
effective,  well-toler- 
ated antihypertensive 
therapy... 


Rauwiloid 


alseroxylon,  2 mg. 


is  still  unexcelled 


Just 

two  tablets 
at  bedtime 


Eight  years  of  continuous  use... 
prove  enduring  patient-accept- 
"■  ance  and  physician-satisfaction 
with  R AUVs/\L.O\r>... without  any  re- 
. , visions  of  claims,  changes  of  dosage, 
or  additional  side  actions  encountered. 


Rauwiloid  is  an  original  development  of 


Norffincfge, 

California 
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Nico-Metrazol' 

the  safe  ergogenic  agent 


Whenever  non-specific  fatfgue  Indicates  the  need  for  safe  cerebral  stimulation, 
Nico-Metrazol  deserves  a therapeutic  trial.  The  gentle  activation  of  the  central  nervous 
system  and  the  increased  rate  of  cerebral  blood  flow  effected  by  Metrazol®,  combined 
with  increased  peripheral  blood  flow  induced  by  nicotinic  acid,  provide  a “physiologic 
spark-plug”  for  renewed  mental  and  physical  vitality.  Fatigue  and  listlessness  are 
frequently  replaced  by  a resurgence  of  energy  and  alertness.  Chronically  apathetic 
geriatric  patients  often  show  significant  improvement  on  Nico-Metrazol  therapy. 

Outstanding  Safety:  Nico-Metrazol  is  markedly  free  of  undesirable  systemic  action. 
It  causes  neither  hypertension  nor  postural  hypotension.  Nico-Metrazol  has  no  adverse 
effect  on  liver  or  bone  marrow  functions.  The  vasodilating  action  of  nicotinic  acid 
produces  a transient  flush  and  is  accompanied  by  a feeling  of  warmth  and  stimulation. 

Dosage:  Initially,  2 Nico-Metrazol  Tablets,  or  2 teaspoonfuls  of  Nico-Metrazol  Elixir,  three  or  four 
times  daily.  For  maintenance,  after  optimal  results  have  been  achieved,  dosage  may  be  reduced  to 
1 Nico-Metrazol  Tablet  or  1 teaspoonful  of  Nico-Metrazol  Elixir  three  times  daily. 

Supply:  Nico-Metrazol  Tablets  and  Elixir- 100  mg.  Metrazol  and  50  mg.  nicotinic  acid  in  each 
tablet  or  teaspoonful. 


For  Information  on  Vlta-Metraiol  and  Matrazol  dosage  forms,  consult  your  current  Physicians’  Desk  Reference. 

KNOUL  PHARMACEUTICAL  COMPANY  • or^sj^ob.  nbw  jbrrbv 
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Acts  within  minutes— koaokmin,  unlike  other  hemostatic  agents,  acts  quickly  in  minimal 
dosages.  Working  on  the  late  phases  of  the  clotting  mechanism,  koagamin  does  not  require 
massive  and  prolonged  pre-  or  postoperative  dosages  to  control  capillary  and  venous  bleeding. 

Acts  with  predictable  safety— \n  20  years  of  clinical  use,  no  toxic  or  side  actions  have  been 
reported  with  koagamin.  Bleeding  is  arrested  without  danger  of  thrombosis,  and  because 
KOAGAMIN  contains  no  protein  or  alkaloid,  it  can  be  administered  without  danger  of  sensi- 
tization or  untoward  reactions. 


Acts  effectively  in  a broad  range  of  indications— Because  of  its  unparalleled  safety  and 
outstanding  effectiveness,  koagamin  has  been  successfully  employed  in... hemorrhagic  dis- 
eases, abnormal  bleeding,  blood  disorders,  surgical  cases  and  trauma. 


KOAGAMIN,  an  aqueous  solution  of  oxalic  (5  mg.  per  cc.)  and  malonic  (2.5  mg.  per  cc.)  acids  for  parenteral 
use,  is  supplied  in  10-cc.  diaphragm-stoppered  vials. 

CHATHAM  PHARMACEUTICALS,  INC  • NEWARK  2,  NEW  JERSEY 

Distributed  in  Canada  by  Austin  Laboratories,  Limited,  Guelph,  Ontario  \/UUnUMl 


BEFORE,  DURING  AND  AFTER  SURGERY 


bleeding 
with 
minimal 
dosage  and 
maximum 
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Calms  the  Tense,  Nervous  Patient 

in  anxiety  and  depression 


The  outstanding  effectiveness  and  safety  with 
which  Miltown  calms  tension  and  nervousness 
has  been  clinically  authenticated  by  thousands 
of  physicians  during  the  past  six  years.  This, 
undoubtedly,  is  one  reason  why  meprobamate 
is  still  the  most  widely  prescribed  tranquilizer 
in  the  world. 

Its  response  is  predictable.  It  will  not  produce 
unpleasant  surprises  for  either  the  patient  or 
the  physician.  Small  wonder  that  many  physi- 
cians have  awarded  Miltown  the  status  of  a 
proven,  dependable  friend. 

Miltowir 

meprobamate  (Wallace) 
Usual  dotage:  One  Or  two  400  mg.  tablets  t.  i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50.  Also  as 
MEPROTABS®— 400  mg.  unmarked,  coated 
tablets;  and  in  sustained-release  capsules  as 
meprospan®-400  and  meprospan®-200 
(containing  respectively  400  mg.  and 
200  mg.  meprobamate). 

WALLACE  LABORATORIES 
CM.6645  'AAi  Cranbury,  N.  J. 


Clinically  proven 
in  over  750 
published  studies 

IActs  dependably  — 
without  causing 
ataxia  or  altering 
sexual  function 


2 


Does  not  produce 
Parkinson-like 
symptoms,  liver  damage 
or  agranulocytosis 


3 Does  not  muddle 
the  mind  or  affect 
normal  behavior 
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because  patients  are  more  than  asthmatic  lungs. . . 
controlling  inflammatory  symptoms  is  frequently  not  enough! 


Even  cortisone,  with  its  severe  hormonal  reactions,  can  effectively  control  inflammatory 
symptoms  in  bronchial  asthma.  But  a patient  is  more  than  the  sum  of  his  parts  — and  the 
lung  is  only  part  of  a whole  patient.  Symptomatic  control  is  but  one  aspect  of  modern 
corticotherapy,  because  what  is  good  for  the  symptom  may  also  be  bad  for  the  patient. 


ARISTOCORT  is  an  outstanding  “special  purpose”  steroid  when  the  complicating  problem  is 
increased  appetite  and  weight  gain,  sodium  retention  and  edema,  cardiac  disease,  hyper- 
tension or  emotional  disturbance  and  insomnia. 

ARISTOCORT  provides  unsurpassed  anti-inflammatory  control  without  sodium  retention  or 
edema  — without  undesirable  psychic  stimulation  and  voracious  appetite. 

Supplied:  Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms. 
Request  complete  information  on  indications,  dosage,  precautions  and  contraindications 
from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES  • A DIV.  OF  AMERICAN  CYANAMID  COMPANY  • PEARL  RIVER,  N.  Y. 


The  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

Announces  for  new  subscribers  (non-members 
of  the  Medical  Society) 

A SPECIAL  INTRODUCTORY  SUBSCRIPTION  RATE 

$5.00  for  the  first  year’s  24  issues 
or 

$18.00  for  the  first  three  years 

Consider  these  advantages  which  the  JOURNAL  makes  available  to  you: 

You  find  important  medical  “firsts”  in  the  JOURNAL.  One  of 
the  most  recent  was  the  first  clinical  report  on  the  new  synthetic 
penicillin  to  counteract  resistant  staphyloccal  infection. 

You  read  leading  medical  authorities  in  the  JOURNAL.  Among 
them:  Paul  A.  Bunn,  Howard  Rusk,  Jere  W.  Lord,  George  T.  Pack, 
Frank  E.  Adair,  Frank  Glenn,  Chauncey  P.  Leake,  John  Lattimer, 
Walter  Alvarez,  and  Janet  Travell. 

You  share  the  medical  knowledge  emanating  from  New  York. 
This  state  has  more  medical  schools,  teaching  hospitals,  and 
medical  research  centers  than  any  other  state;  they  report  their 
advances  in  the  JOURNAL. 

ORDER  YOUR  SUBSCRIPTION  AT  THIS  SPECIAL  INTRODUCTORY  RATE  TODAY: 

□ enclosed  is  $5.00  for  the  first  year 

□ enclosed  is  $18.00  for  the  first  three  years 

□ bill  me  later 

Name 

Address 

City 
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ButazDidh 


Proved  by  a decade  of  experience 


How  to  buy 
^25  bills  for  ^18.75 


In  case  you  haven’t  heard, 
$25  bills  are  on  sale  at  any 
bank.  They’re  better  known 
as  U.S.  Savings  Bonds.  The 
$25  variety  costs  you  $18.75, 
and  you  can  get  them  all  the 
way  up  to  a $10,000  block- 
buster for  just  $7,500.  These 
aren’t  the  kind  of  bills  you 
ordinarily  use  for  groceries, 
of  course.  Most  folks  tuck 
them  away  to  grow  (they 
mature  in  7 years,  9 months) 
and  then  cash  them  in  for 
tuition,  or  a long  vacation,  or 
something  else  they  want. 
Why  not  steurt  buying  them 
regularly? 

Six  Nice  Things  About 
U.S.  Savings  Bonds 

• You  can  save  automatically  on 
the  Payroll  Savings  Plan  • Your 
Bonds  earn  3^%.  more 

than  ever  before  • You  invest 
without  risk  under  a U.S. 
Government  guarantee  • Your 
Bonds  are  replaced  free  if  lost  or 
stolen  • You  can  get  your  money 
with  interest  any  time  you  need 
it  • You  save  more  than  money 
— you  buy  shares  in  a stronger 
America. 


Can  they  afford  to  buy  money?  He  can  set  aside  as  little  as  $5 
a week  for  Savings  Bonds  by  signing  a Payroll  Savings  application 
where  he  works.  In  a year  they’ll  own  Bonds  worth  nearly  $350  at 
maturity,  at  a cost  of  $260. 


You  save  more  than  money 

with  U.  S.  Savings  Bonds 


This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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New  evidence*  demonstrates  the  effectiveness  of  Terra- 
mycin  in  otitis  tnedia  . . . another  reason  for  the  trend 
to  Terramycin. 

In  a series  of  41  cases  of  otitis  media,  Terramycin  not 
only  “was  often  successful  where  other  antibiotics 
had  failed,”  but  also  showed  that  “it  is  extremely  well 
tolerated”;  oral  dosage  for  infants  was  250  to  375 
mg.  daily,  for  children,  500  mg.  to  i Gm.  In  many 
instances,  oral  therapy  was  preceded  by  intramus- 
cular injection  of  Terramycin. 

The  authors  concluded  that  “there  is  good  reason 
to  consider  it  [Terramycin]  one  of  the  most  effective 
agents  for  treatment  of  infection  of  the  upper  respira- 
tory tract.” 

These  findings  confirm  the  continuing  vitality  and 
broad-spectrum  dependability  of  Terramycin,  as  re- 
ported through  more  than  a decade  of  extensive  clini- 
cal use. 


SYRUP  PEDIATRIC  DROPS 

12s  mg.  per  tsp.  and  S mg.  per  drop  (100  mg./cc.),  respectively 

deliciously  fruit-flavored  aqueous  dosage  fonns  — 
conveniently  preconstituted 


Science  for  the  viorld’s  well-being® 

Pfizer  Laboratories  Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York  17,  N.  Y. 


•Jacques,  A.  A.,  and  Fuchs,  V.  H.:  J.  Louisiana  M.  Soc.  113:200,  May,  1961. 


The  dependability  of  Terramycin  in  daily  practice 
is  based  on  its  broad  range  of  antimicrobial 
effectiveness,  excellent  toleration,  and  low  order 
of  toxicity.  As  with  other  broad-spectrum 
antibiotics,  overgrowth  of  nonsusceptible  organisms 
may  develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility  testing. 
Glossitis  and  allergic  reactions  are  rare.  Aluminum 
hydroxide  gel  may  decrease  antibiotic  absorption 
and  is  contraindicated. 

More  detailed  professional  information  available  on  request. 

another  reason  why  the  trend  is  to 
Terramycin— of  dosage  form: 

TERRAMYCIN  Capsules- 

2S0  mg.  and  I2S  mg.  per  capsule — 
for  convenient  initial  or  maintenance 
therapy  in  adults  and  older  children 
TERRAMYCIN  Intramuscular  Solution— 

so  mg./cc.  in  10  cc.  vials;  100  mg.  and 
2S0  mg.  in  2 cc.  ampules — preconsti- 
tuted, ready  to  use  where  intra- 
muscular therapy  is  indicated 


without  steroids 
this  arthritic  miner 
might  still  be  spoon-fed 

On  MetiCORTEN,  he  has  worked  steadily 
for  six  years  with  no  serious  side  effects 

J.  G.’s  rheumatoid  arthritis  started  in  1949  with 
severe  and  unremitting  pain  in  his  shoulders. 
Later,  his  wrists,  elbows,  feet  and  hands  became 
involved  with  swelling  and  loss  of  function.  By 
1951,  when  he  was  45,  the  patient  was  helpless 
and  had  to  be  fed  and  dressed  by  his  wife.  He 
was  frequently  hospitalized  during  the  next  three 
years.  Hydrocortisone  failed  to  make  any  change 
in  his  condition. 

On  April  2,  1955,  the 
patient  was  placed  on 
Meticorten  and  im- 
proved promptly.  Two 
weeks  later  he  stated,  “I 
feel  very  well  now.”  He 
was  able  to  go  back  to 
work  as  a mine  electri- 
cian that  year  and  had  no  difficulty  driving  a car. 


For  the  past  six  years,  he 
has  been  maintained  on 
Meticorten  5 mg.  two 
or  three  times  a day. 
There  have  been  no  side 
effects.  The  patient  has 
not  lost  any  work  time, 
nor  has  he  had  to  limit 
lis  activities  in  any  way. 


I rase  history  courtesy  of  Joel  Goldman,  M.D.,  Johnstown,  Pa. 
These  photographs  of  Dr.  Goldman’s  patient  were  taken  on 
November  10,  1960. 

IvlETicoRTEN,®  brand  of  prednisone. 

iCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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Why  Homer  Jackson’s  work  is  important  to  you. . 


Talking  on  the  radio-telephone  is  Homer  Jackson, 
both  a scientist  and  a buyer  for  a company  processing 
Florida  oranges  into  frozen  juice  concentrate. 

He  has  just  made  a decision  that’s  important  to 
you.  He  has  analyzed  some  sample  oranges  from  the 
grove  in  the  background  and  found  that  they  have 
the  optimal  amount  of  sugar,  of  acid,  and  are  of  the 
proper  texture.  (Testing  for  vitamin  C comes  later.) 
Homer  Jackson  knows  that  these  oranges  are  of  a 
quality  to  meet  the  exacting  regulations  required  by 
the  Florida  Citrus  Commission. 


These  standards  for  quality  in  citrus  products  ' 
the  highest  in  the  world.  This  is  important  to  you  i 
your  patients  because  juice  made  from  the  best  orar  > 
will  be  nutritionally  best  for  your  patients.  It  will  c - 
tain  abundant  amounts  of  vitamin  C and  rich,  nati  i 
fruit  sugars. 

It’s  good  nutrition  to  encourage  people  to  di  ^ 
orange  juice.  It  makes  good  sense  to  persuade  tl  i 
to  drink  orange  juice  that  you  know  tastes  good,  > 
the  right  sugar-acid  ratio,  and  is  packed  full  of  nu  - 
tionally  important  vitamin  C. 


©Florida  Citrus  Commission,  Lakeland,  Florida 


DEUIDUMONE  2X 

Squibb  Testosterone  Enanthate  and  Estradiol  Valerate 

PREVENTS  LACTATION  AND  BREAST  ENGORGEMENT  / just  one  injection  at  the  end  of  the  first  stage 
of  labor  / optimally  balanced,  long-acting  combination  of  gonadal  steroids  for  easy  injection  through 
small-gauge  needle  because  of  low  viscosity/ virtually  eliminates  need  for  analgesics'/ essen- 
tially eliminates  withdrawal  reaction  and  secondary  breast  engorgement  sometimes  associated 
with  oral  medication'  / does  not  affect  involution  of  uterus  or  restoration  of  normal  ovarian  function^ 


Squibb 


Squibb  Quality — the  Priceless  ingredient 

OELADUMONE*  is  a Squibb  trademark 


Suppljf^  Each  cc.  of  Oeladumone  2X  provides  180  mg.  testosterone  enanthate  and  8 mg,  estradiol  valerate  dissolved  In  sesame  oil.  Vials  of  2 ec.  Dosage:  2 cc.  given 
as  a single  Intramuscular  Injection  preferably  at  the  end  of  the  first  stage  of  labor  or  else  Immediately  upon  delivery.  For  full  Information  see  your  Squibb  Product 
Reference  or  Product  Brief.  References:  1 .Watrous,  J,  B..  Jr., etal.:  J.A.M.A.  1 69:  246  (Jan.  17)  1 969. 2.  Lo  Presto,  B.,  and  Caypinar,  E.Y.:  J.A.M.A.  1 69:250  (Jan.  1 7)196S. 
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when  it  comes  to  your  malpractice  protection 

ANY  COMPROMISE  WITH  QUALITY  CAN  BE  COSTLY 


You  cannot  afford  less  than  the  best  professional  liability  insurance.  Most  members 
of  your  State  Medical  Society  insure  in  the  State  Society  Program  because  it  cannot 
be  equalled  in  quality.  Among  its  unique  features: 

FEATURE  §6:  You  have  the  strongest  possible  defense  through  the  coopera- 

tive efforts  of  your  County  Malpractice  Advisory  Committee,  which  helps 
prepare  cases  and  prevent  suits  and  claims;  the  State  Society’s  Legal  Defense 
Counsel;  and  the  insurance  company’s  claim  service  throughout  the  state. 


MALPRACTICE  INSURANCE  AND  DEFENSE  PROGRAM 

2 Park  Avenue,  New  York  16,  N.  Y.  MUrray  Hill  4-321 1 

JAMES  M.  ARNOLD  FRANK  W.  APPLETON 

Indemnity  Representative  Asst.  Indemnity  Representative 

H.  F.  WANVIG,  Inc.  broker 

EMPLOYERS  MUTUAL  LIABILITY  INSURANCE  COMPANY  OF  WISCONSIN,  carrier 


'responses  of  the  acne 
patients  were  highly 
satisfactory,  only  two 
patients  failing  to  respond 
...The  preparation  was 
well  tolerated  and  proved 
to  be  cosmetically 
acceptable." 

Niedelman,  M.L.;  Am.  Pracl.  & Digest  Treat, 
10:1001,  1959. 


ACNEDERM 

I.OTION 


Healing,  soothing,  cleansing  medication  in  a flesh-tinted  base. 
Pleasantly  scented  and  suitable  for  round-the-clock  application. 

Professional  samples  and  literature  on  request. 

THE  LANNETT  CO.,  INC.  • Philadelphia  25,  Penna. 
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in  bacterial 
otitis  media 

Panalba* 

promptly 

to  gain  precious 

therapeutic 

hours 

In  the  presence  of  bacterial 
infection,  taking  a culture  to 
determine  bacterial  identity 
and  sensitivity  is  desirable— 
but  not  always  practical. 

A rational  clinical  alterna- 
tive is  to  launch  therapy  at 
once  with  Panalba,  the  anti- 
biotic that  provides  the  best 
odds  for  success. 

Panalba  is  effective  (in 
vitro)  against  30  common 
pathogens,  including  the 
ubiquitous  staph.  Use  of 
Panalba  from  the  outset  (even 
pending  laboratory  results) 
can  gain  precious  hours  of  ef- 
fective antibiotic  treatment. 

SUPPLIED:  Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline  phosphate 
complex),  equivalent  to  250  mg.  tetracycline 
hydrochloride,  and  125  mg.  Albamycin,*  as 
novobiocin  sodium,  in  bottles  of  16  and  100. 
USUAL  ADULT  DOSAGE:  1 or  2 capsules 

3 or  4 times  a day. 

SIDE  EFFECTS:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable  to  that 
of  the  other  tetracyclines  and  is  well  tolerated 
clinically.  Side  reactions  to  therapeutic  use 
are  infrequent  and  consist  principally  of  mild 
nausea  and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of 
toxicity.  In  a certain  few  patients,  a yellow 
pigment  has  been  found  in  the  plasma.  This 
pigment,  apparently  a metabolic  by-product 
of  the  drug,  is  not  necessarily  associated  with 
abnormal  liver  function  tests  or  liver  enlarge- 
ment. 

Urticaria  and  maculopapular  dermatitis,  and 
a few  cases  of  leukopenia  have  been  reported 
in  patients  treated  with  Albamycin.  These  side 
effects  usually  disappear  upon  discontinuance 
of  the  drug. 

CAUTION:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of  nonsusceptible 
organisms,  constant  observation  of  the  patient 
is  essential.  If  new  infections  appear  during 
therapy,  appropriate  measures  should  be  taken. 
Total  and  differential  blood  counts  should  be 
made  routinely  during  prolonged  administra- 
tion of  Albamycin.  The  possibility  of  liver 
damage  should  be  considered  if  a yellow  pig- 
ment, a metabolic  by-product  of  Albamycin, 
appears  in  the  plasma.  Panalba  should  be  dis- 
continued if  allergic  reactions  that  are  not 
readily  controlled  by  antihistaminic  agents 
develop. 

♦ Trademark,  Reg.  U.  S.  Pat.  Off. 


Panalba 

your  broad-spectrum 
antibiotic  of  first  resort. 


Upjohn 


The  Upjohn  Company 


LIFTS 

DEPRESSION 
...AS  IT 
CALMS 
ANXIETY 


“I  feel  like  my  old  self  again!”  Thanks  to  your  balanced  Deprol  ther- 
apy, her  depression  has  lifted  and  her  mood  has  brightened  up  — while  her 
anxiety  and  tension  have  been  calmed  down.  She  sleeps  better,  eats  better, 
and  normal  drive  and  interest  have  replaced  her  emotional  fatigue. 


Brightens  up  the  mood,  brings  down  tension 

f I 


^ • i 


! 


! 
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DeproVs  balanced  action  avoids 
“seesaw”  effects  of  energizers  and 
amphetamines.  While  energizers  and 
amphetamines  may  stimulate  the  pa- 
tient — they  often  aggravate  anxiety 
and  tension. 

And  although  amphetamine-barbitu- 
rate combinations  may  counteract 
excessive  stimulation  — they  often 
deepen  depression  and  emotional 
fatigue. 

These  “seesaw”  effects  are  avoided 
with  Deprol.  It  lifts  depression  as  it 
calms  anxiety— a balanced  action  that 
brightens  up  the  mood,  brings  down 
tension,  and  relieves  insomnia, 
anorexia  and  emotional  fatigue. 

Acts  rapidly  — you  see  improvement  in 
a feiv  days.  Unlike  the  delayed  action 


iaA  WALLACE  LABORATORIES /CronSur!/,  N.  J. 


of  most  other  antidepressant  drugs, 
which  may  take  two  to  six  weeks  to 
bring  results,  Deprol  relieves  the 
patient  quickly  — often  tvithin  a feio 
days.  Thus,  the  expense  to  the  patient 
of  long-term  drug  therapy  can  be 
avoided. 

Acts  safely  — no  danger  of  liver  or 
blood  damage.  Deprol  does  not  cause 
liver  toxicity,  anemia,  hypotension, 
psychotic  reactions  or  changes  in 
sexual  function  — frequently  reported 
with  other  drugs. 

^Deprol^* 

Dosage:  Usual  starling  dose  Is  1 tobict  q.i.d.  When  neces- 
sory,  this  may  be  increased  groduolly  up  to  3 toblets  q.i.d. 
With  establishment  of  relief,  the  dose  may  be  reduced 
gradually  to  maintenonce  levels. 

Composition:  1 mg.  2-diefhyIamInoethyl  benzilote  hydro- 
chloride (benacfyzine  HCl)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  IIght-pink«  scored  tablets.  Write 
for  literature  and  samples.  co-sese 


WHENEVER  COUGH  THERAPY 
IS  INDICATED 


THE  COMPLETE  Rx  FOR  COUGH  CONTROL 

cough  sedative  ' antihistamine 
nasal  decongestant  i expectorant 


coughed 


■ relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■ effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains: 
Hycodan® 

Dihydrbcodeinone  Bitartrate  . . 5 mg.'| 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  . . 1.5  mg.j 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals  and  at 
bedtime.  May  be  habit-forming. 


Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


•U.s.  Pat.  2,630.400 


Natural  History  of  Pyelonephritis 

Symptomatic 

“Pyelitis”  “Honeymoon 

of  Infancy  Cystitis” 

Level  of  Symptomatology 

Inapparent 

Active 

1 

Inactive 

Healed 

AGE  (years)  10  20 

. . the  theme  that  runs  through  the  carefully  taken  history  of 
most  uremic  patients  with  chronic  pyelonephritis— the  burning 
on  urination  of  infancy,  the  chills  and  fever  in  childhood,  the 
^honeymoon’  pyelitis,  the  recurrent  urethritis  treated  so  well  and 
often  locally— and  yet  the  termination  in  uremia.”^ 


at  every  age  of  life ...  at  every  stage  of  infection 


Urinary  tract  infections  of  childhood  are  frequent,  persistent  and  difficult  to  cure.  If 
inadequately  treated,  serious  sequelae  in  later  life  are  too  often  the  result.  The  child- 
bearing age  represents  a second  major  stage  for  urinary  tract  infection,  a hazard  to  both 
mother  and  fetus,  and  a potential  precursor  of  renal  insufficiency  if  not  thoroughly 
eradicated.  During  the  middle  and  later  years  relapse  and  reinfection,  with  the  spectre 
of  renal  failure,  make  management  a grave  problem— preserving  function  and  prolong- 
ing life  become  the  realistic  therapeutic  goals. 


yelitis  of  Pyelonephritis  Asymptomatic  Uremia 
•regnancy  Bacteriuria  Hypertension 

LV  Failure 


30  40  50 


eRANO  OF  NITROFURANTOIN 

prompt  ■ thorough  ■ dependable  ■ safe  ■ economical 
control  of  infection  throughout  the  urinary  system 

. . seems  to  be  by  far  the  most  effective  drug  to  be  employed,  and  this  has  been  sub- 
stantiated in  practice.  It  is  a drug  of  low  toxicity  and,  what  is  more  important,  bacteria 
rarely  if  ever  become  resistant  to  it.  It  can  be  employed  for  long  periods  of  time,  is  bac- 
tericidal and  does  not  favor  the  appearance  of  monilial  infections.”  - 

Average  Furadantin  Adult  Dosage:  100  mg.  tablet  q.i.d.  with  meals  and  with  food  or  milk  on  retiring. 
For  acute,  uncomplicated  infections,  50  mg.  may  be  administered.  If  improvement  does  not  occur  in  2 
or  3 days,  increase  the  dose  to  100  mg.  q.i.d.  Supplied:  Tablets,  50  mg.  and  100  mg.  Oral  Suspension, 
25  mg.  per  5 cc.  tsp. 

1.  Birchall,  R.:  Am.  Practit.  77:918,  1960.  2.  Sanjurjo,  L.  A.;  Med.  Clin.  N.  Amer.  4i:1601,  1959. 
Complete  information  in  package  insert  or  on  request  to  the  Medical  Director. 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  NEW  YORK 


when  your  tongue 
blade  points 
to  respiratory 
infection  cO 

Ilosone’works 

to  speed  recovery 


Through  the  years,  Ilosone  has  built  an  impressive  record  as  an  effective  antibiotic 
in  common  bacterial  respiratory  infections.  Numerous  published  clinical  studies 
attest  to  e.xcellent  therapeutic  response  with  Ilosone.  Decisive  recovery  has  become 
a matter  of  record. 


Efficacy  of  propionyl  erythromycin  and  its  lauryl 
bacterial  respiratory  infections 


92.3% 

235  patients 

88.3% 

317  patients 

95.3% 

85  patients 


88.6% 

166  patients 

•References  supplied  on  request. 
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sulfate  salt  in  803  patients  with  common 


Tonsillitis* 

Acute  Streptococcus 
Pharyngitis* 

Bronchitis*  (Bacterial  Complications) 


Pneumonia* 


The  usual  rlosage  for  infants  and  for  children  under  twenty-five  pounds  is  5 mg. 
per  pound  every  six  hours;  for  children  twenty-five  to  fifty  pounds,  12.5  mg.  every 
six  hours. 


For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage  is  2.50  mg.  every 
six  hours. 

In  more  severe  or  deep-seated  infections,  these  dosages  may  be  doubled. 

Ilosone  is  available  in  three  convenient  forms:  Pulvules® — 12.5  and  2.50  mg.f;  Oral 
Suspension  — 12.5  mg.f  per  .5-cc.  teaspoonful;  and  Drops— 5 mg.f  per  drop,  with 
dropper  calibrated  at  25  and  .50  mg. 

Product  brochure  available;  write 
Eli  Lilly  and  Company,  Indianapolis  6,  Indiana 

tBase  equivalent 

Ilosone®  (propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 
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INFORMATION  FOR  AUTHORS 

Original  papers  will  be  considered  for  publication 
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Officially  proclaimed  weeks  proliferate  in  the 
land  to  the  point  of  saturation.  There  is 
one,  however,  which  should  be  meaningful 
to  physicians  and  those  they  serve — 
Diabetes  Week.  Here  is  something  that 
actually  involves  the  lives  and  well-being  of 
people,  offering  hope  of  control  and  cor- 
rection. 

Mass  testing  of  numbers  of  people  should 
bring  to  light  from  1 to  1.5  per  cent  with 
overt  or  latent  diabetes.  This  is  not  only 
statistically  satisfactory  but  also  incalcu- 
lable in  human  value. 

Much  evidence  has  accumulated  that  the 
complications  of  diabetes  are  related  to  con- 
trol, from  the  figures  of  Joslin  (1957)  that 
77.7  per  cent  of  the  deaths  over  a two-year 
period  among  diabetic  patients  under  obser- 
vation in  his  clinic  were  due  to  cardio- 
vascular-renal disorders  to  the  findings  of 
Sigroth  who,  measuring  skin  temperature  of 
the  fingers  of  normal  and  diabetic  subjects 
after  the  hands  had  been  immersed,  first  in  a 
cold  and  then  in  a warm  bath,  found  a sub- 
normal rise  in  53  of  91  diabetic  persons. 
This  impaired  response,  indicating  an  ab- 


normality of  the  smaller  vessels,  was  corre- 
lated inversely  with  the  age  at  onset  of  dia- 
betes and  directly  with  poor  control  of 
glycosuria  and  the  presence  of  renal  and 
retinal  disease  but  was  not  correlated  with 
age,  sex,  blood  pressure,  basal  metabolism, 
or  frequency  of  insulin  reactions. 

The  two  hour  postprandial  blood  and 
urine  tests  are  more  revelatory  than  those 
in  the  fasting  state.  A good  time  to  test  for 
latent  diabetes  is  during  periods  of  stress 
such  as  upper  respiratory  infection,  pneu- 
monia, pyelonephritis,  renal  colic,  and  gall- 
stone colic,  to  name  but  a few.  Also  preg- 
nancy that  results  in  gigantism  of  the  fetus, 
stillbirth,  and  neonatal  death  should  point 
the  finger  of  suspicion  toward  the  possibility 
of  maternal  diabetes. 

These  are  exciting  times  in  the  field  of 
diabetes.  As  only  one  example,  there  is 
under  study  at  the  present  time  a new  com- 
pound for  oral  use  which  promises  to  be  on 
the  order  of  10  to  15  times  more  effective 
than  those  in  use  at  present. 

Hold  onto  your  hat  and  continue  case 
finding. 


Immunization  of  Aged  Persons  Against  Influenza 


The  coming  of  the  autumn  season  calls  for 
renewed  emphasis  on  the  importance  of  im- 
munizing older  persons  against  influenza. 

Although  influenza  has  a relatively  low 
morbidity  rate  among  older  persons,  pos- 
sibly attributable  to  their  relative  social  iso- 
lation and  previous  immunologic  experience 
compared  with  those  of  younger  ages,  the 
fatality  among  older  persons  is  relatively 
high.  This  is  due  not  only  to  the  deaths 
directly  attributable  to  influenza  and  the 
frequently  associated  pneumonia,  but  also  to 


the  marked  increases  in  total  deaths  re- 
corded during  epidemics  of  influenza.  As 
Theodore  C.  Eickhoft',  M.D.,*  of  the  Com- 
municable Disease  Center  of  the  U.S.  Public 
Health  Service  in  Atlanta,  Georgia,  has 
stated,  the  number  of  deaths  from  all  causes 
reported  during  an  epidemic  in  excess  of  the 
number  of  deaths  which  would  have  been 
normally  expected  for  the  particular  time 
of  the  year  provides  a reflection  of  the  e.x- 

* Eickhoff,  T.  C.:  The  significance  of  influenza  in 
geriatric  practice,  Gerontologist  1;  78  (June)  1961. 
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tent  and  severity  of  an  epidemic.  During 
thi’ee  epidemic  waves  of  Asian  influenza  in 
the  United  States  from  1957  to  1900,  there 
was  a total  of  86, 000  excess  deaths  due  to 
influenza.  Of  these,  57,000  occurred  in  the 
population  over  sixty-five  years  of  age. 
Cardiovascular-renal  disease  and  broncho- 
pulmonary disease  were  the  most  common 
associated  chronic  illnesses,  and  their  pres- 
ence increased  significantly  the  risk  of  in- 
fluenza-associated death. 

l'\)rtunately,  influenza  immunization  can 
be  expected  to  reduce  this  excess  mortality 
considerably.  Polyvalent  influenza  vaccine 
has  been  shown  to  be  from  60  to  75  per  cent 
effective  in  preventing  the  disease.  Assum- 
ing that  at  least  the  lower  figure  would  hold 
for  the  older  population,  approximately 
84,000  of  the  total  57,000  excess  deaths  in 
the  over  sixty-five  age  group  during  the  three 
recent  waves  of  Asian  influenza  might  have 
been  prevented.  At  70  per  cent  effective- 
ness, the  prevented  deaths  might  have 
reached  40,000.  Although  it  may  be  re- 
grettable that  we  do  not  have  available  an 
agent  which  would  be  100  per  cent  effective, 
the  presently  available  vaccine  is  certainly 
an  effective  preventive  agent  if  it  can  save 


34,000  or  more  lives.  Immunization  against 
influenza  among  aged  persons  is  directed  not 
merely  at  preventing  morbidity  from  an  un- 
comfortable but  essentially  benign  disease, 
as  would  be  the  case  in  young  adults,  but 
rather  at  the  prevention  of  death  in  a high 
percentage  of  aged  individuals  among  whom 
the  case  fatality  rate  is  so  high. 

Because  of  the  continued  endemic  inci- 
dence of  influenza  and  the  unpredictable 
periodicity  of  epidemics,  immunization  of 
the  high-risk  aged  group  is  recommended  on 
an  annual  basis. 

The  New  York  State  Department  of 
Health  urges  physicians,  nurses,  and  other 
professional  personnel  coming  in  contact 
with  aged  persons  to  impress  on  this  group 
the  importance  of  seeking  influenza  im- 
munization from  their  personal  physicians. 
Although  two  doses  of  1 ml.  each,  given  two 
or  more  months  apart,  should  be  given  for  the 
first  year,  a single  dose  is  sufficient  as  a 
booster  during  each  subsecpient  year.  Im- 
munization should  be  completed  around 
November  1. 

For  further  details  of  this  problem  the 
reader  is  referred  to  the  excellent  article  by 
Eickhoff.— I.J.B. 


Zoning  Regulations 


A recent  lawsuit  concerned  a practicing 
physician  who  had  purchased  certain  prem- 
ises to  be  used  for  his  offices  as  well  as  his 
residence.  This  was  in  accordance  with 
the  applicable  town  zoning  ordinance,  which 
permitted  physicians’  offices  in  that  area 
“when  part  of  the  personal  dwelling  of  such 
professional  person.”  Within  a few  months 
he  applied  for,  and  obtained,  a permit  from 
the  town  building  inspector  to  remodel 
the  premises.  This  remodeling  was  accom- 
plished in  fact,  but  the  physician  never  re- 
sided on  the  premises  although  he  maintained 
his  medical  offices  there.  Subsequently,  he 
sought  permission  to  continue  to  use  the 
premises  for  his  office  without  making  it  his 
personal  dwelling  on  the  grounds  that  he  had 


discovered  that  the  new  residential  quarters 
were  insufficient  for  his  family.  The  Zoning 
Board  of  Appeals  denied  his  reciuest,  and, 
thereupon,  he  commenced  a proceeding 
in  the  Supreme  Court  of  the  State  of  New 
York  to  annul  the  decision  of  the  Zoning 
Board. 

It  is  clear  that,  if  a special  or  unnecessary 
hardship  can  be  shown,  the  petitioner  may 
be  able  to  obtain  the  change  he  seeks.  How- 
ever, in  this  case  the  Justice  of  the  Supreme 
Court  held  that  the  physician  could  not 
complain  of  hard.ship  because  he  knew  all 
the  facts  when  he  bought  the  property. 
In  fact  he  had  tried  to  accomplish  the  change 
even  before  he  bought  the  property  and 
was  not  permitted  to  do  so.  In  holding 
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that  the  Zoning  Board’s  action  was  not  an 
abuse  of  discretion,  the  Court  said; 

It  is  clear  that  one  who  purchases  real 
property  already  limited  in  use  by  zoning  re- 
strictions cannot  later  be  heard  to  complain 
on  the  ground  of  hardship.  ...  It  is  presumed 
that  consideration  appropriate  to  the  limited 
use  was  paid,  and  no  element  of  the  unexpected 
or  incalculable  can  be  said  to  have  aggravated 
the  purchaser’s  plight. 

The  factual  situation  in  the  instant  matter. 


however,  presents  an  even  more  compelling 
reason  for  sustaining  the  decision  of  the  Zoning 
Board.  The  record  indicates  that  on  June  8, 
1959,  one  week  prior  to  his  purchase  of  the 
involved  premises,  the  petitioner  had  applied 
for,  and  been  denied,  the  e.xact  variance  now 
sought.  Definitely  forewarned,  he  was  bound 
to  bear  the  risk  of  success  or  failure  of  the 
remodeling  to  suit  his  needs — in  conformity 
with  the  ruling — and,  if  the  latter,  the  hard- 
ship cannot  be  regarded  as  other  than  self- 
created. 


Editorial  Comment 


Hospital  Support.  A preliminary  report 
from  the  Sloan  Institute  of  Hospital  Ad- 
ministration of  Cornell  University  on  a 
study  of  136  hospitals  in  Upstate  New  York 
to  learn  why  some  receive  better  community 
support  than  others  reveals  a set  of  interest- 
ing findings. 

A community  will  support  one  hospital 
in  town  better  than  one  of  several.  Small 
hospitals  receive  more  money  than  large 
ones,  and  voluntary  hospitals  are  supported 
better  than  public  ones.  Although  it  was 
thought  that  older,  established  hospitals 
would  receive  more  support,  it  was  found 
that  the  community  often  gives  greater- 
support  to  a new  hospital. 

The  hospital  accredited  under  the  Joint 
Commission  of  Hospital  Accreditation  is 
usually  well  supported.  High  autopsy  rates 


and  scientific  publications  by  the  staff,  while  1 1 
considered  a mark  of  excellence  by  the 
medical  profession,  apparently  do  not  im-  [ii 
press  the  public.  Male  administrators  j i 
seemed  to  attract  more  money  than  female.  I ' 
Experience  on  the  part  of  the  administrator  i j 
goes  with  high  support,  but  advanced  educa- 
tional training  does  not.  A very  high  re- 
lationship between  average  patient  days  in 
the  hospital  and  community  support  -was  j 
found,  the  hospital  with  short  average  length- 
of-stay  receiving  greater  support  than  the 
hospital  wdth  long  average  length-of-stay. 

The  vagaries  and  irrationalities  of  com- 
munity support  for  hospitals  will  often*^fall  I 
short  of  meeting  the  necessity.  Then  it  be- 
comes the  function  of  a strong  hospital  board,  j 
with  vision  and  public  influence,  to  redress  ' 
the  balance. 
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Essential  in  moving  external  masses,  but  potentially  dangerous  in  moving  the 
bowels,  since  vascular  accidents  may  be  precipitated  in  heart  patients  by 
excessive  straining  at  stool.  For  cardiac  patients  with  constipation,  Metamucil 
adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis 
and  also  to  hold  water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus 
Metamucil,  with  an  adequate  water  intake,  induces  natural  elimination  with  a 
minimum  of  straining.  Metamucil  also  promotes  regularity  through  “smooth- 
age"  in  all  types  of  constipation. 

brand  of  psyllium  hydrophilic  muciiioid  ® 

Metamucil 

Available  as  Metamucil  powder  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 
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ACCORDING  TO  THE  NEED 


DECHOLIN-BB 

Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  anxiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts . . . and  also  relieve  both  smooth-muscle  spasm  and 
biliary/intestinal  stasis 


butabarbital  sodium 15  mg.  (14  gr.) 

(Warning-may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  ('/e  gr.) 


DECHOLIH 
with  Belladonna 

Hydrocholeretic— Antispasmodic .. .to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi... and 
also  counteract  biliary/intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  (3^4  gr.) 

belladonna  extract 10  mg.  (14  gr.) 


DECHOLIN 

Hydrocholeretic ...  to  combat  STASIS  in  bowel  and  biliary 
tract ...  by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily. 

Side  effects:  Decholin  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
Decholin  with  Belladonna  and  Decholin-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  Decholin  with  Belladonna  and 
Decholin-BB)  glaucoma. 

Precautions:  Periodically  check  patients  on  Decholin  with  Belladonna  and  Decholin-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  Decholin-BB  for  evidence  of  barbiturate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Available:  Decholin-BB,  in  bottles  of  100  tablets;  Decholin  with  Belladonna  and  Decholin,  in  bottles  of 
100  and  SOO..  nui 


AMES 

COMPANY.  INC 
Elkhorl  • Indiana 
Toronto  • Canoda 
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False  Diagnosis  of  Mitral  Stenosis 


RICHARD  h.  GOLDEN,  M.D.,*  BELLPORT,  NEW  YORK,  AND  CHARLES  A.  BERTRAND,  M.D., 

WHITE  PLAINS,  NEW  YORK 


' {From  the  Department  of  Medicine  and  the  Cardiopulmonary  Laboratory  of  The  Roosevelt  Hospital) 

I 


^ I ''he  impression  that  a diastolic  murmur 
' J-  or  sound  audible  at  the  apex  is  indica- 
tive of  rheumatic  mitral  stenosis  remains 
well  established  in  current  medical  thought 
despite  long-standing  proof  to  the  contrary. 
Similarly,  too  little  thought  is  given  to  the 
causes  of  such  murmurs  other  than  those 
of  rheumatic  fever. 

The  characteristic  cardiac  murmur  in 
typical,  well-advanced  cases  of  rheumatic 
I mitral  stenosis  consists  of  a low  pitched, 
rumbling,  mid-diastolic  apical  murmur  with 
, presystolic  accentuation,  the  latter  com- 
ponent disappearing  in  the  presence  of  atrial 
fibrillation.  In  addition,  an  associated  loud, 

: snapping,  first  mitral  heart  sound,  an  accen- 
I tuated  pulmonic  second  heart  sound,  and  an 
' opening  snap  may  be  present.  An  apical 
diastolic  or  presystolic  thrill  may  accom- 
I pany  the  murmur.  A cardiac  fluoroscopy 
and  an  x-ray  examination  will  show  an  en- 
largement of  the  left  atrium  and  the  right 
I ventricle  with  prominence  of  the  pulmonary 
' artery  segment.  The  electrocardiogram 
may  show  signs  of  right  ventricular  hyper- 
trophy and  notched  P waves.  Atrial  fibrilla- 
tion is  common. 

It  is  evident  that  a diagnosis  cannot  be 
based  solely  on  the  presence  of  a diastolic 
murmur  at  the  mitral  area  without  the  cor- 
roborative evidence  of  a history,  a physical 


* Present  address:  Brookhaven  National  Labora- 
tory, Upton,  New  York. 


examination,  and  laboratory  data.  How- 
ever, when  an  apical  diastolic  murmur  is 
encountered,  the  diagnosis  will  be  facilitated 
if  the  differential  diagnosis  of  such  murmurs 
is  appreciated. 

This  presentation  will  discuss  and  present 
examples  of  the  various  situations  (functional 
and  organic)  which  simulate  rheumatic 
mitral  stenosis  by  the  presence  of  a diastolic 
murmur  or  sound  at  the  apex.  We  have 
classified  these  situations  as  follows: 

(1)  Auscultatory  illusions,  (2)  Thoracic 
cage  deformities,  (3)  Lesser  circulation  ob- 
struction, (4)  Ball-valve  syndrome,  (5) 
Aortic  insufficiency,  (6)  Endocarditis,  (7) 
Rheumatic  heart  disease,  (8)  Pericarditis, 

(9)  Cardiac  enlargement  of  various  etiologies, 

(10)  Congenital  heart  disease,  (11)  Connec- 
tive tissue  disorders. 

The  Auscultatory  Illusion 

This  category  of  sounds  simulating  mitral 
stenosis  may  be  divided  into  the  following 
groups:  (1)  gallop  rhythms;  (2)  modifi- 

cations of  the  first  heart  sound;  (3)  modifi- 
cations of  the  second  heart  sound,  and 
systolic  sounds. 

In  the  first  group  are  found  triple  rhythms, 
including  atrial  and  ventricular  gallops,  and 
(juadruple  rhythm,  Fishberg^  states  that 
he  has  repeatedly  known  the  condition  of 
patients  with  left  ventricular  failure  to  be 
diagnosed  as  mitral  stenosis  because  of  the 
presence  of  a gallop  rhythm  (mistaken  for  a 
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presystolic  murmur)  together  with  an  ac- 
centuation of  the  pulmonic  second  sound 
and  “mitralization”  in  the  roentgenogram. 
Another  example  of  this  would  be  the  auscul- 
tatoiy  impression  of  mitral  stenosis  resulting 
from  the  association  of  a prolonged  first  heart 
sound  with  an  atrial  gallop  coming  very  close 
to  this  sound.'* 

The  second  group,  modifications  of  the 
first  heart  sound,  has  been  divided  by  Alimu- 
rung,  Rappaport,  and  Sprauge*  into  the 
following  subdivisions:  (a)  prolongation  of 
the  first  heart  sound  with  its  later  elements 
of  unusual  intensity.  This  is  often  referred 
to  as  the  crescendo- type  first  heart  sound; 
(6)  splitting  of  the  first  heart  sound  with  its 
second  element  more  intense  than  the  first; 
(c)  prolongation  of  the  first  heart  sound 
with  a closely  related  presystolic  gallop. 

Sewall,  in  1909,®  pointed  out  that  a cre- 
scendo-type first  heart  sound  may  occur  in 
individuals  with  structurally  normal  hearts 
at  the  time  of  accelerated  cardiac  action, 
simulating  closely  the  presystolic  murmur  of 
mitral  stenosis.  A similar  situation  has 
been  described  in  association  with  “effort 
syndrome”  by  later  authors.®'®  White^ 
states  that  “the  exercise  test  used  to  bring 
out  a presystolic  murmur  also  causes  in  case 
of  effort  syndrome,  the  first  sound  to  become 
so  forcible  and  tumultuous,  that  a mistaken 
diagnosis  of  mitral  stenosis  may  sometimes 
be  made  from  the  character  of  this  sound.” 
The  crescendo  configuration  of  the  first 
heart  sound  has  been  offered  in  explanation 
of  the  presystolic  murmur  that  is  sometimes 
believed  to  be  present  in  individuals  with 
atrial  fibrillation.®  A reinforcement  of  the 
first  heart  sound  simulating  mitral  stenosis 
may  occur  in  those  arrhythmias  in  which  atrial 
and  ventricular  systole  occur  together  from 
time  to  time.  This  may  be  seen  in  in- 
dividuals with  complete  heart  block  or 
with  ventricular  extrasystoles  causing  accen- 
tuation of  the  first  heart  sound  by  the  atrial 
sound. 

The  reduplication  of  the  first  heart  sound 
is  a common  source  of  error  in  auscultation. 
A split  first  heart  sound  in  association  with 


a presystohc  gallop  occasionally  may  simu- 
late a presystolic  rumble  at  the  apex  of  the  < 
heart.**  In  the  early  years  of  the  century, 
Sewall®  pointed  out  that  “when  such  a re- 
duplication is  the  weaker  of  the  two  ele- 
ments and  precedes  the  contraction  of  the 
left  ventricle  without  a perceptible  inter- 
mission, the  first  heart  sound  may  appear 
to  begin  with  a crescendo  tone  simulating  a 
presystolic  murmur.”  It  is  to  be  remem- 
bered that  atrial  contraction  may  produce 
reduplication  of  the  first  heart  sound  in  cases 
of  shght  atrioventricular  block.*® 

Another  subdivision  of  the  second  group  is 
that  of  the  prolongation  of  the  first  heart 
sound  with  a closely  related  presystolic  gallop. 

An  illustration  of  this  is  a reported  case 
of  atrial  flutter  simulating  mitral  stenosis,  in 
which  the  mechanism  was  a prolonged  first 
heart  sound  associated  with  an  atrial  gallop.* 

Last,  in  consideration  of  the  auscultatory 
illusion  we  come  to  modifications  of  the  sec- 
ond heart  sound  and  systolic  sounds  (group  3) . 

A late  systolic  murmur  may  have  a crescendo 
quality  and  lead  to  an  auscultatory  impres- 
sion of  mitral  stenosis,  but  careful  timing  will 
obviate  this.  While  the  mechanism  is  un- 
known, some  patients  present  evidence  of 
congestive  heart  failure  attributed  to  presby- 
cardia  and  others  have  evidence  of  coronary 
heart  disease.**  The  late  systolic  murmur 
also  occurs  in  long-standing  rheumatic  mitral 
insufficiency  and  in  calcified  mitral  annulus.*® 

Another  mechanism  producing  the  audi- 
tory illusion  of  a presystolic  murmur  is 
that  of  a loud,  early,  systolic  gallop  simulat- 
ing an  abnormal  first  heart  sound,  the  nor- 
mal first  sound  preceding  the  gallop.® 

Luisada  and  Montes*  have  reported  a case 
of  adhesive  pericarditis  in  which  a late 
systolic  snap  occurred  (due  to  pericardial 
adhesions)  and  was  mistaken  for  a second 
heart  sound,  while  the  normal  second  sound 
was  thought  to  be  a diastolic  murmur. 

The  judicious  use  of  the  phonocardio- 
graph,  together  with  careful  auscultation  and 
timing,  will  resolve  many  of  the  problems 
that  arise  in  this  category. 
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; Thoracic  Cage  Deformities 

! The  production  of  various  murmurs  in 
I association  with,  or  secondary  to,  deformi- 
i ties  of  the  thoracic  cage  is  a known  entity. 
! In  descriptions  of  the  heart  in  the  more  com- 
I mon  types  of  chest  deformity  including 
I pectus  excavatum  and  kyphoscoliosis,  the 
murmur  usually  described  is  of  the  systolic 
, variety.  However,  an  apical  diastohc 
murmur  may  be  present  in  association  with 
' some  of  these  deformities,  not  imhke  that 
I heard  in  rheumatic  heart  disease  with  mitral 
I stenosis.^® 

In  an  analysis  of  16  cases  of  sternal  de- 
' pression,  Evans^^  found  a systohc  murmur 
present  at  the  left  border  of  the  depression 
' in  all  and  a spht  first  heart  sound  in  3 cases. 
An  erroneous  diagnosis  of  rheumatic  heart 
disease  had  been  made  in  5 of  these  cases. 

' We  have  observed  a similar  occurrence. 

Case  Report. — forty-one-year-old  married 
I female  complained  of  exertional  dyspnea  which 
‘ became  progressively  worse  in  the  year  prior  to 
' hospitalization.  An  occasional  precordial  chest 
' pain  was  reported  with  radiation  down  either  arm. 

I One-  to  two-pillow  orthopnea  was  present.  The 
I patient  suffered  an  episode  of  scarlet  fever  at  the 
I age  of  twelve,  and  she  was  told  of  the  presence  of 
I a “heart  murmur”  at  the  age  of  sixteen.  Dysp- 
j nea  on  exertion  was  first  noted  at  the  age  of 
, nineteen. 

I A physical  examination  revealed  that  the  blood 
I pressure  was  105/75  mm.  Hg  and  the  pulse  96  per 
minute.  The  neck  veins  were  not  distended,  and 
I the  lungs  were  clear  to  percussion  and  ausculta- 
I tion.  The  heart  was  percussed  slightly  to  the 
' left  of  the  midclavicular  line,  and  the  presence  of  a 
moderate  pectus  excavatum  was  noted.  A Grade 
I II  systolic  murmur  and  a Grade  II  diastolic 
rumble  were  heard  at  the  apex  together  with  a 
i loud,  snapping,  first  heart  sound. 

A roentgenographic  examination  of  the  chest 
demonstrated  a shift  of  the  mediastinum  to  the 
left  with  a slight  rotation  of  the  heart  resulting 
in  a prominent  pulmonary  artery  segment. 
There  was  no  evidence  of  chamber  efilargement. 
The  electrocardiogram  showed  a sUght  sinus 
tachycardia  and  P waves  suggestive  of  atrial  dis- 
ease. A diagnosis  of  rheumatic  heart  disease  with 
mitral  stenosis  was  made,  and  an  exploratory 
cardiotomy  was  done. 


At  operation  the  mitral  valve  was  found  to  be 
perfectly  normal,  as  were  the  pulmonary  artery 
and  the  left  atrium.  Cardiac  catheterization  was 
performed  two  months  postoperatively,  and  the 
results,  including  cardiac  output  studies  at  rest 
and  after  exercise,  were  entirely  normal.  It  is 
now  believed  that  the  murmurs  were  related  to 
the  chest  deformity,  pectus  excavatum. 

Master  and  Stone^^  state  that  in  the 
majority  of  cases  of  funnel-shaped  and  flat 
chests,  symptoms  either  are  absent  or  in- 
significant but  that  symptoms  and  signs 
simulating  rheumatic  or  congenital  heart 
disease  may  be  present. 

In  severe  kyphoscoliosis  and  kyphoscoli- 
otic  heart  disease,  dilatation  and  hypertrophy 
of  the  right  ventricle  are  present  in  a major- 
ity of  cases,  with  left  ventricular  enlarge- 
ment noted  to  a much  lesser  extent.^*  Al- 
though diastolic  murmurs  usually  are  not 
associated  with  this  condition,  it  is  not  diffi- 
cult to  envision  the  production  of  such  a 
murmur  on  the  basis  of  relative  stenosis  of 
the  tricuspid  or  mitral  valves  as  a conse- 
quence of  ventricular  enlargement.  How- 
ever, this  remains  undocumented  thus  far. 

Lesser  Circulation  Obstruction 

Under  the  broad  generic  title  of  Lesser 
Circulation  Obstruction,  the  entity  of  pri- 
mary (idiopathic)  pulmonary  hypertension  is 
sometimes  cited  as  a cause  of  apical  diastolic 
murmurs,  together  with  other  more  obscure 
etiologies,  such  as  pulmonary  vein  constric- 
tion, schistosomiasis,  and  chorionepithe- 
fioma. 

Primary  pulmonary  hypertension  is  a 
disease  of  unknown  etiology  occurring  as  the 
result  of  intimal  proliferation  of  the  smaller 
pulmonary  arteries  resulting  in  a diminution 
of  the  size  of  the  vascular  lumen.  This  is 
in  distinction  to  secondary  pulmonary  hyper- 
tension which  is  subsequent  to  pre-existing 
heart  or  lung  disease.^®  The  auscultatory 
findings  consist  of  a loud,  closely  split  sec- 
ond heart  sound,  often  with  accentuation 
of  the  pulmonic  element,  and  a high-pitched 
pulmonary  systohc  ejection  click.  Occa- 
sionally a right  atrial  gallop,  a pulmonary  m- 
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competent  diastolic  murmur  (Graham  Steell), 
and  a tricuspid  pansystolic  murmur  may  be 
heard. An  apical  diastolic  or  presystolic 
murmur  has  been  described  in  association 
with  this  disease  together  with  autopsy 
findings  of  normal  mitral  valves. Three 
such  patients  with  an  apical,  rumbling,  di- 
astolic murmur  have  been  reported  recently 
by  Yu.^^ 

In  1934,  Waring  and  Black'^^  proposed 
the  “syndrome  of  obstruction  in  the  lesser 
circulation”  comprising  certain  common 
clinical  features  (cyanosis,  dyspnea,  poly- 
cythemia, and  right  ventricular  hypertrophy) 
arising  from  any  process  impeding  the  pul- 
monary circulation.  One  of  their  cases,  a 
thirty-eight-year-old  man  in  whom  faint 
diastolic  and  “doubtful”  presystolic  murmurs 
had  been  detected  clinically,  was  found  at 
necropsy  to  have  “sclerotic  and  inflamma- 
tory lesions”  of  the  small  pulmonary  arteries 
and  arterioles,  together  with  right  ventric- 
ular hypertrophy  and  dilatation  and  normal 
valves. 

Wycoff  and  Bunim^®  described  a rumbling 
apical  diastolic  murmur  as  a physical  sign 
associated  with  right  ventricular  dilatation 
and  hypertrophy,  secondary  to  obstruction 
in  the  lesser  circulation,  and  unassociated 
with  valvular  disease  or  pericarditis.  They 
reported  3 cases,  1 of  primary  pulmonary 
atherosclerosis,  I of  pulmonary  schistoso- 
miasis mansoni,  and  the  last  of  chorionep- 
ithelioma  occluding  the  pulmonary  artery 
branches.  Ten  other  cases  are  cited  from 
the  literature  with  findings  of  apical  diastolic 
murmurs.  These  patients  had  right  ventric- 
ular hypertrophy  and  dilatation  secondary 
to  lesser  circulation  obstruction.-®  Similar 
findings  were  encountered  in  a patient  with 
chronic  lung  disease  who  was  admitted  to 
The  Roosevelt  Hospital. 

Case  Report. — A forty-nine-year-old  house- 
wife complained  of  increasing  shortness  of  breath 
and  swelling  of  the  lower  extremities  of  one 
month’s  duration.  The  i)atient  had  noted  dysp- 
nea on  exertion  over  a period  of  fifteen  years. 
This  was  associated  with  a chronic  cough  produc- 
tive of  small  amounts  of  yellowish  sputum  oc- 


casionally streaked  with  blood.  Eighteen  months 
prior  to  admission  she  was  told  that  she  had 
“heart  trouble,”  and  she  was  digitalized  because 
of  cardiac  decompensation. 

The  pertinent  findings  on  physical  e.xamination 
included  a blood  pressure  of  130/85  mm.  Hg, 
jrulse  96  jrer  minute,  and  respirations  34  per 
minute.  The  cervical  veins  were  moderately 
prominent  with  the  patient  in  the  upright  posi- 
tion. There  were  diminished  breath  sounds  and 
diffuse  moist  rales  throughout  both  lung  fields. 
The  heart  was  ijercussed  3 cm.  to  the  left  of  the 
midclavicular  line,  and  the  rhythm  was  regular. 
The  first  mitral  and  second  pulmonic  heart 
sounds  were  accentuat'd,  and  a short  diastolic 
rumble  was  heard  at  the  apex  together  with  a 
Grade  II  blowing  systolic  murmur.  The  liver 
was  palpable  5 cm.  below  the  right  costal  margin 
and  was  moderately  tender.  One  to  2 plus  edema 
of  the  arms,  breasts,  and  abdomen  was  present 
together  with  2 to  3 plus  pitting  edema  of  the 
sacrum  and  lower  extremities. 

44ie  venous  pressure  was  175  mm.  of  saline,  and 
the  arm-to-tongue  circulation  time  (Decholin) 
was  twenty-eight  seconds.  The  electrocardio- 
gram showed  sinus  tachycardia  and  right  axis 
deviation  and  was  suggestive  of  right  ventricular 
hypertrophj'.  Chest  x-ray  films  and  cardiac 
fluoroscopy  showed  the  heart  to  be  enlarged  with 
a rheumatic  configuration  and  questionable 
enlargement  of  the  left  ventricle.  The  lung  fields 
demonstrated  long-standing  chronic  congestion 
with  fibrosis  and  hemosiflerosis  and  the  presence 
of  emphysematous  blebs  in  the  upper  lobe  of  the 
right  lung.  Tomography  of  the  heart  failed  to 
reveal, any  calcification  in  the  region  of  the  aortic 
or  mitral  valve.  An  angiocardiographic  stud}' 
demonstrated  slight  enlai-gement  of  the  right  side 
of  the  heart  and  a small  degree  of  dilatation  of  the 
pulmonary  artery. 

The  jxitient  was  treated  with  the  standard 
regimen  for  her  congestive  la'art  failure  and  with 
antibiotics  in  view  of  her  low-grade  febrile  course 
which  was  thought  to  be  associated  with  chronic 
pulmonary  ilisease.  The  clinical  impression  was 
that  of  rheumatic  heart  disease  with  mitral 
stenosis  and  insufficiency  and  associated  chronic 
lung  disease.  Exploratoiy  thoracotomy  and 
cardiotomy  were  undertaken,  at  which  time  there 
was  found  to  be  generalized  chamber  enlargeznent 
of  the  heart  and  marked  dilatation  of  the  pul- 
monary artery.  There  was  no  abnormality  of 
the  mitral  valve.  The  patient  expired  forty- 
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eight  hours  postoperatively. 

A necropsy  revealed  moderate  hypertrophy  and 
dilation  of  the  right  atrium  and  slight  enlarge- 
ment of  the  left  atrium.  The  right  ventricle  was 
markedly  hypertrophied  and  slightly  dilated,  and 
the  left  ventricle  appeared  normal  morphologi- 
cally. The  valves  were  free  from  abnormalities. 
The  lungs  showed  bilateral  dilation  of  the  bronchial 
lumens  which  contained  a mucopurulent  exudate. 
There  were  a few  emphysematous  blebs  and 
bullae  at  the  apex  of  the  upper  lobe  of  the  right 
lung  and  areas  of  emphysema  along  the  peripheral 
margin  of  the  middle  lobe  of  the  right  lung. 
Small  reddish  granular  areas  scattered  through- 
out the  upper  lobe  of  the  right  lung  were  sugges- 
tive of  pneumonic  consolidation.  A microscopic 
examination  of  multi])le  sections  of  the  lungs 
demonstrated  bilateral  bronchiectasis,  bronchitis, 
chronic  organizing  pneumonitis,  and  intimal 
fibrosis  of  the  small  arteries  with  narrowing  of  the 
lumens. 

The  final  diagnosis  was  bilateral  bronchiectasis, 
chronic  organizing  ]meumonitis,  and  pulmonary 
j atherosclerosis  together  with  cor  pulmonale.  An 
obstruction  of  the  lesser  circulation  resulted  from 
the  chronic  lung  disease  and  secondary  pulmonary 
atherosclerosis  and  engendered  the  changes  in  the 
right  side  of  the  heart.  The  apical  diastolic 
murmur  was  probably  due  to  a relative  tricusi^id 
stenosis  secondary  to  cor  pulmonale. 

An  interesting  example  of  acquired  pul- 
monary vein  constriction  was  reported  in 
Case  3 of  Davis  and  Andrus'®  in  a patient  in 
whom  auscultation  had  revealed  a rumbling 
apical  mid-diastolic  murmur  with  presystolic 
accentuation. 

An  autopsy  demonstrated  a chroiric  col- 
lagenous mediastinal  process  which  produced 
pulmonary  vein  constriction  and  inflow  ob- 
struction to  the  left  atrium.  The  valves 
were  found  to  be  normal.  A similar  case, 
probably  resulting  from  a previous  tuber- 
culous mediastinitis,  has  been  described  by 
Edwards. 

It  is  possible  that  the  apical  diastolic  mur- 
murs heard  in  lesser  circulation  obstruction, 
while  of  etiologic  uncertainty,  represent  a 
relative  stenosis  of  the  tricuspid  valve 
secondary  to  changes  in  the  chamber  size 
of  the  right  side  of  the  heart. 


Ball-Valve  Syndrome 

The  ball-valve  syndrome,  which  may  be 
divided  grossly  into  atrial  tumor  and  atrial 
thrombus,  was  well  known  to  an  earlier  gen- 
eration of  physicians.^®  Sir  William  Osier, 
writing  in  the  Montreal  Medical  Journal  in 
1896,^®  described  a case  of  sudden  death  in  a 
twenty-year-old  female  due  to  a “ball 
thrombus”  in  the  left  atrium. 

Myxoma  of  the  atrium  is  the  most  com- 
mon type  of  primary  cardiac  tumor,  and 
over  200  cases  were  reported  as  of  1953.®®’®' 
The  left  atrium  is  involved  three  to  four  times 
more  frequently  than  the  right  atrium,  with 
the  myxoma  generally  arising  in  the  region  of 
the  foramen  ovale  and  attached  to  the 
septum  by  means  of  a pedicle.  ®®’®®“®^  These 
tumors,  by  virtue  of  their  position  and 
pedunculated  nature,  can  occlude  the  mitral 
orifice,  producing  a functional  mitral  stenosis. 
The  differential  diagnosis  between  rheumatic 
mitral  stenosis  and  a functional  stenosis 
of  this  nature  may  be  very  difficult  because 
of  the  similarity  in  clinical  features.  The 
diagnosis  may  be  suspected,  however,  when 
the  following  findings  are  encoun- 

1.  The  presence  of  an  inconstant,  vari- 
able mitral  diastolic  murmur  with  changing 
auscultatory  findings  related  to  body  posi- 
tion, in  the  absence  of  a history  of  rheumatic 
fever. 

2.  The  sudden  onset  of  symptoms  which 
may  be  ameliorated  by  changes  of  body  posi- 
tion. The  symptoms  include  palpitations, 
dyspnea,  cyanosis,  syncope,  and  hemoptysis. 

3.  A progressive  cardiac  decompensation 
which  is  unresponsive  to  therapy. 

4.  An  angiocardiographic  demonstration 
of  a filling  defect  of  the  left  atrium,  considered 
pathognomonic. 

Doubt  has  been  cast  on  the  presence  or 
absence  of  an  opening  snap  as  a point  of 
differential  diagnosis  by  the  observations  of 
Lefcoe,  Brien,  and  Manning.®®  An  open- 
ing snap  was  recorded  in  a patient  with  a 
left  atrial  myxoma  and  a normal  mitral 
valve.  To  further  confuse  the  diagnosis, 
myxomas  of  the  left  atrium  have  occurred 
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in  the  presence  of  known  rheumatic  mitral 
disease.  This  situation  has  been  reported 
by  Deshmukh,  Nichols,  and  Goldberg^^  in  a 
patient  in  whom  restenosis  of  the  mitral 
valve  was  suspected  four  years  after  a com- 
missurotomy. A reoperation  revealed  a 
pedunculated  myxoma  of  the  left  atrium. 
Inasmuch  as  left  atrial  tumors  now  constitute 
a surgically  correctable  lesion,  the  means  for 
their  excision  always  should  be  on  hand  in 
those  cases  of  commissurotomy  in  which 
any  doubt  exists  as  to  the  diagnosis. 

Other  rare  tumors  of  the  left  atrium  which 
have  been  reported  as  simulating  mitral 
stenosis  include  hemangioendothelioma,^® 
sarcoma,^®’®®  fibroma,^®  rhabdomyomata,^® 
and  melanoma.^® 

A thrombus,  either  free  or  attached,  may 
occlude  the  mitral  valve  in  a ball-valve 
fashion,  producing  a functional  mitral 
stenosis  similar  to  that  which  has  been 
described. 

Aortic  Insufficiency 

In  1862  Flint^®  pointed  out  that  in  the 
presence  of  severe  aortic  regurgitation,  an 
apical  presystolic  murmur  may  be  found  in 
the  absence  of  a pathologic  condition  of  the 
mitral  valve.  This  phenomenon,  which  has 
become  known  as  the  Austin  Flint  murmur, 
may  occur  with  severe  aortic  regurgitation 
irrespective  of  its  etiology.  Aortic  incompe- 
tence arises  in  most  cases  as  the  result  of  an 
episode  of  rheumatic  fever.  Some  cases  are 
due  to  syphilitic  aortitis,  and  others  are 
ascribable  to  an  atherosclerotic  disease  of 
the  aortic  valves.  Occasional  cases  result 
from  functional  incompetence  secondary  to 
severe  hypertension.  Rarer  causes  include 
bacterial  endocarditis,  trauma,  dissecting 
aneurysm,  and  Marfan’s  syndrome. 

The  explanations  of  the  Austin  Flint 
phenomenon  are  based  on  the  production  of  a 
relative  mitral  stenosis.  If  one  considers  the 
relationship  of  the  normal  mitral  valve  to 
the  dilated  left  ventricular  cavity  seen  with 
aortic  regurgitation,  the  concept  of  the 
relative  narrowness  of  the  mitral  orifice  can 
be  grasped  easily.  Another  factor  which 


may  play  a role  is  the  older  theory  of  dis- 
placement of  the  aortic  leaflet  of  the  mitral 
valve  by  the  regurgitant  aortic  stream,  pro- 
ducing a narrowing  of  the  valve  and  re- 
sulting in  a relative  mitral  stenosis.  The 
lucid  terms  of  Austin  Flint’s  original  explana- 
tion are  worth  repeating:  “In  cases  of  con- 
siderable aortic  insufficiency  the  left  ventricle 
is  rapidly  filled  with  blood  flowing  back 
from  the  aorta  as  well  as  from  the  auricle,  be- 
fore the  auricular  contraction  takes  place. 
The  distention  of  the  ventricle  is  such  that 
the  mitral  curtains  are  brought  into  coap- 
tion,  and  when  the  auricular  contraction 
takes  place  the  mitral  direct  current  passing 
between  the  curtains  throws  them  into  vibra- 
tion and  gives  rise  to  the  characteristic 
blubbering  murmur.”^® 

The  most  common  diagnostic  problem 
which  the  physician  faces  in  this  regard  is 
the  differentiation  of  aortic  insufficiency 
(regardless  of  etiology)  producing  an  Austin 
Flint  murmur  from  rheumatic  heart  disease 
with  aortic  insufficiency  and  organic  mitral 
stenosis.  The  distinction  may  prove  diffi- 
cult since  the  apical  presystolic  murmur  of 
organic  mitral  stenosis  may  have  the  same 
time  and  quality  as  the  Austin  Flint  mur- 
mur.®®’'*® 

The  correct  diagnosis  can  be  made  in  the 
majority  of  cases,  however,  by  means 
of  a precise  history,  physical  examination, 
and  radiographic,  phonocardiographic,  and 
electrocardiographic  findings.^®  The  auscul- 
tatory findings  at  the  apex  associated  with  a 
typical  Austin  Flint  murmur  reveal  no 
opening  snap,  a ventricular  diastolic  gallop, 
a systolic  murmur  presumably  due  to  a 
relative  mitral  insufficiency,  and  an  early 
diastolic  blowing  murmur  transmitted  from 
the  aortic  area.*®’^®’*® 

The  importance  of  correctly  differentiating 
aortic  in.sufficiency  accompanied  by  an 
Austin  Flint  murmur  from  aortic  insuffi- 
ciency associated  with  organic  mitral  stenosis 
has  taken  on  greater  significance  in  recent 
years  with  the  advent  of  new  surgical 
technics  which  permit  the  correction  of  both 
lesions. 
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Endocarditis 

Apical  diastolic  murmurs  may  arise  occa- 
sionally from  bacterial  and  nonbacterial 
endocarditis  involving  the  mitral  valves. 
In  the  nonbacterial  moiety  we  already  have 
dealt  with  rheumatic  endocarditis  and 
cardiac  dilatation  resulting  in  relative  mitral 
stenosis.  A much  less  common  entity  is 
atypical  verrucous  endocarditis  (Libman- 
Sacks  disease)  occurring  as  part  of  dis- 
seminated lupus  erythematosus.  Libman 
and  Sacks'*®  first  described  this  collagen  dis- 
order in  1924.  Of  particular  interest  in 
their  original  paper  is  Case  4 in  which  a loud, 
presystolic,  apical  murmur  was  heard  in  addi- 
tion to  a systolic  murmur.  A necropsy 
revealed  cardiac  enlargement,  thickening  of 
the  mitral  valve,  and  a mass  of  verrucose 
mitral  vegetations  but  no  organic  mitral 
stenosis.  Shearn  and  Pirofsky,'*^  in  a re- 
view of  34  cases  of  disseminated  lupus 
erythematosus,  reported  the  presence  of 
apical  diastolic  murmurs  in  4 cases.  Post- 
mortem examinations  of  2 of  these  patients 
revealed  Libman-Sacks  endocarditis  of  the 
mitral  valves  and  no  evidence  of  rheumatic 
heart  disease.  Harvey  et  in  a clinical 
analysis  of  138  cases,  reported  2 patients  with 
signs  of  mitral  stenosis  noted  during  life, 
although  at  necropsy  the  only  abnormality 
found  was  Libman-Sacks  endocarditis.  The 
analysis  of  the  cause  of  these  murmurs  must 
of  course  take  into  consideration  the  possible 
factors  of  cardiac  dilatation,  fever,  and 
anemia  which  commonly  occur  in  dissem- 
inated lupus  erythematosus.  However,  it 
seems  most  likely  that  the  common  denom- 
inator in  these  cases  is  the  verrucose  vegeta- 
tions of  the  mitral  valve  which  act  to  pro- 
duce periodic  fluctuations  in  the  wake  of  the 
mitral  valve  flow  giving  rise  to  a diastolic 
murmur  (Aeolian  theory).^® 

For  the  sake  of  convenience,  we  shall  con- 
sider next  as  a subdivision  of  nonbacterial  en- 
docarditis the  topic  of  calcification  of  the  mi- 
tral valve.  This  lesion  may  be  seen  with  rheu- 
matic heart  disease  although  many  investiga- 
tors regard  it  as  a purely  degenerative  change 
associated  with  the  atherosclerotic  processes 


of  old  age.®®-®®  De  Oliveira®^  beheves  that 
calcification  of  the  mitral  valve  is  pathog- 
nomonic of  mitral  stenosis  only  when  it  is 
limited  to  the  leaflets,  in  which  case  it  is  al- 
ways the  result  of  endocarditis.  Stroud®® 
feels  that  calcium  deposits  which  are  present 
in  the  mitral  valve  ring  in  old  age  may  ex- 
tend into  the  valves  producing  a definite  ste- 
nosis. Simon  and  Liu®®  state  that  calcification 
of  the  mitral  ring  probably  does  not  produce 
frank  mitral  stenosis,  but  that  apical  presys- 
tolic and  diastolic  murmurs  may  arise  from 
blood  flowing  over  the  jutting  angulations  pro- 
duced by  the  mitral  annulus  calcification. 
Rytand  and  Lipsitch®*  associated  heart  block 
with  the  apical  diastolic  murmur  they  found 
in  cases  of  mitral  valve  calcification  in  elderly 
patients.  They  did  not  regard  the  murmur 
as  evidence  of  mitral  stenosis.  It  is  to  be 
remembered  that  mitral  valve  calcification 
also  may  be  associated  with  a systolic 
murmur  and  possibly  mitral  regurgitation. 

62,64 

In  view  of  the  estimate  (from  unselected 
autopsy  protocols)  that  calcification  of  the 
mitral  annulus  exists  in  over  10  per  cent  of 
the  adult  population,  the  consideration  of 
this  lesion  in  the  differential  diagnosis  of 
apical  diastolic  murmurs  takes  on  increased 
importance.®® 

In  the  vast  majority  of  instances  bacterial 
endocarditis  occurs  in  those  individuals  with 
previous  valvular  disease,  generally  rheu- 
matic endocarditis  and  congenital  heart  le- 
sions. Occasionally  vegetations  will  be 
formed  on  normal  valves  in  the  course  of  a 
fulminating  infection.  Occasional  cases  of 
mitral  stenosis  are  seen  as  the  result  of  healed 
subacute  bacterial  endocarditis.  A few  cases 
are  produced  as  the  result  of  healed  gono- 
coccal endocarditis  and  rarely  by  other  types 
of  endocarditis.®®  Changing  murmurs  are 
characteristic  of  bacterial  endocarditis  and  re- 
sult from  the  growth  or  breaking  off  of 
vegetations,  as  well  as  from  fever,  failure, 
and  anemia.®® 

In  Case  3 of  Irons  and  Jennings,®®  a twenty- 
two-year-old  man  with  miliary  tuberculosis 
and  meningitis  was  observed  to  have  a blow- 
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ing  systolic  murmur  and  a presystolic  mur- 
mur at  the  apex.  A postmortem  examina- 
tion revealed  the  heart  to  be  of  normal  size, 
and  the  valves  were  not  stenosed.  However, 
two  small  tubercles  were  found  on  the  auric- 
ular surface  of  the  anterior  mitral  leaflet  and 
perhaps  represented  the  source  of  the 
diastolic  murmur. 

A patient  with  bacterial  endocarditis 
provides  a further  example  of  this. 

Case  Report.-^A  si.\ty-two-year-old  Filipino 
ship’s  steward  was  admitted  to  The  Roosevelt 
Hospital  complaining  of  dyspnea,  orthopnea, 
ankle  edema,  and  weakness  of  several  months 
duration.  In  addition,  he  reported  anorexia  and 
a 30-pound  weight  loss  during  this  period.  He 
noted  occasional  blood-tinged  sputum.  Signifi- 
cant physical  findings  included  an  increased 
anteroposterior  diameter  of  the  chest  associated 
with  scattered  inspiratory  and  expiratory  wheezes 
anteriorly.  The  heart  was  not  enlarged  to  per- 
cussion, and  a normal  sinus  rhythm  was  present. 
A diastolic  murmur  at  the  apex  was  noted  by 
several  observers.  The  liver  was  palpable  2 to  3 
cm.  below  the  right  costal  margin.  Purpuric 
lesions  were  present  over  the  posterior  aspect  of 
both  calves,  and  4 plus  pitting  edema  of  both 
ankles  was  noted. 

The  laboratory  studies  revealed  a hypochromic, 
normocytic  anemia  with  a hemoglobin  of  4.4 
Gm.  per  100  ml.  An  x-ray  examination  of  the 
chest  revealed  a slight  enlargement  of  the  cardiac 
silhouette  in  the  transverse  diameter  only.  The 
electrocardiogram  showed  nonspecific  T-wave 
changes  consistent  with  myocardial  damage. 
Multiple  blood  cultures  revealed  the  presence  of 
enterococci,  and  a diagnosis  of  subacute  bacterial 
endocarditis  was  made.  The  patient  was  treated 
with  transfusions  and  massive  penicillin  and 
streptomycin  therapy  but  expired  on  the  sixth 
hospital  day. 

A postmortem  examination  showed  moderate 
biventricular  hypertrophy  and  dilation  of  the 
heart.  A moderate  number  of  vegetations  were 
noted  on  the  superior  endocardial  surface  of  the 
mitral  valve,  together  with  marked  involvement 
of  the  aortic  valve  cusps.  The  tricuspid  and 
mitral  valves  were  both  completely  free  of  any 
stenotic  changes.  A microscopic  examination 
revealed  no  evidence  of  Aschoff  bodies. 

It  seems  most  likely  that  the  apical  diastolic 
murmur  which  was  present  in  this  case  of  bacterial 


endocarditis  was  due  to  a combination  of  factors, 
including  the  mitral  valve  vegetations  and/or  the 
ventricular  dilatation  with  its  resultant  relative 
mitral  or  tricuspid  stenosis.  The  anemia  con- 
tributed to  the  genesis  of  the  murmur  by  being  at 
least  in  part  responsible  for  the  changes  in  cham- 
ber size,  and  by  the  increased  velocity  of  the  blood 
flowing  over  the  mitral  vegetations,  thereby 
increasing  the  intensity  of  the  murmur  produced.^® 

An  extremely  rare  case  of  an  aneurysm  of 
the  mitral  valve  has  been  reported  in  which 
the  bulging  of  the  aneurysm  into  the  mitral 
ring  caused  a stenotic  effect  and  an  apical 
diastolic  murmur.  Although  the  etiology 
was  uncertain,  the  postulated  causes  in- 
cluded endocarditis,  congenital  weakness, 
and  an  arrested  rheumatic  carditis. 

Rheumatic  Heart  Disease 

In  any  discussion  of  mitral  stenosis, 
rheumatic  endocarditis  with  subsequent 
valvular  scarring  is  considered  the  usual 
sequence  of  events.  However,  other  conse- 
quences of  rheumatic  heart  disease  fre- 
quently are  productive  of  apical  diastolic 
murmurs  simulating  organic  mitral  stenosis. 
The  Austin  Flint  phenomenon,  pericarditis, 
and  endocarditis  are  discussed  elsewhere  in 
this  paper.  We  shall  consider  here  rheu- 
matic carditis,  tricuspid  stenosis,  mitral 
insufficiency,  and  cardiac  aneurysm. 

It  has  been  a frequent  observation  that 
apical  diastolic  murmurs  may  be  present 
during  the  course  of  acute  rheumatic  carditis 
and  may  persist  for  a short  time  thereafter. 
Since  it  is  well  known  that  organic  mitral 
stenosis  consequent  to  rheumatic  fever  does 
not  develop  for  from  months  to  years,  it  is 
evident  that  these  murmurs  do  not  arise  as  a 
result  of  valvular  deformity.  Dilatation  of 
the  heart  occurs  as  a result  of  rheumatic 
myocarditis  producing  a disproportion  be- 
tween the  normal  mitral  valve  and  the 
dilated  left  atrium  and  ventricle.  The 
murmur,  generally  mid-diastolic  and  rum- 
bling, or  presystolic,  thus  may  be  the  result 
of  a relative  mitral  stenosis  and  may  dis- 
appear following  the  initial  phase  of  the 
disease.  In  the  series  of  Bland,  Jones, 
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and  White®®  of  1,000  patients  with  physical 
signs  of  valvular  disease  of  rheumatic 
etiology,  the  disappearance  of  all  clinical 
evidence  of  heart  disease  occurred  in  83. 

Tricuspid  stenosis  is  almost  always  of 
rheumatic  etiology  and  often  occurs  in 
association  with  mitral  stenosis.  A few 
cases  are  congenital  in  origin,  and  rare  oc- 
currences of  tumor,  thrombus,  or  vegetations 
obstructing  the  tricuspid  valve  have  been  re- 
ported.'® It  is  extremely  difficult  to  differ- 
entiate by  auscultation  the  murmur  of 
tricuspid  stenosis  from  that  of  mitral 
stenosis,  particularly  inasmuch  as  they 
usually  occur  together.  The  diastolic  tri- 
cuspid murmur  is  of  the  same  time  and 
quality  as  the  mitral  murmur  and  may  be 
accompanied  by  a thrill,  opening  snap,  and  a 
loud  first  sound.  It  is  usually  best  heard  at 
the  left  sternal  border  but  may  originate 
anywhere  between  the  lower  sternum  and  the 
left  midclavicular  line  and  may  be  in  the 
fifth  intercostal  space.'®  ®'  The  murmur  of 
tricuspid  stenosis  is  increased  with  inspira- 
tion and  decreased  with  expiration,  whereas 
the  converse  is  true  for  the  murmur  of 
mitral  stenosis."’'®®®  A careful  physical 
examination  together  with  radiographic  and 
electrocardiographic  findings  may  serve  to 
distinguish  this  lesion. 

The  following  case  will  serve  as  an  illustra- 
tion of  the  difficulties  of  diagnosis  when  these 
lesions  are  present  concomitantly. 

Case  Report. — A twenty-seven-year-old 
housewife  entered  the  hospital  for  cardiac  sur- 
gery. She  had  known  of  a heart  murmur  since 
early  childhood  and  was  always  moderately 
limited  in  her  physical  activities.  There  was  no 
definite  history  of  rheumatic  or  scarlet  fever. 
The  patient  reported  e.xertional  dyspnea  as  long 
as  she  could  remember  with  exacerbation  in  the 
three  to  four  years  prior  to  admission.  A chronic 
cough,  orthopnea,  ankle  edema,  and  chest  pain 
were  all  denied.  A progressive  cardiac  enlarge- 
ment was  noted  by  her  family  physician  in  the 
three  years  prior  to  admission.  The  pertinent 
physical  findings  included  a blood  pressure  of 
115/70  mm.  Hg,  pulse  80  per  minute,  and 
respirations  12  per  minute.  The  lungs  were  clear 
to  percussion  and  auscultation.  The  heart  was 


enlarged  to  the  anterior  axillary  line,  and  a pal- 
pable diastolic  thrill  at  the  apex  was  noted.  On 
auscultation,  the  cardiac  rhythm  was  regular,  and 
there  was  a crescendo  presystolic  Grade  III  mur- 
mur together  with  an  opening  snap  at  the  apex. 
The  pulmonic  second  sound  was  accentuated 
The  liver  and  spleen  were  not  palpable,  and  there 
was  no  peripheral  edema.  The  chest  x-ray  films 
and  cardiac  fluoroscopy  showed  a typical  mitral 
cardiac  configuration,  but  the  lung  fields  were 
clear,  and  the  pulmonary  vasculature  was  de- 
creased. The  electrocardiogram  showed  promi- 
nent P waves  suggestive  of  atrial  disease.  The 
diagnosis  of  rheumatic  heart  disease  with  pure 
mitral  stenosis  was  felt  to  be  corroborated,  and 
the  patient  consented  to  elective  mitral  com- 
missurotomy. 

A right  anterior  thoracotomy  was  performed  at 
which  time  the  right  atrium  was  found  to  be 
markedly  enlarged.  The  tricuspid  valve  was 
then  explored  and  found  to  be  markedly  stenotic. 
The  mitral  valve  was  similarly  explored  and 
found  to  be  moderately  stenotic.  A commis- 
surotomy of  both  valves  was  successfully  under- 
taken, and  the  patient  has  done  well  subsequently. 

It  should  be  recalled  at  this  point  that  a 
relative  tricuspid  stenosis  productive  of  a 
functional  diastolic  murmur  may  result  from 
the  dilatation  of  the  right  side  of  the  heart 
regardless  of  the  etiologic  condition. 

In  occasional  patients  with  organic  mitral 
insufficiency  and  little  or  no  mitral  stenosis, 
an  apical  diastolic  murmur  is  present  in  addi- 
tion to  the  usual  systolic  murmur.  The 
cause  of  this  murmur  is  thought  by  some  in- 
vestigators to  be  continued  mitral  regurgita- 
tion into  the  diastole  until  equalization  of 
the  atrial  and  ventricular  pressures  oc- 
curs."’®®’®' 

Case  Report. — A forty-nine-year-old  female 
clerical  worker  was  referred  for  cardiac  consulta- 
tion. The  past  history  revealed  an  episode  of 
“St.  Vitus  dance”  at  the  age  of  seven  years  and 
scarlet  fever  at  the  age  of  thirteen  years.  Follow- 
ing convalescence  from  scarlet  fever,  she  devel- 
oped rheumatic  fever  which  was  manifested  by 
severe  joint  pains,  fever,  and  a heart  murmur. 
The  patient  apparently  was  asymptomatic  until 
four  years  prior  to  the  present  examination  when 
she  experienced  an  episode  of  atrial  fibrillation 
which  was  rapidly  reverted  to  sinus  rhythm  by 
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quinidine.  A diagnosis  of  rheumatic  heart  dis- 
ease was  made  at  that  time.  Since  then,  she  felt 
relatively  well  although  she  complained  of  fatigue, 
dyspnea  on  exertion,  and  occasional  ankle  edema 
of  several  years  duration. 

A physical  examination  revealed  a blood  pres- 
sure of  140/90  mm.  Hg,  pulse  100  per  minute,  and 
respirations  22  per  minute.  No  cyanosis,  club- 
bing, or  edema  was  observed.  The  lungs  were 
clear  to  percussion  and  auscultation,  and  no 
abdominal  organs  were  palpable.  The  heart  was 
slightly  enlarged  to  percussion,  and  a diastolic 
thrill  was  palpable  over  the  apex.  A sinus 
rhythm  was  present  with  occasional  premature 
beats.  The  second  pulmonic  heart  sound  was 
louder  than  the  second  aortic  sound,  and  an  ex- 
tremely loud,  snapping,  first  mitral  heart  sound 
was  noted.  A Grade  II  rumbling  diastolic  murmur 
was  present  at  the  apex  together  with  a Grade  I 
to  II  high-pitched  systolic  murmur.  Cardiac 
fluoroscopy  revealed  considerable  enlargement  of 
the  left  atrium  and  prominence  of  the  pulmonary 
outflow  tract.  The  electrocardiogram  showed 
essentially  normal  findings.  A diagnosis  was 
made^of  rheumatic  heart  with  mitral  stenosis  and 
possible  slight  mitral  insufficiency.  A mitral 
commissurotomy  was  recommended  on  the  basis 
of  these  findings.  At  operation  the  left  atrial 
appendage  was  enlarged  markedly,  and  the  pul- 
monary artery  was  dilated  slightly.  On  explora- 
tion of  the  left  atrium  a 2 to  3 plus  mitral  valve 
regurgitation  was  found,  and  the  valve  was  free 
of  any  stenotic  changes.  The  postoperative 
diagnosis  was  rheumatic  heart  disease  with  pure 
mitral  insufficiency. 

Among  the  rarest  of  heart  lesions  is  that 
of  cardiac  aneurysm  of  rheumatic  etiology. 
A case  has  been  reported  of  an  aneurysmal 
pouch  situated  below  the  mitral  ring  which 
was  considered  responsible  for  the  produc- 
tion of  apical  systolic  and  diastolic  mur- 
murs.®® 

Pericarditis 

The  two  aspects  of  pericarditis  commonly 
associated  with  an  apical  diastolic  sound  are 
constrictive  pericarditis  and  adherent  peri- 
carditis. The  former  is  frequently  of  ob- 
scure etiology,  sometimes  of  tuberculous 
origin,  occasionally  of  other  bacterial  etiol- 
ogy, particularly  pneumococci,  and  may 


follow  a polyserositis  (Concato’s  disease). 
It  also  may  occur  subsequent  to  an  acute 
pericarditis  and  rarely  is  associated  with 
neoplastic  involvement  of  the  pericardi- 
um. ^®'®®“®®  The  essential  pathologic  condi- 
tion is  that  of  a dense  fibrous  pericardium 
compressing  the  heart  and  interfering  with 
its  normal  function.  The  heart  is  usually  of 
normal  size  and  without  organic  valvular 
disease.  In  a series  of  62  cases,  Gimlette®® 
reported  the  presence  of  a diastolic  sound  in 
67  per  cent,  not  essentially  different  from  a 
protodiastolic  gallop.  Evans  and  Jackson®® 
heard  an  adventitious  heart  sound  in  early 
diastole  in  27  of  30  patients  along  a line 
extending  from  the  mitral  area  to  the  xiphoid 
process.  In  17  patients  it  originated  from  a 
splitting  of  the  second  heart  sound,  and  in 
10  patients  it  represented  a triple  rhythm 
from  the  addition  of  the  third  heart  sound. 

Mounsey^®  recently  reported  5 patients 
with  annular  constrictive  pericarditis  in  each 
of  whom  a loud,  early  diastolic  sound  was 
heard.  In  4 of  the  patients  the  constriction 
was  primarily  at  the  annulus.  In  the  fifth 
case  signs  of  functional  mitral,  pulmonary, 
and  aortic  stenosis  developed  seven  years 
after  the  original  operation  for  constrictive 
pericarditis.  At  the  second  operation  a 
double  annular  constriction  was  found  en- 
circling the  atrioventricular  groove  and  the 
root  of  the  aorta  and  pulmonary  artery.  It 
was  felt  that  the  mid-diastolic  murmur  which 
was  present  in  this  patient  was  due  to  mitral 
stenosis  resulting  from  compression  and  in- 
vasion of  the  mitral  valve  area  by  the  fibros- 
ing and  calcifying  process  in  the  peri- 
cardium. 

Paul,  Castleman,  and  White®^  have  de- 
scribed postmortem  findings  in  a case  of 
chronic  constrictive  pericarditis  in  which 
calcification  extended  into  the  myocardium 
and  impinged  on  the  mitral  valve,  producing 
a slight  mitral  stenosis  and  accompanying 
auscultatory  evidence  during  life. 

Thus  we  see  that  constrictive  pericarditis 
on  occasion  may  be  associated  with  various 
diastolic  sounds  ranging  from  triple  rh3dhm 
to  functional  apical  diastolic  murmurs. 
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Adhesive  pericarditis  most  commonly 
originates  from  an  attack  of  rheumatic 
fever.  Other  causes  are  pulmonary  pleural 
disease,  including  pneumonia,  empyema, 
and  tuberculosis;  acute  pericarditis;  and 
occasionally  myocardial  infarction  and  neo- 
plasm. Its  pathologic  findings  consist 
grossly  of  adhesions  between  the  two  peri- 
cardial layers;  between  the  pericardium  and 
the  heart;  and  external  adhesions  between 
the  pericardium  and  various  contiguous  struc- 
tures, known  as  mediastinopericarditis.^®’®* 
In  the  latter  (mediastinopericarditis),  cardiac 
hypertrophy  and  dilatation  are  frequent 
findings  and  are  due  mainly  to  concomitant 
valvular  disease  and  perhaps  in  part  to  the 
pericardial  adhesions.®®-^®'®* 

In  this  situation  again  we  may  encounter 
a relative  mitral  stenosis  occurring  in  patients 
without  valvular  abnormalities  and  based 
on  the  disproportion  existing  between 
the  mitral  valve  and  the  enlarged  left 
ventricular  cavity.'^^  Early  cases  of  this 
nature  with  an  associated  apical  diastolic 
murmur  were  described  by  Phaer,^®  Fisher,^® 
and  Steelh^  in  1894  and  by  Cabot  and  Locke 
in  1903.''®  Similar  cases  were  reported  by 
Wood  and  White  in  1923.'' 

An  early  diastolic  snap  has  been  reported 
as  connected  with  the  dynamics  of  the 
constricted  heart  in  adhesive  pericarditis, 
as  well  as  a systolic  snap  from  the  traction 
of  adhesions.' 

Cardiac  Enlargement 

In  considering  the  myriad  causes  of  car- 
diac enlargement,  it  is  well  to  consider  the 
sage  words  of  Cabot'®  who  said,  “When  the 
heart  is  much  enlarged,  nothing  that  you  hear 
at  the  apex  is  of  much  importance  as  evidence 
of  valvular  disease.”  The  basic  mechanism 
which  we  encounter  in  this  situation,  regard- 
less of  its  origin,  is  that  of  a normal  mitral 
valve  in  association  with  chamber  enlarge- 
ment of  the  left  side  of  the  heart,  thus  fulfill- 
ing the  mechanical  conditions  necessary  for 
a relative  mitral  stenosis  with  its  concomi- 
tant apical  diastolic  murmur."  '®  A relative 
tricuspid  stenosis  may  have  an  analogous 


etiology.  Rheumatic  heart  disease,  aortic 
insufficiency,  pericarditis,  lesser  circulation 
obstruction,  thoracic  cage  deformities,  and 
other  causes  are  considered  elsewhere  in  this 
paper  as  etiologic  mechanisms  for  relative 
mitral  (and  tricuspid)  stenosis. 

Anemia  is  well  documented  as  a cause  of 
functional  murmurs. "•'®’'®'"“®'  Noorden  in 
1894®®  and  Cabot  and  Locke  in  1903'®  re- 
ported diastolic  murmurs  in  cases  of  severe 
anemia,  with  normal  valves  found  at  post- 
mortem examination.  Apical  diastolic  mur- 
murs may  occur  in  any  anemia  in  which 
cardiac  dilation  occurs  resulting  in  a relative 
mitral  stenosis.  Sickle  cell  anemia  in  partic- 
ular poses  a differential  diagnostic  problem 
since  many  of  the  signs  and  symptoms  emu- 
late those  of  rheumatic  fever  and  rheumatic 
mitral  stenosis.  An  apical  presystolic  mur- 
mur and  a diastolic  thrill  may  be  present  as 
well  as  a systolic  murmur.  During  the 
crises  of  sickle  cell  disease,  polyarthralgia, 
fever,  leukocytosis,  cardiac  enlargement,  and 
a prolonged  PR  interval  may  occur. 
Marked  cardiac  changes  occur  in  this 
disease  because  of  the  severe  and  prolonged 
state  of  anemia  and  anoxemia,  resulting  in 
compensatory  hypertrophy  and  dilation.®® 
The  distinction  may  not  be  possible  solely  on 
the  basis  of  clinical  evidence.  Unfor- 
tunately, the  two  diseases  may  occur  together 
and  McKusick'®  recently  has  reported  a series 
of  5 cases. 

In  a review  of  39  cases  of  pernicious  anemia, 
Goldstein  and  Boas®'  found  6 instances  of 
diastolic  murmurs  generally  best  heard  para- 
sternally  in  the  fourth  left  intercostal  space 
but  sometimes  in  the  apical  area.  They 
report  a twenty-nine-year-old  female  patient 
with  pernicious  anemia  and  all  of  the 
classical  signs  of  mitral  stenosis  in  whom  the 
heart  valves  were  found  to  be  anatomically 
intact  at  necropsy. 

Gunewardeive®®  observed  apical  diastolic 
and  presystolic  murmurs  in  4 cases  of  ancyl- 
ostoma  infection  with  severe  anemia  and 
cardiac  dilation.  These  murmurs  tended 
to  disappear  following  treatment.  He 
termed  this  condition  “the  poor  man’s  heart 
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disease  of  the  tropics.” 

Other  conditions  which  uncommonly  cause 
apical  diastolic  murmurs  include  hyperten- 
sive heart  disease,  coronary  heart  disease,  and 
congestive  heart  failure. 

This  is  the  result  of  cardiac  dilatation  and  hy- 
pertrophy producing  a relative  mitral  steno- 
sis. A similar  situation  has  been  observed  in 
the  acute  nephritis  of  children  with  its  con- 
comitant hypertension  and  anemia. 

Case  Report. — A striking  example  of  a rela- 
tive stenosis  of  the  mitral  (or  tricuspid)  valve 
arising  from  cardiac  enlargement  of  multiple 
interrelated  origins  occurred  in  a twenty-seven- 
year-old  male.  This  patient  suffered  from  chronic 
glomerulonephritis  with  an  acute  exacerbation 
and  hypertension,  uremia,  anemia,  and  conges- 
tive heart  failure  secondary  to  the  basic  disease. 
When  the  patient  was  first  seen,  a Grade  II,  apical 
diastolic  rumble  was  clearly  audible  at  the  apex. 
Following  treatment,  there  was  a marked  improve- 
ment in  all  spheres  together  with  a coincidental 
disappearance  of  the  murmur.  The  patient  ex- 
pired during  a subsequent  hospital  admission, 
and  a postmortem  examination  revealed  general- 
ized cardiac  enlargement  with  no  evidence  of  val- 
vular disease  other  than  atherosclerotic  plaques 
in  the  aortic  cusp  of  the  mitral  valve  and  no 
indication  of  previous  rheumatic  disease.  The 
clinical  impression  of  the  renal  pathology  was  con- 
firmed, and  in  addition,  chronic  interstitial  pyelo- 
nephritis was  found. 

An  apical  presystolic  or  diastolic  murmur 
is  known  to  occur  in  certain  cases  of  hyper- 
thyroidism . 1 .8 , 10 , 1 1 , 26 ,59  BramwelP  ’ believes 
that  this  phenomenon  in  the  overactive 
thyrotoxic  heart  is  due  to  a loud  and  pro- 
longed first  heart  sound  simulating  the  first 
sound  and  presystolic  murmur  of  early 
mitral  stenosis.  The  amplification  of  the 
usually  inaudible  vibrations  of  the  auricular 
component  of  the  first  heart  sound,  as  seen  in 
the  phonocardiogram,  is  said  to  be  the  cause 
of  this  phenomenon.  These  vibrations  are 
thought  to  reach  the  threshold  of  audi- 
bility as  a result  of  the  increased  velocity 
of  blood  flow  through  the  mitral  valve  follow- 
ing the  contraction  of  the  hypertrophied 
atrial  musculature.  In  essence,  a relative 
mitral  stenosis  is  postulated.  A similar  ex- 


planation has  been  offered  for  the  ostensible 
presystolic  murmur  which  is  occasionally 
auscultable  in  the  normal  hearts  of  athletes 
in  whom  the  atria  share  in  the  generalized 
cardiac  hypertrophy.®-^®  Others  believe 
that  a presystolic  gallop  resembling  a pre- 
systolic murmur  may  occur  in  the  over- 
active  hearts  of  patients  with  thyrotoxicosis 
and  anemia." 

Idiopathic  myocardial  hypertrophy  is  a 
rare  disease  in  which  the  only  manifest 
pathologic  finding  is  myocardial  hypertrophy 
involving  primarily  the  left  ventricle.  It 
is  characterized,  when  symptomatic,  by 
rapidly  progressive  heart  failure  associated 
with  disturbances  in  rhythm.  Spodick  and 
Littman®®  collected  72  cases  from  the  world 
literature  in  1958  of  which  7 had  associated 
apical  diastolic  murmurs.  They  reported 
an  additional  8 patients,  1 of  whom  had  a 
classic  presystolic  apical  rumble  together 
with  a blowing  systolic  murmur.  A diag- 
nosis of  mitral  stenosis  in  this  patient  led 
to  two  exploratory  cardiotomies  at  different 
hospitals  during  an  interval  of  three  years. 
Cardiac  arrest  occurred  during  the  last  op- 
eration, and  the  patient  expired  shortly 
thereafter.  A postmortem  examination 
demonstrated  hypertrophy  of  both  ventricles, 
particularly  the  left,  and  no  abnormalities  of 
the  valves  or  coronary  arteries.  Thus  we 
see  another  instance  of  a relative  mitral 
stenosis  in  a disease  often  misdiagnosed  as 
rheumatic  heart  disease. ®®-®* 

Case  Report. — A patient  with  idiopathic 
myocardial  hypertrophy  in  whom  such  an  enigma 
of  differential  diagnosis  occurred  was  a thirty- 
six-year-old  white  male  mechanical  engineer.  A 
diagnosis  of  “heart  trouble”  had  been  made  dur- 
ing childhood,  but  he  remained  asymptomatic 
throughout  his  early  youth  and  participated  in  all 
intramural  sports.  Between  the  ages  of  twelve 
and  seventeen  several  annual  febrile  episodes  of 
four  to  five  days  duration  occurred.  These  were 
never  explained  and  were  unassociated  with  any 
rheumatic  stigmas.  In  college  at  the  age  of 
eighteen,  a diagnosis  of  inactive  rheumatic  heart 
disease  was  made  based  on  a routine  examination 
and  electrocardiographic  and  x-ray  findings.  At 
the  age  of  nineteen  he  first  noted  intermittent 
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abdominal  swelling  which  became  exacerbated  at 
the  age  of  twenty-two.  He  was  seen  by  a cardiol- 
ogist at  this  time  who  told  him  that  he  had  “heart 
disease”  but  did  not  restrict  his  activities  or  pre- 
scribe medication.  The  patient  was  hospitalized 
at  the  age  of  twenty-eight  because  of  a cardiac 
arrhythmia  and  abdominal  swelling.  He  was 
begun  on  a low-salt  diet  and  given  quinidine  for 
the  conversion  of  his  cardiac  rhythm  to  normal. 
A diagnosis  of  subendocardial  fibroelastosis  was 
entertained  at  that  time.  He  was  again  hospital- 
ized four  years  later  and  underwent  an  extensive 
evaluation  including  cardiac  catheterization, 
angiocardiography,  and  exploratory  thoracotomy. 
The  heart  was  found  to  be  moderately  enlarged 
with  a grossly  irregular  rhytlmi  and  a rumbling 
diastolic  murmur  suggestive  of  mitral  stenosis. 
An  exploratory  cardiotomy  revealed  the  absence 
of  mitral  stenosis  or  any  pericardial  disease.  A 
biopsy  of  the  left  atrial  appendage  was  variously 
interpreted  as  nonspecific  endocarditis  by  some 
and  as  endocardial  fibroelastosis  by  others. 
During  the  last  four  years  of  his  life  (age  thirty- 
two  to  thirty-six)  multiple  hospital  admissions 
occurred  for  progressive  cardiac  decompensation 
and  arrhythmia. 

A physical  examination  several  months  before 
the  patient’s  death  revealed  the  following  signifi- 
cant findings.  The  blood  pressure  was  100/75 
mm.  Hg,  pulse  85  per  minute  (irregular),  and 
respirations  18  per  minute.  The  neck  veins  were 
moderately  distended,  and  the  chest  was  clear  to 
percussion  and  auscultation.  The  heart  was  en- 
larged to  the  anterior  axillary  line,  and  the  rhythm 
was  irregularly  irregular.  A third  heart  sound 
was  present  at  the  apex  together  with  a Grade  1 1 
presystolic  rumble.  The  abdomen  was  tense  and 
distended,  and  a fluid  wave  was  elicited  easily. 
An  examination  of  the  extremities  revealed  3 plus 
pitting  edema  of  the  feet  and  1 plus  pitting  edema 
of  the  legs.  Marked  motor  weakness  of  the  lower 
extremities  was  present.  Questionable  motor 
aphasia  was  noted.  Terminally  he  developed 
scanning  speech,  paresis  of  both  legs  and  the  right 
arm,  incontinence,  dysphagia,  and  experienced 
two  convulsive  episodes. 

The  electrocardiogram  showed,  on  different 
occasions,  first  and  second  degree  heart  block, 
atrial  fibrillation,  and  atrial  flutter.  The  P waves 
were  consistent  with  atrial  hypertrophy,  and  right 
ventricular  hypertrophy  and  incomplete  right 
bundle  branch  block  were  seen.  Roentgeno- 
graphic  studies  demonstrated  generalized  cardiac 


enlargement  and  disseminated  nodular  calcifica- 
tions in  both  lung  fields.  Right  heart  catheteri  za- 
tion  showed  elevated  pressures  in  the  right  atrium 
and  right  ventricle  as  well  as  in  the  pulmonary 
artery.  There  was  no  evidence  of  a shunt. 

The  patient  was  treated  with  digitalis,  quini- 
dine, diuretics,  salt  restriction,  and  multiple 
paracenteses  with  poor  response. 

A postmortem  examination,  restricted  to  the 
thoracic  cavity,  revealed  a greatly  enlarged  heart 
with  marked  right  ventricular  and  moderate  left 
ventricular  hypertrophy  and  enormous  biatrial 
dilatation.  The  valves  were  free  from  stenosis  or 
incompetence,  and  the  coronary  arteries  were  nor- 
mal. The  lining  of  the  left  atrium  was  sclerotic 
with  many  calcified  plaques  noted.  Occasional 
small  calcified  nodules  were  encountered  in  all 
portions  of  both  lungs.  The  salient  features 
noted  on  histologic  examination  of  the  heart  were 
marked  hypertrophy  of  the  myocardium  and 
mild  spotty  fibrosis  and  endocardial  thickening  in 
the  left  atrium.  There  was  some  patchy  in- 
crease in  elastic  fibers  seen  in  the  left  atrium  which 
was  not  suggestive  of  fibroelastosis.  The  pul- 
monary nodules  consisted  of  broad  trabeculae  of 
dense  bone  interdigitating  with  the  normal  sur- 
rounding pulmonary  parenchyma. 

The  final  diagnosis  was  idiopathic  myocardial 
hypertrophy.  The  neurologic  complications  seen 
terminally  were  thought  by  the  neurologic  con- 
sultant to  be  compatible  with  progressive  muscu- 
lar atrophy.  The  bony  pulmonary  changes 
remain  unexplained.  The  apical  diastolic  rumble 
resulted  from  a relative  mitral  or  tricuspid  stenosis 
consequent  to  the  marked  chamber  enlargement. 

The  involvement  of  the  heart  may  occur 
in  certain  cases  of  PTiedreich’s  ataxia. 
Cardiac  hypertrophy  may  be  present,  and 
chronic  interstitial  myocarditis  and  myo- 
cardial degeneration  have  been  de- 
scribed. Presystolic  and  diastolic  mur- 

murs have  been  heard  at  the  apex  in  occa- 
sional cases,  generally  following  exercise.®’  ** 
The  origin  of  these  murmurs  is  most  likely 
cardiac  enlargement  resulting  in  a relative 
mitral  stenosis.*’ 

Congenital  Heart  Disease 

The  genesis  of  the  majority  of  apical 
diastolic  murmurs  heard  in  congenital  heart 
disease  may  be  traced  to  septal  defects.’*  It 
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is  estimated  by  some  authors  that  in  about 
one  third  of  the  cases  of  atrial  septal  defect 
there  is  an  apical  diastolic  murmur  which  is 
not  due  to  an  associated  mitral  stenosisd® 
The  murmur  may  simulate  closely  the  rum- 
bling diastolic  murmur  of  organic  mitral  dis- 
ease. This  impression  may  be  reinforced 
by  an  accentuation  of  the  first  heart  sound 
which  is  often  noted  m the  presence  of  large 
shunts.  This  is  apparently  due  to  mcreased 
flow  rates  through  the  atrioventricular  valves 
resulting  in  their  forceful  closure  after  the 
beginning  of  ventricular  systole.®"  The  same 
phenomenon,  that  is,  the  large  blood  flow 
shunted  through  the  tricuspid  valve,  may 
explain  the  diastolic  murmur  at  the  apex  on 
the  basis  of  a relative  stenosis  of  the  tricuspid 
orifice. Others^®  believe  that  the  mur- 
mur originates  at  the  site  of  the  atrial 
septal  defect  at  the  time  of  maximal  shunt. 
A better  understanding  of  the  functional 
nature  of  the  apical  diastolic  murmur  in 
atrial  septal  defect  has  led  to  the  recent 
recognition  of  the  relative  rarity  of  Lutem- 
bacher’s  syndrome.  This  complex,  which 
may  be  defined  as  an  atrial  septal  defect  with 
associated  congenital  or  acquired  mitral 
stenosis,  was  diagnosed  formerly  with  rela- 
tive frequency  because  of  the  misinterpreta- 
tion of  the  functional  nature  of  the  concom- 
itant apical  diastolic  murmur.  Its  rarity 
has  been  demonstrated  by  postmortem 
findings  in  25,000  consecutive  autopsies,  in 
which  only  5 cases  of  Lutembacher’s  syn- 
drome were  found,  representing  only  6 per 
cent  of  the  cases  of  atrial  septal  defect.^® 

Anomalous  pulmonary  venous  connec- 
tion is  a rare  anomaly  in  which  some  or  all 
of  the  pulmonary  veins  enter  the  right 
atrium  or  its  tributaries.  An  atrial  septal 
defect  may  or  may  not  be  present  in  partial 
anomalous  pulmonary  venous  connection, 
but  it  is  always  present  in  the  total  form  of 
the  anomaly.  Cardiac  enlargement  is  seen 
in  the  form  of  right  ventricular  hyper- 
trophy.®^ The  apical  diastolic  murmurs 
which  have  been  noted  in  connection  with 
this  deformity  presumably  are  due  to  a rela- 
tive tricuspid  stenosis  resulting  from  right 


ventricular  enlargement,  a large  left-to-right 
shunt,  and  increased  flow  through  the 
tricuspid  orifice. ^®-®® 

In  cases  of  ventricular  septal  defect,  in 
addition  to  the  usual  characteristic  para- 
sternal systolic  murmur,  an  apical  diastolic 
rumble  may  be  heard  in  the  presence  of  a 
large  shunt.  The  diastolic  rumble  probably 
originates  from  a relative  mitral  stenosis 
associated  with  ventricular  enlargement 
and  an  increased  flow  across  the  mitral 
valve.^®-®"'®®  Friedberg,^®  however,  states 
that  this  murmur,  heard  in  cases  with  severe 
defect  and  a very  large  pulmonary  blood  flow, 
is  probably  due  to  relative  tricuspid  stenosis. 

Cor  triloculare  biatriatum  or  single  ven- 
tricle may  be  regarded  physiologically  as 
similar  to  a large  ventricular  septal  defect."® 
Apical  diastolic  murmurs  may  occur  in  this 
disease  and  are  believed  to  result  from  a 
relative  stenosis  of  the  atrioventricular 
orifice.®® 

Patients  with  patent  ductus  arteriosus  are 
noted  occasionally  to  have  an  apical  diastolic 
murmur  in  addition  to  the  usual  “machinery” 
murmur  at  the  pulmonic  area.®-®®-®®  The 
origin  of  the  diastolic  murmur  is  generally 
attributed  to  a relative  mitral  stenosis  due 
to  left  ventricular  enlargement  and  increased 
blood  flow  through  the  undilated  mitral 
valve.  ®®-®®-®"-®^ 

A diastolic  murmur  is  heard  infrequently 
at  the  apex  in  cases  of  coarctation  of  the 
aorta,  presumably  arising  as  the  result  of  a 
functional  mitral  stenosis.®®-"®-®® 

A group  of  the  more  obscure  congenital 
anomalies  sometimes  associated  with  apical 
diastolic  murmurs  now  will  be  considered. 
A congenital  cleft  of  the  mitral  valve,  con- 
sidered physiologically  as  congenital  mitral 
insufficiency,  has  been  reported,  together 
with  left  atrial  and  biventricular  enlarge- 
ment, diastolic  and  systolic  apical  murmurs, 
and  heart  failure.®®-®® 

The  duplication  of  the  mitral  valve,  with 
the  accessory  ostium  generally  located  in  the 
anterior  mitral  leaflet,  occasionally  may 
mimic  mitral  stenosis.®®-®® 

Cor  triatriatum  is  a rare  condition  char- 
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acterized  by  the  connection  of  the  pulmonary 
veins  to  an  accessory  chamber  lying  cephalad 
to  the  true  left  atrium  and  communicating 
with  it  by  a narrow  opening  (congenital 
pulmonary  vein  constriction).  This  results 
in  an  impediment  to  pulmonary  venous 
drainage,  and  thus  clinically  resembles 
mitral  stenosis.  A case  has  been  re- 

ported with  an  associated  presystolic  mur- 
mur.” 

An  unusual  congenital  malformation  has 
been  described  in  which  a thin  muscular  band 
was  found  stenosing  the  outflow  tract  of  the 
left  ventricle.  The  history  and  physical 
examination  were  consistent  with  rheumatic 
mitral  stenosis,  and  a mid-diastolic  murmur 
was  heard. 

Apical  diastolic  murmurs  also  may  be 
associated  rarely  with  congenital  mitral  and 
tricuspid  stenosis.^^-^® 

Connective  Tissue  Diseases 

Certain  liberties  have  been  taken,  for  the 
purpose  of  classification  and  grouping,  in  the 
utilization  of  this  heading  to  include  a group 
of  loosely  related  diseases. 

Endocardial  fibroelastosis  is  a disease  of 
obscure  etiology  characterized  by  cardiac 
hypertrophy,  particularly  of  the  left  ven- 
tricle, as  a result  of  endocardial  and  subendo- 
cardial proliferation  of  elastic  and  fibrous 
tissue.  Clinically,  rapid  or  gradually  progres- 
sive cardiac  decompensation,  arrhythmias, 
and  embolization  are  observed  frequently. 
The  disorder  is  mainly  one  of  infancy  and 
childhood  but  occasionally  constitutes  an 
obscure  cause  of  cardiac  enlargement  and 
failure  in  adults.  Frequently  there  is  de- 
formity of  the  mitral  and  aortic  valves,  and 
functionally  significant  stenosis  may  re- 
sult. Several  cases  have  been  re-, 

ported  in  which  a diastolic  murmur  or  rumble 
was  present  at  the  apex.®®’“'  The  following 
case  which  we  have  observed  clearly  dem- 
onstrated this.^®^ 

Case  Report. — A sixteen-year-old  Negro 
schoolboy  was  hospitalized  because  of  dyspnea, 
fatigue,  and  a nonproductive  cough  of  one  month’s 
duration.  Prior  to  this  he  had  enjoyed  good 


health.  A physical  examination  revealed  a blood 
pressure  of  120/78  mm.  Hg,  pulse  120  per  minute, 
and  respirations  44  per  minute.  The  neck  veins 
were  engorged,  and  the  lungs  were  clear  to  auscul- 
tation. The  heart  was  enlarged,  and  the  point  of 
maximal  impulse  was  in  the  si.xth  intercostal 
space  to  the  left  of  the  midclavicular  line.  A 
sinus  tachycardia  was  noted,  and  a loud  pansys- 
tolic  and  rumbling  diastolic  murmur  was  heard  at 
the  apex.  The  liver  was  enlarged  6 cm.  below  the 
right  costal  margin,  and  there  was  slight  bilateral 
pretibial  edema.  Chest  x-ray  films  showed 
moderate  generalized  cardiac  enlargement,  and 
the  electrocardiogram  was  suggestive  of  left  ven- 
tricular hypertrophy.  The  venous  pressure  was 
24  cm.  of  water.  The  antistreptolysin  O titers 
were  normal,  and  the  C-reactive  protein  tests 
showed  negative  findings  except  for  an  initial  4 
plus  reaction.  One  of  six  throat  cultures  showed 
beta  hemolytic  streptococci.  The  blood  counts 
were  normal  except  for  a moderate  leukocytosis 
on  one  occasion.  The  urinalyses  and  sedimenta- 
tion rates  were  within  normal  limits.  The  initial 
impression  was  that  of  rheumatic  heart  disease 
with  mitral  stenosis  and  insufficiency  and  conges- 
tive heart  failure.  The  patient  was  treated  with 
bed  rest,  a low-salt  diet,  and  digitalis.  He  re- 
sponded well  to  this  regimen  for  four  months. 
At  this  time  a tooth  was  e.\"tracted,  and  adequate 
penicillin  coverage  was  given.  The  next  day  a 
mild  episode  of  hemoptysis  occurred.  Two  days 
later  the  patient  suddenly  e.xpired.  A post- 
mortem examination  revealed  chronic  passive 
congestion  of  the  lungs  and  liver.  The  heart  was 
enlarged  markedly,  particularly  the  left  ventricle, 
which  was  considerably  dilated  and  hypertrophied. 
There  was  generalized  thickening  and  opacity  of 
the  endocardium  of  the  left  atrium  and  ventricle, 
and  it  presented  with  a glistening  white  appear- 
ance. There  was  some  nodularity  of  the  lateral 
cusp  of  the  mitral  valve.  The  appearance  of  the 
heart  was  pathognomonic  of  endocardial  fibro- 
elastosis. 

An  apparent  variant  of  this  disease, 
known  as  endomyocardial  fibrosis,  has  been 
reported  from  Africa  and  elsewhere.  A 
similar  clinical  picture,  and  a significant 
incidence  of  mitral  valvular  involvement 
with  frequent  incompetence  and  occasional 
stenosis  has  been  noted. 

The  Hurler  syndrome,  otherwise  known  as 
Hunter’s  syndrome,  or  less  euphemistically 
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as  gargoylism,  is  a connective-tissue  disease 
characterized  clinically  by  grotesque  skeletal 
deformity  and  dwarfism,  hypomobility  of  the 
joints,  hepatosplenomegaly,  and  deafness. 
Cardiac  abnormalities  are  present  in  ap- 
proximately 80  to  85  per  cent  of  the  cases, 
including  hypertrophy  and  valvular  deformi- 
ties.87. 105-107  mitral  valve  is  most 

frequently  affected  with  characteristic  nod- 
ular thickening.  Functional  insufficiency  or 
stenosis  may  occur  with  resultant  systolic, 
presystolic,  and  diastolic  murmurs  at  the 
apex.^“  Heart  failure  is  a frequent  oc- 
currence and  is  the  most  common  cause 
of  death.ii-87’i«o-io7 

Pseudoxanthoma  elasticum  is  an  un- 
common disorder  typically  manifesting  skin 
changes,  angioid  retinal  streaks,  and  a 
tendency  to  hemorrhage,  particularly  from 
the  gastrointestinal  tract.  Hyperten- 
sion and  left  ventricular  hypertrophy  are 
present  frequently.^®*  Coffman  and  Som- 
mers^®* have  reported  a case  in  which  a 
rumbling  mid-diastolic  murmur  had  been 
present  during  the  patient’s  life.  A post- 
mortem examination  revealed  thickening 
and  narrowing  of  the  mitral  valve  with 
abnormally  curled,  coarse,  and  fragmented 
elastic  fibers  noted  on  microscopic  examina- 
tion. The  stenosis  of  the  mitral  valve  was 
believed  to  be  a manifestation  of  the  basic 
disease,  pseudoxanthoma  elasticum. 

A rare  case  of  obstruction  to  the  left  atrial 
outflow  by  a supravalvular  stenosing  ring 
has  been  observed.^®®  A rough  presystolic 
murmur  and  systolic  murmurs  were  present 
at  the  mitral  area.  The  clinical  course  sug- 
gested a collagen  disease.  A similar  case 
has  been  reported  of  a patient  with  endo- 
cardial fibroelastosis.  ^®® 

Marfan’s  syndrome  is  discussed  elsewhere 
in  connection  with  aortic  insufficiency  and 
the  Austin  Flint  murmur. 

Comment 

The  murmurs  that  have  been  discussed 
fall  essentially  into  three  groups;  the 
functional  diastolic  murmur  at  the  mitral 
area,  the  apical  diastolic  murmur  of  organic 


origin,  and  those  of  uncertain  etiology.  In 
the  first  group  the  valves  are  normal.  The 
murmur  may  arise  from  a disproportion 
existing  between  the  normal  valve  and  an 
enlarged  atrium  and  ventricle,  with  an  ac- 
companying increased  velocity  of  blood 
flow  through  the  valve.  This  relative 
stenosis  may  involve  either  the  mitral  or 
tricuspid  valve  and  results  in  the  production 
of  a functional  diastolic  murmur  audible  at 
the  apex.  Auscultatory  illusions  of  varied 
etiology  constitute  other  less  frequently  en- 
countered sources  of  these  diastolic  sounds 
and  murmurs. 

The  second  group  encompasses  those  mur- 
murs of  other  than  rheumatic  origin  result- 
ing from  an  actual  stenosis  of  the  mitral 
valve  (as  may  occur  in  fibroelastosis)  or 
contiguous  areas  (such  as  a supravalvular 
stenosing  ring).  The  ball- valve  syndrome 
thus  enters  into  this  classification. 

In  the  last  group  the  mechanism  of  pro- 
duction of  the  murmur  was  either  unknown 
or  speculative  and  included  such  lesions  as 
valvular  vegetations. 

Recently  a new  general  theory  of  the 
causes  of  murmurs  has  been  promulgated 
which  permits  a better  understanding  of 
many  of  the  situations  occurring  in  all  three 
groups.  Bruns,  in  his  admirable  study,  has 
found  that  the  acoustic  energy  in  murmurs 
results  from  periodic  fluctuations  in  the  do\\Ti- 
stream  wake  of  an  appropriate  obstacle. 
This  is  hkened  to  the  tones  produced  by  the 
aeolian  harps  of  antiquity.  In  the  heart  the 
appropriate  obstacle  is  constituted  by  pro- 
tuberances of  minor  to  moderate  size  and  by 
discontinuities  of  the  valves,  the  endocardi- 
um, and  the  larger  vessels.  Increases  in  the 
velocity  of  blood  flow  have  been  shown  to  in- 
tensify these  murmurs.  The  application  of 
this  theory  to  organic  and  relative  mitral 
stenosis  is  made  readily.  It  is  also  immedi- 
ately apparent  that  a possible  explanation  is 
deducible  for  certain  murmurs  hitherto  of 
uncertain  etiology.  For  example,  valvular 
vegetations,  such  as  those  seen  in  Libman- 
Sacks  disease  or  bacterial  endocarditis,  may 
serve  as  an  obstacle  to  the  blood  flow  during 
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diastole,  resulting  in  periodic  fluctuations 
audible  as  an  apical  murmur.  Valvular  de- 
formities such  as  have  been  described  in  the 
Hurler  syndrome  and  calcification  of  the 
mitral  valve  may  be  implicated  similarly. 

The  differential  diagnosis  of  the  apical 
diastolic  murmur  has  taken  on  increased 
importance  in  the  last  decade  as  the  result 
of  the  introduction  of  new  technics  in  heart 
surgery  rendering  correctable  many  formerly 
untreatable  lesions.  A careful  history  and 
physical  examination  will  elicit  the  nature  of 
many  of  these  apical  diastolic  murmurs.  In 
other  patients  the  addition  of  specific  modali- 
ties of  diagnosis  will  be  necessary  including 
x-ray,  fluoroscopy,  electrocardiography, 
phonocardiography,  angiocardiography,  and 
cardiac  catheterization.  However,  the  sine 
qua  non  for  the  differentiation  of  these  mur- 
murs is  the  awareness  of  the  conditions  which 
may  simulate  rheumatic  mitral  stenosis. 
Similarly  one  might  paraphrase  an  old  medi- 
cal aphorism  to  evolve  the  dictum — all  that 
rumbles  in  diastole  is  not  stenotic. 

Summary 

The  general  impression  that  a diastolic 
murmur  at  the  apex  indicates  rheumatic 
mitral  stenosis  still  persists  in  contemporary 
thought.  In  refutation  of  this  idea,  we  have 
presented  a classification  of  disorders  which 
falsely  simulate  rheumatic  mitral  stenosis 
by  the  presence  of  an  apical  diastolic  sound 
or  murmur.  These  have  been  classified  as 
follows:  auscultatory  illusions,  thoracic  cage 
deformities,  lesser  circulation  obstruction, 
ball-valve  syndrome,  aortic  insufficiency, 
endocarditis,  rheumatic  heart  disease,  peri- 
carditis, cardiac  enlargement  of  various 
etiologies,  congenital  heart  disease,  and 
connective  tissue  disorders. 

The  Aeolian  theory  of  murmurs  has  been 
discussed  and  its  application  to  the  origin 
of  some  apical  diastolic  murmurs  proposed. 

The  need  for  the  physician’s  awareness  of 
the  various  causes  of  apical  diastolic  mur- 
murs which  may  simulate  rheumatic  mitral 
stenosis  has  been  stressed  and  the  differential 
diagnosis  discussed. 
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Seat  Belts  Should  Be  Used  in  Open-Top  Cars 


Seat  belts  should  be  used  in  open-top  as  well  as 
closed-top  cars.  Persons  riding  in  open  cars  are 
more  susceptible  to  injury  by  being  thrown  from  the 
car  than  by  being  held  securely  in  place.  Steel 
tops  collapse  frequently  when  cars  turn  over;  there- 


fore stock  cars  used  in  racing  are  equipped  with  roll 
bars.  There  are  no  contraindications  to  having  seat 
belts  installed  in  cars. — Robert  P.  Sim,  M.D., 
Journal  of  the  American  Medical  Association,  Sep- 
tember 2,  1961. 
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T N THE  current  search  for  improved 
methods  of  specific  immunization  against 
hay  fever,  the  use  of  repository  injections  of 
allergens  recently  has  received  considerable 
attention  because  of  the  successes  reported 
by  Brown.  Loveless^  had  initiated  the 
use  of  emulsified  pollen  as  early  as  1947  and 
Brown  ^ recently  reported  improved  methods 
of  emulsification  which  have  revived  interest 
in  this  mode  of  therapy  and  stimulated  the 
present  study.  In  his  communications  it 
was  indicated  that  by  the  use  of  a mechani- 
cal emulsor  he  was  able  to  prepare  good  emul- 
sions resulting  in  minimum  systemic  reac- 
tions and  claiming  exceptional  clinical  re- 
sults. 

Major  questions  still  confronting  the 
allergist  are  whether  or  not  it  is  safe  to 
use  emulsified  allergens  in  high  concentra- 
tion (one  emulsion  injection  replaces  16  to  20 
or  more  of  the  aqueous)  and  how  one  is  to 
evaluate  a given  emulsion  in  terms  of  safety 
before  its  injection.  Brown  and  others  are 
still  reporting  adverse  reactions,  although 
less  than  formerly,  and  there  is  no  simple 
procedure  to  evaluate  emulsions.  With  this 
in  mind,  this  study  concentrated  on  im- 
proving the  mechanical  and  chemical  as- 
pects of  emulsion  making  and  the  develop- 
ment of  a simple  test  for  the  detection  of 
unemulsified  allergen. 

According  to  Brown, ^ the  formula  most 
suitable  for  emulsification  of  allergens  is  one 
in  which  mannide  mono-oleate  (Arlacel  A), 
a nonionic  emulsifier,  is  added  to  the  mineral 
oil  (Drakeol  6-VR)  in  the  proportions  of 
1:9.  In  emulsification,  equal  parts  of  this 

Presented  at  the  155th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  Rochester, 
New  York,  Section  on  Allergy,  May  11,  1961. 


combination  (oil  phase)  and  the  aqueous 
phase  containing  the  allergen  are  placed 
into  syringes  connected  by  a double  hubbed, 
23-  to  25-gauge  needle.  A mechanical 
emulsor  cradles  these  syringes  and  alter- 
nately pushes  the  material  from  one  syringe 
into  the  other  through  the  connecting  needle. 
Thus,  by  a shearing  force,  emulsification  is 
achieved  in  from  forty-five  minutes  to  one 
hour.  The  degree  of  emulsification  is  de- 
termined by  the  gross  and  microscopic  ap- 
pearance and  by  dropping  the  emulsion  into 
water.  Grossly,  the  emulsion  appears 
creamy  white  and  homogeneous,  and  there  is 
no  separation  of  the  phases.  Microscopic- 
ally, one  looks  not  only  for  homogeneity  but 
for  uniformity  of  globule  size,  preferably  1 
micron  or  lower.  Although  Brown®  claims 
his  emulsions  result  in  globules  of  0.1  micron 
in  size,  which  wnuld  place  them  beyond  the 
visibility  of  the  ordinary  light  microscope, 
no  data  have  been  presented  on  how  the 
size  of  these  globules  was  determined. 

Methods  and  Materials 

The  first  efforts  in  this  investigation  were 
directed  toward  the  improvement  of  the 
emulsions.  Theoretically,  emulsions  should 
form  spontaneously,  provided  the  proper 
emulsifier  is  present  in  the  right  concentra- 
tion and  the  proportions  of  the  two  phases 
are  balanced  properly.  The  fact  that  a 
prolonged  shearing  force  ^vas  necessary  to 
produce  adequate  emulsions  by  Browm’s 
procedure  indicated  that  the  emulsifier  was 
inadequate  for  this  system.  Therefore,  a 
search  was  made  for  a secondary  or  stabiliz- 
ing emulsifier  to  work  in  coordination  with 
the  mannide  mono-oleate.  Subsequently,  it 
was  found  after  a number  of  trials  that 


.3616 


New  York  State  J.  Med. 


IMPROVED  EMULSIONS  OF  ALLERGENS  WITH  BUILT-IN  SAFETY  FEATURES 


glyceryl  mono-oleate  (S1097)  in  very  small 
amounts  enhanced  emulsification  and  added 
to  its  stability  on  standing.  The  formula 
then  was  modified  as  follows : mineral  oil  88 
ml.,  mannide  mono-oleate  10  ml.,  and  gly- 
ceryl mono-oleate  2 ml. 

Both  emulsifiers  are  liquid  and  are  readily 
soluble  in  the  oil,  and  this  solution  may  be 
sterilized  by  filtration.  Autoclaving  also 
may  be  employed,  although  I have  not  done 
so.  It  should  be  noted  that  several  types  of 
glyceryl  mono-oleate  are  available.  The 
one  most  suitable,  however,  was  the  type 
SI 097  made  with  potassium  carbonate.* 

Method  of  Emulsification 

Throughout  these  studies  the  emulsifica- 
tion was  made  with  the  use  of  an  amalga- 
mator (Wig  L Bug)  currently  in  use  in  den- 
tistry. The  modified  machine  and  the 
method  of  its  use  for  emulsification  are  de- 
scribed in  detail  elsewhere.®  It  was  selected 
in  preference  to  others  after  experience  with 
many  methods  of  emulsification,  including 
ultrasonic  devices.  Satisfactory  emulsions 
are  made  directly  in  syringes  under  sterile 
conditions  in  a matter  of  minutes.  The 
smaller  model  was  used  for  making  small 
amounts  of  experimental  emulsions,  while 
the  larger  modifications  of  the  machine 
(Series  6000)  were  employed  in  making 
emulsions  for  clinical  use.f 

Spot-Testing  for  Free  Aqueous  Phase 

Having  found  that  the  glyceryl  mono- 
oleate  enhanced  emulsification  (even  glyc- 
erinated  extracts  were  emulsified  by  this 
combination),  attention  was  focused  on 
methods  of  detecting  the  presence  of  a 
free,  unemulsified,  aqueous  phase  in  the 
emulsions.  The  following  methods,  not 
reported  in  detail  here,  were  employed  in 
searching  for  a simple,  rapid  procedure  in- 
dicating the  presence  or  absence  of  unemul- 
sified aqueous  pha.se : biologic,  incorporating 

* Glyco  Chemical  Products,  New  York  City. 

t Cresent  Dental  Manufacturing  Company,  Chicago, 
Illinois. 


toxins,  such  as  sodium  cyanide,  endotoxin, 
insulin,  and  a toxin  derived  from  snails, 
and  injecting  these  into  animals  in  multiples 
of  the  minimum  lethal  dose ; electrical,  utiliz- 
ing capacitance  and  conductance;  photo- 
metric, noting  changes  in  color  by  the  use  of 
various  dyes  in  varying  dilution ; and 
chemical,  by  the  incorporation  into  the 
aqueous  phase  of  a chemical  readily  detected 
in  a high  dilution.  The  basic  principles 
underlying  all  these  tests  is  that,  in  the 
process  of  emulsification,  the  aqueous  phase 
is  so  dispersed  as  minute  globules,  each  of 
which  is  surrounded  by  mineral  oil  as  the  con- 
tinuous phase,  that  the  water  loses  its  chem- 
ical and  physical  properties.  It  is  as  though 
the  water  had  vanished  temporarily  and  along 
with  it  its  active  ingredients,  such  as  aller- 
gens, toxins,  dyes,  or  chemicals.  Of  all  the 
aforementioned  procedures,  the  chemical 
test  proved  to  be  the  simplest  to  perform 
and  was  an  adecjuate  guide  to  the  degree 
of  emulsification  or  demulsification. 

The  chemical  selected  to  be  added  to  the 
aqueous  phase  was  ferric  chloride.  It  was 
known  that  this  could  be  detected  in  high 
dilution  (1  to  Vz  million)  by  the  u.se  of 
potassium  ferrocyanide  and  that  in  the  quan- 
tities employed  this  material  would  be  in- 
nocuous when  injected.^  From  preliminary 
testing  it  was  found  that  1 drop  of  a 10  per 
cent  solution  (0.05  ml.)  when  added  to  1 ml. 
of  the  antigen  in  solution  was  adequate,  as 
a rule,  for  the  desired  purpose.  Occasionally 
an  additional  drop  was  necessary.  With  the 
addition  of  ferric  chloride  to  the  clear 
solution  of  allergen,  clouding  and  color 
changes  occur,  owing  to  the  chelation  or 
complexing  of  the  ferric  ion  with  the  proteins 
in  solution.  If  inadequate  ferric  chloride  is 
added  to  the  extract,  it  is  all  bound  by  the 
protein,  and  none  becomes  available  for  the 
spot  test  to  be  performed  after  emulsification. 
This  is  readily  detected  before  undertaking 
the  emulsification  by  placing  a drop  of  the 
iron-treated  solution  of  allergen  on  filter 
paper  previously  saturated  and  dried  with  a 
.solution  of  pota.ssium  ferrocyanide  (0.02  N). 
An  intense  blue  spot  (Prussian  blue  reac- 
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Fig.  1.  Ferric  chloride  spot  test  for  emulsifica- 
tion. Filter  paper  has  been  impregnated  with 
potassium  ferrocyanide.  In  center  is  intense  blue 
reaction  obtained  instantaneously  when  drop  of  10 
per  cent  solution  of  ferric  chloride  is  placed  on  filter 
paper.  To  the  left  is  less  intense  reaction  obtained 
when  ferric  chloride  (10  per  cent)  is  added  to  aller- 
gen (ragweed)  in  slight  excess  after  precipitation  and 
prior  to  emulsification.  To  the  right  is  incomplete 
emulsion  producing  immediate  blue  border  around 
double  drop.  Emulsion  is  not  viscid  enough  and  it 
is  difficult  to  control  drop  formation;  there  is  fusion 
and  at  times  irregularity  in  form.  In  contrast, 
completely  emulsified  drop  above  is  viscid,  well 
formed,  and  maintains  sphericity.  No  blue  ring  is 
visible  about  drop.  (Semilunar  darker  area  on  the 
right  side  of  drop  is  shadow  produced  by  light  com- 
ing from  left.) 

tion)  must  appear  instantaneously  (Fig.  1). 
If  none  appears,  another  drop  of  ferric  chlo- 
ride when  added  suffices  to  produce  the 
necessary  spot  test.  This  preliminary  test 
is  essential  before  emulsification  since  it  is 
the  absence  of  this  reaction  after  emulsifi- 
cation which  indicates  the  relative  absence 
of  the  free  phase. 

One  can  claim  only  a relative  absence  of 
the  free  phase  since  it  is  possible  that  the 
incorporation  of  chemicals  detected  in  1 to 
5 or  10  million  parts  (not  tested  as  yet) 
might  indicate  the  presence  of  some  free 
aqueous  phase.  This  is  likely  since  the 
system  is  dynamic,  with  emulsification  and 
demulsification  of  some  degree  taking  place 
simultaneously. 

In  spot-testing  after  enudsification  it  is 
necessary  to  read  the  reaction  immediately, 
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Fig.  2.  Same  spots  as  on  Figure  1 photographed 
three  minutes  later.  Blue  border  around  incom- 
plete emulsion  has  increased  in  width  and  intensity 
while  complete  emulsion  is  beginning  to  show  blue 
circle  surrounding  the  drop.  These  phenomena  are 
evidence  of  demulsification  produced  by  syneritic 
action  of  the  capillary  forces  of  the  filter  paper. 

since  the  filter  paper  as  noted  by  us  exerts  a 
powerful  syneritic  effect  on  the  emulsion, 
causing  it  to  break,  releasing  the  ferric  ion 
and  resulting  in  a misleading  positive  spot  test 
reaction.  Indeed,  by  timing  the  syneritic 
effect  of  the  filter  paper  one  can  gauge  the 
stability  of  an  emulsion. 

To  check  the  efficiency  of  the  spot  test 
previously  described,  emulsions  incorporat- 
ing ferric  chloride  were  made  at  ten-second 
intervals  (the  small  model  of  the  amalga- 
mator is  ideal  for  this  purpose  because  of 
its  timing  gear),  and  these  were  examined 
grossly  and  microscopically,  were  dropped 
into  water  to  check  on  sphericity  and  the 
ability  to  float,  and  were  examined  by  the  spot 
test  with  potassium  ferrocyanide.  Judging 
by  the  spot  test,  emulsification  may  be 
completed  in  one  or  two  minutes. 

On  standing,  the  drop  of  emulsion  begins 
to  disintegrate  owing  to  the  syneritic  ac- 
tion of  the  filter  paper,  so  that  at  finst  a 
barely  visible  blue  ring  appears  around  the 
drop  and  with  time,  as  the  demulsification 
proceeds,  broadens  until  the  process  is 
completely  reversed,  step  by  step  (Fig.  2). 
It  atso  has  been  observed  that  a color  reac- 
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TABLE  I. — Comparison  of  Systemic  Reactions  Using  Emulsions  of  Pollen  With  and  Without 

Ferric  Chloride 


,1  T • . 1 

X ol  1 eIa  XixjLOtod 



Type  of  Patient 

Trees 

Timothy 

and 

Orchard 

Grass 

Plantain 

Totals 

. T rees ■ 

Mild  Severe 

Timothy  and 
Orchard 

. Grass ■ . — Plantain — ■ 

Mild  Severe  Mild  Severe 

Totals 

Without  ferric  chloride* 
Transitional 

23 

31 

26 

80 

0 

0 

0 0 0 

0 

0 

Primary 

4 

14 

10 

28 

1 

0 

2 1 0 

0 

4 (3.7  per  cent) 

With  ferric  chloride 

26 

56 

33 

115 

0 

0 

2 0 1 

0 

3 (2.6  per  cent) 

* All  patients  reacting  systemically  in  1960  were  given  the  same  dose  in  1961  without  reacting. 
No  transitional  cases  were  treated.  All  were  considered  as  primary  patients. 


tion  occurs  under  the  emulsion  drop  when 
the  filter  paper  is  reversed.  This,  too,  fades 
with  emulsification  but  is  still  in  evidence 
at  times  after  the  blue  ring  disappears  about 
the  drop.  This  is,  therefore,  a more  delicate 
test.  The  color  under  the  drop  disappears 
with  continued  shaking  in  the  machine, 
and  when  none  is  present,  the  emulsion  is 
considered  safe  enough  to  inject. 

Clinical  Studies 

Before  reporting  on  some  aspects  of  the 
clinical  study  it  should  be  recorded  that  only 
one  emulsion  injection  was  given  to  the 
patient,  the  dosage  being  determined  in  the 
transitional  cases  by  a previous  evidence  of 
intolerance  and  in  the  primary  or  new  pa- 
tients by  the  intradermal  skin-test  reactions. 
No  conjunctival  tests  were  undertaken. 
The  patients  never  were  pretreated  with 
any  antiallergic  drugs  and  were  merely  ad- 
vised to  take  the  antihistamine  drug 
given  with  each  injection  on  the  appearance 
of  any  untoward  symptoms  and  to  notify 
us  at  once.  Where  possible,  the  injections 
were  not  given  during  acute  infections  of  the 
respiratory  tract  since  two  mild  reactions 
seemed  to  have  been  associated  with  these 
infections. 

No  attempt  will  be  made  at  this  time  to 
evaluate  the  clinical  results  obtained  with 
the  emulsified  extracts  since  the  majority 
of  the  group  first  treated  were  transitional 
patients.  These  patients  had  received  sub- 
stantial doses  of  unemulsified  pollen  which 
were  discontinued  approximately  six  to 
eight  weeks  before  the  pollen  season  and 
were  replaced  by  the  same  or  larger  doses 


of  emulsified  pollen  extract.  Thereafter,  with 
rare  exceptions,  no  additional  injections  were 
given.  However,  the  over-all  impression 
gained  from  the  study  indicated  that  reposi- 
tory pollen  therapy  was  as  effective  and  pos- 
sibly better  than  conventional  therapy.  All 
the  patients  in  the  group  reported  in  this 
study,  including  those  sustaining  reactions, 
agreed  to  continue  with  the  repository  in- 
jections the  following  year. 

Attention  in  this  study  has  been  focused 
particularly  on  the  safety  aspects  of  reposi- 
tory injections  as  manifested  by  reactions, 
both  local  and  systemic.  The  latter,  be- 
cause of  their  importance,  will  be  considered 
first.  In  Table  I are  tabulated  the  systemic 
reactions  observed  in  the  same  set  of  patients, 
with  few  additions,  treated  during  the  years 
1960  and  1961  for  hay  fever  and/or  asthma 
due  to  the  pollen  of  trees,  grasses,  and 
plantain.*  Ragweed-treated  patients  are 
omitted  since  at  the  time  of  this  writing 
(May,  1961)  no  ragweed  patients  had  been 
treated  for  the  1961  season.  All  complaints, 
however  minor,  such  as  excessive  sneezing, 
coughing,  wheezing,  and  the  appearance  of 
one  or  more  hives,  were  considered  systemic 
reactions  if  they  occurred  following  the  injec- 
tion. One  could  not  always  be  certain 
whether  these  were  true  systemic  reactions 
or  were  the  usual  response  to  an  infection  of 
the  respiratory  tract,  or  were  merely  the  ex- 
pected manifestations  of  pollinosis  to  pollen 
other  than  the  one  injected,  since  many 
patients  received  injections  of  grass  extracts 

* Incorporated  in  Table  I are  20  additional  patients 
treated  since  the  presentation  of  these  data  before  the 
Section  on  Allergy. 
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during  the  tree  pollen  season.  Nevertheless, 
for  statistical  reasons  and  for  the  true  evalua- 
tion of  the  repository  injections,  it  was 
considered  advisable  to  record  them  aS 
systemic  reactions.  The  figures  represent- 
ing reactions  are  maximal,  therefore,  and  if 
one  considers  only  those  reactions  requir- 
ing medical  attention,  these  were  few  indeed 
as  revealed  in  these  studies. 

The  comparison  of  reactions  occurring  in 
the  years  1960  and  1961  was  considered 
essential  since  in  1960  most  patients  were 
transitional,  and  few  or  no  reactions  were 
to  be  expected  from  these  patients.  Further- 
more, the  emulsions  employed  in  1961  differed 
from  those  employed  in  1960.  Whereas,  in 
1960  the  only  improvement  to  the  emulsion 
was  the  emulsifier  and  stabilizer,  glyceryl 
mono-oleate,  in  1961  the  pollen  also  had 
been  pretreated  with  ferric  chloride  as 
described  previously,  before  emulsification. 
The  ferric  chloride  was  intended  not  only 
to  ascertain  the  presence  of  a free  aqueous 
phase  by  the  spot-testing  described  pre- 
viously, but  also  to  slow  the  absorption  of 
the  pollen  when  it  was  released  from  the 
emulsion  by  chelation  with  its  protein. 

It  was  anticipated  that  both  of  these  fac- 
tors would  contribute  to  the  elimination  of 
systemic  reactions.  That  this  is  so  is  shown 
in  Table  I and  in  the  brief  case  histories 
which  follow.  Although  the  total  number 
of  patients  treated  each  year  was  approxi- 
mately the  same,  there  were  fewer  reactions 
in  1961.  The  difference  in  reaction  rates 
(3.7  per  cent  in  1960  and  2.6  per  cent  in 
1961)  does  not  appear  superficially  very 
striking.  A close  inspection,  however,  re- 
veals some  significant  differences  in  these  two 
groups  of  patients  and  their  constitutional 
reactions.  Wliereas  only  approximately  one 
third  of  the  patients  treated  in  1960  were 
primary  cases,  all  the  patients  treated  in  1961 
were  primary  cases.  Four  reactions,  one 
moderately  severe,  occurred  in  the  28  pri- 
mary patients  treated  in  1960  (14.7  per  cent) 
whereas  only  three  reactions  occurred  in 
115  primary  patients  treated  in  1961  (2.6 
per  cent).  Even  more  significant,  and  not 


readily  reflected  by  statistical  numbers, 
was  the  type  of  reaction  encountered.  Thus, 
in  1961  no  severe  reaction  was  encountered 
which  required  the  attention  of  a physician, 
even  when  the  4 patients  who  reacted  sys- 
temically  in  1960  were  given  the  same  dose 
which  previously  caused  the  reaction.  The 
only  systemic  reactions  encountered  in  1961 
occurred  in  3 patients  originally  in  the  tran- 
sitional group  in  1960.  These  reactions  were 
very  mild:  either  some  excessive  sneezing 
or  mild  wheezing.  In  2 patients  this  was 
associated  with  an  infection  of  the  respiratory 
tract,  raising  doubts  as  to  the  prime  causes 
of  the  reaction.  These  reactions  were  of 
short  duration  and  did  not  require  the  atten- 
tion of  a physician.  They  were  relieved  by 
medication  with  an  antihistamine  tablet  or 
with  an  ephedrine-containing  compound. 

The  time  of  the  appearance  of  a systemic 
reaction  is  significant.  If  it  appears  within 
the  first  half  hour,  there  is  good  reason  to 
indict  the  emulsion  as  a poor  one  and 
conclude  that  there  is  an  excess  of  free 
aqueous  phase,  since  this  is  precisely  what 
happens  when  reactions  occur  with  the 
conventional  unemidsified  pollen  extracts. 
The  fact  that  reactions  from  unemulsified 
pollen  extracts  occur  frequently  has  been 
noted  in  the  reports  of  Vander  Veer*  (13 
per  cent  of  cases)  and  Furstenberg  and  Gay* 
(11.7  per  cent).  Considerably  higher  reac- 
tion rates  were  reported  by  Sherman  and 
Hebald.^*  It  is  apparent,  therefore,  that 
proper  emulsification  leads  to  fewer  sys- 
temic reactions,  despite  the  administration 
of  a large  dose  of  allergen  to  a patient  not 
previously  primed  by  prior  treatment  for 
its  reception.  This  is  the  achievement  for 
which  allergists  have  strived  for  many  j^ears. 

As  emulsification  is  improved,  not  only 
do  fewer  reactions  occur,  but  also  these  occur 
at  later  intervals  following  the  injection  and 
are  less  severe  in  nature.  All  of  these 
criteria  were  met  in  the  group  treated  in 
1961  and  it  must  be  concluded,  therefore, 
that  the  addition  of  the  ferric  chloride  to 
the  emulsion  was  responsible  for  the  im- 
proved safety  of  the  emulsions  of  1961  as 
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compared  with  those  of  1960. 

Although  systemic  reactions  are  of  great 
concern  to  both  doctor  and  patient,  local 
reactions  also  can  be  troublesome.  As  re- 
ported, these  either  have  been  local  allergic 
reactions  characterized  by  swelling,  edema, 
heat,  and  itching  at  the  site  of  the  reaction 
or  abscess  formation,  cold  or  hot,  with  and 
without  isolated  bacteria.  The  local  al- 
lergic reactions  were  encountered  less  fre- 
quently with  emulsified  extracts.  Many 
patients  have  expressed  gratitude  for  this. 
Only  one  severe  local  reaction  was  encoun- 
tered, and  this  was  associated  with  a 
systemic  reaction  (Case  1). 

As  for  abscess  formation,  I have  not  en- 
countered any,  although  over  500  injections 
of  emulsified  allergens  have  been  given  to 
date.  Other  investigators,  however,  have 
expressed  concern  about  this  type  of  reac- 
tion since  it  may  be  troublesome  and  may 
require  surgical  drainage.  “ The  cause  of 
these  sterile  abscesses  is  not  known  as  yet. 
Whether  the  absence  of  these  abscesses  in 
this  study  is  merely  fortuitous  or  is  due  to 
the  new  emulsion  employed  remains  for 
the  future  to  reveal.  Subcutaneous  nodules 
persisting  for  weeks  or  months  have  been 
noticed  in  some  patients,  but  these  occur 
less  often  with  pollen  than  with  injections 
of  emulsified  house  dust  extracts  or  extracts 
of  molds. 

Case  Reports 

The  4 patients  who  had  systemic  reactions 
in  1960  are  reviewed  briefly  to  demonstrate 
the  superior  safety  features  of  the  iron- 
treated  and  emulsified  extracts  u.sed  in  1961. 

Case  1. — A sixty-year-old  physician  suffered 
from  pollinosis  during  the  spring  and  summer 
seasons  for  four  years.  For  the  last  three  j'ears 
treatment  with  aqueous  extracts  of  mixed  grasses 
afforded  good  relief.  The  maximum  dose  achieved 
by  the  thirty-seventh  injection  was  0.35  cc.  of  a 
solution  containing  40,000  pollen  units  per 
milliliter  (approximately  7,000  protein  nitrogen 
units).  With  each  injection  there  was  a moderate 
local  but  no  systemic  reaction. 

Skin  testing  by  the  intradermal  method  con- 


firmed the  reactions  reported  by  the  patient. 
It  was  too  late  to  treat  him  for  the  tree  season; 
therefore,  an  injection  of  2,500  units  of  timothy 
and  orchard  grass  emulsified  in  mineral  oil  con- 
taining mannide  mono-oleate  and  glyceryl  mono- 
oleate  was  given  on  May  4,  1960.  Two  hours 
thereafter  swelling  of  the  arm  began  at  the  deltoid, 
at  the  injection  site,  and  gradually  extended  to 
the  elbow.  Despite  the  ingestion  of  8 mg.  of 
Dimetane  the  swelling  continued,  and  overnight 
it  extended  to  the  wrist.  That  night  the  patient 
coughed  and  wheezed  but  was  not  dyspneic. 
Metreton  was  taken  several  times  daily,  and  the 
swelling  of  the  arm  wore  off  in  forty-eight  hours; 
by  seventy-two  hours  the  patient  was  free  of  all 
symptoms. 

In  1961  the  patient  readily  agreed  to  take  the 
same  dose  of  timothy  and  orchard  grass  in  the 
improved  emulsion  containing  ferric  chloride. 
This  was  given  on  April  7.  Six  hours  following 
this  injection  there  was  again  a marked  local 
reaction  extending  to  the  wrist  by  the  next 
morning.  Itching  was  a troublesome  symptom, 
and  the  edema  limited  the  motion  of  the  elbow 
joint.  Despite  Teldrin  spansules  taken  twice 
daily  the  edema  continued  as  before  for  three 
days.  At  no  time  were  there  any  asthma, 
angioedema,  or  nasal  symptoms. 

Comment. — This  was  the  only  moderately 
.severe  systemic  reaction  encountered  in  over  350 
injections  of  pollen  given  in  emulsified  form. 
Since  the  patient  had  tolerated  7,000  units  pre- 
viously, it  was  difficult  to  explain  the  reaction. 
Skin  testing  had  not  shown  unusual  sensitivity, 
the  skin  was  hyperactive,  and  even  the  saline 
control  injection  elicited  a slight-to-moderate  re- 
sponse. Apparently  histamine  was  released 
readily  by  this  patient. 

The  fact  that  the  same  dose  (2,500  units)  of 
the  pollen  treated  with  ferric  chloride  did  not 
result  in  a systemic  reaction  was  gratifying  and 
indicated  that  this  emulsion  was  superior  to  the 
one  used  in  1960  without  the  added  ferric  chloride. 
The  local  reaction,  however,  appeared  unchanged. 
It  is  conceivable  that  the  patient’s  sensitivity 
may  have  been  changed,  resulting  in  improved 
tolerance.  This  does  not  seem  valid  since  he 
did  have  a local  reaction,  and  furthermore,  as 
noted  in  the  additional  case  histories,  all  the 
patients  tolerated  the  iron-treated  emulsions 
without  any  systemic  reactions  in  1961,  although 
the  same  dose  was  given  which  elicited  reactions 
in  1960. 
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Case  2. — A thirty-six-year-old  nurse  had  been 
treated  in  1954  for  pollinosis  of  seven  years 
duration.  Her  sjunptoms  appeared  in  the  spring 
and  continued  through  all  the  pollen  seasons. 
Following  skin-testing,  she  was  treated  with 
extracts  of  mixed  trees,  timothy,  plantain,  and 
ragweed  pollens.  Over  a four-year  period  two 
systemic  reactions  occurred  in  which  urticaria 
was  the  dominant  manifestation.  On  one  oc- 
casion an  injection  of  0.3  ml.  of  epinephrine  was 
given  for  relief,  and  on  another  occasion  1 
antihistamine  tablet  controlled  the  symptoms. 
Since  the  patient  received  three  or  four  injections 
of  pollen  on  each  visit  it  was  not  always  certain 
what  produced  the  reaction.  On  one  occasion 
tree  pollen  was  suspected  (1,750  units)  and  on 
another,  ragweed  (1,200  units).  This  was  based 
on  the  size  of  the  local  reactions. 

On  April  8,  1960,  the  patient  was  injected  with 
2,500  units  of  mixed  tree  pollen  extract  emulsi- 
fied without  ferric  chloride.  Five  hours  later  a 
few  scattered  urticae  appeared  which  responded  to 
1 tablet  of  an  antihistamine  drug.  In  one  hour 
all  the  symptoms  disappeared. 

On  February  28, 1961,  2,500  units  of  mixed  tree 
pollen  extract  again  were  given,  this  time  pre- 
treated and  emulsified  with  ferric  chloride  without 
any  reaction  occurring. 

Comment. — This  patient  was  a known  reactor, 
and  during  conventional  therapy  increases  in 
dosage  were  given  cautiously.  Despite  this,  two 
systemic  reactions  occurred.  A reaction  was 
elicited  again  in  1960  with  the  emulsion  of  mixed 
tree  pollen  extract  not  containing  the  ferric 
chloride  but  not  in  1961  with  the  emulsion  con- 
taining the  ferric  chloride,  the  dose  for  both  years 
being  the  same,  2,500  protein  nitrogen  units. 

Case  3.' — This  physician’s  son  was  first  seen  in 
1953  at  the  age  of  four  years  because  of  asthma 
found  to  be  due  to  a combination  of  infection  and 
pollen  sensiti\dty.  Under  my  direction  he  was 
treated  successfully  by  his  father  with  injections 
of  pollen  extracts  and  vfith  an  autogenous  vaccine. 
In  1960,  having  received  no  pollen  treatment  the 
year  before,  he  was  given  1,000  protein  nitrogen 
units  of  timothy  and  orchard  grass  emulsified  but 
untreated  with  ferric  chloride.  One  and  a half 
hours  later  generalized  urticaria  appeared  which 
responded  to  one  injection  of  epinephrine  (0.2  ml., 
1 : 1,000)  and  cleared  completely  within  an  hour. 
In  1961  the  same  dose  was  administered  without 
eliciting  any  reaction.  This  time,  however,  the 
pollen  had  been  pretreated  with  ferric  chloride. 


Case  4. — A thirty-five-year-old  male  was  first 
seen  in  1947  because  of  typical  pollinosis  oc- 
curring during  the  grass  season.  He  was  treated 
successfully  with  timothy  and  orchard  grass 
extracts  for  two  years  and  then  discontinued 
treatment  until  1959  when  multiple  injections  of 
aqueous  extract  were  again  given.  On  one 
occasion  he  reacted  to  1,000  protein  nitrogen 
units  with  the  appearance  of  nasal  sj-mptoms. 
In  1960,  after  a lapse  of  six  months,  he  was  given 
2,500  units  of  timothy  and  orchard  grass  extracts 
emulsified  without  ferric  chloride.  Three  hours 
later  a generahzed  urticaria  appeared  which 
responded  immediately  to  0.3  ml.  of  epinephrine, 
1 : 1,000.  This  was  followed  by  an  antihistamine 
given  orally. 

In  1961  the  iron-treated  emulsified  extract  of 
the  grasses  given  in  the  same  dose  ehcited  no 
reaction,  either  local  or  sj'stemic. 

Comment 

The  use  of  emulsified  allergens  in  the 
treatment  of  hay  fever  by  a single  annual 
injection  is  a worth-while  and  feasible  goal. 
It  offers  many  obvious  advantages  to  both 
the  patient  and  the  physician.  The  pri- 
mary obstacle  in  the  reahzation  of  this  goal 
has  been  the  fear  of  systemic  reactions  since 
a single  large  does  is  given  to  replace  the 
many  injections  of  unemulsified,  rapidly 
absorbed,  aqueous  extract.  Improved  meth- 
ods of  emulsification,  primarily  mechanical, 
have  been  introduced  by  Browm,^-^  reducing 
the  hazards  of  this  type  of  therapy.  Despite 
this,  systemic  reactions  have  occurred,  even 
in  the  hands  of  those  who  consider  them- 
selves experts  in  emulsion  making. 

With  this  in  mind,  the  emulsification  of 
allergens  has  been  improved  as  demon- 
strated in  this  report,  first  by  the  addition 
of  another  emulsifier,  glyceryl  mono-oleate, 
which  enhances  and  stabihzes  emulsions 
made  wfith  mineral  oil  and  mannide  mono- 
oleate  and  .second  by  pretreatment  of  the 
pollen  extract  with  ferric  chloride.  The 
iron  salt  serves  several  functions:  it  com- 
bines with  the  protein  of  the  extract,  de- 
naturing it,  thereby  delaying  its  absorption, 
which  is  a safety  feature;  it  enhances 
emulsification  by  the  production  of  par- 
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ticulate  matter;  and  in  excess,  after  chelat- 
ing or  complexing  with  the  allergen  (pro- 
tein), it  can  be  used  as  a spot  test  for  the 
presence  of  a free  aqueous  phase,  using  po- 
tassium ferrocyanide  as  the  indicator.  This 
test  will  detect  the  presence  of  ferric  chloride 
in  a 1 to  V2  million  dilution. 

Emulsions  produced  in  this  fashion  have 
remained  stable  for  long  periods  of  time. 
Emulsions  made  with  house  dust  have  re- 
mained emulsified  for  over  a year  at  room 
temperature.  When  refrigerated,  these  pol- 
len emulsions  have  remained  stable  for  over 
eight  months  (at  the  time  of  this  writing), 
still  giving  a negative  spot  test  reaction. 
Therefore,  it  may  be  feasible  to  prepare  large 
quantities  of  emulsions  at  one  time,  assum- 
ing there  is  no  loss  of  potency  during  emulsi- 
fication while  the  emulsion  is  under  re- 
frigeration, and  to  administer  them  safely, 
long  after  emulsification.  A spot  test  per- 
formed before  each  injection  would  deter- 
mine quickly  whether  the  emulsion  was 
“safe”  to  use. 

Since  the  primary  purpose  of  this  presen- 
tation has  been  to  study  the  safety  aspects 
of  therapy  with  emulsions,  only  a brief  com- 
ment has  been  made  about  the  over-all  re- 
sults with  this  form  of  therapy.  It  has  been 
observed  that  repository  therapy  is  at  least 
as  effective  and  possibly  more  effective  than 
the  conventional  multidose  method  which 
has  been  in  use  for  fifty  years.  This  is 
borne  out  by  patient  acceptability  none 
in  the  group  reported  here  selected  to  return 
to  multiple  injection  therapy. 

Conclusions 

1.  In  the  treatment  of  pollinosis  with  a 
single  repository  injection,  the  addition  of 
glyceryl  mono-oleate  to  the  currently  used 
emulsifier,  mannide  mono-oleate,  has  en- 
hanced and  stabilized  the  emulsification  of 
allergens  in  mineral  oil. 

2.  The  addition  of  ferric  chloride  to  the 
allergen  before  emulsification  has  added  to 
the  safe  application  of  these  emulsions  by 
denaturing  the  protein  of  the  allergen. 


thereby  slowing  its  absorption;  enhancing 
emulsification  and  stabilization  by  the 
production  of  particulate  matter;  and  in 
excess  providing  a spot  test  after  emulsifica- 
tion which  indicates  the  presence  of  a free 
aqueous  phase. 

3.  Evidence  is  presented  to  show  that 
the  addition  of  ferric  chloride  reduces  the 
incidence  and  severity  of  reactions  following 
repository  injections,  and  that  reactions  occur 
less  frequently  with  repository  than  with  con- 
ventional therapy  despite  the  administration 
of  a large  dose  to  patients  not  previously 
primed  to  receive  it. 

4.  Spot-testing  of  the  emulsion  of  iron- 
treated  allergens  is  a simple  and  rapidly 
performed  procedure  indicating  whether  or 
not  it  is  safe  to  use  the  emulsified  pollen  ex- 
tract. 

55  Park  Avenue,  New  York  16 
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Griseofulvin  Treatment  of  Dermatomy coses 


SAUL  L.  SANDERS,  M.D.,  ANGEL  TRINCHAN-PLOU,  M.D.,  AND  CARL  T.  NELSON,  M.D., 

NEW  YORK  CITY 


{From  the  Dermatology  Service  of  the  Presbyterian  Hospital) 


Griseofulvin  was  first  isolated  in  1939 
as  a fermentation  product  of  Peni- 
cillium  griseo-fulvum  Dierckx  by  Oxford, 
Raistrick,  and  Simonart.  ^ 

In  1958,  Gentles^  reported  promising  re- 
sults with  the  oral  administration  of  this 
compound  to  guinea  pigs  experimentally 
infected  with  Microsporum  canis  and 
Trichophyton  mentagrophytes.  Shortly 
thereafter,  Williams,  Marten,  and  Sarkany^ 
and  then  Blank  and  Roth^  reported  on  the 
successful  treatment  of  tinea  patients  with 
orally  administered  griseofulvin.  Since  that 
time  a number  of  publications  have  appeared 
confirming  both  the  in  vitro  and  in  vivo 
effectiveness  of  griseofulvin  in  inhibiting 
the  growth  of  dermatophytes. 

Griseofulvin  is  a colorless,  odorless,  neu- 


tral, thermostable  compound,  moderatch' 
soluble  in  water.  Although  it  is  poisonous 
to  higher  plants,  it  appears  to  have  a low 
toxicity  for  mammals.  Bone-marrow  de- 
pression, injury  to  the  seminal  epithelium, 
and  a colchicine-like  effect  (production  of 
multipolar  mitosis)  have  been  observed  in 
rats  given  large  intravenous  doses  of  gri.seo- 
fulvin,  but  no  such  toxicities  have  as  yet 
been  observed  in  human  beings  treated  with 
this  drug.  Extraction  and  spectrophoto- 
metric  methods  have  failed  to  demonstrate 
significant  amounts  of  giTseofulvin  in  the 
blood  or  urine, and  its  extent  of  absorp- 
tion, mode  of  action,  and  method  of  excre- 
tion are  still  unknown. 

An  evaluation  of  the  therapeutic  effects 


of  griseofulvin*  was  initiated  at  the  Colum- 


Presented  at  the  154th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  Cit.v, 
Section  on  Dermatology  and  Syphilology,  .May  10, 
1960. 


* The  griseofulvin  (Fulvicin)  used  in  this  study  was 
supplied  through  the  courtesy  of  the  Schering  Corpora-  ^ 
tion,  Bloomfield,  New  Jersey.  I, 
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TABLE  I. — Summary  of  Results  in  101  Patients  Treated  with  Griseofulvin 


Organism 

Site  of 
Infection 

Number  of 
Patients 

' A FHdrLIllc^Xlli 

Daily  Dosage 

Duration 

(Weeks) 

Results 

M.  audouini 

Scalp 

42 

25  to  50  mg.  per  Kg. 

2 to  8 

42  Clear 

M.  canis 

Scalp 

7 

25  to  50  mg.  per  Kg. 

4 to  7 

6 Clear 
1 Unimproved 

T.  tonsurans 

Scalp 

2 

25  to  40  mg.  per  Kg. 

8,  11 

2 Clear 

Body 

1 

25  mg.  per  Kg. 

6 

1 Clear 

T.  schoenleini 

Scalp 

1 

10  to  14  mg.  per  Kg. 

12 

1 Clear 

E.  floccosum 

Groin 

1 

1 Gm. 

4 

1 Clear 

T.  mentagrophytes 

Feet 

2 

0.5to2Gm. 

23,  25 

2 Improved 

T rubrum* 

All  areas 

45 

0.5  to  2 Gm. 

4 to  54 

3 Clear 
30  Improved 
12  Unimproved 

Body 

14 

0.5to2Gm. 

4 to  54 

9 Clear 
5 Improved 

Feet 

34 

0.5  to  2 Gm. 

4 to  54 

5 Clear 
17  Improved 
12  Unimproved 

Palms 

14 

0.5to2Gm. 

4 to  54 

3 Clear 

7 Improved 

4 Unimproved 

Fingernails 

19 

0.5  to  2 Gm. 

4 to  54 

2 Clear 
10  Improved 
7 Unimproved 

Toenails 

35 

0.5  to  2 Gm. 

4 to  54 

0 Clear 
10  Improved 
25  Unimproved 

* Total  number  of  patients  45;  most  of  these  showed  multiple  areas  of  involvement. 


bia-Presbyterian  Medical  Center  in  January, 
1959,  and  has  been  in  progress  over  the  last 
fourteen  months.  This  report  comprises  our 
experience  with  the  drug  in  the  treatment 
of  101  patients  with  dermatophytic  infec- 
tions during  this  period. 

Material  and  Results 

The  criteria  for  the  inclusion  of  patients 
in  this  study  were  a clinical  diagnosis  of 
tinea  infection,  positive  findings  in  micro- 
scopic preparations,  and  cultural  confirma- 
tion of  a specific  etiologic  agent.  All  pa- 
tients were  followed  at  two-  to  four-week 
intervals  during  the  treatment  and  post- 
treatment periods.  Scrapings  of  the  in- 
fected areas  for  microscopic  examination 
and  cultures  on  either  Sabouraud  and/or 
cyclohexamide  medium  were  taken  at  regular 
intervals.  Many  of  the  patients  were  also 
followed  with  serial  blood  counts  and  urinal- 
yses. In  those  patients  with  tinea  capitis, 
the  Wood’s  light  examination  was  used  as  a 
routine  procedure. 

There  were  45  patients  with  T.  rubrum 


infection,  42  with  M.  audouini,  7 with  M. 
canis,  3 with  T.  tonsurans,  2 with  T.  menta- 
grophytes,  and  1 each  with  T.  schoenleini 
and  Epidermophyton  floccosum  (Table  I). 

The  majority  of  the  45  patients  with  T. 
rubrum  had  had  persistent  infection  for  more 
than  five  years.  The  most  commonly  used 
dosage  in  this  group  was  1 Gm.  a day  with  a 
range  of  0.5  to  2 Gm.  Twenty-four  of  the 
45  patients  with  T.  rubrum  infection  were  on 
continuous  griseofulvin  therapy  for  at  least 
three  months.  Of  these,  17  received  the 
drug  for  more  than  six  months  and  6 for  at 
least  one  year. 

Nine  of  the  14  patients  with  T.  rubrum 
involvement  of  glabrous  skin  showed  clinical 
and  mycologic  clearing  of  the  lesions  within 
two  to  twenty  weeks  after  the  onset  of 
therapy.  The  remaining  5 patients  are 
greatly  improved  but  not  completely  clear. 

Only  5 of  the  34  patients  with  tinea  pedis 
due  to  T.  rubrum  cleared  completely  on 
griseofulvin  therapy  and  remained  free 
from  lesions.  The  majority  improved  to 
some  extent,  but  scaling,  interdigital  macera- 
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tion,  and  positive  mycologic  findings  per- 
sisted. 

Se\'en  of  the  38  patients  with  onychomy- 
cosis showed  good  clinical  improvement 
after  four  to  twelve  months  of  therapy,  but 
in  only  2 was  complete  clearing  obtained. 
Four  of  those  responding  have  already  re- 
ceived a total  dose  of  over  300  Gm.  of 
griseofulvin.  The  results  in  the  other  31 
patients  have  been  disappointing.  Al- 
though nearly  half  of  them  have  improved 
clinically  to  some  extent,  they  continue  to 
show  active  lesions  with  positive  cultural 
findings  despite  as  much  as  one  year  of 
treatment  with  griseofulvin.  Sixteen  (or  42 
per  cent)  of  these  38  patients  with  ony- 
chomycosis have  shown  no  improvement, 
either  clinical  or  cultural,  on  griseofulvin 
therapy. 

The  42  patients  with  M.  audouini  infection 
had  involvement  of  the  scalp.  They  were 
treated  with  a dosage  schedule  of  from  25  to 
50  mg.  per  kilogram  of  griseofulvin  a day, 
the  majority  being  treated  for  from  twenty- 
eight  to  thirty-two  days.  Treatment  was 
continued  until  the  patients  were  clinically 
well,  and  the  Wood’s  light  examination  gave 
negative  results.  Patients  were  followed 
for  at  least  four  months  after  the  drug  was 
discontinued.  All  42  patients  are  clinically 
well  and  the  Wood’s  light  shows  no  infection. 

The  7 patients  with  M.  canis  infection  of 
the  scalp  were  treated  in  a similar  manner. 
Six  patients  are  completely  well  at  least 
three  months  after  the  termination  of 
therapy.  One  patient  was  classified  as  a 
failure  because  there  was  clinical  evidence  of 
infection  by  culture  two  months  after  a 
thirty-three-day  period  of  treatment  with 
griseofulvin. 

Two  of  the  3 patients  with  T.  tonsurans 
had  involvement  of  the  scalp,  the  other  of 
the  glabrous  skin.  These  patients  were 
treated  with  from  25  to  40  mg.  per  kilogram 
daily,  therapy  being  discontinued  after  two 
consecutive  negative  scraping  and  culture 
findings  were  obtained.  All  3 patients  are 
now  clinically  well  with  negative  results  of 
microscopic  examinations  and  cultures. 


The  patient  with  T.  schoenleini  infection 
was  a forty-year-old  female  who  had  had 
tinea  capitis  for  thirty-five  years.  She 
received  73  Gm.  of  griseofulvin  over  an 
eighty-seven-day  period  (10  to  14  mg.  per 
kilogram  per  day)  and  has  been  clinically 
well  since  the  sixth  week  of  therapy.  The 
cultures  have  shown  no  infection  since  the 
eighth  week  of  treatment. 

Although  both  patients  with  T.  menta- 
grophytes  infection  were  treated  for  pro- 
longed periods  (one  hundred  and  sixty-four 
and  one  hundred  and  seventy-six  days, 
respectively),  they  continued  to  show  evi- 
dence of  infection. 

The  patient  with  E.  floccosum  treated 
with  1 Gm.  of  griseofulvin  a day  for  twenty- 
eight  days  is  clinically  well  with  negative 
scraping  and  culture  findings  three  months 
after  the  medication  was  discontinued. 

Comment 

Griseofulvin  was  highly  effective  against 
tinea  infections  of  the  scalp  regardless  of  the 
infecting  organism.  Of  52  patients  with 
tinea  capitis,  51  were  clinically  well  at  the 
time  of  this  report.  In  this  group  were  42 
patients  with  M.  audouini,  7 with  M.  canis, 
2 with  T.  tonsurans,  and  1 with  T.  schoen- 
leini. The  only  patient  in  whom  griseo- 
fulvin failed  to  achieve  the  desired  thera- 
peutic effect  was  one  with  M.  canis.  Addi- 
tional experience  with  the  drug  indicated 
that  further  treatment  in  this  patient  prob- 
ably would  have  effected  a cure. 

The  use  of  the  Wood’s  fight  with  the  addi- 
tion of  microscopic  and  cultural  technics  in 
selected  cases  (when  scaling  persisted,  in 
nonfluorescent  infections,  and  when  the 
Wood’s  light  examination  was  questionable) 
proved  to  be  a reliable  indication  for  the 
termination  of  therapy.  Other  studies  have 
shown  that  viable  spores  remain  in  the 
follicles  for  many  weeks  after  the  Wood’s 
light  examination  has  shown  negative  re- 
sults.®-® Therefore,  patients  were  followed 
at  frequent  intervals  for  at  least  four  months 
after  the  medication  was  discontinued. 

On  the  basis  of  the  preceding  criteria,  there 
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were  two  recurrences  in  our  patients  with 
tinea  capitis.  Both  of  these  relapsed  within 
six  weeks  after  the  griseofulvin  was  dis- 
continued. These  data  support  the  observa- 
tion that  if  the  patient  remains  well  and 
the  Wood’s  light  examination  shows  no 
infection  six  weeks  after  griseofulvin  is 
discontinued,  the  patient  is  presumably 
cured. 

The  treatment  regimen  of  shaving  the 
scalp  and  shampooing  the  head  at  frequent 
intervals  may  have  helped  to  shorten  the 
treatment  period  and  lessen  the  chance  of 
recurrence  by  removing  both  infected  hairs 
and  viable  spores.  The  use  of  local  anti- 
fungal medication,  although  not  a part  of 
the  present  study,  would  similarly  appear 
to  be  a useful  adjuvant  in  therapy. 

The  average  length  of  treatment  in  the 
patients  with  M.  audouini  and  M.  canis 
infection  of  the  scalp  was  thirty  days.  The 
cases  with  T.  tonsurans  and  T.  schoenleini 
required  a longer  period  of  griseofulvin 
therapy  to  achieve  the  desired  result.  This 
is  partially  explained  by  the  fact  that  treat- 
ment continued  until  two  scrapings  and 
cultures  showed  no  infection. 

The  age,  sex,  and  length  of  infection  prior 
to  the  start  of  treatment  did  not  appear  to 
affect  the  length  of  the  treatment  period. 
Similar  results  were  obtained  whether  a 
dosage  of  25  or  50  mg.  per  kilogram  daily 
was  used. 

Griseofulvin  seemed  effective  in  the  treat- 
ment of  T.  mentagrophytes  and  E.  floccosum 
infections,  but  our  experience  with  these 
micro-organisms  was  too  limited  for  adequate 
evaluation. 

Although  T.  rubrum  has  been  the  or- 
ganism most  sensitive  to  griseofulvin  in 
vitro,  the  cure  rate  of  human  T.  rubrum 
infections  in  this  study  was  very  low.  In 
fact,  the  majority  of  patients  were  at  least 
partially  resistant  to  therapy.  The  out- 
come of  treatment  appeared  to  correlate 
most  closely  with  the  anatomic  areas  of 
involvement. 

Nine  of  14  patients  (64  per  cent)  with 
glabrous  skin  involvement  showed  clearing 


on  treatment.  Only  5 of  34  (14  per  cent) 
patients  with  involvement  of  the  feet  and  2 
of  the  38  patients  with  onychomycosis  com- 
pletely cleared  despite  continuous  treatment 
for  up  to  fifty-four  weeks  with  0.5  to  2 Gm. 
daily  of  griseofulvin. 

Even  though  the  over-all  results  of  treat- 
ment of  T.  rubrum  infections  were  disap- 
pointing, many  partial  remissions  in  patients 
who  had  had  persistent  disease  for  up  to 
thirty  years  were  noted.  Most  of  the 
patients  show'ed  clinical  improvement,  and 
in  several  cases  some  of  the  involved  finger- 
nails cleared  on  therapy.  Toenail  improve- 
ment, however,  was  the  exception,  and 
scrapings  and  cultures  from  the  clinically 
involved  areas  regularly  gave  positive  re- 
sults during  the  entire  treatment  period. 
The  addition  of  local  antifungal  therapy  to 
the  regimen  in  patients  with  glabrous  skin, 
palm,  and  sole  involvement  appeared  to  in- 
crease the  rate  and  extent  of  the  response. 
The  duration  of  the  disease  process,  the  sex, 
and  the  age  of  the  patients  did  not  appear  to 
influence  the  response  to  treatment. 

The  length  of  treatment  required  to  pro- 
vide any  clinical  or  mycologic  evidence  of 
response  was  also  closely  correlated  with 
the  structures  involved  by  the  infecting 
organism.  This  ranged  from  two  to  four 
weeks  for  glabrous  skin,  four  to  twelve 
weeks  for  the  palms  or  soles,  and  from 
three  to  six  months  for  the  fingernails. 
Even  a longer  treatment  period  was  re- 
quired before  the  toenails  showed  any  evi- 
dence of  improvement. 

No  evidence  of  the  occurrence  of  resistance 
to  griseofulvin  has  yet  been  reported.  Three 
patients  in  this  series  with  widespread  T. 
rubrum  infection  showed  local  exacerbations 
and  remissions  despite  continuing  griseoful- 
vin therapy.  These  patients,  however,  did 
have  persistent  onychomycosis  throughout 
the  treatment  period. 

Our  results  with  griseofulvin  may  be  ex- 
plained partially  by  three  factors: 

1.  This  antibiotic  is  fungistatic  and 
not  fungicidal  in  its  action.  Therefore, 
inhibition  of  the  growth  but  not  destruction 
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of  the  organism  occurs.  The  removal  of  the 
organism  from  the  superficial  keratin  layers 
must  await  the  normal  shedding  process  of 
the  epidermis. 

2.  The  host  factor,  the  inherent  suscepti- 
bility of  certain  patients  to  dermatophyte 
infection,  seems  to  be  of  most  importance  in 
infections  with  T.  rubrum.  The  chronic, 
relatively  noninflammatory  course  of  this 
infection,  its  occurrence  in  certain  specific 
groups  of  patients,  such  as  those  with 
Cushing’s  disease^®’ and  lymphoblastomas, 
and  the  epidemiology  of  its  spread,  have  led 
some  to  postulate  that  host  factors  are  of 
paramount  importance  in  this  disease. 

3.  Regardless  of  the  specific  etiologic 
agent,  the  response  to  therapy  with  griseoful- 
vin  seems  to  be  determined  to  some  extent 
by  the  local  environmental  conditions  (inter- 
triginous,  subject  to  trauma)  and  special 
epidermal  appendages  (hair,  nails)  involved 
by  the  infecting  organism. 

Even  when  used  for  prolonged  periods, 
griseofulvin  proved  to  be  a relatively  safe 
therapeutic  agent.  A transient  leukopenia 
associated  with  upper  respiratory  infections 
developed  in  2 patients.  Side-effects,  when 
noted,  were  usually  in  those  patients  who 
received  2 Gm.  of  griseofulvin  a day  for 
periods  longer  than  ten  days.  Lowering  of 
the  dose  appeared  to  relieve  the  symptoms. 
Side-effects  included  headache  in  2 patients; 
gaseous  distention,  dizziness,  dryness  of  the 
mouth,  anorexia,  and  a transient  papular 
eruption  in  1 patient  each.  In  a patient 
with  allergic  rhinitis,  the  condition  was 
repeatedly  exacerbated  by  griseofulvin  in- 
gestion. Recently,  it  has  been  reported 
that  photosensitivity  may  occur  in  patients 
under  treatment  with  griseofulvin,^®  but  no 
such  complication  was  observed  in  our 
series. 

Although  the  addition  of  griseofulvin  to 
our  armamentarium  is  a noteworthy  ad- 
vance, the  drug  is  no  panacea  for  all  derma- 
tomycoses.  Additional  experimental  and 
clinical  experience  will  be  needed  to  define 
more  accurately  the  manner  in  which  it  can 
be  used  most  efficaciously. 


Summary 

Experience  with  griseofulvin  in  the  treat- 
ment of  101  patients  with  dermatomycoses  is 
described.  The  side-effects  of  treatment  are 
noted. 

Griseofulvin  appears  to  be  an  excellent 
therapeutic  agent  in  the  treatment  of  tinea 
capitis  caused  by  M.  audouini,  M.  canis,  T. 
tonsurans,  and  T.  schoenleini. 

In  patients  infected  with  T.  rubrum  the 
response  to  treatment  seems  to  be  related 
closely  to  the  anatomic  areas  of  involvement. 
Griseofulvin  is  most  effective  in  the  treat- 
ment of  tinea  corporis.  It  is  less  effective 
for  tinea  of  the  palms  and  soles,  although 
some  cases  may  show  clearing.  It  is  least 
effective  in  T.  rubrum  infection  of  nails. 
Only  2 cases  of  onychomycosis  in  this  series 
cleared  on  griseofulvin  therapy. 
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Griseofulvin  in  the  Treatment  of  Tinea  Capitis 


JOHN  T.  CRISSEY,  M.D.,  AND  C.  BRENT  OLMSTEAD,  M.U.,  BUFFALO,  NEW  YORK 

{From  the  Departments  of  Dermatology  of  the  Buffalo  Children’s  Hospital  and  the  E.  J.  Meyer  Memorial 

Hospital) 


T^or  many  years  the  routine  treatment 
for  Microsporum  tinea  capitis  in  the 
clinics  of  the  Buffalo  Children’s  Hospital 
and  the  E.  J.  Meyer  Memorial  Hospital 
has  been  epilation  of  the  scalp  with  x-ray 
treatment.  Cases  of  Trichophyton  ton- 
surans tinea  capitis  which  began  to  appear  in 
western  New  York  in  1957^  were  handled  in 
the  same  way.  The  initial  favorable  reports 
of  Williams,  Marten,  and  Sarkany  in  1958^ 
and  Blank  and  Roth  early  in  1959^  on  the 
effectiveness  of  the  antibiotic  griseofulvin  in 
the  treatment  of  dermatophyte  infections 
seemed  to  indicate  that  at  last  an  easier, 
safer,  and  less  controversial  form  of  therapy 
had  become  available.  Since  April,  1959, 
all  of  our  cases  of  tinea  capitis  have  been 
treated  with  this  drug.  The  results  are  re- 
ported here. 

Method  and  Materials 


y Forty-five  cases  of  tinea  capitis  caused  by 
Microsporum  audouini  were  treated  with 
griseofulvin  by  mouth.  There  were  38 
males  and  7 females;  13  patients  were  white, 
32  Negro.  The  average  age  was  6.5  years, 
the  youngest  being  three  years  old.  Those 
under  six  years  were  given  0.25  Gm.  twice 
daily,  and  those  over  six  were  given  0.25 
Gm.  three  times  daily,  although  a few  in  the 


latter  group  took  only  0.25  Gm.  twice  daily 
after  the  first  week.  In  all  cases  the  drug 
was  continued  for  at  least  four  weeks  or  until 
fluorescence  of  the  hair  under  Wood’s  light 
disappeared.  Examinations  with  the  light 
were  conducted  at  one-  or  two-week  in- 
terx’als.  Parents  were  requested  to  ha4'e 
the  children’s  heads  shaved  following  the 
initial  visit.  The  hair  was  then  kept  clipped 
short  throughout  the  period  of  observation. 

One  hundred  cases  of  M.  audouini  tinea 
capitis  seen  between  the  years  1952  and  1958 
were  treated  by  epilation  of  the  scalp  with 
x-ray  therapy  (Kienbock-Adamson  technic) 
and  followed  until  regrowth  of  scalp  hair  was 
complete.  In  no  case  was  the  follow-up  pe- 
riod less  than  three  months. 

Three  cases  of  tinea  capitis  caused  by  M. 
canis  and  6 cases  caused  by  Trichophyton 
tonsurans  were  treated  according  to  the 
same  dosage  schedule.  The  M.  canis  cases, 
all  white,  were  six,  seven,  and  seven  years 
of  age.  The  T.  tonsurans  cases,  all  white, 
ranged  from  six  to  nine  years  of  age. 

Observations 

M.  Audouini  Cases. — The  results  of 
treatment  with  griseofulvin  are  shown  in 
Figure  1.  Forty-four  clinical  cures,  as 
indicated  by  the  disappearance  of  Wood’s 
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Weeks  to  disappearance  of  fluorescence 

Fig.  1.  Results  of  treatment  with  griseofulvin  in 
M.  audouini  cases. 

light  fluorescence,  were  obtained.  One  case, 
a three-year-old  Negro  boy,  continued  to 
show  fluorescence  despite  eight  weeks  of 
treatment  with  0.25  Gm.  twice  a day. 
When  fluorescence  persisted  despite  an  addi- 
tional eight  weeks  on  0.25  Gm.  three  times 
daily,  the  treatment  was  judged  a failure. 
In  the  successfully  treated  cases,  fluorescence 
most  commonly  disappeared  between  the 
fourth  and  eighth  weeks,  and  cultures 
regularly  became  negative  at  that  time.  No 
relapses  have  as  yet  been  observed,  although 
some  of  these  cases  have  been  followed  for 
more  than  a year.  White  blood  counts  per- 
formed at  two-  to  four-week  intervals  on  12 
of  these  patients  were  normal.  Side-effects 
other  than  mild  gastric  distress  and  diarrhea 
were  not  observed. 

Of  the  100  cases  treated  by  x-ray  epilation, 
98  were  cured,  as  judged  by  the  regrowth  of 
hair  showing  no  fluorescence  three  months 
after  the  treatment  was  performed.  Two 
cases  were  considered  failures  because  fluores- 
cent hairs  persisted  in  the  sideburn  areas. 
In  one  of  these  cases,  the  regrowing  hair  in 
the  parietal  area  was  reinfected.  Both  were 
Anally  cleared  up  with  topical  treatment  and 
manual  epilation  over  periods  of  from  four 
and  six  months,  respectively.  Hair  re- 
growth was  complete  and  normal  in  all  100 
cases. 

M.  Canis  Cases. — All  3 of  these  children 


were  treated  successfully.  Fluorescence  had 
disappeared  by  the  end  of  six  weeks. 

T.  Tonsurans  Cases. — Negative  results  of 
potassium  hydroxide  examinations  of  hairs 
from  previously  infected  areas  and  negative  i 
cultures  obtained  at  the  end  of  six  weeks  of  sii 
treatment  in  these  6 cases  indicated  cure.  j 
Follow-up  examination  three  months  after 
cessation  of  treatment  showed  no  relapse. 

Conclusions 

A single  failure  in  the  treatment  of  45  cases 
of  M.  audouini  tinea  capitis  with  griseofulvin 
compares  favorably  with  2 failures  in  100 
x-ray  epilations.  The  effectiveness,  the 
obvious  convenience  of  griseofulvin,  its  ap- 
parent safety,  and  its  freedom  from  the 
dangers  inherent  in  radiation  of  any  kind 
combine  to  make  it  clearly  the  preferred 
treatment  for  M.  audouini  tinea  capitis. 

In  a number  of  cases  fluorescence  had 
disappeared  completely  by  the  end  of  three 
weeks.  It  became  clear  to  us  that  the  speed 
with  which  it  left  was  related  to  the  thorough- 
ness with  which  the  hair  was  clipped  short. 
Griseofulvin  does  not  appear  to  destroy 
fluorescence  in  hair  as  some  topical  medica- 
tions do.  The  disappearance  of  fluorescence 
from  undipped  hair  takes  place  only  when 
the  involved  portion  breaks  away  spon- 
taneously from  the  fungus-free  proximal 
portion  of  the  shaft. 

In  none  of  the  cases  did  fluorescence  recur  1 
once  it  had  disappeared.  We  were  able  to  ^ 
equate  its  disappearance  with  cure  of  the 
disease.  However,  in  the  series  reported  by 
Kirk  and  Ajello,^  fluorescence  returned  in  3 
instances  as  long  as  seven  weeks  after  its 
initial  disappearance  and  even  after  nega- 
tive cultures.  These  cases  had  received 
treatment  for  only  two  and  three  weeks,  but 
it  is  probably  wisest  for  two  to  three  months 
after  the  drug  has  been  discontinued  to 
examine  at  intervals  with  Wood’s  light  all 
cases  which  have  been  treated  with  griseo- 
fulvin on  any  dosage  schedule. 

The  response  in  the  M.  canis  and  T. 
tonsurans  cases  is  encouraging,  but  the  cases 
are  too  few  in  number  to  permit  any  but 


3630 


New  York  State  J.  Med. 


GRISEOFULVIN  IN  THE  TREATMENT  OF  SUPERFICIAL  FUNGAL  INFECTION 


tentative  conclusions.  It  is  to  be  hoped  that 
griseofulvin  will  be  the  answer  to  the  recent 
invasion  of  the  northern  sections  of  the 
country  with  T.  tonsurans. 

Summary 

1.  Forty-five  cases  of  tinea  capitis  caused 
by  M.  audouini,  3 cases  caused  by  M.  canis, 
and  6 cases  caused  by  T.  tonsurans  were 
treated  with  griseofulvin.  One  M.  audouini 
case  failed  to  respond  to  the  drug. 

2.  One  hundred  cases  of  tinea  capitis 
caused  by  M.  audouini  were  treated  by 
x-ray  epilation  of  the  scalp.  Two  treat- 
ment failures  occurred. 

3.  Griseofulvin  was  found  to  be  as  effec- 
tive as  x-ray  therapy  in  the  treatment  of  M. 


audouini  tinea  capitis,  and  because  of  its 
superiority  in  convenience  and  safety,  it  is 
recommended  as  the  preferred  method  of 
treatment  for  the  disease. 
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Survey  of  Long-Term  Therapeutic  Results  with  Griseofulvin  in 
Superficial  Fungus  Infections  in  ill  Patients 

FREDERICK  REISS,  M.D.,  LEONARD  KORNBLEE,  M.D.,  AND  CARL  SOLOWEY,  M.D., 

NEW  YORK  CITY 
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^ I ''he  prognosis  and  treatment  of  super- 
ficial  fungus  infections  has  been  revolu- 
tionized by  the  introduction  of  an  orally 
effective  and  relatively  nontoxic  agent, 
griseofulvin.  In  little  more  than  one  year, 
since  the  first  reports  of  its  successful  use  in 
human  dermatomycoses  appeared,  this  drug 
has  become  firmly  established  as  the  treat- 
ment of  choice  for  most  superficial  and  a 
few  systemic  mycoses. 

Griseofulvin  was  isolated  by  Oxford, 
Raistrick,  and  Simonart  in  1939^  as  a meta- 
bolic product  of  several  species  of  Peni- 
cillium.  Since  the  drug  did  not  possess  the 
antibacterial  activity  which  was  then  being 
sought,  little  attention  was  paid  to  it.  In 
1947  Brian^  reported  on  a substance,  also 


derived  from  Penicillium,  which  had  the 
ability  to  distort  the  normally  straight 
hyphae  of  fungi;  for  this  reason  it  was  called 
the  “curling  factor.”  Grove  and  his  co- 
workers showed  that  the  Oxford  and  Brian 
products  were  identical®  and  in  1951  solved 
its  chemical  structure.^  Griseofulvin  was 
not  used  except  as  an  antimycotic  agent  in 
plants  until  1958  when  Gentles  et  al}'^  and 
later  Martin^  showed  that  experimental 
dermatomycoses  in  animals  could  be  cured 
rapidly  by  oral  administration. 

Review  of  Clinical  Experience 

The  first  report  of  the  successful  use  of  oral 
griseofulvin  in  human  dermatomycoses  was 
made  by  Riehl  late  in  1958.®  Fifteen  pa- 
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tieiits  with  fungus  infections  of  the  hair, 
nails,  or  skin  were  cured  rapidly  without 
ancillary  topical  therapy.  There  were  no 
toxic  effects  observed  clinically  or  indicated 
by  laboratory  studies. 

The  next  clinical  report  was  by  Williams, 
IMarten,  and  Sarkany®  in  England  and 
concerned  9 patients  with  dermatomycoses 
who  had  received  divided  doses  of  2 Gm. 
daily.  The  results  were  excellent.  As  ther- 
apy progressed,  it  became  increasingly  diffi- 
cult to  find  the  fungi  in  scrapings;  in  very 
thin  areas,  such  as  the  buttocks,  fungi  some- 
times could  not  be  found  after  only  two 
weeks  of  treatment  with  griseofulvin. 

The  first  American  report  was  by  Blank 
and  Roth^“  who  had  treated  31  patients  with 
superficial  fungus  infections.  Cures  were 
rapid,  and  except  for  an  urticarial  reaction 
in  a patient  who  had  received  2 Gm.  daily, 
there  were  no  significant  untoward  reactions. 
A few  patients  reported  self-limited  head- 
ache or  gastrointestinal  distress.  Complete 
blood  studies  showed  no  evidence  of  bone 
marrow  depression  or  other  toxic  effect. 

These  authors  found  that  griseofulvin  in 
vitro  inhibited  the  growth  of  species  of 
Epidermophyton,  Microsporum,  and  Tri- 
chophyton which  cause  mycoses  in  human 
beings;  however,  Candida  albicans,  Malas- 
sezia  furfur,  and  most  of  the  fungi  which 
cause  systemic  mycoses  were  not  sensitive. 
In  general,  these  distinctions  also  hold  true 
clinically.  For  this  reason  it  is  essential 
to  identify  the  infecting  organism  in  fungus 
disease  so  that  griseofulvin  will  not  be  used 
when  it  is  not  indicated.  Also,  the  fungus 
nature  of  a dermatosis  must  be  confirmed  by 
laboratory  studies  since  many  nonfungus 
dermatoses,  which  do  not  respond  to  griseo- 
fulvin, can  simulate  mycotic  disease. 

According  to  the  clinical  and  experimental 
studies  of  Robinson  et  al}^  a metabolite  of 
griseofulvin  rather  than  the  agent  itself 
may  be  responsible  for  the  clinical  cures 
since  blood  levels  of  the  drug  are  relatively 
low  in  proportion  to  the  amounts  ad- 
ministered. Certain  strains  of  fungi  can 
develop  resistance  to  griseofulvin  in  vitro 


although  clinically  this  has  not  been  a prob- 
lem. RosenthaP'  also  observed  the  in  vitro 
development  of  resistant  strains  of  T.  1 
rubrum. 

In  addition  to  his  clinical  studies,  Gbtz^^ 
investigated  the  in  vitro  effect  of  griseofulvin 
and  found  that  total  growth  inhibition  of 
M.  audouini,  M.  canis,  and  T.  rubrum  for  > 
up  to  three  days  could  be  obtained  with  V3 
to  1 Gm.  of  griseofulvin  for  each  cubic 
centimeter  of  the  culture  medium.  T. 
rubrum  was,  in  general,  more  sensitive  than 
T.  mentagrophytcs.  Different  strains  of 
the  same  .species  of  fungi  can  show  different 
degrees  of  sensitivity,  and  according  to 
experiments  with  T.  rubrum,  adaptation  to 
higher  concentrations  of  griseofulvin  occurs 
in  the  culture  medium. 

Goldfarb  and  Sulzberger^^  found  that  j 
clinical  cures  can  at  times  be  associated  with 
persistently  positive  mycologic  laborator}’’  ' 
findings,  and  they  consider  such  patients 
to  be  “healthy  carriers”  of  the  fungus  ' 
disease. 

Pardo-Castello  and  his  colleagues^®  used  i 
griseofulvin  in  various  topical  preparations 
to  treat  10  patients  with  dermatomycoses. 
None  was  clinically  or  mycologically  cured.  ’ 
When  the  drug  was  used  orally,  however, 
it  was  effective  in  curing  superficial  mycotic 
infections  in  34  patients.  Oral  griseofulvin 
was  not  of  value  in  3 patients  wdth  systemic 
mycoses. 

Goldman  et  al.^^  reported  on  175  patients, 
of  whom  84  received  griseofulvin  orally, 
with  the  usual  good  results,  and  91  received 
the  drug  in  a topical  preparation.  These 
investigators  had  better  results  with  the  , 
topical  preparation  than  have  other  investi- 
gators, and  interestingly,  they  observed 
some  temporary  improvement  in  patients 
with  tinea  versicolor  who  were  treated  with 
the  topical  preparation. 

Clinical  side-effects  have  not  been  trouble- 
some. Sulzberger  and  Baer^^  reported  that 
headache  and  gastrointestinal  distress  ap- 
parently are  not  uncommon,  but  these  symp- 
toms tend  to  disappear  spontaneously  even 
if  dosage  is  continued  at  the  usual  level; 
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therefore,  premature  interruption  of  therapy 
is  not  required.  Very  rarely,  an  urticarial 
‘ reaction  occurs.  Side-effects  almost  in- 
I variably  disappear  as  soon  as  the  dosage  is 
reduced  or  discontinued. 

! Review  of  Laboratory  Findings 

Paget  and  Walpole^®  administered  very 
high  (100  to  200  mg.  per  kilogram)  single 
I doses  of  griseofulvin  intravenously  to  rats 
and  found  a striking  arrest  of  mitosis  in  the 
I metaphase;  in  the  bone  marrow  this  was 
I evidenced  by  decreases  in  the  leukocytes  and 
erythrocytes.  There  was  recovery  twenty- 
I four  hours  after  the  injection.  Interference 
I with  spermatogenesis,  however,  persisted 
; for  at  least  ten  days  after  the  single  paren- 
teral dose. 

I The  results  of  these  animal  studies  led  to 
i experiments  by  MacLeod  and  Nelson^®  to 
i determine  the  influence  of  griseofulvin  on 
I human  spermatogenesis.  In  14  volunteers 
5 who  had  received  2 Gm.  daily  for  three 
months,  spermanalyses  yielded  no  abnormal 
finding,  and  testicular  biopsies  performed  in 
8 of  these  subjects  showed  no  histologic 
changes. 

Laboratory  studies  have  been  performed 
by  nearly  all  clinical  investigators  of  griseo- 

Ifulvin;  in  general,  the  values  during  and 
after  therapy  did  not  differ  from  the  pre- 
treatment values,  but  some  exceptions  have 
been  noted. 

Livingood  et  performed  complete 

urine  and  blood  studies  on  their  66  patients 
who  had  received  griseofulvin  for  from  one  to 
eight  months;  the  daily  dose  was  1 Gm. 
for  adults  and  375  to  750  mg.  for  children. 
An  examination  of  the  peripheral  blood  re- 
vealed no  variation  from  normal  in  the 
leukocytes,  erythrocytes,  or  platelets  during 
or  after  therapy.  Urinalyses  gave  consist- 
ently negative  results  in  62  of  the  66 
patients;  the  other  4 had  some  evidence  of 
albuminuria,  usually  transient,  accompanied 
in  one  case  by  formed  elements.  Bone 
I marrow  studies  were  performed  in  16  pa- 
tients, of  whom  4,  whose  pretreatment 
marrow  pattern  showed  some  degree  of 


hypoplasia,  evidenced  slight  megakaryocyte 
depression  during  griseofulvin  therapy.  The 
finding  was  not  considered  significant  since 
the  platelets  were  not  affected.  Standard 
tests  of  kidney  and  liver  function  were 
performed  in  approximately  half  of  the 
patients;  there  was  no  evidence  of  pathologic 
alteration  during  or  after  therapy. 

McCuistion,  Lawlis,  and  Gonzales^^  also 
performed  comprehensive  laboratory  tests 
on  their  32  patients  before,  during,  and 
immediately  after  and  six  weeks  after  the 
discontinuance  of  therapy.  Ajialyses  of 
blood,  urine,  and  bone  marrow;  standard 
tests  of  liver  and  kidney  function;  electro- 
cardiographic and  electroencephalographic 
readings ; and  testicular  biopsies  yielded  nor- 
mal results  throughout  the  period  of  observa- 
tion except  for  a right  shift  in  the  peripheral 
blood  cell  count  which  began  after  the  drug 
was  used.  The  total  leukocyte  counts  were 
not  significantly  changed  during  therapy  but 
showed  a significant  rise  six  weeks  after  dis- 
continuance. The  myeloid-erythroid  ratio  in 
the  marrow  was  not  significantly  altered. 

Pipkin^^  performed  250  peripheral  blood 
counts  among  his  50  patients.  There  were 
no  significant  alterations  of  the  hematocrit, 
erythrocytes,  or  platelets;  however,  9 pa- 
tients had  a slight  depression  of  the  leuko- 
cytes, and  some  of  these  also  exhibited  a mild 
relative  lymphocytosis.  These  effects  were 
observed  three  to  five  weeks  after  the  start 
of  treatment  with  the  usual  doses  of  griseo- 
fulvin. With  one  exception  the  leukocyte 
counts  promptly  returned  to  normal  after 
the  discontinuance  of  griseofulvin. 

Preliminary  Clinical  Investigation 

In  November,  1958,  Gentles  provided  a 
supply  of  griseofulvin  for  our  preliminary 
clinical  testing.  During  the  past  one  and 
one-half  years  we  have  used  this  drug  ex- 
tensively to  treat  superficial  fungus  infec- 
tions of  the  hair,  skin,  and  nails.*  Our 

* Griseofulvin  is  now  available  as  Fulvicin  from  the 
Sobering  Corporation,  Bloomfield,  New  Jersey.  Sup- 
plies for  clinical  research  were  provided  through  the 
courtesy  of  G.  Kenneth  Hawkins,  M.D.,  of  the  com- 
pany’s Medical  Research  Division. 
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preliminary  report^^  was  of  31  children  with 
tinea  capitis,  7 patients  with  tinea  corporis 
or  pedis,  and  6 patients  with  tinea  unguium. 
Tinea  capitis  was  due  to  M.  audouini,  M. 
canis,  or  T.  tonsurans,  and  the  infections  of 
the  skin  or  nails  were  caused  by  T.  menta- 
grophytes  or  T.  rubrum.  Children  received 
500  mg.  daily  in  two  doses,  and  adults  re- 
ceived 1 Gm  daily  in  four  doses.  The 
average  length  of  treatment  was  forty-five 
days.  No  local  agents  were  used. 

Complete  clinical  and  laboratory  cures  of 
tinea  capitis  were  achieved  in  an  average  of 
six  weeks,  of  tinea  corporis  or  pedis  in  from 
two  to  five  weeks,  and  of  tinea  unguium 
after  at  least  six  months.  In  the  latter 
group  some  growth  of  healthy  nail  usually 
was  observed  after  one  month,  and  one  third 
of  the  nail  was  clinically  normal  after  ap- 
proximately three  months.  Laboratory 
tests  performed  in  all  patients  showed  no 
pathologic  alterations  attributable  to  griseo- 
fulvin. 

Mycologic  studies  were  performed  among 
the  patients  with  tinea  capitis.  In  M. 
audouini  the  morphologic  changes  in  the 
fungi  after  two  weeks  of  treatment  indi- 
cated transition  from  the  typical  microid 
mosaic  pattern  of  the  spores  to  frequent 
formation  of  hyphal  elements.  There  was 
also  some  decrease  in  the  sizes  of  the  cultures 
grown  from  infected  hair  as  therapy  pro- 
gressed. However,  aside  from  a moderate 
stunting,  the  colonies  did  not  show  signifi- 
cant microscopic  alteration.  In  T.  tonsurans 
the  most  notable  mycologic  change  observed 
within  the  hair  was  transformation  of  the 
round  spores  into  rectangular  arthrospores, 
which  occurred  between  the  second  and  third 
weeks.  After  six  weeks  microscopic  changes 
were  observed  in  culture;  the  colonies  be- 
came yellowish,  waxy,  slow-growing,  and 
stunted.  There  were  abundant  chlamydo- 
spores,  and  the  characteristic  piriform  micro- 
conidia  assumed  an  irregular,  roundish 
shape.  The  stunting  and  curled  distortions 
observed  indicate  that  griseofulvin  produces 
profound  metabolic  alterations  in  the  fungi. 

From  the  accumulated  experience  it  is 


indicated  that  griseofulvin  is  an  extremely 
effective  drug  when  it  is  used  appropriately 
and  that  it  is  relatively  nontoxic.  However, 
no  final  judgment  about  a drug  can  be  made 
until  there  is  extensive,  prolonged,  repeated 
clinical  experience.  We  are  now  in  a posi- 
tion to  evaluate  (1)  the  therapeutic  efficacy 
of  the  drug,  (2)  its  toxic  or  sensitizing 
activity,  and  (3)  the  optimal  parameters  of 
dosage  and  duration  of  treatment.  Addi- 
tional data  may  also  be  desirable  to  deter- 
mine (1)  reliable  criteria  for  cure,  (2)  the 
likelihood  of  recurrence  or  relapse  after 
discontinuance,  and  (3)  the  possibility  of  the 
development  of  resistant  strains  of  the  in- 
fecting organisms. 

Present  Clinical  Investigation 

A total  of  111  patients,  nearly  all  of  whom 
were  seen  in  the  skin  clinic  of  Bellevue 
Hospital,  were  treated.  Griseofulvin  was 
used  for  75  children  with  tinea  capitis  due 
to  M.  audouini,  M.  canis,  T.  tonsurans,  T. 
violaceum,  or  T.  endothrix  (one  undetermined 
species) ; for  16  patients  with  tinea  unguium 
due  to  T.  mentagrophytes  or  T.  rubrum; 
and  for  20  patients  with  tinea  of  the  skin  ^ 
due  to  M.  audouini  (eyebrows,  mid-back), , 
T.  mentagrophytes,  or  T.  rubrum.  * 

Treatment  Schedule.— Of  the  75 

children  with  tinea  capitis,  53  received  500 
to  1,000  mg.  daily  for  from  three  to  thirteen 
weeks  until  a cure  was  obtained,  16  received 
intensive  therapy  of  4 Gm.  daily  for  from  one 
to  five  weeks,  and  6 were  treated  for  one  day 
only  with  3 Gm.  Divided  doses  totahng  500 
to  1,000  mg.  daily  were  administered  for  from 
two  to  thirty-eight  weeks  to  patients  with 
tinea  unguium  and  for  two  to  seventeen 
weeks  to  the  patients  with  tinea  corporis. 

Two  patients  received  only  topical  ther- 
apy, and  13  were  treated  with  one  or  several  t 
topical  preparations  as  well  as  oral  griseo- 
fulvin. An  experimental  compound  con-  j 
taining  1 per  cent  griseofulvin  and  2 per/ 
cent  undecylenic  acid  in  a base  of  dimethyl-  j 
acetamide,  cetylpyridium  chloride,  and  car- 1 
bowax;  salicylic  acid  alone  or  with  am-’|  , 
moniated  mercury;  and  undecylenic  acid 
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TABLE  I. — Treatment  Parameters  and  Results 


Clinical 

Diagnosis 

Culture 

Number  of 
Patients 

Dosage 
Schedule 
(Mg.  Daily, 
Divided) 

Number  of 
Days  of 
Treat- 
ment 

Total 
Number  of 
Days  of 
Observa- 
tion 

Cultures 
. — (Negative) — > 

Num- 
ber of  Num- 
Pa-  ber  of 

tients  Days 

Cultures 

(Positive) 

Therapy 

Con- 

tinues 

Patients 

Not 

Followed 
to  Cure 

Infections  of  hair 
Tinea  capitis 

M.  audouini 

42 

500  to  1,000 

21  to  91 

21  to  169 

37 

27  to  91 

1 

4 

Tinea  capitis 

M.  audouini 

6 

3,000 

1 

22  to  84 

5 

14  to  69 

1 

i' 

Tinea  capitis 

M.  audouini 

16 

4,000 

13  to  35 

21  to  35 

15 

13  to  35 

Tinea  capitis 

M.  canis 

3 

500  to  1,000 

42  to  137 

42  to  176 

3 

42  to  56 

Tinea  capitis 

T. tonsurans 

6 

500  to  1,000 

36  to  56 

36  to  75 

6 

49  to  53 

V 

Tinea  capitis 

T.  violaceum 

1 

1,000 

72 

72 

Tinea  capitis 

T.  endothrix* 

1 

500 

71 

71 

1* 

7i 

General  summary 

75 

500  to  4,000 

1 to  137 

21  to  176 

67 

13  to  91 

2 

6 

Infections  of  nails 


Tinea 

unguium 

and 


corporis 

Tinea 

T.  rubrum 
T.  menta- 

4 

500  to  1,000 

14  to  263 

14  to  263 

2 

127  to  249 

1 

1 

unguium 

Tinea 

unguium 

Tinea 

grophytes 

2 

1,000 

86  to  98 

86  to  98 

1 

98 

1 

T.  rubrum 
Undeter- 

8 

500  to  1,000 

105  to  245 

147  to  420 

7 

49  to  98 

1 

unguium 

mined  t 

2 

500  to  1,000 

133  to  148 

133  to  148 

It 

133 

1 

General  summary 

16 

500  to  1,000 

14  to  263 

14  to  420 

11 

49  to  249 

3 

2 

Infections  of  skin 
Tinea 

corporis** 

M.  audouini** 

1,000 

94 

94 

1 

94 

Tinea 

corporisft 

Tinea 

corporis 

M.  audouinitt 

itt 

Topical 

28 

56 

1 

T.  rubrum 

6 

1,000 

14  to  42 

14  to  42 

6 

10  to  42 

Tinea  cruris 
Tinea  pedis 

T.  rubrum 
T.  menta- 

2 

1,000 

70  to  79 

70  to  79 

1 

71 

1 

grophytes 

4 

1,000 

30 

58 

4 

29 

Tinea  pedis 

T.  rubrum 

5 

500  to  1,000 

41  to  121 

41  to  209 

3 

14  to  119 

i 

1 

Tinea  pedis 

T.  rubrum 

1 

Topical 

29 

57 

1 

15 

General  summary 

20 

500  to  1,000 

14  to  121 

14  to  209 

16 

10  to  119 

3 

1 

* Species  undetermined ; the  criterion  was  clinical  and  mycologic  observation, 
t The  criterion  was  clinical  and  mycologic  observation. 

♦♦  Tinea  of  the  eyebrows, 
tt  Tinea  of  the  mid-back. 


I with  triethanolamine  and  zinc  undecylenate 
‘ were  the  topical  agents  used.  Paired  com- 
: parisons  using  the  topical  compound  con- 
: taining  griseofulvin  were  made  in  5 patients. 

Laboratory  Observations. — Cultures 

' usually  were  made  every  second  week  and 
at  least  once  each  month.  In  tineas  of  the 
hair  and  skin  the  patient  was  considered 
cured  and  treatment  was  discontinued  when 
two  consecutive  cultures  two  weeks  apart 
K were  negative.  In  tinea  capitis  due  to  M. 

I audouini,  the  absence  of  fluorescence  was 
usually  noted  before  the  first  negative  culture 
was  obtained.  Clinically  normal  nails  and 
I subsequent  negative  cultures  were  the  cri- 
^ teria  for  cure  in  tinea  unguium. 

Complete  differential  blood  cell  counts  and 
j urinalyses  were  made  periodically  before, 
i during,  and  after  treatment  with  griseo- 
] fulvin. 

Follow-Up. — Patients  were  encouraged 
to  return  for  follow-up,  after  discontinuance 

November  1,  1961 


of  the  treatment,  for  as  long  as  possible. 
The  total  period  of  observation,  including 
treatment  and  follow-up,  ranged  between 
three  and  twenty-seven  weeks  for  the  pa- 
tients with  tinea  capitis,  between  two  and 
sixty  weeks  for  the  patients  with  tinea 
unguium,  and  between  two  and  thirty  weeks 
for  the  patients  with  tinea  corporis. 

Results 

Tinea  Capitis. — The  results  among  the 
75  patients  with  tinea  capitis  are  summarized 
in  Table  I.  The  42  patients  with  M. 
audouini  infections  treated  with  standard 
doses  of  griseofulvin  were  cured  in  from  four 
to  thirteen  weeks  with  the  average  being 
six  or  seven  weeks.  Six  patients  who  re- 
ceived a single  dose  of  3 Gm.  daily  were 
cured  after  from  two  to  ten  weeks,  and  16 
patients  who  received  4 Gm.  daily  for  vary- 
ing periods  of  time  were  cured  in  from  two  to 
five  weeks.  The  3 patients  with  M.  canis 
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infections  responded  in  from  six  to  eight 
weeks,  the  6 patients  with  T.  tonsurans  in 
from  seven  to  eight  weeks,  and  the  patient 
with  a T.  endothrix  (species  undetermined)  in- 
fection in  ten  weeks.  Most  of  these  patients 
were  followed  for  from  one  to  three  months 
after  discontinuance.  The  patient  with  a 
T.  violaceum  infection  was  lost  to  follow-up 
after  ten  weeks  of  treatment  and  observa- 
tion. 

Tinea  Unguium. — As  .shown  in  Table  I, 
the  16  patients  with  tinea  unguium  required 
therapy  of  longer  duration.  The  first  nega- 
tive cultures  were  obtained  after  seven  weeks 
to  eight  months  in  1 1 patients,  most  of  whom 
were  followed  for  from  one  to  six  months 
after  discontinuance.  Three  patients  are 
still  under  therapy,  and  2 were  lost  to  follow- 
up. 

Griseofulvin  is  of  undoubted  value  in 
tinea  unguium;  however,  therapeutic  ex- 
pectations, to  be  reasonable,  must  be  based 
on  the  knowledge  which  has  emerged  from 
clinical  experience.  The  nails  grow  very 
slowly,  and  therefore,  several  months  of 
treatment  are  necessary  before  the  parasi- 
tized nail  has  been  replaced  completely  with 
noninfected  growth.  A longer  duration  of 
therapy  appears  to  be  necessary  when  the 
toenails  are  involved,  probably  because  the 
toenail  grows  more  slowly  than  does  the 
fingernail.  The  nails  of  the  thumb  and 
great  toe  do  not  respond  to  therapy  as 
rapidly  as  do  the  other  nails  on  the  hands 
and  feet,  probably  because  the  plates  of  the 
larger  nails  are  thicker  and,  thus,  griseo- 
fulvin is  not  diffused  so  rapidly  and 
thoroughly.  In  tinea  unguium  the  longer 
the  infection  has  persisted,  the  more  difficult 
is  it  to  treat. 

Tineas  of  the  Skin. — The  results  among 
patients  with  tineas  of  the  skin  are  shown 
in  Table  I.  One  patient  with  tinea  of  the 
eyebrows  was  cured  after  thirteen  weeks  of 
treatment,  and  the  patient  with  an  M. 
audouini  infection  of  the  mid-back,  who  re- 
ceived topical  therapy  only,  is  still  under 
treatment.  Negative  cultures  were  ob- 
tained in  the  6 patients  with  T.  rubrum  in- 


fections  of  the  smooth  skin  after  one  and 
one-half  to  six  weeks  of  treatment;  the 
average  was  four  weeks.  Tinea  cruris  due 
to  T.  rubrum  was  cured  in  1 patient  after 
ten  weeks;  the  other  is  still  under  treat- 
ment. In  6 patients,  tinea  pedis  due  to  T. 
mentagrophytes  or  T.  rubrum  was  cured 
after  two  to  seventeen  weeks;  the  average 
was  eight  weeks.  Patients  were  u.sually 
followed  for  from  one  to  three  months  after 
discontinuance. 

Topical  Thekapy. — Topical  griseofulvin, 
used  alone,  is  of  no  value  in  the  treatment  of 
superficial  fungus  infections,  but  when  it  is 
used  as  ancillary  therapy  to  oral  administra- 
tion, it  apparently  hastens  cure  and  maj'^  be 
of  prophylactic  value  in  preventing  the 
spread  of  infections  of  the  hair  and  skin. 
It  is  not  useful  in  tinea  unguium.  Used 
alone,  it  was  successful,  after  four  weeks  of 
treatment,  in  a patient  with  a T.  rubrum 
infection  of  the  feet,  but  of  course,  it  is  not 
possible  to  generalize  on  the  basis  of  results 
in  one  case.  The  other  patient  who  re- 
ceived only  the  topical  therapy,  for  an  M. 
audouini  infection  of  the  mid-back,  had 
positive  cultures  for  the  infection  after  four 
weeks  of  treatment.  Our  therapeutic  assays 
permit  us  to  conclude  that  the  cure-enhanc- 
ing and  prophylactic  value  of  a variety  of 
topical  fungicidal  remedies  may  be  appar- 
ently equal  or  occasionally  even  superior  to 
topical  griseofulvin  medication.  f 


I ' 


Intensive  Therapy. — Fifteen  of  the  16 


patients  with  tinea  capitis  due  to  M.  i- 
audouini  who  received  intensive  therapy  of  ' 
4 Gm.  daily  were  treated  for  arbitrary  ex- 
perimental periods  ranging  from  one  to  five 
weeks.  None  of  the  8 patients  treated  for 
one  or  two  weeks  was  cured  in  these  inter- 
vals, but  7 were  cured  after  additional 
periods  of  treatment  of  from  one  to  three 
weeks;  1 patient  did  not  return  for  follow- 
up. Of  the  other  7 patients,  5 were  cured 
in  three  weeks,  1 in  four  weeks,  and  1 in 
five  weeks  (Table  II).  We  also  found  that 
the  single  daily  dose  of  3 Gm.  is  not  especially 
effective  in  shortening  the  time  required  for 
cure,  but  it  may  be  considered  a useful 
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TABLE  II. — Preliminary  and  Final  Results  of  Intensive*  Therapy  of  Tinea  Capitis 


Age  of 
Patient 
(Years) 

Duration  of 
Infection 
Before  Therapy 

Result  of  Culture 
at  Conclusion  of 
Trial 

Final  Result 

Group  I; 
7 

One  week  of  therapy 
1 month 

Positive 

Culture  negative  after  3 additional 

6 

1 week 

Positive 

weeks  of  therapy 

Patient  did  not  return  for  additional 

10 

3 weeks 

Positive 

therapy 

Culture  negative  after  IV2  additional 

7 

2 years 

Positive 

weeks  of  therapy 

Culture  negative  after  2 additional 

4 

5 months 

Positive 

weeks  of  therapy 

Culture  negative  after  1 additional 

Group  II: 
12 

Two  weeks  of  therapy 
5 months 

Positive 

week  of  therapy 

Culture  negative  after  1 additional 

10 

1 month 

Positive 

week  of  therapy 

Culture  negative  after  1 additional 

7 

2 months 

Positive 

week  of  therapy 

Culture  negative  after  1 additional 

Group  III; 
12 

Three  weeks  of  therapy 
2 months 

Negative 

week  of  therapy 

Cured  within  experimental  period 

9 

1 month 

Negative 

Cured  within  experimental  period 

6 

1 week 

Negative 

Cured  within  experimental  period 

Group  IV; 
8 

Four  weeks  of  therapy 
3 months 

Positive 

Culture  negative  after  1 additional 

9 

1 week  • 

Negative 

week  of  therapy 
Cured  after  three  weeks 

6 

1 month 

Negative 

Cured  after  three  weeks 

Group  V; 
8 

Five  weeks  of  therapy 
4 months 

Negative 

Cured  after  four  weeks 

* Four  Gm.  daily  in  four  divided  doses. 


TABLE  III. — Side-Effects 


Symptom 

Number  of 
Patients 

Incidence 
in  Total 
Series 
(Per  Cent) 

Daily  dosage;  4,000  mg. * 

Slight  albuminuria 

7 

6.3 

Anorexia 

1 

0.9 

Urinary  frequency 

1 

0.9 

Perioral  pigmentation 

1 

0.9 

Daily  dosage : 500  to 
1,000  mg. 

Slight  albuminuria 

1 

0.9 

Diffuse  hair  loss 

1 

0.9 

Urticaria 

1 

0.9 

Dizziness,  nausea 

1 

0.9 

Gastic  distress 

1 

0.9 

* Used  in  children  with  tinea  capitis. 


modality  in  some  circumstances.  In 
general,  however,  the  optimal  dose  ap- 
parently is  1 Gm.  daily  in  four  divided  doses. 

Paired  Comparisons. — A paired  com- 
parison'^® with  topical  griseofulvin  was  made 
in  2 patients  with  tinea  corporis  due  to  T. 
rubrum  who  also  received  oral  griseofulvin. 
In  1 patient,  healing  of  the  topically  treated 
test  area  did  not  differ  from  that  of  the 


matched  area  that  was  left  untreated.  In 
the  other  patient  the  area  treated  topically 
healed  in  three  weeks,  and  the  untreated 
area  healed  in  four  weeks.  In  a patient 
with  tinea  unguium  due  to  T.  rubrum  who 
received  oral  griseofulvin,  there  was  no 
difference  in  response  between  the  nails 
treated  topically  and  those  left  untreated. 
Two  patients  with  tinea  pedis  due  to  T. 
rubrum  received,  in  addition  to  oral  griseo- 
fulvin, the  topical  griseofulvin  compound  to 
one  foot  and  the  undecylenic  acid  compound 
to  the  other;  there  was  no  difference  in  re- 
sponse. 

Untoward  Effects.— The  side-effects  of 
therapy  are  shown  in  Table  III.  Every 
patient  was  questioned  directly  about  the 
occurrence  of  specific  side-effects.  The  only 
significant  untoward  reaction  was  slight 
transient  albuminuria  observed  in  eight 
children  with  tinea  capitis. 

Transient  albuminuria  apparently  can  be 
provoked  by  high  doses  of  griseofulvin  and 
rarely  by  standard  doses.  Seven  of  the  16 
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TABLE  IV. — Summary  of  Treatment  Results 


Clinical 

Diagnosis 

Culture 

Number 

of 

Patients 

Cured 

Treatment 

Continues 

Relapse 

or 

Recurrence 

No 

Follow- 

Up 

Side- 
Effects  , 

Tinea  capitis 

75 

M.  audouini 

64 

57 

2 

5 

11  ^ 

M.  canis 

3 

3 

. . ♦ 

T.  tonsurans 

6 

6 

T.  violaceum 

1 

1 

1 

T.  endothrix* 

1 

i 

Tinea  corporis 

8 

M.  audouini* 

2t 

1 

1 

T.  rubrum 

6 

6 

4 

Tinea  corporis 

T.  rubrum 

4 

2 

1 

1 

1 

and  unguium 

Tinea  unguium 

12 

T.  mentagrophytes 

2 

1 

1 

T.  rubrum 

8 

7 

1< 

>1 

1 

Undetermined 

2 

1 

1 

1 

Tinea  cruris 

T.  rubrum 

2 

1 

1 

Tinea  pedis 

10 

T.  mentagrophytes 

4 

4 

T.  rubrum 

6 

4 

1 

1 

1 

Totals 

111 

94 

8 

1 

9 

15 

(84.7%) 

(7.2%) 

(0.9%) 

(8.1%) 

(13.5%) 

* Species  undetermined. 

t Tinea  of  the  eyebrows;  tinea  of  the  mid-back. 


children  who  received  4 Gm.  daily  for 
varying  periods  of  time  and  1 child  who  re- 
ceived the  standard  dose  showed  traces, 
usually  very  faint,  of  albumin  without 
formed  elements.  This  was  observed  as 
early  as  the  first  week  or  as  late  as  the  fifth 
week  after  therapy  had  been  started.  Usu- 
ally, the  albuminuria  disappeared  within  a 
short  time  after  therapy  had  been  discon- 
tinued, but  in  3 patients  it  disappeared 
spontaneously  despite  continued  administra- 
tion and  increased  cumulative  dosage  of 
griseofulvin.  The  latter  finding  casts  some 
doubt  on  the  presumed  causal  relationship 
between  the  administration  of  griseofulvin 
and  the  production  of  albuminuria. 

There  was  only  one  instance  of  relapse  or 
recurrence,  and  this  was  questionable  since 
the  patient,  who  had  tinea  unguium  due  to  T. 
rubrum,  had  prematurely  discontinued  treat- 
ment. The  infection  flared  up  and  is  now 
being  retreated  (Table  IV). 

Summary 

1.  Griseofulvin  was  used  to  treat  75 
children  with  tinea  capitis  due  to  M. 
audouini,  M.  canis,  T.  tonsurans,  T.  vio- 


laceum,  or  T.  endothrix  (species  undeter-  J 
mined);  16  patients  with  tinea  unguium 
due  to  T.  mentagrophytes  or  T.  rubrum;  | 
and  20  patients  with  tinea  of  the  skin  due  to  f 
M.  audouini,  T.  mentagrophytes,  or  T.  ) 
rubrum.  The  dosage  was  500  to  1,000  mg.  * 
daily  for  two  to  thirty-eight  weeks  except  in 
2 patients  who  received  only  topical  griseo-  1 
fulvin,  in  16  children  with  tinea  capitis  who  I 
received  4 Gm.  daily  for  from  one  to  five 
weeks,  and  in  6 children  with  tinea  capitis 
who  received  a single  dose  of  3 Gm.  Topi- 
cal preparations  were  used  in  addition  to 
oral  griseofulvin  in  13  patients.  Patients 
were  usually  followed  for  from  one  to  three 
months  after  discontinuance. 

2.  Two  children  with  tinea  capitis  are 
still  under  treatment,  and  6 have  been  lost 
to  follow-up;  the  other  67  children  were 
cured  in  from  two  to  thirteen  weeks.  Three 
patients  with  tinea  unguium  are  still  under 
treatment,  and  2 have  been  lost  to  follow- 
up ; the  other  1 1 patients  were  cured  in  from 
seven  weeks  to  eight  months.  Three  pa- 
tients with  tinea  of  the  skin  are  still  under 
treatment,  and  1 was  lost  to  follow-up;  the 
other  16  patients  were  cured  in  from  two  to 
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I seventeen  weeks. 

f 3.  Intensive  oral  therapy  is  not  especially 
' effective  in  shortening  the  time  required 
for  cure,  although  it  may  be  considered  a 
I useful  modaUty. 

4.  The  value  of  topical  griseofulvin  ther- 

• I apy  by  itself  is  equivocal.  As  an  ancillary 

• therapy,  the  local  application  of  fungicidal 
, remedies,  which  not  only  may  enhance  cure, 

' but  also  may  have  a prophylactic  value  in 

preventing  the  spread  of  infection,  is  con- 
I sidered  useful. 

' 5.  There  was  a questionable  recurrence 

, in  one  patient  (0.9  per  cent)  with  tinea 
unguium  due  to  T.  rubrum  who  had  dis- 
continued therapy  prematurely. 

6.  Side-effects  occurred  in  15  patients 
(13.5  per  cent);  the  only  significant  unto- 
ward effect  was  transient  albuminuria  in  7 
children  who  had  received  4 Gm.  daily  and  1 
child  who  had  received  the  standard  dose. 

7.  The  favorable  results  obtained  in 
preliminary  trials  persisted  in  this  extended 
series;  of  111  patients,  94  (84.7  per  cent) 

: were  cured.  Eight  patients  (7.2  per  cent) 
are  still  under  treatment,  and  9 (8.1  per 
cent)  have  been  lost  to  follow-up. 

j References 

1.  Oxford,  A.  E.,  Raistrick,  H.,  and  Simonart, 

; P. ; Studies  in  the  biochemistry  of  micro-organisms: 
j griseofulvin,  CnHnOeCl,  a metabolic  product  of  Peni- 
1 cilhum  griseo-fulvum  Dierckx,  Biochem.  J.  33 : 240 
I (Feb.)  1939. 

2.  Brian,  P.  W. : Curling  factor,  a substance 

I causing  abnormal  development  of  fungal  hyphae,  pro- 
j duced  by  Penicillium  janczewskii.  Report  of  the  Pro- 
I ceedings  of  the  Fourth  International  Congress  of 

Microbiology,  Kopenhagen,  Rosenkilte  & Bagger,  1949, 
p.  153. 

I 3.  Grove,  J.  F.,  and  McGowan,  J.  C.:  Identity 

' of  griseofulvin  and  “curling  factor,”  Nature  160: 

' 574  (Oct.  25)  1947. 

4.  Grove,  J.  F.,  et  air.  The  structure  of  griseo- 
fulvin, Chem.  & Ind.  11:  219  (1951). 

5.  Gentles,  J.  C. : Experimental  ringworm  in 

guinea  pigs;  oral  treatment  with  griseofulvin.  Nature 
182  : 476  (Aug.  16)  1958. 

6.  Gentles,  J.  C.,  Barnes,  M.  J.,  and  Fantes,  K. 

H.:  Presence  of  griseofulvin  in  hair  of  guinea  pigs 

after  oral  administration,  ibid.  183 : 256  (Jan.  24) 
1959. 

' 7.  Martin,  A.  R.;  The  systemic  and  local  treat- 


ment of  experimental  dermatophytosis  with  griseo- 
fulvin, J.  Invest.  Dermat.  32 : 525  (Apr.)  1959. 

8.  Riehl,  G.:  Griseofulvin:  an  orally  effective 

antimycotic,  Austrian  Dermatological  Society,  Vienna, 

1958. 

9.  Williams,  D.  I.,  Marten,  R.  H.,  and  Sarkany, 

I.  : Oral  treatment  of  ringworm  with  griseofulvin. 

Lancet  2 : 1212  (Dec.  6)  1958. 

10.  Blank,  H.,  and  Roth,  F.  J.,  Jr.:  The  treat- 
ment of  dermatomycoses  with  orally  administered 
griseofulvin,  A.M.A.  Arch.  Dermat.  79 : 259  (Mar.) 

1959. 

11.  Robinson,  H.  M.,  Jr.,  et  al.:  Griseofulvin, 

clinical  and  experimental  studies,  ibid.  81:  66  (Jan.) 

1960. 

12.  Rosenthal,  S.  A. : Studies  on  the  development 

of  resistance  to  griseofulvin  by  dermatophytes.  Inter- 
national Symposium  on  Griseofulvin  and  Dermato- 
mycoses, Miami,  Florida,  1959. 

13.  Gotz,  H. : [Oral  griseofulvin,  a revolutionary 

antibiotic  for  the  therapy  of  dermatomycoses],  M. 
Klin.  54:  2162  (Nov.  27)  1959  (Ger.). 

14.  Goldfarb,  N.  J.,  and  Sulzberger,  M.  B.:  Ex- 

periences in  137  patients  treated  with  oral  griseo- 
fulvin; special  reference  to  clinical  recurrences,  the 
healthy  carrier  state,  and  their  management,  A.M.A. 
Arch.  Dermat.  81 : 859  (May)  1960. 

15.  Pardo-Castello,  V.,  Trespalacios,  F.,  Farinas, 

P.,  and  Fernandez-Baquero,  G.:  [The  treatment  of 

superficial  mycoses  with  griseofulvin].  Bob  Soc. 
cubana  Dermat.  Sifilograf.  16:  1 (1959)  (Span.). 

16.  Goldman,  L.,  et  al.:  Current  status  of  griseo- 

fulvin; report  on  one  hundred  seventy-five  cases, 

J. A.M.A.  172  : 532  (Feb.  6)  1960. 

17.  Sulzberger,  M.  B.,  and  Baer,  R.  L.:  Griseo- 
fulvin: an  oral  antibiotic  for  the  treatment  of  many 

common  fungous  infections  of  the  skin,  hair  and  nails, 
Excerpta  Med.  13 : 145  (Mar.)  1959. 

18.  Paget,  G.  E.,  and  Walpole,  A.  L. : Some  cy- 

tological  effects  of  griseofulvin.  Nature  182 : 1320 
(Nov.  8)  1958. 

19.  MacLeod,  J.,  and  Nelson,  W.  O.;  Griseo- 
fulvin and  human  spermatogenesis,  Proc.  Soc.  Exper. 
Biol.  & Med.  102 : 259  (Oct.)  1959. 

20.  Livingood,  C.  S.,  et  al.:  Effect  of  prolonged 

griseofulvin  administration  on  liver,  hematopoietic  sys- 
tem, and  kidney,  A.M.A.  Arch.  Dermat.  81 : 760  (May) 

1960. 

21.  McCuistion,  C.  H.,  Jr.,  Lawlis,  M.  G.,  and 

Gonzales,  B.  B.:  Toxicological  studies  and  effective- 

ness of  griseofulvin  in  dermatomycoses,  J.A.M.A. 
171 : 2174  (Dec.  19)  1959. 

22.  Pipkin,  J.  L.:  in  Robinson,  H.  M.,  Jr.,  et  al.: 

Griseofulvin,  clinical  and  experimental  studies,  dis- 
cussion, A.M.A.  Arch.  Dermat.  81 : 77  (Jan.)  1960. 

23.  Reiss,  F.,  Kornblee,  L.,  Gordon,  B.,  and  Villa- 

faue,  J. : Griseofulvin  (Fulvicin)  in  the  treatment  of 

fungous  infections  of  the  hair,  skin,  and  nails  with 
special  reference  to  mycologic  changes  produced  during 
therapy,  J.  Invest.  Dermat.  34:  263  (Apr.)  1960. 

24.  Reiss,  F.,  Kornblee,  L.,  and  Gibbs,  R. : Inten- 
sive griseofulvin  therapy  in  tinea  capitis.  Dermatologies 
121:  257  (Nov.)  1960. 

25.  Sulzberger,  M.  B.,  and  Kanof,  A.:  Compara- 

tive evaluation  of  preparations  for  prophylaxis  and 
treatment  of  fungous  infections  of  the  feet,  U.S.  Nav. 
M.  BuU.  46 : 822  (June)  1946. 


J. 


November  1,  1961 


3639 


PANEL  DISCUSSION 


1 


Animal  and  Laboratory  Studies  with  Griseofulvin 

STANLEY  A.  ROSENTHAL,  PH.D.,*  NEW  YORK  CITY 
{From  the  Skin  and  Cancer  Unit  of  University  Hospital) 


\ LTHOUGH  the  antibiotic,  griseofulvin, 
was  first  isolated  over  twenty  years  ago 
from  Penicillium  griseo-fulvum,  ^ its  recently 
described  clinical  effectiveness  in  many 
superficial  fungus  diseases  in  man  has 
aroused  considerable  interest  only  during 
the  past  year  and  a half.  Seven  years  after 
the  first  report  on  this  material,  an  antifungal 
substance,  called  "curling  factor,”  was  iso- 
lated from  P.  janczewskii  by  Brian  and  his 
CO  workers.^  Subsequent  studies^ revealed 
that  griseofulvin  and  curling  factor  were 
identical.  The  in  vitro  effect  of  this  sub- 
stance on  many  fungi  is  the  formation  of 
excessive  branching,  distortion,  spiral  wav- 
ing, and  thickening  of  the  hyphae.® 

Interest  in  the  agricultural  aspects  of  this 
drug  was  maintained  during  the  following 
years,®  but  its  application  to  mycotic  infec- 
tions in  mammals  was  unknown  until  the 
classic  paper  of  Gentles  appeared  in  August, 
1958.^  Gentles  found  that  guinea  pigs  exper- 
imentally infected  with  Microsporum  canis 
and  Trichophyton  mentagrophytes  were 
cured  with  oral  doses  of  griseofulvin  at  a 
level  of  60  mg.  per  Kg.  per  day.  These 
findings  were  confirmed®  and  extended  to 
show  that  the  minimal  effective  clinical  dose 
in  guinea  pigs  was  15  mg.  per  Kg.  per  day. 

The  first  reports  of  clinical  trials  with 
griseofulvin  in  man  followed  shortly  after 
Gentles’  publication. Other  studies  on 
the  clinical  value  of  griseofulvin  treatment  of 
superficial  mycoses  in  man  include  the 
studies  of  Kirk  and  Ajello'^  and  Goldfarb 
et  al.^^  in  the  United  States,  Pardo-Costello 
et  al.^*  in  Cuba,  and  Gonzalez-Ochoa  and 
Ahumada  Padilla^®  in  Mexico,  while  its 
possible  benefits  in  certain  of  the  deep 
mycoses  has  been  suggested  by  Latapi^® 
and  Gonzalez-Ochoa.  Griseofulvin  has 


* By  invitation. 


also  had  application  in  veterinary  medi- 
cine. ^®’^® 

The  in  vitro  studies  of  Roth,  Sail  man,  and 
Blank^®  have  shown  the  exquisite  sensitive- 
ness of  many  superficial  pathogenic  fungi  to 
griseofulvin  and  clearly  demonstrated  that 
this  antibiotic  is  fungistatic,  rather  than 
fungicidal,  in  its  action. 

The  present  report  is  a brief  summar3'  of 
our  laboratory  experiences  with  griseofulvin 
during  the  last  year  and  a half.  i 

Therapeutic  Studies  in  Guinea  Pigs  1 
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Groups  of  guinea  pigs,  experimentally 
infected  with  M.  canis  ten  to  fourteen  da\'s 
previously,  were  force-fed  aqueous  sus- 
pensions of  griseofulvin.*  ® The  groups  re- 
ceived either  60,  30,  15,  10,  6,  or  3 mg.  per- 
Kg.  of  the  drug  once  daily,  five  times  a 
week.  Clinical  observations  were  made  at 
one-  to  three-day  intervals,  while  mycologic 
examinations  were  made  approximately 
weekly.  Biopsies  for  histologic  examination 
were  also  taken  from  some  animals. 

In  brief,  60,  30,  and  15  mg.  of  griseofulvin 
per  Kg.  appeared  to  cure  guinea  pigs  of  their  _ 
experimental  fungus  disease,  with  a more 
rapid  amelioration  of  clinical  symptoms  oc-  ^ 
curring  in  direct  relation  to  the  dosage  em- 
ployed. These  clinical  changes  maj'  be 
summarized  as  follows;  After  three  to  four 
days  of  treatment,  the  lesions  became  less 
erythematous  followed  by  regrowth  of  hair 
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at  the  infected  sites  after  nine  to  sixteen  days  n P' 
of  treatment.  Clinical  cure  was  attained  j I 


after  fourteen  days  in  the  animals  receiving 
60  mg.  per  Kg.,  after  sixteen  days  in  animals 
receiving  30  mg.  per  Kg.,  and  after  three 
weeks  in  animals  receiving  15  mg.  per  Kg. 

Four  guinea  pigs  fed  10  mg.  per  Kg. 


* Griseofulvin  was  kindly  supplied  b.v  Gavin  Ilildick- 
Smith,  M.D.,  associate  director  of  clinical  research, 
Johnson  and  Johnson,  New  Brunswick,  New  Jersey. 
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1 TABLE  I. — Effect  of  Simultaneous  Infection 
I WITH  M.  Canis  and  Griseofulvin  Feedings  on 
[i  Appearance  of  Clinical  Lesions  in  Guinea  Pigs 


I Weekly  Dose  of 
j Griseofulvin 
j (Mg.  per  Kg.) 

-—Number  of  Animals  Infected — - 
After  After  After 

1 Week  2 Weeks  3 Weeks 

; 300 

0/3 

0/3 

0/3 

150 

0/3 

0/3 

0/3 

75 

0/5 

0/5 

0/5 

' 50 

0/5 

0/5 

0/5 

; 45 

0/4 

2/3 

3/3 

, 30 

1/8 

7/8 

8/8 

1 1 

0/5 

3/5 

3/5 

20 

3/3 

1 10 

2/7 

5/7 

5/7 

1 6 

3/4 

4/4 

0 

13/13 

showed  a slight  beneficial  effect  after  nine 
days  of  griseofulvin  feedings,  but  thereafter 
the  course  of  the  disease  was  identical  with 
control  animals  undergoing  spontaneous 
recovery.  The  lower  dosages  of  6 and  3 mg. 
per  Kg.  were  without  any  demonstrable 
effect  on  the  clinical  course  of  the  disease. 

Histologic  examination  of  the  lesions  of 
guinea  pigs  receiving  60  mg.  per  Kg.  closely 
paralleled  the  clinical  findings.  Before  the 
start  of  therapy  there  were  numerous 
fungus  hyphae  present  in  the  horny  layer, 
many  of  the  hairs  and  follicle  walls  in  the 
epidermis  were  infected,  and  from  40  to  85 
per  cent  of  the  hairs  in  the  upper  cutis  were 
involved. 

After  four  days  of  feedings,  there  were  still 
numerous  fungi  seen  in  the  horny  layer; 

I many  hairs  in  the  epidermis  were  still  in- 
fected, but  the  follicle  walls  were  free  of 
fungus  cells,  and  only  10  per  cent  of  the 
hairs  in  the  upper  cutis  were  infected.  This 
stage  corresponds  in  time  to  the  earliest 
signs  of  clinical  improvement  seen  in  guinea 
pigs,  a definite  reduction  in  erythema  with 
no  bloody  crusting  of  the  lesions. 

After  eight  days  of  therapy,  histologic 
examination  showed  a marked  reduction  in 
the  number  of  fungi  in  the  horny  layer  and 
no  infected  hairs  or  hair  follicles  in  the  epi- 
dermis or  upper  cutis.  Clinically,  the 
lesions  at  this  time  were  only  slightly  scaling 
and  nonerythematous. 

A potentially  important  observation  was 
made  during  the  mycologic  studies.  The 


TABLE  II. — Effect  of  Prefeeding  Griseoful- 
vin ON  Subsequent  Challenge  with  M.  Canis 


Griseofulvin 

Feedings 

(Mg.  per  Kg.  Number  Number  of  Guinea 

per  Day  5 of  Pigs  Infected 

Times  a Weeks  - — After  Feedings  Stopped — • 
Week)  Fed  3 Days  After  6 Days  After 


60 

1 

3/3 

3/4 

60 

3 

2/2 

0/1 

30 

3 

2/2 

1/1 

No  treatment  . . 7/8 


lesions  of  those  guinea  pigs  who  were 
clinically  cured  in  fourteen  days  of  treat- 
ment with  60  mg.  per  Kg.  of  griseofulvin 
remained  fluorescent,  and  positive  cultures 
were  obtained  from  the  clinically  normal 
sites.  Cultures  from  the  animals  receiving 
griseofulvin  started  to  become  negative  only 
when  cultures  from  the  conti’ol  animals 
started  to  become  negative.  This  “healthy 
carrier  state”  has  also  been  observed  in 
humans  on  griseofulvin  therapy  by  Goldfarb 
and  Sulzberger.^' 

Prophylactic  Experiments  with 
Griseofulvin 

It  seemed  of  interest  to  determine  the 
amount  of  griseofulvin  required  to  prevent 
an  experimental  ringworm  infection  in 
guinea  pigs.®  Groups  of  animals  were  ex- 
posed to  M.  canis,  and  griseofulvin  feedings 
were  started  on  the  day  of  infection  at 
various  dosages.  The  animals  were  ex- 
amined at  weekly  intervals  for  three  weeks. 

As  can  be  seen  in  Table  I,  the  minimum 
dose  which  prevented  the  appearance  of  clini- 
cal disease  was  50  mg.  per  Kg.  per  week. 
Lower  dosages  did  not  entirely  prevent  the 
development  of  lesions,  but  on  doses  as  low 
as  10  mg.  per  Kg.  per  week,  the  lesions  which 
developed  were  smaller  than  in  the  control 
animals. 

Duration  of  Prophylactic  Effect  from 
Prior  Medication 

To  determine  if  griseofulvin  had  any 
prolonged  effect  after  its  use  was  discon- 
tinued, the  following  experiment  was  de- 
vised :®  Groups  of  guinea  pigs  were  fed 
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TABLE  III. — ^Development  of  Resistance  by 
T.  Rubrum  in  Vitro:  Growth  on  Griseofulvin 
Agar  After  Incubation  for  3 Weeks 


Strains 

Minimum  Inhibitory 
Concentration 
of  Griseofulvin 
(Micrograms  per  Ml.) 

Strain  1 

No  previous  contact  with 
griseofulvin 

4 to  7 

Grown  on  3 micrograms 
per  ml. 

8 

Grown  on  3 and  7 micro- 
grams per  ml. 

7 

Grown  on  3,  7,  and  6 
micrograms  per  ml. 

12 

Grown  on  3,  7,  6,  and  10 
micrograms  per  ml. 

20 

Strain  2 

No  previous  contact  with 
griseofulvin 

3 to  6 

Grown  on  2 micrograms 
per  ml. 

5 

Grown  on  2 and  4 micro- 
grams per  ml. 

16 

griseofulvin  for  one  to  three  weeks.  On  the 
third  and  sixth  day  after  discontinuing  the 
feedings,  the  animals  were  exposed  to  M. 
canis  and  observed  for  seven  to  ten  days  for 
clinical  signs  of  infection. 

The  data  presented  in  Table  II  show  that 
even  with  animals  receiving  as  much  as  60 
mg.  per  Kg.  per  day  of  griseofulvin  for  three 
weeks,  no  prophylactic  effect  could  be  ob- 
served by  the  third  day  after  stopping  the 
medication. 

Development  in  Vitro  of  Strains 
of  Dermatophytes  Resistant  to 
Griseofulvin 

Cultures  of  M.  canis  and  T.  rubrum  were 
grown  on  subinhibitory  concentrations  of 
griseofulvin.  After  two  to  four  generations 
on  griseofulvin  agar,  strains  emerged  which 
were  approximately  three  times  more  resist- 
ant to  griseofulvin  than  was  the  parent 
strain,  complete  inhibition  not  being 
achieved  in  some  instances  on  agar  contain- 
ing 20  micrograms  of  griseofulvin  per  milli- 
liter (Tables  III  and  IV). 

After  inducing  an  increased  resistance  to 
griseofulvin  in  vitro,  we  were  interested  in 
whether  or  not  this  induced  resistance  could 
be  removed  by  laboratory  manipulation. 


TABLE  IV. — ^Development  of  Resistance  by  a i 
Strain  of  M.  Canis  in  Vitro.  Growth  on  j 
Griseofulvin  Agar  After  Incubation  for  3 ^ 
Weeks  . 


Condition 

Minimum 
Inhibiting 
Concentration 
of  Griseofulvin 
(Micrograms  per  Ml.) 

No  previous  contact  with 

griseofulvin 

4 to  5 

Grown  on  3 micrograms  per 

ml. 

8 

Grown  on  3 and  7 micro- 

grams  per  ml. 

7 

Grown  on  3,  7,  and  6 micro- 

grams  per  ml. 

20 

TABLE  V. — Growth  of  a 

Resistant  Strain  of 

M.  Canis  After  Subculturing  on  Griseofulvin- 

Free  Agar 

Number  of  Transfers  on 

Minimum 
Inhibitory 
Concentration  of 
Griseofulvin 

Griseofulvin-Free  Agar 

(Micrograms  per  Ml.) 

0 

20 

1 

10 

2 

16 

3 

9 

4 

Not  done 

5 

6 

6 

20 

7 

12 

For  this  purpose  the  single  strain  of  M. 
canis,  made  resistant  by  in  vitro  cultivation 
(Table  IV)  was  grown  for  seven  generations 
on  griseofulvin-free  agar.  After  four  to 
twenty-one  days  of  incubation,  each  sub- 
culture was  titrated  against  dilutions  of 
griseofulvin.  As  can  be  seen  in  Table  V, 
there  appeared  to  be  a gradual  decrease  in 
the  ability  of  this  strain  to  grow  in  higher 
griseofulvin  concentrations  during  the  first 
five  subcultures  in  griseofulvin-free  agar, 
but  this  trend  then  reversed  and  the  strain 
grew  once  more  in  the  higher  concentrations 
of  the  antibiotic. 

In  Vitro  Studies  with  Fungi  Isolated 
from  Man 

Isolates  of  dermatophytes  from  patients 
receiving  griseofulvin  therapeutically  were 
titrated  by  inoculating  them  onto  plates 
containing  various  dilutions  of  griseofulvin 
and  growing  them  for  two  weeks  at  room 
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temperature. 

It  was  not  possible  to  demonstrate  any 
increase  in  resistance  among  strains  of  T. 
rubrum,  T.  tonsurans,  or  M.  audouini 
isolated  during  or  after  completion  of  griseo- 
fulvin  therapy.  The  patients  from  whom 
the  strains  had  been  isolated  had  received 
from  7 to  75  Gm.  of  griseofulvin,  and  in 
some  cases  these  patients  were  clinically 
“static”  or  were  having  a clinical  recurrence 
at  the  time  that  the  isolations  were  made. 

In  one  instance  a culture  of  M.  canis  was 
isolated  which  had  a slightly  higher  re- 
sistance to  griseofulvin  than  did  three  strains 
of  this  organism  isolated  from  patients  be- 
fore the  start  of  griseofulvin  therapy.  This 
patient,  however,  was  clinically  improving 
at  the  time  the  culture  was  taken  and  went 
on  to  complete  mycologic  and  clinical  cures 
on  continued  griseofulvin  therapy. 

Comment 

M.  canis  infections  in  guinea  pigs 
responded  favorably  to  oral  doses  of  grise- 
ofulvin at  levels  of  15  mg.  per  Kg.  per  day  or 
higher,  given  five  times  a week.  Lower 
doses  of  the  drug  had  at  best  only  a question- 
able clinical  effect.  There  was  an  excellent 
correlation  between  clinical  response  and  his- 
tologic examinations  of  the  fungus  lesions. 
Within  four  days  there  was  a marked  diminu- 
tion of  the  numbers  of  infected  hairs,  corre- 
sponding to  the  first  evidence  of  clinical  im- 
provement. After  eight  days  of  treatment 
when  clinical  signs  of  infection  were  minimal 
the  histologic  sections  failed  to  show  any 
fungi  in  the  hair  or  follicles  and  a marked 
reduction  in  the  number  of  filaments  was 
seen  in  the  horny  layer. 

However,  in  experimental  animal  in- 
fections clinical  cure  precedes  mycologic 
cure.  As  noted  by  Goldfarb  and  Sulz- 
berger,^^ this  phenomenon  also  occurred  in 
patients  receiving  griseofulvin  therapy,  with 
some  of  these  “healthy  carriers”  developing 
clinical  recurrences  after  discontinuing  the 
medication. 

The  minimal  effective  dose  in  guinea  pigs 


of  15  mg.  per  Kg.  corresponds  roughly  to  a 
daily  intake  of  1,000  mg.  by  a 70-Kg.  human 
adult.  If  a relationship  between  body 
weight  and  dosage  exists  in  man,  a more 
rapid  clinical  response  might  be  found  with 
30  to  60  mg.  per  Kg.  per  day  doses. 

The  animal  studies  presented  here  indi- 
cate that  an  amount  of  griseofulvin  equiva- 
lent to  two  thirds  of  the  minimal  curative 
dose  would  prevent  an  experimental  in- 
fection with  M.  canis.  It  would  be  interest- 
ing to  see  whether  or  not  a similar  situation 
exists  in  human  beings.  Such  a study  might 
be  set  up  where  persons  with  a history  of 
several  bouts  of  tinea  pedis  would  be  given 
small  amounts  of  griseofulvin  during  the 
summer  months  and  the  incidence  of  acute 
attacks  compared  with  a control  group  of 
subjects  receiving  a placebo. 

However,  on  the  basis  of  our  results  in 
animals,  it  cannot  be  anticipated  that  the 
prophylactic  effects  of  griseofulvin  would 
persist  for  longer  than  a few  days  at  most 
after  the  intake  of  the  antibiotic  is  stopped. 

In  vitro  studies  with  M.  canis  and  T. 
rubrum  indicate  that  resistance  in  these 
fungi  can  be  induced  rather  easily  and  that 
this  induced  resistance  is  not  readily  lost 
once  the  drug  has  been  discontinued.  For- 
tunately, to  date  no  such  development  of 
resistance  has  been  reported  in  man. 

Summary 

Guinea  pigs  experimentally  infected  with 
M.  canis  responded  to  oral  doses  of  griseo- 
fulvin at  a level  of  15  mg.  per  Kg.  or  more 
given  five  times  a week.  The  histologic 
findings  closely  paralleled  the  cUnical  im- 
provement. 

Approximately  two  thirds  of  the  minimal 
curative  dose  of  griseofulvin  was  effective  in 
preventing  experimental  fimgus  disease  in 
guinea  pigs.  However,  no  prophylactic 
activity  could  be  detected  three  days  after 
discontinuation  of  the  medication. 

Cultures  of  T.  rubrum  and  M.  canis 
were  made  more  resistant  to  griseofulvin  in 
vitro,  but  isolates  obtained  from  human 
subjects  receiving  oral  griseofulvin  have  not 
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as  yet  developed  resistance  to  the  medica- 
tion. 
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Question  and  Answer  Period 


Carl  T.  Nelson,  M.D.  : I wanted  to  ask 
Dr.  Crissey  one  question.  Do  you  feel  that 
clipping  the  hair  is  a very  important  part  of 
the  treatment? 

John  T.  Crissey,  M.D.:  I certainly  do. 
Griseofulvin  is  not  fungicidal  but  fungistatic, 
and  those  portions  of  the  hair  that  are  left 
merely  act  as  foci  of  infection  and,  I’m  sure, 
of  reinfection.  From  a public  health  stand- 
point and  from  the  standpoint  of  the  siblings 
in  the  household,  those  infected  portions  of 
hair  which  break  off  spontaneously  are  a 
constant  danger. 


Dr.  Nelson:  Dr.  Reiss,  did  I understand 
you  to  say  that  you’ve  had  only  one  relapse 
in  your  nail  cases? 

Frederick  Reiss,  M.D. : Yes. 

Dr.  Nelson:  Dr.  Rosenthal,  do  you 

suppose  that  the  difference  in  the  results  Dr. 
Reiss  has  in  the  lower  reaches  of  Manhattan 
from  what  we  have  up  around  168th  Street 
are  due  to  strain  differences  in  resistance? 
Why  does  griseofulvin  work  so  adequatelj' 
in  ringworm  of  the  nails  in  lower  Manhattan 
and  not  around  the  George  Washington 
Bridge? 
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Stanley  A.  Rosenthal,  Ph.D.:  Well, 
first  of  all,  let  me  say  that  I am  glad  that  my 
guinea  pigs  were  down  at  the  Skin  and 
Cancer  Unit  rather  than  up  at  Presbyterian 
Hospital. 

Dr.  Nelson:  That  was  perspicacious. 

Dr.  Rosenthal:  Second,  Dr.  Reiss’s 

favorable  results  at  26th  Street  have  been 
confirmed  even  further  south,  down  at  19th 
Street.  We  have  had  excellent  results  in 
our  clinic  patients,  especially  with  glabrous 
lesions,  but  very  excellent  results  with  infec- 
tion of  the  nails. 

Dr.  Nelson:  Of  the  nails? 

Dr.  Rosenthal:  Yes.  Not  as  good  as 
with  the  glabrous  skin  or  with  the  scalp, 
but  very  significant  in  contrast  with  previ- 
ously used  treatment. 

Dr.  Nelson:  Yes,  I understand  this. 
But  you  would  not  turn  up  with  data  such 
as  we  have,  where  we  cure  only  1 out  of  50 
nail  patients. 

Dr.  Rosenth.\l:  No.  I would  be  inter- 
ested to  get  some  cultures  from  you  to  see 
whether  or  not  there  is  a difference  in  in  vitro 
sensitivity. 

Dr.  Nelson:  These  patients  come  from 
all  over  Manhattan  and  surrounding  areas. 
You  would  think  that  we’d  get  some  suscep- 
tible ones  once  in  a while.  Yes,  Dr.  Crissey? 

Dr.  Crissey  : Our  people  are  from  far  out 
in  the  suburbs  of  New  York  City,  which  is 
to  say,  Buffalo.  We  have  treated  about  40 
cases  of  T.  rubrum  onychomycosis.  That 
is  almost  all  we  ever  see;  we  see  very  few 
cases  caused  by  T.  mentagrophytes  or  other 
dermatophytes.  About  half  of  our  cases 
have  done  very  well  so  far. 

Dr.  Nelson:  Now,  by  half  of  your  cases, 
you  mean  both  mycologic  cure  and  obvious 
clinical  improvement?  You  mean  both? 

Dr.  Crissey:  I mean  both.  In  view  of 
Dr.  Baer’s  work  here  in  New  York  on  the 
occurrence  of  T.  rubrum  as  a saprophyte  be- 
tween the  toes  of  normal  individuals  who 
have  no  clinical  disease,  I wonder  whether 
positive  cultures  obtained  from  nail  speci- 
mens, particularly  those  from  the  toe,  might 
not  be  somewhat  misleading  and  whether 


positive  potassium  hydroxide  examinations 
in  these  cases  might  be  a better  criterion  for 
the  effectiveness  of  griseofulvin. 

Dr.  Nelson:  I am  referring  to  nails  that 
have  not  responded  clinically  and  from  which 
we  still  recover  the  fungus.  Obviously,  more 
work  is  needed  on  this  subject.  We  are 
agreed,  however,  that  tinea  capitis  responds 
to  griseofulvin  very  adequately.  Most  of  us 
are  also  agreed  that  tinea  of  the  smooth 
skin  and  groin  behaves  quite  well.  The 
difficulty  seems  to  be  that  some  of  us  can- 
not make  fungal  infections  of  the  hands,  the 
feet  and  especially  the  nails  respond  ade- 
quately. 

Dr.  Reiss? 

Dr.  Reiss:  I will  be  very  brief.  I just 
would  like  to  add  to  my  discussion  that  we 
have  not  broken  down  our  results  into 
onychomycosis  of  hands  and  feet. 

Dr.  Nelson:  There  is  a question  here. 
How  many  of  your  patients  were  nail  cases 
of  the  hands  and  how  many  were  of  the  feet? 

Dr.  Reiss:  All  I can  tell  you,  briefly,  is 
that  the  nail  infections  of  the  feet  responded 
much  more  slowly.  Furthermore,  the  big 
toenail  and  the  thumbnail  were  much  more 
resistant  to  therapy  than  the  rest  of  the 
nails.  That  is  an  observation  which  I 
believe  has  been  made  by  other  investi- 
gators. 

Dr.  Nelson:  This  question.  Dr.  Reiss, 
asks  how  much  difference  in  therapeutic 
effect  with  griseofulvin  did  you  note  be- 
tween fingernail  and  toenail  infections, 
and  you’ve  answered  the  question  ade- 
quately. But  you  think  that  toenails  that 
do  not  respond  after  one  year  of  daily  ad- 
ministration of  griseofulvin  should  be  con- 
sidered treatment  failures? 

Dr.  Reiss:  That’s  right. 

Dr.  Nelson:  We  have  three  questions 
more  or  less  on  the  same  topic.  In  the 
treatment  of  nails,  does  avulsion,  scraping, 
or  other  local  therapy  with  fungistatic  agents 
make  any  great  difference  in  the  final  out- 
come of  treatment  with  griseofulvin?  Who 
would  like  to  comment  on  this?  Dr. 
Crissey? 
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Dr.  Crissey  : Let  me  consider,  first  of  all, 
topical  therapy.  In  view  of  the  ineffective- 
ness, at  least  in  our  hands,  of  topical  therapy 
on  nails  before  the  advent  of  griseofulvin, 
I believe  that  it  probably  has  very  little 
effect  on  the  outcome  of  the  disease.  Where 
there  are  only  one  or  two  nails  involved, 
the  griseofulvin  by  itself  is  not  working, 
and  cure  is  of  great  importance  to  the  patient 
— for  example,  if  he  has  an  occupation  in 
which  he  has  to  be  exposed  to  the  public — 
then  I would  consider  avulsion  an  acceptable 
approach  in  combination  with  the  griseo- 
fulvin in  adequate  doses. 

Dr.  Nelson:  Do  you  think  avulsion  of 
the  nails  is  indicated.  Dr.  Reiss? 

Dr.  Reiss:  I don’t  believe  it’s  indicated. 
However,  some  consider  that  avulsion  of  an 
infected  nail  facilitates  the  subsequent 
griseofulvin  therapy,  particularly  in  ony- 
chomycoses due  to  T.  rubrum. 

Dr.  Nelson:  Were  the  nails  avulsed? 

Dr.  Reiss  : Our  treatment  consisted  only 
of  griseofulvin  medication. 

Dr.  Nelson:  In  other  words,  the  recom- 
mendation is  to  avulse  the  nails  and  then 
treat  with  griseofulvin. 

Dr.  Reiss  : That  has  been  recommended. 

Dr.  Nelson:  Dr.  Rosenthal,  from  the 
laboratory  point  of  view,  do  you  see  any 
objection  to  or  any  indication  for  such  a 
procedure? 

Dr.  Rosenthal:  I have  no  objection  to 
such  a procedure  in  recalcitrant  cases,  and  at 
the  symposium  on  griseofulvin  in  Miami  last 
fall,  this  procedure  was  suggested  for  nails. 

Dr.  Nelson:  In  other  words,  there  is  an 
underlying  suspicion  that  griseofulvin  alone, 
without  some  mechanical  removal  of  the 
nail,  may  not  be  the  answer  to  the  problem 
of  onychomycosis. 

I think  this  answers  the  three  questions 
submitted.  Another  question  asks  specifi- 
cally, does  “onychophytex”  expedite  the 
cure  of  nails  being  treated  with  griseo- 
fulvin? I don’t  know  why  “onychophytex” 
was  specified,  but  the  answer  apparently  is 
that  we  do  not  see  much  difference  in  nails 
that  are  treated  additionally  with  local 


fungistatic  agents  and  those  that  are  treated 
with  griseofulvin  alone. 

The  next  question  asks  how  many  of  Dr. 
Crissey’s  patients  were  under  six  years  of 
age? 

Dr.  Crissey:  The  average  age  of  our 
patients  was  six  and  one-half  years;  the 
youngest  was  three  years  old,  and  we  had  10 
under  the  age  of  six. 

Dr.  Nelson:  I do  not  know  why  the 
specific  question  was  asked.  Wliat  did 
the  questioner  have  in  mind?  Just 
statistics? 

Question:  has  griseofulvin  been  investi- 
gated as  a topical  agent?  Dr.  Reiss,  I 
think  you  were  discussing  that  before. 

Dr.  Reiss:  I think  before  we  made  an 
attempt,  several  investigators  published 
their  results,  and  they  were  uniformly  not 
very  satisfactory. 

Dr.  Crissey:  I’ve  had  no  experience 
myself  with  topical  griseofulvin  so  I can’t 
be  of  much  help  here.  I have  been  told 
that  topical  griseofulvin  was  no  more  effec- 
tive than  any  other  topical  fungicide. 

Dr.  Nelson:  Which  is  faint  praise,  you’d 
say.  Dr.  Rosenthal?  On  the  basis  of  the 
evidence  we  have  at  the  present  time,  topical 
griseofulvin  does  not  seem  to  have  much  of 
a place  in  the  treatment  of  superficial  fungal 
infection. 

We  have  some  questions  on  the  side- 
effects  of  griseofulvin.  Dr.  Reiss,  would  you 
comihent  on  some  of  the  side-effects  that  you 
have  observed? 

Dr.  Reiss:  We  have  had  88  patients, 
hospital  outpatients,  in  the  last  ten  months, 
and  by  doing  monthly  blood  counts  and 
urinalyses,  we  found  in  3 cases,  after  three 
months  of  therapy,  that  the  white  blood 
count  was  less  than  3,000.  We  discontinued 
the  drug  for  from  six  to  eight  weeks,  and  the 
count  came  back.  The  urine  examinations 
always  gave  entirely  negative  results.  The 
dose  of  the  drug  was  never  more  than  1,000 
mg.  a day. 

Dr.  Nelson:  I might  say.  Dr.  Reiss, 
that  we  observed  a temporary  leukopenia  in 
2 patients. 
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Dr.  Reiss:  Were  your  counts  that  low? 

Dr.  Nelson:  No,  ours  were  in  the  4,000 
range. 

Dr.  Reiss:  Was  there  anybody  with  a 
more  severe  leukopenia  by  continuing  the 
drug? 

Dr.  Nelson:  I can’t  answer  that  cate- 
gorically, but  as  far  as  I know,  the  leuko- 
penias observed  with  griseofulvin  thus  far 
have  tended  to  be  transitory.  As  far  as  I 
know,  no  dyscrasias  have  been  reported. 

We  have  not  gone  into  the  side-effects 
of  griseofulvin  to  any  great  extent.  I think 
we’ve  all  seen  gastrointestinal  upsets,  and 
we’ve  all  seen  rashes  of  various  sorts  with  or 
without  some  suspicion  of  cross-sensitivity 
with  penicillin.  Transient  leukopenia  has 
been  mentioned.  With  this  in  mind,  I 
suppose  that  blood  counts  are  needed  from 
time  to  time  in  patients  who  are  on  pro- 
longed griseofulvin  therapy.  By  and  large, 
however,  considering  the  amount  of  the 
material  that  has  been  used  in  patients  dur- 
ing the  last  year  and  a half,  I must  confess 
that  griseofulvin  seems  to  be  an  extraordi- 
narily benign  drug.  The  relative  number  of 
severe  toxic  side-effects  is  small. 

At  the  recent  meeting  of  the  American 
Dermatological  Association,  John  Lamb, 
M.D.,  reported  instances  of  photosensitivity 
in  patients  who  have  received  griseofulvin 
for  a length  of  time.  I don’t  know  how 
many  others  have  noticed  this.  It  must 
be  relatively  rare. 

We  have  some  other  questions,  one  ad- 
dressed to  you.  Dr.  Reiss.  What  do  you 
consider  the  minimal  single  dose  of  griseo- 
fulvin that  might  be  effective  in  the  treat- 
ment of  tinea  capitis?  In  other  words,  the 
question  deals  with  single-dose  treatment  of 
tinea  capitis. 

Dr.  Reiss:  I would  say  that  an  attempt 
should  always  be  made  to  limit  to  a single 
dose  of  3 Gm.  because  we  have  had  excellent 
results  with  single-dose  treatment.  And  if 
there  are  failures — we  had,  I think,  two 
failures  with  this  modality — you  should 
continue  with  the  normal  regimen  of  1 Gm. 
a day  until  adequate  results  are  obtained. 


Dr.  Nelson:  You  showed  in  your  tables 
that  single-dose  treatment  of  ringworm  of 
the  scalp  with  3 or  4 Gm.  of  griseofulvin  was 
followed  by  cure  in  four  weeks  in  some  cases, 
five  weeks  in  others,  and  sometimes  it  took 
as  long  as  six  weeks.  We  can  do  as  well  as 
that  with  1 Gm.  a day  on  ordinary  treat- 
ment. 

Dr.  Reiss:  Yes,  that’s  true,  but  if  we 
can  achieve  a cure  in  three  to  four  weeks 
with  one  single  dose,  one  doesn’t  have  to  give 
1 Gm.  every  day. 

Dr.  Nelson:  This  would  be  fine,  except 
that  this  method  has  usually  been  unsuccess- 
ful in  our  clinic.  We’ve  used  up  to  4 Gm. 
in  single  doses  at  weekly  intervals  for  four 
weeks  with  an  appreciable  number  of 
failures. 

Dr.  Reiss  : I doubt  that  you  had  attended 
the  Miami  conference. 

Dr.  Nelson:  No. 

Dr.  Reiss:  Somebody  reported  similar 
results. 

Dr.  Nelson:  But  we  get  very  good  re- 
sults with  tinea  capitis  treated  with  1 Gm. 
a day.  Dr.  Rosenthal? 

Dr.  Rosenthal:  I’m  happy  to  be  able  to 
agree  with  you,  and  this  is  an  instance.  At 
the  Skin  and  Cancer  Unit  we  tried  3 cases 
with  a single  dose  of  4 Gm.  without  any 
apparent  effect. 

Dr.  Nelson:  Dr.  Reiss,  in  nail  infections 
due  to  T.  rubrum,  how  long  after  therapy 
has  stopped  have  you  continued  to  obtain 
cultures? 

Dr.  Reiss:  We  do  them  for  a few  weeks, 
then  the  next  one  is,  I think,  one  month. 
But  then  the  patients  are  observed  for  several 
months. 

Dr.  Nelson:  I gather  from  this  question 
that  somebody  in  the  audience  feels  that  the 
reason  for  your  large  number  of  clinical 
cures  and  mycologic  cures  may  lie  in  the 
fact  that  you  haven’t  followed  the  patients 
long  enough  with  cultures.  Do  you  think 
that  might  be  the  case? 

Dr.  Reiss:  It  may  be.  It  may  be  some 
of  the  cases  have  not  been  followed  long 
enough,  but  clinically  we  have  cures,  and 
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the  cultures  which  we  made  were  always 
negative. 

Dr.  Nelson:  Do  you  have  a comment, 
Dr.  Crissey? 

Dr.  Crissey  : I would  like  to  say  that  we 
have  had  relapses  or  recurrences — it’s  hard 
to  tell  which  is  which — as  long  as  a year 
after  treatment  has  been  stopped  in  ony- 
chomycosis cases,  and  I think  that  we  can  re- 
gard this  far  too  much  as  a simple  contagious 
disease,  whereas  in  reahty  I beheve  that  the 
individual  who  has  onychomycosis  has  some 
specific  defect  in  his  nails  which  makes  him 
susceptible  to  T.  rubrum  infection  and  that 
it’s  quite  likely  that  in  most  of  these  indi- 
viduals, even  though  they  have  been  cured 
once  with  griseofulvin,  reinfection  will  take 
place  on  re-exposure. 

Dr.  Nelson:  In  other  words,  people  who 
have  T.  rubrum  infection  are  immunologi- 
cally  inadequate  and  one  cannot  expect  to 
cure  them  very  often,  even  with  the  best  of 
therapeutic  agents.  We  have  time  only  for 
another  question  or  two. 

Here  is  one  question.  In  children  under 
griseofulvin  treatment  for  tinea  capitis, 
what  laboratory  tests  are  mandatory,  and 
at  what  intervals  should  they  be  done? 
What  is  the  minimum  laboratory  follow-up 
on  patients  who  are  taking  griseofulvin? 
What  do  you  do.  Dr.  Crissey? 

Dr.  Crissey  : I would  say  that  an  initial 
culture  is  necessary  to  determine  the  causa- 
tive organism  and  then,  if  it  is  one  that 
produces  fluorescent  tinea  capitis,  the  pa- 
tient may  be  followed  with  Wood’s  light 
alone  until  the  Wood’s  light  shows  no  in- 
fection. Then,  perhaps  a month  later, 
follow-up  cultures  can  be  done  to  see  whether 
or  not  the  patient  is  actually  cured. 

If  it  is  T.  tonsurans,  which  produces  no 


fluorescence,  then  I would  say  that  it  is 
probably  best  to  take  cultures  at  two-week 
intervals  until  a month  or  two  after  the  last 
clinical  evidence  has  disappeared. 

Dr.  Nelson:  I think  that  I agree  en- 
tirely, and  it  is  good  that  you  mentioned 
these  points.  However,  this  question  had 
to  do  with  the  undesirable  side-effects, 
not  the  mycologic  follow-up. 

Dr.  Crissey:  Oh,  I see.  In  the  early 
days  of  this  drug,  we  did  routine  white 
counts  and  urinalyses  in  all  our  cases. 
The  only  side-effects  we  have  seen  have  been 
urticaria,  maculopapular  dermatitis  medi- 
camentosa, and  a few  toxic  erythemas.  I 
do  not  believe  that  a patient  on  less  than  1 
Cm.  daily  for  less  than  six  weeks  requires 
any  laboratory  check.  Beyond  two  months, 
perhaps,  white  counts  and  urinalyses  should 
be  done  periodically. 

Dr.  Nelson:  So  you  would  say  that  for 
a patient  who  is  receiving  griseofulvin  for 
periods  longer  than  two  months  an  oc- 
casional white  count  and  urinalj'^sis  would 
be  indicated. 

There  is  one  last  question  here.  Is  there 
any  explanation  for  the  recalcitrance  of  T. 
rubrum  infection  of  the  nails  in  a patient 
who  received  4 Gm.  of  griseofulvin  a day 
for  one  year?  The  nails,  all  20  of  them, 
were  removed  surgically  at  one  time  under 
general  anesthesia  before  the  griseofulvin 
therapy  was  begun.  Apparently,  somebody 
else  has  had  trouble  with  T.  rubrum  infec- 
tion of  the  nails.  Is  there  any  explanation 
for  this  recalcitrance.  Dr.  Reiss?  It  is 
just  a difficult  patient  and  had  you  had 
him  in  your  group,  you  would  have  had  a 
lower  percentage  of  cures.  And  on  that  mor- 
bid note,  I will  close  this  discussion. 


The  world  rarely  puts  a higher  price  upon  a man  than  he  places  upon  himself. — 
S.  M.  Kennedy 
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T3  ECENTLY  commendable  emphasis  has 
^ been  placed  on  the  importance  of 
tonometry  as  a routine  part  of  a complete 
physical  examinat  ion.  Since  approximately 
3 to  4 per  cent  of  those  patients  in  the 
forty-and-over  age  group  may  hav'c  glau- 
coma, the  value  of  a routine  measureiiKuit  of 
the  intraocular  pn^ssure  is  self-evident.  The 
merit  of  any  test  is  dependent  on  the  a(!cu- 
racy  with  which  it  is  piu-fornu'd,  the 
knowledge  of  its  underlying  principle,  and  the 
skill  with  which  the  results  are  interpreted. 

Applanation  and  Corneoscleral  In- 
dentation 

Essentially  the  two  methods  that  are 
available  for  clinical  intraocular  pressure  re- 
cording are  applanation  and  corneoscleral 
indentation.  The  applanation  tonometer 
requires  approximately  $1,000  worth  of 
equipment.  The  instruments  employed 
most  commonly  by  ophthalmologists  are 
tonometers  of  the  Schiptz  type  which  cost 
from  approximately  $25  to  $60  and  record 
scale  readings  which,  when  taken  into  con- 
sideration with  the  weight  employed,  are 
translated  by  a chart  into  the  amount  of 
millimeters  of  mercury  of  pressure.  Re- 
cently another  instrument  (Berens-Tolman) 
has  been  introduced  for  purposes  of  routine 
physical  examination.  This  has  one  line 
that  divides  the  normal  from  the  abnormal. 
On  the  surface  this  would  appear  to  simplify 
matters  by  routinely  giving  a “y^s”  or 
“no”  answer  on  each  patient,  much  as  a 
hypothetic  sphygmomanometer  which  would 
similarly  have  only  one  dividing  line.  The 
disadvantages  of  not  having  preci.se  quanti- 
tative readings  are  apparent.  The  chief 
arguments  against  a simple  “yes”  or  “no” 


determination  are  as  follows:  (1)  “Normal” 
varies  for  different  individuals,  (2)  consist- 
ently high  “normal”  or  “borderline”  read- 
ings could  indicate  glaucoma,  (3)  the  intra- 
ocular pre.ssure  noi-mally  varies  during  any 
one  day  l)y  as  much  as  5 or  more  millimeters 
of  mercury,  and  (4)  an  appreciable  (5  to  7 
mm.)  difference  between  the  pressures  for 
each  eye  usually  indicates  glaucoma  until 
proved  otherwi.se. 

These  and  other  pitfalls  can  be  avoided, 
however,  if  the  nonophthalrnologi.st,  after 
recording  his  findings,  bears  in  mind  that  all 
that  he  has  is  one  .set  of  determinations.  All 
that  he  can  ti'll  the  patient  is  that  “at  this 
moment  youi-  jn-e.ssures  are  such  and  such” 
or  are  “normal  or  abnormal.”  Any  further 
interpretation  on  his  part,  such  as  “you  do” 
or  “you  do  not  have  glaucoma,”  may  be 
dangerous  psychologically  or  physically. 
If  the  reading  is  high,  the  patient  .should  be 
.so  informed  and  referred  for  a more  com- 
petent evaluation  by  an  ophthalmologist. 

The  oi’dinary  types  of  indentation  tonom- 
eters (Schiptz,  McLean,  and  so  forth)  are 
not  ea.sy  to  use  accurately.  The  eye  must 
fix  steadily  on  an  object  such  as  the  patient’s 
finger  in  such  a manner  that  when  the 
patient  is  reclining,  the  cornea  forms  a 90- 
degree  angle  with  a line  dropped  from  the 
ceiling.  If  the  patient  is  squeezing  or 
straining,  if  the  examiner  presses  on  the 
globe,  or  if  the  instrument  is  not  held 
exactly  vertically,  a false  recording  is  ob- 
tained. Furthermore,  as  has  been  pointed 
out,  since  the  intraocular  pressure  varies 
during  the  day,  the  one  reading  obtained  may 
be  misleading.  A number  of  other  factors 
may  mislead  the  examiner,  but  since  no 
good  purpose  will  be  achieved  by  enumerat- 
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ing  them,  they  will  be  omitted  from  this 
report. 

Four  Types  of  Glaucoma 

The  application  of  tonometry  requires 
some  understanding  of  glaucoma.  There  are 
essentially  four  different  forms  of  glaucoma 
or  increased  intraocular  pressure:  acute 

or  closed-angle  glaucoma,  chronic  simple  or 
open-angle  glaucoma,  chronic  narrow-angle 
glaucoma,  and  secondary  glaucomas.  The 
first  three  forms  are  determined  by  the 
structure  of  the  anterior  chamber  angle. 
The  narrow  or  closed-angle  forms  are  also 
probably  influenced  by  emotional  makeup. 
The  secondary  forms  are  caused  by  other 
intraocular  diseases  and  tumors.  Routine 
tonometry  is  most  likely  to  be  helpful  in 
uncovering  a chronic  open-angle  glaucoma. 

Acute  Glaucoma. — Acute  glaucoma  oc- 
curs in  individuals  with  narrow  anterior 
chamber  angles.  It  is  usually  character- 
ized by  severe  attacks  with  visual  loss,  severe 
ocular  pain  and  headache,  nausea,  emesis, 
and  a markedly  inflamed  hard  eye  with  a 
shallow  anterior  chamber,  dilated  pupil,  and 
dull  cornea.  Any  single  attack  is  more  likely 
to  be  unilateral  than  bilateral.  Surgery  per- 
formed early  during  the  course  of  the  first 
attack  prevents  further  episodes.  An  acute 
attack  in  one  eye  means  a better  than  50 
per  cent  chance  of  similar  episodes  in  the 
other  eye. 

Chronic  Simple  Glaucoma. — The  most 
common  form  of  glaucoma  is  that  known  as 
chronic  simple  glaucoma.  It  is  ultimately 
bilateral,  occurring  in  an  individual  with 
open  anterior  chamber  angles  with  a fairly 
steady,  usually  mild  increase  in  the  intra- 
ocular pressure  (subject  to  daily  variations), 
and  with  little  in  the  way  of  such  subjective 
symptoms  as  pain,  headache,  or  loss  of 
vision  until  late  in  its  course.  The  eyes  are 
usually  not  red  or  inflamed.  This  is  the 
form  which  commonly  presents  the  typical 
excavated  or  “glaucomatous”  disk  moder- 
ately late  in  its  course.  Because  of  the 
paucity  of  subjective  symptoms  plus  the 
insidiousness  of  the  onset,  these  patients 


frequently  go  without  diagnosis  or  treatment 
unless  the  condition  is  discovered  during  the 
course  of  a routine  examination.  Glaucoma 
inevitably  ends  in  blindness  unless  treated. 
Any  damage  done  to  vision  and  visual 
fields  prior  to  diagnosis  is  irreversible. 
Therefore,  the  patient’s  chief  hope  lies  in 
early  diagnosis.  The  alert  practitioner  who 
has  learned  the  technic  of  tonometry  will 
render  a distinct  service  by  uncovering  these 
cases. 

Chronic  Narrow  Angle  Glaucoma. — 
The  chronic  narrow-angle  form  of  glaucoma 
is  characterized  by  “attacks”  which  at  first 
may  be  intermittent  and  mild  in  character. 
The  chamber  angle  mechanism  is  the  same 
in  both  the  acute  and  chronic  forms  which 
are  actually  variants  of  the  same  disease. 
A number  of  such  attacks,  which  may  be 
self-limited,  with  their  attendant  anterior 
chamber  angle  adhesions  result  in  a con- 
stantly elevated  intraocular  pressure.  The 
eyes  of  the  patients  are  apt  to  be  congested. 
Each  attack  is  accompanied  by  varying 
degrees  of  corneal  edema  causing  “halos” 
plus  blurring  of  vision,  ocular  discomfort, 
headache,  and  a sensation  that  the  glasses 
are  dirty.  Early  in  its  course  the  intra- 
ocular pressure  is  usually  normal  between 
attacks.  The  condition  will  be  missed  on  a 
routine  examination  unless  a chronic  condi- 
tion has  been  set  up  or  unless  the  patient’s 
history  causes  the  examiner  to  go  into  the 
situation  more  exhaustively  with  the  em- 
ployment of  gonioscopic  examination  of  the 
anterior  chamber  angle,  the  use  of  provoca- 
tive tests,  and  so  forth. 

Secondary  Glaucomas. — Certain  forms 
of  glaucoma  are  secondary  to  other  intra- 
ocular diseases  such  as  uveitis  and  diabetes 
or  tumors. 

Comment 

Early  medical  intervention  with  miotics, 
carbonic  anhydrase  inhibitors,  or  intra- 
venous urea  will  abort  the  attacks  of  acute  or 
chronic  narrow-angle  glaucoma.  Early 
surgery  prevents  further  attacks  of  narrow- 
angle  glaucoma  or  mitigates  the  situation  in 


3650 


New  York  State  J.  Med. 


OCULAR  TONOMETRY  ROUTINE  PART  OF  PHYSICAL  EXAMINATIONS 


chronic  narrow-angle  glaucoma.  Early  diag- 
nosis and  therapy  will  materially  alter  the 
course  of  chronic  simple  or  open-angle 
glaucoma,  decreasing  the  malignant  course 
of  the  disease,  as  well  as  reducing  the 
incidence  of  surgery  necessary  for  its  con- 
trol. In  the  secondary  forms  of  glaucoma  the 
therapy  is  dependent  on  the  etiology. 

Summary 

The  addition  of  ocular  tonometry  to  the 
routine  general  physical  examination  is  a 


valuable  procedure,  providing  that  the  non- 
ophthalmologist recognizes  the  significance 
and  limitations  of  the  test.  A single 
“normal”  reading  does  not  necessarily 
eliminate  the  existence  of  glaucoma.  A 
high  reading  always  demands  corroboration 
and  further  investigation.  Because  of  the 
fact  that  early  intervention  materially 
alters  the  course  of  glaucoma,  early  diagnosis 
may  mean  the  difference  between  ultimate 
blindness  or  the  retention  of  useful  vision. 
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Human  Tularemia  in  New  York  State 


JOHN  K.  MILLER,  M.D.,  ALBANY,  NEW  YORK 
{From  the  Division  of  Laboratories  and  Research,  State  of  New  York  Department  of  Health) 


^ I ’’uLAREMiA  is  uncommon  in  New  York 
State.  It  is  nearly  always  clinically 
distinctive,  yet  it  is  commonly  considered  in 
the  etiology  of  fever  of  unknown  origin  as 
witnessed  by  the  hundreds  of  agglutination 
tests  requested.  There  is  a definite  ecology 
which  is  helpful  in  diagnosis,  for  tularemia 
is  primarily  a disease  of  wild  rodents. 
Certain  of  their  ectoparasites  harbor  and 
transmit  the  inciting  bacterium,  Pasteurella 
tularensis.  Man  is  a rare  accidental  victim. 

History  of  Tularemia  in  New  York  State 

Beginning  in  1930  the  New  York  State 
Sanitary  Code  required  that  cases  of  tulare- 


mia be  reported  to  the  Health  Department. 
In  1932  Gilbert  and  Coleman^  published  a 
report  of  12  cases  of  human  tularemia  which 
occurred  between  1927  and  1932,  10  of 
which  had  had  contact  with  rabbits.  Eight 
of  these  rabbits  were  obtained  from  markets 
that  imported  carcasses  from  tularemia- 
ridden  midwestern  states. 

In  1946  Tartakow^  recorded  81  cases  of 
tularemia  reported  in  New  York  State 
between  1927  and  1945  inclusive.  Forty- 
five  of  these  cases  occurred  in  New  York 
City  and  were  traced  to  market  rabbits. 
Figure  1 shows  the  geographic  distribution 
and  animal  association  of  19  of  the  36  cases 


Fig.  1.  Tularemia  in  New  York  State  (exclusive  of  New  York  City)  1927  to  1945;  distribution  l>y  counties 

of  19  cases  \vith  source  of  infection  within  State. * 
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Fig.  2.  Geographic  distribution  of  39  human  cases  of  tularemia  in  Upstate  New  York,  1946  to  1960,  and 

associated  animal  and  arthropod  reservoirs. 


found  in  Upstate  New  York.  The  prepon- 
derance of  cases,  25  of  36,  were  associated 
with  rabbits.  Two  cases  of  tularemia  with 
a history  of  tick  bite  occurred  on  Long  Island 
in  April  and  in  August  where  the  American 
dog  tick,  Dermacentor  variabilis.  Say  is 
active  in  the  summer. 

Human  Tularemia  in  Upstate  New 
York  During  the  Period  1946  to  1960 
Inclusive. — During  the  fifteen-year  period 
from  1946  to  1960,  39  cases  of  human 
tularemia  were  reported  from  Upstate  New 
York  (Fig.  2).  Eight  of  these  cases  oc- 
curred in  1951  in  the  Montezuma  swamp 
area  of  Cayuga  County,  all  associated  with 
muskrat  trapping.^ 

There  were  35  males  and  4 females. 
Thirty-four  patients  were  between  the  ages 
of  twenty  and  sixty  years.  Thirty-one 
cases  occurred  between  November  and  April. 
Two  cases  with  a history  of  tick  bite  were  re- 


ported in  July  on  Long  Island.  Eighteen 
cases  were  associated  with  rabbits,  and  16 
cases  had  contact  with  muskrats.  The 
dressing  of  deer  or  foxes  was  reported  in  2 
instances.  A clerk  in  a market  cut  his 
finger  opening  a crate  of  dressed  rabbits  from 
the  Midwest.  Another  patient  was  a 
butcher. 

Clinically,  21  cases  were  of  the  ulcero- 
glandular  form,  of  which  18  gave  a history  of 
laceration  of  the  skin.  Twelve  cases  were 
the  typhoidal  type,  and  3 patients  had  a 
pneumonia.  The  3 remaining  cases  gave  no 
history.  There  were  no  deaths. 

Reports  on  therapy  were  incomplete.  In 
general,  sulfonamides  were  not  effective. 
Penicillin  appeared  to  be  effective  in  some 
cases.  Streptomycin  and  chlortetracycline 
calcium  (Aureomycin)  were  reported  to 
cause  definite  improvement  within  forty- 
eight  hours. 
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The  Ecology  of  Tularemia 

While  some  48  vertebrates  are  known  to 
be  susceptible  to  tularemia,  up  to  ten  years 
ago  90  per  cent  of  the  human  cases  in  the 
United  States  were  acquired  from  wild 
rabbits,  of  which  1 per  cent  may  be  infected 
in  an  endemic  area.'*  Wild  game  birds  may 
be  carriers.  The  disease  is  transmitted 
from  host  to  host  and  occasionally  to  man 
by  the  bite  of  blood-sucking  arthropods, 
some  16  species  of  which  are  known  as  vec- 
tors including  the  rabbit  tick,  the  American 
dog  tick,  fleas,  and  deer  and  stable  flies. 

An  increasing  number  of  human  cases  are 
contracted  from  infected  muskrats,  partic- 
ularly in  trappers,  by  direct  contact  with 
sick  animals  or  with  waters  or  mud  of 
marshes  contaminated  by  dying  muskrats.®’® 
Ice  from  such ‘waters  may  contain  viable 
bacteria.  Thus  persons  in  contact  with  wild 
animal  and  bird  reservoirs — hunters,  trap- 
pers, conservationists,  and  persons  prepar- 
ing wild  game — are  potential  cases.  The 
seasonal  incidence  of  exposure  may  be  de- 
fined by  the  local  game  laws. 

Except  in  muskrats,  it  is  doubtful  that 
dangerous  foci  of  tularemia  occur  in  New 
York  State.  A field  survey  of  wild  animal 
and  tick  reservoirs  of  tularemia  was  made  on 
Long  Island  during  1946  to  1950  inclusive.'^ 
Each  year  1,000  to  3,500  ticks  were  collected 
and,  in  pools  of  100,  inoculated  intraperi- 
toneally  into  guinea  pigs.  None  of  the 
animals  showed  any  sign  of  illness  during  a 
twenty-eight-day  period.  Their  sera  at 
that  time  gave  no  reaction  in  agglutination 
tests  ■with  antigens  of  Past,  tularensis. 
Sera  were  collected  from  12  species  of  mam- 
mals including  13  foxes,  30  rabbits,  and  11 
raccoons.  No  reaction  in  the  agglutination 
test  for  evidence  of  tularemia  was  obtained 
in  any  sera.  Sterile  skim  milk  suspensions 
of  the  spleens  of  most  species  were  inoculated 
intraperitoneally  into  guinea  pigs.  None 
of  these  animals  showed  signs  of  illness  over 
a twenty-eight-day  period,  and  their  sera  did 
not  react  with  Past,  tularensis  antigens. 
Thus  it  seems  that  significant  reservoirs  of 
tularemia  in  wild  animals  and  their  ecto- 


parasites which  occur  on  Long  Island  are 
infrequent. 

The  Clinical  Disease 

The  incubation  period  is  usually  from  three 
to  five  days  but  may  extend  to  twelve  days. 
The  onset  is  sudden,  and  the  main  symp- 
toms are  headache,  chills  and  fever,  vomit- 
ing, and  pain  in  various  parts  of  the  body. 
These  symptoms  may  persist  for  three  or 
four  weeks,  with  a loss  of  weight  and  debility. 
Convalescence  is  slow  and  lasts  as  long  as 
three  months.  There  is  usually  solid  im- 
munity to  a second  infection.  Reinfection 
has  occurred  in  exposed  laboratory  personnel 
who  were  not  fully  protected.* 

The  clinical  forms  are:  ulceroglandular, 
with  a primary  papule  at  an  abrasion  of  the 
skin  developing  into  an  ulcer  with  regional 
lymphadenopathy;  oropharjmgeal,  with  a 
necrotizing  pharyngitis  and  oropharyngeal 
lymphadenopathy ; typhoidal-gastrointes- 
tinal,  a generalized  infection  ■without  a 
primary  lesion  or  lymphadenopathy;  pneu- 
monic, which  is  often  an  extension  or  com- 
plication of  other  forms  resulting  in  pneu- 
monia and  pleuritis;  oculoglandular,  a 
primary  conjunctivitis  with  regional  lymph- 
adenopathy which  may  be  rapidly  fatal; 
glandular,  an  uncommon  form  of  lym- 
phadenopathy without  a primary  skin  lesion 
presumably  induced  by  passage  of  Past, 
tularensis  through  intact  skin;  meningitic, 
which  is  rare  in  the  United  States;  and 
asymptomatic,  ambulatory  cases  which  oc- 
cur in  endemic  areas,  such  as  among  trappers 
and  hunters.  The  oropharyngeal  and 
typhoidal  forms  of  tularemia  result  from 
ingestion  or  inhalation  of  infected  material. 

Treatment 

Prophylaxis. — Hunters,  trappers,  cooks, 
and  housewives  should  wear  rubber  gloves 
while  skinning  and  preparing  game.  Even 
if  only  the  hair  of  wild  animals  is  touched 
with  bare  hands,  the  hands  should  be  washed 
thoroughly  with  soap  and  water.  Abrasions 
of  the  skin  should  be  cleansed  with  soap  and 
water  and  an  antiseptic  applied.  If  the  ani- 
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mal  shows  evidence  of  disease,  antibiotic  pro- 
phylaxis is  indicated.  Thorough  cooking 
kills  Past,  tularensis  in  meat.  Suspect  water 
from  marshes  and  swamps  populated  by 
muskrat  and  beaver  should  be  boiled.  Past, 
tularensis  is  killed  by  heat  for  ten  minutes 
at  56  to  58  C.,  by  1 per  cent  tricresol  for  two 
minutes,  or  by  0.1  per  cent  formalin  for 
twenty-four  hours. 

Curative  Therapy. — Until  the  advent  of 
antibiotics,  treatment  was  symptomatic,  and 
the  mortality  rate  was  about  7 per  cent.® 
Streptomycin  and  dihydrostreptomycin  are 
the  most  effective  antibiotics.  One  Gm.  of 
streptomycin  daily  for  five  days,  that  is,  125 
mg.  every  three  hours  night  and  day  is 
recommended.®  Aureomycin,  chloramphen- 
icol, and  the  tetracyclines  are  also 
effective.  Resistant  strains  of  Past,  tularen- 
sis should  be  rare  because  the  sources  of  in- 
fection are  wild  animal  or  ectoparasite 
reservoirs  with  no  contact  with  antibiotics. 

Laboratory  Diagnosis 

Cultural  isolation  is  made  from  blood, 
body  fluids,  and  material  from  the  primary 
ulcer,  conjunctiva,  or  lymph  nodes.  Frozen 
tissues  are  infected  for  months.  Past, 
tularensis  grows  poorly  on  ordinary  media. 
The  preferred  media  are  glucose  cystine 
blood  agar  and  peptone  cystine  broth. 

Animal  Virulence. — Saline  suspensions 
of  infected  material  should  be  inoculated 
subcutaneously  into  the  abdominal  wall  of 
mice,  guinea  pigs,  or  rabbits.  The  animal 
usually  dies  of  tularemia  within  a week. 
There  are  gray  granular  caseated  lymph 
nodes  draining  the  site  of  the  inoculation, 
and  small  necrotic  foci  are  seen  in  the  spleen 
and  liver.  A culture  of  these  lesions  in 
an  appropriate  medium  confirms  the  diag- 
nosis. 

Agglutination  Tests. — The  agglutina- 
tion test  for  evidence  of  tularemia  is  one  of 
the  most  reliable  in  the  field  of  serology. 
Agglutinins  in  the  sera  of  patients  appear 
during  the  second  week  of  infection,  rising 
rapidly  so  that  a reaction  in  serum  diluted 
1 : 640  may  be  noted  by  the  fourteenth 


day.  Rarely  a reaction  may  be  delayed  until 
the  third  week  of  infection.  By  the  end  of 
the  fourth  week,  serologic  reaction  may  de- 
cline, but  some  degree  of  agglutination  with 
sera  persists  for  many  years. 

Cross-agglutination  reactions  may  occur 
with  antigens  of  Brucella,  but  they  would 
occur  in  lower  dilutions  of  sera  than  with 
tularemia  antigens.  Likewise,  sera  from 
cases  of  brucellosis  may  give  reactions  with 
tularemia  antigens,  but  they  would  occur 
in  lower  titer  than  with  Br.  antigens. 

Intradermal  Tests. — Using  killed  sus- 
pensions of  Past,  tularensis,  a reaction  may 
be  obtained  as  early  as  the  third  day  of  ill- 
ness. In  the  recovered  case  of  tularemia  the 
intradermal  test  may  continue  to  show  posi- 
tive results  for  many  years.  This  test  must 
be  used  with  caution,  since  hypersensitivity 
of  the  skin  is  a notable  feature  of  tularemia, 
and  there  is  a real  danger  of  a violent  local 
reaction.  The  intradermal  test  seldom  in- 
duces a rise  in  agglutinins. Swedish 
workers  have  reported  on  extract  antigens 
which  give  less  violent  reactions.  These 
antigens  are  not  available  in  the  United 
States. 

It  should  be  emphasized  that  since  high 
agglutinin  titers  and  a strongly  positive 
skin  test  result  may  persist  for  a long 
time,  neither  method  establishes  that  an 
infection  is  current.  The  best  indication  is  a 
rise  in  agglutinins.  Nonreacting  sera  in  the 
first  week  of  illness  and  a subsequent  rising 
titer  of  antibody  provide  the  most  reliable 
support  for  a diagnosis  of  acute  tularemia. 

Comment 

The  outstanding  difference  between  Tarta- 
kow’s®  series  and  this  latest  group  of  39  cases 
of  tularemia  is  the  increased  number  of  cases 
associated  with  muskrats  and  the  relative  de- 
crease in  number  of  cases  related  to  rabbits, 
especially  infected  carcasses  from  the  Mid- 
west. 

Laboratories  throughout  the  State  have 
been  overburdened  with  uninformative  tests 
due  to  inadequate  clinical  history.  More 
attention  should  be  directed  to  the  medical 
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ecology  of  cases  of  fever  of  unknown  cause 
which  might  be  related  to  the  zoonoses  of 
New  York  State.  A good  ecologic  history 
may  suggest  the  laboratory  procedures  neces- 
sary for  a diagnosis  or  rule  out  the  need  for 
certain  tests.  Most  of  the  tularemia  in  the 
State  presents  a primary  ulcer  with  regional 
lymphadenopathy.  In  the  absence  of  these 
signs,  a suspicion  of  tularemia  may  be  ob- 
tained from  the  following  characteristic  pat- 
tern of  the  medical  ecology  of  the  disease: 
occupation,  exposure  to  a geographic  focus 
of  tularemia,  seasons  of  exposure,  and,  most 
important,  contact  with  known  vertebrate 
and  arthropod  reservoirs  of  tularemia. 

Summary 

During  the  period  from  1946  to  1960  in- 
clusive, 39  cases  of  human  tularemia  were  re- 
ported in  Upstate  New  York  (exclusive  of 
New  York  City).  Twenty-one  cases  were 
of  the  ulceroglandular  form  of  which  18  had 
a laceration  of  the  skin  with  primary  lesion. 
Twelve  cases  were  the  typhoidal  form,  3 had 
the  pneumonic  type  of  disease,  and  the  3 
remaining  cases  \vere  not  described.  There 
were  no  deaths.  Sulfonamide  therapy  was 
not  effective.  Penicillin,  streptomycin,  and 
chlortetracycline  calcium  gave  immediate 
and  definite  improvement,  usually  within 
forty-eight  hours.  A demonstration  of  ag- 
glutinating antibodies,  usually  in  titers 


of  1 : 160  or  higher,  together  with  the 
clinical  and  ecologic  history  established  the 
diagnosis.  Prior  to  1946  tularemia  was 
associated  chiefly  with  rabbits,  and  since 
then  it  has  been  associated  most  often 
with  muskrats. 
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Temporary  Diarrhea  in  Premature  Infants 


Three  premature  infants  suffering  from  temporary 
diarrhea  and  failure  to  thrive  were  observed  by 
Briggs  et  al.  Their  report  appeared  in  the  February 
18,  1961,  issue  of  the  Canadian  Medical  Association 
Journal. 

All  3 infants  had  appeared  healthy  at  birth  but 
developed  loose  stools  during  the  first  few  weeks  of 
life.  Despite  changes  in  formula,  including  trials 
with  nonmilk  feedings,  severe  diarrhea  persisted. 


The  recognized  causes  for  diarrhea  and  failure  to 
thrive  were  considered  and  were  excluded;  the  diar- 
rhea was  unassociated  with  any  recognized  patho- 
genic organisms  in  the  stools. 

At  three,  five,  and  six  months  respectively,  the 
symptoms  abated  in  all  3 infants.  They  made  com- 
plete recoveries.  The  authors  suggest  that  “these 
cases  may  constitute  a hitherto  undescribed  entity.” 
— Pediatric  Currents,  Ross  Laboratories 
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{From  the  Department  of  Orthopedics,  Hospital  for  Joint  Diseases) 


13  EViEW  of  the  recent  literature  on  the 
^ treatment  of  tuberculosis  of  bones  and 
joints  reveals  that  there  has  been  a very 
definite  change  in  the  approach  to  the 
therapy  of  the  lesion.  There  is  increasing 
emphasis  on  the  desirability  and  necessity 
for  focal  debridement  in  contrast  with  pro- 
longed rest  and  immobilization  by  external 
means  such  as  bed  rest,  plaster  of  paris  sup- 
ports, and  braces  or  by  internal  means  through 
the  use  of  extra-articidar  arthrodesis,  intra- 
articular  arthrodesis,  or  a combination  of 
both  procedures.  The  shift  in  practice  is 
away  from  mere  incision  and  drainage  of  a 
tuberculous  abscess  to  the  evacuation  of  the 
abscess,  excision  of  its  walls,  and  primary 
closure.  The  insistence  on  heliotherapy 
has  all  but  been  forgotten  in  the  modern 
concepts  of  management  of  the  tuberculous 
bone  and  joint  lesion.  Similarly  the  aims 
of  therapy  are  now  for  the  retention  of  joint 
function  rather  than  the  elimination  of 
motion  inherent  in  the  arthrodesing  pro- 
cedures or  prolonged  rest  in  plaster  of  paris 
supports. 

All  of  these  changes  in  attitudes  and  aims^ 
have  been  brought  about  by  the  advent  of 
the  antituberculous  drugs — the  nicotinic 
hydrazides^'^  introduced  in  1951  and  to  a 
lesser  degree  by  streptomycin  introduced  in 
1945.  The  relationship  of  these  drugs  to 
the  tuberculous  lesion  is  like  that  of  the 
antibiotics  to  the  osteomyelitic  lesion  of 
pyogenic  origin.  The  experiences  gleaned  in 
the  use  of  antibiotics  are  largely  applicable 


Presented  at  the  154th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  Section  on  Orthopedic  Surgery,  May  11,  1960. 


to  the  antitubercidous  medicaments.  Al- 
though neither  of  these  groups  of  agents  are 
panaceas,  very  satisfactory  results  neverthe- 
less can  be  obtained  if  these  drugs  are  used 
with  discretion.  The  basic  condition  for  the 
effective  use  of  these  drugs  is  the  delivery 
of  these  agents  into  the  focus  of  disea.se.  A 
failure  in  the  intimate  application  of  the.se 
drugs  results  in  a failure  to  influence  the 
lesion.  If  this  be  granted,  it  becomes 
important  to  study  the  details  of  the  struc- 
ture of  the  lesion  and  the  extent  of  its  cir- 
culation to  determine  the  feasibility  of  inti- 
mate delivery  of  the  drug  into  the  focus. 

The  minute  hi.stogene.sis  of  the  lesion  was 
described  by  Nichols.^ 

The  tubercle  bacillus,  after  being  carried  to 
and  having  lodged  in  the  bone  marrow,  causes 
a proliferation  or  multiplication  of  the  sur- 
rounding fixed  cells  of  the  marrow,  probably  of 
the  connective-tissue  stroma.  This  prolifera- 
tion results  in  the  formation  of  more  or  less 
circular  areas  composed  of  “epithelioid”  cells. 
The  proliferation  of  the  fixed  connective- 
tissue  cells  probably  is  due  to  the  action  of  a 
soluble  toxin  produced  by  the  bacillus.  Some 
of  the  areas  of  proliferation  also  contain  large 
multinuclear  cells,  “giant  cells.” ...  At  a 
somewhat  later  stage  surrounding  the  pe- 
riphery of  the  mass  of  proliferated  epithelioid 
and  giant  cells  appears  a zone  of  small  round 
mononuclear  cells— these  are  the  lymphoid 
cells.  Such  an  area,  or  early  “tubercle” 
composed  of  a central  mass  of  epithelioid  and 
giant  cells,  surrounded  by  a zone  of  lymphoid 
cells,  sometimes  can  be  seen  in  the  periphery 
of  an  advancing  tubercular  focus.  No  blood 
vessels  are  formed  in  such  an  area. 

As  the  tubercular  area  enlarges  the  center 
of  the  tubercle  “caseates.”  The  caseation 
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Fig.  1.  Case  1. — Tunnel  view  of  knee  joint 
(August  16,  1952)  shows  erosions  along  articular 
margins  of  tibia,  articular  margins  of  condyles,  and 
the  intercondylar  notch  of  the  femur  with  over-all 
osteoporosis. 

probably  is  due  to  the  absence  of  blood 
vessels  and  to  the  action  of  the  soluble  toxins 
produced  by  the  tubercle  bacillus.  ...  A single 
tubercle  seldom  is  much  larger  than  the  head  of 
a pin.  By  multiplication  of  the  tubercle 
bacilli  and  diffusion  of  the  bacilli  into  the 
surrounding  tissue,  other  similar  secondary 
tubercles  are  produced  about  the  original 
tubercle  and  the  center  of  these  tubercles 
becomes  necrotic.  The  necrotic  center  of  the 
primary  tubercle  enlarges,  as  do  the  centers  of 
the  secondary  tubercles.  At  length  the  en- 
larging necrotic  centers  unite,  coalesce,  and 
form  a conglomerate  mass  of  tubercular 
caseation.  By  repetition  of  such  a process, 
large  tubercular  areas  are  formed. 

In  addition  to  the  specific  tubercular  process 
just  described  there  early  appears  about  tuber- 
cular areas  a non-tubercular  granulation  tissue 
due  probably  to  the  chronic  irritation  pro- 
duced by  the  presence  of  the  tubercular  proc- 
ess, which  acts  as  a foreign  body.  In  this 
oedematous  connective  tissue  are  fairly  numer- 


ous blood  vessels.  ...  In  the  latter  stages  of 
the  disease,  when  the  reparative  process  is 
more  marked,  this  oedematous  connective 
tissue  becomes  less  vascular  and  is  converted 
into  a denser  fibrous  tissue — and  blood  vessels 
are  few  or  absent.  . . . 

The  bony  trabeculae  included  in  the  caseous 
area  may  become  necrotic,  softened,  and  be 
partially  or  wholly  dissolved  and  separated 
from  the  surrounding  living  trabeculae.  Ulti- 
mately the  whole  area  affected  becomes  liquid, 
while  in  the  liquid  float  remnants  of  partly- 
dissolved  bony  trabeculae.  This  process  makes 
a cavity,  or  tubercular  bone  abscess.  . . . The 
bone  remnants  may  be  very  minute,  “bone 
sand”  or  of  appreciable  size. 

Usually  about  this  bone-cavity  is  a definite 
thin  layer  of  purplish  red  soft  tissue  which  can 
be  lifted  from  the  surrounding  bone — a 
tubercular  “abscess  membrane.”  At  other 
times  there  is  no  such  line  of  demarcation  but 
the  bony  tissue  surrounding  this  abscess  is 
soft,  yellow,  and  infiltrated  with  visible  single 
and  conglomerate  yellow  caseous  tubercles. 
Rarely  the  bone  surrounding  the  cavity  is 
hard  and  sclerotic— when  the  tubercular  process 
extends  slowly  and  apparently  is  the  result  of 
an  attempt  to  wall  off  the  infectious  process — 
i.e.,  “sclerosis”  is  an  indication  of  repair. 

Instead  of  producing  a cavity  filled  with 
tubercular  caseous  material,  the  tubercular 
disease  may  lead  to  the  formation  of  a “seques- 
trum” of  necrotic  bone. 

The  preceding  quotation  from  Nichols 
should  leave  little  doubt  as  to  the  avascular- 
ity  of  the  tuberculous  lesion  when  it  is  at  all 
extensive.  A further  addition  to  the  de- 
scription of  the  structure  of  the  lesion  is  that 
of  Boyd®  who  stated  that  a constant  feature 
of  skeletal  tuberculosis  is  an  obliterating 
endarteritis  followed  by  a periarteritis. 

In  view  of  the  undoubted  avascularity  of 
the  lesion  all  medications  including  the  nico- 
tinic hydrazides  and  streptomycin  cannot 
be  effective  in  overcoming  the  tuberculous 
lesion  because  of  the  blocking  of  the  passage 
of  the  drugs  to  the  focal  areas  of  disease. 
That  this  concept  is  true  has  been  confirmed 
repeatedly  in  the  management  of  pyogenic 
osteomyelitis.  Case  1 demonstrates  amply 
the  aforementioned  principle  as  it  apphes  to 
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Fig.  2.  Case  1. — Superior-inferior  view  of  patella 
(August  16,  1952)  shows  erosions  of  margins  of 
patella  and  condyles  and  intercondylar  notch  of 
femur.  There  is  narrowing  of  the  patellofemoral 
articulation. 


tuberculosis. 

Case  Reports 

Case  1. — A fifty-six-year-old  white  male  was 
admitted  to  the  Hospital  for  Joint  Diseases  on 
August  14,  1952,  because  of  pain,  progressive 
local  heat,  and  swelling  and  stiffness  of  the  left 
knee  joint  of  one  year  duration.  He  stated 
further  that  in  1949  he  became  ill  with  a tubercu- 
lous infection  of  his  lungs  for  which  he  had  been 
hospitalized  for  about  ten  months  and  for 
which  he  had  undergone  thoracoplastic  surgery. 

An  examination  revealed  a considerably  swollen 
knee  joint  containing  a moderate  amount  of 
fluid  and  presenting  increased  local  heat.  Ex- 
tension was  limited  at  170  degrees  and  flexion  at 
110  degrees.  Forced  motions  were  painful. 

A roentgenographic  examination  on  August  16, 
1952,  revealed  erosion  along  the  inner,  outer,  and 
posterior  articular  margins  of  the  tibia  as  well  as 
along  the  articular  margins  of  the  inner  and  outer 
condyles  of  the  femur  (Figs.  1 and  2) . The  inter- 
condylar notch  was  involved  similarly.  This  was 
accompanied  by  an  over-all  osteoporosis  and 
soft  tissue  thickening.  A roentgenogram  of  the 
chest  showed  a resection  of  the  seventh  rib  and  a 
thick  basal  pleura,  all  on  the  left  side.  There  was 


no  evidence  of  disease  activity  in  the  lungs. 

The  administration  of  isoniazid  (Rimifon)  was 
started  on  August  15,  using  300  mg.  per  day  in 
divided  doses.  The  knee  was  aspirated  every 
other  day  on  seven  occasions  and  on  each  of 
these  occasions  150  mg.  of  isoniazid  was  injected 
into  the  joint.  Cultures  of  the  aspirated  fluids 
obtained  on  each  of  these  occasions  were  positive 
in  every  instance  for  tubercle  bacilli.  Not- 
withstanding the  persistent  presence  of  the 
organism,  the  pain  and  limitations  of  motion 
subsided  rapidly.  The  local  heat  and  thickening 
persisted  after  twenty-six  days  of  intra-articular 
and  oral  administration  of  the  drug. 

In  view  of  the  lack  of  progressive  improvement 
the  patient  was  submitted  to  a synovectomy  and 
curettage  of  the  bone  lesions  under  isoniazid  and 
oxytetracycline  (Terramycin)  control.  On  ex- 
posure of  the  joint  on  September  10,  1952,  it 
was  noted  that  the  articular  surfaces  as  well  as 
the  marginal  subchondral  regions  of  the  femur 
and  tibia  were  largely  eroded.  These  areas  were 
thoroughly  curetted.  The  synovial  tissues, 
which  were  considerably  thickened,  congested, 
and  covered  with  fibrin  plaques,  were  excised. 
In  addition  both  semilunar  cartilages  and  the 
infrapatellar  pad  of  fat  were  removed.  The 
wound  was  closed  in  layers  without  drainage 
and  400  mg.  of  isoniazid  plus  approximately  60 
cc.  of  a solution  containing  V2  mg.  of  oxytetra- 
cycline per  cubic  centimeter  of  diluent  were 
injected  into  the  joint  cavity. 

A microscopic  examination  of  the  tissue  re- 
moved revealed  numerous  tubercles  throughout 
the  specimens.  There  was  a good  deal  of  caseous 
necrosis,  necrotic  bone,  and  cartilage  in  the 
tissue  sections. 

The  patient  made  an  uneventful  recovery. 
The  wound  healed  per  primam  intentionem  and 
the  sutures  were  removed  on  the  twelfth  post- 
operative day.  Oxytetracycline  was  discontinued 
on  the  nineteenth  postoperative  day  and  iso- 
niazid on  the  sixty-fourth  postoperative  day. 
In  all,  the  patient  had  been  given  isoniazid  over  a 
period  of  three  months.  He  was  discharged 
from  the  hospital  on  November  13,  1952,  walking 
without  support. 

A follow-up  examination  on  December  1, 
1952,  revealed  that  he  walked  well  without  a 
limp  or  pain.  Extension  at  the  knee  was  possible 
to  180  degrees  and  flexion  was  possible  to  70 
degrees.  Forced  motion  was  painless.  There  was 
no  tenderness.  The  knee  was  still  slightly  en- 
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larged  and  somewhat  warm  to  the  touch. 

'ilie  patient  remained  under  observation  and 
by  March  12,  1953,  had  no  complaints  with 
reference  to  the  knee  and  was  able  to  walk  V2 
mile  without  any  discomfort.  E.xamination 
revealed  that  he  walked  without  a limp.  There 
was  no  local  heat  or  tenderness  about  the  joint 
and  painless  e.xtension  was  possible  to  1 80  degrees 
and  painless  flexion  to  60  degrees.  There  was 
residual  thickening  of  the  knee  joint,  slight 
atrophy  of  the  thigh,  and  slight  hj^pertroj^hy  of 
the  calf.  It  was  advised  that  the  patient  could 
return  to  light  work. 

A roentgenographic  study  on  i\lay  22,  1953, 
revealed  very  definite  improvement  in  the  aj)- 
pearance  of  the  knee  joint.  The  gouged-out 
areas  noted  prior  to  and  subsequent  to  the  opera- 
tive intervention  were  at  this  time  filled  in  with 
new  bone.  There  was  recalcification  of  the 
previously  noted  osteoporotic  areas.  The  joint 
space  was  normal  in  width  and  the  joint  outlines 
were  sharply  outlined.  There  was  no  soft 
tissue  thickening. 

On  September  17,  1953,  the  patient  was  able 
to  walk  a mile  without  any  discomfort.  The 
normal  depressions  about  the  knee  were  b('ginning 
to  reappear  but  there  was  still  some  residual 
thickening  of  the  joint. 

By  January  7,  1954,  the  patient  was  able  to 
walk  2 miles  and  thereafter  he  noted  some  swelling 
about  the  joint.  An  examination  revealed  no 
limp,  local  heat,  tenderness,  or  pain  on  forced 
motion  which  ranged  from  180  degrees  of  ex- 
tension to  60  degrees  of  flexion.  The  thickening 
of  the  joint  was  now  measurably  less  than  was 
previously  noted. 

On  May  20,  1954,  it  was  noted  that  the  atrophy 
of  the  thigh  had  been  overcome.  There  was  still 
some  residual  slight  thickening  of  the  joint. 

The  patient  has  remained  under  frequent 
observation.  Attempts  to  rehabilitate  him  and 
to  train  him  for  a sedentary  occupation  have 
failed  because  of  his  psychologic  attitude  toward 
work  at  his  age  and  previous  illnesses.  Presently 
he  presents  dyspnea  and  bilateral  pitting  edema 
of  his  legs  due  to  pulmonary  deficit  and  cardio- 
vascular changes.  His  knee,  however,  has 
remained  well  save  for  occasional  complaints 
which  are  believed  to  be  aimed  toward  main- 
taining his  status  as  a Workmen’s  Compensation 
beneficiary.  The  patient  walks  well  without  a 
limp.  The  knee  reveals  its  normal  depressions, 
a painless  range  of  motion  from  180  degrees  to  60 


Fig.  3.  Case  1. — Tunnel  view  of  knee  (April  1, 
1960,  seven  years  and  seven  months  postoperative) 
reveals  well-preserved  joint  space,  well-defined  joint 
outlines,  and  no  evidence  of  disease  processes  other 
than  mild  productive  spurs  consistent  with  minimal 
osteoarthritic  changes. 

degrees,  no  local  heat,  no  swelling  or  instability, 
and  no  atrophy  of  the  thigh  or  calf.  There  is 
painless  crepitation  on  motion  which  is  some- 
w'hat  more  pronounced  than  on  the  opposite 
side. 

Roentgenograms  made  on  April  1,  1960, 
revealed  a relatively  even  joint  space  with  mild 
productive  spurs  along  the  margins  of  the  articu- 
lar surfaces,  consistent  with  osteoarthritic  changes 
(Fig.  3).  There  were  no  exddences  of  tubercu- 
lous disease. 

This  case  demonstrates  that  conservative 
therapy  consisting  of  the  intra-articular  and 
oral  administration  of  isoniazid  was  inadequate 
to  effect  sufiicient  relief  from  the  lesion.  The 
operative  intervention  revealed  that  the  lesion 
was  extensive  and  therefore  not  amenable  to 
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blood-stream  and  topical  therapy.  The  case 
furthermore  demonstrates  that  a synovectomy 
and  general  debridement  of  the  knee  can  be 
undci  taken  without  the  dire  results  one  en- 
countered prior  to  the  days  of  the  antituberculous 
drugs. 

A review  of  the  recent  literature  reveals 
frequent  mention  of  the  ineffectiveness  of 
nonoperative  focal  therapy  in  all  but  the 
earliest  and  mildest  types  of  tuberculous 
lesions  of  bones  and  joints.  A Public  Health 
Survey  report  in  1952®  notes  that  “the  data 
appear  to  substantiate  the  thesis  that,  be- 
cause of  the  relative  avascularity  of  bone 
lesions  and  because  a tuberculous  focus  is 
usually  isolated  by  fibrous  tissue  walls, 
little  streptomycin  reaches  the  skeletal 
lesion”  thus  explaining  the  lack  of  changes 
on  the  roentgenograms  as  compared  with  the 
cases  not  treated  with  streptomycin. 

Allen  and  StevensoiP  reported  that  after 
antituberculous  drug  therapy  including 
streptomycin,  isonicotinic  acid  hydrazide, 
and  para-aminosalicylic  acid  in  adecpiate 
doses  for  thirty-three,  thirty-four,  and  forty- 
one  and  more  days,  cultures  and  the  residts 
of  microscopic  studies  of  resected  bone  and 
cartilage  were  positive  for  tuberculosis. 
They  concluded  that  although  antitubercu- 
lous drugs  hold  the  disease  in  check,  the  drugs 
do  not  have  a sterilizing  effect  on  tuberculous 
tissue  of  bone. 

Kondo  and  Yamada®  found  that  conserva- 
tive treatment  with  streptomycin  tends  to 
increase  the  number  of  cases  in  which  there 
is  neither  a complete  cure  nor  death.  The 
results  obtained  with  a spine  fusion  opera- 
tion with  streptomycin  and  without  strepto- 
mycin revealed  no  special  effectiveness  of  the 
streptomycin  except  with  regard  to  the  death 
rate.  They  report  remarkable  results  with 
the  use  of  antituberculous  drugs  when  com- 
bined with  focal  debridement.  The  follow- 
ing case  report  illustrates  the  accuracy  of  this 
belief. 

Case  2.— A twenty-six-3'ear-old  white  female 
was  admitted  on  another  service  at  the  Hospital 
for  Joint  Diseases  on  April  13,  1953,  with  a history 
of  pain  in  the  back  of  eighteen-months  duration. 


Fig.  4.  Case  2. — Lateral  view  of  spine  (February 
20,  I960)  showing  erosion  of  the  anterior  jiortions  of 
the  bodies  of  the  twelfth  dorsal  and  first  and  second 
lumbar  vertebrae  with  destruction  of  the  upper  half 
of  the  body  of  the  second  lumbar  vertebra  and  bony 
bridging  with  almost  complete  obliteration  of  the 
interspace  between  the  first  and  second  lumbar 
vertebrae.  Multiple  sequestra  are  clearly  visu- 
alized. 

She  was  treated  elsewhere  with  diathermj’  and 
she  was  rendered  free  of  pain  for  six  months  and 
thereafter  the  pain  recurred.  A roentgeuiographic 
study  at  that  time  revealed  a slight  scalloping  of 
the  anterior  margin  of  the  twelfth  dorsal  verte- 
bra, more  pronounced  scalloping  of  the  first 
lumbar  vertebra,  and  marked  scalloping  of  the 
seeiond  lumbar  vertc'bra  with  definite  destruction 
of  the  upper  half  of  the  bodj'  of  the  see’ond 
lumbar  vertebra  with  involvement  of  the  inter- 
vertebral disk  between  the  first  anel  seconel 
lumbar  vertebrae.  The  anteroposterior  view 
showed  a bulge  in  the  psoas  shaeleiw  suggesting 
an  abscess.  On  April  13,  1953,  a needle  biops.y 
was  performed  and  j'el  low-green  pus  was  ob- 
tained which  on  culture  was  positive  for  tuberculo- 
sis. The  administration  of  isoniazid,  strepto- 
mycin, and  PAS  (para-aminosalic3'lic  acid)  was 
startl'd  on  April  24,  1953,  and  continued  there- 
after for  somewhat  over  three  months.  A spine 
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Fig.  5.  Case  2. — Lateral  view  of  spine  (January 
11,  1955)  for  comparison  with  Figure  4 shows  pro- 
gression of  lesion  indicated  by  presence  of  sequestra 
at  anterior  margin  of  the  twelfth  dorsal  and  first 
lumbar  vertebrae  and  involvement  of  the  lower  half 
of  the  second  lumbar  vertebra  in  the  later  films  in 
Figure  4 dated  February  20,  1960,  six  years  and  ten 
months  subsequent  to  operative  fusion. 


fusion  extending  from  the  eleventh  dorsal  vertebra 
to  the  third  lumbar  vertebra  was  performed  on 
April  27,  1953.  A plaster  of  paris  jacket  was 
applied  on  May  18,  1953.  This  was  replaced  with 
a brace  in  May  of  1954.  The  symptoms  of  pain 
were  relieved  only  to  recur  in  June  of  1955,  and 
these  were  accompanied  by  night  sweats.  The 
symptoms  subsided  sometime  thereafter  only  to 
recur  and  persist  during  the  past  two  years. 

The  patient  came  under  the  observation  of  the 
senior  author  (J.  B.)  in  February,  1960,  when  she 
complained  of  pain  on  motion,  especially  when 
fatigued.  An  x-ray  study  revealed  erosion  of  the 
anterior  portion  of  the  body  of  the  twelfth  dorsal 
vertebra,  more  so  of  the  body  of  the  first  lumbar 


vertebra,  and  most  pronounced  of  the  body  of  the" 
second  lumbar  vertebra,  with  destruction  of  the  ■ 
upper  half  of  the  body  of  the  second  lumbar 
vertebra  and  almost  complete  obliteration  of  the'y 
interspace  between  the  first  and  second  lumbar  - 
vertebrae  (Fig.  4).  In  addition,  a number  of  ; 
sequestra  were  clearly  identified.  There  was  on  ^ 
the  right  side  a calcified  oval-shaped  abscess 
measuring  some  3 by  1 V2  inches.  \ 

The  earliest  films  we  could  find  for  comparison 
with  the  preceding  roentgenograms  were  dated  \ 
January  11,  1955  (Fig.  5).  A comparison  of  these  ^ 
studies  revealed  that  there  was  some  evidence  of 't 
progression  of  the  lesion.  There  were  also  in-  ^ 
dications  of  failure  of  fusion. 

This  case  history  indicates  clearly  that  pro-  ; 
longed  splinting,  internal  by  spine  fusion  and  ' 
external  by  the  use  of  plaster  of  paris  supports  and  * I 
braces,  and  the  use  of  antituberculous  drugs  are 
ineffective  in  the  control  of  the  tuberculous  lesion. 
Tlie  use  of  chemotherapeutic  agents  may  in- 
crease the  patient’s  resistance  and  possibly 
quiet  the  symptom  complex  but  does  not  eradicate 
the  focus. 

In  contrast  to  Case  2 the  following  case  history 
is  presented : 


Case  3. — A ten-year-old  Negro  female  was 
admitted  for  the  second  time  to  the  Hospital  for 
Joint  Diseases  on  August  19,  1957,  with  a history 
of  a gradual  onset  in  December,  1956,  of  dull 
constant  pain  in  the  lower  part  of  the  back  on  the 
left  side.  On  a previous  admission  to  the  hospital 
a tentative  diagnosis  of  eosinophilic  granuloma 
was  made  subsequent  to  the  finding  of  lesions  of 
the  bodies  of  the  second  and  third  lumbar  ver- 
tebrae, and  radiation  therapy  was  administered. 
A flexion  contracture  of  the  left  hip  developed, 
and  traction  was  applied  with  apparent  good 
results.  At  that  time  an  intravenous  pyelogram 
revealed  a medial  deviation  of  the  right  ureter. 
A flat  plate  x-ray  film  of  the  abdomen  revealed  a 
suspicious  mass  in  the  abdomen  on  the  right  side. 
The  results  of  blood  chemistry  studies,  bone 
marrow  examinations,  roentgenographic  studies 
of  the  chest,  and  a barium  enema  examination 
all  proved  to  be  negative.  Tuberculin  studies 
with  PPD  (purified  protein  derivative)  in  the 
first  and  second  strengths  showed  positive  results. 
Subsequent  to  the  patient’s  discharge  from  the 
hospital  the  flexion  contracture  of  the  left  hip 
accompanied  by  pain  in  the  back  recurred. 
The  patient  was  therefore  readmitted  to  the 
hospital  and  she  was  seen  for  the  first  time  by  the 
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T ' Fig.  6.  Case  3. — -Lateral  view  of  spine  (August 
i i 20,  1957)  reveals  central  areas  of  rarefaction  in  the 
u bodies  of  the  second,  third,  and  fourth  lumbar 
I vertebrae,  well-preserved  intervertebral  spaces,  and 
a soft  tissue  shadow  anterior  to  the  spine. 

i ‘ 

)i 

[■  senior  author  (J.  B.)  on  August  24,  1957,  at 

I'  which  time  it  was  noted  that  the  patient  pre- 

1,  sented  pronounced  paravertebral  spasm,  a 
d flattened  lumbar  hollow,  pronounced  limitations 
n of  motion  of  the  back,  a flexion  contracture  of  the 
r j left  hip  at  120  degrees,  and  bilateral  psoas  masses 
s ] which  were  more  pronounced  on  the  right  side. 

,1  Multiple  roentgenographic  studies  revealed  cen- 
e I tral  areas  of  rarefactions  in  the  body  of  the  third 
s I lumbar  vertebra  and  lesser  similar  involvement 
D I of  the  bodies  of  the  fourth  and  second  lumbar 
' vertebrae  and  bilateral  psoas  shadows  more 

f I pronounced  on  the  right  with  medial  deviation 

!.  ^ of  the  right  ureter  (Fig.  6).  These  appearances 
e led  to  the  diagnosis  of  tuberculosis  of  the  second, 
p IC  third,  and  fourth  lumbar  vertebrae  with  psoas 
1,  ij  abscesses. 

e J On  August  24,  1957,  the  right  iliac  fossa  was 
» E aspirated  and  a huge  quantity  of  pus  was  re- 


1 


moved.  Subsequently  this  was  proved  to  be 
acid  fast.  The  patient  was  placed  on  a convex 
frame  and  traction  was  applied.  On  September 
4,  1957,  transversectomies  and  lumbovertebrot- 
omies  were  performed  on  the  third  and  fourth 
segments  with  the  recovery  of  caseous  material 
and  thick  pus  about  and  within  the  third  lumbar 
vertebra  and  granulation  tissue  in  the  body  of 
the  fourth  lumbar  vertebra.  These  procedures 
were  performed  under  an  umbrella  of  antibiotic 
and  antituberculous  control,  the  details  of  which 
will  be  detailed  presently. 

A microscopic  examination  of  the  tissue  speci- 
mens revealed  granulomatous  inflammation  with 
tubercle  formation  in  the  third  transverse  proc- 
ess, several  areas  of  tuberculous  granulation 
tissue  containing  a number  of  noncaseating 
tubercles  in  the  body  of  the  third  lumbar  vertebra, 
and  scarification  of  the  marrow  spaces  and  a 
rather  mild,  nonspecific,  chronic  inflammatory 
reaction  of  the  fourth  lumbar  vertebra. 

The  patient  made  an  uneventful  recovery  from 
the  operative  procedure.  The  wound  healed 
per  primam  intentionem  and  the  patient  was 
placed  on  a convex  frame. 

On  October  8,  1957,  the  patient  was  submitted 
to  a spine  fusion  reinforced  with  bank  bone 
including  the  posterior  elements  of  the  second 
through  the  fifth  lumbar  segments.  This  also 
was  performed  under  antibiotic  and  anti- 
tuberculous control.  The  postoperative  care 
was  given  on  a convex  frame  and  was  uneventful. 
On  November  5,  1957,  the  patient  was  im- 
mobilized in  a plaster  of  paris  jacket  and  on 
November  15,  1957,  she  was  discharged  to  the 
outpatient  department. 

An  examination  of  roentgenograms  subsequent 
to  the  patient’s  readmission  to  the  hospital  on 
April  28,  1958,  and  removal  of  the  plaster  of 
paris  jacket  revealed  that  no  motion  could  be 
obtained  on  bending  films  between  the  lumbo- 
dorsal  and  lumbosacral  regions.  The  shape  of 
the  vertebral  bodies  had  been  retained,  the- 
rarefaction  in  the  vertebral  bodies  previously 
noted  was  considerably  diminished,  and  the 
bony  texture  was  more  normal.  The  inter- 
vertebral spaces  were  of  normal  proportions. 
The  soft  tissue  shadow  in  front  of  the  lumbar  and 
lumbosacral  regions  was  considerably  diminished. 
The  patient  was  fitted  thereon  with  a Knight 
spinal  brace  and  referred  to  the  outpatient 
department  for  further  after  care. 

In  December,  1958,  fourteen  months  post 
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Fig.  7.  Case  3.- — Lateral  view  of  the  spine 
(December  2,  1959,  twenty-seven  months  post- 
operative) reveals  complete  reformation  of  the 
vertebral  bodies,  well-preserved  intervertebral  spaces, 
absence  of  abnormal  soft  tissue  shadow,  and  fusion 
of  the  posterior  elements  of  the  second  to  fifth  lumbar 
vertebrae  inclusive. 

vertcbrotomy,  the  use  of  isoiiiazid  was  dis- 
continued and  in  June,  1959,  the  brace  was 
discarded.  The  patient  continued  to  do  well  and 
on  examination  on  December  9,  1959,  no  ab- 
normalities were  noted  clinically  other  than  the 
loss  of  motion  in  the  spine  betw'een  the  second 
and  fifth  lumbar  vertebrae.  Roentgenographic 
studies  at  this  time  revealed  that  there  had  been  a 
comjilete  reformation  of  the  vertebral  bodies 
(Fig.  7).  The  intervertebral  spaces  had  remained 
in  normal  proportions  and  all  adventitious  soft 
tissue  shadows  had  disappeared.  The  fusion  of 
the  posterior  elements  of  the  involved  segments 
was  visualized. 

The  purpose  of  the  preceding  case  demon- 


stration is  to  emphasize  the  effectiveness  of 
focal  debridement  under  chemotherapeutic 
control.  The  fusion  of  the  posterior  ele- 
ments is  perhaps  superfluous  and  could 
well  have  been  omitted. 

Weinberg®  reported  excellent  results  in 
13  patients  submitted  to  “extirpation  of  the 
(psoas)  abscess  together  with  bony  and 
cartilaginous  sequestra  which  may  be  free 
in  the  tract  or  lodged  in  the  diseased  verte- 
bral bodies.” 

Roaf^“'“  stated  that  because  of  the 
avascularity  of  the  lesion  and  the  fact  that 
a tuberculous  focus  is  usually  isolated  by  a 
fibrous  wall,  drugs  administered  through  a 
parenteral  route  cannot  reach  the  center  of 
the  diseased  area  in  therapeutic  concen- 
trations. Even  if  administered  locally 
through  a sinus,  the  drug  cannot  be  diffu.sed 
uniformly  throughout  the  diseased  area. 
Unless  a pathway  is  opened  surgically  to 
allow  the  drugs  to  gain  access,  they  can  act 
only  indirectly  by  enhancing  host  resistance; 
indeed,  they  may  have  an  undesirable  effect 
by  encouraging  the  emergence  of  drug- 
resistant  strains  of  tubercle  bacilli. 

Bosworth  stated  that  “in  thoroughly 
excised  wounds,  apart  from  permanency  of 
closure  of  sinuses,  the  skeletal  lesion  also 
shows  complete  healing.”*® 

Further  quotations  from  the  literature 
and  citation  of  specific  instances  are  hardly 
necessary  in  view  of  the  overwhelming 
evidence  gleaned  from  experiences  both  with 
antibiotic  drugs  in  pyogenic  lesions*®’*^  and 
with  antitubercidous  drugs  in  tuberculous 
lesions.  Focal  debridement  under  chemo- 
therapeutic control  seems  therefore  to  be 
most  desirable  in  the  present-day  manage- 
ment of  tuberculous  lesions  of  bones  and 
joints. 

The  adherence  to  the  concept  of  focal 
debridement  under  chemotherapeutic  con- 
trol must  be  tempered  by  discretion  borne 
of  experience  and  understanding.  Early 
and  mild  lesions  in  wUich  the  devasculariza- 
tion of  the  focus  has  not  progressed  sufli- 
ciently  may  respond  to  the  sole  use  of 
antituberculous  drugs  just  as  early  lesions 
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of  pyogenic  origin  may  subside  under  the 
sole  influence  of  antibiotic  drugs.  The 
senior  author  (J.  B.)  in  association  with 
Fenton  presented  such  an  instance  in  1953 
involving  two  joints  and  the  pulmonary 
field.  The  use  of  isonicotinic  acid  hydra- 
zide  produced  the  desired  result.  A recent 
follow-up  study  revealed  that  the  patient 
had  remained  symptomless  with  a complete 
range  of  motion  in  his  elbow  and  knee  and  a 
subsidence  of  the  pulmonary  lesion. 

The  following  case  more  clearly  demon- 
strates the  concept  that  in  early  lesions 
chemotherapy  may  be  sufficient  to  overcome 
the  lesion. 

Cask  4. — A thirty-j^ar-old  unmarried  Haitian 
woman  was  seen  for  the  first  time  on  April  13, 
1955.  She  stated  tliat  on  December  25,  1954, 
she  had  bent  down  to  pick  up  an  object  and  had 
experienced  a sharp  pain  in  her  left  knee.  There- 
after she  noted  that  she  could  not  straighten 
the  knee  or  move  it  completely  because  of  pain. 
Two  days  later  the  knee  was  swollen.  She  was 
seen  by  a physician  in  Haiti  who  injected  the  knee 
with  penicillin  on  several  occasions  but  to  no 
avail.  In  March,  1955,  she  was  hospitalized  for 
eighteen  days  during  which  interval  she  was 
treated  with  traction  but  did  not  experience  any 
relief. 

On  the  occasion  of  the  first  examination  of  the 
patient  on  April  13,  1955,  she  complained  of  the 
inability  to  bear  weight  because  of  pain,  the 
giving  way  of  the  knee  to  the  side,  buckling, 
limitations  of  motion,  and  swelling  of  the  knee. 
She  further  complained  that  during  the  previous 
four  days  she  also  had  been  e.xperiencing  pain  in 
in  her  right  knee  joint. 

An  examination  revealed  that  the  patient  was 
apparently  in  good  general  health.  She  walked 
with  hesitation  and  evident  pain.  E.xtension  of 
the  left  knee  joint  was  complete  and  hyper- 
ex-tension  was  painless.  Flexion  was  limited  at 
100  degrees.  There  was  slight  lateral  instability. 
There  was  sharply  localized  tenderness  over  the 
posterior  portion  of  the  internal  semilunar  carti- 
lage. In  the  prone  position  flexion  was  painful 
at  120  degrees.  When  downward  pressure  was 
applied,  flexion  became  painful  at  a somewhat 
lesser  angle.  When  downward  pressure  was 
applied  and  the  leg  was  flexed  in  the  internally 
rotated  position,  pain  occurred  at  the  135-degree 
angle. 


Measurements  revealed  that  the  left  thigh  was 
atrophied  1 inch.  The  left  knee  was  atrophied  1 
inch  at  its  upper  pole  and  V4  inch  at  its  middle 
and  lower  poles.  The  left  calf  was  atrophied  V2 
inch. 

An  examination  of  the  right  knee  revealed  a 
moderate  amount  of  fluid  within  the  knee  joint. 
Fle.xion  was  painful  beyond  35  degrees. 

An  examination  of  roentgenograms  dated 
F'ebruary  25,  1955,  showing  anteroposterior  and 
lateral  views  revealed  an  increased  soft  tissue 
shadow  in  the  suprapatellar  pouch  on  the  left 
side  and  some  spotty  atrophy  of  the  patella. 

The  diagnosis  of  derangement  of  the  internal 
semilunar  cartilage  was  made  and  operative 
removal  of  the  cartilage  was  advised.  Insofar  as 
the  right  knee  was  concerned  it  was  thought  that 
it  presented  an  acute  synovitis  of  traumatic 
origin  incidental  to  the  disability  of  the  left 
knee  and  the  resultant  additional  strain  placed  on 
the  right  limb. 

The  patient  was  admitted  to  the  Hospital  for 
Joint  Diseases  where  an  additional  .x-ray  study 
of  both  knees  and  a further  physical  e.xamination 
did  not  give  any  additional  information. 

On  April  19,  1955,  the  patient  was  submitted 
to  an  arthrotomy  which  revealed  a transverse 
laceration  of  the  posterior  horn  of  the  internal 
semilunar  cartilage  which  was  thereon  removed. 
Further  e.xamination  revealed  considerable  con- 
gestion and  swelling  of  the  synovium  of  the 
suprapatellar  j)ouch  which  was  found  to  be 
studded  with  pinhead  size  yellowish  bodies  in 
the  sjmovial  layer.  A clinical  diagnosis  of  synovial 
tuberculosis  was  immediatel}'  confirmed  by  a 
frozen  section.  A synovectomy  of  the  involved 
area  was  performed  and  400  mg.  of  isoniazid  were 
injected  into  the  knee  joint  subsequent  to  opera- 
tive closure. 

The  right  knee  joint  was  aspirated  and  150  cc. 
of  lemon-j'ellow  fluid  were  removed.  Acting  on 
the  presumption  that  this  knee  joint  also  was 
involved  in  the  tuberculous  process,  400  mg.  of 
isoniazid  were  injected  into  this  joint. 

Further  pathologic  studies  revealed  that 
“grossly  in  the  subsjmovial  tissues  immediatel}’ 
under  the  synovial  lining  there  were  a few  small, 
whitish,  pinpoint  areas  which  were  round  and 
focal  in  nature.  Microscopic  section  revealed 
an  infiltration  of  lymphoc3'tes  which  was  rather 
diffuse  but  tended  to  be  focal  in  some  areas. 
In  some  of  these  focal  areas  the  central  area  of 
the  lymphocytic  infiltration  was  occupied  by  a 
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reaction  of  epithelioid  cells.  These  epithelioid 
cells  were  hyperplastic,  showed  no  areas  of 
necrosis,  and  showed  no  evident  Langhans’  type 
giant  cell  formation.  These  tubercles  in  all 
probability  represented  a reaction  to  the  tubercle 
bacillus.” 

During  the  postoperative  period  the  patient 
was  placed  on  a regimen  of  400  mg.  of  isoniazid  by 
mouth  in  divided  doses  in  addition  to  the  usual 
precautionary  administration  of  antibiotics.  The 
latter  were  discontinued  subsequent  to  the 
dressing  of  the  operative  wound  and  removal  of 
the  sutures  on  the  tenth  postoperative  day.  The 
wound  was  found  to  be  healed  per  primam  inten- 
tionem.  In  retrospect  it  became  apparent  that 
the  mild  swelling  of  the  left  ankle  which  was 
noted  before  the  arthrotomy  and  which  was 
ignored  was  in  all  probability  of  tuberculous 
origin.  On  the  fifth  postoperative  day  she 
began  to  complain  of  pain  in  her  right  wrist 
which  she  attributed  to  an  effort  to  lift  herself  by 
means  of  the  handlebars  overhead. 

An  examination  at  that  time  revealed  a dif- 
fuse swelling  over  the  dorsum  of  the  wrist, 
slight  local  heat,  tenderness,  and  pain  at  the 
extremes  of  flexion  and  extension.  This  lesion 
also  was  presumed  to  be  tuberculous  in  character. 

At  the  time  of  her  discharge  from  the  hospital 
on  May  12,  1955,  the  operative  wound  had 
remained  healed.  There  was,  however,  residual 
thickening  of  the  knee  joint  on  the  left  side  but 
there  was  no  frank  fluid  evident.  This  thickening, 
which  had  subsided  in  a measure,  was  still 
persistent  and  there  was  some  local  heat.  The 
patient  had  been  allowed  to  mobilize  the  knee 
without  weight  bearing,  and  at  the  time  of  dis- 
charge extension  of  the  knee  was  complete  and 
flexion  was  possible  to  about  100  degrees.  There 
was  no  lateral  or  anteroposterior  instabihty. 

Insofar  as  the  right  knee  was  concerned, 
there  had  been  a reaccumulation  of  fluid  in  the 
knee  joint  and  it  was  therefore  aspirated  on  two 
or  three  occasions.  The  material  was  amber 
colored  and  eventually  was  found  to  be  sterile 
for  both  pyogenic  and  tuberculous  organisms. 
The  amount  of  fluid  had  gradually  subsided,  and 
the  local  heat  had  subsided.  The  range  of  motion 
had  remained  complete  and  painless. 

The  left  ankle  joint  recovered  completely  in 
that  all  swelhng  had  disappeared  and  the  range 
of  motion  remained  complete.  All  tenderness 
had  subsided. 

At  the  wrist  joint  all  swelling  and  limitations 


of  motion  had  subsided  but  she  still  complained 
of  an  occasional  ache  in  that  area. 

Roentgenographic  examinations  of  the  chest 
had  failed  to  reveal  any  tuberculous  lesions  and 
a sputum  examination  had  failed  to  reveal  any 
tubercle  bacilli. 

The  patient  was  discharged  with  instructions  to 
continue  the  use  of  400  mg.  of  isoniazid  per  day 
for  a period  of  six  months. 

X-ray  studies  made  at  the  hospital  of  the  left 
ankle  and  right  wrist  showed  negative  results. 
The  patient  was  seen  again  on  June  1,  1955,  at 
which  time  examination  of  the  left  knee  joint 
revealed  residual  local  heat,  moderate  swelling, 
complete  e.xtension,  and  painful  fle.xion  beyond  90 
degrees. 

Examination  of  the  right  knee  revealed  a 
moderate  amount  of  fluid,  painless  and  complete 
e.xtension,  painful  flexion  beyond  90  degrees,  and 
a moderate  amount  of  local  heat. 

A clinical  examination  of  the  left  ankle  joint 
showed  negative  results.  The  right  wrist  joint 
revealed  a moderate  amount  of  restriction  in 
dorsal  and  palmar  flexion,  and  she  complained  of 
pain  at  the  e.xtremes  of  motion. 

In  August,  1955,  the  patient’s  physician  re- 
ported a residual  slight  effusion  about  the  knee 
joint  on  the  right  side  but  no  limitations  of 
motion  or  pain  on  motion.  The  left  knee  joint 
was  painless  and  fle.xion  was  possible  to  75  degrees 
and  e.xtension  to  180  degrees.  The  patient  was 
thereon  permitted  to  begin  weight  bearing. 

An  examination  of  the  patient  during  the 
seventeenth  postoperative  month  revealed  a 
complete  recovery  save  for  crepitation  on 
manipulation  of  both  knee  joints  and  a slight 
atrophy  of  the  left  lower  e.xtremit}^  and  the  left 
knee. 

Further  e.xamination  a year  later  revealed 
complete  recovery.  There  was  no  residual 
swelling,  local  heat,  or  fluid  accumulation. 

A final  review  of  all  of  the  roentgenograms 
revealed  in  retrospect  that  those  made  on  Febru- 
ary 25,  1955,  prior  to  operative  intervention 
showed  minimal  spotty  rarefaction  in  the  left 
patella  and  slight  fullness  in  the  suprapatellar 
pouch.  The  right  knee  joint  findings  were 
negative. 

The  roentgenograms  made  on  April  18,  1955, 
showed  a slight  progression  in  the  spotty  rare- 
faction of  the  left  patella  and  in  addition  there 
were  slight  soft  tissue  shadows  in  both  the  right 
and  left  suprapatellar  pouches. 
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The  postoperative  roentgenograms  dated  May 
10,  1955,  showed  a slight  increase  in  the  spotty 
rarefaction  of  the  left  patella  and  some  soft 
tissue  thickening  of  the  right  and  left  supra- 
patellar pouches. 

The  roentgenograms  made  on  August  4, 
1955,  revealed  that  on  the  left  side  the  osteo- 
porosis previously  noted  in  the  patella  was  now 
somewhat  more  pronounced.  On  the  right  side 
there  was  now  evident  and  clear  cut  multiple 
foci  of  rarefaction  also  in  the  patella. 

The  roentgenograms  made  on  October  27, 
1955,  revealed  that  the  previously  noted  lesions 
were  not  quite  so  evident.  The  roentgenograms 
dated  September  19,  1956,  and  May  30,  1958, 
revealed  progressive  diminution  and  the  final 
complete  disappearance  of  all  residual  evidences 
of  the  pre-existing  lesions. 

This  case  is  reported  in  detail  to  demonstrate 
that  the  fortuitous  discovery  of  an  early  lesion 
which  could  not  possibly  have  been  diagnosed 
clinically  prior  to  operative  intervention  has 
resulted  in  a complete  recovery  and  retention  of 
a complete  range  of  motion  subsequent  to  a 
resection  of  the  involved  synovium.  This  case 
further  demonstrates  that  the  additional  lesions 
which  developed  and  which  were  less  pronounced 
than  those  in  the  left  knee  joint  and  which  could 
not  possibly  have  been  diagnosed  as  is  evidenced 
by  the  fact  that  the  study  of  the  aspirated  fluid 
showed  negative  results  had  subsided  under  the 
sole  use  of  chemotherapy  with  resultant  complete 
retention  of  full  function. 

As  further  evidence  of  the  advisability  of 
the  bold  approach  to  eradicate  the  focal 
lesion  and  the  resultant  excellence  of  the 
results  we  cite  the  following  examples  in 
which  the  destructive  nature  of  the  lesion 
had  not  progressed  to  the  extent  that  the 
function  of  the  part  had  become  irretrievably 
destroyed. 

Case  5. — A twenty-six-year-old  white  woman 
was  admitted  to  the  Hospital  for  Joint  Diseases 
on  August  20,  1957,  with  a history  that  eleven 
years  previously  she  had  injured  her  right  knee 
while  playing  hockey  and  that  after  a year  of 
conservative  therapy  she  had  a medial  men- 
iscectomy performed.  She  had  experienced 
relief  for  two  years  and  thereafter  developed 
repeated  episodes  of  pain,  swelling,  instability, 
and  locking  of  the  knee.  An  examination  on 
admission  revealed  that  she  walked  with  a limp 


Fig.  8.  Case  5.— -Anteroposterior  view  of  the 
knee  joint  (September  26,  1957)  reveals  erosions  of 
articular  margins  of  the  tibia,  rarefaction  below  the 
spines  of  the  tibia,  narrow  joint  space,  and  diffuse 
osteoporosis. 

and  presented  a diffuse  swelling  of  the  right 
knee,  most  marked  on  the  medial  aspect  of  the 
joint.  There  was  a wide,  healed,  short,  median 
parapatellar  scar.  There  was  no  local  heat,  or 
redness.  E.xtension  of  the  knee  joint  was  limited 
at  170  degrees  and  flexion  at  85  degrees.  There 
was  slight  lateral  and  medial  instability,  with 
tenderness  over  the  medial  meniscus.  There  was 
some  atrophy  of  the  quadriceps  apparatus.  The 
result  of  a grinding  test  was  positive. 

An  x-ray  study  made  on  August  21,  1957, 
showed  a small  punched-out  destructive  area 
involving  the  medial  tibial  plateau  and  the  inter- 
condylar notch  with  general  demineralizaton  of 
the  bony  components  of  the  joint  and  a small 
effusion  in  the  suprapatellar  pouch.  A diagnosis 
of  internal  derangement  with  synovitis  of  the 
knee  joint  was  made  and  the  patient  was  sub- 
mitted to  operative  intervention  on  August  26, 
1957.  An  e.xploratory  operation  revealed  a 
considerably  edematous  slightly  hemorrhagic 
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synovial  membrane.  Embedded  within  the 
synovium  in  the  region  of  the  medial  meniscus 
was  a fibrocartilaginous  rim  along  the  margin 
of  the  medial  condyle  of  the  tibia.  This  was 
removed.  The  lateral  chamber  of  the  joint  was 
intact  save  for  a slightly  edematous  synovium.  A 
partial  synovectomy  of  the  medial  compartment 
and  the  suprapatellar  pouch  was  performed,  and 
the  joint  was  closed. 

A pathologic  examination  of  the  specimens 
removed  revealed  many  tubercles  in  the  synovium. 
Several  of  these  presented  caseation. 

The  patient  was  referred  to  the  senior  author 
(J.  B.)  on  September  25,  1957.  An  examination 
revealed  thickening  of  the  joint  and  some  local 
heat;  the  operative  site  was  healed.  Hyper- 
extension produced  pain,  and  flexion  beyond  150 
degrees  was  painful.  The  right  thigh  and  calf 
were  atrophied,  and  the  knee  joint  was  enlarged 
and  had  moderate  tenderness  particularly  over 
the  outer  aspect  of  the  joint.  An  x-ray  study 
made  on  September  26,  1957,  revealed  a half- 
moon-shaped  bony  defect  over  the  outer  aspect 
of  the  articular  margin  of  the  tibia  with  irregulari- 
ties and  defects  of  the  articular  margins  of  the 
joint  and  an  area  of  rarefaction  immediately 
below  the  spines  of  the  tibia  (Fig.  8) . 

In  view  of  the  admittedly  incomplete  debride- 
ment of  the  focus,  the  part  was  submitted  to  a 
further  operative  procedure  on  October  1,  1957, 
through  a complete  median  parapatellar  inci.sion 
excising  the  previous  scar.  Inspection  revealed 
many  adhesions  obliterating  the  inner  half  of  the 
joint  with  an  extensive  ijannus  over  the  inner 
condyle  of  the  femur,  the  intercondylar  notch, 
the  crucial  ligaments,  and  the  spines  of  the  tibia. 
The  articular  cartilage  in  the  region  of  the  spines 
of  the  tibia,  the  lateral  tuberosity  of  the  tibia, 
and  the  lateral  condyle  of  the  femur  at  the  inser- 
tion of  the  lateral  collateral  ligament  were 
eroded.  Granulation  tissue  also  was  noted  in 
the  suprapatellar  pouch.  The  pannus,  the  ex- 
ternal semilunar  cartilage,  the  infrapatellar  pad 
of  fat,  and  all  of  the  synovial  tissues  that  could  be 
reached  were  removed.  The  external  collateral 
ligament  was  reattached  to  its  upper  insertion 
and  the  joint  was  closed  without  drainage  after 
filling  it  with  a .solution  containing  V2  mg.  of 
Sigmamycin  per  cubic  centimeter  of  diluent.  On 
closure  of  the  joint  without  drainage  500  mg.  of 
isoniazid  were  injected  into  the  joint  and  a 
compression  bandage  was  applied. 

An  examination  of  the  tissues  removed  again 


revealed  tuberculous  granulations  containing 
many  hyperplastic  tubercles. 

The  patient  made  an  uneventful  recovery  save 
for  the  development  on  the  second  postoperative 
day  of  multiple  arthralgias,  angioneurotic  edema, 
and  hives  which  necessitated  the  discontinuance 
of  the  precautionary  use  of  the  antibiotic  drug. 
The  administration  of  isoniazid  was  not  inter- 
mitted. The  operative  site  healed  per  primam 
intentionem.  Active  motion  of  the  knee  was 
constantly  urged  on  the  patient,  and  jthysio- 
therapy  in  the  form  of  baking,  sinusoidal  stimula- 
tion, and  massage  was  administered  in  addition  to 
pool  therapy 

The  local  tenderness,  induration,  and  heat 
subsided  rapidly  and  by  the  thirt3^-fifth  post- 
operative day  the  patient  had  onl)'^  15  degrees  of 
motion  in  flexion  from  180  degrees  of  extension. 
On  that  daj"  the  knee  joint  was  manipulated 
under  general  anesthesia  tearing  manj'  adhesions 
and  obtaining  90  degrees  of  flexion  at  which 
angle  she  was  immobilized  in  a compression 
bandage. 

Active  and  passive  exercises,  traction,  and 
ph>'sical  therapj-  were  instituted  again  so  that 
at  the  time  of  discharge  from  the  hospital  thirty- 
nine  days  later  the  patient  walked  with  the  aid 
of  crutches,  presenting  a range  of  motion  from 
180  to  135  degrees. 

An  examination  of  the  patient  in  the  outpatient 
department  five  weeks  later  (Januarj^  22,  1958) 
revealed  a range  of  motion  from  175  to  95  degrees, 
some  local  heat,  but  no  lateral  or  anteroposterior 
instability".  Physical  therapy  was  continued  and 
the  patient  was  jjermitted  to  substitute  a cane  for 
her  crutches. 

On  Februaiy  19,  1958,  the  patient  was  able 
to  walk  3 blocks  without  discomfort,  the  normal 
depressions  about  the  knee  were  beginning  to 
reappear,  and  the  range  of  painless  motion  ex- 
tended from  180  to  80  degrees. 

In  October,  1958,  one  year  after  the  operation 
the  patient  had  no  complaints.  She  was  able  to 
walk  up  and  down  stairs  in  the  normal  fashion  and 
was  able  to  walk  without  a limp.  Extension  of 
the  knee  joint  was  complete  and  flexion  was 
limited  at  75  degrees.  Forced  motion  bej'ond 
that  point  was  painful.  There  was  no  swelling 
or  local  heat.  The  normal  depressions  about  the 
joint  had  reformed.  There  was  residual  atrophv 
of  the  thigh  and  calf  of  1 inch.  The  knee  joint 
was  atrophied  V4  inch  at  its  ujrper  pole  and  en- 
larged V4  inch  at  its  middle  and  lower  poles. 
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Fig.  9.  Case  5. — Anteroposterior  view  of  the 
knee  joint  (May  27,  1959,  nineteen  months  subse- 
quent to  operation)  reveals  irregularities  of  the  joint 
space  which  is  not  unduly  narrowed,  relatively 
normal  bone  densities,  and  obliteration  of  eroded 
areas. 

The  patient  rejiorted  at  this  time  that  about  three 
months  previously  she  had  fallen  and  injured  her 
right  knee  and  subsequently  she  had  noted  an  in- 
crease in  the  range  of  motion. 

An  x-ray  examination  showed  irregularities  in 
the  joint  space  although  it  was  not  unduly 
narrowed  (Fig.  9).  There  were  punched-out 
areas  at  the  articular  margins.  The  bone 
densities  WTre  relatively  normal  throughout  and 
there  were  no  undue  soft-tissue  thickenings. 

This  case  report  is  noteworthy  because  of  the 
excellent  result  obtained  in  a joint  which  had  al- 
ready undergone  considerable  destruction  and  two 
previous  operative  procedures.  It  should  be 
noted  further  that  the  manipulation  under  an- 
esthesia which  was  sufficiently  forceful  to  tear 
many  adhesions  did  not  light  up  the  process  and 
was  very  effective  in  attaining  a good  range  of 
motion.  The  subsequent  fall  about  nine  months 


postopera tively  and  the  injury  to  the  same  knee 
merely  resulted  in  an  increased  range  of  motion. 
It  is  thought  that  in  view  of  the  absence  of  a 
lighting  up  of  the  process  in  the  face  of  a manipu- 
lative trauma  and  the  subsequent  unintentional 
trauma,  the  remineralization  of  the  bones,  and 
the  persistence  of  the  good  result  the  tuberculous 
focus  has  in  all  probability  been  eradicated. 

Case  6. — In  the  previously  mentioned  publica- 
tion by  Buchman  and  Fenton'^  a detailed  report 
was  made  of  a six-3^ear-old  Negro  boj’  whose  right 
hij)  joint  was  submitted  to  a thorough  debride- 
ment of  a proved  tuberculosis  under  an  antibiotic 
and  antituberculous  chemotherapeutic  umbrella 
on  June  10,  1952.  It  also  was  stated  that  as  of 
“November  11,  1952,  the  jiatient  walked  well 
without  a limji  or  pain  and  presented  a normal 
range  of  painless  passive  motion.” 

The  jiatient  has  remained  under  observation 
and  at  the  present  time  almost  eight  j^ears  sub- 
sequent to  the  operative  intervention  and  chemo- 
theraiij"  has  retained  a full  range  of  painless 
active  and  passive  motion  and  normal  function. 

Subsequent  to  the  operative  intervamtion 
mentioned  in  case  6,  3 additional  children  and  1 
adult  with  hip  disease  came  under  our  care.  All 
were  treated  similarly'  and  all  have  retained 
normal  function.  The  adult  patient  is  still  un- 
der active  treatment  and  is  not  as  >"et  ready  for 
final  evaluation  because  of  the  time  element. 
The  prospect  for  a result  similar  to  that  in  Case 
6 seems  to  be  good. 

Case  7. — A two-year-eight-month-old  Negro 
girl  was  admitted  to  the  hospital  on  June  1,  1953, 
with  a history  of  a limj)  and  difficulty  in  walking 
of  two  weeks  duration.  The  child  cried  on 
palpation  of  the  heel  and  appeared  to  experience 
pain  on  bearing  weight  on  the  heel.  There  was 
swelling,  tenderness,  local  heat,  and  pain  on 
motion.  The  left  thigh  was  atrophied  V4  inch. 
The  left  calf  was  atrophied  Vi  inch.  The  sedi- 
mentation rate  was  93.  The  white  blood  count 
was  10,600.  The  tuberculin  test  in  the  highest 
dilution  showed  positive  results.  A second  test  in 
a lower  dilution  (purified  protein  derivative 
0.005)  produced  an  area  of  necrosis.  An  x-ray 
study  of  the  chest  revealed  a small  fibrotic  nodule 
in  the  left  upper  lobe.  Gastric  washings  on 
June  6,  1953,  and  Julj’  6,  1953,  were  positive  for 
tubercle  bacilli  in  six-week  cultures.  An  x-ra}’ 
examination  of  the  left  heel  revealed  a large 
cystified  area  with  several  trabeculae  in  the  bodj' 
of  the  os  calcis  (Fig.  10).  The  cortex  was  greatly 
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Fig.  10.  Case  6. — Lateral  view  of  heel  (May  26, 
1953)  reveals  a large  cystified  area  with  several 
trabeculae  through  this  area  and  foci  of  increased 
densities,  erosion,  and  rarefaction  of  inferior  sur- 
face of  neck  of  astragalus  with  overlying  area  of 
rarefaction. 

thinned.  There  was  an  area  of  erosion  and  rare- 
faction on  the  inferior  surface  of  the  neck  of  the 
astragalus  opposite  the  cystified  areas  in  the  os 
calcis.  On  June  10,  1953,  the  heel  was  ap- 
proached through  a lateral  incision.  The  cortex 
of  the  os  calcis  was  readily  perforated  and  a thin, 
greenish,  purulent  discharge  exuded  from  the 
wound.  Subsequent  to  a thorough  curettage  of 
the  lesion  nothing  but  a thin  shell  of  cortex  re- 
mained. A perforation  was  encountered  in  the 
roof  of  the  cavity.  This  led  to  the  astragalus 
which  also  was  curetted  thoroughly.  The  area 
was  then  irrigated  with  an  oxytetracycline  solu- 
tion and  after  reapproximation  of  the  periosteum 
150  mg.  of  iproniazid  phosphate  (Marsilid)  were 
injected  into  the  focus.  The  wound  was  closed 
without  drainage,  and  the  part  was  immobilized 
in  a compression  bandage.  A microscopic  exam- 
ination of  sections  of  the  tissue  revealed  necrosis 
of  bone  and  many  caseating  and  noncaseating 
tubercles  in  the  marrow  spaces  as  well  as  in  the 
soft-tissue  specimens.  The  patient  made  an 
uneventful  recovery  and  the  wound  healed  per 
primam  intentionem.  On  July  1,  it  was  noted 
that  the  child  was  bearing  weight  on  the  affected 


foot.  Dorsiflexion  with  the  knee  in  full  extension 
was  possible  to  85  degrees,  plantar  flexion  to  135 
degrees,  inversion  to  35  degrees,  and  eversion  to 
the  midline.  The  ijironiazid  phosphate  was  dis- 
continued on  July  29,  1953,  when  the  patient  was 
discharged. 

When  the  patient  was  seen  on  April  7,  1954, 
there  were  no  complaints  whatsoever.  She 
walked  without  a limp.  There  was  no  local  heat, 
swelling,  tenderness,  or  limitations  of  motion. 
The  left  calf  was  atrophied  Vs  inch.  A roentgeno- 
graphic  examination  revealed  that  there  had  been 
considerable  reformation  of  the  os  calcis  with  no 
evidence  of  any  disease  activity. 

The  patient  remained  under  periodic  observa- 
tion and  when  examined  on  December  30,  1959, 
she  had  no  complaints,  notwithstanding  that  she 
indulged  in  all  activities  normal  for  a child  of  her 
age.  There  was  a complete  range  of  painless 
motion  at  the  ankle  and  subastragalar  joints. 
Measurements  revealed  an  atrophy  of  Vs  inch  of 
the  left  calf.  An  x-ray  study  revealed  no  evidence 
of  the  pre-existing  disease  (Fig.  11). 

This  case  history  is  cited  to  show  that  an 
extensive  osteomyelitic  lesion  of  tuberculous 
origin  will  respond  most  satisfactorily  to  focal 
debridement  under  chemotherapeutic  control. 

Not  all  patients  were  as  fortunate  as  those 
cited  in  the  preceding  cases.  Many  who 
came  under  observation  presented  joint 
lesions  so  extensive  that  recovery  of  motion 
was  not  to  be  expected.  These  were 
subjected  to  arthrodesing  procedures  in 
conjunction  with  excision  of  the  focal  lesion 
under  antibiotic  and  antituberculous  con- 
trol. These  have  done  well  but  for  the  loss 
of  joint  motion. 

In  the  early  days  the  regimen  employed 
in  this  series  of  cases  included  iproniazid 
phosphate  which  was  discontinued  after 
several  incidents  of  toxic  manifestations. 
Our  routine  now  consists  of  the  administra- 
tion of  isoniazid  (isonicotinic  acid  hydrazide) 

4 to  6 mg.  per  kilogram  of  body  weight 
divided  into  three  or  four  daily  doses  for 
several  days  prior  to  the  operative  inter-  | 
vention.  At  the  close  of  the  operative 
procedure  the  intramuscular  form  of  the  I 
drug,  one  to  two  times  the  daily  dose,  is  I 
injected  into  the  focal  area.  Subsequent 
to  the  operative  procedure  the  drug  in  dosage 
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Fig.  11.  Case  6. — Lateral  views  of  both  heels  (May  12,  1959,  six  years  postoperative)  reveal  no  evidence 

of  pre-existing  disease. 


and  frequency  similar  to  that  given  pre- 
operatively  is  administered  for  six  months  to 
one  year.  Para-amino  salicylic  acid  and 
streptomycin  have  not  been  used  in  any  of 
these  cases  with  the  exception  of  those 
presenting  open  pulmonary  lesions  and  then 
only  on  the  request  of  the  medical  attend- 
ants. By  far  the  great  majority  of  cases 
have  healed  per  primam  intentionem,  and 
the  few  which  drained  at  the  time  of  the 
first  dressing  healed  soon  thereafter. 

In  addition  to  the  foregoing  cases  all 
cases  submitted  to  operative  intervention 
were  subjected  to  the  precautionary  use  of  a 
broad-spectrum  antibiotic  using  250  mg. 
every  three  hours  for  twenty-four  hours  prior 
to  operative  intervention  and  intravenous 
infusion  of  500  mg.  in  1,000  cc.  of  diluent 
during  the  operation,  a local  wash  and  in- 
stillation during  the  procedure  containing 
V2  mg.  per  cubic  centimeter  of  normal 
saline,  and  the  postoperative  use  of  250 
mg.  of  the  drug  every  three  hours  for 
approximately  ten  days.  The  3:00  a.m. 
dose  was  usually  omitted  and  accounted  for 
by  administering  500  mg.  at  midnight. 

Summary 

The  purpose  of  this  presentation  is  to 


demonstrate  that  since  the  introduction  of 
iproniazid  (Marsilid)  and  isoniazid  (Rimi- 
fon)  the  treatment  of  tuberculosis  of  bones 
and  joints  has  undergone  a revolutionary 
change  in  that  the  surgical  interventions  for 
the  eradication  of  the  focus  necessary 
because  of  the  avascularity  of  the  lesion  may 
be  undertaken  as  soon  as  the  patient  comes 
under  observation,  to  the  end  that  motion 
of  the  involved  joint  may  be  retained. 
Tuberculous  arthritis  and  osteomyelitis  like 
pyogenic  arthritis  and  osteomyelitis  should 
with  the  exception  of  very  early  lesions  be 
subjected  to  operative  intervention  under 
antituberculous  and  antibiotic  chemo- 
therapy to  obtain  results  superior  to  those 
obtained  in  days  gone  by. 

Finally,  it  should  be  noted,  though  it  was 
not  mentioned  in  the  body  of  this  presenta- 
tion, that  with  the  early  operative  eradica- 
tion of  the  focus  and  the  resultant  retention 
of  motion  there  has  developed  a radical 
change  in  the  economic  aspects  of  the 
disease.  Hospitalization  of  years  and  years 
has  now  been  reduced  to  a matter  of  a few 
months.  The  savings  in  loss  of  time  from 
work  or  school  and  above  all  the  increase 
in  earning  capacity  due  to  retention  of 
function  and  the  comforts  related  thereto 
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are  beyond  calculation. 
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Discussion 

J.  William  Fielding,  M.D.,  New  York  City. — 
Dr.  Buchman  has  presented  an  excellent  review 
of  his  experiences  on  the  surgical  treatment  of 
tuberculosis  of  bones  and  joints  under  an  um- 
brella of  antituberculous  and  antibiotic  drugs. 
He  has  clinicallj'  demonstrated  several  of  his 
patients  who  represent  long-term  follow-ups  and 
good  results  of  his  method  of  management  of 
these  problems.  This  has  served  to  underline 
his  conclusions  and  to  further  impress  the  value 
of  this  course  of  treatment. 

I would  like  to  suggest  a word  of  caution  in 
interpreting  these  cases  even  though  at  present 
they  represent  excellent  results.  That  is  that 
when  we  are  dealing  with  a disease  such  as 
tuberculosis  the  final  result  is  known  only  when 
the  last  chapter  of  life  is  written.  Dr.  Buchman 
has  shown  2 patients  who  had  tuberculosis  of  the 
sjfine  and  who  had  surgical  fusion.  In  mj' 
opinion  these  individuals  were  adequately  treated 
by  the  fusion,  and  this  may  have  been  one  of  the 
main  reasons  for  their  present  excellent  physical 
condition. 

In  conclusion  I would  like  to  congratulate 
Dr.  Buchman  for  an  excellent  presentation  of  a 
tunely  subject  documented  without  question 
by  clinical  demonstrations. 


Pain  in  Peptic  Ulcer 


According  to  an  article  in  the  A7tierican  Journal 
of  the  Medical  Sciences  by  Anthony  M.  Kasich, 
M.D.,  Harry  D.  Fein,  M.D.,  and  Austin  P.  Bole- 
man,  Jr.,  M.D.,  the  re.sults  once  again  lend  support 
to  the  theory  that  the  pain  of  ulcer  is  due  to  irrita- 


tion by  hydrochloric  acid.  When  acid  was  in 
contact  with  the  ulcer,  there  was  pain.  AMien  hy- 
drochloric acid  was  prevented  from  reaching  the 
ulcer,  there  was  no  pain. — Current  Medical  Digest, 
July,  1961 
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; Traumatic  Rupture  of  the  Gallbladder  Due  to  a 

Nonpenetrating  Injury 

^ BIRENDRA  SINHA,  M.D.,  AND  BERNARD  B.  WETCHLER,  M.D.,  F.A.C.S.,  NEW  YORK  CITY 
I {From  the  Department  of  Surgery,  Lincoln  Hospital,  Bronx,  New  York) 


Although  intra-abdominal  injuries  fol- 
lowing nonpenetrating  traumas  of  the 
(|  anterior  abdominal  wall  are  being  encoun- 
||  tered  with  increasing  frequency,  a traumatic 
f rupture  of  the  gallbladder  is  still  a rare 
j entity.  When  diagnosed  early,  this  process 
is  amenable  to  surgical  correction  with 
I gratifying  results,  while  its  counterpart, 
conservative  therapy  with  nonsurgical  in- 
tervention, is  almost  universally  fatal. 
The  authors  recently  have  encountered  a 
, case  which  was  treated  successfully  surgi- 
j cally,  and  we  believe  that  it  would  be  ad- 
vantageous at  this  time  to  review'  this  case 
in  conjunction  w'ith  the  50  reported  cases 
in  the  literature,  accompanied  by  a thorough 
study  of  the  entire  subject. 

I Historical  Revieiv 

As  early  as  1903,  Lew^erenz*  reported  an 
i historical  review  of  63  cases  of  subcutaneous 
traumatic  rupture  of  the  gallbladder,  liver, 
and  biliary  passages,  including  1 case  of 
his  owm.  Ricketts,  in  1905,^  presented 
another  historical  review  w'hich  included 
both  traumatic  and  spontaneous  ruptures 
of  the  gallbladder.  Norgore,  in  1946,^ 
review'ed  the  literature,  reporting  1 case  of 
his  owai  and  31  other  proved  cases  of  sub- 
cutaneous traumatic  rupture  of  the  gall- 
bladder. These  w'ere  collected  from  three 
sources:  historical  reviews  by  Lewerenz, 
those  by  Ricketts,  and  from  original  articles 
appearing  betw'een  1905  and  1944.  From 
the  latter  series  he  carefully  selected  only 
the  cases  of  rupture  of  the  gallbladder  w'hich 
were  proved  either  by  e.xploratory  laparot- 
omy or  by  autopsy,  provided  there  w'as  no 
evidence  of  disease  of  the  gallbladder. 
Mentzer,  in  1934,^  quoted  a case  by  Labrosse 


of  traumatic  rupture  of  the  gallbladder. 
An  additional  case  is  discussed  by  Weiss. ^ 
Since  then  case  reports  have  been  published 
by  Coulter,®  New'ell,^  Eklof,®  Barbi.sio,® 
and  Kats.*®  Two  additional  cases  of  rup- 
ture of  the  gallbladder  due  to  blunt  traumas 
W'ere  described  by  Smith  and  Maguire” 
w'hile  discussing  Newell’s  article.  More 
recently,  case  histories  have  been  published 
by  Benson  and  Prust,”  Smith  and  Hast- 
ings,^® Grimes  and  Steinbach,”  Hall  et  al.,^^ 
Knepper,  Riddell,  and  iVIcDanieV®  and 
Manlove,  Quattlebaum,  and  Ambrus.”  To 
date,  the  entire  published  series  of  ruptures 
of  the  gallbladder  caused  by  blunt  trauma 
totals  approximately  50  cases. 

Etiology 

The  subcutaneous  traumatic  rupture  of 
intra-abdominal  organs,  such  as  the  liver 
and  the  spleen,  is  much  more  frequent  than 
that  of  the  gallbladder.  This  is  becau.se 
of  the  protection  usually  provided  to  the 
gallbladder  by  the  overlying  liver.  Hollow' 
viscera  are  more  susceptible  to  bursting 
because  of  the  conversion  of  a traumatic 
blow  into  increased  hydraulic  pressure. 
When  this  force  within  the  gallbladder 
exceeds  the  tensile  strength  of  its  w'all,  the 
gallbladder  ruptures.  Therefore,  any  con- 
dition that  produces  distention  of  this  vis- 
cera will  favor  such  an  injury.  Knepper, 
Riddell,  and  McDanieP®  have  considered 
that  physiologic  distention  of  the  gall- 
bladder following  a meal  may  be  a possible 
predisposing  cause.  Similarly,  NewelF  has 
stated  that  external  trauma  cannot  possibly 
tear  the  gallbladder  unless  the  organ  is  dis- 
tended at  the  time  of  the  injury  either  by 
cystic  duct  occlusion  as  in  Siegal’s®®  case 
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or  for  some  other  reason.  The  most  fre- 
quent cause  of  a rupture  of  the  gallbladder 
is  the  “steering  wheel  injury”  which  occurs 
in  automobile  accidents.  To  a lesser  extent 
the  etiologic  factor  has  been  a fall  from  a 
considerable  height  or  a direct  blow  to  the 
anterior  portion  of  the  abdominal  wall  as 
exemplified  by  an  ensuing  case  report  in 
this  article.  It  may  seem  that  a concomi- 
tant rupture  of  the  gallbladder  and  the  fiver 
should  occur  more  frequently  than  injury 
to  the  gallbladder  alone  because  of  the  ana- 
tomic proximity  of  the  two  organs;  how- 
ever, contrary  to  this  belief,  the  combined 
lesion  is  rarer  than  that  in  the  gallbladder 
alone.  There  are  only  5 cases  of  the  com- 
bined injury  reported  in  the  literature, 
and  these  were  reported  by  Brown, 
Newell,^  Smith  and  Hastings,^®  Hall  et 
and  Manlove,  Quattlebaum,  and 
Ambrus.^’  The  last  case  was  unusual  be- 
cause the  injury  to  the  fiver  was  unrecog- 
nized at  the  time  of  the  initial  exploration, 
with  the  resulting  necrosis  and  sloughing 
of  the  injured  fiver  tissue  necessitating  a 
second  operative  procedure. 

Pathology 

Injuries  to  the  gallbladder  are  classified 
as  contusions,  avulsions,  and  lacerations. 

Contusions. — A contusion  of  the  gall- 
bladder, as  a contusion  of  any  other  intra- 
abdominal viscera,  occurs  more  often  than 
is  recognized.  The  signs  and  symptoms  of 
this  entity  usually  are  vague  and  transitory 
and  seldom  necessitate  an  exploratory  lap- 
.arotomy.  The  diagnosis  usually  is  estab- 
lished as  an  incidental  finding  during  an 
:abdominal  operative  procedure  for  a con- 
icomitant  intra-abdominal  injury.  This 
pathologic  state  usually  resolves  spon- 
taneously and  seldom  requires  any  operative 
procedure.  Epstein  and  Lipshutz,^  Haw- 
thorne, Oaks,  and  Neese,^^  and  Sandblom22 
have  reported  cases  of  hemorrhage  through 
the  biliary  ducts  caused  by  contusion  of  the 
{.gallbladder. 

Avulsions. — In  an  avulsion  of  the  gall- 
blavdder  the  organ  is  torn  from  its  fiver  bed 


and  either  lies  free  in  the  abdominal  cavity 
or  occasionally  is  found  attached  to  the 
fiver  by  only  a few  threads.  This  condi- 
tion is  commonly  referred  to  as  the  trau- 
matic cholecystectomy  of  Brown.  Sim- 
ilar cases  have  been  reported  by  Lewerenz,* 
Robertson, 23  Moorhead, 2^  and  Smith  and 
Maguire.  “ In  the  last  case  an  intact  gall- 
bladder was  found  in  the  cul-de-sac. 

Lacerations. — Laceration  of  the  gallblad- 
der, commonly  referred  to  as  rupture  of  the 
gallbladder,  is  the  commonest  type  of  injury 
to  this  organ.  In  the  majority  of  the  re- 
viewed cases,  the  site  of  the  rupture  or 
laceration  has  been  the  fundus. 

A rupture  of  the  gallbladder  results  in  the 
leakage  of  bile  into  the  peritoneal  cavity 
with  ensuing  bile  peritonitis.  This  is  a 
hazardous  state  with  the  morbidity  and 
mortality  correlated  with  the  body’s  ability 
to  localize  the  condition  and  prevent  diffuse 
generalized  bile  peritonitis  which,  if  allowed 
to  persist,  is  associated  with  a high  mor- 
tality rate.  Fifield,  in  1926,2®  reported  a 
case  of  a traumatic  perforation  of  the  gall- 
bladder which  was  explored  two  months 
after  injury,  and  several  liters  of  walled- 
off  bile  were  evacuated,  resulting  in  the  com- 
plete recovery  of  the  patient.  Mentzer^ 
reported  the  case  of  Labrosse  who,  two  years 
after  the  injury,  removed  10  L.  of  encapsu- 
lated bile,  and  the  patient  recovered. 

The  toxic  action  of  bile  in  the  peritoneal 
cavity  is  well  known  although  the  exact 
mechanism  of  its  toxicity  is  still  elusive. 
Several  investigating  groups  stipulate  var- 
ious etiologic  factors  for  the  lethal  end  result 
of  bile  peritonitis.  The  most  popular  the- 
ory contends  that  the  toxicity  is  due  directly 
to  the  absorption  of  the  bile  salts  and  acids. 
The  next  group  believes  that  peritoneal 
bile  is  fatal  only  when  it  becomes  secondarily 
infected.  The  last  theory  states  that  chole- 
peritoneum  causes  a sudden  and  excessive 
amount  of  body  fluid  loss  into  the  peritoneal 
cavity  which  causes  fatal  shock. 

Diagnosis 

The  rapidity  of  establishing  the  diagnosis 
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of  rupture  of  the  gallbladder  depends  on 
the  degree  of  awareness  by  the  clinician 
of  this  entity.  The  patient  usually  gives 
a history  of  an  injury  to  the  abdomen. 
This  injury  can  result  from  a direct  blow 
with  an  object,  a steering  wheel  injury  dur- 
ing an  automobile  accident,  or  a fall  from 
a height.  This  is  usually  followed  by  com- 
plaint? of  pain  in  the  abdomen  or  is  pin- 
pointed to  the  right  upper  quadrant  of  the 
abdomen.  There  may  be  varying  degrees 
of  the  usual  associated  symptoms,  such  as 
pallor,  nausea,  vomiting,  sweating,  tachy- 
cardia, and  restlessness.  The  physical  signs 
are  related  to  the  general  status  of  the  pa- 
tient as  to  the  presence  of  shock  and  to  the 
local  abdominal  findings  of  peritoneal  irrita- 
tion. An  abdominal  examination  usually 
reveals  tenderness  with  associated  muscle 
spasm.  These  symptoms  increase  as  the 
duration  of  peritonitis  progresses.  Thus, 
the  signs  and  symptoms  are  not  specific  but 
rather  are  those  of  localized  peritonitis. 
In  the  later  stages,  however,  jaundice  caused 
by  the  absorption  of  bile  from  the  peritoneal 
cavity  may  focus  suspicion  on  the  biliary 
tract.  A roentgenologic  examination  of  the 
abdomen  is  not  conclusive  in  diagnosing  a 
rupture  of  the  gallbladder,  but  it  can  be 
extremely  helpful  in  ruling  out  an  associated 
rupture  of  a hollow  viscus. 

Treatment 

A traumatic  rupture  of  the  gallbladder, 
unless  treated  surgically,  is  uniformly  fatal. 
The  first  surgical  procedure  performed  for 
this  condition  was  by  Dixon  in  1887,  as  re- 
ported by  Lewerenz.*  A cholecystectomy 
was  performed,  but  the  patient  died  after 
the  operation.  The  year  1898  marked  the 
turning  point  for  the  treatment  of  a perfo- 
rated gallbladder.  Prior  to  that  date  there 
was  not  a single  reported  case  of  survival 
from  this  injury  with  or  without  surgery. 
Since  1898  there  have  been  only  2 fatalities 
in  the  group  which  was  treated  surgically. 
The  first  was  reported  by  Ricketts^  as  a 
case  of  Munn’s  in  which  the  patient  died 
thirty-six  hours  following  the  suture  of  a 


lacerated  gallbladder.  The  other  one  was 
reported  by  Hall  et  al.  in  which  the  patient 
sustained  a rupture  of  the  gallbladder, 
injuries  to  the  liver,  subarachnoid  hemor- 
rhage, and  multiple  fractures.  This  patient 
died  following  surgery. 

There  are  three  types  of  surgical  pro- 
cedures recorded.  There  were  6 cases  of 
suturing  of  the  laceration,  14  patients  had 
cholecystectomies  including  5 traumatic 
cholecystectomies,  while  5 patients  were 
subjected  to  cholecystostomy.  The  type 
of  surgical  procedure  one  utilizes  will  depend 
on  the  condition  of  the  patient,  the  type  of 
injury  to  the  gallbladder,  and  the  general 
condition  of  the  gallbladder  in  terms  of 
whether  or  not  it  is  diseased.  If  it  is  dis- 
eased, as  apparent  by  its  gross  appearance  or 
if  stones  are  present,  the  gallbladder  should 
be  removed  provided  the  patient’s  condition 
permits  such  a procedure.  If  the  gall- 
bladder is  not  diseased,  an  effort  should  be 
made  to  preserve  it  unless  the  extent  or 
severity  of  the  trauma  necessitates  its 
removal.  Manlove,  Quattlebaum,  and  Am- 
brus*^  have  stated  that  an  injury  to  the  gall- 
bladder conceivably  could  result  in  the 
organ  becoming  nonfunctional,  with  the 
formation  of  stones  secondary  to  an  infec- 
tion from  the  original  injury.  Therefore, 
cholecystectomy  is  the  procedure  of  choice. 
If  the  condition  of  the  patient  is  not  satis- 
factory, the  more  conservative  procedure 
of  cholecystostomy  should  be  performed. 
As  previously  mentioned,  the  results  of 
surgery  irrespective  of  the  type  of  procedure 
have  been  extremely  satsifactory. 

, The  following  case  is  presented  to  illustrate 
some  of  the  problems  of  blunt  injury  to  the 
abdomen  resulting  in  perforation  of  the 
gallbladder. 

Case  Report 

A fifty-three-year-old  Puerto  Rican  male  was 
admitted  to  Lincoln  Hospital  at  6:30  a.m.  on 
May  16,  1959,  with  the  chief  complaint  of  pain 
in  the  right  upper  quadrant  of  the  abdomen. 
There  was  no  associated  nausea  or  vomiting. 
The  patient  stated  that  the  pain  commenced 
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immediately  after  he  was  struck  in  the  abdomen 
with  a club  three  hours  previously. 

An  examination  revealed  a conscious  and  alert 
patient  who  was  not  in  acute  distress  and  who 
revealed  evidence  of  a moderate  intake  of  alcohol. 
The  vital  signs  consisted  of  120/80  mm.  Hg  blood 
l)ressure,  96  pulse,  and  99.4  F.  temperature. 
The  anterior  abdominal  wall  revealed  a slight 
contusion  in  the  right  upper  quadrant.  No 
abdominal  distention  was  present.  There  was 
tenderness  with  equivocal  rebound  phenomenon 
and  \'oluntary  muscle  spasm  of  the  upper  part 
of  the  abdomen.  No  abdominal  mass  could 
l)e  i)ali3ated,  and  the  bowel  sounds  w’ere  normal. 
A rectal  examination  produced  essentially  nega- 
tive findings.  It  was  then  learned  that  the 
l^atient  was  being  treated  for  a duodenal  ulcer 
of  two  years  duration.  X-ray  films,  including  a 
flat  plate  and  an  upright  film  of  the  abdomen  and 
chest,  failed  to  reveal  free  air  in  the  peritoneal 
cavity.  A laboratory  investigation  on  admission 
revealed  a white  blood  cell  count  of  7,000  with 
80  per  cent  polymorphonuclear  leukocytes,  a 
hemoglobin  of  12.5  Gm.  per  100  ml.,  and  essen- 
tially negative  urinalysis  findings. 

Since  the  signs  and  s3anptoms  on  admission 
were  not  conclusive,  it  was  decided  to  observe 
the  patient  carefully.  Twelve  hours  after  his 
admission  the  pain  in  the  right  upper  quadrant 
of  the  abdomen  had  progressed  in  intensity,  and 
there  was  definite  tenderness,  rigidity,  and 
rebound  phenomenon  present  in  the  right  upper 
quadrant.  Liver  dullness  still  was  present. 
There  was  no  significant  change  in  the  pulse  or 
blood  pressure,  while  the  white  blood  cell  count 
increased  to  10,750.  A roentgenologic  examina- 
tion at  this  tune  still  did  not  reveal  any  evidence 
of  free  air  in  the  peritoneal  cavity.  A tentative 
diagnosis  of  a ruptured  abdominal  viscus,  possibly 
the  liver,  was  established,  and  the  patient  was 
taken  immediately  to  the  operating  room  for  an 
exploratory  laparotomy. 

Lender  general  anesthesia  the  abdomen  was 
opened  through  an  upper  right  paramedian  in- 
cision. Bile-tinged  fluid  was  seen  immediately 
in  the  peritoneal  cavity.  The  fundus  of  the 
gallbladder  was  contused  markedly  with  an  e.x- 
travasation  of  bile  and  sanguineous  fluid  into  the 
subserosal  layer.  There  was  a small  perforation 
of  the  fundus  of  the  gallbladder  through  which 
bile  was  leaking  into  the  peritoneal  cavity. 
There  were  no  stones  in  the  gallbladder.  In 
addition  to  this  injury,  there  was  a contusion  of 


the  common  bile  duct  at  its  junction  with  the 
cystic  duct.  The  liver  was  not  injured.  An 
exploration  of  the  remainder  of  the  abdomen  did 
not  reveal  any  abnormality  except  an  old  healed 
duodenal  ulcer  on  the  anterior  wall  of  the  duo- 
denum with  some  scar  formation.  A cholecystec- 
tomy was  performed  in  a retrograde  manner.  A 
Penrose  drain  was  placed  in  the  Morrison’s 
pouch  and  exteriorized  through  a separate 
lateral  incision.  The  abdomen  was  closed  in 
layers. 

The  patient’s  postoperative  course  was  un- 
eventful, and  he  was  discharged  from  the  hospital 
on  the  fourteenth  postoperative  da3^ 

Summary 

1.  A rupture  of  the  gallbladder  caused 
by  a nonpenetrating  trauma  is  an  extremely 
rare  condition.  To  date  there  have  been 
only  50  cases  reported  in  the  literature. 

2.  Clinical  signs  and  symptoms  appear 
very  slowly  in  perforation  of  the  gallbladder. 
Therefore,  an  early  diagnosis  is  extremely 
difficult.  Once  the  diagnosis  is  suspected, 
a laparotomy  should  be  performed  soon. 
A traumatic  rupture  of  the  gallbladder,  un- 
less it  is  treated  surgically,  is  invariably 
fatal. 

3.  A case  report  of  a rupture  of  the  gall- 
bladder caused  by  a nonpenetrating  trauma 
has  been  presented  with  a collective  review 
of  all  the  reported  cases. 
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Case  History 

Jerome  Kamlet,  M.D.  : A thirty-year-old 
Negro  male  was  admitted  to  Knickerbocker 
Hospital  in  December,  1959,  with  a short 
history  of  weakness,  anorexia,  nausea,  vomit- 
ing, and  abdominal  discomfort.  He  was 
slightly  jaundiced,  and  the  liver  was  tender 
and  palpable  3 fingerbreadths  below  the 
costal  margin.  He  was  afebrile,  and  there 
were  no  other  positive  physical  findings. 
The  spleen  was  not  enlarged,  and  there  was 
no  ascites.  The  urine  showed  negative  find- 
ings for  bile  and  positive  findings  for 
urobilinogen  in  an  undiluted  specimen.  The 
serum  bilirubin  was  2.3  mg.  per  100  ml., 
cephalin  flocculation  4 plus,  thymol  turbidity 
8.3  units,  alkaline  phosphatase  5 units,  and 
transaminase  58  units.  The  hemogram, 
routine  blood  chemical  studies,  and  other 
liver  function  tests  all  showed  normal  find- 
ings. The  therapy  consisted  of  bed  rest  and 
supportive  measures.  He  responded  well 
and  was  discharged  as  improved  three  weeks 
after  his  admission. 

One  year  later  he  was  readmitted  with 
complaints  of  progressive  weakness,  malaise, 
feverishness,  and  anorexia  of  three  weeks 


duration.  He  had  noticed  gradual  swelling 
of  his  abdomen,  but  denied  recent  weight 
loss,  abdominal  pain,  food  intolerances, 
melena,  or  clay-colored  stools.  His  urine 
seemed  darker  than  usual.  There  was  mod- 
erate nausea  but  no  vomiting.  He  had  had 
no  recent  acute  infections. 

He  had  been  employed  as  a paint  sprayer 
in  an  automobile  plant  until  two  weeks  before 
his  first  admission  and  had  worked  previously 
as  a chrome  polisher.  However,  during  the 
period,  between  admissions  he  worked  as  a 
grocery  salesman.  He  admitted  to  a moder- 
ate intake  of  alcohol,  but  he  had  been  em- 
ployed steadily  and  had  always  eaten  well. 

A physical  examination  revealed  a well- 
developed,  well-nourished  Negro  male  with 
normal  vital  signs  who  was  somewhat  listless. 
The  scleras  were  muddy  and  questionably 
icteric.  The  skin  showed  no  purpura,  spider 
angiomas,  or  palmar  erythema.  There  was 
no  lymph  node  enlargement  in  the  neck  or 
elsewhere.  The  heart  and  lungs  were  within 
normal  limits.  The  abdomen  was  distended 
without  shifting  dullness  or  fluid  wave.  The 
liver  was  felt  6 fingerbreadths  below  the  right 
costal  margin ; it  was  smooth  and  not  tender. 
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The  spleen  was  felt  4 fingerbreadths  below 
the  left  costal  margin ; it  was  likewise  smooth, 
firm,  and  not  tender.  There  was  no  visible 
collateral  circulation.  A rectal  examination 
showed  negative  findings;  the  stool  was 
brown  and  showed  no  occult  blood.  There 
was  no  peripheral  edema  or  clubbing  of  the 
fingers.  A neurologic  examination  showed 
normal  findings. 

A urinalysis  was  unrevealing.  There  was 
no  bile  or  urobilinogen.  The  hemoglobin 
was  10.9  Gm.  per  100  ml.  The  white  cell 
count  was  2,300  with  63  per  cent  neutrophils, 
28  per  cent  lymphocytes,  7 per  cent  mono- 
cytes, and  2 per  cent  basophils.  The  platelet 
counts  ranged  from  138,000  to  188,000. 
The  bleeding  time,  clotting  time,  and  clot 
retraction  were  normal;  the  prothrombin 
time  was  17.8  seconds  (control  14.3).  The 
sedimentation  rate  was  10  mm.  per  hour.  A 
sickle  cell  preparation  and  a Coombs  test 
produced  negative  findings.  The  fasting 
blood  sugar  was  81  mg.  per  100  ml.,  non- 
protein nitrogen  31  mg.,  uric  acid  9.4  mg., 
serum  bilirubin  1.25  to  1.65  mg.,  total  cho- 
lesterol 80  mg.  with  46  mg.  esterified,  calcium 
8.8  mg.,  phosphorus  4.6  mg.,  total  protein 
5 Gm.  with  albumin  3.4  Gm.,  and  globulin 
1.6  Gm.  The  alkaline  phosphatase  was  4.2 
units  on  admission  and  later  rose  to  11.4 
units.  The  cephalin  flocculation  was  4 plus, 
transaminase  114  units,  and  bromsulphalein 
retention  2 to  5 per  cent  after  forty-five  min- 
utes. The  serum  electrolytes  were  within 
normal  limits.  A sternal  marrow  aspiration 
showed  maturation  arrest  with  hyperplasia 
in  the  early  forms  of  both  the  red  cell  and 
white  cell  series;  the  megakaryocytes  were 
reduced . Heterophili  c agglutination  and  lu- 
pus erythematosus  preparations  showed 
negative  findings.  Stools  for  occult  blood 
showed  intermittently  positive  findings. 

A chest  film  showed  a slight  elevation  of 
the  left  hemidiaphragm.  A flat  film  of  the 
abdomen  showed  hepatic  and  splenic  enlarge- 
ment. The  psoas  shadows  were  well  out- 
lined as  was  the  right  kidney.  The  outline 
of  the  left  kidney  could  not  be  distinguished. 
There  was  no  abnormal  calcification.  An 


upper  gastrointestinal  series  showed  no 
intrinsic  lesions  of  the  esophagus,  stomach, 
or  duodenum.  The  pars  media  was  com- 
pressed by  the  enlarged  liver  and  spleen,  and 
the  stomach  appeared  displaced  anteriorly. 

During  his  hospital  course  there  was  con- 
siderable variation  in  his  subjective  com- 
plaints. He  complained  chiefly  of  progres- 
sive abdominal  distention  with  mild  respira- 
tory distress,  weakness,  and  variable  malaise. 
Shortly  after  his  admission  an  intermittent 
spiking  fever  appeared.  Four  consecutive 
blood  cultures  yielded  coagulase-positive 
hemolytic  Staphylococcus  aureus  which  was 
sensitive  in  vitro  to  penicillin  and  erythro- 
mycin. Large  doses  of  these  antibiotics 
were  given  with  no  appreciable  remission  of 
the  fever.  The  fever  persisted,  but  the  pa- 
tient never  appeared  severely  or  acutely  ill, 
and  no  focus  of  infection  could  be  detected 
clinically.  Abdominal  distention  progressed 
rapidly,  and  a peritoneal  tap  was  attempted, 
but  no  fluid  was  obtained.  The  distention 
was  attributed  to  the  enlargement  of  the  liver 
and  spleen,  both  of  which  now  extended  to 
the  pelvic  brim.  Hematologic  values  and 
blood  chemical  studies  remained  relatively 
stable.  Episodic  drops  in  hemoglobin  down 
to  about  8 Gm.  per  100  ml.  were  noted,  but 
there  was  no  clear-cut  evidence  of  hemolysis. 
During  this  period  reticulocyte  counts  up  to 
5.4  per  cent  were  observed,  and  peripheral 
blood  smears  exhibited  varying  degrees  of 
hypochromia,  anisocytosis,  and  poikilocy- 
tosis.  Therapy  consisted  of  symptomatic 
measures,  antibiotics  as  stated,  and  blood 
transfusions. 

An  operation  was  performed  on  the  tenth 
hospital  day,  and  another  operation  was  per- 
formed on  the  twentieth  hospital  day. 

Discussion 

Marcel  Tuchman,  M.D.  : Splenomegaly, 
bone  marrow  hyperplasia,  normocytic,  nor- 
mochromic anemia,  leukopenia,  thrombocy- 
topenia, and  reticulocytosis  have  been  pro- 
duced experimentally  by  the  intraperitoneal 
administration  of  methyl  cellulose  to  rats.^ 
The  spleen,  the  liver,  and  the  kidneys  be- 
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came  infiltrated  with  the  so-called  “storage 
cells,”  or  macrophages.  Hemolysis  was 
thought  to  play  a part  in  the  pathogenesis  of 
the  anemia. 

This  experimentally  produced  hypersplen- 
ism  related  to  hepatosplenic  involvement 
reflects  many  aspects  encountered  in  the  case 
under  discussion. 

On  his  first  hospital  admission  in  Decem- 
ber, 1959,  this  thirty-year-old  Negro  male 
presented  a short  history  of  weakness,  ano- 
rexia, nausea,  and  vomiting  associated  with 
abdominal  discomfort.  The  clinical  and  lab- 
oratory findings  of  mild  icterus,  tender 
hepatomegaly  without  splenomegaly  associ- 
ated with  abnormalities  in  the  flocculation 
tests,  and  slight  elevations  of  the  serum 
bilirubin  and  glutamic  oxaloacetic  acid  trans- 
aminase were  entirely  consistent  with  acute 
viral  hepatitis.  His  clinical  response  within 
three  weeks  corroborated  that  impression. 

However,  one  year  later,  in  December, 
1960,  after  a relatively  symptom-free  inter- 
val, the  patient  was  readmitted  with  a three- 
week  history  of  progressive  weakness,  ma- 
laise, fever,  anorexia,  swelling  of  the  abdo- 
men, and  dark  urine.  The  absence  of  weight 
loss,  pain,  and  tarry  or  clay-colored  stools 
should  be  noted. 

The  patient  worked  for  some  time  as  a 
paint  sprayer  and  chrome  polisher  in  a small 
auto  shop,  and  he  admitted  to  a moderate 
alcoholic  intake  but  with  good  dietary  habits. 

The  salient  physical  findings  on  this  ad- 
mission included  a good  state  of  nutrition, 
absence  of  lymphadenopathy,  mild  listless- 
ness, questionable  icterus,  marked  hepatic 
and  splenic  enlargement,  and  the  fact  that 
both  organs  were  smooth  and  nontender 
without  the  stigmas  of  cirrhosis.  The  abdo- 
men was  distended  without  definite  evidence 
of  ascites  or  collateral  circulation.  No  pe- 
ripheral edema  was  noted. 

The  informative  laboratory  data  are  the 
normocytic,  normochromic  anemia,  the  mod- 
erate leukopenia  and  the  lowered  platelets, 
the  maturation  arrest  in  the  bone  marrow, 
and  the  nonspecific  derangement  of  liver 
function  tests.  The  absence  of  bile  or 


urobilinogen  in  the  urine  is  important.  The 
elevated  uric  acid  should  be  noted,  yet  its 
significance  in  this  case  is  somewhat  nebu- 
lous. 

The  chest  x-ray  film  is  not  necessarilj''  out- 
side the  normal  range;  however,  the  eleva- 
tion of  the  left  diaphragm  and  a somewhat 
prominent  right  hilum  should  be  noted.  On 
the  abdominal  flat  film  both  psoas  shadows 
and  the  properitoneal  fat  are  visible,  suggest- 
ing an  absence  of  retroperitoneal  masses  and 
ascites.  The  presence  of  a large  spleen  and 
liver  is  confirmed.  The  gastrointestinal  se- 
ries shows  a downward  displacement  of  the 
fundus  by  a large  spleen  suggested  by  the 
distance  between  its  superior  outline  and  the 
diaphragm.  The  lesser  curvature  of  the 
stomach  is  diffusely  displaced,  probably  by  a 
large  liver.  The  absence  of  any  localized 
irregular  indentation  which  would  suggest 
nodes  in  the  retrogastric  space  is  of  note. 
The  splenic  and  hepatic  flexures  of  the  colon 
are  depressed  because  of  hepatospleno- 
megaly. 

The  patient  is  described  as  not  appearing 
severely  or  acutely  ill,  yet  he  complained  of 
increasing  abdominal  distention  causing  re- 
spiratory distress,  weakness,  malaise,  and  a 
spiking  fever.  Four  positive  cultures  for 
Staphylococcus  aureus  were  obtained.  How- 
ever, there  was  no  response  to  the  antibiotics 
of  choice.  Progressive  drops  in  hemoglobin 
requiring  blood  transfusions  occurred  with- 
out any  obvious  bleeding  and  with  the  con- 
current rise  in  reticulocytes. 

Two  operative  procedures  were  performed 
on  the  tenth  and  twentieth  hospital  days. 

Thus,  a young  Negro  male  suffering  from  a 
progressive  hepatosplenomegaly,  anemia,  leu- 
kopenia, and  fever  is  presented  for  differen- 
tial diagnosis. 

In  an  attempt  to  reconstruct  the  patho- 
genesis may  we  assume  that  in  December, 
1959,  this  patient  had  suffered  acute  viral 
hepatitis?  Becau.se  splenomegaly,  anemia, 
and  leukopenia  were  absent  during  the  first 
admission,  they  may  be  assumed  to  be 
secondary  to  the  liver  abnormality  which 
preceded  it. 
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The  history  and  the  clinical  and  chemical 
findings  on  the  first  admission  are  certainly 
consistent  with  acute  viral  hepatitis.  Ad- 
mittedly, the  only  slightly  elevated  serum 
glutamic  oxaloacetic  transaminase  is  some- 
what disturbing,  but  it  is  difficult  to  reject  so 
tempting  a diagnosis  on  the  basis  of  one  test. 
Also,  one  may  argue  that  the  hepatitis  may 
have  been  subsiding  at  the  time  of  the  test 
and  therefore  the  serum  glutamic  oxaloacetic 
transaminase  level  was  declining  or  that  had 
serum  glutamic  pyruvic  transaminase  been 
done  it  would  have  been  elevated  more  signif- 
icantly. 

Is  this  initial  episode  consistent  with  toxic 
hepatitis? 

Checking  up  on  paints  used  for  spraying, 
I learned  that  they  do  not  contain  halogen- 
ated  hydrocarbons,  only  turpentine,  nitro- 
cellulose acetate,  and  alcohol.^  In  chrome 
polishing  one  employs  products  containing 
chrome  rouge  or  chromic  oxide  which  can  be 
responsible  for  interstitial  pneumonitis,  and 
lacquer  nitrocellulose  with  aromatic  con- 
taminants containing  benzol  compounds 
which  are  potential  bone  marrow  depres- 
sants. 

None  of  these  compounds  is  hepatotoxic. 
On  the  other  hand,  since  the  patient  worked 
in  a small  auto  shop,  one  may  speculate  that 
he  did  all  the  work  himself,  using  carbon 
tetrachloride  for  cleaning  the  grease  from 
old  cars  before  painting  them.  This  could 
have  played  a part  in  the  etiology  of  his  liver 
disease.  Yet,  the  mildness  of  the  clinical 
course,  the  absence  of  hemorrhagic  tenden- 
cies, the  low-grade  icterus,  and  the  absence 
of  renal  involvement  speak  against  the  diag- 
nosis of  toxic  hepatitis. 

Incidentally,  a frequent  occurrence  of 
cholestasis  with  a significantly  elevated  alka- 
line phosphatase  and  a significant  percentage 
of  unaltered  flocculation  tests  makes  the 
diagnosis  of  toxic  hepatitis  in  this  case  much 
less  likely. 

What  may  have  transpired  in  the  interval 
between  the  two  admissions?  The  patient 
may  have  had  persistent  anatomic  abnormal- 
ities in  the  liver  without  any  clinical  mani- 


festations. Also,  a subacute  stage  could  have 
persisted  as  a nonicteric  phase  of  chronic 
hepatitis  and,  at  the  time  of  the  second  ad- 
mission, be  entering  a phase  of  septal  cirrho- 
sis. While  Laennec’s  cirrhosis  is  still  not 
universally  accepted  as  a sequel  of  hepatitis, 
anywhere  from  7 to  33  per  cent  of  the  pa- 
tients with  this  form  of  liver  disease  report 
antecedent  jaundice.  Kunkel  and  Labby^ 
reported  5 cases  of  postnecrotic  cirrhosis  in 
which  a very  marked  liver  enlargement  was 
observed.  A characteristic  feature  of  these 
cases  was  marked  splenic  enlargement.  Of 
interest  was  the  observation  that  the  liver 
was  not  necessarily  nodular  but  smooth  in 
some  cases  too,  and  that  the  histologic  pic- 
ture of  Laennec’s  and  the  postnecrotic  cirrho- 
sis may  coexist  in  the  same  liver. 

I therefore  believe  that  this  patient  devel- 
oped a cirrhosis  after  the  infectious  hepa- 
titis. 

What  predominated  the  clinical  picture 
on  the  second  admission,  however,  was  the 
hypersplenism.  The  enlarged  spleen  asso- 
ciated with  leukopenia,  thrombocytopenia, 
normocytic,  normochromic  anemia  at  least 
in  part  hemolytic  in  etiology,  and  the 
hyperplastic  bone  marrow  with  a predomi- 
nance of  the  younger  varieties  of  the  white 
and  red  cell  series  represents  a typical 
clinical  picture  of  congestive  splenomegaly 
previously  known  as  Banti’s  syndrome. 
Kunkel  and  Labby^  report  that  in  their 
patients  with  postnecrotic  cirrhosis,  leuko- 
penia, platelet  deficiency,  and  anemia  were 
the  predominant  characteristics.  Doan^  re- 
ported congestive  splenomegaly  as  the  lead- 
ing cause  of  hypersplenism,  far  ahead  of  all 
other  causes.  Congestive  splenomegaly  in 
turn  was  found  by  Thompson®  to  be  caused 
by  cirrhosis  of  the  liver  due  to  intrahepatic 
obstruction  in  over  60  per  cent  of  the  cases. 
One  may  eliminate  in  this  patient  an  extra- 
hepatic  cause  of  obstruction  along  the  portal 
vein  or  splenic  vein  because  of  the  large 
liver.®  In  extrahepatic  obstruction  the  liver 
is  either  normal  or  small  and  atrophic. 
Occlusion  of  the  hepatic  vein,  the  so-called 
Budd-Chiari  syndrome,  which  is  associated 
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with  rapidly  increasing  size  of  the  liver, 
leads  to  massive  ascites,  hematemesis,  pain 
over  the  liver,  and  frequently  to  shock, 
hepatic  coma,  and  death.  The  spleen  is 
usually  minimally  or  only  moderately  en- 
larged. This  is  most  uncommon  and  does 
not  apply  to  today’s  situation. 

The  absence  of  definite  evidence  of  portal 
hypertension  seems  to  be  the  weakest  point 
in  this  diagnostic  scheme.  Yet  the  failure 
to  visualize  esophageal  varices  on  x-ray 
examination  does  not  rule  out  their  existence. 
Also,  the  absence  of  ascites  was  not  definitely 
proved. 

Perry  Berg,  M.D.  : Do  you  think  a 
lymphoma  is  a good  possibility? 

Dr.  Tuchman:  This  is  the  most  impor- 
tant group  of  diseases  which  I considered  in 
the  differential  diagnosis  and  would  elimi- 
nate on  the  following  grounds;  Hodgkin’s 
disease  is  the  one  to  consider  most  seriously 
in  a male  in  the  third  decade.  However,  79 
per  cent  start  in  the  peripheral  lymph  nodes. 
In  89  early  cases  of  a series  of  212  observed 
at  Bellevue  Hospital,  only  1 had  hepato- 
megaly, and  3 had  splenomegaly  with  both 
organs  of  modest  size.  Of  123  advanced 
cases,  64  had  splenomegaly,  and  45  had 
hepatomegaly.  In  some  series  as  many  as 
100  per  cent  of  patients  with  Hodgkin’s 
disease  presented  with  peripheral  lymph 
node  involvement.  In  addition,  in  40  per 
cent  of  the  early  cases  mediastinal  invasion 
or  plemal  effusion  was  found.  Their  ab- 
sence here,  I believe,  speaks  against  this 
diagnosis.  It  also  may  be  of  some  im- 
portance that  in  Doan’s  series  Hodgkin’s 
disease  was  associated  with  hypersplenism 
in  only  5 instances  as  compared  with  42 
cases  caused  by  cirrhosis.  Hodgkin’s  sar- 
coma, in  which  half  of  the  cases  may  lack 
peripheral  lymphadenopathy,  affects  an 
older-age  group.  Splenomegaly  is  not  too 
common  and  not  too  prominent  unless  a 
leukemic  picture  is  present.  The  average 
age  of  lymphosarcoma  victims  is  forty  to 
fifty  years.  Two  thirds  of  a group  of  196 
cases  never  showed  extranodal  involvement.^ 
Lymphosarcoma  most  commonly  begins  in 


and  runs  its  early  course  in  lymph  nodes. 
Of  the  one-third  that  start  extranodally,  65 
per  cent  involve  structures  in  the  head,  such 
as  the  tonsils  and  the  nasopharynx.  In  only 
8 per  cent  of  this  large  series  was  there  a 
palpable  liver  and  in  21  per  cent  a palpable 
spleen. 

How  could  one  explain,  on  the  basis  of  the 
diagnosis  of  lymphoma,  the  discrepancies 
present  in  our  case?  In  addition,  one  must 
consider  the  normal  sedimentation  rate, 
absence  of  weight  loss,  debility,  and  so  forth 
after  one  year  of  illness.  Last,  one  would 
have  a hard  time  explaining  the  first 
admission  and  the  one-year  symptom-free 
interval  on  the  basis  of  a usually  progressive 
disease.  The  latter  argument  also  applies 
to  tuberculosis  which  I considered  in  passing. 

Also,  in  passing,  I will  dismiss  the  diag- 
nosis of  myeloid  metaplasia  from  any  serious 
consideration  on  the  basis  of  the  hyperplastic 
bone  marrow. 

Michael  S.  Bruno,  M.D. : If  this  is,  as 
you  say,  advancing  postnecrotic  cirrhosis, 
how  would  you  explain  the  intermittent 
spiking  fever? 

Dr.  Tuchman:  I would  attribute  this 

to  infection.  There  were  several  blood  cul- 
tures, positive  for  Staph,  aureus  and  I think 
these  are  real.  However,  I cannot  localize 
the  source  of  the  infection. 

Dr.  Berg:  I am  not  convinced  that  this 

is  a Banti  syndrome.  I think  lymphoma 
is  the  most  likely  possibility.  Not  only  are 
patients  with  lymphoma  prone  to  insidious 
intercurrent  infections  which  are  difficult  to 
localize,  but  lymphoma  can  be  found  below 
the  diaphragm  without  peripheral  lymph 
node  manifestations.  Also,  I think  that  the 
poor  response  of  the  infection  to  carefully 
chosen  antibiotics  helps  to  incriminate  dis- 
ease of  the  reticuloendothelial  system. 

Dr.  Bruno:  If  you  think  the  patient 

had  a lymphoma,  how  do  you  account  for  his 
prompt  recovery  following  his  first  ad- 
mission? 

Dr.  Berg:  There  are  two  possible  ex- 
planations. First,  his  illness  in  December, 
1959,  may  have  been  a true  viral  hepatitis 
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Fig.  1.  Needle  biopsy  of  the  liver  showing  exten- 
sive replacement  of  hepatic  parenchyma  by  cellular 
infiltrate. 


unrelated  to  his  second  admission.  Alter- 
|i  natively,  it  might  have  been  the  first  mani- 

I festation  of  the  lymphoma  then  followed 

if  by  a prolonged  spontaneous  remission.  Such 
;[  renaissions  can  occur  in  the  course  of  estab- 

ilished,  histologically  documented  lymphoma 
even  when  the  process  is  well  advanced. 
Why,  then,  can  it  not  occur  early  in  the 
I course  of  the  disease  when  it  is  not  anatomi- 
cally extensive  and  when  its  clinical  manifes- 
j tations  are  substantially  latent?  There  are  a 
number  of  cases  on  record  in  which  splenec- 
tomy has  been  done  for  hypersplenism  with 
no  overt  manifestation  of  lymphoma,  only  to 
I have  a lymphoma  appear  at  a considerable 
interval,  even  six  or  eight  years  after  the 

(splenectomy. 

William  B.  Ober,  M.D.:  Now  that 
i many  people  are  thinking  of  a viral  etiology 
I for  cancer,  and  there  is  no  doubt  that  cer- 

Itain  animal  lymphomas  really  are  caused  by 
filtrable  agents,  would  anyone  care  to  spec- 
ulate that  the  illness  in  1959  was  a viral  infec- 
tion and  that  a lymphoma  was  the  result? 


Dr.  Berg  : I think  you  are  trying  to  put 

me  out  on  a limb.  Although  I really  think 
the  patient  did  have  a lymphoma  involving 
his  liver  and  spleen,  I don’t  think  I would  care 
to  comment  on  its  possible  viral  etiology. 
You  offer  a tempting  hypothesis,  but  don’t 
you  think  that  a latent  period  of  only  one 
year  is  too  short  for  the  incubation  of  a 
human  lymphoma  following  a hypothetical 
virus? 

Dr.  Ober:  If  one  can  hypothesize  a 

virus,  one  can  equally  well  hypothesize  a 
short  latent  period — or  a long  one. 

Eric  Andreae,  M.D.  : Returning  to  Dr. 
Tuchman’s  diagnosis  of  cirrhosis,  how  would 
one  explain  the  rapid  increase  in  the  size  of 
the  liver  and  spleen? 

Dr.  Tuchman  : If  he  had,  as  I suspect,  a 

deep-seated  infection,  he  might  well  have 
developed  thrombosis  of  the  portal  vein. 

Clinical  Diagnosis 

(1)  Malignant  lymphoma;  (2)  miliary 
tuberculosis;  (S)  toxic  hepatitis  with  possible 
cirrhosis. 

Dr.  Tuchman’ s Diagnosis 

Posthepatic  cirrhosis  with  congestive  sple- 
nomegaly and  hypersplenism. 

Pathologic  Report 

Dr.  Ober:  The  two  operations  were 
liver  biopsies.  The  first  biopsy  was  a per- 
fectly adequate  piece  of  liver  tissue  which 
contained  a single  round  focus  of  rather 
peculiar  cells  abutting  a portal  area.  This 
was  the  only  lesion  present,  and  it  defied  pre- 
cise classification.  I could  not  be  sure 
whether  it  represented  a granuloma  or  a 
lymphoma,  possibly  of  Hodgkin’s  type. 
Special  histopathologic  studies  added  no 
information  to  help  me  resolve  the  dilemma, 
and  a second  biopsy  was  requested.  The 
bioptic  material  was  generous,  and  one  could 
see  extensive  replacement  of  liver  paren- 
chyma by  a cellular  infiltrate  (Fig.  1).  On 
closer  inspection  it  was  clearly  a malignant 
lymphoma  composed  of  medium-sized  cells 
of  the  lymphoid  series  growing  in  a matrix 
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Fig.  2.  Detail  of  Figure  1 showing  neoplastic 
lymphocytes  in  a matrix  of  reticulum  cells.  A bile 
ductule  lies  in  center  of  field. 


of  reticulum  cells  (Fig.  2).  No  Reed-Stern- 
berg  cells  were  identified,  and  none  of  the 
other  features  of  Hodgkin’s  granuloma  were 
seen.  Therefore,  I have  classified  it  as  a 


lymphosarcoma.  I don’t  think  it  is  sensible 
to  create  too  fine  a taxonomic  classification 
of  lymphomas  on  the  basis  of  needle  biopsies. 

I do  think  that  the  elevated  uric  acid  level 
was  a very  useful  clue  to  the  diagnosis. 
This  reflects  the  increased  nucleic  acid  turn- 
over so  common  in  leukemias  and  lym- 
phomas. Hyperuricemia  and  gout  are  ex- 
tremely uncommon  in  Negroes.  Given  a 
uric  acid  value  of  9.4  mg.  per  100  ml.  in  a 
young  Negro  male  without  overt  signs  of 
gout  and  with  this  clinical  picture,  I think 
leukemia  or  lymphoma  is  the  diagnosis  which 
should  be  excluded  before  more  exotic  ones 
are  considered. 

Anatomic  Diagnosis 

Lymphosarcoma,  liver. 
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More  Than  80  Per  Cent  of  All  Hospital  Admissions  to  Accredited  Hospitals 


More  than  80  per  cent  of  all  hospital  admissions 
are  to  hospitals  accredited  by  the  Joint  Commission 
on  Accreditation  of  Hospitals,  the  American  Hospital 
Association  reported  in  its  journal,  Hospitals. 

The  information  on  accredited  hospitals  was  pre- 
pared because  of  increasing  public  attention  to  the 
role  of  accreditation.  The  Commission,  sponsored 
by  the  American  College  of  Physicians,  the  Ameri- 
can College  of  Surgeons,  the  American  Medical 
As.sociation,  and  the  American  Hospital  A.ssociation, 
sets  standards  of  hosjiital  care  and  surveys  hospitals. 

“Because  only  a moderate  majority  of  all  hospitals 


are  accredited  (54.4  per  cent),  it  has  been  often 
thought  that  accredited  hospitals  accounted  for 
only  a moderate  majority  of  hospital  beds,  admis- 
sions, and  so  on,”  the  commentary  noted. 

However,  the  survey  revealed  that  accredited 
hospitals  account  for  83.6  per  cent  of  all  admissions; 
85.7  per  cent  of  all  hospital  births;  61.7  per  cent  of 
all  beds;  60.5  per  cent  of  the  average  daiR  number 
of  patients;  80.7  per  cent  of  all  hospital  employ- 
ment; 81.8  per  cent  of  total  expense  for  the  opera- 
tion of  all  hospitals^  and  78  per  cent  of  all  hospital 
assets. 
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Skin  Lesions  in  Diabetes 

LEON  M.  LEVITT,  M.D,  F.A.C.P.,  BROOKLYN,  NEW  YORK 

{From  the  Departments  of  Medicine,  State  University  of  New  York  Downstate  Medical  Center,  The  Long 
Island  College  Hospital,  and  the  Kings  County  Hospital  Center) 


^ I ’’he  skin,  as  most  other  organs,  is  not 
immune  to  the  influences  of  diabetes. 
Patients  with  diabetes  mellitus  are  prone  to 
a number  of  skin  lesions.  Some  of  these 
lesions  appear  exclusively  in  association  with 
diabetes,  while  others,  although  appearing 
most  frequently  in  diabetic  patients,  also 
occur  in  the  absence  of  diabetes.  Skin  com- 
plaints may  be  the  first  and  sometimes  the 
only  symptoms  of  clinical  diabetes.  Gener- 
alized pruritus  without  obvious  skin  lesions 
is  a common  complaint  in  patients  with  un- 
controlled diabetes.  A small  percentage  of 
patients  with  controlled  diabetes  have  the 
same  complaint.  Pruritus  in  diabetic  pa- 
tients probably  results  from  biochemical 
abnormalities  in  the  skin,  possibly  the  high 
ratio  of  skin  to  blood  sugar  or  by  the  elabora- 
tion of  a specific  enzyme  of  the  peptidase 
group.  ^ 

Types  of  Lesions 

Monili.\. — Monilia  infections  with  severe 
pruritus  are  common.  Vulvitis  (Fig.  1)  is 
most  distressing  in  diabetic  women  and 


frequently  results  in  medical  consultation  and 
the  establishment  of  the  diagnosis  of  dia- 
betes. The  axillas,  the  inframammary  re- 
gions, and  the  groin  are  other  sites  of  pre- 
dilection. The  usual  manifestation  of  this 
infection  is  a well-defined,  weeping,  eroded 
lesion  with  a scalloped  border.  Classically 
an  intense  I}'’  red  base  with  satellite  vesico- 
pustules  is  present.  Candida  albicans  is 
found  on  culture.  Monilial  paronychia  with 
a monilial  intertrigo  of  the  web  of  the  third 
and  fourth  fingers  is  not  unusual.  Rapid, 
satisfactory  control  of  the  diabetes  by  diet 
alone  or  in  association  with  insulin  or  an 
oral  hypoglycemic  agent  plus  the  local  ap- 
plication of  an  antifungal  agent  such  as 
Nystatin  provides  relief. 

Lipodystrophy. — Lipodystrophy  is  a be- 
nign cosmetic  aberration  of  obscure 
etiology.  It  occurs  in  two  forms.  Atrophy 
of  the  subcutaneous  fat  with  the  appearance 
of  concavities  in  the  contour  of  the  area  or, 
very  much  more  rarely,  hypertrophy  of  the 
subcutaneous  fibrous  tissue  may  develop. 
Lipodystrophy  is  found  in  one  fifth  to  one 
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Fig.  1.  Vulvitis. 


third  of  children  of  both  sexes  and  in  adult 
females  following  the  administration  of  any 
type  of  insulin.  It  may  develop  a year  or 
more  after  the  start  of  insulin  therapy.  It 
usually  occurs  at  the  site  of  insulin  injec- 
tions but  has  been  known  to  appear  at  dis- 
tant sites.  In  spite  of  the  fact  that  insulin 
may  be  injected  at  multiple  sites,  only  one 
site  may  demonstrate  this  abnormality. 
There  is  a tendency  toward  spontaneous  re- 
deposition of  fat  following  the  omission  of 
insulin,  changing  the  site  of  injections,  and 
even  when  insulin  injections  are  continued 
in  the  same  area.  Histologically  in  the 
atrophic  form  there  is  a simple  disappearance 
of  the  subcutaneous  fat  itself.  Inflammation 
is  absent. 

As  a prophylaxis  against  the  development 
of  this  process  patients  should:  be  advised 
to  change  the  site  of  insulin  injections  regu- 
larly and  systematically;  be  told  not  to  use 
the  identical  area  more  than  once  every  three 
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Fig.  2.  Necrobiosis  lipoidica. 


or  four  weeks ; be  advised  to  allow  the  insulin 
to  achieve  room  temperature  before  inject- 
ing it;  and  be  instructed  to  inject  the  insulin 
into  the  deep  rather  than  the  superficial  fat 
layer.  There  is  no  specific  treatment  once 
the  process  has  been  established;  the  pro- 
phylactic technics  should  be  instituted. 
Very  rarely,  continued  injections  of  insulin 
into  the  affected  areas  may  result  in  some 
redeposition  of  fat. 

N ECROBiosis  Lipoidica. — Necrobiosis 

lipoidica  is  clinically  distinctive  and  difficult 
to  mistake  once  it  is  seen.  It  consists  of 
oval,  firm,  yellowish  plaques  which  may  ap- 
pear anywhere  on  the  skin,  but  the  sites  of 
predilection  are  the  anterior  surfaces  of  the 
lower  legs  (Fig.  2).  Two  zones  are  noted: 
a central,  mottled,  yellowish  plaque  sur- 
rounded by  a bluish  violet  border.  The 
central  zone  is  atrophic  in  appearance  and 
frequently  telangectasia  is  apparent.  Ulcer- 
ation rarely  occurs  spontaneously.  The 
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lesions  are  asymptomatic.  The  cause  is 
unknown.  In  80  to  90  per  cent  of  patients 
there  is  a direct  relationship  with  diabetes 
mellitus.  In  other  instances  the  lesion  ap- 
pears in  the  absence  of  any  po.sitive  test 
results  for  diabetes.  However,  if  such 
patients  are  followed  over  the  succeeding  five 
to  ten  years,  diabetes  generally  develops. 
This  clinical  lesion  therefore  may  be  a more 
sensitive  prognosticator  of  diabetes  than 
even  a glucose  tolerance  test  performed 
after  priming  the  patient  with  steroids. 
Females  are  more  prone  to  develop  such 
lesions  than  are  males.  Rigid  control  of  the 
diabetes  does  not  influence  the  lesions. 
Trauma  may  play  some  role  in  producing 
new  lesions,  although  this  has  not  been 
proved.  Up  to  the  present,  therapy  has  not 
been  satisfactory.  The  local  injection  of  in- 
soluble or  depot  steroids  may  cause  regres- 
sion of  these  lesions. 

Xanthoma  Diabeticorum.^ — Xanthomas 
may  occur  in  severe  diabetes  as  a manifes- 
tation of  an  underlying  hyperlipemia  asso- 
ciated with  impaired  lipogenesis.  This  is  a 
“transport”  hyperlipemia.  The  fiver  may 
be  enlarged  and  usually  is  fatty  because  of 
the  great  inflow  of  lipids  from  the  pe- 
riphery. Splenomegaly  may  be  present.  The 
serum  is  creamy  as  in  idiopathic  hyperlipe- 
mia, due  to  a primary  marked  increase  in  the 
serum  level  of  triglycerides  and  total  lipids 
with  secondary  but  lesser  increase  in  phos- 
pholipids and  cholesterol.  The  triglycerides 
are  derived  from  both  endogenous  sources 
and  diet,  although  the  former  source  is  most 
important  in  uncontrolled  diabetes.  The 
Sf  12-20  and  20-100  lipoprotein  fractions  are 
considerably  elevated  while  the  Sf  0-12  frac- 
tion is  normal.  The  cutaneous  picture  is 
identical  with  that  in  idiopathic  hyperli- 
pemia. The  lesions  are  discrete  papules, 
single  and  grouped,  affecting  the  flexor  sur- 
faces of  the  extremities,  the  trunk,  the  neck, 
and  the  face  (Fig.  3).  Flat  linear  yellow 
plaques  and  infiltrations  may  appear  in  the 
creases  of  the  palms  and  soles.  The  xan- 
thomas are  yellow  in  color  and  often  sur- 
rounded by  a hyperemic  or  inflammatory 


zone,  differing  in  this  respect  from  the  xan- 
thomas of  primary  hypercholesterolemia. 
The  hyperemic  or  inflammatory  zone  may 
disappear  when  the  xanthomas  have  been 
present  for  some  time.  The  fine  papules 
exhibit  a golden  top  and  give  the  false  im- 
pression of  containing  pus  or  fluid.  The  erup- 
tion tends  to  develop  suddenly.  The  palms 
may  become  yellow  in  color  as  a result  of 
carotenemia,  and  pruritus  may  be  severe. 
The  satisfactory  control  of  the  diabetes  re- 
sults in  the  regression  of  these  lesions  with- 
out their  leaving  a trace. 

Hemochromatosis. — -Slate-colored, 
bronze,  or  grayish  brown  skin  pigmentation  is 
one  of  the  classical  features  of  hemochroma- 
tosis. Although  excessive  skin  pigmenta- 
tion is  present  in  90  per  cent  of  the  cases  of 
hemochromatosis  at  the  time  of  diagnosis,  it 
may  be  barely  recognizable  in  one  third  of 
these  patients.  The  appearance  of  pigmen- 
tation is  gradual  and  is  most  intense  in 
the  axillary  regions,  groins,  perineum,  geni- 
talia, and  over  parts  of  the  body  exposed  to 
the  sun  such  as  the  face  and  hands.  The 
pigmentation  is  conspicuous  in  young  pa- 
tients but  may  be  undetectable  in  racial 
groups  who  are  naturally  hyperpigmented. 
Increased  melanin  deposition  accounts  for 
the  darkening  of  the  skin  observed  in  most 
patients.  A metallic  gray  color  results  from 
the  simultaneous  deposition  of  iron.  The 
oral  mucosa  is  pigmented  in  from  10  to  15 
per  cent  of  patients.  As  a result  of  skin 
hemorrhages  in  patients  with  a bleeding 
tendency  associated  with  hepatic  dysfunc- 
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tion,  hemosiderin  may  be  deposited;  be- 
cause of  excessive  body  iron  stores  these  de- 
posits are  not  readily  reabsorbed  and  they 
become  unusually  prominent.  Excessive  he- 
mosiderin granule  deposition  occurs  in  the 
corium  around  the  sweat  glands,  hair  fol- 
licles, and  blood  vessels.  This  may  be 
noted  on  skin  biopsy.  However,  skin 
biopsy  may  be  misleading  because  the  de- 
gree of  skin  pigmentation  is  quite  variable  in 
idiopathic  hemochromatosis  and  significant 
degrees  of  hemosiderin  deposits  may  not  ap- 
pear until  late  in  the  disease.  False  positive 
results  may  be  obtained  if  the  biopsied  area 
is  one  in  which  skin  hemorrhage  has  occurred 
previously.  A skin  test  involving  the  intra- 
dermal  administration  of  a 0.1  cc.  mixture 
of  equal  parts  of  N/lOO  hydrochloric  acid 
and  0.5  per  cent  potassium  ferrocyanide  has 
been  used  as  an  aid  in  the  diagnosis  of  hemo- 
chromatosis. A deep  blue  color  at  the  site 
of  injection  appears  immediately  in  the  pres- 
ence of  significant  amounts  of  iron  in  the 
skin.  There  are  certain  disadvantages  and 
inadequacies  of  this  test  so  that  its  value  is 
cjuestioned  by  some.  Not  all  patients  with 
hemochromatosis  have  an  appreciable  in- 
crease in  dermal  iron.  Hemosiderin  deposits 
are  located  in  the  dermis  and  the  color  reac- 
tion may  not  be  visible  through  the  epidermis 
on  the  skin  surface.  The  test  is  more  prone 
to  be  po.sitive  in  deeply  pigmented  areas, 
but  the  bronzmg  of  the  skin  may  obscure  the 
development  of  the  blue  color.  In  addition 
to  pigmentation  spider  angiomata,  loss  of 
body  hair  particularly  in  the  axillary  and 
pubic  regions,  smooth  skin,  and  palmar 
erythema  may  be  present  in  relationship  to 
the  severity  of  the  hepatic  dysfunction  as 
in  other  forms  of  cirrhosis. 

Carotenemia. — Carotenemia  pertains  to 
a yellow  pigmentation  of  the  pla.sma  and 
discoloration  of  the  skin  which  is  particularly 
noticeable  on  the  soles  of  the  feet  and  palms 
of  the  hands.  Usually  lipemia  is  associated. 
'^^Tlile  not  confined  exclusively  to  patients 
with  diabetes,  it  is  most  commonly  seen  in 
them.  It  results  from  a retention  of  increased 
inge.sted  vegetable  pigments  or  hepatic 


dysfunction  in  which  there  is  impairment  in 
the  conversion  of  carotene  to  vitamin  A. 

Lesions  Caused  by  Allergies 

It  was  formerly  thought  that  allergic 
states  were  less  common  in  patients  with 
diabetes.  It  is  now  recognized  that  they 
are  probably  as  prone  to  allergic  disorders  as 
individuals  without  diabetes.  In  addition, 
however,  the  diabetic  patient  who  requires 
insulin  or  an  oral  hypoglycemic  agent  may 
be  allergic  to  the  specific  therapeutic 
agent.  Although  a .specific  heat-labile  anti- 
body which  sensitizes  normal  skin  in  passive 
transfer  tests  has  been  isolated  for  crystal- 
line insulin,  allergy  to  insulin  re.sults  for  the 
mo.st  part  from  impurities  and  less  commonly 
from  the  insulin  protein  per  se. 

By  far  the  commonest  allergic  manifesta- 
tion to  insulin  is  the  local  reaction  at  the 
site  of  insulin  injection.  The  reaction  con- 
sists of  a burning,  stinging,  or  pruritic 
sensation  associated  with  swelling  and  red- 
ness. Most  of  the  local  reactions  disappear 
.spontaneously  in  approximately  ten  days. 
Less  common  are  the  generalized  reactions 
with  any  one  or  a combination  of  the  fol- 
lowing symptoms;  urticaria  with  pruritus, 
bronchial  a.sthma,  diarrhea,  angioneurotic 
edema,  and  skin  eruptions  other  than  urti- 
caria. 

Occasionally  insulin  allergy  is  associated 
with  re.sistance  to  insulin.  Generalized  reac- 
tions tend  to  occur  when  insulin  injections 
are  reintroduced  after  an  interval  during 
which  time  in.sulin  has  not  been  used.  Many 
therapeutic  regimens  ha’\"e  been  suggested; 
each  has  its  advocates.  If  local  reactions 
persi.st  beyond  the  usual  period,  the  simplest 
approach  is  to  change  the  brand  or  t}^pe  of 
insulin,  substituting  special  or  beef  insulin 
for  the  usual  commercial  preparation  which 
contains  a mixture  of  hog  and  beef  insulins. 
One  may  change  the  type  of  insulin  from 
protamine  zinc  to  globin  or  NPH  or  lente 
insulin.  The  latter  type  of  insulin  contains 
neither  protamine  nor  globin  nor  histone. 
While  it  provokes  fewer  allergic  responses, 
reactions  can  occur. 
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The  concomitant  use  of  antihistaminic 
agents  orally  or  a mixture  of  such  agents 
with  insulin  prior  to  injection  may  provide 
relief  from  allergic  symptoms.  Boiling  crys- 
talline insulin  for  thirty  minutes  before  use 
may  prevent  allergic  reactions.  When  these 
simple  technics  fail,  it  may  be  necessaiy  to 
resort  to  rapid  desensitization  over  a period 
of  a few  hours  or  prolonged  desensitization 
over  a few  days  period  with  crystalline 
insulin.  In  the  presence  of  severe  infection 
or  keto-acidosis,  rapid  desensitization  with 
regular  insulin  is  indicated.  One-one  thou- 
sandth of  a unit  is  injected  subcutaneously. 
If  there  is  no  reaction  in  ten  to  twenty 
minutes,  V500  unit  is  injected.  In  the  ab- 
sence of  reactions,  the  dose  is  doubled  at  the 
same  time  intervals  until  1 unit  can  be  in- 
jected without  allergic  symptoms.  If  an 
allergic  reaction  occurs,  the  dose  of  insulin 
is  reduced  and  the  process  continued.  When 
1 unit  is  successfully  injected,  usually  it  is 
safe  to  administer  therapeutic  doses  of  in- 
sulin. In  the  absence  of  an  emergency 
situation,  the  patient  may  be  desensitized 
over  a period  of  many  days,  spacing  the  in- 
jections at  daily  rather  than  at  ten-  to  twenty- 
minute  intervals.  If  the  type  of  diabetes  is 
suitable  for  therapy  with  oral  hypoglycemic 


agents,  they  may  be  substituted  for  insulin. 
Epinephrine  and  steroids  are  indicated  as 
emergency  treatment  for  alarming  systemic 
reactions.  Allergic  reactions  to  oral  hy- 
poglycemic agents  are  not  common.  If 
they  do  occur,  oral  therapy  with  the  specific 
agent  should  be  discontinued.  Another  oral 
agent  may  be  tried  or  insulin  therapy  should 
be  instituted. 

Skin  Surface  Ciliicose  Test  as  a 
Diagnostic  Aid 

The  application  of  glucose  oxidase  test 
paper  to  the  skin  has  been  utilized  as  a diag- 
nostic aid  in  diabetes.-  It  is  suggested  that 
this  test  may  be  useful  in  screening  undis- 
covered diabetic  individuals.  It  may  be 
positive  in  the  absence  of  glycosuria  or 
hyperglycemia  in  patients  who  subsecjuently 
show  diabetic-type  results  to  a glucose 
tolerance  test.  It  is  too  early  to  ev'aluate 
the  usefulness  of  this  test  at  the  present 
time. 
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Mental  Illness  in  Urban  Area  Strikes  One  in  Eight 


Approximately  one  in  eight  urban  dwellers 
(12.5  per  cent)  is  suffering  “a  more  or  less  serious 
mental  disorder  at  any  given  point  in  time,”  ac- 
cording to  an  article  by  Dr.  Pasamanick  in  the 
August,  1961,  issue  of  Archives  of  General  Psychia- 
try, published  by  the  American  Medical  Association. 
About  1 in  40  (2.6  per  cent)  is  “severely  or  totally 
impaired  by  mental  or  emotional  difficulties.” 

The  report  was  based  on  a series  of  studies,  con- 
ducted in  Baltimore,  of  records  of  private  and  public 
institutions  and  a survey  of  a sample  of  more  than 
800  noninstitutionalized  Baltimore  residents. 


Although  the  l-in-8  rate  is  lower  than  some  re- 
ports, it  is  much  higher  than  the  frequently  quoted 
1-in-lO  figure  and  other  rates  based  solely  on  re- 
ported and  recorde'd  cases.  The  1-in-lO  figure  is 
based  on  a study  which  excluded  institutionalized 
patients. 

The  Baltimore  studies  indicated  that  7 to  8 per 
cent  of  the  mental  eases  were  psychotic  and  about 
15  per  cent  mentally  deficient  while  more  than  75 
per  cent  could  be  classified  as  psychoneurotic  persons 
and  persons  with  a character-trait  disturbance  or  a 
psychosomatic  disorder. 
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Femoral  Neck  Fracture  and  Ulcer  of  the  Heel 


Edward  F.  Delagi,  M.D.:  This  is  the 
case  of  a sixty-nine-year-old  patient  who 
entered  the  hospital  for  ambulation  train- 
ing following  a left  femoral  neck  fracture 
and  for  treatment  of  an  ulcer  of  the  right 
heel.  Will  the  medical  student  please  pre- 
sent the  case. 

Case  History 

The  patient,  aged  sixty-nine,  has  had 
pulmonary  tuberculosis  for  over  twenty 
years  which  has  been  stable  for  the  past  four 
years.  She  is  receiving  isoniazid.  She  has 
been  a known  diabetic  patient  for  the  past 
eighteen  years  and  is  now  controlled  on  a 
diet  and  on  25  units  of  NPH  insulin  once 
daily.  She  has  been  active  as  a housewife. 

On  February  29,  1960,  she  fell  and  suf- 
fered a left  femoral  neck  fracture  which  was 
treated  with  Russell’s  skin  traction  for 
several  weeks.  In  April,  1960,  a one-inch 
shortening  of  the  left  leg  and  hmitation  of 
motion  in  all  directions  of  the  left  hip  were 
found.  Radiographically,  residuals  of  a 
subcapital  fracture  of  the  left  femoral  neck, 
consisting  of  nonunion  and  virtual  disap- 


pearance of  the  neck,  were  found.  On 
April  7,  1960,  a closed  reduction  of  the  frac- 
ture and  internal  fixation  with  a Massie 
sliding  nail  were  performed.  Postopera- 
tively,  the  nail  intruded  progressively  into 
the  joint.  On  August  11,  1960,  the  Massie 
nail  was  removed,  and  a MacNeur  angulation 
osteotomy  and  fixation  with  a McLaughlin 
nail  were  carried  out,  combined  with  a fibular 
pencil  grafting  of  the  femoral  neck.  The 
patient  was  permitted  to  ambulate  a few 
days  later  with  the  aid  of  a toe-touch  brace 
and  crutches.  During  this  period,  a pain- 
ful right  heel  ulcer  developed  which  measured 
2 by  2 cm.  On  January  10,  1961,  the  patient 
was  readmitted  to  the  Bronx  Municipal 
Hospital  Center  for  ambulation  training  and 
care  of  her  right  heel  ulcer.  There  was  no 
history  of  intermittent  claudication.  This 
patient  is  not  in  the  habit  of  walking  a great 
deal. 

In  addition  to  the  clinical  and  roentgeno- 
graphic  findings  in  her  hips  and  legs,  the 
patient  showed  impairment  of  arterial  cir- 
culation, since  the  pedal  and  popliteal  pulses 
were  absent.  Her  femoral  pulses  were 
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present.  The  oscillometric  readings  were 
confirmatory:  right  ankle  and  calf,  0;  left 
ankle  and  calf,  0;  right  thigh,  1;  and  left 
thigh,  1.5. 

At  the  present  time  the  patient  is  not  able 
to  walk  unless  she  uses  a cane,  and  then  she 
walks  slowly  and  with  an  abducted  left  hip. 
Her  right  lower  extremity  appears  shorter 
when  she  walks.  There  is  some  pitting  left 
ankle  edema.  She  can  sit  without  trouble. 
Her  left  hip  shows  limitation  of  motion  in 
all  directions  and  a 30-degree  flexion  con- 
tracture. The  left  knee  lacks  50  degrees  of 
flexion.  Prior  to  her  discharge  home  next 
week,  we  would  like  to  have  the  advice  of 
this  conference  as  to  the  plans  and  goals  for 
her  and  the  details  of  her  management  after 
she  returns  home. 

Dr.  Delagi:  Thank  you.  The  rehabili- 
tation problem  centers  around  the  patient’s 
left  femoral  neck  fracture  and  the  complica- 
tions arising  from  her  peripheral  vascular 
disease.  The  pulmonary  and  metabolic 
problems  have  been  controlled  adequately 
and  require  no  detailed  discussion  at  this 
time.  May  we  see  the  patient?  (The 
patient  enters,  walking  slowly  with  a cane 
in  her  right  hand.  Her  gait  is  stable  and 
broad-based.) 

Resident:  As  the  patient  walks,  the 
fractured  left  extremity  is  held  in  some  ab- 
duction and  gives  the  impression  of  being 
longer.  She  walks  fairly  well  and  without 
pain.  The  physical  therapist  tells  us  that 
she  walks  slowly  over  long  distances  with- 
out tiring.  She  sits  comfortably. 

Can  you  walk  from  the  ward  to  the  ambu- 
lation chnic  without  stopping  (about  100 
yards)? 

Patient:  I have  to  stop  twice. 

Resident:  What  stops  you? 

Patient:  I have  pain  in  my  hip. 

Dr.  Delagi:  Do  you  have  pain  in  either 
the  left  or  the  right  calf  when  you  walk? 

Patient:  No,  I only  have  pain  in  my  left 
hip  where  I had  the  operation. 

Resident:  You  will  notice  that  the  ulcer 
of  the  right  heel  is  posterior  to  the  weight- 
bearing surface  and  that  now  it  is  smaller 


than  indicated  in  the  protocol.  There  is 
no  foot  edema,  and  the  ulcer  base  is  clean 
and  graiudating,  but  the  ulcer  is  undermined, 
and  there  is  an  edge  of  thickened  cornified 
skin  surrounding  it.  Are  there  any  ques- 
tions? 

Visiting  Physician:  How  much  insulin 
do  you  take,  and  who  gives  it  to  you? 

Patient:  I take  20  units  of  NPH  in- 
sulin, and  I have  learned  to  give  it  to  my- 
self. I also  test  my  urine  every  day. 

Dr.  Delagi:  Have  you  ever  had  an  in- 
sulin reaction? 

Patient:  Once  here  but  never  at  home. 

Visiting  Physician:  Can  you  dress 

yourself?  Can  you  put  your  left  shoe  and 
stocking  on?  Can  you  cook? 

Patient:  I can  cook.  I can  put  my 
shoes  and  stockings  on,  and  I dress  myself 
without  help,  even  though  it  takes  a little 
longer  than  it  did  before  I broke  my  leg. 

Dr.  Delagi:  Are  there  any  other  ques- 
tions? If  not,  thank  you.  (The  patient 
leaves  the  room.)  May  we  see  the  roent- 
genograms? 

Resident:  The  three  chest  films,  taken 
in  1957,  1959,  and  1960,  show  a stable 
fibroproductive  lesion  m the  left  apex  and 
hilus.  Also,  in  the  lower  field  changes  sug- 
gestive of  bronchiectasis  are  noted.  In  the 
first  hip  film  we  see  the  fracture  of  the  left 
femoral  neck,  the  external  rotation  of  the 
distal  fragment,  and  the  absorption  of  the 
neck.  In  the  next  film  we  see  the  Massie 
nail  in  place.  In  the  following  film,  we 
can  see  the  nail  protrusion  into  the  acetab- 
ulum. On  the  next  film,  we  see  the  result 
after  placing  the  bone  graft  into  the  canal 
formed  by  the  removal  of  the  Massie  nail 
and  the  MacNeur  angulation  osteotomy 
with  the  McLaughhn  plate  in  place  with  a 
Smith-Petersen  nail.  The  angulation  at 
the  neck  will  favor  weight  bearing  in  the 
line  of  the  femur,  minimizing  the  shearing 
forces  during  ambulation. 

Dr.  Delagi:  Thank  you.  Let  us  now 
consider  the  potentially  dangerous  heel  ulcer 
and  peripheral  vascular  status.  The  heel 
ulcer  developed  posteriorly  while  the  patient 
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was  at  bed  rest  after  the  second  operation. 
This  is  a rather  common  event  in  an  elderly 
patient  on  bed  rest  with  or  without  im- 
pairment of  circvdation,  especially  when  one 
limb  is  disabled  and  the  patient  is  forced 
to  exert  excessive  pressure  on  the  contra- 
lateral heel.  Formerly,  this  occurred  so 
frequently  in  patients  after  amputations,  due 
to  arteriosclerosis  obliterans,  that  it  was  felt 
by  many  that  a second  amputation  was 
inevitable.  This  is  not  so,  since  the  pres- 
sure on  the  heel  is  avoidable. 

Management  of  Heel  Ulcer  in  Advanced 
Arteriosclerosis  Obliterans 

Heinz  I.  Lippmann,  M.D.:  A pressure 
sore  will  form  if  the  pressure  load  on  the 
heel  exceeds  a certain  amount  or  lasts  too 
long.  The  pressure  load  is  determined  by  the 
surface  area  on  which  the  total  weight  of 
the  limb  rests.  If  the  patient  lies  motion- 
less in  bed  for  hours  and  her  limb,  which 
weighs  five  to  six  pounds,  rests  on  the  small 
curved  surface  of  the  heel  on  a hard  mattress, 
a blister  and  ulcer  may  form.  There  is 
more  likelihood  of  skin  breakdown  in  the 
presence  of  occlusive  arterial  disease  since 
local  blood  pressure  in  the  calcaneal  skin  is 
reduced  and  ischemia  results  from  smaller 
external  pressures  over  even  shorter  periods. 
By  placing  the  heel  on  a foam  rubber  cushion, 
by  avoiding  contact  altogether,  or  by  mov- 
ing the  leg  frequently  and  changing  its  posi- 
tion, a traumatic  breakdown  of  the  heel  can 
be  avoided. 

Medical  Student:  Can  a patient  with 
advanced  arteriosclerotic  disease  be  saved 
from  ultimate  amputation,  since  his  circula- 
tion becomes  more  and  more  deficient? 

Dr.  Lippmann:  Tissue  breakdown  is 

rarely  due  to  faulty  circulation  alone,  es- 
pecially in  patients  with  peripheral  vascular 
disease  of  long  standing.  It  is  trauma  or 
infection  which  initiates  gangrenous  lesions 
and  which  may  lead  to  amputation.  The 
most  frequently  seen  injuries  are  burns,  due 
to  the  ill-advised  application  of  heat,  and 
mechanical  pressure  due  to  badly  fitting 
footivear  or  to  the  improper  cutting  of  toe 


nails  and  calluses.  The  most  notorious 
infections  are  subungual  abscesses,  mixed 
bacterial  and  fungus  infections  between  the 
toes  and  around  the  nails,  gangrenous  small 
heel  fissures  due  to  bad  foot  care,  and  .sub- 
callous abscesses.  All  of  these  can  be  pre- 
vented, but  not  without  the  full  cooperation  i 
of  the  patient.  The  teaching  of  scrupulous  ' 
foot  hygiene  to  the  patient  with  arterio- 
sclerosis obliterans  is  worth  a major  effort  i 
on  our  part — in  medical  practice,  in  clinics,  in  | 
wards,  and  in  old-age  homes.  The  prognosis 
depends  more  on  the  avoidance  of  trauma  , 
and  infection  than  on  the  blood  flow  in  these 
patients.  The  avoidance  of  heel  contact  in 
bedridden  patients  is  part  of  foot  care.  One 
of  the  proved  methods  is  the  insertion  of  a 
flat  pillow  under  the  leg,  compensating  for 
the  resulting  leg  elevation  by  raising  the 
head  of  the  bed  by  10  to  12  inches.  Hyp- 
esthesia,  a neuropathic  condition,  multiplies 
the  danger  of  traumatic  breakdown  hi  these 
cases.  The  “neurotrophic”  ulcer  seen  in 
patients  with  diabetes,  tabes,  or  other 
neurologic  abnormalities  may  actually  rep- 
resent a pressure  ulcer  in  the  absence  of 
normal  pain  sensation.  In  our  patient,  the 
heel  ulcer  is  not  healing  entirely  satisfacto- 
rily. It  is  undermined  since  the  cutaneous 
layer  is  closing  too  fast.  Epithelium  which 
is  strong  enough  to  withstand  weight  bear- 
ing needs  to  heal  straight  over  a filled-in 
ulcer.  Hence,  both  heel  edema  (of  depend- 
ency) causing  steep  edges  around  the 
ulcer  and  exuberant  granulations  protruding 
beyond  the  skin  surface  must  be  avoided. 

A thick  or  calloused  skin  surrounding  the 
ulcer  should  be  trimmed  so  that  a fine  pink 
marginal  skin  can  produce  a normal  covering 
epithelium  while  the  ulcer  base  fills.  This 
will  have  to  be  done  in  our  patient,  perhaps 
twice  weekly.  The  patient  may  do  some 
walking  since  the  ulcer  is  not  on  the  plantar 
surface,  but  should  avoid  dependency  b\’' 
keeping  her  feet  level  when  she  sits  on  a 
chair  or  a wheel  chair.  The  prognosis  for 
healing  is  excellent  if  these  precautions  are 
taken.  The  reduction  of  blood  flow  due  to 
the  occlusion  of  both  femoral  arteries  below 
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the  region  of  palpable  pulses  will  not  pre- 
vent healing  of  her  ulcer. 

Medical  Student:  How  can  such  an 

ulcer  heal  when  the  arterial  circulation  is  so 
defective? 

Dr.  Lippmann:  We  know  from  plethys- 
mographic  studies  that  the  healing  of  an 
ulcer  is  possible  even  if  the  blood  flow  is  1.5 
to  2 cc.  per  100  Gm.  of  tissue  per  minute. 
Flow  rates  of  this  magnitude  can  be  found 
in  normal  people  under  basal  conditions  at 
complete  rest.  We  have  seen  healing  by 
first  intention  of  surgical  incisions  and  of 
ulcerations  when  the  blood  flow  reserve  was 
reduced  to  nothing  more  than  rest  flow  in 
patients  with  advanced  arterial  obstruction. 

Dr.  Delagi  : Can  this  patient  be  followed 
and  the  ulcer  managed  satisfactorily  outside 
the  hospital? 

Dr.  Lippmann:  It  would  be  satisfactory 
if  the  ulcer  is  treated  two  to  four  times  a 
month,  either  by  the  patient’s  private 
physician  or  by  our  peripheral  vascular 
clinic,  assuming  that  the  patient  follows  in- 
structions faithfully  in  scrupulous  foot  care. 

Dr.  Delagi  : What  other  treatment,  if  any, 
would  you  advocate  for  her  underlying  vascu- 
lar disease?  Can  she  be  helped  surgically? 

Dr.  Lippmann:  This  patient  is  sixty-nine 
years  old  and  not  disabled  by  intermit- 
tent claudication.  It  is  not  necessary  to 
attempt  to  And  out  whether  or  not  her 
arterial  occlusion  is  segmental  or  to  take 
the  risk  of  a corrective  surgical  procedure. 
This  might  be  considered  in  a younger 
person  whose  livelihood  depended  on  walking. 
In  this  patient,  clearly,  we  believe  the  risks 
of  vascular  surgery  outweigh  the  risks  of  not 
operating. 

Medical  Student:  Which  of  the  oral 

vasodilators  do  you  use  in  this  patient? 

Dr.  Lippmann  : We  have  doubts  as  to  the 
effectiveness  of  any  of  the  available  vasodi- 
lators, if  administered  systemically,  that  is, 
orally  or  parenterally.  The  concentrations 
obtained  are  too  small  in  ischemic  areas. 
With  the  use  of  vasodilators,  it  happens 
occasionally  that  the  blood  flow  shifts  from 
areas  of  reduced  flow  into  normal  areas. 


This  is  just  what  we  do  not  want.  Measur- 
able increases  in  the  blood  flow  to  ischemic 
areas  can  be  obtained  by  the  intermittent 
intra-arterial  injection  of  vasodilators,  if  it 
is  done  frequently  around  the  clock  and 
persistently  for  days  or  weeks.  This  is 
obviously  a difficult  undertaking  in  a non- 
hospitalized  patient.  I may  remind  you  that 
wrapping  the  foot  in  cotton  is  part  of  the 
procedure.  An  occasional  injection  or  in- 
fusion of  a vasodilator  once  or  twice  weekly, 
as  advocated  by  some,  apart  from  the  placebo 
effect,  has  been  found  to  be  of  no  value  in 
our  experience. 

Medical  Student:  Why  were  antibiotics 
not  used  for  this  patient’s  ulcer? 

Dr.  Lippmann  : In  the  presence  of  celluli- 
tis, lymphangitis,  and  nondemarcating  bac- 
terial infections,  there  may  be  a need  for 
systemic  specific  antibiotic  therapy.  We 
try  to  avoid  antibiotics  locally  because  of 
the  danger  of  skin  sensitization.  If ‘this 
happens,  necrosis  or  gangrene  may  follow, 
since  inflamed  skin  demands  more  blood  to 
remain  viable  than  is  available  in  advanced 
occlusive  arterial  disease.  Good  granulation 
protects  against  many  bacterial  infections 
and  renders  antibiotics  superfluous.  This 
happened  to  be  the  case  in  our  patient. 

Visiting  Physician  : Would  you  comment 
about  measures  to  increase  skin  circulation? 

Dr.  Lippmann:  Skin  circulation  can  be 
enhanced  by  the  interruption  of  vasocon- 
strictor activity.  Lumbar  sympathectomy 
may  be  useful  for  the  purpose.  There  is  a 
rationale  for  using  this  procedure,  particu- 
larly after  amputation  of  the  contralateral 
extremity.  The  trophic  changes  which  may 
start  in  the  skin  of  traumatized  or  infected 
feet  would  threaten  the  remaining  limb. 
It  is  so  much  better  functionally  to  have  one 
Umb  than  none.  Some  recent  reports  have 
been  favorable  to  lumbar  sympathectomy, 
but  definitive  knowledge  of  its  virtue  must 
await  further  evaluation.  A procaine  block 
of  the  sympathetic  lumbar  ganglions,  if  it 
is  followed  immediately  by  vasodilatation, 
will  encourage  us  to  have  a sympathectomy 
performed.  In  our  patient  there  has  been 
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no  need  for  the  procedure  since  the  lesion 
is  not  doing  too  badly. 

Medical  Student:  How  do  you  manage 
the  ulcer  locally? 

Dr.  Lippmann:  The  principle  of  local 
ulcer  management  is  simple,  even  though 
its  application  is  not.  We  must  obtain 
good  granulation,  epithelialization,  and  con- 
traction to  make  the  healing  of  the  ulcer 
possible.  General  and  local  factors  influence 
each  one  of  these  three  mechanisms.  An 
optimum  miheu  of  moisture  is  essential. 
All  living  tissues  are  moist.  Drying  out  of 
the  ulcer  should  be  avoided,  since  dried 
scabs,  hard  fibrin,  clots,  or  tough  dry 
eschars  often  harbor  pouches  of  pus  or 
irritating  secretion.  The  other  extreme, 
skin  maceration,  must  be  avoided  as  well, 
since  this  would  favor  the  spread  of  infec- 
tion. Drying  or  moistening  ointments  are 
used  according  to  the  patient’s  individual 
needs,  depending  on  skin  perspiration, 
thickness  of  the  subcutis,  skin  temperature, 
oxygen-carrying  capacity  of  the  blood,  and 
other  factors.  The  choice  of  the  appropriate 
ointment  is  something  of  an  art.  More  im- 
portant, the  control  of  diabetes,  congestive 
failure,  anemia,  nitrogen  balance,  and  edema 
are  as  much  part  of  proper  ulcer  management 
as  is  the  debridement  of  necrotic  tissue  by 
mechanical  or  chemical  means,  pain  control, 
and  the  avoidance  of  thermal  or  mechanical 
trauma.  The  proverbial  “green  thumb”  of 
the  experienced  specialist  in  confining  and 
healing  gangrenous  ulcers  in  patients  with 
defective  arterial  circulation  is  the  result  of 
the  judicious  application  of  all  these  factors. 

Henry  Fleck,  M.D.:  Do  you  find  that 
the  local  application  of  vasodilators  is  ef- 
fective? 

Dr.  Lippmann:  There  is  some  merit  in 
using  histamine  or  Mecholyl  near  the  area 
of  ulceration,  by  iontophoresis.  We  use 
this  method  in  advanced  cases  of  vascular 
occlusion  and  find  some  increase  in  cutaneous 
blood  flow  distal  to  the  site  of  application. 
For  histamine,  we  employ  Imadyl  unction 
and  use  0.5  milliampere  per  square  inch, 
using  the  positive  pole,  for  five  to  ten 


minutes,  once  daily. 

Rehabilitation  Management  in  Hip 
Fractures 

Visiting  Physician:  I noted  on  the  pro- 
tocol that  the  patient’s  initial  treatment  for 
hip  fracture  was  skin  traction.  Could  this 
be  considered  the  treatment  of  choice  in 
the  face  of  the  patient’s  peripheral  vascular 
condition  and  her  age? 

Chief  Resident:  Although  the  treatment 
of  choice  may  be  controversial  among 
orthopedists,  we  now  feel,  in  retrospect, 
that  skin  traction  could  be  hazardous  in  an 
old  patient  with  advanced  arteriosclerosis 
obliterans  and  that  long  immobilization 
might  in  itself  produce  complications.  We 
would  prefer  to  see  a method  of  internal 
fixation  used  which  would  permit  early 
ambulation  without  trauma  to  the  skin. 

Dr.  Delagi  : It  is  stressed  in  the  protocol 
that  this  patient  can  ambulate  with  a cane 
but  not  without  one.  There  is  nothing 
wrong  in  accepting  walking  with  a cane  as 
a goal  in  this  patient,  rather  than  being 
compulsive  about  having  her  walk  without  a 
cane.  The  cane  will  not  be  disabling  to 
this  patient  and  will  actually  enhance  her 
functional  capacity,  since  it  would  assist  in 
reducing  the  weight-bearing  load  on  the 
traumatized  hip  joint.  Our  long-range  goals 
should  be  toward  function  and  should  not  be 
obscured  by  wishes  of  cosmetic  perfection. 

Resident:  Some  weeks  ago  we  were 
asked  to  allow  this  patient  partial  weight 
bearing  only.  How  much  weight  bearing 
is  “partial”  weight  bearing? 

Dr.  Delagi:  “Partial”  implies  reducing 
the  body  weight  load  on  the  hip  joint  to  a 
safe  level  by  having  the  patient  carry  his 
weight  in  part  by  the  upper  extremities, 
with  the  aid  of  either  crutches  or  parallel 
bars.  The  effectiveness  varies  with  the  pa- 
tient’s cooperation  and  the  experience  of  the 
physical  therapist.  Often  “partial”  weight 
bearing  is  really  “full  weight”  bearing  over 
short  periods.  We  follow  the  recommenda- 
tions of  “partial”  weight  bearing  but  have 
some  doubts  as  to  its  general  reproducibility. 
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reliability,  and  value. 

Medical  Student:  How  long  after  an 
internal  hip  fixation  should  the  patient  be 
kept  without  any  weight  bearing? 

Dr.  Delagi:  It  takes  three  or  more 
months  for  a fractured  femoral  neck  to 
form  a firm  bone  union.  In  the  type  of 
femoral  neck  fracture  which  this  patient  had 
no  union  occurs  in  about  15  per  cent  of  the 
patients.  This  treatment  failure  seems  to 
be  about  the  same  whether  you  allow  the 
patient  to  ambulate  early  or  late  after 
fixation.  Of  course,  the  decision  as  to  when 
ambulation  may  be  initiated  rests  with  the 
orthopedic  surgeon  and  varies  with  each 
patient. 

Medical  Student:  Outside  of  ambula- 
tion with  assistance,  what  has  physical  medi- 
cine to  offer  such  a patient? 

Chief  Resident  : Apart  from  ambulation 
itself,  we  have  the  task  of  helping  the 
patient  to  maintain  or  increase  her  gen- 
eral strength,  the  range  of  motion,  and 
the  leg  stability.  What  program  has  this 
patient  been  on? 

Resident:  She  has  had  conditioning  ex- 
ercises for  the  upper  extremities  since  the 
first  day  after  operation.  She  has  been 
prompted  to  do  active  exercises  with  the 
hip  on  which  the  operation  was  performed, 
and  immediately  postoperatively  she  re- 
ceived some  assistive  active  range  of  motion 
exercises  to  all  joints  of  the  lower  extremi- 
ties, in  all  directions  except  for  external  ro- 
tation. Later  on,  progressive  resistive  ex- 
ercises to  hip  and  knee  muscles  were  added. 
Now  she  benefits  from  occupational  therapy 
also. 

Dr.  Delagi:  I want  to  stress  that  the 
effectiveness  and  the  lack  of  risk  of  assis- 
tive active  exercises  to  a hip  joint  which  has 
been  operated  on  depend  on  the  experience 
and  skill  of  the  physical  therapist.  The 
patient’s  motions  should  always  be  active. 
Passive  motion,  especially  when  forceful, 
should  be  avoided. 

Chief  Resident:  This  patient  was  put  on 
progressive  resistive  exercises  for  quadriceps, 
hamstring,  abdominal,  and  erector  spinae 


muscles  early,  since  it  was  noticed  that  her 
general  strength  was  up  to  this  form  of 
strenuous  exercise  and  her  motivation  was 
good.  She  was  trained  in  crutch  walking 
also. 

Visiting  Physician:  What  is  the  pur- 
pose of  occupational  therapy  in  the  rehabili- 
tation program  of  this  patient  whose  only 
problem  was  to  ambulate? 

Chief  Resident  : Our  rehabilitation  goal 

in  having  the  patient  participate  in  occupa- 
tional therapy  was  twofold : 

First,  we  wanted  to  improve  or  maintain 
leg  muscle  function.  Many  modalities  of 
occupational  therapy,  such  as  a foot-  or  leg- 
driven  potter’s  wheel,  are  useful  in  providing 
such  exercise  in  a purposeful  way. 

Our  second  goal  was  to  minimize  the  dead- 
ening effects  of  hospitalization  on  a person 
whose  main  objective  was  to  return  without 
unduly  prolonged  convalescence  to  an  active 
housewife  role.  She  was  grateful  that  she 
could  do  something  useful  outside  her 
physical  therapy  program. 

Dr.  Delagi:  How  was  the  technic  of 
stretching  the  involved  hip  prescribed  and 
carried  out? 

Resident:  The  patient  flexed  her  non- 
in volved  hip  maximally  during  this  procedure 
to  minimize  lordosis.  The  hip  extension 
was  active  and  even  against  resistance  in- 
creased progressively. 

Dr.  Delagi:  How  did  you  prescribe  ac- 
tive resistive  progressive  exercises  for  the 
hip  muscles? 

Resident:  We  began  to  strengthen  her 
hip  muscles  by  having  her  adduct  and  ab- 
duct with  padded  roller  skates  under  the 
heels.  These  were  placed  on  powder  boards. 
Then  these  movements  were  done  with 
sling  and  pulley  arrangments  against  in- 
creasing weights.  Flexion  and  extension  in 
the  prone  and  supine  positions  were  done 
against  increasing  manual  resistance.  Ex- 
ternal rotation  is  never  allowed  or  encour- 
aged. 

Dr.  Delagi  : This  sixty-nine-year-old, 

spry,  and  alert  woman  came  to  us  with 
two  problems — a fracture  of  the  femoral 
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neck  after  internal  fixation  and  an  indolent 
ulcer  of  the  heel  and  advanced  arterio- 
sclerosis obliterans.  It  is  evident  from  our 


discussion  that  neither  condition  will  pre- 
vent her  from  resuming  a useful  activity 
as  a housewife. 


{Number  three  in  a series  of  Clinical  Rehabililation  Conferences) 


ANNUAL  CONVENTION 

Medical  Society  of  the  State  of  New  York 
Statler  Hilton,  New  York  City 
May  14  to  18, 1962 

SCIENTIFIC  EXHIBITS 

Applications  for  space  for  scientific  exhibits  should  be  made  directly  to  the  Chairman, 
Scientific  Exhibits  Subcommittee  of  Convention  Committee: 

William  L.  Watson,  M.D. 

340  East  72nd  Street 
New  York  21,  New  York 

No  applications  can  be  considered  after  January  1,  1962. 

Awards  will  be  made  in  two  groups: 

Group  I:  Awards  are  made  for  exhibits  of  individual  investigation  which  are  judged 
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Group  II:  Awards  are  made  for  exhibits  which  do  not  exemplify  purely  experimental 
studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation  of  facts. 
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Acetophenetidin  (Phenacetin)  Poisoning 


^ I ''he  following  incidents  were  reported  re- 
cently  to  the  New  York  City  Poison 
Control  Center. 

Incident  1 

Substance  Ingested  Age  Sex 

Acetophenetidin  3 57  years  Female 

grain,  caffeine  V4 
grain,  aspirin  3^/4 
grain  combination 

This  patient  had  been  nervous  and  fearful 
following  the  apprehension  and  imprison- 
ment of  “gangsters”  who  had  robbed  her  hus- 
band the  previous  year.  She  stated  that  peo- 
ple were  following  her  and  putting  poison  in 
her  tea  or  coffee.  The  patient  was  hospital- 
ized for  psychiatric  care  for  about  a week 
and  was  sent  home  in  the  custody  of  her  hus- 
band. 

About  an  hour  prior  to  this  admission  to 
the  hospital  the  patient  ingested  100  tablets 
(300  grains  of  acetophenetidin,  325  grains 
of  aspirin,  and  25  grains  of  caffeine)  with  sui- 
cidal intent.  When  she  was  admitted  her 
face  was  flushed,  and  she  was  agitated,  cya- 


notic, and  responded  to  painful  but  not  to 
verbal  stimuli.  Her  nail  beds  were  cyanotic, 
and  she  was  comatose. 

The  laboratory  findings  showed  an  ele- 
vated blood  sugar  of  225  mg.  per  100  ml., 
carbon  dioxide  19.6  millimols  per  100  ml., 
blood  pressure  110/70,  temperature  98  F., 
pulse  80,  and  respirations  24.  The  white 
blood  count  was  10,250,  sedimentation  rate 
30,  hematocrit  43,  polymorphonuclears  80, 
lymphocytes  17,  and  monocytes  3.  An 
analysis  of  the  urine  showed  the  specific 
gravity  to  be  normal,  negative  findings  for 
sugar  and  albumin,  a trace  of  acetone,  and 
positive  findings  for  salicylates.  The  blood 
chemistry  indicated  a urea  nitrogen  of  19 
mg.  per  100  ml. 

A diagnosis  of  methemoglobinemia  second- 
ary to  phenacetin  intoxication  was  made,  and 
the  patient  was  treated  with  intravenous 
fluids  and  supportive  therapy  but  expired 
within  twenty-four  hours  following  admis- 
sion. 

The  clinical  diagnosis  was  salicylate 
poisoning.  On  postmortem  examination  the 
only  positive  gross  finding  was  a broncho- 


November  1,  1961 


3697 


JACOBZINER  AND  RAY  BIN 


pneumonia.  No  detailed  toxicologic  report 
has  been  received  as  yet. 

Incident  2 

Substance  Ingested  Age  Sex 

Acetophenetidin,  18  years  Female 

caffeine,  aspirin 

combination 

The  mother  related  to  the  interviewing 
public  health  nurse  that  the  patient  bought 
some  of  the  medication  without  the  knowl- 
edge of  the  family  and  apparently  ingested 
over  40  tablets.  She  first  told  her  mother  of 
the  episode  after  she  began  feeling  ill  and 
then  was  taken  to  a hospital  for  treatment. 

On  admission  to  the  hospital  the  patient 
complained  of  dizziness  and  was  dyspneic 
and  cyanotic.  The  stomach  was  lavaged  in 
the  emergency  room.  The  urine  and  blood  as 
well  as  the  gastric  contents  gave  positive  find- 
ings for  salicylates  and  barbiturates.  After 
ten  days  hospitalization  and  supportive  ther- 
apy the  patient  finally  made  a complete  re- 
covery. 

Incident  3 

Substance  Ingested  Age  Sex 

Acetophenetidin,  18  years  Male 

caffeine,  aspirin 

combination 

This  patient  took  24  tablets  for  the  relief  of 
an  intractable  headache.  The  patient  has 
had  violent  headaches  since  the  age  of  four 
years.  He  had  tried  all  sorts  of  medications 
for  relief  and  finally  resorted  to  the  overdose 
of  acetophenetidin.  He  became  drowsy,  had 
abdominal  pains,  and  was  taken  to  a hospital 
emergency  room.  Since  he  vomited  im- 
mediately after  ingestion,  a gastric  lavage 
was  not  done.  On  admission  to  the  hospital 
abdominal  pains,  cyanosis,  and  stupor  were 
noted. 

While  in  the  hospital,  the  patient  was 
given  intravenous  fluids,  and  a resection  of 
the  superficial  temporal  artery  was  done  to 
relieve  the  intractable  headaches.  The  pa- 


tient remained  in  the  hospital  for  about  a 
week  and  was  reported  to  have  recovered. 


Incident  4 

Substance  Ingested 

Age 

Sex 

Acetophenetidin 
2'-/ 2 grain,  aspirin 
3 V2  grain,  caffeine 
alkaloid  V2  grain 
combination 

I6V2  years 

Female 

The  patient’s  mother  dissolved  about  30 
tablets  in  a glass  of  water  to  use  the  prepara- 
tion for  some  plants.  IVhen  the  patient  came 
home  she  complained  of  not  feeling  well,  and 
the  mother  mixed  an  alkalizing  agent  (Alka- 
Seltzer)  for  her  and  placed  it  on  the  table 
beside  the  glass  containing  the  dissolved  tab- 
lets. She  advised  the  daughter  to  take  the 
alkalizing  agent,  but  the  daughter  mistook  it 
for  the  dissolved  combination  tablets  and 
took  the  glass  which  contained  the  combina- 
tion tablets.  The  patient  immediately 
vomited  and  became  dizzy.  She  vomited 
again  with  the  aid  of  an  emetic  within 
twenty  minutes  following  ingestion. 

The  patient  was  taken  to  the  hospital.  On 
admission,  she  presented  the  symptoms  of 
nausea,  vomiting,  dyspnea,  and  cyanosis. 
She  stayed  in  the  hospital  overnight  and  was 
discharged  the  following  day  as  recovered. 


Incident  5 

Substance  Ingested  Age 

Sex 

Acetophenetidin, 

3 years 

Female 

caffeine,  aspirin 

combination 

The  patient  obtained  the  medication, 
which  was  placed  in  the  china  cabinet,  and 
ingested  about  10  tablets.  Within  ten  min- 
utes the  child  vomited  and  was  taken  to  a 
hospital. 

On  admission  to  the  hospital  the  patient 
had  nausea  and  appeared  stuporous.  She 
was  given  1 mg.  of  apomorphine  intramus- 
cularly and  symptomatic  therapy.  She  was 
observed  for  several  hours  and  sent  home 


3698 


New  York  State  J.  Med. 


ACETOPHENETIDIN  (PHENACETIN)  POISONING 


t after  she  became  symptom-free. 

|i  Comment 

1 1 This  Center  receives  numerous  reports  of 
b acetophenetidin  ingestions  in  children  and 
1 1 adults.  The  drug  is  widely  used  as  an  anti- 
I ' pyretic  and  an  analgesic  and  is  available  both 
in  3-  and  in  5-grain  tablets.  Recently  a 
1 V2-grain  tablet  has  been  placed  on  the  mar- 
ket. In  addition,  this  drug  is  available  in 
j many  combinations  with  caffeine  and  aspirin 
' i and  is  also  used  in  some  of  the  tranquilizing 
{ drugs.  It  is  available  in  a variety  of  pro- 
i ' prietary  preparations  in  various  forms. 

The  analgesic  action  of  this  drug  is  due  to 
the  conversion  of  the  product  in  the  body  to 
I N-acetyl-p-aminophenol.  The  precise  ac- 
tion, however,  in  which  this  final  product  ex- 
i erts  an  analgesic  effect  is  not  definitely 
I known,  but  it  is  possible  that  it  causes  a rise 
in  the  threshold  of  pain  perception  between 
the  thalamus  and  the  cortex.  It  is  absorbed 
i rapidly  from  the  gastrointestinal  tract  into 
the  blood  stream  and  carried  to  the  tissues. 
Because  of  its  analgesic  and  antipyretic  ac- 
tion it  is  very  widely  used  and  available  al- 
most in  every  household  and  within  easy 
reach  of  children.  While  phenacetin  is  said 
to  be  less  toxic  than  analine  or  acetanilid, 
overdosages  and  accidental  ingestions  of 
large  amounts  may  cause  serious  symptoms. 
The  most  prominent  symptom  of  acute  phe- 
nacetin poisoning  is  cyanosis.  The  cyanosis 
is  due  to  the  formation  of  methemoglobin 
and  the  production  of  a methemoglobinemia. 
In  addition  to  methemoglobin,  sulfhemoglo- 
bin  also  may  be  formed.  The  patient  may 
also  manifest  a cyanosis  of  the  fingernails 
and  mucosa.  At  times  the  cyanosis  is  so 
mild  it  may  hardly  be  noticeable  and  mani- 
fested in  subclinical  form. 

Other  symptoms  include  weakness,  nausea, 
abdominal  pains,  irritability,  irregular  and 
weak  pulse,  perspiration,  cold  extremities, 
vertigo,  headaches,  subnormal  temperature, 
hematuria,  anemia,  and  collapse.  Skin 
manifestations,  such  as  urticaria  and  ery- 
thema, also  may  be  present.  There  is  con- 


siderable individual  susceptibility  and  varia- 
tion with  regard  to  individual  sensitivity  to 
this  drug.  The  average  adult  dose  is  300 
mg.  (5  grain).  The  dose  for  children  is  con- 
siderably lower — 120  mg.  every  four  hours 
not  to  exceed  six  successive  doses  because  of 
the  cumulative  toxic  effects. 

When  death  occurs,  it  is  usually  due  to  cir- 
culatory and  respiratory  failure.  The  treat- 
ment of  acute  poisoning  due  to  ingestion  in- 
cludes induced  vomiting  and  gastric  lavage 
with  potassium  permanganate  1 ; 5,000  solu- 
tion. It  is  advisable  to  follow  it  with  a solu- 
tion of  magnesium  sulfate,  15  to  30  Gm.,  in 
water  to  be  left  in  the  stomach.  Oxygen 
and  supportive  therapy,  including  stimu- 
lants, such  as  caffeine  sodium  benzoate,  also 
may  be  necessary.  If  shock  is  present,  it 
must  be  treated  promptly.  For  severe 
methemoglobinemia  methylene  blue  is  rec- 
ommended either  intramuscularly  or  intra- 
venously, 1 to  2 mg.  per  kilogram  of  body 
weight. 

It  also  can  be  administered  orally  in  larger 
doses,  such  as  3 to  5 mg.  per  kilogram  of  body 
weight,  but  it  is  slower  acting  than  when 
given  parenterally.  If  marked  anemia  is 
present,  transfusions  may  be  necessary. 
Except  for  the  methemoglobinemia  or  sulf- 
hemoglobinemia  the  treatment  is  entirely 
symptomatic. 

In  addition  to  acute  phenacetin  poisoning, 
chronic  phenacetin  poisoning  also  occurs 
chiefly  from  misuse  and  overuse  of  this  prod- 
uct. It  is  generally  due  to  self-medication 
by  “habituated”  persons  who  mistakenly 
and  unwisely  use  various  nostrums  and  all 
kinds  of  presumed  glorified  preparations  for 
the  relief  of  chronic  ailments,  such  as  head- 
aches and  arthritis. 

The  symptoms  of  chronic  phenacetin  poi- 
soning are  weakness,  irritability,  nervous- 
ness, tremors,  loss  of  weight,  anorexia,  ab- 
dominal pains,  cyanosis  of  the  skin,  finger- 
nails, and  lips,  rapid  and  weak  pulse,  in- 
somnia, headache,  yellow  vision,  amblyopia 
and  other  visual  disturbances,  anemia, 
dyspnea,  anginal  pains,  jaundice,  giddiness, 
hematuria,  oliguria,  anuria,  and  skin  rashes. 
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The  urine  may  have  a brown  discoloration. 
At  times  the  cyanosis  is  difficult  to  dis- 
tinguish and  not  infrequently  it  may  be  mis- 
taken for  cardiovascular  or  pulmonary  mani- 
festations. When  methemoglobinemia  is 
suspected,  either  in  acute  or  chronic  poison- 
ing, a tentative  diagnosis  may  be  made  with 
the  aid  of  the  following  simple  test.  A sam- 
ple of  freshly  drawn  blood  may  be  chocolate 
brown  in  color  due  to  the  high  content  of 
methemoglobin.  Phenacetin,  or  rather  its 
metabolite  N-acetyl-p-aminophenol,  also 
may  be  detected  in  the  urine  by  the  indo- 
phenol  reaction.  Methemoglobin  or  suHhe- 
moglobin  also  may  be  detected  on  a spectro- 
scopic examination  of  the  blood.  This  is  a 
difficult  test,  however,  and  many  commercial 
laboratories  are  not  fully  equipped  to  per- 
form such  tests.  It  must  be  emphasized  that 
a negative  result  does  not  necessarily  rule  out 
a diagnosis  of  methemoglobinemia. 

Anemia,  when  present,  is  a functional  one 
and  is  due  chiefly  to  a reduction  in  the 
amount  of  hemoglobin  available  for  the 
transport  of  oxygen. 

While  hemolytic  anemia  also  can  occur, 
the  bone  marrow  is  not  depressed,  and  re- 
covery generally  will  ensue  on  prompt  with- 
drawal of  the  drug. 

The  treatment  of  chronic  intoxication  is 
prompt  removal  of  the  drug  and  supportive 
therapy,  which  also  may  involve  the  treat- 
ment of  anemia  if  present  and  any  other 
symptomatic  treatment  as  indicated.  But 
above  all,  the  physician  must  warn  the  pa- 
tient against  the  use  of  such  drugs. 

Recently,  reports  of  serious  nephrotoxic  ef- 
fects associated  with  chronic  acetophenetidin 
poisoning  have  appeared.  Moolten  and 
Smith^  reported  a case  of  fatal  nephritis  in 
chronic  phenacetin  poisoning.  In  this  case 
the  drug  was  first  taken  in  ordinary  doses, 
but  the  dose  was  increased  gradually  over  a 
long  period  of  time,  and  during  the  last  three 
years  the  patient  took  as  many  as  10  to  25 
tablets  daily.  The  authors  indicate  that  in 
the  course  of  five  and  one-half  years  the  pa- 
tient took  more  than  20,000  capsules  of  the 
headache  mixture,  comprising  an  estimated 


total  of  at  least  3.5  Kg.  of  phenacetin,  5 Kg.  : 
of  aspirin,  and  0.7  Kg.  of  caffeine.  An  au-  ' 
topsy  revealed  “advanced  degenerative 
changes  in  the  kidneys,  resembUng  the  condi- 
tion described  in  the  recent  Swiss  medical 
literature  in  patients  consuming  large  quan-  i 
titles  of  phenacetin.”  The  authors  also 
emphasized  that  in  their  patient  cyanosis  was 
never  marked  enough  to  cause  suspicion  of  i 
either  methemoglobinemia  or  sulfhemoglo-  ‘ 
binemia.  However,  the  patient  did  have  a 
sallow  complexion. 

It  may  be  well  to  remember  that  whenever 
a history  of  prolonged  headaches  is  obtained 
the  physician  always  should  suspect  that 
some  “headache  tablets”  may  have  been  ; 
taken,  and  the  possibility  of  methemo- 
globinemia or  sulfhemoglobinemia  should  be 
entertained. 

Hypersensitivity  to  the  drug  may  produce 
a hemolytic  anemia  on  the  administration  of 
a therapeutic  dose.  It  results  in  an  auto- 
immune hemolytic  anemia  with  acute  renal 
failure.  It  is  due  to  the  formation  of  a drug- 
erythrocyte  complex  as  an  “antigen”  caus- 
ing the  formation  of  “auto-antibodies”  with 
a subsequent  destruction  of  the  patient’s 
erythrocytes  in  the  presence  of  the  drug. 
Two  such  cases  have  been  reported  in  the 
Lancet } 

One  case  was  in  a thirty-eight-year-old 
woman  who  was  admitted  to  the  hospital 
with  jaundice  and  oliguria  of  forty-eight 
hours  duration.  She  appeared  anemic  and 
had  icteric  conjunctivitis.  A diagnosis  of 
anemia  with  tubular  necrosis  was  made  and 
treated,  and  the  patient  made  a complete  re- 
covery. However,  a recurrence  of  the  symp- 
toms following  the  ingestion  of  4 analgesic 
tablets  containing  phenacetin  implicated  a 
drug  hypersensitivity,  and  the  tentative  diag- 
nosis was  confirmed  by  serologic  studies. 
The  other  patient,  a seventy-three-year-old 
man,  became  drowsy  and  anorectic  after 
two  weeks  medication  with  PAS  (para- 
aminosalicylic  acid)  and  isoniazid  treatment 
for  tuberculosis.  A diagnosis  of  hemolytic 
anemia  and  acute  renal  failure  was  made,  and 
in  spite  of  all  therapy  the  patient  died  within 
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thirty  hours  following  admission.  These  2 
patients  apparently  were  hypersensitive  to 
phenacetin. 

The  authors  postulate  that  the  acute  tu- 
bular necrosis  may  have  been  secondary  to 
the  hemolysis  and  that  it  also  is  possible  that 
the  renal  cells  may  have  been  injured  directly 
as  a result  of  the  hypersensitivity  to  the 
drug. 

It  may  be  emphasized  again  that  in- 
dividual tolerance  and  sensitivity  to  the  drug 
varies  greatly.  There  have  been  reports  of 
individuals  taking  as  many  as  30  Gm.  who 
survived,  and  deaths  were  caused  by  much 
smaller  doses.  * The  same  dose  may  cause 
harmful  effects  in  one  patient  and  will  pro- 
duce no  ill  effects  whatever  in  another.  It 
also  is  possible  that  the  illness  for  which  the 
medication  is  used  may  be  a contributory 
factor. 

Because  of  the  wide  use  of  this  drug  and  the 


popular  erroneous  belief  that  these  prepara- 
tions are  harmless,  physicians  should  caution 
their  patients  against  self-medication  and 
against  the  use  of  various  headache  and  pain- 
relieving  nostrums. 

They  should  be  told  that  these  drugs 
are  potentially  hazardous  preparations,  that 
an  overdosage  may  be  serious,  that  pre- 
cautions must  be  used  in  the  storage  and 
handling  of  these  drugs,  and  that  they 
should  be  kept  away  from  the  reach  of 
children  at  all  times. 
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ANNOUNCEMENT 

Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  op  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  re- 
printed in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal, 
750  Third  Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per 
pamphlet  to  cover  costs. 
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A series  of  articles  on  health  insurance  prepared  by  the 
Associated  Blue  Shield  Plans  of  New  York  State 

LEONARD  J.  RAIDER,  M.D.,  Editor 


A Management  View  on  the  Financing  of  Medical  Care* 

MALCOLM  L.  DENISE,  DEARBORN,  MICHIGAN 
( Vice-President,  Labor  Relations,  Ford  Motor  Company) 


^T^he  modern  corporation,  both  in  its 
capacity  as  an  employer  and  also  as  an 
industrial  citizen  of  the  community,  has  a 
vital  interest  in  hospital  and  medical  care. 
Over  the  past  couple  of  decades  there  has 
been  increasing  awareness  by  corporate 
management  of  its  responsibilities  in  both 
capacities.  I know  there  have  been  great 
developments  on  both  scores  at  Ford  since 
1946. 

We  come  into  direct  contact  with  the  prob- 
lem of  hospital  and  medical  care  in  several 
ways,  of  which  the  most  direct  are  these: 
(1)  as  the  operator  of  our  plant  medical 
facilities  and  services;  (2)  as  a donor  and 
solicitor  of  employe  donations  toward 
meeting  the  costs  of  community  health 
programs  and  facilities — both  operating  costs 
and  capital  expenditures;  and  (3)  as  a pur- 
chaser of  hospital  and  medical  service  for 
employes. 

The  first  of  these  has  probably  the  least 
bearing  on  the  present  subject,  and  I will 
not  dwell  on  it.  While  our  experience  in 
providing  certain  medical  services  and  facili- 
ties gives  us  some  insight  into  the  problems 

* Adapted  from  a speech  delivered  at  the  Annual 
Conference  of  Blue  Shield  Plans,  Los  Angeles,  Cali- 
fornia, April,  1960. 


involved,  it  hardly  qualifies  us  to  pose  as  ex- 
pert in  the  general  field  of  medical  and 
hospital  administration. 

The  other  two  phases  of  our  relationship 
to  medical  care  problems — as  a supporter 
of  voluntary  community  agencies  and, 
jointly  with  our  employes,  as  a customer — 
are,  in  a very  real  sense,  related  and  hence 
are  both  relevant  to  the  subject. 

The  development  of  proper  and  intelligent 
management  attitudes,  policies,  and  actions 
with  respect  to  points  two  and  three  pre- 
sents involved  and  difficult  questions. 
Management  must  attempt  to  reach  specific 
solutions  which  will  reflect  a sound,  realistic 
application  and  balancing  of  a number  of 
considerations. 

What  are  these  considerations?  I would 
like  to  discuss  several  which  seem  to  me  of 
great  importance. 

Management  Considerations 

I would  list  as  one  of  the  most  basic 
considerations  our  stake  in  the  preservation 
of  a free  society  and  a free  economy  in  Amer- 
ica. The  individual  freedom  which  we 
Americans  enjoy  has  been  made  possible  by 
a system  of  institutions  which  has  accommo- 
dated an  unprecedented  degree  of  diversity 
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I and  autonomy  within  an  over-all  unity. 

; This  has  released  the  energies  and  ingenuity 

I I of  our  people  to  accomplish — voluntarily  and 
(i  largely  without  the  compulsion  of  master 

planning  and  state  control — the  highest 
) I standard  of  living  for  the  many  that  man  has 
i j ever  known. 

! Second,  we  must  never  lose  sight  of  the 
. role  which  is  management’s  to  play  in  a free 
society.  Generally  speaking,  management 
is  interested  in  advancing  the  well-being  of 
its  employes  and  of  the  communities  in 
which  it  operates.  But  its  responsibilities 
cannot  end  there;  it  must  consider  also 

I the  interest  of  customers  and  of  the  public 
i at  large.  And  its  ultimate  responsibility 

for  the  wise  conduct  of  business  is,  of  course, 
to  the  stockholders.  No  matter  how  lofty 

II  our  motives  or  how  deep  our  desire  to  im- 
I prove  conditions  of  employment  or  con- 
: ditions  in  the  community,  there  is  simply  no 

escape  from  the  proposition  that  wages, 
benefits,  and  contributions  are  costs  of 
production.  Our  economic  system  relies 
on  management  to  control  costs.  If  man- 
agement fails  in  this  duty — if  it  does  not 
keep  the  cost  of  doing  business  at  a level 
which  enables  the  business  itself  to  grow 
and  prosper — then  it  fails  utterly  in  its 
responsibility  to  customers,  stockholders, 
public,  community,  and  employes  alike. 

This  means,  quite  simply,  that  desirability 
or  alleged  need,  \vhich  is  really  a relative 
term,  of  some  particular  health  project  or 
program  cannot  be  the  sole  or  overriding 
criterion  for  management  decision.  It  is 
one  of  the  harsh,  inescapable  facts  of  human 
life  that  we  cannot  have  more  than  we  can 
afford;  and  if  we  attempt  to  do  so  in  one 
area,  such  as  health  insurance,  we  pay  the 
penalty  in  another,  regardless  of  how  we 
organize  our  society. 

It  has  been  charged  that  Ford’s  present 
system  of  employe  health  insurance  and, 
in  particular,  the  service-type  prepayment 
plans  furnish  insufficient  incentives  for 
reasonable  cost  controls.  We  have  not  been 
convinced  that  this  is  so.  If  nothing  else, 
the  ever-present  pressure  for  the  sociali- 


zation of  hospital  and  medical  practice  and 
care  should  provide  incentive  enough  to 
provide  these  controls.  But  wholly  aside 
from  such  pressures,  we  are  persuaded  that 
the  leaders  of  the  medical  profession  are 
sufficiently  perceptive  and  sensitive  to  the 
needs  and  problems  of  the  public  to  assure 
that  this  matter  receives  the  thought  and 
attention  it  deserves. 

Keeping  hospital  and  medical  care  costs 
under  effective  control  should  be  the  con- 
stant goal  of  hospital  administrators  and  the 
medical  profession.  Theirs  is  the  primary 
responsibility,  and  theirs  is  the  competency 
to  do  this  without  sacrifice  of  medical 
standards  and  the  traditional  ethics  and 
freedoms  of  their  callings.  As  customers 
interested  in  value  received,  employers  have 
a responsibility  to  see  that  the  consumers’ 
needs  and  interests  are  accorded  real  w^eight. 
As  citizens,  businessmen  have  the  responsi- 
bility to  see  that  they  support  only  programs 
that  merit  their  support  and  to  contribute 
such  advice  and  know'^-how'  as  falls  within 
their  special  competency.  But  ultimately, 
the  job  can  only  be  done  from  inside. 

The  final  consideration  I w'ould  like  to 
mention  is  this:  There  is  a definite  manage- 
ment self-interest  in  the  continuing  good 
health  of  employes.  We  know  that  proper 
care  in  the  event  of  illness  or  accident  can 
insure  an  early  return  to  work  and  can  be  a 
major  factor  in  the  efficient  operation  of  the 
company. 

Other  Factors 

All  these  considerations  are  not  always 
easy  for  fallible  human  beings  to  bring  into 
a proper  balance  when  deciding  on  specific 
proposals  for  management  policies  and 
actions;  but  nevertheless  decisions  must 
be  made.  And  in  arriving  at  our  decisions 
we  have  become  aware  of  certain  other 
factors  that  might  result  eventually  in 
situations  which  both  industry  and  the 
providers  of  medical  service  would  deplore. 
Perhaps  it  would  be  worth  while  at  this  point 
to  present  some  personal  observations  on 
these  factors.  It  is  possible  that  forces  set 
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in  motion  or  accelerated  by  these  factors 
might  ultimately  reduce  the  individual’s 
freedom  of  choice  in  the  selection  of  medical 
care  and  medical  insurance. 

First,  there  seems  to  be  some  growth  in 
the  notion  of  using  group  experience  rating 
as  a means  of  establishing  rates.  The  effect 
of  this  technic  is  to  throw  poor  risks  into 
groups  which  require  high  premium  con- 
tributions; or  if  the  rate  is  not  increased, 
then  such  groups  are  singled  out  and  given 
fewer  benefits.  One  result  of  this  situation, 
especially  as  it  affects  older  persons,  is  to 
bring  forth  attempts  to  pass  legislation  such 
as  was  embodied  in  the  Forand  Bill.  Blue 
Cross  and  Blue  Shield’s  greatest  growth 
occurred  when  the  emphasis  was  on  com- 
munity rate  rather  than  experience  rating. 
Indeed,  it  seems  to  me  that  one  of  the  great 
contributions  Blue  Cross  and  Blue  Shield 
can  make  is  the  provision  of  uniform  cover- 
age, broadly  based  in  the  community.  We 
are  persuaded  that  to  cast  away  this  strategic 
advantage  for  tactical  but  temporary  parity 
with  commercial  insurers  may  prove  to  be 
shortsighted. 

A second  factor  which  management  has 
noted  is  the  reluctance  of  some  Blue  Shield 
organizations  to  provide  service  plans  with 
realistic  income  limits.  In  our  opinion,  it 
should  be  recognized  that  as  subscriber 
incomes  and  the  costs  of  medical  service 
rise — with  the  latter  tending  to  outstrip 
the  former — periodic  reappraisals  may  be 
required  to  provide  adequate  and  attractive 
service  to  a significant  number  of  people 
in  the  community.  We  believe  that  the 
distinguishing  feature  between  Blue  Shield 
and  commercial  insurance  is  the  service 
principle.  From  a management  point  of 
view,  without  the  service  principle  there  is 
little  in  Blue  Shield  that  is  superior  to 
commercial  insurance,  which,  within  its  in- 
herent limitation,  has  showm  a high  degree 
of  flexibility  and  responsiveness  to  client 
interests  and  needs. 

It  seems  to  me  that  simple  enlightened 
self-interest  commends  such  a reappraisal 
of  the  question  of  income  limits  to  the 


serious  attention  of  the  medical  profession. 

I can  think  of  no  stronger  bulwark  that  the 
profession  could  erect  against  the  undue 
intrusion  of  government  or  powerful  private 
economic  groups  in  the  field  of  medical 
practice  than  Blue  Shield  programs  that 
make  service-type  coverage  available  to  a 
majority  of  the  public  at  a realistic  and 
reasonable  cost. 

To  be  sure,  w^e  could  achieve  better 
control  of  costs  by  going  to  indemnity-type 
plans.  But,  so  far,  we  have  not  been  con- 
vinced that,  in  this  field,  indemnity  plans 
give  us  as  good  value  for  the  money  expended 
as  do  prepayment  service-type  hospital  and 
surgical  plans.  This,  coupled  with  our 
interest  in  community  programs,  has  in- 
fluenced us  to  date  against  embracing  the 
indemnity  route. 

Management  and  the  Community 

In  our  capacity  as  a ‘‘consumer”  of 
medical  services  through  contributions  to- 
ward the  cost  of  selected  hospital-medical 
care  benefits  for  our  employes  we  do  not 
want  to  be  put  in  a separate  compartment  : 
completely  walled  off  from  that  labeled  I 
“community  citizenship.”  On  the  contrary,  | 
in  the  consideration  of  health  care  pro-  i 
grams  we  have  kept  very  much  in  mind  their  ' 
relationship  to  and  impact  on  the  com- 
munity. Thus  we  have  opposed  the  notion 
of  special  facilities  and  medical  programs 
designed  for  the  exclusive  use  of  our  own 
employes  or  the  employes  represented  by  a 
particular  union  or  group  of  unions. 

Our  principal  employe  coverage  for  basic 
hospital-surgical  protection  is  through  Blue 
Cross  and  Blue  Shield.  Our  employes 
throughout  the  country  are  enrolled  under 
more  than  40  of  these  local  Blue  Cross 
and  Blue  Shield  Plans.  We  attempt  to 
select  from  the  coverage  available  at  each 
location  that  which  provides  the  most 
nearly  uniform  protection  for  all  our  em- 
ployes. 

Our  standard  is  the  Michigan  Blue  Cross 
Comprehensive  Plan  and  Michigan  Blue 
Shield’s  M-75  program. 
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I Negotiation 

i!  When  we  negotiate  with  unions  on  our 
|i|  employe  insurance  programs,  we  are  fully 
' conscious  of  the  impact  that  our  decisions 
i and  actions  could  have  on  medical  and 
hospital  practice.  Because  we  are  aware 
of  this  potential  impact  we  have  been  espe- 
cially careful  to  give  weight  to  all  of  the 
i ! various  considerations  I have  mentioned  in 
/'I  developing  the  positions  we  take  and  the 
propositions  we  make  in  collective  bargain- 
j ing. 

I We  and  our  major  union,  The  United 
•'  Auto  Workers  of  America,  have,  simulta- 
»l  neously,  a certain  common  interest  and  what 
,i|  appear  to  me  to  be  some  distinct  differences 
>'  in  ideology  and  approach  when  we  bargain 
1 on  health  insurance  matters. 

; We  have  in  common,  of  course,  an  interest 
I in  selecting  good  insurance  or  prepayment 
, arrangements  at  good  values  for  our  em- 
t ployes. 

' I think  we  differ,  however,  on  the  role 

1 ^ ' 

I that  collective  bargaining  should  play  in 
shaping  hospital  and  medical  practice  as 
such  and  in  solving  broad  community 


problems.  As  management  we  have  a deep 
conviction  that  the  collective  bargaining 
arena,  designed  to  resolve  labor-management 
differences  over  conditions  of  employment, 
is  one  of  the  most  ill-fitted  places  conceivable 
for  resolving  these  other  kinds  of  problems. 
If  health  insurance  matters  were  to  be 
permitted  to  become  entangled  in  the  con- 
siderations for  maintaining  labor  peace  in 
our  plants,  it  would  be  bad  both  for  us  and 
the  community. 

Conclusion 

To  conclude,  I have  faith  in  voluntary 
programs  and  the  ability  of  the  professions 
and  community  organizations  involved  to 
fulfil  the  needs  of  our  people.  I am  en- 
couraged in  this  faith  by  the  increasingly 
abundant  evidence  that  our  doctors,  our 
hospitals,  and  our  voluntary  community 
organizations  are  conscious  of  the  problems, 
aware  of  their  responsibilities,  and  actively 
seeking  better  ways  and  means  of  meeting 
them.  Given  this  awareness  and  attitude, 
I feel  confident  that  they  will  be  met  within 
the  framework  of  our  free  institutions. 


Physical  Complaints  Linked  to  Smoking 


A variety  of  physical  complaints  have  been  found 
to  be  associated  with  cigaret  smoking  habits,  it  was 
reported  by  E.  Cuyler  Hammond,  Sc.D.,  in  the 
August,  1961,  issue  of  Archives  of  Environmental 
Health,  published  by  the  American  Medical  Associa- 
tion. 

The  study  involved  18,697  men  and  24,371  women 
over  the  age  of  thirty.  Complaints  associated  with 
cigaret  smoking  were  cough,  hoarseness,  shortness 
of  breath,  pain  or  discomfort  in  chest,  loss  of  ap- 
petite, nausea  and  vomiting,  pain  in  stomach,  pain 
or  discomfort  in  lower  abdomen,  diarrhea,  loss  of 
weight,  easy  fatigue,  insomnia,  and  several  other 


complaints.  Coughing,  shortness  of  breath,  and 
loss  of  appetite  showed  a particular  association  with 
smoking. 

The  amount  of  cigaret  smoking  ranged  from  1 to 
9 a day  to  more  than  40  a day.  Cigaret  smoking 
showed  a far  higher  degree  of  association  with 
physical  complaints  than  did  cigar  or  pipe  smoking. 
The  frequency  of  physical  complaints  increased 
with  the  amount  of  cigaret  smoking.  Coughing  was 
reported  less  frequently  by  people  who  smoke 
cigarets  with  a low  tar  and  nicotine  content  than  by 
people  who  smoke  cigarets  with  a high  tar  and  nic- 
otine content. 
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Senate  and  the  House  approved  a multi- 
million  dollar  expansion  of  Federal  aid  to  com- 
munity health  services. 

The  Senate  approved  it  by  routine  voice  vote  a 
few  weeks  before  adjournment.  The  House  earher 
had  approved  a slightly  different  form  of  the  legisla- 
tion. No  difficulty  was  anticipated  in  adjusting  the 
differences  of  the  two  versions  so  that  it  could  be- 
come effective  at  an  early  date. 

Some  of  the  programs  covered  by  the  legislation 
were  of  special  importance  to  the  aged  and  the 
chronically  ill.  Key  provisions  of  the  bill  would: 
( 1 ) Raise  from  $30  to  $50  million,  for  five  years  the 
annual  authorization  for  matching  grants  to  states 
and  cities  for  public  health  services  such  as  home 
nursing,  home  health  care,  and  a variety  of  services 
to  nursing  homes.  (2)  Establish  a five-year  $10 
million-a-year  program  of  special  grants  to  nonprofit 
groups  for  research  and  development  aimed  at  im- 
proved health  services  given  outside  the  hospital. 
(3)  Raise  from  $10  million  to  $20  million  the  annual 
authorization  for  construction  of  public  and  non- 
profit nursing  homes.  (4)  Extend  loan  provisions 
for  hospital  construction  under  the  Hill-Burton  Act 
until  its  grant  program  expires  in  Jime,  1964.  (5) 
Raise  from  $1.2  milhon  to  $10  miUion  the  annual 
ceiling  on  grants  for  hospital  research  and  permit 
grants  for  experimental  or  demonstration  hospital 
units.  (6)  Extend  for  three  years  the  matching 
grant  program  which  provides  Federal  help  for  con- 
struction of  health  research  facilities  and  authorize 
$50  million  rather  than  $30  million  a year. 

Influenza  Epidemic  Predicted 

Luther  L.  Terry,  M.D.,  Surgeon  General  of  the 
U.S.  Public  Health  Service,  predicted  that  there  will 
be  a new  influenza  epidemic  in  the  United  States  this 
fall  and  winter.  He  urged  immediate  vaccinations 
for  people  over  sixty-five  years  of  age,  pregnant  wo- 
men, and  persons  with  heart  diseases  and  other 
chronic  illnesses. 

“We  are  probably  due  for  some  Asian  flu  out- 
breaks, since  they  come  in  two-  or  three-year  cycles,” 
Terry  said,  “and  we  are  overdue  for  type  B flu  ouG 
breaks  which  come  in  four-  to  six-year  cycles.” 

More  than  86,000  people  in  the  three  most  sus- 
ceptible groups  died  from  influenza  between  Septem- 
ber, 1957,  and  March,  1960.  Asian  flu  has  been 
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dormant  in  this  country  since  then.  It  has  been 
more  than  six  years  since  type  B flu  has  been  wide- 
spread. 

Both  types  of  flu  were  prevalent  in  other  countries 
in  1960  and  1961,  especially  in  England.  In  1951, 
when  England  had  a similar  epidemic,  flu  reached 
this  country  the  following  year.  Dr.  Terry  noted. 

The  U.S.  Public  Health  Service  is  alerting  phy- 
sicians, state  health  officers,  and  welfare  agencies  to 
include  flu  shots  in  their  programs  of  public  assist- 
ance. 

Live  Virus  Polio  Vaccine  Licensed 

The  Type  I oral,  live  virus  polio  vaccine  developed 
by  Albert  Sabin,  M.D.,  has  been  licensed  by  the  U.S. 
Pubhc  Health  Service  for  marketing  in  the  United 
States. 

However,  the  PHS,  the  American  Medical  Asso- 
ciation, and  others  urged  that  the  widest  possible 
use  still  be  made  of  the  Salk  killed  vaccine.  The 
principal  use  of  the  newly  licensed  oral  vaccine  this 
year  will  be  against  epidemic  threats  of  Type  I polio. 

The  license  for  manufacture  of  the  oral  vaccine 
was  granted  to  Pfizer,  Ltd.,  Sandwich,  England,  and 
it  is  being  marketed  in  this  country  by  Chas.  Pfizer 
& Co.,  Inc.,  of  New  York. 

Dr.  Luther  L.  Terry  said  he  expected  Type  II 
oral  vaccine  to  be  licensed  soon  but  that  it  would  be 
several  months  before  Type  III  would  be  licensed. 

Pfizer  is  expected  to  have  more  than  50  million 
doses  pf  the  Tj^De  I oral  vaccine  available  for  use  by 
next  spring  at  the  start  of  the  1962  polio  season. 
For  an  epidemic  reserve,  the  PHS  ordered  at  the 
time  of  the  licensing  a total  of  900,000  doses  of  the 
Type  I vaccine  in  frozen  form  at  a cost  of  $81,000. 

Information  on  the  terms  for  obtaining  vaccine 
from  this  epidemic  reserve  was  sent  to  State  and 
Territorial  Health  Officers.  The  requirements  in- 
clude: At  least  three  cases  of  Type  I polio  in  the 
community  within  a month,  of  which  two  have  been 
confirmed  to  be  Type  I by  laboratory  analysis;  ade- 
quate community  organization  and  medical  leader- 
ship to  insure  rapid  and  complete  coverage  of  the 
population  under  age  fifty;  and  agreement  to  make 
the  vaccine  available  without  charge  to  persons  un- 
der age  fifty. 

All  local  requests  must  be  channeled  through 
state  health  departments. 

Of  the  three  types  of  polio  virus.  Type  I has  been 
responsible  in  recent  years  for  between  60  and  70  per 
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cent  of  all  paralytic  polio  in  this  country,  PHS  said. 
However,  a sampling  of  virus  isolated  from  paralytic 
cases  this  year  suggests  that  Type  III  may  be  in- 
creasing in  relative  importance  as  a cause  of  paralytic 
disease. 

Dr.  Terry  attributed  “the  progressive  decline  in 
polio  since  1955”  to  the  Salk  vaccine.  He  said  that 
through  August  5 only  234  paralytic  cases  had  been 
reported  this  year,  as  compared  with  13,850  for  the 
polio  season  of  1955,  the  first  year  in  which  the  Salk 
vaccine  became  available  in  limited  quantities. 


The  A.M.A.  said  the  licensing  of  the  live  virus 
vaccine  marked  “another  step  forward”  in  the  fight 
against  polio.  The  Association  predicted  the  new 
vaccine  would  be  “a  valuable  weapon  against  epi- 
demics of  Type  I polio.”  However,  the  A.M.A. 
again  urged  that  everyone  complete  a series  of  Salk 
shots. 

“Until  such  time  as  oral  vaccines  against  all  three 
types  are  available,  the  Salk  vaccine  remains  the 
only  protection  available  against  all  types  of  para- 
lytic polio,”  the  A.M.A.  said. 


Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


In  Numbers  There  Is  Strength 


Woman’s  Auxiliary  is  a functional  organiza- 
tion,  one  which  was  formed  to  assist  the  county. 
State,  and  national  medical  organizations  in  any 
way  it  could.  That  there  are  social  functions  is 
secondary.  The  Auxiliary  members  are  dedicated 
to  helping  their  husbands  provide  the  country  with 
the  finest  in  medical  care. 

The  basic  functions  and  activities  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State  of 
New  York  are  many.  The  primary  function  is  to 
promote  the  advancement  of  medicine  and  public 
health.  To  this  end  the  Auxiliary  sponsors  pro- 
grams according  to  directives  from  the  Medical 
Society  of  the  State  of  New  York  and  conducts 
projects  which  have  the  Society’s  approval. 

Programs  which  are  sponsored  by  the  Auxiliary 
are  stimulating  and  educational.  Qualified  speakers 
with  an  intimate  knowledge  of  legislative  proposals 
affecting  the  medical  profession  and  allied  fields 
address  the  Auxiliary  members  and  thus  prepare 
them  for  the  difficult  task  of  giving  the  often  misin- 
formed public  intelligent  and  informed  opinions. 
This  activity  is  of  the  greatest  importance  in  improv- 
ing public  relations.  Other  programs  remind  the 
Auxiliary  members  of  the  ever-present  need  for 
more  well-trained  nurses  and  technicians.  To  help 
this  situation  many  county  auxiliaries  are  sponsor- 
ing Future  Nurse  Clubs  in  high  schools  and  have 
been  successful  in  guiding  qualified  and  interested 
young  girls  in  entering  nursing  education.  Another 
assistance  provided  by  the  Auxiliary  is  the  establish- 
ment of  scholarships  and  student  loan  funds  to  help 
needy  students  entering  nursing. 


The  Auxiliary  also  sponsors  Health  Poster  Con- 
tests for  elementary  and  high  school  students. 
These  contests  help  in  promoting  the  development 
of  health  consciousness. 

A new  project  for  the  1961-1962  year  is  an  essay 
contest  on  “The  Advantages  of  Private  Medical 
Care.”  The  first  prize  will  be  $1,000.  The  contest 
is  sponsored  by  the  Association  of  American  Physi- 
cians and  Surgeons  Freedom  Programs  in  coopera- 
tion with  state  and  county  medical  societies  and 
is  open  to  high  school  students. 

An  annual  activity  of  the  Auxiliary  is  the  opera- 
tion of  a health  booth  at  the  State  Fair  in  Syracuse 
and  the  New  York  Health  Fair.  This  features 
movies  on  heart  disease,  cancer,  diabetes,  and  safety 
in  the  home.  The  health  booth  also  distributes 
important  A.M.A.  pamphlets. 

Some  other  activities  of  the  Auxiliary  include  the 
promotion  of  good  mental  health,  attention  to  rural 
health  problems,  the  necessity  of  and  assistance  with 
a good  civil  defense  program,  and  support  of  the 
very  necessary  American  Medical  Education  Foun- 
dation. 

An  Auxiliary  member  helps  and  she  wants  to  help, 
but  so  much  more  could  be  accomplished  with  a 
larger  membership.  A few  can  do  so  much  but 
“In  Numbers  There  Is  Strength.” 

Mrs.  D.  R.  Pitaro,  Chairman 
Organization  and  Membership 

14  Woodrow  Court 
Troy,  New  York 
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Horace  Edward  Auringer,  M.D.,  of  Addison,  died 
on  August  27  at  the  Robert  Packer  Hospital,  Sayre, 
Pennsylvania,  at  the  age  of  seventy-two.  Dr. 
Auringer  graduated  in  1912  from  Albany  Medical 
College  and  interned  at  Bellevue  Hospital.  He  was 
an  attending  in  anesthesiology  at  Corning  Hospital 
and  was  company  physician  in  the  medical  depart- 
ment of  the  Erie  Railroad.  Dr.  Auringer  was  a 
Fellow  of  the  American  College  of  Anesthesiologists 
and  a member  of  the  American  Society  of  Anes- 
thesiologists, Inc.,  the  New  York  State  Society  of 
Anesthesiologists,  the  Steuben  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Robert  Osborn  Beakes,  M.D.,  of  Bloomingburg, 
died  on  August  27  at  Horton  Hospital,  Middletown, 
at  the  age  of  eighty-two.  Dr.  Beakes  graduated 
in  1905  from  the  University  of  Michigan  Medical 
College. 

Mable  Cobb  Conway,  M.D.,  of  Syracuse,  died  on 
August  26  at  Syracuse  General  Hospital  at  the  age  of 
seventy-seven.  Dr.  Conway  graduated  in  1908 
from  Syracuse  University  College  of  Medicine.  She 
served  as  physician  at  Camp  Avalon,  the  YWCA 
Camp  at  Tully,  and  at  the  Long  Lake  Girl  Scout 
Camp.  From  1941  to  1952  she  was  health  director 
of  Solvany  schools  and  from  1952  to  1956  she  also 
served  as  Red  Cross  Bloodmobile  physician.  Dr. 
Conway  was  a member  of  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Augustus  F.  Dempewolff,  M.D.,  of  New  York 
City,  retired,  died  on  September  20  at  the  House  of 
Calvary  in  the  Bronx  at  the  age  of  eighty-five.  Dr. 
Dempewolff  graduated  in  1900  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harry  Depan,  M.D.,  of  Glens  Falls,  died  on  August 
20  at  Glens  Falls  Hospital  at  the  age  of  seventy-two. 
Dr.  Depan  graduated  in  1915  from  Long  Island 
College  Hospital  Medical  School.  A member  of  the 
Glens  Falls  Academy  of  Medicine,  Dr.  Depan  also 
held  memberships  in  the  Warren  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 


York,  and  the  American  Medical  Association. 

Herman  Elwyn,  M.D.,  of  New  York  City,  retired, 
died  on  September  19  at  Lenox  Hill  Hospital  at  the 
age  of  seventy-six.  Dr.  Elwyn  graduated  in  1912 
from  New  York  University  and  Bellevue  Hospital 
Medical  College  and  interned  at  New  York  Eye  and 
Ear  Infirmary.  He  was  an  honorary  attending  sur- 
geon in  eyes  at  the  New  York  Eye  and  Ear  In- 
firmary. Dr.  Elwyn  was  a Diplomate  of  the 
American  Board  of  Ophthalmology  and  a member  of 
the  American  Academy  of  Ophthalmology'  and 
Otolaryngology,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  G.  Golan,  M.D.,  of  Kew  Gardens,  died  on 
September  24  in  Cleveland,  Ohio,  at  the  age  of  fifty- 
seven.  Dr.  Golan  graduated  in  1929  from  Long  Is- 
land College  Hospital  Medical  School.  He  was  an 
attending  physician  in  allergy  at  Wyckoff  Heights 
Hospital,  an  adjunct  in  allergy  at  The  Jewish  Hospi- 
tal of  Brooklyn,  and  an  associate  attending  physi- 
cian at  Queens  Hospital  Medical  Center.  Dr.  Golan 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine  (Allergy),  a Fellow  of  the  American  College 
of  Physicians,  a Fellow  of  the  American  College  of 
Allergists,  a Fellow  of  the  American  Academy  of 
Allergy,  and  a member  of  the  Pan-American  Medical 
Association,  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harvey  Burleson  Matthews,  M.D.,  of  New  Ca- 
naan, Connecticut,  formerly  of  Brooklyn,  retired,  died 
on  September  19  at  New  York  Hospital  at  the  age  of 
seventy-eight.  Dr.  Matthews  graduated  in  1909 
from  Columbia  University  College  of  Physicians  and 
Surgeons  and  interned  at  Sloane  and  Memorial  Hos- 
pitals. He  was  an  honorary  consultant  at  Coney  Is- 
land Hospital,  a consultant  in  obstetrics  and 
gynecology  at  Long  Island  College  Hospital,  Metho- 
dist Hospital  of  Brooklyn,  Southside  (Bay  Shore), 
Women’s,  Beth-El,  Huntington,  the  John  T.  Mather 
Memorial  (Port  Jefferson),  and  Stamford  (Connec- 
ticut) Hospitals. 

A member  of  the  editorial  board  of  The  American 
Journal  of  Obstetrics  and  Gynecology  as  well  as  an 
associate  editor  of  Medical  Times  for  twenty-five 
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years,  he  was  also  professor  emeritus  of  gynecology 
and  obstetrics  at  Long  Island  College  of  Medicine 
and  a consultant  to  the  Children’s  Federation  of 
America  and  the  New  York  City  Department  of 
Health  Bureau  of  the  United  States  Department  of 
Labor,  and  Planned  Parenthood.  Dr.  Matthews  was 
a Diplomats  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Association 
of  Obstetricians  and  Gynecologists,  the  American 
Gynecological  Society,  the  New  York  Obstetrical 
Society  (and  a past-president),  the  Brooklyn  Gyne- 
cological Society,  the  Kings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Charles  O’Connor,  M.D.,  of  Rochester,  died 
on  August  23  at  Strong  Memorial  Hospital  at  the 
age  of  eighty-one.  Dr.  O’Connor  graduated  in  1904 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  Retired,  he  was  a member  of  the 
Rochester  Academy  of  Medicine,  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Day  Olin,  M.D.,  of  Watertown,  retired, 
died  on  August  24  at  the  age  of  eighty-seven.  Dr. 
Olin  graduated  in  1904  from  Albany  Medical  College. 
He  was  an  honorary  member  of  the  staffs  of  Mercy 
Hospital  and  the  House  of  the  Good  Samaritan. 
Dr.  Olin,  one  of  the  founders  of  the  original  City 
Hospital  (now  the  House  of  the  Good  Samaritan)  as 
well  as  the  first  urologist  in  Watertown,  was  a member 
of  the  American  Urological  Association,  the  Jeffer- 
son County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Martin  Henry  Orens,  M.D.,  of  Great  Neck,  died 
on  September  13  at  the  age  of  forty-four.  Dr. 
Orens  graduated  in  1940  from  New  York  University 
College  of  Medicine  and  interned  at  Hillside  and 
Queens  General  Hospitals.  He  was  an  attending  in 
psychiatry  at  Hillside  Hospital.  Dr.  Orens  was  a 
Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry),  a Fellow  of  the 
American  Psychiatric  Association,  and  a member  of 
the  American  Psychoanalytic  Association,  the 
American  Association  for  Research  in  Psychosomatic 
Problems,  the  New  York  Society  for  Clinical  Psy- 


chiatry, the  Nassau  Neuropsychiatric  Society,  the 
New  York  Psychoanalytic  Society,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

John  C.  Plain,  M.D.,  of  Ransomville,  died  on 
August  10  at  Mt.  View  Hospital,  Lockport,  at  the 
age  of  eighty-five.  Dr.  Plain  graduated  in  1904 
from  the  University  of  Buffalo  School  of  Medicine. 
Before  retiring  in  1958  he  had  served  as  health  officer 
for  the  towns  of  Porter,  Cambria,  and  Pendleton. 

William  Thalhimer,  M.D.,  of  New  York  City, 
died  on  September  11  in  Stamford,  Connecticut,  at 
the  age  of  seventy-five.  Dr.  Thalhimer  graduated 
in  1908  from  Johns  Hopkins  University  School  of 
Medicine.  Retired  in  1950  as  consulting  hematolo- 
gist to  the  Queens  County  Blood  Bank  he  also  served 
as  assistant  pathologist  at  Grasslands  Hospital, 
Valhalla,  during  the  same  period.  From  1911  to 
1918  he  was  an  assistant  pathologist  at  Mount  Sinai 
Hospital  and  for  the  next  eleven  years  was  director 
of  laboratories  at  Columbia  Hospital,  Milwaukee, 
and  from  1925  to  1928  directed  the  laboratories  of 
County  Hospital,  Milwaukee,  becoming  director  of 
the  laboratory  at  Michael  Reese  Hospital,  and  the 
Samuel  Deutsch  Serum  Center,  Chicago,  in  1929. 
Dr.  Thalhimer  returned  to  New  York  in  1936  as  head 
of  the  serum  division  of  the  Public  Health  Research 
Institute,  a post  he  held  until  1944.  A Fellow  of  the 
American  College  of  Pathologists,  he  was  a member 
of  the  American  Association  of  Pathologists  and 
Bacteriologists,  the  Society  for  Experimental 
Biology  and  Medicine,  the  New  York  Academy  of 
Medicine,  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Sampson  James  Wilson,  M.D.,  of  Brooklyn, 
retired,  died  on  September  13  at  the  Jewish  Hospital 
of  Brooklyn  at  the  age  of  seventy-six.  Dr.  Wilson 
graduated  in  1910  from  New  York  University  and 
Bellevue  Hospital  Medical  College  and  interned  at 
the  Jewish  Hospital.  He  was  a consultant  in 
pediatrics  at  the  Jewish  Hospital  of  Brooklyn.  Dr. 
Wilson  was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American  Academy 
of  Pediatrics,  the  Brooklyn  Academy  of  Pediatrics, 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


The  man  who  is  prepared  has  his  battle  half  fought. — Cervantes 
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Drug  to  Be  Used  as  Tuberculosis  Preventive — 
The  City  of  New  York  Department  of  Health,  which 
has  been  using  the  drug  isoniazid  for  the  past  five 
years  to  prevent  tuberculosis  among  children,  is 
exploring  the  possibility  of  using  the  drug  as  a 
tuberculosis  preventive  for  persons  of  all  ages  who 
come  in  intimate  contact  with  tuberculosis  patients. 

The  United  States  Pubhc  Health  Service  has  re- 
ported that  studies  have  shown  the  drug  is  effective 
in  preventing  tuberculosis  among  persons  of  all 
ages  who  are  exposed  to  the  disease. 

In  1955-1956  the  Bureau  of  Tuberculosis  of  the 
City  of  New  York  Department  of  Health  partici- 
pated in  studies  of  the  preventive  value  of  the  drug 
in  young  children. 

These  studies  indicated  that  isoniazid  is  effec- 
tive in  preventing  the  disease  among  those  recently 
infected. 

Following  these  studies  the  Department  started 
using  isoniazid  as  a preventive  measure  for  all 
children  under  three  years  of  age  who  had  been  in- 
fected and  for  children  under  ten  years  of  age  whom 
it  knew  to  be  recently  infected. 

Doctors  Form  Wine  Tasting  Club — A new  organi- 
zation known  as  the  Physicians  Wine  Appreciation 
Society  has  been  formed  by  a group  of  New  York 
physicians. 

The  idea  for  the  society  was  conceived  by  Herbert 
Gould,  M.D.,  a resident  in  ophthalmology  at  Man- 
hattan Eye,  Ear  and  Throat  Hospital.  Dr.  Gould 
first  became  interested  in  wine  tasting  when  he  was 
living  in  England  two  years  ago.  At  that  time  he 
was  impressed  by  the  meetings  of  the  Wine  and 
Cheese  Society,  an  organization  sponsored  by  the 
British  Medical  Association. 

The  wine  tasting  society  was  established  in  June 
with  the  help  of  Robert  Coles,  M.D.,  of  New  York 
City,  whose  amateur  interest  in  wine  developed 
through  several  years’  residence  in  France. 

The  first  meeting  of  the  society  drew  approxi- 
mately 200  members  and  their  guests.  If  present 
plans  materialize  the  society  will  offer  in  addition  to 
wine  tastings  and  dinners,  a correspondence  course 
on  wine  appreciation. 

Any  doctor  with  an  accredited  medical  degree 
may  apply  for  membership  in  the  society.  For 
information  write  to:  Robert  Coles,  M.D.,  Secre- 
tary, Physicians  Wine  Appreciation  Society,  125 
East  72nd  Street,  New  York  21,  New  York. 


Report  on  Effectiveness  of  Measles  Vaccine — The 
measles  vaccine  developed  by  Dr.  John  F.  Enders, 
1954  Nobel  Prize  winner  of  Harvard  Medical  School, 
is  effective  in  preventing  measles  but  when  used 
alone  produces  mild  or  high  fever  in  a “signifi- 
cant” percentage  of  children  inoculated,  Saul  Krug- 
man,  M.D.,  has  reported. 

When  children  who  are  given  the  vaccine  also  are 
given  an  injection  of  gamma  globulin,  the  percentage 
of  those  who  develop  either  a mild  or  high  fever  is 
greatly  reduced. 

Dr.  Krugman,  professor  and  chairman  of  the 
Department  of  Pediatrics,  New  York  University 
School  of  Medicine,  New  York  City,  has  been  testing 
the  effectiveness  of  the  Enders  vaccine  in  studies 
financed  by  grants  from  the  Health  Research  Coun- 
cil of  the  City  of  New  York.  These  studies  have 
been  carried  out  in  New  York  City,  West  Nigeria, 
and  Israel. 

On  the  basis  of  his  study  Dr.  Krugman  has  con- 
cluded that  live  attenuated  measles  virus  vaccine, 
unmodified,  would  not  be  acceptable  as  a routine 
immunizing  agent  in  its  present  state.  However, 
the  combination  of  Enders  vaccine  and  gamma 
globulin  would  be  suitable  for  mass  use. 

Cornerstone  Laid  at  University  Hospital — Sep- 
tember 28  marked  the  laying  of  the  cornerstone  of 
the  new  University  Hospital  of  New  York  Univer- 
sity Medical  Center.  The  13-story  hospital  MU 
complete  the  present  building  program  of  the  Medi- 
cal Center.  The  structure  will  contain  600  beds 
and  extensive  outpatient  and  research  facilities. 
Completion  is  scheduled  for  the  fall  of  1962. 

The  principal  speaker  at  the  cornerstone  cere- 
monies was  the  Honorable  Abraham  A.  Ribicoff, 
Secretary  of  Health,  Education,  and  Welfare. 
Other  speakers  included  Mayor  Robert  F.  Wagner 
and  Winthrop  Rockefeller,  first  chairman  of  the 
Medical  Center  Board. 

New  York  County  Offers  Citizen’s  Award — 
The  Medical  Society  of  the  County  of  New  York  is 
now  accepting  nominations  for  its  second  annual 
citizen’s  award  for  outstanding  service  to  the  health 
of  the  community. 

The  award,  which  is  open  to  any  layman  residing 
in  New  York  City,  is  designed  to  provide  recognition 
to  an  individual  who  has  made  a major  contribution 
in  the  health  field.  DeadUne  for  nominations  is 
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December  31. 

For  further  information  contact:  Medical  Society 
of  the  County  of  New  York,  10  Columbus  Circle, 
New  York  19,  New  York,  JUdson  2-5858. 

Health  Show  Well  Attended — Leona  Baumgart- 
ner, M.D.,  Commissioner  of  the  City  of  New  York 
Department  of  Health,  has  announced  that  more 
than  10,000  persons  participated  in  the  free  dia- 
betes, glaucoma,  and  tuberculosis  tests  given 
by  the  Department  at  New  York  City’s  recent 
Health  Exposition.  In  addition,  1,935  persons  re- 
ceived polio  vaccinations  and  1,300  were  given  ad- 
vice on  the  prudent  diet  as  developed  for  the  De- 
partment’s anticoronary  club. 

A total  of  3,013  persons  were  tested  for  diabetes, 
and  239  suspected  cases  were  found.  Of  the  2,760 
persons  screened  for  glaucoma,  209  suspected  cases 
were  discovered.  A total  of  4,819  persons  were 
screened  for  tuberculosis,  revealing  41  with  ar- 
rested tuberculosis,  7 with  suspected  tumors,  2 with 
pleural  effusions,  5 with  pneumonia,  and  1 person 
who  has  advanced  active  tuberculosis. 

The  Exposition  was  sponsored  by  the  City  of  New 
York  Department  of  Health  in  cooperation  with 
the  Medical  Society  of  the  State  of  New  York. 

New  Premedical  Journal — A new  national  pre- 
medical journal,  prepared  by  premedical  students  at 
Columbia  College,  published  its  first  issue  on  Oc- 
tober 8. 

The  new  publication,  Pre-Med,  is  the  only  national 
journal  of  its  kind  and  will  be  distributed  free  of 
charge  to  26,000  premedical  students  at  280  colleges 
throughout  the  country. 

Designed  to  intensify  student  interest  in  medicine 
as  a career,  Pre-Med  was  founded  in  response  to  a 
great  decline  in  the  application  of  highly  qualified 
students  to  medical  schools. 

Armand  R.  Favazza,  a senior  honor  premedical 
student  at  Columbia  College  has  been  named  editor- 
in-chief  of  the  new  journal. 

Approximately  25  distinguished  physicians 
throughout  the  country  are  active  members  of 
the  journal’s  board  of  commissioners.  Included 
are:  Herman  Hilleboe,  M.D.,  Commissioner  of 

Health,  New  York  State;  Frank  Barry,  M.D., 
Assistant  Secretary  of  Defense  for  Medical  Affairs; 
Frank  Glenn,  M.D.,  chairman.  Department  of 
Surgery,  Cornell  University,  and  president  of  the 
New  York  Academy  of  Medicine;  Frank  Brace- 
land,  M.D.,  psychiatrist-in-chief,  the  Institute  for 
Living;  Felix  Marti-Ibanez,  M.D.,  editor,  MD 
magazine;  Ward  Darley,  M.D.,  executive  director, 
American  Association  of  Medical  Colleges;  Donald 
Anderson,  M.D.,  dean.  University  of  Rochester 
School  of  Medicine  and  Dentistry;  Gerald  Dorman, 
M.D.,  trustee,  American  Medical  Association;  and 


George  Rosen,  M.D.,  professor  of  health  education, 
Columbia  University. 

Pre-Med  will  initially  be  published  on  a trimonthly 
basis.  Its  editorial  policy  stresses  the  importance  of 
the  liberal  arts  as  a strong  foundation  for  the  study 
of  medicine. 

Postgraduate  Radio  Programs — The  New  York 
Academy  of  Medicine  announces  its  November 
schedule  for  its  forty-ninth  series  of  postgraduate 
radio  programs.  The  programs  will  be  presented  on 
Saturdays  at  4:30  p.m.  over  Station  WBAI  (FM 
99.5  megacycles). 

November  4 — Symposium  on  Organ  Transplanta- 
tion (Part  I),  Lewis  Thomas,  M.D.,  moderator, 
professor  and  chairman.  Department  of  Medicine, 
New  York  University  School  of  Medicine;  Chandler 
A.  Stetson,  Jr.,  M.D.,  professor  and  chairman.  De- 
partment of  Pathology,  New  York  University  School 
of  Medicine. 

November  11 — Symposium  on  Organ  Transplanta- 
tion (Part  II),  Lewis  Thomas,  M.D.,  moderator; 
D.  Bernard  Amos,  M.D.,  principal  research  scien- 
tist, Roswell  Park  Memorial  Institute,  Buffalo; 
Joseph  W.  Ferrebee,  M.D.,  associate  clinical  pro- 
fessor of  medicine,  Columbia  University  College  of 
Physicians  and  Surgeons. 

November  18 — “Historic  Survey  of  Psychiatric 
Interest  in  Family  Diagnosis  and  Therapj'”  Donald 
Jackson,  M.D.,  chief  of  psychiatry,  Palo  Alto  Medi- 
cal Clinic,  Palo  Alto,  California. 

November  26 — “A  Consideration  of  Energy  Ex- 
change in  Human  Trauma’’  John  M.  Kinney,  M.D., 
instructor  in  surgery.  Harvard  Medical  School. 

Foreign  Fellowship  Program — The  Association  of 
American  Medical  Colleges  has  announced  it  will 
begin  accepting  1962  applications  for  the  unique 
foreign  fellowship  program  which  offers  future 
American  physicians  an  opportunity  for  medical 
study  in  underdeveloped  areas  of  the  world.  For 
the  third  year.  Smith,  Kline  & French  Foreign 
Fellowships  are  being  offered  to  junior  and  senior 
students  in  U.S.  medical  schools.  Descriptive 
brochures  and  application  forms  are  available  to 
students  through  the  deans  of  their  medical  schools. 

Closing  date  for  filing  applications  is  December 
31,  1961.  For  additional  information  write  to: 
Association  of  American  Medical  Colleges,  2530 
Ridge  Avenue,  Evanston,  Illinois. 

Course  in  Urologic  Pathology — Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  is  offering 
its  annual  postgraduate  course  in  urologic  pathology 
to  be  held  at  the  Columbia-Presbyterian  Medical 
Center  under  the  direction  of  M.  M.  Mehcow,  M.D., 
and  Dr.  A.  C.  Uson.  The  eight-day  course  will  be 
held  on  Monday  and  Thursday  from  8:00  to  10:00 
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P.M.,  January  8 through  February  1,  1962. 

For  further  information  write  to:  Melvin  D. 
Yahr,  M.D.,  Assistant  Dean,  College  of  Physicians 
and  Surgeons,  630  West  168th  Street,  New  York  32, 
New  York. 

Early  Applications  Urged  for  SAMA  Scientific 
Exhibit  Assembly — Medical  students,  interns,  and 
residents  desiring  to  have  their  scientific  exhibits 
shown  at  the  twelfth  annual  convention  of  the 
Student  American  Medical  Association,  May  9 
through  13,  1962,  in  Washington,  D.C.,  should  file 
their  applications  early,  according  to  Russell  F. 
Staudacher,  executive  director  of  the  Association. 

Under  the  new  rules  for  the  SAMA-Lakeside 
Scientific  Exhibit  Assembly,  only  24  exhibits  will  be 
accepted  for  showing  at  the  1962  convention.  This 
year,  for  the  first  time,  exhibitors  will  receive  a 
travel  allowance  from  Lakeside  Laboratories  and 
free  lodging  from  SAMA  during  the  convention. 
All  will  compete  for  the  1962  Lakeside  Awards. 

For  information  write  to:  Student  American 

Medical  Association,  430  North  Michigan  Avenue, 
Chicago  11,  Illinois. 

School  for  Practical  Nurses  Established — Sep- 
tember 25  marked  the  establishment  of  a school  of 
practical  nursing  by  the  New  York  State  Depart- 
ment of  Mental  Hygiene. 

The  school,  which  is  located  at  Willowbrook  State 
School,  Staten  Island,  provides  a twelve-month 
course  in  the  technics  of  elementary  nursing.  On 
completion  of  the  course  graduates  will  be  eligible 
for  the  New  York  State  licensing  examination  for 
practical  nurses.  This  new  venture  is  being  under- 
taken in  an  effort  to  augment  the  nursing  services  of 
the  State  schools  for  the  mentally  retarded.  The 
first  class  has  approximately  thirty-five  students. 

Course  in  Obstetrics  and  Gynecology — A new 
postgraduate  course  in  obstetrics  and  gynecology 
will  be  given  by  Columbia  University  College  of 
Physicians  and  Surgeons,  under  the  direction  of 
Howard  C.  Taylor,  Jr.,  M.D.,  with  the  staff  of  the 
Sloane  Hospital  for  Women,  December  4 through  8 
at  Columbia-Presbyterian  Medical  Center. 

For  additional  information  write  to  Melvin  D. 
Yahr,  M.D.,  Assistant  Dean,  College  of  Physicians 
and  Surgeons,  630  West  168th  Street,  New  York  32, 
New  York. 

Change  in  Workmen’s  Compensation  Law — 
Beginning  January  1,  1962,  employers,  with  very 
few  exceptions,  are  required  to  insure  their  employes 
for  both  Workmen’s  Compensation  and  Disability 
Benefits,  regardless  of  the  number  of  employes  they 


may  have.  This  is  the  result  of  legislative  action  in 
1961  which  extends  the  protection  of  both  laws  to 
employers  of  one  employe,  effective  January  1, 
1962. 

For  further  information  write  or  call  the  nearest 
office  of  the  Workmen’s  Compensation  Board. 

Research  on  Sensory  Stimuli — Research  to  deter- 
mine whether  or  not  various  types  of  stimulation  to 
the  body  can  influence  activity  arising  from  motor 
areas  of  the  brain  to  produce  actions  in  damaged  or 
useless  muscles  will  be  undertaken  in  a two-year 
research  project  announced  by  the  Easter  Seal  Re- 
search Foundation. 

The  work  will  be  done  by  a research  team  at  the 
Albert  Einstein  Medical  Center  in  Philadelphia 
under  a grant  of  $45,000  from  the  Foundation. 
Leonard  A.  Cohen,  Ph.D.,  member  and  head  of  the 
Physiology  Department  at  the  Research  Labora- 
tories of  the  Albert  Einstein  Medical  Center,  will 
direct  the  research  study. 

Special  attention  will  be  directed  toward  de- 
termining what  influence  various  types  of  sensory 
stimuli  can  exert  on  muscle  activity  originating  in 
the  motor  cortex  and  which  of  these  stimuli  are  most 
effective  in  causing  or  inhibiting  a given  muscular 
contraction. 

Medical  Arts  Award  Program — Russell  F.  Staud- 
acher, executive  director  of  the  Student  American 
Medical  Association,  has  announced  that  an  ex- 
panded award  program  for  medical  illustration  and 
medical  photography  is  now  open  for  entries  from 
medical  students,  interns,  and  residents. 

The  award  program  offers  cash  awards  to  the  top 
three  entries  in  each  of  three  categories — photo- 
micrography, medical  photography  (black  and  white 
and  color),  and  medical  illustration.  The  program 
is  sponsored  by  Eaton  Laboratories  Division  of  the 
Norwich  Pharmacal  Company. 

Official  entry  blanks,  with  complete  rules,  are 
available  from:  Student  American  Medical  Associa- 
tion, 430  North  Michigan  Avenue,  Chicago  11, 
Illinois.  Deadline  for  entries  is  February  15,  1962. 


Postgraduate  Course  in  Neoplastic  Diseases — 
Columbia  University  College  of  Physicians  and 
Surgeons  announces  a postgraduate  course  in  neo- 
plastic diseases  to  be  given  at  the  Francis  Delafield 
Hospital,  Columbia-Presbyterian  Medical  Center, 
November  27  through  December  2,  under  the  di- 
rection of  Alfred  Gellhorn,  M.D. 

For  additional  information  write  to:  Melvin  D. 
Yahr,  M.D.,  Assistant  Dean,  College  of  Phj'sicians 
and  Surgeons,  630  West  168th  Street,  New  York  32, 
New  York. 
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Personalities 


Elected 

Harold  A.  Press,  M.D.,  New  York  City,  as  a 
director  of  Cortez  F.  Enloe,  Inc. 


Awarded 

Alexander  B.  Gutman,  M.D.,  New  York  City,  a 
1961  Gairdner  Foundation  Award  for  his  research 
work  on  gout. 


Appointed 

L.  Fred  Ayvazian,  M.D.,  New  York  City,  as 
medical  director  of  the  Will  Rogers  Hospital  and 
Research  Laboratories,  Saranac  Lake  . . . William 
J.  Burke,  M.D.,  Tarry  town,  as  research  physician 
at  IBM’s  Thomas  J.  Watson  Research  Center, 
Yorktown  Heights  . . . Simon  Dack,  M.D.,  New 
York  City,  to  the  international  circuit  course  group 
instituted  by  the  American  College  of  Cardiology  to 
acquaint  foreign  physicians  with  American  research 
findings  in  heart  disease  and  ailments  of  the  circula- 
tory system  . . . Alice  E.  Fruehan,  M.D.,  Albany,  as 
director  of  the  group  clinic  at  the  Albany  Medical 
Center. 


Speakers 

Sheldon  Altman,  M.D.,  Long  Beach,  on  the  topic 
“Personal  Hygiene  and  Menstrual  Problems  in 
Girls”  at  a teacher’s  conference  sponsored  by  the 
Long  Island  Zone  of  the  Association  of  Women  in 
Physical  Education  in  New  York  State  . . . Edith 
Klemperer,  M.D.,  New  York  City,  at  the  sixty- 
ninth  annual  convention  of  the  American  Psycho- 
logical Association,  Inc.,  on  the  subject  “Projective 
Phenomena  in  Hypnoanalysis”  . . . Walsh  McDer- 
mott, M.D.,  New  York  City,  on  the  topic  “The 
Eradication  of  Tuberculosis  in  Different  Countries 
According  to  Existing  Conditions”  at  the  sixteenth 
international  tuberculosis  conference  in  Toronto, 
Canada,  in  September  . . . Arthur  Q.  Penta,  M.D., 
Schenectady,  before  the  Society  of  Medical  Juris- 
prudence, New  York  City,  October  9,  on  the  subject 
“Theodric  Romeyn  Beck — the  Father  of  American 
Medical  Jurisprudence”  . . . Arthur  J.  Philip,  M.D., 
Rockville  Centre,  on  the  subject  “Care  of  Teenage 
Skin”  at  a teacher’s  conference  sponsored  by  the 
Long  Island  Zone  of  the  Association  of  Women  in 
Physical  Education  in  New  York  State  . . . James 
H.  Sterner,  M.D.,  Rochester,  at  a dinner  meeting  of 
the  New  York  Academy  of  Medicine  on  September 
27  on  the  subject  of  occupational  medicine. 


MEDICAL  MEETINGS 


Buffalo  Academy  of  Medicine 

“Genetics  in  Medicine”  will  be  the  topic  of  the 
second  meeting  of  the  season  at  the  Buffalo  Academy 
of  Medicine  on  November  1.  Guest  speakers  will 
be  Murray  L.  Barr,  M.D.,  professor  of  genetics  at 
the  University  of  Western  Ontario,  London,  On- 
tario, and  Theodore  S.  Hauschka,  Ph.D.,  research 
professor  of  biology  and  director  of  cancer  research 
at  Roswell  Park  Memorial  Institute.  George 
Koepf,  M.D.,  of  Buffalo  will  be  moderator  of  the 
session. 

The  Buffalo  Academy  of  Medicine  meets  on  the 


first  Wednesday  of  every  month  at  the  University 
of  Buffalo. 

Second  Conference  on  Rheumatic  Diseases  in 
Industry 

The  second  conference  on  rheumatic  diseases  in 
industry  will  be  held  on  Thursday,  November  2,  in 
the  auditorium.  Medical  Science  Building,  New 
York  University  School  of  Medicine,  550  First 
Avenue,  New  York  City.  The  conference  is  spon- 
sored by  the  Arthritis  and  Rheumatism  Foundation, 
the  New  York  State  Society  of  Industrial  Medicine, 
Inc.,  and  the  Institute  of  Industrial  Medicine,  New 
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York  University  Medical  Center. 

The  guest  lecture  will  be  delivered  by  J.  J.  R. 
Duthie,  F.R.C.P.E.,  Rheiunatic  Diseases  Unit, 
Northern  General  Hospital,  Edinburgh,  Scotland. 
His  topic  will  be  “The  Social  and  Economic  Effects 
of  Rheumatic  Diseases  with  Particular  Reference 
to  Working  Capacity  as  Observed  in  Great  Britain.” 

Seminar  at  Doivnstate  Medical  Center 

The  Division  of  Dermatology  of  the  Department 
of  Medicine,  State  University  of  New  York,  Down- 
state  Medical  Center,  will  sponsor^  seminar  to  be 
held  in  the  E building  auditorium  of  Kings  County 
Hospital,  451  Clarkson  Avenue,  Brooklyn  3,  New 
York,  Friday,  November  3,  at  10:00  a.m.  The 
title  of  the  seminar  is  “Cutaneous  Allergy”  and  will 
be  presented  by  A.  Fisher,  M.D.,  clinical  associate 
professor  of  dermatology,  Bellevue  Medical  Center. 

American  Society  of  Adlerian  Psychology 

The  American  Society  of  Adlerian  Psychology  will 
present  a three-day  conference  celebrating  fifty  years 
of  Adlerian  psychology  as  formulated  by  Alfred 
Adler,  one  of  the  founders  of  analytic  psychology. 
The  conference  will  be  held  Friday  through  Sunday, 
November  3 through  5,  at  the  Barbizon-Plaza  Hotel, 
106  Central  Park  South,  New  York  City. 

For  further  information  contact:  Miss  Anne 

Kaufman,  The  American  Society  of  Adlerian  Psy- 
chology, 33  Central  Park  West,  New  York  25,  New 
York,  MO  3-7980. 

Symposium  at  State  University  of  New  York 
Downstate  Medical  Center 

A postgraduate  symposium  on  “Pathogenesis  and 
Management  of  Connective  Tissue  Diseases”  wdll 
be  held  at  the  State  University  of  New  York  Down- 
state  Medical  Center  in  Brooklyn  from  9:00  a.m. 
to  4:30  P.M.  on  Wednesday,  November  15.  Joint 
sponsors  of  the  program  are  the  Medical  Center’s 
Department  of  Medicine,  the  Arthritis  and  Rheu- 
matism Foundation,  and  the  Kings  County  Chapter 
of  the  American  Academy  of  General  Practice. 
There  is  no  fee.  Six  hours  Category  I credit  will  be 
given  by  the  American  Academy  of  General  Prac- 
tice. 

The  symposium  will  take  place  in  the  first  floor 
lecture  hall  of  the  Downstate  Medical  Center’s 
Basic  Sciences  Building,  450  Clarkson  Avenue, 
Brooklyn. 

Association  for  the  Advancement  of 
Psychoaruilysis 

Harold  Kelman,  M.D.,  New  York  City,  will 
present  a paper  on  “Free  Association”  at  the 


November  29  meeting  of  the  Association  for  the 
Advancement  of  Psychoanalysis  at  the  New  York 
Academy  of  Medicine,  103rd  Street  and  Fifth 
Avenue. 

Dr.  Kelman,  who  is  dean  of  the  American  Insti- 
tute for  Psychoanalysis,  will  focus  on  open  system 
thinking  as  it  contributes  to  wider  and  deeper  free 
association  in  the  process  of  self-realization.  The 
discussants  vdll  be  Abe  Pinsky,  M.D.,  Brooklyn, 
and  Ralph  Slater,  M.D.,  New  York  City. 

For  further  information  contact:  Association  for 
the  Advancement  of  Psychoanalysis,  Inc.,  329  East 
62nd  Street,  New  York  21,  New  York,  PLaza 
2-5267. 

Clinical  Society  of  the  New  York  Diabetes 
Association 

The  Clinical  Society  of  the  New  York  Diabetes 
Association  \vill  hold  its  ninth  annual  all-day  sym- 
posium on  Friday,  December  1,  at  the  Hotel  Pierre, 
Fifth  Avenue  at  61st  Street,  New  York  City.  The 
topic  of  the  symposium  will  be  “Insulin  and  Its 
Metabolism.” 

Chairman  of  the  morning  session  will  be  Gerald 
J.  Friedman,  M.D.,  and  of  the  afternoon  session 
Max  Ellenberg,  M.D. 

Advance  registration  is  required.  Write  or  call: 
New  York  Diabetes  Association,  104  East  40th 
Street,  New  York  16,  New  York,  OXford  7-7760. 

Postgraduate  Assembly  in  San  Antonio 

The  twenty-sixth  annual  session  of  the  Interna- 
tional Medical  Assembly  of  Southwest  Texas  will  be 
held  in  San  Antonio,  Texas,  January  29  through  31, 
1962,  at  the  Granada  Hotel. 

Among  the  guest  speakers  wiU  be  Emanuel  E. 
Papper,  M.D.,  and  Alan  F.  Guttmacher,  M.D., 
both  of  New  York  City. 

For  additional  information  write  to:  Lawrence  B. 
Reppert,  M.D.,  President,  International  Medical 
Assembly ' of  Southwest  Texas,  202  West  French 
Place,  San  Antonio  12,  Texas. 

Symposium  on  Cancer  Research,  The 
University  of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute 

“Conceptual  Advances  in  Immunology  and  On- 
cology” will  be  the  subject  of  the  sixteenth  annual 
symposium  on  fundamental  cancer  research  to  be 
held  March  1 through  3,  1962,  at  the  University  of 
Texas  M.  D.  Anderson  Hospital  and  Tumor  Insti- 
tute, Houston,  Texas. 

For  further  information  write  to : Publications  De- 
partment, The  University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  Texas  Medical 
Center,  Houston  25,  Texas. 


3714 


New  York  State  J.  Med. 


NEWS  FROM  THE 
MEDICAL  SCHOOLS 


Albany  Medical  College 


Radio  Postgraduate  Medical  Instruction — The 
College’s  seventh  season  of  two-way  radio  medical 
conferences  began  on  October  3.  For  the  1961- 
1962  season,  the  teaching  services  of  faculty  mem- 
bers from  Albany,  Yale  University  School  of  Medi- 
cine, Upstate  and  Downstate  Medical  Centers, 
Cornell  University  Medical  College,  Western 
Reserve  University  School  of  Medicine,  Ohio 
State  University  College  of  Medicine,  Dartmouth 
Medical  School,  University  of  Vermont  College  of 
Medicine,  University  of  Rochester  School  of  Medi- 
cine and  Dentistry,  University  of  Buffalo  School  of 
Medicine,  the  Postgraduate  Division  of  Pennsyl- 
vania Hospital,  the  Postgraduate  Medical  Institute 
of  the  Massachusetts  Medical  Society  in  collabora- 
tion with  Boston  University  School  of  Medicine, 
and  Tufts  University  School  of  Medicine  will  be 
used.  These  conferences  are  supported  in  part  by 
grants-in-aid  from  E.  R.  Squibb  & Sons,  the  New 
York  State  Division  of  the  American  Cancer 
Society,  and  the  Heart  Association  of  Albany 
County.  Frank  M.  Woolsey,  Jr.,  M.D.,  associate 
dean  and  chairman.  Department  of  Postgraduate 
Medicine  developed  and  directs  the  two-way  radio 
conference  network. 

Grants — The  National  Institute  of  Arthritis  and 
Metabolic  Diseases  has  awarded  a grant  of  $103,848 


to  extend  for  five  years  a basic  research  project  in 
the  Department  of  Biochemistry.  The  project  was 
begun  in  1956  and  involves  a study  of  metabolism 
in  the  liver.  Dr.  John  A.  Munts,  professor  of  bio- 
chemistry and  chairman.  Department  of  Bio- 
chemistry, and  Dr.  Michael  Vanko,  assistant  pro- 
fessor of  biochemistry,  are  the  investigators. 

The  National  Institute  of  Neurological  Diseases 
and  Blindness,  the  National  Multiple  Sclerosis 
Society,  and  the  Albany  County  Heart  Association 
have  awarded  grants  amounting  to  $29,150  for 
research  by  Dr.  Gerald  Moss,  research  associate 
in  biochemistry  at  the  College  and  surgical  intern  at 
Albany  Medical  Center  Hospital. 

Honorary  Lectureship  Award — The  fifth  annual 
Honorary  Lectureship  Award  has  been  presented  to 
George  W.  Thorn,  M.D.,  physician-in-chief,  Peter 
Bent  Brigham  Hospital,  Boston,  and  Hershey 
Professor  of  the  Theory  and  Practice  of  Physic, 
Harvard  Medical  School.  The  award  ceremony 
and  lecture  will  be  held  on  November  2 and  Dr. 
Thorn  will  lecture  on  “The  Practice  of  Medicine 
and  the  Advancement  of  Medical  Science.”  The 
Honorary  Lecture  Award,  consisting  of  a silver 
plaque  and  cash  honorarium,  is  given  in  recognition 
of  “distinguished  service  to  mankind  in  the  fields 
of  science,  medicine  and  teaching.” 


Albert  Einstein  College  of  Medicine 


Appointed — Harry  Eagle,  M.D.,  chief,  laboratory 
of  cell  biology.  National  Institute  of  Allergy  and 
Infectious  Diseases,  has  been  appointed  professor 
and  chairman  of  the  newly-created  Department  of 
Cell  Biology.  Dr.  Arthur  J.  Helfet,  Capetown, 


president  of  the  South  African  Orthopedic  Associa- 
tion, and  Dr.  Stanley  M.  Levenson,  chief.  Depart- 
ment of  Surgical  Metabolism  and  Physiology, 
Walter  Reed  Army  Hospital,  were  also  new  appoint- 
ments to  the  faculty. 


Columbia  University  College  of  Physicians  and  Surgeons 


Opening  Exercises — George  A.  Perera,  M.D., 
assistant  dean  and  professor  of  medicine,  gave  an 
address  at  the  opening  exercises  on  September  11. 
Members  of  the  first-year  class  come  from  four 


foreign  countries  and  23  states  and  represent  50 
undergraduate  colleges. 

Applicants  were  selected  from  10  times  the  num- 
ber sumitted. 


New  York  Medical  College 


Assistant  Dean — John  W.  Harrison,  M.D.,  has 
been  named  Assistant  Dean.  Dr.  Harrison  will  be 
responsible  for  administration  of  the  College’s 
fourth-year  program  of  “student  internships”  in 


which  medical  students  gain  direct  clinical  experi- 
ence under  the  close  supervision  of  selected  faculty 
members  in  the  3,500-bed  Metropolitan  Hospital 
Center. 
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New  York  University  Schools  of  Medicine 


Sigmund  Pollitzer  Lecture — Dr.  Bernard  N. 
Halpern,  director  of  research,  Centre  National  de  la 
Recherche  Scientifique  and  professor  of  experimental 
medicine,  College  de  France,  Paris,  delivered  the 


! 

tenth  Sigmund  Pollitzer  Lecture  on  October  13. 
Dr.  Halpern  spoke  on  “Histamine,  an  Old  and  Still 
a New  Problem.”  The  lectureship  was  established 
in  honor  of  Dr.  Sigmund  Pollitzer,  former  professor. 


State  University  of  New  York  College  of  Medicine  at  Brooklyn 


Sabbatical  Leave — Merel  H.  Harmel,  M.D., 
professor  and  chairman.  Department  of  Anesthesi- 
ology, has  been  granted  a year’s  sabbatical  leave  to 
work  in  the  Department  of  Biochemistry  at  Oxford 
University,  England. 

Dr.  Harmel  has  been  awarded  a Commonwealth 
Fund  Fellowship  to  support  his  activities  during 
the  3'ear.  At  Oxford  he  will  be  associated  with 


Dr.  Dennis  S.  Parsons  in  the  study  of  membrane 
transport. 

Appointments — Named  clinical  professors  emeri- 
tus of  medicine  and  neurologjq  respectively,  were 
George  H.  Roberts,  M.D.,  and  Harold  Merwarth, 
M.D.  Stephen  N.  Steen,  M.D.,  has  been  named 
assistant  professor  of  anesthesiology. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


MEND  Lecture — The  first  MEND  (Medical 
Education  for  National  Defense)  Lecture  for  the  fall 
semester  was  given  on  September  27  by  Dr.  Charles 
H.  Stuart-Harris  who  spoke  on  “Lessons  of  the  Asian 
Pandemic.”  Dr.  Stuart-Harris  is  presently  pro- 
fessor of  medicine  at  the  University  of  Sheffield, 
England,  and  visiting  professor  at  Albany  Medical 


College. 

Richard  H.  Hutchings  Memorial  Lecture — 
Leo  Kanner,  M.D.,  professor  emeritus,  Johns  Hop- 
kins University,  delivered  the  thirteenth  annual 
Richard  H.  Hutchings  Memorial  Lecture  on  October 
2.  Dr.  Kanner  discussed  “The  Development  of 
Child  Psychiatry  in  the  United  States.” 


University  of  Rochester  School  of  Medicine 


Appointed — Lawrence  Raisz,  M.D.,  formerly 
assistant  professor  of  medicine  at  the  State  Univer- 
sity of  New  York  College  of  Medicine  at  Syracuse 
has  been  appointed  associate  professor  of  phar- 
macology and  medicine  and  senior  associate  physi- 
cian at  Strong  Memorial  Hospital.  Aser  Rothstein, 
M.D.,  professor  of  radiation  biology,  has  been 
appointed  associate  director  of  the  University  of 
Rochester  Atomic  Energj^  Project  and  vice-chairman 
of  the  Department  of  Radiation  Biology. 

Biomedical  Engineering — A new  seminar  course  in 
biomedical  engineering  began  on  September  27  at  the 
College  and  will  continue  each  Wednesday  until 
May  2,  1962.  Conducted  by  Dr.  Daniel  W.  Healy, 
chairman.  Department  of  Electrical  Engineering, 
and  Lee  B.  Lusted,  M.D.,  professor  of  biomedical 
engineering  and  associate  professor  of  radiology, 
invited  lecturers  of  national  stature  will  also  take 
part.  Subjects  covered  in  the  first  semester  will 
include  passive  electrical  properties  of  biologic 
systems,  behavior  of  biologic  systems  in  intense 
electromagnetic  fields,  neurophysiology  of  the  brain, 
information  theory  in  biology  and  medicine,  com- 
puter technics  in  analytic  studies  of  neuro-electric 


1 

activity,  computational  principles  in  living  organ-  I 
isms,  characteristics  of  versatile  computers  for  * 
biologic  investigation,  and  the  cardiovascular  » 
system.  * 

Grant — E.  Henry  Keutmann,  M.D.,  assistant 
professor  of  pharmacology  and  emeritus  professor  of 
medicine,  was  awarded  a grant  of  $133,401  from  the 
U.S.  Public  Health  Service  for  research  on  chroma- 
tography and  infrared  microspectrophotometry  of 
steroid  hormones. 

Atomic  Energy  Project  Research  and  Teaching 
Activities — A number  of  directors  of  all  Atomic 
Energy  Commission  installations  in  the  United 
States  attended  the  University  in  October  to  learn 
about  the  research  and  teaching  activities  at  the 
University’s  project.  Under  the  direction  of  Dr. 
Henry  A.  Blair,  research  scientists  are  working  out 
the  problem  of  America’s  future  in  the  atomic  age: 
establishment  of  safety  standards  for  using  the 
atom  in  industry,  protection  against  flash  burns 
from  atomic  bomb  explosions,  methods  of  treating 
people  who  have  been  exposed  to  too  much  radia- 
tion, and  studies  touching  on  almost  everj'  field 
of  medical  and  biologic  science. 
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(The  folloiving  books  were  received  during  the  month  of  August,  1961) 


Thoracic  Diseases,  Emphasizing  Cardiopulmo- 
nary Relationships.  By  Eli  H.  Rubin,  M.D.,  and 
Morris  Rubin,  M.D.  In  association  with  George  C. 
Leiner,  M.D.,  and  Doris  J.  W.  Escher,  M.D. 
Quarto  of  968  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1961.  Cloth,  $25. 

Injuries  and  Infections  of  the  Hand.  By  Robert 
H.  C.  Robins,  M.B.  Octavo  of  220  pages,  illus- 
trated. Baltimore,  The  Williams  & Wilkins  Com- 
pany, 1961.  Cloth,  $13. 

Therapeutic  Exercise.  Edited  by  Sidney  Licht, 
M.D.  Second  edition.  Octavo  of  959  pages,  illus- 
trated. New  Haven,  Elizabeth  Licht,  Publisher, 
1961.  Cloth,  $16. 

Poliomyelitis.  Papers  and  Discussions  Pre- 
sented at  the  Fifth  International  Poliomyelitis  Con- 
ference, Copenhagen,  Denmark,  July  26-28,  1960. 
Compiled  and  edited  for  the  International  Polio- 
myelitis Congress.  Quarto  of  435  pages,  illustratea. 
Philadelphia,  J.  B.  Lippincott  Company,  1961. 
Cloth,  $7.50. 

The  Newborn  Child.  By  David  G.  Vulliamy, 
M.D.  Octavo  of  163  pages,  illustrated.  Boston, 
Little,  Brown  and  Company,  1961.  Cloth,  $6.00. 

Frontiers  in  General  Hospital  Psychiatry.  Edited 
by  Louis  Linn,  M.D.  Octavo  of  483  pages.  New 
York,  International  Universities  Press,  Inc.,  1961. 
Cloth,  $10. 

Ciba  Foundation  Symposium  on  The  Nature  of 
Sleep.  Editors  for  the  Ciba  Foundation,  G.  E.  W. 
Wolstenholme,  M.B.,  and  Maeve  O’Connor,  B.A. 
With  101  illustrations.  Octavo  of  416  pages.  Bos- 
ton, Little,  Brown  and  Company,  1961.  Cloth,  $10. 

Ciba  Foundation  Study  Group  No.  8.  Problems 
of  Pulmonary  Circulation.  Editors  for  the  Ciba 
Foundation,  A.  V.  S.  de  Reuck,  D.I.C.,  and  Maeve 
O’Connor,  B.A.  With  21  illustrations.  Duodecimo 
of  96  pages.  Boston,  Little,  Brown  and  Company, 
1961.  Cloth,  $2.50. 

The  Medical  Clinics  of  North  America.  Nation- 
wide Number.  July,  1961.  Efficacy  of  New  Drugs. 
Howard  F.  Conn,  M.D.,  guest  editor.  Octavo. 
Philadelphia,  W.  B.  Saunders  Company,  1961. 
Published  bi-monthly  (sLx  numbers  a year).  Cloth, 
$18  net;  Paper,  $15  net. 


Clinical  Obstetrics  and  Gynecology,  Volume  4, 
Number  2.  June  1961.  Perinatal  Mortality. 
Edited  by  Robert  E.  L.  Nesbitt,  Jr.,  M.D.  Radia- 
tion Therapy.  Edited  by  A.  N.  Arneson,  M.D.,  and 
James  F.  Nolan,  M.D.  Octavo  of  298  pages,  illus- 
trated. New  York,  Paul  B.  Hoeber,  Inc.,  1960. 
Published  quarterly  (four  numbers  a year).  Cloth, 
$18  per  year. 

The  Cry  for  Help.  Edited  by  Norman  L.  Far- 
berow,  Ph.D.,  and  Edwin  S.  Shneidman,  Ph.D. 
Octavo  of  398  pages.  New  York,  The  Blakiston 
Division,  McGraw-Hill  Book  Company,  Inc.,  1961. 
Cloth,  $9.95. 

Mayo  Clinic  Diet  Manual.  By  the  Committee  on 
Dietetics  of  the  Mayo  Clinic.  Third  edition. 
Octavo  of  222  pages.  Philadelphia,  W.  B.  Saunders 
Company,  1961.  Paper,  $5.50. 

Medical  Department,  United  States  Army. 
Preventive  Medicine  in  World  War  H.  Volume  V. 
Communicable  Diseases  Transmitted  Through  Con- 
tact or  by  Unknown  Means.  Editor  in  chief. 
Colonel  John  Boyd  Coates,  Jr.,  MC.  Editor  for 
Preventive  Medicine,  Ebbe  Curtis  Hoff,  M.D. 
Assistant  Editor,  Phebe  M.  Hoff,  M.A.  Octavo  of 
530  pages,  illustrated.  Washington,  D.C.,  Office  of 
the  Surgeon  General,  Department  of  the  Army,  1960. 
Cloth,  $5.75. 

Minds  That  Came  Back.  By  Walter  C.  Alvarez, 
M.D.  Octavo  of  384  pages.  Philadelphia,  J.  B. 
Lippincott  Company,  1961.  Cloth,  $5.95. 

Psychoanalysis  of  the  Prostitute.  By  Marj^se 
Choisy,  Ph.D.  Octavo  of  138  pages,  illustrated.  New 
York,  Philosophical  Library,  1961.  Cloth,  $4.75. 

The  Psychological  Care  of  the  Child  in  Hospital. 
By  Agatha  H.  Bowley,  Ph.D.  Duodecimo  of  47 
pages,  illustrated.  Edinburgh,  E.  & S.  Livingstone, 
(Baltimore,  The  Williams  & Wilkins  Co.),  1961. 
Paper,  $1.50. 

What  Teenagers  Want  To  Know.  By  Florence 
Levinsohn,  M.A.,  in  consultation  with  G.  Lombard 
Kelly,  M.D.  Duodecimo  of  89  pages,  illustrated. 
Chicago,  Budlong  Press  Co.,  1961.  Paper,  $1.50. 

The  Complete  Book  of  Birth  Control.  By  Alan  F. 
Guttmacher,  M.D.,  Winfield  Best  and  Frederick  S. 
Jaffe.  Duodecimo  of  152  pages,  illustrated.  New 
York,  Ballantine  Books,  1961.  Paper  $0.50. 
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Progress  in  Psychotherapy.  Volume  V.  Review 
and  Integrations.  Edited  by  Jules  H.  Masserman, 
M.D.,  and  J.  L.  Moreno,  M.D.  Octavo  of  262  pages. 
New  York,  Grune  & Stratton,  1960.  Cloth, 
S8.50. 

This  is  Volume  V of  the  series  edited  b}'  the  same 
authors;  it  presents  the  material  of  the  annual 
meeting  of  the  Academy  of  Psychoanalysis,  with 
additional  contributions  of  others  in  an  attempt 
to  assay  the  progress  of  our  knowledge  in  psycho- 
therapy in  the  past  five  years. 

The  present  volume  presents  a review  and  an 
integration  of  fundamentals,  methods,  specific 
technics,  and  our  application  of  this  knowledge  in 
industry,  education,  society,  religion,  and  criminality. 

An  introductory  chapter  by  Dr.  Moreno  on  psy- 
chiatry and  the  psychology  of  every  day 
living  in  Soviet  Russia  makes  interesting  reading 
as  does  the  chapter  on  the  development  of  psy- 
chiatry abroad.  Further  attempts  to  cement  more 
closely  the  bonds  and  knowledge  of  psychiatrists 
everywhere  and  to  invite  psychiatrists  from  all  over 
the  world  to  participate  in  the  activities  of  the 
Academy  is  a worthy  undertaking. 

Psychiatrists  and  psychologists  who  want  to  keep 
posted  on  all  aspects  of  the  broader  field  of  psychiatry 
will  gain  much  by  reading  this  volume. — ^Joseph  L. 
Abramson 

Disorders  of  the  Temporomandibular  Joint. 
Diagnosis,  Management,  Relation  to  Occlusion  of 
Teeth.  By  Laszlo  Schwartz,  D.D.S.,  and  Eighteen 
Contributors.  Quarto  of  471  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1959. 
Cloth,  .115. 

Dr.  Schwartz  is  clinical  professor  of  dentistry  at 
Columbia  University  and  director  of  the  Temporo- 
mandibular Joint  Clinic  at  Columbia-Presbyterian 
Medical  Center.  There,  he  and  his  associates  have 
examined  and  treated  more  than  2,500  patients  for 
temporomandibular  joint  disorders  and  have  con- 
ducted extensive  studies  and  research  in  this  area. 

In  this  most  comprehensive  study  of  the  temporo- 
mandibular “pain-dysfunction  syndrome”  the  author 
includes  a thorough  review  of  the  literature.  Each 
chapter  has  its  own  well-selected  bibliography. 

Well-known  medical  specialists  have  contributed 
18  of  the  37  chapters,  pointing  up  the  author’s 
emphasis  on  the  need  for  complete  familiarity  with 
differentiating  findings  in  preparation  for  a final  diag- 


nosis before  treatment  is  instituted. 

Case  histories  are  well  selected  and  presented 
with  careful  consideration  of  essential  mechanical, 
physiologic,  and  psychologic  details. 

The  author  relates  the  temporomandibular  joint 
to  the  whole  person  in  his  examination,  diagnosis, 
treatment  planning,  and  management;  all  who  are 
called  on  to  deal  wdth  disorders  of  the  temporo- 
mandibular joint  will  recognize  this  as  an  important 
advance  in  thinking  on  this  subject. 

This  book  is  well  deserving  of  a place  in  every 
physician’s  and  dentist’s  library. — Thomas  E. 
Rockford 

Attenuated  Infection.  The  Germ  Theory  in 
Contemporary  Perspective.  By  Harold  J.  Simon, 
M.D.  Octavo  of  349  pages,  illustrated.  Phila- 
delphia. J.  B.  Lippincott  Company,  1960.  Cloth, 
$10. 

The  recent  resurgence  of  resistant  microbial  in- 
fections demands  a re-evaluation  of  our  concepts  of 
infectious  diseases.  Dr.  Simon’s  monograph  dealing 
with  the  carrier  state,  microbial  persistence,  and 
latent  infections  is  an  extensive  review  of  the 
accumulated  knowledge  of  attenuated  infection. 
The  author,  who  is  assistant  professor  in  medical 
microbiology  at  Stanford  University  School  of 
Medicine,  uses  numerous  examples  of  the  host- 
parasite  relationship  in  both  animals  and  plants  to 
illustrate  the  concept  that  peaceful  coexistence  of 
organisms  is  the  rule  in  nature  rather  than  the  excep- 
tion. In  addition  to  a general  index  there  is  an 
extensive  list  of  references  with  a bibliographic  index. 

The  volume  of  over  300  pages  is  perhaps  unduly 
lengthy.  The  book  would  be  more  readable  if  the 
material  was  presented  concisely  with  fewer  digres- 
sions and  less  wordy  illustrations. — Philip  G. 
Cabaud 

Valvular  Disease  of  the  Heart  In  Old  Age.  By 
P.  D.  Bedford,  M.D.,  and  F.  I.  Caird,  D.M.  Oc- 
tavo of  194  pages,  illustrated.  Boston,  Little, 
Brown  and  Company,  1960.  Cloth,  $7.50. 

Increasing  clinical  and  pathologic  experience  in 
geriatrics  is  beginning  to  elucidate  numerous  prob- 
lems relating  to  the  natural  life  history  of  cardio- 
vascular disease.  This  book  concerns  chiefly  rheu- 
matic valvular  disease  in  aged  persons,  but  it 
includes  also  a discussion  of  all  the  other  causes  of 
valvular  disturbances.  Included  in  this  study  are 
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3,124  patients  aged  sixty-five  years  and  over  who 
were  hospitalized  at  the  Cowley  Road  Hospital  in 
' Oxford. 

The  postmortem  observations  are  compared  with 
the  clinical  observations,  which  also  include  a dis- 
j cussion  of  history,  physical  signs,  radiology,  and 

(electrocardiography.  Many  phases  of  therapy 
i are  discussd  as  well  as  prognosis,  incidence,  and  com- 
I plications. 

^ Thus,  it  may  come  as  a surprise  to  read  the  case 
history  of  the  ninety-six-year-old  female  with  severe 
rheumatic  mitral  stenosis,  who  had  no  cardiac  symp- 
toms. Although  half  the  patients  with  valvular 
disease  die  within  one  year  after  diagno.sis  is  estab- 
lished, this  results  not  from  the  cardiac  disease  it- 
self, but  from  the  high  death  rate  of  all  elderly 
patients  who  require  hospitalization  for  any  reason. 
Many  other  old  facts  relative  to  diagnosis  and 
i therapy  are  re-emphasized.  Statistical  tables, 
j figures,  and  photographs  of  pathologic  specimens  are 
I profuse.  A voluminous  bibliography  is  found  at 
the  end. 

This  monograph  does  not  attempt  to  cover  more 
I than  a small  aspect  of  heart  disease  in  old  people. 

I It  is  essentially  an  analysis  of  a series  of  elderly 
patients  who  were  studied  by  the  usual  clinical 
means  and  who  were  found  to  have  valvular  disease. 
It  is  intended  for  cardiologists  and  for  all  others 
who  are  concerned  with  the  diagnosis  and  manage- 
ment of  disease  in  old  people.  The  authors  have 
succeeded  admirably  within  the  limited  purpose  and 
scope  of  their  contribution. — Nathaniel  E.  Reich 

Annual  Review  of  Medicine.  Volume  XI.  Ed- 
ited by  David  A.  Rytand  and  William  P.  Creger. 
Octavo  of  453  pages,  illustrated.  Palo  Alto,  Calif., 
Annual  Reviews,  Inc.,  1960.  Cloth,  $7.00. 

This  book,  composed  of  a series  of  articles  written 
by  experts  in  their  respective  fields,  covers  the 
recent  advances  in  medicine  and  brings  the  reader 
up  to  date  in  the  best  possible  manner. 

David  Rytand  and  his  committee  of  editors 
selected  topics  dealing  with  virus  diseases,  hepatic 
coma,  renal  failure,  the  thyroid,  and  many  others 
in  such  a way  as  to  make  this  book  interesting  as 
well  as  informative. 

I recommend  Volume  XI,  as  I did  those  that 
came  before,  as  a must  for  specialists  in  the  field  of 
internal  medicine. — Julius  E.  Stolfi 

Medical,  Surgical,  and  Gynecological  Complica- 
tions of  Pregnancy.  By  the  Staff  of  the  Mount 
Sinai  Hospital,  New  York  City.  Edited  by  Alan 
F.  Guttmacher,  M.D.,  and  Joseph  J.  Rovinsky,  M.D. 
Quarto  of  619  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1960.  Cloth,  $16.50. 

This  book  is  unique  in  that  it  gathers  68  collaborat- 


ing authors,  all  of  one  hospital,  to  discuss  the  various 
complications  of  pregnancy.  The  material  is  divided 
into  14  sections  concerning  the  cardiovascular-renal, 
pulmonary,  and  gastrointestinal  systems,  the  eye, 
ear,  nose,  and  throat,  surgical,  gynecologic,  neuro- 
psychiatric, and  hematologic  problems,  endocrine 
disorders,  dermatology  and  syphilis,  infections, 
collagen  disorders,  malignancy,  and  genetic  consid- 
erations. 

Each  chapter  is  written  by  one  or  more  authors  of 
special  knowledge  and  ability  in  that  particular 
field.  Thus,  practically  the  entire  gamut  of  com- 
plications (other  than  obstetric)  which  may  befall 
a pregnant  woman  is  covered  in  this  well-conceived 
book.  Each  chapter  is  followed  by  a suitable 
number  of  references  of  current  literature,  few  earlier 
than  1950.  The  format  of  the  book  and  the  print 
make  it  an  easily  readable  volume.  It  is  recom- 
mended to  all  physicians  who  practice  obstetrics  or 
those  who  may  be  called  on  at  one  time  or  another 
to  advise  or  treat  any  condition  complicating 
pregnancy. — Jacob  Halperin 

The  American  Academy  of  Orthopaedic  Surgeons, 
Instructional  Course  Lectures.  Volume  XVII, 
1960.  Edited  by  Fred  C.  Reynolds,  M.D.  Quarto 
of  421  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1960.  Cloth,  $18.50. 

This  seventeenth  annual  volume,  covering  a 
number  of  the  instructional  courses  given  at  the 
meeting  of  the  American  Academy  of  Orthopaedic 
Surgeons  each  year,  represents  an  improvement  over 
the  previously  published  volumes,  as  to  quality,  text, 
selection  of  material,  illustrations,  and  editing. 

This  year,  the  courses  were  divided  into  five 
sections,  covering  fractures,  bone  graft  surgerj^, 
children’s  orthopedics,  athletic  injuries,  and  mis- 
cellaneous subjects.  In  the  latter  section,  there  is 
an  excellent  r6sum6  of  surgical  approaches  to  the 
cervical  spine  and  an  extremely  valuable  discussion 
of  disability  evaluation  which  should  appeal  to  the 
surgeon  concerned  with  the  treatment  of  accidental 
injuries  or,  for  that  matter,  to  anyone  involved  in 
compensation,  industrial,  or  kindred  fields. 

Since  the  orthopedic  surgeon  who  attends  the 
meetings  can  by  no  means  attend  all  the  courses, 
this  compilation  is  always  looked  forward  to  with 
the  keenest  anticipation.  In  addition,  if  one  takes 
the  trouble  to  compare  these  volumes  from  year  to 
year,  it  is  refreshing  to  note  the  rate  of  progress  in  the 
speciality. 

Individual  sections  are  presented  by  an  excellent 
faculty,  selected  masters  and  specialists  in  their 
respective  fields,  who  have  devoted  unlimited  time 
and  effort  in  the  preparation  of  these  courses. 

It  goes  without  saying  that  these  volumes  have 
become  an  indispensable  addition  to  the  library  of 
every  orthopedic  surgeon,  as  they  must  also  to  all 
hospital  surgical  libraries. — Max  S.  Rabinowitz 
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Officers — County  Medical  Societies — 1961 


? 


TOTAL  MEMBERSHIP  AS 


OF  JANUARY  1,  1961—25,372 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua . . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York . . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady . . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


Benjamin  Hoffman Albany 

George  E.  Taylor,  Jr Cuba 

George  A.  Howley Bronx 

Geroge  C.  Hamilton.  . .Binghamton 

B.  John  Toth Olean 

Leonard  W.  Sincerbeaux. . . .Auburn 

H.  Wolcott  Ingham Jamestown 

William  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

LeRoy  J.  Holbert Kinderhook 

W'illiam  J.  McAuliffe Cortland 

David  G.  Doane Walton 

Morris  J.  Frank Beacon 

Eugene  J.  Hanavan Buffalo 

Rudolph  J.  Martin.  . . Ticonderoga 

C.  Bradley  Sageman.  .Saranac  Lake 

Arthur  Howard Johnstown 

Myron  E.  Williams Batavia 

T.  Earl  McQuade Coxsackie 

Leo  L.  Heller Newport 

Rudolph  J.  Haas Chaumont 

Leslie  H.  Tisdall Brooklyn 

Louis  A.  Avallone Low'ville 

Stanley  J.  Jackson. . . Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Charles  R.  Mathews Rochester 

Feori  F.  Pipito Amsterdam 

Wendell  L.  Hughes Hempstead 

David  Lyall New  Y'ork 

John  T.  Donovan,  Jr Lockport 

Theodore  J.  Kantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

Allen  H.  Keniston Port  Jervis 

Arnold  O.  Riley Holley 

John  B.  Riley Oswego 

Clinton  V.  Z.  Hawn..  . Cooperstown 

Eugene  Lusardi Cold  Spring 

Charles  C.  Mangi Woodhaven 

David  R.  Tomlinson Troy 

Fredrick  D.  Regan ....  Staten  Island 

G.  Gordon  Knight Piermont 

Alexander  E.  Dodds Edwards 

G.  D.  Anderson  . . . Saratoga  Springs 

Donald  C.  Walker Delanson 

Robert  Greenwald Cobleskill 

Fritz  Landsberg Watkins  Glen 

Willard  L.  Hogeboom Willard 

Leon  M.  Roe Canisteo 

Anthony  Kohn Bay  Shore 

Hyman  O.  Immerman.  . .Woodridge 

Henry  Kaine Spencer 

Noah  J.  Kassman Ithaca 

Vincent  Amatrano Kingston 

Raymond  L.  Rhodes. . . .Glens  Falls 

Peter  J.  Attwood Greenwich 

Charles  D.  Reeves Newark 

Charles  M.  Brane Yonkers 

G.  Stanley  Baker Castile 

Vincas  Sirmenis Penn  Yan 


John  J.  Phelan,  Jr Albany 

Edward  W.  Briggs,  Jr.,  . . Wells ville 

Frank  La  Gattuta Bronx 

Michal  J.  Maggiore Endicott 

Frank  T.  Frost Olean 

Donald  W.  Delahanty Auburn 

Joseph  V.  Karnes Dunkirk 

James  A.  Mark Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Donald  R.  Gibbs Cortland 

Marvin  Huyck Walton 

James  K.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington. . . .Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn.  . .Mount  Morris 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Philip  T.  Cortese Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr..  .New  York 
William  C.  Niesen. . . . Niagara  Falls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames.  . . . Cooperstown 

John  Simmons Brewster 

Frank  W.  Farrell Flushing 

John  A.  Enzien Troy 

Joseph  Dolgin Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  V.  Dewell Cobleskill 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer.  Waterloo 

Milton  Tulley Hornell 

Joseph  Lambert Bay  Shore 

Alan  R.  Fried ...  Livingston  Manor 

George  F.  Prichard Owego 

Robert  H.  Broad Ithaca 

F W.  Holcomb,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Wallace  M.  Sheridan. . White  Plains 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker.. . .Penn  Yan 


Salvatore  Tabacco Albany 

Frederick  H.  McCarty.  . . Wellsville 

Herbert  G.  Cohen Bronx 

James  F.  Johnson Binghamton 

Ruth  R.  Knobloch  ....  Little  Valley 

Joseph  T.  Birardi Auburn 

C.  Otto  Lindbeck Jamestown 

Francis  W.  Chamberlain ....  Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouv'es Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyck Walton 

Philip  V.  Buckley.  . . .Poughkeepsie 

Francis  W.  O’Donnell Buffalo 

George  C.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond . . . Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington Watertown 

James  L.  O’Leary Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn.  . .Mount  Morris 

Gareth  S.  West Cbittenango 

Charles  D.  Sherman,  Jr. ..Rochester 
Robert  W.  Dunlap,  Jr. . . Amsterdam 

Louis  Bush Baldwin 

Adelaide  Romaine New  York 

Glenn  E.  Jones Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Dale Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Salvatore  Dispenza Albion 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames.  . . .Cooperstown 

John  Del  Campo Carmel 

Victor  S.  Lait Flushing 

Thomas  Engster . . Center  Brunswick 

J.  J.  Silverman Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore.Saratoga  Springs 
Kurt  H.  Meyerhoff.  . . .Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer.  .Waterloo 

Milton  TuUy Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried. . . . Livingston  Manor 

George  F.  Prichard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . , Fort  Edward 

Joseph  Asin Newark 

Robert  E.  Healy Mount  Kisco 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker. . . .Penn  Yan 
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New  York  State  J.  Med. 


'IHALL-BROOKE  HOSPITAL 

H |«  i4n  Active  Treatment  Hospital,  located  one  hour  from  New  York 

. 1 1 Accredited  by: 

The  Cenlril  Inipeclion  Boird  of  the  Americin  Pejrchittrie  AtoocUlioa 
. * The  Joint  Commiuion  on  AccrediltUon  of  Hotpitib 

• 

4!I  WESTPORT . CONEEOTICUT  • WESTPORT;  CAPITAL  T-ltSl 
I 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  O.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


/or  well  trained  highly  qualified  personnel 

MEDICAL  ASSISTANTS 
OR  OFFICE  SECRETARIES 
LABORATORY  • X-RAY 
TECHNICIANS 

N.  Y.  State  Licensed  o Day-Eve  Courses 
Co-Ed  (Founded  19S6) 

request  Free  Cat.  9 
[85  Fifth  ATO.(Ulh  Si.) 
Now  York  3,  N.T. 

SCHOOL  FOR  PHYSICIANS’  AIDES 
AffUtated  wUh  CARNEGIE  INSTITUTE,  INC.  Ctevetand.  Ohie 


astern 


PINEWOOD  g;-  iouifw^'ndV" } 

EST.  1930  [),_  Waller  A.  Thompson,  F.A.P.A.,  Clinical  Director 

Weslehesicr  County  Kolonah,  N.  Y.  Tel:  Centrol  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate:  Commence  at  $125.00  per  week. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


WEST  BILE 

West  2S2nd  St.  and  Fieldston  Road 
Riyerdale-on-the-Hudson,  New  York  City 
For  oerTooj,  mencal,  drag  and  alcoholic  patients.  The  saoitarinm  is 
beaadfnlly  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
sdentifically  air<OQdieioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W,  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Klngsbridg*  9-8440 


GIVE  TO  CONQUER  CANCER 


“Your  boss  said  not  to  worry  about  being  out — he  shuffled  the  vacation  schedule  so  you  could  start  yours  today." 
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REAL  ESTATE  FOR  SALE  OR  RENT 


Space  available — new  air-conditioned  Professional  Building 
near  two  expanding  hospitals.  North  Shore  Suffolk  County. 
Fast  growing  area — on  site  parking.  Write  Box  423,  N.Y.  St. 
Jr.  Med. 


NASSAU  COUNTY,  Long  Island.  Spacious  English-type 
home  with  office  combination.  20  years  established.  G.P. 
and  surgery.  Six-room  office  suitable  group  practice.  6 hos- 
pitals, radius  10  miles.  Retiring.  Will  introduce.  Easy 
mortgage  terms,  if  needed.  Write  Box  421,  N.Y.  St.  Jr.  Med. 


FOR  SALE  OR  RENT:  3 room  office,  including  air  con- 
ditioner, fluoroscopy,  diathermy,  electrocardiograph,  suction- 
pressure  machine.  Long  lease.  Reasonable  rental.  Ad- 
dress: Harry  M.  Lebowitz,  20-39  Shore  Blvd.,  Astoria  5, 

N.Y. 


Deceased  doctor’s  fully  equipped  office  for  sale  to  orthopedist 
or  other  specialty.  Spring  Valley,  N.  Y.  Contact  Mr.  Lo- 
tenberg  at  507  Fifth  Ave.,  NYC;  OX  7—5895. 


New,  ultra-modern  eight-room  house.  Exquisitely  land- 
scaped. New  development  with  more  than  600  homes. 
Suitable  for  professional.  Write  Box  430,  N.  Y.  St.  Jr. 
Med. 


IMMEDIATELY  AVAILABLE 
In  new  1800  family  development — 100%  rented 
2 Professional  offices,  each  consisting  of  3 
rooms  and  bath — All  plumbing  and  electrical 
work  already  installed — Fully  air  conditioned — 
Private  entrance — Share  waiting  room  with  dentist 
already  in  possession — Rent  $275  per  month  per 
suite — Located  142nd  Street  & Lennox  Avenue 
Apply:  Axelrod  Management  Company 

45  West  139th  Street 
Foundation  8-8110 


POSITIONS  WANTED 


Young,  energetic  G.P.,  7 yrs.  experience  wishes  to  relocate 
in  the  N.Y.  suburbs.  Consider  partnership  arrangement  or 
purchase  of  an  active  practice.  Write  Box  426,  N.  Y.  St. 
Jr.  Med. 


Anesthesiologist,  New  York  State  licensed,  part  or  full  time, 
available.  Write  Box  431,  N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED 


Internist — Large  Midwest  hospital.  Must  be  board  eligible. 
Write  Box  234,  N.  Y.  St.  Jr.  Med. 


Physician  wanted  for  career  in  industrial  medicine  by  a large 
chemical  company  with  a New  York  State  plant.  Good  per- 
manent future  and  excellent  job  opportunities.  Please  en- 
close resume  with  letter  giving  name,  address,  phone  number, 
age,  training,  medical  education,  licensure,  as  soon  as  possible 
to  C.  A.  D’Alonzo,  M.D.,  F.A.C.P.,  Assistant  Medical 
Director,  E.  I.  du  Pont  de  Nemours  * Co.,  11400  Nemours 
Building,  Wilmington  98.  Delaware. 


House  staff  member  (1)  full  time.  Accredited  60  bed  general 
hospital  located  in  University  City  near  medical  center. 
Adult  medical  and  surgical  patients  only.  Salary  $9,000 
year.  Write  Administrator,  Midtown  Hospital,  Syracuse, 
New  York,  stating  qualifications  and  training. 


HOUSE  PHYSICIANS:  Required  for  Spring  Valley  Gen- 

eral Hospital,  New  York.  Must  have  eertification  by  the 
"ECFMG”  and  have  or  be  eligible  for  certification  or  tem- 
porary licensure  by  New  York  State.  Good  salary  and  work- 
ing conditions.  Apply  Administrator. 


General  Practitioner  needed — Clinton,  N.  Y.,  home  of  Hamil- 
ton College.  5 mi.  S.  of  Utica.  3 open-staffed  hospitals 
only  10  min.  away.  Desperate  need  for  3rd  physician.  Con- 
tact Clinton  Chamber  Commerce,  A.  F.  Gaffney,  M.D.,  or 
Leon  Benton,  M.D. 


Doctor  with  anesthesia  experience.  Manhattan.  Part-time 
to  start.  Mutually  convenient  hours  will  be  arranged.  No 
nights  or  Sundays.  Fees  plus  guarantee.  Write  Box  419, 
N.  Y.  St.  Jr.  Med. 


PHYSICIAN  TO  TRAVEL  WITH  NEW  MOBILE  MEDI- 
CAL CENTER,  well  equipped  with  x-ray  and  laboratory. 
Diagnostic  for  non-profit  organization.  Opportunity  for  wife 
as  assistant  technician.  Write  Box  429,  N. . Y.  St.  Jr.  Med. 


“You’ll  just  have  to  think  of  some  other  method  of 
mixing  punch  for  the  staff  party.” 
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PRACTICES:  FOR  SALE  OR  RENT 


General  Practice  for  sale,  established  11  years,  growing  Long 
Island  community.  Home-office  combination,  real  estate 
for  sale  or  rent.  May  consider  mutual  benefit  arrangement. 
Reply  P.  O.  Box  232,  Malverne,  N.  Y. 


For  Sale:  Due  to  retirement,  well  established  17  year  active 

practice  and  modernized  home,  located  in  center  of  River- 
head,  Long  Island,  on  Main  Street.  Easy  terms.  Willing  to 
introduce  to  patients.  Accredited  hospital  nearby.  Write 
Box  397,  N.  Y.  St.  Jr.  Med. 


Well  established  general  practice,  home-office  combination, 
in  western  Nassau  County.  Will  introduce.  Write  Box  409, 
N.  Y.  St.  Jr.  Med. 


Available:  General  practice  of  recently  deceased  physician 
with  wide  proctological  practice;  including  fine  home  with 
fully  equipped  office  close  to  recognized  hospital.  Call  Glo- 
versville,  N.  Y.  4-7134  or  write  Schlusberg  & Schlusberg, 
Attys.  40  N.  Main  Street,  Gloversville,  N.  Y. 


Very  modern  G.P.  office  in  Forest  Hills,  Queens  Boulevard 
near  hospital  and  transportation,  for  sale.  Reasonable  rent, 
suitable  for  G.P.  or  specialist.  Write  Box  428,  N.Y.  St.  Jr. 
Med. 


Practice,  fully  equipped.  Office,  with  combination  office- 
residence.  Successful  general  practitioner.  Unusual  oppor- 
tunity. Write  Box  432,  N.  Y.  St.  Jr.  Med. 


EQUIPMENT  FOR  SALE 


Radiologist's  modern  200  M.A.  x-ray  diagnostic  unit  and 
dark  room  accessories  for  sale.  Harold  Schwartz,  M.D., 
99  Pratt  St.,  Hartford  3,  Conn. 


FOR  SALE:  200  M A Picker  fully  reconditioned,  (1  year 

guarantee)  new  tube,  rotating  anode,  etc.  X-ray  unit,  com- 
plete darkroom  and  other  x-ray  equipment.  Write  Box  433, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE:  Hugh  Young  Convertible  Cystoscope,  24- 

French,  complete;  excellent  condition.  $200.  Also  peri- 
toneoscope, unused.  Make  an  offer.  Write  Box  418,  N.  Y. 
St.  Jr.  Med. 


MISCELLANOUS 

COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33'/>%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  <fe  Individual  Information.  John  Levbarg,  M.D., 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO  4-1100. 


CLASSIFIED  RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 
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DAVID  B.  ALLMAN,  M.D.  . EUGENE  M.  BRICKER,  M.D.  • THOMAS 
CARLILE,  M.D.  • JOHN  W.  CLINE,  M.D.  • WARREN  H.  COLE,  M.D. 
. MURRAY  M.  COPELAND,  M.D.  . LLOYD  F.  CRAVER,  M.D.  . 
ANTHONY  R.  CURRERI,  M.D.  • J.  ENGLEBERT  DUNPHY,  M.D.  • 
MR.  RICHARD  L.  EVANS  * EDGAR  L.  FRAZELL,  M.D.  • WILLIAM 
GREENE,  M.D.  • JOHN  S.  HIRSCHBOECK,  M.D.  • JAY  J.  JACOBY, 
M.D.  • DAVID  A.  KARNOFSKY,  M.D.  • JOHN  F.  W.  KING,  M.D.  • 


THE  PHYSICIAN  AND  THE  CANCER  PATIENT 

The  American  Cancer  Society  is  concerned  with  the  total  can- 
cer problem.  A crucial  part  of  this  problem  relates  to  the  cancer 
patient  and  his  family.  To  help  the  medical  profession  explore 
ways  and  means  of  meeting  the  patient’s  special  needs,  the  scien- 
tific session  of  the  Society’s  next  Annual  Meeting  at  the  Hotel 
Biltmore  in  New  York  City,  October  23-24,  1961,  will  be  devoted 
to  “The  Physician  and  the  Total  Care  of  the  Cancer  Patient.” 
Various  specialists  will  examine  the  psychological  and  physical 
problems  facing  the  cancer  patient  and  his  family.  Consideration 
will  be  given  to  such  topics  as  decisions  in  the  early  care  of  the 
cancer  patient,  counselling  the  cancer  patient,  what  the  patient 

k 

should  be  told,  care  of  the  advanced  cancer  patient,  society’s 
role  in  service  to  the  cancer  patient. 

Through  such  meetings,  the  American  Cancer  Society 
serves  the  medical  profession  by  providing  a forum  for 
an  exchange  of  information  and  experience  concerning  the 
cancer  patient. 

AMERICAN  CANCER  SOCIETY 


JOHN  L.  McKELVEY,  M.D.  • MISS  EDNA  NICHOLSON  • JAMES  J. 
NICKSON,  M.D.  • ALTON  OCHSNER,  M.D.  • DONALD  OKEN,  M.D. 
• GEORGE  T.  PACK,  M.D.  • EUGENE  P.  PENDERGRASS,  M.  D.  • 
I.  S.  RAVDIN,  M.D.  • GEORGE  G.  READER,  M.D.  • I.  ROSSMAN, 
M.D.  . JOHN  S.  STEHLIN,  JR.,  M.D.  . SAMUEL  G.  TAYLOR,  III, 
M.D.  • JOHN  G.  WALSH,  M.D.  • OWEN  H.  WANGENSTEEN,  M.D. 
o DONALD  M.  WATKIN,  M.D.  » GRANGER  E.  WESTBERG,  M.O. 
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a combination 
of  decongestants 
for  effective 
wide-range 
k action  . 


(an  effective, 
safe  expectorant 
to  increase 
respiratory  tract 


what  most  coughers  need 


now  in  a single  teaspoon  {5  ce.) 


Dimetane  2 mg. 
Parabromdylamine 
[Brompheniramine] 
Maleate 


the  antihistamine 
most  likely  to  succeed 


two  highly  approved 
decongestants 

the  expectorant  that 
works  best 

additional  cough 
suppressant  action 

(in  Dimetane  Expectorant-DC) 


Dimetane  Expectorant  with  Codeine  Phosphate 


Phenylephrine  HCl  5 mg. 
and 

Phenylpropanolamine  HCl  5 mg 


Glyceryl  Guaiacolate  100  mg. 


Codeine  Phosphate 
10  mg./5  cc. 
(exempt  narcotic) 


Dimetane  E%torant  . 
Dimetanef  Exiecterant-DC 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


pocket-size  antiasthmatic  aerosol  that  is  more  than  just  a bronchodilator 

CLEARS  AND  DILATES  WITH  MINIMAL  SIDE  EFFECTS 


Bronkometer  is  a synergistic  combination  of  isoetharine  (a  new  bronchodilator); 
phenylephrine  (bronchodilator-bronchovasoconstrictor-decongestant);  and  thenyldia- 
mine  (bronchodilator-antihistamine).  These  agents  reinforce  each  other  to  give  asthma 
patients  a significant  increase  in  vital  capacity. 

Because  a smaller  amount  of  each  active  agent  is  required  than  would  be  necessary 
if  each  were  administered  separately,  Bronkometer  has  a wide  margin  of  safety.  And 
the  pocket-size  aerosol,  complete  with  measured-dose  valve  and  oral  nebulizer,  allows 
the  use  of  the  ideal  route  of  administration  for  combating  acute  attacks. 

(Also  available:  Bronkospray®,  antiasthmatic  solution  for  use  in  a conventional  nebulizer.) 

Bronkometer  delivers  at  the  mouthpiece  200  measured  doses  of:  350  meg.  isoetharine  methane- 
sulfonate  (0.6%);  70  meg.  phenylephrine  HCI  (0.125%);  and  30  meg.  thenyidiamine  HCI  (0.05%) 
with  inert  propellants  and  preservatives.  Average  adult  dose  is  one  or  two  inhalations.  Occasion- 
ally, more  may  be  required.  Even  though  Bronkometer  has  a wide  margin  of  safety,  the  usual 
precautions  associated  with  the  use  of  sympathomimetic  amines  should  be  observed. 

Bibliography:  1.  Spielman,  A.  D.:  Evaluation  of  a New  Antiasthmatic  Compound  Aerosol,  in  press. 
2.  Lands,  A.  M.  et  al.:  The  Pharmacologic  Actions  of  the  Bronchodilator  Drug,  Isoetharine,  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  47:744  (Oct.)  1958. 

For  full  information  on  Breon's  five  antiasthmatics,  see  pp.  538-539  of  the  1961  Physicians’ 
Desk  Reference  plus  the  2nd,  3rd  or  4th  quarterly  supplement. 


a full  line  of  antiasthmatics  designed  to  meet  every  patient’s  neei 
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Rx  Products  Division,  Breon  Laboratories  Inc.,  N.  Y.,  N.  Y. 


against  relapse 
against  “problem” 
pathogens 

ECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 


pediatric  drops 
syrup 


• full  antibiotic  activity  • lower  milligram  intake  per  dose  • up  to  6 days'  activity  with  4 days'  | 
dosage  • uniformly  high,  sustained  peak  activity  ■ syrup  (cherry-flavored),  75  mg./5  cc.  tsp., 
bottles  of  2 and  16  fl.  oz.  Dosage:  3 to  6 mg./lb./day— in  four  divided  doses,  pediatric  drops,  ; 
60  mg./cc.,  3 mg./drop,  10  cc.  bottles  with  calibrated  dropper.  Dosage:  1 to  2 drops/Ib./day—  ‘ 
in  four  divided  doses 

PRECAUTIONS:  As  with  many  other  antibiotics,  DECLOMYCIN  may  occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  to  sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN.  Although 
reversible  by  discontinuing  therapy,  patients  should  avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idiosyncrasy  occurs 
discontinue  medication.  Overgrowth  of  nonsusceptible  organisms  is  a possibility  with  DECLOMYCIN,  as  with  other  antibiotics.  The  patient  i 
should  be  kept  under  observation.  I 

Advis*oVy  *^Drp*a^meiU  <^°sage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  | 

j;£DERl^l-ABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  . 
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in  Ob-Gyn  practice:  prevent  bacteriai  insuit 
to  traumatized  cervicovaginai  tissue 


HIRACM 

brand  of  nitrofurazone 

a safe,  single  agent  with  singular  benefits 

From  a recent  study  reporting  the  lowered  inci- 
dence of  postoperative  morbidity  following  the  use 
of  Furacin  Vaginal  Suppositories  in  operative 
gynecology— “Certainly  a single  agent  is  to  be  pre- 
ferred to  a combination  of  agents,  providing  com- 
parable results  are  obtained.”* 


Used  before  and  after  cervicovaginai  surgery,  de- 
livery, radiation  therapy  and  certain  office  proce- 
dures, Furacin  controls  infection,  hastens  healing, 
reduces  discharge,  malodor  and  discomfort. 
Furacin  vaginal  suppositories;  Furacin  0.3% 
in  a water-miscible  base.  Box  of  12,  each  2 Gm. 
suppository  hermetically  sealed  in  yellow  foil. 
Furacin  cream:  Furacin  0.2%  in  a water-miscible 
cream  base.  Tube  of  3 oz.  with  plastic  plunger-type 
applicator. 

^Grimes,  H.  G.,  and  Geiger.  C.  J.:  Am.  J.  Obsc.  & Gynec.  79:441 , 1960. 

EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacol  Company 

NORWICH,  NEW  YORK 
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After  10  weeks 
of  therapy- 
i a clear  skin, 
i a new  personality, 

£ a new  world  of 
I fun  and  laughter 

i|  pHisoHex,  used  as  a daily,  exclusive 
|l  wash,  enhances  any  treatment  for 
i,  acne.  Because  it  contains  3 per  cent 
I hexachlorophene,  it  supplies  continuous 
( antibacterial  action  to  help  combat 
|i  the  infection  factor.  pHisoHex 
E cleanses  better  than  soap  because 
it  is  40  per  cent  more  surface-active. 

Used  together,  pHisoHex  and  new 
i keratolytic  pHisoAc  Cream  provide 
I ^ basic  complementary  topical  therapy 
I for  patients  with  acne  — to  unplug 
i follicles  and  to  help  prevent 
comedones,  pustules  and  scarring. 

' New  pHisoAc  Cream  dries,  peels  and 
( helps  degerm  the  skin;  flesh-toned,  it 
I tends  to  hide  acne  lesions  as  they  heal. 

I pHisoHex,  in  unbreakable  squeeze 
I bottles  of  5 oz.  and  new  plastic  bottles 
of  1 pint;  pHisoAc  in  I1/2  oz.  tubes. 

I 

I pHisoHex  and  pHisoAc,  trademarks  reg.  U.S.  Pat.  Off. 


LABORATORIES 
New  York  18,  N.Y. 


CLINICAL  PHOTOGRAPHS 


Acne  vulgaris  before  treatment 


For  treatment  at  home,  this  patient 
washed  her  face  daily  with  pHisoHex 
and  kept  pHisoAc  on  her  face  twenty- 
four  hours  a day. 

Nine  office  treatments  consisted  of 
mechanical  removal  of  blackheads  and 
applications  of  carbon  dioxide  slush. 
No  other  medication  was  given. 


After  10  weeks  of  therapy 


For  Acne-pHISOHeX^  and 

" antibacterial,  nonalkaline,  nonirritating, 
hypoallergenic  detergent 
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INDICATIONS: 

Peptic  Ulcer: 

Duodenal  Marginal 

Gastric  Esophageal 

Hyperacidity  and  dyspepsia 
Heartburn 
Gastritis 

Alcoholic  gastritis 
Gastroesophageal  reflux 
Esophagitis  (without  stricture) 
Irritable  bowel  syndrome 
Congenital  shortening  of 
esophagus 

Chalasia  of  esophagus 
Hiatus  hernia  of  esophagus 
Cardiospasm 
Functional  pylorospasm 
i DOSAGE: 

Liquid  and  Tablets: 

1 or  2 tablespoons  or  1 or  2 
tablets  three  times  daily 
depending  on  severity  of 
involvement. 

SIDE  ACTIONS: 

Doses  in  excess  of  6 tablets  or 
6 tablespoons  daily  may 
produce  minor  side  actions 
such  as  dryness  of  the  mouth 
or  blurring  of  vision. 


4E  MEDICATION  RELIEVES  PAIN,  INHIBITS  EROSION, 
PROMOTES  HEALING.  UNIQUE  IN  SIMPLICITY, 
COMPLETENESS  OF  ACTION  AND  CONVENIENCE 

Only  ONE  prescription  to  write 


RESULTS  ACTIONS 


• ANTICHOLINERGIC 

orphenadrine 

hydrochloride 

• RELIEVES  SPASM  AND  ANTISPASMODIC 

REDUCES  MOTILITY 


• RETARDS  ACID 
PRODUCTION 

• PROMPT  REDUCTION 
OF  PAIN 

• RAPID  AND  PROLONGED 
NEUTRALIZATION  OF 
GASTRIC  HYDROCHLORIC 
ACID  TO  DESIRABLE 

pH  LEVEL 


ANTISECRETORY 

• TOPICAL  ANESTHETIC 

orphenadrine 

hydrochloride 

• ANTACID 

aluminum  hydroxide- 
magnesium 

carbonate  co-precipitate 


• COATS  AND  PROTECTS 
GASTRIC  MUCOSA 


• DEMULCENT 

bismuth  aluminate 


CONTRAINDICATIONS: 

ESTOMUL  should  not  be  used 
in  patients  with  organic  pyloric 
obstruction  or  achalasia  of 
esophagus.  Use  with  caution  in 
patients  with  renal  impairment 
or  insufficiency.  Relative 
contraindications  for  anti- 
cholinergic drugs  are  glaucoma 
and  prostatic  hypertrophy 
which  may  lead  to  urinary 
bladder  obstruction. 
AVAILABILITY: 

Tablets  — Bottles  of  100. 

Liquid  — Bottle  of  12  fluid  oz. 
CAUTION:  Federal  law  prohibits 
dispensing  without  prescription. 


• INHIBITS  EROSION  OF 
MUCOSA 


• ANTIPEPTIC 

bismuth  aluminate 


FORMULATION 

Each  ESTOMUL  TABLET  contains: 

orphenadrine  HCI 25  mg. 

t2-dimethylaminoethyl  (2-methyl- 
benzhydryl)  ether  HCI] 

bismuth  aluminate 25  mg. 

magnesium  oxide 45  mg. 

aluminum 
hydroxide 
magnesium 
carbonate 


\ co-precipitate. . . .500  mg. 


Each  tablespoon  (15  cc)  ESTOMUL 
LIQUID  contains: 


orphenadrine  HCI 25  mg. 

C2-dimethylaminoethyl  (2-methyl- 
benzhydryl)  ether  HCI] 


bismuth  aluminate. 
aluminum  T 

hydroxide  (, 

magnesium  j 


carbonate 


50  mg. 

co-precipitate 918  mg. 


HIKER  LABORATORIES,  INC.,  Northridge,  California 
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STOPS  THE  ASTHMA  ATTACK 
IN  MINUTES. ..FOR  HOURS... 
ORALLY 


ELIXOPHYLUN' 


RAPID  RELIEF  IN  M I NUTES  — in  15  min- 
mean  theophylline  blood  levels  are  comparable  to  I.  V. 
aminophylline — so  that  severe  attacks  have  been  terminated 
in  10  to  30  minutes.'-^-®'®  Note:  With  Elixophyllin  the  patient 
can  learn  to  abort  an  attack  in  its  incipient  stage. 

INHERENT  SUSTAINED  ACTION  -After 
absorption  theophylline  is  slowly  eliminated  during  a 9-hour 
period.’  Clinically  proved  relief  and  protection  day  and  night 
with  t.i.d.  dosage.*’®"®-®-® 


NO  UNNEEDED  SIDE  EFFECTS —S  ince 
Elixophyllin  does  not  need  “auxiliaries,”  it  contains  no  ephed- 
rine — no  barbiturate — no  iodide— no  §teroid.  Gastric  distress 


is  rarely  encountered.^'^ 


Each  tablespoonful  (15  cc.)  contains 
theophylline  80  mg.  (equivalent  to 
100  mg.  aminophylline)  in  a hydro- 
alcoholic  vehicle  (alcohol  20%). 


ACUTE  ATTACKS 


single  dose  of  75  cc.  for  adults;  0.5 
cc.  per  lb.  of  body  weight  for  children. 


24  HOUR  CONTROL 


for  adults  45  cc.  doses  before  break- 
fast, at  3 P.M.,  and  before  retiring; 
after  two  days,  30  cc.  doses.  Children, 
first  6 doses  0.3  cc.— then  0.2  cc. 
per  lb.  of  body  weight  as  above. 


Averag 


MINUTES 

15 


ao7  cc. 


39%- i 
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NEW 


Dimetapil  Extentabs; 

let  your  sinusitis,  allergy  and  U.R.I.  patients  breathe  easier! 


! DiMETAPP  Extentabs  contain  Dimetane*(parabromdylamine  [brompheniramine]  maleate)  12  mg., 
phenylephrine  HCI 15  mg.,  and  phenylpropanolamine  HCI  15  mg.,  a proved  antihistamine  and  two 
outstanding  decongestants.  The  dependable  Extentab  form  provides  sustained  relief  from  the 
stuffiness,  drip  and  congestion  of  sinusitis,  colds  and  U.R.I.  for  10-12  hours  with  a single  dose. 


A.  H.  ROBINS  CO..  INC. 
MAKING  TODAY’S  MEDICINES  WITH  INTEGRITY 


RICHMOND  20.  VIRGINIA 

SEEKING  TOMORROW’S  WITH  PERSISTENCE 


JM 


because 

DIABETES  IS  FOR  LIFE 

start  with  Diabinese’ 

BRAND  OF  CHLORPROPAMIDE 


for  maximum  assurance 
of  continuing  success 
with  oral  therapg 


long-term  use  continues  to 
demonstrate  that  DIABINESE 

has  a comparatively  lo\v  incidence  of  secondary  failures. 

provides  maximum  convenience  and  economy  because  of 
once-a-  day  oral  administration. 

at  presently  recommended  dosage  has  a low  incidence  of  adverse 
effects  which  require  discontinuance  of  therapy.  See  “In  Brief.” 


ivhen  more  than  ‘‘diet  atone”  is  needed  by  the  maturity-onset  diabetic 

start  with 


DiaMnese 


BRAND  OF  CHLORPROPAMIDE 


the  oral  antidiahetic 
most  likely  to  succeed 

economical  once-a-day  dosage 


INBRIEF^ 

DIABINESE,  a potent  sulfonylurea,  provides  smooth,  long- 
lasting  control  of  blood  sugar  permitting  economy  and  sim- 
plicity of  low,  once-a-day  dosage.  Moreover,  DIABINESE  often 
works  where  other  agents  have  failed  to  give  satisfactory 
control. 

INDICATIONS : Uncomplicated  diabetes  mellitus  of  stable,  mild 
or  moderately  severe  nonketotic,  maturity-onset  type.  Certain 
“brittle”  patients  may  be  helped  to  smoother  control  with 
reduced  insulin  requirements. 

ADMINISTRATION  AND  DOSAGE:  Familiarity  with  criteria 
for  patient  selection,  continued  close  medical  supervision,  and 
observance  by  the  patient  of  good  dietary  and  hygienic  habits 
are  essential. 

As  with  insulin,  DIABINESE  dosage  must  be  regulated  to  indi- 
vidual patient  requirements.  Average  maintenance  dosage  is 
100-500  mg.  daily.  For  most  patients  the  recommended  starting 
dose  is  250  mg.  given  once  daily.  Geriatric  patients  should  be 
started  on  100-125  mg.  daily.  A priming  dose  is  not  necessary 
and  should  not  be  used;  most  patients  should  be  maintained  on 
500  mg.  or  less  daily.  Maintenance  dosage  above  750  mg.  should 
be  avoided.  Before  initiating  therapy,  consult  complete  dosage 
information. 

SIDE  EFFECTS : In  the  main,  side  effects,  e.g.,  hypoglycemia, 
gastrointestinal  intolerance,  and  neurologic  reactions,  are  re- 
lated to  dosage.  They  are  not  encountered  frequently  on  pres- 
ently recommended  low  dosage.  There  have  been,  however, 
occasional  cases  of  jaundice  and  skin  eruptions  primarily  due 
to  drug  sensitivity;  other  side  effects  which  may  be  idiosyncratic 
are  occasional  diarrhea  (sometimes  sanguineous)  and  hema- 
tologic reactions.  Since  sensitivity  reactions  usually  occur  within 
the  first  six  weeks  of  therapy,  a time  when  the  patient  is  under 
very  close  supervision,  they  may  be  readily  detected.  Should 
sensitivity  reactions  be  detected,  DIABINESE  should  be  dis- 
continued. 

PRECAUTIONS  AND  CONTRAINDICATIONS:  If  hypogly- 
cemia is  encountered,  the  patient  must  be  observed  and  treated 
continuously  as  necessary,  usually  3-5  days,  since  DIABINESE 
is  not  significantly  metabolized  and  is  excreted  slowly. 
DIABINESE  as  the  sole  agent  is  not  indicated  in  juvenile 
diabetes  mellitus  and  unstable  or  severely  “brittle”  diabetes 
mellitus  of  the  adult  type.  Contraindicated  in  patients  with 
hepatic  dysfunction  and  in  diabetes  complicated  by  ketosis,  aci- 
dosis, diabetic  coma,  fever,  severe  trauma,  gangrene,  Raynaud’s 
disease,  or  severe  impairment  of  renal  or  thyroid  function. 

DIABINESE  may  prolong  the  activity  of  barbiturates.  An  effect 
like  that  of  disulfiram  has  been  noted  when  patients  on 
DIABINESE  drink  alcoholic  beverages. 

SUPPLIED:  As  100  mg.  and  250  mg.  scored  chlorpropamide 
tablets. 

More  detailed  professional  information  available  on  request. 
Science  for  the  world's  well-being® 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  New  York 
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POWERFUL  DIFFERENCE 


...motion-stopping  radiographic  speed 
is  built  into  every  Patrician  “200” 

With  the  G-E  Patrician  “200”  diagnostic  x-ray  package,  you  can  enjoy  savings 
and  still  not  sacrifice  needed  power.  This  is  important.  For,  only  ample  x-ray 
output  will  assure  you  exposure  speed  sufficient  to  overcome  common  motion- 
blurring problems.  The  Patrician  combination  provides  this  and  more  in  every 
detail  for  radiography  and  fluoroscopy.  For  example;  full-size  81"  tilting  table 
. . . independent  tuljestand  . . . counterbalanced  (not  counterpoised)  fluoro- 
scopic screen  or  spot-film  device  . . . fine  focus  x-ray  tube  . . . fluroscopic  shutter- 
limiting  device  to  confine  radiation  to  screen  area  . . . automatic  x-ray  tube 
overload  protection. 

Ask  about  renting:  Through  the  G-E  Maxiservice®  plan,  you  can  have  this 
complete  Patrician  “200”,  plus  maintenance,  parts,  tubes,  insurance,  and  paid-up 
local  taxes  — all  wrapped-up  by  a modest  monthly  fee.  Details  available  from 
your  G-E  x-ray  representative  listed  below. 

“Bvgress  k Our  Most  /mporfsnf  T^orfucf 

GENERAL®  ELECTRIC 


DIRECT  FACTORY  BRANCHES 

ALBANY 

8 Colvin  Avc.  • IVanhoc  9-4776 

BUFFALO 

960  Busti  Avc.  • TT  3-5425 
EAST  SYRACUSE 
1937  Tcall  Avc.  • HEmpsccad  7-8438 
NEW  YORK 

Long  Island  City,  41—15  27th  Se.  • EXeter  2-5500 
ROCHESTER 

75  College  Avc.  • GRcenficld  3-9930 


RESIDENT  REPRESENTATIVES 

BINGHAMTON 

J.  W.  Gorski,  59  Hayes  St.  • RAymond  4-9286 
ELMIRA 

V.  D.  Graham,  388  Coldbrook  Drive  • REgcnt  2-7989 

SARANAC  LAKE 
S.  Martin,  24  Birch  St.  • Phone  2049 


timed-disintegration  [; 


brand  ot  sustained  action  phenformin  HCI  Capsules 

blood  sugar  lowering  effects 
persist  for  12  to  14  hours  in 

stable  adult  diabetes 

sulfonylurea  failures  • unstable  diabetes 


r 


1 

i 


the  edvantases  of  phenformin  and  sustained  action  are  combined  in 


CAPSULES  50  mg. 

...approaches  the  ideal  in  oral  therapy  for  stable  adult  diabetes 


each  dose  towers  blood  sugar  levels  for 
about  12  to  14  hours 

convenient— one  dose  a day.  or  two  at 
most,  for  a great  majority  of  patients 

well  tolerated . . .minimal  g.i.  side  effects 

virtually  no  secondary  failures  in  stable 
adult  diabetes 

no  liver  or  other  clinical  toxicity  after  up 
to  2V2  years  of  daily  use  of  DBI-TD 
(nearly  5 years  with  the  DBI  tablet) 


NOTABLE  RECORD  OF  CLINICAL  EFFICACY 
in  stable  adult  diabetes  up  to  88%  respond  to 
phenformin. "In  our  experience  the  action  of 
DBI  on  the  adult  stable  type  of  diabetes  is 
impressive."*  “There  is. ..a  virtual  absence  of 
acquired  resistance  or  true  secondary  failure."® 
in  sulfonylurea  failures  (primary  and  secondary) 
therapy  with  DBi-TD  Capsules^  results  in 
control  of  a majority  of  patients, 
in  labile  diabetes  DBI-TD  Capsules.®-®  *® 
as  adjunct  to  injected  insulin,  often  improve 
regulation  of  the  diabetes. 

NOTABLE  RECORD  OF  CLINICAL  SAFETY 
No  clinical  toxic  effects  on  the  liver,  kidney. 


or  blood  due  to  DBI-TD  Capsules  or  DBI  Tablets 
have  been  reported^-®-®-*®  following  daily 
use  in  diabetics  for  varying  periods  up 
to  4>/2  years.®  "The  absence  of  hypoglycemic 
reactions  has  been  conspicuous."** 

DBI-TD  Capsules  are  substantially  well  tolerated 
by  the  gastrointestinal  tract**-*2.*3-*®-*7  when 
administered  as  directed. 

NOTABLE  DOSAGE  SIMPLICITY.  CONVENIENCE.  LOW  COST 
Once-a-day  dosage  — or  at  most  twice-a-day  — 
makes  DBI-TD  simple  and  convenient  therapy. 
Maintenance  dosage  is  readily  established  and 
adjustments  are  infrequently  required  in 
the  ketosis-resistant  patient. 


timed-disintegration 


brand  or  sustained  action  phanformln  HCI  Capsules 

blood  sugar  lowering  effects 
persist  for  12  to  14  hours  in 

Stable  adult  diabetes 

sulfonylurea  failures  • unstable  diabetes 


i 

! 


“more  convenient,  more  effective  and  better  tolerated." 

D6I-TD— the  new  convenient  and  well-tolerated  Timed-Disintegration  capsule 
form  of  DBI— further  simplifies  effective  control  of  a great  majority  of  diabetics. 

Phenformin  is  believed  to  exert  its  hypoglycemic  effects  primarily  by  promoting 
cellular  metabolism  of  glucose  via  the  physiologic  Embden-Meyerhof  glycolytic 
pathway. 


a single  dose  of  DBI-TD  lowers  blood  sugar  for  12  to  14  hours^°  *^'^2>^^ 


12-Hour  Hypoglycemic  Response  Curve  afler  One  50  mg  DBI  TO  (Timed-Oisinleg>»tion)CopsuleinFosling  Diabetic  (Weller) 


2:137,  1960.  3.  Moss.  J.  M.,  DeLawtei 

O.  E.,  Tyroler.  S.  A.,  and  Field.  J.  B.:  Med 
Times  89:561.  1961.  4.  Krall,  L.  P.;  Ap 
plied  Therapeutics  2:137,  1960.  5.  Craig 
J.  W : Personal  commursication.  6.  White 

P.  and  Krall,  L.  P.:  Personal  communica 
tion.  7.  Miller,  E.  C..  and  Roller,  G.  W. 
Med.  Times  89:196,  1961.  6.  Pomeranze 
J.:  Clinical  Medicine  8:1155. 1961.  9.  Bai 
clay,  P.  L,:  J.A.M.A.  174:474,  1960.  10 
Krall.  L.  P.:  Med.  Clinics  N.A.  In  press 
1 1.  Redding,  R.  S..  and  Zimmerman,  S.  J. 
Metabolism  10:238,  1961,  12.  Beaser 
S.  6 : Personal  communication.  13.  Gurol 
F.-  Personal  communication.  14.  Pearl 
man.  W.:  Phenformin  Symposium.  I 
ton,  Feb.  1959.  15.  Weller.  C..  and  Linder 
M.:  Metabolism  10:699.  1961.  16.  Fabry 
cant,  M.  and  Ashe.  B.  I.:  Metabolism 
10:684.  1961.  17.  Raddlng,  R.  S.,  Mc- 
Henry. J.  I..  Neely.  W.  B.,  and  Lummls, 
F.  R.:  Presented  at  Fourth  Congress  of 
Internat.  Diabetes  Fed.,  Geneva.  June 
1961. 


OBI-TD  (brand  of  Phenformin  HCI— N*-/?- 
phenethylbiguanide  HCI)  available  as  50 
mg.  timed-disintegration  capsules;  bottles 
of  100  and  1000  capsules.  Also  available  as 
DBI  tablets,  25  mg.,  bottles  of  100  and  1000. 


CAPSULES  50  mg. 


u.  s.  vitamin  & pharmaceutical  corporation 


Arlington-Funk  Laboratories,  division 


800  Second  Ave„  New  York  17,  N.  Y. 


administration  and  dosage:  One 
50  mg.  OBI-TD  capsule  with 
breakfast  regulates  many  stable 
adult  diabetics.  If  higher  dos- 
ages are  needed,  a second 
DBI-TD  capsule  is  added  to  the 
evening  meat,  and  further  In- 
crements (at  weekly  Intervals) 
to  either  the  A.M.  or  P.M.  dose. 
In  patients  requiring  insulin,  re- 
duction of  insulin  dosage  is 
made  as  DBI-TD  dosage  is  In- 
creased, until  effective  regula- 
tion Is  attained.  (The  acidosis- 
prone,  Insulin-dependent  dia- 
betic should  be  closely  ob- 
served for  “starvation”  keto- 
sis.) Sulfonylurea  secondary 
failures  usually  respond  to  rela- 
tively low  dosages  of  OBI-TD 
alone,  or  combined  with  re- 
duced dose  of  sulfonylurea, 
side  effects:  Gastrointestinal 
reactions  occur  infrequently  and 
are  usually  associated  with 
higher  dosage  levels.  They  may 
include  unpleasant,  metallic 
taste  in  the  mouth,  continuing 
to  anorexia,  nausea,  and,  less 
frequently,  vomiting  and  diar- 
rhea. They  abate  promptly  upon 
reduction  of  dosage  or  tempo- 
rary withdrawal.  In  case  of 
vomiting,  OBI-TD  should  be 
withdrawn  Immediately, 
precautions;  Particularly  during 
the  initial  period  of  dosage 
adjustment,  every  precaution 
should  be  observed  to  avoid 
acidosis  and  coma  or  hypo- 
glycemic reactions.  Hypogly- 
cemic reaction  has  been  ob- 
served on  rare  occasions  In  the 
patient  treated  with  insulin  or 
a sulfonylurea  In  combination 
with  OBI-TD.  "Starvation"  ke- 
tosis, that  is  the  appearance  of 
acetonuria  in  the  presence  of  a 
lowered  or  normal  blood  sugar, 
must  be  distinguished  from 
"insulin-lack"  ketosis  which  Is 
accompanied  by  hyperglycemia 
and  acidosis.  A reduction  in 
the  dose  of  OBI-TO  of  SO  mg. 
per  day  (with  a slight  increase 
in  Insulin  as  required),  end/or 
a liberalization  In  carbohydrate 
intake  rapidly  restores  meta- 
bolic balance  and  eliminates 
the  "starvation"  ketosis.  Do 
not  increase  DBI-TD  dosage  or 
give  insulin  without  first  check- 
ing blood  and  urine  sugars, 
caution  and  contraindication; 
As  with  any  oral  hypoglycemic 
therapy  reasonable  caution 
should  be  observed  In  severe 
preexisting  liver  disease.  The 
use  of  DBI-TO  alone  Is  not 
recommended  in  the  acute  com- 
plications of  diabetes;  eddosis, 
coma,  infections,  gangrene  or 
surgery. 

Complete  detailed  literature  Is 
available  to  physicians. 


CAPLA™ 

(mebutamale.  Wallace) 

CENTRAL  ACTING  PRESSURE  LOWERING  AGENT 


ANNOUNCING 


A new  drug  that  works  in  a new  way 
to  control  Wood  pressure 
without  serious  side  effects 


CAPLA'“ 

(mebutamate,  Wallaet) 

CENTRAL  ACTING  PRESSURE  LOWERING  AGENT 


Capla  acts 
centrally  at 
the  brainstem 
vasomotor  center 

Reduces  blood  pressure  by  central  action; 
is  not  a ganglionic  blocker 


Capla  is  a new  kind  of  drug  to  treat 
hypertension.  Chemically,  Capla  is 
2-methyl-2-sec-  butyl-1,  3-propane- 
diol dicarbamate.  It  is  unrelated 
chemically  to  any  other  antihyper- 
tensive agent.  Capla  does  not  block 
ganglia,  reduce  blood  volume  or  in- 
terfere with  neurohormonal  balance. 

New  therapy 
for  hypertension 

Because  of  its  action  at  the  brain- 
stem vasomotor  control  center, 
Capla  is  a new  therapy  for  hyperten- 
sion. It  is  effective  alone  in  the  treat- 
ment of  mild  to  moderate  hyper- 
tension, and  can  be  combined  with 
diuretics  or  peripherally  acting  anti- 
hypertensives in  more  severe  cases. 

Exceptionally 

well  tolerated 

Capla  acts  rapidly,  producing  sub- 
stantial blood  pressure  reduction 
within  two  hours,  yet  it  does  not 
produce  postural  hypotension.  It 
has  proved  exceptionally  well  tol- 
erated in  clinical  use  and  has  no 
known  contraindications.  Capla  has 
not  produced  changes  in  renal,  hem- 
atological, hepatic  or  endocrine  func- 
tion. It  is  rapidly  eliminated  and  has 
no  cumulative  effects. 


CENTRAL  ACTING  PRESSURE  LOWERING  AGENT 


Controls 
blood  pressure 
without  serious 
side  effects 

Capla  does  not  produce  depression, 
postural  hypotension,  nasal  congestion 
or  gastric  hyperacidity 


Capla  helps  minimize  one  of  the 
most  difficult  problems  of  hyperten- 
sion therapy  — unwanted  and  often 
serious  side  effects. 

With  Capla  you  have  effective 
therapy  without  the  unpleasant 
side  effects  which  often  cause  pa- 
tients to  abandon  treatment. 

Side  effects  with  Capla,  when  they 
do  occur,  are  mild  and  usually  tran- 
sient. Transient  drowsiness  some- 
times occurs,  usually  at  higher  dos- 
age. 

Mild  calming  effect 

Patients  on  Capla  often  report  a 
mild  calming  effect.  This  effect,  to- 
gether with  the  unusual  freedom 
from  serious  side  effects,  makes  ther- 
apy gratifying  for  both  the  patient 
and  the  physician. 

Compatible 
with  other  drugs 

Hypertensive  patients  with  other 
disorders  can  receive  Capla  along 
with  other  medications. 

For  example,  patients  with  con- 
gestive heart  failure,  angina,  and 
diabetes  mellitus  can  receive  Capla 
along  with  such  medications  as  digi- 
talis, nitrates,  and  insulin— without 
aggravating  these  other  disorders. 


Usual  dose,  Capla  300  mg.,  q.i.d. — duration  of  therapy,  3 weeks  to  over  1 year. 

These  data  show  that  Capla  reduces  both  systolic  and  diastolic  blood  pressure,  usu- 
ally in  proportion  to  initial  pre-treatment  elevations. 


GAPIA 

CENTRAL  ACTING  PRESSURE' LOWERING  AGENT 

adHa  Wallace  Laboratories 
\knsi  Cranbury,  New  Jersey 


dosage:  the  recommended  dose  of  Capla  is  one  300  mg. 
tablet  three  or  four  times  daily,  before  meals  and  at 
bedtime.  The  dosage  should  be  adjusted  to  individual 
requirements;  for  example,  older  patients  may  require 
lower  dosage. 

composition:  each  white,  scored  tablet  contains  300 
mg.  of  Capla  (mebutamate,  Wallace). 
supplied:  bottles  of  100,  scored  tablets. 

Literature  and  samples  to  physicians  on  request. 


CRUISE 


“Well  you  told  me  to  entertain  him  for  a few  minutes, 
sir!” 


VOYAGING 


REGULAR  DEPARTURES 

AROUND  THE  WORLD 

(the  Great  World  Cruise  via  connecting 
luxury  liners)  50  to  84  days,  from  $1895 
ALL  PACIFIC-ORIENT 
(the  Orient,  Australia,  South  Seas) 
49  to  56  days,  from  $1565 
THE  ORIENT 
(four  special  spring  sailings  to 
the  Far  East)  43  to  49  days,  from  $2075 

Rates  include  first  class  on  luxury  liners,  all  shore 
excursions  and  inclusive  land  tour  program. 

CARAVEL  CRUISES  & TOURS  INC. 

I Time  & Life  Bldg.  Rockefeller  Center, 

I New  York  20,  N.Y. 

I Send  information  on  Caravel  Cruises  to; 

j Name 

I Address 

N-11 


ST.  VINCENT’S  HOSPITAL  OF  WESTCHESTER  COUNTY 

240  North  Street  WOodbine  7-6500  Harrison,  New  York 


A voluntary  non-profit  institu- 
tion providing  all  modern  ther- 
apies for  mental  and  emotional 
disorders  including  individual 
and  group  psychotherapy, 
pharmacotherapy,  insulin  coma 
and  electro  therapies  and  ex- 
tensive activity  programs.  All 
facilities  expanded  for  in-  and 
out-patients,  day  care  and  clinic 
service  for  children.  Acutely 
ill  and  continued  therapy  pa- 
tients admitted. 

RICHARD  D’ISERNIA,  M.D. 

Medical  Director 
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Prescription 
for  refreshment 


Flavorful  NO-CAL  Beverages  add  spar- 
kle to  dull  diet  regimens  . . . provide  that 
extra  measure  of  pleasure  for  dieters. 

NO-CAL  is  America’s  first  sugar-free 
soft  drink.  Sweetened  with  calcium  cy- 
clamate  . . . NO-CAL  contains  no  sugar, 
no  salt,  no  fats,  proteins  or  carbohy- 
drates, no  calories  derived  therefrom. 

NO-CAL  is  completely  safe  for  dia- 
betics and  dieters.  It’s  the  carbonated 
beverage  that  you  can  prescribe  with 
complete  confidence. 

9 Delicious  Flavors  including  New  NO-CAL 
Quinine  Water  plus  Salt-free  Club  Soda 


KIRSCH  BEVERAGES,  INC.  Brooklyn  6,  N.  Y. 
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Nico-Metrazol' 

the  safe  ergogenic  agent 


Whenever  non-specific  fatigue  indicates  the  need  for  safe  cerebral  stimulation, 
Nico-Metrazol  deserves  a therapeutic  trial.  The  gentle  activation  of  the  central  nervous 
system  and  the  increased  rate  of  cerebral  blood  flow  effected  by  Metrazol®,  combined 
with  increased  peripheral  blood  flow  induced  by  nicotinic  acid,  provide  a “physiologic 
spark-plug”  for  renewed  mental  and  physical  vitality.  Fatigue  and  listlessness  are 
frequently  replaced  by  a resurgence  of  energy  and  alertness.  Chronically  apathetic 
geriatric  patients  often  show  significant  improvement  on  Nico-Metrazol  therapy. 

Outstanding  Safety:  Nico-Metrazol  is  markedly  free  of  undesirable  systemic  action. 
It  causes  neither  hypertension  nor  postural  hypotension.  Nico-Metrazol  has  no  adverse 
effect  on  liver  or  bone  marrow  functions.  The  vasodilating  action  of  nicotinic  acid 
produces  a transient  flush  and  is  accompanied  by  a feeling  of  warmth  and  stimulation. 

Dosage:  Initially,  2 Nico-Metrazol  Tablets,  or  2 teaspoonfuls  of  Nico-Metrazol  Elixir,  three  or  four 
times  daily.  For  maintenance,  after  optimal  results  have  been  achieved,  dosage  may  be  reduced  to 
1 Nico-Metrazol  Tablet  or  1 teaspoonful  of  Nico-Metrazol  Elixir  three  times  daily. 

Supply:  Nico-Metrazol  Tablets  and  Elixir- 100  mg.  Metrazol  and  50  mg.  nicotinic  acid  in  each 
tablet  or  teaspoonful. 


For  information  on  Vita-Metrazol  and  Metrazol  dosage  forms,  consult  your  current  Physicians’  Desk  Reference. 


KNOLL  PHARMACKUTICAL  COMPANY 


ORANGE,  NEW  JERSEY 
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Investment 

Advisory 

Service 

Providing  portfolio  supervision 
for  both  individual  and  institU' 
tional  investors  on  a fee  basis. 

Direct  inquiries  to 
Investment  Advisory  Department 

Carl  M.  Loeb, 
Rhoades  & Co. 

Members  l^ew  Tor\  Stoc}{  Exchange 

42  Wall  Street,  New  York 
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Why  is  the 
methyl 
“governor” 
in  Orinase 
so 

important? 


One  of  the  most  significant  advantages  of  Orinase  therapy  is 
the  rarity  of  associated  hypoglycemic  reactions. 

This  widely-reported  clinical  benefit  is  a function  of  the 
exclusive  Orinase  methyl  “governor.”  Lending  itself  to  ready 
oxidation  (principally,  it  is  thought,  a hepatic  process),  the 
methyl  group  ensures  prompt  metabolic  inactivation  of  the 
Orinase  molecule.  What  actually  happens  is  that  a rapidly- 
and  continuously-excreted  carboxy-metabolite  is  produced 
that  has  no  hypoglycemic  activity  at  the  existing  levels. 

As  a result  of  the  oxidation  of  its  methyl  group,  Orinase 
shows  a decline  in  activity  soon  after  it  reaches  its  effective 
peak  in  the  plasma.  Maintenance  dosage  serves  to  reduce  blood 
sugar  levels  to  normal,  but  rarely  below  that  point,  and  there 
is  no  reported  problem  of  accumulation. 


S05-NH-C-NH-CH3(CH3)jCHj 

II 
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Orinase* 


An  exclusive  methyl  "governor"  minimizes  hypoglycemia 


/ndicotion;  and  effects:  The  clinical  Indication  for 
Orinase  is  stable  diabetes  mellltus.  Its  use  brlnjts 
about  the  lowering  of  blood  sue:ar:  glycosuria 
diminishes,  and  such  symptoms  as  pruritus,  poly* 
urla,  and  polyphagia  disappear. 

Dosage:  There  is  no  flxed  regimen  for  initiating 
Orinase  therapy.  A simple  and  effective  method 
is  as  follows:  First  day — 6 tablets;  second  day — 
4 tablets;  third  day — 2 tablets.  The  daily  dose  is 
then  adjusted  — raised,  lowered  or  maintained  at 
the  two'tablet  level,  whichever  is  necessary  to 
maintain  optimum  control. 

Patients  receiving  insulin  (less  than  20  units)  — 
discontinue  insulin  and  institute  Orinase;  (20  to 
40  units)— ^Initiate  Orinase  with  a concurrent  30 
to  50<7b  reduction  in  insulin  dose  with  a further 
careful  reduction  as  response  to  Orinase  is  ob* 
served;  (more  than  40  units)  — reduce  insulin  by 
20c^o  and  initiate  Orinase  with  a further  careful 
reduction  in  insulin  dosage  as  response  to  Orinase 
is  observed.  In  candidates  for  combined  Orinase* 
insulin  therapy^  an  individualized  schedule  is  usu- 
ally obtaihable  during  a trial  course  of  two  or 
more  weeks. 

Contraindications  and  side  effects:  Orinase  is  Con- 
traindicated in  patients  having  Juvenile  or  growth- 
onset.  unstable  or  brittle  types  of  diabetes 
mellltus:  history  of  diabetic  coma,  fever,  severe 
trauma  or  gangrene. 

Side  effects  are  mild,  transient  and  limited  to  ap- 
proximately of  patients.  Hypoglycemia  and 

toxic  reactions  are  extremely  rare.  Hypoglycemia 
is  most  likely  to  occur  during  the  period  of  transi- 
tion from  insulin  to  Orinase.  Other  untoward 
Copyright  1961.  The  Upjohn  Company 


reactions  to  Orinase  are  usually  not  of  a serious 
nature  and  consist  principally  of  gastrointestinal 
disturbances,  headache,  and  variable  allergic  skin 
manifestations.  The  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  heartburn)  and  head- 
ache appear  to  be  related  to  the  size  of  the  dose, 
and  they  frequently  disappear  when  dosage  is  re- 
duced to  maintenance  levels  or  the  total  daily  dose 
is  administered  in  divided  portions  after  meals. 
The  allergic  skin  manifestations  (pruritus,  ery- 
thema. and  urticarial,  morbilliform,  or  maculopap- 
ular  eruptions)  are  transient  reactions,  which 
frequently  disappear  with  continued  drug  admin- 
istration. However.  If  the  skin  reactions  persist, 
Orinase  should  be  discontinued. 

Clinical  toxicity:  Orinase  appears  to  be  remarkably 
free  from  gross  clinical  toxicity  on  the  basis  of 
experience  accumulated  during  more  than  four 
years  of  clinical  use.  Crystallurla  or  other  un- 
toward effects  on  renal  function  have  not  been 
observed.  Long-term  studies  of  hepatic  function 
in  humans  and  experience  in  over  650.000  dia- 
betics have  shown  Orinase  to  be  remarkably  free 
of  hepatic  toxicity.  There  has  been  reported  only 
one  case  of  cholestatic  Jaundice  related  to  Orinase 
administration,  which  occurred  in  a patient  with- 
pre-existing  liver  disease  and  which  rapidly  re- 
versed upon  discontinuance  of  the  drug. 

Each  tablet  contains: 

Tolbutamide 0.5  Gm. 

Supplied:  In  bottles  of  50. 

•Trademark,  Reg.  U.S.  Pat.  Oft.— 

tolbutamide,  Upjohn  June.  1961 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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when  G.l.  patients 
double  up  with  pain... 
double  up  on 
symptomatic  relief 

'ENARAX 

(oxyphencyclimine  plus  ATARAX®) 

In  peptic  ulcer  and  functional  bowel  distress 

ENARAX  provides  dual  relief  of  symptoms:  it  de- 
creases acid  flo\w  and  spasm . . .and  relieves  tension. 

Plus  protection  against  flare-ups 

ENARAX  works  continuously . . . gives  dependable  24- 
hour  control,  usually  with  b,l.d.  dosage. 

Here’s  how:  ENARAX  combines  oxyphencyclimine,  an 
inherently  long-acting  anticholinergic  (no  slip-ups 
due  to  coatings  or  timing  devices),  plus  Atarax,*  one 
of  the  best  tolerated  tranquilizers,  to  decrease  ten- 
sion without  increasing  gastric  secretion.  The  result: 
demonstrated  success  in  87%  of  cases.' 

Anticholinergics  alone  are  often  not  enough.  But  G.  I. 
complaints  like  "burning,"  hyperacidity,  pain,  spasm 
and  associated  teijsion  have  one  hopeful  thing  in 
common:  they  usually  respond  to  your  prescription 
for  ENARAX. 

Dosage:  The  usual  dosage  is  one  ENARAX  5 or  ENARAX  10 
tablet  twice  daily— preferably  in  the  morning  and  before  retiring. 
Maintenance  dose  should  be  adjusted  according  to  therapeutic 
response.  Use  with  caution  in  patients  with  prostatic  hyper- 
trophy and  only  with  ophthalmological  supervision  in  glaucoma. 

Supplied:  ENARAX  5 (oxyphencyclimine  HCI  5 mg.,  Atarax  25 
mg.)  and  ENARAX  10  (oxyphencyclimine  HCI  10  mg.,  Atarax 
25  mg.),  bottles  of  60. 

1.  Hock,  C.  W.:  Am.  J.  Gastroenterol.  34:293  (Sept.)  1960. 
♦brand  of  hydroxyzine 

FOR  HEMATOPOIETIC  STIMULATION  WHERE  OC- 
CULT BLEEDING  IS  PRESENT:  HEPTUNA®  PLUS  - 
Balanced  Hematinic  Formula 

New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co..  Inc. 

Science  for  the  World's  Well-Being® 
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drugs  anonymous 

One  of  the  several  hastily  conceived  and  potentially  dangerous  suggestions  for 
reducing  drug  costs  is  generic-name  prescribing.  The  proponents  of  generic -name 
prescribing  claim  that  it  will  lower  drug  costs  significantly  and — through  supervision 
by  the  Federal  Government — provide  quality  equivalent  to  that  of  trademarked 
drugs.  We  maintain  that  these  claims  are  false.  Here  are  some  authoritative  answers 
to  the  principal  questions  posed  by  generic-name  prescribing. 


How  much  money  would  be  saved  if  all  prescriptions  were  written 
for  generic-name  drugs? 

“The  [Rhode  Island]  Division  of  Public  Assistance  examined  10,000  drug  prescrip- 
tions for  welfare  recipients  for  the  purpose  of  determining  the  actual  savings  ...  of 
generic  versus  trade-name  drugs.  The  drugs  had  cost  $28,000.  Substituting  generic 
drugs  whenever  possible  would  have  provided  a saving  of  less  than  5 per  cent. 
Syracuse  has  made  a similar  study  of  drug  costs  with  comparable  results.” 

Rhode  Island  Medical  Journal, 
January,  1961 


Are  the  savings  worth  the  risk  of  sacrificing  quality? 

“.  . . it  is  unsafe  [to  prescribe  generically]  because  there  is  not  sufficient  policing  of 
our  standards.  . . 

Lloyd  C.  Miller,  Ph.  D. 

Director  of  Revision  of  the  U.S.P. 

“The  naive  belief  that,  if  a product  was  not  good,  the  FDA  would  prohibit  its  sale 
is  just  not  realistic.  ...  it  is  completely  impossible  for  the  FDA  to  check  every  batch 
of  every  product  of  every  manufacturer.  . . . Hence  the  integrity  and  reputation  of 
the  manufacturer  assume  unusual  significance  where  drugs  and  health  products 
are  concerned.” 

Albert  H.  Holland,  M.D. 
formerly  Medical  Director  of  the 
Food  and  Drug  Administration 

Smith  Kline  & French  Laboratories,  Philadelphia 
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In  skeletal  muscle  spasm 


O)  0=  E 

orphenadrine  citrate  100  mg.  tablets 

quickly  resolves  the  spasm  ... 

relieves  the  pain  ... 


restores  normal  function 


Prolonged  relief 

may  last  up  to  I 2 hours  after 
administration  . . . permits 
uninterrupted  sleep  at  night 
. . . does  not  interfere  with 
daytime  alertness  . . . only 
the  muscles  in  spasm  re- 
spond ...  no  lessening  of 
general  muscle  tonus. 

Contraindications: 

Routine  precautions  against  use  of 
anticholinergic  drugs  should  be 
observed.  Norflex  should  be  used 
with  caution  in  glaucoma, 
tachycardia,  or  urinary  retention. 


i 


Simple  dosage 


♦U.S.  Patent  No.  2,567,351; 
other  patents  pending 


for  all  adults  regardless  of  age 
or  sex:  2 tablets  daily — one  in 
the  morning,  one  in  the  evening  — 
easily  remembered  . . . offers 
better  patient  cooperation. 


NORFLEX  is  a product  of 


Northridge,  California 
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(olh  COmfOUU  Captult  rontamt; 

CMlOR-rff/MfrON'*' 4 m;. 

ffaranrf  of  rftlerpftoniramiRt  noUatrf 

solirylBn^do 0.19  6m. 

pfttnoc(t/R 0.19  6ffl. 

taflt}at 30  mf. 

milhomphtlamini  hydrotMoriit 1.95  mg. 

BKoriiK  o(t4 SO  mg. 


relieve  distress  rapidly 


m relieve  sneezing,  runny  nose 

■ ease  aches  and  pains 

■ lift  depressed  feelings 

m reduce  fever,  chills 

for  complete  details,  consult  latest  Schering 
literature  available  from  your  Schering  Representative 
or  Medical  Services  Oopartmonf^ 
Schering  Corporation,  Bloomfield,  N.  J. 


f CORIFORTE 

capsules 


available  on  prescription  only 


/ 


4 


• helps  to  prevent  or  correct  certain  vitamin  deficiencies 

• supplies  various  minerals  normally  present  in  body  tissue 

Eacli  MYADEG  Capsule  provides:  Vitamins:  Vitamin  B12  crystalline— 
5 meg.;  Vitamin  (ril)oriaviu)— tO  mg.;  Vitamin  Be  (pyridoxine 
hydrochloride)—;^  mg.;  Vitamin  Bi  mononitrate— tO  mg.;  Nicotinamide 
(niacinamide)— JOG  mg.;  Vitamin  G (ascorbic  acid)— 150  mg.;  Vita- 
min A— ;25, 000  units  (7.5  mg.);  Vitamin  D— t.OOO  nnits  (;25  meg.); 
Vitamin  E (^^/-alpha-tocopheryl  acetate  concentrate)— 5 t.U.;  Minerals 
(as  inorganic  salts):  Iodine- 0.15  mg.;  Manganese  — 1 mg.;  Cobalt 
—0.1  mg.;  Potassium- 5 mg.;  MolyiKleniim— 0.;2  mg.;  Tron  — 15  mg.; 
Copper— i mg.;  Zinc— 1.5  mg.;  Magnesium  — 0 mg.;  Calcium  — 105 
mg.;  Phospborus  — 80  mg. 

Supplied:  Bottles’of  -SO,  ioO,  and  ;250. 


PARKE-DAVIS 


PARKE.  DAVIS  A COMPANY.  Dttroit  37.  Michigan 


because: 

• phosphorus  IS  essential 

• calcium  and  phosphorus  MUST  be  assimilable 


Results  of  a closely  controlled  loborotory  study. 


CAL-O-B  Tablets  supply  essential  phosphorus 
as  well  as  calcium,  Vitamin  Do,  iron  and  trace 
minerals.  CAL-O-B  Calcium  (as  glycerophos- 
phate) produces  greater  deposition  in  bone  than 
any  of  the  commonly  used  phosphated  or  phos- 
phorus-free compounds,  because  it  is  completely 
soluble  and  assimilable  throughout  the  entire 
pH  range  of  the  G-I  tract  . . . and  CAL-O-B 
Tablets  relieve  leg  cramps! 


-Each  Tablet  Contains 


Calcium  Glycerophosphate 

500 

mg. 

Ferrous  Gluconate 

200 

mg. 

Vitamin  D2  (Calciferol) 

1000 

units 

Pyridoxine  Hydrochloride 

1 

mg. 

Ascorbic  Acid 

50 

mg. 

Twelve  Trace  Minerals 

7.83 

mg. 

THE  WARREN-TEED  PRODUCTS  COMPANY 

COLUMBUS  15,  OHIO 

Dallas  Chattanooga  los  Angeles  Portland 
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j When  patients  are  older,  debilitated,  or  just  plain  finicky 


...give  them  a vitamin  tablet  they  can  swallow 


This  is  just  another  “plus”  when  you  specify 
an  Abbott  Vitamin.  The  Filmtab  coating  cuts 
tablet  size  as  much  as  30%.  Bulky  sugar 
coats  and  subcoats  aren’t  needed,  or  used. 

It  isn’t  very  hard  to  prove  this  point  of  com- 
pactness. You  can  check  it  for  yourself  in 
seconds  by  comparing  the  Filmtab  coated 
products  on  the  following  page  with  any  simi- 
lar sugar-coated  tablets. 


Perhaps  you  may  wonder  how  a coating  so 
microscopically  thin  can  protect  the  stability 
of  a product.  The  fact  is  that  stability  is  ac- 
tually enhanced.  Unlike  sugar  coatings,  the 
Filmtab  covering  is  applied  without  water. 
There  is  virtually  no  chance  of  moisture  de- 
gradation to  nutrients.  In  short, 

Filmtab  coatings  help  make 
tablets  better;  make  tablets 
easier  to  take  for  your  patients. 


[ ABBOTT 
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That’s  one  thing  about  Abbott  vitamins.  People  like  taking  them.  They’re  smaller.  You  don’t 
smell  and  taste  the  vitamins.  And,  the  bottle  stays  right  on  the  table.  Easy  to  take. 


Actual  size 
of  each 
Filmtab® 


DAYALETS® 

Abbott’s  potent  maintenance 
multivitamin  formula. 

DAYALETS-M® 

Abbott’s  maintenance  vitamin 
support  with  minerals. 

Ideal  for  the  nutritionally  run- 
down, or  as  prophylaxis  for  people 
who  are  on  restricted  diets. 

OPTILETS® 

Abbott’s  therapeutic  multivitamin 
formula. 

OPTILETS-M® 

Abbott’s  therapeutic  vitamin-min- 
eral formula. 

For  use  when  bodily  stresses  and 
requirements  are  increased,  as 
in  periods  of  illness  or  infection. 


SURBEX-T'i'ii 

Abbott’s  high-potency  B-Complex 
formula  with  500  mg.  of  vitamin  C. 

SUR-BEX®  WITH  C 

Smaller  dosage  of  the  essential  B- 

Complex  and  C. 

For  the  build-up  in  convalescence. 
Therapeutic  replenishment  in  the 
easiest  manner  possible. 


Attractive  daily - 
reminder  table  bottles 
at  no  extra  cost. 


Vitamins  by  Abbott 


FILMTAB  — FI 


t-SEALEO  TABLETS,  ABBOTT. 
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diarrhea 


Donnatal®  with  Kaolin  and  Pectin  compound 

■ KobinsJ 

Donnagel’s  comprehensive  antidiarrheal  formulation  gives 
the  green  light  to  normal  activity,  through  its  fast  and  dependable 
control  of  intestinal  hypermotility. 

Each  30  cc.  (1  fl.  oz.)  of  Donnagel  contains: 

Kaolin  6.0  Gm.  Natural  belladonna  alkaloids: 

Pectin  142.8  mg.  hyoscyamine  sulfate 0.1037  mg. 

Phenobarbital  (V4  gr.) 16.2  mg.  atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide 0.0065  mg. 

also  available 


DONNAGEL  plus  neomycin  sulfate  300  mg.  (as  neomycin  base  210  mg.)  per  30  CC.  DONNAGEL  plus  powdered  opium  U.S.P.  24.0 


mg.  per  fl.  oz.  (equivalent  to  paregoric  6 ml.). 
This  is  the  usual  adult  dose. 

All  three  forms  available  in  bottles  of  6 fl.  oz. 


Recognizing  that  the  exchange  of  ideas  is  fundamental  to  medical  progress,  Lederle 
continues  its  Symposium  program  with  the  10th  year  of  scheduled  meetings.  Through 
these  Symposia,  sponsored  by  medical  organizations  with  our  cooperation,  over  50,000 
physicians  have  had  the  opportunity  to  hear  and  question  authorities  on  important 
advances  in  clinical  medicine  and  surgery.  You  have  a standing  invitation  to  attend  any 
of  these  Symposia  with  your  wife,  for  whom  a special  program  is  planned. 


ANOTHER  YEAR  OF  SYMPOSIA  . . . 


PROVIDENCE,  RHODE  ISLAND 
Wednesday,  November  1,  1961 
The  Colony  Motor  Hotel 

HARRISBURG,  PENNSYLVANIA 
Thursday,  November  9,  1961 
The  Penn  Harris  Hotel 

JACKSONVILLE,  FLORIDA 

Sunday,  November  12,  1961 
The  Robert  Meyer  Hotel 

ALLENTOWN,  PENNSYLVANIA 

Wednesday,  November  15,  1961 
The  Americus  Hotel 

SOMERVILLE,  NEW  JERSEY 

Thursday,  November  16,  1961 
The  Far  Hills  Inn 

NASHVILLE,  TENNESSEE 

Wednesday,  November  29,  1961 
Meharry  Medical  College 


EDINBURG,  TEXAS 

Saturday,  December  2,  1961 
The  Echo  Motor  Hotel 


WACO,  TEXAS 

Sunday,  December  10,  1961 
The  Holiday  Inn 

Plans  for  1962  already  include 
the  following  Symposia,  with 
more  being  arranged : 

MOBILE,  ALABAMA 

Friday,  January  5,  1962 
The  Admiral  Semmes  Hotel 

ST.  PAUL,  MINNESOTA 

January  8,  1962 
The  Hotel  Lowry 


PORTLAND,  OREGON 
Wednesday,  January  24,  1962 
The  Sheraton-Portland  Hotel 


ANCHORAGE,  ALASKA 
Saturday,  February  24,  1962 
The  Westward  Hotel 


WINCHESTER,  VIRGINIA 

Wednesday,  March  14,  1962 
The  Lee-Jackson  Hotel 


SIOUX  CITY,  IOWA 
Thursday,  March  15,  1962 
The  Sheraton-Martin  Hotel 


SPOKANE,  WASHINGTON 
Saturday,  June  2,  1962 
The  Davenport  Hotel 


LEDERUe  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY,  Pearl  River. N.  V. 
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For  the 
irritable 
G.L  tract 

Milpath  acts  quickly  to  suppress  hypermotility, 
hypersecretion,  pain  and  spasm,  and  to  allay 
anxiety  and  tension  with  minimal  side  eflfects. 


AVAILABLE  IN  TWO  POTENCIES 

MILPATH-400— Yellow,  scored  tablets  of  400  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 tablet  t.i.d.  at  mealtime  and  2 at  bedtime. 
MILPATH-200— Yellow,  coated  tablets  of  200  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 or  2 tablets  t.i.d.  at  mealtime  and  2 at  bedtime. 


Milpath 

®Miltown  -f-  anticholinergic 


WALLACE  LABORATORIES 


Cranbury,  N.  J. 
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In  oral  penicillin  therapy 
COMPOCILLIN-VK 
ojfers  the  speed,  the  certainty, 
the  effectiveness 
of  this . . . 


m ORAL  PENICILLIN  THERAPY 

GOMPOGILLIN-VK 

POTASSIUM  PENICILLIN  V 


Because  potassium  penicillin  V (Compo- 
cillin-VK)  offers  excellent  absorp- 
tion’’^'®-^— fast,  predictable  levels  of 
antibacterial  activity  enter  the  blood  stream 
and  quickly  reach  the  site  of  infection.  Ab- 
sorption takes  place  high  in  the  digestive  tract 
and  is  virtually  unaffected  by  gastric  media. 

Antibacterial  levels  are  so  predictable  that, 
in  many  cases,  Compocillin-V K may  be  pre- 
scribed in  place  of  injectable  penicillin.  This  is 
especially  appreciated  by  younger  patients 
and— as  you  know— oral  administration  is 
considered  far  safer  than  injectable. 

Compocillin-VK  is  well  tolerated  and  may 
be  used  in  treating  mild,  severe,  and  in  high  do- 
sage ranges,  even  critical  cases  involving  peni- 
cillin-sensitive organisms.  It  comes  in  stable, 
palatable  forms  for  every  patient— every  age. 


There  are  tiny,  easy-to-swallow  Filmtab® 
tablets— 125  mg.  and  250  mg.  (200,000  units 
and  400,000  units),  a tasty,  cherry-flavored 
suspension  (each  5-ml.  teaspoonful  contains 
125  mg.)  and  two  combinations  (Filmtab  and 
suspension)  with  the  triple  sulfas.  Depending 
on  severity  of  infection,  dosage  for  Compo- 
cillin-VK is  usually  125  mg.  or  250  mg.  three 
times  a day. Won’t  you  try  Compocillin-VK? 

1.  R.  Lamb  and  E.  S.  Maclean,  Penicillin  V— A Clinical 
Assessment  After  One  Year,  Brit.  M.  J.,  July  27,  1957, 
p.  191-193.  2.  J.  I.  Burn,  M.  P.  Curwen,  R.  G.  Huntsman 
and  R.  A.  Shooter,  A Trial  of  Penicillin  V,  Brit.  M.  J., 
July  27, 1957,  p.  193.  3.  J.  Macleod,  Current  Therapeutics, 
The  Practitioner,  178:486,  April,  1957.  4.  W.  J.  Martin, 
D.  R.  Nichols  and  F.  R.  Heilman,  Observations  on  Clinical 
Use  of  Phenoxymethyl  Penicillin  (Penicillin  V),  J.A.M.A., 
p.  928,  March  17,  1956. 


• FILHTAB— FIIM-SCALEO  TABLETS,  ABBOTT. 
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THESE  673,000 
PEOPLE  IN 
NEW  YORK  NEEO 
MEOICAL  HELP 


(Heart  disease,  cancer,  mental  illness  - everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
New  York  there  are  at  least  673,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient's  family. 


ONE  FOR  THE  ROAO  RACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  ORINKER 


During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


LIBRIUM®  Hydrochloride  — 7 -chtoro-2  • methyl  a mi  no* 
ROCHE  4*oxide  hydrochloride 

LABORATORIES  Division  of  Hoffmann*La  Roche  Inc. 
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' only  2 seconds 
to  specify 
maximum 


Only  2 seconds  are  needed  to  write,  “Thyroid  Armour" 
on  a prescription:  a small  investment  in  time,  but  one 
that  offers  big  advantages  to  your  patients.  In  Thyroid 
Armour  you  get  maximum  quality  insured  by  consist- 
ently high  standards  of  preparation.  Over  75  years' 
experience  is  behind  the  Armour  brand. 


THYROID  U.  S.  P. 

Thyroid  Tablets  (Armour)  are  prepared  from  fresh  selected  glands,  desiccated  and  standardized  by 
ofTiciai  U.S.P.  method  to  contain  0.2  per  cent  of  iodine  In  thyroid  combination.  Thyroid  Powder  U.S.P. 
(Armour)  is  standardized  and  of  uniform  potency.  USES:  Thyroid  deficiencies,  cretinism,  myx- 
edema. nodular  goiter  (nontoxic),  non-nodular  goiter.  A variety  of  clinical  conditions  will  respond 
to  the  use  of  Thyroid  (Armour)  when  subclinical  hypothyroidism  is  involved.  DOSAGE:  X to  5 
grains  daily  as  required  by  clinical  condition.  Therapeutic  effect  develops  slowly  and  lasts  for  two 
months  or  longer.  Thus  the  daily  dose  may  be  given  as  a single  dose  (preferably  in  the  morning) 
rather  than  several  times  daily.  Patients  treated  with  thyroid  should  be  continuously  under  the 
physician’s  observation.  CONTRAINDICATIONS:  Heart  disease  and  hypertension,  unless  the 
metabolic  rate  is  low.  SUPPLIED:  Tablets— bottles  of  100, 1000  and  larger;  potencies  of  X*  X» 

2 and  5 grains.  Powder— 1 oz.,  4 oz.  and  1 lb.  bottles. 


ARMOUR  PHARMACEUTICAL  COMPANY 
KANKAKEE,  ILLINOIS  • Originators  of  Listica® 
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CONSISIENTLY  SUCCESSFUL  IN  RELIEVING 

DRY  ITCHY  SKIN 


CTllDYl  Spoor,H.J-: 

58:8292, 1958. 


BATH  OIL 


satisfactory  results  in  88%  ceases 

from  dryness  and  pruritus. 
SJU0V2  Lubo^,,,. 

satisfactory  results  in  94%  of  cases 
cnintents:  Sa^do  “ « 

discomfort  . 


INDICATIONS 


eczematoid  dermatitis 


atopic  dermatitis 
senile  pruritus 


contact  dermatitis 


nummular  dermatitis 


neurodermatitis 


soap  dermatitis 
ichthyosis 


Clin. 


Clin, 

cases 

stnootTa®^  • 


SARDO  IN  THE  BATH  releases  millions  of  microfine  water-miscible  globules*  which 
act  to  (a)  lubricate  and  soften  skin,  (b)  replenish  natural  emollient  oil,  (c)  prevent 
excessive  evaporation  of  essential  moisture.  ||| 

Patients  appreciate  pleasant,  convenient  SARDO. 

Non-sticky,  non-sensitizing,  economical.  Bottles  of  4,  8 and  16  oz. 


for  samples  and  literature,  please  write . . , 

SARDEAU,  INC.  75  East  55th  Street,  New  York  22,  N.  Y.*Patent  pending,  t.m.  © icei 
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I 


Clajberg  Respon 


longer-acting,  fewer  injections 

for  fetal  salvage  with  no  androgenic  effect 

DEIAIUTIN 

Squibb  Hifdroxyprejestcrone  Caproale  Long-acting  Progestational  Therapy 


Delalutin  offers  these  advantages  over  other 
progestational  agents:  Significantly 
improved  rate  of  fetal  salvage”"  ■ No  viril- 
izing effect  on  female  fetus  or  mother 

■ High,  sustained  hormonal  level  in  the 
uterine  muscle  and  mucosa"'—  high  enough 
even  to  replace  an  excised  corpus  luteum" 

■ Absence  of  local  tissue  reactions". 


Days  following  injection 


when  your  tongue 
blade  points 
to  respiratory 
infection  CD 

Ilosone’works 

to  speed  recovery 

Through  the  years,  Ilosone  has  built  an  impressive  record  as  an  effective  antibiotic 
in  common  bacterial  respiratory  infections.  Numerous  published  clinical  studies 
attest  to  excellent  therapeutic  response  with  Ilosone.  Decisive  recovery  has  become 
a matter  of  record. 

salt  in  803  patients  with  common 


Tonsillitis* * 


Acute  Streptococcus 
Pharyngitis* 


Bronchitis*  (Bacterial  Complications) 


Pneumonia* 


*References  supplied  on  request. 

The  usual  dosage  for  infants  and  for  children  under  twenty-five  pounds  is  5 mg. 
per  pound  every  six  hours;  for  children  twenty-five  to  fifty  pounds,  12.5  mg.  every 
six  hours. 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage  is  250  mg.  every 
six  hours. 

In  more  severe  or  deep-seated  infections,  these  dosages  may  be  doubled. 

Ilosone  is  available  in  three  convenient  forms:  Pulvules® — 125  and  2.50  mg.f;  Oral 
Suspension — 125  mg.f  per  .5-cc.  teaspoonful;  and  Drops — 5 mg.f  per  drop,  with 
dropper  calibrated  at  25  and  .50  mg. 

Product  brochure  available;  write 
Eli  Lilly  and  Company,  Indianapolis  6,  Indiana 

tBase  equivalent 

ilosone®  (propionyl  erythromycin  ester  lauryl  sulfate.  Lilly) 


Efficacy  of  propionyl  erythromycin  and  its  lauryl 
bacterial  respiratory  infections 
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Original  papers  will  be  considered  for  publication 
with  the  understanding  that  they  are  contributed 
solely  to  the  New  York  State  Journal  of  Medi- 
cine. Address  manuscripts  to  Editor,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue,  New 
York  17,  New  York. 

Preparation  of  Manuscript:  Manuscripts  should 
be  face  copy  typed  double-spaced  with  adequate 
margins  on  firm  paper.  Carbon  copy  flimsy  can  not 
be  used.  The  first  page  should  list  the  title,  the 
name  of  the  author  (or  authors),  degrees,  and  any 
institutional  or  other  credits.  Pages  should  be 
numbered  consecutively.  Tables  should  be  typed 
and  numbered  and  should  have  a brief  descriptive 
title.  Quotations  must  include  full  credit  to  both 
author  and  source.  Periodical  references  should 
include  in  order:  author’s  name  with  initials, 
title,  periodical  abbreviation,  volume,  pages,  and 
year.  References  should  be  numbered  consecu- 
tively in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs  should  be 
submitted.  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number, 


indication  of  the  top,  and  the  author’s  name  should 
be  attached  to  the  back  of  each  illustration.  Legend 
should  be  typed,  numbered,  and  attached  to  each 
illustration. 
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tion oflBce:  750  Third  Avenue,  New  York  17,  New 
York.  Publisher’s  office:  20th  and  Northampton 
Streets,  Easton,  Pennsylvania.  Copyright  1961  bj’ 
the  Medical  Society  of  the  State  of  New  York.  The 
Editors  of  the  Journal  assume  no  responsibility  for 
the  opinions  and  claims  expressed  in  the  articles 
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issues  will  be  supplied  at  the  single  copy  rate  when 
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circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  in- 
cluded as  well  as  a statement  whether  or  not  change 
is  permanent.  Six  weeks  is  required  to  effect  a 
change  of  address. 
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EDITORIALS 


Cancer  in  Upstate  New  York  in  i960 


Physicians  in  New  York  State,  exclusive  of 
New  York  City,  are  reminded  of  their  re- 
sponsibility under  the  Public  Health  Law  to 
report  all  cases  of  malignant  conditions 
under  their  care.  It  is  through  the  co- 
operation of  physicians  reporting  their 
cancer  cases  promptly  that  New  York  State 
has  been  able  to  build  up  a cancer  registry 
that  issues  meaningful  and  reliable  statistics 
and  which  has  become  known  throughout 
the  world.  Cancer  reporting  has  benefited 
the  practicing  physician  because  tabulations 
based  on  such  reports  have  increased  the 
doctor’s  knowledge  of  the  extent  of  the 
cancer  problem  among  the  nine  million 
people  in  Upstate  New  York.  Such  reports 
have  proved  valuable  also  in  indicating 
various  trends  of  cancer  occurrence  among 
the  upstate  population. 

Recent  tabulations  by  the  New  York  State 
Department  of  Health,  based  on  reports  re- 
ceived from  physicians,  hospitals,  and  labora- 
tories, are  summarized  in  Table  I which  pre- 
sents the  distribution  of  the  24,990  new 
cases  of  cancer  reported  in  1960  for  New 
York  State  residents,  exclusive  of  New 
York  City.  This  table  indicates  several 
points  which  are  of  interest.  The  lung  and 
bronchus  has  become  the  leading  site  of 


cancer  in  men  for  the  first  time;  prior  to 
1960,  the  skin  had  been  the  leading  site 
among  men,  and  just  nineteen  years  ago  the 
lung  and  bronchus  was  the  sixth  most  com- 
mon site  for  cancer  in  men.  Stomach 
cancer  in  men  has  continued  the  slow  but 
steady  decrease  which  has  been  going  on  dur- 
ing the  last  decade.  In  women,  the  breast 
was  by  far  the  most  common  site  of  cancer, 
accounting  for  almost  twice  the  number  of 
cases  as  the  next  site,  which  was  the  uterus. 
Among  both  men  and  women  combined, 
one  third  of  the  total  new  cases  occurred  in 
sites  easily  accessible  for  examination  and 
treatment,  namely,  the  skin  in  men,  and  the 
breast,  uterus,  and  skin  in  women. 

The  law  pertaining  to  the  physicians’  duty 
to  report  cancer  is  contained  in  Section  2401, 
Article  24,  of  the  Public  Health  Law  which 
states : 

1.  Every  physician  shall  immediately  give 
notice  of  every  case  of  cancer  or  other  malignant 
disease  under  his  care  to  the  health  officer  of 
the  health  district  wherein  the  patient  resides, 
except  as  otherwise  provided. 

2.  When  cases  of  cancer  or  other  mahgnant 
diseases  occur  (a)  in  health  districts  of  less  than 
fifty  thousand  population  not  having  a full- 
time health  officer  or  (6)  in  state  institutions. 


TABLE  I. — Distribution  by  Sex  of  New  Cases  for  Ten  Most  Common  SitesofMalignantConditions 
IN  New  York  State,  Exclusive  of  New  York  City,  in  1960 




Site 

Number  of 
Cases 

Per  Cent 

Site 

Number  of 
Cases 

Per  Cent 

Lung  and  bronchus 

1,940 

15.5 

Breast 

2,792 

22.4 

Skin 

1,906 

15.2 

Skin 

1,507 

12.1 

Prostate 

1,234 

9.8 

Large  intestine 

1,250 

10.0 

Large  intestine 

1,090 

8.7 

Cervix  uteri 

1,170 

9.4 

Stomach 

748 

6.0 

Corpus  uteri;  uterus,  other  667 

parts 

5.4 

Bladder 

699 

5.6 

Ovary 

578 

4.6 

Rectum 

604 

4.8 

Stomach 

435 

3.5 

Leukemia 

438 

3.5 

Rectum 

421 

3.4 

Pancreas 

394 

3.1 

Pancreas 

347 

2.8 

Larynx 

245 

2.0 

Leukemia 

320 

2.6 

All  other  sites 

3,240 

25.8 

All  other  sites 

2,965 

23.8 

Totals 

12,538 

100.0 

12,452 

100.0 
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such  cases  shall  be  reported  directly  to  the  de- 
partment or  its  district  health  officer. 

3.  Whenever  an  examination  of  a tissue 
specimen  in  a laboratory  discloses  the  exist- 
ence of  cancer  or  other  mahgnant  disease,  the 
person  in  charge  of  such  laboratory  or  the 
person  making  such  examination  shall  im- 
mediately report  the  same  together  with  all  the 
facts  in  connection  therewith  to  the  local  or 
state  health  officer  to  whom  a physician  is  re- 
quired to  report  such  cases  pursuant  to  this 
section. 


4.  The  person  in  charge  of  every  hospital, 
dispensary,  asylum,  or  other  similar  public  or 
private  institution  shall  immediately  give  notice 
of  every  case  of  cancer  or  malignant  disease 
coming  under  the  care  of  the  institution  to  the 
local  or  state  health  officer  to  whom  a physician 
is  required  to  report  such  cases  pursuant  to  this 
section.  ‘ 

5.  The  notices  required  by  this  section  shall 
be  on  forms  supplied  by  the  commissioner  and 
shall  contain  such  information  as  shall  be  re- 
quired by  the  commissioner. — I.  J.  B. 


Molecular  Mayhem 


One  of  the  provisions  of  the  recently  intro- 
duced Kefauver-Celler  Bill  is  one  that  would 
deny  a patent  to  a new  drug  that  is  a 
molecular  modification  of  an  older  drug  un- 
less the  new  drug  can  be  proved  more  effec- 
tive. This  decision  will  rest  with  the 
government  agency.  This  provision  might 
very  well  throw  out  the  baby  with  the  bath 
water. 

“Molecular  modification”  is  a standard 
procedure  for  changing  the  molecules  of  a 
known  compound  by  either  adding  atoms  to, 
subtracting  atoms  from,  or  rearranging 
atoms  of  the  molecules  of  the  original  com- 
pound. Slight  alterations  in  a compound’s 
molecular  structure  can  cause  considerable 
change  in  its  biologic  activity,  a change  fre- 
quently impossible  to  predict.  The  im- 
plications of  molecular  modification  have 
been  amusingly  described  as  follows : 

The  research  chemist  designing  a new  drug 
might  be  compared  to  a baseball  manager  who 
is  forming  a new  and  (hopefully)  winning 
team.  The  chemist’s  “players”  are  the  atoms 
that  make  up  the  molecule  of  the  new  sub- 
stance. The  characteristics  of  the  substance 
are  determined  not  only  by  the  kinds  of  atoms 
contained  in  the  molecule,  but  also  by  the  way 
the  atoms  are  placed,  in  other  words  the  “posi- 
tions” they  play.  If  a baseball  manager  puts 
his  center  fielder  on  short  and  his  shortstop  in 
center  field,  he  has  not  changed  the  composi- 
tion of  his  team,  but  he  may  have  greatly  in- 
creased or  lessened  its  effectiveness.  If  he 


fires  the  center  fielder  and  hires  another,  he  has 
changed  the  composition  very  slightly,  but 
this  slight  change  may  have  profound  results — 
particularly  if  the  new  man  is  Mickey  Mantle. 
The  chemist,  however,  has  more  leeway  than 
the  baseball  manager,  for  he  can  use  any  num- 
ber of  players  when  he  tries  to  come  uj)  with  a 
winning  combination. 

The  following  illustration  shows  two  mo- 
lecular “teams.”  Notice  that  with  one  ex- 
ception (indicated  by  the  arrow)  both  mole- 
cules are  made  up’ of  exactly  the  same  atoms 
(sulfur,  nitrogen,  carbon,  and  hydrogen) 
arranged  in  almost  the  same  positions. 


The  formula  at  left  shows  the  molecular 
structure  of  one  of  the  oldest  of  the  anti- 
histamines, promethazine.  The  very  simi- 
lar one  on  the  right  is  the  formula  not  for 
another  antihistamine,  but  for  chlorproma- 
zine,  a highly  effective  drug  for  treating 
mental  illness.  The  two  formulas  differ 
primarily  in  that  the  formula  for  chlor- 
promazine  contains  one  additional  atom 
(chlorine)  and  that  the  nitrogen  group,  which 
is  circled,  has  been  moved  down  slightly. 
It  is  now  joined  to  the  third,  rather  than  the 
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second,  carbon  atom. 

The  potent  tranquilizer,  chlorpromazine, 
was  found  by  “modifying”  the  structure  of 
the  antihistamine,  promethazine.  Ob- 
viously, if  this  kind  of  research  had  been 
abandoned  ten  years  ago,  there  would  now 
be  no  chlorpromazine.  As  a result,  millions 
of  Americans  who  are  now  leading  produc- 
tive lives  would  instead  be  confined  to  the 
locked  wards  of  mental  institutions. 

To  prevent  a proliferation  of  drugs  which 
have  only  minor  variations  with  minor 
change  and  effect  this  bill  would  shut  off 


molecular  modification  to  an  extent  whereby 
we  might  lose  possible  compounds  such  as 
Kendall’s  compound  E and  the  modification 
of  the  sulfonamides  which  led  to  chloro- 
thiazide. Of  the  one  hundred  most  widely 
used  drugs  today  over  half  are  analogues  of 
previously  discovered  compounds. 

There  can  never  be  too  many  trials  in  the 
experimental  method  by  which  we  arrive  at 
new  drugs  and  new  uses  for  them.  The 
true  value  of  a drug  can  be  determined  not 
by  a government  bureau  but  by  its  use  in 
medical  practice. 


Full  Information 


Effective  March  5,  1962,  a regulation  of  the 
Federal  Drug  Administration  will  require 
drug  manufacturers  to  provide  the  medical 
and  pharmaceutical  professions  with  more 
information  in  the  labeling  of  drugs  and  de- 
vices that  are  sold  only  on  prescription. 

This  will  be  done  by  means  of  a package 
insert,  which  is  nothing  new.  However,  it  is 
the  intent  of  the  regulation  that  the  manu- 
facturer will  describe  fully  any  and  all  toxic 
effects  and  side-reactions  that  might  be  en- 
countered in  the  use  of  the  product. 

Objections  had  been  raised  against  this 
regulation.  One  objection  was  that  it  would 
increase  the  cost.  Anyone  familiar  with 
publishing  and  printing  knows  that  in  large 
volume  orders  the  addition  of  a few  para- 
graphs amounts  to  very  little  in  cost.  As 
regards  cost  of  preparation,  one  would  ex- 


pect that  the  existing  staff  could  handle  this 
without  too  much  expansion.  The  cost  of 
frankness  should  be  minimal. 

Another  objection  was  that  the  inserts 
might  fall  into  the  hands  of  untutored  lay 
persons  with  undesirable  consequences  for 
both  the  patient  and  the  physician.  This  of 
course  is  the  responsibility  of  the  physician 
and  the  pharmacist — the  physician  to  see 
that  the  printed  matter  is  destroyed  before 
disposal  and  the  pharmacist  to  dispense  in 
accordance  with  the  prescriber’s  instructions. 

By  this  regulation  the  consciences  of 
government  and  manufacturer  are  clear, 
and  the  choice  of  drug  is  put  squarely  up  to 
the  physician  where  it  belongs.  Acting  on 
full  information,  he  must  weigh  the  thera- 
peutic' effect  he  desires  against  the  possible 
hazards. 
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Nilevar 

(BRAND  OF  NORETHANDROLONE) 


■ revives  appetite  m increases  iveight 


Newman'  has  reported  an  experience  which  illustrates  the 
gratifying  nutritional  progress  physicians^-s  often  find  when 
they  prescribe  Nilevar.  He  states: 

"One  of  the  most  distressing  jobs  on  the  poliomyelitis  ward 
is  the  dietitian's  because  most  of  the  food  comes  back  un- 
eaten. . . . After  the  administration  of  Nilevar,  the  dietary 
department  and  the  nurses  had  to  have  a conference  about 
who  was  going  to  get  the  second  breakfasts  and  the  mid- 
night meals  ....  there  is  no  doubt  — there  is  a change  in 
appetite." 

Nilevar  improves  nutrition  not  only  by  increasing  appetite 
but  also  by  giving  specific  anabolic  impetus  to  the  body’s  utili- 
zation of  food.  All  evidence  indicates  that  the  weight  thus 
gained  is  deposited  as  muscle  tissue  so  that  typically  patients 
both  gain  weight  and  retain  weight  with  Nilevar. 

The  usual  adult  dosage  is  30  mg.  daily,  adjusted  to  the 
anabolic  needs  and  the  response  of  individual  patients.  For 


children  the  recommended  daily  dosage  is  0.5  mg.  per  kilo- 
gram or  0.25  mg.  per  pound  of  body  weight. 

Nilevar,  brand  of  norethandrolone,  is  supplied  as  uncoated, 
unscored  white  tablets  of  10  mg.  each;  as  drops  supplying 

0. 25. mg.  per  drop;  and,  for  intramuscular  injection,  ampuls 
of  25  mg.  each. 

e.  D.  S EARLE  & CO. 

CHICAGO  80,  ILLINOIS 
Research  in  the  Service  of  Medicine 
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2.  Brown,  S.  S..-  Libo,  H.  W..  ond  Nussbaum,  A.  H.:  Norethondrolone  in  the  Successful 
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Patients  you  treat  with  Metahydrin  respond  with  gratifying  benefits. 
Cardiac  patients  can  breathe  more  satisfactorily  and  are  not  so 
quickly  fatigued  by  mild  exertion.  They  maintain  stable  nonedem- 
atous  weight  and,  minus  the  burden  of  edema,  are  better  equipped 
to  withstand  the  stresses  of  daily  living  which  occur  even  in  conva- 
lescence. Hypertensive  patients  enjoy  more  normal  blood  pressures, 
are  relieved  of  headaches,  tachycardia  and  palpitations.  Adjunctive 
antihypertensive  therapies— and  their  well-known  side  effects— can 
be  reduced.  Dietary  salt  restrictions  are  usually  not  necessary,  or 
need  not  be  severe.  In  any  patient  requiring  a diuretic  Metahydrin 
provides  smooth,  adequate  diuresis.  And  because  all  thiazides  are 
not  alike,  the  nature  of  Metahydrin  diuresis  is  more  clinically 
desirable;  it  expels  more  water,  sodium  and  chloride  and  less 
potassium.  In  other  words,  more  benefits,  fewer  troubles. 

I walked 


Doctor, 


to  your  office  today!” 


METAHYDRIN®,  brand  of  trichlormethiazide,  Lakeside.  Supplied— tablets  of  2 mg.  and  4 
mg.  in  bottles  of  100  and  1000.  Contraindications:  Complete  renal  shutdown;  rising  azotemia 
or  development  of  hyperkalemia  or  acidosis  in  severe  renal  disease. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee  1,  Wisconsin 
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.4  project  sponsored  by  the  Medical  Society  of  the  County  of  Kings, 
the  Brooklyn  Psychiatric  Society,  and  the  Brooklyn  Chapter  of  the 
American  Academy  of  General  Practice 
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The  Brooklyn  Project  for  the  Psychiatric  Education  of  the 

Private  Practitioner* 

MORTON  M.  GOLDEN,  M.D.,  MATTHEW  BRODY,  M.D.,  AND  HARRY  S.  LICHTMAN,  M.D.,  BROOKLYN, 

NEW  YORK 


^ I ^HE  National  Health  Act  passed  by  Con- 
gress  in  1946  authorized  the  establish- 
ment of  the  National  Institute  of  Mental 
Health.  This  Act  officially  recognized  the 
importance  of  mental  health  as  a goal  of 
community  effort  and  thus  included  this 
goal  within  the  traditional  concept  of  pub- 
lic health  activities.  Community  mental 
health,  while  a medical  concern  and  a matter 
for  medical  direction,  is  not  identical  with 
psychiatry  but  is  broader  than  and  inclusive 
of  it.  In  a 1957  research  survey  conducted 
at  the  University  of  Michigan,  it  was  dis- 
covered that  14  per  cent  of  all  adults  do  seek 
help  for  emotional  problems.  Twenty-nine 
per  cent  of  all  those  troubled  by  personal 
problems  consulted  a physician  who  was  not 


* Presented  at  the  Sixth  International  Congress  of 
Mental  Health,  Paris,  France,  August  30,  1961. 


a psychiatrist.  It  is  estimated  also  that 
roughly  50  per  cent  of  all  visits  to  the  general 
practitioner  may  be  due  to  symptoms  pre- 
cipitated by  emotional  stress.  The  psy- 
chiatrists of  Brooklyn  came  to  the  conclusion 
that  the  general  practitioner  should  be  uti- 
lized as  the  first  line  of  defense  against  mental 
illness  in  their  geographic  area,  a population 
of  over  3 million  people. 

The  Brookljm  program  for  the  psychiatric 
indoctrination  of  the  nonpsychiatric  physi- 
cian has  been  sponsored  jointly  by  the  Medi- 
cal Society  of  the  County  of  Kings,  the 
Brooklyn  Psychiatric  Society,  and  the  Brook- 
lyn Chapter  of  the  American  Academy  of 
General  Practice.  We  are  now  concluding 
the  fourth  year  of  this  program.  It  has  been 
characterized  by  a gradual  and  constant  ex- 
pansion and  continued  enthusiasm  by  the 
participating  physicians  and  instructing 
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psychiatrists.  It  arose  out  of  dissatisfaction 
with  a formal  didactic  program  that  had 
formerly  been  in  operation. 

The  participating  psychiatrists  were  well 
informed  of  the  work  of  Dr.  Michael  Balint  of 
England  by  the  reports  that  Nathan  Becken- 
stein,  M.D.,  Director,  Brooklyn  State  Hos- 
pital, brought  back  to  the  United  States. 
We  decided  from  the  beginning  that  our 
problem  differed  from  that  in  the  British 
Isles,  since  we  did  have  more  numerous 
psychiatric  facilities  available.  We  em- 
phasized the  need  to  educate  the  general 
practitioner  to  the  presence  of  emotional 
problems  encountered  in  daily  work  with 
his  patients.  We  stressed  the  doctor-patient 
relationship  and  the  need  for  the  doctor  to 
see  the  patient  as  a human  being  in  distress 
rather  than  as  a conveyor  of  an  organic 
syndrome.  By  limiting  the  groups  of  phy- 
sicians to  eight  or  less,  when  assigned  to  a 
psychiatrist  the  more  diffident  practitioner 
entered  into  active  discussion.  It  was  our 
wish  to  avoid  group  therapy  and  the  develop- 
ment of  the  transference  phenomenon  by 
limiting  the  number  of  sessions  to  six  evening 
sessions  twice  a year.  The  seminars  are 
scheduled  for  two  hours  but  actually  run 
three  to  four  hours.  They  are  held  at  the 
private  offices  of  each  designated  psychia- 
trist and  are  conducted  informally.  It  has 
been  the  policy  to  assign  physicians  who 
attended  previous  seminars  to  a different 
psychiatrist  at  each  subsequent  enrollment. 

Many  of  the  psychiatrists  found  that  they 
encountered  sincere  but  somewhat  skeptical 
physicians.  This  was  anticipated  and  the 
psychiatrist  did  make  an  open  effort  to 
interpret  the  resistance  presented  by  the 
attending  doctors.  The  tendency  was  to 
avoid  controversial  theoretical  formulations 
and  to  stress  the  practical  concepts  of  under- 
standing human  behavior.  Another  goal 
was  to  urge  the  practitioner  to  carry  on  with 
a modified  form  of  supportive  therapy  for 
those  patients  who  sought  such  assistance. 
The  efficacy  of  the  teaching  program  was 
proved  by  the  results  of  an  official  question- 
naire. Most  of  the  physicians  responded 


that  they  did  feel  more  competent  and  com-  I 
fortable  in  handling  the  usual  emotional  I 
problems  of  their  patients  and  that  they  j ; 
issued  fewer  prescriptions  for  the  use  of  seda- 
tives. The  Brooklyn  Association  of  Mental 
Health  reported  a marked  increase  in  refer- 
rals to  all  psychiatric  facilities. 

The  statistical  picture  thus  far  has  been  i 


as  follows: 

Number  of 

N umber  of 

Psychiatrists 

Physicians 

Fall,  1958 

6 

30 

Spring,  1959 

7 

52 

Fall,  1959 

10 

60 

Spring,  1960 

24 

157 

Fall,  1960 

25 

190 

Spring,  1961 

25 

185 

Since  1958,  440  general  practitioners  of  Brooklyn 
have  participated  in  one  or  more  of  these  educational 
seminars. 


The  program  received  little  response  from  ] 
the  younger  physician.  Eighty-five  per  j 
cent  of  the  doctors  who  applied  had  gradu-  j 
ated  from  medical  school  before  1940.  p 
Many  are  Board  Diplomates  in  their  special- 
ties and  hold  positions  of  responsibility  in 
their  hospitals.  Several  theories  have  been  | 
formulated  for  this  statistical  finding:  j 

1.  Far  less  attention  had  been  given  to 
clinical  psychiatry  at  medical  schools  prioi-  I 
to  1940. 

2.  The  physician  who  had  been  in  prac- 
tice for  twenty  or  more  years  had  finally 
learned  through  trial  and  error  that  emo- 
tional factors  play  a very  important  part  in 
clinical  medicine. 

3.  The  average  young  physician  who  had 
been  exposed  to  many  years  of  a rigid  medi- 
cal curriculum  and  authoritative  controlled 
internships  and  residencies  may  have  grown 
wary  of  formal  education.  There  may  be  an 
unconscious  resistance  to  further  attendance 
at  medical  lectures  in  the  role  of  a passive 
listener.  This  tendency  may  lessen  in  the 
years  following  medical  school  graduation. 

Plan 

We  have  considered  the  general  practi- 
tioner a rugged  individualist  who  prefers  to 
be  a collaborator  in  his  quest  for  postgradu- 
ate education.  Material  obtained  from 
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I didactic  lectures  can  be  obtained  easily  from 
medical  texts  and  various  journals.  Busy, 
overworked  clinicians  seek  direct  answers  to 
the  problems  encountered  in  their  daily 
practice.  The  informal  round  table  seminar 
I seemed  the  best  means  of  allowing  interested 
1 men  to  question  the  instructor  and  gain 
I specific  information. 

Each  applicant  was  allowed  to  check  three 
^ topics  in  order  of  preference.  The  topics 
chosen  were  the  result  of  conferences  be- 
tween the  three  participating  organizations, 
and  as  time  went  on  requests  for  other  topics 

I were  received  and  added.  The  following 
seminars  were  offered ; 

1.  Psychosexual  problems  in  general 

practice 

2.  Emotional  problems  of  skin  disorders 

3.  General  psychiatric  problems  of  pri- 

vate practice 

4.  Emotional  factors  in  the  doctor- 

patient  relationship 

5.  Psychosomatic  problems  (asthma, 

colitis,  ulcers,  and  so  forth) 

6.  Emotional  problems  of  the  aged 

7.  Neuropsychiatric  aspects  of  epilepsy 

8.  Emotional  problems  of  children 

9.  Emotional  problems  of  adolescence 

10.  Emotional  problems  of  cardiac  dis- 

i ease,  and 

[:  11.  The  problem  of  alcoholism  in  general 

I I practice 

Ij  Each  listed  seminar  was  conducted  by  a 
I-  psychiatrist  who  had  specific  training  and 
|i  experience  in  the  subject  matter  stressed. 
il  The  obstetrician  and  gynecologist  showed  a 
' greater  interest  in  psychosexual  problems, 
j The  internist  and  allergist  preferred  the 
seminar  on  psychosomatic  problems.  The 
pediatrician  favored  the  meetings  listing  the 
emotional  problems  of  children  and  adoles- 
cents. The  general  practitioner  at  first 
chose  the  seminar,  “General  Psychiatric 
Problems  of  Private  Practice,”  and  on  re- 
enrollment selected  more  specialized  topics. 

The  psychiatric  staff  was  composed  of  men 
possessing  a wide  range  of  training  but  who 
basically  showed  an  interest  in  community 
welfare.  Within  our  group  were  members 


of  practically  all  the  known  psychoanalytic 
schools  and  psychiatrists  who  utilized  a more 
eclectic  approach  in  therapy.  The  enthusi- 
asm of  the  instructors  fostered  a favorable 
“esprit  de  corps,”  and  their  theoretical  differ- 
ences were  minimized  by  their  common  effort 
to  disperse  psychiatric  knowledge.  The 
psychiatrists  offered  their  services  volun- 
tarily the  first  two  years.  Beginning  in 
1960,  the  National  Institute  of  Mental 
Health  awarded  a grant  to  the  project 
which  enabled  us  to  pay  the  instructors 
and  issue  a booklet  published  in  June,  1961. 
The  latter,  entitled  “The  Management  of 
Emotional  Problems  Encountered  in  Private 
Practice,”  was  distributed  primarily  to  all 
the  enrolled  seminar  physicians.  Through 
the  office  of  William  Sheeley,  M.D.,  chief. 
General  Practitioner  Education  Project  of 
the  American  Psychiatric  Association,  addi- 
tional copies  were  sent  to  many  psychiatrists 
and  educational  and  public  health  leaders 
throughout  the  United  States  who  requested 
the  booklet. 

We  have  dra'wn  the  following  conclusions: 
General  practitioners  are,  in  essence,  engaged 
in  a modified  form  of  psychotherapy  with 
their  patients.  It  is  felt  that  presenting 
them  with  a more  thorough  scientific  aware- 
ness of  the  dangers  and  complications  of 
psychiatry  would  lead  to  a cautious  approach 
rather  than  a form  of  “wild  analysis.”  The 
physicians  tend  to  lose  their  fear  of  the  psy- 
chiatrist and  begin  to  see  the  latter  as  a 
friendly  colleague  who  is  willing  to  share  his 
training  and  skill.  The  personality  of  the 
psychiatrist  does  play  a part  in  the  physi- 
cian’s acceptance  of  the  clinical  material. 
Psychiatric  insight  is  to  a great  extent  an 
emotional  awareness  of  a patient’s  problems; 
a feeling  of  empathy.  This  phenomenon  is 
enhanced  by  a person-to-person  approach  in 
the  seminar  procedures  that  is  somewhat 
akin  to  the  relationship  found  in  group  psy- 
chotherapy. 

It  is  quite  obvious  that  patients  suffering 
from  emotional  problems  will  develop  vari- 
ous somatic  complaints  which  would  require 
them  to  visit  their  family  physician.  The 
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latter,  when  oriented  to  the  possible  psy- 
chogenic factors  hidden  behind  the  somatic 
complaints,  will  be  in  a better  position  to 
understand  his  patient.  The  practice  of 
mental  health  and  the  alleviation  of  acute 
anxiety  states  can  thus  be  handled  by  the 
family  physician,  without  referral  to  the 
psychiatrist.  The  warm,  oriented,  under- 
standing doctor  could  be  considered  a thera- 
peutic agent  for  an  emotional  catharsis. 
This  tendency  may  free  the  psychiatrist  to 
concentrate  his  time  and  effort  on  the  pa- 
tients who  have  more  serious  personality 
disturbances. 

Cointnent 

We  have  been  impressed  with  the  ability 
that  many  general  practitioners  display 
intuitively  when  facing  the  emotional  prob- 
lems of  their  patients.  The  physicians  do 
give  advice  and  play  an  active  role  but  fre- 
quently have  no  awareness  of  the  dynamics 
involved.  They  often  come  to  the  seminars 
searching  for  explanations  for  their  successes 
as  well  as  for  their  failures.  Dr.  Abraham 
Flexner  stressed  the  need  for  a greater  bio- 
logic scientific  approach  to  the  study  of  medi- 
cine. We  may  have  to  blend  this  with  an 
increased  humanistic  approach.  The 
younger  physician  emphasizes  the  somatic 
and  microscopic  basis  of  disease.  The  prac- 
titioner who  graduated  before  1940  has 
learned  through  years  of  clinical  experience 
to  develop  a bedside  manner  based  on  the 
total  understanding  of  his  patients. 

The  postgraduate  education  of  the  general 
practitioner  may  need  a frank  evaluation. 
A return  to  a mature  apprenticeship  basis 
may  be  an  answer  to  the  rigors  of  a continu- 
ous medical  education  of  busy  clinicians. 
A community  intramural  seminar  conducted 
by  specialists  and  general  practitioners  is  a 
derivative  of  the  interest  that  organized 
medicine  has  in  elevating  the  standards  of 
medical  practice.  Bringing  the  physician  to 


the  office  of  the  psychiatrist  helps  destroy 
any  distorted  beliefs  he  may  have  of  the 
psychiatric  practice.  It  is  possible  that  a 
main  reason  for  our  success  stems  from  the 
fact  that  it  is  under  the  aegis  of  the  local 
medical  society  in  which  psychiatrists  and 
nonpsychiatrists  are  equal  members,  and 
that  they  therefore  meet  on  a neutral  ground. 
While  we  are  using  the  modified  technics  of 
group  therapy  in  our  educational  process, 
we  believe  we  are  astute  enough  to  avoid 
group  therapy  itself,  and  we  are  engaged  in 
a return  to  the  preceptor  system  where  one 
medical  man  shares  his  specialized  knowledge 
and  experience  with  a colleague. 

The  Brooklyn  physicians  have  had  the 
opportunity  to  see  the  psychiatrist  at  work 
in  his  own  office.  The  motion  picture  in- 
dustry and  the  theatre  too  often  have  por- 
trayed a distorted  caricature  of  the  psychi- 
atric specialist.  The  informal  casual  semi- 
nars have  permitted  the  psychiatrist  to  be 
seen  as  a hard-working  member  of  the  medi- 
cal profession.  It  was  enlightening  for  the 
physicians  to  hear  the  psychiatrists  present 
physiologic,  neurologic,  pharmacologic,  as 
well  as  psychologic  points  of  reference. 

Conclusion 

We  feel  that  we  have  increased  the  knowl- 
edge of  the  Brooklyn  physician  in  mental 
health  principles  inherent  in  the  practice  of 
medicine.  We  do  believe  that  this  educa- 
tional offering  has  been  effective  in  bridging 
the  gap  m understanding  between  the  psy- 
chiatric specialist  and  the  medical  practi- 
tioner and  has  enabled  the  latter  to  be 
efficacious  in  the  recognition  and  manage- 
ment of  the  emotional  problems  encountered 
in  his  daily  work.  The  success  of  this  ven- 
ture has  been  accomplished  by  the  close 
affiliation  of  the  local  psychiatric  society 
with  the  local  medical  society  which  has  an 
active  public  health  committee  concerned 
with  the  mental  health  of  its  community. 
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Management  of  Emotional  Problems  Encountered  in 

Private  Practice 


Emotional  Problems  of  the  Aged 

Nathan  Beckenstein,  M.D.*;  With  the 
increase  in  life  expectancy  there  has  been  an 
I increase  in  the  incidence  of  psychiatric  dis- 
orders of  the  aged.  The  general  practitioner 
finds  that  the  emotional  problems  of  the  aged 
with  which  he  is  concerned  are  caused  mainly 
by  the  following : 

^ (1)  loneliness;  (2)  lack  of  meaningful 

I occupation;  (3)  economic  insecurity;  and 
(4)  diminution  in  physical  and  mental  capac- 
ity to  meet  the  stresses  of  life  becau.se  of  con- 
stitutional changes  brought  on  by  age  and 
by  physical  disea.se,  such  as  diabetes,  hyper- 
tension, cardiac  disease,  and  so  forth. 

The  family  physician  can  give  consider- 
able support  to  the  aged  patient  because  he 
has  the  time-honored  role  of  being  the  healer, 
the  one  from  whom  the  sick  person  can  al- 
ways expect  help,  either  cure  or  relief.  The 
physician  can  inspire  confidence  by  taking 
time,  and  it  does  not  have  to  be  excessive, 
periodically,  to  listen  to  and  talk  with  the 
patient.  He  should  do  a thorough  physical 
examination  along  with  whatever  laboratory 
; procedures  are  indicated.  This  .should  be 
followed  by  every  effort  to  correct  the  pa- 
tient’s physical  defects;  to  encourage  him  to 
make  the  best  possible  adju.stment  to  his 
I physical  limitations  and  to  use  to  the  utmost 
, his  remaining  capabilities.  He  should  ex- 
1 plore  with  the  patient  and  his  family  methods 
! for  removing  the  isolation  which  so  often 
I occurs  with  elderly  per.soiis  and  bring  about 
j greater  socialization  of  the  elderly  patient  in 
the  family  orbit.  The  physician  should  have 
knowledge  of  what  exists  in  his  community 
which  can  help  him  aid  the  patient.  Such 
facilities  include  community  groups  for  older 
citizens,  day  care  centers,  and  homes  and 
hospitals  for  the  aged.  The  phy.sician  has 
at  his  disposal  today  different  types  of  tran- 
quilizing  drugs,  such  as  the  phenothiazines. 


* Director,  Brooklyn  State  Hospital. 


the  Rawotdfia  group,  the  monoamine  oxidase 
inhibitors,  t.hymoleptics,  and  so  forth.  Small 
doses  of  these  drugs  have  made  possible  the 
(pueting  of  disturbed  elderly  patients,  thus 
making  it  practical  for  them  to  be  managed 
in  the  home.  The  family  physician  can  be 
helpful  also  in  prescribing  meaningful  rou- 
tines of  activity  for  patients  which  are  effec- 
tive in  overcoming  their  feelings  of  loneliness 
and  of  inadequacy.  Frequently,  this  will 
help  in  alleviating  psychosomatic  symptoms 
and  retarding  deterioration  which  may  come 
with  lack  of  mental  stimulation.  Finally, 
the  physician  is  of  invaluable  assistance  in 
preparing  a patient  for  hospitalization  where 
it  is  needed.  Not  only  will  he  relieve  some 
of  the  psychic  traumas  which  may  accom- 
panj'^  such  admission  but  also  he  can  give 
the  patient  the  assurance  of  continued  inter- 
est and  treatment,  if  needed,  after  he  returns 
home  from  the  hospital. 

There  is  no  doubt  that  the  general  prac- 
titioner by  an  awareness  of  his  own  poten- 
tialities in  handling  the  emotional  problems 
of  the  aged  person  can  bring  relief  and  com- 
fort to  many  suffering  old  persons  and  reduce 
to  a minimum  the  need  for  their  admission 
to  mental  institutions. 

Emotional  Problems  of  Private  Practice 

Harold  E.  Berson,  M.D. : In  the  course 
of  the  seminars  conducted  with  nonpsychi- 
atric physicians,  some  basic  problems  usually 
repeated  themselves  concerning  patients 
whose  illnesses  were  presented  in  the  form  of 
emotional  difficulties. 

The  major  difficulty  for  the  doctors  taking 
the  course  was  how  to  evahiate  such  prob- 
lems. A careful  psychiatric  history,  involv- 
ing the  inter-reaction  of  the  patient  with  his 
family,  vocation,  and  so  forth,  was  suggested. 

In  discussing  this  method,  individual  cases 
presented  by  the  nonpsychiatric  physician 
were  discussed.  The  cases  in  the  discussion 
included  those  of  depression,  psychosomatic 
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illnesses,  psychosexual  difficulties,  marital  which  presents  considerable  handicaps  to  the ' 


and  occupational  difficulties,  behavior  prob- 
lems, and  academic  inadequacies. 

Anxiety,  as  a presenting  complaint,  was 
evaluated  from  the  description  of  the  anxiety 
to  the  possible  underlying  causes.  These 
were  related  to  unconscious  guilt,  frustra- 
tions, early  traumatic  experiences,  and  diffi- 
culties with  interpersonal  relations. 

A discussion  of  treatment  was  divided  into 
symptomatic,  supportive,  psychotherapeutic, 
and  psychoanalytic  procedures.  The  symp- 
tomatic treatment  for  emotional  problems 
included  psychopharmacologic  and  electrical 
stimulation  treatment.  This  treatment  was 
suggested  for  patients  with  acute  disturb- 
ances, without  sufficient  ego  defenses  to 
profit  from  investigative  therapy. 

Chronically  disturbed  individuals,  lacking 
sufficient  ego  and  intelligence  to  profit  from 
an  organized  psychotherapeutic  program  and 
who  needed  a respected  figure,  such  as  his 
nonpsychiatric  physician  to  identify  and  re- 
late to,  would  be  helped  by  supportive  ther- 
apy. This  type  of  individual  would  proba- 
bly profit  from  ventilation,  simple  reassur- 
ance, and  encouragement,  on  a supportive 
level. 

The  latter  two  procedures  involving  psy- 
chotherapy and  psychoanalysis  recjuired  the 
knowledge  of  a specialist  acquainted  with  the 
psychodynamics  and  the  complete  under- 
standing of  the  uncouvscious. 

Nonpsychiatric  physicians  were  encour- 
aged not  to  participate  in  this  procedure,  be- 
cause of  the  potential  dangers  involved. 

It  is  thought,  then,  that  the  importance  of 
understanding  psychiatry,  in  dealing  with 
patients,  helps  the  nonpsychiatric  physician 
to  understand  and  evaluate  the  patient’s 
medical  and  emotional  problems. 

This  understanding  will  enable  him  to 
treat  and  recommend  the  treatment  indi- 
cated for  the  individual  problem. 

liasic  Factors  in  the  Treatment  of 
Emotional  Problems  of  General  Practice 

Albert  L.  Deutsch,  M.D.  : It  appears 
that  there  is  a lack  of  basic  information 


general  practitioner  who  is  treating  emo-^ 
tional  problems.  It  is  important  that  he 
know  the  difference  between  psychiatrist,  - 
psychoanalyst,  psychologist,  and  case  (or* 
social)  worker  and  their  respective  functions  ’ 
and  duties.  This  will  help  him  in  referring  ’ 
cases  more  accurately  to  the  proper  person,  ^ 
and  with  a saving  in  cost,  time,  and  energy.  1 
It  will  avoid  unnecessary  duplication  or  i 
overlapping  of  services  and  fees.  | 

The  psychiatrist  is  a doctor  of  medicine-' 
who  specializes  in  mental  and  emotional  dis-  J 
orders.  The  psychoanalyst  is  also  an  M.D.  | 
and  psychiatrist  who  has  had  special  train-  j. 
ing  in  a particular  technic  and  usually  deals  * 
with  deep  therapy  over  a long  period  of  time ; i 
he  may  or  may  not  use  a couch.  A psychol-  I 
ogist  is  a nonmedical  man  (without  an  M.D.  ' 
degree)  who  is  trained  in  testing  methods,  t 
who  may  have  had  some  training  in  treating 
people,  and  may  be  a psychotherapist.  A j 
case  or  social  worker  is  usually  connected  i 
with  some  agency  and  has  had  some  train- 
ing to  do  individual  or  family  guidance  on  a , 
supportive  level. 

Shock  therapy  and  chemotherapy  are  used  : 
more  often  in  treatment  by  the  psychiatrist, 
infrequently  by  the  psychoanalyst.  ; 

Group  therapy,  individual  therapy,  ana-  * 
lytic,  suggestive,  supportive,  or  combina-  t 
tions  of  these  methods  are  used  by  the  | 
psychotherapist.  ; 

Knowing  where  to  send  a patient,  being  j 
familiar  with  the  free  or  low  cost  clinics 
would  be  of  great  help  to  the  general  prac- 
titioner in  referring  many  needy  cases  for  I 
psychotherapy  and  would  cut  down  on  the 
waiting  period  for  patients  who  have  to  wait 
for  treatment  if  not  directed  properly.  In 
addition,  the  name  of  a corrective  school,  a 
child  psychiatrist,  a psychologist  who  does 
aptitude  testing  and  I.Q.  testing,  will  help  in 
providing  services  to  the  many  cases  which 
come  up  in  general  practice.  It  is  important 
also  to  know  that  there  are  after-care  clinics 
run  by  New  York  State  which  are  available 
to  patients  who  have  been  hospitalized  in 
State  Hospitals. 
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j Veterans  can  be  treated  at  Veterans 
I Administration  hospitals;  especially  if  their 
condition  is  service  connected. 

In  addition  to  all  the  above,  the  general 
' practitioner  should  be  on  “speaking”  terms 
. with  one  or  more  psychiatrists  from  whom 
he  can  get  information  and  have  his  ques- 
I tions  answered.  His  follow-up  of  the  case 
I referred  to  a psychiatrist  can  afford  an 
opportunity  to  learn  much  about  the 
■j  patient. 

i Do  not  forget  these  basic  concepts: 

1.  Take  a good  history  from  the  patient, 
i 2.  Give  him  a thorough  physical  exam- 

ination. 

I 3.  Do  not  moralize. 

4.  Do  not  go  in  for  platitudes. 

‘‘  5.  Show  empathy. 

6.  Give  the  patient  time — listen  carefully 
and  hear  what  he  is  really  talking  about, 
i 7.  Do  not  underestimate  a patient’s 

I talk  of  suicide. 

I-  8.  Listen  to  the  patient’s  family — they 

may  be  of  help. 

The  Acute  Attack  of  Impotence 

Morton  M.  Golden,  M.D.  : In  our 
culture,  man  is  continuously  preoccupied 
with  the  need  to  prove  his  masculinity.  An 
attack  of  impotence  is  usually  accompanied 
by  a panic  reaction  with  doubts  of  ever  re- 
gaining sexual  proficiency.  It  has  been 
reported  that  many  men  have  attempted 
suicide  harboring  the  assumption  that 
physicians  had  no  remedy  for  impotence. 
Man  perceives  his  sexual  difficulty  as  a 
severe  blow  to  his  feelings  of  self-importance. 
Impotence  is  unfortunately  a target  for 
much  jest  in  the  theatre,  night  clubs,  and 
novels.  The  frigid  woman  may  even  con- 
sider her  difficulty  a virtue,  whereas  the 
impotent  man  succumbs  to  the  curse  of 
ridicule  and  humiliation. 

Since  it  is  generally  believed  that  the 
acute  attacks  of  impotence  are  essentially 
psychogenic  in  origin,  the  private  practitioner 
should  be  conservative  in  his  approach  to  the 
problem.  The  tendency  to  seek  immediate 
consultation  (urology,  endocrinology)  may 


be  a sign  of  insecurity  within  the  physician 
himself.  Unnecessary  physical  examina- 
tions and  laboratory  tests  may  frighten  the 
patient  and  enhance  the  fear  of  physical 
deterioration.  Cystoscopy  is  often  an  addi- 
tional trauma  to  a man  who  has  lost  self- 
esteem, and  who  looks  on  his  body  image 
as  defective.  The  use  of  male  hormone 
injections  often  depresses  the  patient  by 
suggesting  an  organic  loss  of  virility  and  a 
possible  absence  of  normal  libido.  I have 
seen  patients  in  whom  prostatic  massage 
precipitated  an  agitated  panic  reaction. 
These  men  had  reacted  to  the  rectal  penetra- 
tion as  if  such  procedure  was  utilized  only 
for  passive  submissive  weaklings.  The  im- 
potent patients  tend  to  deprecate  themselves 
and  many  believe  that  masturbation  de- 
pleted their  reservoir  of  sperm  cells  and 
energy.  Many  patients  possess  the  dis- 
torted thought  that  males  have  a limited 
number  of  spei’matozoa  and  believe  in  the 
concept  of  a male  climacteric  near  the  age  of 
forty-five.  I have  seen  patients  who  delib- 
erately began  a program  of  abstinence  in  the 
fourth  decade  to  postpone  the  inevitable 
“catastrophe  of  old  age.” 

It  is  of  utmost  importance  for  the  physi- 
cian delicately  to  assist  the  embarrassed  and 
frightened  patient  to  verbalize  freely  his  com- 
plaints and  fears.  A warm  approach,  a 
casual  scientific  explanation,  and  an  un- 
critical attitude  will  often  reassure  the  man. 
A friendly  educational  presentation  and  a 
positive  prognostic  viewpoint  will  have 
therapeutic  suggestive  results.  If  possible, 
the  impotent  man  should  be  allowed  to  talk 
freely  without  interruption.  He  may  gain  a 
healthy  emotional  catharsis  by  talking  of  his 
other  problems  and  anxieties.  In  addition 
to  psychosexual  conflicts,  business  tensions, 
acute  alcoholism,  financial  losses,  and  stock 
market  speculations  have  been  known  to 
usher  in  attacks  of  impotence. 

Psychiatric  consultation  should  be  re- 
served for  those  men  who  fail  to  respond  to 
the  supportive  therapy  offered  by  the  prac- 
ticing physician.  As  a rule  such  brief 
treatment  is  sufficient  to  accomplish  a re- 
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turn  to  healthy  sexual  activity  and  should 
produce  an  everlastingly  grateful  patient. 

Emotional  Problems  of  Adolescents 

Sidney  L.  Green,  M.D.:  The  non- 

psychiatric physician  can  render  significant 
help  to  adolescents  who  have  emotional 
pi’oblems  and  to  their  parents  as  well.  This 
assistance  is  possible  in  a broad  range  of 
difficulties  which  usually  do  not  require  the 
intervention  of  a psychiatrist.  The  young- 
sters are  generally  unaware  of  the  extent  of 
their  parents’  concern  or  else  they  refuse  to 
accompany  them  to  the  physician’s  office. 
These  characteristics,  by  themselves,  are 
no  cause  for  undue  concern. 

The  difficulties  usually  represent  no  se- 
rious threat  to  the  adolescent’s  chances  of 
growing  into  an  adult  of  sound  character  and 
healthy  personality.  Nevertheless,  the 
anxiety  engendered  in  the  parents  may  be  of 
such  a degree  as  to  threaten  the  necessary 
stability  of  the  parent-child  relationship.  It 
is  in  this  connection  that  the  professional 
authority  and  personal  prestige  of  the 
family’s  physician  can  be  put  to  excellent 
use  ill  order  to  restore  equilibrium  and  a 
healthy  optimism  to  the  atmosphere  of  the 
adolescent’s  home. 

The  problems  presented  to  the  physician 
will  reflect  the  multitude  of  difficulties  which 
every  adolescent  must  work  through.  Be- 
fore he  can  proceed,  the  counseling  physician 
must  make  reasonably  certain  that  he  is 
dealing  only  with  behavior  problems  which 
are  part  of  growing  up.  In  order  to  estab- 
lish this  as  a fact,  a brief  history  must  be 
taken.  If  the  inquiry  reveals  any  of  the 
following,  a more  detailed  study  should  be 
instituted:  chronic  negativism,  frequent 

nightmares,  established  fears,  persistently 
poor  socialization,  tic-like  movements,  unal- 
tering lack  of  self-assurance,  and  compulsive 
habits  or  traits  (uncompromising  meticulous- 
ness or  orderliness;  rigidly  observed  rituals). 
This  list  is  sufficient  to  establish  whether  or 
not  counseling  is  likely  to  be  sufficient.  The 
inquiry  need  not  take  more  time  than  can 
be  conveniently  offered  in  routine  office  prac- 


tice. 

In  the  absence  of  growth-impairing  psycho-  : 
pathology,  the  family  physician  may  now  * 
concern  himself  with  the  best  methods  of  t 
offering  counsel.  The  principal  aim  of  such  I 
counseling  is  to  restore  the  confidence  of  the  a 
parents  in  the  healthy  potentials  of  their  ^ 
offspring.  If  their  apprehensions  are  not  4 
easily  dispelled,  the  physician  should  hav'e 
them  return  for  a further  conference.  This 
may  enable  them  to  make  less  oppressive  ^ ‘ 
demands  on  the  adolescent  or,  if  necessary, 
be  prepared  to  act  with  previously  absent 
firm  conviction.  The  physician’s  approach 
should  be  governed  by  an  equally  warm  re-  , 
gard  for  both  the  troublesome  adolescent 
and  his  parents. 

Should  the  parents  succeed  in  prevailing  on 
the  adolescent  to  discuss  his  behavior  or  ^ 
attitudes  with  the  physician,  care  must  be  f 
taken  to  avoid  too  hasty  reassurance  or  the  '( 
use  of  platitudes.  The  family  physician  i 
should  discover  which  of  the  adolescent’s  | 
goals,  needs,  and  complaints  are  reasonable. 

In  general,  counsel  is  best  offered  indirectly  * 
by  encouraging  the  adolescent  to  consider  J 
alternative  methods  or  solutions  and  their 
relative  merits.  A number  of  visits  may  be  ^ 
necessary  to  give  the  adolescent  a chance 
to  digest  and  assimilate  what  he  gains  A 
from  his  discussions.  Finally,  it  should  be  1; 
borne  in  mind  that,  in  the  absence  of  ob-  d 
structive  psychopathology,  the  failure  to  | 
respond  promptly  with  notable  changes  does  | 
not  mean  that  the  discussions  with  his  S 
physician  may  not  have  had  considerable  1 
positive  value  for  the  adolescent.  ^ 

f 

Depression  in  Dermatologic  Patients  ^ 


Samuel  I.  Greenberg,  M.D.  : There  is 
a steadily  increasing  awareness  that  de- 
pression is  one  of  the  most  common  condi- 
tions encountered  in  medical  practice  and 
that  it  may  simulate  a host  of  functional  and 
organic  disorders.  It  is  all  too  often  un- 
diagnosed because  it  is  masked  by  the  facade 
of  somatic  symptoms.  This  is  true  also  in 
dermatologic  practice  where  the  frequency 
and  severity  of  depressive  reactions  are  often 
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overlooked.  Even  when  the  physician 
recognizes  that  a patient  with  a cutaneous 
disorder  is  depressed,  it  is  frequently  con- 
sidered to  be  due  to  the  suffering  produced 
by  the  dermatosis  and  is  not  treated.  The 
assumption  is  that,  once  the  skin  is  cleared, 
the  depression  will  lift  automatically.  While 
this  does  happen  sometimes,  this  therapeutic 
approach  is  inadequate.  Depression  may 
not  only  follow  a skin  disease,  but  may  pre- 
cede it.  And  once  a severe  depression  is 
establivshed,  it  may  continue  for  many 
months  unless  it  is  adequately  treated.  The 
ideal  goal  in  treatment,  is  to  treat  the  whole 
person.  There  is  an  old  French  proverb  that 
says:  “There  are  no  diseases,  only  sick 
people.” 

In  my  experience,  some  of  the  refractory 
skin  disorders  are  “depressive  ecpiivalents.” 
They  are  more  likely  to  occur  in  patients 
with  generalized  pruritus,  pruritus  ani  et 
vulvae,  neurodermatitis,  eczematous  der- 
matitis, psoriasis,  chronic  urticaria,  alopecia 
areata,  and  various  facial  dermatoses. 
These  patients  will  often  fail  to  respond  to 
conventional  dermatologic  measures  and  will 
give  a history  of  having  consulted  many 
doctors,  but  without  obtaining  relief.  Ade- 
quate treatment  of  the  depression,  either  by 
psychotherapy,  antidepressant  drugs,  or 
electroconvulsive  therapy,  will  sometimes 
produce  a dramatic  improvement  in  the 
cutaneous  disorder. 

From  the  p.sychiatric  viewpoint,  it  is  not 
surprising  that  dermatologic  patients  should 
have  a high  incidence  of  depression.  The 
skin  is  an  important  organ  for  expression  of 
emotional  conflict.  It  has  long  been  recog- 
nized that  excessive  excoriation  is  self- 
punitive,  and  it  has  been  referred  to  as  a 
“partial  suicide.”  The  turning  of  hostility 
against  the  self  is  the  underlying  psycho- 
dynamic mechanism  in  depression.  It  is  also 
interesting  to  note  that  most  of  these 
patients  are  middle-aged  or  elderly,  the  age 
groups  in  which  depression  is  most  common. 

The  correct  diagnosis  is  usually  not  diffi- 
cult to  make  if  a comprehensive  history  is 
taken  and  the  life  situation  of  these  patients 


is  evaluated.  The  cardinal  symptoms  of 
depression  and  evidence  of  agitation  or 
psychomotor  retardation  are  often  apparent. 
The  subject  deserves  much  more  attention 
than  it  has  so  far  received.  It  is  especially 
timely  now  that  effective  antidepressant 
drugs  are  available  as  adjuncts  to  the 
physician  in  his  treatment  of  depression. 

The  Promiscuous  Adolescent  Girl 

Morton  H.  Hand,  M.D.:  Sexual  de- 

linquency in  the  female  adolescent  is  often  an 
expression  of  serious  mental  conflict  which 
is  being  ineffectually  re.solved  by  aberrant 
behavior.  Such  individuals  are  unable  to 
control  their  behavior  because  it  is  un- 
consciously motivated.  The  punitive  atti- 
tudes of  parents,  guardians,  and  the  law 
are  therefore  cjuite  useless  methods  of  coping 
with  it.  These  patients  usually  recognize 
that  their  behavior  is  inappropriate.  They 
suffer  great  remorse,  often  eventuating  in 
pathologic  states  of  depression  or  psychosis, 
recpiiring  urgent  and  rapid  control  by  means 
of  hofspitalization,  intensive  drug  therapy, 
or  electroshock  treatment.  Subsequent 
psychotherapy  is  the  ultimately  necessary 
and  desirable  form  of  treatment,  but  it  is  not 
necessarily  the  safe  and  useful  approach  to 
management  in  the  acute  phase  of  illness 
which  may  bring  the  patient  to  the  physician. 

During  depressed  and  psychotic  episodes 
they  will  indicate  that  they  feel  helpless  and 
hopeless,  that  their  behavior  has  been  bad, 
but  that  they  are  really  nice  girls.  Often, 
sexual  relations  can  be  carried  on  only  during 
periods  of  intoxication  with  liquor  or  drugs. 
The}'’  will  explain  to  the  therapist  that  they 
obtain  no  gratification  in  the  act  per  se  and 
that  their  fears  and  objections  arise  from 
feelings  of  compulsion,  impulsivity,  and 
automaticity. 

Sexually  deliiuiuent  girls  are  basically  shy 
and  .sensitive  individuals  who  feel  unloved 
and  unwanted.  They  accuse  their  parents 
of  being  unloving  and  lacking  in  understand- 
ing and  interest  in  their  needs.  They  are 
either  in  constant  conflict  with  them  or  are 
morose  and  withdrawn  from  the  family  orbit. 
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often  choosing  to  live  away  from  home, 
alone,  with  a friend,  or  even  with  a relative. 
They  tell  the  doctor  that  they  have  always 
had  trouble  and  have  never  behaved  appro- 
priately, having  been  truant  at  school  or 
attended  irregnlarly.  Out  of  school  they 
have  been  irregularly  employed  or  nn- 
employable. 

During  periods  of  depression  and  agitation 
they  seem  to  be  seeking  absolution  through 
confession.  It  is,  however,  noteworthy  that 
their  affect  is  incongruous  in  that  they  ex- 
press themselves  in  a monotonous  expression- 
less manner  or  in  a constantly  excited  ex- 
position of  their  feelings.  They  will  say,  “I 
have  no  feelings.  I’m  a nobody.  At  first  I 
felt  good  in  acting  bad.  I felt  it  was  a way 
of  revenge.  I never  could  satisfy  my 
parents,  never  feel  close  to  anybody,  and 
never  could  prove  myself  but  I always  wanted 
to.  I made  trouble  for  everybody.  No- 
body has  any  respect  for  me.” 

Concerning  the  effects  of  their  sexual 
promiscuity  they  will  express  the  fear  that 
it  has  produced  sterility.  Some  have  in- 
dicated that  mother  said  they  would  be 
sorry  if  they  masturbated.  They  engaged 
in  intercourse  to  make  sure  it  wasn’t  so. 
Nobody  explained.  They  often  seek  out  or 
yearn  for  older  men  and  seem  to  realize 
that  they  were  hoping  for  “somebody  to 
explain  things”  or  to  take  care  of  them. 
They  will  elaborate  on  their  methods  of  “seek- 
ing independence”  and  reveal  that  they 
“hated  to  take  money”  from  their  parents 
and  had  intentions  of  having  a career  but 
lost  their  sweetness  and  innocence  in  the  at- 
tempt. Such  intentions  are  often  motivated 
by  the  conviction  they  they  can  never  marry 
and  have  children.  Their  promiscuity  may 
extend  to  excessive  spending  of  money  which 
was  necessary  to  alleviate  depressed  feelings. 
They  often  consider  themselves  generous  but 
have  insight  that  giving  meant  bribing  people 
for  attention  and  love. 

Fsychosexuul  Problems  in  General 
Practice 

William  P.  Kapuler,  M.D.:  The 


seminar  is  introduced  by  a brief  explanation 
of  what  large  general  headings  will  be  covered 
by  the  above  title;  specific  sexual  problems 
for  which  doctors  are  consulted,  such  as 
potency  disturbances  in  men,  frigidity  in 
women,  and  the  relationships  these  dis- 
orders bear  to  hypochondriacal  complaints 
and  conversion  symptoms;  how  to  approach 
in  general  sexual  advice  to  married  men  and 
women  in  conjunction  with  and  following 
physical  illness  such  as  cardiovascular  di.sease 
and  postsurgical  states ; problems  of  a sexual 
nature  that  deal  with  infants,  children,  and 
adolescents,  mainly  masturbation;  evidence 
of  or  cjuestions  relating  to  perverse  sexual 
acti^’•ities  that  the  physician  may  encounter 
in  his  daily  rounds;  and  finally  something  of 
the  relationship  sexual  problems  bear  to 
emotional  and  physical  disease. 

Most  of  the  doctors  taking  this  course  have 
had  prior  courses  with  other  psychiatrists 
and  they  plunge  directly  into  the  work  by 
supplying  specific  cases  with  which  thej^ 
worked  or  are  engaged  in.  It  is  not  always 
an  easy  task  to  restrict  oneself  to  the  specific 
problem  under  discussion  because  of  the 
unavoidable  ramifications  some  of  these 
problems  present.  For  example,  a doctor 
presented  a case  of  a woman  who  became 
frightened  of  re-establishing  sexual  relations 
with  her  husband  following  the  birth  of  their 
first  child  by  cesarean  section.  This  brought 
up  questions  dealing  with  domestic  diffi- 
culties, intrafamilial  relationships,  and  rela- 
tionships between  a family  and  various  rela- 
tives. 

Often,  following  the  presentation  of  a case, 
(piestions  will  be  asked  that  reipiire  some 
understanding  of  basic  ps3ThopathologjL 
At  such  times  where  it  appears  that  such 
information  wonld  aid  the  group  in  better 
comprehension  of  the  patient  or  in  furnish- 
ing the  patient  improved  support  or  reassur- 
ance, the  psychopathology  is  discussed. 
One  such  case  dealt  with  a married  woman,  a 
mother  of  three  children,  who  suffered  from 
severe,  recurring  headaches,  associated  with 
feelings  of  depression,  and  activated  in  her 
when  her  children  brought  poor  reports  from 
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school.  The  physician  eliminated  organic 
pathologic  conditions,  and  her  failure  to  re- 
spond to  a variety  of  medications  indicated 
the  emotional  nature  of  her  pains.  The 
physician  had  obtained  a fairly  adecjuate 
case  history  and  family  history  so  that 
the  many  (juestions  raised  regarding  this 
woman’s  psychopathology,  her  depression, 
and  the  accompanying  headaches  could  be 
explained.  This  woman’s  need  to  feel  suc- 
cessful as  a mother  depended  on  her  children’s 
doing  well  in  school.  When  they  did  poorly 
she  felt  that  she  was  failing.  Superficial 
references  were  made  to  the  anxiety  she  felt, 
the  loss  of  self-esteem,  the  liberated  and 
frustrated  rage,  and  the  turning  of  this  rage 
on  herself.  In  a follow-up  visit  the  doctor 
reported  that  he  could  talk  with  his  patient 
more  intelligently,  and  he  had  the  impression 
that  his  patient  responded  to  his  knowledge. 

Where  it  is  possible  to  offer  specific  tech- 
nical suggestions  to  live  cases  this  is  done, 
with  the  hope  that  some  follow-up  report 
will  be  available  for  further  discussion.  It 
is  impossible  in  so  short  a report  to  do  other 
than  indicate  that  numerous  cases  are  dis- 
cussed, and  the  value  these  sessions  have  to 
participating  physicians  is  evidenced  by  their 
attendance  record,  the  enthusiasm  displayed 
in  the  seminars,  and  the  reapplication  of 
these  doctors  for  more  of  this  kind  of  educa- 
tion and  experience. 

Eniol  ional  Problems  of  I he  Aged 

Edw'Ard  a.  Kent,  M.D.:  To  treat 
emotional  problems  of  the  aged,  one  should 
formulate  a plan.  No  problem  is  simple,  or 
is  of  recent  origin.  Doctors  treating  these 
problems  symptomatically  employ  various 
sedatives,  tranquilizers,  and/or  mood  eleva- 
tors. The  desired  results  may  not  follow. 

First  one  should  understand  why  the 
patient  is  disturbed.  A complete  history 
would  be  ideal.  One  can  obtain  the  most 
important  high  lights  of  the  individual’s  life 
and  be  familiar  with  the  character  of  the 
patient’s  parents,  the  patient’s  education, 
his  economic  circumstances,  the  physical  his- 
tory, marital  status,  occupational  history. 


the  intellectual  capacity,  as  well  as  the 
social  history  of  the  individual.  Now  one 
may  construct  what  has  occurred  in  the 
patient’s  life,  psychodynamically.  The  pre- 
cipitating experiences  of  the  current  dis- 
turbance are  important.  These  factors  in- 
form us  what  has  happened  in  the  past  and 
how  it  relates  to  the  present  and  to  the  future. 

When  the  patient  is  seen  by  the  doctor, 
the  condition  is  usualty  far  advanced.  The 
end  result  of  a deteriorative  process  may  be 
approaching.  The  precipitating  factor  may 
be  that  the  individual  has  retired  from  his 
usual  occupation  and  activity,  voluntarily  or 
involuntarily.  Each  person  should  be  en- 
couraged to  continue  his  accustomed  social, 
occupational,  and  marital  milieu.  Ilis  usual 
activities  may  be  diminished,  but  not  dis- 
continued. This  may  prevent  the  physical, 
emotional,  and  intellectual  deterioration 
that  one  may  observe  in  the  older  individual. 
Prophylactic  measures  may  prevent  a vegeta- 
tive state  in  which  he  has  only  physical  con- 
tact with  his  environment. 

The  family  of  the  older  patient  should  be 
given  some  idea  of  what  has  produced  the 
disturbed  behavior.  One  should  encourage 
them  to  give  more  attention,  more  kindness, 
and  more  love  to  the  older  person.  The 
family  should  know  that  the  older  person 
should  remain  in  his  usual  environment. 
Hospitalization  may  be  resorted  to  when  the 
physical  condition  of  the  patient  does  not 
permit  care  at  home.  Transfer  to  a nursing 
home,  a home  for  the  aged,  or  a state  hos- 
pital may  not  solve  the  problem  and  may 
produce  new  ones  in  the  disturbed  individual, 
with  feelings  of  guilt  in  his  family. 

Disturbed  behavior  in  the  older-age  group 
presents  many  symptoms.  If  the  history 
and  psychodjuiamics  are  known,  the  mean- 
ing of  the  varied  symptomatology  is  under- 
stood. Active  measures  to  control  the 
difficulties  may  be  employed.  This  will 
usually  consist  of  the  use  of  one  of  the  many 
tranquilizers  now  available.  Barbiturates, 
bromides,  morphine,  Demerol,  and  other 
addictive  types  of  drugs  shoidd  not  be  pre- 
scribed ordinarily.  Tranquilizers  should  be 
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given  in  dosage  adequate  to  control  the  dis- 
turbed behavior.  The  tranquilizing  medica- 
tion may  then  be  reduced  and  gradually  dis- 
continued. The  sudden  cessation  of  the 
drug  may  produce  a convulsion.  Other 
side-effects  of  tranquilizei’s  should  be  kept  in 
mind.  Occasionally,  one  may  see  Parkin- 
sonian-like effects,  anorexia,  blood  dyscrasias, 
liver  damage,  or  excessive  drowsiness.  Syn- 
copal attacks  with  a sudden  drop  in  blood 
pressiire  may  occur. 

As  soon  as  feasible,  recreation,  occupa- 
tional therapy,  and  physiothei’apy  should  be 
prescribed. 

Emotional  Problems  of  Children 

H.\rold  Klein,  M.D.:  Practical  sug- 
gestions must  be  based  on  an  understanding 
of  the  child’s  personality.  It  is  essential  to 
treat  the  “whole”  child  rather  than  a 
symptom.  To  accomplish  this  one  must 
emphasize  the  following : 

Physicians  must  obtain  a complete  and 
careful  history.  Particularly  with  the  in- 
fant and  younger  child,  a detailed  develop- 
mental examination  is  essential.  This  in- 
cludes an  understanding  of  the  normal 
psychologic  needs  and  characteristics  of 
children  at  the  infancy  level,  toddler  stage, 
and  preschool  stage  of  development.  An 
understanding  of  the  personalities  of  parents 
and  reactions  of  each  member  of  the  family 
on  the  others  in  a framework  weighing  the 
environmental  and  social  stresses  as  they 
interact  with  basic  drives  of  aggressivity 
and  sexuality,  forms  a nidus  for  intelligent 
introspection  of  the  problem. 

Maternal  Attitudes. — Alaternal  anxiety  or 
overprotection  or  rejection  may  be  fostered 
by  a conscious  or  unconscious  fear  of  failure 
as  a mother,  resentment  of  the  child,  or 
confusion  over  one’s  maternal  role.  The 
failure  to  understand  the  norms  of  develop- 
ment may  foster  constant  friction  between 
the  parent  and  the  child. 

Father's  Role. — The  metamorphosis  of 
society  has  caused  the  father  to  be  relatively 
isolated  from  his  family.  He  should  not 
be  a nursemaid  or  onlooker  but  a participant. 


The  father  should  be  made  aware  of  the  i 
normal  patterns  of  psychologic  development  ' 
and  their  variations.  | 

Crying. — The  constant  crying  of  infants,  ' 
particularly  the  round-the-clock  type,  is  in- 
dicative of  the  child  reacting  to  a stressful 
situation.  The  emotional  attitude  of  the  . 
house  may  be  “contagious.”  The  lack  of  ) 
mothering  at  all  levels  of  communication  is  a 
major  factor.  The  symptom  is  usually  not  • 
isolated  and  may  be  in  combination  with  1 
poor  appetite,  poor  sleep,  fretfulness,  and  < 
digestive  disorders.  Hyperactivity  may  be 
present.  If  the  situation  is  unresolved  or  un- 
remitting, in  chronic  cases  a lack  of  pleasure 
in  learning  may  ensue,  leading  to  p.seudo- 
retardation. 

Toilet  Training. — Anticipatory  guidance  is 
important  in  toilet  training.  Too  late  train- 
ing or  neglect  in  training  can  be  just  as  bad 
as  overstrict  or  too  early  training.  Struggles 
over  foods  may  cause  regression  in  toilet  i 
training.  Relapses  may  be  precipitated  by 
an  incidental  illness  of  child  and  mother,  the 
birth  of  siblings,  the  temporary  separation 
from  the  major  parent,  hospitalization  or 
injuries,  or  incidental  diseases  of  the  colon. 

Fears  and  Sleep  Disorders  of  Children. — 

In  young  children,  fears  may  involve  small  1 
or  large  animals,  or  strangers,  or  anxiety  over  i 
parental  separation.  The  older  child  may  ! 
project  his  fear  of  an  individual  close  to  him 
or  displaced  onto  another  person  or  situation. 
The  fears  of  such  children  usually  are  tied 
up  with  frightening  “traumatic”  situations  of 
the  past  or  present  and  usually  with  membei’s 
of  one’s  household,  parent,  sibling,  or  surro- 
gate. The  chronicity  of  the  complaint 
would  justify  further  investigation. 

School  Phobias. — A specific  disorder  is  a 
specific  fear  of  school  or  any  aspect  of  its 
environment,  intrinsic  or  extrinsic,  based  on 
an  unresolved  conflict  with  one’s  mother  or 
fear  of  separation  from  one’s  parent.  This 
fear  is  displaced  onto  the  “school”  environ- 
ment. In  chronic  cases,  temporary  school 
suspension  shmdd  be  initiated  and  a teacher 
for  the  homebound  child  should  be  requested 
from  the  Board  of  Education. 
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The  Patient  Tells  His  Story 

INIiltox  Kurian,  M.D.  : One  of  the  more 
common  pitfalls  in  taking  a medical  history 
is  the  assumption  that  the  patient  seeking 
help  from  his  physician  is  adequately  mo- 
tivated to  tell  all.  This  attitude  on  the  part 
of  the  physician  ignores  our  knowledge  of  the 
psychology  of  illness.  I therefore  believe  it 
would  be  appropriate  to  review  some  of  the 
dynamics  of  the  doctor-patient  relationship. 

Regardless  of  the  etiology  of  illness  it  does 
stir  anxiety.  It  is  this  anxiety,  sometimes 
1 more  than  the  desire  for  cure,  which  mo- 
tivates the  visit  to  the  physician.  Even  be- 
fore he  is  seen  the  physician  symbolizes  the 
parental  authority;  transference  already 
exists.  In  general  patients  have  mixed 
feelings  about  the  outcome  of  their  visit. 
A not  unimportant  aspect  is  the  fear  that 
the  worst  will  be  confirmed.  This  negative 
attitude  too  often  mobilizes  defenses  which 
color  the  story  told  to  the  physician. 

It  is  not  unusual  for  patients  to  emphasize 
the  unimportant  symptoms  rather  than  de- 
tail the  history  of  their  illness.  In  the 
p.sychosomatic  disorders  the  result  is  pre- 
occupation with  physical  discomfort.  It  re- 
quires patient  imiuiry  to  reconstruct  the 
events  surrounding  an  “attack.”  The  emo- 
tions are  discounted,  a defense  to  avoid 
troublesome  areas.  The  very  visit  to  the 
physician,  which  enhances  anxiety,  often 
enhances  this  tendency  since  all  effort 
is  unconsciously  directed  toward  avoiding 
psychic  pain. 

The  success  and  effect  of  inq\iiry  does  not 
rest  merely  on  closer  questioning.  The 
danger  in  this  is  the  compelling  of  release  of 
material  which  the  patient  is  yet  unprepared 
to  handle.  A direct  result  may  be  another 
“attack,”  since  the  patient  feels  attacked. 
The  attitude  of  the  physician  is  most  im- 
portant. It  is  well  that  the  physician  demon- 
strate calmness  and  conduct  the  interview 
in  an  atmosphere  of  objective  thoroughness 
as  a routine  procedure.  One  hears  much  of 
“allowing  the  patient  to  talk”  and  not 
enough  of  the  value  of  the  tangential  and 
enlarging  question.  When  the  patient  ex- 


hibits signs  of  increasing  anxiety  one  might 
be  justified  in  inserting  a question  leading  to 
less  frightening  material. 

Unless  the  physician  has  an  awareness  and 
conviction  of  the  interplay  of  emotions  and 
the  physical  self  he  will  be  unable  to  unravel 
the  etiology  and  meaning  of  the  attack.  In 
defense  of  his  own  awkwardness  he  may 
utilize  defenses  similar  to  those  used  by  the 
patient.  Frequently  physicians  ignore  the 
signals  of  this  identifying  with  the  patient 
which  often  comes  as  the  fleeting  thought: 
“I  know  how  you  feel.”  Many  times  I 
have  heard  this  vocalized  with  complete  un- 
awarene.ss  of  how  a patient  might  react.  If 
motivated  by  denial  the  patient’s  attitude 
may  well  be  just  the  opposite  and  the  physi- 
cian is  credited  with  not  listening.  Should 
the  patient  accept  the  statement  he  might 
well  run  because  of  giiilt,  since  the  physician 
knows  of  his  badness. 

It  is  essential  to  be  informed  of  the 
dynamic  interplay  of  psyche  and  soma. 
It  is  perhaps  even  more  important  to  allow 
the  patient,  with  help,  to  tell  his  story  to 
one  who  listens  to  the  person  and  not  just 
the  process. 

Homosexual  Practice  During 
Adolescence 

Alexander  Levixe,  i\I.D. : Homosexual 

activity  is  by  no  means  uncommon  during 
adolescence.  This  may  consist  of  mutual 
masturbation  or  other  forms  of  sex  play  and 
gratification.  It  is  important  to  understand 
that  the  presence  of  such  practice  does  not 
necessarily  mean  that  these  youngsters  are 
manifesting  some  type  of  sexual  perversion. 
The  adolescent,  by  virtue  of  shyness,  guilt, 
or  lack  of  opportunity,  may  not  have  ade- 
quate heterosexual  contacts  and  therefore 
may  turn  to  members  of  the  same  sex  for 
.sexual  gratification.  It  presents  quite  a 
problem  in  prisons,  reform  schools,  and  other 
institutions  where  there  is  no  mixing  of  the 
.sexes.  In  such  situations  the  sexual  partner 
is  only  a temporary  sub.stitute  for  a member 
of  the  opposite  .sex.  When  the  opposite  sex 
is  available,  normal  se.xual  behavior  prevails. 
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Sexual  perversion  can  be  defined  as  a form 
of  abnormal  sexual  activity  which  is  the  sole 
or  major  means  of  sexual  gratification.  To 
individuals  who  resort  to  such  behavior,  this 
technic  is  their  choice  and  not  a conscious  sub- 
stitute. Actually,  it  is  the  phantasy  life 
during  the  sexual  activity  which  gives  us  the 
clue  as  to  whether  or  not  any  sexual  distor- 
tion is  present.  The  normal  adolescent 
simply  visualizes  his  partner  as  a member  of 
the  opposite  sex,  while  the  homosexual  pre- 
fers a member  of  the  same  sex. 

One  must  not  deny  the  fact  that  true 
homosexuality  frequently  becomes  manifest 
during  the  adolescent  period.  In  such  cases, 
there  are  usually  other  criteria.  Effeminate 
mannerisms  may  be  present  in  the  male  and 
he  may  be  consciously  and  continually  on  the 
lookout  for  other  boys  as  sexual  partners. 
He  acts  in  a seductive  fashion.  He  avoids 
members  of  the  opposite  sex.  It  is  true  also 
that  overt  homosexuality  is  seen  commonly 
in  schizophrenia  which  may  first  become 
evident  during  adolescence.  However,  this 
is  accompanied  by  the  other  classical  signs 
such  as  delusions,  hallucinations,  inappro- 
priate affect,  peculiar  behavior,  and  so  forth. 

When  parents  first  discover  that  their 
youngsters  are  engaging  in  homosexual  ac- 
tivity, their  first  reaction  is  usually  one  of 
horror  and  shame.  Their  first  inclination 
is  to  believe  that  their  child  is  distorted  sex- 
ually and  they  frequently  seek  the  advice  of 
the  family  physician.  He  can  do  a great  deal 
to  allay  the  anxiety  of  the  parents  and  the 
feelings  of  guilt  of  the  children  involved. 
This  requires  objective  and  calm  evaluation 
and  assessment  of  the  situation.  To  do  this, 
he  must  get  an  adequate  history  of  the 
youngster’s  past  behavior  and  interests  as 
well  as  the  events  leading  up  to  the  sexual 
activity.  When  he  is  satisfied  that  the 
youngster  is  normal,  his  reassurance  can 
minimize  a traumatic  situation. 

Psychiatric  Problems  in  General 
Practice 

Abbott  A.  Lippman,  M.D.  : The  follow- 
ing experiences  in  the  conduct  of  the  educa- 


tional seminars  appear  to  me  to  ha^'e  a par- 
ticular value  in  regard  to  the  topic,  “Psychi- 
atric Problems  in  General  Practice.” 

A fundamental  knowledge  of  the  nature 
of  the  unconscious  with  its  unresolved  con- 
flicts and  unsatisfactory  adaptations  is  essen- 
tial to  understanding  psychophysiologic  dis- 
turbances. Of  particular  importance  in  this 
connection,  the  nature  of  the  instinctual 
drives  with  their  associated  urgency  for  im- 
mediate gratification  and  the  restraining  and 
organizing  influences  of  the  ego  in  the 
direction  of  deferred  but  increased  gratifica- 
tion was  emphasized.  Examples  of  the 
practical  application  of  such  concepts  were 
readily  produced  in  such  situations  as 
obesity,  hypochondriasis,  and  addiction  to 
drugs  or  alcohol. 

The  frustrating  efforts  each  physician  had 
experienced  in  the  management  of  such 
patients  took  on  a new  dimension  as  the 
inevitable  failure  of  logical  and  persuasive 
approaches  could  now  be  more  readily 
understood. 

A most  productive  inquiry  dealt  with  re- 
action formation.  The  tendency  to  take  the 
patient’s  behavior  literally  was  examined  in 
this  light.  The  concept  that  much  of  the 
behavior  of  the  patient  was  in  part  a response 
to  unconscious  and  inadmissible  feelings  was 
developed.  Thus,  saying  and  doing  in  one 
direction  might  be  a cover  up  for  the  pre- 
cisely opposite  feeling  or  desire  of  which  the 
individual  would  be  unaware.  Such  ex- 
amples as  need  and  stated  desire  to  cooper- 
ate in  a treatment  schedule  associated  with 
puzzling  defections;  the  intellectual  recogni- 
tion of  1‘ight  and  wrong  but  the  inability  to 
follow  this  recognition  as  in  alcoholism;  and 
the  development  of  sexual,  vocational,  or 
social  maladjustments  in  the  face  of  stated 
goals  or  beliefs  to  the  contrary  became  more 
clearly  understood. 

Having  thus  laid  a fundamental  ground- 
work, the  second  step  consisted  in  under- 
standing the  nature  of  the  relationship  be- 
tw'een  the  patient  and  doctor.  The  dis- 
tinction between  encouraging  dependency 
and  developing  ego  strength  was  made.  At- 
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tempts  at  explanation  of  the  psychologic 
factors  of  a patient’s  illnesses  were  shown  to 
be  neither  helpful  nor  productive.  Rather 
the  physician,  through  the  development  of  a 
warm  understanding,  and  empathic  relation- 
ship with  the  patient,  would  encourage  the 
development  of  ego  stength,  which  would  in 
turn  enable  the  patient  to  replace  his  in- 
effective and  temporary  adaptations  for  more 
realistic  and  constructive  solutions.  This 
could  be  achieved  principally  through  the 
identification  with  and  support  by  the 
physician. 

Further  the  physician  could  be  a steady 
and  firm  basis  for  reality  testing,  neither 
challenging  nor  attacking  the  patient  in  his 
beliefs,  erroneous  though  they  may  be,  but 
rather  supplying  an  environment  of  reduced 
anxiety,  and  so  encouraging  the  patient  to 
question  his  own  concepts. 

Finally,  the  emphasis  was  placed  regularly 
not  on  what  does  one  do,  as  in  bedwetting, 
disturbed  parent-child  relationships,  states 
of  anxiety,  excessive  drinking  or  eating,  but 
rather,  what  is  the  patient  experiencing  and 
feeling.  Only  through  an  appreciation  of 
the  presence  of  generally  hidden  motives  and 
feelings  can  a more  realistic  and  construc- 
tive approach  be  made  to  helping  the  patient 
deal  with  his  inner  stresses  and  the  illnesses 
with  which  they  are  associated. 

Emotional  Problems  in  Pediatric 
Practice 

Doris  H.  Milman,  M.D.:  The  manage- 
ment of  emotional  problems  in  pediatric 
practice  is  a dual  task  of  recognition  and 
prophylaxis. 

The  recognition  of  problems  is  particularly 
challenging  because  childhood  is  intrinsically 
so  dynamic  a state  that  behavioral  norms  are 
not  themselves  constant.  A pediatrician 
who  is  familiar  with  normal  development  can 
instantly  appreciate  deviations.  Motor  de- 
velopment which  is  delayed  or  irregular, 
particularly  with  respect  to  fine  coordination 
as  revealed  in  stair  climbing,  dressing,  and 
pencil  grip,  is  suggestive  of  brain  damage. 
Speech  which  is  not  serviceable  for  com- 


munication at  the  age  of  three  years  is  a 
sign  of  trouble.  Delay  in  daytime  control  of 
sphincters  beyond  the  age  of  three  years  sug- 
gests an  emotional  or  organic  problem. 

Habit  and  conduct  disorders  are  character- 
istic features  of  the  childhood  personality, 
but  it  is  the  degree  and  the  persistence  into 
later  stages  of  development  which  mark  the 
abnormal.  Thumb  sucking  is  acceptable  at 
three  years,  questionable  at  six  years,  and 
abnormal  at  nine  years.  Similarly  there  is  a 
time  schedule  for  the  appearance  and  dis- 
appearance of  negativism,  confabulation, 
hyperactivity,  and  so  forth.  Neurotic  traits, 
too,  can  be  encountered  benignly  in  child- 
hood, especially  nightmares,  tics,  fears,  com- 
pulsions, and  separations  anxiety.  In  addi- 
tion to  the  degree  and  persistence  of  symp- 
toms, it  is  the  pre-empting  of  areas  of  normal 
development  and  functioning  that  make 
these  symptoms  clinically  significant. 

The  pediatrician  has  a unique  opportunity 
to  practice  prophylactic  mental  hygiene  since 
he  is  in  regular  contact  with  his  patients  in 
giving  preventive  medical  care.  He  can  give 
continuous  advice  and  guidance  on  child- 
rearing  practices  to  suit  the  changing 
patterns  of  growth  and  development.  He 
can  advise  on  matters  of  eating,  sleeping, 
toilet  training,  and  discipline.  Another 
area  where  parents  need  prophylactic  ad- 
vice is  in  the  prevention  of  anxiety,  partic- 
ularly in  connection  with  medical  and 
surgical  procedures  and  sex  (information  and 
misinformation,  adventures  and  mis- 
adventures). Advice  in  handling  small 
separations  of  mother  and  child  can  prevent 
separation  anxiety  when  school  starts. 

The  management  of  fully  developed  prob- 
lems involves  a thorough  understanding  of 
the  child  and  of  the  dynamics  of  the  family 
relationships.  Much  of  this  information  is 
known  to  the  pediatidcian  through  his  pro- 
longed contact  with  the  family.  He  can 
attempt  to  modify  parental  attitudes  by  ad- 
vice and  guidance.  He  can  relieve  a child’s 
anxiety  by  encouraging  ventilation  of  feelings 
and  prescribing  drugs.  And,  finally,  he  can 
Judge  when  the  psychiatric  symptoms  are  of 
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such  a nature  and  degree  that  normal  devel- 
opmental patterns  are  being  compromised. 

Lse  of  the  Telephone  in  Therapy 

Raymond  Nadell,  M.D.  : The  telephone 

is  of  importance  as  a therapeutic  aid  and  it 
can  be  and  should  be  used  as  such.  Severely 
anxious  patients  call  often.  Obsessive 
doubters  or  compulsive  persons  call  to  make 
certain  as  to  the  dosage  and  frequency  of 
medication  and  also  to  hear  the  reassuring 
sound  of  the  doctor’s  voice.  Some  border- 
line schizoid  patients  who  call  seem  to  need 
the  reassurance  that  they  are  still  loved  or 
that  they  are  still  in  contact  with  reality. 
Depressed  patients  who  do  call  tend  to  hang 
up  quickly  because  they  do  not  feel  worthy 
eno\igh  to  take  up  the  physician’s  time.  It 
is  advisable  to  call  them  back  and  give  them 
the  reassurance  they  basically  seek,  and  let 
them  realize  that  you  consider  it  worth  while 
to  talk  with  them.  Suicidal  patients  in  par- 
ticular, should  be  called  back  and  invited  to 
your  office.  One  should  avoid  saying  any- 
thing which  could  provoke  anxiety. 

It  may  be  difficult  to  engage  in  a tele- 
phone conversation  during  office  hours  and 
one  should  also  spare  the  patient  who  may 
be  in  your  office  from  listening  to  anything 
you  may  tell  another  patient.  Chance  re- 
marks may  be  picked  up  by  the  patient 
whom  you  are  seeing  and  he  may  very  easily 
identify  himself  with  a term,  a suggestion, 
or  a warning.  Also,  if  you  express  irrita- 
tion or  annoyance,  the  attentively  listen- 
ing patient  in  your  office  will  feel  that  you 
can  just  as  easily  be  annoyed  by  him.  It  is 
much  better  to  tell  your  patient  either  to  call 
at  a time  you  know  you  will  be  free  or  else  to 
call  him  back  when  you  have  a pause  be- 
tween patients. 

The  patient  who  has  an  intimate  inter- 
relationship between  his  emotional  problems 
and  his  physical  symptomatology  will  de- 
pend particularly  on  the  transference  to  re- 
main well,  and  the  use  of  the  telephone  helps 
maintain  this.  I have  had  a number  of  such 
patients  who  would  call  from  distances 
which  would  preclude  an  office  call,  and  the 


reassurance  and  rational  explanation  of  some 
of  their  difficulties  would  help  tide  them  over 
a critical  period. 

When  should  the  physician  call?  Prob- 
ably more  often  than  he  does.  The  tele- 
phone is  particularly  \iseful  hi  establishing, 
with  schizoid  patients,  a sufficiently  strong 
transference,  so  that  your  other  modalities  of 
treatment  will  be  more  efficacious.  Diffi- 
cult patients  who  miss  appointments  may 
respond  well  to  a call  since  it  will  be  in- 
terpreted as  a sign  of  your  genuine  interest 
in  them. 

Some  patients  will  call  and  when  the 
telephone  service  or  yourself  answers  they 
will  say  nothing,  but  after  ten  or  fifteen 
minutes  they  will  call  back.  They  may  have 
just  wanted  to  hear  the  sound  of  your  voice, 
and  the  fact  that  it  was  friendly  enabled 
them  to  call  back. 

In  this  brief  communication,  I have  at- 
tempted to  stress  the  point  that  the  tele- 
phone can  serve  as  an  extension  of  your- 
selves in  your  therapeutic  endeavors.  Basi- 
cally it  is  the  relationship  between  the 
physician  and  the  patient  which  helps  pro- 
mote constructive  efforts  on  the  patient’s 
part  for  improvement,  and  any  means  of 
communication  which  makes  this  more 
feasible  should  be  utilized. 

Special  Management  of  Patients 
With  Epilepsy 

Edward  L.  Pinney,  Jr.,  IVI.D.:  Two 

emergencies  in  the  course  of  patients  who 
have  epilepsy  come  to  the  attention  of  the 
physician  in  his  dail}^  practice.  Probably 
best  known  is  the  grand  mal  seizure.  To 
many  minds  this  is  epilepsy,  and  that  is  all 
there  is  to  it.  However,  the  grand  mal 
seizure  is  only  the  most  flamboyant  muscular 
expression  of  the  epilepsies.  It  starts  with 
some  kind  of  warning  or  aura  in  which  the 
patient  has  an  abnormal  sensation  or  idea 
that  he  recognizes  as  the  prelude  to  a seizure. 
The  convulsion  itself  consists  first  of  a tonic 
contraction  of  the  \'oluntary  musculature 
which  squeezes  air  out  of  the  chest  and 
residts  in  a cry.  This  sustained  contraction 
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lasts  approximately  tea  seconds  and  gradu- 
ally changes  into  jerking  movements. 
During  this  phase  the  patient  thrashes 
about.  The  clonic  jerking  lasts  approxi- 
mately thirty  to  forty-five  seconds  and  is 
followed  by  a state  of  flaccidity  in  which  the 
patient  breathes  loudly  and  is  unconscious 
sev'eral  minutes.  During  the  grand  mal 
seizures  the  main  problem  is  to  see  that  the 
patient  is  not  injured.  The  medical  danger 
in  the  grand  mal  seizure  is  when  one  seizure 
follows  another.  This  can  lead  to  exhaus- 
tion and  death.  Repeated  grand  mal 
seizures  can  be  terminated  by  intravenous 
short  acting  barbiturates.  Intramuscular 
.sodium  phenobarbital  will  make  recurrence 
less  likely  once  the  .short  acting  barbiturate 
has  worn  off. 

The  other  emergency  situation  in  the 
epileptic  patient  is  the  abnormal  mental 
states  that  occur.  The  behavior  may  be 
bizarre  and  resemble  psychosis.  This  emer- 
gency situation  requires  psychiatric  manage- 
ment. The  patient  u.sually  needs  hospital- 
ization. 

There  is  no  routine  management  of  the 
patient  with  epilepsy.  Each  case  has  to  be 
studied  and  treated  on  an  individual  basis. 
The  drugs  phenobarbital,  Dilantin,  and 
Tridione  are  probably  the  most  effective 
that  we  have  available.  Each  one  of  them 
has  its  hazards  and  advantages.  Lately, 
some  newer  drugs  such  as  Celontin  and 
Milontin,  have  turned  out  to  be  very  effec- 
tive and  safe  in  clinical  usage. 

It  is  customary  to  speak  of  epilepsy  as 
grand  mal,  petit  mal,  psychomotor,  and 
Jack.sonian.  These  catagories  provide  a 
point  of  reference.  These  are  characterized 
by  abnormal  muscular  contractions  on  a 
paroxysmal  basis  and  unpredictable  ab- 
normal states  of  consciousness.  The  basis 
of  diagnosis  is  (1)  the  history  and  (2)  the 
electroencephalogram.  A neurologic  exam- 
ination usually  is  not  revealing. 

The  principles  to  be  followed  in  the  treat- 
ment of  patients  with  epilepsy  are  (1)  to 
eliminate  the  seizures  as  far  as  possible  by 
proper  medication  and  (2)  to  rehabilitate  the 


patient.  The  second  of  these  is  often  more 
difficult  than  the  first.  At  times  psychiatric 
treatment  is  mandatory.  Social  agencies 
are  often  very  helpful.  A voluntary  agency, 
the  United  Epilepsy  Association,  has  a chap- 
ter in  Brooklyn. 

Children,  particularly,  should  be  carefully 
handled  so  that  they  will  not  be  overly 
handicapped  on  account  of  a convulsive 
disorder.  Mo.st  of  the  time  the  .seizures 
can  be  controlled.  Epilepsy  as  such,  does  not 
imply  mental  deficiency  nor  a grossly  ab- 
normal personality. 

Emotional  Influences  on  Cardiac 
Ailments 

Simon  Rothenberg,  M.D.  : Our  seminar 

discussed  the  influence  of  the  emotions  on 
the  production  of  cardiovascular  symptoms 
simulating  pathologic  ailments  of  heart  dis- 
ease. Conditions  of  this  soi’t  constitute 
the  so-called  psychosomatic  borderline  dis- 
turbances which  present  elusive  and  decep- 
tive problems  in  differential  diagnosis  and 
therapy. 

The  early  recognition  of  emotional  con- 
flictual  situations  causing  such  complaints 
requires  theoretical  conceptualization  of  the 
dynamic  processes  involved  and  their  sym- 
bolic meaning  and  purpose.  Sensitizing 
the  general  practitioner  to  purely  neurotic 
dysfunctioning  could  well  result  in  the 
prevention  and  even  in  the  resolution  of 
these  menacing  disorders  before  habituation 
and  chronicity  set  in.  Their  ready  utiliza- 
tion for  unconscious  defensive  denial  of  guilt 
feelings  and  fear  of  punishment  is  the  basic 
motivation  for  their  development. 

The  discussion  dealing  with  the  foremost 
symptoms  of  precordial  pain  of  angina  and 
heart  awareness  despite  the  absence  of 
coronary  di.sease  findings  stressed  the  major 
effort  necessary  in  correlating  .symbolic 
sj^mptomatology  with  the  psychologic  fac- 
tors of  the  source  and  purpose  of  their 
manifestation.  And  yet  a careful  inter- 
view with  a patient  to  elicit  conflictual  situa- 
tions with  intimates  will  often  ventilate  and 
release  repressions  that  have  undermined 
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the  emotional  equilibrium  of  the  patient, 
resulting  in  freeing  neurotic  cardiovascular 
tensions  and  anxiety  states.  No  special 
technics  are  required  in  detecting  some  of 
these  distressing  neurotic  heart  complaints 
provided  one  is  acquainted  with  basic  refer- 
ences commonly  expressed  through  heart 
symbolism.  Even  in  ordinary  life  situations 
the  use  of  verbal  reference  to  the  heart,  such 
as  “sweetheart,”  “heartache,”  “heartsick,” 
“with  all  my  heart,”  and  a host  of  other 
expressions,  mirrors  the  emotional  feelings, 
employing  the  heart  as  the  organ  of  our 
affective  behavior  bearing  the  burden  of  love 
and  hate.  In  abnormally  complicated 
situations  involving  repressed  and  ambi- 
valent attitudes,  heart  and  vascular  symp- 
toms are  likely  to  manifest  themselves  in 
more  complicated  symbolic  representations 
requiring  special  analytic  technics  to  uncover 
their  mechanism. 

The  transmission  of  psychosomatic  symp- 
toms is  mediated  through  the  sympathetic 
and  parasympathetic  pathways  of  the 
autonomic  nervous  system.  Their  physio- 
logic functioning  usually  is  characteristic 
of  normally  balanced  emotional  behavior, 
while  disturbed  emotions  are  likely  to  result 
in  dysfunctioning  and  in  abnormal  sympto- 
matic conduct.  The  unconscious  emergent 
need  for  fight  or  flight  in  the  face  of  outer 
environmental  emotional  dangers  employs 
the  sympathetic  nervous  system,  which  is 
geared  to  react  to  their  demands.  Symp- 
toms such  as  rapid  pulse  rate,  tachycardia, 
auricular  fibrillation,  and  hypertension  are 
innervated  by  the  sympathetic  nervous  sys- 
tem, while  the  parasympathetic  system  nor- 
mally acts  as  an  inhibitor  of  the  visceral  or- 
gans, including  the  heart  and  vascular  behav- 
ior, and,  when  emotionally  stimulated, 
causes  slowing  of  the  pidse  rate,  extra  sys- 
toles, and  syncope. 

But  behind  the  organic  manipulation  of 
these  systems  and  the  outflow  of  hormonal 
changes,  it  is  necessary  to  understand  the 
deeply  repressed  normal  as  well  as  abnormal 
unconscious  conflicts  of  human  relationships. 
The  complex  duality  of  archaic;  emotions 


against  the  demands  of  mature,  rational 
personality,  which  is  the  basic  cause  of  dis- 
content and  neurosis,  will  be  better  under- 
stood by  increased  psychologic  and  psychi- 
atric insights. 

The  Mask  of  Depression 

Bernard  H.  Shulman,  M.D.:  Depres- 
sion is  one  of  the  most  common  manifesta- 
tions of  man’s  disturbed  emotional  experi- 
ences and  is  often  masked  by  emotional  and 
physical  symptoms.  Included  in  these 
changes  in  patterns  of  behavior  are : a 
pessimistic  attitude,  vague  somatic  com- 
plaints, easily-produced  fatigue,  insomnia, 
restless  sleep  patterns,  loss  of  appetite,  and 
difficulty  in  concentration.  In  addition, 
there  are  associated  physiologic  phenomena. 
These  may  be  present  as  dryness  of  the 
mouth,  loss  of  weight,  blurring  of  vision, 
constipation,  and  sometimes  amenorrhea 
in  the  female  or  impotency  in  the  male.  In 
the  presence  of  profound  depression,  ideas  of 
self-destruction,  and  incapacitating  retarda- 
tion the  diagnosis  of  depression  is  not  too 
difficult  to  make. 

Depression  may  be  unmasked  by  careful 
history  taking  which  includes  not  only  the 
words  used  by  the  patient  but  also  the 
manner  in  which  he  expresses  himself.  The 
family  physician,  because  of  his  close  rela- 
tionship to  his  patient,  is  among  the  first  to 
note  changes  in  the  patient’s  personality  and 
habits.  If  he  listens  carefully,  he  may  de- 
tect the  early  onset  of  depression.  The 
patient  may  first  complain  that  he  is  worn 
out;  has  difficulty  organizing  things;  that 
everything  is  a big  problem. 

One  patient  became  agitated  after  buying 
a coat  for  her  son.  She  wondered  if  she  had 
made  a wise  purchase.  Had  she  spent  too 
much?  Was  the  material  of  good  quality? 
Another  sought  help  from  her  family  physi- 
cian because  of  loss  of  interest  in  family, 
friends,  cards,  and  tele\’ision.  Another 
complained  of  difficulty  in  cooking  a good 
meal  and  a lack  of  interest  in  anything.  Two 
days  later,  this  same  patient  expressed  a loss 
of  interest  in  life,  felt  she  was  no  good,  and 
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voiced  a lack  of  desire  to  live. 

In  all  cases  of  depression,  a careful  evalua- 
tion should  be  made  of  the  patient’s  suicide 
potential.  The  patient’s  mood  changes; 
restlessness  and  anxiety,  insomnia,  loss  of 
interest,  digestive  and  nutritional  disturb- 
ances, and  impulsive  and  aggressive  behavior 
are  among  the  more  obvious  signs  to  be 
sought.  One  must  not  relegate  to  an 
unimportant  position  the  denial  of  ideas  of 
suicide  by  the  patient.  A careful  watch 
must  be  maintained  of  all  depressed  patients. 
The  family  should  be  warned  of  the  possi- 
bility of  an  attempt  at  §elf-destruction.  The 
serious  risk  shows  a consistent  depression. 
Also,  physical  signs  of  depression  are  more 
prominent  in  the  serious  risk.  There  is 
less  likelihood  of  suicide  in  the  person  with 
inconsistent  depression.  A careful  watch 
must  be  maintained  of  the  depressed  patient 
when  he  appears  to  be  coming  out  of  his 
depression.  It  is  at  this  time  that  he  will 
find  the  drive  to  attempt  suicide.  While 
he  is  in  a deep  depression,  he  usually  hasn’t 
the  drive  or  energy  to  commit  the  act. 

In  the  presence  of  symptoms  of  psychosis, 
such  as  profound  inertia,  loss  of  contact  with 
reality,  severe  agitation,  insomnia  and 
severe  depression,  and  suicide  risk,  referral 
should  be  carried  out.  The  presence  of 
the  hi.story  of  an  unstable  personality,  prior 
to  the  onset  of  depression,  also  indicates 
the  need  for  seeking  aid  through  referral. 

Reflections  on  Alcoholism 

Adele  E.  Streeseman,  M.D.:  The  age- 
old  problem  of  excessive,  devastating  drink- 
ing has  been  shifted  from  the  moralist, 
sociologist,  clergy,  jurist,  and  police  and 
throvTi  into  the  lap  of  doctors.  The  Ameri- 
can Medical  Association  lists  alcoholism  as  a 
disease,  dangerous,  and  often  fatal  if  un- 
checked but  hopeful  in  prognosis  if  the  pa- 
tient will  let  the  physician  help  him. 

The  treatment  of  alcoholism  presents  a 
challenge.  The  challenge  lies  in  the  three- 
fold nature  of  alcoholism.  It  deteriorates 
the  body,  it  destroys  the  mind,  and  it  lays 
waste  the  spirit.  He  who  aspires  to  treat 


alcoholism  must  qualify  to  treat  the  path- 
ologic condition  in  those  three  areas. 

The  perfect  doctor  to  treat  the  alcoholic 
patient  is  the  general  practitioner.  It  is 
he  who,  in  our  changing  structure  of  medical 
practice,  has  maintained  the  closest,  most 
sustained  contact  with  patient  and  family. 
He  shoulders  the  heavy  burden  of  being  a 
“general  specialist”  and  it  is  he  who  can 
do  the  best  job  of  that  necessary  interweav- 
ing of  psychiatry  and  medicine,  that  func- 
tioning as  doctor,  father  confessor,  and 
friend  which  the  alcoholic  patient  needs. 

The  general  practitioner  is  well  qualified 
to  treat  the  alcoholic  individual  medically 
both  in  the  acute  and  in  the  chronic  stages. 
He  can  keep  abreast  of  new  drugs  and 
methods.  But  in  treating  the  compulsive, 
addictive  personality  that  is  the  alcoholic, 
he  needs  help.  He  must  learn  basic  dy- 
namics. He  must  learn  the  laws  of  the 
unconscious,  know  its  irrational,  primitive 
underground  so  that  he  learns  not  to  reason 
or  argue  with  the  alcoholic  patient  but  lis- 
tens, understands,  and  handles  him.  The 
alcoholic  patient  must  learn  to  love  you  and 
to  trust  you,  even  as  he  argues  with  you 
and  defies  you.  You  are  the  rock  and  he  is 
the  tempest. 

The  restoring  to  normal  living  of  the 
frightened,  confused,  belligerent,  inwardly 
despairing  alcoholic  individual  is  a major 
miracle  but  an  achievable  experience  for 
any  doctor  who  works  with  the  alcoholic 
patient.  This  area  of  practice  involves 
skills  in  treating  both  body  and  mind  or 
treating  the  whole  patient  in  the  best  tradi- 
tion of  medicine. 

The  “Different  Child” 

Martin  Symonds,  M.D.:  In  taking  a 
history  from  a parent  with  a troubled  child, 
I occasionally  hear  the  parent  refer  to  her 
child  as  “odd,”  “strange,”  or  “different.” 
As  I go  further  into  the  details  of  this  dif- 
ference, four  major  areas  stand  out. 

1.  The  immaturity  of  the  child.  This 
immaturity  is  usually  uneven.  There  seems 
to  be  a p.seudomaturity  of  intellect  and  a 
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lag  of  development  in  the  emotional  sphere. 
Some  of  these  children  look  biologically 
younger  than  their  chronologic  age.  There 
are  prolongations  of  patterns  that  are  given 
up  much  earlier.  This  is  especially  true 
in  the  area  of  speech.  We  have  in  these 
children  the  retention  of  infantile  mutila- 
tion of  speech  and  cluttered  or  mumbling 
speech  patterns. 

2.  The  distractibility  of  the  child. 
Parents  quite  frequently  describe  this  aspect 
of  their  child  with  a great  deal  of  weariness. 
These  children  also  are  called  "flitters.” 
They  are  restless,  continually  searching, 
pulling  things  apart,  or  tearing  and  break- 
ing things.  The  parents  are  continually 
after  the  child  to  "stop  this  or  stop  that.” 
This  behavior  is  not  like  the  exploratory  be- 
havior of  children  who  look,  touch,  and  smell 
things  they  pick  up.  The  "different  chil- 
dren” don’t  stop  to  examine.  They  flit  from 
one  object  to  another  with  no  discrimination. 
The  most  common  rationalization  that  these 
children  offer  for  their  behavior  is  that  they 
are  "looking  for  a present.”  This  restless 
searching  is  reminiscent  of  the  behavior 
seen  in  people  with  central  nervous  system 
irritability. 

3.  The  inability  to  set  limits  for  the 
child.  This  is  related  to  the  distractibility 
of  the  child.  However,  I am  describing  it 
separately  because  it  comes  into  the  cate- 
gory of  severe  oppositional  behavior. 
Parents  of  the  "different  child”  describe 
this  aspect  with  a great  deal  of  weariness 
and  guilt.  Almost  every  form  of  interper- 
sonal contact  falls  into  this  area.  When 
to  sleep,  what  to  wear,  what  to  eat,  and  so 
forth,  brings  on  a violent  war  that  ends  only 
in  a Pyrrhic  victory.  The  sense  of  timing 
between  the  parent  and  child  is  at  opposite 
poles.  After  innumerable  battles,  parents 
begin  to  lose  their  perspective  between 
discipline  and  punishment.  There  then 
arises  strained  and  contradictory  attitudes 
between  the  parents  that  further  encourages 
the  oppositional  behavior  of  the  child. 

4.  The  child’s  unawareness  of  danger. 
The  "different  child”  usually  has  to  be 
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helped  out  of  dangerous  situations.  Ordi- 
narily children  with  occasional  mishaps  don’t 
overestimate  their  ability.  The  "different 
children”  repeatedly  get  into  scrapes.  They 
seem  not  to  learn  from  experience  and  their 
estimation  of  their  ability  bears  no  relation- 
ship to  reality.  Almost  like  kittens  they 
love  to  climb  but  carry  no  awareness  that 
they  have  to  get  back.  Some  of  these 
children  have  a conviction  they  can  fly. 

It  is  important  for  us  as  physicians  to 
be  aware  that  the  "different  child”  exists. 
The  causation  may  be  difficult  to  establish 
without  special  examination  of  each  par- 
ticular child.  It  may  be  in  one  child  de- 
layed and  irregular  maturation,  in  another 
child  brain  damage,  or  in  yet  another  child, 
schizophrenia. 

W hen  Patient  and  Doctor  Meet 

George  J.  Train,  M.D.  : On  consulting 
the  doctor,  the  patient  experiences  complex 
reactions.  Psychodynamics  reveal  that  edu- 
cated or  not,  he  reacts  to  illness  with  fear, 
regression,  and  anxiety.  This  syndrome 
sabotages  medical  practice. 

Fear  is  a response  to  a real  threat.  The 
diabetic  breadwinner,  for  example,  is  Avorried 
about  his  job  and  frightened  by  the  prospect 
of  gangrene.  He  protects  himself  psycho- 
logically by  regression  to  childhood  patterns 
of  dependency.  In  this  process,  unconscious 
painful  wishes  and  feelings  threaten  to 
become  conscious,  and  in  defense  the 
psyche  generates  anxiety.  With  regression, 
the  patient  views  the  physician  as  he  did 
his  parent,  revealing  a spectrum  of  attitudes 
from  affectionate,  optimistic  expectancy  to 
suspiciousness  and  hostility.  Illness  may  be 
regarded  as  punishment  for  a sin  requiring 
religious  intervention  or  the  result  of  the 
evil  eye  necessitating  magic  therapy.  More- 
over, in  defense  against  anxiety,  the  patient 
may  become  confused,  become  talkative, 
deny  symptoms,  or  misunderstand  his  role 
in  the  therapeutic  relationship. 

The  triad  of  fear,  regression,  and  anxiety 
indicates  the  need  for  support.  It  is 
treated  with  respectful  awareness  and  the 
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abundant  use  of  friendly  acceptance  which 
j extends  from  the  telephone,  through  the 
1 warmth  of  the  receptionist  in  the  waiting 
['  room,  to  the  kind,  understanding  physician. 

' Indeed,  objective  curiosity  and  skill  are  no 
1 longer  enough  for  the  practice  of  medicine. 

The  patient  must  be  helped  to  become 
I cooperative,  passive,  and  obedient — just  as 
tj  tender  heart  and  hands  minimize  voluntai’y 
• rigidity  before  the  abdomen  can  be 
examined. 

While  most  patients  respond  to  this 
approach,  others  require  special  attention. 
Without  suffering  personal  distress,  how  is 

(the  physician  to  reach  the  terror-stricken, 
hostile,  opinionated  patient  or  the  family 
j which  is  equally  so. 

} Understanding  psychodynamics  is  the 
\ first  step.  The  sick  reveal  infantile  ways 
J and  apparent  disrespect  is  a transfer  from 
I the  parent  figure  to  the  doctor.  Aware  of 
this,  the  latter  maintains  his  emotional 
f integrity  and  does  not  respond  in  kind 
but  rather  provides  an  opportunity  for 
catharsis.  Anger-free,  the  doctor  respects 
and  tolerates  the  patient’s  needs  and  so 
gains  his  confidence.  He  is  less  prone  to 
fatigue,  more  interested  in  the  ailing  person, 
and  capable  of  listening  for  the  psychogenic 
factor — and  he  has  the  time  for  it. 

The  doctor  prepares  his  patient  for  medi- 
cal skills  and  does  not  sermonize  indiscrimi- 
nately. He  does  not  encourage  somatization 
of  psychogenic  complaints  nor  reject  them 
with  placebos.  On  the  contrary,  convinced 
of  the  absence  of  physical  disease,  he  seeks 
out  the  causes  of  fear  and  anxiety  with  due 
regard  to  his  limitations. 

Indeed,  good  relations  with  patients 
makes  them  feel  welcome  and  enables 
the  doctor  not  only  to  har\'est  the  rewards 
of  healing  a fellow  man  but  also  to  feel 
free  to  ask  for  the  fee  he  has  justly 
earned. 

The  psychodynamics  of  the  patient- 
doctor  relationship  have  been  presented. 
Suggestions  follow  to  avoid  disharmony 
which  interferes  with  successful  medical 
practice. 


Eniotioual  Factors  in  Doctor-Patient 
Relationship 

Joseph  Zimmerman,  M.D.  : It  was  once 
said  that  “to  insure  results  from  the  treat- 
ment he  gives,  ideally  the  physician  should 
be  the  sort  of  person  who  is  objective,  but 
friendly  and  firm  in  his  attitude,  a person 
who  understands  his  own  personality  make- 
up, who  is  interested  in  helping  his  patients, 
who  is  noncritical,  who  is  able  to  refrain 
from  passing  moral  and  ethical  judgments 
on  his  patients.”  The  closest  we  can  come 
to  this  ideal  is  to  endeavor  to  approximate 
these  qualities.  In  our  highly  mechanized 
society,  we  are  prone  to  lose  perspective  of 
the  suffering  human  being  sitting  vis-a-vis. 

The  goal  of  the  relationship  is  therapy. 
The  patient  is  sick  and  he  is  coming  to  you, 
his  doctor,  for  help.  The  assumption  is 
that  you,  as  his  doctor  and  “healer,”  are 
better  able  to  handle  his  “sickness”  than 
he  is.  His  goal  is  to  become  a better 
adjusted  individual  in  being  able  to  cope 
with  his  “sickness.”  The  question  arises  . . . 
How  sick  is  he? 

To  digress  for  a moment,  we  must  be 
clear  in  our  minds  what  health  is.  Is  it 
the  mere  absence  of  mental  illness?  Is  it 
simply  conformism  of  the  patient  to  his 
socioeconomic  cultural  milieu?  It  is  the 
ability  of  the  individual  to  feel  free  enough 
within  himself  to  accept  responsibility  for 
his  own  living.  He  feels  stifled,  narrow, 
rigid,  and  unhappy  within  the  present 
framework  of  his  own  living.  He  is  in 
search  of  “an  out,”  but  the  “out”  he  is 
looking  for  is  rather  a freedom  from  be- 
coming too  involved  with  his  problems. 
His  problem,  as  he  presents  himself  to  you, 
is  “how  can  I get  rid  of  my  disturbances” 
and  at  the  same  time  “maintain  a bigger 
and  better  neurosis.”  He  sees  you  as  his 
magic  helper.  The  doctor  who  is  taken  in 
with  this  either  becomes  too  involved 
personally  with  his  patient  or  just  stands 
by  willy-nilly  as  the  patient  listener  for 
fear  of  upsetting  the  patient’s  status  quo. 
The  patient  is  in  search  of  advice  (un- 
wittingly, without  wanting  to  resort  to 
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any  effort  of  his  own),  and  the  doctor  who  is 
free  with  such  advice  usually  incurs  such  a 
tangled  up  relationship  that  it  may  take 
superhuman  efforts  for  him  to  extricate 
himself.  The  patient  who  is  prone  to 
deny  his  anxiousness  (but  talks  about  it) 
may,  unwittingly,  seduce  his  therapist  into 
this  web  of  confusion  to  the  point  of  incur- 
ring resentment  within  himself ; thus  ending 
the  relationship  prematurely.  The  physi- 
cian’s sensitivities  to  what  the  patient  is 
communicating  both  verbally  and  non- 
verbally is  essential  for  maintaining  a good 
relationship.  For  example,  a patient  who  is 
tense  and  anxious  in  relating  his  homo- 
sexual tendencies  and  quite  verbose  in 
describing  his  inadequacies  in  other  areas 
and,  incidentally,  how  he  is  able  to  hold  his 
head  above  water  through  all  this,  was 
asked:  “it  seems  to  me  through  all  this 
you  were  quite  resourceful . . . weren’t  you?” 
This  comment  seemed  to  mean  something 
to  him  and  made  it  a little  easier  for  the 
patient  to  speak  about  the  problem  which 
seemed  to  upset  him. 

To  recapitulate,  the  essential  role  of  the 
physician  is  primarily  one  of  guidance 
and  direction  in  the  therapeutic  relation- 
ship as  a participant-observer. 

Dynamics  of  Depression 

Matthew  Brody,  M.D.  : Every  phy- 

sician would  recognize  the  case  to  be 
presented  here  as  one  requiring  immediate 
referral,  but  it  was  chosen  so  as  to  present  a 
small  facet  of  the  psychic  anatomy  of 
depression. 

A business  tycoon  of  sixty-five  was 
referred  because  of  a depression  that  fol- 
lowed a business  catastrophe.  For  the 
previous  few  months  he  had  developed 
increasing  insomnia,  anorexia  and  loss  of 
weight,  dryness  of  the  mouth,  and  in- 
creasing feelings  of  futility  and  hopeless- 
ness. His  depression  was  worse  in  the 
mornings,  and  the  day  was  full  of  self- 
recriminations about  his  poor  judgment  and 
the  consequent  financial  debacle  now  facing 
his  family  for  which  he  alone  was  to  blame. 


The  only  solution  he  could  see  was  self- 
destruction.  It  was  at  this  point  that  the 
family  sought  help  from  the  family  physi- 
cian and  the  patient  was  referred  for 
psychiatric  help. 

There  had  been  at  least  one  previous 
depression,  five  years  before,  which  had 
necessitated  institutionalization.  The  pa- 
tient’s feelings  about  his  financial  crisis, 
while  quite  real  to  him,  to  his  family,  and 
his  friends  (who  had  no  reason  to  doubt  this 
man  who  had  always  been  truthful)  turned 
out  to  be  delusional.  A large  block  of 
shares  which  the  patient  owmed,  had  deteri- 
orated in  paper  value  on  the  stock  market. 
His  dividends  and  ownership  were  in  no 
way  affected.  By  coincidence  the  patient 
had  a grandchild  born  at  about  the  time  of 
the  onset  of  this  depressive  episode  and 
another,  five  years  old,  born  at  the  time  of 
his  former  depression. 

The  patient  had  been  one  of  11  children. 
His  father  was  a presser  who  lost  his  job 
every  time  a child  was  born.  The  dreadful 
financial  crisis  that  the  patient  felt  he  was 
presently  experiencing  had  in  fact  been  true 
early  in  his  life  when  each  new  pregnancy  of 
his  mother  brought  to  him  (1)  the  fear  of 
losing  his  mother  in  the  births  at  home; 

(2)  the  loss  of  his  esteem  of  his  father; 

(3)  hunger  and  deprivation;  and  (4) 
unwanted  rivals.  He  was,  in  essence  losing 
everything  of  importance,  (with  guilt  feelings 
stemming  from  the  child’s  feelings  of  rage 
for  what  was  happening).  His  entire  life 
was  spent  in  a singleminded  successful 
attempt  to  amass  money  with  which  he 
allayed  his  anxiety  about  poverty  and 
starvation.  The  birth  of  the  two  grand- 
children rekindled  the  long  forgotten  ex- 
perience. 

During  his  psychosis  he  relived  what 
he  had  forgotten  of  his  childhood  to  the 
point  that  reassurance  and  an  attempt 
to  point  out  his  reality  were  of  no  avail 
because  the  patient  and  those  about  him 
were  talking  different  languages.  The 
patient  was  fixed  in  his  past  and  those  about 
him  were  thinking,  quite  normally,  of  the 
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present.  What  the  patient  had  to  say 
about  himself  in  his  illness  was  in  fact  the 
feelings  of  rage  he  did  not  remember  having 


about  the  father  who  could  not  support 
him  and  the  mother  who  abandoned  him  by 
producing  unwanted  rivals. 
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^ I ''he  relationship  of  bleeding  during  opera- 
tion  to  anesthesia  was  first  studied  when 
ether  was  compared  unfavorably  with  chloro- 
form. Contending  sides  multiplied  when 
less  bleeding  appeared  to  be  associated  with 
spinal  and  epidural  methods,  especially 
since  these  anesthetics  could  be,  and  in  fact 
were,  administered  largely  by  surgeons. 
Until  recently,  anesthesiologists  would  deny 
that  excessive  bleeding  might  be  caused  by 
general  anesthesia.  In  the  light  of  recent 
knowledge,  however,  we  must  concede  that 
we  can  aggravate  or  minimize  bleeding  in 
many  surgical  sites. 

The  need  to  conserve  blood  varies,  of 
course,  with  the  type  of  operation  and  the 
patient’s  condition.  IMinute  bleeding  can 
prolong  or  ruin  fenestration  for  otosclerosis.^ 
Vascular  oozing  that  would  be  scarcely 
noticed  in  a laparotomy  aggravates  the 
trauma  and  duration  of  a rhhioplasty  or  a 
tonsillectomy.  Alinimizing  the  blood  loss  is 
most  commonly  useful  in  routine  major 
surgery  where  transfusions  are  given  all  too 
often.  Patients  undergoing  ordinary  major 
operations  usually  bleed  less  than  1,000 
ml.,  yet  they  receive  the  bulk  of  bank  blood 
in  1-unit  and  2-unit  transfusions. 

Anesthesiologists  who  become  econo-“mi- 
sers”  of  blood  can  greatly  reduce  the  number 
of  transfusions  by  applying  many  measures 
with  greater  priority,  value,  and  safety  than 
arterial  hypotension.^  Enderby®  has  em- 
phasized that  “perfect  anesthesia  (is)  the 
only  sound  basis  for  safe  hypotension.” 
When  anesthesia  is  “perfect,”  significant 

Presented  at  the  155th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  Rochester, 
New  York,  Section  on  Anesthesiology,  May  9,  1901. 
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arterial  hypotension  is  rarely  needed. 

Phyisology  of  Hemostasis  During 
Operation 

The  physiologic  mechanisms  of  hemostasis 
are  as  follows:  (1)  The  constriction  and  co- 
aptation of  minute  vessels  by  inherentl}’’ 
tonic,  muscular,  and  elastic  elements  in  the 
vascular  walls,  further  contracted  by  sero- 
tonin liberated  from  platelets  disintegrating 
at  the  ends  of  several  vessels;  (2)  platelet 
agglutination  and  thrombosis;  and  (3)  the 
formation  and  contraction  of  fibrinous  clots 
in  and  about  vascular  gaps.  Normally  the 
first  two  steps,  the  vascular  phase  of  hemo- 
stasis, enable  vessels  to  remain  shut  for  at 
least  twenty  minutes  and  resist  internal 
pressures  up  to  100  mm.  Hg. 

The  efficacy  of  the  vascular  phase  varies 
inversely  with  changes  in  the  volume  of 
blood  flow  (flow  in  milliliters  per  second) 
and  volume  of  blood  contained  in  the  vascu- 
lar network  (volume  in  milliliters)  supplying 
the  cut  vessels  before  they  are  compressed 
surgically  or  sealed  by  fibrinous  clotting. 
The  coagulatory  phase  of  hemostasis  in  situ 
is  similarly  influenced  by  physical  effects 
wrought  by  changes  in  the  blood  flow  and  the 
size  of  the  blood  vessels.  Ajiesthetic  effects 
on  operative  bleeding  are  connected  only 
with  variations  in  circulatory  dynamics  pro- 
duced by  anesthesia.  Clinical  anesthesia 
does  not  alter  the  quantity  or  quality  of 
coagulation  factors  and  their  chenfical  reac- 
tions.®^® 

Pathogenesis  of  Ileniatorrhea 

Hematorrhea  is  a more  dynamic  word  than 
congestion  as  a term  for  excessive  volume 

New  York  State  J.  Med. 


EXCESSIVE  OPERATIVE  BLEEDING  DUE  TO  ANESTHESIA 


flow  or  volume  capacity  or  both.  To  reduce 
hemorrhage  one  must  first  reduce  hema- 
torrhea  in  the  operative  region.  Hema- 
torrhea  in  a regional  vasculature  depends  on 
its  volume  capacity  and  the  volume  flow 
through  it  (volume  in  milliliters  times  flow  in 
milliliters  per  second).  The  volume  capac- 
ity is  controlled  principally  by  vasomotion 
and  blood  pressure  in  the  venous  side  of 
vascular  beds.  Veins  anatomically  con- 
stitute the  major  portion  of  the  volume  of 
vasculature  and,  by  their  ready  disten.si- 
bility,  physiologically  permit  slight  changes 
in  tone  or  pressure  to  expand  volume  capac- 
ity disproportionately.  The  volume  flow  is 
primarily  regulated  by  arteriolar  tone  and 
blood  pressure  (flow  in  milliliters  per  second) 
= mean  blood  pressure/local  resistance. 
Poiseuille’s  law,  describing  resistance  quan- 
titatively, demonstrates  that  the  volume 
flow  varies  with  the  fourth  power  of  the 
|i  radius  of  a vessel’s  cross-section.®  Thus,  the 
arteriolar  tone  profoundly  affects  hemator- 
rhea,  and  it  does  so  far  more  by  bringing 
about  changes  in  the  radial  size  than  in  the 
blood  pressure.  If  an  arteriolar  bed  doubles 
in  radius,  the  resistance  to  flow  decreases  to 
one  sixteenth  of  its  original  value  and  the 
volume  flow  increases  sixteenfold.  To  pre- 
j vent  such  hematorrhea,  the  mean  blood 
pressure  must  drop  to  one  sixteenth  of  its 
^ original  value.  On  the  other  hand,  small 
decrements  in  arteriolar  radius  lead  to 
marked  falls  in  the  volume  flow,  although  the 
blood  pressure  remains  constant  or  in- 
creases moderately. 

I 

I It  is  as  erroneous  to  depend  on  arteriolar 
j hypotension  to  decrease  the  volume  capacity 
I as  it  is  to  predict  from  changes  in  the  ar- 
teriolar blood  pressure  corresponding 
changes  in  hematorrhea  and  surgical  bleed- 
ing. Certaiidy  changes  in  hematorrhea  and 
surgical  bleeding  are  as  likely  to  be  due  to 
variations  in  the  volume  capacity  (largely 
determined  by  the  venous  tone  and  the 
venous  blood  pressure)  as  to  variations  in 
the  volume  flow  (influenced  relatively  little 
by  arteriolar  blood  pressure,  as  compared 
with  the  diameter  of  the  arteriolar  bed). 


Local  changes  in  the  vasomotor  tone  and 
blood  pressure,  both  arteriolar  and  venular, 
may  be  reinforced  or  counteracted  by  sys- 
temic circulatory  factors,  namely,  the  cardiac 
output,  the  arterial  blood  pressure,  and  the 
central  venous  pressure.  The  arterial  and 
central  venous  pressures  act  on  the  volume 
flow  and  the  vascular  volume,  respectively, 
in  the  same  manner  as  their  local  counter- 
parts but  through  the  systemic  circuits. 
Thus,  central  venous  hypertension  can  cause 
widespread  oozing,  in  spite  of  arterial  hypo- 
tension, and  reduced  arteriolar  volume  flow. 
On  the  other  hand,  local  vasoconstriction 
can  more  than  offset  the  effect  of  arterial 
hypertension  on  blood  flow  in  skin  and 
muscle.^® 

Cardiac  output  (systemic  volume  flow)  is 
the  vital  link  between  venous  return  and  ar- 
terial blood  pressure.  When  arterial  pressure 
is  measured,  the  ultimate  object  of  direct 
interest  is  the  cardiac  output  because  it  is  the 
best  (juantitative  expression  of  the  major 
function  of  the  circulation,  namely,  to  supply 
the  metabolic  needs  of  the  tissues. The 
characteristic  that  supposedly  differentiates 
“controlled  hypotension”  from  shock  is  the 
presumed  maintenance  of  cardiac  output 
which  is  adequate  to  supply  the  metabolic 
needs  of  vital  tissues  through  vascular  re- 
sistances decreased  by  sympathetic  block- 
ade.'® 

But  in  clinical  anesthesia  metabolic 
needs  are  unknown,  and  one  cannot  formu- 
late a value  for  cardiac  output  below  which 
tissue  oxygenation  becomes  deficient.'® 
Furthermore,  all  successful  technics  of  con- 
trolled hypotension  are  associated  with  a 
reduction  in  the  venous  return®  and  the 
cardiac  output,"  while  vascular  resistances 
through  vital  organs  are  not  decreased  by  a 
sympathetic  blockade.'®  For  these  reasons 
we  have  disregarded  the  distinctions  and 
safeguards  hypothesized  by  proponents  of 
hypotensive  anesthesia  with  a sympathetic 
blockade.  We  have  applied  all  forms  of 
hypokinetic  control  of  hematorrhea,  singly 
or  combined,  and  always  with  conservative 
moderation. 
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Relationships  of  Anesthetic 
Factors  to  Hematorrhea 

The  prevention  or  correction  of  hemator- 
rhea in  an  operative  field  depends  on  the 
type  and  degree  of  favorable  circulatory 
changes  that  the  anesthesiologist  can  induce. 
The  regional  vasculatures  most  commonly 
involved  are  in  the  skin,  the  proximal  mu- 
cosas, the  voluntary  muscles,  the  brain,  the 
pelvic  viscera,  and  all  the  parietes. 

Local  Circulatory  Changes. — Arteri- 
olar Tone. — Arteriolar  dilatation  is  common 
and  marked  in  skin  and  proximal  mucosas 
with  all  the  preanesthetic  medications,  gen- 
eral and  conduction  anesthesias,  depressants 
of  adrenergic  activity,  and  local  and  general 
heating. 

The  bleeding  time,  which  is  related  to  the 
volume  flow  and  to  the  capacity  of  minute 
vessels,  is  prolonged  by  general  anesthetics 
and  hypercapnia,  even  with  systolic 

pressure  at  65  mm.  Hg  after  hexametho- 
nium.^^  Bleeding  is  greater  with  light 
cyclopropane  or  ether  anesthesia  than  with 
deep  levels,  with  cyclopropane  than  with 
ether  at  the  same  depth. ^ 

Skin  and  mucosal  hematorrhea  is  con- 
trolled by  the  regional  use  of  a local  vasocon- 
strictor and  by  general  or  local  cooling'** 
particularly  in  the  urinary  vesical;  skin 
plastic;^®  extremity  and  pharyngeal  opera- 
tions; and  the  utilizing  of  cold  solutions 
and/or  ice-bag  contact  with  large,  super- 
ficial arteries  and  surfaces.  Generalized 
vasoconstriction  follows  a fall  in  the  cardiac 
output,  especially  with  hypovolemia,'^  even 
with  small  decrements  in  the  blood  volume.^' 

Voluntary  Muscle. — Volume  flow  is  in- 
creased by  epinephrine,^*'  norepinephrine,^^ 
and  hypercapnia.^®  Light  general  anes- 
thesia with  the  common  agents  augments  it 
2 to  4 times. 

Methonium  drugs  cause  a parallel  fall  in 
the  blood  pressure  and  the  limb  blood  flow 
when  the  latter  is  greater  than  normal ; both 
effects  are  mainly  related  to  the  fall  in  the 
cardiac  output;  hypotension  fails  to  decrease 
limb  blood  flow  from  a normal  level.'® 
Acute  blood  loss  of  less  than  1 L.  decreases 
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the  blood  flow  in  the  muscle  and  skin  of 
man.®®  Muscle  blood  flow  is  not  altered  by 
local  or  general  cooling  or  heating  until  the 
tissue  metabolism  is  affected.'® 

Venous  Pressure. — A small  rise  in  the 
venous  pressure  leaves  the  volume  flow 
relatively  unaffected  but  greatly  increases 
the  volume  capacity,"  especially  when  the 
venous  tone  is  decreased,  an  effect  common, 
to  all  drugs  and  anesthetic  methods  which 
depress  sympathetic  activity.  To  avoid 
interference  with  venous  outflow  recjuires 
acute  circumspection  for  the  many  possible- 
points  and  causes  of  venous  obstruction. 

In  head  and  neck  surgery  cervical  ^'eins  can 
be  compressed  by  lateral  or  forward  flexion. 
Inferior  vena  caval  hypertemsion  follows  the 
compression  of  the  prone  abdomen,  the 
excessive  hyperextension  of  the  thoracolum- 
bar spine  in  supine  and  right  lateral  posi- 
tions, and  the  improper  placement  of  intra- 
abdominal packs.  A respiratory  interfer- 
ence with  the  venous  return  severely  dis- 
tends both  the  vena  cavae  and  their  trib- 
utaries in  the  head,  neck,  chest  wall,  and 
upper  abdomen.  The  vaginal  and  perineal 
veins  are  engorged  in  the  lithotomy  posture, 
particularly  \\dth  the  thighs  resting  on  the 
abdomen,  unless  the  pelvis  is  elevated  30 
degrees. 

With  depressed  venomotor  reflexes,  e\'en 
normal  venous  pressure  may  cause  hema- 
torrhea. Venous  and  arterial  pressures  in 
any  site  increase  or  decrease  2 mm.  Hg  for 
each  25  mm.  of  vertical  distance  from  the 
atrial  level  that  the  site  is  below  or  above  the 
atrium,  respectively.  An  elevation  of  the 
operative  field  is  therefore  always  desirable 
and  usually  required  to  reduce  bleeding, 
even  or  especially  when  controlled  hypo- 
tension is  employed.  In  some  head  and 
neck  cases  elevation  may  be  so  valuable  as  to 
warrant  the  phenylephrine  support  of  the 
blood  pressure. 

Systemic  Circulatory  Changes. — Ar- 
terial Blood  Pressure. — Absolute  and  relative 
hypertensive  states  of  anesthetic  origin  are 
common.  An  absolute  hypertensive  state  is 
too  often  tolerated  unless  it  is  severe,  while 
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the  relative  state  is  overlooked  until  hypo- 
tension occurs  unexpectedly  after  anesthesia. 
To  prevent  hypertension  one  should  avoid 
an  elevation  of  the  carbon  dioxide  partial  pres- 
sure and  a depression  of  the  oxygen  partial 
pressure,  employ  morphine  or  another  de- 
pressant of  sympathetic  nervous  activity 
whenever  light  ether  or  cyclopropane  an- 
esthesia is  administered,^®  and  titrate  pressor 
needs  with  dilute  vasopressor  infusions 
rather  than  give  “one-shot”  doses. 

The  emphasis  on  arterial  hypotension  has 
led  to  the  neglect  of  other  antihematorrheic 
measures  of  equal  or  greater  value  of  which 
many  were  itemized  by  Gillies  in  1950.^ 
Hypotension  has  been  employed  illogically 
to  reduce  bleeding  in  the  presence  of  im- 
portant, avoidable  causes  of  hematorrhea, 
such  as  imperfect  airway,  tachycardia,  and 
hypercarbia.  Hypotension  is  generally 
credited  with  reducing  bleeding  during 
hypotensive  anesthesia  despite  the  concom- 
itant hypokinesis  (reduced  cardiac  output) 
and/or  increased  total  peripheral  resistance, 
more  specifically  in  clinical  anesthesia,  and 
vasoconstriction  in  voluntary  muscles  and 
skin,  as  will  be  shown.  Arterial  hypoten- 
sion produced  by  reserpine^^-^®  or  fever  fails 
to  decrease  bleeding;  neither  of  the  condi- 
tions is  accompanied  by  hypokinesis,  and 
both  decrease  the  total  peripheral  re- 
sistance.Davison,  in  1952,®^  recog- 
nized the  importance  of  this  difference  in 
hypotensive  mechanism  in  relation  to  the 
effect  on  surgical  bleeding  and  recommended 
aiming  for  a moderate  reduction  in  the 
cardiac  output  and  a minimal  fall  in  the 
systolic  pressure.  Hypotension  with  gangli- 
onoplegic  patients  is  erratic  in  behavior 
without  the  addition  of  posture  and/or 
respiratory  control®  to  reduce  cardiac  output 
or  to  prevent  its  normal  compensatory  rise 
in  response  to  a primary  fall  in  the  total 
peripheral  resistance  which  ganglionoplegic 
patients  unpredictably  and  irregularly  pro- 
duce.^®-®® Without  hypokinesis  consider- 
able oozing  may  occiu-  despite  an  extremely 
low  blood  pressure. 

Controlled  hypotension  by  a deliberate 


reduction  in  the  blood  volume  is  the  most 
effective  of  hypotensive  technics.®®’®^  Since 
moderate  hypovolemia  is  followed  by  hypo- 
kinesis and  increased  total  peripheral  re- 
sistance'®’®® and  these  changes  in  themselves 
are  markedly  antihematorrheic,  we  have  pre- 
ferred this  technic,  employing  little  or  no 
hypotension,  as  will  be  shown.  Arterial 
hypotension  should  be  permitted  only  as  a 
final  aid,  necessitated  by  the  failure  of  other 
antihematorrheic  measures.  Low  normal 
ranges  are  safe.  Systolic  levels  below  80 
mm.  Hg  are  justifiable  only  when  an  opera- 
tion is  mandatory,  when  bleeding  is  other- 
wise uncontrollable  or  not  replaceable,  and 
when  vital  organs  can  tolerate  the  specific 
level  of  blood  pressure  in  situ  which  is 
effective  in  the  given  circumstances.®® 
Marked  hypotension  is  an  unpredictably 
noxious  factor  which  has  apparently  pre- 
cipitated cerebral  thrombosis  in  a young, 
normal  individual.'*® 

Central  Venous  Pressure. — The  ex- 
pansion of  the  vascular  volume  by  lo.al 
venous  hypertension  often  is  related  to  or 
aggravated  by  central  venous  hypertension 
which  is  common  with  only  a slightly  in- 
creased expiratory  resistance.  To  reduce 
“oozing”  in  intracranial  and  facial  surgery 
which  Ayre*'  attributed  to  this  cause,  he  in- 
troduced the  T-piece.  This  device,  of  course, 
also  avoids  hematorrhea  due  to  hypercarbia, 
resulting  from  increased  respiratory  dead 
space.  Central  venous  pressure  is  raised  by 
heart  failure  and  by  anesthesia  with  cyclo- 
propane®^ or  with  halothane.®'*  Proximal 
fields  may  bleed  unduly  unless  specific 
measures  (digitalis  for  heart  failure,  atropine 
for  cyclopropane,  and  halothane®'*)  or  pos- 
tural venous  drainage  can  be  applied. 

Full,  spontaneous  ventilation  best  main- 
tains normal  venous  pressures  in  the  thorax 
and  contiguous  regions.  Hypoventilation 
should  be  assisted  or  controlled,  preferably 
with  a ventilator  supplying  a negative  phase, 
expiration  as  long  or  longer  than  inspiration, 
and  a mean  intratracheal  pressure  of  6 mm. 
Hg  or  less.^® 

Retching,  vomiting,  coughing,  and  strain- 
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ing,  particularly  on  extubation,  should  be 
minimized  in  operations  where  even  a small 
amount  of  postoperative  bleeding  might  be 
critically  important,  for  example,  intra- 
cranial, ocular,  and  facial  procedures  and 
fenestration. 

Cardiac  Output. — Operative  Bleeding. — 
Operative  bleeding  is  correlated  with  cardiac 
output  rather  than  with  arterial  pressure  in 
hyperkinetic  states,  for  example,  light  cyclo- 
propane or  ether  anesthesia, hyper- 
thyroidism, fever,  chronic  anemia,  and  poly- 
cythemia. Atropine  tachycardia  is  hyper- 
kinetic in  the  presence  of  adeejuate  venous 
return^^  and  interferes  with  any  hypotensive 
method  in  robust  patients,  particvdarly  when 
bradycardia,  absolute  or  relative,  is  im- 
portant in  hypokinesis,  as  in  halothane^^  and 
in  spinal  anesthesias.'^^  Atropine  provokes 
bleeding  that  persists  despite  hypotension 
with  halothane."*^  Atropine  tachycardia  re- 
stores to  normal  the  depressed  cardiac  output 
and  the  elevated  total  peripheral  resistance 
produced  by  cyclopropane  in  morphinized 
dogs'*®  and  augments  hyperkinesis  caused  by 
cyclopropane  in  man  without  preanesthetic 
medication.  Atropine,  far  more  than 
scopolamine,  potentiates  the  pressor  and 
hyperkinetic  actions  of  epinephrine.'*''  Sco- 
polamine is  preferred  when  hypovolemic 
hypotension  is  practiced.'*®  The  heart  rate 
is  a controlling  factor  in  the  cardiac  output 
when  the  decrease  in  rate  is  neurogenic  or 
humoral  in  origin;'*®  for  this  reason,  the 
actual  or  relative  bradycardia  obtained  with 
phenylephrine  and  methoxamine  favors  their 
choice  for  pressor  action  with  minimal  or  no 
hyperkinesis.“ 

Controlled  Hypotension. — Little*"*  has  em- 
phasized that  “all  techniques  of  'controlled 
hypotension’  are  usually  associated  with  a 
(piite  unintentional  reduction  of  cardiac 
output  . . . which  appears  to  be  unavoid- 
able.” Physiology  and  clinical  practice 
now  agree  that  moderate  hypokinesis  is 
intentional,  desirable,  and  necessary  to 
minimize  opei'ative  bleeding,  but  that  moder- 
ate arterial  hypotension  (bO  to  70  mm.  Hg 
systolic)  is  unintentional,  undesirable,  and 


unnecessary. 

The  cardiac  output  is  usually  reduced  in 
sedated  patients  receiving  clinical  anesthesia 
with  chloroform, halothane,'^'*  thiobar- 
biturates,^®  oxybarbiturates,**'*  cyclopro- 
pane,^^ deep  ether,  or  hypotension  of 
spinaP®  or  ganglionoplegic*®  origin.  Opera- 
tive bleeding  is  less  during  hypokinetic 
anesthesias  than  during  hyperkinetic  anes- 
thesias, for  example,  light  ether  or  cyclopro- 
pane,®'^^ provided  all  other  hematorrheic 
factors  are  equal. 

The  unreliable  effect  of  the  ganglion-block- 
ing agents  on  cardiac  output  during  anes- 
thesia and  the  lack  of  correspondence  be- 
tween hypokinesis  and  “methonium  hypo- 
tension” are  revealed  by  the  fact  that  at  a 
mean  of  70  nmi.  Hg  cardiac  outputs  of 
1.8,  4.5,  and  5.9  L.  per  minute  have  been 
obtained.  These  data  may  explain  the  im- 
pression that,  at  the  same  level  of  blood 
pressure,  bleeding  is  reduced  more  with 
spinal  anesthesia  than  with  methonium 
compounds.  ®’*’®* 

Hypovolemia. — Hypovolemia,  even  the 
loss  of  only  250  ml.  of  volume  when  vaso- 
constriction is  depressed,  reduces  the  cardiac 
output  without  the  venous  pooling  that 
marks  hypokinesis  associated  with  almost 
all  anesthetic  agents  and  methods.®®  Hypo- 
volemia excites  the  arteriolar  and  venous 
constriction  strongly  and  early  in  skin  and 
voluntary  muscle,  even  under  general  anes- 
thesia,.®*'®®'®®  The  value  and  safety  of 
moderate  hypovolemia  in  good-risk  patients 
have  been  demonstrated  by  the  arteriotomy 
technic  of  controlled  hypotension  by  blood- 
letting up  to  3,000  ml.,  usually  1,500 
36,54-57  jQgg  of  5QQ  blood  from  a 
normal  circulation  is  compensated  in  an 
hour®®  and  does  not  decrease  the  optimal 
capacity  to  work.®®  One-L.  deficits  arc 
tolerated  by  normal  supine  subjects®®  with- 
out change  in  the  blood  flow  in  the  vital 
organs,®®  even  under  light  anesthesia.®® 

Since  1954  we  have  practiced  nonreplace- 
ment of  hemorrhage  until  a blood  volume 
deficit  exceeds  750  to  1,000  mb'*  unless  the 
patient  needs  full  volemia  or  the  surgeon  in- 
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sists  on  it.  From  over  5,000  patients  so 
treated,  none  has  had  a related  complica- 
, tion.  A transfusion  or  dextran  is  given 
I when  (1)  the  systolic  pressure  remains  below 
the  patient’s  lower  limit  of  normal  despite 
' 100  ml.  of  1:100,000  phenylephrine  infusion 

I in  ten  minutes;  (2)  when  the  maintenance 

j of  a low  normal  systolic  pressure  requires  an 

f inordinate  quantity  of  the  infusion;  (3) 

I when  the  nose,  ears,  and  digits  are  pale  and 

cool;  (4;  wnen  the  estimated  venous  pressure 
' falls;  or  (5)  when  the  below-normal  systolic 

j pressure  after  operation  does  not  increase  at 

I least  20  mm.  Hg  within  thirty  seconds  of 

brisk  90-degree  elevation  of  both  lower  ex- 
! tremities.^^  Phenylephrine,  unlike  nor- 

i epinephrine,  is  ineffective  when  the  degree  of 

' hypovolemia  might  critically  lower  the 

blood  flow  in  the  vital  organs.  An  early,  full 
I restoration  of  the  blood  volume  counteracts 

'<  the  hypokinesis  required  to  minimize  surgi- 

! cal  bleeding.  Patients  transfused  during 

j hypotensive  anesthesia  without  phenyl- 

ephrine titration  for  diagnosis  often  reveal 
postoperative  hypervolemia  after  cardiac 
output  and  venous  tone  have  returned  to 
normal.  Superfluous  transfusion  plus  hy- 
potension-induced endogenous  expansion  of 
plasma  volume  favor  postoperative  bleed- 

ing  48,54,57 

Intermittent  Positive  Pressure  Breathing. — 
Intermittent  positive  pressure  breathing 
with  excessive  pressure,  frequency,  or  dura- 
i tion  of  inspiration  reduces  the  venous  return, 
the  pulmonary  blood  flow,  the  cardiac  out- 
put, and  the  arterial  pressure,  especially 
when  the  adrenergic  tone  or  blood  volume  is 
diminished.  Intermittent  positive  pressure 
breathing  adds  certainty  and  fine  control  to 
ganglionoplegic  hypotension.^  Although  the 
systemic  volume  flow  falls,  venous  conges- 
tion in  tissues  near  the  thorax,  for  example, 
the  chest  wall,  may  cause  excessive  bleeding 
which  ceases  abruptl}'^  with  the  onset  of 
spontaneous  ventilation.' 

Hypercapnia. — Hypercapnia  tends  to  in- 
crease the  cardiac  output,  the  heart  rate, 
and  the  arterial  pressure  and  to  decrease  the 
total  peripheral  resistance  and  vascular  tone 


in  skin  and  skeletal  muscle.  The  net  result 
depends  on  the  opposing  actions  of  carbon 
dioxide,  namely,  the  central  sympathetic 
stimulation  and  local  vasodilatation,  with 
vasodilatation  often  dominating,  especially 
in  the  veins  and  the  capillaries.®'  Clinical 
evidence  indicts  hypercapnia  as  hemator- 
rheic  in  many  ways  and  areas  other  than  its 
familiar  cerebral  vasodilatation.  Hyper- 
capnia increases  skin  bleeding  during  cyclo- 
propane anesthesia^  and  commonly  inter- 
feres with  successful  ganglionoplegic®  and 
halothane  hypotension  ^^®^;  even  when  hypo- 
tension is  obtained,  hypercapnic  patients 
tend  to  bleed  excessively.®  The  retention  of 
carbon  dioxide  is  common  during  general 
anesthesia  unless  one  monitors  and  assists  or 
controls  ventilation,  preferably  by  machine.®® 
Bullough®'*  has  emphasized  the  role  of  hyper- 
capnia with  his  claim  that  a gas  flow  of 
8 L.  per  minute,  a nonrebreathing  system, 
and  the  proper  posturing  of  patient  make 
hypotension  unnecessary  in  most  cases. 
Halothane  is  the  only  inhalational  agent  to 
show  a marked  fall  in  carbon  dioxide  pro- 
duction even  during  light  anesthesia. 

Adrenergic  Hyperactivity. — In  addition  to 
the  adrenergic  stimuli  mentioned  earlier 
(cyclopropane,  ether,  hypercapnia,  hypoxia) 
the  anesthesiologist  must  consider  pain,  fear, 
cocaine,  and  exogenous  epinephrine.  The 
resulting  hyperkinesis,  hypertension,  and 
muscle  vasodilatation  may  nullify  the  anti- 
hematorrheic  advantages  of  spinal  anesthesia 
and  local  infiltration  with  epinephrine  which 
can  prevent  ganglionoplegic  hypotension.®® 

For  local  vasoconstriction  without  sys- 
temic effect  and  reactionary  vasodilatation 
we  prefer  1 : 2,500  to  1 : 5,000  phenylephrine.®® 
When  epinephrine  is  used,  an  adrenolytic 
drug  is  desirable,  for  example,  chlorproma- 
zine  or  Regitine  methanesulfonate  intra- 
venously.®® 

Clinical  E.xperiences 

Since  1952  we  have  applied  the  foregoing 
facts  and  principles  increasingly  as  we  pro- 
gressively learned  and  developed  them.  To 
prove  their  validity  and  daily  usefulness  we 
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TABLE  I. — Radical  Mastectomies  in  Hospital  A 


Twelve 

Hours 

Post- 

opera- 

tively 

Total 

Volume 

(Units) 

T/i+ol 

Methods  of  Administering 
Anesthetic 

N umbel 
of 

Patients 

Average 

Operating 

Time 

(Minutes) 

During 

Operation 

Total 

Volume 

(Units) 

Total 

Volume 

(Units) 

X \J  l/cXi 

Average 

Volume 

Per 

Operating 

Hour 

(Ml.) 

-\verage 

Volume 

Per 

Patient 

(Ml.) 

Group  1 

Closed  circuit 
No  tube,  no  hypoten- 
sion 

28 

119 

9 

10 

19 

170 

340 

Tube,  no  hypotension 

23 

127 

8 

14 

22 

226 

435 

No  tube  with  hypoten- 
sion 

12 

128 

1 

5 

6 

118 

250 

Tube  with  hypotension 

4 

128 

0 

2 

2 

118 

250 

Semiclosed  circuit 

No  tube,  no  hypoten- 
sion 

4 

IIG 

2 

0 

2 

128 

250 

Tube,  no  hypotension 

IG 

118 

7 

3 

10 

158 

313 

No  tube  with  hypoten- 
sion 

6 

139 

1 

0 

1 

36 

83 

Tube  with  hypotension 

2 

118 

0 

0 

0 

0 

0 

Totals 
Group  2 

Closed  circuit 

No  tube,  no  hypoten- 
sion 

95 

6 

116 

7 

0 

62 

7 

302 

326  (mean) 
583 

Tube,  no  hypotension 

45 

108 

49 

6 

55 

339 

611 

Semiclosed  circuit 
No  tube,  no  hypoten- 
sion 

15 

107 

16 

4 

20 

373 

666 

Tube,  no  hypotension 

10 

118 

10 

1 

11 

279 

550 

Totals 

76 

93 

612  (mean) 

i 


have  analyzed  the  records  of  five  independ- 
ent groups  of  patients  subjected  to  three 
different  operative  procedures.  Except 
where  specifically  stated,  all  cases  were  se- 
lected for  comparison  on  the  basis  of  the 
following  criteria:  (1)  The  operation  was 
elective,  (2)  the  patient  was  not  seriously 
anemic  or  apparently  hypovolemic  before 
the  operation,  (3)  an  accidental  grave  hemor- 
rhage from  a great  vessel  did  not  occur,  (4) 
the  surgeon  depended  entirely  on  our  judg- 
ment of  the  need  for  blood,  and  (5)  plasma 
and  plasma  substitutes  were  not  substituted 
for  blood. 

Radical  Mastectomy. — The  operations 
in  Table  I were  performed  consecutively 
since  January  1,  1954,  in  hospital  A by  ten 
surgeons.  Anesthesia  was  administered  by 
two  independent  groups  of  anesthesiologists 
serving  on  alternate  days.  Every  surgeon 
worked  equally  with  both  groups.  The 


practices,  personnel,  and  direction  of  each  ' 
group  remained  essentially  constant.  , 
Group  1,  our  group,  increa.singly  applied  the 
described  principles  of  blood  economy.  The 
Group  2 anesthesiologists  also  were  expert  • 
but  adhered  to  the  customary  practices  of 
anesthesia  and  blood  replacement.  Both 
groups  induced  anesthesia  with  a 0.2  per  ' 
cent  thiobarbiturate  infusion . Ether  and/ or 
cyclopropane  were  the  principal  agents  with 
a closed  circuit;  with  a semiclosed  system, 
nitrous  oxide  and  ether  were  used.  Both 
systems  included  a circle  filter.  We  always 
administered  nitrous  oxide  6 L.  per  minute 
with  3 L.  per  minute  of  o.xygen ; Group  2 did 
not  emphasize  a high  volume  flow.  Ventila- 
tion was  assisted  or  controlled  by  both 
groups  only  when  necessary.  In  one  quarter 
of  Grou{)  1 intubations,  the  catheter  was 
passed  through  the  nose,  and  an  oropharyn- 
geal airway  was  inserted;  a face  mask 


3808 


New  York  State  J.  Med. 


f 


EXCESSIVE  OPERATIVE  BLEEDING  DUE  TO  ANESTHESIA 


covered  both  airways.  All  of  Group  2 and 
three  quarters  of  Group  1 intubations  were 
oral,  and  the  catheter  was  connected  to  the 
Y piece  of  the  rebreathing  tubes. 

Table  I demonstrates  that  we  reduced  the 
use  of  blood  with  all  anesthetic  technics. 
Considering  only  our  71  patients  with  “nor- 
motensive”  anesthesia,  we  administered 
53  units  of  blood  or  375  ml.  per  patient,  38 
per  cent  less  than  the  GOO  ml.  per  patient  of 
Group  2.  Calculated  in  terms  of  volume 
per  operating  hour,  we  gave  45  per  cent  less 
blood  than  did  Group  2.  If  our  entire 
group  of  95  patients,  including  the  24 
“hypotensive”  anesthesias,  had  been  trans- 
fused to  the  same  extent  as  the  patients  of 
Group  2,  our  patients  would  have  received 
116  units  instead  of  62  units.  The  factor 
most  responsible  for  this  saving  of  blood  was 
the  restraint  and  delay  with  which  we  re- 
sponded to  arterial  hypotension  as  an  indica- 
tion for  transfusion. 

The  blood  economy  was  more  striking 
when  a reduction  in  the  cardiac  output  was 
confirmed  by  the  presence  of  mild  arterial 
hypotension  in  the  10-degree  head-up  posi- 
tion. In  24  such  cases  we  gave  only  9 units 
or  190  ml.  per  patient. 

The  value  of  a semiclosed  circuit  in  com- 
parison with  a closed  circuit  is  obvious  in  all 
comparable  categories  of  our  cases.  The 
blood  saving  is  attributable  to  our  practice  of 
administering  a high  gas  flow  when  using  a 
semiclosed  circuit.  On  the  other  hand,  no 
such  difference  was  found  in  the  categories 
of  Group  2,  probably  because  lower  flows 
were  customary  in  their  “semiclosed,”  cases 
and  therefore  a hematorrheic  level  of  hyper- 
capnia was  present  in  their  semiclosed,  as 
well  as  in  their  “closed-circuit,”  patients. 

Hypokinesis  (in  our  hypotensive  cases) 
and  decreased  hypercarbia  (in  our  semi- 
closed cases)  were  equally  effective  in  saving 
blood;  combined,  the  re.sultant  saving  was 
maximal. 

An  endotracheal  airway  did  not  influence 
the  blood  requirements  significantly,  prob- 
ably because  both  groups  employed  it  in 
anesthetic  circumstances  which  excluded  de- 


tection of  its  contribution  toward  signifi- 
cantly reducing  hypercapnia. 

The  closed-circuit  cases  of  Group  1 re- 
ceived during  operation  18  units  (37  per 
cent)  of  the  total  49  units  given  during 
operation  and  the  first  twelve  hours  post- 
operatively.  In  contrast,  the  semiclosed 
circuit  cases  of  Group  1 received  during 
operation  10  units  (77  per  cent)  of  the  total 
13.  Presumably,  the  greater  hypercapnia 
in  closed-circuit  cases  caused  a greater  need 
for  blood  during  operation  and  yet  obscured 
the  full  extent  of  the  blood  deficit  until  the 
postanesthetic,  posthypercapnic  period.  Al- 
ternatively, however,  these  data  may  be 
interpreted  to  infer  that  unrecognized  “post- 
hypercapnia  hypotension”  often  and  er- 
roneously precipitates  a decision  for  trans- 
fusion. 

The  patients  of  Group  2 with  either  circuit 
received  during  operation  more  than  83  per 
cent  of  their  total  transfusions.  Hyper- 
capnia probably  was  equally  high  in  the 
closed-circuit  cases  of  both  Groups  1 and  2 
and  probably  was  still  quite  significant  in 
the  semiclosed-circuit  cases  of  Group  2 
(because  a high  flow  of  gas  was  not  em- 
ployed). Nevertheless,  significant  posthy- 
percapnic hypotension  did  not  appear  in 
either  category  of  Group  2 in  contrast  with 
its  frequency  in  the  closed  circuit  cases  of 
Group  1.  The  probable  explanation  is 
that  most  patients  of  Group  2 were  rather 
fully  transfused  before  the  end  of  operation, 
preventing  the  fall  in  the  cardiac  output  that 
is  an  important  factor  in  posthypercapnic 
hypotension.^^ 

Table  II  shows  no  significant  difference 
between  our  patients  and  those  of  Group  2 
when  measured  by  several  clinically  im- 
portant postoperative  parameters.  It  per- 
mits the  inference  that  the  reduction  in 
blood  administered  to  our  patients  reflected 
a reduction  in  need  and,  presumably,  a re- 
duction in  a loss  of  blood. 

Table  II  also  reveals  that  among  our 
patients  those  who  received  blood  and  those 
who  did  not,  did  not  differ  significantly  after 
operation.  This  indicates  that  we  might 
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TABLE  II. — Postoperative  Data  of  Radical  Mastectomies  in  Hospital  A 


Patient  Data 

No  Blood  Blood 

No  Blood  Blood 

Number  of  patients 

55 

40 

9 

67 

Out  of  bed  (hours) 

28 

27 

23 

27 

Day  of  discharge 

8.4 

9.7 

8.9 

8.6 

Difference  in  hemoglobin  (Gm.  per  100  ml.) 

(Mean) 

-1.2 

-1.0 

-1.3 

-1.0 

(Range) 

-t-0.5to  -3.0 

-1-1. Oto  -3.5 

0 to  — 

5.0  -|-0.5to-2.5 

Difference  in  hematocrit 

(Mean) 

-4 

-3 

-3 

-3 

(Range) 

-j~  2 to  — 1) 

+ 6 to  -11 

-j-2  to  — 

15  Oto -8 

Difference  in  red  blood  count  (millions) 

(Mean) 

-0.6 

-0.1 

-0.5 

(Range) 

-1-0.1  to  0.9 

0 to  0 . 7 

No  data 

-|-0.2to  -1.2 

Complications  (cases) 

Wound  drainage 

0 

3 

1 

3 

Wound  infection 

0 

1 

0 

4 

Pneumothorax,  effusion 

0 

1 

0 

0 

Convulsion  (eight  hours 

postoperatively ) 

0 

0 

0 

1 

Mortality 

0 

0 

0 

0 

TABLE  III. 

— Radical  Mastectomies  in  Hospital  B 

Methods  of  Administering 
Anesthetic 

Number 

of 

Patients 

Average 

Operating 

Time 

(Minutes) 

-Transfus 

During 

Operation 

Total 

Volume 

(Units) 

Post- 

opera- 

tively 

Twelve 

Hours 

Total 

Volume 

(Units) 

Total 

Volume 

(Units) 

X U tiXl 

Average 

Volume 

Per 

Operating 

Hour 

(Ml.) 

Average 

Volume 

Per 

Patient 

(Ml.) 

Closed  circuit 

No  tube,  no  hypotension 

32 

124 

23 

13 

36 

281 

563 

Tube,  no  hypotension 

21 

135 

21 

7 

28 

284 

667 

No  tube  with  hypotension 

1 

150 

2 

1 

3 

600 

1,500 

Totals 

54 

67 

620  (mean) 

Semiclosed  circuit 

No  tube,  no  hypotension 

19 

105 

7 

5 

12 

181 

316 

Tube,  no  hypotension 

18 

122 

7 

4 

11 

153 

306 

No  tube  with  hypotension 

4 

131 

0 

1 

1 

57 

125 

Tube,  with  hypotension 

6 

141 

1 

0 

1 

35 

83 

Totals 

47 

25 

266  (mean) 

have  reduced  the  use  of  blood  even  further, 
probably  by  more  frecjuent  prevention  or 
diagnosis  of  posthypercapnic  hypotension. 

We  have  analyzed  separately  101  con- 
secutive radical  mastectomies  performed  by 
12  surgeons  at  hospital  B from  January  1, 
1956,  to  December  81,  1960.  None  of  the 
surgeons  operated  at  hospital  A.  The 
anesthesiologists  were  members  of  Group  1 
at  hospital  A and  employed  the  same  agents 
and  technics  for  anesthesia. 

The  cases  in  Table  III,  like  those  of  Group 
1 in  Table  I,  show  similar  results  of  our 


efforts  to  conserve  blood.  First,  the  blood 
volume  transfused,  and  presumably  lost,  in 
the  average  patient  was  455  ml.,  significantly 
less  than  the  averages  of  728,  732,  821,  and 
883  ml.,  reported  in  the  literature.®^  Second, 
closed-circuit  cases  received  more  blood 
than  semiclosed-circuit  cases.  Third,  semi- 
closed-circuit  cases  with  hypotension  had 
the  least  blood  loss.  Fourth,  an  endotra- 
cheal tube  exerted  no  apparent  beneficial 
effect.  The  1 case  in  the  categorj^  of  “clo.sed 
circuit  with  hypotension”  demonstrated  an 
excessive  blood  lo.ss,  exemplifying  the  fact 
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TABLE  IV. — Tr.\nsfusions  in  Thoracic  Operations  Before  and  After  Beginning  of  Blood 

Conservation  Program 


Operative  Data 

E.xplora- 

tory 

Thoracot- 

omy 

-Prior  to  1954- 

Pneumoni- 

ectomy 

Lobectomy 

-1955  through  1960 ^ 

Explora- 

tory* 

Thoracot-  Pneumoni- 

omy  ectomj'^  Lobectomy 

Number  of  operations 

6 

4 

5 

30 

5 

17 

.Average  operation  (minutes) 

125 

201 

163 

120 

194 

177 

Range  (minutes) 

(85  to  170) 

(180  to  210) 

(105  to  240) 

(65  to  210) 

(150  to  250) 

(75  to  270) 

Transfusions 
Total  units 

7 

12 

17 

4 

6 

15 

During  operation — average 
per  hour  of  operation 
(ml.) 

290 

448 

621 

36 

194 

129 

Twelve  hours  postopera- 
tively  (total  units) 

0 

1 

2 

4 

0 

0 

Total  units 

7 

13 

19 

8 

6 

15 

During  operation  and 
twelve  hours  postopera- 
tively 

Average  per  hour  of 
operation  (ml.) 

290 

484 

694 

71 

194 

129 

Range  (ml.) 

(Oto  750) 

(286  to  735) 

(500  to  893) 

(0  to  588) 

(1.39  to  238) 

(Oto  333) 

Average  per  operation 
(ml.) 

583 

1500 

1900 

133 

600 

441 

* Includes  other  intrathoracic  procedures  in  which  the  significant  blood  loss  is  confined  to  the  thoracot- 
omy, namely,  vagotomy,  hiatus  herniorrhaphy,  and  esophageal  polypectomy. 


that  hypotension  can  aggravate  or  fail  to 
1 prevent  hematorrhea  due  to  hypercapnia. 

Intrathoracic  Operations. — Table  IV 
demonstrates  the  striking  economy  of  blood 
effected  in  our  consecutive  experience  with 
all  of  the  cases  fulfilling  the  five  criteria 
stated  previously;  of  course,  the  control 
cases  were  not  excluded  by  criterion  (5). 
All  of  the  patients  were  induced  with  a thio- 
barbiturate,  orally  intubated  with  the  aid  of 
muscle  relaxants,  carefully  ventilated,  usu- 
ally mechanically,  and  maintained  with 
cyclopropane-ether-oxygen  through  a circle 
absorption  system.  None  was  deliberately 
I hypotensive  nor  significantly  hypotensive 
more  than  transiently.  No  death  could  be 
attributed,  even  in  part,  to  hemorrhagic 
shock. 

The  results  are  highly  significant  in  com- 
parison with  our  own  controls  or  with  the 
‘ average  loss  of  1,400  ml.  for  pneumonectomy 
and  lobectomy  recorded  in  the  literature.®* 
The  principal  determinants  of  improvement 
were : first,  the  delayed  and  partial  replace- 
ment of  blood  loss;  second,  diagnostic- 
therapeutic  application  of  phenylephrine 
infusion  for  arterial  hypotension;  and  third. 


TABLE  V. — Transfusions  in  Thoracic  Oper.i.- 
tions  at  Southea.st  Florida  Tuberculosis 
Hospital  Before  and  After  Beginning  of  Blood 
Conservation  Program 


. 1959 . . 1960- 


Operations 

Num- 

ber 

of 

Opera- 

tions 

.-Vvcr- 

age 

Blood 

Pints 

Per 

Opera- 

tion 

Num- 

ber 

of 

Opera- 

tions 

Aver- 

age 

Blood 

Pints 

Per 

Opera- 

tion 

Pneumonec- 

tomies 

5 

3.0 

9 

1.5 

Lobectomies 

41 

2.1 

74 

1.0 

Segmental 

resections 

21 

2.0 

17 

1.0 

All  pulmonary 
resections 

67 

2.4 

100 

1.2 

Mortality 

rate 

(per  cent) 

4.4 

1.0* 

* Death  due  to  pulmonary  insufficiency  followfing 
a lobectomy  for  carcinoma  and  nine  days  of  machine 
ventilation. 


an  evaluation  of  the  postoperative  hypo- 
tension with  the  leg-raising  test. 

Table  V presents  the  .statistics  supplied 
by  our  former  resident  at  Cumberland  Hos- 
pital, Bulent  Ozsezen,  M.D.  He  has  been 
chief  anesthesiologist  at  the  Southeast  Flor- 
ida Tuberculosis  Hospital,  Lantana,  Florida, 
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TABLE  VI. — Data  of  Hypotension  and  Normo- 

TENSION 


Condition 

Patients 
with 
Hypo- 
tension 
(80  to  90 
mm.  Hg) 

Patients 
with 
N ormo- 
tension 

Position  alone 

2 

10 

Position  and  drugs 

33 

7 

Position  and  hyperven- 
tilation 

4 

1 

Position  and  hyperven- 
tilation and  drugs 

1 

Horizontal  alone 

5 

Drugs  alone 

3 

C 

Hyperventilation  alone 

1 

Unknown  position 

7 

Drugs  and  unknown 
position 

3 

, 3 

Totals 

47 

39 

since  January  15,  1960,  with  the  surgical 
service  of  T.  S.  Feng,  M.D.,  Senior  Surgeon. 
Anesthesia  consisted  of  thiopental  sodium 
for  induction,  orotracheal  intubation,  fluo- 
thane-nitrous  oxide-oxygen  maintenance 
through  a semiclosed  circuit  with  assisted  or 
controlled  ventilation,  usually  manually. 
The  arterial  blood  pressure  was  maintained 
at  100  mm.  Hg  or  higher  with  phenyl- 
ephrine, as  required. 

Dr.  Ozsezen  has  attributed  the  50  per  cent 
reduction  in  transfusions  mainly  to  a de- 
layed replacement  of  blood  loss  and  partly  to 
halothane,  substituted  for  the  prior  anes- 
thetic armamentarium  of  nonexplosive 
agents. 

Rhinoplasties. — Most  surgeons  in  the 
United  States  avoid  general  anesthesia  for 
rhinoplasties  largely  because  normally  it 
increases  bleeding.  Nevertheless,  since 
April,  1957,  we  have  administered  general 
anesthesia  for  86  corrective  nasal  and  related 
operations,  all  on  private  patients.  Of  these, 
64  were  patients  of  Irving  M.  Lefkon,  M.D., 
who.se  enthusiastic  interest  and  cooperation 
have  been  invaluable  in  the  development  of 
our  experience.  Of  Dr.  Lefkon’s  patients, 
54  were  females  and  32  were  males.  Their 
average  age  was  thirty-one  years,  and  their 
ages  ranged  from  seven  to  seventy  years. 
The  duration  of  anesthesia  was  eighty-three 


TABLE  VII. — Hypotensive  Drugs  and  General 
Anesthetic  Agents 


Agents 

Number  of 
Patients 

Hypotemsive  drugs  (used  singly  or  combined) 

Tnmethaphan  camphor-sulfonate 

24 

Chlorpromazine  hydrochloride 

25 

Hexamethonium  chloride 

10 

General  anesthetic  agents  (used  in 
binations) 

various  com- 

Ultrashort  barbiturates 

61 

Cyclopropane 

39 

Ether 

35 

Nitrous  oxide 

45 

Meperidine  hydrochloride 

26 

Alphaprodine  hydrochloride 

6 

Pentobarbital  sodium 

2 

minutes,  ranging  from  thirty  to  two  hundred 
and  forty  minutes.  A general  surgical 
anesthetic  was  administered  to  61  patients, 
and  a local  anesthetic  was  administered  to 
31  patients.  A general  analgesia  with  a 
local  anesthetic  was  given  to  25  patients.  A 
tracheal  intubation  w'as  performed  in  48 
patients,  and  an  oropharyngeal  airway  was 
done  in  26  patients.  The  operative  posi- 
tions consisted  of  a sitting  position  m 2 
patients,  the  head-up  position  in  56  cases, 
the  supine  position  in  16  cases,  and  an  un- 
stated position  in  12  patients.  A break- 
down of  the  data  of  hypotension,  normo- 
tension,  hypotensive  drugs,  and  general 
anesthetic  agents  is  shown  in  Tables  VI  and 
VII.  The  increasing  number  and  propor- 
tion of  Dr.  Lefkon’s  patients  utilizing 
anesthesiologic  services  attest  to  the  progress 
in  ability  to  provide  freedom  from  pain  and 
fear  without  increased  bleeding  or  post- 
operative morbidity. 

The  patient  arrives  in  the  operating  room 
markedly  drowsy  but  cooperative  as  the 
result  of  a judicious  prescription  of  barbitu- 
rate and  scopolamine,  reinforced,  whenever 
necessary,  with  chlorpromazine  and 'or  mor- 
phine. After  the  patient  is  soundly  sleep- 
ing, the  surgeon  adds  local  analgesia  and 
va.soconstriction  and  careful  packing  of  the 
choanae. 

The  anesthesiologist  aims  to  provide 
amnesia,  hypnosis,  and  analgesia  and  to 
reduce  hematorrhea.  These  desiderata  are 
obtained  by  the  following;  (1)  an  infusion. 
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whenever  necessary,  of  pentobarbital  sodium 
and/or  0.1  per  cent  methohexital  sodium  and 
a narcotic;  (2)  a 10-degree  head-up  tilt  of 
the  operating  table;  (3)  an  infusion,  when- 
ever necessary,  of  0.1  per  cent  hexametho- 
nium,  trimethaphan,  and/or  chlorproma- 
zine;  (4)  an  oropharyngeal  airway  after 
.surface  cocainization ; and  (5)  if  third-stage 
anesthesia  is  neces.sary,  cyclopropane  and/or 
ether  and  succinylcholine  by  infusion  for 
orotracheal  intubation  of  a cuffed  catheter 
and  followed  by  a high  flow  of  nitrous  oxide 
and  oxygen  (at  lea.st  G L.  to  3 L.  per  minute), 
frequently  with  ether,  through  a semiclosed 
circle  absorption  system,  occasionally  with 
the  mechanical  assistance  of  ventilation. 

The  consi.stently  successful  achievement  of 
results  satisfactory  to  the  patient  and  sur- 
geon alike  demands  expert  and  interested 
participation  of  both  the  anesthesiologist 
and  the  surgeon. 

Summary 

Variations  in  operative  bleeding  due  to 
anesthesia  are  related  to  changes  in  the 
volume  flow  and/or  volume  capacity  in 
vascular  beds  within  surgical  fields,  largely 


the  skin,  the  proximal  mucosas,  the  volun- 
tary muscle,  and  the  brain.  Figure  1 sum- 
marizes the  principal  anesthesiologic  factors 
favoring  hematorrhea  and  undue  operative 
bleeding. 

The  reduction  of  operative  bleeding  de- 
pends on:  (1)  The  diminution  of  the  volume 
flow  which,  in  turn,  is  regulated  by  the  car- 
diac output,  arterial  pressure,  and  arteriolar 
tone;  and  (2)  the  diminution  of  the  volume 
capacity  which,  in  turn,  is  controlled  by 
local  and  central  venous  pre.ssure  and  tone. 
The  volume  capacity,  of  which  GO  per  cent 
is  venous,  is  best  decreased  by  elevation  of 
the  field  above  the  heart  level  and/or  by 
hypovolemia.  The  volume  flow  is  best 
lowered  by  reducing  the  systemic  volume 
flow,  that  is,  the  cardiac  output,  rather  than 
by  arterial  hypotension  or  arteriolar  con- 
striction. Hypokinesis  in  moderation  may 
be  produced  with  adequate  volume  flow  in 
vital  organs  but  with  significantly  leduced 
volume  flow  in  the  skin,  the  mucosas,  and 
the  voluntary  muscle. 

All  technics  of  “controlled  hypotension” 
depend  on  hypokinesis  rather  than  hypo- 
tension. The  most  effective  means  of  re- 
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ducing  operative  bleeding  in  surgery  are: 

(1)  Hypokinetic  methods  of  anesthesia,  for 
example,  spinal,  epidural,  and  halothane; 

(2)  a hypokinetic  state  induced  by  nonre- 
placement of  a 500  to  750  ml.  blood  volume 
deficit  in  an  adult  during  anesthesia;  and 

(3)  a hypokinetic  state  induced  by  a foot- 
down  position  during  anesthesia.  In  the 
presence  of  hypokinesis  low  normal  blood 
pressure  and  increased  peripheral  arteriolar 
constriction  are  advantageously  obtained 
by  phenylephrine  titration.  Local  vaso- 
constrictors and  cold  are  always  valuable 
adjuncts  in  suitable  situations,  especially  in 
mucosal  surgery. 

In  detailed  tables  of  results  in  five  separate 
groups  of  patients  undergoing  ladical  mas- 
tectomy, intrathoracic  surgery,  and  rhino- 
plasty, we  have  demonstrated  the  blood- 
saving value  and  application  of  moderate 
hypovolemia  especially,  as  well  as  posture, 
the  removal  of  hypercapnia,  and  other 
measures  that  reduce  the  volume  flow  and 
the  volume  capacity  in  common  operative 
fields. 
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Discussion 

Vincent  J.  Collins,  M.D.,  Chicago,  Illinois. — 
It  is  evident  that  many  workers  are  searching  for 
a clinical  answer  to  the  problem  of  operative 
bleeding  and  of  shock.  Undoubtedly,  we  must 
approach  these  problems  with  a newer  and 
fresher  attitude.  The  classic  approach  to  the 
management  of  bleeding  and  of  shock  with  a 
serial  replacement  of  blood  loss  and  the  mainte- 
nance of  blood  pressure  so  widely  employed  for 
the  past  twenty-five  years  must  be  criticized  and 
perhaps  abandoned.  Dr.  Greene’s  approach  in 
permitting  surgical  bleeding  without  a replace- 
ment up  to  700  ml.  of  blood  has  taken  courage. 
I should  add,  too,  that  a companion  presentation 
by  Jean  Henley,  M.D.,  to  diminish  operative 
bleeding  by  means  of  spinal  blockade  has  also 
taken  courage. 

If  we  e.xamine  briefly  Dr.  Greene’s  approach, 
we  find  that  it  belongs  to  the  category  of  technics 
called  controlled  hypotension.  How'ever,  there 
has  been  a great  deal  of  misunderstanding  about 
this  concept  and  the  proper  objective.  We  have 
been  led  to  believe  that  hypotension  alone  would 
automatically  reduce  bleeding,  but  this  is 
erroneous.  To  reduce  operative  bleeding  there 
must  actually  be  a reduction  in  the  blood  volume 
flow  through  the  tissues  where  surgery  is  being 
performed.  A mere  enlarging  of  the  peripheral 
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vascular  bed  and  a diminution  of  the  arteriolar 
tone  may  actually  increase  bleeding,  since  the 
head  of  pressure  produced  by  cardiac  action,  if  it 
is  of  anj"  substantial  value,  may  actually  impinge 
directly  on  the  microcirculation  and  indeed 
increase  oozing. 

To  overcome  this  effect,  a reduction  in  the 
cardiac;  output  seems  to  be,  at  first  hand,  one 
approach  toward  achieving  the  objective  of 
diminished  surgical  site  bleeding.  There  are  un- 
doubtedly other  technics  which  are  yet  unex- 
plored. The  state  of  decreased  cardiac  output 
has  been  designated  as  a state  of  hypokinesis; 
it  has  also  been  termed  as  hypodjmamic  heart 
action.  This  effect  can  be  achieved  by  a reduc- 
tion of  the  total  blood  volume.  Hence,  there  is  a 
reduction  in  the  cardiac  output.  Dr.  Greene  has 
utilized  a modified  form  of  reduced  blood  volume 
or  of  arteriotomy.  A reduction  in  the  blood 
volume  can  be  achieved  by  two  methods:  (1)  by 

deliberate  bleeding  into  donor  transfusion  bot- 
tles,as  practiced  byDonaldHale,  M.D.,  and  (2)  by 
permitting  surgical  bleeding  and  following  a plan 
of  nonreplacement  up  to  a stipulated  amount. 

Besides  this  approach,  I would  like  to  present 
experiences  of  two  types  which  are  germane  to 
the  subject  of  operative  bleeding. 

The  influence  of  the  airway  has  been  mentioned 
by  Dr.  Greene.  It  is  probably  of  greater  signifi- 
cance than  many  of  us  realize.  There  are  two 
possible  effects  of  closed-system  anesthesia  and/or 
improper  airway.  These  effects  are  elevated 
carbon  dio.xide  blood  levels  and  increased  airway 
pressure.  The  direct  effect  of  carbon  dioxide  to 
increase  bleeding  has  not  been  demonstrated 
fulty,  but  the  central  effect  of  carbon  dioxide  in 
raising  arteriolar  tone  may  actually  be  a signifi- 
cant mechanism.  Increased  airway  pressure, 
on  the  other  hand,  is  well  known  to  affect  pro- 
foundly the  circulation.  In  our  crusade  for 
routine  endotracheal  anesthesia  in  tonsillectomy 
the  blood  losses  in  children  have  been  compared 
when  the  surgery  was  performed  with  an  endo- 
tracheal tube  or  by  conventional  insufflation 
technics.  In  the  latter  methods  the  blood  loss 
during  tonsillectomy  averaged  186  ml.  per  pa- 
tient. During  the  endotracheal  method  the 
average  loss  was  48  ml.  Approximately  400 


patients  were  investigated  in  this  study,  and  the 
surgical  and  anesthetic  conditions  were  rigidly 
controlled. 

The  other  experience  we  would  like  to  report 
concerns  the  use  of  chlorpromazine  hydrochloride 
in  the  management  of  shock.  The  doses  used 
were  in  the  range  of  25  to  75  mg.  The  patient 
population  consisted  principally  of  patients  with 
upper  gastrointestinal  bleeding  presented  for 
emergency  surgery.  Most  of  these  patients  were 
in  profound  shock  with  blood  pressures  in  the 
range  of  40  to  70  or,  in  many  instances,  without 
any  discernible  blood  pressure  by  the  ausculta- 
tory method.  Blood  was  withheld  deliberately 
from  these  patients  until  the  bleeding  point  was 
secured  by  the  surgeon.  Both  the  morbidity  and 
mortality  were  influenced  by  the  chlorpromazine 
hydrochloride  therapy  and,  indeed,  the  over-all 
mortality  for  the  emergency  surgical  group  was 
reduced  from  46  to  11.5  per  cent. 

Of  greater  significance  in  this  study  was  the 
effect  on  renal  function.  Patients  managed  by 
transfusions  and  classic  shock  therapy  usually 
had  oliguria  and  anuria.  Appro.ximately  22 
per  cent  of  the  patients  excreted  less  than  50  ml. 
of  urine  in  twenty-four  hours,  and  the  average 
urine  output  for  the  group  during  the  first  twenty- 
four  hours  postoperatively  was  185  ml.  In 
contrast,  the  chlorpromazine  hydrochloride- 
treated  patients  had  a urinary  output  of  1,276  ml. 
in  the  first  twenty-four  hours.  Indeed,  indwell- 
ing catheters  showed  continuous  urine  output, 
even  while  the  patient  was  in  the  early  stages  of 
anesthesia  and  during  the  surgical  procedure. 

Dr.  Greene  has  achieved  some  impressive  re- 
sults with  his  technic  of  reduced  blood  volume  b};’ 
nonreplacement,  but  I am  quite  concerned  with 
this  approach.  It  appears  that  at  least  in  the 
postoperative  period  a patient  should  be  re- 
turned to  his  own  preoperative  volemic  state. 
The  technic  and  concept  of  controlled  hypo- 
tension is  indeed  one  of  physiologic  trespass.  It 
has  been  largelj^  a matter  of  reduction  of  periph- 
eral resistance  and  a reduction  of  blood  pressure. 
If  to  this  we  add  the  physiologic  trespass  of  re- 
duced cardiac  output  without  subsequent  com- 
pensation, we  may  be  trespassing  beyond  the 
point  of  forgiveness. 


The  secret  of  happiness  is  not  in  doing  what  one  likes,  but  in  liking  what  one  has  to  do. — J.  iM. 
B.\rrie 
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New  Technic  for  Treating  Internal  Mammary 
Node  Metastases  in  Breast  Cancer 


RICHARD  D.  BRASFIELD,  M.D.,  AND  ULRICH  K.  HENSCHKE,  M.D.,  Ph.D.,  NEW  YORK  CITY 
{From  Memorial  Sloan-Kettering  Cancer  Center) 


OiNCE  30  per  cent^  of  patients  with  breast 
^ cancer  have  metastases  to  the  interna! 
mammary  nodes,  it  is  of  paramount  impor- 
tance that  this  area  receive  some  type  of 
treatment.  Urban-  has  shown  that  34  per 
cent  of  patients  with  positive  findings  in  the 
internal  mammary  nodes  can  be  cured  for 
five  years  by  radical  mastectomy  plus  chest 
wall  resection.  This  procedure,  however, 
adds  to  the  morbidity  and  requires  a skilled 
operator. 

If  x-ray  therapy  in  cancerocidal  doses  is  de- 
livered to  the  chest  wall,  late  damage  to  the 
skin  or  lungs  ma}^  result.  Also  from  three 
to  five  weeks  of  additional  treatment  time  is 
usually  required  after  the  mastectomy. 

Thirty-six  per  cent  of  patients  with  inner 
quadrant  lesions  and  20  per  cent  with  outer 
quadrant  lesions  will  have  metastases  to 
the  internal  mammary  nodes.  For  all  quad- 
rants the  figure  is  30  per  cent.^ 

The  first  three  interspaces  are  the  most 
common  sites  of  metastasis:  53  per  cent  in 
the  first,  63  per  cent  in  the  second,  40  per 
cent  in  the  third,  19  per  cent  in  the  fourth, 
and  5 per  cent  in  the  fifth  interspaces.^ 

The  five-year  survival  rates  for  patients 
with  negative  findings  in  the  nodes  in  the 
axilla  and  internal  mammary  chain  after 
radical  mastectomy  and  chest  wall  resection 
is  88  per  cent.  It  is  66  per  cent  for  those  in 
whom  only  the  axillary  nodes  show  positive 
findings,  50  per  cent  if  only  the  internal 
mammary  nodes  are  involved,  and  25  per 
cent  if  there  are  metastases  in  the  axillary 
and  internal  mammary  nodes. ^ 

In  75  autopsies  we  have  found  that  87 
per  cent  of  the  internal  mammary  nodes 
are  found  within  1 cm.  of  the  internal 
mammary  vessels.  Another  10  per  cent 


lie  within  1.5  cm.  of  these  vessels:  thus 
almost  all  of  the  nodes  are  placed  within 
2 cm.  of  the  internal  mammary  artery.^ 

High  doses  of  irradiation  can  be  delivered 
to  the  internal  mammary  nodes  by  inserting 
a radioactive  wire  into  an  internal  mammary 
vessel.  By  using  this  .simple  technic,  we 
have  delivered  over  9,000  r safely  on  many 
occasions. 

Surgical  Technic 

After  the  radical  mastectomy  a number  21 
gauge  nylon  catheter  with  a sealed  tip 
(fused  with  a match)  is  inserted  into  the 
internal  mammary  artery  (Fig.  lA).  These 
vessels  are  located  1 cm.  lateral  to  the  ster- 
num in  the  first  intercostal  space.  The 
intercostal  muscles  are  incised  transversely 
for  2 cm.  A dissection  of  the  perivascular 
fat  pad  and  nodes  is  done  for  pathologic 
study.  A number  00  silk  ligature  is  tied 
around  the  artery  near  the  first  rib.  A loop 
ligature  then  is  placed  around  the  vessel 
near  the  inferior  edge  of  the  first  interspace. 
A small  slit  is  made  in  the  artery  and  the 
sealed  tip  of  the  catheter  is  inserted  for  15 
cm.  (usually  down  to  level  of  the  xiphoid). 
The  loop  ligature  then  is  tied  to  stop  back- 
bleeding.  The  proximal  2 cm.  of  the  cathe- 
ter then  is  withdrawn  through  the  skin  via 
a number  15  gauge  needle.  It  is  important 
that  sharp  angulation  of  the  catheter  does 
not  occur.  The  catheter  then  is  anchored 
to  the  skin  with  a special  button.  (Note; 
the  intercostal  muscles  are  not  resutured 
since  this  may  prevent  a mediastinal 
hematoma.)  Next  the  mastectomy  wound 
is  closed  in  the  usual  manner  and  the  dressing 
applied. 
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Fig.  1.  (yl).  Surgical  Technic.  Insertion  of  catheter  into  internal  mammary  artery  after  radical  mastec- 

tomy. (B)  Radiologic  Technic.  Insertion  of  “hot  wire”  into  intravascular  catheter. 


Radiologic  Technic 

After  the  patient  returns  to  her  room,  the 
radioactive  wire  (Ir^®^  or  Co“)  is  inserted 
into  the  skin  catheter  (Fig.  IB).  The  28- 
gauge  wire  is  20  cm.  in  length  with  an  in- 
active proximal  end  of  5 cm.  This  reduces 
the  irradiation  of  the  skin  above  the  first 
interspace.  If  the  activity  of  the  wire  is 
15-mg.  radium  equivalent  (=10  millicuries 
of  Co”  or  22.5  millicuries  of  Ir”^),  it  will 
deliver  approximately  9,000  r to  internal 
mammary  nodes  (calculated  at  0.5  cm.  from 
the  vessel)  in  seven  days.  Since  Co®°  has 
a half-life  of  5.2  years,  the  same  wire  can  be 
used  for  several  years. 

Fifty-eight  patients  have  been  treated  by 


this  rnethod  since  1957.  A number  of  im- 
plants have  been  placed  bilaterally.  There 
have  been  no  complications  to  date.  The 
procedure  is  simple,  painless,  and  fast  (adds 
ten  minutes  to  the  operating  time).  It  is 
less  expensive  than  x-ray  therapy.  Within 
one  week  after  the  radical  mastectomy  the 
patient  has  completed  her  therapy  and  is 
ready  for  discharge. 

In  potentially  curable  patients  with  breast 
cancer,  the  nodes  are  usually  small  and  lie 
close  to  the  internal  mammary  vessels. 
Higher  doses  can  be  given  to  these  nodes  by 
our  implant  than  by  external  x-ray  therapy. 
It  is,  therefore,  hoped  that  the  results  may 
be  better  than  with  x-ray  therapy. 
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Summary 

1.  Thirty  per  cent  of  breast  cancer 
patients  have  metastases  in  the  internal 
mammary  nodes. 

2.  Surgical  resection  of  the  internal 
mammary  chain  is  a complicated  procedure 
and  is  associated  with  a significant  morbid- 
ity. 

3.  X-ray  therapy  in  canceroidal  doses  to 
these  nodes  may  result  in  late  skin  and  lung 
damage. 

4.  A safe  simple,  quick,  painless,  and  in- 
expensive method  has  been  developed  for 
delivering  high  doses  of  irradiation  (9,000 
r at  0.5  cm.)  to  the  internal  mammary 


nodes.  It  consists  of  inserting  a “hot  wire” 
(Co®°  or  Tr^®2)  for  one  week  into  a catheter 
in  the  internal  mammary  artery  after  the 
radical  mastectomy.  It  may  be  placed 
bilaterally. 

References 

1.  Brasfield,  R.  D.,  and  Henschke,  U.  K.;  Intra- 
vascular irradiation  of  the  internal  mammary  lymph 
nodes  in  breast  cancer,  Am.  J.  Roentgenol.  85 : 849 
(May)  1961. 

2.  Urban,  J.  A. : Clinical  experience  with  excision 

of  the  internal  mammary  lymph  node  chain  in  primary 
operable  breast  cancer,  Acta  Unio  internat.  contra 
cancrum  15:  1179  (1959). 

3.  Chakravorty,  R.,  and  Brasfield,  R.  D.:  Surgical 

anatomy  of  the  internal  mammary  vessels  and  nodes, 
in  preparation. 


ANNUAL  CONVENTION 

Medical  Society  of  the  State  of  New  York 
Statler  Hilton,  New  York  City 
May  14  to  18,  1962 

SCIENTIFIC  PROGRAM 

Any  State  Society  member  who  wishes  to  present  a paper  before  a scientific  section 
or  a general  session  is  requested  to  contact  the  section  chairman  (see  page  3736)  or  to 
write  to  Alfred  P.  Ingeqno,  M.D.,  Chairman,  Scientific  Program  Subcommittee  of 
Convention  Committee,  27  Eighth  Avenue,  Brooklyn  27,  New  York,  before  October 
15,  1961. 


November  15,  1961 


3819 


Management  of  Long-Term  Anticoagulant  Therapy 
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ELLEN  MCDEVITT,  M.D.,  AND  IRA  COHEN,  M.D.,  NEW  YORK  CITY 
{From  the  Second  {Cornell)  Medical  Division,  Bellevue  Hospital) 


Tn  the  fall  of  1952  it  became  apparent 
-^that  some  provision  should  be  made  for  the 
follow-up  care  of  individuals  with  throm- 
boembolic disease  who  were  treated  with 
anticoagulants  while  on  the  wards  of  the 
Second  (Cornell)  Medical  Division  of  Belle- 
vue Hospital.  Therefore,  an  anticoagulant 
clinic  was  organized  to  meet  this  need. 

The  purpose  of  this  paper  is  to  describe 
briefly  the  experience  developed  from  this 
clinic,  a part  of  the  outpatient  department 
of  a large  municipal  hospital.  The  educa- 
tional and  socioeconomic  status  of  these  pa- 
tients differs  markedly  from  that  encountered 
in  private  practice,  and  the  control  of  their 
therapy  is  influenced  by  these  factors.^  It 
is  in  general  more  difficult,  but  it  can  be  ac- 
complished if  the  staff  exerts  sufficient  in- 
terest and  discipline. 

The  patients  in  this  series  were  treated 
during  the  acute  phase  of  their  illness  on 
the  wards  and  were  transferred  to  the  anti- 
coagulant clinic  on  discharge  from  the  hos- 
pital. Patients  with  a history  of  bleeding 
diathesis,  gastrointestinal  ulceration,  chronic 
liver  disease,  or  diastolic  hypertension  over 
110  mm.  were  not  considered  suitable  for 
this  study.  Ninety  patients  have  been 
followed  in  this  clinic  during  the  past  nine 
years.  Their  diagnoses  included  myocar- 
dial infarction,  single  and  recurrent,  acute 
and  recurrent  thrombophlebitis,  rheumatic 
heart  disease  with  embolization,  and  mis- 
cellaneous thromboembolic  states.  Thirty- 
four  of  these  patients  who  were  carried  on 

* Aided  by  grants  from  the  Lasker  Foundation  and 
U.S.  Public  Health  Service  Grant  Number  B-2.352. 


anticoagulants  for  more  than  one  year  form 
the  basis  of  this  report.  The  group  ranged 
in  age  from  eighteen  and  one-half  to  seventy- 
seven  years.  The  ratio  of  males  to  females 
was  4 to  1. 

Operation  of  the  Clinic 

The  patients  report  to  the  laboratory  on 
the  morning  that  the  clinic  is  held.  Pro- 
thrombin time  tests  are  performed  using  the 
Link-Shapiro  modification  of  the  Quick 
test. 2 The  thromboplastin  used  through- 
out this  study  was  a lung  preparation  giving 
an  undilute  control  of  14  to  16  seconds  and 
a 12.5  per  cent  time  of  39  to  43  seconds.  The 
results  are  forwarded  to  the  clinic  and  are 
available  at  the  time  the  patient  is  seen. 
The  patients  are  questioned  regarding  bleed- 
ing or  thrombosing  episodes  and  are 
examined.  A dosage  schedule  of  the  pre- 
scribed anticoagulant  for  the  following  one 
to  three  weeks  and  the  exact  amount  of 
medication  are  issued. 

For  the  purposes  of  this  paper,  we  have 
considered  patients  whose  prothrombin  times 
ranged  between  22  and  40  seconds  to  be 
within  the  therapeutic  range.  The  drugs 
which  have  been  used  are  those  available  in 
the  pharmacy  of  Bellevue  Hospital  (Dicum- 
arol,  25  mg.,  and  warfarin  sodium,  5 mg.). 
Vitamin  Ki  is  available  in  the  clinic  and  the 
emergency  room  in  case  of  excessive  pro- 
longation of  the  prothrombin  time  or  bleed- 
ing. Each  patient  is  given  an  identity 
card,  issued  by  the  American  Heart  Associa- 
tion, which  states  the  fact  that  he  is  on  anti- 
coagulant therapy  and  instructions  regard- 
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TABLE  I. — ^Clinical  Record  of  Patients  on  Anticoagulant  Therapy  for  One  Year  or  Longer 


Diagnosis 


Number 

of 

Patients 


Thrombo- 
embolic 
Episodes 
(Prior  to 
Anticoagulant 
Therapy) 


Prothrombin 
Time  in 

Pre-  Anti-  Therapeutic 

treat-  coagulant  Complications — - Range,  22  to 

ment  Therapy  Thrombo-  Hemor-  40  Seconds 
Months  (Months)  embolic  rhagic  '—-(Per  Cent) — . 

Average  Range 


Myocardial 

infarction 

Thrombo- 

16 

26(4)* 

709 

phlebitis 

Rheumatic 

8 

30  (6  pul)* 

704,5 

heart  disease 

7 

12 

332 

Miscellaneous 

3 

5 

24 

Totals 

34 

73 

1 , 769 

765 

(l)t 

3 

66 

64  to  100 

292 

2(l)t 

9 

61 

55  to  100 

151 

(l)t 

1 

( hema- 
toma) 

62 

50  to  90 

144 

0 

3 

79 

1,352 

4(3)t 

16 

67 

* Episodes  in  1 patient, 
t Below  optimal  therapeutic  level. 


TABLE  II. — Present  Status  of  Clinic 
Population 


Status  Number  of  Patients 


Droup  I 

Patients  treated  one  year 

or  longer 

Treated  one  year  or 

36 

longer  (records 
complete) 

34 

Number  still  under 
treatment 

Number  discontinued 

29 

after  one  year  or 
more  of  treatment 

5 

Records  incomplete 

2 

Group  II 

Patients  treated  less  than 

one  year 

Still  under  treatment 

11 

54 

Transferred  to  private 
Discontinued  for  unre- 

2 

liable  attendance 
Lost  to  follow-up 

12 

(treated  less  than 
one  year) 

26 

Deaths 

Discontinued  for 

2 

hematuria 

1 

Total 

90 

ing  his  care  in  the  event  of  fainting,  bleeding, 
or  an  accident.  It  also  includes  telephone 
numbers  to  call  in  case  of  an  emergency. 

Clinical  Material 

Of  the  36  patients  who  were  on  anticoagu- 
lant therapy  for  one  year  or  longer,  complete 
records  are  available  on  34.  Our  experience 
with  this  group  is  summarized  in  Table  I. 


Sixteen  patients  with  myocardial  infarction 
had  26  thromboembolic  episodes  in  709 
months  prior  to  therapy  and  one  episode  in 
765  months  during  anticoagulant  therapy. 
Eight  patients  with  thrombophlebitis  had 
30  thromboembolic  episodes  over  a period 
of  704.5  months  prior  to  therapy  and  2 
episodes  during  292  months  of  continuous 
therapy.  Seven  patients  with  rheumatic 
heart  disease  had  12  embolic  episodes  during 
332  months  prior  to  anticoagulant  therapy 
and  one  embolus  during  151  months  of 
therapy.  Three  patients  with  thromboem- 
bolism, involving  peripheral  and  cerebral 
vessels,  had  5 episodes  in  24  months  befoi’e 
therapy  and  no  recurrences  during  144 
months  of  therapy.  One  of  the  thromboem- 
bolic episodes  occurred  after  anticoagulant 
therapy  was  allowed  to  remain  below  the 
therapeutic  range  for  a prolonged  time  and 
one  before  therapy  was  initiated. 

Hemorrhagic  Complications 

Among  these  34  patients,  there  were  16 
hemorrhagic  episodes  occurring  during  1,352 
months  of  therapy.  Nine  of  these  occurred 
in  the  same  individual  and  consisted  of  re- 
current hematuria  associated  with  bladder 
diverticula.  He  was  kept  on  anticoagu- 
lants because  of  a long  history  of  innumer- 
able occurrences  of  recurrent  thrombophle- 
bitis and  pulmonary  emboli  prior  to  therapy. 
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The  prothrombin  times  during  this  entire 
study  were  within  the  therapeutic  range  at 
the  time  of  67  per  cent  of  their  clinic  visits. 
There  were  no  fatalities  associated  with 
hemorrhage,  and  in  no  instance  was  anti- 
coagulant therapy  discontinued  because  of  a 
hemorrhagic  complication. 

Present  Status  of  Clinic  Population 

Of  the  34  patients  treated  for  more  than 
one  year,  29  remain  on  therapy  (Table  II). 
Five  have  discontinued  therapy.  Of  these  5, 
3 are  lost  to  follow-up,  1 was  discontinued 
because  of  unreliability,  and  1 was  not  re- 
started after  a surgical  procedure.  Eleven 
additional  patients  have  received  anticoagu- 
lants for  less  than  one  year  and  are  not  in- 
cluded in  the  detailed  analysis.  Twelve 
patients  who  were  dropped  from  the  clinic 
for  unreliable  attendance  and  the  26  patients 
who  are  lost  to  follow-up  illustrate  the  prob- 
lems encountered  in  dealing  with  the  clinic 
population  of  a municipal  hospital.  The 
disappearances  can  be  attributed  to  factors 
varying  from  chronic  alcoholism  to  sudden 
change  of  residence  or  even  death. 

From  the  experience  gained  in  this  study, 
the  need  for  maintaining  facilities  for  the 
management  of  patients  on  long-term  anti- 
coagulant therapy  in  large  municipal  hos- 
pital outpatient  departments  is  apparent 
and  indeed  urgent.  At  present,  it  is  being 
handled  poorly  or  not  at  all  by  most  mu- 
nicipal hospitals.  This  can  be  carried  on  suc- 
cessfully with  a minimum  number  of  hemor- 
rhagic and  thromboembolic  complications, 
as  has  been  demonstrated.  A visiting  nurse 
or  a social  worker  should  be  available  to 
visit  delinquent  patients.  This  will  reduce 
markedly  the  number  of  patients  lost  to 
follow-up.  Clinics  of  this  type,  under  the 
.supervision  of  a senior  attending  phy.sician 
skilled  in  the  treatment  of  cardiovascular 


diseases  and  in  the  use  of  anticoagulant 
drugs,  provide  a useful  service  for  patient 
care  and  house  staff  training.  Without  such 
clinics,  patients  who  need  long-term  anti- 
coagulant therapy  as  a life-saving  measure 
are  discharged  without  the  protection  which 
should  be  available  to  them. 

Summary 

Thirty-four  patients  with  a variet3’’  of 
diseases  as.sociated  with  thromboemboli.sm 
during  a period  of  1,769  months  experienced 
a total  of  73  separate  episodes  prior  to  ther- 
apy. These  same  patients  on  anticoagulant 
therapy  for  one  year  or  more  had  4 throm- 
boembolic and  16  bleeding  episodes  in  a 
period  of  1,352  months.  There  were  no 
deaths  in  this  group  from  either  hemorrhage 
or  thromboembolism.  Services  of  this  type 
are  inadequate  throughout  this  country,  and 
steps  should  be  taken  to  provide  them. 
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Introduction 

Albert  A.  Dunn,  M.D.:  Our  subject  to- 
day is  the  lower  esophagus.  This  is  one  of 
the  areas  of  radiologic  romance,  particularly 
since  so  much  has  been  written  about  it,  and 
yet  there  is  considerable  difference  of  opinion 
about  the  borderlines  of  the  pathophysiol- 
ogy of  this  segment  of  the  gastrointestinal 
tract.  I am  sure  that  almost  all  of  you  have 
been  troubled  often  with  the  question:  “Is 
there  a small  hiatus  present?”  particularly 
when  the  patient  has  an  anginal  picture. 

We  have  brought  together  today  an  endos- 
copist, a radiologist,  and  a surgeon  to  relate 
their  attitudes  and  experiences  in  this  area 
in  order  that  we  may  profit  from  these  ex- 
periences and  obtain  a sharper  image  of  the 
pathophysiology  of  this  segment. 

We  will  call  on  Max  L.  Som,  M.D.,  first 

* By  Invitation. 

Presented  at  the  I54th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  Section  on  Radiology,  May  12,  1960. 


to  learn  his  attitudes  toward  this  particular 
problem  from  the  endoscopist’s  viewpoint. 
Dr.  Som. 

From  the  Viewpoint  of  the  Endoscopist 

AIax  L.  Som,  M.D.:  I’d  like  to  start  by 
illustrating  the  criteria  that  the  endoscopist 
uses  for  establishing  a diagnosis,  or  at  least 
making  a tentative  diagnosis,  of  the  diseases 
we  encounter  in  the  lower  esophagus. 

Figure  1 is  a picture  in  which  I have  tried 
to  show  the  distances  between  the  crico- 
pharyngeus  muscle  and  the  hiatus.  The 
endoscopist  uses  these  distances  as  his  stand- 
ard for  letting  the  radiologist,  the  surgeon, 
and  the  medical  men  know  the  levels  at 
which  pathologic  conditions  are  encountered. 
The  cricopharyngeus  muscle  at  the  mouth 
of  the  esophagus  is  usually  encountered  at 
about  16  cm.  The  next  important  land- 
mark, from  the  upper  incisor  teeth,  is  the 
arch  of  the  aorta  which  is  about  22  or  23  cm., 
and  a few  centimeters  below  that  is  the 


November  15,  1961 


3823 


SYMPOSIUM  AND  PANEL  DISCUSSION 


Fig.  1.  The  distance  from  the  cricopharyngeus 
muscle  or  mouth  of  the  esophagus  to  the  crura  is 
about  40  cm.  from  the  upper  incisor  teeth. 

bifurcation  of  the  trachea.  Finally,  the 
hiatus  and  the  entrance  of  the  tubular 
esophagus  into  the  stomach  are  encountered 
somewhere  between  39  and  40  cm.  from 
the  upper  incisor  teeth. 


(3f  course,  there  are  variations,  depending 
on  the  height  of  the  patient,  and  in  some 
diseases,  such  as  achalasia,  the  esophagus 
can  be  elongated  as  much  as  10  cm.  beyond 
the  normal  length.  One  often  wonders 
how  an  additional  distance  of  10  cm.  of 
gullet  can  be  accommodated  in  the  thoracic- 
cage  while  still  remaining  above  the  level  of 
the  hiatus. 

To  appreciate  the  pathologic  conditions 
one  may  encounter  in  the  terminal  esophagus 
it  would  be  well  to  describe  the  normal  find- 
ings in  the  thoracic  lower  portion  of  the 
esophagus,  as  it  is  entered  from  above  with 
an  open  rigid  esophagoscope.  Below  the 
arch  of  the  aorta,  there  is  rather  pale  pinkish 
mucosa,  the  smooth  mucosa  of  the  esophagus. 
Regardless  of  the  illumination  which  is  used, 
whether  it  be  distal  illumination  or  proximal 
illumination,  there  is  a distinct  hue  to  the 
normal  esophagus.  It  is  somewhat  of  a pale 
pink.  With  in.spiration,  of  course,  the  eso- 
phageal wall  dilates,  and  with  expiration  it 
contracts  (Fig.  2).  This  condition  holds 
in  the  terminal  esophagus  until  a distance 
of  about  38  to  40  cm.  from  the  upper  incisor 
teeth  is  reached  (Fig.  3). 

At  this  level,  in  the  average  patient  there  is 
a .spastic  area  which  we  have  termed  the 
ro.sette.  Here  there  is  a state  of  contraction 


Fig.  2.  During  inspiration,  the  lumen  of  the  thoracic  esophagu.s  dilates  and  collapses  with  expiration. 
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Fig.  3.  Endoscopic  appearance  of  the  rosette. 
This  contractile  segment  is  usually  encountered  at 
38  to  40  cm.  from  the  upper  incisor  teeth. 


of  the  terminal  esophagus  which  does  not 
open  with  inspiration.  It  is  not  influenced 
by  respiration.  It  remains  more  or  less 
closed  until,  in  the  normal  person,  the  mere 
contact  of  the  esophagoscope  to  the  lateral 
wall  of  the  terminal  esophagus  above  the 
rosette  causes  the  terminal  esophagus  to 
open  promptly.  As  it  opens  you  introduce 
the  esophagoscope  more  distally  into  the 
stomach. 

As  you  introduce  the  tube  beyond  the 
rosette,  there  is  an  area  of  about  2 cm. 
of  normal  pinkish  smooth  epithelium  before 
the  gastric  rugae;  one  notes  the  escape  of 
gastric  juice  (Fig.  4).  One  should  see  a 
distinct  difference  in  the  color  between  the 
pale  mucosa  of  the  esophagus  and  the  red 
color  of  the  gastric  rugae. 

The  Z line,  or  “ora  serrata,”  represents 
the  juncture  of  the  gastric  and  esophageal 
mucosa  and  is  not  difficult  to  recognize 
endoscopically.  The  smooth  epithelium  of 
the  esophagus  with  its  distinct  pale  hue  can 
be  contrasted  to  the  reddi,sh,  sometimes 
crimson,  color  of  the  gastric  mucosa  and 
rugae. 

Now,  so  much  for  the  normal.  What  do 
you  see  when  you’re  dealing  with  a sliding 
hiatal  hernia?  As  you  introduce  the  endo- 
scope, at  a level  above  the  hiatus,  some- 


Fig. 4.  When  the  rosette  rela.xes,  the  esophago- 
scope is  guided  into  the  stomach.  Gastric  juice 
appears,  and  the  rugae  can  be  visuahzed. 


where  between  35,  36,  and  37  cm.  from  the 
upper  incisor  teeth,  you  may  encounter  the 
rosette.  And  there  may  or  may  not  be 
reflux  at  this  time. 

Unfortunately,  the  endoscopist  does  not 
examine  by  esophagoscope  many  patients 
who  have  no  symptoms  of  hiatal  hernia. 
Occasionally  one  is  fortunate  enough  to 
examine  by  esophagoscope  a patient  on 
whom  an  endoscopy  is  suggested  because  the 
radiologist  sees  evidence  of  a hiatal  hernia 
and  feels  that  there  may  be  some  other 
pathologic  condition  present. 

In  some  of  these  patients  who  have  heart- 
burn with  hiatal  hernia,  the  radiologist  does 
not  see  evidence  of  esophagitis,  and  yet  the 
endoscopist  may  be  able  to  demonstrate 
esophagitis.  In  other  patients  in  whom  the 
esophagoscopist  finds  evidence  of  esophagitis 
there  is  no  associated  heartburn. 

On  several  occasions  we’ve  been  fortunate 
enough  to  examine  by  esophagoscope  a 
patient  with  a small  or  large  hiatal  hernia 
who  is  symptom-free;  only  because  of  some 
bizarre  x-ray  finding  has  it  been  suggested 
that  the  patient  be  examined  by  esophago- 
scope. Under  such  conditions,  one  may  find 
the  pale  color  of  the  esophageal  mucosa. 
A rosette  may  or  may  not  be  present,  and 
gastric  reflux  may  or  may  not  be  demon- 
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strable. 

If  the  hiatal  hernia  is  small  and  the  rosette 
is  detected,  at  37  cm.  from  the  upper  incisor 
teeth,  for  example,  one  may  have  to  traverse 
about  2 or  even  3 cm.  of  esophageal  mucosa 
befoi’e  entering  the  gastric  pouch.  However, 
in  the  larger  sliding  hiatal  hernias,  at  34  and 
35  cm.  from  the  upper  incisor  teeth,  for  some 
reason  or  other,  the  esophageal  mucosa 
runs  into  the  gastric  mucosa  without  very 
much  of  a vestibular  segment. 

Peptic  Esophagitis.- — In  dealing  with 
peptic  esophagitis,  the  x-ray  findings  may 
vary.  In  early  cases  of  peptic  esophagitis, 
the  x-ray  film  may  show  no  evidence  of  rigid- 
ity ulceration,  or  reflux.  However,  with  the 
patient  complaining  of  heartburn,  the  eso- 
phagoscopist  may  be  able  to  detect  early,  or 
sometimes  manifest,  signs  of  esophagitis. 

We  have  divided  peptic  esophagitis  into 
several  groups.  First  is  the  so-called  peptic 
esophagitis  with  or  without  small  hiatal 
hernia,  second  the  syndrome  or  the  findings 
we’ve  alluded  to  as  marginal  ulceration  with 
hiatal  hernia,  and  finally  the  gastric-lined 
esophagus  or  heterotopia. 

In  peptic  esophagitis,  the  roentgenogram 
may  show  a long,  narrow  tapering  segment. 
On  esophagoscopy  the  narrowness  of  the  seg- 
ment may  not  be  due  to  organic  stenosis  but 
rather  to  spasm.  It’s  unusual  to  find  organic 
stenosis  with  such  roentgenographic  findings. 

As  the  tube  proceeds  down  the  esophagus 
by  the  aortic  arch,  there  may  be  a change  in 
the  color  of  the  esophagus  from  pale  pink  to  a 
reddish  or  more  intense  crimson  color, 
approaching  almost  that  of  the  gastric 
rugae.  And  dispersed  throughout  this  lower 
esophagus  there  may  be  superficial  areas  of 
ulceration,  small  areas  of  submucosa  hemor- 
rhage, and  pin-point  areas  of  superficial 
erosion. 

These  ulcerations,  esophagoscopically,  ap- 
pear most  often  at  the  distal  esophagus.  If 
you  remove  the  fibrinous  exudates,  and 
these  are  very  easily  removed,  either  by 
suction,  by  the  abrading  action  of  the 
e.sophagoscope,  or  by  a forceps,  then  you 
come  down  on  a granular  base. 


Fig.  5.  Marginal  ulceration  with  hiatal  hernia. 
The  erosion  is  generally  superficial,  and  the  reflux 
of  gastric  juice  into  the  esophagus  is  constant. 


In  peptic  esophagitis  this  segment  of 
esophagitis  may  extend  to  a distance  of  5 
to  10  cm.  proximal  to  the  cardia,  and  there 
may  or  may  not  be  free  gastric  reflux.  These 
are  the  cases  which  we  see  very  often  in 
association  with  duodenal  ulcer.  We  see 
these  cases  in  patients  after  prolonged  pe- 
riods of  unconsciousness  and  sometimes  after 
nasogastric  intubation.  Most  of  these  cases 
do  well  with  medical  treatment  and  are 
helped  occasionally  by  the  introduction  of  a 
mercury- weigh  ted  tube. 

If  there  is  a hernia  and  you  pass  the  tube 
beyond  the  rosette  or  juncture,  you  enter 
the  gastric  pouch.  There  is  now  a flow  of 
gastric  juice,  and  if  you  continue  for  3 or 
4 cm.  more,  you  may  be  able  to  see  the  move- 
ment of  the  crura  with  inspiration.  Beyond, 
there  may  be  abundant  regurgitation  of  the 
gastric  juice  into  the  thoracic  pouch  from 
the  stomach  itself.  In  other  words,  the  first 
reflux  goes  from  the  pouch  into  the  esopha- 
gus, but  I think  in  some  cases  it  goes  mosth' 
from  the  stomach  into  the  thoracic  pouch 
where  there  is  a wide  hiatus. 

In  the  syndrome  we  called  marginal  ulcera- 
tion, there  is  an  associated  small  or  large 
hiatal  hernia;  the  size  of  course  does  not 
make  too  much  difference.  One  encounters 
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Fig.  6.  Postmortem  specimen  demonstrating  a 
gastric-lined  esophagus.  Deep  ulceration  is  present 
at  the  juncture  of  gastric  rugae  and  terminal 
esophagus  which  is  lined  with  velvety,  gastric 
mucosa. 

a segment  of  narrowing.  This  narrowing 
may  not  be  due  to  a stenosis  or  fibrosis 
but  may  be  associated  primarily  with  spasm. 
This  may  be  verified  by  the  fact  that  as  you 
put  the  tube  down  the  esophagus,  the  wall 
spreads  apart,  revealing  the  thoracic  pouch. 

The  ulceration  there  is  more  apt  to 
cover  a larger  area,  usually  on  the  posterior 
and  the  left  wall  of  the  terminal  esoph- 
agus (Fig.  5).  It  is  always  proximal  to 
the  gastroesophageal  juncture,  and  one 
feature  of  this  disease  endoscopically  is  the 
constant  reflux  of  gastric  juice  through  the 
patent  gastroesophageal  opening  surrounded 
by  marginal  ulceration. 

In  some  of  these  cases,  as  soon  as  you  put 
the  esophagoscope  tube  into  the  terminal 
esophagus,  or  lower  third,  there  is  a persistent 


regurgitation  of  gastric  juice  which  you  must 
keep  on  aspirating  until  the  stomach  has 
been  emptied. 

Endoscopically,  you  see  a whitish  ulcera- 
tion, usually  posteriorly.  This  is  not  a deep 
ulceration.  If  you  examine  the  same  patient 
by  esophagoscope  at  various  times,  you  may 
or  you  may  not  see  the  ulceration.  If  the 
patient  is  put  on  a medical  regime  with  or 
without  bougienage,  you  may  not  en- 
counter even  a superficial  ulceration  at 
the  next  examination.  And  you  may  find 
very  little  evidence  of  marginal  ulceration. 

Some  of  these  cases,  as  you  know,  develop 
into  peptic  stenosis  with  fibrosis.  In  many 
of  these  cases  there  is  associated  some 
degree  of  heterotopia,  and,  if  you  take  a 
biopsy,  you  may  find  some  gastric  mucosa 
as  well  as  squamous  epithelium. 

Heterotopia.^ — The  next  group  consists  of 
the  heterotopic  or  the  gastric-lined  esoph- 
agus (Fig.  6).  We  had  a patient  who  was 
under  observation  for  about  ten  years.  In 
1944  his  first  complaint  was  not  dysphagia 
but  boring  pain  in  the  back.  In  1948  he  still 
had  very  little  obstruction,  but  he  had  severe, 
boring  back  pain.  Finally  in  1953  he  had 
a marked  stenosis  at  the  juncture  of  the  true 
stomach  and  the  gastric-lined  esophagus. 
The  second  narrowing  is  at  the  juncture  of 
the  gastric-lined  esophagus  and  the  proximal- 
squamous-lined  esophagus.  This  creates  a 
typical  hourglass  appearance.  This  patient 
was  treated  endoscopically  for  a long  time 
until  he  was  a man  of  advanced  years,  about 
seventy-eight.  Interestingly  enough,  as  in 
many  of  these  cases,  he  undoubtedly  had  this 
gastric-lined  esophagus  in  his  thirties,  but  no 
symptoms  were  enountered  until  later  on  in 
life.  Some  of  these  patients,  with  gastric- 
lined  esophagus,  come  under  observation 
for  symptoms  only  years  after  they  first 
notice  some  difficulty  in  swallowing. 

In  Figure  6 you  see  gastric  rugae  in  a post- 
mortem specimen;  above  the  gastric  rugae 
there  is  a sort  of  velvety  area  corresponding 
to  the  tubular  lower  esophagus  which  repre- 
sents the  gastric-lined  mucosa  of  the  lower 
esophagus.  Microscopically,  this  is  not  a 
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normal  gastric  mucosa.  It  does  not  have 
parietal  cells,  and  there  is  some  variation 
in  the  columnar  cells,  but  it  is  unquestion- 
ably an  embr3mnal  gastric  mucosa. 

At  the  site  of  the  juncture  between  the 
rugae  and  the  esophagus,  there  is  a deep 
ulceration.  Actually  you  see  anthrocotic 
material  that  is  appearing  through  the  super- 
ficial thin  layer  of  the  mucosa.  There  is  a 
segment  here  of  about  7 cm.  of  gastric-lined 
esophagus  and  then  a second  ulceration  and 
a narrowing  at  the  juncture  between  the 
heterotopic  and  the  squamous-lined  mucosa 
proximally. 

Deep  ulcerations  of  the  gullet  are  more 
common  in  gastric  mucosa.  The  Barrett 
ulcer  occurs  in  the  gastric-lined  esophagus. 

Most  of  these  cases  come  in  because  of 
dysphagia  as  the  result  of  progressive  healing 
and  fibrosis.  Some  of  them  have  bleeding, 
and  others  have  boring  pain  in  the  back. 
When  you  examine  them  by  x-ray,  you  may 
find  an  area  of  stenosis  at  the  gastro- 
esophageal juncture.  On  esophagoscopy, 
you  see  very  little  evidence  of  ulceration. 
In  fact,  you  may  see  a pallor  in  the  distal 
portion  of  the  esophagus  with  a relative 
narrowing  or  a marked,  almost  pin-point 
stenosis.  We  occasionally  encounter  this 
kind  of  a situation  in  rare  cases  of  healed 
peptic  esophagitis  or  healed  marginal  ulcera- 
tion. One  is  still  uncertain  about  the  course 
of  events.  It  raises  the  question  of  whether 
or  not  this  could  be  avoided  by  repair  of  the 
hiatal  hernia.  But  suffice  it  to  say  that  in 
some  of  these  cases  of  marked  stenosis,  you 
may  not  be  able  to  go  beyond  the  stenosis 
because  it  is  so  rigid.  If  these  cases  come  to 
operation,  you  may  very  well  encounter  a 
real  peptic  ulcer  distal  to  the  stenosis. 

Some  of  the  narrowing  may  be  pin-point,  so 
that  the  esophagoscope  cannot  be  introduced 
beyond  the  stenosis,  and  the  presence  of 
a deep  peptic  ulceration  in  gastric  mucosa 
distally  can  be  ascertained  only  by  surgery 
or  postmortem  examination.  X-ray  studies 
may  suggest  its  presence  in  the  cardia  (Fig. 
7).  There  is  a marked  stenosis  of  the 
terminal  esophagus  with  considerable  dila- 


Fig.  7.  Autopsy  specimen  showing  perforation 
through  cardia,  distal  to  stenotic  terminal  esophagus. 
The  narrowing  was  so  marked  that  the  ulcer  could 
not  be  seen  endoscopically. 


tion  proximally.  When  the  patient  was 
examined  by  esophagoscope  one  could  not 
get  beyond  the  narrowing.  The  patient 
then  had  a spontaneous  perforation;  in  the 
thoracic  pouch  there  was  a perforation  with 
a deep  ulceration  perforating  into  the 
mediastinum.  On  rare  occasions  there  maj’ 
be  deep  ulceration  in  the  thoracic  pouch 
with  a marked  stenosis  and  fibrosis  proxi- 
mate to  the  ulceration  so  that  it  cannot  be 
visualized  by  the  endoscopist. 

As  a matter  of  fact,  deep  peptic  ulcera- 
tion is  more  apt  to  be  encountered  either  in 
gastric  mucosa  or  in  the  Barrett  ulcer  type  in 
the  embryonal  columnar  epithelium  which 
may  line  the  distal  esophagus. 

Webs  of  the  Esophagus. — The  webs  of 
the  esophagus  which  one  sees  distallj’  rarelj^ 
are  due  to  trauma  or  burns;  those  are  more 
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apt  to  occur  at  a higher  level.  Occasionally 
you  do  see  a web  at  the  terminal  portion  of 
the  esophagus.  The  lumen  is  centrally 
placed,  and  the  web  is  thin.  One  is  more 
apt  to  be  dealing  with  an  inferior  esophageal 
ring;  the  diagnosis  and  treatment  of  the 
inferior  esophageal  ring  will  be  discussed 
later. 

Such  inferior  e.sophageal  rings  are  demon- 
strable by  the  roentgen  film.  We  have  tried 
to  locate  the  esophageal  ring,  as  regards  its 
relationship  to  the  esophagus  and  the 
stomach.  Endoscopically  we  found  the 
gastroesophageal  juncture  in  this  case,  but 
we  did  not  find  the  ring,  and  the  reason  is 
simple.  The  diameter  of  the  esophagos- 
copic  tube  was  not  wide  enough.  If  the  tube 
is  smaller  than  the  ring,  then  you  won’t  find 
it.  But  if  the  lumen  of  the  ring  is  smaller 
than  the  diameter  of  the  tube,  the  ring  will  be 
seen.  In  this  case  we  didn’t  find  the  ring 
endoscopically,  but  we  knew  it  was  present 
on  the  roentgen  film.  We  injected  some 
Lipiodol  at  the  Z line,  and  it  actually  corre- 
sponds to  the  region  of  the  ring  at  the  gastro- 
esophageal juncture  or  Z line. 

Achalasi.\. — The  next  topic  is  achalasia. 
The  endoscopic  findings  in  achalasia  ma}'  be 
very  difficult  to  demonstrate.  We  all 
know  how  wide  the  esophagus  can  be  in  that 
it  can  contain  actually  quarts  of  material. 
When  you  encounter  a patient  with  a wide 
esophagus  or  an  elongated  esophagus,  unless 
you  can  introduce  your  esophagoscopic  tube 
into  the  gastroesophageal  juncture,  enter 
the  stomach,  and  obtain  gastric  juice,  you 
have  not  substantiated  endoscopically  the 
diagnosis  of  achalasia.  You  may  very  well 
have  missed  a gastric  carcinoma  extending 
proximally. 

The  esophagus  in  achalasia  may  not  be 
as  wide  early  in  the  disease  as  it  is  elongated. 
The  standard  esophagoscope  which  is  40 
or  even  45  cm.  in  length  may  not  be  long 
enough  to  locate  the  rosette  or  gastro- 
esophageal juncture.  You  may  see  what 
looks  like  the  gastroesophageal  juncture, 
but  if  you  take  a biopsy  it  may  prove  to  be 
squamous  epithelium.  In  some  cases  the 


gastroesophageal  juncture  in  achalasia  with 
marked  dilatation  may  not  be  encountered 
until  50  cm.  from  the  upper  incisor  teeth. 
If  you  are  using  a 45-  or  a 48-cm.  tube,  you 
simply  will  dangle  it  above  the  hiatus. 

When  you  put  the  tube  in  the  esophagus 
and  remove  carefully  all  the  undigested 
debris,  you  may  find  something  that  you 
don’t  recognize  at  all.  As  you  introduce 
the  tube  farther,  3mu  may  find  some  papillary 
folds  which  may  look  like  the  gastro- 
esophageal juncture;  but  if  jmu  don’t  get 
gastric  juice  and  if  you  don’t  find  the  real 
rosette,  you  are  still  in  the  esophagus. 
You  may  find  areas  of  leukoplakia,  super- 
ficial erosion,  and  hemorrhage,  which  are  part 
and  parcel  of  the  stasis.  If  you  take  a 
biopsy  from  this,  you  may  still  get  squamous 
epithelium.  Finally  you  come  down  to  an 
area  in  the  terminal  esophagus,  where  jmu 
again  see  an  unrelaxed  segment,  a rosette, 
with  some  erosion  or  leukoplakia.  If  one 
touches  the  esophagoscopic  tube  to  the 
normal  esophageal  wall  a centimeter  or  two 
proximal  to  the  rosette,  the  lumen  opens  up 
promptly.  If  you  put  the  esophagoscopic 
tube  actually  on  the  rosette,  it  will  relax,  and 
you  will  obtain  gastric  juice. 

But  in  some  cases  of  achalasia,  you  can 
put  your  tube  right  on  the  rosette,  and, 
vinless  3mu  have  actually  entered,  the  rosette 
will  not  relax,  and  you  will  not  get  gastric 
juice.  You  must  get  gastric  juice  and  see 
gastric  rugae,  before  you  establish  the 
diagnosis  of  a functional  achalasia. 

Before  you  identifj^  the  rosette  with  your 
long  50-cm.  esophagoscope,  in  most  cases 
you  have  to  let  the  patient’s  head  hang  over 
the  edge  of  the  table  to  the  right  and 
below  so  that  the  esophagoscope  is  angulated 
to  the  left  and  anteriorly.  If  you  introduce 
a bougie  into  the  rosette,  it  opens  up,  and 
the  tube  goes  into  the  stomach,  thereby  prov- 
ing that  you’re  dealing  with  a functional 
achalasia. 

We  have  tried  to  localize  this  segment 
which  fails  to  relax.  In  one  instance  the 
surgeon  operated  for  what  was  called  inferior 
esophageal  spasm,  and  two  metal  plates 
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Fig.  8.  Endoscopic  appearance  of  gastric  car- 
cinoma extending  submucosally  into  the  distal 
esophagus.  The  esophagoscope  could  not  be 
introduced  into  the  stomach,  but  biopsy  revealed 
adenocarcinoma. 

were  placed  on  the  proximal  margin  of  the 
relatively  thin  distal  esophagus.  At  the  time, 
a muscle-splitting  operation  was  done. 
The  patient’s  symptoms  were  not  improved 
following  this  myotomy,  and  he  consulted 
us.  At  esophagoscopy  a paper  clip  was 
placed  at  the  Z line.  The  segment  which 
failed  to  relax  was  not  at  the  Z line  but  above 
and  between  the  Z hne  and  the  clips  which 
were  put  at  the  proximal  part  of  the  rela- 
tively thin  distal  esophagus,  the  vestibule. 

The  one  thing  you  must  be  sure  of  in 
achalasia  is  that  you  are  not  dealing  with 
other  conditions  which  are  producing  or- 
ganic stenosis,  such  as  peptic  stenosis  or 
gastric  carcinoma  undermining  the  mucosa 
and  producing  organic  stenosis.  Figure  8 
is  a picture  in  which  I tried  to  show  sub- 
mucosal infiltration  by  gastric  carcinoma. 
When  the  esophagoscope  is  in  the  region  of 
the  rosette  but  this  does  not  relax  and  you 
cannot  put  the  tube  in,  you  must  be  suspi- 
cious of  a malignant  condition.  As  a matter 
of  fact,  you  should  introduce  forceps  into  the 
narrow  portion  beyond  where  the  tube  can 
reach  and  take  a biopsy.  In  most  cases  a 
diagnosis  of  gastric  carcinoma  will  be  sub- 
stantiated. 


Dr.  Dunn  : Thank  you.  Dr.  Som,  for  * 
your  very  interesting  presentation. 

Our  next  speaker  will  be  Richard  Schatzki, 
1\1.D.,  I am  sure  that  we  will  all  be  interested 
in  his  message.  Dr.  Schatzki. 

From  the  Viewpoint  of  the 
Roeti  t genologist 

Rich.\ki)  Schatzki,  M.D.:  Of  course, 
there  is  a large  number  of  things  one  may 
discuss  in  regard  to  the  lower  end  of  the 
esophagus,  and  I selected  to  center  my  re- 
marks about  the  pi’oblem  of  the  hiatus 
hernia  while  touching  on  other  subjects 
which  are  related  to  this  topic. 

The  diagnosis  of  a large  hiatus  hernia 
offers  no  difficulty  to  the  radiologist.  The 
difficulty  starts,  as  we  all  know,  with  the 
diagnosis  of  the  small  hernia. 

It  is  rather  surprising  to  see  that  there  is 
still  so  much  difficulty  in  the  diagnosis  of 
hiatus  hernia,  considering  the  interest  which  •. 
this  subject  has  created  for  many  decades.  ' 
The  anatomists  have  studied  the  junction  of 
the  esophagus  and  the  stomach  for  many 
years,  the  Germans  wrote  long  papers  on  it 
in  the  last  century,  and  this  has  continued — 
from  time  to  time  long  papers  about  the 
anatomy  of  this  area  have  appeared. 
However,  this  problem  is  far  from  settled, 
in  spite  of  all  the  large  treatises  which  have 
been  written  about  it.  The  basic  difficulty 
lies  in  the  absence  of  a final  referee. 

The  pathologist,  who  usually  is  our  last 
judge,  is  of  very  little,  if  any,  help  in  the 
problem  of  small  hiatus  hernia.  The  surgeon 
frequently  is  helpful,  but  at  times  he  has 
diagnostic  difficulties,  and  the  localization  of 
the  gastroesophageal  junction  in  question- 
able small  hernias  may  be  impossible  during 
surgery.  In  other  words,  the  radiologist, 
who  in  a borderline  case  hopes  to  have  the 
surgeon  tell  him  whether  or  not  a small 
hernia  was  present,  may  put  his  trust  on 
unreliable  evidence. 

What  are  the  radiologic  criteria  of  hiatus 
hernia?  From  my  introduction,  you  reahze 
that  what  I’m  going  to  tell  you  is  subjec- 
tive, because  I feel  that  objective  evidence 
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I for  many  of  these  things  is  still  missing. 

The  easiest  definition  of  junction  between 
the  esophagus  and  stomach  is  the  place 
; where  the  cylinder  meets  the  bag.  That  is 
true  in  most  instances,  but  not  necessarily 
I so,  since  the  so-called  ampulla  of  the  lower 
esophagus  may  be  the  bag.  If  the  cylinder 
meets  the  bag  eccentrically,  that  is  highly 
' significant.  As  far  as  I’m  concerned,  it  is 
diagnostic  of  the  junction. 

This  eccentricity  at  times  is  not  apparent 
unless  one  turns  the  patient  in  various 
, directions  for  obvious  reasons  which  I do  not 
have  to  discuss  with  radiologists. 

How  about  the  presence  of  gastric  folds 
I above  the  diaphragm?  1 used  to  think  that 
j I was  pretty  good  at  recognizing  them.  I 

) have  become  more  and  more  skeptical  about 

my  ability  to  differentiate  between  eso- 
I phageal  and  gastric  folds  in  questionable 
I small  hernias.  There  is  no  doubt  that  the 
I folds  in  a large  hiatus  hernia  look  (piite  differ- 
\ ent  from  esophageal  folds,  but  the  thickness 
f of  folds  and  even  their  slight  tortuosity  do 
not  prove  that  they  are  gastric  folds  in 
otherwise  doubtfid  cases. 

The  width  of  the  hiatus  is  a highly  un- 
rehab le  evidence  of  herniation.  The  nor- 
mal hiatus  varies  considerably  in  width, 
and,  as  one  may  imagine,  it  varies  consider- 
ably in  the  same  individual  during  inspira- 
tion and  expiration. 

The  presence  of  a sphincter-like  constant 
narrowing  is,  in  a doubtful  case,  quite  help- 
ful in  localizing  the  gastroesophageal  junc- 
tion. As  you  know,  the  presence  or  absence 
of  a sphincter  at  the  junction  between  the 
esophagus  and  stomach  has  been  discussed 
for  decades.  Most  anatomists  deny  the 
presence  of  such  a sphincter.  A sphincter 
appears  to  be  present  to  almost  everybody 
else — the  radiologist,  the  endoscopist,  and  the 
physiologist  who  studies  pressure  gradients. 
I don’t  think  that  there  is  too  much  doubt 
that  there  is  some  physiologic  sphincter 
present.  I personally  feel  it’s  a rather  weak 
sphincter,  but  it  is  a sphincter.  In  a patient 
without  a hernia,  this  sphincter  is  not  visible 
to  the  radiologist,  but  it  becomes  quite  ob- 


vious in  herniation. 

Kinally,  1 believe  that  the  lower  esophageal 
ring  is  the  most  striking  and  definite  localizer 
for  the  juncture  of  the  esophagus  and 
stomach.  But  we’re  going  to  say  a little 
bit  more  about  this  later. 

Dysphagia. — The  (piestion  of  dysphagia 
in  patients  with  herniation  is  of  interest. 
Many  clinicians  are  perfectly  happy  to 
assume  that  hiatus  hernia  per  se  might  ex- 
plain a patient’s  difficulty  in  swallowing,  per- 
haps together  with  some  spasm  which  is 
connected  with  the  hiatus  hernia.  They 
seem  (juite  satisfied  that  the  cause  of  dys- 
phagia has  been  found  if  a hiatus  hernia  is 
demonstrated.  I personally  am  convinced 
that  the  presence  of  hiatus  hernia  per  se  is  no 
explanation  of  the  patient’s  dysphagia. 

What  is  the  cause  of  dysphagia  in  patients 
with  hiatus  hernia?  Esophagitis  is  generally 
considered  to  be  the  most  common  reason 
for  dysphagia  in  patients  with  hiatus  hernia. 
In  my  opinion,  esophagitis  will  not  cause 
dysphagia  unless  it  is  of  some  standing  and 
has  caused  some  rigidity  of  the  wall.  There 
may  be  rare  exceptions  to  this,  but  at  present 
I feel  that  superficial  esophagitis  may  cause 
pain,  may  cause  bleeding,  and  may  not  be 
visible  by  x-ray  but  does  not  cause  dysphagia, 
that  is,  sticking  of  food.  Esophagitis  is 
either  the  most  common  or  the  second  most 
common  cause  of  dysphagia  in  patients  with 
hiatus  hernia.  We’ll  say  a little  more  about 
that  in  a moment. 

The  rigid  area  caused  by  esophagitis  may 
be  long.  More  commonly,  there  is  only  a 
short  rigid  area  of  esophagitis  at  the  junction 
of  the  herniated  stomach  and  the  esophagus. 
The  area  of  rigidity  may  be  only  1 or  2 mm. 
in  length.  As  long  as  it  is  circumferential, 
it  will  cause  dysphagia. 

I personally  have  to  confess  that  I do  not 
know  as  much  about  reflux  as  I probably 
should.  The  reason  for  it  is  that  I just  can- 
not bring  myself  to  look  a long  time  for  re- 
flux. And  you  have  to  do  this  sometimes  to 
catch  the  moment  of  reflux.  If  I do  see 
reflux  in  my  routine  examination,  obviously 
I am  very  much  interested  in  it,  but  I do 
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not  spend  much  time  intentionally  in  the 
search  for  reflux,  and  I do  not  go  through  all 
kinds  of  maneuvers  to  try  to  induce  reflux. 

Lower  Esophageal  Ring. — How  does 
the  lower  esophageal  ring  fit  into  this  prob- 
lem? I have  been  interested  in  the  esoph- 
agus practically  throughout  my  radio- 
logic  life,  as  some  kind  of  a hobby.  It’s 
rather  surprising  that  not  until  1947  did  I 
realize  that  patients  with  rings  could  have 
symptoms  caused  by  the  ring.  Since  that 
time,  I’ve  seen  so  many  patients  with 
dysphagia  due  to  lower  esophageal  rings  that 
in  my  practice  I think  the  ring  has  become 
the  most  common  cause  of  repeated  episodes 
of  dysphagia.  We  have  seen  now  close  to 
bO  patients  with  lower  esophageal  ring- 
causing  symptoms.  The  symptoms  may  be 
very  transient,  occur  only  once  or  twice  a 
year,  or  be  more  common. 

I will  go  rapidly  through  the  various  radio- 
logic  criteria  and  characteristics  of  the  ring 
and  then  come  back  to  the  problem  of 
hiatus  hernia. 

The  ring  is  very  symmetrical  and  is  ecjual 
in  height  on  both  sides.  If  it’s  narrow 
enough,  a barium-filled  capsule  will  not  get 
through  the  narrowed  area.  The  ring  may 
not  be  visible  in  an  upright  position.  One 
may  miss  it  even  in  a horizontal  position  un- 
less one  distends  the  esophagus  immediately 
above  the  diaphragm. 

Symptoms  in  these  patients  are  ahnost 
boringly  similar.  They  consist  of  dysphagia 
appearing  during  meals.  This  seems  to 
happen  more  freijuently  when  the  patient 
eats  while  socially  engaged,  maybe  because 
he  is  then  less  careful  about  how  he  chews. 

Once  demonstrated,  the  ring  can  always 
be  reproduced,  provided  that  one  dilates  the 
esophagus  sufficiently  with  barium.  Sur- 
prisingly enough,  the  rings  do  not  seem  to 
change  appreciably  in  diameter  as  time 
goes  on. 

Since  rings  are  rather  rare  in  younger- 
age  groups,  one  would  expect  to  see  quite 
a number  of  patients  in  whom  rings  develop. 
Actually,  I have  seen  this  happen  only  in  a 
few  instances. 


The  ring  is  not  completely  rigid;  it  has  a 
certain  elasticity.  A swallowed  capsule 
may  try  to  squeeze  through  the  ring.  The 
capsule  at  this  moment  may  push  the  ring 
forward  like  a rubber  membrane.  When 
the  capsule  has  passed  through,  the  ring  will 
snap  back  to  its  original  position. 

Not  all  patients  with  rings  have  dysphagia. 
Actually,  most  rings  are  asymptomatic. 
Why  do  some  rings  cause  dysphagia  and 
others  not?  If  one  charts  all  rings  according 
to  their  maximal  diameter,  it  becomes  (juite 
evident  that  the  narrower  the  ring,  the  more 
likely  it  is  to  produce  dy.sphagia.  Eating 
habits  play  an  additional,  although  second- 
ary, role. 

What  relation  does  the  ring  have  to  the 
problem  of  hiatus  hernia?  In  some  cases,  it 
seems  quite  obvious  that  the  ring  is  at  the 
junction  of  the  esophagus  and  herniated 
stomach.  But  is  it  always?  At  times,  the 
purely  radiologic  picture  is  not  that  of  a 
classic  hernia. 

Still,  the  evidence  is  increa.sing  that  the 
ring  is  always  at  the  junction.  We  did  a 
group  of  360  routine  stomach  examinations 
of  patients  in  whom  we  tried  to  demon- 
strate a ring  by  distending  the  lower  end  of 
the  esophagus  as  much  as  we  could.  By 
pure  coincidence,  50  per  cent  of  these 
patients  were  under  fifty  years  of  age  and  the 
other  50  per  cent  over  fifty  years  old.  We 
found  17  rings  among  those  360  cases,  and 
16  of  .those  were  in  patients  over  fifty  years 
old.  Two  of  the  rings  were  symptomatic; 
both  patients  were  over  fifty  years  old. 

Rings  do  occur  in  younger  persons — the 
youngest  I have  seen  personally  was  in  a 
college  student  in  his  early  twenties.  The 
youngest  patient  with  a symptomatic  ring 
was  twenty-nine  years  old.  But  rings  be- 
come much  more  frequent  in  the  older-age 
group  as  do  hiatus  hernias. 

Then  there  came  a ca.se  such  as  the  one  Dr. 
Som  showed  you.  Bernard  F.  Wolf,  iM.D., 
and  Dr.  Som  had  a case  in  which  iodized  oil 
was  injected  endo.scopicall.y  at  the  junction  of 
the  esophageal  and  gastric  mucosa,  and  the 
oil  .seemed  to  appear  at  the  level  of  the  ring 
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• radiologically.  Melvin  M.  Figley,  M.D.,  at 
I that  time  in  Ann  Arbor,  now  at  Seattle,  sent 
me  a case  in  whom  a ring  had  been  demon- 
strated. His  group  had  placed  endoscopically 
' the  lowermost  bead  of  a beaded  string  at  the 

' junction  of  the  esophageal  and  gastric 

mucosa.  The  patient  was  examined  again 
I by  fl Horoscope  with  the  string  in  place,  and 

' the  ring  was  found  at  the  level  of  the 

lowermost  bead. 

j We  had  a young  patient  in  whom  we  found 

I a ring  during  late  pregnancy.  It  is  well 

I known  that,  for  obvious  reasons,  hiatus 

I hernia  is  more  common  in  pregnant  women. 

We  were  quite  interested  to  see  what  would 
I happen  after  the  pregnancy  was  over.  We 

! did  see  the  patient  six  weeks  after  delivery. 

' In  spite  of  the  fact  that  we  could  blow  up  the 

esophagus  unusually  much,  the  ring  was 
gone,  as  was  apparently  the  hernia. 

> In  some  cases  operated  on  by  Marshall  K. 

' Bartlett,  M.D.,  and  by  Francis  M.  Woods, 
j M.D.,  in  Boston,  biopsy  of  the  ring  showed 
both  esophageal  and  gastric  mucosa. 

Finally,  we  had  with  H.  Edward  Mac- 
Mahon,  M.D.,  an  autopsy  of  one  of  our  earlier 
patients.  In  the  spring  of  1948  we  had  found 
in  this  patient  a ring  with  classic  transient 
dysphagia.  In  1955  he  came  back,  still  had 
dysphagia,  and  still  had  a ring,  but  he  had 
lost  some  weight,  and  a cancer  of  the 
antrum  of  the  stomach  was  found  and  re- 
sected. Almost  two  years  later,  he  died 
of  recurrence. 

Roentgenograms  of  the  inflated  specimen 
showed,  with  increasing  distention,  the  ring. 
This  distention  was  necessary  to  bring  out 
the  main  feature  of  the  ring,  namely,  the 
diminished  distensibility. 

Then  the  air  was  removed,  and  the  speci- 
men was  distended  with  formalin  and 
finally  opened  up.  The  shelf -like  ring  was 
clearly  present,  covered  on  top  by  white 
esophageal  mucosa  and  at  the  under  surface 
by  gastric  mucosa.  Histologically,  the  shelf 
consisted  of  esophageal  and  gastric  mucosa, 
as  well  as  of  thickened  muscularis  mucosae. 
The  muscularis  of  the  esophagus  did  not 
participate  in  the  formation  of  the  ring. 


If  this  location  of  the  ring  is  confirmed  by 
later  studies,  then  for  the  first  time  we  have 
an  absolute  and  clear-cut  indicator  of  the 
location  of  the  junction  of  the  esophagus  and 
stomach.  There  are  still  many  things  which 
have  to  be  solved  as  far  as  the  ring  is  con- 
cerned. For  instance,  if  this  is  a hernia,  why 
don’t  we  see  esophagitis  in  these  patients 
more  frequently?  It’s  possible  that  some 
of  the  short  areas  of  esophagitis,  which 
simulated  a ring  originally,  were  rings 
which  later  were  complicated  by  esophagitis. 
Whether  or  not  all  patients,  when  they  come 
to  autopsy — and  the  autopsy  will  have  to  be 
done  with  distention  of  the  specimen — 
will  show  absence  of  fibrosis  as  our  patient 
did,  whether  or  not  a patient  can  have  a 
ring  without  a hernia,  whether  or  not  a ring 
will  disappear  when  a hernia  is  repaired  and 
nothing  is  being  done  to  the  ring — there  are 
many  such  questions  which  come  to  one’s 
mind. 

When  I was  a young  radiologist,  I thought 
it  was  easy  to  make  the  diagnosis  of  hiatus 
hernia.  The  older  I got,  the  more  skeptical 
I became.  I think  that  we  are  learning  now 
gradually  again  some  details  which  will  help 
us  to  find  more  solid  ground  for  the  diagnosis. 
The  important  thing  is  not  to  get  stuck  in  old 
nomenclature,  but  to  rely  on  what  we  see 
with  our  own  eyes. 

Dr.  Dunn:  Thank  you.  Dr.  Schatzki,  for 

your  remarks,  interesting  and  stimulating  as 
usual.  Our  next  speaker  is  Frederick  H. 
Amendola,  M.D.,  who  will  give  us  the  sur- 
gical approach  to  the  problem.  Dr.  Amen- 
dola. 

From  the  Viewpoint  of  the  Surgeon 

Frederick  H.  Amendola,  M.D.;  As  is 
usual  on  most  of  these  panel  discussions,  I 
learn  a great  deal  more  from  my  colleagues 
than  I have  to  contribute,  and  that  is  par- 
ticularly true  today.  It  is  very  easy  to 
speak  after  Dr.  Som  and  Dr.  Schatzki,  be- 
cause they  have  covered  the  subject  so  well 
that  they  have  relieved  me  of  the  necessity 
and  responsibility  for  going  into  the  physiol- 
ogy and  pathology  of  these  lesions  of  the 
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lower  esophagus. 

So  I shall  confine  my  presentation  to  a few 
brief  comments  on  these  lesions  as  they  are 
seen  by  the  surgeon.  I think  that  to  save 
time,  we  must  exclude  from  the  discus- 
sion subjects  such  as  esophageal  varices  and 
carcinoma  of  the  lower  end  of  the  esophagus. 

If  we  exclude  these  subjects,  then,  from 
the  point  of  view  of  the  surgeon,  it  is  likely 
that  hiatus  hernia,  with  its  complications, 
constitutes  the  most  serious  of  the  problems 
of  the  lower  esophagus.  Not  much  has 
been  said  about  treatment  thus  far  by  either 
Dr.  Som  or  Dr.  Schatzki;  but  certainly  dur- 
ing the  last  ten  or  fifteen  years,  the  thoughts 
of  surgeons  about  the  treatment  of  hiatus 
hernia  have  become  very  definitely  crys- 
tallized, although  their  thinking  may  not  be 
universally  accepted  as  yet  by  internists. 

But  the  surgeon  cannot  help  feeling  about 
hiatus  hernia  exactly  as  he  does  about  any 
other  hernia.  His  attitude  is  based  on  his 
own  experience  and  his  consultations  with 
radiologists  in  the  follow-up  of  patients  for 
long  periods  of  time.  A hiatus  hernia  is  like 
any  other  hernia,  in  the  sense  that  as  time 
goes  by,  it  tends  to  enlarge.  I think  that  has 
been  proved  fairly  well  in  studies  with  long 
follow-ups. 

The  basic  difference  between  hiatus 
hernias  and  other  hernias — and  this  has  been 
pointed  out  already — is  that  in  hiatus  hernia, 
particularly  the  concentric  or  sliding  type, 
there  is  a derangement  of  the  physiologic 
sphincter  mechanism  at  the  gastroeso- 
phageal junction.  As  this  junction  slides 
up  above  the  hiatus,  reflux  of  gastric  juice 
becomes  possible.  Dr.  Som’s  beautiful  pic- 
tures illustrated  that  very  nicely. 

As  reflux  of  gastric  content  occurs,  it  is 
possible  that  the  esophagus,  which  is  unduly 
sensitive  to  acid  regurgitation,  becomes  in- 
flamed. The  esophagitis  that  ensues  usually 
produces  manifestations  that  are  familiar  to 
all  of  us,  but  not  always,  because  there 
are  cases  in  which  the  esophagitis  has 
reached  a reasonably  advanced  stage  but  has 
given  the  patient  no  symptoms  whatever.  I 
think  that  every  endoscopist  will  probably 


support  that  observation.  We  have  seen 
many  patients  afflicted  with  a serious  esoph- 
agitis come  into  the  hospital  bleeding  se- 
verely from  the  esophagus  or  the  hernia 
pouch,  who,  under  the  most  careful  question- 
ing, cannot  recall  that  they  have  ever  had 
any  symptoms  whatever  that  we  might  call 
symptoms  of  esophagitis. 

Par.\-esophageal  Hernia. — In  the  para- 
esophageal hernia,  which  has  not  been  men- 
tioned as  yet,  of  course  the  gastroesophageal 
junction  is  at  the  hiatus  or  below  it,  and  in 
this  disorder  we  ordinarily  do  not  see  reflux. 
Indeed,  compression  from  the  protruding 
sac  of  cardia,  which  goes  up  alongside  the 
esophagus  in  para-esophageal  hernia,  tends 
to  prevent  regurgitation  in  the  esophagus. 

But  in  general,  as  time  goes  on,  as  this 
rolling  upward  of  the  para-esophageal  hernia 
becomes  more  marked,  the  hiatus  enlarges, 
the  fascial  attachments  of  the  lower  esoph- 
agus that  we  refer  to  as  the  phrenoesoph- 
ageal  ligaments  become  stretched  and 
sometimes  give  way  completely,  and  pro- 
gressive upward  sliding  of  the  lower  end 
of  the  esophagus  occurs.  Then  we  have 
the  common  picture  of  a combined  hernia, 
consisting  of  a sliding  component  and  a 
rolling  component. 

I think  we  all  agree  that  a great  many 
patients  afflicted  with  a sliding  hernia,  or  a 
rolling  hernia,  or  a mixed  type,  can  go  on 
for  many  years  without  any  symptoms  what- 
soever., I think  it  is  also  true  that  a con- 
siderable percentage  of  these  patients  even- 
tually will  develop  symptoms  of  esophagitis. 
Then  they  will  come  to  us  complaining  of 
substernal  pressure  or  epigastric  distress;  or 
they  may  have  actual  dysphagia,  although 
if  we  define  dysphagia  as  Dr.  Schatzki  did, 
not  too  many  of  them  have  it.  If  you  want 
to  be  strict  and  define  dysphagia  as  a dis- 
turbance of  swallowing,  due  to  sticking  of 
food  in  the  lower  esophagus,  there  are  not  too 
many  patients  who  complain  of  that  except 
those  suffering  from  the  advanced  type  of 
esophagitis. 

We  see  a good  many  patients  who  have  a 
serious  anemia  due  to  occult  bleeding  of 
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j obscure  origin,  in  whom  careful  investiga- 
I tion  reveals  no  cause  of  bleeding  other  than 
a hiatus  hernia.  Repair  of  the  hernia  im- 
I mediately  stops  the  hemorrhage.  And  I 
have  seen  a number  of  patients  who  have  had 
massive  gastroesophageal  bleeding,  who 
have  responded  dramatically  to  repair  of 
I the  hernia. 

Then,  of  course,  all  of  us  have  seen  cases  in 
I which  the  stomach  has  become  incarcerated 
I above  the  hiatus  with  ensuing  volvulus,  and 
occasionally  with  strangulation.  There  are 
! also  a number  of  cases  on  record  of  actual 
I perforation  of  the  incarcerated  stomach, 
j Despite  the  fact  that  in  our  practices  we 
i are  seeing  these  complications  of  hiatus 
{ hernia,  it  seems  to  me  that  some  of  our 
medical  colleagues  assume  an  unduly  casual 
attitude  toward  hiatus  hernia.  There  are 
• those  who  insist  that,  irrespective  of  the  size 
of  the  hernia,  operative  correction  should 
not  be  performed  until  serious  complications 
1 arise.  Such  a philosophy  can  lead  only  to 
unnecessary  and  unjustifiable  delay  in  the 
correction  of  a defect  that  is  keeping  a 
patient  from  leading  a normal  life.  In 
questioning  these  patients,  we  find  that 
many  of  them,  for  a number  of  years,  have 
been  receiving  medical  treatment  that  has 
not  been  too  effective;  they  have  been  eat- 
ing baby  foods,  they  have  been  taking 
antacids,  and  they  have  slept  with  the  head 
of  the  bed  elevated — all  to  no  avail.  Symp- 
toms have  continued  unabated,  and  the 
patients  have  been  bewildered  and  un- 
happy. I feel  that  today,  with  advances  in 
anesthesia  and  in  surgical  technics,  the  opera- 
tion for  hiatus  hernia  has  been  simplified. 
It  has  been  made  safe  in  the  hands  of  a good 
surgeon,  and  it  has  been  made  effective.  I 
think  the  indications  for  surgical  treatment 
of  hiatus  hernia  are  due  to  be  broadened, 
and  I hope  that  in  the  future  the  patient 
with  a symptom-producing  hiatus  hernia  will 
be  referred  for  a corrective  operation  before 
too  many  years  of  ineffectual  medical  therapy 
have  elapsed. 

In  the  early  stages  of  para-esophageal 
hernia,  the  gastroesophageal  junction  is  still 


below  the  hiatus  and  is  still  competent.  The 
para-esophageal  sac  at  this  point  may  even 
compress  the  lower  esophagus.  There  is  no 
regurgitation  at  this  time.  But  as  time  goes 
on  and  the  para-esophageal  protrusion  in- 
creases in  size,  almost  invariably  the  fascial 
attachments  of  the  hiatal  esophagus  give 
way,  and  then  the  so-called  combined  form 
of  hernia  results. 

In  1948  one  patient  had  an  established 
hiatus  hernia.  She  was  having  symptoms 
and  was  receiving  the  generally  accepted 
medical  treatment.  At  that  time,  she  was 
sixty-seven  years  old  and  was  told  that  she 
was  too  old  to  have  an  operation.  In  1951, 
three  years  later,  the  situation  was  getting 
worse,  and  the  patient  was  having  more  and 
more  symptoms.  At  that  stage,  the  patient 
was  seventy  years  old.  She  was  again  told 
that  she  was  too  old  to  have  an  operation. 
Then  she  came  in  to  us  in  October,  1958,  in 
shock;  she  had  been  vomiting  constantly 
for  four  days.  The  distal  part  of  the  stomach 
was  incarcerated  in  the  chest,  and  a volvulus 
had  occurred.  This  very  sick  woman  was 
seventy-seven  years  old  by  this  time;  but 
old  or  not,  she  had  to  have  an  emergency 
operation.  The  operation  was  performed, 
and  the  result  was  excellent.  For  the  first 
time  in  over  twenty  years,  she  was  com- 
pletely asymptomatic. 

We  can  duplicate  this  series  of  events  in  our 
files  at  the  Roosevelt  Hospital  any  number 
of  times,  and  I am  sure  that  all  of  you  can 
duplicate  it  at  your  own  institutions.  I 
cannot  help  feeling  that  some  of  our  col- 
leagues are  too  conservative  about  sug- 
gesting operative  relief  in  these  cases. 

The  operative  approach  to  a hiatus  hernia 
is  either  through  the  thorax  or  transabdom- 
inally.  In  the  procedure  that  Allison  pop- 
iilarized,  a counterincision  is  made  in  the 
diaphragm,  the  hernia  is  reduced,  and  the 
stomach  is  pulled  down  into  the  abdomen 
through  the  hiatus.  The  two  margins  of  the 
hiatus  are  then  approximated  behind  the 
esophagus  with  interrupted  sutures. 

Abdomin.^l  Approach. — I have  used  the 
abdominal  approach  in  about  three  quarters 
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of  my  patients.  I prefer  this  approach  be- 
cause in  my  experience  many  of  these  pa- 
tients have  an  intra-abdominal  lesion  in  addi- 
tion to  the  hiatus  hernia — perhaps  gall- 
stones or,  not  infrequently,  a duodenal  ulcer ; 
and  I do  something  about  the  additional 
disease  at  the  same  time.  I reserve  the 
transthoracic  approach  for  those  patients 
who  have  had  a great  deal  of  previous 
abdominal  surgery,  for  patients  who  are  very 
obese  and  in  whom  abdominal  exposure 
might  be  a little  difficult  for  that  reason,  or 
for  patients  who  have  some  unusual  con- 
figuration of  the  chest. 

In  the  abdominal  approach  the  incision  is 
median  epigastric.  The  herniated  stomach, 
which  is  going  up  through  the  hiatus, 
is  pulled  down.  The  peritoneal  reflection 
at  the  site  of  the  hiatus  is  incised.  A sling 
is  placed  around  the  esophagus,  the  cardio- 
esophageal  junction  is  pulled  down,  and  the 
sutures  are  introduced  posteriorly  behind 
the  esophagus,  bringing  the  edges  of  the 
hiatus  together.  I think  it  is  most  im- 
portant to  emphasize  at  this  point  that  in 
repairing  a hiatus  hernia,  it  is  essential  that 
the  sutures  be  placed  posteriorly,  behind  the 
esophagus. 

It  is  also  important  to  bring  enough 
esophagus  down  below  the  hiatus,  so  that  the 
normal  angulation  between  the  esophagus 
and  the  stomach  at  the  gastroesophageal 
junction  is  restored.  I feel  that  restoring 
this  angulation  probably  has  a good  deal 
to  do  with  the  prevention  of  reflux. 

About  the  fifth  day  after  one  patient  had 
a transthoracic  repair  of  a very  large  hiatus 
hernia,  she  began  to  complain  of  a little  full- 
ness and  distress  in  the  upper  abdomen,  and 
she  lost  her  appetite  completely.  Ten  days 
after  the  operation,  the  left  leaf  of  the 
diaphragm  appeared  paralyzed,  and  the 
stomach  was  greatly  distended  and  appar- 
ently resting  snugly  under  the  leaf. 

Then  Dr.  Dunn  gave  the  patient  a little 
barium,  and  the  worst  fears  of  the  surgeon 
were  confirmed.  The  stomach  had  herniated 
up  through  the  counterincision  in  the 
diaphragm,  with  the  esophagus  coming 

38.36 


down  through  the  hiatus  into  the  portion 
of  the  stomach  that  had  remained  in  the 
abdomen. 

At  operation,  these  findings  were  con- 
firmed. The  stomach  was  reduced  again 
below  the  diaphragm  through  the  counter-  . 
incision,  and  this  time  the  diaphragm  was 
sutured  more  securely.  I think  the  possi-  ‘ 
bility  of  this  complication  should  alert  the 
surgeon  to  be  extremely  careful  about  the 
security  of  the  closure  of  the  counterincision 
in  the  diaphragm,  if  he  has  made  one.  ; 

A patient  came  to  Roosevelt  Hospital  and  ^ 
was  sent  to  Dr.  Dunn  with  the  recpiest 
that  he  find  out  why  the  patient  was  starving  ■ 
to  death.  Roentgenograms  showed  an  enor-  , '• 
mous  cystic  shadow  in  the  chest.  Then  , 
Dr.  Dunn  gave  her  some  barium.  There  ^ 
was  tremendous  dilatation  and  tortuosity 
of  the  esophagus,  making  it  difficult  to  get  ' 
the  barium  over  the  obstructed  area. 

The  site  of  the  first  angulation  was  the 
azygos  vein,  over  which  the  tremendously 
distended  esophagus  had  been  stretched. 
This  patient  was  seventy-five  years  old 
and  was  almost  a cadaver  at  the  time  of 
her  admission  to  the  hospital.  Man3’’ 
years  previously,  when  she  was  in  her 
thirties,  she  had  had  dilatations  from  time 
to  time  for  achalasia.  The  diagnosis  had 
been  established.  This  was  in  the  early 
days  of  endoscop^q  and  the  dilatations 
apparently  had  not  been  very  effective. 

A repair  on  this  elderly  woman  was  per- 
formed through  the  right  chest  because 
of  the  need  to  correct  the  obstruction  at 
the  azygos  vein  level,  as  well  as  the  con- 
striction lower  down.  The  azj^gos  vein  was 
divided  and  the  high  obstruction  of  the 
esophagus  relieved.  Then  the  lower  con- 
striction was  relieved  with  a cardiomyotom5^ 
Unfortunately,  on  the  fifth  day  after  the 
operation,  she  had  a massive  cerebral 
hemorrhage  and  died. 

Achalasi.\. — Achalasia  is,  as  you  know, 
a neuromuscular  disturbance  of  the  esopha- 
gus, and  the  whole  esophagus  is  involved; 
but  from  the  point  of  view  of  the  surgeon, 
treatment  is  directed  at  the  site  of  obstniction, 
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which  is  at  the  gastroesophageal  junction. 

I am  sure  that  Dr.  Som  has  used  endos- 
copic dilatation  on  a great  many  patients 
with  achalasia,  particularly  those  in  the 
early  stages,  and  I am  also  certain  that  a 
large  percentage  of  those  patients  have 
remained  well  as  a result  of  his  dilatations. 
But  I am  equally  certain  that  the  degree  of 
success  attending  dilatation  for  achalasia 
depends  to  a large  extent  on  who  is  doing  the 
endoscopic  work.  I am  certain  that  in  the 
hands  of  an  expert  like  Dr.  Som,  a majority 
of  the  early  cases  in  which  he  has  done 
dilatations  have  continued  to  be  free  of 
symptoms. 

However,  an  appi’eciable  number  of 
individuals  with  achalasia,  for  one  reason 
or  another,  do  get  to  the  surgeon.  They 
are  usually  the  late  cases  in  whom  the 
endoscopist  has  difficnlty  in  doing  a satis- 
factory dilatation,  or  they  are  people  who 
will  not  come  back  for  repeated  endoscopy 
or  who  will  not  tolerate  it  at  all.  Those  are 
the  ones  who  come  to  us  for  operation,  and 
I am  sure  that  it  can’t  be  more  than  10  or 
15  per  cent  of  the  entire  group  of  people 
suffering  from  achalasia. 

For  that  group,  I am  convinced,  the 
most  effective  remedy  is  the  old  operation 
devised  by  Heller  many  years  ago,  known 
as  the  extramucosal  cardiomyotomy.  In 
this  operation,  as  you  know,  the  entire  muscu- 
lar wall  of  the  gastroesophageal  segment  is 
divided  down  to  the  mucous  membrane, 
through  an  incision  which  is  about  10  cm. 
in  length.  It  can  be  done  with  the  index 
finger  in  the  esophagus  if  the  surgeon  so 
prefers.  In  that  case,  a very  small  gastrot- 
omy  incision  is  made  and  the  finger  in- 
troduced through  it.  Recently,  some  sur- 
geons have  been  using  an  inflatable  balloon 
catheter  in  the  lower  esophagus  to  be  sure 
that  they  have  divided  all  the  circular 
muscular  fibers. 

A great  many  patients  who  have  an 
achalasia  also  have  a small  hiatus  hernia; 
an  abnormal  hiatus  might  be  produced 
in  the  course  of  operative  manipulation. 
It  is  imperative,  therefore,  that  the  hiatus 


be  repaired  as  well,  at  the  time  the  cardio- 
myotomy is  done.  In  some  cases,  a pyloro- 
myotomy  is  added  to  insure  emptying  of  the 
stomach.  Some  surgeons  are  including 
vagotomy  and  pyloroplasty  to  reduce  stom- 
ach acidity. 

Lower  Esophageal  Ring.^ — We  had 
one  patient  who  was  a man  in  his  early 
fifties.  He  had  reached  the  point  at  which 
he  was  having  real  dysphagia  at  many 
of  his  meals,  his  food  sticking  just  above 
the  ring,  I presume.  He  was  referred 
to  us  for  surgical  treatment  when  con- 
servative measures  no  longer  helped  and 
was  operated  on  through  the  abdomen.  A 
small  hiatus  hernia  was  found,  which  was 
repaired,  and  through  a gastrotomy  the  ring 
was  ruptured  digitally  from  below.  I am 
sure  the  ring  could  have  been  partially 
excised  just  as  easily,  but  it  is  my  impression 
that  both  procedures,  finger  dilatation  and 
excision,  are  equally  effective.  Certainly, 
esophagotomy  is  not  necessary. 

Excision  of  part  of  the  ring  has  the 
advantage,  of  course,  of  providing  us  with 
material  for  microscopic  examination.  Sur- 
gical experience  seems  to  be  confirming 
Dr.  Schatzki’s  thesis  that  in  most  of  these 
cases  there  is  a small  associated  hiatal 
hernia,  and  that  the  ring  is  almost  invariably 
at  the  junction  of  the  esophagus  and 
stomach. 

Question  and  Answer  Period 

Dr.  Dunn:  Dr.  Schatzki,  I have  several 
questions  for  you.  In  a patient  with  a 
small  hernia  and  no  evidence  of  reflux, 
or  esophagitis,  are  there  any  roentgen 
findings  indicating  that  the  hernia  is  the 
cause  of  symptoms? 

Dr.  Schatzki:  No. 

Dr.  Dunn:  Dr.  Schatzki,  what  is  your 
technic  for  demonstration  of  a lower  eso- 
phageal ring? 

Dr.  Schatzki:  Well,  that’s  very  simple. 
I find  the  easiest  way  to  do  it  is  to  have 
the  patient  take  a mouthful  of  barium 
and  put  the  patient  in  the  face-down  position 
turned  on  his  right  side,  that  is,  the  usual 


November  15,  1961 


3837 


SYMPOSIUM  AND  PANEL  DISCUSSION 


position  in  which  we  make  our  survey  films 
of  the  stomach.  Ask  him  to  swallow. 
When  you  think  the  barium  approaches 
the  lower  esophagus,  open  the  shutter  just 
for  the  size  of  a spot  film.  As  soon  as  you 
see  the  barium  appear  in  the  field,  ask  him 
to  take  a deep  breath.  By  the  time  he  has 
done  so,  the  barium  has  reached  the  dia- 
phragm and  is  cut  off  by  inspiration,  and 
the  lower  esophagus  is  distended  there. 
Then  you  take  your  picture. 

Dk.  Dunn:  Dr.  Som,  how  dangerous  a 
procedure  is  endoscopy,  and  what  is  the 
incidence  of  perforation  of  the  esophagus? 

Dr.  Som:  The  danger  of  esophagoscopy 
in  the  normal  person  is  relatively  small, 
depending  on  the  skill  and  experience  of 
the  endoscopist.  There  are  certain  hazards 
in  older  people,  especially  those  with  sclero- 
sis of  the  cervical  vertebrae  or  with  der- 
matomyositis,  and  in  patients  in  whom  it 
is  hard  to  get  a wide  opening  of  the  mouth 
and  separation  of  the  teeth  to  introduce 
the  tube.  But  I think  in  the  average  case 
the  risk  of  perforation  of  the  esophagus 
at  the  introduction  at  the  cricopharyngeus 
would  be  less  than  1 per  cent. 

Of  course,  when  you  are  dealing  with 
a stenotic  stricture  or  a stenotic  segment, 
in  the  attempt  to  dilate  this  you  have  an 
inherent  risk  of  perforation  which  cannot 
be  denied;  when  you  are  attempting  to 
distend  or  dilate  a pyloric  stenosis,  there 
is  a risk  that  you  may  become  too  energetic 
and  tear  the  stenotic  area.  This,  of  course, 
again  depends  on  how  much  pressure  the 
endoscopist  uses.  If  the  pressure  is  gentle, 
and  simply  exerted  by  his  wrist,  there  is 
much  less  risk. 

Dr.  Dunn:  Dr.  Amendola,  how  certain 
can  the  surgeon  be  at  the  time  of  opera- 
tion that  there  is  a small  hiatus  hernia 
present,  for  example  2 or  3 cm.  of  hernia- 
‘tion? 

Dr.  Amendola:  Dr.  Dunn,  I’m  afraid 
to  answer  that  question  sitting  next  to 
Dr.  Schatzki  here.  I think  he  believes  no 
one  can  tell,  and  I am  inclined  to  agree  with 
him.  We  have  usually  depended  on  the 


roentgenologist  to  tell  us  whether  there 
is  a small  hiatus  hernia  or  not.  You  cannot 
be  guided  entirely  by  the  size  of  the  hiatus. 
I think  an  enlargement  of  the  hiatus  does 
not  necessarily  indicate  that  a hiatus  hernia 
is  present.  However,  I think  that  as  one 
sees  more  and  more  hiatuses  and  gets  into 
the  habit  of  trying  to  introduce  his  finger 
up  alongside  the  esophagus  anteriorly  and  a 
little  to  the  right,  he  will  find  cases  in  which 
there  is  a very  definite  give.  Sometimes 
you  can  introduce  your  finger  up  4 or  5 cm. 

If  there  is  that  much  give,  I think  you 
have  to  assume  that  there  is  relaxation 
or  lengthening  of  the  normal  gastroesophageal 
attachments  and  that,  under  certain  con- 
ditions of  increased  abdominal  pressure, 
herniation  upward  can  occur.  This  is  the 
only  way  I can  answer  that  question. 

Dr.  Schatzki:  Are  you  sure  that  you 
can  see  from  the  outside  the  junction  of 
the  esophagus  and  the  stomach? 

Dr.  Amendola:  I think  that  after  you 
have  denuded  the  area  at  the  gastroesophag- 
eal junctions,  if  you  dissect  out  the  left 
hiatal  margin,  you  will  find  almost  invariably 
a very  distinct  angle  between  the  esophagus 
and  the  stomach  at  that  point,  the  so-called 
cardiac  incisura  or  the  angle  of  His.  You 
will  find  that  in  the  normal  stomach,  even 
though  the  patient  is  relaxed  and  under 
anesthesia.  You  do  not  find  it  in  a patient 
whose  stomach  is  herniated  at  the  time  of 
operation. 

Of  course,  from  the  inside  of  the  stomach, 
the  junction  is  clearly  seen  and  should 
be  evident  to  any  surgeon  who  has  examined 
that  area,  as  is  done  frequently  now,  looking 
for  sources  of  bleeding.  We  use  gastrotomy 
a good  deal.  The  junction  of  the  esophagus 
and  the  stomach  is  marked  by  a very 
obvious  dentate  line.  Above  the  line  in  the 
esophagus  is  the  pale  pink  mucosa  of  smooth 
squamous  epithelium;  it  contrasts  very 
sharply  with  the  velvety  soft  red  mucosa  of 
columnar  epithelium  just  below  the  dentate 
line  on  the  gastric  side. 

Dr.  Dunn:  Dr.  Som,  is  there  an  entity 
of  esophageal  spasm? 
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Dr.  Som:  Endoscopically,  I don’t  think 
that  one  can  recognize  an  entity  of  esophageal 
spasm,  because  the  criterion  that  the 
esophagoscopist  uses  for  the  determination 
of  abnormality  is  usually  the  presence 
of  obstruction.  The  normal  peristolic  waves 
and  spasms  that  are  encountered  in  the 
lower  esophagus  cannot  be  demonstrated 
by  the  rigid  esophagoscope.  These,  if  they 
are  to  be  shown,  could  be  better  elucidated 
by  changes  in  the  pressure,  but  the  esopha- 
goscopist, in  the  absence  of  organic  obstruc- 
tion or  ulceration,  cannot  make  a diagnosis 
of  so-called  diffuse  esophageal  spasm,  or 
Mercer’s  entity  of  lower  esophageal  spasm. 
This  has  to  be  dependent  on  x-ray  findings 
and  interluminal  pressure  studies. 

Dr.  Dunn:  Dr.  Schatzki,  do  you  have 
any  comments  about  that? 

Dr.  Schatzki:  I have  grown  up  with 
the  idea  that  people  have  spasm  in  the 
esophagus  which  causes  dysphagia.  I mean 
I have  been  taught  by  my  clinical  teachers 
that  such  an  entity  exists,  and  many  symp- 
toms of  patients  have  been  simply  explained 
as  spasms  at  the  lower  end  of  the  esophagus. 

The  older  I get  the  more  skeptical  I 
become.  It  seems  to  me  that  if  these 
spasms  occur  we  should  be  able  to  see  them 
occasionally. 

In  addition,  we  know  the  real  cause  for 
some  symptoms  which  in  the  past  were 
thought  to  be  due  to  spasm.  For  instance, 
there  are  patients  who  in  the  middle  of  a 
meal  suddenly  say  that  they  cannot  swallow 
any  more.  They  drink  water  and  become 
frantic  because  the  water  will  not  go  down. 
They  leave  the  table,  vomit,  come  back, 
and  finish  a perfectly  good  meal.  Every- 
body thinks  the  explanation  for  that  is  a 
functional  phenomenon,  a spasm.  We  know 
now  that  this  story  is  classic  for  somebody 
with  an  esophageal  ring,  or  with  fibrotic 
esophagitis.  So,  I’m  very  skeptical  about 
the  presence  of  such  a spasm. 

Recently  an  entity  has  been  much  discussed 
which  is  thought  to  represent  a spasm  of 
the  whole  lower  esophagus.  The  diagnosis 
is  made  by  recordings  of  intraluminal 


pressures.  With  this  method,  diffuse  spasm 
of  the  lower  end  of  the  esophagus  has  been 
diagnosed,  at  times  in  the  absence  of  any 
demonstrable  roentgenologic  abnormality. 
Such  patients  have  been  operated  on  with 
extended  Heller  operations  up  to  the  level 
of  the  Carina.  I’d  like  to  know  if  somebody 
here  has  any  experience  with  this  phe- 
nomenon and  its  treatment.  I personally 
have  great  difficulty  in  understanding  such 
a spasm,  especially  if  nothing  abnormal  is 
seen  radiologically. 

Dr.  Amenuola:  I have  had  no  per.sonal 
experience  with  the  extensive  esophago- 
spasm  which  you  speak  of,  but  I have  seen 
reports  describing  it  and  the  relief  afforded 
by  extended  myotomy  in  which  the  muscle 
layers  of  the  entire  lower  third  of  the  esopha- 
gus are  divided. 

Dr.  Som:  In  the  case  that  I showed 
you,  a clip  was  put  on  by  the  surgeon  at 
the  lower  esophagus  at  the  proximal  point 
of  spasm  for  which  a myotomy  was  per- 
formed. Subsequently  the  patient’s  symp- 
toms persisted,  and  then  at  endoscopy  a 
paper  clip  was  put  at  the  gastroesophageal 
junction  through  the  esophagoscope  under 
direct  vision.  This  patient  had  been  oper- 
ated on  for  an  entity  which  Dr.  Schatzki 
just  described:  inferior  esophageal  spasm. 
Myotomy  was  done,  but  unfortunately  the 
muscle  splitting  was  done  over  the  thickened 
musculature  proximal  to  the  stomach  above 
the  gastroesophageal  juncture,  and  the  pa- 
tient had  no  beneficial  result.  He  had  achala- 
sia and  improved  following  a routine  Heller 
operation.  I’m  not  at  all  sure  about  these 
cases  of  diffuse  esophageal  spasm — I’ve  seen  2 
of  them  operated  on  for  this  condition ; both 
of  them  subsequently  had  achalasia.  I’m  not 
sure  that  this  is  a distinct  entity,  although  re- 
cent pressure  studies  seem  to  support  this 
view.  These  are  the  cases  associated  with 
curling  in  the  x-ray  findings  and  high  intra- 
luminal pressures.  It  may  be  that  these  are 
early  stages  of  achalasia.  However,  further 
studies  may  prove  the  existence  of  a diffuse 
lower  esophageal  spasm,  independent  of  a 
nonrelaxing  sphincter  and  due  primarily  to 
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the  muscle  spasm. 

Dr.  Sch.\tzki:  I should  like  to  say  a 
few  words  about  “curling,”  the  phenomenon 
which  according  to  the  recent  literature  is 
connected  with  diffuse  spasm  and  dysphagia. 

Such  an  esophagus  may  look  fairly  normal. 
Then  when  the  patient  swallows,  a peculiar 
irregular  saw-tooth-like  appearance  of  the 
esophagus  occurs  suddenly.  Many  years 
ago,  I termed  this  peculiar,  but  cpiite 
characteristic,  picture  “curling”  of  the 
esophagus.  I do  not  know  what  causes 
this,  but  I have  always  had  the  suspicion 
that  the  inability  of  the  esophagus  to 
contract  in  certain  areas,  which  may  be 
due  to  external  fixation,  might  be  responsible. 
My  impression  has  always  been  that  this 
is  an  interesting  phenomenon,  but  not  a 
cause  of  symptoms. 

Recently,  statements  in  the  literature 
are  increasing  that  curling  may  be  a cause 
of  dysphagia.  In  this  respect,  the  following 
history  is  of  interest:  A patient  with 

dysphagia  had  been  examined  somewhere, 
and  curling  had  been  found.  When  I saw 
the  patient,  I realized  that  a lesion  apart 
from  curling  had  to  be  present  to  cause 
dysphagia.  When  I could  not  find  it,  the 
patient  was  asked  to  swallow  a barium-filled 
gelatin  capsule.  It  was  held  up  in  the  lower 
esophagus,  below  the  area  of  curling. 
Careful  localized  studies  finally  revealed 
a short  area  of  rigidity  due  to  esophagitis. 
That,  and  not  the  curling,  was  the  cause 
of  dysphagia.  So  at  present,  I believe  if  one 
sees  curling  and  the  patient  has  dysphagia, 
one  has  still  to  demonstrate  the  lesion 
which  actually  causes  the  dysphagia.  The 
presence  of  such  a constricting  lesion  may 
cause  more  vigorous  contraction  of  the 
esophagus  which  will  bring  out  the  curling 
more  clearly.  I doubt  that  the  curling 
itself  is  a cause  of  dysphagia  or  evidence  of 
spasm. 

Dr.  Dunn:  Dr.  Som,  we’ll  direct  this 
question  to  you.  How  often  does  the 
endoscopist  see  the  lower  esophageal  ring 
once  its  presence  isestablished  radiologically? 

Dr.  Som:  I was  rather  amazed  to  find 
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that  Dr.  Schatzki  has  had  some  60  cases 
of  organic  esophageal  rings  with  stenosis. 
Actually,  my  own  experience  with  organic 
inferior  esophageal  rings  causing  obstructive 
symptoms  is  limited  to  some  5 cases. 

The  ability  to  demonstrate  the  inferior 
esophageal  ring  depends  on  its  luminal 
diameter  as  compared  to  the  luminal 
diameter  of  the  esophagoscope  which  is 
being  used.  The  standard  esophagoscope 
used  in  many  places  is  9 mm.  in  diameter,  . 
and  some  are  12  mm.  in  diameter.  Ac- 
cordingly, any  esophageal  ring  whose  lumen  ^ 
is  wider  than  13  or  14  mm.  will  not  arrest  ' 
the  esophagoscope  and  hence  will  not  be 
visualized  by  the  endoscopist  liecause  the  ^ 
tube  will  pass  right  by  it. 

We  use  a 17-mm.  esophagoscope  when 
the  suspicion  exists,  based  on  what  the 
roentgenologist  tells  us,  that  we  are  dealing  '• 
with  an  esophageal  ring.  We  employ  an 
especially  made  esophagoscope  whose  distal  • 
opening  is  cut  at  a slant  or  diagonally. 

It  has  an  outside  diameter  of  16.5  mm.,  and 
at  the  slant  distally  its  diameter  is  20  mm. 

This  type  of  esophagoscope  will  be  ar- 
rested when  the  web  of  the  inferior  esophag- 
eal ring  comes  into  view.  Now,  in  some  of  • 
these,  when  the  lumen  of  the  ring  is  smaller  ■ 
than  the  lumen  of  the  esophagoscope,  j 
you  will  see  a fine,  sharp  edge  of  mucosa  i 
forming  a constriction.  The  esophagoscope  ^ 
itself  is  arrested  at  the  juncture  of  the  | 
pale  esophageal  mucosa  and  the  crimson  I 
gastric  mucosa.  The  esophagoscope  cannot 
be  introduced  beyond  this  narrowing.  But 
if  you  put  the  distal  lip  of  the  esophago-  . 
scope  part  way  in,  the  rim  of  the  web 
disappears  and  becomes  rounded  out,  and 
so  you  actually  see  the  juncture  of  the 
gastric  and  esophageal  mucosa  at  the  point 
of  maximum  constriction. 

We  have  treated  only  five  rings.  A 
cutting  forceps  was  made  so  that  the  web 
of  the  esophageal  ring  could  be  engaged 
with  a punch  forceps  between  the  proximal 
and  distal  jaw  and  the  ring  could  be  severed 
circumferentially  over  a distance  of  about 
1 cm.  Once  you  do  that,  the  edges  of  the  , 
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ring  gape,  and  the  lumen  becomes  moderately 
wide.  In  one  case  we  applied  some  dia- 
thermy to  the  edges  of  the  ring  to  try  to 
prevent  fibrosis. 

With  the  punch  method  of  disrupting 
the  ring  you  actually  break  away  all  of  it 
up  to  the  intrinsic  musculature  of  the 
esophagus,  and  you  prove  again  that  this  ring 
is  at  the  level  of  the  squamous  epithelium 
of  the  esophagus  and  the  columnar  epithe- 
lium of  the  stomach. 

Dr.  Amendola:  May  I ask  a cpiestion. 
Dr.  Dunn?  If  we  accept  the  current  thesis 
that  a lower  esophageal  ring  is  associated 
almost  invariably  with  a small  hiatus 
hernia,  what  does  Dr.  Som  do  about  the  hia- 
tus hernia  after  he  has  cut  through  the  ring? 

Dr.  Som:  I suggest  that  one  does  with 
these  hiatal  hernias  what  I think  should 
be  done  with  most  of  the  hiatal  hernias 
without  symptoms;  “Let  them  alone.” 
Actually,  in  the  organic  rings  that  I’ve 
seen,  the  endoscopic  evidence  of  any  existing 
infection  proximally  is  negligible.  There  has 
been  very  little  evidence  of  esophagitis  in 
those  rings  that  I have  seen  causing  dyspha- 
gia. These  patients  have  symptoms  of 
intermittent  obstruction  of  food,  not  symp- 
toms of  peptic  esophagitis.  On  occasion 
something  gets  lodged  in  the  lumen  of 
that  ring,  because  of  the  narrow  lumen. 
Once  the  ring  has  been  disrupted  and  the 
patient  can  swallow  well,  I think  nothing 
further  need  be  done. 

Dr.  Amendola:  Do  you  think  that  after 
disruption  of  a ring  these  people  might 
develop  esophagitis?  Is  it  not  possible. 
Dr.  Som,  that  it  is  the  presence  of  the  ring 
that  has  prevented  regurgitation,  that  the 
ring  may  represent  the  last  remaining 
barrier  against  regurgitation  into  the  lower 
esophagus,  and  that  you  may  be  taking 
the  barrier  away? 

Dr.  Som:  I don’t  believe  that  there’s  an 
intrinsic  contractility  to  this  interior  eso- 
phageal ring.  Actually,  the  ring  does  not 
involve  the  intrinsic  circiUar  muscle  of  the 
esophagus.  As  was  demonstrated  both  by 
that  postmortem  case  of  Dr.  Schatzki’s 


and  in  these  surgical  specimens,  the  ring 
contains  only  the  muscularis  mucosa  and 
the  superficial  epithelium;  I don’t  think 
this  can  be  a factor  in  preventing  reflux 
since  it  is  not  an  active  contractile  muscular 
functioning  ring;  it  is  a passive  ring. 

But  even  if  it  were  associated  with 
reflux,  I think  that  the  indications  for  repair 
of  the  hernia,  if  it  be  assumed  that  what 
we’ve  done  has  been  sufficient  to  relieve 
obstruction,  will  depend  on  the  response  of 
the  patient  to  further  medical  treatment, 
not  on  such  endoscopic  findings  as  can  be 
seen. 

Dr.  Sch.\tzki:  IMay  I ask  Dr.  Amendola 
a question?  If  there  is  no  contraindication, 
do  you  think  that  any  patient  in  whom  the 
diagnosis  of  hiatus  hernia  is  being  made 
should  have  hernial  repair? 

Dr.  Amendola;  First,  Dr.  Schatzki, 
you  will  have  to  define  to  me  what  you 
mean  by  a small  hernia. 

Dr.  Sch.\tzki:  If  a patient  has  a hiatus 
hernia  with  no  symptoms  whatsoever, 
.should  he  be  operated  on  as  soon  as  the 
diagnosis  has  been  made  if  there  is  no  clinical 
contraindication? 

Dr.  Amendol.a:  T do  not  think  that 

the  size  of  the  hernia  has  anything  to  do 
with  the  symptoms,  except  in  the  case  of 
enormous  hernias  in  which  the  symptoms 
are  bizarre.  I think  symptoms  depend 
on  whether  or  not  there  is  irritation  of  the 
lower  esophagus.  I do  not  think  the  radiol- 
ogist can  tell  us  all  the  time  whether  or 
not  there  is  an  esophagitis;  and  I think  the 
endoscopist  has  to  help  us  in  that  respect. 

I feel  that  any  patient  who  has  a hiatus 
hernia  documented  accurately  by  the  radiol- 
ogist shoidd  have  an  endoscopic  examina- 
tion, and  if  endoscopy  shows  even  early 
signs  of  esophagitis,  that  patient  should 
be  operated  on. 

I think  we  are  going  through  an  interest- 
ing phase  in  this  problem  of  hiatus  hernia, 
the  same  phase  as  when  we  were  treating 
peptic  ulcers  thirty  or  more  years  ago. 
Patients  were  kept  on  various  diets  and 
antacids  until  the  ulcers  bled,  perforated. 


November  15,  1961 


3841 


SYMPOSIUM  AND  PANEL  DISCUSSION 


or  became  obstructed;  and  only  then 
would  surgical  intervention  be  suggested. 
Many  of  these  patients  were  carried  along 
far  too  long  on  medical  measures. 

I do  not  think  we  should  delay  operation 
too  long  in  patients  with  symptomatic 
hiatus  hernias.  I think  if  we  did  not  wait 
as  long  as  we  do,  we  would  have  fewer  of 
the  serious  therapeutic  problems  that  con- 
front us  now — for  example,  what  to  do 
about  an  esophagitis  that  has  produced 
stricture  and  esophageal  spasm  to  the 
point  of  starving  the  patient.  I think  that 
not  only  the  radiologist’s  advice  about  the 
presence  of  a hernia  but  confirmation  of 
the  esophagitis  by  the  endoscopist  as  well 
shoidd  prompt  us  to  operate  on  the  patient. 

Dr.  Schatzki:  That  answers  my  question, 
but  it  stimulates  new  ones.  I think  you 
see  as  a surgeon  a selected  group  of  patients. 
Probably  nobody  sees  more  hiatus  hernias 
than  the  radiologist.  One  cannot  escape 
the  impression  that  hiatus  hernia  is  a very 
common  lesion  and  that  serious  complications 
from  hiatus  hernia — I’m  not  talking  now 
about  minor  discomfort  of  the  patient, 
but  about  serious,  dramatic,  catastrophic 
complications  such  as  those  you  were 
just  talking  about — are  rarities.  For  in- 
stance, a strangulated  hiatus  hernia  is  a 
definite  rarity.  I think  I have  seen  only  2 
such  cases. 

Bleeding  is  a different  story.  I think 
some  patients  may  bleed  severely.  I think 
fatal  bleeding  from  hiatus  hernia  again 
is  a rarity.  Starvation  due  to  hiatus 
hernia  does  not  occur  unless  severe  esopha- 
gitis and  obstruction,  easily  demonstrable 
roentgenologically,  are  present. 

To  repeat,  hiatus  hernia  is  a very  common 
occurrence  in  older  people.  It  may  occa- 
sionally, but  rarely,  produce  catastrophes. 
More  frequently  it  may  cause  symptoms 
of  discomfort.  Has  every  patient  with 
hiatus  hernia  you  have  examined  been 
examined  by  esophagoscope? 

Dr.  Amendola:  Not  all,  no.  Most  of 
them  have  been  clear-cut  situations,  and 
nothing  further  had  to  be  done  to  establish 


the  existence  of  some  degree  of  esophagitis. 

Dr.  Schatzki:  Obviously,  I’m  needling 
you  a little  bit  to  bring  out  the  broader 
background  of  this  problem.  If  the  pendu- 
lum swings  to  the  other  side,  and  every 
patient  who  has  a hiatus  hernia  is  being 
operated  on,  more  harm  than  good  will  be 
done. 

I personally  feel  that  there  should  be 
very  definite  indications  for  operating  on 
a hiatus  hernia  rather  than  just  the  presence 
of  a hernia. 

Dr.  Amendola:  Dr.  Schatzki,  I tried 

to  qualify  my  statement  by  saying  that  I 
think  a symptomatic  hiatus  hernia  should 
be  operated  on.  We  are  operating  for  the 
esophagitis  and  its  complications  rather 
than  for  the  hernia  itself.  I think  if  a 
patient  is  asymptomatic,  and  a hiatus 
hernia  is  demonstrated,  that  patient  should 
be  examined  by  esophagoscope  because, 
as  Dr.  Som  knows,  a good  many  of  those 
patients  have  esophagitis,  and  they  may  not 
be  aware  of  it. 

About  25  per  cent  of  the  patients  we 
have  operated  on  for  hiatus  hernia  came 
to  us  because  of  hemorrhage,  slight  or  severe, 
acute  or  chronic;  and,  in  over  80  per  cent 
of  that  group,  the  diagnosis  of  hiatus 
hernia  had  not  been  made  previously 
or  even  suspected  because  there  had  been 
so  few  symptoms.  Many  of  these  patients 
go  on  to  advanced  esophagitis,  either 
without  experiencing  symptoms  or  without 
complaining  of  them,  I do  not  know  which. 
They  are  older  people,  and  some  of  them 
just  do  not  complain.  You  know  how 
many  old  people  we  see  who  come  in  suffer- 
ing from  an  advanced  carcinoma  of  the 
cecum  or  of  the  sigmoid.  We  see  such 
cases  frequently  in  homes  for  the  aged  and 
in  city  hospitals.  Older  patients  often  do 
not  complain  until  disaster  overtakes  them. 

I do  not  think  that  we  should  wait  for  the 
catastrophes  that  you  enumerated,  that  is, 
massive  hemorrhage  (possibly  lethal),  star- 
vation, and  things  of  that  sort;  those  are 
the  very  things  we  want  to  avoid.  Un- 
fortunately, the  majority  of  the  patients 
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referred  for  operation  have  had  symptoms 
for  a long  time. 

I realize,  of  course,  that  any  major  opera- 
tion should  be  approached  with  caution. 
You  have  to  evaluate  your  patient;  you 
should  not  subject  the  patient  to  an  un- 
necessary risk  if  he  can  get  along  reasonably 
well  without  undertaking  that  risk. 

Dh.  Som:  I’d  like  to  ask  you  just  one 
question  as  a surgeon.  I assume  that 
patients  with  a significant  hiatal  hernia 
and  an  esophagitis  which  is  demonstrable 
by  x-ray  and  by  endoscopy,  but  without 
obstruction,  are  treated  by  surgical  repair 
in  your  clinic.  I’m  not  referring  to  patients 
with  hiatal  hernia  and  an  associated  ulcer 
of  the  duodenum,  but  to  the  routine  peptic 
esophagitis  cases.  What  is  the  incidence 
of  cure  that  you  obtain  clinically  and  by 
roentgenology?  Can  you  compare  these 
results,  considering  the  risk  of  the  procedure 
on  one  hand  and  the  eventual  outcome  of 
the  disease  in  these  patients  treated  over 
a long  period  by  medical  therapy  on  the 
other? 

In  other  words,  in  how  many  of  these 
patients  whom  you’ve  operated  on  are  you 
able  to  cure  the  reflux  and  prevent  re- 
currence of  esophagitis? 

Dr.  Amendola:  Strangely  enough,  the 
attitude  of  most  internists  toward  hiatus 
hernia  has  placed  the  surgeon  in  a very 
advantageous  and  enviable  position.  The 
patients  we  get  today  are  often  in  such 
bad  shape  and  have  been  complaining  for  so 
many  years  that  almost  any  relief  the 
surgeon  may  give  them  is  looked  on  by  the 
patient  as  a gift  from  heaven.  In  other 
words,  patients  with  a well-defined,  in- 
tractable condition  are  helped  almost  in- 
variably. An  operation  that  is  well  per- 
formed should  provide  complete  protection 
against  reflux  and  should  relieve  the  patient’s 
symptoms. 

Now,  as  far  as  recurrence  is  concerned, 
I think  an  experienced  surgeon  who  is 
interested  in  the  subject  of  hiatus  hernia 
and  does  an  operation  which  is  suitable 
for  the  specific  patient,  should  get  a re- 


currence rate  of  not  over  3 or  4 per  cent. 
Such  recurrences  as  he  may  get  almost 
invariably  will  be  in  patients  who  have  a 
very  advanced  esophagitis  with  unusual 
shortening  of  the  esophagus,  and  in  whom 
a satisfactory  operation  as  a first  procedure 
is  difficult  to  achieve.  These  are  instances 
in  which  the  surgeon  very  often  elected  to 
do  a lesser  procedure  than  transplantation 
of  the  hiatus,  or  an  even  more  radical 
operation. 

Now,  on  the  other  hand,  the  surgeon 
who  performs  one  hiatus  hernia  operation 
every  two,  three,  or  four  years  is,  of  course, 
at  a disadvantage.  The  surgeon  doing  an 
occasional  hiatus  hernia  repair  is  very 
likely  to  get  a high  percentage  of  recurrences, 
just  as  a very  poorly  trained  endoscopist, 
trying  to  do  dilatations  of  the  lower  esopha- 
gus, will  get  a high  incidence  of  disruption 
and  perforation  of  the  esophagus. 

Dr.  Dunn:  I would  just  like  to  ask 

one  more  question  of  Dr.  Schatzki.  Does 
the  presence  of  reflux  mean  that  there  must 
be  esophagitis? 

Dr.  Schatzki  : That  is  actually  probably 
a question  Dr.  Som  can  answer  better  than 
I.  My  personal  feeling  is  that  the  answer 
to  that  is  no,  that  for  some  reason  people 
do  not  get  esophagitis  in  spite  of  marked 
reflux. 

Dr.  Dunn:  What  do  you  have  to  say 
about  that.  Dr.  Som? 

Dr.  Som:  That’s  absolutely  correct. 

I’ve  seen  patients  with  free  gastric  reflux 
which  was  acid  without  any  esophagitis 
whatever.  I’ve  seen  patients  with  reflux 
who  at  one  time  had  esophagitis  and  on 
another  occasion  did  not  have  esophagitis. 
So  I don’t  think  that  you  can  say  dog- 
matically that  the  reflux  is  indicative  of 
esophagitis  or  is  always  associated  with 
esophagitis. 

Dr.  Dunn:  Thank  you.  Dr.  Som,  Dr. 
Schatzki,  and  Dr.  Amendola.  I hope  that 
things  are  a little  clearer  for  you  now. 
I would  like  to  thank  the  members  of  the 
panel  for  their  wonderful  presentations,  and  I 
want  to  thank  you  all  for  your  attention. 
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A Useful  Diagnostic  Tool  in  Experienced  Hands 

GRAHAM  KXOX,  M.D.,  AND  JOHN  P.  WEST,  M.D.,  XEW  YORK  CITY 
{From  the  Surgical  Service  of  SL  Luke’s  Hospital) 


\ ORTOGRAPHA'  and  arteriography  have 
come  to  play  a most  significant  role  in 
the  proper  evaluation  of  patients  with  symp- 
tomatic arterial  occlusive  disease.  Clinical 
experience  is  a primary  requirement  in  the 
safe  performance  of  these  studies.  Serious 
complications  arising  from  technical  errors 
and  the  use  of  excessive  quantities  of  con- 
trast material  are  already  well  documented. 
Fatalities  associated  with  hemorrhage,  ^ 
thrombosis,^  tissue  necrosis,^’^  and  renah’® 
and  spinal  cord  damage^  have  been  recorded 
as  sequelae  to  performing  these  studies. 

Because  of  justifiable  apprehension  on  the 
part  of  a considerable  segment  of  the  medical 
profession,  it  was  thought  pertinent  to  pre- 
sent an  analysis  of  an  eight-year  experience 
with  aortography  and  arteriography  to  em- 
phasize that  with  certain  precautions  a 
minimal  complication  rate  with  arterial  dye 
injection  studies  can  be  obtained.  In  the 
period  1952  through  1959,  a total  of  330 
consecutive  arteriographic  studies  were 
performed  at  St.  Luke’s  Hospital  in  New 
York  City.  In  this  series  there  were  135 
translumbar  aortograms,  64  femoral  arterio- 
grams via  the  aortic  needle,  and  131  femoral 
arteriograms  via  dye  injection  directly  into 
the  common  femoral  artery.  The  contrast 
material  used  in  all  procedures  was  sodium 
acetriozoate  (Urokon  sodium).  A 70  per 
cent  concentration  was  employed  for  the 
aortic  injection,  and  a 30  per  cent  concen- 
tration was  used  for  femoral  arteriography. 
No  deaths  occurred  in  this  series  and  only 
three  complications  of  a serious  nature  were 
recorded.  These  will  be  outlined  in  more 
detail  under  “Complications.” 


Techn i cal  Con sidera tions 

The  employment  of  these  technics  by  the 
occasional  operator  should  be  discouraged. 
Although  in  many  institutions  dye  injection 
studies  have  been  performed  in  the  x-ray 
department, all  of  the  procedures  in  this 
series,  with  very  rare  exceptions,  were  carried 
out  in  an  operating  room  equipped  with  .x- 
ray  facilities.  Proper  shielding  of  the 
physician  with  lead  gloves  and  apron  was 
emphasized.  Operating  room  personnel 
were  excluded  from  the  area  during  the 
actual  roentgen  exposure. 

Aortography 

Axesthesia. — ^General  anesthesia,  using 
intravenous  thiopental  sodium  (Pentothal 
sodium)  with  endotracheal  intubation,  was 
used  in  123  of  the  135  aortograms.  There 
were  no  significant  anesthetic  complications 
despite  the  fact  that  these  studies  were 
carried  out  with  the  patient  in  the  prone 
position.  Local  infiltration  anesthesia  for 
aortography  was  found  to  have  many  dis- 
advantages. Among  these  was  the  unpre- 
dictable patient  response  to  the  severe  lan- 
cinating pain  which  occurs  momentarily 
following  the  rapid  injection  of  the  70  per  cent 
sodium  acetriozoate  into  the  aortic  stream. 
In  addition,  if  relocation  of  the  16-gauge 
aortographic  needle  was  found  necessary, 
the  small  extravasation  of  blood  into  the 
retroperitoneal  tissues  via  the  puncture  site 
often  caused  the  patient  enough  discomfort 
to  preclude  continuing  the  study.  In  cer- 
tain cases  definitive  surgical  procedures  were 
done  immediately  following  the  dye  mjection 
studies  after  repositioning  the  anesthetized 
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Fig.  1.  Aortogram  in  patient  with  primary  aortic 
occlusive  disease  (Leriche  syndrome).  Bulk  of  dye 
bolus  shown  entering  renal  vessels.  Five  ml.  of  dye 
were  sufficient  to  outline  aorta  and  visceral  branches. 

patient. 

Operative  Detail. — In  performing  the 
aortogram,  a 16-  or  17-gauge  styletted  needle 
is  introduced  in  the  left  flank  approximately 
2 cm.  below  the  twelfth  rib  and  about  5 cm. 
lateral  to  the  vertebral  spines,  as  previously 
described.®  Following  aortic  puncture,  20 
cc.  of  saline  are  injected  into  the  aorta  to  test 
the  ease  of  injection.  Two  cc.  of  1 per  cent 
procaine  and  25  mg.  of  Tolazoline  hydro- 
chloride (Priscoline  hydrochloride)  (1  cc.) 
are  then  instilled  to  reduce  peripheral 
vasospasm  secondary  to  the  concentrated 
dye.  This  technic  is  particularly  stressed 
when  a patient’s  femoral  pulses  are  absent  or 
faint,  since  in  these  instances  a greater  quan- 
tity of  dye  will  enter  the  renal,  lumbar,  or 
inferior  mesenteric  vessels  directly  (Fig.  1). 

With  few  exceptions,  the  tip  of  the  aortic 
needle  is  then  localized  by  injecting  5 ml.  of 
70  per  cent  sodium  acetriozoate  and  taking 


Fig.  2.  Aortogram  illustrating  20  cc.  70  per  cent 
sodium  acetriozoate  entering  right  renal  artery  (see 
text).  A “pilot”  injection  would  have  obviated  this 
mishap. 

a “pilot”  roentgen  exposure.  This  safe- 
guard more  than  any  other,  we  believe,  has 
minimized  the  risk  of  delivering  the  bulk  of 
the  dye  directly  into  visceral  branches  of 
the  abdominal  aorta,  which  has  been  the 
cause  of  many  of  the  renal,  spinal  cord,  and 
abdominal  visceral  complications  of  this 
technic.  No  matter  how  experienced  the 
operator  may  be,  there  is  no  safeguard  short 
of  dye  visualization  which  determines  if  the 
needle  is  adjacent  to  or  in  a renal  (Fig.  2)  or 
mesenteric  (Fig.  3)  artery.  After  deter- 
mining the  position  of  the  needle  with  the 
“pilot”  roentgenogram,  20  cc.  of  70  per  cent 
sodium  acetriozoate  are  then  rapidly  injected 
manually.  Utilizing  a two-position,  rapid 
cassette  changer,  femoral  and  popliteal 
arteriography  can  be  performed  with  the 
same  bolus  of  dye  injected  via  the  aortic 
puncture.  This  latter  technic  was  employed 
without  complication  in  64  patients  and  pro- 
vided excellent  vessel  visualization  (Fig.  4). 
Restricting  the  quantity  of  contrast  material 
to  40  ml.  or  less  per  patient  undoubtedly  has 
also  minimized  the  damage  related  to  quan- 
tity and  concentration  of  the  dye  material. 
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Fig.  3.  Dye  injected  into  origin  of  superior  mes-  gram  obtained  by  delayed  roentgen  exposure  follow- 
enteric  artery.  No  serious  sequelae  resulted.  jng  aortic  injection  of  dye. 


This  fact  has  been  emphasized  by  Beall  et 
al.^ 

Femoral  Arteriography 

Anesthesia. — In  the  femoral  arteriogram 
series,  local  procaine  infiltration  anesthesia 
was  used  in  47  of  the  131  procedures. 
Vasospasm  of  the  peripheral  arterial  bed 
was  again  minimized  by  the  intra-arterial 
instillation  of  2 cc.  of  1 per  cent  procaine 
and  25  mg.  of  tolazoline  hydrochloride. 
Little  if  any  patient  discomfort  was  noted 
when  30  per  cent  sodium  acetriozoate  was 
used  in  the  smaller  calibered  femoral  vessels 
after  such  medication.  General  anesthesia 
with  intravenous  thiopental  sodium  was 
employed  in  the  remaining  84  arteriographic 
procedures.  There  were  no  fatalities  or 
untoward  anesthetic  complications  recorded. 
Definitive  operations  such  as  intimectomy, 
femoral  bypass  grafts,  and  lumbar  sympa- 
thectomy were  often  performed  immediately 
following  evaluation  of  the  arteriogram  in 
the  operating  room. 

Operative  Detail. — Percutaneous  in- 

jection of  the  contrast  material  was  per- 


formed in  only  6 of  the  131  examinations. 
The  method  of  directly  exposing  the  com- 
mon femoral  artery,  elevating  it  with  tapes, 
and  injecting  10  cc.  of  30  per  cent  sodium 
acetriozoate  under  direct  visualization 
carried  many  advantages.  Among  these, 
the  following  can  be  listed:  (1)  There  were 
no  instances  of  malpositioning  of  the  needle 
using  direct  exposure  of  the  artery.  (2)  Per- 
tinent information  as  to  the  extent  of  the 
atheromatous  change  in  the  vessel,  as  well  as 
the  patency  of  the  profunda  femoris  branch, 
was  available.  (3)  An  evaluation  of  the 
retrograde  flow  could  be  noted  directly.  (4) 
Immediately  following  arteriography,  defini- 
tive reconstructive  procedures  could  be  ex- 
pedited, using  the  operative  exposure  al- 
ready available.  (5)  Visualization  of  the 
peripheral  arterial  tree  was  uniformly  good 
because  of  the  accurate  timing  of  the  in- 
jection and  roentgen  exposure.  (6)  No 
wound  hematomas  or  infections  occurred  in 
the  group,  but  wound  infection  was  noted 
in  3 of  the  6 arteriograms  performed  using 
the  percutaneous  technic. 
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Fig.  5.  Extravasation  of  70  per  cent  sodium 
acetriozoate  into  periaortic  tissues.  Patient  had 
transient  back  pain  for  two  days. 


Complications 

Aortography. — Prior  to  the  use  of  a 
“pilot”  roentgenogram,  utilizing  a prelimi- 
nary injection  of  5 ml.  of  contrast  material 
into  the  aorta,  malpositioning  of  the  needle 
was  not  uncommon.  This,  on  occasion,  can 
result  in  periaortic  extravasation  (Fig.  5); 
the  injection  of  dye  directly  into  the  right 
renal  artery  (Fig.  2) ; and  thrombosis  of  the 
inferior  mesenteric  artery,  particularly  when 
that  vessel  is  serving  as  a principal  collateral 
from  the  aorta  to  the  pelvic  and  lower  ex- 
tremity vasculature.  This  latter  mishap 
resulted  in  one  serious  complication  recorded 
in  the  present  aortogram  series.  The  pa- 
tient experienced  severe,  cramping  abdom- 
inal pain  in  the  immediate  postinjection 
period,  with  associated  bloody  diarrhea 
which  lasted  for  five  days.  Recovery  with- 
out serious  sequelae  occurred,  however. 
The  patient  with  dye  extravasation  (Fig.  5) 
noted  back  pain  for  two  days  following  the 
procedure.  No  evidence  of  renal  dysfunc- 
tion in  any  patient  in  the  series  was  noted 


clinically,  although  routine  renal  function 
studies  were  not  performed.  It  is  very  possi- 
ble that  subclinical  renal  injury  occurred  in 
some  cases.  Follow-up  intravenous  pyelog- 
raphy, routine  urinalysis,  and  a phenol- 
sulfonphthalein  test  in  the  patient  whose 
aortogram  is  shown  in  Figure  2 revealed  no 
abnormal  findings. 

Femoral  Arteriography. — Two  serious 
complications  occurred  following  femoral 
arteriography.  In  one  patient,  10  ml.  of 
70  per  cent  sodium  acetriozoate  was  used 
mistakenly  instead  of  the  30  per  cent  dilu- 
tion. Thrombosis  of  the  profunda  femoris 
branch  occurred  with  necrosis  of  a portion 
of  the  adductor  musculature  and  skin  on  the 
medial  surface  of  the  thigh.  This  patient 
was  hospitalized  for  six  months  and  required 
debridement  and  plastic  revision  of  the  thigh 
tissues  with  an  ultimately  good  result. 

The  second  mishap  occurred  when  an  iliac 
arteriogram  was  attempted  by  inserting  a 
long  19-gauge  needle  via  a percutaneous 
femoral  artery  puncture  proximally  into  the 
iliac  vessel.  The  needle  inadvertently  per- 
forated the  cecum.  This  injury  required  a 
laparotomy  and  suture  closure.  The  patient 
recovered  satisfactorily. 

Comment 

Although  arteriography  and  aortography 
have  been  performed  since  1929,  it  is  only 
in  the  past  fifteen  years  that  these  procedures 
have  become  prominent  diagnostic  tools. 
Considerable  experience  in  dye  injection 
technics  has  already  been  documented  by 
many  experienced  observers.  Much  has 
been  written  concerning  the  risks  involved, 
both  as  regards  operative  technic  and  the 
quantity,  type,  and  concentration  of  the  or- 
ganic iodide  contrast  materials. 

The  risks  inherent  in  the  technic  empha- 
size that  these  procedures  should  be  per- 
formed only  by  experienced  surgeons  or 
roentgenologists.  In  addition,  special  x- 
ray  equipment  is  required  which,  ideally, 
should  be  an  integral  part  of  the  operating 
room  equipment.  Very  careful  attention  to 
the  exact  location  of  the  aortographic  needle 
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tip  is  of  prime  importance.  The  utilization 
of  procaine  and  vasodilating  drugs  intra- 
arterially to  reduce  vasospasm  of  the  arteries 
of  the  kidneys,  viscera,  and  the  smaller-cali- 
bei’ed  vessels  of  the  lower  extremities  has 
been  well  authenticated  in  the  literature’^ 
and  in  the  authors’  series. 

There  is  considerable  controversy  about 
the  nephrotoxicity  and  neurotoxicity  of 
many  of  the  commonly  employed  contrast 
materials.  Sodium  acetriozoate  has  been 
indicted  by  Killen,  Lance,  and  Owens’^  as 
having  an  adverse  cytotoxic  effect,  as  well  as 
for  the  sequelae  of  the  intense  vasoconstric- 
tion it  causes.  However,  as  illustrated  by 
our  experience,  if  the  amount  of  dye  used 
per  patient  is  kept  below  a total  of  40  ml., 
very  adequate  aortic  and  peripheral  vessel 
visualization  can  result,  with  minimal  kid- 
ney dysfunction,  despite  some  pre-existing 
nephrosclerosis.  Seventy  per  cent  sodium 
acetriozoate,  used  exclusively  in  our  present 
experience  with  aortography,  has  the  advan- 
tage of  excellent  opacity,  low  viscosity, 
minimal  allergic  reaction,  and  stability  at 
varying  temperatures.  Thirty  per  cent 
sodium  acetriozoate,  used  in  femoral  arteriog- 
raphy, has  incurred  no  sequelae  from  vaso- 
spasm or  tissue  death.  Mechanical  injectors 
have  not  been  required  in  these  procedures. 

Conclusion 

The  present  experience  with  aortography 
and  arteriography  would  indicate  that  with 
proper  precaution  and  equipment  these  tech- 
nics can  be  safely  performed  by  experienced 
personnel  with  a minimal  complication  rate. 

Opinions  about  performing  the  examina- 
tions under  general  anesthesia  or  local  anes- 
thesia, the  percutaneous  versus  vessel  ex- 


posure methods,  and  the  percentage  of  iodide 
content  of  the  contrast  materials  used  vary 
according  to  the  method  and  experience  of 
the  authorities  reporting  their  results.  Suf- 
fice it  is  to  say  that  aortography  and  arteriog- 
raphy undoubtedly  will  continue  to  play  a 
promment  role  in  the  armamentarium  of  the 
vascular  specialist. 
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and  the  Swedish  Hospital) 


SYMPTOMATIC  anginal  pain  in  the  course  of 
aortic  valvular  disease  has  generally 
' been  treated  in  the  same  way  as  angina 
pectoris  secondary  to  coronary  athero- 
sclerosis, with  equivocal  results.  We  have 
j found  that  a combination  of  mephentermine 
I sulfate  and  meprobamate  is  effective  in 
I alleviating  the  chest  pain  and  other  symp- 
j toms  associated  with  aortic  valvular  disease. 

I The  improvement  has  been  sufficiently  con- 
i sistent  in  this  type  of  patient  to  simidate  a 
specific  effect,  and  for  this  reason  we  con- 
sider it  worth  reporting. 

In  October,  1952,  a patient  with  rheumatic 
I heart  disease,  with  aortic  and  mitral  valvidar 
stenosis  and  regurgitation,  and  complaining 
of  fainting  spells,  visual  disturbances,  and 
I some  precordial  oppression,  was  given  ephed- 
rine  sulfate.  Vs  grain,  with  phenobarbital. 
Vs  grain.  Although  the  systolic  pressure 
of  160  mm.  of  mercury  was  high,  and  the 
diastolic  pressure  of  60  mm.  of  mercury 
was  low,  it  was  thought  possible  that 
I elevating  the  diastolic  level  with  ephedrine 
might  prevent  these  attacks.  The  attacks 
I ceased.  If  the  phenobarbital  was  omitted, 
i the  patient  experienced  occasional  pre- 
mature beats,  but  there  was  no  recurrence 
of  the  other  symptoms.  Subsequently  25 
patients  with  aortic  valvular  disease,  either 
singular  or  predominant  in  combination 
with  mitral  valvular  disease,  were  treated 
in  a similar  manner,  using  what  we  learned 
to  be  a congruent  yet  more  effective  formula, 
mephentermine  suKate  and  meprobamate, 
with  excellent  results.  Faintness,  dizziness. 


visual  disturbances,  and  chest  pain  were 
either  decreased  or  completely  relieved. 
Anginal  pain  was  particularly  mitigated  in 
those  patients  with  aortic  stenosis.  Marked 
improvement  in  exertional  capacity  was 
followed  by  return  to  work  in  some  patients, 
whereas  others  were  able  to  resume  previous 
activities  in  the  household. 

Background  History 

Ephedrine  has  been  used  in  cardiac 
therapy  for  many  years  in  the  management 
of  Stokes-Adams  attacks  and  in  instances  of 
hypotension  without  any  fear  of  cardiac 
side-effects.  A good  deal  of  literature  has 
accumulated  since  its  discovery,  both  for 
and  against  its  use  in  cardiology.  Yet  no 
one  questions  its  use  in  Stokes-Adams  at- 
tacks which  are  most  frequently  associated 
with  coronary  artery  disease.  Recently 
Master^  suggested  that  ephedrine  might  be 
used  in  patients  with  angina  pectoris  who 
responded  to  iproniazid  with  a fall  in  blood 
pressure. 

We  noted  no  untoward  effects  of  ephedrine 
except  that  of  decreased  bladder  tonicity 
and  a hesitancy  in  urination  in  patients 
with  an  enlargement  of  the  prostate  gland. 
Without  the  addition  of  phenobarbital  some 
patients  did  develop  premature  contractions, 
while  some  became  jittery  or  tremulous. 
The  combination  with  phenobarbital  di- 
minished the  severity  and  frequency  of 
these  annoying  side-effects. 

In  view  of  the  recent  surge  of  active 
investigation  and  clinical  application  of 
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monoamine  oxidase  inhibitors  in  the  treat- 
ment of  angina  pectoris,  we  compared 
this  property  of  ephedrine  and  mephenter- 
mine  sulfate  by  the  in  vitro  inhibition  of  rat 
liver  monoamine  oxidase.  A 50  per  cent  in- 
hibition was  produced  as  follows : mephenter- 
mine  sulfate — 3.47  by  10~^M  and  ephedrine 
— 2.4  by  10~^M,  indicating  that  mephenter- 
mine  sulfate  is  about  seven  times  as  active  as 
ephedrine  in  this  respect. 

Mephentermine  sulfate  increases  the  force 
of  myocardial  contraction  (positive  ino- 
tropic effect)^  with  a resultant  increase  in 
the  aortic  pressure;  causes  very  little,  if 
any,  peripheral  vasoconstriction;  dilates 
the  coronary  vessels;  causes  less  tachy- 
cardia than  ephedrine;  stimulates  the 
central  nervous  system  less  than  either 
ephedrine  or  amphetamine;  and  possesses 
greater  mono-amine  oxidase  inhibition  than 
ephedrine.  Furthermore,  the  antiarrhyth- 
mic  action  of  mephentermine  sulfate  has 
been  well  documented.®  The  mechanism  of 
this  action  is  predicated  on  a decreased  re- 
fractory period,  an  increased  conduction 
velocity,  and  a positive  inotropic  effect.®’^ 
We,  therefore,  decided  to  use  mephenter- 
mine sulfate  instead  of  ephedrine  in  our 
present  studies.  The  simultaneous  use  of 
meprobamate  was  indicated  to  offset  any 
central  stimulant  action.  This  combination 
approach  was  instituted  in  June,  1958. 

Materials  and  Methods 

Under  ordinary  circumstances,  double- 
blind studies  in  such  a clinical  evaluation 
would  be  considered  essential.  However, 
since  all  of  these  patients  have  been  treated 
with  the  generally  accepted  coronary  dilators 
with  equivocal  results,  each  patient  was 
considered  his  own  control.  Obviously,  in 
angina  pectoris,  with  its  multitude  of  vari- 
ables, patients  are  hardly  comparable  to 
each  other,  with  the  resultant  inference 
that  each  patient  can  be  compared  more 
satisfactorily  to  his  previous  behavior  pat- 
tern. 

We  administered  mephentermine  sulfate, 
3 mg.,  combined  with  meprobamate,  200 


mg.,  three  times  a day  before  meals  to  25 
patients  with  aortic  valvular  disease  (either 
singular  or  predominant)  of  rheumatic, 
arteriosclerotic,  or  luetic  origin  who  pre- 
sented symptoms  of  angina  pectoris.  We 
included  any  incapacitating  substemal  sen- 
sation described  as  pressure,  heaviness,  pain, 
burning  sensation,  constriction,  or  chokiness 
brought  on  by  exertion  and  relieved  by 
rest  or  glyceryl  trinitrate.  Many  patients 
gained  some  relief  by  reducing  their  pace  of 
activity;  they  learned  to  walk  more  slowly. 
In  this  investigation  it  was  essential  to 
insist  that  patients  maintain  a uniform  pace 
of  walking  or  other  activities  to  evaluate 
properly  any  salutary  effects. 

The  combination  of  drugs  was  given  for 
periods  of  one  to  two  weeks  at  a time. 
If  no  relief  or  insufficient  rehef  was  noted, 
the  dose  was  increased  to  6.25  mg.  of 
mephentermine  sulfate  with  200  mg.  of 
meprobamate  or  to  12.5  mg.  and  400  mg. 
respectively.  The  dose  had  to  be  tailored  to 
each  patient.  Each  patient  was  titrated 
individually,  the  majority  responding  to  the 
3 : 200  combination. 

A response  was  evident  within  one  to  two 
weeks  with  a marked  decrease  or  a complete 
disappearance  of  chest  discomfort,  either  at 
rest  or  on  effort.  The  degree  of  improve- 
ment can  be  shown  by  the  significant 
decrease  in  the  glyceryl  trinitrate  require- 
ments of  these  patients  (Table  I).  All 
patients  were  able  to  increase  their  activities, 
improve  the  rate  and  extent  of  ambulation, 
or  return  to  full  employment.  It  was  in- 
teresting to  note  that  patients  volunteered 
the  information  that  they  now  could  w'alk  as 
fast  as  before,  even  after  meals. 

Excellent  results  were  obtained  in  21  of 
25  patients,  and  good  results  were  obtained 
in  4 patients.  Only  2 patients  required 
12.5  mg.  of  mephentermine  sulfate  and  400 
mg.  of  meprobamate.  One  required  6.25: 
200.  Twenty-two  patients  were  controlled 
with  the  original  dose  of  3:200.  Excellent 
results  indicated  that  the  patients  returned 
to  full-time  work  with  a marked  reduction  or 
an  elimination  in  glyceryl  trinitrate  require- 
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merits,  and  good  results  indicated  a con- 
tinued necessity  for  some  glyceryl  trinitrate 
and  a return  to  part-time  work.  Twelve 
representative  cases  are  presented  in 
Table  I. 

Case  Report 

A fifty-nine-year-old  male  widower,  a tile- 
setter,  was  first  seen  in  October,  1958,  complain- 
ing of  occasional  dyspnea  and  easy  fatigue  on 
exertion  for  two  years.  He  noted  a heavy, 
tired  feeling  substernally  and  in  the  left  arm 
which  subsided  when  he  was  resting.  Palpitation 
occurred  at  the  same  time.  He  had  been 
treated  with  pentaerythritol  tetranitrate,  digi- 
talis, diuretics,  and  sedatives  which  failed  to 
prevent  his  recurring  distress.  Prompt  relief 
followed  the  use  of  glyceryl  trinitrate  sublin- 
gually (Vi6o  grain)  to  which  he  resorted  10  to  20 
times  a day,  including  its  prophylactic  use.  No 
previous  history  of  rheumatic  fever,  lues,  or 
myocardial  infarction  was  obtained. 

On  examination  the  patient  weighed  I68V2 
pounds  and  was  68 V2  inches  tall.  The  blood 
pressure  was  120/80.  A cardiac  examination 
revealed  a systolic  thrill  over  the  aortic  area  with 
a harsh  Grade  V/VI  systolic  murmur  over  this 
area,  transmitted  to  the  neck  and  to  the  lateral  end 
of  the  right  clavicle.  A short  diastolic  murmur 
was  also  heard  over  the  aortic  area.  A loud 
Grade  I V/VI  systolic  murmur  was  noted  at  the 
apex  and  was  considered  due  to  secondary  mitral 
regurgitation.  The  basic  cardiac  rhythm  was 
regular,  with  frequent  ventricular  premature 
contractions.  The  lungs  were  clear.  An  x- 
ray  film  of  the  chest  showed  a cardiothoracic 
ratio  of  16.3:31.7,  with  enlargement  of  the  left 
ventricular  segment  and  elongation  and  widening 
of  the  aorta.  The  electrocardiogram  showed 
left  ventricular  hypertrophy  with  an  early 
strain  pattern.  The  blood  count,  the  blood 
sugar,  the  urea  nitrogen,  and  the  urine  analysis 
were  all  normal.  The  serologic  test  for  syphilis 
indicated  negative  findings. 

The  patient  was  given  capsules  of  mephen- 
termine  sulfate  and  meprobamate,  3:200,  to  be 
taken  three  times  a day  before  meals.  After  one 
week  he  reported  that  the  pain  in  the  left  arm 
had  disappeared  completely,  although  some 
substernal  distress  continued.  The  dose  was 
raised  to  12.5:400  which  caused  some  dizziness 
and  a sensation  of  heaviness  in  the  head.  The 
dose  was  therefore  reduced  to  3:200.  After 


the  second  week  the  patient  noted  a marked 
amelioration  of  symptoms  and  an  absence  of 
substernal  distress.  However,  the  sense  of 
fatigue  diminished  more  gradually.  The  glyceryl 
trinitrate  requirement  w’as  reduced  from  10  to 
20  per  day  to  4 or  5 and  finally  to  0 or  1.  On 
several  occasions,  when  larger  doses  of  mephen- 
termine  sulfate  and  meprobamate  were  given,  the 
patient  noted  dizziness  associated  with  a sense  of 
fullness  in  the  head,  and  the  dose  had  to  be 
reduced. 

At  present  the  patient  takes  no  glyceryl 
trinitrate,  he  is  working  full  time  at  his  occupa- 
tion, and  he  has  recently  remarried. 

Comment 

Since  all  patients  had  been  on  a variety  of 
drugs  prior  to  this  investigation,  we  did  not 
think  it  necessary  to  run  placebo  control 
studies.  Nevertheless,  each  patient  received 
the  components  of  the  medication  indi- 
vidually to  determine  whether  either  radical 
was  sufficient  alone.  Meprobamate  alone 
produced  its  tranquilizing  effect  but  failed 
to  reduce  glyceryl  trinitrate  requirements  by 
more  than  20  per  cent.  Russek^  found  that 
meprobamate  by  itself  or  pentaerythritol 
tetranitrate  alone  reduced  the  frequency 
and  severity  of  anginal  pain  more  effectively 
than  a placebo.  In  patients  with  anxiety 
meprobamate  was  better  than  pentaeiyth- 
ritol  tetranitrate.  Eskwith®  obtained  sat- 
isfactory results  in  24  out  of  30  cases  with 
angina  pectoris  of  varied  causes.  He  used 
meprobamate  alone  routinely.  In  our 
series  mephentermine  sulfate  alone  caused 
headache,  occasional  dizziness,  and  fre- 
quently a sense  of  tension  and  irritability  yet 
there  was  a decrease  in  the  glyceryl  trinitrate 
requirements  and  an  alleviation  of  sub- 
sternal discomfort.  The  complemental  ac- 
tion of  the  two  drugs  was  very  satisfactory. 

Although  the  occurrence  of  the  anginal 
syndrome  in  association  with  aortic  valvular 
disease  is  well  known,  statistical  studies 
relating  angina  and  aortic  valvular  disease 
show  much  variation.  Wood^  reports  pain 
occurring  in  less  than  5 per  cent  of  cases  of 
aortic  regurgitation,  particularly  if  the 
backflow  is  free,  and  more  frequently  in  the 


3852 


New  York  State  J.  Med. 


MEPHENTERMINE  SULFATE  AND  MEPROBAMATE 


presence  of  congestive  heart  failure.  It  is 
known  that  palpitation  and  tachycardia 
may  induce  pain  even  at  rest.  In  a recent 
study,  50  per  cent  of  cases  of  marked  aortic 
insufficiency  suffered  attacks  of  severe  angina 
pectoris,  especially  at  night,  lasting  from 
several  minutes  to  one  hour  or  longer,  and 
were  relieved  less  regularly  by  glyceryl 
trinitrate  than  in  the  angina  of  athero- 
sclerotic coronary  disease.®  These  authors 
feel  that  angina  is  common  in  severe  aortic 
regurgitation,  independent  of  the  cause. 

The  pain  in  aortic  regurgitation  has  been 
attributed  to  decreased  coronary  flow  sec- 
ondary to  low  diastolic  pressure  with 
increased  myocardial  demands  because  of 
the  hypertrophied  heart.  Bing  et  al.^ 
found  coronary  flow  and  myocardial  oxygen 
consumption  increased.  Rushmer'®  feels 
that  the  deficit  in  the  diastolic  coronary  flow 
is  compensated  by  vasodilation. 

Observers  have  differed  in  opinion  re- 
garding the  presence  or  absence  of  coronary 
lumen  disease  in  aortic  valve  lesions,  except 
in  cases  of  luetic  origin.  Friedberg”  feels 
that  the  pain  is  rare  in  uncomplicated 
cases,  but  in  the  older  patient  it  is  due  to 
concomitant  coronary  sclerosis  or  super- 
imposed calcification  of  the  valve.  Rush- 
mer*°  mentions  disease  obstructing  the 
coronary  ostia.  In  Harvey,  Segal,  and 
Hufnagel’s®  series  patients  were  below  the 
age  of  thirty,  and  at  the  postmortem 
examination  no  evidence  of  coronary  disease 
or  ostial  narrowing  was  found. 

In  the  presence  of  aortic  stenosis  the 
incidence  of  anginal  pain  varies  from 
36  to  50  per  cent.^^'^®  Uricchio  et  alM 
reported  recently  in  a study  of  350  cases  of 
aortic  stenosis  that  49  per  cent  had  sympto- 
matic angina.  Of  141  cases  of  combined 
aortic  and  mitral  stenosis,  only  23  per  cent 
had  angina. 

Various  factors  enter  into  the  physio- 
pathologic  picture.  The  perfusion  of  the 
coronary  vessels  depends  on  the  pressure 
gradient  between  the  coronary  artery  ostia 
and  the  coronary  veins  and  the  resistance  to 
blood  flow  through  those  vessels  through- 


out the  cardiac  cycle  which  depends  on  the 
caliber  of  the  vessels.  During  ventricular 
systole,  with  the  coronary  vessels  com- 
pressed, the  blood  flow  through  the  vessels 
is  markedly  decreased.  When  aortic  stenosis 
is  present,  the  marked  increase  in  in- 
traventricular pressure  empties  the  coronary 
vessels  and  retards  the  systolic  coronary 
flow.  During  diastole  the  coronary  flow  is 
also  impaired  if  the  pressure  is  low  or  if  the 
coronary  ostia  or  lumina  are  occluded  or 
narrowed  by  atherosclerosis.  Myocardial 
anoxia  is  considered  the  cardinal  cause  of 
cardiac  pain  in  aortic  stenosis.  Although 
coronary  atherosclerosis  is  sometimes  pres- 
ent, angina  pectoris  in  the  presence  of 
normal  vessels  undoubtedly  indicates  a 
functional  inadequacy  in  the  coronary 
flow.  Green*®  found  a significant  reduction 
in  the  coronary  artery  minute  blood  flow  in 
instances  of  aortic  stenosis  which  could  not 
be  increased  readily  on  myocardial  demand. 
Owing  to  muscle-fiber  hypertrophy,  dif- 
fusion distance  is  increased,  and  oxygen  and 
pabulum  diffusion  and  metabolite  elimina- 
tion are  impaired.  Myocardial  hypoxia 
and  ischemia  undoubtedly  interfere  with 
myocardial  contractility. 

Thus  it  appears  that  the  anginal  pain  in 
aortic  valvular  disease  is  related  to  the 
left  ventricular  pressure,  the  aortic  pressure, 
the  coronary  artery  pressure,  the  coronary 
vein  pressure,  coronary  ostial  patency, 
coronary  vessel  lumen  caliber,  and  myo- 
cardial metabolism.  Improving  any  or  all 
of  these  factors  may  be  expected  to  yield 
favorable  symptomatic  results.  The  ther- 
apeutic approaches  to  the  anginal  problem 
in  these  patients  with  aortic  valvular 
disease  provoke  challenging  considerations. 

Meprobamate  has  been  used  in  the 
management  of  angina  pectoris  as  well  as  in 
myocardial  infarction  and  cardiac  failure.*®  *^ 
Its  action  has  been  attributed  to  its  tran- 
quilizing,  relaxing  effects.  An  antiarrhyth- 
mic  action  was  noted  in  several  of  our 
cases  of  myocardial  infarction  in  previous 
studies.*®’*^  Its  use  was  also  indicated  with 
mephentermine  sulfate  since  all  sympa- 
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thomimetic  amines,  when  given  in  sufficient 
dosage,  may  produce  ectopic  rhythms. 
The  placebo  effect  of  antianginal  drugs  is 
well  known.  The  rapport  period  is  con- 
sidered about  three  months,  and  the  shortest 
therapy  period  in  our  series  is  six  months 
which  eliminates  this  suggestibility  period. 
The  longest  period  is  over  two  years. 
Using  meprobamate  alone  resulted  in  pa- 
tients being  more  relaxed.  True,  they 
complained  less  of  their  pain  but  obtained 
no  sustained  relief  or  significant  reduction  in 
glyceryl  trinitrate  requirements. 

Because  of  its  pharmacologic  action, 
mephentermine  sulfate  was  singularly  suited 
for  the  combination  used  in  this  study. 
Experimentally  mephentermine  sulfate  con- 
sistently caused  an  increase  in  the  coronary 
blood  flow  attributed  mainly  to  a local  action 
on  the  heart.  With  an  increased  force  of 
contraction  and  a better  emptying  of  the 
left  ventricle,^*  the  aortic  pressure  was  not 
found  to  rise  significantly  in  these  studies. 
Yet,  Corday  et  alA^  noted  that  changes  in 
the  systemic  blood  pressure  as  little  as  10 
mm.  of  mercury  had  definite  effects  on  the 
coronary  blood  flow.  Systemic  blood  pres- 
sure changes  of  20  mm.  mercury  would 
change  the  coronary  blood  flow  by  30  per 
cent.  A linear  relationship  was  noted. 
Mephentermine  sulfate  has  been  shown  to 
cause  an  increase  in  the  systemic  blood 
pressure  by  cardiac  stimulation  despite  the 
initial  vasodilatation . is ■ 20 , 2 1 

The  augmentation  of  coronary  flow  may 
even  occur  without  significant  changes  in  the 
heart  rate  or  the  aortic  pressure. How- 
ever a further  increase  in  the  coronary  flow 
accompanies  the  elevation  of  aortic  pressure. 
Small  increases  in  pressure  at  the  coronary 
ostia  caused  by  small  doses  of  mephenter- 
mine sulfate  may  conceivably  increase 
coronary  flow  sufficiently  to  benefit  the 
thirsty,  ailing  myocardium,  thus  reducing 
anginal  pain.  Nevertheless,  with  the  dos- 
ages used  in  this  preparation,  none  of  our 
patients  exhibited  any  significant  rise  in 
blood  pressure,  as  measured  at  the  brachial 
artery.  Regan  et  al.^^  experimentally  found 


that  there  existed  a paradoxical  decrease 
in  the  regurgitant  blood  flow  in  the  presence 
of  raised  arterial  pressures  which  could  be 
explained  by  a reduction  in  aortic-ven- 
tricular diastolic  pressure  gradient  with 
diminished  forward  flow.  Their  experi- 
ments were  conducted  using  norepinephrine. 
Nevertheless,  the  implication  again  is  that 
increasing  the  arterial  pressure  would  im- 
prove coronary  blood  flow.  No  instance  of 
postural  hypotension  was  found  in  our  series. 
Actually,  mephentermine  sulfate  is  used 
in  the  therapy  of  shock  and  hypotension  as 
a pressor  amine. Postural  hypotension 
is  not  infrequent  with  some  mono-amine 
oxidase  inhibitors  and  may  be  a deterrent 
to  their  use.  In  addition,  the  mono-amine 
oxidase  drugs  appear  to  influence  pain 
mechanism  alone  rather  than  coronary 
circulation  or  myocardial  metabolism. 

In  a recent  study  mephentermine  sulfate 
was  found  to  cause  a saluresis  and  potassium 
retention, the  latter  apparently  advan- 
tageous in  the  relief  of  anginal  pain.^® 
On  the  other  hand,  extreme  myocardial 
depression  induced  by  the  injection  of  po- 
tassium citrate  in  dogs  is  immediately 
counteracted  by  mephentermine  sulfate 
which  increased  cardiac  output  and  stroke 
work.  Heart  rates  were  either  unaltered  or 
accelerated.  Peripheral  resistance  was  un- 
changed or  diminished. 

Evidence  has  also  been  adduced  to 
indicate  that  during  an  anginal  attack  the 
contractile  function  of  the  left  ventricle  is 
seriously  compromised,  resulting  in  an  in- 
crease in  pulmonary  capillary  pressure 
approaching  levels  at  which  pulmonary 
edema  may  develop.^®  Here  again  me- 
phentermine sulfate  maybe  beneficial  because 
of  its  inotropic  effect. 

No  side-effects  were  noted.  This  in- 
cluded the  absence  of  headache,  hyper- 
tension, hypotension,  tremor,  apprehension, 
jaundice,  or  leukopenia.  Because  of  the 
marked  salutary  effects  in  the  angina 
pectoris  of  aortic  \'alvular  origin,  this 
therapy  is  now  undergoing  trial  also  in  the 
angina  of  atherosclerotic  coronary  disease. 
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Summary 

Twenty-five  patients  with  simple  or 
combined  aortic  valvular  disease,  due  to 
rheumatic  fever,  lues,  or  arteriosclerosis, 
who  had  the  anginal  syndrome,  were  treated 
with  a combination  of  mephentermine 
sulfate  and  meprobamate.  The  pharma- 
cologic activity  of  mephentermine  sulfate 
and  its  inotropic,  pressor,  antiarrhythmic, 
and  mono-amine  oxidase  inhibiting  actions 
admirably  suited  it  for  a combination  with 
meprobamate  whose  tranquilizing  effect 
blended  well  with  mephentermine  sulfate. 

Symptomatic  relief  was  excellent  in  21 
patients,  and  good  results  were  obtained 
in  4 patients.  Thus,  all  patients  benefited 
from  the  treatment  and  were  able  to  resume 
activities  comfortably  with  either  no  symp- 
toms of  pain  or  marked  amelioration  of  the 
anginal  syndrome.  The  pharmocologic  basis 
for  the  treatment  has  been  commented  on. 

Generous  supplies  of  material  for  this  study  were  made 
available  by  William  H.  Wilkinson,  M.D.,  and  Mr. 
George  Alperin  of  Wyeth  Laboratories,  Inc.,  Phila- 
delphia, Pennsylvania. 
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\ LTHOUGH  for  years  we  have  considered 
-^^that  an  analgesic  alone  was  all  that  was 
required  to  control  pain,  more  recent  studies 
indicate  otherwise.  In  accordance  with 
basic  physiologic  interpretations  of  pain,  re- 
cent studies  appear  to  demonstrate  that  the 
combination  of  an  analgesic  with  the  new 
tranquilaxant  drugs  is  of  definite  value  in 
those  conditions  which  obviously  require 
more  than  an  analgesic  alone.  ‘ Batter- 
man^  and  Wainer,*  for  example,  have  re- 
ported on  the  clinical  value  of  phenyramidol 
hydrochloride  with  aluminum  aspirin.  More 
elaborate  preparations  have  been  described 
by  Billow,  Martorella,  and  Paley,'*  Chesrow 
et  al.,^  and  Splitter.®  Another  preparation 
involving  two  analgesics  and  a tranquilizer 
has  been  described  by  Settel.'^  A recently 
introduced  combination  which  appears  to 
have  proved  valuable  in  the  management  of 
pain  complicated  by  anxiety  and/or  muscle 
spasm  is  one  that  contains  methocarbamol 
and  acetylsalicylic  acid. 

The  excellent  tolerance  of  aspirin  in 
animals  (lethal  dose  in  50  per  cent  of  cases 
in  mice  = 1,100  mg.  per  kilogram)  and  in 
human  beings  is  well  known.  Similarly, 
the  tolerance  of  chlormezanone  (Trancopal) 
in  mice  (lethal  dose  in  50  per  cent  of  cases  = 
1,680  mg.  per  kilogram)  and  in  human 
beings  has  been  well  substantiated. 

The  activity  of  the  combination  of  chlor- 
mezanone (50  mg.)  plus  aspirin  (300  mg.) 
(Trancoprin)  has  been  studied  in  rats,  dogs, 
and  monkeys.  The  results  of  these  experi- 
mental studies  have  shown  that  when  the 
combination  was  given  to  rats  in  doses  up  to 
146.25  mg.  per  kilogram  it  produced  no 
pharmacologic  or  physiologic  effects,  whereas 
in  doses  of  292.5  mg.  per  kilogram  and  above 


these  animals  demonstrated  an  intolerance 
to  the  combination.  This  intolerance,  how- 
ever, was  related  directly  to  the  dosage  of 
the  individual  ingredients  rather  than  as  a 
result  of  the  combination.  This  was  demon- 
strated by  the  fact  that  the  mortality  data 
obtained  with  a dose  of  586  mg.  per  kilo- 
gram of  chlormezanone-aspirin  were  similar 
to  those  observed  with  another  group  of  rats 
given  an  equivalent  dose  (501  mg.  per  kilo- 
gram) of  an  aspirin-10  per  cent  granula- 
tion mixture.  These  data  would  therefore 
indicate  that  any  toxicity  observed  with  the 
combination  of  aspirin  and  chlormezanone 
represents  the  toxicity  of  aspirin  in  this 
animal. 

Chronic  toxicity  studies  in  dogs  extending 
over  a forty-two-week  period  again  demon- 
strated that  there  was  no  potentiation  of 
toxicity  when  chlormezanone  and  aspirin 
were  administered  together.  In  these 
studies  oral  doses  of  195  mg.  per  kilogram 
were  given.  As  in  the  rodent  studies  men- 
tioned previously,  even  the  larger  doses 
which  proved  toxic  to  the  animals  did  not 
affect  the  peripheral  blood  picture. 

Studies  in  rhesus  monkeys  over  a thirty- 
week  period  also  demonstrated  that  there 
was  no  potentiation  of  toxicity  when  the 
combination  of  chlormezanone  and  aspirin 
was  administered.^^  When  the  combination 
was  given  in  doses  of  351  mg.  per  kilogram, 
however,  a slight  transient  ataxia  was  ob- 
served for  a few  months.  A dose  of  1 ,580  mg. 
per  kilogram  of  the  combination  was  needed 
to  cause  a significant  mortality  in  these 
animals.  Again  no  appreciable  changes  in 
the  peripheral  blood  were  observed. 

The  previously  mentioned  experiments  in- 
dicate that  when  the  combination  of 
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chlormezanone  and  aspirin  is  administered 
to  animals,  even  in  lethal  doses,  the  un- 
toward effects  are  no  greater  than  one  might 
observe  with  aspirin  alone. 

Methods  and  Materials 

This  study  was  undertaken  to  evaluate 
clinically  the  combination  of  chlormezanone, 
50  mg.,  with  aspirin,  300  mg.,  and  to  deter- 
mine as  precisely  as  possible  the  relation  of 
this  compound  as  an  analgesic  to  aspirin, 
300  mg.,  alone.  To  make  a valid  and  critical 
comparison,  chlormezanone,  100  mg.,  as  well 
as  a placebo,  were  included  in  the  test  series.  * 
The  medication  was  supplied  to  our  group 
under  four  codes  (A,  B,  C,  and  D)  that  were 
identical  in  appearance.  The  code  was  not 
revealed  to  the  investigators  working  on  the 
project  nor  to  the  statistician  until  this  re- 
port was  completed  in  writing.  For  the 
sake  of  clarity  of  understanding,  however, 
the  code  is  explained  as  follows:  Code  A = 
placebo,  code  B = chlormezanone,  code  C = 
aspirin  plus  chlormezanone  combination, 
and  code  D = aspirin. 

The  triple-blind  technic,  as  published  pre- 
viously,^^ was  used  throughout  the  in- 
vestigation. This  technic  stipulates  that  all 
medications  are  provided  as  unknowns  and 
identified  only  by  code.  It  was  known, 
however,  that  the  symptomatic  relief  of  pain 
was  the  symptom  under  observation,  since 
it  was  felt  that  a clear-cut  objective  was 
necessary  for  precise  evaluation. 

The  trial  period  of  this  study  w’as  six  days 
of  administration  and  one  day  of  rest.  The 
total  duration,  therefore,  was  four  weeks 
for  each  patient,  and  the  entire  series  of 
patients  was  run  concurrently.  The  niim- 
ber  of  observations  required  equaled  the  total 
number  of  patients,  in  this  case  the  starting 
number,  50)  times  3 (the  number  of  observa- 
tions per  day)  times  4 (the  number  of  medi- 
cations). A uniformity  of  clinical  recording 
was  ensured  by  the  use  of  an  observation 
card  designed  especially  for  this  investiga- 
tion. Side-reactions  were  recorded  only 

* Supplied  by  the  Medical  Research  Department, 
Winthrop  Laboratories,  New  York  City. 


when  expressed  spontaneously  by  the  patient 
or  noted  by  the  ward  nurse.  A single  ob- 
server was  used  who  was  dissociated  entirely 
from  the  design  of  the  experiment,  the  com- 
pilation and  analysis  of  data,  and  the  results. 
He  merely  recorded  on  a data  sheet  the  ob- 
servations collected  at  intervals. 

The  statistical  analysis  of  the  results  of 
the  investigation  was  based  on  observations 
made  only  on  those  patients  who  had  not 
missed  a single  observation  or  drug  ad- 
ministration. Notwithstanding  the  number 
of  patients  who  were  excluded  for  this  rea- 
.son,  the  remaining  patients  provided  reliable 
information.  A secondary  analysis  of  the 
patients  who  dropped  out  of  the  study  was 
made  as  a check  on  this  theory,  but  this 
analysis  contributed  no  further  informa- 
tion. Mention  might  be  made  of  the 
arbitrary  decision  of  the  six-day  observation 
period.  This  has  been  found  convenient 
and  satisfactory  in  our  hands.  The  period 
is  long  enough  to  permit  the  patient  and 
observer  to  obtain  a clear-cut  impression  of 
the  pain  relief  and  short  enough  to  permit 
a rapid  change  to  a second  medication  while 
the  impression  is  fresh.  A rest  on  Sunday 
allows  for  a carry-over  of  effect,  although 
emergency  dosages  are  permitted  if  necessary, 
in  which  case  the  next  drug  in  rotation  is 
used.  An  analysis  is  made  for  each  ob- 
servation period,  that  is,  for  each  of  the 
three  daily  observation  periods,  as  well  as  for 
the  total  relief  for  each  day  and  for  the  entire 
week.  In  this  case  the  increase  in  pain  relief 
throughout  a period  of  one  day  or  during 
the  entire  week  can  be  demonstrated.  In 
cases  where  a placebo  is  administered,  this 
phenomenon  is  not  noted;  on  the  contrary, 
there  appears  to  be  a decrease  in  relief. 
The  level  of  the  placebo  throughout  the  day 
and  week  helps  to  correct  for  the  normal 
change  as  compared  with  the  drug  effect 
throughout  the  observation  period.  This 
observation  period  of  six  days  seems  to  be 
adequate  to  allow  for  a uniformity  of  the 
fluctuations  in  pain  severity.  When  med- 
ications that  have  a clear-cut  difference  in 
effect  are  tested,  this  usually  is  noted  clearly 
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TABLE  I. — Diagnoses  of  50  Patients  Used  in 
Study 


Diagnosis  Number  of  Patients 

Peripheral  vascular  disease  3 

Bursitis  4 

Neuritis  7 

Hypertensive  encephalopathy  1 

Rheumatoid  arthritis  5 

Osteoarthritis  11 

Prostatitis  4 

Chronic  bronchitis  with  pleuritis  8 

Chronic  genitourinary  tract  infection  5 

Carcinoma  of  the  larynx  2 


by  the  third  day  and  the  differences  become 
more  marked  throughout  the  balance  of 
the  observation  period.  Of  course,  in  cases 
where  the  difference  in  clinical  effect  between 
the  medications  is  slight,  this  phenomenon 
may  not  be  present,  since  these  differences 
may  not  be  measurable. 

In  this  study,  in  which  we  investigated 
four  coded  drugs  over  a period  of  four  weeks, 
we  started  out  with  50  patients.  Of  these 
50  patients,  40  conformed  to  our  previously 
mentioned  requirements  for  the  total  four- 
week  period.  The  subject  material  for  this 
investigation  was  a group  of  patients  at  a 
large  chronic  disease  hospital.  All  of  the 
patients  in  this  group  were  suffering  with 
pain  from  various  causes.  In  all  cases  the 
pain  was  constant,  to  a degree  that  anal- 
gesics were  required  over  an  extended  period 
of  time.  The  diagnoses  are  tabulated  in 
Table  I. 

The  administration  of  the  coded  drugs 
was  at  7:00  a.m.,  11:00  a.m.,  and  3:00  p.m. 
(2  capsules  three  times  a day),  and  observa- 
tions were  made  one  hour  after  each  ad- 
ministration. As  noted  previously,  the 
observations  were  recorded  on  a special 
form  which  simplified  the  collection  and 
analysis  of  the  data.  These  figures  for 


each  period  of  observation  were  then  totaled 
and  averaged.  For  example,  the  “week” 
average  for  each  drug  is  based  on  the  ob- 
servations made  on  40  patients  during  a 
period  of  six  days,  three  times  a day. 

Table  II  presents  the  basic  figures  re- 
sulting from  the  calculations  for  each  period 
of  observation.  In  Figures  1 and  2 we  find 
the  graphic  presentation  of  the  same  data. 
Figure  1 presents  the  general  trend  in  pain 
relief  for  each  of  the  coded  drugs  during  the 
six  days  of  observation.  Figure  2 shows 
the  variation  in  pain  relief  during  the  “aver- 
age” day.  The  relative  position  of  the 
four  curves  in  these  graphs  indicates  the 
sequence  of  efficiency  of  these  drugs. 

Figure  1 shows  for  the  more  active 
analgesics  an  upward  trend  during  the 
six  days  of  observation.  The  least  active 
“analgesic,”  presumably  the  placebo,  shows 
a downward  trend.  This  phenomenon, 
frequently  observed  in  previous  pain  studies, 
probably  is  a result  of  underevaluation 
during  the  first  couple  of  days  of  active 
medications  and  of  initial  overevaluation  of 
a placebo. 

Figure  2 shows  a varying  degree  of  in- 
crease in  pain  relief  for  all  four  codes. 
We  know  from  previous  studies  that  the 
degree  of  pain  is  at  its  minimum  in  the  after- 
noon. If  we  assume  code  A to  be  the  placebo, 
we  have  in  the  study  another  demonstration 
of  this  phenomenon.  A decrease  in  pain  is 
reflected  in  this  type  of  study  as  an  increase 
in  the  degree  of  pain  relief. 

In  addition  to  this  analysis,  we  ranked 
the  four-week  scores  of  each  individual 
patient  according  to  their  numerical  value. 
This  procedure  will  give  us  an  impression 
about  the  individual  variability  in  respect 


TABLE  II. — Results  of  Analysis  of  Patients  Treated  with  Four  Types  of  Medication 


8:00 

A.M. 

12 

NOON 

4:00 

P.M. 

Aver- 

age 

Code 

1 

2 

3 " 4 

5 

6 

Rank 

A (Placebo) 

0.42 

0.79 

0.82 

0.86 

0.66 

0.65 

0.63 

0.63 

0.64 

0.676 

4 

B (Chlormezanone) 

0.97 

1.62 

1 .98 

1.34 

1.60 

1.47 

1.56 

1.59 

1.58 

1.522 

3 

D (Aspirin) 

1.07 

1.80 

2.22 

1.45 

1.57 

1.68 

1.83 

1.85 

1.79 

1.694 

2 

C (Aspirin  plus 
chlormezanone) 

1.57 

2.36 

2.85 

1.74 

2.21 

2.33 

2.41 

2.43 

2.45 

2.263 

1 
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Fig.  1.  General  trend  in  pain  relief  for  each  coded 
drug  during  six  days  of  observation. 


to  the  analgesic  effect  of  the  four  coded 
drugs  in  this  group  of  40  patients.  The 
highest  week  score  is  ranked  1 and,  accord- 
ingly, the  lowest  score  is  ranked  4.  Table 
III  summarizes  the  results  of  this  analysis. 
This  table  shows  that  37  patients  ranked 
code  C first  and  2 patients  found  code  B to 
be  the  best  analgesic.  Code  A was  found 
to  be  the  poorest  analgesic  by  all  40  pa- 
tients. In  addition,  we  calculated  the 
“average”  ranking  for  each  of  the  four 
codes,  the  results  of  which  also  are  given  in 
Table  III.  These  results  indicate  that  the 
patients  did  not  have  much  difficulty  in 
agreeing  on  the  ranking  of  the  four  codes. 

Finally,  we  performed  a variance  analysis 
to  test  the  significance  of  the  differences  in 
analgesic  effects  between  the  four  coded 
drugs.  We  based  the  calculations  on  the 
patient’s  total  weekly  scores.  In  this  study 
we  have  a total  of  40  (number  of  patients) 
X 4 (number  of  codes)  = 160  scores.  The 
results  of  this  analysis  are  shown  in  Table  IV. 
The  F value  based  on  the  “between  patients 
mean  square”  divided  by  the  “residual- 


Fig.  2.  Variation  in  pain  relief  during  “average” 
day. 


TABLE  III. — Ranking  Distribution  of  40 
Patients  who  Received  Four  Coded  Analgesics, 
Each  for  Six  Days* 


C 

( Aspirin 
Plus 

Chlormez-  B 


anone  (Chlor- 

Combina-  D mez-  A 


Rank 

tion) 

(Aspirin) 

anone) 

(Placebo) 

1 

37 

2 

1 

2 

2 

27 

11 

3 

1 

11 

28 

4 

40 

Average 

rank 

1.10 

2.22 

2.67 

4.00 

* Each 

vertical 

column  lists  for  the 

indicated 

code  the  patient  distribution  of  the  drug  ranking. 
The  horizontal  columns  present  for  the  indicated 
rank  number  the  patient  distribution  for  the  four 
coded  drugs.  The  first  column  shows  the  rank 
number.  This  ranking  is  based  on  the  average  pain 
relief  calculated  for  the  six-day  period. 

mean  square  is  20.52  = 1.20  (Table  IV). 

17.06 

The  low  F value  between  patients  per 
residual  mean  square  indicates  that  we  do 
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TABLE  IV. — Results  of  Variance  Analysis  of 
Patients  in  Study 


Status 

Degree 

Sum  of  of  Free-  Mean 
Squares  dom  Square 

F 

Value 

Between 

patients 

800.40 

39  20.52 

1.20 

Between 

drugs 

17,059.55 

3 5,686.52 

333.32 

Residual 

1,995.95 

117  17.06 

Totals 

19,855.90 

159 

not  have  significant  differences  among  our 
patients  as  far  as  their  reactions  are  con- 
cerned to  the  analgesic  effects  of  the  four 
coded  drugs.  The  F value  based  on  the 
“between  drugs  mean  square”  divided  by 
the  “residual  mean  square”  is  333.32. 
This  larger  F value  indicates  a significant 
difference  between  two  or  more  of  the  in- 
vestigated codes.  The  comparing  of  the 
individual  means  is  done  with  the  method 
described  by  Tukey.^^  We  calculated,  there- 
fore, the  minimum  difference  between  any 
two  sets  of  two  means  for  the  1 per  cent  level 
of  significance  and  found  that  this  difference 
was  2.93.  The  four- week  score  means  are  as 
follows:  A = 12.18,  B = 27.40,  D = 30.50, 
andC  = 41.03. 

All  of  the  differences  among  the  week  score 
means  of  the  four  codes  are  significant  at 
the  1 per  cent  level.  We  may,  therefore, 
conclude  that  our  ranking  of  the  four  coded 
drugs  is  legitimate  and  that  the  difference 
among  the  analgesic  effectiveness  of  the 
drugs  is  significant. 

The  results  of  the  variance  analysis  con- 
firm the  impression  which  we  obtained  from 
Table  II,  Figure  1,  Figure  2,  and  from  the 
ranking  analysis:  The  difference  in  anal- 
gesic effectiveness  of  the  drugs  is  significant 
and,  therefore,  our  ranking  is  legitimate. 


Table  V presents  the  number  of  times  we 
recorded  spontaneously  expressed  side- 
effects.  Constipation  is  observed  more  fre- 
quently (9  times)  in  code  C than  in  any 
other  code.  Code  C also  causes  the  highest 
frequency  of  drowsiness  (18  times). 

Suintnary 

From  a clinical  point  of  view,  it  has  been 
demonstrated  that  chlormezanone,  50  mg., 
in  combination  with  aspirin,  300  mg.,  is  a 
potent  analgesic  agent,  and  it  is  demon- 
strably more  potent  than  aspirm  alone. 
Chlormezanone,  100  mg.,  demonstrated  in 
this  series  some  analgesic  activity  in  com- 
parison with  a placebo,  but  to  a lesser  de- 
gree than  300  mg.  of  aspirin.  We  have 
presented  a controlled  clinical  evaluation 
which  demonstrated  the  status  of  chlor- 
mezanone and  aspirin  (Trancoprin)  in  com- 
bination, and  the  greater  clinical  effective- 
ness of  this  combination  in  comparison  with 
a placebo  and  aspirin  alone  has  been 
established. 
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Constipa- 
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Excite- 
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Drowsi-  Respiratory 
ness  Depression 

Totals 

A (Placebo) 

1 

6 

3 

3 

13 

B (Chlormezanone) 

1 

2 

6 

2 

6 

17 

D (Aspirin) 

C (Aspirin  plus  chlormez- 

2 

1 

1 

4 

4 

12 

anone  combination) 

3 

2 

9 

3 

18 

35 
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7 
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31 

77 
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HARRY  EGGERS,  M.D.,  NEW  YORK  CITY 


{From  the  Department  of  Ophthalmology,  St.  Luke’s  Convalescent  Hospital) 


SENILE  or  atonic  entropion  can  be  a 
troublesome  problem,  particularly  when 
it  appears  immediately  after  a cataract  ex- 
traction, having  been  aggravated  by  the 
necessary  patching.  Many  of  the  afflicted 
individuals  who  are  elderly  and  infirm  are 
reluctant  to  have  another  operation. 

Defining  Senile  Entropion 

With  increasing  age  the  tissues  of  the 
lower  lids  undergo  atonic  degenerative 
changes.  These  are  much  more  pronounced 
in  the  lower  portions  of  the  lids  and  are 
relatively  absent  in  the  tissues  along  the 
upper  margins.  The  skin  becomes  loose 
and  inelastic.  The  orbicularis,  except  for 
its  marginal  band  of  fibers,  loses  its  tone. 
The  tarso-orbital  fascia  stretches.  At  the 
same  time  there  often  occurs  some  absorp- 
tion of  the  orbital  fat  with  secondary  slight 
enophthalmos.  This  deprives  the  flabby 
lid  of  its  former  Arm  contact  with  the  eye- 
ball, and  the  lower  part  of  the  lid  tilts  for- 
ward on  its  tarsoligamental  suspension. 
Then  during  the  act  of  blinking,  as  the  tilted 
lid  rises  slightly,  the  relatively  strong 
marginal  orbicularis  fibers  overcome  the 
unsupported  narrow  and  thin  tarsus  and 
roll  the  edge  of  the  lid  inward.  Fox^  sum- 
marizes the  mechanism  of  the  inversion  of 
the  margin  of  the  lower  lid  very  well  when 
he  says,  “Thus  given  a relatively  intact 
tarsoligamentous  sling,  when  the  lower  lid 
rises  up  during  the  normal  blinking  process, 
the  loose  flabby  skin  and  muscle  will  allow 
the  lower  border  of  the  tarsus  to  swing  for- 
ward, away  from  the  eyeball,  the  upper 
border  will  turn  inward  on  the  sling,  as  on  a 
fulcrum,  and  the  result  is  senile  entropion.” 


Various  Operations  for  Senile  Entropion 

Senile  entropion  usually  can  be  relieved 
by  an  operation.  Various  ones  are  done  and 
are  based  on  several  principles  usually  ap- 
plied in  combination : a shortening  and  sup- 
port of  the  relaxed  tissues;  a rotation  of  the 
lid,  the  lower  part  inward  and  the  upper 
part  outward ; and  a creation  of  a dowmward 
pull  on  the  margin  of  the  lid.  In  the  modi- 
fied Wheeler  operation  a wide  strip  of  non- 
marginal orbicularis  fibers  is  isolated,  cut 
vertically  through  the  center,  and  then  over- 
lapped. Thus,  the  lid  is  supported,  and 
pressure  is  exerted  against  the  lower  tarsus. 
The  Meek  operation  fastens  slips  of  the 
marginal  orbicularis  fibers  to  the  lower 
orbital  rim.  The  Muller  operation  involves 
a resection  of  a triangle,  apex  up,  of  tarsus 
and  attached  conjunctiva.  This  both 
shortens  the  tarsus  and  rotates  its  upper  mar- 
gin outward.  Fox^  combines  the  principles 
of  the  Muller  and  Wheeler  operations. 

The  Crutch  Attachment 

Some  years  ago  it  occurred  to  me  that 
those  patients  with  senile  entropion  (and 
also  ectropion)  who  refused  to  be  operated 
on  could  be  helped  by  providing  support 
for  the  lid  with  a horizontal  bar  attached  to 
a spectacle  frame.  This  has  been  success- 
ful in  a number  of  cases.  For  entropion 
the  bar  is  placed  so  that  it  presses  against 
and  across  the  middle  or  lower  tarsal  level. 
For  ectropion  the  bar  should  press  against 
and  across  the  upper  tarsal  level.  Recently, 
while  browsing  through  Duke-Elder’s  text- 
book, ^ I was  not  surprised  to  find  that  I had 
not  been  the  first  person  to  think  of  this  solu- 
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Fig.  1.  Crutch  attachment  (unilateral)  for  relief 
of  senile  entropion,  soldered  to  lower  rim  of  spectacle 
frame. 


tion.  Duke-Elder  states  that  in  1901 
both  Oppenheimer  and  Salomon  independ- 
ently suggested  a crutch  spectacle,  . . 
wherein  a loop  of  wire  soldered  to  the  lower 
rim  of  the  frame  pushed  into  the  lower  lid 
just  above  the  lower  orbital  margin.” 


Figure  1 shows  a unilateral  crutch  at- 
tachment to  a spectacle  frame.*  This  was 
used  successfully  to  relieve  senile  entropion 
that  had  been  aggravated  by  a cataract  ex- 
traction. The  gold-filled  bar  or  brace  is 
28  mm.  long,  with  arms  about  15  mm.  long 
extending  upward  and  inward  from  the  lower 
rim  of  the  frame  to  which  they  are  soldered. 
The  bar  and  its  arms  must  be  bent  to  fit  the 
curvature  of  the  individual  lid. 

30  East  40th  Street,  New  York  16 


* The  crutch  attachment  was  made  and  fitted  by 
Belz  Opticians,  15  East  40th  Street,  New  York  City. 
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A series  of  review  articles  dealing  with  medical  progress 


ROBERT  TURELL,  M.D.,  Editor 


Clinical  Aspects  of  Mansons  Schistosomiasis 

HOWARD  B.  SHOOKHOFF,  M.D.,  NEW  YORK  CITY 

{From  the  Division  of  Tropical  Diseases,  Bureau  of  Preventable  Diseases,  The  City  of  New  York  Department 

of  Health) 


At  present  it  is  estimated  that  there  are 
between  500,000  and  750,000  in- 
dividuals born  in  Puerto  Rico  who  reside 
in  New  York  City.  In  a number  of  surveys 
the  prevalence  of  Schistosoma  mansoni 
infection  in  Puerto  Ricans  has  been  found 
to  be  approximately  10  per  cent.^~^  It  is 
probable,  therefore,  that  there  are  50,000 
to  75,000  individuals  with  schistosomiasis 
in  the  City  of  New  York.  Patients  with 
schistosomiasis  are  being  treated  in  increas- 
ing numbers  in  many  hospitals.  Surgeons 
are  being  called  on  to  operate  on  patients 
with  advanced  disease  and  portal  hyper- 
tension, and  deaths  are  being  recorded 
periodically  from  either  severe  or  advanced 
schistosomiasis.  This  article  is  a summary 
of  those  aspects  of  S.  mansoni  infection 
which  are  of  importance  to  the  practicing 
physician. 

Etiology 

Schistosoma  mansoni  is  a blood  fluke,  the 
definitive  host  of  which  is  man.  The  adult 
worms  are  found  chiefly  in  the  veins  of  the 
portal  and  inferior  mesenteric  systems. 
The  eggs  are  passed  in  the  feces,  and  on 


reaching  fresh  water  they  hatch  and  liberate 
free-swimming  miracidia.  These  larval 
forms  penetrate  snails  of  a suitable  species 
in  which  they  undergo  a cycle  of  develop- 
ment lasting  several  weeks.  This  cycle 
results  in  the  production  of  thousands  of 
fork-tailed  cercariae  for  each  miracidium 
which  enters  the  snail.  . The  cercariae  leave 
the  snails  and  lurk  in  fresh  water.  They  are 
capable  of  penetrating  the  skin  of  human 
beings.  Man  becomes  infected  by  bathing, 
washing,  fishing,  playing,  or  working  in 
cercaria-infested  water. 

After  penetration  of  the  skin,  the  cer- 
cariae reach  the  circulatory  system.  Those 
which  are  to  mature  do  so  in  the  branches 
of  the  portal  veins  within  the  liver.  This 
process  takes  five  to  six  weeks.  Within 
a few  hours  of  the  penetration  of  the  larvae, 
a pruritic  papular  eruption  may  develop  at 
the  sites  of  the  penetration.  It  usually 
subsides  within  a few  days.  During  the 
six  weeks  following  the  penetration  of  the 
cercarial  forms,  while  they  are  circulating 
or  maturing  in  the  liver,  a definite  clinical 
picture  occurs,  provided  a fairly  large 
number  of  larvae  have  entered  the  body  at 
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the  same  time.  The  picture  is  characterized 
by  fever,  urticarial  skin  eruption,  cough, 
abdominal  pain,  diarrhea,  slight  enlargement 
of  the  liver  and  spleen,  and  eosinophilia. 
Because  it  is  observed  only  in  individuals 
who  have  been  infected  recently,  it  is  rarely 
seen  in  practice  in  New  York  City.  If  the 
initial  infection  is  light,  there  will  be  no 
definite  symptoms  at  first. 

When  mature,  the  paired  male  and  female 
worms  migrate  against  the  current  in  the 
portal  system  and  enter  the  inferior  mesen- 
teric veins.  The  retrograde  migration  con- 
tinues until  the  female  enters  venules  of  such 
small  size  that  further  progress  is  impossible. 
She  then  proceeds  to  oviposit.  The  egg 
deposition  takes  place  chiefly  in  the  venules 
of  the  lower  colon  and  rectum.  Some  of  the 
eggs  enter  the  wall  of  the  colon;  the  remain- 
der are  swept  back  by  the  flow  of  blood  into 
the  liver,  where  they  lodge  in  the  periportal 
tissues.  In  both  situations  they  give  rise 
to  a granulomatous  reaction  consisting  of 
pseudotubercles,  which  are  replaced 
eventually  by  fibrous  tissue. 

The  parasites  are  capable  of  living  and 
producing  eggs  for  more  than  thirty  years. 
As  a result  the  liver  is  subjected,  so  to  speak, 
to  a protracted  bombardment  with  eggs, 
which  results  in  a cumulative  fibrosis  of  the 
periportal  areas.  In  many  cases  this  be- 
comes so  marked  that  it  is  visible  to  the 
naked  eye  and  is  given  the  name  of  pipe- 
stem  cirrhosis.  The  most  important  result 
of  this  inflammation  and  fibrosis  is  inter- 
ference with  the  blood  flow  in  the  branches 
of  the  portal  vein  within  the  liver  and  the 
development  of  portal  hypertension.  On 
the  average,  it  takes  from  ten  to  fifteen 
years  for  this  phase  of  the  infection  to 
appear.  Consequent!}'’,  it  is  seen  most  often 
in  young  adults.  As  with  other  types  of 
portal  hypertension,  collateral  circulation 
develops,  and  varicose  veins  appear  in  the 
upper  part  of  the  stomach  and/or  in  the 
lower  part  of  the  esophagus.  The  most 
common  clinical  manifestation  of  advanced 
schistosomiasis  is  bleeding  from  these 
varices.  In  some  cases  there  is  also  hyper- 


splenism. 

During  the  period  between  the  acquisition 
of  infection  and  the  development  of  portal 
hypertension  the  disease  may  be  relatively 
silent.  Thus  it  is  possible  for  a patient  to 
live  away  from  the  endemic  area  for  from 
ten  to  twenty  years  and  then  to  develop 
serious  clinical  illness.  The  observation  of 
infected  individuals  in  this  intermediate 
period  of  the  disease  indicates,  however,  that 
many  of  them  do  have  some  degree  of  ill 
health.  This  is  sometimes  recognized  only 
in  retrospect  after  treatment  has  been  given. 
Aside  from  such  vague  symptoms  as  lack  of 
energy,  lack  of  appetite,  and  failure  to  gain 
weight,  many  patients  complain  of  ab- 
dominal pain,  diarrhea,  and  'or  the  presence 
of  small  amounts  of  blood  in  the  stool. 
There  may  be  anemia.  The  liver  often  is 
enlarged,  but  enlargement  of  the  spleen  is 
noted  only  occasionally  during  this  inter- 
mediate phase.  The  intestinal  symptoms 
are  the  result  of  the  inflammatory  reaction 
in  the  colon,  caused  by  the  eggs. 

Most  of  the  symptoms  of  Manson’s 
schistosomiasis  are  referable  to  the  involve- 
ment of  the  liver  and  the  colon.  In  a 
minority  of  cases  with  unusual  localization 
of  the  parasites  or  their  eggs,  other  organs 
are  affected.  The  most  frequent  of  the 
unusual  sites  are  the  central  nervous  system 
and  the  lungs. 

The  clinical  manifestations  of  pulmonary 
schistosomiasis  are  essentially  those  of 
pulmonary  arterial  hypertension.*  The 
eggs  are  deposited  in  the  lungs  either  by  way 
of  the  venous  collaterals  through  which 
blood  from  the  mesenteric  veins  may  bypass 
the  liver  and  enter  the  systemic  veins,  or  as 
a result  of  oviposition  in  portions  of  the 
hemorrhoidal  plexus  in  which  the  blood  flow 
is  into  the  systemic  rather  than  the  portal 
veins.  Granulomas  develop  around  the  eggs 
and  compress  the  pulmonary  arterioles  in 
their  vicinity.  Additional  narrowing  occurs 
from  pulmonary  arteriolitis  which  is  appar- 


* A bronchitic  form  of  pulmonary  schistosomiasis 
has  been  described  in  Eg>’pt.  The  writer  has  not  seen 
such  cases  in  New  York  City. 
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ently  a reaction  to  the  presence  of  the 
pseudotubercles.  If  the  process  is  wide- 
spread, pulmonary  hypertension  develops. 
This  frequently  terminates  in  death  from 
right-sided  heart  failure. 

Pulmonary  schistosomiasis  may  run  its 
clinical  course  in  a few  weeks.  It  is  char- 
acterized by  progressive  shortness  of  breath, 
accentuation  of  the  second  heart  sound  at  the 
pulmonic  area,  enlargement  of  the  pulmonary 
conus  as  seen  by  radiologic  examination, 
enlargement  of  the  right  ventricle,  elec- 
trocardiographic evidence  of  a right  ventric- 
ular strain,  and  sometimes  systolic  and/or 
diastolic  murmurs  at  the  pulmonic  area. 
It  may  be  confused  easily  with  congenital 
heart  disease.  In  some  cases  syncope  is  the 
prominent  or  presenting  complaint.  Cyano- 
sis and  clubbing  of  the  fingers  are  rare, 
perhaps  because  of  the  usually  brief  course 
of  the  illness. 

If  the  central  nervous  system  is  affected 
by  S.  mansoni  infection,  the  involvement  is 
most  often  in  the  spinal  cord.  A locahzed 
granuloma  is  produced,  and  the  clinical 
picture  is  that  of  a spinal  cord  tumor.  In 
rare  cases  there  is  an  involvement  of  the 
brain  itself,  and  the  clinical  manifestations 
vary  with  the  localization  of  the  lesions. 

In  a few  cases  of  schistosomiasis,  during 
the  intermediate  period,  there  is  a complex 
clinical  picture  characterized  by  fever, 
abdominal  pain,  bleeding  from  the  gastro- 
intestinal tract,  and  sometimes  evidence  of 
cardiac  enlargement.  This  type  of  picture 
occurs  in  connection  with  rather  heavy 
infections  which  have  not  existed  long 
enough  to  produce  portal  hypertension. 

Because  of  the  variety  of  clinical  mani- 
festations which  may  be  produced  by 
schistosomiasis  and  because  irreversible 
damage  and  serious  illness  usually  do  not 
occur  until  a number  of  years  have  elapsed, 
it  is  of  greatest  importance  to  look  for  this 
infection  routinely  in  all  patients  who  have 
been  exposed  to  it.  Some  of  the  more 
bizarre  cases  have  been  identified  when 
eosinophilia  has  led  to  the  ordering  of  rou- 
tine examinations  of  the  stool.  However, 


it  must  be  kept  in  mind  that  eosinophilia 
often  is  not  present  in  schistosomiasis, 
especially  if  no  recent  reinfection  has  taken 
place. 

Laboratory  Diagnosis 

While  a great  deal  has  been  written  on  the 
subject  of  immunologic  methods  in  the 
diagnosis  of  schistosomiasis,  this  type  of  test 
has  not  yet  become  useful  clinically.  In 
surveys  of  large  groups,  serologic  reactions 
and  intradermal  tests  may  give  an  accurate 
idea  of  the  prevalence  of  schistosoma  in- 
fection. However,  in  any  individual  patient 
these  tests  may  be  distinctly  misleading. 
Complement  fixation  reactions  are  not 
infrequently  negative  in  patients  whose 
stools  contain  S.  mansoni  eggs.  Less  often 
the  intradermal  test  produces  negative 
findings  in  such  patients.  Conversely,  pos- 
itive reactions  sometimes  occur  in  in- 
dividuals in  whom  infection  cannot  be 
demonstrated. 

Basically,  the  diagnosis  rests  in  almost  all 
cases  on  the  identification  of  the  typical 
lateral-spined  eggs  of  the  parasite.  These 
eggs  are  demonstrated  most  often  either  in 
the  stool  or  in  a bit  of  tissue  removed  from 
the  rectal  mucous  membrane.  The  eggs  are 
frequently  so  few  in  number  that  they  cannot 
be  detected  in  a simple  direct  smear  of  fecal 
material.  For  the  best  results,  the  fecal 
specimen  should  be  concentrated.  There 
are  a number  of  methods  in  general  use. 
The  simplest  and  least  expensive  is  the  water 
sedimentation  method:  About  10  ounces  of 
tepid  water  are  used  to  emulsify  30  to  100 
Gm.  of  feces  directly  in  the  waxed  card- 
board container  used  for  the  collection  of  the 
specimen.  The  stool  is  then  strained 
through  surgical  gauze,  (U.S.P.  Type  III 
28/24)  into  a 12-ounce  glass  with  the 
shape  of  an  inverted  cone.  (These  used  to 
be  called  urine  glasses  in  medical  catalogs. 
A Pilsener-type  beer  glass  also  may  be 
used.)  The  glass  is  filled  nearly  to  the  top 
with  tap  water.  After  about  thirty  minutes 
a clear  demarcation  between  the  sediment 
and  the  supernatant  occurs.  The  super- 
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natant  is  then  decanted  and  the  sediment 
resuspended  in  fresh,  cold  tap  water.  The 
process  is  repeated  until  the  supernatant  is 
clear  or  very  slightly  turbid.  This  usually  re- 
quires two  resuspensions.  Two  slide  prepara- 
tions of  the  sediment  are  examined  micro- 
scopically. A rough  quantification  is  made  by 
counting  the  number  of  eggs  under  a 22  by 
40  mm.  coverslip.  This  method  is  a modifi- 
cation of  the  method  of  Hoffman,  Pons,  and 
Janer^  in  that  a larger  quantity  of  feces  is 
used. 

Experience  indicates  that  if  concentration 
methods  are  not  employed,  the  diagnosis 
will  be  missed  in  9 out  of  10  cases.  There  is 
no  evidence  that  the  more  elaborate  methods 
using  alcohol,  ether,  detergents,  and  other 
reagents  give  superior  results.  Fecal 
alchemy  does  not  replace  patient,  careful 
microscopy  and  experience. 

There  is  considerable  argument  about  the 
place  of  rectal  biopsy  in  the  diagnosis  of 
schistosomiasis.  It  is  not  greatly  superior, 
if  superior  at  all,  to  a stool  examination 
which  utilizes  a proper  concentration  method 
and  is  done  by  a well-trained  technician. 
A recent  publication  by  Spingarn  and  his 
associates^  indicates  that  of  107  cases  of 
schistosomiasis,  93  per  cent  had  positive 
rectal  biopsy  results,  and  83  per  cent  had 
positive  results  in  stool  examinations. 
What  is  more  important,  this  group  of 
workers  showed  that  there  are  cases  in  which 
biopsies  repeatedly  show  negative  findings 
and  stool  examinations  give  positive  findings. 
In  other  w'ords,  the  two  methods  are  com- 
plementary, and  the  selection  of  the  method 
to  be  employed  primarily  will  depend  on  the 
circumstances  under  which  the  physician 
works.  For  example,  a proctologist  who 
examines  almost  eveiy  patient  with  the 
sigmoidoscope  would  find  it  more  convenient 
to  do  biopsies  first  and  to  do  stool  examina- 
tions only  if  a biopsy  showed  negative 
findings.  On  the  other  hand,  in  situations 
in  which  sigmoidoscopy  is  not  otherwise 
indicated,  two  or  three  stool  specimens 
should  be  examined  before  one  resorts  to  the 
biopsy  technic. 


If  lesions  are  visible  through  the  sigmoido- 
scope, a biopsy  should  be  taken  from  such 
lesions.  If  the  mucous  membrane  appears 
normal,  a specimen  is  taken  at  about  8 cm. 
from  the  anal  opening.  Since  eggs  are  not 
uniformly  distributed  through  the  mucous 
membrane,  the  effectiveness  of  the  procedure 
is  enhanced  by  taking  tissue  from  two  or 
three  different  sites. 

It  is  most  important  to  bear  in  mind  that 
the  biopsy  specimen  should  be  treated  not 
as  an  ordinary  tissue  specimen  but  as  a 
“press”  preparation.  The  material  removed 
should  be  teased  out  in  tap  water  or  saline, 
compressed  between  two  slides,  and  ex- 
amined for  eggs  under  the  low  power  of  the 
microscope.  If  it  is  placed  immediately 
in  fixative  and  histologic  sections  are  made, 
the  whole  purpose  of  the  method  is  defeated 
since  the  object  is  to  examine  microscopically 
the  entire  piece  of  tissue  removed.  His- 
tologic sections  are  actually  less  satisfactory 
than  good  stool  examinations.  After  a 
careful  direct  examination,  the  tissue,  of 
course,  may  be  placed  in  a fixative  and 
submitted  for  histologic  study. 

A sigmoidoscopic  examination  has  a value 
aside  from  giving  the  opportunity  for  a 
biopsy.  In  about  half  the  patients  with  S. 
mansoni  infections  lesions  are  observed. 
These  may  consist  of  tiny  excrescences  in  the 
mucous  membrane,  barely  visible  without 
magnification ; hemorrhagic  erosions  sur- 
rounded by  dilated  venules;  or  polyps.® 
There  are  rare  cases  of  schistosomiasis  in 
which  tumor-like  masses  occur Further- 
more, sigmoidoscopy  is  useful  to  determine 
whether  or  not  the  patient  has  a coexisting 
unrelated  disease,  such  as  amebiasis  or 
carcinoma. 

Occasionally,  the  diagnosis  is  made  by 
finding  eggs  in  a liver  biopsy,  in  a hernial 
sac,  or  the  like.  However,  a liver  biopsy  is 
by  no  means  as  satisfactory  for  diagnosis 
as  a stool  examination  and  a rectal  biopsy.® 
At  autopsy,  if  care  is  taken,  worms  may  be 
extracted  from  the  portal  vessels.  In  addi- 
tion, worms,  eggs,  or  both  may  be  found  in 
histologic  sections  of  the  organs. 


November  15,  1901 


3867 


HOWARD  B.  SHOOKHOFF 


Recently,  Spingarn,  Edelman,  and  Black- 
burn® reviewed  a technic  recommended 
some  years  before  in  which  a direct  examina- 
tion is  made  of  material  obtained  on  a 
finger-cot  as  a result  of  digital  examination 
of  the  rectum.  They  recommended  its  use 
as  a screening  procedure. 

Futterweit  and  Shookhoff  studied  the  pro- 
cedure further  and  found  it  distinctly  less 
satisfactory  than  a stool  examination  as 
described  previously.  It  is  a useful  auxiliary 
method  when  a stool  specimen  is  not  avail- 
able immediately,  but  if  the  results  are 
negative,  stool  examinations  and/or  a rectal 
biopsy  must  be  done. 

Clinical  Pathology 

Anemia  is  not  common  in  the  patients  with 
schistosomiasis  who  are  seen  in  New  York 
City.  It  is  seen  most  often  in  advanced 
cases  in  which  bleeding  and/or  hyper- 
splenism  are  the  usual  causes.  Eosinophilia 
usually  is  present  in  the  few  years  imme- 
diately following  the  infection.  Later  it 
tends  to  disappear,  so  that  when  the  disease 
is  seen  in  nonendemic  areas,  eosinophilia 
is  as  often  absent  as  present.  The  sedi- 
mentation rate  of  the  erythrocytes  is  more 
than  15  mm.  in  one  hour  in  about  30  per 
cent  of  the  cases. 

Hypersplenism  occurs  in  about  one 
quarter  of  the  advanced  cases.  There  is 
depression  of  the  leukocyte  count,  platelet 
count,  or  red  blood  cell  count,  or  any  com- 
bination of  these. 

As  the  disease  progresses,  positive  results 
in  cephalin  flocculation  and  thymol  turbidity 
tests  become  inci’easingly  frequent.  An 
elevated  gamma  globulin  is  \isual.  In 
advanced  cases  all  these  abnormalities  are 
present  almost  consistently.  A depression 
of  the  serum  albumin  and  an  increased 
alkaline  phosphatase  are  unusual.  An  in- 
creased serum  bilirubin  is  not  characteristic ; 
its  presence  suggests  liver  disease  of  other 
etiology. 

An  abnormal  retention  of  bromsulfa- 
lein  is  frequent  in  advanced  schistosomia- 
sis. 


Differential  Diagnosis 

It  must  be  borne  in  mind  that  any  in- 
fection which  is  found  in  10  per  cent  of  a 
population  group  often  will  occur  in  com- 
bination with  unrelated  disease  states. 
When  evidence  of  S.  mansoni  infection  is 
detected,  the  patient  must  be  studied 
carefully  and  consideration  given  to  the 
relevance  of  the  clinical  manifestations. 
Particular  caution  should  be  exercised  in  the 
patient  past  forty  years  of  age.  When  such 
a patient  complains  of  abdominal  pain, 
fatigue,  and/or  rectal  bleeding,  a complete 
study  of  the  colon  by  means  of  radiologic 
and  sigmoidoscopic  examinations  must  be 
done  to  avoid  missing  a malignant  tumor. 
In  a younger  patient  in  whom  the  clinical 
picture  is  consistent  with  that  of  schistoso- 
miasis, treatment  may  be  given  without 
elaborate  study  with  the  reservation  that, 
if  improvement  does  not  occur  within  two  to 
three  months,  further  clinical  study  is 
indicated. 

The  presence  of  portal  hypertension  in 
persons  harboring  S.  mansoni  infection 
usually  is  attributed  correctly  to  the  in- 
fection. It  must  be  borne  in  mind  that 
alcoholic,  postnecrotic,  and  nutritional  cir- 
rhosis also  occur  in  the  same  population 
groups.  Therefore,  when  evidence  of 
disease  of  the  liver  and  spleen  is  found  in  a 
patient  with  schistosomiasis,  it  becomes 
necessary  to  determine  whether  the  in- 
fectiqn  is  responsible  for  the  clinical  picture 
or  is  an  incidental  finding.  There  is  a 
tendency  among  physicians  to  assume  that 
the  late  stages  of  schistosomiasis  and 
cirrhosis  of  the  liver  produce  closely  similar 
clinical  manifestations.  This  apparently  is 
not  the  case.”  The  characteristic  picture 
of  advanced  schistosomiasis  consists  of  a 
marked  enlargement  of  the  spleen,  the 
presence  of  esophageal  varices,  and  some- 
times hypersplenism.  Ascites  is  not  usual 
except  in  terminal  states.  Since  much  of 
the  liver  tissue  is  intact,  evidence  of  pro- 
nounced liver  cell  dysfunction  is  not  found. 
If  evidence  of  liver  cell  damage  parallels 
or  overshadows  evidence  of  portal  hyper- 
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tension,  schistosomiasis  probably  is  in- 
cidental to  some  form  of  cirrhosis.  On  the 
other  hand,  if  evidence  of  portal  hyper- 
tension overshadows  evidence  of  liver  cell 
dysfunction,  schistosomiasis  probably  is 
the  major  factor.  Ascites,  jaundice,  and 
vascular  spiders  suggest  cirrhosis  rather  than 
schistosomiasis,  especially  if  they  are  asso- 
ciated with  only  slight  or  moderate  spleno- 
megaly. Pronounced  splenomegaly  favors 
schistosomiasis  as  the  dominant  clinical 
factor.  Direct  information  as  to  the  degree 
of  cell  damage  and  the  presence  or  absence  of 
granulomatous  lesions  is  sometimes  obtained 
by  liver  biopsy. 

Chemotherapeutic  Treatment 

The  chemotherapeutic  agents  in  general 
use  for  the  treatment  of  schistosomiasis 
are  the  antimony  compounds,  potassium 
antimony  tartrate,  also  known  as  tartar 
emetic,  sodium  antimony  tartrate,  and 
stibophen  (Fuadin) ; and  the  xanthone  dye. 
lucanthone  hydrochloride  (Nilodin,  Miracil 
D).  The  first  two  are  given  intravenously, 
the  third  intramuscularly,  and  the  last 
by  mouth.  The  standard  treatment  for  S. 
mansoni  infections  in  the  City  of  New  York 
Department  of  Health  at  the  present  time 
involves  the  use  of  stibophen  for  patients 
seventeen  years  of  age  and  older  and 
lucanthone  hydrochloride  for  children  up  to 
the  age  of  sixteen  years.  A new  antimonial, 
antimony  sodium  meso-2,3-dimercapto-suc- 
cinate  (Astiban)  is  under  study. 

Stibophen. — One  often  hears  that  stibo- 
phen is  not  a satisfactory  treatment  for 
schistosomiasis.  There  is  considerable  vari- 
ation in  the  reported  effectiveness  of  the 
drug.  It  may  be  that  there  is  a variation  in 
the  susceptibility  of  different  strains  of 
schistosoma  to  the  specific  drugs  used.  It 
is  possible  that  in  endemic  areas  where 
patients  are  subject  to  constant  reinfection 
results  will  be  less  satisfactory  than  in 
nonendemic  areas.  It  is  certainly  difficult 
to  be  sure  in  endemic  areas  whether  the 
finding  of  eggs  of  schistosoma  following 
treatment  is  due  to  failure  of  treatment  or  to 


reinfection.  In  any  case,  in  New  York 
City,  where  almost  all  schistosomiasis  is 
found  in  patients  from  Puerto  Rico  infected 
with  S.  mansoni,  stibophen  therapy  gives 
satisfactory  results.  It  must  be  stated  that 
all  ensuing  remarks  on  therapy  are  applicable 
to  S.  mansoni  infections  acquired  in  Puerto 
Rico  and  treated  in  a nonendemic  area. 
They  do  not  necessarily  hold  for  schisto- 
somiasis acquired  elsewhere  nor  for  schisto- 
somiasis treated  in  an  endemic  area. 

Most  textbooks  recommend  a total  dose 
of  45  ml.  of  stibophen  for  the  average  adult. 
This  does  not  give  satisfactory  results;  at 
least  half  of  those  patients  treated  with  this 
amount  will  have  eggs  in  the  stool  or  biopsy 
specimen  after  treatment.  Satisfactory 
results  are  obtained  when  total  doses  of 
70  to  100  ml.  are  used  for  adults  weighing 
over  50  Kg.^®  Injections  are  given  intra- 
muscularly. The  recommended  procedure 
in  general  use  is  to  give  individual  injections 
of  5 ml.  three  times  a week.  The  first  dose, 
however,  is  divided  into  two  parts,  1.5  ml. 
being  given  the  first  day  and  3.5  ml.  the 
second.  Thereafter,  the  full  dose  is  given 
every  other  day  or  three  times  weekly  unless 
there  is  some  adverse  reaction.  The  total 
dose  should  not  exceed  100  ml.,  but  if  the 
treatment  must  be  discontinued  sooner,  it 
is  usually  effective  if  a total  dose  of  70  ml. 
has  been  reached.  If  the  patient  weighs 
less  than  50  Kg.,  the  individual  dose  should 
be  1 ml.  per  10  Kg.,  and  the  total  dose  should 
not  exceed  2 ml.  per  kilogram. 

Since  stibophen  is  a heavy  metal  com- 
pound, it  must  be  given  with  care  and  cau- 
tion because  of  its  toxicity.  A careful 
assessment  of  the  patient’s  general  health 
should  be  made  before  treatment  is  started. 
This  should  include  a complete  physical 
examination  with  special  attention  to  the 
cardiovascular  system  and  the  liver  and 
spleen.  The  lungs  should  be  examined 
radiologically,  and  a urinalysis  should  be 
done.  Stibophen  treatment  is  contraindi- 
cated if  there  is  evidence  of  bilateral  renal 
disease,  such  as  glomerulonephritis.  Car- 
diac disease  is  not  an  absolute  contraindica- 
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tion,  blit  the  risk  of  treating  should  be 
carefully  weighed  against  the  risk  of  not 
treating.  Patients  with  cardiac  disease 
should  be  hospitalized  for  treatment. 

Acute  or  chronic  infection  should  be 
controlled  before  treatment  is  instituted. 
For  example,  active  pulmonary  tuberculosis 
should  be  treated  appropriately  until  it  is 
arrested.  Other  parasitic  infections  which 
frequently  accompany  S.  mansoni  should  be 
treated  first  so  that  the  patient’s  general 
health  may  be  at  its  best  possible  level 
prior  to  the  institution  of  the  heavy  metal 
treatment. 

Stibophen  should  not  be  given  routinely 
during  pregnancy  since  it  is  at  least  theoreti- 
cally possible  that  it  might  harm  the  fetus. 
If  S.  mansoni  infection  is  found  in  a woman 
who  is  pregnant,  a careful  medical  evaluation 
should  be  made  to  determine  whether  or  not 
there  is  an  urgent  indication  for  treatment. 
Examples  of  urgent  indications  are  such 
manifestations  as  persistent  bloody  diarrhea 
and  evidence  of  portal  hypertension.  If 
there  are  no  severe  symptoms  or  evidence  of 
advanced  disease,  treatment  should  be 
deferred  until  the  termination  of  the 
pregnancy. 

Untoward  symptoms  are  to  be  expected 
in  the  course  of  treatment.  The  most  fre- 
quent complaint  is  joint  pain.  This  is 
usually  transient  and  can  be  ignored. 
However,  if  it  becomes  severe  and  persistent, 
the  dose  should  be  reduced.  Nausea  is  also 
relatively  frequent.  If  it  is  not  associated 
with  vomiting,  it  can  be  ignored;  if  it  is  very 
troublesome,  the  individual  dose  should  be 
reduced  by  about  20  per  cent.  Vomiting 
calls  for  a reduction  of  the  dose.  If  it 
persists,  it  is  usually  an  indication  for 
stopping  treatment  since  it  may  presage 
more  serious  complications. 

The  urine  should  be  tested  for  protein  at 
least  once  a week.  If  a trace  appears, 
treatment  is  continued;  if  proteinuria  per- 
sists and  increases,  treatment  is  stopped. 
If  there  is  proteinuria,  a microscopic  exami- 
nation should  be  done.  The  presence  of  red 
blood  cells  is  an  indication  for  stopping  the 


TABLE  I. — Frequency  of  Adverse  Effects  in 
143  Patients  Receiving  70  to  100  Ml.  of 
Stibophen 


Effect 

Number 
of  Cases 

Per  Cent 
of  Cases 

Nausea 

47 

33 

Vomiting 

27 

20 

Joint  pains 

82 

58 

Albuminuria 

53 

38 

Weight  loss 

54 

38 

treatment. 

Routine  electrocardiograms  taken  during 
the  treatment  will  almost  always  show  some 
abnormalities  involving  T waves  and  some- 
times S-T  segments.  However,  clinical 
manifestations  of  adverse  effects  on  the  heart 
are  rare.  Deaths  from  ventricular  fibrilla- 
tion have  occurred  in  patients  who  have  been 
given  excessive  doses.  Routine  electro- 
cardiograms are  not  considered  a necessary 
adjunct  to  treatment. 

Results  of  Treatment  with  Stibo- 
phen.—During  the  years  1952  through 
1955,  174  patients  fifteen  years  of  age  or 
over  were  treated  with  stibophen  for  S. 
mansoni  infections.  Of  the  174  patients, 
143  completed  treatment,  that  is,  they  re- 
ceived between  70  and  100  ml.  total  dose. 
The  treatment  was  completed  in  a period 
of  two  months  or  less.  Of  the  143  patients 
who  completed  treatment,  127  returned  for 
follow-up.  In  7 instances  eggs  were  found 
in  the  stool  during  the  follow-up  period. 

In  the  120  patients  with  negative  findings 
on  stool  examinations  after  treatment,  the 
follow-up  period  was  one  to  fifty-five 
months,  and  the  average  was  ten  months. 
The  average  number  of  stool  examinations 
during  the  follow-up  period  was  3.3.  The 
range  was  from  1 to  14  examinations. 

The  frequency  of  adverse  effects  in  those 
143  patients  who  received  70  to  100  ml.  of 
stibophen  are  shown  in  Table  I.  There 
were  31  patients  who  did  not  complete  the 
treatment.  The  treatment  was  discon- 
tinued in  18  of  these  for  medical  reasons. 
The  other  13  stopped  of  their  own  volition. 

Among  the  127  patients  who  returned  for 
follow-up,  there  were  81  cases  in  which  the 
follow-up  period  was  at  least  six  months. 
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^ Among  the  81  patients  followed  for  six 
months  or  more,  treatment  failed  in  7,  as 
judged  by  an  examination  of  the  stool.  In 
the  successful  cases,  the  average  follow- 
up period  was  thirteen  months,  and  the 
I average  number  of  stool  examinations  done 
was  four. 

||  More  than  50  per  cent  of  the  patients 
' treated  stated  that  they  felt  better  after  the 
ij  treatment.  Objective  evidence  of  an  im- 
I provement  in  health  was  noted  also.  The 
cephalin  flocculation  reaction  became  signifi- 
cantly weaker  or  negative  in  one  half  of  the 
' cases  in  which  it  was  abnormal  before 

i treatment.  A gain  of  weight  occurred  in 

30  per  cent  of  those  patients  in  whose  cases 
the  follow-up  data  were  adequate. 

Potassium  Antimony  Tartrate  and 
Sodium  Antimony  Tartrate. — The  oldest 
remedy  in  use  for  the  treatment  of  schis- 
tosomiasis is  tartar  emetic,  or  potassium 
antimony  tartrate.  In  recent  years  the  use 
of  the  sodium  salt  has  been  advocated  as 
being  more  satisfactory.  There  seems  to  be 
little  doubt  that  in  general  these  drugs  are 
highly  effective.  However,  they  are  given 
by  intravenous  injection,  which  makes  their 
administration  more  difficult.  In  addition, 
they  appear  to  be  more  toxic  than  stibophen, 
at  least  with  respect  to  immediate  adverse 
reactions,  such  as  severe  cough  and  cardiac 
arrest.  While  it  has  been  established  that 
for  Schistosoma  japonicum  infections  tartar 
emetic  is  definitely  superior  to  stibophen, 
the  same  is  not  true  of  S.  mansoni  infections. 
In  view  of  the  high  rate  of  effectiveness  and 
the  lower  toxicity  of  stibophen,  it  is  pre- 
ferred to  sodium  and  potassium  antimony 
tartrate  for  the  treatment  of  S.  mansoni 
infections.  It  must  be  kept  in  mind  that 
where  mass  treatments  are  given,  the  factor 
of  cost  becomes  important,  and  under  such 
circumstances  potassium  or  sodium  anti- 
mony tartrate  may  be  preferred  because  the 
cost  of  the  drug  is  considerably  less  than 
that  of  stibophen. 

Intensive  Therapy  with  Antimony 
Compounds. — Beginning  with  Alves  and 


Blair  and  Mills,  “ various  workers  have 
tried  short,  intensive  courses  of  treatment 
in  an  effort  to  improve  results  and  to  develop 
more  efficient  methods.  Alves  and  Blair 
used  1.2  Gm.  of  sodium  antimony  tartrate 
given  in  six  injections  in  a period  of  two  days. 
Mills^®  administered  stibophen  daily  for 
six  days  out  of  each  week  for  a total  of  two 
weeks. 

Spingarn  and  Edelman,^^  using  a total 
of  19  to  57  ml.  of  stibophen  in  five  days, 
came  to  the  conclusion  that  this  type  of 
treatment  is  apt  to  produce  severe  reactions 
and  is  unsafe.  Seven  of  the  19  patients  so 
treated  who  could  be  followed  showed 
persistence  of  eggs  in  the  stools.  It  is 
evident  that  intensive  therapy  with  po- 
tassium antimony  tartrate,  sodium  antimony 
tartrate,  or  stibophen  is  not  to  be  rec- 
ommended. 

Treatment  of  Children  with  Lucan- 
THONE  Hydrochloride.^ — Stibophen  ap- 
pears to  give  less  satisfactory  results  in 
children  than  it  does  in  adults.  Of  30 
children  treated  with  a total  dose  of  2 ml.  per 
kilogram  of  body  weight,  6 showed  eggs  in 
the  stools  after  the  completion  of  therapy. 
Furthermore,  the  long  course  of  painful 
intramuscular  injections,  which  must  often 
be  given  in  a hospital,  is  a great  hardship  for 
the  child.  Recent  work  indicates  that  in 
children  the  same  or  better  results  can  be 
obtained  with  orally  administered  lucan- 
thone  hydrochloride.^''  Of  46  children 
treated  in  a hospital  with  total  doses  ranging 
from  10  to  20  mg.  per  kilogram  of  body 
weight,  45  were  followed.  In  only  4 cases 
were  eggs  found  in  the  stools  after  therapy. 
Abdominal  pain,  nausea,  and  vomiting  were 
fairly  frequent  at  the  higher  dose  levels, 
but  no  other  serious  complications  were 
observed.  Lucanthone  hydrochloride  is  a 
xanthone  dye  which  contains  no  heavy 
metal. 

It  does  not  appear  to  be  suitable  for 
adults  because  of  a tendency  to  produce 
adverse  effects  of  a psychiatric  nature, 
including  acute  psychosis. 


November  15,  1961 


3871 


HOWARD  B.  SHOOKHOFF 


Selection  of  Patients  for  Treatment 

The  question  often  is  raised  as  to  whether 
or  not  it  is  advisable  to  treat  all  patients  with 
S.  mansoni  infection.  It  is  generally  ac- 
knowledged that  the  number  of  eggs  in  the 
stool  is  not  a reliable  index  of  the  seriousness 
of  the  disease.  Within  the  limitations  of 
our  present  knowledge  it  seems  advisable 
to  treat  all  patients  less  than  forty-five 
years  of  age,  on  the  assumption  that 
otherwise  some  of  them  will  develop  ad- 
vanced disease  with  portal  hypertension. 
The  only  exception  to  this  would  be  the  pres- 
ence of  a distinct  contraindication,  such  as 
kidney  disease.  In  the  case  of  patients  more 
than  forty-five  years  of  age  the  risk  of 
withholding  treatment  should  be  weighed 
against  the  possible  risks  of  treatment.  In 
the  presence  of  cardiac  or  vascular  disease, 
it  usually  will  be  best  to  withhold  treatment. 
This  is  particularly  true  if  there  is  no 
enlargement  of  the  liver  or  spleen  and  there 
are  no  gastrointestinal  symptoms.  Normal 
liver  function  tests  would  support  further  a 
decision  not  to  treat.  In  patients  past  the 
age  of  fifty-five  it  would  seem  best  to  give 
treatment  only  if  the  clinical  manifestations 
of  schistosomiasis  are  present.  It  appears 
unlikely,  in  such  patients,  that  there  will  be 
significant  progression  as  the  patient  gets 
older.  Experience  indicates  that  the  vast 
majority  of  severe  infections  manifest  them- 
selves before  the  patient  reaches  middle  life. 

Mode  of  Action  of  Specific  Drugs 

Judging  from  observations  in  experimental 
animals,  the  first  action  of  lucanthone 
hydrochloride  and  the  antimony  compounds 
is  to  cause  separation  of  the  paired  worms 
in  the  mesenteric  vessels  and  their  migration 
into  the  portal  veins  within  the  liver.  The 
next  observed  effect  is  the  degeneration  of 
the  sexual  organs.  Finally  the  worm  dies 
and  disintegrates.  The  eggs  already  in  the 
tissues  apparently  are  not  affected  by  the 
drugs.  Over  a period  of  months  they  die 
and  degenerate,  and  the  inflammatory  reac- 
tion around  them  gradually  subsides.  Thus, 
the  result  of  the  treatment  is  to  kill  adult 


worms  and  prevent  further  damage  due  to 
egg  deposition  and  to  allow  host  reparative 
processes  to  bring  about  some  improvement 
in  the  damage  already  done.  Clinically,  the 
full  degree  of  potential  improvement  is  not 
manifest  at  the  completion  of  treatment. 
Further  improvement  in  health  often  occurs 
in  the  succeeding  three  to  six  months. 

No  change  is  to  be  expected  in  those 
manifestations  resulting  from  scarring  of 
the  liver.  Marked  splenomegaly  and  eso- 
phageal varices  usually  are  not  affected  by 
drug  therapy. 

Criteria  of  Cure 

Since  the  drugs  used  do  not  affect  the  eggs, 
and  since  eggs  apparently  remain  viable  for 
several  weeks,  viable  ova  may  still  be  found 
in  the  stools  or  the  rectal  biopsy  specimen 
immediately  following  treatment.  There- 
fore, such  a finding  should  not  be  interpreted 
as  an  evidence  of  failure  of  therapy.  The 
examination  should  be  repeated  after  one  or 
two  months  before  a decision  is  made  as  to 
whether  or  not  further  therapy  is  indicated. 

It  is  reasonable  to  consider  a patient  cured 
if  six  concentrated  stool  specimens  obtained 
at  two-month  intervals  over  the  period  of 
one  year  following  treatment  consistently 
show  negative  findings.  Actually,  treat- 
ment failures  almost  always  are  manifest 
during  the  first  six  months.  If  the  rec- 
tal biopsy  specimen  is  used  instead  of 
the  stool,  a negative  result  at  three  and 
again  at  six  and  twelve  months  may  be  con- 
sidered reasonable  evidence  of  cure.  If 
lesions  have  been  observed  through  the 
sigmoidoscope,  they  should  have  healed  by 
the  end  of  three  months. 

Treatmen  t of  Advanced  Schistosomiasis 

When  portal  hypertension  has  developed 
in  a patient  with  S.  mansoni  infection,  the 
administration  of  specific  treatment  will  not 
cause  improvement  although  it  may  prevent 
progression.  Likewise,  specific  treatment 
has  no  effect  on  hypersplenism  when  it  is 
present.  When  large-scale  bleeding  occurs 
from  varices  in  the  esophagus  or  stomach, 
the  same  treatment  used  in  cases  of  portal 
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cirrhosis  is  applicable.  If  bleeding  is  con- 
trolled by  conservative  measures,  a porta- 
caval shunt  should  be  done  at  the  first 
opportunity,  to  reduce  pressure  in  the  portal 
vein  and  minimize  the  chance  of  the  re- 
currence of  hemorrhage. 

When  hypersplenism  is  present  in  addition 
to  the  portal  hypertension,  it  is  usually 
controlled  by  the  shunting  operation.  It 
is  not  necessary  to  include  splenectomy  in 
the  procedure  merely  because  hypersplenism 
is  present.  Occasionally  splenectomy  will 
be  indicated  because  the  spleen  is  so  large 
that  it  causes  mechanical  discomfort. 

It  has  been  advocated  recently  that,  in 
patients  who  have  portal  hypertension  and 
esophageal  or  gastric  varices  and  who  have 
not  had  gross  bleeding,  a portacaval  or 
splenorenal  shunt  should  be  done  as  a 
prophylactic  measure.  It  is  difficult  at 
present  to  say  whether  or  not  this  view 
is  correct.  Since  the  operation  itself  has  a 
distinct  risk,  this  would  have  to  be  measured 
against  the  risk  of  bleeding.  No  definite 
study  of  this  comparative  risk  has  been 
presented  as  yet. 

The  question  often  arises  in  advanced 
schistosomiasis  whether  specific  treatment 
should  be  given  first  or  whether  surgery 
should  precede  the  medical  treatment.  If 
bleeding  already  has  occurred,  it  is  best  to 
reduce  the  portal  pressure  by  operation  and 
then,  as  soon  as  the  patient  has  recovered 
from  the  operation,  to  give  specific  therapy 
to  prevent  further  liver  damage  and  also  to 
prevent  the  deposition  of  eggs  in  the  lungs, 
which  might  follow  the  shunting  procedure. 
If  a prophylactic  shunt  is  decided  on,  the 
patient  should  have  specific  treatment 
first. 
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Cardiac  Failure  and  Severe  Hemoptysis 


Case  History 

Jerome  Kamlet,  M.D.  : A sixty-one-year- 
old  Negro  male  was  admitted  to  Knicker- 
bocker Hospital  on  March  22,  1961,  com- 
plaining of  progressive  weakness  and  short- 
ness of  breath. 

He  had  been  in  good  health  until  October, 
1958,  when  dyspnea  on  exertion  and  par- 
oxysmal nocturnal  dyspnea  developed.  He 
was  treated  at  a hospital  in  Philadelphia 
and  was  discharged  on  foxglove  leaf 
medication.  In  December,  1960,  he  was 
admitted  to  another  hospital  in  Philadelphia 
because  of  increasing  dyspnea.  He  was 
discharged  seven  weeks  later  receiving  di- 
goxin,  Hydrodiuril,  and  Mercuhydrin. 

Three  weeks  before  admission  he  de- 
veloped for  the  first  time  pronounced  de- 
pendent edema  and  orthopnea.  He  be- 
came extremely  weak,  lost  his  appetite,  and 
despite  a weight  gain  of  20  pounds,  appeared 
to  lose  tissue  substance.  Two  weeks  later 
he  developed  a persistent  cough  productive 
of  blood-streaked  sputum.  He  also  com- 
plained of  recent  hoarseness. 

The  patient  admitted  to  a moderate  but 
regular  intake  of  alcohol,  and  he  had  smoked 


about  a half  pack  of  cigarets  daily  for  many 
years.  He  had  contracted  lues  at  the  age  of 
sixteen  and  had  been  treated  with  heavy 
metals.  In  1957  he  was  treated  with  penicil- 
lin. For  several  years  he  had  suffered  from 
bleeding  hemorrhoids. 

On  examination  the  patient  appeared 
acutely  and  chronically  ill.  He  was  well 
developed  but  rather  malnourished  and  in 
mild  respiratory  distress.  The  temperature 
was  normal,  pulse  72  and  regular,  respira- 
tions,24,  and  blood  pressure  128/48. 

The  head  was  shaped  normally.  The 
ocular  reflexes  and  movements  were  normal, 
but  there  was  marked  arcus  senilis  and  mod- 
erate scleral  icterus.  A funduscopic  ex- 
amination revealed  pale  disks  but  no  other 
abnormality.  The  neck  veins  were  dis- 
tended, and  the  hepatojugular  reflux  was 
positive.  Diffuse  expiratory  wheezing  was 
heard  in  both  lung  fields,  and  there  were 
rales  and  dullness  in  both  lung  bases. 
The  heart  was  enlarged;  the  maximal  im- 
pulse was  in  the  sixth  intercostal  space  at 
the  anterior  axillary  line.  A Grade  I to 
II  soft,  blowing,  mid-diastolic  murmur  was 
heard  in  the  aortic  area  and  at  the  apex. 
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There  was  a short,  rough,  Grade  II  systolic 
I murmur  over  the  left  precordium  and  at  the 
I aortic  area  radiating  toward  the  neck, 

i Neither  the  aortic  nor  the  pulmonic  second 

I sound  could  be  heard,  but  the  second 
sound  at  the  left  sternal  border  and  in  the 
third  intercostal  space  was  accentuated. 

Ij  The  liver  was  felt  5 fingerbreadths  below 

II  the  right  costal  margin;  it  was  smooth, 

S,  firm,  and  nontender;  the  left  lobe  seemed 
I disproportionately  enlarged.  The  ab- 

domen was  not  tender;  there  was  no  fluid, 
and  no  other  organs  or  masses  could  be  felt. 
Prolapsed,  nonthrombosed  hemorrhoids  were 

( found  on  rectal  examination.  There  was 

II  3 plus  dependent  edema  of  the  legs,  but  the 

I extremities  showed  no  clubbing,  cyanosis, 

I calf  tenderness,  varicosities,  or  ulcerations. 
The  peripheral  pulses  were  ample  and  un- 
sustained. A neurologic  examination  was 
not  revealing. 

1 An  electrocardiogram  showed  a horizontal 
configuration  with  a shift  of  the  transitional 
zone  to  V4  to  Vb  and  nonspecific  T-wave 
inversion  in  the  left-sided  leads.  There  was 
a suggestion  of  left  ventricular  hypertrophy. 
The  venous  pressure  was  260  mm. 

The  urine  was  alkaline,  and  the  specific 
gravity  ranged  from  1.008  to  1.015  with 
traces  of  albumin  and  many  oxalate  crystals 
but  only  occasional  cells  and  no  casts.  The 
urine  was  free  of  bile,  and  urobilinogen  was 
present  at  1 : 10.  The  hemoglobin  was  9.9 
Gm.  per  100  ml.,  and  the  white  cell  count  was 
12,000  with  86  per  cent  neutrophils,  10 
per  cent  lymphocytes,  and  4 per  cent  mono- 
cytes. The  sedimentation  rate  was  37 
mm.  per  hour  on  admission,  rising  to  79  mm. 
A VDRL  test  showed  positive  findings  at 
1:2.  The  fasting  blood  sugar  was  86  mg. 
per  100  ml.,  the  nonprotein  nitrogen  fluc- 
tuated between  43  and  79  mg.,  but  the  high- 
est creatinine  level  was  2.2  mg.  when  the 
nonprotein  nitrogen  was  47  mg.  Serum 
bilirubin  was  2 mg.,  predominantly  direct. 
The  alkaline  phosphatase  was  6.2  Bodansky 
units.  A bromsulphalein  test  showed  a 
12  per  cent  retention  of  dye  at  forty-five 
minutes.  The  prothrombin  time,  trans- 


aminase, and  other  tests  of  liver  function 
showed  findings  within  normal  limits. 

The  initial  chest  x-ray  film  revealed 
marked  generalized  cardiac  enlargement, 
predominantly  left  ventricular.  There  was 
no  disproportionate  left  auricidar  enlarge- 
ment. Mild  pulmonary  congestive  changes 
were  present.  A small  area  of  density  was 
present  in  the  upper  lobe  of  the  left  lung 
and  a larger  area  of  density  at  the  base  of 
the  right  lung.  The  smaller  area  of  density 
appeared  more  sharply  defined  on  the  ob- 
lique projection.  Follow-up  studies  re- 
vealed no  significant  interval  changes. 
A third  area  of  density  appeared  in  the 
lower  portion  of  the  right  lung  bordering 
on  the  minor  fissure.  A flat  film  of  the 
abdomen  showed  the  liver  to  be  enlarged. 
An  intravenous  pyelogram  showed  a failure 
of  both  kidneys  to  concentrate  the  dye. 

The  initial  therapy  included  bed  rest, 
severe  salt  restriction,  digoxin,  mercurial 
diuretics,  and  bronchodilators.  During 
the  first  week  the  patient  complained  chiefly 
of  attacks  of  paroxysmal  orthopnea,  dis- 
comfort in  the  right  upper  quadrant  of  the 
abdomen,  and  nausea.  When  the  symptoms 
persisted,  a Luckey  regimen  was  ordered. 
This  resulted  in  a 12-pound  weight  loss  and 
an  improvement  in  respiratory  symptoms 
and  dependent  edema.  Meanwhile,  how- 
ever, the  hemoptysis  became  more  severe. 
The  patient  coughed  up  large  volumes  of 
grossly  bloody  sputum  daily.  Bacterio logic 
studies  for  acid-fast  bacilli  were  negative, 
and  no  abnormal  cells  were  seen  on  a single 
Papanicolaou  smear.  A liver  biopsy  was  of 
poor  quality  but  showed  no  definable  abnor- 
malities. 

On  the  seventeenth  hospital  day  the 
patient  began  to  experience  recurrent  severe 
pain  in  the  left  upper  quadrant  of  the 
abdomen  and  the  left  lower  portion  of  the 
chest.  The  pain  was  associated  with 
nausea  and  vomiting;  it  persisted  but 
did  not  correspond  to  any  detectable  phys- 
ical findings.  There  was  no  fever  or  tachy- 
cardia. Chest  films  taken  at  this  time 
showed  the  same  nodular  densities  as  before 
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Fig.  1.  (^)  A chest  film  showing  generalized  cardiac  enlargement.  There  is  a large  zone  of  infil- 

tration in  lower  field  of  the  right  lung  and  above  it  an  infiltration  bordering  on  the  interlobar  fissure.  In 
upper  field  of  the  left  lung  there  is  small  area  of  infiltration.  {B)  Oblique  roentgenographic  projection  of 
chest  showing  sharp  contour  of  infiltrate  in  upper  field  of  left  lung.  The  aorta  is  tortuous,  but  there  is  no 
definite  aneurysm. 


as  well  as  some  irregular  density  near  the 
minor  fissure  on  the  right  which  had  not 
been  visible  before.  Electrocardiograms 
showed  no  significant  changes.  Pain  in  the 
left  upper  quadrant  of  the  abdomen  and 
hemoptysis  persisted  until  the  twentieth 
hospital  day  when  the  patient  suddenly 
became  comatose,  hypotensive,  and  expired 
about  twenty  minutes  later. 

Discussion 

Maxwell  L.  Gelfand,  M.D.  : This  sixty- 
one-year-old  Negro  had  suffered  from  car- 
diac failure  for  two  and  one-half  years. 
During  the  three  weeks  before  he  was 
admitted  here  his  condition  became  much 
worse,  and  he  developed  dependent  edema, 
hemoptysis,  and  hoarseness,  none  of  which 
signs  or  symptoms  had  been  present  before. 
The  only  other  possibly  relevant  facts  in 
the  past  history  are  that  he  had  had  lues 
as  a young  man,  for  which  he  was  treated 
with  heavy  metals  and  more  recently 
with  penicillin,  and  that  he  smoked  and 
drank  moderately  but  regularly. 


The  physical  findings  were  character- 
istic for  a man  in  heart  failure.  The  mid- 
diastolic murmur  and  the  short,  rough, 
systolic  murmur  radiating  up  to  the  neck 
suggest  a lesion  of  the  aortic  valve.  The 
unsustained  peripheral  pulses  and  the  wide 
pulse  pressure  are  consistent  with  aortic 
insufficiency. 

The  laboratory  observations  of  anemia, 
leukocytosis,  mild  albuminuria,  and  an 
elevated  sedimentation  rate  do  not  help 
us  to  define  the  nature  of  his  cardiac  prob- 
lem. However,  the  VDRL  test  showing 
positive  findings  at  1:2  is  suggestive.  An 
inconstant  azotemia  which  does  not  cor- 
relate well  with  the  creatinine  level  suggests 
prerenal  azotemia,  varying  with  the  ef- 
ficiency of  cardiac  output  and  renal  blood 
flow,  rather  than  parenchymatous  renal 
disease.  A serum  bilirubin  of  2 mg.  per 
100  ml.,  mostly  of  the  direct  type,  must  be 
considered  above  normal  limits,  and  the 
slight  elevation  of  alkaline  phosphatase  and 
the  impaired  bromsulphalein  clearance  sug- 
gest that  there  was  an  abnormality  in  the 
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Fig.  2.  Detail  of  posteroanterior  chest  film 
showing  a marked  engorgement  of  hilar  vessels 
leading  to  the  upper  lobe  of  the  left  lung. 


liver,  possibly  not  of  major  consequence, 
but  probably  a circulatory  disturbance. 
The  absence  of  acid-fast  bacilli  and  malig- 
nant cells  from  the  sputum  will  be  helpful 
in  evaluating  his  hemoptysis. 

I cannot  say  that  the  electrocardiographic 
findings  are  diagnostically  helpful.  Was 
more  than  one  electrocardiogram  taken? 

Dr.  Kamlet;  A number  of  electrocardio- 
grams were  done  during  the  patient’s  three 
weeks  of  hospitalization.  There  was  a 
certain  degree  of  variation  from  tracing 
to  tracing,  but  the  essential  findings  were 
as  given. 

Dr.  Gelfand:  Such  observations  are 

very  common  in  cardiac  failure  irrespective 
of  the  cause.  I am  more  impressed  with  the 
x-ray  films.  Apparently,  this  patient  had  a 
great  deal  of  hemoptysis.  It  was  fairly 
copious  and  almost  continual.  This  is  the 
time  to  look  at  the  x-ray  films. 

Joseph  M.  Moynahan,  M.D.:  The 

chest  film  (Fig.  lA)  shows  severe  gen- 
eralized cardiac  enlargement,  predomi- 
nantly left  ventricular.  The  pulmonary 
markings  are  prominent,  consistent  with 
congestive  changes.  There  is  an  infiltrate 
at  the  base  of  the  right  lung  and  a small 
infiltrate  in  the  upper  field  of  the  right 
lung.  On  the  oblique  projection  (Fig.  IB) 
the  density  in  the  upper  field  of  the  left 
lung  appears  rather  sharply  defined.  The 
aorta  is  moderately  dilated  and  tortuous, 


but  I cannot  see  any  evidence  of  an  an- 
eurysm. A film  taken  several  days  later 
shows  a new  infiltrate  in  the  right  middle 
lobe  abutting  the  interlobar  fissure.  The 
vessels  leading  to  the  upper  lobe  of  the 
left  lung  are  extremely  dilated  (Fig.  2). 

The  multiplicity  of  the  lesions,  together 
with  the  evidence  of  cardiac  failure,  favors 
a diagnosis  of  multiple  infarctions.  How- 
ever, I cannot  exclude  patches  of  pneu- 
monia. 

Vincent  G.  Vinci,  M.D.:  Is  there  any 
possibility  that  the  large  lesion  in  the  lower 
field  of  the  right  lung  could  be  a pulmonary 
tumor? 

Dr.  Moynahan:  Any  unresolving  in- 
filtrate in  the  lung  may  represent  either  a 
tumor  or  a patch  of  pneumonia  behind  an 
occluding  bronchogenic  carcinoma.  In  this 
case,  however,  the  only  radiologic  feature 
that  is  really  consistent  with  a tumor 
would  be  the  relatively  sharp  definition  of 
the  lesion  in  the  upper  field  of  the  left 
lung.  A sharp  margin  to  a pulmonary 
infiltrate  is  by  no  means  unique  in  tumors. 
Such  a picture  also  may  be  seen  in  organiz- 
ing infarcts. 

Dr.  Gelfand:  I take  it  that  you  cannot 
attach  any  more  specific  information  to  the 
shape  of  the  cardiac  silhouette. 

Dr.  Moynahan:  No,  the  picture  is  just 
that  of  a very  large  heart.  I might  add  that 
the  left  auricle  is  not  disproportionately 
dilated  if  that  datum  is  of  any  help. 

Dr.  Gelfand:  Would  you  go  so  far  as 
to  say  that  the  aorta  is  aneurysmally  dilated? 

Dr.  Moynahan:  No,  I would  not.  No 
portion  of  the  aortic  outline  extends  beyond 
the  appropriate  borders  in  the  postero- 
anterior projection,  and  the  oblique  pro- 
jection certainly  doesn’t  indicate  an 
aneurysm.  One  has  to  draw  a line  some- 
where between  dilatation  and  tortuosity 
on  the  one  hand  versus  an  aneurysm  on  the 
other. 

Dr.  Gelfand:  The  only  other  clinical 
feature  I shall  comment  on  is  the  fact  that 
the  patient  went  downhill  in  short  order. 
His  hemoptysis  continued.  He  developed 
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pain  in  the  left  upper  quadrant  of  the  ab- 
domen anti  left  lower  portion  of  the  chest. 
He  suddenly  became  comatose  and  hj^per- 
tensive  on  the  twentieth  hospital  day  and 
died  in  a matter  of  minutes. 

This  case  jx)ses  four  major  questions: 
(1)  What  was  the  etiology  of  his  heart 
disease,  and  what  was  his  major  cardiac 
lesion?  (2)  What  sort  of  ptdmonary  lesion 
was  the  cause  of  his  hemoptysis?  (3)  Why 
did  he  develop  jaundice?  (4)  What  was  the 
cause  of  his  sudden  death? 

I can  see  nothing  in  the  history  to  in- 
dicate congenital  or  rheumatic  Jieart  dis- 
ease. In  the  absence  of  high  blood  pressure 
I cannot  make  a diagnosis  of  hypertensive 
heart  disease.  There  is  no  history  of  angina 
or  of  a previous  myocardial  infarction  to 
lead  to  the  diagnosis  of  arteriosclerotic 
heart  disease.  The  history  of  syphilis  at 
the  age  of  sixteen  suggests  syphilitic  heart 
disease.  This  is  supported  by  positive 
serologic  findings,  marked  cardiomegaly, 
diastolic  and  systolic  murmurs  at  the  aortic 
area,  a low  diastolic  blood  pressure,  and  a 
wide  pulse  pressure.  The  diagnosis  of 
aortic  insufficiency  is  almost  forced  on  me. 

The  characteristic  mid-diastolic  murmur 
over  the  aortic  area  which  is  heard  occa- 
sionally over  the  apex  and  which  is  called 
the  Austin  Flint  murmur  after  the  man  who 
first  described  it,  is  necessary  for  the  diag- 
nosis of  aortic  insufficiency.  This  murmur 
presumably  is  the  result  of  turbulence  on  the 
stream  of  blood  as  it  mshes  back  through 
the  restricted  aortic  orifice  into  the  dilated 
left  ventricular  chamber.  In  addition,  a 
systolic  murmur  over  the  base  of  the  heart 
often  accompanies  the  diastolic  murmur  of 
uncomplicated  aortic  insufficiency.  This 
probably  is  the  result  of  turbulence  during 
the  rapid  ejection  of  blood  into  the  aorta. 
In  Corrigan’s  original  description  of  aortic 
insufficiency,  the  aortic  systolic  blowing 
murmur  and  its  propagation  into  the  carotid 
and  subclavian  arteries  were  described  as 
characteristic  of  the  disease.  Thus,  the 
presence  of  a systolic  murmur  at  the  base 
in  this  patient  does  not  detract  from  the 


diagnosis  of  aortic  insufficiency,  and  aortic 
stenosis  does  not  have  to  be  considered 
seriously.  When  loft  ventricular  failure 
develops  in  syphilitic  heart  disease,  an 
independent  systolic  murmur  can  be  heard 
at  the  apex.  This  is  the  effect  of  a relative 
mitral  insufficiency,  and  in  this  circum- 
stance the  second  pulmonic  sound  may  be- 
come accentuated  due  to  increased  pressure 
in  the  pulmonary  circuit.  Increased  pressure 
and  dilatation  of  the  pulmonary  artery  also 
may  produce  compression  of  the  recurrent 
laryngeal  nerve,  and  thus  hoarseness  be- 
comes a symptom. 

This  patient  first  presented  signs  of  left- 
sided heart  failure;  right-sided  failure  ap- 
peared subsequently.  This  is  not  uncommon 
in  aortic  insufficiency,  for  ultimately  the 
right  ventricle  dilates,  the  tricuspid  valve 
becomes  insufficient,  and  the  right  atrium 
is  enlarged  by  reflux  and  stasis.  The 
pressure  in  the  venae  cavae  and  their  tribu- 
taries rises;  this  is  followed  swiftly  by  en- 
gorgement of  the  neck  veins,  enlargement  of 
the  liver,  and  the  development  of  peripheral 
edema.  These  events  developed  in  this 
patient  about  three  weeks  before  he  was 
admitted  here  and  about  six  weeks  before  he 
died.  However,  there  may  be  another  reason 
for  the  development  of  right-sided  heart 
failure  in  this  case,  and  I will  discuss  it  in  a 
few  minutes. 

Now,  having  committed  myself  to  a 
diagnosis  of  luetic  heart  disease,  I must  con- 
sider the  hemoptysis.  I can  see  no  sub- 
stantive evidence  for  tuberculosis  or  car- 
cinoma of  the  lung.  However,  hemoptysis 
may  occur  in  bronchitis,  bronchiectasis, 
bronchial  adenoma,  pulmonary  infarction, 
or  in  a variety  of  cardiac  disorders,  notably 
mitral  stenosis.  Brisk  hemoptysis  can  be 
prodviced  by  an  aortic  aneurysm  which 
ruptures  into  either  a bronchus  or  the  pul- 
monary artery.  In  some  cases  intermittent 
blood-streaking  or  episodic  hemoptysis  may 
occur  before  the  final  rupture  takes  place. 
Epistaxis  also  may  occur,  as  described  by 
Conan  Doyle  in  A Study  in  Scarlet.  Con- 
gestive heart  failure  without  mitral  stenosis 
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may  be  sufficient  to  produce  hemoptysis  if 
the  pulmonary  venous  pressure  is  high 
enough  and  the  capillary  bed  is  engorged. 
I think  we  may  discard  safely  the  primary 
intrapulmonic  causes  of  hemoptysis  in  this 
patient.  We  have  to  consider  congestive 
heart  failure  per  se,  leakage  and  rupture 
of  an  aortic  aneurysm,  or  pulmonary  in- 
farction. 

In  favor  of  the  diagnosis  of  multiple 
pulmonary  infarcts  are  the  multiple  shadows 
seen  on  the  chest  film.  This  certainly  helps 
to  exclude  congestive  heart  failure  per  se. 
I can  secure  no  radiologic  support  for  an 
aortic  aneurysm,  and  I have  explained  the 
hoarseness  on  another  basis.  However, 
there  was  no  chest  pain  or  fever  associated 
with  these  episodes  of  infarction  which  I 
am  hypothesizing.  This  disturbs  me  some- 
what, but  not  unduly.  Had  these  signs  been 
present,  I would  have  no  doubts.  How- 
ever, there  is  no  fixed,  characteristic  picture 
of  pulmonary  infarction.  The  clinical  mani- 
festations can  vary  from  complete  silence 
to  sudden  and  unexpected  death.  If  one 
waits  for  the  classical  triad,  chest  pain  with 
dyspnea  and  cough,  fever,  and  hemoptysis, 
or  for  the  development  of  a wedge-shaped 
shadow  on  a chest  film,  one  will  miss  about 
half  the  cases  of  pulmonary  infarction. 
Dyspnea,  sudden  in  onset  and  unrelated  to 
exertion,  is  thought  to  be  the  most  common 
initial  symptom  to  alert  the  physician. 
However,  in  a patient  already  suffering  from 
severe  respiratory  embarrassment  this  is 
not  always  easy  to  detect. 

We  have  the  advantage  of  having  followed 
the  patient  for  almost  three  weeks  and  of 
having  several  sets  of  chest  x-ray  films. 
This  gives  us  a chance  for  a more  accurate 
appraisal,  for  there  may  be  no  visible  radio- 
logic  changes  during  the  first  few  days  fol- 
lowing a localized  thrombo-embolic  episode. 
According  to  Stein  et  al.,*  about  80  per 
cent  of  patients  with  pulmonary  infarcts 
will  develop  roentgenographic  signs  sooner 


* stein,  G.  N.,  et  al. : The  importance  of  chest  roent- 
genography in  the  diagnosis  of  pulmonary  embolism, 
Am.  J.  Roentgenol.  81 : 265  (Feb.)  1959. 


or  later.  These  changes  may  consist  of 
homogeneous  densities  resembling  pneu- 
monia as  in  this  patient,  pleural  effusions, 
small  interlobar  effusions,  linear  densities 
resembling  focal  atelectasis,  and  an  eleva- 
tion of  the  diaphragm.  In  cardiac  patients 
the  lower  lobes  of  the  lungs  are  involved 
more  frequently  than  the  upper  lobes,  the 
right  side  more  often  than  the  left;  mul- 
tiple sites  of  infarction  are  not  uncommon. 
I think  this  fits  our  patient  quite  closely. 

However,  it  is  not  common  for  pulmonary 
infarction  to  produce  continuing,  daily 
hemoptysis.  One  does  not  expect  to  see 
almost  every  sputum  specimen  streaked 
heavily  with  bright  red  blood  over  a two- 
or  three-week  period.  It  is  the  degree  of 
hemoptysis  that  makes  me  pause  and  wonder 
whether  a leaking  luetic  aneurysm  was  not 
present.  However,  I shall  have  to  place 
that  as  an  outside  possibility;  the  mul- 
tiple pulmonary  densities  sway  me  more  in 
favor  of  pulmonary  infarction. 

The  third  question  I have  posed  concerns 
the  jaundice.  Although  jaundice  is  not  a 
usual  observation  in  association  with  pul- 
monary infarction,  it  does  occur  at  times. 
Some  observers  feel  that  when  icterus  is 
found  in  association  with  pulmonary  signs, 
it  is  pathognomonic  of  pulmonary  infarc- 
tion. I suppose  that  hemolysis  in  the  in- 
farcted  area  could  explain  easily  the  ele- 
vated direct  serum  bilirubin.  However, 
the  slightly  elevated  alkaline  phosphatase 
and  decreased  bromsulphalein  clearance 
are  better  explained  on  the  basis  of  acute 
and  chronic  passive  congestion  of  the  liver. 

The  fourth  and  last  question  I will  at- 
tempt to  answer  concerns  the  mode  of 
death.  We  all  are  familiar  with  the  fact 
that  both  aortic  insufficiency  and  aortic 
stenosis  per  se  can  cause  sudden  death 
with  no  apparent  anatomic  explanation. 
Although  an  acute  coronary  occlusion  is  the 
most  common  cause  of  sudden  death,  I 
cannot  find  anything  to  support  that  pos- 
sibility. In  a patient  with  multiple  pul- 
monary infarcts,  a massive  pulmonary  em- 
bolism is  a strong  possibility.  However, 
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Fig.  3.  Heart,  which  weighed  880  Gm.,  shows 
pronounced  dilatation  of  all  four  chambers.  Walls 
of  both  left  and  right  ventricles  are  thickened. 
There  is  a large  mural  thrombus  in  the  right  atrium. 
Aorta  is  dilated  and  tortuous;  its  intima  is  finely 
wrinkled. 

there  is  no  mention  of  sudden  dyspnea,  air 
hunger,  or  cyanosis.  The  events  described, 
sudden  hypotension  and  coma,  are  more 
consistent  with  the  sudden  rupture  of  an 
intrathoracic  aneurysm  or  with  a cerebro- 
vascular accident  of  great  magnitude.  I 
would  have  been  very  happy  with  the  diag- 
nosis of  a luetic  aneurysm  if  there  were  any 
radiologic  evidence  for  it.  It  would  have 
explained  the  hoarseness,  the  hemoptysis, 
and  the  mode  of  death.  Without  such  evi- 
dence, and  in  the  face  of  the  multiple  pul- 
monary infarcts,  I shall  have  to  surihise  that 
a massive  pulmonary  embolus  was  found. 

Perry  Berg,  M.D.  : Couldn’t  the  jaun- 
dice be  explained  on  the  basis  of  congestive 
heart  failure  alone?  An  elevated  serum 
bilirubin  is  found  often  in  congestive  fail- 
ure. Studies  also  have  shown  high  lactic 
dehydrogenase  levels  in  congestive  failure. 

Dr.  Gelf.-vnd:  Possibly,  but  there  is  usu- 
ally not  much  in  the  liver  to  show  for  it. 

THOM.A.S  Silverberg,  M.D.:  How  do  you 
explain  the  pain  in  the  left  upper  quadrant 
of  the  abdomen  which  the  patient  developed 


Fig.  4.  Detail  showing  two  cusps  of  aortic 
valve.  There  is  slight  thickening  of  both  cusps. 
The  cusp  on  the  right  shows  rolling  of  the  contact 
margin  and  fenestration. 

a few  days  before  his  death? 

Dr.  Gelfand;  I would  think  it  repre- 
sented referred  pain  from  the  left  pulmonary 
infarct  and  a pleuritic  reaction  at  its  margin. 
However,  I cannot  really  exclude  a splenic 
infarct. 

J.  Higby  Farthingtrout,  M.D. : Do 

you  think  any  of  the  pulmonary  infiltrates 
coidd  represent  phantom  tumors? 

Dr.  Gelfand:  Phantom  tumors  usually 
are  effusions  into  the  interlobar  spaces, 
and  I think  Dr.  Moynahan  would  agree 
that  they  are  usually  spindle-shaped. 

Dr.  Moynahan:  I agree.  Also,  the 

costophrenic  angles  are  sharp  and  don’t 
seem  to  be  filling  up  with  fluid. 

Clinical  Diagnoses 

(1)  Syphilitic  heart  disease;  (2)  aortic 
insufficiency;  {3)  congestive  heart  failure; 
(4)  multiple  pulmonary  infarcts;  (5)  ? 

bronchogenic  carcinoma. 

Dr.  Gelfand’ s Diagnoses 

(1)  Syphilitic  heart  disease  with  aortic 
insufficiency;  {2)  multiple  pulmonary  emboli 
and  infarcts;  (3)  jaundice,  secondary  to 
ptdmonary  infarcts;  (4)  massive  pxdmonary 
embolus,  terminal. 

Pathologic  Report 

WiLLi.\M  B.  Ober,  AI.D.  : The  heart  was 
over  twice  the  normal  size.  It  weighed 
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Fig.  5.  (^l ) Low-power  view  of  aorta  showing  disruption  of  media  by  prominent  infiltrate.  Fibrous  tissue 

appears  to  have  grown  in  from  adventitial  aspect.  Intima  is  slightly  thickened  and  hyalinized  by  a banal 
arteriosclerotic  process.  (B)  Detail  showing  character  and  perivascular  distribution  of  granulomatous 
inflammation. 


880  Gm.,  and  all  four  chambers  were  con- 
siderably dilated  (Fig.  3).  There  was  hy- 
pertrophy of  both  ventricular  walls.  The 
coronary  artery  tree  was  essentially  free 
of  atheromata,  and  there  was  no  myocardial 
scarring.  The  aortic  valve  was  dilated  and 
had  a circumference  of  almost  11  cm.,  just 
about  as  large  as  the  mitral  orifice.  The 
aortic  valve  cusps  (Fig.  4)  were  slightly 
thickened,  and  the  contact  margin  of  one 
cusp  was  slightly  rolled,  but  the  commissures 
were  not  widely  separated.  Microscopically, 
there  was  minimal  nomspecific  hyaline  scar- 
ring of  the  cusps.  The  aorta  was  extremely 
dilated  and  tortuous.  There  was  only  mod- 
erate atherosclerosis,  and  in  those  areas  of 
the  ascending  aorta  and  aortic  arch  in  which 
the  intima  was  not  thickened  there  was  fine 
wrinkling,  the  characteristic  “tree  bark”  ef- 
fect. A microscopic  examination  of  the  aorta 
showed  well-developed  lesions  of  syphilis, 
many  healed,  and  some  still  in  the  stage  of 
active  granulomatous  inflammation.  In 
some  places  the  entire  continuity  of  the 
media  was  disrupted  by  rather  conspicuous 
luetic  granulomas  topographically  associated 
with  vasa  vasorum  (Fig.  5).  In  other  areas 
there  was  hyaline  scarring  around  perivascu- 
lar infiltrates  of  lymphocytes  and  plasma 
cells  (Fig.  6).  An  elastic  tissue  stain  (Fig.  7) 
revealed  clearly  the  disruption  of  continuity 


Fig.  6.  Another  view  of  aortic  media.  The 
perivascular  infiltrate  of  lymphocytes  and  plasma 
cells  is  quantitatively  less,  and  there  is  hyaline 
scarring  in  the  media. 

of  elastic  fibers  and  replacement  of  both  the 
elastica  and  the  muscularis  by  scar  tissue. 

The  right  auricular  appendage  contained  a 
large  mural  thrombus  which  even  occupied 
part  of  the  atrial  chamber.  Its  endocardial 
surface  was  applied  closely  to  the  trabeculae 
carneae  and  was  partly  organized,  but  its 
free  surface  was  soft  and  crumbly.  The  pul- 
monary artery  tree  contained  a few  old  or- 
ganizing, even  recanalizing,  thrombi  as  well 
as  several  large  recent  thrombi,  some  of 
which  showed  early  organization  and  some  of 
which  did  not.  There  was  one  large  and  one 
medium-sized  infarct  in  the  lower  lobe  of  the 
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Fig.  7.  Elastic  tissue  stain  shows  disruption  of 
continuity  of  elastic  fibers  in  aortic  wall.  Dis- 
rupted area  has  been  replaced  by  collagen  and  hya- 
line material.  Remains  of  inflammatory  exudate  are 
still  present. 

right  lung  and  a smaller  infarct  in  the  upper 
lobe  of  the  left  lung,  all  corresponding  in  loca- 
tion with  those  seen  on  the  x-ray  films.  Two 
major  branches  of  the  pulmonary  artery 
leading  to  the  upper  lobe  of  the  left  lung, 
seen  clearly  on  x-ray  examination  (Fig.  2), 
contained  a recent  adherent  thrombus.  I 
would  not  suggest  that  this  roentgenographic 
picture  be  considered  specific  for  actual 
thrombosis;  it  can  be  duphcated  by  severe 
congestion  alone,  since  blood  has  the  same 
radiodensity  whether  or  not  it  is  clotted. 
However,  it  is  a nice  correlation.  There  was 
no  massive  pulmonary  embolus  to  be  in- 
criminated as  the  cause  of  sudden  death. 

I do  not  think  the  icterus  was  caused  by 
hemolysis  from  the  pulmonary  infarcts.  The 
liver  showed  both  acute  and  chronic  passive 
congestion  and  central  necrosis  of  a very 
severe  degree.  Sections  stained  for  connec- 
tive tissue  showed  a diffuse  increase  in  ani- 
line blue  staining  material  in  the  degenerat- 


Fig. 8.  Connective  tissue  stain  of  liver  shows  dis- 
ruption of  lobular  architecture  by  central  congestion 
and  necrosis.  The  pale-staining  areas  were  com- 
posed of  collagen  that  stained  positively  with 
aniline  blue. 

ing  areas  (Fig.  8),  and  this  is  as  good  an  ex- 
ample of  that  rare  entity,  cardiac  cirrhosis, 
as  I have  seen  recently. 

The  amount  of  healing  in  the  aortic  lesions 
was  quite  striking.  I would  think  that  the 
heavy  metal  therapy  for  lues  probably  had 
been  ineffective  in  preventing  aortic  involve- 
ment at  a late  date  but  that  the  penicillin 
therapy  given  a few  years  previously  had 
produced  partial  healing.  Unfortunately, 
even  if  there  is  healing  of  granulomatous  dis- 
ease of  the  aorta,  the  scarring  leads  to  ir- 
reversible functional  damage. 

Anatomic  Diagnoses 

(1)  Luetic  aortitis  with  aortic  insufficiency; 
(2)  cardiac  dilatation,  generalized,  with  left 
and  right  ventricular  hypertrophy;  (S)  mural 
thrombosis,  right  atrium;  (4)  multiple  pul- 
monary infarcts,  old  and  recent,  with  fibrinous 
pleuritis;  (5)  cardiac  cirrhosis,  liver,  second- 
ary to  acute  and  chronic  passive  congestion. 


Character  is  not  cut  in  marble;  it  is  not  something  solid  and  unaltering.  It  is  something  living 
and  changing. — George  Eliot 
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\ PREDIABETIC  State  may  exist  from  the 
moment  of  fertilization  of  the  ovum. 
From  the  time  of  conception  until  death, 
many  influences  may  occur  which  can  bring  to 
the  “clinical  horizon  evidence  that  the  dia- 
betic syndrome  exists.”^  Among  the  factors 
which  may  be  influential  in  the  development 
of  decreased  glucose  tolerance  are  the 
nature  of  the  environment  in  utero  (the 
prediabetic  mothers  who  produce  large 
babies),  genetic  forces,  and  stressful  con- 
ditions such  as  infection,  puberty,  and  obes- 
ity. Thus,  the  prediabetic  state  should  be 
defined  in  terms  of  time  and  objective  mani- 
festations. 

At  present,  the  diagnosis  of  diabetes  is 
estabUshed  when  there  is  diminished  toler- 
ance to  carbohydrates  under  standard 
conditions.  In  the  adult,  diabetes  may  start 
with  classic  symptomatology,  but  there  are 
many  instances  where  degenerative  changes 
such  as  retinopathy,  neuropathy,  and 
nephropathy  may  precede  the  usual  symp- 
toms associated  with  the  loss  of  carbohy- 
drate tolerance.  2 In  adults  there  may  be  a 
period  of  subclinical  diabetes  in  which 


symptoms  may  not  be  manifest  and  the 
disease  can  be  detected  only  by  resort  to 
laboratory  testing.  In  children,  diabetes 
usually  is  an  explosive  disease  with  little 
evidence  of  a preclinical  state. 

Diabetes  as  a Public  Health  Problem 

Diabetes  is  the  eighth  leading  cause  of 
death  in  New  York  City,  with  about  1,600 
deaths  from  this  disease  reported  annually. 
There  is  little  prospect  that  diabetes  will, 
in  the  future,  be  any  less  of  a public  health 
concern  when  considered  in  terms  of  its 
ranking  in  the  mortahty  tables.  The  increas- 
ing longevity  of  our  population  and  the 
growth  in  absolute  numbers  of  our  pop- 
ulation mainly  as  a result  of  this  increase 
in  life  expectancy  will  produce  continuing 
increases  in  the  prevalence  of  diabetes. 
But  diabetes  is  not  a disease  which  finds  its 
major  cause  for  concern  in  terms  of  its 
mortality  ranking.  It  is  also  a disease 
associated  with  an  important  group  of 
serious  vascular  and  other  comphcations. 
Yet  perhaps  if  the  disease  is  discovered 
in  its  early  stages,  many  of  these  serious 
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complications  may  be  preventable. 

Genesis  of  the  New  York  City  Program 

The  classic  report  of  Wilkerson  and  Krall/ 
who  first  performed  diagnostic  diabetes 
screening  in  a small  New  England  town 
(Oxford,  Massachusetts},  showed  that  for 
every  known  diabetic  subject  in  that  town 
there  was  one  unknown  diabetic  individual 
who  was  found  by  this  technic.  This  report 
better  than  anything  hitherto  published 
brought  home  to  public  health  workers  and 
others  interested  in  the  area  of  diabetes 
control  the  magnitude  of  the  problem  in 
terms  of  prevalence.  It  also,  by  example, 
demonstrated  the  feasibility  and  pro- 
ductivity of  screening  programs  for  this 
disease.  In  1948  the  American  Diabetes 
Association,  Inc.,  a voluntary  health  agency, 
instituted  the  first  in  a series  of  annual 
diabetes  detection  programs  which  initially 
used  urine  tests  only.  These  annual  pro- 
grams served  to  emphasize  the  need  to  un- 
cover the  unsuspected  diabetic  individual. 
In  the  last  decade  screening  technics  have 
been  advanced,  and  new  and  more  sensitive 
types  of  tests'’^  have  become  available. 
Mass  screening  programs,  testing  both  urine 
and  blood  under  properly  controlled  con- 
ditions, can  detect  most  of  the  unknown 
cases  of  diabetes  and  can  do  so  at  a cost 
which  even  the  most  economy-minded 
budget  director  can  applaud.  Diabetes 
screening  in  many  areas  is  now  an  all-year- 
round  program.  The  annual  advent  of 
diabetes  week  is  of  prime  importance  in 
stimulating  public  interest  and  in  preventing 
this  interest  from  waning. 

In  the  early  years  of  the  American  Dia- 
betes Association’s  annual  detection  pro- 
gram held  during  Diabetes  Week  the  New 
York  Diabetes  Association,  Inc.,  a voluntary 
health  agency,  working  in  conjunction  with 
the  American  Diabetes  Association,  Inc., 
and  the  five  New  York  City  County  Medical 
Societies  (Bronx,  Kings,  New  York,  Queens, 
and  Richmond)  conducted  screening  pro- 
grams in  each  of  the  city’s  boroughs.  These 
programs  relied  on  testing  for  glycosuria. 


usually  by  means  of  the  Drej^pak,  as  its 
screening  technic.  The  New  York  City 
Diabetes  Association,  although  using  this 
technic  for  screening,  was  aware  of  the  short- 
comings of  this  test.  It  was  apparent  that 
too  many  nondiabetic  subjects  showed 
positive  results  to  the  screening  test,  and 
that  diabetic  subjects  were  being  missed  when 
only  urine  screening  tests  were  employed. 
The  opportunity  to  improve  these  technics 
presented  itself  in  1957. 

In  1954  the  City  of  New  York  Department 
of  Health  had  established  a year-round 
demonstration  diabetes  screening  program 
in  the  Brownsville  Health  District  in  Brook- 
lyn® This  pilot  program  from  its  inception 
had  been  performing  combined  urine  and 
blood  determinations  including  the  perform- 
ance of  modified  glucose  tolerance  tests 
on  patients  whose  test  results  were  positive. 
In  April,  1957,  the  Department  of  Health, 
in  view  of  the  evident  success  of  its  Browns- 
ville demonstration,  inaugurated  a borough- 
wide program.  The  New  York  Diabetes 
Association  suggested  to  the  Health  De- 
partment that  the  annual  screening  pro- 
gram which  the  Association  sponsored  each 
year  during  Diabetes  Week  be  coordinated 
with,  and  the  actual  screening  tests  be  done 
by,  the  ongoing  program  of  the  Department. 
This  was  agreed  to  by  the  Health  Depart- 
ment. In  a rather  modest  first  joint  pro- 
gram only  500  registrants  for  screening  were 
secured  in  1957.  For  Diabetes  Week  in  1958 
the  New  York  Diabetes  Association  sug- 
gested a city-wide  program  which  was  in- 
stituted. That  year  the  Association  secured 
8,200  registrants  for  diabetes  screening  tests. 
By  1959  the  Department  of  Health  had  in- 
creased its  permanent  diabetes  detection 
program.  The  number  of  registrants  secured 
by  the  New  York  Diabetes  Association  dur- 
ing the  1959  Diabetes  Week  programs  ex- 
ceeded 10,000.  The  registration  drive  of 
the  1960  Diabetes  Week  program  has  come 
to  a successful  conclusion  with  over  12,000 
registrants  secured.  It  is  anticipated  that 
when  Diabetes  Week  1961  arrives  the  De- 
partment of  Health  will  have  opened  more 
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permanent  detection  centers.  It  is  apparent 
that  these  annual  programs  have  helped 
build  up  in  both  the  general  public  and  the 
responsible  city  officials  a climate  receptive 
to  the  rapid  growth  of  the  Department’s 
diabetes  detection  program. 

Diabetes  W^eek  Organization 

In  setting  up  the  Diabetes  Week  drive  to 
recruit  registrants  for  testing  it  is  important 
that  all  interested  organizations  join  in  a 
single  coordinated  group — the  Diabetes 
Week  Committee.  The  table  of  organiza- 
tion of  this  coordinated  group  in  New  York 
City  included  organized  medicine,  from  which 
a representative  of  each  county  medical 
society  was  designated  as  a cochairman  for 
his  borough;  it  included  the  City  of  New 
York  Department  of  Health  which  assigned 
a cochairman  for  each  borough;  and  in- 
cluded the  voluntary  health  agency,  in  this 
instance  the  New  York  Diabetes  Association 
which  assigned  a cochairman  for  each 
borough.  In  addition,  the  New  York 
Diabetes  As.sociation  appointed  the  over-all 
city-wide  chairman  and  cochairman  to  co- 
ordinate all  phases  of  the  program  with  a 
representative  from  the  Department  of 
Health.  In  19G0,  labor  and  industry  were 
approached.  Through  the  medical  directors 
of  union  health  centers  and  large  corpora- 
tions, representatives  from  these  groups 
invited  to  the  members  of  the  over-all 
Diabetes  Detection  Committee.  The 
American  Diabetes  Association  cooperates 
in  each  annual  program  in  an  advisor3'-  ca- 
pacity. In  addition  it  provides  posters, 
brochures,  and  national  publicity.  The 
New  York  City  Diabetes  Week  Committee 
in  the  last  few  years  has  been  obtaining  in- 
creasing recognition  and  acceptance  of  the 
program  through  newspaper,  radio,  and 
television  publicity.  The  New  York  Tele- 
phone Company  has  been  most  helpful  by 
assigning  the  same  special  telephone  number 
each  year  (OXford  7-2400).  Volunteers  of 
the  lay  group  of  the  New  York  Diabetes 
Association  have  worked  unstintingly  dur- 
ing Diabetes  Week  manning  a battery  of 


telephones  and  registering  the  thousands  of 
people  who  telephone  for  diabetes  detection 
appointments. 

A particular  effort  is  made  in  the  publicity 
incidental  to  Diabetes  Week  to  attract  in- 
dividuals who  are  over  forty,  especially 
those  who  are  overweight  and  those  who  are 
related  to  known  diabetic  patients.  Tests 
are  not  offered  to  individuals  under  twenty- 
five  years  of  age  unless  there  is  a close  famil- 
ial history  of  diabetes.  Conn^  has  shown 
that  20  per  cent  of  close  relatives  of  diabetic 
subjects  had  an  impaired  standard  gluco.se 
tolerance  curve  as  compared  with  only  2 
per  cent  of  the  general  population.  Thus, 
mass  screening  programs  in  the  general 
population  may  not  be  as  productive  as  those 
in  which  testing  is  done  on  a more  selective 
basis  by  emphasizing  the  need  for  testing 
in  those  who  are  close  relatives  of  diabetic 
individuals.  In  fact.  Conn  has  stated  that  if 
all  the  close  relatives  of  diabetic  patients 
were  screened,  the  vast  majority  of  unknown 
diabetic  subjects  could  be  detected  easily. 

^Vhen  an  individual  telephones  for  an  ap- 
pointment for  diabetes  screening  tests  a 
registration  card  is  filled  out  which  tabulates 
basic  data  such  as  age,  sex,  religion,  race, 
family  historj"  of  diabetes,  whether  pregnancy 
is  present  or  not,  whether  previously  tested, 
when  and  where  tested,  and  the  name  of 
the  family  physician  or  clinic  to  whom  the 
report  is  to  be  sent.  If  the  individual  ad- 
mits having  diabetes  he  is  not  enrolled  for 
this  program.  Appointments  for  testing 
are  then  mailed  to  the  registrants. 

Instructions  for  Diabetes  Screening 
Tests 

Each  individual  is  advised  to  report  for 
his  screening  tests  one  hour  after  eating  a 
meal  containing  100  Gm.  of  carbohydrates. 
The  following  are  the  instructions  sent  to 
registrants  with  their  appointments ; 

For  at  least  three  days  before  the  test  eat 
regular  meals,  including  sugar  in  3'our  coffee, 
tea,  or  jmstum  and  desserts  sucli  as  fruit,  cake, 
pie,  or  ice  cream. 

On  the  day  of  the  test  eat  one  of  the  following 
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meals  forty-five  minutes  before  the  time  of  your 
appointment : 

If  the  test  is  in  the  morning  eat  meal  1 or  2. 

If  the  test  is  in  the  afternoon  eat  meal  2 or  3. 

If  the  test  is  in  the  evening  eat  meal  3. 

Meal  1 — Breakfast. — One  serving  of  fruit, 
fresh  or  canned  (or  cooked  with  sugar)  or  1 
large  (8  ounce)  glass  of  fruit  juice.  One  cup  of 
cereal,  cooked  or  ready-to-eat,  with  Vs  cup  of 
milk  and  2 teaspoons  of  sugar  or  4 graham  crackers. 
One  large  (8  ounce)  glass  of  milk  or  coffee,  tea, 
or  postum  with  2 teaspoons  of  sugar. 

Meal  2 — Breakfast  or  Lunch. — One  serving 
of  fruit,  fresh  or  canned  (or  cooked  with  sugar)  or 
1 large  (8  ounce)  glass  of  fruit  juice.  Three 
slices  of  bread  or  toast  or  2 English  muffins. 
Three  teaspoons  of  jelly,  jam,  or  preserves. 
Coffee,  tea,  or  postum  with  2 teaspoons  of  sugar. 

Meal  3 — Lunch  or  Supper. — One  sandwich 
(on  white  or  rye  bread,  or  on  roll).  One  large 
slice  of  plain  cake  with  2 scoops  of  ice  cream  or  1 
large  portion  of  pie.  One  large  (8  ounce)  glass  of 
milk  or  coffee,  tea,  or  postum  with  2 teaspoons  of 
sugar. 

Do  not  bring  a urine  specimen  with  you.  A 
specimen  will  be  collected  at  the  Health  Center. 

Procedure 

At  the  clinic  the  patient  is  weighed,  meas- 
ured, and  the  one-hour  postprandial  venous 
blood  and  urine  specimens  are  obtained. 
Fasting  blood  sugar  determinations  are  not 
done!  It  has  long  been  observed  that  a 
fasting  blood  sugar  test  is  the  least  sensitive 
method  for  detecting  early  diabetes.®  The 
fasting  blood  sugar  test  will  detect  much  more 
frequently  the  well-established  diabetic  sub- 
ject but  rarely  will  detect  the  early  or  mildly 
diabetic  subject.  The  urine  is  examined 
by  means  of  the  Clinitest  tablet  method. 
If  results  are  positive,  the  urine  is  tested  for 
acetone  content  by  the  Acetest  tablet  method. 
In  earlier  years,  the  blood  was  examined  by 
the  Hewson  Clinitron  method,®  preset  at  a 
screening  level  of  130  mg.  per  100  ml.  of 
true  blood  sugar  and  using  the  Wilkerson- 
Heftman  blood  sugar  test.  All  those  bloods 
with  levels  above  130  mg.  per  100  ml.  by 
this  method  were  retested  by  the  Somogyi- 
Nelson  method  for  true  blood  sugar  to  get 
a definitive  level.  The  venous  blood  was 


and  still  is  collected  in  a vacuum  tube  con- 
taining a mixture  of  fluoride  and  oxalate. 
The  fluoride  is  used  as  a preservative  so  that 
the  blood  sugar  will  remain  constant  for 
ninety-six  hours  without  refrigeration  (al- 
though all  specimens  are  refrigerated  and 
are  as  a rule  examined  within  twenty-four 
hours).  In  the  past  year,  the  Clinitron 
method  has  been  discarded  in  favor  of  the 
equally  rapid  auto-analyzer  which  gives  de- 
finitive readings  of  the  true  glucose  levels. 
The  use  of  the  auto-analyzer  makes  Somog3u- 
Nelson  determinations  unnecessary,  a great 
saving  in  time  and  manpower. 

Individuals  whose  blood  levels  are  130  mg. 
per  100  ml.  or  lower  and  who  show  no  gly- 
cosuria are  classed  as  negative  and  so  noti- 
fied. Those  with  readings  between  131  and 
180  mg.  per  100  ml.  are  recalled  for  glucose 
tolerance  tests,  as  are  those  with  glycosuria 
even  if  the  blood  is  130  mg.  per  100  ml.  or 
lower.  Those  with  blood  levels  above  180 
mg.  per  100  ml.  are  not  recalled  but  are 
coded  as  diabetic  individuals  for  statistical 
purposes. 

The  patient  to  be  brought  back  for  glu- 
cose tolerance  testing  is  instructed  to  eat  a 
high  carbohydrate  diet  for  three  days  prior 
to  testing.  He  is  given  100  Gm.  of  glucose 
orally  regardless  of  his  weight  or  age.  A 
modified  glucose  tolerance  test  is  used.  This 
consists  of  one-  and  two-hour  blood  and  urine 
specimens.  This  variant  of  the  standard 
three-hour  test  has  been  found  to  be  most 
practical.  Many  patients  find  it  difficult  to 
remain  the  three  hours  in  the  testing  center, 
particularly  younger  women  who  have  to 
be  at  home  when  their  children  return  from 
school  for  lunch.  It  was  recognized  that 
valid  results  could  be  obtained  through  use 
of  a two-hour  modified  test.  The  fasting 
blood  specimen  and  the  three-hour  specimen 
were  eliminated.  The  former  was  deemed 
unnecessary  because  it  rarely  was  elevated 
in  early  or  mild  cases  of  diabetes.  If  the 
fasting  level  was  elevated  the  one-  and  two- 
hour  levels  would  be  elevated  also.  The 
three-hour  specimen  was  eliminated  because 
a reasonably  accurate  diagnosis  could  be 
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TABLE  I. — Results  of  14,888  Screenings  for  Diabetes  Mellitus  Done  Over  a Period  of  Twenty- 

Four  Months,  1957  to  1959 


HT.1_ 

Categorj' 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Total  screened 

4,512 

10,376 

14,888 

New  diabetic  subjects 
Potential  diabetic 

496 

11. 0 

744 

7.2 

1,240 

8.3 

subjects 

74 

1.6 

135 

1.3 

209 

1.4 

Indeterminate 

222 

4.9 

440 

4.2 

662 

4.4 

achieved  through  an  interpretation  of  the 
one-and  two-hour  levels.  The  one-  and  two- 
hour  diagnostic  levels  are  in  keeping  with 
and  at  times  above  the  levels  used  by  spe- 
cialists in  the  field  of  diabetes. 

When  a diagnosis  of  diabetes  is  made  on 
the  basis  of  laboratory  results  this  diagnosis 
is  used  only  for  coding  for  statistical  study. 
The  private  physician  is  given  the  results  of 
the  tests  with  a suggestion  that  there  is  a 
“probability”  of  diabetes  in  the  patient. 
The  notice  to  the  patient  merely  indicates 
that  the  results  of  the  tests  are  not  normal 
and  that  the  patient  should  visit  his  phy- 
sician for  examination  and  additional  tests 
as  required  by  the  physician. 

In  its  pilot  program  in  Brownsville® 
(1954  through  1957)  the  City  of  New  York 
Department  of  Health  coded  as  diabetic 
only  those  patients  whose  physicians  made  a 
diagnosis  of  diabetes  after  checking  the  abnor- 
mal screening  results.  However,  from  that 
program  it  was  learned  that  there  was  not 
even  a reasonable  facsimile  of  uniformity  in 
the  criteria  used  by  private  physicians  when 
making  a diagnosis  of  diabetes.  Some  in- 
sisted on  symptoms.  Others  insisted  on 
elevated  fasting  blood  sugars,  while  still 
others  would  not  entertain  the  diagnosis 
in  the  absence  of  glycosuria.  In  some  in- 
stances where  glucose  tolerance  tests  were 
utilized  the  diagnostic  levels  used  were  ex- 
traordinarily high.  In  many  instances  the 
private  physician  would  prefer  not  to  commit 
himself  but  rather  to  keep  the  patient  under 
observation. 

As  a result  of  such  experiences  it  was 
decided  that  when  establishing  the  program 
on  a permanent  borough-wide  basis,  the  diag- 
nosis for  statistical  purposes  would  be 


based  on  uniform  criteria  using  the  results 
of  laboratory  tests  performed  during  the 
screening  and  glucose  tolerance  phases  of 
the  detection  program.  On  the  other  hand 
the  private  physician,  as  already  pointed 
out,  was  left  free  to  arrive  at  his  own  diag- 
nosis once  he  had  been  given  the  laboratory 
results  and  a suggestive  interpretation. 

Interpretation  of  Glucose  Tolerance 
Tests 

For  purposes  of  statistical  study  the  cases  are 
coded  for  diagnosis  according  to  the  following 
criteria : 

Diabetes. — Patients  are  coded  for  diabetes  if : 
(1)  on  screening  the  blood  glucose  is  181  mg.  per 
100  ml.  or  higher.  It  has  been  shown^  that  only 
3 of  ever}'’  1,000  nondiabetic  patients  will  fall  into 
this  range.  The  3 in  1,000  although  included  as 
diabetic  individuals  in  the  statistical  count,  should 
be  told  by  their  private  physician  after  he  con- 
cludes his  examination  and  testing  that  they  do 
not  have  diabetes  even  though  screening  tests 
showed  abnormal  findings.  (2)  If  the  result  of  the 
glucose  tolerance  test  is  at  least  151  mg.  per  100 
ml.  at  the  first  hour  and  111  mg.  per  100  ml.  at  the 
second  hour;  (some  diabetic  specialists  may 
consider  111  a low  figure)  or  if  the  result  of  the 
test  at  the  second  hour  was  121  mg.  per  100  ml. 
(or  higher)  no  matter  what  the  first  hour  level. 

Potential  Diabetes. — Patients  are  coded  as 
potentially  diabetic  subjects  if:  (1)  the  one- 
hour  blood  glucose  level  is  151  mg.  per  100  ml. 
or  higher  and  the  second-hour  level  is  no  higher 
than  100  mg.  per  100  ml.  (2)  If  the  one-hour 
blood  glucose  level  is  no  higher  than  150  mg.  per 
100  ml.  and  the  second-hour  result  is  between  111 
mg.  and  120  mg.  per  100  ml.  (inclusive).  It 
should  be  noted  that  this  is  a group  classed  as 
potentially  diabetic  patients  purely  on  the  basis  of 
blood  glucose  levels  which  have  fallen  just  short 
of  the  levels  we  have  defined  as  diagnostic  for 
statistical  purposes  for  diabetes.  The  use  of  the 
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TABLE  II.- — Significant  Findings  by  Sex  and  Age 


Age  Group 
(Years) 

Number 

Examined 

New 

Diabetic 

Subjects 

Potential 

Diabetic 

Subjects 

Indeterminate 

Male 

Under  25 

131 

1.5 

0.8 

3.1 

25  to  34 

423 

1.9 

0.2 

3.3 

35  to  44 

731 

1.7 

0 8 

4.5 

45  to  54 

1,019 

10.4 

2.1 

7.2 

55  to  64 

1,023 

13.4 

2.1 

5.8 

65  plus 

1,167 

17.8 

2.1 

3.3 

Not  stated 

18 

5.6 

Total 

4,512 

11.0 

1.6 

4.9 

Female 

Under  25 

159 

0.0 

0.6 

2.5 

25  to  34 

900 

1.7 

0.4 

2.7 

35  to  44 

1,758 

3.1 

0.7 

3.5 

45  to  54 

2,813 

5.6 

0.8 

4.1 

55  to  64 

2,920 

9.2 

0.9 

3.9 

65  plus 

1,533 

11.6 

0.9 

3.5 

Not  stated 

293 

24.9 

1.9 

25.9 

Total 

10,376 

7.2 

1.3 

4.2 

term  “potential” 

here  describes  a group 

which  tions. 

As  already  noted 

no  prospective 

should  not  be  confused  with  the  prediabetic 
f^roup  mentioned  in  the  very  first  paragraph  of 
this  paper.  There  is  a need  for  a large-scale, 
well-controlled  study  to  determine  if  an  unusually 
large  number  in  this  group  develop  diabetes  in 
time. 

Indeterminate. — The  indeterminate  group 
includes  all  those  who  had  abnormal  screening 
results  (blood,  urine,  or  both)  but  who  neverthe- 
less have  blood  glucose  levels  below  151  mg.  per 
100  ml.  and  111  mg.  per  100  ml.  on  the  first  and 
second  hours  of  the  modified  glucose  tolerance 
test.  This  group  along  with  the  preceding  pre- 
viously potential  group  constitute  the  false 
jiositive  group  resulting  from  the  postpran- 
dial screening  tests.  This  indeterminate  group 
quite  probably  includes  in  its  numbers  non- 
diabetic individuals,  cases  of  renal  and  alimentary 
glycosuria,  and  possibly  a significant  number  of 
patients  who  will  in  time  develop  diabetes. 

Case  Findings 

This  report  is  based  on  a total  of  14,888 
screenings  done  over  twenty-four  consecu- 
tive months  during  the  period  1957  through 
1959  (Table  I). 

There  were  1,240  or  8.3  per  cent  new  dia- 
betic patients  found.  It  should  be  pointed 
out  that  there  were  also  240  previously 
known  diabetic  individuals  in  this  group 
but  these  were  not  included  in  the  tabula- 


applicant  for  the  test  w'ho  admitted  that 
he  had  diabetes  was  accepted  for  screening. 
The  fact  that  240  patients  turned  up  later 
as  previously  diagnosed  cases  through  infor- 
mation received  from  private  physicians  is 
indicative  that  we  were  not  always  successful 
in  excluding  this  category.  We  have  no 
doubt  that  some  previously  diagnosed  dia- 
betic individuals  are  still  hidden  in  the  new 
diabetic  group  and  therefore  in  part  account 
for  our  8.3  per  cent  case-finding  rate  for 
new  cases. 

This  8.3  per  cent  is  in  startling  contrast  to 
the  estimated  1 per  cent  figure  used  for  un- 
known cases  in  the  population.®  However, 
it  is  interesting  to  note  that  physicians  to 
whom  these  cases  were  referred  also  made 
the  diagnosis  of  diabetes  in  4 out  of  every  7 
of  these  1,240  cases  (57  per  cent  concurrence). 
How  can  this  unusually  high  rate  be  ex- 
plained? 

In  earlier  paragraphs  mention  was  made 
that  there  was  a deliberate  and  continual 
effort  made  in  this  screening  program  to  per- 
suade individuals  who  are  more  apt  to  have 
the  disease  to  sign  up  for  testing.  In  this  we 
w’ere  eminently  successful.  The  14,888  sub- 
jects in  this  present  screening  group  Avere 
heavily  weighted  with  people  over  forty-five 
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years  of  age  (some  70  per  cent),  with  those 
closely  related  to  known  diabetic  patients, 
and  with  obese  individuals.^  Statistical 
tabulations  and  analyses  of  these  and  other 
factors  which  demonstrate  pronounced  in- 
fluences on  case  finding  will  be  reported  in 
another  paper.  However  Table  II  is  shown 
to  illustrate  the  age  distribution  of  the 
screening  population  and  the  case-finding 
rates  for  each  age  grouping.  These  are 
shown  without  adjustment  for  weight. 
After  adjusting  for  weight  (not  shown)  there 
is  little  change  in  the  figures  shown  in  Table 
II.  This  table  does  illustrate  the  marked 
effect  the  age  composition  of  the  population 
screened  has  had  in  helping  account  for  the 
8.3  per  cent  over-all  case-finding  rate  for  new 
diabetic  patients. 

Follow-Up  Study 

The  follow-up  study  of  the  individual  is 
complete  and  extensive.  It  is  not  enough  just 
to  find  the  individual  with  hyperglycemia; 
it  is  important  to  see  that  he  is  brought  under 
medical  supervision.  If  on  screening,  an 
excessively  high  blood  sugar  level  is  found 
or  glycosuria  and  acetone  is  found  in  the 
urine,  the  City  of  New  York  Department  of 
Health  arranges  for  a public  health  nurse  to 
make  an  immediate  home  visit  to  see  that 
the  patient  is  put  in  the  care  of  a physician 
without  delay.  All  others  with  positive 
findings  have  their  records  put  in  a reminder 
file  for  a period  of  one  month.  During 
this  time  it  is  hoped  that  the  physician  who 
has  been  notified  of  the  results  of  the  test 
will  report  on  a special  return  form  sent  to 
him  by  the  Department  of  Health  his  diag- 
nosis, opinion,  or  other  observations.  At 
the  time  the  physician  is  notified,  the  patient 
is  sent  a form  letter  which  is  either  a negative 
report  or  one  advising  the  patient  because 
of  abnormal  test  results  to  see  his  physician 
or  the  clinic  named  by  the  patient.  At  the 
end  of  thirty  days  the  file  is  reviewed  and 
if  the  phy.sician  (or  clinic)  has  not  been  heard 
from,  the  patient  is  phoned.  In  many  cases 
the  physician  has  seen  the  patient  but  has 
not  returned  his  report.  In  other  instances 


the  patient  has  not  reported  to  his  physician. 
If  this  latter  situation  exists,  the  patient  is 
phoned  or  if  he  has  no  phone  is  sent  a letter 
urging  him  to  visit  his  physician.  If  this 
fails  to  get  the  patient  to  the  doctor,  a home 
visit  by  a public  health  nurse  is  made.  In 
this  way  98  to  99  per  cent  of  all  patients 
with  po.sitive  test  results  are  eventually 
brought  under  medical  supervision. 

If  the  patient  falls  into  the  potential  or 
indeterminate  group,  permission  is  requested 
of  the  physician  for  the  patient  to  receive 
follow-up  glucose  tolerance  tests  at  six- 
month  intervals.  The  results  of  the  follow- 
up of  this  particular  group  will  be  reported 
in  another  paper.  This  as  already  noted  is 
an  area  of  great  interest  and  one  feature  of 
the  program  which  will  receive  intensive  at- 
tention. 

The  original  letter  to  the  physician  in- 
cludes a fact  sheet  on  diabetes  diagnosis 
giving  the  significance  of  various  levels  of 
blood  glucose  and  the  lack  of  significance  of 
the  fasting  blood  sugar  in  the  early  stages  of 
diabetes.  Emphasis  is  made  of  the  fact  that 
the  Somogyi-Nelson  blood  sugar  is  a true 
blood  sugar  method,  which  is  20  to  30  mg. 
per  100  ml.  lower  than  the  Folin-Wu  method. 
He  also  is  informed  as  to  the  availability  in 
the  Department  of  Health  of  a specialist  in 
diabetes  who  will,  without  charge,  answer 
any  questions  as  to  the  significance  and  the 
interpretation  of  the  tests,  and  will  advise 
the  physician  in  relation  to  any  diagnostic 
problem  he  might  have  in  relation  to  dia- 
betes. 

Choice  of  Screening  Tests  in  a Detection 
Program 

The  New  York  Diabetes  Association  in  its 
earlier  annual  programs  before  it  joined 
forces  with  the  City  of  New  York  Depart- 
ment of  Health  had  relied  on  urine  testing 
with  the  Dreypak  as  its  sole  screening 
medium.  Its  dissatisfaction  with  this  tool 
was  mentioned  earlier  in  this  paper.  Its 
sensitivity,  the  ability  of  the  procedure  to 
show  positive  results  for  diabetes,  and  its 
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TABLE  III. — Results  of  Screening  Urine  Tests  on  Persons  Diagnosed  as  New  Diabetic  Subjects 
After  Completion  of  Initial  Work-Up  Examinations  at  the  Bronx  Diabetes  Detection  Center, 

1957  to  1959 


Age 

Group 

(Years) 

Total 

Number 

of 

Patients 

Nega- 

tive 

Trace 

1 + 

2+ 

3+ 

4-1- 

No 

Report 

Number  of 
Known 
Results 

Per  Cent 
Negative 

Total 

1,240 

767 

26 

90 

54 

91 

127 

85 

1,155 

66 

Under  35 

25 

14 

5 

1 

2 

3 

25 

56* 

35  to  39 

26 

15 

2 

2 

1 

3 

3 

26 

57* 

40  to  44 

62 

40 

5 

3 

5 

9 

62 

65 

45  to  49 

115 

67 

4 

13 

6 

10 

15 

115 

55 

50  to  54 

148 

90 

3 

9 

7 

22 

16 

1 

147 

60 

55  to  59 

187 

120 

2 

14 

12 

13 

24 

2 

185 

63 

60  to  64 

217 

158 

6 

11 

10 

16 

15 

1 

216 

74 

65  to  69 

243 

169 

5 

17 

9 

14 

24 

5 

238 

70 

70  plus 

143 

93 

4 

14 

5 

6 

18 

3 

140 

64 

Not  stated 

74 

2 

72 

2 

100* 

* Percentages  based  on  very  small  numbers. 


specificity,  the  ability  of  the  procedure  to 
show  negative  results  for  nondiabetic  sub- 
jects, had  been  found  to  be  of  mediocre 
order. 

The  United  States  Public  Health  Service 
in  its  Diabetes  Program  Guide®  records  the 
results  of  a study  performed  on  four  tests 
for  glycosuria,  Cfinitest,  Galatest,  Benedict, 
and  Dreypak.  When  comparing  the  re- 
sults of  these  four  methods,  all  done  one 
hour  after  a test  meal,  with  true  blood  glu- 
cose levels  also  taken  one  hour  after  the 
test  meal  with  the  screening  point  at  130  mg. 
per  100  ml.  the  disparity  between  urine  and 
blood  screening  becomes  evident.  The  sen- 
sitivity of  the  blood  screening  at  the  130  mg. 
per  100  ml.  level  was  found  to  be  83.3  per 
cent,  the  specificity  89.9  per  cent,  whereas 
the  four  urine  tests  using  a trace  of  glucose 
or  higher  as  an  indicator  of  positivity 
ranged  from  40.5  per  cent  to  71.4  per  cent  in 
sensitivity,  and  from  50.5  per  cent  to  80.7 
per  cent  in  specificity.  The  upper  levels 
for  sensitivity  and  specificity  were  in  the 
Benedict  and  the  Clinitest  methods  respec- 
tively. 

Hilleboe  and  Larimore®  quote  an  unpub- 
lished study  by  Wilkerson  and  his  coworkers 
which  compares  the  Dreypak  using  1 plus 
as  the  screening  level  with  blood  glucose 
using  the  160  mg.  per  100  ml.  of  true  glucose 
as  the  screening  point.  The  vast  superiority 
of  using  blood  for  screening  was  demonstrated 


both  for  sensitivity  and  specificity.  In  par- 
ticular it  highhghted  the  need  for  keeping 
specificity  as  low  as  possible  to  avoid  the 
great  expense  of  recalling  too  many  individ- 
uals with  false  positive  results  for  glucose 
tolerance  testing.  In  this  study  it  should 
be  noted  that  by  using  the  160  mg.  per  100 
ml.  blood  glucose  level  specificity  was  kept 
low  but  at  a loss  in  sensitivity  (63.2  per  cent). 

Such  a level  of  sensitivity  is  obviously  too 
low.  Dropping  the  screening  level  vdll 
increase  sensitivity  while  lowering  specific- 
ity. Some  pomt  must  be  selected  at  which 
the  maximum  number  of  diabetic  subjects 
can  be  detected,  while  at  the  same  time  the 
number  of  false  positive  results  are  kept 
within  manageable  limits  without  incurring 
excessive  costs.  This  objective  seems  best 
attained  through  the  use  of  the  130  mg.  per 
100  ml.  level. 

This  level  was  and  still  is  being  used  in 
the  New  York  City  program.  In  addition 
the  Clinitest  urine  test  also  is  being  used 
with  screening  at  the  trace  level.  Using 
these  two  screening  tests  1,240  new  diabetic 
patients  were  found.  Of  these  only  24  had 
negative  blood  screening  test  levels  while 
showing  glycosuria  on  screening.  Of  365 
previously  known  diabetic  subjects  un- 
covered during  the  same  period  only  3 had 
negative  blood  screening  levels  while  showing 
glycosuria  on  screening. 

On  the  other  hand  767  of  the  1,240  new 
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TABLE  IV. — Results  of  Screening  Urine  Tests  on  Persons  Who  Were  Later  Discovered  to  be 

Known  Diabetic  Subjects 


Age 

Group 

(Years) 

Total 
Number  of 
Patients 

Nega- 

tive 

Trace 

1 + 

2+ 

3 + 

4+ 

Number 

of 

Known 

Results 

Per  Cent 
Nega- 
tive 

Total 

365 

163 

12 

39 

20 

40 

91 

365 

45 

Under  35 

7 

3 

1 

3 

7 

43* 

35  to  39 

11 

7 

2 

2 

11 

64* 

40  to  44 

15 

2 

1 

1 

1 

2 

8 

15 

13* 

45  to  49 

28 

8 

1 

5 

3 

4 

7 

28 

25 

50  to  54 

37 

17 

1 

3 

4 

2 

10 

37 

43 

55  to  59 

47 

20 

5 

3 

4 

15 

47 

43 

60  to  64 

80 

40 

5 

13 

3 

7 

12 

80 

44 

65  to  69 

76 

36 

2 

5 

3 

10 

20 

76 

45 

70  plus 

64 

30 

2 

7 

3 

8 

14 

64 

44 

* Percentages  based  on  very  small  numbers. 


diabetic  patients  had  negative  urine  screen- 
ing test  results  while  their  blood  levels  were 
above  the  130  mg.  per  100  ml.  level.  Simi- 
larly 163  of  the  365  previously  known 
diabetic  individuals  had  negative  urine 
screening  test  results.  If  the  detection 
program  had  relied  on  Clinitest  urine  testing 
alone  only  412  new  diabetic  subjects  would 
have  been  found  instead  of  1,240.  Tables 
III  and  IV  are  shown  to  illustrate  the  distri- 
bution of  negative  and  positive  screening 
urine  test  results  by  age  for  the  new  dia- 
betic patients  and  for  the  previously  known 
diabetic  patients  respectively.  It  will  be 
noted  that  glycosuria  is  not  always  mani- 
fest in  postprandial  urines  in  diabetic 
persons,  and  that  this  phenomenon  occurs 
more  often  in  individuals  in  the  early  stages 
of  diabetes  (Table  III)  than  in  individuals 
with  diabetes  of  presumably  longer  duration 
(Table  IV).  This  absence  of  glycosuria 
can  be  found  in  all  the  age  groups  tested. 

Of  the  1,240  new  diabetic  subjects  found 
only  780  had  modified  glucose  tolerance 
test  results,  those  not  recalled  for  glucose 
tolerance  tests  having  tested  above  180  mg. 
per  100  ml.  postprandially.  Of  these  780 
recalls,  35  per  cent  had  negative  urine 
testing  results  on  the  three  occasions  the 
urines  were  tested,  that  is  during  screening 
and  at  the  one-  and  two-hour  intervals  in  the 
performance  of  the  glucose  tolerance  test. 

The  conclusion  from  all  these  findings  is 
inescapable.  Urine  testing  is  apt  to  show 


negative  results  with  some  consistency  in 
diabetes.  However,  no  claim  can  be  made 
that  there  is  an  appreciable  group  or  for 
that  matter  any  diabetic  patients  whose 
urines  won’t  at  some  time  demonstrate 
glycosuria.  And  quite  obviously  these 
data  provide  food  for  thought  as  to  the 
necessity  for  doing  urine  screening  tests  as 
an  adjunct  to  postprandial  blood  glucose 
tests  in  a diabetes  screening  program. 

Summary 

1.  A diabetes  detection  program  for  New 
York  City  has  been  described,  in  which  there 
is  a coordinated  effort  by  a voluntary  health 
agency,  the  Department  of  Health,  and 
organized  medicine. 

2.  The  need  for  a blood  sugar  screening 
program  js  affirmed,  with  emphasis  placed 
on  the  results  of  a postprandial  blood  sugar 
test  rather  than  on  the  results  of  a fasting 
blood  sugar  test.  The  unreliability  of  urine 
testing,  particularly  as  the  sole  screening 
test,  has  been  illustrated. 

3.  The  report  shows  an  incidence  of  8.3 
per  cent  new  diabetic  patients  discovered  in 
screening  14,888  persons.  The  reason  for 
this  high  incidence  is  based  on  the  fact  that 
the  majority  of  these  self-selected  patients 
were  overweight,  over  age  forty-five,  and 
related  to  diabetic  individuals. 

4.  Even  after  performing  glucose  toler- 
ance tests,  certain  of  these  people  could  be 
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called  neither  completely  nondiabetic  sub- 
jects nor  diabetic  subjects  and  were  classi- 
fied as  “potential”  or  “indeterminate” 
by  certain  statistical  criteria.  This  group 
needs  long-term  prospective  study  in  greater 
numbers  to  determine  whether  or  not  a 
significantly  higher  number  of  diabetic 
individuals  ultimately  will  emerge. 

5.  The  frequency  with  which  diabetic 
persons  fail  to  show  glycosuria,  even  during 
a series  of  urine  tests  done  during  screening 
and  glucose  tolerance  testing,  is  demon- 
strated. 
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{Number  twenty-seven  in  a series  of  articles  on  Current  Concepts  in  Diabetes  Mellitus) 


Circumstantial  Evidence  Links  Brush  Rollers  to  Hair  Loss 


Bald  spots  occurring  in  13  women  were  “circum- 
stantially related”  to  a method  of  setting  the  hair 
with  brush  rollers,  according  to  an  article  by  Morris 
J.  Lipnik,  M.D.,  in  the  September,  1961,  issue  of 
Archives  of  Dermatology,  published  by  the  American 
Medical  Association.  All  of  the  women  had  used 
large  hair  rollers  with  brushes  on  the  inside.  The 
bristles  protrude  through  such  rollers  which  are 
anchored  to  the  scalp  by  means  of  large  plastic 
pins.  Some  of  the  patients  had  used  the  brush 
rollers  for  several  months  while  others  had  used  them 


for  as  long  as  two  years.  Some  of  the  patients  said 
that  they  wore  the  rollers  to  bed  at  night  and  that 
they  sometimes  injured  their  scalps  when  inserting 
the  pins. 

There  were  patches  of  very  short  hairs  surround- 
ing the  area  of  baldness,  which  indicated  that  the 
pressure  applied  by  the  rollers  caused  the  hair  to 
break  off.  When  the  use  of  the  rollers  was  discon- 
tinued, complete  hair  regrowth  occurred  in  tliree  to 
four  months  in  most  cases.  However,  in  two  cases 
scarring  of  the  scalp  prevented  regrowth. 
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Pentosuria 

DONALD  B.  MCCORMICK,  PH.D.,  ITHACA,  NEW  YORK 


]T)entoses  are  found  in  several  natural 
foods,  especially  certain  fruits.  Small 
quantities  of  these  five-carbon  reducing 
sugars  have  been  known  for  many  years  to 
occur  as  normal  constituents  in  human  urine. 
As  early  as  1906  easily  detectable  pentosuria 
was  shown  to  occur  in  most  subjects  after 
they  had  ingested  U/2  L.  of  apple  juice. ^ 
Fruit-free  diets  reduce  the  excretion  of 
aldopentoses,  primarily  xylose  and  arabinose, 
to  less  than  half  the  normal  amount. ^ A 
variation  in  susceptibility  to  such  alimentary 
pentosuria  has  been  noted  and  may  be  re- 
lated to  renal  glycosuria  or  the  capacity  of 
the  kidneys  to  reabsorb  sugars.® 

The  occasional  finding  that  certain  indi- 
viduals excrete  a large  quantity  of  pentose, 
not  related  to  diet,  led  to  the  recognition  of 
an  aberrant  pentosuria  of  an  “essential” 
nature.  The  genetic  origin  of  this  disorder 
was  discussed  by  Garrod  in  his  classic  1908 
lectures  on  “Inborn  Errors  of  Metabolism.”^ 
Essential  pentosuric  subjects  are  charac- 
terized by  the  daily  excretion  of  gram  cjuan- 
tities  of  the  ketopentose,  L-xylulose,  as 
compared  with  the  milligrams  of  difficultly 
metabolized  aldopentoses  from  dietary 


sources  excreted  by  normal  subjects.  More- 
over, the  genetic  defect  of  essential  pentosuria 
appears  to  be  virtually  restricted  to  individ- 
uals of  Jewish  origin,  as  was  noted  in  1933 
by  Enklewitz  and  Lasker.® 

Metabolism  of  Pentoses  and  Pentitols 

Clinical  observations  that  drugs,  such  as 
aminopyrine,  stimulate  pentose  excretion  by 
essential  pentosuric  individuals®  led  to  the 
additional  finding  that  D-glucuronate  excre- 
tion is  similarly  stimulated  by  aminopyrine.® 
The  actual  precursor  relation.ship  of  D- 
glucuronate  to  L-xylulose  was  established  by 
the  demonstration  that  D-glucuronolactone 
itself  leads  to  a marked  enhancement  of 
xylulose  excretion  by  pentosuric  subjects^ 
and  by  normal  human  beings  as  well.®  Use 
of  the  labeled  lactone  showed  that  the  con- 
version to  L-xylulose  in  the  pentosuric  indi- 
vidual was  rather  direct  and  involved  the 
loss  of  a carboxyl  carbon.® 

Largely  through  the  efforts  of  Touster'® 
and  his  coworkers,  the  enzymatic  steps  in- 
volved in  the  immediate  transformations  of 
L-xylulose  have  been  pieced  together  with 
the  biosynthetic  route  from  glucuronate  to 
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either  L-ascorbate  (vitamin  C)  or  L- 
xylulose.  L-xylulose  is  enzymatically  re- 
duced to  the  pentitol,  xylitol,  which  can  then 
be  dehydrogenated  to  form  D-xylulose. 
The  latter  is  phosphorylated  and  metabo- 
lized via  the  pentose  phosphate  pathway. 
That  xylitol  is  metabolized  through  this 
carbohydrate  pathway  has  been  demon- 
strated in  vivo  by  the  administration  of 
radioactive  pentitol  followed  by  isolation 
and  degradation  of  glucose  from  the  liver 
glycogen  formed.  “ A second  pathway 
from  L-xylulose  was  suggested  by  the  dis- 
covery of  another  pentitol,  L-arabitol,  in  the 
urine  of  essential  pentosuric  subjects.*^ 
The  subsequent  metabolism  of  this  com- 
pound is  as  yet  not  clearly  understood. 
Tracer  studies  indicate  cleavage  and  reassem- 
bly of  the  carbon  chain  in  the  formation  of 
labeled  glycogen.*^ 

Nature  of  the  Essential  Defect 

Two  hypotheses  seem  plausible  as  explana- 
tions for  the  excretion  of  large  amounts  of 
L-xylulose  in  cases  of  essential  pentosuria. 
The  first  is  a “metabolic  defect”  or  enzyme 
deficiency  in  the  conversion  of  L-xylulose  to 
xylitol ; the  second  would  involve  a defective 
renal  mechanism  for  reabsorption  of  the 
pentose.  The  first  possibility  is  more  likely, 
as  above-normal  elevation  of  blood  xylulose 
occurs  after  the  ingestion  of  glucuronolactone 
by  a pentosuric  individual.^” 

Comment  and  Diagnosis 

Although  patients  with  essential  pento- 
suria exhibit  no  untoward  pathologic  symp- 
toms, there  continues  to  be  good  reason  for 
establishing  the  cause  for  any  glycosuria. 
The  sugar  excreted  must  be  carefully  ascer- 


tained, for  even  recently  pentosuric  patients 
have  been  mistreated  as  diabetic  patients. 
The  detection  of  essential  pentosuria  is  rela- 
tively simple . The  presence  of  a nonferment- 
able  reducing  sugar  in  glycosuria  associated 
with  a normal  glucose  tolerance  curve  should 
indicate  the  possibility  of  this  benign  defect, 
especially  among  individuals  of  Jewish 
origin. 
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{Number  twenty-three  in  a new  series  of  Nutrition  Excerpts) 


The  only  way  to  keep  your  health  is  to  eat  what  you  don’t  want,  drink  what  you  don’t  like,  and 
do  what  you’d  rather  not. — Mark  Twain 
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Controllable  Factors  in  Mortalities  Associated  with  Pregnancy 

F.  J.  SCHOENECK,  M.D.,  SYRACUSE,  NEW  YORK 


^ I "^HE  classification  of  maternal  mortalities 
as  preventable  or  nonpreventable  is,  in 
our  opinion,  a function  of  the  local  matei’nal 
mortality  committees. 

The  Subcommittee  on  Maternal  and 
Child  Welfare  of  the  Committee  on  Public 
Health  and  Education  of  the  Medical  So- 
ciety of  the  State  of  New  Y"ork  has  been 
collecting  data  on  deaths  associated  with 
pregnancy  in  Upstate  New  York  (exclusive 
of  New  York  City)  since  1956.  It  is  not  the 
intent  of  the  subcommittee  to  make  a judg- 
ment on  the  preventability  factors.  How- 
ever, a review  of  these  cases  does  point  up 
the  fact  that,  on  occasion,  what  we  choose  to 
call  “controllable  factors”  enter  the  picture. 
It  has  been  our  privilege  to  review  compara- 
tively large  numbers  of  fatalities,  and  we 
have  been  in  a position  to  analyze  these  case 
reports  from  an  objective  point  of  view. 
In  some  instances  it  appears  that  the  attitude 
of  the  patients,  the  medical  management  of 
the  cases,  or  the  adequacy  of  the  facilities 
available  for  handling  patients  were  such 
that  a difference  in  these  factors  could  con- 
ceivably have  altered  the  fatal  outcome  of 
the  case.  We  can  point  out  these  factors 


from  an  educational  point  of  view  without 
being  critical  of  any  individual  situation. 

This  report  is  based  on  147  mortalities 
(deaths  associated  in  any  way  with  preg- 
nancy, including  patients  who  expired  within 
ninety  days  of  the  termination  of  pregnancy) 
which  occurred  between  1956  and  1959. 
The  individual  reports  were  prepared  under 
the  supervision  of  the  Regional  Obstetrical 
Consultants  of  the  Medical  Society  of  the 
State  of  New  York.  Forty-six  cases  (31 
per  cent)  of  the  147  reviewed  were  considered 
to  involve  “controllable”  features.  These 
controllable  factors  were  considered  from  the 
more  or  less  traditional  categories  of  patient 
responsibihty,  medical  management,  and 
organizational  (medical  and  administrative) 
responsibility.  It  was  noted  that  the  cate- 
gories overlapped  frequently. 

Patient  Responsibility 

One  hundred  and  six  records  of  patients 
who  were  over  twenty  weeks  pregnant  con- 
tained rather  complete  data  on  prenatal 
care.  Seventy-five  per  cent  of  the  patients 
were  judged  to  have  had  adequate  prenatal 
care,  and  25  per  cent  were  thought  to  have 
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inadeciuate  care,  as  typified  by  the  following 
case  report. 

Case  1. — A forty-year-old  multipara  had  a 
liistory  of  hypertension  with  three  previous 
pregnancies.  She  first  obtained  medical  care 
when  she  was  six  months  pregnant,  and  she  had 
had  only  four  prenatal  visits  up  to  the  thirty- 
eighth  week  of  gestation  when  she  was  hospi- 
talized for  toxemia.  The  hospital  treatment  was 
satisfactory,  but  she  developed  eclampsia.  She 
ran  a stormy  course,  but  eventually  she  was 
delivered  and  remained  comatose  for  one  week. 
Subsequently  mental  deterioration  was  noted, 
and  she  exi)ired  seven  weeks  after  delivery,  with 
coronary  thrombosis  as  the  immediate  cause  of 
death. 

It  is  conceivable  that  if  the  patient  had  regis- 
tered very  early  in  her  pregnancy,  prenatal  care 
could  have  altered  the  course  of  the  pregnancy 
and  might  have  influenced  the  outcome. 

Some  cases  in  this  category  had  no  pre- 
natal care,  and  we  also  included  4 cases  of 
fatalities  resulting  from  self-induced  abor- 
tions. 

Medical  Management 

It  is  a common  experience  that  a retro- 
spective consideration  of  maternal  mortal- 
ities occasionally  suggests  that  different 
management  of  serious  obstetric  complica- 
tions could  have  resulted  in  a nonfatal 
termination.  Such  consideration  may  be 
valuable  in  the  conduct  of  future  cases  of  a 
similar  nature.  Some  of  the  factors  that 
seemed  to  influence  the  outcome  of  the  cases 
included  the  training  and  experience  of  the 
attending  physician,  the  types  of  manage- 
ment employed  customarily  in  certain 
localities,  the  lack  of  a continuity  of  care 
(when  the  regular  attending  physician  was 
unavailable  at  the  time  of  labor  and  de- 
livery), and  the  time  at  which  consultation 
was  requested.  Occasionally,  the  training 
of  the  consultant  seemed  contributory. 

Primarily,  however,  human  factors,  con- 
sisting of  medical,  surgical,  or  obstetric 
judgment,  seemed  to  be  the  dominant  fea- 
ture. These  factors,  like  death  and  taxes, 
will  always  be  with  us.  Honest  errors  in 
judgment  cannot  be  criticized,  but  in  non- 


emergency situations  carrying  the  load  of 
case  management  without  adequate  use  of 
available  consultant  opinion,  early  in  de- 
veloping complications,  is  a matter  that  de- 
serves serious  consideration.  The  following 
is  an  illustrative  case. 

Case  2. — A thirty-year-old  multipara  was 
admitted  in  labor  without  having  had  prenatal 
care.  The  patient  was  at  term,  but  the  fetal 
heart  could  not  be  heard.  Seven  and  one-half 
hours  after  admission  the  patient  was  fully 
dilated  in  the  left  occipitoposterior  position,  with 
the  presenting  part  at  the  level  of  the  ischial 
spines.  After  two  hours  of  second-stage  labor, 
an  attempt  to  do  a forceps  rotation  and  extrac- 
tion, under  local  anesthesia,  was  unsuccessful. 
A consultant  was  called,  and  repeated  attempts 
at  delivery  under  ether  anesthesia  by  forceps  and 
version  and  extraction  were  unsuccessful.  A 
trained  anesthetist  was  called.  Plasma  and  blood 
were  given,  and  eventually  a 9-pound,  5-ounce 
stillborn  fetus  was  delivered  by  forceps  rotation 
and  extraction.  The  patient  developed  irre- 
versible shock  and  expired  shortly  after  delivery. 
The  total  length  of  labor  is  recorded  as  ten  and 
one-half  hours. 

The  management  of  this  case  would  present  a 
challenge  to  any  physician.  The  suggestion  is 
offered,  however,  that  it  might  have  been  well  to 
consider  performing  a craniotomy  on  the  dead 
fetus  after  the  first  futile  attempt  at  delivery. 
We  then  consider  if  the  attending  physician  or  the 
consultant  was  trained  to  carry  out  this  type  of 
procedure  and  if  the  proper  equipment  was 
available.  We  postulate  that  each  physician 
would  choose  his  own  version  of  how  he  would 
handle  a similar  situation. 

Administrative  {Stajf  and  Obstetric 
Unit)  Responsibility 

This  category  includes  the  organization  of 
the  attending  staff,  especially  the  obstetric 
department,  but  it  also  includes  anesthesia, 
nursing  service,  and  physical  facilities  in  the 
obstetric  unit.  The  following  is  a case  in 
point. 

Case  3. — A multipara  had  an  uneventful  labor 
and  was  delivered  by  elective  forceps  under 
Delvinal  sodium  anesthesia,  supplemented  by 
drop  ether  administered  by  a nurse.  Vomiting 
was  copious,  and  the  patient  became  cyanotic. 
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The  attending  physician,  having  liurriedly  com- 
pleted the  delivery,  attempted  suction  but  was 
hampered  by  the  lack  of  suitable  equipment. 
The  patient,  despite  all  emergency  measures  used 
by  the  attending  physician,  expired  on  the  de- 
livery table. 

Situations  such  as  this  are  understandable,  but 
not  acceptable. 

Comment 

The  vast  majority  of  unfortunate  fatalities 
impressed  us  as  presenting  combinations  of 
circumstances  almo.st  beyond  immediate 
control.  There  was,  in  our  judgment,  very 


little  evidence  that  mortalities  occurred  be- 
cause of  a lack  of  conscientious  under- 
standing of  the  responsibility  by  those  in- 
volved in  the  care  of  the  patient.  Never- 
theless, despite  the  dramatic  reduction  in 
maternal  mortality  rates  in  the  past  twenty 
years,  there  is  still  room  for  improvement. 
We  are  sure  that  all  of  us  concerned  with  the 
care  of  pregnant  women  agree  that  every 
effort  should  be  employed  to  keep  to  an 
absolute  minimum  the  controllable  factors 
involved  in  the  fatalities  associated  with 
pregnancy. 

766  Irving  Avenue,  Syr.\cuse  10 


Improved  Health  Record  of  School-Age  Children 


The  health  record  of  our  school-age  children  is 
better  now  than  ever  before,  according  to  statisti- 
cians of  the  Metropolitan  Life  Insurance  Company. 

In  the  decade  since  1948  to  1949,  the  mortality 
rate  of  ages  five  to  fourteen  years  has  declined  by 
about  one  third.  The  average  annual  death  rate 
at  these  ages  during  1958  to  1959  was  less  than  6 per 
10,000  boys  and  less  than  4 per  10,000  girls. 

The  downward  trend  of  mortality  from  disease, 
especially  infectious  diseases,  has  been  more  marked 
than  from  accidents  and  other  e.xternal  causes. 
In  the  last  decade,  the  death  rates  from  tuberculosis 
and  from  acute  poliomyelitis  dropped  90  per  cent 
among  school-age  children.  Mortality  from  pneu- 
monia declined  by  one  third,  while  the  rates  from 
appendicitis  and  heart  disease  showed  reductions 
of  about  75  per  cent.  There  have  been  unfavorable 
trends,  however,  in  the  recorded  increases  in  the 


mortality  from  cancer  and  from  congenital  malfor- 
mations. 

Cancer,  including  leukemia,  now  leads  all  diseases 
as  a cause  of  death  in  school-age  groups  and  accounts 
for  approximately  one  fourth  of  all  deaths  from 
disease.  Congenital  malformations  are  next  in 
rank,  and  pneumonia  is  third. 

Despite  lower  mortality  rates,  schoolchildren  are 
subject  to  a higher  frequency  of  acute  illness  than 
older  persons.  The  National  Health  Survey  in  the 
year  from  July,  1958,  to  June,  1959,  shows  that  the 
incidence  of  acute  illness  at  ages  five  to  fourteen 
averaged  three  per  child.  More  than  half  of  these 
were  accounted  for  by  respiratory  diseases  and  a 
little  more  than  one  tenth  liy  injuries.  The  survey 
also  reveals  that  the  corresponding  school  time  lost 
because  of  the  previously  mentioned  illnesses 
averaged  5.3  days  per  child. 
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A series  prepared  by 
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Department  of  Health;  Medical  Director,  Poison  Control  Center 

HARRY  w.  RAYBiN,  M.S.,  Technical  Director,  Poison  Control  Center 


Activities  of  the  New  York  City  Poison  Control  Center 
During  the  First  Six  Months  of  1961 


\ SUBSTANTIAL  increase  was  noted  in  the 
total  number  of  incidents  reported  to 
the  Center  as  compared  with  the  corre- 
sponding period  of  1960  (Table  I).  The  in- 
crease was  not  sporadic  but  was  observed 
every  month  during  the  period.  It  does  not 
imply,  however,  that  there  was  an  actual 
increase  in  the  number  of  occurrences; 
undoubtedly  it  is  due  to  improved  reporting 
by  physicians.  Over  50  per  cent  of  all 
poisonings  are  due  to  the  abuse  and  misuse 
of  drugs. 

Fatalities 

Sixty-six  fatalities  from  poisonings  oc- 
curred during  this  period  with  barbiturates 
as  the  chief  offender  (Table  II).  Ten 
fatalities  from  barbiturates  were  reported  in 
the  adult  age  group  and  resulted  chiefly  from 
attempts  at  suicide.  Seven  fatalities  oc- 
curred in  children  under  five  years  of  age. 
Four  were  due  to  lead  poisoning,  1 to  a tal- 
cum powder  ingestion,  1 from  cough  syrup 
poisoning,  and  1 from  smoke  following  a fire. 


TABLE  I. — Incidents  Reported  to  the  New 
York  City  Poison  Control  Center  During 
First  Six  Months  of  1961  Compared  with  Same 
Period  in  1960 

Causes  of 

Number  of  Poisonings 
January  January 

Poisoning 

to  June, 

to  Jime, 

Incidents 

1961 

1960 

Internal  medicines 

2,769 

2,479 

External  medicines 

610 

441 

Rodenticides 

100 

76 

Insecticides 

288 

252 

Disinfectants 

121 

80 

Detergents 

356 

269 

Polishes 

111 

79 

Bleaches 

254 

185 

Solvents 

213 

199 

Cosmetics 

466 

251 

Miscellaneous 

1,126 

759 

Totals 

6,414 

5,070 

Regional  Activities 

In  addition  to  serving  New  York  City,  an 
average  of  150  requests  for  aid  were  received 
every  month  from  approximately  100  com- 
munities in  Upstate  New  York,  and  about 
80  requests  per  month  came  from  over  50 
communities  in  New  Jersey. 
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TABLE  II. — Fatalities  Reported  to  the  New 
York  City  Poison  Control  Center  During 
January  to  July,  1961,  Compared  with  Same 
Period  in  1960 


Cause  of  Fatalities 

Number  of  Fatalities 
January  January 

to  June,  to  June, 

1961  1960 

Barbiturates 

10 

9 

Sleeping  pills 

1 

6 

Lead 

4 

5 

Unknown  drug 

26 

14 

Narcotics 

9 

10 

Aspirin 

2 

Sodium  fluoride 

1 

Quinine  and  turpentine 

1 

Meperidine  hydrochloride 

1 

Atropine 

1 

Methyl  alcohol 

3 

1 

Oil  of  wintergreen 
(methyl  salicylate) 

2 

Acetophenetidin,  aspirin, 
and  caffeine 

1 

Cyanide 

1 

Digitoxin 

1 

Ammonia 

1 

Cleaning  fluid 

1 

Talcum  powder 

1 

Cough  syrup 

1 

Podophyllum 

1 

Meprobamate 

1 

Tranquilizer  (unknown) 

1 

Benzol 

1 

Cleaning  fluid 

1 

Alcohol 

1 

Ruda  plant 

1 

Smoke  poisoning 

1 

Plastic  bag 

1 

Totals 

66 

56 

Requests  for  product  information  and 
poison  management  also  were  received  from 
Connecticut,  Ohio,  Virginia,  Massachusetts, 
Rhode  Island,  West  Virginia,  Pennsylvania, 
Illinois,  California,  Michigan,  Missouri, 
Texas,  Colorado,  District  of  Columbia, 
Ontario,  Canada,  Venezuela  (via  a ham 
radio),  and  the  Dominican  Republic. 

The  Center  also  receives  numerous  in- 
quiries from  veterinarians  when  animal 
patients  have  ingested  various  poisons  ac- 
cidentally. 

Professional  Education 

If  any  inroads  are  to  be  made  in  the  prob- 
lem of  accidental  poisoning,  the  active  par- 
ticipation of  the  practicing  physicians  is 
of  paramount  importance.  Therefore,  the 
Poison  Control  Center  has  embarked  on  an 


intensive  program  of  professional  education. 

During  the  first  six  months  of  1961  presen- 
tations on  the  various  aspects  of  accidental 
chemical  poisonings  were  given  at  New  York 
Polyclinic  Hospital,  New  York  City;  Kings 
County  Hospital  Center,  Brooklyn,  New 
York;  Flushing  Hospital,  Flushing,  New 
York;  The  Bronx  Municipal  Hospital  Cen- 
ter, Bronx,  New  York;  and  Booth  Memorial 
Hospital,  Flushing.  Talks  also  were  given 
at  the  Albert  Einstein  School  of  Medicine, 
Bronx;  the  annual  meeting  of  the  Queens 
County  chapter  of  the  American  Academy 
of  General  Practice;  Sydenham  Hospital, 
New  York  City;  and  The  Springfield  Hos- 
pital in  Massachusetts.  The  concern  and 
interest  which  the  medical  groups  exhibited 
was  very  heartening  indeed. 

Paramedical  groups  also  are  beginning  to 
show  an  interest  in  this  subject.  Lectures 
on  accidental  poisonings  were  given  at 
Long  Island  University  in  Queens  County, 
Hunter  College,  The  Bronx;  Teacher’s 
College,  Columbia  University,  New  York 
City;  a workshop  of  the  annual  meeting  of 
the  American  Orthopsychiatric  Association 
held  in  New  York  City;  and  to  parent- 
teacher  groups. 

Lay  Education 

In  the  war  against  poisonings,  education  of 
the  public  is  a very  potent  weapon.  Toward 
this  end  all  media  were  utilized ; the  press, 
radio,  and  television.  Broadcasts  were  de- 
livered on  national  and  local  stations.  Spot 
announcements  and  short  films  on  accident 
prevention  are  presented  almost  daily  on 
one  of  the  networks.  The  Bureau  of  Health 
Education  reports  that  more  requests  for 
information  are  received  on  a sustained  basis 
following  such  programs  than  those  relating 
to  any  other  item. 

Considerable  educational  efforts  also  were 
provided  via  the  newspaper  and  local  and 
national  magazines.  During  the  first  six 
months  of  1961  newspapers  carried  feature 
stories  about  the  various  activities  of  the 
Center,  and  many  of  these  articles  were 
syndicated  nationally.  Feature  articles 
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appeared  in  the  Daily  Mirror,  the  New  York 
World  Telegram  and  Sun,  and  the  New  York 
Journal  American.  The  Daily  News  fea- 
tured a series  of  three  excellent  articles  which 
elicited  great  interest  on  the  part  of  the  pid)- 
lic.  In  addition,  the  World  Health  Organ- 
ization, in  their  special  issue  on  accidents, 
devoted  a full  page  to  the  activities  of  the 
New  York  City  Poison  Control  Center.  Ar- 
ticles also  appeared  in  the  Pediatric  Herald 
and  the  Medical  News. 

Reprints  of  articles  published  in  the  New 
York  State  Journal  of  Medicine  and  in 
the  Archives  of  Pediatrics  were  distributed  to 
all  Poison  Control  officers  and  to  all  Poison 
Control  centers  in  the  country.  Numerous 
requests  for  such  material  are  received  from 
all  parts  of  the  country  and  abroad. 

Articles  were  published  on  the  subjects  of 
Dexedrine  sulfate,  metallic  mercury,  arsenic, 
and  arnica  intoxications;  proceedings  of  the 
New  York  City  Poison  Control  Center  Ad- 
visory Committee ; activities  of  the  Center  in 
1960;  fatal  salicylate  intoxication  and 
stramonium  poisoning;  thallium  and  metha- 
pyrilene  poisonings;  chloramphenicol  poison- 
ing; cobalt  poisoning;  meprobamate,  aspirin, 
and  methyprylon  intoxications;  and  the 
epidemiology  of  accidental  chemical  poison- 
ings. 

Meeting  of  the  Poison  Control 
Advisory  Committee 

A meeting  of  the  committee  was  called  on 
April  19,  1961,  and  among  the  subjects  dis- 
cussed were  methjd  alcohol  poisoning,  its 
biochemistry  and  treatment;  the  use  of 
ipecac  in  the  treatment  of  poisoning;  and 
the  new  Federal  Hazardous  Substances 
Labeling  Act.  The  new  legislation  defines 
“toxic”  and  “highly  toxic.”  In  equating 
the  toxic  effects  of  substances,  human  experi- 
ence will  take  precedence  over  animal  data. 
It  is  hoped  that  this  legislation  will  serve 
to  prevent  many  needless  poisonings. 

Lead  Study 

Urinary  coproporphyrin  tests  are  done  on 
children  under  five  years  of  age  who  reside 


in  the  “lead  belt.”  Public  Health  Sani- 
tarians also  are  visiting  the  homes  and 
taking  paint  samples  from  the  walls,  ceilings, 
window  sills,  and  fire  escapes.  All  children 
who  have  a 3 plus  or  more  urinary  copro- 
porphyrin are  referred  for  a blood  lead  deter- 
mination and  treatment  if  indicated.  Cases 
are  being  reported  with  greater  frequency 
than  ever  before.  Alany  asymptomatic 
cases  are  discovered  in  their  incipiency  and 
treated.  Recently  some  cases  have  been 
treated  with  urea,  reportedly  with  good 
results.  The  increase  in  cases  is  due  to 
better  diagnosis  and  improved  reporting. 

Case  Reports 

Case  1. — A young  male  Puerto  Rican  was 
admitted  in  a coma  to  Lincoln  Hospital,  The 
Ifronx,  as  a result  of  a suicide  attempt  with  an 
unknown  roach  poison  brought  from  Puerto  Rico. 
The  resident  physician  was  advised  by  us  to  try 
to  obtain  more  specific  information  from  the 
home.  Shortly  thereafter  he  called  to  inquire 
about  a complicated  chemical  compound  which 
was  recognized  here  as  being  the  formula  for 
parathion,  a deadly  organic  phosphate  insecticide. 

The  routine  antidote  of  atropine  was  ad\dscd  in 
doses  which  seemed  surprisingly  large  to  the 
resident  but  which  were  acceptable  in  this  case. 
Since  the  patient  had  not  responded  when  an 
inquiry  was  made  a few  hours  later,  the  Center 
recommended  that  an  attempt  be  made  to  obtain 
the  new  experimental  antidote,  2-PAlM,  developed 
at  Columbia-Presbyterian  Medical  Center  by 
Edith  Nachmansohn,  M.D.,  and  Irwin  B.  Wilson, 
M.D.,  and  their  associates.  Dr.  Nachmansohn 
offered  to  supply  the  drug  and  felt  that  atropine 
would  not  be  effective  in  this  case  and  that  onlj' 
2-PAM  might  be  life-saving.  The  drug  was 
administered  with  dramatic  results,  but  at  the 
time  of  this  writing  the  patient  is  still  on  the 
critical  list. 

Case  2.— A call  was  received  from  a physician 
at  Grasslands  Hospital,  Valhalla,  New  York,  who 
introduced  his  query  by  calling  it  an  “unusual 
request”  for  information.  The  patient  con- 
cerned was  in  a coma  from  an  overdose  of  Pcr- 
santin.  By  coincidence  the  Poison  Control 
Center  library  that  morning  had  received  its 
latest  acquisition  on  European  drugs,  and  the 
answer  was  available  readily.  It  was  found  that 
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this  agent  is  a barbiturate.  Unfortunately  there 
is  still  no  specific  antidote  for  the  treatment  of 
barbiturate  poisoning.  The  standard  recom- 
mendation was  given —keeping  the  airway  open, 
maintaining  the  circulation  and  electrolyte  bal- 
ance, and  giving  supportive  therapy. 

Reporting  of  Side  Reactions 

An  urgent  plea  is  again  made  to  all 
physicians  and  hospitals  to  report  promptly 


to  the  Health  Department  all  overdosages, 
toxic  effects,  and  side-reactions  from  drugs. 
Such  poisonings  are  reportable  according  to 
the  New  York  City  Health  Code.  If  made 
available  to  us,  this  information  would  be 
disseminated  to  the  medical  profession  locally 
and  nationally,  and  the  information  also 
would  be  transmitted  to  the  United  States 
Food  and  Drug  Administration  for  appro- 
priate action. 


(Number  seventy-nine  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings) 


Birth  and  Death  Rates  in  New  York  State  in  First  Hatf  of  1961 


A record  number  of  births  was  reported  in  New 
York  State  during  the  fir.st  six  months  of  1961,  ac- 
cording to  Herman  E.  Hilleboe,  M.D.,  New  York 
State  Commissioner  of  Health.  There  were  180- 
190  births  during  the  period,  compared  with  172,929 
for  the  first  six  months  of  1960.  The  birth  rate  was 
21.3,  compared  with  20.6  for  last  year. 

There  were  90,858  deaths,  522  more  than  for  last 
year.  The  death  rate,  however,  was  10.7 — the 
lowest  for  the  si.x-month  period  since  1957. 

The  infant  mortality  rate,  23.5  per  1,000  live 
births  (4,232  actual  deaths),  set  a record  low  for  any 
first  half-year  period.  The  January  through  June 
rate  for  1960  was  25.2  (4,358).  The  maternal  mor- 
tality rate  was  4.6  per  10,000  live  births  and  still- 
births (85),  compared  with  3.9  (68)  for  the  same 
period  last  year. 

The  death  rate  from  cancer,  187.7  per  100,000 
population  (15,868),  was  the  highest  in  four  years. 
The  rate  from  diseases  of  the  heart  was  478.8 


(40,479),  compared  with  475.5  (39,857)  in  the  first 
half  of  1960.  The  rate  for  diabetes,  19.4  ( 1,644),  was 
the  highe.st  since  1958.  The  rate  for  vascular 
lesions  affecting  the  central  nervous  system  was  97.6 
(8,254),  compared  with  94.6  (7,927)  last  j'ear. 

The  death  rate  for  diseases  of  the  arteries,  25.2 
(2,127),  was  the  lowest  since  1957,  while  the  tuber- 
culosis death  rate,  7.3  (613),  was  the  lowest  on  record. 
The  rates  from  j)neumonia,  42.6  (3,599),  and  in- 
fluenza, 0.7  (56),  were  the  lowest  in  four  years. 
The  death  rate  from  cirrhosis  of  the  liver  was  19.6 
(1,656),  compared  with  20.4  (1,713)  last  j'ear. 

Only  one  death  from  poliomyelitis  was  reported, 
compared  with  eight  deaths  in  the  first  six  months  of 
1960. 

Among  the  external  causes  of  death,  the  rate  for 
accidents  of  all  types,  33.4  (2,820),  was  the  lowest 
on  record.  The  suicide  rate,  8.5  (717),  was  the  low- 
est since  1957,  while  the  homicide  rate,  3.6  (305), 
was  the  highest  since  1937. 
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Hypothyroid  Heart  Disease  with  Electrocardiographic  Changes 
Resembling  Coronary  Artery  Disease 


SOLOMON  I.  GRIBOFF,  M.D.,  LONG  BEACH,  NEW  YORK 


{From  the  Endocrine  Clinic  of  the  Department  of  Medicine,  Long  Island  Jewish  Hospital,  New  Hyde  Park,  New 
York,  and  the  Medical  Department  of  the  Long  Beach  Memorial  Hospital,  Long  Beach,  New  York) 


An  excellent  detailed  analysis  of  the 
electrocardiographic  patterns  in  hypothy- 
roid heart  disease  has  recently  been  published  by 
Douglas  and  Samueld  They  studied  53  cases 
from  the  literature  and  39  of  their  own  patients. 
One  of  the  conclusions  reached  from  their 
data  was  that  T-wave  inversion  in  leads  Vi 
to  V4  suggests  the  possibility  of  hypothyroid 
heart  disease  which  is  more  likely  to  be  reversed 
by  thyroid  extract  than  T-wave  inversion  in 
leads  I,  aVl,  V5,  and  Ve.  The  latter  pattern, 
because  of  its  relative  irreversibility,  suggests 
complicating  coronary  artery  disease. 

Douglas  and  Samuel,  however,  found  only  12 
cases  in  the  literature  with  detailed  electro- 
cardiograms which  included  the  standard  and 
precordial  leads  before  and  after  thyroid  therapy. 
Fifteen  of  their  patients  had  had  these  electro- 
cardiographic leads,  but  the  electrocardiograms 
of  only  1 patient  were  presented.  In  their 
tabulation  of  T-wave  changes,  only  1 patient 
demonstrated  a negative  T wave  in  Ve,  and  after 
thyroid  therapy  the  T wave  remained  negative. 
Two  patients  with  flat  or  diphasic  T waves  in 
Ve  revealed  a positive  T wave  after  thyroid 
therapy. 

The  patient  with  myxedema  whose  case 
report  follows  demonstrated  not  only  T-wave 
inversion  in  lead  Ve,  but  also  in  leads  I,  II,  III, 
aVf,  V4,  and  Ve,  with  a change  after  therapy  to 
positive  T waves  in  all  of  these  leads  in  the 
absence  of  any  demonstrable  coronary  artery 
disease.  In  addition,  this  patient  did  not 
demonstrate  any  T-wave  inversion  in  leads 
Vi  to  V3.  The  patient  will  be  the  fourteenth 
such  case  presented  in  the  literature  with  electro- 
cardiograms detailed  enough  for  the  electro- 


cardiographic pattern  to  be  considered  as  being 
in  the  possible  range  of  hypothyroid  effects  on 
the  heart. 

Case  Report 

History  and  Previous  Laboratory  Find- 
ings.— A thirty-five-year-old  white,  married, 
Jewish,  male  television  cameraman,  in  February, 
1960,  presented  symptoms  of  easy  fatigabihty, 
sluggishness,  intolerance  of  cold,  loss  of  scalp 
hair,  and  loss  of  libido  of  five  months  duration. 

There  was  a history  of  mild  anemia  for  at 
least  twelve  years,  with  the  hemoglobin  ranging 
from  11  to  12  Gm.  per  100  ml.,  and  unresponsive 
to  oral  iron,  cobalt,  liver  extract,  Imferon, 
vitamin  B12,  and  pyridoxine.  The  anemia  had 
been  thoroughly  investigated  in  the  past  and  was 
normochromic  normocytic  in  character.  The 
hematocrit  was  38;  reticulocytes,  0.5  per  100  ml.; 
mean  corpuscular  volume,  96  cubic  microns; 
mean  corpuscular  hemoglobin,  30  micrograms; 
and  mean  corpuscular  hemoglobin  concentration, 
32  per  cent.  The  red  cell  count  was  3,900,000 
per  cubic  millimeter.  The  white  cell  count,  plate- 
let count,  and  differential  smear  were  normal. 
The  results  of  the  direct  Coombs  test  were  normal. 
The  Sedimentation  rate  was  25  mm.  per  one  hour. 
The  hemoglobin  electrophoresis  showed  all 
normal  A hemoglobin.  The  blood  group  was  A, 
Rh  positive.  Bone  marrow  aspirations  on  two 
occasions  revealed  normal  cellularity  and  a 
normal  number  of  megakaryocytes  and  white 
and  red  cell  elements.  No  occult  blood  was 
found  in  the  stools.  The  results  of  repeated 
gastrointestinal  series  and  barium  enemas  were 
negative.  Gastric  analysis  after  an  alcohol 
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meal  showed  no  free  acid  and  a total  acidity 
of  5;  lactic  acid  and  blood  were  absent,  but 
pepsinogen  was  present.  The  apparent  half- 
survival time  of  this  patient’s  red  corpuscles 
following  labeling  with  300  microcuries  of  Cr-51 
was  25.5  days  (normal  range,  twenty-eight  to 
thirty-five  days),  with  no  evidence  of  abnormal 
sequestration  by  the  liver  or  spleen. 

Approximately  ten  years  ago  a gradual  de- 
crease in  the  patient’s  libido  had  begun,  with  a 
decrease  in  penile  erectile  strength.  These 
symptoms  had  progressed  to  complete  loss  of 
libido  five  months  prior  to  presentation,  although 
ejaculation  still  occurred.  Insidiously,  there  had 
been  a progressive  weakness,  easy  fatigability, 
dullness,  weight  gain,  slow,  hoarse  speech,  loss  of 
scalp  hair,  puffiness  of  the  face,  mental  torpor, 
clumsiness  of  the  hands,  dryness  of  the  skin, 
loss  of  sweating,  and  constipation  for  at  least 
five  months. 

The  family  history  is  significant  in  that  one 
sister  was  operated  on  for  thyrotoxicosis  at  the 
age  of  twenty-four.  The  father,  mother,  and 
brother  have  no  evidence  of  thyroid  disease. 
The  past  history  and  review  of  symptoms  re- 
vealed nothing  else  contributory.  In  particular, 
there  were  no  symptoms  suggestive  of  cardiac 
disease. 

Physical  Findings. — A physical  examination 
showed  the  following:  The  patient  weighed 

190  pounds  and  was  5 feet  9 inches  tall.  There 
was  a yellowish  pallor  of  the  face  but  no  icterus 
of  the  scleras.  Puffiness  about  the  eyes  was 
prominent.  The  scalp  hair  was  dry  and  sparse 
anteriorly,  and  the  lateral  portions  of  the  eye- 
brows were  thinned.  His  facial  expression  was 
dull  and  unemotional,  with  speech  slow  and  of  a 
deep,  grating  quality.  The  eyes,  ears,  nose,  and 
throat  were  unremarkable.  No  thyroid  tissue 
was  palpable  in  the  neck.  The  axillae  were  dry, 
but  axillary  hair  was  present.  The  lungs 
were  clear  to  percussion  and  auscultation.  The 
blood  pressure  was  110/80,  and  pulse  75  per 
minute  and  regular.  There  was  no  enlarge- 
ment of  the  heart  to  percussion  and  no  murmurs 
were  heard.  The  heart  sounds  were  normal. 
There  was  no  hepatomegaly,  splenomegaly,  or 
abnormal  abdominal  mass.  The  chest  hair  and 
pubic  hair  were  normal.  The  penis,  testicles, 
and  prostate  were  normal.  The  skin  was  thick- 
ened and  dry  over  the  entire  body.  In  the 
extremities  there  was  mild  pallor  of  the  nail 
beds.  The  pulses  were  normal,  and  there  was  no 


clubbing  or  edema,  although  the  fingers  felt 
thickened  and  puffy.  The  biceps  and  knee 
reflexes  had  a characteristic,  extremely  delayed 
relaxation  phase. 

Laboratory  Findings. — The  laboratory  ex- 
amination revealed  the  following;  hemoglobin, 
11.2  Gm.  per  100  ml.;  red  cell  count,  3,500,000 
per  cubic  millimeter;  white  cell  count,  6,400 
per  cubic  millimeter;  hematocrit,  34;  color 
index,  1.02;  and  differential  smear,  normal. 
The  urinalysis  disclosed  nothing  abnormal. 
The  protein-bound  iodine  was  2.6  gamma  per 
100  ml.;  cholesterol,  360  mg.  per  100  ml.; 
and  the  carotene  test  gave  positive  findings. 
The  radioactive  iodine  uptake  was  1.7  per  cent 
in  twenty-four  hours,  and  after  10  units  of 
thyroid-stimulating  hormone  injected  intramus- 
cularly, it  was  4 per  cent,  which  was  indicative 
of  primary  myxedema.  The  basal  metabohe 
rate  was  minus  18.  The  chest  x-ray  film  showed 
normal  findings  and  did  not  reveal  any  cardiac 
enlargement.  An  x-ray  film  of  the  skull  re- 
vealed a normal  sella  turcica.  A twenty-four- 
hour  urine  for  17  ketosteroids  contained  14.8 
mg.,  and  the  17  hydroxysteroids  were  5.3  mg. 
(normal  values).  The  electrocardiogram  re- 
vealed a regular  sinus  rhythm  of  75  beats  per 
minute.  The  P-R  interval,  QRS  complex,  Q-T 
interval,  and  S-T  segment  were  normal.  Low 
voltage  of  the  QRS  complex  in  the  standard 
leads  and  of  the  P wave  in  leads  III  and  all  of  the 
precordial  leads  was  present,  particularly  in 
comparison  with  the  electrocardiograms  after 
treatment  (Fig.  1).  The  most  significant  change 
was  the  T-wave  inversion  in  leads  I,  II,  III, 
aVf,V4,V6,  and  Vs. 

Treatment  and  Clinical  Course. — The 
patient  was  placed  on  gradually  increasing  doses 
of  dessicated  thyroid  U.S.P.  V2  grain  per  day, 
with  an  increase  of  V2  grain  every  two  weeks  to  a 
total  of  2 grains  per  day.  After  two  weeks  the 
electrocardiogram  showed  improvement  of  the 
P waves  and  QRS  voltage,  and  the  T waves 
became  positive  or  flat  in  all  leads  except  Ve. 
After  one  month  the  T wave  was  positive  in  all 
affected  leads  but  was  flat  in  Ve,  becoming  posi- 
tive after  two  months  of  therapy.  Serial  electro- 
cardiograms continued  to  reveal  improvement  of 
the  T waves  in  the  affected  leads  (Fig.  1). 

The  patient  began  to  feel  better  after  two  weeks 
of  therapy  and  was  more  alert.  After  one  month 
his  voice  and  skin  showed  improvement,  his 
libido  was  returning,  his  face  was  less  puffy, 
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Fig.  1 (.1  and  B).  Serial  elec- 
trocardiograms of  patient  before 
tli('raj)y  (Februar}-  22,  1960)  and 
altiT  administration  of  V2-grain 
di'ssicated  thyroitl  with  incre- 
ments of  V2  grain  every  two 
weeks  until  2 grains  daily  admin- 
istered after  six  weeks.  Im- 
provement in  P and  QRS  voltage 
and  the  change  from  negative  to 
jiositive  T waves  in  leads  I,  II, 
III,  and  aVf  (.4)  and  in  V4,  V5, 
and  Ve  (F>)  are  demonstrated. 


Fig.  1.  A. 
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and  he  had  lost  9 pounds.  His  reflexes,  however, 
were  still  sluggish.  After  six  weeks  of  therai)y, 
the  protein-bound  iodine  was  5.7  gamma  per 
100  ml.  and  cholesterol,  230  mg.  per  100  ml. 
The  carotene  test  result  was  still  positive.  The 
hemoglobin  was  11.6  Gm.  per  100  ml.,  and  the 
red  cell  count  was  3,700,000.  After  two  months 
he  continued  to  improve.  He  lost  8 pounds 
more,  looked  alert,  with  skin  less  thick  and 
dry,  only  minimal  sluggishness  of  the  reflexes, 
and  no  constipation.  After  four  months  he 
had  lost  another  5 pounds,  his  reflexes  were 
normal,  scalp  hair  was  increasing,  and  skin  was 
normal.  The  basal  metabolic  rate  was  minus 
6,  but  the  hemoglobin  was  still  11.5  Gm.  per 
100  ml. 

After  six  months  his  weight  was  the  same, 
his  scalp  hair  was  continuing  to  grow,  and, 
in  addition,  he  noted  increased  growth  of  his 
beard  and  the  hair  on  his  extremities  and  chest. 
At  this  time  the  hemoglobin  was  13.8  Gm.  per 
100  ml.;  red  cell  count,  4,340,000  per  cubic 
millimeter;  hematocrit,  43;  and  carotene  test 
results,  negative.  The  marked  change  in  the 


patient’s  a])i)carance  can  be  seen  in  Figure  2. 

Com  men  t 

This  patient  demonstrated  severe  primary 
myxedema  by  his  history  and  the  results  of 
physical  examination  and  laboratory  studies. 
There  was  no  evidence  of  any  impairment  of  the 
pituitary  gland,  adrenals,  or  the  gonads.  The 
fletails  of  the  serial  electrocardiograms  are  in- 
cluded in  this  paper  because  of  the  recent 
interest  expressed  in  the  article  by  Douglas  and 
Samuel.^  This  is  the  fourteenth  such  case 
])ublished  with  standard  and  ))recordial  leads 
taken  before  and  after  thyroid  thera])y  and  the 
only  one  which  reveals  a change  from  T-wave 
inversion  in  Vs  to  an  ujjright  T wave.  Similar 
cases  have  been  rejiorted,  but  either  the  T wav'e 
in  Vs  was  flat-  or  diphasic®  or,  if  inverted,  as 
in  1 ])atient,  it  was  not  reversed  by  thyroid 
therap3".‘  iMy  patient  demonstrated  inverted 
T waves  in  leads  I,  II,  III,  aVf,  V4,  V5,  and  Vs 
which  responded  to  thj-roid  extract  by  becoming 
positive  within  two  months.  Douglas  and 
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Fig.  2.  (A)  Patient  before  therapy  on  February  22,  1960.  (B)  Patient  after  therapy  on  October  23, 

1960. 


Samuel  suggested  that  inverted  T waves  in  these 
leads  were  usually  due  to  cardiac  disease  and 
they  stressed  inversion  of  the  T waves  over  the 
right  precordium  (which  this  patient,  did  not 
demonstrate)  as  more  suggestive  of  hypothyroid 
heart  disease.  My  patient’s  electrocardiograms 
did  reveal  that  after  thyroid  treatment  the  T 
waves  have  maximum  and  earliest  change  in 
leads  V2,  V4,  and  V3,  in  that  order.  V2  changed 
from  plus  2 mm.  to  plus  6 mm.  (4  mm.);  V4, 
from  minus  1 mm.  to  plus  3 mm.  (4  mm.) ; 
V3,  from  plus  1.5  mm.  to  plus  5 mm.  (3.5  mm.); 
Vs,  from  minus  1 mm.  to  plus  2 mm.  (3  mm.); 
and  Ve,  from  minus  1 mm.  to  plus  1 mm. 
(2  mm.).  The  T-wave  improvement  occurred 
rapidly  and  was  noted  within  two  weeks  of 
therapy  (desiccated  thyroid,  ^/2  grain  daily)  in 
the  absence  of  any  hemoglobin  change,  thus 
eliminating  anemia  as  a factor.  The  prolonged 
period  of  time  (up  to  twelve  months)^  that  may 
elapse  before  the  hemoglobin  returns  to  normal 
in  thyroid  therapy  of  myxedema  was  also  a 
feature  of  this  case.  The  normal  findings 
of  a double  two-step  Master  test  at  the  conclusion 
of  the  study  further  suggests  the  absence  of 
coronary  artery  disease  as  a factor  in  the  T- 
wave  changes. 

Pathologic  studies®'®  of  the  myocardium  in 
myxedema  reveal  a characteristic  basophilic 
degeneration,  with  swollen,  vacuolated  muscle 
fibers.  This  is  not  specific  for  myxedema  since 
it  is  also  seen  in  beriberi  heart  disease  and  other 
conditions.®  However,  the  vacuolated  areas 


and  some  interstitial  areas  gave  positive  stain 
reactions  to  the  periodic  acid-Schiff  (PAS) 
test  counterstained  with  hematoxylin  technic, 
indicative  primarily  of  the  presence  of  polymer 
carbohydrates.®  The  electrocardiographic  find- 
ings before  and  after  thyroid  therapy  suggest 
that  myxedematous  deposits  (mucopolysac- 
charides combined  with  protein)  in  the  myo- 
cardium produced  the  changes  noted  on  serial 
tracings.  With  the  mobilization  of  the  muco- 
protein  material  by  thyroid  extract,  we  have 
previously  demonstrated  a release  of  sodium, 
chloride,  mucopolysaccharide,  and  hexosamine 
and  expansion  of  the  extracellular  fluid  space.''-® 
The  mobilization  of  the  myxedematous  deposits 
from  the  myocardium  by  the  use  of  thyroid 
hormone  may  be  reflected  by  the  changes  in  the 
electrocardiograms.  The  electrocardiographic 
pattern,  in  the  absence  of  complicating  cardiac 
disease,  would  depend  on  the  specific  localization 
of  the  mucoprotein.  This  case  demonstrated 
that  the  localization  may  be  in  areas  where  the 
abnormalities  could  be  interpreted  as  due  to 
coronary  artery  disease.  Thyroid  e.xtract  re- 
versed these  electrocardiographic  abnormalities. 

Sujtitnary 

A case  report  of  a thirty-five-year-old  male 
with  primary  myxedema  has  been  presented, 
with  serial  electrocardiograms,  including  stand- 
ard and  precordial  leads,  taken  before  and 
after  thyroid  therapy.  This  is  the  fourteenth 
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case  detailed  in  this  manner  and  demonstrates 
the  less  common  pattern  of  hypothyroid  heart  dis- 
sease,  consisting  of  T-wave  inversion  in  leads 
I,  II,  III,  aVf,  V4,  Vs,  and  Vs,  characteristically 
believed  to  be  due  to  primary  cardiac  disease. 
Thyroid  extract  administration  completely 
changed  all  of  these  negative  T waves  to  positive. 
No  published  report  has  heretofore  described  a 
case  of  myxedema  in  which  the  T wave  in  Vs 
was  reversed  by  thyroid  therapy. 

235  West  Penn  Street 
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Experiences  during  the  1957  epidemic  of 
Asian  influenza  demonstrated  amply  the 
value  of  influenza  vaccine  in  reducing 
absenteeism  owing  to  respiratory  illness  among  in- 
dustrial employes.  ^ This  was  confirmed  during 
the  more  locaUzed  outbreaks  of  influenza-like  dis- 
ease that  occurred  in  widely  scattered  areas  during 
the  fall  of  1959.®  In  addition,  there  is  evidence 
suggesting  that  prior  influenza  immunization 
may  also  reduce  the  number  of  cases  encountered 
during  the  seasonal  outbreaks  of  respiratory  ill- 
ness in  nonepidemic  years.  The  United  States 
Public  Health  Service  and  many  state  and  local 
health  officers  have  recommended  influenza  im- 
munization not  only  for  those  to  whom  the  onset 
of  influenza  might  represent  an  added  health  risk 


(that  is,  those  with  cardiovascular  or  pulmonary 
disorders  or  chronic  illness  of  any  type,  those  over 
fifty-five  years  of  age,  and  pregnant  women), 
but  also  for  persons  responsible  for  the  care  of  the 
sick,  persons  responsible  for  essential  public  serv- 
ices (that  is,  law  enforcement,  fire  protection, 
transportation,  and  communication),  and  for  in- 
dustries and  commercial  enterprises  that  wish  to 
keep  the  employe  absenteeism  rate  from  rising.® 
An  increasing  number  of  companies,  therefore, 
have  sponsored  programs  offering  injections  of 
influenza  vaccine  to  all  of  their  employes  who 
desire  them. 

The  incidence  of  reactions  to  these  injections 
has  been  high . Most  individuals  experience  some 
local  reaction  at  the  site  of  the  injection  but,  with 
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rare  exceptions,  tliis  is  mild  and  short-li\’('d. 
S3^stemic  reactions  in\’ol\’ing  some  malaise,  ach- 
ing, and  fever  also  occur  frequently  but  are  rarelj^ 
consequential. IMost  of  these  reactions  have 
been  attributed  to  the  inherent  toxicity  of  the 
influenza  virus  content  of  the  vaccine.*  Since, 
as  a rule,  the  common  viral  diseases  have  already 
begun  their  seasonal  increase  b}'  the  time  the 
immunization  ]:>rogram  is  started,  some  of  the 
S3’stemic  reactions  have  been  thought  to  represent 
a coincidental  acquired  infection  rather  than  the 
effects  of  the  vaccine.  The  reporting  of  a flcti- 
tious  reaction  to  account  for  an  absence  from 
work  has  also  been  encountered. 

Although  allergic  reactions  to  influenza  vaccine 
might  be  ex])ected,  particularl3'  because  the  virus 
is  propagated  in  eggs,  these  reactions  have  been 
ver3'  rare.  Undoubted^,  this  has  reflected  the 
attention  given  to  the  warning  included  in  the  in- 
formation packaged  with  each  vial  by  all  the  vac- 
cine manufacturers  that  vaccine  should  be  with- 
held from  all  persons  with  known  sensitivity  to 
eggs,  chicken,  or  feathers.  The  advisability  of 
broadening  these  contraindications  is  suggested 
by  a case  encountered  during  a recent  influenza 
immunization  program  offered  to  a group  of  in- 
dustrial employes  engaged  in  “critical  defense” 
activities.  Since  it  appears  that  this  t3'pe  of  de- 
layed allergic  reaction  to  influenza  vaccine  has 
not  been  reported  previously,  the  following  sum- 
mary of  this  case  is  presented. 

Case  Report 

A twenty-four-3’ear-old  secretary  came  to  the 
Medical  Department  on  Januar3'  26,  1960,  to- 
gether with  the  other  employes  in  her  department 
who  had  indicated  a desire  to  participate  in  the 
influenza  inoculation  j^rogram  then  in  progress. 
Her  signature  at  the  bottom  of  the  memorandum 
offering  the  inoculation  was  i)resumptive  evidence 
that  she  had  read  the  statement  it  contained 
warning  those  allergic  to  eggs,  chicken,  or  feathers 
not  to  participate.  After  making  a negative 
rc]:)ly  to  the  nurse’s  routine  inquiry  about  a his- 
tor3r  of  si)ccific  allergic  disorders,  the  patient  re- 
ceived a subcutaneous  injection  of  1 cc.  of  polyva- 
lent influenza  vaccine*  containing  100  chick  cell 
agglutinating  units  each  of  influenza  A,  B,  and 
Al,  and  200  chick  cell  agglutinating  units  of  the 

* Similar  vaccines  made  by  a number  of  pharmaceu- 
tical companies  were  u.sed  in  this  inoculation  program. 
There  did  not  appear  to  be  any  significant  differences 
among  them  with  regard  to  the  incidence  of  reactions  or 
the  degree  of  protection  afforded. 


Asian  strain.  There  was  no  reaction  except  for 
mild  discomfort  and  a little  redness  at  the  site  of 
that  injection  appeared  within  an  hour  and  dis- 
appeared completel3"  by  the  following  da3’. 

On  Februar3'  8,  thirteen  da>'S  after  the  injec- 
tion, the  patient  developed  S3'mptoms  thought  to 
represent  an  attack  of  influenza.  These  s3Tni>- 
toms  consisted  of  malaise,  headache,  generalized 
muscular  aching,  and  a fever  of  101  F.  The  pa- 
tient treated  herself  by  remaining  in  bed,  forcing 
fluids,  and  taking  an  aspirin  tablet  at  irregular 
intervals.  (She  had  never  been  sensitive  to  aspi- 
rin and  has  taken  it  on  a number  of  occasions 
since  that  time  with  no  ill  effects.)  The  symp- 
toms subsided  graduall3’  over  the  next  four  days 
ljut  then  she  developed  a typical  attack  of  gener- 
alized urticaria.  This  was  not  severe,  and  during 
the  next  three  days  the  urticaria  cleared  com- 
pletely with  no  treatment  except  the  use  of  corn- 
starch as  a dusting  powder.  The  patient  re- 
turned to  work  and,  e.xcept  for  a tendency  to 
fatigue  that  lasted  onl3'  a few  da3’s  longer,  she 
appeared  perfectly  well. 

One  month  later,  a]5proximatel3’'  seven  weeks 
following  the  vaccine  injection,  the  patient  noted 
the  appearance  of  a few  “bruises”  on  the  anterior 
aspects  of  her  lower  legs.  These  were  circular 
areas  of  flattened  elevation,  ranging  from  V2  to 
2 inches  in  diameter.  Initiall3^  a pale  red,  they 
gradually  darkened  over  several  days,  becoming 
dusky  and  ultimately  dull  brown.  These  lesions 
were  quite  tender  to  touch  and,  on  continued 
standing  or  walking  about,  tended  to  throb  and 
ache.  A slight  diffuse  puffiness  about  both  ankles 
appeared  toward  the  end  of  the  day  and  receded 
during  the  night,  but  frank  pitting  edema  was 
absent.  Although  she  could  not  recall  an3^ 
traumatic  incidents,  the  j^atient  assmned  these 
lesions  to  be  mild  contusions  and  ignored  them. 

However,  because  these  lesions  failed  to  clear  | 
as  rapidly  as  would  have  been  expected  of  bruises  i 
and  because  over  the  ensuing  two  weeks  a few  j 
new  lesions  had  appeared,  the  patient  came  to  the  ! 
Medical  Department.  'Wlien  she  was  examined  j 
on  March  30,  she  presented  the  typical  picture  of  | 
erythema  nodosum.  No  other  abnormalities  j 
were  noted. 

The  patient  was  referred  to  her  private  pli3'si- 
cian  who  confirmed  the  diagnosis.  The  com- 
plete blood  count,  the  er3'throc3Te  sedimentation 
rate,  and  the  urinalysis  were  all  normal  at  this 
time  and  when  repeated  subsequently.  An  in-  , 
jection  of  40  units  of  ACTH  was  given  intra- 
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muscularly,  and  oral  prednisone  in  diminishing 
doses  for  seven  days  was  prescribed.  Within 
three  days  following  the  start  of  this  regimen, 
the  lesions  had  disappeared  completely. 

Three  days  following  the  last  dose  of  predni- 
sone, however,  a new  crop  of  identical  lesions 
appeared.  Prednisone  therapy  was  resumed  at 
the  original  dosage  level  and  continued  for  four 
weeks  but,  although  the  existing  lesions  became 
less  painful,  they  did  not  disappear.  However, 
the  eruption  of  new  lesions  did  not  occur,  even 
after  the  termination  of  prednisone  therapy. 
^^^len  examined  on  July  1,  typical  nodular  lesions 
were  still  present  on  both  legs,  but  they  were  no 
longer  tender.  They  had  finally  di.sappeared 
when  the  patient  was  re-examined  on  August  1, 
following  her  return  from  a vacation. 

At  the  time  of  her  preplacement  medical  exam- 
ination, ten  days  prior  to  the  influenza  vaccine 
injection,  the  patient  had  reported  having  rag- 
weed hay  fever  as  a child  but  claimed  that  its 
severity  had  lessened  j^rogressively,  and  that  it 
had  not  bothered  her  at  all  during  the  past  few 
years.  There  was  no  history  of  any  other  form 
of  allergy,  and  she  denied  any  sensitivity  to  medi- 
cations or  substances  with  which  she  came  in  con- 
tact in  her  home  or  at  work.  She  had  received  a 
smallpox  vaccination  and  the  “usual  childhood 
shots”  without  incident,  and  several  years  ago 
she  had  received  the  recommended  series  of  four 
injections  of  poliomyelitis  vaccine,  also  without 
incident.  The  remainder  of  the  history  yielded 
essentially  negative  responses,  and  the  physical 
examination  revealed  no  significant  abnormalities. 
Accordingly,  her  acceptance  for  employment  was 
recommended. 

On  the  diagnosis  of  a delayed  reaction  to  the 
influenza  vaccine  inoculation,  the  patient’s  his- 
tory of  allergy  was  reviewed  more  thoroughly. 
It  was  learned  that  she  had  been  thought  to  be 
“allergic”  to  milk  as  an  infant  because  of  vague 
feeding  difficulties,  but  was  said  to  have  “out- 
grown” this  rather  quickly.  Her  first  unques- 
tionably allergic  symptoms  occurred  at  the  age  of 
five  when  she  had  developed  hay  fever  of  more 
than  moderate  intensity.  A series  of  skin  tests 
demonstrated  marked  sensitivity  to  both  giant 
and  dwarf  ragweed.  No  other  sensitivities  were 
revealed.  The  patient  and  her  parents  recalled 
that  tests  for  other  allergens  were  performed  but 
were  unable  to  be  certain  that  eggs,  chicken,  or 
feathers  were  among  those  tested.  Unfortu- 
nately, the  physician  who  performed  these  tests 


died  several  years  later,  and  the  records  are  no 
longer  available. 

For  the  ensuing  five  years  the  hay  fever  was 
satisfactorily  but  not  completely  controlled  by 
an  annual  series  of  desensitizing  injections  given 
for  several  months  j)rior  to  the  onset  of  the  rag- 
weed season.  Except  for  an  occasional  local  re- 
action of  mild-to-moderate  intensity,  there  were 
no  ill  effects.  At  the  age  of  ten,  however,  she 
suffered  her  first  systemic  reaction.  This  came 
on  approximately  one  hour  following  the  injection 
and  was  characterized  by  the  appearance  of  itch- 
ing “blotches”  on  her  neck,  excessive  lacrimation, 
and  stuffiness  in  her  nose  and  wheezes  in  her  chest 
that  made  breathing  difficult.  After  a second 
.severe  reaction  for  which  epinephrine  injections 
were  also  necessary,  the  dose  was  diminished  and 
the  schedule  was  altered  to  a monthly  injection 
on  a year-round  basis.  Despite  a continued  re- 
duction in  doses,  the  reactions  continued  to 
appear  and,  finally,  the  injections  were  elimi- 
nated. 

The  hay  fever,  which  liad  become  progressively 
milder  with  each  year,  was  controlled  adequately 
by  the  use  of  antihistamines  until  it  ceased  to  re- 
cur. Prior  to  the  influenza  vaccine  injection  de- 
scribed previously,  the  patient  never  had  any 
other  allergic  manifestations.  Chicken  and  eggs 
were  regularly  included  in  her  diet,  and  she  has 
been  able  to  sleep  on  feather  pillows  without 
difficulty. 

Comment 

IMiile  the  sequence  of  events  in  this  case  seems 
to  justify  the  presumptive  diagnosis  of  a delayed 
allergic  reaction  to  the  influenza  vaccine,  one 
may  only  infer  that  it  was  the  residual  egg  protein 
rather  than  the  influenza  virus  to  which  the  pa- 
tient reacted.  This  might  have  been  proved  by 
actually  testing  the  patient’s  sensitivity  to  the 
individual  components  of  the  vaccine.  However, 
since  this  would  have  involved  some  risk  of  an- 
other reaction,  it  was  not  attempted. 

Serious  allergic  reactions  from  the  use  of  egg- 
propagated  vaccines  in  patients  sensitive  to  eggs 
have  been  reported. Their  rarity  is  con- 
firmed by  the  report  of  only  two  anaphylactoid 
reactions  among  76,000  men  in  the  Armed  Forces 
who  received  influenza  vaccine.®  In  a more  re- 
cent review  of  3.5  million  injections  given  in  the 
Armed  Forces  between  1953  and  1955,  no  ana- 
]:)hylactoid  reactions  were  encountered.'''^ 

Less  serious  allergic  reactions  undoubtedly 
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occur  much  more  frequently,  but  either  their  re- 
lationship to  the  injection  escapes  notice  or  they 
are  not  distinguished  from  the  local  and  systemic 
reactions  that  reflect  the  direct  toxicity  of  the 
vaccine.  Only  an  urti(^arial  eruption  can  be  pre- 
sumed with  reasonable  certainty  to  represent  an 
allergic  response.  This  was  reported  by  250 
(0.5  per  cent)  of  the  49,307  telephone  company 
employes  who  answered  questionnaires  regarding 
their  influenza  inoculations.^  In  60  of  these  cases 
the  onset  of  the  eruption  was  not  noted  until 
more  than  forty-eight  hours  after  the  injection.^® 
Unfortunately,  data  that  might  identify  the  kinds 
of  delayed  allergic  reactions  exhibited  by  the 
case  reported  previously  were  not  sought  in  the 
questionnaire  forms,  but  it  may  be  presumed 
that  at  least  a few  of  these  60  cases  might  have 
been  classified  in  that  category. 

While  patients  with  delayed  allergic  reactions 
can  be  quite  ill  and  uncomfortable,  they  are 
generally  not  thought  to  be  in  great  danger  as 
long  as  additional  doses  of  the  offending  vaccine 
or  drug  can  be  avoided.  Their  recovery  is  usually 
rapid  and  complete.  However,  cases  are  being 
reported  increasingly  in  which  these  reactions 
are  associated  with  myocarditis,  pericarditis,  and 
other  cardiovascular  complications.^^  Although 
most  published  reports  describe  fatalities,  milder 
cases  are  also  encountered,  their  frequency  usually 
reflecting  the  diligence  with  which  they  are 
sought.  Instances  of  renaU®  and  of  central  nerv- 
ous system  involvements^®  have  also  been  re- 
ported. Unlike  the  anaphylactoid  reactions, 
there  does  not  seem  to  be  any  relationship  be- 
tween the  intensity  of  the  delayed  allergic  re- 
action and  either  the  frequency  or  the  severity  of 
these  “complications.” 

A remarkable  similarity  in  their  morphologic 
changes  has  suggested  that  delayed  allergic  re- 
actions may  also  initiate  the  pathogenesis  of  the 
collagen  diseases. This  has  been  supported  by 
scattered  reports  of  cases  that  developed  diffuse 
vascular  lesions  after  such  reactions.  While 

an  etiologic  relationship  between  the  collagen 
diseases  and  the  delayed  allergic  reactions  has 
not  yet  been  generally  accepted,  it  is  obvious  that 
the  latter  may  occasionally  have  far-reaching  and 
potentially  serious  consequences.  Figure  1 de- 
picts the  chronology  of  delayed  allergic  reaction 
to  influenza  vaccine. 

In  view  of  such  possibilities,  the  manner  in 
which  mass  immunization  programs  with  influ- 
enza and  other  similar  vaccines  are  conducted 
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Fig.  1.  Chronology  of  delayed  allergic  reaction  to 
influenza  vaccine. 


should  be  re-examined.  The  potential  value  of 
any  inoculation  must  always  be  measured  against 
the  risk  of  a reaction.  When  it  is  needed  urgently 
enough,  a vaccine  may  even  be  given  safely  to 
individuals  known  to  be  sensitive  to  it  by  using 
such  stratagems  as  multiple  small  doses  to  mini- 
mize the  threat  of  a reaction.  However,  the  par- 
ticipation of  presumably  healthy  employes  in  a 
mass  inoculation  program  can  scarcely  be  con- 
sidered an  “urgent”  need,  particularly  in  cases  of 
the  reaction-prone  egg-sensitive  individuals.  For 
these  patients  the  possibility  of  an  allergic  reac- 
tion to  the  vaccine  constitutes  a much  graver  risk 
than  the  illness  it  is  intended  to  prevent. 

Attempts  to  identify  these  individuals  by 
means  of  skin  tests  have  not  been  successful. 
There  is  always  the  risk  that  the  test  dose  may  be 
sufficient  to  initiate  a serious  systemic  reaction  in 
a highly  sensitive  person.  Furthermore,  the 
conditions  under  which  most  mass  inoculation 
campaigns  are  conducted  are  scarcely  conducive 
to  the  meticulously  precise  performance  of  such 
tests  required  to  assure  their  accuracy.  In  any 
case,  skin  tests  cannot  be  completely  relied 
on  as  an  index  of  clinical  sensitivity.  In 
one  series  of  500  allergic  children,  for  example, 
20.4  per  cent  displayed  dermal  sensitivity,  but 
only  5.6  per  cent  were  found  to  be  clinically  sen- 
sitive to  egg.“  Conversely,  a skin  test  show- 
ing negative  results  may  be  occasionally  en- 
countered in  a person  with  a marked  clinical 
sensitivity. 

The  sensitivity  of  the  individual  is  only  one  of 
the  factors  fundamentally  involved  in  an  allergic 
response,  the  other  being  the  dose  of  the  particular 
antigen.  Recent  studies  of  different  brands  of 
influenza  vaccine  have  demonstrated  a consider- 
able variation,  as  much  as  one  hundredfold,  in 
their  egg  content.  It  is  possible  that  similar 
differences  in  egg  content  may  also  be  found 
among  the  different  lots  of  vaccine  produced  by  a 
single  company. 
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Conclusion 

It  appears  that  these  problems  may  soon  be 
resolved  by  the  preparation  of  effective  vaccines 
for  oral  or  intranasal  administration.  For  the 
present,  however,  it  appears  advisable  to  urge 
the  exclusion  from  mass  influenza  vaccine  pro- 
grams of  all  those  with  any  history  of  significant 
clinical  allergy  and  those  who  have  experienced 
an  allergic  reaction  following  any  previous  vaccine 
injection.  Any  such  persons  with  a more  urgent 
indication  for  the  influenza  vaccination  than  the 
avoidance  of  undue  absenteeism  can  be  consid- 
ered individually  at  another  time.  Any  bulle- 
tins, memoranda,  and  pamphlets  distributed 
among  employes  should  contain  a clearly-worded 
statement  warning  these  individuals  against  par- 
ticipation in  the  mass  immunization  program. 
WTiile  this  may  deter  some  particularly  worri- 
some employes  from  accepting  the  vaccine  in- 
jection, there  should  not  be  any  great  effect  on 
the  results  of  the  immunization  program.  In 
fact,  it  may  even  enhance  its  ultimate  effective- 
ness by  obviating  some  of  the  reactions  against 
which  any  observed  reduction  of  respiratory  ill- 
nesses must  be  weighed. 
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''Detergent  Food"  Cleans  Teeth 


“Detergent  food”  can  help  clean  your  teeth,  ac- 
cording to  an  article  by  Dr.  Phihp  L.  White  in  the 
October,  1961,  issue  of  Today’s  Health.  The  de- 
tergent foods  are  crisp,  crunchy,  low-carbohydrate 
foods  such  as  celery,  carrot  strips,  and  radishes; 
they  can  do  much  to  remove  the  sticky,  high-car- 


bohydrate foods  that  adhere  to  the  teeth.  The 
latter  are  quickly  acted  on  by  the  bacteria  commonly 
found  in  the  mouth,  and  the  acids  produced  during 
this  bacterial  digestion  of  the  high-carbohydrate 
foods  can  etch  the  enamel  and  thus  produce  a site  for 
decay  to  begin. 
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WILLIAM  A.  ABRUZZI,  M.D.,  WAPPINGERS  FALLS,  NEW  YORK 
(From  Vassar  Brothers  Hospital,  Poughkeepsie,  New  York) 


VARICELLA  is  a long-recognizcd,  usually 
simple  exanthematous  disease.  Its  rela- 
tively infrequent  complications  have  been  de- 
scribed variously.  The  neurologic  complications 
of  varicella  take  the  same  general  form  as  those 
of  measles,  rubella,  and  so  forth,  and  cases  of 
encephalitis,  myelitis,  and  polyneuritis  have 
all  been  described.  A review  of  these  complica- 
tions was  published  by  Underwood  in  1935. ‘ 
In  1953  Appelbaum,  Rachelson,  and  DolgopoT 
made  available  another  comprehensive  review 
with  65  individual  cases  and  included  69  cases 
reported  in  a series  by  Brodtmann.^  Certainly 
it  is  not  the  purpose  of  this  paper  to  review 
the  literature  which  has  already  been  done 
well.  Rather,  we  wish  to  report  a case  of  var- 
icella encephalitis  and  to  correlate  the  informa- 
tion from  this  case  with  that  obtainable  from 
previous  studies. 

Incidence 

No  exact  figures  of  incidence  are  available. 
Bullowa  and  Wishik^  mentioned  5 cases  of  en- 
cephalitis and  3 of  “meningitis”  among  2,534 
patients  with  varicella  admitted  to  the  hospital, 
giving  a percentage  of  0.3  per  cent.  This  figure 
is  obviously  too  high,  as  it  does  not  take  into 
account  the  domestic  cases  occurring  in  the 
same  period.  Bergman  and  Magnusson^  saw 
10  cases  between  1927  and  1938  in  Stockholm, 
where  there  had  apparently  been  none  between 
1917  and  1927.  In  England  and  Wales  in  1950 
there  were  9 cases,  1 of  which  was  fatal,  and  in 
1951  9 cases  were  noted,  with  no  deaths  (in 
99,100  patients  with  varicella).®  It  is  generally 
considered  that  the  incidence  of  encephalitis 
complicating  chickenpox  in  our  country  is  ap- 
proximately 0.1  per  cent. 

Latent  Period 

There  have  been  a few  reported  cases  of  neuro- 
logic signs  appearing  before  the  exanthem,  but  in 
most  cases  the  latent  period  after  appearance  of 
the  rash  ranged  from  none  to  twenty-one  days. 
The  average  was  6.3  days;  35.7  per  cent  occur  on 
the  fourth  or  fifth  days  and  74.7  per  cent  during 
the  first  week. 


Age  and  Sex  Incidence 
In  111  cases  of  varicella  encephalitis  reported 
by  Appelbaum,  Rachelson,  and  DolgopoB  78 
were  male  patients  (10  deaths)  and  33  were 
female  patients  (1  death).  This  gives  a total 
mortality  of  10  per  cent,  with  12.8  per  cent  in  the 
male  and  3 per  cent  in  the  female  patients. 
Seventy-four  per  cent  of  the  cases  occurred  be- 
tween the  ages  of  three  and  ten  years;  6 patients 
were  under  the  age  of  two  years  and  3 were  over 
twenty-one.  The  total  deaths  in  the  group  of 
121  cases  of  varicella  encephalitis  was  13,  or  10.7 
per  cent.  The  mortality  in  the  six-to-ten-j’ear 
age  group  was  about  20  per  cent. 


Clinical  Features 


The  onset  of  the  complication  was  variable 
in  the  series  previously  reported.  A sudden  onset 
was  uncommon.  Drowsiness  or  stupor  without 
coma  seems  to  be  present  in  over  half  the  cases 
reported. 

The  other  two  most  common  symptoms  are 
headache  and  vomiting,  and  each  has  been  a 
prominent  early  symptom  in  over  50  per  cent 
of  the  cases  reported  in  the  literature. 

Coma  or  convulsions  are  ominous  early 
symptoms.  The  incidence  of  death  in  patients 
in  whom  coma  occurred  was  over  40  per  cent. 
The  incidence  of  death  in  patients  who  suffered 
convulsions  has  been  over  30  per  cent.  The 
combination  of  convulsions  and  coma  makes 
the  prognosis  even  worse,  with  death  occurring 
in  over  60  per  cent. 

Ataxia  has  been  reported  in  over  40  per  cent 
of  the  cases  which  have  been  described  fulljL 
Most  of  the  cases  of  ataxia  were  “pure”  cerebellar 
ataxia.  Some  of  the  others  seem  to  be  features 
of  multifocal  encephalitis.  Almost  none  of  the 
cases  which  involved  early  ataxia  have  proved 
fatal,  so  that  this  would  appear  to  be  a somewhat 
favorable  prognostic  sign.  Other  symptoms 
which  have  been  reported  include  nystagmus, 
diplopia,  dysphasia,  persistent  and  transient 
hemiplegia,  disturbances  of  muscle  tone,  menin- 
gismus,  and  visual  impairment. 

The  spinal  fluid  in  patients  with  varicella  en- 
cephalitis is  frequently  normal.  The  cell  count 
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sometimes  rises  but  is  more  often  normal.  The 
same  is  true  for  the  total  protein  content  and 
even  the  spinal  fluid  pressure  is  very  frequently 
reported  to  be  normal.  You  will  note  the  great 
variation  from  that  statistic  in  our  particular 
case  report. 

Clinical  Course 

The  patients  in  whom  an  ataxic  syndrome  is 
present  are  usually  those  who  do  not  at  any 
time  exhibit  coma  or  convulsions  and  who  usually 
begin  to  recover  within  two  or  three  days. 
Previously  reported  fatal  cases  survived  at  least 
six  days,  generally  speaking,  some  of  them  as 
long  as  eighteen  to  twenty-one  days. 

There  have  been  very  few  recorded  or  even 
suspected  cases  of  death  from  varicella  encepha- 
litis within  four  or  five  days  from  the  time  the 
encephalitic  complication  first  appeared.  Again 
you  will  note  the  variation  from  the  previously 
reported  “average”  statistics  as  compared  with 
the  case  report  in  this  study. 

The  over-all  mortality  in  reported  cases  is  ap- 
proximately 10  per  cent,  when  encephalitis  has 
ensued  as  a complication  of  varicella.  There 
does  appear  to  be  increased  mortality  in  the  six- 
to-ten-year  age  group.  Approximately  20  per 
cent  of  these  children  do  not  survive.  Between 
70  and  80  per  cent  of  the  patients  afflicted  with 
this  problem  can  expect  a complete  recovery. 
Between  15  and  20  per  cent  will  have  some  se- 
quelae . The  maj  or  sequelae  include  psychopathic 
traits  and  other  psychiatric  sequelae;  severe 
cerebellar  ataxia  and  convulsions  with  or  without 
retarded  mental  development;  and  occasional 
blindness,  speech  disorders,  or  paralysis. 

Patients  with  minor  sequelae  usually  improve 
to  the  extent  that  their  life  or  life  expectancy  is 
not  greatly  altered  by  the  condition.  Again 
there  seems  to  be  general  agreement  that  coma 
and  convulsions  constitute  grave  prognostic 
signs. 

Pathology 

The  pathologic  findings  usually  fall  within  the 
category  commonly  labeled  postinfectious  or 
para-infectious  encephalitis.  In  studying  these 
conditions  one  finds  an  apparent  tendency  to- 
ward progressive  change.  At  first  there  is  con- 
gestion with  some  perivascular  changes  and  gen- 
eralized edema.  In  a case  somewhat  later  in 
development  there  are  many  perivascular  hemor- 
rhages and  some  evidence  of  blood  vessel  wall 


necrosis.  Still  later  there  is  evidence  of  demy- 
elination  and  areas  in  which  large  groups  of 
microglia  appear  surrounding  venous  hemor- 
rhages. 

Case  Report 

A nine-year-old  white  female  was  seen  at  home 
on  July  26,  1960,  with  the  chief  complaint  of 
restlessness  of  several  hours  duration.  Her 
family  history  was  noncontributory,  and  her 
past  history  showed  frequent  upper  respiratory 
infections  but  no  serious  illnesses. 

Present  Illness.— On  July  21  the  child  had 
broken  out  with  an  easily  recognizable,  appar- 
ently mild  case  of  chickenpox.  Her  younger 
brother  had  had  varicella  two  and  a half  weeks 
previously.  Between  July  21  and  26  she  suf- 
fered from  a moderate  exanthem  and  apparently 
no  significant  clinical  signs  or  symptoms  of 
systemic  disease.  On  July  26,  the  day  on  which 
the  present  illness  began,  she  developed  some 
fever,  two  episodes  of  vomiting,  followed  by  the 
restlessness  for  which  she  was  seen.  At  that  time 
there  were  no  abnormal  neurologic  findings,  no 
ataxia,  nor  other  signs  of  incipient  encephalitis 
other  than  the  restlessness  and  irritable  behavior. 
Over  the  next  few  hours  these  signs  progressed 
to  include  disoriented  movements,  lethargy,  and 
incongruous  speech,  and  the  child  was  admitted 
to  the  Vassar  Brothers  Hospital. 

On  admission  to  the  hospital,  the  temperature 
was  104  F.  and  pulse  120  in  an  essentially  un- 
responsive, semicomatose  child.  There  was  no 
convulsive  or  athetoid-type  movement.  There 
were  some  healed  and  healing  varicella  lesions, 
and  the  rest  of  the  physical  examination  was  well 
within  normal  limits  except  for  dilation  of  both 
pupils  equally  and  sluggish  reflexes  throughout. 

Hospital  Course.' — The  child’s  course  in  the 
hospital  was  a rapidly  downhill  one.  Her  semi- 
comatose state  progressed  rapidly  to  complete 
coma.  Her  heretofore  sluggish  reflexes  disap- 
peared altogether;  her  respirations  became 
labored;  her  pulse  became  rapid  and  thready; 
generalized  rigor  became  apparent  in  her  ex- 
tremities, and  there  were  occasionally  noted 
decerebrate  movements. 

Laboratory  Findings. — The  findings  of  the 
laboratory  were  essentially  negative.  Her 
urine  was  normal  except  that  some  albumin  was 
present;  the  hematocrit  was  normal;  and  a 
complete  blood  count  revealed  a white  count  of 
12,250,  56  segmented  forms,  17  bands,  and  23 
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lymphocytes.  A lumbar  puncture  revealed  that 
her  spinal  fluid  pressure  was  higher  than  the 
gauge  would  record  but  was  otherwise  clear  with 
no  abnormalities  in  chemistries  or  cells.  The 
blood  and  spinal  fluid  cultures  were  negative. 

Treatment.— The  treatment  consisted  of  re- 
duction of  the  fever  with  alcohol  sponges  and 
so  forth,  intravenous  urea  in  an  attempt  to  bring 
down  spinal  fluid  pressure,  antibiotics,  oxygen, 
and  so-called  supportive  therapy.  Finally,  in 
desperation  as  the  clinical  status  of  the  patient 
continued  to  deteriorate,  steroid  therapy  as 
suggested  by  Kabat,  Wolf,  and  Bezer^,  Moyer 
et  al}  and  Appelbaum,  Rachelson,  and  DolgopoP 
was  attempted.  There  appeared  to  be  no  signifi- 
cant interruption  of  her  degenerating  physical 
condition,  and  thirty-six  hours  after  the  onset  of 
her  first  encephalitic  symptoms  she  expired. 

Pathology.  — The  postmortem  examination 
gave  essentially  negative  findings  except  for 
those  which  were  compatible  with  a marked  fatty 
metamorphosis  in  the  liver.  The  liver  tissue 
gave  a positive  fat  stain  result,  and  no  inclusion 
bodies  were  noted  on  microscopic  examination. 
In  addition,  there  was  a slight  amount  of  pul- 
monary congestion  and  edema,  perhaps  no  more 
than  would  be  commensurate  with  her  terminal 
episode.  Studies  of  the  brain  revealed  some 
small  ecchymotic  areas  of  subarachnoid  hemor- 
rhage, and  on  microscopic  study  marked  dilata- 
tion of  blood  vessels,  especially  the  veins,  was 
noted.  There  were  large  focal  areas  of  demye- 
linization  scattered  throughout  the  brain;  oc- 
casional focal  aggregates  of  microglial  cells  were 
seen;  focal  subarachnoid  hemorrhage  without 
inflammatory  infiltrate  was  present,  and  the 
pathologists  noted  that  inflammatory  infiltrates 
in  all  brain  sections  were  conspicuous  by  their 
absence. 

Pathogenesis 

There  has  been  considerable  question  as  to 
whether  the  encephalitis  of  chickenpox  falls  into 
the  myelin  disorder  type  of  postexanthematous 
encephalitis  or  not.  Very  few  cases  have  been 
reported  in  the  literature  with  complete  clinical 
and  pathologic  details.  Besides  the  studies 
already  noted,  6 cases  were  reviewed  by  Waring, 
Neubuerger,  and  Geever.®  A case  involving 
some  degree  of  hemorrhage  was  reported  in  an 
adult  by  Lander.^”  Lumsden“  claimed  that  the 
primary  abnormality  in  postexanthematous  en- 
cephalitis from  varicella  is  a vascular  one,  prob- 


ably of  an  allergic  nature.  Heppelston,  Pearce, 
and  Yates^'^  substantiated  this  finding  when  they 
reported  a fatal  case  of  varicella  encephalitis  in  a 
four-year-nine-month-old  girl. 

The  case  described  by  Heppelston,  Pearce,  and 
Yates^^  involved  a rather  typical  postinfectious 
encephalitis  in  that  it  developed  two  weeks  after 
the  onset  of  varicella  and  included  many  of  the 
other  typical  findings  of  varicella  and  the  develop- 
ment of  complications  therewith.  One  interest- 
ing point  brought  out  in  that  case  report  was  that 
during  the  second  week  after  the  appearance  of 
the  exanthem  the  child  did  develop  some  ataxia 
and  other  cerebellar  symptoms.  This  was 
incurred  several  days  before  the  onset  of  head- 
ache, lethargy,  and  finally  coma.  Her  spinal 
fluid  examination  was  also  interesting  in  that  it 
revealed  increased  pressure.  From  that  point 
on  the  child  described  in  that  case  report  went 
rapidly  downhill,  complete  with  convulsive 
movements  despite  all  forms  of  supportive 
therapy,  antibiotics,  and  so  forth. 

There  was  great  emphasis  by  Heppelston, 
Pearce,  and  Yates^*  on  the  fact  that  the  white 
matter  was  involved  principally  and  that  peri- 
venular  demyelination  was  not  as  prominent  as 
dilatation  of  the  blood  vessels  and  surrounding 
zones  of  microglia. 

It  is  interesting  also  to  note  that  these  fatal 
cases  do  not  seem  to  be  the  result  of  direct  viral 
attack.  In  postmortem  examination  of  the 
patients  who  have  died  from  varicella  encephalitis 
it  has  not  been  possible  to  isolate  the  virus,  nor 
have  inclusion  bodies  been  found.  It  had  been 
thought  that  encephalitis  might  represent  simply 
an  additional  complication  in  overwhelming  cases 
of  varicella.  However,  the  severe  generalized 
varicella  cases  which  have  been  reported,  many 
of  which  have  been  fatal,  do  not  show  significant 
evidence  of  encephalitis.  The  converse  also  is 
true  in  that  most  severe  cases  of  encephalitis  do 
not  appear  to  be  associated  with  serious  cases  of 
varicella. 

In  addition,  the  cases  of  severe  pulmonary 
failure,  secondary  to  varicella,  which  have 
recently  been  described  showed  no  lesions  of 
encephalitis. 

Even  cases  with  extensive  vascular  endothelial 
damage  in  other  organs,  such  as  those  described 
by  Cheatham  et  did  not  show  any  lesions  in 
the  brain  or  in  the  spinal  cord.  The  combination 
of  the  perivascular  findings  in  some  fatal  cases 
of  encephalitis  plus  the  negative  factors  already 
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mentioned  suggest  some  type  of  allergic  reaction. 

The  cases  of  leuko-encephalitis  described  by 
RusselT^  give  greater  credence  to  this  theory. 
This  would  tend  to  suggest  that  the  cases  of  post- 
infectious  varicella  encephalitis  belong  more 
clearly  in  the  group  of  cerebral  diseases  which 
may  follow  gastrointestinal  or  respiratory  in- 
fection in  adults  and  the  exanthematous  diseases 
of  childhood  rather  than  to  the  group  which  are 
suspected  of  being  overwhelming  infections. 

There  are  sufficient  analagous  situations  in  our 
contemporary  knowledge  of  allergic  diseases  to 
make  us  believe  that  cerebral  blood  vessels  may 
very  well  become  sensitized  to  a circulating 
antibody  which  has  something  to  do  with  the 
infectious  exanthematous  disease  from  which  the 
patient  is  recovering. 

Summary 

A case  of  varicella  encephalitis  is  described. 
The  case  is  interesting  because  of  its  e.xtremely 
fulminating  course  with  the  patient  expiring 
within  thirty-six  hours  of  the  onset  of  the  illness; 
the  tremendously  elevated  spinal  fluid  pressure 
reported  by  the  neurosurgeon,  the  proximity 
between  the  varicella  and  encephalitic  com- 
plication, and  the  complete  failure  of  all  thera- 
peutic steps  to  influence  the  course  of  the  disease. 
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Air  Pollution  Highest  in  Winter 


The  level  of  organic  air  pollutants  in  urban  areas 
in  different  regions  of  the  country  is  highest  in  the 
winter  and  lowest  in  the  summer,  with  fall  and  spring 
ranking  second  and  third.  However,  in  the  Gulf 
South,  the  winter  and  fall  levels  are  almost  the  same. 

During  fall  months,  the  nation’s  highest  level  of 


organic  air  contaminants  is  in  urban  areas  of  the 
Pacific  coast.  Second  highest  is  in  the  urban 
areas  of  the  Midwest,  followed  by  Mid-Atlantic, 
Gulf  South,  Southeast,  Mideast,  New  England, 
Rocky  Mountain,  and  Great  Plains  areas. — Pat- 
terns of  Disease,  Parke,  Davis  ife  Company 
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Septic  Dislocation  of  Hip  Joint  in  Infancy 

Follow-Up  of  Fifteen  Years 

J.  WILLIAM  FIELDING,  M.D.,  AND  WILLIAM  A.  LIEBLER,  M.D.,  NEW  YORK  CITY 
{From  the  House  of  St.  Giles  the  Cripple,  Garden  City,  Long  Island,  New  York) 


SEPTIC  dislocation  of  the  hip  joint  in  the 
newborn  child  is  a well-established  entity. 
Nicholson^  and  others^  have  previously  reported 
on  this  subject.  The  portal  of  entry  is  usually  an 
infected  umbilical  stump.  Diagnosis  is  difficult 
in  early  infancy  because  of  the  frequent  absence 
of  febrile  reaction  and  inability  to  localize 
symptomatology. 

This  is  a case  report  of  a child  who  developed 
septic  arthritis  of  the  left  hip  joint  shortly  after 
birth  and  whose  course  has  been  observed  for 
fifteen  years.  We  feel  that  the  good  result  ob- 
tained stresses  the  importance  of  early  rec- 
ognition and  early  adequate  treatment. 

Case  Report 

The  patient,  a normal  full-term  child  was  born 
spontaneously  on  May  14,  1944,  and  was  dis- 
charged from  the  hospital  on  May  25, 1944.  While 
she  was  in  the  newborn  nursery,  she  developed 
an  acute  inflammation  of  the  umbilical  stump. 
She  was  readmitted  to  the  same  hospital  on 
June  2,  1944,  with  fever  and  an  umbilical  dis- 
charge from  which  streptococcus  hemolyticus 
was  cultured.  A routine  chest  roentgenogram 
revealed,  as  an  incidental  finding,  an  osteomyelitis 
of  the  left  upper  femur  and  dislocation  of  the 
hip.  She  remained  in  the  hospital  on  antibiotic 


therapy  until  August  3,  1944,  at  which  time  the 
infection  subsided.  She  received  90  Gm.  of 
sulfadiazine  over  a period  of  eighteen  days  and 
195,000  units  of  penicillin  for  nine  days  subse- 
quent to  this.  This  dose  of  penicillin  was  con- 
sidered adequate  at  the  time. 

When  the  child  was  first  seen  at  the  House  of 
St.  Giles  the  Cripple  on  October  25,  1945, 
the  left  hip  was  dislocated,  and  the  head  of  the 
femur  was  partially  destroyed  owing  to  the 
infection  (Fig.  lA).  She  was  treated  by  traction 
in  plaster  for  four  weeks  until  reduction  occurred. 
The  traction  was  applied  by  the  use  of  a 
spica  on  the  good  side  and  the  incorporation 
of  a traction  apparatus  into  the  spica.  The 
affected  liip  was  held  in  45  degrees  of  abduction. 
The  traction  was  gradually  increased  until  the 
hip  was  reduced  (Fig.  IB).  A hip  spica  followed 
until  December  10,  1946.  At  this  time  it  was 
felt  that  the  acetabulum  had  deepened  enough 
and  sufficient  stability  of  the  hip  had  occurred  to 
allow  for  the  removal  of  the  plaster.  There- 
after an  abduction  splint  was  worn  continuously 
until  Feliruary  of  1948.  By  this  time  the 
stability  of  the  hip  was  sufficient  to  allow  ambula- 
tion. The  patient  has  been  on  full  activity  ever 
since. 

Subsequent  roentgenograms  reveal  a deepening 


Fig.  1;  1(A)  October,  1945,  the  left  hip  is  dislocated.  The  head  and  neck  of  the  left  femur  show  marked 
destruction.  (B)  Using  traction  in  plaster  the  left  hip  has  been  reduced. 
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Fig.  2.  November,  1952,  at  age  seven,  the 
acetabulum  has  deepened,  and  the  head  of  the 
femur  has  reformed. 


of  the  acetabulum  and  reformation  of  the  femoral 
capital  epiphysis,  although  this  is  somewhat 
irregular  (Fig.  2).  Now,  fifteen  years  later,  the 
hip  is  well  socketed,  has  a normal  range  of  motion, 
and  the  lower  extremity  is  only  V4  inch  short 


(Fig.  3).  The  patient  walks  with  a limp,  is 
asymptomatic,  and  is  on  full  activity. 

Comment 

This  case  although  not  unusual  nor  uncommon 
in  itself  illustrates  several  important  points 
referable  to  this  condition. 

1.  As  is  usually  the  case  it  was  difficult  to 
diagnose  the  condition  in  early  infancy. 

2.  Prompt  and  adequate  initial  treatment  of 
the  infection  was  given. 

3.  There  was  early  reduction  of  the  dislocation. 

4.  The  reduction  was  maintained  in  abduc- 
tion until  a really  adequate  acetabulum  had 
reformed. 

5.  Although  the  hip  is  functioning  well  at  this 
age  (fifteen  years),  the  inevitable  degeneration 
of  the  joint  may  be  anticipated  in  later  life. 
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Fig.  3 (A ) and  (B).  Fifteen  years  postinfection,  the  hip  remains  well  socketed,  the  head  of  the  femur  shows 
some  deformity,  and  the  hip  presents  an  essentially  normal  range  of  motion. 
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SPECIAL  ARTICLE 

Proceedings  of  the  Pediatric  Advisory  Committee  Meeting* 


HAROLD  JACOBZINER,  M.D.,  NEW  YORK  CITY 
{From  the  City  of  New  York  Department  of  Health) 


For  over  fifteen  j^ears  the  City  of  New  York 
Department  of  Health  has  had  the  benefit 
of  the  excellent  guidance  of  strong  technical 
advisory  committees.  The  committees  have  a 
staggered  term  of  membership  and  usually  meet 
several  times  a year  as  indicated.  In  addition, 
the  members  may  be  consulted  from  time  to  time. 
The  Department  of  Health  is  exceedingly  grateful 
for  the  contribution  which  the  committees  make, 
and  because  of  their  invaluable  guidance  the 
members  are  rendering  an  important  public 
service  which  results  in  raising  the  quality  of 
medical  care  provided  to  infants  and  children  in 
New  York  City. 

The  meeting  of  the  Pediatric  Advisory  Com- 
mittee was  held  on  June  8,  1961,  with  Samuel  Z. 
Levine,  M.D.,  presiding  as  Chairman. 

Poliomyelitis,  National  and 
Local,  in  1960 

Harold  Jacobziner,  M.D.,  reported  on  poli- 
omyelitis in  the  nation  and  in  New  York  City 


and  stated  that  1960  was  the  best  year  New  A'ork 
City  has  had  since  the  introduction  of  the 
poliomyelitis  vaccine.  He  reported  in  detail  the 
following  information : 

National  Picture. — The  total  number  of 
poliomyelitis  cases  reported  in  1960  for  the 
nation  is  lower  than  during  any  other  j^ear 
since  the  advent  of  the  Salk  vaccine.  The 
incidence  of  paralytic  poliomyelitis  is  likewdse 
lower,  as  indicated  in  Table  I. 

The  number  of  paralytic  cases  reported  in 
1960  is  the  lowest  number  ever  recorded  since 
the  reporting  of  paralytic  poliomyelitis  by  the 
National  Office  of  Vital  Statistics  began  in  1951. 
As  compared  with  1959,  there  has  been  a 64 
per  cent  reduction  in  paralytic  cases  and  a 61 
per  cent  decrease  in  the  total  number  of  cases 
reported. 

Of  the  paralytic  cases,  56  per  cent  had  received 
no  vaccine,  9 per  cent  had  received  only  one  dose, 
10  per  cent  had  received  two  doses,  17.2  per 
cent  had  received  three  doses,  and  only  7.7 
per  cent  had  received  four  or  more  doses. 


TABLE  I. — Cases  of  Poliomyelitis  in  the  United  States  from  1955  through  1960 


Condition 

1960 

1959 

1958 

. 1957 

1956 

1955 

Paralytic 

2,265 

6,289 

3,697 

2,499 

7,911 

13,848 

Total 

3,277 

8,425 

5,787 

5,485 

15,140 

28,985 

* A list  of  the  present  membership  of  the  Pediatric 
Advisory  Committee  follows:  Samuel  Z.  Levine,  M.D., 
Committee  Chairman,  Director  of  Pediatrics,  New 
York  Hospital,  Head  of  Department  of  Pediatrics, 
Cornell  University  Medical  College;  Harry  Bakwin, 
M.D.,  Professor,  Clinical  Pediatrics,  New  York  Uni- 
versity Medical  Center;  Henry  L.  Barnett,  M.D.,  Pro- 
fessor and  Chairman,  Department  of  Pediatrics,  Albert 
Einstein  College  of  Medicine,  Bronx  Municipal  Hos- 
pital Center;  Edward  C.  Curnen,  M.D.,  Director  of 
Pediatrics,  Columbia-Presbyterian  Medical  Center; 
Joseph  Dancis,  M.D.,  Professor  of  Pediatrics,  New 
York  University  Medical  Center,  New  York  University 
School  of  Medicine;  Horace  L.  Hodes,  M.D.,  Pediatri- 
cian-in-Chief,  The  Moimt  Sinai  Hospital;  Abram 
Kanof,  M.D.,  Director  of  Pediatrics,  Jewish  Chronic 
Disease  Hospital;  Samuel  Karelitz,  M.D.,  Chief, 


Pediatrics,  Long  Island  Jewish  Hospital;  Saul  Krug- 
man,  M.D.,  Professor  and  Chairman,  Department  of 
Pediatrics,  New  York  University  Medical  Center; 
William  S.  Langford,  M.D.,  Director  of  Children’s 
Psychiatric  Services,  Columbia-Presbyterian  Medical 
Center;  Jonathan  T.  Lanman,  M.D.,  Professor  and 
Chairman,  Department  of  Pediatrics,  State  University 
of  New  York  Downstate  Medical  Center;  George  W. 
McCormick,  M.D.,  Director  of  Pediatrics,  St.  Vincent’s 
Hospital  (Staten  Island);  Rustin  McIntosh,  M.D., 
Special  Consultant,  New  York  City  Department  of 
Health;  Charles  O’Regan,  M.D.,  Director  of  Pediatrics, 
Lenox  HOI  Hospital;  Joseph  B.  Pincus,  M.D.,  Director 
of  Pediatrics,  Jewish  Hospital  of  Brooklyn;  Alfred  J. 
Vignec,  M.D.,  Director  of  Pediatrics,  St.  Vincent’s 
Hospital  (New  York  City);  and  Blandina  Worcester, 
M.D.,  Director  of  Pediatrics,  New  York  Infirmary. 
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TABLE  II. — Distribution  by  Age  and  Sex  of  92  Poliomyelitis  Cases  in  New  York  City  in  1960* 


Age 

(Years) 

Male 

-Paralytic- 

Female 

Total 

Male 

Nonparalytic 

Female 

Total 

. — Gran( 
Male 

d Totals— 
Female 

Under  1 

3 

2 

5 

0 

0 

0 

3 

2 

1 to  4 

16 

18 

34 

6 

4 

10 

22 

22 

5 to  9 

15 

5 

20 

1 

2 

3 

16 

7 

10  to  14 

3 

1 

4 

0 

0 

0 

3 

1 

15  to  19 

1 

1 

2 

0 

0 

0 

1 

1 

20  and  over 

9 

4 

13 

1 

0 

1 

10 

4 

Totals 

47 

31 

78 

8 

6 

14 

55 

37 

* The  distribution  by  color  was:  whites,  28;  nonwhites,  18;  and  Puerto  Ricans,  46. 


TABLE  III. — Distribution  by  Age,  Sex,  Color, 
Type,  and  Vaccine  Dosage  of  Fatal  Cases  of 
Poliomyelitis  in  New  York  City  in  1960 


Age 

(Years) 

Sex 

Color 

Number 
of  Doses  of 
Type  Vaccine 

1 

F 

Puerto  Rican 

Bulbar 

3 

4 

F 

Puerto  Rican 

Bulbar 

0 

7 

M 

Non  white 

Bulbar 

4 

17 

F 

White 

Spinal 

0 

25 

M 

White 

Bulbar 

0 

Of  95 

cases 

occurring  in  an 

epidemic 

in  Balti- 

more,  72  occurred  in  children  under  the  age  of 
ten,  52  of  these  in  the  preschool-age  group; 
this  showed  a shift  to  the  younger-age  group. 
The  epidemic  occurred  chiefly  in  the  lower  socio- 
economic areas  and  among  unvaccinated  chil- 
dren. Forty-four  of  the  95  cases  had  not  had 
any  vaccine,  and  only  5 of  the  entire  number 
had  received  the  recommended  number  of  four 
doses. 

The  attack  rate  among  Negroes  was  twice  as 
high  as  among  white  persons.  Type  3 poliomyeli- 
tis virus  was  predominant  in  this  epidemic.  In 
the  United  States  as  a whole,  Type  1 was  re- 
sponsible for  77  per  cent  of  the  cases.  The  school- 
age  group  is  still  the  best  immunized  group  and 
enjoys  the  lowest  attack  rate.  Two  out  of  every 
5 cases  were  reported  in  children  under  five 
years  of  age,  and  67  per  cent  of  all  cases  were 
reported  in  children  under  ten  years  of  age. 
The  vaccine  appeared  to  be  better  than  90 
per  cent  effective.  Individuals  who  received 
three  or  more  doses  of  Salk  vaccine  had  one- 
tenth  the  incidence  of  paralytic  poliomyelitis 
of  the  ones  who  were  unvaccinated.  Thus  it  is 
regretted  that  nearly  50  per  cent  of  aU  children 
in  the  United  States  had  not  had,  as  yet,  three 
doses  of  the  vaccine  and  over  4 million  (20  per 
cent)  had  not  had  any  vaccine. 

There  were  210  poliomyelitis  fatalities  reported 


TABLE  IV. — Di.stricts  in  New  York  City  with 
A High  Incidence  of  Poliomyelitis  in  1960 


District 

Number 
of  Cases 

Lower  East  Side 

10 

Mott  Haven 

8 

Brownsville 

8 

East  Harlem 

7 

Morrisania 

6 

during  1960.  Over  50  per  cent  of  the  fatalities 
occurred  in  the  age  group  of  fifteen  years  and 
over.  Of  these  fatalities,  66  per  cent  had  no 
vaccine  at  all,  and  only  5.5  per  cent  had  four  or 
more  doses. 

Dr.  Jacobziner  stated  that  the  Communicable 
Disease  Center  is  buying  2.7  million  doses 
of  oral  poliovaccine  for  epidemic  control.  The 
vaccine,  900,000  doses  of  each  of  three  types, 
will  be  monovalent  and  will  be  manufactured, 
tested,  and  furnished  in  accordance  with  the 
regulatory  standards  of  the  U.S.  Public  Health 
Service.  One  third  was  to  be  delivered  on  July 
1,  another  third  on  August  1,  and  the  final 
delivery  by  September,  1961.  The  vaccine  will 
be  shipped  swiftly  in  requested  quantities  to 
epidemic  areas  as  the  need  arises. 

New  York  City  Picture. — There  were  92 
cases  of  poliomyelitis  reported  during  1960  as 
compared  with  168  in  1959.  Seventy-seven  cases 
were  of  the  paraljdic  type.  The  number  of 
fatal  cases  declined  from  21  in  1959  to  5 in 
1960.  Tables  II  to  V give  breakdowns  of  the 
cases. 

Poliomyelitis  virus  was  isolated  in  69  cases 
from  the  stools  and  in  52  cases  from  the  blood. 
Type  1 virus  predominated. 

Over  53  per  cent  of  the  cases  were  reported  in 
the  under-five-year  age  group,  and  50  per  cent  of 
the  cases  received  no  vaccine  at  all. 

Since  several  surveys  disclosed  that  certain 
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TABLE  V. — Vaccination  Status  of 
Poliomyelitis  Cases  in  New  York  City 
IN  1960 


Number  of 
Injections 

Nonparalytic 

Cases 

Paralytic 

Cases 

Total 

Cases 

0 

9 

37 

46 

1 

2 

5 

7 

2 

2 

12 

14 

3 

2 

15 

17 

4 

0 

7 

7 

5 

1 

0 

1 

Totals 

16 

76 

92 

vulnerable  groups  will  not  avail  themselves  of 
existing  facilities,  new  ways  had  to  be  found  to 
reach  the  heretofore  unreached  persons.  As 
of  May  15,  1961,  public  health  nurses  and  staff 
nurses  have  been  administering  Salk  polio- 
myelitis vaccine  in  the  homes.  The  vaccine 
used  will  be  the  type  provided  in  disposable 
needles  and  syringes,  and  the  program  will  be 
under  the  direction  and  supervision  of  the  local 
district  health  officer.  This  will  be  an  intensive 
house-to-house  poliomyelitis  injection  program 
in  low  socioeconomic  areas  of  high  incidence. 
Salk  injections  will  be  given  to  infants,  preschool 
children,  and  young  adults. 

In  addition,  public  health  nurses,  when  they 
visit  homes  in  low  socioeconomic  areas  for  what- 
ever reason,  will  give  Salk  vaccine  to  unvac- 
cinated infants,  young  children,  and  young  adults. 
Also,  two  buses  fitted  out  as  mobile  vaccination 
clinics  will  give  poliomyelitis  vaccinations  to  all 
who  may  request  it.  During  June,  on  Mondays, 
Wednesdays,  and  Fridays  free  inoculations 
against  poliomyelitis  were  given  to  Staten  Island 
commuters  in  the  St.  George  Ferry  Terminal  on 
Staten  Island. 

The  primary  aim  this  year  is  for  100  per  cent 
of  the  preschool  population  to  receive  four  doses 
of  Salk  vaccine,  since  they  represent  the  most 
vulnerable  group.  Efforts  will  be  made  to  get 
the  “breadwinners”  immunized  also.  Dr.  Jacob- 
ziner  requested  that  the  Pediatric  Advisory 
Committee  approve  the  Department  of  Health 
immunization  program. 

Comment. — Following  Dr.  Jacobziner’s  pres- 
entation, there  was  considerable  discussion. 
The  chairman  asked  if  there  were  any  comments 
on  the  procedures  being  taken  by  the  Depart- 
ment of  Health  to  assure  an  immunized  popula- 
tion. All  members  agreed  that  the  procedures 
undertaken  through  public  health  nursing  visits, 
“bus  service”  in  strategic  areas,  and  the  Staten 


Island  Ferry  Project  were  admirable  ones  and 
had  their  full  endorsement. 

A question  was  raised  as  to  whether  or  not 
there  was  any  medical  contraindication,  such 
as  allergy,  to  giving  vaccine.  This  was  discussed 
by  Edward  C.  Curnen,  M.D.,  and  Horace  L. 
Hodes,  M.D.  It  was  agreed  that  there  was  no 
contraindication  except  perhaps  in  special  cases 
such  as  hemophiliac  individuals  and  ill  children 
with  temperatures  above  normal.  In  such  cases 
the  vaccine  should  be  given  by  the  physician 
who  cares  for  the  child. 

As  of  the  time  of  this  writing  only  one  case  of 
paralytic  poliomyelitis  had  been  reported  to 
the  Department  of  Health  in  1961.  This  case 
occurred  in  a sixteen-month-old  female  white 
child  in  the  Mott  Haven  district.  The  child 
received  two  Salk  injections.  Virus  Type  1 was 
recovered  from  the  blood,  but  the  stool  showed 
negative  results. 

During  the  corresponding  period  of  1960, 
29  cases  of  poliomyelitis  were  reported,  25  of 
which  were  paralytic.  No  fatalities  from 
poliomyelitis  have  been  reported  thus  far  in 
1961.  Last  year  at  this  time  three  deaths  had 
occurred.  Thus  far,  fewer  cases  have  been 
reported  to  date  than  during  any  other  year. 

Prophylaxis  Against 
Ophthalmia  Neonatorum 

Jules  E.  Vandow,  M.D.,  Director,  Research 
and  Development,  reported  on  an  evaluation 
study  of  different  methods  of  prophylaxis 
against  ophthalmia  neonatorum  used  in  New  York 
City.  The  purpose  in  presenting  this  material 
was  to  acquaint  the  committee  wdth  the  current 
status  of  prophylaxis  in  New  York  City  and  to 
restate  the  change  in  the  Health  Code  which  does 
not  require  any  method  of  prophylaxis.  There 
was  a discussion  regarding  the  time  of  appearance 
of  symptoms — forty-eight  to  seventy-two  hours 
following  birth.  Because  some  hospitals  dis- 
charge patients  in  twenty-four  hours  or  less  and 
20  per  cent  of  the  deliveries  have  had  either 
late  or  no  prenatal  care,  the  question  arose  as  to 
the  need  for  an  educational  campaign  stressing 
the  importance  of  postpartum  observation  of  the 
infant’s  eyes.  Dr.  Jacobziner  suggested  that  it 
might  be  desirable  to  focus  such  an  educational 
program  in  the  areas  of  high  incidence  of  late  oi 
no  prenatal  care  and  in  hospitals  where  patients 
are  being  discharged  in  twenty-four  hours  or  less. 
The  committee  recommended  and  approved  an 
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TABLE  VI. — Methods  of  Prophylaxis  Against 
Ophthalmia  Neonatorum  Used  in  94  Hospitals* 


Number  of  Hospitals  Using  f 
Method  1959  1960  1961  Total 


Silver  nitrate 

7 

12 

29 

48 

Penicillin 

Intramuscular 

1 

4 

1 

6 

Ointment 

1 

1 

Neosporin  (1  per  cent) 

1 

4 

5 

Ilotycin  (ointment) 

3 

1 

4 

Argyrol  (15  per  cent) 

2 

2 

Bacitracin 

1 

1 

Aureomycin 

Liquid 

1 

1 

Ointment 

1 

1 

Chloromycetin 

(ointment) 

1 

1 

Merthiolate  ( 1 : 3000) 

1 

1 

Terramycin  (drops) 

1 

1 

Total 

72 

* Of  these,  four  hospitals  may  use  some  drug  by 
order  of  the  private  obstetrician. 

t Twenty-three  of  the  94  hospitals  used  no  pro- 
phylaxis: 4 in  1959,  7 in  1960,  and  12  in  1961. 

intensive  training  program  for  the  residents  and 
staff  of  hospitals  in  such  areas. 

The  majority  of  the  committee  felt  that  the 
current  regulation  in  the  Health  Code  should  not 
be  changed. 

Dr.  Hodes  brought  up  the  question  regarding 
the  use  of  silver  nitrate,  to  which  he  is  very  much 
opposed,  and  suggested  that  it  might  be  desirable 
to  have  the  committee  discourage  the  use  of  this 
prophylaxis.  The  discussion  centered  around 
the  fact  that  the  choice  of  a prophylaxis  is  the 
responsibility  of  the  director  of  the  service  and 
not  of  the  Health  Department.  Therefore,  no 
action  was  taken. 

To  add  to  the  current  available  information, 
Jean  Pakter,  M.D.,  reported  on  the  number  of 
hospitals  with  maternity  and  newborn  services 
using  prophylaxis  as  of  May  23,  1961.  Table 
VI  is  a report  on  94  hospitals. 

Quadrigen  Reaction  Study 

Dr.  Jacobziner  reported  for  information  only 
on  the  Quadrigen  Reaction  Study  as  follows : 

The  New  York  City  Bureau  of  Child  Health 
and  the  Bureau  of  Preventable  Diseases  are 
conducting  a joint  study  in  the  child  health 
stations  in  the  Lower  East  Side.  The  purpose  of 
the  study  is  to  assess  the  reactions  induced  by 
a diphtheria,  pertussis,  tetanus,  and  poliomyelitis 
antigen  (D.P.T.P.)  (soluble  pertussis)  as  com- 
pared with  those  induced  by  two  triple  vaccines, 
one  containing  a soluble  pertussis  antigen  and 
one  with  a whole-cell  pertussis  antigen. 


Record  of  Immunization  to  Be  Sent 
with  Birth  Certificates 

Dr.  Jacobziner  reported  on  the  problem 
which  is  met  frequently  of  parents  who  do  not 
know  what  type  of  immunizations  their  children 
have  had.  A solution  that  the  Department  of 
Health  accompany  the  birth  certificate  with  a 
record  which  could  be  used  as  a permanent  record 
for  recording  all  types  of  immunizations  has  been 
followed  in  the  Bureau  of  Child  Health  services 
with  success.  The  committee  felt  that  this  was  a 
reasonable  approach  and  recommended  that  it  be 
carried  out. 

School  Services  for  Severely 
Handicapped  Children 

Miss  Margaret  A.  Losty  reviewed  briefly  the 
cooperative  efforts  of  the  Board  of  Education  and 
the  Health  Department  in  expanding  services  for 
severely  handicapped  children.  This  program 
which  had  been  demonstrated  through  a vol- 
untary organization  about  thirteen  years  ago 
with  a small  group  of  children  had  been  expanded 
to  include  a special  school  unit  in  each  borough 
for  the  admission  of  children  with  cerebral 
palsy.  Because  of  the  small  number  of  children 
with  cerebral  palsy  who  had  applied  at  an 
especially  built  unit  in  Staten  Island,  a change  in 
policy  was  instituted,  and  this  unit  admitted 
children  with  other  types  of  severe  orthopedic 
handicaps.  From  this  demonstration  it  was 
learned  that  it  might  be  desirable  to  change  the 
units  from  Cerebral  Palsy  Units  to  Special 
Orthopedic  School  Services  and  to  integrate 
children  with  a variety  of  disabilities.  On  this 
basis  the  services  have  been  extended  each  new 
school  year.  With  the  ending  of  June,  1961, 
there  are  seven  school  units  serving  the  needs  of 
approximately  200  children.  It  is  expected  that 
two  additional  school  units  will  be  opened  in 
September,  1961,  providing  three  units  in 
Brooklyn  and  two  in  the  Bronx.  There  are 
already  two  units  in  Queens  and  one  in  Man- 
hattan. 

A further  indication  in  progress  is  related  to 
the  age  group  of  children  admitted.  In  the 
early  days  of  the  program,  services  were  available 
only  to  children  from  four  to  ten  years  of  age. 
Children  who  reached  their  maximum  age  and 
could  not  move  on  to  other  types  of  classes 
within  the  school  system  were  then  returned  to 
home  instruction  and  became  homebound  chil- 
dren. At  the  present  time  there  is  no  restriction 
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in  relation  to  age,  and  children  may  remain  in 
classes  until  they  complete  their  elementary 
school  program.  In  1961  further  progress  was 
made  by  the  admission  of  a very  small  number  of 
children  to  high  schools.  On  the  basis  of  this 
experience,  it  is  expected  that  six  high  schools  will 
be  opened  in  September,  1961,  to  admit  children 
of  high  school  age  who  formerly  were  on  home 
instruction.  This  year,  therefore,  is  the  first 
time  in  the  history  of  the  New  York  City  school 
program  that  severely  handicapped  children 
have  had  the  opportunity  to  attend  a high  school 
program. 

Some  consideration  is  being  given  by  the 
Board  of  Education  to  the  admission  of  children 
with  an  I.Q.  of  below  75  in  September,  1961. 
At  the  present  time,  the  education  requirement 
for  admission  is  an  I.Q.  of  75  and  above.  There 
are  an  unknown  number  of  children  with  an 
I.Q.  of  below  75  who  have  had  the  advantages  of 
long  and  expensive  rehabilitation  in  medical 
rehabilitation  services  only  to  become  home- 
bound  individuals  because  no  facilities  in  schools 


have  been  available.  The  admission  of  these 
children  to  special  units  in  September,  1961,  is 
another  step  in  progress  in  services  for  the 
severely  handicapped  child. 

Adult  Diphtheria- Tetanus 
Toxoid  Injections 

Robert  W.  Culbert,  M.D.,  reported  the 
following  injections  were  given  since  the  initiation 
of  the  adult  tetanus  toxoid  program  for  children 
in  the  sixth  grade  in  the  spring  of  1960:  spring, 
1960,  33,000;  September,  1960,  to  April,  1961, 
30,000;  and  pending.  May  31,  1961, 14,983. 

No  severe  reactions  have  been  noted.  In 
general  the  reactions  that  have  been  reported 
have  been  comparable  to  those  seen  in  ordinar}' 
diphtheria-tetanus  toxoid. 

Conclusion 

The  Chairman  thanked  the  committee  mem- 
bers and  stated  that  the  City  of  New  York 
Department  of  Health  is  to  be  highly  commended 
for  its  excellent  work  on  behalf  of  children. 


''Mild  Coronary"  a Misleading  Term 


The  term  “mild  coronary”  is  seriously  misleading, 
according  to  an  article  by  William  Likoff,  M.D., 
Sheldon  Bender,  M.D.,  and  Leonard  Dreifus,  M.D., 
in  the  August  26,  1961,  issue  of  the  Journal  of  the 
American  Medical  Association. 

On  the  basis  of  a study  of  100  patients  over  a 
five-year  period,  it  appears  that  a mild  heart  attack 
resulting  from  an  incomplete  evolution  of  a major 
attack  may  very  well  recur  within  a short  time  and 
exact  a more  severe  penalty.  Mild  attacks  from 
occlusions  of  very  small  arterial  branches  are  less 
significant. 

Of  the  total  number  of  patients,  48  per  cent  suf- 


fered a second  heart  attack  within  five  years  after 
recovering  from  the  initial  attack.  Some  second 
attacks  occurred  within  twelve  months.  The  death 
rate  among  those  stricken  a second  time  was  18  per 
cent.  As  for  chronic  disability,  recurrences,  and 
ultimate  mortality,  the  fate  of  these  patients  re- 
sembled that  of  persons  with  significant,  if  not  ad- 
vanced, hardening  of  the  coronary  arteries. 

“This  study  strongly  implies  that  whatever  pro- 
tective measures  are  currently  available  should  be 
applied  for  an  absolute  minimum  of  two  years  fol- 
lowing the  initial  attack,  especially  when  the 
symptoms  . . . persist,”  the  authors  concluded. 
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Prepared  by  the  New  York  State  Professional  Relations 
Committee  of  the  Health  Insurance  Council, 

New  York  City 

FRANCIS  T.  CRAWLEY,  Editor 


WHAT  is  major  medical  expense  insurance 
and  what  is  the  difference  between  it  and  com- 
prehensive major  medical  insurance? 

Major  medical  expense  insurance  (and/or 
comprehensive  major  medical)  is  a broad  type 
of  coverage  offering  protection  against  the 
costs  of  a wide  range  of  expenses,  incurred  in  or 
out  of  the  hospital,  resulting  from  accidents  or 
illness.  This  type  of  protection  is  written  to 
cover  groups  or  individuals  and  utilizes  de- 
ductibles and  coinsurance  clauses  to  control  the 
cost  of  claims  and  keep  the  premium  within 
reasonable  bounds. 

Insurance  companies  employ  three  ways  of 
writing  this  coverage : 

1.  They  write  the  coverage  without  any 
consideration  for  what  is  known  as  basic 
coverage.  Incidentally,  basic  coverage  is  in- 
surance protection  from  the  first  dollar  to 
about  $400  of  surgical  expense  and  a certain 
period  of  initial  hospital  expense.  In  this 
case  the  deductibles  employed  in  major  medi- 
cal can  run  anywhere  from  $200  to  $1,000, 
and  the  coinsurance  clause  will  permit  the 
policy  to  pay  80  per  cent  of  all  expenses  in- 
curred after  the  deductible  is  satisfied.  The 
maximum  limits  in  policies  of  this  type  may 
be  anywhere  from  $5,000  to  $15,000,  and  the 
exclusions  are  very  limited. 

2.  The  second  approach  used  by  insurance 


Doctors  reading  this  column  are  encouraged  to  send 
in  their  questions  to  the  Health  Insurance  Council,  750 
Third  Avenue,  New  York  17,  New  York. 


companies  in  marketing  this  policy  is  to  take 
into  consideration  any  base  plan  already  in 
existence.  However,  in  writing  this  coverage 
the  benefits  of  the  policy  will  start  after  the 
base  plan  has  been  utilized  and  a small  de- 
ductible of,  for  example,  $100  has  been  satis- 
fied. Generally  in  this  case  the  company  will 
pay  75  to  80  per  cent  of  all  remaining  hospital 
and  medical  expenses.  The  scope  of  the  bene- 
fits is  very  much  the  same  as  those  described 
previously. 

Both  of  the  preceding  approaches  are  con- 
sidered to  be  major  medical  insurance. 

3.  The  third  method  of  selling  broad  cover- 
age to  the  public  is  through  a policy  offering 
what  is  called  comprehensive  protection. 
There  is  very  little  difference  between  compre- 
hensive protection  and  major  medical  pro- 
tection as  far  as  the  scope  of  the  benefits  is 
concerned.  The  difference  arises  in  the  way  it 
is  written.  The  deductibles  employed  are 
generally  low — $50  to  $100.  This  type  of 
coverage  is  almost  always  a group  coverage  and 
is  always  written  without  any  other  basic 
hospital  program  being  involved.  The  limits 
in  such  policies  may  be  very  large  as  in  major 
medical  expense  insurance,  and  a wide  range  of 
benefits  are  provided. 

The  whole  idea  is  to  recognize  the  indi- 
vidual’s ability  to  budget  for  the  smaller  costs 
which  he  will  have  to  meet  from  time  to  time 
and  to  provide  at  reasonable  rates  insurance 
protection  for  the  costly,  acute,  or  long-term 
illness. 


{Number  two  in  a series  of  Queries  and  Answers  on  Health  Insurance) 
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To  the  Editor: 

Resolution  34,  jjroposing  a general  conference  on 
medical  education,  hospital  service,  and  patient 
care  was  introduced  at  the  recent  meeting  of  the 
American  Medical  Association  in  New  York  City  by 
the  Medical  Society  of  the  State  of  New  Yorkd 
After  sympathetic  consideration,  the  Reference 
Committee  and  the  House  of  Delegates  recom- 
mended that  no  formal  action  be  taken  at  this  time 
because  of  the  cost  of  such  a venture  and  because 
many  of  the  problems  listed  were  under  continuing 
consideration  by  its  Board  of  Trustees  and  various 
councils  and  committees. 

Because  of  the  potential  all-encompassing 
benefits  to  public  health  and  welfare,  it  is 
probable  that  several  foundations  might  interest 
themselves  in  the  support  of  such  a program. 
The  American  Medical  Association  represents  the 
organized  medical  community  and  is  the  logical 
agency  to  conduct  such  an  endeavor.  It  can  thus 
forestall  its  initiation  and  control  by  other  agencies 
with  the  participation  of  the  American  Medical 
Association  limited  to  that  of  only  a single  partici- 
pating group. 

The  establishment  of  such  a commission  does  not 
imply  the  cessation  of  the  studies  already  under- 
taken by  the  several  committees  of  the  Board  of 
Trustees  or  the  councils  of  the  American  Medical 
Association,  but  rather  is  designed  to  further 
support  their  very  efforts  by  appropriate  inclusion 
and  to  enhance  the  importance  of  their  contributions 
by  their  proper  orientation  in  the  over-all  study. 

The  commission  is  designed  to  correct  the  basic 
inadequacy  of  the  detached  consideration  of  individ- 
ual problems  by  separate  committees  with  a narrow 
base  and  limited  charge.  Recommendations  by 
isolated  groups  often  create  new  problems.  A 
planning  conference  dealing  with  the  totality  of 
medical  education  and  medical  care  is  desirable  to 
obtain  the  proper  perspective  for  the  many  separate 
individual  viewpoints  of  medical  schools,  specialty 
boards,  hospitals.  Armed  Forces,  general  practi- 
tioners, and  consumer  groups;  and  to  set  forth  goals 
and  objectives,  determine  priorities,  and  outline  a 
program  for  the  solution  of  the  many  problems 
confronting  medical  education,  ho.spital  practice, 


and  patient  care.  Only  by  such  joint  consideration 
can  appropriate  emphasis,  proper  balance,  and  due 
attention  be  given  to  every  facet  and  all  aspects  of 
each  problem  confronting  medicine  in  relation  to  its 
over-all  relation  to  medical  care  and  public  health. 
A commission  with  a broad  approach  can  do  much  to 
eliminate  the  existing  anarchy  of  individual  group 
viewpoints  and  interests.  The  American  Medical 
Association  can  thus  extend  the  gains  of  the  original 
Flexner  report  to  hospital  service  and  patient  care  in 
the  modern  era  and  to  medical  education  in  the 
changing  medical  scene. 

In  his  statement  accompanying  his  approval  of 
the  budget  appropriation  bill  for  the  Department  of 
Health,  Education,  and  Welfare,  President  Eisen- 
hower noted  his  “concern  for  the  potential  harm 
in  the  diversion  into  research  of  the  manpower  and 
other  resources  needed  for  equally  vital  teaching  and 
medical  practice.”  The  report  of  the  Surgeon 
General’s  Consultant  Group  on  Medical  Education 
entitled,  “Physicians  in  a Growing  America,” 
recommends  an  increase  in  the  number  of  medical 
colleges  and  the  size  of  classes  to  meet  the  increasing 
need  by  the  nation  of  physicians  due  to:  (1)  the 
growth  in  population  and  change  in  its  age  composi- 
tion, with  greater  proportionate  increase  in  younger- 
and  older-age  groups;  (2)  the  increasing  rise  of 
medical  services  as  a result  of  higher  standards  of 
living,, improved  income,  educational  status,  urban- 
ization, hospital  and  medical  care  insurance,  and 
advances  in  medical  knowledge;  and  (3)  the  chang- 
ing patterns  of  medical  service  as  seen  in  the  growth 
of  specialization,  increased  hospital  utilization,  and 
the  increase  of  physicians  in  hospital  service,  teach- 
ing, research,  public  health,  industrial  medicine,  and 
administration,  with  a decrease  in  the  number  of 
physicians  in  general  practice  and  private  practice  of 
medicine.  Their  recommendation  offers  a delayed 
and  inadequate  solution  and  promises  to  aggravate 
the  present  problem  of  staffing  medical  colleges. 

An  over-all  stock  taking  of  medical  education, 
hospital  practice,  and  patient  care  is  imperative  and 
must  examine  all  facets  of  the  complex,  interrelated, 
and  mutually  dependent  segments  of  the  problem, 
including: 

(1)  undergraduate  medical  education;  (2) 
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graduate  medical  training;  (3)  hospital  service; 
(4)  medical  practice;  (5)  comprehensive  patient 
care;  (6)  wider  stress  and  application  of  pre- 
ventive medicine;  (7)  decline  in  the  number  and 
quality  of  candidates  entering  medicine;  (8) 
a means  of  better  evaluation  of  motivation  and 
aptitude  of  candidates  with  less  dependence  on 
grades;  (9)  the  shortage  of  interns  and  residents; 
(10)  the  length  and  content  of  curriculum;  (11) 
the  length  of  medical  education,  particularly  with 
specialism  adding  four  years  of  training  for  the 
internist  as  a general  practitioner;  ( 12)  the  decline 
in  number  of  general  practitioners  and  their 
present  isolation  and  uncertain  future  role  with 
lack  of  provision  for  their  integration  in  hospital 
or  medical  school  faculty  organization,  now 
oriented  to  specialties  only;  (13)  the  threatened 
abandonment  of  general  practice  and  the  personal 
physician  concept  in  the  offing;  (14)  the  promotion 
and  support  of  group  practice;  (15)  the  particular 
needs  of  rural  and  urban  communities;  (16)  the 
best  proportion  of  clinicians,  general  practitioners, 
researchers,  educators,  and  public  health  and 
industrial  health  physicians  and  administrators, 
and  the  determination  of  future  needs  in  each 
category;  (17)  the  increasing  cost  of  hospital 
services  and  of  medical  care  and  medication; 
( 18)  the  serious  nursing  shortage;  ( 19)  the  relation- 
ship and  full  utilization  of  ancillary  professional 
and  technical  personnel  to  lower  costs  and  assist 
and  relieve  the  physician,  resident,  and  intern; 
(20)  the  abuse  of  hospital  utilization;  (21)  the 
continuing  education  of  the  general  practitioner 
and  the  specialist  after  the  completion  of  initial 
training;  (22)  the  introduction  of  more  effective 
teaching  technics  and  the  development  of  new 
aids  and  facilities  for  undergraduate  and  post- 
graduate teaching;  (23)  the  diversification  and 
integration  of  programs  of  different  schools  and 
hospitals  to  yield  the  necessary  number  of  best 
trained  research  workers  and  teachers  in  medicine, 
specialists,  and  general  practitioners;  (24)  the 
problem  of  staffing  of  the  recommended  new 
medical  schools  and  the  expansion  of  existing 
medical  colleges;  (25)  the  proper  balance  between 
research,  undergraduate  and  graduate  teaching, 
and  patient  care  in  our  medical  schools;  (26) 
the  evaluation  and  modification  of  intern  training 
programs  to  provide  the  proper  number  and 
correct  proportion  of  straight,  mixed,  and  rotat- 
ing services;  (27)  a curriculum  for  the  intern- 
ship with  a required  check  list  of  familiarity, 
performance,  and  achievement  with  typical  case 
material  and  technics;  and  (28)  the  control  of 
quacks  and  cults. 

Just  as  war  is  too  serious  a business  to  be  en- 
trusted to  the  generals,  we  submit  that  the  health  of 
the  community,  as  determined  by  the  training  and 
distribution  of  physicians  for  medical  care,  requires 


more  than  the  sole  viewpoint  of  our  medical  colleges. 
Their  sequestered  approach  in  determining  the 
format  and  distribution  of  medical  care,  with  their 
emphasis  on  the  study  of  disease  rather  than  the 
care  of  patients,  has  been  unrealistic  and  has  con- 
tributed to  the  creation  of  many  difficulties  con- 
fronting medicine  today.  The  gains  by  break- 
through by  research  in  our  medical  schools  are  lost 
by  the  present  breakdown  in  the  distribution  and 
early  application  of  its  benefits. 

Neither  the  deans  of  our  medical  schools  nor  the 
individual  specialty  boards  nor  the  hospital  as- 
sociations alone  see  the  over-all  picture  in  its 
entirety.  A combined  conference  of  all  interested 
parties  will  compel  the  consideration  of  each  problem 
in  depth  and  will  leaven  the  separate  spheres  of 
interest.  A planning  conference  can  make  an  un- 
biased evaluation  of  individual  viewpoints  and  re- 
solve conflicts  for  the  common  good.  Only  by 
joint  consideration  of  the  many  linked  ve.xing  ques- 
tions by  all  concerned,  can  we  restore  appropriate 
emphasis  and  proper  balance.  It  is  the  present 
imbalance,  lack  of  definition,  and  uncertainty  of  our 
goals  that  is  at  the  root  of  many  of  our  problems. 

Such  a conference  should  include  representation 
from  medical  colleges,  hospitals,  organized  medicine, 
specialty  boards,  general  practitioners,  govern- 
mental agencies,  research  associations.  Armed 
Forces,  Blue  Shield  and  Blue  Cross  Plans,  licensing 
boards,  and  consumer  groups.*  Such  a conference 
should  set  forth  primary  goals  and  objectives, 
recommend  priorities,  resolve  inner  conflicts  be- 
tween existing  independent  groups  and  forces,  and 
outline  a program  of  action  for  the  immediate  amelio- 
ration and  ultimate  solution  of  the  many  present 
difficulties. 

Only  in  an  atmosphere  of  such  a conference  such 
as  here  proposed  can  adequate  consideration  be 
given  to  the  restoration  of  the  position  of  general 
practice  and  the  personal  practitioner  in  the  scheme 
of  medical  care  and  to  its  corollary  need,  the  two- 
year  mixed  internship.’*  The  latter  is  the  most 
promising  single  immediate  solution  to  the  intern 
and  resident  shortage  and  to  the  rapidly  progressing 
liquidation  of  the  general  practitioner  and  personal 
physician.’  In  like  manner,  solutions  of  the  other 


* Selective  representation  to  assure  a functioning 
group  could  come  from  the  American  Medical  Associa- 
tion, the  Council  on  Medical  Education  and  Hospitals, 
the  Commission  on  Accreditation,  the  American  Hos- 
pital Association,  the  Advisory  Board  of  Medical 
Specialties,  the  Academy  of  General  Practice,  the 
Association  of  American  Medical  Colleges,  the  Depart- 
ment of  Health,  Education,  and  Welfare,  the  National 
Research  Council,  the  National  Institutes  of  Health, 
the  Blue  Shield  Plans,  the  Blue  Cross  Plans,  National 
State  Licensing  Boards,  the  Armed  Forces,  the  AFL- 
CIO,  rural  and  urban  communities  and  other  consumer 
groups,  both  insured  and  noninsured,  and  such  others 
who  can  make  a contribution  to  this  important  sub- 
ject. 
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problems  confronting  medical  education  and  patient 
care  can  be  related  and  integrated  properly,  without 
creating  new  difficulties. 

Resolution  34  offers  a promise  of  better  care  of  the 
sick  and  better  health  for  all  Americans;  it  should 
be  presented  again  at  the  next  interim  session  of  the 
House  of  Delegates  of  the  A.M.A.  for  recom- 
mendation. The  American  Medical  Association 
can  capture  the  leadership  in  approving  such  a 
project.  Such  a conference  can  prevent  the  further 
encroachment  by  government  on  the  existing  format 
of  medical  care  and  its  ultimate  replacement  by  one 
form  or  other  of  socialized  medicine.  No  greater 
need  exists,  and  the  American  Medical  Association 


cannot  embark  on  any  more  important  venture  at 
this  time,  for  such  an  analytic  study  is  critical  and 
overdue. 

Alfred  Angrist,  M.D. 

Pathology  Department 

Albert  Einstein  College  of  Medicine 

New  York  61,  New  York 

^ Kruse,  H.  D.;  Medical  education,  medical 
practice,  and  medical  care.  Bull.  New  York  Acad.  Med. 
37:  311  (May)  1961. 

^ Angrist,  A. : Plea  for  two-year  mixed  intern- 
ship for  family  physician  and  specialist,  J.A.M.A. 
172  : 1637  (Apr.  9)  1960. 

® Bardin,  T.  E.:  Medical  students,  family  doctors, 
and  family  practice,  ibid.  176 : 479  (May  13)  1961. 


Report  from  Aboard  the  SS  HOPE 


To  the  Editor: 

The  following  letter  was  written  by  a Massa- 
chusetts physician  on  the  staff  of  the  SS  HOPE 
currently  on  a teaching  and  training  mission  in 
Indonesia.  Because  he  wrote  it  himself  on  his 
portable  typewriter  after  a twelve-hour  day,  I feel 
that  this  is  the  most  dramatic  and  eloquent  report  on 

For  the  first  time  in  two  weeks,  I can  sit  down 
and  collect  my  thoughts.  We  are  on  our  way  to 
Surabaja  after  two  hectic  weeks  of  “baptism  under 
fire”  or,  more  politely,  our  first  shakedown,  where 
we  went  through  the  throes  of  making  this  big, 
white  gleaming  ship,  filled  with  supplies,  equip- 
ment, and  talent,  into  a dynamic,  functioning 
hospital.  It  wasn’t  easy,  and  there  were  many 
problems  which  w'ould  have  staggered  a less  hardy 
and  dedicated  group  of  people.  Not  only  were 
there  the  usual  problems  of  opening  a hospital — 
a floating  hospital  at  that — but  also  there  were 
language  problems  in  getting  to  work  with  a new 
group  of  Indonesian  personnel  and  patients.  It’s 
a tribute  to  the  basic  friendliness  and  mutual  zeal 
of  all  concerned  that  we  weathered  this  initial 
confusion  as  well  as  we  did.  And,  now  that  we 
have  proved  that  this  can  work,  there  is  no 
doubt  that  we  shall  soon  improve  our  situation  to 
one  of  the  best  hospitals  in  this  part  of  the  world, 
with  the  advantage  of  being  mobile. 

I myself  was  concerned  primarily  with  the 
general  admission  of  patients  and  particularly 
with  the  care  of  those  with  obstetric  and  gyneco- 
logic diseases.  From  this  vantage  point  I was 
able  to  observe  small,  but  very  poignant,  aspects  of 
Indonesian  life — health  problems  for  both  the 
people  and  the  medical  profession  here.  I cannot 
even  begin  to  list  my  impressions  so  far.  Some  of 
them  are  still  being  formed.  Rather  than  details 
at  this  time,  I think  it’s  best  just  to  mention  that 


the  w'ork  of  this  mercy  ship  that  I can  send  you. 

Irma  Hunt 

The  People  to  People  Health 
Foundation,  Inc. 

1818  M Street,  N.W. 

Washington  6,  D.C. 

the  number  of  contrasts  between  America  and 
Indonesia,  and  among  Indonesians  themselves, 
is  most  startling.  I could  not  help  but  reflect  on 
how  fortunate  Americans  are  and  how  we  take  so  ^ 
much  for  granted,  not  realizing  all  the  blood,  ' 
effort,  and  sweat  that  went  into  making  our  high  ^ 
standard  of  living.  We  do  not  realize  that  these 
people  too  are  going  through  crises  and  problems 
similar  to  those  our  forefathers  went  through. 

Here  are  the  real  present  day  pioneers. 

Our  welcome  was  indeed  most  cordial,  not  only 
by  the  officials  and  our  Indonesian  colleagues,  but 
by  people  everjnvhere  we  went.  (4ur  reputation 
had  preceded  us,  and  their  e.xpectations  and  trust 
were  challenging  and  almost  embarrassing.  So  r 
many  people  needed  help!  So  many  people 
wanted  desperately  to  come  aboard  this  “miracle”  i 
ship  to  be  cured.  And  no  one  was  more  dis-  • 
appointed  than  I that  we  could  not  accommodate  I 
them  all.  In  fact,  we  hardly  had  our  gangway  ^ 
down  before  we  had  our  first  Indonesian  patient,  i 
a stevedore  who  had  fallen  oft'  a platform  on  the  J 
dock,  broken  his  arm,  and  suffered  multiple  ^ 

lacerations  and  contusions  and  who  was  in  shock.  * 

They  brought  him  aboard;  we  set  his  arm  and  ' 
patched  him  up.  A few  days  later,  the  real 
procession  of  the  patients  began.  Filing  slowlj’^  ‘ 
through  or  being  borne  in  stretchers  or  wheel  ' 
chairs,  came  the  line  of  pathetic  sick  people, 
young  and  old,  stoic  and  amazingly  uncomplain- 
ing in  spite  of  the  many  advanced  stages  of  disease. 
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Then  with  the  usual  qualms  and  trepidation  that 
accompany  momentous  beginnings  we  saw  our 
plans  and  aspirations  swinging  into  gear  as  all 
the  myriad  departments  that  make  up  a hospital 
started  to  function.  To  me  this  was  very  sig- 
nihcant,  and  most  meaningful. 

I won’t  go  into  the  deficiencies  of  the  medical 
system  here  lest  it  detract  from  the  great  credit  our 
colleagues  deserve  for  laboring  under  difficult 
handicaps  and  for  the  considerable  progress  they 
have  made  and  continue  to  make  since  winning 
independence.  That  they  are  not  able  to  do 
many  things  here  which  we  consider  common- 
place is  not  due  to  a lack  of  knowledge  or  train- 
ing about  such  things.  In  fact,  they  impressed  me 
as  being  quite  enlightened  about  advances  in 
medicine,  and  many  have  had  fine  postgraduate 
training  in  the  United  States  or  Europe.  Their 


tremendous  work  load  and  limited  amounts  of 
medications,  equipment,  and  other  practical 
problems  make  certain  compromises  necessary. 
I’ve  come  to  know  a few  personally,  and  they  are 
most  gracious  and  most  eager  to  learn.  One  in 
particular.  Dr.  Sjaifoellah  Noer,  who  is  in  my  age 
group,  is  my  roommate,  and  this  association  I 
find  mutually  rewarding,  not  only  in  terms  of 
companionship  and  professional  relations,  but 
also  in  that  we  both  learn  from  each  other  in  our 
many  discussions  of  our  respective  problems. 

Finally,  I can  say  that  it  will  be  a while  before  we 
can  evaluate  the  full  impression  and  usefulness  of 
our  work  with  these  people.  But  I have  the 
feeling  that  in  small  ways  it  will  be  good. 

Arnold  J.  Smolder,  M.D. 

SS  HOPE 
Indonesia 


Women  More  Alert  to  Physical  Examinations  Than  Men 


If  American  homemakers  are  in  better  physical 
condition  than  their  husbands,  it  may  weU  be  because 
they  have  more  frequent  medical  check-ups.  Almost 
five  times  as  many  women  as  men  have  regular 
twice-yearly  check-ups,  according  to  personal  statis- 
tics on  65  homemaker-delegates  attending  McCall’s 
Fifth  Annual  Congress  on  Better  Living,  in  Septem- 
ber, 1961. 

Twenty-eight  per  cent  of  the  women  questioned 
said  they  have  regular  check-ups  every  six  months, 
but  only  six  per  cent  of  the  men  are  examined  that 
frequently.  Wives  apparently  have  quite  an  in- 


fluence on  their  husband’s  medical  outlook,  for  al- 
most the  same  percentage  of  men  and  women  say 
they  have  annual  check-ups — 48  per  cent  of  women, 
49  per  cent  of  men.  However,  a significant  gap  ap- 
pears in  the  figures  for  those  who  have  check-ups 
less  often  than  once  a year.  Twenty -eight  per  cent  of 
the  men  admit  to  less-than-annual  check-ups,  almost 
twice  as  many  as  the  15  per  cent  of  women  who  have 
fewer  than  one  a year. 

Interestingly,  17  per  cent  of  the  men  didn’t 
answer  the  question  on  frequency  of  check-ups, 
while  only  9 per  cent  of  the  women  didn’t  respond. 
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American  Medical  Association  and  the 
Federal  government  declared  all-out  war  on 
medical  quacks  and  charlatans  who  bilk  the  sick 
and  gullible  of  hundreds  of  millions  of  dollars  each 
year  through  useless  gadgets,  phony  nostrums,  fake 
reducing  pills,  and  the  many  other  gimmicks  of  the 
medicine  show  trade. 

The  campaign  was  launched  at  the  First  National 
Congress  on  Medical  Quackery,  under  joint  spon- 
sorship of  the  A.M.A.  and  the  U.S.  Food  and  Drug 
Administration,  October  6 and  7 at  the  Sheraton- 
Park  Hotel  in  Washington. 

Among  the  keynote  speakers  were  two  top  officials 
in  President  John  Kennedy’s  cabinet.  Secretary  of 
Health,  Education,  and  Welfare  Abraham  A. 
Ribicoff  and  Postmaster  General  J.  Edward  Day. 
Leonard  W.  Larson,  M.D.,  president  of  the  A.M.A., 
and  Oliver  Field,  Director  of  the  A.M.A.  Depart- 
ment of  Investigation,  spoke  for  organized  medicine. 

Others  on  the  program  included  Herbert  J.  Miller, 
assistant  U.S.  attorney  general  in  charge  of  the 
criminal  division;  George  P.  Larrick,  commis- 
sioner of  the  FDA,  and  Paul  Rand  Dixon,  chair- 
man of  the  Federal  Trade  Commission. 

Other  speakers  included  representatives  of  the 
American  Cancer  Society,  the  Arthritis  and  Rheu- 
matism Foundation,  and  the  National  Better  Busi- 
ness Bureau. 

C.  Joseph  Stetler,  director  of  the  Legal  and  Socio- 
Economic  Division  of  the  A.M.A.  presided  at  the 
meeting. 

Many  state  and  county  medical  societies  from 
throughout  the  nation  sent  representatives  to  the 
Congress.  They  carried  back  to  their  societies 
plans  for  cooperation  with  enforcement  agencies 
at  the  local  level  and  for  a step-up  of  public  educa- 
tion on  the  subject  in  an  accelerated  campaign 
against  quacks. 

Highlights  of  the  talks  included:  Larson.- — “We 
must  educate  the  public  thoroughly  and  effectively. 
We  must  wage  psychological  as  well  as  scientific 
warfare.  We  must  not  only  prove  the  worthlessness 
of  quackery,  but  we  also  must  establish  confidence 
in  sound  medical  and  health  care.  Speaking  for 
the  American  Medical  Association  and  our  180,000 
physician-members,  I pledge  our  efforts  to  the  final 
eradication  of  quackery  and  all  its  minions  and 
satraps.” 

Prepared  by  the  Washington  office  of  the  American 
Medical  Association,  Washington,  D,C. 


Ribicoff. — “The  total  cost  of  unnecessary  or 
dangerous  medications  in  this  country  probably  ex- 
ceeds $1  billion  each  year.  Much  of  this  expense  is 
to  men,  women,  and  children  who  dearly  need  this 
money  for  good  medical  care  or  for  other  neces- 
sities of  life.  But  quackery’s  costs  in  dollars  only 
introduces  the  story.  In  terms  of  false  hopes  raised, 
in  terms  of  ugly  delusions  fostered,  in  terms  of 
tinkering  with  human  life  itself,  the  cost  cannot  be 
measured.  The  quack  flirts  with  disaster.  He 
challenges  the  sixth  Commandment:  ‘Thou  shalt 
not  kiU.’” 

Larrick. — “The  most  widespread  and  e.\pensive 
type  of  quackery  in  the  United  States  today  is  in 
the  promotion  of  vitamin  products,  special  dietary 
foods,  and  food  supplements.  Millions  of  con- 
sumers are  being  misled  concerning  their  need  for 
such  products.  Complicating  this  problem  is  a 
vast  and  growing  ‘folklore’  or  ‘mythology’  of  nu- 
trition which  is  being  built  up  by  pseudoscientific 
literature  in  books,  pamphlets,  and  periodicals. 
As  a result,  millions  of  people  are  attempting  self- 
medication  for  imaginary  and  real  illnesses  with  a 
multitude  of  more  or  less  irrational  food  items. 
Food  quackery  today  can  only  be  compared  to  the 
patent  medicine  craze  which  reached  its  height  in 
the  last  century.  Especially  disturbing  is  the  tend- 
ency shown  by  some  big  and  hitherto  respected 
food  concerns  to  use  quackery  in  their  sales  ma- 
terial.” 

Dixon.- — “Properly  drafted  and  administered 
legislation  giving  the  Federal  Trade  Commission 
power  to  issue  temporary  cease-and-desist  orders 
would,  while  observing  all  the  requirements  of  due 
process,  make  it  possible  to  protect  the  public  in- 
terest more  adequately  in  many  areas.  Although 
in  the  case  of  food,  drug,  and  cosmetic  advertising 
the  Commission  can. . . apply  to  district  courts  for 
temporary  injunctions,  it  would  be  much  more 
efficient  for  the  Commission  itself  to  issue  temporary 
orders  in  those  cases  as  well  as  in  others.” 

Day. — “The  peddling  of  fake  medical  cures  is  the 
most  prominent  fraudulent  activity  conducted 
through  the  U.S.  mails  today.  This  huge  ‘industry’ 
— and  it  has  grown  to  that  extent — is  so  prevalent 
and  so  widespread  that  it  taxes  the  manpower  of  the 
Postal  Inspection  Service  to  the  utmost  in  tr3dng  to 
bring  the  perpetrators  to  justice.  We  are  doing 
everything  we  can  to  make  more  of  our  inspectors 
available  to  work  on  cases  of  this  nature,  to  the 
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extent  it  wall  not  jeopardize  enforcement  in  other 
fields.” 

L.  Henry  Garland,  M.D.,  American  Cancer 
Society.- — “The  charlatan  is  in  business  to  make 
money  and  he  does  so  by  offering  hope.  He  tends 
to  be  courteous,  optimistic,  easily  understood  by 
the  laymen,  and  confident  that  cure  can  be  obtained. 
His  patient  does  not  care  that  the  method  used  is  a 
secret  one,  that  the  testimonials  are  largely  fraudu- 
lent, or  that  the  ‘doctor’  may  not  even  be  licensed. 
All  he  knows  is  that  he  is  being  reassured  and  treated 
by  someone  who  seems  to  be  interested  in  him  as  a 
person.  If  it  is  granted  that  the  causes  of  charla- 
tanism are  . . . diverse,  it  seems  obvious  that  control 
must  be  equally  diverse — composed  of  the  difficult 
and  slow  triad — public  education,  professional 
education,  and  continued  research  in  cancer  pre- 
vention.” 

R.  W.  Lamont-Havers,  M.D.,  Arthritis  and 
Rheumatism  Foundation. — “That  this  is  a large 
problem  is  indicated  by  the  estimated  250  million 
dollars  a year  that  arthritic  victims  spend  upon  un- 
proven, and  misrepresented  products  in  a vain  at- 
tempt to  obtain  unrealizable  relief  from  their  suf- 
fering. Not  all  of  these  products  are  quackery  in 
the  sense  of  being  useless.  Some  contain  active 
ingredients,  usually  salicylates,  or  apparatus  such 


as  vibrators,  but  are  promoted  with  such  misrepre- 
sentation of  effects  that  the  arthritic  fully  expects 
results  beyond  the  capabilities  of  the  drug.  Others 
are  outright  quackery  and  include  such  popular 
items  as  alfalfa  tea,  uranium  pads,  honey  and 
vinegar,  and  so  forth.  Of  particular  concern  are 
the  widely  advertised  so-called  ‘clinics,’  chiefly  in 
Missouri  and  Florida.” 

Field. — “We  would  like  to  envision  the  time 
when  we  can  cease  to  worry  about  the  medical 
quack.  But  it’s  going  to  take  an  awful  lot  of  doing. 
The  Food  and  Drug  Administration,  the  Post  Office 
Department,  the  Federal  Trade  Commission,  and 
the  Food  and  Drug  groups  of  many  states  of  the 
Union,  cannot  do  the  job  alone. 

It  takes  a program  which  seeks  to  acquaint 
the  public  with  the  problem,  and  swings  into 
action  quickly  when  there  is  a threat  to  the 
community  or  to  the  nation  at  large.  This  takes 
the  help  of  all  interested  people,  consumer  groups, 
educational  groups,  religious  organizations,  and, 
most  of  all,  those  responsible  for  the  education 
of  the  American  youth. . . The  emphasis  should  be 
on  letting  public  know,  strengthening  the  laws 
where  necessary,  but,  most  of  all,  providing  a means 
of  distinguishing  between  the  legitimate  medical 
practitioner  and  the  one  who  pretends  to  be  one.” 


Dental  Conditions  Among  Most  Common  Diseases  Afflicting  American  People 


Dental  conditions,  caries  and  periodontal  disease, 
are  among  the  most  common  of  all  diseases  afflicting 
the  American  public.  Yet  this  area  of  health  is 
probably  one  of  the  most  commonly  neglected,  ac- 
cording to  a report  by  the  Health  Information  Foun- 
dation. 

Since  only  limited  nation-wide  statistics  were 
available,  the  report  was  based  largely  on  data  col- 
lected by  various  agencies  in  scattered  surveys  of 
local  communities.  The  chief  findings  were  these: 

It  is  estimated  that  the  180  million  Americans 
have  a grand  total  of  at  least  700  million  unfilled 
cavities,  an  average  of  about  4 cavities  per  person. 

Studies  on  children’s  primary  teeth  indicate  a 
striking  need  for  dental  care.  In  one  study,  for 
example,  the  average  child  at  age  six  was  found  to 
have  about  six  primary  teeth  that  were  either  de- 
cayed, filled,  or  in  need  of  extraction.  By  age 


fifteen,  the  average  child  had  about  10  decayed  per- 
manent teeth. 

A study  of  school  children  in  two  communities 
in  New  York  State  showed  that  children  drinking 
fluoridated  water  had  57  per  cent  fewer  decayed, 
missing,  or  filled  permanent  teeth  than  children 
living  in  the  area  where  water  was  not  fluoridated. 

Periodontal  disease  becomes  an  increasingly  im- 
portant source  of  dental  trouble  with  age,  affecting 
more  than  half  the  population  forty-five  and  older. 

According  to  the  U.S.  National  Health  Survey, 
approximately  22  million  persons,  12  per  cent  of  the 
population,  have  lost  all  their  permanent  teeth. 

Eighty-eight  per  cent  of  a sample  of  the  public 
has  said  that  people  should  visit  a dentist  for  peri- 
odic examination  and  treatment,  yet  only  about  40 
per  cent  of  the  population  is  actually  seen  by  den- 
tists during  the  year 
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Benjamin  Brodie,  M.D.,  of  Brooklyn,  died  on 
October  6 at  Maimonides  Hospital  at  the  age  of  sixty- 
nine.  Dr.  Brodie  graduated  in  1916  from  New  York 
University  and  Bellevue  Hospital  Medical  College. 
Retired,  he  was  a consultant  in  otolaryngology  at 
Maimonides  and  Cumberland  Hospitals.  Dr. 
Brodie,  former  director  of  otolaryngology  at  Mai- 
monides Hospital,  was  a Diplomate  of  the  American 
Board  of  Otolaryngology,  a Fellow  of  the  Interna- 
tional College  of  Surgeons,  and  a member  of  the 
New  York  Rhino-Otolaryngological  Society,  the 
Kings  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Valerio  A.  di  Sant’Agnese,  M.D.,  of  New  York 
City,  died  on  August  15  at  Lausanne,  Switzerland. 
Dr.  di  Sant’Agnese  received  his  medical  degree  from 
the  University  of  Rome  in  1901  and  was  a member 
of  the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Sidney  Solomon  Epstein,  M.D.,  of  New  York 
City,  died  on  October  6 at  Mount  Sinai  Hospital  at 
the  age  of  sixty-one.  Dr.  Epstein  graduated  in 
1925  from  Long  Island  College  Hospital  Medical 
School. 

Moritz  Jacobson,  M.D.,  of  New  York  City  and 
Hampton,  Connecticut,  died  on  July  14  at  his  home 
at  the  age  of  eighty-one.  Dr.  Jacobson  received 
his  medical  degree  from  the  University  of  Berlin  in 
1910.  He  was  a senior  clinical  assistant  in  arthritis 
at  the  Mount  Sinai  Hospital  Outpatient  Department. 
Dr.  Jacobson  was  a member  of  the  American  Academy 
of  General  Practice,  the  New  York  Rheumatism 
Association,  the  Rudolf  Virchow  Medical  Society, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Richard  Lewisohn,  M.D.,  of  New  York  City,  died 
on  August  11  at  Mount  Sinai  Hospital  at  the  age 
of  eighty-six.  Dr.  Lewisohn  received  his  medical 
degree  from  the  University  of  Freiburg  in  1899.  He 
was  a consultant  in  surgery  at  the  Mount  Sinai 
Hospital.  In  1955  the  American  Association  of 
Blood  Banks  gave  Dr.  Lewisohn  its  Karl  Land- 


steiner  Award  for  having  freed  the  blood  transfu- 
sion technic  from  dependence  on  live  donors,  and 
in  1959  the  Royal  College  of  Surgeons,  London, 
England,  made  him  an  Honorary  Fellow.  Dr. 
Lewisohn  was  a Diplomate  of  the  American  Board 
of  Surgery,  an  Honorary  Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American 
Gastro-Enterological  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical 
Society,  the  New  York  Pathological  Society,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  John  Lowrie,  M.D.,  of  New  York  City, 
died  on  October  10  at  St.  Vincent’s  Hospital  at 
the  age  of  sixty-five.  Dr.  Low'rie  graduated  in  1922 
from  the  University  of  Toronto  Faculty  of  Medicine. 
He  was  an  attending  in  obstetrics  and  gynecology  at 
St.  Vincent’s  and  Bellevue  Hospitals  and  a consult- 
ant in  obstetrics  and  gynecology  at  City  Hospital 
at  Elmhurst  and  General  Hospital,  Passaic,  New 
Jersey.  A former  associate  clinical  professor  of 
obstetrics  and  gynecology.  Dr.  Lowrie  was  a Diplo- 
mate of  the  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the  American 
Public  Health  Association,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Simon  Message,  M.D.,  of  Brooklyn,  died  on 
October  2 at  the  Medical  Arts  Center  Hospital  at 
the  age  of  seventy-seven.  Dr.  Message  graduated 
in  1911  from  Long  Island  College  Hospital  Medical 
School  and  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Sydney  Nussbaum,  M.D.,  of  Brooklyn,  died  on 
October  3 in  Miami  Beach  at  the  age  of  sixty-eight. 
Dr.  Nussbaum  graduated  in  1918  from  Columbia 
University  College  of  Physicians  and  Surgeons.  A 
consultant  in  pediatrics  at  Coney  Island  and  Madi- 
son Park  Hospitals,  he  was  also  professor  of  pedi- 
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atrics  and  chief,  Division  of  Institutional  Health, 
Education,  and  Welfare  at  Adelphi  College  from  1954 
to  1960,  and  a former  secretary  of  the  medical 
board  and  executive  committee  chairman  at  Coney 
Island  Hospital.  Dr.  Nussbaum  was  a Diplomate 
of  the  American  Board  of  Pediatrics,  a Fellow  of 
the  American  College  of  Physicians,  and  a member  of 
the  American  Academy  of  Pediatrics,  the  Brooklyn 
Academy  of  Pediatrics,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Phinehas  Salman,  M.D.,  of  Forest  Hills,  died  on 
September  28  at  his  home  at  the  age  of  eighty-one. 
Dr.  Salman  graduated  in  1918  from  the  University 
of  Oklahoma  School  of  Medicine  and  was  a member 
of  the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 


can Medical  Association. 

William  Perrine  Van  Wagenen,  M.D.,  of  Rush, 
died  on  August  7 at  the  age  of  sixty-four.  Dr.  Van 
Wagenen  graduated  in  1923  from  Harvard  Univer- 
sity Medical  School.  He  was  a consultant  in 
neurosurgery  at  Strong  Memorial  Hospital  and  an 
attending  in  neurosurgery  at  Veterans  Administra- 
tion Hospital.  Retired  in  1953,  he  was  an  associate 
professor  of  neurological  surgery  at  the  University 
of  Rochester  School  of  Medicine  and  Dentistry  and 
a past-president  of  the  American  Neurological  As- 
sociation. Dr.  Van  Wagenen  was  a Diplomate  of 
the  American  Board  of  Neurological  Surgery  and  a 
member  of  the  American  Neurological  Association, 
the  Harvey  Cushing  Society,  the  Monroe  County 
Medical  Society,  and  the  Medical  Society  of  the 
State  of  New  York. 


ANNOUNCEMENT 

Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  op  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  re- 
printed in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal, 
750  Third  Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per 
pamphlet  to  cover  costs. 
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New  Clinical  Center  Study  of  Whipple’s  Disease — 
The  cooperation  of  physicians  is  requested  in  a com- 
prehensive study  of  Whipple’s  disease  currently  in 
progress  at  the  Clinical  Center,  National  Institutes 
of  Health,  Bethesda,  Maryland.  This  disease 
tends  to  occur  in  middle-aged  males  and  in  its  fully 
expressed  form  it  is  characterized  by  a noncrippling 
arthritis,  diarrhea  with  malabsorption,  abdominal 
distention,  cough,  weight  loss,  and  asthenia.  The 
diagnosis  can  be  established  with  certainty  by  ob- 
taining biopsies  of  peripheral  lymph  nodes  or  of  in- 
testinal mucosa  and  demonstrating  the  presence  of 
macrophages  containing  material  that  stains  with 
the  periodic  acid-Schiff  (PAS)  stain. 

The  purpose  of  the  study,  conducted  by  the 
National  Institute  of  Arthritis  and  Metabolic  Dis- 
eases, is  to  investigate  therapeutic  measures  that 
are  capable  of  producing  remissions  of  this  otherwise 
fatal  disorder  and,  possibly,  to  gain  insight  into  the 
underlying  mechanisms  responsible  for  this  disease. 
Patients  are  needed  who  have  either  sufficient 
circumstantial  evidence  to  warrant  suspecting  this 
disorder  or  definite  proof  of  the  presence  of  the  dis- 
ease. Those  patients  who  are  admitted  to  the  study 
will  undergo  an  initial  clinical  evaluation  to  con- 
firm the  diagnosis  and  will  then  be  placed  on  regi- 
mens designed  to  produce  remissions  of  their  disease. 
The  duration  of  a patient’s  stay  will  be  determined 
primarily  by  the  manner  in  which  he  responds  to 
such  treatment. 

On  completion  of  the  studies,  the  patients  will  be 
returned  to  the  care  of  their  referring  physicians 
and  complete  summaries  of  the  Clinical  Center’s 
evaluations  will  be  sent  to  their  physicians.  It  is 
sometimes  desirable  to  arrange  for  occasional 
follow-up  visits  by  the  patients.  These,  however, 
supplement  rather  than  substitute  for  visits  to  the 
patients’  personal  physicians. 

Physicians  interested  in  the  possibility  of  referring 
individual  patients  should  write  or  telephone: 
Leonard  Laster,  M.D.,  Senior  Investigator,  Gas- 
troenterology Unit,  National  Institutes  of  Arthritis 
and  Metabolic  Diseases,  Bethesda  14,  Maryland. 
Telephone:  496-4021 

Lectures  on  Ophthalmic  Surgery — The  Institute 
of  Ophthalmology  of  the  Americas  of  the  New 
York  Eye  and  Ear  Infirmary  has  announced  that 
Dr.  Joaquin  Barraquer,  vice-president  of  the 
Institute  Barraquer,  Barcelona,  Spain,  will  give 


a series  of  five  lectures  on  “Technics  in  Ophthalmic 
Surgery”  February  5 through  9,  1962.  The  lec- 
tures will  be  augmented  by  films  and  slides  and  time 
will  be  given  to  questions  from  the  audience. 

For  registration  apply  to:  Mrs.  Tamar  Weber, 

Registrar,  Institute  of  Ophthalmology  of  the  Ameri- 
cas, New  York  Eye  and  Ear  Infirmarj',  218  Second 
Avenue,  New  York  3,  New  York. 

Health  Service  Project  Grants — Application  from 
public  and  nonprofit  agencies  for  project  grants 
authorized  by  the  new  Community  Health  Services 
and  Facilities  Act  are  now  being  accepted  by  the 
Public  Health  Service. 

The  grants  are  for  developing,  demonstrating,  or 
studying  new  methods  of  providing  health  services, 
particularly  for  the  chronically  ill  and  aged. 

Congress  has  appropriated  approximately  three 
million  dollars  to  finance  the  new  grant  program 
this  year.  Types  of  projects  eligible  for  aid  include: 
home  nursing  services  for  the  chronically  ill  and 
aged,  improvements  in  the  care  given  to  patients 
in  nursing  homes,  and  programs  for  making  a variety 
of  the  therapeutic  and  other  services  available  to 
patients  in  their  own  homes.  The  project  must 
not  only  be  useful  to  the  community  that  conducts  it 
but  also  must  show  promise  of  yielding  knowledge 
that  ■will  help  other  communities  to  develop  similar 
services. 

Application  blanks  are  available  from  Public 
Health  Service  staffs  in  all  regional  offices  of  the 
U.S.  Department  of  Health,  Education,  and  Welfare 
and  from  the  Grants  Management  Branch  of  the 
Bureau  of  State  Services,  Public  Health  Service, 
Washington  25,  D.C. 

Help  for  Sufferers  from  Rare  Blood  Diseases — 
Sufferers  from  a number  of  infrequent  blood  diseases, 
who  have  had  no  organized  help,  will  be  included  in 
the  program  of  the  National  Hemophilia  Foundation 
according  to  a decision  just  made  by  the  Founda- 
tion’s Executive  Committee. 

Included  in  the  Foundation’s  program  from  now 
on  will  be  all  persons  affficted  with  inherited  defi- 
ciencies of  the  coagulation  factors.  Martin  C. 
Rosenthal,  M.D.,  medical  ad'visor  to  the  Founda- 
tion, explained  that  this  includes  patients  with 
pseudohemophilia,  parahemophilia,  and  congenital 
fibrinogen  deficiency.  It  does  not  include  such 
acquired  blood  defects  as  leukemia  or  thrombocyto- 
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penia. 

For  information  write  to:  The  National  Hemo- 
philia Foundation,  175  Fifth  Avenue,  New  York  10, 
New  York. 

New  Workmen’s  Compensation  Form — The  at- 
tention of  all  physicians  is  called  to  the  revised 
Workmen’s  Compensation  form  C-4  (2-61)  “At- 
tending Physician’s  Report.”  This  form  is  ef- 
fective immediately  although  previous  forms  may 
be  used  through  December  31,  1961.  Beginning 
January  1,  1962,  only  the  revised  form  is  to  be  used. 

The  addition  of  a new  item  10  (d)  relating  to 
the  need  for  rehabilitation  of  the  injured  person 
should  also  be  noted. 

The  physician’s  cooperation  in  the  prompt  and 
complete  filing  of  all  Workmen’s  Compensation 
forms  is  essential  for  the  proper  handling  of  com- 
pensation claims  and  is  to  the  best  interest  of  the 
patient. 

Center  of  Alcohol  Studies  to  Move  to  Rutgers — 
The  Center  of  Alcohol  Studies  which  had  its  be- 
ginning at  Yale  University  in  1921  will  be  relocated 
at  Rutgers  University  and  will  now  be  known  as 
the  Rutgers  Center  of  Alcohol  Studies. 

The  transfer  of  the  Center,  internationally  known 
for  the  study  of  alcohol  in  its  social,  biological, 
psychologic,  and  sociologic  aspects,  has  been  made 
possible  by  a grant  from  the  National  Institute  of 
Mental  Health.  The  grant  will  finance  the  Center’s 
transfer  from  New  Haven  to  New  Brunswick  and 
most  of  the  costs  of  its  operations  through  the  next 
six  years. 

Correspondents  are  requested  to  use  the  present 
address,  52  Hillhouse  Avenue,  Yale  Station,  New 
Haven,  Connecticut,  for  the  Summer  School,  the 
Archive,  the  Quarterly  Journal,  and  the  Center 
in  general  until  further  notice.  No  actual  move  is 
anticipated  for  several  months. 

Medical  Volunteers  for  Foreign  Mission  Field — 
The  American  Medical  Association’s  Department 
of  International  Health  is  seeking  the  names  of 
physicians  who  will  volunteer  for  emergency 
service  in  the  foreign  mission  field  on  a temporary 
basis. 

Each  physician  who  volunteers  will  be  asked  to 
complete  an  application  form.  The  information  on 
the  form  will  be  used  by  the  missionary  agencies  in 
considering  the  qualifications  of  the  applicant. 
The  final  choice  as  to  the  acceptability  of  each  vol- 
unteer physician  will  rest  with  the  screening  com- 
mittees of  the  missionary  agency. 

Physicians  interested  in  volunteering  for  such 
service  should  write  to:  Department  of  Inter- 
national Health,  535  North  Dearborn  Street, 
Chicago  10,  Illinois. 


Mental  Health  Comic  Book — The  New  York 
State  Department  of  Mental  Hygiene  has  announced 
the  publication  of  a new  edition  of  the  well-known 
Blondie  mental  health  comic  book.  The  comic 
book  stresses  the  basic  principles  of  behavior  and 
has  been  enthusiastically  endorsed  by  psychiatrists, 
clergymen,  teachers,  and  other  professionals  in- 
terested in  mental  health. 

Single  copies  of  the  new  comic  book  may  be 
obtained  without  charge  by  writing  to  the  New 
York  State  Department  of  Mental  Hygiene,  Albany. 
Limited  quantities  are  available  free  to  recognized 
agencies  and  organizations  in  New  York  State. 

Postgraduate  Radio  Programs — The  New  York 
Academy  of  Medicine  announces  its  December 
schedule  for  its  forty-ninth  series  of  postgraduate 
radio  programs.  The  programs  will  be  presented 
on  Saturdays  at  4:30  p.m.  over  Station  WBAI 
(FM  99.5  megacycles). 

December  2 — “The  Biological  Foundations  of 
Wound  Repair”  Paul  Weiss,  M.D.,  member  and 
professor.  The  Rockefeller  Institute,  New  York 
City. 

December  9 — “The  Importance  of  Increased 
Spending  by  Government  on  Voluntary  Agencies” 
Joseph  C.  Hinsey,  Ph.D.,  Director,  The  New  York 
Hospital-Cornell  Medical  Center,  New  York  City. 

December  16 — “Psychology  of  Smoking”  Charles 
C.  McArthur,  Ph.D.,  psychologist.  University 
Health  Services,  Harvard  University,  Cambridge, 
Massachusetts. 

December  2S — “A  Conceptual  Foundation  to  the 
Clinical  Approach  to  Family  Conflict”  Nathan 
W.  Ackerman,  M.D.,  clinical  professor  of  psychi- 
atry, Columbia  University  College  of  Physicians 
and  Surgeons,  New  York  City. 

December  30 — “Recognition  and  Management 
of  the  Common  Psychoneuroses  (panel  discussion) 
Dana  W.  Atchley,  M.D.,  moderator,  emeritus 
professor  of  clinical  medicine,  Columbia  University 
College  of  Physicians  and  Surgeons,  with  SherVert 
H.  Frazier,  M.D.,  William  B.  Terhune,  M.D.,  and 
S.  Bernard  Wortis,  M.D. 

Course  in  Laryngology  and  Bronchoesophagology 
in  Illinois — The  Department  of  Otolaryngology, 
University  of  Illinois  College  of  Medicine,  will 
conduct  a postgraduate  course  in  laryngology  and 
bronchoesophagology  from  April  2 through  14, 
1962,  under  the  direction  of  Paul  H.  Holinger,  M.D. 

Registration  will  be  limited  to  fifteen  physicians 
who  will  receive  instruction  by  means  of  animal 
demonstrations  and  practice  in  bronchoscopy  and 
esophagoscopy,  diagnostic  and  surgical  clinics,  as 
well  as  didactic  lectures. 

For  information  write  to:  Department  of  Oto- 

laryngology, University  of  Illinois  College  of 
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Medicine,  1853  West  Polk  Street,  Chicago  12, 
Illinois. 

Merck  Memorial  Loan  Fimd — More  than  100 
resident  physicians  and  interns  in  teaching  hospitals 
received  financial  assistance  from  the  George  W. 
Merck  Memorial  Loan  Fund  in  its  second  year  of 
operation.  Seventy  per  cent  of  the  loans  went  to 
residents  who  generally  have  greater  family  re- 
sponsibilities than  interns  and  hence  encounter 
more  financial  emergencies. 

Nineteen  medical  schools  participate  in  the 
fund.  The  loans  to  residents  and  interns  are 
granted  by  and  repaid  to  each  participating  school 
on  terms  prescribed  by  its  dean.  The  successful 
working  of  the  Merck  Memorial  Fund  has  already 
caused  one  university  and  one  hospital  to  use  it 
as  a model  in  setting  up  similar  projects. 

Fellowship  for  Foreign  Physician — The  World  Re- 
habilitation Fund  and  the  International  Union  for 
Child  Welfare  have  announced  the  creation  of  the 
Mary  Dingman  Memorial  Fellowship  for  post- 
graduate training  in  physical  medicine  and  re- 
habilitation for  a physician  from  another  nation. 

The  training  will  be  given  in  the  Department  of 
Physical  Medicine  and  Rehabilitation,  New  York 
University  Medical  Center.  The  Fellowship  will 
be  for  a minimum  of  one  year  and  possibly  a longer 
period  of  postgraduate  study. 

For  information  write  to;  World  Rehabilitation 
Fund,  Inc.,  400  East  34th  Street,  New  York  16, 
New  York. 

American  College  of  Surgeons — Approximately 
1,103  surgeons  were  inducted  as  new  Fellows  of  the 
American  College  of  Surgeons  during  the  College’s 
annual  clinical  congress  in  Chicago  in  October. 

Physicians  from  the  State  of  New  York  who  re- 
ceived this  distinction  are  as  follows:  Albany: 
Z.  John  Betlejeski,  M.D.,  Edward  C.  Brandow, 
Jr.,  M.D.,  Ray  A.  Elliott,  Jr.,  M.D.,  and  John  J. 
Phelan,  Jr.;  Alexandria  Bay:  Hurlbut  L.  Hamden, 
M.D.;  Amityville:  Leonard  E.  Witkin,  M.D.; 

Bay  Shore:  Frank  R.  Bussey,  M.D.;  Bethpage: 
Harry  C.  Essig,  M.D.;  Binghamton:  Dominick 

A.  Artuso,  M.D.,  and  John  B.  Westcott,  Jr.,  M.D.; 
Brooklyn:  Donato  E.  Basso,  M.D.,  Bertram  D. 
Cohn,  M.D.,  Jacob  W.  Goldstein,  M.D.,  Leo  J. 
Koven,  M.D.,  Ascher  Lawrence  Mestel,  M.D., 
Jesse  F.  Minnis,  Jr.,  M.D.,  Alvin  O’Sullivan,  M.D., 
Marvin  Roberts,  M.D.,  Michael  L.  Salica,  M.D., 
Morton  Spinner,  M.D.,  Leon  Stamatis,  M.D., 
Sigmund  A.  Wesolowski,  M.D.,  and  Kenneth  J. 
O’Brien,  M.D.;  Buffalo:  Robert  V.  Moesch,  M.D., 
Bertram  A.  Portin,  M.D.,  Kumao  Sako,  M.D., 
Arthur  J.  Schaefer,  M.D.,  and  Alvin  L.  Watne,  M.D. 

Canton:  Harry  E.  Howe,  M.D.;  Cobleskill: 


Thomas  W.  Greenless,  M.D.;  Dunkirk:  Dana 

M.  Wheelock,  M.D.;  Elmira:  James  G.  Gray, 
M.D.;  Freeport:  George  J.  Calvelli,  Jr.,  M.D.,  I. 
Melbourne  Greenberg,  M.D.,  and  Arthur  Young, 
M.D.;  Garden  City:  Robert  W.  Sengstaken,  M.D.; 
Glen  Cove:  Gilbert  H.  Taylor,  M.D.;  Haverstraw: 
Richard  F.  Riordan,  M.D. ; Hempstead:  Samuel  M. 
Gelfand,  M.D.,  Calvin  Lewis  Rasweiler,  M.D., 
and  Arthur  H.  Shapiro,  M.D.;  Huntington:  David 

A.  Frucht,  M.D.;  Huntington  Station:  Thomas  I. 

Longworth,  M.D.;  Ithaca:  Edward  E.  Hart, 

M.D.;  Jamaica:  Herbert  Jalens,  M.D. , B.  Douglass 
Lecher,  M.D.,  Michael  M.  Martuscello,  M.D.,  and 
Joseph  C.  Serletti,  M.D.;  Jamestoum:  James  A. 
Scrapino,  M.D.,  and  Wilson  W.  Shaw,  Jr.,  M.D.; 
Katonah:  Stanley  A.  Wanlass,  Jr.,  M.D.;  Kings- 
ton: Arthur  W.  Hazenbush,  M.D.;  Lockport: 

William  C.  Stein,  Jr.,  M.D.;  Long  Island  City: 
Sebastian  T.  Pascale,  M.D. 

Manhasset:  Joseph  W.  Guido,  M.D.,  and  Howard 

L.  Walker,  M.D. ; Massapequa:  Edward  J.  Rayner, 

M. D.,  and  Herbert  Wanderman,  M.D.;  Mount 

Vernon:  Robert  L.  Rosen,  M.D.;  Newburgh: 

Orin  A.  Wahl,  M.D.;  New  City:  Robert  A.  Sher, 
M.D.;  New  Hyde  Park:  Albert  B.  Chatzinoff, 

M.D.;  New  Rochelle:  John  Hill,  M.D.;  New 

York  City:  Albert  Altchek,  M.D.,  Major  Neill  H. 
Baker  (MC  USA),  Howard  Charles  Baron,  M.D., 
David  Barr,  M.D.,  Captain  John  R.  Beljan  (MC 
USAF),  Leonard  Beil,  Jr.,  M.D.;  Clement  G. 
Bottino,  M.D.,  Mortimer  Burdman,  M.D.,  James 

B.  Campbell,  M.D.,  Lt.  Col.  James  D.  Caskie 
(MC  USA),  Thomas  F.  Dillon,  M.D.,  James  C. 
DiLorenzo,  M.D.,  J.  Timothy  Donovan,  M.D., 
Robert  H.  Goetz,  M.D.,  Robert  E.  Hall,  M.D., 
John  R.  Hankins,  M.D.,  J.  Paul  Harvey,  Jr.,  M.D., 
Bernard  E.  Herman,  M.D.,  Sherwood  A.  Jacobson, 
M.D.,  Francis  Kwok,  M.D.,  and  John  C.  Lucas, 
Jr.,  M.D. 

Also  from  New  York  City:  Waleed  G.  Maloof, 
M.D.,  Henrj^  Mannix,  Jr.,  M.D.,  Pablo  A.  Morales, 
M.D.,  Bernard  N.  Nathanson,  M.D.,  Jaun  Negrin, 
Jr.,  M.D.,  Major  Kenwyn  G.  Nelson  (MC  USA), 
Frederick  R.  Randall,  M.D.,  Seymour  Schlussel, 
M.D.,  Alexander  Sedlis,  M.D.,  Edward  J.  Shaw, 
M.D.,  Roy  T.  Shults,  M.D.,  Paul  A.  Skudder, 
M.D.,  James  W.  Smith,  M.D.,  Elinor  H.  Suitor, 
M.D.,  Edward  R.  Svetkey,  M.D.,  Mario  C.  Taddeo, 
M.D.,  James  C.  Thomas,  III,  M.D.,  Arnold  I. 
Turtz,  M.D.,  Arthur  B.  Voorhees,  Jr.,  M.D., 
Robert  J.  Walsh,  M.D.,  and  Bernard  B.  Wetchler, 
M.D. 

Ogdensburg:  Robert  A.  Lonngren,  M.D.;  Pough- 
keepsie: George  Montgomery,  Jr.,  M.D.,  and 

Robert  M.  Weiss,  M.D.;  Rochester:  Theodore  I. 
Jones,  M.D.,  Ruth  W.  Schwartz,  M.D.,  and  John 
D.  States,  M.D.;  Rockville  Centre:  Morton  Gold- 
farb,  M.D.,  Milton  Klein,  M.D.,  and  Wesley  E. 
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Scott,  M.D.;  Rye:  J.  Douglas  Hallcock,  M.D.; 
Sodus:  Stephen  R.  Pope,  M.D.;  Spring  Valley: 
Herbert  L.  Sperling,  M.D.;  Springville:  Donald  J. 
Meehan,  M.D.;  Staten  Island:  John  A.  D’Anna, 
M.D.;  Syracuse:  Fred  T.  Caldwell,  Jr.,  M.D., 

and  John  J.  Sullivan,  M.D.;  Utica:  Robert  B. 


Pender,  M.D.;  Valley  Stream:  S.  Paul  Zola,  M.D.; 
Wantagh:  Edward  L.  White,  M.D.;  West  Islip: 
Anthony  F.  Fragola,  M.D.;  West  Paint:  Major 

James  P.  Geiger  (MC  USA);  White  Plains:  Albert 
B.  Lowenfels,  M.D.;  and  Yonkers:  Justin  C. 

Walker,  M.D. 


Personalities 


Speaker 

John  J.  Sibley,  M.D.,  Staten  Island,  at  the  dedica- 
tion of  a new  pavilion  at  St.  Vincent’s  Hospital, 
Staten  Island,  on  October  15. 

Honored 

Theodore  Barnett,  M.D.,  Brooklyn,  as  guest  of 


honor  at  a testimonial  cocktail  party  given  by  the 
Jewish  Hospital  of  Brooklyn  Division  of  the  Fed- 
eration of  Jewish  Philanthropies  of  New  York. 

Appointed 

Robert  P.  Jessup,  M.D.,  Syosset,  as  cochairman 
of  the  1961  Christmas  Seal  Campaign  in  the  Syosset 
area. 


MEDICAL  MEETINGS 


Rehabilitation  Symposium  at  Kenmore  Mercy 
Hospital 

The  Kenmore  Mercy  Hospital,  2950  Elmwood 
Avenue,  Kenmore  17,  New  York,  will  hold  a fall 
.symposium  on  rehabilitation  on  Thursday,  Novem- 
ber 16.  Sessions  will  be  held  from  10:00  a.m.  to 
4:00  p.M.  Luncheon  will  be  served  from  12:00 
NOON  to  2:00  p.M.  Special  emphasis  will  be  placed 
on  the  role  of  the  communit}^  agencies  with  which 
])hysicians  have  frequent  contact. 

Buffalo  Academy  of  Medicine 

The  Buffalo  Academy  of  Medicine  will  present  a 
panel  discussion  on  the  management  of  thrombo- 
embolic diseases  on  Wednesday,  December  6,  at  the 
University  of  Buffalo  Medical  School.  The  meeting 
will  be  preceded  by  a cocktail  hour  at  6 : 00  p.m.  and 
dinner  at  7:00  p.m. 

The  panel  will  consist  of  Eugene  E.  Cliffton, 
M.D.,  professor  of  surgery  at  Cornell  Medical 
School,  and  Philip  A.  Norman,  M.D.,  associate  in 
medicine  at  Johns  Hopkins  Medical  School.  Theo- 
dore C.  Prentice,  M.D.,  Buffalo,  will  be  moderator. 

Division  of  Dermatology,  Dotcnstate  Medical 
Center 

The  Division  of  Dermatology  of  the  Department 
of  Medicine,  State  University  of  New  York,  Down- 
state  Medical  Center,  wdll  present  a discussion  of  the 
cutaneous  manifestation  of  gastrointestinal  disease 
on  January  5,  1962,  from  10:00  to  11:30  a.m.,  in  the 
E.  Building  Auditorium,  Kings  County  Hospital, 


451  Cl.arkson  Avenue,  Brooklyn  3,  New  York. 

Conference  on  Cardiac  and  Vascular  Surgery 

“Cardiac  and  Vascular  Surgery:  Present  Status 

and  Evaluation”  will  be  the  theme  of  an  all-day 
conference  at  the  Waldorf-.\storia  Hotel  in  New 
York  City,  on  Tuesday,  January  23,  1962,  under  the 
auspices  of  the  New  York  Heart  Association. 
Nationally  known  cardiologists  and  vascular  sur- 
geons will  participate. 

The  following  New  York  State  physicians  will  be 
among  the  participants:  John  A.  Evans,  M.D., 
chief  radiologist.  The  New  York  Hospital;  Elliot  S. 
Hurwitt,  M.D.,  chief.  Surgical  Division,  Montefiore 
Hospital;  Charles  G.  Rob,  M.D.,  professor  and 
chairman.  Department  of  Surgery,  University  of 
Rochester  School  of  Medicine  and  Dentistry; 
Charles  E.  Kossmann,  M.D.,  chief.  Cardiovascular 
Division,  Lenox  Hill  Hospital;  and  Frank  Glenn, 
M.D.,  surgeon-in-chief.  The  New  York  Hospital. 

For  further  information  write  to;  New  York 
Heart  Association,  Inc.,  10  Columbus  Circle,  New 
York  19,  New  York. 

American  College  of  Allergists 

The  American  College  of  Allergists  graduate  in- 
structional course  and  eighteenth  annual  congress 
will  be  held  April  1 through  6,  1962,  at  the  Hotel 
Radisson,  Minneapolis,  Minnesota. 

For  further  information  write  to:  John  D. 
Gillaspie,  M.D.,  Treasurer,  The  American  College  of 
Allergists,  2141  14th  Street,  Boulder,  Colorado. 
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{The  following  books  were  received  during  the  month  of  September,  1961) 


Psychopathology  of  Aging.  Edited  by  Paul  H. 
Hoch,  M.D.,  and  Joseph  Zubin,  Ph.D.  The  pro- 
ceedings of  the  fiftieth  annual  meeting  of  The 
American  Psychopathological  Association,  held 
in  New  York  City,  February,  1960.  Octavo  of 
.320  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1961.  Cloth,  $9.75. 

Williams  Obstetrics.  By  Nicholson  J.  Eastman, 
M.D.,  and  Louis  M.  Heilman,  M.D.  Twelfth 
edition.  Octavo  of  1,230  pages,  illustrated.  New 
York,  Appleton-Century-Crofts,  Inc.,  1961.  Cloth, 
$16. 

A Synopsis  of  Public  Health  and  Social  Medicine. 
By  A.  J.  Essex-Cater,  D.P.H.  Duodecimo  of 
563  pages,  illustrated.  Bristol,  John  Wright  & 
Sons  Ltd.,  (Baltimore,  The  Williams  & Wilkins 
Company),  1960.  Cloth  $11. 

Textbook  of  Medical  Treatment.  Edited  by 
Sir  Derrick  Dunlop,  M.D.,  Sir  Stanley  Davidson, 
M.D.,  and  S.  Alstead,  M.D.  Eighth  edition. 
Octavo  of  983  pages,  illustrated.  Edinburgh,  E.  & 
S.  Livingstone  Ltd.,  (Baltimore,  The  Williams  & 
Wilkins  Company),  1961.  Cloth,  $12.50. 

Pathology.  Edited  by  W.  A.  D.  Anderson, 
M.D.  Fourth  edition.  Quarto  of  1,389  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Company, 
1961.  Cloth,  $18. 

The  Stages  of  Human  Development  before 
Birth.  By  E.  Blechschmidt,  M.D.  Quarto  of 
684  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1961.  Cloth,  $23. 

The  Pharmacologic  Principles  of  Medical  Prac- 
tice. By  John  C.  Krantz,  Jr.,  Ph.D.,  and  C. 
Jelleff  Carr,  Ph.D.  Fifth  edition.  Octavo  of 
1,498  pages,  illustrated.  Baltimore,  The  Williams 
& Wilkins  Company,  1961.  Cloth,  $15. 

Atlas  of  Surgical  Operations.  By  Robert  M. 
Zollinger,  M.D.,  and  Elliott  C.  Cutler,  M.D.  Third 
edition.  Folio  of  236  pages,  illustrated.  New 
York,  The  Macmillan  Company,  1961.  Cloth, 
$18. 


Respiration  in  Health  and  Disease.  By  R.  M. 
Cherniack,  M.D.,  and  L.  Cherniack,  M.D.  Octavo 
of  403  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1961.  Cloth,  $10.50. 


The  Cervix  Uteri  and  Its  Diseases.  By  C. 
Frederic  Fluhmann,  M.D.  Quarto  of  556  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1961.  Cloth,  $14. 

Essentials  of  Histology.  By  Gerrit  Bevelander, 
Ph.D.  Fourth  edition.  Octavo  of  288  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Companj’, 
1961.  Cloth,  $5.75 


I ' 

J 


< 


A Mirror  Up  to  Medicine.  By  A.  C.  Corcoran,  1 
M.D.  Duodecimo  of  506  pages.  Philadelphia,  I 
J.  B.  Lippincott  Company,  1961.  Cloth,  .$5.75. 

Nursing  Home  Administration.  By  John  D. 
Gerletti,  Ed.D.,  C.  C.  Crawford,  Ph.D.,  and  Dono-  . 
van  J.  Perkins,  M.S.  Octavo  of  472  pages,  illus- 
trated. Downey,  Calif.,  published  by  the  Attend-  ' 
ing  Staff  Association,  1961.  Cloth,  $6.50. 

Health  for  Life.  By  J.  Roswell  Gallagher,  M.D.,  ' , 
I.  H.  Goldberger,  M.D.,  and  Grace  T.  Hallock.  . 
Octavo  of  568  pages,  illustrated.  Boston,  Ginn 
and  Company,  1961.  Cloth,  $5.20. 

Good-bye,  Doctor  Roch.  By  Andr6  Soubiran.  1 
Translated  by  Helen  Sebba.  Octavo  of  331  pages. 
Garden  City,  N.Y.,  Doubleday  & Companj',  Inc., 
1961.  Cloth,  $4.50. 

Traitor  Within : Our  Suicide  Problem.  By 

Edward  Robb  Ellis  and  George  N.  Allen.  Octavo  of 
237  pages,  illustrated.  Garden  City,  N.Y.,  Double-  i ' 
day  & Company,  Inc.,  1961.  Cloth,  $3.95. 

The  Golden  Age  Cookbook.  By  Phyllis  Mac- 
Donald. Octavo  of  192  pages,  illustrated.  Garden 
City,  N.Y.,  Doubleday  & Company,  Inc.,  1961. 
Cloth,  .$2.95. 


Handbook  on  Clinical  Electromyography.  Bj-  , - 
Robert  B.  Pearson,  M.D.  Octavo  of  72  pages,  ' 
illustrated.  El  Monte,  Calif.,  The  Meditron  , i 
Company,  1961.  Paper. 


Uncalled  for  excuses  are  praetical  confessions. — Charles  Simmons 
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Handbook  of  Medical  Treatment.  Edited  by 
Milton  J.  Chatton,  M.D.,  Sheldon  Margen,  M.D., 
and  Henry  Brainerd,  M.D.  Seventh  edition. 
Duodecimo  of  569  pages,  illustrated.  Los  Altos, 
Lange  Medical  Publications,  1960.  Cloth,  $3.50. 

Rapid  advances  in  therapeutics  make  it  difficult 
for  the  average  physician,  medical  student,  and  house 
staff  member  to  keep  abreast  of  progress.  A hand- 
book which  is  concise,  complete,  authoritative,  and 
convenient  to  carry  is  a necessity  which  many  who 
practice  general  medicine  have  desired  for  a long 
time.  This  handbook  answers  such  a need. 

There  are  many  convenient  and  useful  tables,  for 
example,  digitalizing  and  maintenance  doses  of  the 
numerous  digitalis  preparations.  There  are  ex- 
cellent sections  on  dermatologic  therapy  and  fluid 
balance.  The  index  is  complete  and  easy  to  use. 
The  type  is  quite  legible  despite  the  necessity  for 
diminutive  size.  The  volume  is  compact  enough  to 
carry  in  one’s  pocket  or  bag.  This  reviewer  recom- 
mends it  highly. — Morris  Zuckerbrod 

Diseases  of  the  Newborn.  By  Alexander  J. 
Schaffer,  M.D.  Quarto  of  878  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1960. 
Cloth,  $16. 

Dr.  Schaffer  is  pre-eminently  qualified  for  the  sub- 
ject of  this  book.  From  his  extensive  experience  as  a 
critical  clinician  and  teacher,  he  has  written  a book 
to  help  physicians  judge  the  significance  of  symp- 
toms in  newborn  infants.  He  has  incorporated  in 
this  book  many  of  the  new  facets  of  modern  med- 
icine, such  as  the  anatomic,  biochemical,  immuno- 
logic, pathologic,  physiologic,  and  psychologic 
peculiarities  of  the  newborn  infant. 

The  author  has  attempted  to  produce  a book 
which  is  a dire  necessity  at  this  time  in  the  field  of 
neonatal  conditions,  as  was  the  book  Von  Reuss 
wrote  more  than  forty  years  ago.  There  is  great 
need  for  such  a book  because  it  adds  new  knowledge 
to  the  subject  of  the  study  of  the  newborn  infant. 
There  are  no  recent  authoritative  publications  which 
could  compare  with  this  one. 

This  book  is  written  primarily  for  the  pediatrician 
and  should  be  read  by  those  who  specialize  in  the 
field  of  pediatrics  and  neonatal  conditions.  This 
book  is  recommended  because  it  extends  its  benefits 
to  all  the  newborn  infants  wherever  they  are. — ^John 
A.  Monfort 


Henry  Ford  Hospital  International  Symposium  on 
Biology  of  Pyelonephritis.  Edited  by  Edward  L. 
Quinn,  M.D.,  and  Edward  H.  Kass,  M.D.  Octavo 
of  708  pages,  illustrated.  Boston,  Little,  Brown  and 
Company,  1960.  Cloth,  $18. 

This  report  of  a major  conference  on  pyelo- 
nephritis, the  first  in  more  than  thirty  years,  attempts 
to  close  the  gap  of  past  neglect.  It  deals  with  all 
medical  disciplines  related  to  pyelonephritis.  Patho- 
genesis, structure,  pathology,  functional  disturb- 
ances, and  microflora  are  stressed.  The  importance 
of  hydrodynamics  and  the  reinfection  of  the  kidney 
from  bladder  infections  are  noted.  The  doctrine 
that  "obstruction  predisposes  to  infection”  is  well 
analyzed.  The  discussion  of  the  presence  of  an 
anticomplementary  effect  of  ammonia  in  the  kidney 
which  allows  bacterial  growth  is  interesting. 
Trauma,  disturbance  of  vaginal  flora,  and  experimen- 
tal ascending  pyelonephritis  are  studied.  The  use  of 
the  organic  acids  and  methionine  in  severe  refractory 
infections  is  discussed.  The  chemistry  of  the  effect  of 
antibiotics  on  bacterial  cell  wall  synthesis  is  fascinat- 
ing. The  acid-phosphatase-containing  phago- 
cytes in  the  medulla,  the  phenacetin  causation  of 
pyelonephritis,  and  specific  heritable  enzyme  defects 
are  all  important  in  the  future  knowledge  of  this 
subject.  The  format,  illustrations,  and  all  features 
of  this  tome  are  excellent. — Bernard  Seligman 

Rypins’  Medical  Licensure  Examinations.  Ed- 
ited by  Walter  L.  Bierring,  M.D.  Ninth  edition. 
Quarto  of  804  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1960.  Cloth,  $11. 

It  is  generally  agreed  that  licensure  examinations 
in  medicine  are  both  necessary  and  desirable.  At 
the  end  of  the  course  of  study  in  medical  school,  the 
student  must  learn  to  separate  the  information  he 
has  gained  into  that  which  is  immediately  applicable 
to  the  practice  of  medicine  and  that  which  is  more 
theoretic  and,  as  yet,  of  little  practical  significance. 

To  help  crystallize  such  information,  written  and 
oral  question  and  answer  periods  are  of  great  help. 
Unfortunately,  because  so  much  material  has  to  bo 
presented  during  a course  of  study  in  medical 
school,  little  time  is  left  for  such  examination 
sessions.  In  order  to  supplement  such  periods.  Dr. 
Rypin’s  book  fulfils  a real  need  and  purpose.  It 
provides  excellent  reviews  of  the  preclinical  and 
clinical  sciences.  Pointed  questions  serve  to  stress 
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the  application  of  the  sciences  to  common  medical 
problems.  Certain  subjects  which  are  of  practical 
importance  but  which  are  little  stressed  in  school 
are  brought  to  the  attention  of  the  candidate. 

One  can  and  should  practice  for  examinations 
just  as  one  prepares  for  other  endeavors.  This  book 
will  help  the  candidate  prepare  for  and  will  give  them 
the  confidence  to  face  the  examination  without  un- 
due reservation  or  hesitation. — Morris  Zucker- 

BROD 

Clinical  Obstetrics  and  Gynecology,  Volume  3, 
Number  2.  June  1960.  Physiology  of  Pregnancy. 
Edited  by  Ernest  W.  Page,  M.D.  Endometriosis. 
Edited  by  Charles  S.  Stevenson,  M.D.  Octavo  of 
536  pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
Inc.,  1960.  Published  quarterly  (four  numbers  a 
year).  Cloth,  $18  per  year. 

The  first  half  of  this  number  is  devoted  to  a 
symposium  on  the  physiology  of  pregnancy,  with 
Ernest  W.  Page,  M.D.,  as  guest  editor.  The  subject 
matter  is  divided  into  10  topics,  each  of  which  is  dis- 
cussed by  physicians  well  versed  and  experienced  in 
that  particular  field.  Most  of  the  topics  are 
well  documented  and  are  accompanied  by  illustra- 
tions, graphs,  and  tables. 

The  second  half  of  this  volume  is  devoted  to  a 
symposium  discussion  of  all  phases  of  endometriosis, 
under  the  editorship  of  Charles  S.  Stevenson,  M.D. 
This  subject  in  all  its  ramifications  and  pathology 
is  well  discussed  and  documented  and  is  illustrated 
by  photomicrographs  and  tables.  These  topics, 
too,  are  followed  by  references. 

The  quality  of  the  subject  matter  of  this  June 
number  is  well  maintained.  It  is  a fitting  quarterly 
for  all  those  interested  in  these  subjects  and  in 
gynecology  and  obstetrics  in  general. — Jacob 
Halperin. 

Heart  Sounds  and  Murmurs,  a Clinical  and 
Phonocardiographic  Study.  By  P.  A.  Ongley, 
M.  B.  Rappaport,  Howard  B.  Sprague,  and  A.  S. 
Nadas.  Quarto  of  360  pages,  illustrated.  New 


York,  Grune  & Stratton,  1960.  Cloth,  $9.75. 

The  need  for  improved  auscultation  of  the  heart 
was  demonstrated  forcefully  by  the  results  obtained 
in  testing  523  physicians  at  the  AMA  meeting  in 
1959.  The  test  consisted  of  15  tape-recorded 
“unknowns”  which  included  only  commonly 
heard  normal  and  pathologic  heart  sounds  and 
murmurs.  The  average  number  of  correct  diagnoses 
was  only  49  per  cent. 

Auscultation  received  its  great  impetus  when 
Laennec  invented  the  stethoscope  in  1816.  Phono- 
cardiography was  developed  by  Einthoven  in  1894. 
Both  modalities  represent  complementary  methods 
for  studying  heart  sounds  and  murmurs.  As 
employed  presently,  the  former  method  is  adequate 
for  routine  clinical  examination.  However,  the 
investigation  of  complex  arrhythmias,  marked 
tachycardias,  and  cardiac  cycles  containing  basic 
sounds  or  murmurs  frequently  require  the  refine- 
ments of  phonocardiography.  This  is  the  basic 
premise  of  the  text. 

The  four  principal  sections  of  this  book  were 
written  with  the  aid  of  acknowledged  specialists 
in  the  field:  Dr.  Howard  B.  Sprague,  Dr.  A.  S. 
Nadas,  and  the  late  Mr.  M.  B.  Rappaport  of  San- 
born Company.  The  first  section  is  concerned 
with  the  history  and  physics  of  sound  as  it  relates 
to  auscultation  and  phonocardiography  and  also 
with  descriptions  of  various  recording  devices 
commonly  employed  in  the  study  of  heart  sounds 
and  murmurs.  The  second  section  deals  with  the 
use  of  both  methods  in  the  study  of  acquired  heart 
disease;  the  third  section  covers  congenital  heart 
disease;  and  the  fourth  section  contains  miscellane- 
ous information  concerned  principally  with  arrhyth- 
mias. The  text  is  illustrated  profusely  with  figures, 
charts,  and  tables.  The  bibliography  at  the  end 
of  each  chapter  is  comprehensive. 

The  authors  have  succeeded  in  presenting  a 
detailed  and  complete  study  of  a fascinating  and 
useful  subject.  Hence,  this  book  should  be  of 
interest  to  all  students  of  heart  sounds  and  mur- 
murs production. — Nathaniel  E.  Reich 


Depression  May  Underlie  Poor  Nutrition 


Mental  depression  is  more  often  a cause  of  poor 
nutrition  than  an  effect.  According  to  William 
Bolton,  M.D.,  in  an  article  in  the  October,  1961, 
issue  of  Today’s  Health,  “deterioration  of  the  nutri- 
tional state  may  be  the  first  indication  that  some 


mental  abnormality  is  developing.  . . . Anyone  who 
shows  evidence  of  undernutrition  should  have  a 
thorough  physical  study  by  a physician,  since  self- 
treatment of  this  is  just  as  unwise  as  is  self-treat- 
ment of  obesity.” 
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New  York  State  J.  Med. 


Does  Your  Medical  Assistant  Need  Additional  Training? 


EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-monlhs  day  course  Includes  Intensive  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 


TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 


MatuU  School 


254  W.  54  St— N Y C 
Circle  7-3434 


Licensed  by  the  Stale  of  New  York 


PINEWOOD  8;- 

EST.  1930  Walter  A.  Thompson,  F.A.P.A.,  Clinital  Director 

Westchester  County  Kalonah,  N.  Y.  Tel:  Central  2-31 55 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate;  Commence  at  $125.00  per  week. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psyehistritt 
R.  Stuart  Djer,  M.D.,  Asst.  Psythistritt 
Donald  Boudreau,  M.D. ,dts(.  Ptychistriii 
658  West  Onondaga  Street 
SYRACUSE,  N.  Y. 


WEST  HMEE 

West  252nd  St.  and  Fieldston  Road 
Rirerdale-on-the-Hudson,  New  York  City 
For  oervoos,  meotal,  drug  aod  alcoholic  patieots.  The  taoicarioiD  ii 
beaacifally  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
icieotihcally  air-cooditiooed.  Modem  facilities  for  shock  creatmeoc. 
OccQpatiooal  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Klngsbrldgt  9-8440 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non>sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalqar  7-2666 


BUY 


SAVINGS  BONDS 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 


FOR  GASTRO  INTESTINAL  DYSFUNCTION  AND 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


"Sedation  & Euphoria  for  Nervoui, 
Irritable  Patients" 


"A  moderntied  method  of  preparing  Burov's 
Solution  U.S.P.  XIV" 


EUCARBON® 


Ejch  tablet  contains:  Eitract  of  Rhubarb, 
Senna,  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  In  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative,  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  Vz  hr.  alter 
meals  — Supply:  Tins  o(  100. 


VALERIANETSDISPERT® 


Each  Chocolate  Coaled  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  O.OS  gm. 
dispergenlized.  Taslless,  Odorless,  Non- 
Depressant,  Non-Habit  forming.  Indicated  in 
cases  ot  nervous  excitement,  depressive 
slates,  menopausal  molimena,  insomnia. 


PRESTO-BORO® 


r 


POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
es  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings,  Inllammitlons, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 
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PHYSICIANS  WANTED 


Internist — Large  Midwest  Hospital.  Must  be  board  eligible. 
Write  Box  234,  N.  Y.  St.  Jr.  Med. 


House  staff  member  (1)  full  time.  Accredited  60  bed  general 
hospital  located  in  University  City  near  medical  center. 
Adult  medical  and  surgical  patients  only.  Salary  $9,000 
year.  Write  Administrator,  Midtown  Hospital,  Syracuse, 
New  York,  stating  qualifications  and  training. 


HOUSE  PHYSICIANS:  Required  for  Spring  Valley  Gen- 

eral Hospital,  New  York.  Must  have  certification  by  the 
“ECFMG”  and  have  or  be  eligible  for  certification  or  tem- 
porary licensure  by  New  York  State.  Good  salary  and  work- 
ing conditions.  Apply  Administrator. 


PSYCHIATRIST:  To  serve  as  Director  of  Psychiatric  out- 

patient clinic  in  Peekskill,  New  York.  Diagnosis  and  treat- 
ment of  children  and  adults;  conduct  staff  conferences;  su- 
pervise professional  staff.  Require  New  York  State  license 
(or  eligibility)  and  completion  of  three  years  approved  psy- 
chiatric residency.  Salary  $12,870  for  35  hours  or  prorated 
part-time  (minimum  14  hours/week).  Liberal  personnel 
benefits  (social  security,  paid  vacation  and  holidays,  major 
medical  coverage,  etc.)  Contact  Dr.  Sheldon  Gaylin,  Di- 
rector, Westchester  Community  Mental  Health  Board,  618 
County  Office  Building,  White  Plains,  New  York.  WHite 
Plains  9-1300,  extension  238. 


PHYSICIAN  TO  TRAVEL  WITH  NEW  MOBILE  MEDI- 
CAL CENTER,  well  equipped  with  x-ray  and  laboratory. 
Diagnostic  for  non-profit  organization.  Opportunity  for  wife 
as  assistant  technician.  Write  Box  429,  N. . Y.  St.  Jr.  Med. 


“/’m  sure  we  can  find  other  ways  of  impressing  the 
board  with  the  fact  that  we’re  understaffed.” 


PRACTICES:  FOR  SALE  OR  RENT 


Well  established  general  practice,  home-office  combination, 
in  western  Nassau  County.  Will  introduce.  Write  Box  409, 
N.  Y.  St.  Jr.  Med. 


Very  modern  G.P.  office  in  Forest  Hills.  Queens  Boulevard 
near  hospital  and  transportation,  for  sale.  Reasonable  rent, 
suitable  for  G.P.  or  specialist.  Write  Box  428,  N.Y.  St.  Jr. 
Med. 


EENT  practice  available  following  sudden  death  of  practi- 
tioner, Jamestown,  N.  Y.  45,000,  drawing  100,000.  2 open 

hospitals.  Fully  equipped  offices,  assume  lease,  downtown 
location.  Replacement  urgent.  Box  593,  Jamestown,  N.  Y. 


General  practice,  high  income,  home-office  combination,  2 
hours  from  N.  Y.  C.,  for  sale  at  real  estate  v'alue.  Leaving  for 
residency.  Write  Box  434,  N.  Y.  St.  Jr.  Med. 


Well  established  general  practice — West  Suffolk,  L.I.  Home- 
office  combination.  Mortgaged.  School  physician.  Leaving 
for  specialty.  Will  introduce.  Also  suit  internist  or  pedia- 
trician. Easy  terms.  Write  Box  435,  N.  Y.  St.  Jr.  Med. 


SENIOR  PHYSICIAN  with  active  industrial  and  private 
practice  in  Manhattan  wants  to  retire  in  near  future.  Owner 
will  introduce  or  work  part-time  with  successor  for  several 
months.  Write  Box  437,  N.  Y.  St.  Jr.  Med. 


Manhattan  Beach — Suitable  for  professional  use,  one  or  more 
doctors.  Large  rooms  and  excellent  layout  for  reception 
rooms  and  offices,  plus  a very  fine  and  beautiful  residence  on 
corner  plot  100'  X 104'.  Sprinklers  throughout,  fire  alarm 
system,  multi-baths  throughout.  Ideal  location  for  business; 
distinctive  brick  home.  Dining  room  terrace  overlooking 
swimming  pool.  POSSESSION  on  title.  PRICE:  $100,- 
000.00.  Terms  arranged.  GEORGE  L.  CLARK,  INC., 
142  Avenue  U,  Brooklyn  23,  N.  Y.  CO  6-3900;  Mr.  Nelson 
or  Mr.  Raya 


POSITIONS  WANTED 


Young,  energetic  G.P.,  7 yrs.  experience  wishes  to  relocate 
in  the  N.Y.  suburbs.  Consider  partnership  arrangement  or 
purchase  of  an  active  practice.  Write  Box  426,  N.  Y.  St. 
Jr.  Med. 


Orthopaedic  resident,  New  York  State  licensed,  and  complet- 
ing his  residency  in  June,  1962,  is  interested  in  group  practice 
or  partnership  with  established  orthopaedist.  Write  Box 
436,  N.  Y.  St.  Jr.  Med. 


Experienced  GP  seeks  active  practice,  partnership,  group  or 
large  house  in  good  location,  in  Bklyn  or  environs,  or  in  L.I. 
Write  Box  438,  N.  Y.  St.  Jr.  Med. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


MISCELLANEOUS 


NASSAU  COUNTY,  Long  Island.  Spacious  English-type 
home  with  ofBce  combination.  20  years  established.  G.P. 
and  surgery.  Six-room  office  suitable  group  practice.  6 hos- 
pitals, radius  10  miles.  Retiring.  Will  introduce.  Easy 
mortgage  terms,  if  needed.  Write  Box  421,  N.Y.  St.  Jr.  Med. 


FOR  SALE  OR  RENT:  3 room  office,  including  air  con- 
ditioner, fluoroscopy,  diathermy,  electrocardiograph,  suction- 
pressure  machine.  Long  lease.  Reasonable  rental.  Ad- 
dress: Harry  M.  Lebowitz,  20-39  Shore  Blvd.,  Astoria  5, 
N.Y. 


Deceased  doctor's  fully  equipped  office  for  sale  to  orthopedist 
or  other  specialty.  Spring  Valley.  N.  Y.  Contact  Mr.  Lo- 
tenberg  at  507  Fifth  Ave.,  NYC;  OX  7-5895. 


For  Rent:  Central  Nassau  County — Ideal  location — Exclu- 
siye  community — Unlimited  opportunity  for  G.P.  or  any 
specialty.  Call  IV  3-4884. 


Doctor’s  office  for  rent-established  successful  corner  location- 
20  years.  Bronx-Pelham  Parkway  section.  Available  soon. 
Write  Box  386,  N.  Y.  St.  Jr.  Med.  UN  3-0112 


For  rent — share  internists  office  near  White  Plains  Hospital. 
Suitable  for  Psychiatrist,  Dermatologist,  etc.  WH-9-9166. 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33V»%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Practical  HYPNOSIS  taught.  Physician- Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D., 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO  4-1100. 


Exp.  Med.  Secty.  seeks  lull  time  position  in  Doctor’s  office 
or  in  hospital.  Call  after  6 PM  — ST  4-6819. 


EQUIPMENT  FOR  SALE 


FOR  SALE:  Examining  room  furniture,  Leibel  Florsheim 
Diathermy,  infra-red,  medical  refrigerator,  ENT  machine, 
etc.  Reasonable,  Call  AS  8-6091. 


Deceased  doctors  home-office  combination  For  Sale  or  Rent. 
Semi-detached  brick,  7 'A  rooms,  finished  basement,  garage. 
Vicinity  Brooklyn  Botanical  Gardens.  Convenient  terms. 
IN  2-6324. 


CLASSIFIED  RATES 


1 

3 

6 

12 

24 


time 

Consecutive  times. 
Consecutive  times. 
Consecutive  times. 
Consecutive  times. 


$1.35  per  line  per 
1.20  per  line  per 
1.00  per  line  per 
.90  per  line  per 
.85  per  line  per 


insertion 

insertion 

insertion 

insertion 

insertion 


MINIMUM  3 LINES 


Count  7 average  words  to  each  line 


Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 


ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 
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Why  do  we  say  Mysteclin-F  is  decisive  in  infection? 

because., . . it  contains  phosphate-potentiated  tetracycline 

for  prompt,  dependable  broad  spectrum  antibacterial  action. 

because. . . it  contains  Fungizone,  the  antifungal  antibiotic, 

to  prevent  monilial  overgrowth  in  the  gastrointestinal  tract. 

Mysteclin-F  resolves  many  respiratory,  genitourinary  and  gastrointestinal  infections— as  well  as  such 
other  conditions  as  cellulitis,  bacterial  endocarditis,  furunculosis,  otitis  media,  peritonitis,  and  septi- 
cemia. It  combats  a truly  wide  range  of  pathogenic  organisms:  gram-positive  and  gram-negative 
bacteria,  spirochetes,  rickettsias,  viruses  of  the  psittacosis-lymphogranuloma-trachoma  group. 

Available  as:  Mysteclin-F  Capsules  (250  mg./50  mg.)  Mysteclin-F  Half  Strength  Capsules  (125  mg./25  mg.)  Mysteclin-F 
for  Syrup  (125  mg./25  mg.  per  5 cc.)  Mysteclin-F  for  Aqueous  Drops  (100  mg,/20  mg.  per  cc.) 

‘Mysteclin’®,  'Sumycin'®  and  'Fungizone'®  are  Squibb  trademarks. 

i I ^ For  fall  Information, 

JMystecliii"r 

Sgofbb  Pboaphau-PotcDtLUfd  TetncycUne  (fumroN)  plus  Ampboterida  B (rcMcnoNi) 


Squibb  Quality  — 
the  Priceless  Ingredient 


3942 


Acts  as  well 
in  ijeople 
as  in 

test  tubes 


in  vivo 
neutralizes 
40  to  50  per  cent 
faster— 
twice  as  long  at 
pH  3.5  or  above 


Minutes  20  40  60  80  100  120 


Intragastrie  pH  measuramanta^  in  il  patiants  with  peptic  ulcer 


Neutrolizotion 
with  standard 
aluminum  hydroxide 


Following  determination  of  basal  secretion, 
introgastric  pH  was  determined 
continuously  by  means  of  frequent 
readings  over  a two-hour  period. 


New  Creamalin' 

Antacid  Tablets 


LABORATORIES 
New  York  18,  N.Y. 


Buffers  fast' * for  fast  relief  of  pain- 
takes  up  more  acid 

Heals  ulcer  fast— action  more  prolonged  in  vivo 

Has  superior  action  of  a liquid,  with  the 
convenience  of  a tablet^ 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive  dried  aluminum  hydroxide  gel  (stabilized 
with  hexitol)  with  75  mg.  of  magnesium  hydroxide.  New  Creamalin 
tablets  are  pleasant  tasting  and  smooth,  not  gritty.  They  do  not  cause 
constipation  or  electrolyte  disturbance. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  needed. 

Peptic  ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours. 
How  Supplied:  Creamalin  Tablets,  bottles  of  50, 100,  200  and  1000. 
Also  available:  New  Creamalin  Liquid  (1  teaspoon  = 1 tablet), 
bottles  of  8 and  16  fl.  oz. 

References:  1.  Schwartz,  I.  R.:  Current  Therap.  Res.  3:29,  Feb.,  1961. 

2.  Beekman,  S.  M.:  /.  Am.  Pharm.  A.  (Sclent.  Ed.)  49:191,  April,  1960. 

3.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L. : J.  Am.  Pharm.  A. 
(Sclent.  Ed.)  48:381,  July,  1959.  4.  Data  in  the  hies  of  the  Department 

of  Medical  Research,  Winthrop  Laboratories.  5.  Hinkel,  E.  T.,  Jr.  ; Fisher,  M.  P., 
and  Tainter,  M.  L.:  J.  Am.  Pharm.  A.  (Sclent.  Ed.)  48:384,  July,  1959. 


FOR  PEPTIC  ULCER  • GASTRITIS  • GASTRIC  HYPERACIDITY 


3943 


too,  is  compatible  with  a well- 
balanced  menu.  Asa  pure,  wholesome  drink,  it  provides  a bit  of 
quick  energy. . . brings  you  back  refreshed  after  work  or  play.  It 
contributes  to  good  health  by  providing  a pleasurable  moment’s 
pause  from  the  pace  of  a busy  day. 
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WHENEVER  COUGH  THERAPY 
IS  INDICATED 


THE  CDMPLETE  Rx  FOR  COUGH  CONTROL 

cough  sedative  / expectorant 
antihistamine  j nasal  decongestant 

■ relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■ effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 
Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup 
contains;  Hycodan® 

Dihydrocodeinone  Bitartrate  . 5 mg.  ) 

(Warning;  May  be  habit-forming)  | 6.5  mg. 

Homatropine  Methylbromide  . 1.5  mg.  ) 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride  ....  10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals 
and  at  bedtime.  May  be  habit-forming.  Federal  law 
allows  oral  prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


*U.S.  Pat  2,630,400 
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. . . you  have  all  the  advantages  and  conven- 
iences of  these  two  diagnostic  facilities  at  your 
fingertips.  Immediate  availability  of  data, 
firsthand  knowledge  and  control  of  conditions 
at  the  time  of  the  test,  and  time  saved  because 
“outside  arrangements”  needn’t  be  made,  are 
but  a few  of  the  advantages  of  owning  your 
own  electrocardiograph  and  metabolism  tester. 

Popular  with  a great  many  of  your  colleagues 
the  world  over  are  two  Sanborn® instruments 
that  can  give  you  these  diagnostic  facilities 
I “in  the  next  room”:  the  lOOM  “Mobile  Viso®” 
cardiograph  and  the  “Metabulator”  metab- 
olism tester.  The  “Mobile  Viso”  offers  three 
recording  sensitivities,  two  chart  speeds,  pro- 


vision for  recording  and  monitoring  other 
phenomena,  and  the  dependability  and 
ruggedness  of  modern  electronic  design.  The 
“Metabulator”  also  exemplifies  simplicity  of 
operation,  with  “one-level”  controls,  easily 
changed  charts  and  CO  2 absorbent,  and  quick 
BMR  calculation.  Both  instruments  have  the 
proof  of  years  of  service  and  satisfaction  to 
thousands  of  doctors. 

Call  your  nearest  Branch  Office  or  Service 
Agency  — or  write  Manager,  Clinical  Instru- 
ment Sales,  at  the  main  office  in  Waltham  — 
about  the  special  combination  offer  on  these 
two  instruments. 


Sanborn  Service  lasts  long  after  the  sale . . . from  people 
who  know  your  instrument  and  value  your  satisfaction. 


MEDICAL  DIVISION 
A IM  B O FR  IM  COIVIPAIM 

175  Wyman  St.,  Waltham  54-,  Mass. 


New  York  Branch  Office  1 841  Broadway 
Circle  7-5794  and  7-5795 


Rochester  Branch  Office  528  Mt.  Hope  Ave.,  Browning  1-2005 
Schenectady  Resident  Representative  611  Union  St.,  Franklin  7-8691 
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UNLIKE  OTHER  DISPOSABLE  ENEMAS: 

THOUGHTFUL  TRAVAD®  DESIGN  CONSIDERS  THE  PATIENT- 

PERMITS  CONVENIENT  SELF-ADMINISTRATION 
IN  THE  SITTING  POSITION 

■BKBSsk:.'  .L..» — ^ 

TRAVAD  simplifies  the  enema  procedure— 18  inches  of  permanently  attached 
' flexible  tubing  allows  easier  self-administration  in  any  conventional  position. 

I 

f The  time  proven  TRAVAD  formuia*  cieans  thoroughly  and  consistently.  In  fact, 
r a single  TRAVAD  unit  is  more  effective  than  two,  one  quart  tap  water  enemas. 
Yet  the  small  volume  of  fluid  (135  cc.)  does  not  cause  distention,  cramps  or 
hyperactive  evacuation.  TRAVAD  can  be  administered,  retained  and  evacuated 
. in  about  10  minutes.’ 


r To  facilitate  self-administration,  the  TRAVAD  unit  provides  a safety  guard  on 
1 the  prelubricated  rectal  tip  and  an  infallible  bead  valve  to  prevent  spillage  or 
i premature  flow  of  enema  solution. 


Convenient  TRAVAD  is  aiways  ready  to  use,  highly  effective,  and  considerate 
I of  your  patients.  When  ordering  an  enema  for  pre-examination  or  therapeutically, 
I recommend  TRAVAD. 


t 1.  Weinstein,  J.J.;  unpublished  manuscript. 


(ready -to- use,  disposable) 


TRAVENOL  LABORATORIES,  INC. 

Division  of  Baxter  Laboratories,  Inc.,  Morton  Grove,  Illinois 


travadVa  self-administered  enema 


•Each  100  ml.  contains: 

Sodium  Dihydrogen  Phosphate,  12 
Gm.  and  Sodium  Citrate,  10  Gm. 
Preservatives:  0.1%  Methylparaben 
0.01%  Propylparaben. 
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one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  ❖ nutritionally  ❖ metaholically  ❖ mentally 


Each  dry-filled  capsule  contains:  Ethinyl  Estradiol, 
0.01  mg.  • Methyl  Testosterone,  2.5  mg.  • d-Am- 
phetamine  Sulfate,  2.6  mg.  • Vitamin  A (Acetate), 
6,000  U.S.P.  Units  • Vitamin  D,  500  U.S.P.  Units 

• Vitamin  Bic  with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thiamine 
Mononitrate  (Bi),  6 mg.  • Riboflavin  (Ba),  6 mg. 

• Niacinamide,  15  mg.  • Pyridoxine  HCl  (Bo),  0.5 
mg.  • Calcium  Pantothenate,  6 mg.  • Choline  Bitar- 
trate, 25  mg.  • Inositol,  25  mg.  • Ascorbic  Acid  (C) 


as  Calcium  Ascorbate,  50  mg.  • 1-Lysine  Mono- 
hydrochloride, 25  mg.  • Vitamin  E (Tocopheryl  Acid 
Succinate),  10  Int.  Units  • Rutin,  12.5  mg.  • Fer- 
rous Fumarate  (Elemental  iron,  10  mg.),  30.4  mg. 
• Iodine  (as  KI),  0.1  mg.  • Calcium  (as  CaHP04), 
35  mg.  • Phosphorus  (as  CaHP04),  27  mg.  • Fluorine 
(as  CaFs),  0.1  mg.  • Copper  (as  CuO),  1 mg.  • 
Potassium  (as  K2SO4),  5 mg.  * Manganese  (as 
MnOa),  1 mg.  • Zinc  (as  ZnO),  0.6  mg.  • Magne- 
sium (MgO),  1 mg.  Supply:  Bottles  of  100  and  1,000. 


Request  eomplete  information  on  indieations,  dosage,  precautions  and  contraindi- 
cations from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYAN  AM  ID  COMPANY,  Pearl  River,  New  York 
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Nico-Metrazol 

the  safe  ergogenic  agent 


Whenever  non-specific  fatfgue  indicates  the  need  for  safe  cerebral  stimulation, 
Nico-Metrazol  deserves  a therapeutic  trial.  The  gentle  activation  of  the  central  nervous 
system  and  the  increased  rate  of  cerebral  blood  flow  effected  by  Metrazol®,  combined 
with  increased  peripheral  blood  flow  induced  by  nicotinic  acid,  provide  a “physiologic 
spark-plug”  for  renewed  mental  and  physical  vitality.  Fatigue  and  listlessness  are 
frequently  replaced  by  a resurgence  of  energy  and  alertness.  Chronically  apathetic 
geriatric  patients  often  show  significant  improvement  on  Nico-Metrazol  therapy. 

Outstanding  Safety:  Nico-Metrazol  is  markedly  free  of  undesirable  systemic  action. 
It  causes  neither  hypertension  nor  postural  hypotension.  Nico-Metrazol  has  no  adverse 
effect  on  liver  or  bone  marrow  functions.  The  vasodilating  action  of  nicotinic  acid 
produces  a transient  flush  and  is  accompanied  by  a feeling  of  warmth  and  stimulation. 

Dosage:  Initially,  2 Nico-Metrazol  Tablets,  or  2 teaspoonfuls  of  Nico-Metrazol  Elixir,  three  or  four 
times  daily.  For  maintenance,  after  optimal  results  have  been  achieved,  dosage  may  be  reduced  to 
1 Nico-Metrazol  Tablet  or  1 teaspoonful  of  Nico-Metrazol  Elixir  three  times  daily. 

Supply:  Nico-Metrazol  Tablets  and  Elixir- 100  mg.  Metrazol  and  50  mg.  nicotinic  acid  in  each 
tablet  or  teaspoonful. 


For  information  on  Vita-Metrazol  and  Metrazoi  dosage  forms,  consuit  your  current  Physicians’  Desk  Reference. 
KNOLL  PHARMACEUTICAL  COMPAIVY  '•  ORANGE,  NEW  JERSEV 
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Robaxi.s* 

A dual-acting  skeletal  muscle  relaxant-analgesic,  combining  the  clinically 
proven  relaxant  action  of  Robaxin  with  the  time-tested  pain  relieving 
action  of  aspirin. 

Each  Robaxisal  Tablet  contains: 

Robaxin  (methocarbamol  Robins)  400  fng.  Acctylsalicylic  acid  (5  gr.)--..-—325  mg. 

U.S.  Pat.  No.  2770e49 

Supply:  Bottles  of  100  and  500  pink-and-white  laminated  tablets. 

Or  Robaxisal®-PH  (Robaxin  with  Phenaphen*) — when  anxiety  is 
associated  with  painful  skeletal  muscle  spasm. 

Each  Robaxisal-PH  Tablet  contains: 

Robaxin  (methocarbamol  Robins)  400mg.  Acetylsalicylic  acid 81  mg. 

Phenacetin  97 mg.  Hyoscyamine sulfate  0.016mg.  Phenobarbital  ( gr.)  S.lmg. 

Supply:  Bottles  of  100  and  500  green-and-white  laminated  tablets. 


When 

severe  pain  accompanies 

skeletal  muscle  spasm 
ease  both ‘pain  & spasm’ 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today's  medicines  with  integrity .. .seeking  tomorrows  wish  persistence. 


LIFTS 

DEPRESSION 
ANXIETY 


"I  feel  like  my  old  self  again!”  Thanks  to  your  balanced  Deprol  ther- 
apy, her  depression  has  lifted  and  her  mood  has  brightened  up  — while  her 
anxiety  and  tension  have  been  calmed  down.  She  sleeps  better,  eats  better, 
and  normal  drive  and  interest  have  replaced  her  emotional  fatigue. 


Brightens  up  the  mood,  brings  down  tension 


Deprol’s  balanced  action  avoids 
“seesaw”  effects  of  energizers  and 
amphetamines.  While  energizers  and 
amphetamines  may  stimulate  the  pa- 
tient — they  often  aggravate  anxiety 
and  tension. 

And  although  amphetamine-barbitu- 
rate combinations  may  counteract 
excessive  stimulation  — often 

deepen  depression  and  emotional 
fatigue. 

These  “seesaw”  effects  are  avoided 
with  Deprol.  It  lifts  depression  as  it 
calms  anxiety— a balanced  action  that 
brightens  up  the  mood,  brings  down 
tension,  and  relieves  insomnia, 
anorexia  and  emotional  fatigue. 

Acts  rapidly — you  see  improvement  in 
a fexo  days.  Unlike  the  delayed  action 


iin  WALLACE  LABORATORIES  / Cranbury,  N.  J. 


of  most  other  antidepressant  drugs, 
which  may  take  two  to  six  weeks  to 
bring  results,  Deprol  relieves  the 
patient  quickly  — often  within  a few 
days.  Thus,  the  expense  to  the  patient 
of  long-term  drug  therapy  can  be 
avoided. 

Acts  safely  — no  danger  of  liver  or 
blood  damage.  Deprol  does  not  cause 
liver  toxicity,  anemia,  hypotension, 
psychotic  reactions  or  changes  in 
sexual  function  — frequently  reported 
with  other  drugs. 

^Deprol^ 

Dosage:  Usual  starting  dose  Is  1 tablet  q.I.d.  When  neces- 
sary, this  may  be  Increosed  gradually  up  to  3 tablets  q.i.d. 
With  establishment  of  relief,  the  dose  may  be  reduced 
gradually  to  maintenance  levels. 

Composition:  1 mg.  2-diethylaminoethyl  benzllate  hydro- 
chloride (benoctyzine  HCI)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples.  co-sbs9 


Natural  History  of  Pyelonephritis 


. . the  theme  that  runs  through  the  carefully  taken  history  of  most 
uremic  patients  with  chronic  pyelonephritis— the  burning  on  urination 
of  infancy,  the  chills  and  fever  in  childhood,  the  ‘honeymoon’  pyelitis, 
the  recurrent  urethritis  treated  so  well  and  often  locally— and  yet  the 
termination  in  uremia.”^ 


T in  early  childhood-“a  potentially  fatal  warning  sign”' 

The  best  opportunity  to  eradicate  urinary  tract  infection  (and  prevent  potentially  disastrous 
sequelae)  is  the  first  opportunity— in  the  infant  and  young  child. 

Furadantin-for  a “cure”  instead  of  a “chronic”  n children 

“a  prophylactic  regimen  of  therapy  is  indicated.  . . . The  therapy  could  be  compared  to  the 
prophylactic  treatment  of  patients  whose  exacerbation  of  a rheumatic  fever  has  been  con- 
trolled.” ^ “Continuous  prophylactic  therapy  with  nitrofurantoin,  at  present,  is  our  best  modality 
! for  the  treatment  of  chronic  urinary  tract  infection.” 

^ Furadantin  dosage  for  children:  Average  dose  is  5 to  8 mg.  per  Kg.  (2.3  to  3.6  mg.  per 

!!  lb.)  in  4 divided  doses  daily.  A prophylactic  dosage  of  from  1 to  5 mg.  per  Kg.  is  recommended 

( for  long-term  use.^  After  the  infection  has  been  controlled,  urinalysis  and  culture  at  least  twice 
a year  are  suggested. ^ 

supplied:  Oral  Suspension,  25  mg.  per  5 cc.  tsp.,  readily  miscible  with  water,  infant  formulas, 
milk  or  fruit  juices.  Tablets,  50  mg.  and  100  mg. 

references;  1.  Birchall,  R.:  Am.  Practit.  77;918,  I960.  2.  Stevenson,  S.  S.:  J.  Louisiana  Med.  Soc.  7/0:219,  1958. 
3.  Marshall,  M.,  Jr.:  J.  Kentucky  Med.  Assoc.  59:35,  1961.  4.  Johnson,  S.  H.,  Ill,  and  Marshall,  M„  Jr,:  J.  Urol. 
82:162,  1959. 

Complete  information  in  package  insert  or  on  request  to  the  Medical  Director. 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  NEW  YORK 


To  cure  or  control  infection 
throughout  the  urinary  system 
atevenfageof  life... 
at  every  stage  of  infection 


brand  of  nitrofurantoin 


IMPORTANT 
YOUR  NEXT  MEETING 


The  156th  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New  York 
will  return  to  the  redecorated  Statler 
Hilton  in  New  York  City  on  May  14-18, 
1962. 


Some  very  interesting  innovations  are 
planned  for  the  next  meeting  of  the 
Society,  so  mark  the  dates  now  even 
though  the  event  is  several  months  away. 
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Natural  History  of  Pyelonephritis 


. . the  theme  that  runs  through  the  carefully  taken  history  of  most 
uremic  patients  with  chronic  pyelonephritis— the  burning  on  urination 
of  infancy,  the  chills  and  fever  in  childhood,  the  ‘honeymoon’  pyelitis, 
the  recurrent  urethritis  treated  so  well  and  often  locally— and  yet  the 
termination  in  uremia.”^ 


the  child-bearing  age-a  second  major  stage  for  urinary 

tract  infection  “The  fact  that  the  many  cases  of  chronic  and  finally,  lethal,  upper 

urinary  infections  in  women  begin  or  recur  during  gestation  is  especially  challenging.”  - “We 
now  believe  that  all  prepartum  women  should  have  one  quantitative  urine  culture  as  part  of 
their  medical  management.”  ® 


Furadantin-when  pregnancy  initiates  (or  activates) 

urinary  tract  infection  In  a study  of  104  pregnant  women  with  urinary  tract 

infections:  “Furadantin  was  highly  effective  in  the  treatment  of  these  infections  during  all 
stages  . . . and  frequently  offers  the  best  chance  of  effecting  a clinical  cure.”  ^ 


Furadantin  dosage  during  pregnancy  and  the  puerperium:  The  average  dose  is  one 
100  mg.  tablet  4 times  daily,  given  with  meals  and  with  food  or  milk  on  retiring,  to  prevent 
nausea.  For  acute,  uncomplicated  infections,  50  mg.  q.i.d.  may  be  administered.  If  improve- 
ment does  not  occur  in  2 or  3 days,  increase  dosage  to  100  mg.  q.i.d. 


supplied:  Tablets,  50  mg.  and  100  mg.  Oral  Suspension,  25  mg.  per  5 ce.  tsp. 


references:  1.  Birchall,  R.:  Am.  Practit.  11:918,  1960.  2.  Benson,  R.  C.,  and  Mitchell,  J.  C.:  Clin.  Obstet.  Gynec. 
7:97,  1958.  3.  Favour,  C.  B.:  Southern  Med.  J.  54:848,  1961.  4.  Nesbitt,  R.  E.  L.,  Jr.,  and  Young,  J.  E.t  Obstet. 
Gynec.  (N.Y.)  70:89,  1957. 


Complete  information  in  package  insert  or  on  request  to  the  Medical  Director. 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  NEW  YORK 


To  cure  or  control  infection  ® 

throughout  the  urinary  system 
at  every  age  of  life... 
at  every  stage  of  infection 


brand  of  nitrofurantoin 


The  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

Announces  for  new  subscribers  (non-members 
of  the  Medical  Society) 

A SPECIAL  INTRODUCTORY  SUBSCRIPTION  RATE 

$5.00  for  the  first  year’s  24  issues  (regularly  $7.50) 

or 

$18.00  for  the  first  three  years  (regularly  $22.50) 

Consider  these  advantages  which  the  JOURNAL  makes  available  to  you: 

You  find  important  medical  “firsts”  in  the  JOURNAL.  One  of 
the  most  recent  was  the  first  clinical  report  on  the  new  synthetic 
penicillin  to  counteract  resistant  staphyloccal  infection. 

You  read  leading  medical  authorities  in  the  JOURNAL.  Among 
them:  Paul  A.  Bunn,  Howard  Rusk,  Jere  W.  Lord,  George  T.  Pack, 
Frank  E.  Adair,  Frank  Glenn,  Chauncey  P.  Leake,  John  Lattimer, 
Walter  Alvarez,  and  Janet  Travell. 

You  share  the  medical  knowledge  emanating  from  New  York. 
This  state  has  more  medical  schools,  teaching  hospitals,  and 
medical  research  centers  than  any  other  state;  they  report  their 
advances  in  the  JOURNAL. 

ORDER  YOUR  SUBSCRIPTION  AT  THIS  SPECIAL  INTRODUCTORY  RATE  TODAY: 

□ enclosed  is  $5.00  for  the  first  year 

□ enclosed  is  $18.00  for  the  first  three  years 

□ bill  me  later 

Name 

Address 

City 
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Natural  History  of  Pyelonephritis 


l“,  . . the  theme  that  runs  through  the  carefully  taken  history  of 
uremic  patients  with  chronic  pyelonephritis— the  burning  on  urinati(^ 
fef  infancy,  the  chills  and  fever  in  childhood,  the  ‘honeymoon'  pyelitra 
the  recurrent  urethritis  treated  so  well  and  often  locally— and  yet  ffl 
termination  in  uremia.”^ 


‘Pyelitis"  of 
Pregnancy 


'Honeymoon 

Cystitis” 


Symptomatic 


Level  of  Symptomatology 


during  the  middle  and  later  years-relapse,  reinfection, 


renal  failure  . the  physician  treating  a patient  with  established  chronic  urinary 
tract  infection  faces  a grave  problem  of  management”  - 


Furadantin-to  preserve  function;  to  prolong  life 

. . certain  patients  with  renal  insufficiency  derived  measurable  benefit  from  prolonged  nitro- 
furantoin treatment;  as  infection  was  suppressed  their  renal  function  improved.  This  effect  was 
sufficiently  pronounced  to  be  considered  an  important  component  of  the  management  of  uremia 
accompanying  chronic  pyelonephritis.”- 

Furadantin  dosage  in  long-term  therapy:  “With  normal  renal  function,  the  dosage 
schedule  of  50  mg.  four  times  daily  in  adults  gave  urinary  nitrofurantoin  concentrations  that 
usually  exceeded  5 mg.  per  100  mg.  throughout  the  day.  This  level  was  thought  to  be  sufficient, 
on  the  basis  of  bacterial  sensitivity  determinations.”^  In  refractory  cases,  100  mg.  q.i.d.  daily  ip 
recommended. 


supplied:  Tablets,  50  mg,  and  100  mg.  Oral  Suspension,  25  mg.  per  5 cc.  tsp. 

references;  1.  Birchall,  R.:  Am.  Practit.  //:918,  1960.  2.  Jawetz,  E.,  et  al.;  A.M.A.  Arch.  Intern.  Med.  JOOtSAO, 
1957.  3.  Lippman.  R.  W.,  et  al.:  J.  Urol.  80:77,  1958. 

Complete  information  in  package  insert  or  on  request  to  the  Medical  Director. 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  NEW  YORK 


To  cure  or  control  infection  j i 
throughout  the  urinaiY  system 
at  every  age  of  life... 
at  eveiy  stage  of  infection  , ^ 


Your  first  source  for  professional 
information 


The  more  than  31,900  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 


• Office  hours  and  telephone  number. 


• Medical  school  and  year  of  graduation. 


• Certification  by  American  Boards  and 
International  Boards  in  Medical  Spe- 
cialties and  by  National  Board  of 
Medical  Examiners. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies,  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 


Orders  are 
now  being 
taken  for 
1961 

EDITION 


• Medical  staff  and  research  appoint- 
ments in  voluntary,  municipal,  state 
and  federal  hospitals  in  New  York 
State  (official  titles). 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  informa- 
tion about  their  State  Society.  You,  too,  will  find  your  Directory  a valu- 
able source  of  information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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ABLETS 


I 


pernicious  anemia 
macrocytic  anemia 
iron  deficiency  anemia 
megaloblastic  anemias 


Each  HEMOZYME  tablet  contains: 

Special  Liver-Stomach  Concentrate 

(containing  Intrinsic  Factor)  150  mg. 

Vitamin  B-12  with  Intrinsic  Factor 

(joncentrate  (U.S.P.)  Vi  Unit  (Oral) 

Vitamin  B-12  Activity 

(Cobalamin  Concentrate)  7.5  meg. 

t-Lysine  50.0  mg. 

Iron  ( Ferric  Citropyrophosphate  ) 40.0  mg. 

Copper  (Sulphate)  0.25  mg. 

Foiic  Acid 0.2  mg. 

Ascorbic  Acid  (Vitamin  C) 75.0  mg. 

Vitamin  B-1  (Thiamin  Mononitrate) 5.0  mg. 

Vitamin  B-2  (Riboflavin) 5.0  mg. 

Niacinamide 50.0  mg. 


TWO  TABLETS  SUPPLY: 

Vitamin  B-12  with  the  Intrinsic  Factor  Concentrate  in  the  amount  to  produce  the 
calculated  response  in  patients  with  pernicious  anemia  in  relapse  (one  unit)  and  also: 

Iron 800%  M.D.R.*  Vitamin  B-1  1000%  M.D.R. 

Vitamin  C 500%  M.D.R.  ViUmin  B-2  833%  M.D.R. 

Niacinamide 1000%  M.D.R.  *Minimum  Adult  Daily  Requirement 

DOSAGE: 

One  (1)  tablet  (two  times  daily)  supplies  therapeutic  quantities  of  all  known  anti-anemic 
agents.  Supplied  in  bottles  of  100s  and  1000s  at  all  pharmacies. 

Write  for  physicians'  samples  for  clinical  trial. 

BIOCHEMICAL  PRODUCTS  CORP.,  INWOOD,  LONG  ISLAND,  NEW  YORK 
Biochemicals  • Manufacturing  Chemists  • Pharmaceuticals 
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Fostex*  treats 
pimples'blackheadsacne 
while  they  wash 


degreases  the  skin 
helps  remove  blackheads 
dries  and  peels  the  skin 

Patients  like  Fostex  because  it’s  so 
easy  to  use.  Instead  of  using  soap, 
they  simply  wash  acne  skin  with 
Fostex  Cream  or  Fostex  Cake  2 to  4 
times  daily. 

Fostex  contains:  Sebulytlc*’  base  (unique,  penetrating,  sur- 
face-active combination  of  soapiess  cleansers  and  wetting 
agents*)  with  remarkable  antiseborrheic,  keratolytic  and  anti- 
bacterial actions  . . . enhanced  by  micropulverized  sulfur  2%, 
salicylic  acid  2%  and  hexachlorophene  1%. 

*sodium  lauryl  sulfoacetate,  sodium  alkyl  aryl  polyether  sulfonate 
and  sodium  dloctyl  sulfosuccinate. 

Fostex  Cream  and  Fostex  Cake  are  interchangeable  for  thera- 
peutic washing  of  the  skin.  Fostex  Cream  is  approximately 
twice  as  drying  as  Fostex  Cake.  Supplied:  Fostex  Cake— bar 
form.  Fostex  Cream— 4.5  oz.  jars.  Also  used  as  a therapeutic 
shampoo  in  dandruff  and  oily  scalp. 


And  . . . since  continuous  24-hour  drying  and 
peeling  of  acne  skin  is  essential,  FOSTRIL  (a  new, 
flesh-tinted  drying  lotion)  should  be  used  once  or 
twice  daily  in  addition  to  Fostex  therapeutic  washings. 
Fostril®  contains  Liposec®  (polyoxyethylene  lauryl 
ether),  a new,  surface-active  drying  agentused  forthe 
first  time  in  acne  treatment.  This  agent,  with  2% 
micropulverized  sulfur  and  a zinc  oxide,  talc  and  ben- 
tonite base,  provides  Fostril  with  excellent  drying 
properties.  Fgstril  also  contains  1%  hexachlorophene. 


Available:  Fostril,  oz,  tubes. 
Fostril-HC  hydrocortisone)  25  gm.  tubes. 


WESTWOOD  PHARMACEUTICALS  Buffalo,  13.  New  York 


INDEX  TO  ADVERTISERS 


-\mes  Company,  Inc 

-■Vrraour  Pharmaceutical  Company. 


3992 

3971 


Barrows  BioChemical  Corp. . . 
Baxter/Travenol  Laboratories. 
Burroughs  Wellcome  Co.  Inc... 


3963 

3949 

3975 


Coca  Cola  Company . 


3944 


Eastern  School  for  Physicians’  Aides 4105 

Eaton  Laboratories 3957,  3959,  3961,  3983 

Endo  Laboratories 3945 


Geigy  Pharmaceutical  Company . 


3979 


Hall-Brooke  Hospital. 
Holbrook  Manor 


4105 

4105 


Knoll  Pharmaceutical  Company 3953 


The  Lannett  Company,  Inc 3970 

Lederle  Laboratories,  Div.  American  Cyanamid  Com- 
pany  3951,  3972-3973,  3980-3981 

Eli  Lilly  & Company 3984 

Carl  M.  Loeb,  Rhoades  & Company 3966 


Mead  Johnson  & Company 4th  cover 


Pfizer  Laboratories,  Div.  Chas.  Pfizer  & Co. . .3967-3968 

Pine  wood 4105 

Pitman  Moore  & Company 3rd  cover 


Riker  Laboratories 2nd  cover 

A.  H.  Robins  Company 3955 


Sanborn  Company 3947 

G.  D.  Searle  & Company 3991 

E.  R.  Squibb  & Sons,  Div.  Mathieson  Chemical  Co  . 3969 


Wallace  Laboratories 3956,  3965,  3977 

West  Hill 4105 

Westwood  Pharmaceuticals,  Inc 3964 

Winthrop  Laboratories 3943 


3964 


Calms  the  Tense,  Nervous  Patient 

in  anxiety  and  depression 


The  outstanding  effectiveness  and  safety  with 
which  Miltown  calms  tension  and  nervousness 
has  been  clinically  authenticated  by  thousands 
of  physicians  during  the  past  six  years.  This, 
undoubtedly,  is  one  reason  why  meprobamate 
is  still  the  most  widely  prescribed  tranquilizer 
in  the  world. 

Its  response  is  predictable.  It  will  not  produce 
unpleasant  surprises  for  either  the  patient  or 
the  physician.  Wall  wonder  that  many  physi- 
cians have  awarded  Miltowm  the  status  of  a 
proven,  dependable  friend. 

Miltown* 

meprobamate  (Wallace) 
Uaual  dotage;  One  Or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50.  Also  as 
MEPROTABS®— 400  mg.  unmarked,  coated 
tablets;  and  in  sustained-release  capsules  as 
MEPROSPAN®-400  and  MEPROSPAN®-200 
(containing  respectively  400  mg.  and 
200  mg.  meprobamate). 

m WALLACE  LABORATORIES 
cM-56«  \£f^Cranbury,N.J. 


Clinically  proven 
in  over  750 
published  studies 

IActs  dependably  — 
without  causing 
ataxia  or  altering 
sexual  function 

2 Does  not  produce 
Parkinson-like 
symptoms,  liver  damage 
or  agranulocytosis 

3 Docs  not  muddle 
the  mind  or  affect 
normal  beliavior 


3965 


Investment 

Advisory 

Service 

Providing  portfolio  supervision 
for  both  individual  and  institu' 
tional  investors  on  a fee  basis. 

Direct  inquiries  to 
Investment  Advisory  Department 

Carl  M.  Loeb, 
Rhoades  & Co. 

Members  T^eui  Tor\  Stoc\  Exchange 

42  Wall  Street,  New  York 


STo/oe 


INDEX  TO  ADVERTISED  PRODUCTS 

Acnederm  (Lannett  Company) 3970 

Aristocort  (Lederle  Laboratories,  Div.  Amer.  Cyan- 

amid  Company) 3972—3973 

Capla  (Wallace  Laboratories) 3977 

Chymoral  (Armour  Pharmaceutical  Company) 3971 

Creamalin  (Winthrop  Laboratories) 3943 

Decholin  (Ames  Company,  Inc.) 3992 

Declomycin  (Lederle  Laboratories,  Div.  Amer.  Cyan- 

amid  Company) 3980-3981 

Deladumone  2X  (E.  R.  Squibb  & Sons,  Div.  Mathieson 

Chemical  Co.) 3969 

Deprol  (Wallace  Laboratories) 3956 

Fostex  (Westwood  Pharmaceuticals,  Inc.) 3964 

Furadantin  (Eaton  Laboratories) 39.57  , 39.59,  3961 

Gevrestin  (Lederle  Laboratories,  Div.  Amer.  Cyan- 

amid  Company) 3951 

Hemozyme  (Barrows  Biochemical  Corp.) 3963 

Hycomine  (Endo  Laboratories) 3945 

Methedrine  (Burroughs  Wellcome  Co.  Inc.) 3975 

Miltown  (Wallace  Laboratories) 3965 

Nico-Metrazol  (Knoll  Pharmaceutical  Company) ....  3953 

Novahistine  LP  (Pitman  Moore  & Company) ..  3rd  cover 

Pro-Banthine  (G.  D.  Searle  & Company) 3991 

Robaxisal  (A.  H.  Robins  Company) 3955 

Sobee  (Mead  Johnson  & Company) 4th  cover 

Tandearil  (Geigy  Pharmaceutical  Company) 3979 

Terramycin  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  & 

Company) 3967-3968 

Travad  (Baxter/Travenol  Laboratories) 3946 

Tricofuron  (Eaton  Laboratories) 3983 

Trinsicon  (Eli  Lilly  & Company) 3984 

ULO  (Riker  Laboratories) 2nd  cover 

Medical  and  Surgical  Equipment 

Clinical  Instruments  (Sanborn  Company) 3917 


Miscellaneous 

Coca  Cola  (Coca  Cola  Company) 
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Increasingly... 

the 

trend  is  to 


leppanwcin 

OXYTETRACYCLINE  WITH  GLUCOSAMINE 

'o  ihrni  d d:'jX‘ndahilit;  in  sinusitis  is  just  one  reason  why 





According  to  a recent  report* *  on  the  effectiveness 
of  Terramycin  in  io6  cases  of  upper  respiratory 
tract  infection:  “The  response  in  sinusitis  was  par- 
ticularly gratifying,  as  both  acute  and  chronic 
cases  were  controlled  within  an  average  of  five 
days.” 

“It  was  the  impression  of  the  hospital  staff  that 
oxy tetracycline  [Terramycin]  was  not  only  better 
tolerated,  but  more  effective  than  other  antibiotics 
habitually  used.” 

The  results  reported  in  this  and  many  other  stud- 
ies confirm  the  vitality  of  Terramycin  for  broad- 
spectrum  antibiotic  therapy  and  demonstrate  why 
—increasingly— the  trend  is  to  Terramycin. 


CAPSULES 


250  mg.  and  125  mg.  per  capsule 


convenient  initial  or  maintenance  therapy 
in  adults  and  older  children 


Science  for  the  world’s  well-being® 

Pfizer  Laboratories  Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York  17,  N.  Y. 

*jacques,  A.  A.,  and  Fuchs,  V.  H.;  J.  Louisiana  M.  Soc.  113:200.  May,  1961. 


The  dependability  of  Terramycin  in  daily 
practice  is  based  on  its  broad  range  of 
antimicrobial  effectiveness,  excellent 
toleration,  and  low  order  of  toxicity.  As  with 
other  broad-spectrum  antibiotics, 
overgrowth  of  nonsusceptible  organisms  may 
develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility 
testing.  Glossitis  and  allergic  reactions  to 
Terramycin  are  rare.  Aluminum  hydroxide 
gel  may  decrease  antibiotic  absorption  and  is 
contraindicated. 

More  detailed  professional  information  available  on  request. 


another  reason  why  the  trend  is  to 
Terramycin— verrirf/V/rj  of  dosage  form: 

TERRAMYCIN  Syrup/ Pediatric  Drops 

125  mg.  per  tsp.  and  5 mg.  per  drop 
(100  mg./cc.),  respectively — deliciously 
fruit -flavored  aqueous  forms . . . 
preconstituted  for  ready  oral  administration 
TERRAMYCIN  Intramuscular  Solution 

50  mg./cc.  in  10  cc.  vials;  100  mg.  and 
250  mg.  in  2 cc.  ampules — the  broad- 
spectrum  antibiotic  for  inmiediate  intra- 
nmsadar  injection  . . . conveniently 
preconstituted  . . . notably  well  tolerated  at 
injection  site  with  low  tissue  reaction 
compared  to  other  broad-spectrum  antibiotics 


DEUDUM0NF2X 

Squibb  Testosterone  Enanthate  and  Estradiol  Valerate 

PREVENTS  LACTATION  AND  BREAST  ENGORGEMENT  / just  one  injection  at  the  end  of  the  first  stage 
of  labor/ optimally  balanced,  long-acting  combination  of  gonadal  steroids  for  easy  injection  through 
small-gauge  needle  because  of  low  viscosity/ virtually  eliminates  need  for  analgesics'/ essen- 
tially eliminates  withdrawal  reaction  and  secondary  breast  engorgement  sometimes  associated 
with  oral  medication'  / does  not  affect  involution  of  uterus  or  restoration  of  normal  ovarian  function'^. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 

OELADUMONE*  is  a Squibb  trademark 


Supply:  Each  cc.  of  Deladumone  2X  provides  180  mg.  testosterone  enanthate  and  8 mg.  estradiol  valerate  dissolved  in  sesame  oil.  Vials  of  2 cc.  Dosage:  2 cc.  given 
as  a single  Intramuscular  Injection  preferably  at  the  end  of  the  first  stage  of  labor  or  else  Immediately  upon  delivery.  For  full  Information  see  your  Squibb  Product 
Reference  or  Product  Brief  References:  i.Watrous.  J.B..Jr.,et  al- J.A.M.A.169:  246  (Jan.  17)  1959.2.  Lo  Presto.  B..  and  Caypinar,  E.Y.:  J.A.M.A,169  260  (Jan.  17)  1950. 
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"responses  of  the  acne 
patients  were  highly 
satisfactory,  only  two 
patients  failing  to  respond 
...The  preparation  was 
well  tolerated  and  proved 
to  be  cosmetically 
acceptable." 

Niedelman,  M.L.:  Am.  Pract.  & Digest  Treat., 
10:1001,  1959. 


ACNEDERM 

LOTION 


Healing,  soothing,  cleansing  medication  in  a flesh-tinted  base. 
Pleasantly  scented  and  suitable  for  round-the-clock  application. 

Professional  samples  and  literature  on  request. 

THE  LANNETT  CO.,  INC.  • Philadelphia  25,  Penna. 
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controls  inflammation  and  edema  in  respiratory  tract  disorders'''^ 


Chymoral  reduces  inflammation  and  edema 
of  the  nasal  and  sinai  mucosa,'’^  thereby 
relieving  engorgement  of  nasal  turbinates 
and  encouraging  free  drainage.  By  suppress- 
ing inflammatory  reaction  of  bronchiolar 
tissue,  Chymoral  acts  to  liquefy  thickened 
bronchial  secretions  and  affords  easier  ex- 
pectoration of  mucus  plugs.  Taub^  obtained 
very  satisfactory  control  of  congestive  symp- 
toms in  a series  of  48  bronchial  asthma 
patients.  Another  group,  with  chronic  dif- 
fuse obstructive  emphysema,  were  afforded 
excellent  relief.^  Clinically,  patients  have 
said  that  they  are  not  so  short  winded. Their 
endurance  is  better  and  they  can  expectorate 
more  easily  without  the  severe  racking  cough. 

1.  Clinical  reports  to  the  Medical  Department,  Armour  Pharma* 
ceutical  Company,  1960.  2.  Billow,  B.  W.,  et  al.:  Southwestern 
Med.4;;286. 1960.  3.  Taub.S.  J.:  Clin.  Med.  7;2575.  I960.  4.TeiteI, 
L.  H.,  et  al.:  Indust.  Med.  29:150,  1960. 


CHYMORAL 

Chymoral  is  an  ORAL  anti-inflammatory  enzyme  tablet  spe* 
cificalty  formulated  for  intestinal  absorption.  Each  tablet  pro- 
vides enzymatic  activity,  equivalent  to  50,000  Armour  Units, 
supplied  by  a purified  concentrate  which  has  specific  trypsin 
and  chymotrypsm  activity  in  a ratio  of  approximately  six  to 
one.  ACTION:  Reduces  inflammation  of  all  types:  reduces  and 
prevents  edema  except  that  of  cardiac  or  renal  origin;  hastens 
absorption  of  blood  and  lymph  extravasates;  helps  to  liquefy 
thick  tenacious  mucous  secretions;  improves  regional  circula- 
tion; promotes  healing;  reduces  pain.  INDICATIONS:  Chymoral 
is  indicated  in  respiratory  conditions  such  as  asthma,  bron- 
chitis, rhinitis,  sinusitis;  in  accidental  trauma  to  speed  absorp- 
tion of  hematoma,  bruises,  and  contusions;  in  inflammatory 
dermatoses  to  ameliorate  acute  inflammation  in  conjunction 
with  standard  therapies;  in  gynecologic  conditions  such  as 
pelvic  inflammatory  disease  and  mastitis;  in  obstetrics  as 
episiotomies  and  breast  engorgement;  in  surgical  procedures 
as  biopsies,  hernia  repairs,  hemorrhoidectomies,  mammec- 
tomies.  phlebitis  and  thrombophlebitis;  in  genitourinary  dis- 
orders as  epididymitis,  orchitis  and  prostatitis;  in  dental  and 
oral  surgery  as  fractures  of  the  mandible  or  maxilla,  difficult 
or  multiple  extractions,  and  alveolectomies.  CONTRAINDICA- 
TIONS: None  known.  INCOMPATIBILITIES:  None  known. 
Antibiotics  as  welt  as  generally  accepted  measures  may  be 
coadministered.  SIDE  EFFECTS:  Mild  gastric  upsets,  rarely 
encountered.  DOSAGE:  Recommended  initial  dose  is  two 
tablets  q.i.d.;  one  tablet  q.i.d.  for  maintenance.  SUPPLIED: 
Bottles  of  48  and  250  tablets. 


ARMOUR  PHARMACEUTICAL  COMPANY-kankakee,  \lunois' Originators  of  Listica^ 
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because  patients  are  more  than  inflamed  skin... 
controlling  inflammatory  symptoms  is  frequently  not  enough! 

Even  cortisone,  with  its  severe  hormonal  reactions,  can  effectively  control  allergic  inflam- 
matory symptoms  in  dermatoses.  But  a patient  is  more  than  the  sum  of  his  parts  — and 
the  skin  is  only  part  of  a whole  patient.  Symptomatic  control  is  but  one  aspect  of  modern 
corticotherapy,  because  what  is  good  for  the  symptom  may  also  be  bad  for  the  patient. 


I 


Unsurpassed  ‘‘General  Purpose’’  and  “Special  Purpose”  Corticosteroid.. . 

Outstanding  for  Short-  and  Long-Term  Therapy 


ARISTOCOKT  is  an  outstanding  “special  purpose”  steroid  when  the  complicating  problem  is 
increased  appetite  and  weight  gain,  sodium  retention  and  edema,  cardiac  disease,  hyper- 
tension or  emotional  disturbance  and  insomnia. 

ARISTOCORT  provides  unsurpassed  anti-inflammatory  control  without  sodium  retention  or 
edema  — without  undesirable  psychic  stimulation  and  voracious  appetite. 


Supplied:  Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms. 
Request  complete  information  on  indications,  dosage,  precautions  and  contraindications 
from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 


I)  LEDERLE  LABORATORIES  • A 


DIV.  OF  AMERICAN  CYANAMID 


COMPANY  • PEARL  RIVER,  N.  Y. 


How  to  buy 
^25  bills  for  ^18.75 


In  case  you  haven’t  heard, 
$25  bills  are  on  sale  at  any 
bank.  They’re  better  known 
as  U.S.  Savings  Bonds.  The 
$25  variety  costs  you  $18.75, 
and  you  can  get  them  all  the 
way  up  to  a $10,000  block- 
buster for  just  $7,500.  These 
aren’t  the  kind  of  bills  you 
ordinarily  use  for  groceries, 
of  com*se.  Most  folks  tuck 
them  away  to  grow  (they 
mature  in  7 years,  9 months) 
and  then  cash  them  in  for 
tuition,  or  a long  vacation,  or 
something  else  they  want. 
Why  not  start  buying  them 
regularly? 

Six  Nice  Things  About 
U.S.  Savings  Bonds 

• You  can  save  automatically  on 
the  Payroll  Savings  Plan  • Y our 
Bonds  earn  3M%,  more 

than  ever  before  • You  invest 
without  risk  under  a U.S. 
Government  guarantee  • Your 
Bonds  are  replaced  free  if  lost  or 
stolen  • You  can  get  your  money 
with  interest  any  time  you  need 
it  • You  save  more  than  money 
— you  buy  shares  in  a stronger 
America. 


Can  they  afford  to  buy  money?  He  can  set  aside  as  little  as  $5 
a week  for  Savings  Bonds  by  signing  a Payroll  Savings  application 
where  he  works.  In  a yeeir  they’ll  own  Bonds  worth  nearly  $350  at 
maturity,  at  a cost  of  $260. 


You  save  more  than  money 

with  U.  S.  Savings  Bonds 


This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 


...WITH'METHEDRINE'SHECAN  HAPPILY  REFUSE! 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  "our  drug  of  choice  has 
been  methedrine . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized  or 

entirely  absent.”  Douglas,  H.  5.!  WestJ.Surg.  59:238  (May)  1951. 


‘METHEDRINE’ 

brand  Methamphetamlne  Hydrochloride 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

Literature  available  on  request. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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DAVID  B.  ALLMAN,  M.D.  • EUGENE  M.  BRICKER,  M.D.  * THOMAS 
CARLILE,  M.D.  • JOHN  W.  CLINE,  M.D.  • WARREN  H.  COLE,  M.D. 
. MURRAY  M.  COPELAND,  M.D.  . LLOYD  F.  CRAVER,  M.D.  . 
ANTHONY  R.  CURRERI,  M.D.  . J.  ENGLEBERT  DUNPHY,  M.D.  o 
MR.  RICHARD  L.  EVANS  • EDGAR  L.  FRAZELL,  M.D.  • WILLIAM 
GREENE,  M.D.  • JOHN  S.  HIRSCHBOECK,  M.D.  • JAY  J.  JACOBY, 
M.D.  . DAVID  A.  KARNOFSKY,  M.D.  • JOHN  F.  W.  KING,  M.D.  o 

THE  PHYSICIAN  AND  THE  CANCER  PATIENT 

The  American  Cancer  Society  is  concerned  with  the  total  can- 
cer problem.  A crucial  part  of  this  problem  relates  to  the  cancer 
patient  and  his  family.  To  help  the  medical  profession  explore 
ways  and  means  of  meeting  the  patient’s  special  needs,  the  scien- 
tific session  of  the  Society’s  next  Annual  Meeting  at  the  Hotel 
Biltmore  in  New  York  City,  October  23-24,  1961,  will  be  devoted 
to  “The  Physician  and  the  Total  Care  of  the  Cancer  Patient.” 
Various  specialists  will  examine  the  psychological  and  physical 
problems  facing  the  cancer  patient  and  his  family.  Consideration 
will  be  given  to  such  topics  as  decisions  in  the  early  care  of  the 
cancer  patient,  counselling  the  cancer  patient,  what  the  patient 
should  be  told,  care  of  the  advanced  cancer  patient,  society’s 
role  in  service  to  the  cancer  patient. 

Through  such  meetings,  the  American  Cancer  Society 
serves  the  medical  profession  by  providing  a forum  for 
an  exchange  of  information  and  experience  concerning  the 
cancer  patient. 

AMERICAN  CANCER  SOCIETY 

JOHN  L.  McKELVEY,  M.D.  • MISS  EDNA  NICHOLSON  • JAMES  J. 
NICKSON,  M.D.  • ALTON  OCHSNER,  M.D.  • DONALD  OKEN,  M.D. 
. GEORGE  T.  PACK,  M.D.  . EUGENE  P.  PENDERGRASS,  M.  D.  . 
I.  S.  RAVDIN,  M.D.  • GEORGE  G.  READER,  M.D.  • I.  ROSSMAN, 
M.D.  . JOHN  S.  STEHLIN,  JR.,  M.D,  . SAMUEL  G.  TAYLOR,  III, 
M.D.  • JOHN  G.  WALSH,  M.D.  • OWEN  H.  WANGENSTEEN,  M.D. 
» DONALD  M.  WATKIN,  M.D.  o GRANGER  E.  WESTBERG,  M.D. 
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ANNOUNCING 

GMLA 

-a  new  drug  that 
works  in  a new  way  to 
lower  blood  pressure 
with  minimal 
side  effects 


Capla  is  effective  alone  for  mild  to  moderate  hyper- 
tension-'^'°  ®'®'“'‘“-  and  can  be  combined  with  other 
antihypertensive  agents  for  more  severe  cases.^'^’*-'^- 

Lowers  blood  pressure  with 
minimal  side  effects 

Capla  does  not  produce  depression,  postural  hypo- 
tension, nasal  congestion,  gastric  hyperacidity  or 
electrolyte  imbalance.-’^  “ ®'”'“  The  only  side  effects 
reported  with  any  frequency  are  drowsiness,  gen- 
erally transient  in  nature,  disappearing  within  a few 
days  on  continued  dosage,  and  occasional  light- 
headedness. These  are  commonly  signs  of  dosage 
higher  than  necessary  for  therapeutic  effect. 

Acts  centrally  at  the 
brainstem  vasomotor  center  to 
reduce  peripheral  resistance 

Capla  is  unrelated  chemically  to  any  other  anti- 
hypertensive agent.  It  does  not  block  ganglia,  re- 
duce blood  flow,  or  interfere  with  neurohormonal 
balance. 


Dosage;  the  recommended  dose  of  Capla  is  one  300  mg. 
tablet  three  or  four  times  daily,  before  meals  and  at  bed- 
time. The  dosage  should  be  adjusted  to  individual  re- 
quirements; for  example,  older  patients  may  require 
lower  dosage. 

Composition:  Each  white,  scored  tablet  is  300  mg.  of 
Capla  (mebutamate,  Wallace). 

Supplied;  Bottles  of  100  tablets. 


CLINICAL  A PHARMACOLOGICAL  REPORTS.  I.  Berger.  F.  M„  and  Margolin,  S.l  A 
Centrally  Acting  Blood  Pressure  Lowering  Agent  (W-S83).  Fed.  Proc.  ?0:113  (March)  1961. 
2.  Diamond,  S.,  and  Schwartz,  M.,  Scientific  Exhibit  at  III.  State  Med.  Soc.»  Chicago.  (May) 
1961 . 3.  Douglas.  J.  F.,  Ludwig,  B.  J.,  Ginsberg,  T.,  and  Berger,  F.  M.:  Studies  on  W-S63  Metab* 
oiism.  Fed.  Proc.  ?d:113  (March)  1961.  4.  Duarte,  C.,  Brest,  A.  N.,  Kodama,  R.,  Naso,  F..  and 
Moyer,  J.  H.;  Observations  on  the  Antihypertensive  Effectiveness  of  a New  Propanediol  Di« 
carbamate  (W-583).  Curr.  Ther.  Res.  2:t46>S2  (May)  1960.  S.  DuChez,  J.  W„  Scientific  Exhibit 
at  AM  A.  New  York,  (June)  1961 . 6.  Holloman,  J.  L.  S.,  Jr.:  Treatment  of  Hypertensive  Patients 
with  Mebutamate,  a New  Antihypertensive  Drug— a Preliminary  Report.  J.  of  Nat.  Med.  Assoc, 
in  Press.  1961. 7.  KletzKIn,  M.,  and  Berger,  F.  M.;  A Centrally  Acting  Antipressor  Agent.  Fed. 
Proc.  20:113  (March)  1961.  8.  Leslie,  C.  H.:  The  Efficacy  of  Mebutamate,  a New  Antihyper* 
tensive  Drug,  in  the  Treatment  of  Refractory  Geriatric  Hypertensive  Patients— a Preliminary 
Report.  J.  Am.  Geriatric  Soc.  1961  in  press.  9.  Mulinos,  M.  G.,  Scientific  Exhibit  at  Amer. 
Coll.  Card.  New  York.  (May)  1961 . 10.  Mulinos,  M.  G.,  Saltefors,  S..  Boyd,  L.  J.,  and  Cronk, 

G.  A.:  Human  Pharmacology  Studies  with  W-583.  Fed.  Proc.  20:113  (March)  1961.  11.  Shubin, 

H. .  Scientific  Exhibit.  Amer.  Coll.  Card.  New  York.  (May)  1961 . 12.  Turek,  L.  H.:  Clinical  Evalu* 
ation  of  Mebutamate,  an  Anti-Hypertensive  Agent:  Preliminary  Report:  Clin.  Med.  8:7  (July) 
1961. 

Literature  and  samples  to  physicians  on  request. 


(mebutamate.  Wallace) 


CENTRAL  ACTING  PRESSURE  LOWERING  AGENT 

Wallace  Laboratories,  Cranbury,  N.J, 
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A dedicated 
professional, 
your  phar- 
macist will 
be  close  at 
hand  this 
winter. 

Stop  in 
today  and 
visit  your 
neighbor- 
hood 

pharmacist. 


Just  around  the  comer— 


or  £is  near  as  your 
telephone  — that’s  how 
close  the  personal  service 
of  yoxir  neighborhood 
pharmacy  is. 


A prescription  to  be  filled? 
_ . . . Sickroom  supplies 
needed?. . . A trained, 
skilled,  licensed  pharma- 
cist is  ALWAYS  on 
duty. . . ready  to  serve 
you  personally. . . qualified 
by  a background  of 
knowledge  and  experience 
to  meet  your -health  needs. 


YOU  CAN  RELY  ON  YOUR  NEIGHBORHOOD  PHARMACIST 


PHARMACEUTICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


WARNING: 


INFLUENZA  STRIKES  ALL  AGES- BE  SAFE  THIS  WINTER 
Consult  Your  Physician  and  Your  Pharmacist 
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Inflammation  Takes  Flight 


Tandearil^ 

brand  of  oxyphenbutazone 

a new 

development 
in  nonhormonal 
anti-inflammatory 
therapy 

Geigy 


Remarkably  useful  in  a wide  variety  of 
inflammatory  conditions,  including: 
rheumatoid  arthritis,  spondylitis, 
osteoarthritis'"'’:  gout,'  ' ®;  acute  superficial 
thrombophlebitis’  ''’;  painful  shoulder 
(peritendinitis,  capsulitis,  bursitis,  and  acute 
arthritis  of  that  joint)' severe  forms  of  a 
variety  of  local  inflammatory  conditions."  '^  '’ 

The  physician  should  be  thoroughly  familiar 
with  the  dosage,  side  effects,  precautions 
and  contraindications  of  Tandearil  before 
prescribing. 

Full  product  information  available 
on  request. 

more  specific  than  steroids— Acts  directly 
on  the  inflammatory  lesion  without  altering 
pituitary-adrenal  function . . . without 
impairing  immunity  responses."  '’ 

more  dependably  absorbed  than  enzymes— 

Tandearil,  a simple,  non-protein  molecule, 
is  rapidly  and  completely  absorbed,'*  ''’ 
consistently  providing  effective  blood  levels. 

1081-61 


far  more  potent  than  salicylates  — 

Anti-inflammatory  potency  of  Tandearil 
markedly  superior  to  aspirin.*  '® 

availability: 

Round,  tan,  sugar-coated  tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 

references: 

1.  Graham,  W.:  Canad.  M.  A.  J.  82:1005  (May  14) 

1960.  2.  Vaughn,  P.  P.;  Howell,  D.  S.,  and  Kiem, 

I.  M.:  Arth.  and  Rheumat.  2:212, 1959.  3.  O’Reilly, 

T.  J.:  J.  Irish  M.  A.  46:106, 1960.  4.  Cardoe,  N.: 

Ann.  Rheumat,  Dis.  18:244, 1959.  5.  Robichaux,  E.: 
General  Practice  24:14, 1961.  6.  Brooke,  J.  W.: 
Western  Med.  2:81,  1961.  7.  Connell.  J.  F.,  Jr.,  and 
Rousselot.  L.  M.:  Am.  J.  Surg.  98:31, 1959.  8.  Brodie, 
B.  B.,  et  al..  In  Contemporary  Rheumatology  1956, 
p.  600.  9.  Stein,  I.  D.:  Ann.  N.  Y.  Acad.  Sc.  86:307 
(March  30)  1960. 10.  Barczyk,  W.,  and  Roth,  W.: 
Praxis  49:589, 1960. 11.  Miller,  J.  M..  et  al.: 

Antibiotic  Med.  and  Clin.  Therap.  7:109, 1960. 

12.  Connell.  J.  F.,  Jr.,  and  Rousselot,  L.  M.:  Am.  J. 
Surg.  97:429,  1959.  13.  Summary  of  individual  case 
histories  submitted  to  Geigy.  14.  Domenjoz,  R.: 

Ann.  N.  Y.  Acad.  Sc.  86:263, 1960. 15.  Smyth,  C.  J.: 
Ann.  N.  Y.  Acad.  Sc.  86:292,  1960.  16.  Yii,  T.  F., 
et  al.:  J.  Pharmacol,  and  Exper.  Therap.  123:63, 

1958. 
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antibiotic  therapy  with  an 

ECLO 


CAPSULES,  150  mg.,  75  mg.  Dosage:  Average  infec- 
tions—150  mg.  four  times  daily.  Severe  infections— 
Initial  dose  of  300  mg.,  then  150  mg.  every  six  hours. 
PEDIATRIC  DROPS.  60  rag./cc.  in  10  cc.  bottle  with 
calibrated,  plastic  dropper.  Dosage:  1 to  2 drops  (3 
to  6 mg.)  per  pound  body  weight  per  day  — divided 
into  four  doses. 

SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored). 
Dosage:  3 to  6 mg.  per  pound  body  weight  per  day 
— divided  into  four  doses. 


PRECAUTION'S  — As  with  other  antibiotics,  declo- 
MYCiN  may  occasionally  give  rise  to  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  or  dermatitis.  A 
photodynamic  reaction  to  sunlight  has  been  observed  in 
a few  patients  on  dfclomycin.  Although  reversible 
by  discontinuing  therapy,  patients  should  avoid  expo- 
sure to  intense  sunlight.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication. 

Overgrowth  of  nonsusccptible  organisms  is  a possibility 
with  UECLOMYCiN,as  with  other  antibiotics,  and  demands 
that  the  patient  be  kept  under  constant  observation. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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added  measure  of  protection 

MYCIN 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 

I against  relapse— up  to  6 days’  activity  on  4 days’  dosage 
I against  secondary  infection— sustained  high  activity  levels 
) against  “problem”  pathogens— positive  broad-spectrum  antibiosis 
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AVAILABLE! 

1961  Edition  of  the  "BLUE  BOOK” 

THE  MEDICAL  DIRECTORY 
OF 

NEW  YORK  STATE 

NON-MEMBERS  OF  THE  MEDICAL  SOCIETY 
ORDER  YOUR  COPY  FROM; 

Medical  Society  of  tho  State  of  New  York 

750  Third  Avenue,  New  York,  New  York 

($20.00  per  volume  plus  3%  sales  tax  in  New  York  City) 

To  avoid  duplication  of  orders,  please  state 
when  ordering  for  hospitals,  societies,  com- 
panies, etc. 


“Idiot!  I said  purse  string  the  appendix,  and  mattress 
stitch  the  skin.” 
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trichomonal  I monilial  I mixed 
vaginitis  / vaginitis  infection 


only  comprehensive  therapy 
can  reach  all  three  vaginitis  patients 

Tricofuron 

effective  against  all  three  vaginitis  pathogens:  Trichomonas  vaginalis,  Candida  al- 
bicans, Hemophilus  vaginalis  — The  current  controversy  concerning  the  frequency  of 
various  organisms  causing  vaginitis  may  be  due  to  “a  larger  prevalence  of  mixed 
infection  than  is  commonly  assumed... To  succeed,  the  topical  preparation  used 
should  possess  sufficient  activity  to  eliminate  trichomonads,  fungi,  and  any  associated 
pathogenic  bacteria,  such  as  H.  vaginalis.”  Ensey,  j.e.:  Am.  j.  obsi.  & cynec.  77:155, 1959. 

1.  POWDER  for  weekly  application  in  your  office:  Furoxone®  (furazolidone)  0.1% 
and  Micofur®  (nifuroxime)  0.5%,  in  an  acidic,  water-dispersible  base;  15  Gm. 
squeeze  bottle  with  5 disposable  applicator  tips. 

2.  SUPPOSITORIES  for  continued  home  use— on  your  prescription  onZy  — Furoxone 
0.25%  and  Micofur  0.375%  in  a water-miscible  base;  boxes  of  12  or  24 
with  applicator. 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  NEW  YORK 
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■ See 

both  blood  picture 
and  patient  respond  to 

TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor.  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable 
of  producing  in  ten  days  an  Hb  and  RBC 
response  comparable  to  that  obtained  after 
a transfusion  of  one  pint  of  whole  blood. 
For  potent,  complete  anemia  therapy, 
prescribe  Trinsicon. 

Two  Pulvules  Trinsicon  (daily  dose) 
provide: 

Special  Liver-Stomach  Concentrate, 

Lilly  (containing  Intrinsic  Factor) . . 300  mg. 
Vitamin  B12  with  Intrinsic  Factor 

Concentrate,  N.F 1 N.F.  unit  (oral)  * 

Cobalamin  Concentrate,  N.F., 

equivalent  to  Cobalamin 15  meg.  f 

(The  above  three  ingredients  are  clinically 
equivalent  to  1 J^N.F.  units  of  APA  potency.) 

Iron,  Elemental 220  mg. 

(as  Ferrous  Sulfate) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 

•Potency  established  prior  to  mixture  with  other  ingredients. 
tObtained  from  extractives  oi  suitable  microbial  organisms  and  liver 
and  determined  microbiologically  against  vitamin  Bu  standard:  the 
total  amount,  including  that  contained  in  the  Vitamin  Bu  with  Intrinsic 
Factor  Concentrate.  N.F.,  is  30  micrograms. 

Product  brochure  available; 

write  Eli  Lilly  and  Company^  Indianapolis  6,  Indiana. 
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The  Physician  and  the  Public  in  the  Dietary  Fat- 
Heart  Disease  Controversy 


The  effect  of  dietary  fat  on  the  level  of 
blood  cholesterol  can  be  studied  objec- 
tively in  the  laboratory,  and  the  results, 
if  obtained  by  proper  experimentation, 
are  unequivocal.  To  some  extent  the 
effect  of  the  blood  cholesterol  level  on  the 
development  of  atherosclerosis  can  be  stud- 
ied in  the  laboratory,  but  in  direct  experi- 
mentation, experimental  animals  must  be 
used,  and  in  many  respects  these  animals 
do  not  duplicate  accurately  the  situation 
in  man.  In  human  studies,  investigators 
have  had  to  resort  to  correlations  which 
obviously  have  serious  shortcomings,  but 
in  general  the  evidence  favors  a higher  in- 
cidence of  atherosclerosis  with  elevated 
levels  of  blood  cholesterol.  The  all  im- 
portant question  that  still  remains  in 
serious  controversy  is;  What  effects  do 
dietary  fats  have  on  the  atherosclerotic 
process  and  the  development  of  coronary 
heart  disease? 

Although  a preponderance  of  evidence 
supports  the  hypothesis,  not  all  studies  are 
in  accord  with  the  idea  that  excess  unsat- 
urated fat  in  the  diet  is  beneficial.  More 
than  an  influence  on  blood  cholesterol  may 
be  involved,  for  dietary  fatty  acids  are  now 
known  to  enter  directly  into  the  athero- 
sclerotic plaque,  and  also  these  fatty  acids 
have  marked  effects  on  certain  of  the 
blood-clotting  mechanisms.  Both  of  these 
processes  are  implicated  in  the  etiology  of 
cardiovascular  diseases  and  do  not  neces- 
sarily conform  with  current  proposals  re- 
garding saturated  and  unsaturated  fats. 

Evidence  has  been  given  that  as  the 
severity  of  atherosclerosis  increases,  the 
amount  of  linoleic  acid  in  the  arterial  wall 
increases.^  The  greatest  increase  has  been 
foimd  in  the  fatty  acids  associated  with 
cholesterol  in  the  form  of  cholesterol  esters. 
If,  by  theory,  linoleic  acid  is  protective 


against  the  development  of  atherosclerosis, 
why  should  the  atherosclerotic  plaque  con- 
tain more  linoleic  acid  than  normal,  im- 
diseased  tissue? 

Several  years  ago  it  was  shovm  that 
peroxidation  of  the  lipids  in  the  arterial 
wall  occurs  and  as  the  severity  of  athero- 
sclerosis increases,  so  also  does  the  peroxide 
value  of  the  arterial  lipids  increase. ^ Per- 
oxidation is  to  some  extent  a function  of  the 
degree  of  unsaturation,  and  one  wonders 
whether  or  not  this  phenomenon  of  per- 
oxidation in  atheroma  may  be  a danger 
signal  indicating  a potentially  harmful 
result  of  large  ingestion  of  highly  unsat- 
urated fats.  Investigators  have  suggested 
this  possibility  and  emphasized  the  need  for 
caution  in  indiscriminate  increases  in  die- 
tary unsaturated  fat.^ 

A great  deal  has  been  written  about  the 
increasing  incidence  of  coronary  heart  dis- 
ease during  the  past  half  century.  Group- 
ing together  all  forms  of  cardiovascular 
disease  as  cause  of  death,  the  figures  given 
in  the  Statistical  Abstracts  of  the  United 
States  show  287.2  per  100,000  population 
in  1910  and  515.0  per  100,000  in  1957. 
There  are  many  factors  that  should  be  con- 
sidered in  interpreting  such  data,  but  let  us 
assume  that  these  figures  do  represent  a 
definite  increase  in  the  incidence  of  death  due 
to  coronary  heart  disease  during  this  span 
of  years.  In  the  same  interim,  the  total 
fat  available  for  consumption  in  this  countrj' 
has  not  changed  appreciably  although 
there  have  been  definite  changes  in  the 
source  and  characteristics  of  the  dietary 
fat.  Using  estimates  of  the  fatty  acid  com- 
position of  dietary  fat  from  1910  to  1958, 
it  would  appear  that  the  total  hnoleic  acid 
available  has  increased  about  twofold  during 
this  period.  In  other  words,  if  total  fat 
and  fatty  acid  composition  were  the  sole 
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factors  implicated,  the  incidence  of  heart 
disease  should  not  have  increased;  if  any- 
thing there  should  have  been  a decrease. 

Isolated  examples  such  as  these  are  not 
presented  with  the  idea  of  disproving  the 
hypothesis  of  a causal  relationship  between 
dietary  fat  and  heart  disease.  There  can 
be  cited  many  good  studies  that  support 
such  a relationship.  It  is  the  intent,  how- 
ever, to  show  why  much  more  information 
must  be  obtained  before  general  pronounce- 
ments and  recommendations  are  made 
which  will  affect  the  dietary  practices  of 
the  general  public  and  which  may  have 
serious  repercussions  on  agriculture  and 
agriculture-dependent  industry. 

Lecturers  and  reviewers  have  frequently 
recommended  to  the  public  moderation  in 
their  consideration  of  dietary  practices. 
Fat  is  a major  contributor  to  the  total 
calorie  intake,  and  the  excess  fat  on  your 
serving  of  roast  beef  is  better  for  you  if 
left  on  the  plate.  A moderate  reduction 
in  our  total  fat  intake  can  result  in  an  im- 
portant decrease  in  total  calories,  certainly 
a highly  desirable  goal  for  most  of  us.  The 
practice  of  such  moderation  may  have  de- 
sirable end  results  and  is  nutritionally 
soimd.  Unfortunately,  a few  nutrition- 
ists, but  nevertheless  representative  of  a 
very  vocal  group,  advocate  a much  more 
involved  dietary  change  for  the  general 
public.  They  would  have  us  eliminate 
entirely  certain  fats  such  as  butterfat  and 
replace  these  fats  with  liquid  vegetable 
oils.  Whether  or  not  this  can  be  accom- 
plished on  a practical  scale  without  inad- 
vertently increasing  total  calories  and  thus 
contributing  to  the  problem  of  obesity  has 
yet  to  be  determined.  More  serious  is  the 
fact  that  we  have  no  knowledge  of  the 
nutritional  implications  of  a major  change 
in  dietary  practice  that  would  result  in  the 
long-continued  ingestion  of  relatively  large 
amoimts  of  highly  unsaturated  fat.  This 
could  be  beneficial,  but  on  the  other  hand, 
without  definite  knowledge  we  cannot  be 
sm-e  that  such  a change  would  be  completely 
free  from  undesirable  effects.  Certainly 


such  a major  change  in  dietary  practice 
should  not  be  recommended  to  the  general 
public  without  further  information  regard- 
ing the  long-term  imphcations. 

But,  there  is  an  all  important  exception 
that  must  be  made.  The  physician  must 
apply  all  available  knowledge  in  the  treat- 
ment of  a patient  who  may  be  in  a critical 
condition.  It  is  the  prerogative  of  the 
physician  to  alter  the  fat  intake  of  his 
patient  in  the  manner  which  conforms  with 
his  interpretation  of  the  best  information 
available  at  the  time.  Furthermore,  it  is 
the  duty  of  scientists  to  make  this  infor- 
mation available  to  the  physician.  Here 
we  arrive  at  an  unfortunate  conflict  of 
interests  in  the  dissemination  of  knowledge 
resulting  in  misinterpretations  and  serious 
concern  among  physicians,  nutritionists, 
and  public  health  officials,  as  well  as  agri- 
culturists. Medical  scientists  have  given 
information  to  the  public  and  then  have 
said:  “Don’t  use  this  information  without 
consulting  your  doctor.”  They  have  given 
every  man  a do-it-yourself  kit  with  a 
label:  “Use  only  imder  the  direction  of 
your  physician.”  An  ad  hoc  committee  of 
the  American  Heart  Association  has  pub- 
lished a report  on  the  relation  of  dietary 
fat  to  heart  attacks  and  strokes.^  Although 
pubhshed  in  a medical  journal,  obviously 
a major  use  has  been  in  lay  consumption 
both  through  extensive  reprint  distribution 
and  by  excerpting  and  editorializing  in  the 
lay  press.  There  is  no  major  scientific 
fault  in  any  of  the  statements  that  are 
made  in  this  report,  particularly  when  the 
summary  (added  to  reprints  only)  com- 
mences with  the  following  disclaimer: 

Question:  Should  everyone  make  the 

changes  in  the  diet  described  in  this 
report? 

Answer:  No  one  should  make  significant 
changes  in  his  diet  without  medical 
advice. 

Unfortunately,  the  damage  is  done.  It 
is  only  natural  for  the  man  in  the  street  to 
conclude  that  if  a major  dietary  change  is 
good  for  the  treatment  of  individuals  who 
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have  had  heart  attacks,  such  a regimen 
must  be  good  for  him  also.  He  has  his 
do-it-yourself  kit  wrapped  up  in  a very 
respectable  medical  journal,  and  he  is 
going  to  use  it  regardless  of  the  “caution” 
on  the  label. 

How  can  the  public  be  convinced  that 
medical  advice  for  certain  individuals  is 
not  advice  for  the  world  at  large?  Medical 
journals  might  be  condemned  for  publishing 
reports  for  lay  consumption,  but  this  is 
only  a small  part  of  the  problem  for  many 
media  of  publication  for  the  layman  carry 
similar  information.  It  is  going  to  be 
necessary  to  publicize  widely  the  serious 
gaps  in  scientific  knowledge  that  emphasize 
the  ill-advisability  of  premature  recom- 
mendations of  major  changes  in  dietary 

Honest 

The  Court  of  Claims  of  the  State  of  New 
York,  in  dismissing  a claim  against  the 
State  for  alleged  negligence  in  the  adminis- 
tration of  electric  shock  therapy  to  an  inmate 
of  a State  hospital,  quoted  with  approval 
from  the  decision  of  the  Court  in  the  case 
of  Gielskie  versus  State  of  New  York.  The 
latter  was  discussed  in  an  editorial  appearing 
in  the  October  1,  19G0,  issue  of  the  Journal. 

The  emphasis  which  the  Courts  place 
on  the  language  of  the  Gielskie  decision  is  of 
great  importance  to  the  practice  of  medicine 
because  it  places  in  proper  perspective  the 
obligation  of  the  physician  to  his  patient 
and  the  exercise  of  his  judgment  in  selecting 
a method  of  treatment. 

The  claimant  in  the  instant  action  was 
sixty-five  years  old  and  was  admitted  to 
the  State  hospital  on  June  4,  1956,  and  the 
mental  diagnosis  was  established  as  involu- 
tional psychosis  melancholia.  • On  the 
recommendation  of  the  clinical  director  of 
the  hospital,  electric  shock  therapy  was 
started  on  June  29,  1956,  and  continued  on 
July  9,  18,  20,  23,  25,  and  28,  1956.  The 
result  obtained,  so  far  as  the  mental  illness 
was  concerned,  was  satisfactory,  but  the 
therapy  caused  a fracture  of  the  right  hu- 


practices  for  the  general  pubhc.  The  story 
cannot  be  told  in  completeness  today. 
There  is  a chance  that  changes  will  be  ad- 
vantageous to  the  public  when  the  facts 
are  known.  Effective  means  must  be  found 
to  hold  the  line  until  that  day  comes. — 
Richard  H.  Barnes,  Ph.D. 
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Choice 

meral  neck  after  the  first  administration  and 
an  impacted  fracture  in  the  neck  of  the 
left  humerus  on  the  final  treatment. 

The  fracture  of  the  right  humerus  was 
not  discovered  until  August  15,  1956,  al- 
though the  injury  was  sustained  on  June 
29,  1956,  and  the  x-ray  film  revealed  no 
fracture.  An  examination  of  the  right 
shoulder  was  made  by  quahfied  doctors  who 
diagnosed  the  injury  as  a partial  tear  of  the 
right  supraspinatus  muscle.  Following 
these  examinations,  the  electroshock  treat- 
ments were  continued  and  were  terminated 
on  July  28,  1956. 

The  Court  ruled  that  the  State  was  not 
negligent  in  failing  to  discover  the  fracture 
of  the  right  humerus,  relying  on  an  earlier 
decision  which  laid  dowm  the  rule  that 
“the  State  is  not  responsible  for  an  honest 
error  of  professional  judgment  made  by 
qualified  and  competent  doctors  employed 
by  them.”  (St.  George  v.  State  of  New  York, 
283  App.  Div.  245,  aff’d.  308  N.Y.  681) 

It  noted  that: 

(t)he  sole  question  is  whether  or  not  the  State 
was  negligent  in  failing  to  use  a relaxant  drug 
before  administering  the  second  and  subsequent 
electric  shock  treatments  after  the  employees 
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of  the  State  knew  that  Ethel  Foxluger  had 
been  injured  during  the  first  treatment. 

The  Court  said  that : 

(r)egardless  of  the  original  diagnosis  or  the 
ultimate  finding,  this  case  must  be  decided 
on  whether  or  not  the  State  used  a proper 
method  of  treatment.  Itshould  be  remembered 
that  successive  treatments  at  regular  intervals 
are  necessary  if  this  therapy  is  to  succeed. 
In  1956  some  doctors  were  using  relaxant  drugs 
as  routine  procedure  when  administering 
electric  shock  treatments.  Many  other  doctors 
were  not  using  the  relaxant  drug,  fearing  the 
dangers  of  the  unknown  reaction  more  than 
the  probability  of  injuries  which  would  include 
fractures. 

The  Court  in  then  reaching  its  decision 
to  dismiss  the  claim  quoted  approvingly 
from  the  Gielskie  case,  as  follows: 


There  is  no  authority  that  a doctor,  whether 
employed  by  the  State  or  in  private  practice, 
must  use  what  some  doctors  consider  the  best 
method  if  a method  which  is  accepted  by  re- 
spectable medical  authority  is  adopted. 

We  do  not  toss  aside  as  lightly  as  respond- 
ent’s brief  the  State’s  argument  that  there  are 
two  schools  of  medical  thought  upon  the 
method  of  administration  of  T.A.T.  The 
record  demonstrates  that  medical  opinion  and 
medical  textbooks  differ  on  the  subject.  By 
honestly  accepting  one  field  of  respectable 
medical  opinion,  though  other,  and  perhaps 
more  numerous,  medical  opinions  may  differ, 
does  not  constitute  negligence  simply  because 
in  a particular  case  the  result  was  disastrous. 
To  hold  the  State  liable  under  the  circum- 
stances presented  here  would  mean  that 
either  the  State  must  render  no  public  service 
at  all  or  be  an  insurer  against  any  bad  results 
that  might  follow.  (Foxluger  v.  State  of 
New  York,  23  Misc  2d  933) 


Editorial  Comment 


An  Old  Hazard  in  a New  Place.  All 

those  with  an  interest  in  youth  as  the  wave 
of  the  future  must  view  with  alarm  the 
amazing  increase  in  venereal  disease  among 
the  adolescent. 

Over  the  past  three  years  the  number  of 
venereal  disease  cases  reported  among 
persons  nineteen  years  of  age  and  younger 
has  risen  from  48,964  to  55,763.  The  cities 
report  a sharp  rise  in  incidence  over  this 
period.  A year  ago  21  cities  reported  an 
increase  in  early  infectious  syphilis  in  ages 
fifteen  to  nineteen;  this  year  31  cities  re- 
ported an  increase.  A year  ago  25  cities 
reported  an  increase  in  early  infectious 
syphilis  in  the  twenty  to  twenty-four  year 
group;  this  year  38  reported  an  increase. 

Nationally  the  enlargement  of  the  venereal 
disease  problem  has  been  attributed  to 
military  installations,  migrant  workers, 
homosexuals,  and  prostitutes. 

A recent  study  in  New  York  City  of 
600  teen-age  patients  from  social  hygiene 
clinics  tends  to  refute  some  of  these  con- 
ceptions. In  this  group  transiency  did  not 


figure  since  60  per  cent  had  lived  in  the  city 
for  at  least  nine  years.  Four  hundred  and 
eighteen  families  had  a mother  present,  and, 
while  one  half  of  these  were  employed,  con- 
trary to  popular  opinion,  this  distraction 
of  the  mother’s  time  was  unrelated  to  the 
social  or  sexual  behavior  of  the  children. 
The  report  puts  its  finger  on  things  that 
are  related — lack  of  accurate  sexual  infor- 
mation from  a respected  source,  poor  scholas- 
tic achievement,  and  unfilled  leisure  time. 

The  study,  which  began  in  the  fall  of 
1958,  is  a thorough  investigation  of  the 
social  and  sexual  behavior  of  600  teen-agers 
who  came  to  New  York  City  social  hygiene 
clinics  because  they  had,  suspected  that  they 
had,  or  had  been  exposed  to  a venereal  disease, 
and  is  the  fir.st  behavioral  study  of  adoles- 
cent venereal  disease  clinic  patients.  It  was 
conducted  by  the  American  Social  Health 
Association  in  cooperation  with  the  New 
York  City  Department  of  Health  for  the 
Venereal  Disease  Branch  of  the  United 
States  Public  Health  Service,  for  the  pur- 
pose of  improving  the  venereal  disease  con- 
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trol  program  and  to  obtain  some  clues  and 
guidelines  for  the  prevention  of  venereal 
disease,  especially  among  teen-agers. 

In  planning  this  study,  it  became  evident 
that  little  was  really  known  about  teen- 
age venereal  disease  patients,  though  there 
were  many  assumptions.  Even  many  profes- 
sionals in  youth  organizations  had  scant 
awareness  of  the  problem  of  the  people  in- 
volved. Researchers  discovered  the  popu- 
lar belief  that  “venereal  disease  was  no 
longer  a problem,  and,  if  it  were,  it  involved 
primarily  dehnquents  and  teen-agers  from 
low-income,  demoralized  families  with  whom 
little  rehabilitation  was  possible.” 

After  gathering  data  from  the  600  youths 
and  visiting  the  homes  of  100  of  the  group, 
it  was  obvious  that  many  of  the  preconcep- 
tions were  not  correct. 

It  was  thought  that  teen-agers  would  not 
agree  to  a depth  interview,  especially  one 
that  asked  for  some  highly  personal  and 
intimate  data.  Six  hundred  and  ten  were 
asked  to  participate.  Six  hundred  readily 
agreed.  The  study  exploded  other  stereo- 
types. 

Youthful  chnic  patients  were  not 
transients — -the  majority  were  long-time  or 
lifetime  residents;  only  13  per  cent  had 
hved  in  New  York  City  for  less  than  a year — 
and  three  fourths  reported  that  one  or  both 
parents  were  born  in  the  United  States. 
Their  families  were  predominantly  self- 
supporting — only  one  sixth  were  dependent, 
in  whole  or  in  part,  on  public  assistance. 
Indices  of  parental  control  reflected  con- 
siderable family  stability — over  two  thirds 
reported  that  their  parents  were  interested 
in  knowing  where  they  were,  expected  them 
to  be  home  at  specific  hours,  and  set  stand- 
ards of  behavior.  Though  the  homes  of 
most  of  the  group  were  located  largely  in 
low-income  and  slum  housing,  over  half 
lived  in  apartments  furnished  by  the  family 
with  little  overcrowding. 

For  the  most  part,  the  educational Jand 


cultural  level  of  the  interviewees  was  im- 
poverished. Almost  two  thirds  reported 
that  their  school  experience,  past  and 
present,  had  little  significance.  There  was  a 
high  incidence  of  school  drop-outs.  One 
third  of  the  group  had  to  repeat  one  or  more 
grades;  over  one  sixth  had  reading  difiScul- 
ties.  Of  those  who  had  entered,  only  15 
per  cent  had  graduated  from  high  school; 
63.3  per  cent  had  not  liked  or  did  not  hke 
going  to  school.  Four  hundred  and  thirty- 
nine  of  the  600  were  not  in  school,  yet  only 
219  had  had  any  employment  up  to  the 
time  of  their  interview.  Only  23  per  cent 
were  rated  as  making  “adequate”  use  of 
cultural  resources  in  New  York  City. 

The  study  also  found  that,  of  the  600,  10 
per  cent  had  good  knowledge  of  what  ve- 
nereal diseases  are  or  how  they  are  trans- 
mitted. Only  42  per  cent  had  ever  read  or 
heard  anything  about  venereal  disease,  and, 
of  these,  just  14  per  cent  had  gained  any 
of  their  information  from  school  instruction. 

The  majority  (64  per  cent)  received  their 
sex  knowledge  from  the  peer  group;  parents 
or  other  adults  provided  information  for 
only  21  per  cent;  pornography,  observation 
of  animals,  or  peeping  accounted  for  the  next 
highest  group;  and  school  or  books  were  the 
source  for  only  13  per  cent. 

The  study  points  up  the  need  for  a com- 
prehensive effort  on  the  part  of  community 
agencies,  school  systems,  and  churches  to 
help  give  status  to  the  life  of  the  teen-ager. 
The  fact  that  509  of  the  600  teen-agers  indi- 
cated that  they  did  “nothing”  in  their  spare 
time  is  a serious  societal  problem  in  that 
these  young  people  have  an  ill-defined  status 
and  few  opportunities  to  engage  in  socially 
meaningful  activities. 

In  viewing  the  findings  of  the  study  it  is 
logical  to  conclude  that  parents,  pastors, 
teachers,  and  professional  persons  in  the 
health  and  welfare  fields  must  make  strenu- 
ous effort  to  bring  adolescents  into  the  main 
stream  of  community  hfe. 
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PRO-BANTHINE  PA. 

(BRAND  OF  PROPANTHEUINE  BROMIDE) 


Prolonged-Acting  tablets-so  mg. 
Effective  • Convenient  • Sustained  Action 


pro-banthIne'®,  the  leading  anticholinergic,  is  now  available  in  a distinctive 
prolonged-acting  dosage  form. 

The  prolonged  action  of  new  pro-banthIne  p.a.  is  regulated  by  simple  phys- 
ical solubility.  Each  pro-banthine  p.a.  tablet  releases  about  half  of  its  30  mg. 
promptly  to  establish  the  usual  therapeutic  dosage  level.  The  remainder  is 
released  at  a rate  designed  to  compensate  for  the  metabolic  mactivation  of 
earlier  increments. 

This  regulated  therapeutic  continuity  maintains  the  dependable  anticho- 
linergic activity  of  pro-banthine  all  day  and  all  night  with  only  two  tablets 
daily  in  most  patients. 

New  PRO-BANTHINE  P.A.  Will  be  of  particular  benefit  in  controlling  acid 
•secretion,  pain  and  discomfort  both  day  and  night  in  ulcer  patients  and  in 
inhibiting  excess  acidity  and  motility  in  patients  with  peptic  ulcer,  gastritis, 
pylorospasm,  biliary  dyskinesia  and  functional  gastrointestinal  disorders. 
Suggested  Adult  Dosage:  One  tablet  at  bedtime  and  one  in  the  morning, 
supplemented,  if  necessary,  by  additional  tablets  of  pro-banthIne  p.a.  or 
standard  pro-banthIne  to  meet  individual  requirements. 
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IN  FUNCTIONAL  G.I.  AND 
BILIARY  DISTURBANCES 
...TO  EACH  PATIENT 
ACCORDING  TO  THE  NEED 


DECHOLIN-BB 


•••• 


Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  anxiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts . . . and  also  relieve  both  smooth-muscle  spasm  and 


biliary/intestinal  stasis 

butabarbital  sodium 15  mg.  (14  gr.) 

(Warning-may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (14  gr.) 


DECHOLir 
with  Belladomia 

Hydrocholeretic— Antispasmodic. ..to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi... and 
also  counteract  biliary /intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (14  gr.) 


DECHOLIN 

Hydrocholeretic ...  to  combat  STASIS  in  bowel  and  biliary 
tract... by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 


Average  adutl  dose:  1 or,  if  necessary,  2 tablets  three  times  daily. 

Side  effects;  Decholin  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
Decholin  with  Belladonna  and  Decholin-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  Decholin  with  Belladonna  and 
Decholin-BB)  glaucoma. 

Precautions:  Periodically  check  patients  on  Decholin  with  Belladonna  and  Decholin-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  Decholin-BB  for  evidence  of  barbiturate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Available:  Decholin-BB,  in  bottles  of  100  tablets;  Decholin  with  Belladonna  and  Decholin,  in  bottles  of 
100  and  500..  mei 
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Development  of  a Technic  for  Isolated  Perfusion 

of  the  Liver* 

ROBERT  K.  AUSMAN,  M.D.,  BUFFALO,  NEW  YORK 
(From  the  Roswell  Park  Memorial  Institute) 


Cancer  within  the  substance  of  the  liver 
almost  invariably  precludes  further 
surgical  endeavor  for  the  cure  of  the  afflicted 
patient.  Only  when  its  spread  is  limited  to 
a single  lobe  of  that  organ  can  the  surgeon 
offer  additional  therapy  beyond  that  of 
palliation. 

The  introduction  of  the  concept  of  isolated 
perfusion  chemotherapy  provided  a theoretic 
tool  with  which  neoplastic  disease  in  the 
liver,  either  primary  or  metastatic,  could  be 
attacked.  It  is  the  development  and  final 
application  of  this  concept  with  which  this 
article  deals. 

Theory 

The  use  of  antitumor  chemicals  in  the 
treatment  of  human  malignant  conditions 
dates  from  1931  when  Adair  and  Bagg'  re- 
ported on  studies  with  the  topical  adminis- 
tration of  dichlorodiethyl  sulfide  (mustard 
gas),  an  experiment  stimulated  by  James 
Ewing,  M.D.  The  systemic  administration 
of  these  chemicals  has  been  carried  out  pre- 
dominantly since  investigations  during 
World  War  II  revealed  their  beneficial  in- 
hibitory effect  on  rapidly  dividing  cells. 
The  application  of  cancer  chemotherapeutic 
agents  in  this  way  usually  resiilts  in  mani- 
festations of  drug  toxicity. 

The  administration  of  chemotherapeutic 

* This  article  was  accorded  Honorable  Mention  in 
the  Lucien  Howe  Prize  Essays  for  1961. 


cytotoxic  agents  to  a region  of  the  body  iso- 
lated from  its  blood  supply  was  suggested  in 
1950.®'*  Practical  methods  were  not  devel- 
oped until  1957  by  Ryan  et  al.*  The  new 
concept  of  isolated  perfusion  permits  the 
employment  of  toxic  chemicals  in  high  con- 
centration. Using  an  extracorporeal  circuit 
comprising  the  neoplastic  area  and  a pump 
oxygenator,  the  total  body  distribution  is 
minimized.  The  chemical  is  perfused 
through  the  tissue  in  the  isolated  circuit, 
reaching  other  areas  of  the  body  in  a second- 
ary phase  as  the  result  of  leakage  through 
collaterals  from  the  isolated  segment.  Clini- 
cal observations  and  experimental  investiga- 
tions have  shown  that  substantial  amounts 
of  deadly  materials  can  be  given  by  isolated 
perfusion  with  little  deleterious  effect  on  the 
whole  organism  or  any  of  its  normal  constitu- 
ents or  processes.  It  is  possible  to  alter  local 
physiologic  conditions  in  the  perfused  tissue 
to  accommodate  known  and  predicted  fac- 
tors that  make  cytotoxic  agents  more  potent. 
An  additional  influence  can  be  exercised  over 
the  condition  of  the  vascular  system  in  the 
perfused  circuit  to  produce  more  complete 
dissemination  of  chemicals  in  the  target 
area.  It  is  conceivable  that  tissue  metabo- 
lism may  be  controlled  by  the  surgeon  for 
short  periods  of  time  using  isolated  perfusion. 
The  ultimate  effectiveness  of  this  method  is 
dependent  on  the  absorption  of  the  chem- 
otherapeutic agent  in  an  active  form  by  the 
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tissue. 

The  liver  is  an  ideal  organ  to  incorporate 
into  a regional  perfusion  circuit.  Its  anat- 
omy, both  gross  and  microscopic,  is  well 
understood.  Its  size  permits  the  adapta- 
tion of  common  surgical  principles,  with- 
out resorting  to  unusual  endeavors  necessi- 
tated by  an  inaccessible  location.  The 
power  of  regeneration  it  possesses  provides 
a margin  of  safety  not  inherent  in  many 
other  organs  or  systems.  However,  its  vas- 
cular supply  and  drainage  present  problems 
to  be  solved  before  successful  perfusion  can 
be  carried  out. 

Because  the  liver  has  a dual  blood  supply 
the  problem  of  which  port  of  entry  to  use  was 
an  early  difficulty.  Some  surgeons  selected 
the  portal  vein  for  perfusion  because  it  was 
through  this  vessel  that  the  tumor  cells 
entered  the  organ  in  greatest  amounts,  par- 
ticularly in  lesions  of  the  gastrointestinal 
tract.  Also,  they  were  able  to  demonstrate 
the  presence  of  dye  in  metastatic  foci  within 
the  liver  when  the  color  agent  had  been  in- 
jected through  the  portal  system,  convincing 
evidence  that  blood  carrying  the  antitumor 
chemical  would  reach  the  same  site.  How- 
ever, reference  to  already  existing  literature 
persuaded  some  investigators  that  the  he- 
patic artery  was  the  blood  supply  of  choice  for 
liver  perfusion.  Using  corrosion  specimens, 
Breedis  and  Young  in  1953®  had  shown  that 
arterial  blood  brought  nutrition  to  the  neo- 
plasm. 

Their  efforts  were  confirmed  by  others 
in  subsequent  studies.®  ’ These  authors 
demonstrated  that  metastatic  cancer  ex- 
panded in  the  fiver  parenchyma,  pushing 
aside  and  growing  into  the  portal  areas. 
Only  when  the  structure  of  these  areas  was 
destroyed  by  invading  tumor  growth  was 
there  a mixing  of  portal  vein  and  hepatic 
artery  blood  within  metastatic  nodules,  giv- 
ing rise  to  the  incorrect  conclusions  reached 
on  the  basis  of  dye  indicator  studies.  Thus 
it  was  decided  that  for  ideal  distribution 
of  the  chemotherapeutic  agent  a liver  per- 
fusion should  be  conducted  through  the 
hepatic  artery. 


Technic 

Experiment.il  Studies.-  The  manage- 
ment of  the  hepatic  artery  represented  the 
first  barrier  in  achieving  successful  liver  per- 
fusion. Direct  cannulation  of  this  vessel 
required  the  obstruction  of  its  flow  for  no 
less  than  five  minutes  and  in  many  less 
satisfactory  instances  for  periods  of  fifteen 
minutes.  This  time,  coupled  with  another 
equally  long  or  longer  interval  during  which 
the  arteriotomy  was  repaired  following  the 
removal  of  the  catheter,  produced  lethal  re- 
sults in  almost  all  animals.  Rafucci  and 
Wangensteen®  have  shown  that  occlusion  of  ^ 
the  hepatic  artery  beyond  twenty  minutes 
almost  invariably  causes  necrosis  of  the  liver 
and  death  in  dogs.  Presumably  the  injury  .5 
to  cells  makes  a more  attractive  soil  in  which 
the  bacteria  of  the  perpetually  contaminated 
portal  system  grow. 

A method  of  trans-splenic  artery  cannula- 
tion was  finally  conceived  and  tested  (Fig  1). 

The  insertion  of  a polyethylene  catheter  into  , 
the  splenic  artery  after  identifying  the  celiac 
axis  and  left  gastric  artery  produced  a chan- 
nel through  which  artificially  oxygenated 
blood  could  be  directed.  To  complete  the  I 

isolation  of  the  inflow  portion  of  the  circuit,  ! 

the  left  gastric  artery  was  ligated,  and  a non- 
crushing vascular  clamp  was  placed  acro.ss 
the  base  of  the  celiac  axis  when  the  perfusion 
was  begun.  The  gastroduodenal  artery  was 
ligated  also.  These  adjustments  caused  the 
blood  to  flow  from  the  oxygenator*  through 
the  catheter  into  the  splenic . and  Anally 
across  the  common  hepatic  artery  into  the 
liver,  the  whole  system  being  isolated  from 
the  aorta  at  the  celiac  axis  by  the  clamp  pre- 
viously noted. 

Venous  drainage  of  the  liver  during  per- 
fusion was  difficult  to  control.  The  hepatic 
veins  are  very  short  and  inaccessibly  placed. 

The  entire  problem  was  handled  by  dealing 
with  the  segment  of  the  vena  cava  which 
they  enter.  Attention  was  directed  also  to 
the  phrenic  branches  from  the  liver  that 


* Perfuso-Pac  Regional  Perfusion  Oxygenator,  Tra- 
venol  Laboratories,  Morton  Grove,  Illinois. 


3994 


New  York  State  J.  Med. 


DEVELOPMENT  OF  TECHNIC  FOR  ISOLATED  PERFUSION  OF  LIVER 


Fig.  1.  Diagram  of  surgical  technic  for  perfusion. 


enter  the  vena  cave  at  or  above  the  dia- 
phragm. Early  experiments®  provided  ve- 
nous drainage  from  a large  bore  catheter  in- 
serted through  a femoral  or  hypogastric  vein 
to  a level  estimated  by  palpation  to  be  under 
the  liver  and  in  close  proximity  to  the  hepatic 
vein  orifices  in  the  vena  cava.  Tests  of  the 
leakage  of  perfusate  into  the  systemic  cir- 
culation from  the  isolated  segment,  made 
with  radioiodinated  serum  albumin,  dem- 
onstrated a 50  to  75  per  cent  loss  of  the  tag 
in  ten  minutes. 

First  Modification. — One  of  the  phe- 
nomena noted  during  the  first  experiments 
was  the  rapid  blood  flow  in  the  vena  cava 
below  the  liver.  By  occluding  the  aorta 
above  the  renal  arteries  and  substantially 
reducing  the  blood  supply  to  the  lower  half 
of  the  body,  it  was  possible  to  curtail  the 
amount  of  blood  sweeping  past  the  venous 
drainage  catheter.  The  collection  of  fluid 
in  that  tube  then  represented  more  of  the 


material  from  the  liver  and  less  extraneous 
blood  from  lower  extremities  and  pelvis. 

An  examination  of  the  (juality  of  isolation 
with  the  additional  modification  produced 
encouraging  results.  Between  15  and  32  per 
cent  of  the  tagged  albumin  was  found  in  the 
systemic  circulation  up  to  twenty  minutes 
after  the  beginning  of  perfusion.  Although 
satisfactory  for  short-acting,  rapidly  fixed 
drugs,  this  leakage  was  still  too  great  for 
long-acting  antimetabolites  or  antibiotics. 

Second  Modification. — Clearly  the  con- 
trol of  the  hepatic  veins  must  emanate  from 
a direct  isolation  of  the  portion  of  the  vena 
cava  into  which  they  drain.  A second  modi- 
fication was  conceived  to  accomplish  this 
fact.  Surgical  exposure  of  the  vena  cava 
from  the  bifurcation  to  the  inferior  border 
of  the  liver  was  undertaken.  A large  bore 
catheter,  in  which  additional  holes  were 
made  from  15  to  25  cm.  from  the  tip,  was 
introduced  into  this  vessel  at  a point  which 
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did  not  compromise  the  renal  veins.  The 
tube  was  secured  by  a purse-string  suture  in 
the  vessel  wall.  A small  tape  was  passed 
about  the  vena  cava  at  a point  cephalad  to 
the  renal  veins.  The  extra  holes  in  the 
catheter  did  not  fall  above  this  tape.  Fi- 
nally an  incision  was  made  in  the  diaphragm, 
entering  the  right  chest  transabdominally. 
The  position  of  the  catheter  tip  was  adjusted 
so  that  5 cm.  of  the  tube  protruded  into  the 
chest  from  the  abdominal  cavity,  all  within 
the  confines  of  the  vena  cava.  A second 
tape  was  passed  about  the  vessel  at  this 
point. 

When  both  tapes  are  drawn  up,  the  blood 
from  the  lower  vena  cava  reaches  an  impasse 
and  proceeds  preferentially  through  the  ex- 
tra holes  into  the  bypass  catheter.  This 
blood  exits  from  the  catheter  at  its  tip,  be- 
ing prevented  from  any  tendency  to  distal 
flow  by  the  second  tape  above  the  diaphragm. 
Thus  without  the  necessity  for  an  extra- 
corporeal circuit,  blood  has  been  shunted 
effectively  past  the  hepatic  veins.  No  sig- 
nificant loss  of  venous  return  to  the  right 
heart  occurs. 

To  obtain  the  venous  return  from  the 
liver  an  especially  constructed  small  bore 
catheter  was  utilized.*  This  tube  was 
placed  easily  in  a femoral  vein,  directed 
proximally,  and  introduced  into  the  hepatic 
vein  segment  of  the  vena  cava  before  the 
tapes  were  drawn  up.  Its  end  was  drained 
to  gravity!  or  connected  directly  to  the 
venous  return  line  of  the  extracorporeal 
circuit. 

Isolation  by  this  relatively  simple  technic 
has  been  measured  consistently  at  below  a 5 
per  cent  leak  of  tagged  material,  thereby 
finally  achieving  a system  acceptable  for 
almost  all  currently  available  agents. 


conducted  in  37  animals  by  methods  de- 
scribed in  the  original  technic  and  its  first 
modification.  Two  deaths  occurred,  one  in 
the  control  perfusion  group  (without  chemo- 
therapeutic agents)  and  one  in  a dog  that 
received  0.2  mg.  per  kilogram  of  nitrogen 
mustard.  Four  experimental  animals  were 
kept  for  long-term  studies.  Two  were  given 
chemotherapy  during  the  perfusion.  Liver 
function  study  results  at  regular  intervals 
remained  within  normal  limits,  except  for 
the  first  uric  acid  specimen  of  1 dog  and 
bromsulphalein  samples  in  each  of  3 dogs 
six  days  postoperatively. 

Twelve  dogs  were  perfused  adopting  the 
second  modification  with  the  internal  bypass. 
Two  deaths  were  recorded  in  these  animals, 
both  in  the  group  which  did  not  receive 
chemotherapeutic  agents.  Autopsy  failed 
to  reveal  a readily  apparent  explanation  for 
their  deaths. 

Clinical  Application 

Five  liver  perfusions  with  nitrogen  mus- 
tard have  been  performed  in  patients  with  a 
metastatic  malignant  condition.  Two  of 
these,  both  with  adenocarcinoma  of  the 
gastrointestinal  tract,  have  succumbed  to 
their  disease.  One  died  three  weeks  after 
surgery  from  a myocardial  infarction.  Two 
patients  still  survive,  the  last  a twenty-one- 
year-old  female  with  a malignant  carcinoid 
who  was  perfused  with  nitrogen  mustard. 
Immediately  following  the  surgery  she 
showed  clinical  signs  of  destruction  of  the 
tumor  tissue,  but  plasma  serotonin  deter- 
minations obtained  since  have  remained  at 
their  previous  levels.  No  patient  has  shown 
any  evidence  of  bone  marrow  depression. 
The  dose  of  nitrogen  mustard  has  ranged 
from  0.2  to  0.4  mg.  per  kilogram.  Signs  of 
toxicity  have  not  been  observed  in  these 
patients. 

Summary 

A successful  method  of  conducting  the 
isolated  perfusion  of  the  liver  has  been 
evolved  in  dogs.  Its  safety  has  been 
demonstrated  in  these  animals.  There  is  a 


Results 

A total  of  49  dogs  have  undergone  isolated 
perfusion  of  the  liver.  The  operation  was 

* Vena  cava  catheter,  U511,  Travenol  Laboratories, 
Morton  Grove,  Illinois. 

t Disposable  blood  reservoir  U520,  Travenol  Lab- 
oratories, Morton  Grove,  Illinois. 
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minimal  leakage  of  tagged  material  from 
the  perfusion  circuit  into  the  systemic 
circulation.  Thus  long-acting  chemother- 
apeutic agents  in  increased  dosage  can 
be  contemplated  for  use.  The  technic  in- 
volves no  additional  extracorporeal  shunt 
other  than  that  of  the  perfusion  circuit 
itself. 

Five  patients  have  been  perfused  and  the 
results  are  presented.  It  is  possible  that 
liver  perfusion  should  be  limited  to  specific 
tumors,  both  primary  and  metastatic,  within 
this  organ  since  recent  studies  have  shown 
at  least  three  distinct  blood  supply  con- 
figurations; two  are  not  amenable  theoreti- 
cally to  any  type  of  perfusion  or  blood-borne 
treatment. 

For  the  future,  surgeons  should  consider 
the  possibility  of  treating  liver  abscess  with 
antibiotics  by  the  perfusion  technic.  The 
excessive  mortality  rate  in  this  disease 
deserves  further  study  and  a new  approach 
to  its  therapy.  Success  in  the  treatment  of 
osteomyelitis  by  isolated  perfusion  may 
encourage  this  endeavor  experimentally." 


6GG  Elm  Street 
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Properly  Damage  Caused  by  Air  Pollution 


“Besides  causing  adverse  health  effects,  air  pol- 
lution is  responsible  for  physical  damage  ranging  from 
disintegration  of  nylon  stockings  to  the  crumbling 
of  marble  in  buildings,”  according  to  Patlerns  of 
Disease,  a Parke,  Davis  & Company  publication  for 
physicians.  “It  has  even  been  held  responsible 
for  white  house  paint  turning  black  almost  over- 
night. Severe  smog  has  reduced  visibility  to  such 
an  extent  that  airplane  service  was  suspended, 
ferry  boats  collided,  and  traffic  accidents  increased. 


Agriculture  is  affected  too.  Vegetation  is  stunted, 
and  damage  to  crops  may  be  so  great  that  the  en- 
tire farm  enterprise  may  l)c  lost.”  In  monetary 
terms,  there  is  an  estimated  annual  cost  of  .'$2  bil- 
lion because  of  the  effects  of  air  pollution  for  such 
hou.sehold  expenses  as  laundry,  cleaning,  redecorat- 
ing, and  replacement,  and  for  such  industrial  ex- 
penses as  structural  maintenance,  deterioration 
of  property,  artificial  lighting,  and  air-filtering 
equipment. 
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Nutritional  and  Metabolic  Effects  of  Some 
Newer  Corticosteroids 


ANTHONY  A.  ALBANKSE,  PII.D.,  EDWARD  J.  LORENZE,  M.D.,  AND  LOUISE  A.  ORTO,  B.A., 

WHITE  PLAINS,  NEW  YORK 

{From  the  Nutrition  and  Metabolic  Research  Division,  The  Winifred  Masterson  Burke  Relief  Foundation) 


T T HAS  become  axiomatic  that  any  corti- 

costeroid  with  great  anti-inflammatory 
activity  can  be  expected  to  have  comparable 
gluconeogenic  properties  alsod-^  The  pro- 
tein catabolic  effect  of  the  adrenocorticoids 
is  associated  for  the  most  part  with  an 
accelerated  conversion  of  amino  acids  to 
glucose.^  Nardi^  has  further  suggested  that 
the  nitrogen  losses  incident  to  corticosteroid 
administration  may  be  associated  with  an 
abnormal  aminoaciduria  consisting  of  the 
excretion  of  "essential”  amino  acids  not 
normally  present  in  urine,  as  well  as  in- 
creased quantities  of  “nonessential”  amino 
acids.  This  effect  appears  to  be  related  to 
steroid  effect  on  tubular  resorption. 

These  and  other  recent  biochemical  ob- 
servations,® as  well  as  our  own  earlier  ex- 
perience that  the  nitrogen  losses  incident  to 
cortisone  and  ACTH  therapy  in  children 
and  adults  could  not  always  be  offset  by  high 
calorie  and  high  protein  diets,®  prompted 
us  to  undertake  the  present  studies  with  t wo 
of  the  newel'  corticosteroids,  predni.sone  and 
prednisolone.  Both  of  these  substances 
have  been  reported  to  have  not  only  a high 
therapeutic  value,  but  also  a profound  and 
vigorous  catabolic  effect  on  nitrogen  metab- 
olism in  normal  adult  human  subjects. 

It  is  our  aim  to  re-examine  the  catabolic 
problems  of  corticoids  in  the  light  of  newer 
knowledge  and  new  agents  which  are  known 
to  improve  protein  utilization  and  anabo- 
lism. To  this  end,  metabolic  studies  were 
undertaken  (1)  to  determine  the  relationship 


Presented  in  part  at  the  Annual  Meeting  of  the 
Federation  of  American  Societies  for  Experimental 
Biology,  Chicago,  April  11  to  15,  1960;  and  at  the 
5th  International  Congress  of  Gerontology,  San  Fran- 
cisco, August  7 to  12,  1960. 


TABLE  I. — Average  Daily  Calorie  and 
Protein  Intake  of  Patients 


Group 

Total  Calories 

Protein 

(Gm.  per  Day) 

1 

2,250 

88 

2 

1,952 

73 

3 

2,691 

99 

of  blood  levels  of  specific  amino  acids  to  the 
onset  and  degree  of  the  nitrogen  catabolic 
effects  of  corticosteroids,  (2)  to  evaluate  the 
anticatabolic  effects  of  amino  acid  supple- 
ments indicated  by  changes  in  blood  amino 
acid  levels,  and  (3)  to  ascertain  the 
anticatabolic  action  and  biochemical  char- 
acteristics of  an  anabolic  agent  (norethan- 
drolone)  under  conditions  of  prolonged 
corticoid  therapy.  This  report  records  the 
findings  of  these  investigations. 

Methods 

Nitrogen  balance  data  were  obtained  from 
Kjeldahl  determination  and  calculations 
of  the  excreta  and  tabular  analyses  of  the 
carefully  maintained  dietary  records. ii  Pre- 
vious experience  and  spot  chemical  analyses 
of  the  dietaries  indicate  that  the  accuracy 
of  the  nitrogen  balance  procedure  employed 
is  better  than  5 per  cent  of  the  daily  balance 
values  reported  here. 

The  urinary  and'  fasting  blood  amino 
nitrogen  levels  were  determined  by  an 
ultramicro  ninhydrin  technic  i®  and  the 
amino  acid  contour  by  quantitated  paper 
chromatography.  1®  The  urinary  creatinine 
was  determined  by  the  Jaffe  reaction. 
Plasma  .sodium  and  potassium  were  meas- 
ured by  flame  photometry,  i®  calcium  by  a 
microcolorimetric  technic, i®  and  chlorides 
by  titrimeti'y.2° 


;t‘)98 


\ew  York  State  .1.  Med. 


NUTRITIONAL  AND  METABOLIC  EFFECTS  OF  SOME  NEWER  CORTICOSTEROIDS 


PLASMA: 

Lysine  mgK 

Threonine 

Methionine 

1.8 

1.4 

2.0 

0.8 

1.6 

2.2 

l.S 

1.4 

2.1 

2.6 

1.9 

1.6 

MEAN  CREATININE  COEmCICNT 

7.6 

6.6 

9.6 

7.8 

** 

NITROGEN  RALANCE 
Graas/day 

*2 

. 

1 

1 

Mu  1 

Predn|aolone]  30  ^/day 
L-LysOae:  <00  kng/day 

NONE 

mm 

_ 

NONE 

NONE 

mm 

Average  ^retain  lately,  gm/day 
Average  Caloric  Intalie  per  day 

i . 1 

84 

196S 

87 

21S4 

90 

2300 

97 

2051 

I { 4 $ I 


Fig.  1.  Chart  of  fifty-six-year-old  male  patient, 
88.3  Kg.  body  weight.  Patient  sustained  right 
hemiplegia  two  months  previous  to  study  as  result  of 
cerebral  vascular  accident. 

The  subjects  employed  in  these  studies 
were  all  adult  males  in  the  rehabilitation 
phase  of  a physically  mcapacitatmg  episode. 
The  gross  nutritional  status  of  all  subjects, 
whenever  possible,  was  estimated  from  the 
tables  of  the  Metropolitan  Life  Insurance 
Company. Deviations  fiom  the  desirable 
weight  as  indicated  by  these  tables  are 
reported  as  per  cent  of  standard  weight  in 
reference  to  the  age-height-weight  param- 
eter. To  simulate  the  practical  appli- 
cations as  closely  as  possible,  the  food  intake 
was  on  an  ad  libitum  basis.  A compilation 
of  measurements  of  food  consumption  during 
the  course  of  the  studies  is  recorded  in  Table 
I.  Throughout  the  studies  all  the  subjects 
received  a daily  therapeutic  formulation  of 
a polyvitamin-mineral  mixture  as  a dietary 
supplement. 

Results 

The  studies  with  the  fii’st  group  of  sub- 
jects were  done  to  ascertain  the  degree  and 
biochemical  characteristics  of  the  protein 
catabolic  activity  of  prednisolone.  For  this 
pui’pose,  metabolic  tests  of  seven  weeks 
duration  wer-e  performed  on  4 male  subjects 


fifty-six  to  seventy-one  years  old. 

A diagrammatic  representation  of  the 
experimental  plan,  and  results  typical  of  this 
group  of  studies,  is  showm  m Figure  1.  It 
will  be  noted  that  despite  the  ample,  yet 
isonitrogenous  and  isocaloric  mtake  during 
the  control  and  first  test  period,  the  patient 
described  in  Figure  1 incurred  a significant 
loss  in  nitrogen  retention  when  he  was  given 
10  mg.  three  times  per  day  of  prednisolone 
for  two  weeks.  Amino  acid  chromatograms 
of  fasting  blood  filtrates  collected  during 
these  two  periods  showed  a drop  in  plasma 
lysine  from  1.8  mg.  per  100  ml.  during  the 
control  period  to  0.8  mg.  per  100  ml.  in  the 
prednisolone  period.  In  a postmedication 
period  of  one  week,  the  nitrogen  balance 
as  well  as  the  plasma  lysine  level  approached 
the  control  level. 

The  shifts  in  free  blood  lysine  levels  were 
surprising,  but  not  altogether  so,  since  we 
previously  had  observed  and  reported  sub- 
normal plasma  lysine  levels  to  be  associated 
with  substandard  nutrition  in  infants  and 
young  children. To  probe  the  relationship 
implied  by  this  observ^ation  further,  pred- 
nisolone (10  mg.  three  times  per  day) 
administration  was  resumed,  and  the  dietary 
fortified  with  a supplement  of  200  mg.  of 
L-lysine  given  three  times  daily.  The 
results  of  this  test  period  show  that  this 
therapeutic  modality  was  associated  with  a 
rise  in  nitrogen  retention  and  plasma  lysine 
to  values  higher  than  those  found  at  the 
control  and  midcontrol  levels  (Fig.  1). 

In  the  precontrol  period,  the  other  3 
subjects  ol  this  group  were  also  in  high 
positive  nitrogen  balance.  With  the  ad- 
ministration of  prednisolone  (10  mg.  three 
times  per  day)  for  the  succeeding  two  weeks, 
all  subjects  .showed  decreases  of  from  2 to  6 
Gm.  per  day  in  the  nitrogen  balance.  The 
greatest  fall  was  experienced  by  the  subject 
in  the  highest  initial  nitrogen  balance.  As 
in  the  patient  whose  case  is  illustrated  in 
Figure  1,  within  a week  of  the  cessation  of 
medication  the  nitrogen  balance  of  the  other 
3 subjects  was  restored  to  or  near  precontrol 
levels.  Similarly,  nitrogen  balances  were 


December  1,  1961 


3999 


ALBANESE,  LORENZE,  AND  ORTO 


Fig.  2.  Chart  of  fifty-five-year-old  male  patient, 
79  Kg.  body  weight,  103  per  cent  of  standard  weight. 
Patient  sustained  left  below-knee  amputation  four 
months  previous  to  study  as  result  of  peripheral  ar- 
teriosclerotic vascular  disease. 


maintained  at  the  restored  levels  in  the 
following  two  weeks  when  lysine  (200  mg. 
three  times  per  day)  was  given  in  con- 
junction with  prednisolone. 

In  a second  study  of  the  same  basic 
design,  3 males  fifty-five  to  seventy-six  years 
old  were  given  10  mg.  three  times  per  day  of 
prednisone  for  six  weeks,  after  a two-week 
precontrol  period.  During  the  first  two 
weeks  of  medication  a decrease  in  nitrogen 
balance  (approximately  2 Gm.  per  day)  was 
incurred.  In  the  following  two-week  period, 
the  administration  of  L-lysine  alone  (200 
mg.  three  times  per  day)  failed  to  halt  the 
progress  of  the  severe  protein  catabolism 
induced  by  the  corticoid.  In  the  final  two 
weeks  of  this  trial,  norethandrolone  (10  mg. 
three  times  per  day)  was  given  with  the 
prednisone,  and  the  nitrogen  balaii(;e  re- 
turned, or  began  to  return,  to  the  precontrol 
levels.  The  biochemical  characteristics  typ- 
ical for  this  group  are  shown  by  the  chart 
of  the  patient  whose  case  is  illustrated  in 
Figure  2.  It  is  significant  that  in  this,  as  in 
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Fig.  3.  Chart  of  twenty-one-year-old  male,  105 
per  cent  of  standard  weight.  Patient  sustained  frac- 
ture of  right  humerus  and  brain  injury  with  para- 
paresis. 

the  first  group,  nitrogen  losses  induced 
by  corticosteroid  administration  were  asso- 
ciated with  decreases  in  plasma-free  lysine. 
However,  the  return  of  the  plasma  l3'’sine 
level  to  the  norm  by  the  supplement  was  not 
accompanied  by  a reduction  in  the  protein 
catabolic  effects  of  the  drug.  Of  the  several 
possible  reasons  for  this  failure,  the  lower 
average  calorie  and  protein  intake  (Table  I) 
and  the  existing  high  losses  of  body  nitrogen 
occurring  in  this  group  seem  to  be  the  most 
plausible.  The  observed  corrective  effects 
of  the  anabolic  agent  lend  support  to  this 
view.^* 

In  a third  trial,  4 subjects,  twenty-one, 
forty-six,  fifty-one,  and  sixty-nine  years 
old,  were  studied  for  eight  consecutive 
weeks.  In  the  two-week  precontrol  period 
the  subjects  were  all  in  high  positive  nitrogen 
balance.  Prednisone  (10  mg.  three  times 
per  day)  was  then  given  for  six  weeks. 
Measurements  representative  of  this  group 
are  shown  in  Figure  3.  It  will  be  noted  that 
this  young  patient  enjoyed  a good  appetite. 
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OX:  rractur«a  and  DlsablllUea  of  Cardiovascular  Origin 


Fig.  4.  Chart  of  11  male  patients  twenty-one 
to  seventy-one  years  of  age.  All  had  fractures  and 
disabilities  of  cardiovascular  origin.  Statistical 
analyses  are  given  of  effects  of  corticosteroids  on 
nitrogen  balance,  creatinine  coefficient,  and  free  ly- 
sine, methionine,  and  threonine  of  plasma. 

and  his  nutritional  status  was  above  normal. 
The  high  positive  nitrogen  balance  existing 
in  the  precontrol  period  is  reflected  in  the 
good  nutritional  status  (105  per  cent  of 
standard  weight)  of  the  patient.  Yet,  the 
administration  of  prednisone  (10  mg.  three 
times  per  day)  for  two  weeks  resulted  in  a 
drop  of  5.3  Gm.  in  the  average  nitrogen 
balance.  This  was  overcome  in  the  sub- 
sequent two  weeks  when  the  L-lysine  supple- 
ment (200  mg.  three  times  per  day)  was 
given  in  conjunction  with  the  corticosteroid. 
Food  intake,  especially  in  calories,  increased 
spontaneously.  The  high  level  of  positive 
nitrogen  balance  achieved  in  this  period  was 
not  sustained  in  the  following  two  weeks  of 
prednisone  administration  when  calorie  and 
protein  intake  remained  almost  unchanged 
and  the  lysine  supplement  (400  mg.  three 
times  per  day)  was  doubled.  Apparently 
these  increases  in  quantity  and  quality  of 
food  were  not  sufhcient  to  repress  the 
catabolic  effect  of  the  steroid.  It  is  of 


practical  interest  to  note  that  in  this  patient, 
as  in  most  others  in  this  investigation,  the 
serum  calcium  and  phosphorus  values 
showed  slight,  but  not  significant,  changes. 
The  course  of  blood  sodium  and  potassium 
levels  also  was  uneventful. 

Comment 

The  immediate  effects  of  prednisone  and 
prednisolone  on  various  components  of 
nitrogen  metabolism  as  observed  in  this 
investigation  are  summarized  in  Figure  4. 
It  will  be  noted  that  the  daily  loss  of  ap- 
proximately 3 Gm.  of  nitrogen  has  a high 
statistical  significance  (P>0.001)  in  the  face 
of  a nitrogen  balance  range  of  minus  4.8  to 
plus  10  Gm.  per  day  in  the  control  period. 
Since  the  ad  libitum  food  intake  was  isocaloric 
and  isonitrogenous  for  the  periods  under  com- 
parison, the  loss  in  protein  utilization  can  be 
ascribed  without  much  doubt  to  the  cata- 
bolic activity  of  the  corticosteroids.  This 
decrease  in  protein  utilization  appears  to  be 
associated  with  a high  (25  per  cent)  and 
consistent  (P  > 0.01)  fall  in  plasma  lysine. 
The  observed  increases  in  plasma  methionine 
and  threonine  are  interesting  but  statistically 
borderline  in  nature.  It  is  hoped  that  data 
from  additional  studies  will  clarify  the 
metabolic  significance  of  the  latter  changes. 

Summary 

The  administration  of  prednisone  or 
prednisolone  to  11  adult  males  was  accom- 
panied in  all  instances  by  significant  de- 
creases in  nitrogen  retention  and  in  plasma 
lysine. 

The  daily  addition  of  600  mg.  of  L-lysine 
to  the  dietary  of  8 subjects  whose  protein 
intake  exceeded  88  Gm.  per  day  was  asso- 
ciated with  a complete  or  partial  remission 
of  the  catabolic  effects  of  the  test  corticoster- 
oids. Comparisons  of  the  results  obtained 
with  1 young  subject  and  those  of  7 older 
subjects  suggest  that  age  is  not  a mitigating 
component  in  the  catabolic  effects  of 
corticosteroids.  In  the  remaining  3 sub- 
jects whose  protein  intake  was  less  than  73 
Gm.  per  day,  the  nitrogen  losses  incident  to 
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corticosteroid  therapy  were  mediated  by  the 
administration  of  an  anabolic  agent,  bnt  not 
by  the  lysine  supplement. 
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Emphysema,  Chronic  Bronchitis,  and  Bronchogenic  Carcinoma  Influenced  by 

Air  Pollution 


Emphysema,  chronic  bronchitis,  and  bronchogenic 
carcinoma  are  the  diseases  most  likely  influenced  by 
air  pollution,  according  to  Patterns  of  Disease,  a 
Parke,  Davis  & Company  publication.  Among  the 


pollutants  in  the  air  we  breathe,  which  are  health 
hazards,  are  sulfur  dioxide  and  sulfuric  acid,  carbon 
monoxide,  ozone,  nitrogen  dio.xide,  and  certain 
hydrocarbons  (3,4-benzpyrene  and  olefins). 
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SAN  FRANCISCO,  CALIFORNIA 
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^ I ''he  current  concern  with  the  cost  of 
health  care  and  especially  with  the  cost 
of  drugs  has  resulted  in  suggestions  that,  in- 
stead of  brand  medication,  “equivalent” 
products  be  prescribed  whenever  it  is  neces- 
sary to  reduce  costs.  Welfare  departments 
have  encouraged  physicians  to  prescribe 
nonproprietary  drugs  listed  in  the  U.S.P. 
(United  States  Pharmacopeia)  and  the  N.F. 
(National  Formulary)  and  frequently  have 
ba.sed  their  remuneration  to  pharmacists  on 
the  cost  of  the  less  expensive  among  these 
presumably  equivalent  products.  The 
opinion  has  been  expressed,  either  directly 
or  by  implication,  that  U.S.P.  and  N.F. 
standards  and  F.D.A.  (P'ood  and  Drug  Ad- 
ministration) regulations  assure  the  thera- 
peutic equivalency  of  generically  identical 
pharmaceuticals.  It  is  the  purpose  of  this 
paper  to  point  out  the  limitations  of  U.S.P. 
and  N.F.  standards  and  to  show  that  thera- 
peutically significant  differences  may  be 
found  among  generically  identical  pharma- 
ceuticals even  if  these  adhere  to  U.S.P., 
N.F.,  or  F.D.A.  standards  and  require- 
ments, at  least  at  the  time  of  manufacture. 

Without  question,  the  U.S.P.  and  N.F. 
serve  important  functions.  Their  develop- 
ment led  to  a standardization  of  the  nomen- 
clature for  drugs,  to  identification  te.sts  for 
the  proper  characterization  of  medicinal 
agents,  and  to  the  adoption  of  potency  and 
purity  requirements  based  on  standard 
assay  procedures.  Admissions  to  the  U.S.P. 
are  based  on  the  u.sefulne.ss  and  efficacy  of 


the  particular  drug,  while  the  N.F.  lists 
frequently  u.sed  drugs  which  are  not  found 
in  the  U.S.P.  A recent  editorial  has  de- 
fined aptly  the  important  role  of  the  official 
compendia  in  modern  therapeutics.^ 

There  are,  however,  requirements  other 
than  identity,  purity,  and  potency  if  the 
therapeutic  efficacy  of  a pharmaceutical 
product  is  to  be  assured.  For  example,  the 
active  ingredient  or  ingredients  in  such  prod- 
ucts must  be  in  an  absorbable,  that  is, 
physiologically  available,  form.  Frequently, 
it  is  important  not  only  that  a pharmaceuti- 
cal dosage  form  release  the  active  ingredient 
fully,  but  also  that  it  do  so  at  a given  rate. 
Thus  far,  the  official  compendia  generally 
have  not  adopted  tests  which  as, sure  the 
complete  physiologic  availability  of  the 
listed  drugs  at  the  optimum  rate.  The  only 
release  index  required  is  a tablet  disintegra- 
tion test.  Admittedly,  our  body  of  knowl- 
edge concerning  the  kinetics  of  drug  ab- 
sorption and  activity  in  relation  to  do.sage 
form  is  as  yet  too  sketchy  to  permit  the 
adoption  of  such  general  tests,  but  the  fact 
remains  that  pharmaceutical  products  con- 
forming to  all  U.S.P.  or  N.F.  standards  may 
differ  in  the  rate  at  which  their  active  in- 
gredients become  available  for  absorption. 
Therefore,  it  is  appropriate  to  discuss  the 
con.sequences  of  differences  in  absorption 
rate,  particularly  from  the  gastrointestinal 
tract.  Part  of  the  discussion  has  equal 
pertinence  to  the  absorption  of  intramuscu- 
lar injections  into  the  circulation,  per- 
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cutaneous  absorption  of  dermatologicals, 
and  the  absorption  of  ophthalmic  medica- 
tion across  the  cornea,  among  others. 

Drug  Absorption  Rate  and 
Pharmacologic  Activity 

Delayed  Absorption. — A common  con- 
sequence of  faulty  pharmaceutical  formula- 
tion is  delayed  absorption  of  the  active  in- 
gredient. This  is  especially  objectionable  in 
the  case  of  analgesic  agents  or  drugs  used 
in  the  treatment  of  acute  conditions,  for 
example,  asthma.  While  it  is  frequently 
possible  to  administer  such  drugs  paren- 
terally,  patients  who  have  to  rely  on  oral 
medication  may  be  subjected  to  consider- 
able discomfort  due  to  the  delayed  onset  of 
therapeutic  response.  Whenever  delayed 
onset  is  due  to  an  abnormally  slow  rate  at 
which  the  drug  becomes  available  for  ab- 
sorption, the  intensity  of  the  therapeutic 
effect  usually  will  be  diminished  consider- 
ably also.  It  is  well  knowm  that  plasma 
peaks  attained  subsequent  to  intravenous 
administration  will  always  exceed  those 
from  the  identical  amount  of  orally  ingested 
medication.  Similarly,  the  peak  drug  levels 
differ  in  rapidly  available  and  slowly  avail- 
able oral  medication,  the  magnitude  of  the 
differences  being  a function  of  the  relative 
ab.sorption  rates  and  the  biologic  half  life 
of  the  drug  substance.  In  the  extreme  case, 
the  drug  concentration  in  the  tissues  may 
never  reach  the  level  of  effectiveness,  a 
particularly  unfortunate  occurrence  if  the 
drug  is  an  anti-infective  agent. 

There  is  con.siderable  evidence  that  a 
number  of  medicinally  active  compounds 
are  ab.sorbed  primarily,  if  not  solely,  from 
the  proximal  portion  of  the  intestinal  tract. 
Such  compounds  must  be  dissolved,  or  in 
some  cases  di.sper.sed,  in  the  intestinal  fluids 
and  thus  in  absorbable  form  before  they  are 
propelled  past  the  optimum  absorption  sites. 
If  the  dissolution  in  intestinal  fluids  is  de- 
layed, the  drug  may  be  absorbed  only  par- 
tially, and  the  remainder  may  be  excreted  in 
the  feces.  In  such  a case,  only  a fraction 
of  the  administered  dose  is  actually  utilized. 


The  prolonged  pre.sence  of  medicaments  in 
the  gastrointestinal  tract  due  to  delayed 
dissolution  of  orally  ingested  drug  .solids 
may  result  also  in  significant  side-effects. 
Antibiotic  substances  such  as  the  tetracy- 
clines, which  act  selectively  on  the  normal 
microbial  flora  of  the  intestinal  tract,  may 
cause  an  overgrowth  of  molds  and  fungi,  if 
the  antibiotic  substance  is  released  over  an 
extended  period  of  time  from  an  oral  dosage 
form.  There  is  indication  that  the  more 
rapidly  the  drug  is  removed  from  the  intes- 
tine, the  less  frequent  is  the  incidence  of  gas- 
trointestinal irritation  and  of  certain  other 
side-effects.^  Salicylates  exemplify  com- 
pounds which  may  cause  gastrointestinal 
irritation  and  hemorrhage  due  to  erosion  of 
the  mucosa  in  contact  with  the  drug. 
Salicylate  medication — tablets  or  supposi- 
tories— can  cause  significant  blood  loss  un- 
less it  is  so  formulated  as  to  dissolve  rapidly 
in  gastrointestinal  fluids.^ 

Excessively  Rapid  Release. — In  the 
foregoing  discussion,  some  consequences  of 
delayed  absorption  of  drugs  that  are  intended 
for  rapid  absorption  have  been  outlined. 
Conversely,  dosage  forms  which  are  to  re- 
lease a drug  gradually- — that  is,  the  so-called 
sustained  or  prolonged  release  medications — 
may,  through  faulty  formulation,  release 
their  active  constituents  much  more  rapidly 
than  intended  (or  not  at  all!)* 

For  example,  if  a “sustained  release” 
preparation  actually  releases  its  total  con- 
tent of  drug  at  once,  substantial  side-effects 
or  even  toxic  effects  may  result.  Thus  it 
has  been  found  that  certain  commercial 
amphetamine  “sustained  release”  capsules 
caused  excessive  central  nervous  sj'stem 
stimulation  because  of  faulty  formulation.'* 
Furthermore,  there  are  instances  when  it  is 
desirable  for  economic  reasons  that  drug  re- 
lease rates  be  adjusted  so  that  the  “peak-and- 
valley”  drug  level  fluctuations  are  reduced  or 
eliminated.  Excessively  high  tissue  con- 
centrations can  be  just  as  wasteful  as  con- 


* No  "sustained  release"  dosage  forms  are  currently 
listed  in  the  official  compendia. 
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centrations  that  are  below  the  minimum 
therapeutic  level. 

To  summarize,  the  pharmaceutical  dosage 
form  can  modify  significantly  the  pharma- 
(;oiogic  activity  of  a drug  l)ecause  of  differ- 
ences in  release  and  absorption  rates.  The 
kinetic  aspects  of  drug  absorption  and  ex- 
cretion have  been  discussed  recently  in 
greater  detail  by  one  of  us,®  and  the  effect  of 
pharmaceutical  formulation  on  therapeutic 
efficacy  also  has  been  reviewed  with  respect 
to  the  major  types  of  dosage  forms  by  the 
present  authors  in  a recent  publication.® 

Inadequacy  of  Certain  U.S.P.  and  N.F. 
Stfindards  with  Respect  to  Therapeutic 
Efficacy 

To  illustrate  our  contention  that  the 
official  standards  do  not  necessarily  assure 
full  therapeutic  activity  of  the  listed  drug 
products,  a number  of  examples  will  be  cited 
here. 

It  has  been  sho^vn  that  penicillin  V tablets 
having  different  disintegration  times  yield 
substantially  different  blood  levels.’  It  ap- 
pears that  tablets  having  the  maximum  al- 
lowable U.S.P.  disintegration  time  (one 
hour)  provide  only  about  66  per  cent  of  the 
labeled  amount  of  drug  for  absorption.® 
Clearly  the  U.S.P.  standards  for  penicillin 
V tablets  are  inadequate  to  assure  their  full 
pharmacologic  activity. 

A similar  indication  of  the  inadequacy  of 
a disintegration  time  test  is  provided  by  the 
results  of  a study  on  various  brands  of  aspirin 
tablets  reported  by  Levy.®  Of  the  tablets 
tested,  the  one  with  the  longest  disintegra- 
tion time  was  the  most  rapidly  absorbed. 
However,  dissolution  rate  tests  gave  results 
in  quantitative  agreement  with  results  ob- 
tained from  in  vivo  tests.  In  another  in- 
stance, concerning  Dicumarol  tablets  and 
discussed  by  us  previously  in  detail,®  the 
lack  of  an  appropriate  release  standard  could 
have  life-threatening  consequences. 

Hexavitamin  tablets  N.F.  are  assigned  a 
disintegration  time  of  two  hours.  There  is 
abundant  evidence  that  the  riboflavin  con- 
tained in  these  tablets  will  not  be  available 


for  absorption  if  the  disintegration  time  ex- 
ceeds one  hour.’®  Careful  in  vivo  assess- 
ment of  various  other  tableted  medicinals 
listed  in  the  U.S.P.  or  N.F.  would,  no  doubt, 
provide  additional  evidence  to  indicate  the 
very  real  need  to  modify  or  establish  stand- 
ards relating  to  the  physiologic  availability 
of  the  active  ingredients. 

It  has  been  found  that  desiccated  thyroid 
powder  obtained  from  beef  glands  possesses 
about  one-half  the  biologic  activity  of  the 
same  quantity  (in  terms  of  iodine  content)  of 
powder  obtained  from  pork  glands.”  Since 
the  U.S.P.  permits  the  use  of  glands  from 
any  domesticated  animal  used  for  food  by 
man  and  since  these  are  standardized  on  the 
basis  of  iodine  content,  a twofold  difference 
in  biologic  potency  could  exist  in  two  brands 
of  thyroid  tablets  if  one  contained  thyroid 
from  pork  and  the  other  from  beef,  despite 
the  fact  that  both  brands  meet  U.S.P.  stand- 
ards. 

Another  instance  where  U.S.P.  standards 
are  inadequate  concerns  chloramphenicol 
palmitate.  It  has  been  established  that  an 
amorphous  and  a crystalline  form  of  chlor- 
amphenicol palmitate  exist,  the  former  melt- 
ing at  88  to  90  C.  and  the  latter  at  91  to  92  C. 
The  cry.stalline  form  is  biologically  inactive, 
presumably  because  it  does  not  undergo  hy- 
drolysis in  the  body  to  liberate  chloram- 
phenicol.” The  U.S.P.  permits  a melting 
point  range  of  86  to  92  C.  in  the  specifications 
for  this  drug.  This  wide  range  includes 
both  biologically  active  and  inactive  ma- 
terial.* 

Conscientious  manufacturers  take  all  the 
necessary  steps  to  insure  that  their  products 
meet  official  potency  standards.  However, 
products  of  equal  potency  at  the  time  of 
manufacture  may  not  be  equally  potent  at 
some  later  time.  Differences  in  type  of 
manufacturing  equipment,  diluents,  or  other 
procedures  or  substances  used  in  manufac- 
ture may  introduce  factors  which  accelerate 


* Subsequent  to  the  preparation  of  this  manuscript 
it  has  been  reported  that  chloramphenieol  palmitate 
may  exist  in  one  amorphous  and  two  crystalline  forms. 
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decomposition  of  the  drug.  It  has  been  re- 
ported recently  that  almost  half  of  fifteen 
brands  of  ascorbic  acid  injection  purchased 
from  different  manufacturers  failed  to  meet 
the  minimum  U.S.P.  standards  of  potency.^® 
Some  of  the  products  having  less  than  mini- 
mum potency  may  have  coiitained  the  pi'oper 
amount  of  a.scorbic  acid  at  the  time  of  manu- 
facture but  subsequently  may  have  suffered 
loss  of  drug  due  to  the  presence  of  trace 
metals  introduced  in  the  manufacturing 
processes.  The  stability  of  ascorbic  acid  in 
solution  is  dependent  on  the  ab.sence  of  cer- 
tain metals  which  catalyze  its  degradation 
even  though  they  are  present  in  only  trace 
amounts. 

The  preparation  of  enteric-coated  tablets 
usually  involves  the  application  of  a “sealer” 
to  the  uncoated  tablets  prior  to  the  applica- 
tion of  the  enteric  materials  them, selves. 
The  sealer  applied  is  frequently  .shellac. 
After  aging,  shellac  coatings  may  hinder 
markedly  the  release  of  the  drug.  The 
efficiency  of  enteric-coated  sodium  salicylate 
tablets  U.S.P. , for  example,  may  be  quite 
dependent  on  the  age  of  the  tablets,  and  in 
particular  on  the  product-dating  practices  of 
a given  manufacturer.  Tenfold  increases 
in  disintegration  times  have  been  observed 
when  .shellac-coated  tablets  aged.^^ 

A substantial  difference  in  the  activity  of 
procaine  solutions  may  be  observed,  de- 
pending on  whether  or  not  the  solutions  are 
made  isotonic  with  glucose  or  with  sodium 
chloride.  It  has  been  shown  relatively  re- 
cently that  procaine  reacts  with  glucose  to 
form  procaine-N-glucoside  which  does  not 
possess  the  anesthetic  activity  of  procaine.^® 

Not  only  do  U.S.P.  and  N.F.  standards 
need  to  be  established  to  cover  as  many  as 
possible  of  the  various  factors  contributing 
to  therapeutic  nonequivalence  of  drug  prod- 
ucts, but  these  standards  must  be  enforced 
also.  Indications  are  that  even  the  present 
U.S.P.  and  N.F.  standards  are  not  or  can- 
not be  fully  enforced.  A recent  prescrip- 
tion-shopping survey  showed  that  35  per  cent 
of  a number  of  prescriptions  for  generic  equiv- 
alents were  filled  with  drugs  which  were  out- 


side the  extremes  of  U.S.P.  tolerances.^®  It 
has  been  stated  that  the  United  States  Food 
and  Drug  Administration  is  able  to  check 
less  than  1 per  cent  of  the  drugs  dispensed  on 
prescription  (not  including  antibiotics) . In 

the.se  checks  it  was  found  that  “more  than  5 
per  cent  depart  in  some  significant  man- 
ner from  labeled  .specifications.”’’ 

Interestingly  enough,  it  has  been  noted 
that  in  a given  time  period  the  Food  and 
Drug  Administration  had  to  take  action 
only  four  times  against  any  of  the  28  well- 
known  manufacturers  that  produce  87  per 
cent  of  the  nation’s  drugs,  but  that  it  had 
to  act  against  235  of  the  1,200  or  so  lesser- 
known  companies  that  produce  the  remain- 
ing 13  per  cent.’®  It  is  customary  for  the 
conscientious  manufacturer  to  adopt  a.ssay 
procedures  and  standards  which  are  more 
adequate  and  stringent  than  U.S.P.  stand- 
ards to  assure  the  efficacy  of  his  products. 
As  an  example,  the  inadequacy  of  the  of- 
ficial thyroid  assay  referred  to  previously 
led  the  major  manufacturers  of  this  drug 
to  adopt  a biologic  as.say.’®  Naturally,  the 
manufacturer  who  competes  primarily  on 
the  basis  of  price  is  concerned  only  with 
not  violating  official  standards  and  require- 
ments. Frequently,  he  does  not  go  beyond 
that  and  usually  cannot  do  so  if  he  wants  to 
keep  his  costs  low  enough  to  underprice  his 
competitors.  Herein  lies  a major  danger  in 
the  use  of  cheaper  “equivalent”  pharmaceu- 
ticals. 

Role  of  the  F.D.A. 

A natural  reaction  to  the  multitude  of 
possible  differences  between  generically  iden- 
tical products  cited  in  the  foregoing  para- 
graphs would  be  to  demand  stricter  regula- 
tions, standardization,  and  control  of  phar- 
maceuticals by  the  Food  and  Drug  Adminis- 
tration. Before  some  specific  suggestions 
concerning  this  matter  are  made,  it  must  be 
pointed  out  that  any  sort  of  standards, 
practically  by  definition,  must  always  be 
minimum  standards.  They  reflect  the  neces- 
sity for  finding  a common  denominator  to 
be  applicable  to  a group  of  drug  products. 
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Such  standards  also  are  based  on  the  pre- 
vailing state  of  knowledge  and  may  not 
include  certain  additional  knowledge  or  ex- 
perience in  dosage  formulation  gained  by 
one  manufacturer  as  a result  of  his  own  re- 
search. While  much  can  be  accomplished 
through  further  F.D..\.  action,  it  must  Ix' 
appreciated  that  the  idea  of  making  all 
generically  identical  dmg  products  “equal” 
is  just  as  unfeasible  as  that  of  making  all 
drivers  equally  competent  by  means  of  a 
strict  driver’s  test. 

A special  committee  appointed  last  year 
by  the  president  of  the  National  Academy  of 
Sciences  (at  the  request  of  the  Secretar3^  of 
Health,  Education,  and  Welfare)  to  review 
the  activities  of  the  F.D.A.,  has  made  cer- 
tain recommendations,  some  of  which  may 
be  extended  to  help  resolve  some  of  the 
problems  described  in  this  article. 

One  recommendation  was  that  manufac- 
turers be  re(|uired  to  submit  reports  of 
clinical  experience  and  other  relevant  data 
after  a drug  is  released  for  sale.  “Other 
relevant  data”  should  include  the  results  of 
the  periodic  testing  of  random  samples  of 
the  product  which  have  been  obtained  on 
the  open  market.  While  chemical  stability 
problems  usually  can  be  anticipated  by 
means  of  appropriate  kinetic  investigations, 
this  is  not  so  with  many  physical  stability 
problems.  For  example,  waxes  used  in  the 
coating  or  matrix  of  sustained  release  and 
enteric-coated  drug  products  may  undergo 
crystalline  changes  which  can  modify  pro- 
foundly the  drug-releasing  characteristics  to 
the  point  where  a drug  may  become  either 
completely  unavailable  or,  alternatively, 
immediately  available  for  absorption. 

Other  recommendations  were  that  the 
F.D.A.  should  be  supported  in  its  effort  to 
maintain  a research  program  of  high  quality 
on  the  methodology  of  drug  testing  and  re- 
lated areas  of  basic  science  and  that  an  ad- 
visory organization  of  scientific  and  tech- 
nical experts  be  established  as  a resource  for 
advice  on  criteria,  procedures,  and  policies 
for  the  execution  of  the  responsibilities  of 
the  F.D.A.  We  propose  that  research  in 


the  role  of  the  dosage  forms  on  drug  action 
should  be  assigned  a high  priority  in  the 
research  program  of  the  F.D.A.,  if  only  be- 
cause so  little  investigative  effort  has  been 
expended  in  this  respect.  Many  clinicians 
apparently  do  not  appreciate  that  formula- 
tion  factors  can  modify  drug  action.  Thus, 
clinical  results  are  sometimes  misinterpreted 
because  the  effect  of  dosage  form  is  not  taken 
into  account.  This  has  been  discussed  in 
greater  detail  by  the  present  authors  in  re- 
cent publications.-®’ It  is  also  desirable 
that  further  research  be  encouraged  through 
financial  support  by  the  National  Institutes 
of  Health  of  appropriate  programs  in  aca- 
demic institutions. 

One  project  which  might  lead  to  useful 
results  would  be  a nation-wide  survey  of 
hospitals  to  determine  instances  in  which 
generically  equivalent  products  exhibited  ap- 
parent differences  in  therapeutic  effective- 
ness. Such  cases  could  be  followed  up  by 
appropriate  laboratory  and  clinical  investi- 
gations to  verify  the  apparent  difference  and 
learn  its  cause  or  causes. 

Comment 

There  are  some  general  approaches  which, 
if  adopted  by  practicing  physicians,  could 
lead  to  a more  meaningful  choice  of  com- 
petitive drug  products  and  to  better  clinical 
results.  If  a drug  product  has  been  proved 
effective  by  clinical  experience,  it  is  wise  to 
keep  using  it  rather  than  to  take  a chance 
on  the  “equality”  of  a cheaper  competitive 
product. 

This  will  stimulate  improved  drug  formu- 
lation and  at  the  same  time  reduce  needless 
duplication  by  discouraging  the  potential 
duplicator;  he  must  improve  rather  than 
copy  before  his  product  will  gain  acceptance. 
Finally,  it  is  well  to  look  on  U.S.P.  and  N.F. 
designations  and  F.D.A.  regulations  with 
proper  perspecti\^e.  Even  assuming  that 
the  official  standards  are  sufficient,  in  each 
case,  to  assure  maximum  therapeutic  ef- 
fectiveness, there  is  no  reason  to  believe  that 
such  standards  are  always  adhered  to,  as 
witness  the  numerous  seizures  of  pharmaceu- 
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ticals  by  the  F.D.A.  Label  designations 
should  not  always  be  accepted  at  face  value 
just  because  it  is  against  the  law  to  mislabel 
drugs. 

Summary 

It  has  been  shown  by  means  of  several  ex- 
amples that  neither  U.S.P.  and  N.F.  stand- 
ards nor  F.D.A.  regulations  assure  the  thera- 
peutic equivalency  of  generically  identical 
pharmaceutical  products.  Consequently,  it 
is  frequently  not  in  the  best  interest  of  the 
patient  to  interchange  brands  indis- 
criminately, by  reliance  on  the  fact  that  all 
of  the  various  brands  adhere  to  official  stand- 
ards. Some  suggestions  have  been  made  for 
improving  official  standards  so  that  these 
may  assure  more  adequately  the  therapeu- 
tic efficacy  of  medicinal  agents. 

References 

1.  DeGraff,  A.  C.:  The  physician  and  the 
United  States  Pharmacopeia,  Clin.  Pharmacol.  & 
Therap.  2:  283  (May-June)  1961. 

2.  Nelson,  E.:  Influence  of  dissolution  rate  and 

surface  on  tetracycline  absorption,  J.  Am.  Pharm.  A. 
(Scient.  Ed.)  48 : 96  (Feb.)  1959. 

3.  Levy,  G.,  and  Hayes,  B.:  Physicochemical 

basis  of  the  buffered  aspirin  controversy.  New  England 
J.  Med.  262  : 1053  (May  26)  1960. 

4.  Shenoy,  K.  G.,  Chapman,  D.  G.,  and  Campbell, 

J.  A.:  Sustained  release  in  pelleted  preparations  as 

judged  by  urinary  excretion  and  in  vitro  methods. 
Drug  Stand.  27 : 77  (May-June)  1959. 

5.  Nelson,  E.:  Kinetics  of  drug  absorption,  dis- 

tribution, metabolism,  and  excretion,  J.  Pharm.  Sc. 
50:  181  (Mar.)  1961. 

6.  Levy,  G.,  and  Nelson,  E.:  Pharmaceutical 

formulation  and  therapeutic  efficacy,  J.A.M.A.  177 : 
689  (Sept.  9)  1961. 

7.  Juncher,  IL,  and  Raaschou,  F.:  The  solubility 


of  oral  preparations  of  penicillin  V,  Antibiot.  Med.  4: 
497  (Sept.)  1957. 

8.  Nelson,  E.:  Therapeutic  significance  of  brand 
substitution.  Proceedings  of  the  Pharmaceutical 
Manufacturers  Association,  Midwinter  Western  Sec- 
tion Regional  Meeting,  1961,  in  press. 

9.  Levy,  G.:  Comparison  of  dissolution  and 

absorption  rates  of  different  commercial  aspirin  tablets, 
J.  Pharm.  Sc.  50 : 388  (May)  1961. 

10.  Morrison,  A.  B.,  Chapman,  D.  G.,  and  Camp- 
bell, J.  A.:  Further  studies  on  the  relation  between  in 
vitro  disintegration  time  of  tablets  and  the  urinary 
excretion  rate  of  riboflavin,  J.  Am.  Pharm.  A.  (Scient. 
Ed.)  48 : 634  (Nov.)  1959. 

11.  Stasilli,  N.  R.,  and  Kroc,  R.  L.:  Biologic 

activity  of  pork  and  beef  thyroid  preparations,  J. 
Clin.  Endocrinol.  16 : 1595  (Dec.)  1“56. 

12.  Almirante,  L.,  De  Carneri,  I.,  and  Coppi,  G.: 
[Relation  between  the  therapeutic  activity  and  the 
crystalline  and  amorphous  state  of  chloramphenicol 
stearate],  Farmaco  [Prat]  15:  471  (Aug.)  1960  (It.). 

13.  Flack,  H.  L.,  and  Carlin,  H.  S.:  The  manufac- 
turer’s increased  responsibilities  for  selling  under  the 
hospital  formulary  system,  paper  presented  to  the 
Annual  Convention  of  the  Parenteral  Drug  Association, 
New  York  City,  October  14  to  16,  1959. 

14.  Wagner,  J.  G.,  Ryan,  G.  W.,  Kubiak,  E.,  and 

Long,  S.:  Enteric  coatings.  V.  pH  dependence  and 

stability,  J.  Am.  Pharm.  A.  (Scient.  Ed.)  49 : 133 
(Mar.)  1960. 

15.  Ikeda,  K. : Equilibrium  of  procaine-N-gluco- 

side  formation  in  parenteral  solutions  containing 
procaine  and  glucose,  Pharm.  Bull.  (Tokyo)  5 : 101 
(Apr.)  1957. 

16.  Study  shows  generic  R^s  filled  with  inferior 
drugs.  Drug  Topics  104:  6 (Sept.  12)  1960. 

17.  The  debate  on  generic  name  R*s,  American 
Druggist  141 : 17  (May  30)  1960. 

18.  Larrick,  G.  P.:  in  Administered  Prices — Hear- 

ings before  the  Subcommittee  on  Antitrust  and  Mo- 
nopoly of  the  Committee  on  the  Judiciary  United  States 
Senate,  Eighty-Sixth  Congress,  Second  Session,  Part  2. 

19.  Hubata,  J.  A.,  McCall,  P.  J.,  and  Douglass, 
T.;  Thyroid  stability  demonstrated;  Wermer,  P.  L.: 
Thyroid  gland  preparations,  J.A.M.A.  166:  401  (Jan. 
25)  1958. 

20.  Nelson,  E.:  Physicochemical  and  pharma- 

ceutical properties  of  drugs  influencing  results  obtained 
in  clinical  trials,  Clin.  Pharmacol.  & Therap.,  in  press. 

21.  Levy,  G.,  Gumtow,  R.  H.,  and  Rutowski,  R. 

M.:  The  effect  of  dosage  form  upon  the  gastrointes- 

tinal absorption  rates  of  salicylates,  Canad.  M.  A.  J., 
85:  414  (Aug.  19)  1961. 


A great  many  people  think  they  are  thinking  when  they  are  merely  rearranging  their  prejudices. 
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Clinical  Observations  of  Amotriphene 
Hydrochloride 

New  Long-Acting  Coronary  Vasodilator 

RAYMOND  HARRIS,  M.D.,  ALBANY,  NEW  YORK 
(From  the  Subdeparlmenl  of  Cardiology,  St.  Peter’s  Hospital  and  the  Ann  Lee  Home) 


\ motriphene  hydrochloride  (Myordil)  is  a 
! newly  synthesized  compound  with, 

j perhaps,  unique  properties.  It  apparently 
possesses  the  ability  to  increase  the  coronary 
I blood  flow  and  may  control  cardiac  ar- 
I rhythmias.  Therefore,  it  may  be  useful  as 
I an  effective  long-acting  coronary  vasodilator 
( and  an  antiarrhythmic  agent  (Fig.  1). 

Animal  tests  reveal  that  this  drug  is  a long- 
1 acting  coronary  vasodilator  with  a potency 
i comparable  to  papaverine  hydrochloride  but 
with  a pattern  of  activity  similar  to  the  ni- 

* trites.  In  contrast  to  papaverine  hydro- 
I chloride,  amotriphene  hydrochloride  in- 
creased coronary  blood  flow  during  systole 

I and  diastole  without  a significant  change  in 
I the  duration  of  systole  or  an  increase  in  the 
I .myocardial  contractihty.  In  addition,  the 
antiarrhythmic  properties  of  amotriphene 
hydrochloride  proved  effective  against  atrial 
fibrillation  and  blocked  tachycardia  in 
unanesthetized  dogs.  It  has  converted  toxic 
cardiac  arrhythmias  from  sublethal  doses  of 
digitalis  to  normal  sinus  rhythms  in  the 
i majority  of  cases.  Its  anesthetic  activity, 
determined  by  the  intracutaneous  rabbit 

* wheal  method,  is  1.3  times  that  of  procaine 
hydrochloride.  Being  a substituted  toluyl- 

I ene,  hke  diethylstilbesterol,  amotriphene  hy- 
; drochloride  has  weak  estrogenic  activity. 

Because  of  the  promising  laboratory  re- 
sults, a chnical  investigation  of  amotriphene 
hydrochloride  was  initiated  on  patients 
1 treated  in  private  practice  and  in  the  Ann 
I Lee  Home,  a home  for  aged  patients.  This 
i report  contains  observations  of  over  a year 
I or  more  on  the  clinical  use  of  amotriphene 
I hydrochloride  in  the  treatment  of  36  patients 


Fig.  1.  Structural  formula  of  amotriphene  hydro- 
chloride. 

with  coronary  artery  disease  suffering  from 
angina  pectoris,  6 patients  with  acute  myo- 
cardial infarction,  and  33  patients  with 
various  cardiac  arrhythmias  comprising  a 
total  of  75  patients. 

Methods  and  Materials 

A complete  medical  history,  physical  ex- 
amination, 12-lead  electrocardiogram,  heart 
roentgenogram  or  fluoroscopy,  blood  count, 
and  urinalysis  were  performed  on  each  pa- 
tient with  angina  pectoris  before  amotri- 
phene hydrochloride  therapy  was  started. 
Toward  the  end  of  the  study  blood  choles- 
terol levels  in  several  patients  were  deter- 
mined. The  tests  were  repeated  period- 
ically during  the  year  of  study. 

The  36  patients  with  unequivocal  angina 
pectoris  had  consulted  the  chnical  investi- 
gator independently  or  had  been  referred  for 
treatment  by  other  physicians.  This  group 
included  17  men  and  19  women  ranging  in 
age  from  thirty-five  to  eighty-three  years. 
The  majority  had  known  coronary  artery 
disease  for  several  years  and  were  definitely 
incapacitated  by  anginal  pain  and  limited 
work  tolerance.  Long  before  the  advent  of 
amotriphene  hydrochloride  the  majority  of 
these  subjects  had  been  treated  by  this  in- 
vestigator with  a variety  of  coronary  vaso- 
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dilator  drugs,  especially  pentaerythritol 
tetranitrate  with  phenobarbital.  Thus  a 
valuable  baseline  of  their  reactions  to  other 
drugs  was  available  for  comparison.  In  a 
double-blind  technic  each  patient  then  re- 
ceived by  mouth  amotriphene  hydrochloride 
or  placebo  tablets  alternately  during  several 
trial  periods  of  from  two  to  four  weeks. 
Later  amotriphene  hydrochloride  was  ad- 
ministered continuously  for  several  months 
to  observe  the  effect  of  prolonged  adminis- 
tration. The  usual  dose  was  from  25  to  50 
mg.,  given  orally  three  times  daily. 

Observations  in  36  Patients  with  Angina 
Pectoris 

The  progress  and  response  of  the  patients 
were  best  evaluated  by  grouping  them 
functionally  into  four  grades  according  to  the 
following  schema:  Grade  IV — angina  at  rest 
or  under  minimal  emotional  stress.  Grade 
III — angina  on  less  than  regular  activity  or 
under  slight  emotional  stress.  Grade  II — 
angina  on  regular  activity  or  under  moderate 
emotional  stress,  and  Grade  I — angina  on 
regular  activity  or  under  moderate  emotional 
stress. 

Results  of  Clinical  Respotise  in  Angina 
Pectoris 

Table  I shows  the  clinical  rating  of  our 
patients  with  angina  pectoris  before  and 
after  amotriphene  hydrochloride  therapy. 

An  analysis  of  the  patients’  complaints 
during  amotriphene  hydrochloride  and 
placebo  therapy  disclosed  a definite  decrease 
in  the  frequency  and  severity  of  the  anginal 
attacks  while  the  patient  was  on  amotri- 
phene hydrochloride  therapy.  These  pa- 
tients also  required  less  glyceryl  trinitrate. 
The  improvement  in  the  patients’  clinical 
and  functional  status  was  equally  impressive, 
especially  during  the  time  they  received 
amotriphene  hydrochloride  continuously. 
They  felt  better  and  were  able  to  walk  more 
than  before.  The  significant  improvement 
in  work  tolerance,  the  reduction  in  the  fre- 
(piency  and  intensity  of  anginal  complaints, 
and  the  reduced  glyceryl  trinitrate  require- 


T.\BLE  I. — Grading  of  Patients  with  Angina 
Pectoris  Given  ,\motriphene  Hydrochloride 


. — Number  of  Patients — n 

Before 

After 

Grade 

Therapy 

Therapv 

4 

5 

1 

3 

15 

1 

2 

16 

15* 

1 

0 

18 

Total 

36 

35* 

* Because  of  nausea,  1 patient  discontinued  the 
drug. 

ments  with  amotriphene  hydrochloride  in- 
dicated the  clinical  value  of  the  drug  in  a 
large  percentage  of  the  patients,  as  the  fol- 
lowing examples  show. 

Having  had  one  or  more  coronary  occlu- 
sions previously,  the  5 Grade  IV  patients 
were  most  incapacitated.  Three  patients 
had  had  their  internal  mammary  arteries 
ligated  without  relief.  After  several  months 
of  amotriphene  hydrochloride  therapy,  4 out 
of  5 patients  improved  to  a Grade  II  status. 
They  could  perform  limited  activity  with 
much  less  trouble  and  required  fewer  or  no 
glyceryl  trinitrate  tablets.  For  example, 
the  glyceryl  trinitrate  requirement  of  1 pa- 
tient was  reduced  from  2 to  5 tablets  daily 
to  1 to  2 tablets  monthly;  the  glyceryl 
trinitrate  dose  of  another  patient  was  cut 
in  half,  and  still  another  patient  needed  no 
glyceryl  trinitrate  at  all.  One  patient  had 
fewer  and  milder  anginal  attacks,  and  she 
was  able  to  walk  much  farther.  .After  ha\'- 
ing  been  disabled  completely  for  several 
years  and  repeatedly  hospitalized,  the  fifth 
patient,  a middle-aged  woman,  actually 
returned  to  part-time  work  while  she  was 
taking  amotriphene  hydrochloride. 

Of  the  15  patients  in  Grade  III  (angina  on 
less  than  regular  activity),  6 improved  to 
Grade  I,  8 improved  to  Grade  II,  and  1 
patient  showed  no  improvement.  Note- 
worthy in  this  group  are  the  following  clin- 
ical histories : 

Case  Reports 

Case  1. — A thirty-nine-year-old  male  with 
coronary  artery  disease  could  not  walk  from  his 
house  to  his  outside  garage  without  taking 
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glyceryl  trinitrate  to  relieve  his  angina.  After 
the  end  of  one  year  of  continuous  amotriphene 
hydrochloride  treatment  a single  Master’s  exer- 
cise tolerance  test  indicated  negative  findings, 
and  he  had  no  angina  during  regular  activity. 
He  has  since  been  tried  on  other  coronary  vaso- 
dilator drugs,  but  he  prefers  amotriphene  hydro- 
chloride and  has  been  on  it  for  over  two  years. 
The  only  untoward  effect  has  been  transient 
gynecomastia  which  subsided  several  weeks 
after  amotriphene  hydrochloride  was  temporarily 
stopped. 

Case  2.— A fifty-two-year-old  male,  suffering 
with  angina  before  and  after  his  myocardial 
infarction,  required  many  doses  of  glyceryl  tri- 
nitrate repeatedly.  The  administration  of  amo- 
triphene hydrochloride  permitted  the  reduction 
and,  eventually,  the  elimination  of  glyceryl 
trinitrate  while  he  did  his  regular  work. 

Case  3. — Prior  to  amotriphene  hydrochloride 
therapy,  a fifty-eight-year-old  railroad  track- 
walker had  two  previous  small  myocardial  infarc- 
tions and  angina  while  walking  100  yards  of 
railroad  track.  After  one  month  of  amotriphene 
hydrochloride  therapy,  his  work  tolerance  in- 
creased. He  could  walk  one  mile  of  track  at  his 
regular  rate  of  speed,  and  he  could  perform  his 
regular  railroad  work  without  difficulty. 

Case  4. — A seventy-three-year  old  male  with 
mild  diabetes  could  walk  farther  while  taking 
amotriphene  hydrochloride  than  he  could  while 
taking  a placebo.  His  premature  ventricular 
contractions  (lisapi)eared  during  amotriphene 
hydrochloride  therapy  but  returned  during 
j)lacebo  administration. 

Two  other  Grade  III  patients  had  angina 
pectoris  and  multiple  ventricular  premature 
contractions.  Amotriphene  hydrochloride 
eliminated  the  premature  ventricular  con- 
tractions and  improved  the  angina  in  both 
people. 

The  16  patients  in  Grade  II  suffered 
milder  degrees  of  angina.  They  did  not  take 
glyceryl  trinitrate  tablets,  since  a few  min- 
utes rest  usually  relieved  their  angina.  On 
amotriphene  hydrochloride  therapy  their  an- 
ginal episodes  became  fewer  and  less  constant. 
Twelve  patients  (75  per  cent)  improved  to 
Grade  I,  and  3 (19  per  cent)  showed  no 
change  in  clinical  status.  Because  of  nau- 


TABLE  II. — Results  of  Amotriphene  Hydro- 
chloride Therapy 


Results 

Patients 

Per 

Cent 

Excellent  (improvement  of  at 
least  two  grades) 

10 

27.8 

Good  (improvement  of  at  least 
one  grade) 

20 

55.6 

Equivocal  or  none  (*no  improve- 
ment in  grade) 

6 

16.6 

.sea,  1 patient  discontinued  amotriphene 
hydrochloride. 

Table  II  lists  the  changes  in  the  rating  of 
the  entire  group  of  36  subjects  during  amo- 
triphene hydrochloride  treatment.  Ten  pa- 
tients improved  two  grades,  20  improved  one 
grade,  and  6 had  an  equivocal  or  no  signifi- 
cant response.  An  improvement  of  two 
grades  is  considered  excellent;  one  grade, 
good;  and  no  change  in  functional  grade, 
equivocal  or  no  improvement.  No  patient 
with  angina  pectoris  developed  myocardial 
infarction  during  this  study. 

Laboratory  Data. — Some  electrocardio- 
grams improved  due  either  to  better  col- 
lateral circulation  or  other  factors  which 
always  must  be  considered  in  patients  suffer- 
ing from  angina  pectoris.  The  beneficial 
effect  of  amotriphene  hydrochloride  on  the 
heart  may  also  have  been  reflected  in  the 
improvement  of  the  electrocardiogram.  X- 
ray  films  and  other  laboratory  data  showed 
no  significant  changes  attributable  solely  to 
amotriphene  hydrochloride. 

Observations  on  Myocardial  Infarc- 
tions.— Amotriphene  hydrochloride  was 
given  to  6 patients  during  attacks  of  acute 
myocardial  infarctions  without  any  signifi- 
cant effect  that  could  be  truly  ascribed  to  the 
drug.  One  middle-aged  woman  developed 
severe  chest  pain  nine  days  after  a severe 
coronary  occlusion.  Amotriphene  hydro- 
chloride was  then  given  for  three  months 
without  any  more  complaints.  The  patient 
chose  to  continue  this  drug  after  her  dis- 
charge from  the  hospital  because  she  felt 
better  on  it.  In  a seventy- three-year- old 
man  with  an  acute  posteroseptal  wall  infarc- 
tion and  right  bundle  branch  block  25  mg.  of 
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amotriphene  hydrochloride  three  times  daily 
failed  to  prevent  paroxysmal  atrial  fibrilla- 
tion. Qiunidine  also  failed  to  stop  this 
arrhythmia  which  reverted  spontaneously 
several  weeks  later.  Amotriphene  hydro- 
chloride did  abolish  ventricular  premature 
contractions  which  also  occurred  in  this 
patient.  In  another  patient  with  an  acute 
myocardial  infarction  ventricular  premature 
contractions  were  not  abolished  by  amotri- 
phene hydrochloride. 

Obsekvation  on  Cardiac  Arrhyth- 
mias.— -At  the  Ann  Lee  Home  12  patients 
whose  previous  electrocardiograms  con- 
stantly showed  ventricular  premature  con- 
tractions were  selected  for  this  phase  of  the 
study.  Control  electrocardiograms  were  re- 
corded before  the  oral  administration  of 
25  to  50  mg.  of  amotriphene  hydrochloride 
and  repeated  several  hours  later.  The 
ventricular  premature  contractions  were 
completely  abolished  in  7 patients,  reduced 
markedly  in  3,  and  remained  unchanged  in 
2.  The  contractions  reappeared  in  the  elec- 
trocardiograms on  the  following  day  if  the 
patients  were  not  maintained  on  the  drug. 
These  studies  were  repeated  several  times  on 
each  patient  with  similar  results.  Amotri- 
phene hydrochloride  effectively  abolished 
the  premature  ventricular  contractions 
within  an  hour,  and  its  effect  persisted  sev- 
eral hours  only. 

One  interesting  case  was  a railroad  engi- 
neer who  was  helped  by  amotriphene  hydro- 
chloride when  quinidine  failed  to  prevent  a 
bothersome  paroxysmal  arrhjdhmia  of  un- 
known type.  Before  he  was  treated  with 
amotriphene  hydrochloride  frequent  palpita- 
tions interfered  with  his  sleep  and  his  work, 
but  on  amotriphene  hydrochloride  therapy 
he  went  almost  a year  without  a single 
attack  of  cardiac  arrhythmia.  At  his  re- 
quest he  continues  to  take  50  mg.  of  amotri- 
phene hydrochloride  morning  and  night. 
While  taking  amotriphene  hydrochloride  he 
has  few,  if  any,  attacks.  However,  when  he 
runs  out  of  the  medication,  his  arrhythmia 
returns  much  more  frciiuently.  He  has  now 
taken  the  amotriphene  hydrochloride  inter- 


mittently for  two  years.  We  have  never  been 
able  to  record  his  arrhythmia  since  it  occurs 
usually  at  night  or  when  he  is  away  from  the 
city. 

Amotriphene  hydrochloride  was  also  given 
orally  to  7 patients  with  atrial  fibrillation  at 
the  Ann  Lee  Home.  Of  these,  5 had  no 
change,  1 patient  reverted  to  sinus  rhythm, 
and  another  patient  reverted  to  paroxysmal 
atrial  tachycardia  while  they  were  on 
amotriphene  hydrochloride. 

Four  other  patients  with  cardiac  ar- 
rhythmia were  studied  at  the  Ann  Lee 
Home.  In  1 patient  with  sinus  rhythm  runs 
of  paroxysmal  atrial  tachycardia  were  abol- 
ished by  amotriphene  hydrochloride  but 
reappeared  after  the  drug  was  stopped.  No 
effect  was  observed  in  1 patient  with  atrial 
flutter,  in  another  with  upper  nodal  rhythm, 
and  in  a third  with  complete  heart  block. 

In  another  group  of  patients  seen  in  pri- 
vate practice  amotriphene  hydrochloride 
similarly  abolished  the  premature  ventric- 
ular contractions  in  8 of  10  individuals  and 
was  ineffective  in  2.  Thus  amotriphene 
hydrochloride  was  equally  effective  against 
premature  ventricular  contractions  in  75  per 
cent  of  the  Ann  Lee  Home  group  and  in  80 
per  cent  of  the  private  patients. 

The  usual  dose  tried  in  these  arrhythmias 
varied  from  25  to  50  mg.  three  times  daily. 
In  some  instances  larger  doses  may  be  indi- 
cated and  will  be  tried  in  the  future. 

Side-Effects 

Amotriphene  hydrochloride  was  discon- 
tinued in  1 woman  because  of  nausea.  All 
other  patients  tolerated  the  drug  well  and 
had  no  gastrointestinal  symptoms.  Four 
postmenopausal  women  developed  uterine 
bleeding  after  they  received  amotriphene 
hydrochloride  continuously  for  at  least 
eleven  weeks.  The  bleeding  was  not  dis- 
covered earli(‘r  since'  the  design  of  the  study 
re((uired  the  interruption  of  amotriphene 
hydrochloride  therapy  periodically  by 
placebo.  Thus  the  cumulative  weak  estro- 
genic effect  of  amotriphene  hydrochloride 
was  not  detected  until  the  patients  were 
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maintained  on  this  drug  for  long  periods  of 
time. 

Of  these  4 patients,  1 woman  had  fibroids 
which  may  possibly  have  caused  the  uterine 
bleeding.  In  2 patients  diagnostic  dilata- 
tion and  curettage  revealed  a hyperplastic 
endometrium  most  likely  produced  by  the 
cumulative  weak  estrogenic  effect  of  amotri- 
phene  hydrochloride.  When  amotriphene 
hydrochloride  was  discontinued,  the  uterine 
bleeding  in  the  fourth  woman  stopped. 

Moderate  g3uiecomastia  due  to  the  estro- 
genic action  of  amotriphene  hydrochloride 
proved  troublesome  only  in  2 men  who  took 
150  mg.  of  the  medication  daily  for  about  a 
year.  Their  breast  pain  and  swelling  sub- 
sided, and  their  breasts  became  normal 
several  weeks  after  the  drug  was  stopped. 

Comment 

Angina  pectoris  is  a widespread  and  disa- 
bling syndrome  whose  capriciousness  renders 
effective  treatment  difficult.  The  com- 
plaints of  patients  with  angina  vary  with 
effort,  emotional  state,  exposure  to  wind  and 
cold,  eating,  and  the  other  activities  of  daily 
living. 

At  present  the  most  promising  manage- 
ment of  the  patient  with  angina  pectoris  due 
to  coronary  artery  disease  includes  reas- 
surance, limitation  of  activity,  and  the  pro- 
longed administration  of  coronary  vaso- 
dilators. Despite  the  able  arguments  of  its 
vocal  proponents,  cardiac  surgery  to  relieve 
coronary  insufficiency  remains  experimental. 

Since  the  introduction  of  amyl  nitrite  in 
1867  and  of  glyceryl  trinitrate  in  1879  for  the 
treatment  of  angina  pectoris,  both  com- 
pounds have  enjoyed  popularity  as  effective 
coronary  vasodilator  drugs.  Yet  they  are 
not  without  danger  in  lowering  blood  pres- 
sure, in  occasionally  precipitating  coronary 
occlusion,  and  in  exerting  a deleterious  effect 
on  (he  elecfrocardiogram.*  Furlhennore, 
l()l('rance  and  cross-tolerance  lo  ( lie  nil  riles 
develop  rapidly  and  often  limit  their  clinical 
use  to  the  control  of  acute  coronarv  in- 
sufficiency. 

A motley  assortment  of  other  pharma- 


ceutical agents  are  available  for  the  prophy- 
lactic and  therapeutic  management  of  angina 
pectoris,  but  the  effectiveness  of  pharma- 
cologic compounds  other  than  the  nitrites  is 
questionable.  Nevertheless,  they  are  widely 
used  for  want  of  a better  drug. 

The  so-called  coronary  vasodilators  of  the 
nitrite  type  are  ordered  in  vast  (juantities. 
Alcohol,  phenobarbital,  and  other  sedatives 
are  familiar  old-time  standbys.  More  re- 
cently reserpine,  the  tranquilizers,  and  the 
monoamine  oxidase  inhiljitors  have  been 
widely  prescribed,  and  not  without  benefit, 
to  control  the  psychic  elements.  Diuretics 
to  decrease  the  blood  volume  and  anti- 
thyroid drugs  and  radioactive  iodine  to 
reduce  the  oxygen  requirements  of  the  body 
have  been  recommended  to  ease  the  work  of 
the  heart.  Anticoagulation  therapy  can  also 
be  u.sed  in  protracted  angina  pectoris.  For 
extreme  pain  analgesic  agents,  such  as  mor- 
phine sulfate  or  Demerol,  may  be  necessary. 

The  need  for  new  and  better  drugs  in  the 
treatment  of  angina  pectoris  is  apparent. 
The  development  of  amotriphene  hydro- 
chloride is  a step  in  this  direction.  With 
its  unique  properties  as  a coronary  vaso- 
dilator and  its  antiarrhythmic  action,  this 
drug  should  prove  widely  useful  in  clinical 
practice. 

Being  a substitute  toluylene  derivative 
like  diet hy  1st ilbesterol,  amotriphene  hydro- 
chloride has  weak  estrogenic  effects.  Over 
a long  period  the  cumulative  effect  of  the 
estrogenic  action,  like  any  estrogenic  sub- 
stance, can  produce  uterine  bleeding  in 
women  or  gjuiecomastia  in  men.  These 
effects  can  be  pre^'ented  by  prescribing  the 
drug  intermittently. 

In  our  series  4 women  developed  post- 
menopausal uterine  bleeding  after  contin- 
uously taking  amotriphene  hydrochloride 
for  from  eight  to  eleven  weeks.  Gyneco- 
mastia occurred  in  2 men  who  received  the 
drug  for  a .vear.  Other  men  on  the  drug  for 
similar  periods  showed  no  such  effect. 
When  amotriphene  h^’drochloride  is  giv'en 
three  to  four  weeks  at  a time  and  then 
stopped  for  a few  weeks,  no  postmenopausal 
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bleeding  or  gynecomastia  developed.  It  is 
recommended  that  amotriphene  hydrochlo- 
ride be  given  intermittently,  especially  to 
women. 

This  study  shows  the  clinical  benefits  of 
t his  drug  as  a coronary  vasodilator  and  anti- 
arrhythmic  agent.  Some  of  its  value  may 
actually  stem  from  its  estrogenic  property, 
but  there  is  still  no  proof  of  this  possibility. 
Nevertheless,  since  estrogens  have  been 
given  to  lower  blood  cholesterol  and  to  retard 
the  progress  of  coronary  artery  disease,  the 
estrogenic  action  of  this  unusual  compound 
may  yet  prove  to  be  the  most  important  in 
the  future.  Certainly  future  studies  in  this 
area  are  needed. 

Summary 

1.  Amotriphene  hydrochloride  (Myordil) 
is  a newly  synthesized  compound  with 
unique  properties.  Possessing  the  ability  to 
increase  coronary  blood  flow  and  to  control 
cardiac  arrhythmias,  it  appears  useful  as  an 
effective,  long-acting  coronary  vasodilator 
and  an  antiarrhythmic  agent. 

2.  A clinical  trial  in  a series  of  75  patients 
demonstrated  the  ability  of  this  drug  to 
improve  the  status  and  well-being  of  patients 
with  angina  pectoris  and  to  reduce  the 
incidence  of  ventricular  premature  contrac- 
tions. The  results  in  patients  with  myo- 
cardial infarction  were  equivocal.  Good-to- 
excellent  results  were  obtained  in  30  of  the  36 
patients  with  angina  pectoris  treated  with 
amotriphene  hydrochloride  (83.3  per  cent). 
In  an  average  oral  dose  of  25  to  50  mg.  three 


times  daily  amotriphene  hydrochloride  was 
also  effective  in  ehminating  or  markedly 
reducing  ventricular  premature  contractions 
in  18  of  22  patients  (81.8  per  cent).  Its 
value  in  other  arrhythmias  requires  further 
study  with  higher  doses. 

3.  Being  a substituted  toluylene  deriva- 
tive like  diethylstilbesterol,  amotriphene 
hydrochloride  has  weak  estrogenic  effects. 
In  this  series  postmenopausal  bleeding 
occurred  in  4 women  after  continuous  use 
over  an  eleven-week  period.  Slight  gyneco- 
mastia was  noted  in  2 men  after  continuous 
administration  of  the  drug  for  one  year. 
Both  side-effects  subsided  when  the  drug  was 
stopped.  An  intermittent  use  of  the  drug 
rather  than  continuous  administration  ap- 
pears indicated,  especially  in  women. 

4.  Amotriphene  hydrochloride  should  be 
given  a trial  by  the  physician. 

706  Madison  Avenue,  Albany  8 
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The  hope  of  the  future  lies  not  in  better  human  inventions,  hut  in  better  human  relations. 
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Hospital  Admissions 

VINCENT  H.  HANDY,  M.D.,  PAUL  K.  GERHARDT,  M.D.,  AND  E.  DOROTHY  GORDON,  R.N.,  AI-BANY, 

NEW  YORK 

(From  the  Bureau  of  Cancer  Control,  State  of  New  York  Department  of  Health) 


^ I ''he  uterus  is  the  second  most  common 
site  of  cancer  in  women  in  New  York 
State,  exceeded  only  by  cancer  of  the  breast. 
Uterine  cancer  affects  over  2,000  women 
annually  in  New  York  State,  exclusive  of 
New  York  City,  and  over  700  Upstate 
women  die  each  year  from  cancer  of  this 
site.  While  treatment  has  improved,  the 
best  results  of  treatment  will  not  be  achieved 
if  the  malignant  condition  is  not  diagnosed 
early.  Among  the  uterine  cancer  cases  re- 
ported to  the  State  of  New  York  Department 
of  Health  in  1959  on  which  the  stage  of 
disease  was  indicated,  53  per  cent  of  the 
cervix  cases  and  50  per  cent  of  the  corpus 
cases  were  “early”  at  the  time  of  diagnosis. 
As  shown  in  Table  I,  this  means  conversely 
that  almost  half  of  those  cases  of  uterine 
cancer  reported  were  not  “early”  and  were 
beyond  the  period  of  optimal  curability 
at  the  time  of  diagnosis. 

A method  of  diagnosing  uterine  cancer 
in  its  early  .stagi's  exists,  namely,  the  cyto- 
logic examination  of  secretions  from  tlu^ 
vagina  and  the  cervix ; this  has  proved  to  be 
a valuable  aid  in  screening  groups  of  women 
for  uterine  cancer.  Results  of  large  scale 
studies,  both  among  general  population 
groups  and  in  hospital  patient  series,  have 
shown  that  the  method  is  particularly  val- 
uable in  detecting  intraepithelial,  preinvasive 
carcinoma  of  the  cervix  in  women  who  are 
without  symptoms  which  arc  referable  to 
the  uterus.^”® 

Demonstration  Program 

In  the  fall  of  1958,  the  Bureau  of  Cancer 
Control  of  the  State  of  New  York  Depart- 
ment of  Health  inaugurated  a demonstra- 


TABLE  I. — Cancer  of  the  Uterus  in  New  York 
State,  Exclusive  of  New  York  City,  in  1959 


Cases 
Reported 
Cases  in  Stage 
Reported  Other 
Number  in  Early*  Than 
of  Stage  Earl}'* 

Site  Patients  (Per  Cent)  (Per  Cent) 


Cervix  uteri 

1,287 

53 

47 

Corpus  uteri 

714 

50 

50 

Other  parts 
of  uterus 
and  uterus, 
parts  un- 
specified 

92 

36 

64 

Totals 

2,093 

52 

48 

* Based  on  cases  reporting  stage. 


tion  program  among  certain  general  hos- 
pitals to  promote  the  screening  of  adult 
women  for  uterine  cancer.  The  hospitals 
participating  in  this  program  obtain  vaginal 
aspiration  smears  routinely  on  all  adult 
women  admitted  to  the  inpatient  or  out- 
patient division  of  the  hospital  regardless  of 
the  reason  for  admission.  The  program 
startl'd  with  the  voluntary  participation  of 
four  general  hospitals.  The  selection  of  the 
hospitals  for  inclusion  in  this  demonstradon 
program  was  based  on  the  interest  of  the 
hospital  .staff  and  the  adequacy  of  the  lab- 
oratory service  in  the  hospital.  The  par- 
ticipating hospitals  set  their  own  niles  re- 
garding the  minimum  age  for  the  inclusion 
of  women  in  the  program,  although  the 
Bureau  of  Cancer  Control  has  recommended 
that  smears  be  taken  on  all  female  admis- 
sions twenty-five  years  of  age  or  over  and 
that  smears  on  routine  physical  examina- 
tions of  employes  be  included  in  the  demon- 
stration program.  The  hospital  does  not 
charge  the  patient  for  the  vaginal  aspiration 
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smear  but  is  reimbursed  for  the  cost  of  such 
smear  by  the  Bureau  of  Cancer  Control. 
This  usually  amounts  to  $2  or  S3  per  smear; 
only  one  aspiration  slide  is  done  per  patient. 
Participation  by  the  patient  is  voluntary, 
but  the  hospitals  agree  to  obtain  smears 
on  all  women  inpatients  and  outpatients 
wherever  possible. 

The  technic  of  taking  the  vaginal  smear 
is  that  described  by  Papanicolaou.^  A 
slightly  curved  glass  pipet,  which  is  six 
inches  in  length  and  0.5  cm.  in  diameter,  with 
a rounded  tip  and  a small  opening,  and 
which  is  equipped  with  a strong  rubber  bulb 
for  suction,  is  used.  The  aspiration  is 
usually  done  at  the  bedside  and  can  be  per- 
formed by  a nurse  or  trained  technician. 
The  labia  are  separated,  the  mbber  bulb 
compressed,  and  the  glass  pipet  introduced 
into  the  posterior  fornix  of  the  vagina.  As 
pressure  on  the  bulb  is  released,  the  suction 
aspirates  vaginal  fluid  with  its  cellular  con- 
tent into  the  tube.  The  pipet  is  withdrawn, 
and  the  vaginal  material  is  expressed  onto 
a clean  microscopic  slide  by  pressing  on 
the  bulb.  It  is  essential  that  the  slide  be 
placed  immediately  in  a fixative  since  drying 
destroys  cellular  detail.  Then  the  smear  is 
stained  by  the  usual  Papanicolaou  method 
in  the  hospital’s  cytology  laboratory,  and 
the  report  is  sent  to  the  patient’s  physician. 
Follow-up  information  is  obtained  on  all 
cases  showing  positive  results  by  the  health 
officer  who  contacts  the  private  physician. 
Within  three  months  a report  giving  the 
final  diagnosis  and  the  treatment  undertaken 
is  submitted  by  the  local  health  officer  to  the 
Bureau  of  Cancer  Control. 

Participating  Hospitals 

At  the  present  time  16  general  hospitals 
are  participating;  of  this  group,  the  Bureau 
of  Cancer  Control  reimburses  for  smears  at 
1 5 iiLstitutions  and  receives  monthly  reports 
from  them.* 


* At  present  the  following  hospitals  are  taking  part 
in  this  program:  Binghamton  General  Hospital, 

Binghamton;  Millard  Fillmore  Hospital,  Buffalo; 
St.  James  Mercy  Hospital,  Hornell;  Bethesda  Hospital, 
North  Hornell;  North  Country  Hospitals  (Edward 


Results 

Between  October,  1958,  and  December  31, 
1960,  5,555  individuals  received  cytologic 
examinations  as  part  of  the  program.  Of 
these,  40  cases  of  cancer  of  the  uterus  were 
detected  and  confirmed  by  biopsy,  a rate 
of  uterine  cancer  detection  of  7 cases  per 
1,000  women  examined.  At  the  beginning 
of  the  program,  many  of  the  patients  who 
had  smears  with  positive  results  were  ac- 
tually patients  admitted  for  gynecologic 
complaints  which  under  normal  procedures 
would  have  led  to  a complete  pelvic  examina- 
tion, including  a smear  and  possibly  a biopsy. 
More  encouraging  has  been  the  recent  trend 
in  finding  that  the  cases  with  positive  cyto- 
logic results  are  actually  women  with  asymp- 
tomatic cancer,  admitted  to  the  hospitals 
for  reasons  far  removed  from  gynecologic 
disorders  and  in  whom  a cjd-ologic  examina- 
tion probably  would  not  have  been  done  had 
it  not  been  for  the  Bureau’s  program. 

The  following  5 cases  were  selected  be- 
cause they  w'ere  all  discovered  in  a very  rural 
area  of  the  State  where  there  are  three 
hospitals  participating  in  the  program. 
They  are  presented  as  examples  of  the  types 
of  cases  that  can  be  detected  in  a program 
such  as  this  and  as  a stimulus  to  Upstate 
physicians  to  consider  having  their  hospitals 
take  part  in  this  program  if  they  are  not 
already  doing  so. 

Case  Reports 

Case  1 . — A forty-year-old  housevrtfe  with  two 
children  was  admitted  on  August  3,  1960,  be- 
cause of  a urinary  tract  infection  diagnosed 
as  pyelonephritis  due  to  Escherichia  coli.  Her 
past  history  revealed  that  in  1943  one  ovary 
and  both  tubes  had  been  removed  and  showed 
no  evidence  of  a malignant  condition.  She 
denied  any  vaginal  discharge,  bleeding  between 

John  Noble  Ho.spital),  Alexandria  Bay;  Lewis  County 
General  Hospital,  Lowville;  Glens  Falls  Hospital, 
Glens  Falls;  Ira  Davenport  Memorial  Hospital,  Bath; 
St.  Francis  Hospital,  Olean;  Clean  General  Hospital, 
Clean;  Ainot  Cgden  Memorial  Hospital,  Elmira; 
St.  Joseph’s  Hospital,  Elmira;  Rome  Hospital  and 
Murphy  Memorial  Hospital,  Rome;  Columbia  Memorial 
Hospital.  Hudson;  Memorial  Hospital,  Albany;  and 
Albany  Hospital,  Albany. 
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periods,  or  change  in  her  menstrual  pattern. 
She  had  no  liistory  of  contact  bleeding.  Urine 
cultures  on  this  admission  gave  positive  results 
for  Esch.  coli.  A routine  vaginal  aspiration 
smear  was  done  on  August  5,  1960,  one  day  prior 
to  discharge,  and  showed  positive  results.  The 
jiatient  was  readmitted  shortly  thereafter  for 
biopsy  at  which  time  a pelvic  examination  re- 
vealed a large  and  eroded  cervi.x  with  granulation 
tissue  in  the  cervical  canal.  Biopsy  was  per- 
formed as  well  as  dilatation  and  curettage,  and 
the  diagnosis  of  anaplastic  adenocarcinoma  of 
the  endocervix  was  made.  The  patient  was 
transferred  to  Roswell  Park  Memorial  Institute 
for  surgery. 

At  operation,  there  was  a friable  bleeding  tumor 
which  involved  the  cervix  and  measured  3.5 
cm.  by  2.5  cm.  The  specimen  consisted  of  the 
upper  3 cm.  of  the  vagina,  cervix,  corpus  uteri, 
jKiravaginal  and  parametrial  tissue,  and  the  left 
ovary  removed  en  bloc.  The  final  diagnosis 
was  adenocarcinoma  of  the  cervix  and  squamous 
cell  cancer  in  situ  of  the  cervix.  One  follow-up 
clinic  visit  was  made  in  November,  1960,  and  the 
patient  looked  well  and  had  no  complaints.  A 
pelvic  e.xamination  at  that  time  showed  no 
evidence  of  disease. 

Case  2.— A fifty-four-year-old  widowed  teacher 
with  three  children  was  admitted  on  March  29, 
1959,  because  of  swelling  of  the  right  hip  area 
resulting  from  a fall  on  the  ice  one  week  pre\d- 
ously.  The  swelling  had  become  larger,  and  the 
admission  diagnosis  was  hematoma  of  the  right 
thigh.  She  was  hospitalized  for  incision  and 
drainage.  Her  past  history  was  negative,  and  the 
pelvic  examination  showed  normal  results.  The 
incision  and  drainage  was  done  on  March  29, 
and  she  improved  following  this.  A routine 
vaginal  aspiration  smear  was  done  on  April  2, 
1959,  and  was  reported  as  giving  positive  results. 

A dilatation  and  curettage  and  a cervical 
ring  biopsy  were  done  on  April  15;  the  diagnosis 
was  squamous  cell  carcinoma  of  the  uterus, 
appearing  to  be  in  situ  although  fairly  expensive, 
and  no  infiltration  was  seen.  On  April  17,  a 
total  hysterectomy  was  performed,  and  the 
patient  was  discharged  on  April  30,  1959.  Ex- 
cept for  a small  vesicovaginal  fistula  which 
developed  postoperatively  and  required  treat- 
ment, this  patient  recovered. 

Case  3. — ^A  thirty-seven-year-old  woman  was 
admitted  on  October  9,  1960,  because  of  lower 


abdominal  and  back  pain  associated  with  a 
feeling  of  piessure  in  the  jjelvis  of  six  weeks 
duration.  The  pain  seemed  to  come  on  im- 
mediately following  her  menstrual  period  in 
September,  1960,  and  was  so  severe  at  times  that 
it  radiated  down  the  back  of  her  legs.  There 
was  also  a weight  loss  of  20  pounds.  A pelvic 
examination  revealed  a relaxed  outlet  and  muco- 
purulent discharge.  The  cervix  was  swollen  and 
cystic  with  mucus  exuding  from  the  canal. 
The  uterus  was  round,  firm,  smooth,  movable, 
and  not  tender.  There  were  no  masses  in  the 
adnexa.  A routine  aspiration  smear  was  done  on 
October  11,  1960,  which  showed  positive  results. 

The  patient  was  discharged  with  the  possible 
diagnosis  of  carcinoma  of  the  cervix  and  un- 
diagnosed disease  of  the  thyroid.  She  was  re- 
admitted on  October  27,  1960,  for  a ring  biopsy 
of  the  cervix  which  was  reported  as  cancer  in 
situ  of  the  cervix.  A total  hysterectomy  was 
done,  and  she  has  made  an  uneventful  recovery. 

Case  4.- — A forty-year-old  housewife  with  four 
children  was  admitted  to  the  hospital  on  October 
2,  1959,  because  of  chills,  fever,  and  headache 
believed  to  be  due  to  a persistent  viral  infection. 
Her  past  history  indicated  rheumatoid  arthritis 
of  several  years  duration.  Her  periods  were 
irregular,  but  she  had  no  gynecologic  complaints. 
A work-up  included  intravenous  pyelograms, 
urine  cultures,  and  a gallbladder  series  which  all 
showed  negative  results.  A pelvic  examination 
done  on  October  5,  1959,  revealed  a small  retro- 
verted  uterus  and  an  irregular  cervix  with  some 
vaginal  discharge  and  no  tenderness.  A routine 
vaginal  aspiration  cytologic  examination  showed 
positive  results.  The  patient  was  discharged 
on  October  6 as  improved  from  her  viral  infection 
of  undetermined  origin.  She  was  referred  to 
Roswell  Park  Memorial  Institute  for  a follow-up 
of  the  positive  smear  results. 

At  Roswell  Park  Memorial  Institute,  her  pelvic 
examination  revealed  a smooth  vagina  with  good 
color,  a cervLx  somewhat  enlarged  and  slightly 
nodular  in  the  posterior  lip,  and  no  evidence  of 
any  gross  tumor.  A second  vaginal  smear  gave 
positive  results.  On  January  6,  1960,  a cervical 
biopsy  and  fractional  curettage  were  done,  and 
the  diagnosis  of  squamous  cell  cancer  in  situ  of 
the  cervix  was  made.  On  January  12,  1960,  a 
total  hysterectomy  was  done,  including  2 cm. 
of  vaginal  cuff.  The  tubes  and  ovary  were  left 
in.  The  final  diagnosis  was  squamous  cell 
cancer  in  situ  of  uterine  cervix  and  proliferative 
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(Midomotrium.  Follow-up  visits  have  been  regu- 
lar, and  postoperative  vaginal  snu'ars  flone  in 
March,  June,  September,  October,  and  Novem- 
ber, 1960,  have  all  given  negative  results.  On 
her  last  clinic  visit  in  November,  1960,  she  had 
no  complaints.  A pelvic  e.xamination  revealed 
a smooth  pliable  vagina,  soft  fibrosis  of  the 
vault,  no  nodularity  or  ulc(M'ation,  and  no  ('vid('ncc 
of  disease. 

Case  5. — A thirty-nine-year-old  married 
woman  with  three  children,  who  worked  for  an 
optical  company,  was  admitted  on  October  7, 
1959,  because  of  an  aching  and  swelling  in  her 
right  leg  of  three  months  duration.  This  e.x- 
tended  from  her  upper  thigh  to  her  ankle  and 
interfered  with  her  work.  Her  admission  diag- 
nosis was  acute  myositis  of  the  right  leg.  While 
she  was  hospitalized,  a routine  vaginal  a.spiration 
smear  was  taken  on  October  9,  1959,  which  gave 
positive  results.  A physical  e.xamination  re- 
vealed that  both  the  cervix  and  the  uterus  were 
moderately  enlarged  and  the  body  of  uterus  was 
anterior,  with  adnexa  which  were  not  remark- 
able. The  cervix  was  considerably  eroded  and  a 
bit  firm  in  areas,  and  it  bled  on  touch. 

A curettage  and  cervical  biopsy  were  done  on 
October  23,  1959,  and  a diagnosis  was  made  of 
extensive  in  situ  cancer  of  the  cervix  with  no 
invasion.  On  October  27,  1959,  a total  hyster- 
ectomy was  performed  which  confirmed  the 
biopsy  diagnosis,  and  the  patient  has  made  an 
uneventful  recovery. 

Comment 

A program  of  vaginal  aspiration  smears 
among  general  hospital  admissions  is  an 
excellent  method  for  detecting  early  uterine 
cancer.  Experience  with  the  New  York 
State  program  based  on  over  5,500  women 
admitted  to  general  hospitals  indicates  that 
7 cases  of  uterine  cancer  will  be  detected 
per  1,000  women  examined.  A routine 
program  of  vaginal  smears,  such  as  that 


described,  on  all  female  hospital  admissioTis 
can  contribute  a great  deal  to  the  detection 
of  unsuspected  cases  of  uterine  cancer, 
thus  enabling  treatment  to  be  given  at  a 
favorable  stage  and  ultimately  reducing  the 
number  of  uterine  cancer  deaths. 

Sii  rnmary 

A demonstration  program  of  vaginal  as- 
piration smears  for  uterine  cancer  on  general 
hospital  admissions  was  presented.  Be- 
tween October,  1958,  and  December  31, 
1960,  the  number  of  women  examined  was 
5,555,  and  40  confirmed  cases  of  cancer  of  the 
uterus  were  detected,  a rate  of  7 cases  per 
1,000.  In  many  of  these  cases  the  lesions 
were  asymptomatic  and  completely  un- 
suspected by  both  the  physician  and  the 
patient.  Five  case  histories  of  ty'^pical 
patients  who  benefited  from  the  program 
were  presented.  This  project  has  con- 
tinued to  interest  hospitals  Upstate  so 
that  at  the  present  time  16  general  hospitals 
are  participating.  As  more  hospitals  decide 
to  take  part  in  this  type  of  program,  more 
asymptomatic,  preinvasive  cancers  of  the 
cervix  will  be  discovered,  bringing  us  one 
step  closer  to  eventual  uterine  cancer  control. 
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ISIDOR  GREENWALD,  PH.  D.,  NEW  YORK  CITY 
{From  the  School  of  Medicine,  New  York  University) 


^ I ^iiis  report  is  conceriiod  primarily  with 
Central  New  York  State,  from  Buffalo  to 
Albany  and  Troy,  although  occasional  refer- 
ences will  be  made  to  reports  from  other 
parts  of  the  State.  The  purpose  of  this 
work  is  to  show  that  the  history  of  goiter  in 
this  part  of  the  State  is  not  an  account  of  a 
disorder  due  to  a lack  of  something  in  the 
diet.  Instead,  it  resembles  the  data  of  an 
infectious  disease  which  appeared  and  dis- 
appeared, appeared  again  in  a different  and 
more  severe  form,  and  probably  was  receding 
again  before  the  introduction  of  iodized  water 
or  of  iodized  salt. 

Data  Before  1837 

Our  knowledge  of  the  Indians  who  in- 
habited Central  New  York  State  before  and 
during  the  two  centuries  after  the  coming 
of  the  Europeans  is  derived  chiefly  from  two 
sources.  The  first  source  is  in  the  annual 
reports  or  relations  of  the  French  and  Italian 
missionaries  who  came  from  the  north. 
Most  of  these  have  been  collected  and 
published,  together  with  English  translations, 
in  “The  Jesuit  Relations  and  Related 
Documents.”^  These  reports  are  detailed 
descriptions  of  the  Indians,  their  diseases,  and 
their  methods  of  treating  diseases.  There  is 
no  mention  of  the  presence  of  goiter.  In- 
deed, this  was  explicitly  denied  in  the  case  of 
the  Huron  Indians  of  the  peninsula  of  Ontario 
by  Bressani  in  1653,^  and  it  was  denied  also 
by  Bossu  in  Alabama  in  1768.®  There  is  no 
word  for  “goitre”  or  “grosse  gorge”  in 
seventeenth  centiiry  dictionaries  of  the 

Presented  at  the  155th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  Rochester, 
New  York,  Section  on  History  of  Medicine,  May  12, 
1960. 

* This  investigation  was  supported  by  U.S.  Public 
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National  Institutes  of  Health,  Bethesda,  Maryland. 


Mohawk'*  or  of  Ihc  Seneca  language.® 

Our  other  chief  source  of  information  is 
derived  from  the  IMoravian  mi.ssionaries  who 
came  from  the  South  and  whose  journals 
were  collected  and  published  by  Beauchamp.® 
I could  find  no  mention  of  goiter  in  these 
works,  nor  in  the  histories  (descriptions)  of 
the  Indians  by  Loskiel,^  Heckewelder,®’*  or 
Zeisberger.  Zeisberger*®  compiled  a dic- 
tionary of  the  Onondaga  language.  He  had 
no  e(iui\'alent  for  the  German  word  “kropf.” 
In  another  column  of  the  same  work  Zeis- 
berger  presented  Delaware  equivalents.  He 
listed  a word,  which  was  really  only  the 
German  word  which  the  Delawares  could  not 
pronounce  correctly.’® 

It  seems  that  as  late  as  1774  Ru.sh’"’  had 
found  no  evidence  of  goiter  among  the 
Indians.  He  continued  to  seek  informa- 
tion, and  on  iMay  2,  1791,  he  wrote  to 
Thomas  Pickering,  then  on  a mission  to 
negotiate  a treaty  with  the  Seneca  Indians, 
asking  him  a number  of  questions  regarding 
the  diseases  and  the  medicine  of  these 
people.’®  His  list  opened  with;  “1.  What 
diseases  besides  fevers  and  fluxes  are  they 
subject  to?”  Rush  then  went  on  to  ask  about 
various  disorders,  infirmities,  and  practices. 
Pickering’s’®  reply  to  the  first  question  was: 
“1.  King’s  Evil,  breaking  out  under  the  chin 
— a family  hardly  gets  clear  of  it.”  Picker- 
ing was  not  a physician,  and  even  physicians, 
then  and  later,  sometimes  confused  goiter 
and  scrofula.  The  location  “under  the 
chin”  apparently  in  all  instances  would  seem 
to  indicate  that  goiter  was  meant. 

Barton’^  had  seen  goiter  among  the  Oneida 
Indians  in  1790.  This  stimulated  him  to 
further  investigation.  He  found  goiter  to  be 
prevalent  over  a considerable  area.  I quote 
from  three  paragraphs  of  his  book: 

I find  the  disease  in  the  vicinity  of  Old-Fort- 
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TABLE  I. — Data  Concerning  Prevalence  of  Goiter  Among  Young  Men* 


County t 

1863  to  1864 

1864  to  1865 

1863  to  1865 

1917  to  1918 

1940  to  1944 

( )neida 

0 

1 . 1 

0 . 32 

2.87 

Erie 

0.21 

0 

0.13 

2.22 

( )nondaga ) 

n 

M 

n 

Cortland  j 

Monroe  ( 
Orleans  j 

0.19 

0 

0.16 

1.48 

Suffolk  1 

Richmond  ) 

0 

0 

0 

1.55 

Queens  j 

Nassau** 

State 

0.21 

0.44 

0.23 

2.88 

1.35 

Simple 

0.53 

E.xophthalmic 

2.35 

New  York  City 

0.03 

0.81 

0.24 

(3.54) 

(1.77) 

Simple 

(0.76) 

Exophthalmic 

(2.78) 

* Disqualified  because  of  “tumor  of  neck,”  1863  to  1864;  bronchocele,  1864  to  1865;  simple  goiter  and 
exophthalmic  goiter,  1917  to  1918;  disturbances  of  the  thyroid,  1940  to  1944.  Rejections  per  thousand 
examined.  Figures  in  parentheses  include  those  accepted  with  goiter, 
t Data  for  Cortland  and  Orleans  counties  are  not  available. 

**  In  1863  to  1865  the  present  Nassau  County  was  part  of  Queens  County. 


Schuyler  {now  Utica)  . . . .Here,  indeed,  we 
observe  some  of  the  worst  cases  of  it ..  . .1  am 

assured  that  it  has  never  been  seen  quite  as  low 
down  the  Mohock  as  the  Little  Falls  of  this 
river  ...  .It  is  unknown  at  Schenectady,  ex- 
cept by  name  . . . .From  the  vicinity  of  the 
Falls  to  the  village  of  Old-Fort-Schuyler,  it  ap- 
pears to  prevail  more  or  less;  and  from  this  place 
westward  and  southward  ...  to  within  a few 
miles  of  the  Cayuga-Lake  ...  .At  Geneva,  I 
could  not  find  that  any  instances  of  the  goitre 
have  been  observed.  A physician,  who  resides  in 
this  town,  knew  nothing  of  the  complaint . . . an 
Indian  . . . has  informed  me  that  he  has  seen 
several  cases  of  goitre  among  the  Seneca  and  other 
Indians  who  inhabit  the  rich  fiats  along  the  banks 
of  the  Jenisseia  river  ...  . There  are  some  cases 

of  goitre  among  the  Tuscaroras,  who  are  settled 
near  the  utmost  verge  of  New  York,  about  ten 
miles  from  the  Falls  of  Niagara. 

In  1807  John.son,*®  engaged  to  make  a 
survey  of  part  of  the  Genesee  Valley, 
wrote  to  his  employer:  “Some  peculiar 
property  exists  in  this  Valley  that  causes 
many  of  the  natives  to  have  swelled  throats.” 
In  1822  Dwight^®  published  his  Travels  in 
New  England  and  New  York,  based  on  his 
own  visit  in  1798,  on  that  of  Uriah  Tracy  in 
1800,  and  on  those  of  unnamed  others.  He 
wrote:  “That  the  disease  exists  from  Utica  to 
Buffalo  is,  I think,  certain ; probably  not  in 
every  township;  but  in  such  a manner  as  to 


indicate  that  it  is  incident  to  the  country  at 
large,  and  has  a foundation  in  its  nature  and 
circumstances.”  By  the  time  that  state- 
ment was  published,  the  prevalence  of  the 
disease  was  already  diminishing. 

John  W.  Francis  visited  the  region  in  1823. 
In  a letter  to  Hosack,®®  he  wrote : “However 

frequent  cases  of  goiter  may  formerly  have 
been  in  the  State  of  New  York,  the  fact  is 
certain  that  they  are  much  less  frequent  at 
the  present  time.  In  the  village  of  Utica, 
which  contains  between  four  and  five  thou- 
sand inhabitants,  not  a case  of  bronchocele 
could  be  pointed  out ..  . .” 

In  the  following  year  Coventry,®^  who  had 
lived  nearby  for  twenty-five  years  and  who 
had  seen  his  wife  and  daughters  develop 
goiters  shortly  after  their  arrival  (these 
goiters  had  disappeared  after  the  family  be- 
gan to  use  well  water),  and  who  later  was  the 
first  president  of  the  Medical  Society  of  the 
State  of  New  York,  wrote  of  Utica:  “If 
there  is  a single  case  of  goitre  among  the 
population  of  4,000  souls,  it  is  unknowm  to 
me.” 

The  disorder  continued  to  be  present  in 
the  Genesee  Valley.  Ludlow®®  wrote: 
“Goitre,  or  chronic  inflammation  of  the 
thyroid  gland,  is  a very  common  appearance 
...  . ” Here,  too,  it  disappeared.  In  1837 
O’Reilly,®®  after  quoting  Ludlow’s  state- 
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merit,  added  “now,  the  reverse.” 

Professional  Literature  {1837  to  1931) 

After  1837  there  followed  a long  period  of 
relative  silence  regarding  goiter  in  New  York 
State  and,  for  that  matter,  throughout  the 
United  States.  For  instance,  goiter  was  not 
mentioned  at  all  by  Pickard  and  Buley.^^ 

Ramsay^®  reported  on  the  causes  and  the 
number  of  deaths  in  New  York  City  in  each 
year  from  1851  to  1863.  He  listed  290 
causes,  many  with  as  few  as  0 to  5 or  even  0 
to  3 in  any  year  of  the  period,  but  no  form 
of  goiter  was  included. 

During  the  earlier  years  of  the  Civil  War 
the  recruitment  of  troops  was  in  charge  of 
the  states,  and  no  information  regarding  re- 
jections and  the  causes  therefor  seems  to  be 
available.  Thereafter  recruitment  was  the 
responsibility  of  the  Federal  government, 
and  statistics  were  compiled  and  pub- 
lished. In  Table  I,  I have  collected  some 
of  the  data  concerning  the  prevalence  of 
goiter  among  these  young  men.  For  1940 
to  1941  I have  used  the  data  for  “whites 
only”  because  the  numbers  of  Negroes  were 
negligible  in  the  earlier  periods  but  not 
in  1940  to  1944,  and  the  prevalence  of  goiter 
among  Negroes  was  less  than  among  white 
patients. 

It  is  quite  clear  that  there  were  few  goiters 
of  consequence  from  1863  to  1865,  that  there 
were  very  many  more  in  1917  to  1918,  and, 
then,  considerably  fewer  in  1940  to  1944. 
Curiously  enough,  in  1940  to  1944,  Richmond 
County  had  one  of  the  highest  rates  of  rejec- 
tion, 11  out  of  2,911  or  3.8  per  thousand, 
nearly  three  times  that  of  the  State  as  a 
whole. 

It  is  also  clear  that  most  of  the  increase 
from  1863  to  1865  and  from  1917  to  1918  was 
due  to  the  prevalence  of  exophthalmic  goiter, 
a condition  which  seems  to  have  been  un- 
known in  the  earlier  period.  It  is  also  appar- 
ent that  there  were  fewer  cases  of  goiter  in 
1940  to  1944  than  in  1917  to  1918. 

The  remainder  of  this  report  will  be  con- 
cerned with  a more  detailed  review  of  the 
changes  in  the  prevalence  and  character  of 


goiter  in  the  State,  with  particular  reference 
to  the  great  Central  Valley.  For  this  pur- 
pose, I examined  the  Transactions  of  the 
Medical  Society  of  the  State  of  New  York,  1807 
to  1905;  the  Transactions  of  the  Medical 
Association  of  Southern  Central  New  York, 
1848  to  1861 ; the  Transactions  of  the  Medical 
Association  of  Central  New  York,  1894  to 
1900;  the  Buffalo  Medical  Journal  and  its 
successors,  1846  to  1895;  th.e  Medical  Record, 
1866  to  1910;  the  New  Yokk  State  Jour- 
nal OF  Medicine,  1901  to  1934;  and  many 
pertinent  articles  in  other  journals. 

The  Transactions  of  the  Medical  Society  of 
the  State  of  New  York  began  to  publish  case 
reports  in  1819  and,  somewhat  later,  began 
to  publish  discussions  of  particular  diseases. 
Very  curiously,  there  was  no  record  of  any 
kind  of  goiter  until  1889,  when  Hopkins, 
of  Buffalo,  contributed  an  article  on  Base- 
dow’s disease.  In  1832  to  1833  a series  of 
medical  topographies  was  begun,  including 
one  of  Onondaga  County  in  1834  to  1835. 
There  was  no  mention  of  goiter.  However, 
in  1836  to  1837,  there  was  one  case  in  Tomp- 
kins County  recorded  by  William  Bro^vn, 
who  wrote:  “Goitre  is  the  only  endemic  dis- 
ease which  I have  always  found  on  the 
dividing  ridge  between  the  waters  of  the 
Atlantic  and  the  Lakes:  females  of  fourteen 
years  and  upward  are  generally  its  subjects.” 
He  also  wrote  a similar  report  on  Tioga 
County  in  which  he  did  not  mention  goiter. 
There  is  no  mention  of  goiter  in  the  reports 
of  the  diseases  of  Kings  County  in  1822; 
of  Saratoga  in  1823,  1847,  and  1859;  of 
Columbia  and  Madi.son  in  1834;  of  Onon- 
daga in  1834  and  1949;  of  Otsego  in  1848; 
of  Montgomery  and  Washington  in  1850; 
and  of  the  City  of  Binghamton  and  vicinity 
in  1840. 

In  1849  Hamilton’s^*'^^  operated  on  a man 
from  Danville  who  had  a large  goiter  that 
compressed  the  trachea.  Hastings  cut 
through  the  isthmus  to  the  trachea  without 
relieving  the  patient.  He  then  inserted 
a tracheal  cannula,  but  the  patient  died  in  a 
few  days.  The  trachea  was  compressed  so 
as  to  “scarcely  admit  an  ordinary  goose 
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quill.” 

Dwight,'’'*  of  Moscow,  New  York,  iu  1851, 
began  a report  entitled  On  the  Treatment  of 
Bronchocele  by  Compression  with  the  follow- 
ing: “Although  Goitre  is  by  no  means  com- 
mon, yet  it  is  not  so  rare  as  not  to  require 
attention.”  He  had  used  iodine  bnt  had 
found  that  his  patients  persisted  in  taking 
excessive  amounts,  with  the  consequent  ap- 
pearance of  dyspnea  and  tachycardia.  He 
tried  compression  with  bandages  in  20  pa- 
tients, with  good  results. 

A few  years  later  Woodward,  reporting 
on  the  epidemics  and  endemics  of  Chemung 
County,  wrote;  “In  regard  to  endemics, 
besides  ague  and  the  train  of  ills  resulting 
from  it,  I shall  only  mention  Bronchocele.  I 
have  treated  four  patients  during  the  past 
year  with  Lugol’s  Iodine  solution.  Two  of 
them  may  be  considered  as  cured.  Both 
of  the  other  patients  have  been  relieved, 
one  of  them  is  still  under  treatment.” 

In  1866  Greene®^  removed  a thyroid 
weighing  1 pound  and  9 ounces  from  a 
German  woman  in  Albany.  In  1871  he 
was  again  successful  in  a similar  operation 
on  a woman  in  Lockport.^®  Brinsmade,®*'-®® 
of  Troy,  prepared  a summary  of  all  the  cases 
treated  by  him  from  1837  to  1859.  In  the 
first  eleven  years  he  had  6 cases  of  “bron- 
chocele.” In  the  following  twelve  years 
he  had  a total  of  25,966  patients,  7 with 
“bronchocele.” 

In  1865  Smith,®®  of  Onondaga  County,  re- 
ported that  he  used  topical  applications  of 
a glycerol  solution  of  cadmium  iodide  with 
cinchonine  iodide,  internally,  in  the  treat- 
ment of  goiter.  A report  on  the  medical 
topography  of  Delaware  County  appeared  in 
1870.  The  author,  Waterbury,^®  stated: 
“Bronchocele  is  more  prevalent  here  than 
along  the  sea-shore,  and,  I believe,  in  fact, 
than  anywhere  else,  unless  it  be  on  primary 
rock  like  the  Alps.” 

Waterbury’s  knowledge  of  the  prevalence 
of  goiter  in  other  countries  was  very  faulty, 
for  it  is  inconceivable  that  goiter  was  as  com- 
mon in  Delaware  County  as  it  was,  at  that 
time,  in  northern  Argentina  or  in  southern 


Brazil  or,  for  that  matter,  in  parts  of 
England.  However,  it  is  interesting  to  find 
a report  from  Bellevue  Hospital,  New  York 
City,  in  1876,^^  describing  a twenty-eight- 
year-old  man  from  Delaware  County  with  an 
“enormous  goiter.”  The  goiter  was  to  be 
treated  with  injections  of  alcohol,  with  what, 
n^sult  we  do  not  know. 

Two  years  later  Palmer^'®  of  Lockport, 
reported  2 cases  of  goiter  treated  successfully 
with  injections  of  ergot,  and  Miner^®  of 
Buffalo  reported  3 successful  thyroidec- 
tomies. 

The  first  editorial  notice  of  goiter  that  I 
have  found  in  any  of  these  journals  was  in 
the  Medical  Record  of  November  29,  1884, 
from  which  I quote:  “Although  goitre  is  by 
no  means  a frequent  malady  in  our  country, 
there  is,  nevertheless,  among  the  foreign- 
born  population  enough  of  it  to  keep  alive  a 
certain  interest  in  the  disease.” 

This  brought  a letter  from  Parker in 
which  he  wrote:  “The  disease  is,  as  you  re- 
marked, becoming  more  common  in  this 
country.  I think  that  in  the  counties  along 
our  great  lakes  the  largest  proportion  of 
cases  will  be  found,  without  regard  to  foreign 
influence.”  This  letter  is  noteworthy  for  two 
reasons:  (1)  The  editorial  made  no  clear 
statement  that  the  disease  was  becoming 
more  frequent,  and  (2)  this  appears  to  be  the 
first  published  recognition  of  the  frequency  of 
goiter  along  the  Great  Lakes. 

I do  not  know  what  Parker’s  authorities 
for  either  of  these  statements  may  have 
been.  According  to  Watson,'*®  Parker  was 
Assistant  Surgeon  in  the  U.S.  Indian  Service, 
1879  to  1880,  and  Acting  Assistant  Surgeon 
in  the  U.S.  Army,  Department  of  Missouri, 
1882  to  1884.  There  is  no  information  as 
to  where  he  was  stationed. 

In  1886  Phelps'*®’**'  read  a report  on 
thyroidectomy  before  the  Buffalo  Medical 
and  Surgical  Association,  giving  an  account 
of  a .successful  thyroidectomy  performed 
three  years  earlier.  In  the  discussion  Dr. 
Park  reported  on  2 patients  recently  operated 
on  by  him  at  the  Buffalo  General  Hospital.*® 
One  died  on  the  table,  and  the  other  one 
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died  the  next  day.  In  the  same  year 
Bailey,""*  of  Albion,  read  a report  on  Graves’ 
disease.  He  had  only  1 patient,  a female, 
whom  he  treated  with  a variety  of  medicines. 
She  recovered  and  was  “doing  work  at 
home  for  seven.”  This  seems  to  have  been 
the  first  published  recognition  of  the  condi- 
tion in  the  State,  north  of  New  York  City.* 
However,  there  had  been  several  cases. 
I quote  from  Bailey’s^*  report : 

Dr.  Ely,  of  Rochester,  having  reeently  inquired 
whether  it  might  be  merely  accidental  that  the 
most  severe  cases  he  or  his  father  had  seen  during 
the  last  twenty  years  were  from  this,  Orleans 
County,  the  writer  has  taken  occasion  to  com- 
municate with  those  physicians  longest  in  practice 
here,  in  regard  to  their  experience.  They  recall 
eleven  or  twelve  cases,  hut  there  have  doubtless 
been  more.  One  dates  back  nearly  twenty  years. 
Several  physicians  have  never  treated  any.  Of  the 
number  referred  to,  all  have  been  quite  marked; 
most  have  been  severe,  and  at  least  three  have 
died,  one  within  a few  months.  One  proved  nearly 
fatal.  The  goitre  was  large,  the  pulse  averaged 
140,  and  the  proptosis  was  so  severe  as  to  cause 
bursting  of  one  of  the  balls.  Dr.  Rider  enucleated 
both  globes.  This  operation  resulted  in  perfect 
restoration  to  health,  an  increase  of  thirty  or 
forty  pounds  in  weight,  and  complete  relief  from 
all  symptoms  of  the  disease  which  were  seriously 
threatening  her  life.  A permanent  enlargement 
of  one  gland  remains  which  causes  no  incon- 
venience. It  is  hardly  possible  that  there  could 
have  been  real  structural  lesion  here.  Two  cases 
of  the  above  were  significant  in  the  fact  that  both, 
after  suffering  long,  removed  from  the  county,  and 
began,  almost  immediately  to  improve,  finally  re- 
covering without  medical  aid.  One,  a very  marked 
case,  related  to  me  by  Dr.  T.  R.  Bamber,  of 
Carlton,  was  under  treatment  of  various  kinds  at 
least  six  years.  Two  or  three  years  after  moving 
away,  she  was  well.  She  declares  it  to  be  due  to 
“change  of  location.”  The  other,  a young  lady 
seen  by  Dr.  John  Taylor,  of  Holley,  was  gradually 
growing  worse:  but,  after  quitting  the  county,  in 


* In  1860  there  was  a case  reported  of  exophthalmia 
in  a Negro  woman  who  had  lost  both  eyes  as  a result. 
The  patient  was  described  as  having  “ . . a bronchocele 
of  small  size,  which  made  its  appearance  about  the 
time  the  eyeballs  began  to  protrude.”  She  had  never 
been  afflicted  with  palpitation,  however,  and  had  never 
had  the  symptoms  of  anemia.  This  may  have  been  a 
case  of  a typical  exophthalmic  goiter. 


a short  time  apparently  recovered,  and  is  now 

married.  She  was  under  no  treatment  here. 

In  the  same  year  Peterson,  First  Assistant 
Physician  at  the  Hudson  River  State 
Hospital  at  Poughkeepsie,  also  reported  a 
case  of  exophthalmic  goiter.^"  He  did  not 
state  whi'i't'  the  patient  li\ed.  d’oward  the 
end  of  1888  Hopkins,^®'^"  of  Buffalo,  read  his 
report  on  Basedow’s  disease  before  the 
Buffalo  Medical  and  Surgical  Association. 
Apparently,  he  had  seen  several  cases  o\-er 
an  extended  period.  In  October,  1890, 
Ferguson®” of  Troy,  stated  that  e.xoph- 
thalmic  goiter  “was  not  a common  disease, 
and  yet  it  was  not  so  rare  as  to  render  it  a 
curiosity.” 

There  were  three  editorials  on  goiter  in 
the  Medical  Record  of  1892.®-  The  third 
stated,  “Fortunately,  goiter  is  not  very 
common  in  the  United  States.”  The  same 
opinion  was  expressed  by  Keen.®®  Single 
cases  of  exophthalmic  goiter  were  reported 
by  Safford  (Newburgh),®^  by  Dawbarn 
(patient  from  Newburgh),®®  and  by  Thomp- 
son (Oswego).®®  In  1900 Higgins®^ (Cortland) 
read  a report  on  exophthalmic  goiter  but 
made  no  mention  of  personal  experience. 

In  1902,  Scully®®  (Rome)  stated  of  goiter: 
“During  the  past  17  years,  I have  treated 
about  83  cases,  not  a large  number  to  draw 
conclusions  from  to  be  sure,  but  quite  a num- 
ber to  have  seen  and  treated  in  a territory 
where  it  is  claimed  goiter  is  not  very  prev- 
alent, viz.  central  New  York  state.” 

Pease®®  (Norwood)  modified  the  then 
popular  treatment  of  goiters  with  an  electric 
current  by  also  injecting  adrenalin.  In  1907 
Tinker®”  (Ithaca)  began  his  report  with  the 
statement:  “The  relatively  infrequent  occur- 
rence of  thyroid  tumors  in  most  parts  of  the 
country  accounts  in  part,  no  doubt,  for  the 
tardy  acceptance  of  operative  treatment.” 

By  that  time  considerable  interest  in  goiter 
had  developed  in  Buffalo.  In  1895  Kraus®* 
read  a report  on  exophthalmic  goiter.  A few 
years  later  Cleme.sha®®  reported  a case  of 
myxedema,  improved  by  treatment  with 
thyroid.  In  1902  Wood®®  of  Chicago,  was 
invited  to  read  a report  on  exophthalmic 
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goiter  before  the  Buffalo  Academy  of 
Medicine. 

Only  two  years  after  Tinker®®  had  written 
of  “The  relatively  infrequent  occurrence 
of  thyroid  tumors,”  Cottis,®^  of  Batavia, 
declared:  “Thyroidism  is  a common  disease. 
It  is  often  wrongly  diagnosticated  as 
neurasthenia,  hysteria,  heart  disease,  and 
pulmonary  tuberculosis.” 

By  that  time  Tinker®®  had  no  trouble  in 
finding  in  his  files  the  names  of  100  patients 
with  hyperthyroidism  “most  of  whom  live 
not  far  from  Ithaca.”  In  approximately 
ten  years,  1902  to  1913,  Bealby,®®  of  Albany, 
had  performed  309  operations  for  goiter, 
83  of  them  exophthalmic.  By  1931  he 
could  write  of  a series  of  1,G00  cases. ®^  In 
1931  Raffl,®®  of  Syraciise,  reported  on  200 
cases  of  hyperthyroidism  and  toxic  adenoma. 

It  would  seem  that  there  has  been,  in  the 
hundred  years  from  1832  to  1931,  a great 
increase  in  the  number  of  goiters,  an  ex- 
tension of  the  territory  in  which  they  oc- 
curred, and  a shift  from  simple  goiter  to 
exophthalmic  goiter  and  other  thyrotoxi- 
coses. 

Lay  Publications 

The  slight  regard  given  to  goiter  over  a 
long  period  is  shown  not  only  by  the  pro- 
fessional literature  but  also  by  books  and 
journals  written  by  local  people  for  the  laity 
and  by  new'spaper  advertisements  which  are 
legion.  Many  of  the  newspaper  advertise- 
ments, whether  of  nostrums  or  by  resident 
or  travelling  “quacks,”  seem  to  have  claimed 
cures  of  all  diseases  that  the  advertisers  could 
name. 

Among  the  nostrums  extracts  of  sarsa- 
parilla, most  of  which  contained  potassium 
iodide,  had  a prominent  place.  Some  of 
these,  as  was  true  of  other  proprietary  prep- 
arations, had  a national  distribution  and 
their  advertisements  were  uniform  through- 
out the  country.  Therefore,  the  inclusion 
or  the  omission  of  goiter  has  little  significance 
as  indicating  the  presence  or  absence  of 
goiter  in  any  given  locality.  Claims  made 
for  preparations  made  locally  for  the  treat- 


ment of  goiter  are  important  and  indicate  the 
presence  of  the  disorder.  Correspondingly, 
the  absence  of  goiter  from  the  myriad  condi- 
tions for  which  cures  were  claimed  by  local 
people  must  be  regarded  as  evidence  that 
goiters  were  not  known  or,  if  present  at  all, 
were  not  troublesome. 

Obviously,  it  was  quite  impossible  to  ex-  | 
amine  complete  files  of  many  newspapers.  { 
All  that  could  be  accomplished  was  to 
sample  many  files  at  random  and  to  trace 
the  more  interesting  items  through  months 
and  years. 

Utica. — ^Advertisements  of  local  and  trav- 
eling quacks  were  first  noted  in  the  Daily  \ 
Gazette  of  November  1,  1849,  and  these  were  : 
found  to  the  latest  date  examined  {Morning 
Herald  and  Daily  Gazette,  September  21, 
1881).  Advertisements  of  nostrums  were 
found  even  earlier  (February,  1842).  None 
of  these  advertisements,  not  even  those  for 
Rock’s  Iodine  Liniment  (May  1,  1847,  and 
October  27, 1847)  mentioned  goiter. 

Syracuse. — Copies  of  several  newspapers 
published  from  1829  to  1885  included  only 
two  mentions  of  goiter,  other  than  those  in 
the  advertisements  of  J.  P.  Bryant  in  1879  ! 

and  1880.  One  of  the  two  exceptions  was  in 
a testimonial,  dated  IMarch  12,  1855,  in  an 
advertisement  for  Scovill’s  Blood  and  Liver 
Syrup.  Both  the  testimonial  and  the  medi- 
cine came  from  Cincinnati  {Central  City 
Daily  American,  February  14,  1860).  Later 
that  year  {Daily  Courier,  October  29), 
Ayer’s  Sarsaparilla  (Lowell,  Massachusetts) 
was  advertised  as  a cure  for  “bronchocele, 
goitre,  or  swelled  neck,”  with  a testimonial  ^ 
from  Prospect,  Texas.  Later  advertise-  ' 
ments,  over  many  years,  for  either  of  these 
preparations  did  not  mention  goiter. 

Rochester. — Because  of  the  later  prev- 
alence of  goiter  and  the  claims  made  for  the 
effect  of  the  iodinization  of  the  water,  more 
attention  was  given  to  the  newspapers  of  this 
city.  The  earliest  one  examined  was  the 
Daily  Advertiser  of  January  1,  1831.  For 
many  months  this  journal  contained  the  ad- 
vertisements of  two  rival  contenders  for  the 
“Genuine  Welsh  Medicamentarium,”  made 
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in  Utica  and  recommended  for  some  twenty- 
one  different  conditions,  but  not  including 
goiter.  Beginning  January  14,  1832,  Dr. 
Marshall’s  Ambrosion,  also  made  in  Utica, 
was  extolled  for  the  treatment  of  28  dis- 
orders, but  not  for  goiter.  Similar  claims 
were  made  for  Vaughn’s  Lithontropic  Mix- 
ture, made  in  Buffalo,  on  many  occasions  in 
1844  through  1849. 

In  the  Daily  Union,  of  May  2,  1855,  R.  J. 
Lyons,  a resident,  who  also  traveled  from 
Buffalo  to  Geneva  {Daily  American,  July 
3,  1857),  claimed  to  cure  a long  list  of 
diseases  without  mentioning  goiter.  The 
large  number  of  other  advertisers  also  did 
not  mention  goiter  until  on  March  11,  1861, 
the  advertisement  for  Ayer’s  Sarsaparilla 
(Lowell,  Massachusetts)  previously  seen  in 
the  Syracuse  Daily  Courier  of  October  29, 
1860,  appeared  in  the  Rochester  Daily  Union. 

About  two  years  later,  an  unidentified 
“electropathic  and  eclectic  physician,”  of 
Buffalo,  included  “swelled  necks”  in  a long 
list  of  diseases  that  he  professed  to  cure  {Daily 
Union  and  Advertiser,  May  11,  1863).  On 
June  21,  1863,  Constitution  Life  Syrup, 
made  in  New  York  City,  was  advertised  as 
containing  iodide  of  potassium  and  was 
recommended  for  many  disorders,  including 
goiter,  advocating  that:  “The  disease  known 
as  Goitre,  or  Swelled  Neck,  the  Life  Syrup 
will  remove  entirely.  The  remedy  should  be 
taken  for  some  time,  as  the  disease  is  exceed- 
ingly chronic  and  stubborn  and  will  not  be 
removed  without  extra  effort.” 

Many  other  quacks  and  manufacturers 
did  not  consider  goiter  important.  Even 
the  makers  of  Iodine  Water  in  New  York 
City  (December  23,  1863,  and  February  12, 
1864),  of  Giles  Liniment  Iodide  of  Ammonia 
(April  20,  1874),  or  of  Blancard’s  Pills 
Iodide  of  Iron,  (September  1,  1890),  all  of 
which  appeared  in  the  Daily  Union  and 
Advertiser,  did  not  mention  goiter;  nor  did 
other  local  quacks,  such  as  the  Rochester 
Medical  Dispensary,  July  1,  1863;  Schotte 
and  Wilson,  June  22,  1870;  E.  L.  Lyon, 
June  24,  1870;  Dr.  Utley,  July  27,  1874; 
Dr.  and  Mrs.  Bardeen,  April  20,  1875;  and 


Dr.  Walker,  March  7,  1900. 

Probably  the  most  persistent  advertisers 
of  this  period  and  in  this  district  were 
Russell  J.  White  and  J.  P.  Bryant.  The  first 
of  White’s  advertisements  that  I have  found 
was  in  the  Utica  Gazette  of  January  21,  1851. 
At  that  time  or  shortly  thereafter  his  head- 
quarters were  at  Troy,  and  he  traveled  west 
to  Syracuse  and  north  to  Watertown  and 
Gouvemeur.  At  that  time  White  made  no 
blatant  claims.  Later  he  moved  to  Buffalo 
and  traveled  east  to  Utica  and  south  as  far  as 
Binghamton  {Syracuse  Daily  Courier,  May 
18,  1870).  The  latest  advertisement  found 
was  in  the  Syracuse  Daily  Courier  of  June  20, 
1883.  I have  not  found  goiter  mentioned  in 
any  of  his  advertisements  which  listed  some 
24  to  28  conditions. 

When  he  first  appeared  on  the  local  scene, 
J.  P.  Bryant  lived  in  Brooklyn  and  an- 
nounced that  he  traveled  from  there  to 
Buffalo  {Rochester  Union  and  Advertiser, 
February  10,  1864).  At  that  time,  he 
claimed  that  he  had,  in  two  years,  given  12,- 
000  treatments  for  20  different  conditions. 
He  did  not  mention  goiter  until  December  1, 
1879  {Syracuse  Daily  Courier),  then  he  dis- 
played two  pictures  of  women  with  goiters 
which  he  claimed  had  been  removed  by  his 
treatment.  He  continued  to  use  these  pic- 
tures through  January  13,  1880;  but,  later, 
November  17  to  28,  1880  he  used  only  one. 
He  died  on  June  17,  1881. 

Turning  to  other  local  publications  de- 
signed for  the  laity,  we  find  that  in  1827 
Sedgwick®®  published  a small  volume  on 
popular,  or  domestic,  medicine.  The  index 
listed  49  conditions,  but  goiter  was  not 
among  them.  Twelve  numbers  of  the 
Rochester  Medical  Truth  Teller  and  the 
Monthly  Family  Journal  of  Health  appeared 
in  1844  and  1845.  There  was  no  mention  of 
goiter. 

In  1872  Jackson™  wrote:  “Bronchoccle 

. . . The  places  where  it  is  said  to  bo  more 
prevalent  than  in  others  are  the  valleys  of 
Switzerland  and  the  Tyrol,  though  in  Derby- 
shire, England,  it  is  very  prevalent.  In  these 
districts  of  country  writers  affirm  women 


December  1,  1961 


4025 


I SI  DOR  GREEN  WALD 


TABLE  II. — Permissions  to  Work  Granted  and  Numbers  of  Goiters  Found 


Year 

J.  LU  A'liL/id  LUl 

(Male  and  Female) 
Total  Goiters 

Per  cent 

(Male  and  Female) 
Total  Goiters  Per  cent 

(Female  Only) 

Total  Goiters  Per  cent 

1914 

1,429 

62 

4.3 

2,900 

73 

2.5 

1,010 

67 

6.6 

1915 

1,666 

108 

0.5 

2,986 

140 

4.7 

1,062 

129 

12.1 

1916 

2,195 

219 

10.0 

3,642 

77 

2.1 

1,184 

69 

5.8 

1917 

1,623 

51 

3.1 

2,768 

48 

1.7 

1,170 

46 

3.9 

1918 

2,460 

32 

1.3 

3,211 

64 

2.0 

1,218 

62 

5.1 

1919 

3,152 

35 

1.1 

1,361 

35 

2.6 

1920 

4,363 

49 

1.1 

1,892 

47 

2.5 

1921 

2,144 

42 

2.0 

816 

39 

4.8 

have  the  disease  more  than  men.  Few 
children  even  in  these  districts  have  it. 
It  only  appears  in  persons  who  have  arrived 
at  puberty.”  Jackson  then  proceeded  to 
describe  his  successful  treatment  of  1 case 
in  a man  and  went  on  to  say  “but  which  was 
no  more  successfully  treated  than  a dozen 
other  cases,  though,  perhaps,  none  of  them 
were  as  bad  as  this.” 

A few  years  later  Mansperger^^  published 
her  Book  of  Hygiene.  I found  no  mention  of 
goiter,  but  of  iodine  she  wrote:  “It  furnishes 
a very  important  remedy  in  medicine  for 
head  and  other  gland  diseases,  when  it  is  ad- 
ministered both  internally  and  externally. 
The  greatest  caution  should  be  observed  in 
its  use,  and  it  should  never  be  administered 
except  by  the  advice  of  a physician.”  Had 
Mansperger,  as  Dwight,^®  seen  cases  of  jod- 
basedow  developing  in  patients  with  goiters 
treated  with  iodine? 

The  evidence  from  all  these  sources  seems 
to  indicate  clearly  that  goiter  although  prob- 
ably present,  was  rather  uncommon  from 
1837  to  1850  or  1860  and  that  it  then 
gradually  became  more  prevalent.  At  the 
same  time  hyperthyroidism  began  to  be 
noted,  at  first,  apparently,  only  after  the 
treatment  of  a simple  goiter  with  iodine; 
later,  spontaneously  and  with  increasing  fre- 
quency. 

Iodized  Salt  and  Iodized  Water 

The  experience  in  Rochester  with  the  io- 
dinization  of  the  drinking  water  has  been 
quoted  frequently  as  proving  the  beneficial 
effects  of  small  quantities  of  iodine.  That 
there  was  a diminution  in  the  prevalence 


of  goiter  after  the  iodinization  need  not  be 
questioned.  However,  no  one  seems  to  have 
troubled  to  ask  if  this  change  might  not 
have  been  only  the  continuation  of  a de- 
crease that  had  been  in  progress  before 
iodine  was  added  to  the  water. 

The  medical  inspectors  of  schools  had 
reported  small  numbers  of  goiters  in  1920 
and  the  first  half  of  1921.  Thereafter, 
they  made  no  report  of  goiters  until  April, 
1923,  coincidentally  with  the  addition  of 
iodine  to  the  water.  Unquestionably,  there 
were  goiters  in  the  latter  part  of  1921, 
in  1922,  and  early  in  1923.  They  were 
not  reported. 

While  the  data  published  in  the  Monthly 
Reports’^  are  not  in  perfect  agreement  with 
those  in  the  Annual  Reports’’^  and  neither 
are  quite  consistent  with  some  general 
statements  in  both,  there  was  an  unques- 
tioned decrease  in  the  prevalence  of  goiter 
among  the  school  children  after  1923.  It  is 
worth  noting  that  the  greater  part  of  this 
change  took  place  within  the  first  year, 
from  6.2  per  cent  in  1923  to  3.7  per  cent  in 
1934.^2  The  change  remained  at  3.5  per 
cent  in  1925  and  1926,  fell  to  3 per  cent  in 
1927,  then  to  about  1 per  cent  from  1931 
to  1935,  and  then  gradually  faded  out  to 
none  in  1945. 

What  had  happened  before  1923?  In 
Table  II,  I have  collected  data  taken  from 
the  Annual  Reports  of  the  Bureau  of  Health 
of  RochesteA^  and  from  the  Annual  Reports  of 
the  Department  of  Health  of  Buffalo.’’^  These 
reports  are  for  successful  applicants  for 
permission  to  work,  at  an  average  age  of 
fourteen  years,  in  Rochester  and,  pre- 
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sumably,  the  same  in  Buffalo. 

It  is  obvious  that  there  had  been  a marked 
increase,  reaching  a maximum  in  Buffalo 
in  1915  and  in  Rochester  in  1916.  In  both 
places  there  was  a precipitous  fall  which  was 
much  more  marked  in  Rochester  than  in 
Buffalo.  In  the  latter  city  there  was  a 
subsequent  increase  for  the  low  values  of 
1919  and  1920  to  nearly  double  these  in  1921. 
Unfortunately,  similar  data  for  subsequent 
years  are  not  available;  for  Rochester  no 
data  are  available  after  1918. 

The  significance  attached  to  the  di- 
minished prevalence  of  goiter  after  1923  is 
open  to  very  serious  question.  The  iodin- 
ization  of  water  may  have  coincided  with  a 
period  of  spontaneously  lowered  prevalence 
such  as  occurred  throughout  the  Central 
Valley  in  the  1820’s  and  1830’s,  in  Rochester 
between  1916  and  1918,  and  in  Buffalo  from 
1915  to  1919  and  1920. 

Summary 

It  has  been  reported  that  goiter  was  not 
known  among  the  Indians  in  Central  New 
York  until  after  1750.  By  1790  it  was  com- 
mon among  the  Senecas  and  the  Oneidas  and 
by  1800  among  the  white  settlers  as  well. 
Cases  of  goiter  disappeared  in  some  localities 
by  1820  and  in  others  somewhat  later. 
Isolated  cases  seem  to  have  persisted  in  a few 
places. 

In  1863  to  1864  v(uy  few  recruits  were  re- 
,i<'c(('d  because'  of  goiter.  Th(>  pr<'\'alenc('  of 
goiter  gradually  increased,  and  exophthalmic 
goiter  made  its  appearance.  The  great  in- 
crease in  the  proportion  of  men  rejected  in 
1918  as  compared  with  1863  to  1864  was  due 
almost  entirely  to  exophthalmic  goiter. 

The  prevalence  of  goiter  among  applicants 
for  permission  to  work  (aged  fourteen  years) 
reached  a maximum  in  Buffalo  in  1915  and 
in  Rochester  in  1916.  The  decreased  prev- 
alence of  goiter  among  school  children  in 
general  that  followed  the  iodinization  of  the 
drinking  water  in  Rochester  may  have  been 
merely  coincidental  with  another  spontaneous 
diminution  such  as  had  occurred  in  the 
1 830’s  and  again  in  1917  and  1918. 


It  is  believed  that  the  history  of  goiter  in 
the  State  of  NeAV  York,  as  in  many  other 
places, does  not  indicate  that  endemic 
goiter  is  due  to  a deficiency  but  rather  to 
an  infection  with  an  unknown  agent. 
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Clinical  Experience  wilh  Griseofulvin 

MAURICE  A.  BELSON,  M.D.,  AND  HAROLD  V.  GLICK,  M.D.,  NEW  YORK  CITY 
{From  the  Dermatology  Group,  Medical  Unit,  New  York  Regional  Office,  Veterans  Administration) 


This  report  is  a brief  summary  of  one 
year’s  clinical  experience  with  griseo- 
fulvin* * in  the  treatment  of  chronic,  super- 
ficial fungus  infections.  It  was  our  desire 
to  try  to  ascertain  the  optimum  minimal 
dosage  necessary  to  control,  improve,  or 
cure  chronic,  superficial  fungus  infections. 

Between  August,  1959,  and  October,  1960, 
73  male  veterans  between  the  ages  of  twenty- 
eight  and  sixty-two  years  were  treated  at 
the  New  York  Regional  Office  of  the  Vet- 
erans Administration  for  superficial  fungus 
infections  of  the  trunk,  hands,  feet,  finger- 
nails, and  toenails  for  periods  ranging  be- 
tween three  months  and  one  year.  Twenty- 
eight  patients  were  treated  for  periods  of 
from  three  to  six  months,  12  from  seven  to 
nine  months,  and  33  for  between  nine  months 
and  one  year.  All  patients  were  treated  on 
an  ambulatory  status. 

The  clinical  picture  of  the  treated  cases 
was  the  usual  one  of  fissurmg,  vesiculation, 
or  scaling  of  palms,  soles,  and  toes;  margin- 
ated  scaly  areas  on  trunk;  and  thickened,  dis- 
colored, deformed,  partially  destroyed  finger- 
nails or  toenails. 

In  70  out  of  73  patients,  the  diagnosis  was 
established  by  repeated  positive  cultures 
on  Sabourand’s  dextrose  media  and  in  the 
remaining  3 cases  by  positive  mycelia  from 
scrapings  in  potassium  hydroxide.  Positive 
mycologic  findings  changed  to  negative  and 
vice  versa  several  times  in  most  cases  during 
the  observation  periods.  Out  of  the  70 
cases  with  positive  cultures,  31  had  Trichoph- 
yton rubrum  infection,  11  Trichophy- 
ton mentagrophytes  (gypseum),  1 Epider- 


Tlie  opinions  contained  in  this  report  are  those  of  the 
authors  and  do  not  necessarily  reflect  the  opinion  of  the 
Veterans  Administration. 

* Griseofulvin  (Fulvicin)  was  supplied  through  the 
courtesy  of  G.  Kenneth  Hawkins,  M.D.,  Schering 
Corporation,  Bloomfield,  New  Jersey. 


mophyton,  and  27  had  mixed  infections. 

The  following  were  the  mixed-type  m- 
fections:  14  patients  had  T.  rubrum  and 
T.  mentagrophytes;  4 had  T.  rubrum  plus  T. 
mentagrophytes  and  Candida  albicans;  4 
with  T.  rubrum  and  C.  albicans;  3 with 
T.  rubrum  and  T.  versicolor;  and  1 had  T. 
rubrum,  T.  mentagrophytes,  and  T.  versi- 
color. 

None  of  the  patients  had  Microsporum 
mfections.  No  monilial  onychomycosis  was 
included  in  this  study.  All  cases  were 
followed  throughout  the  study  by  repeated 
cultures. 

Some  patients  exhibited  two  or  three 
varieties  of  fungi  on  different  parts  of  the 
body.  Others  exhibited  two  varieties  from 
the  same  areas  on  separate  examinations. 

Duration 

All  infections  were  of  a chronic  nature. 
Fifteen  patients  had  the  infection  for  from 
four  to  ten  years,  32  patients  from  eleven 
to  fifteen  years,  and  26  patients  for  from 
sixteen  to  nineteen  years. 

Dosage 

Varying  dosage  schedules  were  experi- 
mented with,  but  the  majority  of  the  patients 
were  given  four  250-mg.  tablets  of  griseo- 
fulvin daily  (total  1 Gm.  daily)  for  two 
weeks,  then  a maintenance  dose  of  one,  two, 
or  three  250-mg.  tablets  daily,  depending 
on  the  clinical  response  and  taking  into  con- 
sideration the  side-effects  encountered.  Of 
the  73  patients  observed,  16  used  griseofulvin 
tablets  orally  and  no  local  therapy;  57 
patients  were  on  combined  oral  and  local 
therapy. 

The  local  therapy  consisted  of  griseofulvin 
ointment  4 per  cent,  midecylenic  acid  oint- 
ment, Whitfield’s  ointment,  and  glyceryl 
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triacetate. 

When  local  medications  were  used,  con- 
trol sites  were  established,  using  bland  bases 
to  compare  treatment  sites. 

Laboratory  Work 

Blood  counts  were  performed  and  followed 
on  58  of  the  73  patients.  Neutropenia  de- 
veloped on  several  occasions  in  only  1 patient, 
who  was  treated  and  observed  between 
August,  1959,  and  July,  1960.  The  treat- 
ment was  discontinued  July,  1960,  because 
of  the  repeated  neutropenia. 

Side-Effects 

The  following  side-effects  were  noted  by 
the  patients:  constipation,  nausea,  vomit- 
ing, queer  taste  in  the  mouth,  tired  feeling, 
jittery  feeling,  dizziness,  drowsiness,  in- 
somnia, diminished  sexual  desire,  and  head- 
aches. 

Twenty-one  of  the  73  patients  observ^ed 
discontinued  the  griseofulvin  for  the  follow- 
ing reasons:  “no  progress,”  8;  severe  head- 
aches, 2;  gastrointestinal  upsets,  5;  re- 
current urticaria,  3;  severe  constipation,  1; 
recurrent  neutropenia  1 ; and  nausea,  vomit- 
ing, and  headache,  1. 

Evaluation 

The  clinical  evaluation  was  based  on  the 
cessation  of  itching,  the  disappearance  of 
exfoliation,  and  the  vesiculation  of  skin 
and  on  the  resumption  of  normal  color, 
shape,  thickness,  or  translucency  of  the 
nails. 

The  term  “improved,”  as  used  later  in  this 
paper,  refers  to  the  diminution  or  disap- 
pearance of  itching,  scaling,  or  vesiculation 
of  skin. 

In  the  case  of  nail  involvement  it 
refers  to  the  clearing  of  one  or  several  nails, 
but  not  all  the  nails;  to  partial  regrowth  of 
previously  stunted  nails;  and  to  the  diminu- 
tion of  tenderness  at  the  tips  of  fingers  that 
is  as.sociated  with  onychomycosis. 

Cure  refers  to  no  recurrence  of  the  previous 
condition  after  an  initial  complete  clearing 
during  the  period  of  observation. 


Clinical  Findings 

Twenty-six  patients  had  onychomycosis 
of  the  fingernails  associated  with  tinea  of  the 
glabrous  skin.  Twenty-four  or  90  per  cent 
showed  definite  clinical  improvement  after 
from  four  to  eight  months  of  therapy.  The 
nails  assumed  a normal  color,  translucency, 
and  thickness;  the  glabrous  skin  lost  the 
scaliness.  Not  all  the  nails  in  each  patient 
became  normal,  but  the  improvement  was 
sufficient  to  warrant  the  use  of  griseofulvin 
on  a maintenance  basis.  Clipping  of  the 
affected  nails  with  a nail  clipper  or  a hand 
drill  proved  helpful. 

Fifty-six  patients  had  onychomycosis 
of  the  toenails.  Twenty-one  or  40  per  cent 
of  the  patients  showed  some  improvement 
after  from  six  to  twelve  months  of  therapy, 
but  the  response  to  griseofulvin  therapy  was 
not  as  favorable  as  in  fingernail  cases.  Only 
a few  toenails  assumed  normal  color,  thick- 
ness, and  translucency.  Generally,  the  rel- 
atively poor  response  and  long  duration  of 
treatment  does  not  warrant  the  use  of  griseo- 
fulvin where  toenails  alone  are  affected. 

Scaling,  itching,  maceration,  and  erythema 
of  hands  and  feet  improved  in  40  of  48  cases. 
In  some  cases  dramatic  improvement  was 
seen  within  one  or  two  months;  in  others 
improvement  was  slower. 

There  were  cases  in  which  once  improve- 
ment had  started  with  griseofulvin  therapy 
it  continued,  even  when  the  therapy  was 
discontinued  temporarily  for  weeks  or 
months;  in  other  cases  a temporary  cessa- 
tion of  griseofulvin  therapy  was  followed  by 
an  early  recurrence  of  symptoms. 

It  is  generally  considered  that  1 Gm.  of 
griseofulvin  daily  is  the  optimum  dose. 
After  the  initial  dosage  of  1 Gm.  daily  for 
a month,  lowering  the  daily  dose  to 
or  even  ’/2  Gm.  is  frecjuently  sufficient  as  a 
maintenance  dose.  Where  improvement  is 
not  maintained  with  the  .smaller  do.ses, 
an  increase  of  the  do.se  to  1 Gm.  daily  is 
desirable,  provided  there  are  no  side-effects 
from  the  larger  dose,  ^^'e  have  found  that 
because  of  the  side-effects  some  patients 
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have  to  limit  the  griseofulviii  dose  to  V4 
or  V2  Gm.  daily. 

The  combination  of  local  medication  and 
oral  griseofulvin  is  preferable  to  griseofulvin 
alone  where  hands,  feet,  or  trunk  are  in- 
volved. Where  nails  alone  are  involved 
local  medication  is  not  necessary  when 
griseofulvin  is  used  orally. 

Summary 

Griseofulvin  has  proved  a useful  oral 
fungistatic  agent  in  the  improvement  of 


clinical  lesions  especially  those  of  fingernails 
and  glabrous  skin  lesions.  Therapy  with 
griseofulvin  has  been  accepted  readily  by 
most  patients.  The  duration  of  treatment 
at  present  is  considered  indefinite.  Each 
individual  case  varies  greatly  in  its  response 
to  treatment.  To  maintain  improvement 
repeated  courses  of  treatments  may  be  indi- 
cated in  some  cases. 

Acknowledgment. — The  mycology  studies  were 
done  by  Lillian  Alberts  of  the  New  York  Regional 
Office,  Veterans  Administration. 
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The  Merit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
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If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
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Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 
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Alfred  A.  Angrist,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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Acute  Appendicitis  in  the  Obstetric  Patient 

JOHN  W.  SCHELPERT,  III,  M.D.,  BRONXVILLE,  NEW  YORK 
{From  the  Department  of  Obstetrics  and  Gynecology,  Hartford  Hospital,  Hartford,  Connecticut) 


A CUTE  appendicitis  in  the  obstetric  pa- 
-^^tient  is  a dangerous  and  complex  disease. 
It  can  present  a serious  complication  to  the 
pregnant  woman.  It  can  present  an  over- 
whelming complication  to  the  fetus.  It 
invariably  presents  a most  baffling  problem 
to  the  obstetrician. 

The  purpose  of  this  paper  is  to  review 
and  report  the  incidence  of  this  condition 
during  a ten-year  period  at  Hartford 
Hospital  and  to  present  a discussion  of  the 
clinical  and  pathologic  aspects  of  this  disease 
as  it  affects  the  obstetric  patient. 

For  the  purposes  of  this  study  only  cases 
bearing  a pathologic  diagnosis  of  acute 
appendicitis  have  been  reported.  Cases  of 
periappendicitis  secondary  to  other  surgical 
conditions  and  cases  of  incidental  appendec- 
tomies have  been  excluded  from  this  study. 

Incidence 

Acute  appendicitis  is  fortunately  a rare 
complication  of  pregnancy.  The  incidence 
varies  in  different  series.  The  greatest 
incidence  has  been  reported  as  2 per  cent 
from  the  Mayo  Clinic.^  Crossen^  reports 
9 cases  of  appendicitis  in  1,110  pregnancies 
(0.81  per  cent)  or  1:123.  Others®  report 
1 in  155  births  (0.18  per  cent),  and  the 
lowest  incidence  is  reported  as  0.043  per  cent.^ 
Eastman®  places  the  incidence  as  1 in  2,000 
pregnancies  (0.05  per  cent). 

Between  January  1,  1950,  and  December 
31,  1959,  60,734  women  were  delivered  at 
Hartford  Hospital.  During  this  ten- 
year  period  there  were  50  cases  of  acute 
appendicitis  in  obstetric  patients.  This 
gives  an  incidence  of  1:1,215  or  0.082  per 
cent. 

Most  authors  agree  that  appendicitis 
occurs  most  frequently  in  the  first  two 
trimesters  of  pregnancy.  The  accepted 


figure  is  75  to  80  per  cent  during  the  first 
six  months.  At  Hartford  Hospital  21 
patients  had  appendicitis  during  the  first 
trimester  of  pregnancy.  Seventeen  cases 
occurred  during  the  second  trimester,  9 
occurred  in  the  third  trimester,  and  3 
occurred  in  the  puerperium  (up  to  three 
weeks  postpartum).  Thus,  76  per  cent  of 
our  patients  developed  their  appendicitis 
during  the  first  six  months  of  pregnancy. 

A ruptured  appendix  occurs  1.5  to  3.5 
times  more  frequently  during  pregnancy 
than  it  does  in  the  nonpregnant  state.® 
Gangrenous  appendicitis  is  5.5  times  more 
frequent.  In  this  series  there  were  8 
ruptured  appendixes  (16  per  cent):  4 in 
the  first  trimester,  2 in  the  second  trimester, 
1 in  the  third  trimester,  and  1 postpartum. 

Recurrent  appendicitis  is  relatively  fre- 
quent. If  a patient  has  a history  of  ap- 
pendicitis without  appendectomy  prior  to 
pregnancy,  she  has  a much  greater  chance 
of  developing  acute  appendicitis  during  her 
pregnancy  than  does  a woman  without  such 
a history.  In  fact,  Eastman®  states  that 
half  of  the  pregnant  patients  with  ap- 
pendicitis give  histories  of  previous  attacks. 
As  the  pregnancy  advances,  the  attacks 
become  increasingly  severe.  Also  the  diag- 
nosis becomes  more  and  more  difficult  and 
the  surgical  technic  becomes  more  and  more 
complicated. 

Anatomy 

During  pregnancy  the  appendix  undergoes 
a rather  spectacular  alteration  in  its  ana- 
tomic relationships.  The  classical  study  of 
Baer,  Reis,  and  Arens^  depicted  this  change 
roentgenographically.  Beginning  at  about 
the  third  month  of  gestation,  the  appendix 
is  gradually  displaced  upward  by  the  en- 
larging uterus.  As  it  rises  in  the  abdomen 
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TABLE  I. — Symptomatology,  Fever,  and  Leu- 
kocyte Count  of  Obstetric  Patients  with 
Appendicitis 


Number  of 

Condition 

Patients 

Per  Cent 

Symptoms 

Nausea  and  vomiting 
Generalized  abdominal 

:u 

02 

pain 

Localized  right  lower 

29 

58 

quadrant  pain 

42 

84 

Rebound  tenderness 
Fever 

30 

60 

100  F.  or  higher 

8 

16 

98.8  to  100  F. 

31 

62 

Afebrile 

9 

18 

No  preoperative  temperature 
recorded 

2 

4 

Leukocyte  count 

White  blood  count 

Above  12,000 

31 

62 

Less  than  1 2,000 

9 

18 

No  count  performed 
Differential 

10 

20 

More  than  80  per  cent 
neutrophils 

Less  than  80  per  cent 

22 

44 

neutrophils 

13 

26 

No  differential  performed 

15 

30 

it  undergoes  a counterclockwise  rotation 
so  that  at  term  it  lies  above  the  level  of  the 
umbilicus  and  usually  points  directly  ceph- 
alad.  After  delivery  there  is  a rapid 
return  to  normal  anatomic  relationships, 
and  by  the  tenth  postpartum  day  the  ap- 
pendix is  at  its  normal  level  or  even  lower, 
because  of  the  relaxation  of  the  abdomen. 

This  marked  change  in  the  position  of  the 
appendix  during  pregnancy  apparently  does 
not  result  in  any  tendency  toward  in- 
flammation or  infection. 

History 

When  the  pregnant  patient  with  ap- 
pendicitis presents  herself  to  her  obstetrician, 
she  usually  will  give  a rather  characteristic 
history  which  is  often  the  only  reliable  fea- 
ture of  the  disease.  When  this  history  is 
elicited  carefully  and  the  symptoms  are 
differentiated  from  the  general  complaints 
and  discomforts  of  pregnancy,  the  correct 
diagnosis  is  often  evident. 

The  history  usually  evolves  around  a 
triad  of  events.  First,  there  is  usually  a 
sudden  onset.  The  patient  may  experience 
a prodromal  period  of  vague  gastrointestinal 


symptoms,  but  most  often  the  symptoms 
begin  abruptly.  Second,  she  will  experience 
crampy  pains.  These  are  most  frequently 
generalized  over  the  entire  abdomen,  al- 
though an  occasional  patient  will  have  these 
pains  only  in  the  right  lower  quadrant. 
Some  degree  of  nausea  and  vomiting  will 
usually  accompany  these  pains.  This  stage 
of  the  disease  is  considered  the  peristaltic 
phase.  As  the  disease  progresses,  these 
cramps  will  cease  only  to  be  replaced  by  the 
third  event  which  is  the  appearance  of 
localized,  steady,  dull  abdominal  pain. 
This  pain  is  so-called  “spot  tenderness”; 
it  can  be  localized  by  the  fingertip.  It  is 
caused  by  peritoneal  irritation  from  the 
infected  appendix. 

Kricg®  states  that,  with  very  few  e.x- 
ceptions,  this  triad  of  events  indicates  the 
presence  of  acute  appendicitis. 

Symptomatology 

The  symptoms  caused  by  appendicitis 
during  pregnancy  are  extremely  variable 
and  inconstant.  Any  or  all  of  the  typical 
symptoms  can  occur,  but  their  presence  or 
absence  is  totally  unreliable. 

The  gravid  woman  with  appendicitis 
may  experience  any  of  the  following  symp- 
toms: anorexia,  nausea,  vomiting,  diarrhea, 
periumbilical  pain,  generalized  abdominal 
tenderness,  and  localized,  constant  pain  in 
the  right  lower  quadrant.  In  the  case  of 
peritoneal  irritation,  rebound  tenderness 
almost  alwavs  occurs.  Rectal  tenderness 
may  or  may  not  be  present.  Low-grade 
fever  usually  accompanies  acute  appen- 
dicitis. 

In  the  series  at  Hartford  Hospital,  62 
per  cent  of  patients  experienced  nausea  and 
vomiting  at  some  time  during  the  course  of 
their  disease.  Fifty-eight  per  cent  com- 
plained of  generalized  abdominal  pain, 
and  84  per  cent  had  localized  pain  of  the 
right  lower  quadrant  (Table  I).  Fever  was 
present  in  78  per  cent  of  patients.  Of  these, 
the  temperature  was  above  100  F.  in  only 
16  per  cent.  Eighteen  per  cent  of  the 
patients  were  afebrile  (Table  I). 
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Early  in  pregnancy  appendicitis  presents 
itself  as  it  would  in  the  nongravid  patient. 
However,  as  the  pregnancy  progresses  and 
the  enlarging  uterus  displaces  the  appendix 
upward,  the  symptoms  become  more  and 
more  atypical. 

The  most  important  single  feature  to  be 
remembered  about  the  symptomatology  is 
its  extreme  variability.  Because  of  this 
variability,  little  diagnostic  value  can  be 
placed  in  either  the  pre.sence  or  absence  of 
symptoms. 

Physical  Findings 

The  physical  findings,  like  the  symptoms, 
vary  considerably  in  the  pregnant  patient 
with  appendicitis.  The  presence  of  a low- 
grade  fever  and  some  degree  of  abdominal 
pain  are  the  only  classical  findings  that  are 
usually  present. 

In  the  first  trimester  the  physical  findings 
are  usually  typical.  However,  as  the  uterus 
rises  out  of  the  pelvis  and  distends  the  rectus 
abdominis,  the  physical  findings  change. 
Muscle  guarding  and  spasm  are  decreased, 
and  rebound  tenderness  is  likewise  variable. 
When  it  is  present,  however,  it  has  signifi- 
cant implications  and  frequently  portends 
the  presence  of  a ruptured  appendix. 
Rigidity  is  rare  even  in  the  presence  of 
generalized  peritonitis. 

Eventually  the  majority  of  patients  will 
have  localization  of  pain,  and  the  point  of 
maximum  tenderness  will  usually  overlie  the 
appendix.  But  the  cardinal  feature  of  the 
physical  findings  is  extreme  variability  and 
unreliability,  especially  late  in  pregnancy. 

Laboratory  Studies 

In  the  classical  case  of  appendicitis  there 
is  an  elevation  of  the  leukocyte  count  with 
an  increase  in  the  proportion  of  neutrophils. 
These  findings  are  often  of  diagnostic  im- 
portance. In  pregnancy,  however,  there  is 
a “physiologic  leukocytosis,”  first  described 
by  Virchow.  Eastman^  states  that  the 
white  cell  count  in  pregnancy  is  elevated 
to  the  upper  limits  of  normal.  He  believes 
that  a white  count  above  12,000  indicates 


infection.  Thus,  it  is  very  difficult  to  inter- 
pret a mild  leukocytosis  in  a pregnant 
patient  with  abdominal  pain.  The  elevated 
count  may  represent  the  early  leukocyte 
response  in  appendicitis,  or  it  might  merely 
represent  the  normal  blood  picture  in  the 
pregnant  woman.  In  the  series  at  Hart- 
ford Hospital,  62  per  cent  of  patients  had  a 
white  count  above  12,000.  Forty-four  per 
cent  of  patients  had  more  than  80  per  cent 
neutrophils  according  to  the  differential 
leukocyte  count  (Table  I). 

Priddle  and  Hesseltine,®  in  discussing 
the  significance  of  an  elevated  white  count, 
emphasize  the  importance  of  an  increasing 
count.  As  appendicitis  progresses  the  white 
count  will  continue  to  rise.  If  this  rise 
in  leukocytes  can  be  demonstrated  by  suc- 
cessive counts,  the  results  are  of  utmost 
significance.  In  fact,  the.se  authors  claim 
that  this  observation  is  of  diagnostic 
importance. 

Differential  Diagnosis 

The  differential  diagnosis  of  appendicitis 
depends  on  the  stage  of  pregnancy  in  which 
the  disea.se  develops.  The  closer  the  patient 
is  to  term,  the  more  complicated  does  the 
differential  diagnosis  become. 

During  the  first  trimester  various  con- 
ditions of  the  reproductive  tract  are  con- 
sidered. They  include:  ectopic  pregnancy, 
acute  salpingitis  or  salpingo-oophoritis, 
spontaneous  abortion,  and  ovarian  tumors. 
Also  added  to  this  list  are  renal,  or  ureteral, 
calculi. 

During  the  second  trimester  all  of  the 
conditions  noted  are  considered  plus  the 
following  diseases  of  the  gastrointestinal 
and  urinary  tracts:  nephritis  and  pyelitis, 
cholecystitis  and/or  cholelithiasis,  intestinal 
obstruction,  peptic  ulcer,  mesenteric  ad- 
enitis, and  renal  carbuncle. 

During  the  third  trimester  the  following 
obstetric  abnormalities  must  be  added  to 
these  lists : premature  labor,  placenta  previa, 
abruptio  placenta,  and  toxemia. 

Appendicitis  in  the  immediate  puerperium 
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is  often  confused  with  the  following  con- 
ditions: “afterbirth  pains,”  parametritis, 

subinvolution  of  the  uterus,  cystitis,  and 
pyelitis. 

Treatment 

In  general,  the  treatment  for  acute  ap- 
pendicitis during  pregnancy  is  the  same  as 
that  for  appendicitis  in  the  nongravid 
patient : appendectomy.  The  surgery 

should  be  performed  as  soon  as  the  diagnosis 
is  made.  If  the  pregnancy  is  at  term,  no 
attempt  should  be  made  to  deliver  the 
baby  at  the  time  of  the  appendectomy. 

During  the  first  trimester  an  appen- 
dectomy is  rarely  complicated  by  the  preg- 
nancy, and  the  general  operative  principles 
of  a routine  appendectomy  apply.  During 
the  second  trimester  the  appendix  rises  out 
of  the  pelvis.  A right  rectus  incision  is 
preferable  at  the  level  where  the  appendix 
is  expected  to  lie.  The  enlarging  uterus 
will  often  complicate  exposure  and  surgical 
technic. 

Appendectomy  is  most  difficult  during 
the  third  trimester.  Again,  a high  right 
rectus  incision  is  desirable,  but  exposure, 
at  best,  is  poor.  Anderson,  Pontius,  and 
Witkowski^®  describe  a modified  technic  for 
appendectomy  during  the  third  trimester. 
They  advise  placing  the  patient  on  her  left 
side  and  making  a high  McBurney  incision. 
Parker,  “ on  the  other  hand,  advises  a 
transverse  incision  at  the  level  of  the 
umbilicus. 

Antibiotics  have  a definite  place  in  the 
treatment  of  this  disease,  especially  in  the 
presence  of  perforative  appendicitis  and 
peritonitis.  Judicious  use  of  these  drugs 
has  reduced  maternal  mortality  and  mor- 
bidity greatly. 

The  postoperative  use  of  progesterone 
and  other  uterine-relaxing  agents  is  debat- 
able. Their  use  may  reduce  the  incidence 
of  premature  labor  and/or  abortion. 

Appendicitis  during  pregnancy  is  still 
a potentially  fatal  disease  to  both  mother 
and  infant.  A statement  made  over  half 
a century  ago  is  just  as  true  today  as  it  was 


then:  “The  mortality  of  appendicitis  com- 
plicating pregnancy  is  the  mortality  of 
delay.”^^ 

Prognosis 

The  prognosis  for  both  mother  and  infant 
varies  with  the  severity  of  the  disease  and  the 
duration  of  the  pregnancy.  The  closer  the 
patient  is  to  term,  the  poorer  is  the  prog- 
nosis. A ruptured  appendix,  which  occurs 
more  frequently  because  of  delay  in  diag- 
nosis, naturally  has  a much  graver  prog- 
nosis than  it  would  in  the  nonpregnant 
patient. 

The  effect  of  appendicitis  on  the  fetus 
is  variable.  The  closer  the  patient  is  to 
term,  the  more  likely  is  she  to  have 
an  early  onset  of  labor.  The  more  serious 
the  appendicitis  (such  as  rupture  and 
peritonitis),  the  more  likely  is  abortion  or 
premature  labor  to  occur.  The  longer 
treatment  is  delayed,  the  more  serious  are 
the  consequences. 

Hoffman  and  Suzuki^®  reported  a total 
fetal  loss  of  11.1  per  cent  when  the  infection 
was  limited  to  the  appendix.  When  the 
disease  had  spread,  there  was  a fetal  loss  of 
35.2  per  cent.  Meiling'^  reported  similar 
statistics  of  11.4  per  cent  for  localized 
disease  and  72  per  cent  abortion  in  cases  of 
generalized  peritonitis.  Maternal  mor- 
tality, a very  real  thing,  was  reported  as  25 
per  cent  in  the  third  trimester  by  Greenhilb® 
as  late  as  1945. 

At  Hartford  Hospital  there  were  2 
cases  (4  per  cent)  of  abortion  or  premature 
labor  attributable  directly  to  appendicitis. 
Both  of  these  occurred  in  patients  with 
ruptured  appendixes.  In  addition,  2 other 
patients  aborted  later  in  pregnancy,  and  this 
apparently  was  unrelated  to  their  ap- 
pendicitis. This  gives  an  over-all  fetal 
loss  of  8 per  cent.  There  were  no  maternal 
deaths  in  this  series. 

Greenhill'®  has  given  several  reasons  for 
the  grave  prognosis  in  this  disease.  When 
the  appendix  has  risen  high  in  the  abdomen, 
protective  adhesions  cannot  form.  Should 
the  appendix  then  rupture,  it  will  cause  a 
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generalized,  rather  than  a localized,  per- 
itonitis. Drainage  in  the  abdomen  is  less 
free  because  of  the  large  uterus.  Conse- 
quently abscesses  burrow  deep  in  all  direc- 
tions. Inflammation  is  more  stormy  owing 
to  the  intense  vascularity  of  the  uterus. 
Thrombosis  and  thrombophlebitis  are  more 
common.  Obstructive  symptoms  occur 
earlier.  Bacteria  in  the  bloodstream  can' 
lodge  in  the  placenta  with  ob\dous  detriment 
to  the  fetus. 

With  these  facts  in  mind  and  a general 
knowledge  of  this  disease  and  its  relationship 
to  pregnancy,  it  is  understandable  why 
appendicitis  is  still  a major,  if  not  a catas- 
trophic, complication  in  the  obstetric  patient. 

The  following  histories  are  brief  summaries 
of  the  2 cases  at  Hartford  Hospital  in  which 
appendicitis  was  the  precipitating  cause  of 
fetal  loss : 

Case  Reports 

Case  1. — A thirty-four-year-old,  gravida  3,  para 
2 white  female  entered  the  hospital  on  August 
18,  1959,  in  the  thirteenth  week  of  gestation. 
Her  pregnancy  had  been  uneventful  until  three 
days  prior  to  admission  when  she  had  experienced 
lower  abdominal  pain.  This  pain  continued  for 
three  days,  gradually  increasing  in  intensity  and 
eventually  localizing  in  the  right  lower  quadrant. 
The  patient  denied  nausea,  vomiting,  and  fever. 
She  had  been  constipated  for  four  days  and  had 
taken  an  enema  the  day  of  admission  with  poor 
results. 

When  she  was  first  examined  in  the  hospital  her 
temperature  was  100.2  F.,  her  pulse  was  132,  and 
her  blood  pressure  was  130/80.  Abnormal 
physical  findings  were  limited  to  the  abdomen. 
The  uterus  was  enlarged  to  the  level  of  the  um- 
bilicus. There  was  generalized  abdominal  ten- 
derness with  moderate  muscle  guarding  and 
spasm  in  the  right  lower  quadrant.  Bowel 
sounds  were  absent.  No  other  masses  were 
palpable.  A rectal  examination  caused  pain  in 
the  right  lower  quadrant.  The  white  blood 
count  was  23,000  with  95  per  cent  neutrophils. 
A urinalysis  showed  white  blood  cells  and  2 plus 
albuminuria. 

The  patient  underwent  a laparotomy  shortly 
after  admission.  A ruptured,  purulent  appendix 
was  found  and  removed.  There  was  a moderate 
amount  of  foul-smelhng  fluid  in  the  peritoneal 


cavity.  A culture  of  this  fluid  yielded  Esche- 
richia coli  4 plus  and  diphtheroid  bacillus  3 plus. 
The  abdominal  wound  was  drained,  and  the 
patient  was  treated  with  analgesics,  parenU'ral 
fluids,  choloramphenicol,  and  constant  gastro- 
intestinal suction.  Her  immediate  postoperative 
course  was  satisfactory  despite  a low-grade  h'vcr 
and  continual  wound  drainage. 

On  the  third  day  following  her  appendectomy, 
the  patient  developed  a fever  of  102  F.  and  spon- 
taneously aborted  a macerated  fetus.  On  the 
following  day  she  underwent  uterine  curettage 
for  the  removal  of  retained  products  of  concep- 
tion. She  continued  to  have  a septic  course 
with  temperature  elevations  to  102  F.  for  the 
ne.xt  three  days,  and  her  appendectomy  wound 
continued  to  drain  foul-smelling  fluid.  Crys- 
tacillin  was  added  to  her  treatment  and  her 
temperature  gradually  returned  to  normal  by 
lysis. 

The  remainder  of  her  convalescence  was  un- 
eventful, and  she  was  discharged  sixteen  days 
after  her  appendectomy. 

Case  2. — A thirty-three-year-old  primigravid 
white  female  was  admitted  to  the  hospital  in  her 
twenty-fifth  week  of  gestation  on  May  19,  1959. 
Her  ])regnancy  had  been  uneventful  until  the 
day  before  admission,  when  she  experienced  a 
sudden  onset  of  diarrhea.  This  was  followed 
shortly  by  generalized  abdominal  pain,  nausea, 
and  vomiting.  These  s3Tnptoms  persisted  until 
she  was  hospitalized. 

An  initial  physical  examination  disclosed  a 
patient  in  obvious  distress.  Her  temperature 
was  99.4  F.,  pulse  104,  and  blood  pressure  110/60. 
Abnormal  physical  findings  were  confined  to  the 
abdomen  where  there  was  marked  tenderness  in 
both  lower  quadrants.  The  uterus  was  enlarged 
with  a six-month  gestation.  No  other  masses 
were  palpable.  There  was  rebound  tenderness  in 
both  lower  quadrants.  The  rectal  examination 
showed  negative  findings.  The  white  blood 
count  was  14,300  with  94  per  cent  neutrophils. 
A urinalysis  showed  2 plus  proteinuria  and  1 plus 
white  blood  cells. 

On  the  morning  of  admission  the  patient  was 
taken  to  the  operating  room,  and  a laparotomy 
was  performed  under  spinal  anesthesia  through  a 
high  McBurney  incision.  A ruptured  appendix 
was  found  and  removed  with  some  difficulty. 
The  purulent  peritoneal  fluid  was  cultured  and 
yielded  E.  coli  3 plus.  The  abdominal  wound 
was  drained  and  the  skin  was  left  open  around 
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the  drains.  The  patient  was  treated  with  heavy 
analgesia,  parenteral  fluids,  gastrointestinal  suc- 
tion, and  chloramphenicol. 

Her  postoperative  course  was  satisfactory. 
She  became  afebrile  on  the  second  day.  There 
was  no  evidence  of  uterine  contractions.  The 
drains  were  removed  on  the  twelfth  postoperative 
day,  leaving  a clean,  unhealed  wound.  The 
patient  was  discharged  five  days  later. 

Approximately  thirty-six  hours  after  the 
patient  was  discharged  a spontaneous  rupture  of 
the  membranes  occurred.  Labor  began  one  hour 
later.  A\Tien  she  arrived  at  the  hospital  her 
temperature  was  102.2  F.  and  her  pulse  was  116. 
The  white  blood  count  was  29,400  with  94  per 
cent  neutrophils.  Chloramphenicol  treatment 
was  restarted.  During  labor  the  patient  had 
repeated  chills  and  her  fever  persisted.  After 
twelve  hours  of  labor  she  was  delivered  spontane- 
ously, from  a left  occipital  anterior  position,  of  a 
living  2-pound,  7-ounce  premature  female  infant 
in  poor  condition.  The  baby  e.xpired  fifty-six 
minutes  after  birth. 

The  patient  had  a febrile  postpartum  course 
which  culminated  in  a temperature  elevation  to 
104.4  F.  on  the  fifth  day.  During  this  period 
she  complained  of  generalized  lower  abdominal 
pain,  but  she  never  e.xhibited  localized  findings. 
Laboratory  studies  showed  a subsiding  leuko- 
cytosis but  were  otherwise  noncontributory. 
Penicillin  was  substituted  for  chloramphenicol  on 
the  fifth  postpartum  day  after  which  the  patient’s 
temperature  returned  slowly  to  normal.  Her 
condition  improved  gradually,  and  her  previous 
appendectomy  wound  healed  completely.  She 
was  discharged  asymptomatic  on  the  fifteenth 
postpartum  day. 

Summary 

A general  discussion  of  acute  appendicitis 
in  the  obstetric  patient  has  been  presented. 
The  cardinal  features  of  this  disease  and 
their  relation  to  the  pregnant  patient  have 
been  discussed,  and  an  effort  has  been  made 
to  emphasize  the  complexities  of  diagnosis 


and  treatment  which  complicate  appendicitis 
that  occurs  during  pregnancy. 

A ten-year  survey  of  cases  of  acute 
appendicitis  in  obstetric  patients  at 

Hartford  Hospital  has  been  reported.  In 
this  series  of  50  ca.ses,  the  incidence  was  1 
in  1,215  deliveries,  ruptured  appendix  oc- 
curred in  IG  per  cent,  the  uncorrected  fetal 
loss  was  8 per  cent,  and  there  were  no 
maternal  mortalities. 
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Chronic  Bone  Disease 


Case  History 

A fifty-three-year-old,  white  housewife 
was  admitted  to  the  Glens  Falls  Hospital  in 
November,  1953,  because  of  the  develop- 
ment of  fairly  severe  headaches  over  the 
previous  ten  weeks.  These  were  not  as- 
sociated with  nausea,  vomiting,  visual  dis- 
turbances, or  other  constitutional  effects. 
The  following  summary  is  based  on  numerous 
admissions  to  this  and  other  hospitals  from 
1928  to  1957. 

In  1928  she  sustained  a fracture  of  the 
middle  third  of  the  right  femur  following 
minimal  trauma.  This  fracture  required 
twelve  weeks  for  the  development  of  a firm 
callus  formation.  In  1929  she  sustained 
another  fracture  of  the  same  bone  about  3 
inches  above  the  former  fracture  site.  The 
fracture  failed  to  unite  spontaneously,  and  a 
plate  was  inserted.  The  screws  did  not 
hold,  and  the  plate  was  removed  after  five 
months  (Fig.  1).  Persistent  nonunion  was 
treated  at  a medical  center  in  1931  by  the 
in.sertion  of  another  plate.  This  was  not 
successful,  and  a spica  was  applied.  She  was 
discharged  six  and  one-half  months  latei’ 
with  nonunion  of  the  fracture  site.  While 


in  the  hospital,  she  developed  tinnitus  and 
pain  in  the  left  ear.  A biopsy  of  the  frac- 
ture site  in  the  femur  had  shown  dense,  rela- 
tively avascular  fibrous  tissue,  very  dense 
bone,  and  little  evidence  of  necrosis.  A 
biopsy  of  the  left  mastoid  revealed  necro- 
sis of  the  bone.  A skeletal  survey  di.s- 
clo.sed  multiple  areas  of  irregular  ab.sorp- 
tion  of  bone  in  the  skull,  jaw,  pelvis,  right 
femur,  right  tibia,  shoulder  girdle,  and 
vertebral  bodies. 

In  1934  the  plate  was  removed  from  the 
right  femur.  Five  of  the  six  screws  had 
broken.  A biopsy  revealed  extensive  necro- 
sis of  the  bone.  In  1937  she  developed  an 
incomplete  pathologic  fracture  of  the  middle 
third  of  the  left  femur.  A spontaneous 
fracture  of  the  right  clavicle  and  of  a rib 
occurred  in  1941,  and  a fracture  of  the  left 
clavicle  occurred  in  1952.  Because  of  the 
lesions  in  the  jaw  all  her  teeth  were  extracted 
in  1931,  and  a piece  of  necrotic  bone  was  re- 
moved from  her  mandible  in  1937.  In  1945 
a hysterectomy  and  appendectomy  were 
performed  for  leiomyomas. 

In  1917  and  1918  .she  had  worked  in  a 
watch  dial  factory  where  she  painted  In  mi- 
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Fig.  1.  X-ray  film  of  right  femur  taken  in  1930, 
twenty-seven  years  before  death,  showing  malunion 
of  fractures  sustained  one  and  two  years  previously. 
There  is  abundant  callus  around  lower  fracture  which 
was  first  one  to  occur. 

nous  numerals  on  the  dial  faces. 

X-ray  films  of  the  skull  at  the  time  of  the 
present  admission  as  compared  with  earlier 
films  showed  progre.s.sive  destruction  of  the 
bone.  There  was  no  evidence  of  an  intra- 
cranial tumor. 

During  the  present  admi.ssion  she  com- 
plained of  cricket-like  noises  in  the  ears 
which  had  been  present  since  the  mastoid 
operation  of  1931.  The  headaches,  which 
had  been  retro-orbital  since  1953,  had  shifted 
to  the  left  temporoparietal  area  and  tended 
to  radiate  into  the  face.  There  was  some 
redness  and  lacrimation  of  the  left  eye,  and 
the  left  nasal  passage  was  stuffed.  She  was 
transferred  to  the  National  Institutes  of 
Health,  Bethesda,  Maryland,  in  February, 
1954. 

A physical  examination  at  the  time  of 
that  admission  revealed  that  the  right  leg 
was  shortened  and  useless.  The  mouth  was 
edentulous,  and  the  thyroid  contained  a 


small  nodule.  There  was  severe  right  dor- 
solumbar  scoliosis. 

Laboratory  studies  at  that  time  revealed 
normal  findings  in  the  urinalysis,  hemogram, 
and  tests  of  liver  and  kidney  function.  The 
serum  calcium  was  9.6  mg.  per  100  ml.  and 
the  phosphorus  3.1  mg.  The  alkaline  phos- 
phatase was  2.7  Bodansky  units.  The  spinal 
fluid  was  normal. 

X-ray  studies  showed  extensive  destruc- 
tion of  the  cranial  vault  with  marked  thin- 
ning and  destruction  of  the  sella  turcica 
and  dorsum  sellae.  The  pineal  gland  was 
calcified  and  in  the  mid  line.  There  was 
no  retrobulbar  mass. 

An  electroencephalogram  revealed  gener- 
alized abnormalities  suggesting  a diffuse  proc- 
ess involving  the  cortical  and  subcortical 
(posterior  fo.ssa)  regions. 

During  the  course  of  hospitalization  her 
symptoms  progressed.  She  developed  a 
right  cavernous  sinus  thrombosis  with  in- 
volvement of  the  third,  fifth,  and  sixth 
cranial  nerves.  A right  carotid  angiogram 
was  done  and  was  unrevealing.  She  was 
treated  with  cortisone  and  hydrocortisone 
without  symptomatic  relief.  The  persist- 
ent head  pain  recpiired  large  doses  of 
narcotics,  and  she  soon  developed  drug 
tolerance.  In  May,  1955,  a prefrontal  leu- 
kotomy was  done  with  some  relief.  She  had 
lost  vision  in  the  right  eye  in  1954,  and  in 
1955  she  became  totally  blind.  Severe 
epistaxis  developed  and  required  packing  on 
several  occasions.  The  ability  to  move  the 
jaw  also  was  lost,  and  she  could  not  chew  or 
talk.  She  developed  difficulty  in  swallow- 
ing and  was  admitted  to  a nursing  home 
where  she  died  in  September,  1957. 

Discussion 

Philip  T.  Schlesinger,  M.D.:  Before 
we  consider  the  clinical  history  of  this  ill- 
ness that  lasted  almost  thirty  years,  let  us 
look  at  the  x-ray  films.  Judging  from  the 
history  there  are  probably  a good  many  to 
deal  with. 

J.VMES  A.  Glenn,  Jr.,  M.D.:  Here  is  a 
typical  skull  film  taken  in  1955  (Fig.  2). 
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Fig.  2.  X-ray  film  of  skull  taken  in  1955  showing 
extensive  decalcification.  There  is  diffuse  necrosis 
of  mandible.  Mastoid  process  and  surrounding 
bone  is  extremely  dense. 


Fig.  3.  X-ray  film  of  pelvis  taken  in  1953,  four 
years  before  death,  showing  irregular  patches  of 
rarefaction  alternating  with  areas  of  condensation. 
There  is  ankylosis  of  both  hip  joints  and  severe 
deformity  of  right  thigh. 

Most  of  the  skull  shows  extensive  decalcifi- 
cation, but  around  the  mastoid  process  the 
bone  is  so  dense  that  it  looks  like  chalk. 
The  mandible  is  unusually  thinned,  and  the 
teeth  are  completely  absent.  Here  is  a 
film  of  the  pelvis  taken  in  1953  (Fig. 
3).  There  are  many  irregular  patches  of 
rarefaction  and  coarse  areas  of  bone  conden- 
sation. The  hip  joints  show  almost  com- 
plete ankylosis  due  to  extensive  osteo- 
arthritis. The  ossification  centers  of  the 
iliac  crests  remain  ununited.  Films  of 
both  femora  (Fig.  4)  taken  at  the  same  time 


Fig.  4.  X-ray  films  of  both  femora  showing  dif- 
fuse alteration  of  texture  along  both  shafts.  Moth- 
eaten  appearance  of  right  femur  is  striking. 


show  the  shortening  of  the  right  femur  due 
to  the  nonunion  of  the  fracture  incurred  in 
1928-1929  at  the  onset  of  the  illness.  There 
is  an  incomplete  fracture  of  the  shaft  of 
the  left  femur.  In  both  femora  there  is 
extensive  demineralization  with  the  forma- 
tion of  many  large,  confluent,  cystic  spaces. 
Punctate  areas  of  increased  density  suggest 
infarcts  in  the  lower  portions  of  the  shafts, 
and  there  is  pronounced  bone  condensation 
at  the  femoi’al  and  tibial  condyles.  The 
right  tibial  condyle  shows  growth  arrest. 

We  know  that  this  patient  sustained  a 
severe,  generalized  injury  to  her  skeleton 
before  she  had  attained  full  gro^vth.  This 
is  seen  by  the  failure  of  epiphyseal  union  of 
the  iliac  crests  and  by  the  maturation  arrest 
in  the  right  tibial  condyle.  The  curtail- 
ment of  growth  in  the  late  teens  would  ac- 
count for  this  picture.  Elsewhere,  in  the 
skull,  the  clavicles,  the  vertebrae,  and  the 
ribs,  the  picture  is  that  of  a diffuse  osteo- 
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lytic  process  with  irregular  attempts  at  bone 
regeneration.  Bone  destruction  predomi- 
nates over  regeneration. 

Dr.  Schlesinger:  The  range  of  differen- 
tial diagnoses  is  not  wide.  In  clinical 
practice  the  most  frequent  cause  of  wide- 
spread bone  destruction  is  metastatic  car- 
cinoma. I never  have  seen  a patient  con- 
tinue for  twenty-nine  years  with  metastatic 
cancer  that  involved  almost  every  major 
bone  in  her  body,  but  cancer  of  the  breast 
and  of  the  thyroid  can  produce  this  sort  of 
roentgenographic  picture.  While  we  think 
of  malignant  tumors,  we  should  not  over- 
look plasma  cell  myeloma.  Roentgeno- 
graphically,  the  lesions  are  too  irregular 
and  diffuse  to  be  typical  of  myeloma,  and 
the  presence  of  bone  regeneration  and  bone 
sclerosis  is  against  it  as  well.  Also,  mye- 
loma is  not  likely  to  begin  in  a young  woman 
of  twenty-eight,  nor  does  it  continue  for 
twenty-nine  years  with  a patient  in  rela- 
tively good  general  health  for  almost  twenty- 
five  of  them.  I think  we  can  dismiss  safely 
neoplastic  disease  as  a cause  of  the  bone 
lesions. 

One  can  eliminate  from  consideration 
such  entities  as  osteogenesis  imperfecta  and 
multiple  enchondroma;  the  onset  of  these 
diseases  is  in  infancy  or  childhood.  Polyo- 
stotic fibrous  dysplasia  can  be  associated 
with  a prolonged  clinical  course  charac- 
terized by  multiple  fractures  and  nonunion, 
but  the  x-ray  films  show  a condition  com- 
pletely unlike  fibrous  dysplasia.  Coidd 
this  be  some  unusual  form  of  lipogranulo- 
matosis  or  histiocytosis?  This  is  unlikely; 
again  they  are  usually  diseases  with  an  on- 
set before  puberty.  The  principal  excep- 
tion is  eosinophilic  granuloma  of  the  bone, 
and  I never  have  seen  it  so  generalized  and 
progressive  as  in  this  patient. 

I suppose  that  if  hyperparathyroidism 
went  on  for  three  decades,  it  could  lead  to 
such  a diffuse  osteolytic  process,  and  the  x- 
ray  films  do  not  really  rule  it  out.  However, 
in  hyperparathyroidism  there  is  not  very 
much  repair  until  after  the  adenoma  has 
been  removed.  Also,  the  patient  was  in 


relatively  good  systemic  health  for  most  of 
her  course;  if  she  had  had  a parathyroid 
adenoma  or  diffuse  hyperplasia  of  the  glands 
for  that  long,  she  should  have  been  anemic 
and  bedridden,  probably  with  chronic  kid- 
ney disease,  either  primary  or  secondary. 
The  serum  calcium  was  normal  at  9.6  mg. 
per  100  ml.,  and  that  datum,  taken  with 
the  rest  of  the  evidence,  excludes  parathy- 
roid disease. 

The  last  entity  I shall  try  to  exclude  is 
Paget’s  disease  of  bone,  a lesion  which  can 
cause  multiple  pathologic  fractures.  How- 
ever, in  Paget’s  disease  the  bones  involved 
are  widened,  the  cortices  are  thick,  and  the 
cancellous  bone  is  coarsely  trabeculated. 
The  findings  on  the  x-ray  films  Dr.  Glenn  has 
shown  us  do  not  resemble  those  in  Paget’s 
disease  in  any  way.  Also,  the  normal  level 
of  alkaline  phosphatase  served  to  exclude 
Paget’s  disease. 

This  leaves  me  with  the  one  diagnosis 
which  is  apparent  from  the  history,  the 
course,  and  the  radiologic  observations, 
namely,  radium  poisoning.  Did  the  patient 
actually  point  the  tip  of  the  paintbrush  with 
her  tongue  when  she  worked  in  the  watch 
dial  factory? 

Clinton  E.  Lawrence,  M.D.:  Yes,  she 
did. 

Dr.  Schlesinger:  That  just  about  clin- 
ches the  diagnosis.  This  patient  gave  an  ac- 
curate history  of  exposure  to  radium  for  a 
period  of  fourteen  months  at  just  the  right 
age,  seventeen  to  eighteen  years,  to  produce 
the  nonunion  of  the  iliac  apophyses  that  Dr. 
Glenn  described.  She  described  exactly 
how  she  absorbed  the  radium.  The  x-ray 
films  are  perfectly  typical  for  this  industrial 
poisoning  after  a number  of  years.  In 
radium  poisoning,  the  radium  is  deposited 
in  the  bones  and  continues  to  act  steadily 
over  the  years,  producing  its  major  effect 
by  the  emission  of  alpha  particles.  This 
produced  necrosis  of  both  the  marrow  and 
the  bony  trabeculae.  The  sclerotic  ap- 
pearance, seen  on  the  x-ray  film  adjacent  to 
areas  of  necrosis,  is  the  result  of  the  conden- 
sation of  viable  bone  around  areas  of  the 
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necrotic  bone  which  acts  as  a foreign  body. 
The  x-ray  appearance  of  the  left  hip  also  is 
characteristic  of  radium  poisoning.  The 
softening  of  the  head  of  the  femur  is  dne  to 
the  destruction  of  spongy  bone,  and  the 
femoral  head  undergoes  partial  collapse. 
The  articular  surfaces  become  incongruous, 
that  is,  poorly  apposed,  and  the  late  changes 
are  typical  of  a hypertrophic  arthritis  in- 
volving that  joint. 

I would  like  to  know  how  this  woman 
died.  Did  she  become  anemic?  Was  there 
pronounced  weight  loss?  Did  she  develop 
other  evidence  of  sarcoma? 

Dr.  Lawrence:  I first  saw  this  patient  in 
1956.  She  was  bedridden,  blind,  and  cachec- 
tic. She  had  a partial  paralysis  of  her 
mandibular  and  pharyngeal  muscles  and 
could  hardly  speak  or  swallow.  The  right 
eye  was  so  severely  proptosed  that  it  was 
almost  out  of  its  socket;  the  left  eye  was 
less  so.  Her  main  problems  were  the  re- 
current nosebleeds  and  the  headaches. 
At  that  time  she  was  not  very  anemic,  but 
she  had  lost  weight.  I would  ascribe  the 
weight  loss  to  poor  nutrition;  she  couldn’t 
swallow  much  food.  She  became  pro- 
gressively more  cachectic  and  died  about 
ten  months  later. 

Dr.  Sciilesinger:  Thank  you,  Dr. 

Lawrence.  The  terminal  course  suggests 
that  she  developed  increasing  intracranial 
pre.s.snre,  and  I would  suspect  an  intra- 
cranial malignant  condition.  I suppose 
that  the  carotid  angiograms  were  done 
to  detect  a space-occupying  lesion  or  pos- 
sibly a large  vascular  lesion.  I cannot  be 
certain  that  she  had  an  intracranial  tumor 
when  she  was  first  admitted  here  in  1953. 
The  angiograms  showed  negative  findings 
almost  six  months  later.  I doubt  that  the 
radium  poi.soning  alone  would  explain  the 
]u•ogressiv(^  headaches.  Also,  there  was  a 
shift  in  the  pattern  of  headache  in  1954. 
The  pain  which  had  been  retro-orbital  be- 
came localized  to  the  left  temporoparietal 
a'ca  and  I’adiated  toward  tlu'  face.  1 
would  favor  the  possibility  of  a tumor  over  a 
vascular  lesion,  but  I don’t  have  much 


evidence  to  indicate  what  type  of  tumor  it 
was.  It  might  have  been  an  osteogenic 
sarcoma  arising  in  the  base  of  the  skull,  but 
this  is  not  really  substantiated  by  the  x-ray 
films.  A nodule  was  felt  in  the  thyroid 
gland.  Conceivably,  a thyroid  cancer  could 
metastasize  to  the  base  of  the  cranial  cavity, 
but  thyroid  nodules  are  quite  common  in 
women  in  their  sixth  decade  and  usually  are 
benign.  Was  the  nodule  freely  movable,  or 
was  it  fixed? 

Dr.  Lawrence:  It  was  freely  movable 
and  not  very  large.  She  was  fairly  thin, 
and  the  nodule  was  felt  easily  through  the 
overlying  skin.  It  did  not  impress  me  as  a 
significant  tumor. 

Dr.  Schlesinger:  I think  we  may  dis- 
miss it  as  an  innocuous  nontoxic  nodular 
goiter.  I am  at  a loss  to  decide  what  sort 
of  tumor  the  patient  might  have  had.  I do 
not  think  it  was  a primary  brain  tumor. 

Clinical  Diagnoses 

(?)  Chronic  radium  poisoning  with  general- 
ized osteoporosis;  {2)  osteogenic  sarcoma, 
base  of  skull;  (3)  extradural  aneurysm,  mid- 
cavernous  region. 

Dr.  Schlesinger’ s Diagnoses 

(1)  Chronic  radium  poisoning  with  e.t- 
tcnsivc  bone  destruction;  {2)  intracranial 
neoplasm. 

Pa  I hologic  Repor  L 

Joseph  Galindo,  M.D.:  The  principal 
findings  at  autopsy  concerned  the  changes 
in  the  bones  and  the  intracranial  tumor. 
When  the  brain  was  removed,  a nodular, 
gray-white,  moderately  firm  tumor  was  seen 
overlying  the  sella  turcica,  displacing  the 
pituitary  gland  upward,  destroying  the 
clinoid  processes,  and  extending  anteriorly 
over  the  cribriform  plate  of  the  ethmoid  to 
engulf  the  cri.sta  galli  (Fig.  5).  The  optic 
chiasm  was  enveloped  by  tumor  tis.><ue  which 
also  infilti'ated  along  the  course  of  the 
right  optic  nerve  into  the  soft  periocular 
tissue  of  the  right  orbit,  thereby  producing 


4042 


New  York  v^tatc  J.  .Med. 


CHRONIC  BONE  DISEASE 


Fig.  5.  At  autops}'  base  of  skull  contained  large 
nodular  tumor  mass  arising  from  sphenoid  sinus. 
It  involved  right  orbit  and  jirotruded  into  cranial 
cavity  at  sella  turcica. 

the  severe  degree  of  proptosis  of  the  right 
eye.  A microscopic  examination  of  the 
tumor  revealed  it  to  be  a poorly  differ- 
entiated transitional  cell  carcinoma  of  a 
type  common  in  the  upper  respiratory  tract 
and  paranasal  sinuses  (Fig.  6).  A section 
through  the  sphenoid  sinus  (Fig.  7)  revealed 
a transition  from  normal  to  neoplastic 
epithelium,  and  I would  assign  the  primary 
site  of  origin  to  this  location.  A similar 
tumor,  somewhat  more  epidermoid  in  type, 
and  thought  to  arise  from  the  ethmoid  sinus, 
is  illustrated  in  Case  6 of  the  report  by 
Aub  et  al.^ 

Our  studies  of  the  osseous  changes  pro- 
duced by  ingested  radium  were  limited  to 
sections  from  the  skull  and  the  femora, 
d’he  calvaria  varied  considerably  in  thick- 
ness. In  some  areas  it  was  paper-thin  and 
translucent;  elsewhere  it  was  as  much  as 
5 mm.  thick.  Blocks  from  the  femur  .showed 
ii-regularly  distributed  areas  of  condensation 
separated  by  broad  zones  which  appeared 


Fig.  6.  Tumor  is  seen  to  be  a poorly  differentiated 
carcinoma  of  transitional  cell  type. 


Fig.  7.  Low-power  view'  of  sphenoid  sinus  showing 
transition  from  normal  to  neoplastic  epithelium. 


porous  and  cystic.  A microscopic  examina- 
tion revealed  dense  new  bone  formation 
surrounding  areas  of  necrosis.  The  trabec- 
ular architecture  was  disrupted  severely. 
The  inflammatory  reaction  was  minimal. 

Comment 

Dk.  Glenn;  The  diagnosis  of  radiation 
osteitis  was  flnst  made  in  this  patient  in 
1930,  when  the  fracture  of  the  right  femur 
failed  to  heal,  by  the  late  Harrison  Mart- 
land,  M.I).2“*  who.se  pioneer  studies  first 
directed  medical  attention  to  the  long-term 
effects  of  ingested  radium  and  allied  sub- 
stances. At  that  time  a determination  of 
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the  body  burden  of  radioactive  substance 
gave  a value  of  15  micrograms  by  the  electro- 
metric method.  In  1935  another  deter- 
mination was  done,  yielding  a value  of  3.9 
micrograms,  but  in  1940  the  value  obtained 
was  8 micrograms.  Determinations  done 
in  1954  at  the  National  Institutes  of  Health 
gave  a total  body  burden  of  7.4  micrograms 
of  radium  (as  radon)  and  8 micrograms  by 
gamma  radiation.  Determinations  done  on 
the  cadaver  in  1959  gave  a radium  content 
of  7.6  micrograms.  The  gamma  deter- 
mination was  6.6  ± 0.7  microgram,  the 
radium  equivalent  by  radon  1 ± 0.5  micro- 
gram. The  mesothorium  by  gamma  deter- 
mination was  less  than  0.1  microgram. 
Martland  was  of  the  opinion  that  determina- 
tions done  in  the  early  days  were  not  highly 
accurate;  the  results  varied  in  consistency. 
Probably  the  values  of  15  and  3.9  micro- 
grams are  too  high  and  too  low  respectively, 
for  determinations  done  fi’om  1940  on  con- 
sistently fell  in  the  range  of  7.4  to  8 micro- 
grams. 

The  cases  reported  by  Martland  included 
luminous-dial  painters,  individuals  who 
drank  a proprietary  nostrum  known  as 
Radiothor,  and  some  scientists  who  were 
exposed  to  radium  and  other  radioactive 
substances  in  the  course  of  their  work. 
This  group  of  patients  plus  additional  cases 
are  conveniently  summarized  by  Aub  et  alP 
Of  the  30  patients,  14  were  dial  painters; 
1 1 of  these  developed  severe  crippling  lesions 
of  radiation  osteitis.  Six  of  the  dial  painters 
died  of  neoplasms,  3 of  which  arose  in  the 
paranasal  sinuses;  2 of  bone  sarcoma;  and  1 
of  leukemia.  Six  patients  had  received 
radium  injections  for  one  reason  or  another; 
5 of  these  developed  severe  radiation  osteitis, 
and  2 of  these  died  of  bone  sarcoma.  Of  the 
5 patients  who  drank  the  nostrum,  1 de- 
veloped a fibrosarcoma  of  the  capsule  of  the 
knee.  The  5 scientists  who  were  exposed  to 
radium  had  in  general  much  lower  values  of 
body  radium  content.  None  of  these  de- 
veloped tumors,  and  only  1 developed 
os.seous  changes  which  were  roentgcno- 
graphically  consistent  with  the  effects  of 


radiation. 

There  has  been  considerable  debate  as  to 
whether  radium  or  mesothorium  is  respon- 
sible for  the  changes  seen  in  bone.  In  this 
patient  the  amount  of  mesothorium  meas- 
ured at  postmortem  examination  was  very 
small,  and  it  seems  unlikely  that  this  ele- 
ment was  responsible  for  the  lesions  we  have 
seen.  However,  one  of  the  decay  products 
of  mesothorium  is  radiothorium,  an  alpha- 
emitter  with  a half-life  of  1.9  years.  In 
general,  it  is  thought  that  thorium  and  its 
decay  products  are  deposited  initially  in 
periosteum  and  endosteum,  while  radium 
migrates  into  the  calcium  phosphate  crystal- 
line structure  of  the  inorganic  part  of  bone. 
Jaffe®  points  out  that  radioactive  materials 
tend  to  be  concentrated  where  osseous 
tissue  is  being  laid  down  during  bone  growth, 
bone  maintenance,  or  reconstruction.  It  is 
possible  that  radioactive  material  deposited 
in  one  place  may  be  translocated  to  another 
where  the  metabolic  activity  is  higher. 
It  also  is  conceivable  that  soluble  radio- 
active materials  can  be  transported  from 
the  site  of  primary  deposition  via  the  blood 
stream  to  other  sites. 

It  is  of  some  importance  to  keep  in  mind 
the  observation  that  in  patients  who  have 
ingested  radioactive  substances  the  tissue 
damage  is  caused  by  alpha  rays,  whereas  in 
ordinary  radiation  therapy  the  biologic 
effects  are  due  to  gamma  rays.  The  effec- 
tive range  of  alpha  rays  in  body  tissues  is 
about  50  microns.  How,  under  this  cir- 
cumstance, can  we  explain  the  apparent 
predilection  for  the  development  of  car- 
cinoma of  the  paranasal  sinuses  in  the 
radium  dial  workers?  One  explanation 
would  be  that  in  the  course  of  their  work  a 
certain  amount  of  the  material  was  in- 
haled and  came  in  contact  with  the  respira- 
tory epithelium.  However,  were  this  so, 
one  would  expect  tumors  of  the  lower  re- 
spiratory tract  as  well,  if  indeed  not  more 
commonly,  as  in  the  e.xample  of  uranium 
miners  in  Joachimsthal  and  Schneeberg.  I 
am  tempted  to  think  that  inhalation  is  not 
the  decisive  factor.  As  we  know,  the  port  of 
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entry  in  most  of  the  unfortunate  young 
women  was  through  the  lips  and  tongue 
as  they  pointed  their  paintbrushes  for  deli- 
cate work.  I think  that  the  elose  applica- 
tion of  the  mucous  membranes  of  the  para- 
nasal sinuses  to  the  periosteum  of  the  bones 
of  the  skull  is  the  important  factor.  No- 
where else  in  the  body  do  we  find  a reason- 
ably labile  epithelium  so  close  to  bone.  It  is 
not  difficult  for  me  to  conceive  of  continual 
bombardment  of  these  epithelia  from  alpha- 
emitting  material  deposited  in  the  bony 
structures  of  the  ethmoid  and  sphenoid 
sinuses. 

Anatomic  Diagnoses 

(!)  Radiation  osteitis  with  extensive  ne- 
crosis and  moderate  regeneration;  {2)  tran- 
sitional cell  carcinoma,  sphenoid  sinus  with 
extension  into  skull,  cranial  cavity,  optic 
chiasm,  and  right  orbital  tissue. 


Acknowledgment. — -Portions  of  material  in  this 
article  and  Figure  1 are  included  by  courtesy  of  Charles 
C Thomas,  Publisher.  From  Glenn,  J.  A.,  Jr.,  Galindo, 
J.,  and  Lawrence,  C.  E.:  Chronic  radium  poisoning 

in  a dial  painter,  Am.  J.  Roentgenol.  83  : 645  (Mar.) 
1960. 

A reading  on  the  radium  burden  of  the  cadaver  was 
furnished  by  Dr.  Robley  D.  Evans’  radium  research 
group  of  the  Atomic  Energy  Commission  at  the  Mas- 
sachusetts Institute  of  Technology. 
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Editor’s  Note. — The  Radium  Research  Project  of  the  New  Jersey  State  Department 
of  Health  maintains  a registry  of  all  persons  connected  with  the  use  of  radium  in  the  con- 
text of  this  case.  This  includes  not  only  the  celebrated  radium-dial  workers  but  also  all 
other  persons  known  to  have  been  employed  in  this  industry  as  well  as  all  persons  known  to 
have  ingested  radioactive  waters.  To  date,  over  800  persons  are  so  registered.  Over  200 
patients  remain  under  continuing  study  for  the  long-term  effects  of  radium.  This  project 
is  being  sponsored  by  the  Atomic  Energy  Commission.  One  aspect  of  considerable  im- 
portance is  to  determine  what,  if  any,  are  the  long-term  effects  of  small  doses  of  radium. 
Any  physician  having  knowledge  of  individuals  exposed  to  radium  in  the  above  context  is 
requested  to  communicate  with  the  Radium  Research  Project,  New  Jersey  State  Depart- 
ment of  Health,  11  W ashington  Street,  West  Orange,  New  Jersey. 


Aiiloniobiles  Major  Source  of  Air  Pollution 


Automobiles  are  a major  source  of  air  pollution, 
ranking  first  among  nine  leading  sources,  according 
to  Patterns  of  Disease,  a Parke,  Davis  & Company 
publication. 

An  analysis  of  air  contaminants  over  Los  Angeles 
County  as  of  January,  1961,  showed  that  automo- 
biles released  965  tons  per  day  of  hydrocarbons,  250 


tons  of  nitrogen  oxides,  19  tons  of  sulfur  dioxide, 
6,850  tons  of  carbon  monoxide,  and  27  tons  of  aero- 
sols. Ranking  second  as  a source  of  air  pollution 
are  other  modes  of  transportation,  followed  by  the 
petroleum  industry,  combustion  of  fuels,  use  of 
organic  solvents,  metals,  chemicals,  incineration  of 
refuse,  and  minerals. 
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^HE  abnormality  of  nitrogen  metabolism 
in  diabetes  mellitns  assumes  major 
importance  in  the  nncontrolled  patient  and 
in  the  patient  -who  is  difficult  to  control. 
In  the  stable  diabetic  patient,  the  regulation 
of  disturbed  carbohydrate  and  fat  metabo- 
lism is  of  far  greater  concern.  Impaired 
protein  metabolism  in  the  severe  diabetic 
patient,  as  manifested  l)y  negativ^e  nitrogen 
l)alancc  and  muscle  wasting,  has  been  recog- 
nized for  many  years,  but  it  is  only  recently 
that  direct  proof  has  become  available  to 
incriminate  the  altered  nitrogen  metabo- 
lism of  diabetes  as  a primary  defect  of  the 
disease.  The  early  clinical  observations 
provided  clues  suggesting  this  defect.  The 
av'ailability  of  pure  insulin  preparations, 
the  advances  in  analytic  technics,  and  the 
production  of  experimental  diabetes  in 
animals  have  pro\'ided  the  necessary  tools 
to  confirm  these  impressions.  (’urrent 
methodologic;  refinemeTits  for  studying  iso- 
lated tissues  in  vitro  and  isotojjic  tracer 

* New  York  City  Investigator  of  the  Health  Re- 
search Council  of  New  York  (jf  1-156). 


substances  have  made  it  possible  to  define 
in  some  detail  the  metabolic  lesions  of  pro- 
tein synthesis  and  degradation  in  the  diabetic 
animal.  Such  studies  should  further  our 
understanding  of  diabetes  and  also  should 
help  to  elucidate  the  mechanisms  of  insulin 
action. 

Recent  rtdvances  in  Ihiderstanding  of 
Protein  Synthesis 

At  the  onset  it  seems  appropriate  to  out- 
line briefly  the  recent  major  advances  in 
our  understanding  of  protein  s3’nthesis. 
The  structural  unit  of  a protein  is  the 
amino  acid.  The  bodj^  is  dependent  on  two 
sources  for  its  supply  of  amino  acids;  (1) 
the  amino  acids  derived  from  the  protein 
of  the  diet  and  (2)  the  amino  acids  that  can 
be  synthesized  from  precursors  in  the  various 
tissues.  The  body  is  absolutely  dependent 
on  dietary  protein  because  of  its  inabilit,v 
to  synthesize  some  of  the  amino  acids  at  the 
rate  reciuinai  for  the  needs  of  the  organism.' 
Those  amino  acids  that  must  be  supplied  in 
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TABLE  I. — Classification  of  Amino  Acids  with 
Regard,  to  Their  Effect  on  Growth  of  White 
Rats' 


Essential 

Nonessential 

Lysine 

Glycine 

Tryptophan 

Alanine 

Histidine 

Serine 

Phenylalanine 

Aspartic  Acid 

Leucine 

Glutamic  Acid 

Isoleucine 

Proline 

Threonine 

Hydroxyproline 

Methionine 

Citrulline 

Valine 

Cystine  t 

Arginine* 

Tyrosine  t 

* Arginine  can  be  synthesized,  but  not  at  a rate 
sufficient  to  meet  demands  of  normal  growth. 

t When  adequate  amounts  of  these  amino  acids 
are  available  in  the  diet,  the  requirement  for  methio- 
nine and  phenylalanine,  respectively,  is  diminished. 

the  diet  are  known  as  the  essential  amino 
acids  (Table  I). 

In  proteins,  amino  acids  are  joined  to- 
gether in  peptide  bond  linkage,  that  is,  the 
amino  group  of  one  amino  acid  is  linked  to 
the  carboxyl  group  of  the  adjacent  amino 
acid  with  the  splitting  out  of  one  molecule 
of  water.  Proteins  differ  in  the  specific 
amino  acids  contained  in  the  molecule, 
in  the  number  of  amino  acids  present,  and 
in  the  spatial  relationships  of  the  amino 
acids.  For  example,  beef  insulin,  the  first 
protein  to  have  its  structure  completely 
elucidated,  was  shown  by  Sanger^  and  his 
colleagues  to  have  a molecular  weight  of 
(),000  and  to  be  composed  of  two  chains  of 
amino  acids  held  together  by  disulfide  link- 
ages (Fig.  1). 

A study  of  the  molecular  stnuTun'  of 
insulin  obtained  from  species  other  than 
cattle  reveals  that  the  B chain  is  always 
the  same,  but  that  the  three  amino  acids 
contained  within  the  disulfide  ring  of 
the  A chain  differ.^-'*  In  beef  insulin  this 
sequence  is  alanine-serine-valine,  in  pig 
insulin  it  is  threonine-serine-isoleucine,  in 
sheep  insulin  it  is  alanine-glycine-valine, 
in  horse  insulin  it  is  threonine-glycine- 
isoleucine,  and  in  whale  insulin  it  is  threo- 
nine-serine-isoleucine. 

The  application  of  isotopic  methods  to 
the  study  of  piotein  metabolism  established 
that  dietary  nitrogen  is  incorporated  into 
tissue  protein  in  the  adult  as  well  as 


A - Chain 


B - Chain 


Glycine 
Iso  leucine 
Valine 

Glutamic  Acid 
Glutamine 

r Cysteine 
Cysteine 
Y*  Alanine 
I Serine 

L Valine 
Cysteine 
Serine 
Leucine 
Tyrosine 
Glutamine 
Leucine 
Glutamic  Acid 
Asparagine 
Tyrosine 
Cysteine 
Asparagine 


- S - S - 


- S - S - 


phenylalanine 

Valine 

Asparagine 

Glutamine 

Histidine 

Leucine 

Cysteine 

Glycine 

Serine 

Histidine 

Leucine 

Valine 

Glutamic  Acid 

Alanine 

Leucine 

Tyrosine 

Leucine 

Valine 

Cysteine 

Glycine 

Glutamic  Acid 

Arginine 

Glycine 

Phenylalanine 

Phenylalanine 

Tyrosine 

Threonine 

Pro  line 

Lysine 

Alanine 


Fig.  1.  The  structure  of  beef  insulin. 


ill  the  growing  animal.  The  pioneering 
investigations  of  Schoenheimer  and  Ritten- 
berg^  demonstrated  that  amino  acids  labeled 
with  N‘®  and/or  deuterium,  when  given  to 
adult  rats  in  nitrogen  balance,  arc  found 
invariably  in  tissue  proteins.  These  data 
led  to  the  present-day  concept  of  protein 
metabolism  as  a dynamic  phenomenon,  that 
is,  certain  body  proteins  are  being  synthe- 
sized and  degraded  continually  while  re- 
maining relatively  constant  in  quantity. 
It  is  obvious  that  net  protein  synthesis 
occurs  also  in  certain  rapidly  proliferating 
tissues  in  (he  adult,  organism;  protein 
synthesis  must  occur  pari  passu  with  red 
blood  cell  formation  and  with  replacement 
of  cells  of  intestinal  mucosa. 
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Protein  Biosynthesis* 

The  investigation  into  the  detailed  mech- 
anisms of  protein  synthesis  has  received 
tremendous  impetus  from  the  newer  knowl- 
edge of  nucleic  acid  structure  and  metabo- 
lism and  from  the  demonstration  of  protein 
synthesis  by  subcellular  preparations  of 
tissues.  The  events  leading  to  the  formation 
of  the  final  protein  molecule  have  been  shown 
to  be  numerous  and  extremely  complex. 

The  first  step  in  this  series  of  reactions 
leading  to  protein  formation  is  the  enzymatic 
activation  of  the  carboxyl  groups  of  the 
amino  acids  by  ATP  to  form  enzyme-bound 
amino  acyl-adenylates: 

RCOO~  -)-  ATP  Enzyme 

RCO — AMP — Enzyme  -f  PP. 

The  evidence  leads  to  the  generalization 
that  each  individual  amino  acid  is  activated 
by  a specific  enzyme.®”^'’ 

The  next  portion  of  the  reaction  sequence 
is  the  transfer  of  the  activated  amino  acid 
to  the  low  molecular  weight  ribonucleic 
acid  (sRNA)  of  the  soluble  moiety  of  the 
cell : 

RCO — AMP — Enzyme  -|-  sRN.\ 

RCO— sRNA  -|-  AMP  -t-  Enzyme. 

Evidence  for  this  reaction  has  been  obtained 
by  following  the  incorporation  of  radio- 
actively  labeled  activated  amino  acids  into 
amino  acid-sRNA  complexes  by  enzymes 
present  in  the  soluble  supernatant  fraction 
of  cell  hemogenates.”’^^  It  has  been  es- 
tablished that  both  ATP  and  CTP  provide 
the  terminal  nucleotide  grouping: 

Cytosine  Cytosine  Adenine 
RNA  — P — Ribose  — P — Ribose  — P — Ribose, 

and  that  this  grouping  is  an  obligatory 
feature  for  the  attachment  of  all  amino  acids 
so  far  tested. The  carboxyl  group  of 
an  amino  acid  esterifics  a free  hydroxyl 
group  of  the  terminal  ribose  of  sRNA.^®’*® 

* The  abbreviations  used  in  the  section  on  protein 
biosynthesis  are:  RCOO“,  representing  any  amino 

acid;  ATP,  adenosine  triphosphate;  PP,  inorganic 
pyrophosphate;  P,  phosphorus;  AMP,  adenylic  acid; 
GTP,  guanosine  triphosphate;  sRNA,  soluble  ribo- 
nucleic acid;  RNP,  microsome  ribonucleoprotein; 
CTP,  cytidine  triphosphate. 


Although  all  the  amino  acids  are  probably 
attached  to  the  terminal  ribose,  the  portion 
of  sRNA  exclusive  of  the  terminal  nucleo- 
tide grouping  determines  which  special 
amino  acid  is  placed  in  position.  Since  the 
binding  process  is  terminal  and  specific, 
it  can  be  inferred  that  the  cell  contains  a 
population  of  sRNA  molecules,  each  of  these 
specific  for  a given  amino  acid,  rather  than 
a single  molecular  species  bearing  as  many 
sites  as  there  are  amino  acids.  The  success- 
ful isolation  of  pure,  specific  sRNA  mol- 
ecules has  been  reported. 

Further  proof  that  attachment  of  amino 
acids  to  sRNA  is  an  intermediary  step  in 
protein  formation  was  dependent  on  the 
demonstration  that  amino  acids  are  in- 
corporated into  sRNA  in  the  intact  cell 
prior  to  their  incorporation  into  protein, 
and  also  that  sRNA-bound  amino  acids 
could  be  transferred  directly  into  a peptide- 
like  material.  Naturally  occurring  sRNA, 
when  isolated,  contains  almost  all  the  natural 
amino  acids  attached  to  The  be- 

havior of  these  sRNA-bound  amino  acids 
has  been  studied  in  vivo;  when  radioactive 
amino  acids  are  injected  into  an  animal,  they 
label  the  sRNA  earlier  than  any  other  frac- 
tions of  RNA  or  protein. 

Evidence  is  available  to  suggest  that  a 
direct  transfer  of  sRNA-bound  amino  acid 
to  microsomal  RNA  takes  place^^~^^: 

RCO-sRNA  -b  RNP  RCO-RNP  -f-  sRNA. 

Enzymes  that  transfer  amino  acids  from 
soluble  RNA  to  microsomal  ribonucleo- 
protein have  been  isolated^®'^^;  this  prepara- 
tion from  rat  liver  was  found  to  have  a 
specific  requirement  for  GTP.  Hoagland^® 
has  obtained  results  to  indicate  that  all 
terminally  bound  amino  acids  are  trans- 
ferred simultaneously  to  microsomes.  This 
finding  suggests  that  amino  acids  may 
be  assembled  in  a new  peptide  chain  during 
their  incorporation  into  the  microsomal 
fraction,  and  that  they  are  not  simply  added 
to  the  terminal  part  of  already  existing 
microsomal  protein.  In  support  of  this 
h}^pothesis  is  the  finding  of  Muir,  Neu- 
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berger,  and  Perrone^®  that  the  specific 
activity  of  the  valine  residues  in  crystalline 
hemoglobin,  after  C^^-valine  administration 
to  rats,  is  the  same  regardless  of  the  loca- 
tion of  the  valine  within  the  molecule. 
Similar  results  have  been  obtained  when 
the  pattern  of  labeling  of  the  milk  proteins, 
casein  and  beta-lactoglobulin,  was  examined 
in  the  lactating  goat,^®’®®  and  glyceraldehyde- 
3-phosphate  dehydrogenase,  aldolase,  and 
phosphorylase  of  rabbit  muscle.  How- 

ever, nonuniform  labeling  has  been  reported 
in  other  in  vivo®'*  and  in  vitro  studies.®®'®® 
More  recent  data  support  strongly  the 
notion  that  protein  synthesis  takes  place 
by  a sequential  addition  of  amino  acids.  ®^ 

Little  is  known  about  the  mechanism  that 
effects  the  detachment  of  the  finished  pro- 
tein from  the  RNA  microsomal  particles: 

Protein-RNP *■  Protein  -f  RNP. 

Other  routes  of  protein  synthesis  have 
been  explored,®®"*®  and  their  contributions, 
although  probably  small,  remain  to  be 
evaluated  further.**"*^ 

Nitrogen  Metabolism  in  Diabetes 

Human  Being. — Balance  studies  in  the 
human  being  confirm  the  clinical  impression 
of  a negative  nitrogen  balance  in  unstable 
and  ketotic  individuals.*®-*®  In  diabetic 
coma,  the  blood  nonprotein  nitrogen  may 
be  elevated  greatly,  ®®~®®  only  to  return 
to  normal  levels  when  the  ketosis  is  cor- 
rected. Renal  function  studies  suggest 
that  the  azotemia  of  diabetic  coma  is  in 
part  the  result  of  diminished  effective  renal 
plasma  flow  and  diminished  glomerular 
filtration  rate.®®"®®  Slight  increases  in  blood 
amino  acid  levels  have  been  reported  in 
individual  cases  of  diabetes,®®-®'*  but  in  sev- 
eral large  series  there  was  no  statistical 
difference  between  control  and  diabetic 
persons.®®-®®  There  is  no  gross  abnormality 
in  the  electrophoretically  detectable  serum 
proteins  of  diabetic  patients  in  the  absence 
of  liver  disease  or  kidney  involvement;  the 
serum  of  patients  with  diabetic  glomerulo- 
sclerosis is  characterized  by  a significant 


elevation  of  alpha2-globulin.®®  The  very 
low  density  serum  lipoproteins  are  usually 
present  in  increased  concentration  in  diabetic 
acidosis,  but  this  is  more  likely  the  result 
of  abnormal  lipid  metabolism.®*  The  serum 
glycoproteins  have  been  shown  to  be  ele- 
vated in  diabetic  individuals  with  degenera- 
tive vascular  disease  but  not  in  those  without 
complications.®® 

Urinary  nitrogen  losses  in  ketotic  patients 
may  be  enormous.  *®'®°-®*  An  increased  uri- 
nary excretion  of  amino  acids  is  found  in 
some  patients  with  diabetes,  especially 
those  in  ketosis.®®-®®  It  seems  likely,  how- 
ever, that  the  increased  loss  of  nitrogen  in 
the  urine  of  patients  in  diabetic  ketosis 
is  at  least  in  part  a reflection  of  the  non- 
specific nitrogen  loss  that  may  be  present 
in  acidosis.*® 

Animal. — As  in  spontaneous  human  di- 
abetes, experimentally  induced  diabetes 
in  animals  results  in  a negative  nitrogen 
balance.®®  Elevation  of  the  blood  amino- 
N is  seen  in  animals  made  diabetic  with 
alloxan  or  by  pancreatectomy.®*"®*  Uri- 
nary amino  acid  excretion  is  increased 
in  diabetic  dogs®®  and  in  alloxan-diabetic 
rats.®® 

Early,  direct  evidence  for  a disturbance 
of  protein  metabolism  is  provided  by  the 
elegant  experiments  of  Hoberman™;  gly- 
cine labeled  with  isotopic  nitrogen  was  used 
to  demonstrate  increased  protein  cataboUsm 
and  decreased  amino  acid  utilization  for 
protein  synthesis  in  the  alloxan-diabetic 
rat.  Forker  et  aU'-  confirmed  these  ob- 
servations subsequently  by  showing  that 
diabetic  dogs  incorporate  one  third  to  one 
fifth  the  amount  of  S®®-methionine  into 
muscle  protein,  compared  with  normal  dogs 
or  depancreatized  dogs  treated  with  insulin. 
These  authors  were  unable  to  demonstrate 
an  increased  breakdown  of  plasma  proteins 
in  the  diabetic  animal.*®  Green  and  Miller,*® 
using  the  isolated  liver  perfusion  technic, 
found  that  the  liver  of  the  alloxan-diabetic 
rat  incorporates  only  about  half  as  much 
1-leucine-C**  into  liver  and  plasma  protein 
as  does  the  normal  liver.  In  addition,  they 
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showed  that  C’ ‘‘-labeled  liver  protein  and 
plasma  protein  are  catabolized  by  the 
diabetic  rat  liver  at  approximately  twice 
the  normal  rate.  It  has  been  shown  also, 
with  the  aid  of  citrate-C’'',  thati  the  blood 
citrate  is  a precursor  of  kidney  and  liver 
protein  in  the  alloxan-diabetic  and  normal 
rat.'^^  This  finding  is  in  contrast  to  the 
data  obtained  with  isotopic  amino  acids  in 
that  the  tissue  proteins  of  diabetic  and 
normal  rats  are  labeled  to  the  same  extent. 

Working  with  isolated  tissues  of  alloxan- 
diabetic  rats,  KrahF®  demonstrated  that  the 
uptake  of  amino  acids  by  the  diaphragm  and 
the  liver  is  greatly  reduced;  this  reduction 
in  uptake  could  be  overcome  in  diaphragm 
by  the  addition  of  glucose  to  the  incubation 
medium,  but  glucose  plus  insulin  are  re- 
quired to  restore  the  uptake  of  amino  acids 
by  liver  slices  to  normal.  The  presence  of 
pyruvate  or  fructose  in  the  incubation  mix- 
ture was  shown  to  increase  glycine-l-C‘^ 
incorporation  by  diabetic  liver  slices  to 
levels  seen  when  glucose  and  insulin  are 
present.'^® 

The  in  vitro  incorporation  of  radioactive 
amino  acids  into  protein  by  both  mito- 
chondria and  microsomes  of  liver  of  alloxan- 
diabetic  rats  is  lower  than  that  of  subcellular 
particles  from  normal  rat  liver.^^  The 
treatment  of  diabetic  rats  with  insulin 
restores  toward  normal  the  incorporation  of 
amino  acids  by  the  subcellular  particles. 
The  treatment  of  normal  rats  with  insulin 
enhances  the  ability  of  the  microsomes  from 
rat  liver  to  incorporate  amino  acids  into 
protein  in  vitro.’®’'^®  KorneF'  also  demon- 
strated that  the  microsomes  of  normal  rat 
liver  incorporate  the  same  amount  of  amino 
acid  into  protein  regardless  of  whether  or  not 
they  were  incubated  in  the  presence  of 
normal  soluble  cytoplasmic  fraction  or  a 
soluble  cytoplasmic  fraction  from  the  liver 
of  alloxan-diabetic  rats.  When  microsomes 
isolated  from  the  liver  of  an  alloxan- 
diabetic  rat  are  incubated  with  the  soluble 
supernatant  from  the  liver  of  a normal  rat, 
no  effect  is  noted  on  the  impaired  incorpora- 
tion of  amino  acids  into  protein.  These 


experiments  indicate  that  the  amino  acid- 
activating system  and  the  transfer  of  the 
activated  amino  acid  to  sRNA  are  intact 
in  the  liver  of  the  alloxan-diabetic  rat,  and 
that  the  defect  must  be  subserpient  to  these 
two  steps  in  the  sequence  leading  to  protein 
synthesis. 

The  impairment  of  mucopolysaccharide 
synthesis  in  the  skin  of  alloxan-diabetic  rats 
has  been  demonstrated  also*®;  treatment 
of  the  diabetic  rats  with  insulin  restores 
synthesis  to  normal  levels. 

Effect  of  Insulin  on 
Nitrogen  Metabolism 

In  Vivo. — The  admini.stration  of  insulin 
to  the  intact  organism  results  in  a decrea.se 
of  the  plasma  amino-N  concentration®®  *^”*^; 
the  blood  urea  is  unaffected.*®  The  pro- 
portions in  which  e.ssential  amino  acids 
disappear  from  the  blood  of  the  fasting  dog 
after  insulin  administration  correspond  with 
the  relative  proportion  of  these  amino 
acids  in  the  protein  of  muscle.*®  The 
inability  to  produce  a decline  in  the  plasma 
amino  acids  after  insulin  administration 
to  adrenal  demedulated  rabbits*’  and  to  cats 
that  have  been  provided  with  carbohydrate** 
has  led  some  authors  to  suggest  that  the 
insulin  is  acting  indirectly.  They  have 
postulated  that  the  hypoglycemia  induced 
by  insulin  results  in  a relea.se  of  epinephrine 
which  in  turn  promotes  the  fall  in  plasma 
amino  acid  concentrations.  This  explana- 
tion appears  untenable  for  the  following 
reasons:  First,  it  can  be  demonstrated  that 
insulin  promotes  amino  acid  uptake  by 
isolated  tissues  (vide  infra).  Further,  tracer 
experiments”  with  eviscerated  dogs  sub- 
stantiate the  initial  observations  that  insulin 
serves  directly  to  increase  amino  acid  uptake 
from  the  blood.  Last,  treatment  with 
insulin  also  prevents  the  rise  in  the  blood 
amino  acid  level  which  otherwise  follows 
evisceration.®®’*®'®® 

No  consistent  effect  of  insulin  on  urinary 
nitrogen  excretion  has  been  noted®' ; changes 
in  urinary  amino-N  after  insulin  administra- 
tion have  not  been  looked  for.  The  ex- 
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cessive  nitrogen  loss  and  tissue  wastage  of 
the  diabetic  patient''®  or  animal®®  can  be 
prevented  by  treatment  with  insulin. 

In  Vitro. — Insulin,  added  in  vitro  stimu- 
lates the  incorporation  of  radioactive  amino 
acids  into  proteins  of  isolated  rat  dia- 
phragms,of  rat  epididymal  adipose 
tissue,®®  of  rat  heart  slices,®®  and  of  isolated, 
perfused  rabbit  liver.  ®^  The  incorporation 
of  pyruvate,  an  amino  acid  precursor,  into 
adipose  tissue  also  is  enhanced  by  insulin.®* 
An  effect  of  insulin  on  the  incorporation  of 
labeled  glycine  into  glutathione  with  rat 
liver  slices  was  demonstrated  by  Krahl,^® 
but  no  effect  was  elicited  for  the  incorpora- 
tion of  amino  acid  into  protein.  It  should 
be  noted,  however,  that  this  in  vitro  response 
decreased  with  the  duration  and  severity 
of  diabetes.  The  finding  of  Doell,®®  that 
insulin  added  in  vitro  fails  to  enhance 
leucine-C'^  incorporation  into  protein  of 
subcellular  rat  liver  fractions,  is  consistent 
with  the  latter  observation.  However,  the 
administration  of  insulin  from  twelve  to 
eighteen  hours  prior  to  sacrifice  results  in  an 
increased  incorporation  of  leucine-C*''  into 
microsomal  protein.  These  results  are  rem- 
iniscent of  the  experiments  of  Ashmore  et 
a/.'“®  that  demonstrated  the  repair  of  the 
defects  in  carbohydrate  and  lipid  metabolism 
of  alloxan-diabetic  rat  liver  when  insulin 
was  administered  to  the  animal,  but  not 
when  insulin  was  added  in  vitro. 

It  has  been  shown  that  the  effect  of 
insulin  on  amino  acid  incorporation  into 
diaphragm  is  not  the  result  of  a primary 
effect  on  glucose  metabolism.  Alanchester 
and  Young®®  and  Wool  and  Krahl®^  demon- 
strated that  the  effect  could  be  elicited  in 
the  complete  absence  of  glucose.  The 
addition  of  glucose  to  the  incubation  mixture 
did  not  influence  amino  acid  incorporation 
into  protein  in  the  presence  or  absence  of 
insulin.®®''®' 

The  mechanism  of  the  insulin  effect 
on  diaphragm  has  not  been  elucidated  com- 
pletely; there  are,  however,  several  clues 
as  to  how  the  insulin  acts.  Kipnis  and 
Noall'®^  observed  that  insulin  stimulates 


the  accumulation  by  isolated  diaphragm 
of  the  nonutilizable  amino  acid,  alpha- 
aminoisobutyric  acid,  and  they  suggest  that 
insulin  might  enhance  the  transport  of  the 
amino  acid  across  the  cell  membrane  as  has 
been  described  with  glucose  and  other 
sugars.  In  view  of  the  inability  of  insulin 
to  enhance  the  transport  of  tyrosine  or 
alpha-methyltyrosine  in  the  diaphragm,'®® 
this  concept  must  be  accepted  with  caution. 

Attention  should  be  drawn,  however, 
to  two  other  observations  that  speak  for  a 
direct  effect  of  insulin  on  protein  synthesis 
in  the  rat  diaphragm.  First,  when  the 
amino  acids  of  diaphragm  are  labeled  by  in 
vivo  administration  of  C'^  amino  acids, 
insulin  added  to  the  isolated  diaphragm 
results  in  an  increased  incorporation  of  the 
intracellular  amino  acid  into  protein. '®'* 
In  addition,  Manchester  and  Krahl'®®  stim- 
ulated the  incorporation  of  the  C'^  of 
labeled  carbon  dioxide  and  a number  of 
labeled  carboxylic  acids  into  the  protein  of 
diaphragm  by  the  addition  of  insulin  to  the 
incubation  medium.  Wool'®®  has  shown 
recently  that  insulin  added  in  vitro  to 
diaphragm  enhances  the  incorporation  of  the 
C'^  of  labeled  glucose,  adenosine,  and  orotic 
acid  into  the  nucleic  acid  fraction  of  rat 
diaphragm.  One  possible  interpretation  of 
these  data  is  that  insulin  increases  the  rate 
of  IlNA  synthesis.  Since,  as  we  have  seen 
before,  RNA  is  an  obligatory  member  of  the 
sequence  leading  to  protein  synthesis,  insulin 
might  enhance  protein  synthesis  by  making 
more  RNA  available. 

Interrelationship  of  Insulin  tvith  Other 
Hormones 

Evidence  for  an  intimate  relationship 
between  growth  hormone,  adrenal  cortical 
steroids,  and  insulin  has  been  provided  by  a 
number  of  investigators.  In  1931,  Houssay 
and  Biasotti'®^  demonstrated  that  the  nega- 
tive nitrogen  balance  of  diabetic  animals  is 
reversed  by  hy  pophysectomy ; in  1936, 
Long  and  Lukens'®*  showed  that  adre- 
nale(dnmy  has  a similar  effect  on  diabetic 
animals.  These  early  experiments  indicate 
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the  necessity  for  insulin  in  order  that 
positive  nitrogen  balance  be  maintained. 
Indeetl,  more  direct  approaches  amj)lify 
this  requirement  for  insulin  in  order  that 
pituitary  growth  hormone  ('xert  its  growth- 
promoting  action  in  the  cat  and  dog'"®"''"* 
and  in  the  alloxan-diabetic  rat.”^  These 
experiments  have  led  to  the  hypothesis  that 
one  of  the  effects  of  growth  hormone  is  to 
serve  as  a stimulus  for  insulin  secreted  by  the 
pancreas.  Further  experiments  to  define 
this  interrelationship  have  led  to  conflicting 
explanations.  i i6-i  is 

The  complex  nature  of  the  insulin-growth 
hormone  relationship  is  well  illustrated  by 
the  experiments  of  Manchester,  Randle,  and 
Young”®  and  others.”®””  They  found  that 
growth  hormone  depresses  the  sensitivity 
of  isolated  rat  diaphragm  to  the  effect  of 
insulin  so  far  as  glucose  utilization  is 
concerned  and  at  the  same  time  increases 
the  sensitivity  of  diaphragm  to  the  effect 
of  amino  acid  incorporation  into  protein. 
It  has  been  suggested^®  that  in  the  intact 
animal  growth  hormone  directs  the  action 
of  insulin  away  from  carbohydrate  and 
fat  metabolism  and  toward  protein  synthesis. 

Relationships  of  insulin  with  other  hor- 
mones have  been  described,  but  the  data 
are  of  a preliminary  nature.  Corticosteroid 
administration  to  the  intact  rat  has  been 
shown  to  depress  the  insulin  effect  on  amino 
acid  incorporation  into  proteins  of  isolated 
diaphragm.”®'”®  The  evidence  of  Sirek 
and  Best”®  indicates  that  insulin  is  required 
for  the  anabolic  action  of  testosterone,  since 
there  is  no  alteration  of  the  blood  nonprotein 
nitrogen  by  testosterone  in  depancreatized 
dogs  deprived  of  insulin. 

Conclusions 

It  is  now  possible  to  state  with  certainty 
that  a primary  defect  in  protein  metabolism 
accompanies  the  defects  of  lipid  and  carbo- 
hydrate metabolism  in  the  diabetic  in- 
dividual. The  evidence  indicates  that  pro- 
tein synthesis  is  depressed  and  protein 
breakdown  is  increased  in  the  uncontrolled 
diabetic  individual.  Insulin  administration 


to  the  diabetic  patient  results  in  a correction 
of  these  defects  toward  normal.  There  is  no 
sensitive  indicator  to  apprise  us  of  the  state 
of  protein  metabolism  in  the  diabetic 
human  being.  Ri  the  brittle  diabetic 
patient,  muscle  wasting  is  a manifestation 
of  deficient  protein  metabolism ; in  the 
acidotic  patient,  negative  nitrogen  balance 
is  prominent.  The  defective  protein  metab- 
olism in  the  diabetic  patient  can  be  man- 
aged readily  with  adequate  caloric  intake, 
adequate  protein  intake,  and  proper  insulin 
administration. 
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Intracranial  Aneurysm  and  Hemiplegia 


Edward  F.  Delagi,  M.D.:  Today  we 
deal  with  a hemiplegic  patient  with  some 
special  problems.  Will  the  student  please 
present  the  case. 

Case  History 

This  is  the  first  admission  of  a fifty-five- 
year-old  Negro  male  ambulance  driver. 
Sixty  days  prior  to  admission,  he  struck  his 
head  against  the  door  frame  of  the  ambu- 
lance and  sustained  a superficial  laceration 
followed  by  a steady  headache  which  he 
reported  to  his  supervisor.  Fifty  days  later, 
that  is,  ten  days  prior  to  admission,  he 
suddenly  experienced  a bursting  pain  radi- 
ating from  the  occiput  into  the  right  eye, 
followed  by  a severe  headache  which  lasted 
unabated  until  admission.  Eight  days  prior 
to  admission  he  developed  double  vision 
and  ptosis  of  the  right  eyelid.  He  was  ad- 
mitted with  the  diagnosis  of  a subarachnoid 
hemorrhage  due  to  a right  intracranial 
aneurysm. 

The  pertinent  findings  on  admission  were: 
The  patient  was  a young-looking,  fifty-five- 
year-old,  left-handed,  well-oriented,  appre- 


hensive male.  His  blood  pressure  was  180/ 
105.  There  was  a ptosis  of  the  right  eyelid 
and  external  strabismus  due  to  paralysis  of 
the  right  internal  rectus  muscle.  The  right 
pupil  was  larger  than  the  left,  and  both  re- 
acted to  light.  There  was  noted  also  some 
weakness  of  upward  gaze.  There  was  a 
hypoesthesia  of  the  first  and  second  divisions 
of  the  right  trigeminal  nerve.  The  rest  of 
his  neurologic  status  was  normal.  A blood 
count  and  urinalysis  gave  normal  results. 
His  spinal  fluid  was  markedly  xanthochromic 
and  revealed  proteins  of  34  mg.  per  100  ml., 
sugar  of  66  mg.  per  100  ml.,  red  blood  cells 
617  per  high-power  field,  and  white  blood 
count  17  per  high-power  field.  The  sickle 
cell  preparation  gave  negative  results.  The 
venous  clotting  time  was  seven  minutes. 
Chest  and  skull  roentgenograms  were 
normal.  On  March  16,  the  day  of  admis- 
sion, a right  carotid  angiogram  revealed  a 
bilobed  aneurysm,  originating  from  the 
posterior  supraclinoid  portion  of  the  right 
anterior  communicating  artery.  On  March 
18,  under  endotracheal  anesthesia  and  hypo- 
thermia, a craniotomy  was  performed. 
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During  the  operation,  as  the  third  cranial 
nerve  was  identified,  there  occurred  a sudden 
arterial  hemorrhage.  Under  compression 
of  both  carotid  arteries,  the  aneurysm  was  lo- 
cated and  clipped.  Postoperatively,  the 
patient  was  stuporous  and  had  a left  hemi- 
paresis.  Spinal  fluid  pressures  were  320 
mm.  (initial)  and  200  mm.  (closing),  and 
the  fluid  was  grossly  bloody.  A cerebro- 
spinal decompressant  (Urevert)  was  admin- 
istered intravenously.  The  patient  had 
urinary  incontinence  and  was  put  on  Foley 
drainage.  He  had  a 4 plus  proteinuria  and 
a blood  urea  nitrogen  of  76  mg.  per  100  ml. 
Another  carotid  angiogram,  on  March 
22,  showed  a herniation  of  the  right  cerebral 
hemisphere  under  the  falx  cerebri.  Within 
the  following  week,  the  sensorium  gradually 
cleared,  and  the  spinal  fluid  pressure  dimin- 
ished to  240  mm.  (initial)  and  160  mm. 
(closing)  while  the  spinal  fluid  was  xantho- 
chromic. On  March  30  the  patient  was 
found  semicomatose  with  fixed  dilated 
pupils.  A ventriculogram  demonstrated 
considerable  herniation  of  the  right  hemi- 
sphere across  the  midline.  There  was  no 
change  in  the  right  carotid  angiogram.  A 
decompression  craniotomy  was  performed. 
A right  suprasylvian  hemorrhagic  infarction 
was  noticed  during  the  operation.  Post- 
operatively, he  developed  bowel  incon- 
tinence, fell  out  of  bed,  and  started  to  com- 
plain about  ill  treatment.  Three  weeks 
after  the  operation,  an  electroencephalogram 
revealed  right-sided  slowing  of  electric  brain 
activity.  He  was  transferred  to  the  De- 
partment of  Rehabilitation  Medicine  on 
April  25,  that  is,  twenty-seven  days  after 
the  last  operation. 

The  patient  was  then  reasonably  alert  and 
could  give  a coherent  history.  He  showed 
a left  spastic  hemiparesis  and  hemianopsia. 
The  involvement  was  more  severe  in  the 
upper  extremity  than  in  the  lower.  The 
motor  strength  for  individual  muscles  was 
from  fair  (movement  through  full  range 
against  gravity)  to  poor  (mov’^ement  through 
full  range  with  gravity  eliminated).  The 
sensation  to  touch  and  pinprick  was  di- 


minished only  slightly,  the  vibratory  sense 
was  diminished  in  the  left  upper  extremity, 
and  the  position  sense  and  discriminatory 
fimction  of  the  left  hand  were  all  but  abol- 
ished. There  were  no  contractures  and  no 
subluxations.  He  had  a urinary  infection 
which  was  controlled  with  ammonium  chlo- 
ride and  Furadantin.  An  ophthalmologic 
consult  revealed  a right  open-angle  glau- 
coma which  was  treated  with  pilocarpine 
drops.  The  oculomotor  nerve  palsy  was  im- 
proving. On  May  10,  that  is,  seven  weeks 
after  the  last  operation,  he  had  reached  a 
fair  independence  in  all  activities  of  daily 
living  but  required  some  assistance  in  shav- 
ing and  lacing  his  shoes.  He  continued 
to  be  bewildered  by  his  double  vision  and 
appeared  depressed.  He  ambulated  inde- 
pendently with  a cane.  We  tried  to  inter- 
view his  wife  who  was  under  psychiatric 
care  then,  but  she  refused.  The  patient 
became  difficult  to  manage,  belligerent,  and 
demanding.  He  was  concerned  about  pre- 
mature discharge  from  the  hospital.  A 
compensation  claim  is  pending. 

Dr.  Delagi  : Thank  you.  May  we  see  the 
patient  now?  (The  patient  enters  unaided, 
ambulating  with  a spastic  small  step  gait, 
with  , a cane,  dragging  the  left  foot.  The 
left  arm  is  held  to  the  side  with  slight  flexion 
of  the  elbow.) 

Resident;  First,  you  notice  the  depressed 
scar  in  the  right  temporoparietal  region. 
Second,  you  see  a moderate  ptosis  of  the 
right  eyelid.  Third,  j^ou  see  a central  facial 
paresis  on  the  left  side  and  an  external 
strabismus  indicating  weakness  of  the  right 
internal  rectus  muscle.  You  see  that  the 
left  hand  is  held  ^\-ith  the  wrist  and  fingers 
in  flexion.  He  has  no  subluxation  of  the 
shoulder  joint  because  there  is  some  spas- 
ticity of  the  deltoid  muscle.  You  also  notice 
that  he  has  poor  active  elbow  extension. 
Supination  and  pronation  of  the  forearm 
are  fair,  as  are  the  extension  and  flexion  of 
the  wrist.  There  is  fair  strength  of  hand 
grasp.  In  the  lower  extremity,  hip  flexion 
and  extension  are  of  good  strength,  knee 
extension  and  flexion  are  fair,  as  are  both 


December  1,  1961 


4057 


CLIXIC.  1 L liXIL  UilLl  TA  TlOX  COXFEltEXCE 


dorsi  and  plantar  flexion  of  the  ankle. 

The  sensation  to  pinprick  is  intact  bi- 
laterally, but  there  is  some  diminution  of  the 
vibratory  sensation  over  the  left  entire 
upper  extremity.  Stereognostic  and  posi- 
tion senses  are  lost  in  the  left  hand  and  the 
left  upper  extremity  and  are  diminished  in 
the  left  lower  extremity.  To  demonstrate 
the  defect  in  stereognostic  sense,  several 
objects  of  known  shape  which  are  identified 
by  him  when  they  are  placed  into  the  right 
hand  are  not  recognized  in  his  left  hand,  such 
as  a pencil,  a key,  and  a penknife.  Purpose- 
ful movements  such  as  clapping  his  hands, 
as  you  see,  are  performed  only  with  great 
hesitation  if  at  all,  after  several  times  of  trial, 
in  spite  of  the  good  function  of  the  individual 
muscles  involved.  It  is  difficult  to  assess 
his  coordination  because  of  his  muscle  weak- 
ness, but  it  is  our  impres.sion  that  there  is 
no  ataxia.  Thank  you.  (The  patient  walks 
out  of  the  room.) 

Dr.  Del.a.gi:  Why  was  this  patient 

presented,  and  what  do  you  consider  to  be 
his  present  problems? 

Resident:  Three  problems  greatly  worry 
the  patient.  First,  he  is  fearful  about  his 
defect  in  vision  which  we  know  is  due  to 
diplopia.  Second,  his  left  hand  function  is 
not  commensurate  with  the  relativelj^  fair 
motor  return,  which  tends  to  frustrate  the 
patient.  Third,  he  is  panicky  because  he 
fears  discharge  now  that  he  is  fairlv  inde- 
pendent in  activities  of  daily  living.  In  fact, 
we  consider  that  our  main  problems  with 
him  center  around  poor  function  in  spite  of 
a good  motor  return  and  around  his  psycho- 
logic difficulties. 

Dr.  Delagi:  Before  we  go  into  the  re- 
habilitation goals  in  this  patient,  I think 
we  should  understand  the  extensiA^e  struc- 
tui'al  cerebral  changes  and  the  nature  of  his 
personality  problems. 

('erehral  (lhanges 

Reside.xt:  'I'here  is  biain  dainage  at 

three  separati;  anatomic  sites.  Tlu'  first 
one  was  pn'scmt  preoperatively,  an  aneurysm 
in  the  right  anterior  communicating  artery 


near  the  internal  carotid.  This  caused  the 
ptosis  of  the  right  fid  and  extraocular  muscle 
paresis,  since  the  oculomotor  nerve  is  closely 
related  to  this  area.  During  surgery,  the 
aneurysm  ruptured,  requiring  clamping  of 
both  carotids.  This  probably  caused  the 
infarct  which  was  noticed  in  the  parietal 
area  during  the  second  decompression  op- 
eration. The  possibility  of  further  brain 
damage,  on  the  basis  of  the  herniation  after 
the  first  operation,  must  also  be  considered. 

Bernard  Stoll,  M.D.  : It  is  often  difficult 
to  localize  precisely  a pathologic  condition 
in  the  brain  following  craniotomies.  iVIarked 
edema  of  the  brain  produces  signs  and  symp- 
toms beyond  the  site  of  the  actual  pathologic 
condition.  The  increased  spinal  fluid  pres- 
sure in  our  patient  indicated  edema  despite 
the  use  of  an  intravenous  cerebrospinal 
decompressant. 

Francisca  Racker,  M.D.;  It  is  possible 
that  the  major  deficits  in  this  patient  are 
due  to  the  effects  of  the  operation.  Never- 
theless, the  prognosis  after  the  rupture  of  an 
intraci’anial  aneurysm,  an  event  which  is 
unpredictable  and  frequent  in  occurrence, 
is  so  serious  that  this  operation  must  be 
considered  life-saving,  in  spite  of  all  com- 
plications. In  a recent  neurosurgical  report, 
this  kind  of  aneuiysm  was  treated  by  apply- 
ing two  plastic  coatings  over  the  wall  of  the 
aneurysm  in  an  attempt  to  strengthen  it 
and  to  prevent  rupture.  This  procedure 
adds  to  the  chances  of  a fa\'orable  outcome 
of  the  surgical  management  of  an  intra- 
cranial aneurysm. ' 

Dr.  Delagi:  I would  welcome  some 

clarification  of  the  patient’s  personality 
difficulties  which  would  influence  goals  and 
management. 

Psych osocial  Ilis lory 

Reside.nt:  The  pali('iit’s  attitude,  his 

reactions  to  vi.sits  from  his  wife,  and  his 
whole  personality  indicated  a need  for  a 
complete  psychosocial  evaluation.  I asked 
Mr.  Fiankcl,  our  staff  ji.sychologist,  to  be 
present  her(>  today  to  present  his  findings. 

Alan  Frankel;  The  knowledge  that  this 
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patient  had  a recent  brain  trauma  and  the 
results  of  an  initial  interview  suggested  that 
the  areas  to  be  explored  w'ere  his  intellectual 
functioning,  his  perceptual  integration,  and 
his  basic  personality  resources.  To  do  this 
he  was  given  a battery  of  tests,  which  in- 
cluded the  Wechsler  adult  intelligence  test. 
This  is  a standard  intelligence  test  for  abstract 
reasoning,  memory  and  attention  span, 
perceptual  organization,  and  social  com- 
prehension. It  also  permits  the  estimation 
of  the  effects  of  personality  on  these  func- 
tions. He  was  also  given  the  Rorschach  ink 
blot  test  w'hich  assesses  motivating  factors 
and  personality  structure  and  the  Bender 
visual-motor  Gestalt  test  which  consists  of 
the  copying  of  geometric  designs.  The 
results  of  this  test  often  permit  conclusions 
as  to  the  impact  of  organic  brain  damage. 
Finally,  he  w'as  given  the  Draw  A Person 
test  W'hich  is  graphic  expression  of  the 
patient’s  bodj'^  image. 

In  evaluating  these  tests,  the  following 
factors  emerged : 

1.  The  responses  were  extremely  vari- 
able. He  demonstrated  an  above  average 
knowledge  of  concrete  facts  (Where  is 
Egypt?  Who  wrote  Hamlet?  How  tall  is 
the  average  American  woman?)  but  was 
unable  to  reproduce  any  geometric  design 
on  colored  blocks,  even  the  simplest  ones. 
He  missed  an  easy  item  (the  similarity 
between  north  and  west)  but  reccix'cd  partial 
credit  for  a difficult  one  (the  similarity 
between  praise  and  punishment).  This 
variability  is  indicative  of  a major  disruption 
of  his  personality  and  consistent  with  a 
catastrophic  reaction. 

2.  He  demonstrated  perceptual  deficits. 
When  confronted  w'ith  a card  in  the  Bender 
test  with  12  dots  on  it  he  said:  “There  are 
4 dots,  V4  inch  apart.”  Later,  when  he 
acknowledged  that  there  were  12,  he  could 
not  reproduce  them.  Defects  of  this  kind 
are  often  found  in  patients  w'ith  hemianopsia 
and  apraxia. 

3.  He  lost  (xmtrol  ov(;r  his  feelings  when 
confronted  with  an  unstructured  situation. 
In  the  Rorschach  test  he  would  often  respond 


with  a rambling,  desperate,  confabulatory 
outpouring  in  an  attempt  to  perform  ad- 
equately. Overtly  paranoid  ideation  would 
become  manifest  in  some  of  his  Rorschach 
responses  and  in  his  figure  drawings. 
These  results  suggest  a person  who  feels 
devastated  and  is  actively  struggling 
to  reintegrate  to  his  premorbid  adjust- 
ment. 

The  responses  to  the  Rorschach  and 
Wechsler  tests  present  some  evidence  as 
to  his  premorbid  personality.  He  emerges 
as  a quiet,  aloof,  self-centered,  suspicious 
man  who  related  best  to  people  whom  he 
believed  to  be  inferior.  In  his  job  where 
emotional  give  and  take  was  minimal,  he 
adjusted  well.  In  his  role  as  husband  where 
demands  were  made  on  him,  his  paranoid 
attitude  became  apparent.  This  picture  is 
consistent  with  an  integrated  paranoid 
character  disorder  which  under  the  stress 
of  the  cerebral  injury  has  led  to  an  organic 
psychosis  with  paranoid  trends.  In  sum- 
ming up,  the  current  picture  is  that  of  a man 
with  an  organic  psychosis  as  a result  of  a 
cerebral  insult.  He  is  actively  struggling 
to  reintegrate  toward  his  premorbid  per- 
sonality. He  now  shows  a generalized 
lowering  of  intellectual  functioning  with  a 
major  deficit  in  perceptual  abilities.  He 
also  shows  an  apraxia,  a homonymous 
hemianopsia,  and  a thought  disorder  con- 
sistent with  a psj^chotic  process.  Under 
minimal  stress,  he  will  become  delusional, 
and  his  paranoid  ideation  will  come  to  the 
fore. 

The  positive  prognostic  signs  are  a high 
level  of  comprehension  and  vocabulary, 
no  real  violation  of  reality,  an  awareness  of 
the  deficit,  and  a strong  determination 
to  overcome  the  feelings  of  devastation. 
I believe  that  a matter-of-fact  approach 
on  the  part  of  the  rehabilitation  staff  will 
support  him  best.. 

Vincent  T.  B.\rn.\ba,  M.D.;  Would  you 
say  that  you  have  seen  patients  in  similar 
condition  who  ha\'e  improx'cd  to  anything 
like  their  premorbid  state? 

Mr.  Fr.vnkel:  Yes.  His  abnormal  re- 
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sponses  suggest  an  acute  process.  Post- 
operatively  he  was  delusional  while  now  he 
is  more  in  contact  with  reality  even  though 
his  delusional  status  can  still  be  a problem 
under  stress.  This  recent  course  together 
with  the  patient’s  desire  to  hnprove  suggest 
that  further  progress  will  occur,  although  I 
cannot  state  now  how  far  this  will  go. 

Dr.  Racker:  Has  this  patient  been 

aphasic?  He  has  a right-sided  cerebral 
lesion  and  is  left-handed. 

Chief  Resident:  No.  We  have  had 
several  patients  with  left  hemiplegia  who 
were  left-handed  and  who  were  not  aphasic. 
It  seems  that  the  incidence  of  aphasia  in 
left-handed  indmduals  with  left  hemiplegia 
is  small  and  not  as  consistent  as  aphasia 
m right-  or  left-handed  individuals  with  right 
hemiplegia. 

Dr.  Delagi:  I would  welcome  now  some 
discussion  about  our  goals  and  the  manage- 
ment of  the  patient,  based  on  his  functional 
capacity. 

Rehabilitation  Goals 

Chief  Resident  : We  are  dealing  not  only 
with  the  usual  motor  deficit  after  a cerebro- 
vascular accident  but  also  with  a mild 
sensory  and  a marked  integrative  deficit  and 
with  a psychiatric  problem. 

Dr.  Delagi  : Before  discussing  this  im- 

portant and  clinical  point,  I would  like 
you  to  summarize  briefly  how  we  would 
manage  a patient  after  a stroke  who  did  not 
display  conceptual  and  psychiatric  diffi- 
culties. 

Chief  Resident:  In  many  hemiplegic 
patients  with  predominant  motor  deficits 
we  often  prescribe  a program  of  active 
and  passive  range-of-motion  exercises  and 
functional  training.  We  like  to  maintain 
joint  range  of  motion  and  muscle  length 
and  tone  in  as  normal  a state  as  possible. 
In  such  cases,  the  patient’s  capacity  to 
improve  function  is  dependent  mainly  on  the 
degree  of  spontaneous  improvement  and 
integration  of  his  motor  functions  and  to 
some  extent  of  his  coordination.  In  the 
period  immediately  following  an  acute 


cerebrovascular  accident,  other  problems  j 
usually  are  present  also.  These  are  caused 
by  inactivity  and  the  inability  to  ambulate 
and  to  perform  other  activities  of  daily 
living,  all  of  which  often  can  be  helped  with 
training.  Other  difficulties  in  this  first 
stage  of  cerebrospinal  shock  arise  with  the  ' 
loss  of  voluntary  bladder  and  bowel  function, 
which  often,  especially  in  unilateral  disease, 
is  overcome  by  activation  of  the  patient. 
The  rehabilitation  goal  in  such  a patient 
naturally  depends  not  onb^  on  his  motor  ( 
reserves,  but  also  on  his  psychologic  and 
vocational  background  and  family,  social,  | 
and  other  factors. 

Dr.  Delagi:  I think  we  all  accept  this 
statement.  In  what  fashion  could  the  defi- 
cit in  sensory  proprioceptive  and  inte- 
grative functions  modify  the  prospects  of 
rehabilitative  procedures?  | 

Dr.  Stoll:  No  coordinated  movement  | 
anywhere  is  possible  without  a constant  > 
integration  of  sensory  feedback.  There  is 
good  knowledge  nowadays  on  the  peripheral 
mechanism,  location  of  the  pathways,  and 
integration  involved  in  this  sensory  feedback  ; 
mechanism.^ 

Some  of  the  sensory  modalities  are  intact 
in  this  patient,  such  as  sensation  to  pin- 
prick. We  are  supported  by  history  and 
findings  in  our  assumption  that  the  dis- 
turbance is  in  the  capacity  to  integrate 
individual  sensations  as  a whole.  This 
belongs  in  the  area  of  apraxia;  individual 
motions  may  then  be  possible,  but  a pur- 
poseful integration  of  motions  is  impossible, 
and  functional  capacity  is  impaired.  You 
noticed  that  the  patient  was  able  to  move 
his  hand  from  side  to  side  with  the  elbow 
flexed,  but  he  has  great  difficulty  and  hesita- 
tion to  clap  his  hands  when  he  is  asked  to  do 
so.  Even  though  his  individual  leg  muscles 
may  be  functioning,  he  will  have  difficulty 
in  walking.  It  is  difficult  to  apply  rehabili- 
tative procedures  for  this  integration  deficit. 

Recently  an  attempt  has  been  made  by 
Dr.  Winograd®  to  train  his  patients  with 
astereognosis.'*  Some  return  of  integrative  j 
capacity  for  specific  patterns  was  obtained, 
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such  as  recognizing  shapes  which  were 
placed  repeatedly  into  the  patient’s 
involved  hand.  I am  not  certain  that  this 
success  would  serve  a great  practical 
purpose  in  the  activities  of  daily  living. 

Alfred  Ebel  M.D.:  In  fact,  it  became 
clear  that  Dr.  Winograd’s  patients,  after 
several  months  of  training  and  redeveloping 
a capacity  to  recognize  certain  shapes  placed 
into  their  palms,  actually  never  used  this 
function  after  discharge  from  the  hospital 
and  that  functionally  this  kind  of  training 
was  futile.  Dr.  Stoll  and  the  rest  of  the 
conference  will  agree  that  people  with 
astereognosis  after  cerebral  vascular  accident 
have  a rather  poor  prognosis  as  to  functional 
return  and  that  if  anything  reappears  one 
cannot  really  compare  it  with  the  function 
preceding  the  accident,  since  many  elements 
of  sensory  control  and  reintegration  are 
missing  in  the  “return”  integration. 

Dr.  Delagi:  Do  I understand  that  both 
of  you  gentlemen  feel  that  the  prognosis  of 
his  involved  upper  extremity  as  to  purpose- 
ful function  is  poor? 

Dr.  Stoll:  Yes,  I think  it  is  fair  to  say 
that  after  six  or  seven  months  of  such 
treatment  without  return  of  function,  one 
will  have  to  give  up. 

Dr.  Delagi:  Why  would  you  put  a time 
limit  of  six  to  seven  months?  And  also  what 
do  you  mean  by  giving  up? 

Dr.  Stoll  : By  giving  up  I mean  one  had 
better  concentrate  on  developing  his  un- 
involved extremity  for  most  functional 
activities  and  forego  training  of  his  involved 
arm.  A time  limit  of  six  or  seven  months, 
I agree,  might  be  somewhat  arbitrary,  but 
in  most  cases  I have  not  seen  much  progress 
thereafter. 

Heinz  I.  Lippmann,  M.D.:  Some  time 
ago  our  department  treated  an  orchestra 
conductor  with  hypertensive  heart  disease 
and  a right-sided  hemiplegia,  aphasia,  and 
apraxia  from  the  ninth  to  the  twelfth  month 
after  his  cerebral  vascular  accident.  He 
was  discharged  with  a useless  right  arm. 
To  our  amazement,  two  and  a half  years 
later,  his  arm  is  much  more  functional 


than  at  the  time  of  discharge.  His  aphasia 
is  still  present  but  much  improved,  and  he 
has  been  able  to  return  to  conducting  and  is 
now  the  regular  conductor  of  a professional 
orchestra. 

Visiting  Physician  : Did  you  continue  to 
treat  him  during  this  time? 

Dr.  Lippmann:  Treatment  consisted  of 
active  and  passive  range  of  motion  exercises 
which  the  patient  performed  at  home. 
When  reintegration  finally  occurred,  his 
movements  were  not  hampered  by  excessive 
spasticity  or  by  contractures.  I agree  that 
in  most  instances  a seven-month  period 
should  suffice  to  arrive  at  a prognosis,  but 
occasionally  it  takes  longer. 

Dr.  Delagi:  I would  like  some  comment 
on  some  of  our  methods  to  manage  a dis- 
turbed gait  due  to  the  integrative  deficit 
in  this  patient.  Apart  from  this,  is  there 
enough  leg  muscle  weakness  to  interfere 
with  his  gait? 

Shun  Wu  Chu,  M.D.:  Even  though  this 
patient’s  proprioceptive  sense  is  not  much 
disturbed,  it  may  be  useless  for  the  purpose 
of  ambulation  because  of  the  lacking  inte- 
grative faculty.  He  is  not  able  at  this  time 
to  walk  in  a dark  room,  because  he  uses  his 
vision  to  some  extent  as  a substitute  guide 
for  controlling  his  movements.  This  can  be 
further  developed  by  training.^  Other  sen- 
sory modalities,  if  intact,  can  similarly  be 
used  as  a guide  in  training.^  His  normal 
right  side  can  be  utilized  in  ambulating; 
a cane  in  his  nonaffected  right  hand  would  be 
a simple  means  of  stabilizing  his  gait.  There 
is  no  need  to  support  his  knee  or  hip,  because 
his  individual  muscles  are  spastic  enough 
to  prevent  buckling  during  the  stance  phase. 

Compensation  Problem 

Mich.\el  Miller,  M.D.  : The  accident  oc- 
curred during  work;  how  does  this  affect  the 
case? 

Resident  : All  of  us  involved  in  the  man- 
agement of  this  patient  are  convinced  that 
his  motivation  is  influenced  by  expectations 
regarding  the  adjudication  of  his  compensa- 
tion claims.  No  doubt  his  injury  is  com- 
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pensable  because  of  an  aggravation  of  a 
pre-existing  abnormal  condition  caused  by 
an  injury  which  occurred  during  work. 
Since  this  claim  is  a prime  motivating  factor 
in  the  I’ecovery  and  motivation  of  this 
patient,  we  all  agree  it  would  be  advan- 
tageous if  a settlement  were  made  soon; 
we  know  that  he  is  in  consultation  with 
his  lawyer  at  this  time. 

Dr.  Miller:  I am  glad  to  see  you  give 
consideration  to  the  compensation  aspects 
of  this  case,  because  this  hospital  and 
particularly  this  department  are  really 
responsible  for  this  patient’s  total  care  and 
have  the  role  of  a surrogate.  This  man  has 
not  only  physical  but  also  intellectual 
deficits  as  a result  of  his  cerebral  vascular 
accident  and  needs  guidance,  medically, 
psychologically,  and  intellectually. 

Dr.  Delagi:  Thank  you.  Dr.  Miller. 
It  appears  rather  unlikely  that  he  will  go 
back  to  his  former  occupation  of  ambulance 
driver;  has  anyone  a different  opinion  on 
that?  If  not,  what  are  the  plans  for  his 
future? 

Problem  of  Disposition 

Edmund  Carloni,  M.D.:  We  want  to 
keep  the  patient  somewhat  longer  in  the 
department.  We  expect  further  recovery 
because  his  cerebrovascular  accident  was 
rather  recent.  His  home  has  not  been  suf- 
ficiently investigated  in  regard  to  the  role 
of  his  psychiatrically  disabled  wife.  We 
also  feel  that  the  bewilderment  caused 
by  his  diplopia  should  be  corrected  by  dark, 
nontransparent  glasses  to  his  right  eye 
before  discharge.  We  believe  that  we  have 
an  obligation  for  a little  while  longer  to  guide 
this  patient  in  the  secure  atmosphere  of  this 
hospital,  since  he  has  grave  psychologic 
problems,  which  were  brought  into  the  open 
by  his  recent  insult. 

Dr.  Stoll:  While  the  patient  is  hos- 
pitalized it  might  be  advisable  to  assign 
him  to  useful  but  simple  tasks,  thereby 
demonstrating  to  him  that  he  is  not  com- 
pletely disabled;  he  could  be  utilized  as  a 
messenger  or  in  any  limited  clerical  capacity. 
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Dr.  Delagi:  This  man’s  physical  re- 
habilitation in  ambulation  and  his  minor 
improvement  in  self-care  activities  should  ' . 
not  mislead  us.  He  has  marked  perceptual 
difficulties  with  an  underlying  psychopath- 
ologic  condition,  in  addition  to  the  psycho- 
logic trauma  resulting  from  his  sudden 
disability  and  the  marked  depression  which 
often  accompanies  such  catastrophic  illness. 

All  this  has  confused  him,  and  he  is  at  a lo.ss 
to  grasp  exactly  what  has  hit  him.  He  is 
going  to  need  expert  psychologic  support  if  ) i n 
he  is  to  attain  a reasonable  degree  of  1 
reintegration.  To  discharge  this  man  now,  ‘ p 
just  because  he  is  capable  of  a fairly  stable  , . n 
gait  and  limited  self-care  activities,  would  ' ,1  l 
jeopardize,  I think,  his  ultimate  rehabilita-  • c 
tion  and  reintegration.  One  might  ask,  does  . b 
he  have  to  stay  in  the  hospital  while  he  1 ■ 
receives  psychologic  support,  considering  t 
the  cost  of  $28.50  daily  to  the  community? 

Dr.  Miller  : Where  could  he  be  followed, 
outside  of  the  hospital,  if  he  cannot  go  home?  p 
Dr.  Delagi  : Does  anyone  care  to  answer  a 
this  question?  p 

Miss  B.  Farmer*:  There  simply  are  no  i 
community  resources  in  this  area  for  such  a ‘ ^ 

patient  at  this  stage.  If  this  patient  were  , 
sent  home  now  into  the  care  of  his  private  j 
physician,  provisions  would  have  to  be  made  . | , 

for  supplementary  assistance  from  a case-  I ( 

worker.  It  would  be  difficult  to  arouse  the  ' 

patient’s  interest  for  such  services,  or  even  j , 

to  obtain  his  consent  or  to  develop  good  rap- 
port  with  him.  His  main  concern  centers  i 
around  his  medical  and  physical  condition,  I , 
and  it  will  be  hard  for  him  to  understand  | 
the  impact  of  his  psychosocial  difficulties 
on  his  ultimate  rehabilitation  chances,  es-  ^ 
pecially  if  this  question  is  raised  with  him  ^ 
as  a separate  issue.  We  had  better  use  his  i | 
need  for  further  medical  care  and  observa-  | 

tion  as  a wedge  toward  better  psychologic  I 

and  social  treatment  and  support.  This  ! f 
can  be  done  in  the  hospital  at  this  time.  ! i 
Resident:  The  patient  senses  these  j 

difficulties.  He  does  not  want  to  leave  the 
hospital  yet,  as  I mentioned  before. 

* Social  worker.  ) ! 
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Dk.  Delagi:  I think  we  all  agree  that 
hospitalization  would  not  be  essential  here, 
if  the  resources  this  man  requires,  which  are 
not  strictly  speaking  hospital  services,  could 
be  met  in  some  other  way  by  the  com- 
munity. However,  at  this  time  we  must 
maintain  him  under  close  medical  observa- 
tion and  give  him  appropriate  psychologic 
support  if  we  are  to  strive  for  optimum 
rehabilitation  goal  with  any  prospects  for 
his  social  reintegration.  The  expected  func- 
tional end  result  here  is  doubtful,  and  it  is 
certainly  premature  to  discuss  his  vocational 
problem  now,  other  than  to  state  that  he 
may  not  drive  an  ambulance  again.  How- 
ever, we  may  be  happily  surprised  if  we  can 
carry  this  patient  through  this  crisis  giving 
him  proper  psychologic  support.  We  will 
continue  to  treat  this  patient  with  physical 
therapy  and  occupational  therapy  in  an 
attempt  to  improve  the  function  of  his 
upper  extremity  and  his  ambulation  and  to 
perfect  his  capacities  to  carry  on  the 
activities  of  daily  living.  May  we  see  this 
patient  again  in  six  weeks?  Thank  you. 

Folloiv-Up 

Dr.  Delagi:  Before  presenting  the  case 
for  today,  we  have  a follow-up  report  on  a 
patient  presented  here  six  weeks  ago.  Dr. 
Carloni,  can  you  bring  us  up  to  date? 

Dr.  Carloni:  As  you  may  recall,  this 
patient  \vas  on  a program  of  physical 
therapy  and  occupational  therapy  with  the 
goal  of  improving  his  ambulation  and  upper 
extremity  function.  At  the  same  time  the 
social  worker  has  been  counseling  him  and 
his  family.  In  the  last  few  weeks  there  has 
been  a remarkable  change  in  the  patient’s 
condition.  The  astereognosis  has  improved 
so  that  he  can  recognize  some  objects  that 
are  placed  in  his  hand.  His  ambulation 
has  improved  so  that  he  can  get  along  with- 
out a cane ; he  still  has  some  difficulty  in  the 
dark.  He  now  uses  his  affected  hand 
although  fine  coordinated  finger  movements 
are  not  possible.  He  has  diligently  partici- 
pated in  all  training  activities. 

We  asked  our  psychologist  to  retest  him. 


Mr.  Frankel:  This  patient’s  over-all 
I.Q.  has  risen  20  points  although  a certain 
degree  of  variability  remains.  There  have 
been  specific  gains  in  abstract  ability  and 
in  verbal  and  perceptual  tasks.  The  pre- 
viously reported  apraxia  has  all  but  dis- 
appeared. 

In  summing  up,  it  appears  that  he  is 
experiencing  a rediscovery  of  his  former  self 
as  a potent  active  man,  well  able  to  direct 
his  own  life.  However,  objectively  his 
reintegration  is  not  complete.  At  this  point, 
I believe  vocational  exploration  is  indicated. 

Dr.  Racker:  We  were  gratified  that  the 
psychologic  evaluation  bore  out  our  impres- 
sion that  w'e  could  have  him  go  back  to  some 
occupation.  In  evaluating  various  aspects 
of  setting  a job  goal,  despite  our  initial 
impression,  we  came  to  the  conclusion 
that  we  should  not  rule  out  his  I'eturning  to 
drive  a vehicle.  We  arranged  for  an  inter- 
view with  our  rehabilitation  counselor. 

Vocational  Rehabilitation 

Perry  Breiger:  In  his  job  as  a motor 
vehicle  operator,  from  which  he  is  now  on 
leave,  from  the  Department  of  Hospitals, 
City  of  New  York,  he  was  well  accepted 
by  his  fellow  workers.  Supervisors  and 
peers  alike  want  him  to  return  to  his  job. 
He  will  be  tested  shortly  at  a driving  school 
under  the  sponsorship  of  the  Division  of 
Vocational  Rehabilitation,  a New  York 
State  agency,  as  to  his  actual  capacity  to 
drive  a vehicle.  Since  driving  has  been  for 
a long  time  a source  of  gratification  to  this 
patient,  the  first  consideration  was  to  explore 
this  area.  If  testing  shows  that  he  can 
drive,  the  initial  plan  is  that  he  be  assigned 
to  driving  a vehicle  other  than  an  ambulance, 
for  instance,  a light  vehicle  as  a messenger 
on  the  hospital  premises.  Since  a patient 
should  set  his  pace  for  his  own  rehabilitation, 
if  at  all  feasible,  we  also  assisted  him  in 
developing  two  alternate  choices,  namely  a 
brief  retraming  in  clerical  procedures  (if  he 
is  awarded  compensation  shortly)  or  im- 
mediate assignment  as  a clerk.  The  patient 
has  a good  background  for  such  employment 
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since  he  was  head  clerk-in-charge  at  the 
Post  Office  Overseas  Division  for  several 
years,  some  time  ago.  After  discussing  these 
things  with  him,  I believe  that  in  one  ca- 
pacity or  another,  he  will  be  able  to  find 
employment  with  the  Department  of  Hos- 
pitals, or  elsewhere. 

Conclusion 

Dr.  Del.\gi:  While  the  seemingly  hope- 
less prognosis  is  fading  and  a more  promising 
future  is  beginning  to  emerge  for  this  patient, 
I would  like  to  stress  again  that  the  patient’s 
fair  to  good  performance  in  all  activities  of 
daily  living  six  weeks  ago  was  not  a satis- 
factory criterion  for  successful  rehabilitation 
and  that  discharge  at  that  time  would  have 
been  premature  since  he  was  dehrsional 
under  mild  stress  and  could  be  discharged 
only  into  an  insecure  home  to  a wife  with 
ps.ychiatric  illness.  Irreparable  harm  coidd 


have  been  done,  and  satisfactory  rehabilita-  I 
tion  might  have  been  prevented.  I 

We  were  fortunate  to  be  able  to  give  him  ! 
enough  psychologic  support  to  restore  his 
self-confidence  and  to  carry  him  over  the  ' 
critical  period  of  I’eintegratiou.  There  is  , 
more  recovery  and  reintegration  to  come,  * 
but  he  no  longer  needs  hospitalization.  He  I 
was  discharged  a few  days  ago,  and  his 
vocational  plans  will  be  followed  as  outlined. 
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Prolonged  Postoperative  Hypotension 


IN  GENERAL,  postoperative  complications 
occurring  immediately  or  soon  after  sur- 
gery may  be  associated  entirely  or  partially 
with  anesthesia.  The  longer  the  time  inter- 
val, the  less  likely  is  anesthesia  to  be  in- 
volved. Postoperative  arterial  hypotension 
following  transurethral  resection  may  be  due 
to  a number  of  causes.  Arterial  hypotension 
may  occur  during,  immediately  following, 
or  several  hours  after  transurethral  resec- 
tion. Anesthesia,  surgery,  existing  patho- 
logic conditions,  or  a combination  of  these 
factors  may  be  involved.  Its  cause  must  be 
determined  so  that  proper  therapy  can  be  in- 
stituted. The  following  case  report  of  severe 
shock  occurring  on  the  first  day  following 
transurethral  resection  and  persistent  hypo- 
tension lasting  for  sixteen  days  is  of  inter- 

Presented  and  discussed  at  a conference  held  at 
Bellevue  Hospital,  New  York  City,  September  11, 
1961.  Clinical  Anesthesia  Conferences  are  held  on  the 
first  Monday  of  each  month. 


est.  The  causative  factor  in  this  case  should 
be  borne  in  mind. 

Case  Report 

A fifty-sevcn-year-old  Negro  male  came  to 
surgery  to  have  a transurethral  resection  for 
benign  prostatic  hypertrophy.  Preoperatively 
his  blood  pressure  was  126/90,  pulse  84  beats  per 
minute,  and  respirations  18  per  minute.  His 
hemoglobin  was  14.2  Gm.  per  100  ml.,  and  a 
urinalysis  showed  3 plus  albumin.  Anesthesia 
consisted  of  spinal  Pontocaine  h3"drochloride  12 
mg.  which  was  supplemented  later  with  nitrous 
oxide,  oxygen,  and  thiopental  sodium  400  mg. 
The  procedure  lasted  for  three  hours.  No  blood 
transfusion  was  given  since  the  blood  loss  was 
considered  minimal.  In  the  recover^'  room  his 
blood  pressure  was  134/86,  pulse  84,  and  res- 
pirations 20  per  minute. 

On  the  following  morning  the  patient  had  a 
sudden  onset  of  chills,  fever  of  102.2  F.,  pulse 
120,  and  respirations  18  per  minute.  He  had 
emesis  and  became  cold  and  clammy.  His 


December  1,  1961 


4065 


CLINICAL  ANESTHESIA  CONFERENCE 


blood  pressure  was  unobtainable.  A meta- 
raminol  bitartrate  drip  was  started  intravenously, 
and  nasal  oxygen  was  administered. 

There  was  no  evidence  of  postoperative  bleed- 
ing or  hemorrhage.  A few  crackling  rales  were 
heard  over  the  base  of  the  left  lung.  The  possi- 
bility of  a pulmonary  embolus  was  entertained. 
There  was  no  chest  pain  or  dyspnea  present,  and 
an  x-ray  film  of  the  chest  showed  negative 
findings.  The  electrocardiogram  showed  sinus 
tachycardia  and  no  changes  suggestive  of  acute 
myocardial  infarction.  Blood  cultures  also  were 
taken  on  the  basis  that  this  could  be  a gram- 
negative bacteremia.  His  white  blood  cell 
count  was  6,500,  hematocrit  34,  and  hemo- 
globin 11.9  Gm.  per  100  ml.  The  patient  was 
placed  on  tetracycline. 

On  the  following  day  his  temperature  was  98 
F.  However,  it  was  found  necessary  to  maintain 
a continuous  metaraminol  bitartrate  drip  to 
keep  the  patient  from  going  into  shock.  The 
persistent  hypotension  led  to  a trial  period  of 
cortisone  therapy  for  the  next  two  days.  There 
was  no  improvement  with  steroid  therapy. 
On  the  sixth  day  blood  cultures  revealed  gram- 
negative bacilli  and  Aerobacter  aerogenes,  which 
also  were  found  in  the  urine.  The  organism 
was  found  to  be  sensitive  to  chloramphenicol 
and  only  slightly  sensitive  to  tetracycline. 
Two  weeks  postoperatively,  while  still  being 
maintained  on  a metaraminol  bitartrate  drip, 
the  patient  again  had  chills  and  spiked  a fever. 
His  white  blood  cell  count  was  5,000  per  cubic 
millimeter,  and  hemoglobin  was  13.8  Gm.  per  100 
ml.  Tetracycline  was  discontinued,  and  the 
patient  was  placed  on  chloramphenicol  therapy. 
A levarterenol  drip  was  used  in  place  of  meta- 
raminol bitartrate,  and  steroid  therapy  was  in- 
stituted again.  His  blood  chemistries  showed 
sodium  to  be  140,  chloride  92,  and  potassium  4.7 
mEq.  per  liter.  Repeated  electrocardiograms 
all  showed  negative  findings.  Three  days  later, 
making  a total  of  sixteen  days,  he  was  able  to  do 
without  a vasopressor.  The  patient  was  later 
discharged  without  further  sequelae. 

Comment 

The  occurrence  of  arterial  hypotension  in 
this  patient  elicited  a search  for  postopera- 
tive bleeding,  pulmonary  embolism,  myo- 
cardial infarction,  and  bacteremia  as  its 
cause.  Because  of  the  persistent  nature  of 
the  hypotension,  adrenal  cortical  insuffi- 


ciency also  was  suspected  as  being  related  to 
its  mechanism.  Intravascular  hemolysis 
from  irrigating  fluid  entering  the  circulation 
during  the  transurethral  resection  and  a 
low-salt  syndrome  resulting  from  hyper- 
volemia also  may  lead  to  peripheral  vascular 
collapse.^  The  latter  condition  usually  is 
preceded  by  hypertension.  The  finding  of 
gram-negative  bacilli  in  blood  cultures  con- 
firmed the  suspicion  that  the  arterial  hypo- 
tension was  due  to  bacteremia  following 
the  transurethral  resection. 

The  injection  of  gram-negative  bacteria  or 
their  products  to  produce  fever  in  man  is 
well  known.  Other  important  biologic 
changes  that  can  occur  from  the  introduction 
of  bacterial  endotoxins  should  be  kept  in 
mind.  These  include  polymorphonuclear 
leukopenia  follow^ed  by  leukocytosis,  en- 
hanced reactivity  to  epinephrine  and  related 
substances,  increased  or  decreased  resistance 
to  infection  by  bacteria  or  viruses,  destruc- 
tion of  tissue  as  exemplified  by  the  Schwartz- 
man  reaction,  potentiation  of  antibody 
response,  depletion  of  liver  glycogen,  shock 
and  cardiovascular  collapse,  and,  in  suffi- 
ciently large  amounts,  death. ^ 

The  relentless  nature  of  the  arterial  hypo- 
tension has  been  knowm  to  occur  in  such 
cases  as  this.  Prolonged  shock  has  been 
observed  followdng  myocardial  infarction 
also.®  This  individual  was  unable  to  sustairi 
an  adequate  blood  pressure  wdthout  the  use 
of  a vasopressor  for  sixteen  days.  Since  the 
organism  was  sensitive  to  chloramphenicol 
and  not  to  tetracycline,  the  use  of  the  latter 
may  account  somewhat  for  the  delayed 
recovery  in  this  individual.  The  tetracy- 
cline proved  to  be  inadequate  and  somewffiat 
mildly  suppressive  of  the  sepsis.  The  pos- 
sibility that  adrenal  cortical  msufficiency 
was  responsible  for  the  hypotension  was 
elimmated  after  the  patient’s  failure  to  re- 
spond following  the  first  few  days  of  fairly 
large  doses  of  cortisone  therapy.  Then,  too, 
metaraminol  bitartrate  w^as  sufficient  to 
maintain  the  blood  pressure. 

The  type  of  reaction  cau.sed  in  this  patient 
also  may  follow'  gynecologic  or  other  surgical 
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procedures  involving  sepsis  from  gram- 
negative bacilli. 
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Phosphorus  Poisoning 


^ I ^HE  following  incidents  were  reported  re- 
cently  to  the  New  York  City  Poison 
Control  Center. 

Incident  1 

Toxic  Agent  Age  Sex 

J-0  Rat  and  16  Alonths  Alale 

Roach  Paste 

The  family  was  visiting  with  the  grand- 
mother, who  did  not  expect  them  on  that 
day.  On  the  kitchen  floor  the  child  found  a 
piece  of  a potato  on  which  J-0  Paste  was 
smeared  to  attract  the  roaches.  His 
mother  found  him  with  the  potato  in  his 
hand  and  with  both  hands  covered  with  the 
paste.  Some  paste  also  could  be  seen  on  his 
shirt,  but  there  were  no  signs  of  it  near  his 
face  or  mouth.  He  was  taken  to  a hospital 
emergency  room  immediately,  and  although 
there  was  no  garlicky  odor  from  his  breath 
and  the  ingestion  was  questionable,  he  was 
given  a half  ounce  of  a 1 : 20,000  solution  of 
potassium  permanganate  twenty  minutes 
following  the  possible  ingestion.  The  child 


was  discharged  and  did  not  have  any  ill 
effects  afterwards. 

Incident  2 

Toxic  Agent  Age  Sex 

J-0  Rat  and  13  Months  Female 

Roach  Paste 

The  child’s  mother  put  J-0  Paste  on 
pieces  of  potatoes  about  2 by  2 inches  on  the 
kitchen  floor.  The  child  picked  up  one  of 
the  potatoes  and  licked  some  of  the  paste. 

When  the  mother  discovered  what  had 
happened,  the  child  was  taken  to  a hospital 
emergency  room  where  the  stomach  was 
lavaged  with  saline  forty  minutes  following 
the  ingestion.  After  the  lavage  90  cc.  of 
mineral  oil  also  were  given  via  a lavage  tube. 
After  one  day  of  hospitalization  the  patient 
was  completely  recovered. 

Incident  3 

Toxic  Agent  Age  Sex 

J-0  Rat  and  24  Years  Female 

Roach  Paste 
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This  twenty-four-year-old  female  in- 
gested an  unknown  quantity  of  J-0  Paste 
with  a suicidal  intent;  Immediately  after 
the  ingestion,  although  symptom-free  ex- 
cept for  nausea,  the  patient  went  to  a hos- 
pital emergency  room  and  related  her  story. 
Vomiting  was  promptly  induced,  and  the 
stomach  was  lavaged  with  salt  and  water 
within  twenty-five  minutes  following  in- 
gestion. Since  the  patient  was  symptom- 
free,  she  was  discharged  after  several  hours 
of  observation. 


the  nine-month-old  infant.  According  to 
the  mother,  about  1 teaspoonful  of  the  con- 
tents was  consumed  by  both  patients. 

On  admission  to  the  hospital  both  pa- 
tients presented  the  symptoms  of  abdominal 
pains,  nausea,  vomiting,  dyspnea,  and  burn- 
ing in  the  mouth  and  throat.  Their  stom- 
achs were  lavaged  with  saline  and  water. 
They  also  were  put  on  liver  extract,  high- 
carbohydrate,  high-protein,  and  low-fat  diet 
and  sent  home,  presumably  recovered,  after 
three  days  of  hospitalization. 


Incident  4 

Toxic  Agent  Age  Sex 

J-0  Rat  and  2 Years  Male 

Roach  Paste 

The  patient  found  the  rodenticide,  which 
was  applied  to  a potato  on  the  floor,  and 
swallowed  an  unknown  quantity.  His 
mother  found  him  licking  on  the  potato. 
She  attempted  to  induce  vomiting  and  took 
him  to  a nearby  hospital  emergency  room. 
The  stomach  was  lavaged  with  1 : 5,000 
solution  of  potassium  permanganate  and 
0.2  per  cent  copper  sulfate  thirty  minutes 
following  the  ingestion.  The  patient  vom- 
ited one-half  hour  following  the  lavage. 
His  course  in  the  hospital  was  uneventfid, 
and  he  was  discharged  on  the  third  day  of 
hospitalization  symptom-free  and  appar- 
ently well. 

Incident  5 

Toxic  Agent  Age  Sex 

J-0  Rat  and  9 Months  Female 

Roach  Paste  2 Years  Female 


Toxic  Agent 

Incident  6 
Age 

Sex 

J-0  Rat  and 

2 Years 

Female 

Roach  Paste 

The  mother  related  that  she  spread  some 
J-0  Paste  on  a potato  and  left  it  on  the 
kitchen  table  overnight.  She  intended  to 
remove  it  in  the  morning.  Before  she  had  a 
chance  to  remove  it  the  tw'o-year-old  child, 
who  was  left  alone  in  the  kitchen  early  in  the 
morning  for  only  a moment,  obtained  the 
potato  from  the  table,  scooped  the  paste  off, 
and  ate  it. 

The  patient  vomited  at  home  within 
fifteen  minutes  following  ingestion.  At  the 
hospital  emergency  room  the  stomach  was 
lavaged  with  water  within  one  hour  after 
ingestion.  After  several  hours  of  obseiwa- 
tion  the  patient  was  sent  home. 

Incident  7 

Toxic  Agent  Age  Sex 

Hobson’s  Rat  and  21  Years  Male 
Roach  Poison 


The  public  health  nurse  who  visited  the 
home  was  informed  by  the  mother  that  she 
left  her  nine-month-old  female  child  with  a 
two-year-old  niece  in  the  kitchen  for  a 
short  time  while  she  “tidied  up”  the  bed- 
room. On  returning  to  the  kitchen  she 
found  her  niece  feeding  the  nine-month-old 
infant  the  J-0  Paste  which  was  originally 
placed  in  a low  drawer.  The  two-year-old 
obtained  it  and  apparently  shared  it  with 


This  patient  took  an  unknown  quantity 
of  phosphoms  rodenticide  (2V2  per  cent 
phosphorus)  in  a suicidal  attempt.  He 
vomited  one  and  one-half  hours  following 
ingestion  and  also  experienced  abdominal 
pains  and  nausea.  On  admission  to  the 
hospital  his  stomach  was  lavaged  with  water 
and  copper  sulfate.  A qualitative  analysis 
of  the  gastric  contents  showed  the  presence 
of  phosphorus.  The  urine  on  admission 
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TABLE  I. — Poisonings  Reported  During  a Recent  Weekend 


Substance  Ingested 

Age 

(A^ears) 

Sex 

Substance  Ingested 

Age 

(A^ears) 

Sex 

•Alcohol  (rubbing) 

11 

F 

Lighter  fluid 

IV2 

F 

Antiseptic 

42 

F 

Matches 

2 

M 

Ant  Poison* 

Matches 

UA 

M 

Ant  trap 

2 

F 

Mercurochrome 

3 

M 

Aspirin 

iVs 

F 

Mercury  from  thermom- 

Aspirin 

3 

M 

eter 

DA 

F 

Baculin 

32 

F 

Methylene  blue 

Unknown 

M 

Ben  Gay 

3 

F 

Methylethyl-Ketone 

IV2 

M 

Benzene 

IVs 

F 

Miltown 

30 

F 

Benzene 

51 

F 

Miltown 

Unknown 

Unknown 

Benzene 

IV2 

F 

Moth  rings 

1 

F 

Bleach 

30 

F 

Moth  rings 

UA 

M 

Brush  cleaner  (on  skin) 

IV3 

M 

Narcotics 

28 

M 

Calcium  hypochloride 

3 

F 

Narcotics 

21 

M 

Camphorated  oil 

24 

F 

Narcotics 

48 

F 

Cement 

2 

F 

Newspaper 

1 

M 

Charcoal  lighter  fluid 

2 

M 

Nail  hardener 

2'A 

F 

Charcoal  lighter  fluid 

IV4 

F 

Nail  polish  remover 

UA 

M 

Charcoal  lighter  fluid 

1 

M 

Nail  polish  remover 

1 

F 

Chlordane 

V12 

F 

Otamylon 

3 

M 

Cigaret 

1 

M 

Paper 

2 

M 

Clorox 

2 

F 

Penicillin  tablets 

Unknown 

Unknown 

CN 

17 

F 

Perfume 

2V2 

F 

Daricon 

3 

M 

Perfume 

2 

M 

Deodorant 

IV2 

M 

Potassium  permanganate 

35 

F 

Deodorant  cake 

IV2 

M 

Powder 

2 

M 

Deodorant  and  detergent 

2 

F 

Pride 

2 

M 

Deodorizer 

1V2 

F 

Rat  poison 

2V2 

F 

Detergent 

1V2 

M 

Rodenticide 

2 

M 

Desitin  ointment 

1V2 

M 

Ronsonol 

UA 

M 

Dexedrine 

1V2 

M 

Seconal 

33 

F 

Diaparine 

1 

M 

Serpasil 

1 

F 

Diaparine 

1V2 

M 

Shampoo 

2 

M 

Doriden 

27 

F 

Shoe  pohsh 

2 

M 

Doriden 

20 

F 

Shoe  pohsh 

2 

F 

Dry  ice 

2 

F 

Skotch  ice 

Unknown 

Unknown 

Easy  Off  cleaner 

1 

F 

Sominex 

41 

F 

Ex-Lax 

IV2 

F 

Sominex  or  Somnex 

65 

F 

Floropryl 

Unknown 

Unknown 

Sparklers 

2 

F 

Gasoline 

3V2 

M 

Thorazine 

3 

M 

Gasoline  and  dry  gas 

30 

M 

Toilet  Water 

2V2 

F 

Insect  repellent 

20 

M 

Tooth  powder 

2 

F 

Insect  repellent 

3 

F 

Turpentine 

56 

M 

Insect  repellent 

2V2 

F 

Windex 

2 

M 

J-0  Paste 

3V2 

M 

Windex 

1 

F 

Lestoil 

2 

F 

Unknown 

25 

M 

Lestoil  and  Clorox 

2 

M 

Unknown 

20 

F 

* This  victim  was  a dog. 


had  a 2 plus  albumin  and  20  to  30  red  blood 
cells  per  high-powered  field.  The  phenol- 
sulfonphthalein  test  showed  retention  which 
returned  to  normal  within  three  weeks. 

The  only  symptoms  on  admission  were 
abdominal  pains,  nausea,  vomiting,  and 
tenderness  in  the  right  side  of  the  abdomen. 
The  patient  was  given  intravenous  fluids,  a 
high-carbohydrate  and  low-fat  diet,  and 
supportive  therapy.  After  twenty  days  of 
hospitalization  he  made  a complete  recovery. 
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Comment 

As  of  August  15,  1961,  32  incidents  of 
phosphorus  paste  poisonings,  including  1 
fatality,  had  been  reported  to  the  New  York 
City  Poison  Control  Center.  The  majority 
of  these  poisonings  were  in  unsuspecting  and 
highly  vulnerable  young  children.  It  ap- 
pears that  in  the  pursuit  of  the  rats  and 
roaches  the  child  is  neglected. 

Safer  but  equally  effective  pesticides  should 
replace  the  highly  toxic  phosphorus  prod- 
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nets.  Their  wide  sale  and  distribution  are 
distressing. 

The  Hazardous  Substances  Labeling  Act 
enacted  by  Congress  last  year  and  ad- 
ministered by  the  Food  and  Drug  Adminis- 
tration now  requires  that  safety  information 
be  given  on  labels  of  household  chemical 
products,  including  the  identity  of  hazardous 
ingredients,  first  aid  treatment  for  toxic 
substances,  and  warnings  and  precautions 
relating  to  safe  use  and  storage.  When  the 
Act  is  fully  enforced,  it  should  help  to  avoid 
many  needless  and  avoidable  accidental 


poisonings,  particularly  in  children. 

The  lack  of  a specific  antidote  for  phos- 
phoms  poisoning  is  a great  deterrent  to 
therapy  and  outcome.  Except  for  gastric 
lavage  with  water,  saline,  potassium  per- 
manganate, and  copper  sulfate  in  a 0.2  per 
cent  solution  to  delay  absorption,  the  treat- 
ment is  entirely  symptomatic  and  suppor- 
tive. 

Table  I lists  incidents  on  which  aid  was 
requested  and  received  fiom  the  New  York 
City  Poison  Control  Center  during  a recent 
weekend. 
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Group  II:  Awards  are  made  for  exhibits  which  do  not  exemplify  purely  experimental 
studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation  of  facts. 
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A series  of  articles  on  health  insurance  prepared  by  the 
Associated  Blue  Shield  Plans  of  New  York  State 

LEONARD  J.  RAIDER,  M.D.,  Editor 


The  Competitive  Position  of  Blue  Shield  in  Today's  Market 

J.  R.  L.  JOHNSON,  JR.,  WILMINGTON,  DEL  AAV  ARE 
{Vice-President,  Hercules  Powder  Company) 


HEN  properly  administered.  Blue  Cross 
^ * and  Blue  Shield  generally  offer  the  best 
medical  health  care  per  dollar  of  any  plan. 
It  requires  no  seer,  however,  to  know  from  a 
mere  look  at  newspaper  headlines  that  some 
Blue  Plans  are  encountering  difficulties. 
To  determine  why,  let’s  start  with  a look  at 
Blue  Cross  and  Blue  Shield’s  market — its 
potential  and  competition.  Today  a health 
insurance  consumer  may  choose  among  plans 
of:  700  private  insui’ance  companies;  150 
Blue  Cross-Blue  Shield  Plans;  and  200 
or  more  independent  plans  covering  specific 
groups  under  a variety  of  programs. 

First  in  the  field,  Blue  Cross  and  Blue 
Shield  have  been  quite  successful  to  date. 
But  competitive  conditions  today  are  not 
Avhat  they  were  in  the  1939  to  1940  period. 
Changes  in  government  policy,  growth  and 
power  of  the  labor  unions,  and  more  en- 
lightened interest  of  corporate  management 
in  the  health  and  welfare  of  employes  have 
made  a new  and  expanding  market.  Buyers 
are  more  cost-conscious.  They  seek  national 
rate  and  benefit  conformity,  free  choice  of 
hospitals  and  physicians,  and  freedom  to 
move  easily  from  one  locality  to  another. 

These  consiuner  desires  make  it  difficult 
for  a loose  federation  of  locally  controlled 
plans  (each  with  its  own  peculiar  benefits 


and  community  rate  structure)  to  compete. 
Some  of  the  new  forms  of  coA^erage  by  other 
insurance  carriers  are  gaining  ground,  par- 
ticularly those  which  can  be  selective  among 
the  loAA'-cost  groups. 

In  other  words.  Blue  Cross  and  Blue  Shield 
face  the  constant  threat  of  being  priced  out 
of  the  market. 

Factors  of  Competition 

Price  alone  is  not  the  principal  determining 
factor  in  selling  health  insurance — or  pre- 
payment health  care  serAuce  plans!  The 
Plans  are  far  too  complex  for  that.  Sales 
are  made  by  appealing  to  the  consumer’s 
prejudices  and  habits  on  such  matters  as: 
coinsui’ance ; deductibles;  gross  or  top 
limits;  employer-employe  relationships;  size 
and  prominence  of  bargaining  units;  union- 
management  policy;  range  of  benefits 
offered;  traditional  form  of  payments — cash 
or  seiwices;  attitude  of  local  medical  groups; 
local  business  interests  of  employer  groups; 
and,  more  frequently  today,  commiuiity 
rating  versus  risk  experience  rating. 

Competition  for  the  health  payment  dollar 
is  increasing  sharply.  Alore  than  70  per 
cent  of  the  population  is  noAv  enrolled,  and 
the  number  of  good  accounts^ — the  prospec- 
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tive  low-cost  and  low-loss  group  customers — 
are  diminishing  in  number  and  quality. 
Even  identifiable  and  large  uninsured  groups 
are  hard  to  find.  New  insui’ance  carriers 
are  entering  the  field,  offering  superior 
benefits  which  are  pointed  to  selected  risks. 
Also,  well-established  subscriber  groups  that 
Blue  Cross  and  Blue  Shield  have  had  on  a 
long-term  basis  are  restive. 

The  vast  enrollment  which  Blue  Cross  and 
Blue  Shield  have  successfully  attained  and 
held,  however,  and  their  general  acceptance 
since  they  first  pioneered  in  this  field  are 
adequate  proof  of  the  expertness  of  the 
administrators  in  the  local  communities,  the 
hospitals,  the  phj'sicians,  and  the  interested 
citizens  in  the  formulation  of  practical, 
workable,  medical-surgical  plans. 

It  is  necessary,  therefore,  to  analyze  a 
complex  variety  of  problems  facing  the 
Blue  Plans,  some  of  which  are  purely 
administrative,  others  of  which  are  details 
of  the  quality  of  their  product  and  the 
method  by  which  it  is  “packaged”  and 
sold;  all  are  so  interrelated  that  they  will  be 
discussed  without  identifying  their  precise 
character  in  relation  to  the  finished  package. 

When  Blue  Cross-Blue  Shield  was  started 
in  the  middle  1930’s,  55  per  cent  of  all 
hospital  beds  were  empty,  and  even  those 
occupied  were  paid  for  only  in  part.  A 
semiprivate  room  in  those  days  was  no  more 
than  two  people  in  the  room — not  the  current 
“ward”  approach  where  four  to  ten  persons 
occupy  a semiprivate  room.  Doctors  weren’t 
being  paid  because  the  patients  were  unable 
to  pay. 

A physician  entered  the  Blue  Shield  Plan 
for  two  reasons:  to  provide  a floor  for  his 
earnings,  and  to  have  a minimiim  income 
from  the  prepayment  group.  In  this  fashion 
he  avoided  both  credit  and  collection 
problems. 

Today,  the  hospitals  are  filled;  they  are 
being  paid  by  the  plans  as  well  as  the  private 
uninsured  patient.  Physicians  are  assured 
of  substantial  volume  and  a certain  level  of 
fees.  But  the  charity  load  in  all  communi- 
ties is  rising,  and  the  county  and  state 


pay  only  a portion  of  the  cost  of  indigent 
care.  The  balance  of  this  cost  must  be  put 
on  the  private  patient,  the  local  charity, 
and  the  members  of  the  prepayment  pro- 
gram. 

Interested  Groups 

Each  of  the  following  groups,  participating 
in  the  formulation  of  the  Blue  Plans,  has  to 
protect  its  self-interest.  And  that  self- 
interest  must  be  looked  at  critically  to  see 
that  it  doesn’t  become  a wholly  selfish  and 
materialistic  one. 

1.  Hospitals  continue  to  press  for  more 
beds  and  equipment.  When  thej^  get  it, 
they  want  the  beds  filled. 

2.  The  physicians  press  for  higher  fees. 
Inflation  has  increased  their  costs  as  it  has 
eA'ery  other  segment  of  society.  They 
should  have  higher  fees  in  many  cases. 
Doctors  are  still  the  last  to  be  paid  and  the 
first  to  be  asked  about  reducing  fees.  The 
few  doctors  who  charge  unusually  higher  fees 
can  and  are  being  disciplined  by  medical 
societies.  But  a way  must  be  found  to  stop 
the  more  insidious  and  destructive  practice 
by  some  physicians  of  adding  S25  to  $50  to 
the  normal  $100  or  $800  fee,  because  they 
beheve  the  insurance  company  will  pay. 
Those  who  are  seeking  a solution  to  this 
problem  know  how  difficult  it  is  to  detect 
or  eradicate  this  practice. 

3.  Another  group  creating  problems  are 
the  leaders  of  organized  labor.  They  seek 
ever  greater  benefits  at  reduced  costs, 
insisting  in  contract  negotiations  on  con- 
tinuing the  early  practice  of  payment  of  the 
first  dollar  of  sickness  expense.  They  oppose 
coinsurance  and  deductible  features  in  plans. 

4.  But  there  is  another  group  frequently 
overlooked  that  also  increases  costs.  They 
are  the  negotiators  representing  industry. 
Under  pressure  in  wage  negotiations  they  are 
prone  to  accept  new  benefits  without  any 
sound  idea  of  what  the  cost  of  the  plan  will 
be.  As  the  new  agreement  takes  effect,  they 
become  appalled  at  the  rising  cost  and 
criticize  the  insui’ance  plan  for  improper 
administration.  Additionally,  business  lead- 
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ers  often  do  not  participate  in  community 
planning  of  hospital  and  clinical  facilities. 

5.  No  less  self-interested  are  the  patients, 
the  insured  contract  holders.  They  readily 
accept  the  recommendations  of  the  doctor 
that  the  hospital  may  be  the  place  to  be  cared 
for;  or  they  insist  on  hospital  care  even  when 
the  doctor  advises  against  it.  Often  they 
are  anxious  to  stay  longer  and  accept  the 
benefits  of  the  program — past  the  point  of 
their  need.  If  the  hospital  isn’t  too  full, 
even  the  hospital  administrator  may  urge 
that  they  stay. 

6.  The  local  government,  concerned  with 
indigent  or  charity  cases,  doesn’t  always 
assume  its  responsibility.  There  is,  in  some 
parts  of  the  country,  a rather  large  dis- 
crepancy between  actual  cost  and  the  county 
allowance  per  bed  per  day  hospital  care. 
The  question  then  is:  Should  this  kind  of 
community  charity  load  be  given  to  those 
who  voluntarily  contribute  to  charity,  or 
should  it  be  distributed  to  the  total  com- 
munity or  state  population  through  ad- 
ditional tax  burdens? 

Essentially  Insurance 

There  are  two  other  related  areas  in 
which  it  appears  Blue  Cross-Blue  Shield, 
because  of  their  historical  development  and 
philosophy,  may  be  erring. 

1.  Regardless  of  their  origin  and  forms 
of  expression.  Blue  Cross  and  Blue  Shield 
are,  in  substance,  insurance.  And  insurance 
is  most  effective  when  it  is  directed  to  cover 
losses  large  enough  to  be  really  harmful  to 
the  insured.  If  the  area  of  risk  regularly 
produces  a multitude  of  small  losses  and  little 
claims,  those  which  the  insured  could  and 
should  bear,  the  cost  of  administration  causes 
too  heavy  a drain  on  the  plans’  prepayments 
and  reserves.  The  use  of  such  devices  as 
basic  deductible  and  coinsurance  can  elim- 
inate materially  these  many  small  claims. 

2.  Prepayment  coverage  or  insurance 
must  not  be  based  on  a rating  procedure 
which  subsidizes  one  segment  of  the  group 
too  much  at  the  expense  of  another  low- 
loss  segment  of  the  group  enjoying  good 


experience.  If  it  is  to  continue  as  an  effec- 
tive competitive  system,  it  must  find  ways 
to  make  each  subscriber  contribute  at  a rate 
roughly  commensurate  with  the  cost  of  the 
risk  he  has  shifted  to  the  group. 

Enlightened  management  should  recognize 
that  the  community  rating  basis  of  Blue 
Cross  and  Blue  Shield  in  fixing  premium 
charges  is  a strong  point  in  their  favor, 
compared  with  the  usual  risk  rating  of 
insurance  companies.  All  group  risk- 
spreading activities,  whether  it  be  that  of  a 
single  employer,  a mutual  insurance  com- 
pany, or  a Blue  Shield  prepayment  plan  must 
load  high  charges  on  the  best  risks  for  the 
benefit  of  the  whole. 

Blue  Cross  and  Blue  Shield  do  this  effec- 
tively through  community  rating  at  the 
commmiity  level,  and  it  behooves  all  inter- 
ested groups,  if  they  want  to  maintain  a 
competitive  free  service  activity  in  this  area 
of  health  insurance,  to  look  critically  at  our 
individual  responsibilities  for  assuming  some 
of  these  rating  charges.  This  is  especially 
true  of  older  groups  in  the  community. 

Constantly  exposed  to  loss  of  a large 
segment  of  its  low-cost  consumers,  the 
costs  of  the  Blue  Plans  will  soar  to  noncom- 
petitive heights  if  they  are  only  successful 
in  retaining  the  poor  risks. 

Old-Age  Question 

The  most  serious  question  facing  Blue 
Cross  and  Blue  Shield,  in  fact,  all  voluntary 
and  private  plans,  in  the  race  for  survival  is: 
Can  the  older  citizens,  those  over  sixty-five, 
be  protected  by  private  means  in  a free 
society,  or  must  some  governmental  agency 
take  over?  The  concern  of  both  majoi 
political  parties  with  this  problem — and 
the  potential  voting  power  of  the  15  million 
elderly  persons — is  forceful  evidence  of  the 
issue’s  importance. 

If  the  senior  citizens  are  to  be  enrolled, 
someone,  somehow,  has  to  subsidize  part 
of  the  cost  of  their  coverage.  They  are, 
without  doubt,  high  cost  risks.  Many 
experts  in  the  field  believe  that  voluntary 
health  insurance  premiums,  whether  under 
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community  rating  or  experience  rating,  are 
too  high  for  some  people,  particularly  re- 
tired people,  to  pay  unassisted.  Can  Blue 
Cross  and  Blue  Shield  survive  if  they  must 
look  to  local  charities  or  the  Federal  govern- 
ment to  supplement  their  rate  structure 
for  these  people?  Can  this  issue  be  better 
resolved  by  Federal  action,  or  by  a sound 
spreading  of  the  community-rating  pro- 
cedure through  all  local,  voluntary,  and 
private  health  insurance  carriers? 

Speaking  at  the  annual  meeting  of  the 
Health  Insurance  Association  of  America, 
Travis  T.  Wallace,  president  of  that  associa- 
tion, said: 

If  we  don’t  do  the  job,  it  can  be  said  with 
certainty  the  government  will  take  over  our 
business.  Today  our  business  is  faced  with  its 
greatest  challenge  and  its  greatest  oppor- 
tunity. 

Describing  the  proposed  Federal  legislation 
as  “very  harmful,  and  perhaps  destructive,” 
he  warned:  “If  health  care  is  priced  out  of 
the  reach  of  too  many  people,  the  govern- 
ment will  and  must  step  in.”  Private 
industry  groups,  such  as  the  Blue  Plans 
and  the  insurance  companies,  must  find  a 
way  to  do  this  job. 

Each  interested  participant  at  the  local 
level,  the  community,  must  find  ways  to 
solve  these  problems  objectively,  taking  a 
look  at  his  conflicting  personal  interests  and 
at  the  public  good.  Now  is  the  time  for 
statesmanship  in  this  area  to  find  a way  to 
make  each  individual,  who  has  an  oppor- 
tunity to  make  a personal  gain  from  these 
plans,  appreciate  that  he  has  an  overriding 
incentive  to  reduce  cost.  Health  insurance 
should  be  kept  a personal  problem.  If 
sickness  is  costly  enough  to  each  interested 


participating  group  and  individual,  honest 
and  fair  administration  will  be  assured. 

Individual  freedom  of  choice  and  re- 
sponsibility must  be  preserved.  Working 
together  at  the  community  level,  the 
problems  can  probably  be  solved  without 
Federal  intervention. 

Conclusion 

To  conclude.  Blue  Cross  and  Blue  Shield 
to  date  have  proved  their  competence  to 
meet  changing  conditions  and  competition 
by  developing  new  coverage  and  sound 
policies.  Generally,  corporate  management 
regards  a combined  Blue  Cross  and  Blue 
Shield  program  as  one  of  the  best  plans 
for  basic  health  insurance. 

Blue  Cross  and  Blue  Shield  Plans  offer 
today,  by  voluntary  action  on  the  part 
of  six  community-interested  groups,  the 
best  value  per  dollar  of  premium  paid  by 
the  user  of  the  service.  If  each  of  these  six — 
hospitals,  physicians,  organized  labor,  cor- 
porate management,  city  and  county 
government  officials,  and  the  general  pur- 
chasing public — assumes  personal  responsi- 
bility for  honesty  and  fair  play  in  working 
with  these  organizations,  as  opposed  to 
the  desire  for  short-term  selfish  gain,  the 
Blue  Plans  can  be  made  to  work  well  in 
spite  of  the  government’s  challenge  to 
enter  this  field. 

But  private  insurance  companies  must 
work  out  a rating  system,  similar  to  that  of 
Blue  Cross  and  Blue  Shield,  which  will  in- 
clude all  groups  in  the  community  who  de- 
sire health  insurance ; otherwise,  the  govern- 
ment will  inject  itself  into  the  picture — 
because  the  American  people  are  deter- 
mined to  have  some  form  of  health  insurance 
protection. 


(Number  fourteen  in  a series  of  special  articles  on  Medical  Care  Insurance) 


The  past  cannot  be  changed;  the  future  is  still  in  your  power. — Hugh  White 
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Calculous  Ohsiruclion  of  the  Hepatic  Duct 


BJORN  THORBJARNARSON,  M.D.,  NEAV  YORK  CITY 
{From  the  Department  of  Surgery,  New  York  Hospital-Cornell  Medical  Center) 


Calculi  are  the  most  common  cause  of 
obstructive  jaundice.  As  a rule,  we  assume 
that  the  stones  obstructing  the  common  duct 
have  arisen  in  the  gallbladder,  and  most  of  the 
time  single  stones  which  cause  obstruction  are 
found  distal  to  the  junction  of  the  cystic  and 
hepatic  ducts  indicating  their  origin  in  the  gall- 
bladder. It  is  therefore  distinctly  uncommon  to 
find  a single  stone  causing  obstruction  to  the 
hepatic  duct.  Extrinsic  pressure  also  may  cause 
common  duct  obstruction.  Pressure  of  this  kind 
is  sometimes  caused  by  the  ampulla  of  the  acutely 
inflamed  gallbladder,  but  the  resulting  jaundice 
is,  as  a rule,  mild  and  evanescent  and  may  also  be 
caused  by  an  accompanying  cholangitis.  It  is 
therefore  also  uncommon  to  be  able  to  document 
complete  hepatic  duct  obstruction  caused  by 
pressure  from  the  calculous  gallbladder. 

Case  Reports 

Case  1. — A thirty-seven-year-old  Japanese 
artist  entered  the  New  York  Hospital  on  Feb- 
ruary 2,  1961.  For  one  month  he  had  noted 
intermittent  right  upper  quadrant  abdominal 
pain,  mainly  associated  with  the  ingestion  of  eggs. 
Four  days  prior  to  admission  jaundice  was  noted. 
The  patient  stated  that  he  had  noted  similar 
symptoms  with  the  exception  of  jaundice  inter- 
mittently for  the  past  four  years. 

A physical  examination  revealed  a well- 
developed,  deeply  jaundiced  man.  The  tem- 
perature, pulse,  respiration,  and  blood  pressure 
were  normal.  A palpation  of  the  abdomen 
revealed  minimal  epigastric  tenderness.  A lab- 
oratory e.xamination  revealed  a hematocrit  of  47. 
The  white  blood  cell  count  was  6,700,  with  a 
relative  lymphocytosis.  The  alkaline  phospha- 
tase was  5.8  units,  and  the  total  bilirubin  was 
9 mg.  per  100  ml.  with  a direct  fraction  of  5.5. 


Fig.  1.  Case  1. — Percutaneous  cholangiogram. 
Right  hepatic  duct  greatly  dilated;  only  few 
branches  of  left  hepatic  duct  seen.  Common  hepatic 
duct  narrows  down  to  complete  obstruction  just 
distal  to  its  bifurcation. 

The  thymol  turbidity  test  was  6 units.  The 
stools  did  not  contain  occult  blood.  A duodenal 
biliary  drainage  revealed  many  poljnnorpho- 
nuclear  white  blood  cells  and  one  group  of  choles- 
terol crystals.  No  gross  bile  was  obtained. 

Ten  days  after  admission  an  exploratory 
laparotomy  was  carried  out.  Prior  to  the  induc- 
tion of  anesthesia  a percutaneous  cholangiogram 
was  performed  (Fig.  1).  An  aspiration  of  the 
needle  used  for  the  cholangiogram  revealed  white 
bile.  The  cholangiogram  revealed  a dilatation 
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Fig.  2.  Case  1. — (.4)  Stone  impacted  in  cystic  duct 
causes  obstruction  to  hepatic  duct.  Case  2. — (/?) 
Calculus  impacted  in  lower  end  of  common  hepatic 
duct.  Common  duct  has  narrowed  lumen  and  thick 
fibrous  walls. 

of  the  right  hepatic  duct  with  a visualization  of 
some  of  the  branches  of  the  left  hepatic  duct. 
The  common  hepatic  duct  was  obstructed  at  the 
hilum  of  the  liver.  On  the  basis  of  the  cholangio- 
gram,  the  obstruction  was  thought  to  be  due  to  a 
neoplasm. 

The  findings  at  operation  were  as  follows : 

The  gallbladder  was  subacutely  inflamed  and 
bound  down  to  the  hepatic  duct;  it  contained 
stones.  The  common  duct  was  slightly  dilated 
and  contained  a few  small  stones.  Probes  could 
be  passed  with  ease  into  the  duodenum  but  could 
not  be  passed  into  the  hepatic  duct.  Palpation 
did  not  reveal  anj^  tumor.  The  gallbladder  was 
removed  from  the  fundus  toward  the  bile  ducts. 
The  cystic  artery  was  severed,  and  the  right 
hepatic  artery  was  dissected  free  from  the  under- 
lying hepatic  duct.  The  cystic  duct  was  large 
and  contained  a 2 by  3-cm.  impacted  stone  which 
pressed  on  the  hepatic  duct.  After  the  removal 
of  the  stone  from  the  cystic  duct,  the  common 
duct  was  explored  further.  The  proximal  en- 
trance to  the  hepatic  duct  now  could  be  found 
against  the  medial  wall  of  the  common  duct. 
The  probing  of  this  released  large  amounts  of 
white  bile.  The  gallbladder  was  removed,  and 
the  stones  were  removed  from  the  common  duct. 
There  were  no  stones  in  the  hepatic  ducts,  and  a 
tumor  was  not  present.  It  was  now  obvious  that 
the  obstruction  to  the  hepatic  duct  had  been 
caused  solely  by  the  impacted  stone  in  the  cystic 
duct  exerting  pressure  on  the  common  hepatic 
duct  (Fig.  2).  AT  tube  was  placed  in  the  com- 
mon duct,  and  the  abdomen  was  closed  with 
drainage.  The  patient  had  an  uneventful  post- 
operative course. 

Comment. — The  history  of  this  patient  was 
quite  compatible  with  cholelithiasis.  The  lab- 


Fig.  3.  Case  2. — Percutaneous  cholangiogram. 
There  is  good  filling  of  hepatic  radicles.  Common 
hepatic  duct  is  obstructed  just  above  entrance  of 
cystic  duct.  Delayed  film  shows  filling  of  common 
duct  which  is  narrowed  and  radiolucent  stone  proxi- 
mal to  narrowed  common  duct. 


oratory  tests  were  not  helpful  in  further  elucidat- 
ing the  problem;  as  a matter  of  fact,  the_y 
were  rather  indicative  of  the  opposite.  The 
percutaneous  cholangiogram  and  aspiration  of 
white  bile  prior  to  the  injection  of  the  contrast 
material  were  thought  to  be  almost  pathogno- 
monic of  carcinoma  of  the  hepatic  duct,  and  it  was 
with  great  surprise  that  the  true  nature  of  the 
obstruction  was  discovered. 

Case  2. — A si.xty- five-year-old  garment  worker 
entered  the  New  York  Hospital  on  December  18, 
1958,  with  jaundice  of  two  weeks  duration.  As- 
sociated with  the  jaundice  there  was  a dull 
epigastric  discomfort  and  one  episode  of  fever  to 
40  F.  The  patient’s  physician  had  administered 
sulfa  drugs  when  the  fever  occurred;  the  fever 
then  subsided. 

A physical  e.xamination  revealed  a thin,  slightly 
jaundiced  man  who  was  not  acutely  ill.  The 
temperature,  blood  pressure,  pulse,  and  respira- 
tions were  normal.  There  was  slight  tenderness 
on  palpation  of  the  right  upper  quadrant  of  the 
abdomen.  The  edge  of  the  liver  was  4 cm.  below 
the  right  costal  margin  and  was  nontender.  The 
gallbladder  was  not  palpable. 

The  laboratory  examinations  revealed  a hemat- 
ocrit of  46.  There  was  a leukocytosis  of  13,000 
per  cubic  millimeter.  The  stools  did  not  contain 
occult  blood.  The  alkaline  phosphatase  was 
47.3  units.  The  total  bilirubin  was  3.4  mg.  per 
100  ml.,  with  a 1.5-mg.  direct  fraction.  The 
prothrombin  time  was  slightly  prolonged,  18.6 
seconds  as  compared  with  a 16.4-second  control. 
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Fig.  4.  Wall  of  common  duct  greatly  thickened 
and  composed  mainly  of  fibrous  elements  with  no 
tumor  present  (hematoxylin  and  eosin  stain). 


One  week  after  admission  an  exploratory 
laparotomy  was  carried  out.  Prior  to  induction 
of  anesthesia  a percutaneous  cholangiogram  was 
performed  (Fig.  3).  The  cholangiogram  revealed 
a single  stone  obstructing  the  hepatic  duct.  The 
obstruction  was  thought  to  be  at  the  level  of  the 
cystic  duct.  The  findings  at  laparotomy  (Fig.  2) 
were  a subacute  cholecystitis  and  cholelithiasis. 
The  cystic  duct  w'as  quite  small  and  did  not 
admit  an  exploring  forceps.  The  common  duct 
distal  to  the  cystic  duct  was  markedly  stenotic. 
Proximal  to  the  cystic  duct  was  a 1.5-cm.  stone 
obstructing  the  hepatic  duct. 

There  were  no  other  stones  in  the  bile  ducts. 
A cholecystectomy  was  carried  out,  and  a biopsy 
of  the  common  duct  was  taken  to  rule  out  in- 
filtrating carcinoma  (Fig.  4).  AT  tube  was 
placed  in  the  common  duct  for  drainage.  Be- 
cause of  the  small  size  of  the  lumen,  only  a size 
10  French  tube  could  be  used.  The  patient  has 
remained  well  since  his  discharge  from  the  hos- 
pital. 

Comment. — How  the  solitary  stone  arrived  in 
the  hepatic  duct  is  a mystery.  The  cystic  duct 
was  distal  to  the  stone  and  certainly  much  too 
small  to  allow  a stone  of  this  size  to  enter.  There 
was  a suggestion  of  facets  on  the  stone  but  no 
evidence  of  a cholecystocholedochal  fistula. 
Perhaps  a small  stone  fragment  entered  the 
common  duct  from  the  gallbladder  and  was  later 
dislodged  proximally  by  the  stenotic  fibrosis  of 
the  common  duct  or,  more  likely,  the  narrowing 


and  fibrosis  of  the  common  duct  was  caused  by 
the  long-standing  cholecystitis  and  cholelithiasis, 
and  the  stone  w'as  formed  in  the  hejiatic  duct 
secondary  to  the  slow  and  insidious  narrowing  of 
the  distal  ductal  system. 

Comment 

Oral  and  intravenous  cholangiography  have 
made  it  possible  to  establish  with  great  accuracy 
the  diagnosis  of  biliary  tract  disease  in  the 
nonjaundiced  patient,  but  unfortunately  both 
of  these  methods  are  dependent  on  liver  excretion 
and  thus  fall  short  when  clinical  jaundice  has 
occurred.  The  surgeon  undertaking  the  explora- 
tion of  a jaundiced  patient  must,  therefore,  be 
prepared  for  several  eventualities,  and  a pre- 
operative method  for  accurate  anatomic  localiza- 
tion of  the  disease  is  sorely  needed.  In  the  search 
for  a means  of  establishing  diagnosis  in  the 
jaundiced  patient,  percutaneous  cholangiography 
has  a long  history  and  was  tried  before  excretorj- 
cholangiographic  methods  were  available.  Vari- 
ous modifications  have  been  proposed  over  the 
years,  but  the  danger  of  bile  peritonitis  has 
prevented  their  acceptance.  We  feel  that 
cholangiography  is  usable  wdth  safety  only  as  a 
preliminary  step  to  operation,  since  the  ociur- 
rence  of  leakage  of  bile  from  obstructed  bile  pas- 
sages is  unpredictable.  The  method  used  here 
is  the  one  described  by  Kidd*  with  some  modifi- 
cations. 

The  x-ray  picture  in  Case  1 (Fig.  1)  is  identical 
to  some  w'e  have  seen  in  carcinomata  of  the  bile 
ducts,  but  it  could  also  be  caused  by  extrinsic 
pressure  or  invasion  by  tumors  of  other  organs 
or  in  retrospect,  as  in  this  case,  by  an  impacted 
stone  in  the  cystic  duct. 

Summary- 

Two  unusual  cases  of  calculous  hepatic  duct 
obstruction  have  been  presented.  One  case  was 
caused  by  a solitary  stone  in  the  common  hepatic 
duct,  and  the  other  case  was  caused  by  ex-trinsic 
pressure  from  a stone  impacted  in  the  cystic  duct. 
The  findings  on  percutaneous  cholangiography  in 
the  second  case  mimicked  carcinoma  of  the  bile 
ducts. 


* Kidd,  H.  A.:  Percutaneous  transhepatic  cho- 

langiography, A.M.A.  Arch.  Surg.  72 : 262  (Feb.) 
1956. 
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Fixed  Drug  Eruption  Due  to  Paradichlorobenzene 


SAMUEL  B.  FRANK,  M.D.,  AND  HARVEY  J.  COHEN,  M.D.,  WHITE  PLAINS,  NEW  YORK 


Fixed  drug  eruptions  are  seen  not  infrequently 
in  dermatologic  practiced  With  the  pass- 
ing of  each  year  more  medicaments  have  been 
shown  to  have  the  ability  of  causing  such  reac- 
tions. 

Recently  we  have  been  following  a patient 
whose  dermatosis  resulted  from  her  habit  of  eating 
moth  pellets  containing  paradichlorobenzene. 
Peculiar  neurologic  symptoms  appeared  when 
this  material  was  withdrawn.  A review  of  the 
literature  did  not  reveal  a similar  case. 

Case  Report 

The  patient,  a nincteen-year-old  Negro  female, 
came  to  us  because  she  had  noted  that  certain 
areas  of  her  skin  had  grown  darker  in  hue  in  the 
preceding  six  weeks. 

An  examination  of  her  skin  revealed  sym- 
metrically located,  well-demarcated  areas  of  in- 
creased pigmentation.  These  ranged  from  3 cm. 
to  7 cm.  in  diameter  and  were  seen  in  the  axillae 
and  over  the  elbows,  knees,  antecubital  spaces, 
anterior  and  posterior  aspects  of  the  hands,  volar 
aspect  of  the  wrists,  and  the  dorsum  of  the  feet. 
The  configuration  of  the  lesions  was  bizarre. 
Some  were  linear  in  pattern,  and  others  were 
roughly  circular  or  rectangular. 

A fixed  drug  eruption  was  suspected,  and  a 
history  of  ingestion  of  paradichlorobenzene  was 
elicited.  The  patient  stated  that  she  had  taken 
four  to  five  moth  pellets  daily  for  the  past 
two  and  one-half  years  because  she  liked  the 
smell  and  taste. 

At  our  insistence,  the  patient  stopped  taking 
the  paradichlorobenzene,  and  it  was  soon  noted 
that  her  gait  had  become  unsteady.  This  was 
followed  shortly  by  the  development  of  a tremor 
of  her  hands  and  a general  mental  sluggishness. 
The  patient  resumed  her  habit  with  some  lessen- 


ing of  her  symptoms.  When  the  “medication” 
was  discontinued  again  these  symptoms  recurred. 
A neurologist  was  consulted,  and  his  e.xamination 
did  not  reveal  any  organic  lesion.  Over  the  sub- 
sequent four  months  the  areas  of  increased  pig- 
mentation disappeared,  and  the  sluggishness  and 
unsteady  gait  subsided  completely. 

Comment 

Locket*  states  that  the  ingestion  of  paradi- 
chlorobenzene has  resulted  in  nausea,  vomiting, 
diarrhea,  and  abdominal  pain  as  well  as  mild 
liver  and  renal  damage.  Our  patient  exhibited 
none  of  these  findings.  Perhaps  the  prolonged 
period  of  ingestion  resulted  in  the  development  of 
tolerance  to  the  chemical. 

Although  it  would  appear  that  the  bizarre 
neurologic  manifestations  were  suggestive  of  with- 
drawal symptoms,  it  was  the  opinion  of  Ihe 
neurologist  that  this  was  more  likely  an  example 
of  conversion  hysteria. 

Once  the  skin  was  clear,  we  were  unable  to 
persuade  the  patient  to  take  the  paradichloro- 
benzene again  to  establish  definitely  whether  or 
not  the  skin  lesions  were  fixed. 

Summary 

A case  in  a young  adult  female  of  fixed  drug 
eruption  due  to  the  ingestion  of  paradichloro- 
benzene is  presented.  Unusual  neurologic  symp- 
toms developed  on  withdrawal  of  this  mate- 
rial. 

Medical  Centre 
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Gaucher  s Disease  Complicated  by  Metastatic  Carcinoma 

Presenting  Symptoms  of  Recurrent  Pericardial  Tamponade  with 
Secondary  Acute  Renal  Failure 

SAMUEL  BOSENFELD,  M.D.,  AND  STANLEY  EPSTEIN,  M.D.,  BROOKLYN,  NEW  YORK 

{From  the  Department  of  Medicine,  Jewish  Hospital  of  Brooklyn,  and  University  of  New  York  Downstate 

Medical  Center) 


The  following  case  of  Gaucher’s  disease 
warrants  reporting  because  of  several  unu- 
sual features:  first,  the  occurrence  of  frequent 
hemorrhagic  pericardial  effusions  jjroducing  re- 
current cardiac  tamponade;  second,  the  presence 
of  acute  renal  failure  secondary  to  cardiac 
tamponade;  third,  the  finding  of  carcinoma  cells 
in  the  pericardial  and  pleural  fluids  and  in  the 
aspirate  of  a supraclavicular  node;  fourth,  the 
instillation  of  radioactive  gold  into  the  pericardial 
sac  with  the  subsequent  (lisai)pearance  of  the 
pericardial  effusion;  and  fifth,  the  diagnostic 
aid,  in  this  case,  of  enzymology. 

Case  Report 

A fifty-nine-year-old  white,  Jewish  housewife 
entered  Brooklyn  Jewish  Hospital  on  April  8, 
1960,  because  of  marked  weakness  and  a sub- 
xiphoid  pressure  sensation  which  had  progressed 
for  two  days. 

For  the  past  two  years  the  patient  had  been 
treated  with  aspirin  for  alleged  arthritis.  In 
January,  1960,  she  was  admitted  to  another 
hospital  because  of  right  upper  quadrant  pain, 
tenderness,  and  jaundice.  A diagnosis  of  chole- 
lithiasis was  made  and  later  confirmed  on  x-ray 
film.  The  gallbladder  condition  was  treated 
conservatively.  While  the  patient  was  in  the 
hospital  splenomegaly  was  noted,  and  a sternal 
marrow  aspiration  was  done.  The  slides  showed 
typical  Gaucher’s  cells  and  a diagnosis  of 
Gaucher’s  disease  was  made.  None  of  the  mem- 
bers of  her  family  is  known  to  have  Gaucher’s 
disease.  She  complained  of  pain  in  her  right 
shoulder,  and  x-ray  films  showed  cystic  changes 
in  the  right  glenoid  cavity.  These  were  con- 
sidered consistent  with  Gaucher’s  disease.  She 
received  cobalt  radiation  to  this  area  with  relief 
of  pain.  Other  bone  changes  demonstrated  on 
x-ray  film  included  ill-defined  lucent  areas  in  the 
right  tibial  shaft,  lower  ends  of  the  femurs, 
right  femoral  head  and  intertrochanteric  region. 
The  bone  changes  were  considered  characteristic 


Fig.  1.  Splenic  aspirate  demonstrating  Gaucher’s 
cells. 


of  Gaucher’s  disease. 

An  x-ray  examination  of  the  chest  during 
this  hospitalization  showed  an  ill-defined  infil- 
tration in  the  middle  portion  of  the  left  lung  field. 
This  persisted  in  follow-up  films  until  the  time  of 
the  present  admission.  A gastrointestinal  series 
at  this  time  demonstrated  a slight  medial  dis- 
placement of  the  stomach  owing  to  a large 
spleen,  but  no  intrinsic  abnormality  of  the  gas- 
trointestinal tract  was  noted. 

The  patient  was  followed  at  home  by  one  of  the 
authors  during  February  and  March,  1960. 
She  did  w^ell  at  this  time  with  onl}^  mild  pain  in 
the  bone,  some  leukopenia,  anemia,  and  throm- 
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TABLE  I. — Daily  Findings  on  Patient 


Day 

Urine 

Output 

(Co.) 

Fluid 

Intra- 

venous 

and 

Oral 

(Cc.) 

Blood 

Urea 

Nitro-  Uric 

gen  Acid 

(Mg.  per  (Mg.  per 
100  Ml.)  100  Ml.) 

Sodium 

(mEq./ 

L.) 

Chlo- 

rine 

(mEq./ 

L.) 

Potas- 

sium 

(mEq./ 

L.) 

Carbon 

Dioxide 

(mEq./ 

L.) 

Phos- 

Calcium  phorus 
(Mg.  per  (Mg.  per 
100  Ml.)  100  Ml.) 

White 

Blood 

Count 

Hema- 

tocrit 

1 

42 

2 

60 

840 

65 

i38 

92 

5.8 

19.5 

42 

3 

190 

1,130 

100 

135 

94 

6.7 

19.5 

4 

305 

820 

130 

130 

90 

7.1 

14.6 

12,2.50 

29 

5 

615 

1,110 

127 

137 

91 

5.6 

21.0 

26 

6 

645 

1,000 

145 

28.2 

136 

86 

4.6 

21.4 

5.9 

11.8 

7,200 

32 

7 

410 

1,130 

1.54 

138 

89 

5.4 

25.0 

4.9 

12.0 

7 , 2.50 

27 

8 

490 

888 

168 

32.5 

138 

90 

4.0 

25.0 

5.2 

12.4 

11,. 300 

34 

9 

560 

934 

141 

140 

90 

4.0 

24.6 

5.1 

10 

850 

1,230 

180 

147 

90 

3.5 

33.4 

5.2 

30 

11 

829 

1,435 

129 

21.2 

141 

92 

2.8 

27.3 

5.8 

8.0 

10,800 

31 

12 

435 

1 ,320 

173 

19.3 

140 

87 

2.9 

28.3 

6.1 

6.5 

19,000 

29 

13 

310 

900 

169 

135 

92 

4.2 

24.7 

8.5 

4.3 

34,000 

14 

530 

900 

144 

142 

87 

3.6 

25.7 

7.3 

6.5 

21,000 

29 

15 

1,240 

1,620 

196 

140 

88 

3.4 

29.4 

25 

16 

2,130 

1,800 

116 

149 

102 

4.2 

28.8 

6.3 

28 

17 

1,810 

2,470 

82 

135 

102 

4.0 

30.6 

7.9 

30 

18 

1,220 

1,770 

50 

12.0 

143 

96 

4.6 

30.6 

8.2 

3.2 

6,900 

30 

19 

1,490 

2,160 

43 

139 

95 

4.0 

28.6 

5,100 

34 

20 

1,730 

2,230 

32 

137 

99 

4.0 

21.7 

7.0 

3.8 

4,000 

32 

21 

1,320 

2,020 

46 

134 

91 

3.8 

25.5 

7.0 

5,4.50 

35 

22 

1,690 

2,020 

32 

131 

94 

4.4 

27.4 

23 

1,450 

2,380 

33 

139 

97 

4.2 

29.0 

As 

24 

2,050 

2,750 

31 

141 

100 

4.9 

20.4 

7.4 

25 

960 

1,720 

27 

5.3 

133 

100 

4.9 

19.0 

7.2 

3.7 

27 

26 

620 

1,950 

42 

125 

102 

5.1 

19.0 

7.2 

4.5 

2 , 900 

27 

27 

1,280 

1,215 

49 

137 

97 

5.1 

19.7 

7.6 

4 , 250 

37 

28 

1,515 

1,390 

44 

137 

104 

3.9 

17.8 

29 

820 

1,680 

40 

148 

103 

3.8 

24.0 

Al 

2,3.50 

3,5 

30 

1,030 

1,4.50 

36 

139 

104 

4.2 

24.0 

31 

1,350 

1,720 

32 

830 

1,600 

27 

i43 

i06 

3.5 

22.2 

7.7 

’4.2 

5 , 500 

32 

33 

760 

1,470 

33 

107 

3.7 

32.0 

6,900 

31 

34 

670 

1,290 

35 

600 

1,370 

36 

815 

1,180 

28 

i4i 

i06 

3.7 

23.3 

7,000 

29 

37 

540 

1,160 

38 

540 

1,655 

i9 

i33 

i08 

4.5 

23.7 

7.5 

7,000 

29 

bocytopenia,  but  no  bleeding  diathesis.  During 
this  period  a needle  aspiration  of  the  spleen 
(Fig.  1)  showed  typical  Gaucher’s  cells. 

Two  days  prior  to  admission  she  developed 
profound  weakness,  shortness  of  breath,  and 
subxiphoid  pressure.  There  was  also  a com- 
plaint of  nausea.  On  the  day  of  admission  the 
patient  fainted  while  she  was  in  the  bathroom, 
and  at  that  time  her  physician  was  called.  The 
doctor  found  the  patient  ashen  gray,  somewhat 
dyspneic,  with  marked  neck  vein  distention,  dis- 
tant heart  tones,  and  a blood  pressure  of  80/70. 
The  pulse  was  very  weak.  The  patient  had  no 
previous  history  of  shortness  of  breath,  chest 
pain,  or  ankle  edema.  Hospitalization  was  ar- 
ranged immediately. 

On  her  admission  to  Brooklyn  Jewish  Hospital 
the  patient  was  noted  to  be  asthenic,  markedly 
lethargic,  and  complaining  of  subxiphoid  pres- 
sure, shortness  of  breath,  and  profound  weakness. 

The  positive  physical  findings  were  as  follows: 
The  blood  pressure  ranged  from  unobtainable  to 
60/50.  The  skin  showed  a brownish  pigmenta- 
tion. The  eyes  revealed  bilateral  pingueculae. 
The  neck  veins  were  markedly  distended,  filling 
predominantly  from  below.  There  were  a few 


small  firm  pea-sized  nodes  in  the  left  supraclavicu- 
lar area.  A careful  examination  of  the  breasts 
revealed  no  nodules.  The  right  lung  demon- 
strated dullness  to  percussion  and  absent  breath 
sounds  to  the  level  of  the  scapula.  The  lateral 
border  of  the  heart  was  percussed  in  the  left  sixth 
intercostal  space  in  the  midaxillary  line.  Her 
heart  tones  were  of  poor  quality,  and  the  sounds 
were  distant.  The  rate  was  120  per  minute  and 
was  regular.  No  murmurs,  rubs,  or  gallops  were 
heard.  The  abdomen  revealed  moderate  soft 
distention.  The  liver  edge  was  smooth  and  firm 
from  8 to  10  cm.  below  the  right  costal  margin. 
The  spleen  tip  was  felt  6 cm.  below  the  left  costal 
margin.  There  was  2 plus  pitting  edema  of  the 
extremities. 

Her  venous  pressure  on  admission  was  300 
mm.  of  water  with  a rise  to  375  mm.  on  hepatic 
pressure.  There  was  no  urinary  output.  The 
hematocrit  was  42.  An  electrocardiogram  showed 
low  voltage  and  nonspecific  myocardial  altera- 
tions. A diagnosis  of  pericardial  effusion  with 
secondary  hypotension,  congestive  heart  failure, 
and  Gaucher’s  disease  was  made. 

A levarterenol  bitartrate  (Levophed)  drip  was 
started  and  the  blood  pressure  rose  to  120/80. 
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Fig.  2.  (^1)  Pleural  fluid  with  clumps  of  malignant  cells.  (B)  Pericardial  fluid  with  clumps  of  malignant 

cells. 


The  patient  was  jilaced  in  an  oxygen  tent  and 
was  given  digoxin  and  mercuhydrin.  A thora- 
centesis of  the  right  chest  removed  1,000  cc.  of 
bloody,  nonclotting  fluid.  After  these  measures 
the  patient  seemed  to  be  more  comfortable  and 
rested  quietly  for  the  next  five  hours.  At  that 
time  the  symptoms  became  more  acute  and  the 
patient  appeared  to  be  in  extremis.  The  neck 
veins  were  greatly  distended,  the  heart  tones  al- 
most inaudible,  the  pulse  thready  and  very  weak, 
and  the  blood  pressure  was  unobtainable  despite 
levarterenol  bitartrate  drip  and  hydrocortisone 
given  intravenously. 

An  emergency  pericardiocentesis  was  per- 
formed with  a left  subxiphoid  ajiproach,  and 
300  cc.  of  nonclotting  sanguinous  material  were 
removed.  Immediately  on  removal  of  the  fluid 
the  neck  veins  collapsed,  the  blood  jiressure  rose 
to  100/60,  the  heart  tones  improved,  and  the 
voltage  on  the  electrocardiogram  increased  2 to  3 
mm.  as  compared  with  the  pretap  electrocardio- 
gram. 

The  patient’s  urinary  output  for  the  first  day 
after  admission  and  while  hypotension  was 
present  prior  to  admission  was  minimal  (60  cc.). 


With  oliguria  the  blood  urea  nitrogen,  serum 
potassium,  and  serum  phosphorous  began  to  rise 
while  the  serum  calcium  fell.  The  patient  was 
placed  on  an  anuria  regimen  receiving  a 20  per 
cent  glucose  infusion  intravenously  to  equal  400 
cc.  of  fluid  (insensible  loss)  plus  her  urinary  out- 
put. Testosterone  was  added  and  steroids  were 
given,  with  the  latter  gradually  reduced.  Glu- 
cose and  insulin  and  sodium  carboxylic  acid 
resins  were  given  to  combat  the  hyperkalemia 
which  developed.  The  serum  potassium  rose  to 
7 mEq.  per  liter  two  days  after  her  admission,  at 
which  time  there  was  tall  slender  tenting  of  the 
T waves  on  the  electrocardiogram,  which  re- 
turned to  normal  configuration  when  the  serum 
potassium  levels  returned  to  normal.  The  blood 
urea  nitrogen  rose  to  196  mg.  per  100  ml.,  but 
began  to  fall  on  the  sixteenth  hosjiital  day  after 
the  patient  entered  the  diuretic  phase  (Table  I). 
During  this  time  serum  potassium  was  low, 
necessitating  potassium  supplements.  The  elec- 
trolyte balance  was  regulated  using  daily  serum 
and  urinary  electrolytes  as  a guide.  At  the  time 
of  discharge  the  blood  urea  nitrogen  was  in  a 
normal  range,  and  the  urinary  specific  gravitj' 
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Fig.  3.  Aspirate  from  left  supraclavicular  node 
with  clumps  of  malignant  cells. 


was  1,024. 

The  sanguineus  effusions  obtained  from  the 
pleural  (Fig.  2A)  and  pericardial  (Fig.  2B) 
cavities  on  the  evening  of  admission  when  they 
were  smeared  and  stained  with  Wright’s  stain 
revealed  clumps  of  malignant  cells.  This  was 
confirmed  by  Papanicolaou  and  cell-block  studies 
done  later  on  the  same  fluids.  Similar  malignant 
cells  were  seen  in  cytologic  analyses  of  all  subse- 
quent effusions  obtained  by  needle  withdrawal. 

The  pericardial  effusions  recurred  frequently, 
necessitating  five  more  pericardiocenteses  in  a 
three-week  period.  A total  of  2,200  cc.  of 
sanguinous  nonclotting  fluid  was  removed  from 
the  pericardial  cavity  during  these  procedures. 
These  taps  were  performed  at  approximately 
four-day  intervals  and  were  necessitated  by  the 
clinical  picture  of  engorgement  of  neck  veins, 
dyspnea,  narrowing  of  the  jiulse  pressure,  and 
general  prostration. 

The  sixth  and  last  pericardiocentesis  was 
performed  on  April  29,  1960,  at  which  time  30 
microcuries  of  radioactive  gold  (Aid''*)  were  in- 
stilled into  the  pericardial  sac.  Subsequent  taps 


Fig.  4.  Biopsy  specimen  of  left  supraclavicular 
node  showing  metastatic  adenocarcinoma. 


liave  not  been  necessary.  The  size  of  the  cardiac 
silhouette  decreased.  A pericardial  friction  rub 
was  heard  for  the  first  time  one  week  after  the 
radioactive  gold  instillation,  and  this  persisted 
for  three  days. 

A needle  aspiration  of  the  lymph  node  in  the 
left  supraclavicular  node  was  done,  and  clumps 
of  malignant  cells  similar  to  those  found  in  the 
pericardial  and  pleural  fluids  were  noted  (Fig.  3). 

A biopsy  of  the  left  supraclavicular  node  \vas 
lierformed  under  local  anesthesia.  The  patho- 
logic report  of  the  specimen  obtained  was  that  it 
was  a lymph  node  with  metastatic  adeno- 
carcinoma (Fig.4).  Careful  re-examinations  of 
the  breasts  by  several  physicians  gave  repeatedly 
negative  findings.  It  was  suspected  that  a lung 
was  the  primary  site  of  the  metastatic  malignant 
condition.  Several  chest  x-ray  films  showed 
a suspicious  infiltrate  in  the  middle  field  of  the 
left  lung.  This  was  first  noted  at  another 
hospital  in  January,  1960.  After  3,000  cc.  of 
sanguinous  effusion  were  removed  for  the  second 
time  from  the  right  hemithorax  on  May  3,  1960, 
a repeat  chest  x-ray  film  demonstrated  a dense 
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Fig.  5.  Bone  marrow  glenoid  fossa  of  right  scapula 
showing  Gaucher’s  cell. 


infiltration  involving  a large  area  of  lung  in  the 
right  upper  and  lower  lobes  in  addition  to  a 
previously  noted  infiltrate  to  the  middle  portion 
of  the  left  lung.  She  did  not  appear  to.xic  and 
was  continually  afebrile  at  this  time.  A diagnosis 
of  pulmonary  neoplasm  with  metastases  was 
made. 

Because  of  the  rapid  reaccumulation  of  fluid  in 
the  right  side  of  the  chest  by  May  13,  1960,  14 
microcuries  of  a colloidal  solution  of  radioactive 
chromic  phosphate  were  instilled  into  that  area. 
There  has  been  no  further  reaccumulation  of 
fluid  to  this  date. 

A needle  aspiration  of  the  glenoid  fossa  of  the 
right  scapula  was  done  because  from  the  x-ray 
examination  it  was  suspected  that  there  was 
a metastatic  malignant  condition.  Tjqrical 
Gaucher’s  cells  were  seen  in  the  aspirate  (Fig.  5), 
but  no  malignant  cells  were  found.  In  addition 
sternal  and  iliac  marrow  aspirations  were  per- 
formed, and  only  Gaucher’s  cells  were  found. 

Enzyme  studies  of  the  patient’s  serum  and 
effusions  were  done.  The  lactic  dehydrogenase  of 
the  serum  was  370  units  per  milliliter  (normal  in 


serum  and  in  effusions  up  to  220  units  per  milli- 
liter) and  the  pericardial  fluid  was  720  units  per 
milliliter  before  the  instillation  of  radioactive 
gold.  The  lactic  dehydrogenase  of  the  pleural 
fluid  was  364  units  per  milliliter. 

The  serum  glutamic  oxalacetic  transaminase 
(SGOT)  was  125  units  per  milliliter  with  a control 
of  22  units  per  milliliter  one  day  after  admission. 
This  fell  to  24  units  per  milliliter  with  a control  of 
38  units  per  milliliter  in  one  week  and  remained 
normal  subsequently.  The  normal  is  4 to  40 
units  per  milliliter. 

The  alkaline  phosphatase  was  6.5  units  on 
admission,  and  subsequent  values  were  5.2,  3.2, 
and  4.4.  (The  normal  is  from  2 to  4 Bodanskj" 
units.)  The  acid  phosphatase  was  5.4,  9.6,  and 
5.1  on  three  occasions,  and  the  normal  is  from 
0.5  to  2 Gutman  units. 

The  total  protein  was  5.8  mg.  per  100  ml.; 
albumin  3.6  Gm.  per  100  ml.,  globulin  2.2  Gm. 
per  100  ml.;  albumin-globulin  ratio  1.6;  total 
cholesterol  93  mg.  per  100  ml.  with  54  per  cent 
free;  thymol  turbidity  6.3  units;  cephalin 
flocculation  4 plus;  and  bilirubin  1.3  mg.  per  100 
ml.  total  and  0.8  mg.  per  100  ml.  free.  These 
values  remained  in  a similar  range  during 
subsequent  examinations. 

The  patient  had  persistent  4 plus  stool  guaiac 
examination  results  until  just  prior  to  her 
discharge  when  they  became  negative.  Her 
total  platelet  count  was  as  low  as  38,000  with  poor 
clot  retraction.  She  developed  several  ecchy- 
motic  areas  over  her  body  and  many  petechiae. 
Steroid  therapy  was  maintained  throughout 
her  course  tapering  from  60  to  20  mg.  of  pred- 
nisone dailJ^  There  was  also  anemia  necessitat- 
ing the  transfusion  of  8 units  of  packed  cells 
during  the  hospital  course.  Luekocytosis  that 
was  seen  at  the  time  of  acute  renal  failure  dropped 
to  leukopenic  to  normal  levels  when  the  uremia 
cleared. 

On  May  5,  1960,  ambulation  was  begun.  With 
supportive  therapy  the  patient  did  well  and  was 
discharged  on  May  20,  1960,  eating  well  and 
taking  0.5  mg.  of  digo.xin  and  20  mg.  of  prednisone 
daily. 


Comment 

This  patient  demonstrated  most  of  the  conmion 
findings  of  Gaucher’s  disease:  splenomegal}', 
hepatomegaly,  bone  changes,  pingueculae,  pig- 
mentation of  the  skin,  hemorrhagic  diathesis  with  | 
thrombocytopenia,  anemia,  and  leukopenia. 
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Typical  Gaucher’s  cells^  were  found  in  the  bone 
marrow  (sternum,  iliac  crest,  and  glenoid  fossa) 
and  in  the  spleen.  No  malignant  cells  were  seen 
at  these  sites.  The  patient  also  showed  choleli- 
thiasis which  has  been  described  with  Gaucher’s 
disease.*'^ 

When  the  patient  was  admitted  she  was  in 
extremis  with  cardiac  tamponade  which  had  been 
present  for  several  hours.  Her  condition  im- 
proved immediately  on  withdrawal  of  a san- 
guinous,  nonclotting,  pericardial  effusion.  This 
fluid  was  first  thought  to  be  caused  by  the 
hemorrhagic  diathesis  characteristic  of  Gaucher’s 
disease.  This  was  described  as  far  back  as  1905 
by  Brill,  Mandlebaum  and  Libman^  and  again  in 
1925  by  Brill  and  Mandlebaum.^  In  these 
descriptions  only  erythrocytes  were  seen  in  the 
effusions.  A review  of  the  literature  failed  to 
show  any  examples  of  the  presence  of  Gaucher’s 
cells  in  pericardial  fluid. 

A cytologic  analysis  of  the  fluid  that  was 
obtained  indicated  that  we  were  not  dealing  with 
pericarditis  secondary  to  Gaucher’s  disease. 
When  the  cells  that  were  found  in  the  effusion 
were  smeared  and  stained  with  Wright’s  stain, 
however,  they  revealed  clumps  of  characteristic 
carcinoma  cells.  Simultaneous  Papanicolaou 
and  cell-block  studies  showed  that  the  same 
fluid  contained  groups  of  malignant  cells. 
These  cells  appeared  to  be  typical  of  the  dif- 
ferentiated cells  of  adenocarcinoma.®  An  analy- 
sis of  the  fluid  obtained  at  subsequent  peri- 
cardiocenteses showed  the  same  type  of  malig- 
nant cell. 

Similar  clumps  of  malignant  cells  were  found 
in  the  pleural  fluid.  Although  Gaucher’s  cells 
have  been  reported  in  the  lung,’-®  the  presence 
of  malignant  cells  there  in  the  absence  of  Gau- 
cher’s cells  seemed  to  eliminate  the  possibility  of 
pulmonary'  Gaucher’s  disease  in  our  patient. 

Further  diagnostic  assistance  was  obtained  by 
aspirating  a pea-sized  node  in  the  left  supra- 
clavicular area.  Here  again  the  clumping  of 
malignant  cells  was  noted.  A biopsy  of  this 
node  revealed  metastatic  adenocarcinoma. 

When  postulating  the  site  of  the  primary 
lesion,  carcinoma  of  the  lung  is  the  most  likel}^ 
diagnosis.  The  patient  showed  infiltration  of  the 
middle  portion  of  the  left  lung  on  x-ray  film, 
which  grew  in  size  in  a two-month  period  and 
extended  to  the  middle  of  the  right  lung  paren- 
chyma and  pleura.  Furthermore,  hemorrhagic 
pericarditis  when  it  is  caused  by  a malignant 


condition  is  most  commonly  due  to  a bron- 
chogenic carcinoma.® 

To  our  knowledge  the  association  of  broncho- 
genic carcinoma  with  Gaucher’s  disease  has  not 
been  reported.  The  presence  of  a malignant  con- 
dition at  other  sites  in  patients  with  Gaucher’s 
disease  has  been  rei)orted.  The  first  such  case 
was  that  reported  by  Pick  in  1922,*®  a proved 
example  of  Gaucher’s  disease  which  was  thought 
to  be  complicated  by  gallstones  but  at  autopsy 
was  shown  to  be  due  to  carcinoma  of  the  porta 
hepatis.  Gaucher’s  disease  has  also  been  asso- 
ciated with  islet  cell  carcinoma  of  the  pan- 
creas,** osteogenic  sarcoma  which  developed  in 
an  area  of  o.steolytic  involvement  of  Gaucher’s 
disease,*®  giant  follicular  lymphoblastoma,*®  and 
thymic  carcinoma  noted  as  an  accidental  finding 
at  autopsy.*^ 

On  admission  acute  renal  failure  was  a 
complicating  feature  of  our  case.  As  a result  of 
the  prolonged  hypotension  induced  by  the 
l^ericardial  tamponade,  the  patient  became  anuric 
and  developed  azotemia,  hy'perkalemia,  hyiDO- 
calcemia,  and  hyperphosphatemia.  With  the 
appropriate  therapy  based  on  principles  of  treat- 
ment of  the  anuric  and  diuretic  phases  of  acute 
renal  failure,*®  the  patient  made  a satisfactory 
recoverJ^  It  is  interesting  to  note  that  during 
the  acute  renal  problem  the  leukopenia  char- 
acteristic of  her  Gaucher’s  disease  was  replaced 
by  a leukocytosis  with  as  high  as  34,000  white 
blood  cells.  This  fell  to  levels  in  the  leukopenic 
to  normal  range  when  she  recovered.  At  no  time 
during  this  period  was  she  febrile. 

A crucial  problem  in  our  patient  was  finding  a 
means  to  prevent  the  recurrent  and  life-endan- 
gering cardiac  tamponade.  Five  pericardio- 
centeses were  performed  but  these  were  done  at 
short  intervals  because  of  the  rapid  reaccumula- 
tion of  malignant  effusion.  Pericardiostomy*® 
was  considered.  The  condition  of  the  patient 
was  too  critical  to  allow  for  any  such  surgical 
intervention.  It  was  decided  to  attempt  to 
instill  radioactive  gold  into  the  pericardial  sac. 
This  was  performed  at  the  time  of  the  sixth  tap, 
and  it  has  not  been  necessary  to  repeat  pericardio- 
centesis. Further  evidence  of  the  resolution  of 
the  effusion  was  the  appearance  of  a friction  rub 
for  the  first  time.  From  the  results  of  our  case, 
we  believe  that  gold  instillation  therapy  for 
recurrent  malignant  pericardial  effusions  should 
be  considered  seriously  as  a possibility  in  the 
mode  of  therapy.  This  use  of  radioactive  gold 
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was  first  reported  by  Bachman  et  al.  in  1954d’ 
They  reported  a definite  radiation  effect  on  tumor 
tissue  without  significant  injury  to  normal  tissues. 
Additional  intrapericardial  use  of  radioactive 
gold  was  described  by  Gary-Bobo  et  alA^ 

Enzyme  studies  were  additional  aids  in  the 
diagnosis  of  Gaucher’s  disease  and  carcinoma- 
tosis. The  serum  acid  phosphatase  was  elevated 
on  the  three  determinations  which  were  done. 
This  finding  is  in  accord  with  the  work  of  Tuch- 
man  and  his  associates. 

The  serum,  pleural  and  pericardial,  and  lactic 
dehydrogenase  levels  were  all  abnormally  high 
in  our  patient.  The  method  used  for  the 
determination  of  lactic  dehydrogenase  is  a 
modification  of  that  used  by  Wrdblewski  and 
La  Due.^^  There  is  only  one  report  in  the 
literature  of  an  abnormally  liigh  lactic  dehydro- 
genase in  mahgnant  pericardial  effusion.  This 
was  in  a case  of  metastatic  bronchogenic  car- 
cinoma reported  by  Wroblewski  and  Wrdblew- 
ski^^  in  which  the  patient  was  treated  with 
nitrogen  mustard  instilled  into  the  pericardial 
sac  and  died  fourteen  hours  later.  The  lactic 
dehydrogenase  in  the  blood  serum  and  in  the 
pleural  effusions  has  often  been  reported  as  being 
elevated. 

The  serum  glutamic  oxalacetic  transaminase 
was  elevated  for  one  week  after  the  admission. 
This  elevation  has  been  described  with  carcino- 
matosis.^^ Inconsistent  elevations  such  as  we 
saw  in  which  the  serum  glutamic  oxalacetic  trans- 
aminase was  first  elevated  and  later  became 
normal  has  been  mentioned  by  Wrdblewski^®  in 
discussing  pericarditis  from  various  causes. 

The  moderate  elevations  in  alkaline  phospha- 
tase activity  might  be  explained  by  the  skeletal 
disorders  of  our  patient  or  perhaps  by  hepatic 
involvement  with  Gaucher’s  disease. 

Su  m rnary 

A case  of  Gaucher’s  disease  in  a fifty-nine-j^ear- 
old  female  has  been  presented  with  coexistent 
metastatic  carcinoma  probably  originating  in  the 
lung.  The  tumor  invaded  the  pericardial  sac, 
pleural  cavity,  and  left  supraclavicular  lymph 
node. 

As  a result  ot  the  malignant  pericardial 
effusion  the  patient  suffered  cardiac  tamponade 
which  in  turn  caused  acute  renal  failure. 

Radioactive  gold  was  used  successfully  to 
prevent  recurrent  malignant  pericardial  effusions. 

Elevations  of  serum  acid  phosphatase,  serum 


lactic  dehydrogenase,  and  serum  glutamic  oxal- 
acetic transaminase  as  well  as  pericardial  and 
pleural  lactic  dehydrogenase  were  noted. 


References 

1.  Thannhauser,  S.  J. : Lipidoses,  3rd  ed.  New 
York  and  London,  Grune  and  Stratton,  1958,  p.  463. 

2.  Rosenthal,  E.:  Co-existence  of  Gaucher’s 

disease  and  cholelithiasis.  Rev.  Gastroenterol.  7 : 278 
(May-June)  1940. 

3.  Reich,  C.,  Seife,  M.,  and  Kessler,  B.  J.: 
Gaucher’s  disease:  a review  and  discussion  of  twenty 
cases.  Medicine  30  : 1 (Feb.)  1951. 

4.  Brill,  N.  E.,  Mandlebaum,  F.  S.,  and  Libman, 
E.:  Primary  splenomegaly,  Gaucher  type;  report  on 
one  of  four  cases  occurring  in  a single  generation  of  one 
family.  Am.  J.  M.  Sc.  129:  491  (Mar.)  1905. 

5.  Brill,  N.  E.,  and  Mandlebaum,  F.  S.:  Gaucher’s 
disease,  in  Tice,  V.,  Ed.:  Practice  of  Medicine,  Hagers- 
towm,  Maryland,  W.  F.  Prior  Company,  Inc.,  1929, 
p.  305. 

6.  Staff  of  Vmcent  Memorial  Laboratories: 
Cytologic  Diagnosis  of  Cancer,  Philadelphia  and 
London,  W.  B.  Saunders  Co.,  1950,  p.  195. 

7.  Myers,  B. : Gaucher’s  disease  of  the  lungs, 

Brit.  M.  J.  2 : 8 (July  3)  1937. 

8.  Merklen,  P.,  Waits,  R.,  and  Warter,  J.:  Diag- 
nosis of  Gaucher’s  disease  by  splenic  puncture.  Bull,  et 
M6m.  Soc.  med.  Hop  Paris  49 : 36  (Jan.  30)  1933. 

9.  Wood,  P.:  Diseases  of  the  Heart  and  Circula- 
tion, 2nd  ed.,  London,  Eyre  and  Spottiswoode,  1957, 
p.  632. 

10.  Pick,  L.:  Zur  Pathologischen  Anatomie  Des 
Morbus  Gaucher,  Verhandl.  Berliner  Med.  Gesellsch. 
53:  124  (Oct.  11)  1922. 

11.  Groen,  J.,  and  Garrer,  A.  H.:  Adult  Gaucher’s 
disease  with  special  reference  to  the  variations  in  its 
clinical  course  and  the  value  of  sternal  puncture  as  an 
aid  to  its  diagnosis.  Blood  3 : 1221  (Nov.)  1948. 

12.  Straus,  B. : Metabohe  and  inflammatorj'  histio- 
cytosis, Am.  J.  Med.  5 : 245  (Aug.)  1948. 

13.  Friedman,  I.  S.,  and  Grayzel,  D.  M.:  Gaucher’s 
disease  and  giant  follicular  lymphoblastoma.  New 
Yobk  State  J.  Med.  51 : 645  (Mar.  1)  1951. 

14.  Morrison,  A.  N.,  and  Lane,  M.:  Gaucher’s 

disease  with  ascites:  a case  report  with  autopsy  find- 
ings, Ann.  Int.  Med.  42:  1321  (June)  1955. 

15.  Franklin,  S.  F.,  and  Merril,  J.  P.:  Acute  renal 
failure.  New  England  J.  Med.  262:  711  (Apr.  7); 
262 : 761  (Apr.  14)  1960. 

16.  Bailey,  C.  P.:  Surgery  of  the  Heart,  Phil- 

adelphia, Lea  & Febiger,  1955,  p.  458. 

17.  Bachman,  K.  P.,  et  a).:  Radioactive  gold  in- 
stilled intrapericardially : report  of  a case,  Ann.  Int. 
Med.  40:811  (Apr.)  1954. 

18.  Gary-Bobo,  ef  a(.:  [Metastatic  serous  effusions 
and  their  treatment  with  coUoidal  radiogold ; clinical, 
radiological  and  electrophoretic  aspects],  J.  radiol.  et 
electrol.  36:  522  (1955)  (Fr.). 

19.  Tuchman,  L.  R.,  Suna,  H.,  and  Carr,  J.  J.: 
Elevation  of  serum  acid  phosphatase  in  Gaucher’s 
disease,  J.  Mt.  Sinai  Hosp.  23 : 227  (Mar.-Apr.)  1956. 

20.  Tuchman,  L.  R.,  and  Swick,  M.:  High  acid 
phosphatase  level  indicatmg  Gaucher’s  disease  in  a 
patient  wdth  prostatism,  J.A.M.A.  164:  2034  (Aug.  31) 
1957. 

21.  Tuchman,  L.  R.,  Goldstein,  G.,  and  Clyman, 
M.:  Studies  on  the  nature  of  the  increased  serum  acid 
phosphatase  in  Gaucher’s  disease.  Am.  J.  Med.  27 : 
959  (Dec.)  1959. 


•1()8() 


New  York  State  J.  Med. 


GAUCHER’S  DISEASE  COMPLICATED  BY  METASTATIC  CARCINOMA 


22.  Wroblewski,  F.,  and  La  Due,  J.  S.:  Lactic 
dehydrogenase  activity  in  blood,  Proc.  Soc.  Exper.  Biol. 
& Med.  90 : 210  (Oct.)  1955. 

23.  Wrdblewski,  F.,  and  Wroblewski,  R.:  The  clini- 
cal significance  of  lactic  dehydrogenase  activity  of 
serous  effusions,  Ann.  Int.  Med.  48 : 813  (Apr.)  1958. 

24.  West,  M.,  and  Zimmerman,  H.  J.;  Serum 
enzymes  in  disease.  I.  Lactic  dehydrogenase  and 


glutamic  oxaloacetic  transaminase  in  carcinoma, 
A.M.A.  Arch.  Int.  Med.  102:  103  (July)  1958. 

25.  Van  Rymenant,  M.,  and  Tagnon,  H.  J.; 
Enzymes  in  clinical  medicine.  New  England  J.  Med. 
261 : 1325  (Dec.  24)  1959. 

26.  Wroblewski,  F.:  The  clinical  significance  of 
transaminase  activities  of  serum,  Am.  J.  Med.  27 ; 
911  (Dec.)  1959. 


Contact  Lenses  Successfut  in  23^  of  300  Cases 


Contact  lenses  prescribed  and  fitted  for  .300  pa- 
tients l)y  an  ophthalmologist  proved  successful  in 
78  per  cent  of  the  cases,  according  to  an  article  bj^ 
John  R.  Cassady,  M.D.,  in  the  September,  1961, 
issue  of  Archives  of  Ophthalmology,  published  by 
the  American  Medical  Association. 

Of  the  total  group,  234  were  able  to  wear  the 
lenses  at  least  ten  hours  a day  for  at  least  six  months. 
There  were  32  failures,  and  the  remaining  34  patients 
could  not  be  followed  up. 

There  were  98  men  and  202  women  in  the  series. 
The  largest  number  of  patients  were  between  fifteen 


and  thirty  years  of  age,  and  this  group  had  the 
highest  percentage  of  success  in  wearing  contact 
lenses.  Patients  with  nearsightedness  constituted 
65  per  cent  of  the  entire  group. 

Complications  occurred  in  18  patients,  or  6 per 
cent.  Most  complications  occurred  when  wearing 
time  was  increased  much  more  rapidly  than  recom- 
mended or  when  prolonged  periods  of  wearing  were 
attempted.  At  least  one  lens  adjustment  was 
necessary  in  more  than  half  of  the  patients.  Most 
patients  were  wearing  the  lenses  ten  to  twelve 
hours  a day  by  the  third  week. 
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Splenorenal  Shunt  Combined  with  Ligation  of  Esophageal 
Varices  Through  Left  Thoracotomy 

ROBEBT  W.  HOLLIDAY,  M.D.,  VALHALLA,  NEW  YORK 
{From  the  Grasslands  Hospital) 


The  inability  to  find  any  reports  of  a spleno- 
renal shunt  done  entirely  through  the  chest 
prompts  this  report  of  a case  in  which  this  was 
done  with  extremely  satisfactory  results. 

Case  Report 

A forty-eight-year-old  white  male  was  ad- 
mitted to  the  Grasslands  Hospital  on  January  27, 
1960,  after  three  days  of  vomiting  blood  and 
passing  tarr}^  stools.  He  had  occasional  tarry 
stools  over  the  past  several  months  and  had 
noticed  easy  bruising  of  his  skin  and  several 
episodes  of  epistaxis. 

The  patient’s  past  history  included  a chole- 
cystectomy four  years  previouslj'  and  a pedicle 
flap  from  the  abdomen  to  the  wrist  one  year  pre- 
viously to  cover  a wound  following  trauma. 
Otherwise,  a systemic  review  indicated  negative 
findings  including  any  symptoms  suggesting  pep- 
tic disease.  There  was,  however,  alcoholism 
amounting  to  12  to  15  beers  daily,  with  occasional 
whiske}^ 

A physical  examination  on  admission  revealed 
a pale  white  male  vomiting  blood  actively.  He 
fainted  in  the  emergency  room.  His  blood  pres- 
sure dropped  from  132/60  to  112/40  after  he  had 
vomited  200  cc.  of  clots.  He  was  somewhat 
obese,  but  an  enlarged  liver  could  be  percussed 
down  2 or  3 fingerbreadths  below  the  right  costal 
margin.  His  lungs  were  clear,  and  there  was 
pitting  edema  of  both  legs. 

On  admission  the  patient’s  hemoglobin  was  3.5 
Gm.  per  100  ml.  He  was  treated  with  five  trans- 
fusions and  Ki  oxide.  A Sengstaken-Blakemore 
tube  was  inserted.  On  the  following  day  he  had 
convulsions  which  were  treated  with  paraldehyde. 
The  hemoglobin  was  brought  up  to  10  Gm.  per 
100  ml.  The  patient  was  lethargic,  but  he  seemed 
to  have  stopped  bleeding  bj^  the  fourth  day. 

Laboratory  work  in  the  week  following  ad- 
mission included  the  following:  a normal  uri- 
nalysis; nonprotein  nitrogen,  30;  fasting  blood 
sugar,  125;  cholesterol,  147;  ])rothrombin  time, 
16.5  seconds  with  a control  of  14.5;  blood  group 
B,  Rh  positive;  Hanger  cephalin  flocculation,  4 


plus;  bilirubin  in  two  minutes,  2.6  mg.  per  100 
ml.  and  in  thirty  minutes,  5.8  mg.  per  100  ml.; 
alkaline  phosphatase,  9.1  Bodansky  units; 
albumin,  3.1  mg.  per  100  ml.,  globulin,  2.1  mg. 
per  100  ml.,  total  5.2  mg.  per  100  ml.;  sodium, 
130  mEq.  per  liter;  potassium,  2.2  mEq.  per 
liter;  chlorine,  86  mEq.;  and  carbon  dioxide. 
The  serology  test  for  syphilis  indicated  negative 
results.  A week  later  the  bilirubin  was  2,  and  the 
bromsulphalein  was  2 per  cent,  remaining  at 
fifty-five  minutes. 

Barium  studies  twenty  days  later  showed 
esophageal  varices.  The  hemoglobin  had  been 
kept  close  to  normal  with  a few  transfusions,  and  a 
portacaval  shunt  was  attempted  three  and  one- 
half  weeks  after  admission,  when  the  patient 
seemed  to  be  in  improved  condition.  The 
prothrombin  time  was  normal.  Moderate  h}'po- 
thermia  was  induced.  A right  thoracico- 
abdominal  approach  was  made.  There  was 
marked  skin-edge  oozing  immediately.  In  the 
abdomen  a mass  of  bleeding  adhesions  in  the 
area  of  the  pre\dous  gallbladder  surgerj'  con- 
fronted the  surgeons;  1,500  cc.  of  blood  were  re- 
placed. The  foramen  of  Winslow  was  found 
obliterated,  and  the  inferior  vena  cava  could  not 
even  be  identified.  More  blood,  1,000  cc.,  was 
replaced  during  this  dissection,  and  the  procedure 
was  abandoned.  A liver  biopsy,  later  reported  as 
portal  cirrhosis,  was  done.  A total  of  9 pints  of 
blood  were  used  that  da}'. 

On  the  second  postoperative  day  hematemesis 
recurred,  and  a Sengstaken-Blakemore  tube  was 
used  for  control  foi-  two  more  days.  Serous  fluid 
broke  through  and  drained  from  the  patient’s 
chest  wound  for  a short  time.  He  developed  a 
thrombophlebitis,  and  the  x-ray  films  again 
showed  varices. 

Five  months  after  the  original  admission,  four 
months  after  the  attempted  portacaval  shunt,  it 
was  decided  to  try  a splenorenal  shunt.  The 
patient  had  been  disabled  by  his  complications  for 
much  of  this  period,  and  he  lacked  the  confidence, 
as  did  his  doctors,  needed  to  leave  the  hospital 
with  a threat  of  recurrent  hematemesis.  An 
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SPLENORENAL  SHUNT  COMBINED  WITH  ESOPHAGEAL  VARICES 


Fig.  1.  Transabdominal  splenoportogram  showing  filling  of  lower  portion  of  spleen,  splenic  vein,  and 

portal  vein. 


abdominal  approach  was  impossible.  It  is 
known  that  a splenectomy  can  be  done  easily 
through  a left  thoracotomy,  so  that  approach 
was  elected. 

Moderate  hypothermia  was  induced.  A trans- 
abdominal splenoportogram  was  made  (Fig.  1). 
A left  thoracotomy,  with  removal  of  the  tenth  rib, 
was  done.  This  exposed  directly  over  the  poste- 
rior portion  of  the  left  diaphragm.  A trans- 
verse 10-cm.  incision  was  made  through  the 
diaphragm  into  retroperitoneal  tissues,  and  a 
dissection  was  done  bluntly  to  the  pelvis  of  the 
left  kidney.  The  splenic  vessels  were  located 
retroperitoneally  and  followed  to  the  spleen. 
The  peritoneum  behind  a 650-Gm.  spleen  was 
incised.  The  size  of  the  spleen  made  delivery  of  it 
difficult  until  0.2  mg.  of  epinephrine  was  ad- 
ministered intravenously.  The  spleen  then  con- 
tracted enough  to  be  delivered  easily.  The 
splenic  artery  was  ligated,  and  the  splenic  vein 


was  dissected  out  for  3 cm.  in  length  before 
the  spleen  was  removed.  The  peritoneum  was 
closed,  and  the  end  of  the  splenic  vein  was  anas- 
tomosed to  the  side  of  the  renal  vein  with  num- 
ber 00000  vascular  silk  (Fig.  2).  The  splenic 
vein  was  large  and  thin-walled.  The  anastomosis 
appeared  widely  patent.  The  diaphragm  was 
then  closed  and  the  esophagus  was  dissected  out. 
Multiple  varices  visible  on  its  external  surface 
were  clamped  and  ligated.  A chest  tube  was  in- 
serted and  the  thoracotomy  was  closed. 

During  this  procedure  there  was  oozing  from 
skin  and  subcutaneous  tissues  but  no  excessive 
muscle  bleeding.  The  retroperitoneal  area,  ex- 
cept for  the  dilated  splenic  vein,  was  free  of  ab- 
normal vessels.  Four  pints  of  blood  w-ere  given. 

Postoperatively,  the  course  was  benign.  An 
esophagram  one  week  after  surger}^  showed  a 
decrease  of  varices.  The  patient  was  dis- 
charged after  two  weeks.  He  became  re-em- 
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Fig.  2.  Photograph  of  operative  field.  Splenic  vein  (end  open)  about  to  be  anastomosed  to  side  of  renal 

vein  (suture  in  one  wall). 


ployed,  and  subsequent  csophagrams  over  a six- 
month  period  showed  no  varices.  His  liver 
chemistries  improved. 

Summary 

A case  of  portal  hypertension  (due  to  Laennec’s 
cirrhosis)  with  bleeding  esophageal  varices  has 
been  presented.  A portacaval  shunt  had  been 


impossible  technically.  A patent  splenic  vein 
was  demonstrated  by  x-ray  film.  A relatively 
bloodless  approach  for  a splenorenal  venous  shunt 
was  accomplished  by  performing  a left  tho- 
racotomy, then  working  through  the  diaphragm 
in  the  left  retroperitoneal  area.  An  added 
advantage  of  the  approach  was  the  ease  of 
ligating  esophageal  varices  at  the  same  time. 


Never  tell  people  how  you  are:  they  don't  want  to  know. — Johann  Wolfgang  von  Goethe 
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SPECIAL  ARTICLE 


Our  Child  of  Innocence 

AUDRKY  P.  CALL,  WATERVILLE,  NEW  YORK 


IT  WAS  April,  1957,  and  my  husband  and  I were 
anxiously  awaiting  the  arrival  of  our  fourth 
child.  Having  three  boys,  of  course  we  wanted  a 
girl.  I yearned  for  a girl  to  dress  in  dainty  little 
frocks  and  tiny  shoes.  I wanted  to  see  what  it 
was  like  to  comb  pretty  curls  instead  of  making  a 
rush  trip  to  the  barber  every  month.  And  I was 
tired  of  washing  dungarees  and  polishing  worn-out 
shoes.  So  for  my  own  selfish  reasons  I prayed 
nightly  for  our  newborn  to  be  a girl — assuming  it 
would  be  a normal,  healthy  infant. 

My  mother-in-law  came  to  stay  with  the  boys 
while  I was  in  the  hospital.  Knowing  what  a 
handful  our  three  sons  were,  I also  had  my  sister, 
Pat,  to  help.  Everything  would  be  perfect  if  we 
could  have  our  girl. 

It  wasn’t  long  before  the  eventful  day  came. 
At  2:00  A.M.  on  April  26,  I woke  my  husband 
Calvin  and  told  him  I’d  better  start  for  the  hos- 
pital. He  got  up,  called  the  doctor,  and  then 
woke  Mother  to  tell  her  we  were  leaving.  I was 
in  the  hospital  by  3:00  a.m.,  and  the  baby  was 
born  at  9:00  a.m.  To  our  extreme  joy  we  had 
our  little  girl.  But  I wondered,  “Was  the  price 
we  paid  worth  it?”  She  wasn’t  very  tiny,  nor 
did  she  look  like  she  would  ever  have  any  curls, 
but  I didn’t  care.  It  was  a girl,  and  that  was 
what  I wanted. 

She  weighed  9 pounds  and  10  ounces.  I re- 
member the  doctor  telling  me  we  had  a lady  foot- 
ball player  because  she  had  such  broad  shoulders. 
To  say  we  were  proud  parents  is  putting  it 
mildly.  Calvin  left  the  hospital  walking  on  air. 
When  he  came  back  in  the  evening,  Pat  accom- 
panied him.  She  did  not  quite  believe  it  was  a 
girl  and  wanted  to  see  for  herself.  As  the  first 
girl  born  on  my  side  of  the  family  in  sixteen  years, 
our  daughter  made  it  quite  an  occasion.  Named 
after  my  sister  and  mother-in-law,  she  became 
Patricia  Louise,  and  we  have  since  nicknamed 
her  Pattie  Lou. 


Publication  of  this  article  was  suggested  by  Janies  A. 
Brussel,  M.D.,  Assistant  Commissioner,  State  of 
New  York  Department  of  Mental  Hygiene. 


Little  did  we  know  that  with  our  new  bundle 
of  love  there  would  bo  heartaches,  despair,  and  a 
lesson  in  life  we  were  never  to  forget.  I was 
twenty-three  at  the  time  and  my  husband  thirty- 
two.  We  had  three  boys  ages  seven,  six,  and 
three.  We  had  been  through  many  of  the  hard- 
ships that  go  along  with  parenthood.  We  knew 
things  could  be  worse,  but  we  were  hoping  they 
would  start  running  smoother,  only  to  find  that 
with  Pattie  Lou  came  many  more  problems  to 
face  and  decisions  to  make.  For  six  months  we 
fought  a long  and  bitter  battle  with  our  minds 
and  souls. 

Wlien  I saw  Pattie  Lou  for  the  first  time,  a 
strange  feeling  came  over  me,  one  which  to  this 
day  I cannot  exiilain.  It  seemed  as  if  there  were 
someone  or  something  inside  me  telling  me  all 
was  not  right  with  our  baby,  but  I told  myself  it 
was  just  my  imagination. 

When  Pattie  did  not  know  how  to  suck  the 
bottle  and  it  took  her  two  days  to  learn,  I began 
to  wonder  if  it  was  imagination.  I told  Calvin 
I was  concerned  about  her,  but  he  told  me  I 
worried  too  much.  He  added  she  was  the 
healthiest  looking  baby  in  the  nursery. 

The  next  day  a nurse  came  in  and  told  me  not 
to  be  alarmed,  but  the  baby  had  just  been  placed 
in  an  oxygen  tent.  The  nurse  said  she  had 
turned  blue  but  that  this  was  nothing  serious. 
It  was  caused  from  mucus  and  was  quite  common. 
Nevertheless  I was  frightened.  Later  that  eve- 
ning they  brought  Pattie  in  to  see  me.  She  looked 
just  beautiful,  so  pink  and  healthy,  and  she  had 
even  begun  to  take  her  bottle.  I was  so  happy 
about  it  that  my  fears  of  the  days  before  were 
soon  forgotten. 

On  the  fourth  day,  I had  permission  to  go 
home.  I was  so  anxious  to  see  what  the  boys 
would  think  of  their  baby  sister  that  if  I did  have 
any  ideas  of  something  being  wrong  I put  them 
out  of  my  mind. 

Pattie  Lou  was  a wonderful  baby,  no  trouble 
at  all.  She  would  sleep  the  clock  around  if  I 
did  not  wake  her,  and  although  she  was  a week 
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old  I had  never  heard  lier  cry.  1 would  always 
have  to  wake  her  for  each  feeding  and  when  it 
was  time  to  bathe  and  change  her,  she  would 
sleep  through  most  of  that.  Unlike  most  babies, 
she  never  cried  to  be  picked  up.  Friends  re- 
marked how  good  she  was,  no  matter  wliat  the 
environment.  We  were  always  bi'agging  what 
an  angel  she  was — not  realizing  the  cause. 

Life  ran  its  normal  pace  until  Pattie  was  three 
months  old.  Our  youngest  son  suffered  from 
severely  swollen  glands;  they  had  been  bother- 
ing him  for  some  time.  Since  we  could  not  reach 
our  family  doctor,  we  called  another.  When 
the  physician  arrived,  I went  to  the  door  with 
the  baby  in  my  arms.  As  he  came  in  the  door 
he  glanced  at  Pattie.  “Do  you  know  you  have 
a mongoloid  baby  there?”  he  asked.  I answered 
in  a matter  of  fact  tone,  “No,  I don’t.  What  is 
a mongoloid?”  With  no  feeling  or  concern,  he 
said,  “Simply  a child  whose  brain  will  never  de- 
velop.” And  with  that  he  asked,  “Where  is  the 
sick  one?” 

Well,  by  then  the  swollen  glands  were  the  least 
of  my  woi'ries.  I wanted  to  know  more  about  the 
baby:  just  how  far  would  she  develoj),  what 
could  be  done  for  her,  how  could  he  tell  just  by 
looking  at  her,  and  if  it  was  true  why  had  not 
our  doctor  told  us.  But  he  just  avoided  all  m}^ 
questions,  looked  at  our  son’s  glands,  gave  me 
some  pills  for  them,  and  left. 

Well,  this  was  it ! I thought  my  world  had 
just  collapsed.  I had  the  little  girl  I had  prayed 
for,  but  not  to  be  normal?  It  was  all  a mistake, 
it  had  to  be  ! 

Calvin  was  away  and  could  not  be  reached  by 
phone.  Pat  was  at  work,  too.  Not  having  any- 
one to  talk  to,  not  knowing  what  the  word 
“mongoloid”  could  mean,  but  thinking  the  worst, 
I burst  into  a flood  of  tears  and  sank  into  a chair 
screaming,  “I  wish  I were  dead!”  over  and  over 
and  feeling  the  same  about  Pattie.  I believed 
she  would  be  better  off  dead  than  living  without 
a brain.  Little  did  I know  how  wrong  I was. 

I had  completely  forgotten  about  the  boys, 
and  there  was  our  littlcst  one  standing  there, 
not  knowing  what  was  wrong  with  his  mommy. 
Grown-ups  are  not  supposed  to  cry.  Seeing  the 
look  on  his  face  made  me  stop  and  think,  “Alaybe 
the  doctor  was  wrong.”  With  all  my  heart  I 
hoped  that  he  was. 

I knew  I was  in  no  condition  to  put  the  children 
in  the  car  and  drive  to  Calvin,  but  I had  to  talk 
to  someone.  Finally,  I decided  to  call  Pat. 


Between  sobs,  I told  her  what  the  doctor  had 
said.  She  was  younger  than  I but  calm.  She 
told  me  she  knew  what  a mongoloid  was  and  not 
to  worry  about  it.  Pattie  did  not  look  like  one. 
As  I hung  up  the  phone  I remembered  the  strange 
feeling  I had  when  I saw  Pattie  Lou  for  the  first 
time.  1 also  recalled  the  strange  questions  our 
doctor  asked  when  I took  her  back  for  her  six- 
week-check-up.  “Does  the  baby  look  anything 
like  her  brothers  did  when  they  were  babies? 
Does  she  resemble  anyone  in  your  or  your  hus- 
band’s family?”  I laughed  and  told  him,  ‘AMiy 
of  course  she  does ! She  looks  like  her  father, 
and  she  has  some  of  my  sister’s  features,  too.” 
She  was  a beautiful  baby ! “Are  you  sure?”  he 
asked.  I said  there  was  no  doubt  in  my  mind — 
there  wasn’t  then.  I was  worried  about  the 
questions  that  he  asked  but  did  not  press  the 
issue  any  further.  Not  knowing  what  was  be- 
hind it,  I soon  forgot  it — until  later. 

When  Calvin  came  home  I told  him  every- 
thing. In  his  usual  quiet  manner — he  never 
gets  excited — he  told  me  to  calm  down.  He 
thought  the  whole  thing  was  sill,y.  There  was 
not  a thing  wrong  with  his  daughter,  and  he  knew 
it ! But  nevertheless  we  made  a trij)  to  our  doctor 
with  the  heartbreaking  question,  “Is  our  daughter 
mongoloid?”  If  so,  why  hadn’t  he  informed  us, 
and  just  what  does  mongoloid  mean? 

He  told  us  he  had  thought  she  was  mongoloid 
but  did  not  want  to  say  anything  until  he  was 
sure.  And  how  could  one  tell  a baby  was  mon- 
goloid whose  brain  would  never  develop?  A mon- 
goloid child,  in  addition  to  mental  retardation, 
has  notable  ph}^sical  defects  such  as  a flattened 
face  and  stubby  nose,  slanted  eyes,  small  ears, 
short  thumbs,  and  flaccid  muscles.  Since  Pattie 
Lou  had  all  of  these  features,  it  was  easy  for  the 
other  doctor  to  see  them  and  much  easier  for 
him  to  tell  me  about  her  because  he  had  no  feel- 
ings. Now  we  knew.  And  I also  knew  why  our 
doctor  had  not  told  us  before.  Not  because  he 
was  not  sure,  but  because  he  knew  how  immature 
I really  was  and  figured  I would  take  it  just  the 
way  I did:  with  no  understanding. 

Something  had  to  be  done;  matters  had  to  be 
talked  over  and  plans  made.  But  how?  What 
kind  of  plans?  Suddenly  we  remembered  we 
had  a family  medical  book.  Quickly  we  got  it 
out,  hoping  that  it  would  give  us  some  idea. 
We  looked  for  the  word  “mongoloid”  but  could 
not  find  it.  However,  it  was  something  that 
would  not  be  in  an  everyday  medical  book.  As 
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I was  about  to  give  up,  I came  on  the  words 
“mongolian  idiot”;  it  could  not  be  what  we  were 
looking  for,  I thought,  but  read  on.  Most  of 
what  our  doctor  had  told  us  was  in  there.  Then 
1 saw:  “Mongolian  idiots  die  young,  cannot  be 
taught,  and  should  be  placed  in  an  institution  at 
birth.”  I could  not  believe  it.  I closed  the 
book,  thinking  what  an  awful  thing  to  call  a 
helpless  baby,  “idiot.”  And  there  were  other 
such  names  given  these  children.  There  cer- 
tainly was  not  help  for  us  in  those  books  as  far  as 
we  were  concerned.  We  knew  it  was  up  to  us, 
but  we  could  not  help  wondering,  “Why,  God? 
Why  us,  and  why  our  first-born  daughter?” 

At  night  when  we  thought  the  boys  were  asleep 
Calvin  and  I talked  about  the  baby  and  what  to 
do.  One  day  I overheard  the  three  of  them 
talking  about  their  sister.  Our  oldest  son  was 
telling  his  brothers,  “I  don’t  believe  what  the 
doctors  say  about  Pattie,  do  you?  She’s  not 
dumb.  Daddy  and  Mommy  are  right.  We 
just  can’t  give  her  away.”  He  was  only  seven, 
and  I was  shocked  to  think  that  he  knew  so  much 
about  the  subject.  Now  there  was  another  prob- 
lem to  consider.  Should  we  tell  the  boys?  Were 
they  too  young  to  understand?  For  the  first 
time  in  months  my  thoughts  wandered  from 
Pattie  Lou  to  her  three  brothers.  Here  we  al- 
ready had  three  of  the  most  healthy  and  normal 
boys  in  the  world.  Instead  of  being  thankful 
for  what  God  had  done  for  us  three  times  before, 
we  were  condemning  Him  for  the  one  wrong  we 
thought  He  did.  Suddenly  I was  glad  this  family 
had  been  picked  out  for  Pattie.  I was  beginning 
to  understand  and  maybe  grow  up  a little,  too. 

Pattie  Lou  remained  the  same  through  all  this. 
The  only  changes  were  inside  my  husband  and 
myself.  Many  people  and  many  books  advised 
us  to  put  Pattie  away.  They  said  as  she  grew 
older  she  would  keep  her  brothers  from  learning, 
but  we  never  considered  giving  her  up.  Pattie 
Lou  brought  a love  into  this  family  that  could 
never  be  expressed  in  words.  We  felt  if  a child 
can  be  loved  and  love  in  return  it  must  have  a 
mind  worth  helping  and  cannot  be  what  the  books 
term  as  a “moron,  imbecile,  or  idiot.”  It  simply 
is  not  true ! 

We  finally  decided  to  tell  the  boys  about  their 
sister.  She  was  nine  months  old  at  the  time,  and 
we  felt  they  should  know,  and  hoped  with  all  our 
heart  they  could  understand.  The  results  were 
amazing.  They  wanted  to  help  her  in  every  way 
possible.  After  school  they  would  rush  home  to 
pick  her  up  and  play  with  her.  Soon  she  started 


Fig.  1.  Pattie  Lou  Call,  at  age  three. 


laughing,  reached  for  toys,  and  tried  to  raise  her 
head  above  the  bassinet  to  see  what  she  was 
missing.  She  had  never  attempted  any  of  these 
things  before.  The  boys  tried  so  hard  to  help, 
and  what  they  were  doing  was  wonderful. 

As  for  Pattie’s  presence  in  the  home  serving 
as  a hindrance  to  the  boys,  we  will  never  believe 
it.  If  anything,  she  has  taught  them  the  true 
meaning  of  helping  one  another.  They  know 
that  she  learns  from  watching  them  and  that  she 
needs  and  loves  them  very  much.  They  show 
their  love  for  her  in  so  many  ways.  Not  once 
will  they  laugh  at  her  when  she  is  unable  to  do 
something  for  the  first  time.  Patiently  they 
teach  her  again  and  again  until  she  learns. 

I cannot  say  Pattie’s  being  here  has  not 
changed  anything,  because  it  has.  We  know  now 
that  life  is  hard  on  us  only  when  we  make  it  so, 
by  crying  defeat  before  we  even  try  to  solve  our 
problems. 

Now  at  three,  Pattie  Lou  is  not  different  from 
any  other  three-year-old,  except  for  her  vocabu- 
lary which  is  small  (Fig.  1).  Many  times  she 
washes  the  breakfast  dishes.  She  also  plays  out 
in  the  yard  and  loves  to  swing  and  slide.  Never 
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expecting  her  to  do  any  of  these  things,  we  feel 
just  wonderful  about  it. 

The  heartaches  and  despair  our  child  of  inno- 
cence brought  with  her  have  turned  into  love  and 
understanding.  AVe  know  she  will  never  be  able 
to  care  for  herself,  and  her  brain  will  not  develop 


beyond  the  age  of  seven  years,  but  the  lesson  in 
life  she  gave  to  this  family  has  made  our  home  a 
better  one.  This  house  without  Pattie?  Impos- 
sible! How  we  managed  before  we  will  never 
know. 

Hanover  Road 


ANNUAL  CONVENTION 

Medical  Society  of  the  State  of  New  York 
Statler  Hilton,  New  York  City 
May  14  to  18,  1962 

PRIZE  ESSAYS 

The  Luclen  Howe  Prize  and  the  Merit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York,  May  14 
to  18,  1962,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  residents 
of  New  York  State. 

Essays  shall  be  typewritten  or  printed  urith  the  name  of  the  prize  for  which  the  essay  is  sub- 
mitted, and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1, 1962,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
750  Third  Avenue,  New  York  17,  New  York. 

Alfred  A.  Anobist,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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C.  Whitney  Banks,  M.D.,  of  Pelham  Manor,  re- 
tired, died  on  October  13  at  Doctors  Hospital  at  the 
age  of  sixty-two.  Dr.  Banks  graduated  in  1924  from 
McGill  University  Faculty  of  Medicine  and  in- 
terned at  Bellevue  Hospital.  Formerly  he  was  on 
the  faculty  of  the  New  York  University  Medical 
School  and  an  associate  attending  in  surgery  at 
Grasslands  Hospital  (Valhalla)  and  at  New  Rochelle 
Hospital.  Dr.  Banks,  a member  and  past-president 
of  the  New  Rochelle  Medical  Association,  was  also 
a Diplomats  of  the  American  Board  of  Surgery  and 
a Fellow  of  the  American  College  of  Surgeons. 

Morris  Joseph  Clurman,  M.D.,  of  Brooklyn,  died 
on  October  11  at  his  home  at  the  age  of  seventy-six. 
Dr.  Clurman  graduated  in  1908  from  Cornell  Uni- 
versity Medical  College.  He  was  an  attending  in 
surgery  in  the  Off  Service  at  Maimonides  Hospital. 
Dr.  Clurman  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Brooklyn  Surgical 
Society,  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

L.  Broderick  Cohen,  M.D.,  of  Mineola,  died  on 
May  18  at  the  age  of  seventy.  Dr.  Cohen  graduated 
in  1914  from  New  York  Homeopathic  Medical  Col- 
lege and  Flower  Hospital  and  interned  at  St. 
John’s  Episcopal  Hospital  (Brooklyn).  He  was  an 
honorary  member  of  the  staff  in  industrial  medicine 
at  Nassau  Hospital  and  former  police  surgeon  and 
health  officer  of  Nassau  County.  Dr.  Cohen  was  a 
member  of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  McBride  Cook,  Jr.,  M.D.,  of  New  York 
City,  died  on  December  17,  1960,  at  the  age  of 
forty-five.  Dr.  Cook  graduated  in  1943  from  Emory 
University  School  of  Medicine.  He  was  an  assist- 
ant attending  physician  at  Brooklyn  Hospital.  Dr. 
Cook  was  a Diplomats  of  the  American  Board  of 
Internal  Medicine  and  a member  of  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Matthias  Francis  Donnelly,  M.D.,  of  Gloversville, 
died  on  September  17  at  Nathan  Littauer  Hospital 
at  the  age  of  sixty-four.  Dr.  Donnelly  graduated 


in  1920  from  Georgetown  University  School  of 
Medicine.  He  was  an  attending  in  proctology  at 
the  Nathan  Littauer  Hospital.  Dr.  Donnelly  was 
a member  of  the  Fulton  County  Medical  Society  of 
which  he  was  a past-president,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Alfons  Gerson,  M.D.,  of  Amityville,  died  on 
March  20  at  the  age  of  seventy-two.  Dr.  Gerson 
received  his  medical  degree  from  the  University  of 
Freiburg  in  1914.  He  was  a member  of  the  Suffolk 
County  Medical  Society  and  the  Medical  Society  of 
the  State  of  New  York. 

William  Hertz,  M.D.,  of  Brooklyn,  died  on  Febru- 
ary 25  at  the  age  of  fifty-three.  Dr.  Hertz  received 
his  medical  degree  from  the  University  of  Vienna  in 
1934.  He  was  an  associate  attending  physician  at 
Coney  Island  Hospital.  Dr.  Hertz  was  a member  of 
the  Ocean  Medical  Society,  the  Kings  County  Medi- 
cal Society,  and  the  Medical  Society  of  the  State  of 
New  York. 

Stanley  Pritchard  Jones,  M.D.,  of  Mattituck,  died 
on  September  28  at  Brooklyn  Hospital  at  the  age  of 
sixty-one.  Dr.  Jones  graduated  in  1927  from  Albany 
Medical  College.  He  was  a member  of  the  staff 
of  the  Eastern  Long  Island  Hospital  Association, 
Greenport.  Dr.  Jones  was  a member  of  the  New 
York  Cardiological  Society,  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Russell  Stewart  Kidder,  M.D.,  of  Snyder,  died  on 
March  16  at  the  age  of  sixty-seven.  Dr.  Kidder 
graduated  in  1916  from  the  University  of  Buffalo 
School  of  Medicine  and  was  a member  of  the  Ameri- 
can Academy  of  General  Practice,  the  Erie  County 
Medical  Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Edward  John  Maychick,  M.D.,  of  Yonkers,  died 
on  February  26  at  his  home  at  the  age  of  fifty-nine. 
Dr.  Maychick  graduated  in  1926  from  St.  Louis 
University  School  of  Medicine.  A former  president 
of  the  Yonkers  Academy  of  Medicine  and  a member 
of  the  advisory  board  of  the  Yonkers  Visiting  Nurses 
Association,  Dr.  Maychick  had  also  served  in  the 
Army  Medical  Corps  in  World  War  II. 
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Robert  C.  Mehnert,  M.D.,  of  Buffalo,  died  on 
September  22  at  the  age  of  eighty-three.  Dr.  Meh- 
nert graduated  in  1904  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an  e.xamining 
physician  for  the  Great  Atlantic  & Pacific  Tea  Com- 
pany in  Buffalo  and  “medicine  man”  of  Wichita 
Tribe,  Order  of  Redmen.  Dr.  Mehnert  was  a mem- 
ber of  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New'  York,  and  the  American  Medical  As- 
sociation. 

John  Augustus  Northridge,  M.D.,  of  Riverhead, 
died  on  June  7 at  Central  Suffolk  Hospital  at  the 
age  of  forty-nine.  Dr.  Northridge  graduated  in 
1936  from  Cornell  University  Medical  College.  He 
was  chief  of  obstetrics  at  Central  Suffolk  Hospital 
and  an  associate  member  of  the  staff  at  Eastern 
Long  Island  Hospital  Association.  Dr.  Northridge 
was  a past-president  of  the  medical  staff  of  Central 
Suffolk  Hospital  and  a director  of  the  Suffolk 
County  Health  Board  and  Suffolk  County  Mental 
Health  Board.  He  was  a member  of  the  Suffolk 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Ralph  Stevely  Piper,  M.D.,  of  Rochester,  died  on 
March  9 at  the  age  of  fifty-seven.  Dr.  Piper  gradu- 
ated in  1927  from  the  University  of  Toronto  Faculty 
of  Medicine.  He  was  a junior  attending  physician 
in  general  practice  at  Park  Avenue  Hospital. 

Lawlor  Francis  Quinlan,  M.D.,  of  Batavia,  died 
on  September  22  at  St.  Jerome  Hospital  at  the  age  of 
fifty-one.  Dr.  Quinlan  graduated  in  1935  from  the 
University  of  Buffalo  School  of  Medicine.  He  was 
chief  of  obstetrics  at  St.  Jerome  and  Genesee  Memo- 
rial Hospitals.  Dr.  Quinlan  was  a member  of  the 
Buffalo  Obstetrical  and  Gynecological  Society,  the 
Genesee  County  Medical  Society,  the  Medical 
Societj  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  Singer,  M.D.,  of  the  Bronx,  died  on  Feb- 
ruary 8 at  the  age  of  fifty-six.  Dr.  Singer  graduated 
in  1929  from  New  York  Universit}'^  and  Bellevue 
Hospital  Medical  College  and  interned  at  Morris- 
ania  Hospital.  He  was  an  attending  in  orthopedic 
surgery  at  Morrisania  Hospital  and  chief  of  the 
Peripheral  Vascular  Disease  and  Varicose  Vein 
Clinic  at  Morrisania  Hospital  Outpatient  Depart- 
ment. Dr.  Singer  was  a member  of  the  Bronx  Sur- 
gical Society,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New'  York,  and 
the  American  Medical  Association. 


Raymond  Leo  Sippel,  M.D.,  of  Van  Hornesville, 
died  on  March  5 at  his  home  at  the  age  of  sixty- 
three.  Dr.  Sii)pcl  graduated  in  1921  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  Retired  in 
1959,  he  was  an  assistant  attending  in  surgery  at 
Mary  Immaculate  Hospital  (Jamaica).  Dr.  Sippel 
was  a member  of  the  Queensboro  Surgical  Society, 
the  Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New'  York,  and  the  American 
Medical  Association. 

Philip  C.  Stone,  M.D.,  of  New  York  City,  died  on 
February  6 at  the  age  of  thirty.  Dr.  Stone  gradu- 
ated in  1956  from  Chicago  Medical  College.  He  was 
a member  of  the  New  York  County  Medical  Society 
and  the  Medical  Society  of  the  State  of  New  York. 

Anna  M.  Stuart,  M.D.,  of  Elmira,  died  on  Septem- 
ber 10  at  the  Arnot-Ogden  Hospital  at  the  age  of 
ninety-six.  Dr.  Stuart  graduated  in  1895  from  the 
University  of  Buffalo  School  of  Medicine.  She  was 
an  honorary  attending  in  anesthesiology  at  Arnot- 
Ogden  Memorial  Hospital.  The  Dr.  Anna  M. 
Stuart  Clinic  operated  by  the  Chemung  County 
Cerebral  Palsy  and  Handicapped  Children’s  Asso- 
ciation was  named  for  Dr.  Stuart,  a pioneer  woman 
physician  in  Elmira.  Dr.  Stuart  was  a member  of 
the  Chemung  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association 

John  B.  Talmage,  M.D.,  of  Carmel,  died  on  No- 
vember 3,  1960,  at  the  age  of  eighty.  Dr.  Talmage 
graduated  in  1904  from  Columbia  University  College 
of  Physicians  and  Surgeons.  He  was  a member  of 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Moritz  W.  Tanur,  M.D.,  of  Jamaica,  died  on 
December  31,  1960,  at  the  age  of  sixty-five.  Dr. 
Tanur  received  his  medical  degree  from  the  Univer- 
sity of  Breslau  in  1926.  He  was  an  associate  attend- 
ing in  otolaryngology  at  Lincoln  Hospital.  Dr. 
Tanur  was  a Fellow  of  the  International  College  of 
Surgeons  and  a member  of  the  Queens  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Sydney  E.  Thompson,  M.D.,  of  Richmond  Hill, 
died  on  November  13,  1960,  at  the  age  of  seventy- 
two.  Dr.  Thompson  graduated  in  1911  from 
Queen’s  University  Faculty  of  Medicine  and  w'as  a 
member  of  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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George  Valentine  Vetter,  M.D.,  of  Rochester, 
died  on  March  23  at  the  age  of  seventy-seven.  Dr. 
Vetter  graduated  in  1914  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an  emeritus 
member  of  the  general  practice  staff  at  St.  Mary’s 
Hospital. 

Joseph  Neil  Ward,  M.D.,  of  New  York  City,  died 
on  May  7 at  the  age  of  thirty.  Dr.  Ward  graduated 
in  1956  from  BowTnan  Gray  School  of  Medicine  of 


Wake  Forest  College,  Winston-Salem,  North  Caro- 
lina. 

Max  Wertheimer,  M.D.,  of  New  York  City,  died 
on  January  12  at  the  age  of  seventy-eight.  Dr. 
Wertheimer  received  his  medical  degree  from  the 
University  of  Munich  in  1909  and  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


ANNOUNCEMENT 

Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  re- 
printed in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal, 
750  Third  Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per 
pamphlet  to  cover  costs. 
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Medical-Legal  Seminar  in  Honolulu — The  In- 
ternational Medical-Legal  Society  announces  its 
second  postgraduate  seminar  to  be  held  in  Honolulu 
February  19  through  February  23,  1962. 

The  society  was  founded  to  promote  interprofes- 
sional relations  between  doctors  and  attorneys.  A 
panel  of  physicians  and  attorneys  has  been  selected 
to  equip  the  attorneys  with  more  adequate  medical 
knowledge  and  the  physicians  with  a comprehensive 
review  of  the  law  of  medical  practice.  The  society  is 
a joint  society  for  both  attorneys  and  physicians  who 
deal  in  medical-legal  cases  or  are  subject  to  mal- 
practice suits. 

For  further  information  write  to:  William  P. 
Hauser,  M.D.,  Executive  Secretary,  International 
Medical-Legal  Society,  1206  South  11th  Street,  No. 
17,  Tacoma  5,  Washington. 

National  Grand  Rotmds  Telecast — The  tenth  in 
a series  of  national  grand  rounds  closed-circuit 
telecasts  for  physicians  will  take  place  on  December 
13.  The  subject  of  the  telecast  will  be  neurologic 
problems.  The  grand  round  telecasts  are  supported 
and  sponsored  by  the  Upjohn  Company. 

The  locations  for  viewing  the  telecast  in  the  New 
York  Metropolitan  area  are  as  follows:  New  York 
City:  Town  Hall,  123  West  43rd  Street;  Bronx: 
Albert  Einstein  College  of  Medicine,  Robbins 
Auditorium,  Eastchester  Road  and  Morris  Park 
Avenue.  The  program  will  be  shown  at  9:00  p.m. 

Tribute  to  Dr.  Jolliffe — Norman  Jolliffe,  M.D., 
Director  of  the  Bureau  of  Nutrition,  Department 
of  Health  of  the  City  of  New  York,  died  on 
August  1. 

The  Department  of  Health  invites  the  friends 
and  associates  of  Dr.  Jolliffe  to  join  in  paying 
tribute  to  his  memory  on  Friday,  December  15,  at 
8:30  P.M.,  at  Hosak  Hall,  New  York  Academy  of 
Medicine,  2 East  103rd  Street  and  Fifth  Avenue, 
New  York  City. 

Consultation  Service  for  Muscular  Dystrophy — A 
new  consultation  service  for  muscular  dystrophy  was 
opened  at  Syracuse  Memorial  Hospital  on  October 
20. 

The  clinic,  which  will  be  held  on  the  third  Friday 
of  each  month,  is  under  the  auspices  of  the  State 
University  Upstate  Medical  Center,  the  Muscular 


Dystrophy  Association,  and  Syracuse  Memorial 
Hospital. 

James  B.  Wray,  M.D.,  associate  professor  of 
orthopedic  surgery,  is  administrator  of  the  clinic. 
Attending  physicians  in  the  clinic  will  be  Charles 
Linart,  M.D.,  clinical  instructor  of  orthopedic  sur- 
gery, and  Neil  Stewart,  M.D.,  clinical  instructor  of 
pediatrics. 

Patients  will  be  seen  on  referral  from  their  per- 
sonal physician.  Following  evaluation  at  the  clinic, 
a complete  report  will  be  sent  to  the  physician  who 
referred  the  patient.  Muscular  dystrophy  chapters 
will  cover  all  costs  for  patients. 

The  purpose  of  the  clinic  is  to  diagnose  and  evalu- 
ate patients  with  muscular  dystrophy  and  to  provide 
assistance  to  practicing  physicians  in  the  care  of 
muscular  dystrophy  patients. 

Course  in  Diagnosis  of  Valvular  Heart  Disease — 
A course  in  the  diagnosis  of  valvular  heart  disease 
will  be  offered  by  the  St.  Francis  Hospital  and  Sana- 
torium, Roslyn,  Long  Island,  on  December  7 and  8. 

Although  a review  of  physical  findings  and  x-ray 
and  electrocardiographic  examinations  will  be  offered, 
the  emphasis  is  to  be  placed  on  the  value  of  special 
studies  including  left  and  right  cardiac  catheteriza- 
tion, dye  dilution  examinations,  and  contrast  media 
studies.  The  sessions  are  open  to  all  physicians. 

For  reservations  and  further  information  contact: 
Mother  Mary  Hildemar,  F.M.M.,  Superior  and 
Administrator,  St.  Francis  Hospital,  Roslyn,  New 
York. 

Symposium  on  Infertility — New  York  University 
Medical  Center  in  conjunction  with  the  American 
Society  for  the  Study  of  Sterility  will  present  a 
symposium  on  infertility  on  February  8 through  10, 
1962. 

The  symposium  is  planned  for  urologists,  gynecolo- 
gists, endocrinologists,  internists,  and  others  who  are 
interested  in  the  problems  of  infertility.  Approxi- 
mately one-third  of  the  program  will  be  devoted  to 
the  problems  in  the  male,  one-third  to  the  female, 
and  one-third  to  the  couple.  The  material  will  be 
presented  in  the  form  of  lectures,  panels,  and  dem- 
onstrations. 

For  a detailed  program  and  application  write  to: 
Office  of  the  Associate  Dean,  New  York  University 
Post-Graduate  Medical  School,  550  First  Avenue, 
New  York  16,  New  York. 
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Physicians  Sought  for  Public  Health  Service — 
Numerous  opportunities  in  the  fields  of  clinical 
I medicine,  preventive  medicine-public  health,  and 
research  are  available  for  physicians  in  the  Public 
Health  Service  throughout  the  United  States  and 
( overseas. 

Competitive  examinations  for  appointment  of 
physicians  as  medical  officers  in  the  Regular  Corps 
of  the  United  States  Public  Health  Service  will  be 

I held  February  13  through  15,  1962,  throughout  the 
United  States.  Applications  must  be  in  the  office 
of  the  Surgeon  General,  United  States  Public  Health 
Service  (P),  Washington  25,  D.C.,  no  later  than 
January  5,  1962. 

Cornerstone  Laid  at  Roosevelt  Hospital — A cor- 
nerstone was  laid  on  October  25  for  the  Garrard  Win- 
ston Memorial  Building  at  Roosevelt  Hospital.  The 
$12,500,000  twelve-story  structure  is  scheduled  to 
be  opened  next  year.  It  will  provide  the  hospital 
with  new  basic  research  laboratories,  eight  operating 
rooms,  and  ophthalmologic  and  obstetric  services. 

Pharmaceutical  Supply  in  Disaster  Situations — 
In  a recent  letter  to  General  Alfred  M.  Gruenther, 
president,  American  National  Red  Cross,  and  the 
Honorable  Frank  B.  Ellis,  director,  Office  of  Civil 
and  Defense  Mobilization,  Austin  Smith,  M.D., 
president  of  the  Pharmaceutical  manufacturers 
Association,  reaffirmed  the  pharmaceutical  indus- 
try’s position  in  the  community  regarding  disaster 
situations. 

Dr.  Smith’s  letter  read  in  part:  "...  we  have 
taken  an  increasing  interest  in  collecting  and  dis- 
tributing information  regarding  the  role  of  our  in- 
dustry in  disaster  situations.  As  you  know,  a 
frequent  result  of  an  accidental  or  natural  disaster  is 
damage  to  or  destruction  of  medical  supplies 
while,  at  the  same  time,  demands  for  such  supplies 
are  increased. 

“With  this  in  mind,  our  staff  has  made  a survey 
of  the  response  of  our  Member  Firms  in  the  area 
affected  recently  by  hurricane  Carla.  The  policy  of 
our  industry  in  this  type  of  situation  emerges  quite 
clearly  as  a result. 

“Nearly  forty  firms  who  responded  to  our  request 
for  information  and  who  account  for  most  of  the 
prescription  drug  production  in  the  United  States 
have  undertaken  to  replace  without  charge  damaged 
and  destroyed  pharmacy  stocks  in  the  hurricane 
area.  Most  of  these  firms  have  stated  that  such  re- 
placements apply  to  those  stocks  which  are  uninsured. 
The  method  of  carrying  out  these  activities  varies 
somewhat  according  to  the  resources  and  personnel 
of  each  firm.  Those  who  maintain  or  are  able  to 
furnish  field  representatives  in  the  storm  area 
instruct  these  men  to  make  personal  observations 
and  to  arrange  for  stock  replacements.  Others 
accept  claims  at  their  home  offices  and  administer 


them  accordingly. 

“The  basis  for  this  policy  is,  of  course,  that 
physicians  must  have  available  to  them  a guaran- 
teed supply  of  vital  therapeutic  tools  without  the 
loss  of  time  involved  in  recovery  by  individual 
pharmacists  of  resources  sufficient  to  resupply  them- 
selves through  normal  commercial  channels.” 

Medical  Library  Association  Headquarters — The 
Medical  Library  Association  has  opened  a head- 
quarters office  in  Chicago  and  appointed  an  execu- 
tive secretary  to  coordinate  the  work  of  the  associa- 
tion. Mrs.  Helen  Brown  Schmidt,  formerly  assist- 
ant director  of  the  Midwest  Inter-Library  Center 
in  Chicago,  has  been  named  executive  secretary. 
The  new  office  is  located  at  919  North  Michigan 
Avenue,  Chicago  11,  Illinois. 

Training  Program  for  Steroid  Biochemistry — The 
Worcester  Foundation  for  Experimental  Biology, 
Shrewsbury,  Massachusetts,  with  the  Department 
of  Chemistry,  Clark  University,  Worcester,  Mas- 
sachusetts, and  the  Department  of  Biochemistry, 
University  of  Utah,  College  of  Medicine,  Salt  Lake 
City,  Utah,  announce  the  1962-1963  session  of  a 
training  program  for  steroid  biochemistry. 

Under  the  sponsorship  of  the  National  Cancer 
Institute,  National  Institutes  of  Health,  United 
States  Public  Health  Service,  specialized  programs 
have  been  established  in  Worcester  and  Salt  Lake 
City  to  train  investigators  in  the  theoretic  and 
methodologic  aspects  of  the  biochemistry  of  steroids 
and  related  compounds.  Each  program  includes 
lectures,  planned  laboratory  work,  and  research. 

Postdoctoral  candidates  (M.D.  or  Ph.D.)  selected 
for  admission  both  at  Worcester  and  Utah  will 
receive  stipends  of  $5,500  for  a one-year  period. 
Predoctoral  candidates  (B.S.,  M.S.,  or  equivalent) 
selected  for  admission  (only  at  Worcester)  will  re- 
ceive stipends  of  $1,800  for  a six-month  period. 

Send  inquiries  and  requests  for  applications  to: 
Dr.  William  R.  Nes,  Department  of  Chemistry, 
Clark  University,  950  Main  Street,  Worcester, 
Massachusetts. 

Classes  start  October  1,  1962.  Final  date  for 
application  is  April  1,  1962. 

Blue  Shield  X-Ray  Program — Development  of  a 
special  diagnostic  x-ray  program  for  the  620,000 
Blue  Shield  members  enrolled  under  the  expanded 
protection  $4,000-$6,000  service  contract  and  the 
special  indemnity  contract  has  been  announced  by 
Carl  F.  Ackerman,  M.D.,  chairman  of  the  Board  of 
United  Medical  Service,  Inc.  It  will  not  apply  to 
groups  enrolled  under  specially  negotiated  contracts 
or  to  members  covered  by  the  $2,500-$4,000  service 
benefit  program. 

The  New  York  State  Superintendent  of  Insurance 
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has  approved  the  new  program  whicli  became  effec- 
tive November  1 at  no  increase  in  subscription 
rates  for  a one-j^ear  experimental  period.  Payments 
will  be  provided  toward  doctors'  fees  for  diagnostic 
x-rays  taken  within  any  two-week  period,  less  .$20 
which  is  deducted  from  the  scheduled  allowances 
ami  paid  by  the  subscriber.  Benefits  range  to  a 
maximum  of  $150  in  a contract  year. 

When  United  Medical  Service  allowances  are 
paid  to  participating  physicians  for  patients  eligible 
for  service  benefits  under  the  $4,000-$(5,000  contract, 
$20  will  be  deducted  from  the  scheduled  amount  and 
paid  by  the  subscriber.  The  balance  will  be  paid 
by  United  Medical  Service  and  the  total  will  be 
accepted  as  payment  in  full  by  the  participating 
pli3'sician. 

American  Board  of  Obstetrics  and  Gynecology — 
The  American  Board  of  Obstetrics  and  Gynecolog.v 
has  announced  that  the  part  1 examination  (written ) 
of  the  Board  will  be  held  in  various  cities  of  the 
United  States,  Canada,  and  militarj'  centers  outside 
the  Continental  United  States  on  Friday,  January  5, 
1902. 

.\pplicants  and  candidates  for  examination  in  1963 
should  note  that  the  deadline  for  making  applica- 
tion has  been  advanced  to  July'  1,  1962. 

Current  bulletins  outlining  present  requirements 


may  be  obtained  by  writing  to:  Robert  U.  Faulkner, 
M.D.,  American  Board  of  Obstetrics  and  Gyne- 
cology', 2105  Adelbert  Road,  Cleveland  6,  Ohio. 

Course  in  Pediatric  Oncology — The  Pediatric 
Department  of  Memorial  Sloan-Kettering  Cancer 
Center,  in  New  York  City  announces  that  the 
annual  comprehensive  three-day  course  in  pediatric 
oncology  for  pediatricians,  general  practitioners,  and 
health  officers  will  be  held  April  25  through  27, 
1962. 

Current  developments  and  established  methods  in 
diagnosis,  differential  diagnosis,  and  management  of 
benign  and  malignant  tumors,  Hodgkin’s  disease, 
leukemia,  and  reticuloendothelioses  in  childhood  are 
included. 

The  course  will  consist  of  ward  rounds,  seminars, 
demonstrations,  and  examinations  of  children  in 
pediatric,  surgical,  chemotherapy,  and  radiotherapy 
clinics. 

Twenty  members  of  the  attending  staffs  of 
Memorial  Hospital  for  Cancer  and  Allied  Diseases 
and  the  Memorial  Sloan-Kettering  Cancer  Center 
will  be  on  the  faculty. 

For  information  write  to:  Chairman,  Depart- 
ment of  Pediatrics,  Memorial  Sloan-Kettering 
Cancer  Center,  444  East  68th  Street,  New  York  21, 
New  York. 


Personalities 


Honored 

Herman  C.  B.  Denber,  M.D.,  New  York  City,  by 
the  French  government  with  a decoration  and  the 
title  “Chevalier  de  I’Ordre  de  la  Sante,  in  recogni- 
tion of  his  efforts  toward  increasing  scientific  and 
cultural  exchanges  between  French  and  American 
psychiatrists. 

Installed 

Julian  Scott  Butterworth,  M.D.,  New  York  City, 
as  president  of  the  American  Heart  Association. 

Awarded 

Abram  Kanof,  M.D.,  Brooklyn,  the  Louis  Mar- 
shall Memorial  Medal. 

Elected 

Alan  F.  Guttmacher,  M.D.,  Bronx,  as  president 
and  national  director  of  the  newly  merged  Planned 


Parenthood  Federation  of  America  World  Popula- 
tion Emergency  Campaign.  . . Bernard  Kronenberg, 
M.D.,  New  York  City,  to  the  Board  of  Trustees  of 
the  National  Medical  Foundation  for  Eye  Care  . . . 
Frederick  Reiss,  M.D.,  New  York  City,  as  an 
honorary  member  of  the  Sociedad  Mexicana  de 
Dermatology. 

Appointed 

Herman  J.  Bennett,  M.D.,  Poughkeepsie,  as 
medical  director  of  the  Buick-Oldsmobile-Pontiac 
Assembly  Plant  of  the  General  Motors  Corporation 
in  Wilmington,  Delaware  . . . Kenneth  Goss,  M.D., 
Norwich,  as  medical  director  of  Dean  L.  Burdick 
Associates,  Inc.  . . . Thomas  N.  Sheen,  M.D.,  New 
York  City,  as  chairman  of  the  1961  Christmas  Seal 
campaign  of  the  New  York  Tuberculosis  and  Health 
Association,  covering  Manhattan,  the  Bronx,  and 
Staten  Island. 


Do  not  say  all  that  you  know,  but  always  know  what  you  say. — Claudius 
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Woman  s Auxiliary 

lo  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Physicians'  Home 


Physicians’  Home  provides  a dignified  way  for 
^ doctors  and  their  wives,  through  the  Med- 
ical Society  of  the  State  of  New  York  and  its 
Auxiliary,  to  assist  aged  or  needy  colleagues  to 
spend  their  declining  years  in  their  home  surround- 
ings. It  is  now  time  to  report  on  the  work  of  the 
county  auxiliaries  on  this  project. 

Although  most  physicians  are  able  to  plan  for 
their  retirement  years,  some  are  less  fortunate; 
because  of  circumstances  beyond  their  control,  per- 
haps a long  or  crippling  illness  which  robs  them  of 
earning  power,  some  are  unable  to  provide  the  neces- 
sities of  life  for  themselves  or  their  families.  Since 
its  incorporation  some  forty  years  ago.  Physicians’ 
Home  has  paid  out  in  beneficial  aid  a total  of  more 
than  half  a million  dollars,  providing  approximately 
500  beneficial-aid  years  of  support  for  eligible 
beneficiaries. 

In  1960-1961,  75  persons  received  financial  aid — 
24  doctors,  9 wives,  30  widows,  and  12  dependents. 
Sixty-one  persons  received  benefits  the  previous 
year.  This  increase  in  the  number  of  beneficiaries, 
together  with  the  rising  cost  of  living,  points  up 
the  need  for  ever  greater  efforts  on  the  part  of 
doctors  and  their  wives  to  help  support  Physicians’ 
Home. 


Last  year  45  county  auxiliaries  and  the  Woman’s 
Auxihary  to  the  Medical  Society  of  the  State  of 
New  York  contributed  $3,033  to  Physicians’  Home, 
an  increase  over  the  previous  year  of  8 counties 
contributing  and  $460  contributed.  These  funds 
were  raised  by  the  auxiliaries  in  various  ways — di- 
rect contributions  from  members  or  from  auxiliary 
treasuries,  benefit  card  parties,  dances,  bake  sales, 
teas,  and  luncheons. 

The  Auxiliary  hopes  this  year  to  obtain  a con- 
tribution from  every  county  auxiliary  for  this 
project.  Further,  we  hope  to  encourage  doctors’ 
wives  to  serve  as  emissaries  to  the  county  medical 
societies  to  bring  them  information  about  this  pro- 
gram and  to  urge  each  member  to  contribute  yearly 
when  he  pays  his  annual  dues. 

In  these  days  of  increasing  socialization,  the 
physician  and  his  wife  are  showing  the  nation  that 
they  can  care  for  their  own  with  dignity  and  fond- 
ness. Physicians’  Home  deserves  100  per  cent 
support. 

Mrs.  Frank  T.  Frost,  Chairman 
Physicians’  Home 

314  West  Henley  Street 
Olean,  New  York 


What  a wonderful  world  this  would  be  if  we  all  did  as  well  today  as  we  expect  to  do  tomorrow. — 

Unknown 
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Tobacco,  Experimental  and  Clinical  Studies. 
By  P.  S.  Larson,  Ph.D.,  H.  B.  Haag,  M.D.,  and 
H.  Silvette,  Ph.D.  Quarto  of  932  pages.  Balti- 
more, The  Williams  & Wilkins  Companj'^,  1961. 
Cloth,  $20. 

One  of  the  most  frequent  questions  patients  ask 
is  whether  or  not  they  should  stop  smoking  (and 
then  they  proceed  to  convince  the  physician  that 
they  will  “cut  it  down”).  There  is  evidence  which 
may  justify  the  interdiction  of  smoking  in  hyper- 
tension or  in  gastric  ulcer — and  certainly  in  periph- 
eral vascular  disease.  That  evidence  comes  from 
scattered  papers;  intensive  and  integrated  studies 
surveying  the  field  are  not  readily  available.  The 
present  book  supplies  such  an  exhaustive  study, 
perhaps  for  the  first  time. 

The  project  resulting  in  the  book  was  supported 
during  its  final  stages  by  the  Tobacco  Industry 
Research  Committee.  Despite  the  support,  it 
should  not  be  concluded  that  the  work  represents  an 
apologia  for  tobacco,  nor  on  the  other  hand  that 
the  selection  of  material  from  the  literature  was 
unbiased — or  biased.  But  it  would  have  been  much 
better  to  have  omitted  the  laudatory  references  to 
tobacco  and  those  on  the  moral  aspects  of  its  use; 
many  of  them  do  not  deserve  to  be  given  weight 
in  the  light  of  modern  medical  views.  Even  if 
they  are  cited  for  historical  reasons  or  to  add  levity, 
they  give  the  appearance  of  a pro  bias,  though  that 
may  not  be  the  case. 

The  book  consists  of  abstracts  from  the  literature 
through  1959  and  the  authors’  comments  on  6,000 
articles  from  1,200  journals  of  the  literature  on 
tobacco.  This  tremendous  amount  of  material  is 
arranged  by  pharmacologic  effect.  Thus  the  effect 
of  tobacco  or  nicotine  in  man  or  other  animals  on  the 
nervous  system,  blood,  gastrointestinal  tract,  muscle, 
cardiovascular  system,  special  senses,  respiration, 
and  so  forth,  is  met  here.  Also,  the  effect  of  tobacco 
on  the  metabolism  of  various  substances,  repro- 
ductive organs,  endocrine,  glands,  the  relation  of 
tobacco  to  hypersensitivity  and  its  toxic  effects, 
immunologic  aspects,  and  the  relationship  to 
specific  diseases  and  organs  are  well  detailed. 

This  is  perhaps  the  most  comprehensive  single 
work  on  tobacco.  In  it  will  be  found  data  on  such 
questions  as  the  effect  of  tobacco  on  lactation  and 
nursing  as  well  as  in  other  conditions  and  functions. 
Yet  the  impressively  large  bibliography  could  have 
been  matched  by  a better  index.  For  example, 
such  an  important  phenomenon  in  relation  to 


tobacco  as  vasoconstriction  is  not  found  here  readily 
though  information  on  vasoconstriction  is  indeed 
supplied.  The  index  is  arranged  by  effects  of 
tobacco  on  body  systems  or  body  elements,  rather 
than  in  a straight,  expanded,  alphabetical  fashion. 

This  book  will  long  continue  to  be  a fountain 
of  reference  and  quotation — in  and  out  of  context. — 
Erwin  Di  Cyan 

Christopher’s  Textbook  of  Surgery.  Edited  by 
Loyal  Davis,  M.D.  Seventh  edition.  Quarto  of 
1,551  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1960.  Cloth,  $17. 

The  fact  that  this  book  appears  in  its  seventh 
edition  is  in  itself  an  indication  of  its  value  and 
its  popularity  as  a brief,  but  complete,  textbook 
on  the  diagnosis  and  treatment  of  the  major  surgical 
diseases,  as  well  as  the  management  of  the  problems 
of  minor  surgery.  It  is  published  under  the  editorial 
direction  of  Loyal  Davis,  M.D.  There  are  82 
contributors,  35  chapters,  and  1,597  illustrations  on 
810  figures  within  its  1,551  pages. 

As  in  the  former  editions,  the  entire  field  of 
surgery  is  covered  concisely,  but  very  thoroughly. 
This  is  made  possible  by  the  presentation  of  the 
most  acceptable  and  most  commonly  used  surgical 
procedure  rather  than  the  description  of  several 
procedures  for  the  same  disease. 

There  are  three  new  chapters  which  appear  in 
this  printing  concerning  injuries  of  the  hand,  diseases 
of  the  breast,  and  physical  treatment  in  minor 
surgery. 

An  innovation  has  been  introduced  in  the  gen- 
eral plan  of  the  book  inasmuch  as  there  is  a short 
biographic  sketch  of  the  author  which  appears  at  the 
beginning  of  each  chapter  under  his  name. 

It  would  be  impossible  from  a practical  stand- 
point to  attempt  to  discuss  in  detail  the  contents 
of  a book  of  this  sort  which  covers  so  many  aspects 
of  surgery.  Nearly  ever3'one  who  has  done  surgery 
for  manj'  years  is  familiar  with  this  te.xtbook  in 
some  or  all  of  its  previous  printings.  Over  the  j^ears 
it  has  become  a very  valuable  reference  work  for 
students  of  medicine,  for  interns  and  residents, 
for  the  general  practitioner,  and  for  the  general 
surgeon. 

The  reviewer  recommends  this  textbook  of  surgery 
with  confidence  that  it  will  be  received  as  warmR"^ 
as  were  the  previous  editions  and  gives  it  his  whole- 
hearted endorsement. — Merrill  N.  Foote 
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BOOKS  REVIEWED 


Emotional  Maturity,  The  Development  and 
Dynamics  of  Personality.  By  Leon  J.  Saul,  M.D. 
Second  edition.  Octavo  of  393  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company,  1960. 
Cloth,  $6.50. 

The  second  edition  of  this  book  follows  a lapse 
of  over  ten  years  during  which  there  have  been 
many  changes  in  our  attitudes  toward  an  under- 
standing of  emotional  disturbances.  Therefore 
the  author  is  correct  in  assuming  that  these  changes 
should  be  recorded  in  a second  edition.  He  is 
professor  of  psychiatry  and  chief  of  the  Section 
of  Preventive  Psychiatry  at  the  University  of 
Pennsylvania  Medical  School. 

Both  editions  are  dedicated  to  the  concept  that: 
“The  individual  goal  of  medicine  is  prevention. 
For  psychology  this  means  the  prevention  of  all 
kinds  of  emotional  disorders,  not  only  neuroses, 
but  all  sorts  of  behavior  that  result  in  man-made 
misery.”  To  achieve  this,  the  book  attempts  to 
present  the  nature  of  emotional  maturity  and  the 
paths  to  its  achievement. 

Technical  terms  have  been  avoided  except  in 
terms  of  every  day  usage,  except  in  the  two  final, 
short  sections  of  the  book  on  dynamics.  The 
other  three  parts  of  the  book  are  devoted  to  the 
emotional  forces  which  lead  either  to  emotional 
maturity  or  to  the  neuroses  as  a means  of  living. 
The  same  forces  motivate  us  all  in  either  event. 

Despite  the  fact  that  there  are  so  many  books 
on  similar  subjects,  I have  found  this  book  of  great 
value  in  illuminating  clearly  the  road  to  emotional 
maturity  and  the  realization  that  “no  one  matures 
completely,  no  one  fully  outgrows  the  many  long 
years  of  dependence  on  parents.” 

For  the  general  practitioner,  medical  student, 
and  others  who  are  seeking  a better  understanding 
of  the  factors  which  go  into  the  achievement  of 
emotional  maturity,  it  is  a book  which  can  be  read 
with  pleasure  and  value. — Joseph  L.  Abramson 

Surgical  Diseases  of  the  Chest.  Edited  by  Brian 
Blades,  M.D.  Octavo  of  580  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Companj',  1961.  Cloth, 
$22. 

In  the  preface  to  this  book  Brian  Blades  states: 


“This  book  is  written  not  only  for  surgeons,  but 
also  for  medical  students  and  medical  practitioners 
who  are  interested  in  what  can  be  accomplished  in 
various  diseases  by  thoracic  surgery.  Some  empha- 
sis has,  therefore,  been  given  to  the  selection  of 
patients  for  surgical  intervention  and  to  the  dif- 
ferential prognosis  for  various  conditions  in  which 
the  selection  and  timing  of  surgical  treatment  may 
be  controversial.  Surgical  techniques  are  featured 
in  several  excellent  current  textbooks,  and  although 
operative  techniques  will  not  be  entirely  neglected, 
only  the  essential  technical  principles  for  reasonably 
standardized  operations  will  be  included  ...  .” 
This  book  lives  up  to  the  above  quite  well.  Un- 
fortunately the  chapter  on  preoperative  and  post- 
operative care  is  not  as  good  as  the  other  chapters  in 
this  book.  However,  some  of  the  shortcomings  of 
this  chapter  are  rectified  in  the  following  chapters. — 
Lew  a.  Hochberg 

Dunham’s  Premature  Infants.  By  William  A. 
Silverman,  M.D.  Third  edition.  Octavo  of  578 
pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
Inc.,  Medical  Division  of  Harper  & Brothers,  1961. 
Cloth,  $15. 

This  is  an  extremely  practical  guide  on  the  care 
and  feeding  of  the  premature  infant.  The  newer 
method  of  gavage  by  the  nasal  route  is  discussed 
fully.  The  possible  dangers  involved  are  not 
omitted.  This  is  supplemented  also  by  numerous 
dependable  references.  Surgical  cases  are  replete 
with  the  pre-  as  well  as  the  postoperative  manage- 
ment that  concern  the  pediatrician  even  more  than 
the  surgeon. 

Retrolental  fibroplasia,  its  causes  and  prevention, 
is  discussed  fully  in  a manner  to  be  of  as  much  help 
to  the  general  practitioner  as  to  the  resident  staff 
of  the  nursery.  It  is  a most  useful  chapter  on  this 
very  serious  disease  of  the  newborn  premature 
infant. 

In  this  compact  book  various  phases  on  the  sub- 
ject of  prematurity  are  covered,  some  more  fully 
than  others;  but  all  in  all  it  is  a book  worth  studying 
and  keeping  available  for  reference  in  the  nursery 
by  every  young  pediatrician  and  general  practi- 
tioner.— Harry  Apfel 


Whatever  isn’t  growing  wears  out. — Elliott  Paul 


December  1,  1961 
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Nucleomitophobia  Becomes  Popular 


The  nuclear  age  has  created  a new  phobia — 
nucleomitophobia  or  fear  of  the  atom. 

Public  officials  are  receiving  a rash  of  calls  for 
help  from  frantic  persons  who  believe  they  are 
radioactive,  according  to  the  September,  1961,  issue 
of  Today’s  Health.  Complaints  range  from  sub- 
marines on  Lake  Michigan  shooting  mysterious  rays 
inland  to  women’s  hair  curlers  being  charged  with 


radioactivity  from  unidentified  flying  objects.  “It’s 
a product  of  the  age,”  explained  Milton  A.  Dushkin, 
M.D.  “When  a person  feels  overwhelmed  by  feel- 
ings of  insecurity  and  frustrations  beyond  his  control, 
he  must  find  a scapegoat.  Anything  popular  will 
do.  Nowadays  it’s  fashionable  for  the  emotionally 
ill  to  blame  their  confused  state  on  radioactivity  in 
their  environment.” 


“Anemia!  I demand  a recount!” 


Sodium  in  Drinking  Water 


According  to  an  article  by  George  B.  Elliott  and 
Elizabeth  A.  Alexander  in  the  April,  1961,  issue  of 
Circulation,  physicians  should  be  alert  to  the  possi- 
bility that  ordinary  drinking  water  may  contain 
large  amounts  of  sodium  in  tasteless  form.  The 
sodium  content  is  often  high  in  water  from  private 
wells  that  fill  by  lateral  seepage  through  soils,  and 
much  of  this  sodium  is  in  the  form  of  sulfate  or  ni- 
trate, which  is  more  difficult  to  recognize  by  taste 


than  is  sodium  chloride.  The  sodium  content  is 
likely  to  be  low  in  river  water  eomposed  of  surface 
rain  water  from  mountains. 

Two  instances  are  reported  in  which  the  patients’ 
had  recurrent  episodes  of  cardiac  failure  at  home. 
These  episodes  stopped  when  the  only  alteration  was 
substitution  of  a low-  for  a high-sodium  water  sup- 
ply.— Abstracts  from  the  World  Medical  Literature, 
The  Upjohn  Company 
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HALL-BROOKE  HOSPITAL 

An  Active  Treatment  Hospital,  located  one  hour  from  New  York 

Accredited  by: 

The  Central  Inipection  Board  of  the  American  Paychiatrie  Aaaociation 
The  Joint  Commiiiion  on  Accreditation  of  Hoapitala 

WESTPORT,  CONNECTICUT  • WESTPORT:  CAPITAL  T-liSl 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director.  O.  L Friedman,  M D.,  Q.P 
HOLBROOK,  L.  I.  N.  Y Office,  TRafalyar  7-2666 


PHONE 
CH  2. 
2330 


for  well  trained  highly  qualified  personnel 

MEDICAL  ASSISTANTS 
OR  OFFICE  SECRETARIES 
LABORATORY  • X-RAY 
TECHNICIANS 

N.  Y.  Stale  Licensed  • Day-Eve  Courses 
Co-Ed  (Founded  19S6) 

request  Free  Cat.  9 

■ ■SKdr MRSS  Fifth  ATe.(16lh  Si.) 

a ■■  Y„|,  J N Y 

SCHOOL  FOR  PHYSICIANS*  AIDES 
Affiliated  with  CARNEGIE  INSTITUTE,  INC.  Cleveland.  Ohio 


PINEWOOD  g;-  [ritVe'nt: } 

EsT.  1930  [3,_  V/alier  A.  Thompson,  F.A.P.A.,  Clinical  Director 

Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytical ly  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate:  Commence  at  $125.00  per  week. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-tbeoHudson,  New  York  City 
For  oervout,  meocal,  drug  and  alcoholic  pacieocs.  The  saoitarium  it 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
•cieotifically  air<ooditiooed.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physicidin  in  Charge 
Telephone:  Klngibridg*  9*8440 


GIVE  TO  CONQUER  CANCER 


“7  guess  the  doctor  has  decided  to  stop  pestering  us  for  his  money — this  hill  says  'Final  Notice’!” 
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PHYSICIANS  WANTED 


Internist — Large  Midwest  Hospital.  Must  be  board  eligible. 
Write  Box  234,  N.  Y.  St.  Jr.  Med. 


House  staff  member  (1)  fuU-time.  Accredited  60  bed  general 
hospital  located  in  University  City  near  medical  center. 
Adult  medical  and  surgical  patients  only.  Salary  $9,000 
year.  Write  Administrator,  Midtown  Hospital,  Syracuse, 
New  York,  stating  qualifications  and  training. 


HOUSE  PHYSICIANS:  Required  for  Spring  Valley  Gen- 

eral Hospital,  New  York.  Must  have  certification  by  the 
“ECFMG”  and  have  or  be  eligible  for  certification  or  tem- 
porary licensure  by  New  York  State.  Good  salary  and  work- 
ing conditions.  Apply  Administrator. 


MEDICAL  REHABILITATION  CONSULTANT— Chal- 
lenging opportunity  to  participate  in  expanding  rehabilitation 
program  of  the  New  York  State  Workmen’s  Compensation 
Board.  Full-time  position.  Qualifications:  graduation  from 
an  approved  medical  school,  completion  of  internship,  eligi- 
bility or  license  to  practice  medicine  in  New  York  State,  two 
years  of  residency  in  physical  medicine  and  rehabilitation  and 
an  additional  two  years  of  experience  in  medicine  (one  addi- 
tional year  of  residency  may  be  substituted  for  one  year  of 
experience).  Salary  range  $14, 410-$16, 890.  Excellent  fringe 
benefits.  Write  to  Irvin  Klein,  M.D.,  Medical  Director, 
Workmen’s  Compensation  Board,  50  Park  Place,  New  York 
7,  New  York. 


PHYSICIAN  TO  TRAVEL  MIDWEST  WITH  MOBILE 
MEDICAL  CENTER  equipped  with  X-ray  and  laboratory. 
Diagnostic  exams  for  non-profit  organization.  Opportunity 
for  wife  as  assistant  technician.  Write  Box  439,  N.  Y.  St. 
Jr.  Med. 


Doctor  with  anesthesia  experience.  Manhattan.  Part-time 
to  start.  Mutually  convenient  hours  will  be  arranged.  No 
nights  or  Sundays.  Fees  plus  guarantee.  Write  Box  419, 
N.  Y.  St.  Jr.  Med. 


■* 

Urologist — Board  qualified  to  serve  approximately  30,000. 
Office  space  and  residence  available.  Two  year  guaranteed 
minimum  income.  Contact  Administrator,  Mary  McClellan 
Hospital,  Cambridge,  New  York. 


PRACTICES:  FOR  SALE  OR  RENT 


Very  modern  G.P.  office  in  Forest  Hills.  Queens  Boulevard 
near  hospital  and  transportation,  for  sale.  Reasonable  rent, 
suitable  for  G.P.  or  specialist.  Write  Box  428,  N.Y.  St.  Jr. 
Med. 


General  practice,  high  income,  home-office  combination,  2 
hours  from  N.  Y.  C.,  for  sale  at  real  estate  value.  Leaving  for 
residency.  Write  Box  434,  N.  Y.  St.  Jr.  Med. 


Well  established  general  practice — West  Suffolk,  L.I.  Home- 
office  combination.  Mortgaged.  School  physician.  Leaving 
for  specialty.  Will  introduce.  Also  suit  internist  or  pedia- 
trician. Easy  terms.  Write  Box  435,  N.  Y.  St.  Jr.  Med. 


Psychiatric  Practice  for  Sale — -Westchester  Co.  Excellent 
income,  ideal  location — sacrifice  to  right  purchaser.  Tel. 
914-MC)  4-4841  between  2-4  PM  weekdays. 


FOR  RENT:  Established  30  year  active  practice.  Fully 

equipped  13  room  office  for  individual  or  group  prac- 
tice. X-ray,  EKG,  etc.  Excellent  hospital  affiliations.  Ex- 
cellent Queens  location.  Possession  at  once.  Write  Box  443, 
N.  Y.  St.  Jr.  Med. 


POSITIONS  WANTED 


Pediatrician,  3 years’  residency  training,  3 years’  practice 
Seeks  relocation  N.Y.  State.  Association,  or  succession 
to  retiring  man.  Write  Box  441,  N.  Y.  St.  Jr.  Med. 


Physician  (M.D.)  with  7 years  neuro-psychiatric  experience 
desires  institutional  work  in  the  N.Y.  area — -N.Y.  license. 
Experienced  in  electro  and  chemotherapy.  Write  Box  442, 
N.  Y.  St.  Jr.  Med. 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


MISCELLANEOUS 


FOR  SALE  OR  RENT:  3 room  office,  including  air  con- 
ditioner, fluoroscopy,  diathermy,  electrocardiograph,  suction- 
pressure  machine.  Long  lease.  Reasonable  rental.  Ad- 
dress: Harry  M.  Lebowitz,  20-39  Shore  Blvd.,  Astoria  5, 

N.Y. 


Deceased  doctor’s  fully  equipped  office  for  sale  to  orthopedist 
or  other  specialty.  Spring  Valley,  N.  Y.  Contact  Mr.  Lo- 
tenberg  at  607  Fifth  Ave.,  NYC;  OX  7-5895. 


For  Rent:  Central  Nassau  County — Ideal  location — Exclu- 
sive community — Unlimited  opportunity  for  G.P.  or  any 
specialty.  Call  IV  .3-48^. 


For  rent — share  internists  office  near  White  Plains  Hospital. 
Suitable  for  Psychiatrist,  Dermatologist,  etc.  WH-9-9166. 


Deceased  doctors  home-office  combination  For  Sale  or  Rent. 
Semi-detached  brick,  7'A  roora^  finished  basement,  garage. 
Vicinity  Brooklyn  Botanical  Gardens.  Convenient  terms. 
IN  2-6324. 


3-fam.  brick  house,  with  6 rm.  prof,  apartment  for  sale.  Ex- 
cellent condition.  Occupied  by  physician  for  over  20  years. 
Coney  Island.  Write  Box  440,  N.  Y.  St.  Jr.  Med. 


Glen  Cove.  Space  available  in  professional  building  for 
General  Practioner  or  Pediatrician.  Near  hospital.  Good 
parking.  Reasonable  rental.  OR.  1-7171. 


140  E.  54th  St..  NYC,  Medical  Chambers.  Approx.  928 
sq.  ft.  available  for  use  as  laboratory,  medical  office  or  x-ray 
treatment  room.  Also  700  sq.  ft.  available  for  office.  Brett, 
Wyckoff,  Potter,  Hamilton,  Inc.  MRS.  RHOADES. 
EL  5-6900. 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33*/«%  less  than 
3 years  and,  60%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.D., 
211—02  Union  Tpke,  Flushing  64,  N.  Y.  HO  4-1100. 


CLASSIFIED  RATES 


1 time $1.35  per  line  per  insertion 

3 Consecutive  times.  1.20  per  line  per  insertion 
6 Consecutive  times.  1.00  per  line  per  insertion 
12  Consecutive  times.  .90  per  line  per  insertion 
24  Consecutive  times.  .85  per  line  per  insertion 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  17,  N.  Y. 
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Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1961—25,372 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus  . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery.  . 
Nassau. ..... 

New  York .... 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester . . 

Wyoming 

Yates 


Benjamin  Hoffman Albany 

George  E.  Taylor,  Jr Cuba 

George  A.  Howley Bronx 

Geroge  C.  Hamilton.  . Binghamton 

B.  John  Toth Clean 

Leonard  W.  Sincerbeaux. . . .Auburn 

H.  Wolcott  Ingham Jamestown 

William  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

LeRoy  J.  Holbert Kinderhook 

William  J.  McAuliffe Cortland 

David  G.  Doane Walton 

Morris  J.  Frank Beacon 

Eugene  J.  Hanavan Buffalo 

Rudolph  J.  Martin ....  Ticonderoga 

C.  Bradley  Sageman.  .Saranac  Lake 

Arthur  Howard Johnstown 

Myron  E.  Williams Batavia 

T.  Earl  McQuade Coxsackie 

Leo  L.  Heller Newport 

Rudolph  J.  Haas Chaumont 

Leslie  H.  Tisdall Brooklyn 

Louis  A.  Avallone Lowville 

Stanley  J.  Jackson. . . Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Charles  R.  Mathews Rochester 

Feori  F.  Pipito Amsterdam 

Wendell  L.  Hughes Hempstead 

David  Lyall New  York 

John  T.  Donovan,  Jr Lockport 

Theodore  J.  Kantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

Allen  H.  Keniston Port  Jervis 

Arnold  O.  Riley Holley 

John  B.  Riley Oswego 

Clinton  V.  Z.  Hawn. . .Cooperstown 

Eugene  Lusardi Cold  Spring 

Charles  C.  Mangi Woodhaven 

David  R.  Tomlinson Troy 

Fredrick  D.  Regan ....  Staten  Island 

G.  Gordon  Knight Piermont 

Alexander  E.  Dodds Edwards 

G.  D.  Anderson . . . Saratoga  Springs 
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PHENAPHEN 


• More  satisfactory  than  “the  usual  analgesic  compounds”  for  relieving  pain  and  anxiety.' 

• More  effective  than  a standard  A.P.C.  preparation  for  relief  of  moderate  to  severe  pain.® 


Each  Phenaphen  capsule  contains: 

Acetylsalicylic acid  (2  gr.) 162  mg. 

Phenacetin  (3  gr.)  194  mg. 

Phenobarbital  (1/4  gr.) 16.2  mg. 

Hyoscyamine  sulfate  0.031  mg. 


1.  Meyers,  G.  B.:  Ind.  Med.  & Surg.  26:3»  1957.  2.  Murray, 
R.  J.:  N.  Y St.  J.  Med.  53:1867.  1953. 


Also  available: 

PHENAPHEN  with  CODEINE  PHOSPHATE 

'/4  GR.  (16.2  mg.)  Phenaphen  No,  2 
PHENAPHEN  with  CODEINE  PHOSPHATE 

Yi  GR.  (32.4  mg.)  Phenaphen  No.  3 
PHENAPHEN  with  CODEINE  PHOSPHATE 

1 GR.  (64.8  mg.)  Phenaphen  No.  4 
Bottles  of  100  and  500  capsules. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
Making  today’s  medicines  with  integrity. . . seeking  tomorrow’s  with  persistence. 


effective 
treatment 
for  surgical 
infections 


Wound  infection  — a common  postoperative  complication  — can  very  often  be 
traced  to  staphylococcal  invasion.^-^  In  such  cases,  Chloromycetin  may  well 
be  an  agent  of  choice,  since  “...the  very  great  majority  of  the  so-called  resistant 
staphylococci  are  susceptible  to  its  action.”^ 

Contributing  significantly  to  this  preference  is  the  fact  that  staphylococcal 
resistance  to  Chloromycetin  remains  surprisingly  infrequent,  despite 
widespread  use  of  the  drug.^>®  For  example,  even  though  consumption  of 
CHLOROMYCETIN  at  one  hospital  increased  markedly  since  1955,  there  was 
little  change  in  the  susceptibility  of  staphylococci  to  the  drug.® 
Characteristically  broad  in  its  range  of  antibacterial  action,  Chloromycetin 
has  also  proved  valuable  in  surgical  infections  caused  by  other  pathogens  — 
both  gram-positive  and  gram-negative.'^-® 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms, 
including  Kapseals®  of  250  mg.,  in  bottles  of  16  and  100. 

See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia, 
thrombocytopenia,  granulocytopenia)  are  known  to  occur  after  the  administration  of  chlor- 
amphenicol. Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged  therapy 
with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol 
should  be  used  only  for  serious  infections  caused  by  organisms  which  are  susceptible  to  its 
antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  potentially  danger- 
ous agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza, 
or  viral  infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with 
the  drug.  While  blood  studies  may  detect  early  peripheral  blood  changes,  such  as  leukopenia 
or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied  upon  to 
detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Pulaski,  E.  J.,  & Taylor,  L.  W. : California  Med.  92:35,  1960.  (2)  Finland,  M. : DM:  Disease-a- 
Month,  Sept.,  1960,  p.  3.  (3)  Monsour,  V. ; Bernard,  H.  R.,  & Cole,  W.  R. ; Missouri  Med.  57  :1006,  1960.  (4)  Welch,  H., 
in  Welch,  H.,  & Finland,  M. : Antibiotic  Therapy  for  Staphylococcal  Diseases,  New  York,  Medical  Encyclopedia, 
Inc.,  1959,  p.  14.  (5)  Bauer,  A.  W;  Perry,  D.  M.,  & Kirby,  W.  M.  M. : J.A.M.A. 

173:475,  1960.  (6)  Petersdorf,  R.  G.,  et  al.:  Arch.  Jnt.  Med.  105:398,  1960. 

(7)  Goodier,  T.  E.  W,  & Parry,  W.  R. : Lancet  1 :356,  1959.  (8)  Lind,  H.  E. : Am.  J. 

Proctol.  11  :392,  1960.  69, 6i 
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3-year-old  child  with  severe  impetigo,  pretreatment  9 days  later,  post-treatment  (Furacin-HC  Cream  t.i.d.) 

FOR  BROADER  TREATMENT  OF  INFLAMMATORY  SKIN  DISORDERS,  BOTH 
ACUTE  AND  CHRONIC,  WHERE  INFECTION  IS  PRESENT  OR  IMMINENT 

FURACIN-HC  CREAM 

nitrofurazone  0.2%  and  hydrocortisone  acetate  1%,  Eaton 

ESPECIALLY  USEFUL  FOR  THE  TREATMENT  OF  INFLAMMATION,  ERYTHEMA 
AND  PRURITUS  AS  WELL  AS  INFECTION  IN  SUCH  CASES  AS  PYODERMAS, 
FURUNCULOSIS  AND  SECONDARILY  INFECTED  DERMATOSES 

Furacin-HC  Cream  combines  the  anti-inflammatory  and  antipruritic  effect  of 
hydrocortisone  with  the  dependable  antibacterial  action  of  Furacin— the  most 
widely  prescribed  single  topical  antibacterial.  Exclusively  for  topical  use, 
Furacin  retains  undiminished  potency  against  pathogens  such  as  staphylococci 
that  no  longer  respond  adequately  to  other  antimicrobials.  Furacin  is  gentle, 
nontoxic  to  regenerating  tissue,  speeds  healing  through  efficient  prophylaxis  or 
prompt  control  of  infection. 

Furacin-HC  Cream  is  available  in  tubes  of  5 Gm.  and  20  Gm.  Vanishing- 
cream  base,  water-miscible. 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  N.  Y. 
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a relaxed  mind  in  a relaxed  l)ody 


eflfective  TRANQUILIZER  - potent  MUSCLE  RELAXANT 


Hoiv  often  do  you  see  the  tense,  anxious  patient  express  his  feeling’s  through 
taut  muscles,  rigid  posture?  Or  the  patient  ivith  tense  skeletal  muscles 
become  anxious  and  irritable  because  of  his  discomfort? 

When  you  prescribe  Trancopal  you  can  see  how  this  “tranquilaxant”  speedily  helps  the  anxious  patient.  It  quiets 
his  psyche— and  this  quieting  helps  relax  tense  muscles.  It  eases  muscle  spasm  — and  this  easing  helps  put  his  mind 
at  rest. 

DeNyse'  notes  that  the  effect  of  Trancopal  as  a quieting  agent  . . may  play  a part  in  the  skeletal  muscle  relaxing 
results  obtained.”  Gruenberg^  used  Trancopal  to  treat  patients  with  musculoskeletal  disorders,  and  commented:  “In 
addition  to  relieving  spasm  and  pain,  with  subsequent  improvement  in  movement  and  function,  Trancopal  reduced 
restlessness  and  irritability  in  a number  of  patients.” 

Very  few  side  effects  occur  with  Trancopal.  You  may  see  them  in  only  about  two  out  of  a hundred  patients,  and  they 
will  almost  always  be  mild. 


Available;  200  mg.  Caplets*  (green  colored,  scored),  100  mg.  Caplets  (peach  colored,  scored),  each  in  bottles  of  100. 
Dosage:  Adults,  1 Caplet  (200  mg.)  three  or  four  times  daily;  children  (5  to  12  years),  from  50  to  100  mg.  three 

or  four  times  daily. 

Before  prescribing  be  sure  to  consult  Winthrop’s  literature  for  additional  information  about  dosage,  possible  side  effects 


and  contraindications. 


References:  1.  DcNy#e,  D.  L.;  M.  Time#  87:1512  (Nov.)  1959. 
2,  Grueoberg,  F.:  Current  Ther«p.  Re#.  2:1  (Jco.)  1950. 
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ONE  MEDICATION  RELIEVES  PAIN,  INHIBITS  EROSION, 
PROMOTES  HEALING.  UNIQUE  IN  SIMPLICITY, 
COMPLETENESS  OF  ACTION  AND  CONVENIENCE 

Only  ONE  prescription  to  write 


RESULTS 


ACTIONS 


INDICATIONS: 

Peptic  Ulcer: 

Duodenal  Marginal 

Gastric  Esophageal 

Hyperacidity  and  dyspepsia 
Heartburn 
Gastritis 

Alcoholic  gastritis 
Gastroesophageal  reflux 
Esophagitis  (without  stricture) 
Irritable  bowel  syndrome 
Congenital  shortening  of 
esophagus 

Chalasia  of  esophagus 
Hiatus  hernia  of  esophagus 
Cardiospasm 
Functional  pylorospasm 
DOSAGE: 

Liquid  and  Tablets; 

1 or  2 tablespoons  or  1 or  2 
tablets  three  times  daily 
depending  on  severity  of 
involvement. 

SIDE  ACTIONS: 

Doses  in  excess  of  6 tablets  or 
6 tablespoons  daily  may 
produce  minor  side  actions 
such  as  dryness  of  the  mouth 
or  blurring  of  vision. 


• RELIEVES  SPASM  AND 
REDUCES  MOTILITY 

• RETARDS  ACID 
PRODUCTION 

• PROMPT  REDUCTION 
OF  PAIN 

• RAPID  AND  PROLONGED 
NEUTRALIZATION  OF 
GASTRIC  HYDROCHLORIC 
ACID  TO  DESIRABLE 

pH  LEVEL 

• COATS  AND  PROTECTS 
GASTRIC  MUCOSA 


• ANTICHOLINERGIC 

orphenadrine 

hydrochloride 

ANTISPASMODIC 


ANTISECRETORY 

TOPICAL  ANESTHETIC 

orphenadrine 

hydrochloride 

ANTACID 

aluminum  hydroxide- 
magnesium 

carbonate  co-precipitate 


• DEMULCENT 

bismuth  aluminate 


CONTRAINDICATIONS: 

ESTOMUL  should  not  be  used 
in  patients  with  organic  pyloric 
obstruction  or  achalasia  of 
esophagus.  Use  with  caution  in 
patients  with  renal  impairment 
or  insufficiency.  Relative 
contraindications  for  anti- 
cholinergic drugs  are  glaucoma 
and  prostatic  hypertrophy 
which  may  lead  to  urinary 
bladder  obstruction. 
AVAILABILITY: 

Tablets  — Bottles  of  100. 

Liquid  — Bottle  of  12  fluid  oz. 
CAUTION;  Federal  law  prohibits 
dispensing  without  prescription. 


• INHIBITS  EROSION  OF 
MUCOSA 


• ANTIPEPTIC 

bismuth  aluminate 


FORMULATION 

Each  ESTOMUL  TABLET  contains: 

orphenadrine  HCI 25  mg. 

[2-dimethylaminoethyl  (2-methyl- 
benzhydryl)  ether  HCI] 

bismuth  aluminate 25  mg. 

magnesium  oxide 45  mg. 

aluminum 
hydroxide 
magnesium 
carbonate 


co-precipitate. . . .500  mg. 


Each  tablespoon  (15  cc)  ESTOMUL 
LIQUID  contains: 


orphenadrine  HCI 25  mg. 

C2-dimethylaminoethyl  (2-methyl- 
benzhydryl)  ether  HCI] 


bismuth  aluminate 
aluminum 
hydroxide  t 
magnesium  ^ 


carbonate 


50  mg. 

co-precipitate 918  mg. 


RIKER  LABORATORIES,  INC.,  Northridge,  California 
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Why  is  the 
methyl 
“governor” 
in  Orinase 
so 

important? 


One  of  the  most  significant  advantages  of  Orinase  therapy  is 
the  rarity  of  associated  hypoglycemic  reactions. 

This  widely-reported  clinical  benefit  is  a function  of  the 
exclusive  Orinase  methyl  “governor.”  Lending  itself  to  ready 
oxidation  (principally,  it  is  thought,  a hepatic  process),  the 
methyl  group  ensures  prompt  metabolic  inactivation  of  the 
Orinase  molecule.  What  actually  happens  is  that  a rapidly- 
and  continuously-excreted  carboxy-metabolite  is  produced 
that  has  no  hypoglycemic  activity  at  the  existing  levels. 

As  a result  of  the  oxidation  of  its  methyl  group,  Orinase 
shows  a decline  in  activity  soon  after  it  reaches  its  effective 
peak  in  the  plasma.  Maintenance  dosage  serves  to  reduce  blood 
sugar  levels  to  normal,  but  rarely  below  that  point,  and  there 
is  no  reported  problem  of  accumulation. 


S0,-NH-C-NH-CH5(CH5),CH, 

II 

0 


Orinase* 


An  exclusive  methyl  "governor"  minimizes  hypoglycemia 


/ndications  and  effects:  The  clinical  Indication  for 
Orinase  is  stable  diabetes  mellitus.  Its  use  brings 
about  the  lowering:  of  blood  sugar:  glycosuria 
diminishes,  and  such  symptoms  as  pruritus,  poly* 
uria.  and  polyphagia  disappear. 

Dosage:  There  is  no  fixed  regimen  for  initiating 
Orinase  therapy.  A simple  and  effective  method 
is  as  follows:  First  day — 6 tablets:  second  day — 
4 tablets:  third  day — 2 tablets.  The  daily  dose  is 
then  adjusted ->->  raised,  lowered  or  maintained  at 
the  two*tablet  level,  whichever  is  necessary  to 
maintain  optimum  control. 

Patients  receiving  insulin  (less  than  20  units)  — 
discontinue  Insulin  and  institute  Orinase:  (20  to 
40  units) — initiate  Orinase  with  a concurrent  30 
to  SO<7o  reduction  in  insulin  dose  with  a further 
careful  reduction  as  response  to  Orinase  is  ob- 
served: (more  than  40  units)— -reduce  insulin  by 
20^0  and  initiate  Orinase  with  a further  careful 
reduction  In  Insulin  dosage  as  response  to  Orinase 
is  observed.  In  candidates  for  combined  Orinase* 
insulin  therapy,  an  Individualized  schedule  is  usu- 
ally obtainable  during  a trial  course  of  two  or 
more  weeks. 

Contraindications  and  side  effects^  Orinase  Is  eon* 
traindicated  in  patients  having  Juve'nlle  or  growth- 
onset.  unstable  or  brittle  types  of  diabetes 
mellitus:  history  of  diabetic  coma,  fever,  severe 
trauma  or  gangrene. 

Side  effects  are  mild.,  transient  and  limited  to  ap- 
proximately 3<Yo  of  patients.  Hypoglycemia  and 
toxic  reactions  are  extremely  rare.  Hypoglycemia 
is  most  likely  to  occur  during  the  period  of  transi- 
tion from  insulin  to  Orinase.  Other  untoward 
Copyright  1961.  The  Upjohn  Company 


reactions  to  Orinase  are  usually  not  of  a serious 
nature  and  consist  principally  of  gastrointestinal 
disturbances,  headache,  and  variable  allergic  skin 
manifestations.  The  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  heartburn)  and  head- 
ache appear  to  be  related  to  the  size  of  the  dose, 
and  they  frequently  disappear  when  dosage  is  re- 
duced to  maintenance  levels  or  the  total  dally  dose 
is  administered  in  divided  portions  after  meals. 
The  allergic  skin  manifestations  (pruritus,  ery- 
thema. and  urticarial,  morbilliform,  or  maculopap- 
ular  eruptions)  are  transient  reactions,  which 
frequently  disappear  with  continued  drug  admin- 
istration. However,  if  the  skin  reactions  persist. 
Orinase  should  be  discontinued. 

Clinical  toxicity:  Orinase  appears  to  be  remarkably 
free  from  gross  clinical  toxicity  on  the  basis  of 
experience  accumulated  during  more  than  four 
years  of  clinical  use.  Crystalluria  or  other  un- 
toward effects  on  renal  function  have  not  been 
observed.  Long-term  studies  of  hepatic  function 
in  humans  and  experience  in  over  650.000  dia- 
betics have  shown  Orinase  to  be  remarkably  free 
of  hepatic  toxicity.  There  has  been  reported  only 
one  case  of  cholestatic  Jaundice  related  to  Orinase 
administration,  which  occurred  in  a patient  with 
pre-existing  liver  disease  and  which  rapidly  re- 
versed upon  discontinuance  of  the  drug. 

Each  tablet  contains: 

Tolbutamide 0.5  Cm. 

Supplied:  In  bottles  of  SO. 

• Trademark,  Reg.  U.S.  Pat.  Off.— 

tolbutamide,  Upjohn  June.  1961 


The  Upjohn  Company,  Kalamazoo,  Michigan 


Upjohn 
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Clauberg  Respo 


' longer-acting,  fewer  injections  Delalutin  offers  these  advantages  over  other 

. progestational  agents:  Significantly 

I lOrfBtSl  S3lV3£6  with  no  3ndr0£6nic  OffOCt  improved  rate  of  fetal  salvage’’^  ■ No  viril- 
izing effect  on  female  fetus  or  mother 

■ High,  sustained  hormonal  level  in  the 
uterine  muscle  and  mucosa^  — high  enough 
even  to  replace  an  excised  corpus  luteum^ 

■ Absence  of  local  tissue  reactions^ 

Squibb  Hydroxyprogesterone  Caproate  Long-acting  Progestational  Therapy 


I mm  Hydroxyprogesterone  Caproate  (Delalutin) 


Days  following  injection 


because 

DIABETES  IS  FOR  LIFE 

start  with  Diabinese* 

" BRAND  OF  CHLORPROPAMIDE 


for  maximum  assurance 
of  continuing  success 
with  oral  therapg 


long-term  use  continues  to 
demonstrate  that  DIABINESE 

has  a comparatively  low  incidence  of  secondary  failures. 

provides  maximum  convenience  and  economy  because  of 
once-a-day  oral  administration. 

at  presently  recommended  dosage  has  a low  incidence  of  adverse 
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when  more  than  ‘‘diet  alone”  is  needed  by  the  maturity-onset  diabetic 


start  with 


^rrm  piaWnese 


BRAND  OF  CHLORPROPAMIDE 


the  oral  antkUabetic 
most  likely  to  succeed 

economical  once-a-day  dosage 


IN  BRIEF 


DIABINESE,  a potent  sulfonylurea,  provides  smooth,  long- 
lasting  control  of  blood  sugar  permitting  economy  and  sim- 
plicity of  low,  once-a-day  dosage.  Moreover,  DIABINESE  often 
works  where  other  agents  have  failed  to  give  satisfactory 
control. 

INDICATIONS : Uncomplicated  diabetes  mellitus  of  stable,  mild 
or  moderately  severe  nonketotic,  maturity-onset  type.  Certain 
“brittle”  patients  may  be  helped  to  smoother  control  with 
reduced  insulin  requirements. 

ADMINISTRATION  AND  DOSAGE : Familiarity  with  criteria 
for  patient  selection,  continued  close  medical  supervision,  and 
observance  by  the  patient  of  good  dietary  and  hygienic  habits 
are  essential. 

As  with  insulin,  DIABINESE  dosage  must  be  regulated  to  indi- 
vidual patient  requirements.  Average  maintenance  dosage  is 
100-500  mg.  daily.  For  most  patients  the  recommended  starting 
dose  is  250  mg.  given  once  daily.  Geriatric  patients  should  be 
started  on  100-125  mg.  daily.  A priming  dose  is  not  necessary 
and  should  not  be  used;  most  patients  should  be  maintained  on 
500  mg.  or  less  daily.  Maintenance  dosage  above  750  mg.  should 
be  avoided.  Before  initiating  therapy,  consult  complete  dosage 
information. 

SIDE  EFFECTS:  In  the  main,  side  effects,  e.g.,  hypoglycemia, 
gastrointestinal  intolerance,  and  neurologic  reactions,  are  re- 
lated to  dosage.  They  are  not  encountered  frequently  on  pres- 
ently recommended  low  dosage.  There  have  been,  however, 
occasional  cases  of  jaundice  and  skin  eruptions  primarily  due 
to  drug  sensitivity;  other  side  effects  which  may  be  idiosyncratic 
are  occasional  diarrhea  (sometimes  sanguineous)  and  hema- 
tologic reactions.  Since  sensitivity  reactions  usually  occur  within 
the  first  six  weeks  of  therapy,  a time  when  the  patient  is  under 
very  close  supervision,  they  may  be  readily  detected.  Should 
sensitivity  reactions  be  detected,  DIABINESE  should  be  dis- 
continued. 

PRECAUTIONS  AND  CONTRAINDICATIONS:  If  hypogly- 
cemia is  encountered,  the  patient  must  be  observed  and  treated 
continuously  as  necessary,  usually  3-5  days,  since  DIABINESE 
is  not  significantly  metabolized  and  is  excreted  slowly. 
DIABINESE  as  the  sole  agent  is  not  indicated  in  juvenile 
diabetes  mellitus  and  unstable  or  severely  “brittle”  diabetes 
mellitus  of  the  adult  type.  Contraindicated  in  patients  with 
hepatic  dysfunction  and  in  diabetes  complicated  by  ketosis,  aci- 
dosis, diabetic  coma,  fever,  severe  trauma,  gangrene,  Raynaud’s 
disease,  or  severe  impairment  of  renal  or  thyroid  function. 

DIABINESE  may  prolong  the  activity  of  barbiturates.  An  effect 
like  that  of  disulfiram  has  been  noted  when  patients  on 
DIABINESE  drink  alcoholic  beverages. 

SUPPLIED:  As  100  mg.  and  250  mg.  scored  chlorpropamide 
tablets. 

More  detailed  professional  information  available  on  request. 
Science  for  the  world’s  well-being® 

^ PFIZER  LABORATORIES 
(Pfizen  Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  New  York 
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How  bright  is  their  future?  You  can  help  make  sure  they’ll 
have  financial  security  in  the  years  ahead  by  starting  a regular 
savings  program  with  U.S.  Savings  Bonds. 


The  payroll  “deduction”  that 
adds  to  your  income 


When  you  join  the  Payroll  Savings 
Plan  at  work,  you  authorize  a “deduc- 
tion” from  each  paycheck.  But  the 
money  comes  back  to  you  33}^%  bigger. 
That’s  because  it’s  invested  in  U.S. 
Savings  Bonds.  All  you  do  is  tell  your 
company  how  much  to  set  aside  from 
each  paycheck.  The  rest  is  automatic. 
Even  if  you’ve  never  saved  before,  you 
become  an  expert  saver  just  by  signing 
the  Payroll  Savings  card.  And  if  you 
set  aside  as  small  an  amount  as  63^  a 


day,  in  a year  you’ll  own  U.S.  Savings 
Bonds  worth  $300.00  at  maturity! 

Nice  things  to  know  about 
U.S.  Savings  Bonds 

•You  invest  without  risk  • You  now  earn 
3^  % interest  to  maturity  • You  can  save 
automatically  on  the  Payroll  Savings  Plan 

• You  can  buy  Bonds  at  any  bank  • Your 
Bonds  are  protected  against  loss,  fire,  even 
theft  • You  can’t  lose  your  money  • You 
can  get  your  money  any  time  you  want  it 

• You  buy  shares  in  a stronger  America. 


You  save  more  than  money  with  U.  S.  Savings  Bonds 


This  adverlising  is  donated  by  The  Advertising  Council  and  this  magazine^ 


4124 


feel  the  edge  of  this  page... 


Like  this  page,  a Filmtab  coating  is  about  l/250th  of  an  inch  thick. 
That’s  the  depth  of  the  Filmtab  which  seals  the  active  ingredients  into 
Abbott  vitamin  tablets. 

Why  do  we  make  it  paper-thin? 

Filmtab  coatings  replace  sugar  coatings.  This  means  that  our  vitamin 
tablets  are  quite  a bit  smaller  than  most — sometimes  by  as  much  as 
30%.  This  makes  them  easier  to  swallow.  And,  because  there’s  no  bulk 
(not  even  sub-seals  are  needed)  the  nutrients  are  readily  available.  Yet, 
patients  remain  protected  from  vitamin  odors  and  after-tastes. 

The  greatest  advantage,  however,  is  in  stability. 

Filmtab  coatings  don’t  require  water.  Consequently,  there  is  virtually 
no  chance  of  moisture  degradation.  The  potency  your  patient  pays 
for  stays  in  the  tablet.  Without  sugar,  we’ve  even  been  able  to  eliminate 
much  of  the  brittleness.  So,  tablets  are  less  apt  to  chip  or  break. 

Small  reasons,  perhaps,  yet  no  refinement  is  too  subtle  if  it  adds  to 
a product’s  performance,  or  your  patient’s  convenience. 


Filmtab  coatings  protect  these  Abbott  nutritionals: 

DAYALETS®  OPTILETS®  SURBEX-T'" 

DAYALETS-M®  OPTILETS-M®  SUR-BEX®  WITH  C 

Maintenance  Formulas  Therapeutic  Formulas  B-complex  with  C Formulas 


and 
you’ll 
know 
how 
thin 
a 

FILMTAB 

coating 

can 

be! 


TM— Trademark 


Filmtab— Film-sealed  tablets,  Abbott 
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Her  position  on  nutrition 
Is  taught  in  all  the  schools. 

She’s  an  oracle  for  others,  I - 

5 , ^ 

Yet,  the  first  to  break  the  rules. 
While  a mine  of  diet  knowledge 
(And,  each  lecture  is  a gem) 

Poor  Ramona  from  Pomona  needs 
some  DAYALETS  with  M. 


ft 


l ff‘fj 


Likes,  dislikes,  and  time  schedules  never  interfere  with  her  lectures, 
doctor,  just  her  diet.  She  could  live  in  a grocery  store  and  still  eat  poorly.  While 
Dayalets-M  can’t  replace  self-discipline,  it  can  help  insure  optimal  nutrition. 
Tablets  are  tiny,  potent,  and  Filmtab-coated.  Patients  like  taking  them. 

...... ...  m,  rn  Filmtab®  DAYALETS-M®. . . essential  vitamius  plus  8 

minerals  in  the  most  compact  tablet  of  its  kind 
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Filmtab— Film-sealed  tablets,  Abbott 


against  relapse 
against  “problem" 
pathogens 

ECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 


pediatric  drops 
syrup 


• full  antibiotic  activity  • lower  milligram  intake  per  dose  • up  to  6 days'  activity  with  4 days' 
dosage  • uniformly  high,  sustained  peak  activity  ■ syrup  (cherry-flavored),  75  mg./5  cc.  tsp., 
bottles  of  2 and  16  fl.  oz.  Dosage:  3 to  6 mg./lb./day— in  four  divided  doses,  pediatric  drops, 
60  mg./cc.,  3 mg./drop,  10  cc.  bottles  with  calibrated  dropper.  Dosage:  1 to  2 drops/lb./day— 
in  four  divided  cioses 

PRECAUTIONS;  As  with  many  other  antibiotics,  DECLOMYCIN  may  occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  to  sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN.  Although 
reversible  by  discontinuing  therapy,  patients  should  avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idiosyncrasy  occurs 
discontinue  medication.  Overgrowth  of  nonsusceptible  organisms  is  a possibility  with  DECLOMYCIN,  as  with  other  antibiotics.  The  patient 
should  be  kept  under  observation. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical 


SUCCESSFUL  FAMILY 
PLANNING... BASED  ON 
YOUR  COUNSEL  AND 

LANESTA*  GEL 

Every  young  couple  about  to  be  married  needs  advice  of  all  sorts,  and  they’ll  get  it,  too  — from  every- 
body — some  good,  some  bad.  But  some  of  the  most  valuable  counsel  they  can  get  — help  in  planning 
their  own  family  — comes  best  from  you.  Their  family  happiness  for  many  years  can  depend  on  what 
you  suggest  to  them,  including  your  recommendation  for  the  use  of  Lanesta  Gel. 

Lanesta  Gel,  with  or  without  a diaphragm,  is  a most  effective  means  of  conception  control.  Lanesta  Gel 
offers  faster  spermicidal  action  because  it  rapidly  diffuses  into  the  seminal  clot.  In  fact.  Gamble 
(“Spermicidal  Times  of  Commercial  Contraceptive  Materials  — 1959”*)  found  the  mean  diffusion 
spermicidal  time  of  Lanesta  Gel  to  be  three  to  seven  times  faster  than  the  mean  diffusion  times  of  ten 
leading  commercially  available  contraceptive  creams,  gels,  or  fellies. 

Lanesta  Gel  has  complete  esthetic  acceptance  and  is  well  tolerated.  •c«mbie.c.p  ;Ain.Pr.ct.sDigt.t.Tre>t.;i;852  (Oei.)i96o. 

A PRODUCT  OF  LANTEEN®  RESEARCH  ^ liT^  Distributed  by 

Supplied  by  Esta  Medical  Laboratories,  Inc.,  Alliance,  Ohio  BREON  LABORATORIES  INC.,  New  York  18,  N.  Y. 
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THESE  673,000 
PEOPLE  IN 
NEW  YORK  NEED 
MEDICAL  HELP 


(Heart disease, cancer, mental  illness —everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
New  York  there  are  at  least  673,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  BACK: 

UBRUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium, 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


LIBRIUM®  Hydrochloride— 7 -ch loro- 2* met hylammo* 
ROCHE  4-oxide  hydrochloride 

laboratories  Division  of  Hoffmann-La  Roche  Inc. 
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OOSM  EDICME 

©1961  Pat.  Applied  For 

greaseless  dehydrated  lotion  in  cake  form 


Clinically  tested*  in  1 12  patients  with 
acne  vulgaris  or  acne  rosacea, 
COSMEDICAKE  produced  results  that 
“were  cosmetically  and  therapeuti- 
cally good  in  99.”  Skin  lesions  were 
effectively  controlled  and  masked. 
None  of  the  patients  experienced  any 
adverse  effects.* 

COSMEDICAKE  provides  adjunctive  treat- 
ment in  acne,  facial  seborrhea,  fol- 
liculitis, and  other  eruptions  of  cos- 
metic importance  so  con- 
venient and  elegant  it 
achieves  continued  coop- 
eration from  grateful 
patients.  Its  gentle,  astrin- 
gent, keratolytic  and  anti- 
septic agents*  help  dry  up 
excess  oiliness,  diminish 
pustules,  serve  to  elimi- 
nate comedones,  reduce 


pore  size  and  combat  skin  bacteria. 
COSMEDICAKE  is  available  in  an  easy-to- 
use  cake  form,  which  when  applied 
with  a damp  sponge  is  reconstituted 
as  a fast-drying  lotion,  without  sepa- 
ration or  precipitation,  uneven  appli- 
cation and  concentration. 

The  patient  looks  better,  feels  more 
confident  as  COSMEDICAKE  helps  im- 
prove her  appearance  while  the  skin 
lesions  heal. 

♦COSMEDICAKE  contains 
colloidal  sulfur,  benzal- 
konium  chloride,  salicylic 
acid  and  hexachlorophene 
in  a smooth,  greaseless 
base.  Supplied  in  four 
skin-matching  colors. 


FOR  SAMPLES  AND 
COMPLETE  LITERATURE 
WRITE 


1.  Berger,  R.A.,  Clinical  Medicine, 
Sept.  1961. 


KAY  PREPARATIONS  COMPANY,  INC.  345  west  58  st.,  n.y.  19,  n.y. 
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Antibiotic  Moniliasis 
Pregnancy  Moniliasis 
Diabetic  Vulvitis 
Persistent  Mixed  Infections 


HYVA 

GENTIAN  VIOLET 
VAGINAL  TABLETS 


The  only  specific  antimycotic  vaginal 
tablet  with  a “gel”  forming  base. 
May  be  handled  without  staining. 


* Simple  to  use  * No  messiness 
’ Shorter  treatment  time 

* Aesthetically  acceptable 

* Potent  fungicide  and  bactericide 

Literature  and  sample  available. 

Supplied  in  boxes  of  12  tablets, 
each  hermetically  sealed;  conveni- 
ent applicator. 

ACTIVK  INGREDIENTS:  Alkyldimclh.tlhvn- 
zylammnniiim  chloride  .05  mgm.,  Polyox>eth>> 
lenenonylphenol  10. 0 mgm..  Pnlyethlene  Glycol 
Tcrt-Dodecylthioelher  5.0  mgm. 


12 


HOLLAND-R ANTOS  CO.,  INC.  • 145  Hudson  street  • New  York  13,  N.  Y. 
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because  their  physician 
has  kept  the  twins 
well  nourished,  healthy,  and 

free  from  diaper  rash 

DESITIN 

OINTMENT 

Protects  against  irritation  of 
urine  and  excrement:  markedly 
inhibits  ammonia-producing 
bacteria:  soothes,  lubricates, 
stimulates  healing. 

For  SAMPLES  of  Desitin  Ointment,  pioneer 
external  cod  liver  oil  therapy,  write  . . . 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue.  Providence  4,  R.  I. 

also  available : 

DESITIN  HC  OINTMENT  with  Hydrocortisone 

('4%  or  1%  Hydrocortisone) 

anti-inflammatory,  antipruritic  steroid  en- 
hanced by  the  soothing,  healing  Desitin  for- 
mula to  control  inflamed,  itchy,  eczematous 
and  allergic  skin  conditions. 
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STOPS  the  asthma  attack 

IN  MINUTES. ..FOR  HOURS... 
ORALLY 


ELIXOPHYLUlf 


RAPID  RELIEF  IN  M I NUTES —in  15  min- 
utes'-^'® mean  theophylline  blood  levels  are  comparable  to  I.  V. 
aminophylline — so  that  severe  attacks  have  been  terminated 
in  10  to  30  minutes.'-^-®-®  Note:  With  EUxophyllin  the  patient 
can  learn  to  abort  an  attack  in  its  incipient  stage. 

INHERENT  SUSTAINED  ACTION -After 
absorption  theophylline  is  slowly  eliminated  during  a 9-hour 
period.’  Clinically  proved  reUef  and  protection  day  and  night 
with  t.i.d.  dosage,'-®'®-®-® 

ND  UNNEEDED  SIDE  EFFECTS —Since 
Elixophyllin  does  not  need  “auxiliaries,”  it  contains  no  ephed- 
rine  — no  barbiturate — no  iodide — no  steroid.  Gastric  distress 
is  rarely  encountered.^-'^ 


REFERENCES;  1.  Kessler.  F.:  Connecticut  MJ.  ^;205  (March)  1957.  2.  Schluger.  i.; 
McGinn,  J.T.,  and  Hennessy,  0. J.:  Am.  J.  Med.  Sci.  2J3:296  (March)  19S7. 3.  Kessler.  F.: 
Med.  Times  (Oct.)  1959.  4.  Burbank.  6.;  Schluger.  J..  and  McGinn.  J.:  Am.  J.  Med.  Sci. 
2Z4:li  (July)  1957.  5.  Spielman.  A.D.:  Ann.  Allergy  75:270  (June)  1957. 6.  Greenbaum. 
J.:  Ann.  Allergy  (May*June)  1958.  7.  Waxier.  S.H..  and  Shack,  J.A.:  J.A.M.A.  743:73$ 
(1950).  8.  Bickerman,  H.A.,  and  Barach,  A.L..  in  Modell.  W.:  Drugs  of  Choice  1960< 
1961.  St.  Louis.  The  C.V.  Mosby  Company,  1960,  p.  516. 9.  Wilhelm.  R.E..  Conn.  H.F.:  in 
Current  Therapy>-1961.  Philadelphia.  W.B.  Saunders  Company,  p.  417. 

Patent  Pending  Reprints  on  request 


for  adults  45  cc.  doses  before  break- 
fast, at  3 P.M.,  and  before  retiring; 
after  two  days,  30  cc.  doses.  Children, 
first  6 doses  0.3  cc.— then  0.2  cc. 
per  lb.  of  body  weight  as  above. 


Each  tablespoonful  (IS  cc.)  contains 
theophylline  80  mg.  (equivalent  to 
100  mg.  aminophylline)  in  a hydro- 
alcoholic vehicle  (alcohol  20%). 


single  dose  of  75  cc.  for  adults:  0.5 
cc.  per  lb.  of  body  weight  for  children. 


^ermm 


Detroit  11,  Michigan 


Prescription 
for  refreshment 


Flavorful  NO-CAL  Beverages  add  spar- 
kle to  dull  diet  regimens  . . . provide  that 
extra  measure  of  pleasure  for  dieters. 

NO-CAL  is  America’s  first  sugar-free 
soft  drink.  Sweetened  with  calcium  cy- 
clamate  . . . NO-CAL  contains  no  sugar, 
no  salt,  no  fats,  proteins  or  carbohy- 
drates, no  calories  derived  therefrom. 

NO-CAL  is  completely  safe  for  dia- 
betics and  dieters.  It’s  the  carbonated 
beverage  that  you  can  prescribe  with 
complete  confidence. 

9 Delicious  Flavors  including  New  NO-CAL 
Quinine  Water  plus  Salt-free  Club  Soda 


KIRSCH  BEVERAGES,  INC.  Brooklyn  6,  N.  Y. 


INDEX  TO  ADVERTISED  PRODUCTS 


Bronkotabs  (Breon  Laboratories) 4139 

Chloromycetin  (Parke  Davis  & Company) 4110-4111 

Clinitest  (Ames  Company,  Inc.) 3rd  cover 

Cosmedicake  (Kay  Preparations  Company,  Inc.).  . . . 4130 

Dayalets-M  (Abbott  Laboratories) 412.5.  4126 

Declomycin  (Lederle  Laboratories.  Div.  .Arner.  Cyana- 

mid  Co.) 4127 

Delalutin  (E.  R.  S(iuibb  & Sons,  Div.  Mathieson 

Chemical  Co.) 4121 

Desitin  Ointment  (Desitin  Chemical  Com()any) 4132 

Diahinese  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  & 

Co.) 4122-4123 

Elixophyllin  (Sherman  Laboratories) 4133 

Estomul  (Riker  Laboratories,  Inc.) 4117 

Eucarbon  (Standard  Pharmaceutical  Co..  Inc.) 4289 

Furacin-HC  Cream  (Eaton  Laboratories) 4113 

Hyva  (Holland  Rantos,  Inc.) 4131 

Lanesta  Gel  (Breon  Laboratories) 4128 

Librium  (Roche  Laboratories,  Div.  Hoffrnann-La 

Roche  Co.) 4129 

Metahydrin  (Lakeside  Laboratories.  Inc.) 4148 

Metamucil  (G.  D.  Searle  & Company) 4147 

Milpath  (Wallace  Laboratories) 4135 

Orinase  (Upjohn  Company) 4119 

Phenaphen  (A.  H.  Robins  Company,  Inc.) 4109 

Presto-Boro  (Standard  Pharmaceutical  Co.,  Inc.) ....  4289 

Sardo  (Sardeau,  Inc.) 4138 

Soyalac  (Loma  Linda  Food  Company) 4137 

Tend-Or  (Freeman  Industries) 4136 

Trancopal  (Winthrop  Laboratories) 4115 

Trinsicon  (Eli  Lilly  <fc  Company) 4140 

L'rised  (Chicago  Pharmacal  Company) 2nd  cover 

Valerianets-Dispert  (Standard  Pharmaceutical  Co., 

Inc.) 4289 

Vi-Sol  (Mead  .Johnson  & Company) 4th  cover 


Dietary  Foo«ls 

No-Cal  (Kirsch  Beverages,  Inc.) 4134 


4134 


For  the 
irritable 
G.L  tract 

Milpath  acts  quickly  to  suppress  hypermotility, 
hypersecretion,  pain  and  spasm,  and  to  allay 
anxiety  and  tension  with  minimal  side  effects. 


AVAILABLE  IN  TWO  POTENCIES 

MILPATH-400— Yellow,  scored  tablets  of  400  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 tablet  t.i.d.  at  mealtime  and  2 at  bedtime. 
MILP.'\TH-200— Yellow,  coated  tablets  of  200  mg.  Miltown 
(meprobamate)  and  25  mg.  tridihexethyl  chloride. 

Bottle  of  50. 

Dosage:  1 or  2 tablets  t.i.d.  at  mealtime  and  2 at  bedtime. 


Milpath 

^Miltown  -f-  anticholinergic 


WALLACE  LABORATORIES 


Cranbury,  N.  J. 
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Investment 

Advisory 

Service 

Providing  portfolio  supervision 
for  both  individual  and  institu- 
tional investors  on  a fee  basis. 

Direct  inquiries  to 
Investment  Advisory  Department 

Carl  M.  Loeb, 
Rhoades  & Co. 

Members  T^ew  Tor\  Stoc\  Exchange 

42  Wall  Street,  New  York 


01  0 

New  York 
Babies 
recommend 
Doctors 

recommend^^ 

At-  NON-ALKALINE 

L (jIIU'UI  washing  creme. 


tend-6r  is  an  effective,  gentle,  soap-free  washing 
creme,  (pH less  than  7)  which,  when  used  in  the 
bath,  helps  to  keep  the  pH  of  the  skin  normal. 
In  handy  travel  and  family  size  tubes,  tend-dr 
is  most  economical  for  any  personal  washing. 
tend-6r  contains  salts  of  sulfated  lauryl  alcohol 
and  citric  acid  in  a hypo-allergenic  creme.  A 
A product  of  Taya,  Ltd.,  Tel  Aviv,  Israel. 

Imported  by  FREEMAN  INDUSTRIES,  INC. 

105  Columbus  Ave.,  Tuckahoe,  N.Y. 

Write  for  literature  and  samples. 


“/’m  taking  Dr.  Livesy  on  as  a 'partner!” 
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tendor 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 

Medical  Products  Division 

LOMA  LINDA  FOOD  COMPANY 


issSs: 


SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 


Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 


Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 


Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


Fibre-free 

HYPOALLERGENIC 

formula 

(D  Provides  balanced  nutritional  values. 

(^An  excellent  formula  for  regular 
infant  feeding. 

@An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 
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CONSISTENTLY  SUCCESSFUL  IN  RELIEVING 


K\M] 

(fit 

\ 0(n 

L 

- IL. 

lU/. 

satisfactory  results  in  88%  o<  cases 

from  dryness  and  pruritus. 

STUOy  2 Lubowe  1 1 ■ 

satisfactory  results  in  94%  of  cases 

sommenfs:  Sardo  “reduced  inn 
itching,  irrit^L  ® 
discomfirt  ,5^““"’  “‘'t®'- 


BATH  OIL 


INDICATIONS 

eczematoid  dermatitis 
atopic  dermatitis 
senile  pruritus 
contact  dermatitis 
nummular  dermatitis 
neurodermatitis 
soap  dermatitis 
ichthyosis 


^ 

Clin- 

Q\%oi  cases 

. yesu\^s  "t'  ared, 

con»n«'"*'-  e afcW Sav4<^ 

;moo*«  • • • - 


:•  \ 


SARDO  IN  THE  BATH  releases  millions  of  microfine  water-miscible  globules*  which 
act  to  (a)  lubricate  and  soften  skin,  (b)  replenish  natural  emollient  oil,  (c)  prevent 
excessive  evaporation  of  essential  moisture.  JL 

Patients  appreciate  pleasant,  convenient  SARDO. 

Non-sticky,  non-sensitizing,  economical.  Bottles  of  4,  8 and  16  oz. 

for  samples  and  literature,  please  write . . . 

SARDEAU,  INC.  75  East  55th  Street,  New  York  22,  N.  Y.*Patent  Pending,  t.m.  © isei 
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With  its  combination  of  5 proven  therapeutic  agents,  BRONKOTABS  dilates  the  bronchioles... thins  and  helps  expel 
thick  mucus...  com  bats  local  edema ...  offers  mild  sedation  ...  and  treats  the  allergic  component.  Gets  right  to  the 
root  of  asthmatic  distress  with  minimal  side  effects,  and  none  of  those  associated  with  steroids. 


In  a study  of  40  patients  with  bronchial  asthma,  24  persons  (60%)  reported  BRONKOTABS  brought  good  relief  from 
asthmatic  symptoms  — ease  of  expectoration,  reduction  of  bronchospasm  and  increased  vital  capacity.  Only  seven 
patients  failed  to  respond  at  all.  "The  combination  of  drugs  used  [in  Bronkotabs]  gave  greater  relief  in  these  patients 
than  the  conventionally  used  tablet  [ephedrine,  theophylline,  phenobarbital] . . .’” 

In  another  study,  79.7%  of  64  asthma  patients  showed  good  to  excellent  response  to  BRONKOTABS  therapy.' 

Each  tablet  contains;  theophylline  100  mg.;  ephedrine  sulfate  24  mg.;  phenobarbital  8 mg.  (warning:  may  be  habit 
forming);  thenyidiamine  HCI  10  mg.;  and  glyceryl  guaiacolate  100  mg.  Supplied:  bottles  of  100  white  scored  tablets. 
Usual  precautions  associated  with  sympathomimetic  amines  should  be  observed. 


References:  1.  Spieiman,  A.  D.:  Evaluation  of  a Combination  Tablet  of  Theophylline,  Ephedrine  Sulphate,  Phenobarbital,  Thenyidiamine  and 
Glyceryl  Guaiacolate  in  the  Treatment  of  Chronic  Asthma,  Ann.  Allergy  18:281,  1960.  2.  Waldbott,  G.:  Bronkotabs  — a New  Antiasthmatic  Prep- 
aration (Preliminary  Report),  Int.  Arch.  Allergy  17:116,  1960. 

For  full  Information  on  Breon’s  five  antiasthmatics,  see  pp.  538-539  of  the  1961  PHYSICIANS'  DESK  REFERENCE  plus  the  2nd,  3rd,  or 
4th  quarterly  supplement. 


CLEARS  and  DILATES  the  bronchial  tree  with  MINIMAL  SIDE  EFFECTS 


Rx  Products  Division,  Breon  Laboratories  Inc.,  New  York  16,  N.  Y. 
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■ See 

both  blood  picture 
and  patient  respond  to 

TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor.  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable 
of  producing  in  ten  days  an  Hb  and  RBC 
response  comparable  to  that  obtained  after 
a transfusion  of  one  pint  of  whole  blood. 
For  potent,  complete  anemia  therapy, 
prescribe  Trinsicon. 

Two  Pulvules  Trinsicon  (daily  dose) 
provide: 

Special  Liver-Stomach  Concentrate, 

Lilly  (containing  Intrinsic  Factor) , . 300  mg. 

Vitamin  B12  with  Intrinsic  Factor 

Concentrate,  N.F 1 N.F.  unit  (oral)  * 

Cobalamin  Concentrate,  N.F., 

equivalent  to  Cobalamin 15  meg.  t 

(The  above  three  ingredients  are  clinically 
equivalent  to  IHN.F.  units  of  APA  potency.) 

Iron,  Elemental 220  mg. 

(as  Ferrous  Sulfate) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 

•Potency  established  prior  to  mixture  with  other  ingredients. 
tObtained  from  extractives  oi  suitable  microbial  organisms  and  liver 
and  determined  microbiologically  against  vitamin  Bu  standard:  the 
total  amount,  including  that  contained  in  the  Vitamin  Bu  with  Intrinsic 
Factor  Concentrate.  N.F.,  is  30  micrograms. 

Product  brochure  availabte; 

write  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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Christmas  1961 


Fifty  years  ago  when  the  late  Professor 
Stephen  Leacock  was  asked  l)y  the  editor  of 
the  student  newspaper  at  the  University 
where  he  taught  to  write  a Christmas 
editorial  he  replied,  “My  boy,  I will  be 
delighted  to  do  it  for  you,  and  you  shall 
have  it  promptly.”  Dr.  Leacock  was  then 
at  the  height  of  his  fame  as  a humorist  and 
very  busj"  turning  out  books  as  well  as  arti- 
cles for  the  important  magazines  of  the 
time.  But  he  was  as  good  as  his  word, 
and  here  to  remind  us  once  again  of  all  the 
brimming  goodness  of  Christmas  is  what 
he  wrote : 

“Here  is  Christmas,  good,  glad,  old 
season  with  its  holly  berries  and  its  lighted 
candles  and  its  little  children  dancing  in  a 
world  of  magic  round  a glittering  tree; 
Christmas  with  its  fabled  Santa  Claus 
defying  our  modern  civilization  by  squeezing 
his  way  down  the  galvanized  iron  pipe 
of  a gas  grate;  Christmas  with  the  sleigh 
bells  all  a-jingle,  with  bright  snow  in  the 
streets,  with  the  church  bells  ringing  on  a 


week  day  and  such  a crisp  gladness  in  the 
air  that  even  the  angular  faces  of  university 
professors  are  softened  into  something 
approaching  human  kindness. 

“We  can’t  alter  Christmas.  We’ve  had 
it  nearly  two  thousand  years  now.  In  a 
chajiging  world  its  lights  glimmer  through 
the  falling  snow  as  a quiet  beacon  on  things 
that  alter  not.  It  stands  there  fixed  as  a 
very  saturnalia  of  good  deeds,  a reckless 
outbreak  of  licensed  benevolence,  with  its 
loosened  pocketbooks  and  smiling  faces, 
just  to  show  us  on  one  day  of  the  year  what 
we  might  be  on  the  other  three  hundred  and 
sixty-four — stands  a moment  and  then 
passes,  leaving  us  to  button  about  us  again 
our  little  suit  of  protective  selfishness  with 
nothing  but  a memory  to  keep  us  warm 
inside.”* 

Hail  to  this  unchanging,  heart-warming 
festival.  May  you  enjoy  it  to  the  full. 

♦Leacock.  S.:  Leacock  Examines  Xmas  Xams. 

1912,  McGill  Daily,  republished  February  27,  1961 ; re- 
printed in  this  Journal  by  permission  of  the  McGill 
Daily,  Montreal. 


Problems  of  Drug  Resistance  in  the  Treatment 
and  Management  of  Tuberculosis 


Increasing  the  resistance  of  the  tubercle 
bacillus  to  various  tuberculous  antimicro- 
bials is  a topic  of  considerable  confusion  and 
concern.  Some  isoniazid-resistant  strains 
show  a reduced  virulence  for  guinea  pigs 
and  according  to  Dr.  Gladys  L.  Hobby  ^ 
may  be  compared  to  unclassified  resistant 
and  less  virulent  acid-fast  organisms  re- 
sembling the  tubercle  bacillus.  However, 
isoniazid-  and  other  drug-resistant  strains 
of  Mycobacterium  tuberculosis  may  and  do 
produce  disease  in  man.  Dr.  Hobby  em- 
phasizes a need  for  better  standardization 
of  sensitivity  testing  because  of  present 


wide  variations  in  procedures  and  practices. 
It  is  generally  appreciated  by  the  medical 
profession  and  the  public  that  penicillin 
and  other  antibiotics  have  been  rendered 
useless  because  of  the  development  of 
organism  resistance.  Past  and  present 
concern  regarding  drug  resistance  to  the 
tubercle  bacillus  is  extremely  important. 
Since  isoniazid  is  a superior  drug  clinically 
and  prophylactically,  resistance  studies  be- 
come selectively  important  for  isoniazid,  al- 
though resistance  to  other  effective  drugs 
should  by  no  means  be  disregarded. 

At  a recent  meeting  of  the  Sixteenth 
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International  Tuberculosis  Conference  held 
I in  Toronto,  Canada,  epidemiologic  reports 
of  cases  with  primary  drug-resistant  strains 
of  the  tubercle  bacillus  were  presented. 
The  fre(}uency  varies  widely  in  different 
countries  and  populations.  The  lowest, 
Hungary,  Germany,  and  the  Netherlands, 
had  a frequency  of  2 to  2.9  per  cent;  France, 
England,  and  Sweden  5 to  6 per  cent; 
students  and  children  of  school  age  in 
I Paris  14  per  cent^;  tropical  Africa  10.5 
: per  cent^;  and  13.8  per  cent  in  New  York 
City  according  to  Chaves,^  who  reported 
: also  that  significant  isoniazid  resistance 
I increased  from  approximately  1 per  cent  in 
, 1955  to  2.6  per  cent  in  1960. 

In  1952  the  Veterans  Administration- 
f Armed  Forces  Study  group  in  a review  of 
! 2,000  tuberculosis  patients  found  slightly 
I over  2.5  per  cent  with  organisms  primarily 
i resistant  to  streptomycin.  The  study  was 
i repeated  in  1957,  and  primary  resistance 


had  increased  to  5.6  per  cent.  To  reverse 
the  trend  it  is  necessary  to  detect  and 
eliminate  the  sources  of  resistant  organisms. 
This  will  require  the  effective  isolation  of 
known  secretors  of  resistant  strains.  The 
public  must  be  kept  aware  of  the  danger 
by  education  including  intensive  propa- 
ganda, and  firmness  in  the  management  of 
such  patients  and  their  contacts  is  essential. 
Continuous  uninterrupted  original  drug 
treatment  of  patients  with  susceptible 
organisms  until  conversion  of  sputum  or 
gastric  cultures  occurs  is  the  sui’est  safe- 
guard against  infection  with  resistant  strains 
of  Myco.  tuberculosis. — W.  G.  C. 
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I Sharp 

j A recent  decision  of  the  Appellate  Division, 
Third  Department,  Supreme  Court  of  the 
State  of  New  York,  emphasizes  the  proba- 
1 tive  value  in  which  the  courts  weigh  the 
varying  testimony  of  medical  witnesses. 

The  Court,  in  affirming  an  award  of 
I Workmen’s  Compensation  for  death  bene- 
i fits  to  an  individual  who  committed  suicide 
following  a series  of  personal  tragedies 
I resulting  from  an  industrial  accident,  held 
that  the  testimony  of  the  claimant  wife  was 
sufficient  to  sustain  the  award  in  her  favor, 
as  buttressed  by  that  of  the  medical  experts 
produced  on  her  behalf. 

In  support  of  its  decision  the  Court  stated 
the  following  facts : 

The  decedent  on  April  9,  1954,  was  forty- 
two  years  of  age  and  while  working  as  a 
carpenter  and  in  the  act  of  climbing  a ladder 
received  an  electrical  shock  and  was  thrown 
to  the  ground.  He  received  multiple  injuries 
including  a fractured  skull  and  a subdural 
hematoma  in  the  frontal  and  parietal  region 


Dispute 

of  the  brain  which  necessitated  a craniotomy 
on  April  19,  1954.  Thereafter  he  suffered 
from  loss  of  speech,  headache,  dizziness  and 
convulsions.  The  convulsive  seizures,  de- 
scribed as  “grand  mal,”  were  of  such  severity 
that  on  two  occasions  fractures  of  the  vertebrae 
were  caused  resulting  in  his  wearing  a back 
brace  which  caused  soreness,  pain,  and  severe 
discomfort.  He  was  able  to  return  to  part- 
time  work  until  July,  1956,  when  his  general 
condition  caused  him  to  cease  work  to  which 
he  never  returned.  During  the  interim  period 
between  the  original  accident  and  his  death, 
he  was  taking  a variety  of  medication  which 
included  Dilantin,  phenobarbital,  and  anti- 
convulsion medication.  He  was  unable  to 
engage  in  intoxicants  to  the  extent  he  had 
prior  to  the  accident.  Over  this  period  of  time 
he  became  irritable,  suspicious,  lost  sexual 
interest,  became  discouraged,  depressed,  dem- 
onstrated marked  personality  changes  and 
his  judgment  was  impaired. 

On  the  day  of  his  death,  December  25, 
1957,  he  stopped  at  a tavern,  while  his  wife 
waited  outside,  to  have  a drink  before  dinner. 


December  15,  1961 
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When  he  came  out  of  the  tavern  he  lost  his 
balance  and  fell,  sustaining  numerous  lacera- 
tions which  resulted  in  extensive  bleeding. 

The  Workmen’s  Compensation  insurance 
carrier,  in  opposing  the  claim  made  for 
death  benefits  as  the  result  of  the  worker’s 
suicide  which  followed  the  final  fall,  con- 
tended that  while  there  was  a brain  injury 
there  was  no  substantial  evidence  that  the 
deceased  worker  suffered  from  a psychosis 
or  any  other  form  of  insanity  which  caused 
him  to  commit  suicide.  They  claimed 
that  the  case  was  governed  by  an  earlier 
case  {Matter  of  Delinousha  v.  National 
Biscuit  Co.,  248  N.Y.  93,  96)  which  had 
held  that: 

Death  benefits  are  allowed  if  the  injury 
results  naturally  and  unavoidably  in  disease 
and  the  disease  causes  death.  This  is  so  if 
the  injury  causes  insanity  from  gangrenous 
poisoning  or  otherwise,  and  the  insanity 
directly  causes  suicide^ — in  other  words,  if  the 
suicide  is  not  the  result  of  discouragement,  of 
melancholy,  of  other  sane  conditions,  but  of 
brain  derangement. 

The  insurance  carrier  argued  that  the 
evidence  here  showed  a sane  condition  and 
no  symptoms  of  brain  derangement. 

The  Court  in  sustaining  the  award  of 
death  benefits  made  the  following  com- 
ments: 

The  medical  testimony,  with  which  we  are 
here  concerned,  as  to  the  association  of  the 
accident  to  the  subsequent  suicide,  was  in 
sharp  dispute  but  we  think  the  testimony 
offered  by  the  claimant  was  of  sufficient 
probative  value  to  sustain  the  decision.  In 
a medical  report  in  1954  it  was  stated  that 
the  neurologic  examination  was  normal  “ex- 
cept for  minimal  narrowing  of  the  left  palpebral 
fissure.”  The  medical  testimony  of  both 
parties  was  substantially  based  on  hypothetic 
questions  submitted  to  psychiatrists,  the  fac- 
tual background  being  given  by  the  physicians 
who  attended  decedent.  The  medical  experts 
for  the  claimant  stated  that  there  was  an  as- 
sociation between  the  accident  and  the  suicide 
based  primarily  on  the  fact  that  before  the 
accident  decedent — with  the  exception  of  week- 


end excessive  drinking — was  a normal  person 
working  steadily,  living  with  and  supporting 
his  family  and  not  given  to  depression.  After 
the  accident  he  seemed  to  be  demoralized, 
depressed  and  his  personality  was  different 
than  before.  He  was  irritable,  unreasonable, 
and  unable  to  perform  his  normal  duties 
and  accept  responsibilities,  all  of  which  were 
indicators  of  emotional  strain. 

The  Appellate  Division  noted  that  the 
medical  testimony  produced  by  the  insur- 
ance carrier  was  that  there  was  no  evidence 
of  any  agitated  depression  or  other  symp- 
toms associated  with  psychosis  or  mental 
disease.  The  Court,  however,  also  noted 
that  both  doctors  produced  by  the  carrier 
admitted  that  the  act  of  suicide  itself  was 
an  act  of  a psychotic  person.  Their  testi- 
mony was:  “I  think  everybody  who  suicides 
is  a psychotic,”  and  “Obviously  this  man 
did  become  psychotic  some  time  before  he 
shot  himself.” 

The  Court  in  refusing  to  follow  the  De- 
linousha case,  mentioned  above,  said: 

Ordinarily,  medical  testimony  to  establish 
psychosis  or  mental  disease  is  predicted  on 
symptoms  such  as  depression,  melancholy, 
change  of  personality,  irrational  acts  but  with- 
out objective  evidence  of  brain  damage  itself. 
Here  we  have  a severe  and  permanent  brain 
injury,  and  after-effects  being  a deterioration 
from  a normal  to  an  abnormal  person.  There 
was  medical  proof  that  the  symptoms  and 
conditions — aphasia,  vertigo,  convulsions  suffi- 
cient to  cause  fractures  of  the  back  and  necessi- 
tating the  wearing  of  a brace  with  severe  pain 
and  discomfort,  irritability,  depression,  loss 
of  sexual  desire,  apprehension,  and  discourage- 
ment— cumulatively  and  over  a period  of  three 
years  caused  an  emotional  strain,  leaving  him 
helpless  and  restless. 

It  should  be  emphasized  that  from  the  time 
of  the  accident  until  death,  there  was  a gradual 
accumulation  and  aggravation  of  all  these 
conditions  finally  dramatized  by  his  fall  which 
resulted  in  extensive  bleeding  from  numerous 
lacerations  and  which  happened  on  the  evening 
of  his  death.  This  narration  of  events  speaks 
louder  than  any  medical  testimony  as  to  the  in- 
sidious breakdown  of  this  man’s  mental  and 
physical  capacities.  While  the  word  “insan- 
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' ity”  is  lacking  in  the  testimony,  that  such  men- 
j tal  condition  did  develop  is  best  demonstrated 
j by  his  actions  and  definitely  supports  the 
statements  of  the  appellant’s  doctors  (sic. 
j the  insurance  carrier’s)  that  he  was  psychotic 
at  the  time  of  his  death.  The  episode  on  the 
( evening  of  his  death  might  well  have  been  the 
j culmination  to  three  abnormal  years  and  para- 
1 phrased  “broke  the  camel’s  back.” 

1 The  Court  also  observed  that : 

j We  have  here  a pattern  of  events  which 
began  formulating  immediately  following  the 
craniotomy  and  continued  to  develop  and 


expand  until  the  date  of  his  death  and  which 
formed  a basis  in  fact  to  substantiate  the 
board’s  finding  that  decedent  was  psychotic 
at  the  time  of  his  death.  This  is  a much 
stronger  case  based  on  its  own  facts  for  a 
finding  of  psychosis — brain  injury  followed  by 
objective  symptoms — than  the  usual  case 
where  without  any  actual  knowledge  of  the 
brain  condition  but  as  the  result  of  objective 
symptoms  a medical  conclusion  is  drawn  that 
there  is  brain  derangement  or  psychosis. 
{Matter  of  McIntosh,  Appellate  Division,  Third 
Department,  March  6,  1961) 


Infectious  Hepatitis 


Physicians  may  expect  to  see  more  infectious 
hepatitis  this  year.  The  incidence  has 
been  increasing  in  this  State  and  elsewhere 
in  the  United  States  since  1958.  This 
disease  is  always  present  but  it  is  cyclic, 
having  peaks  several  years  apart.  The 
last  peak  was  in  1954. 

Infectious  hepatitis  is  a virus  disease, 
ordinarily  benign,  which  typically  presents 
symptoms  and  signs  of  a febrile  illness  with 
jaundice  and  hepatomegaly,  and  this  form 
is  a fairly  common  disease  of  children  and 
! young  adults.  Milder  forms,  without 
: jaundice  or  enlarged  livers,  are  common, 
especially  in  children,  and  may  be  indis- 
j tinguishable  from  other  common  illnesses 
unless  tests  of  liver  function  are  made. 
These  tests  do  not  establish  a diagnosis  of 
infectious  hepatitis  and  only  indicate  that 
liver  function  is  impaired  for  some  reason. 
However,  the  combination  of  clinical  find- 
ings and  the  pattern  of  laboratory  tests 
can  lead  to  the  diagnosis  fairly  satisfactorily. 

There  is  no  specific  treatment.  Sup- 
portive therapy,  primarily  diet  and  bed 
rest,  is  held  to  be  important.  Antibiotics 
and  corticosteroids  are  of  little  value  in 
the  average  case.  Corticosteroids  may  be 
helpful  in  severe  cases,  but  it  is  not  advisable 
to  use  them  routinely  because  it  is  possible 
that  they  may  favor  relapse  or  chronicity, 
uncommon  but  unfortunate  complications. 


Immune  globulin  (gamma  globulin)  is 
effective  in  preventing  hepatitis.  It  is 
of  no  demonstrated  value  in  treatment; 
as  much  as  45  ml.  have  been  given  to 
individuals  without  apparent  benefit. 
Gamma  globulin  is  a passive  antibody 
which  is  elinunated  from  the  body  slowly 
and  protects  for  only  some  weeks.  Active- 
passive  immunization  refers  to  those  situa- 
tions in  which  protection  has  been  demon- 
strated for  a fairly  long  time.  One  way  of 
explaining  this  long  duration  is  that  active 
infection  and  passive  protection  coincide 
to  permit  active  immunity  without  overt 
disease.  However,  protection  lasts  only 
about  a year,  and  this  is  hard  to  reconcile 
with  the  apparently  lifelong  immunity  in 
persons  who  had  infectious  hepatitis  without 
gamma  globulin.  “Active-passive  immuni- 
zation” is  not  something  which  the  physician 
can  reliably  achieve  at  will,  and  gamma 
globulin  cannot  be  depended  on  to  give 
more  than  some  weeks  protection. 

Carriers  and  mild  unrecognized  cases  are 
common.  The  virus  is  plentiful  in  the 
stool.  This  favors  transmission  from  per- 
son to  person  by  close  contact.  In  this 
State,  indeed,  most  infectious  hepatitis 
is  spread  this  way,  and  the  importance  of 
good  personal  hygiene  cannot  be  minimized. 
However,  the  virus  apparently  gets  around 
to  most  of  us,  human  habits  being  what 
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they  are,  which  thus  accounts  for  the 
immunity  which  is  seen  with  advancing 
age.  A vaccine  is  needed  to  really  protect, 
l)ut  none  is  as  yet  available,  although  there 
are  encouraging  reports  of  the  isolation 
and  propagation  on  tissue  cidture  of  viruses 
connected  with  hepatitis.  Gamma  glob- 
ulin is  useful  for  definite  exposures.  A 
dosage  of  0.01  ml.  per  pound  of  body  weight 
is  recommended  by  the  State  of  New  York 
Department  of  Health  regardless  of  age. 
This  dosage  has  been  found  satisfactory  in 
experience  in  this  State  and  in  a number 
of  reported  studies.  Others  recommend  a 
dosage  of  0.06  ml.  per  pound  for  adults. 
It  must  be  admitted  that  a careful  investi- 
gation is  needed  to  settle  the  dosage  de- 
cisively, but  it  should  be  pointed  out  that 
gamma  globulin  is  at  best  a stopgap  until 
a vaccine  is  ready.  Although  0.01  ml. 
protects  about  90  per  cent  of  adults  and 
0.06  ml.  is  not  completely  protective,  there 
has  not  been  a carefully  controlled  trial 
comparing  dosages  of  0.01  ml.  with  0.06  ml. 
The  recommendation  for  the  higher  dosage 
is  not  solidly  based.  One  reason  for  recom- 
mending the  higher  dosage  is  to  achieve 
larger  protection  in  an  institution  where  the 


disease  is  endemic.  Protection  of  this 
length  is  not  required  for  the  ordinary 
family  exposure  and  is  not  feasible  for 
the  population  at  large  because  the  supply 
of  gamma  globulin  is  not  sufficient  for  this 
purpose.  The  virus  is  present  in  the  blood 
also,  and  it  can  be  transmitted  by  un- 
sterilized syringes  and  needles.  Every 
needle  and  syringe  should  be  cleaned  and 
sterilized  after  each  use. 

Physicians  should  report  cases  to  local 
health  departments.  One  reason  for  re- 
porting is  to  allow  detection  of  the  occa- 
sional water-borne  or  food-borne  outbreaks; 
otherwise  these  might  go  undiscovered, 
and  the  necessary  control  efforts  might  not 
be  instituted.  Syringe-transmitted  out- 
breaks would  come  to  light  also.  Another 
reason  is  that  when  the  disease  becomes 
common,  the  public  can  be  advised  to 
consult  their  physicians  for  suspicious  ill- 
nesses and  can  be  treated  as  required. 
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If  you  shut  up  truth  and  bury  it  under  the  ground,  it  will  but  grow,  and  gather  to  itself  such 
explosive  power  that  the  day  it  bursts  through  it  will  blow  up  everything  in  its  way. — Emile 
Zola 
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Strain  is  a necessary  component  of  man’s  efforts  to  move  his  external 
environment,  but  all  too  often  brings  on  extreme  pain  and  trauma  when  hard 
stools  are  moved  after  repair  of  rectal  disorders.  Metamucil  adds  soft,  bland 
bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis  and  also  hold 
water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus  Metamucil, 
with  an  adequate  water  intake,  is  of  great  help  in  minimizing  painful  trauma 
to  postsurgical  rectal  tissue.  Metamucil  promotes  regularity  through 
“smoothage”  in  all  types  of  constipation.  ^ 

M|b  brand  of  psyllium  hydrophilic  mucilloid  ^ ■ 
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Available  as  regular  Metamucil  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 
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Patients  you  treat  with  Metahydrin  respond  with  gratifying  benefits. 
Cardiac  patients  can  breathe  more  satisfactorily  and  are  not  so 
quickly  fatigued  by  mild  exertion.  They  maintain  stable  nonedem- 
atous  weight  and,  minus  the  burden  of  edema,  are  better  equipped 
to  withstand  the  stresses  of  daily  living  which  occur  even  in  conva- 
lescence. Hypertensive  patients  enjoy  more  normal  blood  pressures, 
are  relieved  of  headaches,  tachycardia  and  palpitations.  Adjunctive 
antihypertensive  therapies— and  their  well-known  side  effects— can 
be  reduced.  Dietary  salt  restrictions  are  usually  not  necessary,  or 
need  not  be  severe.  In  any  patient  requiring  a diuretic  Metahydrin 
provides  smooth,  adequate  diuresis.  And  because  all  thiazides  are 
not  alike,  the  nature  of  Metahydrin  diuresis  is  more  clinically 
desirable;  it  expels  more  water,  sodium  and  chloride  and  less 
potassium.  In  other  words,  more  benefits,  fewer  troubles. 
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METAHYDRIN®,  brand  of  trichlormethlazide,  Lakeside.  Supplied— tablets  of  2 mg.  and  4 
mg.  in  bottles  of  100  and  1000.  Contraindications:  Complete  renal  shutdown;  rising  azotemia 
or  development  of  hyperkalemia  or  acidosis  in  severe  renal  disease. 
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Orbital  Lesion  Localization  by  Three  Dimensional  Ultrasonography* 

GILBERT  BAUM,  M.D.,  PORT  CHESTER,  NEW  YORK,  AND  IVAN  GREENWOOD,  B.S.,f 

PLEASANTVILLE,  NEW  YORK 

{From  the  Ultrasonic  Laboratory,  Bronx  Veterans  Administration  Hospital,  and  the  Department  of 
Ophthalmology,  Albert  Einstein  College  of  Medicine,  The  Bronx) 


^ I ''he  precise  position,  size,  and  shape  of 
orbital  lesions  may  be  determined,  prior 
to  surgery,  by  means  of  three  dimensional 
ultrasonography.  This  paper  describes  re- 
finements of  the  technic  by  which  the  verti- 
cal, anterior  posterior,  and  lateral  dimen- 
sions, as  well  as  the  location  of  the  lesion, 
can  be  ascertained. 

Definition  of  Ultrasonography 

Ultrasonography  is  a technic  by  which  the 
soft  tissue  of  the  body  may  be  visualized 
without  surgical  intervention,  in  a detail 
approaching  that  of  cross  section  through 
the  tissues  (0.25  mm.  resolution). 

Ultrasonograms  are  produced  by  having 
the  transducer  or  sensing  element  move  in  a 
scanning  motion  in  front  of  the  eye.  A cross 
section  of  the  examined  tissue  appears  on 
the  surface  of  the  display  tube.  Serial  sec- 

*  This  investigation  was  supported  by  U.S.  Public 
Health  Service  Grant  B-2966,  of  the  National  Institute 
of  Neurological  Diseases  and  Blindness,  U.S.  Public 
Health  Service,  Grant  G-219-C2,  of  the  National  Coun- 
cil to  Combat  Blindness,  Inc.,  and  the  Veterans  Ad- 
ministration. 

The  electronic  equipment  which  was  used  in  this 
project  has  been  loaned  by  the  Department  of  the 
Air  Force,  U.S.  Defense  Department,  Washington, 
D.C. 

t Assistant  Director  of  Research,  GPL  Division, 
General  Precision,  Inc.,  Pleasantville,  New  York. 


tions  through  the  entire  eye  are  made  by 
scanning  the  eye  at  successive  levels,  approx- 
imately 0.5  mm.  apart. 

Three  Dimensional  Ultrasonography 

Three  dimensional  ultrasonography  is 
achieved  by  transferring  the  individual  serial 
ultrasonograms  to  photographic  plates. 
Then  these  plates  are  stacked  serially  with 
blank  spacers  inserted  between  them  to 
correspond  to  the  differences  in  level  at 
which  successive  scans  through  the  eye  and 
orbit  have  been  taken.  The  resultant  model 
is  a three  dimensional  ultrasonogram  (referred 
to  as  a TDU)  of  the  eye  and  orbit  on  which 
depth  markers  have  been  superimposed.  All 
three  dimensions  and  the  relationships  of  the 
lesion  to  the  surrounding  tissues  become 
apparent  on  the  three  dimensional  ultra- 
sonogram. Because  of  the  three  dimensional 
effect,  a total  comprehension  of  the  lesion  is 
achieved  more  readily,  and  in  some  cases 
this  is  the  only  method  by  which  a diagnosis 
may  be  made.  The  final  evaluation  of  an 
orbit  should  not  be  made  without  a compari- 
son of  the  three  dimensional  ultrasonograms 
of  both  orbits. 

The  following  illustrative  case  will  demon- 
strate the  application  of  this  technic  to  the 
localization  of  an  orbital  tumor  in  a patient. 
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Fig.  1.  This  figure  with  its  diagram  demonstrates  formation  of  a three  dimensional  ultrasonogram,  the 
approximate  levels  at  which  representative  sections  were  taken,  and  artist’s  drawing  of  the  lesion  and  eye, 
based  on  the  three  dimensional  ultrasonogram.  (v4)  Patient’s  right  eye  showing  levels  at  which  representa- 
tive sections  were  taken.  Scan  of  each  eye  begun  at  the  inferior  edge  of  the  brow.  {B)  The  individual  sec- 
tions. (C)  Formation  of  three  dimensional  ultrasonogram.  {D)  Artist’s  drawing  (see  opposite  page  for 
diagram). 


Case  Report 

A thirty-two-year-old  Negro  male  was  ad- 
mitted to  the  Eye  Service  of  Montefiore  Hospital 
in  February,  1959,  complaining  of  proptosis  of  his 
right  eye  of  three  weeks  duration.*  The  prop- 
tosis  was  accompanied  by  supra-orbital  pain.  A 
mass  was  palpable  in  the  superior  medial  quad- 
rant of  this  orbit.  The  biopsy  of  this  mass  w^as 
diagnosed  as  normal  skeletal  muscle. 

Biopsies  of  enlarged  axillary  and  occipital 
lymph  nodes  were  reported  as  hyperplastic 


* This  case  was  referred  from  the  Eye  Service  at 
Montefiore  Hospital  by  Samuel  Gartner,  M.D.,  for 
ultrasonographic  study. 


lymph  nodes.  A complete  blood  count  as  well 
as  bone  marrow  and  serum  electrophoresis 
studies  were  reported  as  normal.  Skull  films 
were  unrevealing.  The  patient  was  given  a 
course  of  ACTH  therapy  to  w'hich  there  was  no 
response.  Despite  the  patient’s  complaints  of 
progressive  proptosis,  measurements  with  a 
Hertel  exophthalmometer  remained  unchanged 
between  February,  1959,  and  September,  1959. 
These  were  reported  as  a 100-mm.  base  line,  25 
in  the  right  eye  and  19  in  the  left  eye.  The  visual 
acuity  uncorrected  was  20/25  bilaterallj'.  The 
extraocular  muscles  were  intact,  there  was  no 
diplopia,  and  no  limitation  of  motion  was  noted 
in  any  field  of  gaze.  The  ophthalmoscopic 
examination  showed  no  pathologic  condition  in 
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the  fundus  of  either  eye. 

An  ultrasonographic  examination  of  the  orl)its 
starting  at  the  brow  of  each  eye  and  subsequent 
construction  of  a three  dimensional  model  of  the 
ultrasonograms  of  these  orbits  demonstrated  the 
precise  position  and  shape  of  the  lesion  in  the 
orbit  of  the  right  eye. 

Figure  1 is  an  exploded  view  which  demon- 
strates how  a three  dimensional  ultrasonogram 
is  fabricated,  as  well  as  the  levels  through  which 
representative  scans  were  taken.  These  scans 
demonstrate  the  change  in  the  appearance  of  the 
lesion  at  different  levels.  From  the  three 
dimensional  ultrasonogram  an  artist  is  able  to 
draw  the  phantom  shown  in  Figure  ID.  There 
is  a vertical  separation  of  approximately  0.5  mm. 
between  each  scan.  To  obtain  a transparent 
model  alternate  scans  have  been  used  to  fabricate 
the  three  dimensional  ultrasonogram.  Because 
of  the  small  steps  between  scans,  the  appearance 
changes  so  gradually  that  it  is  not  necessary  to 
describe  the  characteristic  features  of  each 
section.  The  three  sections  through  the  lesion 
which  demonstrate  the  maximum  changes  at 
different  levels  are  described.  One  section 
through  the  area  between  the  lesion  and  the 


orbital  contents  and  two  sections  through  the  eye 
and  orbital  tissue  proper  are  demonstrated  also. 

Scans  numbers  1 through  9 showed  a limb 
25  mm.  to  30  mm.  from  the  skin  surface  extending 
upward  and  posteriorly  from  the  main  body  of 
the  lesion  toward  the  roof  of  the  orbit.  Figure  2, 
the  seventh  scan,  possesses  the  typical  charac- 
teristics of  the  ultrasonogram  through  this 
portion  of  the  lesion. 

Figure  3 shows  scan  number  15  through  the 
main  body  of  the  lesion.  Since  each  range 
marker  represents  10  mm.  of  tissue  depth,  the 
major  portion  of  this  lesion  arises  approximately 
18  mm.  behind  the  skin  surface.  A limb  of 
aberrant  tissue  radiates  in  an  anteromedial 
direction  toward  the  skin.  Lateral  to  this  there 
is  a large  cyst.  The  major  body  of  this  lesion 
extends  posteriorly  toward  the  apex  of  the  orbit 
and  is  visible  for  approximately  40  mm.  behind 
the  skin  surface.  Suggestions  of  other  cysts 
are  seen  on  the  ultrasonogram.  Laterally  this 
tissue  measures  approximately  15  mm.  at  this 
level  and  4.5  mm.  vertically. 

Figure  4,  scan  number  19,  was  made  2 mm. 
below  scan  number  15.  Only  a small  portion  of 
the  main  body  of  the  lesion  measuring  1.5  by 
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40  mm 


FOCUS  LINE 


Fig.  2. 


Scan  7;  only  the  lid  and  posterior-superior  limb  of  the  lesion  can  be  visualized  at  this 

level. 


Fig.  3.  Scan  15;  the  main  body  of  the  lesion  present  in  scans  8 through  17.  Maximum  dimensions  of  the 
lesion  and  apical  extension  visualized  at  this  level.  An  anteromedial  limb  as  well  as  multiple  cysts  shown 
also. 


0.5  cm.  is  visible  at  the  20-mm.  range  marker. 

At  a still  lower  level,  scan  number  31  or  Figure 
5,  the  lesion  totally  disappears,  and  only  the 
skin  of  the  lid  is  visualized. 

Thus  the  three  dimensional  ultrasonogram  dem- 
onstrates preoperatively  that  the  lesion  is  inde- 
pendent of  the  orbital  structure  and  lies  superior 
to  the  structures  of  the  eye.  This  is  better 
demonstrated  in  Figure  6 in  which  the  section  of 
the  model  which  contained  the  lesion  is  separated 
from  the  underlying  normal  globe  and  orbit. 


Figure  7 is  scan  number  35  through  the  upper 
portion  of  the  right  eye.  On  this  ultrasonogram 
the  first  echoes  of  normal  orbital  fat  come  into 
view’.  Finally  at  scan  number  41,  Figure  8,  the 
center  of  the  eye  and  orbital  fat  are  visualized. 

The  marked  defocusing  in  the  region  of  the 
eye  is  caused  by  the  displacement  of  the  focal 
zone  of  the  apparatus  into  the  retro-orbital 
region.  The  heavy  black  line  on  the  ultra- 
sonogram represents  the  focal  zone  of  the  trans- 
ducer—the  greater  the  distance  from  the  focal 
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Fig.  4.  Scan  19;  small  portion  of  lesion,  1.5  cm.  by  0.5  cm.,  lies  below  main  body  at  depth  of  20  mm. 


Fig.  5.  T Scan  31;  total  disappearance  of  lesion  means  that  lesion  lies  above  the  eye.  This  is  best  shown  in 

the  next  figure. 


zone,  the  greater  the  defocusing.  The  focus  had 
been  placed  in  the  orbit  in  this  instance  because 
at  the  time  of  examination  we  did  not  know  the 
position  of  the  lesion,  and  in  the  presence  of 
proptosis  we  expected  to  find  it  retro-ocularly. 
It  was  only  after  the  examination  had  been 
completed  and  the  ultrasonograms  analyzed 
that  we  became  aware  of  the  true  position  of  the 


lesion. 

Figure  9A  is  a facial  photograph  of  the  patient 
which  demonstrates  the  proptosis  and  downward 
displacement  of  his  right  eye.  This  downward 
displacement  is  reflected  in  the  three  dimensional 
ultrasonogram  shown  in  Figure  9B.  Although 
the  scan  in  both  instances  was  started  at  the 
inferior  margin  of  the  brow,  the  model  of  the 
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Fig.  6.  Photograph  of  three  dimensional  ultra- 
sonogram of  the  right  eye  and  orbit.  (*4)  Lesion 
contained  in  upper  right  hand  portion  of  the  three 
dimensional  ultrasonogram.  (B)  Eye  is  contained 
below  and  to  the  left.  Thus  the  three  dimensional 
ultrasonogram  demonstrates  the  complete  separa- 
tion of  eye  and  lesion. 

right  eye  is  much  thicker  than  that  of  the  left. 

Thus  it  is  possible  by  three  dimensional  ultra- 
sonography to  define  sharply  the  limit,  location, 
and  shape  of  orbital  lesions  (Fig.  10).  From 
the  three  dimensional  ultrasonogram,  it  is 
obvious  that  this  lesion  could  be  removed  in 
toto  only  by  a transcranial  approach. 


Operative  Findings.— A biopsy  was  obtained 
through  a brow  incision,  revealing  a large  peri- 
neural fibroblastoma  or  neurilemmoma  suspended 
in  a cystic  space  between  the  orbital  periosteum 
and  the  muscle  cone.  The  mass  itself  was 
lobulated  and  exhibited  extensive  cystic  degenera- 
tive changes,  some  of  which  are  visible  on  the 
ultrasonogram.  Approximately  V2  cc.  of  fluid 
was  aspirated  from  the  cyst  in  which  the  tumor 
was  suspended. 

Ultrasonic  Measurements  of  Tissue 
Depths  and  Azimuth 

The  average  velocity  of  ultrasound  in 
tissues  is  1,530  meters  per  second.  By 
inserting  an  electronic  pulse  at  the  correct 
time,  depth  or  distance  markers  are  super- 
imposed on  the  image  on  the  face  of  the 
tube.  From  the  position  of  these  markers 
it  is  possible  to  measure  tissue  depth  with  an 
accuracy  of  1 mm.  Since  the  relationship 
of  the  scanning  transducer  to  the  eye  is  indi- 
cated on  the  face  of  the  ultrasonoscope,  the 
precise  lateral  position  or  azimuth  may  be 
determined  by  simple  measurement  with  a 
protractor. 

Properties  of  Ultrasound 

Ultrasound  is  high  frequency  sound, 
higher  than  20,000  cycles.  These  waves 


Fig.  7.  Scan  35;  scan  through  the  upper  portion  of  eye  and  orbit. 
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Fig.  8.  Scan  41;  scan  through  the  center  of  eye  and  orbit. 


Fig.  9.  Facial  photograph  of  patient  showing 
marked  downward  displacement  and  proptosis  of 
right  eye.  {B)  This  is  reflected  in  the  three  dimen- 
sional ultrasonogram.  Thus  the  three  dimensional 
ultrasonogram  of  right  eye  is  nearly  twice  as  high  as 
that  of  the  left.  Scanning  of  each  eye  begun  at  the 
inferior  border  of  eyebrow. 

obey  (essentially)  the  same  refractive  and 
reflective  laws  as  does  light.  The  major 
difference  is  that  the  soft  tissues  of  the 
body  are  transparent  to  ultrasound.  Thus 
sound  waves  penetrate  the  tissues  of  the 


body,  and  sonic  reflections  are  set  up  from 
each  tissue  interface.  These  reflections  are 
presented  through  a radar-like  system  as 
cross-section  views  of  the  tissues.  More  de- 
tailed descriptions  of  the  apparatus  and  tech- 
nic can  be  found  in  the  references  listed  at 
the  end  of  this  paper. 

Advantages  of  Soft  Tissue  Ultrasonic 
Visualization 

All  the  soft  tissues  of  the  body  may  be 
visualized  by  ultrasonography  without  the 
use  of  contrast  media,  with  a resolution  ap- 
proaching that  of  the  gross  anatomic  appear- 
ance. Precise  tissue  measurements  may  be 
performed  without  the  use  of  external  mark- 
ers. Lesion  localization  may  be  performed 
independent  of  the  response  of  the  lesion  to 
radioactive  isotopes.  Radiolucent  mate- 
rials, such  as  wood  and  plastic,  can  be  de- 
tected by  ulti’asonography.  Such  foreign 
bodies  may  be  identified  despite  the  presence 
of  blood  or  other  soft  tissue  in  the  immediate 
vicinity. 

The  hazards  of  x-ray  exposure  are  avoided 
by  the  use  of  ultrasonography.  Five  years 
of  clinical  and  laboratory  expei’ience,  as  well 
as  the  reports  of  many  other  workers  in  the 
field,  indicate  that  ultrasonography  is  com- 
pletely safe  at  the  energy  levels  used  for 
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Fig.  10.  Artist’s  drawing  of  the  lesion  and  eye 
based  on  the  three  dimensional  ultrasonogram. 


diagnostic  purposes.  To  date,  no  delayed 
or  cumulative  effects  of  ultrasonic  exposure 
at  diagnostic  levels  have  been  reported. 

Summary 

This  is  the  first  report  of  the  localization 
and  outline  of  an  orbital  lesion  by  three  di- 
mensional ultrasonography.  Such  localiza- 
tion can  prove  to  be  of  great  assistance  to  the 
operating  surgeon  in  helping  him  determine 
the  best  approach  to  use  for  the  removal  of 
the  lesion.  Studies  are  in  progress  to  deter- 
mine if  it  is  possible  to  differentiate  between 
benign  and  malignant  lesions  on  the  basis  of 
their  acoustic  properties. 

Addendum 

On  May  18,  1961,  the  tumor  was  excised 
by  a right  frontal  craniotomy  and  unroofing 
of  the  right  orbit  (Fig.  11).  During  this 
procedure  it  was  noted  that: 

A small  2-mm.  area  of  the  orbital  plate  of  the 
roof  was  defective.  The  roof  apparently  had 
been  eroded  away  by  the  underlying  tumor, 
and  the  bone  was  paper-thin  in  spots.  Tumor 
tissue  was  found  under  the  capsule  which 
extended  from  some  5 mm.  anterior  to  the 
posterior  apex  of  the  orbit,  to  the  anterior 


Fig.  11.  Gross  appearance  of  the  excised  tumor. 


Fig.  12.  Postoperative  facial  appearance  of  the 
patient. 


limits  of  the  orbit.  The  capsule  was  well 
adherent  to  the  enclosed  yellowish  friable 
tumor  which  was  grossly  identified  as  a nerve 
sheath  tumor.  The  capsule  was  incised, 
and  tumor  tissues  were  removed  by  means  of 
pituitary  rongeurs  and  a spoon.  The  tumor 
apparently  sat  over  the  eyeball,  its  muscula- 
ture, and  its  capsule.  The  tumor  was  grossly 
but  subtotally  removed.  Small  particles  of 
tumor  had  to  be  left  in  both  the  lateral  and 
inferolateral  portions  of  the  orbit.  The 
removal  of  these  small  particles  would  have 
necessitated  the  interruption  of  the  extra- 
ocular musculature  as  well  as  its  nervous  com- 
ponents. Palpitation  of  the  globe  failed  to 
reveal  any  additional  tumor.  It  was  estimated 
that  some  98  per  cent  of  the  visible  tumor 
was  removed  and  that  the  tumor  left  in  situ 
was  particulate  in  nature.  Gelfoam  was  laid 
over  the  exposed  orbital  contents,  and  then 
the  frontal  lobe  was  allowed  to  fall  back  in 
place.  The  dura  was  hinged  circumferentially 
to  the  pericranial  tissue.  The  eye  did  not 
bulge  at  the  end  of  the  procedure  as  it  had 
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Fig.  13.  Comparison  of  preoperative  three  di- 
mensional ultrasonogram  (/I)  and  postoperative 
three  dimensional  ultrasonogram  (B)  of  right  eye  re- 
flects reduction  in  size  of  supra-orbital  space. 
The  three  dimensional  ultrasonogram  of  left  eye  (C) 
shown  for  comparison.  (Also  compare  Figure  9 with 
Figure  11.) 


Fig.  14.  Change  in  appearance  as  well  as  de- 
creased height  of  tumor-bearing  upper  portion  of  the 
three  dimensional  ultrasonogram  demonstrated  by 
a comparison  of  (*4)  preoperative  ultrasonogram 
with  {B)  postoperative  ultrasonogram  of  the  right 
eye. 


bulged  preoperatively  (Fig.  12). 

A small  cyst,  containing  perhaps  V2  cc.  of 
fluid,  was  located  at  the  nasal  anterior  portion 
of  the  tumor.  The  tumor  was  appro.ximately 
2 cm.  in  lateral  width  and  extended  from  the 
anterior  portion  of  the  orbit  to  within  5 mm.  of 
the  apex  of  the  orbit. 


Comment. — ^Without  ultrasonic  localiza- 
tion, all  attempts  at  localizing  this  tumor 
had  failed.  The  tumor  could  not  be  re- 
moved in  toto  by  the  second  surgical  proce- 
dure because  of  the  operative  approach. 

In  view  of  the  newness  of  ultrasonography, 
good  clinical  judgment  was  displayed  in 
attempting  first  to  remove  the  tumor  by  the 
simpler  approach,  rather  than  using  the 
more  extensive  procedure  indicated  by 
ultrasonography.  With  further  experience, 
surgeons  will  have  greater  confidence  in  the 
ultrasonographic  finding  and  may  use  ini- 
tially the  surgical  approach  indicated  by 
ultrasonography  despite  its  difficulties.  The 
correlation  between  the  gross  pathologic  con- 
dition of  the  tumor  and  the  ultrasonographic 
pattern  is  noteworthy. 

The  proptosed  right  eye  returned  to  the 
normal  position  after  the  tumor  was  re- 
moved (Fig.  12).  This  figure  should  be  com- 
pared with  Figure  9 which  shows  the 
preoperative  facial  appearance.  The  change 
in  the  vertical  height  resulting  from  the 
removal  of  the  tumor  is  reflected  in  the  post- 
operative three  dimensional  ultrasonogram 
(Fig.  13B),  as  compared  with  the  preopera- 


tive three  dimensional  ultrasonogram  (Fig. 
13A). 

By  dividing  the  preoperative  three  di- 
mensional ultrasonogram  (Fig.  14A)  and  the 
postoperative  three  dimensional  ultrasono- 
gram (Fig.  14B)  into  the  tumor-bearing 
upper  portion  and  a lower  portion  which 
contains  the  eye  and  orbital  structures,  the 
decrease  in  size  and  the  clearing  of  the  tumor- 
bearing upper  portion  are  demonstrated. 
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Bonner  of  the  Medical  Illustration  Section,  Bronx 
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A NOTHER  penicillin,  partially  synthesized, 
has  proved  to  be  effective  for  specific 
therapy  of  a number  of  infections  (Fig.  1). 
Like  its  predecessor,  methicillin  (Staph- 
cillin),  methyl  phenyl  isoxazolyl  penicillin 
(P-12)  has  microbiologic  properties  which 
make  its  clinical  usefulness  secure.  Further, 
it  has  certain  attributes  which  permit  its 
easy  administration  to  the  human  being. 
The.se  include;  rapid  absorption  from  the 
intestinal  tract  or  an  mtramuscular  depot, 
the  abihty  to  bypass  the  hydrolyzing  effects 
of  penicillinase,  a low  order  of  inherent  tox- 
icity to  the  human  being,  and  an  impressive 
killing  effect  on  many  micro-organisms. 
These  include  all  strains  of  penicillin  G- 
resistant,  coagulase-positive  staphjdococci. 

This  report  summarizes  our  experiences 
with  methyl  phenyl  isoxazolyl  penicillin 
in  the  laboratory  and  gives  a brief  review  of 
its  u.se  in  the  management  of  22  acute  infec- 
tions in  adults.  Because  of  its  unusual 
efficacy  it  seems  justifiable  to  publi.sh  these 
preliminary  observations. 

Course  ill  the  Human  Being 

Following  an  oral  dose  of  methyl  phenyl 
isoxazolyl  penicillin,  the  ab.sorption  into  the 
blood  is  rapid;  the  highest  concentration  is 
attamed  within  an  hour  (Table  I).  Ex- 
cretion is  fast  also;  approximately  20  per 
cent  of  a single  dose  is  recovered  in  the  urine 
within  eight  hours.  Effective  blood  levels, 
achieved  with  250  mg.,  persist  for  less  than 
four  hours.  With  0.5-  or  1-Gm.  doses, 
concentrations  above  the  level  of  sensitivit}'’ 
of  .susceptible  micro-organisms  are  main- 

* To  be  marketed  as  Prostaphlin  by  Bristol  Labora- 
tories. The  work  on  this  project  was  supported  by  a 
grant  from  Bristol  Laboratories,  Syracuse,  New  York. 
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Fig.  1.  Chemical  structure  of  methyl  phenyl 
iso.xazolyl  penicillin. 


TABLE  I. — Blood  Levels  of  Methyl  Phenyl 
Isoxazolyl  Penicillin 


Hour 

Dose 

■A  12  4 

(Milligrams) 

(Micrograms  per  Milliliter)* 

250  (oral)t 

1.9 

2 

0.7 

0 

250  (intramuscular) 

5 

5 

0 

0 

500  (oral) 

4 

5 

1.5 

0.5 

500  (intramuscular) 

9 

8 

2 

0.5 

1 Gm.  (intramuscular) 

12 

12 

3 

0.75 

* Susceptibilities  of  sensitive  micro-organisms 
range  from  0.3  to  1 microgram  per  milliliter,  and  all 
strains  of  staphylococci  are  inhibited  by  0.5  micro- 
gram per  milliliter. 

t After  oral  dose,  16  to  20  per  cent  excreted  in 
urine  within  eight  hours;  after  intramuscular  dose, 
45  per  cent  excreted  in  urine  within  eight  hours. 


tallied  for  from  five  to  six  hours.  For  in- 
stance, with  0.5  Gm.,  given  orally  every  six 
hours,  blood  levels  are  consistently  above  0.5 
microgram  per  milliliter  for  most  of  the 
interval. 

The  intramuscular  administration  of  the 
same  amounts  is  followed  by  appreciably 
higher  levels,  and  more  than  40  per  cent 
of  a smgle  dose  is  recovered  in  the  urine 
within  eight  hours. 

IVIethjd  phenyl  isoxazolyl  penicillin  is 
not  excreted  into  sweat.  In  fluid  collected 
from  the  arms  and  fingers  under  reasonably 
clean  (surgically  speaking)  conditions,  levels 
cannot  be  measured  after  thirty,  sixty,  and 
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TABLE  II. — Similarities  and  Differences  Among  Three  Penicillins 


Condition 

Penicillin  G 

Methicillin 

Methyl  Phenyl 
Isoxazolyl 
Penicillin 

Amount  absorbed  after  oral  dose 

15  per  cent 

None 

20  per  cent 

Stability  in  acid 

None 

None 

Yes 

Hydrolysis  by  penicillinase 

Complete 

Essentially  none 

V20 

Essentially  none 
‘A  to  10 

Relative  antibacterial  activity 

1 

Development  of  resistant  variants 
Number  of  strains  of  staphylococci 

No 

No 

No 

susceptible 

15  per  cent 

100  per  cent 

100  per  cent 

Activity  against  Str.  faecalis 

Yes:  in  high  doses  and 
with  streptomycin 

Little 

Less  than  G,  more  than 
methicillin 

TABLE  III. — Twenty  Acute  Infections  Treated  with  Methyl  Phenyl  Isoxazolyl  Penicillin 

Disease 

Num- 

ber 

of 

Cases 

Causative 

Organism 

Number 
with  Posi- 
tive Blood 
Culture 

Dose 
Used 
(Grams 
per  Day) 

Duration 

of 

Treatment 

(Days) 

Result 

Osteomyelitis 

6 

Staphylococcus 

1 

3 to  6 

14  to  44 

All  satisfactory 

Carbuncles  and/or 
huge  abscesses 

8 

Staphylococcus 

3 to  4 

7 to  17 

All  satisfactory;  in  4* 

Pneumonia 

4 

Pneumococcus 

3 to  4 

5 to  11 

All  satisfactory 

Cellulitis 

1 

Staphylodermatitis 

1 

4 

41 

Difficult  to  evaluate 

Pustular  psoriasis 

1 

Staphylococcus 

1 

4 

‘ \ 

but  patients  recov- 

Weil’s  disease 
(probable) 

1 

Lept.  ictero- 
haemorrhagiae 

4 

10  J 

ered 

Scrotal  abscess  with 
fecal  fistula 

1 

Str.  faecalis 

1 

6 to  4 

10 

Satisfactory  with 
streptomycin* 

* Incision  and  drainage. 


one  hundred  and  twenty  minutes  at  times 
when  blood  concentrations  range  from  4 
to  2 micrograms  per  milhUter  (following  a 0.5- 
Gm.  oral  dose). 

Other  pharmacologic  properties  are  to  be 
published  shortly.^ 

Microbiologic  Activity 

Essentially  all  gram-positive  bacteria  and 
cocci  and  gram-negative  cocci  are  highly 
susceptible  to  methyl  phenyl  isoxazolyl 
penicillin.^  Important  among  these  are 
pneumococci,  beta  hemolytic  streptococci, 
and  all  strains  of  staphylococci.  In  gen- 
eral, minimal  inhibiting  concentrations  range 
from  0.3  microgram  per  milhliter  to  1 micro- 
gram per  milliliter.  Against  Streptococcus 
faecaUs  in  particular,  methyl  phenyl  isox- 
azolyl penicilhn  is  less  active  than  benzyl 
penicillin  (G)  but  appreciably  more  potent 
than  methicillin.  The  new  agent  binds  to 
serum  protein  in  greater  proportion  than 
methicillin,  which  feature  may  account  for 
the  failure  to  recover  more  than  about  one 


half  of  any  dose  after  administration  to  the 
human  being.  Methyl  phenyl  isoxazolyl 
penicllin,  like  methicillin,  is  not  hydrolyzed 
by  penicillinase ; this  is  a property  distinctly 
opposite  to  that  of  penicillins  G and  V.  Ap- 
parently resistance  does  not  develop  in 
strains  of  micro-organisms  which  are  highly 
susceptible  to  it. 

The  major  similarities  and  differences 
among  methicillin  (dimethoxy  phenyl  peni- 
cillin), penicillin  G,  and  methyl  phenyl  isox- 
azolyl penicillin  are  listed  in  Table  II.  Be- 
cause of  its  acid  stability  and  the  lack  of 
untoward  intestinal  side-effects,  the  new 
penicillin  can  be  given  by  mouth,  a distinct 
advantage  in  some  infections  which  do  not 
require  hospitahzation  and  the  nuisance  of 
repeated  parenteral  injections. 

Successful  Use  in  22  Acute 
Adult  Infections 

Twenty-two  adults  with  acute  infections 
were  treated  with  methyl  phenyl  isoxazolyl 
penicillin  (Table  III).  Four  of  the  22  had 
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TABLE  IV. — Staphylococcic  Osteomyelitis 


Case 

Sex 

Age 

(Years) 

Bone  Involved 

Age  of 
Original 
Disease 

Duration  of 
Acute  Infection 
Before  Treatment 

1 

F 

15 

Right  femur 

3 months 

10  weeks 

2 

M 

15 

Left  femur 

4 Years 

1 week 

3 

M 

37 

Sacrum,  ilium 

20  years 

6 weeks 

4 

F 

15 

Left  femur,  knee* 

5 days 

5 days 

5 

M 

35 

Fourth  left  metatarsal 

10  days 

10  days 

6 

M 

55 

Left  femur 

4 years 

4 days 

* With  positive  blood  cultures  and  no  prior  treatment. 


TABLE  V. — Treatment  of  Acute  Osteomyelitis  with  Methyl  Phenyl  Isoxazolyl  Penicillin 


Case 

Daily  Dosage 
(Gm.) 

Route 

Duration 

(Days) 

Follow-up* 

(Months) 

Prior  Treatment 

1 

4 

Oral 

11 

5 

Methicillin 

2 

3 

Oral 

17 

2 

Erythromycin 

3 

4 

Oral 

21 

3 

Methicillin 

4 

3 to  6 

Intramuscular  and  oral 

27 

3 

5 

4 

Oral 

30 

6 

3 

Oral 

10 

Gamma  globulin 

* No  relapses. 


positive  blood  cultures  for  infections  at  the 
time  the  drug  was  started.  Six  of  the  22 
had  nonstaphylococcal  infections.  Four  had 
pneumococcal  pneumonia.  In  none  of 
these  4 was  there  a positive  blood  culture, 
and  in  only  1 was  there  two-lobed  disease. 
Six  had  osteomyehtis;  3 were  primary 
(Tables  IV  and  V).  Treatment  in  the  other 
3 was  prescribed  for  an  acute  exacerbation 
of  a chronic  process.  Short  clinical  sum- 
maries of  2 of  these  6 follow.  Eight  pa- 
tients had  staphylococcal  skin  disease  of 
serious  nature,  including  3 with  huge  neck 
or  chest  carbuncles  and  the  others  with  large 
multiple  abscesses  of  neck,  buttock,  and 
face.  Incision  and  drainage  was  required 
in  4 of  these.  The  other  2 patients  are 
noted  in  the  table. 

The  results  of  therapy  with  methyl  phenyl 
isoxazolyl  penicillin  in  4 patients  could  not 
be  evaluated  fairly. 

1.  It  was  first  used  in  the  patient  with  an 
infection  presumably  caused  by  Leptospira 
icterohaemorrhagiae,  on  the  seventh  day  of 
his  illness.  There  was  a prompt  crisis 
of  fever,  and  the  jaundice  began  to  clear 
forty-eight  hours  after  the  therapy  was 
started.  He  made  an  uneventful  recovery, 
receiving  the  drug  for  ten  days  (4  Gm.  daily). 


However,  spontaneous  remission  could  have 
happened  about  the  same  time.  This  result 
is  encouraging,  and  perhaps  it  is  sensible  to 
suggest  that  its  use  in  other  cases  of  lepto- 
spiral  infection  is  warranted. 

2.  Similarly,  the  patient  with  generahzed 
pustular  psoriasis  responded  favorably  fol- 
lowing the  institution  of  therapy  with  methyl 
phenyl  isoxazolyl  penicillin.  At  its  initia- 
tion, there  was  a positive  blood  culture 
(Staph,  pyogenes),  and  the  patient  was 
morbidly  ill.  Although  the  drug  had  httle 
influence  on  the  over-all  skin  disease  per  se, 
for  staphylococci  could  be  cultured  from 
multiple  superficial  lesions  throughout  the 
course  of  its  use,  it  is  hkely  that  the  blood 
was  cleared  satisfactorily  and  the  patient 
was  saved  serious  metastatic  and  purulent 
comphcations. 

3.  The  patient  with  an  extensive  fecal 
fistula  extending  from  the  colon  into  the 
scrotum  responded  well  with  a combination 
of  the  new  penicillin  (4  Gm.  daily)  and 
streptomycin  (1  Gm.  daily).  In  addition, 
wide  incision  and  drainage  was  performed; 
no  doubt  this  procedure  influenced  con- 
siderably the  patient’s  impressive  recovery. 

4.  Finally,  the  patient  with  a positive 
blood  culture  of  staphylodermatitis  responded 
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rapidly,  that  is,  within  twenty-four  hours. 
As  her  fever  was  only  102  F.  and  as  she  was 
not  seriously  ill  at  the  onset  of  therapy,  the 
specific  effect  from  the  new  penicillin  could 
not  be  ascribed  exactly. 

There  was  no  question,  in  our  opinion, 
that  infections  in  the  remaining  18  patients 
were  controlled  satisfactorily  and  that 
methyl  phenyl  isoxazolyl  penicillin  altered 
each  infection  favorably  in  an  impressive 
fashion.  Therapy  shortened  the  course 
of  the  infections,  the  resolution  was  com- 
pleted without  organization,  and  the  hos- 
pital discharges  were  hastened.  Although 
only  2 of  the  22  cases  had  fife-threatening 
infections  (an  osteomyelitis  and  a pneu- 
mococcal pneumonia),  the  entire  group  had 
acute  diseases,  severe  enough  to  require 
hospitalization.  The  clinical  responses  in 
the  whole  group  of  22  patients  were  as  good 
as  could  have  been  anticipated  with  any 
drug  regimen  and  far  better  than  with  many 
commonly  used  prescriptions.  Two  pa- 
tients demonstrated  particularly  well  the 
solid  efficacy  of  methyl  phenyl  isoxazolyl 
penicillin. 

Case  Reports 

Case  1. — One  patient  (Fig.  2,  Tables  IV  and 
V)  was  a thirty-seven-year-old  male  taxi  driver. 
.\s  a youth  he  had  acute  osteomyelitis  of  the 
sacral  spine  which  was  treated  with  a brace  and 
fusion.  From  age  twelve  to  fifteen  there  were 
several  acute  relapses  of  infection,  each  necessi- 
tating prolonged  hospitalization.  Thereafter  he 
was  well  until  late  May,  1961.  Then  he  devel- 
oped severe  right  thigh  pain,  high  fever,  and  an 
acute  illness.  Despite  a diligent  search,  no  new 
osteolytic  lesion  could  be  diagnosed.  He  was 
given  a course  of  methicillin  (6  Gm.  daily)  for 
twelve  days  early  in  June.  There  was  a prompt 
clinical  remission  which  persisted  for  about  two 
weeks  after  the  cessation  of  therapy.  Subse- 
quently, late  in  June,  there  was  an  acute  relapse 
of  all  signs  and  symptoms  of  infection,  but  again 
no  bony  lesion  could  be  found.  He  was  treated 
conservatively  (no  antibacterial  drug)  for  three 
weeks.  Thereafter,  suspicious  lesions  in  right 
ilium  and  sacrum  were  seen  roentgenographically. 
At  surgical  exploration  of  ilium,  a large  abscess 
with  creamy  pus,  culturing  Staph,  pyogenes. 
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Fig.  2.  Staphylococcic  osteomyelitis  of  sacrum  and 
ilium. 


was  unroofed.  Because  of  its  location,  the  bone 
could  not  be  cleaned  to  the  edges  of  the  infection, 
and  a significant  amount  of  acute  osteomyelitis 
remained  postoperative ly.  As  noted  in  the 
chart  (Fig.  2),  treatment  with  methyl  phenyl 
isoxazolyl  penicilhn  caused  a prompt  remission  of 
all  signs  of  infection.  He  has  remained  well  since 
that  time,  and  recent  x-ray  films  show  heafing 
of  the  lesions  (Table  IV).  He  was  treated  for 
twenty-four  days. 

Case  2. — obese  white  male,  aged  forty- 
five,  had  advanced  chronic  lung  disease  with 
asthma  and  polycythemia.  Twelve  hours  before 
admission  he  had  a shaking  chill  with  subsequent 
abrupt  onset  of  fever,  chest  pain,  and  severe 
dyspnea.  He  entered  the  hospital  in  extremis, 
cyanotic,  and  wheezing  audibly,  and  he  had  a 
temperature  of  103  F.,  and  his  white  blood  count 
was  12,000  cu.  mm.  Pneumococci  were  re- 
covered only  from  the  sputum.  On  examination 
he  had  consolidation  in  the  right  middle  lobe 
and  the  right  lower  lobe.  He  was  given  oxygen 
and  started  on  P-12  (4-Gm.  daily  dose).  There 
was  a defervescence  of  temperature  to  100  F. 
in  the  ne.xt  twenty-four  hours,  and  a clinical  crisis 
became  apparent  in  the  same  period  although  he 
continued  to  have  fever  to  100  F.  for  seven  days. 
The  resolution  of  the  pneumonia  was  delayed, 
but  roentgenographic  clearing  of  the  pneumonia 
was  complete  by  the  twentieth  day.  There  can 
be  no  question  that  the  drug  therapy  was  re- 
sponsible for  his  gratifying  recovery. 
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Comment 

The  clinical  results  in  these  22  patients 
permit  the  conservative  statement  that 
methyl  phenyl  isoxazolyl  penicilhn  (there 
surely  will  be  a shorter  generic  term  later) 
can  be  administered  safely,  singly,  and  effec- 
tively to  patients  acutely  ill  with  a variety 
of  coccal  infections,  and  it  can  be  given  orally 
to  achieve  this  result.  Four  patients  of  the 
22  had  had  prior  allergic  reactions  to  peni- 
cilhn G.  None  of  these  was  recent.  Anti- 
body studies  were  not  done.  Methyl  phenyl 
isoxazolyl  penicillin  was  given  to  the  pa- 
tients without  event.  There  is,  however, 
prehminary  in  vitro  work  (to  be  reported 
later)  suggesting  that  penicillin  G,  methi- 
cilhn,  and  methyl  phenyl  isoxazolyl  peni- 
cillin are  not  totally  or  individually  immuno- 
logically  distinct  and  that  an  allergic  reac- 
tion to  one  conceivably  could  occur  by  the 
administration  of  either  of  the  other  ones. 
Clinical  experience  to  date,  on  the  other 
hand,  does  not  confirm  this;  the  administra- 
tion of  the  new  penicillin  to  patients  with 
an  allergy  to  penicillin  G can  be  given,  in 
fact,  without  fear  of  disaster. 

The  new  penicillin,  given  orally  in  doses  as 
great  as  6 Gm.  daily  does  not  cause  sig- 
nificant gastrointestinal  upsets.  No  patient 
has  refused  a dose,  nor  has  there  been  any 
indication  that  the  drug  should  have  been 
stopped  because  of  an  untoward  reaction. 
A few  patients  complained  of  mild  gastro- 
intestinal upsets,  and  some  had  a minor 
increase  in  flatulence  and  looseness  of  bowel 
movements.  There  was  no  overt  diarrhea, 
vomiting,  or  appreciable  loss  of  appetite. 
Surely  this  is  a benign  tablet  in  the  gut. 

Finally,  exact  dosage  schedules  have  not 
yet  been  worked  out.  Because  our  patients 
were  ill  enough  to  be  hospitaUzed  and,  in 
the  main,  were  treated  prior  to  precise  knowl- 
edge about  the  pharmacologic  properties 
of  the  new  penicillin,  we  gave  large  amounts 
of  methyl  phenyl  isoxazolyl  penicillin,  4 
to  6 Gm.  daily.  It  is  now  shown  quite 


clearly  that  2 to  3 Gm.  daily  orally  would 
have  been  sufficient  for  all  but  the  most 
seriously  ill  patients  or  in  particular  those 
whose  infections  were  compromised  by 
vascular  thrombosis,  that  is,  acute  osteo- 
myelitis. In  a recent  symposium  held  in 
New  York  City,  reports  about  its  use  in 
some  250  patients  suggest  that  the  lesser 
amounts  are  safe  and  sufficient.  Parenteral 
doses  probably  need  not  be  larger  than  3 
Gm.  daily  even  for  the  most  desperately  ill 
patient. 

Summary 

1.  Twenty-two  acute  infections  were 
treated  with  a new  partially  synthesized 
penicillin — methyl  phenyl  isoxazolyl  peni- 
cillin. The  results  were  gratifying  and 
indicate  that  this  new  agent  is  effective  in 
the  management  of  many  coccal  infections. 

2.  Its  major  advantages  are  that  it  can 
be  given  orally  and  that,  like  its  predecessor, 
methicillin,  it  is  not  hydrolyzed  by  penicillin- 
ase. Thus  it  is  effective  in  the  treatment  of 
penicillin  G-resistant  staphylococcal  dis- 
eases. Sixteen  of  our  patients  were  in  this 
group.  The  drug  can  be  given  parenteraUy 
when  that  route  of  administration  is  needed 
in  somewhat  lesser  amounts  than  are  recom- 
mended for  oral  use. 

3.  Dosage  regimens  are  not  yet  precisely 
described.  Two  to  3 Gm.  given  daily  by 
mouth  should  be  safe  in  the  management  of 
most  infections.  Four  to  6 Gm.  are  re- 
quired for  morbid  staphylococcal  disease 
associated  with  sepsis  and/or  compromised 
circulation  in  the  area  of  inflammation. 

4.  The  introduction  of  methyl  phenyl 
isoxazolyl  penicillin  is  another  notable 
therapeutic  achievement. 
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Touring  the  past  twenty-four  years  there 
have  been  varying  degrees  of  change 
and  development  in  practically  all  branches 
of  medicine.  The  treatment  of  gynecologic 
conditions  and  the  management  of  the 
gynecic  patient  have  been  part  of  this  proc- 
ess. The  authors,  therefore,  were  inter- 
ested to  ascertain  just  how  the  operation  of 
hysterectomy  has  been  affected  and  what 
changes  have  taken  place  in  the  procedures, 
concepts,  and  attitudes  relating  to  this  oper- 
ation. 

Material 

This  survey  of  hysterectomies  comprises 
3,548  operations  which  were  performed  over 
a twenty-four-year  period,  from  1935 
through  1958,  at  the  Beth-El  Hospital.  Over 
79  per  cent,  or  2,813,  of  these  were  per- 
formed or  supervised  by  staff  members  of  the 
Department  of  Obstetrics  and  Gynecology. 
The  remaining  735  cases  were  operated  on 
by  members  of  the  Department  of  Surgery. 
The  ratio  of  those  cases  performed  by  both 
departments  has  not  changed  significantly 
through  the  years.  Approximately  85  per 
cent  of  the  hysterectomies  were  performed 
by  the  private  service  of  both  departments 
and  15  per  cent  by  the  ward  service  of  the 
Department  of  Obstetrics  and  Gynecology 
(Table  I). 

The  operating  surgeons  in  the  Depart- 
ment of  Obstetrics  and  Gynecology  were 
approximately  10  in  the  early  years  of  this 
study.  However,  in  more  recent  years, 
notably  from  1946,  the  number  has  increased 
to  20,  all  of  whom  have  had  previous  resi- 

Presented  at  a meeting  of  the  Brooklyn  Gynecologi- 
cal Society.  October  21,  1959. 


TABLE  I. — Classification  of  Cases 


Num- 

. — Private — - 

. — Ward — ^ 

ber  of 

Num- 

Per 

Num- 

Per 

Years 

Cases 

ber 

Cent 

ber 

Cent 

1935  to  1942 

331 

212 

64.0 

119 

36.0 

1943  to  1948 

819 

746 

91.0 

73 

9.0 

1949  to  1954 

1,301 

1,138 

87.0 

163 

13.0 

1955  to  1958 

1,097 

980 

89.0 

117 

11.0 

dency  training  and  are  certified  by  the 
American  Board  of  Obstetrics  and  Gynecol- 
ogy or  are  eligible  for  such  certification. 

The  primary  indication  for  hysterectomy 
in  the  vast  majority  of  instances  was  a 
uterine  lesion.  This  applied  to  2,907  cases. 
These  were  almost  all  fibroids  with  a few 
exceptions  which  were  malignant  lesions  of 
the  various  portions  of  the  uterus.  To  be 
used  as  an  indication  for  the  operation, 
fibroids  must  be  symptomatic  or  at  least  the 
size  of  a twelve-week  gestation.  Adnexal 
lesions  accounted  for  169  cases.  For  the 
most  part,  these  were  neoplasms  of  the  ovary, 
and  to  a much  lesser  degree  they  were  man- 
ifestations of  pelvic  inflammatory  disease. 
In  recent  years  pelvic  relaxation  has  assumed 
a greater  role  as  an  indication  for  hysterec- 
tomy. In  the  early  part  of  this  survey,  al- 
most no  hysterectomies  were  done  for  pro- 
lapse or  other  pelvic  relaxations  whereas 
these  were  responsible  for  53  vaginal  hyster- 
ectomies in  1953,  90  in  1958,  and  a total  of 
449  hysterectomies  in  the  years  studied. 
The  preponderant  relaxation  was  prolapsed 
uterus  in  varying  degrees.  Rarely  have 
there  been  instances  of  relaxations  without 
some  degree  of  descensus.  An  infrequent  in- 
dication for  hysterectomy  was  obstetric  com- 
plications, of  which  there  were  36  cases. 
These  included  ruptured  uteri  and  certain  rare 
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TABLE  II. — Age  Distribution 


Years 

Number  of 
Cases 

Younger 
than 
40  Years 

40  to  50 
Years 

Older 
than 
50  Years 

Youngest 

(Years) 

Oldest 

(Years) 

1935  to  1942 

331 

108 

206 

17 

24 

60 

1943  to  1948 

819 

224 

497 

98 

23 

69 

1949  to  1954 

1,301 

343 

730 

228 

21 

79 

1955  to  1958 

1,097 

180 

662 

255 

22 

83 

Totals 

3,548 

855 

2,095 

598 

TABLE  III. — Number  of  Hospital  Days  and 
Time  of  Ambulation 


1935 

1942 

1946 

1955 

to 

to 

to 

to 

Condition 

1941 

1945 

1954 

1958 

Number  of  hos- 

pital  days 
Less  than  9 

0 

2 

74 

47 

9 to  12 

0 

56 

1,057 

697 

More  than  12 
Time  of  ambula- 

252 

409 

601 

553 

tion  (days) 
1 to  3 

0 

20 

1,042 

966 

Over  3 

252 

447 

690 

131 

instances  of  uncontrollable  bleeding  including 
the  Couvelaire  uterus. 

The  great  majority  of  hysterectomies  were 
performed  on  patients  between  forty  and 
fifty  years  of  age  (Table  II).  Through  1954 
almost  twice  as  many  hysterectomies  were 
performed  below  the  age  of  forty  as  above 
the  age  of  fifty.  It  is  only  since  1949  that 
women  over  seventy  have  had  hysterecto- 
mies. The  oldest  patient  in  the  entire  sur- 
vey was  operated  on  in  1958,  and  she  was 
eighty-three. 

In  recent  years,  the  hospital  stay  has  been 
shortened  (Table  III).  During  the  early 
years  of  this  survey,  no  patient  had  been 
discharged  prior  to  the  ninth  postoperative 
day.  Since  1948,  patients  who  have  had 
hysterectomies  have  been  discharged  from 
the  hospital  prior  to  the  thirteenth  day.  In 
more  recent  years  patients  have  been  sent 
home  much  earlier.  Since  1944  an  increas- 
ing number  of  patients  have  been  ambulated 
before  the  fourth  postoperative  day  (Table 
III).  In  1947  the  first  appreciable  number, 
28  out  of  150  patients,  were  ambulated  rela- 
tively early.  However,  it  was  not  until  1949 
that  the  majority  of  patients  who  had  had 
hysterectomies  were  out  of  bed  early.  Pres- 


TABLE  IV. — Type  of  Hysterectomy 


Year 

Vaginal 

. Abdominal . 

Total  Subtotal 

1935 

1 

0 

21 

1936 

1 

0 

15 

1937 

0 

0 

18 

1938 

0 

1 

42 

1939 

1 

1 

52 

1940 

0 

2 

29 

1941 

2 

7 

59 

1942 

3 

8 

68 

1943 

4 

11 

107 

1944 

20 

5 

102 

1945 

14 

14 

105 

1946 

2 

24 

114 

1947 

20 

27 

103 

1948 

15 

28 

104 

1949 

32 

79 

117 

1950 

32 

88 

88 

1951 

32 

106 

50 

1952 

24 

76 

32 

1953 

59 

147 

53 

1954 

50 

193 

43 

1955 

46 

126 

23 

1956 

65 

220 

23 

1957 

67 

200 

21 

1958 

90 

207 

9 

ently  it  is  an  accepted  routine  to  ambulate 
the  patient  early,  certainly  by  the  fourth 
postoperative  day  and  as  early  as  the  first 
or  second. 

Procedure 

The  prevailing  concept  of  performing  a 
total  hysterectomy  rather  than  a subtotal 
hysterectomy  can  be  seen  at  this  hospital 
(Table  IV) ; whereas  prior  to  1945  the  great 
majority  of  hysterectomies  were  subtotal, 
since  1951  the  very  great  majority  have  been 
total.  The  statistical  dividing  Ime  was  1950 
when  an  equal  number  of  total  and  subtotal 
hysterectomies  were  performed.  Vaginal 
hysterectomies  were  performed  during  most 
of  the  years  of  this  report,  but  it  is  only 
since  1944  that  a considerable  number  have 
been  done  each  year. 
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TABLE  V. — Major  Complications 


Years 

Wound 

Infection 

Venous 

Throm- 

bosis 

Intra-  Post- 

abdom-  opera- 
inal  live 

Infection  Bleeding 

1935  to  1941 

26 

2 

7 

0 

1942  to  1945 

13 

3 

4 

4 

1946  to  1954 

33 

40 

5 

14 

1955  to  1958 

22 

13 

13 

8 

Appendectomies 

were 

performed 

along 

with  hysterectomies  during  the  past  twenty- 
four  years.  In  1941,  over  16  per  cent  of  the 
cases  had  this  concurrent  surgery.  The  per- 
centage has  gradually  increased  to  over  20 
per  cent  but  has  never  gone  above  28  per 
cent,  which  was  reached  in  1952.  Essen- 
tially, the  percentage  of  cases  has  remained 
low;  approximately  1 case  in  5 has  had  an 
associated  appendectomy. 

Except  for  the  first  seven  years  of  this  sur- 
vey, complications  remained  below  13  per 
cent  (Table  V).  In  more  recent  years,  par- 
ticularly 1951,  1953,  1954,  and  1958,  there 
has  been  a slight  increase  in  the  number  of 
complications.  The  most  common  compli- 
cation was  wound  infection.  The  second 
most  common  complication  was  venous 
thrombosis.  This  noted  increase  of  the 
vascular  complication  also  accounts  for  our 
increase  in  gross  complications  in  the  years 
noted  previously.  Intraperitoneal  infec- 
tions such  as  peritonitis  and  pelvic  abscess 
were  relatively  uncommon.  However,  the  in- 
cidence of  these  infections  increased  slightly 
beginning  in  1956,  giving  it  second  place 
during  the  last  three  years  of  this  report. 


Posthy-sterectomy  bleeding  of  major  pro- 
portions was  noted  in  26  patients.  This 
complication  became  more  frequent  in  the 
latter  half  of  the  survey  when  total  hyster- 
ectomy became  the  preponderant  procedure. 
This  was  due  mainly  to  vaginal  cuff  disrup- 
tion. Included  also  are  3 patients  who  had 
intraperitoneal  stump  bleeding  following 
vaginal  hysterectomy.  Other  minor  com- 
plications were  mild  pulmonary  and  urinary 
tract  infections. 

Morbidity 

The  morbidity  as  here  tabulated  included 
those  cases  in  whom  a temperature  of  at 
least  100.4  F.  occurred  on  two  successive 
days  exclusive  of  the  first  forty-eight  hours 
after  the  operation.  During  the  last  period 
of  four  years,  this  morbidity  was  analyzed 
further.  It  was  noted  that  less  than  25  per 
cent  of  those  cases  with  such  morbidity  had 
apparent  complications.  Furthermore, 
approximately  one  half  of  these  cases  were 
discharged  on  or  before  the  tenth  postopera- 
tive day.  Obviously  there  had  been  no 
significant  rise  in  their  complications  but 
merely  a rise  in  a transient  and  mild  febrile 
state.  A similar  morbidity  was  noted  by 
Smith  and  Pratt,  ^ which  they  referred  to  as 
“physiological  morbidity.” 

All  morbidities  during  this  period,  includ- 
ing those  associated  with  complications,  were 
studied  further  and  related  to  the  type  of 
hysterectomy  performed,  the  performance  of 
incidental  appendectomies,  and  the  operat- 
ing surgeon  (Table  VI) . It  is  to  be  noted  that 


TABLE  VI.— Posthysterectomy  Morbidity  R.el.\ted  to  Procedure,  Incidental  Appendectomy, 

AND  Operating  Surgeon 


1955 . . 1956 . . 1957— . 1958 . 

Morbidity  Morbidity  Morbidity  Morbidity 

Num-  Per  Num-  Per  Num-  Per  Num-  Per 

Total  ber  Cent  Total  ber  Cent  Total  ber  Cent  Total  ber  Cent 


Procedure 


Total  abdominal 

126 

43 

34.1 

220 

95 

43.2 

200 

83 

41.5 

207 

82 

39.6 

Subtotal  abdominal 

23 

9 

.39.1 

23 

12 

52.2 

21 

8 

.38.1 

9 

3 

33.3 

Vaginal 

46 

17 

37.0 

65 

20 

30.8 

67 

30 

44.8 

90 

32 

35.5 

With  appendectomy 
Surgeon 

43 

15 

34.9 

71 

32 

45.1 

80 

35 

43.8 

70 

33 

47.1 

Gynecologist  (private) 

140 

34 

24.3 

226 

78 

34.5 

204 

76 

37.3 

227 

78 

34.4 

General  surgeon  (private) 

43 

26 

60.5 

51 

33 

64.7 

46 

21 

45.7 

43 

23 

53.5 

Gynecologist  (service) 

12 

6 

50.0 

31 

16 

51.6 

38 

19 

50.0 

36 

16 

44.4 
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TABLE  VII. — Therapy  and  Morbidity 
Variation 


Years 

Therapy 

Number 

of 

Cases 

Morbidity 

Variation 

(Per 

Cent) 

1935  to  1941 

No  specific 

252 

18.9  to 
37.5 

1942  to  1945 

Chemotherapy 

461 

11.3  to 
16.4 

1946  to  1954 

Antibiotic 
(first  phase) 

1,738 

6. 1 to 
12.8 

1955  to  1958 

Antibiotic 

(second 

phase) 

1,097 

35.5  to 
42.0 

the  approach,  whether  vaginal  or  abdominal, 
did  not  influence  morbidity.  This  observation 
has  been  discussed  by  others.  * Neither  was 
the  febrile  reaction  altered  significantly  by  the 
performance  of  the  incidental  appendectomy. 
The  morbidity  as  noted  in  the  table  was  con- 
sistently and  significantly  lower  in  those 
cases  operated  on  by  members  of  the 
gynecologic  staff.  The  average  percentage 
of  morbidity  during  this  period  for  the 
gynecologic  staff  was  32.6  per  cent.  For 
those  performed  by  general  surgeons  the 
average  morbidity  was  56.1  per  cent.  The 
ward  service  took  an  intermediary  position 
in  this  regard,  the  average  percentage  mor- 
bidity being  49  per  cent. 

Chemotherapy  was  first  employed  to  a 
considerable  degree  in  1942,  that  is,  in  31 
cases,  and  was  used  more  often  through 
1945.  In  1946  antibiotics  were  used  in  24 
cases,  and  their  use  increased  until  1954 
when  they  were  employed  in  almost  100  per 
cent  of  the  cases. 

Therefore  four  eras  can  be  made  out  and 
can  be  related  to  morbidity  (Table  VII). 
The  first  era  is  the  early  period,  with  no 
chemotherapy  or  antibiotics,  extending  from 
1935  through  1941,  when  the  percentage 
morbidity  varied  from  18.9  to  37.5  per  cent; 
the  second,  the  chemotherapy  period,  from 
1942  through  1945,  in  which  the  morbidity 
varied  from  11.3  to  16.4  per  cent;  the  first 
antibiotic  period,  from  1946  through  1954, 
in  which  the  morbidity  varied  from  6.1  to 
12.8  per  cent;  and  finally,  the  second  anti- 


biotic period,  from  1955  through  1958,  in 
which  the  morbidity  varied  from  35.4  to 
42  per  cent. 

There  were  20  deaths  in  3,548  hysterecto- 
mies, an  incidence  of  0.58  per  cent.  Six  pa- 
tients died  from  peritonitis,  4 from  paralytic 
ileus.  Pulmonary  embolism,  hemorrhage, 
cardiac  failure,  and  pneumonia  each  claimed 
2 patients.  One  patient  died  from  cerebral 
embolism  and  1 from  shock. 

Comment 

The  observation  that  in  recent  years  more 
women  over  fifty  have  had  hysterectomies 
reveals  that  the  surgeon  is  less  reluctant  to 
operate  on  the  older  woman  than  he  was 
in  the  past.  The  life  expectancy  has  im- 
proved steadily,  increasing  the  number  of 
elderly  women  who  eventually  acquire  an 
indication  for  hysterectomy.  Chemother- 
apy, antibiotics,  readily  available  blood,  and 
improved  technics  are  important  factors  in 
this  trend  to  exclude  age  as  a contraindica- 
tion for  this  operation. 

The  concept  of  early  ambulation,  which 
is  evident  in  the  latter  years  of  this  survey, 
has  reduced  the  length  of  hospital  stay. 

The  trend  toward  total  rather  than  sub- 
total hysterectomies  in  the  early  and  middle 
1940’s  parallels  the  gynecologic  thinking  of 
the  times.  In  this  report  the  change  was 
slightly  later  than  in  some  hospitals  and 
than  earlier  in  others. 

Vaginal  hysterectomies  have  been  per- 
formed in  some  considerable  numbers  only 
since  1944.  The  incidence  of  this  operation 
varies  in  different  parts  of  the  country.  Al- 
though it  may  seem  that  this  survey  would 
indicate  a reluctance  to  accept  the  enthu- 
siasm for  this  operation,  it  certainly  has 
gained  many  staunch  supporters  at  the 
present  time. 

The  reason  for  a slight  increase  in  the  num- 
ber of  complications  can  be  explained  par- 
tially by  the  fact  that  we  are  operating  on 
more  older  women  now  with  more  inherent 
medical  complications  than  before.  It  is 
interesting  to  note  that  in  very  recent  years 
there  has  been  an  increase  in  the  frequency  of 


4166 


New  York  State  J.  Med. 


SURVEY  OF  HYSTERECTOMIES 


venous  thrombosis.  However,  this  is  more 
apparent  than  real  because  the  complication  is 
looked  for  now  and  recorded  as  venous  throm- 
bosis regardless  of  the  mildness  and/or  very 
transient  nature  of  this  condition  in  many 
of  the  cases,  although  it  is  contended  that 
this  complication  would  have  been  searched 
for  in  the  past  as  it  is  today.  There  has 
been  a slight  increase  in  intraperitoneal  in- 
fections in  the  past  four  years.  The  increase 
of  morbidity  during  the  final  or  second  anti- 
biotic period  from  1955  through  1958  with- 
out a significant  rise  in  compUcations  has 
been  discussed. 

Summary 

1.  A twenty-four-year  survey  comprising 
3,548  hysterectomies  performed  in  a general 
hospital  is  presented. 

2.  The  most  common  indication  was 
fibroid  uterus.  Pelvic  relaxation,  most  often 
prolapse,  is  assuming  a greater  importance 
as  an  indication  for  hysterectomy. 

3.  The  great  majority  of  the  hysterec- 
tomies were  performed  on  women  between 


the  ages  of  forty  and  fifty. 

4.  Since  1947  early  ambulation  has 
shortened  hospital  stay  materially. 

5.  Total  hysterectomy  is  the  operation 
of  choice  and  has  been  the  most  frequent 
procedure  employed  since  1951. 

6.  The  increased  morbidity  rate  during 
the  past  four  years  has  been  analyzed. 

7.  After  the  first  seven  years  of  this  re- 
port, complications  remained  below  13  per 
cent.  There  were  20  deaths,  an  incidence 
of  0.58  per  cent. 
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ANNOUNCEMENT 

Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  re- 
printed in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal, 
750  Third  Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per 
pamphlet  to  cover  costs. 
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Introduction 

Samuel  M.  Peck,  M.D.:  I am  sure  you 
will  pardon  me  if  I make  some  introductory 
remarks.  I am  assuming  that  you  are  in 
the  same  position  I was  when  I first  became 
involved  in  this  problem.  I was  quite  ignor- 
ant about  some  of  the  terms  used,  and  while 
you’ll  hear  these  terms  used  quite  freely  by 
some  of  our  distinguished  scientists,  those 
of  us  who  classify  ourselves  as  practitioners 
may  not  be  acquainted  with  them. 

The  staphylococcus  is  considered  by  many 
to  be  a member  of  both  the  resident  and 
transient  flora  found  on  the  skin.  In  other 
words,  if  you  did  routine  cultures  on  your 

* By  invitation. 

Presented  at  the  154th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  Section  on  Dermatology  and  Syphilology, 
May  10,  1960. 


skin,  you  might  find  a staphylococcus  in 
perhaps  one  out  of  three  specimens.  And 
therefore,  there  was  quite  a to-do  when  this 
question  of  staphylococcal  resistance  arose 
as  to  how  we  can  differentiate — or  must  we 
differentiate? — the  true  pathogenic  staphy- 
lococcus from  one  that  isn’t.  More  than 
thirty  years  ago,  a distinguished  bacteriol- 
ogist found  that  certain  strains  of  staphy- 
locci  coagulate  plasma,  and  so  you  will  hear 
the  term  “coagulase  positive”  used  in  re- 
ports from  the  laboratories. 

Since  this  particular  strain  of  staphy- 
loccus  produces  a toxin  that  will  coagulate 
plasma,  many  bacteriologists  seem  to  thmk 
that  they  can  distinguish  pathogenic  from 
nonpathogenic  strains  by  assuming  that 
only  the  coagulase-positive  ones  are  patho- 
genic. 
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I do  not  believe  that  such  an  assumption 
can  be  taken  strictly,  and  the  last  word 
about  this  basis  for  classification  has  not  been 
said.  We  will  hear  reports  at  this  meeting 
about  epidemics  of  resistant  staphylococcus 
which  seem  to  be  problems  in  one  hospital 
and  not  in  another.  To  clarify  this  problem, 
the  bacteriologists  have  attempted  to  dif- 
ferentiate one  species  of  staphylococcus  from 
another,  and  so  you  will  hear  terms  used 
such  as  phage  testing.  This  entails  a very 
difficult  procedure  which  is  still  contro- 
versial. 

Both  coagulase  and  phage  testing  are 
real  laboratory  procedures,  but  they  are 
not  methods  that  the  ordinary  practicing 
physician  can  use.  In  addition,  they  are 
time-consuming,  which  presents  another 
problem  in  office  practice. 

We  have  present  a distinguished  panel, 
and  therefore,  I thought  that  perhaps  they 
would  bring  up  the  following  points  in  the 
program.  Is  the  problem  of  the  resistant 
staphylococcus  particular  or  peculiar  to  the 
hospital?  Clarence  S.  Livingood,  M.D., 
has  concentrated  on  this  problem  as  it  is 
encountered  in  the  outpatient  department. 
I would  think  the  outpatient  department  in 
a hospital  would  have  the  same  types  of 
problems  as  far  as  infections  are  concerned 
as  the  practicing  physician. 

We  do  know  this  much.  Originally,  it 
was  a hospital  problem,  but  from  the  litera- 
ture I gather  it  is  not  only  a hospital  problem 
any  more.  We  are  meeting  the  resistant 
staphylococcus  every  day  in  our  practices  in 
a major  sense. 

Question  number  two  which  I hope  the 
panel  will  answer:  Does  resistant  mean  an 
increase  in  virulence?  I hope  that  we  shall 
take  that  up  in  our  discussion. 

Question  number  three:  Do  the  patients 
or  the  doctors,  or  the  nursing  personnel 
who  are  in  contact  with  the  resistant  staph- 
ylococcus become  carriers,  and  must  they 
be  particularly  careful  in  the  future?  How 
can  we  determine  whether  or  not  they  are 
carriers?  I hope  somebody  will  bring  this 
point  up  when  we  discuss  not  only  cultures 


from  the  lesion  but  also,  for  instance,  from 
foci  such  as  the  nose  and  feces  in  chronic 
furunculosis. 

Some  other  questions  that  occurred  to 
me  when  I read  the  titles  and  the  summaries 
of  the  presentations  by  these  distinguished 
speakers  were  as  follows:  Do  our  antibiotics 
become  obsolescent?  Can  we  say  that  soon 
after  an  antibiotic  is  introduced,  depending 
on  how  frequently  it  is  used,  that  it  has  be- 
come obsolete  because  too  many  organisms 
are  becoming  resistant? 

Ordinarily,  when  we  use  the  term  “resist- 
ant staphylococcus,”  we  mean  penicillin- 
resistant,  because  we  test  one  antibiotic 
against  another,  and  penicillin  is  always  in- 
cluded in  the  test  series.  Is  this  question 
of  penicillin  resistance  really  a question  of 
concentration  of  exposure?  This  is  an  im- 
portant consideration  because  with  griseo- 
fulvin  you  cannot  state  that  an  individual 
does  not  respond  until  adequate  dosage  has 
been  given. 

The  next  question  I hope  we  can  answer. 
Can  we  rely  on  statistical  data,  either  from 
the  hospital  studies  or  those  which  I shall 
present  from  my  office  practice,  when  we 
choose  antibiotics?  The  dermatologist  at 
times  has  an  additional  problem  of  which  the 
internist  should  be  just  as  cognizant.  In 
our  choice  of  antibiotics  we  must  consider 
not  only  the  bacterial  sensitivity,  but  also 
the  problem  of  possible  patient  allergy  or 
reaction  to  that  particular  antibiotic.  As 
matters  stand  today,  I think  most  of  us  hesi- 
tate to  use  pencillin  as  the  antibiotic  of  choice 
because  of  the  frequency  with  which  the  der- 
matologist encounters  penicillin  sensitivity. 
For  myself,  I do  not  dare  to  administer  this 
drug  without  a careful  history  from  the 
patient  of  previous  penicillin  injections 
and  possible  reactions  and,  in  addition, 
actual  tests  for  penicilhn  allergy.  There- 
fore, if  we  can  learn  from  statistics  just 
which  antibiotic  will  give  us  the  least  pos- 
sibility of  resistance  and  the  smallest  prob- 
ability of  both  toxic  and  allergic  reactions, 
then  we  shall  really  have  gained  a great  deal 
from  this  panel. 
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The  final  question  with  which  my  pres- 
entation is  particularly  concerned  is  the 
following:  Since  we  cannot  in  routine  office 
practice  at  any  rate,  use  a procedure  such 
as  coagulase  testing  or  other  types  of  enzyme 
studies,  such  as  phage  typing,  can  we  rely  on 
the  disk  method  (which  I have  used  rou- 
tinely)? While  I usually  send  my  cultures 
to  a laboratory  for  sensitivity  studies, 
even  with  the  disk  method,  there  has  re- 
cently been  introduced  a disk  method  of 
testing  which  lends  itself  to  office  procedure 
m an  emergency.  While  this  has  a certain 
number  of  drawbacks,  it  certainly  saves 
time  when  we  are  dealing  with  emergency 
problems. 

Each  of  the  gentlemen  on  the  panel  will 
give  his  presentation,  including  myself,  and 
then  we  can  have  the  general  discussion 
with  questions  from  the  floor.  Dr.  Livingood 
will  be  the  first  speaker. 

Problems  Encountered  in  the  Hospital 
from  the  Standpoint  of  the 
Derma  tologis  t 

Clarence  S.  Livingood,  M.D.;  It  is 
true  that  w^e  have  been  interested  in  out- 
patient experience  in  regard  to  this  problem, 
but  we  have  been  equally  interested  in  the 
problem  as  it  affects  hospitalized  patients, 
because  for  one  thing  we  have  a relatively 
large  inpatient  dermatologic  service  at  the 
Henry  Ford  Hospital.  At  this  point  it  is 
in  order  to  note  that  when  one  discusses 
antibiotic-resistant  staphylococcal  infections 
of  the  skin,  it  is  essential  to  differentiate 
between  inpatient  and  outpatient  experience 
because  the  problem  is  not  the  same  in  the 
two  groups  of  patients.  Most  of  my  com- 
ments at  this  time  will  pertain  to  inpatients. 
Because  of  time  limitations  it  will  be  pos- 
sible to  consider  only  a few  aspects  of  the 
data  which  we  have  accumulated  during 
the  past  five  years. 

Inpatient  Experience. — First  of  all, 
it  is  pertinent  to  emphasize  that  in  regard 
to  infections  due  to  antibiotic-resistant 
staphylococci,  there  may  be  a difference  in 
experience  not  only  in  various  sections  of  the 


country  but  also  in  various  types  of  institu- 
tions. For  example,  all  other  factors  being 
equal,  the  opportunity  for  cross-infection 
is  apt  to  be  greater  in  the  large  dermatology 
wards  of  a charity  city  hospital,  such  as 
Bellevue  Hospital,  than  at  a private  institu- 
tion, such  as  Henry  Ford  Hospital,  where 
patients  with  skin  diseases  are  not  segre- 
gated and,  indeed,  for  the  most  part  occupy 
private  rooms  or  semiprivate  rooms  with 
two  beds. 

One  of  the  studies  which  we  have  ‘done 
during  the  past  year  was  to  culture  the  skin 
lesions  and  the  nares  of  150  consecutive 
patients  admitted  to  the  inpatient  derma- 
tology service.  These  cultures  were  done  at 
the  time  of  admission  and  repeated  at  in- 
tervals during  the  period  of  hospitalization. 

The  diagnoses  of  these  patients  included 
eczematous  dermatitis,  stasis  ulcers,  atopic 
dermatitis,  psoriasis,  bullous  eruptions,  and 
exfoliative  dermatitis.  The  hospital  stay 
of  those  people  varied  from  five  to  as  long 
as  fifty  days. 

There  is  not  time  to  discuss  the  numerous 
ramifications  of  this  study,  but  I will  at- 
tempt to  summarize  certain  aspects  which 
seem  important.  In  round  numbers,  about 
10  per  cent  of  these  patients  had  a signif- 
icant change  in  their  subsequent  cultures 
as  compared  with  the  initial  culture.  For 
example,  4 patients,  who  on  initial  cultural 
examination  had  normal  flora,  that  is, 
coagulase-negative  staphylococcus  or  some 
other  organism  classified  as  part  of  the  normal 
flora,  subsequently  had  coagulase-positive 
staphylococcus  resistant  to  penicillin.  In 
another  patient  the  intial  culture  was  coagu- 
lase-positive staphylococcus,  phage  type 
44A,  which  was  susceptible  to  all  the  anti- 
biotics tested;  subsequently,  coagulase- 
positive  staphylococcus,  phage  type  80/81, 
resistant  to  streptomycin,  penicillin,  and 
tetracycline,  was  isolated  from  the  skin 
lesions. 

In  8 of  the  16  patients  who  had  this  change 
of  bacterial  flora  subsequent  to  hospitaliza- 
tion, there  was  an  emergence  of  a tetra- 
cycline-resistant organism,  and  in  3 cases 
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the  phage  type  was  80/81.  Furunculosis 
developed  as  a complication  in  2 of  the  3 
patients  in  whom  there  was  emergence  of 
the  phage  type  80/81  strain  of  staphylo- 
coccus. 

Conclusions. — The  conclusions  which 
have  evolved  from  this  study  and  from  other 
correlated  clinical  and  laboratory  investiga- 
tions which  my  associates  and  I have  done 
at  the  Henry  Ford  Hospital  during  the  past 
five  years  are  as  follows: 

1.  Perhaps  the  most  dangerous  person 
with  a cutaneous  lesion  of  any  kind  to  be 
admitted  to  the  hospital  is  a person  with 
furunculosis,  because  he  is  almost  certain, 
in  our  experience  at  least,  to  have  phage 
type  80/81  as  the  causative  organism,  and 
usually  the  organism  is  resistant  not  only  to 
penicillin  but  also  to  tetracycline,  occa- 
sionally to  erythromycin,  and  infrequently 
to  chloramphenicol  (Chloromycetin).  These 
patients  should  not  be  admitted  to  the  hos- 
pital unless  it  is  absolutely  necessary.  If 
they  are  admitted,  it  is  essential  that  they 
be  assigned  to  an  isolation  ward  or  to  a pri- 
vate room  with  the  usual  isolation  pro- 
cedures. 

2.  Physicians  and  other  hospital  per- 
sonnel with  furunculosis,  even  if  the  lesions 
are  tiny  and  on  a covered  site,  such  as  the 
buttock,  are  very  apt  to  transmit  the  in- 
fection to  hospitahzed  patients.  One  of  the 
most  important  steps  in  attempting  to 
control  cross-infections  due  to  staphylococci 
in  a hospital  is  to  emphasize  this  fact  and 
institute  measures  to  prevent  any  contact 
of  infected  persons  with  patients;  this  is 
much  easier  said  than  done. 

3.  Patients  with  generalized  bullous  and/ 
or  vesicular  eruptions  who  are  hospitalized 
for  treatment  are  more  susceptible  to  anti- 
biotic-resistant staphylococcal  infection 
than  are  patients  with  other  dermatoses. 
Our  experience  in  this  regard  indicates  that 
such  a patient  has  at  least  one  chance  in 
four  of  acquiring  a staphylococcal  infection 
during  hospitalization,  usually  furunculosis, 
if  he  or  she  is  not  isolated  in  a private  room 
with  special  precautions  to  prevent  cross- 


infection. 

4.  In  our  experience  during  the  last  two 
years,  subsequent  to  hospitalization  the 
skin  lesions  of  approximately  10  to  15  per 
cent  of  our  patients  were  colonized  with  a 
strain  of  staphylococcus  of  different  phage 
type  and/or  antibiogram  than  the  strain 
which  was  isolated  from  the  same  sites  on 
admission  to  the  hospital.  However,  except 
for  the  patients  with  generalized  bullous 
or  vesicular  eruptions  discussed  previously, 
usually  this  colonization  of  the  skin  lesions 
with  antibiotic-resistant  strains  of  staphy- 
lococci is  not  accompanied  by  the  develop- 
ment of  a clinical  infection.  Thus  far,  not 
more  than  2 per  cent  of  our  patients  with 
atopic  dermatitis,  other  types  of  eczematous 
dermatitis,  psoriasis,  contact  dermatitis, 
stasis  ulcers,  and  other  nonbullous  eruptions 
have  contracted  a comphcating  staphy- 
lococcal infection  during  hospitahzation. 
It  is  emphasized  again  that  almost  aU  of 
our  patients  are  either  in  private  rooms  or 
semiprivate  rooms  with  two  beds.  This 
complication,  when  it  occurs,  is  usually  fu- 
runculosis, and  in  only  2 patients  during 
the  past  three  years  has  the  course  of  the 
infection  been  protracted. 

5.  Antibiotics  should  not  be  used  pro- 
phylactically  in  an  attempt  to  prevent  infec- 
tion in  hospitalized  patients  who  have  skin 
lesions  or  in  patients  who  are  on  prolonged 
corticosteroid  therapy.  Indeed,  the  systemic 
administration  of  antibiotics  under  these 
circumstances  results  in  a higher  incidence  of 
acquired  antibiotic-resistant  staphylocccal 
infections.  The  important  point  is  to  be 
very  meticulous  in  observing  sterile  tech- 
nics in  the  care  of  patients.  It  is  necessary  to 
develop  the  habit  of  not  touching  the  lesions 
on  the  patients  in  daily  rounds.  As  has 
been  noted,  the  isolation  of  patients  with 
furunculosis  and  generalized  bullous  erup- 
tions and  also  those  patients  with  skin  le- 
sions which  are  colonized  or  infected  with 
antibiotic-resistant  staphylococci  is  most 
important  in  reducing  the  incidence  of  cross- 
infection in  hospitals.  Furthermore,  do  not 
do  minor  elective  surgical  procedures  on 
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hospitalized  dermatologic  patients  unless 
this  is  absolutely  necessary  because  the 
risk  of  a wound  infection  is  much  greater 
than  it  is  in  outpatients. 

Finally,  it  is  in  order  to  make  a few  com- 
ments about  the  phage  types  of  staphy- 
lococci which  were  isolated  in  these  150 
patients.  Our  experience  thus  far  is  too 
small  to  make  any  attempt  to  correlate  the 
phage  types  with  different  types  of  clinical 
infections  except  that  usually,  phage  type 
80/81  was  isolated  in  patients  with  fu- 
runculosis. Also  in  the  majority  of  cases, 
when  coagulase-positive  staphylococcus  was 
isolated  from  both  the  skin  lesion  and  the 
nares,  usually  the  strains  were  of  the  same 
phage  type.  In  particular,  this  was  true 
when  the  patient  had  a clinical  infection, 
especially  furunculosis.  In  most  cases, 
when  there  was  a change  in  phage  type  in 
the  skin  lesion  subsequent  to  hospitaliza- 
tion, then  there  was  also  the  same  change  of 
phage  type  in  the  nares. 

Dr.  Peck:  Dr.  Livingood  has  cleared  up 
a number  of  the  points  I raised,  and  I’m 
sure  that  in  our  sub.sequent  discussion,  they 
will  be  further  clarified.  We  will  now  have 
Richard  C.  Gibbs,  M.D.,  give  his  findings. 

Incidence  of  Staphylococcal  Infections 
in  the  Dermatologic  Service 
of  Bellevue  Hospital 

Richard  C.  Gibbs,  M.D.:  At  Bellevue 
Hospital  we  did  an  intensive  study  to  deter- 
mine the  incidence  of  staphylococcal  in- 
fections. Most  of  the  data  that  will  be 
presented  in  this  paper  are  based  on  that 
study  and  have  been  published. 

First  of  all,  I want  to  thank  Marion  Sulz- 
berger, M.D.,  Morris  Leider,  M.D.,  and 
Laszlo  Biro,  M.D.,  for  help  in  the  study. 
We  investigated  all  the  patients  who  were 
admitted  to  the  service  of  dermatology  at 
Bellevue  Hospital  during  a nine-month 
period  extending  from  July  1,  1958,  to  March 
31,  1959,  in  an  attempt  to  determine  the 
incidence  of  staphylococcal  infection  occur- 
ring in  these  patients  when  various  forms 
of  systemic  therapy,  namely,  the  adreno- 


corticoids  or  the  antibiotics  or  a combina- 
tion of  both,  were  administered. 

Method. — We  divided  our  306  patients 
into  four  groups  according  to  the  treatment 
that  each  patient  received.  The  patients 
in  Group  1 received  no  systemic  therapy, 
and  only  topical  therapy  was  applied.  The 
most  frequently  diagnosed  dermatoses  in 
this  group  were  stasis  dermatitis,  contact 
dermatitis,  mild  cases  of  psoriasis,  and 
similarly  banal  conditions.  The  patients 
in  Group  2 received  only  antibiotics  sys- 
temically.  These  patients  were  most  likely 
to  have  syphilis,  superficial  pyodermas,  and 
stasis  dermatitis  of  the  legs. 

The  patients  comprising  Group  3 received 
the  adrenocorticoids  for  their  cutaneous 
diseases.  These  patients  were  most  likely 
to  have  atopic  dermatitis,  erythrodermas, 
pemphigus  vulgaris,  or  psoriasis.  About 
10  per  cent  of  these  patients  had  pemphigus 
vulgaris. 

We  now  come  to  the  important  group — 
the  patients  in  Group  4.  The  patients  in 
Group  4 received  the  adrenocorticoids  and 
concomitantly  administered  prophylactic 
antibiotics. 

The  antibiotics  employed  were  the  tetra- 
cyclines or  eiythromycin.  The  patients  in 
this  group  had  either  psoriasis  or  a bullous 
eruption,  such  as  pemphigus,  erythema 
multiforme,  or  pemphigoid. 

Generally,  the  dermatoses  in  this  latter 
group  were  similar  to  those  in  Group  3. 
They  were  not  necessarily  more  severe  than 
those  in  Group  3,  and  generally  the  only 
reason  that  the  prophylactic  antibiotics 
were  added  was  that  it  was  the  policy  of  some 
of  the  residents  and  staff  members  to  employ 
prophylactic  antibiotics  routinely  whenever 
the  adrenocorticoids  were  administered. 

However,  other  residents  and  staff  mem- 
bers rarely  prescribed  these  agents  unless 
a definite  infection  occurred,  and  then  a 
specific  bacterial  identification  was  made 
before  the  antibiotics  were  employed.  It 
was  because  of  these  two  opposing  attitudes 
that  we  were  able  to  compare  the  results  of 
treatment  in  a fairly  objective  manner. 
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TABLE  I. — Study  Results 


Treatment  Group 

Num- 
ber of 
Patients 

' — Infections^ 
Num-  Per 
ber  Cent 

1 — Neither  the  adreno- 
corticoids nor  anti- 
biotics administered 

192 

5 

2.6 

2 — Antibiotics  only 

41 

3 

7.3 

3 — Adrenocorticoids 
only 

42 

5 

11.9 

4 — Adrenocorticoids 
and  concomitantly 
administered  pro- 
phylactic antibi- 
otics 

31 

14 

45.1 

Table  I gives  the  results  of  our  study. 

Findings. — The  most  important  finding 
in  the  entire  study  was  that  of  45.1  per  cent, 
the  percentage  of  infections  occurring  in 
patients  who  received  adrenocorticoids  and 
prophylactic  antibiotics  concomitantly. 
Therefore,  almost  every  other  patient  who 
received  antibiotics  prophylactically  and 
who  was  concomitantly  receiving  the  adreno- 
corticoids developed  some  form  of  staphylo- 
coccal infection. 

Naturally,  the  first  question  that  arises  in 
one’s  mind  is  the  following:  What  was  the 
cause  of  this  increased  infectiousness?  Was 
it  the  synergistic  effect  of  the  combination 
of  medicaments,  or  was  it,  in  reality,  that 
the  patients  in  Group  4 were  sicker  to  begin 
with,  older  and  more  debilitated,  and  hos- 
pitalized for  longer  periods  of  time  than  the 
patients  in  the  other  groups? 

To  answer  these  questions,  we  investi- 
gated each  treatment  group  from  the  fol- 
lowing points  of  view:  the  average  age  of 
the  patients  in  the  group,  the  most  fre- 
(juently  diagnosed  cutaneous  disorder  for 
the  patients  in  the  group,  the  preponderant 
sex  in  each  group,  the  average  duration  of 
hospitalization  of  the  patients  in  the  group, 
and  last  the  dose  of  the  adrenocorticoids 
administered. 

We  then  compared  the  results  we  obtained 
for  each  treatment  group  with  similar 
characteristics  in  the  other  groups.  We 
found  only  two  points  of  appreciable  dif- 
ference between  the  patients  comprising 


the  four  groups  in  all  spheres  of  investiga- 
tion. 

First  of  all,  the  patients  comprising  Group 
4 were  somewhat  older  than  the  patients 
in  some  of  the  other  groups,  but  they  were 
not  remarkably  older  than  the  average  for 
all  groups.  Moreover,  and  this  is  important, 
if  the  incidence  rates  of  staphylococcal  in- 
fection were  calculated  by  ten-year  age 
ranges,  it  was  found  that  the  patients  in 
Group  4 tended  to  have  above-average 
rates  of  infection  no  matter  which  age  range 
was  chosen. 

However,  it  was  undeniable  that  the  older 
patients  were,  in  general,  more  likely  to 
become  infected. 

The  second  point  was  that  as  far  as  diag- 
no.sis  was  concerned,  when  the  incidence  of 
infection  was  calculated  by  diagnosis  for  all 
four  treatment  groups,  again  the  patients 
in  Group  4 were  shown  to  have  been  more 
liable  to  become  infected.  In  fact,  in  about 
half  the  skin  diseases  included  in  our  study, 
the  percentage  of  staphylococcal  infections 
occurring  in  patients  with  that  disease  in 
Group  4 was  higher  than  the  percentage  of 
staphylococcal  infections  occurring  in  the 
total  number  of  patients  with  that  par- 
ticular skin  disease. 

SuMM.\RY.— In  our  study  of  306  patients, 
the  prophylactic  administration  of  anti- 
biotics in  patients  receiving  oral  adrenocor- 
ticoids seemed  to  predispose  to  staphylo- 
coccal infection  rather  than  to  prevent  it. 
However,  by  and  of  themselves,  the  adreno- 
corticoids seem  to  be  associated  with  a 
somewhat  higher  incidence  of  staphylo- 
coccal infection  when  they  were  admin- 
istered to  hospitalized  patients  with  a wide 
range  of  cutaneous  disorders. 

Dr.  Peck:  Most  interesting,  but  again  it 
raises  many,  many  questions  which  perhaps 
we  can  answer  and  perhaps  not.  Now, 
Laszlo  Biro,  M.D.,  will  continue  the  dis- 
cussion with  his  report.  After  all  of  these 
reports  are  given,  please  submit  your  ques- 
tions to  me  and  we  can  discuss  them,  I 
hope  at  length,  because  there  will  be  time 
left  over. 
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Observations  on  the  Bacteriology  of  an 
Outbreak  of  Staphylococcal  Disease 
on  a Dermatologic  Service 

Laszlo  Biro,  M.D.:  My  short  presenta- 
tion is  based  on  extensive  clinical,  bacterio- 
logic,  and  epidemiologic  studies  which  were 
carried  out  in  the  dermatologic  wards  of 
Bellevue  Hospital  in  1959.  This  work  was 
done  in  collaboration  with  the  Bureau  of 
Laboratories,  City  of  New  York  Depart- 
ment of  Health.  A joint  paper  has  been 
submitted  for  publication.  I would  like  to 
express  our  thanks  to  Marion  B.  Sulzberger, 
M.D.,  who  was  both  encouraging  and 
helpful  in  this  project.  Coauthors  of  the  sub- 
mitted papers  were  Leon  Buchbinder,  Ph.D., 
Mr.  Sidney  Goldberg,  Ottavio  Pellitteri, 
M.D.,  and  Richard  C.  Gibbs,  M.D. 

Material  and  Method. — During  a 
period  of  ten  weeks,  cultures  were  taken 
every  two  weeks  from  lesions  and  nasal 
mucosa  of  100  patients  and  from  the  nasal 
mucosa  alone  of  98  members  of  the  staff. 
Various  hospital  objects  were  also  cultured 
in  the  hope  of  ascertaining  the  mode  of 
spread  of  staphylococci.  About  800  cul- 
tures were  taken  from  patients,  personnel, 
and  hospital  objects.  All  staphylococci  were 
phage  typed. 

Results. — I shall  give  very  briefly  our 
findings.  There  was  a staphylococcus 
phage  type  80/81  outbreak  involving  prin- 
cipally two  wards  of  the  dermatologic 
service.  It  is  believed  that  the  responsible 
factors  for  the  spread  of  the  strain  of  staphy- 
lococcus phage  type  80/81  were  any  patient 
with  staphylococcal  disease  caused  by  this 
strain  and  also  hospital  objects  that  were  in 
close  contact  with  such  patients,  including 
blankets,  sheets,  and  occasionally  oint- 
ments, bathtubs,  and  toilet  seats. 

Personnel  in  general,  even  those  with 


TABLE  II. — Role  of  Phage  Type  of  Staphylo- 
coccus Aureus  and  Previous  Systemic  Treat- 
ment ON  Development  of  Staphylococcal 
Disease 


Condition  of 
Persons  Studied 

Number 
of  Hos- 
pital 
Patients 

Number 
of  Hos- 
pital Per- 
sonnel 

Carrying  Staph,  aureus 
other  than  phage  type 
80/81 

39 

38 

Developing  staphylo- 
coccal disease  other 
than  80/81 

1 

1 

Carrying  Staph,  aureus 
phage  type  80/81 

12 

4 

Developing  staphylo- 
coccal disease  type 
80/81 

10 

0 

Treated  previously  wdth 
steroids 

39 

0 

Totals 

39 

79 

positive  cultures,  did  not  seem  to  play  a 
role  in  spreading  staphylococcus  phage 
type  80/81.  The  most  fascinating  and  puzzl- 
ing problem  that  we  faced  during  this  study 
was  why  some  persons  developed  clinical 
disease  and  others  did  not.  Although  the 
problem  cannot  be  answered  by  the  data 
shown  in  Table  II,  the  figures  give  some  hint 
regarding  the  role  of  the  two  factors  we  con- 
sidered most  important,  namely,  prior  sys- 
temic treatment  and  phage  type  of  the  in- 
vading staphylococci. 

Only  39  patients  are  included  in  Table  II 
out  of  the  100  that  I mentioned  previously 
because  these  39  patients  met  two  criteria. 
First,  their  hospital  stay  was  confined  to 
one  of  the  wards  that  was  heavily  infected 
with  staphylococcus  phage  type  80/81  as 
well  as  with  other  strains,  and  second,  all 
these  patients  had  had  nasal  cultures  taken 
at  least  twice  during  their  hospital  stay. 

Now,  as  you  will  see,  all  39  patients  picked 
up  and  carried  staphylococcus  of  some  phage 
type  other  than  80/81,  but  only  12  of  these 
39  picked  up  staphylococcus  phage  type 
80/81.  All  12  patients  carried  a staphy- 
lococcus phage  type  group  1,  2,  or  3 at  one 
time,  lost  these  strains  later,  and  picked  up 
a staphylococcus  phage  type  80/81. 

It  is  striking  to  note  that  out  of  the  12, 
there  were  10  who  subsequently  developed 
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staphylococcal  disease,  and  there  is  only  1 
out  of  the  total  39  patients  observed  who 
developed  staphylococcal  disease  due  to  a 
phage-type  strain  other  than  80/81 . All  the 
11  patients  who  developed  staphylococcal 
disease  had  been  treated  previously  with 
either  steroid  or  prophylactic  antibiotics  or 
they  had  received  antibiotics  for  some  other 
disease  like  syphilis.  Out  of  the  12  80/81 
carriers,  10  developed  staphylococcal  dis- 
ease, and  2 did  not.  These  latter  2 patients 
carried  the  80/81  once  and  had  never  been 
previously  systemically  treated  with  steroid 
j and/or  antibiotics. 

In  Table  II  79  hospital  personnel  are 
included.  Only  38,  about  half,  picked  up 
staphylococcus,  and  1 of  them  developed 
a mild  furuncle.  Four  out  of  the  79  picked 
up  staphylococcus  80/81,  carried  the  strain, 

1 but  did  not  develop  any  clinical  symptoms 
I of  staphylococcal  disease.  I may  add  that 
! all  these  79  staff  members  also  were  cultured 
at  least  twice,  some  of  them  on  five  or  six 
subsequent  occasions. 

The  observation  was  made  that  staphy- 
lococcal disease  was  usually  the  end  result 
of  an  interplay  between  a selected  staph- 
ylococcus phage  type  80/81  and  the  sus- 
ceptible host.  However,  there  were  several 
patients  whose  clinical  course  was  in  sharp 
contradiction  to  this  rule.  A patient  with 
Hansen’s  disease  on  long-term  steroid  treat- 
ment in  the  next  bed  to  a patient  with  severe 
staphylococcal  80/81  furunculosis  never 
picked  up  this  strain.  Several  patients, 
some  of  them  bedridden,  who  stayed  for 
many  months  on  the  wards  which  were 
heavily  infected  with  staphylococcus  80/81 
never  became  nasal  carriers  of  this  strain. 
We  are  unable  to  offer  any  reasonable  ex- 
planation for  this  phenomenon. 

SuMM.\RY. — I may  say  that  we  observed 
some  important  characteristics  of  the  mode 
of  spread  of  a staphylococcal  outbreak 
occurring  in  a dermatologic  service.  There 
was  definite  evidence  of  the  increased  patho- 
genicity in  the  epidemiologic  sense  of  staph- 
ylococcus phage  type  80/81.  Prior  treat- 
ment with  steroids  and/or  antibiotics  had 


an  enhancing  effect  on  the  development  of 
staphylococcal  disease. 

Dr.  Peck:  And  I would  say,  apropos  of 
the  doctor’s  paper,  that  there  are  reports 
in  the  literature  which  state  that  even  when  a 
transient  staphylococcus  which  is  responsible 
for  epidemics  or  is  an  antibiotic-resistant  type 
lands  on  the  skin  of  a person  in  contact,  such 
as  a nurse,  but  in  whom  the  skin’s  defenses  are 
intact,  in  such  instances  you  can  show  that 
the  individual  does  not  continue  as  an  active 
carrier  since  the  organism  disappears  very 
quickly.  The  only  danger,  as  Dr.  Livin- 
good  pomted  out,  occurs  if  you  have  a skin 
defect,  especially  an  open  lesion  hke  a 
bullous  lesion  or  a vesicle. 

Our  next  speaker,  Leon  Buchbinder, 
Ph.D.,  will  tell  us  how  the  Health  Depart- 
ment can  help  us  in  solving  some  of  our 
problems  with  resistant  organisms. 

Health  Agency  Assistance  in  the 
Control  of  Staphylococcal  Disease 
on  Dermatologic  Services 

Leon  Buchbinder,  Ph.D.:  The  problems 
on  the  dermatologic  service  do  not  differ  in 
essence  from  those  in  all  the  other  parts  of 
the  hospital,  and  the  reaction  of  the  service 
to  the  presence  of  infection  should  not  be  any 
different. 

Self  Help. — Before  I speak  about  what 
the  Department  of  Health  can  do,  I would 
like  to  say  a few  words  about  self  help — 
what  you  on  a dermatologic  service  can  do. 
It  seems  to  me  that  that  is  really  more  im- 
portant than  what  the  health  department 
can  do,  although  that  too  as  you  have 
heard,  can  be  of  direct  service. 

It  is  most  important  that  your  committee 
on  hospital  infection  control  be  active.  It 
would  be  very  difficult  for  any  service  by 
itself  to  run  a good  staphylococcus  disease 
prevention  program  without  an  active 
committee  on  infection  for  consultation  and 
support.  If  your  committee  is  active,  you 
should  keep  an  accurate  record  of  all  staphy- 
lococcus disease  that  occurs,  not  only  the 
most  severe  but  also  the  relatively  benign 


December  15,  1961 


4175 


SYMPOSIUM  AND  PANEL  DISCUSSION 


cases.  It  is  fortunate  when  the  disease 
is  benign,  but  it  does  mean  that  there  is  a 
spread  of  infection,  and  you  should  know 
about  it. 

When  such  a census  is  kept,  a base  hne  of 
what  is  to  be  expected  on  your  service  will 
be  obtained.  There  are  no  generally  ac- 
cepted base  lines.  We  cannot  say  today  that 
a dermatologic  service  on  an  open  ward 
should  have  no  more  than  X number  of  cases 
per  week  or  month.  Information  is  not  avail- 
able. You  will  have  to  determine  your  own 
base  line. 

The  cultures  of  staphylococci  that  are 
isolated  should  be  saved.  If  you  do  not 
save  them  and  something  does  occur  which 
is  out  of  the  ordinary,  you  have  no  material 
with  which  to  do  a proper  epidemiologic  and 
bacteriologic  study.  Cultures  should  be 
coagulase-tested,  and  all  positive  ones  should 
be  saved,  I would  say  arbitrarily,  for  about 
a month.  Each  week  you  may  discard  the 
cultures  of  the  fourth  previous  week. 

We  have  found,  to  our  regret,  that  most 
hospital  laboratories  do  not  save  such  cul- 
tures. We  have  to  start  from  scratch  and  get 
very  httle  if  any  past  bacteriologic  history 
when  we  investigate  an  outbreak.  When 
an  outbreak  occurs,  such  saved  cultures, 
as  well  as  the  current  ones,  can  be  phage 
typed.  I would  say  this  about  phage  typing 
itself.  It  is  a difficult  procedure.  It  is 
quite  complicated.  Most  small  hospitals 
cannot  perform  this  test.  Some  large  hos- 
pitals might  want  to  do  it,  and  some  are 
doing  it  here  in  the  city  on  a research  or 
investigative  basis.  But  in  most  cases 
you  will  have  to  rely  on  your  health  de- 
partment for  phage  typing,  either  the  City 
of  New  York  Department  of  Health  or  the 
State  Department  of  Health  in  the  remainder 
of  New  York  State. 

Health  Department  Services. — Now, 
how  can  the  health  departments  help? 
Well,  from  a preventive  point  of  view,  I 
think  the  greatest  help  can  be  rendered  in  a 
consultant  capacity  and  in  encouraging 
the  infection  control  committee  to  function. 
There  are  various  parts  of  the  health  depart- 


ment that  can  be  of  assistance.  The  pre- 
ventable disease  service,  that  is,  the  epidem- 
iology branch,  can  be  of  paramount  im- 
portance. The  nursing  service  can  help  in 
relating  nursing  practices  to  infection. 
There  is  one  part  of  the  health  department 
which  should  play  a prominent  part  in 
studies  of  these  outbreaks,  the  Bureau  of 
Environmental  Sanitation.  They  could 
have  much  to  offer  in  control  of  the  environ- 
ment. Unfortunately,  in  most  instances 
they  just  have  not  started  to  function. 
All  these  parts  of  the  health  department  have 
advice  and  services  that  they  can  offer  you. 
Last,  the  laboratory  can  give  help  by 
phage-typing  the  cultures.  We  have  par- 
ticipated in  investigations  of  a number 
of  outbreaks  and  have  attempted  to  assist 
in  controlling  them. 

The  staphylococcus  problem  is  not  di- 
minishing. Press  furor  has  decreased,  but 
there  seems  to  be  no  evidence  that  we  are 
having  less  staphylococcal  disease  in  hos- 
pitals than  we  had  a year  or  two  ago  when 
the  public  was  first  informed  of  the  problem. 
It  is  endemic  and  apparently  will  be  with  us 
for  a long  time. 

Problem  of  the  Resistant 
Staphylococcus  in  Routine 
Office  Practice 

Dr.  Peck:  I have  approached  the  prob- 
lem from  a somewhat  different  angle.  I was 
not  dealing  with  an  epidemic;  I was  not 
even  too  concerned  at  that  time  about  the 
resistant  staphylococcus  as  a cause  of 
epidemics.  I had  dermatologic  patients 
with  pyogenic  diseases,  such  as  hidradenitis 
suppurativa,  furunculosis,  acute  and  chronic 
cellulitis,  acne  congulobata,  and  acne  Avith 
marked  pustulization.  One  of  my  approaches 
to  therapy  was  the  use  of  an  antibiotic, 
either  parenterally  or  externally,  and  my 
problem  was  to  choose  the  correct  one. 

Method. — Early  in  1957  I became  con- 
cerned with  the  problem  of  bacterial  re- 
sistance to  antibiotics.  I very  soon  realized 
that  antibiotics  could  not  be  used  indis- 
criminately because  my  patients  too  often 
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Fig.  1.  Bacterial  sensitivity  by  the  disk  method; 
(P)  penicillin,  (S)  streptomycin,  (TC)  tetracycline, 
(T)  oxytetracycline,  (A)  chlortetracycline,  (E) 
erythromycin,  (C)  chloramphenicol,  (SSS)  triple 
sulfa,  (B)  bacitracin;  gray  center  disk,  neomycin; 
white  center  disk,  polymixin  B. 


were  not  responding.  I began  to  use  the 
simplest  and  most  practical  procedure  for 
testing  bacterial  sensitivity  to  antibiotics, 
which  was  the  disk  testing  method.  In  this 
technic  inoculations  are  made  into  broth 
directly  from  the  lesion  and  are  then  sent  to 
the  laboratory  for  sensitivity  tests  against 


the  various  antibiotics  and  antiseptics  avail- 
able. Usually,  the  report  would  be  returned 
in  five  or  six  days,  depending  on  the 
laboratory. 

When  a rapid  decision  had  to  be  made,  I 
employed  the  disk  method  available  for 
office  use,  about  which  I spoke  previously. 
A smear  from  the  lesion  is  made  directly  on 
a blood  agar  plate,  and  disks  impregnated 
with  various  antibiotics  and  antiseptics  are 
placed  on  the  inoculated  plate  and  incubated 
at  37  C.  for  twenty-four  hours.  This  saved 
a great  deal  of  time,  but  the  result  was  al- 
ways checked  with  a culture  sent  to  the 
laboratory.  The  method  proved  to  be  ade- 
quate in  an  emergency  however. 

We  did  not  do  any  phage  testing,  and  we 
did  not  do  any  enzyme  studies  or  coagulase 
testing.  The  great  majority  of  my  cases 
were  those  in  which  I had  to  use  an  anti- 
biotic, very  often  for  long  periods  of  time. 
I had  to  use  an  antibiotic  which  would  give 
a clinical  response.  And  after  a certain 
period  of  time,  if  the  response  ceased,  I had 
to  reculture  and  see  what  had  happened  to 
the  organism’s  sensitivity  to  the  drug  used. 

Figure  1 demonstrates  disk  testing  for 
bacterial  sensitivity.  The  disks  are  im- 
pregnated with  various  antibiotics,  such  as 
oxytetracycline  (Terramycin),  erythromy- 


TABLE  III. — Bacterial  Sensitivity  by  the  Disk  Method,  1957  to  1958  and  1959  to  I960* 


IOC*?  4.^  lOtCC 

loccn  lOAA 

Drug 

Number 
of  Cases 

Sensi- 

tive 

Re- 

sistant 

Number 
of  Cases 

Sensi- 

tive 

Re- 

sistant 

Penicillin 

31 

15 

16 

25 

8 

17 

Novobiocin,  penicillin  (Alba-Penicillin) 

5 

2 

3 

24 

15 

9 

Tetracycline  (Achromycin) 

29 

19 

10 

25 

14 

11 

Oxytetracycline  (Terramycin) 

30 

18 

12 

25 

16 

9 

Chlortetracycline  (Aureomycin) 

30 

24 

6 

25 

18 

7 

Chloramphenicol  (Chloromycetin) 

29 

23 

6 

23 

17 

6 

Erythromycin  (Erythrocin,  Ilotycin) 

30 

26 

4 

25 

13 

12 

Triacetyl  ester  of  oleandomycin  or  Matro- 
mycin  (TAO) 

6 

3 

3 

25 

11 

14 

Kanamycin 

3 

3 

0 

27 

25 

2 

Dihydrostreptomycin 

28 

20 

8 

25 

17 

8 

Neomycin 

31 

19 

12 

23 

17 

6 

Bacitracin 

23 

14 

9 

25 

8 

17 

Polymixin 

29 

12 

17 

16 

3 

13 

Carbomycin  (Magnamycin) 

26 

11 

15 

25 

15 

10 

Novobiocin  (Cortomycin,  Albamycin) 

22 

11 

11 

24 

12 

12 

Gantrisin 

18 

2 

16 

23 

2 

21 

Novobiocin,  tetracycline  (Panalba) 

4 

2 

2 

25 

22 

3 

Triple  sulfa 

31 

5 

26 

25 

0 

25 

• Bacteria  isolated  and  tested;  Staph,  aureus  and  Staph,  albus. 
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cin,  penicillin,  and  others.  These  are  im- 
pregnated disks  containing  anywhere  from 
10  imits  of  antibiotic  to  so  many  milligrams 
of  the  antiseptic  you’re  testing.  The  zone 
of  inhibition  around  the  disks  indicates 
organism  sensitivity  to  the  particular  mate- 
rial with  which  the  disk  is  impregnated. 

In  the  early  stage  of  my  work,  I paid  a 
great  deal  of  attention  to  the  size  of  the 
zone  of  inhibition.  In  other  words,  I would 
say  that  the  staphylococcus  I had  isolated 
gave  me  a zone  of  30  or  of  4 mm.,  and  I 
believed  that  the  size  of  the  zone  was  im- 
portant. Later  observations  led  me  to 
conclude  that  relative  differences  in  zone 
size  were  not  too  important.  Most  people 
would  agree  with  me.  The  organism  is 
either  resistant  or  not  resistant,  and  the  size 
of  the  zone  is  not  too  important. 

Results. — Table  III  gives  my  results 
with  disk  testing  in  1957  to  1958  and  1959  to 
1960.  This  testing  is  routine  office  practice, 
and  most  of  the  cultures  were  from  the  types 
of  cases  that  I have  mentioned. 

Let  us  look  at  penicillin  first.  There  were 
31  cases  tested  in  1957  to  1958,  and  in 
routine  studies  I found  that  16  were  resist- 
ant and  15  sensitive.  In  1959  to  1960,  there 
were  25  cases,  and  apparently  the  organisms 
which  I am  isolating  are  becoming  more 
and  more  resistant  to  penicillin. 

Now,  how  do  the  tetracyclines  go? 
You  can  see  from  the  results  in  the  table 
that  many  of  the  organisms  resistant  to 
penicillin  were  sensitive  to  the  tetracy- 
clines. Can  we  conclude  from  my  experience 
that  as  the  staphylococcus  becomes  resist- 
ant to  penicillin,  we  can  rely  on  the  tetracy- 
clines as  a routine  measure  in  most  cases 
until  the  results  of  disk  testing  are  available? 
This  question  is  especially  important  when 
you  see  a patient  with  an  acute  pyogenic 
infection  who  has  already  received  penicillin 
elsewhere  with  very  little  response. 

It  seemed,  then,  that  the  thing  to  do  was 
to  use  the  newest  antibiotic  because  the 
organism  had  had  no  time  to  become  resist- 
ant. Triacetyl  ester  of  oleandomycin  (TAO) 
became  available,  and  what  happened?  It 


proved  very  disappointing.  It  was  no 
better  than  penicillin  in  regard  to  resistant 
organisms.  Of  course,  it  could  be  given  to 
patients  who  were  allergic  to  penicillin. 

Table  III  shows  6 patients  with  staph- 
ylococcus resistant  to  penicillin,  3 of  whom 
were  resistant  to  triacetyl  ester  of  olean- 
domycin. In  1959  to  1960,  I tested  25  cases. 
Of  these,  17  were  resistant  to  penicillin,  and 
14  were  also  resistant  to  triacetyl  ester  of 
oleandomycin.  The  reports  from  the  recent 
literature  seem  to  support  my  observations. 
Thus,  the  newest  antibiotic  is  not  always 
the  one  of  choice. 

Erythromycin  is  derived  from  a different 
organism.  Let  us  see  what  the  results  were. 
In  1957  to  1958  of  30  cases  tested,  there  were 
only  4 instances  of  resistance.  I then  began 
to  pre.scribe  it  as  my  antibiotic  of  choice. 
In  Table  III  there  is  a graphic  illustration  of 
an  important  point.  In  1959  to  1960  of 
25  cases,  12  now  proved  to  be  resistant  to 
erythromycin.  Apparently,  given  time  and 
repeated  exposure,  resistance  will  develop. 
A comparison  of  the  results  in  1957  to  1958 
and  1959  to  1960  show  this  definite  trend 
with  the  most  popular  antibiotics. 

I have  also  found,  strangely  enough, 
that  sometimes  in  a whole  series  of  cases, 
just  the  reverse  will  occur.  A drug  will  be- 
come unpopular.  A doctor  will  hear  it 
causes  reactions,  or  it  causes  deafness,  and 
therefore  he  does  not  use  it. 

Now,  let  us  go  back  to  the  data  on  chlor- 
amphenicol. Out  of  29  cultures,  only  six 
were  resistant  in  1957  to  1958,  and  as  you 
can  see  from  the  table,  the  drug  has  stood 
up  during  the  years.  Why?  I’ve  rarely 
iLsed  chloramphenicol.  I’m  afraid  of  com- 
plications, just  as  I’ve  rarely  used  strepto- 
mycin. At  least  let  us  save  those  mycins 
to  which  relatively  few  cases  show  resistance 
for  serious  conditions  so  that  the  lack  of 
resistance  will  continue. 

Now,  let  us  look  at  kanamycin.  It  was 
known  as  Kantrex  when  I first  used  kana- 
mycin. When  it  was  first  introduced, 
there  was  no  resistance  in  the  few  cases 
in  which  it  was  used  in  1957  and  1958. 
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Kaiiamycin  stood  up  very  well  in  a larger 
series  in  1959  and  1960.  Out  of  27  cases 
only  2 were  resistant  by  the  disk  method. 
If  this  drug  becomes  popular  and  is  widely 
used,  will  resistance  develop?  I don’t  know. 

What  is  the  correlation  between  disk  test- 
ing and  the  clinical  response?  I would  say 
that  it  is  about  75  to  80  per  cent. 

I have  a rule  that  if  a patient  is  on  anti- 
biotics for  any  length  of  time,  about  every 
four  to  six  weeks  we  reculture  and  re-eval- 
uate.  That  is  very  important. 

I would  like  to  make  another  point.  We 
still  see  sulfa  drugs  being  u.sed  in  the  form 
of  ointments.  They  are  relatively  useless. 
As  shown  in  Table  III,  out  of  31  cases  26 
were  resistant  to  the  triple  sulfa  in  1957  to 
1958.  These  statements  apply  only  to  the 
sulfa  drugs  tested  and  used  externally. 
Don’t  forget  that  sulfa  drugs  were  originally 
supposed  to  be  active  only  when  taken  paren- 
terally.  Even  on  cultures,  when  we  tested 
them  for  antiseptic  value,  they  did  not  stand 
up.  But  I still  see  doctors  prescribing  sulfa 
ointments. 

Summary. — The  disk  method  is  practical. 
I think  it  is  important  when  a patient  is  to 
be  put  on  antibiotics  for  any  length  of  time. 
Unfortunately,  you  cannot  rely  too  much 
on  statistical  data  with  previously  used 
antibiotics  since  resistance  to  the  drug  in- 
creases with  time.  However,  the  newer  the 
antibiotic,  the  less  likely  is  there  a probabil- 
ity of  resistance. 

I am  sure  there  are  a number  of  questions; 
please  stand  and  give  me  your  question, 
and  then  we’ll  ask  which  of  the  panelists 
would  like  to  answer  it. 

Question  and  Answer  Period 

Now,  here  is  a question.  How  do  you 
handle  a staphylococcus  outbreak  in  a 
hospital  when  the  organisms  are  resistant 
to  penicillin,  erythromycin,  tetracyclines, 
streptomycin,  and  even  clinically?  What 
drug  would  you  use?  The  organism  you’re 
getting  is  resistant  to  penicillin,  erythro- 
mycin, tetracycline,  and  streptomycin,  and 
there’s  a correlation  between  the  sensitivity 


testing  and  the  clinical  response.  Dr. 
Livingood ! 

Dr.  Livingood  : The  first  step  in  control- 
ling an  outbreak  of  staphylococcal  infec- 
tions in  the  hospital  is  to  attempt  to  iden- 
tify the  various  possible  sources  of  infection. 
For  example,  in  a nursery,  the  most  impor- 
tant factor  may  be  a nurse  who  is  a persistent 
nasal  carrier.  On  a surgical  service  the 
source  of  infection  may  be  a surgeon  who 
has  recurrent  furuncules.  It  is  obvious  that 
the  possibilities  are  numerous.  It  should  be 
recalled  that  a nasal  carrier  may  be  a source  of 
infection,  but  the  person  with  an  actual  cuta- 
neous staphylococcal  infection  is  many  times 
more  important  in  this  regard.  The  carriers 
must  be  identified  by  appropriate  bacterio- 
logic  studies  and  must  be  taken  off  duty,  espe- 
cially from  the  operating  room,  the  nursery, 
and  the  maternity  service.  All  of  this  in- 
volves a real  detective  job,  using  the  bac- 
teriologic  facilities  which  Dr.  Buchbinder 
has  described,  to  find  the  sources  of  infec- 
tion so  that  the  chain  can  be  broken. 

Second,  it  is  most  essential  to  isolate  the 
patients  who  have  the  infection;  all  details 
of  standard  isolation  technics  must  be  car- 
ried out.  Often,  this  involves  a program 
of  education  for  all  hospital  personnel.  For 
dermatologic  and  surgical  patients  with  open 
wounds,  a “no  touch”  technic  is  absolutely 
essential.  The  problem  will  not  be  solved 
by  the  wholesale  administration  of  anti- 
biotics, although,  of  course,  appropriate 
antibiotic  therapy  is  used  for  the  treatment 
of  the  individual  patient  with  an  infection 
if  such  therapy  is  indicated. 

This  is  a very  broad  question  with 
numerous  ramifications,  and  it  could  be 
discussed  for  hours. 

Dr.  Peck:  I feel  as  Dr.  Livingood 

does — that  the  person  asking  the  question 
Avants  to  knoAv  Avhat  antibiotics  to  use. 
That  is  definitely  not  the  answer.  This  is 
no  way  to  solve  the  hospital  problem. 
There  is  a patient  problem  rather  than  a 
hospital  problem.  In  other  words,  the 
patient  is  ill,  and  you  have  to  do  something 
about  the  patient;  but  the  prime  interest  of 
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the  hospital  should  be  to  protect  the  hos- 
pital, and  this  is  where  there  should  be  a 
concentration  of  effort. 

Dr.  Buchbinder:  A good  infection  com- 
mittee with  plenty  of  power,  working  very 
hard,  could  help. 

Dr.  Biro  : We  had  exactly  this  experience, 
and  Dr.  Buchbinder  and  the  Bureau  of 
Laboratories  helped  us  to  solve  the  problem. 
It  was  an  80/81  outbreak,  and  our  expe- 
rience was  that  as  soon  as  we  introduced  the 
measures  that  they  advised,  the  epidemic 
came  to  an  end.  Control  measures  con- 
sisted of  (1)  setting  up  isolation  rooms  for 
patients  who  had  the  disease  and  for  pa- 
tients who  were  admitted  with  staphylococcal 
infection;  (2)  determining  what  phage-type 
strain  was  responsible  for  the  epidemic; 
and  (3)  discovering  what  kind  of  fomites 
spread  this  strain.  We  found  in  the  der- 
matologic service  that  ointments,  sheets,  and 
the  bathtub  used  by  these  patients  were 
heavily  infected  with  staphylococcus  80/81. 
They  were  responsible  for  transferring  this 
strain.  As  soon  as  we  cleaned  all  these  fo- 
mites and  kept  the  patients  isolated,  we  got 
very  good  results. 

Dr.  Peck:  Now,  we  have  quite  a few 

questions.  Pm  glad  we  have  some  time. 
Here  is  one  for  Dr.  Livingood,  and  this  is 
an  intriguing  question.  Comment  on  the 
establishment  of  a friendly  staphylococcus 
on  newborn  and  the  nursing  personnel  to 
avoid  a resistant  type  of  staphylococcus — 
in  other  words,  you  exchange  one  flora  for 
another — and  can  you  do  that? 

Dr.  Livingood:  I do  not  consider  that 
this  is  a sound  approach  to  the  problem 
because  for  one  thing  such  a replacement 
would  uivolve  not  only  the  cutaneous  sur- 
face, but  also  the  upper  respiratory  tract  and 
the  gastrointestinal  tract,  and  I doubt  that 
this  is  feasible.  Furthermore,  a strain  of 
staphylococcus  which  is  avirulent  for  one 
person  may  be  virulent  for  other  persons. 

Dr.  Buchbinder:  My  answer  would  not 
be  any  different.  I’ve  heard  this  discussed 
a number  of  times  but  I’ve  heard  of  no  one 
who  has  tried  it.  If  you  could  implant  a 


strain  which  has  a very  benign  history,  you 
still  would  not  know  what  would  happen  to 
these  infants  when  they  were  exposed  to  a 
more  virulent  strain,  of  which  there  are  more 
than  just  the  80/81,  by  the  way.  It  should 
be  made  clear  that  strain  80/81  is  not  the 
only  one  that  causes  trouble  in  nurseries  or 
other  places.  I am  dubious  about  whether 
such  a procedure  would  work.  It  might  be 
interesting  to  try. 

Dr.  Peck:  Let  me  make  one  point.  I 
think  the  truest  thing  about  this  type  of 
question  is  that  one  man’s  meat  is  another 
man’s  poison.  I would  be  very  skeptical. 
There  is  the  question  of  which  organism  is 
capable  of  causing  disease.  I don’t  believe 
that  its  effect  is  indicated  by  whether  or 
not  test  results  of  the  organism  show  it  to 
be  entirely  coagulase  positive  or  negative 
or  entirely  phage.  I think  the  individual  is 
very  important  here. 

Dr.  Buchbinder:  This  is  especially  true 
in  an  infant.  The  young  infant  is  very  sus- 
ceptible, presumably  because  it  has  not 
acquired  its  bacterial  flora  as  yet.  An  infant 
who  is  older,  three  to  six  months  of  age,  is 
apparently  not  so  susceptible.  The  prob- 
lem on  a pediatric  service  is  not  the  same  as 
on  a service  for  newborns.  The  main  dif- 
ference is  apparently  the  age  of  the  child. 

Dr.  Gibbs:  Dr.  Peck,  since  Dr.  Buch- 
binder has  brought  up  this  matter  of  strains 
other  than  80/81  causing  infections,  I 
might  mention  briefly  our  experience  on  the 
dermatology  service  at  Bellevue  Hospital. 
We  have  occasionally  found  strain  58/83 
to  be  the  offender.  In  addition,  strains  6, 
47,  and  54  are  often  found  in  the  noses  of 
patients  who  subsequently  develop  cutaneous 
staphylococcal  infections,  although  the  le- 
sion itself  may  contain  strains  unUke  those 
found  in  the  nose. 

Dr.  Buchbinder:  That’s  right.  And 
there  are  others  as  well.  Strain  52A/79 
can  cause  trouble  on  occasion. 

Dr.  Gibbs:  Do  you  agree  that  they  may 
become  more  important  as  time  goes  on? 

Dr.  Buchbinder:  Well,  I don’t  know 
whether  they  will  become  more  important. 
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but  I do  know  that  we  are  getting  more 
strains  52/80  or  52A/80  or  52/52A/80/81, 
which  apparently  are  derived  from  80/81, 
and  a strain  80  that  causes  trouble.  No  one 
can  safely  predict  what  is  going  to  happen 
in  the  future. 

Dr.  Peck:  Now,  I have  another  question 
for  Dr.  Livingood.  Please  comment  on  the 
use  of  gamma  globulin  in  recalcitrant  staph- 
ylococcal infections. 

Dr.  Livingood:  If  the  patient  has 

agammaglobulinemia  or  hypogammaglob- 
ulinemia, gamma  globulin  therapy  is 
indicated,  and  the  results  in  the  manage- 
ment of  such  patients  with  staphylococcal 
as  well  as  other  infections  will  be  gratifying. 
One  of  the  best  studies  in  the  use  of  gamma 
globuhn  therapy  in  cutaneous  staphylococcal 
infections  was  that  of  Morginson,  Wood,  and 
Burgess.*  Their  results  were  promising 
in  some  patients,  even  when  gamma  gobulin 
levels  were  low  normal.  At  the  present  time 
there  is  a difference  of  opinion  regarding 
the  use  of  gamma  globulin  in  the  treatment 
of  patients  with  infections  in  whom  gamma 
globulin  serum  levels  are  within  normal 
1 hmits. 

We  have  had  very  little  experience  with 
^ this  modality,  because  for  one  thing  gamma 
; globulin  is  very  expensive.  In  the  vast 
majority  of  our  patients  with  staphylococcal 
infections,  the  gamma  globulin  levels  have 
been  within  normal  limits.  In  one  of  our 
patients  with  a low  gamma  globulin  level, 
the  administration  of  gamma  globulin 
seemed  to  result  in  very  marked  improve- 
ment and,  indeed,  was  the  factor  respon- 
; sible  for  the  solution  of  a very  difficult 
therapeutic  problem. 

Dr.  Peck:  I have  treated  a number  of 
people  who  were  not  particularly  resistant 
to  antibiotics — that  wasn’t  my  problem. 
These  cases  responded  if  I used  the  right 
antibiotic,  but  there  was  chronic,  recurrent 
furunculosis  with  a rapid  spread  when  treat- 

*  Morginson,  W.  J.,  Wood,  D.  C.,  and  Burgess,  L.: 
Gamma-globulin  therapy  in  chronic  staphylococcic 
dermatoses;  a comparison  of  serum  gamma-globulin 
levels  and  serum  antibacterial  activity,  A.M.A.  Arch. 
Dermat.  79 : 305  (Mar.)  1959. 


ment  was  stopped,  and  some  of  the  patients 
carried  the  organism  on  their  nasal  mucosa. 
The  gamma  globulin  proved  to  be  very 
helpful.  I do  not  give  the  whole  10-cc. 
vial  at  once.  It  isn’t  necessary.  I ad- 
minister 5 cc.  and  then  2 cc.,  say,  every 
other  day  or  every  five  days,  until  I use  up 
the  10  cc.  It’s  a practical  point — trying 
to  spread  it  over  a number  of  visits.  I 
think  that  the  result  is  fine,  but,  of  course, 
I have  not  had  enough  experience  either, 
probably  because  of  the  expense. 

Now,  here  is  a question.  How  do  you 
explain  the  observation  that  the  prophy- 
lactic use  of  antibiotics  actually  increases 
the  incidence  of  infection  in  hospitalized 
dermatologic  patients?  Would  you  please 
discuss  that.  Dr.  Gibbs? 

Dr.  Gibbs:  To  say  the  least,  this  is  a 
difficult  question  to  answer.  I can  only 
speculate  as  to  the  cause  of  the  increase,  for 
our  study  at  Bellevue  Hospital  was  a 
clinical  one.  When  patients  received  anti- 
biotics alone,  there  was  no  significant  altera- 
tion in  their  susceptibility  to  chnical  in- 
fection. When  they  received  the  adreno- 
corticoids  alone,  there  was  a slight,  but 
definite,  increase  in  susceptibility.  How- 
ever, when  both  medications  were  combined 
and  administered  concomitantly,  the  rate 
of  infection  increased  precipitously.  Al- 
though the  characteristics  of  the  patients 
receiving  both  of  these  medications  would 
indicate  that  they  were  prone  to  slightly  in- 
creased susceptibility,  the  marked  increase 
in  infections  is  incompatible  with  such  an 
explanation.  In  my  opinion,  a synergism 
existed,  whereby  both  medications  exposed 
dermatologic  patients,  under  the  conditions 
of  our  study,  to  the  hazard  of  staphylococcal 
infections.  Certainly,  the  prophylactic  anti- 
biotics could  alter  the  bacterial  flora  so 
as  to  establish  pathogenicity  in  normally 
nonpathogenic  organisms.  Whether  the 
virulence  of  these  organisms  would  be  altered 
is  questionable.  However,  the  important 
theoretic  point  is  that  this  alteration  in 
flora  may  not  be  sufficient  to  produce 
clinical  infection,  but  when  the  adreno- 
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corticoids  are  administered  concomitantly 
with  the  prophylactic  antibiotics,  the  reduc- 
tion in  “resistance”  due  to  the  former  may 
be  adequate  to  produce  synergistically  a 
clinical  infection. 

Dr.  Peck:  Any  other  comment? 

Dr.  Biro;  I think  an  explanation  that 
could  be  offered  is  that  by  giving  the  broad- 
spectrum  antibiotics  we  are  knocking  out 
the  so-called  benign  bacterial  flora  and  help- 
ing the  overgrowth  of  the  resistant  strains. 
By  changing  the  environment  of  the  internal 
flora,  one  may  help  the  development  of 
resistant  strains. 

Dr.  Gibbs:  It  should  be  emphasized 
that  when  one  is  dealing  with  patients 
attending  the  outpatient  clinic,  rather  than 
with  patients  who  are  hospitalized,  the 
entire  picture  changes.  In  the  dermatologic 
outpatient  department  of  Bellevue  Hospital 
many  patients  receive  the  adrenocorticoids 
for  prolonged  periods  of  time  and  often 
at  comparatively  high  doses.  However, 
comphcating  staphylococcal  infection  is 
rarely  seen.  Even  when  the  same  type  of 
prophylactic  antibiotic  as  was  given  on  the 
wards  was  administered  with  the  adreno- 
corticoids, a rise  in  incidence  of  infection 
did  not  occur.  Certainly,  these  outpatients 
were  generally  less  “debihtated”  than  the 
patients  in  the  hospital,  but  the  almost  rare 
occurrence  of  complicating  infection  tends 
to  incriminate  the  hospital  environment  as 
contributing  some  substantial  part  to  the 
increased  rate  of  infection  seen  at  Bellevue 
Hospital. 

Dr.  Peck:  I would  say  that  is  the 

average  experience  in  office  practice  too. 
Perhaps  you  are  getting  a resistant  strain 
of  hospital  staphylococcus  as  an  implant 
on  the  resident  flora. 

Here’s  a question  that  I imagine  an}"  one 
of  us  can  answer.  If  we  assume  the  im- 
portance of  the  nasal  reservoir  in  perpetuat- 
ing infection,  what  is  an  effective  practical 
therapeutic  weapon  to  be  used  in  office 
practice? 

Before  I had  even  thought  about  using 
nasal  cultures,  as  a part  of  my  guidance  in 


treatment,  I used  to  make  vaccines  from 
what  I thought  was  the  cause  of  the  organ- 
ism, let  us  say,  in  chronic  recurrent  fu- 
runculosis. I thought  that  if  I used  the 
proper  organism,  my  results  would  be  satis- 
factory. 

Now,  I take  a nose  culture  and  a culture 
from  the  furuncle.  First  of  all,  I want  to 
see  whether  or  not  the  organisms  are  similar. 
If  they  are  different  and  I still  get  a recur- 
rence, then  probably  I have  not  used  the 
type  of  strain  that  I should  have  used,  and 
the  patient  has  a chronic  reservoir  of  in- 
fection in  the  nose.  I have  not  carried  out 
this  procedure  long  enough  to  compare  the 
two.  I am  just  beginning  to  do  that  now. 

I would  like  to  have  you  comment  on 
that.  Dr.  Livingood.  Maybe  you  have  an 
answer.  To  use  some  type  of  antibiotic  or 
antiseptic  constantly  in  the  nose  may  be 
difficult.  Probably  our  experiences  with 
sycosis  vulgaris  would  be  interesting.  That 
was  a very  common  disease  in  patients  with 
chronic  sinusitis,  and  we  never  did  get  rid 
of  the  sycosis  vulgaris  of  the  upper  hp  com- 
pletely. No  matter  what  you  did,  there  was 
a constant  recurrence.  And  what  was  our 
technic,  then,  because  we  do  not  see  that 
condition  much  any  more?  We  used  a 
fungicide  (Quinolor  ointment)  which  seemed 
to  work  pretty  well.  We  used  to  tell  the 
patient  to  keep  it  on  his  upper  lip  constantly, 
and  sometimes  you  could  avoid  a reinfec- 
tion. Would  you  comment  on  that.  Dr. 
Livingood? 

Dr.  Livingood;  As  I have  noted  pre- 
viously, usually  we  do  culture  a strain  of 
staphylococcus  of  the  same  phage  type  and 
antibiotic  resistance  pattern  from  the  skin 
lesions  and  from  the  nares.  If  one  examines 
the  family  contacts  of  patients  with  recur- 
rent furunculosis,  it  is  not  uncommon  to 
isolate  the  same  strain  of  staphylococcus 
from  the  patient’s  lesions  and  nares  and 
from  the  nares  of  the  majority  of  the  other 
members  of  the  family  group.  Some  of  the 
contacts  may  also  have  furuncles,  but  many 
of  the  nasal  carriers  never  have  furunculosis. 

There  are  numerous  papers  in  the  litera- 
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ture  on  the  use  of  antibiotic  ointments  in 
the  nares  as  a part  of  the  regimen  of  therapy 
for  recurrent  furunculosis.  I am  not  en- 
tirely convinced  of  the  efficacy  of  this  meas- 
ure, but  we  use  it  routinely.  We  prescribe 
a combination  of  neomycin-bacitracin  oint- 
ment, such  as  Mycitracin  ointment. 

Question  from  the  Floor:  For  a long 
time  Maurice  Costello,  M.D.,  had  successful 
results  with  prolonged  treatment  of  the  nasal 
vestibule  with  an  ointment  which  you 
popularized  in  the  treatment  of  sycosis 
vulgaris,  that  is,  unguent  fungicide  com- 
pound. It  was  very  effective  as  a prophy- 
lactic treatment,and  I think  it  was  worth  while. 

Dr.  Peck:  I think  that  is  a very  good 
point.  We  should  not  forget  about  the 
lowly  fungicide  ointment  or  some  of  the 
other  old-time  remedies. 

Question  from  the  Floor:  Is  the  fun- 
gicide ointment  still  the  most  effective  treat- 
ment in  sycosis  vulgaris,  at  least  of  the 
nasal  vestibule? 

Dr.  Peck:  The  only  trouble  is  that  for 
a long  time,  it  was  discontinued.  Now, 
it  is  again  available,  but  if  you  look  at  the 
new  formula,  you  will  find  that  it  is  not  the 
one  you  and  I used  to  prescribe,  because  the 
whole  trick  was  that  it  contained  benzoyl 
peroxide. 

Now,  here  is  a question  again  for  Dr. 
Livingood.  State  your  evaluation  of  au- 
togenous vaccine  in  the  therapy  of  staphylo- 
coccus infections. 

Dr.  Livingood:  This  is  another  dif- 

ficult, controversial  question.  The  admin- 
istration of  autogenous  vaccine,  stock  vac- 
cines, and  staphylococcus  toxoid  prepara- 
tions is  mentioned  frequently  as  a part 
of  the  regimen  of  treatment  of  chronic 
staphylococcal  infections,  especially  furun- 
culosis. However,  the  fact  is  that  as  far  as 
I know,  there  is  no  well-controlled  study  in 
the  hterature  which  indicates  that  this 
therapeutic  approach  is  effective  in  the 
management  of  recurrent  staphylococcal 
infections. 

Many  physicians  who  have  used  toxoid 
and  vaccine  preparations  have  the  impres- 


sion that  such  treatment  does  seem  to  be 
effective  in  individual  patients.  Perhaps 
this  modality  is  used  rather  indiscriminately 
for  this  reason  and  also  because  of  the  fact 
that  patients  with  recurrent  infections, 
especially  furunculosis,  demand  some  type 
of  treatment. 

Dr.  Peck:  I have  used  vaccines  off  and 
on  for  twenty-five  years,  and  some  years 
I think  I have  something,  and  some  years 
I am  very  discouraged.  By  and  large  I 
would  say  that  better  than  25  per  cent  of  the 
patients  with  chronic,  recurrent  furunculosis 
and/or  some  types  of  acne  with  marked 
infectious  elements,  pyogenic  elements,  do 
well.  I can  say  the  same  to  a lesser  extent 
about  toxoid.  And  there  is  a great  deal  of 
recent  work  in  the  literature  that  seems  to 
negate  previous  work  which  showed  that 
toxoid  produced  immunologic  changes  which 
were  important  to  reinfection.  I would 
certainly  think  it  was  a wild  flight  of  fancy 
to  say  that  by  giving  a vaccine,  you  can 
change  the  character  of  the  resident  flora. 
I do  not  think  they  have  anything  to  do 
with  each  other. 

We  have  time  for  one  more  question  or 
maybe  two.  What  measures  are  recom- 
mended for  attempting  sterilization  or  par- 
tial sterilization  of  hospital  environment, 
such  as  bedding  and  utensils?  Dr.  Buch- 
binder,  would  you  like  to  discuss  that? 

Dr.  Buchbinder:  There  have  been  a 
number  of  approaches  to  this  problem  of 
the  environment.  Germicides  have  been 
used  in  the  rinse  water  when  bedding,  sheets, 
and  blankets  are  washed.  Disinfectants 
are  used  on  floors,  walls  have  been  washed. 
Every  part  of  the  environment  has  been 
tackled.  I can  say  one  thing  about  our 
experience  when  we  have  recommended 
that  nurseries  be  closed.  In  those  instances 
we  have  recommended  that  everything 
movable  be  taken  out  of  the  room  and 
scrubbed  and  that  the  room  itself  be  cleaned 
with  disinfectant.  This  procedure  has  ap- 
parently been  successful,  provided  that  any 
carriers  of  the  phage  specific  strain  among 
the  personnel  were  removed  at  the  same  time. 
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Most  places  tend  to  paint  their  wards 
at  such  a time.  This  practice  seems  to  go 
back  many  years.  I do  not  think  it  is 
usually  necessary.  If  you  disinfect  the 
walls  and  the  floors  and  ceiling,  that  is  all 
you  need.  If  you  can  disinfect  thoroughly 
the  environment  of  the  place  where  the 
trouble  is  and  make  sure  that  no  one  who 
carries  the  strain  is  readmitted,  you  will 
not  have  disease  with  the  strain.  In  my 
opinion,  it  is  as  simple  as  that. 

Dr.  Biro:  I think  that  the  blankets  are 
the  most  heavily  infected  fomites.  I do 
not  know  whether  Dr.  Livingood  has  had 
similar  experience.  We  did  a study  with 
3 patients  who  had  staphylococcus  80/81 
disease.  The  laundry  procedure  was 
adequate,  and  when  the  blankets  were 
returned  to  the  ward,  they  were  not  in- 
fected with  staphylococcus  80/81.  In  about 
thirty  to  sixty  minutes,  when  we  swept  the 


Chapman  plate  on  the  patients’  blankets, 
they  were  heavily  infected  again  with  the 
same  strain. 

Dr.  Livingood:  As  Dr.  Buchbinder  has 
stated,  there  is  an  individual  problem  that 
exists  in  each  hospital.  We  have  not  in- 
vestigated the  possible  role  of  blankets  and 
bed  linen  as  factors  in  increasing  cross- 
infection, and  I am  not  in  a position  to  com- 
ment on  this  from  the  standpoint  of  our 
own  personal  experience.  However,  there 
are  many  reports  in  the  literature  which 
relate  to  this  aspect  of  the  problem.  Ob- 
viously good  hospital  housekeeping  is  es- 
sential, but  I have  the  impression  that  me- 
ticulous sterile  technic  on  the  part  of  the 
physician  and  other  hospital  personnel  is 
even  more  important. 

Dr.  Peck:  We  must  close  now.  I wish 
to  express  my  thanks  to  the  members  of 
the  panel. 


ANNUAL  CONVENTION 

Medical  Society  of  the  State  of  New  York 
Statler  Hilton,  New  York  City 
May  14  to  18,  1962 

SCIENTIFIC  PROGRAM 

Alfred  P.  Ingeqno,  M.D.,  Chairman,  Scientific  Program  Subcommittee  of  Convention 
Committee,  27  Eighth  Avenue,  Brooklyn  27,  New  York. 


4184 


New  York  State  J.  Med. 


Fetal  Distress 


JOHN  M.  TORTORA,  M.D.,  F.A.C.S.,  AND  ROBERT  J.  TUFANO,  M.D.,  BROOKLYN,  NEW  YORK 

{From  The  Brooklyn  Hospital) 


The  auscultation  of  the  fetal  heart  goes 
back  to  antiquity.  The  prognostic  im- 
portance of  the  variations  in  the  rate  and 
rhythm  of  the  fetal  heart  has  been  referred 
to  only  within  the  last  one  hundred  twenty 
years.  ^ Obstetric  textbooks  have  empha- 
sized repeatedly  the  importance  of  listening 
to  the  fetal  heart  in  the  laboring  woman,  es- 
pecially as  the  first  stage  of  labor  ends  and 
the  second  stage  begins.*  Until  recent 
years  the  stress  has  been  on  increasing  the 
maternal  salvage,  and  the  fetus  has  been 
relegated  to  a secondary  role.  Now  that 
the  maternal  mortahty  has  been  lowered  to 
an  almost  irreducible  minimum,  the  focus 
has  shifted  to  fetal  salvation,  the  reduction 
of  perinatal  mortality  becoming  the  primary 
concern  of  the  conscientious  obstetrician. 

With  this  in  mind  this  study  was  under- 
taken to  evaluate  the  signs  of  fetal  distress 
to  ascertain  when  we  can  foretell  fetal 
jeopardy  and  to  determine  which,  if  any,  of 
the  signs  is  the  most  rehable. 

Criteria  for  Determining 
Fetal  Distress 

There  are  two  universally  accepted  criteria 
for  determining  fetal  distress: 

1.  The  passage  of  meconium  in  a cephalic 
presentation. 

(a)  Meconium-stained  fluid  amnii. 

(6)  Thick  meconium. 

2.  Changes  in  the  behavior  of  the  fetal 
heart. 

(a)  Fetal  bradycardia,  a rate  of  less 
than  110  beats  per  minute. 

(6)  Fetal  tachycardia,  a rate  of  more 
than  180  beats  per  minute. 

(c)  Changes  in  rhythm  characterized 
by  an  irregular  rate  or  fluctuating 
rate. 


TABLE  I. — -Total  Number  of  Deliveries  and 
Number  with  Fetal  Distress 


Number 

Type  of  of  - — Fetiil  Distress — - 

Delivery  Deliveries  Number  Per  Cent 


Term  vertex 

Multipara 

1,176 

640 

98 

5.4 

Primipara 

Premature  vertex 

Multipara 

55 

6 

5.7 

Primipara 

51 

Term  breech 

Multipara 

19 

4 

5 . 5 

Primipara 

81 

Premature  breerh 

Multipara 

14 

Primipara 

9 

Totals 

1,995 

108 

5.4 

At  The  Brooklyn  Hospital  our  routine  for 
the  parturient  patient  is  as  follows:  Immedi- 
ately on  admission  to  the  labor  room  suite, 
the  fetal  heart  tones  are  listened  to,  and  their 
rate  and  character  are  charted.  Ausculta- 
tion is  mandatory  every  thirty  minutes  for 
the  patient  in  active  labor  wdth  intact  mem- 
branes. In  those  patients  whose  membranes 
are  ruptured  the  fetal  heart  rate  is  noted 
immediately  and  every  fifteen  minutes  there- 
after. All  fetal  heart  tones  are  judged  be- 
tween uterine  contractions.  Any  deviation 
from  the  normal  is  reported  immediately  to 
the  attending  physician  or  to  the  obstetric 
resident  for  evaluation  and  possible  therapy. 

Our  observations  encompass  the  one-year 
period  from  July  1,  1957,  to  July  1,  1958,  and 
include  both  private  and  service  cases. 
Table  I shows  the  total  number  of  patients 
delivered  during  this  period  and  the  inci- 
dence of  fetal  distress.  We  did  not  include 
cases  of  toxemia  or  other  maternal  compli- 
cations. 

A glance  at  the  table  shows  that  prema- 
turity plays  no  significant  role  in  the  etiology 
of  fetal  distress  since  it  occurred  with  the 
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TABLE  II. — Signs  and  Frequency  of  Fetal 
Distress 


Number 

Per 

' — of  Cases — ~ 

Cent 

Ver- 

of 

Sign  of  Fetal  Distress 

tex 

Breech 

Cases 

Meconium 

43 

39.8 

Meconium  and  bradycardia 
Meconium  and  fluctuating 

5 

4.6 

fetal  heart 

3 

2.8 

Meconium  and  tachycardia 

3 

2.8 

Bradycardia 

24 

1 

23.1 

Bradycardia  and  irregularity 

9 

8.3 

Irregular  fetal  heart 

8 

2 

9.2 

Tachycardia 

5 

4.6 

Fluctuating  fetal  heart 

4 

1 

4.6 

same  frequency  in  term  vertex  deliveries. 
Nor  is  there  a greater  incidence  with  a 
breech  presentation.  The  over-all  incidence 
of  5.4  per  cent  compares  favorably  with  that 
reported  by  other  clmics  throughout  the 
country.  Ginsburg  in  1957®  reported  11.2 
per  cent  as  the  incidence  at  the  Hospital  of 
the  University  of  Pennsylvania.  McCall 
and  Fulsher,^  from  Portland,  Oregon,  in 
1953  claimed  1.97  per  cent  as  their  rate. 
The  foreign  literature  has  an  even  greater 
variation  in  the  reported  series,  from  22.8  per 
cent  at  Wurzburg  to  3 per  cent  at  Stockholm. 
This  gross  variation  no  doubt  is  due  to  the 
lack  of  an  exact  definition  of  fetal  distress. 
When  one  includes  all  the  variations  of  the 
fetal  heart,  such  as  tachycardia,  bradycardia, 
and  irregularities  in  character,  the  figure 
rises.  If  one  adds  to  this  the  different  kinds 
and  amounts  of  meconium,  the  figure  rises 
still  further.  What  is  urgently  needed  is  a 
precise  definition  of  fetal  distress  within  the 
limits  of  which  an  exact  scientific  study  can 
be  made. 

The  incidence  of  the  various  signs  of  fetal 
distress  as  found  in  this  study  are  tabulated 
in  Table  II.  Meconium  was  the  sign  found 
most  often.  There  were  54  instances  in 
vertex  presentations  where  this  was  ob- 
served. In  43  cases  it  was  the  only  finding, 
and  in  the  remaining  11  it  was  associated 
with  another  sign.  The  reportable  cases 
were  those  that  demonstrated  flakes  of 
meconium  or  thick  meconium  in  cephalic 
presentations.  The  staining  of  the  liquor 


amnii  alone  was  disregarded.  Any  heart 
rate  that  was  abnormal  was  observed  for  at 
least  ten  to  fifteen  minutes  before  it  was  in- 
cluded in  this  report,  those  abnormalities  of 
a fleeting  nature  being  discarded.  Slow 
heart  rates  were  those  that  were  below  110 
beats  per  minute,  of  which  there  were  39 
instances.  Twenty-five  cases  showed  only  a 
slow  rate  while  the  remaining  14  were  asso- 
ciated with  some  other  sign,  such  as  meco- 
nium or  irregularity. 

Irregular  and  fluctuating  heart  rates  ac- 
counted for  27  instances.  Ten  of  these  were 
purely  irregular,  5 purely  fluctuating,  and  12 
were  associated  with  other  signs. 

Fetal  tachycardia  was  found  in  8 cases. 
In  5 of  these  it  was  the  only  sign,  and  in  3 
cases  it  was  associated  with  meconium. 

Meconium  and  bi'adycardia,  either  alone 
or  in  combination  with  some  other  sign, 
accounted  for  88  cases  or  81.5  per  cent  of  the 
total  cases  of  fetal  distress.  These  were 
the  two  signs  found  in  our  2 neonatal  deaths. 

Four  breech  presentations  were  included 
in  this  series.  The  only  accepted  sign  of 
fetal  distress  was  a variation  in  the  fetal 
heart  rate  or  rhythm.  All  breeches  were 
born  to  primiparas  at  term. 

Maternal  Factors  Influencing 
Fetal  Distress 

Table  III  correlates  parity  and  age  with 
fetal  distress. 

Some  think  that  fetal  distress  is  more  com- 
mon in  the  primipara  because  of  the  greater 
uterine  tone  and  longer  labor.  We  agree 
with  this  premise,  for  we  found  a difference 
between  the  primipara  and  the  multipara. 
There  were  53  of  731  primiparas  with  fetal 
distress  for  an  incidence  of  7.4  per  cent. 
Out  of  a total  of  1,264  multiparous  women, 
55  had  evidence  of  fetal  distress  for  a percent- 
age of  4.3. 

Table  IV  correlates  the  time  of  the  onset 
of  fetal  distress  with  the  time  of  rupture  of 
the  membranes  either  spontaneously  or  by 
amniotomy. 

As  would  be  expected,  the  vast  majority 
of  disturbances  occurred  after  the  mem- 
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TABLE  III. — Correlation  of  Parity  and  Age 


WITH  Fetal  Distress 

Number  of  Cases  of  Fetal  Distress 
. Multigravid — ^ — - 

Age 

Primip- 

4 and 

(Years) 

ara 

12  3 over 

Up  to  20 

7 

1 

21  to  30 

38 

23  5 2 5 

31  to  35 

7 

6 3 2 3 

35  and  over 

1 

12  1 1 

Totals 

53 

(7.4 

per  cent) 

55 

(4.3  per  cent) 

branes  were 

ruptured 

since  meconium  can 

be  seen  only  at  this  time.  Forty-eight  cases 

occurred  immediately  after  the  rupture  of 
the  membranes.  Forty  of  these  were  extru- 
sion of  the  meconium,  and  the  remaining  8 
j were  disturbances  in  the  heart  rate.  In 
' only  2 instances  was  there  a cardiac  disturb- 
I ance  followed  liy  meconium  at  the  time  of 
j rupture  of  the  membranes.  However,  it  is 
I entirely  possible  that  the  fetus  may  have 
, been  compromised  prior  to  the  rupture  of  the 
I membranes,  but  the  distress  became  evident 
only  with  the  visualization  of  the  meconium. 

Table  V illustrates  the  time  between  the 
onset  of  fetal  distress  and  delivery. 

Forty-eight  patients  were  deliveied  within 
one-half  hour  of  the  onset  of  fetal  distress, 
and  a total  of  64  were  delivered  within  the 
first  hour  of  demonstrable  fetal  distress. 
Four  patients  were  delivered  through  an 
incompletely  dilated  cervix  utilizing  either 


Diihrssen’s  incisions  or  manual  dilatation  of 
the  cervix  under  spinal  anesthesia.  The 
only  mdication  for  this  accouchement  forc6 
was  fetal  embarrassment.  All  the  babies 
did  well  in  the  perinatal  period. 

There  were  4 primary  cesarean  sections 
performed  in  this  series  for  an  incidence  of 
3.7  per  cent.  The  over-all  incidence  of  pri- 
mary cesarean  sections  in  all  deliveries  at 
the  hospital  for  the  same  year  as  this  study 
was  3.3  per  cent.  No  significantly  greater 
incidence  of  cesarean  sections  in  fetal  dis- 
tress was  noted.  Only  one  section  was  done 
for  fetal  distress  alone.  In  the  other  three 
sections  the  obstetric  indication  was  the  pri- 
mary reason  for  the  procedure  while  fetal 
distress  played  a secondary  role. 

There  were  27  neonatal  deaths  in  1,887 
general  hospital  deliveries  for  an  mcidence 
of  1.4  per  cent,  while  2 neonatal  deaths  in 
our  series  gave  us  a rate  of  1.8  per  cent. 
Therefore,  no  greater  appreciable  fetal  loss 
occurred  than  that  of  the  general  hospital 
dehveries.  Of  the  2 neonatal  deaths,  1 had 
only  a slow  fetal  heart  rate  as  a sign  of 
difficulty  for  the  fetus.  A subsequent  post- 
mortem examination  of  this  baby  showed 
multiple  malformations  that  were  inconsist- 
ent with  life.  The  second  neonatal  death 
occurred  thirteen  hours  after  delivery.  Dis- 
tress was  evidenced  by  meconium  and  an 
irregular  heart  rate.  A postmortem  exam- 
ination showed  “congestive  heart  failure  and 


TABLE  IV. — Correlation  of  Time  of  Onset  of  Fetal  Distress  with  Time  of  Rupture 


Sign  of  Fetal  Distress 

. — Hours  Before  Rupture — - 
Imme- 

421  diate 

Imme- 

diate 

— Hours  After  Rupture 

over 

12  4 4 

Time 

Un- 

known 

Meconium 

31 

1 

2 

6 

3 

Slow  fetal  heart 

1 

1 3 

5 

5 

6 

4 

Meconium  and  slow  fetal  heart 

3 

1 

1 

Slow  and  irregular  fetal  heart 

2 

1 

1 

1 

1 

1 

3 

1 

Irregular  fetal  heart 

2 

1 

1 

1 

1 

2 

Meconium  and  irregular  fetal 

heart 

3 

Rapid  fetal  heart 

1 

1 

1 

1 

1 

Meconium  and  rapid  fetal  heart 

3 

Fluctuating  fetal  heart 

1 

1 

1 

1 

1 

4 

3 

2 4 

48 

3 

6 

9 

20 

9 

Totals 

13 

95 
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TABLE  V. — Time  Between  Onset  of  Fetal  Distress  and  Delivery 


Sign  of  Distress 

Less 
than  V2 

V2  to  1 

1 to  2 

2 to  4 

4 to  8 

8 to  10 

Over  10 

Meconium 

17 

10 

7 

7 

2 

Slow  fetal  heart 

17 

3 

1 

4 

Meconium  and  slow  fetal  heart 

4 

1 

Slow  and  irregular  fetal  heart 

4 

2 

1 

2 

1 

1 

Irregular 

1 

2 

2 

2 

1 

Meconium  and  irregular  fetal  heart 
Rapid  fetal  heart 
Fluctuating  fetal  heart 

2 

2 

1 

1 

1 

1 

2 
1 

’2 

Meconium  and  rapid  fetal  heart 

3 

— 

— 

— 

— 

— 

— 

— 

Totals 

48 

16 

4 

19 

16 

3 

2 

TABLE  VI. — Placentas  Studied 


Condition 

Number 

Normal 

29 

Partial  separation 

9 

Premature  placenta 

3 

Circumvallate  placenta 

2 

Excessive  calcification 

2 

Velamentous  insertion 

1 

Decidual  hematoma 

1 

Subchorionic  hematoma 

2 

Large  infarction 

3 

hyaline  membrane  disease.”  We  feel  that 
the  fact  that  this  baby  showed  intrauterine 
distress  was  coincidental  and  not  related  to 
the  pathologic  conditions  that  were  respon- 
sible for  its  death. 

There  were  only  52  placentas  that  were 
studied  by  the  Department  of  Pathology. 
Table  VI  shows  the  findings  that  were  re- 
ported. 

About  one  half  of  the  placentas  were  classi- 
fied as  normal,  allowing  us  no  explanation 
for  the  disturbances  in  the  fetus  on  the  basis 
of  placental  pathology.  The  remaining  23 
give  us  an  anatomic  basis  for  the  possible 
etiology  of  the  fetal  distress. 

The  possibility  of  medication  playing  a 
role  in  the  causation  of  fetal  distress  also 
was  evaluated.  Meperidine  hydrochloride 
(Demerol)  and  scopolamine  were  used  al- 
most exclusively  as  the  analgesics  in  the 
laboring  women.  In  only  4 cases  were 
barbiturates  given  in  the  form  of  either 
Nembutal  or  Seconal,  and  the  dose  did  not 
exceed  0.1  Gm.  In  general,  the  average 
dose  was  100  mg.  of  meperidine  hydrochlo- 
ride with  scopolamine  about  every  four  hours. 


TABLE  VII. — -Condition  of  Baby  Immediately 
After  Delivery 


Respiration 

Number  of 
Infants 

Spontaneous  onset 

81 

Minutes  delayed 

1 to  3,  mild  depression 

11 

4 to  8,  moderate  depression 

13 

over  8,  flaixid  body,  severe 

depression  3 

Table  VII  illustrates  the  condition  of  the 
distressed  baby  immediately  following  the 
delivery. 

Eighty-one  babies  respired  without  stimu- 
lation, and  an  additional  11  required  only 
mild  stimulation.  Therefore,  there  was  a 
total  of  92  babies  who  experienced  no  diffi- 
culty and  16  who  required  intensive  resusci- 
tation. Our  results  indicate  that  although 
the  classic  accepted  signs  of  fetal  distress 
were  present,  only  a small  percentage  of  the 
babies  showed  any  effect. 

Comment 

The  patient’s  age,  period  of  gestation,  and 
fetal  presentation  played  no  part  in  the  pro- 
duction of  fetal  distress.  However,  parity 
seemed  to  exert  some  influence.  The  primip- 
arous  woman  had  a distressed  baby  7.4  per 
cent  of  the  time  while  her  multiparous  sister 
had  almost  one-half  this  occurrence.  The 
increased  tone  of  the  uterus  and  the  almost 
consistently  longer  labors  no  doubt  explain 
this  variation. 

Meconium  alone  and  bradycardia  alone 
were  responsible  for  62.9  per  cent  of  the 
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cases.  Of  the  16  severely  affected  babies, 
8 showed  meconium  alone,  and  5 had  only 
bradycardia.  It  seems,  then,  that  the  pres- 
ence of  either  of  these  signs  should  alert  the 
obstetrician  to  the  possibility  of  fetal  em- 
barrassment. Our  policy  of  management 
was  basically  conservative.  Supportive 
treatment,  such  as  oxygen,  hydration  by 
intravenous  fluids,  and  Trendelenbui’g  posi- 
tion was  instituted  immediately.  A vaginal 
examination  under  sterile  conditions  was 
done,  and  a cause  for  the  distress,  such  as  a 
forelying  or  prolapsed  cord,  was  looked  for. 

The  state  and  dilatation  of  the  cervix  was 
determined.  If  possible,  delivery  was  at- 
tempted immediately  or  as  soon  as  was  con- 
sistent with  maternal  safety  and  well  being. 
We  feel  there  is  no  justification  for  extraor- 
dinary means  of  immediate  delivery  to  the 
probable  jeopardy  of  the  mother.  Our 
study  shows  that  with  conservative  and  sup- 
portive treatment  our  incidence  of  neonatal 
deaths  of  1.8  per  cent  compares  favorably 
with  the  1.4  per  cent  of  the  general  hospital 
deliveries. 

Halsey  and  Douglas®  presented  a ten-year 
study  from  1945  to  1954,  in  which  they  re- 
ported 125  cesarean  sections  for  fetal  distress. 
They  concluded  that  the  management  of 
fetal  distress  during  labor  by  cesarean  section 
has  been  an  important  factor  in  the  decrease 
in  fetal  deaths  during  labor. 

In  England,  Fitzgerald  and  McFarlane® 
studied  206  cases  of  fetal  distress  and  agreed 
that  a cesarean  section  performed  as  soon 
as  fetal  distress  was  noted  reduced  the  still- 
birth rate  by  one  half. 

Mintz,^  in  a recent  paper,  reported  55 
consecutive  cesarean  sections  performed  for 
the  primary  indication  of  fetal  distress.  He 
concludes  that  “the  perinatal  salvage  of  in- 
fants delivered  by  Caesarean  section  because 
of  fetal  distress  is  twice  that  of  a similar 
group  delivered  vaginally.” 

However,  there  is  another  more  conserva- 
tive viewpoint  to  the  management  of  fetal 
distress.  An  editorial  comment  appearing 
in  the  Obstetrical  and  Gynecological  Survey  of 
1955*  states  that  “operative  interference  for 


fetal  distress  has  not  been  generally  accepted 
because  fetal  heart  alterations  may  be  transi- 
tory and  because  there  is  often  reason  to  be- 
lieve in  such  cases  that  the  baby  is  already 
damaged.”  Louw*  states  that  fetal  distress 
per  se  is  not  an  indication  for  cesarean 
section. 

We  favor  the  conservative  management  of 
fetal  distress,  for  our  incidence  of  1.8  per 
cent  neonatal  deaths  compares  favorably 
with  any  reported  series  of  fetal  distress 
treated  by  cesarean  section.  We  can  see 
no  reason  to  subject  the  mother  to  major 
abdominal  intervention  with  an  average 
maternal  mortality  of  about  1 per  cent  when 
we  lose  no  more  babies  by  allowing  vaginal 
delivery. 

Walker,  “ of  the  University  of  Natal,  con- 
cludes that  the  prognosis  in  fetal  distress  is 
not  so  gloomy  as  is  generally  believed  and 
that  operative  intervention  may  not  improve 
the  outlook.  Evidence  of  fetal  distress  dur- 
ing labor  should  be  a signal  not  for  dramatic 
action  but  for  careful  appraisal  and  search 
for  a cause. 

Our  means  at  present  are  limited  to  the 
gross,  clinical  evaluation  of  fetal  distress, 
which  at  best  is  not  very  accurate,  for  there 
is  the  human  element  of  error  in  counting 
the  heart  rate  and  in  the  evaluation  of  the 
meconium.  However,  considerable  work  is 
now  being  done  in  the  early  detection  of  fetal 
distress  by  electronic  means.  Electrocardio- 
graphic tracings  may  be  obtained  as  early  as 
eleven  and  one-half  weeks  from  conception. 
Cardiac  anomalies  in  the  fetus  may  be 
detected  with  considerable  accuracy.  We 
are  now  on  the  threshold  of  earlier  detection 
and  more  precise  evaluation  of  fetal  distress. 
Rather  than  the  relatively  inaccurate  sub- 
jective clinical  determination  and  evaluation, 
fetal  distress  now  may  be  determined  on 
objective  scientific  principles. 

We  still  do  not  know  what  subtle  changes, 
if  any,  occur  in  the  fetus  who  is  distressed. 
Nor  are  we  fully  acquainted  with  the  changes 
in  the  nervous  system  that  take  place  in  the 
baby  who  enters  this  world  in  a state  of 
hypoxia.  Some  4 million  babies  are  ex- 
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pected  to  be  bom  this  year.  As  a result  of 
intrauterine  and  neonatal  distress,  George  \V. 
Anderson,  of  Johns  Hopkins,  states 

that  about  63,000  will  require  medical  and 
social  care  for  many  years.  This  includes 
thousands  of  cases  of  cerebral  palsy,  mental 
retardation,  epilepsy,  deafness,  and  bhnd- 
ness.^^  These  may  or  may  not,  in  the  state 
of  our  present  knowledge,  be  related  to  in- 
trauterine factors. 

Until  such  time  as  the  precise  electronic 
means  of  detecting  and  evaluating  fetal  dis- 
tress becomes  universal,  the  clinician  must 
rely  on  his  clinical  appraisal  and  thoughtful 
assessment  of  the  situation  with  a search  for 
a possible  cause.  Active  intervention  in 
the  interest  of  the  fetus  must  not  put  the 
mother’s  welfare  in  hazard. 

Conclusions 

1.  One  hundred  eight  cases  of  fetal  dis- 
tress are  repoi’ted. 

2.  The  evaluation  of  the  signs  of  distress 
is  discussed. 

3.  Supportive  therapy,  oxygen,  intra- 
venous fluids,  and  Trendelenburg  position 
are  indicated. 

4.  Conservative  management  with  deliv- 
ery of  the  baby  as  soon  as  is  consistent  with 
the  mother’s  health  and  welfare  is  dis- 
cussed. 


5.  Newer  electronic  means  of  evaluating 
fetal  disress  are  noted. 

1 Nevins  Street,  Brooklyn  17 
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ANNOUNCEMENT 

Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense’’  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War’’  have  been  re- 
printed in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal, 
750  Third  Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per 
pamphlet  to  cover  costs. 
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Fatal  Asian  Influenza 

A Clinicopathologic  Study 


JOHN  T.  PRIOR,  M.D.,  AND  JOHN  Z.  ANZIULEWICZ,  M.D.,  SYRACUSE,  NEW  YORK 
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T NFLUENZA,  named  “influenza  di  freddo” 
(influence  of  cold),  so  called  because  the 
first  cold  days  in  the  fall  coincided  with  the 
first  appearance  of  the  epidemic,  has  occurred 
in  pandemic  fashion  three  times  in  recent 
years.  It  is  stated  that  the  morbidity  in 
Europe  during  the  1890  pandemic  was  50  per 
cent  of  the  population,  and  that  the  mortal- 
ity ranged  between  8 and  10  per  10,000  in- 
habitants. The  pandemic  of  1918  with  its 
extraordinarily  high  mortality  in  young 
adults  has  been  described  as  one  of  the  great- 
est human  catastrophes  of  all  times.  The 
morbidity  rate  in  Europe  was  about  80  per 
cent  of  the  population  in  some  countries,  and 
some  statistics  in  Germany  indicated  100 
per  cent.  The  mortality  rate  in  Germany 
at  this  time  was  37  per  10,000  population. 
Owing  to  the  unavailability  of  virology 
technics  during  these  pandemics,  the  role 
of  bacteria  and  viruses  was  never  resolved. 

In  1948  the  World  Health  Organization 
sponsored  the  Influenza  Study  Program, 
and  since  then  there  has  been  a system  of 
reporting  specific  diagnoses  of  influenza  in 
the  United  States,  South  America,  Canada, 
and  Europe.  It  was  this  system  of  com- 


munication that  alerted  the  world  to  a rela- 
tively mild  outbreak  of  influenza  in  the 
British  Colony  of  Hong  Kong  in  mid-April, 
1957.  Shortly  thereafter  milhons  of  cases 
of  a mild  respiratory  disease  called  “Asian” 
influenza  occurred  throughout  the  world. 

Influenzal  pneumonia  is  described  clini- 
cally as  an  acute  diffuse  interstitial  respira- 
tory infection  of  specific  viral  origin  char- 
acterized by  the  abrupt  onset  of  headache, 
myalgia,  high  fever,  cough,  sore  throat, 
and  prostration.  Uncomphcated  cases  re- 
cover within  a few  days  followed  by  a vari- 
able period  of  lassitude.  Severe  cases  as 
encountered  in  the  pandemics  may  pursue  a 
fulminating  course  characterized  by  an  xm- 
responsive  acute  respiratory  failure  which 
may  or  may  not  be  complicated  by  secondary 
staphylococcus  or  streptococcus  invaders. 

In  late  1957  and  early  1958  we  encoun- 
tered several  rapidly  fulminating  fatal  cases  of 
influenza  in  this  center.  It  is  the  purpose 
of  this  report  to  describe  the  clinical  and 
pathologic  features  of  10  patients,  9 of  whom 
were  autopsied,  and  to  compare  them  with 
the  changes  described  in  the  pandemics  of 
1890  and  1918.  We  feel  that  this  study  is 


T.4BLE  I. — Summary  of  Hospital  D.xt.\  of  10  Patients  with  Asian  Influenza 


Case 

Age 

(Years) 

Sex 

Temperature 

on 

Admission 

(F.) 

Duration 

of 

Illness 

(Days) 

Associated  Condition 

1 

25 

F 

101 

11 

Pregnancy — 38th  week 

2 

21 

M 

104 

4 

3 

29 

F 

104 

4 

4 

52 

M 

104 

9 

5 

22 

F 

103.5 

9 

6 

55 

F 

102 

6 

Chronic  rheumatic  heart  disease 

7 

55 

F 

98.6 

4 

Diabetes  mellitus,  7 years;  heart  block 

8 

23 

F 

101.8 

8 

Postpartum  patient 

9 

33 

M 

101.4 

7 

10 

31 

F 

1 

Lobectomy  1 year  previously 
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rather  unique  in  that  it  was  possible  to 
obtain  detailed  chnical  observations  and 
essential  laboratory  data  and  to  observe  the 
response  to  a battery  of  chemotherapeutic 
agents,  since  all  but  1 of  the  cases  were  under 
hospital  care.  Previous  studies  recording 
larger  numbers  of  cases  have  lacked  these 
data,  since  they  had  origin  either  in  the 
coroner’s  office^  or  the  office  of  the  medical 
examiner.  2 Because  of  this,  we  feel  that 
the  reporting  of  these  cases  in  some  detail 
will  be  of  value. 

Materials  and  Method 

This  series  records  10  fatal  cases  of 
Asian  influenza  which  occurred  in  Syracuse, 
New  York,  during  the  pandemic  of  1957  to 
1958.  Nine  of  the  patients  died  duruig  the 
month  of  October,  1957,  and  1 expired  in 
January,  1958.  The  clinical  data  were  ob- 
tained from  the  hospital  records  of  9 of  the 
patients  and  from  other  sources  of  the  1 
patient  who  died  at  home.  Table  I sum- 
marizes the  age  and  sex  distribution,  ad- 
mission temperature,  duration  of  the  disease, 
and  associated  conditions.  The  age  distribu- 
tion ranged  from  twenty-one  to  fifty-five 
years,  with  an  average  age  of  thirty-one 
years.  Seven  of  the  10  patients  were 
women.  The  admission  temperature  ranged 
from  98.6  to  104  F.  It  should  be  emphasized 
that  Case  7 who  had  the  normal  temperature 
was  a diabetic  patient  and  was  admitted 
to  the  hospital  for  recurrent  attacks  of 
syncope  associated  with  heart  block.  This 
patient  developed  symptoms  twelve  days 
later  in  the  hospital  and  constitutes  the  only 
case  in  the  series  considered  to  be  of  hospital 
origin.  This  is  of  interest,  since  many 
people  have  the  feeling  that  large  numbers 
of  fatal  cases  during  the  1957  to  1958 
pandemic  were  actually  contracted  in  the 
hospital  while  they  were  under  care  for  some 
unrelated  condition.  The  duration  of  the 
disease  ranged  from  one  to  eleven  days,  with 
an  average  of  six  days.  Five  of  the  patients 
were  considered  to  have  significant  associated 
conditions.  Two  patients  were  pregnant; 
1 was  in  the  thirty-eighth  week,  and  the 


other  one  entered  the  hospital  in  labor,  with 
symptoms  of  the  influenzal  process.  The 
latter  patient  (Case  8)  had  symptoms  of 
cough,  chills,  fever,  and  hemoptysis  three 
days  before  entering  the  hospital,  had  a nor- 
mal dehvery,  and  expired  five  days  after 
admission.  Case  6 was  an  individual  with  a 
chronic  rheumatic  heart  disease  of  many 
years  duration  who  was  on  maintenance 
digitoxin  and  penicillin  (500,000  imits  per 
day).  Case  10  had  had  a long  history  of 
chronic  pulmonary  disease  with  bronchi- 
ectasis and  bronchitis  for  which  a lobectomy 
was  performed  one  year  previous  to  the 
onset  of  influenzal  symptoms.  Case  3 is 
the  only  case  in  the  group  with  encephalitis 
and  this  patient  had  shown  fever,  anorexia, 
and  cough  three  days  previous  to  ad- 
mission. Autopsy  permission  was  refused 
in  Case  9. 

Samples  of  blood  were  taken  for  cultui’e, 
viral  complement-fixation  tests,  and  for  cold 
agglutinins.  Nasal,  throat,  and  tracheal 
secretions  were  obtained  for  bacterial  identi- 
fication and  culture  for  antibiotic  sensitivity. 
Postmortem  bacterial  studies  were  carried 
out  in  selected  cases.  Lung  tissue  and 
brain  (Case  3 with  viral  encephalitis)  were 
obtained  from  all  autopsied  cases  and  sub- 
mitted in  a frozen  state  to  the  Virology 
Section  of  the  Division  of  Laboratories  and 
Research  in  Albany,  New  York,  for  viral 
isolation  studies.  Two  years  later,  not  hav- 
ing received  any  report,  we  inquired  and 
learned  that  the  tissues  had  been  discarded 
without  examination  because  of  “failure  to 
forward  pertinent  clinical  data.” 

Case  Reports 

Case  1.— The  patient  was  a twent3'-five-3'car- 
old  white  woman  in  the  thirt3'-oighth  week  of 
pregnancy  who  was  well  until  nine  da3's  prior  to 
admission  when  she  became  feverish,  weak,  had 
generalized  malaise,  and  complamcd  of  “con- 
gested lungs.”  She  then  developed  progressive 
dyspnea  and  night  chest  pain  and  was  admitted 
to  Crouse-Irving  Hospital  with  a diagnosis  of 
pregnancy  with  pneumonia.  Seven  children  in 
her  immediate  family  were  ill  with  “flu”  simul- 
taneously. On  admission,  her  blood  pressure 
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was  120/74,  respirations  were  40  (labored),  pulse 
was  130,  and  her  temperature  was  101  F.  There 
was  a bilateral  splinting  of  the  chest  and  hypo- 
motile  diaphragms.  Bronchovesicular  breathing 
was  present,  with  dry  rales  and  rhonchi  through- 
out. 

An  e.xamination  of  the  blood  showed  a hemo- 
globin of  16  Gm.  per  100  ml.,  a hematocrit  of  42, 
and  a white  cell  count  of  24,200  per  cubic  milli- 
meter, with  100  per  cent  neutrophils.  A urinaly- 
sis revealed  a specific  gravity  of  1.025;  albumin, 
3 plus;  sugar,  0;  and  a normal  microscopic  ex- 
amination. Blood  was  taken  for  complement  fix- 
ation and  cold  agglutinin  tests.  Despite  treat- 
ment with  antibiotics,  sedatives,  and  nasal  oxy- 
gen, the  patient  developed  marked  respiratory 
difficulties  and  became  increasingly  cyanotic. 
Endotracheal  suction  produced  large  amounts  of 
mucopurulent  material.  While  undergoing  an 
emergency  tracheotomy  the  day  following  admis- 
sion, the  patient  expired. 

An  autopsy  performed  approximately  ten 
hours  postmortem  revealed  a pn'gnant  ub'rus 
with  a male  fetus  at  term.  Approximately  500 
cc.  of  an  amber  colored  fluid  were  present  in  each 
pleural  space,  and  each  space  was  the  site'  of  a 
fibrinopurulent  pleuritis.  Each  lung  was  coated 
with  grayish-red  fibrinous  adhesions  and  on  pal- 
pation presented  patchy  induration  with  no  dif- 
fuse consolidation.  Several  creamy  yellow  inter- 
communicating abscesses  were  noted  in  both  lung 
fields.  The  bronchial  mucosa  was  injected  and 
covered  wdth  pink  frothy  fluid.  The  other  organs 
show'ed  no  macroscopic  changes. 

Case  2. — The  patient  was  a twenty-one-year- 
old  wffiite  man  who  was  healthy  until  one  day 
prior  to  admission  at  which  time  he  complained 
of  rhinitis.  He  became  unconscious  the  follow- 
ing day  and  was  admitted  to  the  Onondaga 
General  Hospital  with  the  diagnosis  of  bilateral 
pneumonia.  On  admission,  the  blood  pressure 
was  122/0;  respirations,  40  (labored) ; pulse,  100 
(weak  and  thready);  and  temperature,  104  F. 
The  patient  was  cyanotic  and  dyspneic.  The 
corneal  reflexes  were  absent,  and  the  pupils  were 
dilated  with  no  reaction  to  light  or  accommoda- 
tion. Coarse,  moist  rales  were  present  through- 
out the  left  chest. 

Chest  roentgenograms  revealed  a diffuse  cloud- 
ing of  the  entire  right  lung  field  and  coarse  nodu- 
lar infiltrations  in  the  left  upper  lung  field.  An 
examination  of  the  blood  showed  a hemoglobin 
of  13.8  Gm.  per  100  ml.;  a hematocrit  of  50;  and 


a white  blood  cell  count  of  6,500  per  cubic  milli- 
meter, with  47  per  cent  neutrophils  and  53  per 
cent  lymphocytes.  A urinalysis  revealed  a 
phosphorus  of  4.5;  a specific  gravity  of  1.015; 
albumin,  2 plus;  sugar,  0;  and  numerous  pus 
cells  in  the  sediment  along  with  1 granular  cast 
per  high-power  field.  Blood  was  taken  for  cul- 
ture, compliment  fixation,  and  cold  agglutinin 
tests.  An  endotracheal  suction  via  tracheostomy 
was  productive  of  much  red  mucous  material. 
Despite  vigorous  treatment  with  antibiotics, 
sedatives,  levarterenol  bitartrate  (Levophed  bi- 
tartrate), and  oxygen,  the  patient  continued  a 
rapid  downhill  course  and  expired  two  days  fol- 
lowing admission. 

At  autopsy,  fifteen  hours  postmortem,  each 
pleural  space  was  found  to  contain  approximately 
400  cc.  of  pinkish  fluid  and  was  the  site  of  a few' 
fibrinous  adhesions.  Each  lung  weighed  ap- 
proximately 1,200  Gm.  and  on  section  presented 
a consolidated  purple  surface  which  exuded  a 
blood-tinged  fluid.  Bronchi  w'ere  markedly  con- 
gested throughout.  Other  organs  were  essen- 
tially unremarkable. 

Case  3.— The  patient  was  a twenty-nine-year- 
old  white  woman  who  was  in  good  health  until 
three  days  prior  to  admission  when  she  developed 
fever,  anorexia,  and  a nonproductive  cough.  She 
became  dyspneic  and  semicomatose  about  seven 
hours  prior  to  admission  to  the  Oswego  Hospital 
where  she  developed  diplopia  and  thrashing  arms. 
Her  temperature  on  admission  was  104  F.  Fol- 
lowing lumbar  puncture  which  yielded  an  open- 
ing pressure  of  180  mm.  Hg,  a protein  of  114  mg. 
per  100  ml.  and  140  cells  (90  polymorphonuclear 
leukocytes  and  50  lymphocytes)  per  cubic  centi- 
meter, she  was  transferred  to  the  Syracuse  City 
Hospital  with  a diagnosis  of  viral  encephalitis. 
On  admission  her  temperature  was  101  F.;  pulse, 
90;  respirations,  22;  and  she  was  comatose. 
The  physical  examination  yielded  essentially 
negative  findings  except  for  decreased  deep 
tendon  reflexes,  some  body  weakness,  and  a right 
positive  Babinski  sign.  A repeat  lumbar  punc- 
ture revealed  98  cells  (68  lymphocytes  and  30 
neutrophils)  per  cubic  millimeter.  The  spinal 
fluid  and  nasal  and  throat  secretions  yielded  no 
growth  on  culture.  An  examination  of  the  blood 
revealed  a white  blood  cell  count  of  5,200,  with  76 
lymphocytes  and  24  neutrophils.  A urinalysis 
yielded  negative  findings  except  for  a trace  of 
albumin.  The  patient  remained  febrile,  un- 
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responsive,  and  comatose  throughout  her  down- 
hill hospital  course  and  progressively  accumu- 
lated mucus  in  her  respiratory  tract,  became  more 
dyspneic,  and  quietly  expired  eighteen  hours 
after  admission. 

At  autopsy,  two  hours  postmortem,  the 
trachea  and  bronchi  contained  frothjq  mucopu- 
rulent material.  There  was  basilar  atelectasis 
bilaterally  and  on  section  the  pulmonary  paren- 
chyma was  well  aerated  and  dry.  The  brain  was 
found  to  reveal  very  flattened  convolutions  and 
narrowed  sulci.  The  meninges  were  slightly 
congested,  and  a bilateral  herniation  of  the  cere- 
bellar tonsils  into  the  foramen  magnum  was 
noted.  Other  organs  were  not  unusual. 

Case  4. — Five  days  prior  to  admission  to  the 
Syracuse  Memorial  Hospital,  this  fifty-two- 
year-old  man  complained  of  general  malaise, 
sore  throat,  a fever  of  103  F.,  and  a productive 
cough.  He  contacted  his  local  physician  who, 
following  an  examination,  prescribed  tetracy- 
cline without  effect.  The  temperature  contin- 
ued to  rise,  and  the  patient  became  extremely 
cyanotic  with  breathing  difficulties.  He  was 
admitted  to  the  Syracuse  Memorial  Hospital 
with  a diagnosis  of  lobar  pneumonia.  On 
admission,  his  blood  pressure  was  124/64; 
temperature,  104  F.;  respirations,  56;  and 
pulse,  140.  A physical  examination  revealed  a 
consolidation  of  the  left  upper  and  right  middle 
lobes  and  bilateral  inspiratory  and  expiratory 
rales. 

An  examination  of  the  blood  revealed  a hemo- 
globin of  12.9  Gm.  per  100  ml.,  a hematocrit  of 
42,  and  a white  cell  count  of  6,800  with  91 
neutrophils  and  9 lymphocytes.  The  carbon 
dioxide  combining  power  was  55  volumes  j3er 
cent.  A urinalysis  showed  an  acid  urine  with  a 
specific  gravity  of  1.023,  a trace  of  albumin,  and 
negative  findings  for  sugar  and  acetone.  A 
microscopic  examination  showed  five  to  eight 
coarse  granular  casts  and  three  hj^aline  casts  per 
high-power  field.  The  patient  became  confused, 
disoriented,  and  markedly  dyspneic.  Despite 
supportive  therapy,  antibiotics,  and  oxygen,  she 
continued  a downhill  course  and  expired  in 
anoxia  three  days  following  admission. 

An  autopsy  was  performed  three  hours  post- 
mortem. Blood  was  taken  at  this  time  for  com- 
plement fixation  and  cold  agglutinin  tests. 
Each  pleural  space  contained  approximately 
450  cc.  of  bloody  fluid.  The  bronchi  were 
markedly  congested  bilaterally,  and  on  cut 


section  the  lung  parenchj^ma  was  i)ur])le-pink 
in  color,  firm,  and  exuded  frothy  bloody  fluid. 
The  liver  and  spleen  showed  marked  passive 
congestion.  The  mitral  valve  presented  mul- 
tiple tiny  j)ink  vegetations  on  the  free  border  and 
several  calcified  nodules  at  the  base,  and  the 
aortic  valve  showed  calcification  along  the  free 
margins  and  at  the  base. 

Case  5. — Four  days  prior  to  admission,  this 
twenty-two-year-old  white  woman  experienced 
the  onset  of  fever,  sore  throat,  generalized 
malaise,  and  dysjjnea.  She  then  developed 
chills  and  a persistent  cough  pi’oductive  of 
bright  red  streaked  sputum.  On  admission  to 
the  Syracuse  City  Hospital,  her  temperature  was 
103.5  F.,  pulse  was  100,  respirations  were  32,  and 
blood  pressure  was  90/80.  Decreased  breath 
sounds  and  fine  rales  were  noted  in  the  right 
lower  lobe.  Rhonchi  were  found  scattered 
throughout  the  remainder  of  the  right  lung  and 
in  the  left  lung.  The  pharynx  was  slightly 
injected.  A roentgenologic  examination  of  the 
chest  revealed  a consolidation  of  the  right 
lower  lobe. 

An  examination  of  the  blood  revealed  a white 
cell  count  of  2,500  with  4 stabs,  66  neutrophils, 
and  30  lymphocytes:  a hematocrit  of  44;  and  a 
hemoglobin  of  14.8  Gm.  per  100  ml.  A repeat 
white  count  on  the  following  day  was  6,050  with 
32  stabs,  32  segments,  and  36  lymphocytes.  A 
urinalysis  showed  an  acid  urine  with  a specific 
gravity  of  1.013;  albumin,  3 plus;  sugar,  0; 
man}"  white  cell  casts,  and  3 to  4 white  blood 
cells  per  high-power  field.  Sputum  was  taken 
for  culfure  and  sensitivities,  and  blood  was 
drawn  for  an  influenzal  complement  fixation  and 
cold  agglutinin  tests.  Serosanguineous  secre- 
tions were  obtained  through  an  endotracheal 
suction  following  a tracheotomy  two  days  after 
admission.  The  patient  became  increasingly 
dyspneic  and  cyanotic  and  despite  antibiotics, 
oxygen,  and  supjiortive  therapy,  ran  a downhill 
course  and  exirired  four  days  after  admission. 

An  autopsy  performed  six  hours  postmortem 
revealed  a jioorly  nourished,  cyanotic  white 
woman.  Each  j)leural  cavity  contained  approxi- 
mately 400  cc.  of  blood-tinged  fluid,  and  a few 
fibrinous  adhesions  were  noted.  Each  lung 
presented  a dark-purple  surface.  The  right 
lung  weighed  3,400  Gm.  and  the  left  lung  weighed 
1,500  Gm.  On  section,  the  parenchyma  was 
purple  in  color  and  exuded  bloody  fluid.  The 
liver  and  s])leen  showed  marked  congestion,  and 
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the  peritoneal  cavity  contained  an  estimated 
400  cc.  of  yellow  fluid.  Other  organs  were 
not  unusual. 

Case  6. — A fifty-two-year-old  white  woman, 
a known  rheumatic  heart  patient  of  several 
years  duration,  was  maintained  on  0.1  mg. 
digitoxin  every  two  days  and  500,000  units  of 
penicillin  per  day.  She  was  in  fair  health  until 
five  days  prior  to  admission  when  she  developed 
a nonproductive  cough,  shortness  of  breath, 
lethargy,  and  a fever  of  100  to  101  F.  The 
cough  persisted  and  she  was  admitted  to  the 
Syracuse  City  Hospital.  On  admission  she 
appeared  acutely  ill  and  was  slightly  cyanotic 
with  a temperature  of  102  F.;  pulse,  32;  respi- 
rations, 33;  and  blood  pressure,  135/65.  A 
few  rough  rhonchi  were  noted  in  both  upper 
lobes,  and  the  right  lower  lobe  showed  a few 
crepitant  rales.  Expiratory  wheezes  were  pres- 
ent throughout  both  lung  fields.  The  heart 
was  enlarged  and  showed  an  irregular  rhythm 
with  occasional  extrasystoles.  A Grade  II 
systolic  murmur  was  present  at  the  apex.  De- 
spite routine  cardiac  therapy  and  antibiotics, 
the  patient  pursued  a downhill  course  and 
expired  approximately  thirty-six  hours  after 
admission.  No  laboratory  data  were  available 
on  this  patient. 

An  autopsy  performed  approximately  sixteen 
hours  postmortem  revealed  1,000  to  1,500  cc.  of 
a yellow-orange  clear  fluid  in  the  pleural  cavities 
and  75  to  100  cc.  of  clear  amber  fluid  in  the  peri- 
cardial cavity.  The  right  lung  weighed  920  Gm. 
and  the  left  lung  weighed  975  Gm.  Marked 
mottled  consolidation  was  present  throughout 
the  entire  parenchyma.  The  left  lower  lobe  had 
total  consolidation  which  on  cut  section  pre- 
sented the  consistency  of  liver  and  a deep  red 
color.  The  heart  weighed  320  Gm.  The  mitral 
valve  showed  a marked  shortening  of  the  chordae 
tendineae  cordis  with  a thickening  and  rolling  of 
the  valve  margins  and  some  calcification.  The 
aorta  and  its  ramifications  showed  less  than  the 
usual  degree  of  atheromatous  change.  The 
liver  weighed  1,750  Gm.  and  on  section  revealed 
a tan  parenchyma  with  an  accentuation  of  dark 
red  lobular  markings.  Other  organs  were  grossly 
unremarkable. 

Case  7. — A fifty-five-year-old  woman  had 
diabetes  mellitus  for  seven  years  and  was  con- 
trolled by  diet  until  January,  1957,  when  she 
was  started  on  NPH  insulin.  Following  an 


attack  of  syncope  in  early  1957,  she  was  diagnosed 
as  having  a complete  heart  block  with  a Stokes- 
Adams  syndrome.  Following  treatment  with 
ephedrine,  cortisone,  atropine,  and  Adrenalin, 
she  was  converted  to  a normal  conduction  with  a 
right  bundle  branch  block.  Because  of  recur- 
rent syncopal  attacks,  she  was  admitted  to  the 
Syracuse  University  Hospital  of  the  Good 
Shepherd  for  management  and  study.  On  ad- 
mission, the  blood  pressure  was  160/80;  pulse, 
40  and  regular;  and  respirations,  16.  A phys- 
ical examination  revealed  essentially  negative 
findings  except  for  cardiomegaly  with  a Grade  I 
apical  systolic  murmur.  Heart  sounds  were 
distant  and  there  was  a slight  variation  in  the 
intensity  of  the  first  heart  sounds.  The  lungs 
were  clear,  trophic  skin  changes  were  present 
over  the  lower  extremities,  and  pedal  pulses 
were  absent.  An  examination  of  the  blood 
revealed  a leukocytosis  of  15,000  per  cubic 
centimeter  with  a normal  differential,  a hemo- 
globin of  12.7  Gm.  per  100  ml.,  and  a hematocrit 
of  40.  Fasting  blood  sugars  ranged  between 
148  and  248  mg.  per  100  ml.  during  her  hos- 
pital course. 

Twelve  days  following  admission,  the  patient 
developed  coarse  basilar  rales  in  the  right  side 
of  the  chest  and  became  cyanotic,  dyspneic,  and 
orthopneic.  A roentgenologic  examination  re- 
vealed the  presence  of  an  inflammatory  disease 
in  the  right  lower  lobe.  At  this  time  the  white 
cell  count  was  20,200  per  cubic  millimeter, 
with  12  bands,  74  segments,  8 lymphocytes,  4 
monocytes,  and  2 eosinophils.  Blood  was 
taken  for  cold  agglutinin  and  complement 
fixation  tests.  Despite  oxygen,  supportive  ther- 
apy, and  antibiotics,  the  patient  ran  a downhill 
course  and  quietly  expired  sixteen  days  after 
admission,  four  days  after  the  acute  onset. 

An  autopsy  performed  seven  hours  post- 
mortem revealed  a moderately  obese  white 
woman.  Each  pleural  cavity  contained  ap- 
proximately 1,500  to  2,000  cc.  of  clear  amber 
fluid.  The  right  lung  weighed  740  Gm.,  and 
the  left  lung  weighed  680  Gm.  The  bronchi 
revealed  marked  mucosal  congestion  and  a 
moderate  amount  of  yellow-gray  adherent 
mucoid  material.  The  lower  lobe  of  the  right 
lung  was  totally  atelectatic,  purple,  and  rubbery. 
The  remaining  pulmonary  parenchyma  showed 
diffuse  patchy,  reddish,  consolidated  areas  on 
section.  Numerous  V-shaped  scars  distorted 
the  subcapsular  surfaces  of  the  kidneys.  Other 
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TABLE  II. — Bacteriology  Data  of  9 Patients  with  Asian  Influenza 


Case 

Date 

Specimen 

Organism 

1 

Oct.  20,  1957 

Endotracheal  swab 

Normal  flora 

21,  1957 

Lung  (postmortem) 

Staphylococcus  aureus 

2 

23,  1957 

Tracheal  aspirations 

Negative 

3 

19,  1957 

Spinal  fluid;  nasal  and 
throat  swab 

Negative 

4 

19,  1957 

Blood 

Negative 

22,  1957 

Lung  (postmortem) 

Negative 

5 

22,  1957 

Sputum 

Staph,  aureus 

6 

23,  1957 

Nasal  and  throat  swab 

Negative 

7 

29,  1957 

Throat  swab 

Hemolytic  streptococcus  B 

8 

30,  1957 

Blood  and  sputum 

Negative 

Nov.  3,  1957 

Lung  (postmortem) 

Negative 

9 

Oct.  31,  1957 

Nose  and  throat 

Bacterium  mucosurn  capsulatum;  Bacterium 

Nov.  1,  1957 

sputum 

Hemophilus  streptococcus;  bacterium  pyo- 
cyaneus 

organs  were  grossly  unremarkable. 

Case  8. — The  patient  was  a twenty- three- 
year-old  Negro  woman,  pregnant,  and  at  term. 
Three  days  prior  to  admission  and  delivery  of  a 
healthy  male  child,  she  developed  chills,  fever, 
cold  sweats,  cough,  and  hemoptysis.  At  that 
time  her  daughter  had  been  recovering  from  a 
febrile  illness  and  cough.  There  was  no  evidence 
of  a premature  placental  separation.  She  was 
afebrile  on  admission  but  spiked  a temperature 
to  101.8  F.  six  hours  postpartum  and  complained 
of  a shortness  of  breath.  An  examination  of 
her  chest  revealed  post-tussic  rales  in  the  lower 
lobe  of  the  right  lung  and  bronchial  breath 
sounds  with  crepitant  rales  throughout  both 
lung  fields.  A radiographic  examination  of  the 
chest  revealed  a consolidation  of  both  lower 
lobes. 

.\n  examination  of  the  blood  revealed  a white 
cell  count  of  9,600  per  cubic  millimeter,  with 
62  neutrophils  and  38  lymphocytes.  The  hemo- 
globin was  10.7  Gm.  per  100  ml.  and  the  hemat- 
ocrit was  35.  A urinalysis  indicated  negative 
findings.  Blood  was  taken  for  the  influenzal 
complement-fixation  cold  agglutinin  tests  and 
for  the  bacterial  culture.  The  sputum  was 
also  taken  for  bacterial  culture. 

Penicillin  and  streptomycin  therapy  were 
instituted.  Three  days  postpartum  the  jiatient 
became  moderately  dyspneic,  and  her  temper- 
ature rose  to  102.8  F.  Bilateral  rales  and 
bronchial  breathing  persisted.  Reddish  currant 
jelly-like  sputum  was  coughed  up,  and  despite 
supportive  therapy  and  oxygen  she  pursued  a 
downhill  course  and  expired  five  days  after 
admission. 

An  autopsy  was  performed  fifty-four  hours 


postmortem.  The  pleural  cavities  were  free  of 
fluid,  and  the  pericardial  cavity  contained 
30  cc.  of  a clear  amber  fluid.  The  right  lung 
weighed  850  Gm.  and  the  left  lung  weighed 
650  Gm.  All  lobes  were  practically  acrepitant 
and  firm,  and  on  section  they  revealed  a uniform 
pale  gray-pink  cut  surface.  The  bronchi  were 
filled  with  a thick  tenacious  yellow-gray  mucoid 
material,  and  the  mucosa  was  inflamed.  The 
other  organs  were  essentially  normal. 

Case  9. — The  patient  was  a thirty-three- 
year-old  white  male  who  was  in  good  health  until 
five  days  prior  to  admission  when  he  developed  a 
slightly  productive  cough,  progressive  weakness, 
dyspnea,  and  a fever  of  101  to  102  F.  His 
cough  became  more  productive  and  blood- 
tinged,  and  the  fever  persisted.  There  was  no 
chest  pain.  He  was  seen  by  his  local  physician, 
and  a regimen  of  tetracyclines  and  penicillin  was 
started.  Because  of  progressively  increasing 
dyspnea,  the  patient  was  referred  to  the  Syracuse 
City  Hospital  and  was  admitted  with  a diagnosis 
of  ejiidemic  influenza.  On  admission,  his  blood 
jiressure  was  80/60;  temperature,  101.4  F.; 
pulse,  140;  and  respirations,  48.  A dullness  to 
percussion  was  noted  at  the  right  base,  and 
crepitant  rales  and  bronchial  breath  sounds  were 
present  at  the  bases  bilaterallJ^ 

An  examination  of  the  blood  revealed  a white 
cell  count  of  27,000  per  cubic  centimeter  with  50 
stabs,  33  neutrophils,  and  17  lymphocytes.  The 
hematocrit  was  44.  A urinalysis  showed  an  acid 
urine  with  a specific  gravity  of  1.020,  2 plus 
albumin,  negative  findings  for  sugar,  and  a 
normal  microscopic  examination.  Blood  was 
taken  for  the  influenzal  complement  fixation  and 
cold  agglutinin  tests.  Sputum  and  nose  and 
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Fig.  1.  Case  4- — (^)  Thrombotic  masses  within  glomerular  capillaries  seen  in  kidneys;  (B)  top  half  of 
photograph  shows  amorphous  fibrin  material  on  mitral  leaflets  (hematoxyUn  and  eosin  stain). 


throat  secretions  were  taken  for  culture.  A 
radiographic  examination  of  the  cliest  sliowcd 
consolidation  throughout  the  right  lung  and  a 
minimal  consolidation  on  the  left. 

The  patient’s  skin  was  cold,  clammy,  and  cy- 
anotic. Levartcrenol  bitartratc  was  given  to 
maintain  the  blood  pressure.  Despite  o.\ygen, 
antibiotic,  and  supportive  therapy,  he  remained 
cyanotic  with  labored  breathing  and  pursued  a 
downhill  course.  His  temperature  rose  to  104.4 
F.,  he  became  irrational  and  convulsed,  and  ex- 
pired. Autopsy  permission  was  refused. 

Case  10. — -This  thirty-one-year-old  white 
woman  had  a previous  history  of  chronic  pul- 
monary disease  including  chronic  bronchitis  and 
bronchiectasis  for  which  a partial  resection  of  the 
left  lower  lobe  had  been  done  approximately  one 
year  ago.  She  was  in  apparent  good  health 
until  the  day  prior  to  her  death  when  she  de- 
veloped what  appeared  to  be  a moderate  cold. 
Her  symptomatology  increased  during  the  night, 
and  she  expired  at  home  while  asleep.  The  ex- 
act time  of  death  was  not  noted. 

An  autopsy  waS  performed  at  the  Onondaga 
County  Morgue  at  an  estimated  ten  hours  post- 


mortem. The  pleural  cavities  were  symmetrical 
in  size,  bilaterally.  No  fluid  was  present.  The 
right  lung  weighed  670  Gm.  and  the  left  lung 
weighed  470  Gm.  The  bronchial  mucosa  was 
congested  and  contained  frothy  pink  exudate. 
On  cut  section,  the  parenchyma  was  spottedly 
consolidated  and  hemorrhagic  throughout  all 
lung  fields.  The  lower  lob('  of  the  right  lung  was 
most  markedly  consolidated  and  suggestive  of  a 
confluent  bronchopneumonia.  All  other  organs 
were  essentially  normal. 

Bacteriology 

The  bacteriologic  data  are  summarized 
in  Table  II.  The  2 cases  categorized  as 
necrotizing  bronchopneumonia  (Cases  1 and 
4)  are  of  interest  in  that  while  organisms 
were  seen  in  the  lung  sections  from  autopsy, 
staphylococci  could  be  cultured  from  the 
lungs  in  Case  1 only.  Case  4 also  showed 
a negative  blood  culture  in  spite  of  the  fact 
that  vegetations  were  noted  on  the  mitral 
leaflets  at  autopsy,  and  a focal  embohe 
glomerulonephritis  was  present  in  the  micro- 
scopic sections  of  the  kidney  (Fig.  lA). 
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TABLE  III. — Serology  Data  of  7 Patients  with 
Asian  Influenza 


. — Complement — . 

Cold 

Fixation 

Agglu- 

Case 

Date 

A B 

tinins 

1 

Oct. 

22, 

1957 

1 

GO 

1 

:4 

0 

2 

23, 

1957 

1: 

:4 

1: 

:4 

0 

26, 

1957 

1: 

:16 

1: 

:4 

0 

4 

23, 

1957 

1: 

:128 

1: 

:4 

0 

5 

24, 

1957 

1 : 

:64 

1: 

:4 

1;16 

7 

Nov. 

1, 

1957 

1: 

:128 

1 

:4 

0 

8 

Oct. 

3, 

1957 

1 

:8 

1 

:4  . 

0 

9 

Nov. 

2, 

1957 

1: 

:128 

1 

:4 

0 

Organisms  Avere  not  identified  in  the  micro- 
scopic sections  of  the  valves,  and  the  main 
mass  of  the  vegetation  was  composed  of 
dense  fibrinous  material  (Fig.  IB).  Staphy- 
lococci were  recovered  from  the  sputum  and 
throat  (area)  in  2 cases,  and  hemolytic  strep- 
tococci were  recovered  from  the  throat 
secretions  of  2 other  cases.  No  organisms 
were  noted  on  examination  of  the  lung  sec- 
tions of  these  cases  at  autopsy.  Table  III 
summarizes  the  complement-fixation  sero- 
logic studies  on  7 of  the  cases.  Group  spe- 
cific antibodies  to  the  A strain  of  Asian  in- 
fluenza were  demonstrated  in  6 of  8 cases. 
Only  1 case  demonstrated  cold  agglutinating 
antibodies,  this  being  at  variance  with  most 
descriptions  of  influenza  in  which  they  are 
stated  to  be  present  often. 

Laboratory  Data 

Additional  laboratory  data  were  available 
in  most  of  the  cases.  The  total  white  blood 
count  ranged  between  2,500  and  27,700  white 
blood  cells  per  cubic  centimeter.  Case  5, 
which  showed  the  lowest  white  blood  cell 
count  (2,500  per  cubic  centimeter),  had  a 
repeat  determination  four  days  later,  just 
before  death,  and  at  this  time  there  were 
6,050  white  blood  cells  per  cubic  millimeter. 
Case  8 also  showed  a change  in  total  Avhite 
cells  from  an  initial  5,800  to  10,700  per  cubic 
millimeter  three  days  later.  It  is  of  interest 
that  although  most  descriptions  of  in- 
fluenza state  that  a leukopenia  is  the  rule  in 
the  majority  of  the  cases,  only  2 cases  in  our 
series  could  be  considered  to  have  had  a 
leukopenia.  All  but  2 of  the  cases  showed 


TABLE  IV. — Lung  Weights  of  10  Patients  with 
Asian  Influenza 


Case 

Right 

Lung 

(Gm.) 

Left 

Lung 

(Gm.) 

1 

620 

690 

2 

1 , 190 

1,200 

3 

275 

207 

4 

1,400 

1,600 

5 

3,400 

1,500 

6 

920 

975 

7 

740 

680 

8 

850 

650 

9 

No  autopsy 
performed 

10 

670 

470 

Average 

weight 

1,118 

885 

TABLE  V. — Data  of  Pleural  Spaces  of  10 
Patients  with  Asian  Influenza 


Case 

Right  and  Left  Pleural  Spaces 

1 

500  cc. — fibrinopurulent 

2 

400  cc. — fibrinous 

3 

Negative  findings 

4 

450  cc. — fibrinohemorrhagic 

5 

400  cc. — fibrinohemorrhagic 

6 

1,500  cc.^ — serous 

7 

2,000  cc. — serous 

8 

Negative  findings 

9 

No  autopsy  performed 

10 

Old  adhesions  in  the  right  pleural  spaces; 
obliterated — old  adhesions  in  the  left 
pleural  spaces 

a polymorphonuclear  leukocytosis,  demon- 
strating 53  and  76  per  cent  lymphocytes 
respectively.  Hematocrit  determinations 
were  within  normal  limits  in  all  but  1 case. 
The  urine  determinations  disclosed  a 2 plus 
albumin  in  the  majority  of  the  cases,  and 
occasional  granular  casts  and  white  and  red 
blood  cells  were  noted  on  microscopic 
examination.  Other  laboratory  determina- 
tions revealed  nothing  of  value. 

Pathology 

The  lung  weights  have  been  tabulated  in 
Table  IV.  They  were  uniformly  heavier 
than  normal,  with  the  exception  of  the  patient 
in  Case  3 who  expired  from  postinfectious 
encephalitis.  Both  lungs  were  involved  in 
all  cases,  and  the  process  was  usually  patchy, 
rather  than  diffuse,  in  distribution.  The 
average  weight  for  the  right  lung  was  1,118 
Gm.  and  for  the  left  lung,  885  Gm.  The 
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TABLE  VI. — Pulmonary  Pathology  of  8 Cases 
OF  Asian  Influenza 


Case 

Condition 

2 

Necrotizing  bronchopneumonia 

3 

Alveolar  metaplasia 

4 

Vascular  thrombi 

4 

Interstitial  pneumonia 

5 

Bronchopneumonia 

6 

Pulmonary  edema 

7 

Hyahne  membranes 

7 

Alveolar  hemorrhage 

pleural  surfaces  invariably  showed  fibrinous 
adhesive  material,  and  the  lungs  failed 
to  collapse  when  they  were  removed  from 
the  pleiu’al  spaces.  When  the  limg  tissue 
was  sectioned,  it  was  indurated,  showing  a 
color  range  between  purple  and  bright  red, 
and  the  surface  exuded  blood-tinged  fluid. 
Those  cases  showing  necrotizing  changes 
contained  multiple  small  intercommunicat- 
ing cavities  filled  with  thick  yellow  cream- 
hke  material.  The  average  cavity  size  was 
[ 1 cm.  in  diameter.  The  bronchi  were 

; generally  diffusely  injected  and  contained 
I a moderate  amount  of  yellow-gray  tenacious 


mucoid  material.  Patchy  areas  of  atelec- 
tasis were  always  seen.  The  hilar  lymph 
nodes  were  never  significantly  enlarged 
grossly.  The  pleural  spaces  contained  a 
significant  amount  of  fluid  in  the  majority 
of  the  cases,  ranging  from  400  up  to  2,000 
cc.  in  amoimt.  The  fluid  was  described 
variously  as  purulent,  serous,  hemorrhagic, 
or  fibrinous  in  appearance.  Table  V sum- 
marizes the  changes  noted  in  the  pleural 
spaces. 

Table  VI  is  a summary  of  the  pathologic 
changes  observed  within  the  lungs  of  8 of 
the  patients.  Hyahne  membrane  formation 
and  alveolar  hemorrhage  were  the  common- 
est findings.  The  hyaline  membranes  took 
the  form  of  thick  pink,  homogeneous  bands 
invariably  located  along  the  alveolar  ducts 
(Fig.  2A).  This  location  does  not  coincide 
with  the  alveolar  site  which  is  so  often 
referred  to  in  standard  textbooks  of  pathol- 
ogy in  association  with  influenza.  ^ Robbins,  ^ 
for  example,  states  that  hyafine-appearing 
membranes  line  the  alveolar  wall,  yet  the 


Fig.  2.  Case  4- — (A)  Well-developed  hyaline  membrane  formation  lining  alveolar  duct;  (B)  hyaline  mem- 
brane formation  within  respiratory  bronchiole  (hematoxylin  and  eosin  stain). 
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Fig.  3.  Case  5. — Ghost  outline  of  pulmonary 
parenchyma  and  bacterial  colonies  in  central 
necrotizing  focus  (hemato.xylin  and  eosin  stain). 


illastration  purporting  to  show  this  phe- 
nomenon is  in  reality  an  alveolar  duct  with 
marked  hyaline  membrane  formation.  It 
is  our  impression  that  this  site  may  be  of 
great  significance  in  that  it  blocks  large 
numbers  of  air  sacs  and  alveoli  strategically 
with  the  result  that  what  appears  micro- 
scopically as  a relatively  minor  amount  of 
hyaline  obstructive  membrane  actually  pro- 
duces a very  severe  degree  of  interference 
with  oxygenation.  These  membranes  were 
also  seen  lining  respiratoiy  bronchioles 
(Fig.  2B)  with  destruction  and  attempted 
regeneration  of  the  mucosal  lining.  It  was 
of  considerable  interest  that  areas  showing 
the  severest  degree  of  hyaline  membrane 
formation  were  almost  always  located  in 
areas  relatively  free  from  concomitant  pul- 
monary disease,  such  as  edema,  hemorrhage, 
and  pneumonia. 

Isolated  foci  of  basal  bronchopneumonia 
of  very  mild  degree  were  noted  in  5 of  the 
patients,  but  often  many  sections  had  to  be 
examined  to  locate  these  areas.  Two 


Fig.  4.  Case  6. — (A)  Widened  alveolar  septa  and  considerable  numbers  of  mononuclear  cells;  thin 
hyaline  membrane  noted  in  upper  half  of  photograph.  (B)  Septal  thickening  and  alveolar  metaplasia 
(hematoxylin  and  eosin  stain). 
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TABLE  VII. — Additional  Pathologic 
Alterations  of  8 Cases  of  Asian  Influenza 


Case 

Condition 

1 

Glomerular  thrombi 

1 

Mitral  valve  endocarditis 

1 

Splenic  infarction 

1 

Diabetic  glomerulosclerosis 

2 

Central  necrosis  of  liver 

4 

Tracheitis  (acute) 

4 

Hypercellular  marrow 

9 

Splenic  congestion 

patients  (Case  1 and  Case  4)  were  character- 
ized by  a necrotizing  type  of  broncho- 
pneumonia with  abscess  formation.  Sec- 
tions of  the  areas  of  maximum  change 
showed  lung  destruction  with  coagulative 
necrosis  and  colonies  of  cocci  readily  recog- 
nized on  the  usual  hematoxylin  and  eosin 
sections.  Some  of  these  foci  resembled  the 
microscopic  appearance  seen  in  the  core  of 
an  abscess  (Fig.  3).  Pulmonary  edema  of 
moderately  severe  degree  was  noted  in  6 of 
8 cases.  Interstitial  pneumonia  character- 
ized by  widened  alveolar  septa  which  were 
crowded  with  mononuclear-type  cells  was 
seen  in  4 cases  (Fig.  4A).  Alveolar  phago- 
cytes containing  iron  granules  were  present 
in  small  numbers  in  most  sections.  Alveolar 
metaplasia  taking  the  form  of  a low  cuboidal 
epithelial  cell  type  most  marked  in  the 
subpleural  areas  was  seen  in  3 cases  (Fig. 
4B).  Both  arterial  and  venous  vascular 
thrombi  were  present,  but  capillary  throm- 
bosis was  never  conspicuous.  It  will  be 
noted  in  Table  VI  that  Case  8 showed  no 
evidence  of  a pneumonic  process  in  any  of 
the  sections.  This  case,  however,  did  show 
some  alveolar  hemorrhage  and  the  most 
severe  hyaline  membrane  process  seen  in 
any  of  the  cases. 

Table  VII  summarizes  microscopic  alter- 
ations noted  in  other  organs.  The  trachea 
was  examined  in  4 patients,  and  in  every  in- 
stance it  was  the  site  of  a severe  acute  ulcera- 
tive tracheitis  (Fig.  5).  Case  4 disclosed 
an  acute  endocarditis  involving  the  mitral 
leaflets  associated  with  glomerular  thrombi 
(Fig.  1).  No  bacteria  could  be  noted  within 
the  vegetations  and  the  blood  culture  was 
negative,  although  this  patient  had  received 


Fig.  5.  Case  1. — Superficial  sloughing  of  tracheal 
mucosa  shown  at  top  of  photograph  (hematoxylin 
and  eosin  stain). 


large  doses  of  penicillin  and  tetracycline. 
Thus  it  cannot  be  stated  with  certainty 
whether  this  lesion  represents  a bacterial 
endocarditis  with  embolic  glomerulonephritis 
or  if  it  is  an  example  of  nonbacterial  throm- 
botic endocarditis  with  glomerular  throm- 
bosis. This  patient  did  have  a necrotizing 
type  of  bronchopneumonia,  and  large  num- 
bers of  colonies  of  cocci  could  be  seen  in  the 
sections  of  the  lungs  in  spite  of  the  fact  that 
postmortem  lung  cultures  were  negative. 

Case  7,  the  patient  with  diabetes  mellitus, 
had  diabetic  glomerulosclerosis  at  autopsy. 
Splenic  congestion  was  a constant  finding, 
and  bone-marrow  hypercellularity  was  com- 
mon. Central  necrosis  of  the  liver  of  rather 
severe  degree  was  noted  in  2 patients  (Fig. 
6A). 

Case  3 showed  no  pulmonary  disease,  but 
the  sections  of  the  brain  disclosed  a very 
classic  picture  of  postinfectious  encephalitis 
(Fig.  6B).  The  degeneration  of  nerve  cells 
was  present  along  with  increased  glial  ac- 
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Fig.  6.  Case  4- — (^-1)  Extensive  central  necrosis  of  liver  lobule;  Case  3. — {B)  Paraventricular  area  dem- 
onstrating prominent  “cuffing”  with  chronic  inflammatory  cells  characteristic  of  encephalitis  (hematoxylin 
and  eosin  stain). 


tivity.  There  was  prominent  perivascular 
“cuffing”  with  many  acute  inflammatory 
cells.  This  was  particularly  pronounced  in 
the  paraventricular  areas.  The  pia-arach- 
noid  showed  a heavy  cellular  infiltration, 
also  chiefly  acute  in  type. 

Comment 

The  therapeutic  measures  administered 
to  this  group  of  patients  fell  into  three 
categories:  supportive,  respiratory  stimu- 
lants, and  antibiotics.  Oxygen  was  ad- 
ministered to  7 patients,  for  6 through  the 
tent  and  the  other  by  means  of  a Bennett 
respirator.  A tracheotomy  was  performed 
in  4 of  the  patients.  Various  stimulants 
were  utilized  including  aminophylline,  picro- 
toxin,  coramine,  and  epinephrine;  3 patients 
received  digitalis  preparations.  Several 
patients  received  cortisone  or  hydrocortisone; 
the  various  antibiotics  are  tabulated  in 
Table  VIII. 

We  considered  it  of  some  value  to  contrast 
the  changes  observed  in  this  series  with 


TABLE  Vni. — Antibiotics  Used  in  10  Cases  of 
Asian  Influenza 


Case 

Antibiotics 

1 

Penicillin,  streptomycin,  Tetrex 

2 

Penicillin,  streptomycin,  erythromycin, 
chloramphenicol  (Chloromycetin) 

3 

Supportive 

4 

Penicilhn,  tetracychne 

5 

Streptomycin,  chloramphenicol,  erjThro- 
mycin,  bacitracin,  penicillin 

6 

Achromycin 

7 

Penicillin,  streptomycin 

8 

Penicillin,  streptomycin 

9 

Penicillin,  chloramphenicol,  erythromy- 
cin 

10 

None 

those  noted  in  the  1917  to  1918  pandemic. 
Opie^  has  described  a variety  of  changes,  not 
all  of  which  were  encountered  in  our  cases. 
He  describes  severe  bronchial  injury  asso- 
ciated with  the  typical  lobular  consolidation 
of  bronchopneumonia  which  was  never  a 
conspicuous  feature  of  our  series.  On  the 
other  hand,  the  “acute  fulminating  influenzal 
pneumonia”  he  described  with  alveolar 
hemorrhage  and  hyaline  membrane  forma- 
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tion  in  the  alveolar  ducts  was  common  in 
our  experience.  Opie^  describes  cases  of 
classic  lobar  pneumonia  from  which  pneu- 
mococci were  recovered  in  a large  percent- 
age of  the  cases.  The  type  of  process  we  have 
termed  “necrotizing  bronchopneumonia” 
was  described  by  Opie  and  termed  “suppura- 
tive pneumonia  caused  by  staphylococci.” 
Suppuration  with  bronchial  wall  destruc- 
tion and  extension  into  alveolar  tissue  were 
characteristic  changes,  and  clumps  of  organ- 
isms were  recognized  in  the  necrotic  areas. 
Opie^  stated  that  empyema  was  a frequent 
complication  of  influenzal  pneumonia  and 
was  caused  by  the  hemolytic  streptococcus. 
The  series  we  have  described  were  of  short 
duration,  and  it  may  be  that  there  was  not 
sufficient  time  for  severe  pleural  complica- 
tions to  develop.  Opie^  reviewed  changes 
observed  in  other  organs  and  described 
cloudy  swelling  of  the  internal  organs,  focal 
necrosis  of  the  liver,  waxy  degeneration  of 
voluntary  muscles,  and  focal  necrosis  within 
the  adrenal  cortex. 

A very  complete  review  of  the  1917  to 
1918  epidemic  by  Lucksch®  has  pointed  out 
' that  lesions  of  the  small  bronchi  appear 
I first  in  most  cases  of  influenza  with  a collec- 
tion of  thin  pus.  The  subsequent  purulent 
bronchitis  and  bronchiolitis  is  the  gravest 
change  caused  by  the  virus  influenza. 
The  changes  that  have  been  described  were 
not  found  with  the  same  frequency  by  all 
investigators.  The  limgs,  however,  ap- 
peared involved  bilaterally  and  patterns 
of  confluent  lobular  pneumonia,  suppurative 
pneumonia,  and  hemorrhagic  edematous 
infiltration  were  most  frequent.  The  sup- 
purative foci  of  lobular  pneumonia  most 
often  contained  the  staphylococcus;  less 
j often  the  foci  contained  staphylococci  and 
streptococci  or  the  latter  alone.  Some  ob- 
servers have  described  lobar  pneumonia  as 
occurring  in  the  influenzal  epidemics  of  the 
past.  Although  the  disease  pattern  may 
vary,  Lucksch®  quotes  Ribbert  as  saying 
that  the  characteristic  features  of  influenzal 
ii  pneumonia  are  the  frequency  of  the  inter- 
I stitial  process,  poorness  of  fibrin,  richness  in 
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cells,  and  the  tendency  to  abscess  and 
necrosis  formation.  Lucksch  felt  that  the 
appearance  of  staphylococci  in  the  suppura- 
tive foci  of  the  lobular  pneumonia  of  1917  to 
1918  was  a feature  peculiar  to  this  epidemic 
and  not  characteristic  of  the  pandemic  of 
1890.  It  is  our  opinion  from  a review  of  this 
material  that  the  pulmonary  changes  in  the 

1957  to  1958  epidemic  coincide  with  those 
described  in  the  two  previous  pandemics, 
but  that  the  changes  in  other  viscera,  in- 
cluding the  brain,  were  not  as  common. 

Summary 

The  clinical  and  pathologic  features  of 
10  patients  who  died  from  Asian  influenza 
during  the  fall  of  1957  and  early  winter  of 

1958  have  been  presented.  The  clinical 
course  was  characterized  by  an  abrupt  onset 
of  upper  respiratory  infection,  sore  throat, 
fever,  malaise,  headache,  dyspnea,  cyanosis, 
chest  pain,  and  cough.  The  duration  of  the 
disease  averaged  seven  days.  One  case 
presented  neurologic  manifestation  and 
showed  the  typical  encephalitis  changes  at 
autopsy. 

A wide  range  in  the  pulmonary  pathologic 
changes  was  present  including  necrotizing 
bronchopneumonia,  interstitial  pneumonia, 
hyaline  membrane  formation,  alveolar  hemor- 
rhage and  edema,  vascular  thrombi,  and 
abscess  formation.  Particular  emphasis  is 
placed  on  the  location  of  the  hyaline  mem- 
branes as  being  the  cause  of  the  severe 
interference  with  oxygenation  which  was 
so  characteristic  of  these  cases.  Other 
organs  showed  a variety  of  changes,  but  with 
the  exception  of  the  trachea,  none  were  con- 
stant. 

The  changes  in  this  recent  epidemic  were 
contrasted  with  those  described  in  1890 
and  1918,  and  the  pulmonary  changes  ap- 
peared identical,  but  changes  in  other  viscera 
were  not  as  common  in  the  patients  in  this 
present  series. 
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Effective  Weight  Reduction 

SEYMOUR  LIONEL  HALPERN,  M.D.,  F.A.C.P.,  NEW  YORK  CITY 


^ I ''he  hazards  to  health  of  overweight,  with 
its  adverse  effects  on  morbidity  and  mor- 
tahty,  have  been  documented  so  extensively 
in  the  past  decade  that  this  subject  will  not 
be  reviewed  further  at  this  time. 

For  the  aforementioned  reason  of  health, 
as  well  as  for  reasons  of  appearance  and  self- 
pride, in  addition  to  the  practical  point 
that  more  and  better  job  opportunities  are 
available  for  normal-weight  than  for  over- 
weight individuals,  the  American  public 
has  become  extremely  weight  conscious. 
All  public  health  programs  have  encouraged 
this  weight  consciousness.  It  is  quite  ob- 
vious from  the  recent  Build  and  Blood  Pres- 
sure Study  of  the  Society  of  Actuaries  that 
successful  weight  reduction  by  obese  people 
will  lead  to  a stronger  and  healthier  pop- 
ulation.*""® 

Weight  reduction  is  not  easy  to  accom- 
plish, for  most  obese  individuals  find  it  dif- 
ficult to  adhere  to  a restricted  diet  without 
measures  to  curb  the  appetite.  Anorexic 
drugs  in  general  are  not  desirable  because 
they  frequently  produce  central  nervous 
system  stimulation  and  other  untoward  side- 
effects,  and  in  the  majority  of  instances 
they  rapidly  lose  their  effectiveness.^  There 
is  a need  for  an  effective  adjuvant  which  can 
aid  in  weight  reduction  programs  and  that 
also  is  entirely  safe. 

The  ideal  adjuvant  for  weight  reduction 
programs  would  be  a simple  palatable  prep- 
aration that  satisfies  hunger  by  producing 
a feeling  of  satiety  without  stimulation  of 
the  cardiovascular  or  nervous  systems  nor 
risk  of  adverse  reactions.  An  easily  in- 
gested preparation  composed  of  inert  in- 
gredients with  a sweetening  agent  con- 
ceivably could  satisfy  these  criteria.  To 
evaluate  the  complexities  of  effective  weight 
reduction  further,  the  present  study  in- 
vestigated the  usefulness  of  a vitamin- 
mineral  candy  in  weight-reduction  programs. 


TABLE  I. — Reducing  Regimens  in  120  Patients 


Form  of  Weight  Reduction  Program 

Number 

of 

Patients 

Control  Groups 

Strict  diet  only;  ideal,  highly  moti- 

vated  group 

20 

Strict  diet  plus  anorexigenic  drug 

20 

Treated  with  Candies 

Prudent  diet 

Vanilla  candies 

20 

Chocolate  candies 

20 

Strict  diet 

Vanilla  candies 

20 

Chocolate  candies 

20 

Total 

120 

The  results  observed  on  120  overweight 
patients  are  the  basis  of  this  report. 

Method 

The  effectiveness  of  a vitamin-mineral 
candy  was  observed  in  80  consecutive  over- 
weight patients  referred  to  the  author  for  a 
weight-reduction  regimen  (Table  I).  No 
attempt  was  made  to  classify  patients  ac- 
cording to  race,  age,  sex,  or  economic  or 
social  status.  Patients  who  were  overweight 
due  to  major  glandular  imbalance  or  ab- 
normal fluid  retention  were  excluded,  as 
were  those  with  acute  intercurrent  illness 
or  emotional  difficulties  hkely  to  interfere 
with  adequate  cooperation.  The  results 
were  compared  with  those  achieved  in  two 
control  groups  of  patients  treated  by  means 
of  a strict  low-caloric  diet  alone  or  by  means 
of  such  a diet  supplemented  by  an  anorexi- 
genic  drug. 

The  first  of  the  control  groups  was  labeled 
the  “ideal”  group.  This  group  comprised 
20  consecutively  observed  patients,  mostly 
male,  who  were  so  strongly  motivated  to 
reduce  their  weight  that  they  persisted  in 
following  a strict  diet  while  refusing  any 
adjuvants  to  assist  their  adherence  to  it. 
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TABLE  II. — Group  A:  Specific  Low-Calorie  Diet  Only 


Patient 

Age 

(Years) 

Sex 

Initial  Weight 
(Pounds) 

Final  Weight 
(Pounds) 

Total  Loss 
(Pounds) 

Weeks 
on  Diet 

1 

38 

M 

I88V2 

162 

2672 

12 

2 

56 

M 

136 

11774 

1874 

12 

3 

52 

M 

198 

17174 

2674 

12 

4 

55 

M 

17672 

16374 

1274 

12 

5 

64 

F 

178 

165 

13 

12 

6 

36 

F 

I5OV2 

140 

1072 

8 

7 

57 

M 

188 

160 

28 

12 

8 

54 

M 

21474 

199 

1574 

12 

9 

38 

M 

22474 

19772 

2774 

10 

10 

52 

F 

16374 

14174 

2272 

12 

11 

48 

F 

127 

11772 

972 

12 

12 

29 

M 

19072 

162 

2872 

12 

13 

55 

M 

17972 

15774 

2274 

12 

14 

53 

M 

18974 

179 

1074 

8 

15 

47 

M 

15572 

149 

672 

14 

16 

44 

F 

164 

14172 

2372 

12 

17 

63 

M 

18372 

176 

772 

12 

18 

65 

M 

186 

158 

28 

12 

19 

32 

F 

17674 

162 

1474 

12 

20 

55 

M 

196 

16572 

3072 

12 

All  were  given  rigidly  prescribed  diets, 
usually  1,200  calories  or  less,  which  they 
followed  faithfully.  This  highly  motivated 
group  represented  the  exception  rather  than 
the  ordinary  patient  who  reports  for  a reduc- 
ing program  and  was  considered  to  dem- 
onstrate the  most  successful  results  that 
could  be  achieved  by  any  weight-reduction 
regimen  in  average  practice.  The  group 
thus  was  chosen  as  the  standard  for  com- 
parison of  both  the  second  control  group  and 
the  patients  receiving  the  vitamin-mineral 
candies. 

The  second  control  group  consisted  of  20 
consecutively  observed  patients  who  were 
unable  to  curb  their  appetites  sufficiently 
to  follow  the  low-calorie  diets  prescribed  for 
them.  They  demanded  and  were  given  an 
anorexigenic  agent,  usually  a dextro-am- 
phetamine  sulfate  preparation  with  or  with- 
out amobarbital.  Patients  in  whom  these 
drugs  proved  totally  ineffective  or  who  de- 
veloped untoward  reactions  that  interfered 
with  their  use  of  these  substances  were  ex- 
cluded from  this  group. 

Of  the  80  patients  who  received  the  vita- 
min-mineral candies,*  half  were  placed  on  a 
specific  low-calorie  diet,  usually  1,200 

* Supplied  by  the  Campana  Corporation,  Batavia, 
Illinois. 


calories  or  less,  comparable  to  that  followed 
by  the  control  groups.  The  remainder  were 
not  given  any  specific  diet  prescription. 
They  simply  were  advised  to  take  smaller 
portions  and,  except  for  an  admonition  to 
avoid  all  obviously  high-calorie  foods,  hsts 
of  which  were  provided,  were  allowed  to 
select  their  foods  without  concern  for  calorie 
countmg.  This  was  designated  as  a prudent 
diet. 

Half  of  each  group  received  chocolate- 
flavored  fudge-type  candies,  and  the  re- 
mainder received  vanilla-flavored  caramel 
candies.  An  attempt  was  made  as  far  as 
possible  to  permit  the  patient  to  taste  and 
to  select  the  flavor  he  preferred. 

Each  patient  received  a complete  medical 
evaluation  at  the  start  of  the  study.  The 
height,  weight,  and  various  body  measure- 
ments were  recorded.  The  ideal  weight  for 
each  individual  was  estimated,  and  the  goal, 
the  amount  of  weight  reduction  desired  dur- 
ing the  twelve-week  period  of  observation, 
was  determmed  by  appraismg  height,  weight, 
age,  muscularity,  and  physical  evidence  of 
excessive  fat.  Except  for  patients  assigned 
to  the  prudent  diet  groups,  the  specific  diet 
calculated  to  achieve  the  goal  then  was 
prescribed. 

Every  patient  was  given  specific  instruc- 


4206 


New  York  State  J.  Med. 


EFFECTIVE  WEIGHT  REDUCTION 


TABLE  III. — Group  B:  Vanilla;  Prudent  Diet 


Patients 

Age 

(Years) 

Sex 

Initial  Weight 
(Pounds) 

Final  Weight 
(Pounds) 

Total  Loss 
(Pounds) 

Weeks 
on  Diet 

1 

27 

M 

313 

277 

36 

1272 

2 

58 

F 

163 

148 

15 

12 

3 

57 

F 

154 

14774 

674 

14 

4 

34 

F 

165 

155 

10 

6 

5 

21 

F 

I28V2 

118 

1072 

12 

6 

56 

F 

237 

20374 

3374 

13 

7 

35 

F 

I33V2 

12074 

1374 

12 

8 

34 

F 

178V4 

166 

1274 

9 

9 

8V2 

F 

92V2 

84 

872 

6 

10 

19 

F 

15574 

13572 

1974 

12 

11 

26 

F 

195 

18574 

974 

() 

12 

13‘A 

F 

144 

121 

23 

14 

13 

59 

F 

130 

117 

13 

12 

14 

23 

F 

14572 

138 

772 

12 

15 

47 

F 

128 

116 

12 

13 

16 

52 

M 

191 

177 

14 

12 

17 

35 

F 

18072 

15774 

22’A 

12 

18 

20 

F 

15372 

14372 

10 

10 

19 

49 

F 

1.50 

14072 

972 

12 

20 

35 

F 

13974 

125 

1474 

14 

T.A.BLE  IV. 

— Group  C:  Chocolate;  Prudent  Diet 

Patients 

Age 

(Years) 

Sex 

Initial  Weight 
(Pounds) 

Final  Weight 
(Pounds) 

Weight  Loss 
(Pounds) 

Weeks 
on  Diet 

1 

23 

F 

220 

210 

10 

9 

2 

65 

F 

17074 

164 

674 

12 

3 

33 

F 

16374 

15174 

12 

10 

4 

27 

M 

26474 

240 

2474 

12 

5 

25 

F 

15(1 

147 

9 

7 

6 

34 

F 

25774 

24472 

1374 

12 

7 

41 

F 

13572 

1247., 

11 

12 

8 

28 

F 

130 

113 

17 

12 

9 

29 

F 

19472 

192 

272 

9 

10 

57 

F 

16472 

15174 

1274 

12 

11 

49 

F 

141 

134 

7 

12 

25 

F 

1207'> 

113 

772 

8 

13 

39 

F 

17772 

144 

3372 

12 

14 

60 

F 

191 

178 

13 

12 

15 

32 

F 

14272 

13572 

7 

12 

16 

54 

F 

154 

134 

20 

12 

17 

71 

F 

165 

1()0 

5 

12 

18 

972 

F 

10772 

98 

972 

11 

19 

61 

F 

193 

17172 

2172 

12  _ 

20 

40 

F 

185 

18274 

274 

7 

tions  depondiiig  on  the  group  to  which  he 
was  assigned.  All  patients  were  given  a 
one-Aveek  supply  of  the  medication,  except 
for  the  ideal  group. 

The  patients  taking  the  candies  were  in- 
structed to  take  one  or  two  with  a cup  of 
hot  water,  tea,  or  coffee  about  fifteen  minutes 
before  each  meal  and  in  the  late  evening. 
They  were  encouraged  to  repeat  this  for  a 
coffee  break,  between  meals,  or  whenever 
they  felt  like  having  a snack. 

All  the  patients  were  required  to  return 


once  a week  at  which  time  their  weight 
and  other  measurements  were  recorded  and 
they  were  given  another  week’s  supply  of 
medication.  Inquiry  was  made  into  their 
adherence  to  the  prescribed  diet.  When- 
ever necessary,  further  instructions  were 
given  or  modifications  in  the  regimen  were 
made.  Individual  records  were  kept  for 
each  patient  so  that  his  program  could  be 
reviewed  ivith  him  at  the  time  of  his  weekly 
visit. 

The  study  of  each  patient  was  terminated 
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TABLE  V.' — Group  D;  Vanilla;  Specific  Low-Calorie  Diet 


Patients 

Age 

Initial  Weight 

Final  Weight 

Weight  Loss 

Weeks 

(Years) 

Sex 

(Pounds) 

(Pounds) 

(Pounds) 

on  Diet 

1 

41 

F 

171 

150 

21 

12 

2 

32 

F 

138Vi 

1221/2 

16 

11 

3 

48 

M 

24572 

210 

351/2 

12 

4 

51 

F 

17374 

151 

221/4 

12 

5 

46 

F 

13374 

114 

1974 

12 

6 

47 

F 

146 

1341/2 

111/2 

12 

7 

59 

F 

180 

153 

27 

12 

8 

59 

F 

17674 

167 

974 

12 

9 

33 

F 

201 

15872 

421/2 

12 

10 

38 

F 

15372 

1311/4 

221/4 

12 

11 

25 

M 

22374 

199 

2474 

12 

12 

53 

F 

157 

137 

20 

12 

13 

50 

M 

18572 

16574 

1974 

12 

14 

47 

F 

16974 

1431/2 

2574 

12 

15 

60 

F 

19874 

1731/2 

251/4 

12 

16 

54 

F 

1561/2 

1491/8 

77s 

12 

17 

33 

F 

1541/4 

134 

201/4 

12 

18 

39 

F 

161 

15374 

71/4 

5 

19 

39 

F 

13874 

126 

121/4 

10 

20 

37 

F 

1711/2 

153 

I81/2 

12 

TABLE  VI 

. — Group  E:  Chocolate; 

Specific  Low-Calorie  Diet 

Age 

Initial  Weight 

Final  Weight 

Weight  Loss 

Weeks 

Patients 

(Years) 

Sex 

(Pounds) 

( Pounds) 

(Pounds) 

on  Diet 

1 

60 

F 

1781/4 

1491/2 

2874 

12 

2 

41 

F 

1721/4 

14774 

241/2 

12 

3 

37 

F 

155 

14874 

674 

12 

4 

32 

M 

199 

173 

26 

12 

5 

27 

F 

I881/2 

I8I1/2 

n 

4 

10 

6 

65 

M 

197 

1721/2 

241/2 

12 

7 

37 

F 

198 

171 

27 

12 

8 

41 

M 

200 

1711/4 

2874 

12 

9 

51 

F 

161 

14174 

191/4 

12 

10 

39 

M 

1941/8 

184 

1078 

12 

11 

22 

F 

19274 

1721/4 

201/2 

12 

12 

48 

F 

2051/2 

18872 

17 

10 

13 

52 

F 

2631/4 

2401/2 

2274 

12 

14 

41 

F 

137 

1241/2 

121/2 

12 

15 

58 

F 

I651/4 

14874 

17 

12 

16 

32 

F 

1701/4 

1421/2 

2774 

14 

17 

45 

F 

15974 

153 

674 

6 

18 

51 

F 

131 

1141/8 

1678 

12 

19 

29 

F 

1821/2 

1571/4 

251/4 

12 

20 

24 

F 

157 

1341/2 

221/2 

14 

at  the  end  of  twelve  weeks,  or  sooner  if  he 
achieved  the  goal  established  for  him  at  the 
outset.  The  results  were  considered  satis- 
factory if  the  patient  achieved  a weight  loss 
greater  than  two  thirds  of  the  goal  set  for 
him,  achieved  the  goal,  or  exceeded  it. 
Any  case  that  failed  to  achieve  two  thirds 
of  the  weight  reduction  indicated  by  his 
goal  was  designated  as  an  unsatisfactory 
result. 

Results 

The  results  achieved  arc  presented  in 


Tables  II  through  VII  and  are  summarized 
in  Table  VIII.  It  is  noteworthy  that  in  no 
case  was  there  a failure  to  achieve  some 
weight  loss.  This  is  ascribable  to  the  fact 
that  all  the  patients  in  this  study  were 
sufficiently  motivated  to  seek  personal  care 
and  guidance  by  a physician  for  their  weight- 
reduction  program.  Also,  all  patients  ob- 
served a diet,  although  two  of  the  groups 
followed  a circumspect  diet  rather  than  a 
strict  calorie-counting  diet.  As  might  be 
anticipated  from  the  varying  amounts  of 
initial  excess  weight  exhibited  by  the  pa- 
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TABLE  VII. — Group  P’:  Specific  Low-Calorie  Diet  with  Anorexient  Drugs 


Patients 

Age 

(Years) 

Sex 

Initial  Weight 
(Pounds) 

Final  Weight 
(Pounds) 

Weight  Loss 
(Pounds) 

Weeks 
on  Diet 

1 

51 

F 

22OV4 

2063/4 

1372 

10 

2 

33 

M 

2463/4 

23674 

1072 

7 

3 

43 

F 

178 

159 

19 

12 

4 

40 

F 

151 V2 

141 

1072 

12 

5 

29 

F 

1153/4 

9772 

1874 

12 

6 

48 

M 

180 

16872 

1172 

12 

7 

36 

F 

1383/4 

1223/4 

16 

12 

8 

63 

F 

15372 

1353/4 

173/4 

12 

9 

59 

F 

180 

15978 

207s 

12 

10 

52 

F 

13972 

11674 

2374 

12 

11 

33 

F 

16874 

14572 

223/4 

12 

12 

53 

F 

14874 

12972 

183/4 

9 

13 

19 

F 

170 

15474 

153/4 

10 

14 

47 

F 

15374 

14674 

7 

8 

15 

34 

F 

2213/4 

201 

203/4 

11 

16 

45 

F 

2803/s 

255 

257« 

12 

17 

28 

F 

16774 

14474 

23 

12 

18 

37 

F 

2233/4 

211 

123/4 

12 

19 

49 

F 

158 

13972 

1872 

12 

20 

44 

M 

23974 

23072 

83/4 

8 

TABLE  VIII. — Rel.ative  Effectiveness  of  Strict  Diet,  Prudent  Diet,  and  Dietary  Adjuncts  in 

Reducing  Regimens 

Patients 

Average  Weight 
at  Start  of  Study 
(Pounds) 

Average  Weight 
At  End  of  Study 
(Pounds) 

Percent- 
age of 
Goal 

Average 
Weight  Loss 
(Pounds) 

Index  of  Weight 
Loss  Compared 
With  Ideal  Group 

Controls 

Ideal  group;  strict 
diet  alone 

178.3 

159.2 

73.8 

19.1 

100 

Strict  diet  and  ano- 
rexigenic drugs 

181.7 

165 

64.4 

16.7 

87.4  (p  = 0.27)* 

Prudent  diet 
Vanilla  caramels 

163.8 

149.3 

63 

14.5 

75.9  (p  = 0.08)t 

Chocolate  candies 

171.7 

159.2 

51 

12.5 

65.4(p  = 0.01)** 

Strict  diet 

Vanilla  caramels 

171.8 

152.2 

68.9 

19.6 

102.6  (p  = >0.5)* 

Chocolate  candies 

180.4 

161.5 

61  .6 

18.9 

99.0(p  = >0.5)* 

* Not  significant, 
t Approaches  significance. 
**  Significant. 


tients,  there  was  a marked  variation  in 
weight  loss  among  these  patients. 

The  ideal  group,  the  intensely  motivated 
patients  who  required  no  assistance  in  follow- 
ing their  strict  diet,  manifested  an  average 
total  weight  loss  of  19.1  pounds.  The  sec- 
ond control  group,  those  who  required 
anorexigenic  drugs  to  follow  a comparable 
diet,  had  an  average  loss  of  16.7  pounds,  or 
87.4  per  cent  of  that  achieved  by  the  ideal 
control  group,  a difference  that  is  not  sta- 
tistically significant  (Table  VIII) . 

The  results  achieved  by  patients  using 
the  vitamin-mineral  candies  to  supplement 
the  strict  regimen  were  virtually  identical 


TABLE  IX. — Classification  of  Results  of 
Reducing  Regimens 


Satisfactory 

Un- 

satisfactory 

Num-  Per 

Num-  Per 

Patients 

ber  Cent 

ber  Cent 

Control 

Ideal  group;  strict  diet 


alone 

18 

90 

2 

10 

Strict  diet  and  ano- 

re.\igenic  drugs 

15 

75 

5 

25 

Prudent  diet 

Vanilla  caramels 

16 

80 

4 

20 

Chocolate  candies 

14 

70 

6 

30 

Strict  diet 

Vanilla  caramels 

17 

85 

3 

15 

Chocolate  candies 

16 

80 

4 

20 

to  those  manifested  by  the  control  groups. 
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TABLE  X. — Weight  Loss  by  Time  Segments  in  All  Groups 


First  Four  Weeks 

Second  Four  Weeks 

Third  Four  Weeks 

Total  at  End 

Per  Cent 

Per  Cent 

Per  Cent 

of  Study 

Patients 

Pounds  of  Total 

Pounds  of  Total 

Pounds  of  Total 

(Pounds) 

Controls 

Ideal  group;  strict  diet 


alone 

9.5 

49.7 

6.2 

32.5 

3.4 

17.8 

19.1 

Strict  diet  and  anorexi- 

genic  drugs 

8.7 

52.1 

4.2 

25.1 

3.8 

22.8 

16.7 

Prudent  Diet 

Vanilla  caramels 

7.3 

50.3 

3.9 

26.9 

3.3 

22.8 

14.5 

Chocolate  candies 

0.2 

49.6 

3.1 

24.8 

3.2 

25.6 

12.5 

Strict  Diet 

Vanilla  caramels 

7.9 

40.3 

6.1 

31.1 

5.6 

28.6 

19.6 

Chocolate  caramels 

7.6 

40.2 

6.8 

36 

4.5 

23.8 

18.9 

TABLE  XI. — Complaints  Advanced  by  9 
Patients  Who  Discontinued  Candy  Adjuncts 


umber 


of 

Complaint  Cases* 


Nausea  4 

Distasteful  and  inconvenient  to  take  3 

Flatulence,  diarrhea,  and  dyspepsia  1 

Dizziness,  faintness,  and  palpitations  1 

“Just  don’t  like  them’’  1 

“Make  me  crave  candy  and  sweets”  1 


* Some  patients  had  more  than  one  complaint. 

The  patients  who  used  the  candies  but 
followed  a prudent  diet,  as  might  be  ex- 
pected, showed  a smaller  weight  loss. 

However,  a comparison  of  the  number  of 
satisfactory  cases  demonstrated  by  the 
various  groups  indicated  no  significant  dif- 
ference between  them  (Table  IX).  In  the 
majority  of  instances  10  to  20  per  cent  of 
the  initial  body  weight  was  removed. 

In  all  groups,  an  average  of  50  per  cent 
of  the  total  weight  loss  was  accomplished 
in  the  initial  four  weeks  of  the  twelve-week 
period  of  observation  (Table  X).  An  addi- 
tional 25  per  cent  was  lost  during  the  second 
four-week  period  and  the  remainder  in  the 
last  period.  This  gradual  diminution  with 
time  of  the  actual  amount  of  weight  loss 
appears  to  be  a phenomenon  of  weight  reduc- 
tion, however  it  be  produced.  It  demon- 
strates the  inadvisability  of  comparing  the 
effectiveness  of  different  weight-reduction 
regimens  observed  in  sequence  in  the  same 
patients. 

Among  those  taking  the  candies,  the 
vanilla-flavored  caramels  in  general  were 


more  acceptable  than  the  chocolate  fudge 
candies.  Their  chewiness  seemed  to  en- 
hance the  satiety  value.  The  chocolate 
candies  aroused  occasional  complaints  about 
excessive  sweetness,  transient  nausea,  and 
bemg  too  much  like  candy.  The  patients 
receivmg  the  vanilla  caramels  lost  a little 
more  weight  than  those  taking  the  chocolate 
candies,  but  the  difference  is  not  statis- 
tically significant. 

Nine  patients,  not  included  in  the  tabula- 
tions, refused  to  take  the  candies  for  more 
than  a few  days.  Their  reasons  for  re- 
jecting them  are  presented  in  Table  XI. 
Since  the  overweight  in  many  of  the  patients 
was  the  result  of  neurotic  overeating,  it 
perhaps  is  surprising  that  there  was  not  a 
greater  list  of  such  complaints. 

Several  patients  who  were  started  on 
dextro-amphetamine  sulfate  had  to  be 
switched  to  a combination  containing  amo- 
barbital  because  they  developed  extreme 
nervousness  and/or  insomnia.  Excessive 
dryness  of  the  mouth  was  a frequent  com- 
plaint, occurring  in  about  one  third  of  the 
patients.  Palpitations  and  extrasystoles  oc- 
curred in  2 patients  who  received  dextro- 
amphetamine sulfate  alone  but  were  elimi- 
nated when  amobarbital  was  added. 

Comment 

Overweight  usually  is  a manifestation 
of  over-nutrition  and  probably  represents 
the  leading  nutrition  problem  in  the  United 
States’  today.  It  has  become  an  increasingly 
urgent  public  health  problem,  thanks  to 
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evidence  that  overweight  increases  the  in- 
cidence and  intensity  of  numerous  pathologic 
processes  and  decreases  the  average  life 
span.  The  wide  use  of  labor-saving  devices 
in  our  factories,  in  our  homes,  and  in  our 
means  of  transportation  together  with  an 
increasing  tendency  to  sedentary  viewing 
rather  than  active  participation  have  re- 
sulted in  a considerable  decrease  in  the  ex- 
penditure of  human  energy.  At  the  same 
time,  the  steady  rise  in  the  standard  of  living 
has  led  to  an  increased  ingestion  of  con- 
centrated foods  and  of  rich  foods.  The  vast 
majority  of  obesity  cases  are  due  to  eating 
more  than  the  caloric  needs  of  the  body. 
In  this  study  only  obese  patients  in  whom 
the  etiology  of  the  overweight  was  over- 
eating were  included.  Cases  due  to  en- 
docrine or  metabolic  disease  were  excluded. 


It  is  significant  that  most  people  gain 
weight  not  from  gluttony  but  from  the  fail- 
I lire  to  reahze  that  as  one  increases  in  age, 
his  calorie  needs  decrea.se  because  of  a 
le.s.sened  energy  expenditure  in  physical 
activity  and  a decreased  basal  metabolic 
rate  of  the  body  tissue.  Basically,  obese 
people  fall  into  three  groups:  gluttons  and 
compulsive  eaters  (about  10  per  cent  of  the 
total),  so-called  glandular  cases  (less  than 
1 per  cent),  and  those  mostly  forty-five  or 
over  who  keep  eating  at  a level  which  adds 
pounds  slowly  but  surely  in  the  face  of 
decreasing  physical  activity. 

The  weight  at  age  twenty-five  should  act 
as  a guide  for  the  proper  weight  throughout 
life.  After  age  twenty-five  there  should  be 
a gradual  decrease  in  calorie  intake  so  that 
I at  age  sixty-five  it  should  be  about  20  per 
cent  less  than  at  age  twenty-five.  Too 
many  people  continue  to  consume  the  same 
t amount  as  they  grow  older  and  thus  gain 
J weight.  Conversely,  the  only  safe  and  sure 
I method  of  weight  reduction  is  to  reduce  the 
calorie  intake  below  the  energy  expenditure 
to  an  extent  that  permits  the  reduction  of 
weight  to  normal  levels. 

IVIotivation  is  the  principal  prerequisite 
for  successful  weight  reduction.  When  mo- 
tivation is  high  in  commencing  a weight- 


reduction  program  and  it  is  maintained 
throughout  the  reducing  regimen,  it  is  more 
likely  that  the  loss  will  be  sustained  and  the 
goal  will  be  achieved. 

The  majority  of  obese  individuals,  how- 
ever, find  it  difficult  to  adhere  to  a diet  unless 
supportive  measures  are  used  to  curb  the 
appetite.  The  u.se  of  anorexigenic  drugs 
is  undesirable  because  of  the  frequency  of 
untoward  side-effects.  Then,  too,  in  most 
instances,  tolerance  develops  rapidly,  and 
the  drugs  cease  to  be  effective. 

In  this  study,  special-flavored,  vitamin- 
mineral  candies  taken  before  meals  and 
whenever  needed  to  allay  hunger  proved  to 
be  effective.  With  their  assistance,  more 
than  70  per  cent  of  the  cases  were  able  to 
achieve  a satisfactory  weight  loss,  whether 
on  loosely  arranged  prudent  diets  or  on 
rigid  diets  requiring  specific  caloric  restric- 
tions. 

Many  patients  can  achieve  a satisfactory 
weight  loss  by  following  a prudent  diet  in 
which  smaller  portions  of  all  foods  are  con- 
sumed and  the  obviously  high-calorie  foods 
largely  are  eliminated.  Individuals  who 
follow  a strict  diet,  how'ever,  can  achieve  a 
greater  weight  loss  more  rapidly. 

The  largest  weight  loss  usually  takes  place 
during  the  first  week  and  the  major  loss, 
often  as  much  as  50  per  cent  of  the  total, 
occurs  during  the  first  month  of  a weight- 
reducing  program.  Likewise,  when  only 
slight  or  moderate  success  is  achieved,  the 
major  part  of  the  weight  loss  takes  place 
during  the  first  month  of  the  program. 

Within  a wide  range  of  calorie  intake,  the 
body  tends  to  become  adapted.  Thus 
caloric  balance  eventually  is  achieved. 
Simple  calculations  of  weight  loss  or  gain 
from  a given  change  in  calorie  intake  are 
thus  a gross  over-.simplification. 

When  the  calorie  intake  is  reduced  from  a 
previous  balance  point,  the  weight  loss 
tends  to  diminish  exponentially  with  time 
until  a new  equilibrium  finally  is  reached. 
The  adaptability  of  the  human  body  to 
changes  in  diet,  as  well  as  to  many  other 
facets  of  life,  is  indeed  very  great. 


December  15,  1961 


4211 


SEYMOUR  LIONEL  HALPERN 


The  critical  period  in  a weight-reduction 
program  often  occurs  at  the  end  of  four 
to  six  weeks.  It  is  during  this  phase  that 
medical  supervision  is  important. 

Analyses  of  individual  records  show  that 
there  is  a tendency  to  lose  weight  in  spurts, 
especially  during  motivated  weeks.  A larger 
than  expected  weight  loss  in  one  week  often 
is  followed  by  a week  with  minimum  weight 
loss.  There  is  a greater  likehhood  of  a sus- 
tained weight  loss  when  the  patient  is  on 
a strict  diet,  but  few  patients  actually 
demonstrate  a consistent  week-to-week 
weight  loss. 

Summary 

Weight  loss  always  can  be  accomphshed 
simply  by  reducing  the  calorie  intake.  Mo- 
tivation is  the  principal  requisite  for  success- 
ful weight  reduction.  Most  overweight 
individuals,  however,  find  it  difficult  to 
adhere  to  a restricted  diet  without  adjuvant 
measures  to  curb  the  appetite.  For  such 
people,  the  most  innocuous  preparation 
which  can  produce  a feeling  of  satiety  should 
be  used. 

The  records  of  120  obese  patients  engaged 
in  weight-reduction  programs  were  analyzed. 
The  usefulness  of  a vitamin-mineral  candy 
to  control  hunger  was  evaluated  in  80  of 


these  patients.  A comparison  was  made 
with  20  exceptional,  ideal  control  patients 
treated  solely  by  means  of  a strict  low-calorie 
diet  and  with  20  other  control  patients 
treated  by  a similar  diet  plus  a potent  an- 
orexigenic  drug. 

The  results  achieved  by  all  three  groups 
were  virtually  identical,  demonstrating  that 
any  measure  which  enhances  cooperation  by 
motivated  patients  and  promotes  reduction 
of  the  calorie  intake  will  lead  to  effective 
weight  reduction. 

The  weight  loss  was  satisfactory  when  a 
prudent  diet  was  followed  rather  than  a 
strict  one,  although  the  total  amount  lost 
was  smaller. 

146  Central  Park  West,  New  York  23 
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MODERATION 

0 grant  me,  Heaven,  a middle  state, 

Neither  too  humble  nor  too  great; 

M ore  than  enough  for  nature's  ends. 

With  something  left  to  treat  my  friends. 

— David  Mallet,  Imitation  of  Horace 
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Probable  Role  of  Normal  Hemoglobin  Level  as 
Etiologic  Factor  in  Coronary  Heart  Disease 

MORTON  BIRNBAUM,  M.D.,  AND  CHARLES  D.  LEVEIN,  M.D.,  BROOKLYN,  NEW  YORK 


^ I "^HE  purpose  of  this  report  is  to  advocate 
the  proposal,  based  on  available  epidemi- 
ologic knowledge  which  does  not  appear  to 
have  been  fully  appreciated,  that  further 
study  is  warranted  of  a theory  that  there  is 
etiologic  significance  in  the  observation  that 
the  rates  of  coronary  heart  disease  within 
certain  populations  vary  directly  with  the 
hemoglobin  levels  of  these  populations. 
However,  before  reviewing  this  theory  in  de- 
tail, present  theories  of  the  etiologies  of 
coronary  heart  disease  will  be  mentioned 
briefly. 

Present  Theories  of  the  Etiologies  of 
Coronary  Heart  Disease 

White  ^ has  succinctly  summarized  in 
Tables  I and  II  the  theories  of  the  etiologies  of 
coronary  heart  disease  which  are  presently 
being  considered  by  American  medical 
groups. 

The  very  number  of  these  theories,  how- 
ever, and  the  very  volume  of  the  litera- 
ture^ needed  to  support  each  theory  sug- 
gest that  coronary  heart  disease  is  a complex 
disease  or  a group  of  complex  diseases  due  to 
multiple  causes.  It  can  also  suggest  to  men 
such  as  Klemperer,^  who  studied  the  volumi- 
nous hterature  supporting  these  numerous 
theories  against  the  backgroimd  of  the  in- 
creasing rate  of  coronary  heart  disease  in 
the  United  States,**  that  a reahstic  appraisal 
of  the  present  knowledge  unfortunately  re- 
quires the  conclusion  that  the  crucial  prob- 
lem of  the  etiology  of  coronary  heart  disease, 
which  was  first  formulated  by  Parry**  more 
than  one  hundred  and  sixty  years  ago,  still 
awaits  solution  today. 

Presented  in  part  as  a scientific  exhibit  in  the  Section 
of  Diseases  of  the  Chest  at  the  110th  Annual  Meeting 
of  the  American  Medical  Association,  New  York  City, 
June  25  to  30,  1961. 


TABLE  I. — Host:  Basic  Factors  Behind 
Coronary  Heart  Disease 


Race 

Heredity 

Physical  characteristics 
Body  build 

The  coronary  arteries  themselves 
The  wall  itself 

The  tree  and  its  anastomoses 
Chemical  and  metabolic 
Diabetes 

Hypercholesterolemia 

Other 

Nervous,  mental,  and  spiritual,  including  the  sen- 
sitivity of  the  patient 
Personality  and  character 
Age 
Sex 
X 


TABLE  II. — Agent:  Secondary  or  Environ- 

mental Factors  Behind  Heart  Disease  (Chief 
Reason  for  Epidemiologic  Rese.\rch) 


Diet 
Fats 
Proteins 
Carbohydrates 
Total  calories 
Vitamins 

Physical  activity  or  lack  thereof 
Work_ 

Exercise 

Stress  and  strain 
The  type  of  strain 
The  degree  of  strain 
Social  customs 

Marital  and  family  status 
Religion  (for  example,  fasts) 
Social  (for  example,  siestas) 
Toxic  substances 
Tobacco 
Alcohol 
Other 
Parasites 
Bacteria 
Viruses 
Other 

Climate  and  weather 
Y 


Accordingly,  with  this  background  the 
evolution  in  our  minds  of  the  theory  advo- 
cated here  will  now  be  discussed,  namely, 
that  there  is  an  etiologic  significance  in  the 
observation  that  there  are  direct  variations 
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within  certain  populations  between  the 
hemoglobin  levels  and  the  extent  of  coronary 
heart  disease. 

At  the  outset  of  the  comment  on  this 
theory,  however,  the  reader  should  realize 
that  this  discussion  is  limited  to  hemoglobin 
levels  as  a matter  of  convenience.  To  in- 
clude remarks  on  other  red  blood  cell  values 
would,  in  our  opinion,  unnecessarily  compli- 
cate the  analysis  of  the  advocated  theory. 

Evolution  of  the  Theory 

Personal  Observations. — When  begin- 
ning a period  of  service  as  an  assistant 
attending  physician  on  the  medical  wards  of 
the  Coney  Island  Hospital,  a municipal  hos- 
pital located  in  Brooklyn,  New  York,  which 
serves  a population  that  is  composed  pre- 
dominantly of  white  Jewish  and  Itahan  per- 
sons, one  of  us  made  some  provocative 
observations.  He  noticed  that  of  his  8 
patients  who  were  all  white  Jewish  or  Italian 
males,  6 had  been  diagnosed  by  the  preceding 
attending  physicians  and  house  staff  mem- 
bers as  suffering  from  coronary  heart  disease. 
These  6 patients  had  hemoglobin  levels  be- 
tween 16  and  18  Gm.  per  100  ml.,  considered 
normal  for  these  patients.  It  was  further 
noticed  that  in  the  medical  clinic  of  this 
hospital,  where  the  patients  are  usually 
over  sixty  years  of  age,  the  hemogloliin 
levels  were  over  14  Gm.  per  100  ml.  for  both 
males  and  females  and  coronary  heart 
disease  was  extremely  common. 

In  contrast,  it  was  recalled  that  in  our 
office  practice  which  is  located  in  an  area  of 
Brooklyn  where  the  population  is  compo.sed 
predominantly  of  Negro  and  Puerto  Rican 
persons,  in  the  same  age  group  of  over  sixty 
years  of  age,  some  of  whom  have  been  fol- 
lowed by  one  of  us  for  more  than  thirty  years, 
the  hemoglobin  levels  for  both  males  and 
females  are  usually  between  10  and  14  Gm. 
per  100  ml.  and  coronary  heart  disease  is  not 
common. 

As  revealed  in  a review  of  the  literature,  it 
is  not  ail  original  observation  that  persons 
suffering  from  coronary  heart  disease  often 
have  higher  hemoglobin  levels  than  persons 


without  coronary  heart  disease  in  the  same 
age  and  sex  grouping.  However,  this  ob- 
servation apparently  has  not  even  been 
thought  worthy  of  comment,  much  less  of 
acceptance,  in  standard  American  cardiology 
textbooks. Furthermore,  a review  of 
certain  medical  anthropologic  data  revealed 
world-wide  direct  variations  within  certain 
populations  between  hemoglobin  levels  and 
rates  of  coronary  heart  disease,  findings  that 
also  have  not  received  due  comment. 

World-Wide  Variations. — In  general, 
it  appears  that  in  those  areas  of  the  world 
(mainly  in  Africa,  Asia,  and  Central  and 
South  America)  where  iron  deficiency  anemia 
is  a problem^i  and  therefore  where  the 
hemoglobin  levels  of  the  population  are  low, 
the  rates  of  coronary  heart  disease  are  also 
low.  On  the  other  hand,  in  those  areas  of 
the  world  such  as  the  United  States,  where 
iron  deficiency  anemia  is  not  a significant 
problem,  the  rates  of  coronary  heart  disease 
are  high. 

In  the  American  medical  literature  the 
low  rates  of  coronary  heart  disease  have  been 
ascribed  to  various  factors^“^®-^®~^®  but  ap- 
parently not  to  the  low  hemoglobin  levels  of 
these  populations.  At  the  present  time,  in 
American  medical  thinking  a widely  accepted 
theory  which  accounts  for  the  low  rates  of 
coronary  heart  disease  in  these  areas  is  the 
effect  of  fat  content  of  the  diets  in  these 
areas. ^ Accordingly,  a reasonable  substitu- 
tion of  polyunsaturated  for  saturated  fats 
in  the  American  diet  has  been  responsibly 
recommended  to  the  American  people. 

We  feel,  however,  that  the  fact  that  the 
hemoglobin  levels  are  low  m these  areas 
where  coronary  heart  disease  rates  are  also 
low  may  well  be  only  one  of  the  etiologic  fac- 
tors in  causing  the  coronary  heart  disease 
rates  to  be  low  in  these  areas.  We  realize 
of  course,  that  the  low  hemoglobin  levels  in 
many  of  these  areas  may  be  due  to  the  diets 
of  these  populations.  While  in  many  of  these 
areas  the  low  hemoglobin  levels  are  probably 
due  primarily  to  starvation  or  heavy  para- 
sitic infestations,  in  other  areas,  where  there 
is  no  significant  starvation  or  parasitic  infes- 


4214 


New  York  State  J.  Med. 


PROBABLE  ROLE  OF  NORMAL  HEMOGLOBIN  LEVEL  AS  ETIOLOGIC  FACTOR 


tations  and  where  the  diet  is  adequate  in 
iron,  it  has  been  theorized^^  that  there  may 
be  inadequate  absorption  of  iron  due  to  large 
amounts  of  bulky  carbohydrate  foods  which 
have  high  phosphate  and  phytate  levels  and 
low  calcium  levels.  It  may  be  that  on  such 
a diet  iron  absorption  from  the  gastrointesti- 
nal tract  is  impaired  because  of  the  combina- 
tion of  iron  with  phytates  and  phosphates  to 
form  insoluble  salts. 

However,  there  still  appears  to  be  a signifi- 
cant direct  variation  between  the  hemoglobin 
levels  and  the  rates  of  coronary  heart  disease 
in  the  populations  of  these  areas,  whether  the 
low  hemoglobin  levels  are  caused  by  starva- 
tion, parasitic  infestations,  type  of  diet,  or 
any  other  factor.  We  reaUze,  however,  that 
a valid  adverse  criticism  of  some  of  the  fore- 
going data  is  that  in  some  of  these  areas,  as 
Blumgart^®  has  cogently  pointed  out,  com- 
parative studies  of  the  etiology  and  patho- 
genesis of  coronary  heart  disease  may  be  un- 
reUable  since  “factors  such  as  longevity,  eat- 
ing habits  and  frequency  and  thoroughness  of 
postmortem  examination  cannot  readily  be 
evaluated.” 

F urther  support  for  this  advocated  theory 
is  provided  by  the  evidence  of  the  well-es- 
tablished relationship  among  certain  blood 
diseases  which  change  the  hemoglobin  level 
and  the  extent  of  coronary  heart  disease  in 
persons  suffering  from  these  blood  diseases. 

Blood  Disease  Variations. — Recently 
Levine^^  has  commented  on  the  direct  varia- 
tions among  certain  blood  diseases  which  af- 
fect the  hemoglobin  level  and  the  extent  of 
coronary  heart  disease  in  victims  of  these  dis- 
eases. His  comment  was  as  follows: 

It  may  be  of  interest  to  recall  certain  clinical 
correlations.  Before  the  discovery  of  liver 
as  a cure  for  pernicious  anemia,  patients  with 
pernicious  (Addison’s)  anemia  showed  the 
smoothest  kind  of  arteries  of  any  group  of 
adults  over  60  years  of  age  who  were  examined 
post-mortem.  Angina  pectoris  and  coronary 
thrombosis  were  extremely  rare  in  these  pa- 
tients. Now,  in  similar  cases  when  the  anemia 
is  treated  effectively,  angina  and  coronary 
thrombosis  are  common.  Of  course,  the 


patients  live  longer  and  reach  ages  when 
arterial  disease  is  more  common.  I doubt  that 
this  is  the  entire  explanation.  In  parts  of  Peru 
where  anemia  is  very  prevalent,  coronary 
thrombosis  is  much  rarer  in  the  same  age 
decades  than  in  those  parts  of  the  country 
where  anemia  is  not  endemic.  Furthermore, 
generalized  arteriosclerosis  and  coronary 
thrombosis  are  very  extensive  and  very  com- 
mon in  cases  of  polycythemia.  Plethora  and 
increased  viscosity  or  turbidity  of  the  blood 
must  play  important  roles  in  the  production  of 
coronary  thrombosis,  and  I wonder  whether 
development  of  mild  chronic  anemia  might 
not  be  of  value  for  certain  vulnerable  persons. 

In  addition,  a further  study  of  the  data 
concerning  differing  rates  of  coronary  heart 
disease  between  the  sexes  has  led  us  to  be- 
lieve that  the  advocated  theory  that  hemo- 
globin levels  affect  the  rates  of  coronary 
heart  disease  can  explain  this  well-known 
but  poorly  understood  sex  variation  in  the 
rates  of  coronary  heart  disease. 

Sex  Variations. — United  States  mortal- 
ity statistics'^  indicate  that  premenopausal 
women  have  a much  lower  rate  of  coronary 
heart  disease  than  do  men  in  the  same  age 
group,  but  that  postmenopausal  w'omen,  be- 
cause of  a greatly  increased  incidence  of  coro- 
nary heart  disease,  have  only  a slightly 
lower  rate  of  coronary  heart  disease  than  do 
men  in  the  same  age  group.  F urthermore,  in 
postmenopausal  women,  with  increasing  age 
their  rate  of  coronary  heart  disease  becomes 
more  and  more  similar  to  that  of  men  in  the 
same  age  group. 

Because  estrogens  lower  the  elevated  se- 
rum lipid  levels  toward  normal  levels^^  and 
because  abnormally  high  serum  lipid  levels 
are  often  present  not  only  in  postmenopausal 
women^*  and  prematurely  castrated  women^® 
but  also  in  those  with  coronary  heart  disease, 
it  has  been  theorized  that  a decreased 
ovarian  function  is  a possible  etiologic  factor 
to  account  for  these  sex  and  age  variations 
in  the  rates  of  coronary  heart  disease.  Ac- 
cordingly, estrogen  therapy  has  been  used 
experimentally  in  postmenopausal  women® 
and  in  men®“  wdth  coronary  heart  disease. 
We  feel,  however,  that  the  rationale  for 
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these  usually  accepted  sex  and  age  variations 
in  the  rates  of  coronary  heart  disease  may 
well  be  the  following:  the  functional  bleed- 
ing of  menstruation;  the  decrease  of  the 
hemoglobin  level  with  pregnancy;  and  the 
generally  lower  hemoglobin  levels  of  Ameri- 
can women  which  may  be  due  to  their 
diet/^-®2  hormones,  or  any  other  factor. 

Therefore,  the  theory  advocated  herein 
deserves  further  study  to  attempt  to  discover 
whether  the  variations  of  the  hemoglobin 
levels  or  some  related  factors  actually  do 
cause  the  variations  in  the  rates  of  coronary 
heart  disease  since  epidemiologically  the 
rates  of  coronary  heart  disease  within  cer- 
tain populations  seem  to  vary  directly  with 
the  hemoglobin  levels  of  these  populations; 
since  these  direct  variations  occur  whether 
these  populations  are  classified  according  to 
area,  blood  disease,  or  sex;  and  since  it  can 
be  said  authoritatively"  that  the  crucial 
problem  of  the  etiology  of  coronary  heart 
disease  which  was  first  formulated  by 
Parry^*  over  one  hundred  and  sixty  years 
ago  still  awaits  solution  today. 

At  this  point,  it  would  be  well  to  propose 
the  pathologic  mechanisms  by  which  an  in- 
crease in  the  hemoglobm  level  could  cause 
coronary  heart  disease. 

Theories  of  Pathogenesis 

It  is  not  necessary  for  us  to  submit  valid 
theories  of  the  mechanisms  by  which  an  in- 
crease in  the  level  of  hemoglobin  can  cause 
coronary  heart  disease.  It  is  only  necessary 
that  we  show,  as  we  believe  that  we  have 
done,  that  there  are  sufficient  epidemiologic 
data  in  support  of  this  theory  to  warrant 
further  study.  This  is  the  sole  purpose  of 
this  report. 

In  accordance  with  the  advocated  theory, 
first,  we  propose  a mechanism  whereby  with 
higher  levels  of  hemoglobin  the  red  blood 
cells  may  take  up  a greater  volume  of  the 
whole  blood  either  because  of  a greater 
number  or  because  of  a greater  size  of  these 
red  blood  cells.  This,  as  well  as  the  fact 
that  these  red  blood  cells  may  be  heavier, 
can  cause  the  blood  to  be  more  viscous  and. 


accordingly,  can  make  coronary  thrombosis 
more  hkely.  This  mechanism  would  explain 
the  increased  rate  of  coronary  heart  disease 
that  occurs  in  polycythemia.^^ 

Second,  we  propose  another  mechanism 
whereby  with  higher  hemoglobin  levels,  the 
endothelium  lining  the  blood  vessels  is  more 
hkely  to  be  traumatized  during  the  normal 
passage  of  blood  by  more,  larger,  or  heavier 
red  blood  cells.  The  endothelium’s  re- 
sponse to  this  increased  trauma  may  be 
atheromatization.  This  mechanism  would 
explain  the  increased  extent  of  atherosclero- 
sis with  polycythemia  and  the  decreased  ex- 
tent of  atherosclerosis  with  mitreated  per- 
nicious anemia. 

The  reader  may  have  been  disturbed 
throughout  this  report  by  the  imphcations 
that  if  this  theory  is  proved  valid,  hemo- 
globin levels  below  those  now  considered 
normal  may  be  desirable  for  certain  suscepti- 
ble persons;  therefore,  some  comments  on 
the  conventional  concepts  of  “normal”  and 
“anemic”  hemoglobin  levels  are  warranted  at 
this  point. 

Normal  and  Anemic  Hemoglobin  Levels 

Castle^®  in  Cecil  and  Loeb’s  authoritative 
textbook  on  internal  medicine  states:  “Ane- 
mia may  be  said  to  be  present  when  the  con- 
centration of  hemoglobin  in  the  peripheral 
blood  falls  below  the  normal  range  of  14  ± 
2 gm.  per  cent  for  adult  females  and  16  ± 2 
gm.  per  cent  for  adult  males.” 

Wintrobe^^  also  gives  the  normal  hemo- 
globin levels  for  adult  males  as  16  ± 2 Gm. 
per  100  ml.  and  for  adult  females  as  14  ± 
Gm.  per  100  ml.  He  then  goes  on  to  state 
that  “the  range  of  normal  represents  almost 
the  extremes  of  the  observed  variations  (93 
per  cent  or  more)  and  therefore  the  blood 
counts  of  most  healthy  adult  men  and 
women  should  fall  within  these  fimits.”  It 
appears,  therefore,  that  the  average  hemo- 
globin levels  of  apparently  healthy  adults 
have  become  the  accepted  normal  hemoglo- 
bin levels  for  adults  in  American  society,  and 
that  levels  below  these  normal  values  may  be 
considered  as  anemic. 
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The  general  acceptance  of  these  normal 
values  can  be  seen  in  reports  such  as  that  of  a 
Study  Group  of  the  World  Health  Organiza- 
tion which  considered  a hemoglobin  level  of 
14  Gm.  per  100  ml.  for  adult  males,  12  Gm. 
per  100  ml.  for  adult  females,  and  10  Gm.  per 
100  ml.  for  pregnant  females  to  be  “the  lower 
hmits  of  normal  for  the  purpose  of  determin- 
ing the  presence  or  absence  of  anemia  in 
nutritional  surveys. 

We  reaUze  fully  that  a normal  level  of 
hemoglobin  has  seemed  to  allow  most  in- 
dividuals to  meet  more  successfully  the  usual 
physiologic  and  pathologic  stresses  of  hfe 
than  has  an  anemic  level;  however,  it  may 
be  that  just  as  epidemiologic  studies  have 
indicated  that  the  recommended  normal 
weight  for  an  adult  American  should  be  be- 
low the  average  weight  to  reduce  the  prob- 
ability of  morbidity  and  mortality  from  sev- 
eral diseases,®*  so  may  further  studies  indi- 
cate that  the  normal  hemoglobin  levels  of 
certain  susceptible  groups  and  individuals 
should  be  below  the  average  hemoglobin 
levels. 

We  wish  to  emphasize  that  it  is  not  advo- 
cated in  this  report  that,  based  on  the  fore- 
going data  and  comment,  the  presently 
recognized  normal  hemoglobin  levels  be  dis- 
carded in  favor  of  anemic  levels;  that  physi- 
cians recommend  diets  routinely  that  will 
lower  the  hemoglobin  level;  or  that  phle- 
botomies become  routine  therapy  for  the 
prevention  and  treatment  of  coronary  heart 
disease. 

Any  valid  recommendation  must  await  a 
further  analysis  of  the  submitted  epidemi- 
ologic data;  a study  of  other  available  epi- 
demiologic data,  such  as  whether  or  not  the 
reported  decrease  in  coronary  heart  disease 
in  wartime  Europe  varied  directly  with  any 
decrease  in  the  hemoglobin  levels;  controlled 
clinical  studies;  animal  experimentation; 
and  more  basic  research. 

Conclusion 

The  theory  we  have  advocated  here, 
namely,  that  the  variations  of  the  hemoglo- 
bin levels  actually  do  cause  the  direct  varia- 


tions in  the  rates  of  coronary  heart  disease, 
deserves  further  study  since,  epidemiologi- 
cally,  the  rates  of  coronary  heart  disease 
within  certain  populations  seem  to  vary  di- 
rectly with  the  hemoglobin  levels  of  these 
populations;  since  these  direct  variations  oc- 
cur whether  or  not  these  populations  are 
classified  according  to  area,  blood  disease,  or 
sex;  and  since  it  can  be  said  authoritatively 
that,  in  spite  of  a voluminous  literature  sup- 
porting numerous  theories  of  the  etiology  of 
coronary  heart  disease,  the  crucial  problem 
of  the  etiology  or  etiologies  of  coronary 
heart  disease  still  awaits  solution  today. 
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An  Evaluation  of  Routine  Preoperative  Skeletal 
Survey  for  the  Patient  with 
Operable  Breast  Cancer 

JAMES  GIBBONS,  M.D.,*  ARTHUR  I.  HOLLEB,  M.D.,  F.A.C.S.,  AND  JOSEPH  H.  FARROW,  M.D.,  F.A.C.S., 

NEW  YORK  CITY 

{From  the  Breast  Service,  Department  of  Surgery,  Memorial  Sloan-Kettering  Cancer  Center) 


^ I ^HE  principal  problem  in  determining 
the  operability  of  patients  with  breast 
cancer  is  the  detection  of  asymptomatic 
metastases  distant  from  the  field  of  radical 
surgery.  In  most  instances  the  preopera- 
tive work-up  consists  of  a history,  physical 
examination,  complete  blood  count,  urinal- 
ysis, and  a chest  film  to  rule  out  pulmonary 
metastases.  Further  studies  usually  are 
confined  to  those  pertaining  to  operative 
risk  rather  than  to  probable  surgical  cura- 
bihty  of  the  cancer.  Obviously,  patients 
who  complain  of  pain  in  the  back,  pelvis,  or 
extremities  or  who  have  symptoms  that 
would  suggest  disseminated  cancer  should 
have  a skeletal  survey  before  being  sub- 
jected to  a radical  operation. 

Therefore,  it  seemed  worth  while  to  in- 
vestigate the  usefulness  of  a routine  radio- 
graphic  skeletal  survey  in  the  preoperative 
evaluation  of  all  patients  with  breast  cancer 
since  it  is  known  that  the  skeletal  system  is  a 
frequent  site  of  secondary  deposits.  To 
confine  the  study  to  patients  who  had  proved 
carcinoma,  the  skeletal  surveys  were  done 
within  a six-week  period  after  the  operation. 
Because  of  this  short  interval  there  is  little 
reason  to  believe  that  the  findings  would 
have  been  different  if  the  survey  had  been 
done  prior  to  the  operation. 

Materials  and  Methods 

This  retrospective  study  concerns  a group 
of  85  consecutive  patients  with  primary 
operable  breast  cancer  subjected  to  radical 

* Fellow  of  the  National  Cancer  Institute. 


mastectomy  in  the  James  Ewing  Hospital, 
New  York  City,  from  August,  1957,  through 
June,  1959.  None  of  the  patients  had  symp- 
toms suggestive  of  bone  metastases  prior  to 
the  operation  or  at  the  time  of  surgery. 
Those  patients  who  did  have  a preoperative 
skeletal  survey  because  of  borderline  oper- 
ability or  symptoms  warranting  radiographic 
investigation  to  rule  out  osseous  metastases 
were  excluded  from  the  study.  The  skeletal 
survey  consisted  of  x-ray  films  of  the  ribs, 
skull,  spine,  pelvis,  femora,  and  humeri. 
The  bones  below  the  knees  and  elbows  were 
not  included  because  of  the  infrequency  of 
their  being  affected  even  though  the  disease 
may  be  disseminated  widely. 

Physical  and  Pathologic  Findings 

The  clinical  signs  of  breast  cancer  were 
present  in  a majority  of  the  patients.  In  a 
few  patients  the  physical  findings  were  ob- 
scure, and  either  the  cancer  was  unsuspected 
or  only  a tentative  diagnosis  could  be  made. 

The  axillary  lymph  nodes  were  enlarged 
palpably  m 28  patients  (33  per  cent).  In 
this  group  71  per  cent  showed  microscopic 
evidence  of  metastatic  breast  cancer  in  the 
lymph  nodes.  In  57  patients  (67  per  cent) 
the  axillary  lymph  nodes  were  not  palpable. 
Of  these,  26  per  cent  were  found  to  have 
metastases  in  one  or  more  lymph  nodes. 

When  the  primary  lesions  measured  2 cm. 
or  less,  the  axillary  lymph  nodes  contained 
metastatic  carcinoma  in  34  per  cent  of  38 
patients.  The  remaining  47  patients  had 
cancers  larger  than  2 cm.  in  diameter,  and 
46  per  cent  of  these  were  found  to  have 
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metastases  in  the  axillary  lymph  nodes. 

The  histologic  types  of  breast  cancer  in 
the  85  patients  were  infiltrating  duct  car- 
cinoma, 70  (82  per  cent);  medullary  car- 
cinoma, 5;  infiltrating  lobular  carcinoma,  4; 
mucmous  adenocarcinoma,  2;  intraductal 
carcinoma  (noninfiltrating),  2;  lobular  car- 
cinoma in  situ,  1;  and  Paget’s  disease 
without  underlying  infiltration  carcinoma,  1. 
It  is  noteworthy  that  4 patients  (4.5  per  cent) 
had  noninfiltrating  lesions,  and  distant 
metastases  would  have  been  most  unhkely. 

Results 

Group  I. — The  skeletal  survey  made 
shortly  after  radical  mastectomy  revealed 
no  evidence  of  bone  abnormalities  in  69 
of  the  85  patients. 

Group  II. — There  were  12  patients  who 
were  reported  initially  as  having  either  lucent 
or  dense  areas  in  bones.  Their  x-ray  films 
were  interpreted  by  the  radiologist  as  show- 
ing venous  lakes,  arthritis  with  sclerosis, 
old  compression  fractures,  bone  islands,  or 
cysts.  Additional  skeletal  survey  films  were 
obtained  from  one  to  nine  months  after  the 
initial  studies  in  7 of  the  12  patients.  These 
x-ray  films  confirmed  the  presence  of  benign 
bone  disease.  For  various  reasons  repeat 
skeletal  surveys  were  not  obtained  in  the 
remaining  5 patients  m this  group;  how- 
ever, there  was  no  clinical  evidence  of  bone 
metastases  durmg  an  average  follow-up 
period  of  twenty  months. 

Group  III. — The  4 remaining  patients 
showed  more  definite  osteoblastic  or  osteo- 
lytic areas,  and  these  were  interpreted 
tentatively  as  being  compatible  with  met- 
astatic breast  carcinoma.  Subsequent 
x-ray  films  failed  to  confirm  the  presence  of 


skeletal  metastases  in  3 of  these  patients. 
In  the  remaining  patient,  the  immediate 
postoperative  skeletal  survey  showed  a 
questionable  osteoblastic  lesion  of  the  second 
sacral  segment.  Repeat  studies  at  six  and 
eighteen  months  following  the  radical  mas- 
tectomy have  shown  no  change  in  the  sacral 
lesion.  This  patient  is  otherwise  without 
clinical  or  laboratory  evidence  of  recurrent 
or  metastatic  carcinoma  after  an  eighteen- 
month  follow-up  period.  This  patient  did 
not  have  histologic  evidence  of  metastatic 
carcinoma  in  the  axillary  lymph  nodes. 

Summary 

A skeletal  survey  performed  within  six 
weeks  after  radical  mastectomy  demon- 
strated no  conclusive  evidence  of  bone  me- 
tastases in  84  of  85  consecutive  patients. 
These  patients  had  primary  operable  breast 
cancer  and  had  no  symptoms  suggestive  of 
distant  metastases  prior  to  radical  mastec- 
tomy. One  patient  had  a questionable 
metastatic  deposit  in  the  sacrum  which  could 
not  be  clarified  further  by  clinical,  lab- 
oratory, or  radiographic  methods  during  an 
eighteen-month  follow-up  period. 

We  do  not  wish  to  condemn  a routine 
preoperative  skeletal  survey  in  the  patient 
with  operable  breast  cancer,  and  we  recog- 
nize fully  that  an  occasional  asymptomatic 
bone  metastasis  can  be  demonstrated  by 
this  means. 

However,  the  survey  is  time-consuming 
and  an  added  expense  to  the  patient  and 
institution.  Within  the  hmits  of  this  study, 
a routine  skeletal  survey  in  the  preoperative 
evaluation  of  patients  with  primary  oper- 
able breast  cancer  was  an  unrewarding 
procedure. 


Opportunities  come  to  all,  but  mani/  do  not  know  they  have  met  them. — A.  E.  Dunning 
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Pulmonary  Stenosis  Complicating  Pregnancy 

KICHAKD  D.  GRIMALDI,  M.D.,  AND  LEO  N.  DIENSTAG,  M.D.,  NEW  YORK  CITY 

{From  the  Department  of  Obstetrics  and  Gynecology  and  the  Department  of  Medicine, 

New  York  Medical  College,  Metropolitan  Medical  Center) 


Tn  the  past,  hemorrhage,  toxemia,  and 
infection  were  listed  as  the  most  frequent 
causes  of  maternal  mortality.  Today  heart 
disease  has  surpassed  these  or  is  second  only 
to  hemorrhage.^  In  the  average  obstetric 
practice  about  2 per  cent  of  pregnant 
women  have  heart  disease. Of  this  2 per 
cent  the  overwhelming  majority  (85  to  95 
per  cent)  have  rheumatic  heart  disease. 
The  next  largest  group  of  patients  have  con- 
genital cardiovascular  defects.  However, 
the  total  experience  of  even  a large  clinic  is 
inadequate  to  review  congenital  heart  disease 
in  pregnant  women.  Hence,  composite  ex- 
perience, as  recorded  in  the  literature,  helps 
to  formulate  medical  judgment.  It  is  for 
this  reason  that  we  present  a case  of  pulmo- 
nary stenosis  with  a normal  aortic  root.  The 
term  “pulmonary  stenosis  with  normal 
aortic”  root  was  first  used  by  Wood,^  and  it 
provides  an  adequate  definition  of  the  de- 
fect, replacing  the  terms  “pure,”*  “without 
overriding  aorta,”*  “uncomplicated,”^® 
“simple,” “ and  “with  intact  ventricular 
septum.”  “ 

Classification 

Pulmonary  stenosis  with  a normal  aortic 
root  belongs  in  Abbott’s**  “acyanotic  group.” 
In  this  group  the  pathophysiology  is  a con- 
genital lesion  with  an  impedance  of  blood 
flow  in  the  heart  or  great  vessels,  resulting 
in  an  elevation  of  pressure  proximal  to  the 
impedance  and  a diminution  of  flow  distally. 
Therefore,  by  definition,  if  systolic  pressure 
is  lower  in  the  pulmonary  artery  than  it  is  in 
the  right  ventricle,  pulmonary  stenosis  is 
present.  Obviously,  mild  degrees  of  this 
phenomenon  can  be  determined  only  by  car- 
diac catheterization,  hence  the  paucity  of 
earlier  descriptions  and  the  apparent  in- 


creased incidence  after  1948  to  1950. 

Types 

For  a pressure  gradient  to  occur,  with  15 
mm.  Hg  as  the  arbitrary  borderline,  a nar- 
rowing at  some  point  between  the  cavity  of 
the  right  ventricle  and  the  main  trunk  of  the 
pulmonary  artery  must  be  present.*®  This 
narrowing  or  obstruction  may  be  present  at 
the  infundibular  area  of  the  right  ventricle, 
or  at  the  pulmonary  valve,  or  at  both  loca- 
tions simultaneously.  Hemodynamically 
the  valvular  or  infundibular  types  are  simi- 
lar; they  both  are  unable  to  maintain  ade- 
quate cardiac  output.  The  greatest  dy- 
namic burden  is  placed  on  the  right  ventri- 
cle, which  becomes  hypertrophied.  The 
filling  of  this  ventricle  during  diastole  re- 
quires increased  pressure  resulting  in  a rise 
in  right  atrial  pressure  and,  ultimately,  in 
right  auricular  hypertrophy. 

When  pulmonary  stenosis  with  normal 
aortic  root  is  complicated  by  auricular  or 
ventricular  septal  defects  or  patent  foramen 
ovale,  this  elevated  right  ventricular  pressure 
results  in  right  to  left  shunts,  the  “persist- 
ently cyanotic”  group  (morbus  caeruleus) 
of  Abbott.**  In  this  group  the  hypertension 
in  one  or  both  of  the  chambers  in  the  right 
side  of  the  heart  results  in  a shunting  of  ve- 
nous blood,  bypassing  the  pulmonary  circuit. 

Clinical  Features 

As  a rule  the  symptoms  do  not  occur  in 
childhood.  The  onset  is  gradual,  the  symp- 
tomatology vague : fatigue  and  dyspnea, 
rarely  incapacitating.  Brock*^  points  out 
that  the  rarer  symptoms  of  dizziness  and 
syncope  on  exertion  bode  a poor  prognosis, 
frequently  predicting  the  sudden  death 
which  is  characteristic  of  this  disease. 


December  15,  1961 


4221 


GRIMALDI  AND  DIENSTAG 


Physical  Signs 

On  palpation  of  the  chest  it  can  be  noted 
that  the  apex  beat  is  faint  or  absent.  The 
enlarged  right  ventricle  has  displaced  the 
apex  beat  backward  and  now  strikes  against 
the  thoracic  wall  with  each  heartbeat.  This 
causes  the  characteristic  parasternal  or  sub- 
sternal  hft.*® 

Auscultation  reveals  a harsh,  systohc  mur- 
mur, loudest  in  the  second  and  third  left  in- 
tercostal spaces  parasternally  on  the  left. 
The  pulmonary  component  of  the  second 
heart  sound  is  diminished  or  absent.  The 
intensity  of  the  murmur  is  proportional  to 
the  degree  of  stenosis  and  the  volume  of  the 
blood  flow  through  it. 

Electrocardiography 

In  few  other  heart  diseases  are  such 
marked  degrees  of  right  ventricular  hyper- 
trophy noted.  The  limb  leads  reflect  the 
great  change  in  the  position  of  the  heart, 
but  the  most  apparent  changes  are  in  the 
precordial  leads.  No  direct  correlation  be- 
tween the  pressure  in  the  right  ventricle  and 
the  amplitude  of  the  R wave  in  V]  has  been 
noted. 

Roentgenologic  Examination 

Valvular  Stenosis. — The  classic  finding 
of  the  poststenotic  dilatation  is  the  rule  with 
this  type  of  pulmonic  stenosis.^®  In  addi- 
tion, the  peripheral  vessels  of  the  lung  fields 
are  narrow.  The  main  trunk  of  the  pul- 
monary artery  is  dilated ; the  right  ventricle 
is  hypertrophied  and  may  appear  enlarged; 
frequently  the  right  atrium  and  auricular 
appendage  are  large. 

Infundibular  Stenosis. — The  appear- 
ance on  the  x-ray  fihn  is  seldom  characteris- 
tic. The  findings  may  vary  from  normal  to 
those  of  valvular  stenosis. 

Case  Report 

The  patient  was  a twenty-two-year-old,  Negro 
female,  unmarried,  primigravida  admitted  to  the 
Medical  Service  of  Metropolitan  Hospital  during 
her  twenty-fourth  week  of  pregnancy  with  a chief 
complaint  of  intermittent  sharp  chest  pain  of  two 


weeks  duration. 

Because  of  the  patient’s  intelligence  level  the 
history  was  considered  unreliable.  She  stated 
that  she  had  been  blind  from  birth  and  had  had  a 
heart  murmur  since  childhood.  Specific  cardiac 
therapy  apparently  never  was  indicated.  The 
patient  recalled  being  more  easily  fatigued, 
weaker,  and  smaller  than  her  playmates  of  similar 
age.  At  the  age  of  seventeen  or  eighteen  she  be- 
gan to  experience  sharp  chest  pain  which  was 
localized  to  the  left  of  the  sternum  or  directly 
retrosternally.  In  addition,  she  noted  slight 
dyspnea,  palpitations,  and  dizziness  on  exertion 
or  when  she  became  nervous,  worried,  or  fright- 
ened. From  approximately  the  twelfth  week  of 
gestation  the  patient  required  two  pillows  to 
sleep  comfortably,  but  paroxysmal  nocturnal 
dyspnea  did  not  occur.  As  pregnancy  progressed 
her  symptoms  increased  in  severity,  frequency, 
and  duration.  For  the  two  weeks  prior  to  her 
admission  the  patient  experienced  pain  to  the 
left  of  and  behind  the  sternum,  associated  with 
palpitations  and  dizziness  on  exertion.  These 
attacks  lasted  for  from  ten  to  fifteen  minutes  and 
were  relieved  by  rest. 

There  was  no  history  of  previous  hospitaliza- 
tion. The  patient  never  had  rheumatic  fever, 
frequent  sore  throats,  chorea,  scarlet  fever,  or 
respiratory  infections. 

The  family  history  revealed  that  one  sister  died 
of  pulmonary  tuberculosis  at  the  age  of  twenty-six 
one  year  previously,  and  one  brother  died  in  the 
Army  of  unknown  causes.  Both  parents,  one 
sister,  and  two  brothers  were  alive  and  well  with 
no  known  congenital  anomalies  or  tuberculosis. 
There  was  no  history  of  illness  or  trauma  during 
this  patient’s  intrauterine  life. 

A physical  examination  disclosed  a poorly 
nourished,  mentally  dull,  asthenic,  pregnant  fe- 
male, weighing  96  pounds,  with  a congenital 
cataract  of  the  right  eye.  The  blood  pressure 
was  108/70,  pulse  100  and  irregular,  respirations 
20,  and  temperature  98.6  F. 

The  chest  presented  a pronounced  thrill  over 
the  pulmonic  area.  Tlie  apex  beat  was  replaced 
by  a visible  and  palpable  pulsation  of  the  anterior 
chest  wall.  There  was  a loud,  harsh,  sj'stolic 
murmur,  best  heard  in  the  third  intercostal  space 
to  the  left  of  tlie  sternum.  The  second  pulmonic 
sound  was  not  heard  by  some  observers  and  was 
considered  diminished  by  others.  The  second 
aortic  sound  was  clear.  The  respiratory  excur- 
sions were  equal  bilaterally;  there  were  no  areas 
of  dullness,  diminished  breath  sounds,  or  adven- 
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titious  sounds  over  the  lungs. 

On  abdominal  examination  the  uterus  was 
compatible  with  a six-month  gestation;  fetal 
movements  were  palpable.  The  fetal  heart  was 
140,  regular,  and  strong  in  the  right  lower  quad- 
rant of  the  abdomen.  No  liver,  spleen,  kidneys, 
or  other  masses  were  palpable.  No  areas  of 
tenderness  were  elicited. 

Cyanosis,  peripheral  edema,  and  clubbing  of 
the  fingers  were  not  evident. 

The  peripheral  hemogram  was  not  remarkable, 
and  showed  no  polycythemia. 

During  her  course  in  the  hospital  the  patient 
was  placed  on  bed  rest  with  bathroom  privileges, 
low-salt  diet,  and  quinidine.  In  three  days  the 
heart  rate  was  84  with  a regular  sinus  rhythm 
with  multifocal  ventricular  extrasystoles.  The 
quinidine  was  discontinued.  Four  days  later  it 
was  noted  that  the  patient  had  frequent  ventricu- 
lar extrasystoles  developing  into  ventricular 
tachycardia.  She  was  replaced  on  quinidine 
therapy,  became  asymptomatic,  and  reverted  to  a 
regular  sinus  rhythm.  After  the  discontinuing 
of  quinidine,  the  patient  again  developed  a ven- 
tricular tachycardia  which  was  treated  by  digi- 
toxin.  She  remained  well  for  approximately  two 
weeks  with  a regular  sinus  rhythm  of  about  70, 
and  the  digitoxin  was  discontinued.  During  the 
remainder  of  her  seventh  month  the  patient  was 
comfortable  on  bed  rest  with  bathroom  privileges, 
wheelchair  excursions,  low-salt  diet,  and  diver- 
sional  occupational  therapy. 

During  the  twenty-eighth  week  of  pregnancy 
the  patient  was  transferred  to  the  Obstetrical  Serv- 
ice of  Metropolitan  Hospital  for  continued  rest 
and  observation.  At  the  beginning  of  the  thirty- 
second  week  she  began  to  have  cramplike  pain  in 
the  lower  part  of  the  abdomen  and  acute  urinary 
retention.  A catheterized  urine  specimen  re- 
vealed the  presence  of  pyuria.  The  patient  be- 
came apprehensive  and  had  a recurrence  of  retro- 
sternal pain.  Auscultation  of  the  lungs  revealed 
moist  rales  at  the  base  of  the  right  lung.  An 
electrocardiogram  again  demonstrated  regular 
sinus  rhythm  with  runs  of  ventricular  tachycar- 
dia. Treatment  consisted  of  digitalis,  Amytal 
sodium,  morphine,  Furadantin,  and  an  indwelling 
catheter.  Symptomatic  improvement  resulted, 
with  no  further  development  of  cardiac  failure  or 
conduction  disturbances.  The  patient  continued 
to  experience  cramplike  pain  in  the  lower  part  of 
the  abdomen.  This  was  interpreted  as  false 
labor. 


Two  days  following  this  acute  episode  the 
patient’s  membranes  ruptured  spontaneously. 
At  that  time  the  cervix  was  fully  effaced,  1 cm. 
dilated,  vertex  presenting  at  station  plus  2,  and 
mild  uterine  contractions  were  palpated.  After 
morphine  sulfate,  Ve  grain  intramuscularly,  was 
given  for  sedation,  intravenous  Pitocin  supple- 
mentation was  begun  with  the  patient  in  an  oxy- 
gen tent.  Continuous  epidural  analgesia  was 
elected,  but  because  of  the  satisfactory  response 
to  morphine,  this  never  proved  necessary. 

The  first  stage  of  labor  lasted  for  one  hour  and 
five  minutes  with  rapid  progress  in  dilation  and 
continued  descent  of  the  vertex.  On  full  dilata- 
tion of  the  cervix  a low,  mid-Kjelland  forceps 
rotation  from  the  right  occiput  transverse  to 
occiput  anterior  was  performed,  with  the  deliv- 
ery of  a 1,502-Gm.,  viable,  normal  male  infant 
over  an  episiotomy.  The  patient  received  Nalline 
5 mg.  intravenously  five  minutes  prior  to  deliv- 
ery, a pudendal  block  without  epinephrine,  con- 
tinuous oxygen,  and  intermittent  nitrous  oxide 
by  mask. 

The  patient  had  an  uneventful  postpartum 
course,  remaining  in  an  oxygen  tent  for  two  days. 
She  was  then  slowly  ambulated.  She  was  con- 
tinued on  antibiotics,  digitalis,  and  sedation. 
The  signs  and  symptoms  of  cardiac  failure  or 
conduction  defects  did  not  develop  during  deliv- 
ery or  subsequently. 

A cardiac  catheterization  performed  four  weeks 
postpartum  after  the  patient’s  transfer  to  Flower 
and  Fifth  Avenue  Hospitals  revealed  severe  pul- 
monic stenosis.  There  was  a marked  increase  in 
right  ventricular  over  pulmonary  artery  pressure. 

Comment 

Presented  is  a case  of  severe  pulmonic 
stenosis  with  a successful  outcome  for  both 
the  mother  and  child,  brought  about  in  part 
by  maintaining  the  inevitable  work  load  on 
the  heart,  such  as  increased  cardiac  output, 
delivery,  and  puerperium,  at  a minimum  and 
preventing  the  incidental  work  load,  such  as 
infection,  obesity,  anemia,  and  so  forth. 
This  was  accomphshed  through  the  accepted 
medical  principles  of  enforced  rest,  prophy- 
laxis of  toxemia,  treatment  of  infection,  cor- 
rection of  cardiac  disturbances,  and  close 
observation  during  labor  and  the  puerpe- 
rium. These  therapeutic  modalities  should 
be  available  to  any  pregnant  patient  who 
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has  complicating  cardiac  disease. 

The  ultimate  prognosis,  however,  de- 
pends on  the  cardiac  reserve  of  the  individual 
patient.  Whether  or  not  the  myocardium, 
supported  by  the  best  of  medical  manage- 
ment, will  carry  the  patient  through  her 
pregnancy,  is  a function  of  her  intrinsic  car- 
diac reserve.  Newer  methods  of  manage- 
ment, such  as  cardiac  surgery,  may  improve 
the  prognosis,  and  these  were  contemplated 
in  this  case.  It  was  felt,  however,  that  the 
risk  of  surgical  correction  was  greater  than 
carrying  the  patient  to  term  and  would  not 
improve  her  cardiac  classification.^® 

Recently,  continuous  conduction  anesthesia 
has  been  advocated  for  cardiac  gravidas 
because  of  its  amehoratmg  effect  on  the  in- 
creased cardiac  output  resulting  from  labor. 
Continuous  conduction  anesthesia  would 
have  been  employed  in  this  case  but  for  the 
rapidity  of  labor  and  the  patient’s  excellent 
response  to  morphine.  The  rapid  labor  is 
in  keeping  with  the  experience  of  others.^® 
Morphine,  because  of  its  euphoric  effect,  is 
superior  to  meperidine  hydrochloride  (Dem- 
erol) as  an  analgesic  agent  for  cardiac  pa- 
tients. In  the  doses  used  for  equivalent 
analgesic  action  it  has  yet  to  be  proved  that 
morphine  causes  more  respiratory  depression 
in  neonate  infants  than  does  meperidine 
hydrochloride. 

Premature  dehvery  has  been  noted  to  be 
associated  with  congenital  cardiac  disease.^® 
However,  congenital  cardiac  disease  is  not  a 
common  maternal  factor  in  prematurity.^® 

Of  interest  is  the  absence  of  pulmonary 
tuberculosis  in  this  patient  in  the  face  of 
significant  familial  exposure.  It  has  been 
pointed  out  that  pulmonary  tuberculosis  is 
a common  concomitant  of  pulmonary 
stenosis. 

Summary 

A case  of  severe  pulmonary  stenosis  with 
a normal  aortic  root  complicating  pregnancy 
is  presented.  The  significance,  pathophys- 
iology, and  clinical  features  of  this  condition 
are  given.  The  mother  and  child  survived 


the  pregnancy  by  the  use  of  commonly  a^"ail- 
able  medical  management. 
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Raising  Nursing  Home  Standards 

A Community  Approach 

JAMKS  A.  DOLCE,  M.D.,  M.S.P.H.,  BUFFALO,  NEW  YORK 
{From  the  County  of  Erie  Health  Department) 


^ I ''he  development  of  the  nursing  home 
as  a facility  for  the  care  of  the  elderly 
patient  attracted  little  attention  in  the 
past.  With  no  direction  and  guidance,  the 
growth  of  such  homes  was  haphazard. 
Administrators  had  no  clearly  defined  ob- 
jectives. Patients  received  primarily  custo- 
dial care  with  only  a minimum  of  medical 
and  nursing  supervision. 

Advances  made  in  physical  medicine,  the 
steady  increase  in  the  number  of  people 
requiring  nursing  home  beds,  and  the  lack 
of  other  facilities  for  the  care  of  chronically 
ill  persons  were  factors  in  the  rapid  in- 
crease of  nursing  home  facilities. 

In  the  fifteen-year  period  between  1939 
and  1954,  nursing  homes  increased  from 
1,200  homes  with  a 25,000-bed  capacity 
to  25,000  homes  with  a bed  capacity  of 
245,000  beds — a twentyfold  increase  in 
homes.  According  to  a report  released 
by  the  United  States  Public  Health  Service 
on  January  1,  1959,  53.8  per  cent  of  the  bed 
capacity  in  nursing  homes  were  classified 
as  acceptable.  However,  in  1956,  only 
25.3  per  cent  of  the  beds  had  been  so  clas- 
sified. The  report  indicated  further  that 
91  per  cent  of  the  nursing  homes,  represent- 
ing 71  per  cent  of  the  beds,  are  privately 
owned. 

These  figures  are  presented  to  emphasize 
the  fact  that  the  nursing  home  profession 
is  big  business  and  is  here  to  stay.  There 
is  no  doubt  that  this  rapid  growth,  in  many 
instances,  was  profit  motivated.  This  has 
served  to  create  many  problems  which  are 
difficult  to  solve.  On  the  other  hand,  many 
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conscientious  operators  have  rendered  and 
still  are  rendering  a creditable  service  to  the 
chronically  ill  patient. 

In  general,  the  personnel  in  nursing  homes 
were  not  adequately  trained;  programs  for 
medical  and  nursing  care  were  lacking, 
professional  apathy  was  apparent,  and 
relatively  few  individuals  were  concerned 
with  what  was  going  on  inside  the  nursing 
home. 

Publicity  released  from  time  to  time  on 
nursing  home  activities  was  always  negative, 
a matter  which  has  caused  much  irritation 
to  operators.  Because  of  this  situation,  a 
trend  has  been  created  in  recent  years 
favoring  governmental  or  hospital  opera- 
tion of  nursing  homes.  On  the  surface, 
this  may  appear  to  be  an  easy  solution  to 
the  dilemma.  However,  in  my  opinion,  this 
is  an  unrealistic  approach  to  the  problem. 
Furthermore,  it  is  an  approach  which  is  not 
in  accord  with  the  principles  of  good  public 
health  practice.  Governmental  operation 
is  not  always  synonymous  with  good  service. 
The  slow  progress  in  the  hospital  develop- 
ment of  chronic  disease  facilities,  while 
highly  desirable,  would  take  years  to  provide 
the  required  facilities. 

There  is  no  doubt  that  nursing  homes 
have  served  a useful  purpose  in  the  past. 
With  the  proper  approach  and  guidance, 
they  can  make  a real  contribution  toward 
helping  to  meet  the  nation’s  need  for  provid- 
ing facilities  for  the  elderly  chronically  ill 
patients. 

Regulation  of  Nursing  Homes 

It  is  only  in  recent  years  that  regulatory 
agencies  have  given  serious  concern  to  the 
problem  of  improving  the  standards  of  care. 
Insufficient  and  inadequately  trained  staff 
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and  unsatisfactory  codes  made  control 
difficult. 

In  Erie  County,  multiple  agency  re- 
sponsibility has  resulted  in  much  confusion 
to  operators.  In  the  city  of  Buffalo,  the 
building  and  zoning,  the  police,  the  fire, 
and  the  hcensing  departments  are  involved. 
In  addition,  the  county  health  department 
and  the  State  department  of  social  welfare 
make  inspections  to  approve  permits  for  the 
operation  of  nursing  homes.  In  the  rest 
of  Erie  County,  each  local  community  has 
its  own  building  inspectors,  with  little 
knowledge  of  the  problems  involved. 

As  the  result  of  this  fragmentation  of 
responsibilities,  it  was  not  uncommon  to 
fold  that  conflicting  advice  would  be  given 
because  of  separate  inspections.  At  times, 
considerable  money  was  spent  by  operators 
for  corrections  required  by  one  agency  only 
to  learn  at  a later  date  that  these  corrections 
were  not  in  compliance  with  other  agencies 
involved. 

In  an  attempt  to  get  order  out  of  this 
chaos,  the  County  of  Erie  Health  Depart- 
ment and  the  State  department  of  social 
welfare  agreed  to  make  joint  inspections  of 
nursing  homes.  At  weekly  conferences 
between  the  staffs  of  the  two  agencies,  the 
violations  were  discussed,  and  the  final 
decision  agreed  on  was  sent  to  the  operators. 
This  served  to  prevent  operators  from  play- 
ing one  agency  against  the  other  and  from 
using  separate  reports  as  a stalling  technic 
to  meet  compliance. 

A supervising  public  health  nurse  and  a 
sanitarian  were  assigned  by  the  health 
department  to  nursing  home  inspections. 
The  supervising  nurse  is  concerned  with 
the  minimum  nursing  and  nurse  aide  ratio 
per  bed  capacity;  the  proper  storage  and 
administration  of  drugs  with  special  em- 
phasis on  handling  narcotics;  the  avoidance 
of  overcrowding  of  beds;  the  records,  diet 
records,  and  reporting  of  accidents;  and 
the  provision  of  privacy  to  preserve  the 
human  dignity  of  patients. 

The  sanitarian  is  concerned  with  the  fire 
safety  requirements,  sanitation  of  the 


kitchen,  bathroom  facilities,  heating,  and 
general  housekeeping. 

Compliance  with  the  minimum  standards, 
however,  is  only  one  phase  of  the  program 
to  raise  total  care  facilities;  the  patient 
services  are  equally  important.  These, 
unfortunately,  cannot  be  regulated  by 
legislation.  As  part  of  this  broad  approach, 
the  following  steps  were  taken  by  the  Erie 
County  health  department  to  help  improve 
the  patient  care  provided  in  nursing  homes. 


Step  I — Sttidy  of  Rehabilitation 
Potential  in  County  Infirmary 

In  1957,  in  cooperation  with  the  Erie 
County  welfare  department  and  with  funds 
provided  by  the  State  of  New  York  Depart- 
ment of  Health,  a study  was  conducted  at 
the  Erie  County  Home  and  Infirmary  to 
determine  the  rehabilitation  potential  of 
the  patients. 

This  pilot  project  was  planned  to  demon- 
strate what  can  be  accomplished  with  an 
active  rehabilitation  program.  Four  qual- 
ified physiatrists  made  the  physical  ex- 
aminations and  evaluations  of  the  patients 
using  a physical  profile  form  similar  to  the 
one  used  by  the  Armed  Services.  Con- 
ferences were  held  with  the  physiatrists  to 
discuss  the  forms  and  the  reporting  of 
findings  to  assure  uniformity  of  records. 

A total  of  957  patients  were  examined; 
168  or  17.6  per  cent  were  found  to  have  a 
definite  rehabilitation  potential  and  358 
or  40.2  per  cent  a slight  rehabihtation 
potential. 

In  a population  group  well  over  an  average 
of  seventy  years  old,  with  many  suffering 
from  multiple  chronic  illnesses  of  long 
standing,  these  results  are  quite  encouraging 
and  indicate  what  could  be  accomplished 
with  an  active  program  of  restorati-\’e 
services. 

As  the  result  of  this  study,  the  Erie 
County  department  of  parks  assigned  a 
full-time  directoi’  of  recreation.  Also,  the 
Erie  County  health  department  assigned  a 
supervising  physical  therapist,  one  daj’'  a 
week,  to  initiate  a program  at  the  Infirmary 
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TABLE  I. — Nursing  Home  Utilization  of  Rehabilitation  Personnel  in  Erie  County 


Area 

Number 

of 

Homes 

Physia- 

trists 

Physical 

Therapists 

Occupa- 

tional 

Therapists 

Speech 

Therapists 

Nutri- 

tionists 

Social 

Workers 

BufTalo 

18 

3 

11 

3 

3 

2 

0 

Erie  County 

13 

2 

7 

3 

2 

2 

0 

Totals 

31 

5 

18 

6 

5 

4 

0 

until  such  time  as  the  county  welfare  de- 
partment could  provide  for  these  services 
in  their  own  budget. 

Following  this  demonstration,  four  phys- 
ical therapy  aides  and  a rehabihtation 
nurse  were  provided  in  the  medical  center. 
Through  the  efforts  of  the  rehabilitation 
nurse,  many  patients  were  referred  to  the 
physical  therapy  program.  The  number  of 
patients  seen  in  1960  was  146,  almost  double 
the  number  (78)  seen  in  the  previous  year. 
Of  the  total,  18  per  cent  were  discharged 
from  the  program  as  becoming  independent 
j in  activities  of  daily  living.  Half  of  these 
patients  were  transferred  from  the  infir- 
mary to  the  home  part  of  the  institution  or 
to  their  owm  homes.  The  other  half  required 
less  nursing  care  in  the  infirmaiy.  Not  only 
has  this  proved  a financial  saving  in  the  cost 
of  care,  but  also  has  given  the  inestimable 
value  of  restoring  human  dignity  to  these 
previously  dependent  elderly  persons. 

Step  II — Assisting  Proprietary  Nursing 
Homes  with  Rehabilitation  Services 

In  1958  a small  group  of  interested  in- 
dividuals met  to  determine  what  steps  might 
be  taken  to  stimulate  programs  to  provide 
restorative  services  for  nursing  home  pa- 
tients. It  was  obvious  that  practically  none 
of  the  nursing  homes  in  the  county  had  the 
bed  capacity  to  make  it  economically  prac- 
tical to  employ  on  a full-time  basis  the 
ancillary  disciphnes  required  in  a rehabilita- 
tion program. 

As  a practical  approach,  it  was  proposed 
that  a pool  of  therapists  be  engaged  on  a 
part-time  basis  and  be  made  available  to 
the  individual  nursing  homes. 

On  the  recommendation  of  the  group,  a 
request  was  made  for  a three-year  grant 


from  the  State  of  New  York  Department  of 
Health.  The  purpose  was  to  demonstrate 
to  the  operators  of  nursing  homes  the  im- 
portance and  value  of  instituting  rehabihta- 
tion ser\dces  to  round  out  the  medical  care 
program  for  their  patients. 

The  area  was  canvassed  to  obtain  a list 
of  the  various  therapists  who  would  be 
interested  and  willing  to  participate  in  the 
program.  Many  replies  were  received  from 
physical  therapists,  a few  from  occupa- 
tional therapists,  and  one  from  a speech 
therapist  for  the  summer  months.  The 
speech  therapist  was  unable  to  take  time 
from  her  university  teaching  commitments 
during  the  regular  school  year. 

Since  all  the  therapists  were  currently 
employed,  they  were  available  only  on 
weekends,  a situation  which  presented  com- 
plications. The  admmistrative  problem  of 
scheduling  visits  was  a most  difficult  one. 

The  State  health  department  approved  a 
grant  in  the  sum  of  $2,000  a year  for  a three- 
year  period.  The  Western  New  York  Geri- 
atrics Society,  Inc.,  received  the  funds  for 
a demonstration  program  to  bring  geriatric 
rehabilitation  services  to  the  nursing  homes. 

Table  I gives  the  number  of  homes  that 
requested  the  services  of  the  therapists. 
A total  of  121  \fisits  were  made  by  the  phys- 
ical therapists,  53  visits  by  the  occupational 
therapists,  31  visits  by  the  speech  therapist, 
and  4 visits  by  the  nutritionist. 

To  obtain  a therapist,  the  nursing  home 
operator  was  required  to  request  the  ser\fice 
and,  in  addition,  to  assign  at  least  one  nurse 
to  obserY'e  the  therapist  and  receive  in- 
struction for  follow-up  between  visits.  The 
operators  assumed  the  responsibility  of 
securing  clearance  from  the  patient’s  physi- 
cian. 
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The  following  were  some  of  the  problems 
encountered : 

1.  The  initial  enthusiasm  of  the  operator 
subsided  in  the  long  lapse  of  time  from  the 
date  of  application  for  the  grant  and  the 
final  approval  of  funds.  This  delay  may  be 
unavoidable. 

2.  The  weekends,  which  was  the  only 
time  the  therapists  were  available,  proved 
to  be  a very  inconvenient  time  for  the  nurs- 
mg  home  operators. 

3.  The  rapid  turnover  of  personnel  in 
the  homes  made  it  difficult  to  achieve  the 
desired  goal  of  training  nurses  and  aides  to 
do  follow-up  work.  The  operators  did  not 
orient  their  new  personnel. 

4.  The  nursing  staffs  were  not  sufficiently 
oriented  to  the  fact  that  these  services  were 
part  of  the  total  patient  care.  As  a result, 
a feehng  developed  that  the  operators  were 
asking  for  work  over  and  above  that  for 
which  they  were  hired. 

5.  This  group  is  difficult  to  assemble  for 
educational  and  orientation  purposes  be- 
cause of  minimal  staff  and  the  employment 
of  personnel  on  three  shifts.  To  be  more 
effective,  such  meetings  should  be  held  in 
the  nursing  home  and  vdth  the  fullest  co- 
operation and  participation  of  management. 

6.  The  method  of  payment,  set  up  on  a 
reimbursement  basis,  presented  difficulties. 
Since  the  Western  New  York  Geriatrics 
Society,  Inc.,  did  not  have  sufficient  reserve 
to  pay  the  therapists  for  a quarterly  period, 
the  therapists  were  unhappy  over  delays  in 
receiving  checks. 

7.  These  obstacles  tended  to  create  a 
cautious  attitude  and  some  anxiety  among 
the  operators.  There  are  also  some  fears 
that  the  cost  of  these  services  may  prove 
prohibitive. 

Step  III — Blue  Cross- 
Blue  Shield  Pilot  Study 

While  these  activities  were  under  way. 
Blue  Cross  and  Blue  Shield  decided  to 
explore  the  possibility  of  a pilot  program 
for  10  Western  New  York  counties  to  ex- 


TABLE  II. — Erie  County  Nursing  Homes  with 
Full  Accreditation 


Num- 

Full 

Num- 

Total 

ber  of 

Accredi- 

ber  of 

Area 

Homes 

Beds 

tation 

Beds 

Buffalo 

18 

733 

7 

345 

Erie  County 

13 

345 

5 

163 

Totals 

31 

1,078 

12 

508 

tend  benefits  to  policy  holders  for  the  pay- 
ment of  care  in  nursing  homes. 

A committee  was  estabhshed,  now  knowm 
as  the  Council  for  the  Accreditation  of  Nurs- 
ing Homes,  Inc.  This  group  included  rep- 
resentation from  local  and  State  health 
departments,  hospitals,  medical  society, 
district  nurses  association,  nursing  home 
administrators,  social  workers,  and  Blue 
Cross  and  Blue  Shield. 

The  committee  was  charged  with  the 
development  of  a code  of  minimum  stand- 
ards for  nursing  homes  and  a method  of 
evaluating  the  items  of  inspection.  With 
the  present  status  of  nursing  homes,  it 
was  decided  to  use  the  minimum  require- 
ments as  set  forth  by  the  New  York  State 
department  of  social  weKare,  since  these 
laws  had  been  brought  up  to  date.  How- 
ever, the  requirement  that  a registered 
nurse  must  be  in  charge  of  the  nursing  pro- 
gram was  added.  It  was  felt  that  if  the  re- 
quirements were  too  rigid,  the  program 
would  die  aborning. 

A form  was  developed  requiring  com- 
pliance with  all  the  items  covered  by  local 
ordinances  and  weighing  other  items  that 
were  optional  and  desirable  by  pro\nding 
bonus  points. 

According  to  Table  II,  12  homes  in  all 
of  Erie  County  have  full  accreditation  in 
the  Blue  Cross-Blue  Shield  Program,  rep- 
resenting 38.6  per  cent  of  the  homes  and 
47.1  per  cent  of  the  available  beds. 

Even  though  present  standards  are  min- 
imal, this  represents  a tremendous  im- 
provement in  nursing  home  facilities  in 
Erie  County.  In  addition,  three  homes 
closed,  either  because  they  were  unable  to 
meet  minimum  standards  or  because  of 
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inability  to  compete  with  accredited  nursing 
homes. 

While  this  program  has  been  in  effect 
approximately  two  years  to  date,  very  little 
use  has  been  made  of  these  extended  benefits. 
This  is  in  spite  of  the  fact  that  as  of  Septem- 
ber, 1960,  39,269  individuals  were  eligible  to 
participate  in  the  service. 

Some  of  the  reasons  for  failure  to  use  these 
extended  benefits  are:  (1)  the  failure  of 
physicians  to  appreciate  the  fact  that  ac- 
credited nursing  homes  had  complied  with 
minimum  standards  and  therefore  their 
failure  to  transfer  patients  from  needed 
hospital  beds  to  the  nursing  home  when  the 
services  of  the  hospital  were  no  longer 
required;  (2)  the  failure  of  hospital  ad- 
ministrators to  urge  the  medical  staff  to 
utilize  this  service;  and  (3)  the  lack  of 
orientation  of  patients  and  families  on  the 
services  the  modem  nursing  home  has  to 
offer.  Blue  Cross  and  Blue  Shield  were 
advised  to  conduct  a vigorous  educational 
program  to  correct  this  situation. 

Since  the  need  for  modern  nursing  home 
facilities  can  be  expected  to  increase, 
the  progressive  nursing  home  operators 
presently  are  building  three  new  homes 
representing  198  additional  beds.  One  of 
these  is  the  first  facility  approved  for  mort- 
gage insurance  by  the  Federal  Housing 
Administration. 

Step  IV — Passage  of  Modern 
Sanitary  Code 

During  the  past  year,  the  Erie  County 
health  department  passed  a much  needed 
modem  sanitary  code  for  nursing  home 
supervision.  The  previous  code  had  not 
been  revised  since  1948.  The  new  code 
spells  out  in  detail  the  requirements  to 
facilitate  interpretation  and  enforcement. 
A registered  nurse  is  required  to  take  charge 
of  the  nursing  program.  In  addition,  other 
requirements  parallel  those  of  the  New 
York  State  department  of  social  welfare. 

Step  V — Grievance  Coniniillee 

The  health  department  suggested  to  the 


Nursing  Home  Association  that  they  des- 
ignate three  members  to  serve  as  a griev- 
ance committee  including  the  president  of 
the  association.  This  furnished  an  op- 
portunity to  present  openly  both  sides  of 
the  question  at  issue  and  seemed  to  min- 
imize any  feeling  that  the  health  department 
was  too  stringent  and  arbitrary  in  enforc- 
ing the  sanitary  code. 

It  is  interesting  to  note  that  it  was  neces- 
sary to  call  this  committee  only  two  times, 
and  in  both  instances  the  health  depart- 
ment’s views  were  accepted. 

It  is  of  significance  that  the  Nursing 
Home  Association  (Erie  County  members) 
voted  unanimously  to  accept  the  provisions 
of  the  new  code,  thereby  faciUtating  its 
passage  by  the  health  board. 

Observations  and  Recommendations 

The  observations  which  follow  are  the 
result  of  my  experience  in  nursing  home 
activities  over  a period  of  years  and  are 
not  peculiar  to  Erie  County.  Serious  atten- 
tion to  these  suggestions  should  serve  to 
improve  the  standards  of  care  of  patients 
confined  to  nursing  homes.  The  nursing 
home  can  no  longer  be  considered  the  end  of 
the  line  for  elderly  chronically  ill  patients; 
rather,  there  will  be  a two-way  communica- 
tion between  hospital  and  nursing  home. 
Because  of  better  care  and  utilization  more 
patients  will  be  discharged  eventually  to 
their  communities. 

1.  Physicians  who  care  for  the  geriatric 
patient  must  accept  full  responsibihty  for 
the  active  supervision  of  their  patients 
confined  to  nursing  homes.  A perusal  of 
the  records  indicated  that  at  times  several 
months  passed  without  a visit  from  the 
physician.  Nursing  home  operators  are 
blamed  unjustly  for  this  negligence.  The 
physician  should  leave  written  orders  and 
keep  records  up  to  date  to  assist  the  staff 
to  treat  patients  properly. 

2.  Health  departments  should  provide 
a team  of  full-time  con.sultants  so  that  visits 
can  be  scheduled  at  times  convenient  to 
nursing  home  administrators.  A contin- 
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uoiis  program  of  training  for  the  staff  should 
be  instituted  to  carry  on  between  visits, 
as  well  as  periodic  follow-up  visits  to  see  that 
the  gains  are  maintained. 

3.  A medical  social  worker  is  an  im- 
portant member  of  the  team  and  should  be 
provided.  A situation  arose  in  one  of  our 
homes  which  demonstrates  the  value  of  the 
social  worker.  During  one  of  the  ther- 
apist’s visits,  a member  of  the  family  ob- 
jected to  teaching  the  patient  to  feed  and 
care  for  herself  on  the  basis  that  they  were 
paying  for  the  service.  The  patient  followed 
by  refusing  to  cooperate.  The  social 
worker  was  called  in  on  the  case,  and  the 
problem  was  solved  promptly. 

4.  Educational  and  orientation  programs 
should  be  brought  to  the  homes  for  more 
successful  results.  The  cooperation  of  the 
entire  staff  is  necessary  for  best  results. 

5.  The  need  for  an  up-to-date  sanitary 
code  is  essential  in  proper  control  of  nursing 
home  facilities. 

6.  In  planning  programs  for  the  ger- 
iatric patient,  we  should  avoid  coming  to 
a dead  stop  just  because  funds  are  required. 
This  practice  was  not  used  with  programs 
for  other  age  groups. 

Conclusion 

The  nursing  home  profession  is  big  busi- 
ness and  will  be  with  us  for  some  time. 
Nursing  homes  have  rendered  a service  in 
the  past,  and  they  have  an  important  role 
in  any  modem  program  for  the  chronically 
ill  older  person. 

Evidence  is  mounting  from  programs  in 
many  parts  of  the  country  to  show  that  much 
can  be  done  to  help  the  chronically  ill  person. 

With  the  number  of  people  in  this  age 
group  steadily  increasing,  it  is  important 
that  we  take  a realistic  view.  We  must  give 
the  leadership  in  planning  wth  and  assisting 
nursing  home  personnel  to  develop  com- 
prehensive programs  of  medical  and  nursing 
care  for  patients  confined  to  nursing  homes. 

Discussion 

Lawrence  I.  Kaplan,  M.D.,  New  York  City. — 


Dr.  Dolce  is  to  be  commended  for  presenting  a 
lucid  account  of  what  one  forward-looking  com- 
munity has  been  able  to  accomplish  coopera- 
tively in  giving  meaningful  direction  to  the  de- 
velopment of  its  nursing  home  program.  This 
kind  of  many-pronged  approach  cannot  fail  to 
serve  as  a guide  to  other  areas. 

Dr.  Dolce  has  pointed  out  properly  that  the 
recent  history  of  the  nursing  home  is  one  of 
mushrooming,  relatively  unsuper\dsed  growth. 
Standards  have  varied  not  only  from  one  com- 
munity to  another,  but  also  from  one  home  to 
another.  Sizes  and  capacities  differ.  Some  are 
very  small,  others  vast  and  sprawling.  Some 
are  in  old  converted  mansions,  ill-suited  to  the 
needs  of  old  and  disabled  persons.  Others  are 
in  new  structures.  There  is  a signiheant  variation 
in  the  ability  to  cope  with  the  actually  acutely 
ill  patient.  Just  as  in  the  case  of  the  rehabilita- 
tion center  and  living  quarters  of  recent  design 
especially  constructed  for  the  older  retired-age 
group,  nursing  homes  must  provide  hallways 
and  doorways  wide  enough  for  crutches  and 
wheel  chairs  to  pass.  Corridors  must  permit  two- 
way  traffic,  lest  patients  find  themselves  travers- 
ing what  constitutes  an  obstacle  course  of  people, 
crutches,  and  other  equipment.  These  are  neces- 
sities that  often  are  found  lacking  in  the  older 
structures  which  prevent  patient  isolation. 

The  regulation  of  nursing  homes  must  take 
all  these  factors  into  consideration.  Where  there 
is  multiple  agency  responsibility,  special  liaison 
between  departments  is  essential,  if  patient  care 
is  to  be  guaranteed.  In  New  York  City,  patients 
who  require  diagnostic  tests  or  acute  hospital 
care  pass  from  the  jurisdiction  of  the  Department 
of  Welfare  to  that  of  the  Department  of  Hos- 
pitals. In  districts  where  cooperation  is  poor, 
diagnostic  procedures  may  be  impossible  to 
obtain. 

Furthermore,  standards  must  be  realistic  as 
regards  nurse-patient  ratios  and  similar  problems. 
Where  they  are  not  realistic,  subterfuge  and 
operator  hostility  are  inevitable.  It  is  not  logical 
to  penalize  the  operator  for  general  community 
personnel  shortages  and  to  set  standards  that 
even  a hospital  cannot  maintain. 

Studies  in  which  I have  been  im-oh’ed  are 
more  conservative  as  regards  the  number  of 
minimally  rehabilitable  patients,  although  the 
figures  are  still  significantly  large.  However, 
as  Dr.  Dolce  has  noted,  no  one  home  can  support 
a full-time  team  of  therapists.  Furthermore,  the 
cost  of  setting  up  a fully  adequate  “rehabilita- 
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tion  center”  in  each  home  is  prohibitive.  Some 
of  the  more  basic  problems  that  face  visiting 
teams  are  as  follows: 

1.  Although  portable  equipment  is  available 
for  each  single  need,  the  requirements  of  a total 
program  would  require  a 10-ton  truck.  Avail- 
ability of  proper  transportation  and  parking 
space  may  be  limited.  The  distance  between 
the  homes  cannot  be  too  great. 

2.  The  availability  of  proper  space  in  the 
homes,  especially  for  physical  therapy  and  for 
speech  therapy,  may  be  lacking.  Speech  therapy 
is  impossible  at  the  bedside  and  is  difficult  with- 
out properly  soundproof  rooms.  Social  workers 
and  psychologists  require  absolute  privacy. 

Therapy  must  be  given  on  a regular  basis  and 
although  any  one  patient  may  not  require  fre- 
quent care,  the  needs  of  a full  program  cannot 
be  met  by  week-end  coverage  only.  The  visits  by 
the  rehabilitation  staff  must  coincide  with  the 
work-day  week  to  insure  proper  nursing  home 
staff  cooperation. 

The  difficulties  inherent  in  obtaining  this 
cooperation  have  been  well  pointed  out  by  Dr. 
Dolce.  However,  mention  should  be  made  of  a 
Peoria,  Illinois,  nursing  home  personnel-train- 
ing program  that  met  with  considerable  success. 
In  this  regard,  close  cooperation  between  the 
visiting  persoimel  and  the  nursing  staff  is  es- 
sential to  provide  continuity. 


Teaching  a patient  to  walk  or  eat  is  of  little 
value  if  these  new  skills  are  not  fostered  and 
nurtured  during  the  routine  twenty-four-hour 
daily  care. 

Mention  should  be  made  also  of  the  need  not 
only  for  initial  rehabilitation  care,  but  also  for 
proper  maintenance  to  prevent  future  deteriora- 
tion and  a frittering  away  of  initial  gains  by 
later  neglect  of  the  so-called  “rehabilitated 
patient.” 

Finally,  I would  like  to  point  out  that  patients 
often  are  transferred  to  nursing  homes  from 
hospital  centers,  after  having  received  little 
or  no  rehabilitation  care,  following  original 
hospitalization  for  one  or  another  of  the  follow- 
ing most  common  disabilities;  (1)  hemiplegia; 
(2)  hip  fracture;  (3)  rheumatoid  osteoarthritis 
and  gout;  (4)  amputation;  and  (5)  other  neuro- 
muscular diseases  including  multiple  sclerosis  and 
parkinsonism. 

Ideally,  such  specialized  treatment  should 
be  given  in  the  usually  more  extensive  hospital 
facihty,  and  only  special  equipment  such  as 
braces,  crutches,  corrective  shoes,  and  wheel 
chairs  should  have  been  provided  before  transfer. 

Last,  the  importance  of  a full  nursing  home 
recreation  or  group  work  program  cannot  be 
overestimated.  In  the  words  of  one  patient, 
“Why  learn  to  walk  and  dress?  Where  will  I go 
when  I’ve  done  so?” 


To  speak  kindly  does  not  hurt  the  tongue. — French  Proverb 
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Case  History 

Salvatore  Balding,  M.D.:  A nine- 
teen-year-old  Puerto  Rican  boy  was  ad- 
mitted to  Knickerbocker  Hospital  for  the 
first  time  on  May  22,  1961,  with  a chief 
complaint  of  vomiting  blood  and  passing 
bloody  material  per  rectum  on  the  day  of 
admission. 

About  eighteen  months  previously  he  had 
been  hospitalized  in  Puerto  Rico  for  identical 
complaints.  He  remained  in  the  hospital 
for  twenty-two  days  and  received  at  least 
six  transfusions  of  whole  blood.  He  was 
advised  to  undergo  surgery  but  declined. 
Shortly  thereafter  he  moved  to  New  York 
City  to  live  with  a cousin.  Because  of  the 
language  difficulty,  the  cousin  was  the  chief 
informant.  He  stated  that  the  boy  had 
always  been  “sickly  looking”  with  a yellow- 
ish tint  to  his  skin  but  that  he  never  had  been 
ill  enough  to  seek  medical  attention.  He 
stated  that  approximately  seven  hours  be- 
fore coming  to  the  hospital  the  patient  had 
vomited  bright  red  blood  and  had  had  three 
similar  episodes  of  hematemesis  before  entry. 
In  addition,  during  the  few  hours  before 
admission  he  had  had  two  bowel  movements 


which  contained  dark  red  blood.  The 
patient  had  chills  and  felt  feverish  during  this 
period. 

The  patient  and  the  informant  denied  any 
history  of  abdominal  pain,  cramps,  or 
food  intolerance.  There  was  no  recent 
weight  loss,  but  the  patient  always  had 
been  underweight.  Apart  from  the  episode 
of  hematemesis  requiring  hospitalization 
in  Puerto  Rico  there  had  been  no  other 
episodes  of  hematemesis.  There  had  been 
no  recent  change  in  skin  color,  no  itching, 
and  no  diarrhea.  The  urine  had  never  been 
dark,  and  the  stools  had  never  been  light. 

Before  coming  to  New  York  City  the 
patient  had  lived  in  a small  rural  village 
in  Puerto  Rico.  He  recalled  an  illness  at 
the  age  of  twelve  characterized  by  weakness, 
extreme  fatigue,  and  loss  of  appetite.  He 
was  not  hospitalized  for  this  but  remained 
in  bed  at  home.  The  past  history  is  not 
otherwise  significant. 

On  examination  he  was  a poorly-developed, 
poorly-nourished  Puerto  Rican  boy  appear- 
ing younger  than  his  stated  age  and  look- 
ing both  acutely  and  chronically  ill.  The 
temperature  was  102  F.,  pulse  130  and 
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regular,  respirations  20,  and  blood  pressure 
90/60.  The  skin  was  icteric,  but  there  were 
no  spider  angiomas,  petechiae,  or  ecchy- 
moses.  The  conjunctivas  were  pale,  and 
the  scleras  were  icteric.  The  pupils  were 
equal  and  reacted  to  light  and  accommoda- 
tion. The  mucous  membranes  of  the  oral 
cavity  were  pale.  The  tongue  was  red  and 
well  papillated.  There  was  no  fetor  he- 
paticus.  The  neck  was  supple,  and  the  cer- 
vical lymph  nodes  were  not  enlarged.  A 
superficial  venous  pattern  was  prominent 
under  the  skin  of  the  chest,  but  the  lungs 
were  clear,  and  the  heart  was  normal. 

The  abdomen  was  distended  but  not 
tender.  A questionable  fluid  wave  was 
present.  There  was  no  umbilical  hernia  and 
no  visible  venous  pattern.  The  liver  was 
described  variously  as  not  palpable  or  as 
palpable  up  to  2 fingerbreadths  below  the 
costal  margin,  firm,  and  not  tender.  The 
spleen  was  markedly  enlarged,  extending 
5 cm.  below  the  costal  margin;  it  was  soft 
but  not  tender.  The  external  genitalia  were 
less  well  developed  than  average  for  his 
age;  the  penis  and  testes  were  both  rela- 
tively small,  and  the  pubic  hair  was  rela- 
tively sparse.  There  was  both  dark  and 
bright  red  blood  in  the  rectal  ampulla. 
There  was  no  acrocyanosis,  no  clubbing  of 
the  fingers,  and  no  peripheral  edema. 

A urinalysis  on  admission  revealed  a spe- 
cific gravity  of  1.023;  an  acid  reaction; 
no  sugar,  acetone,  or  protein;  and  showed 
no  formed  elements  in  the  sediment.  There 
was  no  bile  or  urobilinogen.  The  hemoglo- 
bin was  5.3  Gm.  per  100  ml. ; the  hematocrit 
19.5;  and  the  white  blood  count  9,800  with 
80  per  cent  polymorphonuclear  leukocytes, 
16  per  cent  lymphocytes,  and  4 per  cent 
eosinophils.  The  red  cells  on  the  smear  were 
markedly  hypochromic.  The  platelet  count 
was  56,000,  and  the  reticulocyte  count  was 
4.3  per  cent.  The  prothrombin  time  was 
28.4  seconds  with  a control  of  13.6  seconds. 
The  nonprotein  nitrogen  was  39  mg.  per 
100  ml.,  and  the  creatinine  was  2 mg.  The 
serum  bilirubin  was  1.25  mg.  per  100  ml., 
the  alkaline  phosphatase  10  Bodansky  units. 


cephalin  flocculation  1 plus,  thymol  tur- 
bidity 2.1  units,  cholesterol  64  mg.  per  100 
ml.  with  39  mg.  esterified,  and  total  protein 
4.2  Gm.  per  100  ml.  with  3.4  Gm.  albumin 
and  0.8  Gm.  globulin.  A Coombs  test 
showed  negative  findings.  A sickle  cell 
preparation  was  negative.  The  stool  pro- 
duced strongly  guaiac-positive  findings. 
Stool  examinations  revealed  ova  of  Necator 
americanus  and  Trichuris  trichiura  on 
several  occasions. 

Initially,  hematemesis  was  controlled  by 
a Blakemore  tube,  and  the  patient  received 
several  transfusions  of  whole  blood  with 
intravenous  vitamin  K.  The  blood  pressure 
rose  readily  to  normal  levels  and  remained 
normal.  The  hemoglobin  rose  to  a level  of 
10  to  11  Gm.  per  100  ml.  and  remained 
stable.  Hematemesis  and  melena  both 
ceased  following  these  measures.  A series 
of  upper  gastrointestinal  x-ray  films  was 
suggestive  but  not  diagnostic  for  the  pres- 
ence of  esophageal  varices.  A chest  film 
showed  no  abnormalities.  A sigmoidoscopy 
was  performed  a few  days  after  admission; 
the  rectal  mucosa  appeared  normal,  but 
a biopsy  was  taken. 

The  temperature  gradually  returned  to 
normal  without  specific  therapy.  Several 
blood  cultures  were  negative.  Within  the 
first  ten  days  after  admission  the  spleen  was 
noted  to  enlarge  and  reached  to  slightly 
below  the  pelvic  brim;  a notch  was  palpable. 
Representative  laboratory  studies  during  the 
second  week  of  hospitalization  showed  a 
hemoglobin  of  10.2  Gm.  per  100  ml.,  hemat- 
ocrit 30,  white  blood  count  ranging  from 
1,500  to  3,000  with  from  5 to  30  per  cent 
eosinophils  and  platelets  ranging  from 
46,000  to  100,000.  The  prothrombin  time 
fell  to  twenty  seconds  (control  fourteen 
seconds),  serum  bilirubin  1.1  mg.  per  100 
ml.,  alkaline  phosphatase  4.1  Bodansky 
units,  cephalin  flocculation  2 plus,  thymol 
turbidity  1 unit,  cholesterol  86  mg.  per 
100  ml.  with  57  mg.  esterified,  and  total 
protein  5.6  Gm.  per  100  ml.  with  3.8  Gm. 
albumin  and  1.8  Gm.  globulin.  The  brom- 
sulphalein  retention  was  11.5  per  cent  at 
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thirty  minutes. 

The  patient  improved  subjectively,  and 
after  two  weeks  his  stool  guaiac  tests  showed 
negative  findings.  Four  weeks  after  admis- 
sion an  operation  was  performed. 

Discussion 

Domenico  Bendo,  M.D.  : I think  one 
must  accept  the  evidence  pointing  to  portal 
hypertension.  The  patient  was  admitted 
for  his  second  episode  of  hematemesis  and 
melena.  He  had  a palpable  liver,  a very 
large  spleen,  an  accentuated  subcutaneous 
venous  pattern,  and  a suggestion  of  ascites. 
On  the  basis  of  the  protocol  I am  even  willing 
to  go  so  far  as  to  say  that  the  bleeding  was 
due  to  esophageal  varices.  It  certainly  was 
readily  controlled  by  a Sengstaken-Blake- 
more  tube.  However,  it  is  prudent  to  check 
the  radiologic  evidence  before  committing 
one’s  self. 

Joseph  M.  Moynahan,  M.D.:  The 

patient  was  bleeding  actively  when  he  was 
admitted,  and  the  Blakemore  tube  was  in- 
serted before  a radiologic  examination  was 
performed.  Although  a barium  swallow 
demonstrated  some  linear  streaks  of  radio- 
paque material  that  could  well  have  been 
the  column  of  barium  separated  by  dilated 
veins  in  the  esophageal  submucosa,  I 
cannot  rule  out  the  possibility  that  the  in- 
flammation and  edema  of  the  area  surround- 
ing the  balloon  could  produce  a similar 
picture.  The  films  are  consistent  with  a 
diagnosis  of  esophageal  varices,  but  one  has 
to  be  on  guard  against  an  artifactitious 
picture  secondary  to  the  introduction  of  an 
endo-esophageal  foreign  body. 

Dr.  Bendo  : I will  accept  your  presump- 
tive diagnosis  because  it  fits  the  clinical 
picture,  and  I will  discount  your  caution 
about  artifacts.  I can  see  no  other  reason- 
able explanation  than  varices  for  the  epi- 
sodic bleeding. 

Having  gone  this  far,  we  must  examine 
the  evidence  for  intrahepatic  versus  extra- 
hepatic  circulatory  obstruction.  The  most 
striking  feature  in  the  protocol  is  the  age  of 
the  patient.  He  is  a nineteen-year-old 


boy.  This  datum  alone  places  him  beyond 
the  age  when  congenital  lesions  of  the  liver 
must  be  considered  seriously,  yet  he  is  cer- 
tainly much  younger  than  the  usual  patient 
who  is  admitted  with  hepatic  cirrhosis  and 
esophageal  varices.  Apart  from  an  ill- 
defined  illness  about  seven  years  previously, 
there  is  nothing  in  his  past  history  which 
appears  relevant.  I cannot  determine 
whether  his  failure  to  seek  medical  attention 
at  that  time  was  because  he  was  not  seriously 
ill  or  because  of  the  sociologic  reahties  in- 
herent in  living  in  a rural  area  in  Puerto 
Rico.  Unfortunately,  in  the  absence  of 
any  tangible  data,  I shall  have  to  discount 
the  significance  of  this  previous  illness  and 
its  syndrome  of  weakness,  fatigue,  and 
anorexia.  Nonetheless,  the  patient’s  cousin 
states  that  the  boy  was  always  “sickly 
looking.”  One  wonders  what  the  word 
“always”  means  in  this  context.  Does  it 
mean  since  early  childhood?  Does  it  mean 
since  his  illness  at  the  age  of  twelve?  Ap- 
parently, the  cousin  had  moved  to  New 
York  City  some  time  before  the  patient 
came  here.  Had  he  seen  him  during  the  two 
or  three  years  before  he  came?  This  is  one 
of  the  difficulties  in  evaluating  anamnestic 
data  obtained  from  another  person.  If  the 
cousin  had  stated  categorically  that  the  boy 
had  been  sickly  and  sallow  since  the  age  of 
two,  I would  have  to  consider  seriously  a 
number  of  liver  diseases  of  childhood.  If 
his  sickly  appearance  dated  specifically 
from  the  illness  at  the  age  of  twelve,  I 
would  have  to  attach  great  importance  to 
it.  Also,  I would  like  to  have  more  pre- 
cise knowledge  of  the  patient’s  appearance 
during  the  past  two  years.  Had  his  diet 
been  adequate?  Had  he  lived  under  suitable 
conditions  of  hygiene  and  sanitation? 
What  really  were  the  circumstances  of  his 
life? 

However,  none  of  this  background  informa- 
tion is  at  hand.  We  can  only  surmise.  There 
is  one  other  curious  piece  of  information; 
I cannot  tell  for  certain  the  size  of  the  liver. 
Some  observers  thought  it  was  slightly 
enlarged,  but  others  could  not  feel  it  at 


4234 


New  York  State  J.  Med. 


HEMATEMESIS,  HELENA,  SPLENOMEGALY,  AND  HYPERSPLENISM 


all.  Could  it  be  that  the  liver  was  congested 
at  the  time  of  the  acute  bleeding  episode 
and  that  following  the  bleeding  it  reverted 
to  a shrunken  state  as  in  the  atrophic  phase 
of  a cirrhotic  process?  Again,  one  can  only- 
guess.  However,  in  the  absence  of  a u- 
nanimous  observation  of  hepatic  enlarge- 
ment it  is  safe  to  infer  that  he  did  not  have 
a large  fatty  liver,  an  important  negative 
inference. 

The  liver  function  tests  and  the  physical 
examination  indicate  a certain  amount  of 
liver  disease  but  not  to  the  extent  of  liver 
failure.  Although  the  skin  and  scleras  were 
icteric,  the  serum  bilirubin  was  not  elevated 
significantly.  However,  the  prolonged  pro- 
thrombin time,  the  elevated  alkaline  phos- 
phatase, the  low  blood  cholesterol,  the 
hypoproteinemia,  and  the  positive  floccula- 
tion test  findings  do  indicate  some  degree 
of  hepatic  dysfunction.  The  increased 
bromsulphalein  retention  does  not  help  me 
in  deciding  between  intrahepatic  and  ex- 
trahepatic  obstruction;  in  either  case  the 
blood  flow  to  the  liver  lobule  is  impaired, 
and  one  would  expect  a clearance  test  to 
show  abnormal  findings.  Yet  the  cumula- 
tive evidence  of  the  liver  function  tests 
points  to  an  intrahepatic  or  hepatocellular 
disease.  This  impression  is  corroborated 
by  his  genital  underdevelopment.  Like- 
wise, his  pubic  hair  is  described  as  sparse. 
Is  there  any  note  about  his  axillary  hair? 

Dr.  B.\ldino  : His  axillary  hair  was  com- 
pletely absent. 

Dr.  Bendo:  That  helps  a good  deal. 
One  would  certainly  expect  a nineteen-year- 
old  boy  to  have  some  hair  in  his  armpits  if 
his  liver  cells  were  able  to  conjugate  estro- 
gens. I must  commit  myself  to  some  form 
of  intrinsic  liver  disease. 

At  this  point  there  is  one  ambiguous 
datum  in  the  protocol,  an  observation  that 
points  in  either  direction  or  in  both  direc- 
tions at  once.  Following  the  control  of 
bleeding  from  the  esophageal  varices,  as 
the  liver  possibly  shrank,  the  spleen  in- 
creased in  size.  How  does  one  reconcile  a 
shrinking  liver  with  an  enlarging  spleen? 


Have  I enough  evidence  to  suggest  that  this 
concatenation  of  events  indicates  partial 
thrombosis  of  the  portal  vein  or  even  com- 
plete thrombosis  of  the  splenic  vein? 
If  the  portal  vein  were  occluded  completely, 
I would  expect  some  definite  increase  in 
ascites  which  might  mask  the  physical 
finding  of  a change  in  liver  size.  But  a 
partial  occlusion  need  not  result  in  increased 
plasma  transudation.  By  the  same  token, 
complete  portal  obstruction  should  result 
in  further  accentuation  of  the  subcutaneous 
venous  pattern,  whereas  a partial  obstruc- 
tion need  not.  However,  it  would  be  fool- 
hardy to  attempt  to  localize  such  a hypo- 
thetic thrombosis  to  the  portal  versus  the 
splenic  vein.  1 do  not  think  I can  distinguish 
between  these  two  sites  on  clinical  grounds. 

Now,  having  delineated  the  picture  of 
hepatic  cirrhosis  with  hepatic  dysfunction 
plus  the  possibility  of  a superimposed  cir- 
culatory disturbance,  let  us  proceed  with  a 
differential  diagnosis  of  the  type  of  liver 
lesion  that  might  be  responsible.  First, 
in  view  of  the  patient’s  age,  let  us  think  of 
a juvenile  cirrhosis.  Juvenile  cirrhosis  is  a 
rather  broad  term  and  includes  a variety 
of  types  of  cirrhosis.  It  is  a rare  condition. 
Keller  and  Nute^  reported  only  49  cases  out 
of  82,866  admissions  to  a children’s  hospital. 
Among  the  types  included  were  idiopathic 
cirrhosis,  viral  hepatitis  with  postnecrotic 
scarring,  and  some  heredofamilial  disorders, 
such  as  Wilson’s  disease,  Gaucher’s  disease, 
Niemann-Pick  disease,  and  the  nodular 
cirrhosis  sometimes  found  in  the  de  Toni- 
Fanconi  syndrome  and  in  pancreatic  fibrosis. 
I think  we  can  exclude  the  heredofamilial 
group  because  of  the  absence  of  a definite 
history  dating  back  to  infancy,  although  the 
splenomegaly  would  certainly  fit  either  of 
the  lipid  storage  syndromes.  Idiopathic 
cirrhosis  is  a poorly  understood  condition; 
it  is  thought  that  nutritional  factors  are  not 
so  important  in  its  pathogenesis  as  they  are 
in  adult  cirrhosis.  More  common  than  the 
idiopathic  type  is  the  cirrhosis  of  post- 
necrotic scarring  or  “healed  acute  yellow 
atrophy”  which  represents  a severe  viral 
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hepatitis  that  goes  on  to  cirrhosis  (irregular 
scarring  and  regenerative  nodules)  rather 
than  healing  with  resolution.  I cannot  ex- 
clude the  possibility  that  the  patient’s  ill- 
ness at  the  age  of  twelve  was  a severe, 
subicteric  viral  hepatitis.  If  so,  he  was 
certainly  not  treated  subsequently  with  an 
appropriate  medical  regimen,  which  may  well 
be  the  price  he  paid  for  having  been  born 
in  a rural,  agricultural  area  in  Puerto 
Rico.  It  may  even  be  significant  that  this 
poor  country  boy  remembered  such  an  ill- 
ness over  the  years  that  followed.  However, 
in  the  absence  of  information  one  cannot 
make  any  positive  statement.  Indeed, 
Xeefe^  has  been  impressed  with  the  rela- 
tively large  number  of  patients  who  present 
themselves  with  chronic  advanced  liver 
disease  who  did  not  have  a characteristic 
attack  of  viral  hepatitis  in  its  icteric  form. 

So  far  I have  focused  my  attention  on  the 
organ  I believe  to  be  involved  primarily. 
What  shall  I say  about  the  spleen?  Apart 
from  the  observation  that  it  was  large, 
that  it  grew  larger,  and  that  the  obvious 
laboratory  evidence  of  hypersplenism  was 
present,  I cannot  find  too  much  specific  to 
say  about  the  spleen.  Even  after  replace- 
ment transfusions  the  patient  displayed  a 
normocytic  anemia.  There  was  pronounced 
granulocytopenia  with  profound  neutro- 
penia. There  was  severe  thrombocytopenia. 
In  fact,  I am  a bit  surprised  that  this  patient 
did  not  get  into  more  evident  trouble  from 
his  agranulocytosis  or  from  some  bleeding 
phenomenon  other  than  esophageal  varices. 
The  only  granulocytic  element  in  his  pe- 
ripheral blood  that  seems  to  have  l)een  able 
to  respond  was  the  eosinophil,  and  I think 
that  an  eosinophilia  up  to  30  per  cent  is  a 
significant  clue. 

However,  before  proceeding  with  the 
differential  diagnosis,  I shoidd  like  to  digress 
briefly  on  Banff’s  syndrome.  This  syn- 
drome is  best  described  by  Banti’s  origi- 
nal term,  splenomegaly  with  liver  cir- 
rhosis. Guido  Banti  (I802- 192.o)  was  ap- 
pointed IVofessor  of  Pathology  in  Florence 
at  the  age  of  thirty  in  1882.  The  following 


year  he  published  a paper  titled  “Dell’ 
Anemia  Splenica.”^  Splenic  anemia  was  a 
term  coined  by  Gretschel  in  1806  to  describe 
cases  of  anemia  associated  with  splenic 
enlargement  that  were  not  frankly  leukemia. 
Undoubtedly,  at  this  time  such  a nosologic 
entity  included  a congeries  of  hemolytic 
syndromes,  aleukemic  lymphomas,  and  other 
forms  of  splenic  enlargement.  Banti  at- 
tempted to  sharpen  the  taxonomic  limits 
of  such  a label  by  excluding  cases  of  spleno- 
megaly associated  with  Hodgkin’s  disease, 
malaria,  syphilis,  hemolytic  jaundice,  and 
other  entities.  Over  a decade  later  he  pub- 
lished a second  paper^  which  was  abstracted 
by  him  in  French^  and  English®  and  which 
appeared  a few  years  later  in  modified  form 
in  the  German  literature.'^ 

He  divided  the  clinical  progress,  that  is, 
the  natural  history  of  the  disease,  into  three 
stages,  a preascitic  stage  characterized  by 
anemia  and  enlargement  of  the  spleen, 
lasting  on  the  average  for  from  one  to  four 
and  one-half  years;  an  intermediate  stage 
characterized  by  dyspnea,  intestinal  dis- 
orders, and  sometimes  hemorrhoids,  lasting 
for  an  average  of  a few  months;  and  an 
ascitic  stage  characterized  by  ascites,  a more 
profound  anemia,  and  oliguria,  lasting  for 
seven  or  eight  months  and  terminating  in 
death.  The  course  of  the  disease  was 
marked  by  intermittent  fever.  Although 
the  concept  of  hypersplenism  was  not  then 
in  vogue,  he  observed  occasional  neutro- 
penia. However,  the  enumeration  of  plate- 
lets was  not  a customary  laboratory  pro- 
cedure in  those  days.  In  fact,  it  was  not 
until  after  the  turn  of  the  century  that 
James  Homer  Wright  performed  his  re- 
markable studies  on  blood  platelets  and 
their  role  in  coagulation.  Peculiarly  enough, 
Banti  did  not  observe  death  from  ruptured 
esophageal  varices  in  any  of  his  patients 
although  he  described  other  minor  hemor- 
rhagic phenomena. 

The  description  of  the  spleen  and  liver 
is  as  follows : 

The  spleen  is  uniformly  enlarged  in  size  and 

may  weigh  as  much  as  1 or  U/2  kilogramme. 
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The  capsule  is  thickened,  but  the  surface  of  the 
organ  is  smooth.  Microscopical  examination 
of  the  splenic  juice  shows  complete  absence  of 
nucleated  red  corpuscles.  In  specimens  pre- 
pared by  hardening,  the  Malpighian  corpuscles 
are  found  to  be  sclerotic,  being  gradually 
transformed  into  connective-tissue  nodules. 
The  veins  of  the  splenic  pulp  are  contracted. 
The  reticulate  texture  of  the  pulp  is  preserved 
at  several  points,  but  its  filaments  are  large 
and  sometimes  take  the  form  of  tapes,  present- 
ing a fibrillary  or  granular  aspect.  In  places, 
the  tissue  is  composed  of  fusiform  cells, 
resembling  fibroblasts  in  appearance.  At 
other  points  of  the  spleen  a fibrous  change  of 
splenic  tissue  has  taken  place.  The  liver  pre- 
sents the  macroscopical  and  microscopical 
characteristics  of  Laennec’s  atrophic  cirrhosis, 
with  the  exception  that  the  connective-tissue 
rings  are,  in  general,  very  small  and  show 
marked  infiltration  of  round  cells.^ 

Banti  went  on  to  state  that : 

The  aetiology  has  nothing  to  offer  us  but 
negative  information.  None  of  my  patients 
had  a history  that  was  in  the  least  sus])icious. 
They  were  endowed  with  a good  constitution 
and  had  never  suffered  from  sy])hilis,  malaria, 
or  other  infectious  diseases.  They  lived  in 
healthy  localities,  were  not  exposed  to  infec- 
tion, were  not  heavy  eaters,  and  some  might 
even  be  described  as  vegetarians.  In  not  a 
single  case  was  there  any  evidence  of  intemper- 
ance in  the  use  of  wine  or  alcoholic  drinks. 

The  pathologic  description  is  clearly 
what  we  now  would  term  fibrocongestive 
splenomegaly,  and  we  recognize  Banti’s 
syndrome  as  a variety  of  hepatic  cirrhosis 
in  which  splenic  enlargement  and  often 
hypcrsplenism  dominate  the  clinical  picture. 
Certainly,  irrespective  of  etiology,  today’s 
patient  was  a full-blown  example  of  Banti’s 
syndrome.  However,  Banti’s  statement 
that  his  patients  lived  in  healthy  localities 
and  were  not  exposed  to  infection  must  be 
taken  with  some  caution.  Although  the 
Tuscan  landscape  is  not  the  rough  Spartan 
hillside  of  life,  agrarian  poverty  with  its 
accompanying  unbalanced  diet  and  lack 
of  sanitation  was  certainly  present  in  Banti’s 
day,  even  as  it  was  in  the  time  of  the  Gracchi, 


and  more  recently  under  the  Fascisti,  and 
even  today  under  the  newest  version  of 
Italian  republicanism.  None  of  the  various 
forms  of  government  which  the  Italian  people 
have  put  up  with  from  time  immemorial, 
almost  without  complaint,  has  succeeded 
in  making  Tuscany  a land  overflowing  with 
milk  and  honey.  One  cannot  judge  the 
diet  or  habits  of  the  Italian  farmer  by  sitting 
at  a cafe  on  the  Via  Tornabuoni.  I fear 
that  my  honored  fellow  countryman  was  a 
better  morbid  anatomist  than  a sociologist. 
Even  so,  economic  conditions  in  rural 
Puerto  Rico  are  probably  worse.  I can 
see  no  reason  to  exclude  the  possibility  of 
nutritional  inadeciuacy  in  this  nineteen- 
year-old  boy  save  for  the  fact  that  his  liver 
was  not  enlarged. 

The  term,  Laennec’s  cirrhosis,  is  more  sug- 
gestive of  a posthepatitic  cirrho.sis  than  a 
nutritional  one.  Banti’s  observation  that 
none  of  his  patients  was  exposed  to  infec- 
tion should  not  bo  construed  to  include 
endemic  infectious  hepatitis.  The  trans- 
missibility  and  viral  etiology  of  this  disease 
have  been  established  only  within  the  past 
two  decades. 

However,  a more  promising  etiologic 
clue  is  found  in  the  eosinophilia  and  in  the 
examination  of  the  stools.  Schistosoma 
mansoni  is  endemic  in  rural  Puerto  Rico, 
and  the  presence  of  Trichuris  and  Xecator 
in  the  patient’s  stools  serves  only  to  confirm 
my  suspicion  that  he  could  have  suffered 
also  from  a schistosomal  infestation.  In 
1958,  a Pan-American  Congress  of  Para- 
sitology* reviewed  many  aspects  of  schisto- 
somiasis, especially  the  intestinal  form. 
When  the  cercariae  penetrate  the  skin  and 
gain  access  to  the  general  circulation  after 
passing  through  the  right  side  of  the  heart 
and  through  the  lungs,  a clinically  overt 
picture  may  ensue  which  varies  with  the 
size  of  the  infecting  dose.  Fever,  toxic  and 
allergic  manifestations,  weakness,  anorexia, 
and  so  forth  may  be  present  to  varying  de- 
grees. At  this  juncture  we  may  well  ask 
ourselves  whether  the  poorly  described 
illness  at  the  age  of  twelve  was  not  in  fact 
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the  initial  invasive  phase  of  a systemic  in- 
festation with  S.  mansoni.  The  chronic 
stages  of  the  disease  can  be  divided  into 
three  forms:  (1)  A variety  in  which  stools 
and  a rectal  biopsy  are  positive,  but  there 
is  no  hepatosplenomegaly,  and  liver  func- 
tion tests  show  normal  findings;  (2)  a variety 
in  which  there  is  moderate  hepatomegaly 
and  associated  splenomegaly  in  from  4 to 
20  per  cent  of  cases.  Clinical  evidence  of 
portal  hypertension  is  not  present;  and  (3) 
a variety  in  which  splenomegaly  is  accom- 
panied by  signs  of  portal  hypertension; 
liver  tests  may  not  show  marked  derange- 
ment, and  the  liver  may  be  moderately 
enlarged  or  shrunken.  In  endemic  areas 
portal  hypertension  is  found  in  from  1 to  10 
per  cent  of  affected  individuals.  It  usually 
takes  about  ten  years  for  cirrhosis  to  develop 
after  a single  heavy  exposure  or  repeated 
smaller  exposures. 

As  a general  rule,  splenomegaly  is  more 
common  in  hepatic  schistosomiasis  than  in 
other  forms  of  hepatic  cirrhosis  with  portal 
hypertension.  Gastrointestinal  hemorrhage 
is  better  tolerated  in  hepatic  schistosomiasis 
than  in  other  forms  of  cirrhosis,  possibly 
because  the  liver  function  is  less  com- 
promised. These  generalities  seem  to  apply 
to  this  case.  None  of  the  liver  function  tests 
showed  any  extreme  abnormality;  there 
was  no  hyperbilirubinemia;  the  response 
to  treatment  of  the  gastrointestinal  hemor- 
rhage was  prompt. 

What  evidence  supports  a diagnosis  of 
schistosomiasis?  The  best  evidence  is  the 
demonstration  of  the  parasite  or  its  ova. 
Were  they  found  in  the  rectal  biopsy?  Were 
they  found  in  a liver  biopsy?  I imagine 
that  Dr.  Ober  will  tell  us  whether  or  not 
they  were.  The  eosinophilia  and  the  demon- 
stration of  other  parasitic  ova  is  helpful. 
Intestinal  parasitism  is  often  mixed.  There 
is  a complement  fixation  test  for  schisto- 
somiasis which  is  reputed  to  be  reliable, 
but  I have  had  no  experience  with  it,  and 
the  protocol  does  not  hint  whether  or  not 
it  was  done. 

From  the  data  at  hand  I cannot  decide 


on  analytic  grounds  between  a diagnosis  of 
postnecrotic  scarring  with  portal  hyper- 
tension and  splenomegaly  and  one  of  hepatic 
schistosomiasis  with  similar  sequelae.  Be- 
cause of  the  patient’s  age,  because  he  spent 
the  first  eighteen  years  of  his  life  in  a rural 
village  in  Puerto  Rico,  because  he  did  not 
have  hepatic  failure,  because  he  did  have 
eosinophilia,  and  because  he  did  have  in- 
testinal parasites,  I think  the  chances  are 
immeasurably  in  favor  of  his  having  schisto- 
somes in  his  liver.  However,  this  is  a state- 
ment of  probabilities.  A disconcerting 
observation  for  those  who  try  to  find  spe- 
cific etiologic  conditions  in  patients  with 
portal  hypertension  is  the  report  by  Tisdale, 
Klatskin,  and  Glenn®  concerning  4 patients 
who  had  massive  gastrointestinal  bleeding 
from  esophageal  varices.  Portal  hyper- 
tension was  demonstrated  in  all  4 patients 
before  and  during  surgery.  Although  either 
intrahepatic  or  extrahepatic  portal  obstruc- 
tion was  demonstrated  in  all  these  patients, 
and  all  of  them  had  pronounced  spleno- 
megaly, none  of  the  patients  exhibited  any 
features  of  hypersplenism,  and  liver  biopsies 
in  all  4 patients  were  completely  negative. 
This  is  a somewhat  chilling  thought  to 
clinicians  who  are  convinced  that  correct 
ratiocination  can  lead  to  an  accurate 
anatomic  diagnosis.  Fortunately,  such  cases 
are  rare,  and  I will  stick  to  the  probabilities. 
It  is  most  probable  that  the  patient  had 
schistosomiasis  in  biopsies  of  both  the  rectum 
and  the  liver.  I should  imagine  that  the 
second  operation  was  a laparotomy  done  with 
a view  toward  establishing  a portacaval 
shunt.  There  is  a good  chance  that  the 
portal  vein  was  partly  thrombosed  but 
even  a greater  chance  that  the  splenic  vein 
was  thrombosed  completely. 

Benj.\min  E.  Krentz,  M.D.:  If  you  had 
the  information  that  the  rectal  biopsy  was 
negative  for  schistosome  ova,  would  you 
still  make  the  same  diagnosis? 

Dr.  Bendo:  Yes,  I would.  The  most 
important  factors  which  impel  me  in  that 
direction  are  the  age  of  the  patient  and 
the  fact  that  he  lived  in  a rural  community 
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in  Puerto  Rico.  Posthepatitic  cirrhosis  is 
not  very  common  below  the  age  of  twenty 
although  it  can  and  does  occur. 

Dr.  Krentz;  If  the  patient  had  been 
born  in  New  York  City,  what  diagnosis 
would  you  have  made? 

Dr.  Bendo  : I would  have  considered  it  a 
case  of  Banti’s  syndrome  secondary  to  a 
posthepatitic  cirrhosis  or  a healed  acute 
yellow  atrophy. 

Marcel  Tuchm.yn,  M.D.:  Do  you  feel 
that  the  liver  function  tests  as  reported  in 
the  protocol  are  compatible  with  intrahe- 
patic  schistosomiasis? 

Dr.  Bendo:  I think  they  are.  There  is 
a mild  disturbance  in  liver  function,  not  a 
severe  derangement.  Despite  the  portal 
hypertension,  he  rallied  quickly  from  his 
episode  of  esophageal  bleeding.  The  serum 
bilirubin  was  normal.  The  prothrombin 
time  was  moderately  elevated.  To  be  sure, 
the  cholesterol  was  reduced  sharply,  and 
the  total  protein  was  low,  but  these  may 
have  been  related  to  dietary  inadequacy. 
The  other  tests  are  not  impressively  dis- 
turbed; even  the  bromsulphalein  retention 
of  11.5  per  cent  does  not  indicate  serious 
liver  cell  damage.  Characteristically,  he- 
patic schistosomiasis  is  a disease  of  portal 
areas,  and  the  liver  parenchyma  is  not  pro- 
foundly involved  until  very  late. 

Max  M.  Sterman,  M.D.  : Clinically, 

this  is  a typical  example  of  schistosomiasis 
with  liver  involvement.  I would  expect 
95  per  cent  of  such  patients  to  have  this 
disease.  Commonly,  early  in  the  course  of 
schistosomiasis  the  liver  is  enlarged  and 
nontender.  Indeed,  the  liver  function  tests 
may  not  show  abnormal  findings  at  all. 
Only  5 per  cent  of  the  patients  with  schis- 
tosomiasis will  have  ova  in  random  stool 
specimens  which  are  given  routine  examina- 
tion. This  proportion  can  be  increased  to 
10  per  cent  if  the  stools  are  examined  while 
they  are  fresh  and  warm.  For  greater  ac- 
curacy, the  stool  must  be  concentrated. 
Concerning  the  rectal  biopsy,  I hope  that 
the  mucosa  was  examined  in  the  fresh  state 
by  crushing  it  between  two  slides  since  this 


is  the  best  way  of  demonstrating  the  ova. 

William  B.  Ober,  M.D. : Many  stools 
were  examined.  The  initial  specimen  was 
taken  at  random,  but  several  fresh  warm 
specimens  were  examined  during  the  next 
few  days,  and  at  least  three  concentrated 
specimens  were  studied.  I shall  have  more 
to  say  about  the  rectal  biopsy  later  on,  but 
Dr.  Sterman’s  point  of  technic  is  well  taken. 

Furman  M.  Jones,  Jr.,  M.D.:  To  have 
hypersplenism  secondary  to  periportal  cir- 
rhosis there  should  be  an  element  of  ob- 
struction. If  so,  why  should  the  alkaline 
phosphatase  be  as  low  as  4.1  units? 

Dr.  Ober:  It  was  as  high  as  10  Bodansky 
units  earlier  in  his  course.  However,  I 
think  it  is  unwise  to  rely  on  any  single  liver 
function  test  to  distinguish  among  the 
various  mechanisms  for  jaundice.  Cer- 
tainly, with  stools  of  normal  color  after  the 
bleeding  stopped,  one  would  hesitate  to 
incriminate  extrahepatic  biliary  obstruction 
regardless  of  the  alkaline  phosphatase  level. 
I don’t  think  there  is  any  one  test  that  is 
selective  enough  to  distinguish  between 
liver  disease  due  to  obstruction  of  the  portal 
bed  and  liver  disease  due  to  hepatocellular 
injury.  Clearance  tests,  such  as  the  brom- 
sulphalein retention  test,  will  show  abnor- 
mal findings  in  either  circumstance.  Tests 
which  depend  on  the  capacity  of  the  liver  to 
synthesize  a biochemical  substance  also  are 
dependent  on  circulation  to  the  liver  as  well 
as  the  ability  of  the  cells  to  perform  their 
customary  biochemical  operations  with  ef- 
ficiency. 

Kevin  Levin,  M.D. : How  profound  were 
the  stigmata  of  hyperestrogenism?  If  the 
liver  was  unable  to  conjugate  estrogens  to  a 
very  marked  degree,  would  not  that  be 
evidence  of  hepatocellular  damage? 

Dr.  Balding:  The  patient  was  not  pro- 
foundly hyperestrogenic.  The  degree  of 
sexual  underdevelopment  was  moderate. 
I would  think  that  this  might  be  related  to 
the  patient’s  age.  A moderate  degree  of 
hyperestrogenism  during  adolescence  is  more 
likely  to  produce  a visible  effect  than  the 
same  degree  after  the  full  development  of 
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Fig.  1.  Rectal  biopsy  showing  an  ovum  of  Necator 
americanus  abutting  the  mucosal  surface. 


secondary  sexual  characteristics  has  been 
established. 

Clinical  Diagnoses 

(1)  Gastrointeslinal  hemorrhage  secondary 
to  ruptured  esophageal  varices;  {2)  hepatic 
schistosomiasis  with  portal  cirrhosis  and 
portal  hypertension;  (S)  hypersplenism;  (4) 
intestinal  parasitism  (hookworm) . 

Dr.  Bendo’s  Diagnoses 

(1)  Hepatic  schistosomiasis  with  portal 
cirrhosis  and  Banti's  syndrome;  (2)  bleeding 
esophageal  varices;  (3)  ? thrombosis,  portal 
vein,  partial,  or  splenic  vein,  complete. 

Pathologic  Report 

Dk.  (Jbek:  The  first  item  to  come  under 
pathologic  ob.servation  was  a rectal  biop.sy. 
Two  snips  of  tissue  were  taken.  One  of 
these  was  crushed  in  saline  under  a cover 
glass,  the  best  method  of  looking  for  schis- 
tosome ova,  but  we  didn’t  find  any.  The 
other  piece  of  tissue  was  processed  in  the 


usual  way  and  also  .showed  no  schisto.some 
ova.  However,  clinging  to  the  mucosal 
surface  were  a few  ova  of  X.  americanus 
(Fig.  1).  This  confirmed  the  results  of  pre- 
\ ious  stool  examinations  which  ho.d  shown 
both  X^ecator  and  Trichuris.  I can  see  no 
reason  why  the  patient’s  anemia  and  eosino- 
philia  cannot  be  ascribed  to  hookworm 
infestation.  The  next  important  event  was 
the  operation  done  four  weeks  after  admis- 
sion, and  I shall  ask  Dr.  Stone  to  tell  you 
what  he  found  and  what  was  done. 

Peter  W.  Stone,  M.D.:  The  operation 
selected  was  a portacaval  shunt.  We  hoped 
thereby  to  reduce  portal  hypertension  and 
reduce  the  likelihood  of  further  bleeding 
from  esophageal  varices.  Furthermore,  the 
reduction  of  the  portal  hypertension  and  the 
associated  congestive  splenomegaly  fre- 
quently will  result  in  an  improvement  of  the 
hypersplenic  state.  At  laparotomy  the 
liver  was  slightly  enlarged  and  finely 
nodular.  There  was  no  ascites.  The  portal 
vein  was  not  thrombosed.  We  did  not  ex- 
plore the  splenic  vein.  The  spleen  was 
enormous.  The  initial  pre.ssure  in  the  portal 
vein  was  550  mm.  saline;  after  a technically 
ea.sy  shunt  was  constructed,  the  pressure 
fell  only  to  520  mm.  While  we  are  always 
gratified  when  there  is  an  immediate  drop 
of  over  100  mm.  saline  in  portal  vein  pres-  j 

sure,  the  failure  to  achieve  this  goal  need  i 

not  mean  that  the  procedure  was  unsuccess- 
ful. In  many  ca.ses  the  portal  pressure  falls 
gradually  during  the  month  following  the  | 

operation,  and  this  can  be  seen  in  terms  of  j 

the  decreasing  size  of  the  spleen  and  the  ■ 

inability  of  the  radiologist  to  detect  varices  j 

that  were  visible  previously.  1 

Dr.  Ober:  The  liver  biopsy  was  generous  j 
indeed  (Fig.  2).  On  gross  inspection  the  i 
piece  of  tissue  was  overtl3^  nodular,  firm,  j 
and  tawny.  A microscopic  examination  j 
showi'd  extensive  disruption  of  the  lobular  | 
architecture  and  manj^  so-called  regenerat-  j 
ing  nodules.  The  liver  parenchj'ma  was 
subdiviiled  by  broad  bands  of  dense  fibrous 
tissiu'.  There'  was  a moderate  degree  of  ' 
bile  duct  proliferation  and  a scant.v  in- 

New  York  State  J.  Med. 


4240 


HEMATEMESIS,  MELENA,  SPLENOMEGALY,  AND  HYPEESPI.ENISM 


^hepatitis.  It  is  interesting  to  speculate 
whether  or  not  a correct  diagnosis  and 
proper  diet  therapy  at  that  time  would  have 
prevented  the  transition  of  the  infectious 
process  to  a cirrhotic  one. 

Dr.  Stone:  Following  the  operation  the 
patient  developed  transient,  moderate  ascites. 
This  need  not  imply  impending  liver  failure 
if  it  responds  to  the  restriction  of  salt  and 
fluids  plus  diuretics  as  it  did  in  this  case. 
However,  in  patients  with  borderline  liver 
function,  postoperative  ascites  can  be  the 
omen  of  impending  hepatic  coma.  In  this 
patient  there  was  a considerable  reduction 
in  the  size  of  the  spleen.  One  month  follow- 
ing the  operation  it  had  receded  from  below 
the  iliac  crest  to  above  the  umbilical  line. 

Anatomic  Diagnoses 

(1)  Cirrhosis  of  liver,  'postnecrotic  type; 
(2)  intestinal  parasitism,  N.  americanus  and 
T.  trichiura. 


Fig.  2.  Liver  biopsy  showing  iiroud  bands  of 
fibrous  tissue  separating  distorted  islands  of  liver 
parenchyma..  The  scarred  areas  contain  a moderate 
inflammatory  infiltrate  of  lym])hocytes  and  plasma 
cells  and  some  proliferated  bile  ducts.  Dilated  lym- 
phatic channels  are  prominent  in  the  scars. 

filtrate  of  lymphocytes  and  plasma  cells 
in  the  areas  of  scarring.  More  impressive 
were  the  many  prominent  dilated  lymphatic 
channels  in  the  hbrous  scars.  There  were 
no  gramdomas;  schistosome  ova  or  their 
relics  were  not  found;  there  was  no  eosino- 
philic inhltration.  The  picture  is  that  of 
postnecrotic  scarring,  a late  sequel  of  severe 
viral  hepatitis.  In  retrospect  it  appears 
that  the  boy’s  illness  at  the  age  of  twelve 
in  Puerto  Rico  was  probably  endemic  viral 
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T^our  decades  of  insulin  use  have  given  the 
community  several  generations  of  living 
and  apparently  well  diabetic  children.  A 
review  of  the  Index  Medicus  from  1920  to 
1960  puts  the  subject  of  juvenile  diabetes  into 
perspective.  In  1920  there  was  but  one 
article  on  the  subject  in  all  the  world’s 
medical  publications.  In  1921  and  1922 
there  were  two  such  in  each  year.  Ap- 
parently there  was  little  to  be  gained  by 
publishing  reiterative  accounts  of  the  short, 
identical,  downhill  courses  from  diagnosis 
through  starvation  to  coma  and  death.  Then 
from  1922  to  1930  there  was  a flood  of  articles, 
eight  to  ten  a year:  the  first  ones  detailing 
immediate  survivals  after  treatment  with 
insuhn,  later  ones  documenting  five-  and 
ten-year  survivals.  From  1930  to  1940 
there  appeared  20  to  30  articles  on  the  sub- 
ject annually.  These  are  in  a different 
tone:  mere  survival  was  no  longer  a reason 
for  article  writing.  Even  at  the  end  of  the 
previous  decade  the  social  and  psychic  as- 
pects of  survival  of  these  children  as  per- 
manent members  of  society  began  to  be  an 


important  topic  of  discussion.  The  earliest 
pubUcation  concerning  this  facet  is  from 
the  Polish  literature.^  Thereafter  there 
were  many  such.^-n  After  1940  the  long- 
term survivals  (twenty  years  or  more)  began 
to  be  documented,  but  also  survival’s 
corollary — complications : hpodystrophies, 

dwarfism,  hepatomegaly,  vitamin  deficien- 
cies, and  personality  disturbances. 
After  mid-decade  in  the  1940’s  the  number 
of  articles  on  the  subject  gradually  dechned 
as  juvenile  diabetes’  rarity  in  occurrence  and 
survival  became  less  noteworthy.  The  docu- 
mentation of  the  past  fifteen  years  has  been 
concerned  mostly  with  new  types  of  insuhn, 
variations  in  diet  prmciples,  such  as  low  fat 
and  “free,”  and  the  truly  long-term  com- 
plications in  the  vascular  system.  How- 
ever, scattered  throughout  the  writings  is 
the  feeling  that  a life  saved  by  no  matter 
which  modem  treatment  may  well  be  a 
handicapped  one  and  a greater  total  expense 
than  the  original  problem.  It  is  felt  that 
such  patients  must  be  protected  not  only 
from  emotional  disturbances  but  properly 
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educated  as  well  to  avoid  the  disabling 
effects  that  survival  itself  may  engender. 
The  diabetic  child,  his  life  saved,  could 
dislike  society  as  he  faces  the  competition  of 
life  when  the  adolescent  and  adult  pressures 
begin  to  weigh  on  him. 

Camping  as  an  Adjunct  in  Treatment 

Before  the  first  decade  of  the  insulin  era 
was  over,  a few  farsighted  doctors  had  con- 
ceived the  idea  of  camping  for  diabetic 
children. The  first  camps  were  small 
and  makeshift,  had  but  few  children, 
operated  on  miniscule  budgets,  and  were  but 
a few  dots  on  the  map  (New  York,  Detroit, 
Cleveland,  and  Boston).  Since  then,  in 
spite  of  a great  economic  depression  and  a 
world  war,  they  have  multiplied  in  number 
and  expanded  in  scope.  At  the  present 
time  there  are  33  camps  for  diabetic  patients 
in  the  United  States  and  6 in  Canada,  with 
perhaps  2,500  children  attending  them.  Some 
are  sponsored  by  civic,  fraternal,  and  trade 
groups;  church  organizations;  or  private 
foundations;  but  all  are  under  the  watchful 
care  of  local  diabetes  associations  or  metabolic 
groups.  Many  still  care  for  only  a few 
children,  operate  for  as  short  a period  as 
one  week,  or  take  care  of  only  boys  or  only 
girls;  but  many  more  offer  care  for  a large 
number  of  children,  operate  for  the  entire 
summer,  and  care  for  both  boys  and  girls. 
Even  as  these  variations  persist,  dependent 
on  the  local  incidence  of  juvenile  diabetes, 
local  funds  available,  and  local  devotion  to 
the  cause  by  lay  and  medical  sponsors,  so 
also  do  the  original  concepts  of  a camp  per- 
sist. A camp  is  a place  where  the  diabetic 
child  can  have  a country  vacation  like  that  of 
any  other  child,  but  in  a protected  environ- 
ment; where  he  can  meet  others  similarly 
afflicted  and  thus  free  himself  from  his 
aloneness  with  his  problem;  where  he  may 
learn  about  his  disorder  and  its  care;  and 
where  his  burdened  parent  may  free  herself 

of  her  year-long  responsibihty.^^.^s.zs  Vari- 
ations on  these  themes  are  seen  in  an  exten- 
sive bibliography. The  latter  also  in- 
dicates how  the  idea  of  camping  for  these 


children  has  spread  over  two  decades  of 
time,  even  though  there  are  great  geographic 
areas  yet  to  be  endowed  with  camps. 
Realization  of  their  value  in  the  treatment 
of  diabetes  in  children  and  adolescents  is  still 
slow,  however. 

In  the  last  decade  those  concerned  with 
juvenile  diabetes  abroad  have  reported 
enthusiastically  on  their  newly  founded 
American-style  camps.  On  the  other 
hand  however,  many  still  cling  to  the  idea  of 
invaliding  these  children,  some  even  suggest- 
ing special  boarding  schools  or  institutions 
for  them.®^'®^ 

Besides  the  original  reasons  for  the  need 
of  diabetes  camps,  secondary  values  have 
emerged.  In  order  of  their  importance 
these  are:  They  offer  unique  postgraduate 
training  to  the  young  metabolically  oriented 
internist  and  pediatrician,  who  encounter 
but  few  juvenile  diabetic  patients  even 
in  prolonged  residency  training;  they  like- 
wise expose  the  graduate  nurse  to  the  com- 
plexity of  diabetic  children’s  care,  whereas 
her  inhospital  trahiing  may  have  allowed 
her  no  such  experience ; and  they  lend  them- 
selves to  concentrated  and  short-term  clin- 
ical and  even  biochemical  research  proj- 
ects. Finally,  their 

alumni  can  be  more  easily  followed  in  later 
years  for  studies  on  longevity,  occupational 
success,  marriage,  parenthood,  and  incidence 
of  complications.’® 

An  Outline  of  Camp  Nyda 

The  prototype  of  the  present  Camp  Nyda 
was  initiated  by  Alfred  E.  Fischer,  M.D.,  in 
1928.  His  report  stated  that  besides  the 
vacation  value  to  the  child  and  mother,  the 
venture  offered  for  the  very  first  time  an  op- 
portunity to  study  children  under  other  than 
clinic  conditions  and  projected  for  the  first 
time  a training  program  of  self-care,  whereby 
the  children  could  learn  to  inject  their  in- 
sulin, do  their  own  urine  testing,  and  gain 
some  understanding  about  dietetics.®’  Sub- 
sequently in  1936,  encouraged  by  this  re- 
port and  later  ones  from  Cleveland  and 
Boston,  the  New  York  Diabetes  Association 
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opened  the  first  nonprofit  camp  for  diabetic 
children  in  this  country.  The  twenty-five 
years  of  operating  this  camp  have  been 
revolutionary  and  evolutionary  ones  both 
in  diabetes  care  and  in  camping.  But  pass- 
ing over  historical  details,  it  would  seem 
worth  while  to  outline  the  present  modus 
opemndi  of  Camp  Nyda. 

A strong  Camp  Committee  is  the  back- 
bone of  good  camp  operation.  The  Chair- 
man, a physician,  is  appointed  by  the  presi- 
dent of  the  Association  as  soon  as  he  himself 
is  elected.  The  camp  chairman  has  chaired 
every  camp  subcommittee  in  previous  years, 
so  that  he  is  aware  of  every  aspect  of  the 
camp.  He  then  appoints  subcommittee 
chairmen,  selecting  those  physicians  whose 
experience  and  devotion  in  the  past  merit 
promotion.  It  is  ideal  to  have  the  camp 
chairman  serve  two  years  in  this  position. 
On  his  retirement  he  is  usually  well  able  to 
advise  a new  president  who  to  appoint  in  his 
place.  He  then  joins  the  Executive  Com- 
mittee, a group  of  "elders”  who  are  either 
past  camp  chairmen,  previous  presidents  of 
supporting  organizations,  or  founders  of  the 
Association.  This  committee  is  advisory 
during  difficvdt  policy  decisions  and  is  the 
repository  for  precedents,  its  memories  going 
back  over  the  past  camping  seasons  of 
twenty-five  years.  It  can  be  seen  therefore 
that  this  top  echelon  is  composed  of  really 
dedicated  workers:  None  are  honorary  ap- 
pointments. 

The  Subcommittee  on  Camp  Administra- 
tion functions  in  all  nonmedical  areas  of 
camp  operatio)!.  Ideally  it  is  composed  of 
lay  and  medical  members;  the  former, 
either  having  diabetes  themseh'es  or  a close 
interest  in  the  disease,  are  in  special  fields  of 
endeavor.  An  architect,  a construction  ex- 
pert, an  electrical  engineer  or  contractor, 
a plumbing  supplier,  a Boy  Scout  and  a 
Girl  Scout  executive  administrator,  a labor 
leader,  an  insurance  expert,  a nutritionist 
from  a nearby  college,  a food  broker,  a noted 
tennis  champion,  and  a well-known  stage 
figure  are  examples  of  adult  diabetic  persons, 
and  others  who  compose  the  lay  arm  of  this 


committee.  Their  value  is  obvious:  It  is 
both  advisory  and  logistic.  This  committee 
secures  all  nonmedical  camp  pensonnel,  has 
charge  of  maintenance,  orders  all  supplies 
from  autos  to  zippers,  has  charge  of  house- 
keeping, over.sees  insurance  matters,  arranges 
the  transportation  of  the  campers,  and  keeps 
an  inventory  of  all  camp  property.  The 
wisdom  of  an  economist,  a machinist,  a 
sanitary  engineer,  and  an  all-around  house- 
keeper are  recpiired  of  its  chairman  to  func- 
tion at  optimum  efficiency. 

The  Subcommittee  on  Medical  Adminis- 
tration is  necessarily  chaired  by  a physician. 

He  has  usually  also  chaired  the  Subcommittee 
on  Intake  in  a past  year.  Its  members  are 
all  physicians  and  paramedical  experts,  the 
latter  being  a supervisor  of  a nursing  school, 
the  chief  of  a food  clinic  at  a medical  school, 
and  sometimes  a psychiatric  con.sultant. 
This  committee  concerns  itself  with  securing 
resident  physicians,  nurses,  the  dietitian, 
and  all  medical  and  food  supplies.  It  passes 
on  the  standard  diets  for  the  season,  decides 
the  percentage  lowering  of  home  insulin 
dosages  for  camp  environment,  briefs  the 
medical  and  nonmedical  personnel  precamp, 
and  has  complete  jurisdiction  over  the 
health  of  the  children  and  all  personnel  dur- 
ing the  season. 

The  Subcommittee  on  Intake  is  composed 
of  both  physicians  and  lay  members.  The 
physicians’  duty  is  the  review  of  every 
camper  application  and  the  evaluation  of 
parents’,  physicians’,  or  clinic-social  service 
forms.  Delinquents,  p.sychiatric  problem 
cases,  and  bizarrely  deformed  children  are 
refused,  as  are  diabetic  patients  who  have 
another  disease  which  would  preclude  proper 
interim  care  and  full  physical  activity. 
Home  diet  prescriptions  are  reviewed  in 
relation  to  age,  height,  weight,  and  sex. 
Because  40  per  cent  of  recent  applications  , 
list  the  home  diet  as  "free”  and  because  ' 
maternal  memory  bias  as  to  food  intake  is 
unreliable,  each  applicant  is  placed  in  one  of  J 
five  diet  categories  based  on  the  recoin-  ^ 

mendatious  of  the  Food  and  Nutrition  ; 
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sionJ^  These  are  1-1,860,  11-2,200,  III- 
2,600,  IV-3,100,  and  V-3,600  calories;  the 
lower  calories  are  assigned  to  the  younger 
children  and  the  highest  to  the  oldest  boys, 
attempting  the  nearest  match  to  their  home 
prescriptions,  if  heights  and  weights  justify 
it.  Special  dietary  consideration  is  given  to 
the  overweight  child.  Across-the-board  per- 
centage reductions  in  home  insulin  dosage 
are  then  made,  changing  from  year  to  year 
as  each  new  medical  committee  thinks  it  has 
found  the  ideal  formula  to  prevent  hypogly- 
cemia while  warding  off  ketoacidosis. 

When  this  processing  by  the  physicians  is 
completed,  the  lay  arm  of  this  subcommittee 
interviews  each  camper  and  parent.  Since 
many  more  applications  are  made  than  there 
are  places  available,  the  interviewers  utilize 
a priority  system  to  select  200  children. 
This  system  functions  so  that  the  most 
needy  child  gets  priority  as  in  cases  of 
poverty,  a broken  home,  a working  mother, 
a diabetic  sibship,  or  a very  recent  onset. 
The  child  from  New  York  City  gets  priority 
over  the  child  from  outlaying  areas,  unless 
the  first  priority  mentioned  above  far  out- 
weighs his  residence.  A new  camper  has 
priority  over  a repeater  unless  the  latter’s 
home  situation  justifies  otherwise.  The 
parents’  ability  to  contribute  some  of  the 
cost  of  the  child’s  stay  at  camp  is  also  in- 
quired into  at  this  interview,  but  their 
ability  to  pay  gives  no  priority.  Finally  the 
200  selectees  are  placed  in  the  July  group 
of  campers  (five  and  a half  to  ten  and  a half 
years)  or  the  August  group  (eleven  to  sixteen 
years),  and  a waiting  list  is  drawn  up.  This 
lay  arm  is  composed  of  the  camp  director, 
the  executive  director  of  the  Association, 
and  several  others  who  have  been  noted  for 
their  community  social  services. 

A Subcommittee  on  Program,  whose  chair- 
man is  a physician  with  a long-time  experi- 
ence in  all  other  subcommittees,  seeks  to  out- 
line activities  that  will  permit  maximum  par- 
ticipation of  the  campers  in  the  outdoor  and 
indoor  pleasures  the  camp  offers,  while  assur- 
ing control  of  the  diabetic  state.  Composed 
of  physicians  and  of  institutional  and  private 


camping  experts,  this  committee  meets  with 
the  camp  director  and  his  specialist  counselor 
staff.  Traditional  camping  programs  are 
set  up,  timing  of  vigorous  exercise  is  planned 
so  as  to  avoid  diurnal  hypoglycemia  if  pos- 
sible, and  a dawii-to-dusk  diabetic  regime  is 
outlined  so  that  a seemingly  normal  camp 
program  may  be  t)uilt  around  it.  Rainy 
days  are  anticipated  and  planned  for.  Past 
experience  has  shown  that  indoor  activity  is 
as  efficacious  as  outdoor  in  warding  off 
ketoacidosis  on  the  reduced  insulin  dosages 
tailored  for  sunny  days.  The  exercise  of 
stationary  bicycling,  skating,  basketball, 
tumbling,  boxing,  and  so  forth  certainly 
mimics  the  action  of  insulin.  A fully 
etjuipped  indoor  gymnasium,  its  erection 
spurred  by  this  realization  in  the  past,  is  at 
the  disposal  of  an  alerted  staff  during  in- 
clement weather. 

These  four  subcommittees  meet  all 
through  the  year,  their  members  visit 
camp  in  and  out  of  season,  their  chairmen 
submit  final  reports  to  the  Camp  Chairman, 
who  is  ex  officio  at  each  committee  meeting 
and  is  always  awai’e  of  their  deliberations 
and  decisions.  There  is  thus  an  endless 
continuity  of  thought  during  each  year  and 
in  planning  for  the  next.  It  can  be  said 
that  Camp  Nyda  begins  in  November  and 
ends  the  following  October  when  the  Camp 
Chairman  submits  his  report  and  recom- 
mendations to  the  entire  Camp  Committee. 
It  is  not  a two-month  summer  chore  but 
represents  hard  work  all  year. 

Physical  Aspects 

Camp  Nyda’s  physical  aspect  deserves  a 
brief  description.  Its  40  acres  are  80-odd 
miles  from  New  York  City  in  the  foothills  of 
the  Catskill  Mountains,  and  its  buildmgs  sur- 
round a main  dining  hall  and  kitchen  facing 
a private  lake.  Semicircles  of  six  boys’ 
and  four  girls’  bunkhouses,  each  with  its 
own  insulin  and  testing  unit,  house  a total 
of  60  boys  and  40  girls  with  a counselor  in 
each  bunkhouse.  An  infirmary  houses  the 
medical  staff ; receives  “sick  calls”  during 
the  day;  has  two  beds  for  emergency  use; 
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holds  charts,  records,  and  drug  supplies; 
houses  a laboratory  and  a dark  room  for 
ophthalmoscopy;  and  is  the  center  of  day- 
time medical  activity.  A year-round  house 
and  garden  is  occupied  by  a full-time  main- 
tenance superintendent  who  is  necessarily 
skilled  in  many  areas  of  plant  management 
and  mechanics.  The  camp  director  and  his 
specialized  counselors  are  housed  in  the  main 
dining  hall  building  as  is  the  camp  office. 
Other  structures  are  a Uttle  theatre  hall,  a 
gymnasium  field  house,  an  arts  and  crafts 
building,  a photography  building,  a baseball 
diamond,  a tennis  court,  an  archery  field, 
a boat  house  and  dock,  a swimming  area, 
and  an  outdoor  basketball  court.  An 
adjacent  75-acre  undeveloped  wooded  tract 
of  land  is  in  use  for  nature  studies,  hikes, 
and  sleepouts. 

Program 

A typical  day  at  camp  has  been  described 
elsewhere  in  detail. Only  a brief 
description  will  be  attempted  here.  One 
hundred  children  each  summer  day  arise 
at  7:00  o’clock  reveille,  dress,  and  report 
to  their  insulin  units  to  test  their  urines  and 
receive  or  give  their  insulin  injections.  The 
latter  is  accomplished  in  from  twelve  to 
fifteen  minutes  by  two  nurses  in  each  unit. 
Adolescents,  too  old  for  camp  and  too  young 
to  be  counselors,  also  are  attended  to  or 
attend  themselves  in  this  short  period.  In 
a so-called  “extension  program”  these  18  or 
20  young  people  work  in  the  kitchen,  the 
laundry,  and  the  camp  office.  Breakfast  at 
8:00  A.M.  is  served  from  preset  numbered 
trays,  each  child  picking  up  his  own  and 
depositing  it  at  his  table.  The  morning  is 
marked  then  by  flagraising;  bunk  cleanup 
and  inspection;  and  a quiet  activity  such 
as  photography,  arts  and  crafts  sessions, 
drama  rehearsals,  paper  editing,  and  non- 
swimmers instruction.  At  10:30  there  is  a 
snack.  Thereafter  until  lunch  at  noon 
there  are  more  vigorous  activities,  since  the 
children  are  bulwarked  by  breakfast  and 
the  midmoming  snack:  general  swim,  speci- 
men collecting  for  nature  studies,  and  tennis 


and  basketball  instruction.  Lunch  at  noon 
is  served  from  the  same  numbered  trays  and 
is  followed  by  a one-hour  rest  period  in  the 
bunks  which  is  given  over  to  letter-writing, 
story-telling,  and  health  education.  The 
afternoon  activities  vary  depending  on  the 
incidence  and  timing  of  hypoglycemia  in  the 
camp  population:  swimming  may  be  sched- 
uled before  the  midaftenioon  snack  and 
competitive  softball,  basketball,  tennis,  ca- 
noeing, group  games,  and  dancing  instruc- 
tion between  the  snack  and  dinner  at  5:00 
P.M.,  or  vice  versa,  water  sports  being  con- 
sidered more  hazardous  than  land  sports  if 
hypoglycemia  is  a problem.  Dinner  is 
followed  by  competitive  and  spectator 
games:  rowing,  baseball,  races,  volleyball; 
and  later,  campfire  councils,  square  dancing, 
or  theatricals.  Bedtime  is  preceded  by  a 
snack,  urine  testing,  and  the  setting  off  of  a 
campout  group  equipped  with  sterile  kits 
and  breakfast.  Yearly  inspection  by  the 
American  Camping  Association  results  in  a 
stamp  of  approval  for  the  program  and  the 
physical  aspects  of  the  camp. 

The  resident  physicians,  nurses,  dietitian, 
and  the  director  then  meet  in  conference  to 
review  the  day’s  score  in  glycosuria,  hypo- 
glycemia, ketonuria,  and  any  other  medical 
problem.  Changes  in  insulin,  diet,  or 
physical  activity  are  ordered.  The  night 
nurse  then  transcribes  each  child’s  daytime 
record  to  his  own  chart:  the  amount  of 
glycosuria,  any  ketonuria,  and  any  symp- 
toms whether  hypoglycemic  or  ketotic,  with 
time  of  occurrence.  She  notes  all  sugar- 
free  bedtime  specimens,  to  be  on  the  alert 
for  nocturnal  hypoglycemia.  Master  bunk 
charts  each  detailing  10  childrens’  four  weeks 
daily  tests,  diets,  insulin  changes,  and  reac- 
tions are  written  up.  In  this  way  the  trend 
of  the  entire  camp,  of  a single  bunkhouse, 
or  the  effect  of  a particular  day’s  activity 
can  be  seen  at  a glance.  The  night  nurse 
makes  rounds  every  other  hour,  autoclaves 
the  syringes  and  needles  for  the  morning, 
sets  up  the  specimen  bottles  and  test  tubes, 
and,  as  near  reveille  as  possible,  loads  the 
syringes  with  insulin.  Specimen  bottles. 
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test  tubes,  and  syringes  bear  the  same  num- 
ber as  the  child’s  diet  tray. 

The  resident  physicians,  besides  treating 
the  ordinary  pediatric  ills  and  injuries,  grad- 
ually learn  the  metabolic  tides  of  juvenile 
diabetes.  They  are  aided  by  an  almost 
daily  visit  from  New  York  City  of  a Camp 
Committee  physician  experienced  in  the 
handling  of  juvenile  diabetes.  They  also 
assist  in  any  current  research  project.  The 
latter  is  restricted  to  the  most  unobtrusive 
times:  venipunctures  in  the  early  morning, 
chnical  observations  during  routine  phys- 
ical examinations,  and  dental  and  retinal 
surveys  without  line-ups. 

Didactic  lectures  on  diabetes  are  not  given 
by  the  visiting  physicians  because  of  the 
diversity  of  opinion  on  many  still  contro- 
versial aspects  of  diabetes.  It  is  felt  that 
such  would  only  send  the  child  home  from 
camp  in  a more  bewildered  state  than  when 
he  had  first  to  face  the  reality  of  his  disease. 
Instead,  the  nurses  see  that  every  child 
learns  the  minutiae  about  insulin,  needles, 
syringes,  asepsis,  and  testing;  the  dietitian 
teaches  elementary  facts  about  food  values 
and  substitutions;  and  resident  physicians 
explain  in  simple  terms  the  basic  patho- 
physiology of  diabetes.  The  camper  learns 
a tremendous  amount  in  this  way,  with  the 
least  psychic  trauma.  It  is  firmly  believed 
at  the  same  time  that  camping  is  not  just 
playtime  and  not  just  a clinic  or  hospital 
in  the  country.  It  is  a time  and  a place  for 
character  building,  for  these  children  have  a 
difficult  adult  life  ahead  of  them. 

Comment 

The  financial  aspects  of  conducting  a di- 
abetes camp  continue  to  be  thorny.  Even 
with  practically  all  pharmaceutical  agents 
contributed  as  well  as  many  other  staple  and 
necessary  items.  Camp  Nyda  costs  180,000 
for  its  two-month  operation.  The  Greater 
New  York  Fund  underwrites  about  one 
tenth  of  this  amount.  The  remainder  is 
raised  by  private  appeal  to  private  diabetic 
patients  of  the  doctors  dedicated  to  the 
project;  by  many  small  social  groups. 


usually  women;  and  by  bequests.  Affluent 
adult  diabetic  citizens  have  yet  to  throw  in 
their  support. 

New  diabetes  associations  contemplating 
a camp  might  be  deterred  by  the  high  cost 
of  a camp  site  and  its  maintenance,  as  well 
as  the  tremendous  amount  of  the  budget 
that  is  spent  on  food  and  salaries.  But 
they  may  be  spurred  on  by  starting  with  a 
small  number  of  children,  securing  a local 
sponsoring  organization  or  group,  and  letting 
the  years  make  for  growth. 

Thirty  years  of  camping  for  diabetic 
children  have  proved  valuable  to  the  children 
and  their  parents.  The  experience  has 
trained  hundreds  of  young  physicians, 
nurses,  and  dietitians.  And  there  is  no 
doubt  that  such  a project  is  a great  social 
service  to  the  diabetic  child  and  to  the  com- 
munity, which  will  someday  receive  him  as 
an  adult  member. 
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Cutaneous  Changes  in  the  Malabsorption  Syndromes 

DAPHNE  ANDERSON  ROE,  M.D.,  M.R.C.P. 


Malabsorption  syndromes  occur  when- 
ever there  is  a lesion  of  the  small  in- 
testine of  such  an  extent  as  to  interfere  with 
the  normal  absorption  mechanisms.  These 
malabsorption  states  include  primary  and 
secondary  intestinal  syndromes  and  malab- 
sorption of  gastric,  pancreatic,  or  hepatic 
origin.  The  resultant  chnical  picture  is  a 
synthesis  of  signs  due  to  the  basic  disease 
process,  variable  deficiency  states,  and  toxic 
absorption. 

In  the  primary  intestinal  group,  cehac 
disease  and  nontropical  sprue  (idiopathic 
steatorrhea)  are  included,  and  tropical 
sprue  is  usually  grouped  with  them.  These 
patients  have  an  inborn  inherited  error  of 
metabolism  which  either  manifests  itself  in 
infancy  or  in  later  life.  The  basic  defect 
appears  to  be  an  enzyme  deficiency,  whereby 
the  patients  are  unable  to  split  certain  pep- 
tides. Gluten  is  clinically  injurious  to  cases 
of  celiac  disease  and  nontropical  sprue. 
These  gluten-intolerant  cases  apparently  are 
deficient  in  an  intestinal  mucosa  peptidase, 
which  normally  functions  to  catalyse  the 
degradation  of  the  gliadin  fraction  of  wheat 
gluten  past  the  point  of  having  properties 


toxic  to  man.^  In  tropical  sprue,  the  basic 
defect  is  unknown,  although  the  clinical  pic- 
ture is  similar  to  that  of  other  diseases  within 
the  group.  The  intestinal  lesion  in  all  these 
patients  consists  of  villous  atrophy,  which 
may  be  subtotal  or  partial  in  extent.^  Sec- 
ondary syndromes  usually  exhibit  a grossly 
pathologic  condition  of  the  gastromtestinal 
tract,  the  fiver,  or  pancreas,  which  can  ac- 
count for  the  malabsorption  picture.  How- 
ever, cases  of  protein  starvation  with  second- 
ary villous  atrophy  of  the  intestine  may  be 
included. 

Common  Clinical  Features 

Whether  or  not  the  disease  is  primary  or 
secondary,  the  clinical  picture  has  certain 
features  in  common.  These  include  diar- 
rhea, weakness,  loss  of  weight,  emaciation, 
and  clubbing  of  the  fingers  and  toes.  Other 
features  depend  on  which  nutrients  are  ab- 
sorbed poorly  and  hence  not  utilized  by  the 
body.  The  association  of  steatorrhea,  osteo- 
malacia (rickets),  tetany,  and  anemia  (mac- 
rocytic or  microcytic)  is  well  known.  The 
incidence  of  cutaneous  disorders  is  less  well 
appreciated  or  understood.  It  is  better  to 
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consider  them  as  part  of  a widespread  ecto- 
dermal defect,  secondary  to  the  intestinal 
disease.®  These  ectodermal  changes  may 
affect  the  glabrous  skin,  the  hair,  the  nails, 
or  the  lens.  Thus  pustular  and  scahng  der- 
matoses, dyspigmentation  alopecia,  nail 
fragihty,  and  lenticular  opacities  are  com- 
mon. The  etiologic  grouping  of  these 
changes  is  possible,  and  they  may  be  divided 
into  four  categories. 

Cutaneous  Changes. — In  the  first  cate- 
gory there  are  cutaneous  changes  which 
apparently  are  associated  with  a basic  en- 
zyme defect  and  which  cannot  be  related 
directly  to  deficiency  of  a specific  nutrient. 
The  mechanism  has  not  been  investigated 
fully,  but  we  beheve  that  dyspigmentation, 
hair  and  nail  changes,  together  with  certain 
of  the  scaling  dermatoses,  could  be  grouped 
under  this  heading.  Hyperpigmentation  is 
rather  common  in  the  primary  malabsorp- 
tion state  and  indeed,  the  patients  may  even 
resemble  those  with  Addison’s  disease.  In- 
creased pigmentation  tends  to  occur  in  flex- 
ures, along  the  palmar  creases,  over  opera- 
tion scars,  and  surrounding  areas  of  derma- 
titis. The  buccal  and  anal  mucosae  may  be 
involved.  Such  pigmentation  can  occur  also 
in  secondary  malabsorption  states  and  more 
particularly  in  Whipple’s  disease.^  There 
is  a functional  adrenal  insufficiency,  but  it  is 
questionable  whether  or  not  this  can  account 
entirely  for  the  clinical  picture.  One  is 
tempted  to  postulate  derangement  of  tyro- 
sine metabolism,  although  this  has  yet  to  be 
substantiated.  Depigmentation  may  be 
present  also,  either  involving  the  glabrous 
skin  or  the  hair.  In  certain  cases  of  protein 
starvation  and  more  especially  in  kwashior- 
kor, hair  depigmentation  is  characteristic 
and  gives  rise  to  the  “flag  sign”®  where  alter- 
nating pigmentation  and  depigmentation 
give  rise  to  a striped  effect  along  the  hair 
shafts.  Changes  in  the  hair  include  not  only 
depigmentation  but  also  color  changes,  grey- 
mg,  fragihty,  and  partial  or  total  alopecia. 
By  analogy  with  animal  studies,  it  may  be 
suggested  that  these  abnormahties  may  be 
due  to  a copper  deficiency  or  possibly  to  a 


derangement  of  cystine  metabohsm.  Stud- 
ies of  copper  metabohsm  in  steatorrea  have 
indicated  that  the  specific  carrier  protein 
ceruloplasmin  is  synthesized  poorly.® 

Nail  changes  include  pitting,  opacities  of 
the  nail  plate,  partial  or  complete  onycholy- 
sis, and  paronychia.  Their  cause  is  not 
understood,  although  possibly  they  might 
be  due  to  amino  acid  deficiency.  The 
changes  cannot  be  accounted  for  by  the  con- 
comitant hypocalcemia  and  anemia.  It  has 
been  suggested  that  the  chronic  scahng  der- 
matoses are  due  to  hypocalcemia,^  although 
this  would  seem  to  be  unhkely.  The  poly- 
morphism of  lesions  and  the  characteristic 
susceptibility  of  the  skin  to  trauma  and  in- 
fection would  favor  a protein  deficiency, 
either  due  to  poor  absorption  or  to  a primary 
intestinal  enzymatic  defect. 

Deficiency  States. — In  the  second  cate- 
gory are  the  dermatologic  disorders  due  to 
the  malabsorption  of  one  or  more  nutrients. 
A deficiency  of  fat-soluble  vitamins  gives 
rise  to  characteristic  chnical  pictures.  With 
vitamin  A deficiency,  there  are  follicular 
hyperkeratoses  and  xeroderma,  and  vitamin 
K loss  produces  purpura.  The  malabsorp- 
tion of  water-soluble  vitamins  seems  to  be 
rather  selective.  While  a pellagra-like  syn- 
drome is  not  unusual,  scurvy  is  very  un- 
common. Protein  deficiency  leads  to  the 
mosaic  type  skin  or  in  kwashiorkor  to  the 
“enamel  paint  dermatosis.”  This  consists 
of  waxy,  pigmented  plaques  which  later 
desquamate  leaving  the  dermis  exposed.® 
Leukopenia  occurs  mainly  where  there  is  a 
combined  deficiency  of  folic  acid  and  vitamin 
B]2  and  is  associated  with  megaloblastic 
anemia.  About  a third  of  the  cases  who 
present  this  form  of  anemia  show  significant 
leukopenia,  and  in  these  patients  agranulo- 
cytic ulcers  of  the  skin  and  mucosae  may  be 
found. These  lesions  heal  when  effective 
substitution  therapy  is  administered. 

Biochemical  Abnormalities. — As  stated 
earher  in  this  paper,  dermatoses  may  occur 
due  to  toxic  absorption  from  the  intestine. 
An  investigation  of  a patient  with  coincident 
Whipple’s  disease  and  fight-sensitivity  der- 
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matitis  revealed  an  excess  of  porphyrins  in 
the  stools.*  The  sterilization  of  the  in- 
testine with  a broad  spectrum  antibiotic 
produced  a fall  in  the  porphyrin  excretion 
and  coincident  resolution  of  the  dermatitis. 
It  is  suspected  that  the  pellagra-like  con- 
ditions may  have  a similar  cause. 

Acrodermatitis  enteropathica  is  a rare 
familial  disease  of  infancy  and  early  childhood 
which  occasionally  can  present  for  the  first 
time  in  adult  life.'’’^°  There  is  a constant 
association  of  vesiculopustular  or  psoriasi- 
form skin  eruptions  with  alopecia,  stomatitis, 
diarrhea,  steatorrhea,  and  marasmus.  The 
disease  is  closely  linked  to  celiac  disease  and 
usually  was  fatal  prior  to  the  institution  of 
present  therapeutic  methods.  Therapeuti- 
cally these  cases  respond  to  diiodohydroxy- 
quinoline  (Diodoquin),“  an  intestinal  anti- 
septic which  is  not  absorbed  systemically  in 
the  normal  subject.  One  may  presume  that 
the  diiodohydroxyquinoline  acts  by  prevent- 
ing the  absorption  of  toxic  substances 
through  the  intestinal  mucosa.  It  is  sig- 
nificant that  in  acrodermatitis  enteropathica, 
nontropical  and  tropical  sprue,  and  in  pan- 
creaticogenic  steatorrhea,  tryptophane  me- 
tabolism is  deranged.  The  urinary  excre- 
tion of  indole-3-acetic  acid  is  elevated  con- 
siderably, Perhaps  the  absorption  of 
the  abnormal  metabolites  contributes  to  the 
clinical  picture.  At  present,  we  have  no 
evidence  of  the  effect  of  diiodohydroxy- 
quinoline on  the  disordered  tryptophane 
metabolism. 

CuTANEOINTESTINAL  DISEASES. — In  the 
fourth  and  last  category  we  have  the  cu- 
taneointestinal  diseases  in  which  diagnosis 
of  the  skin  condition  may  reveal  the  cause  of 
the  malabsorption  .syndrome.  Thus  sclero- 
derma (diffuse  systemic  sclerosis)  with  bowel 
lesions, primary  or  secondary  amyloidosis,^* 
or  indeed  Whipple’s  disease  with  “nodular 
panniculitis”  may  show  features  of  this 
syndrome.  Actinic  enteritis,  that  is  chronic 
radiation  dermatitis  of  the  abdominal 
skin,  associated  with  similar  changes  of  the 
intestinal  mucosa,  is  a rare  cause  of  the  mal- 
ab.sorption  state. Cutaneous  lesions  may 


be  present  in  abdominal  tuberculosis,  lym- 
phomatosis, or  carcinomatosis  associated 
with  steatorrhea  and  related  phenomena. 

From  this  discussion,  it  may  be  evident 
that  the  recognition  of  cutaneous  changes  in 
the  malabsorption  syndrome,  not  only  may 
give  an  indication  of  the  exact  absoi’ptive  de- 
fect or  deranged  metabolism,  but  also  may 
aid  materially  in  the  elucidation  of  the  cause 
of  the  general  clinical  picture.  In  addition, 
repeated  observation  of  the  skin,  hair,  and 
nail  changes  may  be  very  u.seful  in  estimat- 
ing the  therapeutic  re.sponse  and  ultimately 
in  the  prognosis. 

Cooperation  between  dermatologists  and 
gastroenterologists  is  essential  if  we  are  to 
understand  fully  this  complex  group  of 
diseases. 
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Acute  Viral  Hepatitis  in  Pregnant  Women 
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{Department  of  Obstetrics,  State  University  of  New  York  Upstate  Medical  Center) 


T N THE  so-called  virus  year  of  1961  there  is 
considerable  interest  in  the  manner  in 
which  pregnant  women  are  affected  by  viral 
hepatitis.  The  peak  of  hepatitis  this  year 
apparently  has  been  reached,  but  we  should 
continue  to  keep  the  disease  in  mind.  The 
current  status  of  infectious  hepatitis  in  New 
York  State,  exclusive  of  New  York  City,  has 
been  reported  by  the  Health  Department  of 
the  State  of  New  York  (Table  I). 

When  hepatitis  is  contracted  by  pregnant 
women,  it  tends  to  be  more  severe  and  the 
fatality  rate  is  higher  than  in  nonpregnant 
women.  We  are  unable  at  this  time 
(September,  1961)  to  report  the  number  of 
fatalities  in  pregnant  women  who  had  hepa- 
titis. However,  only  1 case  has  been  re- 
ported to  the  Subcommittee  on  Maternal  and 
Child  Welfare.  This  patient  died  in  March, 
and  the  death  certificate  diagnosis  was  acute 
hepatitis,  probably  toxic.  Death  occurred 
three  days  postpartum  and  acute  pancreati- 
tis, acute  bronchopneumonia,  and  chronic 
cholecystitis  were  contributory.  Thus,  we 
cannot  state  with  certainty  that  the  cause  of 
the  fatality  was  acute  viral  hepatitis. 


TABLE  I. — Current  Status  of  Infectious 
Hepatitis  in  New  York  State,  Exclusive  of 
New  York  City 


Five-Year 
Average 
(1956  to 

1961  1960  1960) 

Week  Ending  - — Number  of  Patients — < 


July  20 

29 

81 

29 

July  27 

42 

31 

16 

August  3 

28 

37 

18 

Difficulty  of  Diagnosis 

Moore*  emphasizes  the  difficulty  of  making 
the  diagnosis  of  infectious  hepatitis,  espe- 
cially in  pregnant  women.  Pathologists 
point  out  that  some  fatalities  of  pregnant 
women  ascribed  to  acute  yellow  atrophy 
by  autopsy  diagnosis  are  actually  cases  of 
acute  infectious  hepatitis.  Moore  points 
out  that  the  symptoms  of  infectious  hepatitis 
include  anorexia,  vomiting,  vague  abdominal 
pains,  lassitude,  and  changes  in  bowel  habits. 
These  symptoms  are,  of  course,  frequently  en- 
countered in  “routine”  prenatal  visits.  The 


* Moore,  W.  J. ; Infectious  hepatitis  and  pregnancy, 
Obst.  & Gynec.  16  : 693  (Dec.)  1960. 
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symptoms,  if  accompanied  by  fever  and 
jaundice,  would  alert  the  physician  as  to  the 
possibility  of  hepatitis.  Jaundice  is  some- 
times a late  sign  and  it  is  not  too  helpful, 
but  generalized  pruritis  is  said  to  be  a fairly 
common  symptom  in  pregnancy  in  nonicteric 
cases. 

An  accurate  diagnosis  is  additionally  diffi- 
cult because  some  of  the  laboratory  tests 
ordinarily  relied  on  are  not  reliable  in 
pregnant  patients.  Moore  states  that  the 
only  reliable  tests  in  pregnancy  are  deter- 
mined by  serum  glutamic  pyruvic  trans- 
aminase and  by  serum  glutamic  oxalacetic 
transaminase,  by  thymol  turbidity,  and  by 
cephalin  flocculation  and  van  den  Bergh’s 
test. 

Treatment  of  Infectious  Hepatitis 

There  is  no  present  specific  treatment  for 
acute  hepatitis.  There  is  however,  the 
distinct  possibility  of  preventing  or  modify- 
ing the  disease  by  providing  immunity  to 
patients  exposed  to  hepatitis  by  the  prompt 
use  of  gamma  globulin.  This  immunization 
procedure  would  seem  to  be  particularly  im- 
portant in  pregnant  women  in  whom  the 
increased  severity  and  relatively  high 
mortality  rate  of  this  disease  have  been 
mentioned.  There  is,  additionally,  an  in- 
creased risk  of  a postpartum  hemorrhage, 
there  is  some  evidence  that  the  virus  can  be 
transmitted  to  the  fetus,  and  some  cases  of 
congenital  cirrhosis  of  the  liver  may  be 
associated  with  maternal  hepatitis. 

Serum  hepatitis  is  caused  by  a virus  with 
a long  incubation  period  (from  sixty  to  one 
hundred  days)  and  is  probably  trans- 
mitted only  from  human  serum.  Acute  in- 
fectious hepatitis,  with  a shorter  incubation 
period  (from  fifteen  to  forty  days)  is  the 
epidemic  disease.  The  etiologic  virus  is 
designated  as  “A”  and  is  usually  trans- 
mitted through  feces,  urine,  or  water. 
Exposure  to  the  virus  A form  of  hepatitis 
should  be  kept  in  mind,  and  exposed  patients 
should  be  immunized. 

Little  seems  to  be  known  about  the  possi- 
ble effect  of  acute  hepatitis  when  it  is  ac- 


quired by  a woman  in  the  early  weeks  of 
pregnancy.  One  wonders  if  future  investi- 
gation might  not  reveal  a relationship  be- 
tween this  virus  disease  and  some  congenital 
anomalies  in  a pattern  similar  to  that  of 
German  measles  infections  in  the  first  tri- 
mester of  pregnancy. 

The  present  status  of  treatment  of  acute 
infectious  hepatitis  in  pregnant  women  seems 
to  be  a matter  of  supportive  measures  with 
special  attention  to  diet.  There  are  reports 
that  the  use  of  corticosteroid  hormones, 
given  very  early  in  the  disease,  may  be 
helpful. 

Comment 

The  future  handling  of  acute  infectious 
hepatitis  may  be  a different  and  happier 
story.  Reports  emanating  from  scientists 
of  the  Parke-Davis  organization,  working  at 
present  with  Joseph  D.  Boggs,  M.D., 
Director  of  Laboratories  of  Children’s 
Memorial  Hospital  of  Chicago  and  Associate 
Professor  of  Pathology  at  Northwestern 
University  Medical  School,  are  encouraging. 
Three  strains  of  viruses  capable  of  causing 
infectious  hepatitis  have  been  isolated.  Dr. 
Boggs,  working  with  a team  including  W.  A. 
Rightsel,  M.D.,  and  Dr.  I.  W.  McLean, 
have  produced  a vaccine  which  has  produced 
at  least  temporary  immunity  in  a group  of 
human  experimental  subjects.  The  work  of 
this  group  and  others  engaged  in  parallel 
investigative  virology  research  may  well  re- 
sult in  an  efficacious  and  practical  vaccine 
that  will  successfully  prevent  acute  infectious 
hepatitis. 

We  are  dealing,  however,  with  the  present. 
Moore’s  suggestions  are  very  appropriate. 
The  possibility  of  acute  hepatitis  in  pregnant 
women  should  be  kept  in  mind,  both  as  a 
sporadic  possibility  and  in  the  presence  of 
known  epidemics.  Treatment  is  essentially 
supportive  with  a mindfulness  of  the  special 
hazards  that  pregnancy  presents.  Certainly 
gamma  globulin  should  be  given  to  cases 
with  known  exposure. 
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A series  prepared  by 

HAROLD  JACOBZINER,  M.D.,  Assistant  Commissioner,  New  York  City  Department  of 
Health;  Medical  Director,  Poison  Control  Center 

HARRY  w.  RAYBiN,  M.S.,  Technical  Director,  Poison  Control  Center 


Amphetamine  Poisoning 


The  following  incidents  were  reported  re- 
cently to  the  New  A^ork  City  Poison 
Control  Center. 

Incident  1 

Substance  Ingested  Age  Sex 

Dextro  Amphet-  3 years  Male 

amine  Sulfate 

The  mother  of  the  child  stated  that  the 
family  had  just  returned  from  vacation  and 
suitcases  were  left  open  on  the  bedroom  floor. 
The  child  walked  over  when  the  mother  was 
not  looking,  took  a bottle  containing  the  dex- 
tro amphetamine  sulfate  tablets  from  the 
suitcase,  opened  it,  and  swallowed  four  or  five 
pills.  A few  minutes  later  the  mother  no- 
ticed that  the  child  was  drowsy,  and  his  lips 
were  green. 

The  patient  was  taken  to  a hospital  where 
the  only  finding  on  admission  was  stupor. 
He  was  observed  for  twenty-four  hours  and 
sent  home  as  fully  recovered. 

Incident  2 

Substance  Ingested  Age  Sex 

Amphetamine  3 years  Female 

4V2  years  Female 


The  older  sibling  climbed  up  to  the  kitchen 
cabinet,  removed  a bottle  containmg  am- 
phetamine tablets  from  the  top  shelf,  swal- 
lowed an  unknown  quantity  of  them,  and 
shared  the  “loot”  with  a younger  sister. 
When  the  mother  discovered  what  had  hap- 
pened, the  children  were  taken  to  a hospital 
emergency  room  within  a half-hour  following 
the  ingestion.  Their  stomachs  were  lavaged 
with  saline,  and  both  were  admitted  to  the 
inpatient  service. 

On  admission  to  the  ward  both  patients 
appeared  hyperactive  and  nervous,  and 
“they  just  couldn’t  sit  still.”  They  were 
treated  m the  hospital  with  Luminal  sodium 
and  Thorazine  and  after  three  days  made  a 
complete  recovery. 

Incident  3 


Substance  Ingested 

Age 

Sex 

Methylamphet- 

3 years 

Male 

amine  Pheno- 

4 years 

Alale 

barbital 

The  two  youngsters 

were  playmg  outside 

their  home  when  they  were  given  some 
“candy”  by  an  adult  passerby.  The  older 
boy  apparently  ate  about  a handful,  and 
two  hours  later  he  was  taken  to  the  emer- 
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geiicy  room  of  Long  Island  Jewish  Hospital 
with  ataxia,  excitability,  shakiness  of  the 
upper  extremities,  moderately  dilated  pupils 
which  responded  readily  to  light,  a tachy- 
cardia of  160  per  minute,  dry  mouth  and 
coated  tongue,  and  a malar  flush.  Subse- 
quently, the  child  vomited  on  several  occa- 
sions. The  patient’s  stomach  was  lavaged 
with  saline.  The  carbon  dioxide,  electro- 
lytes, and  blood  urea  nitrogen  were  normal. 
The  urine  showed  no  protein  or  acetone,  and 
the  blood  count  was  normal.  He  was  ad- 
mitted to  the  hospital  and  given  intravenous 
fluids.  The  child’s  main  symptoms  were 
excitability,  inability  to  fall  asleep,  and  ram- 
bling speech;  he  remained  awake  for  thirty- 
six  hours.  The  pupils  and  flush  returned  to 
normal  after  eighteen  hours;  the  pulse  re- 
turned to  normal  twelve  hours  after  the 
“candy”  was  ingested.  The  child  was  ready 
for  discharge  three  days  after  admission. 

The  “candy”  which  the  patient  ingested 
was  given  to  him  by  a recluse  who  lives  by 
gathering  food  from  garbage  cans.  He  ap- 
parently found  a box  of  these  tablets  which 
he  thought  were  candy  and  had  been  eat- 
ing them  for  about  ten  days  without  unto- 
ward symptoms.  He  thought  he  was  doing 
the  children  a favor  by  giving  them  “candy.” 
The  pills  resemble  small,  round  candies  and 
are  coated  yellow,  white,  and  red. 

A sample  of  the  pills  accompanied  the  re- 
port submitted  by  the  chief  pediatric  resident 
of  Long  Island  Jewish  Hospital.  They  were 
sent  to  the  Health  Department  laboratory 
for  analysis.  The  analysis  showed  that  all 
the  tablets  contained  methylamphetamine 
and  that,  in  addition,  the  red-colored  ones 
contained  phe  no  barbital. 

The  younger  child  stated  he  took  only  one 
or  two  “candies”  and  appeared  in  the  emer- 
gency room  of  Long  Island  Jewish  Hospital 
some  twelve  hours  after  the  ingestion  with  an 
inability  to  fall  asleep,  hyperexcitability, 
dilated  pupils,  slight  tachycardia,  dry  mouth, 
and  flushed  face.  A neurologic  examination 
revealed  normal  findings.  Occasional  vomit- 
ing was  noted.  He  was  admitted  to  the  hos- 
pital and  given  symptomatic  and  supportive 


therapy  including  forced  fluids.  The  electro- 
lytes, carbon  dioxide,  blood  urea  nitrogen, 
blood  count,  and  urinalysis  were  unremark- 
able. His  symptoms  abated  in  from  eighteen 
to  twenty-four  hours,  and  he  was  ready  for 
discharge  two  days  later. 

Incident  4 

Substance  Ingested  Age  Sex 

Weight  Reducing  16  months  Female 
Pills  (metham- 
phetamine  15 
mg.,  phenobar- 
bital  1 grain) 

While  the  mother  was  visiting  a neighbor 
with  her  children,  this  sixteen-month-old  in- 
fant picked  up  a bottle  of  pills.  The  mother 
saw  the  child  holding  the  open  bottle  and 
assumed  she  might  have  taken  the  pills. 
She  reached  into  the  child’s  mouth  with  her 
finger,  extracted  one  pill,  and  caused  the 
child  to  vomit.  The  child  was  taken  to 
Booth  Memorial  Hospital.  On  admission 
the  mother  related  that  the  patient  had  swal- 
lowed an  undetermined  number  of  orange- 
colored  reducing  pills.  The  Poison  Control 
Center  was  called,  and  the  pills  were  identi- 
fied as  reducing  pills  containing  metham- 
phetamine  15  mg.  and  phenobarbital  1 grain. 

At  the  hospital  a gastric  lavage  was  done, 
but  no  tablets  or  any  particular  substances 
were  recovered.  The  child  was  said  to  be 
well  except  for  a history  suggestive  of  al- 
lergy, and  the  mother  admitted,  also,  that 
the  child  was  suffering  from  pica. 

A physical  examination  revealed  a well- 
nourished,  highly  febrile,  overactive  and 
alert  white  female  with  a flat  face.  Her 
blood  pressure  was  90/60.  The  pupils  were 
slightly  dilated  but  equal  on  both  sides  and 
reacted  to  light  and  accommodation.  The 
heart  was  tachycardic  at  150  beats  per  min- 
ute, and  there  were  no  murmurs.  The  respi- 
rations were  rapid  but  regular  with  the  re- 
spiratory rate  28  per  minute  and  clear  from 
anterior  to  posterior.  The  abdomen  was  soft 
and  flat.  The  liver  and  spleen  were  not  pal- 
pable. The  abdominal  reflexes  showed  posi- 
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tive  findings.  The  deep  tendon  reflexes 
were  intact,  and  there  were  no  hyperactive 
reflexes. 

For  about  twelve  hours  after  admission 
the  patient  continued  to  be  markedly  rest- 
less. She  contmued  to  have  marked  agita- 
tion and  inability  to  sleep  in  spite  of  the  bar- 
biturates given.  Her  oral  intake  was  ade- 
quate, and  her  urinary  secretion  was  suffi- 
cient. About  twenty-four  hours  after  ad- 
mission she  became  semicomatose  with  re- 
sponse to  stimuli.  Inasmuch  as  this  was  a 
slowly  subsiding  amphetamme  poisonmg, 
conservative  management  w'as  advised.  On 
the  second  hospital  day  considerable  im- 
provement was  noted.  The  fluid  intake  was 
adequate.  Except  for  Seconal  sodium  40  mg. 
intramuscularly  on  admission  and  600,000 
units  of  procaine  penicilhn,  no  other  medica- 
tion was  given.  The  patient  was  discharged 
on  the  fourth  hospital  day  in  good  condition. 

Comment 

Amphetamine  sulfate  is  widely  used  in  the 
treatment  of  obesity  because  of  its  anorexi- 
genic  action.  It  also  is  used  as  a stimulant  of 
the  central  nervous  system,  as  an  antihyp- 
notic, for  mood  elevating,  for  nausea  of  preg- 
nancy, for  epilepsy,  in  the  treatment  of  enu- 
resis, as  a nasal  decongestant,  and  for  a host 
of  other  ill-defined  conditions. 

It  generally  acts  hke  ephedrine.  The  ano- 
rexigenic  action  may  be  due  to  its  action  on 
the  brain.  It  is  possible  that  because  of  the 
drug’s  adrenergic  action  a feeling  of  satia- 
tion is  obtamed  early;  it  also  may  be  due  in 
part  to  a depression  of  taste  and  smell. 

In  acute  poisoning  from  overdosages  by 
ingestion,  inhalation,  injection,  or  topical 
application  (nasal  decongestants)  there  may 
result  nausea,  vomiting,  mydriasis,  blurred 
vision,  poor  reaction  to  light  and  accommo- 
dation, irritabihty,  talkativeness,  nervous- 
ness, tachycardia,  chills,  numbness,  loss  of 
sense  of  smell,  dryness  of  the  mouth  and 
throat,  euphoria,  abdominal  distention, 
headaches,  confusion,  spasms,  emphysema, 


dyspnea,  cyanosis,  elevated  blood  pressure 
which  later  may  show  a marked  drop,  and 
hyperpyrexia.  While  the  mental  activity  is 
increased,  efficiency  is  not  increased.  The 
initial  euphoria  may  be  followed  by  insom- 
nia and  mental  depression  and  unconscious- 
ness; tremors,  convulsions,  and  coma  also 
may  develop.  When  the  acute  symptoms 
subside,  hematuria  and  an  anemia  may  de- 
velop. While  fatahties  are  rare,  they  do  oc- 
cur from  respiratory  failure.  In  children,  5 
mg.  per  kilogram  of  body  weight  can  be 
fatal,  and  the  lethal  dose  for  adults  is  esti- 
mated at  from  20  to  25  mg.  per  kilogram  of 
body  weight. 

Chronic  poisoning  may  occur  from  pro- 
longed use.  It  leads  to  personality  changes 
and  may  cause  habituation,  mental  disor- 
ders, and  weight  loss.  In  general,  the  symp- 
toms are  those  referrable  to  the  central  nerv- 
ous, gastrointestinal,  and  cardiovascular  sys- 
tems. 

The  treatment  of  acute  poisoning  is  chiefly 
supportive  and  symptomatic.  Water  and 
milk  may  be  given  as  first-aid  measures 
to  delay  absorption.  Vomiting  should  be  in- 
duced if  the  patient  is  not  comatose.  The 
stomach  should  be  lavaged  promptly.  For 
excessive  cyanosis,  artificial  respiration  may 
be  necessary.  The  excitatory  effects  may  be 
relieved  by  chlorpromazine  hydrochloride,  15 
mg.  intramuscularly,  for  children.  It  is 
more  effective  than  a barbiturate  which  is 
required  in  large  doses.  The  treatment  of 
chronic  poisoning  is  prompt  withdrawal  of 
the  drug  and  supportive  measures. 

All  preparations  containing  amphetamine 
should  be  viewed  as  potentially  hazardous, 
and  the  physician  should  instruct  his  patients 
in  the  evils  of  self-medication,  the  misuse 
and  abuse  of  such  preparations,  and  the  need 
for  proper  handling  and  storage.  The  last 
case  also  indicates  clearly  the  need  for  the 
proper  disposal  of  the  drug  after  its  use.  It 
should  never  be  discarded  where  it  could  be 
retrieved  by  unsuspecting  children  and/or 
adults. 


(Number  eighty-one  in  a series  of  Briefs  on  Accidental  Chemical  Poisonings) 
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Acute  Bronchial  Asthma  in  Children 

A Cardiopulmonary  Problem? 

DANIEL  BLITZ,  M.D.,*  WANTAGH,  NEW  YORK,  FILIPPO  A.  BALBONI,  M.D.,  GLEN  COVE,  NEW  YORK, 
AND  EUGENE  A.  STANCHI,  M.D.,  FREEPORT,  NEW  YORK 

(From  the  Pediatric  Department,  Meadowbrook  Hospital,  Hempstead,  New  York) 


The  prognosis  for  acutely  ill  asthmatic  infants 
and  children  is  always  serious,  and  deaths 
are  more  frequent  than  is  realized. Be- 
cause of  the  intricate  relationship  between  the 
lungs  and  the  heart  and  because  of  a suggestive 
symptomatology  presented  by  these  children, 
cardiac  decompensation  and  “cardiopulmonary” 
failure  has  been  thought  to  be  responsible  for 
their  deaths.®  This  mechanism  appears  more 
vividly  evident  in  acute  bronchiolitis  where 
failure  of  these  two  systems  almost  invariably  is 
present  preterminally. 

The  advent  of  corticosteroids  has  improved 
greatly  the  treatment  of  status  asthmaticus  in 
children.  However,  the  steroids,  particularly  if 
in  conjunction  with  the  sympathomimetic  drugs, 
aminophylline,  antibiotics,  expectorants,  fluid  and 
electrolyte  replacement  and  oxygen  have  been 
especially  effective.®'^  The  addition  of  “car- 
diac” drugs  to  this  treatment  may  further  im- 
prove the  prognosis  in  cases  where  circulatory 
deficits  exist. 

The  purpose  of  this  work  is  to  discuss  the  prob- 
lems faced  by  the  clinician  when  treating  status 
asthmaticus,  particularly  from  the  cardiac  view- 
j point  of  diagnosis  and  treatment.  Two  clinical 
cases  will  be  presented.  These  children,  seriously 
ill  because  of  acute  asthma,  showed  some  features 
suggesting  cardiopulmonary  distress  and  ap- 
peared to  benefit  from  treatment  aimed  at  re- 
lieving such  a condition. 

Case  Reports 

Case  1. — A three-year-old  white  female  was 
admitted  to  Meadowbrook  Hospital  on  October 
25,  1959,  at  7:58  p.m.  For  twelve  hours  prior  to 
hospitalization  the  patient  had  received  steroids 


* Deceased. 


and  epinephrine  by  injection  for  acute  bronchial 
asthma,  with  no  relief.  She  had  had  numerous 
attacks  of  bronchial  asthma  during  the  past  year 
which  had  responded  to  theophylline  prepara- 
tions, steroids,  and  epinephrine.  Atopic  derma- 
titis was  present  in  infancy  and  cleared  up  at 
two  years  of  age.  There  was  no  history  or  evi- 
dence of  heart  disease.  There  was  no  familial 
background  of  allergies. 

On  admission  the  patient  was  in  marked  re- 
spiratory distress,  with  subcostal  retractions  and 
generalized  cyanosis.  The  tongue  was  dry,  and 
she  appeared  pale  and  listless.  The  temperature 
was  100.2  F.,  pulse  was  140,  and  respirations  were 
40.  The  pharynx  and  tonsils  were  slightly  in- 
jected. Squeaking  rales  were  heard  throughout 
the  chest.  The  heart  sounds  were  distant  and 
rapid;  no  murmurs  were  heard  and  no  clinical 
enlargement  was  detected.  The  liver  and  spleen 
were  not  palpable. 

The  white  blood  cell  count  was  16,800  with 
79  per  cent  neutrophils  and  21  per  cent  lympho- 
cytes. The  hemoglobin  was  11  Gm.  per  100  ml., 
and  the  red  blood  cells  were  4.3  million.  The 
urine  showed  albumin,  2 plus;  sugar,  3 plus; 
acetone,  2 plus;  and  occasional  casts,  red  blood 
cells,  and  white  blood  cells.  A subsequent  urine 
test  was  normal. 

The  child  was  placed  immediately  in  an  oxygen 
tent  with  moisture,  intravenous  fluids  were 
started,  and  steroids  and  aminophylline  were 
administered  by  this  route.  Aqueous  AdrenaUn 
was  given  subcutaneously  for  two  minutes. 
Tetracycline,  prednisone,  and  potassium  iodide 
drops  were  given  orally  every  six  hours.  In 
spite  of  intense  therapy,  the  patient’s  general  con- 
dition deteriorated  twenty-four  hours  after  the 
onset  of  the  present  illness.  She  appeared  mori- 
bund, and  cyanosis  of  the  lips  and  skin  was  more 
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marked  despite  the  oxygen.  The  respirations 
were  more  labored  and  rapid,  with  marked  sub- 
costal retractions.  The  respiratory  rate  was  60 
and  the  pulse  rate  was  176  per  minute, 
breath  sounds  were  diminished  markedly,  and 
the  heart  sounds  were  distant.  The  patient  be- 
came more  cyanotic  when  she  was  out  of  the 
oxygen  tent.  An  x-ray  film  of  the  chest  taken 
that  day  showed  bilateral  diffuse  emph3^sema  and 
bilateral  bronchopneumonia.  The  radiogram 
also  suggested  marked  hepatomegal}^  There 
was  no  obvious  cardiomegal3^ 

At  this  point  the  treatment  given  appeared  un- 
able to  control  the  patients  downhill  course.  Be- 
cause of  poor  heart  tones,  tachycardia,  and 
hepatomegaly,  the  attending  physician  felt 
justified  in  starting  digitalis  treatment.  Intra- 
muscular digoxin  (Lanoxin)  was  given  (0.02  mg. 
per  pound) ; one  half  of  the  total  dose  was  given 
initiallj',  and  the  remaining  half  was  administered 
in  two  divided  doses  over  a period  of  twelve 
hours. 

Within  twenty-four  hours  after  digitalis  treat- 
ment was  started,  marked  improvement  was 
noted.  The  cyanosis  had  disappeared,  the  car- 
diac rate  was  110,  and  the  respirations  were  30. 
No  hepatomegalj^  was  present,  and  onlj'  occa- 
sional coarse  rhonchi  over  both  bases  were  heard. 
Because  of  this,  intravenous  medications  and  the 
o.xygen  were  discontinued.  However,  the  patient 
continued  to  receive  steroids,  Achromj'cin, 
iodides,  and  ejjhedrine  by  mouth.  At  this  time 
a chest  .x-raj'  film  showed  increased  parenchymal 
markings,  the  disappearance  of  emphj'sema,  and 
no  evidence  of  liver  enlargement.  The  patient 
was  discharged  in  good  condition  on  October  29, 
1959. 

Comment. — The  clinical  diagnosis  of  cardiac 
failure  was  made  at  the  time  the  child  was  severe- 
Ij'  ill.  Since  then,  we  have  deplored  the  fact  that 
the  opportunity  was  lost  to  corroborate  the  diag- 
nosis of  cardiac  failure  with  venous  pressures, 
fluorescein  circulation  time,  and  serial  electro- 
cardiograms. 

A complete  allergy  work-up  done  subsequent 
to  discharge  revealed  many  skin  tests  with  posi- 
tive results.  A cat  and  dog  were  eliminated  from 
the  home.  The  child  received  desensitization 
treatment  for  house  dust,  ragweed,  molds,  grasses, 
plantain,  and  a mixture  of  trees.  She  has  done 
well  in  the  ])ast  year,  having  had  only  one  mild 
asthmatic  attack  in  November,  1960.  The  child 
was  examined  repeatedly  after  this  ej)isode,  and 


there  was  never  any  evidence  of  cardiac  signs  or 
symptoms. 

Case  2. — A fourtecn-month-old  white  female 
was  admitted  to  the  Meadowbrook  Hospital  on 
March  14,  1960,  at  11 : 30  p.m.  because  of  difficultj^ 
in  breathing  and  wheezing  for  the  past  eight 
hours.  At  home  she  had  received  an  antihis- 
tamine and  a bronchodilator  by  mouth.  Her 
parents  stated  that  the  patient  had  four  jjrevious 
episodes  of  wheezing  during  the  past  several 
months.  Her  maternal  grandfather  and  cousin 
both  have  bronchial  asthma. 

The  child  became  ill  on  the  daj^  of  admission. 
She  had  a running  nose,  a cough,  and  her  temper- 
ature was  100  F.  She  started  to  wheeze  earh' 
that  evening  and  became  progressively'  worse. 
On  physical  examination  the  patient  was  in  slight 
respiratory  distress.  The  temperature  was  99.6 
F.,  the  pulse  was  144,  and  the  respirations  were 
44.  The  pharymx  was  slightly'  injected  and  the 
tongue  was  dry'.  There  were  moderate  sub- 
costal retractions.  Rhonchi  and  squeaking  rales 
were  heard.  The  heart  rate  was  rapid,  no  mur- 
murs were  heard,  and  the  liver  and  spleen  were 
not  abnormal.  The  white  blood  cell  count  was 
26,900  with  71  per  cent  neutrophils,  22  per  cent 
lyunphocytes,  1 per  cent  monocytes,  and  2 per 
cent  eosinophils.  The  hemoglobin  was  10.2  Gm. 
per  100  ml.  A throat  culture  grew  alpha  strep- 
tococci and  Staphy'lococcus  aureus,  coagulase 
positive. 

The  child  was  placed  in  an  oxygen  tent  with 
moisture.  She  was  given  a clysis,  penicillin 
(300,000  units  every'  twelve  hours  intramuscu- 
larly, and  Gantrisin  (350  mg.  every  six  hours  by' 
mouth).  The  medication  was  continued  during 
her  whole  hospital  stay'.  Four  hours  after  ad- 
mission the  patient’s  respiratory'  distress  in- 
creased, and  subcostal  retractions  were  marked. 
The  pulse  and  respirations  quickened  to  156  and 
60  respectively'.  The  breath  sounds  were  faint, 
but  squeaking  rales  were  heard.  The  jjatients 
lips  were  slightly  cy'anotic  in  the  o.xy'gen  tent. 
A ])arenteral  steroid  was  added  to  the  previous 
treatment. 

The  patient’s  condition  deteriorated  rapidly' 
ten  hours  after  admission.  Her  pulse  was  160 
and  her  respirations  were  60.  Pulmonary  venti- 
lation was  poor,  retractions  were  much  more 
marked,  and  cyanosis  and  pallor  were  noted  even 
in  the  o.xygen  tent.  The  liver  was  now  palpable 
2 fingerbreadths  below  the  right  costal  margin. 

Shortly  after  these  observations,  intramuscular 
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digoxin  was  added  to  the  previous  treatments; 
one  half  of  a total  dose  of  0.029  mg.  per  pound 
was  given,  and  the  remaining  half  was  divided 
into  two  equal  doses  to  be  given  at  six-hour  inter- 
vals. Because  of  very  poor  fluid  intake,  intra- 
venous fluids  were  started.  A x-ray  film  of  the 
chest  showed  moderate  emph}'sematous  changes 
bilaterally,  but  there  was  no  evidence  of  paren- 
chymal disease. 

Within  ten  hours  there  was  marked  improve- 
ment. The  cyanosis  disappeared  and  the  child 
became  more  alert.  The  pulse  was  130  and  the 
respirations  were  44  per  minute,  but  the  tempera- 
ture elevation  persisted  for  a day  or  two.  Occa- 
sional squeaking  rales  were  still  heard  in  the 
chest,  but  the  liver  was  palpable  within  the  nor- 
mal limits. 

All  intravenous  fluids  and  medication  were  dis- 
continued, as  well  as  oxygen  and  digitalis.  The 
oral  steroids  and  antibiotics  were  continued. 
The  patient  became  afebrile  in  forty-eight  hours 
and  was  sent  home  in  good  condition  on  March 
19,  1960. 

Comment. — This  infant  was  admitted  and  dis- 
charged with  the  diagnosis  of  bronchiolitis  with 
heart  failure  despite  the  past  history  of  four  pre- 
vious asthmatic  attacks.  A follow-up  by  one  of 
us  (D.B.)  revealed  that  this  child  continues  to 
have  mild  attacks  of  asthma.  The  gamma 
globulin  determination  was  normal.  Complete 
skin  testing  revealed  only  a strong  positive  reac- 
tion to  house  dust.  A palmar  sweat  test  was 
normal. 

The  rapidly  worsening  picture  and  again  the 
jjossibility  that  cardiac  complications  had  come 
into  plaj’  suggested  the  use  of  digitalis.  Again 
the  criteria  on  which  its  use  was  made  were  purely 
clinical  and  not  substantiated  by  ph3'siologic 
measurements. 

Comment 

The  2 cases  which  we  have  presented  underline 
the  problems  the  clinician  faces  when  he  is  deal- 
ing with  severe  cases  of  status  asthmaticus.  The 
question  of  whether  or  not  cardiac  involvement 
of  some  degree  accompanies  repeated  asthmatic 
respiratory  insults  has  been  discussed  in  the  past 
and  more  recently'  has  been  brought  to  our  atten- 
tion. The  majority  of  work  published  on  this 
subject  has  dealt  with  the  long-term  results  of 
chronic  asthma  in  the  adult,  and  the  usual  meth- 
ods of  evaluation  have  included  postmortem 
studies  of  cardiac  chambers. Clinical  ap- 


praisal has  been  discussed  in  a much  less  satis- 
factorjf  fashion  for  the  obvious  reason  that  an  ab- 
solute diagnosis  of  acute  right  heart  failure  is  diffi- 
cult unless  it  is  far  advanced,  and  it  is  frequentlj" 
clouded  by  the  pulmonary  findings. 

A measurement  that  would  satisfy  the  phj'siolo- 
gist  and  the  clinician  as  wtII  would  be  the  level  of 
the  right  ventricular  end-diastolic  pressure  at  the 
time  of  greatest  distress,  when  “cardiac”  treat- 
ments are  contemplated.  Lacking  such  data,  a 
thorough  clinical  evaluation  still  remains  our 
only  diagnostic  method. 

The  fact  that  cardiac  failure  is  usuallj'  a gradual 
and  reversible  process  if  its  causes  are  removed  or 
when  the  proper  medicinal  support  is  provided 
has  led  the  clinician  to  believe  that  “acute  cor 
pulmonale”  in  children  during  status  astlunaticus 
is  a clinical  possibilitj'.  Its  infrequency  and  re- 
versibility is  probably  the  key  factor  in  the  diffi- 
culty the  pathologist  encounters  when  trjdng  to 
recognize  postmortem  changes  related  to  acute 
cardiac  failure.  In  fact,  articles  dealing  with 
heart  disease  secondar\’  to  lung  disease  will  often 
state  that  asthma  is  a very  infrequent  cause  for 
pathologic  changes.*®-*^  There  is  even  doubt  as 
to  whether  or  not  such  a finding  exists.  Such 
changes,  as  are  seen,  for  instance,  in  severe 
fibrocj'stic  disease  of  the  lung,  are  not  encoun- 
tered because  asthma  is  an  intermittent  disease 
and  would,  therefore,  not  be  expected  to  cause 
permanent  changes  but  would,  rather,  involve  the 
circulatorj'  sj'stem  acutelj'.  This  acute  involve- 
ment of  the  heart  is  more  clearly'  understood  in 
acute  bronchiolitis,  where  cardiac  decompen- 
sation is  an  accepted  and  feared  complication. 

Our  discussion,  therefore,  centers  on  the  rea- 
sonable postulates  that  acute  right  atrial  and  ven- 
tricular decompensation  maj^  occur  possibly 
during  status  asthmaticus  and  that  its  pathologic 
evaluation  is  difficult  because  of  the  fact  that 
autopsy  changes  would  not  be  expected  in  this 
disease.  The  only  criteria  that  can  be  used  are 
clinical  evaluations  supported  b>'  roentgenologic 
and  electrocardiographic  studies. 

It  would  appear  sensible  that  if  a patient  in 
status  asthmaticus  was  deteriorating  progres- 
sively after  all  specific  medication  had  been  pro- 
vided and  an  evidence  of  failure  supervened,  a 
program  directed  toward  overcoming  this  compli- 
cation should  be  instituted.  The  common  find- 
ings that  one  maj'  encounter  under  these  circum- 
stances would  probably  include  liver  engorge- 
ment with  tenderness,  venous  distention,  edema, 
and  tachycardia.  The  venous  pressure  and  the 
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circulation  time  would  become  abnormal.  The 
chest  x-ray  film  might  show  right  atrial  and  right 
ventricular  enlargement,  with  distention  of  the 
vena  cava  and  of  the  pulmonary  artery.  Elec- 
trocardiographic tracings  obtained  serially  would 
also  show  evidence  of  progressive  P-wave  and 
electrical  axis  changes. 

In  regard  to  the  roentgenographic  evaluation 
of  cor  pulmonale,  one  should  not  expect  a total 
increase  in  the  cardiac  shadow;  occasionally,  in 
fact,  the  heart  may  appear  small  perhaps  owing 
to  pulmonary  overdistention.^^  The  suggestion 
is  made  that  a left  anterior  oblique  view  should 
be  taken,  since  the  size  of  the  right  ventricle  may 
be  more  obvious  in  this  view  than  in  the  antero- 
posterior view.  Acute  electrocardiographic 
changes  are  frequent,  as  in  permanent  evidence 
of  heart  strain.  These  permanent  changes  have 
been  described  in  young  adults,  but  not  in 
children.  Such  a clinical  evaluation  of  the 
patient  would  be  particularly  useful  if  it  would  be 
correlated  with  a similar  evaluation  performed 
during  the  initial  period  of  distress.  The  diag- 
nosis of  cardiac  failure  would  become  unquestion- 
able in  the  face  of  progressive  changes  in  cardiac 
status,  and  cardiac  therapy  would  be  not  only 
justifiable,  but  mandatory. 

Summary 

Cardiac  involvement  in  status  asthmaticus  in 
children  constitutes  a problem  in  interpretation 
and  diagnosis.  Owing  to  the  intermittent  nature 
of  the  disease,  pathologic  changes  are  minimal  or 
absent,  and  reliance  must  be  placed  on  a bedside 
interpretation  of  the  clinical  data. 

We  have  presented  2 typical  cases  of  status 
asthmaticus.  The  response  to  the  use  of  cardiac 
treatment  after  adequate  antiasthmatic  measures 
supported  the  clinical  impression  that  circulatory 
complications  in  these  patients  existed,  as  derived 
from  physical  examination  and  other  pertinent 
studies. 
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Pigmented  Villonodular  Synovitis 

JAMES  E.  HOLMBLAD,  M.D.,  AND  JAMES  W.  HARKNESS,  M.B.,  CH.B.,  SCHENECTADY,  NEW  YORK 
{From  the  Department  of  Orthopedic  Surgery,  Ellis  Hospital) 


The  following  is  a case  report  of  pigmented 
villonodular  synovitis  in  a child. 

Case  Report 

A nine-year-old  white  male  was  first  seen  by 
us  on  March  12,  1956,  with  a complaint  of  pain 
and  swelling  in  the  right  ankle  region.  He  had 
previously  been  treated  at  another  hospital 
where  the  following  information  was  obtained. 

On  December  12,  1955,  the  child  was  treated 
for  a laceration  of  the  right  knee.  At  the  time 
of  suture  no  other  lesion  of  the  limb  was  apparent, 
and  the  wound  healed  by  primary  intention. 
Subsequently,  seven  to  ten  days  later,  a swelling 
arose  in  the  right  ankle  region  which  was  at- 
tributed to  a kick  given  him  by  his  younger 
brother.  This  lesion  was  diagnosed  as  a hema- 
toma and  was  described  as  a rounded  mass  in 
the  subcutaneous  tissues  immediately  above  the 
lateral  malleolus.  The  skin  over  the  tumor  was 
thickened  and  erythematous,  and  there  was 
increased  local  temperature.  Since  the  mass  was 
fluctuant,  a diagnostic  puncture  was  carried  out 
with  the  aspiration  of  liquid  blood. 

In  spite  of  repeated  aspirations,  the  “hema- 
toma” persisted,  and  the  patient  was  admitted 
to  the  hospital  for  incision  and  drainage.  This 
was  accomplished  on  January  27,  1956,  and, 
although  the  old  clot  was  evacuated,  no  definite 
bleeding  point  could  be  detected.  The  wound 
was  closed  with  a superficial  drain  in  situ. 

Following  discharge  two  days  later,  the  bleed- 
ing continued  and  the  swelhng  became  noticeably 
increased  in  size.  An  examination  on  February 
22  revealed  an  enlargement  and  an  acute  in- 
flammation of  the  right  inguinal  lymph  nodes. 
The  child  was  again  admitted  to  the  hospital 
where  a further  incision  and  a drainage  of  the 
swelling  was  performed.  On  this  occasion  the 
wound  healed  promptly  with  the  exception  of  a 
small  area  where  a drain  had  been  inserted. 
However,  two  days  after  discharge,  on  March  4, 
the  patient  again  sustained  an  injury  to  the  right 
ankle,  with  a recurrence  of  the  hematoma. 
This  swelling  was  incised  under  local  anesthesia, 
and  bright  red,  fresh  blood  was  released. 

On  admission  to  Elfis  Hospital,  the  child  was 


described  as  being  a well-developed,  well- 
nourished,  and  somewhat  saUow  boy.  An  ex- 
amination of  the  right  ankle  revealed  a shiny, 
reddish-purple  swelling,  measuring  6 by  6 cm.  in 
the  area  lying  between  the  lateral  malleolus  and 
the  anterior  border  of  the  tibia.  A fresh  incision 
with  a protruding  gauze  drain  was  present  over 
the  swelhng,  as  well  as  two  other  healing  in- 
cisions, and  there  was  a slight  serosanguineous 
discharge.  On  palpation  the  tumor  was  mod- 
erately firm,  with  two  fluctuant  areas  at  the 
upper  pole.  A shght  increase  in  the  local  tem- 
perature was  present. 

The  oral  temperature  was  101.5  F.,  and  a gen- 
eralized, mild  lymphadenopathy  was  present.  Of 
more  importance,  however,  was  the  presence  of 
a lymph  node  measuring  2 by  3 cm.  in  the  right 
inguinal  region  and  another  node  measuring  1 by 
2 cm.  in  the  right  popliteal  fossa.  A general 
examination  revealed  substantially  negative 
findings,  and  a review  of  past  and  family  history 
was  unremarkable. 

The  laboratory  investigations  were  as  follows: 
The  packed  cell  volume  was  35  per  cent,  and  the 
white  blood  count  was  6,100  cells  per  cubic  mil- 
hmeter  with  a normal  differential.  The  hemo- 
globin was  66  per  cent  (11.2  Gm.  per  100  ml.). 
The  erythrocyte  sedimentation  rate  was  32  ml. 
in  one  hour.  A urinalysis  revealed  no  deviation 
from  the  normal.  A hemogram  three  days  after 
admission  showed  the  following:  red  cells, 

3.6  by  10.6  per  cubic  millimeter;  and  white  cells, 
5,000  per  cubic  millimeter.  The  hemoglobin  was 

10.6  Gm.  per  100  ml.,  and  the  packed  ceU  volume 
was  34.  The  reticulocytes  were  0.9  per  cent,  and 
the  platelets  were  259,000  per  cubic  millimeter. 
The  bleeding  time  was  four  minutes,  and  the 
coagulation  time,  by  the  Lee-White  method,  was 
fourteen  minutes.  The  clot  retraction  was  com- 
plete and  firm.  At  this  time  a provisional  diagno- 
sis of  infected  hematoma  was  made,  but  there 
was  some  fear  that  the  lesion  might  prove  to 
be  a vascular  neoplasm. 

Hospital  Course  and  Treatment. — Initially 
the  patient  was  treated  with  hot  packs  and 
penicillin,  but  since  the  wound  culture  showed 
the  infecting  organisms  to  be  Bacillus  pyo- 
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cyaneous  and  Bacillus  subtilis,  the  antibiotics 
were  switched  to  Combiotic  and  sulfadiazine, 
with  local  erythromycin.  Some  improvement 
occurred  on  this  regimen,  but  the  child  continued 
to  have  a temperature  elevation  of  100  F.  or 
more  every  afternoon.  Repeated  blood  cultures 
taken  during  these  periods  of  pyrexia  showed  con- 
sistently negative  findings,  and  there  was  no 
radiologic  evidence  of  osteomyelitis. 

Eleven  days  after  admission  the  previous  in- 
cisions were  reopened  and  drained  without  any 
subsequent  improvement.  In  view  of  this,  it 
was  decided  to  carry  out  a more  radical  exjjosure 
of  the  area.  An  adequate  incision  was  made  over 
the  tumor,  and  a mass  of  dark  brown  material 
resembling  granulation  tissue  was  found.  This 
tissue  was  removed  by  curettage,  and  there  did 
not  appear  to  be  any  definite  connection  between 
the  tissue  and  either  the  ankle  joint  or  the  pero- 
neal sheath. 

The  pathologist  reported:  “The  tissue  consists 
of  vascular,  fibrous,  connective  tissue  with 
spindle-shaped  and  ovoid  cells.  In  some  areas 
the  tissue  is  very  cellular  and  in  others  there  is  a 
fibrous  tissue  stroma.  The  over-all  picture  sug- 
gests a synovial  origin  and  there  is  extensive 
interstitial  hemorrhage  and  large  amounts  of 
pigment  resembling  hemosiderin.”  On  this 
basis,  a diagnosis  of  jiigmented  villonodular 
synovitis  was  established. 

Following  the  operation,  a dramatic  change 
occurred.  The  pyrexia  subsided  immediately, 
and  in  the  course  of  a few  days  the  jjalpable 
lymph  nodes  disappeared.  To  prevent  a recur- 
rence of  the  disease,  the  affected  ankle  was  ir- 
radiated on  three  occasions  at  two-day  intervals 
with  a total  dosage  of  1,600  r. 

Since  a small  skin  defect  (2  by  1.5  cm.)  was 
present,  it  was  covered  by  a split-thickness 
Thiersch’s  graft  to  accelerate  healing.  Since 
his  discharge,  the  patient  has  been  followed 
closely  and  has  been  in  perfect  health  without  a 
recurrence  of  the  disease. 

Comment 

The  condition  described  was  named  “pig- 
mented villonodular  S3'novitis”  by  Jaffe,  Lich- 
tenstein, and  Sutro^  but  has  been  reported  under 
various  names  (xanthoma,  xanthogranuloma. 


giant-cell  tumor,  and  villous  arthritis)  since 
Simon^  first  reported  a xanthoma  of  the  knee  in 
1865. 

The  histologic  picture  is  typical  of  neither  an 
infective  nor  a neoplastic  process,  and  the  etiol- 
ogy of  the  condition  is  obscure.  It  would  appear 
that  the  so-called  giant-cell  tumor  of  tendon 
sheaths  is  a variant  of  this  pathologic  process, 
.laffe^  believes  it  to  be  a nonbacterial  inflamma- 
tion and  disputes  the  theorj'^  of  local  lipoid  im- 
balance. 

Young  and  Hudacek^  were  able  to  produce  the 
lesion  in  the  knee  joints  of  dogs  by  repeated  in- 
tra-articular  injections  of  autogenous  blood. 
They  were,  however,  unable  to  duplicate  this 
success  in  tendon  sheaths.  Jaffe,  Lichtenstein, 
and  Sutro^  could  not  substantiate  these  results 
and  could  not  dispute  intra-articular  hemorrhage 
as  the  etiologic  agent.  x\fter  an  autopsy  of  a 
hemophiliac  ])atient  they  found  no  evidence  of 
pigmented  villonodular  sjmovitis. 

This  case  is  of  interest  since  the  condition  rarely 
occurs  before  the  second  decade.  The  diagnosis 
was  further  complicated  b^'  a secondary  in- 
fection, so  that  it  could  be  established  only  by 
biopsJ^ 

Although  no  connection  with  the  ankle  joint 
was  seen  at  oj^eration,  it  seems  likely  that  the 
condition  arose  from  the  ankle  or  inferior  tibio- 
fibular joint.  A similar  case  has  been  reported 
by  Minear'*  arising  from  the  tarsal  joints.  How- 
ever, it  is  possible  that  the  disease  had  its  origin 
in  an  adventitious  bursa. 
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Elongated  Styloid  Process^ 


CARL  BARON,  M.D.,  BROOKLYN,  NEW  YORK 


This  patient,  a white  female  age  thirty-eight, 
was  referred  to  my  office  for  examination  be- 
cause of  the  persistent  complaint  of  a sharp  pain  in 
the  throat  on  the  left  side,  radiating  to  the  left 
ear,  which  was  intensified  when  she  swallowed  or 
turned  her  head  to  the  affected  side.  She  gave 
a history  of  having  had  a “sore  throat’’  for  the 
past  five  years  and  said  that  during  the  past  four 
months  she  had  had  pain  on  the  left  side  of  her 
throat  and  in  her  left  ear  when  she  chewed, 
swallowed,  yawned,  and  turned  her  head  to  the 
left  side.  She  stated  that  she  had  consulted 
several  physicians  about  this  condition  and  that 
since  no  evident  pathologic  condition  was  found 
she  was  given  traiuiuilizers  and  told  that  it  was 
a psychosomatic  condition. 

An  examination  revealed  a white  female,  who 
did  not  look  acutely  ill  but  who  aiipeared  very 
anxious  about  her  condition.  Both  tympanic 
membranes  were  intact,  looked  normal,  and  moved 
freely  on  insufflation.  The  nose  was  normal  ex- 
cept for  a minimal  deviation  of  the  septum.  The 
pharynx  looked  normal,  and  the  tonsils  were 
small  and  looked  innocuous.  Indirect  laryngos- 
copy revealed  no  abnormalities.  Paljiation 
along  the  region  of  the  left  styloid  process,  e.\- 
ternally,  revealed  tenderness  along  the  course 
of  this  bone  down  to  and  just  below  the  angle  of 
the  mandible.  An  x-ray  examination  revealed  an 
elongated  styloid  process  with  curvature  medially. 

Palpation  with  the  finger  in  the  left  tonsillar 
fossa,  oven  though  the  tonsil  was  still  presimt, 
reveah'd  readily  that  the  styloid  process  extended 
down  as  far  as  the  lower  pole  of  the  tonsillar 
fossa.  Pressure  on  the  process  elicited  intensifi- 
cation of  all  symiitoms  described  previously.  An 
interesting  side  light  was  that  palpation  of  the 
right  tonsillar  fossa  also  revealed  an  elongation  of 
the  styloid  process,  but  only  as  far  as  the  middle  of 
the  fossa.  Pressure  on  this  side  did  not  elicit 
any  pain. 

A very  gratifying  incident  occurred  when  I 
told  this  patient  that  I had  found  the  source  of 
her  trouble.  The  look  of  an.xiety  faded  from  her 
countenance,  and  she  expressed  great  relief  that 
the  stigma  of  psychoneurosis  had  been  suddenly 


removed. 

An  Eagle^  procedure  for  excision  of  the  excessive 
bone  was  performeel.  The  left  tonsil  was  re- 
moved, and  hemostasis  was  effected.  An  incision 
was  made  in  the  tonsil  capsule  parallel  to  and 
over  the  styloid  process,  down  to  its  tip  in  the 
lower  jiole  of  the  fossa.  A blunt  dissection  with  a 
hemostat  separated  the  soft  tissues  over  the 
bony  process.  Then  a curved  elevator  was  used 
to  strip  the  styloid  process,  from  its  tip  up  to  a 
point  at  about  the  level  of  the  upper  end  of  the 
fossa.  Then  the  attachment  of  the  stylohyoid 
ligament  at  the  tip  of  the  process  was  cut  with 
scissors.  A cutting  rongeur  was  used  to  fracture 
off  the  excess  styloid  process  at  a jioint  just  below 
the  junction  of  the  anterior  and  posterior  jiillars  of 
of  the  tonsil.  Two  cm.  of  the  process  were  re- 
moved. The  ragged  surface  at  the  fracture  line 
was  smoothed  with  a rasp  to  jirevent  ti'aring  of 
soft  tissue.  Hemostasis  was  effected,  and  the 
wound  was  closed  with  jilain  catgut  sutures. 

The  postoperative  course  was  uneventful,  and 
the  jiatient  left  the  hospital  on  the  fourth  jiost- 
operative  day.  Interestingly,  the  ])ain  in  the 
(>ar,  that  was  one  of  the  most  prominent  pre- 
opi'rative  symptoms,  disappeared  twenty-four 
hours  postoperatively  and  did  not  return.  The 
patient  has  had  no  complaints  referable  to  the 
operative  area  since  the  surgical  wound  healed. 

Comment 

The  one  thing  that  impressed  me  about  this 
case  was  the  ease  with  which  this  diagnosis  can 
be  made  merely  by  palpation  in  the  tonsillar 
fossa.  1 have  resolved  that  henceforth  when 
any  patient  has  unexplained  persistent  pain  in 
the  throat  and  ear,  I will  palpate  the  tonsillar 
fossa  intraorally. 

16  Clarkson  Avenue 
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closed  Rupiure  of  the  Cervical  Trachea  with  Separation 

of  the  Segments 

ROBERT  R.  JOHNSON,  M.D.,  AND  KENDALL  STEARNS,  M.D.,  HUDSON,  NEW  YORK 
{From  the  Rip  Van  Winkle  Clinic) 


Much  has  been  written  in  the  last  decade 
concerning  closed-chest  trauma,  and  par- 
ticularly about  the  recognition  and  management 
of  traumatic  rupture  of  the  bronchial  tree. 
Closed  rupture  of  one  bronchus  may  leave  a suffi- 
cient reserve  via  the  contralateral  lung  to  main- 
tain life  for  a time  prior  to  the  development  of 
tension  or  other  symptoms.  Closed  tracheal 
lacerations  without  a loss  of  continuity  usually 
create  a similar  situation  and  may  be  missed  en- 
tirely if  continuity  is  not  greatly  disturbed. 
Often  they  are  recognized  only  when  stricture  for- 
mation develops.  Open  lacerations  of  the  tra- 
chea provide  their  own  decompression  and  airway. 
However,  closed  rupture  of  the  trachea  with 
separation  of  the  segments  rapidly  suffocates  the 
patient  from  airway  obstruction  due  to  the  aspira- 
tion of  blood,  tissue  occlusion  of  the  fractured 
lower  segment,  or  both.  These  pose  an  immedi- 
ate threat  to  life  and  demand  immediate  operative 
correction.  This  paper  documents  the  details  of 
surgical  management  which  was  successful  in 
such  an  injury. 

Case  Report 

A thirty-two-year-old  white  male  was  pinned 
against  the  steering  wheel  by  the  impact  of  a 
head-on  collision  and  the  weight  of  the  backseat 
passengers  who  were  thrown  forward  on  top  of 
him.  Two  physicians  happened  on  the  scene  at 
once  and  assisted  in  extricating  the  patient. 
He  was  unconscious  and  in  respiratory  distress. 
The  presence  of  the  physicians  facilitated  a 
prompt  evacuation  to  the  Emergency  Room  of 
Columbia  Memorial  Hospital. 

On  arrival  the  patient  was  comatose  and  ashen 
in  color;  he  was  not  breathing  and  appeared 
dead.  Copious  amounts  of  bloody  mucus  were 
obtained  by  nasotracheal  aspiration.  A respira- 
tory exchange  appeared,  and  subcutaneous  em- 
physema was  observed  in  the  neck  and  supraster- 
nal notch  which  fluctuated  with  respiratory  ex- 
cursion (Fig.  1) . A tracheal  injury  was  suspected, 
and  an  incision  was  made  for  the  purpose  of 
tracheostomy.  When  the  neck  was  opened,  the 


Fig.  1.  Supine  chest  roentgenogram  taken  one 
hour  after  admission  showing  subcutaneous  em- 
physema in  the  neck  and  atelectasis  in  right  lung  due 
to  aspiration. 

trachea  was  found  to  be  transected  at  the  level 
of  the  second  tracheal  ring  with  retraction  of  the 
lower  tracheal  segment  downward  into  the  supe- 
rior mediastinum  beneath  the  sternum.  It  was 
grasped  with  an  Allis  clamp  and  drawn  upward 
to  the  skin  incision  where  it  was  sutured  circum- 
ferentially (Fig.  2).  Suction  produced  consider- 
able bloody  mucus.  The  respiratory  exchange 
improved  greatly,  the  pulse  and  blood  pressure 
were  promptly  restored,  and  cyanosis  disap- 
peared. However,  the  patient  remained  coma- 
tose. 

An  examination  revealed  fractures  of  the  nasal 
bones  and  the  maxilla  with  “pushback”  depres- 
sion of  the  midface,  an  extensive  compound  frac- 
ture of  the  body  of  the  mandible,  posterior  dis- 
location of  the  left  hip,  and  minor  lacerations. 
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Fig.  2.  Lateral  roentgenogram  of  neck  showing 
termination  of  air  column  in  blind  proximal  tracheal 
segment  and  giving  some  idea  of  mobility  of  sepa- 
rated lower  tracheal  segment.  The  trachea  is 
sutured  to  the  skin. 


There  were  no  sternal  or  rib  fractures  present, 
and  there  was  no  pneumothora.x.  Diminished 
breath  sounds  with  numerous  rhonchi  were  audi- 
ble over  both  lung  fields.  The  dislocation  of  the 
left  hip  was  reduced  one  hour  after  admission 
without  anesthesia.  Primary  repair  of  the  tra- 
cheal injury  was  felt  to  be  contraindicated  be- 
cause of  the  severe  head  injury  wdth  a comatose 
state  which  persisted  for  eight  hours  after  ad- 
mission. Signs  of  concussion  cleared  over  a 
period  of  days,  and  the  facial  bone  fractures  were 
stabilized  by  interosseous  and  interdental  wiring 
under  general  anesthesia  which  was  administered 
via  the  tracheostomy  tube.  The  patient  was 
discharged  from  the  hospital  three  weeks  after 
admission,  at  which  time  he  had  a completely 
normal  chest  roentgenogram. 

After  an  interval  of  two  months,  the  patient 
was  readmitted  to  the  hospital,  and  a tracheal 
reconstruction  with  end-to-end  anastomosis  was 
carried  out.  At  this  operation  the  upper  tracheal 
segment  was  identified  and  prepared  for  anasto- 
mosis while  anesthesia  was  administered  through 
an  endotracheal  tube  in  the  open  end  of  the  lower 


tracheal  segment.  At  the  appropriate  time  an 
endotracheal  tube  was  passed  from  above,  bridg- 
ing the  defect,  and  the  anastomosis  was  com- 
pleted. There  was  no  tension  since  the  retrac- 
tion of  the  lower  segment  had  not  been  permitted. 
An  elective  tracheostomy  was  performed  in  the 
suprasternal  notch.  This  was  removed  after  ten 
days,  and  the  patient  was  discharged  two  weeks 
after  the  operation.  His  only  problem  since  the 
repair  has  been  partial  obstruction  at  the  glottic 
level  due  to  fibrous  fi.xation  of  the  vocal  cords  in 
a paramesial  position.  Some  stridor  is  present 
on  heavy  exertion,  and  he  speaks  with  a husky 
phonation. 

Comment 

Hood  and  Sloan,  ^ in  a comprehensive  review  of 
the  literature  of  the  last  ten  years,  recorded  98 
cases  of  traumatic  tracheobronchial  injury  of 
which  18  occurred  in  the  trachea.  Beskin  in 
1957*  was  the  first  to  report  success  with  early 
corrective  surgery  in  a case  of  closed  rupture  with 
separation  of  the  cervical  trachea.  One  similar 
case  has  since  been  described  by  Drye.*  Both  of 
these  cases  were  treated  by  early  primary  repair, 
but  this  was  not  feasible  in  our  case. 

Two  theories  have  been  advanced  regarding  the 
mechanism  of  injury  in  cases  of  rupture  of  the 
tracheobronchial  tree.  Usually  rib  fractures  are 
conspicuous  by  their  absence.  Sudden  springlike 
compression  of  the  thoracic  cage  occurs,  and  rup- 
ture of  the  air  passages  results.  It  has  been  sug- 
gested that  a “shearing”  force  usually  results  in 
a circumferential  rupture,  whereas  linear  tears 
are  more  likely  to  occur  from  compression  and 
bursting  due  to  high  intraluminal  pressure.'* 
The  latter  theory  was  favored  by  Zeuch  as  early 
as  1922.®  He  pointed  out  also  that  direct  trauma 
to  the  neck  over  the  subcutaneous  larynx  or  tra- 
chea may  result  in  local  rupture  without  an  open 
wound. 

The  unique  feature  of  our  case,  and  those  of 
Beskin  and  Drye,  is  the  retraction  that  occurred 
following  a circumferential  rupture.  This  seems 
to  be  a characteristic  of  rupture  in  the  cervical 
region  and,  to  a lesser  extent,  in  the  case  of  the 
long  left  main  bronchus.  Pathologically,  the 
separation  of  the  fractured  trachea,  whatever  the 
mechanism  of  injury,  is  the  result  of  the  develop- 
ment of  the  tracheo-esophageal  cleavage  plane 
along  the  lower  tracheal  segment.  Thus  freed 
from  fixation,  the  tracheal  column  collapses  in 
accordion  fashion  into  the  superior  mediastinum. 
In  the  autopsy  room  it  is  possible  to  strip  the 
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esophagus  off  the  membranous  trachea  with  very 
little  effort.  One  wonders  if  the  separation  is  the 
result  of  the  initial  trauma  or  of  dissection  by  air 
under  increased  pressure  following  the  break  in 
continuity.  Circumferential  rupture  with  retrac- 
tion has  not  been  reported  in  the  lower  trachea. 
In  this  area,  continuity  is  less  likely  to  be  dis- 
turbed because  of  a carinal  fixation,  and  late  stric- 
tures are  seen  in  undiagnosed  cases. 

The  prompt  rehef  of  the  airway  obstruction 
caused  by  this  type  of  injury  is  the  essential  in- 
gredient to  survival.  Bronchoscopy  is  ineffec- 
tual, but  prompt  tracheostomy  serves  the  dual 
purpose  of  restoring  the  airway  and  relieving 
pressure  due  to  mediastinal  emphysema.  In 
addition,  the  fixation  of  the  lower  tracheal  seg- 
ment to  the  skin  protects  its  integrity  and  main- 
tains its  length  for  subsequent  anastomosis  when- 
ever such  becomes  feasible.  Ideally,  repair 
should  be  early,  but  our  case  demonstrates  that 
it  can  be  done  considerably  later  if  severe  head 
injury  or  other  conditions  dictate  against  it. 

It  seems  obvious  that  automobile  accident 
trauma  will  be  the  major  cause  of  closed-chest  and 
neck  injuries  as  encountered  today.  Extensive 
research  in  this  field  and  better  appreciation  of 
the  type  of  injuries  hkely  to  occur  as  the  result 
of  an  automobile  accident  have  made  possible 
the  salvage  of  many  severely  injured  victims. 
A sizable  number  of  deaths  in  automobile  acci- 
dent cases,  particularly  in  rural  areas  where  high 
speed  collisions  are  common,  are  still  handled 
under  the  coroner  system,  and  many  do  not  actu- 


ally come  to  autopsy.  Closed  rupture  of  the 
trachea  with  separation  is  an  occult  injury,  and 
death  in  the  early  post-traumatic  period  may  be 
attributed  to  concomitant  obvious  injuries  un- 
less an  autopsy  is  performed.  The  possibility  of 
this  type  of  injury  should  be  considered  in  any 
patient,  regardless  of  other  extensive  injuries, 
who  presents  signs  of  airway  obstruction  and 
subcutaneous  emphysema  in  the  neck  following 
closed-chest  trauma. 

Addendum 

Since  this  article  was  accepted  for  publication, 
Shaw,  Paulson,  and  Kee®  have  reported  13  ad- 
ditional cases  of  traumatic  tracheal  rupture. 
Several  of  these  exhibited  the  rupture-separation 
injury. 
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The  Planning  of  a New  Teaching  and  Research  Hospital 

{From  Asher  B.  Etkes  Associates,  New  York  City) 


PLANS  for  a new  teaching  and  research  hospital 
at  the  Downstate  Medical  Center  in  Brooklyn 
have  been  approved  by  the  Board  of  Trustees  of 
the  State  University  of  New  York.  The  cost  of 
the  project  is  estimated  at  nearly  $20  million. 
Construction  is  expected  to  begin  this  fall,  and  the 
350-bed  hospital  and  research  center  should  be  in 
use  in  1964. 

Integrated  planning  by  the  Downstate  Medical 
Center,  the  New  York  City  architectural  firm  of 
Urbahn,  Brayton  and  Burrows,  and  the  New 
York  State  Department  of  Public  Works,  has  (1) 
evolved  new  approaches  to  teaching  and  research 
and  (2)  set  higher  standards  of  medical  care  in  a 
distinctive  architectural  environment. 

The  project  includes  (1)  a low  three-story  wing; 
(2)  an  eight-story  tower  for  the  hospital  and  for 
clinical  research;  and  (3)  an  eight-story  connect- 
ing wing,  with  additional  clinical  research  facili- 
ties, that  will  tie  the  new  hospital  into  the  medical 
school’s  existing  Basic  Sciences  Building.  The 
Medical  Center,  continuing  its  relationships  with 
12  affiliated  hospitals,  will  be  able  to  expand  its 
enrollment  from  600  medical  students  at  present 
to  800,  when  the  new  350-bed  hospital  is  com- 
pleted. In  addition,  the  community  will  benefit 
from  a large  1 1 1-office  outpatient  department  that 
will  allow  for  110,000  patient  visits  a year. 

Because  they  are  so  closely  interwoven,  there 
is  no  clear  separation  between  the  architectural 
features  of  the  project  and  the  medical  facilities. 
The  former  is  an  integral  aspect  of  the  latter, 
according  to  Max  0.  Urbahn,  partner-in- 
charge of  the  project,  whose  design  philosophy 
asserts:  “Good  hospital  architecture  not  only 
meets  all  physical  requirements  but  simultane- 
ously provides  an  evironment  that  is  psychologi- 
cally conducive  to  both  healing  and  learning.” 

Obstetric  Suites 

A case  in  point  is  the  new  approach  to  obstetric 
suite  design  which  is  planned  to  minimize  the 
danger  of  staphylococcal  infections,  the  greatest 
danger  to  infants  today  because  of  the  immunity 


of  certain  staphylococcus  bacilli  to  antibiotics. 
Two  double  rooms,  each  flanking  a 4-bassinet 
nursery  wdth  its  own  workroom,  will  comprise  iso- 
lated units.  Each  unit  will  have  its  own  nurse. 
This  will  reduce  the  danger  of  transference  of  any 
staphylococcal  infection  to  mothers  as  well  as  to 
infants;  at  the  same  time,  the  layout  assures  that 
the  infant  will  be  close  to  its  mother,  providing 
added  psychologic  security. 

To  facilitate  asepsis,  all  4 patients  assigned  to 
each  unit  will  be  admitted  at  the  same  time,  with 
the  anticipation  of  delivery  on  the  same  day,  and 
w’ill  be  discharged  at  the  same  time.  Thus,  the 
entire  unit  can  be  disinfected  thoroughly  before  a 
new  group  of  4 patients  arrives. 

Research 

Approximately  one  fourth  of  the  tower  building, 
about  150,000  square  feet,  will  be  devoted  to  pure 
clinical  research  facilities.  The  research  depart- 
ment for  each  specialty  will  adjoin  its  respective 
nursing  unit.  For  example,  the  psychiatric  re- 
search unit,  with  its  soundproof  rooms  and  one- 
way observation  mirrors  will  be  adjacent  to  the 
hospital’s  35-bed  psychiatric  unit.  This  arrange- 
ment will  bring  the  research  staff  into  very  close 
contact  with  the  patients  whose  illnesses  they  are 
studying  and  will  facilitate  observation  and  labora- 
tory investigations. 

Cardiac-Thoracic  Operating  Rooms 

Two  of  the  nine  major  operating  suites  will 
have  glass-domed  ceilings.  This  will  allow  stu- 
dents to  observe  an  operation  and  hear  the  sur- 
geon’s comments  from  a room  above,  without 
causing  distractions  or  adding  to  the  danger  of 
infection.  Other  aspects  of  this  unit,  in  which 
up  to  20  physicians  and  nurses  will  perform  such 
operations  as  deep  thoracic  surgery  using  an 
artificial  heart  and/or  artificial  kidney  machine, 
include  telecasting  facilities  for  teaching  pur- 
poses and  electronic  physiologic  monitoring. 

Pedestal 

All  the  major  operating  rooms  will  have  a com- 
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pact  square  pedestal  developed  by  the  architects 
which  provides  all  essential  services  such  as  com- 
pressed air,  oxygen,  nitrous  oxide,  and  vacuum  and 
which  has  provision  for  the  physiologic  monitor- 
ing equipment  also.  The  design  of  the  pedestal 
meets  the  National  Fire  Protection  Association 
code  which  requires  that  any  nonexplosive  proof 
equipment,  such  as  the  monitoring  apparatus, 
be  at  least  five  feet  off  the  floor  (because  most 
explosive  gases  are  heavier  than  air  and  collect 
at  the  floor). 

The  pedestal  is  six  feet  tall  and  was  designed 
to  accommodate  safely  a monitoring  device  on  top 
of  it.  This  electronic  device  picks  up,  amplifies, 
and  transmits  signals  from  the  patient,  providing 
a permanent  record  of  blood  pressure,  pulse,  and 
cardiogram.  It  also  provides  a record  of  pressure 
within  the  heart  during  open-heart  operations — 
information  that  helps  the  anesthesiologist  reg- 
ulate the  intake  of  anesthesia. 

The  pedestal  also  aids  asepsis;  in  the  conven- 
tional hospital,  the  various  services  come  from  wall 
or  ceiling  connections.  These  arrangements  re- 
quire many  hoses  and  wires  traversing  the  operat- 
ing room,  creating  difficult  cleaning  problems. 

In  addition,  all  electrical  connections  of  the  pre- 
amplifier are  made  inside  the  pedestal . N ormally , 
monitoring  equipment  involves  many  wires  along 
the  floor  and  walls.  Further,  when  one  realizes 
that  operating  teams  today  often  involve  20  people 
in  one  room,  the  safety  advantage  of  having  no 
wires  or  tubes  across  the  floor  becomes  evident 
since  someone  might  trip  or  dislodge  vital  con- 
nections. 

The  tall  pedestal  has  other  advantages.  For 
example,  the  hospital  uses  movable  operating 
tables.  Experience  shows  that  when  low  ped- 
estals are  used,  attendants  often  push  the  operat- 
ing table  into  them,  jarring  the  patients.  The 
tall  pedestal  adds  additional  safety  through  visi- 
bility. 

Psychologic  Environment 

The  architects  have  sought  to  obviate  the  fore- 
boding and  impersonal  atmosphere  of  the  con- 
ventional, massive  hospital  building  and  to  make 
the  hospital  experience  more  reassuring  and  re- 
laxing. 

Starting  on  the  outside,  the  “skin”  of  the  build- 
ing will  be  formed  by  buff-colored  precast  masonry 
panels  made  of  concrete  mixed  with  marble 
chips.  For  sun  control  as  well  as  for  esthetic 
reasons,  windows  of  gray  glass  will  be  set  into  deep 


reveals  in  the  precast  panels.  And  for  pleasing 
color  contrast,  the  gray  windows  will  be  mounted 
in  dark  amber  aluminum  frames.  This  will  be 
the  first  use  in  the  New  York  area  of  precast 
masonry  panels  for  the  walls  of  a major  hospital 
facility.  By  specifying  a high  density  concrete 
(8,000  pounds  per  square  foot),  the  architects 
assure  a hard  surface  that  will  resist  staining, 
chipping,  or  cracking. 

Within,  the  hospital  will  be  furnished  with  two- 
position,  “high-low”  beds.  These  are  designed 
to  be  raised,  lowered,  or  moved  electrically  to 
accommodate  different  body  positions.  When  it 
is  elevated,  the  bed  facilitates  medical  examina- 
tion ; when  it  is  lowered,  it  makes  it  easier  for  the 
patient  to  get  into  or  out  of  bed.  However,  the 
architects  realized  that  patients  in  the  low  posi- 
tion would  not  be  able  to  see  out  the  window  if  the 
windows  were  at  the  usual  height.  Conse- 
quently, they  planned  the  building  facade  so  that 
the  window  sills  would  be  only  one  foot  and  nine 
inches  above  floor  level. 

The  pavement  in  the  service  court  below  will 
be  colored  and  textured  to  afford  a more  pleasing 
view  from  the  patients’  rooms  in  the  main  build- 
ing. 

To  add  variety  and  warmth  to  the  hospital 
interior,  adjacent  rooms  will  have  walls  of  differ- 
ent colors.  An  over-all  color  scheme  of  8 to  10 
different  pastel  colors  will  be  used. 

All  rooms  will  feature  audio-visual  nurse  call 
units.  This  will  permit  the  patient  to  talk  to 
the  nurse  from  his  bed,  and  at  night  the  nurse  will 
be  able  to  tune  in  on  the  patients’  breathing. 
Other  monitoring  equipment  can  be  connected  to 
this  unit  also.  The  visual  component  involves 
signal  lights  that  can  be  flashed  on  from  the 
bathroom  or  the  bed. 

For  effective  lighting  there  will  be  an  over- 
bed wall  fixture,  with  two  lights  over  each  bed: 
one  for  indirect  general  illumination,  the  other  for 
reading.  While  the  nurse  controls  the  former, 
the  patient  will  control  the  reading  light.  The 
typical  obtrusive  overhead  lighting  fixture  is 
avoided. 

The  three-story  wing,  containing  the  delivery 
suite,  operating  rooms,  and  radiology  and  out- 
patient departments,  will  be  covered  by  precast 
masonry  panels  also.  For  harmonious  contrast, 
the  masonry  surface  will  have  a much  rougher 
texture.  Fully  air-conditioned,  this  unit  will  have 
no  windows,  to  assure  efficient,  consistent  control 
of  light,  humidity,  and  temperature. 
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Team  Nursing  Units 

The  layout  of  the  nursing  units  has  been  de- 
signed to  achieve  three  objectives:  (1)  to  provide 
maximum  comfort  and  service  for  the  patient; 
(2)  to  accommodate  four  20-bed  nursing  units  on 
a floor  for  efficient  team  nursing;  and  (3)  to  estab- 
lish the  most  favorable  environment  for  teaching. 

The  decision  to  have  four  20-bed  units  instead 
of  a conventional  alternative  of  two  30-bed  units 
per  floor  was  predicated  on  the  use  of  the  team 
nursing  method  which  will  be  employed.  The 
normal  hosi)ital  practice  is  to  have  a 30-bed  nurs- 
ing unit  handled  (during  the  day)  by  three 
registered  nurses  and  one  nurse’s  aide.  In  this 
unit,  each  nurse  works  fairly  separately.  On  the 
other  hand,  the  team  nursing  approach  requires 
only  one  registered  nurse  and  two  aides  (and/or 
student  nurses)  for  20  beds.  Here,  the  nurse  and 
the  aides  work  as  a team.  Because  of  the  space 
involved,  one  registered  nurse  can  supervise  the 
20  patients  easily.  At  the  same  time,  the  aides 
and  student  nurses  obtain  better  training 
through  the  team  approach,  since  they  participate 
more  actively  and  their  work  is  more  closely 
supervised.  At  night,  a team  of  one  registered 
nurse  and  two  aides  can  handle  40  beds,  or  two 
units  combined. 

Another  advantage  of  the  team  nursing  ap- 
proach is  that  the  smaller  20-bod  units  can  be  con- 
verted to  other  services  more  readily  than  can 
larger  sections  (for  example,  from  surgery  to  med- 
ical use).  In  a selective  admission  hospital,  flex- 
ibility is  required  to  shift  nursing  units  to  various 
departments,  as  demanded  by  teaching  and  re- 
search needs. 

Most  floors  will  be  made  up  of  double  rooms 
to  provide  considerable  patient  privacy.  At  the 
same  time,  this  will  make  it  possible  to  teach 
small  groups  of  students  at  the  bedside,  without 
disturbing  many  other  patients,  as  in  a ward 
situation.  Teaching  is  enhanced  further  by  a 
special  demonstration  room  located  on  each  floor 
for  instruction  in  specialized  medical  procedures, 
such  as  artificial  kidney  functions. 

Additionally,  sleeping  quarters  for  the  resident 
on  night  duty  are  provided  on  six  floors  of  the 


main  building.  The  first  two  floors  will  contain 
service  and  administrative  functions.  The  other 
floors  will  be  devoted  to  the  various  medical 
specialties,  including  obstetrics  and  gynecology, 
pediatrics,  psychiatry,  general  medicine,  surgery, 
and  rehabilitation. 

Throughout  the  building,  there  will  also  be 
centrally  located  conference  rooms  for  seminars 
and  lectures. 

Other  Features 

Among  the  many  other  features  of  the  new 
hospital  will  be  such  facilities  as  cobalt  radiation 
equipment ; a complete  rehabilitation  unit  in  which 
technicians  can  make  special  prosthetic  devices, 
not  available  elsewhere,  for  physically  disabled 
patients;  and  a recovery  room  that  will  function 
not  only  for  postoperative  care  but  also  as  an  in- 
tensive care  unit.  This  means  that  it  will  have 
the  specialized  facilities  to  care  for  any  critically 
ill  patient  who  requires  immediate  and  continuous 
medical  attention  demanding  special  equipment 
and  personnel. 

Even  the  method  of  waste  disposal  received 
careful  attention  to  combat  the  dangers  of  con- 
tamination. All  garbage  and  trash  will  be  dis- 
posed of  at  various  points  in  the  hospital,  not 
transported  in  cans  or  trucks  throughout  the 
building.  From  these  disposal  points,  the  waste 
will  be  piped  automatically  to  pulverizing  and 
dehydrating  machinery.  This  sanitary  process 
will  help  minimize  contamination. 

In  the  outpatient  department,  the  senior 
medical  student  will  function  very  much  like  a 
physician  in  private  practice.  He  will  receive 
patients  by  appointments,  diagnose  their  prob- 
lems, and  prescribe  treatment,  under  the  guidance 
of  a faculty  member  of  the  medical  school. 

Conclusion 

This  plan  is  the  result  of  the  medical  education 
theories  of  Robert  A.  Moore,  M.D.,  president 
of  the  Downstate  Medical  Center.  In  essence,  he 
and  the  members  of  his  faculty  feel  that  the 
medical  student  should  function  in  a learning 
situation  comparable  to  future  medical  practice. 
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Planning  the  Intensive  Care  Unit 

Preliminary  Report 

SEYMOUR  FISKE,  M.D.,  HENRY  S.  HUBER,  M.D.,  AND  ETHEL  C.  LANDMAN,  R.N.,  NEW  YORK  CITY 

(From  the  City  Hospital  at  Elmhurst) 


IT  HAS  long  been  appreciated  that  hospital 
nursing  staffs  are  numerically  inadequate  and 
that  hospital  costs  are  rising  astronomically. 
As  a corollary  of  these  two  facts,  it  is  the  duty  of 
the  modern  hospital  to  utilize  its  personnel  and 
its  facilities  in  the  most  efficient  manner  in  the 
care  of  the  sick.  To  this  end  is  the  concept  of 
progressive  patient  care,  whereby  the  most 
critically  ill  patients  receive  the  most  concen- 
trated nursing  care  in  a unit  which  contains  all 
the  necessary  facilities. 

In  June,  1960,  the  President  of  the  Medical 
Board  of  City  Hospital  at  Elmhurst  was  notified 
that  the  City  of  New  York  Department  of 
Hospitals  was  interested  in  initiating  a pilot 
project  intensive  care  unit  at  City  Hospital  at 
Elmhurst.  The  committee  appointed  to  investi- 
gate the  potential  for  such  a pilot  project  was 
comprised  of  interested  physicians  from  various 
services  in  conjunction  with  the  President  of  the 
Medical  Board,  the  Director  of  Medicine,  the 
Senior  Medical  Superintendent,  and  the  Senior 
Superintendent  of  Nurses. 

The  various  members  of  the  Intensive  Care 
Unit  Committee  first  surveyed  previously  es- 
tabhshed  intensive  care  units  of  the  following 
institutions:  Lenox  Hill  Hospital,  New  York 
City;  Manchester  Memorial  Hospital, Man- 
chester, Connecticut;  Rhode  Island  General 
Hospital,  Providence,  Rhode  Island;  St.  Albans 
Naval  Hospital,  St.  Albans,  New  York;  St. 
Francis  Hospital,  Jersey  City,  New  Jersey; 
University  Hospital,  New  York  City;  and  White 
Plains  Hospital,  White  Plains,  New  York. 

The  composite  results  of  these  surveys  of 
existing  intensive  care  units  were  of  the  greatest 
importance  in  formulating  the  specific  plan  for 
the  Intensive  Care  Unit  at  City  Hospital  at 
Elmhurst.  General  areas  in  the  hospital  were 
considered  as  prospective  sites  for  the  Intensive 
Care  Unit.  Finally,  the  decision  was  made  to 
use  Ward  B-1,  the  admitting  ward,  a potential 
20-bed  ward  area  on  the  first  floor  of  the  hospital. 
To  adapt  this  ward  to  the  predetermined  re- 
quirements of  an  intensive  care  unit  required 


many  changes  in  its  physical  setup — principally, 
increasing  the  number  of  electric  outlets,  new 
wiring  for  oxygen,  suction,  and  the  installations 
necessary  for  air-conditioning  facilities. In 
the  middle  of  November,  1960,  I was  appointed 
Director  of  the  Intensive  Care  Unit  with  over-all 
responsibility  for  the  smooth  functioning  of  the 
Unit.  On  Monday,  November  28,  1960,  at  8:00 
A.M.  the  Unit  was  opened  for  the  admission  of 
patients  as  a 10-bed  unit. 

During  the  first  one  hundred  days  of  operation 
the  Unit  was  operated  with  a capacity  of  10  beds 
only.  As  experience  with  the  Unit  has  been 
acquired,  the  bed  capacity  has  now  been  increased 
to  12  beds.  Present  plans  call  for  expanding  the 
Unit  shortly  to  18  beds.  As  emergencies  may 
dictate  the  Unit  has  a potential  of  20  beds.  All 
the  long-range  planning  for  the  Unit  is  on  the 
basis  of  a 20-bed  intensive  care  unit  facihty. 
The  Unit  is  equipped  in  the  most  modern  manner 
for  the  best  of  professional  care  and  the  most 
efficient  nursing  for  the  acutely  ill  who  require 
continuous  all-inclusive  supervision.  Our  short 
experience  of  having  emergency  equipment  at 
hand,  in  a specified  area,  for  the  needs  of  patients 
in  various  critical  clinical  statuses,  under  com- 
petent continuous  nursing  care  and  resident  staff 
supervision  around  the  clock  has  more  than 
vindicated  the  establishment  of  our  Intensive 
Care  Unit. 

Intensive  Care  Unit  Regulations 

Directives  for  the  Intensive  Care  Unit  follow  a 
strict  pattern.  Admissions  to  the  Intensive 
Care  Unit  come  from  three  areas:  (1)  the  emer- 
gency admitting  service  of  the  hospital;  (2) 
the  wards  of  any  service  in  the  hospital,  with  the 
exception  of  the  obstetrics  and  gynecology  and 
the  pediatric  services;  and  (3)  the  postoperative 
recovery  room,  functioning  twenty-four  hours  a 
day,  where  the  patient  may  require  intensive 
care  for  several  days. 

Intensive  Care  Unit  admission  criteria  include 
patients  with  the  following  conditions:  major 
medical  and  surgical  emergencies;  extensive 
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TABLE  I. — Numerical  Breakdown  of  Nursing  Staffing  Pattern 


Units 

^ 

5-Bed 

2-Bed 

Head 

Registered 

Practical  t 

First  tour  (8:00  a.m.  to  4 : 30  p.m.)  * 

2 

4 

1 

6 

6 

1 

1 

2 

It 

2 

2 

1 

2t 

3 

1 

2 

It 

4 

2 

1 

2t 

Second  tour(4:00  p.m.  to  12:30  a.m.)** 

2 

4 

1 

4 

4 

1 

1 

1 

1 

2 

2 

1 

1 

3 

1 

1 

1 

4 

2 

1 

1 

Third  tour  (12: 15  a.m.  to  8: 15  a.m.)  ft 

2 

4 

1 

4 

4 

1 

1 

1 

1 

2 

2 

1 

1 

3 

1 

1 

1 

4 

2 

1 

1 

* Total  beds,  18;  total  staff,  12,  on  duty  at  all  times.  This  number  provides  5.5  hours  of  nursing  care 
per  patient  when  Unit  is  completely  occupied. 

t Or  nurses’  aide. 

**  Total  beds,  18;  total  staff,  8,  on  duty  at  all  times.  This  number  provides  3.5  hours  of  nursing  care 
per  patient  when  Unit  is  completely  occupied. 

tt  Total  beds,  18;  total  staff,  8,  on  duty  at  all  times.  This  number  provides  3.5  hours  of  nursing  care 
per  patient  when  Unit  is  completely  occupied. 

burns;  exsanguinating  hemorrhage;  neurosur- 
gery; postoperative  surgery;  severe  shock, 
irrespective  of  cause;  traumatic  injuries,  based 
on  history  and  physical  signs;  and  unconscious- 
ness, based  on  history  and  physical  signs. 

The  authority  for  admissions  and  discharges  is 
placed  directly  within  the  hands  of  the  Director, 
the  Service  Resident,  and/or  the  Service  Assist- 
ant Resident  on  duty.  Professional  responsibility 
to  and  for  the  patient  requires:  (1)  All  Intensive 
Care  Unit  calls  must  be  answered  immediately. 

(2)  Attending  staff  and  resident  staff  visits  to 
the  Unit  patients  are  signed.  Chart  notes  must 
be  made  daily.  (3)  All  treatment  orders  must  be 
entered  on  order  sheets  and  signed  immediately 
by  the  responsible  doctor. 

Nursing  Staffing  Pattern 

In  planning  the  nursing  staffing  pattern  for 
the  Unit  we  reviewed  the  existing  literature 
which  revealed  as  many  patterns  as  there  were 
units  in  existence.  We  then  turned  to  our  criteria 
for  admission  for  guidance.  Because  of  the  size 
of  the  Unit,  in  relation  to  hospital  census,  only 
those  cases  potentially  requiring  special  duty 
nursing  would  be  cared  for  in  this  Unit.  There- 
fore, the  nursing  staffing  pattern  would  need  to 
be  high.  On  the  other  hand,  it  seemed  a better 
policy  to  start  out  with  the  least  number  of 
personnel  considered  essential  and,  through 
experience,  to  build  the  staff  up  to  the  desired 


level.  The  original  staffing  pattern  in  this  unit 
called  for  33  registered  nurses  and/or  practical 
nurses  on  a twenty-four-hour  basis.  Experience 
has  taught  us  that  the  number  required  for  a high 
level  of  care  is  48. 

Our  projected  actual  18-bed  facility  (with  a 
potential  of  20  beds)  is  divided  into  four  separate 
nursing  units,  all  of  which  are  under  the  direction 
of  a head  nurse  on  each  tour.  A breakdown  of 
the  nursing  staffing  pattern  is  found  in  Table  I. 
The  total  of  personnel  required  at  all  times  is 
28.  The  number  of  relief  personnel  required  is 
20. 

We  use  a City  of  New  York  Department  of 
Hospitals  standard  in  determining  the  number 
of  relief  personnel  required.  The  standard 
takes  into  account  the  regular  two  days  off  per 
week  for  each  worker  and  a minimum  of  11 
holidays,  twelve  allowable  sick  days,  and  four 
weeks  of  vacation  annually.  Working  on  this 
basis  it  has  been  estabhshed  that  one  relief  worker 
is  able  to  relieve  1.4  regular  workers.  It  is  not 
always  possible  to  secure  adequate  numbers  of 
registered  nurses.  With  the  aid  of  licensed 
practical  nurses  and  nurses’  aides,  however,  it 
is  possible  to  provide  a high  quality  of  care. 
Much  depends  on  the  amount  of  inservice  nurs- 
ing education  available. 

Unsolved  Problems 

This  preliminary  report  will  point  up  many  of 
the  problem  areas  in  undertaking  the  develop- 
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Fig.  1.  Age  of  Intensive  Care  Unit  patients  by  decades.  (A)  157  who  survived.  {B)  93  who  died. 

(C)  Total  250  patients. 


ment  of  the  intensive  care  unit  in  a municipal  hos- 
pital. The  physical  plant  and  emergency  equip- 
ment requirements  take  time  to  acquire  under 
strictly  inspected  operating  budgets.  The  de- 
velopment of  a smoothly  functioning,  round-the- 
clock  nursing  staff  has  been  one  of  our  main  dif- 


ficulties. No  pay  differential  can  be  offered  in 
municipal  hospitals.  Today  many  nurses  de- 
mand day  work  so  that  staffing  the  night  tours 
with  competent  help  who  will  be  steady  becomes 
a constant  search.  The  indoctrination  of  the 
nursing  staff,  likewise,  becomes  a problem  re- 
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TABLE  II. — Ages  of  Patients  by  Decades 


Ages 

(Years) 

Lived 

Died 

Total 

0 to  9 

0 

0 

0 

10  to  19 

3 

1 

4 

20  to  29 

5 

5 

10 

30  to  39 

12 

2 

14 

40  to  49 

32 

10 

42 

50  to  59 

28 

23 

51 

60  to  69 

36 

21 

57 

70  to  79 

26 

22 

48 

80  to  89 

13 

9 

22 

90  to  99 

2 

0 

2 

Totals 

157 

93 

250 

quiring  patience  and  repetition. 

An  intensive  care  unit  is  an  expensive  opera- 
tion today,  so  that  its  fullest  utilization  is  very 
important.  Admissions  coming  from  three  areas 
means  very  careful  administrative  coordination 
and  planning  with  regard  to  patient  traffic  into 
and  out  of  the  unit  at  all  hours,  not  only  to  assure 
the  availability  of  beds  but  also  to  maintain  an 
I adequate  nursing  staff  under  very  strict  profes- 
I sional  supervision  and  instruction.  Patients 
j throughout  the  hospital  are  constantly  under 
I surveillance  as  to  their  need  for  more  intensive 
i care  to  further  their  speedier  recovery.  In  a 
word,  are  the  patients  who  need  it  the  most  get- 
I ting  the  intensive  care  they  need?  This  problem 
hinges  on  the  gradual  indoctrination  of  the  attend- 
ing and  resident  staffs  in  every  service.  The  bed 
utilization  in  the  Unit  and  the  improvement  in 
the  survival  rate  are  the  best  criteria  we  have 
found  to  indicate  gradual  progress  in  this  direc- 
tion. 

Another  problem  is  that  of  developing  the 
“teamwork”  concept  among  both  the  resident 
and  the  attending  staffs  in  the  management  and 
treatment  of  the  desperately  ill  patients  we  have 
handled  in  our  Intensive  Care  Unit.  It  is  our 
feeling  that  the  assignment  of  various  resident 
staff  members  to  rotating  periods  of  service  on 
the  Intensive  Care  Unit  has  been  a most  stimulat- 
ing experience  in  this  direction. 

Many  of  these  basic  problems  inherent  in 
the  growth  of  an  intensive  care  unit  can  be  solved 
only  by  persistent  trial  and  error  to  discover 
what  is  best  for  the  patients’  restoration  to  health 
and  survival  under  the  most  desperate  of  cir- 
cumstances and  treatment.  Today  it  is  a chal- 
lenge to  the  most  intelligent  thinking  and  adminis- 
trative effort  and  cooperation  of  which  the  mu- 
nicipal hospital  system  is  capable  to  further  its 
health  aims  and  restorative  procedures. 


Results 

Our  first  weeks  rolled  into  months.  With  the 
ever  alert  nursing  staff,  the  conscientious  resi- 
dent staff,  and  the  capable  attending  staff  all 
working  with  a new-found  smoothness  in  their 
operations,  the  patients’  benefits  were  becoming 
apparent  in  the  improved  survival  rate.  Emer- 
gency laboratory  tests  are  most  helpful  and  are 
done  in  the  Unit  by  the  resident  staff.  Such 
tests  include  facilities  for  the  following : urinaly- 
sis— complete,  microscopic,  urobilinogen,  and 
porphyrin;  bacterial  stains  (Gram,  Wright,  and 
carbolfuchsin)  for  bacterial  identification  in 
blood,  spinal  fluid,  sputum,  serous  exudate,  and 
stools;  blood  glucose,  using  the  capsule  method; 
blood  urea  nitrogen,  using  the  Uristix  method; 
complete  blood  count;  hematocrit;  and  blood  in 
stools. 

X-ray  films  are  taken  on  an  emergency  basis 
and  are  retained  in  the  Unit  and  interpreted  each 
morning  or  whenever  needed  by  the  Director 
and/or  the  Resident  of  the  radiology  service. 
Statistical  data  follow. 

Review 

Of  the  250  consecutive  patients  treated  in  the 
Intensive  Care  Unit,  93  or  37.3  per  cent  died. 
There  were  163  or  65.2  per  cent  males  and  87  or 
34.8  per  cent  females.  The  ages  by  decades  ap- 
pear in  Table  II  and  Figure  1. 

Time  in  Units  by  Days  (Fig.  2). — Of  the 
93  who  died,  47  died  in  less  than  twelve  hours, 
61  died  in  less  than  tw^enty-four  hours,  and  84 
died  in  less  than  four  days.  There  were  only 
9 of  the  93  who  died  who  survived  more  than  four 
days.  Survival  in  one  instance  was  twenty- 
eight  days.  Of  the  total  of  250  cases,  215 
were  in  the  unit  less  than  five  days. 

The  250  cases  spent  a total  of  797  patient  days 
in  the  Unit,  an  average  of  3.2  days  per  patient. 
Patients  who  were  in  the  Unit  five  days  or  less 
utilized  442  patient  days  or  56  per  cent.  Patients 
who  were  in  the  Unit  one  day  or  less  utilized  193 
patient  days  or  24  per  cent.  Patients  who  were 
in  the  Unit  more  than  ten  days  (maximum  of 
twenty-eight  days)  utilized  162  patient  days  or 
20  per  cent. 

Sources  of  Admission. — There  were  126  direct 
admissions,  104  transfers  from  wards,  and  20 
transfers  from  the  operating  room. 

Number  of  Admissions. — There  were  250 
admissions  in  95  days  or  an  average  of  2.6  daily, 
with  approximately  17  to  18  admissions  a week. 
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TIME  IN  DAYS 

Fig.  2.  Time  in  Intensive  Care  Unit  by  days.  {A ) 157  patients  who  survived.  This  does  not  show 
5 who  w'ere  in  Unit  more  than  ten  days.  (B)  93  patients  who  died.  This  does  not  show'  4 who  w'ere  in  Unit 
more  than  ten  days.  (C)  Total  250  patients.  This  does  not  show  9 who  were  in  Unit  more  than  ten  days. 
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TABLE  III. — Service  Caring  for  Patients 


Service 

Number  of 
Patients 

Per  Cent 

Medicine 

145 

58 

Surgery 

36 

14 

Neurosurgery 

25 

10 

Neurology 

19 

8 

Traumatic  surgery 

18 

7.5 

Ear,  nose,  throat 

4 

1.5 

Psychiatry 

3 

1 

The  services  caring  for  the  patients  are  given 
in  Table  III,  and  Table  IV  shows  the  postmortem 
percentages. 


cept  in  the  care  of  desperately  ill  patients  is  also 
vital  in  elevating  the  unit’s  survival  rate.  Fourth, 
these  objectives  are  more  continuously  maintained 
and  improved  under  the  constructive  coordinat- 
ing efforts  of  a physician  director  for  the  unit,  in 
conjunction  with  the  hospital  administrative 
officers,  as  has  been  done  at  City  Hospital  at 
Elmhurst. 

711-01  Broadway,  Elmhurst  73 

Acknowledgment. — -Our  deepest  thanks  are  due 
Herman  E.  Bauer,  M.D.,  Chief  of  tlie  Bureau  of  Pro- 
fessional Services  of  the  City  of  New  York  De])art- 
ment  of  Hospitals,  without  whose  continuing  encour- 
agement and  support  this  project  could  not  have  lieen 
initiated  or  completed. 


TABLE  IV. — Postmortem  Percentages 


Dates 

1960  to  1961 

Deaths 

Medical  E.xaminer  Cases 

Autopsy  Consent  Cases 

Per  Cent 

November  28  to  30 

2 

1 

1 

100 

December  1 to  31 

26 

5 

16 

76.2 

January  1 to  31 

36 

9 

15 

55  5 

February  1 to  28 

24 

8 

8 

50 

Summary 

First,  the  accessibility,  physical  design,  and 
equipment  of  an  intensive  care  unit  are  of  great 
importance.  Second,  an  adequate  skilled  nurs- 
ing staffing  pattern  is  not  easy  to  obtain  today. 
It  is  vital  to  the  success  of  the  unit.  Third,  a 
proper  gradual  indoctrination  and  coordination  of 
all  professional  services  by  both  resident  and  at- 
tending staffs  in  developing  the  “teamwork”  con- 
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QUERIES  AND  ANSWERS  ON 
HEALTH  INSURANCE 


Prepared  by  the  New  York  State  Professional  Relations 
Committee  of  the  Health  Insurance  Council, 

New  York  City 

FRANCIS  T.  CRAWLEY,  Editor 


DOES  major  medical  expense  insurance  apply 
to  charges  made  by  hospitals  and  doctors 
alike? 

The  benefits  under  a major  medical  expense 
policy  are  broad.  For  example,  in  a typical 
major  medical  plan  you  might  expect  to  find: 
(1)  physician  or  surgeon  charges;  (2)  hospital 
charges ; (3)  charges  made  by  a registered  nurse 
if  such  nursing  care  is  prescribed  by  the  at- 
tending physician;  and  (4)  customary  charges 
for  such  services  and  supplies  as  drugs,  medi- 
cines, anesthetics,  x-ray  films,  artificial  limbs, 
and  so  forth. 

Most  of  the  policies  will  pay  75  to  80  per 
cent  of  such  charges  after  the  deductible  and 
coinsurance  clauses  have  been  satisfied.  The 
expenses  normally  not  covered  by  such  major 
medical  plans  would  include:  (1)  expenses  for 
occupational  injury  or  sickness  covered  by 
Workmen’s  Compensation;  (2)  expense  for 
eye  refractions  or  fitting  of  glasses,  for  hearing 
aids,  or  for  dental  x-ray  films  or  other  dental 
care  and  treatment;  (3)  charges  for  routine 
physical  examinations;  (4)  charges  incurred 
in  any  government  hospital;  and  (5)  room  and 
board  and  general  duty  nursing  charges  for 
private-room  hospital  accommodations  in  ex- 
cess of  a daily  dollar  limit  (for  example,  $20). 

HOW  do  the  deductible  feature  and  the  coin- 
surance clause  operate? 

The  deductible  feature  of  the  policy  is  a con- 
trol which  operates  to  permit  a person  to 
purchase  adequate  coverage  at  a reasonable 
premium.  Under  major  medical  policies  the 
deductibles  might  run  anywhere  from  $200  to 
$1,000,  while  under  comprehensive  policies 
they  may  vary  from  between  $25  and  $100. 

The  insurance  business  is  well  aware  of  the 


costs  of  settling  claims.  We  know  that  the 
costs  are  approximately  the  same  to  settle 
small  claims  as  they  are  to  settle  large  ones, 
and  these  small  expenses  may  be  easily  budgeted. 
It  is  also  important  to  understand  that  the  in- 
surance business  aims  to  provide  the  maximum 
amount  of  coverage  for  the  lowest  premium 
dollar.  Therefore,  insurance  is  tailored  to  the 
needs  of  the  individual.  If,  in  tailoring  this 
protection,  companies  were  to  offer  to  cover  not 
only  the  long-term  accident  or  illness,  but  the 
first  dollar  of  exposure  as  well,  it  is  under- 
standable that  the  premium  for  such  a policy 
would  be  higher. 

The  coinsurance  clause  is  a feature  of  nearlj' 
all  major  medical  and  comprehensive  contracts. 
It  brings  into  proper  perspective  the  insured’s 
stake  in  his  medical  care.  He  generally  shares 
about  20  per  cent  of  the  costs  of  his  medical 
bills  in  excess  of  the  deductible.  This  incen- 
tive is  present  to  stimulate  his  interest  in  the 
cost  of  care  that  his  total  dollar  purchases,  and 
it  serves  also  to  lessen  demands  for  unnecessary 
services. 

WHY  do  many  private  insurance  companies 
favor  deductibles  and  coinsurance  clauses 
rather  than  paying  the  entire  medical  bill? 

There  are  several  reasons  why  insurance 
companies  might  favor  these  clauses.  For 
example,  such  clauses  help  to  reduce  the  cost  of 
insurance  to  the  patient.  They  emphasize  the 
philosophy  of  protection  against  catastrophic 
loss  rather  than  against  the  small  claim. 
They  tend  to  reduce  the  pressure  patients  apply 
to  doctors  to  hospitalize  them  for  trivial  ail- 
ments. They  stimulate  the  patient’s  interest 
in  his  own  medical  bill  because  they  require 
that  he  share  in  it. 


4278 


New  York  State  J.  Med. 


NFJCROLOGY 


Benjamin  Brod,  M.D.,  of  Brooklyn,  died  on  July 
16  at  the  age  of  sixty-seven.  Dr.  Brod  graduated 
in  1916  from  Long  Island  College  Hospital  School 
of  Medicine. 

Elmer  Miller  Claiborne,  M.D.,  of  Douglaston,  re- 
tired, died  on  October  28  at  his  home  at  the  age  of 
sixty-six.  Dr.  Claiborne  graduated  in  1923  from 
Columbia  University  College  of  Physicians  and  Sur- 
geons. Former  head  of  the  X-Ray  Department  at 
the  French  Hospital,  Dr.  Claiborne  was  a Diplo- 
mate  of  the  American  Board  of  Radiologj'  and  a 
member  of  the  Radiological  Society  of  North 
America,  Inc.,  the  New  York  Roentgen  Society,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jacob  Cohen,  M.D.,  of  Bay  Shore,  died  on  May 
22  at  Central  Islip  State  Hospital  at  the  age  of  sixty. 
Dr.  Cohen  graduated  in  1925  from  McGill  Univer- 
sity Faculty  of  Medicine.  He  was  associate  direc- 
tor of  Central  Islip  State  Hospital  and  a consultant 
in  psychiatry  at  Southside  Hospital,  Bay  Shore. 
Dr.  Cohen  was  a Member  of  the  American  Psychi- 
atric Association  and  also  held  membership  in  the 
Southside  Clinical  Society,  the  Suffolk  County 
Medical  Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Eugene  Davis,  M.D.,  of  Brooklyn,  died  on  August 
1 1 at  the  age  of  seventy-four.  Dr.  Davis  graduated 
in  1917  from  New  York  Homeopathic  Medical  Col- 
lege and  Flower  Hospital.  He  was  an  associate  at- 
tending physician  at  Cumberland  Hospital  and  an 
adjunct  attending  physician  at  Unity  Hospital. 
Dr.  Davis  was  a Fellow  of  the  American  College  of 
Cardiologists  and  a member  of  the  Kings  County 
Medical  Society,  and  the  Medical  Society  of  the  State 
of  New  York. 

Sol  S.  Feinstein,  M.D.,  of  Brooklyn,  died  on  Sep- 
tember 22  at  the  age  of  fifty-seven.  Dr.  Feinstein 
graduated  in  1928  from  New  York  University  and 
Bellevue  Hospital  Medical  College.  He  was  a 
clinical  assistant  attending  physician  in  arthritis  at 
Kings  County  Hospital  Center.  Dr.  Feinstein  was 
a member  of  the  American  Rheumatism  Associa- 
tion, the  New  York  Rheumatism  Association,  the 
East  New  York  Medical  Society,  the  Kings  County 


Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Leon  Nathaniel  Goldensohn,  M.D.,  of  New  York 
City,  died  on  October  24  at  his  office  at  the  age  of 
fifty.  Dr.  Goldensohn  graduated  in  1936  from 
George  Washington  University  School  of  Medicine 
and  interned  at  Montefiore  Hospital.  He  was  a 
consultant  in  psychiatry  at  Rockland  State  Hospital 
in  Orangeburg.  Dr.  Goldensohn  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatiy'),  a Member  of  the  American  Psychiatric 
Association,  and  also  held  memberships  in  the  Ameri- 
can Orthopsychiatric  Association,  the  Academy  of 
Psychoanalysis,  the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the  State  of  New 
York. 

Louis  Greiner,  M.D.,  of  Forest  Hills,  died  on 
October  20  at  the  age  of  sixty-nine.  Dr.  Greiner 
graduated  in  1917  from  Cornell  University  Medical 
College. 

Sigmimd  Noel  Groch,  M.D.,  of  New  York  City, 
died  on  November  8 at  Memorial  Hospital  at  the 
age  of  thirty-seven.  Dr.  Groch  graduated  in  1949 
from  Tufts  College  Medical  School  and  from  the 
University  of  Minnesota  Medical  school  in  1956  and 
interned  at  Boston  City  Hospital  and  the  Mayo 
Clinic.  He  was  an  assistant  professor  of  clinical 
medicine  at  Cornell  Medical  College  and  an  attend- 
ing physician  at  New  York  Hospital  Outpatient  De- 
partment and  the  Veterans  Administration  Hospital 
and  an  associate  attending  physician  at  Bellevue 
Hospital.  Dr.  Groch  was  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine  and  a member  of 
the  Society  for  the  Study  of  the  Blood,  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ignaz  Handl,  M.D.,  of  Bayside,  died  on  August 
4 at  the  age  of  sixty-two.  Dr.  Handl  received  his 
medical  degree  from  the  University  of  Vienna  in 
1924.  He  was  a member  of  the  Queens  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 
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Morton  Hoffman,  M.D.,  of  Brooklyn,  died  on 
August  6 at  the  age  of  seventy-three.  Dr.  Hoffman 
graduated  in  1914  from  Long  Island  College  Hospital 
Medical  School.  He  was  an  attending  physician 
in  the  Off  Service  at  Maimonides  Hospital.  Dr. 
Hoffman  was  a member  of  the  Kings  County  Medi- 
cal Society  and  the  Medical  Society  of  the  State  of 
New  York. 

Frederick  Hollis  Howard,  M.D.,  of  Lenox, 
Massachusetts,  formerly  of  New  York  City,  died  on 
August  16  at  his  home  at  the  age  of  eighty-four.  Dr. 
Howard  graduated  in  1898  from  the  University  of 
Pennsylvania  School  of  Medicine.  He  was  a mem- 
ber of  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Maxwell  Kaufman,  M.D.,  of  Brooklyn,  died  on 
July  15  at  the  age  of  seventy.  Dr.  Kaufman  gradu- 
ated in  1914  from  Long  Island  College  Hospital 
Medical  School.  He  was  a consultant  in  otolaryn- 
gology at  Greenpoint  Hospital.  Dr.  Kaufman  was 
a Diplomate  of  the  American  Board  of  Otolaryn- 
gology and  a member  of  the  vHnerican  Academy  of 
Ophthalmology  and  Otolaryngology,  and  the 
Brooklyn  Academy  of  Medicine. 

Dean  Lederfeind,  M.D.,  of  Yonkers,  died  on 
September  13  at  the  age  of  fifty-seven.  Dr.  Leder- 
feind graduated  in  1935  from  the  University  of 
Edinburgh  Faculty  of  Medicine.  He  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Theodore  Levethan,  M.D.,  of  the  Bronx, 
died  on  September  5 at  the  age  of  sixty-nine.  Dr. 
Levethan  graduated  in  1919  from  Tufts  College 
Medical  School.  He  was  an  associate  attending  in 
pediatrics  at  Morrisania  Hospital.  Dr.  Levethan 
was  a member  of  the  Bronx  Pediatric  Society,  the 
Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Isaac  Levine,  M.D.,  of  Brooklyn,  died  on  October 
26  at  his  home  at  the  age  of  fifty-eight.  Dr.  Levine 
graduated  in  1926  from  Long  Island  College  Hospital 
Medical  School.  He  was  director  of  radiology  at 
East  New  York  Dispensary  and  assistant  attending 
radiologist  at  Coney  Island  Hospital.  Dr.  Levine 
was  a member  of  the  Kings  County  Radiological 
Society,  the  Long  Island  Radiological  Society,  the 
Radiological  Society  of  New  York  State,  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 


State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Henry  William  Lloyd,  M.D.,  of  the  Bronx,  died 
on  October  7 at  his  home  at  the  age  of  eighty-three. 
Dr.  Lloyd  graduated  in  1902  from  the  Medico- 
Chirurgical  College  of  Philadelphia.  He  was  the 
owner  of  the  West  Hill  Sanitarium.  Dr.  Lloyd  was 
a Member  of  the  American  Psychiatric  Association 
and  also  a member  of  the  New  York  Academy  of 
Medicine,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Richard  M.  Mills,  M.D.,  of  Brooklyn,  died  at 
Caledonia  Hospital  on  October  15  at  the  age  of 
eighty.  Dr.  Mills  graduated  in  1907  from  Queens 
University  Faculty  of  Medicine  and  interned  at 
St.  John’s  Episcopal  Hospital,  Brooklyn.  He  was  a 
founder  and  charter  member  of  the  Flatbush  Medi- 
cal Association  and  had  served  on  the  board  of 
directors  of  the  Brooklyn  Tuberculosis  and  Health 
Association.  Dr.  Mills  was  a member  of  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

J.  Allison  Montague,  M.D.,  of  New  York  City, 
died  on  October  21  at  the  age  of  forty-seven.  Dr. 
Montague  graduated  in  1939  from  New  York 
University  Medical  College  and  interned  at 
French  Hospital,  Psychiatric  Institute,  and  Bellevue 
and  Babies  Hospitals.  He  was  an  assistant  at- 
tending in  psychiatry  at  St.  Luke’s  Hospital.  Dr. 
Montague  was  a Member  of  the  American  Psychi- 
atric Association,  and  also  held  membership  in  the 
American  Orthopsychiatric  Association,  the  Ameri- 
can Psychopathological  Association,  and  the  Society 
for  Psychopathology  and  Psychotherapj' — “Schilder 
Society.” 

Martin  Isaac  Paley,  M.D.,  of  Port  Chester,  for- 
merly of  New  York  City,  died  on  September  11  at 
his  home  at  the  age  of  fifty-eight.  Dr.  Paley  gradu- 
ated in  1936  from  Long  Island  College  Medical 
School.  He  was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc. 

Blaise  Anthony  Pasquarelli,  M.D.,  of  New  York 
City,  died  on  September  3 at  the  age  of  forty.  Dr. 
Pasquarelli  graduated  in  1945  from  New  York 
Medical  College.  He  was  an  assistant  attending  in 
psychiatry  at  Presbyterian  Hospital.  Dr.  Pas- 
quarelli was  a Fellow  of  the  American  Psychiatric 
Association  and  a member  of  the  American  Associa- 
tion for  Research  in  Psychosomatic  Problems,  the 
New  York  Society  for  Clinical  Psychiatrj^  the  New 
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York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Benjamin  Philips,  M.D.,  of  Brooklyn,  died  on 
September  2 at  his  home  at  the  age  of  forty-seven. 
Dr.  Philips  graduated  in  1937  from  New  York  Uni- 
versity Medical  College.  He  was  an  associate  at- 
tending in  pediatrics  at  the  Jewish  Hospital  of 
Brooklyn.  Dr.  Philips  was  a Diplomats  of  the 
American  Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Brooklyn 
Academy  of  Pediatrics,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edward  N.  Roeser,  M.D.,  of  New  York  City,  died 
on  September  21  at  the  age  of  ninety.  Dr.  Roeser 
graduated  in  1895  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  He  was  a member 
of  the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

William  Alfred  Sprenger,  M.D.,  of  Brooklyn,  died 
on  September  4 at  the  age  of  eighty-nine.  Dr. 
Sprenger  graduated  in  1899  from  the  Medico- 
Chirurgical  College  of  Philadelphia.  He  was  a 
member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Benjamin  Morgan  Vance,  M.D.,  of  New  York 
City,  retired,  died  on  October  29  at  the  Northport 
Veterans  Administration  Hospital  at  the  age  of 
seventy-five.  Dr.  Vance  graduated  in  1912  from  the 


University  of  Pennsylvania  School  of  Medicine.  At 
his  retirement  he  was  New  York  Deputy  Chief 
Medical  Examiner.  A pioneer  in  the  field  of  legal 
medicine.  Dr.  Vance  was  a Diplomate  of  the  Ameri- 
can Board  of  Pathology  and  a member  of  the  Ameri- 
can Association  of  Pathologists  and  Bacteriologists, 
the  New  York  Academy  of  Medicine,  the  New  York 
Pathological  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Eliot  Wilson,  M.D.,  of  Saranac  Lake,  died 
on  October  9 at  his  home  at  the  age  of  seventy-three. 
Dr.  Wilson  graduated  in  1915  from  Western  Re- 
serve University  School  of  Medicine.  He  had  been 
medical  director  of  the  Will  Rogers  Memorial 
Hospital  and  Research  Laboratories  for  twenty- 
seven  years  and  was  an  attending  in  otolaryngology  at 
General  Hospital  of  Saranac  Lake.  Dr.  Wilson  was 
a Diplomate  of  the  American  Board  of  Otolaryn- 
gology, a Fellow  of  the  American  College  of  Chest 
Physicians,  and  a member  of  the  American  Laryn- 
gological,  Rhinological  and  Otological  Society,  the 
American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  Franklin  County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New  York. 

John  J.  Young,  M.D.,of  Brooklyn,  died  on  Novem- 
ber 6 at  his  home  at  the  age  of  sixty-nine.  Dr. 
Young  graduated  in  1915  from  Columbia  University 
College  of  Physicians  and  Surgeons  and  interned  at 
Bellevue  Hospital.  He  was  former  chief  surgeon  of 
the  Police  Department  and  instructor  in  internal 
medicine  at  the  College  of  Physicians  and  Surgeons. 
Dr.  Young  retired  from  his  post  as  chief  surgeon  of 
the  Police  Department  in  1955. 


Oblivion — The  iniquity  of  oblivion  blindly  scattereth  her  poppy,  and  deals  with  the  memory 
of  men  without  distinction  to  merit  perpetuity. — Sir  Thomas  Browne,  Hydriotaphia 
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Public  Health  Service  said  that  radioactive 
fallout  levels  resulting  in  the  United  States  up 
until  early  November  from  the  new  series  of  Soviet 
nuclear  explosions  “do  not  warrant  undue  public 
concern”  nor  initiation  of  any  special  public  health 
action. 

The  Federal  agency  ' said  that  the  prevailing 
levels  were  not  high  enough  for  the  public  to  be 
concerned  about  the  safety  of  milk  and  other 
foodstuffs. 

But  the  P.H.S.  added  that  “continuous,  intensive 
surveillance”  by  Federal,  state,  and  local  govern- 
ments was  justified. 

In  a special  statement  issued  after  a two-day 
conference  of  government  and  private  radiation 
experts,  the  P.H.S.  pointed  out  that  “very  little 
is  known  about  the  effects  on  animals  or  humans  of 
very  low  but  prolonged  exposures”  from  either 
natural  background  radiation  or  fallout  from  nuclear 
tests. 

“The  consensus  of  scientific  opinion  is  that  the 
most  prudent  course  is  to  assume  there  is  no  level 
of  radiation  exposure  below  which  one  can  be 
absolutely  certain  that  harmful  effects  may  not 
occur  to  at  least  a few  individuals  when  sufficiently 
large  numbers  of  people  are  involved,”  the  P.H.S. 
said.  “This  is  known  as  the  ‘non threshold’  con- 
cept.” 

This  concept  is  the  basis  for  U.S.  policies  and 
programs  for  assessment  of  radiation  hazards  and 
for  control  measures  designed  to  limit  exposures  of 
the  population,  the  P.H.S.  said  and  added: 

“When  this  nonthreshold  concept  is  applied  to 
present  radiation  exposure  levels  being  experienced 
in  the  U.S.  from  all  sources,  including  fallout,  the 
following  assessment  can  be  made: 

“The  extra  radiation  caused  by  the  Soviet  tests 
will  add  to  the  risk  of  genetic  effects  in  succeeding 
generations,  and  possibly  to  the  risk  of  health  damage 
to  some  people  in  the  United  States.  It  is  not 
possible  to  determine  how  extensive  these  ill  effects 
will  be — nor  how  many  people  will  be  affected. 
At  present  radiation  levels,  and  even  at  somewhat 
higher  levels,  the  additional  risk  is  slight  and  very 
few  people  will  be  affected.  Nevertheless,  if 
fallout  increased  substantially,  or  remained  high 
for  a long  time,  it  would  become  far  more  important 
as  a potential  health  hazard  in  this  country  and 
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throughout  the  world. 

“It  is  the  obligation  of  our  Federal  and  state 
governments  to  undertake  all  possible  measures  to 
assess  accurately  the  public  health  significance 
of  the  present  fallout  situation  and  to  prepare  for 
actions  to  safeguard  the  pul)lic  health  if  these 
become  necessary.” 

Federal  officials  said  radioactive  fallout  on  the 
United  States  will  increase  next  February,  March, 
April,  and  May  when  the  late  winter  and  spring 
rains  wash  to  earth  the  remainder  of  the  fallout 
from  the  Soviet  nuclear  tests  but  it  isn’t  expected 
to  reach  a danger  level.  President  Kennedy  said 
any  U.S.  nuclear  tests  in  the  atmosphere  would  be 
designed  to  hold  radioactive  fallout  to  an  absolute 
minimum. 

The  P.H.S.  said  that  the  nation’s  health  authori- 
ties are  giving  careful  consideration  to  the  possible 
situations  that  might  require  various  corrective 
actions. 

“It  is  evident  that  an  important  element  of 
health  protection  is  continuous  surveillance  and 
analysis,”  the  P.H.S.  said.  “To  achieve  this, 
a number  of  Federal-state  systems  for  public  health 
surveillance,  detailed  investigation,  and  radiation 
control  measures  have  been  developed.  . . In  coopera- 
tion with  state  and  local  health  departments,  the 
P.H.S.  operates  a nationwide  early-warning  atmos- 
pheric radiation  surveillance  network  current^ 
comprised  of  58  stations  and  a 60-station  milk 
radiation  monitoring  system.  In  addition,  the 
P.H.S.  has  well-established  networks  for  general 
air  and  water  pollution  monitoring  with  a total  of 
343  stations.  All  of  these  include  radiation  moni- 
toring among  their  capabilities  and  all  are  being 
expanded.  For  example,  daily  samples  of  drinking 
water  are  being  collected  in  12  major  cities  and 
analyzed  for  specific  radioactive  content  on  a weekly 
basis,  and  plans  are  ready  for  more  extensive  moni- 
toring if  necessary.  Rounding  out  the  P.H.S. 
resources  is  a system  of  highly  specialized  regional 
radiologic  health  laboratories. 

“The  Food  and  Drug  Administration  has  ex- 
panded its  program  of  monitoring  the  levels  of 
radioactive  contamination  in  foods.  Working  through 
18  District  Offices  and  39  Resident  Inspection  Sta- 
tions, its  inspectors  are  sampling  foods  from  all 
parts  of  the  Nation;  particularly  those  areas  where 
the  Public  Health  Service’s  air  monitoring  network 
has  indicated  the  highest  concentration  of  atmos- 
pheric contamination.  Additionally,  the  F.D.A. 
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collects  samples  from  selected  lots  of  food  being 
imported  into  the  United  States. 

“These  samples  are  being  analyzed  for  total  beta 
activity  and  selected  samples  are  further  tested  to 
determine  what  specific  radioisotopes  are  present 
and  in  what  amount.  In  addition  there  are  the 
extensive  special-purpose  radiation  surveillance  and 
research  facilities  of  the  Atomic  Energy  Commission 
and  the  Departments  of  Defense,  Commerce, 
and  Agriculture. 

“All  Federal  programs  and  resources  work  in  close 
concert  and  follow  the  same  radiation  protection 


standards  through  the  coordinating  influence  of  the 
Federal  Radiation  Council ...  .” 

Supplementing  these  Federal  programs  and  re- 
sources is  a steadily  increasing  radiologic  health 
capability  among  state  and  large  city  governments. 
Their  programs  are  usually  centered  in  the  depart- 
ments of  public  health,  with  certain  special  re- 
sponsibilities often  located  in  other  agencies  such 
as  state  or  city  departments  of  public  safety.  At 
every  level  of  government,  resources  and  programs 
are  being  expanded  to  cope  with  the  potentially 
hazardous  situation  the  nation  now  faces. 


NEWS  FROM  THE 
MEDICAL  SCHOOLS 


Albany  Medical  College 


Pediatric  Lecture — The  annual  Otto  A.  Faust 
Pediatric  Lecture  was  delivered  on  October  27  by 
Harold  W.  Dargeon,  M.D.,  chairman,  Department 
of  Pediatrics,  Memorial  Hospital  for  Cancer  and 
Allied  Diseases.  Dr.  Dargeon  discussed  “Juvenile 
Cancer,  Some  Considerations  Regarding  Manage- 

Columbia  University  Collegi 

Appointed — Carl  R.  Wise,  M.D.,  assistant  vice- 
president  of  Presbyterian  Hospital  in  charge  of 
professional  services  and  assistant  professor  of 


ment.” 

The  lecture  honors  the  former  chairman  of 
pediatrics  at  the  College  and  former  pediatrician- 
in-chief  at  Albany  Medical  Center  Hospital.  Dr. 
Faust,  retired  in  1950,  is  currently  a professor  at 
the  College  and  senior  pediatrician  at  the  Hospital. 

of  Physicians  and  Surgeons 

clinical  medicine  at  the  College,  has  been  succeeded 
in  his  post  as  medical  officer  at  Columbia  by  Charles 
L.  Gilbert,  M.D. 


New  York  Medical  College 


Appointed — Eleven  new  faculty  members  have 
been  appointed  to  the  Department  of  Medicine  as 
part  of  a reorganization  of  the  Department  along 
service  lines.  The  new  appointees  are:  David 

Katz,  M.D.,  and  William  Rosenthal,  M.D.,  as 
assistant  professors;  Lawrence  Green,  M.D.,  as 
instructor;  Peter  Douvres,  M.D.,  teaching  fellow, 
all  in  the  section  on  gastroenterology;  in  the  section 

New  York  University 

Alumni  Award — S.  Bernard  Wortis,  M.D.,  dean, 
was  awarded  one  of  the  1961-1962  Achievement 
Awards  from  the  Heights  Colleges  Alumni  Associa- 


on  hematology,  Robert  Goldstein,  M.D.,  as  associate 
professor  and  chief  and  Sheldon  Rothenberg, 
M.D.,  as  instructor;  in  metabolism  and  endocri- 
nology, Morton  Smith,  M.D.,  associate  professor; 
A.  L.  Southren,  M.D.,  instructor;  and  Kurt  Altman, 
M.D.,  teaching  fellow;  neurology,  Robert  Strobos, 
M.D.,  associate  professor  and  chief;  and  in  the  renal 
section,  Norman  Deane,  M.D.,  associate  professor. 

College  of  Medicine 

tion.  The  award  signifies  that  the  recipient  has 
won  his  “letter  in  life”  for  outstanding  business  and 
professional  achievement. 
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State  University  of  New  York  Downstate  Medical  Center 


New  Treatment  Process  Research  Center  in 
Psychiatry — The  Public  Health  Service  has  com- 
mitted $2,450,000  over  the  next  seven  years  to 
support  a new  treatment  process  research  center  in 


psychiatry.  The  new  unit  will  be  housed  on  three 
floors  of  the  J Building  of  Kings  County  Hospital 
and  will  be  directed  by  Harley  Shands,  M.D.,  pro- 
fessor of  psychiatry'. 


State  University  of  New  York  Upstate  Medical  Center 


Lecture — I.  Jay  Brightman,  M.D.,  Assistant 
Commissioner  for  Chronic  Disease  Services,  New 
York  State  Department  of  Health,  delivered  the 
annual  Hilda  Freeman  Silverman  Lecture  on  Octo- 
ber 18.  Dr.  Brightman  spoke  on  “Tuberculosis — 
A Study  of  Trends  and  an  Evaluation  of  Our  Current 
Control  Measures.” 

Appointments — Otto  M.  Lilien,  M.D.,  assistant 
professor,  Department  of  Surgery;  Douglas  W. 
Voth,  M.D.,  fellow.  Department  of  Preventive 
Medicine,  were  appointed  October  1.  Faculty 
changes-in-status  are  James  E.  Coveil,  M.D.,  to 
clinical  associate  professor.  Department  of  Obstet- 
rics and  Gynecology;  Seymour  Furman,  M.D., 
clinical  assistant  professor.  Department  of  Psy- 
chiatry; Robert  Loomis,  M.D.,  clinical  professor. 
Department  of  Obstetrics  and  Gynecology; 
Augusto  Samonte,  M.D.,  clinical  assistant  professor. 
Department  of  Anesthesiology;  Ralph  N.  Weller, 
M.D.,  clinical  associate  professor.  Department  of 
Obstetrics  and  Gynecology. 

Grants — Allen  B.  Dobkin,  M.D.,  professor  and 
chairman.  Department  of  Anesthesiology,  from 
Abbott  Laboratories,  Inc.,  Ayerst  Laboratories, 
Charles  Pfizer  and  Co.,  J.  B.  Roerig  and  Co., 
Sandoz  Pharmaceuticals  and  Co.,  E.  R.  Squibb  & 
Sons,  Co.,  and  U.S.  Vitamin  & Pharmaceutical 
Corp.,  to  investigate  new  drugs;  William  W. 
Faloon,  M.D.,  associate  professor.  Department  of 
Medicine,  a three-year  grant  from  the  U.S.  Public 
Health  Service  for  studies  of  how  human  intestines 
absorb  vitamins,  minerals,  and  certain  test  mate- 
rials and  how  this  absorption  is  affected  by  surgery, 
administration  of  specific  medicines,  and  certain 
types  of  disease;  Charles  W.  Lloyd,  M.D.,  professor. 
Department  of  Obstetrics  and  Gynecology,  and 
Arnold  Moses,  M.D.,  instructor.  Department  of 


Medicine,  a grant  from  Sandoz  Pharmaceutical  for 
research  on  the  hormones,  oxytocin,  and  vasopressin 
and  from  William  S.  Merrell  Company,  for  research  j 
on  specific  drugs;  Thomas  Mou,  M.D.,  associate  j 
professor.  Department  of  Preventive  Medicine,  a 
grant  from  the  Upjohn  Co.,  to  study  a new  broad- 
spectrum  antibiotic;  Robert  E.  L.  Nesbitt,  Jr., 
M.D.,  professor  and  chairman,  and  Robert  C. 
Hays,  M.D.,  assistant  professor.  Department  of 
Obstetrics  and  Gynecology,  a grant  from  the  U.S.  ; 

Public  Health  Service  for  research  on  premature  j 

separation  of  the  placenta;  John  F.  Neville,  Jr.,  j 
M.D.,  associate  professor,  and  Daniel  M.  Enerson,  , 
M.D.,  assistant  professor.  Department  of  Surgen,', 
a two-year  grant  from  the  U.S.  Public  Health 
Service  for  studying  production  of  metabolic 
wastes  in  the  tissues  during  hypothermia;  Julius 
Richmond,  M.D.,  professor  and  chairman,  and 
Earle  Lipton,  M.D.,  Department  of  Pediatrics,  a j 
five-year  grant  from  the  U.S.  Public  Health  Service 
for  study  of  the  autonomic  nervous  system  in  in-  1 
fants;  Lloyd  S.  Rogers,  M.D.,  associate  professor. 
Department  of  Surgery,  a three-year  grant  from  the 
U.S.  Public  Health  Service  to  study  the  changes  in  f 
tissue  oxygen  of  various  organs  during  the  use  of  the  j 
heart-lung  machine  at  normal  temperatures;  Sej'-  | 
mour  H.  Schwartzberg,  M.D.,  clinical  instructor. 
Department  of  Medicine,  a grant  from  the  U.S.  ) 
Public  Health  Service  for  study  of  the  role  specific  i 
dog  breed  antigens  play  in  human  allergj';  Thomas  i 
Szasz,  M.D.,  professor.  Department  of  Psychiatn.-,  | 
a grant  from  the  U.S.  Public  Health  Service,  for  j 
the  purpose  of  analyzing  the  features  of  psj'chiatrj- 
as  a form  of  social  control,  which  impinge  upon  civil 
rights;  Jay  Tepperman,  M.D.,  professor  of  experi- 
mental medicine  and  Dr.  Helen  M.  Tepperman,  as- 
sistant professor.  Department  of  Pharmacology,  a 
five-year  grant  from  the  U.S.  Public  Health  Service 
for  the  study  of  the  liver. 


University  of  Rochester  School  of  Medicine  and  Dentistry 


Appointed— Leonard  D.  Fenninger,  M.D.,  as- 
sociate dean,  has  been  appointed  to  the  newly 
created  post  of  medical  director  of  the  Strong 
Memorial  Hospital.  Dr.  Fenninger  also  will  hold 


the  positions  of  associate  dean  of  the  Medical 
School  and  professor  and  chairman  of  the  new 
Department  of  Health  Services,  and  professor  of 
medicine. 
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Dermatologists  Elect — The  following  officers  were 
recently  elected  by  the  Central  New  York  Derma- 
tological Society  for  the  year  1962:  Marcus  B. 

Einhorn,  M.D.,  Albany,  president;  Charles  S. 
Lament,  M.D.,  Poughkeepsie,  vice-president;  and 
Maurice  J.  Stone,  M.D.,  Syracuse,  secretary- 
treasurer. 

New  Kind  of  Dental  Clinic — A dental  clinic,  de- 
signed solely  for  the  needs  of  the  mentally  and 
physically  handicapped  and  individuals  who  have 
fears  so  severe  that  they  cannot  or  will  not  undergo 
usual  dental  treatment,  was  opened  at  Grand  Central 
Hospital,  321  East  42nd  Street,  in  November. 
The  new  service  is  headed  by  Dr.  Jerry  J.  Adelson, 
a dental  practitioner  who  also  holds  a doctorate 
degree  in  education  of  the  handicapped. 

The  new  service  will  provide  for  treatment  of  the 
entire  mouth  in  a single  visit.  This  is  made  pos- 
sible by  the  use  of  new  amnesic  drugs,  general 
anesthetics,  and  specialized  equipment  which 
permit  complete  treatment  with  the  elimination  of 
any  frightening  or  painful  experience.  Special 
dental  equipment  has  been  designed  for  the  program 
and  the  doctors  and  all  assistants  work  in  street 
clothes. 

Provisions  have  been  made  to  facilitate  treatment 
times  for  patients  who  must  travel  long  distances. 
Appointments  for  the  Clinic  can  be  made  by  calling 
Oxford  7-9200,  extension  383,  or  by  writing  directly 
to:  Dental  Clinic,  Grand  Central  Hospital,  321 
East  42nd  Street,  New  York  17,  New  York. 

Postgraduate  Radio  Programs — The  New  York 
.\cademj'  of  Medicine  announces  its  January 
schedule  for  its  forty-ninth  series  of  postgraduate 
radio  programs.  The  programs  will  be  presented 
on  Saturdays  at  4:30  p.m.  over  Station  WBAI 
(FM  99.5  megacycles). 

January  6 — “Management  of  Cancer  of  the 
Skin,”  Anthony  N.  Domonkos,  M.D.,  assistant 
clinical  professor  of  dermatology,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 

January  IS — “The  Expanding  Dimensions  of 
Public  Health:  The  Bacteriologic,  Immunologic, 
and  Chemotherapeutic  Period  (1910  to  1935),” 
George  Rosen,  M.D.,  professor  of  health  education. 
School  of  Public  Health  and  Administrative  Medi- 
cine, Columbia  University. 

January  20 — “Nutrition  and  the  Brain,”  Ray- 


mond D.  Adams,  M.D.,  Ballard  Professor  of 
Neuropathology,  Harvard  University  Medical 
School. 

January  27 — “The  Union  Health  Movement  as 
Voluntarism,”  Jerome  Pollack,  program  consultant, 
Social  Security  Department,  United  Automobile, 
Aircraft  and  Agricultural  Workers  of  America. 

American  College  of  Gastroenterology — Elections 
were  held  by  the  American  College  of  Gastroenter- 
ology at  its  annual  meeting  in  October  in  Cleveland, 
Ohio.  Physicians  from  New  York  State  who  were 
elected  to  office  are  as  follows:  William  C.  Jacobson, 
M.D.,  New  York  City,  treasurer;  Harry  Barowsky, 
M.D.,  New  York  City,  re-elected  as  trustee;  and 
Edward  J.  Nightingale,  M.D.,  New  York  City, 
re-elected  as  a governor. 

Silver  certificates  signifying  twenty-five  years 
continuous  affiliation  with  the  College  also  w'ere 
presented  during  the  meeting.  Physicians  from 
the  New  York  area  who  received  certificates  are  as 
follows:  Brooklyn:  Benjamin  M.  Bernstein,  M.D., 
Milton  J.  Matzner,  M.D.,  Samson  A.  Seley,  M.D., 
and  Charles  Windwer,  M.D.;  Elmhurst:  Victor  T. 
McGrattan,  M.D.;  New  York  City:  A.  Allen  Gold- 
bloom,  M.D.,  Harry  Katz,  M.D.,  Milton  H.  Levy, 
M.D.,  Raymond  J.  Lutz,  M.D.,  and  Norman  A. 
Samuels,  M.D.;  and  Rochester:  Libby  Pulsifer, 
M.D. 

Three  New  York  City  physicians  were  presented 
with  the  first  prize  of  the  1961  Ames  Aw-ards  for 
their  paper  on  “Further  Evaluation  of  Splenic 
Pulp  Manometry  as  a Differential  Diagnostic 
Test  of  Acute  Upper  Gastrointestinal  Bleeding” 
at  the  College’s  annual  banquet.  They  are: 
Louis  M.  Rousselot,  M.D.,  William  F.  Panke, 
M.D.,  and  Augusto  H.  Moreno,  M.D.  The  awards 
are  given  by  the  Ames  Company  of  Elkhart, 
Indiana. 

New  Facilities  for  Mentally  Retarded — Governor 
Rockefeller  has  announced  the  completion  of 
preliminary  site  development  plans  for  a proposed 
17-million-dollar  long-range  construction  program 
for  the  school  for  mentally  retarded  at  Mt.  Mc- 
Gregor, Saratoga  County. 

The  plans  call  for  construction  of  new  buildings 
to  house  1,180  patients  built  on  a modified  cottage 
plan  with  adjacent  recreational  areas  and  a cen- 
tralized play  field  for  major  institutional  programs. 
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Construction  of  the  main  institutional  buildings, 
will  be  on  State-owned  farm  land  located  east  of 
Route  9 at  Wilton.  The  existing  buildings,  situ- 
ated on  the  hill  overlooking  the  farm  lands,  are  being 
renovated  to  accommodate  an  additional  215 
retarded  patients. 

Included  in  the  plans  for  the  new  construction  are 
a school  building,  a medical-surgical  hospital 
building,  buildings  for  the  severely  retarded,  resi- 
dence cottages  for  school  children,  and  training 
and  rehabilitation  facilities. 

Ophthalmology  Residency  Fellowships — Six  addi- 
tional fellowships  for  residents  in  ophthalmology,  to 
be  awarded  July  1,  1962,  have  been  announced  by 
the  Guild  of  Prescription  Opticians  of  America,  Inc. 
Applications  must  be  received  by  May  15,  1962. 

Each  fellowship  is  for  a total  of  $1,800,  payable 
in  monthly  stipends  over  the  period  of  a three-year 
residency.  The  grants  are  limited  to  residencies 
at  approved  institutions  where  full  three-year 
residencies  are  offered,  but  residencies  which 
begin  anytime  during  the  calendar  year  are  eligible. 
For  application  forms  and  further  information 
write  to:  Fellowships,  Guild  of  Prescription  Opti- 
cians of  America,  Inc.,  110  East  23rd  Street,  New 
York  10,  New  York. 

M.D.’s  to  Aid  Building  Fund — The  medical 
staff  of  Nassau  Hospital,  Mineola,  Long  Island, 
has  set  a goal  of  $350,000  for  its  contribution  to  the 
Hospital’s  planned  4-million-dollar-development  pro- 
gram. The  goal  represents  one  fourth  of  the 
$1,500,000  being  sought  in  contributions.  The 
funds  will  be  used  to  construct  additions  to  provide 
110  more  beds,  2 operating  rooms,  and  a recovery 
room. 

Drug  Firm  Cleared  of  Charges — Chas.  Pfizer  & 


Co.,  Inc.,  has  announced  that  the  Federal  Trade 
Commission  has  dismissed  all  charges  against  Pfizer 
concerning  antibiotics,  including  any  questions  as  to 
price  fixing  or  the  validity  of  its  tetracycline  patent. 

The  Federal  Trade  Commission  also  dismissed 
price-fixing  charges  against  four  other  companies. 
They  are:  American  Cyanamid  Co.,  Bristol-Myers 
Co.,  and  its  subsidiary,  Bristol  Laboratories  Inc., 
Olin  Mathieson  Chemical  Corp.  (Squibb),  and  The 
Upjohn  Company. 

Specialty  Societies  AflSliate  with  Medico — Six 
principal  medical  and  surgical  specialty  societies 
have  become  officially  affiliated  with  MEDICO, 
Inc.,  and  others  are  expected  to  take  action  soon 
which  will  formally  associate  them  with  MEDICO’S 
program. 

Thus  far  the  organizations  of  specialists  which 
have  become  affiliated  with  MEDICO  are:  The 
American  College  of  Physicians;  The  American 
College  of  Surgeons;  The  American  Psychiatric 
Association;  The  American  College  of  Radiology; 
The  American  Academy  of  Physical  Medicine  and 
Rehabilitation;  and  The  American  Academy  of 
Pediatrics. 

Blood  Suppliers  Under  Investigation — George 
James,  M.D.,  Acting  Commissioner  of  the  De- 
partment of  Health  of  the  City  of  New  York,  has 
suggested  that  150  voluntary  and  private  hospitals 
in  New  York  City  discontinue  the  use  of  blood  or 
plasma  distributed  by  four  commercial  laboratories 
or  blood  banks. 

Dr.  James  said  that  blood  from  these  firms  should 
not  be  used  because  they  are  under  investigation  by 
the  National  Institutes  of  Health  of  the  United 
States  Public  Health  Service.  Ray  Trussed,  M.D., 
Commissioner  of  the  Department  of  Hospitals, 
had  previously  notified  aU  municipal  hospitals  not 
to  use  blood  from  the  sources  named  by  Dr.  James. 


Personalities 


Aivarded 

Frank  G.  Boudreau,  M.D.,  New  York  City, 
the  1961  Sedgwick  Memorial  Medal  for  distinguished 
service  in  public  health. 

Elected 

Charles  E.  Kossmann,  M.D.,  New  York  City,  as 
president  of  the  New  York  Heart  Association  . . . 
Edward  J.  Lorenze,  M.D.,  White  Plains,  as  treasurer 
and  a member  of  the  board  of  directors  of  the  Ameri- 
can Geriatrics  Society  and  as  president-elect  of  the 
New  York  Society  of  Physical  Medicine  and  Re- 
habilitation. 


Speakers 

Joseph  E.  Delmonico,  Jr.,  M.D.,  Syracuse,  a 
discussant  on  the  subject  “Open  Heart  Surgery’’ 
at  the  November  meeting  of  the  Jefferson  County 
Medical  Society  . . . Wilfred  Dorfman,  M.D.,  Brook- 
lyn, at  the  Hahnemann  Medical  College  symposium 
on  psychosomatic  medicine,  in  Philadelphia,  in 
December  . . . George  Hutzman,  M.D.,  Syracuse, 
a discussant  on  the  subject  “Open  Heart  Surgery” 
at  the  November  meeting  of  the  Jefferson  County 
Medical  Society  . . . Abram  Kardiner,  M.D.,  New 
York  City,  on  November  12,  at  the  New  York 
State  division  of  the  American  Psychiatric  Asso- 
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ciation,  in  New  York  City  . . . Giorgio  Lolli,  M.D., 
Flushing,  in  San  Francisco,  in  November  at  a 
symposium  at  the  University  of  California  on 
“Alcohol  and  Civilization”  . . . Howard  A.  Rusk, 
M.D.,  at  the  inaugural  meeting  of  the  Greater 
New  York  Chapter  of  the  American  Physicians 
Fellowship  for  the  Israel  Medical  Association  and  the 
Jerusalem  Academy  of  Medicine  on  November  1 . . . 
Robert  Turell,  M.D.,  New  York  City,  on  November 


3 and  4 at  the  Ohio  State  University  College  of 
Medicine  and  Hospital  on  the  subject  “Mahgnant 
Potential  of  Adenomas  of  the  Colon  and  Rectum” 
and  “The  Anatomic  Basis  for  Anorectal  Suppura- 
tions” . . . William  Wolf,  M.D.,  New  York  City,  at 
the  one  hundred  and  eighty-fourth  scientific  meeting 
of  the  Association  for  the  Advancement  of  Psycho- 
therapy, Inc.,  on  November  17,  on  the  topic  “Wider 
Horizons  in  Psychotherapy.” 


MEDICAL  MEETINGS 


Buffalo  Academy  of  Medicine 

A panel  discussion  entitled  “Management  of 
Gastrointestinal  Bleeding”  will  be  presented  at  the 
January  3 monthly  meeting  of  the  Buffalo  Academy 
of  Medicine  at  the  University  of  Buffalo  School  of 
Medicine  at  8:30  p.m.  The  program  will  be  pre- 
ceded by  cocktails  at  6:00  p.m.  at  the  University  of 
Buffalo  Faculty  Club  and  by  dinner  at  the  Uni- 
versity’s Norton  Hall  at  7: 15  p.m. 

Guest  speakers  will  be:  Charles  Stuart  Welch, 
M.D.,  professor  of  surgery,  Albany  Medical  School, 
and  attending  surgeon,  Albany  Medical  Center 
Hospital;  Howard  E.  Dorton,  M.D.,  Lexington, 
Kentucky,  senior  surgeon  of  the  Dorton,  Hyden, 
Segnitz,  and  Moore  Surgical  Group;  Owen  Wan- 
gensteen, M.D.,  of  the  University  of  Minnesota; 
and  Stephen  Wangensteen,  M.D.,  resident.  De- 


partment of  Surgery,  Presbyterian  Hospital,  New 
York  City. 

For  information  write  to:  H.  Paul  Longstreth, 
M.D.,  Secretary,  Buffalo  Academy  of  Medicine, 
193  Mt.  Vernon  Road,  Buffalo  26,  New  York. 

Division  of  Dermatology,  Doivnstate 
Medical  Center 

The  Division  of  Dermatology  of  the  Department 
of  Medicine,  State  University  of  New  York  Down- 
state  Medical  Center,  will  present  a discussion  on  “Re- 
cent Advances  in  Ionizing  Radiation”  on  February  2, 
from  10:00  to  11:30  a.m.,  in  the  E Building  Audi- 
torium, Kings  County  Hospital,  451  Clarkson 
Avenue,  Brooklyn. 

Earl  Brauer,  M.D.,  clinical  associate  professor 
of  dermatology,  Bellevue  Medical  Center,  will  be 
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the  speaker  and  Lawrence  Frank,  M.D.,  professor 
of  dermatology,  State  University  of  New  York 
Downstate  Medical  Center,  will  be  the  moderator. 


Gill  Memorial  Eye,  Ear  and  Throat  Hospital 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hospital 
has  announced  that  it  will  hold  its  thirty-fifth 
annual  spring  congress  in  ophthalmology  and  oto- 
laryngology and  allied  specialties,  April  2 through  6. 

SLx  physicians  from  the  Metropolitan  New  York 
area  will  be  among  the  guest  speakers.  They  are: 
A.  Benedict  Rizzuti,  M.D.,  and  Richard  Troutman, 
M.D.,  Brooklyn,  and  J.  Gordon  Cole,  M.D., 
Miles  A.  Galin,  M.D.,  George  Pack,  M.D.,  and 
Byron  Smith,  M.D.,  New  York  City. 

For  further  information  write  to:  Superintendent, 
The  Gill  Memorial  Eye,  Ear  and  Throat  Hospital, 
P.O.  Box  1789,  Roanoke,  Virginia. 


West  Virginia  Academy  of  Ophthalmology  and 
Otolaryngology 

The  West  Virginia  Academy  of  Ophthalmology 
and  Otolaryngology  will  hold  its  annual  meeting  at 
the  Greenbrier  Hotel,  VTiite  Sulphur  Springs, 
West  Virginia,  April  23  through  25,  1962.  Ramon 
Castroviejo,  M.D.,  New  York  City,  will  be  among  the 
guest  speakers.  For  information  write  to:  Worthy 
W.  McKinney,  M.D.,  Secretary,  West  Virginia 
Academy  of  Ophthalmology  and  Otolaryngologj', 
109  East  Main  Street,  Beckley,  West  Virginia. 

American  Thoracic  Society 

Clinical  and  laboratory  work  in  tuberculosis  and 
other  respiratory  diseases  will  be  discussed  in 
three  days  of  scientific  sessions  at  the  annual  meeting 
of  the  American  Thoracic  Society,  medical  section 
of  the  National  Tuberculosis  Association,  in  Miami 
Beach,  Florida,  May  21  through  23,  1962. 

For  information  write  to:  National  Tuberculosis 
Association,  1790Broadway,  New  York  19,  New  York 


“/  can  just  hear  my  answering  service  going  . . . Dr.  Brown  is  on  vacation  . . . Dr.  Brown  js  on  vacation  . . . Dr. 

Brown  is  on  vacation  . . . 
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Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-monlhs  day  course  Includes  intensive  Irainins 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 


254  W.  54  St— N Y C 
Circle  7-3434 
. Licensed  by  the  Slate  of  New  York  ____ 


MawU  ScUool 


PINEWOOD  8;-  [“’u'ifw'fnt:  I 

EST.  I930  Df,  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  S-3155 
A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Rate:  Commence  at  $125.00  per  week. 

N.  y.  City  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.,  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted 

Rates  Moderate 
Eugene  N.  Boudreau,  M.D.,  P $yclustriit 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychistritt 
Donald  Boudreau,  M.D.,4fat.  Psychistrist 
658  West  Onondaga  Street 
SYRACUSE,  N.  Y- 


WEST  HILJL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
For  oervoni,  meacal,  drug  aod  alcoholic  paticocs.  The  saDicarium  {i 
beaucifally  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W,  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Klngtbrldge  9-8440 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


BUY 


SAVINGS  BONDS 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 


EU  GARB  ON®  VALERIANETSDISPERT®  PRESTO-BORO® 


Ejch  talilet  contains;  Eitract  of  Rhubarb, 
Senna.  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  In  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative,  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  Vi  hr.  after 
meals  — Supply:  Tins  of  100. 


( ^ 

Each  Chocolate  Coated  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  O.OS  gm. 
dispergentized.  Tastless,  Odorless,  Non- 
Depressant,  Non-Habit  forming.  Indicated  In 
cases  of  nervous  excitement,  depressive 
slates,  menopausal  molimena.  Insomnia. 


s 

POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  ef  swellings,  Inflammations, 
sprains. 

V / 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 
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Internist — Large  Midwest  Hospital.  Must  be  board  eligible. 
Write  Box  234,  N.  Y.  St.  Jr.  Med. 


House  staflf  member  (1)  full-time.  Accredited  60  bed  general 
hospital  located  in  University  City  near  medical  center. 
Adult  medical  and  surgical  patients  only.  Salary  $9,000 
year.  Write  Administrator,  Midtown  Hospital,  Syracuse, 
New  York,  stating  qualifications  and  training. 


HOUSE  PHYSICIANS:  Required  for  Spring  Valley  Gen- 

eral Hospital,  New  York.  Must  have  certification  by  the 
“ECFMG”  and  have  or  be  eligible  for  certification  or  tem- 
porary licensure  by  New  York  State.  Good  salary  and  work- 
ing conditions.  Apply  Administrator. 


MEDICAL  REHABILITATION  CONSULTANT— Chal- 
lenging opportunity  to  participate  in  expanding  rehabilitation 
program  of  the  New  York  State  Workmen's  Compensation 
Board.  Full-time  position.  Qualifications:  graduation  from 
an  approved  medical  school,  completion  of  internship,  eligi- 
bility or  license  to  practice  medicine  in  New  York  State,  two 
years  of  residency  in  physical  medicine  and  rehabilitation  and 
an  additional  two  years  of  experience  in  medicine  (one  addi- 
tional year  of  residency  may  be  substituted  for  one  year  of 
experience).  Salary  range  $14,410-$16,890.  Excellent  fringe 
benefits.  Write  to  Irvin  Klein,  M.D.,  Medical  Director, 
Workmen’s  Compensation  Board,  50  Park  Place,  New  York 
7,  New  York. 


PHYSICIAN  TO  TRAVEL  MIDWEST  WITH  MOBILE 
MEDICAL  CENTER  equipped  with  X-ray  and  laboratory. 
Diagnostic  exams  for  non-profit  organization.  Opportunity 
for  wife  as  assistant  technician.  Write  Box  439,  N.  Y.  St. 
Jr.  Med. 


Urologist — Board  qualified  to  serve  approximately  30,000. 
Ofifice  space  and  residence  available.  Two  year  guaranteed 
minimum  income.  Contact  Administrator,  Mary  McClellan 
Hospital,  Cambridge,  New  York. 


“After  I cracked  it  I decided  to  call  it  ‘Splitting 
Headache.’  ” 


PRACTICES:  FOR  SALE  OR  RENT 


Very  modern  G.P.  office  in  Forest  Hills.  Queens  Boulevard 
near  hospital  and  transportation,  for  sale.  Reasonable  rent, 
suitable  for  G.P.  or  specialist.  Write  Box  428,  N.Y.  St.  Jr. 
Med. 


General  practice,  high  income,  home-office  combination,  2 
hours  from  N.  Y.  C.,  for  sale  at  real  estate  value.  Leaving  for 
residency.  Write  Box  434,  N.  Y,  St.  Jr.  Med. 


Well  established  general  practice — West  Suffolk,  L.I.  Home- 
office  combination.  Mortgaged.  School  physician.  Leaving 
for  specialty.  Will  introduce.  Also  suit  internist  or  pedia- 
trician. Easy  terms.  Write  Box  435,  N.  Y.  St.  Jr.  Med. 


General  Practice  for  sale,  established  11  years,  growing  Long 
Island  community.  Home-office  combination,  real  estate 
for  sale  or  rent.  May  consider  mutual  benefit  arrangement. 
Reply  P.  O.  Box  232,  Malverne,  N.  Y. 


Buffalo,  N.Y.  & Suburban:  Active  int.  med.  practice. 

Complete  clinic,  laboratory,  hospital  size  x-ray  equipment, 
facilities  adequate  for  small  group  practice.  Superb  living 
accommodations  attached.  Well-trained  staff.  Widow, 
full-time  office  nurse,  will  introduce  successor.  Especially 
attractive  for  int.  med.,  pediatrics  and  part-time  x-ray. 
Hosp.  affiliations  available.  Write  Mrs.  H.  Krakauer,  Bos- 
ton, N.Y. 


FOR  S.4LE:  Active  ophthalmological  practice  completely 

equipped:  furnished  office  and  residence  also  available.  Long 
Island  within  40  miles  of  N.Y.C.  Excellent  hospital  affilia- 
tions. If  desired,  will  assist  for  mutual  period.  Write 
George  F.  Sheehan,  50  Broad  Street,  New  York  4,  New 
York. 


Extremely  lucrative  general  practice  in  small  central  N.  Y. 
community.  Beautiful  home-office  combination.  Six-room 
office,  fully  equipped.  Twelve  miles  to  hospital.  Unop- 
posed. Excellent  terms.  Write  Box  445,  N.  Y.  St.  Jr.  Med. 


POSITIONS  WANTED 


Pediatrician,  3 years’  residency  training,  3 years’  practice 
Seeks  relocation  N.Y.  State.  Association,  or  succession 
to  retiring  man.  Write  Box  441,  N.  Y.  St.  Jr.  Med. 


General  Practitioner,  15  years  experience  with  large  following 
in  West  Bronx.  Must  relocate.  Interested: 

1)  To  share  established  office. 

2)  To  open  new  office  with  partner. 

3)  To  join  a group. 

Reply  Box  64,  Riverdale  Station,  Bronx  71,  New  Y'ork. 


Internist,  age  thirty,  married,  available  July,  1962.  Com- 
pleting third  year  of  approved  medical  residency.  Military 
service  completed.  Desires  association  with  established 
group  or  practitioner,  preferably  in  New  York  State  or  New 
Jersey.  Write  Box  447,  N.  Y.  St.  Jr.  Med. 


Pediatrician,  Board  eligible,  seeks  location  in  the  North- 
eastern United  States.  -Available  next  Spring.  Write  Box 
446,  N.  Y.  St.  Jr.  Med. 


Anesthesiologist,  New  York  State  licensed,  available  part  or 
full-time.  Write  Box  444,  N.  Y.  St.  Jr.  Med. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


For  Rent:  Central  Nassau  County — Ideal  location — Exclu- 
sive community — Unlimited  opportunity  for  G.P.  or  any 
specialty.  Call  IV  3-4884. 


For  rent — share  internists  office  near  White  Plains  Hospital. 
Suitable  for  Psychiatrist,  Dermatologist,  etc.  WH-9-9166. 


Deceased  doctors  home-office  combination  For  Sale  or  Rent. 
Semi-detached  brick,  7*A  rooms,  finished  basement,  garage. 
Vicinity  Brooklyn  Botanical  Gardens.  Convenient  terms. 
IN  2-6324. 


Office  to  Share — Furnished  office  available  to  share  with  two 
specialists  in  a new  community  in  Brooklyn.  Reasonable — 
No  investment.  HI  4-4100. 


For  rent:  Office  space  professional  building  Huntington 

Station.  L. I.  Fully  air  conditioned.  Ample  on  site  parking. 

Present  leases  include  established  G.P.  and  legal  firm.  Occu- 
pancy Jan.  1,  1962.  Inquire  Marsul  Realty  Co.,  30  E.  Sun- 
rise H'way.  Lindenhurst,  N.  Y.  TUrner  8-3000. 


Looking  for  an  ideal  location  to  practice  ENT,  Ophthalmol- 
ogy or  Dermatology?  Office  space  available  in  rapidly  ex- 
panding suburban  Buffalo  area  with  nearby  Intercommunity 
Hospital.  E.  W.  Bockstahler,  Depew,  New  York.  NT 
3-1840. 


FOR  RENT:  New  4-room  professional  apartment.  Ideal 
for  one  or  two  doctors.  Centrally  located  in  Flushing. 
142-04  Horace  Harding  Expressway.  HI  5-0767. 


Willing  to  share  fully  equipped  modern  office,  4‘/s  rooms  air 
conditioned,  in  South  Yonkers.  Liberal  hours  and  reason- 
able. YO  8-8190. 


Professional  suites  for  rent — Spring  1962  occupancy.  Fully 
air-conditioned  Medical  Center  opposite  Beth-El  Hospital  at 
Rockaway  Pkwy  & Linden  Blvd  in  Brooklyn.  Will  serve 
over  1,000,000  people.  All  suites  will  be  custom-built  to 
your  needs.  Lower  level  of  this  new  prestige  building  will 
house  .lacoff’s  Surgical  Svipply  & Professional  Pharmacy. 
For  information,  call  or  write  Mr.  Robert  Feldman,  137-50 
227th  St.,  Laurelton  13,  L.I.  M.\  6—1880. 


MISCELLANEOUS 


COLLECTIONS — The  Crane  Plan — statewide  service,  27 
years  of  research  assures  good  results.  Free  Service  first  18 
days — rates  after  Free  Service  25%  on  accounts  less  than  6 
months  past  due;  30%  less  than  a year;  33>/i%  less  than 
3 years  and,  50%  on  accounts  over  3 years  old.  Accounts 
recovered  by  attorneys  and  on  the  first  ten  dollars,  regard- 
less of  the  age  of  the  account.  Write  for  listing  forms — 
Crane  Discount  Corp.,  221  W.  41  St.,  N.Y.  36. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  <k  Individual  Information.  John  Levbarg,  M.D., 
211-02  Union  Tpke,  Flushing  64,  N.  Y.  HO  4-1100. 


Nurse  Anesthetist,  CRN  A preferred,  70  bed  hospital  in 
Northwestern  Montana.  Excellent  opportunity,  liberal  ben- 
efits. Salary  open.  Contact  Administrator;  Kennedy  Dea- 
coness Hospital,  Havre,  Montana. 


GIVE  TO 

CONQUER  CANCER 


CLASSIFIED  RATES 


1 
3 
6 
12 
24 

MINIMUM  3 LINES 
Count  7 average  words  to  each  line 


time $1.35  per  line  per  insertion 

Consecutive  times.  1.20  per  line  per  insertion 
Consecutive  times.  1.00  per  line  per  insertion 
Consecutive  times.  .90  per  line  per  insertion 
Consecutive  times.  .85  per  line  per  insertion 


Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 


ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 


The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 
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Officers — County  Medical  Societies — 1961 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1961—25,372 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston.  . . . 

Madison 

Monroe 

Montgomery . . 

Nassau 

New  York . . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . . 
Richmond .... 

Rockland 

St.  Lawrence.  . 

Saratoga 

Schenectady . . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester.  . 
Wyoming. 
Yates 


Benjamin  Hoffman Albany 

George  E.  Taylor,  Jr Cuba 

George  A.  Howley Bronx 

Geroge  C.  Hamilton . . . Binghamton 

B.  John  Toth Olean 

Leonard  W.  Sincerbeaux. . . .Auburn 

H.  Wolcott  Ingham Jamestown 

William  M.  Kelly Elmira 

Robert  D.  Stone Norwich 

Dean  H.  Wheeler Plattsburgh 

LeRoy  J.  Holbert Kinderhook 

William  J.  McAuliffe Cortland 

David  G.  Doane Walton 

Morris  J.  Frank Beacon 

Eugene  J.  Hanavan Buffalo 

Rudolph  J.  Martin.  . . .Ticonderoga 

C.  Bradley  Sageman . . Saranac  Lake 

Arthur  Howard Johnstown 

Myron  E.  W'illiams Batavia 

T.  Earl  McQuade Coxsackie 

Leo  L.  Heller Newport 

Rudolph  J.  Haas Chaumont 

Leslie  H.  Tisdall Brooklyn 

Louis  A.  Avallone Lowville 

Stanley  J.  Jackson. . . Mount  Morris 

Wallace  B.  Nixdorf Oneida 

Charles  R.  Mathews Rochester 

Feori  F.  Pipito Amsterdam 

Wendell  L.  Hughes Hempstead 

David  Lyall New  York 

John  T.  Donovan,  Jr Lockport 

Theodore  J.  Kantor Utica 

Aaron  Burman Syracuse 

George  H.  R.  White Geneva 

Allen  H.  Keniston Port  Jervis 

Arnold  O.  Riley Holley 

John  B.  Riley Oswego 

Clinton  V.  Z.  Hawn. . .Cooperstown 

Eugene  Lusardi Cold  Spring 

Charles  C.  Mangi Woodhaven 

David  R.  Tomlinson Troy 

Fredrick  D.  Regan ...  Staten  Island 

G.  Gordon  Knight Piermont 

Alexander  E.  Dodds Edwards 

G.  D.  Anderson.  . .Saratoga  Springs 

Donald  C.  Walker Delanson 

Robert  Greenwald Cobleskill 

Fritz  Landsberg Watkins  Glen 

Willard  L.  Hogeboom Willard 

Leon  M.  Roe Canisteo 

Anthony  Kohn Bay  Shore 

Hyman  O.  Immerman.  . .Woodridge 

Henry  Kaine Spencer 

Noah  J.  Kassman Ithaca 

Vincent  Amatrano Kingston 

Raymond  L.  Rhodes.  . . Glens  Falls 

Peter  J.  Attwood Greenwich 

Charles  D.  Reeves Newark 

Charles  M.  Brane.  ..Yonkers 

G.  Stanley  Baker Castile 

Vincas  Sirmenis Penn  Yan 


John  J.  Phelan,  Jr Albany 

Edward  W.  Briggs,  Jr. . . . Wellsville 

Frank  La  Gattuta Bronx 

Michael  J.  Maggiore Endicott 

Frank  T.  Frost Olean 

Donald  W.  Delahanty Auburn 

Joseph  V.  Karnes Dunkirk 

James  A.  Mark Elmira 

Arland  D.  Ryan Norwich 

Harold  Singer Plattsburgh 

Edward  P.  Ginouves Hudson 

Donald  R.  Gibbs Cortland 

Marvin  Huyck Walton 

James  K.  Keeley Poughkeepsie 

Helen  Toskov Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

James  E.  Zullo Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington. . . .Watertown 

Vincent  J.  Tesoriero Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn.  . .Mount  Morns 

Felix  Ottaviano Oneida 

A.  Gordon  Ide Rochester 

Philip  T.  Cortese Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr..  .New  York 
William  C.  Niesen. . . . Niagara  Falls 

George  H.  Shields Utica 

Robert  B.  Bryant Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  Waterbury Newburgh 

Harvey  J.  Blanchet,  Jr Medina 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames ....  Cooperstown 

John  Simmons Brewster 

Frauk  W.  Farrell Flushing 

John  A.  Enzien Troy 

Joseph  Dolgin Staten  Island 

Burnett  S.  Rawson Pearl  River 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  C.  V.  Dewell Coble.-.kill 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer.  Waterloo 

Milton  Tulley Hornell 

Joseph  Lambert Bay  Shore 

Alan  R.  Fried. .. Livingston  Manor 

George  F.  Pritchard Owego 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb.  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Wallace  M.  Sheridan.  .White  Plains 

Newland  W.  Fountain Warsaw 

Willred  D.  McCusker. . . .Penn  Yan 


Salvatore  Tabacco Albany 

Frederick  H.  McCarty.  . .Wellsville 

Herbert  G.  Cohen Bronx 

James  F.  Johnson Binghamton 

Ruth  R.  Knobloch ....  Little  Valley 

Joseph  T.  Birardi Auburn 

C.  Otto  Lindbeck Jamestown 

Francis  W.  Chamberlain.  . . .Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Edward  P.  Ginouves Hudson 

Lewis  H.  Berk Cortland 

Marvin  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

Francis  W.  O’Donnell Buffalo 

George  C.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond. . .Johnstown 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Arthur  H.  Applegate Mohawk 

James  L.  Harrington ....  Watertown 

James  L.  O’Leary Brooklyn 

Charles  A.  Woerner.  . .Port  Leyden 
G.  Emerson  Learn . . . Mount  Morris 

Gareth  S.  West Chittenango 

Charles  D.  Sherman,  Jr. ..Rochester 
Robert  W.  Dunlap,  Jr. . .Amsterdam 

Louis  Bush Baldwin 

Adelaide  Romaine New  York 

Glenn  E.  Jones Niagara  Falls 

Theodore  F.  Thomas Utica 

Clayton  H.  Dale Syracuse 

M.  Edgerton  Deuel Geneva 

Earl  C.  W’aterbury Newburgh 

Salvatore  Dispenza Albion 

Frank  C.  Meyer Fulton 

Eugene  D.  Rames.  . . .Cooperstown 

John  Del  Campo Carmel 

Victor  S.  Lait Flushing 

Thomas  Engster. . Center  Brunswick 
J.  J.  Silverman. .....  .Staten  Island 

John  C.  Cardona Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore.Saratoga  Springs 
Kurt  H.  Meyerhof! . . . .Schenectady 

Duncan  L.  Best Middleburg 

A.  Duncan  McCarthy Burdett 

William  P.  Magenheimer.  .Waterloo 

Milton  TuUy Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried Livingston  Manor 

George  F.  Pritchard Owego 

R.  Wendell  Davis Ithaca 

Arthur  G.  Carr Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Joseph  Asin Newark 

Robert  E.  Healy Mount  Kisco 

Newland  W.  Fountain Warsaw 

Wilfred  D.  McCusker. . . .Penn  Yan 
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Barium  meal,  transient  reflux  of,  into  biliary  ducts,  2316 
Basic  Factors  in  Treatment  of  Emotional  Problems  of  Gen- 
eral Practice  [Psychiatric  Education  of  Physicians] 
(Deutsch),  3784 

Basis  for  Service  Benefits — Full  Payment  Concept  of  Blue 
Shield  [Medical  Care  Insurance]  (Horton),  2647 
Benedict's  reagent:  plant  and  insecticide  poisonings  [Briefs 
on  Accidental  Chemical  Poisonings  in  New  York  City], 
2463 

Benzocaine,  benztropine  methanesulfonate,  and  iron  sulfate 
intoxications  [Briefs  on  Accidental  Chemical  Poisonings  in 
New  York  City],  2322 

Benztropine  Methanesulfonate,  Iron  Sulfate,  and  Benzocaine 
Intoxications  [Briefs  on  Accidental  Chemical  Poisonings  in 
New  York  City],  2322 

Beta-glucuronidase  activity  in  urine,  study  of;  possible  role 
of  enzymes  and  metabolites  in  genesis  of  bladder  cancer, 
[New  Horizons  in  Therapy  of  Bladder  Tumors]  (Sym- 
posium), 2228 

Bilateral  Osteolytic  Lesions  of  the  Femora  [Clinicopathologic 
Conference],  2979 

Biliary  ducts,  transient  reflux  of  barium  meal  into,  2316 
Bilirubin:  function  [Diseases  of  the  Liver]  (Symposium  and 
Panel  Discussion),  3101 

Bilirubin:  recent  advances  in  understanding  of  liver  disease 
[Recent  Advances  in  Medicine  and  Surgery],  part  I,  2613 
Biopsy:  surgical  pathology:  its  present  status  [Recent  Ad- 
vances in  Medicine  and  Surgery],  2974 
Bladder:  traumatic  paraplegia  [Clinical  Rehabilitation  Con- 
ference], 2919 

Bladder  tumors,  new  horizons  in  therapy  of  (Symposium), 
2225 

Bleeding,  excessive  operative,  due  to  anesthesia;  causes, 
prevention,  and  correction,  3802 
Bleeding,  vaginal,  and  lower  abdominal  pain  [Clinico- 
pathologic Conference],  2630 
Blood 

failure  to  transfuse  [Clinical  Anesthesia  Conference],  3150 
loss  incident  to  surgery  using  Cr*'-labeled  erythrocytes, 
determination  of,  2593 

pressure:  antihypertensive  agents  [Miracle  Drugs] 

(Symposium  and  Panel  Discussion),  3443 
transfusions,  pitfalls  in  [Clinical  Anesthesia  Conference], 
3000 

vessels,  major,  artificial  substitutes  for  [Substitutes  for 
Organs  and  Tissues]  (Symposium  and  Panel  Discussion), 
3453 

Blue  plans 

health  care  for  all  (Panel  Discussion),  2265 
raising  nursing  home  standards;  community  approach, 
4225 

see  alto  Medical  Care  Insurance  (Series) 

Blue  Shield  and  American  Medicine — A Partnership  for 
Progress  [Medical  Care  Insurance]  (Welch),  3334 
Blue  Shield  as  a Method  of  Financing  Health  Care  [Medical 
Care  Insurance]  (Pollack),  3002 
Bone  disease,  chronic  [Clinicopathologic  Conference],  4038 
Bones  and  joints,  surgical  treatment  of  tuberculosis  of,  under 
umbrella  of  antituberculous  and  antibiotic  drugs,  3657 
Bradycardia:  fetal  distress,  4185 

Brain:  selective  local  hypothermia  in  neurosurgery  [Clinical 
Potentialities  of  Hypothermia]  (Symposium),  2951 
Brain,  space-occupying  lesion  in  [Clinicopathologic  Con- 
ference], 3302 
Breast  cancer 

new  technic  for  treating  internal  mammary  node  metastases 
in,  3817 

operable,  evluation  of  routine  preoperative  skeletal  survey 
for  patient  with,  4219 

treatment,  current  trends  in  [Recent  Advances  in  Medi- 
cine and  Surgery],  part  I,  3120;  part  II,  3289;  part  III, 
3469 

Bretylium  tosylate:  antihypertensive  agents  [Miracle 

Drugs]  (Symposium  and  Panel  Discussion),  3443 
Briefs  on  Accidental  Chemical  Poisonings  in  New  York  City 
(Series),  2322,  2463,  2811,  3153,  3506,  3697,  3898,  4068, 
4256 

Bronchial  asthma,  acute,  in  children;  cardiopulmonary 
problem?,  4259 

Bronchial  infection,  management  of,  2577 

Bronchus:  tracheobronchial  problems  in  infancy  and  child- 


hood, 2603 

Brooklyn  Project  for  Psychiatric  Education  of  Private  Prac- 
titioner [Psychiatric  Education  of  Physicians]  (Golden, 
Ilrody,  and  Lichtman),  3779 
Brucellosis,  human,  in  New  York  state,  2581 

Cadmium  and  cobalt  poisonings  [Briefs  on  Accidental 
Chemical  Poisonings  in  New  York  City],  3153 
Calculous  Obstruction  of  Hepatic  Duct  (Thorbjarnarson), 
4076 

Camping  for  Diabetic  Children  [Current  Concepts  in  Dia- 
betes Mellitus]  (Loughlin),  4242 
Cancer 

bladder,  possible  role  of  enzymes  and  metabolites  in 
genesis  of;  study  of  beta-glucuronidase  activity  in  urine 
(New  Horizons  in  Therapy  of  Bladder  Tumors]  (Sym- 
posium), 2228 

breast,  new  technic  for  treating  internal  mammary  node 
metastases  in,  3817 

breast,  treatment,  current  trends  in  [Recent  Advances  in 
Medicine  and  Surgery]  part  I,  3120;  part  II,  3289; 
part  III,  3469 

development  of  technic  for  isolated  perfusion  of  liver.  3993 
operable  breast,  evaluation  of  routine  preoperative  skeletal 
survey  for  patient  with,  4219 

recent  advances  in  understanding  of  liver  disease  [Recent 
Advances  in  Medicine  and  Surgery],  part  II,  2776 
screening,  value  of  cytologic  methods  in  [New  Approaches 
to  Screening  and  Early  Detection  of  Chronic  Illness] 
(Symposium  and  Panel  Discussion),  2763 
summary  of  present  trials  of  anticancer  agents,  2417 
surgical  treatment  of  carcinoma  of  postcricoid  region,  2567 
uterine,  screening  program  for  general  hospital  admissions, 
4015 

see  also  Carcinoma,  Leukopenia,  Lymphosarcoma,  Mas- 
tectomy, Metastases,  Neoplastic  disorder.  Sarcoma, 
Tumor  (s) 

Carbon  tetrachloride:  tetrachloride  poisoning  [Briefs  on 

Accidental  Chemical  Poisonings  in  New  York  City],  3506 
Carcinoid  of  ileum,  massive  gastrointestinal  hemorrhage  due 
to,  3519 

Carcinoma  of  Appendix  with  Diverticulosis  (Li  and  Skinner), 
3513 

Carcinoma 

bladder,  use  of  ileum  in  [New  Horizons  in  Therapy  of 
Bladder  Tumors]  (Symposium),  2234 
chronic  bone  disease  [Clinicopathologic  Conference],  4038 
metastatic,  Gaucher’s  disease  complicated  by;  presenting 
symptoms  of  recurrent  pericardial  tamponade  with 
secondary  acute  renal  failure,  4080 
of  postcricoid  region,  surgical  treatment  of,  2567 
see  also  Cancer,  Leukopenia,  Lymphosarcoma,  Mastec- 
tomy, Metastases,  Neoplastic  disorder.  Sarcoma, 
Tumor(s) 

Cardiac  ailments,  emotional  influences  on  [Psychiatric 
Education  of  Physicians],  3795 
Cardiac  arrest,  iatrogenic,  3107 

Cardiac  disease:  comparison  of  low-sodium  bacon  with 

regular  bacon;  clinical  study,  3269 
Cardiac  Diagnostic  [Medical  Diagnostic  Clinics],  2461, 
2809, 3502 

Cardiac  Failure  and  Severe  Hemoptysis  [Clinicopathologic 
Conference],  3874 

Cardiac  massage,  closed-chest  [Clinical  Anesthesia  Con- 
ference], 2304 
Cardiac:  see  Heart 

Cardiologist,  from  viewpoint  of  [Medical  Problems  in  Em- 
ployment Continuity  of  Senior  Citizens]  (Symposium  and 
Panel  Discussion),  2897 

Cardiopulmonary  problem?  acute  bronchial  asthma  in 
children,  4259 

Card  orespiratory  collapse,  total  (cardiac  arrest) ; contrib- 
utory and  causative  errors  of  omission  and  commission 
for  which  anesthesiologist  must  assume  responsibility, 
2928 

Cardiovascular  Effects  of  Toxic  Occupational  Exposures 
[Recent  Advances  in  Medicine  and  Surgery]  (Warshaw), 
2283 

Carotenemia:  skin  lesions  in  diabetes  [Current  Concepts  in 
Diabetes  Mellitus],  3685 

Case  of  Rapidly  Progressive  Congestive  Heart  Failure 
[Clinicopathologic  Conference],  2440 
Castration:  current  trends  in  breast  cancer  treatment 

[Recent  Advances  in  Medicine  and  Surgery],  part  III,  3469 
Cataracts:  observations  of  eye  in  diabetes  [Current  Con- 
cepts in  Diabetes  Mellitus],  2446 
Catheterization:  frequency  of  infection  following  urethral 

instrumentation  by  urologist,  3263 
Celiac  disease:  cutaneous  changes  in  malabsorption  syn- 
dromes [Nutrition  Excerpts],  4250 
Cerebrovascular  accident:  intracranial  aneurysm  and  hemi- 
plegia [Clinicopathologic  Conference],  4056 
Cervical  spine,  anterior  approach  to  degenerative  disk  dis- 
ease of,  3083 

Cervical  trachea,  closed  rupture  of,  with  separation  of  seg- 
ments, 4266 

Cervix:  uterine  cancer  screening  program  for  general  hospital 
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admissions,  4015 

Chemotherapy:  current  trends  in  breast  cancer  treatment 
[Recent  Advances  in  Medicine  and  Surgery],  part  I,  3120; 
part  II,  3289;  part  III,  3469 

Chemotherapy;  development  of  technic  for  isolated  per- 
fusion of  liver,  3993 

Chemotherapy  of  Urinary  Bladder  Tumors  [New  Horizons  in 
Therapy  of  Bladder  Tumors]  (Symposium)  (McDonald), 
2225 

Chest  mass,  asymptomatic  posterior  [Clinicopathologic  Con- 
ference], 3133 

Chickenpox:  varicella  encephalitis,  3912 
Child 

different  [Psychiatric  Education  of  Physicians],  3797 
of  innocence,  our,  4091 
stiff-man  syndrome  in,  2483 

Childhood  and  infancy,  tracheobronchial  problems  in,  2603 
Children 

acute  bronchial  asthma  in;  cardiopulmonary  problem?, 
4259 

dangers  and  consequences  of  steroid  therapy  in  [Recent 
Advances  in  Pediatric  Allergy]  (Seminar),  2743 
diabetic,  camping  for  [Current  Concepts  in  Diabetes 
Mellitus],  4242 

emotional  problems  of  [Psychiatric  Education  of  Physi- 
cians], 3790 

emotional  problems  in  pediatric  practice  [Psychiatric 
Education  of  Physicians],  3793 
Chlorambucil:  summary  of  present  trials  of  anticancer 

agents,  2417 

Chloramphenicol:  problem  of  resistant  staphylococcus  in 
routine  office  practice  [Problem  of  Resistant  Staphylococ- 
eus  in  Infections  of  Skin]  (Symposium  and  Panel  Discus- 
sion), 4176 

Chlordane:  plant  and  insecticide  poisonings  [Briefs  on  Acci- 
dental Chemical  Poisonings  in  New  York  City],  2463 
Chlormezanone  and  aspirin  as  analgesic,  clinical  evaluation 
of,  3856 

Chlorpromazine:  tranquilizers  [Miracle  Drugs]  (Symposium 
and  Panel  Discussion),  3437 

Chlorothiazide:  antihypertensive  agents  [Miracle  Drugs] 

(Symposium  and  Panel  Discussion),  3443 
Chlorothiazide:  recent  advances  in  understanding  of  liver 
disease  [Recent  Advances  in  Medicine  and  Surgery],  part 
II,  2776 

Cholestasis:  morphology  [Diseases  of  the  Liver]  (Symposium 
and  Panel  Discussion),  3097 

Cholesterol : lipid  metabolism  [Current  Concepts  in  Diabetes 
Mellitus],  3487 

Chorioamnionitis:  bilateral  osteolytic  lesions  of  femora 

[Clinicopathologic  Conference],  2979 
Chronic  Bone  Disease  [Clinicopathologic  Conference],  4038 
Chronic  illness,  new  approaches  to  screening  and  early  de- 
tection of  (Symposium  and  Panel  Discussion),  2757 
Cirrhosis 

cardiac  failure  and  severe  hemoptysis  [Clinicopathologic 
Conference],  3874 

hematemesis,  melena,  splenomegaly,  and  hypersplenism 
[Clinicopathologic  Conference],  4232 
morphology  [Diseases  of  the  Liver]  (Symposium  and  Panel 
Discussion),  3097 

recent  advances  in  understanding  of  liver  disease  [Recent 
Advances  in  Medicine  and  Surgery],  part  I,  2613; 
part  II,  2776 

Citizen  Participation  in  Holland  as  Aid  to  Mental  Health 
(Meerloo),  2494 

Civil  War;  Frank  Hastings  Hamilton,  surgeon  extraordinary 
of  Union  army  [History  of  Medicine],  2330 
Clinical  Anesthesia  Conference  (Series),  2304,  2458,  2641, 
2806,  3000,  3150,  3133, 4065 

Clinical  Aspects  of  Manson’s  Schistosomiasis  [Recent  Ad- 
vances in  Medicine  and  Surgery]  (Shookhoff),  3864 
Clinical  Evaluation  of  Analgesic  Potency  of  Dextro  Propoxy 
phene  Hydrochloride  on  Orthopedic  Patients  (Howard 
Levy,  and  Dougherty),  3285 

Clinical  Evaluation  of  Chlormezanone  and  Aspirin  as  Anal- 
gesic (Cass  and  Frederik),  3856 
Clinical  Experience  with  Griseofulvin  (Belson  and  Click) 
4029 

Clinical  Observations  of  Amotriphene  Hydrochloride;  New 
Long-Acting  Coronary  Vasodilator  (Harris),  4009 
Clinical  Potentialities  of  Hypothermia  (Symposium),  2937 
Clinical  Rehabilitation  Conference  (Series),  2919,  3321,  3690, 
4056 

Clinical  trials,  planning  and  reporting  of,  3337 
Clinicopathologic  Conference  (Series),  2291,  2440,  2630,  2787, 
2979,  3133,  3478,  3678,  3874,  4038,  4232 
Closed-Chest  Cardiac  Massage  [Clinical  Anesthesia  Con- 
ference], 2304 

Closed  Rupture  of  Cervical  Trachea  with  Separation  of  Seg- 
ments (Johnson  and  Stearns),  4266 
Cobalt  and  Cadmium  Poisonings  [Briefs  on  Accidental 
Chemical  Poisonings  in  New  York  City],  3153 
Codeine  phosphate;  clinical  evaluation  of  analgesic  potency 
of  dextro  propoxyphene  hydrochloride  on  orthopedic 
patients,  3285 

Collagen  diseases:  adrenal  steroids  [Miracle  Drugs]  (Sym- 


posium and  Panel  Discussion),  3431 
Coma,  hepatic:  recent  advances  in  understanding  of  liver 
disease  [Recent  Advances  in  Medicine  and  Surgery],  part 
I,  2613 

Comatose  patients,  management  of  [Clinical  Anesthesia  Con- 
ference], 2458 

Community  Disease  Detection  Programs;  Some  General 
Considerations  [New  Approaches  to  Screening  and  Early 
Detection  of  Chronic  Illness]  (Symposium  and  Panel  Dis- 
cussion) (James),  2757 

Comparison  of  Low-Sodium  Bacon  with  Regular  Bacon; 

Clinical  Study  (DiPillo  and  Edson),  3269 
Compazine:  tranquilizers  [Miracle  Drugs]  (Symposium  and 
Panel  Discussion),  3437 

Competitive  Position  of  Blue  Shield  in  Today's  Market 
[Medical  Care  Insurance)  (Johnson),  4072 
Complications  in  Diagnosis  and  Surgery  of  Strabismus  (Dun- 
lap), 2250 

Congestive  heart  failure,  rapidly  progressive,  case  of  [Clinico- 
pathologic Conference],  2440 
Considerations  in  Interparietal  Hernia  (Rosen),  2318 
Constrictive  Pericarditis;  Clinical  Findings  and  Hemo- 
dynamic Studies  in  Asymptomatic  Patient  (laquinta  and 
Bertrand),  2815 

Controllable  Factors  in  Mortalities  Associated  with  Preg- 
nancy [Maternal  Welfare  in  New  York  State]  (Schoeneck), 
3895 

Contusions;  mechanics  of  athletic  injury,  2589 
Cooling:  clinical  potentialities  of  hypothermia  (Symposium), 
2937 

Coronary  heart  disease,  probable  role  of  normal  hemoglobin 
level  as  etiologic  factor  in,  4213 
Coronary  thrombosis;  asymptomatic  posterior  chest  mass 
[Clinicopathologic  Conference],  3133 
Coronary  vasodilator,  new  long-acting;  clinical  observations 
of  amotriphene  hydrochloride,  4009 
Corticoids:  adrenal  steroids  [Miracle  Drugs]  (Symposium 
and  Panel  Discussion),  3431 

Corticosteroids;  current  trends  in  breast  cancer  treatment 
[Recent  Advances  in  Medicine  and  Surgery],  part  III,  3469 
Corticosteroids,  some  newer,  nutritional  and  metabolic 
effects  of,  3998 
Cortisone 

dangers  and  consequences  of  steroid  therapy  in  children 
[Recent  Advances  in  Pediatric  Allergy]  (Seminar),  2743 
postoperative  acute  adrenal  cortical  insufficiency  [Clinical 
Anesthesia  Conference],  2806 

recent  advances  in  understanding  of  liver  disease  [Recent 
Advances  in  Medicine  and  Surgery],  part  II,  2776 
Cricoid:  surgical  treatment  of  carcinoma  of  postcricoid  re- 
gion, 2567 

Crigler-Najjar  syndrome:  function  [Diseases  of  the  Liver] 
(Symposium  and  Panel  Discussion),  3101 
Crigler-Najjar  syndrome;  recent  advances  in  understanding 
of  liver  disease  [Recent  Advances  in  Medicine  and  Sur- 
gery], part  I,  2613 

Crutch  Spectacle  for  Senile  Entropion  (Eggers),  3862 
Cryoglobulinemia  (Weinstein),  3161 

Current  Causes  of  Maternal  Deaths  [Maternal  Welfare  in 
New  York  State]  (Parnell),  2454 
Current  Concepts  in  Diabetes  Mellitus  (Series),  2299,  2446, 
2636,  2794,  2988,  3139,  3310,  3487,  3685,  3883,  4046,  4242 
Current  Status  of  Tissue  Banking  [Organ  and  Tissue  Trans- 
plants] (Symposium  and  Panel  Discussion)  (Wilber),  3243 
Current  Trends  in  Breast  Cancer  Treatment  [Recent  Ad- 
vances in  Medicine  and  Surgery]  (Urban),  Part  I,  3120; 
Part  II,  3289;  Part  III,  3469 

Cutaneous  Changes  in  Malabsorption  Syndromes  [Nutrition 
Excerpts]  (Roe),  4250 

Cysts:  tracheobronchial  problems  in  infancy  and  childhood, 
2603 

Cytologic  methods,  value  of,  in  cancer  screening  [New  Ap- 
proaches to  Screening  and  Early  Detection  of  Chronic 
Illness]  (Symposium  and  Panel  Discussion),  2763 

Dacron:  artificial  substitutes  for  major  blood  vessels  [Sub- 
stitutes for  Organs  and  Tissues]  (Symposium  and  Panel 
Discussion),  3453 

Dangers  and  Consequences  of  Steroid  Therapy  in  Children 
[Recent  Advances  in  Pediatric  Allergy]  (Seminar)  (Muel- 
ler), 2743 

Darenthin:  antihypertensive  agents  [Miracle  Drugs]  (Sym- 
posium and  Panel  Discussion),  3443 
Darvon:  clinical  evaluation  of  analgesic  potency  of  dextro 
propoxyphene  hydrochloride  on  orthopedic  patients,  3285 
Death:  iatrogenic  cardiac  arrest,  3107 

Deaths,  maternal,  current  causes  of  [Maternal  Welfare  in 
New  York  State],  2454 

Delayed  Allergic  Reaction  to  Influenza  Vaccine  (Warshaw), 
3907 

Delivery  units,  organization  of  [Maternal  Welfare  in  New 
York  State],  3504 

Demerol  hydrochloride:  surgery  in  diabetic  patient  [Current 
Concepts  in  Diabetes  Mellitus],  2299 
Depression  in  Dermatologic  Patients  [Psychiatric  Education 
of  Physicians]  (Greenberg),  3786 
Depression,  dynamics  of  [Psychiatric  Education  of  Physi- 
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ciaDs],  3800 

Depression,  mask  of  [Psychiatric  Education  of  Physicians], 
3796 

Dermatologic  patients,  depression  in  [Psychiatric  Education 
of  Physicians],  3786 

Dermatology:  problem  of  resistant  staphylococcus  in  infec- 
tions of  skin  (Symposium  and  Panel  Discussion),  4168 
Dermatology,  psychosomatic,  practical  aspects  of,  2420 
Dermatomycoses,  griseofulvin  treatment  of  [Griseofulvin  in 
the  Treatment  of  Super6cial  Fungal  Infection]  (Panel  Dis- 
cussion), 3624 

Dermatoses:  cutaneous  changes  in  malabsorption  syndromes 
[Nutrition  Excerpts],  4250 
Detection 

diabetes  [Current  Concepts  in  Diabetes  Mellitus],  3883 
early,  and  screening  of  chronic  illness,  new  approaches  to 
(Symposium  and  Panel  Discussion),  2757 
program,  disease,  by  county  medical  society,  3171 
Determination  of  Blood  Loss  Incident  to  Surgery  Using  Cr^‘- 
Labeled  Erythrocytes  (Meyer  and  Bertcher),  2.593 
Development  of  Technic  for  Isolated  Perfusion  of  Liver 
(Ausman),  3993 

Dextro-amphetamine:  effective  weight  reduction,  4205 
Dextro  propoxyphene  hydrochloride,  clinical  evaluation  of 
analgesic  potency  of,  on  orthopedic  patients,  3285 
Diabetes  Detection  [Current  Concepts  in  Diabetes  Mellitus] 
(Osserman  and  Starin),  3883 
Diabetes 

acute  myocardial  infarction  in  women  under  fifty  years  of 
age,  3()79 

community  disease  detection  programs;  some  general 
considerations  [New  Approaches  to  Screening  and  Early 
Detection  of  Chronic  Illness]  (Symposium  and  Panel 
Discussion),  2757 

fatal  Asian  influenza;  clinicopathologic  study,  4191 
see  also  Current  Concepts  in  Diabetes  Mellitus  (Series) 
Diamox:  recent  advances  in  understanding  of  liver  disease 
[Recent  Advances  in  Medicine  and  Surgery],  part  II,  2776 
Diarrhea,  progressive,  weight  loss,  and  fever  [Clinicopatho- 
logic Conference],  2291 

Diarrhea,  Shock,  and  Paralytic  Ileus  [Clinicopathologic  Con- 
ference], 3478 
Diet 

effective  weight  reduction,  4205 

probable  role  of  normal  hemoglobin  level  as  etiologic  factor 
in  coronary  heart  disease.  4213 
see  also  Current  Concepts  in  Diabetes  Mellitus  (Series), 
Nutrition  Excerpts  (Series) 

"Different  Child”  [Psychiatric  Education  of  Physicians] 
(Symond.s),  3797 

Diphtheria-tetanus  toxoid:  proceedings  of  Pediatric  Advisory 
Committee  meeting,  3918 

Disease  Detection  Program  by  a County  Medical  Society 
(Lichtman  and  Wiener),  3171 

Diseases  of  the  Liver  (Symposium  and  Panel  Discussion) 
3097 

Disk  disease,  degenerative,  of  cervical  spine,  anterior  ap- 
proach to,  3083 

Disk  excision,  anterior,  and  interbody  fusion  approach  to 
problem  of  degenerative  disk  disease  of  lower  lumbar  spinal 
segments,  3252 

Dislocation,  septic,  of  hip  joint  in  infancy;  follow-up  of 
fifteen  years,  3916 

Diuretics:  antihypertensive  agents  [Miracle  Drugs]  (Sym- 
posium and  Panel  Discussion),  3443 
Diverticulosis,  carcinoma  of  appendix  with,  3513 
Doctor-patient  relationship:  psychiatric  education  of  physi- 
cians. 3779 

Downstate  Medical  Center;  planning  of  new  teaching  and 
research  hospital,  4269 
Drug(s) 

antituberculous  and  antibiotic,  surgical  treatment  of 
tuberculosis  of  bones  and  joints  under  umbrella  of,  36.57 
clinical  evaluation  of  chlormezanone  and  aspirin  as  anal- 
gesic, 3856 

eruption,  fixed,  due  to  paradichlorobenzene,  4079 
initial  clinical  and  laboratory  experiences  with  methyl 
phenyl  isoxazolyl  penicillin  (P-12),  4158 
management  of  bronchial  infection,  2577 
mephentermine  sulfate  and  meprobamate  in  treatment  of 
angina  pectoris  due  to  aortic  valvular  disease,  3849 
miracle  (Symposium  and  Panel  Discussion),  3425 
phenethicillin  in  treatment  of  acute  anterior  gonococcal 
urethritis  in  male,  2609 

Quality  of.  United  States  Pharmacopeia  and  National 
Formulary  standards.  Food  and  Drug  Administration 
regulations  and,  4003 

Rauwolfia,  problems  caused  by,  during  anesthesia  and 
surgery,  2399 

summary  of  present  trials  of  anticancer  agents,  2417 
Dubin-Johnson  syndrome:  recent  advances  in  understanding 
of  liver  disease  [Recent  Advances  in  Medicine  and  Sur- 
gery], part  I,  2613 

Dynamics  of  Depression  [Psychiatric  Education  of  Physi- 
cians] (Brody),  3080 

Dysphagia:  from  viewpoint  of  roentgenologist  [The  Lower 
Esophagus]  (Symposium  and  Panel  Discussion),  3830 


Dysplasia,  ectodermal,  of  anhidrotic  type  in  prolonged  fever 
in  infant;  use  of  silver  chromate  plate  test  for  presumptive 
diagnosis,  2473 

Dysuria:  trigonitis  during  pregnancy;  method  of  treatment, 
2598 

Early  Diagnosis  in  Chronic  Renal  Disease  [New  Approaches 
to  Screening  and  Early  Detection  of  Chronic  Illness] 
(Symposium  and  Panel  Discussion)  (King),  2766 
Ectodermal  Dysplasia  of  Anhidrotic  Type  in  Prolonged  Fever 
in  Infant;  Use  of  Silver  Chromate  Plate  Test  for  Presump- 
tive Diagnosis  (Drago  and  Ehrenreich),  2473 
Eczema:  dangers  and  consequences  of  steroid  therapy  in 
children  [Recent  Advances  in  Pediatric  Allergy]  (Seminar), 
2743 

Edema:  case  of  rapidly  progressive  congestive  heart  failure 
[Clinicopathologic  Conference),  2440 
Edema:  pulmonary  hyaline  membranes;  pathogenesis  and 
significance,  3419 

Editors,  medical  responsibilities  and  gradations  of;  review  of 
peculiar  medical  specialty,  3527 
Education,  medical,  in  voluntary  hospital,  factors  which 
determine  success  of  efforts  of  director  of,  26.52 
Effect  of  Political  Influence  Groups  on  Future  Developments 
in  Voluntary  Health  Insurance  [Medical  Care  Insurance] 
(Hassard),  2326 

Effective  Weight  Reduction  (llalpern),  4205 
Electrophoresis:  hypogammaglobulinemia  and  its  relation- 
ship to  allergic  diathesis  [Recent  -\dvances  in  Pediatric 
Allergy]  (Seminar),  2721 
Elongated  Styloid  Process  (Baron),  4265 

Emboli:  case  of  rapidly  progressive  congestive  heart  failure 
[Clinicopathologic  Conference],  2440 
Embolic  phenomena  in  mitral  stenosis,  management  of 
[Staff  Conference],  2404 

Emotional  Factors  in  Doctor-Patient  Relationship  [Psy- 
chiatric Education  of  Physicians]  (Zimmerman),  3799 
Emotional  Influences  on  Cardiac  Ailments  [Psychiatric 
Education  of  Physicians]  (Rothenberg) , 3794 
Emotional  Problems  of  Adolescents  [Psychiatric  Education 
of  Physicians]  (Green),  3786 

Emotional  Problems  of  the  Aged  [Psychiatric  Education  of 
Physicians]  (Beckenstein),  3783 
Emotional  Problems  of  the  Aged  [Psychiatric  Education  of 
Physicians]  (Kent),  3789 

Emotional  Problems  of  Children  [Psychiatric  Education  of 
Physicians]  (Klein),  3790 

Emotional  Problems  in  Pediatric  Practice  [Psychiatric  Edu- 
cation of  Physicians]  (Milman),  3793 
Emotional  Problems  of  Private  Practice  [Psychiatric  Educa- 
tion of  Physicians]  (Berson),  3783 
Emphysema:  diarrhea,  shock,  and  paralytic  ileus  [Clinico- 
pathologic Conference],  3478 
Emphysema:  management  of  bronchial  infection,  2.577 
Employability  of  Diabetic  Patient  [Current  Concepts  in 
Diabetes  Mellitus]  (Brandaleone),  2636 
Employment  continuity  of  senior  citizens,  medical  problems 
in  (Symposium  and  Panel  Discussion),  2893 
Emulsions  of  allergens,  improved,  with  built-in  safety  features, 
3616 

Emulsions:  pollen  repository  treatment;  present  status 

[Recent  Advances  in  Pediatric  Allergy]  (Seminar),  2731 
Encephalitis,  varicella,  3912 

Encephalomalacia:  asymptomatic  posterior  chest  mass 

[Clinicopathologic  Conference],  3133 
Encephalomalacia:  gastroenteritis  with  acute  renal  shut- 

down [Clinicopathologic  Conference],  2787 
Endocarditis:  false  diagnosis  of  mitral  stenosis,  3597 
Endoscopist,  from  viewpoint  of  [The  Lower  Esophagus] 
(Symposium  and  Panel  Discussion),  3823 
Entropion,  senile,  crutch  spectacle  for,  3862 
Enzymes  and  metabolites  in  genesis  of  bladder  cancer, 
possible  role  of;  study  of  beta-glucuronidase  activity  in 
urine  [New  Horizons  in  Therapy  of  Bladder  Tumors] 
(Symposium),  2228 

Ephedrine:  mephentermine  sulfate  and  meprobamate 

in  treatment  of  angina  pectoris  due  to  aortic  valvular 
disease,  3849 

Epilepsy,  special  management  of  patients  with  [Psychiatric 
Education  of  Physicians],  3794 

Epinephrine:  lipid  metabolism  [Current  Concepts  in  Dia- 
betes Mellitus],  3487 

Equanil:  tranquilizers  [Miracle  Drugs]  (Symposium  and 

Panel  Discussion) , 3437 

Erythrocytes,  Cr^i-labeled,  determination  of  blood  loss 
incident  to  surgery  using,  2593 
Erythromycin : management  of  bronchial  infection,  2577 
Erythromycin : problem  of  resistant  staphylococcus  in 

routine  office  practice  [Problem  of  Resistant  Staphylococcus 
in  Infections  of  Skin]  (Symposium  and  Panel  Discussion), 
4168 

Esophageal  varices,  splenorenal  shunt  combined  with 
ligation  of,  through  left  thoracotomy,  4088 
Esophagus 

entire,  reconstruction  of,  and  restoration  of  swallowing  with 
reversed  gastric  tube,  2478 
lower  (Symposium  and  Panel  Discussion),  3823 
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surgical  treatment  of  carcinoma  of  postcricoid  region, 
2567 

Esotropia:  complications  in  diagnosis  and  surgery  of  stra- 
bismus, 2250 

Esotropia:  vertically  incomitant  horizontal  strabismus; 

A-V  syndromes,  2243 

Estrogens:  current  trends  in  breast  cancer  treatment 

[Recent  Advances  in  Medicine  and  Surgery],  part  III, 
3469 

Evaluation  of  Routine  Preoperative  Skeletal  Survey  for 
Patient  with  Operable  Breast  Cancer  (Gibbons,  Holleb, 
and  Farrow),  4219 

Evolution  of  Certain  Concepts  in  Experimental  Diabetes 
and  Their  Relationship  to  the  Human  Disease  (Current 
Concepts  in  Diabetes  Mellitus]  (Lazarus  and  Volk), 
3310 

Excessive  Operative  Bleeding  Due  to  Anesthesia;  Causes, 
Prevention,  and  Correction  (Greene,  Goffen,  Berkowitz, 
Katz,  Anthony,  and  Lopez),  3802 
Exotropia:  complications  in  diagnosis  and  surgery  of 

strabismus,  2250 

Exotropia:  vertically  incomitant  horizontal  strabismus; 

A-V  syndromes,  2243 

Exposures,  toxic  occupational,  cardiovascular  effects  of 
[Recent  Advances  in  Medicine  and  Surgery],  2283 
Eye  in  diabetes,  observations  on  [Current  Concepts  in 
Diabetes  Mellitus],  2446 

Factors  Which  Determine  Success  of  Efforts  of  Director  of 
Medical  Education  in  a Voluntary  Hospital  (Snapper) , 
2652 

Failure  to  Transfuse  Blood  [Clinical  Anesthesia  Conference], 
3150 

False  Diagnosis  of  Mitral  Stenosis  (Golden  and  Bertrand), 
3597 

Fatal  Asian  Influenza;  Clinicopathologic  Study  (Prior  and 
Anziulewicz),  4191 

F.D.A.:  Unites  States  Pharmacopeia  and  National  For- 
mulary standards,  Food  and  Drug  Administration  regula- 
tions, and  quality  of  drugs,  4003 
Femora,  bilateral  osteolytic  lesions  of  [Clinicopathologic 
Conference],  2979 

Femoral  arteriography  and  abdominal  aortography;  useful 
diagnostic  tool  in  experienced  hands,  3844 
Femoral  Neck  Fracture  and  Ulcer  of  the  Heel  [Clinical 
Rehabilitation  Conference],  3690 
Fetal  Distress  (Tortora  and  Tufano),  4185 
Fever,  progressive  diarrhea,  and  weight  loss  [Clinicopatho- 
logic Conference],  2291 

Fever,  prolonged,  in  infant,  ectodermal  dysplasia  of  anhi- 
drotic  type  in;  use  of  silver  chromate  plate  test  for  pre- 
sumptive diagnosis,  2473 

Fibrillation,  ventricular,  following  release  of  aortic  clamps 
[Clinical  Anesthesia  Conference],  2641 
Fibrin:  pulmonary  hyaline  membranes;  pathogenesis  and 
significance,  3419 

Fibroid:  survey  of  hysterectomies;  twenty-four  year  review, 
4163 

Fibrosis:  morphology  (Diseases  of  the  Liver]  (Symposium 
and  Panel  Discussion) , 3097 

Fistula,  tracheoesophageal:  tracheobronchial  problems  in 

infancy  and  childhood,  2603 

Fixed  Drug  Eruption  Due  to  Paradichlorobenzene  (Frank 
and  Cohen),  4079 

Flow  rate,  reduction  in,  in  open-heart  surgery;  combination 
of  hypothermia  and  pump  oxygenator,  2412 
5-Fluorouracil:  chemotherapy  of  urinary  bladder  tumors 

[New  Horizons  in  Therapy  of  Bladder  Tumors]  (Sym- 
posium), 2225 

Food  and  Drug  Administration  regulations.  United  States 
Phamacopeia  and  National  Formulary  standards,  and 
quality  of  drugs,  4003 

Fractures:  mechanics  of  athletic  injury,  2589 
Frank  Hastings  Hamilton,  Surgeon  Extraordinary  of  the 
Union  Army  [History  of  Medicine]  (Hague),  2330 
Frequency  of  Infection  Following  Urethral  Instrumentation 
by  Urologist  (Donovan),  3263 

From  the  Viewpoint  of  the  Cardiologist  [Medical  Problems 
in  Employment  Continuity  of  Senior  Citizens]  (Sym- 
posium and  Panel  Discussion)  (Paul),  2897 
From  the  Viewpoint  of  the  Endoscopist  [The  Lower  Eso- 
phagus] (Symposium  and  Panel  Discus.sion)  (Som), 
3823 

From  the  Viewpoint  of  the  Industrial  Physician  [Medical 
Problems  in  Employment  Continuity  of  Senior  Citizens] 
(Symposium  and  Panel  Discussion)  (Goldstein),  2894 
From  the  Viewpoint  of  the  Orthopedic  Surgeon  [Medical 
Problems  in  Employment  Continuity  of  Senior  Citizens] 
(Symposium  and  Panel  Discussion)  (Godfrey),  2905 
From  the  Viewpoint  of  the  Psychiatrist  [Medical  Problems 
in  Employment  Continuity  of  Senior  Citizens]  (Sym- 
posium and  Panel  Discussion)  (McLean),  2901 
From  the  Viewpoint  of  the  Roentgenologist  [The  Lower 
Esophagus]  (Symposium  and  Panel  Discussion)  (Schatzki), 
3830  ^ ^ 

From  the  Viewpoint  of  the  Surgeon  [The  Lower  Esophagus] 
(Symposium  and  Panel  Discussion)  (Amendola),  3833 


Fructosuria:  nonglucose  meliturias  [Current  Concepts  in 
Diabetes  Mellitus],  2794 

Fulvicin:  griseofulvin  treatment  of  dermatomycoses  [Gri- 
seofulvin  in  Treatment  of  Superficial  Fungal  Infection] 
(Panel  Discussion),  3624 

Function  [Diseases  of  the  Liver]  (Symposium  and  Panel 
Discussion)  (Arias),  3101 

Fundus:  observ'ations  on  eye  in  diabetes  [Current  Concepts 
in  Diabetes  Mellitus],  2446 

Fungal  infection,  superficial,  griseofulvin  in  treatment  of, 
3624 

Fungus  infections:  clinical  experience  with  griseofulvin, 

4029 


Galactosuria:  nonglucose  meliturias  [Current  Concepts  in 
Diabetes  Mellitus],  2794 

Gallbladder,  traumatic  rupture  of,  due  to  nonpenetrating 
injury,  3673 

Gamma  globulin:  hypogammaglobulinemia  and  its  rela- 

tionship to  allergic  diathesis  [Recent  Advances  in  Pediatric 
Allergy]  (Seminar),  2721 

Ganglionic  blockers:  antihypertensive  agents  [Miracle 

Drugs]  (Symposium  and  Panel  Discussion),  3443 
Gangrene:  diarrhea,  shock,  and  paralytic  ileus  [Clinico- 

pathologic Conference],  3478 

Gastrectomy:  organ  replacement  in  abdominal  surgery; 

review  of  replacement  of  stomach  [Substitutes  for  Organs 
and  Tissues]  (Symposium  and  Panel  Discussion),  3456 
Gastroenteritis  with  Acute  Renal  Shutdown  [Clinicopatho- 
logic Conference],  2787 

Gastrointestinal  disorders:  cutaneous  changes  in  mal- 

absorption syndromes  [Nutrition  Excerpts],  4250 
Gastrointestinal  hemorrhage,  massive,  due  to  carcinoid  of 
ileum,  3519 

Gaucher’s  Disease  Complicated  by  Metastatic  Carcinoma; 
Presenting  Symptoms  of  Recurrent  Pericardial  Tamponade 
with  Secondary  Acute  Renal  Failure  (Rosenfeld  and 
Epstein) , 4080 
Geriatrics 

emotional  problems  of  aged  [Psychiatric  Education  of 
Physicians],  3783,  3789 
health  care  for  all  (Panel  Discussion),  2265 
medical  problems  in  employment  continuity  of  senior 
citizens  (Symposium  and  Panel  Discussion),  2893 
raising  nursing  home  standards;  community  approach, 
4225 

Gilbert’s  disease:  recent  advances  in  understanding  of 

liver  disease  [Recent  Advances  in  Medicine  and  Surgery], 
part  I,  2613 

Glaucoma:  ocular  tonometry  as  routine  part  of  physical 
examinations,  3649 

Glucagon:  hormonal  regulation  of  glucose  production  and 
utilization;  studies  with  radioactive  glucose,  3139 
Glucagon:  see  Current  Concepts  in  Diabetes  Mellitus  (Series) 
Glucocorticoids:  adrenal  steroids  [Miracle  Drugs]  (Sym- 

posium and  Panel  Discussion) , 3431 
Glucose  production  and  utilization,  hormonal  regulation  of; 
studies  with  radioactive  glucose  [Current  Concepts  in 
Diabetes  Mellitus],  3139 

Glucose:  see  Current  Concepts  in  Diabetes  Mellitus  (Series) 
Glycogen:  see  Current  Concepts  in  Diabetes  Mellitus  (Series) 
Goiter,  history  of,  in  New  York  State,  4019 
Goldberger,  Joseph,  and  mysterious  hunger  [History  of 
Medicine],  2489 

Gonococcal  urethritis,  acute  anterior,  in  male,  phenethicillin, 
synthetic  oral  penicillin,  in  treatment  of , 2609 
Gonorrhea:  phenethicillin,  synthetic  oral  penicillin,  in 

treatment  of  acute  anterior  gonococcal  urethritis  in  male, 
2609 

Grafts:  organ  and  tissue  transplants  (Symposium  and 

Panel  Discussion),  3239 

Griseofulvin,  clinical  experience  with  (Belson  and  Glick), 
4029 

Griseofulvin  Treatment  of  Dermatomycoses  [Griseofulvin  in 
■rreatment  of  Superficial  Fungal  Infection]  (Panel  Discus- 
sion) (Sanders,  Trinchan-Plou,  and  Nelson),  3624 
Griseofulvin  in  the  Treatment  of  Superficial  Fungal  Infection 
(Panel  Discussion),  3624 

Griseofulvin  in  Treatment  of  Tinea  Capitis  [Griseofulvin  in 
Treatment  of  Superficial  Fungal  Infection]  (Panel  Discus- 
sion) (Crissey  and  Olmstead),  3629 
Growth  hormone:  hormonal  regulation  of  glucose  pro- 

duction and  utilization;  studies  with  radioactive  glucose 
[Current  Concepts  in  Diabetes  Mellitus],  3139 
Growth  retardation:  dangers  and  consequences  of  steroid 
therapy  in  children  [Recent  Advances  in  Pediatric  Allergj'] 
(Seminar),  2743 

Guanethidine:  antihypertensive  agents  [Miracle  Drugs] 

(Symposium  and  Panel  Discussion),  3443 

Hamilton,  Frank  Hastings,  surgeon  extraordinary  of  Union 
army  [History  of  Medicine],  2330 
Handicapped  children:  proceedings  of  Pediatric  Advisory 

Committee  meeting,  3918  . . 

Hay  fever:  improved  emulsions  of  allergens  with  built-in 
safety  features,  3616 

Health  Care  for  All  (Panel  Discussion),  2265 
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Hearing,  restoration  of,  following  surgical  correction  of 
mandibular  protrusion,  3006 
Heart 

acute  myocardial  infarction  in  women  under  fifty  years  of 
age,  3079 

arrhythmia  simulating  ventricular  tachycardia,  2643 
clinical  observations  of  amotriphene  hydrochloride;  new 
long-acting  coronary  vasodilator,  4009 
disease:  community  disease  detection  programs;  some 

general  considerations  [New  Approaches  to  Screening 
and  Early  Detection  of  Chronic  Illness]  (Symposium  and 
Panel  Discussion),  2757 

disease,  coronary,  probable  role  of  normal  hemoglobin 
level  as  etiologio  factor  in,  4213 
disease,  hypothyroid,  with  electrocardiographic  changes 
resembling  coronary  artery  disease,  3902 
failure,  rapidly  progressive  congestive,  case  of  [Clinico- 
pathologic  Conference],  2440 
false  diagnosis  of  mitral  stenosis,  3597 
fatal  Asian  influenza;  clinicopathologic  study,  4191 
fetal  distress,  4185 

from  viewpoint  of  cardiologist  (Medical  Problems  in 
Employment  Continuity  of  Senior  Citizens]  (Sym- 
posium and  Panel  Discussion) , 2897 
Gaucher's  disease  complicated  by  metastatic  carcinoma; 
presenting  symptoms  of  recurrent  pericardial  tamponade 
with  secondary  acute  renal  failure,  4080 
mephentermine  sulfate  and  meprobamate  in  treatment  of 
angina  pectoris  due  to  aortic  valvular  disease,  3849 
open,  surgery,  reduction  in  flow  rate  in;  combination  of 
hypothermia  and  pump  oxygenator,  2412 
pulmonary  stenosis  complicating  pregnancy,  4221 
surgery,  open,  hypothermia  in  [Clinical  Potentialities  of 
Hypothermia]  (Symposium),  2945 
valves,  diseased,  prosthetic  replacement  of  [Substitutes  for 
Organs  and  Tissues]  (Symposium  and  Panel  Discus- 
sion), 3451 
see  also  Cardiac 

Heat:  clinical  potentialities  of  hypothermia  (Symposium), 
2937 

Heel,  ulcer  of,  and  femoral  neck  fracture  [Clinical  Rehabilita- 
tion Conference],  3690 

Hematemesis,  Helena,  Splenomegaly,  and  Hypersplenism 
[Clinicopathologic  Conference],  4232 
Hematorrhea:  excessive  operative  bleeding  due  to  anesthesia; 

causes,  prevention,  and  correction,  3802 
Hemiplegia  and  intracranial  aneurysm  [Clinical  Rehabilita- 
tion Conference],  4056 
Hemochromatosis 

cardiac  diagnostic  [Medical  Diagnostic  Clinics],  2461 
recent  advances  in  understanding  of  liver  disease  [Recent 
Advances  in  Medicine  and  Surgery],  part  II,  2776 
skin  lesions  in  diabetes  [Current  Concepts  in  Diabetes 
Mellitus],  3685 

Hemoglobin  level,  normal,  as  etiologic  factor  in  coronary 
heart  disease,  probable  role  of,  4213 
Hemoptysis,  severe,  and  cardiac  failure  (Clinicopathologic 
Conference],  3874 

Hemorrhage:  current  causes  of  maternal  deaths  [Maternal 
Welfare  in  New  York  State],  2454 
Hemorrhage,  massive  gastrointestinal,  due  to  carcinoid  of 
ileum,  3519 

Hemostasis:  excessive  operative  bleeding  duo  to  anesthesia; 

causes,  prevention,  and  correction,  3802 
Hepatic  duct,  calculous  obstruction  of,  4076 
Hepatic : see  Liver 
Hepatitis 

acute  viral,  in  pregnant  women  [Maternal  Welfare  in 
New  York  State],  4254 

morphology  [Diseases  of  the  Liver]  (Symposium  and 
Panel  Discussion),  3097 

recent  advances  in  understanding  of  liver  disease  (Recent 
Advances  in  Medicine  and  Surgery],  part  I,  2613; 
part  II,  2776 

Hepatomegaly,  Splenomegaly,  Neutropenia,  and  Leukopenia 
(Clinicopathologic  Conference],  3678 
Hernia 

interparietal,  considerations  in,  2318 

lower  esophagus  (Symposium  and  Panel  Discussion), 
3823 

paraduodenal,  3332 

Heterotopia:  from  viewpoint  of  endoscopist  (The  Lower 
Esophagus]  (Symposium  and  Panel  Discussion),  3823 
Hip  joint,  septic  dislocation  of,  in  infancy;  follow-up  of 
fifteen  years,  3916 

History  of  Goiter  in  New  York  State  (Greenwald),  4019 
History  of  Medicine  (Series),  2330,  2489 

Holland,  citizen  participation  in,  as  aid  to  mental  health, 
2494 

Home  accidents,  hospital  report  on,  2337 

Homografts,  reaction  of  body  to  (Organ  and  Tissue  Trans- 
plants] (Symposium  and  Panel  Discussion),  3239 
Homosexual  Practice  During  Adolescence  (Psychiatric 
Education  of  Physicians]  (Levine),  3791 
Hormonal  Regulation  of  Glucose  Production  and  Utilization; 
Studies  with  Radioactive  Glucose  (Current  Concepts  in 
Diabetes  Mellitus]  (De  Bodo  and  Altszuler),  3139 
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current  trends  in  breast  cancer  treatment  (Recent  Ad- 
vances in  Medicine  and  Surgery],  part  III,  3469 
evolution  of  certain  concepts  in  experimental  diabetes  and 
their  relationship  to  human  disease  [Current  Concepts  in 
Diabetes  Mellitus],  3310 

observations  of  eye  in  diabetes  [Current  Concepts  in 
Diabetes  Mellitus],  2446 

probable  role  of  normal  hemoglobin  level  as  etiologic 
factor  in  coronary  heart  disease,  4213 
protein  metabolism  [Current  Concepts  in  Diabetes 
Mellitus],  4046 

Hospital  Control  of  Staphylococcal  Infections  (Graham), 
2261 

Hospital  Report  on  Home  Accidents  (Hammond) , 2337 
Hospital 

municipal,  management  of  long-term  anticoagulant 
therapy  in  outpatient  department  of,  3820 
new  teaching  and  research,  planning  of,  4269 
planning  intensive  care  unit;  preliminary  report,  4272 
voluntary,  factors  which  determine  success  of  efforts  of 
director  of  medical  education  in,  2652 
Human  Brucellosis  in  New  York  State  (Miller),  2581 
Human  Tularemia  in  New  York  State  (Miller),  3652 
Hyaline  membranes,  pulmonary;  pathogenesis  and  signif- 
icance, 3419 

Hydralazine:  antihypertensive  agents  [Miracle  Drugs] 

(Symposium  and  Panel  Discussion),  3443 
Hydrocortisone:  adrenal  steroids  [Miracle  Drugs]  (Sym- 

posium and  Panel  Discussion),  3431 
Hypercapnia:  excessive  operative  bleeding  due  to  anesthesia; 

causes,  prevention,  and  correction,  3802 
Hyperinsulinism:  pancreatic  islet  cell  adenoma  presenting 
as  neuropsychiatric  problems,  3327 
Hypersplenism,  hematemesis,  melena,  and  splenomegaly 
[Clinicopathologic  Conference],  4232 
Hypertension 

acute  myocardial  infarction  in  women  under  fifty  years  of 
age,  3079 

antihypertensive  agents  [Miracle  Drugs]  (Symposium  and 
Panel  Discussion),  3443 
false  diagnosis  of  mitral  stenosis,  3597 
malignant,  suppression  of  aldosterone  secretion  in,  3522 
problems  caused  by  Rauwolfia  drugs  during  anesthesia  and 
surgery,  2399 

recent  advances  in  understanding  of  liver  disease  [Recent 
Advances  in  Medicine  and  Surgery],  part  I,  2613 
splenorenal  shunt  combined  with  ligation  of  esophageal 
varices  through  left  thoracotomy,  4088 
Hypertrophy:  asymptomatic  posterior  chest  mass  [Clinico- 
pathologic Conference],  3133 

Hypogammaglobulinemia  and  Its  Relationship  to  the 
Allergic  Diathesis  (Recent  Advances  in  Pediatric  Allergy] 
(Seminar)  (Goldfarb  and  Fudenberg),  2721 
Hypokinesis:  excessive  operative  bleeding  due  to  anesthesia; 

causes,  prevention,  and  correction,  3802 
Hypotension:  excessive  operative  bleeding  due  to  anesthesia; 

causes,  prevention,  and  correction,  3802 
Hypotension,  prolonged  postoperative  (Clinical  Rehabilita- 
tion Conference],  4065 

Hypothermia,  clinical,  potentialities  of  (Symposium), 
2937 

Hypothermia  in  General  Surgery  [Clinical  Potentialities  of 
Hypothermia]  (Symposium)  (Albert),  2938 
Hypothermia  in  Open  Heart  Surgery  [Clinical  Potentialities 
of  Hypothermia]  (Symposium)  (Stephen),  2945 
Hypothermia  and  pump  oxygenator,  combination  of; 

reduction  in  flow  rate  in  open-heart  surgery,  2412 
Hypothermia  in  the  Treatment  of  Asphyxia  [Clinical 
Potentialities  of  Hypothermia]  (Symposium)  (Miller), 
2954 

Hypothyroid  Heart  Disease  with  Electrocardiographic 
Changes  Resembling  Coronary  Artery  Disease  (Griboff), 
3902 

Hypovolemia:  excessive  operative  bleeding  due  to  anesthesia; 

causes,  prevention,  and  correction,  3802 
Hysterectomies,  survey  of;  twenty-four  year  review,  4163 

Iatrogenic  Cardiac  Arrest  (Collins),  3107 

Ileum,  massive  gastrointestinal  hemorrhage  due  to  carcinoid 
of,  3519 

Ileum,  use  of,  in  bladder  carcinoma  [New  Horizons  in 
Therapy  of  Bladder  Tumors]  (Symposium),  2234 
Ileus,  paralytic,  diarrhea,  and  shock  [Clinicopathologic 
Conference],  3478 

Illness,  chronic,  new  approaches  to  screening  and  early 
detection  of  (Symposium  and  Panel  Discussion),  2757 
Ilosone:  management  of  bronchial  infection,  2577 
Imipramine  Hydrochloride,  Trimeprazine,  and  Metha- 
pyrilene  Mixture  Ingestions  (Briefs  on  Accidental  Chem- 
ical Poisonings  in  New  York  City],  2811 
Immunization  record:  proceedings  of  Pediatric  Advisory 

Committee  meeting,  3918 

Impotence,  acute  attack  of  [Psychiatric  Education  of 
Physicians],  3785 

Improved  Emulsions  of  Allergens  with  Built-In  Safety 
Features  (Prigal),  3616 
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Incidence  of  Staphylococcal  Infections  in  Dermatologic 
Service  of  Bellevue  Hospital  (Problem  of  Resistant 
Staphylococcus  in  Infections  of  Skin]  (Symposium  and 
Panel  Discussion)  (Gibbs)  , 4172 
Industrial  physician,  from  viewpoint  of  [Medical  Problems  in 
Employment  Continuity  of  Senior  Citizens]  (Symposium 
and  Panel  Discussion),  2894 

Infancy  and  childhood,  tracheobronchial  problems  in,  2603 
Infant(s) 

hypothermia  in  treatment  of  asphyxia  [Clinical  Potenti- 
alities of  Hypothermia]  (Symposium),  2954 
newborn,  rupture  of  kidney  in,  2822 

pulmonary  hyaline  membranes;  pathogenesis  and  signif- 
icance, 3419 
Infarction 

acute  myocardial,  in  women  under  fifty  years  of  age, 
3079 

cardiac  failure  and  severe  hemoptysis  [Clinicopathologic 
Conference],  3784 

diarrhea,  shock,  and  paralytic  ileus  [Clinicopathologic 
Conference],  3478 

gastroenteritis  with  acute  renal  shutdown  [Clinicopath- 
ologic Conference],  2787 

myocardial:  asymptomatic  posterior  chest  mass  [Clinico- 
pathologic Conference],  3133 

recent  myocardial,  rupture  of  interventricular  septum 
following,  2467 
Infection(s) 

bronchial,  management  of,  2577 

cardiovascular  effects  of  toxic  occupational  exposures 
[Recent  Advances  in  Medicine  and  Surgery  ] , 2283 
clinical  aspects  of  Manson’s  schistosomiasis  [Recent 
Advances  in  Medicine  and  Surgery],  3864 
clinical  experience  with  griseofulvdn.  4029 
frequency  of,  following  urethral  instrumentation  by 
urologist,  3263 

initial  clinical  and  laboratory  experiences  with  methyl 
phenyl isoxazolyl  penicillin  (P-12),  4158 
of  skin,  problem  of  resistant  staphylococcus  in  (Sym- 
posium and  Panel  Discussion),  4168 
staphylococcal,  hospital  control  of,  2261 
superficial  fungal,  griseofulvin  in  treatment  of,  3624 
Inflammatory  conditions:  adrenal  steroids  [Miracle  Drugs] 
(Symposium  and  Panel  Discussion),  3431 
Influenza,  fatal  Asian;  clinicopathologic  study,  4191 
Influenza  vaccine,  delayed  allergic  reaction  to,  3907 
Injury,  athletic,  mechanics  of,  2589 

Initial  Clinical  and  Laboratory  Experiences  with  Methyl 
Phenyl  Isoxazolyl  Penicillin  (P-12)  (Bunn  and  Ainberg), 
4158 

Insecticide  and  plant  poisonings  [Briefs  on  Accidental 
Chemical  Poisonings  in  New  York  City],  2463 
Instrumentation,  urethral,  by  urologist,  frequency  of  infec- 
tion following,  3263 

Insulin:  see  Current  Concepts  in  Diabetes  Mellitus  (Series) 
Insurance 

health  care  for  all  (Panel  Discussion) , 2265 
malpractice,  as  it  affects  the  ophthalmologist,  2428 
see  also  Medical  Care  Insurance  (Series),  Queries  and 
Answers  on  Health  Insurance  (Series) 

Intensive  care  unit,  planning;  preliminary  report,  4272 
Intoxications,  benztropine  methanesulfonate,  iron  sulfate, 
and  benzocaine  [Briefs  on  Accidental  Chemical  Poisonings 
in  New  York  City],  2322 

Intracranial  Aneurysm  and  Hemiplegia  (Clinical  Rehabilita- 
tion Conference],  4056 

Iproniazid:  surgical  treatment  of  tuberculosis  of  bones  and 
joints  with  umbrella  of  antituberculous  and  antibiotic 
drugs,  3657 

Iron  sulfate,  benztropine  methanesulfonate,  and  benzocaine 
intoxications  [Briefs  on  Accidental  Chemical  Posionings 
in  New  York  City],  2322 

Ismelin:  antihypertensive  agents  [Miracle  Drugs]  (Sym- 

posium and  Panel  Discussion),  3443 
Isoniazid:  surgical  treatment  of  tuberculosis  of  bones  and 
joints  with  umbrella  of  antituberculous  and  antibiotic 
drugs,  3657 

Jaundice 

calculous  obstruction  of  hepatic  duct,  4076 
function  [Diseases  of  the  Liver]  (Symposium  and  Panel 
Discussion) , 3101 

recent  advances  in  understanding  of  liver  disease  [Recent 
Advances  in  Aledicine  and  Surgery],  part  I,  2613; 
part  II,  2776 

Joints  and  bones,  surgical  treatment  of  tuberculosis  of, 
under  umbrella  of  antituberculous  and  antibiotic  drugs, 
3657 

Joseph  Goldberger  and  the  Mysterious  Hunger  [History  of 
Medicine]  (Podolsky),  2489 

Kanamycin:  problem  of  resistant  staphylococcus  in  routine 
office  practice  [Problem  of  the  Resistant  Staphylococcus 
in  Infections  of  the  Skin]  (Symposium  and  Panel  Discus- 
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Ketosis:  lipid  metabolism  [Current  Concepts  in  Diabetes 
Mellitus],  3487 
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organ  transplantation:  status  and  look  into  the  future 
[Organ  and  Tissue  Transplants]  (Symposium  and  Panel 
Discussion),  3245 

rupture  of,  in  newborn  infant,  2822 
see  also  Renal 

Lactation:  current  trends  in  breast  cancer  treatment 

(Recent  Advances  in  Medicine  and  Surgery],  part  I, 
3120 

Laminectomy:  anterior  approach  to  degenerative  disk 

disease  of  cervical  spine,  3083 

Laminectomy:  anterior  disk  excision  and  interbody  fusion 
approach  to  problem  of  degenerative  disk  disease  of  lower 
lumbar  spinal  segments,  3252 

Laryngopharynx:  surgical  treatment  of  carcinoma  of  post- 
cricoid region,  2567 

Larynx,  new,  transistorized  artificial  [Substitutes  for  Organs 
and  Tissues]  (Symposium  and  Panel  Discussion),  3463 
Leptospirosis,  Past  and  Present,  in  New  York  State  (Mur- 
aschi  and  Harris),  2750 

Leukopenia,  hepatomegaly,  splenomegaly,  and  neutropenia 
(Clinicopathologic  Conference],  3678 
Librium:  tranquilizers  [Miracle  Drugs]  (Symposium  and 

Panel  Discussion),  3437 

Lipid  Metabolism  [Current  Concepts  in  Diabetes  Mellitus] 
(Haft),  3487 

Lipodystrophy:  skin  lesions  in  diabetes  [Current  Concepts 
in  Diabetes  Mellitus],  3685 
Liver 

development  of  technic  for  isolated  perfusion  of,  3993 
disease,  recent  advances  in  understanding  of  [Recent 
Advances  in  Medicine  and  Surgery],  part  I,  2613; 
part  II,  2776 

diseases  of  (Symposium  and  Panel  Discussion) , 3097 
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Low-sodium  bacon,  comparison  of,  with  regular  bacon,  3269 
Lower  Esophagus  (Symposium  and  Panel  Discussion), 
3823 

Lucanthone  hydrochloride:  clinical  aspects  of  Manson’s 

schistosomiasis  [Recent  Advances  in  Medicine  and 
Surgery],  3864 

Lumbar  spinal  segments,  lower,  anterior  disk  excision  and 
interbody  fusion  approach  to  problem  of  degenerative 
disk  disease  of,  3252 

Lungs:  acute  bronchial  asthma  in  children;  cardiopulmonary 
problem?,  4259 

Lupus  factor:  hypogammaglobulinemia  and  its  relationship 
to  allergic  diathesis  [Recent  Advances  in  Pediatric  Allergy] 
(Seminar),  2721 
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corticosteroids,  3998 
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Madribon:  treatment  of  pustular  acne  with  sulfadiraethoxine, 
3110 

Malabsorption  syndromes,  cutaneous  changes  in  (Nutrition 
Excerpts],  4250 

Malathion;  plant  and  insecticide  poisonings  [Briefs  on 
Accidental  Chemical  Poisonings  in  New  York  City], 
2463 

Malpractice  Insurance  As  It  Affects  the  Ophthalmologist 
(d’ Angelo),  2428 

Mammary  node  metastases,  internal,  in  breast  cancer,  new 
technic  for  treating,  3817 

Management  of  Bronchial  Infection  (Barach),  2577 
Management  of  Comatose  Patients  [Clinical  Anesthesia 
Conference],  2458 

Management  of  Embolic  Phenomena  in  Mitral  Stenosis 
[Staff  Conference],  2404 

Management  of  Emotional  Problems  Encountered  in  Private 
Practice  (Psychiatric  Education  of  Physicians],  3783 
Management  of  Long-Term  Anticoagulant  Therapy  in  Out- 
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Management  View’  on  Financing  of  Medical  Care  [Medical 
Care  Insurance]  (Denise),  3702 
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surgical  correction  of,  3006 

Marsilid:  surgical  treatment  of  tuberculosis  of  bones  and 
joints  w’ith  umbrella  of  antituberculous  and  antibiotic 
drugs,  3657 

Mask  of  Depression  [Psychiatric  Education  of  Physicians] 
(Shulman),  3796 

Massage,  cardiac:  iatrogenic  cardiac  arrest,  3107 
Massage,  closed-chest  cardiac  (Clinical  Anesthesia  Con- 
ference], 2304 

Massive  Gastrointestinal  Hemorrhage  Due  to  Carcinoid  of 
Ileum  (Klauber),  3519 
Mastectomy 

current  trends  in  breast  cancer  treatment  [Recent  Ad- 
vances in  Medicine  and  Surgery],  3120 
excessive  operative  bleeding  due  to  anesthesia;  causes, 
prevention,  and  correction,  3802 
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new  technic  for  treating  internal  mammary  node  me- 
tastases  in  breast  cancer,  3817 

Maternal  Welfare  in  New  York  State  (Series),  2454,  3167, 
3504,  3895,  4254 

Mechanics  of  Athletic  Injury  (Rachun),  2589 
Meconium : fetal  distress,  4185 

Medical  Care  Insurance  (Series),  2326,  2647,  3002,  3334, 
3702, 4072 

Medical  Diagnostic  Clinics  (Series),  2461,  2809,  3502 
Medical  Problems  in  Employment  Continuity  of  Senior 
Citizens  (Symposium  and  Panel  Discussion),  2893 
Medicine;  see  Recent  Advances  in  Medicine  and  Surgery 
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Melena,  hematemesis,  splenomegaly,  and  hypersplenism 
[Clinicopathologic  (Conference],  4232 
Meliturias,  nonglucose  [Current  Concepts  in  Diabetes 
Mellitus],  2794 
Mental  health 

citizen  participation  in  Holland  as  aid  to,  2494 
from  viewpoint  of  the  psychiatrist  [Medical  Problems  in 
Employment  Continuity  of  Senior  Citizens]  (Symposium 
and  Panel  Discussion),  2901 
psychiatric  education  of  physicians,  3779 
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Meperidine  hydrochloride:  surgery  in  diabetic  patient 

[Current  Concepts  in  Diabetes  Mellitus],  2299 
Mephentermine  Sulfate  and  Meprobamate  in  Treatment  of 
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Meprobamate  and  mephentermine  sulfate  in  treatment  of 
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Meprobamate:  tranquilizers  [Miracle  Drugs]  (Symposium 
and  Panel  Discussion),  3437 
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possible  role  of;  study  of  beta-glucuronidase  activity  in 
urine  [New  Horizons  in  Therapy  of  Bladder  Tumors] 
(Symposium),  2228 
Metastases 

evaluation  of  routine  preoperative  skeletal  survey  for 
patient  with  operable  breast  cancer,  4219 
internal  mammary  node,  in  breast  cancer,  new  technic  for 
treating,  3817 

summary  of  present  trials  of  anticancer  agents,  2417 
Methapyrilene  mixture,  imipramine  hydrochloride,  and 
trimeprazine  ingestions  [Briefs  on  Accidental  Chemical 
Poisonings  in  New  York  City],  2811 
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methyl  phenyl isoxazolyl  penicillin  (P-12), 4158 
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posium and  Panel  Discussion),  3097 
Microsporum:  griseofulvin  in  treatment  of  superficial 

fungal  infection  (Panel  Discussion),  3624 
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Miltown:  tranquilizers  [Miracle  Drugs]  (Symposium  and 
Panel  Discussion),  3437 

Miracle  Drugs  (Symposium  and  Panel  Discussion),  3425 
Mitral  stenosis,  false  diagnosis  of,  3597 

Mitral  stenosis,  management  of  embolic  phenomena  in 
[Staff  Conference],  2404 
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diabetes  [Current  Concepts  in  Diabetes  Mellitus],  2988 
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asymptomatic  posterior  chest  mass  [Clinicopathologic 
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gastroenteritis  with  acute  renal  shutdown  [Clinicopatho- 
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recent,  rupture  of  interventricular  septum  following, 
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pulmonary  hyaline  membranes;  pathogenesis  and  signif- 
icance, 3419 
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Nocturia:  trigonitis  during  pregnancy;  method  of  treatment, 
2598 
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Diabetes  Mellitus]  ((jivner),  2446 
Obstetric  patient,  acute  appendicitis  in,  4032 
Ocular  Tonometry  as  Routine  Part  of  Physical  Examinations 
((lordon),  3649 

Open-heart  surgery,  reduction  in  flow  rate  in;  combination 
of  hypothermia  and  pump  oxygenator,  2412 
Operative  bleeding,  excessive,  due  to  anesthesia;  causes, 
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Organs  and  tissues,  substitutes  for  (Symposium  and  Panel 
Discussion).  3451 

Orthopedic  patients,  clinical  evaluation  of  analgesic  potency 
of  dextro  propoxyphene  hydrochloride  on,  3285 
Orthopedic  surgeon,  from  viewpoint  of  [Medical  Problems  in 
Employment  Continuity  of  Senior  Citizens]  (Symposium 
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ference], 4038 

Osteolytic  lesions,  bilateral,  of  femora  [Clinicopathologic 
Conference],  2979 

Osteomyelitis:  bilateral  osteolytic  lesions  of  femora  [Clini- 
copathologic Conference],  2979 
Otitis  media,  serous,  allergic  aspects  of,  in  childhood  [Recent 
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Advances  in  Pediatric  Allergy]  (Seminar),  2737 
Our  Child  of  Innocence  (Call),  4091 

Oxygen:  clinical  potentialities  of  hypothermia  (Symposium), 
2937 

Oxygenator,  pump,  and  hypothermia,  combination  of; 
reduction  in  flow  rate  in  open-heart  surgery,  2412 

Pancreas:  evolution  of  certain  concepts  in  experimental 

diabetes  and  their  relationship  to  the  human  disease 
[Current  Concepts  in  Diabetes  Mellitus],  3310 
Pancreatic  Islet  Cell  Adenoma  Presenting  as  Neuropsy- 
chiatric Problems  (Camperlengo),  3327 
Papanicolaou  smear:  uterine  cancer  screening  program  for 
general  hospital  admissions,  4015 
Paradichlorobenzene,  fixed  drug  eruption  due  to,  4079 
Paraduodenal  Hernia  (Lamphier  and  Covino),  3332 
Paralytic  ileus,  diarrhea,  and  shock  [Clinicopathologic  Con- 
ference], 3478 

Parasitic  infection:  clinical  aspects  of  Manson’s  schisto- 

somiasis [Recent  Advances  in  Medicine  and  Surgery], 
3864 

Parasitism:  hematemesis,  melena,  splenomegaly,  and 

hypersplenism  [Clinicopathologic  Conference],  4232 
Pathology,  surgical:  its  present  status  [Recent  Advances  in 
Medicine  and  Surgery],  2974 
Patient  with  Alcoholism  (Block) , 2561 

Patient  Tells  His  Story  [Psychiatric  Education  of  Physi- 
cians) (Kurian),  3791 

Pediatric  Advisory  Committee  meeting,  proceedings  of, 
3918 

Pediatric  allergy,  recent  advances  in  (Seminar) , 2721 
Pediatric  practice,  emotional  problems  in  [Psychiatric 
Education  of  Physicians],  3793 

Pellagra:  Joseph  (Soldberger  and  mysterious  hunger  [History 
of  Medicine],  2489 
Penicillin 

antibiotics  [Miracle  Drugs]  (Symposium  and  Panel 
Discussion) , 3426 

fatal  Asian  infl  uenza ; clinicopathologic  study , 4 1 9 1 
management  of  bronchial  infection,  2577 
methyl  phenyl  isoxazolyl  (P-12),  initial  clinical  and  lab- 
oratory experiences  with,  4158 
problem  of  resistant  staphylococcus  in  infections  of  skin 
(Symposium  and  Panel  Discussion),  4168 
synthetic  oral,  phenethicillin,  in  treatment  of  acute  anterior 
gonococcal  urethritis  in  male,  2609 
Pentosuria  [Nutrition  Excerpts]  (McCormick),  3893 
Pentosuria:  nonglucose  meliturias  [Current  Concepts  in 

Diabetes  Mellitus],  2794 

Perfusion  of  liver,  development  of  technic  for,  3993 
Pericarditis,  constrictive;  clinical  findings  and  hemo- 
dynamic studies  in  asymptomatic  patient,  2815 
Pericarditis:  false  diagnosis  of  mitral  stenosis,  3597 
Perinatal  mortality,  reduction  of,  by  better  prenatal  care 
[Maternal  Welfare  in  New  York  State],  3167 
Peripheral  Arterial  Disease  in  Diabetes  [Current  Concepts  in 
Diabetes  Mellitus]  (Haimovici),  2988 
Peritonitis:  diarrhea,  shock,  and  paralytic  ileus  [Clinico- 
pathologic Conference],  3478 

Pharmacopeia,  United  States,  and  National  Formulary 
standards.  Food  and  Drug  Administration  regulations, 
and  quality  of  drugs,  4003 

Pharynx:  surgical  treatment  of  carcinoma  of  postcricoid 
region,  2567 

Phenacetin  poisoning,  acetophenetidin  [Briefs  on  Accidental 
Chemical  Poisonings  in  New  York  City],  3697 
Phenethicillin,  Synthetic  Oral  Penicillin,  in  Treatment  of 
Acute  Anterior  Gonococcal  Urethritis  in  the  Male  (Mar- 
meU  and  Prigot),  2609 

Phenobarbital:  mephentermine  sulfate  and  meprobamate 

in  treatment  of  angina  pectoris  due  to  aortic  valvular 
disease,  3849 

Phenothiazines:  tranquilizers  [Miracle  Drugs]  (Symposium 
and  Panel  Discussion) , 3437 

Pigmented,  Villonodular  Synovitis  (Holmblad  and  Hark- 
ness),  4263 

Pisiform  bone,  rheumatoid  destruction  of;  pisiformectomy, 
3159 

Pitfalls  in  Blood  Transfusions  [Clinical  Anesthesia  Con- 
ference], 3000 

Planning  Intensive  Care  Unit;  Preliminary  Report  (Fiske), 
4272 

Planning  of  New  Teaching  and  Research  Hospital,  4269 
Planning  and  Reporting  of  Clinical  Trials  (Van  Riper  and 
Boyer) , 3337 

Plant  and  Insecticide  Poisonings  [Briefs  on  Accidental  Chem- 
ical Poisonings  in  New  York  City],  2463 
Pleural  effusion:  case  of  rapidly  progressive  congestive 

heart  failure  [Clinicopathologic  Conference],  2440 
Pleural  effusion,  Waldenstrom's  macroglobulinemia  with 
[Recent  Advances  in  Medicine  and  Surgery],  2431 
Podophyllin:  plant  and  insecticide  poisonings  [Briefs  on 

Accidental  Chemical  Poisonings  in  New  York  City], 
2463 

Poison:  see  Briefs  on  Accidental  Chemical  Poisonings  in 
New  York  City  (Series) 

Poliomyelitis:  proceedings  of  Pediatric  Advisory  Comittee 


meeting,  3918 

Poliomyelitis  in  Upstate  New  York  in  1960  (Albrecht), 
3116 

Political  influence  groups,  effect  of,  on  future  developments 
in  voluntary  health  insurance  [Medical  Care  Insurance], 
2326 

Pollen  Repository  Treatment;  Present  Status  [Recent 
Advances  in  Pediatric  Allergy]  (Seminar)  (Rapaport) , 
2731 

Possible  Role  of  Enzymes  and  Metabolites  in  Genesis  of 
Bladder  Cancer;  Study  of  Beta-Glucuronidase  Activity 
in  the  Urine  [New  Horizons  in  Therapy  of  Bladder  Tumors] 
(Symposium)  (Melicow,  Uson,  and  Lipton),  2228 
Postcricoid  region,  surgical  treatment  of  carcinoma  of, 
2567 

Postoperative  Acute  Adrenal  Cortical  Insufficiency  [Clinical 
Anesthesia  Conference],  2806 

Potassium  antimony  tartrate:  clinical  aspects  of  Manson’s 
schistosomiasis  [Recent  Advances  in  Medicine  and 
Surgery],  3864 

Potassium  permanganate:  imipramine  hydrochloride,  tri- 

meprazine,  and  methapyrilene  mixture  ingestions  [Briefs 
on  Accidental  Chemical  Poisonings  in  New  York  City], 
2811 

Practical  Aspects  of  Psychosomatic  Dermatology  (Weiss- 
berg) , 2420 

Prednisolone:  nutritional  and  metabolic  effects  of  some 

newer  corticosteroids,  3998 

Prednisone:  nutritional  and  metabolic  effects  of  some  newer 
corticosteroids,  3998 

Prednisone:  suppression  of  aldosterone  secretion  in  malignant 
hypertension,  3522 
Pregnancy 

acute  appendicitis  in  obstetric  patient,  4032 
current  trends  in  breast  cancer  treatment  [Recent  Ad- 
vances in  Medicine  and  Surgery],  part  I,  3120 
ectopic:  vaginal  bleeding  and  lower  abdominal  pain 

[Clinicopathologic  Conference],  2630 
fatal  Asian  influenza;  clinicopathologic  study,  4191 
pulmonary  stenosis  complicating,  4221 
trigonitis  during;  method  of  treatment,  2598 
see  also  Maternal  Welfare  in  New  York  State  (Series) 
Prematurity:  pulmonary  hyaline  membranes;  pathogenesis 
and  significance,  3419 

Prenatal  care,  better,  reduction  of  perinatal  mortality  by 
[Maternal  Welfare  in  New  York  State],  3167 
Private  practice:  psychiatric  education  of  physicians, 

3779 

Probable  Role  of  Normal  Hemoglobin  Level  as  Etiologic 
Factor  in  Coronary  Heart  Disease  (Birnbaum  and  Levein), 
4213 

Problem  of  Milky  Ascites  (Kelley  and  Logan) , 2307 
Problem  of  the  Resistant  Staphylococcus  in  Infections  of  the 
Skin  (Symposium  and  Panel  Discussion),  4168 
Problem  of  Resistant  Staphylococcus  in  Routine  Office 
Practice  [Problem  of  the  Resistant  Staphylococcus  in 
Infections  of  the  Skin  (Symposium  and  Panel  Discussion) 
(Peck) , 4176 

Problems  Caused  by  Rauwolfia  Drugs  During  Anesthesia 
and  Surgery  (Smessaert  and  Hicks),  2399 
Problems  Encountered  in  Hospital  from  Standpoint  of 
Dermatologist  [Problem  of  the  Resistant  Staphylococcus 
in  Infections  of  the  Skin]  (Symposium  and  Panel  Discus- 
sion) (Livingood),  4171 

Proceedings  of  New  York  Allergy  Society,  2966 
Proceedings  of  Pediatric  Advisory  Committee  Meeting 
(Jacobziner),  3918 

Prochlorperazine:  tranquilizers  [Miracle  Drugs]  (Sym- 

posium and  Panel  Discussion),  3437 
Progressive  Diarrhea,  Weight  Loss,  and  Fever  [Clinico- 
pathologic Conference],  2291 

Prolactin:  hormonal  regulation  of  glucose  production  and 
utilization:  studies  with  radioactive  glucose  [Current 

Concepts  in  Diabetes  Mellitus],  3139 
Prolonged  Postoperative  Hypotension  [Clinical  Anesthesia 
Conference],  4065 

Promazine:  tranquilizers  [Miracle  Drugs]  (Symposium 

and  Panel  Discussion),  343'7 

Promiscuous  Adolescent  Girl  [Psychiatric  Education  of 
Physicians]  (Hand),  3787 

Prosthetic  Replacement  of  Diseased  Heart  Valves  [Sub- 
stitutes for  Organs  and  Tissues]  (Symposium  and  Panel 
Discussion)  (Littlefield  and  Muller),  3451 
Protein:  cryoglobulinemia,  3161 

Protein  Metabolism  [Current  Concepts  in  Diabetes  Mellitus] 
(Gordon),  4046 

Psychiatric  Education  of  Physicians.  3779 
Psychiatric  Problems  in  General  Practice  [Psychiatric 
Education  of  Physicians]  (Lippman),  3792 
Psychiatrist,  from  viewpoint  of  [Medical  Problems  in 
Employment  Continuity  of  Senior  Citizens]  (Symposium 
and  Panel  Discussion),  2901 

Psychiatry  program,  school,  report  on,  in  five  central  schools, 
3271 

Psychologic  Services:  report  on  school  psychiatry  program 
in  five  central  schools,  3271 

Psychosexual  Problems  in  General  Practice  [Psychiatric 
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Education  of  Physicians]  (Kapuler),  3788 

Psychosomatic  dermatology,  practical  aspects  of,  2420 

Pulmonary  disorders:  acute  bronchial  asthma  in  children; 
cardiopulmonary  problem?,  4259 

Pulmonary  Hyaline  Membranes;  Pathogenesis  and  Signifi- 
cance (Islam),  3419 

Pulmonary  Stenosis  Complicating  Pregnancy  (Grimaldi  and 
Dienstag),  4221 

Purpura,  allergic,  after  administration  of  trifluoperazine, 
3517 

Pyelonephritis:  use  of  ileum  in  bladder  carcinoma  [New 
Horizons  in  Therapy  of  Bladder  Tumors]  (Symposium), 
2234 

Pyrimidine:  chemotherapy  of  urinary  bladder  tumors 

(New  Horizons  in  Therapy  of  Bladder  Tumors]  (Sym- 
posium), 2225 

Quadrigen  reaction:  proceedings  of  Pediatric  Advisory 

Committee  meeting,  3918 

Queries  and  Answers  and  Health  Insurance  (Series),  3174, 
3923, 4278 


Radiation:  chronic  bone  disease  [Clinicopathologio  Con- 

ference], 4038 

Radioactive  glucose,  studies  with;  hormonal  regulation  of 
glucose  production  and  utilization  [Current  Concepts  in 
Diabetes  Mellitus],  3139 

Radiography:  recent  advances  in  understanding  of  liver 

disease  [Recent  Advances  in  Medicine  and  Surgery], 
part  I,  2613 

Raising  Nursing  Home  Standards;  Community  Approach 
(Dolce),  4225 

Rauwolfia  drugs,  problems  caused  by,  during  anesthesia  and 
surgery,  2399 

Reaction  of  the  Body  to  Homografts  [Organ  and  Tissue 
Transplants]  (Symposium  and  Panel  Discussion)  (Con- 
verse), 3239 

Reaction,  delayed  allergic,  to  influenza  vaccine,  3907 
Recent  Advances  in  Medicine  and  Surgery  (Series),  2283, 
2431 , 2613, 2776, 2974, 3120,  3289,  3469,  3864 
Recent  Advances  in  Pediatric  Allergy  (Seminar),  2721 
Recent  Advances  in  the  Understanding  of  Liver  Disease 
[Recent  Advances  in  Medicine  and  Surgery]  (Richraan), 
Part  I,  2613;  Part  II,  2776 

Reconstruction  of  Entire  Esophagus  and  Restoration  of 
Swallowing  with  Reversed  Gastric  Tube  (Heimlich), 
2478 

Reduction  in  Flow  Rate  in  Open-Heart  Surgery;  Combina- 
tion of  Hypothermia  and  Pump  Oxygenator  (Pratt, 
WolflF,  Comer,  Barr,  and  Mahajan),  2412 
Reduction  of  Perinatal  Mortality  by  Better  Prenatal  Care 
[Maternal  Welfare  in  New  York  State]  (Schoeneck), 
3167 

Reflections  on  Alchoholism  [Psychiatric  Education  of 
Physicians]  (Streeseman),  3797 
Renal  disease,  chronic,  early  diagnosis  in  [New  Approaches 
to  Screening  and  Early  Detection  of  Chronic  Illness] 
(Symposium  and  Panel  Discussion),  2766 
Renal  failure:  leptospirosis,  past  and  present,  in  New  York 
State,  2750 

Renal  failure,  secondary  acute,  presenting  symptoms  of 
recurrent  pericardial  tamponade  with;  Gaucher’s  disease 
complicated  by  metastatic  carcinoma,  4080 
Renat  shutdown,  acute,  gastroenteritis  with  [Clinicopatho- 
logic  Conference],  2787 
Renal:  see  Kidney 

Report  on  School  Psychiatry  Program  in  Five  Central 
Schools  (Stringham),  3271 

Repository  treatment,  pollen;  present  status  [Recent 
Advances  in  Pediatric  Allergy]  (Seminar),  2731 
Research  and  teaching  hospital,  new,  planning  of,  4269 
Reserpine 

antihypertensive  agents  [Miracle  Drugs]  (Symposium  and 
Panel  Discussion),  3443 

cobalt  and  cadmium  poisonings  [Briefs  on  Accidental 
Chemical  Poisonings  in  New  York  City],  3153 
problems  caused  by  Rauwolfia  drugs  during  anesthesia 
and  surgery,  2399 

Respiratory  distress:  pulmonary  hyaline  membranes; 

pathogenesis  and  significance,  3419 
Respiratory  tract:  management  of  bronchial  infection,  2577 
Respiratory  tract:  tracheobronchial  problems  in  infancy 

and  childhood,  2603 

Responsibilities  and  Gradations  of  Medical  Editors;  Re- 
view of  a Peculiar  Medical  Specialty  (Schifferes) , 3527 
Restoration  of  Hearing  Following  Surgical  Correction  of 
Mandibular  Protrusion  (Perkarsky  and  Trainor) , 3006 
Resuscitation,  cardiac:  iatrogenic  cardiac  arrest,  3107 
Retinopathy:  observations  on  eye  in  diabetes  [Current 

Concepts  in  Diabetes  Mellitus],  2446 
Retirement:  medical  problems  in  employment  continuity  of 
senior  citizens  (Symposium  and  Panel  Discussion),  2901 
Rheumatic  fever:  false  diagnosis  of  mitral  stenosis,  3597 
Rheumatoid  Arthritis  [Clinical  Rehabilitation  Conference], 
3321 

Rheumatoid  arthritis:  diarrhea,  shock,  and  paralytic  ileus 
[Clinicopathologic  Conference],  3478 


Rheumatoid  Destruction  of  the  Pisiform  Bone;  Pisiform- 
ectomy  (Burman  and  Conrad),  3159 
Rheumatoid  factor:  hypogammaglobulinemia  and  its  rela- 
tionship to  allergic  diathesis  [Recent  Advances  in  Pediatric 
Allergy]  (Seminar),  2721 

Rhinoplasty:  excessive  operative  bleeding  due  to  anesthesia; 

causes,  prevention,  and  correction,  3802 
Rimifon:  surgical  treatment  of  tuberculosis  of  bones  and 
joints  with  umbrella  of  antituberculous  and  antibiotic 
drugs,  3657 

Roentgenologist,  from  viewpoint  of  [The  Lower  Esophagus] 
(Symposium  and  Panel  Discussion),  3830 
Role  of  Serotonin  in  Allergy  (Proceedings  of  New  York 
Allergy  Society),  2966 

Rotor’s  disease:  recent  advances  in  understanding  of 

liver  disease  [Recent  Advances  in  Medicine  and  Surgery], 
part  I,  2613 

Rupture  of  Interventricular  Septum  Following  Recent 
Myocardial  Infarction  (Weisberg),  2467 
Rupture  of  Kidney  in  Newborn  Infant  (Ravich  and  Schell), 
2822 

Sabin  vaccine:  poliomyelitis  in  upstate  New  York  in  1960, 
3116 

Salpingo-oophoritis:  vaginal  bleeding  and  lower  abdominal 
pain  [Clinicopathologic  Conference],  2630 
Salt:  comparison  of  low-sodium  bacon  with  regular  bacon; 
clinical  study,  3269 

Sarcoma:  space-occupying  lesion  in  brain  [Clinicopathologic 
Conference],  3302 

Sarcoma:  see  Cancer,  Carcinoma,  Leukopenia,  Lympho- 

sarcoma, Mastectomy,  Metastases,  Neoplastic  disorder, 
Tumor(s) 

SC-9420:  recent  advances  in  understanding  of  liver  disease 
[Recent  Advances  in  Medicine  and  Surgery],  part  II,  2776 
Schistosomiasis,  Manson’s,  clinical  aspects  of  [Recent 
Advances  in  Medicine  and  Surgery],  3864 
Screening  and  early  detection  of  chronic  illness,  new  ap- 
proaches to  (Symposium  and  Panel  Discussion),  2757 
Selective  Local  Hypothermia  in  Neurosurgery  [Clinical 
Potentialities  of  Hypothermia]  (Symposium)  (Negrin), 
2951 

Senile  entropion,  crutch  spectacle  for,  3862 
Senior  citizens,  medical  problems  in  employment  continuity 
of  (Symposium  and  Panel  Discussion),  2893 
Septic  Dislocation  of  Hip  Joint  in  Infancy;  Follow-Up  of 
Fifteen  Years  (Fielding  and  Liebler)  ,3916 
Septicemia:  current  causes  of  maternal  deaths  [Maternal 
Welfare  in  New  York  State],  24.54 
Septum,  interventricular,  rupture  of,  following  recent 
myocardial  infarction,  2467 

Sequestration  of  lung:  tracheobronchial  problems  in  infancy 
and  childhood,  2603 

Serotonin,  role  of,  in  allergy  [Proceedings  of  New  York 
Allergy  Society],  2966 

Serous  otitis  media  in  childhood,  allergic  aspects  of  [Recent 
Advances  in  Pediatric  Allergy]  (Seminar),  2737 
Serum  proteins:  hypogammaglobulinemia  and  its  rela- 

tionship to  allergic  diathesis  [Recent  Advances  in  Pediatric 
Allergy]  (Seminar),  2721 

Service  benefits,  basis  for — full  payment  concept  of  Blue 
Shield  [Medical  Care  Insurance],  2647 
Sexual  problems:  psychiatric  education  of  physicians,  3779 
Shock,  diarrhea,  and  paralytic  ileus  [Clinicopathologic  Con- 
ference], 3478 

Shunts:  recent  advances  in  understanding  of  liver  disease 
[Recent  Advances  in  Medicine  and  Surgery],  part  I, 
2613 

Sickle-cell  trait:  bilateral  osteolytic  lesions  of  femora 

[Clinicopathologic  Conference],  2979 
Sigmoiditis,  tuberculous:  progressive  diarrhea,  weight  loss, 
and  fever  [Clinicopatholgic  Conference),  2291 
Silver  chromate  plate  test,  use  of,  for  presumptive  diagnosis; 
ectodermal  dysplasia  of  anhidrotic  type  in  prolonged 
fever  in  infant,  2473 

Skeletal  survey,  routine  preoperative,  for  patient  with 
operable  breast  cancer,  evaluation  of,  4219 
Skin  Lesions  in  Diabetes  [Current  Concepts  in  Diabetes 
Mellitus]  (Levitt),  3685 
Skin 

organ  and  tissue  transplants  (Symposium  and  Panel 
Discussion),  3239 

problem  of  resistant  staphylococcus  in  infections  of 
(Symposium  and  Panel  Discussion),  4168 
tests:  pollen  repository  treatment;  present  status  [Re- 
cent Advances  in  Pediatric  Allergy]  (Seminar) , 2731 
Sodium 

acetriozoate:  abdominal  aortography  and  femoral  arteri- 
ography; useful  diagnostic  tool  in  experienced  hands, 
3844 

antimony  tartrate:  clinical  aspects  of  Manson’s  schisto- 
somiasis [Recent  Advances  in  Medicine  and  Surgery], 
3864 

comparison  of  low-sodium  bacon  with  regular  bacon; 
clinical  study,  3269 
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dimethoxyphenyl  penicillin:  management  of  bronchial 

infection,  2577 

Space-Occupying  Lesion  in  the  Brain  [Clinicopathologic 
Conference],  3302 

Sparine:  tranquilizers  [Miracle  Drugs]  (Symposium  and 

Panel  Discussion) , 3437 

Spasticity:  traumatic  paraplegia  [Clinical  Rehabilitation 

Conference],  2919 

Special  Management  of  Patients  with  Epilepsy  [Psychiatric 
Education  of  Physicians]  (Pinney),  3794 
Spectacle,  crutch,  for  senQe  entropion,  3862 
Spinal  segments,  lower  lumbar,  anterior  disk  excision  and 
interbody  fusion  approach  to  problem  of  degenerative 
disk  disease  of,  3252 

Spine,  cervical,  anterior  approach  to  degenerative  disk 
disease  of,  3083 

Spironolactone:  adrenal  steroids  [Miracle  Drugs]  (Sym- 

posium and  Panel  Discussion),  3431 
Spironolactone:  recent  advances  in  understanding  of  liver 
disease  [Recent  Advances  in  Medicine  and  Surgery], 
part  II,  2776 

Splenomegaly,  hematemesis,  melena,  and  hypersplenism 
[Clinicopathologic  Conference],  4232 
Splenomegaly,  hepatomegaly,  neutropenia,  and  leukopen  a 
[Clinicopathologic  Conference],  3678 
Splenorenal  Shunt  Combined  with  Ligation  of  Esophageal 
Varices  Through  Left  Thoracotomy  (HoUiday),  4088 
Sprue:  cutaneous  changes  in  malabsorption  syndromes 

[Nutrition  Excerpts],  4250 
Staff  Conference,  2404 
Staphylococcal  infection(s) 

antibiotics  [Miracle  Drugs]  (Symposium  and  Panel 
Discussion),  3426 
hospital  control  of,  2261 

initial  clinical  and  laboratory  experiences  with  methyl 
phenyl  isoxazolyl  penicillin  (P-12),  4158 
management  of  bronchial  infection,  2577 
Staphylococcus,  resistant,  problem  of,  in  infections  of  skin 
(Symposium  and  Panel  Discussion),  4168 
Steatorrhea:  cutaneous  changes  in  malabsorption  syndromes 
[Nutrition  Excerpts],  4250 

Stelazine:  allergic  purpura  after  administration  of  tri- 

fluoperazine, 3517 
Stenosis 

case  of  rapidly  progressive  congestive  heart  failure  [Clini- 
copathologic Conference],  2440 
mitral,  false  diagnosis  of,  3597 

mitral,  management  of  embolic  phenomena  in  [Staff 
Conference],  2404 

pulmonary,  complicating  pregnancy,  4221 
tracheal:  tracheobronchial  problems  in  infancy  and  child- 
hood, 2603 

Steroid  therapy  in  children,  dangers  and  consequences  of 
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The  youngster  who  stops  sniffling  and  begins  breathing  freely  in  a few 
minutes  with  all  air  passages  cleared. ..and  no  sense  of  jitteriness  or 
nasal  irritation... is  experiencing  the  Novahistine  Effect. 

Each  5 cc.  teaspoonful  of  good-tasting  Novahistine  Elixir  contains: 
phenylephrine  HCI,  5.0  mg.  and  prophenpyridamine  maleate,  12.5  mg. 
And  the  distinctly  additive  action  achieved  by  combining  this  orally 
effective  vasoconstrictor  and  superior  antihistamine  usually  controls 
cold  symptoms  better  than  any  single  drug. 
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Novahistine^  Eiixir 

PITMAN-MOORE  COMPANY 

DIVISION  OF  THE  DOW  CHEMICAL  COMPANY,  INDIANAPOLIS  6.  INDIANA 


for  infants  allergic  to  cow’s  milk 


a modem  milk  substitute 
rich  and  creamy  in  color, 
pleasant  and  bland  in  taste 


Sobee  has  the  rich,  creamy  appearance  that  mothers 
expect  of  a formula.  Sobee  is  pleasantly  bland,  with- 


frequently  associated  with  a soya  formula. 

Symptomatic  Relief.  Symptoms  of  cow’s  milk  allergy 
— most  frequently  manifested  by  eczema,  colic  and 
gastrointestinal  disturbances — may  be  relieved  within 
2 or  3 days. 

Good  Stool  Pattern.  In  a study  of  102  infants  on 
Sobee,  the  number  of  stools  ranged  from  1 to  4 per 
day.^  Soya  stools  are  bulkier  than  cow’s  milk  stools. 
Constipation  is  infrequent. 

Easily  Prepared.  Mothers  need  add  only  water  to 
either  Sobee  liquid  or  Sobee  instant  powder  to  pre- 
pare a formula  with  a nutritional  balance  comparable 
to  cow’s  milk  formulas. 

1.  Kane,  S.:  Am.  Pract.  & Digest  Treat.  8:65  (Jan.)  1957. 


out  the  “burned-bean”  flavor  or  chalky  aftertaste 


specify 


Milk-free  soya  formula 
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RECENT  PROOF  OF  CLINICAL  EFFECTIVENESS  OF  URISED 


No.  of  Per  cent  of 
Patients  Satisfactory 
Author  Treated  Response  Side  Effects 


Sands'^  (Trigonitis) 

83 

83.2 

One 

(mild  rash) 

Haas  & Kay2  (Acute  and  Chronic 

Urinary  Infections) 

50 

97 

None 

Renner, 3 et  al.  (Common  Urinary 

Infections) 

50 

96 

None 

Marshall*  (Cystitis) 

100 

80 

None 

Strauss®  (Urinary  Infections  in  the 

50 

72 

None 

Aged) 

i 

Total  Cases 

333 

First 
Choice 

for  safety  • effectiveness  • dependability 


IN  ACUTE  AND  CHRONIC 
URINARY  TRACT  INFECTIONS 
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References:  (1)  Sands.  R.  X.:  Trigo- 
nitis during  Pregnancy:  A Method  of 
Treatment.  New  York  St.  J.  Med.  61: 
2598-2602,  1961;  (2)  Haas,  Jr.,  J.. 
and  Kay.  L.  L.:  Management  of  Uri- 
nary Tract  Infections.  Southwest. 
Med.  42:30-32,  1961;  (3)  Renner. 
M.  J.«  et  al.:  Urinary  Tract  Infections: 
Treatment  with  Antiseptic-Antispas- 
modic  Agent.  Hosp.  Topics  39:71- 
73. 1961;  (4)  Marshall,  W.:Treatment 
of  Cystitis  in  General  Practice.  Clin. 
Med.  7:499-502.  1960;  (5)  Strauss. 
B.:  Treatment  of  Urinary  Tract  Infec- 
tions in  the  Elderly.  Clin.  Med.  4:307- 
310,  1957. 


Each  Urised  Tablet  Contains: 

Atropine  Sulfate 1/2000  gr. 

Hyoscyamine 1/2000  gr. 

With  Methenamine,  Methylene  Blue,  Benzoic  Acid, 
Salol  and  Gelsemium. 

Indications: 

Soothing,  urinary  antiseptic-antispasmodic  for  re- 
lief of  pain,  urgency,  dysuria  and  frequency.  Clini- 
cally safe  and  effective  for  treatment  of  acute  or 
chronic  cystitis,  urethritis,  pyelitis,  pyelonephritis, 
prostatitis  and  ureteritis. 

Dosage: 

Adults:  2 tablets  q.i.d.  with  full  glass  of  water. 
Acute  Cases:  Start  with  2 tablets  every  hour  for 
three  doses. 

Supplied: 

Bottles  of  100,  1000  and  2000  tablets. 


CHICAGO  PHARMACAL  COMPANY  Chicago  40,  Illinois 
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CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


hypoglycemia  as  a 
sign  of  diabetes 

An  early  manifestation  of  diabetes 
mellitus  may  be  spontaneous  hypo- 
glycemia. Diabetes  should  be  con- 
sidered in  any  patient  with  a history 
of  hypoglycemic  reactions  and  pre- 
senting symptoms  of  postprandial 
hypoglycemia.^  Such  symptomatol- 
ogy may  be  an  indication  for  a 
prolonged  5-hour  glucose  tolerance 
test.”  These  patients  demonstrate  a 
terminal  hypoglycemia  3 to  5 hours 
after  exhibiting  a tolerance  curve 
indicative  of  mild  diabetes.”  If  not 
carefully  evaluated,  an  erroneous 
diagnosis  of  functional  hyperinsu- 
linism  may  be  made.^ 

Early  recognition  of  the  potential 
diabetic,  particularly  among  nondia- 
betic relatives  of  diabetics,  may  be 
accomplished  by  use  of  the  cortisone- 
modified  glucose  tolerance  test.” 

Physiologic  idiosyncrasies  mani- 
fested by  some  diabetic  patients 
justly  demonstrate  the  need  for 
careful  urine-glucose  evaluation. 
Simple,  readily  performed,  Clini- 
TEST®  is  a valuable  adjunct  not  only 
to  facilitate  diabetic  management, 
but  to  secure  greater  patient  cooper- 
ation through  his  own  participation. 
The  Graphic  Analysis  Record  pro- 
vided with  each  Clinitest  Set  per- 
mits daily  plotting  of  urine-sugar 
' determinations  to  direct  the  patient 
toward  better  control. 

Clinitest  is  of  particular  value  in 
oral  hypoglycemic  therapy. 

(1)  Seltzer,  H.  S.;  Fajans,  S.  S.,  and  Conn, 

; J.  W. : Diabetes  5:437, 1956.(2)  Fuller,  R.  E. : 
J.  Michigan  M.  Soc.  59:1535,  1960.  (3) 
Fajans,  S.  S.,  in  Williams,  R.  H.:  Diabe- 
‘ tes.  New  York,  Hoeber,  1960,  pp.  399,  408. 
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improved  control  through  patient 
participation  with . . . 

COLOR-CALIBRATED 

CLINITEST 

BRAND  Reagent  Tablets 


Standardized  urine-sugar  test  for  reliable  quantitative 
estimations 


added  safety  for  DIABETIC  CHILDREN  and  Severe  Adult  Diabetics 
guard  against  ketoacidosis ...  test  for  ketonuria 

ACETESr  KETOSTIX* 

eRANB  Reagent  Tablets  branb  Reagent  Strips 

for  patient  and  physician 
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In  recent  taste  tests  by  over  800  children, 
the  flavor  of  Vi-Sol®  was  preferred  over 
other  chewable  vitamin  tablets ...  as  much 
as  2 to  1 in  some  cases. 

Vi-Sol  chewable  vitamins  are  reformulated 
on  an  authoritative  basis,*  with  practical 
modifications,  to  provide  safe,  rational  lev- 
els of  vitamins  C,  D and  A for  the  growing 
child— preschool  to  adolescent. 

T«i-vi-soL»-  POLY-vi-soL*  • O E CA-vi - s O I.*  ‘J.A.M.A. /69:41-45  (Jan.  3)  1959.  S6<(i 
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